Employment Eligibility Verification USCIS

Department of Homeland Security B 00
U.S. Citizenship and Inmmigration Services

ANTI-DISCRIMINATION NOTICE: It is fllegal to discriminate against

document(s) an amployee may present {o establish employment authorization and identity. The refusal to hire or continue fo empiay
an individual because the documentation presentad has a future expiration date may also constitute Niegal discrimination,

Beetion 1, Employde Information and Atz ruat bormplsl and.agil Seation 1 of Ferm |9
i iy iy o aimploym@ie, ot et CINE Ny
Last Na;ne {Family Name) First Name (Given Nams) Middle Initial Other Last Names Used {fFany)
ol { Ses e yid
Addmss{slraemumbarandlvama)/ Apt. Number | Clly or Town Stato | ZIP Coda
e Arfre 4 7 Tl M TTCI0
Data of Birth (mm/ddfyyyy) / U.8, Sipoial Seaurity Number - Employee's E-mallAeress Employee's Telaphone Number
F1.(- (95 [0k -G (V-2e57

{ am aware that faderal law provides for imprisonment andfor fines for false statements or use of false dosuments in
sonnection with the scompletion of this form.

i attast nnder penaity of perjury, that | am (check one of the following boxes):
1. A citzan of the United States

] 2. A nonciizen nationsl of the United Stats {Ses instrustions) |
O] 3. Alawhil permanentresident  gAon Regletrallon Number/LISCIS Numbar) :

e
m_«t. An allen authorized o work  unti {(expiration date, i applicable, mm/ddiyyyy): 1
Some aliens may write "NIA® In the expiration date fieid, (Ses instructions) et |

j

i

Allansmwmmpmomyonedmbﬂcwmgdowmemmmbmbmmphhmm:
An Allen ReglsmnNumbemlsclSanberORan I-94AdrrdssiaannberORFomlgnPasspodNumber.

1
1. Allen Registration Number/USCIS Number;
OR

GRCode -
Do NotWhite In Tis Spaca
i

2. Form 194 Adrmission Numbar: ]
OR |
3. Forelgn Passport Number:
Country of lssuance; {
Signature of Today'a Date {mm/ddfyyyy)
rer * Translator;Cerf|fication [chec L e i L VAN AR S
1 did naf use & prepares or transiatar, -‘v’hg%mpam(s) mmms) assisted the employss In complating Sbation 1

s below must be completed and signed when p’r%ﬁernrb and/ortr'anslpt%%a a’%"'sief an employ%e ih cempleting Sestion 1 )

| attast, under penalty of perjury, that | hava 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 (mméddiyyy)
Last Name (Famlly Nams) First Name (Glven Name)
Address (Streef Number and Nams) Clty ar Tawn State  [ZIP Code

@ Evirer Compios i g @)

Form 19 0717717 N Page 1 of 3



Employment Eligibility Verification

Department of Homeland Security

U.S. Citizenship and Immigration Services

3

USCIS
Form I-9

OMB No. 1615-0047
Expires 08/31/2019

i

: b - et — !-llﬁ-lhﬁ-—-n-m.ﬁ.-..-— .. -‘” 5 il
Employes Info from Section 1 lﬁ'{:ﬂe g‘a?lly Nam&)" Flra‘_:tY 23211 Name) w Citizenship/immigration Status
ListA "OR ListB AND st
Identity and Employment Authorization — Identity s Employment Authorization
Docurment Title Beument Tial 'D m c
Issuing Authority “‘ j}%q M
ssuing Autho: ; 1 T
| i
Dacument Number SEUMe er = m
s / ] ™ [/ - 83 o :
Expiration Date (i any){mm/ddjyyyy) | Expiration Date (if any)(mm/ddfyyyy) (if any){mm/ddfyyyy)
1 O9-2| —202)

Document Title ¥

Issuing Authority { |Additional Information 0 Mok VIS e
Document Number

Expiration Date (i any)(mm/ddiyyyy)

Document Title

Issuing Authority -

Document Number

 Explration Date (i any){mm/ddiyyyy)

Certification: ) attest, under penalty of perjury, that (1) | have examined the document(s) presented by the above-named employes,

(2) the ahove-iisted document(s) appear to be genuine and to relate to the employes named, and (3) to the best of my knowladge the

employea is authorized to work in the United States,

The e:n:;lggge’_s  first g_a_‘y of employment (mnvdd/yyyy): (See instructions for exemptions)
I S il ! Autho) Representative Today's Date (mm/ddyyyy) Employer or orized Representative

