E-Verify: Print Case Detalls - Preview

SENSITIVE BUT UNCLASSIFIED
Case Verification Number: 2017213123449FE
Report Praparad: 08112017
Company Information _
oL Compeny D 47420 Company Name: Employer Solutions Stafiing Group
Employes tnformation
Last Name: hassant Firat Nams: mathew
Dats of Bisth: 191871884 Sodalsmiwﬂumhq-.‘""ﬁm
Hire Date: 08012017 Mammmwmumsm
Dogument Information
List B Dooument: omuwmormmwwau&mumwmmm mcnommwsmew
Dooument Nama; Driver's ficense Document State; Minnesota
Oﬂml-banuorIDGaMNumbm Dowmsntﬁmlraﬂnnﬂah: 111162029
Case Status information
w
Current Case Result: Employment Authorized Employer Cage ID;
Casa Submitted On; 080172017 Casa Submiitted By: SGLABA3D
SENSITIVE BUT UNCLASSIFIED
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_..’\' % Y PO Box 46270
: www.esgstaffingsolutions.com P Minneapolis, MN 55344-9956
\ Yol »_-,-’ Tel: 952.835,1288
e

employer solutions staffing group..

New Hire Application

|~ Personal DataPLEASE PRINT LEGIBLY N Ik
Last Name a/d First Name m 274, &/ ___ Middle Initial

Street Address Ylpo ys* At vV Aptiste ¥ 240
City/State/zip Eglﬁghféa ( M {sm eS%a (1 Y22 - social Security Last Four Xxx-xx. /20|

Phone Number &l 7§0L iy 2 —_ Email Address _&Zéq&qﬁ! ‘f\ @ 9Ma,( {gr”

Staffing Agency/Recruitment Partner
All offers of employment are conditiona] upon saﬂsfactou proof of Idenm and leqgal abllity to work In the U.S.A.
Are you legally authorized to work In the United States of America? [] YES [INO

| authorize Employer Solutions Staffing Group (ESSG) to use the information and statements contained in this application to determine my
qualifications for employment. | authorize ESSG to make inquiries of my former employers, except ag Indicated In this application,
hire,

/0T s Hapg, 14

Name (Print or type) Applicant's Signature

O50oi7

A copy or facsimile ("fax") will be considered the same ag an original signature, Emall will ONLY be used for employment correspondence

For ESSG Office Use Only
DOH —_— | New 1-9 8850 w4
—
Emergency Contact Info | Background Release Form Background Resuits Unemployment Letter ESC Application
(if applicable)
For ESSG Client Use
DOH ROP Work Site Loc. WC Code
—_— —
ESSG - CMG Rev. 0472017
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Form W4 (2017)  remwammprems P

Basio Instructions, if you aren't exem complete gonsidsr maldng estimated tax ents using Form
Purpose. Gomplete Form W-4 so that your the Personal Aliowances Worksheet%t'elow. ‘lp'hs 1°3°'Es' EB;”;’;&;‘&;:"‘& "'} :,‘::"f-e Oggma:;
employer can withhold the correct fedsra] Income Worksheats on page 2 further adjust your gnurlrt'yﬂ’{noovolm sea Pub. 836 %Dﬂnd outh W Should
your pay, Conslder compleﬂngf a new Form withholding allowances based on Itemized gt wﬂ%’h Iding on Form W4 e w_%‘l’,
W-4 each year and when your perso; or financlal deductions, certaln credits, ustments to Income, adjust your withholding m .
situation changes, or two-eamars/muitiple Jobs situations, Twr?dearnem or multiple johs, i )]mg i'fr'gva ath
Exemption from withholding. If you are axempt, Complets all workshests that ply. However, you total m3 Spouse or more than one Job, figure the
gomplets only lines 1, 2, 3, 2,9an 7 and sgn thpat may ola’;m fewer (or zero allowa:poes. For mgularyo et Blm "l‘l’_'f a&%ﬁ?‘ﬁygﬂrﬁ; ogg%alm
form to valldate it, Yolrr exemption for 2017 expires wages, withholding must be based on allowances W4, Yoo u.ithﬂoldln will o o8t ancurate
FebrlEJ:? 15, 2018, See Pub, 505, Tax Withholding you clelmed and may not be a fiat amount or when al allowanay agrausualclalm'yed P Fonnamw e
and Estimated Tax, percentage of wagea. Tor the highest paying job and zero llowaness
N“lf lfagathgpersnncanclalr‘ﬂgluasadep%endem :;lfehadofholgaﬁ?lhnld. Generally, you can clalm head claimed an the others. Sea-Pu : 4
fn 8 or her tax retum, you can't claim exempition ousshod filing status on youir tax raturson,
e R L Nt 1452 o,y eyt e, s
example, Interest and dividendg). " | = ot o OF Othee gggr?y:fg?ﬁdmauaal"ad 4 Nonresicent Allns, befora completing this for,
An empl g be abls to claim P:g. 601:%@11pﬂons. Standard Deductlon, and Check your withholding. After your Form W-4 takes
s e may Flling Information, for Information, use Pub. 805 to see how the amount you arg
exemption from withholding evan it the employes Is withheld co, 0 your projected
3 dependent, if the employee: :::ofm's d,,,“sﬂg‘ You “"3‘,:;;;,’,‘3,,‘,2",,"u}:,’,‘3,°'°,“"’ L f0r 2017, Sae Pub. She. sspadially T your eamings
* s age 65 or oider, withhoiding a,,,wg,,yg,& Credits for child or dependent sxcesd $130,000 (Slngfe) or maﬂ).'oogo(Marﬂed).
e I8 biind, or care expenses and the child tax credit may be claimed Future developments. Information about any future
fampoin sclustmerta to noome; tax orecy; o~ 4o ub. 58 o ionnoes Workahast biow egeakan shactoceng fom W auchag /"
temized deductions, on his or her fax retum. T it Wit T aowan Convarting y er :tgwww.lra.gov ctsd p
Personal Allowances Worksheet {(Keep for your records.)
A Enter“1”foryourselrifnooneelsecanclalmyouasadependent. e e R . A g
* You're single and have only one job; or
B Enter*1”if: * You're manied, have only one job, and your spouse doesn't work; or B m =l .
® Your wages from a second job or your spouse’s wages (or the total of both) are $1,500 or Jess,

