..... E-Verify: Print Case Detalls - Preview

SENSITIVE BUT UNCLASSIFIED
Case Verification Number: 2017177141236A2
Report Prepared: 06/26/20
Company information
Campany ID: 47428 Company Name; Employer Salutions Stafiing Group
Em| 8 Information
Last Name: her Firat Nama: keng
Date of Birih: 03/18/1880 Socjal Security Number: **+ 4437
Hire Date; 06/28/2017 Cltizenship Status: A oitizen of the United States
Document Information
List B Document; Dﬂval‘shenasorlboardlseuedbyaus.ahbornuwmmmbn List C Dosument: Sosial S8ecurity Card
Document Nama: Driver's licanse Document State: Wisconsin
Driver's License or ID Card Number: h6005009008800 Document Expiration Date: 03/18/2020
Case Status Information
Current Case Result: Employment Authorized Emplayer Case ID;
Casa Submitted On: 08/26/2017 Casa Submiited By: BGLAGB32
SENSITIVE BUT UNCLASSIFIED
hﬂps:lle-verify.uscis.govMeblPrimCaseDelails.aspx?CaseVerNum=2017177141236AZ n

————



employer solutions staffing group. i oL
Leveraging Resources in a Changing Market Tel: 952.835,1288

Www.esgstaffingsoiutions.com

New Hire Application

Personal Data- PLEASE PRINT LEGIBLY IN INK

Last Name H 74 First Name [’S?J!ﬂ Middle Initial

Street Address ] } |0 Waﬂ;ﬂm’\ A | Apt/Ste
City/Staterzip_Sand Pl IMN SS/06 Social Security Last Four XXX-xx. L4/27
Phone Number ;@_B—”‘i q’" /5. Zf Email Address Um 05:\1%3-’44 @ C/W‘-ﬂ-ﬂ~ (T35 7%

Staffing Agency/Recruitment Partner CO!EB e Mahg TVl vowg

All offers of emplo ent are conditional u on satisfacto f of Idestity and e al ability to work In the U.S.A.
Are you legally authorized to work in the United States of America? E Zis CONo

Appllcant Certification and Authorization

| release ESSG and other persons or entities from any claims that might be based on ESSG's decision to conduct a background check.
1 certify that all statements made in my application are true and accurate and that | have not omitted any materia] Information or provided
false or misleading information, | understand that any material omission or misrepresentation will resuit in my disqualification from
consideration for employment or, if discovered after | begin employment, will result In my termination.

If hired, | agree to abide by the policies and procedures of ESSG,

_KQ%#’//' ?% OC/2¢ f2.1y
Name (Pginthr tige) plicarit’s Signature Date -

A copy or facsimiie ("fax") will he considered the same as an original signature, Emali will ONLY be used for empioyment correspondence

For ESSG Office Use Only
DOH NHW I-8 8850 w4
Emergency Contact Info Background Release Form Background Results Unemployment Letter ESC Application
(if applicable)
For ESSG Client Use
DOH ROP Work Site Loc. WC Code
ESSG - Supermoms CMG Rev. 05/2015



Fo rm w _4 ( 20 1 7 ) ;‘hmmo&s'gga‘a ggplyto supplemental wages Nonwags Income. Jf U have a large amount of

nonwage Income, such as interest or dividends,

Purpose. Complste Form W-4 so that your the Personal Allowances Worksheet balow. The
employer can withhold the correct federal Income workshests on page 2 further adjust your

consider making estimated tax ayments using Form
Baslo Instructions. if you aran't exempt, complete 1040-ES, Estimeted Ten oo lnd,\)d ey Oﬂ':enrglse,
you may owe additional tax, if you have pension or

