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SENSITIVE BUT UNGLASSIFIED
Case Verification Number: 20170741 34526YU
Report Prepared: 031512017
Company informatjon
Company ID; 47428 Company Name: Employer Solutions Staffing Group
Employee Information
Last Name: Her First Name; Pa Houa
Date of Birtiy: 08/01/1987 &clalSecurwy Numbay; *+ = 577
Hire Date: 03/15/2017 Citizanship Status: A citizen of the United States
Document Information

List B Document: Driver's jgense or ID eard ssued by aU.s, state or
outlying possession 2
Document Name; Driver's losnse

List C Document; Social Security Card

Document Sigtg; Minnesota

Driver's License or ID Card Number: Document Expiration Date: 05/0172018
Case Status Information

Final Case Resyit; Employment Authorized Employer Case Ip:

Cass Submittad On; 0371512017 Case Submitted By: AFIN3845

Closed On; 03/15/2017 Closed By: AFIN3846
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employer solutions staffing group. R e
Leveraglng Resources in 5 Changmg Market Tel: 952,835,185

WWw.esgstafﬂngsolutions.com

New Hire Application
Personal Data... PLEASE PRINT LEGIBLY IN INk
PLEASE PRINT LEGIBLY i i

Last Name ‘ qu‘ First Name EQ LL()‘ AR Middle Initia] .
= )] ¥ o e
Street Address D

City/State/zip 55 q
Phone Numper % - O3 — Email Address

Staffing AgencyIRecruitment Partner p /7’10[
: U

Apt/Ste
— Social Security | 5 Four Xxx-xx.- 5 2;1;
bceby . @,

I authorize Employer Solutions Staffing Group (ESSG) to use the information and statements contalned in thig application to determine my
Qualifications for employment, | authorize ESSG to make Inquiries of my former employers, except as Indicated jn this application,
Tegarding my previous dutiss, responslblliﬂes, perfonnance, Compensation ang eligibility for rehire,

| understang that a Comprehensive backgroung check may be conducted to determine my ellgibility for hire by certain cilents of ESSG,
This may include byt js not limited to, investigations of criminaj and/or Conviction Tecords, driving recorgds and/or a drug screen testas
required by clients, government regulations or by ESSG policles,

I release Ess and other persong or entities from any claims that might be bageq on ESSG's decision to conduct g backgroung check.

I certify that ajf statements Made in my application are true and accurate and that | have not omitted any Mmateria| information of provided
false or misleading information, | Understand that any materig| omisslon or mlsrepresentation will resuit in my disqualification from
ation,

If hired, agree to abjde by the poiicies and procedyres of ESSG,

| | i ? /
;gx Hou C,rz Mgy oG/ F
ame (Print or type) Appiicant's Signature Date

ame as an originaj signature, Email wiy ONLY he used for employment correspondencg

Unemployment Letter
(if applicable)

Rev. 0512015



Thi ns don't ly to supplsmenta) Nonwage incomea, If have a large unt of
Form W-4 ( 20.17) Groatar han §1,000,0067" *> 2/PPlemental wages NONWags Income e & Intorest o oo

