7301 Ohms Lane Suite 405

, employer solutions staffing group. Edina, MN 55439
Tel; 952.835.1288 « Fax: 952.835.1255
www.esgstaffingsolutions.com

New Hire Application

Leveraging Resources in a Changing Market

Personal Data-- PLEASE PRINT LEGIBLY IN INK

Last Name (qonjrm,v as First Name Q NG Middle lnitial_&

Street Address_ 506 LJ b Lo UJaJr(//f Ay AptiSte
City/State/Zip __ X @\nu\cs VWA A

Phone Number S0} Qb 23 Jd9 Email Address @
Staffing Agency/Recruitment Partner é (SSKI / ﬁ //k‘-e

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

Are you legally authorized to work in the United States of America? Q YES [INO

Applicant Certification and Authorization
I authorize Employer Solutions Staffing Group (ESSG) to use the information and statements contained in this application to determine my
qualifications for employment. | authorize ESSG to make inquiries of my former employers, except as indicated in this application,
regarding my previous duties, responsibilities, performance, compensation and eligibility for rehire.
| understand that a comprehensive background check may be conducted to determine my eligibility for hire by certain clients of ESSG.
This may 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 policies.
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 result in my disqualification from
consideration for employment or, if discovered after | begin employment, will result in my termination.

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

ﬂna O_On réras AYN'S ﬂmmimfaﬁ G- /1i-200Y

Name (Print or type) Applicant's Signafurs ' Date

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

For ESSG Office Use Only
DOH NHW -9 8850 w4
Emaergency Contact Info Background Release Form Background Results Unemployment Letter ESC Application
(If applicable)
For ESSG Client Use
DOH ROP Work Site Loc. WC Code

ESSG - CMG-RF Rev. 1172013



EMERGENCY CONTACT INFORMATION

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

Employee Name: ﬂr\a, (DD r’\"Ye,( as
Address: _ 90 b ) \'\I ‘l{ U)OL‘['W A\}
Home Phone: SD—)[‘ 2 l 4 P~ ?" C;\) ?

Contact #1 Home Phone: S0UF 90 35 22

Name:  (210V0nn € p\au\lmf Cell Phone:

Relationship: _S 5 Work Phone:
LA

Contact #2 Home Phone: 5—0;} ?‘?O S068sS

Name: 57‘@?14;4}@, Aj U,\ }!\-—,/ Cell Phone:

Relationship: D& JH Lc’/{ 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

STATEMENT OF CONFIDENTIALITY

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.

Ana @OKL eV RS>

Employee Signature

Employer Solyfons §(afﬁng Group LLC, Representative




.. 3890 Pre-Screening Notice and Certification Request for

(Rev. January 2012) the Work Opportunity Credit OMB No. 15453500
Department of the Treasury o "
Internal Revenue Service | _ _ b See separate instructions.
Job applicant: Fill in the lines below and check any boxes that apply. Complete only this side.
Your name “\T\OL @3\(\ Yéy &S Social security number» &4 %5 O 92 ¥ 9 F

Street address where you live 206G U) \f\] —\ e \_00\_—( e~ A o -
City or town, state, and ZIP code S‘f' @A AV /ej I A 559 a ;\
County LA nona, Telephone number g3 /4 &7 A &

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 here if any of the following statements apply to you.
* | am a member of a family that has received assistance from Temporary Assistance for Needy Families (TANF) for any 9
months during the past 18 months,
* | am a veteran and a member of a family that received Supplemental Nutrition Assistance Program (SNAP) benefits (food
stamps) for at least a 3-month period during the past 15 months.
* | was referred here by a rehabilitation agency approved by the state, an employment network under the Ticket to Work
program, or the Department of Veterans Affairs.
* | am at least age 18 but not age 40 or older and | am a member of a family that:
a Received SNAP benefits (food stamps) for the past 6 months, or
b Received SNAP benefits (food stamps) for at least 3 of the past 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.
| received supplemental security income (85I} benefits for any month ending during the past 60 days.
| am a veteran and | was unemployed for a period or periods totaling at least 4 weeks but less than 6 months during the
past year.

3 i 1 Check here if you are a veteran and you were unemployed for a period or periods totaling at least 6 months during the past
year.

