PO Box 46270
Minneapolis, MN 55344-9956

Tel: 952.835,1288

www.esgstaffingsolutions.com

New Hire Application

Personal Data~ PLEASE PRINT LEGIBLY IN INK

Last Name _D%% First Name _EM Middie Initial YY"

Street Address_(} 222 hﬁm nﬂﬁL AptiSte

City/State/Zip H Y }Q !;3 ! N Ll S S L{'l ’Z, Soclal Security Last Four XXX-XX-" ) Ll IS
Phone Number __] &> 43 - 221-569Y  eman Address |

"lreyou e gmaitecor

Staffing Agency/Recruitment Partner

All offers of employment are conditional upon Satisfactory proof of Identity and legal abliity to work In the US.A,
Are you legally authorized to work In the United States of America? ﬂYES [JINo

Applicant Certification and Authorization

| understand that g comprehensive background check may be conducted to determine my eliglbliity for hire by certain cllents of ESSG,
This may Include but |s not limited to, Investigations of criminal and/or conviction records, driving records and/or a drug screen test as
required by clients, govemment regulations or by ESSG policles.

I release ESSG and other persons or entities from any claims that might be based on ESSG's decision to conduct a background check,
1 certify that all statements made In my application are true and accurate and that I have not omitted any material Information or provided
false or misleading information, | understand that any material omission or misrepresentation will result in my disqualification from
conslderation for employment or, if discovered after | begin employment, will resut in my termination,

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

Nhj‘@%’m Lﬂf#ﬂu Tp;mnﬁsj[%%@u D§ [3(zof=

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

For ESSG Office Use Only
DOH NHw I-9 8850 w4
Emergency Contact info Background Release Form Background Results Unemployment Letter ESC Application
(if applicable)
For ESSG Client Use
DOH ROP Work Site Log, WC Code
ESSG - CMG-NSTW4 Rev 0412017



The exceptions don't apply to Supplemental wages Nonwage Income. If you haye a large amount of
F Ol' l'l'l W'4 (201 7) greater ﬂgr’z $1,onn,oog.p'y = Wiy nonwlgge income, such as lnlsresta;gr ;lvlhdmds,':o

Basic Instructions. if you aren't exem complste conaldar making estim, using Form
Purpose. Complete Form W4 so that your the Personal Allowanges Workaheet%télow. #he 1040-E5, %@g'ﬂdﬁ% Og’n:,"”'s’-
employer can withhokd the correct federal ncome Worksheets on page 2 further adjust your you ma)l'nm Pub, 808 %",‘l'nd e °"§" id
tax from your pay. Consider completing a new Form withholding allowances based on ftamized annuity m&‘%mn“ Form W4 W_%'i,“ Shou
W-4 each year and when your persona? or financlal eductions, certain credits, adlustmants to Income, adjust your olding on or .
situation of es, or two-samers/multiple jobhs ons. Twr?dnaamera or mumpletd:}:s. if %og' l'agve ath
Exemption from withholding. If you are exem ) Complets all worksheets that . Howsver, you toeeing epouse or mors than one Jo| g
complete only ines 1, 2, 3, :,s'an!g and algn thpat claqm fawer (or 2ero) alluwanag&qurragularyo iotal number of allowances you are entitied claim

w:ges, withholding must be baged on allowances
you claimed and may not be a flat amount or
Perosntage of wages,

Head of housshold, Generally, you can claim head

form to validate i, Your exemption for 201 ires
Feb 15, 2018, Ses Pyh, gg&. Tax Vwmheo’l‘glng
andwnmd Tax.

