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Case Verlﬂcatlon Number: 2017151115948UD
: 08/31/2017

Report Prepareg;

I:omm Information

Company In; 47429 Company Name; Employer Sokrtiong Stafiing Group

Emglgge Information

Last Name: hasepug Firat Name; teyj

Date of Birth; 12121974 Socialsmuy Number; **% g3

Hire Date; 0513172017 cfﬂzenshbShm::Aulhan of the United Stateg

Document Information

\

ListA Dogument: L8, Passpart or Passport Carg

Passport or FasapnrtcardNumber: 516802745 Dooument Explration Date; 06/m1/2024

Case Status Information

\

Currant Case Resur: Empbynmi\uﬂmhed Emplayer Casa In;

Cass Submittad On: 05/31/2017 cm&:bm&auay:asueasz
SENSITIVE BUT UNCLASSIFIED
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employer solutions staffing group..

New Hire Application

Persong) Data-- PLEASE PRINT LEGIBLY In INK
\

Last Name &&g L'-ﬁ' First Name 12 A0\ Middie Initial A

Street Add,m% Ab =,

Apt/Ste
¢
CityIStateIZip 55’43\? Social Security Last Four Xxxx-xx. 0
Phone Numpey o3, 8746 Email Address 1 A @ £

| authorizg Employer Solutiong Staffing Group (ESSG) to use the Information and stateme
Qualifications for eMmployment, | authorize ESSG 10 make Inquiries of my former eMmployers, except ag Indicated jn this appilcation
regarding my previoys duties, msponslbmﬂes, perfonnance, Compensation and eligibility re

| understang that g Comprehensive backgroung check may he conducted to determing my ellgibility for hire by Cerain clignts of ESSG,
This may inciude byt Is not Iimited to, lnvesﬁgations of crimingj and/or Conviction records, driving records andjor 5 drug screen test ag
required by clients, government reguiations or byESsg poilcies

I release ESSG ang other persong o

r entities from any clalms that might be based on ESSG's decision to conduct g p

| certify that ail statementg Mmade in my appllcation grg true ang accurate ang that | have not omittaq
false or misleadlng information, | understang that any Mmaterial omission or mjg
Consideration for employment or, if discovered after | begin employment, will

ackground check,

any materigj Information Or provideq
Iepresentation will resuit in my dlsqualiﬁcaﬂon from
result in my termination,

If hired, | agree to abide by the Policies and Procedures of ESsg,

1€ |, ﬂﬁe ‘ag C% : ~ sb//z
Name (Pring or type) Applicant's Signaturg Date

A copy or facsimile ("fax") wily be considered the

Unemployment Letior
(if appncabla)

Rev. 0412017
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Form w3 (2017) aroety

ons don't app to sy, Plements) Wwages Nonwage Income, if oU have a | @ amoy;
Greater thgg $1 .IJOO.OOEp A o g me, aucx as lruerestac’:g

—_—

nonu,rgge lnat}‘o o madem
Baslo instructigng, if you aren't exem, complete 1040 2or making estimate 1S usiy
oy Somplete Form yy.g oo that your the Persong) Allowanceg Workeheetgtélow. 8 1040-ES, st addit 2 for '"d,‘:"ag,‘."né's- Othey
S IOYr 08N Withhold thg w fedéral inapme Worksheets on page g further adjugt ye,,r you oy awe °3ubmé',5 %nfli‘nd o el
1ax from your Fay. Consider compigtin a new Form Withholding allowanees d on itemizeq Bnnuity noome,hse,ce" e Wigo Wy‘,’,‘
W4 each year qie when your personal or finanjg] deductions, certajn orsdits, adjustments fr, Income, adjust your witring, 8 on Form W-4 or .
Sftuation ci!:ngea. or fWo-eamys/mumple Jobs situationg, Twoﬂdeernen or mulﬂplmnbs. if )J!.og t%eve at
Exemption fropm, holding. if yoy are axem Compiets aj Workshests that app),, However, yoy, toting SPOUSS oF mofe oo Job, figure
complets oply lln;"tl‘,, 2,8,4,and 7 ang sign ﬂ'g' may ola’?m Tewer (or zarg anmﬁpngsl{ For reguiy m'a'a""”g'a °;'°f alio m"""’h'm y’::g are g ed,gg'
form to valjdgte Your exemgﬂon for 2017 expjreg Wages, withholding m be based oy, allowances w %" U hE ‘{g} eats i prly ane
February 15, 2p4g, See Pub, 505, Tax Withhoiding You olaimed and may neg be a fiat amount o el e thhoiding usyglgy S TI0st acg
and E:ﬂ%amd Tax, Percentaga of wages, fv.fh%? ﬂ’llllﬂgowances a}e glalged on atll'ze Formy
n 2
Note: i1 another persen can claim yoy ag a dependent Head ofhousehold. Generally, You can cigim head c:ém?d o% ﬁ",’é’é&"'ai ge:gub °§°os for detajig
on his or her tax ) YOU ean't glajm exemption of housghgjg filin, On your tax rstym only if N d Wen, if d I
from withhoiding it ur total income exceggy $1,050 ¥ou are unmarried aney Pay more than 503 of it Ngt’,"‘ﬁlssgts’ °",' you B2 "%ﬁ’,’ ent afler
and Includes morp f‘l’“gn $350 of uneameq Income (for C0sts of keeping yp 5 home for yourgelf gt your &2 dent Al CD eme?gia °"",eﬂ m"""'
example, interest ang dividends), depende, sfor Other qualifying Individyalg, ee Pnesicent Allens, befors Completing m.
An empy may be able 1o clalm Pub, 501, ptions, Standarg Deduotlon, and Check your wm:holdlng. After your Form wag
exemption from wnhholg?:ga Sven if the empioyeg I Fiing Infrmatio, for Information, Wit 505 t0 seg how Joe amount you
a dependant, if the employee; Tax m \':gg oan tal:ﬁ ;mcbﬂ gg cr;dim Info ,’,‘,1"2"2,11 ;mf'ssh: ;gu?%' 5, sspec%g;l'; ﬁ%eu?tadeamln;
account jn ur allowabig number : 3
* 18 g8 65 or cigey, Withholding allowgnyo%s. Credits for chilg or dependent Sxosed $130,000 (Single) o :
® Is blind, or carg

