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Cass Verification Number: 20171111131228W

Report Pregared; 0412017

comgm Information

Company ID: 47420 mmmumanpmwwemvp

F.mm Information

Last Name: Ivy First Name: Rioharg

Date of Birthy; 12/24/1888 Snm&wrlyanbw: handad -

Hire Date: 0472172017 GM:WWAMWMUM%

Donmnlmlnhrmauon

—entinformation

mstmentDmmwlehmbjnU&Mmemmm mcbmmmmmm

Dosument Name: |p cand Document State; Minnesots

DerLlcmunrlDDBtuanbar: Dnmmﬁwmnbmw

Case Status Information

s=——————"maton __

Cumrent Case Resuft: Employment Authorized Employer Casa n;

Case Submbted On; 04212017 Case Submitted By: GLEN7B02
SENSITIVE BUT UNCLASSIFIED
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employer solutions staffing group..

New Hire Application

Personal Data-- PLEASE PRINT LEGIBLY IN INK

Last Name_:l:bj‘_ First Name—MmL Middie Initia1 L
Street Address (99} Aucore, Ave p Aptiste _ 544

City/State/zip _%\- Qu.m — My : sﬁloc_l | Social Security Last Four XXX-XX-$S94y |
Phone Number (o] ~MC-3715D Email Address |Z“&14.al ¢ ;,7( A0 13 @ﬁ e . Coup

Staffing Agency/Recruitment Partner

All offers of emplovment are conditional upon saﬂsfactol_y proof of identity and legal ability to work in the U.S.A.
Are you legally authorized to work In the United States of America? [JYES ONo

Appiicant Certification and Authorization

I understand that a comprehensive background check may be conducted to determine my eligibiiity for hire by cartain 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 testas
required by ciients, govemnment regulations or by ESSG poiicies.

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

| certify that aijj statements made in my appiication are true angd accurate and that | have not omitted any material information or provided
false or Misieading Information, | understand that any materiai omission or misrepresentation wijj result in my disqualification from
consideration for employment or, if discovered after | begin empioyment, will resyt in my termination,

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

Rebuod T Do) oo, 04 faL 1T
Name (Print or tyoe) | Applicant’s Signature 4 Date

For ESSG Office Use Only

DOH NHW I-9 8850 w4

—_— —_—

Emargancy 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 - CMG_sMm Rev. 0472017