Do pal3pic | Kelrui

NemeofFE First ame Em| or Autharized Representative | Employer's Business or Organization Name
‘Zﬁég afoy 2hilaheann EMPLOYER SOLUTIONS STAFFING GROUP LLC
Employer's\Business or Organization Address (Street Number and Nm) City or Town State Z|P Code
7480 FLYING CLOUD DRIVE SUITE 200 EDEN PRAIRIE MN 55344

* ‘Iét'tﬂ et b “. L

R

R 1‘-'*;&,‘*?*‘1}"! P e i

:?"v"”r:“!'xﬂ: kT : f & ¥ [ i kit o A
Lok b -Jm&_tm'.m._a e R T i b ignen | bk di ch&ﬂ%-{k/\-md

% INEW DANR (7 Bhpleat/s) ! 4 2 U eIV (i apprioahl

Last Name (Family Name) First Name (Given Name) Middle Initial Date (mm/ddyyyy)

‘ bocum;m’Nulﬁber =y ‘ Expiratlon Daﬁ {ifanyj {mand/'}yyy)‘

| 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 employes 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

Form 1-9 07/17/17 N

Page 2 of 3
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Form W4 (2017) Groter B G 0RO ReTItsl vages e o

Basig instructions. If ' exem lete col mmmwmm
Purposa, Completa Form W-3 so that your ”"":“""“ es Wor m ;uu mmgﬁ&.n have o
gan ths comreot Income workshaets on page 2 further adjust your m%mmmm ff you should
o from your pay. Consicer answ Form Wilhhoiding allowenaes basad on Ramized adjus! your withiholding on Form W-4 or Wo4P.
W-4 and when your or financial dwmmmmmmm yo .
Mmcﬁa or two-eamers/muitiple jobs % eamers “«""”"'m m ﬁmah
from withholding. if comemnwmmmsy.m ulﬁ' -.m
compl mm&zu%’"ﬁ mey i fowe o m‘fM :‘;.‘:'uyb. G W o oot e oo sl
"15.‘3(4_13.3»9-:::.'5?. o Wi ym’oumw"'ogtu" nat be a fist amount or %Mgﬂ%ﬂmmmw&“h"“mmm
barcentage hl’ﬂslllstm allowances
gl”éhmﬂuuma ?&%wm"
| 4
N%n mmammumz

Nonretident Allans, befors completing this form,

Ohaok withhol Alter Form W4 takes
M%M&MWW&%

withheld to.your
T ey i o

child
care expanaes and the child tax credit may be ciaimad Future devalopments,

any future
- 1 . using e Perscnal AOWaNoss Workimest cor ""&W
m&ﬂfmmm%wmu?‘m ad mﬁm allow::m ST m il
Personal Allowances Wo

A Enmr'1"furyommfnomaelaecmclalmyouasadepeudem. " e s 4 e e v e s s s s e e A
* Yau're gingle and have only ane job; or
B Enter®1®if; { OYou'rematried,imeonlyonajob,andyourspomdoaan‘twurk:or } . . . B :L
-Yourwagesﬁnmamndjoborynwspnusa'swages(ormwutboﬂommmurleu.
c Entatﬁ"furyourapouu.But.youmayohoosatomter"-o-'lfyouammarnsdandhaveemweraworldngspousenrmora
ﬂaanona]nb.(EMerhg'—U-’nmyhelpyouavoidhwingmmmwhhheld.) 5 06500000000 00 0
2] Enbrnwnberofdupmdenh(oﬂnerﬁanyaurapouaeoryuumfﬂyouwﬂldalmonyourtaxremm. 00 0 0.0 oo
E Emar“1"lfyouwmmaashaadofhousuholdonyowtaxreuwn(seocondMDnsundaermhomholdabws) o o
F 5

RPPF

(Noh:Donotincludsclﬂldsupportpaymants.SeePub.sos, GhﬂdandDepsndantcmmenses.fordetah)
<] chﬂdTaxM(lnoludlngad&tlunalohﬂdtaxmadm.SeePuh%CNMTmccmdh,fwmmirlfommﬂan.
-tfynurmalmmmewmbelessﬂvanmooomuo.ooolfménbd),m’z”fweacheﬂulbleclﬂld;mmlmﬁ'ﬁyw
hwammfoweuglbbchnmwhas“z”ﬁyouhmmeormmangihleohﬂdm
-lfmtotallnmewmbabmeenm.mandw.ooomoo,mnmd$119.nmtfmamw),entaf'1“fnreachdlglbhcmld. <]
H AddnnasAmmghaandamrwhmmmmudmmmmnmdmmpmmmonyuurmramm.)bH

ojf ian to ftemize or claim adjustments to Income and want to reduce withholding, ses the Deductions
Foraccurasy, [ and'Adjustments Werkeheat o paee o =0 "8