Note: if another person can claim ylgl% as a dependent
0]

W-4,

on his or her tax retum, you gan't g exemption of housshoald filln, slawaonyourmxmmmoraylf
from withhelding lf{\;::ﬂt:; income exceads $1,050 you are unmanied and pay more than 5095 of the Notics 1
and Includes more $350 of uneamed income (for costs of keeping ol.'aﬁ & home for yourself and guur =
example, Interest and dividends). degandengsfor er qualifying Individuals, See
ns. An emp' may be able to olaim Pub, 501, pﬂoﬂs, Standard Declucﬁon, and

exemption from withholding even if the employes Is Flling Information, for information,
& dependent, ifthe employse: Tax credits, You can take projected tax credits Into
» I8 age 85 or older accourt In figuring your allowahle number of

ag g Withholding allowarices. Credits for child or dependent
® |3 blind, or care expenses and the child tax credjt e claimed

to
on all jobs using worksheets from only one Form
)

olding usually will bs most

when all allowances are clalmed on the Form w-4
for the highest gamylng Job and zero allowanges are
olaimed on the

ers. 8ea Pub. 505 for detalls,

Nonresident allen. If you are a nonresident afien, see
3882, Supplemental Form W-4
Nonresident Allens, before completing this form,

Instructions for

Cheok your Withholding, Aftsr your Form W-4 takes

e i coma o o
com LUr proje:

fnr20q7. Ssa P %ras o

, 5

P! your earnings

es
exceed $130,000 (Single) or mag’,ono Married).
Future developments, Information about any future

for yourself if no one else canclaimyouasa dependent. . , . . O b & o o
® You're single and have only one job; or

B * You're manied, have only one job, and your 8pouse doesn’t work; or

Enter *1” i: {
Enter “1* for your Spouse.
than one job. (Entering *-0-* may help you avoid having too little tax withheid,) . g
Enter number of dependents (other than your spouse or yourself) you will claim on your tax return ,
Enter *1” if you wiij file as

Mmoo

® If your total income will bg jess than $70,000 ($100,000 if married),

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 i married), enter “1»

Add Ines A through G and enter total here. (Note:
s jf

exp
A nts (
* Wil claim adjustments to Income; tax cradits; or b, legislatio after we ral will b
flemizad deduotions, on his or har g renea! wm;mmwﬁgm"“““wgmg?m“ﬂ e ST gy, ° r9leass I Wil be posted
Personal Allowances Worksheet (Keep for your records.)
A  Enter*y* ® 0 0 8 o0 o o o

* Your wages from a second Job or your spouse’s wages (or the total of both) are $1,500 or less,
But, you may choose to enter “-0-" if you are married and have elther a working spouse or more

A

et

|

1]

Child and Dependent Care Expenses, for detalls,)
Child Tax Credit (including additiona| child tax credit). See Pub. 872, Chiid Tax Credit, for more Information.
enter “2” for each eligible child; then less *{1*

if you

u plan to itemize or claim adjustments to Income and want to reduce your withholding, see the Deductions

Foraccuracy, [ ap 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 bath work and the combined
worksheets eamings from all jobs excesd $50,000 (320,000 if married), see the Two-Eamers/Multiple Jobs Worksheet on page 2
that apply. to avold having too [ittle tax withheld,

® if neither of the above Situations applies, Stop here and entsr the number from iine H on line 5 of Form W-4 below,

Form w-4

Department ofthe Treasury
Intemal Revenus Servica

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

Empioyee’s Withholding Allowance Certificate

OMB No. 1545-0074

2017

Tme and middle Initial

%71 Your soclal sscurity number

123274

3 1A single [ Married [ Married, bat witithold at higher Single rats,
Note: I married, but legally saparated, Or §pouse Is a nonvesident alien, check the “Single® box,

Li-v Home address (number and street or rural mj e
; City or town, state, and Zjp co

_'(h,gr);@

6 Additional amount, if any, you want withheid from each paycheck
holding for 201 7, and | certify that
* Last year | had & right to a refund of all federal Income tax withheld because | had no

LY |
o
B
3
:
g
.
5

| meet both of the following conditions for exemption.
tax liabliity, 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,

Employee’s signature
s form [s not valld unless yousignit) »

| declare that | have examined this certificate and, to the best of my knowledge and bellef, it s true, correct, and complete,

owes S/13 foost

8  Employer's name and address (Employer: Complete lines 8 and 10 only if sending to the IRS.) | 8 Office code (optional)