C  Enter *1” for your Spouse. But, you may choose to enter *-0- if you are married and have either a working spouse or more
than ons job. (Entering “-0-» may hslp you avoid having too little tax withheld) . . , | | | e e e .,

. c
D Enter number of dependents (other than Your spouse or yourself) you wili claim on your tax return . 0 5 o a8 D
E  Enter*1”j you will file as head of household on your tax retum (see conditions under Head of household above) E
F  Enter*1” i you have at least $2,000 of child or dependent care éxpenses for which you plan to claim a credit F
(Note: Do not inciude child support Payments, See Pub, 503, Chilg and Dependent Care Expenses, for details,)
G Child Tax Credit (inciuding additiona] child tax credit). Ses Pub. 972, Child Tax Credit, for more Information,
® If your total Income will be less than $70,000 ($1 00,000 if married), enter “2” for each eligible child; then less #1” # you
have two to four eligible children or less 2" if you have five or more ellgible chlidren,
® if your total Income will be between $70,000 and $84,000 ($100,000 and $119,000 i married), enter “1” for each eligblechid. @
H AddlinesA through G and enter tota| here, (Note: This may be different from the number of exemptions you claim on your tax retum,) > H
® If you plan to itemize or clalm adjustments to Income and want to reduce your withholding, see the Deductions
Foraccuracy, | and Adjustments Worksheet on page 2,
complete all * If you are singie and have more than one job or are married and you and your spouse both work and the combined
worksheets eamlnFs from all jobs excead $50,000 ($20,000 married), sse the Two-Eamers/Multiple Jobs Worksheet on page 2
that apply. to avold having tao fittie tax withheld.
® If nelther of the above situations applies, stop here and enter the number from line H on line 5 of Form W-4 below.,
Separate here and give Form W-4 10 Your employer. Keep the top part for your records.
o W"4 Employee’s Withholding Allowance Certificate OMB No. 1645-0074
ATt | s s srtd ol s orin oy et sy ot | D(0)4'7
1 Your name and middie Initiaj name 2  Your soclal seTuﬁ-tyTnmber
Wk, Vi Mg sl Y7335 Ro|
y o address (nuriber and sirset or rursl routs) 3 K single [ Married LT Marred, but withnoid ar higher Single rate,
L’ [ le & m ﬁ/ A"r J/ /0 NOE if manied, but legelly separated, or Spouse s a nonresident allan.gchsck the "Single” box.
City or town, stat ZIP gg 4 ifyour last name differs from that shown on your socla| security card,
[?ll,'q \;:T‘:T W gflt’.l/ check here. You must oall 1-800-772-1213 for a replacement card. b [l
5  Total number of allowances you are claiming (from line H above or from the applicable worksheet on page 2) 5 B
6  Additional amount, if any, you want withheld from each paycheck T Y
7 lclaim exemption from withholding for 201 7, and | certify that | mest both of the following conditions for exemptlon : =

® This year | expect a refund of all federal Income tax withheld because | expect to have no tax liability,
If you meet both conditions, write “Exempt” here . T 7]

Under penalties of perjury, | declars that | have exam%mﬂumm of my knowledge and belief, it is true, correct, and complete.
Employee's signature
(This form Is not valid unless you sign it) » ' Date » 69 by O.’ \)0’ 2/