P

complateall | opyougre le and have mare than one job or are married and you and your uge both work and the combined
worksheets mvau fvm'nbzl jobs exceed $50,000 ($20,000 if married), see tha 'lmﬁamenmmpla Jobs Workshest on page 2
that apply. to having too Jittie tax withhekd.

9 if neithor of the above situations llas, stop hers and entar the number from line H on line 5 of Form W4 below.
smbhwandngmeAhmmeﬂmhpmhrmm

Employee’s Withholding Allowance Certificate OMB No. 1546-0074

> Wynmmhmamnwdaﬂmuuwmﬂnmmsb
wumthvammmnmwmamummumem 2©1 1

[ 4
AN $7/7%0 check here, You must call 1-800-772-1218 for a replacement card, P
5 Totalnumberofalléwanoesyouareclalmlr'ag(fromllnenahwaorﬂ'omﬂxeappncablewoﬂmheetanpagez) al 7
6 Addlﬁonalamount.ifany.youwuwlmheldﬂomeachmohm ol Ohge § 0 = IR T8 - 5 e b
7 |cialmexempﬁonfmmwtﬂuhnldingforaow,andIcermythatlmeetboﬁwﬂhefollowlnguondmonsformmpﬂo . |
oLastyaarlhadaﬂghtmamfundofauhdmllnmmemMmheldbmmlhadm and '

4 Wyourisat name ciffors from that shown on your social security card, / '

For Privacy Act and Paperwork Reduction Act Notice, see page 2, Cat. No, 16220Q Form We4 12017)



DRUG AND ALCOHOL

TESTING CONSENT FORM
1. | have been allowed to read and inspect a written copy of ESSG policy on drugs and
alcohol. g
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. I 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 sampie 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.

D o5C %’7/5//‘%/

Individual's Name

22— F
Date

DO NOT SIGN THIS PAGE—SIGN IDENTICAL PAGE AT END OF MANUAL



EMERGENCY CONTACT INFORMATION

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

e

Employee Name: ,S;S_YC /ﬂ@ 1'_0 M/ é )\.rcm / _
st G 70 AT (6 4 T
Home Phone: _ég- / == 3 ?,O 'Zé 4\7

Contaet #1 Home Phone:

Name: So_5¢ 8 \}l’.u"f/@l/b ( Cell Phone: &5 (— 2067~ 263

Relationship: .F‘l/ 7 ber Work Phone:

Contact #2 Home Phone:

Name: :‘S\OJQ J\ic?vc[ Vi([,,/,uﬂCell Phone: L(Z’?L& - C )00

Relationship: /g Foth ¢r 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.



Direct Depo

Employeeshaveﬂleopﬁonofreceiving
If you do not provide a written election,

8

SECTION | BASIC INFORMATION

SECTION 3

] Deposit (Please complete Sections 3 and S below)
lz/g;:nnebummme complete Sections 4 and 5 below)

:

Account Type: [] Checking [ Savings [JOther _ -~

Direct Deposit and/or
By wmbe _l.-:nl by P8

Initial

Inndmtnndandaeknowledgethatﬂldonntprwldea
vnidedcheckwlthtlﬂsdlrectdepomfnrm,lam
responsible for any delays in payroll or extra costs
incmedlftheauountnumbnrthatlpmvideisinmrrect.

orization

Payroll Debit Card,
il Debit Card,

Date

SECTION < PAYROLL

verify your

Cm:dtnpay'ymnwagas. For your protection, the financial i

Except for the routing and account number,
transactions, On your first payday, yon will receive
then sign acknowledging that yon received the

nmst provide all of the

your new Payroll Debit Card, and a packet

Tohnlpusavoidnmldnganm,plmuﬂmhacnpyofavnidednheck.(adeposltslipwmnntwnrk)
Ifyuuchangebmdomtcloseynnroldbankaocunmuntﬂynnrdhwtdeposithumudatﬂ:envwbmk,whinhmnythpaypeﬂods.

