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Last Name: johnson Firat Name: erik
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Hire Date: 071142017 Citizenship Status: A cifizen of the United States
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PO Box 46270
Minneapolis, MN 55344-9956
Tel: 952.835.1288

www.esgstaffingsolutions.com

New Hire Application

Personal Data-- PLEASE PRINT LEGIBLY IN INK

Vbt Naras WA Ghndon FirstName _ =1\ Middle Intial__ -
Street Address JR3 \—i aou) NKU_?A‘TQ <oty AptiSte

City/State/Zip Q ove ¢ /&AN ’ ‘§’S 0le  social Security Last Four Yxx-xx- / §!/o
Phone Number 152 l L Z@G "’35-5 U Email Address @

Staffing Agency/Recruitment Partner (_J,r Wl ?

All offers of employment are conditi nal upon satisfactory proof of ide and legal ability to work in the U.S.A.
Are you legally authorized to work in the United States of America? / S [INO
Applicant Certification and Authorization

| authorize Employer Solutions Staffing Group (ESSG) to use the information and statements contained in this application to determine my
qualifications for employment. | authorize ESSG to make Inquiries of my former employers, except as Indicated in this application,
regarding my previous duties, responsibllities, performance, compensation and eligibility for rehire.

| understand that a comprehensive background check may be conducted to determine my eligibility for hire by certain cllents of ESSG.
This may include but is not limited fo, investigations of criminal and/or conviction records, driving records and/or a drug screen test as
required by clients, government regulations or by ESSG policies.

I release ESSG and other persons or entities from any claims that might be based on ESSG's declsion 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 omission or misrepresentation will result in my disqualification from
consideration for employment or, if discovered after | begin employment, will result in my termination.

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

ir
Name (Print or

c—  Z:5-11

Applicanfs/Signature

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

For ESSG Office Use Only
DOH NHw -9 8850 W4
Emergency Contact Info | Background Release Form Background Resuits Unemployment Letter ESC Application
(If applicable)
For ESSG Client Use
DOH ROP Work Site Loc. WC Code