10 Employer Identification number (EIN)

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 Form I-9

NG5 i Pl 4 OMB No. 1615
U U.S. Citizenship and Immigration Services E,";‘,,'},a:osg,,;,’,‘}?
»START HERE: Read Instructions carsfully before completing this form. The instructions must be avallable, either In paper or electronically,

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 liegal discrimination,

eotion 1. Employee Tnformation an ation (& yBes must aomplate dnd sign S 1 of Fér 1-9 no later
tha tfte first day of employment bm"wbwmmmmgz :

st Name (Family Name) First Name (Given Name) Middle Initial Other Last Names Used (if any)

You joe]
Address (Street Numbsrand Name) Apt. Number | City or Town State ZIP Code
Rt mpis ML SSY172

Date of Birth (mmiddyyyy) \Ju.s. Social Security Number Employee's E-mali Address Empioyes's Telephone Number
2/14 {1352 |FAB-FA-AA 122218694

Iam aware that federaj law provides for Imprisonment and/or fines for false statements or use of faise documents in
connection with the completion of this form,

| attest, under penaity of perjury, that | am {check one of the following boxes):
(] 1. Acttizen of the United States

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

E.S. A lawful permanent resident (Allen Registration Number/UScis Number);

D 4. An allen authorized to work  until (expiration date, if appllcable, mm/ddlyyyy):
Some aliens may write "N/A" In the expiration date field. (See instructions)

Aliens autharized to work must provide only one of the following document numbers to complete Form 1-9: Do ?,E,"v,‘;,f,g;,?;,:,?g;m
An Allen Registration Number/USCIS Number OR Form 1-94 Admission Number OR Foreign Passport Number,

OR

2, Form -84 Admission Number;
OR

3. Forelgn Passport Number:
Country of Issuance:

Signature of Employean Today's Date (mm/tidyyyy)

’ﬁeparer and/or Translatef Gerification (sheck orie}; ' B
[] 1 id not usa & preparer or translatar. [_] A preparers) ancyie trangtators) asleged the eTipleyea in opfipiating Section 1.
(Fieidg below must be bampleted end signed when Brepérers ancjor translators Bssist an emplayee in complating Seation 1.)

| attest, under penalty of perjury, that | have assisted In the complietion 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/ddiyyyy)
Last Name (Famiy Name) First Name (Given Name)
Address (Strest Number and Name) City or Town State ZIP Code

@  Emvloyer Completes Newi Fage " @y

FormI9 07/17/17 N Page 1 of 3




Employment Eligibility Verification USCIS
Department of Homeland Security omf g:"]'mlgzw
U.S. Citizenship and Immigration Services Expires 08/312019

Seation &, Employer or Authorlzed Represontali 8 Review and Vérifioatlon

(Emplayers ar thetr ed resrasentative must comptbte and gom ammméouwmafmaemm@w y af emg Yoy
must ph mmmaagedammmﬂnmumonaaambmgg mmmwmwewwmwmufJuMWm
Employes 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
ﬁ@ﬁem Title . 4 Document Title Document Title
i ﬂ {W\Q( ﬁ(ﬁ?fkt@ét
Issuing m g Issuing Authority Issuing Authority
21
Documen__t7 Number Document Number Document Number
'-z = - "

Expiration Date (i any)(mm/ddfyyyy) Explration Date {Ifany)(mm/dd/yyw) Expiration Date (if any)(mm/dd/yyyy)
Document Title

Issuing Authority Additional information m‘g:a;,;:mg;;
Document Number

Expiration Date (if any)(mm/ddpyyyy)

Document Title

Issuing Authority

Document Number

Expiration Date (i any)(mm/ddfyyyy)
Certification: | attest, under penalty of petjury, that (1) | have examined the document{s) presented by the above-named employee,
(2) the above-listed document(s) appear to be genuine and to relats to the employes named, and (3) to the best of my knowledge the
employee Is authorized to work In the United States.

