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Last Name: hill First Name: bradisy
Date of Birth: 08/14/1987 Sooial Security Number: **** o528
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employer solutions staffing group. e e 40
Leveraging Resources in a Changing Market Tel: 952,835.1288

www.esgstaffingsolutions.com

New Hire Application

Personal Data-- PLEASE PRINT LEGIBLY IN INK

Last Nameﬂlu_ First NameB.ﬁm\! Middle Initial T
Street Address )54 3 ﬂc N Aptiste &=

Clty/State/Zip MMEBMS; MA Social Security Last Four XXX-XX- (J$
Phone Number({;)2.Y203-92444 Email Address a @ o

Staffing Agency/Recruitment Partner [ 446,

All offers of emplovment are conditional upon satisfactory proof of Identity and legal ability to work In the U.S.A.

Are you legally authorized to work In the United States of America? @-YES [NO
Applicant Certification and Authorization

| 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, responsibllities, performance, compensation and eligibliity for rehire,

I 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 fimited 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 policles.

I release ESSG and other persons or entities from any claims that might be based on ESSG's declslon to conduct a background check.

I 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 employment or, if discovered after | begin employment, will result in my termination.

If hired, | agree to ablde by the policles and procedures of ESSG,

;EQPJJL& Y DL

Name (Print or type)

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

For ESSG Office Use Only
DOH NHW I-9 8850 w4
Emergency Contact Info Background Release Form Background Resuits Unemployment Letter ESC Application
(If applicable)
For ESSG Client Use
DOH ROP Work Site Loc. WC Code

ESSG - Supermoms CMG Rev. 05/2015



don't to lemental in I
Form W+4 (2017) Gresia Tan §7,005 008 12 SUPemertal weges OGS 000 S e s o o

Basio Instructions, If you aren't exempt, complete conslder making estimated tax ents using Form
Purpose. Complets Form W~4 8o that your the Personal Allowanxnga Worksheet below. ?he 1230'58' addlﬁoT:(tfg.lﬁ vi m Oﬂ;'.gi’:’b:'
employer can withhold the correct federal Income workaheets on page 2 further adjust your y m:naylnocg:le 588 Pub. 805 %"#nd bty u gh;uld
tax from your pay. Consider completing a new Form withholding allowances based on ftemized ar ua‘}y Withholdi Form W4 W-%?’
W-4 each year and when your personal or financlal deductions, certain credits, adjustments to Income, adjust your withholding an Form W-4 or 5
sftuation cf es. or two-samers/muitiple jobs situations. Twr?dneamers or multiple jobs, rfgjmg' tagve ath
Exemption from withholding. If you are exempt, Complets all workshests that . Howaver, you frorsing spouss ar more than one job, figura the
compr;tue onlylines 1, 2, 8, 4, and 7 and sign thpat may clgm fawer {or zero auowaﬁggg For ragularyo tutaal"nug erI%f a""wr,g"h?;ay%';m e' Bdé" claim
form to valldate it. Your examption for 2017 expires wages, withholding rru.lal be based on allowances w by %"un"‘w’m "l'{‘? w% i d %2? °""m
Fehrgzr;w, 2018, Ses Pub, 605, Tax Withholding you claimed and may not be a fiat amount or whaial a"m:es"ga“:“,;‘gad onthe Fo;,fgv" ¥
and ated Tax, ; percentage of wages. for the highest %amylng Jjob and zero allowances are
Note: if another person can claim you as a dependent Head of householid, Generally, you can olaim head claimed on the others. See Pub, 605 for detalls
on his or her tax retum, you can't claim exemption of household filing status on your tax retum ontz ¥ Nonresident allen. If onresident all
from withholding Hm income exceads $1,050 you are unmarried and pay more than 50% of the Not'i'ce 1382 Suo ‘g:"{:,’?: L Wed lnstruclim’ 3,3"?
and Includes mare than $350 of uneamed Income (for costs of keeping al{ﬂ a home for yourself and ggaur Nonresidert Al Pp'ﬁ';‘sfo "“,sﬂ this forone
exampls, interest and dividends), degend s?or er qualifying Individuals. i ens, betora complsting i
ns. An empl be able to claim Pub. 501, Exemptions, Standard Deduction, and Check your withholding. After your Form W-4 takes
b e ey Fillng Information, for information. effect, use Puh, 505 to sse how the amount you are
examption from withholding even if the employes Is having withheid com 10 your projested total tax
a dependent, if the empioyee: ey .:n'%dltlﬁ‘l‘ m: oan "";';,3,’,'2;,2 = u,‘:,’,‘e,n ofE cits Into for 2'(1)%7. Sea Pub, Egg. especylgl r;aur eamings
* Is age 85 or older, Withholiing Slowarses, avaole number c Gependent  @XGeed $130,000 (Single) o 1ot ok (Married),
e s blind, or care expenses and the child tex oredit may be clalmed Future developments. Information about any future
* Wil clalm adjustments to Income; tax credis: o gsln tl'La gosemmnlal:fsnnwmces Workshest below, Fe\{ae'lo meen:;md m&f?gr Form }N—4 (sucwhl 'I'ag .
) . rmati Base -]
itemized deductions, on his or her tax retum. .,,?dn;‘ Into wlthlru)ldl al,ga,.‘,’,',‘c?;‘ o ;g www.c;lns.gavlwni. verm R e
Personal Allowances Worksheet (Keep for your records.)
A Enter"1"foryourselflfnooneelsecanclalmyouasadependent " St e e e e e e e s v . .. A

