—
Goioe o E-Verify: Print Case Detsils - Preview

SENSITIVE BUT UNCLASSIFIED
Case Verification Number: 20170791104097B
Report Preparad; 03/20/2017
Cnmm Information
Company ID; 47429 Comparny Name; Employer Sojufions Staffing Group
Em; 8 Information
Last Name: htop First Nama: paw
Date of Brth; 01011875 Soclalsmuruy Number: %0084
Hire Date; 0ar20/2017 Chtizenship Status: Alawful parmanent residant
Document Information
\

List B Document; Dﬂvarsﬂomaorlboambauedbyau.&shboruuwmmssmhn menmmnentSonhlSecuruycam

Dooument Name: Drivar's ficense Document State; Texas

Driver's Licenss or Ip Card Number: Document Explration Date: 01/01/2019

Casa Status Information

N

Current Cass Resuit: Empbymamhmwﬁzad Emplayer Cage In:

Case Submitted Op; 03/20/2017 Case Submitied By: 8GLAB832
SENSITIVE BUT UNCLASSIFIED



B

Employment Eligibility Verification USCIS
Department of Homelang Security ong;:l?sll;z -
Us, Citizenship and Immigration Services Expires 08/31/2019

First Name (leeb Name) ‘ Middie Initiat Other Last Names Used (b'al;y)l
OcA |
Address (Street Number and Name) L Apt. Number City or Town State ZIP Caode
99 Bury <t Str pau | M S50
Date of Birth (mm/dd/yyyy) U.S. Social Security Number Employee's E-maii Address ! Employee's Telephone Number
Ol [ (1915 |H{3-E - 6. 775 044 ¢,
lam aware that fede

ral law provides for lmprisonmer:t and/or fines for false statements or use of false documents in
tonnection with the compietion of thig form.
l attest, under Penalty of perjury,
[] 1. Acitizen of the Uniteg States
D 2. A noncitizen national of the Uniteq States (See Instructions)
Nd'3. A lawful Permanent resident (Allen Registration Number/uscis Numbey): 24

| | 4. Analien authorized to work until (expiration date, if applicabie, mn/ddlyyyy):
Some allens may write "N/A" In the expiration date fieiq, (See inslrucﬂons)
Allens authorized to work must provide on

ly one of the following document numbers to complete Form |1.9:
An Allen Registration Numberuscis Number OR Form 1-84 Admission Number oR Foreign Passpaltlvumben

1. Allen Registration Number/uscis Number;
OR

thatlam (check one of the following boxaes):

QR Code - Secfion 1
Do Not Wite In This Space

2. Form |-84 Admisslon Number:
OR

3. Foreign Passport Number:

Country of Issuance; ’

’ Signature of Employee

por W jf7eP TSP Cu ko
reparer and/or Translator Gériification {eheck éne); : ‘ ‘

g I did nit use a prapagat or translator. @ A prepaferls) anday Yanslator(s) assistdd the Smplayer In sompleting Sactian 1
(Rlelds below myst be pampletey and stried when preparers andfar ranslators bssist en ompluyee in dompleting Seetion 1 }
| attest, under Penalty of perjury, that | haye assisted in the completion of Section 1 of this form and that 1o the best of my
knowledge the Information is true and correct.
f Signature of Pre arer or Translator I Today's Date {mmsddsyyyy)
B 13- 30081y
Last Name (Fagylly Name) First Name (Given Name)
\ Mo -
Address (Street Number ang Name) ’ City or Town State ZIP Code
ATD 3t Do) MN | S pe

@ Employer Completos Nex Page @

Form I-9 11/1412016 N

[



Employment Eligibility Verification USCIS
Department of Homeland Security Form 1-9
" : e . OMB No. 1615-0047
U.S. Citizenship and Immigration Services m"os 12019

Sactlon 2, Employer or AulRotlzsd Reprace Review anil Ve °"" | first mw |
rﬁmmafthe&muedmm' 4nmmu§;¢wnpmear_um&ecmsmm 8 business days of the yea's af it )
must physieally exaring ane documeh from List & Oﬁadmaﬂmdwmummﬂu‘a‘rumaww da%mmdgwmama 'Lvl:?s
w%ﬁmm-ﬁ
Employee Info from Section 1 | L2st Nm_{F&m]ly Name) Flr# NaT: ){Given Name) M.l Citizenship/immigration Statug
ListA OR List B AND ListC

