CORPr
eyl

CMG

CMG APPLICATION FOR EMPLOYMENT

APPLICANTS MAY BE TESTED FOR ILLEGAL DRUGS AND A BACKGROUND CHECK WILL. BE COMPLETED

Name>

[====201 Yobie, ST <k SF P M

PLEASE co_g%sss 1-5 _Iq ,/LOUOJOI L\' ; 2 Zl le ! é

W\ .QA\J 29105

{ Social Security No. — gu . . f
Telephonetggh{ -~ %’Z—ﬁ— 50\55 w i 'Tﬁ hoa QICKG"M 4

If under 18, please list age Referred by .
{-Position applied for (1) Shift ayailable to-work
| and salary desired(2) Y A

(Be specific) 2':
§\2. o0 :

How many hours can you work weekly? ¢ ) © L W% C,inf(l work nights?

Employment desired ___ FULL-TIME ONLY ___ PART-TIME ONLY _V_FULL- OR PART-TIME

When available for work? mg Sbo A % PO% :;b’LQ_/

Do you

e responsibilities or commitments that will prevent you from meeting specified work scheduies?
Yes If so, please explain

Do fou anticipate any absences from work on a regular basis?
No___ Yes If so, please explain

% maf

a COW

TYPE OF SCHOOL | NAME OF SCHQOL LOCATION NUMBER OF MAJOR &
Rw,\h l (Complete mailing YEARS DEGREE
address) COMPLETED
Figh Sohoo ) bodian ) X s | Tipiora
~7 v

College

Bus. or Trade School

Professional School

10f5



APPI}CATION FOR EMPLOYMENT

DO YOU HAVE A DRIVER'S LICENSE? _\ZYes —_No

What is your means of transportation to work?

Driver’s license number State of issue

Operator ___ Commercial (CDL) ___ Chauffeur ____

Expiration date

Have you had any accidents during the past three years? ___Yes___ No
if so, how many?

Have you had any moving violations during the past three years? ___ Yes
If so, how many?

Piease list two references other thaw previous employers.
‘IW\M Ser .
Position Position

Company ng MW{’I Company

Address - w l P’ O&&D:'— 05\’ sr)’ﬁ?c'j:':ss

(i quo- 3399

Telephone Telephone ( )

APPLICATION FOR EMPLOYMENT
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Vi

MILITARY

HAVE YOU EVER BEEN IN THE ARMED FORCES? __Yes § No

ARE YOU NOW A MEMBER OF THE RESERVE OR NATIONAL GUARD? __ Yes __No

Branch Specialty

Date Entered Discharge Date

% WORK EXPERIENCEXS:

Please list your work experience for the past five years beginning with your most recent job held.
If you were self-employed, give firm name. Attach additional sheets if necessary.

Name , A Supervisor name Y (ﬂ/}
Position 3] — =
o ra Employment dates Pay or sala|$ ! D OO
Address M e From Start
J To 4 Final BN
TR [ /" e
Telaphone () ' Your st job titie_[/T OV © 0D

Reason for ieaving (be specific) ’__ &) W(WM

~
List the jobs you held, duties performed, skills used or learned, advance‘majr:t;z:?;ﬁons whil yyou worked at this

Company. C(A’J“"*’j LTM\“‘? o M{/ o

Name — i e— Supervisor name __1

Position IZ ) Z M P 5
Company WS A Employment dates Pay or salayy/ 0'60)
Address o)) d.kWV\{,/ From Start

To Final
Telephone (___ ) Your last job title d& gt !

Reason for leaving (be specific) ng O}OE Wm_‘j@

List the jobs you held, duties performed, skills used or leamned, advanceng-ts or promotions while you worked at this

Company. c Lcl\w‘\"? MNP ("L,e/ a,[/!’Q mv"\
o e
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APPLICATION FOR EMPLOYMENT

WORK EXPERIENCE

Please Iist your work experience for the past five years beginning with your most recent job held.
If you were self-employed, give firm name. Attach additional sheets if necessary.

