6/28/2017 E-Verify: Print Case Details - Preview

EVerify

SENSITIVE BUT UNCLASSIFIED
Case Verification Number: 2017177160129PK
Repart Prepared; 06/26/2017
Company Informafion
Company ID; 47428 Company Name: Employer Solutions Staffing Group
Employse Information
Last Name: her Firat Name: bee
Date of Birth: 08/04/1880 Social Securlty Numbar: ***** 347
Hire Dats: 08/26/2017 Cliizenship Status: A olizen of the United States
Document Information
thBDummntDﬂvefshmenrlerdbsuadbyaU.S.shturouWhgmmhn LIstGDocmnem:SmlalSewrllyCard
Dooumant Name: Driver's foenss Document Stata: Minnesota
Driver's License or ID Card Numbar: Document Expiration Date: 08/04/2017
Casa Status Information
Current Case Result: Employment Authorized Employer Cass ID:
Case Submitted On: 06/26/2017 Case Submiited By: SGLASS32
SENSITIVE BUT UNCLASSIFIED

hupsdle-varify.tscis.gwMGNPnntCaseDetails.aspx?(:aseVerNum=20171771&0129PK n
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75 Y PO Box 46270
i www.esgstaffingsolutions.com i - Minneapolis, MN 55344-99
e ~T:§'-,_;, v Tel: 952.835.1 288

M

employer solutions staffing group..

New Hire Application

Personal Data- PLEASE PRINT LEGIBLY IN INK
————————~=ulBLY IN INK

Last Name B'”tf First Name g 44 — Middle Initial
Street Address _LQ‘ Lll Eé’é’c h St-- Apt/Ste
CitysStaterzip_ G- Pan| (MN - §ST10Y Social Security Last Four Yxx.xx. Se”

Phone Number(_@i() L‘qz -G 247 Email Address L\a.w'; Lt’? -1— @ jnm: |.cov

Staffing Agent:yIRecruitment Partner

All offers of employment arg conditional upon satisfactol_y proof of Identity and legal abllity to work In the U.S.A.
Are you legally authorizeq to work in the United States of America? ~m YES [INO

Applicant Certification and Authorization

| understand that a comprehensive background check may be conducted to determine my eligibility for hire by certaln clients Of ESSG,
This may Include but is not limited fo, investigations of criminal and/or conviction records, driving records and/or a drug screen test as
required by clients, government regulations or by ESSG policies,

If hired, | agree to abide by the policles and Procedures of ESSG,

_@Cﬁ 'H'ff %pﬂmnt’s Signature é = éb/')

Name (Print or type)

A copy or facsimile ("fax™) will be considered the same as an original signature, Email will ONLY pe used for empjoyment correspondenc;

For ESSG Office Use Onily

DOH NHwW -9 8850 W4

— —_—

Emargency Contact Info Background Release Form Background Restuits Unemployment Letter ESC Application
(if applicahle)
‘ For ESSG Ciient Use