ESSG - CMG Rev. 0412017



Form W4 (20417) e S S v Moo b ¥ s o

Basie Instructi If 't lete consider making estimated tax ens using Form
Purpose, Complats Form W-4 g0 that your the Pcersonal Al?ons;anz:g mr:lmm?alm&a 1040-EB, Es“'::‘e" Tax for '3 viduals, Otherwise,
employer can withhold the carrect federal income workaheets on page 2 further adjust your you ma¥ owe m"g"b"gﬁs é“t'l:' l:lavamp"anslm'?r "
tax from your pay. Consider completing a new Form withholding allowances based on itemized annufty "mme'h“f U ngla wip, Shou d
W-4 each yearand when your parsona? or financial deduotions, cartain credfts, adjustments to income, adjust your withholding on Form W-4 or W-4P.
shtuation changes, or two-samera/multiple jobs ons, ‘l'wrl')d::mem or mulg;lgms. ':fe )Jrgg l}!gv:rgm
Exemption from withholding, if ; Complets all workshests that apply. H : Wa uss or m @ J
comp etaognly mes 1, 2?5‘.12.9 an 7ug:u: :];nent}'p; may g‘laplm fewarl(%r m aﬂma:gog.y meyou tm:'"“ hegnd of allomnes You are entitied to claim
form to validata i. Your ion for 2017 expires wages, withholding must be based on allowances .l Jobs usin o mmg‘;‘w’""‘m
February 16, 2018, Ses Pub. 605, Tax Withholding you claimed and may not be a fiat amount or et 08 Al Usually il e Py Ceurate
and Estimated Tax, percentage of wages. f‘gr%lna hlgh gmigb and zeg' all:wanrg;s are
No}]al.;uagom&pmncan clalrl{nyl:ll.ll_nasadependem Head of housshold, Gensrally, you can claim head claimed on the othems. Ses Pub_505 for deatail
on orher return, you oan't ¢l exemption Ol nousanold fling status-en veir tex-raturmront g
mp?:m,mmmd dw%seggsf)fmaamad Income (for ﬁiénglf mf‘gf des mhomma"ﬁdnh;ylgdumﬂu:ln&dg&ur Nonresident fll:pns. before completing this form,
ns. An empl may be able to claim 801, ptions, Standard Deduction, and Check your withholding. After your Form W-4 takes
TR o DIy may he at At Al Filing Information, for Information. sffect, use Pub, 505 to see how the amount you ars
a dependent, if the employes: Tax aredits, You can take projacted tax credits Into fh;gﬂuq;ﬂ_"@h‘e:lgufg “;OWL;; “i‘,’,‘zz’r;‘:’;,‘;' s
* Is age 66 or older, . m%mggﬂg?ﬂoxgny&im%?ucwﬂ%%%epmdem exceed $130,000 (Singls) or $180,00 (Manied),
. enses and the child tax credit may be claimed Future
d :;[:Tl:':;dj e S:ﬁ;t% Personal Allowances Weraret o develo ﬁ;m% mﬁfﬁﬁt ?E"y g
itemized deductions, on his or her tax retum. sm”m“lﬁémmgmﬁ' e :ig www%?om "W release ) Lo
Personal Allowances Workshest (Keep for your records.)
A Enter“1”foryoursalflfnooneelaecanclaimyouasadependent. © 0 0 0 0 00 a0 58 000 o6 0o /3 ﬂ
* You're single and have only one Job; or
B  Enter*1”if ® 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 tatal 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 avold having too little tax withheild) . . . . , ., . |, ., . Y
D  Enter number of dependents (other than your spouse or yourseif) you will claim on your tax retum . 3 o o D
E  Enter *1* if you will file as head of household on your tax retum (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 detalls.)
G  Child Tax Credit (including additional child tax credif). See Pub. 872, Chlid Tax Credit, for more Information.
* If your total Income will be less than $70,000 ($100,000 it married), enter “2" for each eligible child; then less *1” if you
have two to four eligible children or less 2" if you have five or more ellgible chiidren.
® If your total income will be betwaen $70,000 and $84,000 ($100,000 and $118,000 if married), enter *1* for each eligible child, 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.) B H
. l?ou plan to itemlze or clalm adjustments to Income and want to reduce your withholding, see the Deductions
Foraccuracy, | and Adjustments Workshest on page 2,
complete all * It you are single and have more than one job or are married and you and your spouse both work and the combined
workshests eamnings from all jobs excsed $50,000 ($20,000 i married), see the Two-Eamers/Multiple Jobs Workshest on page 2
that apply. 1o avoid having too [ittle tax withheld.
e if neither of the abovs situations applies, stop here and enter the number from line H on line 5 of Form W-4 below.
Separate here and glve Form W-4 to your employer. Keep the top part for your records.
= W"'4 Employee’s Withholding Allowance Certificate OMB No, 1546-0074
m
Treasury » Whether you are entitied to claim a certaln number of allowances or exemption from withholding Is
mg‘;‘:’,&’,‘%ww sublect to review by the IRS. Your amployer may be required to send a copy of this form to the IRS. 2 @ 1 7
A_ Yourfirst name and middie Inftial Last t name [‘_‘—Your soclal security number
EGE D hnson 16-23- 7310

Hoina addregs (Rumber and street or rural route) = (@hlsingle [T Maried L Married, but witthold at higher Single tis
- '3 QU n i Note: If marvied, but legally separated, or spouse is a nonvesident allen, check the “Singls” box.
Gify ortown, state, and 2IP ! 4 Ityour last name differs from that shown on your soglal security oard,

{ Ib check here. You must call 1-800-772-1218 for a replacement card. P D
5  Totalfiumber of allowgnces yo# are clalming (from line H above or from the applicable worksheet on page 2) 5 { € yi
6  Additional amount, if any, you want withheld from each paycheck . . . 6 [$

e = ey

7 | claim exemption from withholding for 2017, and | cerlify that [ meet both of the following conditions for exemption,
® Last year | had a right to a refund of all federal Income tax withheld because I had no tax liability, and
* This year | expect a refund of all federal income tax withheld because | expect to have no tax llabllity,
If you meet both condiltions, write "Exempt” here . A SRS 2 k|
Under penaltiss of perjury, | declare that | have examined thlﬁ certificate and, to the best of my knowledge and bellef, it is true, correct, and complete.