Basic Instructions, if you aren't exempt, complete cansider making estimated tax ents using Form
Purpose, Complste Form W-4 sp that your the Personal Allowances Worksheet below, The 13?5?-%2%0%&'3% og‘,‘:m
employer can withhold the correct federal income workshests on page 2 further adjust your znnuﬂy ncome, see Pub. 605 o fing outplf u should
from your pay. Consider complating a new Form Wwithholding allowances based on itemized ust your withholding o o Wea o w_’z‘,’,
W-4 each year and when your personal or financlal deductions, certain credits, ad&uugnantsm income, adjust yo ng on Form g
situation changes, or twn-eamara/mulﬂple]obs 8| ons, Twr?deamers or mulﬁpletgggs. it 3lmg I'agva am
Exemption from withholding. If you are exem Compiets all workshests that apply. Howaver, you Tl g 8pouEs or more than one job, figure the
complets only fines 1, 2, 3, 4, angg and sign thpet' may clgm fewar (or zero) all«::waant:es.ﬂp J For ragularyo omnualln bl fl"aff a""o“m"a'h'%ygggm :ly o:g ég olaim
form to validats it. Your examgﬂon for 2017 expires Wages, withholding must be based on allowances Wt %our wluqﬂc‘!fdln usually wil ga ALy
Febné:? 15, 2018. See Pub, 08, Tax Withholding you olaimed and may not be a fiat amount or when all allowances agre claimed on the Fonnamww _4‘“9
and Estimated Tax, Percentage of wages, for the highest %%,"'"9 Job and zero allowances are
Note: if another person can claim you as a dependent Head of household, Generally, you can claim head claimed on the others, Ses Pub. 805 for detalls.
on his or her tax retum, you can't ¢laim exemption of housshold filing status On your tex return only if Nonresident alien, if u are a nonresident ajien, ses
from withholding if g%urtotal Income exceeds $1,050 you ars unmarriad and pay more than 50%% of the Noﬂc‘: 1985 m’& ye.}nal Form W-4 Instrugtions 1o
and Includes more than $350 of uneamead 'noomd {for costs of ms:lng mug a home for yourssif and your Nomesidert, Allep °£“ef° A "“,aﬂ this 1o
exampis, intarest and dividends). degenden‘giaor er qualifying Individuals, See ne, hefore completing m,
ns, An empl may b able to olaim Pub, 801, mptions, Standard Deduction, and Check your withholding. After your Form W4 takes
b Faza Filing Information, for information, gffect, use Pub, 505 o see how the amount you an
exemption from withhold g even if the employee Is withheld com t0 your projected total tax
& depandent, if the employee: :::ouuml E ',nl ’ﬂbﬁﬂ:g"omg’v’,';‘b,‘, Em,' ,‘,‘,’,’,‘B,‘ 'of'i Lt for 20% 7. See Pub, 585. especiallyﬁ‘gour earnings
* |a age 85 or older, withholding allow%ng:aa. cl?m for child or gep'e:ldee,g :xcesd :1 30',000 (Slngl? ft.;r m&o,ot:biMmed).
bii care expensas and the credit e clalm; uture developments. Information ut any future
: ::Illl :IZ';: ;d] ents to Incomes tax its: or gsln%etxh:e lﬁ’gsmfgnlanlfln\llowanm Wnrk?"mh:yet below. Fevfallo mems:ag:oggg Form YV-4 %n.‘:‘l;' ﬁag 4
ustm cred| T N on e -] 8 posted
ftemized deductions, on his or her tax retum, ;:dng into wﬂhll;oldl "“2{,'3,’,‘,2.'1‘922?‘” L aatg wwws Jg,gnaay/wn;. T -
Personal Allowances Worksheet (Keep for your records.)
A Enter“1"foryourselflfnooneelsecan clalmyouasadependent. PPN 010 68 U S s a0 oo T L‘:
® You're single and have only one job; or
B  Enter*1"if » You're married, have only one Job, and your spouse doesn’t worl; or , B
® Your wages from a second Job or your spouse’s wages (or the total of both) are $1,500 or less,
C  Enter *1” for your Spouse,. But, you may chooss to enter *-0-" if you are married and have elther a working spouse or more
than one job. (Entering #-0-* may help you avoid having too little tax withheid) . . , , . | 5 0 o 0 o o o c
D Enter number of dependents (other than your spouse or yourself) you wiil claim onyourtax retumn . . 5 6 o D
E  Enter *1” if you will file as head of household on your tax return (see conditions under Head of household above) E .
F  Enter *1” if you have at least $2,000 of child or dependent care expenses for which you plan to ciaim a credit F

{Note: Do net Inciude child Support payments. See Pub, 603, Child and Dependent Care Expenses, for details,)
G Child Tax Credit (including additional chiid tax credtt). See Pub, 872, Child Tax Credit, for more information,

* If your total income wiil be less than $70,000 ($100,000 if married), enter *2” for each eligible chlid; then less *{* if you
have two to four eligble chliidren or less “2” if you have five or mora eligible chiidren.

» If your total income will be between $70,000 and $84,000 (31 00,000 and $119,000 if married), enter “1* for each eligible chid. @&
H  AddinesA through G and enter tota] here. (Note: This may be different from the number of exemptions Yyou claim on your tax retum.) » H

® If you pian to itemize or clalm adjustments to Income and want to reduce your withhoiding, see 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 Spouse both work and the combined

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

* If nefther of the above situations applies, stop here and enter the number from iine H on fine 5 of Form W-4 below.