DOH ROP Work Site Loc, WC Code

_— ’ —_—

ESSG - CMG _SM Rev. 0412017

BEE—



e e —— |
q The exceptions don't a ply to supplemental es Nonwage income. if you have a large amount of
F Ol'm W (201 7) greater than §$1,000,000, — n nonwage Income, such as Interest or dividends,
Basio Instructions. i you aren't exempt, complete fggg"g making ”ﬂ.l'?‘“?g ?Wo#‘“"g Form
Purpose. Complete Form W-4 so that your the Parsonal Allowances Werksheet below. ‘Fhe HES) E‘“’gggg ax for I ;1'
Smployer can withhold the correct federal Income Worishests on page 2 further adjust your you may ows °Sa'bf“g"05 i d""ﬂ,”f"’“’"ﬁ" i
from your pay. Conslder completing a new Form withhalding allowances based on Remized annuity income, “,g] y o V{I] A w_%‘";‘ Shouic
W-4 each m and when your personﬁ or financlal deductions, certain credits, adjustments to income, adust your withholding on Form W-4 or 6
situation changes, or two-eamars/mumple Jobs sftuations, Mﬂdaamm or multiple jobs, lf)jmg' havuaﬂ am
Exemption from withhoiding. If you gre axempt, Gomplets all workehests that apply, However, you total g spouse or more than ane job, figure the
mp& only ines 1, 2, 8, 2.9aru¥g and sign the may clgm fewer (or zarosz sllowanagg;.y For mgularyn a""“'g'a er of """Wﬂg';‘m roare ﬁ“ﬂgedg%“'m
form to valldats it Your Sxemption for 2017 expires wages, withhoiding must be based on allowances el withholg e neets wil ba e e
February 15, 2018, See Pub, 505, Tax Withholding you clalmed and may not be a fiat amount o A aietnnolding usually RO e
and Tax, P e of wages, when all allowances are claimed on the Form W-4
ercentag for the highest paying job and zero allowances are
Note: if another person can claim you as a dependent Head of housshold, Generally, you can claim head claimed on the others, See Pub. 805 for detafls,
on his or her tax retum, you can't claim exemption of household status on your tax retum only if N dont allen, it ident all
from withholding If your total Income excesde $1,050 You &re unmarried and pay mars than 509 of Ngggﬁk&f"s ’:.}“:,’g: mv"','j"ln:'f“uwan' o
and Includes mors i‘l"?an $350 of uneamad income (for Casts of kesping up a home for yourself and youy N rasidan'Alluppl%nsfo mleﬂn this fo"g"’ r
exampla, Interest and dividends), dsgend or other qualifying Individuals. Ses o 63, before completing b
Pub. 601, Exemptio qetandard Deduction, and Check your withholding. After your Form W-4 takes
Em’%nﬂana. An empli may be able to claim
sxemption from mho,gﬁeem ifthe employes | Flling Information, for rmation, effact, use Pub, 505 to sep how the amount you are
a dependent, if the employee: Tax mtflls. You can take projected tax credits into fh;",“,"o% m’adgu?'ggg?;;ﬂségﬁ; m&m"’%ﬁ‘
* Is age 85 o oider, wm,m,;gr;,ggﬂg,,“gxg,m“gm,°"""b'g,';';,,"',,';m,mm exceed §130,000 (Single) o $180,008 (Marsiaey
» Is blind, or oare expenses and the child tax credit may be claimed Future developments. Information about any future

* WIIl claim adjustments to

using the Personal Allowances Workshest below, flevslo
ag|

ments affecting Form W-4 {such as

income; tax credits; or ;

ftemized deductions, o Fre 1c hsraiax retum, ge: dm}lbmtsnuvsmfg%nmon on l=t;g‘nvemng your other I lslag.t;'na "g'&?f’/.;',’f after we raleass it) will be posted
Personal Allowances Worksheet (Keep for your records,

A  Enter*1” for yourself if no one else can clalij G s e

B  Enter*1”if {

C Enter*1” for your spouse. But, you may choose to enter “-0-" i Yyou are married and have elther g working spouse or more
than one job. {Entering #-0-» may help you avold having too little tax withheld) . ., . . . o 3 e e

Enter number of

mTmo

Enter “1” if you will file as head of household on your tax retum (see conditions under Head of household above)
Enter *1” if you have at Jeast $2,000 of child or dependent care expenses for which you plan to claim a credit

M you as a dependent . © 0 0 8 0 0 0o 00 g /Y |
* You're single and have only one job; or }

® You're married, have only one job, and your Spouse doesn't work; or
* Your wages from a Second job or your spouse’s wages (or the total of both) are $1,500 or less,

|

dependents (other than your spouse or yourself) you will claim on your tax return .

mTmooQo

(Note: Do not include chiid Support payments. See Pub, 503, Child and Dependent Care Expenses, for details.)
G  Child Tax Credit (including additional chiid tax credit), See Pub, 972, Child Tax Credit, for more Information.
® if your total Income will be less than $70,000 ($100,000 if married), enter “2” for each eligible child; then less “1* if you

have two to four

eligible children or less *2" if you have five or more ellgible children,

® If your total income will be between $70,000 and $84,000 ($100,000 and $119,000 if married), enter *1” for each eigible child. @G
H  Addlines Athrough G and enter total here. (Note: This may be different from the number of exemptions Yyou claim on your tax retum) > H

For accuracy,
complete all
worksheets
that apply.

* If you plan to itemize or clalm adjustments to income and want to reduce your withholding, see the Deductions
and Adjustments Worksheet on page 2,
* If you are single and have more than one Job or are married and you and your spouse hoth work and the combined

eamings from all jobs exceed $50,000 20,000 if marri , ses the Two-Eamers/Mu le Jobs Worksheet on e2
to avoid having tcjoo little tax withheld, ® o = e

® if nelther of the above sftuations applles, stop here and enter the number from line H on iine 5 of Form W-4 below.