8 Employer's name and address {Employer: Complete lines 8 and 1 only if sending to the IRS.) | 9 Office code {optional) | 10 Employer identification number (EIN)

For Privacy Act and Paperwork Reduction Act Notice, see page 2, Cat. No. 102200Q Form W-4 (2017)

D ——



Employment Eligibility Verification USCIS
Department of Homeland Security Form 1-9

550 U.S. Citizenship and Immigration Services ‘1’;;;‘?},2"08,3’12?,‘};7
5 carsfully hefore completing this form,

entation presented hg : - :
ation and Atte t complete and sign Section 1 of Form 1-9 no fater
than the first day of employment but not before accepting a job offer )
Last Name (Family Name) First Name (Given Name, Middle Initial | Other Last Names Used (i any)
AT | Math T
Address (Strset Number and Name) Apt. Number City or Town State ZIP Code
0 R el Sio - | Eoisie v [ZE
Date of Birth [mmiddyyyy) | uy.s. Soclal Security Number Employee's E-mail Address

16 /i " | B ] Gt bR S Lo L goen

Iam aware that federal law provides for imprisonment and/or fines for false statements or use of false documents in
connection with the completion of this form,

| attest, under Penalty of perjury, that | am (check one of the following hoxes):
1. Acitizen of the United States

[1 2. Anoncitizen national of the United States (See instructions)
]:] 3. A lawful permanent resident (Alien Reglstration Number/uscis Numbel_'):

[[] 4. An allen authorized 1o work  until (expiration date, if applicable, mmidd/yyyy):
Some allens may write "N/A” in the explration date field, {See instructions)

QR Code - Section 1
nt numbers to complete Form 1-9; ot Seaien
" Number OR Forsign Passport Number. o Not Wit In This Space

1. Allen Registration Number/USCis Number:
OR

2. Form -84 Admission Number:
_ OR
3. Forelgn Passport Number:

Country of lssuance:

1258 Date (mmiddpyyyy) -/~ 3 2 J
e s Vo ae 01~
Preparer andjor Transiator Certification (check one):
id not use a preparer or translator. I:] A preparer(s) and/or translatar(s) assisted the employee in completing Section 1.
(Ffelds below must be completed and signed when Preparers and/or translators assist an employee in completing Section 1. )
1 Attest, under that | have assisted In the completion of Section 1 of

this form and that to the best of my
e and correct. _ =
,Today's Date (mm/ddsyyyy)
Last Name (Family Name}) First Name (Given Name)
Address (Street Number and Nameg) City or Town State ZIP Code =

o Em;)loyer Completes Next Page 0

Form1-9 07117117 N Page 1 of 3

e ——



Employment Eligibility Verification USCIS
Department of Homeland Security OME It::'n}:ﬂl;:m
U.S. Citizenship and Immigration Services Expires 08/31/2019

‘_\ E N
Bection 2. mployer or Authorized Representative Review and Ver, fication '
(Empfloyers or their authorized representative must compiete and sign Section 2 within 3 business da ys of the employee's first day of employment You
cul

must physically examine one document from List A OR a combination of one dacument from List B and one document from List C as listed on the "Lists
of Acceptable Documents.”)

e e — -—‘———-——___
Employes Info from Sectionq | Ngme (Family Nam Name (Given Name) M. cmze\nsmpllmmiglaﬁon Status
—_ListA % ListB AND ListC
Identity and Employment Authorization Identity Employment Authorization
Document Title

Document Title Document Title
— AL L
ssuing 0| ssuing 88| 0

Bt e o8 A <A
Document Number Document Number Do Number

N1 53N S 2\6U 1\ X132 -239- Roj
Explration Date (if any)(mm/dd/yyyy) Expiration Date (7 any)(mm/de/yyyy) Explration Date (if any)(mm/ddjyyyy)
M-\ o-203 ) N WAN

Issuing Authority Additional Information B M T eooe

Document Title

Document Number

Explration Date (if any)(mm/ddfyyyy)

Document Title

Issuing Authority

Document Number

Explration Date (if any)(mmiddiyyyy)

Certification: | attest, under penalty of perjury, that (1) | have examined the document(s) presented by the ahove-named employee,
(2) the above-listed document(s) appear to be genuine and to relats to the employea named, and (3) to the best of my knowledge the
employee is authorized to work in the United States.

e empioyee’s first day of employment (mm/dd/yyyy): og-ol -2 Q\: ] (See Instructions for exemptions)

re of Employer or Auth l‘apm ntative Today's Date (mm/ddiyyyy) | Title of Employer or Authorized Representative
0 C/H O< ~O\-DO 17 Recruiter

La Employer or Auﬂ'@ Representative | Firkt Name of Employer or Authorized Representative Employer's Business or Organization Name
Glasby \ SHelby Employer Solution Staf fing Gro
Employer's Business or Organization Ad (Street Mlumber and Name) | City or Town State | Z1p Code
7480 Flying Cloud Drive Suite™RQ0 Eden Prairie MN 55344
Section 3. Reverification and Rehires (To be completed and 8igned by employer or authorized representative )
A. New Name (i applicable) B. Date of Rehire (if apphcable)
Last Name (Family Name) First Name (Given Name) Middle Initial Date (mmsddfyyy)

C. It the employee’s previous grant of employment authorizalion has expired, provide fhe Information Tor the document or receipl that eslablishes
continuing employment authorization in the 8pace provided below.

