7301 Ohms Lane Suite 405

employer solutions staffing group. Edina, MN 55439

QI Leverag,’ng Resources in a Changing Market Tel: 952.835.1288 « Fax: 952.835.1255
www.esgstaffingsolutions.com

New Hire Application

Personal Data~ PLEASE PRINT LEGIBLY IN INK

Last Name A’&‘A‘l First Name Ua GVV\S M Middle Initial ______
Street Address 1\ :l"g [ Nes’f "L‘ \/@Y ("\)‘ “S waeAptISte 3, t/
Cityistateizip__ BT NSV | LL-@.

Phone Number _é" L HIAg - g ({k’-s Email Address JDhLS’M D\J ul @ ‘7;0%400- (ow

Staffing Agency/Recruitment Partner C V\(\ &

All offers of employment are conditional upon satisfactory 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? [AYES [JNO
Applicant Certification and Authorization

1 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, responsibilities, performance, compensation and eligibility for rehire.

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

1 release ESSG and other persons or entities from any claims that might be based on ESSG's decision to conduct a background check.
I certify that all statements made In my application are true and accurate and that | have not omitted any material information or provided
felse 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, 1 agree fo abide by the policles and procedures of ESSG,

Jolhwgon ﬁc(w /%Q 1]16 [ 20 1<

Name (Print or type) Applicant’s Signature Date

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

For ESSG Office Use Oniy
DOH NHW -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 Loc. WC Code

ESSG - Supermoms Rev. 11/2013



Form W-4 (2015) greter i 3 a0aigpg " * SUPPIementl wages PTIEG e st

conslder makifig estimated tax eants using Form
Basio Instructions, If you are not exempt, cor_rlgﬂleete 1040.£8, g dﬁé’m