Th of employment (mm/dd/yyyy): (See instructions for exemptions)

ol

's D,

S/ 1§

3]

(mmAddfyyyy)

f Employer or w Representative
|

Last Name of Employer‘oLAuﬂ'lomd Representative
~EePeqa

EINP

an~

ror Authorized Representative

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

Employer's Biislness or Organization Address (Stre
7480 FLYING CLOUD DRIVE SUITE 20

et Number and Flame)
0

Cityor

Town State ZIP Code
EDEN PRAIRIE MN

55344 ]

ection 3,

Y

smplayer ar alihorized replesentatiye )

A, New Name (¥ appllcabi

veritidation aRd Rehirea (T ba complied and Sgrad by
€]

8. Dale of Rehire (if applicable)

Last Name (Family Name)

First Name (Given Name)

Middle initial Date (mm/ddsyyyy)

+ 11 ihe emplayee's preVioud grant of oG
cantinuing employment authg

yment 4
zation In the space provided

orization has explred, provi

balow,

e inforation for tha decuriient or reoaipl thal eésiablishes

Document Title

Document Number

Expiration Date (i any) (mm/ddsyyyy)

Tattest, under Penalty of perjury, th
the employee presented document

at to the best of m
(s), the document(s

y knowledge, this empioyes Is a
) | have examined appear to be

uthorized to work in the United States, and if
genuine and to rejate to the Individual,

Slgnature of Employer or Authorized Rep!

resentative

Today's Date (mm/ddlyyyy)

Name of Employer or Authorized Representative

Form1-9 07717117 N

Page 2 of 3
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~ veauy. il Lusv USTELS - Preview htlps://e-veﬁfy.uscis.gov/web/PrintCaseDetails.aspx?CaseVerNum-

EVerify

SENSITIVE BUT UNCLASSIFIED
Case Verification Number: 2018074085939QL

Report Prepared: 03/16/2018

Company Information

Company ID: 47429

Employee Information

Company Name; Employer Solutions Staffing Group

Last Name: Doeyou
Date of Birth: 07/14/1982
Hire Date: 03/16/2018

First Name: Joel
Social Security Number; *** 7415 :
Citizenship Status: A lawful permanent resident

Document Information
“‘

List A Document: Permanent Resident Card or Alien Registration Receipt Card (Form 1-661)

Alien Number: 077432754
Card Number: LIN1581238839

Case Status Information _

Document Expiration Date;

Final Case Resuit: Employment Authorized

Case Submiited On: 03/16/2018
Closed On: 03/16/2018

Employer Case ID;
Case Submilted By; ZZEP3284
Closed By: ZZEPa2s4

Closure Statement: The employee continues to work for the employer after receiving an Employment Authorized resuit.

S —— T S S

of 1

SENSITIVE BUT UNCLASSIFIED

3/15/2018. 800 AM



EMPLOYER SOLUTIONS STAFFING GROUP
BACKGROUND CHECK AUTHORIZATION

Employee Name; 65%{ mm\ (\

(First) (Middle) (Last)

Former Name(s) and Dates Used:

Current Address Since: d+3 zZ mw"?\m’\ M WMNk S LHZ

b

(Mo/Yr) (Street) (City) (State/Zip)

Previous Address From:;

(Mo/Yr) (Street) (City) (State/Zip)

Previous Address From:

(Mo/Yr) (Street) (City) (State/Zip)
Social Security Number: _? 7.?‘37-‘7 q [5 DOB: 7/? ‘///m

Phone Number:

Driver’s License Number/State:

report may include, but is not limited to the following areas: verification of socia) security number; credit reports,
current and previous residences; employment history, education background, character references; drug testing, civil
and criminal history records from any criminal Justice agency in any or all federal, state, county jurisdictions; driving
records, birth records, and any other public records.