; ale) or §180 o, (Marrie),
ENSes and thg child tax credt may be alajmag Future 4, Velopme, Information Ut an;
* Will claim adjuatments o Income: tax - usin, latxhpe Pemfgn'al Allowances Worksh:{t below, 'devl/.e'lo ﬁente&gggcaﬂ"%_&ng W-4 (eaul;w%"z'ag A
Cf ad1h1 X L] 8
temized deducﬁona, on his or her tax retum, fm“m“ﬁtg“ﬁ,mﬁo?é?,?“ 2,','33,:,?&"""'""9 your other atgwva.?m.mm. W roleasa x L5
Personaj Allowances Worksheet P for your records,)
A Enier “1” for yourself if no one S i o g

ed, haye only one Job, ang Your spouse doesn‘t work; or } B}
* Your wages M & second job or Your spousg’s wages (or the tota of both) are g1 +500 or Jess,
C  Entersy» for your SPouse, By, You may chooge to enter =.g» ifyou are Married and hayg either g working spouse or more
than one iob ring #-g-» may help yay, avoid having tog Iittle tax Wwithheld,) o 5 (o]
D Enter Number of dependents (other than Your spousg or yourself) you wiy claim on your tax retym by
E er “1” if you wij file as head of househojg On your tax retyy, (see conditions under Head of househojg above) E
F  Enter 1" if you haye at least $2,000 of child or dependent Gare expenggg for which You plan to clajm, acredit |, | . F
{Note; Do not include chilg Support Payments, Sge Pub, 503, Child and Dependent Care Expenses, for detalls,)
G  Chilg Tax Credit (includlng additiona| child tax craqg

it). See Pyp, 872, Child Tay Credit, for more information,
® If your totg Income wiyy be less than $70,000 {$100,000 3 Mmarried), entgr wp» for each eligible child; then less 517 ¢ you
have two 1o four eligible children or less “g» ¢ you have five or More eligible children,
* If your tota) Income wif pe between $70,000 ang $84,000 ($100,000 ang $119,000 i marrled), enter #1» for each eligible chilg, G
{Note: This may be different from the Number of exemptions yoy claim on your tax fstum) p

] U plan to Hemize or claim adjustments to Income and want tg reduce yoyr withholdlng, see the Deductiong
For accuracy, and Adjustments Worksheet o, page 2,
Completg ajf ® If you arg single and hayg mare than one jop Or are marrieq gng You and yoyr SPouse hoth worj and the combined
Worksheets 8amings from gjj Jobs excegq $50,000 ($20,000 i Married), spq the Two-EamemlMulﬂple Jobg Worksheet on page 2
that apply, to avoid having tog little tax withheld,

* If neither of the above Situations applies, Stop here ang enter the number from Jing Honling 5 of Form w4 below,
\ \
--—-..‘“"--——--._..__-- Separate here ang glve Form W4 1o your ©mployer, Keep the top part for Your recorgs, --““‘“--\
= W"4 Employee’s Withholdlng Allowance Certificate OMB No. 1545-0074

m
Treasury > Whether You are entijey to claim g Certaln numbe, of allowanceg Or exemptiop from wmnholdlnq Is
mnm:" g'f.'::,’u?‘;wm Subject tp review by the IRS. Your E@mployer May be requireq to send 5 S0Py of thig form to the IRS. 2 @ 1 7
1 Your first hame and mjdgig Inttial

2 Yoursoolalaecumynumber
vy 7o U~ | 9-a388
Home address (runfBer gy Street or Nural routs) s\@ Single [ ] Mereg [] Maried, but withhold at highay Single rate,
2 ’ z V\-_-,‘ A X D Note: if Manied, but legally Separated, or spoyge I 8 nonresidant aflen, check the "Elngle” box,
City or town, State, and 2P oode 4 Hyour last name differs from that shawn on ygyr Soclal security card,
(S S YZLA A 1—? check hers, Yo must caj} 1-800-772-1213 fora replacement card. b 1]
{from line H above or from the applicable Workshest op Page 2) B

,andlcerﬁfythatlmeet both of the followIng conditi b
* Last year had a right 15 arefund of a federaj j

