+wiw.esgstaffingsolutions.com

employer solutions staffing group..

i

New Hire Application

PO Box 46270

Minneapolis, MN 55344-9956

Tel: 952.835.1288

Personal Data~- PLEASE PRINT LEGIBLY IN INK

Last Name _Juehue First Name __1hao Middle Initial /™25
Street Address 8025 Vincent circle n Apt/Ste

City/State/Zip _ Brooklyn park 55444 Social Security Last Four XXX-XX-
Phone Number 6514975179 Emall Address juehuethao@hotmail.com @

Staffing Agency/Recruitment Partner  CMG

Ajl offers of em /Mant are conditional upon satisfacto proof of identity and legal ah

qualifications for employment. ! authorize ESSG to meke in
reganding my previous duties, responsihilities,

| understand that a comprehensive

Are you legally authorized to work In the Unitsd States of America? @]YEs (JINO

Applicant Certification and Authorization
| authorize Employer Solutions Staffing Group (ESSG)

fo use the information and statements contained in this application to determine my
quiries of my former employers, except as indicated in this application,
performance, compensation and eligibility for rehire.

background check may be conducted to determine my eligibility 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 cliants, government regulations

or by ESSG policies.

| 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 statemants made in
false or misleading information, | u
consideration for employment or,

If hired, 1 agree fo abide by the policies and progedures of ESSG.

Juehue

[eh

my epplication are true and acourate and that | have not omitted any matsrial information or provided
nderstand that any material omission or misrepresentation will result in my disqualification from
if discovered after 1 begin employment, will result in my termination.

Oct 28,2017

Name (Print of type)

A copy or facsimile ("fax") will be considered the same as an original signature. Email will ONLY he usad for employment corraspondence

Applicant's Signature

B

Date

For ESSG Office Use Only
DOH NHW 19 8850 w4
Emorgency ContactInfo | Background Release Form Background Results Unemployment Letter ESC Application
(if applicablo)
For ESSG Client Use
DOH ROP Work Site Loc. WC Code
ES88G - CMG-CO Rev. 0472017
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Basio Instructions. if aran’tmmpt. oo omwe'gs mmmd ,ndm‘s"m Form
Purpose, Complate Form W-4 so that your mernalAllmum Workshsst bel m% i addeulm ansl
employer Gan wthhola 1he Goreot federel incame waricheots an page 2 further acet your Lo e e fyo""mmuf 1 Shouid
P imiEy S, m"““""wwwwomwmw
situation ax:?rues. 2 ewhnu!ﬁpb]obam mm or multiple u!ae;“l!9 b
Ex::;rﬂ from withhol co lote all \wrlwtwetsthat Howava'. nmmmaﬂmamaes
ete only fines 1, 2, g.llf' mgw 7and the oish ly you ot

fom it Your
Wampm%mmm

an bis of her tax retim, exempt of housshold hing Gtaie O youl S rebim only -
“wnhholdlngn N%Memdam% you aro mm%m%ﬂ mmmmmwomtm
example, ln\asastanddivldends) dﬁm or ather quaitying ndiiciuals. Nanresidant Allens, hefore compiating this fon,
Anamp may he able o claim 801, hlandaru and Check your withhalding, After your Form W-4 takes
withholding even ff the employes is Flling Information, for MusePub.Sﬂﬁmaaahowmemuuntgum
adapendent, ifthe employes: Tax oredits, You ozn take mpﬂeﬂm«aﬂmm “““gg? Riheld oo grq}em
» 1o age G5 oridr, D e gy s 450 1 S0 Do
» |s blind, or usl mmmdthedﬂdmc&adﬂmaybgw dsve! m Fomrt
» Wil clalm 1o income; tax or
IW |m\h!swhust;ax m mmsfwmnp.}lloncnwwsrmgmoﬂw mmmas'wafdm wmbeposted
Personal Allowances Worksheet (Keep for your recards.}
Enter *1” for yourself if noone else can claimyouasadependent. . . . . . . . . . © 0o b o Db oo i3

Enter 1" if: { » You're married, have only one job, and your spouse doesn't work; or

* Your wages from a second job or your spouse’s wages (or the totsl of both) are $1,600 or less.
Enter *1” for your spouse, But, you may choose to enter *-0-" if you are married and have either a working spouse or more
than one job. (Entering “-0-" may help you avoid having too littletaxwithheld) . . . . . . . . . . « . + .
Enter number of depandents (other than your spouse or yourself) you will claimon yourtaxretum. . . . . o &
Enter *1” i you will file as head of household on your tax retumn (see conditions under Head of household abova) 0 o
Enter *1" Iif you have at least $2,000 of child or dependent care expenses for whichyouplentoclaimacredit . . .
{Note: Do not include child support payments, S8ca Pub. £03, Child and Dependent Care Expenses, for details.)
Child Tax Credit (including additional child tax credit), Ses Pub. 872, Child Tax Credit, for more information,
o [f your total incoms will be less than $70,000 ($100,000 if married), enter “2” for each eligible child; then less “1® if you
hava two to four eligible children or less “2” if you have five or more eligible children.
« |f your total Income will be between $70,000 and $84,000 (3$100,000 and $119,000 ¥ married), enter *1* for each eligiblechild. @ ©
H  Addlines Athrough G and enter total here. (Note: This may be different from the number of exemptions you clalm on your tex retum) > H. ,

