e16/2017 E-Verify: Print Case Detzlls - Preview

E-Verify

SENSITIVE BUT UNCLASSIFIED

Case Verification Number: 2017167084145VJ

Report Prepared: 06/16/2017

Company Information

Company ID: 47429 . Company Name: Employer Sclutions Staffing Group

Emm Information

LastName: Jones First Name: Jacinto

Date of Birth: 01/02/1990 Soclal Segurity Numbsr: ** ** 1058

Hire Date: 08/168/2017 Chizenship Status: A cliizen of the United States

Document Information

List B Document: lDoardlssuedbyaU.S.federal,shborboalguvammntagamy List C Dooument: Social Securlty Card

Case Status Information y

Current Case Result: Emplayment Authorized Employer Case ID;

Case Submitted On; 08/16/2017 Casa Submitted By: SGLAG832
SENSITIVE BUT UNCLASSIFIED

htlps:lla-varify.uscls.vaeblPrinlCasaDaﬁls.asp(?CasaVarNmn=201713708414WJ n



. employer solutions staffing group. R e i
J/  Leveraging Resources in a Changing Market Tel: 952.835.1288

www.esgstaffingsolutions.com

New Hire Application

Personal Data-- PLEASE PRINT LEGIBLY IN INK

Last Name s Jo/7e 5 First Name ,Jac.fnz‘; (aes) Middle Initial_ &
Street Address Z [ % Vo c At S E. Aptiste [3.5 475
City/StateiZip Soectity 57 o/ M 550 35 Social Security Last Four XXX-XX- (0.5€

Phone Number ( 55/ )502 ~973/ Email Address ,ﬁ@g -—J_ ach @ Sﬂé bagion Cetyr)

Staffing Agency/Recruitment Partner

All offers of employment are conditional upon satisfactory proof of identity and legal abliity to work In the U.S.A.

Are you legally authorized to work in the United States of America? ﬁ&YES Ono

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, responsibilities, performance, compensation and eligibility for rehire,

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

| 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 resuit 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.

\J 6(.(:. thlqé
Name (Print or type)

A copy or facsimile ("fax") will be considered the Same as an original signature. Emall will ONLY be used for employment correspondence

For ESSG Office Use Only
DOH NHW I8 8850 w4
Emergency Contact Info Background Release Form Background Results Unemployment Letter ESC Application
(it applicable)
For ESSG Client Use
DOH ROP Work Site Loc. WC Code

ESSG - Supermoms CMG Rev. 05/2015



Form W4 (2047)

Purpose. Complete Form W-4 so that your

employer can withhold the correct federal Income
tax from your pay. Consider completing a new Form
W- or financlal

-4 each and when your perso,
on ges.

Exemption from withholding. If Juu are exempt,
form to validate it. Y ;oan;m thlenaa
m our exemption for
gg&. Tax Vwmhg’l’élng

complete only lines 1, 2, 8, 4, an

15, 2018, 8ee Pub,
2l st Tox.

Nots: If another person can claim you as a dependent
$1,050

gg'l;la or ha{ d?(;g rglum, u can't claim exemption

and includes more ‘D'u: $350 of uneamed Income (for

example, interest and dividends).
Em;#ﬂans.Anem may be able to claim

exemption from Wlﬂlhg{gzlagevgl}; If the employee Is

adependent, if the employee:

* |s age 85 or oldar,

® I3 blind, or

l;a\lr\lnill clalm adjustments to Income; tex credits; or

The exceptions don't apply to sy emental es
greater than $1 .oau,oa“&'.p d s s
Basio Instructions. If you aren't axempt, complets
the Personal Anowag%mw%rl&?ul;tm?eluw. gha
worikshests on page er ur
ey T O
uctions, com!
or two-samers/multiple jobs si{n.naﬂons. =
Complete all workshests that . However, you
may claim fewer (or zan:? allowaralggé.y For ragularyo
wages, withholding be based on allowances
you claimed and may not be a flat amount or
percentage of wages.
Head of household, Generally, you can claim head
of household filing status on your tax rsturn o%n
you are unmarried and pay mare than 5096 of
costs of ka:y!ng;m & home foryowaelfandgom'
or )

depends er qualifying Individuala,
Pub. 6§01, ons, Standard Deduction, and
Filing Information, for information, &

Tum%hYonmhﬁp&eﬁd%u?tsm
acco! figuri ur allowable number
withholding allav'}gny:es. Credits for child or dependent
care expenses and the child tax credit may be clalmed
using the Personal Allowances Workshest below,