DERBIT CARD (GLOBAL CASH CARD)
Fedarallawmquiresa]lﬁnaneialinsﬁtnﬁnnsmoblnin,

request a Payroll Debit Card for yon, we
youdonntsuhmitaDirectDapoait/Paym]lDebitCard.

verify, and record information that identifies
Autlmrinﬁnn,ESSGwillprovidethenecem
msﬁtuﬁmMaakyuumpmvideﬂmmaddiﬁmalidenﬁﬁcaumm:ﬁonsoﬂmym

BSSG does not have access to

any information

ﬂ:atwﬂlenableﬂleﬁnmcialinsﬁtnﬁnntoidenﬂfyyuu.lf

regarding your Payroll Debit Card accomnt or
containing all of the terms and canditions, You will
PaymﬂDethmdmdpmhtYomPaymﬂDebﬁCmdvﬂﬂberﬂoadedmeachpaydayymmm

each person who opens an account, In order to
mﬁnmaﬁnnmdmeyou a Payroll Debit

mnomﬁmomnm (a8 you want your Payroll Debit Card to be issued) ,
B (Dl (2052 5
o e | 77

ez pen e T s A B

GETTEXTALERTS,whanyuurpaychnckisdeposﬁJadonyunrmdl
Allweneedmknuwyonrcellphnneservicepmviderandmobilennmberabovel

[[Yes, sign me up, for text alerts
My mobile service provider is:

RECEIPT OF PAYROLL DEBIT CARD

(to be completed when yon pick up your Payroll Dehit Card)

Payroll Debit Card Routing #
073972181

Payroll Debit Card Account ;

that are included ar

$S 4002 124 8 (€ bF

bmchmn,pmgxmﬁes,pmgmnmnm,condﬂinns,anddisclnmes.ByaoﬁvaﬁngmyPuyrollDebitCuﬂ,
and disclosures madeavailabletomefmmﬁmetoﬁmeﬁnmﬂmﬁmncinlimﬁmﬁon.l
ﬁ:rﬂ:efeesdescﬂbedinﬂmﬁeschedu]eﬂmispmtofﬂmpmgmmtmns,

made in error to my account(s). * E-mail is required for pay stub info
*E-mail: @
this information will be nsed to gond your paystubs electronically
Employee's Signatur cErd D““’*Z e /7/




.

a Vau Jhiz
._:\b!'f' y ’."

| p2 "
=i .;..s-ib""‘

employer solutions staffing group..

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

Job 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 Job 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 052.277.5227 or
using any other form Monal assignments. If you fail to do so, it

may affect your une ployn}ent benefi

psponsible to contact ESSG within 5
calendar days once &n assignme ds” l'\also acknowledge that | have received

Date:

f /’/é/‘/‘#él,

\. Employee (please print your hame here)

CMG_SM - Rev. 09.2013



Fixed Indemnity Medical Benefits_Plan 2

OFFICE USE ONLY

« VS| 219301-ESG-1 LOCATION

RehireDate___ /¢

ENROLLMENT FORM

A. REQUIRED EMPLOYEE INFORMATION

PRINT USING BLACK or BLUE INK (Must Be Filled Out)

ESC CU(UNAC-MN) P1v18.2

[Name : ' Social Security # Home Phone S
| Sose //.[ehcnsu;.l_ Vol 57 5577 | = vl
' Address Apt. #
r _5/70 /F/(L//’IL 4_____7 i
Ciy 4 | State Zip  Date of Birth
- 'J"/;fa.)(\ M 750a 2zl ity

_" B. DO YOU OR ANY. OF YOUR DEPENDENTS RECEIVE MEDICARE BENEFITS?

DYesD No. If Yes, please continue.

E Medicare Health Insurance Claim Number (HICN) ' Medicare Effective Date
i oo Tt e Sy S
1. ﬁ 2. i 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

identical. The Fixed Indemnity Medical Plan,
Inglirance Company. The Vision plan is unde

the all benefits in Section C will be

Dental Plan, Term Life Plan, and Short-Term Disability plans are underwritten by BCS

rwritten by Companion Life Insurance Company.
SELECT COVERAGE LEVEL F D‘Eggl';'l'gi':_"?m DENTAL VISION TERMLUFE | SHORTTERM
Employee Only [ ] s2025 {5 se7 (1| s2a2 B s0s0 | se20 {3
Employee + 1 [_] $41.10 $12.34 $4.92 $0.90
Employee + Family [_| $54.88 $20.36 $6.56 $1.80
NO to ALL Benefits L—_lYes I:I No L—:lYes L—_I E‘E_J- _D_Ysﬁ'_lz_l_lyo k _‘E;IYes L—_I No | DYes l___l No