Separate here and give Form W-4 1o your employer. Keep the top part for your records,

" W"'4 Employee’s Withholding Allowance Certificate OMB No, 1546-0074
m
Department of the Treasury > Whether you ars entitled to olalm a certain number of allowances or exemption from withhoiding i 2 @ 1 7
Intemal Revenue Sarvics subject to review by the IRS, Your employer may be retuired to send a Copy of this form to the IRS,
1 Your first name and middie Inttial Last name 2 Your soclal seourity number
e¢ e~ Gl ~21~34g>
Home address (number and street or rural routs) 3 Y8 singe [ Marmiea L] Married, but withhold at higher Single rate,
ECJ'\ ‘*- Note: if married, but legally separated, Or spouse s a nonresident allen, check the “Singie® box,

City or town, stats, and ZIP code 4 H your last name differs from that shown on your soclal security card,

S‘L..Vﬂ%t 1M "Ums S le (A 1 check here. You must call 1-800-772-1213 for a repiacement card. b []

&  Total number of allowances you are claiming (from line H above or from the applicable worksheet on page 2 5 |

6 Additional amount, if any, you want withheld from each paycheck g 4 o
7 Iclaim exemption from withholding for 201 7, and | certify that | meet both of the following conditions for exemption,

Employee’s signature

(This form Is not valld unless you sign it) » Lﬁm\ T A

8 Employer's name

and address (Emplayer; ﬁomplete lines 8 and 10 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, 10220Q Form W-4 (2017)

HH%X



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

AN = L Pl y OMB No. 1615-0047
T U.S. Citizenship and Immigration Services Expﬁ-esoom]/zow
P>START HERE: Read instructions carefully before completing this form. The Instructions

ployee natio) on (Em Seutian 1 of Form &9 n fater
an the first day of employment, but nat beture Gespling a fob offer ) i
Last Name (Family Name) First Name (Given Name) Middle Initial Other Last Names Used (ifany)
~ Bee V1
Address (Strest Number and Name) Apt. Number City or Town State ZIP Code
IS 4( Reech Street Nin St -Pau RIS UA
Date of Birth (m‘m/dd/}'ym U.S. Social Security Number Employee's E-mail Address anl 's Telephqne Number
%8/04/ (440__|AFIT)-BI - RHgY bows el € gmaiy Com {eST)7-L 307

I am aware that federal law provides for Imprisonment andjor
connection with the completion of this form.

1 attest, under penalty of perjury, that | am (check one of the following boxes):
1. A citizen of the United States

[] 2. Anoncitizen national of the United States (See instructions)
D 3. A lawful permanent resident (Alien Registration Number/USCIs Number):
D 4. An allen authorized to work until (expiration date, if applicabije, mnvddlyyyy):
Some allens may write "N/A” in the expiration date field. (Ses Instructions) 7 i 3
Aliens authorized to work must provide o

nly ane of the following document numbers to complets Form 1-9; e ﬁ’;,",,ggg;::;:’;’g;m
An Allen Registration Number/USCIS Number OR Form 1-94 Admission Number OR Foreign Passport Number.

1. Alien Registration Number/USCIS Number:
OR

2. Form 1-84 Admission Number:
OR
3. Forelgn Passport Number:

Country of Issuance:

Signature of Employeg m Today's Date (i )
Qé / Z;_j ol ?

[Pisparer andior Translator Gerieaton [ehGak ofie)i o
il nat st @ preparer or tranalator (] A erpareris) andror trarslator(s) assisted the e;nalqm i dompleting Seatitn 1.
below must be vampletsd and signad when Breparsrs ander transtators assist an srplayes In vomplsting 8evtiorl 1)
1 attest, under Penalty of perjury, that | have assisted in the completion of Section 1 of this form and that to the hest of my
knowledge the Information is true and correct.

fines for false statements or use of false documents in

Signature of Preparer or Translator Today's Date (mm/ddAryyy)
Last Name (Family Name) First Name (Given Name)
Address (Street Number and Name) City or Town State ZIP Code

@ Employer Cbnq;letes Next Page @

FormI-9 11/14/2016 N

i ——




————— e S
Employment Eligibility Verification USCIs
Department of Homeland Secarity Form I-9

s U.S. Citizenship and Immigration Services et
Section 2. Employer or Authorized Representative Review and Verification