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

o w_4 Employee’s Withholding Allowance Certiflcate OMB No. 1545-0074
Dep":ﬁnan ofthe T » Whether you are entitled to claim a certaln number of allowances or exemption from withholding s 2 @ 1 7
Intemal Revenue Service subject to review by the IRS Your employer may he required to send a copy of this form to the JRS

3 L1 sngie ] Marred L1 Mario, but withhold at higher Single rats,

JML E Note: If married, but legally separated, or Spouse Is a nonresident allen, check the "Single” box,
City or town, state, and 2IP code

1 Your first name and middie Initial Last name 2 Your soclal security number
i Mer” 5 hgoga =2
Home address (number and straat or rural route) % i

4 i your last name differs from that shown on Your sociai security card,
3 5o check here. You must call 1-800-772-1213 for a replacement card. » []

5  Total number of aliowdnces you are claiming (from iine H above or from the appiicable worksheet on page 2) 5 L

6  Additional amount, if any, you want withheid from each paycheck P D 0 8o 00 o oo o o g/

7 I ciaim exemption from withholding for 2017, and | certify that | mest both of the following conditions for exemption, | Hi e
e Last yeari had a right to a refund of all federal income tax withheld because | had no tax liabllity, and
® 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. . i - >l7]

Under penalties of perjury, | declare that | have examined this certificate and, to the best of my knowledge and bellef, it Is true, correct, and complete,

Empioyee’s signature 4?/ oater 3 / /5 / /‘;)/

(This form Is not valid uniess you sign it) »
8 Employer's name and address (Employerr Compiete lines 8 and 1p only If sending to the IRS.) 9 Office code {optional) | 10 EmploySr identification number (EIN)

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

USCIS
Department of Homeland Security OME ;:’?J;g =
U.S. Citizenship and Immigration Services 0

U Bxpires 08/31/2019
P> START HERE: Read Instructions carefully before completing this form. The Instructions must he
during completion of this form. Employers are |lab

1. Emplayee Informz Atlestallon (Employeas mygt mpfémhdsm 8eotion 1 of Form 16 no later
han the firat day of employment, but nat hafarg agagpting q job affer) -

First Name (Given Name) Middle Initial Other Last Names Used (fFany)
v o (/B ($ X5 — o
Address (Street Number and Name)

Apt. Number | City or Town State  [ZIP Code =)
(904 Morsgfona ave 1o ST Pow( MV | 551 o

Date of Birth (mm/ddlyyyy) |u.s. Soclal Security Number Empioyee's E-mail Address Employee's Telephone Number
6-ol - 1437 |

CHl NSEEE ' s, 51- fol= 0602

| am 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,

1 attest, ,» Ynder penalty of perjury,
‘A citizen of the United States

| 2. A noncitizen national of the United States (See Instructions) ’ ‘

|:|‘ 3. A lawful permanent resident  (Aflen Registration Number/USCIS Numbey);

|:| 4. An allen authorized o work  until (expiration date, if applicabie, mmiddfyyyy):
Some allens may write "N/A” in the expiration date fieid, {See instructions)

Allens authorized to work must Provide anly one of the following document numbers to complete Form |-9; Do ﬁ':,",,‘v’,‘;;,?;‘:,':’g;m
An Allen Registration Number/USCIS Number OR Form I-94 Admission Number OR Forelgn Passpont Number.

that | am (check one of the following boxes):

1. Alien Registration Number/USCIS Number:
OR

2, Form -84 Admission Number;
OR
3. Foreign Passport Number:

Country of issuance;

r_]
Signature of Employee /@ WLW Today's Date (mm/

03— \5 .0
F parer andlor Translator Oertioation (chegk oné)r : a

Ire
[_]1 it hot use 4 Arepater of tranglator. l:l A preparer(s) antifor trénsiata(s) atslsled the emplayee in eompleting Sgotion 1.
farm assist an employea in eartipleling Sgotion 1)

(Flgldg below must be aomplsted and signad when Rreparers anefor fransla
of Section 1 of this form and that to the best of my
knowledge the Information is true and correct.

| aftest, under Penaity of perjury, that | have assisted In the completion

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

@ Employer Completes Next Page @

FormI-9 11/14/2016 N

|









Employment Eligibility Verification
Department of Homeland Security
U.S. Citizenship and Immigration Services

erification '
' says of the empioyee's first day of sma .
fhor List 8 6l ane gagumeltt Mom List O 88 heged on e st

USCIS

Form 1I-9
OMB No. 1615-0047
Expires 08/31/2019

fayment You

hm Name (Given allv'ame} M.J. Clﬁzenshl;;nmmlgmﬂon Status
ListA OR List B AND ListC
Identity and Employment Authorization Identity Employment Authorization

Document Title ?anme Document Title

D =]
Issuing Authority Issuing Autho, Issuing Autho

%%a;;q:y e ol n AJ = <ly
Document Number Document Number Document Number
&7\ | IS-ug-5 777
Expiration Date (i any)(mm/ddiyyyy) Expiration Date (i any, (mm/dd/yyyy) Expiration Date (i any){lnm/dd/yyyy)
—Qo—Ol-201 €