Document Title Document Number Expiration Date (if any) (mm/ddiyyy)

1 attest, under penalty of perjury, that to the best of my knowledge, this employee is authorized to work In the United States, and If
the employee presented document(s), the document(s) | have examined appear to be genuine and to relate to the individual,

Slgnature of Employer or Authorized Representative Today's Date {mm/ddiyyyy) Name of Employer or Authorized Representative

Form 19 07/17/17 N Page 2 of 3
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- N - e

This card belongs to the Social Security Administration and you must
return it if we ask for it.

R

if yoix find a card that isn’t yours, please retumn it to: -
Social Security Administration S
P.O. Box 330¢8, Baltimore, MD 21290-3008

For any other Social Security business/information, contact your local
~ SociakSecurity office. If you write to the above address for any busines§
other than returning a found card you will not receive a response

- A * H ”

Social Security Administration

g T _-': :
o B C78819R/70:




EMERGENCY CONTACT INFORMATION

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

"-'“-i?.;ployee Name: /?7 174 4/ #qs a /<

| Address: ‘4200 Yyl T4 Ave 4 ﬁ-/'f _,)L/(_fL /eaLL,‘mel Sus 2-
'HomePhone: _;&l7 yoc g%;—

S S ~_ EMERGENCY CONTACTR
o Ploase list two peaple (i priotlty order

) who dould hé cantaeted In case bf an emergerncy
Contact #1 Home Phone;
Name: M/ft//t“(//l H‘Ifﬂ» /‘J Cell Phone: é/)_ l@ 3 U 0[7
LReIationship: ,@ f 01'4 4 / Work Phone:
p
Contact #2 Home Phone:
Cell Phone:

Relationship: é [ l. %7 2.6& b Work Phone:

Additional information you want Employer Solutions Staffing Group and our clients to know in the event

of an emergency:

This information wily remain confidential and wijl only be used in the cgse of an emergency.




- O
empioyer solutions staffing group..
Wage Payment Method Authorization (Nlinnesota)

Employees have the option of receiving wages by Direct Deposit and/or Payroll Deb
If a ion, wages wi aid by pe

ou do not provi

BENSTE TN IRNENFTON

I understand and acknowledge that if I do not provide a

voided check with this direct deposit form, I am

responsible for any delays in payroll or extra costs
incurred if the account number that I provide is incorrect,

verify your

izati i cessary information and jssye you a Payroll Debit
Cardtopayyomwages.Foryomprotecﬁon,theﬁnancialinsﬁtuﬁonmayaskyoutoprovidethemaddiﬁ identificati i
identity,

Except for the routing and account mumber, ESSG does not have access 1 any information regarding your Payroll Debit Card account or
ions, On your firgt payday, yon will receive your new Payroll Debit Card, and

then sign acknowledging that Yyou received the Payroll Debit Card and packet, Your P,

wages,

a packet containing all of the terms and conditions. You will
ayroll Debit Card will be reloaded on each payday you receive

CARDHOLDER INFORMATION (as you Wwant your Payroll Debit Card to be issued)

First Name Ml Last Name Date of Birth :
[MeTha, J (1955 7 -/~ a4

Street Address (POBOX NOT ACCEPTABLE)

w—m "lm N@,V M g-/o Social Securi

Yz [3¢
S % 472 ¢

5\511 ) >4 Cell Phone (mobﬂew 7 go(’ g;—B &
—

eted when yon pick up your Payroll Debit Card)

Payroll Debit Card Routing #
073972181

d Account # 4¢3 dood S5 A ‘GL"LQK

canditions, and disclosures,

Employee’s Sign

made in error to my account(s),
*E-mail: \S]C‘ /

Employee's Signature:

I bave received my Payroll Debit Card, welcome brochure, Pprogram fees, program terms, conditions, and disclosures, By activating my Payroll Debit Card,
T'am aprecing to the Program terms, conditions, and disclosures that are inclnded or made available
authorize the financial institution to debjt my Payroll Debit Card account for the fees described in

mmeﬁomﬁmetoﬁmeﬁ'nmtheﬁnancialinsﬁtnﬁon.l
the fee schednlethatispart of the program terms,

SECTIONTS AUTHORIZN T TN

[ authorize ESSG to directly deposit my periodic wages/ pensation payments, net of
or authorized deductions, into my account(s) as designated ahove