Identity and Employment Authorization Identity Employment Authorization

Document Title , cument. Title ! Dogument Title

\

Issuing Authority Isauiny Issuing Auth

AR —1exas CZn

Document Number Doyem N@g_’:l’ \3 Docume@ gumbﬁr u
Expiration Date (Ifany)(mm/dd/yym Expiration Date (if any){mm/dd/.w,w) Expiration Date (if any)(mm/dd/yyyy)
= U\ ~ ag\G D

Issuing Authorty Additional Information D‘g"Nﬁ,"Ss,,;:;,""T;,ﬂ:gp:;

Document Title

Document Number

Expiration Date (ifany)(mm/dd/yyyy)

Document Title

Issuing Authority

Document Number

Expiration Date (it any)(mm/ddfyyyy)

Certification: | attest, under Penalty of perjury, that (1) I have examined the document(s) presented by the ahove-named employee,
(2) the above-listad document(s) appear to be genuine and to relate to the employee named, and (3) to the best of my knowledge the
employee is authorized to work In the United States,

The employee’s first day of employment (mnvdd/yyyy): QZ B - g‘é l J(see instructions for exemptions)
nature of Emp Yr Al_Jtholized Representative Today's Date(mm/dd/yyyy) Title of Employer or Authorizegd 'Representaﬂve
? c A~ CH-20-30\) ceoy e /
st Name of EmpioyeP or Autho Bpresentative | First Name of Emplaoyer or Authorized Representative Employer's Business or Organization Name
5 \Q'jfau\ (Ci\r\p_,\ \o LA EMPLOYER SOLUTIONS STAFFING GROUP LLC
Employer's Business Organization Address (Street Number and Name)} | City or Town State ZIP Code
7301 OBEMS SUITE 405 EDINA MN 55439

—oatlon 3. Reverifiqatlon and Rehires (7o re aarpletad &nd sigried by smpiayer g authafized rspresentative )
A, New Name (i applicanle) ’ B. Date of Renire (7 applicable)
Last Name (Family Name) First Name (Given Name) Middle Initial Date (mm/ddsyyyy)

[6.7Te bmployee's previous Grant ot eriplcyrient aHonzalon has explred; provids the Informatioh for The deoumsnt or recelpt Thal eatablishas

oontinuing employment autho afian in the space provided below.
Document Titie Document Number Explration Date (ffany) (mmAddlyyyy)

1 attest, under penalty of Perjury, that to the best of my knowiedge, this employee Is authorized to work In the United States, and If
the employee presented document(s), the document(s) | have examined appear to be genuine and to relate to the Individuai,

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

Form I-9 11/14/2016 N
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. . h
employer solutions staffing group. SELER e S o
Leveraging Resources in a Changing Market Tel: 952.835.1288

www.esgstaffingsolutions.com

New Hire Application

Personal Data-- PLEASE PRINT LEGIBLY IN INK

Last Name_{ﬂ:g& | First Name i:g.s w . Middle Initial
Street Address ﬂ]Iq @H&ﬂ & Apt/Ste &3:

City/State/Zip .\1 2 ‘_V“\) ) Social Security Last Four XXX-XX-
£9-4 Email Address @

Phone Number

Staffing Agency/Recruitment Partner

All offers of employment are conditiopal upon satisfactory proof of Identity and legal ability fo work in the US.A.
Are you legally authorized to work In the United States of America? %YES ONo

Applicant Certification and Authorization

7"f’?“ D
Qo Moo %fzz Witto .- 20- Qo1+
Name (Print br type) plicant's Signature Date g

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 ____ e —_— | 850 wa

Emergency Contact Info | Background Release Form Background Results Unemployment Letter ESC Application
(if applicable)

For ESSG Client Use

DOH ROP Work Site Loc. WC Code
ESSG - Supermoms CMG

Rev, 0512015



Form W4 (2017)

Purpose. Complete Form W-4 go that your
employer can withhold the corract federal income

from your pay. Consider completin
W-4 each
situation ¢
Exem)
complete only iines 1, 2, 3, 4, an
form to validats It, Your examgﬂon for 2017
ee Pub, 505

Feb 15,2018, 8§
and Estimatod Tas.