Name Supervisor name%{ A gt e
Position _[» fiZ\nicar— ., Emplovment dates’ I A. OO
o "('IDJ'D Tl ployme Pay or sala <O
Address ___~ A/103Q by put)) From Start

] To Final
Telephone ( ) Your last job title QCW\M C V""'PT'_UV"»

Reason for leaving (be specific) ﬁ.aﬁ'e"‘ “d Wm‘?"‘%\

List the jobs you held, duties performed, skills used or learned, advanceme r promotions while you worked at this -

Company. U’\.()\(‘)Vt‘"’ U’P 'P(O’BV' DJ{W \’\%} W

25

o
Supervisor name m V— '
AV T ’ Employment dates Pay or salary 0.0
Address ___ Y, )C0od btA 1_4/7 From Start
v To - ﬂnal _ i
Telephone (__) Your last job title _ CZ 3 Tl =
Reason for leaving (be specific) ’< T VWi

List the jobs you held, duties performed skills used Ieam%‘a/c:vy?"—cz nts op.promaotions whlle you worked at this
company. ]2 :l

ool %\a(j

b

(3 u/p Xaoes Wept %ﬂz“?[’m—

May we contact your present employer?\ / Yes __ No
M Yes

Did you complete this application yourself
If not, who did?

—No
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PLEASE READ CAREFULLY
APPLICATION FORM WAIVER

In exchange for the consideration of my job application by Corporate Management Group, Inc.,

I agree that:

Neither the acceptance of this application nor the subsequent entry into any type of employment relationship, either in the
position applied for or any other position, and regardless of the contents of employee handbooks, personnel manuals,
benefit plans, policy statements and the like as they may exist from time to time, or other company practices, shall serve to
create an actual or implied contract of employment, or to confer any right to remain an employee of Corporate
Management Group, Inc. (CMG), or otherwise to change in any respect the employment-at-will relationship between it and
the undersigned, and that relationship cannot be altered except by a written instrument signed by an officer of CMG. Both
the undersigned and CMG may end the employment relationship at any time, without specified notice or reason. If
employed, I understand that CMG may unilaterally change or revise their benefits, policies and procedures and such
changes may include reduction in benefits.

I authorize investigation of all statements contained in this application. I understand that the misrepresentation or omission
of facts will result in my disqualification from consideration for employment or, if discovered after I begin employment,
will result in my termination. I hereby give CMG permission to contact schools, all previous employers (unless otherwise
indicated), references and others and hereby release CMG from any liability as a result of such contact.

T'understand that a comprehensive background check may be conducted to determine my eligibility for hire by CMG. 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 CMG policies.

I release CMG and other persons or entities from any claims that might be based on CMG’s decision to conduct a
background check.

T understand that, in connection with the routine processing of your employment application, CMG may request from a
consumer reporting agency an investigative consumer report including information as to my credit records, character,
general reputation, personal characteristics and mode of living, Upon written request from me, CMG will provide me with
additional information concerning the nature and scope of any such repart requested by it, as required by the Fair Credit
Reporting Act.

I further understand that my employment with CMG shall be probationary for a period of ninety (90) days and further that
at any time during the probationary period or thereafter, my employment relationship with CMG is terminable at will for
any reason by either party.

ol /26

Signature of applicant X

s "
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~ employer solutions staffing group. s ot
" Leveraging Resources in a Changing Market _ Tel: 952.835.1288

www.esgstaffingsolutions.com

New Hire Application

Personal Data~- PLEASE PRINT LEGIBLY IN INK

Last Namej%’o‘@f L\ First Name éw‘ZéC@ A : Middle Initial 2
Street Address___zq EOQ’&—%{- 6&9{\’ 9{4\-4"‘09\/“/\ Apt/Ste

Cityistaterzip SOV \?ﬂ/ w 6.5 lof— Social Security Last Four JOO-XX- FTULH
Phone Number _Q CD\ e M” 60—% Email Address ‘Iﬂko\/@f""‘ v ” @ GW‘VW‘V\ (O

Staffing Agency/Recruitment Partner  ( ;m_fl

Appiicant Certification and Authorization

| authorize Employer Solutions Staffing Group (ESSC) 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, responsibilities, 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 other persons or entities from any claims that might be based on ESSG's decislon 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. 1 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.

Name (Print or type) Applicant's Signature Date

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

For ESSG Office Use Only
DOH NHW 19 8850 W4
Emergency Contact Info | Background Release Form Background Results Unemployment Letter ESC Application
(If applicable)
For ESSG Client Use
DOH ROP Work Site Loc. WC Code
ESSG - Supermoms CMG Rev. 05/2015
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' Form W4 (2016)

Purposs. Complats Form W-4 so that your empioyer
can withhoid the correct federal incoma tax from your
pay. Consider completing a new Form W-4 each year
and when your personal or financial situation changes.
Exemption from withholding. If you are exampt,
complets only lines 1, 2, 8, 4, and 7 and sign the form
1o valldate &. Your exem onforﬂhﬂmh

Feg 15, 291_17. 8es Pub, 505, Tax olding

an ax.