I further authorize any individual, company, firm, corporation, or public agency to divulge any and al information, verbal
or written, pertaining to me, to Employer Solutions Staffing Group, LLC or jts agents. | further authorize the complete
release of any records or data pertaining to me which the individuai, company, firm, corporation, or public agency may
have, to include information or data received from other sources, Employer Solutions Staffing Group, LLC and its
designated agents and reépresentatives shall maintain al| information received from this authorization in a confidential
manner in order to protect the applicants personal information, inciuding, but not limited to, addresses, social security
numbers, and dates of birth,

Signature: ﬂ@i}ou Date; g/f.? /20/9

Notice to CA, MN, and OK Residents:
Please check the box below if you wish to receive a copy of a consumer report that is requested,
O/ wish to receive g copy of any Background Check Report on me that is requested,




EMERGENCY CONTACT INFORMATION

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

Employee Name: 'aw AL AY ‘D -

aatress: 1322 oy Hee  Nowdy wpis
Home Phone; %‘Z——Z‘Z i;Sg:q ‘+

. __ EMHROENCY CONTACTS
Please list two people (In priority order) who oould be cantacted

R0 e oo

In case of an emargency

Contact #1

Name: Qe M‘V[OM
Relationship: YW\ e~

Home Phone:

Cell Phone: {p(7 - G- (735%

Work Phone:

Contact #2
Neme: \{I{< K |
Relationship: S.‘ﬂ ﬂ*&j{\d

Home Phone:

Cell Phone: "7 G 3- ’3@;(’)4 (02_'1

‘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..
Direct Deposit/Payroll Debit Card Authorization

(Please complete Secﬁons3and5below)
| | Payroll Debit Card (Plsase complete Sections 4 and 5 bel
SEERIEON 3 DIRECGE DD ISE

v :.-; ate,
I understand and acknowledge that if I dop not provide a
voided check with this direct deposit form, I am
responsible for any delays in payroll or extra costs
incurred if the account number that I provide is incorrect,

E(Checldcltjg‘r—'lbsﬂvings Cother __ Initial MWV MM

Exceptfnrthemutingandaccountnumber,ESSGdoesnothave accesatoanyinfnrmaﬁonregardh:gyomPaymll Debit Card account or
transactions, Onymu'ﬁrstpayday, you will receiveyomnewPayrollDebitCard, andapacketconminmg all of the terms and conditions, You will
then sign acknowledging that You received the Payroll Debit Card and packet, Your Payroll Debit Card will be reloaded on each payday you receive
wages.

CARDHOLDER INFORMATION (as you want your Payroll Debit Card 1o bo issued)
First Name Ml Last Name Date of Birth

Street Address (POBOX NOT ACCEPTARLE)

*E-mail: @

this information will only be used to send your paystubs electronically

Employee's Signature:_ Date:




v
G i

employer solutions staffing group..

STATEMENT OF CONFIDENTIALITY

This agreement made this day of » 201__, between
Employer Solutions Staffing Group LLC, hereinafter referred to as “employer”,

and hereafter referred to as “employee”,

WITNESSETH:

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

Employee Signature

Employer Solutions Staffing Group LLC, Representative



employer solutions staffing group..

INJURY MANAGEMENT PROGRAM

Injured Worker’s Responsibilities

As your employer, we are concerned about your ful| 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.

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.



Maintain regular, weekly, communication with your employer if you are unable to
return to work. Contact your employer a minimum of after every visit with your
primary health care provider. Keep the claims representative advised of your
status.

If it is necessary to miss scheduled work due to a work injury, you must be seen
by your primary health care provider the same day in order to receive
compensation for the time away from work. The physician must complete a
Report of Workability.

I have read my responsibilities and agree to abide by these guidelines.

signed:_ N0 Lpy

Printed Name; M\ UL'a) M




employer solutions staffing group..