& new Form

xear and when your Personal or financlal
anges.

on from withholding. If JP’U arda alsent-;‘pt.
and sign the

ires
, Tax Withhg’l(c'falng

Note; If another Person can claim you as g dapendent

on his or her tax Tetum, you can't laim exempt]

on

from withholding if m:urtotaj Income exseeds $1,050

and ncludes more

an $350 of uneamed Income (for

exampls, Interest and dividends).

Bu;fﬂons. An emplo be able to claim
exemption from wlﬂ-nl'llt;‘lt:!?:fgs evm:g if the employes |5
adependent, if the employee:

*laage 85 or older,

* ls blind, or

m

i-tewnllzglalm adjustments to Income; tax credits; or

d deductions, on his or her tax retum,

The exceptions don't apply to sy plemental wages Nonwage Income, If you have a large amount of
greater th?a“n §1,000,000, 2 g nonwagse Income, suc‘ as lntemstaor’;- dividends,
Basic Instructions. if you aren't exempt, compiste °8"°'de" making m.’r““t?g tlax ents """QIF""“
the Personal Allowangesg Workshest beiow, The 1040- ax for Indivi 'l:als. Otherwise,
workshests on page 2 further adjust your you ma){ owe additional tax, |f yoy ave pension or '
withholding allowances based of itemized annuity Income, see Pub, 505 0 find if yau shouid
deduotions, certain credits, adlustmemsto Income, aclust your withhoiding on Form W-4 or W-4p.

or two-eamars/mulﬂple Jobs situations,

Complets al worksheets that apply. Howevelr. you
ular
wages, withholding must be based on allorv?gnoas

may claim fewer {or zerg) allowances, For

you claimed and may not be a flat amount or
Percentage of wagea,

Head of household. Generally, you can claim head

working

al jobs
on ali jol
W

Two eamers or muit; le Jobs. If you have a
p ﬂ!tan one‘]'gb.

0LISe or more
er of

figure the

clalmed on the o ers, S8es Pub, or detalls,
%Sﬁ?ﬂ%ﬂug ;',‘,‘;,“,’,i,‘,",‘,,’,;’,,ﬁ"é:{.";g},‘ﬂ‘:}'} e" Nonresident alien, fyouars a nonresident afien, see
costs of keeping up a home for yourself and your Notica 1382, Suppiemental Form W-4 Instructions for
dependentls) or ther qualiying Inchey 4" Nonresident Allens, befars completing fhie o
Pug. 501, Exemptions Standard Deduction, and Check your wiihholding.Aﬂaryour Form W-4 takes
Flling Information, for Information, :g\%m' use| l;gltg 505 to sep tgc:w the arjnt'::lilan:I yous are
T Boted redits ng eomgaraa your proja
a&%ﬁﬁ;ﬂ:ﬁgmﬁﬂbh nur;?l’:(e? of lnto for 2017, See Pup, 5 5! especially g gour samings
Withholding allowances, Credits for child or dependent exceed $130,000 (Single) or $1 80,000 (Married),
9are expenses and the child tay credit may be clalmed Future developments, Information about any future
using the Personal Allowances Worksheet beiow, developments affaoting Form W-4 {such as
Ses Pub, 505 for Information on converting your other legisiation enacted after we release ) will be posted
credis Into withhoidin allowances, at www./rs.gov/w4,

Personal Allowances Worksheet (Keep for your records.)

