employer solutions staffing group. e
’ 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 ___/foeo¢ FirstName __A% Do Middie Initial _&
Strest Address Zi‘([: hear-ths e pae Apt/Ste 2[’-_1

City/State/Zip (’1{4& £ _Li0r® IV SSDf e Social Security Last Four XXX-XX-

Phone Number _{#5] - 4i¢ - Lale 5y Emall Address __[<hoeS 3¢ @ ?')M

Staffing Agency/Recruitment Partner __ (A &

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? w{ES [INO

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.
| 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.

{ : a5
Name (P p| () ature Dai

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

For ESSG Office Use Only
DOH ___ = | NHW 19 8850 w4
Emergency Contact Info | Background Release Form Background Results Unemployment Letter ESC Application
(if applicable)
For ESSG Client Use
DOH ROP Work Site Loc. WC Code

ESSG - ESSGCLIENT Rev. 052015



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

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

Employees have the option of receiving wages
If you do not provide a written election, v
SECHON T BASIC INEORN N FTON

o Hes S 0

o Lo @lal s e NS AL T L G Rl s

Note; Direct Deposit accounts may take up to 7 days to be activated.

[ Update Bank Acconnt
Bank Name:

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

Initial IL:H: Date Qﬁaz ZMS‘
Account Type: ﬂ Checking [ Savings [1Other _______

=  To help vs avoid making an error, please sttach a copy of a voided check. (a deposit slip will not work)
*  Ifyou change banks, do not close your ald bank account until your direct deposit has started at the new bank, which may taks 2 pay periods,

CRIEORE NN RO

Routing#
Account#

DEBEE CARD (GLOBNT CASEH ARy

Federal law requires all financial institutions to obtain, verify, and record information that identifies each person who opens an account. In order to
request a Payroll Debit Card for you, we must provide all of the following information that will enable the financial institution to identify you. If
you do not submit a Direct Deposit/Payroll Debit Card Authorization, ESSG will provide the necessary information and issue you a Payroll Debit
Card to pay your wages. For your protection, the financial institution may ask you to provide them additional identification information so they can
verify your identity.

Except for the routing and account number, ESSG does not have access to any information regarding your Payroll Debit Card account or
transactions, On your first payday, you will receive your new Payroll Debit Card, and a packet containing afl of the terms and conditions. You will
then sign acknowledging that you received the Payroll Debit Card and packet, Your Payroll Debit Card will be reloaded on each payday you receive
wages.

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

First Name ML Last Name Date of Birth
Street Address (o BOXNOT ACCRPTARLE) 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

I have received my Payroll Debit Card, welcome brochure, program fees, program terms, conditions, and disclosures. By activating my Payroll Debit Card,
I am agreeing to the program terms, conditions, and disclosures that are inclnded or made available to me from time to time from the finanoial institution. I
authorize the financial institution to dsbit my Payroll Debit Card account for the fees described in the fee schedule that is part of the program terms,
conditions, and disclosures,

Employee’s Signature: Date:
SECHION S NCTHOREZ N TTON
I 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: | ' @
information will only be used to send your paystubs electronically
Employee's Signature: M Datﬂm&

|74




The exceptions do not to supplemental wages Nonwage income. !f you have a large amount of
Form W4 (2015) Grestar Tian 53,000,005 to supp " nonwage income, au ashg‘resltag chvidends,
Basic instructions. If you are not exempt, complate or making estimated e m
Purpose. Completa Form W-4 so that your employer the Personal Allowances Workshest below. The :nmo;ﬁ' m&}“’oﬂﬁ&" gg‘f;}_”mg”“
can withhold the correct federal Incoms tax from your worksheets on page 2 further adjust your Iome. 200 Pt B0Bt5 fiod piawe pension O :crlllgstny
pay. Consider completing a new Form W-4 each year withholding allowances based on itemized o wqﬁtmoldln Form W4 4P
and when your personal or financial situation changes. deductions, certain credits, adjustments to income, ¥ gon or .
Exemption from withholding. If Jou are exempt, or two-eamera/multiple jobs situations. md:argefzg ;?:1!2?;9 nbst;g\;ygg I}Igva athe
complete only lines 1, 2, 3, 4, and 7 and sign the form Complete all workshests that apply. However, you totel n9 of O ahatias o ar% ) edrato olai
to validats it. Your exemption for 2016 ‘%#I may claim fewer (or zero) allowances. For regular onal ]‘;'gs i worksheetsy?rom °l i
Febr%w, 2018. See Pub. 505, Tax Withholding wages, withholding must be based on allowances Wod. Your witholcing usually will e o e s
and ated Tax. you clalmed and may not be a fiat amount or when all Bllowances gra clalnl{ed on the Form Wea
Note, if another person can claim °¥nu as a dependent Percentage of wages. for the highest mlng job and zero allowances are
on his or her tax retumn, you cannot claim exemption Head of household. Generally, you can claim head claimed on the others. See Pub. 505 for details.
from wlmholdhgglyour ncome exceeds $1,050 and of household ﬂﬂgg status on your tax ratum only if Nonresident allen. If you are a nonresident all
Includes mare than $350 of uneamed income (for you are unmarnried and pay more than 509 of the c8e Nofi 1392,93' yl%memzl Form Wed en,
example, interest and dividends), costs of kesping up a home for yourseif and your ingtruction for Nomesidont Afiens, efo
dependent(s) or other qualifying individuals. ns FIEBEERLD)
ons, An employes may be able to olaim Pub. 501, Exmptions, Staridard Deduction, and completing this form.
exemption from withhalding even if the empioyee 1sa Filing Infomation, for Information d Check your withholding. After your Form W-4 takes
dependent, if the-employee: .T 9 redits. Y = take ecmdtax credits Into account effect, Use Pub, 505 to see how the amount you are
* I8 age 85 or older, g o St 1t pojectar!tax oredlts IM0SCCUT  aying withheld compares 1o your projected otel tax
« I8 biind, or fgfygtuﬂld or dependent care expenses a%d the child for 2015, Ses Pub. & peclal(l)y Yf bt eamings
tax credit may be claimed using the Personal Allowances exosed $130,000 (Single) or $180,000 (Married).
» Wil claim adjustments to Income; tax credits; or Worksheet below. See Pub. 505 for information on Future developments. Information about any

future
ftemized deductions, on his or her tax return. convertin, other credits Into withholding allowances. developments affecting Form W-4 (such as legisiation
b ] enactegm after we reiease if) will he ;(:ostad alegwi;w.lm.gavlwn!.