Purpose. Complets Form W-4 the P | Allowances Workshest below, » Estimated Tax for indivicuals. Otherwise, you
i mold the mmmbdemsgzmewg %Jgg%egr w:ﬂ(sefggtgaon page 2 msroadjusg your 15 ey oue ‘d%ﬂ%,"%'o‘é’{;'ﬁn"g" Eta‘i,fa par:lgon & anmiity
pay. Consider completing a new Form W-4 each year withholding allowances based on itemized comw]a'ﬂ'l?eld] ot W-g vﬁ‘,’, ould adjust
and when your personal or financial stuation changes, deductions, certain credits, adjustments to Income, your withholding on or Vy-aF.
jon from withholding. If you are exampt, ar two-eamers/multiple jobs ons. Two earners or multiple Jobs, if you have a
compm onl;llnes 1,284, a7 and sign the form Complets all workshests that apply. However, you &f’d"g 8 °“:f°a|°|" more than one job, i eudmtomclealm
to valldate it. Your examption for 2016 mayclalmfewar(orzeggz allowances. For regular a“" hsgrsl awﬂgnh:smyggare " o
%um 8ee Pub, 505, Tax mholdlng wages, withholding must be based on allowances e J," 4 in i e Lorm
and Tax. you claimed and may not be a fiat amount or e a‘I’lua'..uowan:es gm“;";"myed s %?%“gme
Note, If anather person can elaim you as a dependant Percentage of wages. for the highest paying job and zero allowances are
on his or her tax retumn, you mmmxo claim mmgﬂon Head of housahald, Generally, you can claim head claimed on the others. Ses Pub. 505 for detalls,
from withholding If your ncome exceeds $1,050 and of housshold status on your tax retumn if Nonresident alien. if nresident all
Includes more than $350 of unsamed income (for you are unmarnied and pay more than 509 of the o ot °1392°g' y,"“a':;l',’:g W 2rem
example, Intsrest and dividends). costs of begulng upa home for yourself and your mcﬂoc:a for r&oﬂ'ﬁm Allens"l!:lafore
Excoptions. An emplayee may b abs to g P B0 ko otfer qualtying Individual. = completing this form, '
exemption from withholding even if the employes is & =l ptions, uction, an:
dependent, If the employes; Filing Information, for Information. Check your withholding. After your Form W-4. takes
Tax credits. You can take projscted tax credits Into aceount affect, use Pub, 505 to see how the amount you are
* [sage 65 or older, Infi g your allowable numLsr of wlﬂ1holdlng allowances, having withheld com, 1o your rojected total tax
* Is biind, or for ohild or dependent care expensas and the child for 2015@?.‘&'6"' U6, especlglly your eamings
{ex redit may be cialmed using the Personal Allowanoes exceed $130,000 (Single) or $180,000 (Manied).
o i on e " Mol S o Sesb ety oot oty e,
Sl Py oA Gnacted ator we ricass i s et v,
,__Personal Allowances Worksheet (Keep for your records.)
A Enter"1"foryoursalflfnooneelsecanclalmyouasadependem. © 0 0 0 0 U 0 0 0 0 0 oo o o o I3 -
* You are single and have only one job; or
B  Enter*1”if: * You are married, have only one job, and your spouse does not work; or B
* Your wages from a second job or your spouse’s wages (or the total of both) are $1,500 or iess,
C  Enter *1” for your spouse. But, you may choose fo enter *-0-* if you are married and have elther a working spouse or more
than one job. (Entering #-0-* may help you avoid having too little tax withheid.) . 9 0 0-0 o a9 o o c
D Enter number of dependents {other than your spouse or yourself) you will claim on your tax return . . . . o I d 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 include chlid support payments. See Pub. 503, Child and Dependent Care Expenses, for detalls.)
G Child Tax Credit {including additional child tax credit). See Pub. 972, Child Tax Credit, for more Information.
s If your total income wiil be less than $65,000 ($100,000 if married), enter *2” for each eligible chiid; then less *1” if you
have two to four eligibie children or less “2" it you have five or more eligible chiidren.
* If your total Income will be between $65,000 and $84,000 ($100,000 and $118,000 married), enter “1° for each eligibiechid. . . @&
H  Add lines A through G and enter total here. (Note. This may be different from the number of exemptions you claim on your tax retum,) » H 1
® If you pian to itemize or claim adjustments to income and want to reduce your withholding, see the Dsductions
For accuracy, and Adjustments Worksheet on page 2.
complete all ¢ If you are single and have more than one job or are married and you and your spouse both work and the combined
worksheets eamings from all jobs exceed $50,000 {$20,000 if married), see the Two-Eamers/Multiple Jobs Workshest on page 2 to
that apply. avoid having too little tax withheid,
® if neither of the above situations applies, stop here and enter the number from line H on line 5 of Form W-4 below.
Separate here and give Form W-4 to your employer. Keep the top part for your records.
o W"4 Employee's Withholding Allowance Certificate OMB No. 1645-0074
{11
Treasury P Whether you are entitled to claim a certain number of allowances or exemption from withholding Is
m;,"ﬁg,'ﬂ%wu subject to review by the IRS. Your employar may be required to send a copy of this form to the IRS. 2 @ 1 5

X1

>

ﬁﬂmeﬁ:d middle Initial )énstname E X Y?las—o}lal fs:tzg‘rlty‘3 m;n:er) ﬁ é /

Home address (tumber and strest or rural routs) 845 single ] Married L] Married, but witthold of higher Single rate.

[FN] westr ™Vey 0‘4/ (¢ d’V) VQ | Note, It maried, but lgally sapareted, or 8pouss fs a nonvesidant alen, chack the “Single” box,

Chty or town, state, and ZIP code 4 it your last name differs from that shown on your social seourity card,
)( @MWLQ v/ f 7:6 ANV —CS Kt 'a* check here, You must call 1-800-772-1213 for a replaeemenTZard. >
§  Total number of aliowances you are claiming (from line H above or from the applicable workshest on page 2) 5 /
6  Additional amount, if any, you want withheld from each paycheck . . . . . . . . . . . . .. 6 [$
7 | claim exemption from withholding for 2015, and | certify that | mest both of the following conditions for exemption,

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

® This year | expect a refund of all federal income tax withheld because | expect to have no tax liabllity.
If you mest both conditions, write “Exempt” here . . o D I 7 f

Under penaities of perjury, | declare that | have examined this ce;ﬁﬂ to the best of my knowledge and bellef, it is true, correct, and complete.