® You're single and have only one job; or
B  Enter*1” i { ® You're married, have only one job, and your spouse doesn't work; or }
* Your wages from a second job or your spouse’s wages (or the total of both) are $1,600 or less.
C  Enter *1" for your spouse. But, you may choose to enter “-0-* if you are married and have either a working spouse or more
than one job. (Entering *-0-* may help you avold having too [ittle tax withheld)) . . ., o o oto o
Enter number of dependents (other than your spouse or yourself) you will claim on your tax return . o o o
Enter “1” i you will file as head of household on your tax return (see conditions under Head of household above)
Enter "1 if you have at ieast $2,000 of child or dependent care expenses for which you plan to claim a credit
{Note: Do not Include child Support payments. See Pub. 503, Child and Dependent Care Expenses, for detalls.)
G Child Tax Credit (including additional child tax credit). See Pub. 972, Child Tax Credit, for more information.
® I your total Income will be iess than $70,000 ($100,000 i married), enter “2" for each eligible child; then less 1" ifyou
have two to four ellgible children or less “2" if you have five or more elliglble chlidren.
s If your total income will be between $70,000 and $84,000 {$100,000 and $119,000 if married), enter “1” for each eligible chid. 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.) » H

® if you plan to temize or claim adjustments to income and want to reduce your withholding, see the Deductions
For accuracy, and Adjustments Worksheet on page 2. .

Sl

Tmog

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 eamings from all jobs excead $50,000 ($20,000 if married), see the Two-Eamers/Muiltiple Jobs Worksheet on page 2
that apply. to avoid having too little tax withheld.

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

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

o W"'4 Employee’s Withholding Allowance Certificate OMB No. 1545-0074
T | s iy e o s ey it comston omwitaang’s | D0)4 7
1 Your first name and middie Initial Last name 2 Your soclal security number
0Ly F HxL 231-80-c588
Home address (number and street or rural route) 3 ingle L1 Married [T Married, but withhold at higher Single rate.
' 5 "B [ A/ &gt 9\ Note: If married, but legally separated, or spouse Is a nonresidant glien, check the “Single” box,
City or town, state, and ZIP code 4 ifyour last name differs from that shown on your saoial security card,
S 1D Sg"" ' ‘ check here. You must call 1-800-772-1213 for a replacement card, P[]
§ Total number of allowances you are claiming (from line H above or from the applicable worksheet on page 2) 5
€  Additional amount, if any, you want withheld from each paycheck . . . . . . . . YL P AL
7 | claim exemption from withholding for 2017, and | certify that | meet both of the following conditions for exemption, RS R