A Enter“1”foryoursalf if no one else can claim You as a dependent , |, 900 0 0 05 06 g o & Y
® You're singie and have only one Job; or
B Enter*1*if: { ® You're married, have only one job, and your spouse doesn’t work; or ] o o o [
° Your wages from a second job or your Spouse's wages (or the tota| of both) are $1,500 or less,
C  Enter “1* for your spouse. But, you may choose to enter *-g.» if you are married and have ejther g working spouse or more
than one job, {Entering »-g-» may help you avoid having too little tax withheld) , . | . R s | MRS T
D Enter number of dependents (other than your spouse or yourself) you will claim onyourtaxretum ., , | o e . D
E  Enter*1*jf you will file as head of household on your tax retum (see conditions under Head of household above) E
F  Enter®17jf you have at least $2,000 of child or dependent care expenses for which yoy Plan to claim a credit a 7
(Note: Do not Inciude child support Payments. See Pub, 508, Child and Dependent Cara Expenses, for details.)
G  Child Tax Credit (including additionaj child tax credit). See Pub, 972, Child Tax Credit, for more Information,
® If your total income will be less than $70,000 {$100,000 i Married), enter “2" for each eligibje child; then lass #1» ifyou
have two to four silgible children or less *2” if you have five or more eligible chiidren,
* If your total Income wii be between $70,000 and $84,000 ($1 00,000 and $118,000 j married), enter *1” for each eligible chid. @
H AddlinesA 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 itemize or cialm adjustments to Income and want to reduce your withholding, see the Deductions
Foraccuracy, [ and Adjustments Worksheet on page 2,
complete all * If you are singie and have more than one job or are manried and you and your Spouse both work and the combined
worksheets eamln?s from alf jobs excesd $50,000 ($20,000 married), see the Two-EamerslMultlple Jobs Worksheet on page 2
that apply. to avoid having too [ittie tax withheld,
® If neither of the above situations applles, stop here and enter the number fromline Hon line 5 of Form W-4 below,
- Separate here and glve Form W-4 to your employer. Keep the top part for your records,
= W"'4 Employee’s Withholding Allowance Certificate OMB No. 1545-0074
ST | e sttt st o e o e e | D017
1 Yourfirst name and middis infga] Last name 2 Your soclal security number
07\ - -

Home add| {number and street or rural route)

Skl
City or town, state, ang Zip code N

AT NE

Mai

ed, but withhold at higher Single rate.

+ OF 8pouse s a nonresident allen, cheok the “Singls"” box.

4 Hyour last name differs from that s
‘ check here. You must cafl

hown on your soclal security card,

1-800-772-1213 for a replacement card. P[]

§  Total number of allowances You are claiming (from line H above or from the applicable workshest on page 2) 5 .
6  Additional amount, if any, you want withheld from each paycheck ., ., | | R ) 6
7  Iclaim éxemption from withholding for 201 7, and | certify that | meet both of the following conditions for exemption,
* Last year | had a right to a refund of all federal income tax withheld because | had no tax liability, and
* This year | expect a refund of aji federal Income tax withheld because | expect to have no tax llabllity, ; R
—_____lfyoumeet both conditions, write “Exempt® here . e e b e A |7
Under penalties of perjury, | declare that | have examined this certificate and, to the best of my knowledge and ballef, it is true, correct, and complete.

Employee’s signature
(This form is not valld unless you sign it.) »

# 700

Date» o &

—_— T unies M
8 Employer's name and address (Employer: Compiet® lines 8 ang 10 only if sendind to the IRS.) I 9 Office code {optional)

1
10 Empioyer Identification number (EIN) 7

For Privacy Act and Paperwork Reduction Act Notice, see page 2.

Cat. No. 10220Q

Form W-4 (2017



EMERGENCY CONTACT INFORMATION

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

L3

Employee Name:
. ONre
Address: _ ?‘ @

Home Phone: { =%

Ww

A

YV S50,

L.

4

e = Ty TENGY CONTRGTT
Please list two peaple (I priority arder) wha opuld be ggntaated in cage of gn emargency

£8], T Da-VLAr -

CTY

Contact #1
Name: Mo\ \/\)m"
Relationship: C )
OUuy 1 -

Home Phone:

CellPmone: L8, 3151 09.

Work Phone:

Contact #2

B qu\ "<\taw .

Relationship: X:‘(\ " \
LNl -

Home Phone:

Cell Phone:

" Qs.é\oﬂ\o&o-

Work Phone:

This information will remain confidential and wilj 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 Ages will be paid by paper Check.

nilela
LEEGERION
eposit (Please complete Sections 3 and 5§ below) -

Payroll Debit Card (Please complete Sections 4 and 5 below)
SECTEION 3 DIRECE DEROST]

Nmnmnepmmcmmnsinaymkeup fo 7 days to be activated
NJ| Paper Check (Pleass complets Section 5 below)

I 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,

MQL Dm_hﬁ;m 57

* Tohelpus avoid making an errar, Please attach a copy of a voided check. (a deposit slip will not work)
- Ifyonchangebankn,donotcloseyum-oldbankawomtnntﬂyourdirectdepoaithasstartedatﬂmnewbank,whichmayinkﬂpaypminds.