EEE—
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Th don't apply to lemental N i L If you hy I nt of
Form W-4 ( 201.7) groater tan §3,000 005" ™ “PPlemental wages NONWagS inoome, stotees Interest of cidencis:
Basic Instructions. if you aren't exempt, complete $°"3'd°" making esﬁ_'mat?gilax viﬂg"‘?msob‘,‘s'"g Form
Pumoss, Complets Form W-4 so that your the Personal Allowanoes Workshest balow, The 040-ES, i a"w{‘ "; t‘:a 3. Bn:imlse,
emplayer can withhold the correst federal Income workshests on page 2 further acjust your you e jowe °,',’3'b- 208 tofi e i 2 °"ﬁ" d
tx from your pay. Conslder completing & new Form Withhoiding allowances based on emized annuity Income, “,gm Form W Ay W-&l;l Shou
W-4 each year and when your pamona? ar financial deductions, certain credits, ad&stmanm 1o income, adjust your withholding on Form W-4 or -
situation changes. or two-eamers/multiple jobs g ations, Tw;"n(l earners or multiple jobs. ﬂ]j{og tgave r:th
Exe, from withholding. If you are exempt, Complets all worksheets that apply. H } fhiring spouse or more than ane job, g
mm’;g:l eteognly l'l:es 1, 2? 3, 4,aan 7 a:rde sign thpe‘ mayogllaqm fawa‘?g:rzaro allowa:pcgé.y Fo?‘l"leegvuelraryou a“"‘”'g's er l"f “""mm y?r"'_" are amti:ig claim
form to validate . Your exemption for 2017 expires wages, withholding must be based on allowances by \]P ";‘,%l‘ ‘fﬁ’m ;';*;i i gnly e ""m
Feb: 18, 2018, Ses Pub. 505, Tax Withholding you claimed and may not be a fiat amount or D aﬁlgllo Giding u lﬂlt’ged ghm Fo a"“,’\';' e
and Estimated Tax. percentage of wages, fv;r%r':e hlghavsvtan ayin arjgg and nr%nallgwannogs are
Note: If another person can claimyouasa dependent Head of housshold, Generally, you can claim head claimed on the others, Ses Pub. 505 for detalls.
an his or her tax retum, you ean't claim exemption of household filing status on your tax return only if N d lien, If residant ali
from withholding f urgtal Inoome exceeds $1,050 you are unmarried and pay more than 50% of the Ngi']“"ﬂtagg‘s’ °"'|' you "E: "3,"‘, 4 et gna'" afga
and Includes moraf‘l"?an $350 of uneamed Income (for costs of keaping up a homs for yourself and your N feesld AlE eg;lgtal "",Eu mﬂ ons for
i Wiarest and divhiend) gagagg?kni;zoﬁﬁ o dg?dlgizldouﬂ?l& nd c:n k = w:hn: Idi m:;:rp nio er:'takea
ub, ’ mptions, uction, an sk your Diding. our Form
mﬁmﬂﬂgﬁ ey ,bf%feb':mt;,g;zg',s Filing Information, for Information, effect, uag Pub 50510 568 how the amot you are
a dependent, if the employes: Tmcmqﬂs.Ygummgpmjecmdhgcr:fmm Into m%%%&&@m%% mligmeagn%'fx
* Is age 85 or older, mmh?gﬂgl‘llowngnygeg Cr%dwgg' ?o:'lgll:‘ﬂde;r dependent exoeed §130,000 (Single) or §180, {Married).
® Is biind, or care expenses and the child tax oredit may be claimed Future developments, Informsation about any future
e L M Sk e e, i, Hern e
ftemized deductions, on his or her tax retum, ' m:ecm: into wm’,.,.m,','"ﬁgﬁg,?c‘g“"’ AR aetg wwwgg.egrﬁt/wn!. ease g
Personal Allowances Worksheet (Keep for your records.)
A Enter*1” for yourself if no one else can claim you as a dependent . °© o o o g 0 A g
® You're single and have only one job; or
B  Enter“1* i * You're married, have only one job, and your Spouse doesn’t work; or B
* 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 it You are married and have either a working spouse or more
than one job., (Entering “-0-" may help you avoid having too [ittle taxwithhed) . . . , |, | | 0o o 0 o o c
D  Enter number of dependents (other than Yyour spouse or yourself) you will claim onyour tax retum . o6 o o D
E  Enter "1 if you will file as head of household on your tax retumn (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 inciude child Support payments. See Pub, 508, Child and Dependent Care Expenses, for details.)
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 $70,000 ($100,000 i married), enter “2” for each eligible child; then less “1” i you
have two to four eligible children or less “2" i you have five or more ellgible chiidren.
® If your total Income will be between $70,000 and $84,000 ($100,000 and $119,000 if married), enter “1* for each eligiblechild. @&
H  AddlinesA through G and enter total here, (Note: This may be different from the number of exemptions you claim on your tax retum,) B H
® if you pian to itemize or claim adjustments to Income and want to reduce your withholding, see the Deductions
Foraccuracy, | ang Adjustments Worksheet on page 2.
complete all ® If you are single and have mora than one job or are married and you and your spouse both work and the combined
worksheets earnlnFs from all jobs exceed $50,000 ($20,000 if married), see the Two-Eamers/Multiple Jobs Worksheet on page 2
that apply. to avoid having too littie tax withheld,
® If neither of the above Situations applles, 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,
9 W"'4 Employee’s Withholding Allowance Certificate OMB No. 1545-0074
m
Departm P Whether You are entitied to claim a certaln number of allowances or exemption from withholding Is
Intemnal ﬁﬁgﬂmw subject to review by the IRS. Your employer may be required to send a copy of this form to the IRS. 2 @ 1 7
Y‘E‘ﬂm name and middie initial ﬂ name 2 Your social security number
/ 220—T75-35 (o
Homs address (number and street or rural routs) { 3 1 singe O Marriea L] Married, but withhold at higher Single rats,

CHy or town, state, and ZIP code 4 Byour last name differs from that shown on your social security card,
: check here. You must cali 1-800-772-1213 for a replacement card, P[]
5  Total numbér of allowances you are claiming (from line H above or from the applicable worksheet on page 2) 5| - Q_/

6  Additional amount, if any, you want withheld from each paycheck

A U Note: If married, but legally separated, or Spouss Is a nonresident allen, check the "Single” box.