Nots; If another person can claimyou as a dependent
on his or her tax return, you cannot claim exemption
from thholdhgaILyour come exceeds $1,050 and
Includes more than $350 of imeamed Income (for
example, interest and dividands).

ons. An em) be able to clalm
exemﬁon from wltl'nhgllgzua:a?;ny ifthe employeeis a
dependent, if the employee:
* Is age 65 or older,
* |8 blind, or

» Will claim adjustments to Income; tax credits; or
temized dedaglcﬂons, on his or her tax retum.

The exceptions do not aj to lemental wages
greater ﬂ'lglt!i'l $1.000.000.P gy eeh -

Basio instructions. If you are not exempt, cor_llgglata
the Personal Allowances Worksheet below. The
w0 on page 2 further adjust your
vgr;tghgﬁldlng allowances based on itar:llléeg "

uctions, certaln credits, adjustme come,
or two-eamers/multiple jobs situations.

Completa ali worksheets that apply. Howsver, you
may clalm fewer (or zero) allowances. For regular
wages, withhoiding must be based on allowances
you claimed and may not be a flat amount or
percentage of wages.

Head of household. Generally, you can clalm head
of housshold ﬁllng status on your tax retum only if
you are unmarried and pay more than 503 of the
costs of keeping mahomeforyouraelfandgnur
d:gend 8) or qualifying individuals. Ses
Pub. 501, ptions, Standard Deduotion, and
Filing Information, for information.

Laxcredns.Yo:"eantaka mect:fdtax%lgﬁommﬂ
owable number of withhol lowances.
GrE%|n fgryglﬂurld or depsndent care expenses and the child
1ex credit may be claimed using the Personal Allowances
Workshest bolow, Sea Pub. 505 for Information on
converting your other credits into withhoiding allowances,

Nonwage income, If you have a large amount of
nenwage income, such as Interest or dividends,
consider making esﬁmstedtaxdnlagmema using Form
1040-E5, Estimated Tax for Individuals. Otherwise, you
may ows additional tax. if you have penslon or annuity

Income, see Pub. 605 to find out l‘fnyuu should adjust
your withhoiding on Form W-4 or W-4P,

‘Two earners or mulﬁplet}gm. if you have a
working spouse or more one ]obr,.ﬁure the
total number of allowancas you are entitled to claim
on all jobs using workshests from only one Form
W-4, Your olding usually will be most accurate
when ali allowances are claimed on the Form W~4
for the highest g job and zero allowances are
claimed on the others. Ses Pub. 505 for details.

Nonresident alien. if you ars a nonresident allen,
gee Notice 1382, Supplemental Form W-4
Instructions for Nonresident Allens, before
compieting this form.

Check your withholding. After your Form W-4 takes
effect, use Pub, 505 to ses how the amount you are
havlnoqwlﬂlheld com, to your projected glal tax
for 2016, See Pub, 5 espsdal(lly K”"’ eamings
exceed $130,000 (Singls) or $180,000 (Marriad).

uture developments. information

developments affecting Form W-4 (such as legislation
enacta?laftarwaralaasan)willba](a Eleugww

Personal Allowances Worksheet (Keep for your records.)

gE:r
g 8t
‘52
o

A Enter “1° for yourself if no one else can ceimyouasadependent. . . . . . . ., . . . . .
* You are single and have only one job; or
B  Enter*1"if: [ * You are married, have only one job, and your spouse does not work; or ]
* 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 married and have either a working spouse or more
than one job. (Entering *-0-" may help you avoid having too little tax withheld)) . . . . . . . . o
Enter number of dependents (other than your spouse or yourseif) you will ciaim on your tax return . o o o
Enter “1” if you will file as head of household on your tax return (see conditions under Head of household above)
Enter “1” if you have at least $2,000 of ehild 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 detaiis.)
G Chlld Tax Credit (inciuding additional child tax credit). See Pub, 972, Child Tax Credit, for more Information.
® If your total income will be less than $70,000 ($100,000 if married), enter “2” for each eligible child; then less “1” if you
have two to four eliglble children or less *2” if you have five or more eligible chiidren.
* If your total income will be between $70,000 and $84,000 ($100,000 and $119,000 if married), enter *4* for each eligblechlid . . G
H  Add lInes A through G and enter total here. (Note: This may be different from the number of exemptions you cialm on your tax retum.,) > H

