¢ employer solutions staffing group. R T e iia
. Leveraging Resources in a Changing Market Tel: 952.835.1288

www.esgstaffingsolutions.com

New Hire Application

Pérsonal Data— PLEASE PRINT LEGIBLY IN INK

Last Name an & First Name __JSn\we | Middle Initial
Street Address 3323 Elliol Ave. . N Apt/Ste
City/StateZip_Minnen s S My B85un2 Social Security Last Four XXX-Xx- 3315

Phone Number{ (0]2) to| oz 29 Email Address ¢l @gma].Com
Staffing Agency/Recruitment Partner ‘(\/\‘l'l\\a\l}G . \C\. .

All offers of employment are conditional upon gatisfactory proof of Identity and legai ability to work In the U.S.A.

Are you legally authorized to work In the United States of America? RIYES [INO

Applicant Certification and Authorization
1 authorize Employer Solutions Staffing Group (ESSG) fo use the information and statements contalned In this application to determine my
qualifications for employment. | authorize ESSG to make inquiries of my former employers, except as indicated in this application,
regarding my previous duties, responsibliities, performance, compensation and eligibility for rehire.
| understand that a comprehensive background check may be conducted to determine my eligibliity 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 cllents, government regulations or by ESSG policies.
I release ESSG and other persons or entities from any claims that might be based on ESSG's decision to conduct a background check.
| certify that all statements made in my application are true and accurate and that | have not omitted any material information or provided
false or misleading Information. | understand that any material omisslon or misrepresentation will result in my disqualification from
consideration for employment or, if discovered after 1 begin employment, wili result in my termination.

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

Todoel  Lopes

Name (Print or type)

VTl U=l 15~
BNTS Sig Date

A copy or facsimlie ("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 -9 8850 w4
Emergency ContactInfo | Background Release Form Background Resuits Unemployment Letter ESC Application
(If applicable)
For ESSG Client Use
DOH ROP Work Site Loc. WC Code

ESSG - CMG-Supermoms Rev. 05/2015



The excaptions do not apply to supplemental wages Nonwage Income. if you have a large amount of
FOI' m W'4 (2015) greater tlgrlr $1,000,000. Py £n ¢ nonwagge Income, such as interest or dividends,

Basic instructions. if you are not exempt, complete cansider making estimated tax ents using Form
Purpose. Complete Form W-4 so that your employer the Personal Allowanses Worksheet bgtl'ow. The 1040;'53' Egg&'g‘neald&x?g"ﬁﬁsﬁgmmﬁ you
can withhold the comsct faderal Incoms tax from your workshests on page 2 further adjust your iLal/ by Pub. B0E 10 fiad i e Sh%?ll?’r a"’l:‘s’t'ty
pay. Gonsider completing a new Form W-4 each year withholding allowances based on ftemized m"vﬁ'lhholdl ‘on Form W-4 or W.gP adj
and when your personal or financlal situation changes, dawcﬁons, orglrtalr;ﬁcrlec}it%e ad u:ténoants 1o income, w ng m:? = "f ha
Exemption from witbholding. If you are exempt, or two-eamers/muitiple jobs s ns, 0 eamners or muliple jobs. if you have a
compgg onlyines 1, 2, 8, 4, and 7 and sign thpet form Complete all workshests that appiy. However, you = ""' :E"? aru:fea‘l,ll;mgnrsmm 3“:,%";; e‘gat;hew
1o validate it. Your exemption for 2015 mms may ciaim fewer (or zero) aliowances. For reguiar on all jobs us] worl@haetsy?rom only one Fal ol
FebruE:tr# 6, 2018, See Pub. 505, Tax Withholding wages, withhoiding must be based on aliowances V&‘ .4, Your wltlr:ﬂuldln usually will be moet Tmta
and ated Tax, you alaimed and may not be a fiat amount or when al allowancee agre BRI ot meﬁv e
Note. If another person can olaim you as a dependent percentage of wages. for the highest paying job and zero allowances are
on his or her tax retum, You cannot claim exemption Head of household. Generally, you can olaim head cialmed on the others. Ses Pub. 505 for details.
from withholding if your Income exceads $1,060 and of housshoid ﬂllgg status on your tax retum oalx if Nonresident allen. If you are & nonresident alj
Includes more than $350 of uneamed Incom (for you are unmarried and pay moare than 509 of the see Notics 19028 yl‘:am‘;r:tal Form Wea e,
example, Interest and dividends), costs of kae?lng up a home for yourself and gour Instruotions for h'lonrggldent Aliens, before
An be abie to clal dependent(s) or other qualifying Individuals, See b
S tions. fAn sMpioyee may be able to claim Pub. 501, Exemptions, Standard Deduction, and campleting this form.
Examption from withhoiding even If the employee is a Filing Information, for Information, i Check your withholding. After your Form W-4 takes
et MRS S Tax SIadlis You aa'n take projected tax oredfts info account sffect, usa Pub. 505 to see how the amount you are
* s age 85 or older, In figuring your allowable nﬁm er of withhoiding alfowances, having withheid mm&res 1o your projectad total tax
o Is blind, or Crgﬂﬂs fgry:hlld or dependent care expansss’gd the ohild for 2015, See Pub, 605, espedlaly If your earnings
1ax credit may be siaimed uslng the Personai Allowances exceed $1 30,000 (Slngle) or$l 80,000 (Marrlad).
i I - e TN e e Sl i
3 3 1] [}
it g . anaugg:fterws teleagan) will be posted at www.irs.gov/w4.
Personal Allowances Worksheet (Keep for your records.)
A Enter“1”foryourselfifnooneelsecanclaimyouasadependent. IR Rl T S e W o i A
* 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 o o [
* Your wages from a second job or your spouse’s wages (or the total of both) are $1,500 or less.
C  Enter *1” for your spouse. But, you may choose to enter *~0-" if you are married and have either a working spouse or more
than one job. (Entering “-0-* may help you avoid having too ittle tax withheid) . . . . . . . ., . . . . . . ©
D Enter number of dependents (other than your spouse or yourself} you will claim on your tax retum . , | ol o D
E  Enter “1" i you wlil file as head of household on your tax return (see conditions under Head of household above) E
F  Enter “1" if you have at least $2,000 of child or dependent care expenses for which you plan to claim a credit . F