Document Title
Issuing Authorﬁy Additional | nformation DQQRN%tum :'cu T‘I,IIT sng;
Document Number
Expiration Date (if any)(mm/ddiyyy)
Document Title
Issuing Authority
Document Number
Expiration Date (if any)(mm/dd/yyyy)

Certification: | attest, under penalty of perjury, that (1) | have examined the
(2) the above-listed document(s) appear to be genulne and to relate to the e
employes is authorized to work In the United States,

(mm/ddlyyyy): ¢y=— & - 201 "I(See instruetions for exemptions)

‘ﬁ:e employee's first day of employment

document(s) presented by the above-named employee,
mployee named, and (3) to the best of my knowledge the

P
Sigrature of Employfr or orized Representative Today's Date(mm/ddiyyyy) Title of Employer or Authorized Representative
l @TU)‘\ OBAT—2 o) ‘ crunde y
Last Name of Employer or Autho Repregentative | First Name of Employer or Authorized Representative Employer's Business or Organization Name
é—, Ca A ﬂ(é 75 \ \ L EMFPLOYER SOLUTIONS STAFFING GROUP LLC
Employer's Business or drganiszress (Street Number and Name) |[City or Thwn State ZIP Code
7301 OHMSLANE SUITE 405 EDINA MN 55439

clon 8 Raveritication and Rehires (7 be aompleted and signed by employer of auliorised repragariaiive)

A. New Name (¥ appligable)

B. Date of Refire (7 appikable)

Last Name (Family Name)

First Name (Given Name)

Middie Initial

Date (mm/ddwyyyy)

6. fthe employeas praviows grarit of erfiployment auhonzaign|

fion
continuing employment autharizatian in the space provided balow.

has expired, provide the iifarm afion for the doument or recelpl that esfablishes

Document Title

Document Number

Expliration Date (if any) (mm/addsyyyy)

| attest, under penalty of perjury, that to the best of my knowledge,
the employee presented document(s), the document(s) | have exa

this employee is authorized to work in the United States, and if
mined appear to be genuine and to relate to the individuali,

Signature of Employer or Authorized Representative

Today's Date {mm/ddfyyyy)

Name of Employer or Authorized Representative

Form1-9 11/14/2016 N



oLk,

>

¥ Pk 1 O
B e




Authorization

Authorization: By signing below, You authorize: (a) backgroundchecks.com ("BGC”) and/or Orange Tree
Employment Screening to request information about you from any public or private information Source;

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, professiona)
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 gn employee of ESSG.

The Consumer Financial Protection Bureau’s “Summary of Your Rights under the Fair cfedit 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 js attached. By signing below, you acknowledge receipt of these documents,

Printed name; A o
First Middle (O Last
none)

Other names used: —
Current county of residence:

Current and former aﬂdresser -
oVt E

ety Goweponatara s St Canl . a1l

from Mo/Yr to Mo/Yr ' Street City, State & Zip 5 5 /4
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.

&|- wEplqsy 475 4q9-573 3

Date of birth Sacial security number

%09—\ 26067\ gV Pa Houa Uiy
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: [J,

O L 215/ 15—

Signature Date




“ 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 pro de a written election, wages will be na d by paper Check.
SEETIONT T BN ¢ FNEORNEATFLON

Employee Name .

D Lt
ﬁli(‘ FION 2 DANR W LGN
| M Direct Deposit (Please complete Sectiong 3 and 5 below)

complets Sections 4 and 5 below)
DIRECE DEROSEE

Nata:DiractDepasltacwuntsmaytakeup 1o 7 days to be activated
|| Paper Check (Please complete Section 5 below)

T 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,

Except for the routing and account number, ESSG does not haye access t0 any information

transactions. On your first Ppayday, you will receive your new Payroll Debit Card, and a packet containing all of the terms and conditions. You will
then sign acknowledging that you received the Payroll Debit Card and packet. Your Payroll Debit Card will be reloaded on each payday you receive
wages, .

regarding your Payroll Debit Card account or

C-ARDHOLDER INFORMATION (as you want your Payroll Debit Card 1o b issued)
First Name M1,

Last Name Date of Birth
Street Address ponox 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

