Personal Data~ PLEASE PRINT LEGIBLY IN INK

~

Last Name

-~ employer solutions staffing group.

Leveraging Resources in a Changing Market

7301 Ohms Lane Suite 405
Edina, MN 55439

Tel: 952.835.1288
www.esgstaffingsolutions.com

New Hire Application

First Name f>l‘().,{(\ Nneé_

strestAddress_ [ [SY IO~ Couet

City/State/Zip

Phone Number

02T

22

Staffing Agency/Recruitment Partner _(° ML =1

All offers of emplo

Middile Initial M

Apt/Ste

Social Security Last Four JOOK-XX-

Email Address M

@yeiscaupe., et

ent are conditional upon satisfactory proof of iden

and legal abil

to work in the U.S.A.

Are you legally authorized to work in the United States of America? ’?_YES ONo

Applicant Certification and Authorization

1 authorize Employer Solutions Staffing Group (ESSG) to use the information and statements contained in this application to determine my
qualifications for employment. | authorize ESSG to make Inquiries of my former employers, except as indicated in this application,
regarding my previous duties, responsibliities, performance, compensation and eligibility for rehire.

| understand that a comprehensive background check may be conducted to determine my eligibility for hire by certain clients of ESSG.
This may include but is not limited to, 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.

| release ESSG and ather persons or entities from any clalms that might be based on ESSG's decision to conduct a background check.

| certify that all statements made in my application are true and accurate and that | have not omitted any material information or provided
false or misleading information. | understand that any material omission or misrepresentation will result in my disqualification from
consideration for employmenit or, if discovered after | begin employment, will resuit in my termination.

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

%ame (Print or type;

A copy or facsimile (“fax") will be considered the same as an original signature. Email will ONLY be used for employment correspondenc

Applicant’s Signature

—

For ESSG Office Use Only
DOH NHW e 8850 wa
Emergency Contact info | Background Release Form Background Resuits Unemployment Letter ESC Application
(if applicable)
For ESSG Client Use
DOH ROP Work Site Loc. WC Code

ESSG - Supermoms CMG
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Form W-4 (2017)

Pumpose. Complete Form W-4 so that your
employer can withhold the corract federal income
tax from your pay. Conslder completing a new Form
'W-4 gach yaar and when your persanal or financial
situation oxangas.

on from withholding. if you are axempt,
complete anly lines 1, 2, 8, 4, and 7 and sign the
form to validate it. Your examption for 2017 explres
Febné:g/ 15, 2018, Ses Pub. £05, Tax Withholding
and Estimated Tax.
Note; if another parson can claim you as a dependent
on his or her tax return, you can't claim exsmption
from withholding if your total income exceeds $1,050
and inoludes mora $86D of uneamned income (for
example, Intarest and dividends).

Exceptions. An employes may be able to claim
examption from wr;ﬂi'aholdxwﬁge aven if the employea Is
a dependent, if the employsa:

* [s age 65 or older,
¢ Iz hiind, or

» Wil clalm adjustments to income; tax credits; or
itemized deduations, on his or her tax retum.

The exceptions don't ] to supplemental es
greatarﬁlﬁ $1,oun,ong.p Y e N

Basic instructions. If you aren't exempt, com%'eta
the Parsonal Allowances Worksheet below. The
worksheets on page 2 further adjust your
withholding allowances based on itemized
deductions, certain credits, adjustments to income,
or two-sarners/multipls jobs situations.

Complete all worksheeats that apply. However, you
may clalm fewer (or zaro) allowances. For regular
wages, withholding must be basad on allowances
you claimed and may not be a flat amount or
percentage of wages.

Head of househald. Generally, you can claim head
of housshold filing status on your tax retumn only if
you ars unmarried and pay more than 5% of the
costs of ing u'i'ﬁ a home for yourself and gour
ge agg? s) or es

er qualifying Individuals.
ul mptions, Standard Deduction, and

Filing Information, for infarmation.
Tax cradits. You can taks projected tex cradits into
acoount in figuring your allowabie number of
withhalding allowances, Credits for child or dependent
care expenses and the child tax credit may be claimed
using the Personal Allowances Worksheet below.
Ses Pub, 505 for information on converting your other
credits into withholding allowanaes.