Employee's signature o
(This form is not valld unless yousignit) » K Date » il i "l

8 Employer's name and address (Employer: Complste Ilnaaﬁ-nd 10 only if sending to the IRS)) | 9 Office code {optional) | 10  Emplayer Identification number (EiN)

For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 102200 Form W4 (2017)



Employment Eligibility Verification USCIS

Department of Homeland Security Form I-9
i - " ‘ OMB No, 1615-0047
U.S. Citizenship and Immigration Services Expires 08/312019

: e AR 0 T T e
BIOyer of Authariksd HebrGRariar

s Byl oo ot tom L AW e ot L1 o M&%"’mmw-ﬁ&

ELOSEP e pacuments. o . i i D

e TG - B an

Name (Family Name) First Name {, IvanName)m g Citizens n.'mﬁgralﬁoﬁ.Stams
Employee Info from Section 1 L§ : oy _?P' p g 2 i"F"
OR AND

Liat-A ListB ListC
Identity and Employment Authorization Identity Employment Authorization
Document Title Document Title Dacu Title
W I& D C K A~ Cec¢ A

lgsuing Authority lss%n\: Authority Issuing Authority
D nt Numbe D ent Ni D nt Numb

g €2 625\ eor D Yy R4 I Y
Expiration Date (i any)(mm/ddiyyyy) Expiration Date (i any)(mm/ddiyyyy) Explration Date (i any)(mm#ddyyyy)

O~ B> A0\

Document Title
Issuing Authority Additional Information DNk o 288
Document Number
Expiration Date (if any)(mm/dd/yyyy)
Document Title r .
1ssuing Authority
Document Number
Expiration Date (if any)(mm/ddiyyyy)

Certification: | attest, under penalty of perjury, that (1) | have examined the document(s) presented by the above-named employee,
(2) the above-listed document(s) appear to be genuine and to relate to the employee named, and (3) to the hest of my knowledge the
employee is authorized to work in the United States.

@ empioyee's first day of employment (mm/dd/yyyy): O !.. \t—=27 O\ ! (See instructions for exemptions)
- g sphtaiive Today's Datefmm/id/yyy) Titie of Employer or Aroﬁzed Representative
61w -2 o\ cyo\v € (2
of Employer or Authorized Representative Employer's Business or Organization Name
EMFLOYER SOLUTIONS STAFFING GROUP LLC

A A\ S Vv~
Employer's Business or O on Address (Street Number and Name) C)f or Town State ZIP Code
7301 OHMS LANE __SUITE 405 _ EDINA MN 55439
eareeten and Hehiten {Fo be eergleRod i Ygihed By srplyer o Suporapy iepromaiade )"
Last Name (Family Name) First Name (Given Neme] | Middie el Do (mmiddlyyyy)

Document Namber Expiation Date (i any) (mmtidygyy

| attest, under panalty of perjury, that to the bast 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 Today's Date (mm/ddiyyyy) Name of Employer or Authorized Representative

Form1-9 11/14/2016 N



Employment Eligibility Verification USCIS

Department of Homeland Security oml: ::"1'6]1;_90 o
U.S. Citizenship and Immigration Services 0

Expires 08/31/2019

P START HERE: Read Instructions carefully before co X

during compietion of this form. Employers are liable for errors in the compistion of this form.