SECEIONC L DAN RO DEBE GARD (G OBNL CASH GARD)

Cardtopayyomwages. Furyourpmtacﬁon,theﬁnancial 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 haye access o 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 termg 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)

First Name ML Last Name Date of Birth

Strest Address ponax NOT ACCEFTABLE) 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

1 received my Payroll Debit Card, welcome brochure, program fees, program terms, conditions, and disclosures, By activating my Payroll Debit Card,
1 am agreeing to the prO, iti i

ctly deposit my periodic wages/compensation payments, net of required tax withholdings,
, 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.

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

Employee's Signature: Date:




~ employer solutions staff INg group.

Leveraging Resources in a Changing Market

STATEMENT OF CONFIDENTIALITY
2 LUNFIDENTIALITY

This agreement made this §ﬁ day of__ QA .201_’]_, between
Employer Solutions Staffing Group LLC, hereinafter referred to as “employer”,
and 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.

amount as liquidated damages shall not be construed as a release or waiver by

Employee Signature

x\@\u{(

\
Employer SolutionsStaffing @Representative




. employer solutions staff INg 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 stoien. |f the check has not
been cashed and if the joss 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. Sj se puede verificar que el cheque no ha sido cobrado,

ESSG se detendrs 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 Ia policia
antes de que podamos volver a emitir el cheque. Una vez hecho esto, usted

AGREED/SE ACUERDA—
Name/Nombre (con letra de molde): ‘?,\ 0 \;\k}@

Signature/Firma: P ﬂ‘-\:—g?\ =4 W# Too




employer solutions staffing group

Leveraging Resources in o Changing Market

INJURY MANAGEMENT PROGRAM

Injured Worker’s Responsibilities

As your employer, we are concerned about your full recovery. Reasonable and
necessary medical care will be paid for any compensable work injury. Medically
authorized time away from work will be reimbursed in accordance with the State
of Minnesota workers’ com Pensation laws. Wherever possible light duty
restrictions imposed as a resuit of your injury will be accommodated.,

RESPONSIBILITIES OF THE INJURED WORKER:

Minnesota Rule Sec. 5221 .0430, Subp. 1 requires that you choose one primary
health care provider. Subpart 2 places limitations on your right to change

care provider,

Attend all scheduled appointments. While on physical limitations, visits should
be a minimum of once every two weeks. Failure to have current medical support
for disability may result in termination of benefits. Schedule your next
appointment immediately after your doctor visit, before you leave the clinic if
possible.

Immediately following your appointment, provide a copy of the report to the
designated employer representative. You should deliver this in person so that
changes in work restrictions may be addressed and any questions answered.

Follow all physical restrictions at home and at work.

Report to work and perform physically suitable tasks as assigned. These may or

may not be in your regular department. The work may or may not be on your
usual shift.



rom O8D0 Pre-Screening Notice and Certification Request for

(Rev. Maroh 2016) the Work Opportunity Credit OMB No. 1645-1600
Department of the Treasury -
Internal Revenue Servige P Information about Form 8850 and its separate Instructions Is at www.irs.gov/form8850,

dJob applicant: Fill in the lines below and check any boxes that apply. Complete only this side,
Your name @QLN \_\"'D 0 Soclal security number > Q@ iq & \ = 6@ b (
Street address where you live 60\0\ MK ‘( ﬁ" ’ 4
Gty or town, state, and ZIP code 3} PM—LA-\ v NN 1 9N1J0 .
County ;’@Q\M% €,t A : Telephone number 6‘3‘ - '-rl "-'5 = n .

If you are under age 40, enter your date of birth (month, day, year) M ! ‘ , | O{J 5 .

1 [ Check here if you received a conditional certification from the state Wworkforce agency (SWA) or a participating local agency

2 [ Check here if any of the following statements apply to you.
* | am a member of a family that has received assistance from Temporary Assistance for Needy Familles (T ANF) 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 stats, an employment network under the Ticket to Work
program, or the Department of Veterans Affairs,

* lam 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 bensfits (food stamps) for at ieast 3 of the past 6 months, but is no longer eligible to recelve 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.