OMB No. 1615-0047

(Employers or their authorized representative must complate and sign Section 2 within 3 business days of the employee's first day of employment. You
must physically examine one document from List A OR a combination of one document from List B and one document from List C as listed on the “Lists
of Acceptable Documents. ")
Employes Info from Section 1 lﬂhéame Name) Name (Given Name) ML Clﬂza‘uahipllmmlgraﬁon Status
ListA OR ListB D ListC
identity and Employment Authorization Idantity Employment Authorization
Document Title Document Title Documant Tille
\S 1 m%% C

Issuing Authority ng ority, Issyl 0l

o < of MA) =magon
Document Number Num| Numbei

CEMER 457 2408 PNA-2U 6 7
Expiration Date (# any)(mm/ddyyyy) Expiration Date (i any)(mm/ddfyyyy) Expiration Das (¥ a (mm/dd/yyyy)

o< - ~2617) N/ A
Document Title
Issulng Authortly Additional Information Do Nol Wit y o s
Document Number
Expiration Data (i any)(mm/ddfyyyy)
Document Title
Issuing Authority
Document Number
Expiration Date (i any)(mm/ddiyyy)

Cortification: | attest, under penaity of perjury, that (1) | have examined the document(s) presented by the above-named employse,
(2) the above-listed document{s) appear to be genuine and to relate to the employas named, and (3) to the best of my knowledge the

employee Is authorized to work In the United States,
Thnemployaa's first da,y_;:f employment (mm/ddlyyyy):

Olo-2b-2b1 {See instructions for exemptions)

Today's Dete(mm/ddlyyyy)
Olg2 l-2017)

Title wwmn
You

Reprasentative

e

L9

e e e et

Employer's Business or Organization Name

Employer's Business or Organh%on Addres2{8traeti{lumber and Name)

Clty or 'roju

ZIP Code

,Stata

Section 3. Reverification and Rehires (7o be completed and signed by employer or authorized representative.)

A. New Name (if applicable)

B. Date of Rehire (if applicabls)

Last Name (Family Name) First Name (Given Name) Middle Initial

Date (mm/dd/yyyy)

continuing employment authorization in the Space provided below.

C. tf the employee's previous grant of employment authorization hag expired, provide the information for the document or receipt thal eslablishas

Document Title Document Number

Expiration Data (if any) (mm/ddfyyyy)

| attest, under penalty of Pperjury, that to the best of my knowledge, this employee Is authorized to work In the United States, and if
the employes presented document({s), the document(s) | have examined appear to he genuine and to relate to the Individual,

Signature of Employer or Authorized Representative Today's Date (mm/ddiyyyy)

Name of Employer or Authorized Representative

FormI1-9 11/14/2016 N

Page2 of 3







Ll .1.,_
S :..‘

..w.. .This _mw_.m,.mw_o__ ,..m,.&..vm_mmm

- return it if we ask forit.: -

k e law.. ERY
- If you find a card that isn’t yours, please return it to- it
=" . Sacial Security Administzation i

: +2 *PO. Box 33008, Baltimore, MD 21290-3008"
' Far any bther Social mnn_._:q\ business/information, contact your local

"7 Social mnguﬂan.mm; You write to theabove address for any business
\oggungmu?gn card you. E_dormmmﬂmo a response.

Lk

et e e e e e e

moasmmw.uaeeﬁcm:.-mw._mc ﬁ mhu_.m.wmmm_.m

L




EMERGENCY CONTACT INFORMATION

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

Employee Name: @ec \‘\'Cr~
adiss; _|SU Reech St cd.pay S SSlee
Home Phone; Qé§\') L[L‘?-' “G?Ci7

Contact #1 Home Phone:
Name: Anne Ve~ Cell Phone:(éé ) 254-1e1)
Relationship: S &+~ Work Phone:

Contact #2 Home Phone:
Name: Tor'\\-[ Mer Cell Phone: (S 2R 2143
Relationship: 1 ke~ Work Phone:

This information will remain confidential and wijl only be used in the case of an emergency.

T . EEE—




-__q_._‘__“____“_____——————-.__________\*—--—_-__—‘——-———_ﬂ
[]

~ employer solutions staff ing group.

Leveraging Resources in a Changing Market
Wage Payment Method Authorization (Minnesota)

Employees have the option of receiving wages by Direct Deposit and/or Payroll Debit Card,

If you do not pra ide a written election ages will be paid § paper Check.