Under Penalties of perjury, | declare that | hay

. . »[7]
y knowledge and belief, it j5 true, corregt

» and complete,
Employee's slgnature

=Tom is not valld uniess yi sanit)» ) b Datep 7

8 Employer'g Name ang address (Enmloyer: Iete lines and 10 only if Sending to the IR8))

9 Office codg (optiona)) [ 19 Employer idar cation number (EIN)
Far Privacy Aot and Paperwaori Reduction Act Notice, seq Page 2. Cat. No. 1023pq Form W-4 (2017)

\\
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Employment Eligibility Verifieation UScrs
Department of Homeland Security

N> ST / OMB No. 1615-004
Qi 07 Immigration Services Expires 08/31/2019
g mpleting this form. The Instru

cify which
entity. The refusal to hire or continue
re expiration
Seatlon 1. Employes Informatics \ttastatlon @maiyees camplabwsranwfﬁwm:-e(m
manmmmmw:um it | bm.ampmwﬁ/m affer )
Last Name (FamﬂyName) First Name (Given Name) Middle initjal Other Last Names Used (¥ any)
eli X ~euri % Sie ver k|
Address (Strest Number and Name) Apt. Number City or Town State ZIP Code
. Radlin B N | S5
U.S. Sociaj Security Number Employee's E-majj Addfess Employee's Telephone Number
a £ L ]

, if applicable, mm/dd/yyyy):
Some allens may write

"N/A" In the expiration date

field. (See Instructions)
Allens authorized to work muyst Provide only one of the following document numbers to complete Fony +9: Dol ;,,s;';,';"g;m
An Alien Registration Numberruscis Number or Form 1-94 Admission Number OR Forejgn Passport Number,

1. Alien Registration Number/Uscis Number;
OR

2, Form |-94 Admission Number;
OR

3. Foreign Passport Number:
Country of Issuance;

Signature of Employee Today's Data {mm/ddsyyyy)
' and/or Tranélator oatlon (gheek oneji :
A 8 16f use & prparer or trangiator A prepares(s) antor ranatitor(g) ashidled the empléyes in pampleting Sestion 1
(o9 below must be pampleled and sigre wher preparers aridior
iest, under penalty of perjury,
snowledge the information |s true and correct,
Signature of Preparer or Translator Today's Date (mm/dd/Yyyy)
Last Name (Family Name) First Name (Given Name)
Address (Street Number ang Name) City or Town State ZIP Code

@ E‘mployér Completes Nex; Page @

FormI-9 11/1412016 N




Employment Eligibility Verification USCIS
Department of Homeland Security - Form I-9

; . OMB No. 1615-0047
U.S. CIﬁzenshpandImmiMServices - R ‘_’6"3"2_‘”9

"'ﬁq%e '\U e \
ListA . OR %EBL "‘W"J ListC
luenmyamanploymmmwmm : !
B En

dentity Employment Authorization
Title _\ | Document Titie ~ DocumentTitie
DO 3

lmlllq%w | Issuing Authority lssuing Authority
\J ;

D mmquba 3\'7\-{ & ' Document Number boeunemNmnber

Expiration Date {”M”{m’"/dmylyg) - | Expiration Date m'any){mm/dm) Expiration Date (ﬁanﬂW
oS | o | # :

Document Title :

Issuing Authority | [Addifionai Information [ ORCab-sememzi———

DoNothmnmwpau

St AN

Document Number
Expiration Date (T any) (mmveicsyyyy)

Document Title

Issuing Authority
Document Number
Expiration Date (i any)(mmiiasyyy)

1]
v
*

Certification; | attest, under Penalty of perjury, that (1) I have examined the documents) Presented by the above-named employaee,
(2) the above-listed document(s) appear to be genulne and to relate to the employee named, and (3) to the best of my knowledge the
employee is authorized to work In the United States, &

The employee's first day of employment (mmv/de/yyyy)- Qs l a1 12 D L')(Sea Instructions for exemptions)

Today's Data(mm/ddrjwy) Title o@:loyar or Auth, Representative
] 21 20D cerutte
of Employef or Authoribed Representative  [Empioyer's Business or Organization Name

of Rehire (if appiicahe)

First Name (Given Name) Middie inttial | pate (mm/eidpyyyy) ;
: oyee’s p of employméht aulharizalion hag expired, provide hlmnonme'
eontlnum €mployment authonzation in the 8page provided below.
. |Decument Title Document Number Expiration Data (tany) (mmAddyyyy)

| attest, under Penalty of perjury, that to the best of my knowledge, this employes is authorized to work In the United States, and it
the employee presented document(s), the document(s) | haye examined appear to he genulne and to relate to the individuaf,

Signature of Employer or Authorized Representative Today's Date {mmsddpyyyy) Name of Employer or Authorized Representative

Form 19 11/14/2016 N

D —
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EMERGENCY CONTACT INFORMATIQN

EMPLOYER SOLUTIONS STAFFING GROUP
IN CASE OF AN EMERGENCY - NOTIFICATION INFORMATION

Y order) who ooild be Rontagted In cage of an emérgency

Contact #1 Home Phone: (QS\ -."ﬂ”’ —92‘7;’
e KWVL\&M% éﬁwm Cell Phone: (05] - (- lLo%e
Relationship: A Work Phone:

¥ Oisler

Contact #2 Home Phone:
Name:; L\'\tln- 6""“.‘\33&' Cell Phone: leton-"RA o [o’.?\
Relationship: (\\a\iney” Work Phone:

Additionaj information you want Employer Solutions Staffing Group and our clients to know in the event
of an emergency:

i Jamﬁaﬂim %L&G\-\V‘:.s&—éa%
“‘“‘e‘P‘L@W L) g ]

—

This information will remain confidential gng will only be yseq in the case of an emergency.



employer solutions staffing group..
Wage Payment Method Autherization (Minnesota)
Employees have the option of receiving wages by Direct Deposit and/or

Payroll Debit Card,
If you do not prg 'deawrittenelecﬁon, Wages i
SEGalifn il Ii\HK‘INI(JHhIATI(}H

Sl_;('HH;"--.’ &

Directl)eposit (Please
||

Natz%Dspaﬂtmmmayhnkaupto?daystobeactimd
|| Paper Check (Please complete Section 5 below)
SECTION 3
A
: O Update Bank Account
R BﬂnkN Mg
(4
!

I understand and acknowledge that if 1 do not provide a
voided check with this direct deposit form, I am
respansible for any delays in payroll or extra costs
incurred if the account number that I provide is incorrect,

Cr- .‘.LLL

2t 303 W

Routing#

S 221N 9SS Lz ” . Initial Date__ 513 7
Account Type:  [RChecking [] Savings [1Other
. Tohelpusavnidmakmgan i

i embletheﬁnmnialinsﬁmﬁnntoidanﬁfyyou.lf
Debit Card Authorization, ESSG will provide the Decessary information and igsye You a Payroll Debit |
H T entification 3 )

mnygskyoutopmvidethemaddiﬁonal‘ n 80 they can
Except .for the routing and &ccount number, ESSG

does not have accesg to any information Tegarding your Payroll Debit Card account or
transactions, On your first payday, you will receive your new Payroll Debit Card, and a packet containing all of the termg and conditions. You wi]
then sign anknowledgh:g that you received the Payroll Debit Card and Ppacket. Your Payroll Debit Card wi
wages,

CARDHOLDER INFORMATION (as you want your Payroll Debit Card to be jssued)

First Name Last Name Date of Birth
Street Address (POROX NOT ACCEPTABLE) Social Security#
City State Zip Cell Phone (mobile)

T authorize ESSG 1o directly Ompensation payments, net of required tax withholdings, other required withholdings
or authorized deductions, inty bove and to initiate, if necessary, debit entries and adjustmentsfor any credit entrieg
made in error to my account(s

b * E-mail is required for pay stup information.

|

iformation will only be used to send your paystubs electronically

<

Employee's Signature: = O ;/k Date; -5 /'36 / /7

EE—




Authorization

The Consumer Financial Protection Bureau’s "Summary of Your Rights under the Fajr Credit Reporting
Act” is attached to this authorization, If You are a New York applicant, 3 copy of New York's jaw on the
use of crimina] records is attacheg, By signing below, yoy acknowledge receipt of these documents,

Personal Information: Please print the information requested below to identify yourself for BGC,
T —————adon. :
Printed name: ' DD

First Middle (0] Last

none)
Other names yseg: ﬂ}l\ \)9%5&\'\’5 &JN&( "—
Current county of residence;
Curyent and former addresses: '
&1:2010 current @
from Mo/yr to Mo/Yr 53
4[ 204 [2 > . Lo 3337
om Mo/Yr to Mo/Yr Street City, State & Zip
6 2;0@ ﬁ{zxm : g
om Mo/Yr to Mo/yr Street Ci
Some government agencies and other information Sources require the following information when

checking for records. BGC will not use it for any other purposes,
2|7 15 - 070G
Date of birth Social security number &
X7, 39 79 4 '
Driver’s license Number & state Name as jt appears on iicense

Report Copy: Ifyou are applying for a jobor live in California, Minnesota, or Oklahoma, You may request
a copy of the report byc cking this box:

éxp YA~ S/
Sigratre Date

\\\



employer solutions staffing group..

STATEMENT OF CONFIDENTIALITY

This agreement made this 3]
Employer Solutions Staffing Group LLC, hereinafter ryferregd
and hereafter referred to as/employee”,

WITNESSETH:

§




7 g
A
3
Ah w

employer solutions staffing group,,.

INJURY MANAGEMENT PROGRAM

Injureq Worker's Responsibilities

As your employer, we are concerneq about yoyr full recovery, Reasonable and

Minnesota Rule Sec, 5221.0430, Subp. 1 requires that You choose one Primary
health care Provider. Subpart 2 places limitationg On your right to change
Primary heajth care providers, Discuss witp your employer any change in health
care provider.

appointment immediately after yoyr doctor visit, l;efore you leave the clinic jf
Possible.

Obtain 5 Report of Workability from your Physician at every appointment, 5
minimum of once every two weeks. M.R. 5221.0420 requires that your physician
Cooperate with return to worj Planning ang that yoy pe released to return to work
at the earljest appropriate time,



Maintain regular, weekly, communication with your employer if you are unable to
return to work. Contact your employer a minimum of after every visit with your
primary health care provider. Keep the claims répresentative advised of your
status.

If it is necessary to miss scheduled work due to a work injury, you must be seen
by your primary health care provider the same day in order to receive
compensation for the time away from work. The physician must complete a
Report of Workability.