1 am a veteran and | was unemployed 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 disablility and you were discharged or
released from active duty in the U.S. Armed Forces during the past year.

5 [J 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 family that:
* Received TANF payments for at least the past 18 months; or
* Received TANF payments for any 18 months beginning after August 5, 1997, and the earliest 18-month period beginning
after August 5, 1997, ended during the past 2 years; or

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

7 [ Check here if you are in a period of unempioyment that Is at least 27 consecutive weeks and for all or part of that period
Yyou recelved unemployment 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 Is, to the best of my knowledge, true,
correct, and complete.

To0
Job applicant’s signature > :%\-HS—A‘”D Fw W # =4 Date \&3 “& 0 - l'_‘
For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 228511 Form 8850 (Rev. 3-201g) *




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

Client: m Company:
Employer Solutfbns P
Loeation; Position: Starting Wage: §
EMPLOYEE SECTION:
Employee Name: - Street Address: .| City/State: Zip:
Paw thon (494 Buer S Y- paud 13
Ss#: *.. ' | Date of Birth: Age: Have you worked for | IF yes, Idcation: '
this company hefore?
BAS-096{ 0V, 0], 1475 E by
Please complete all questions, and sign and date the form. Yes No
1. Have you or has anyone living with you received Temporary Assistance to Needy Families (TANF) [ 7]
at any time since August 5, 1997? qf ¥es, please pravide 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? D D
(If yes, please provide information below.)
Name of the person receiving benefits; Relationship to you:
City: County: State:
3. Have you received Supplemental Security Income (SSI) at any time within the past 3 months? I:I I:]

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,

4. Have you received any type of vocational rehabilitation services within the past two years? D D
If yes, please indicate which type of agency you worked with and provids their location information below:
[] Vocational Rehsbilitation Agency || Dept. of Veterans Affiirs [] Bmployment Network (Ticket to Work Program)
Name of Agency: . Phone #;
City: County: State:
*If you checked yes please provide a copy of your active Individual Work Plan and Ticket to Work documentation.

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

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

O
O

6. Have you 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: / /

O O O
O O O;

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

Conviction Date: / / Release Date: / /
Wasthis a [_] Foderal or [_] State conviction? If State - County: State;
Additional Tax Credits
IEC (Native American): Are you or your spouse a member of Native American Tribe? D D

*If you checked yes please provide a copy of your CDIB card,
CA Residents: D Are you the child of foster parents? D Do you receive CalWorks? D Workforce Investment Act?

D 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, 1declare the information above to be true and accurate 1o the best of my knowledge, and 1 hereby authorize any agency, organization, or

individuals to supply such verification or information that may be needed to determine tax credit eligibility to my employer, employer representative (Associated
Consultants, Inc. dba Retrotax), or the Department of Labor.

New Employee Signature: t?'pﬁﬁ—%'(\b P@) Wﬁ’roo Date: 'O_?) f—(). 0O ~ &\ () \ j




SPeCialats inbTan Crodit Aiisrntion

Qualified Long-Term Unemployment Recipient

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

Client: Company:

Employer Solutions Group

Location: Employee Name: SS#:
EMPLOYEE;:

Please check the statementy(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: / /

[0 Ireceived 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-ﬁ—m"‘%ﬁbo P@] W . _H._ ,i/{m ]jé_t%_ Q0 - ad \ ~!

+

RetroTax®
3730 Washington Blvd.
Indianapolis, IN 46205

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




employer solutions staff INg group.

Leveraging Resources in a Changing Market

Notification of Minnesota Law Requirement ~
‘Unemgloyment Acknowledgement

According to Minnesota Statute section 268. 095, subdivision 2, paragraph (d), an
applicant who, within five calendar days after completion of a suitable

Job assignment from a staffing service, (1) fails without good cause to
affirmatively request an additional suitable job assignment, (2) refuses
without good cause an additional suitable Job assignment offered, or (3)
accepts employment with the client of the staffing service, js considered to
have quit employment.

It is your responsibility to contact ESSG (for instance, by calling 952.277.5227 or
using any other form of contact) for additional assignments. If you fail to do so, it
may affect your unemployment benefits.