Date:

required tax withholdings, other required withholdings
and to initiate, if necessary, debit entries and adjustmentsfor any credit entrieg
* E-mail is required for pay stub information,

q/J [5"’ @ S/‘nﬂ/‘{ -Com™m

ormation will only be used to send your paystubs electronically

Date: ®3 "'0‘ ‘\ﬁoi 7




Authorization

share those reports with others for legitimate business pury yment. BGC
a Screening may investigate your education, work history, professionaj

licenses and credentials, references, address history, social security number validity, right to work, crimi-
nal record, lawsuits, driving record, credit history, and any other information with public or private infor-
mation sources. Yoy acknowledge that a fax, image, or copy of this authorization is as valid as the origi-
nal. You make this authorization to be valig foras long as you are an employee of ESSG,

The Consumer Financial Protection Bureau’s “Summary of Your Rights under the Fajr Credit Reporting
Act” is attached to thjs authorization, If You are a New York applicant, a copy of New York’s law on the
use of criminal records js attached. By signing below, You acknowledge receipt of these documents,

Personal Information: Please print the informartgi requested below tg identify yourself for BGC,
==Is0nal information:

Printed name: _M@ﬂ.,/’ J H4£Sea rd
First Middle (O Last
none)

Other names used:

Current county of residence:

Current and former addresses:

current
from Mo/yr to Mo/Yr Street City, State & Zip
from Mo/yr to Mo/Yr Street City, State & Zip
from Mo/Yr to Mo/Yr Street City, State & Zip

Some government agencies and other information sources require the following information when

Date of birth Social security number

Driver’s license number & state Name as it appears on license

Report Copy: If You are applying for a joborlive in California, Minnesota, or Oklahoma, you may request
a copy of the report by checking this box: [,

e O3-o(~ Yo7

Signature Date




STATEMENT OF CONFIDENTIALITY

This agreement made this ! day of J , 201jbetween
Employer Solutions Staffing Group LLC, hereinaftep referred to as “employer”,
and hereafter referred to as “employee”.
WITNESSETH:

For the duration of my employment and after resignation or termination of
this employment with employer, for any reason Whatsoever, the employee shall
not use or disclose to any other person or company, and confidential or
proprietary information or know-how related to the business of the employer.

In view of the difficulty of determining the amount of damages which may
result to the employer from a violation of any of the provisions hereof, the
employee agrees to pay to the employer the sum of $10,000 as liguidated
damages for every such violation; Provided, however, that the payment of such
amount as liquidated damages shall not be construed as a release or waiver by
the employer of the right to prevent any such violation in equity or otherwise.

=

r Solutions Staffind, Group LLQ@ntative




lmportantllmportante

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.

AGREED/SE ACUERDA—

Name/Nombre (con letra de molde):

Signature/Firmfz. Z ;'




T

employersolttions statting group..
INJURY MANAGEMENT PROGRAM

Injured Worker’s Responsibilities

Obtain a Report of Workability from your physician at €very appointment, a
minimum of once every two weeks. M.R. 5221.0420 requires that your physician
Cooperate with return to work planning and that you be released to return to work
at the earliest appropriate time.

Mmay not be in your regular department. The work may or may not be on your
usual shift.



if Hrnscessary 10 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

I have r. sibilities and agree to abide by these guidelines,
——-"""---—- i

Signed™

Printed Name: __ /" 7/ ¢..” 1111;1@ 24




rom OO0 Pre-Screening Notice and Certification Request for

(Rev. March 2016) the Work Opportunity Credit OMB No. 1545-1600
E.e mr;";:;e%fg %;mury P Information about Form 8850 and its Separate instructions is at WWW.irs.gov/form885o,
_ Job applicant: Fill /___1 li pes below and check any boxes that apply. Complete only this side.
Your name M 4 e ,‘ o / A ___ Soclal security number p H 7‘2‘?' 9 I :}0 l
. ] . X
. o) Y47
; Strest address whers you live 1, 00 i [/ & /J/ -

, State, and ZIP code 2 ajbl/ ﬂj’ﬁly{ ( / W‘ SL‘(" s
County _'H,enﬂ ”O; 4 4 Telephone number g)’? QDI) S'I" 69‘

If you are under age 40, enter your date of birth {month, day, year) }L" / ‘ il W 4

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

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

* lam a member of a family that has received assistance from Temporary Assistance for Needy Famllles (T, ANF) for any 9
months during the past 18 months,

* lamaveteran 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 rehabilitation agency approved by the stats, an employment network under the Ticket to Work
program, or the Department of Veterans Affairs.

® |am at least age 18 but notage 40 or older and | am a member of a famlly that:
a. Received SNAP benefits {food stamps) for the past 6 months; or
b. Received SNAP benefits (food stamps) for at least 3 of the past 5 months, but Is no longer eligible to recelve them,

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

® | received supplemental security income (SSI) benefits for any month ending during the past 60 days.