from your pay. Conslder completing & new Form Withholding allowances based on ftemized annuity Income, sse Pub. 605 a find out i you shauld
W4 cachy p:nyd when your pelr:'aumail or financlal deduoﬁansg. cartaln oredits, adjustments to income, adjust your withholding on Form W-4 or W-4P. o
situation changes, or two-eamera/multiple Jobs situations, md:grge;s uac'er ;?l':‘lgga obs(;nlgsl'gg l;lgvue r:the
Examption from Withholding. If you are exempt, Complste all worksheets that . However, you d
compiete only lines 1, 2, 3, 4-and 7 and sign the may claim fewer (or zero) allowa:pcgy. For regular f,‘ma'""l:’;‘s e';gf ﬂm‘?&yg‘; a’ggl Bg g’g claim
form to validate it. Your examgﬂon for 2017 expires Wages, withhoiding must be based on allowsnces W L4 Yoo oiding Usually w’l?l ba)t,n?:';t ""m
gobruary 16, 2018, See Pub, 508, Tax Withhalaing You claimed and may not be a fiat amount or when all allowances ars ciaie e o Form Wea
and Tax. Percantage of wages. for the highest paying job and zero allowances ars
Note: If another person can claim you as a depsndent Head of housshoid. Generally, you can olaim head claimed on me'é%,‘"m Ses Pub. 505 for detalls,
on his or her tax retum, you can't claim exemption of household filing status Oon your tex retumn ontlhy If Nonresident allen. If ident afi
from withholding if *\;;ur income exceeds $1,050 you ara y and pay more than 509 of the No;l‘ce 1988 Suanf ‘g.l‘g'?: "%T,mwgg'ﬁge
and Inaludes more than 5350 of uneamed Incoms (ior costs of keeping ) 4p & home for yourseif and your Nonresicient Allens, before ceormu- this 1o d
example, Interest and dividends), depende s?o er qualifying Individuals, See on ans, before completing itk

. An emph may be abis to claim Pub, 501, ptions, Standard Deduction, and Check your withholding. After your Form W-4 takes

e,;mf'r':m withholding even I the emplorens Flling Information, for Information, gfisct, uas Pu}:'. 605 to see tlt':c:w the ;rjr;oum you are
adspendant, if the employse: Tax oredits, L TJ?IU can iakea" pvrzjgloted % oredita Into foraey .,W.'Se“']':l,u"‘,‘?'ggs":p Wa}‘l; your"‘adm“’mgws
* Is age 85 or oider, Wilhhordling imng your Crediits for ey dependent  exceed $130,000 (Single) o $180,000 (Mardoey
° Is blind, or care expenses and the child tax oredit may be claimed Future developments. Information about any future

using the Personal Allowances Worksheet balow,

n
b developments affecting Form W-4 {such as
® Will claim adjustments to Income; tax credits; or 3
itemizad o edgj ctions, on his o e ks e gzmabmg%amgmﬁon on ct;g?varﬂng your other Letglslaggps 21;%132 after we ralease 1) will be posted
Personal Allowances Worksheet (Keep for your records.)
A Enter *1” for yourself if no one

mTmg

elsecanclatmyouasadependent. B Al I S S ST gl o (@)
® You're single and have only one job; or
Enter *1” if; { ® 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 tota| of both) are $1,500 or jess,
Enter *1” for your Spouse. But, you may choose to enter “-0-" if you are married and have either g working spouse or more
than one joh, (Entering #-0-* may help you avold having too little tax withheld)) . ° o o

|
P |
Enter number of dependents (other than your spouse or yourself) you wili claim on your tax retum . * + s+« . .. D @,
Enter *1* if you will file as head of household 0On your tax retum (see conditions under Head of household above) E
Enter *1” if you have at jeast $2,000 of child or dependent care expenses for which you plan to claim a credit F
(Note: Do not include child Support payments. See Pub, 603, Chlld and Dependent Care Expenses, for detalls.)
Child Tax Credit (including additional child tax credit). See Pub. 972, Child Tax Credit, for more Information,
® if your total income wiji be less than $70,000 ($1 00,000 if married), enter "2 for each eligible child; then less “1" if you
have two to four eligible chlidren or Jess *2* if you have five or more eligible chiidren,
® If your total Income will be between $70,000 and $84,000 (31 00,000 and $119,000 i married), enter “1” for each eligbiechid. & &
Add fines A through G and enter total here. (Note: This may bq different from the number of exemptions you claim on your fax retum.,) B H {

* if you plan to itemize or claim adjustments to Income and want to reduce your withholding, ses the Deductions
For accuracy, and Adjustments Worksheet on page 2,

complete all * If you are single and have more than one job or are married and you and your spouss both work and the combined

worksheets eamlnFs from all jobs exceed $50,000 (20,000 if married), see the Two-Eamers/Multiple Jobs Worksheet on page 2
that apply. to avold having too ittls tax withheld.