Nonwage Income. If you have g large amount of
nonwage incoms, such as interest or dividends,
consider making estimated tax dnlagmama using Form
1040-EB, Estimated Tax for Individuala, Otherwisa,
you ma;{nowe additional tax. if Luu havztpanslon or
annuity Income, see Pub, 505 fo find o if you should
adjust your withholding on Form W-4 or W-4p,

Two eamers or mulﬂpletﬁggs. Hyou have a
working spouss or more ane job, the
total num er of allowances you are
on all jobs usinﬂ workshests from only one Form
W-4, Your withholding usually will be most accurate
gh%r; aﬂ lxgalyl::awam:es Elia glalrged on atltlue Form W4
rthe est g job and zero allowances are
claimed on mem. See Pub. 505 for detalls.

Nonresident allen, If You are a nonresident allen, see
Notice 1382, Supplemiental Form W-4 Instructions for
Nenresident Allens, bsfore completing this form.

Check your withholding. After your Form W-4 takes
effect, use Pub. Eosmseehowmaamoumguare
havln% withheld com to your projected tax
for 2017, Sea Pub, 5 especlal(l}y gour eamings
exceed $130,000 (Blngfa) or $180,000 (Married).
Future developments. Information about any future
developments gﬁecﬁng Form W-4 (such as %

fzed deductions, on hie or nox o koo Ses ublﬁtgos forll,rllcf'?nnguﬂun on cgnvsrﬁng your other l;glsl 3:“3. egr:;,m after we release it) will be posted
Personal Allowances Worksheet (Keep for your records,)

A Enter *1” for yourself if no one else can claim you as a dependent .

* 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 J . .. B
® Your wages from a second Job or your spouse’s wages (or the tota] of both) are $1,500 or less.

A

il

C  Enter *1” for your spouse, But, you may choose to enter “-g-* if you are married and have either a working spouse or more
than one job. (Entering *-0-* may help you avold having too [iitie tax withheld)) . . . 3

mmQo

@ If your total Income will be less
have two to four eligible children

Enter number of dependents (other than your spouse or

Enter “1” if you will file as head of household on your tax retumn (see conditions under Head of household above)
Enter “1” if you have at least $2,000 of child or dependent care

» ll;you plan to itemize or claim adjustments
For accuracy, and Adjustments Worksheet on page 2.
complets all ® If you are singie and have more
workshests earnln?e from all
that apply. to avoid having too little tax withheld,

Yyourself) you will claim on your tax retumn 0

N

d tex credit). See Pub. 872, Child Tex Credit, for more Information.

than $70,000 ($100,000 if married), enter “2" for each eligible child; then less “1" i you
or less “2" if you have five or more eligible children.
and $84,000 ($100,000 and $119,000 if married), enter *1* for each eligble chiid,. G
ote: This may be different from the number of exemptions you claim on your tax refum.) > H

to income and want to reduce your withholding, ses the Deductions

than one job or are manried and you and your Spouse hoth work and the combined
Jobs exceed $50,000 ($20,000 if married), see the Two-Earners/Multiple Johs Worksheet on pags 2

® If neither of the above situations applies, stop here and enter the number from line H on line 5 of Form W-4 below.

Form w-4

Department of the Treasury
Intemal Revenue Service

Separate here and give Form W-4 1o your employer.

Keep the top part for your records.

Employee’s Withholding Allowance Certificate

» Whether you are entitled to olaim a certaln number of sallowances or exam,

ption from withholding Is
subject to review by the IRS. Your employer may be requlred to send a copy of this form to the IRS.

OMB No. 15645-0074

2017

1 Your first r:ama and middle Initial Last name 2  Your social security number
lewe in /e Janz—_j‘ Lfé‘["_z_l - (03¢

Home address (number and strest or rural route)

2(2 MMﬁf‘?%uf J#

3 l;l Single [ ] Maried [ Married, but withhord at higher Single rate,
Note: If married, but legally separated, or spouse s a nonresident allen, check the *Single® box,

City or town, state, and ZIP code

Soutn & Powal

Ay 55035

4 I yourlast name differs from that shown on your social securily card,
check here. You must call 1-800-772-1213 fora replacement card. P |:|

5§  Total number of allowances you are claiming (from line H above or
Additional amount, if any, you want withheld from each paycheck g
for 2017, and | certify that { meet both of

;]
7 I claim exemption from withholding

® Last year | had a right to a refun
® This year | expect a refund of al
If you meet both conditlons, write

d of all federal Income tax withheld becausi
1 federal Income tax withheld because
“Exempt” here. . . ,

the following conditions for exemption.
e | had no tax llability, and
| expect to have no tax llability.

from the applicable workshest on page 2) 5] 2

BE] 9’"

. pl7]

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

Employee’s signature

(This form is not valld unless you sign it) » Lo ,-_11/6 [%‘55

cate and, to the best of my knowledge and bellef, it Is true, correct, and complete,

pater 6~/ 20(7

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

9 Office code (opticna) | 10 Employer Identification number (EIN)

For Privacy Act and Paperwork Reduction Act Notice, see page 2.