I'have received my Payroll Debit Card, welcome brochure, program fees, program terms, conditions, and disclosures, By activating my Payroll Debit Card,
I am agreeing to the program terms, conditions, and disclosures that are included or made available to me from time to time from the financial institution_

authorize the financial institution to debit my Payroll Debit Card account for the fees described in the fee schedul
canditions, and disclosures,

ethatispartoftheprogmmtelms,

A, stt5 /3

SECHION Sy FHORTZNFiON

T authorize ESSG to directly 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 necessary, debit entries and adjustmentsfor any credit entries
made in error to my account(s). * E-mail is required for pay stub information.

wmaitc__ [ Nouellr 3 9 @aAmail . om

/ﬂ.bis information will only be used 1d send Your paystubs electronically

Employee's Signature: _ﬁ,_é Wv Fd I- Date: _%{/ /, § {/ / ?'
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EMERGENCY CONTACT INFORMATION

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

Employee Name: & )lh H% '
aswes 190 U MoVtana ae & SL Faal. MN 55 9

Home Phone: ﬁg/ l/’Ol{/ 062)

R EMERGENCY CONTACTS ™ T
Please list two peopla (In prlorlty order) who ould be contacted ln case of an emergency
Contact #1 Home Phone:
Name: Jube, L€ Cell Phone: 63 1. Lot -5 &+
Relationship: h ({-Sbﬂ bof Work Phone: ( q 52) 6 qg - X300
Contact #2 Home Phone:
Name: B rdVb(DYl Lce Cell Phone: 657 - Lg6 - 66
Relationship: brother . lacw ' 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 staffing group, w& j m
Lm‘erEf}ingxgwn:a » & Changing "Imh’*,g & P ' Nl ESNG h.

employer solutions group., eniiyer sobafions rationwie .

W W G At sy e o e AR LR,

Enhanced MEC Plan_Plan 1 Benefit Plan Admintstrators, Inc.

Benefits Enroliment Form I New Em

| T oietor 16 -49 - 517
Address City State Zip Code
/cyﬁZf/Mm%W vt B 67[ Eacd MY |s5)ig9

loyee [ Rehire Rehire Date

Gender ; I:::l ] n&r:zl ::ms_g'“ ;‘tln:;:l;d DateofBlrtG bl - lq (b—{ Date of Hire ¢
Phone Number: Emall Address: Nk
[25] 304 -0 D3 Dot @ opnes.- Covn

Please Select Desired Coverage:
Employee Only - Employee+Spouse - Employee+Child(ren) - Family -

$24.00/Week $38.00/Week $36.00/Week $63.00/Week

Soclal Security # Birth Date | Sex Relaﬁonship
[ Male DISpouse [ child
First Name . Last Name O Femate 0 Domestic Partner
STTTREY C —
Social Seourity # Blrth Date | Sex Relationship
0O Mee DSpouse [ Child
"FirstName MI Last Name [] Female 0 Domestic Partner
Social Security # Birth Date -Sex ) R&ﬁ@MP
O Mate Spouse [] Child
 First Nams B Tt Narie [ Femaie = pl:] Domestic Partner
@] o) o) 0
NAME OF PERSON COVERED (FIRST, LAST):
EFF. DATE
EFF. DATE
EFF. DATE

Employee Acknowledgement and Authorization - | hersby apply for the group benefit(s) as indicated, | acknowledge that aii entries are true and complete and that
any misstatements or failure to report Information may be used as the basis for cancellation of coverage for me and my dependant{s), if any, from the origina]
effective date. Further, | authorize my employer to make the necessary payroll deduction of premlums for coverages | have elected,

IF ENROLLING - YOU MUST SIGN HERE

Employee Signatura Date

EMPLOYEES DECLINING am DECLINING coverage

| understand that | and/or my dependents, if any, walve any coverage and desire to participate In the plan at a later date. Ifwe may be considered a late enroliee and
must meet the requirements defined In the Certificate of Coverage for the company’s medlcai or dental plans. Iif | decline enroiiment for myseif or my dependents
(Including my spouss) because of other coverage, | may, In future be able to enroll myseif or my depend In this plan, provided | request enroliment within 31
days after the other coverage ends. In addition, if a new dependent relationship forms as a result of marriage, hirth, adoption, placement for adoption of parting sult
of adoption, I may be ahle to enroli myself or my dependent, provided | request enroliment within 31 days of the event.