® if neither of the above situations appiies, stop hers and enter the number from line H on line 5 of Form W-4 below.

Separate here and glve Form W-4 to your employer. Keep the top part for your records.

1 w_4 Employee’s Withholding Allowance Certificate OMB No. 1645-0074
orm
artment P> Whether Yyou are entitled to clalm a certain number of allowances or exemption from withholding is
,',’,-',’E,,,,, Mﬁﬂm‘” Subject to review by the IRS, Your employer may be required to send a copy of this form to the IRS, 2 @ 1 7
1 yYour first name and middie Initial Last name 2 Your soclal security number
Lley~ / Y72-2i-Uut 7
Hame ﬂ”‘m (umber and strest or rural route) s\ singie [ Marmiea L] Married, but withhold at higher Single rate,
' LL° C,WMN\M—\ : Note: If mamied, but legally ssparated, or Spouss Is a nonresident allen, check the “Single” box,
City or tqn, state, and ZIP cods 4 1 your last name differs from that shown on your soclal security card,
K’ I /M SB{ Q b check here. You must cail 1-800-772-1218 for a replacement card, » O
5  Total number of allowances you are claiming (from line H above or from the appiicable worksheet on page 2) | 5 | O
6  Additional amount, if any, you want withheid from each paycheck ., . . I e 1 bﬂ .
7 lclaim exemption from withholding for 201 7, and | certify that | meet both of the following conditlons for exemption

® Last year | had a right to a refund of all federal income tax withheld because | had no tax liability, and

® This year | expect a refund of all federal income tax withheld because | expect to have no tax llability,
if you mest both conditions, write “Exempt” here. . . . > 7]

Under penalties of perjury, | declare that | have examined this certificate and, to the best of my knowledge and bellef, it is tru, correct, and complete.
Employee's signature

{This form Is not valid unless yousign it.) » Date » Gé/ %/ Zd f?__

Employer's name and address (Employ;r/dompletkufes 8 and 10 only it sending to the IRS.) 9 Office code (optiona)) | 10 Employer identification number (EIN)

For Privacy Act and Paperwork Reduction Act Notice, see page 2, Cat. No. 10220Q Form W-4 (2017)



Employment Eligibility Verification USCIS

Department of Homeland Security . Mf :::Tsﬁi i
U.S. Citizenship and Immigration Services Bepivea DR31/2019

P> START HERE: Read instructions carefully before completing this form. The Instructions must be avallable, either In paper or electronically,
during completion of this form. Employers are liable for errors In the completion of this form.

ANTI-DISCRIMINATION NOTICE: 1t is liegal to discriminate against work-authorized Individuals. Employers CANNOT specify which
document(s) an employee may present to establish employment avthorization and identity. The refusal to hire or continue to employ
an individual because the documentation presented has a future expiration date may also constitute illegal discrimination.

Seotlon 1. Employee Information and Aflesta On (Employeas mubt campiele and sign Sectioh 1 of Farm 1-8 no laler
then the first ddy ef employment but not befors aacepting a fob affer) . .
Last Name (Family Name) F‘r( ame (Given Name) Middle Rﬂal Other Last Names Used (f any)
Address (Strest Number and Name) » umber | City or Town State  |ZIP Code

110 Glramtaen Ane. Gosdt N | Satwh Paud MmN | S5/06
Date of Birth (mm/dd/yyyy) | U.S. Social Security Number Employee's E-mall Address Employee's Telephone Number
©3)1%)1940 HIPE]-fefi] - [HB[7]] val\asdrimgbh @gradeet G4/ -I52p

I am aware that federal iaw provides for Imprisonment and/or fines for false statements or use of false documents In
connection with the completion of this form.