* if you plan to itemize or claim adjustments to income and want to reduce your withholding, see the Deductions

mTmo
TMOO

1]

For accuracy, and Adjustments Worksheet on page 2.

complete all ® If you are single and have more than one job or are married and you and your spouse both work and the combined
worksheests eamnings from all jobs exceed $50,000 ($20,000 i married), see the Two-Earners/Multiple Jobs Worksheet on page 2
that apply. to avoid having too little tax withheld.

s [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.

Employee's Withholding Allowance Certificate

OMB No. 1645-0074
Department of the Treasury » Whether you are entitied to claim a certain number of allowances or exemption from withholding is 2 @ 1 6
Intemal Revenue Sarvica subjeot to review by the IRS. Your employer may be required to send a copy of this form to the IRS.

1 YG:,’T nz:aand middie Inifial Last name deoj\ £ 2 Y&lésf?i-ia},‘s{ecu m;liﬂ::r_ ?Q(F
Hom:%i;ra‘cs (nuwommrp W( 3 E Single [ Married [ Manied, but withhold at higher Single rate.

Note: [f marrisd, but lagally separated, or spouse Is a nonresident allen, check the “Singls”™ box.
City or toyn, state, and ZIP
Soadpad 56 (0

Form w-4

4 If your last name differs from that shown on your social security card,

check here. You must call 1-800-772-1213 for a replaceme »[]
5  Total number of allowances you are claiming (from line H above or from the applicable worksheet on page 2zf..r P
6 Additionai amount, if any, you want withheld from each paycheck 0 Lty 6|9

7 | claim exemption from withholiding for 201 6, and I 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 llability, and
* This year | expect a refund of all federal income tax withheld because | expect to have no tax llability.
if you meet both conditions, write “Exempt* hgre . . . . . . . . rl7]

Under penalties of perjury, | deciare that | have exami =10, 10 the-tBat of my knowledge and belisf, it is true, correct, and compplete.

s [2/12 (2004

9 Office code {optional) | 10 Employer identification number (EIN)

Employee’s signature
(This form Is not valid unless you signit) » €

8  Employers name and address (Employer: Complets lines 8 and TU Gy ff sending to the IRS,)

For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 10220Q Form W-4 (2016)



Employment Eligibility Verification USCIS

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

P> START HERE: Read Instructions carefully before completing this form. The Instructions must be available,
during completion of this form. Employers are ltable for errors In the completion of this form.

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

[Saatlon 1. Emiployes Infermation and ARastation (Empioysss mus compiers and aion Section 1o Famn T8 o e
1t the firat day of employment, but nat hefwre acepting & fob gffer) &

Last Name Name), First Nape (Given Name) Midi ftial bthar Last N;n‘ies Used (if any) .
Lo a\— deor— /)

Addr%s gsmtmizlgnber and N(imf)@ag%/ Apt. Number |City térown q P M m ZiP g:rise_ [a ’?/
Date of Birth (mm/d%yy? U.S. Social Securﬂy Number Empioyee's E-mail Address Employee's Telephone Number
06 FHTALT |G- B Y

either in paper or electronically,

I am aware that federal law provides for Imprisonment and/or fines for false statements or use of false documents in
connztion with the compietion of this form.

| under penalty of perjury, that | am (check one of the following boxes):

RIA- A citizen of the United States

[[] 2. A noncitizen national of the United States (See instructions)

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

|:| 4. An allen authorized to work  untll (expiration date, if applicable, mm/dd/yyyy):
Some aliens may write "N/A" in the expiration date fieid. (See instructions)

Aliens authorized to work must provide only one of the following document numbers to compiete Form I-9: o ﬁ'},m',:;':ffg;m

An Alien Registration Number/USCIS Number OR Form 1-94 Admission Number OR Forelgn Passport Number.