Important/Importante
LOST OR STOLEN PAYCHECKS

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

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

Si su cheque de Pago fue robado, primero debe denunciar el robo a Ia policia
antes de que podamos volver a emitir el cheque. Una vez hecho esto, usted

AGREED/SE ACUERDA—

Name/Nombre (con letra de molde):

Signature/Firma:




e

employer solutions staffing group..

ESSG WORKPLACE SAFETY POLICY

It is ESSG’s policy that all employees should be able to enjoy a hazard free and safe
work environment. It is ESSG’s duty to:

(1) Ensure that its clients provide you with a workplace free from serious
recognized hazards and comply with standards, rules and regulations issued
under the OSH Act.

(2) Ensure that its clients perform a job hazard assessment in order to identify
and eliminate potential safety and health hazards and to determine
necessary training and protections for employees at the facility.

(8) Make sure employees have and use safe tools and equipment.

(4) Establish or update operating procedures and communicate them so that
employees follow safety and health requirements,

(5) Provide safety training in a language and vocabulary workers can
understand,

ESSG is committed to vigorously enforcing its OSHA Compliance Policy.

To help ensure a safe workplace, you have certain responsibilities too, which include
the following:

* Responsibility to work in compliance with OSHA laws and regulations
* Responsibility to use personal protective equipment and clothing as directed
by the host employer

* Responsibility to report workplace hazards and dangers
* Responsibility to work in a manner as required by the employer and use the
prescribed safety equipment.

You have the following basic rights:

* Right to refuse unsafe work

* Right to know or be informed about actual and potential dangers in the
workplace

® Right to review copies of appropriate standards, rules, regulations and
requirements that the host employer is required to have available at the
workplace.



AT i
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employer solutions staffing group..

“

Acknowledgement of Receipt of Workplace Safety Policy

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

I also agree that if at any time during my employment I am believe that I am
working in an unsafe or dangerous work environment, I will immediately contact
my supervisor, manager, director or ESSG’s Safety Director at
952.885.1288/1.866.496.7573 in order to obtain assistance in the resolution of such
matters.

Employee Name (Please Print)

J4 v Doeyou

Employee’s Signature:

“M Date: gﬂ 3/ 20




n 8850 Pre-Screening Notice and Certification Request for

(Rev. March 2016) the Work Opportunity Credit OMB No. 1546-1600

Erfam' al nm‘i.’.,'!,”slm ; » Information ahout Form 8850 and its separate instructions is at www.lIrs.gov/form8850,

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

varname _ (102{ & {oU Social securty number > {221} s
Strest address where you live L’S‘Z‘Z 0 Age,
Gty or town, state, and ZIPcode - YYV\DAR A4 oS54 {2

County he Folitale Via Y Telephone number <) 6,2- P2 {-gs 9y

Iif you are under age 40, enter your date of birth (month, day, year) 7/’ ‘/// T2,

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

2 [ Check here if any of the following statements apply to you,

* | am a member of a family that has recelved asslstance from Temporary Assistance for Needy Famliles (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 rehabiliitation agency approved by the state, an employment network under the Ticket to Work
program, or the Department of Veterans Affairs,

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

® During the past year, | was convicted of a felony or released from prison for a 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 Yyou are a veteran and you were unemployed for a period or periods totallng at least 6 months during the past
year.

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

§ [] Check here if you are a veteran entitled to compensation for a service-connected disabllity and you were unemployed for a
period or periods totaling at least 6 months during the past year.

6 [ Check here if you are a member of a family that:
* Recelved TANF payments for at least the past 18 months; or
* Recelved TANF payments for any 18 months beginning after August 5, 1897, and the earliest 18-month period beginning
after August 5, 1897, ended during the past 2 years; or

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

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

Signature —All Applicants Must Sign

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

Job applicant's signature »- m%bf Date g /{ < / 2(2[9

For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No, 228511 Form 8850 (Rev. 3-2016)