Cat. No. 10220Q

Form W-4 (2017)



R —— ===

Employment Eligibility Verification USCIS

Department of Homeland Security 01\411: g:‘?;;go -
U.S. Citizenship and Immigration Services Expires 08/31/2019

B> START HERE: Read Instructions carefully before completing this form. The Instructions must bo avallable, either in paper or electronically,
during completion of this form. Employers are llable for errors In the completion of this form.

ANTI-DISCRIMINATION NOTICE: It is legal to discriminate against work-authorized
document(s) an employee may present to establish employment authorization and ide
an individual because the documentation presented has a future explration date may

seciion 1. Bm

gyee Intarmation and Attestatlon (Empioyeas must complo

Individuals. Employers CANNOT specify which
ntity. The refusal to hire or continue to employ
also constitute lllegal discrimination.

212 m:aaﬂ-[ Flggr

% R ﬁndslwISQOﬂqniowamNholmf
than e first day of employment, but pot befare gagapiing & fob offar) i :
Last Name (Family Nams) : First Name (Given Name) Mlddl_e\lnltlal Other Last Names Uged (if any)
2 ey Jecik 3
Address (Street Number and Nams) Apt. Number | City or Town

ZiP Code

State
Dsm# |Sevtn 5S¢ Pt MY | 53025

Date of Birth (mm/ddiyyyy) | U.S. Soclal Security Number Employee's E-mail Address

Employese's Telephone Number

o/-02 9% |Fe

U Y elsk &A1~ ~ D33 (

| am aware that federal law provides for impi
connection with the completion of this form.

risonment and/or fines for false statements or use of false documents in

1 attest, under penalty of perjury, that | am (check one of the following boxes):

[84 1. A citizen of the United States

|:| 2, Anoncitizen national of the United States (See Instructions)

|:| 3. A lawful permanent resident (Alien Reglstration Number/USCIS Number):

OR
2, Form -84 Admission Number:

E] 4. An allen authorized to work  until (expiration date, if applicable, mm/ddlyyyy):
Some aliens may write "N/A” in the expiration date field. (See instructions)

Allens authorized to work must provide only one of the following document numbers to complete Form 1-9: Do %m]fm%w
An Allen Registration Number/USCIS Number OR Form 1-94 Admission Number OR Foreign Passport Number,

1. Alien Registration Number/USCIS Number:

OR
3. Foreign Passport Number;

Country of Issuance:

Slgnature of Employe% 2 ﬁ’

[Prepdrer and/or Translator Gerlification [eheek one)r

(21 did net use a preperet or translator i
(Plelds bialow must be qomaleted end sigheq when prepare(s andor transiators aasist an emplayes in sompleting 8eatien 1)

Today's Date (mm/dd/yyy) £ ﬁ"{ /, ?

(] A prepster(s) andsor banstator(g) esléted the emplayes ih sainpléting Seotian 1.

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

Signature of Preparer or Translator Today's Date (mm/Ad/yyyy)

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

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

@ Employer Completes Next Page @

FormI-9 11/14/2016 N



Employment Eligibility Verification USCIS

Department of Homeland Security Form I-9
. . s 4 OMB No. 1615-0047
U.S. Citizenship and Immigration Services Expires 08/31/2019

2. Employer or Authorized Represents vaﬁ_ &h ‘e hd Verifica 'an
or their éd repregentative must complete a fieg i 8 husinesh days of the emploype's first alempkz‘mmw . ¥
Imypxmmm doguiment fram LISt A OR g g mufmmumemwmmfa?nd&e dacumert from Ligt © as lsted o tha 'Un‘b
of Aggapteble Dogurierits.”] : . AL ey i
i Last Name (Family Name) Figst Name (Given Ngme) M.l | Citizenship/immigration Status
Employee Info from Section 1 R 4 ENG X Sto '3 \
ListA OR ListB AND ListC
Identity and Employment Authorization Identity Employment Authorization
Document Title Document Title Document Title
AT 0 e el 2ec 0ol
Issuing Authority Authi Issuin
el o C MNA) S8Ry
Document Number Docume, mber ergiNumper
NI be172113 IS .10 (,
Expiration Date (if any) (mm/dd/yyy) Expiration Date (if any)(mm/ddiyyyy) Expiration Date (if any){mm/ddfyyyy)
| LOl-gd2-2219 .
Document Title 4
Issuing Authority Additional Information - ST Tis Szp:l:a
Document Number
Expiration Date (i any)(mm/ddiyyyy)
Document Title
Issuing Authority
Document Number
Expiration Date (if any)(mm/ddfyyy)