IF DECLINING- YOU MUST SIGN HERE

S RPN 2% - 315/ [F

Employer Solutions Staffing Group Heaith Benefits Team
7301 Ohms Lane Sute 405
Edina, MN 55439
Phone: 952-767-9519 Fax: 952-767-9515
Emaii: Health@employersolutionsgroup.com




rixed indemnity Medical Benefits_Plan 2

o VSl 219301-ESG1  |OFFICE Ustonty LOCATION RehireDate__/__,
ENROLLMENT FORM ESC CU(UNAC-MN) P1 v18.2
RINT USING BLACK or BLUE INK (Must Be Filled Out)

Name | Social Security # Home Phone | Sex m

Address Apt. #

City ' State 'le "béte‘gf Blrth T
/ /

B. DO YOU OR ANY. OF YOUR DEPENDENTS RECEIVE MEDICARE BENEFITS? DY&SDNO. ¥ Yes please co-ntinue.
Medicare Health Insurance Claim Number (HICN) Medicare Effective Date
|

e s s e b g  —

N‘alime ofEc';/ered Person (s): i |
1. 3.

= L ——

Payrol eductad Wesidy Rate
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.

FIXED INDEMNITY SHORT-TERM
SELECT COVERAGE LEVEL EDIEAL - DENTAL VISION TERM LIFE | DisaBiLTY
Employee Only [ ] s2025 ({3 $6.17 ) $2.42 s0.60 o) g4.20
Employee +1 [_] ' $41.10 $12.34 $4.92 $0.90

Employee + Family D $54.88 $20.36 $6.56 $1.80

NOto ALL Benefits N | [ Ives [INo | [Jves [ Ino [I¥es Clno | Clves [INo | [ves Clno

.;This coverage is not available to residents of NH,-HI, or PR.2STD is not available to persons who work in CA, HI, NJ, W-br_li]l- _

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

Name Relationship o o A
| |

Name Social Security # Date of Birth i Sex i Relationship

e e IMITE] (Tspouse L] child[] Domestic Partner
Name ! Social Security # Date of Birth | Sex ! Relationship

o ol | /7 i @ [ Spouse[ | Child[ ] Domestic Partner

Name Social Secal:it—;# Date';;E;tE—;-Sex tRelation:ship R

e R N VT LIspouse[ ] child [ ]pomestic partner
Name Social Security # Date of Birth  Sex Relationship "

/4 ME] [ spouse [ child [} Domestic Partner

i RO 1§

E. REQUIRED SIGNATURE You MusT SIGN AND DATE, EVEN IF YOU DECLINE COVERAGE
I have read the benefit packet and understand its limitations. I understand that open enrollment is only available for
74 2 limited time and | understand that making no benefit selection is a geclination of coverage.

ome 3050 (F_ | »sionarore 7

This is an Essential StaffCARE Enrollment Form.



Drug & Alcohol Tésting Consent Form for Applicants Who Have Received a
Conditional Offer of Employment - MRO

- Acknowledgement Receipt

upon my submitting to and passing a drug and alcohol] test, I have also received, read and understand
. Corporate Management Group’s Policy and Procedure an at-will basis and that this policy does not
alter the at-will nature of the employment relationship.

I hereby agree to submit to drug and alcohol testing under the Company’s policy.

1 also understand that test results and other information acﬁuired In the drug and alcohol testing
process may be dlscl_osed to and discussed with a Medical Review Offices (MRO). I hereby consent to
such test results and other Information being disclosed to and discussed with an MRO,

315/ 17

En'i]:loyee Signature

| _ﬁ ,z,écegx He

Eii;ployeg Name (printed)

pate: 31517} Dowanda \proald

Witness Signature

fmnanda Noowaddl

Witness Name (Printed)




DRUG AND ALCOHOL

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

understand: (a) the policy and its contents; (b) what conduct the policy prohibits and the
consequences of such conduct; (c) my rights under the policy and the consequences if |
exercise certaln rights; apd (c_l) that_ certain events as described in the polic_:y may result

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

ZO_& éouat ?Z/‘V
Individual's Name

3/ (i (F

Date *

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



L everaging Resources in a Changing Market

STATEMENT OF CONFIDENTIALITY
= e U LUNFIDENTIALITY

This agreement made this day of , 201__, between

Employer Solutions Staffing Group LLC, hereinafter referred to as “employer”,
and hereatter 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 liquidated
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.

Bmployee Signature
M\

~ employer solutions staff Ing group.



employer solutions staff INg group.

Leveraging Resources in a Changing Market

Important/importante
LOST OR STOLEN PAYCHECKS

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

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

CHEQUES DE PAGO PERDIDOS O ROBADOS

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

Si su cheque de pago fue robado, primero debe denunciar el robo a la policia
antes de que podamos volver a emitir el cheque. Una vez hecho esto, usted
debe proporcionar una copia de la denuncia a su reclutador de personal que el
cheque fue robado. Si el 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): ch U—D L

Signature/Firma: @&l L@»{(




om OS50 Pre-Screening Notice and Certification Request for
(Rev. March 2016) the Work Opportunity Credit OMB No. 1546-1500

E:bmall 52‘,,;?2%;,,@ Y P> Information about Form 8850 and its separate instructions is at www.irs.gov/form8850.