Nonwage income. if you have a large amount of
nonwage income, such as interest or dividends,
consider making estimated tax ents using Form
1040-E8, Estimated Tax for Individuals. Otherwise,
you may owe additional tax. lf%ou have pension or
annuity incoms, see Pub. 505 to find out if you shauld
adjust your withholding on Form W-4 or W-4P,

Two eamers or multiple jJobs. if you have a
working spouse or mors one job, figure the
total number of allowances you ars entitied to claim
on all Jobs using worksheets from only one Form
W-4. Your withhoiding usually will be most acourate
when all allowancss are claimed an the Form W-4
for the highest paying job and zero allowances are
oclaimed on the others. See Pub. 505 for detalls.

Nonresident alien. If you are a nopresident allen, sea
Naotice 1392, Supplemental Form W-4 instructions for
Nonresident Allens, before completing this form.

Check your withholding. After your Form W-4 takes
effect, use Pub. 505 to ses how the amount you are
having withheld comparss to your %m]ecbad tax
for 2017, Ses Pub, aspeclal(l)y m&our eamings
exceed $130,000 (Single) or $180,000 (Marnried).
Future developmants. Information about any future
developments affecting Form W-4 (such as
legisiation enacted after we release it} will be postad
at www.irs.gov/w4.

Personal Allowances Worksheet (Keep for your records.)

A Enter “1” for yourself if no one else can claimyouas adspendent . . .
= You're single and have only one job; or

B Enter "1'" ifs { = You're married, have only one job, and your spouse doesn't work; or ] o o
= 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 choose to enter “-0-" if you are manied and have either a working spouse or more

than one job. {Entering “-0-" may help you avaid having too [ittle tax withheld.} .

nmTmo

Enter number of dependents (other than your spouse or yourself) you will claim on'yourtaxretumn . . . . . .
Enter “1” if you will file as head of household on your tax return (see conditions under Head of household above)
Enter *17 if you have at least $2,000 of child or dependent care expenses for which you plan to claim a credit

A

nTmo o

111

(Note: Do not include child support payments. See Pub. 503, Chlld and Dependent Care Expenses, for details.) .

G  Chiid Tax Credit (ncluding additional child tax credif). See Pub. 972, Child Tax Credit, for more information.
» if your total income wili 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 chilldren or less “2" if you have five or more eligible children.
= [f your total income will be between $70,000 and $84,000 ($100,000 and $119,000 if married), enter “1” for each eligible child. G

H  Addlines A through G and enter total here. (Note: This may be different from the number of exemptions you claim on your tax retum.) P H \

For accuracy,
complete afl
worksheets
that apply.

= if you plan to itemize or clalm adjustments to income and want to reduce your withholding, see the Deductions
and Adjustments Workshest on page 2.

‘e If you are single and have more than one job or ara married and you and your spouse both work and the comblned
eamings from all jobs exceed $60,000 ($20,000 if manied), see the Twa-Eamers/Multiple Jobs Worksheet on page 2
to avold having too little tax withheld.

e |f neither of the above situations applies, stop here and enter the number from line H on line 5 of Form W-4 below.

Form w-4

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

Employee’s Withholding Allowance Certificate

OMB No. 1645-0074

Dapartment of the Treasury P Whether you are entitled to clalm a certain number of allowances or exemption from withholding Is 2 @ 1 7
Intemnal Revenue Service subject to review by the IRS. Your employer may he required to send a capy of this form to the IRS.
L\Your first name and middle Initial Lastn 3 2 Your soclal security number
Wisane, M AYEE 473-19 -9\

Home address (number and street or rural route)

3 M Single L[] Manied [] Manied, but withhold at higher Single rats.
Note: If manried, but legally separated, or spousa s a nonresident alien, check the “Single® box.

Hi5 T Dochaw Conct

Clty or town, state, and ZIP code

fndon MA)  S517C

4 I your last name differs from that shown on your social security card,
check here. You must call 1-800-772-1218 for a replacement card. P [ ]

5 Fotal number of allowances you are claiming (from line H above or from the applicabie worksheset on page 2) 5 \

6 Additional amount, if any, you want withheld from each paycheck . . . .
7 | claim exsmption from withholding for 2017, and | certify that | meet both of th
* Last year | had aright to a refund of all federal income tax withheld because | had no tax llability, and
= This year | expect a refund of all federal income tax withheld because | expect to have no tax llability.

e following conditions for exemption.