1. Alien Registration Number/USCIS Number;
OR

2, Form |-94 Admission Number:
OR

3. Foreign Passport Number:

Country of Issuance:;

Signature of Employee W = Today's DW)/?O‘ é

reparer andiof TraRdlator Cartifaation (ORoK eRa):
udtanptwwma@mmmr. 5) aihdfor trefsialiatle) ssiatad the empiayes th tamplating Battion 3. :
Pleids beiow,must be dgimpletuil and signed when Brenerers andirranbiatark assisl an simplayes in completing Seqtian 1)

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

Signature of Preparer or Translator -

TETST Y

Today's Date (mm/dd/yyyy)

Last Name (Family Name) First Name (Given Name)

Address (Street Number and Name) City or Town State ZIP Code

@  Emplaer Complotes Nesy Poge €D

FormI-9 11/14/2016 N



Employment Eligibility Verification USCIS

Department of Homeland Security Form I-9
U.S. Citizenship and Immigration Services OMB Nob ;g%l;‘g

..:" n

[@éclion 3. Employer or Authorized Rep

ssentative Review and Verlfigatlon s -
iyer o thelr quiftonsed repesentativa myst qarpisté g Sigh Seotion b within 3 business days of the eplkiyse’s et day of emplayrient, Yuu
vakially oxamille ene mmwc’ edmbing ‘afmmmnimwgwm mwd’mmmmw
| Agpeplabie Qooumenta 7 L ot : . it } L ot
Employee Info from Section 1 Last Name (Family Name) First Name (Given Name) M.l. | Citizenship/immigration Status
ListA OR ListB AND ListC
Identity and Employment Authorization Identity Employment Authorization
Document Title i | Document Title Document Title
Issuing Authority | lesuing Authority Issuing Authority
Document Number | Document Number Document Number
Explration Date (if any)(mm/dd/yyyy) | Expiration Date (if any)(mm/dd/yyyy) Expiration Date (if any)(mm/ddfyyyy)
Document Title
Issuing Authority Additional Information 5 Nk Vi v e,
Document Number
Expiration Date (if any)(mm/dd/yyyy)
Document Title
issuing Authority
Document Number
Expiration Date (if any)(mm/dd/yyyy)

Certification: 1 attest, under penalty of perjury, that (1) | have examined the document(s) presented by the above-named employee,

(2) the above-listed document(s) appear fo 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): (See instructions for exemptions)

Signature of Employer or Authorized Representative Today's Date{mm/dd/yyyy) Title of Empioyer or Authorized Representative

Last Name of Employer or Authorized Representative | First Name of Employer or Authorized Representative Employer's Business or Organization Name

EMPLOYER SOLUTIONS STAFFING GROUP LLC
Employer's Business or Organization Address (Street Number and Name) | City or Town State ZIP Code

EDINA MN 55439

First Name (Given Nams) Middle Initial Date (mm/ddiyyyy) ) ‘

©. Fthe eniplayee’s pravials grant of employnient authariation has exp
eantinuing employment autharization In the spape pravided below. . , :
Document Title ) Document Number Expiration Date (if any) (mm/ddiyyy)

i the doauieht 6F retelpt that establishes

1 attest, under penalty of perjury, that to the best of my knowledge, 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 genulne and to relate to the Individual.

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

Name of Employer or Authorized Representative

Form I-9 11/14/2016 N




Authorization

Authorization: By signing below, you authorize; (a) backgroundchecks.com (“BGC”) and/or Orange Tree
Employment Screening to request information about you from any public or private information source;
(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 investigate your education, work history, professional
licenses and credentials, references, address history, social security number validity, right to work, crimi-
nal record, lawsuits, driving record, credit history, and any other information with public or private infor-
mation sources. You acknowledge that a fax, image, or copy of this authorization is as valid as the origi-
nal. You make this authorization to be valid for as long as you are an employee of ESSG.

The Consumer Financial Protection Bureau’s “Summary of Your Rights under the Fair Credit Reporting
Act” 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 [)‘rint the information requested below to identify yourself for BGC.

Printed name: /\fz ) )N @ Mlou@. O
~ First Middle (O Last i
none)

Other names used:
Current county of residence:

Current and former addresses: %l W @-— M{" SM

current
from Mo/Yr to Mo/Yr Street City, State & Zip C" S O‘:‘
from Mo/Yr to Mo/Yr Street City, State & Zip
from Mo/Yr to Mo/Yr Street City, State & Zip

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

checking for records. BGC will ngt use it for;any other purposes. -
& é/?‘% 114 == "b"u?tf
Social security number

[4

Date of birth
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 u. by checking this box: [
: of 12/re /2ol

Signature SOl == Date



EMERGENCY CONTACT INFORMATION

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

Employee Name

Liidor~ T hovajar—~

piess 21 Pobre G KT S5y

Home Phone: éE ’%w__ GOG 5

| _#x'ea;a s wo people (n pro
Contact #1 Home Phone:
Q:‘ :

Name: Om\v rd% Cell Phone: %Z’fq U 3 W
Relationship: 00 ™M Work Phone:

Contact #2 Home Phone:
Name: Cell Phone:
Relationship: 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.