! This coverage is not available to residents of NH, Hi, 6TPR. 2STD i_s not

available to-per;c;ns .W~h0 work in CA, HI, NJ, NY, or—l_il-

or Term Life / Accidental Death & Dismemberment,
Dismemberment is part of the Term Life Benefit.

please write in your beneficiary information. Accidental Death &

Name Relationship -
D. REQUIRED DEPENDENT INFORMATION = _ i
Name Social Security # | Date of Birth E Sex [ Relationship -

SO, [ /.2 [MI[E]  CIspouse[Ichitd[]Domestic Partner

Name Social Security # Date of Birth ' Sex Relationship
L e ‘¢ IMI[E] | []spouse[chid[]Domestic Partner

Name ' Social Security # ' Date of Birth | Sex Relationship
b 4 [MI[E] (Spouse[Ichid [ Domestc Partner

Name E Social Security # Date of Birth ' Sex Relationship

/7

. [n[e}

. N b

YOU MUST SIGN AND DATE, EVEN |

e ataine S rontos ety 4 v e tms et

E. REQUIRED, SIGNATURE

I have read the benefit packet and understand its limitations. | understand that open enroliment is ownly available for
is a declination of coverage.

a limited time and | understand thz_at m_gking_ no b_en_eﬁ_t selection

oare 02152285

[1spouse [ ] child [ ] Domestic Partner

" YOU DECLINE COVERAGE

This is an Essential StaffCARE Enrollment Form.,



.  €mployer solutions staffing group.

Leveraging Resowrces in 3 Changing Market

o KWt T8 T3 A ot B DR W et

Enhanced MEC Plan_Plan 1

¢ Benefits Enroliment Form [ New Emploves
W Einployesiinformation

Name (First and Last)

e wEnrThe Bt s

L] Rehire Rehire Date

-

@y EsNg

600)

BenefR Plan Administratass, Inc.

Soclal Security Number

\ 7 ( ~487 557
| Do Lo cn = 7
Y70 é/‘/(},égt g y' . - J‘fJPq,l\ MmNV S5/ 50
Gender Male Marital Status ngle | Date I Date of Hire
L1 Female | O Maried 5 pivorced Z’Z/'—/?}L
{Phone Number: Email Address:
LS/~ L 57
Please Select Desired Coverage:
Employee Only - D Employee+Spouse - Employee+Child(ren) - Family -
$24.00/Week $38.00/Week $36.00/Week $63.00/Week

O male Spouse [J Child
FstName I, Last Name O Female Domestic Partner
Social Security # Birth Date | Sex Relationship
O Mae CSponse [ Child
M.L Last Name

EFF. DATE

EFF. DATE

EFF. DATE

Employee Acinowledgement and Authorization - | hereby apply for the
any misstatements or fallure to report Information may be used as the basis for canceliatio

effective date, Further, | authorize my empioyer to make the necessary payroll deduction of premiums for coverages | have elected.

group benefit{s) as indicated. | acknowlsdgs that all entries are true and complete and that
n of coverage for me and my dependent(s), if any, from the original

IF ENROLLING - YOU MUST SIGN HERE

Employee Signature t & Date

must meet the requirements defined In the Certificate of

(including my spouss) because of other coverage, ! may, in future be able to enroll myself or my depend I
days after the other covarage ends, In addition, if a new dependent relationship forms as a resuit of marriags, hirth,
of adoption, | may he able to enroil myself or my dependent, provided | request enroliment within 31 days of the eve

IF DECLINING- YOU MUST 4§,LG'N

Coverage for the company's medical or dental p

nt.

-

Employee SIQnatur’e/"’

S —
EMPLOYEES DECLINING % | am DECLINING coverage
) understand that | and/or my depgnilents, if any, walve any coverage and desive to participate in the plan at a later dats, I/we may be considered a late enrollee and

. If | decline enroliment for myseif or my dependents
n this plan, provided I request enroliment within 31
adoption, placement for adoption of parting suit

wP 9 —( /

Employer Solutions Staffing Group Health Benefits Team
PO Box 46270 Minneapolls, MN 55344-8956
Phone: 852-787-8619 Fax: 952-767-9515
Email; Health@employersoluﬂonsgroup.com