» lfyouplantoﬂamizeorolalmad]ushnenbbhwome and want to reduce your withholding, see the Deductions
Foracouracy, | and Adjustmsnts Worksheet on page 2.

complete all . lfyouarasmgle and have more than one Job or are married and you and your spouse both work and the combined

worksheets from all jobs exceed $50,000 if married), see the Two-Earmers/Multiple Jobs Worksheet on page 2
toavan?a vlnggoltwetaxwlﬂlhel &=, =, fip B

+ If nelther of the abhove situations applias, stop here and enter the number from line H on line 8 of Form W-4 below.

 You're single and have only one job; or }
o o o ;13

EFFF -

H TMmMmg O w >

l

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

Y w.4 Employee’s Withholding Allowance Certificate OMB No, 1646-0074
P Whether you are antitied to glaim a cartaln numbaer of allowanses or exemption from withhaiding Is
B ey subjectto review by the IRS, Your smployer may be requirad to send & copy of iiis form to the IRS. 201 4
1 ‘aur first name and middle inftisl Last name i 2 Your sogial security number
Thao 08/08/1985 018889908
Home addresa (number and afrast of rural route) 3 [©) Single (3 Maried () Manied, but withhold at higher Single rate,
8025 Vincentcirclen

Nots: |f marred, but lagefly separated, or spouse is a nonresident afien, check the "Sinple® box,
4 Hyour last nams differs from thatshown an your saclal security cand,

ity or town, state, and ZIP Gode

Brooklyn park 55444 sheck horo. You must call 1-800-772-1213 for s replauamautwd. >
& Total number of allowances you are claiming (from line H above or from the applicable worksheat on page 2} 1 §) °
8 Additional amount, if any, you want withheld fromeachpaycheck . . . . . . . . . o ] 83 :

7  |olaim exemption from withholding for 2017, and | certify that | meet both of the following oondiﬂonsforexempﬂon.
» Last year | had a right to a refund of all foderal income tax withheld because | had no tax liability, and
= This year | expect a refund of all federal Income tax withheld because | expect to have no tax liabliity.

If you meet both conditions, write "Exempt” here. . . c g o oo LR
Under penaities of perjury, | declare that | have examined this cerlificate and. to the beal ofmy knowledge and beligf, it 1s trus, comect, and complete.
e il
{This form is not valld unless you sign it) »_ ush pate» Oct 28,2017

8  Employer’s name and address Employsr: Compieta lines 8 and 10 only if sending tothe IRS) | 8 Office code-{opticsal}| 10 Employer identification number (EIN)

For Privacy Act and Paperwork Reduction Aot Notice, see page 2. Cat. No, 102200 Form W~4 (2017



Employnient Eligibility Verification - USCIS

Department of Homeland Secqrity W
U.S. Citizenship and Immigration Services - - .. . Tixpires 08/31/2019

P> START HERE: Read imﬁumlona carefully before complsting this form. The Instructions must be avallable, either In paper or electronically, .
during complation of thia form. Employsra ars labia for arrocs In the completion of thiaform, . ... .. " .. e

ANTI-DIBCRIMINATION NOTICE: It s llega to discriminate against work-authorized individuals. Employers CANNOT specify which
document(s) an empioyee may pragent to establish employment authorization ard identity. The refusat to hire or continue to employ_’

an Individuaf because the documentation présented has a futurs

Section 1. Employee infarmation and Attsstation (Enpijess must camplere and si
thart the first day of emp, oyment, but not befors accepting & job offer.) S s Skt T T s
Last Name (Family Nams) B First Name (Given Namo) Middleinltlal | Other Last Names Used (itany)
jUEhue . oo 7 Thao - phss . N/A .' NIA e .....,..' .l.. f
Address (Street Number and Name) Apt.Number. (CityorTown . . ... = Stale  _|zIP Code.
8025 Vincent circle north N/A Brooklyn park _ MN 55444
Date of Birth (mm/ddlyyyy)  |U.S. Sociel Security Number | Employee's E-mall Address , Employee's Talephorie Number
09/08/1995 -11] juehuethao@hotmail.c(jm 651-497-5179.

| am aware that faderal law provides for imprisonment and/or fines for false statamapts or use of false documents In
connection with the completion of this form. Fini s g 2

1 attest, under penaity of parjury, that 1 am (check one of the following boxes):

1. A citizen of the United States Dt )
(O 2. A noncitizen national of the United States (Sae inatructions)
(Ol 3. Alawlui permanent resident  (Alien Registration Number/USCIS Number): N/A

(3] 4. An allen authorized to work  until (expiration date, i applicable, mm/ddiyyyy):  ya
Somie allens may write "N/A” in the expiration date field. (See Instructions)

Allana autharized o work must pravide only one of the following document numbers to complete Farm 1-6: [ oo ORCas- Bk oaca
An Alian Registration Numbsi/USCIS Number OR Form 1-94 Admission Number OR Foraign Passport Number,