ANTI-DISCRIMINATION NOTICE: It Is legal to discriminate against work-authorized Individuals, Employers CANNOT specify which

document(s) an employee may present to establish employment authorization and Identity. The refusal to hire or continue to employ
an individual because the documentation presented has a future expiration date may also constitute i egal discriminatior

segtion 1. Empleyee Informatlon and 2 Hoatatlon Empioyees riist camplte gnd sign Seakion
fhenmﬂmzdaygr:zw  but not beforg auaspfing 4 job offér) . ‘

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

N e
Addi et Number and Name Number | City or Town ZIP Code
T123 Hartow Ade b | Potbie ove NS ol

Date of Birth (mm/dt‘ilyi'yy) U.S. Social §ecurlty Number Employee's E-mail Add Employee's Tele-p'hone Number
5* |Z-Z6€ -23554

M-20- %6 (W76 -ZR] - FHI

1 am aware that federal law provides for imprisonment and/or fines for false 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 boxas):
ATL.] 1. Acitizen of the United States
[[] 2 A noncitizen national of the United States (See instructions)
E] 3. A lawful permanent resident (Alten Registration Number/USCIS Number):

E] 4. An alien authorized to work  until (expiration date, if applicable, mm/ddiyyyy):
Some allens may write "N/A” in the expiration date field. (See Instructions)

Allens autharized to work must provide only one of the following document numbers to complete Form I-9; Do ﬁzm]fm"ggm
An Allen Registration Number/USCIS Number OR Form 1-94 Admission Number OR Forelgn Passport Number.

1. Alien Reglstration Number/USCIS Number:
OR

2. Form -84 Admission Number:
OR
3. Forelgn Passport Number:

Country of Issuance;

Signature of Employee ‘ Today's Date (mm/ddfyyyy)
A Lt —,

Q71-15-]7
e By Gerifioation (ehaak O] AR
0t ubvo 8 piepanet or trnsiater. [ | A Praparer(s) and/ot trandidter(s) assisted the employes in eompliting Begtinn +.
(Plelds below st te gampleted atd yigriad whan bréparers antor fransletors Assidt & omplayes In vortpleting @eation 1)

| attest, under penalty of vperjury, 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/dd/yyy)

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

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

@ Employer Complates Next Page @

FormI-9 11/14/2016 N



STARE O MINNESOA

Al

ERTIFICATION OF VITAL RECORD

BIRTH CERTIFICATE

FULL NAME
ERIK KENNETH JOHNSON

SEX DATE OF BIRTH
MALE SEPTEMBER 30, 1986
CITY OR TOWNSHIP OF BIRTH COUNTY

it SAINT PAUL  ~ RAMSEY

o .PARENT{S)

| KATHLEEN MARIE (STIPE)

I ROGER CARL JOHNSON

j AMENDMENTS MADE PRIOR TO AUGUST 09, 2000 FOR THIS RECORD ARE NOT

NOTED ON THE CERTIFIED COPY.
. g
|
° g

Lo o
3
ARy

4 ‘:;;ag:r;;m

R

il

THIS IS A TRUE AND OFFICIAL RECORD OF THE BIRTH REGISTERED IN THE e,
OFFICE OF THE STATE REGISTRAR. DATE FILED: OCTOBER 08, 1986 T,

PLACE ISSUED; RAMSEY thb&mg.
DATE ISSUED: MARCH 01, 2002 STATE REGISTRAR V'

KR,

m-«unw e
ey
Wi 2

o x =










EMERGENCY CONTACT INFORMATION

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

Employee Name 1" X k

_ N\
adaress:_ U 197 l'mw Uenue w
Home Phone: ﬁ l?/ Og 245_\L

Relationship:

F HGENCYCONTACTL
Pleasa st two people (In priorlty n@f_) wha aould be contagted In case ot‘ an mﬂmy :
Contact #1 Home Phone:

Nam%ﬁf "j’e\,\m,,gf ( y Svﬂwle Cell Phone: 65[ 703 57%

Work Phone:

F ncr Y

Contact #2 Home Phone:

Name: k'a'ullk?’l \%\/\f)ﬁf\ Cell Phone: ‘6\2"5’62 - 0973
Relationship: MD-L \4{ / 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..
Wage Payment Method Authorization (Minnesota)

Employees have the option of receiving wages by Direct Deposit and/or
If you do not provide a written election nges will be paid by
SECHTONTT BASIC INEORNA FION

Payroll Debit Card.
by paper Check.