Employee's signature ) s /
(This form is not valld unless yousignit) » - Date » 0 , l & %S (S-
8 Employer's name and address (Employer: Complete lines 8 and 10 on& i sending to the IRS.) | 9 Offica code (optional) | 10  Employer identification number (EIN)

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



Employment Eligibility Verification USCIS

Form I-9
Department of Homeland Security OMB No. 1615-0047
U.S. Citizenship and Immigration Services Expires 03/31/2016

Section 1, Employee Information and Attestation (Employess must complete and sign Section 1 of Form I-9 no later

than the first day of employment, but not before accepting a job offer.)

Last Name (Family Name) First Name (Given Name) Middle Initial | Other Names Used (i any)
Johmguwn

Address (Strset Number and Neme) Apt. Numbeg | Ciy or Town ) State  |Zip Code

L3S 1 Wast ¥iver hills five] (0 [Burasville [T S¢ 33F

Date of Birth (mm/ddAyyyy) |U.S. Social Security Number | E-mall Address

o1 31 ] 199] 28567 Fhwsenads 1) Fodoo tom | B1ar 505973

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

l:l A noncitizen national of the United States (See Instructions) S q ) (/
— . -
A Alawiul permanent resident (Allen Registration Number/USCIS Number): 0 é I ?. 3

[] Analien authorized to work until (expiration date, if applicabie, mm/dd/iyyyy)
(Sse Instructions)

- Some aliens may write "N/A" in this field.

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

3-D Barcode
OR Do Not Write in This Space
2. Form 1-94 Admission Number:
If you obtained your admission

number from CBP in connection with your arrival in the United
States, include the following:

Foreign Passport Number:

Country of Issuance;
Some allens may write "N/A"

on tl}e_I;grelgn Passport Number and Country of issuance fields. (Sse Instructions)

Signature of Empioyee:

- oate et | |16 20/
™

L
Preparer and/or Translator Certification (7o be completed and signed if Section 1 is prepared by a person other than the
employee.)
| attest, under penalty of perjury, that | have assisted in the comp‘leﬂon of this form and that to the best of my knowledge the
information is true and correct.
Slgnature of Preparer or Translator: Date (mm/dd/yyyy):
Last Name (Family Name) First Name (Given Name)
Address (Street Number and Name) City or Town State Zip Code

@ Employer Completes Next Page @

FormI1-9 03/08/13 N



Q Employer Completes This Page Q

Section 2. Employer or Authorized Representative Review and Verification

(Employers or their authorized representative must complete and sign Section 2 within 3 business days of the employee's first day of employment. You
must physically examine one document from List A OR examine a combination of one document from List B and one document from List C as listed on
the "Lists of Acceptable Documents” on the next page of this form. For each document you review. record the following information: document titie.
issuing authortty. document number and expiration date, if any.)

Employes Last Name, First Name and Middle Initial from Section 1:

ListA OR ListB AND ListC
Identity and Empioyment Authorization Identity Employment Authorization
Document Title: Documept Title; Document Title:
M:] bnucrs ll(.&MS € Sociat Sceveidy bar o
Issuing Authority: Issuing Authority: Issuing Authority:
Sgl' ATE myoF' Miwweso?A .';,a, jty‘ Sccondy AOM/0)
Document Number: Document Number: Document Number:
To50 262582365 12/-532-19¢ ¢
Expiration Date (if any)(mm/dd/yyyy): Expiration Date (7 any)(mm/dd/yyyy): Expiration Date (i any)(mmvdd/yyyy):
o1 /31 /201
Document_Tltle:
Issuing Authority:
Document Number:
Expiration Date (i any)(mm/ddiyyyy):
3-D Barcode
Document Title: - Do Not Write In This Space
Issuing Authority:
Document Number;
Expiration Date (7 any)(mm/ddyyyy):
Certification

| attest, under penélty of perjury, that (1) | have examined the document(s) presented by the above-named employee, (2) the
above-iisted document(s) appear to he genulne and to reiate to the employee named, and (3) to the best of my knowiedge the
employee Is authorized to work in the United States.