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

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

4 [ Check here if you are a veteran entitied 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 Yyou 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:
® Recelved TANF payments for at least the past 18 months; or
® Recelved TANF payments for any 18 months beginning after August 5, 1997, and the earliest 18-month period beglnning
after August 5, 1997, ended during the past 2 years; or

* Stopped belng eligible for TANF payments during the past 2 years because federal or state law limited the maximum time
those payments could be made,

7 [ Check hers 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—A[] Applicants Must Sign
Under penalties of perjury, | declare that | gave the above information to the employer on or before the day | was offered a Job, and It Is, to the best of my knowledge, true,

correct, and complete,

———— e l
Job applicant’s signature > ; % Date Dg ol o '7
For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 22851 Form 8850 (Rev. 3-2016)

117-




Y
Form A (rev. 032017, TAX CREDIT QUESTIONNAIRE
EMPLOYER SEC’I'ION: Spacialistsin Tax Croadt Adminisiration
Client: Company:
Location: Position: Starting Wage: §
EMPLOYEE SECTION:
First Name: Last Name: Suffix: Street Address: City/State: Zip:
& Mogafd e USTL pve V/ P
»| SS#: W2y Age: Have yon worked for If yes, location:

Date of Birth;
(22801 | [I7]C- M4 | gy | Hecompanr e

+ Please complete all questions, and sign and date the form, Yes No

City: County: State;

1. Have you or has anyone living with yon received Temporary Assistance to Needy Families (TANF) [a] 0

(If yes, pleass provide information below.)
Name of the person receiving benefits: Relationship to you: =
City: ;

bt
——

2. Have yon or has anyone living with you received Food Stamps (SNAP) at any time during the past 15 months? |} [}

Please note, this is not the same as Social Security benefits (SS) or Social Security Disability (SSDI) benefits,
*Ifyou checked yes please Provide a copy of your SST documentation,

3. Have you received Supplemental Security Income (SSI) at any time within the past 3 months? O [E]

4. Have you received any type of vocational rehabilitation services within the past two };ears? O D
Ify : A X " i,

S. Are you a Veteran of the U.S. Military? *If yes, please provide q copy of your DD-214 and letter of separation,
(If yes, please provide information below, Ifno, please continue to question #6.)

Dates of Service - From: To:
Branch of Servige:
Are you entitled to or are you receiving compensation fora service-connected disability?

———

O
O

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

Conviction Date: Release Date;

Wasthisa [] Federal or [] State conviction? If State - Connty: State;

—

£
E
:
3
:
£
E
E
g
-
g
£
3
£
T
i
Ol o og

O O O|;

 Additional Tax Credits

Ifyou checked Yes please provide o copy of your CDIB card.

CA Residents: [ Are you the child of foster parents? [] Do you receive CalWorks? [ Workforce Investment Act?
O Areyoua migrant or seasonal farm worker? [] Have You ever been convicted of a misdemeanor?

SC Residents; [J Do You receive Family Independence Benefits?

IEC (Native American): Are You or your spouse a member of a Native American Tribe? O O

PLEASE READ, SIGN, AND DATE:

Under penaities of perjury, I declare the information above to be true and accurate (o the best of my knowledge, and | hereby authorize any agency, organization, or

individuals to supply such verification or inforation thy
Consultants, Inc. dbg Retrotax), 5o Lerilrst gD

may be needed to determine 1ax credit eligibility 1o my employer, employer representative (Associated

New Employee Signatur: Tt Date: @\ © I i }07 7

EEEEE——




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

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

Separately, with ETA Form 9061 ( tication request filed for the new target
group;

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

New Hire’s Signature: i __Date&¥ O | ~Jo/7
New Hire Name: _/7a744/ fla@e r24
Social Security Number: 472 99 |30 {

. Employer Name:

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

(Enter start date)

The Intemal Revenue Code of 1886, Section 51, as amended and iis enacting legislation, P.L, 104-188, specify that the State Workforce Agencies are the
"deslgnated" agencies responsible for administering the WOTC certiication procedures of this program. The information you have Provided completing this
form will be disclosed by your employer to the State Workforce Agency. Provision of this information is voluntary; however the Information Is required to
detemine your employer’s eligibility for the Tederal tax credit

.—u—..—.._.._..—.._..—..—.._.._..—..—..—..—..—..—..—..—.._..