—

Employes Name
LA )
WECTION 2 PASYNOILL BB Y

Natanmabepmtmmsmnymkcupmnaystobuwvmd
|| Paper Check (Pleass complete Section 5 below)

; [0 Update Bank Account I understand and acknowledge that if I do not providea
(@ Bank Name: voided check with this direct deposit form, I am

) responsible for any delays in payroll or extra costs

' Routing# incurred if the account number that I provide is incorrect,
BN Account#

Account Type: EICheclcingDSavinE CJother

Tohnlpusavoidmaldnganm,pleaseatmchawpyofavoidedcheck. (a deposit slip will not work)
Ifyunnhangebmks,donotcloseyonroldbankawomtmﬁlyomdirectdeposithasmtcdatﬁmnewbmk,whinhmaymh2paypniuds.

CARDHOLDER INFORMATION (as you want your Payroll Debit Card 1o be lssusd)
First Name ML . Last Date of Birth
¥ K S huns 0q ~Z-

Fok
Street 8 (PO BOX NOT ogial Secnri
153 Herrow Avprue o, I 5 e
“’(bﬂgﬁf BNle | Ry [*Bsoi "6 | Z- 2o -39 ]
RECEIPT OF PAYROLL DEBIT CARD (to be completedwhyoupickupyourPayroll Debit Card)

Payroll Debit Card Routing # Payroll Debit Card Accomnt# | | @ & 2 4ooZ 5

073972181

Employee’s Signature: %

SECTTON S AU ORIZAT ON
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: s @
this information will only be used to send your paystubs electronically

Employee's Signature: Date:




Authorization

Authorization: By signing below, you authorize: (a) backgroundchecks.com (“BGC”) and/or Orange Tree
Employment Screening to request information about you from any public or private information source;
(b) anyone to provide information about you to BGC and/or Orange Tree Employment Screening; (c)
BGC and/or Orange Tree Employment Screening to provide Employer Solutions Staffing Grou p, LLC one
or more reports based on that information; and (d) Employer Solutions Staffing Group, LLC (“ESSG”) to
share those reports with others for legitimate business purposes related to your employment. BGC

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

The Consumer Financial Protection Bureau'’s “Summary of Your Rights under the Fair Credit Reporting
Act” Is attached to this authorization. I 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 yourself for BGC.

Printed name: £¢-,z 1 eﬂM:‘"l'\ j 8 L\\/légg
First Middle (OO Last
none)

Other names used:
Current county of residence:

Cotage 6
“"?"/*%%on

Current and former addresses:

e, 94725 Uacow Ave. Seu,

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

04-3o. (43¢ U796 - 227300

Date of birth Social security number
) - .
C7720555(601) Edike_k J6h .5
Driver’s license number & state ame 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 bo}’ TJ:

Eu? bol

Signature




employer solutions staffing group..

STATEMENT OF CONFIDENTIALITY

and { hereafter referred to as “employee”.

This agreement made this ZH‘ day of__, M!:? , 2011, between
Emplozer Solutions Staffing Group LLC, hereinaftdr referred to as “empioyer”,
WITNESSETH:

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

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

(T~

EmplBVer Solutions Staffing Group LLC, Representative




employer solutions staffing group..

Important/importante
LOST OR STOLEN PAYCHECKS

If a paycheck is lost (missing, misplaced, destroyed, lost in the mail, ete.), 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 S0, you must provide a copy of the policy
report to your staffing recruiter that the check was stolen. [f the check has not
been cashed and if the loss of the check was not your fault, ESSG will issue a
new check and no fee will be deducted.

CHEQUES DE PAGO PERDIDOS O ROBADOS

Si un cheque de pago se pierde (que falta, fuera de lugar, destruido, perdido en
el correo, etc), usted debe notificar a su reclutador de personal que el cheque no
se puede encontrar. Si se puede verificar que el cheque no ha sido cobrado,
ESSG se detendr4 el cheque de pago y reemitir el cheque a usted, descontando
un cargo de entre $ 25 - $ 35.