NoteDheuDepnsitacmmmaytakeupm}dmta be activated )
[_d_ Paper Check (Please complete Section 5 below)

- L
SMECTICN 3 PANTRCIL, B BTN
|_| Direct Deposit (Please campleto Sections 3 and 5 below)
|| Payroll Debit Cara (Please complets Sections 4 and 5 below)
SO NIRRT DI-POSE
" N Update Bank Account Tunderstand and acknowledge that if T do nt provide a
8N Bank Name: voided check with this direct deposit form, T am
i responsible for any delays in payroll or extra costs
J Routing# incurred if the account number that I provide is incorrect,

|

Except for the routing and account number, ESSG does not have access 1o any information regarding your Payroll Debit Card account or
transactions, Onyomﬁrstpayday, You will receive Your new Payroll Debit Card, and a packet int iti i
then sign acknowledging that you received the Payroll Debit Card and packet, Your i

CARDHOLDER INFORMATION (as yon want your Payroll Debit Card to be issued)

First Name Ml Last Name Date of Birth

Street Address (POBOX NOT ACCEPTABLE) Social Security#

City State Zip Cell Phone (mobile)

RECEIPT OF PAYROLL DEBIT CARD (to be completed when you pick up your Payroll Debit Card)

Payroll Debit Card Routing # Payroll Debit Card Account #
_ 073972181
IhaverecaivedmyPaymIlDebit Card,walcnmebmchme, Program fies, program terms, conditions, and disclogures By activating my Payroll Debit Card,
Iamagmehgtotheprogramtexms, conditions, and disclosures

AUTTTORTEZN FION
I authorize ESSG 1 directly dsposit i other required withholdings
or authorized deductions, into my account(s) as designated above and to initiate, if nhecessary, debit entries and adjustmentsfor any credit entries
made in error to my account(s). * E-mail is required for pay stub information,
*E-mail: hﬂ\m)'\beei @ qMa‘ l - Co n
\J this information will only be used takend your paystubs electronically

Employee's Signature: —W Date:_6~ 26~ ( ?




’—R___. _— q__—_“—n_a——_%——___*—__—__ﬁ‘—*u—_ﬁ____«.-—______n___—&-__ﬁ_ —
———— D |

Authorization

Authorization: By signing below, Yyou authorize: (a) backgroundchecks.com (“BGC”) and/or Orange Tree
Employment Screening to request information aboyt you from any public or private information source;
(b) anyone to Provide information about You to BGC and/or Orange Tree Employment Screening; (c)
BGC and/or Orange Tree Employment Screening to provide Employer Solutions Staffing Group, LLC ope
Or more reports based on that information; and (d) Employer Solutions Staffing Group, LLC ("ESSG”) to
share those reports with others for legitimate business Purposes related to your employment. BGC
and/or Orange Tree Employment Screening may Investigate your education, work history, professional
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-

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, a copy of New York’s law on the
use of criminal records is attached. By signing below, You acknowledge receipt of these documents.

First ' Middle (F. Last
none)

Other names used:
Current county of residence;

Current and former addresses:

OY 2os% rem ISUI Beeeh S}, o] iy SSPe
from Mo/vr to Mo/Yr Street City, State & zip
SAAG3  p7jeee o EDels S+ Shlant , mo S-S
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
checking for records, BGC will not use it for any other purposes,

O%-o4- (4o - 2 (-3¢
Date of birth Soclal security number
KoayE 2208 pmy Ry trer
Driver’s license number & state Name as it appears on license

Report Copy: If you are applying for a job or live in California, Minnesota, or Oklahoma, you may request
a copy of the report by checking this box: 0.

TFegitie CeCii
Signature Date




L ————
st

. employer solutions staff ing group.

Leveraging Resources in a Changing Market

STATEMENT OF CONFIDENTIALITY
=L UNFIDENTIALITY

This agreement made this Cl day of _Jtne , 20172, between

Employer Solutions Staffing Group LLC, hereinafter referred to as “employer”,
and_[R ee te— — hereafter referred to as ‘employee”.

WITNESSETH:

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

Employee Signature

: :
(\Y\ /\@'\’\/
Employer Solutions Staffing roup LLC, Representative




. employer solutions staff Ing group.

Leveraging Resources in a Changing Market

Important/Im portante
LOST OR STOLEN PAYCHECKS

If a paycheck is lost (missing, misplaced, destroyed, lost in the mail, ete.), 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 g police report before we can re-
issue the check, Once you have done so, you must provide a copy of the policy

new check and no fee will be deducted.