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 genulne and to relate to the employee named, and (3) to the best of my knowledge the
employee is authorized to work In the United States.

R? employee's first day of empioyment (mm/ddfyyyy): b ~\ - 2.0 "ISee instructions for exemptions)

Py |
of Employeg.or d tpresent Today's Date{fmm/sdd/yyyy) Title ployer or Autho! Representative
O'gﬂ;\ofa—lb~wl7 Croy f?
Name,of Empioyer or'wuthdized Representative | First Na oyer or A Representafive | Employer's Business or Organization Name
z e\a& > (A ' T,‘\,Q, CA EMPLOYER SOLUTIONS STAFFING GROUP LLC
Employer's Business or Orgafiization Address (Street Number and Name) | City or Town State ZIP Code
7301 OHMS LANE. 405 INA MN | 55439
L - L
Sedtlon 3. Ravériioation and ReHires (T4 48 oampisled and sighpe by gaidyer o Juiroraed represgritelve) ~
A, New Name (f applleabls] e 8. Date of Rehlre (If applicabie]
Last Name (Family Name) First Name (Given Name) Middie Initial Date (mm/ddAyyyy)

6. T Thé employea's previol® graat of employment adifiorizalin has expired, provide tha Infarmalion Tar The docurient or recelpl that Establiahes
continuing empioyment authorzation in the space provided below.

Document Title Document Number Expiration Date (if any) (mm/ddiyyy)

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

Signature of Employer or Authorized Representative | Today's Date {mm/ddfyyyy) Name of Empioyer or Authorized Representative

Form1-9 11/14/2016 N___






RN

nistration and you must >

4
This card belongs to the Social Security Admi!

return it if we ask for it. 3
please return 1t to:

Administration
MD 21290-3008

n’t yours,
Social Security
P.O. Box 33008, Baltimore,

business/infonnation, contact your local

to the above address for any business
not receive g response.

id
u

If you find a card thatis

other Social Security
you write
found card you will

‘For any
~.Social Security office. If
;“other than returning 8

@

. Soctal Security Administration ﬁ .
" Form 85A-3000 (©8-2011) G641 82874

[ 2

o



EMERGENCY CONTACT INFORMATION

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

Employee Name: _;\_}_gcdgﬂr’l [ (J&l"d) JMQJ

Address: ZZZ ﬁ&m&fﬁi{ S?‘j. ﬁﬁﬂq I pmu.( Vil Bhe 75
Home Phone: Lé6ﬂ 502 = 53] {

| EMERGENCY CONTAGTR - it ]
Plegse list two pedple (in pHorlty order) who could bie santanted In case of dn erhergency
Contact #1 Home Phone:
Name: %'\f/f{ﬁ Cell Phone: 65[ SZ§ '“,?7["({ |
Relationship: /#7541, Work Phone:
Contact #2 Home Phone:
Name: Cell Phone:
Relationship: : 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..

Leveraging Resources in a Changing Market
Wage Payment Method Aunthorization (Minnesota)

Employees have the option of receiving wages by

If you do not provide a written election
SECHION T BASTE N EO RN o
Employee Name |

. SSN# (last 4 digits) __ | Effective Date
Yo 20~ (056 [P
NGO NSNS TR G IR L G il N

2\ Direct Deposit (Please complets Sections 3 and 5 below)

[_] Payroll Debit Card (Please complete Sections 4 and § below)
RNCTHION & DIREGE DLPZOST

Direct Deposit and/or Payroll Debit Card,
ages will be paid by ps

Note: Direct Deposit accounts may take up to 7 days to be activated
|| Paper Check (Please complete Section 5 below)

I understand and acknowledge that if I do not provide a

8N Bank Nams: — voided check with this direct deposit form, I am
‘) nﬁ responsible for any delays in payroll or extra costs
: B Routing# incurred if the account number that T provide is incorrect.
I s
Ay nitial__ 37 pae (2~ —(Z
Account Type:  [] Checking [] Savings [ Other
To help us avoid