——

Form A (rev. 03/2017) TAX CREDIT QUESTIONNAIRE |
EMPLOYER SECTION: —
Client: Company:
Location; Pogition: Starting Wage: $
EMPLOYEE SECTION:
First Name: Lagt Name: Suffix: Street Address; City/State: Zip:
40y, 1322 _wyorsan MPIR MM [SSUyg
SS#: Date of Birth: Age: tl:;ye you worll::fd fo; If yes, location:
1530741S| 2afigzr |35 | M

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

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

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

2. Have you or has anyone lmng with you received Food Stamps (SNAP) at any time during the past 15 months? [

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

Counqn_State'__

*If you checked yes please Pprovide a copy of your active Individual Work Plan and Tickst to Work documentation,

(If yes, please provide information below;, Ifno, please continue o question #6.)
Dates of Service - From: To:
Branch of Service;

Are you entitled to or are you receiving compensation for a service-connected disability?

—

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

O

=

6. Have you been unemployed at any time during the last 12 months?

If'yes, dates of unemployment - From: To:
Did you receive unemployment compensation at any point during your unemployment?
If yes, in which state did you receive unemployment campensation? __

O O oo

M K RN

Additional fax Credilsr

IEC (Native American): Are you oi your spoﬁse a member of a Native American Tribe?
Ifyou checked yes please provide q copy of your CDIB card,

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

CA Residents: [] Are Yyou the child of foster parents? [ Do Yyou receive CalWorks? [ Workforce Investment Act?
[ Areyoua migrant or seasonal farm worker? [] Have You ever been convicted of g misdemeanor?

PLEASE READ, SIGN, AND DATE:

Under penaities of perjury, I declare the information above to 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 credis eligibility to my employer, employer representative (Associated

Consultants, Inc, dba Retrotaz), or the Department of Labor,

New Employee Signature: M[_,L Date: g// K / 2() )?




U.S. Department Labor OMB Control No. 1205-0371
Employment and Training Administration Expiration Date: January 31, 2020

LONG-TERM UNEMPLOYMENT RECIPIENT SELF-ATTESTATION FORM
Work Opportunity Tax Credit (WOTC) Program

Instructions: This Self-Attestation Form (SAF) is to be completed, signed, and dated by the new hire only.
Employers or consultants submit this SAF to the State Workforce Agency with IRS Form 8850 or if filed
separately, with ETA Form 9061 (or ETA Form 9062) for each certification request filed for the new target
group.

Under penalties of perjury, I declare that this information is true and correct to the best of my
knowledge.

New Hire’s Signature: Mﬂu’ Pate S /{ q/20/g

New Hire Name: /SQQ Doe ‘UI\. o)
Social Security Number: L{92 -2"7-"7L/(§

Employer Name:

Please check the statements below if they apply to you.

O | declare that | was in a period of unemployment that is at least 27
consecutive weeks and for all or part of that period | received unemployment
compensation,

I | declare that | have been in a period of unemployment since

(Enter start date)

Privacy Act Nofice:

The Infemal Revenue Code of 1 886, Secfion 51, as amended and its enacting leglslation, P.L. 104-188, specify that the State Workforce Agencles are the
"designated” agencies responsible for administering the WOTC certfication procedures of this program. The information you have provided complefing this
form will be disclosed by your employer o the State Workforce Agency. Provision of this Informafion is voluntary; however the Information is required to
determine your employer's ellgibiity for the federal tax credit.

.—..—..-..—.._.._..—..—.._.._.._.‘—..

Pubilc Burden Statement:

Persons are not required to respond to this coflection of informafion unjess it displays a cumently valld OM B controf number, Respondents' obfigation to
complete this form is required to obtain or retain benefits (P.L. 111-5). Public reporfing burden Is estimated to average 10 minutes per response, Including the
time for reviewing Instructions, searching exisfing data sources, gathering and maintaining the data needed, and completing and reviewing the collection of
Informetion. Send comments regarding this burden estimate to the S, Department of Labor, Division of National Programs Tools Technical Assistancs,
Room C-4510, Washington, D.C. 20210 (Paperwork Reduction Project 1205-0371). Please do not submit compieted forms to this address,
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