* Last year | had a right to a refund of all federal income tax withheld because | had no tax llabliity, and
* This year | expect a refund of all federal Income tax withheld because | expect to have no tax liability.

f you meet both conditions, write “Exempt”here, . . . ., . . . . . rararare 2k
Under penalties of perjury, | deciare that | have examnined this certificate and, to the best of my knowledge and belief, it is true, correct, and complete.
Employee’s signature !

(This form Is not valid unless you sign it.) »
8  Employer's name and address (Employar’(

Date S’l@"Y

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. 102200 Form W-4 (2017)



Employment Eligibility Verification USCIS

Department of Homeland Security | oml: N1 f;gooh
USS. Citizenship and Immigration Sex‘vit_‘:es Wgésgmolg

»8TART HERE: Read Instructions carefully before campleting this forim. The Instructions must be
during completion of this form. Employers are llable for grrors in the complistion of this form,
ANTI-DISCRIMINATION NOTICE: It s iegal to discriminate against work-authorized |

Individuals: Employers GANNOT specify which
' document(s) an employes may present to estabiish employment authorization and Id

antity. The refusal to hire or continue to employ
an Individual because the documentation presented has a future expiration date may also constitute illegal discrimination.

eclion 1. Bmiloyee TRTarmation and AUsatation Empioykss il somsia 4 olgh Bectio 7 o7 Py 13 7o T
1 h 14k ey oF ypleymant b o woupi o o ey A o f o

avaliable, either in paper or elsctronically,

Last Name (Family Name) Firet Name (Given Name) Middle Inftial Other Last Names Used (i any)
B LE Y T

Address (Street Nurgber and Name) Apt. Number | City or Town ~ |[State ZIP Code
15 43 Qaﬁw, N. & Minceaenins JAA&L eall

Dato of Birth (mm/dcyyyy) | U.S. Social Security Number | Employes's E-mail Address [Empioyee's Telephone Number

a1l iapy_|BT- B8 B VN Ay

1 am aware that federal law provides for imp
connection with the completion of this form

| attest, under penalty of perjury, that | am (check one of the following boxes):
© 1. Acitizen of the United States
L[] 2. A noncitizen nafiona of the United States (See Instructions)
[] 3. Atawful permanent resident (Allen Registration Number/USCIS Number):

risonment and/or fines for false statements or use of false documents In

—_—

[] 4. An allen authorized to work _ until (expiration date, If applicable, mm/dd/yyyy):
Some allens may write "N/A" in the expiration date field. (Sse Instructions)
Allens autharized to work must provide only one of the following document numbers to complete Form 19: e
An Allen Reglstration Number/USCIS Number OR Form 94 Admission Number OR Forelgn Passport Number.: : .
1. Alien Registration Number/USCIS Number:
OR
2, Form i-84 Admission Number:
OR
3. Foreign Passport Number;
Country of Issuance:
Signatura of Employeg onc Today's Date (mm/ddAyyy)
e . 0%~ 10~80)7
gf"r--‘ :;}61"!! ; ;[ ] g By B, s T vy - T

ﬁ]twwasaim&mww Oap H8) anar ranefotsi{e) apaia e ertiiayen i Soirpielig Baniin 1, Ll
I attest, under penalty of perjury,

that I have assisted in the complation of Section 7 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/dd/yyyy)
Last Name (Family Name) First Name (Given Name)
Address (Strest Number and Names) City or Town State ZIP Code

@ En@layar Cbmpletqa Next }’agé_ 0

Form I-9 11/14/2016 N



Employment Eligibility Verification

USCIS
Department of Homeland Security Wi i
U.S. Citizenship and Immigration Services Tapis 083172005