- maldnganmor,pleaseattuchacopyofavoidedcheck.(adepositslipwmnotwork)
U] Ifyonchangebnnks,donntcloseyumoldbmkamumunﬂwmdﬁwdepnsﬂhassmmdmﬂmnewbmk,whichmaymkﬂpaypmiod&
SECEION U DANROLL DELLLE

BExcept for the routing and acconnt 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 ail of the terms and conditions. You will

then sign acknowledging that You received the Payroll Debit Card and packet. Your Payroll Debit Card will be reloaded on each payday you receive
wages,

CARDHOLDER INFORMATION (as you want your Payroill Debit Card to be issued)

First Name M1 Last Name Date of Birth

Street Address (POBOX NOT ACCHPTABLE) Social Security#

City State Zip Cell Phone (mobile)

RECEIPT OF PAYROLL DEBIT CARD (to be completed when you pick up your Payroll Debit Card)

Payroll Debit Card Routing # Payroll Debit Card Account #

073972181

IhavereceivedmyPﬂymlJDebitCard,welcnmehmchma,pmgmmﬁes,

SLGRIONES AT LTOR AN F 0N

T 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: @

this information will only be used to send your paystubs electronically

Employee's Signature: (= ey Date: é’// C{A ?

F




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 Group, LLC one
or more reports based on that information; and (d) Employer Solutions Staffing Group, LLC (“ESSG”) to
share those reports with others for legitimate business purposes related to your employment. BGC
and/or Orange Tree Employment Screening may investigate your education, work history, professional
licenses and credentials, references, address history, social security number validity, right to work, crimi-
nal record, lawsuits, driving record, credit history, and any other information with public or private infor-
mation sources. You acknowledge that a fax, image, or copy of this authorization Is as valid as the 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. If you are a New York applicant, a copy of New York's law on the
use of criminal records Is attached., By signing below, you acknowledge receipt of these documents.

Personal Information: Please print the information requested below to identify yourself for BGC.

Printed name: \, mciﬂé OrneES
First Middie (O Last
none)
Other names used: ( Jg;; C»( _
. Current county of residence:
Current and former addresses: Seulh St #a wf
current 2(3 M@,Aﬁiémr st £ . My 25075
from Mo/Yr to Mo/Yr Street City, State & Zip
] Jgt__n_/zfl" ¥ D%/ Zofe  (E32 A l'ﬂg?é’n /F[/t_:_ S7 pm_f Y S5
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.

ClL—0L~-19%0 Heq ~ 2. - o
Date of birth Social security number
M733 (66 (72703 Jec ity Llpur Jwes
Driver’s license number & state Name as it appears on license

Report Copy: If you are applying for a job or live in California, Minnesota, or Oklahoma, you may request
a copy of the report by checking this box: J.

é;ﬁéﬁﬁs G117

Sfgnature Date




~ employer solutions staffing group.

Leveraging Resources in a Changing Market

STATEMENT OF CONFIDENTIALITY
. MU R N e
This agreement made this day of , 201j between
Employer Solutions Staffing Group LLC, hereinafter referred to as “"employer”,
and ,L unf  lonjed 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.

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 liquidated
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.




-employer solutions staffing group.

Leveraging Resources in a Changing Market

Important/Importante
LOST OR STOLEN PAYCHECKS

If a paycheck is lost (missing, misplaced, destroyed, lost in the mall, etc.), you
must notify your staffing recruiter that the check cannot be found. If it can be
verified that the check has not been cashed, ESSG will stop payment on the
check and re-issue the check to you, deducting a fee of between $25-$35.

If your paycheck was stolen, you must first file a police report before we can re-
issue the check. Once you have done so, you must provide a copy of the policy
report to your staffing recruiter that the check was stolen. If 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 nofificar 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 detendra 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 emitira un nuevo cheque y no hay cuota se deducira.

AGREED/SE ACUERDA—

Name/Nombre (con letra de molde); \Jmfﬂﬁf s.l)ar_?_agS

SignaturelFirma:/gg,r/,}/‘E é ’Z’wg
e — f I,




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 your employer immediately of any 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.

| have read my responsibilities and agree to abide by these guidelines.
Signed:
Printed Name: __ ‘!aafmﬁ \\G”Iﬁ'«g




weeks. M.R. 5221'.0420-requires that your Physician Cooperate With return to work Planning and that
you be reieageq to retumn to work at the earliest appropriate time, .