Job applicant: Fill in the lines below and check any boxes that apply. Complete only this side.
Yourname [7R H-o 1Y Social security number » fL7)-5 | )€ SF33

| Street address where you live _M_D_Q:MML E
Clty or town, state, and ZiP code 41. Z%g_ﬂ &i Z]z 5 ; h& q

County : Telephone number bﬁ‘ - D(c - ob 07)

If you are under age 40, enter your date of birth (month, day, year) 6 - - ’ q ﬁ:}/

1 [J Check here if You received a conditional certification from the state worikforce agency (SWA) or a participating iocal agency
for the work opportunity oredit.

2 [1] Check here if any of the following statements appiy to you.
® l.am a member of a famlly that has received assistance from Temporary Assistance for Needy Famllles (TANF) for any 9
months during the past 18 months,
* |am a veteran and a member of a family that received 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 state, an employment network under the Ticket to Work
program, or the Depariment of Veterans Affairs.
* |am at least age 18 but not age 40 or older and | am a member of a family that:
. Received SNAP benefits (food stamps) for the past 8 months; or
b. Received SNAP benefits {food stamps) for at least 3 of the past & 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.
® | recelved 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 ieast 4 weeks but less than § months during the
pastyear.

38 [] Check here if you are a veteran and you were unempioyed 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.

& [] Check here if you are a veteran entitled to compensation for a service-connected disabllity 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 famlly that:
* Received TANF payments for at least the past 18 months; or
° Recelved TANF payments for any 18 months beginning after August 5, 1997, and the earliest 18-month period beginning
after August 5, 1987, ended during the past 2 years; or

* Stopped being eliglble 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 lf you are In a period of unemployment that Is at least 27 consecutive weeks and for ali or part of that period
you recelved unemployment compensaﬂonf

Cellry
Signature—All Applicants Must Sign

Under penalties of perjuty, | 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,
coirect, and complete.

Job applicant's signature > Date 97\ ﬁ\ \Q(

For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 22851L Farm 8850 (Rev. 3-2016)




. Form A (rev. 01/2016) TAX CREDIT QUESTIONNAIRE

Souciahisin]ing: aaler 6 Adiminisiration

EMPLOYER SECTION:

Client: Company:

Employer Solutions Group

Location: Position: Starting Wage: §
EMPLOYEE SECTION:

o1 Hove [Tt vt | T B i [ B0}

Date of Birth; Have you worked for | Tf yes, Iocation:

T A

No
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 g
at any time since August 5, 1997? (i yes, please provide information below.)
Name of the person receiving benefits: Relationship to you:
City: County: State:

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

Name of the person receiving benefits: ‘o N Relationship to you; M@/ ‘ z'f;/dtﬂ".
wmﬁm RGO sm YW

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

4. Have you received any type of vocational rehabilitation services within the past two years? D
Ifyes, please indicate which type of agency you worked with and provids their location information below:

Vocational Rehabilitation Agency D Dept. of Veterans Affairs D Employment Network (Ticket to Work Program)
Name of Agency: Phone #:
Cxty' County: State;

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

5. Areyou 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. 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?

M

O o oo
Kl M XK X

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

[fyes, dates of unemployment - From: / / To: / /
Did you receive unemployment compensation at any point during your unemployment?
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?
Conviction Date; / / Relense Date: / /
Was this a D Federal or D State conviction? If State - County: State:

Additignal Tax Credits

IEC (Native American): Are you or your spouse a member of a Native American Tribe? D K]
*If you checked yes please provide a copy of your CDIB card,
CA Residents; Are you the child of foster parents? D Do you receive CalWorks? D Workforce Investment Act?
Are you a migrant or seasonal farm worker? D Have you ever been convicted of a misdemeanor?
SC Residents: D Do you receive Family Independence Benefits?

PLEASE READ, SIGN, AND DATE:

Under penalties of perjury, Ideclare the information above 1o be true and accurate to the best of my knowledge, and | hereby authorize any agency, organization, or
individuals to supply such verification or information that may be needed 10 determine tax credit eligibility to my employer, employer representative {Associated

Consultants, Inc. dba Retrotax), or the De of Lahor. ‘?
New Employee Signature: 5 Date: <




Qualified Long-Term Unemployment Recipient

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

Client: Company:

Employer Solutions Group

Location: Employee Name: Pa/ u_ SS#: [t,; 5. Lﬂ '_5 ."_;?? ?—
EMPLOYEE:

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

[0  Ihavebeen unemployed at any time during the last 12 months.