I have read my res onsibilities and agree to abide by these guidelines,
smnecl:éﬁa“g&g‘:....Qg

Printed Name: _ "/ 2, MVB-Q‘.“ S—




g i

employer solutions staffing group..

Important/Importante
LOST OR STOLEN PAYCHECKS

If a paycheck is lost (missing, misplaced, destroyed, lost in the mail, etc.), you
must notify your staffing recruiter that the check cannot be found. If it can be
verified that the check has not been cashed, ESSG will stop payment on the
check and re-issue the check to you, deducting a fee of between $25-$35.

If your paycheck was stolen, you must first file a police report before we can re-
issue the check. Once you have done so, you must provide a copy of the policy
report to your staffing recruiter that the check was stolen. If the check has not
been cashed and if the loss of the check was not your fault, ESSG will issue a
new check and no fee will be deducted.

CHEQUES DE PAGO PERDIDOS O ROBADOS

Si un cheque de pago se pierde (que falta, fuera de lugar, destruido, perdido en
el correo, etc), usted debe nofificar a Su reclutador de personal que el cheque no

Si su cheque de pago fue robado, primero debe denunciar e| robo a la policia
antes de que podamos volver a emitir el cheque. Una vez hecho esto, usted

ED/SE DA—
AGREED/SE ACUER g ' (
Name/Nombre (con letra de molde): L@ﬂ t hAsﬁ, i)

Signature/Firma: JJAA- L&"/ )"‘




o SOD0 Pre-Screening Notice and Certification Request for

(Rev. March 2016) the Work Opportunity Credit OMB No. 1646-1500
Dapartment of the Treasury
Internal Revenus Service P Information about Form 8850 and its separate instructions is at www.irs.gov/form8asa,

Job applicant: Fill in the lines below and check any boxes that apply. Complete only this side.

Your name ('r(’f\ \)c\aﬁ A,_;‘)j Soclal security number > 2 ] z c [f - QEL‘Q

Street adaress where you ive L0438 Ppc .l Bue. 1o
City or town, state, and ZIP code MQMM-MA[_SM—P
County M Telephone number o3 ~"7-77 -07¢/0»

If you are under age 40, enter your date of birth (month, day, year)

1 [ Check here if you received a conditional certification from the state workforce agency (SWA) or a particlpating local agency
for the work opportunity credit.

2 [ Check here if any of the following statements apply to you.

* | am a member of a famlly that has received assistance from Temporary Asslistance for Needy Famllies (TANF) for any 9
months during the past 18 months.

* | am a veteran and a member of a family that recelved Supplemental Nutrition Assistance Program (SNAP) benefits (food
stamps) for at least a 3-month period during the past 15 months,

* | was referred here by a rehabliitation agency approved by the state, an employment network under the Ticket to Work
program, or the Department of Veterans Affairs.

* 1am at least age 18 but not age 40 or older and | am a member of a family that:
a. Recelved SNAP benefits (food stamps) for the past 8 months; or
b. Received SNAP bensfits (food stampe) for at least 3 of the past 5 months, but is no longer eligible to receive them.

® During the past year, | was convicted of a felony or released from prison for a felony.

* I recelved supplemental security income (SS) benefits for any month ending during the past 60 days.

® | am a veteran and | was unemployed for a period or periods totallng at least 4 weeks but less than 6 months during the
past year.

3 [ Check here if you are a veteran and you were unemployed for a period or periods totaling at least 6 months during the past
year.

4 [ Check here if you are a veteran entitled to compensation for a service-connected disabliity and you were discharged or
released from active duty In the U.S. Armed Forces during the past year.

5 [ Check here if you are a veteran entitled to compensation for a service-connected disabliity and you were unemployed for a
period or periods totaling at least 6 months during the past year.

6 [ Check here if you are a member of a family that:
* Received TANF payments for at least the past 18 months; or
* Recelved TANF payments for any 18 months beginning after August 5, 1997, and the earllest 18-month period beginning
after August 5, 1997, ended during the past 2 years; or

© Stopped being eligible for TANF payments during the past 2 years because federal or state law limited the maximum time
those payments could be made.

-~

[J Check here if you are In a period of unemployment that Is at least 27 consecutive weeks and for all or part of that period
you received unemployment compensation.

Signature—All Applicants Must Sign

Under penalties of perjury, | declare that | gave the above information to the empioyer on or before the day | was offered a job, and it s, to the best of my knowledge, true,
corract, and complete, ‘
\ !

Job applicant's signature > A Date A oy,
For?n%"vo

For Privacy Act and Paperwork Reduction Act Noti , S6e page 2. Cat. No. 22851L (Rév. 3-2016)

117-




Form A (rev. 03/2017) TAX CREDIT QUESTIONNAIRE
EMPLOYER SECTION:

Client: Company:

Location: Position: Starting Wage: $

EMPLOYEE SECTION:

First Name: Last Name: Snffix: Street Address; City/State:

Zip;

Y24

T\ \—\\AM\'\SS i_gk 25 hmA Qe @%M
SS#: Date of Birth: Age: Have you worked for | If yes, locstion:
this company before?