The empioyee's first day of employment (mm/dd/yyyy): (See instructions for exemptions.)
Signature of Employer or Authorized Representative Date (mm/ddfyyyy) Title of Employer or Authorized Representative
Last Name (Family Nams) First Name (Given Name) Employer's Business or Organization Name
EMPLOYER SOLUTIONS STAFFING GROUP 1LC
Employer's Business or Organization Address {Street Number and Name) City or Town State Zip Code
7301 OHMS LANE  SUITE 405 EDINA MN 55439

Section 3. Reverification and Rehires (To be completed and signed by employer or authorized representative.)
A. New Name (If applicable) Last Name (Family Name) Flrst Name (Given Name) Middle [nitial |B. Date of Rehire (if applicable) (mm/ddfyyyy):

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

Document Title: Document Number; Expiration Date (if any)(mmsddiyyyy):

| attest, under penalty of perjury, that to the best of my knowledge, this empioyee Is authorized to work in the United States, and if
the employee presented document(s), the document(s) | have examined appear to be genuine and to relate to the individual,

Signature of Employer or Authorized Representative: Date (mm/ddiyyyy): Print Name of Employer or Authorized Representative:

Form 1-9 03/08/13 N






employer solutions staffing group.
Q Leveraging Resources in a Changing Market
Direct Deposit/Payroll Debit Card Anthorization

by Direct Deposit Payroll Debit Card.
ages will be paid -

Employees have the option of receiving wages
If you do not provide a written election, v
S GOSN DS TER RN ORIV G

Employee Name 30 So‘/\ =i
'_-_-l_.f. NEHE 2 PASYIROILL. BLIEC N
| Direct Deposit (Ploase complete Sections 3 and 5 below) .

| | Payroll Debit Card (Please complete Sections4 and 5 below)
SECIBIONTSE D IREEGE DEROST

and/or

I understand and acknowledge that if I do not provide a
voided check with this direct deposit form, I am
responsible for any delays in payroll or extra costs
inenrred if the account number that I provide is incorrect.

Routing#
Accouni#
Account Type: (] Checking [] Savings [lOther

*  To help us avoid making an ervor, please attach a copy of a voided check. (a deposit slip will not work)
- Ifyouchangebanks,dnnatnloseyom'oldbankaccomtunﬂyom'directdeposithasmtedatﬁxenewbank,whichmnymkﬂpnypm‘iods.

Initial Date

request a Payroll Debit Card for you, we must provide all of the following information that will enable the financial institution to identify you. If
you do not submit a Direct Deposit/Payroll Debit Card Authorization, ESSG will provide the necessary information and issue you a Payroll Debit
Card to pay your wages. For your protection, the financial institution may ask you to provide them additional identification information so they can
verify your identity.

Except for the routing and account number, ESSG does not have access to any information regarding your Payroll Debit Card account or
transactions, On your first payday, you will receive your new Payroll Debit Card, and a packet containing all of the terms and conditions, 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 to be issued)

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

073972181

I have received my Payroll Debit Card, welcome brochure, program fies, program terms, conditions, and disclosures. By activating my Payroll Debit Card,
Iamagreeingtotheprogramtarms,mndiﬁmm,anddisdosmesthatminnludedmmadeavailabhmmeﬁomﬁmemtﬁneﬁmumeﬁnannialinsﬁtnﬁonI
authorize the ﬁnancialinstituﬁontodebitmyPaymﬂDebitCardaccountfortheibesdescrlbedintheﬂaeschedlﬂethatispartofﬂlepmgrmntam:s,
conditions, and disclosures.

Employee’s Signature: Date:
SEGHON SN EEH ORTZN IO,
T anthorize ESSG to directly deposit my periodic wages/compensation payments, net of required tax withholdings, other required withholdings
or authorized deductions, into my account(s) as designated above and to initiate, if necessary, debit entries and adjustmentsfor any credit entries
made in error to my account(s), * E-mail is required for pay stub information.