&S

LaatNamadEmp

) Liat B NE e
- Identity and Employment Authorization Identity Employmoent Authorization
Document Title » e Document Title
N T O SSC
1ssuing Authority - ] Jgsuing rity ST
| ISEL LY oC onpJ  eimpgems

D nt Number Di N

S| o TN i DY
Expiration Date {if any)(mm/ddfyryyy) ;f Exmmﬂmbamflfﬂm{mnwm Expiration Date (7 any){mm/ddyyy)

- 109-(«4-20L83 - N A

Document Tiile \

Issuing Authority | [Additional Information e T L R
Document Number

Expiration Date (¥ any)(mm/ddfyyyy)

Do;zumamTﬂle

18suing Authority

Document Number

ExplraﬂonData{iTanﬂ{man/,Vyw)

cerﬁﬂuﬂon:ldmundarpemuyof pad.ﬂlatﬂ)lhavomlmdmodocmmm(o) 'pmonhdbythoabm-mmod employee,
(2)moabovo-llshddocumant(o)appaarbboglnulmandbrelahtotheempluyummed.and(a)tpmabutofmymlldpﬂn
employes Is authorized to work in the United States.

employes's ﬁratdayofe/m_nlqnant (mm/ddlyyyy): &S -1 -2.6\7) (Sulnmmoqurmmpﬂom)
gQaire pioyeror Authofized Repfesantat Today's Date(mm/idyyyy) | Title ot Employer or rized Representaiiva
e Y 1TAN s-1t-2017 | Yecrote ¢

or Authorized Representstive Employer's Business or Organization Name
EMPLOYER SOLUTIONS STAFFING GROUP LLC

i
Employer's Business or Organi Address (Street Number and Name) | City or Town ,Sm 2IP Code
7480 FLYING CLOUD DRIVE  SUITE 200 anmous MN 5534
Last Name (Family Name) First Name (Given Name) Middie initisl | Date (mmsayyyy)
' | Expiration Date (tany) (mmtidnyyy)

| attest, under penalty of perjury, that to the best of
the employee presented document(s), the docume

my knowledga, this employee is authorized to work in the United States, and if
nt(s) | have examined appear to be genuine and to relate to the individual,

Signature of Employer or Authorized Representative

Today's Date (mm/dd/yyy) Name of Employer or Authorized Representative

Form I-9 11/14/2016 N
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EMERGENCY CONTACT INFORMATION

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

Employee Name: M
Address: Jﬁimwmqﬂﬁ TN

Home Phone: (él_é-)&ca’CP&‘i"’

EMERGENCY
Please list two fleaple (In prlotity ordet) who epu

‘(i)yeTAst ; ol '

egnitagted In case of an emergency

Contact #1 Home Phone: (7o@) 393~ 3HoY
Name: Esjelle Arrald | Cell Phone:
Relationship: A‘\m’\" Work Phone:

Contact #2 Home Phone: (7¢3) J.68 "687cf

Name: )iOu landa Ml

Relationship: Ms4her

Cell Phone:

‘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.
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 by paper Check.
AR ¢ MLl

e STION | BAASTE INEORNEAFLON
Employee Name : SSNi# (last 4 digits) Effective Date

B i S1o-1
AECIHOR 3 [PANNOILL ELECTION
X Direct Deposit (Please complete Sections 3 and 5 below)  Note: Direct Depasit accounts may take up to 7 days to be activated
|| Payroll Debit Card (Please complete Sections4 and S below) | Paper Check (Please complete Section 5 below)
SECEION S DIREEGEE DIERPOSER

B [ Updste Bank Account

S8 Bank Name:m
3 L )an h.J’ Yl

S Rouioet 113094 5R9)
B Accoutt o 12 521 Yyg=

Acconnt Type: gChecin_g (] Savings [JOther

*  Tohelp us avoid making an error, please attach a copy of a voided check. (a deposit slip will not work)
* Ifyon change banks, donotcloseyonroldbankacconntnntilyourdirectdeposithnssmrwdatthencwbmk,whichmsytakﬂpuyperiods.