1. Allen Registration Number/USCIS Number: N/A
OR

2, Form 194 Admlaslongijmwrz e NASe
o - :

3. Forelgn Passport Number: ..
Oounuyafl_ssuanoe:___- - N/A

v

Slnatre of melovee il e | [odarsDeia (mmtidhy) Nov7,2017

Al g IJI_. ..
dd Lyloqhis,
N 13 Sl e “_‘l.ﬁ’.‘ \

ti;t ( hgkve qnzlahdLIn the cpl;lp etion of'- gndthét to the _l;ept ofmy
lmdwhdga:ﬂnlnfbnhaﬂonliﬁup#ndcom e ' e
Signature of Preparer or Translajar . Today's Date (mmiticyyyy)
Last Name (Family Name) . First Name (Given Namo)
1 ;
Address (Strest Number and Name) City or Town State JzIP cﬁde
0 8025 Vincent Circle North

-

¢ Campleies Next Page ] @)

Form19 07/17/17 N Page 1 of 3




10/30/2017 WIQMOKBBQMyBI48WIkWe (918%1632)

51@%8;-99@3

THIS Nuuﬂ;‘ﬁ HAS BEEM ESTABLISHED FOR

:@F _Hur: m_g_;u

T n
: .‘;_43-.;‘-';:.:.___

. MINNESOTA

DRIVER'S LICENS U

JUE HUE THAO {i
8025 VINCENT CIRN !
BROOKLYN PARIC, MN §5444.
Date of Birth 09‘08'-1”5
Sox Eyos | —Class’ N[ 3
Helght  Weight =

63 190 7

b issuep 04-2017 77/ r;xr;@ss\es-os -2021

= o 5
| J130101411904 C 7

https:Ilwww.ﬂleplcker.lolapllﬂlelleMOKBBQMyBl49WIch?slgnatura=78d9865ﬂ33426903d3ddb8331620d670045145f3bab80ﬂ3¢$843099fm9d72d&p... 1"



Employment Eligibility Verification USCIS

- Dopartment of Hemeland Security oumNa 13206
U.S. Citizenship and Immigration Services Fxpires 08/31/2019

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 physicaily examine one document from List A OR a combination of one docurnent from List B and one document from List C as listed on the "Lists
of Acceptable Documents.”) \
e (Family Nami Name (Given Name M4l /| Citiz8nship/immigration Status |
Employes Info from Section 1 %’W ?) Firgt Nama ) ﬂ% gl Ii”' grati
1
ListA R ListB AN . ListC
Identity and Employment Authorization . Employment Authorization
Domeﬂtme Tolo: enfl Tite /
Issuing Authority
Document Number l pent Number  ~ ~ A 7
b ¢ i [ (3
Expiration Date (if any)(mm/dd/fyyy) Explraﬂnn,Ds% any) dyyy) KTW Date (if any)(mm/ddiyyyy)
Document Title &
QR Cods -Sections 2 &4 3
Issuing Authority Additional Information Do Not Wits In This Space
Document Number
Expiration Date (if any)(mmv/dd/yyyy)
Document Title
Issuing Authority
Document Number
Expiration Date {if any)(mm/ddlyyyy)

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

{2) ove-llsud doocumant(s) appear to be genulne and to relate to the employee named, and (3) to the best of my knowledge the
gIipToy s authorized to work in the United States.

of employmant {mm/ddlyyyy):/ // 07/ 20/7 /(Se:ln%lons for exemptions)

/TN G n T

T
plgyer or Authorized Representative Empioyer or Authorized Representative | Employer's Business or Organization Name

Employers Business or Organization Address (Street Number and Name) | City or Town State | 2IP Code

Section 3. Reverification and Rehires (To be completed and signed by employer or authorized representative, )
A. New Name (if applicable) B. Date of Rehire (if applicable)
Last Name (Family Name) First Name (Given Nama) Middie Initial Date (mm/ddfyyyy)

C. if the employee's previous grant of employment authorization has expired, provide the information for the document or receipt that establishes
continuing employment authorization in the space provided below,

Document Title Document Number Explration Date (if any) (mm/dd/yyy)

I attest, under penalty of parjury, 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 he genuine and to relats to the individual.

Signature of Employer or Authorized Representative Today's Date (mm/dd/yyyy) Name of Employer or Authorized Representative

Form1-9 07/17/17 N Page 2 of 3



EMPLOYER SOLUTIONS STAFFING GROUP
BACKGROUND CHECK AUTHORIZATION

juehue
{First) (Middle) {Last)

Employee Name:

Former Name(s) and Dates Used:

Current Address Since: 8025 Vincent circle n Brooklyn park 55444
(Mo/Yr) (Street) {City) (State/Zip)
Previous Address From: 1081 fremoni ave St Paul 55106
{Mo/Yr) (Street) {City) {State/Zip)
Previous Address From:
{Mo/¥r) (Street) (City) (State/Zip)
Social Security Number; 018889908 DOB S T e L F
Phone Number: 6514975173

Driver’s License Number/State: J123101411904

The information contained in this application Is correct to the best of my knowledge.