4 [ 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 [ Check here if you are a veteran entitled to compensation for a service-connected disability and you were unemployed for a
period or periods totaling at least & 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.

Signature —All Applicants Must Sign

Under penalties of perjury, | declare that | gave the above information te the employer on or betore the day | was offered a job, and itis, to the best of my knowledge, true,
correct, and complete.

Job applicant’s signature b g N\ O\ (L (\‘\( YEr A Date Cf\"‘ / / -0 / (/

For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 22851L Form B850 (Rev. 1-2012)




Form A (rev. 08/12) TAX CREDIT QUESTIONNAIRE R ET ROTAX

Spec:alists in Tax Crodit Administration

. EMPLOYER SECTION:
ESG FEIN#: ESG Client Name & State:

Hiring Manager: Positien: Starting Wage: $

EMPLOYEE SECTION:

Employee Name: Street Address: City/State: Zip: 73
Bre Conteeras 2506 White Water Aol s+ Chavles | wid”
SS#: Date of Birth: Age: Have you worked for | If yes, location:
. B _¥90% (/ this company before?
(45 -0 - ¥1 /161933 O | []ve KlNo
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) D B’
at any time since August 5, 19977 (If yes, please provide information below.) '
Name of the person receiving benefits: Relationship to you:
City: County: State:
2. Have you or has anyone living with you received Food Stamps (SNAP) at any time during the past 15 months? D ‘
(If yes, please provide informalion below.)
Name of the person receiving benefits: Relationship to you:
City: County: State:
3. Have you received Supplemental Security Income (8SI) at any time within the past 3 months? |::| @

Please note, this is not the same as Social Security benefits (88) or Social Security Disability (SSDI) benefits.
*If vou checked yes please provide a copy of vour 851 documentation.

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

D Vocational Rehabilitation Agency I:l Dept. of Veterans Aftairs |:| Employment Network (Ticket to Work Program}

N

Name of Agency: Phone #:
City: County: State:
*Ifyou checked yes please provide a copy of your active Individual Work Plan and Ticket to Work documentation.

H

O|0 0O
XY N K

5. Are you a Veteran of the U.S. Military? *Ifyes, please provide a copy of your DD-214 and letter of separation.
(If yes, please provide information below. I1f no, 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?
Have you been unemployed at any time during the last 12 months?

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

6. 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 this a |:| Federal or D State conviction? If State - County: State:

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

*f'you checked yes please provide a copy of your CDIB card. :

CA Residents: D Are you the child of foster parents? D Do you receive CalWorks? D Workforce Investment Act?
D Are you a migrant or seasonal farm worker? D Have you ever been convicted of a misdemeanor?

SC Residents: |:| Do you receive Family Independence Benefits?

PLEASE READ, SIGN, AND DATE:

Under penaities of perjury, I declare the information above to be true and accurate to the best of my knowledge, and [ hereby authorize any agency,
arganization, or individuals to supply such verification or information that may be needed to determine tax credit eligibility fo my employer, employer
representative (Associated Consultants, Inc. dba Retrotax), or the Department of Labor.

New Employee Signature: QY\Q @O(\’\‘ yeq a> Date: 7’ I / - l L{




iy employer solutions staffing group.

Leveraging Resources in a Changing Market

INJURY MANAGEMENT PROGRAM

Injured Worker’s Responsibilities

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

RESPONSIBILITIES OF THE INJURED WORKER:

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

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

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

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

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

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



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

Notify your employer immediately of any new injuries or conditions that impact
your physical condition.

Iif 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: A na Condreras

Printed Name: QY\CL @0 r\x'r&\" s




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 mail, 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, ete), usted debe notificar a su reclutador de personal que el cheque no
se puede encontrar. Si se puede verificar que el cheque no ha sido cobrado,
ESSG se 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): Q 'ated @—7(\)cre,ra}

Signature/Firma: Q\f\& @inc yéer s




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

job assignment from a staffing service, (1) fails without good cause fo
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 (507) 398.4567
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. AQ__ (Initial)

Ao Cow\r&r&) q- - 0/Y

Employee Signature: Date:

(l\\'\ Q. Gon-xre,ra.z’;

Employee (please print your name here)

CMG_RF - Rev. 09/2012