SECEIONTEDANROLE DEBRE GARD (GEOBNL GASIHENRD)

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, BSSG will provide the necessary information and issue you a Payroll Debit
Card to pay your wages. For your protection, the financial institution may ask you 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)

I understand and acknowledge that if T 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 T provide is incorrect.

Initial B!—\ pae_S - 1017

First Name ML Last Namse Date of Birth
Street Address (P0BOX NOT ACCEPTABLE) Social Security#
City State Zip T Cell Phons (mobils)
RECEIPT OF PAYROLL DEBIT CARD (to be complsted 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, Pprogram terms, conditions, and disclosures. By activating my Payroll Debit Card,
1 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. 1
authorize the financial institution to debit my Payroll Debit Card account for the fees described in the fie schedule that is part of the program terms,
conditions, and disclosures.

Employee’s Signature: 5
SEGEION S NUBHORIZNFTON

1 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

Date:_§— (g~ |7

made in error to my account(s). * E-mail is required for pay stub information.
. \
*Emamhlybzmgl& @ gmagl.com
this information will only be used te'send your paystubs electronically
Employee's Signature: _, Date:_ S~ IU"-L




o Employer solutions staffing group.

Leveraging Resources in a Changing Market

STATEMENT OF CONFIDENTIALITY

This agreement made this ]g‘“‘ day of M , 2017, between
Employer Solutions Staffing Group LLC, hereinatfter referred to as “employer”,
and M H1t) hereafter referred to as “employee”.

WITNESSETH:

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

~\ o ﬁthnAQk
Employer Solutions S ing Group LLC, Representative
. N )



employer solutions staffing group.

Leveraging Resources in a Changing Market

Important/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 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
se puede encontrar. Si se puede verificar que el cheque no ha sido cobrado,
ESSG se detendra el cheque de pago y reemitir el cheque a usted, descontando
un cargo de entre $ 25 - $ 35.

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 emitird un nuevo cheque y no hay cuota se deducira.

AGREED/SE ACUERDA—

Name/Nombre (con letra de molde): BR%L&J Ho L

Signature/Firma: 7@3\




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.

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.




- 3850 Pre-Screening Notice and Certification Request for

(Rev. March 2018) the Work Opportunity Credit OMB No. 1645-1600
E\?g;ﬁ"g&tg&}%mw » 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.

Your name M Soclal security number > 334- 83-0538)
Street address where you live l 043 Q-. L%qe AN Apy L
[

Clty or town, state, and ZIP code M_lmga}ﬁl\s MA KS‘L}H

County Homn: e Telephone number g 12\ do3- a4
1
f you are under age 40, enter your date of birth {(month, day, yean) @gg-]}4- [98'7

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

2 [ Check here if any of the following statements apply to you.
e | am a member of a family that has received assistance from Temporary Assistance for Needy Families (TANF) for any 9
months during the past 18 months.
* Iam a veteran and a member of a family that received Supplementai Nutrition Assistance Program (SNAF) 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 Department of Veterans Affairs.

* |am at least age 18 but not age 40 or older and | am a member of a family that:
a. Received SNAP benefits (food stamps) for the past 6 months; or
b. Received SNAP benefits (food stamps) for at least 3 of the past 5 months, but is no longer eligible to receive them.

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

* Ireceived suppiemental security income (SSI) benefits for any month ending during the past 80 days.

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

8 [ Check here if you are a veteran and you were unemployed for a period or periods totaling at least 6 months during the past
year.

4 [ Check here If you are a veteran entitled to compensation for a service-connected disabiiity and you were discharged or
released from active duty in the U.S. Armed Forces during the past year.

5§ [ Check here if you are a veteran entitied to compensation for a service-connected disabiiity and you were unemployed for a
period or periods totaling at ieast 6 months during the past year.