SECTION 1 BASIE INFORNINELON

e 25 e T W =7
SEGERION 2 DAN RO EL=EG RGN
7 Direct Deposit (Please complete Sections 3 and 5below)  Note: Direct Deposit accounts may take up to 7 days to be activated

|:| Payroll Debit Card (Please complete Sections4 and 5 below) |:| Paper Check (Please complete Section 5 below)
SECLHIONS DIRECTE BDEPOSLEL

[J Update Ba:k Account

4

B gV IC oF eorTA
g#

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 n that I provideﬁincorre
s e 22
Account Type: L] Checking [] Savings [lother _

*  Tohelp vs avoid making an error, please attach a copy of a voided check. (a deposit slip will not work)
o lfyoummgebmh,donmdoseymddbmkammnnﬁlyomdﬁectdeposithasstartedatthenewbmk,whichmaytake2paypm'iods.

SECHIONE PANROLL DEBEE CARD (GEOBALCASITCARD)

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 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. Yon 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)

Routin,

N

First Name ML Last Name Date of Birth
Street Address (0 BOX NOT ACCEPTABLE) Social Security#
City State Zip Cell Phone (mobile)
RECEIPT OF PAYROLL DEBIT CARD (to be completed when you pick up your Payroll Debit Card)
Payroll Debit Card Routing # Payroll Debit Card Account #

073972181

'IhavereceivedmyPaymllDebitCaxﬂ,welcnmebroclnn'e,progmmﬁes,progmmtmms,condiﬁuns,anddisclosures.ByacﬁvaﬁngmyPayrollDebitCard,

I am agreeing to the program terms, conditions, and disclosures that are included or made availeble to me from time to time from the financial institution. 1

autharize the finmicial institution to debit my Payroll Debit Card account for the fees described in.fherfes schedule that is part of the program terms,
Employee’s Signature:

conditions, and disclosnures.
Date; / / /d
SECEION S NUETTORTZN T TON

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

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

Employee's Signature: Date:




- employer solutions staffing group.

Leveraging Resources in a Changing Market

STATEMENT OF CONFID?NTIALITY
This agreement made this_| 2 day of €ce b - , 201 _£, between

Employef, Solytions %ﬁng Group LLC, hereinafter referred to as “employer”,
and _QaﬂL 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.

In view of the difficulty of determining the amount of damages which may
result to the employer from a violation of any of the provisions hereof, the
employee agrees to pay to the employer the sum of $10,000 as liquidated
damages for every such violation; provided, however, that the payment of such
amount as liquidated damages shall not be construed as a release or waiver by
the employer of the right to prevent any such violation in equity or otherwise.

y

Employee Signature

Al 2

Employer Solutions Staffing Group LLC, Representative




- 8850 Pre-Screening Notice and Certification Request for
(Rov. Meich 20 the Work Opportunity Credit OMB No. 1645-1500

.";;;’?,’.;?‘“ﬁ;"vé’n'ﬂ%mm : » Information about Form 8850 and its separate instructions is at www.irs.gov/form8850.

Job app! Il in the lines below and g_heck any boxes that apply. Complete only this side. '—
AL _ﬂav\r Tohov 9 jA—~  Social secyrity number b LJ ‘?'({ —>T-
Street address where you live ?(’{ ( A IQ:OM %",- a@ﬂ/{ C@W JJWWﬂ
City or town, statg, and ZIP code %g I’O '\%.
County ’ VZ A/Y\&'/) ___ Telephone number é % /'— 52q-’ 6 O.S-E
o /1247

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.

If you are under age 40, enter your date of birth (month, day, year) Oé

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 Families (TANF) for any 9
months during the past 18 months.
® | am a veteran and a member of a family that received Supplemental Nutrition Assistance Program (SNAP) benefits (food
stamps) for at least a 3-month period during the past 15 months.
© | was referred here by a rehabilitation agency approved by the state, an employment network under the Ticket to Work
program, or the Department of Veterans Affairs.
I'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. Recelved SNAP bensfits (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 felony or released from prison fora felony.
| received supplemental security income (SSI) benefits for any month ending during the past 60 days.