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

;FQ/ w 1 1eo
Y INAREYS 0%-20. 3ol
Employee Sighature: Date: \
Do Yoo
Employee (please’print your name here)

CMG_SM - Rev. 09.2013



RECEIPT OF EMPLOYEE HANDBODK 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.

I also acknowledge that my employment with ESSG is not for a specified period of time and can be
terminated at any time for any reason, with or without cause or notice, by me or by the company. |
acknowledge that no oral or written statements or representations regarding my employment can alter
the foregoing. | also acknowledge that no manager or employee has the authority to enter into an
employment agreement, express or implied, providing for employment other than at-will.

I also acknowledge 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. | 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.

DATE_(% . 3.0 ABQ
EMPLOYEE
NAME R Rnyele)
—¥h " PLEASE PRINT

EMPLOYEE
SIGNATURE WPWW ttTor
e KAS
REPRESENTATIVE__ P\

23




Acknowledgement of Receipt Antiharassment Policy

I certify that | have received a copy of Employer Solutions Staffing Group’s Antiharassment Policy. I

I 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 952.835.1288/1.866.496.7573 in order to obtain
assistance in the resolution of such matters.

Employee Name (Please Print)

s
Employee's Signature: PQ] w -H-."o@

J‘QM—HG—#‘F\:@Q . Date: O% -0 -\ 0 ""‘

22




E 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 concerns
during my orientation. Additionally, | 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.

02-3p-8017

Associate's Signature; W FO‘/ w ‘H- To6
Associate's Printed Name: A \)3/“’?‘61‘;
Orientation provided by: /

—

24




DRUG AND ALCOHOL

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

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 certain rights; and (d) that certain events as described in the policy may result
in adverse personnel action, including my termination from employment with ESSG. |
understand that this policy in any form, and any employee handbook including this
policy, are not a unilateral employment contract or offer thereof.

_ 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.

POw oD
Individual’'s Name

0% _ 30-

Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10




Authorization

—

Autharization: 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;
(b) anyone to provide information about you to BGC and/or Orange Tree Employment Screening; (c)

BGC and/or Orange Tree Employment Screening to provide Employer Solutions Staffing Group, LLC 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 irivestigate your education, work history, professional
licenses and credentials, references, address history, soclal security number validity, right to work, crimi-
nal record, lawsuits, driving record, credit history, and any other information with public or private infor-
mation sources. You acknowledge that a fax, image, or copy of this authorization is as valid as the origi-
nal. You make this authorization to be valid for as long as you are an employee of ESSG.

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

Personal Information: Please print the informatign requested below to identify yourself for BGC.

Printed name: CAl . m@ﬁ
First Middle (0 . Last
none)
Other names used:
Current county of residence:

Current and former éddresses:

Y 5-_current s S‘"PO\M) Uiy BBlgy ¢y.

from Mo/Yr to Mo/Yr Street City, State & Zip
~ from Mo/¥r 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.

Ot ) \an SBld-=\ g1, .

Date of bith Social security number * |

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.

WQ——%‘-’;—AM&,_ __O_a0. goty

Date




AemnEmer @80  ESNG g

unpluyusuhﬁmsyoup. tmplayes sobuions natiamwid o,

el o et e e e R i LT

Enhanced MEC Plan_Plan 1 PR tenion b

Benefits Enroliment Form J New Empig

Employce inforination

Name (First and Last)

Y Pow  Winn

Address

ee_ [] Rehire Rehire Date

Social Security Number

S|
Clty State

614 Buaye s\ Sceeaul | MN | S9ap -

Gender LI Male | Marital Status N/ Single | Dato o7 Birth

__DiFemale | [l Maried 4 pyorcea ‘E.;:Ga:sﬁi clkl "98} [5\0\‘1‘

Phone Number; ~
eal- 71 0% as.
Please Select Desired Coverage:

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

Social Security # Birth Date | Sex Relaﬁmlﬂhip
O Male OISpouse [ Child
T, Last Name [ Femaie O Domestic Partner
Social Security # Blrth Date | Sex Relationship
O Mae ClSpouse [ Child
ML Last Name [J Female [0 Domestic Partner
8oclal Security # BirthDate | Sex Relationship
TS Nars O Mae D) Spouse [ Child
[First Name YA} Sms O Female 9 [J Domestic Partner
G 0 ] o)
INAME OF PERSON COVERED (FIRST, s LAST):
EFF. DATE
EFF. DATE
EFF. DATE

Employea Acknowledgemant and Authorization - | herehy apply for the group henefit{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 basls for cancellation of coverage for me and my dependent{s), if any, from the originai
effectiva date, Further, | authorize my employer to make the necessary payroll deduction of premlums for coverages | have elected.