6 [ Check here If you are a member of a family that:
* Received TANF payments for at ieast the past 18 months; or
* Received TANF payments for any 18 months beginning after August 5, 1997, and the earliest 18-month period beginning
after August 5, 1997, ended during the past 2 years; or

* Stopped being eligible for TANF payments during the past 2 years because federal or state iaw limited the maximum time
those payments couid be made.

7 [ Check here if you are in a period of unempioyment that is at ieast 27 consecutive weeks and for ail or part of that period
you received unempioyment compensation.

Signature—All Applicants Must Sign

Under penalties of perjury, | declare that | gave the above information to the employer on or before the day | was offered a job, and it s, to the best of my knowledge, true,
correct, and complete.

T
Job applicant’s signature b ﬁ Ve
For Privacy Act and Papemork'R;Eucﬁon

Date 510~ i

otice, see page 2. Cat. No, 22851L Form 8850 (Rev. 3-2016)




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

EMPLOYER SECTION:

Client: Company:

Emp:gyer Solutions Group i CM (5\

Loeation: Position: - Starting Wage: §$

Siiker ot 10.5©

EMPLOYEE SECTION:

Employee Name: Street Address: City/State: Zip:

) )54 Q‘ﬁ& 2 _|Min 15,000 S5l
SS#: Date of Birth; Age: Have you worked for | If yes, location:

31 908 | 01,1 sty | gg | Shsmmemiye

Please complete all questions, and sign and date the form.,

Yes No

L

Have you or has anyone living with you received Temporary Assistance to Needy Families (TANF)
at any time since Angnst S, 19972 (if yes, please provide information below.)

Name of the person receiving benefits; Relationship to yon;
City: County: State;

Have you or has anyone living with yon received Food Stamps (SNAP) at any time during the past 15 months? D D

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

City: County: State:

Have yon received Supplemental Security Income (SSD at any time within the past 3 months?
Please 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,

Have you received any type of vocational rehabilitation services within the past two years?
If yes, please indicate which type of agency you worked with and provide their location information below:
[_] Vocational Rehabilitation Agency Dy

City: County: State:

Dept. of Veterans Affairs D Employment Network (Ticket to Work Program)

*lfyou checked yes please provide a copy of your active Individual Work Plan and Ticket to 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,
#6

(If yes, please provide information below, If no, please continue to question #6.)

Dates of Service - From; / / To: / /
Branch of Service; )
Are yon entitled to or are You receiving compensation for a service-connected disability?

O
O

Have youn been unemployed at any time during the last 12 months?

If yes, dates of unemployment - From: / / To: / /
Did you receive unemployment compensation at any point during your unemployment?
If yes, dates received unemployment compensation - From: / / To: / /

Have you been convicted of a felony or released from prison for a felony conviction in the past 12 months?

Conviction Date: / / Release Date: / /

Oy O o.m
O O O,

Was this a [ ] Federal or [ ] State conviction? If Stats - County: State:

d Additional Tax Credits
IEC (Native American): Are you or your spouse & member of a Native American Tribe?
*If you checked yes please provide q 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 F amily Independence Benefits?

O
0

Date: ﬁ“ ’O“'\l




Qualified Long-Term Unemployment Recipient

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

Client: Company:
Employer Solutions Group c N c/’\

Location: SUwResr oy S Employee Name: BG T3 , IIJ—].LJ SS#: 3%‘180‘052%

EMPLOYEE:

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

O I have been unemployed at any time during the last 12 months.

If applicable, dates of unemploymeit - From: To: -
From: / / To: / /
From: / / To: / /

[0  Ireceived unemployment compensation during my unemployment.

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

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: 4 )/ : = Date:
@%MO S-jo- 17

RetroTax®
3730 Washington Blvd.
Indianapolis, IN 46205
317-925-0553
wotc@retrotax-aci.com
www.retrotax-aci.com



employer solutions staffing group..

Leveraging Resources in a Changing Market

Notification of Minnesota Law Re uirement —

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 fo
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. If you fail to do so, it
may affect your unemployment benefits.