{Note. Do not include child support payments. See Pub. 503, Child and Dependent Care Expenses, for detalils.)
G  Child Tax Credit {including additional child tax credit). See Pub. 872, Child Tax Credit, for more information.

* If your total Income will be less than $65,000 ($100,000 if married), enter “2” for each eligible chiid: then less “1” if you

have two to four eligible children or less “2" i you have five or more eligible chiidren.

* if your total Income will be between $65,000 and $84,000 ($100,000 and $119,000 i married), enter “1” foreach eligiblechild. . . 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 pian to itemize or claim adjustments to income and want to reduce your withholding, see the Deductions

For accuracy, and Adjustments Worksheet on page 2,

complete all * If you are single and have more than one job or are married and you and your spouse both work and the combined
worksheets eamings from all jobs exceed $50,000 {$20,000 I married), see the Two-Eamers/Multiple Jobs Worksheet on page 2 to
that apply. avoid having tao iittle tax withheld.

* If neither of the above situations applles, stop here and enter the number from iine 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. 16450074

Department of the Treasury P Whether you are entitted to claim a certaln number of allowances or exemption from withholding is 2 @ 1 5
Intarnal Revenue Sarvice subjectto review by the IRS. Your employer may be required to send a copy of this form to the IRS,

1 Your first name and middie Initial Lzlgame 2 Yoursoclai secu@mmbei
Tsaloel Pez Y252-43¢ i<,
Home address (number and street or rural route) 3 [A singe [J Manied L] Married, but withhoid at higher Single rate,
%52& En, Ol AUE Y Note. if manied, but legally separated, or spouse Is a nonresldent allen, check the “Single” box.

City or town, state, and ZIP code 4t your last name differs from that shown on your soclal security card,

. EhY UD} check here. You must call 1-800-772-1213 for a replacement card, P [l
Total number of allowances you are claiming (from line H above or from the applicable worksheet on page 2) 5
Addittonal amount, if any, you want withheid from eachpaycheck . . . . , . . ., . . . . g o FAE]
7  |claim exemption from withholding for 2015, and | certify that | meet both of the following conditlons for exemption.

* Last year | had a right to a refund of all federal Income tax withheld because | had no tax liabllity, and

* This year | expect a refund of all federal income tax withheld because | expect to have no tax liability.

If you meet both conditions, write “ExenBt"here e NI e ST [F |
Under penalties of perjury, I declare that | have g 8 and, to the best of my knowledge and bellef, it Is true, correct, and complete.

Dated / /(o -\ §~

&hding to the IRS.) 9 Office code {optional) | 10 EmpE)yer Identification number (EIN)

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

8 Employer's name and address (Employer: §

For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 10220Q Form W-4 (2015)



Employment Eligibility Verification USCIS

Form 1-9
Department of Homeland Secarity OMB No. 1615-0047

U.S. Citizenship and Immigration Services Expires 03/31/2016

_— — R
PSTART HERE. Read instructions carefully before completing this form. The Instructions must be avallable during completion of this form.
ANTI-DISCRIMINATION NOTICE: It is illegal to discriminate against work-authorized individuals. Employers CANNOT specify which

document(s) they will accept from an empioyee. The refusal fo hire an Individual because the documentation presented has a future
expiration date may also constitute illegal discrimination,