CHEQUES DE PAGO PERDIDOS O ROBADOS

Siun cheque de pago se pierde (que falta, fuera de lugar, destruido, perdido en
el correo, etc), usted debe noftificar a su reclutador de personal que el cheque no

Si su cheque de Pago fue robado, primero debe denunciar el robo a Ia policia
antes de que podamos volver a emitir el cheque. Una vez hecho esto, usted
debe proporcionar una copia de la denuncia a sy reclutador de personal que el
cheque fue robado. Sj g cheque no ha sido cobrado y si la pérdida del cheque
no fue su culpa, ESSG emitira un nuevo cheque y no hay cuota se deducira.

AGREED/SE ACUERDA—

Name/Nombre (con letra de molde): m @e@ H’ €~
Signature/Firma: &%«_’




—

I have read My responsibilities and a

gree to abide by these guidelines.
Signed: M‘

Printed Name: ge_e H'QP




om OSH0 Pre-Screening Notice and Certification Request for

(Rev. March 2016) the Work Opportunity Credit OMB No. 1545-1500

lntemalll ﬁ%ﬁ"sw@ ) P Information about Form 8850 and its separate instructions is at WwWw.irs.gov/form8850.,

Job applicant: Fill in the lines below and check any boxes that apply. Complete only this side.
Your name B ee L~ Soclal security number B H 7( -Zf- 3‘{6

Street address whers you live IS'LH @eeQL §-)~ o
City or town, state, and ZIP code s‘- - p(/w\l t MA/ ??(b (8

County QLCU'\ SeY Telephone number ' 6 A B L(l’(z 'é ? 9 \}

If you are under age 40, enter your date of birth (month, day, year) 03 5 0"" lclcl (¢)

1 [J Check here if you recelved a conditional certification from the state workforce agency (SWA) ora participating local agency
for the work opportunity credit.

2 [ check here if any of the following statements apply to you,
® | am a member of a family that has received assistance from Temporary Assistance for Needy Famillles (T ANF) for any 9
months during the past 18 months,
* 1 am a veteran and a member of a famlly that received Supplemental Nutrition Assistance Program (SNAFP) 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,

® | am at least age 18 but not age 40 or older and | am a member of a famlly that:
a. Recelved 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 receive 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,

I am a veteran and | was unemployed for a period or periods totaling at least 4 weeks but less than 8 months during the
past year.

3 [] Check hers 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 disabllity and you were discharged or
released from active duty in the U.S. Armed Forces during the past year.

6 []Checkhereifyouarea member of a family that;
® Recelived TANF payments for at least the past 18 months; or
* Received TANF payments for any 18 months beginning after August 5, 1997, and the earliest 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.

7 [] 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
Yyou received unemployment compensation.

Signature—Al| 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 knowledgs, true,

correct, and complete.
Job applicant’s signature p @ﬁﬂ%\ Date (Q ~C6G- | R
For Privacy Act and Paperwork Reduction Act'Noﬂce, see page 2. Cat. No, 228511 Form 8850 (Rev. 3-2016)

e ———



e Tl S e

Form A (rev. 01/2016) TAX CREDIT QUESTIONNAIRE
EMPLOYER SECTION:
Client: Company:
Employer Solutions Group
Location: Position: Starting Wage: §
EMPLOYEE SECTION:
Employee Name: Street Address: . City/State: Zip:
Bee Yrer |IS0"Boen <t Skl Mu | SSe
SS#: Date of Birth: Age: Have you worked for | If yes, location:
W -2\ -3467| 68,64, 199 |7 L ey efore?
Please complete all questions, and sign and date the form. Yes No

1. Have you or has anyone living with yon received Temporary Assistance to Needy Families (TANF) D
at any time since Angust 5, 19979 (ifyes, please provide information below.)
Name of the person receiving benefits; Relationship to yon:
City; County: State;

2, Have you or has anyone living with you received Food Stamps (SNAP) at any time during the past 15 months? D
(If yes, please provide information below.)
Nams of the person receiving benefits; Relationship to you;
City: County: State:

3. Have yon received Supplemental Security Income (SSI) at any time within the past 3 months?
Please nots, this is not the same ag Social Security benefits (S8) 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;

*If you checked yes Please provide a copy of your active Individual Work Plan and Ticket to Work documentation,

CA Residents: [ ] Are you the child of foster parents? [[] Do you receive Carworks? [] Workforce Investment Act?
Are you a migrant or seasonal farm worker? D Have you ever been convicted of a misdemeanor?
SC Residents: [[] Do you receive Family Independence Benefits?