| attgst, under penalty of perjury, that | am (check one of the following boxes):
[41. Acitizen of the United States

[_] 2 Anoncitizen national of the-United States (See Instructions)

|:| 3. A lawful permanent resident  (Allen Registration Number/USCIS Number):

|:| 4. An allen authorized to work  until (expiration date, if applicable, mm/dd/yyyy):
Some aliens may write "N/A” In the explration date field. {See Instructions)

Aliens authorized fo work must provide only one of the following document numbers to complete Form 19 mﬁgcﬁ:;]:;'ﬁ:g;w
An Alien Registration Number/USCIS Number OR Form I-84 Admission Number OR Foreign Passport Number.

1. Allen Registration Number/USCIS Number:
OR

2. Form 1-94 Admission Number:
OR
3. Forelgn Passport Number:

Country of Issuance:

Signature of Employes % Today's Date ( )
| o 12

Fraparer andlor Translator Gertifioation (ahedk ane)i - -
Tid net ues a preparer of translator. E A prepaker(s) and/or transiator{s) assisied the employed in campleting Beation 1.
( below must be dempleted and signéd when greperars atlar lransiators gesist an ermpldyeb in completing Seetion 1))

| attest, under penalty of perjury, that | have assisted in the completion of Section 1 of this form and that to the best of my
knowledge the information is true and correct.

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

@ Employer Completes Next Page @

Form 1-9 11/14/2016 N




Employment Eligibility Verification USCIS

Department of Homeland Security o e
U.S. Citizenship and Immigration Services Expires 08/31/2019

Section 2. Employer or Authorized Representative Review and Verification

{Employers or their authorized representative must complete 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.")

Employee Info from Ssction 1 'ﬂﬂzﬁmﬂy Names) FW(MMM) Ml Clttanshlpllmnﬂgmﬂansm

ListA OR ListB ListC
identity E."d Employment Authorization Identity Employment Authorization
Document Title Document Title Document Title S N ]
\AST. QL)) e o b b 7 .67
Issuing Authority Authol o ssuing
ERoRe oS WO T Ml < AL
Document Number Document Number ber,
W 5068 -029% 0 C f"?—a\—u\q?>7
Expiration Date (if any)(mm/dd/yyyy) Expiration Date (if any)(mm/dd/yyyy) Expiration Date (if %nu?d’)&)_ :
| O2-1 €~ D00
Document Title ’
Issuing Authority Additional Information Do Nt Wiie in e Bpman
Document Number
Expiration Date (i any)(mm/dd/yyyy)
Document Title
Issuing Authority
Document Number
Expiration Date (if any){mm/dd/yyyy)

Cortification: | attest, under penalty of perjury, that (1) | have examined the document({s) presented by the above-named employes,
(2) the above-listed document(s) appear to be genuine and to relate to the employee named, and {3) to the best of my knowledge the
employes Is authorized to work In the United States.

Hne employee's first day of empioyment (mm/dd/yyyy): Olo —Z lﬁ Z 0 l7 (See instructions for exemptions)

of Empl rwlmd Re Today's Date(mm/dd/yyyy) | Title of Employer or orized Reprasentative
rﬂgc :\ ~lo-2 0\ rolLte(

amg of Emp&;;@xﬁo‘ﬂzﬁd Represantative Fﬁig Employer gr Authorized Representative | Employer's Business or Organization Name

Employar’s Business or:) e on Address Mumbar and Name) C‘thown 5 State ZIP Code
1301 or_\@ta Lane ¥ 4os | Zlinen mpall 5 SYRT

Section 3. Reverification and Rehires (To be completed and signed by employer or authorized representative. )
A. New Name (if applicable) B. Date of Rehire (if applicabie)
Last Name (Family Name) First Name (Given Name) Middle Initial | Date (mmv/dd/yyyy)

. it the employee's previous grant of employment authorization has explred, provide the information for the document or receipt that establishes
continuing employment authorization in the space provided below.

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

| attest, under penalty of perjury, that to the best of my knowledge, this employes Is authorized to work In the United States, and if
the employee presentad document(s), the document(s) | have examined appear to be genuine and to ralate to the individual.