LY-19-038 AZZ/Q/W /2 | Ye[] Noth

Please complete all questions, and sign and date the form,

Yes No

1. Have you or has anyone living with you received Temporary Assistance to Needy Families (TANF)
at any time since Augnst 5, 19977 (if yes, please provide information below.)
Name of the person receiving benefits: —— Relationship to you:
City: County; State:

—

2. Have yon or has anyone living with you received Food Stamps (SNAP) at any time during the past 15 months?
(If yes, please provide information below.)

Name of the person receiving benefits; Relationship to you;

—

State;
3. Have you received Supplemental Security Income (SSI) at any time within the past 3 months?
Please note, this is not the same as Social Security benefits (SS) or Social Security Disability (SSDI) benefits,
*If you checked yes please provide a copy of your SSI documentation.

4. Have you received any type of vocational rehabilitation services within the past two years?
If yes, please indicate which type of agency you worked with and provide their location information below:
[ Vocational Rehabilitation Agency [ Dept. of Veterans Affuirs [ ] Employment Network (Ticket to Work Program)
Name of Agency: _ Phone# -
City: County: _ State;
*Ifyou checked yes please provide a copy of your active Individual Work Plan and Ticket to Work documentation.

S. Areyou a Veteran of the U.S. Military? *Ifyes, please provide a copy of your DD-214 and letter of separation,
(If yes, please provide information helow. If no, please continue to question #6.)

Dates of Service - From; To:
Branch of Service;
Are you entitled to or are yon receiving compensation for a service-connected disability?

O
O

6. Have yon been unemployed at any time during the last 12 months?

If yes, dates of unemployment - From: To:
Did you receive unemployment compensation at any point during your unemployment?
If'yes, in which state did you receive tnemployment compensation? ___

7. Have you been convicted of a felony or released from prison for a felony conviction in the past 12 months?
Conviction Date: Release Date:
Wasthisa [] Federal or [] State conviction? If State - County: State:

of g on gl
Oy O oo

Additional Tax Credits
IEC (Native American): Are you or your spouse & member of a Native American Tribe?
Ifyou checked yes please provide a copy of your CDIB card,
CA Residents: [] Are you the child of foster parents? [0 Do you receive CalWorks? [] Workforce Investment Act?
[ Areyoua migrant or seasonal farm worker? I:l Have you ever been convicted of a misdemeanor?
SC Residents: [] Do you receive Family Independence Benefits?

PLEASE READ, SIGN, AND DATE:

Under penalties of perfury, I declare the information above to be true and accurate to the best of my knowledge, and I hereby authorize any agency, organization, or
individuals to supply such verification or information thatfmgh be needed to determine tax credit eligibility to my employer, emplayer representative (Associated

Consultants, Inc. dba Retrotax), or the Dep nf tme

New Employee Signature: Tl I Y. - Date: SQA "I}




U.S. Department Labor OMB Control No. 1205-0371
Employment and Training Administration Expiration Date: January 31, 2020

LONG-TERM UNEMPLOYMENT RECIPIENT SELF-ATTESTATION F ORM
Work Opportunity Tax Credit (WOTC) Program

Instructions: This Self-Attestation Form (SAF) is to be completed, signed, and dated by the new hire only.
Employers or consultants submit this SAF to the State Workforce Agency with IRS Form 8850 or if filed
separately, with ETA Form 9061 (or ETA Form 9062) for each certification request filed for the new target
group.

Under penalties of perjury, I declare that this information is true and correct to the best of my
knowledge.

PN

New Hire’s Signature:ja,1L X\UL-(Q_A_’_ Date S [2 / / 2
New Hire Name: j@\f( \’\F\S\—c l,‘UJ'

Social Security Number: U7l -189-020@

Employer Name: Oﬁf m&—CJﬂQL%ﬂWﬂ' C%NUEO

Please check the statements below if they apply to you.

0 I declare that | was in a period of unemployment that is at least 27
consecutive weeks and for all or part of that period | received unemployment
compensation.

O I declare that | have been in a period of unemployment since

(Enter start date)

Privacy Act Notice:

The Intemal Revenue Code of 1986, Section 51, as amended and its enacting leglslation, P.L. 104-188, specify that the State Workfarce Agencles ane the
"designated” agencies responsible for administering the WOTC certification procedures of this program. The Information you have provided completing this
form will be disclosed by your employer o the State Workforce Agency. Provision of this information Is voluntary; however the Information Is required to
determine your employer's eligibility for the federal tax credit,

..—..—.._..—‘.—..—..—..—..—..—..—..—.._.._.._.._.._.._.._.._.._..—..—..—..—..—..—.-_.._.-—.._.._n_..

Public Burden Statement:

Persons are not required to respond to this collection of information unless it displays a cumently valid OM B control number. Respondents' obligation to
complete this form s required to obtaln or retain benefits (P.L. 111-6). Public reporting burden is estimated to average 10 minutes per response, including the
time for reviewing Instructions, searching existing data sources, gathering and maintaining the data needed, and completing and reviewing the collection of
Information. Send comments regarding this burden estimate fo the U.S, Department of Labor, Division of National Programs Tools Technical Assistance,
Room C-4510, Washington, D.C. 20210 (Paperwork Reduction Project 1205-0371). Please do not submit completed forms to this address.
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& employer solutions staffing gr Oup.