Public Burden Statement:
Persons are not required to respond to this callection of Information unless it displays a curently valid OM B control number. Respondents’ obligation to
complete this form is required to obtain or retain benefits (P.L. 11 1-5). Public reporting burden Is estimated to average 10 minutes per fesponse, including the

fime for reviewing Instructions, Searching existing data Sources, gathering and maintaining the data needed, and completing and reviewing the coliection of
Information, Send comments regarding this burden estimate to the U.S, Depariment of Labor, Dhvision of National Programs Tools Technical Assistancs,
Room C-4510, Washington, D.C, 20210 (Paperwork Redugtion Project 1205-0371). Please do not submit completed forms to this address,

117-

ETA Form 9175 (Rev. November 2016)



_ employer solutions staff Ing group.

Leveraging Resources in a Changing Market

Notification of Minnesota Law Requirement —
Unemplozment Acknowledgement

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 assign eig ends. | also acknowledge that | have received
a separate copy of this form, _ (Initial)

% O8—0l.)e6l7
mployee Signature: Date: P

Vi % Yagon

Employee (please print your name here)

CMG_SM - Rev. 09.2013
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employer solutions staffing group..

ESSG WORKPLACE SAFETY POLICY

It is ESSG’s policy that all employees should be able to enjoy a hazard free and safe
work environment, It g ESSG’s duty to:

recognized hazards and comply with standards, rules ang regulations issued
under the OSH Act,

(2) Ensure that itg clients perform g job hazard assessment in order to identify
and eliminate potential safety and health hazards and to determine
necessary training and Protections for employees at the facility,

(8) Make sure employees have and uge safe tools and equipment.

(4) Establish or update operating procedures and communicate them so that
employees follow safety and health requirements,

(6) Provide safety training in a language and vocabulary workers can
understand,

ESSG is committed to vigorously enforcing its OSHA Compliance Policy.

the following:

. Responsibﬂity to work in compliance with OSHA laws and regulations

° Responsibility to uge personal protective equipment and clothing as directed
by the host employer

. Responsibi]ity to report workplace hazards and dangers

° Responsibﬂity to werk in a manner ag required by the employer and use the
prescribed safety equipment,.

You have the following basic rights:

* Right to refuse unsafe work
° Right to know or be informed about actual and potentig] dangers in the
workplace

° Right to review copies of appropriate standards, rules, regulations and
requirements that the host employer is required to have available at the
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employer solutions staffing group..

\

Acknowledgement of Receipt of Workplace Safety Policy

I certify that I have received a copy of Employer Solutions Staffing Group’s ESSG
WORKPLACE SAFETY POLICY. I understand that it ig my responsibility to read
this policy and ask my supervisor, a member of management or to telephone
Employer Solutiong Group (ESSQ) at 952.835.1288/1.866.496.7573 with any
questions I may haye about this policy. I agree to comply with ESSG’s policy on
ESSG WORKPLACE SAFETY POLICY and I understand failure to comply is
grounds for disciplinary action, up to and including termination,

working in an unsafe or dangerous work environment, I wil] immediately contact
my supervisor, manager, director or ESSG’s Safety Director at
952.835.1288/1.866.496.7573 in order to obtain assistance in the resolution of such

Employee Name (Please Print)

iir

Date: Dp~0f Na’)-a/'?




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 tead the enfire contents of this policy and | am aware and fully

= i
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 resuit

3. I hereby voluntarily consent to ESSG, or its health service providers, or
other persons or entities acting for or with them, to collect 5 body component (blood,
urine, breath, or any combination thereof) from me for testing for alcoho] and/or drugs. |

ﬂ?ﬂ:'/.[—(/ /Mﬁ/é’

Individual's Name

Of—-0(— o7

Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10
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Enhanced MEC Plan_Plan 1

Benbfits Enroliment Form

§Employce Information

L] New Employes [ Rehire 'Rehire Date

E29)

Benefit Plan Admipistrators, Jac

vhmasn e,

-
—

honeNuv?'./7 §0§°§£zax

Gender Al Male | Waritai Statug’l] Singie

bg/'/’ﬂ el

e

] Femals

Dmrn;slnr \/6}/39(

O Maried 1 pvorced

Emall Address;

.

SK) Ho25.rd 69’@734"70,'“ o™

Plgase Select Desired Coverage:
Employee Only - D Employee-l-Spouse -
- $24.00/Week $38.00/Week

Employee+Child(ren) -
$36.00/Week

D Family -
—$63.00/Week

8ex
O mate Ospouse [ chag
M Last Name O Female Domestic Partner
Soclal Security # Birth Date | Sex Relationship
O Male 3 Spouse [ Child
- ML Last Name _ [] Female L[] Domestic Partmer
i i B 3 i ¥ A LY ¥ » f boriii T S, | BB A o, i
L e Ll {0 e G e S RS, PR G A SR vl e Pl i s
Social Security # Birth Date | Sex Relationship
FiretNarms =5t Nars— 0 Male Spouse [J Child
ama ML ame O] Femaie 1 8p Do P
@ O 0
INAME OF PERSON COVERED (FIRST, LAST):
EFF. DATE
EFF. DATE
EFF. DATE
Employee Acknowladgement and

any misatatements or fallure to roport Information may be used as the

Payroll deduction

Authorization - | hereby apply for the aroup hensfit{s) as Indicatsd. | acknowledge that aji

basls for eanceliation of toverage for me and my depandent(s),
effective data, Further, | authorize my employer to make the necassary of premiuma for Goverages | have elacted,

entries are true and complete and that
fany, from the original

IF ENROLLING - %N HERE
Employse Signatura

Date O(?"O(“ 20(7

o —_—
EMPLOYEES DECLINING C1_1am DECLINING coverage
1 underatand that | and/or my dependents, if any, walve an;