Section 1. Employee Information and Attestation (Employees must complete and sign Section 1 of Form I-9 no later
than the first day of employment, but not before accepting a job offer. )

Last Name (famlly Name) First Name (Given Name) Middle Initial | Other Names Used (if any)

Lope 2, 1 5a\nel
Address (Street Number and Name) Apt. Number | City or Town State Zip Code
23323 eA\io} Ave. 3. Muinneopal: s MA | o5 Uo2
Date of Birth (mm/dd/yyyy) |U.S. Social Security Number | E-mail Address Telephone Number

2-2) - S¢ [u2sHzld-3[31s] Kowlq R0z 194y Zgogamg‘,l -Copalllat2) to) oz?q

Iam aware that federal law provides for Imprisonment and/or fines for faise statements or use of false documents In
connection with the completion of this form.

I attest, under penalty of perjury, that | am (check one of the following):
[J A citizen of the United States

|:| A noncitizen national of the United States (See instructions)
[®. A lawful permanent resident (Alien Registration Number/USCIS Number): 5 — 403 - ? ! '-l

[] Analien authorized to work unti (explration date, if applicable, mm/dd/yyyy) . Some aliens may write "N/A” In this field.
(See instructions)

For aliens authorized to work, provide your Alien Registration Number/USCIS Nurmber OR Form 1-94 Admission Number:

1. Allen Registration Number/USCIS Number;
3-D Barcode
OR Do Not Write In This Space
2, Form 1-94 Admission Number:
If you obtained your admisslon number from CBP in connection with your arrival in the United
States, include the following: ;
Forelgn Passport Number:
Country of Issuance:
Some allens may wijte~*NfA~on-thg Forelgn Passport Number and Country of Issuance fields. { See instructions)
Py 7N
Signature of Employee: 4 T / )] Date (mm/ddAyyyy): u -—\0 -15
ix 2 e
7 .

Preparer and/or Translator Certification (To be completed and signed if Section 1 is prepared by a person other than the
employee.)

i attest, under penalty of perjury, that | have assisted In the completion of this form and that to the best of my knowledge the
information is true and correct.

Signature of Preparer or Translator: Date (mm/ddiyyy):
Last Name (Family Name) First Name (Given Name)
Address (Street Number and Name) City or Town State Zlp Code

0 Employer Completes Next Page @

Form1-9 03/08/13 N



! Emplo:er Completes This Page !

Section 2. Employer or'Authorlzed Representative Review and Verification

(Emplayers or thelr authorized representative must compfete and sign Section 2 within 3 business days of the employee’s first day of employment. You
must physioally examine one document from List A OR examine a combination of one document from List 8 and one document from List C as listed op
the “Lists of Acceptable Dosuments” on the next page of this form. For each doosument you review, record the following information: document title,
issuing authority, document number, and expiration date, if any.)

Empioyee Last Name, First Name and Middle Initial from Section 1: Lo ce2 \ Sc ) | .

ListA OR List B AND ListC
Identity and Employment Authorization Identity m_ Employment Authorization
'Document Title: A \ Document Title: Document Title:
Al a
{ Atiih z [1ssuing Authority: Issuing Authority:
‘| Document Number: Document Number:
Expiration Date (if any)(mm/dd/yyyy): Expiration Date (i any)(mm/dd/yyyy):
Issuing Authorily:
Document Number:
[Expiration Date (7 any){mm/dd/yyyy):
! 3-D Barcode
Document Title: Do Not Write in This Space
Issuing Authority:
Document Number:
Expiration Date (if any)(mm/dd/yyyy):
Certification

I atteat, under penalty of perjury, that (1) | have examined the document(s) presented by the above-named employes, (2) the
ahove-listed document(s) appear to be genuine and to relate to the employee named, and (3) to the best of my knowledge the
employes is authorized to work In the United States.

The employee's first day of employment (mm/dd/yyyy): / } -l i/ Y (See instructions for exemptions.)

Signature W Repibsentative Date 7mnzdm7') Title of Employer or Authorized Representative
C Y F 2 _5 M Kif) '
n N

Last Name (Family Nam First ame (Given Name) Employer's Business or Organizatio
\ W L bv;\,_ __EMPLOYER SOLUTIONS STAFFING GROUP LLC
Employer's Business or Organization Address (Street Number and Nan;e) City az/fown State Zip Code
7301 OHMS LANE SUITE 405 EDINA MN 55439

[Bection 3. Reverification and Rehires (7o be completed and signed by employer or authorized representative.)
A. New Name (if applicable) Last Name (Family Name) First Name (Given Name) Middle Initial | B. Date of Rehire (if applicable) (mm/ddfyyyy):

C. If employee's previous grant of employment authorization has expired, provide the information for the document from List A or List C the employee
presented that establishes current employment authorization in the space provided below.