SRR RS R e S
| claim exemption from withholding for 2017, and | certify that | meet both of the following conditions for exemption.
® Last year | had a right to a refund of ail federal income tax withheld because | had no tax liability, 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 “Exempt”here. . . |, 7]

Under penalties of perjury, | declare that | have examined this ce

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

cate and, to the best of my knowledge and belief, it is true, correct, and complete.

Dated Gy AL /1 F

mpiete lines 8 and 10 only if sending to the IRS) | 9 Office code {optional) | 10 Employer Iﬂen’ﬂﬂcalon number (EIN)

Employer's name and address (Employer:

For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 10220Q Form W-4 (2017



Employment Eligibility Verification USCIS
Department of Homeland Security i Form I-9

ON I are . P ; OMB No. 1615-0047
T 4 U.S. Citizenship and Immigration Services E:pire:08/31/202;
> START HERE: Read Instructions carefully hefore completing this form. The instry,

. Bmployee Information estat ho tater
day of employment, but not beforg sqoepfing a job affer |

Last Name (Family Name) Name (G Name) Middle initial Other Last Names Used (if any)
o i%n:\ L

Address (Street Number and Name) Apt. Number | City or Town State ZIP Code
(2 Awove,  Aua ") SYU s} w Mu | 55

Date of Birth (mm/ddsyyyy) U.S. Social Security Number Employee's E-mail Address Employee's Telephone Number
2/2y /145 ¢ |13i2]d- 1] -E[Ed1]| . 3Cu. /. 2 -Fog-3959

I am aware that federal jJaw Provides for Imprisonment and/or fines for
connection with the completion of this fo

| attest,' under penalty of perjury, that | am (check one of the following boxes):
[§J A7 ciizen of the United Statea

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

|:| 3. A lawful permanent resident (Allen Reglstration Number/USCiS Number);

D 4. An alien authorized to work until (expiration date, i applicabie, mm/dd/yyyy):
Some aliens may write "N/A" In the expiration date field, (See instructions)

Allens authorized to work must brovide only one of the following document numbers to complete Form I-9; Do ﬁ:,‘f,;;’;;:;,;?:g;m
An Alien Registration Number/USCIS Number OR Form 1-94 Admission Number OR Foreign Passport Number.

e statements or use of faise documents in

1. Allen Registration Number/USCIS Number:
OR

2. Form 1-84 Admission Number:
OR

3. Foreign Passport Number:

Country of issuance:

Slgnature of Employee Today's Date (m,
WM o {a‘}% (7 L
reparer andlor ransfafw@%ﬂ&éﬂnn (eheek ohe): !
A

| i ot uss a praparer o rangiatar. praparer(s) andfor transtatorls) absisted hevammayea In eompleting Bection 1.
(Figlds below must be aampleted and Sianed whan preparers andfor trensfatars assist an smpiayee in cempleting Sectipn 1)

I attest, under Penalty of perjury, that | have assisted in the completion of Section 1 of this form and that to the best of my
knowledge the Information is true and correct.