Signature of Employer or Authorized Representative | Today's Date (mm/dd/yyyy) Name of Employer or Authorized Representative

Form1-9 11/14/2016 N Page 2 of 3










EMERGENCY CONTACT INFORMATION

EMPLOYER SOLUTIONS STAFF ING GROUP
IN CASE OF AN EMERGENCY - NOTIFICATION INFORMATION

Employee Name; %0‘3;,/'/&?
Address; “10 ﬁ‘g’rdl‘ﬂ_dm AM__W RS—’}'R @M > &”! 55706
Home Phone: 6/ 2—"’ 7 q!"" Isz'f

= = ~“EMRROTNGY (iONTA i .
Please list two peapla (In priority order) wha could he gantacted In case of an emargency
Contaect #1 Home Phone:
|Name: @’\;{j H_gr Cell Phone: 657~ w_f.., 02M
Relationship: U nC éﬂ Work Phone:
Contact #2 Home Phone:

Name: /’/\—ﬂ@ /m HW Cell Phone: 7/ 5’,._ -23 7 — 36?—6
Relationship; ﬁ L(W Work Phone:

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

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




.« employer solutions staffin g group.
Leveraging Resources in a Changing Market

Wage Payment Method Anuthorization (Minnesota)

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

ou do not pi ovide a written election, wages will be paid by paper Check.
2 LGNNI S TGN O RN G N

SEGEIGON 2 P.\\'R_()’IAI_‘ LRGN
|| Direct Deposit (Please complete SecﬁonsBandSbelow) Note: Direct nsitacmzmtsmaytakcupto?daystobzacﬂvatzd

|| Payroll Debit Cara (Please complete Sections 4 and 5 below) | ”| Paper Check (Please complete Section 5 below)
SLECTION S DIREG DEROSE]

I understand and acknowledge that if 1 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 npmber that I provide is incorrect,

Tmation so they can
your

Except for the routing and acconnt mumber, ESSG does not have access to any information regarding your Payroll Debit Card account or
transactions. On your first payday, you will receive your new Payroll Debit Card, and a all of the terms and conditions. You will

CARDHOLDER INFORMATION (as you want your Payroll Debit Card 1o be issued)

First Name M1, Last Name Date of Birth
Street Address {PO BOX NOT ACCEPTABLE) Social Security#
Chy State Zip Cell Phons (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

Thave received my Payroll Debit Card, welcome brochure, program fees, program terms, canditions, and disclosures, By activating my Payroll Debit Card,

deposit my periodic wages/compensation payments, net of required tax withholdings, other required withholdings
or authorized deductions, into my account(s) as designated above and to initiate, if hecessary, debit entries and adjustmentsfor any credit entries
made in error to my account(s). * E-mail is required for pay stub information.

*E-mail: wﬂ\\u&\w/\ﬂ&\ @ QNM o

18 information will only be used to send your paystubs electronically

Employee's Signature: L ) Date: 0 bz %z VQI 7
/ T




Authorization

BGC and/or Orange Tree Employment Screening to provide Employer Solutions Staffing Group, LLC one
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-
mation sources, You acknowledge that a fax, image, or copy of this authorization is as valid as the origi-
nal. You make this authorization to be valid for as long as you are an employee of ESSG.

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

Personal Information; Please print the information requested below to identify yourself for BGC,
Printed name:

irst —J Middle (OO Last -
none)

Other names used: Qﬂ-”\% Cowrlq

Current county of residence: J

Current and former addresses:

’2../51“/é current “lo G‘WV\RA‘V‘« MM 3*'9“‘”'@//&5{"5/!/06

from Mo/¥r to Mo/Yr Street - _ City, State & Zip

04/ 201 l2fo0ib G471 YT 5h ppth Gakdale AW S50
fromMo/Yr to Mo/Yr Street City, State & 7

Of| 2001 _OY2ely  Govd Rugge )ome beyhn , Wir SJY7¢
from' Mo/Yr to Mo/Yr Street i City, State & Zip

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

checking for records. B&C vgiil To{t gSf i;f%réi’zy other purposes. L/ 2 3_ 2,( o L/ Yy 2>

Date of'birth ! Social security number
H(,, O - S60 9 Wqy-op
Driver’s license number & state Name as it gppears on license

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

Olefa tfyop7

Date )




© employer solutions staff INg group.