O & work injury, yoy Must be geen by your Primary health
COmpensation for the time away from woric. The

2]



~n 8850 Pre-Screening Notice and Certification Request for
A e the Work Opportunity Credit OMB No. 1546-1500

E,?;’:,’&“;%S‘v;ﬂ}’;%m“’y 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 \9@(_ h M??; \ 7y Social security number P é/é ‘7 o Z-/ ""/ QEZ‘

Street address where you live 2._. [ 7 {E Eﬂg?{f\ﬂ?a r o E v
City or town, state, and ZIP code S‘:u{jﬂ o {?—Aw/ My Ireo ?—5
County ba/m %0( Telephone number(éj ’:) 50 2 525 /

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

1 [ 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 [ Check hereif any of the following statements apply to you.
° | am a member of a famlly that has received assistance from Temporary Asslstance for Needy Families (TANF) for any 9
months during the past 18 months.
° | am a veteran and a member of a famlly 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 rehabiiitation 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 oider and | am a member of a famlly that:
a. Received SNAP benefits (food stamps) for the past 6 months; or
b. Received SNAP benefits (food stampes) 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.

* lreceived supplemental security Income (SSI) benefits for any month ending during the past 60 days.

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

8 [ Check here if you are a veteran and you were unemployed for a period or periods totallng at least 8 months during the past
year.

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

5 [ Check here if you are a vetsran entitled to compensation for a service-connected disability and you were unemployed for a
period or periods totaling at least 8 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
* Received TANF payments for any 18 months beginning after August 5, 1997, and the earliest 18-month period beginning
after August 5, 1997, ended during the past 2 years; or

* Stopped being eligible for TANF payments during the past 2 years because federal or state 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, 1o the best of my knowledge, true,
correct, and complete.

Job applicant’s signature > W2 Date @ / 4 "(’// 7

For Privacy Act and Paperwork Reduction otice, see page 2. Cat. No. 22851L Form 8850 (Rev. 3-201g)




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

EMPLOYER SECTION:
Client: Company:
Employer Solutions Group
Location: Position: Starting Wage: $
EMPLOYEE SECTION: :
Employee Name: ; - Street Address: City/State: Zip:
Necind Jones 197 Modirtpur 14 2 Sovlt S ol | 55075
SBi: Date of Birth: Age: Have you worked for | Ifyes, location:
5 _ _I6Er this company before?
Heq U (%¢ | O 1021 (T9% ZF# | L] ves P No
Please complete all questions, and sign and date the form. Yes No
1. Have you or has anyone living with you received Temporary Assistance to Needy Families (TANF) ] ]
at any time since August 5, 1997? (If yes, pleass 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? r__l D
(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? D D

Plesse note, this is not the same as Social Security benefits (88) or Social Security Disability (SSDI) benefits,
*If you checked yes please provide a copy of your SSI documentation.

4. 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 location information below:
Vocational Rehabilitation Agency I:I Dept. of Veterans Affhirs D Employment Network (Ticket to Work Program)
Name of Agency: ' Phone #:
City: : County: State:
*If you checked yes please pr a copy of your active Individual Work Plan and Ticket to Work documentation.

S. Areyou a Veteran of the U.S. Military? *If yes, 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?

0

O

6. Have you heen 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?
- Hyes, dates recoived unemployment compensation - From: / / To: / /

o O O

7. Have you been convicted of a felony or released from prison for a felony conviction in the past 12 months?
Conviction Date: / / Release Date: / /

Was thisa D Federal or D State conviction? If State - County: State:

O O O.

_ Additional Tax Credits

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

*If you checked yes please provide a copy of your CDIB card.

CA Residents: |:| Are you the child of foster parents? I:l Do you receive CalWorks? |:| Workforce Investment Act?

I:I Are you a migrant or seasonal farm worker? |:| Have you ever been convicted of a misdemeanor?
SC Residents: r__l Do you receive Family Independence Benefits?

H

O

PLEASE READ, SIGN, AND DATE:
Under penalties of perjury, 1 declare the information above 10 be true and accurate to the best of my knowledge, and 1 hereby authorize any agency, organization, or
individuals to supply such verification or information that may be needed to determine tax credit eligibility to my employer, employer representative (Associated

Consultants, Inc. dba Retrotax). or the De; ent of Labor.
A1 Date: 6/:"‘///52

New Employee Signature:




Qualified Long-Term Unemployment Recipient

ADDENDUM TO: IRS Formn SEOMmgNoﬁwdeaﬁﬁcaﬁmReqmﬁnthekaOppmtmityTamedh

Client: Company:

Employer Solutions Group ;

Location: Employee Name: de 7‘0 J@”‘I SS#: f/g 9~ 2 /’_ ,’Qg
EMPLOYEE:

Please check the statement(s) that apply to you and sign where indicated below.