Signature of Preparer or Translator

Today's Date {(mm/iddfyyyy)

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

Address (Street Number and Name)

City or Town State ZIP Code

@ Enq:ioyer Completes Next Page @

Form I-9 11/14/2016 N




_ Employment Eligibitity Verification Uscis
| Department . Form 1.9
OMB No, 1615.0947
-: Sk 0031305

Soxclql Seccarid |
: .
N : N
DocumamNumb_or _ ) : Dﬂgmem umber Document un%e!-_b_ﬁé'
Expiration Date (Ifam{mﬂWd/yym 'Yl Expiration Date (Ifam(mnwwyyyy) Expiration b {a'any)(mwwyym
' ~ Z 24-202) : _A_/z
Document Tige E .
'\.,.um,mm Additional Information ——————————__ f\gmmgg y
EocmmmNumbar
Expiration Date (% any)tmm/dcipryyy)
Dw Title
lnulngAumomy L _1
Emmmﬂmnbar
IEXP!mﬂonDaﬁaﬂhny){”"'deom i
tTrﬂnqun:laMundormmnyof ury, that (1) | have sxam Bresented by the
(zfm.mmm document(s) P:o"h ul o8

Form 19 11/1412016 5 '







P s T
0 nwg‘_‘}l""pv.. H d ‘smok g
0} 7

T
=

é\\\\\\ ““‘“mm_ '3
|

=T
& Y

Ci)

AT *




L 4

EMERGENCY CONTACT INFORMATION

EMPLOYER SOLUTIONS STAFFING GROUP
OF AN EMERGENCY - NOTIFICATION INF ORMATION

Employee Name; E\'» M!_[A Qg%
Address: (g 2 1 Ag«aggg, Aﬂ;eg A)

Home Phone: __ (| - 400 —R259

IN CASE

| EMEROENCY CONTAGTH
Please list two peaple (in priority ord@r;}who aould be santagted In case of an emargency

Home Phone:

Contact #1

Name: Mq\l mie o\(en Cell Phone: 4579 — 26| - 3173

Relationship: \9,‘ bul, Yho %-&V Work Phone:
Contact #2 Home Phone:

Name: Cell Phone:

Relationship: Work Phone:

This information will remain confidential and will only be used in the case of an emergency.

EEEE———
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~ 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.

L , 4 : Nate:DirmDBpnsitaccnmmaymkeltpta?da)umbeamvalzd
- ayroll Debit Card (Please complete Sections 4 and § below) |_| Paper Check (Please complete Section 5 below)
SEGHONESBIRE G D LD OS LT T
A Tunderstand 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
ineurred if the acconnt number that I provide is incorrect,

BExcept for the routing and account number, ESSG does not have access tp 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 ail of the terms and conditions, You will
then sign acknowledging that you received the Payroll Debit Card and packet. Your Payroll Debit Card will be reloaded on each Payday you receive
wages,

CARDHOLDER INFORMATION (as yon want your Payroll Debit Card to be issued)
First Name Ml Last Name Date of Birth
Street Address (FOBOX NOT ACCEPTABLE) Social Security#
City State Zip Cell Phone (mobile)
RECEIPT OF PAYROLL DEBIT CARD (to be complsted when you pick up your Payroll Debit Card)
| Payroll D:l;;tg c;;;% Routing # Payroll Debit Card Account # 3. qu)CQ . 3 = - q 01 l é

[ have received my Payroll Debit Card, welcome brochure, program fees, program terms, conditions, and disclosures, By activating my Payroll Debit Card,

AUTEORTZN T ION
Tauthorize ESSG 1o dire

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: t ’|/ I 3 @ N o
this information will only be used to/fend your Paystubs electronically
Employee's Signature: _M Mja/;r Date:_gd /- 1z




Authorization

BGC and/or Orange Tree Em ployment Screening to provide Em ployer 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 origj-
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 information requested below to identify yburself for BGC.

Printed name: 'R c}nrﬂd Lee T
First Middle (OO last '
none)

Other names used:
Current county of residence:

Current and former addresses:

current U2 Avore Aue p OF Puul, My sSloy

from Mo/Yr to Mo/Yr Street City, State & Zip l
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 not use it for any other purposes.

12]2y )9 50 3do- 7%~ 59 (4
Datk of birth Social security number

Els /

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: 1.

Signature L Date / /




- employer solutions staff ing group.

Leveraging Resources in a Changing Market

STATEMENT OF CONFIDENTIALITY
=0 CUNFIDENTIALITY

This agreement made this 21 day of %u | ; 201_'1]:, between
Employer Solutions Staffing Group LLC, hereinafter referred fo 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.

loyee Signature L

Employar Solutions Staiing’Group LLC, Ra resentative



 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

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 detendrj el cheque de pago y reemitir el cheque a usted, descontando
un cargo de entre $ 25 - $ 35,

no fue su culpa, ESSG emitira un nuevo cheque y no hay cuota se deducira.