Employes Signature /‘ = i

poveesoectmine | I T am DEGLINING coverage

lunderstand that | and/or my aparfdents, if any, waive any coverage and desire to particlpate in the plan at a later date. l/we may be consldered a late enrollee and
must meet the requiremants ned In the Certificate of Caverage for the company’s medical or dental patts

ns. if | decline enroltment for myself or my dependents
(including my Spouse) because cavarage, | may, In future be able to enroll myself or my dapend In thia pian, provided | request enroliment within 31
days after the other coverage ends. In addition, if a new dependent relationship forms as a resuit of marriage, hirth, adoption,

, placement for adoption of parting suit
of adoption, | may be able to enroli myself or my dependent, provided | request enroliment within 31 days of the event.

IF DECLINING- YOU MUST SIGN HERE
Employee Signature \?@/ W %_'—0/0 Date \k O‘?) /Q?D /O?D [1

Employer Solutions St?fﬁﬁg Group Health Benefits Team
7301 Ohms Lane Suite 405
Edina, MN 55439
Phone: 852-767-8519 Fax: 952-767-9515
Email: Heaith@employersolutionsgroup.com

Date




rixea inaemnity Medical Benefits Plan 2
« VS) 219301-ESG-1 OFFICE USE ONLY LOCATION RehireDate __ /  y

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

T RS S PRNT USING BLACK o BLUE INK it Bo Filed ow

Name Social Security # Home Phone [
POW oo | - MIED,

ress
A Aa Pyl € st | e
City State 8ate of Birth

. St pow | pan Tosizo B Mggs

B. DO YOU OR ANY OF YOUR DEPENDENTS RECEIVE MEDICARE BENEFITS? YesDNo. i Yes Please continue.
Medicare Health Insurance Claim Number (HICN) Medicare Effective Date

l_\J;r-n;Taf é;‘;.e.;;g_l;e:s;;]..(.s,;__-....__.__.-._,.E..._._...... B e O ST P
Ak 2, e ik .

" Payroll 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 T lxegl;gmn:ww DENTAL VISION TERMUFE | SHORETERM

~ Employee Only [ ] s2025 [  se17 0| s2a2 & soeo o  se20 ()
Employee + 1 [ ] $41.10 $12.34 $4.92 $0.90
Employee + Family [ ] $54.88 $20.36 $6.56 $1.80

oAt Benefts []] [ Mves Lo | [lves CINo | Dlves Lo | Clves o Llves [no

' 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 Rl R

For Term Life / Accidental Death & Dismemberment, please write in ym;r beneﬁci;;y“i;f:rmation. Accidental Death &
Dismemberment is part of the Term Life Benefit.

Name Relationship

D. REQUIRED DEPENDENT INFORMATION i .
N
|

ame Social Security # ' Date of Birth | Sex Relationship )

e T e L L MITF] [ Plspouse] Jchid [ Dometic Partner
Name . Social Security # | Date of Birth | Sex : Relationship

B e S e e el I I_M—I_ DSP°”59DCh'|dD Domestic Partner
Name Social Security # Date of Birth | Sex Relationship L
o P o 0 T IMIF] | [(Dspouse [ chid[] Domestic Partner
Name ' Social Security # Date of Birth | Sex !Relationshib._ T
I T e L /.7 |IMI[F] CIspouse [Jchid[Jpomestic Pariner
E. REQUIRED SIGNATURE YOU MUST SIGN AND DATE, EVEN IF YOU DECLINE COVERAGE

-l have read the benefit packet and understand its limitat'réns._.l_ur-l.dqerstand_that open enroliment is on'ly available for
a limited time gnd l_yr_lc_i_grstg_r_\d that making no benefit selection is a declination of coverage.

oare O3 i Q0AO| T | b sionare P L/ U

\

. . This is an Essential StaffCARE Enrollment Form.,

-