6|

If you mest both conditions, write “Exempt”here. . . . . . . . . . . . Nak3
Under penalties of perjury, | declare that | have }xgmlned this certificate and, to the bast of my knowledge and bellef, it is true, correct, and complete.
Employee’s signature : i
(This form is not valld unless you sign it.) » MW,@ - 7 % Date » } o ‘T- J T

8  Employer's name and address (Employer: Complete 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



y o

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 provide a written election, wages will be paid
SECGEOR! BASTE [NEORNENFTO N

TV (AT
~ - gly] 0 AN RGO EEEC ETON

|:| Direct Deposit (Please complete Sections 3 and 5 below)  Note: Direct Deposit accounts may take up to 7 days to be activated
|74 Payroll Debit Card (Please complete Sections4 and 5 below) | | Paper Check (Please complete Section 5 below)
SEGLlonE s DIRECE DEROSEE
[0 Update Bank Acconnt

Bank Name:

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

Routingi

Account#
0 Tnitial Date

Account Type: [ Checking O Savings [ other

*  Tohelp us avoid making an error, please attach a copy of a voided check. (a deposit slip will not work)
=  Hyon change banks, do not close your cld bank account until your direct deposit has started at the new bank, which may take 2 pay periods.

SEC RGN PANROEL DEBLE CARD 1GEOBNL CASTECARD)

Federal law requires all financial institutions to obtain, verify, and record information that identifies each person who opens an account. In order to
request a Payroll Debit Card for you, we must provide all of the following information that will enable the financial institution to identify you. If
you do not submit a Direct Deposit/Payroll Debit Card Authorization, ESSG will provide the necessary information and issue you a Payroil Debit
Card to pay your wages. For your protection, the financial institution may ask yon to provide them additional identification information so they can
verify your identity,

Except for the routing and account number, 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 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.

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

Name ML ame Date of Birth
; M o p-21-37.
Street Address (P0 BOX NOT. ACCEPTABLE) ’ Social Security#
IS1 1 Duchawnm Cooct

PAYROLL DEBIT CARD (to be completed when you pick up your Payroll Debit Card)
Payroll Debit Card Routing # Payroll Debit Card Account #
O et HY53400i9)36 205!
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. I
authorize the financial institation to debit my Payroll Debit Card account for the fees described in the fee schedule that is part of the program terms,
canditions, and disclosures.

A
Employee’s Signature: &/‘I\ﬂw = /m M

Date: I'—S.'— /7
SECLHION 5 ANUTHERIZNTFION

I aythorize 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 reqnired for pay stub information.

Ci State Zi Cell Phone (mobile
uicp_%ﬂ\ My 122 (< «‘éﬁs’?fﬂaill
F

*E-mail: @
this information will only be used to send your paystubs electronically

Employee's Signature: %\.ﬂ e I/VW Al I { Date: l Sa Nl ]

L4




- . employer solutions staffing group. wﬁ'}“ ESNG | m

Leveraging Rezcurces in a Changing Morkes
Bernefit Plan Admigistratom, Inc.

Tratsan’ W cpl - Lan ne 4 | S i rn vtrtepien SRS W6,

Enhanced MEC Plan_Plan 1

Benefits Enroliment Form [ New Employee [ Rehire Rehire Date

Employze Information

Name (Fll-st and Last) X Soclal Security Number

\Diaane.  Pratt 73-19-990 |

Address City State Zip Code

é—‘ d Mal Si tl+ Date of Birth Cﬁé(éw\ Mn / ﬁlzz
ﬁFemaIe O Marled ‘[ Divorced _)_Q*"‘Z"?,. ?2 ,—g—,7

"o 'igl"i: o dlied ~lennehi it neXyope nat

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

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

Soclal Security # g,,... Date | Sex Relationship

| First Name MI. Last Name EII ::w::g]a S spam;)o:?esﬂcﬁer
Social Security # Birth Date | Sex Relationship

| First Name ML Last Name EII FM:;::ala T SpéuseDoEesﬁcChﬂdParmzr

EFF. DATE
EFF. DATE
EFF. DATE

Employes Acknowledgemeant and Authorization - | hereby apply for the group benefit{s) as indicated. | acknowledge that all entries are true and complete and that
{any misstatements or fallure to report information may be used as the hasls for cancellation of coverage for me and my dependent(s), if any, from the originai
effective date. Further, | authorize my employer to make the necessary payroll deduction of premiums for coverages | have elested.