AGREED/SE ACUERDA—

Name/Nombre (con letra de molde): M T

|
Signature/Firma: M




Printed Name: E!c!nuci T




rom OO0 Pre-Screening Notice and Certification Request for

{Rev. March 2016) the Work Opportunlty Credit OMB No. 1545-1500
Department of the Treasury
intemnal Revenue Service » Information about Form 8850 and its separate instructions Is at WWw.irs.gov/form8850,

Job applicant: Fill in the lines below and check any boxes that apply. Complete only this side.,

Your name __&_QAA&J T Social security number p 3)[! ~71%K -5 ﬁ G ’
A ) e J \
Street address where you live ‘@al A 3 CQM o & j2 4)

City or town, state, and ZIP code 55—_— gs A . MU SsSlGgdd
R | T L]
County -—&&M Telephone number t |3 - jgg e o W
i
If you are under age 40, enter your date of birth {month, day, year) ]1 l ;H I f‘ (g

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

2 [7] Check here if any of the following statements apply to you.

® |am a member of a family that has recejved assistance from Temporary Assistance for Needy Families (TANF) for any 9
months during the past 18 months.

* lam 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 rehabllitation agency approved by the state, an employment network under the Ticket to Work
program, or the Department of Veterans Affairs,

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

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

* Irecelved 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 wesks 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 totallng 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 entitied 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,

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

* Stopped being eligible for TANF payments during the past 2 years because federal or state jaw 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 unempioyment compensatlon.

Signature—All Applicants Must Sign

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

Job applicant's signature b w iﬁz Date L{ <
For Privacy Act and Paperwork Re&ucﬂon Act Notice, see page 2, / Cat. No. 22851L Form ev. 3-2016)



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

EMPLOYER SECTION:

Client: Company:

Employer Solutions Group

Location: Position: Starting Wage: §
EMPLOYEE SECTION:
I_Employee Name: Street Address: City/State: Zip:

SS#: Djite of Birth:

320 " 18" 560( | 1212411940 |25 S prany befpre?

wi](-?)

Age: Have you worked for If yes, location:

TM/ b}q‘ J '7" Vtual ; MM

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 Augnst 5, 19972 (If yes, please provide information below )
Name of'the person receiving benefits; Relationship to yon;
City: County: State;

| #

Have yon or has anyone living with you 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 yon:
City: County: State:

.

Have you received Supplemental Security Income (SSI) at any time within the past 3 months?
Please note, this is not the same ag Social Security benefits (SS) or Social Security Disability (SSDI) benefits,
*If you checked yes Please provide a copy aof your SSI documentation,

<
\

Have you received any type of vocational rehabilitation services within the past two years?
Ifyes, please indicate w] type of agency you worked with and provids their location information below:

["] Vacational Rehabilitation Agency [ | Dept. of Veterans Affuirs [] Bmployment Network (Ticket to Work Program)
Name of Agency: Phone #;
City: County: State;

*If you checked yes please provide q copy of your active Individual Work Plan and Ticket to Work documentation,

Are you a Veteran of the U.S, Military? */fyes, please provide a copy of your DD-214 and letter of separation,
(If yes, please provide information below. Ifno, 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

6. Have you been unemployed at any time during the last 12 months? D
Ifyes, dates of unemployment - From: / / To: / /
Did you receive unemployment compensation at any point during your unemployment? D E],
If'yes, dates received unemployment compensation - From: / / To: / /

7. Have you been convicted of a felony or released from prison for a felony conviction in the past 12 months? [:] [@ B
Conviction Date: / / Release Date; / /
Was this a D Federal or D State conviction? If State - County: State:

e

Additional Tax Credits

IEC (Native American): Are you or your spouse a member of a Native American Tribe?