Si su cheque de pago fue robado, primero debe denunciar el robo a la policia
antes de que podamos volver a emitir el cheque. Una vez hecho esto, usted
debe proporcionar una copia de la denuncia a su reclutador de personal que el
cheque fue robado. Si el cheque no ha sido cobrado y si la pérdida del cheque
no fue su culpa, ESSG emitird un nuevo cheque y no hay cuota se deducira.

AGREED/SE ACUERDA—

, -
Name/Nombre (con letra de molde): Ej'_L (& L } 77X a’lﬁ_gyl

2

o

Signature/Firma: Q

[ &g



empioyer siuﬁons ang groupm
INJURY MANAGEMENT PROGRAM

Injured Worker’s Responsibilities

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

RESPONSIBILITIES OF THE INJURED WORKER:

Minnesota Rule Sec. 5221.0430, Subp. 1 requires that you choose one primary
health care provider. Subpart 2 places limitations on your right to change
primary health care providers. Discuss with your employer any change in health
care provider.

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

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

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

Follow all physical restrictions at home and at work.
Report to work and perform physically suitable tasks as assigned. These may or

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



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.

Notify vour employer immediately of an new injuries or conditions that impact

your physical condition.

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:

Printed Name: E‘,;;, & jdh NN




o S050 Pre-Screening Notice and Certification Request for
LA the Work Opportunity Credit OMB No, 1546-1500

E.?ama]' Rm%ﬂff,“’slm ’ P 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 e k ﬂ?{,\ n 2o\ Social security number > Q‘? 6-2% z 2#0

M \

Street address where you live _‘[‘]sg_} Hmrfolﬂ Ave. 50VL h

City or town, state, and ZIP code _( ﬁ-_‘f 2ﬂﬂ! i€ Ezf (W] ¢ ' Aﬂ N )
County\M(jQ_k_u\qu Telephone number 6 l 2 &6 ? 5{ U

If you are under age 40, enter your date of birth (month, day, year) ( g = g 0 - (CB 5(

1 [0 Check here if you received a conditional certification from the state workforce agency (SWA) or a participating local agency
for the work opportunity credit.

2 [ Checkhere if any of the following statements apply to you.
® | am a member of a family that has received assistance from Temporary Assistance for Needy Famiiles (TANF) for any 9
months during the past 18 months.
° |am a veteran and a member of a family that recelved Supplemental Nutrition Assistance Program (SNAP) benefits (food
stamps) for at ieast a 3-month period during the past 15 months.

* | was referred here by a rehabiiitation agency approved by the state, an employment network under the Ticket to Work
program, or the Department of Veterans Affairs.

iam at least age 18 but not age 40 or oider and | am a member of a family that:

a. Received SNAP benefits (food stamps) for the past 8 months; or

b. Recelved SNAP benefits (food stamps) for at least 3 of the past § months, but is no longer eligible to receive them.

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

| received suppiemental security income (SSI) benefits for any month ending during the past 60 days.

I am a veteran and | was unempioyed for a period or periods totaling at ieast 4 weeks but iess than 6 monthe during the
past year.

3 [ Check here if you are a veteran and you were unempioyed for a period or periods totaling at ieast 6 months during the past
year.

4 [ Check here if you are a veteran entitied to compensation for a service-connected disabiiity 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 entitied to compensation for a service-connected disabiiity and you were unemployed for a
period or periods totaling at ieast 6 months during the past year.

6 [ Check here if you are a member of a family that:
* Received TANF payments for at ieast the past 18 months; or
* Recelved TANF payments for any 18 months beginning after August 5, 1887, and the earilest 18-month period beglnning
after August 5, 1987, ended during the past 2 years; or

* Stopped being eligibie for TANF payments during the past 2 years because federal or state law iimited the maximum time
those payments couid be made.