Leveraging Resources in a Changing Market

Notification of Minnesota Law Re uirement —

Unemployment Acknowledgement

According to Minnesota Statute section 268. 095, subdivision 2, paragraph (d), an
applicant who, within five calendar days after completion of a suitable

Job assignment from a staffing service, (1) fails without good cause fo
affirmatively request an additional suitable Job assignment, (2) refuses
without good cause an additional suitable Jjob assignment offered, or (3)
accepts employment with the client of the staffing service, is considered to
have quit employment.

It is your responsibility to contact ESSG (for instance, by calling 952.277.5227 or
using any other form of contact) for additional assignments. If you fail to do so, it
may affect your unemployment benefits.

I understand by signing this form that | am responsible to contact ESSG within 5

calendar days once an assignment ends. | also acknowledge that | have received
a separate copy of this form. Mﬁ?ial)

ee Signafiire;

ﬂ(z’ Mt\;@/,ﬁ

Employee (please print your name here)

CMG_SM - Rev. 08.20




Recelpt Anﬂharaumant Policy

| certify thay | have received 5 copy of Emiployer Solutions Staffing Group's Amﬂmmsament Policy,
und;ﬂr:ytand that it jg my ruponslbmly to read thig Policy ang ask my Supervisor, g Mmember of s
Managemen o to telephone Employer olutiong Group (ESSG) gt 952.835,12801.880.49_0.7673 '
any questiong | may have aboy this policy, | agres tg Comply with ESSG’s policy on Anﬁhara'a’éme
and Underatang failure to Comply is grounds for dlsclplhwy action, up to and includlng tarminaﬂon.

| algo agrag that if ot any time during my employment | am involved in any employment dispute o ;
Subjected ¢ any type of dlacﬁmlnauon. lncludlng dlscrfmlnaﬂon becaugg of race, sey, age, religion,
color, nationgaj Origin, disability, Marital, sexyg) Orientation o veteran status, or it am subjecteq to g
type of haraspment lncludlng 8exual harassmant. ! will lmmedlately contact my Supervisor, Manager,
director or ESsG’s Human Resp Spartment at 952.838.1288[1.308.490.78 lin o

assistancg i the resolution of Such matters,

Empioyee Name (Please Print)
z Edﬂ L L‘@&Q,(N S

. Em loyee’ Planature: .




well as the dytieg responsibilities ang obligationg of ™y employment with the company. | undergeg

and ag;aa that jt i'a my re_sponalblmy to abidg by the fules, policies and standandg Set forth in the
Hand ok.

| also ackp edge that Y employment ESSG s Notforag ified periog of time be
terminateq a¢ any time fo, any reason, wjth or without cayge Or notice, by mg by the Company, ;
acknowled, oral or written nts or My employment ca

m P
clrclmmancu Under whigcp, my SMployment Mmay be terminatag and the clrcumshncas under
which the terms ang conditiong of my émployment may change, | further Understang that thig
agresment Supersedes all prior agraemontn. undarshndlnga and rapmonhtlono Concerning
my Smployment with the Company,

If 1 have Questions regarding the content or interpretation, of this Handbooi; | Wil bring them to the
attention of Esgg.

DATE_S@_,L//? ]

EMPLOYE g '
NAME 57:-@ Hyg@/l‘i S
‘ PLEASE PRINT - =

EMPLOYEE
SIGNATURE

ESSG
REPRESENTATIVE_




- 3. lagreeto notify my ESsg Consuitant lmmedlataly of any change in my personaj
ata such ag phone number, address, emerg_ency'notlﬂeaﬁon, etc.

4. lam responsible for the information provided herein and will, upon my separation,
return thig handbook to my ESSG Consuitant.

Date: . , 3/51 /(7 i sl
Associate's Signature: \d,u_ﬁgé 2 &
Associate's Printed Name: 7., L bhas e oo

Orientation Provided by:

24




DRUG AND ALCOHOL

TESTING CONSENT FORM
1. I have been allowed to read and inspect a written copy of ESSG policy on
drugs and alcohol.
2. | have read the entire contents of this policy and | am aware and fully

understand: (a) the policy and its contents; (b) what conduct the policy prohibits and the
consequences of such conduct; (c) my rights under the policy and the consequences If |
exercise certain rights; and (d) that certain events as described in the policy may result
in adverse personnel action, Including my termination from employment with ESSG. |
understand that this policy In any form, and any employee handbook including this
policy, are not a unilateral employment contract or offer thereof.

3. I hereby voluntarily consent to ESSG, or its health service providers, or
other persons or entities acting for or with them, to collect a body component (blood,
urine, breath, or any combination thereof) from me for testing for alcohol and/or drugs. |
understand that the laboratory selected by ESSG may conduct testing and other
analysis on the sample provided by me. | further voluntarily consent to the laboratory’s
disclosure to ESSG of the resuilts of my drug and/or alcohol test and other information
related to the test.