*E-mail: @

this informagion will only be used to send your paystubs electronically
y/ Employee's Signature: —% = YDate: 0 / / / é / { 5
r ‘ L v

v




DISCLOSURE AND CONSENT CONCERNING CONSUMER
AND INVESTIGATIVE CONSUMER REPORTS

Thisﬁnm,whinhyoushouldmadeareﬁﬂly,hasbeenpmvidedtoyoubeomme CMGmayraquestCnnsmnnrRaportsand/orInvesﬁgaﬁveConsnmer
Reportsﬁomaconsnmerreporﬁngagancy.ﬂeCompmywiﬂusaanysuchmport(s)solelyﬁ)remployment-relmdpmposee. Consumer Reports or
Investigative Consumer Reports will be obtained from CSS Test, Inc. (“CSS Test”) located at 400 Laurel Oak Road, Suite 102, Voorhees NJ, 08043.
They can be contacted at 856-627-5600, Under the provisions of the Fair Credit Reporting Act, 15 USC, Section 1681 et seq., the Americans with
DhabﬂiﬁuAcgtheDﬂvaﬂvawPMcﬁonMMdaﬂommapprbhﬁdmaLsmm,mdhoﬂthherebyauthorizaandpermitCSSTest,

mwm,mwmmpommmmmmmmmmﬁsmme&

Additional State Law Notices: If you live or are applying for a job In California, Maine, New York or
Washington, please note:

California residents, under section 1786.22oftheCaliﬁ:miaCivilCode,youmayviewtheﬁlemaintainedonyoubyCSS during normal business
hours, Youmayalsoobminawpyofﬂﬂsﬁleuponsubmiiﬁngpmperidenﬁﬁcaﬂnnandpayingﬂmcostsofduplicaﬁonservloes,byappearlngat

New York: You have the right, uponwrittanrequest,tobeinﬁ:medofwhethermmtaoonsummrepoﬁwasmquested.lfaoonmerrepoﬂis
requested,youwillbepmvidedwﬁhthenmneandaddmssofthecommmmporﬁngagencyﬁndsﬁngthemmeoumayinspectmdmceiwa
copy of the report by contacting that agency,

Washington State:lfwerequestaninvesﬁgaﬂveconsnmerraport,youhavetherlght,uponwﬂttanrequestmadewiﬂ:inareasunableperiodofﬁme,
1o receive from vs a complete and accurate disclosure ofthenatureandseopeoftheinvesﬁgaﬁon.Yonhaveﬂmﬁghtto request from the consumer
reporting agency a summary of your rights and remedies under state law,

CONSENT

T have carefully read and understand this Disclosure and Consent form and, by my signature below, consent to the release of consumer and/or investigative consumer
mpom,udaﬁuedabwa,mtheCmnpmyﬁlcoqjmcﬁmvﬁthmyappﬁmﬁnnﬁarmphyment 1 further understand that any and all information contained in my job
applinaﬁnn.or o@ewhe disclosed to the Company by me before, during or after my employment, if any, may be utilized for the purpose of obtaining the consumer
investigative consumer report about me, as defined above, for employﬁenbralmd purposes during the course of my employment, I understand that my consent will

applyﬂn'onghommyemploymant,totheaxtentpemittedbylaw,unlesslravokeoreanualmyconsentbysendingasignedletterurstatementmtheCompmyatauy
time. This Disolosure and Consent form, in arigt faxed, photocopied orelech'onicﬁ:rm,willbevalidfnranyrapurtsﬂaatmuyberequestedbytheCnmpany.

Applicant Last Name Fist . JOMCONY) Middle ,
SocialSecurity#JD’f"'S‘g - [96] Date of Birth (for ID purposes only) O] /Z [ //Q‘Q/
Drivers License Number and State of Issue TO S0 7—6;2: C£2308
Present Address__ [ 7]~ ARRT vivey 4 flc drve
City/state/zip__IDUY AV [ [le. iV ~ SCER T

Applicant Signature : (r;@#? Date ///é /’}O/J
CALIFORNIA, MINNESOTA AND OKLAHOMA APPLICANTS ONLY:
E I wish to receive a free copy of any Consumer Report and/or Investigative Consumer Report on me that is requested.

CSS Inec.

400 Laurel Oak Road, Suite 102, Voorhees, NJ 08043 Tel: 1-856-627-5600 Fax: 1-856-627-5699




EMERGENCY CONTACT INFORMATION

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

Employee Name: 70 &VV(.S' (=% (/j"!ﬂq .
address: 137  wegt vivev bifls ave
Home Phone: &Iz "m?’g"f"lf

EMERGENCY CONTACTS
Please list two people (in priority order) who could be contacted in case of an emergency

Contact #1 Home Phone:
Name: 'E-/Y\MQVI\IQJ' Cell Phone: (é IZ "626 —'q\/’% 2
Relationship: Ky @.n.cf Work Phone:

Contact #2 Home Phone:
Name: m IcC Aeav/‘ Cell Phone: QS'Z - 20 / "‘-?%?C
Relationship: 6.,,-() [lf)e,/ Work Phone:

Additional information you want Employer Solutions Staffing Group and our cllents to know in the event
of an emergency: ‘

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



o 8890 Pre-Screening Notice and Certification Request for

(Rev. January 2012) the Work Opportunity Credit OMB No. 1545-1500
Internal ﬁ'?v&‘lﬂgﬁ?;""’ » See separate instructions.