*If you checked yes please provide a copy of vour CDIB card,

CA Residents: D Are you the child of foster parents? D Do you receive CalWorks? I:' Workforce Investment Act?
Are you a migrant or seasonal farm worker? Have you ever been convicted of a misdemeanor?

SC Residents: [] Do you receive Family Independence Benefits?

PLEASE READ, SIGN, AND DATE:
Under penalties of perjury, I declare the information above 10 be true and accurate to the best of my knowledge, and | 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

Date: 06{/91 // /?‘

Consultants, Inc. dba Retrotax), or the u flent of Labor.

New Employee Signature:




Spacialisthlin Tax CradaiAdministraion

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: Empl‘geﬁj];w Tu } 11 o m’-?‘%'be d?-’

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: / /
O 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: Date:
[ M IL/ tZ‘-’f!J(,/II

I

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 —
Unemgloxment Acknowledgement

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

I understand by signing this form that 1 am responsible to contact ESSG within 5
calendar days once an assignment ends. | also acknowledge that | have received
a separate copy of this form. K.z (Initial)

M 2 ﬂaq od/2( /2
Eniployee Signature; Date: / /

Employee (please print yourfname here)

CMG_SM - Rev. 09.2013




\

Acknowledgement of Receipt Antiharassment Policy

I certify that | have received a copy of Employer Solutions Staffing Group’s Antiharassment Policy. |
understand that it is my responsibility to read this policy and ask my Supervisor, a member of
Mmanagement or to telephone Employer Solutions Group (ESSG) at 952.835.1288/1.866.496.7573 with
any questions | may have about this policy. | agree to comply with ESSG's policy on Antiharassment
and understand failure to comply is grounds for disciplinary action, up to and including termination.

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)

bodng| Zu

Employee’s S_i?,ur :

22




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 | have read the entire contents of this policy and | am aware and fully

understahd: (a) the policy and its contents; (b) what condugt the policy prohibits and the

3. | 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

Individual's Name =
ot/ 2 /(7
/

Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



RECEIPT OF EMPLOYEE HANDBOOK AND EMPLOYMENT-AT-WILL STATEMENT

Handbook.

l 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 oraj or written statements or representations regarding my employment can alter
the foregoing. | also acknowledge that no Mmanager or employee has the authority to enter into an
employment agreement, express or implied, providing for employment other than at-will.

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 em ployment or condition of employment can be established by any other
statement, conduct, policy or practice.

my employment with the company.

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

DATE (Qj ‘.’2[ Z[z

Name . Aoicd Loy

PLEASE PRINT
EMPLOYEE
SIGNATURE

ESSG
REPRESENTATIVE

23



Y

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:
Associate's Signature:
Associate's Printed Name:

Orientation provided by:

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.

I 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.

52| /:J(/HY

-~

24
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Vel ATk v VAN e LTy n wsmdveidkis ol et 1

Enhanced MEC Plan_Plan1 Bl e i, e

L1 New Employes L1 Rehire Rehire Date

Social Security Number

3% -F-s0 ./
City State Zlp Code

ﬂ I 2 od
| Ganédar é Male | Marital Status lﬂ's.ifﬁe Jgateofsmh M - 65[ 4

Date of Hire
[] Female | [ Married [J Divorced b§
Phone Number; Emall Address:

- -

Please Select Desired Coverage:

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

Gl -’.a%

Social Security # Birth Date | Sex Relationship
O male DOspouse 0 chad
MI Last Name 3 Female Domestic Partner
Social Security # Birth Date | Sex Relaﬂomhip
O Mae CSponse [ Child
WL Last Name [J Female [0 Domestic Partner
= i i i y 1
Soctal Security # BirthDate | Sex Relaﬂomhjp
[0 Mae O Spouse [ Child
] Female
erageiniormation including [\/1.-_"c'l|carr'."Med'l"cai(l
NAME OF PERSON COVERED (FIRST, LAST):
- EFF. DATE
EFF. DATE
EFF. DATE

Employes Acknowladgament and Authorization - | herehy apply for the group benefit(s) as indicated, l acknowledge that al entries are true and complete and that
any misstatements or fallurs to report Information may be used as the basis for cancallation of covarage for me and my dependent(s), i any, from the original
sffective date. Further, | authorize my employer to make the necessary payroll deduction of pramiums for coverages | have electad, -