[l Ihave been unemployed at any time during the last 12 months.

If applicable, dates of unemployment - From:; To:
From: / / To: / /
From: / / To: / /

[0 Ireceived unemployment compensation during my unemployment.

If applicable, dates you received compensation - From: To:
y From: / / To: / /
From: / / To: / /

Please read, sign, and date:

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

Y )

Employee Signature: Date:
Ms 6/ 7
RetroTax®
3730 Washington Blvd.
Indianapolis, IN 46205

317-925-0553
wotc@retrotax-aci.com
www.retrotax-aci.com



- employer solutions staffing group.

Leveraging Resources in a Changing Market

Notification of Minnesota Law Requirement —

Unemployment Acknowledgement

According to Minnesota Statute section 268, 095, subdivision 2, paragraph (d), an
applicant who, within five calendar days after completion of a suitable

Jjob assignment from a staffing service, (1) fails without good cause to
affirmatively request an additional suitable Job assignment, (2) refuses
without good cause an additional suitable Jjob assignment offered, or (3)
accepts employment with the client of the staffing service, is considered to
have quit employment.

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

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

ﬁé e &5 6//ﬁ/20/;

oo Jomer

Employee (please print your name here)

CMG_SM - Rev. 08.2013



DRUG AND ALCOHOL

TESTING CONSENT FORM
1. I have been allowed to read and inspect a written copy of ESSG policy on
drugs and alcohol.
2. I have read the entire contents of this policy and | am aware and fully

understand: (a) the policy and its contents; (b) what conduct the policy prohibits and the
consequences of such conduct; (c) my rights under the policy and the consequences if |
exercise certain rights; and (d) that certain events as described in the policy may result
in adverse personnel action, including my termination from employment with ESSG. |
understand that this policy in any form, and any employee handbook including this
policy, are not a unilateral employment contract or offer thereof.

3. | hereby voluntarily consent to ESSG, or its health service providers, or
other persons or entities acting for or with them, to collect a body component (blood,
urine, breath, or any combination thereof) from me for testing for alcohol and/or drugs. !
understand that the laboratory selected by ESSG may conduct testing and other
analysis on the sample provided by me. | further voluntarily consent to the laboratory's
disclosure to ESSG of the results of my drug and/or alcohol test and other information
related to the test.

JMQ_WZ(’ Jc:.wff«‘;

Individual’'s Name

lele:

Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10
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&g} employer solutions staffing group.

Leveraging Resources in a Changing Marke?

Eniployeo [nfarimation

Name (First and Last)

Enhanced MEC Plan_Plan 1

Benefits Enroliment Form [ New Employee

[] Rehire Rehire Date

@sy

.'l‘l.--!ll’-lll.im'-nmwﬂl

evpiyer suhat oo mationw do group,
LT R TR E

Benefit Plan Admipistrators, Inc,

Soclal Security Number

Doty Joprzs ey -Z( ~ /1§56
Address,, , City “State p Code
203 MncBrthor 5+ E.
i Sedtn st Bud| MY | Z50 75
Gend Emale Marital Status ¥51-Single | Date of Birth _ ; Date of Hire
i [J Female | [ Maried ] Divorced 0 ( ,Oz‘ o /? ?’0
[Phone Number; Emall Address:
(£30%02 - 5381
Please Select Desired Coverage:
[:] Employee Only - Employee+Spouse - | Employee+Child(ren) - ,: Family -
‘ $24.00/Week $38.00/Week $36.00/Week ‘563.‘00N\Ieek
L — 3”5“‘39"“"‘3'# | am: Date | Sex Reilnﬁonship e
MT. Last Name E r::ale Dspamnon?esﬂcml’armer
Z RS B R T O DA DR B
Social Security # Birth Date | Sex Relationship
M. Last Name E I?::ala ElspémeDoEest?cﬂd Partner
s_l“a]se,u‘r;w# . I £ R S R T l.;;]faﬁ";nShip-t £33 LF g

EFF. DATE

EFF. DATE

EFF. DATE

Employee Acknowledgement and Autharization - | hereby apply for the group ben
any misstatements or fallure to report information may

effactive date, Further, | authorize my employer to make the necessary payroll deduction of premi

be used as the basia for cancellation of cove:

ofit(s) as indicated, | acknowledge that all entries are true and complete and that

rage for me and my dependent(s), it any, from the original
ums for coverages | have elected,