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

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

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

5 [ Check here if you are a veteran entitled to compensation for a service-connected disability 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 iaw limited the maximum time
those payments could be made.

7 [ Check here if you are in a period of unemployment that is at least 27 consecutive weeks and for all or part of that period
you received unsmployment compensation.

Signature—All Applicants Must Sign
the day ] was offered a job, and it Is, to the best of my knowledge, true,

Under penalties of perjury, | declare that | gave the abovi
correct, and complets.

Job applicant's signature > /’% J / ‘ Date [ Z/ [7//[ é

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

rmation to the employer on or




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

Client: Company:
Employer Solutions Group

Location; Position: Starting Wage: $

EMPLOYEE SECTION:;

s Tghoiale e Bl e | a0

SS#: Date of Birth: Age: Have yon worked E&r If yes, location:

Uay-31-34RY o/ [F7 (AR (S | Masprmees e

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

Yes

1.

Have you or has anyone living with you received Temporary Assistance to Needy Families (TANF)
at any time since August 5, 19972 (If yes, please provids information below.)
Name of the person receiving benefits: Relationship to you:
City: County: State:

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

I:I Vocational Rehabilitation Agency I:rDept. of Veterans Affairs I:I Employment 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,

Are you a Veteran of the U.S, Military? *Ifyes, please provide a copy of your DD-214 and letter af separation,
(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 recei'vingﬁ compensation for a service-connected disability?

O

[

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: / /

Wasthisa [_] Federal or [_] State conviction? If State - County: State:

Have you been convicted of a felony or released from prison for a felony conviction in the past 12 months?
Conviction Date: / / Release Date: / /

O O O

O O O

Agdditional Tax Credits
IEC (Native American): Are you or your spouse a member of a Native American Tribe?
*Ifyou checked yes please provide a copy of your CDIB card,
CA Residents: Are you the child of foster parents? D Do you receive CalWorks? D Woarkforce Investment Act?
Are you a migrant or seasonal farm worker? D Have you ever been convicted of a misdemeanor?
SCResidents: [ | Do you receive Family Independence Benfits?

O

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

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

New Employee Signature: C/5)

(Associated

o2 (12116

T



Qualified Long-Term Unemployment Recipient

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

Client:
Employer Solutions Group

Company:

Location: s M\,A_VM( R Employee Nme@%bwvl'sw: l&}‘?—q-—-’ﬁq—

EMPLOYEE:

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

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

If applicable, dates of unemployment - From: To:
From; / / To: / /
From: / / To: / /

[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.

Z

Employee Signature:

b Z 12 [ (b

RetroTax®
3730 Washington Blvd.
Indianapolis, IN 46205

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

www.retrotax-aci.com

Sult



employer solutions staffing group

Leverag ng Resources in a 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’ compensation laws. Wherever possible light duty
restrictions imposed as a result 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
primary health care providers. Discuss with your employer any change in health
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.

Obtain a Report of Workability from your physician at every appointment, a
minimum of once every two weeks. M.R. 5221.0420 requires that your physician
cooperate with return to work planning and that you be released to return to work
at the earliest appropriate time.

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.



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

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

CHEQUES DE PAGO PERDIDOS O ROBADOS

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

AGREED/SE ACUERDA— <
é&%@f\ ':CWZ\OUO/ ak—

Name/Nombre (con letra de molde):

Signature/Firma:
» ——




- employer solutions staffing group. w SNG e
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Enhanced MEC Plan_Plan 1

Bensfits Enroliment Form I NewEmployee . [] Rehire Rehire Date
Soclal &ﬁ E{um:a.r'gq. e *%

NWM O ‘171»0{/ Qj = [
"2 Vo ST [kl [N [ o (ol
T | B G [oi¥ - fe (A Y [
htll'leNI.ImI:IE._:b_(-’?Zﬂ _& 036' Emall Address: ‘K

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

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

Social Security # Blrth Date | S8 Relationship
O Male [JSpouse [J Child
[FretName ~WI Last Name I Female O Domestic Partner
Social Security # Birth Date | Sex Relationship
0O Mae CISpouse [ Child
[FhetName ML Last Name [] Female [0 Domestic Partner
Soclal Security # BirthDate | Sex Relaﬁonship
O wmale [0 Child
[ First Name M.L [astName ] Female O Sponnse Domestic Partner
NAME OF PERSON COVERED (FIRST, LAST):
EFF, DATE
EFF. DATE
EFF. DATE

'Employaa Acknowlatdgaement and Authorization - | herehy apply for the group benefit{s) as indlcated. | acknowiedge that all entries are true and compiete and that
any misstatements or faflure to raport information may be used as the basis for cancellation of coverage for me and my dependent(s), If any, from the original
effective date. Further, | authorize my employer to make the necessary payroll deduction of premiums for coverages | have siected.