) Leveraging Resources in a Changing Market

STATEMENT OF CONFIDENTIALITY
= =N OUF GONFIDENTIALITY
This agreement made this oLé& day of _ jung

, 2017, between
Employer Soluticmguthtafﬁng Group LLC, hereinafter referred

to as “employer”,
and w—\q‘ . hereafter referred to as “employee”.
WITNESSETH:

and confidential or
of the employer.

BT

Empléyer Solutions Staffing Group LLC, Representative




employer solutions staff ing group.

Leveraging Resources in a Changing Market

Im portant/Importante
LOST OR STOLEN PAYCHECKS

If a paycheck is lost (missing, misplaced, destroyed, lost in the mail, efc.), you
must notify your staffing recruiter that the check cannot be foung. 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.

ESSG se detendrs el cheque de Pago y reemitir el cheque a usted, descontando
un cargo de entre $ 25 - $ 35, : '

AGREED/SE ACUERDA—

Name/Nombre (con letra de molde): 1%0\-\7 )UQ/
v A
Signature/F irmal% —
. Pt < g




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 representative advised of your
status.

Noti

your physical condition.

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.

| have read my responsibilities and agree to abide by these guidelines.

Signed: /ﬂgéﬂ\
Printed Name: /@M—&g LJW

J 7




rom OO0 Pre-Screening Notice ang Certification Request for

{Rev. March 2016) the Work Opporl:lmlty Credit OMB No. 1645-1500
m;xg@%m‘w » Information about Form 8850 and its Separate Instructions is at Www.irs.gov/formasso,

Job applicant: Fill in the lines below and check any boxes that apply. Complete only this side.
Your name Social security number ] 17’

Streét address whereyoulive | | ) D (-evaridam Ag_ Eeaf
City or town, state, and ZIP code _ Satavt PAM..Q ; MN S5 /06
County K‘(AM% Telephone number 6/ Z'QQ’/"'/S 2F

If you are under age 40, enter your date of birth (month, day, year) ! ) g l l&! H@)

1 [ Check here if Yyou received a conditiona) certification from the state Wworkforce agency (SWA)ora participating locaj agengy
for the work opportunity credit,

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

* lam a memberof g family that has received assistance from Temporary Assistance for Needy Families (TANF) for any 9
months during the past 18 months.

* lamaveteran and g member of a family that recejved Supplemental Nutrition Assistance Program (SNAP) benefits (food

4 [ Check here if Yyou are a veteran entitled 1o Compensation for a service-connected disability and you were discharged or
released from active duty in the U.S, Armed Forces during the past year,

5 [ Check here jf YOu are a veteran entitled to compensation for Service-connected disability and you were unemployed for 3
period or periods totaling at least g months during the past year.

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
you receijved unemployment compensation.

Signature—Ajj Applicants Must Sign

Under penalties of perjury, | declare that | gave the above information to the employer on or before the day | was offered g job, and it is, to the best of my knowledge, true,
carrect, and complats.

Date O 6 2.5

Cat. No. 228511 Form (Rev. 3-2016)

Job applicant's signature p
For Privacy Act and Paperwork Red




-

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:
Her™ 10 Gtrmnfunn Sahnt Pav] |55
: e Date of Birth; Age: Have you worked If yes, location:
i ?
Y723-2/-Y427| 62 /i€, 1290 27 mﬁ;&ﬂ?ﬁf
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) D
at any time since August 5, 19979 (Ifyes, please provide information below.)
Name of'the person receiving benefits: Relationship to you
County: State; -
2. Have you or has anyone living with you received Food Stamps (SNAP) at any time during the past 15 months? D E’

(Ifyes, please provide information below.)
Name of the person receiving benefits; 3 Relationship to you:
City: County: B

Have you received Supplemental Security Income (SSI) at any time within the past 3 months?
Pleass 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,