I hereby authorize Employer Solutions Staffing Group, LLC and its designated agents and representatives to conduct a
comprehensive review of my background causing a consumer report and/or an Investigative consumer repori to be
generated for employment purposes. 1 understand that the scope of the consumer report/ investigative consumer
report may include, but is not limited to the following areas: verification of sacial security number; credit reports,
current and previous residences; employment history, education background, character references; drug testing, civil
and criminal history records from any criminal justice agency in any or all federal, state, county jurisdictions; driving
records, birth records, and any other public records.

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

Signature: ___ waiedte- Date: OCt28, 2017
MN, and OK Residents:

Please check the box below if you wish to receive a copy of a consumer report that is requested.
I wish to recelve a copy of any Background Check Report on me thot is requested.




EMERGENCY CONTACT INFORMATION

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

Employee Name: Juehue

Address: 8025 Vincentcirclen Brooklyn park 55444

Home Phone: 6514975179

Contact #1 Home Phone:

Name:

Relationship: brother

Cell Phone: juehuethao@hotmail.com

Work Phone:

Coutact #2

Name: Vangchang

Relaﬁonship: brother

Home Phone:

Cell Phone: 6514600142

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.




STATEMENT OF C DE

This agreement made this day of , 201__, between
Employer Solutions Staffing Group LLC, hereinafter referred to as “employer”,
and hereafter referred to as “employee”.
WITNESSETH:

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

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.

A

Employee Signature

Employer Solutions Staffing Group LLC, Representative



employer solutions staffing gmupx
INJURY MANAGEMENT PROGRAM

injured Worker’s Responsibilities

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

RESPONSIBILITIES OF THE INJURED WORKER:

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

primary health care providers. Discuss with your employer any change in health
care provider.

Attend all scheduled appointments. While on physical limitations, visits should
be a minimum of once every two weeks. Failure to have current medical support
for disability may result in termination of benefits. Schedule your next

appointment immediately after your doctor visit, before you leave the clinic if
possible.

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

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

Follow all physical restrictions at home and at work.

Report to work and perform physically sultable tasks as assigned. These may or

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



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

No 0 loyer immediately of any new injuries or conditions that impa

your physical condition.

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

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

Signed: _W

Printed Name: _ juehue
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Important/importante
LOST OR STOLEN PAYCHECKS

If a paycheck is lost (missing, misplaced, destroyed, lost in the mall, efc.), 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 notificar a su reclutador de personal que el cheque no
se puede encontrar. 8i 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.

8i su cheque de pago fue robado, primero debe denunciar el robo a la policfa
antes de que podamos volver a emitir el cheque. Una vez hecho esto, usted
debe proporcionar una copla 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): Juehue

Signature/Firma; &




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

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

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

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

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

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

ESBG is committed to vigorously enforcing its OSHA Compliance Policy.

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

* Responsibility to work in compliance with OSHA laws and regulations

» Responsibilify to use personal protective equipment and clothing as directed
by the host employer

» Responsibility to report workplace hazards and dangers

» Responsibility to work in a manner as required by the employer and uge the
prescribed safety equipment.

You have the following basic rights:

e Right to refuse unsafe work

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

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



employer solutions staffing group..

Right to request-information-about safety and healti hazards inthe
workplace, appropriate precautions to take, and procedures to follow if
involved in an accident or exposed to hazardous substances

» Right to gain access to relevant personal exposure and medical records.

You can have your name withheld from the host employer and any other entity, by
request, if you sign and file a written complaint. You can request to be advised of
OSHA actions regarding a complaint, and request an informal review of any
decision not to inspect the site or issue a citation. And, you can file a complaint if
you are punished or discriminated against for acting as a “whistleblower” under the
OSH Actor 18 other federal statutes for which OSHA has jurisdiction, or for
refusing to work when faced with imminent danger of death or serious injury and
there is insufficient time for OSHA to inspect. Retaliation or reprisal taken against
anyone who has expressed concern about workplace safety is illegal.

If you believe that your right to a safe workplace has been violated, you can make a
report to a manager of the host worksite employer and/or ESSG (by telephoning

2 3.496.7578) and asking for the ESSG Safety Director. You can
also contact OSHA d:rectly with any concern. ESSG recognizes the serious nature
of ensuring workplace safety will endeavor to protect any employee who may have
been subjected to unsafe or hazardous worksite conditions.




-

e

employer solutions staffing group..

Acknowledgement of Receipt of Workplace Safety Policy

I certify that I have received a copy of Employer Solutions Staffing Group’s ESSG
WORKPLACE SAFETY POLICY. I understand that it is my responsibility to read
this policy and ask my supervisor, a member of management or to telephone
Employer Selutions Group (ESSG) at 952.835.1288/1.866.496.7578 with any
questions I may have about this policy. I agree to comply with ESSG’s policy on
ESSG WORKPLACE SAFETY POLICY and I understand failure to comply is
grounds for disciplinary action, up to and including termination.