5. Are you a Veteran of the U.S, Military? *Ifyes, Please provide a copy of your DD-214 and letter of separation, D m
(Ifyes, pleass provide information below. Ifno, please continue to question #6.)
Dates of Service - From: / / To: / /
Branch of Service:
Are you entitled to or are You receiving compensation for a service-connected disability? D D
6. Have you been unemployed at any time during the lnst 12 months? [l ﬂ
Ifyes, dates of unemployment - From: / / To: / /
Did yon receive unemployment compensation at any point during your unemployment? D ﬂ
If'yes, dates received unemployment compensation - From: / / To: / /
7. Have you been convicted of 3 felony or released from prison for a felony conviction in the past 12 months? | }Z’
Conviction Date: / / Release Date; / /
WasthisaDFedmulorDStateconvicﬁon? If State - County: State:
' Additional Tax Credits
IEC (Native American): Are You or your spouse a member of a Native American Tribe? D &
*If you checked yes please pravide a copy of your CDIB card.

PLEASE READ, SIGN, AND DATE:

Under penaities of; perjury, I declare the information above to be true and accurate to the best of my knawledge, and | hereby authorize any agency, organization, or
individuals to supply such verification or information that may be needed to determine tax credit eligibility to my employer, employer representative (Associated

Consultants, Inc. dba Retrotax), or the Department aof Labor.
New Employee Signature: Date: _é -2~ ( '7




Qualified Long-Term Unemployment Recipient

ADDENDUM TO:; IRS Form 8850 Pro-Screening Natice and Certification Request for the Wark Oppartunity Tax Credit

Client: Company:

Employer Solutions Group

Location: Employee Name: B(C H'Tf SS#: L(?I -2 [_ ?L{67
EMPLOYEE;:

Please check the statement(s) that apply to you and sign where indicated below.

[0  Ihavebeen unemployed at any time during the Iast 12 months,

If applicable, dates of unemployment - From:; To:
From; / / To: / /
From: / / To: / /

O 1 received unemployment compensation during my unemployment,

If applicable, dates you received compensation - From; To:
From; / / To: / /
Prom: / / To: / /

Please read, sign, and date:

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

Employee Signature: ,‘g 1@ 2 Date; 6‘2 é- \-7

RetroTax®
3730 Washington Blvd.
Indianapolis, IN 46205

317-925-0553
wotc@retrotax-aci.com
Www.retrotax-aci.com




 employer solutions staff INg group.

B

Leveraging Resources in a Changing Market

Notification of Minnesota Law Re uirement —~

Unemgloyment 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 to
affirmatively request an addjtional suitable Job assignment, (2) refuses
without good cause an additional suitable Job 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 852.277.5227 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. B} (Initial)

6267

Employee Signature: Date:

Efe '\w-er

Employee (please print your name here)

CMG_SM - Rev. 09.201:




I ————

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 I have read the entire contents of this policy and | am aware and fully

Bee tHen

Individual’'s Name

b-26-\7

Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10




_ﬁ___ﬂ._,mﬁ____h____;*ﬂ_-\\'
" P e slsions safing ru B8 ESNG )
917 e e e 54 g e N inenytme wtse e e Ben o
Enhanced MEC Plan_Plan 1 s o

Benefits Enrollment Form

Employce liformation
SoclaISecumy Number

= Be }h: °"g'm 4~z (- ?f{ej.
Sk é%agd« Sh. - Vo MY SSlog

Date of Hire
0 Female | 1 Mamied [J Divorced 03- 0"{' quo
Phone Numb Emall Address;
(651) y42-63 howibee 16 apmaz] com
7 T— 2 e
Please Select Desired Coverage:
Employee Only - E Employee-l-Spouse - Employee-l-Child(ren) - Family -
$24.00/Week ~ $38.00/Week $36.00/Week $63.00/Week
Social Security # Birth Datg | Sex Rdﬂﬂonﬂhip
: O s Child
kd Last Name ' O Fn?lmea:e 3 PameDesﬂcMer
| Sﬂdﬂ‘SBéuriw# al;mnab Sex Relat;
WL Last Nams E x:n;e DSPSWEDWU o
I smlsmng#- S BlrthDab Ssx : . Relaﬂonahip .