,IF ENROLLING - YOU MUST SIGN HERE

Employes Signature

; Date
|EMPLOVEES DECLINNG | am DECLINING coverage
lunderstand that | and/or my dependents, if any,

» waive any Coverage and desire to participate in the plan at a later date, Iiwe ma

must mest the requirements defined In the Certificate of Covarage for the company's medical or dental plans. if | dacline enroilment for myselfor my dependents
(including my spouss) because of other coverage, | may, in future be able to enroll myaelf or my dapendsr; In this plan, provided | request enroliment within 31
days after the other coverage ends. In addition, ifa new dependent velationship forms as a result of marriage, birth, adoption, placement for adoption of parting suit
of adoption, I may be ahle to enroll myself or my dependent, provided | raquest enroliment within 31 days of the avant.

IF DECLINING- YQU MUST S IGN HERE

y be considered a late enrollee and

Employes Signature o : ia ’ Date
Empioyer Solutions 9tz fing Group Health Benefits Team
7301 Ohms Lane Sufte 405
Edina, MN 55439

Phone: 852-767-9519 Fax: 952-767-9515
Email: Health@employersolutionsgroup.com




T T TTo T TAsssmauy AvannuLal DTUCLILS  FIan 2

» Vg 219301-ESG-1 OFFICE USE ONLY LOCATION __ .Rehire Date___/__/ _
ENROLLMENT FORM ESC CU(UNAC-MN) P1 v18.2
pmm' USING BLACK or BLUE INK (Must Be Filled Out)
tkeed Toy g e e R
A , "%,

City | State 'Zip | Date of Birth
4k Pl L Munessobe | sSiad  |p lay'1ac

B. DO YOU OR ANY. OF YOUR DEPENDENTS RECEIVE MEDICARE BENEEITS? m%sDNo. If Yes, please continue,
Medicare Health Insurance Claim Number (HICN) i Mgdicare Effective Date

Name of Covered Person (s): '
il 2 | 3.

C. LIMITED BENEFITS PLAN SELECTION Payroll Deducted Weekly 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 F D‘En':E'l';'l'éf\'L“!‘"" DENTAL VISION TERMLFE | SHORTTERM
EmployesOnly [ ]| s20.25 B sen all|  s242 8| s0eo o3| sz ()
Employee +1 [ ] $41.10 $12.34 $4.92 $0.90
Employee + Family [ | $54.88 $20.36 $6.56 $1.80
NO to ALL Benefits l:l DYes D Np ':I Yes ':I No DYes ':I No | DYes ':I No l:l Yes ':I 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 RI. i

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

Name —-'HJW———MM;HJJ 'ﬁ;_\l[ Relationship

D. REQUIRED DEPENDENT INFORMATION
Name Social Security # ' Date of Birth ‘ Sex Relationshi

: P
i .____..:).-ké \ ll‘CIﬂn ..ﬂ@&l‘ﬂ jU"l /.';W JoxA i ] Spouse &{hild |:| Domestic Partner
Name ¥ Social Security # Date of Birth | Sex  Relationship
o \(_r_e_ﬂ‘ _l!!{_“_ _0‘1 /lﬁ/gno']. ?' ) []Spouse Eé_hild ] Domestic Partner
ame Social Security # ' Date of Birth | Sex Relationship
__5hal; ;—fﬁ.k"__]—;af.-__. e M0 | M L Spouse [\Jehild [] Domestic Partner
Name Social Security # 'Date of Birth | Sex ' Relationship

£/ IMI[E] | CIspouse [ chitd [ Domestc Partner

s e ma e mAm v e,

YOU MUST SIGN AND DATE, EVEN IF YOU DECLINE COVERAGE P

| have read the benefit packet and understand its limitations, | understand that open enroliment is only available for
a limited time and | understand that making no benefit selection is a declination of coverage.
S e mmn e 19 TI0 DENE m allin U LIS

pate 0 /20/26(F | P> SIGNATURE ¥

This is an Essential StaffCARE Enrollment Form.