7 [0 Check here if you are in a period of unempioyment that is at ieast 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 complets,

Job applicant’s signature bgéfé- [P e T Date 7 - (s - '7
For Privacy Act and Paperwork Reduction Notice, see page 2. Cat. No. 22851L Form 8850 (Rev. 3-2016)
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Form A (rev. 03/2017) TAX CREDIT QUESTIONNAIRE

EMPLOYER SECTION:

Client; Company:

Location: Position: Starting Wage: $
EMPLOYEE SECTION: :

First Name:_Last Name: Suffix: Str? Address;

P

%‘HMA/

1733 Halion
Date-of Birth Age: Have you worked for

I yes, location;

U16-2270 on-20- a0 | Pecirees

v

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

Yes No

Have yon or has anyone living with yon received Temporary Assistance to Needy Families (TANF)
at any time since August 5, 19977 (if yes, please provide information below.)

Name of the person receiving benefits; —— Relationship to youn;

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: Relationshiptoyous _

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 as Social Security benefits (SS) or Social Security Disability (SSDI) benefits,
*If you checked yes please provide a copy of your SSI documentation,

Have you received any type of vocational rehabilitation services within the past two years?
If yes, please indicate which type of agency you worked with and provide their Iocation information below:

[ Vocational Rehabilitation Agency [ ] Dept. of Veterans Affiirs [] Employment Network (Ticket to Work Program)
Name of Agency: Phone #:

City: County: State;
*If you checked yes please provide a copy of your active Individual Work Plan and Ticket to Work documentation.

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

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 compensation? __

7.

Wasthisa [] Federalor [] State conviction? If State - County: _____ State:

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

——

ELTER

Additional Tax Credits
IEC (Native American): Are you or your spouse a member of a Native American Tribe?
Ifyou checked yes please provide a copy of your CDIB card,
CA Residents: [] Are you the child of foster parents? [ Do you receive CalWorks? [] Workforce Investment Act?
[ Areyoua 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 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 1ax credit eligibility to my employer, employer representative (Associated

Consultants, Inc, dba Retrotax), or the rtment of Labor. On

-

New Employee Signature: e s Date: 3




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)-fer-each-certificationrequest fited-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 geaSEy Datm ~¥- ﬂ?
New Hire Name: E,J' e k. J O nSaea

Social Security Number: u76 -2.7- 734

Employer Name: = _XI(€S

Please check the statements below if they apply to you.

O  Ideclare that | wasin a period of unemployment that is at least 27
consecutive weeks and for all or part of that period | received unemployment
compensation.

[0 1declare that I have been in a period of unemployment since
9-{-{7 .
(Enter start date)

Privacy Act Notice:

The intemal Revenue Code of 1986, Section 51, as amended and its enacting Iegislation, P.L. 104-188, specify that the State Workforce Agencies are the
"designated® agencies responsible for administering the WOTC ceriification procedures of this program. The information you have provided complefing this
form will be disclosed by your empioyer to the State Workforce Agency. Provision of this information is voluntery; however the Information is required to
determine your employer's eligibllity for the federal tax credit

..—..—..—..—..—u_..—..—..—..—..—..—'.—.._..—..—..—..—.._..—.-—..—..—.._..—..—..—..—.._..—..—.._..—..

Persons are not required to respond to this collection of information unless it dispiays a cumently valid OM B control number, Respondents’ obligation to
compiete this form Is required to obtain or retein benefits (P.L. 111-5). Public reporfing burden Is estmated to average 10 minutes per response, including the
fime for reviswing instrucions, searching existing data sources, gathering and maintaining the data needed, and completing and reviewing the coflection of
Information. Send comments regarding this burden estimate tothe U.S, Department of Labor, Division of National Programs Tools Technical Assistance,
Room C-4510, Washington, D.C. 20210 {Paperwork Reduction Project 1205-0371). Please do not submit completed forms fo this address,
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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. Itis ESSQ’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.

(6) 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.



employer solutions staffing 8roup..

em——s e e =%

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 about 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 ESSQs Safety Director at
952.835.1288/1.866.496.7573 in order to obtain assistance in the resolution of such
matters.

Employee Name (Please Print)

Pk Tahnsen

Emgloyee’s Signature:

g i Date; 7“9' |l 7