I also agree that if at any time during my employment I am believe that I am
working in an unsafe or dangerous work environment, I will immediately contact
my supervisor, manager, director or ESSG’s Safety Director at
952.835.1288/1.866.496.7578 in order to obtain assistance in the resolution of such
matters.

Employee Name (Please Print)

juehue

Employee’s Signature:

0 Date: Oct28,2017




',,o,,; 8850 Pre-Screening Notice and Certification Request for

(Rev. March 2016) the Work Opportunity Credit OMB No. 1646-1600

ﬁu"mamumasgm“ ¥ » information about Form 8850 and its separate instructions Is at www.irs.goviform88s0.

Jah applicant: Fill in the lines below and check any boxes that apply. Complete only this side.
Yourname Jjuehue Social security number > 018889908

Street address where you live 8025 Vincent circle n

City or town, state, and ZIP code Brooklyn park 55444

County Telephone number 6514975179

If you are under age 40, enter your date of birth (month, day, year) == 7w N

: | Iﬂ] Check here if you recelved a conditional certification from the state workforce agency (SWA) or a participating local agency
for the work opportunity credit.

2 Check here If any of the following statements apply to you.
* | am a member of a family that has recelvad 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 famlly that received Supplemental Nutrition Asslstance Program {BNAP) benefits {food
stamps) for at least a 8-month period during the past 15 months.

* 1 was referrad here by a rehabliitation agency approved by the state, an employment network under the Ticket to Work
program, or the Department of Veterans Affaire.

* | 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 8 months; or
b, Receivad SNAP bensfits (foad stamps) for at least 3 of the past 5 months, butis no longer eligible to receive them.

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

* I received supplemental security income (S8 benefits for any month ending during the past 80 days.

* | am a veteran and | was unemployed for a perlod or periods totaling at least 4 weeks but less than 8 months during the
past year.

3 m] Check here if you are a veteran and you were unemplayed for a period or periods totaling at least 8 months during the past
year.

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

5 m] Check hsre if you are a veteran entitled to compensation for a service-conneoted disability and you wers unemployed for a
period or periads totaling at least 6 months during the past year.

8 @ Check here if you are a member of a family that:
» Raceived TANF payments for at least the past 18 months; or
* Received TANF payments for any 18 months beginning after August 5, 1987, and the earflest 18-month perind heginning
after August 5, 1887, ended during the past 2 years; or

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

7 [D] Check here if you are in a period of unemployment that Is at least 27 consscutive weeks and for all or part of that period
you recelved unemployment compensation.

Signature~All Applicants Must Sign

Under penalties of perjury, | declare that | gave the abave Information to the employer on or before the day | was offared a job, and it is, to the begt of my lnowledge, trus,
corract, and complete,

Job applicant’s signature W Date OCt 28,2017

For Privacy Act and Paparwork Reduction Act Notice, see page 2. Cat. No. 228511 Form 8850 (Rev. 3-2018)



L

. Form A (rev. 0372017) TAX CREDIT QUESTIONNAIRE  [[QIE B 1!
" EMPLOYER SECTION: S R TS

Client: Company:
Location: Position: . Starting Wage: $
EMPLOYEE SECTION: 5o
First Name: Last Name: Suffixs Street Address: . City/States Zip:
uehue 8025 Vincent circle n Brooklyn park 55444
S8#; Date of Birth: Age: Have you worked for | If yes, location:
89 o - - this company before?
0188 9.08 ot STPA 22 YolZl No 10/28/17
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) (5] @
at any time since Angust 5, 19972 (if yes, please provide information below,)
Name of the person recelving benefits: ___ Relationshiptoyous
Chy: County: State:
2. THave you or has anyone living with yon received Food Stamps (SNAP) at any time during the past 15 months? @ @&
(if yes, please providoe Information below.)
Name of the person receiving benefits: ____ Relationshiptoyou:
City: County: State: ____
3. Have you received Supplemental Security Income (SSI) at any time within the past 3 months? a @

Please nots, this is not the sams as Social Security benefits (SS) or Social Security Disability (SSDI) benefits.
*Jf you checked yes please provide a copy of your SSI documantation.

4. Have you received any type of vocational rehabilitation services within the past two years? (] @
If yes, please indicate which type of worked with and provide their location information below:
E Vooational Rehabilitation Agenocy Dept. of Veterans Affhirs Employment Netwark (Ticket to Werk Program)
Namsof Agency: _____ Phoned: _

City: ____. County: State:

*If you checked yes please provide a copy of your active Individial Work Plan and Ticket to Work documentation.
§. Areyou a Veteran of the U.S. Military? *jfyes, please provide a copy of your DD-214 and latter of separation,

(If yos, please provids information below. 1fno, please continue to question #6.)

Dates of Service - From: To:
Branch of Service:
Are you entitled ¢o or are you receiving compensation for a service-connected disability?