IF ENROLLING - YOU MUST SIGN HERE

-~ -
Employee Signature @WMJ/W\. Date I--. ; "{7
EMPLOYEES DECLINING O lam DECLINING coverage
lunderstand that | and/or my dependents, if any, waive any coverage and desire to participate In the pian at a later date. liwe may be considered a late enrollee and
must mest the requiremants defined In the Certificate of Coverage for the company’s medical or dontal plans. If | decline enroliment for myseif or my dependents
(including my spouse) hecause of other coverags, | may, in futura be abie to enroli myseif or my depend In this plan, provided I request enroliment within 31

days after the other coverage ends. in addition, If a new dependent relationship forms as a result of marriage, birth, adoption, placement for adoption of parting sult
of adoption, | may be abie to enroil myself or my dependent, provided I request enrallment within 31 days of the event.

IF DECLINING- YOU MUST SIGN HERE

Employee Signatura Date

Employer Solutions Staffing Group Health Benefits Team
7301 Ohms Lane Suite 405
Edina, MN 55439
Phone: 952-767-9519 Fax: 952-767-8515
Email: Health@employersolutionsgroup.com




Fixed Indemnity Medical Benefits_Plan 2

VS|

219301-ESG-1

OFFICE USE ONLY

LOCATION

Rehire Date / /

ENROLLMENT FORM

ESC CU(UNAC-MN) P1 v18.2

PRINT USING BLACK or BLUE INK (Must Be Filled Out) i

EL‘MM- M : H’)‘AJH—

G

Home Phone

Sex @m

A&c’irezs— (. o n Apt. #

____._____”, ; ‘ l;l )‘ l Yena [

Ci State Zi Date of Birth
“Ca gen e, g5 172 167278

B. DO YOU OR ANY OF YOUR DEPENDENTS RECEIVE MEDICARE BENEFITS?

DYes E No. If Yes, please continue.

Medicare Health Insurance Claim Number (HICN) ' Medicare Effective Date

—-I;Iame of Covered Pe;';on (s): e - g . ' -
1 2. 3.

Fagrll Deducted Weskly 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.

SELECT COVERAGE LEVEL

Employee Only E;.

Employee + 1 I___I
Employee + Family D
NO to ALL Benefits | |

FIXED INDEMNITY

l___lYes D No

DENTAL

DYes l___lNo

$6.17 )}

$12.34
$20.36

VISION TERMLFE | JHORTTERM
saqz | s0e0 | se20
$4.92 $0.90
$6.56 $1.80

[Ives [ Ino | Clves [INo [ [ves [CINo

' This coverage is not available to residents of NH, Hi, or PR. 2STD is not available to persons who work in CA, HI, NJ, NY, or RI.

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

e £ e S L b

Relationship (‘ rML(V\{-L

D. REQUIRED DEPENDENT INFORMATION

Name

Name

Name

Name

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

_alimited time and | understand that making no benefit selection is I declination of coverage.

patE 01/05/20173

Ll)-5¥

~[34]

| . . o H
| Social Security # ' Date of Birth = Sex

' Relationship

H

e ata = o v o s s i tary

| ol / /____ @ [ []spouse[_|child[] Domestic Pariner
| Social Security # Date of Birth | Sex | Relationship
; ne 9 [/ =) []Spouse I:l_ Child ] Domestic Partner
' Social Security # [ Date of Birth | Sex Relationship
oo IwilE] [COspouse [ child[]Domestic Partner
Saocial Security # Date of Birth | Sex Relationship

/¢ | IMI[E] | [(spouse ] child []Domestic Partner

YOU MUST §

IGN AND DATE, EVEN IF YOU DECLINE COVERAGE _

This is an Essential StafCARE Enrollment Form.