If yes, please indicate which type of agency you worked with and provide their location information below:

Vocational Rehabilitation Agency [ Dept. of Veterans Afirs [] Employment Network (Ticket to Work Program)
Name of Agency: i Phone #:
City: County; . - State
*If you checked Yes please provide a copy of your active Indiviflual Work Plan and Ticket 10 Work documentation,

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

O
K

Dates of Service - From: / / To: / /
Branch of Servige:
Are you entitled to or are you receiving compensation for a service-connected disahility? D B/
6. Have you been unemployed at any time during the Iast 12 months? ] E’
If'yes, dates of unemployment - From: / / To: / /
Did you receive unemployment compensation at any point during your unemployment? D Er
Ifyes, dates received unemployment compensation - From: / / To: / /
7. Have you been convicted of a felony or released from prison for a felony conviction in the past 12 months? D m/
Conviction Date; / / Release Date; / /
Was this a [ ] Federal or [ ] State conviction? If State - County: State:

Additional Tax Credits

IEC (Native American): Are You or your spouse a member of a Native American Tribe?
*If you checked Yes please provide a copy of your CDIR card.

CA Residents: Are you the child of foster Pparents? D Do you receive CalWorks? D Worldforce 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?

&

PLEASE READ, SIGN, AND DATE:
Under penalties of perjury, Ideclare the information above to be true and accurate to the best of my knowledge, and 1 hereby authorize any agency, organization, or

individuals to supply such verification or information that may be needed to determine tax credit eligibility 10 my employer. employer representative (Associated

Consultants, Inc. dba Retrotax), or the Depaztment of peskor,

New Employee Signature:

Date: 0 é/ Z’ﬁ,/ 2’0} 7




Qualified Long-Term Unemployment Recipient

ADDENDUM TO: IRS Form 8850 Pre-Screening Notice and Certification Request for the Work Opportunity Tax Credit

Client: Company:
Employer Solutions Group
Location: Employee Name: SS#: ?__
s Tfes Y2221t
EMPLOYEE;:

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

[l I'have been unemployed at any time during the last 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: / /
From: / / 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: o4 "0 6 / 25/ 2017

[ 4

RetroTax®
3730 Washington Blvd.
Indianapolis, IN 46205

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

WWww.retrotax-aci.com
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- employer solutions staffing gr Oup.

Leveraging Resources in a Changing Market

Notification of Minnesota Law Requirement —

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 to
affirmatively request an additional 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 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,

| 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. (Initial)

L—— 0C/2te 207

Empibyee Signature: Date: °*

Employee (pleake print your name here)

CMG_SM - Rev. 09.2013



DRUG AND ALCOHOL

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

understand: (a) the policy and its conteqts; (b) what condugt the policy prohibits and the

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.

Individud€ Name

201
Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10
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of ; ':Q«* employer solutions staffing group.,

Levuraging Resources in a Changinz Marke:

employer salutions gravp.,

LTI e e

Enhanced MEC Plan_Plan 1
New Employes ] Rehire RehireDm\

Soclal Security Number

’*/Z;? -2-Uyz,

ESNG

ﬂ'w.‘mﬂ! Caticrreily [Z=ees

Wi 00 oy e W6 s g,

&)

Benefit Flan Admipistrators, Inc,

Benefits Enroliment Form

’ City Zlp Cods
1L Gwahwr Ave. Eagt™ S fudd. | MN |SSp06
Gender Male | Marital Status ingle | Date of B Dats of Hire
Ol Fomalo | I Mared 1 pivarca| (3 37{ 2] 1290 e wa/z@ﬂ
Phone Number; Em(gll Address; R
G[(2-991- [S2g Wil @ gmaif .com
Plea$e Select Desired Coverage:
[@ Employee Only - Employee+Spouse - Employee+Chlld(ren) - Family -
$24.00/Week $38.00/Week '$36.00/Week $63.00/Week