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

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

O
O]

| 0O QR
@ ®» PR

7. Have yon been convicted of a felony or released from prison for a felony conviction in the past 12 months?
Convistion Date: Release Dats:

Wasthisala Federal or Stataconvloﬁon? IfState - County: _____ State:

. ; Addfgyon al Tax Credits o
IEC (Native American): Are you or your spouse a member of a Native American Tribe? a @
Jfyou checked ygs please provide a copy of your CDIB card,
CA Residents; [[] Are you the child of fuster parents? [T]] Do you receive CalWorks? 5 Workforee Investment Aat?
Are you a migrant or seasonal furm worker? [] Have you ever bean convicted of a misdemesnor?
8C Residents: [D Do you receive Family Independence Benefits?

PLEASE READ, SIGN, AND DATE:

Under penglties of pajury, [ declare the information above to be true and accurate 10 the best of my knowledge, and 1 hereby authorize any agency, organization. or
individuals to supply such verificaiion or tifermation that may be needed to determine tax credit sligibility to my employer, enployer representative (Assaclated
Consultants, Inc. dba Retrota), ar tie Department of Labor.

New Employee Signaturs: _N_MM_ Date: OCt 28, 2017




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

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

Instructions: This Self-Attestation Form (SAF) is to be completed, signed, and dated by the new hire only.
Employers or consultants submit this SAF to the State Worlforce Agency with IRS Farm 8850 or if filed

separately, with ETA Form 9061 (or ETA Form 9062) for each certification request filed for the new target
group.

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

New Hire’s Signature: W Date Oct28,2017

New Hire Name; ___Juehue

Social Security Number; 018889908

Employer Name:

Please check the statements below if they apply to you.

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

D 1 declare that | have been in a period of unemployment since
J130101411904 .

{Enter start date)

Privacy Act Nofice:

The Intemel Revenue Coda of 1886, Section 51, as amended and fis enaciing legislation, P.L. 104-188, specify that the Stats Workforca Agencles am the
*designated” agencles responsible for administering the WOTC vartification procedures of this program. The information you have provided completing this
form will be disclosed by your employer to the State Workforce Agency. Provision of this infomation Is voluntary; however the informafion s required to
determine your employer's efigibilily for the federe] tax credit.

Publlc Burden Statement;

Persons are not required {o respond to this collection of information unlese it displays a currenty valid OM B control number. Respondents’ chilgaion to
complets this form s required to obtain or retain benefits (P.L. 111-6). Publlc reporing burden Is esimated to avarage 10 minutes per response, including the
time for reviewing Instructions, searching existing data sources, gathering and maintaining the data needed, and completing and reviewing the collection of
Information. Send commenta regarding this burden estimaieto the U.S, Department of Labor, Division of Naional Programs Tools Technical Assistance,
Room C-4610, Washington, D.C. 20210 (Paperwork Reduction Projeot 1205-0371). Please do notsubmit complated forms io this address,

117-

ETA Form 9175 (Rev. November 2016)



EZ Screen Solutions, LLC

E“I“ HGMIMEVT GROUP

Background Screening Consent Form

Personal Information

, Last);  JUehue
Maiden Name/Other Names Used: 018889908 Date name last nsed: Qct 28,2017
Maiden Name/Other Names Used: Thao Date name last used: D17
Social Security Number: 8025 Vincent circlen | Date of Birth: 09/08/1995 Sex{ TJ Male [TJi Female

Driver’s License Number: J130101411904 State DL, Issued:
Email: juehuethao@hotmail.com Phone: ssqqq Sty ek

Address History for the last 7 years (attach additional pages if necessary)

1081 fremontave ST PAul MN 55106 2012-2016

Strest City State Zip Code Years Resided From— To
14975179

Strest Cily State Zip Cods Years Resided From — To

Authorization to Release Information and Records

1, (state your name)_juehuethao@hotmail.com , hereby authorize (company applying to) __ 22
Wmmmmmmamwmdmmmmmmmm
mmdshdeﬂmhﬁmdmyeﬁ@bﬂkyﬁremphymmlanﬁnﬂzeﬂpmwbmyhnhﬁmaﬂmﬂwmmﬂﬂs
inveaﬂgaﬁontodisclnseittoEZSmSahdlmLLCmd/orﬁ:eiragenLIreleascandagmemhnldhamlessaﬂpemmmuvidhgmch
information and EZ Screen Solutions, LLC, its officers, directors, employees and agents from linbility on account of such disclosure, T
hmbyﬁr&nm&miuﬂﬂaphobmpyafﬁisauﬁnﬂnﬂmmyhecmﬁdmduwﬁdm&eoﬂgiml
MMMMW,MmMWM,WdWWWMMMWm
aeditinsﬁmﬂms,indudhgmcmﬂsafbmx;mcmﬂsofcommerdalmmmﬂutdhagmdes; other financial statements; records of
WWMMMM,MW.WMMWMWNWMRMM
recollecﬁnnsofattomey—at—laworofoﬂmconnsel,wheﬂurmpmsenﬂngmemanyoﬂmrpmm(ineiﬂmradvﬂmcﬂmimlmeinwhich
Ihave been invalved); records from the U.S, Veterans' i ; criminal