I understand by signing this form that | am responsible to contact ESSG within 5
calendar days once an assignment ends. | also acknowledge that | have received
a separate copy of this form. B H-_(Initial)

S—{0-171
Date:

Y W

Employee (please print your name here)

CMG_SM - Rev. 09.2013



Acknowledgement of Receipt Antiharassment Polic_y

- any questions | may have about this policy. I agree to comply with ESSG's policy on Antiharassment

Employee Name (Please Print)

Braoiry Wy

Employee’s Signature;

Date:_S5-1d-|7

22




RECEIPT OF EMPLOYEE HANDBOOK AND EMPLOYMENT-AT-WILL STATEMENT

revise, delete and add to the Provisions of this Employee Handbook. All such revislons,
deletions or additions must he in writing and must be signed by the CEQ of the Company. No

without cause oy notice, at any time, No implied contract concerning any employment-related
decision, term of employment or condition of employment can be astablished by any other
statement, conduct, policy or practice.

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

DATE_T-10~)Y

EMPLOYEE

NAME_ P &y By
PLEASE PRINT

EMPLOYEE

SIGNATURE

ESSG |
REPRESENTATIVE /| 2 N\ gup

—

23
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acknowledge that | have been given the opportunity to ask questions and express concerns
during my orientation, Additionally, | understand and support the following:

1.

Date;

Associate's Printed Name: C Al ]—J‘..)l

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.

S-lo-)Y

Orientation provided by: W/@”fj] / 1’16 peln

24




employer solutions staffing group. - w & EES NG. 06
Levaraging Resoures in a Changing Morke: - e '_

EOUpa wmmm
m--mu-.-.- ey s wawonch ve Whine fa. cheka,

Enhanced MEC Plall_Plan 1 Benefit Plan Administrators, Inc.

loyee L] Rehire Rehire Date

Benefits Enroliment Form
Employéelnformation

Name (First and Last)

ew Em;

Soclal Security Number

L 334-80-0529

d City State Zip Code

54 e N snneaprks 5641}
G)ender Male ' Marital Status ] Single | Date of Birth al . ML Date of Hire

[J Female | [ Married ﬂmm o4 / ’ ""/ qu\f

WPhone Number: Emall Address:

12 203-9294 hby@m&g@g@cm
Please Select Desired Coverage:

Employee Only - D Employee+Spouse - EEmployeﬂChild(ren) - Family -
$24.00/Week $38.00/Week $36.00/Week $63.00/Week

Soctal Security # Birth Date | Sex Relatlonship
oy ] Aasers- NG| O mae Clspouse & cau
me : LastName . ~O% = 39. & Female O Domestic Partner
Social Security # Birth Date | Sex Relationship
0 Male [1Sponse [ Child
M. Last Name [OJ Female [0 Domestic Partner
Social Security # Birth Date | Sax Relationship
O Male ] O chid
FlrstName M. Last Name [J Female = p(lw:nlse Domestic Partner
NAME OF PERSON COVERED (FIRST, LAST):
" EFF.DATE
EFF. DATE
EFF, DATE

Employea Acknowladgement and Authorization - | hereby appiy for the group benefit{s) as indlcated. | acknowladge that all entries are true and complete and that
any misstatements or fallure to report information may be used as the basls for cancellation of coverage for me and my dependentfs), i any, from the original
effective date. Further, 1 authorize my employar to make the necassary payroll deduction of premlums for coverages | have elacted.

IF ENROLLING - YOU MUST SIGN HERE

Uesr 1] bate S—)0-15
SWPLovers pecLke — 141 am DECLINING coverage

| understand that | and/or my dependents, if any, waive any coverage and desire to participate in the plan ata |

must meet the requiroments defined in the Certificate of Coverage for the company’s medical or dental Plans. if I decline enroliment for myself or my dependents
(including my spouse) because of other coverage, | may, in future be able to enrol myself or my dependents In this plan, provided I request enroliment within 31

days after the other toverage ends. In addition, if a new dependent relationship forms as a resuit of marriage, birth, adoption, placement for adoption of parting suit
of adaption, I may be able to enroll myself or my dependent, provided | request enroliment within 31 days of the event.