Document Title: Document Number: Eitplration Date (if any)(mm/dd/yyyy):

I 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 genuine and to relate to the Individual.

Signature of Employer or Authorized Representative: Date (mmvddiryyy): Print Name of Employer or Authorized Representative:

FormI-9 03/08/13 N
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@ employer solutions staffing group.
. Leveraging Resources in a Changing Market
Direct Deposit/Payroll Debit Card Authorization

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 Payroll Debit Card.

SLECEION BASHE [INFORNIN [[ON
SSN# (last 4 digits) Effective Date
e

LSOO gpee
SECEION 2 PAXNROEE [ L Lo
|2< Direct Deposit (Please complete Sections 3 and 5 below)
|| Payroll Debit Card (Please complete Sections4 and 5 below)
SECHON A DIRECT BLEPOSEH]

(\ [0 Update Bank Account I'understand and acknowledge that if I do not provide a

B Bank Name: voided check with this direct deposit form, I am
‘l ] Loeus Q\ Y 3 o) responsible for any delays in payroll or extra costs
RO ﬁn . . . P
utings# Oq LQD O O lq incorred if the account number that I provide is incorrect.
B A S5 121 by (000 mital__£-1 pae_ 1 -00 - IS

Account Type:  [A| Checking [ Savings [(lOther

To help us avoid making an error, please attach a copy of a voided check. (a deposit slip will not work)
Ifycuchangebanks,donotcloseyomoldbnnkaccommmﬁlyomdkectdeposithns started &t the new bank, which may take 2 pay periods,

SECHION | PAN RO

DEBETCARD 1GEOB AL CASHC N,

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 Autharization, 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 ronting 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 ali 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)

First Name ML Last Name Date of Birth
Street Address (P0 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 Accaunt #

073972181

1 have 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 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 fur the fees described in the fee schedule that is part of the program terms,
conditions, and disclosures.

Employee’s Signature: Date:

I '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: L @
Fhig mformhu\n will only be used to send your paystubs electronically

Employee's Signature: ’//4 Date: )] - L -\§




VSIIND 219301-EMP

OWFFIEE USE | 0CATION,

Rehire Date

ENROLLMENT FORM
REQUIRED ENIPEON EEINEORMAEION

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

| Socil Security Number U4 28 -Z4 -23) 5
' Datcof Birn .© 2211999 o, MK |
| Name _T3oloe] Lobec

| StrectAddress 25 A 6\\(6\ Ae - S .

ESC UNAV P2M v15.1
OPTFIONI

FINEDENDENINEIN REAN
|SELECT COVERAGE LEVEL |

‘You MUST select a coverage level before adding any benefits. Your |
coverage level will be identical for each benefit. ]

MWeeh v Rites

|
|

\[ Home Phone .(Q_J_L'_&Q_L'_O_Z_Z'_ﬂ_

| 7~ Do you or any dependents have Medicare? -——————
[]Yes [INo If Yes:

D Employee Only D Employee + Family

FIXED INDEMNITY MEDICAL % i
$20.91 Employee Only

[E NO  $56.67 Employee + Family

This coverage is not available to residents of New

Medicare Health Insurance Claim Number (HICN)

/ /

D Employee + 1 NO to all indemnity beneflts
$42.44 Employee + 1
Hampshire, Hawalii, or Puerto Rico.

$ 6.17 Employee Only

|
e
|
=
!
|

Medicare Effective Date "' $12.34 Employee + 1 [
Names of Covered Person(s) , NO  $20.36 Employee + Family i
| 1. [ |
2. | TERM LIFE @
3, | LV 4

$0.60 Employee Only
$0.90 Employee + 1
$1.80 Employee + Family

Name

Social Security Number

Date of Birth __/__..._/__-—-— Sex @E‘

Relationship: [1Spouse [J Child [J Domestic Partner

SHORT-TERM DISABILITY

[ ]ves &
[X] no

Short-Term Disability is not available to persons who work in
California, Hawaii, New Jersey, New York, or Rhode Island.

$4.20 Employee Only

Name
Social Security Number o o
 DateofBih [/ s [M[F]

Relationship: []Spouse [JChild [J Domestic Partner

BENEFICTARY INEORMAFION

For Term Life / Accidental Death & Dismemberment, please write
in your beneficiary information.

NAME OF BENEFICIARY

||[]858-87
. l:l$87_73 Employee + 1

: |:| $186.99 Employee+ Family

|
| [g] NO to MEC Wellness/Preventive Plan
|

Employee Only

RELATIONSHIP

| Accidental Death & Dismemberment is part of the Term Life Benefit.
L

I have read the benefit packe and understand its limitations. I understand that open enrollment is only available for a limited time and I

understand that making

P> Signature

m!’&

=PI s

jon is a declination of coverage.