If applicable, dates of unemployment - From;

To:
From: / / To: / /
From: / / To: / /

O I 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; p ﬁz -

Date:s//j—//?.

RetroTax®
3730 Washington Blvd.
Indianapolis, IN 46205

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

WWww.retrotax-aci.com



“

Acknowledgement of Receipt Antiharassment Policy

| certify that | have received a copy of Employer Solutions Staffing Group’s Antiharassment Policy. |
understand that it is my responsibility to read this policy and ask my supervisor, a member of
management or to telephone Employer Solutions Group (ESSG) at 952.835.1 288/1.866.496.7573 with
any questions | may have about this policy. | agree to comply with ESSG's policy on Antiharassment
and understand failure to comply is grounds for disciplinary action, up to and including termination.

| also agree that if at any time during my employment | am involved in any employment dispute or | am
subjected to any type of discrimination, including discrimination because of race, sex, age, religion,
color, national origin, disability, marital, sexual orientation or veteran status, or if | am subjected to any
type of harassment including sexual harassment, | will immediately contact my supervisor, manager,
director or ESSG's Human Resource Department at 952.835.1 288/1.866.496.7573 in order to obtain
assistance in the resolution of such matters.

Em;#ﬁe Name (Please Print)

12 Jorue. l

Dol s

22



RECEIFT OF EMPLOYEE HANDBOOK AND EMPLOYMENT-AT-WILL STATEMENT

This is to acknowledge that | have read the Employer Solutions Staffing Group LLC Temporary
Employee Handbook and understand that it sets forth the terms and conditions of my employment as
well as the duties, responsibilities and obligations of my employment with the company. | understand

and agree that it is my responsibility to abide by the rules, policies and standards set forth in the
Handbook.

| also acknowiedge that, except for the policy of at-will employment, ESSG reserves the right to
revise, delete and add to the provisions of this Employee Handbook. All such revisions,
deletions or additions must be in writing and must be signed by the CEO of the company. No
oral statements or representations can change the provisions of this Handbook. l also
acknowledge that, except for the policy of at-will employment, terms and conditions of
employment with the company may be modified at the sole discretion of the company, with or
without cause or notice, at any time. No implied contract concerning any employment-related
decision, term of employment or condition of employment can be established by any other
statement, conduct, policy or practice.

| understand the foregoing agreement concerning my at-will employment status and the
company’s right to determine and modify the terms and conditions of employment is the sole
and entire agreement between me and ESSG concerning the duration of my employment, the
circumstances under which my employment may be terminated and the circumstances under
which the terms and conditions of my employment may change. | further understand that this
agreement supersedes all prior agreements, understandings and representations concerning
my employment with the company.

If | have questions regarding the content or interpretation of this Handbook, | will bring them to the
attention of ESSG.

ot ST
{
mnovee O Houa

"~ PLEASEPRINT
EMPLOYEE ¢
SIGNATURE___\ 17

ESSG
REPRESENTATIVE

23



A

ACKNOWLEDGMENT

The associate handbook was reviewed with me, and | have received my personal copy. | also
acknowledge that | have been given the opportunity to ask questions and express concemns
during my orientation. Additionall , | understand and support the following-

1.

Date:

This handbook is intended as a guide and not an employment agreement that
creates a contractual relationship, and that the employment relationship may be
terminated at the will of either party at any time.

The changing needs of the business will require alteration in method, practices and
policies, and the company will unilaterally revise, as necessary, to meet these
changing needs.

| agree to notify my ESSG Consultant immediately of any change in my personal
data such as phone number, address, emergency notification, etc.

I am responsible for the information provided herein and will, upon my separation,
return this handbook to my ESSG Consultant.

=5

Associate's Signature: %/é )/
7
Associate's Printed Name: //551571 [7% e A/ 4

Orientation provided by:

24



. employer solutions staffing group..

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 da ys 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 Jjob assignment offered, or (3)

accepts employment with the client of the staffing service, is considered to
have quit employment. :

It is your responsibility to contact ESSG (for instance, by calling 952.277.5227 or
using any other form of contact) for additional assignments. I 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 ends. | also acknowledge that | have received
a separate copy of this form. - E g (Initial) _

Galaer /5 /1
i/ ]

Employee (pléase print your name here)

CMG_SM - Rev. 09.2013