Y coverage and desire to participate in the
the Cartificate of Caverage for the
my spouse) because of other Goverage, | may, in
days after the other

of adoption, | may be ahle to enrol myseif or my dependent, provided 1

IF DECLINING- YOU MUST SIGN H

company's medical or dantaj p
future be able to enroll myself or my depend,

ERE

Employse Signature

plan at a later date, lwe

In this plan, provided | request anroliment within 31
coverage ends, In addition, if a new dependent relationship forms as a result of marriage,
request enroliment within 34 days of the event.

may be considored a late enrolies and
8. if | decline enrollment for mysalf or my dependants

, birth, adoption, placement for adoption of parting suit

Date

Employer Solutions Staffing Group Heaith Benefits Team

7301 Ohms Lane Suite 405
Edina, MN 5543p
Phone: 952-767-951_9 Fax: 952-767-9515
Email: Health@employersoluﬂonsgroup.com




DT T T messewasianany AVAGUICHL Deneﬁts_l’ lan 2
°-VSi. . 219301-ESG1 ° |oFFice USE ONLY LOCATION

ENROLLMENT FORM

ESC CU(UNAC-MN) P1v18.;
e TS s e L o S o i e s
! i

4N M fasid S, = B
Address MQ-OD l’fﬁk /4_{/4 A/O/‘#\ /"PI\ IO' Apt.#ﬂ?_/@

Rehire Date ___ l___/

———

City R tStats 2 Dte of Birth
—Rodbinpet 4l M iraesorq 10796 R
B.DO YOU OR ANY OF YOUR DEPENDENTS RECEIVE MEDICARE BENEFITS? DYBSDNO. lers, please continue.
Medicare Health Insurance Claim Number {HICN) ) Medicare Effective Date
wl\-l-ame of Covered P;_c;r;-z;):—“—m St . ..f N e W
1 2 el

C. LIMITED BENEFITS PLAN SELECTION

You MUST select a Coverage level before any benefits in Section C. Your coverage level for the all benefits in Section C will be
identical. The Fixed Indemnity Medical Plan, Dental Plan, Term Life Plan, and Short-Term Disabil;
Insurance Company. The Vision plan is underwritten by Companion Life Insurance Company.

. SELECT COVERAGE LEVEL F"‘EN?E',';'I?:E"L“!‘"W DENTAL VISION TERMLIFE | SHORTTERM
' g&_apio_yéé-é_ply' K] | s @ sea7 O7) 242 @ soeo o saz
Employee +1 [ ] $41.10 $12.34 $4.92 $0.90
Emplayee + Famiy (]| gsege | 2036 | gess | sté0 | -_
_;_____EP_}_éh"_\_l-_L fgff_!ﬁts T e Clves CIno | [vee CIno | Clves [ne. [Ives [INo

' This coverage is not available to rési:i"ents of NH, HI, or PR. 25TD is not available to persons who work m-a&:l:ﬁ,- KJ-I l-\-lY,-c;rmliI— '8
--M”Nw_mwmm
For Term Life / Accidental Death & Dismemberment, please write in your beneficiary information.

Accidental Death &
Dismemberment is part of the Term Life Benefit.

Name Relationship

D. REQUIRED DEPENDENTINFORMATION r

Name ' Social Security # | Date of Birth | Sex Relationship

E e N A _w_m.___m...LD_._5293£D_Chi!ﬂD.PP:ﬂ.:eft_isB?ﬁnst .
Name ' Social Security # ' Date of Bj Sex | Relationshi
R e 70 | Olspouse L] Child [] Domestic Partner
Name Social Security # r_ Date of Birth | Sex ! Relationship S

Name e L /7 | IMIE] | Dlspouse [ Jchidnomestc Farner
Name | Social Security # Date of Birth ! Sex Relationship
1 lNE LIspouse []chitd[ ] Domestic Partner

ou MUST SIGN AND DATE, EVEN IF YOU DECLINE COVERAGE
I'have read the benefit packet and understand its limitations. | understand that open enrollment is only available for
a limited time and | understand that making no _lgeﬂgﬁt sg_lggtjgn_i;_z_—.\ ggglina p-of coverage.

TV O L e— AN NI

This is an Essential StaffCARE Enrollment Form.,
i