Job applicant: Fill in the lines bejow and check any boxes that apply. Complete only this side.
Your name Ua C/V\ (44% Soclal security number » / ’)——/ "5 g~ [ <76 /

Street address where you live __“ a’s,/ wege 7" "n' ver 0111/[5' "FY" w
Cﬂyortown.state,anlePcodfa (é,fYﬂS“/fHe ] m/u"‘ ySS? 7
County S C O“:F"{_ Telephone number é/ 2~ 29g '—W q.;

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

1 E7 Check here if you received a condiitional certification from the state workforce agency (SWA) or a participating local agency
for the work opportunity credit.

2 [] Check hereif any of the following statements apply to you.
* | am a member of a family that has received assistance from Temporary Assistance for Needy Familles (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
stampes) for at least a 3-month period during the past 15 months.

* | was referred here by a rehabliitation 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 family that:
a Received SNAP benefits (food stamps) for the past 6 months, or
b Received SNAP benefits {food stamps) for at least 3 of the past & months, but Is no longer eligible to recelve them.

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

I recelved supplemental security Income (SSI) bensfits for any month ending during the past 60 days.

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

38 [ Check here if you are a veteran and you were unemployed for a period or periods totaling at least 6 months during the past
year,

4 [7 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 disability and you were unemployed for a
period or periods totaling at least 6 months during the past year.

6 [ Check here if you are a member of a family that:
* Received TANF payments for at least the past 18 months, or
* Recelved TANF payments for any 18 months beginning after August 5, 1897, and the earliest 18-month period beginning
after August 5, 1997, ended during the past 2 years, or

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

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, trus,
comect, and complete,

Job applicant’s signature > ’j@' Date [ { / 6 _[ 2018

For Privacy Act and Paperwork Reduction Act Notice, see page 2, Cat. No. 22851L Form 8850 (Rev. 1-2012)




TAX CREDIT QUESTIONNAIRE REFROTAXE

Form A (rev. 08/12)
Spacialists in Tax Cradit Administrntinn
EMPLOYER SECTION: ;
ESG FEIN#: ESG Client Name & State:
Hiring Manager: Position: Starting Wage: $
EMPLOYEE SECTION:
Employee Name: Street Address: . " /State: Zip:
Johwswn  Achu 1A8( westvives mlls dv| Guvnsvi )le win| coeza
SS#: £z 19ef Date of Birth: Age: Have you worked for | If yes, location: .
1 this company before?
17/ { o1 ,8[ / (a9] 29 []Yes LINo
Please complete all guestions, and sign and date the form. Yes No
1. Have you or has anyone living with you received Temporary Assistance to Needy Families (TANF) ]:] Z
at any time since August 5, 1997? (ifyes, please provide information below.)
Name of the person receiving benefits: Relationship to you;
City: County: State:
2. Have you or has anyone living with you received Food Stamps (SNAP) at any time during the past 15 months? |:| Z
(If yes, please provide information below.)
Name of the person receiving benefits: Relationship to you:
City: County: State:
3. Have you received Supplemental Security Income (SSI) at any time within the past 3 months? |:| H

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,

Name of Agency:

4. Have you received any type of vocational rehabilitation services within the past two years? . I:I
If yes, please indicate which type of agency you worked with and provide their location information below:
[ Vocational Rehabilitation Agency ﬁy

N

Dept. of Veterans Affairs D Employment Network (Ticket to Work Program)
Phone #:

City:

County: State;

*If you checked yes please provide a capy of your active Individual Work Plan and Ticket to Work documentation.