Employae Signature

IF ENROLLING - YOU MUST SIGN HERE

EMPLOYEES DECLINING

£ | am DECLINING covera

Employes Signature |

1 understand that | and/or my dependents, if
must mest the requirements dafined In the Certificate
(including my apouss) hecause of other coverage, | m
days after the other coverage ends. In addition,
of adoption, | may be ahle to enroll myseif or

IF DECLINING- YOU MUST SIGN HERE

R e

any, waive any covarage and desire to partiol
of Coverage for the company's medieal or dental p
ay, In future be able to enroll myself or my dapend,

ifa new dapendent relationship forms as a result of marriage; birth,
my dependent, provided | request snroliment within 34 days of the event.

Date

pate In the plan at a later date, liwe may be considered a late enrolles and

» If | decline enroliment for myself or my dependents
In this plan, provided | request enroliment within 31
adoption, placement for adoption of parting suit

w6 —/A— 7

Employer Solutions Staffing Group Health Benefits Team

7301 Ohms Lane Suite 405
Edina, MN 56438

Phone: 952-767-8618 Fax; 952-767-9515
Email; Health@employersolutionsgroup.com



L

Fixed Indemnity Medical Benefits Plan 2

~

VS 219301ESG1_ [OFFCEUSEONY  LOCATION_ RehireDate__/__,
LR
ENROLLMENT FORM ESC CU(UNAC-MN) P1 v18.2
’bi'zih'f'ﬁéiﬁ'é"éﬂ&'k??ii;ﬁﬁﬁi (Must Be Filled Out) R
Name . Social Security # | Home Phone Sex
it e U2 PF) sor 57 |* NI
Address : Apt. #
202 Mo oo st & N W 55 772 i
City State , , Zip Date of Birth
St 5 Bl - Vi 1/ 307y ollotlfeqs
00 o o o oEpenoars e nencacesevers W —
Medicare Health Insurance Claim Number (HICN) ! Medicare Effective Date
R P e aanaau eSS ST PR ————
e B [ 2 ol 3
C. LIMITED BENEFITS PLAN SELECTION Payroll Deducted Weekly Rates

You MUST select a coverage level before any benefits in Section C. Your coverage level for the all benefits in Section C will be
‘identical. The Fixed Indemnity Medical Plan, Dental Plan, Term Life Plan, and Short-Term Disability plans are underwritten by BCS
Insurance Company. The Vision plan is underwritten by Companion Life Insurance Company.

SELECT COVERAGE LEVEL F"‘Ea':li'glgf\'l_“!‘“" DENTAL VISION TERMLUFE | SHORETERM
.'Emélaye_e_ Only I:l | s s2025 5 $§-17 @ 52-42 @ _ " 39.60_. a $4.20
Employee +1 [ ] $41.10 $12.34 $4.92 $0.90
Employes + Famly []|  ssege $2036 | sese  $1.80 . |
__NowALBenetts IT| [Tves CIno | [ves (o | [ves CIno | Clves CINo | Clves L

1This cove;a;c.;é'is not available to—r'é‘ar.-ici—e;;cs of NH, HI, or‘ PR.2STD is not a\-lailablg_'gg_ persons who w§rk in CA, Hl,m LNY, orRl.

NJ, NY, o RI.

R ]

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

Name : Relationship

— o — B R S ——

D. REQUIRED DEPENDENT INFORMATION

Name ' Social Security # Date of Birth l Sex : Relationship

. PN PN e T e =llalls - [ spouse ] child[]Domestic Partner
Name Social Security # : Date of Birth | Sex ' Relationship

i o "1 | IMI[E] | [Cspouse[]chid[JDomestic Partner
Name Social Security # Date of Birth | Sex I Relationship

S A . |IMI[E] Cspouse[]child[JDomestic Partner
Name | Social Security # Date of Birth | Sex | Relationship

ey - B e et i | L2 1IMIE] | COspouse T chiid [l Domestic Partner

| E.REQUIREDSIGNATURE  poorprre: [ SIGN AND DATE, EVEN IF YOU DECLINE COVERAGE

I have read the benefit packet and understand its limitations. | understand that open enrollment is only available for
_alimited time and | undemmncmgt making no benefit selection is a declination of coverage.

DATE_ Q& 141 20/ Z D> SIGNATURE %éﬁ,éz ﬂ@ﬁ& i -

This Is an Essential StaffCARE Enrollment Form.