IF DECLINING- YOU MUST SIGN HERE

Employee Signature

ater date. l/'we may be considered a lata enrollee and

Date

Employer Solutions Staffing Group Health Benefits Team
PO Box 46270 Minneapolis, MN 55344-0956
Phone: 952-767-9519 Fax: 952-767-9515
Emai; Health@employersoluﬂonsgroup.com



rixea indemnity Medical Beneﬁts___Plan 2

g5 _\_/Sl 219301-ESG-1 OFFICE USE ONLY LOCATION

Rehire Date___ / _

_/

—— e

ENROLLMENT FORM

ESC CU(UNAC-MN) P1 v18.2

PRIN?&SING BLACK or BLUE INK (Must Be Filled Ou)

Name Ir Social Security # Home Phone ’ S N
Bﬂmom;/ Hu - 2R9-gogep szt = ®F
Add | Apt. #
IS4 aoRe 4 o v
City State Zip [ Date of Birth
_ _Min'\&t‘asks S54| (O IYY 19@

_MA

B. DO YOU OR ANY OF YOUR DEPENDENTS RECE|VE MEDICARE BENEFITS?

DY_eg'm No. If Yes, please continue.

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

e & e —— - - -

l:léme of Covered Persc;n-‘(”s‘):

B T ——

1. =2 (3.

Payroll Deducted Weekly Rates:

C. LIMITED BENEFITS PLAN SELECTION
You MUST select a coverage level before any benefits in Section C. Your coverage level for

identical. The Fixed Indemnity Medical Plan, Dental Plan, Term Life Plan,
Insurance Company. The Vision plan is underwritten by Companion Life Insurance Company.

the all benefits in Section C will be
and Short-Term Disability plans are underwritten by BCS

SELECT COVERAGE LEveL "R INDEMNITY | ) VISION TERMUFE | SHORETERW
Employee Only [] s2025 (B g617 ul)|  seaa & soeo ad| e &
Employee + 1 [ $41.10 $12.34 $4.92 $0.90
Employee + Family [ $54.88 $20.36 $6.56 $1.80
oy o _NO _to ALL Benefits D D Yes D No DYes D.No |]_'Yes D No DYes D No DYes D No

' This coverage is not available to residents of NH, Hi, or PR, 2STD is not available to y.;;r'sons who work in“CA, Hi, NJ,—NY, orRl.

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

Name

please write in your beneficiary information,

[ kelationship

Accidental Death &

D. REQUIRED DEPENDENT INEFORMATION
. - - : . <. S
Name Social Security # Date of Birth Sex , Relatjonship

 Aweren Flowers- Pol\ 30 1-0p 8374 b 1/ 2c0q | MR | [ spouse et [JPomestic Partner
Name ‘ Social Security # Date of Birth Sex ! Relationship
oy s il R L2 IMI[F] [Jspouse ] chid [ Domestic Partner
Name | Social Security # Date of Birth | Sex Relationship

e e eIty e L | M) [ spouse[chid [ Domestc Partner
Name | Social Security #  Date of Birth | Sex Relationship

o iE]

E. REQUIRED SIGNATURE %g_QUSTﬁqﬁ AND
| have read the benefit packet and understand
a "!"_’[t..f:-'s’_tirf_'e_en_d._'__!_Jnf!%r?f_ené.th?if__.!r'_a_kina.n9

i
DAELSD Mo/ onAl |

DATE, EVE

enefit selection is a declination of coverage.

P> SIGNATURE 7/

NIF YOU DECLINE COVERAGE
its limitations. | understand that open enrollment is only available for

L1 Spouse [ child [ Domestic Partner

This is an Essential StaffCARE Enrollment Form.