Dates of Service - From:
Branch of Service:

S. 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. If no, please continue to question #6.)

n
N

/ / To: / /

Are you entitled to or are you receiving compensation for a service-connected disability?
Have you been unemployed at any time during the last 12 months?

If yes, dates of vnemployment - From: / / To: / /
Did you receive unemployment compensation at any point during your unemployment?

6. Have you heen convicted of a felony or released from prison for a felony conviction in the past 12 months?

0o 0
w|N

Conviction Date: / / Release Date: / /
Was thisa [_] Federal or [_] State conviction? If State - County: State:
Additional Tax Credits
IEC (Native American): Are you ar your spouse 8 member of a Native American Tribe? | E

*If you 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?
I:I Are you a migrant or seasonal farm worker? I:I Have you ever been convicted of a misdemeanaor?

SCResidents: || 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 aof my knowledge, and I hereby authorize uny agency,
organization, or individuals to supply such verification or information that may be needed to determine tax credit eligibility to my employer, employer

representative (4ssociated Consultants, Iwa

New Employee Signature:

-

= Date: (I’/)///6 /26 /‘S-

01gx), or the Department of Labor.

[}



VSIIND 219301-EMP | SFFICRUSE | ooy Rehire Date / 4

| ENROLLMENT FORM ESC NAV*SAD P2M v15.0
REQUIRED EMPLOYEE INFORMATION OPTION 1
: PRINT USING BLACK or BLUE INK FINED INDEMNITY PLAN Weelly Rates
/: (Muost BeFlﬂed Ont) You MUST enroll in the Indemnity Medical Insurance Plan before adding
'Social Security Number _L _23_ _Lol é / any additional Indemnity benefits, except Dental. Your coverage level
! for the Term Life will be identical to your medical plan selection.
Dateof Birth O 1/ _?_.L’ L Aa] g [MF]

. FIXED INDEMNITY MEDICAL < }
‘Name jo;vaS'(r‘V] : Ae&., I:l $20.91 Employee Only

éstreet!!ddress ”f?‘f[ M@E‘f‘ vl vey L"‘HS- qdy”e I:l $42.44 Employee + 1

.I :City 6Wl45vf"C State M A}Zip $5¢3 T D $56.67 Employee + Family _[

<Home Phone QL’?;_‘LL_iS’_'EiQ_Z_ E/ NO to all Indemnity benefits.

r

2 This coverage is not available to residents of New |
~ Do you or any dependents have Medicare? ———————— Hampshire, Hawaii, or Puerto Rico. i
[JYes [CINo If Yes: _ |
Medicare Health Insurance Claim Number (HICN) DENTAL “ l
I:l $5.99 Employee Only |
Medicare Effective Date ._____/ G '___I $11.98 Employee + 1
Names of Covered Person(s) $19.77 Employee + Family
L. B/NO
2.
TERM LIFE | &0
D $0.60 Employee Only V
i YES
Name _ $0.90 Employee + 1
l } | B’No $1.80 Employee + Family
- Social Security Nomber " " 1
|
| DaeofBitn /[ sec [m][F] SHORT-TERM DISABILITY :
| Relationship: []Spouse []Child [J Domestic Partner (J\ |
' f $4.20 Employee Only |
! Name | IEN |
' Social Security Number _________-_ -~ | |Sh0rt-Term Disability is not available to persons who work in |
California, Hawaii, New Jersey, New York, or Rhode Island. |
Date of Birth ___/___/__—-—-—- Sex @ !
|
|
\

W

Relationship: []Spouse [1Child [] Domestic Partner b LNes ' __82193010-M-EMP_ ¢
%

¥R . LLINESS/PREVENTIV] 3 Monthly Rates |
BENEFICIARY INFORMATION — : : : iy

| Por Term Life / Accidental Death & Dismemberment, please write | r_—l $58.87 Employee Only

in your beneficiary information. | EI S 0
|  NAME OF BENEFICIARY ; ploy

i D $186.99 Employee + Family
| RELATIONSHIP

' z NO to MEC Wellness/Preventive Plan

— e ———— P — R ——

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

e 4

I have read the benefit packet and understand its limitations. I understand that open enrollment is only available for a limited time and I
understand that making no bepefit g€lgéfion is a declination of coverage.

bSignature : =G = Date ﬂ.L/ ._Lb_/ __Z_Q__Li