toreleasetoEZSmeenSolnﬁuns,ILCﬂleﬁ:llowinginﬂmnaﬁnnmd/ormpiesofdocnm:msﬁnmmymiﬂmyservicemcoxd:DD-ZM,
service recard, and any disciplinary records,
Iwmmmmbemnmmmmmmm.w,IMMM
mrﬁntdmedmcmﬂs(ehhamnymmwﬂﬁng)mmeummzedmmmﬁvuofﬁempmy.Inaddiﬂnn,Irdeaseanddischarge
ﬁemmpmymdhagmnudmodaﬂb&eﬁﬂuﬂmpmﬁmdhhwﬁummmmmmcosisexpenseaor
myoﬁachngemwmphhtﬂedwiﬁmyagmqaﬁahgﬁnmmﬁevhgmdmpmﬂngtbismm I understand that according to
theFedemlFairCteditReporﬂngAct,Iammﬁﬂedmkmwwheﬂmunplnymmtmsdmiedbasednpmﬂmhﬁ:maﬁmobminedmd
mrecdve,npmwﬁﬂenmqnmadiadnmof&ebackgmmdmpmwﬁuhcmmhsﬂmlweeh. Ialso understand that I may request
acopyofﬂmmportﬁ‘omEZSmunSolnﬁuns,ILCatSMS.HnﬂySt.#lSl Greenwood Village, CO 80111 or at telephone number
(mmmﬁm.mmdhgﬁsdomm,lﬁnymdmdmmmmmbmm

ixeyuuapplyingﬁnemploymmtin&llﬁmﬂa,hﬁnnuotammdahm? Yes_E/] No_[7]
Plcasechecktheboxifyonwould]ﬂ:etorequestaoopyofyourCmmmchepmt
Ihmbycerﬁfyﬂmtaninﬁmmﬁonpmvidudinﬂﬁsmthnﬂzaﬁmisnue, carrect and complete,

PO —— Y 12 Dere:_10/28/17
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Enhanced MEC Plan_Plan 1

Bansfits Enrollment Form [ Ngy Empioyee [} Rekiire  Rehire Date 99434

a -

Benefit Plan Armjristrator, Inc, .

Soclal Security Number

Juehue
Address City State Zip Code

018889908 J130101411904 Brooklyn park
Gender Il Male | Warital Status ] Single | Date of Birth Date of Hire

Female | IC1 Married E bivorced Thao
|Phone Number; Emali Addreas:
8025 Vincent circle n 09/08/1995
Please Select Desired Coverage: :
Employee Only - Employee+Spouse - Employee+Child(ren) - Family -
$24.00/Week $38.00/Week $36.00/Week $63.00/Week

spendent

ioaifremontave STPAul  MN 55106 20122016 msmmy# Mok . I Chﬂd
"ﬂm ML LestName 6514975179 [ttt B FN:‘:IE P Euu [
Bepandent’

Soclal Security # Birth Date | 8ex Relationship
] Child
[FetName X8 Last Name FM:lmeals Espémnmﬁc Partner
[Bependent
Social Security # BirthDate | Sex Re]mmp

PrTNa e

22 EFF.DATE  10/28/17
EFF. DATE
EFF. DATE

Employea Acimowladgemeant and Authorization - 1 hereby apply for the group benefit{s) as Indicated. | acknowledge that all entries are trus and complete and that
any misstatements or fallura to report Information may be used as the basls for cancallation of coverage for me and my dependent{s), if any, from ths original
effective date. Further, | authorize my employer to make the necessary payroll deduction of premiums for coverages | have elected.

WIF ENROLLING - YOU MUST SIGN HERE

Employee Signature  jushu , Date Oct 28,2017

swrLovesspecunns 71 | am DECLINING coverage

|1 understand that | and/or my dependents, If any, walve any coverage and desire fo participate In the plan at a later date. Uwe may he conslidered a late enrolies and

must meet the requirements defined In the Cartificate of Covarage for the company's medical or dental It | deciine enroliment for myseif or my depsndents
(Including my spouse) becausa of other coverage, | may, In future be able to enrall myself or my daponmn this plan, provided I request anroliment within 31
days after the other coverage ends. in addition, if a new depandent ralationship forms as a result of marriags, birth, adoption, placement for adoption of parting sult
of adoption, | may be able to enroll myself or my depandent, provided | request enroliment within 31 days of the event.

IF DECLINING- YOU MUST SIGN HERE

Employes Signature  jueh pate OCt 28,2017

Employer Solutions Staffing Group Health Benefits Team
7301 Ohms Lane Suits 405
Edina, MN 55439
Phone: 8562-767-9519 Fax: 852-767-8515
Emalil: Health@employersolutionsgroup.com




Fixed Indemnity Medical Benefits_Plan 2

VSl 219301-ESG-1 OFFICE USE ONLY LOCATION RehireDate___/___/_______
ENROLLMENT FORM ESC CUUNAC-MN) P1 v18.2

Al REQUIRED EMPLOYEE INFORMATION PRINT USING BLACK or BLUE INK (Must Be Filled Out)

Name ' Social Security # : Home Phone S
! | brother i _

-AP“»#;m_

City State Zip Date of Birth
brother /

C. LIMITED BENEFITS PLAN SELECTION o T Pavroll Dedicted Waeekly 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

: I:r_\stI.lrar_u_:_e_ Company _Thg{Visipn_ plan is underwritten by Companion Life Insurance Company.
” EmployeeOnly ” $2025 [®) $6.17 1) $2.42 O $0.60 .- $4.20 (5]
Employee + 1 []| $41.10 $12.34 $4.92 $0.90
Employee + Family $54.88 $20.36 $6.56 $1.80
. Nowo Al Benstts I [lvee Lo _| CTves o | Clves Lo | Clves Lo | Dlves Cne

1'Th‘is.::o.;;erage is not availab]é to residents éf NH, Hi, or PR, 25TDhis not avallable to persons who wotic in CA, Hi, NJ, NY, or RI.