\J;m' Aufftss

Individual's Name

Shlln
Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10
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Enhanced MEC Plan_Plan 1 o~ gl

Soclal Security Number

¥ | '*%&1443?3
Address ™ e City Zip Code
loy ) SR
Gender Male | MaritalStatus [0 Single | Date of Birth Date of Hire
\=# Female | L1 Married orced L]
Phone Number: Emall Address:  ~ °
"N - T17 ~07 40 Wese live @ gt Dran
Please Select Desired Coverage:
Employee Only - Employee+Spouse - Employee+Child(ren) - Family -
$24.00/Week $38.00/Week $36.00/Week $63.00/Week

Snc{al Security # Birth Date | S&% J Relationship
Fist Name NI, Last Name Er;:a]a Dspﬁ"’;ofmiﬁe,
Sacial Security # Birth p;h Sex Relationship
[FistName M Last Name E In::;:]eale DSpElnsemlln:lmChﬂﬂpm
LU e e R B R S sy mﬁm :
FrstNams i e et | ety £ e O

EFF. DATE
EFF. DATE
EFF, DATE

Employee Acknowledgement and Authorization - 1 herehy apply for the group benefit(s) as Indlcated. | acknowledge that all entries are true and complete and that
any misstatements or fallurs to report information may be used as the bhasis for cancellation of coverage for me and my dependent{s), if any, from the original
effective date, Further, | authorize my employer to make the necessary payroll deduction of premiums

for coverages | have elected,
IF ENROLLING - YOU MUST SIGN HERE

Employee Signature F o

e Dato S { 3/ //']
curiovesspectnine L1 [ am DECLINING coverage

| understand that | and/or my dependents, if any, waive any coverage and desire to participate in the plan at a later date. lwe may ba considered a late enrollee and
must meet the requirements defined In the Certificate of Covarage for the company’s medical or dental plans. if I decline enroliment for myself or my dependents
(Including my spouss) hecause of other coverage, | may, In future be able to enroll myself or my depand In this plan, provided I request enroliment within 31
days after the other covarage ends. In addition, if a new dependent ralationship forms as a resuit of marriage, birth, adoption, placement for adoption of parting sult
of adoption, | may be able to enroll myself or my dependent, provided | request enroliment within 31 days of the event.

IF DECLINING- YOU MUST SIGN HERE

Employee Signature

Date

Employer Solutions Staffing Group Health Benefits Team
7301 Ohms Lane Suite 405
Edina, MN 55439
Phone: 852-767-9519 Fax: 952-767-9515
Emall; Health@employersolutionsgroup.com

.




-
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Fixed Indemnity Medical Benefits Plan 2
Vsi 219301-ESG-1 OFFICE USE ONLY LOCATION RehireDate___/ _ ¢

ENROLLMENT FORM ESC CU(UNAC-MN) P1 v1

PRINT USING BLACK or BLUE INK (Must Be Filled Out)
Name | Social Security # ' Home Phone Sex
— en wt'oj Y U-16—0%0% 13- 777 -0740) [Tl
Address Apt. #
U452  Zoabnd L. 00
City State Zip | Date of Birth
Godbu Gk ma) SSe/2 O | 1270z I3

B. DO YOU OR ANY OF YOUR DEPENDENTS RECEIVE MEDICARE BENEFITS? DY%DNO I Yes, please continue
Medicare Health Insurance Claim Number (HICN)

' Medicare Effective Date

Name of Covered Person (s): [
1. 2, I3,

C. LIMITED BENEFITS PLAN SELECTION ‘ Payroll Deducted Weekly Rat¢

You MUST select a coverage level before any benefits in Section C. Your coverage level for the all benefits in Section C will k
identical. The Fixed Indemnity Medical Plan, Dental Plan, Term Life Plan, and Short-Term Disability plans are underwritten by BC

Insurance Company. The Vision plan is underwritten by Companion Life Insurance Company.
SELECT COVERAGE LeveL FUGDINDEMNITY | ) VISION TERMLFE | SHORETERM
Employse Only ’Q $20,25 @ senr o] s242 (@]  s0e0 | saa0 f
Employee + 1 || $41.10 $12.34 $4.92 $0.90
Employee + Family [ | $54.88 $20.36 $6,56 §1.80
NO to ALL Benefits D \QYes I:l"l)l_g Yes I:I No D Yes D No i M!e_s _l_:l No J_Eyis“g'l_\lg

e SN 0 ViUST SIGN AN DATE, EVEN iF Yo DECUNE GovERiGE

a limited time and | understand that making no benefit selection is a declination oficoverage.

'This coverage is not available to r'esl}ldents of NH, HI, orfR. 2STD is not available to persé:ﬁ; who work mC_AT HI, NJ,'I\.IY,‘ orRI.
pCliSICOverageli: e LR N0 Work In LA, FL NJ, NY, or RI

For Term Life / Accidental Death & Dismemberment, please write in your beneficiary information. Accidental Death &
Dismemberment is part of the Term Life Benefit.

Neme f\) oRp- ;&X@u_gm\m/-l. Relationship d,%@ )

D. REQUIRED DEPENDENT INFORMATION

Name  Social Security # Date of Birth | Sex ! Relationship
S ol Mo teat T /! __|IMI[F] ' [Jspouse ] child [ Domestic Partner
Name : Social Security # | Date of Birth | Sex ' Relationship
______ e AL P o M] [ 1Spouse[ ] Child[ ] Domestic Partner
Name Social Security # ' Date of Birth | Sex Relationship
. R DS / /| IMI[F] |[Jspouse[]child[JDomestic Partner
Name Social Security # | Date of Birth | Sex ' Relationship
. i __L oy i /7 oy IE [ 1Spouse [ ] child ] Domestic Partner

I have read the benefit packet and understand its limitations. | understand that open enrollment is only available for

omie S/ 01 [ b sionarune .

This is an Essential StaffCARE Enrollment Form.