O Mae CISponse [ Child
W LastName [J Female [0 Domestic Partner .
e s S s RNt s L T
Social Security # BirthDate | Sex Relationship
O mae Spouse [T Child
FistName ML ~ [astName O Femsie L Spo o
NAME OF PBRSONOOVERED(FIRST. LAST):
EFF, DATE
EFF. DATE
EFF. DATE
Employee Acknowlstgement and Authorization - herehy apply for the group benefit(s) as indicated, 1 ackn
any misstatements or fallurs to raport Information

owledge that all entries are true and complste and that
for me and my dependent(s
F coverages | have alected,

may be used as the basls for cancellation of coverage
effective date, Further,

1 authorize my employer to make the nacessary payroll deduction of premiums foy

IF ENROLLING - YOU MUST SIGN HERE

Employes Signaturs ks
EMPLOYEES DECLINNG ~ [

I am DECLINING coverage
| understand that] andior my dopendonts, f any, walvs oy seereme sre Y

, if any, walve any coverage and deslre to participate in the plan at a Iater date, Iiwe
must meet the requirements dafined In the Cortificate of Coverags for the company's medical or dental
{including my Spousa) because of other sovarage, | may, In future be ahle to enroll myself or my dapen
days after the other coverage ends, In addition, ifa new dependent relationship forms as a result of maj
of adoption, | may ba able to anroll myseif or my dependent, providad | request enroliment within 31 days

 if any, from the original

Date 0@/%/2«0/7

may be considered a late enrolies and
i1 decline enroliment for myself or my dependents

in this plan, provided | request enroliment within 31
age, birth, adoption, placament for adoption of parting sult

of the avent.
IF DECLINING- YOU MUST SIGN HERE
Employse Signature Date
_Ernployer Solutions Staffing Group Health Benefits Team
7301 Ohms Lane Suite 405
Edina, MN 55439

Phone: 962-767-0519 Fax: 962-767-9515
Email: Health@employersolullonsgroup.com



rixed indemnity Medical Benefits Plan 2
«YSI ° 219301-ESG-1 OFFICE USE ONLY LOCATON Rehire Date ___/

O

ENROLLMENT FORM ESC CU(UNAC-MN) P1 v18.2

RINT USING BLACK or BLUE INK (Must Be Filled Out) ¥
Name | Social Securi Home Phgne Sex [[Af
ferg Der Clz L

U732 gy 37 Fii-Is 28

1 Address ” ’ DA" [S" = . 14,1& w Apt. #

|

SadeA Pk ™ m N *cS5)606 STV

B. DO YOU OR ANY OF YOUR DEPENDENTS RECEIVE MEDICARE BENEFITS? Dyes[%\lo I Yes pleasecontinue
| 5 /] ol
Medicare Health Insurance Claim Number (HICN) Medicare Effective Date

‘Name of Covered Person (s
1

2,
Payrol Badicied Wldy ot
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 Disability plans are underwritten by BCS

Insurance Company. The Vision plan is underwritten by Companion Life Insurance Company.

D INDEMNITY SHORT-TERM
SELECT COVERAGE LEVEL FIXE0 MOEM)  DENTAL VISION | TERM LiFe | DisaBiLYY
Employee Only © $2025 | | |

Employee + 1 D $41.10
- Employee + Family ] Juﬂ :
NO to ALI‘. Benefits D Yes D.No _

For Term Life / _Acddental DeathTDlsmemberment, please write in your beneficiary information.
Dismemberment Is part of the Term Life Benefit.

T e et e o ¢t e v e T T e a vt te e e e e o e e TETTSS et mm s i s i e e = e e 1

Name : Relationship i

Name  Social Security # = Date of Birth | Sex Relationship

Name ™ e L 4 4 ) IMITF] | spouse[ Jchid[] Domestic Partner
Name ' Social Security # | Date of Birth | Sex Relationship
e M L] Spouss [] child[ JDomestic Partner
Name | Social Security #  Date of Birth | Sex Relationship

Rama o e e L | MITE) ClSpouse[ T ohid ] Domestic Partner
Name Social Security # ' Date of Birth | Sex 2Relationship
e e 0 TG C]Spouse [ chid [nomestic Parner

e o Yol LT SN AND BATS, EVEN Yo B GovRtAGE ———

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

o 3

This is an Essential StaffCARE Enrollment Form.