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

Name Relationship

D. REQUIRED DEPENDENT INFORMATION

Name Social Security # Date of Birth [ | Relationship
U ... SO DL A A ._..D_S:Rev?sij'.d__Q..'?!?me_.sﬁsEar.tﬂ.ej.
Name Social Security # Date of Birth  figk [ ] Relationship
PR AR NS --._@__,'_;115_99939_@9_*?!!9Q.Ear!%itis."ar_msz..
Name Social Security # Date of Birth Relationshi

o E
IR s iy | e o ImllE]l QéggasegSl.hi!éEomest_ie"ar.tner_
fek ]

Name Socal Séct.;gt); # Date of Birth Relationshi
e S it DL et 1| 131} CHSP'wsebCh"dEﬂDomes“cl’aftner,

E. REQUIRED SIGNATURE YOU MUST SIGN AND DATE, EVEN IF YOU DECLINE COVERAGE ATy

| have read tﬁ@-bén.e"ﬁthéc'kéi an&understand ifs-""tllit_ta'fions-; i undetﬁfaﬂd. that open enrollment is 'only.'a\'aﬂabl'e for
a limited time and [ understan G- .

that making no benefit selection is a declination of coverage.

This Is an Essential StaffCARE Enrollment Form.



0.0 employer solutionsistaffing group:

‘‘‘‘‘

\3 " Leveragug Resources ina Changing Market
Direct Deposit/Payroll Debit Card Authorization
Employees have the option of recciving wages by Direct Deposit and/or Payroll Debit Card.
I g St sid by Ps .

ou do not provide a written election, wages will be paid b
SECTION | BASIC INFORMATION

 Note: DitutDapnsitamwztsmaytaketo?daystobucﬁwmd.
() Payroll Debit Card (Please complete Sections 4 and S below)

éECTION 5 DIRECT DEPOSIT
[ Update Bank Account

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

«qJuchue [ 0ct28,2017

BankName: 514975179
Routing# juehuethao@hotmail.com

»  Tohelp us avoid making an error, please attach a copy of a woided check. (a deposit slip will not work)
. Ifyouchmgebanks,domtdouymoﬁbmkamnﬁmﬁlynmdheotdqmﬁhnmmaﬁemwbmk,wﬁd:mymkﬂpayperiods.

Exneptﬁ:rﬂmmnﬁngandawountnnmbar,ESSGdoesnnthmmessmanyinﬁ:rmaﬂnnregmdingyuanaymllDebitCardwcomtur
transaoﬁnns.Onyourﬁrstpayday,youwillmceiwyumnswPaymﬂDebitCmd,mdapmketmnﬁnhgdlofﬂmhmsmdmdiﬂmmem
ﬂlendgnacknnwhdgingﬂmtyourecaivedﬂ:ePaymllDebitCmﬂmdpackatYoanaymllDebitCardwillberelnadedoneachpaydsyyoureoeive
wages,

CARDHOLDER INFORMATION (a8 you want your Payroll Debit Card to bo issued)

Pirst Name Thao ML S Last Name J130101411904 Date of Birth 10 /28 /17
Street Address (P0 B0X NOT ACCRPTABLE) Social Security#
CtY brother tte Zip Vangchang Cell Fhone mobtie) 1 ther

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

———-—_————______—_—_-—“*_——
IhzvamceivedmyPaymﬂDeb&Cnd,walmmebmnhme,mgmnﬁes,pmgmmterms, conditions, and disolosures. By activating my Payroll Debit Card, T
am agreeing to the program terms, cmdiﬁmmddhdomwmhdudedmmdeavaﬂabbmmeﬁmﬁmemﬁmeﬁmmeﬁnmdﬂmmuﬂml
authorize the financial institation to debit my Payrall Debit Card acconnt for the fies described in the fee schedule that is part of the program terms,
conditions, and disclosures.

Fmployec's Signatire: s=aaliar - Date: Oct 28,2017

[[] Paper Check (Option available to GA NH and NY residents anly)

SECTION 5 AUTHORIZATION
I anthorize ESSG to dimﬂydeposﬁmypminﬁnmgm/compmsﬁmpaymenﬁ,netnfrequkedhxwﬁhhnﬁhgs, other required withholdings or
authorized dednctions, into my account(s) a8 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: Juehuethao@hotmail.com @

this information will enly be used to send your paystubs electronically
Date;  Oct28,2017