(IF ENROLLING - YOU MUST SIGN HERE

Employee Signature Date

EMPLOYEES DECLINING i,ﬂ | am DECLINING coverage
Tunderstand that 1 and/or my de; dents, if any, walve any covarage and desira to participate in the plan at a later date. l/iwe may be considered a late enrollee and

must mest the raquirements defined in the Certificate of Coverage for the company’s medicai or dental Plans. If 1 decline enroilment for myself or my dependents
{including my spouse) because of other coverage, | may, In future be able to anrol) myself or my depend in this plan, provided | request enroliment within 31
days after the other coverage ends. In addition, if a new dependent relationship forms as a result of marriage, birth, adoption, placement for adoption of parting suit
of adoption, | may be able to enroll myself or my dependent, provided | request snrollment within 31 days of the event.

. r02b

ployer Solutions Staffing Group Health Benefits Team
7301 Ohms Lane Suite 405
Edina, MN 55439
Phone: 952-767-8519 Fax: 952-7687-8516
Email; Heaith@employersolutionsgroup.com




Fixed Indemnity Medical Benefits_Plan 2

' VS| 219301-ESG-1  |OFFICE USE ONLY LOCATION RehireDate____/__/ _ _ _
ENROLLMENT FORM ESC CU(UNAC-MN) P1 v18.2
NT USING BLACK or BLUE INK (Must Be Filled Out)

Name  Sodial Security # Home Phone Sex
| [mILE]
Address Apt. #
City State Zip Date of Birth
/ /

B. DO YOU OR ANY OF YOUR DEPENDENTS RECEIVE MEDICARE BENEFITS? I:IYSSI:INO FYes please continue
Medicare Health Insurance Claim Number (HICN) Medicare Effective Date

Name of Covered Person (s):
1. 2. 3

Payroll Decucted Wesidy Rates

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 "0 OEMNITY | pepyrar VISION TERMLFE | SHORETERM
| EmployeeOnly [ ]| seoas [ sear )|  se2az G| s060 35|  saz0 (31
Employee +1 [ ] $41.10 $12.34 $4.92 $0.90
Employes + Famlly [ | $54.88 $20.36 $6.56 $1.80
NO td ALL Benefits E I:IYes I:I No I:IYes D No DYes I:I No | DYes I:I No I:IYes I:I No

'T"l'his coverage is not available to residen;s_of NH, Hl, 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.

Name Relationship

D. REQUIRED DERENDENT INFORMATION

Name ' Social Security # ' Date of Birth | Sex Relationship
, !/ i @ [ 1Spouse [ ] child [ 1Domestic Partner
Name ' Social Security # | Date of Birth | Sex Relationship
/1l [m] [ 1Spouse [ ] Child[_] Domestic Partner
Name Social Security # | Date of Birth | Sex Relationship
. /7 | @ []Spouse [ ] Child[ ] Domestic  Partner
Name Social Security # ' Date of Birth i Sex Relationship
e Pl ) @ [ 1Spouse [ ] Child ["] Domestic Partner

S You wuUsT siGN AND DATE, EVEN IF YOU DECLINE COVERAGE

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 a decfaati rage

PRAIE J—Z”—[Z” 20l ; D> SIGNATURE W

This Is an Essential StaffCARE Enrolliment Form.
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Notification of Minnesota Law Requirement —

Unemployment Acknowledgement

According to Minnesota Statute section 268.095, subdivision 2, paragraph (d), an
applicant who, within five calendar days after completion of a suitable

Job assignment from a staffing service, (1) fails without good cause to
affirmatively request an additional suitable Job assignment, (2) refuses
without good cause an additional suitable Jjob assignment offered, or (3)
acceplts 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. &T _ (Initial)

2/ 1z /b

Ry
>
.

Emplygsi%r?gzy\ Iﬁ /LO o d‘/"a, lgte:

Employee (please print your name here)

CMG_SM - Rev. 09.2013