Pt Nams— WL ~Tas Nams B m 2 I:ISplu:nlse p B child
MlIEOFPERaoumVEREu(FlRST.LAm

EFF. DATE

EFF. DATE

EFF. DATE
Employee Acknowledgamant and Autherization - | herehy apply for the gro

up benefit{s) as indicated, | acknowledge that ajj entries ars trup ang complete and that
be used as the basis for cancellation of coverags for me and my dependent(a), i any, from the original
date, Further, | authorize my employer to make the necessary payro) deduction of

Premiums for coverages | have elested,
’IF ENROLLING - YOU MUST SIGN HERE
Employse Signature r‘,:z, ) & Date _@*Z C- [ 7

[FLOVESSDEGLNNG [ | am DECLINING coverage

Employas Signature Date
Employer Solutions Staffing Group Health Benefits Team
7301 Ohms Lane Sujte 405
Edina, MN 5543g
Phone: 852-787.g51g Fax: 952-767-9515
Emall; Health@employersoluﬁonsgmup.com




e——e—a

Name of Covered
1.

Person (s);

2,

C. LIMITED BENEFITS

PLAN SELECTION

—— s

\‘J}.

.  EEEE—— |
Fixed Indemnity Medical Benefits_Plan 2
A Vs 219301-ESG-1 OFFICE USE ONLY LOCATION Rehire Date __/__/
ENROLLMENT FORM ESC CUUNAC-MN) P4
A. REQUIRED EMPLOYEE INFORMATION PRII'?TTISING Eﬁék“or BLUE INK (Must B:Fﬁle_d Out)‘wm—‘
Name | Social Security # ome ’.{Hone Sex
Bee Mo~  [swigems o 0239 @
Add Apt. #
= sy Beechh <k 5
City State Zip . Date of Birth
T S\‘ ?ﬁMl I Mu PR T4 1Y g
e
—IYes{ I\ No. if Yes
Medicare Health Insurance Claim Numbe Medicare

——————

= i Payroll Deductedmr R;
You MUST select 5 coverage level before any benefits in Section C. Your coverage level for the ajj benefits in Section C will
‘identical. The Fixed Indemnity Medica] Plan, Denta| Plan, Term Life Plan, and Short-Term Disability plans are underwritten by B
Insurance Company. The Vision plan is underwritten by Companion Life Insurance Company.
FIXED INDEMNITY SHORT-TERA
SEI-FCT COVERAGE LEVEL _MEDICAI, v DENTAL TERM I.IIFE_ | DISABILITY'
Fmployee Only JI | 20,25 B serr ol 060 | 420 §
Employee + 1 [ ] $41.10 $12.34 $0.90
Employes + Famiy [ ] $54.69 s203s | | s .
o AkBeits []] Nives [Ine | Rl LINe | Rves o | (s [ No | [ Ives XN
This coverage is not available to residents of NH, HI, or PR. 25T D is not available to persons who work in CA, Hi, NJ, NY, or Rl
For Term Life / Accidental Death Dismemberment, Please write in your beneﬂdmﬂmwm
Dismemberment is part of the T:
Na ¥ _C- Mer Relationship ¢ $+'e’—
- +—

~———

T - e e e e e,

j Social Security # | Date of Birth | Sex R:lationship
Name ~TT————— {7 f.__u_-.._.__..D_S.EE’E&%_I:JE’.?.i.'E!_D.E‘.’L"E%"J'EfEL"’_‘EE.
Name Social Security # . Date of Birth | Sex Relationship
L e — G L IMilF | LISpouse[] Child[_]Domestic Partner
Name Social Security # ' Date of Birth { Sex Relationship
it Y B B I 1 ] 1] Spouse L] chid ] bomesti Parner
Name Social Security # Date of Birth | Sex ' Relationship
R S e S S I 5 [ Spouse [ 1Chiid []Domestic Partner
fé"liTw'Gg'T SIGN AND DATE, EVEN IF You DECLINE COVERAGE
| have read the benefit packet and understand jts limitations, | understand that open enrollment js only available for
a lirrl'rt_e_d time and | understand t_h_a:c T_glgi_qg o benefit selection js a declination of ¢,

—

| P> sianaruRe |

T e s vy e et = reommar s

Bretton

e e e -

T e i e

N e———— e\ e

This is an Essential StaffCARE Enrollment Form,