Personal Allowances Worksheet (Keep for your records.)

A Enter “1” for yourself if no one else can claim you as a dependent . RPRRALE AT o < o e o 25 P
* You are single and have only ons job; or
B  Enter*1”if [ * You are married, have only one job, and your spouse does not work; or ] 3 B
’ * Your wages from a second job or your spouse’s wages (or the total of both) are $1,500 or iess.
C  Enter “1” for your spouse. But, you may choose to enter *-0-" if you are married and have either a working spouse or more
than ons job. (Entering “-0-° may help you avold having too littletaxwithheld.) . . . . . . . . . . . c
D  Enter number of dependents (other than your spouse or yourself) you will claim on yourtaxreturn., . . . . . D
E  Enter “1” if you will file as head of household on your tax return (see conditions under Head of household above) E
F  Enter “1” if you have at least $2,000 of child or dependent care expenses for which you planto claima credit . . F
(Note. Do not include child support payments. See Pub. 503, Child and Dependent Care Expenses, for detalls,)
G  Child Tax Credit (including additional child tax credit). See Pub. 972, Child Tax Credit, for more information.
» If your total income will be less than $66,000 ($100,000 if married), enter “2" for each eliglble child; then less “1" if you
have two to four eligible children or less “2” if you have five or mare eligible children.
* If your total income will be between $65,000 and $84,000 ($100,000 and $119,000 if married), enter *1” for each elighlechid. . . G
H  Addlines A through G and enter total here. (Note. This may bs different from the number of exemptions you claim on your tax relum) > H |
* if you plan to itemize or claim adjustments to income and want to reduce your withholding, see the Deductions
For accuracy, and Adjustments Worksheet on page 2.
complete all ® If you are single and have more than one job or are married and you and your spouse hoth wark and the combined
worksheets eamings from all jobs exceed $50,000 (320,000 if married), see the Two-Earners/Multiple Jobs Worksheet on page 2 to
‘that apply. avoid having too little tax withheld.
e |f neither of the above situations applies, stop here and enter the number from line H on line & of Form W-4 below.
Separate here and give Form W-4 to your employer. Keep the top part for your records.
- w_4 Employee's Withholding Allowance Certificate OMB No. 1545-0074
s e e e st s D e e | UMD
1 Your first name and middle initial Last name 2 Yaur soclal security number
ha'Qen 2 Horeers 2N -17-72)7
Flome address (Jumber and strest or rural routs) 3 [ single [ Married [T Married, but withiold at higher Single rate.
5 » ol d Nate. If manied, but legally separated, or spouse is a nonresident alien, check the “Single® box,

Gty or town, stats, and ZIP code 4 Ht your last name differs from that shown on your social security card,
( !Qj’h g | g gsﬂz 2 iy L ST\ check here. You must call 1-800-772-1213 for a replacement card. » [ ]
5 Total number lowanckes you are claiming (from line H abave or from the applicable worksheet on page 2) 5 [

6 Additional amount, if any, you want withheld fromeachpaycheck . . . . . . . . . . . . . . 6|$
7 | claim exemption from withholding for 2015, and | certify that | mest beth of the following conditions for exemption.
® Last year | had a right to a refund of all federal 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 fiabiiity.
If you meet both conditions, write “Exempt” here. . . . . .7

Under penalties of perjury, | declare that | have examined this certificate and, to the best of my knowledge and belief, it is true, correct, and complete.

Employee’s signature
(This form is not valid uniess you sign it) » ;M Date» (O / 2/ / 2015~
8  Employer's name and address (Employer: Corffblets lines 84n8 10 only if sending to the IRS,) | 9 Office code (optional) | 10 Employer identificktion number (EIN)

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



r  wy

SHIND 219301-EMP | SFFICEUSE 4 0amioN

Rehire Date ._/ /

ENROLLMENT FORM ESC UNAV P2M v15.1
OPEION 1 T

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

Social Security Number 30 9 - 171 - 7 3( 7
pateofBith (B ! S0 ') T 2Y oo [MIf
Neme _ (22 ' Dtion Harps
swrest Adaress 29/ Chosgebnsiole "l

Cty_/\g face Gligysue ANz s 0/ b
Home Phone £ S [ '_‘L.LO_"_&_(Qi‘/_

~ Do yon or any dependents have Medicare? ——j
[1Yes [ INo IfYes:
Medicare Health Insnrance Claim Number (HICN)
Medicare Effective Date ....__/__.../ N R
Names of Covered Person(s)
1,
2.
3,
\_ J

Social Security Number =y it

Date of Birth _._/ / - Sex @E

Relationship: [Spouse [ Child []Domestic Partner

D Employee + 1

EINED INDEMNETY PEAN
SELECT COVERAGE LEVEL

You MUST select a coverage level before adding any benefits. Your |
coverage level will be identical for each benefit,

D Employee Only %Employee + Family

NO to all indemnity benefits.

Name

Social Security Nomber " "

DateotBith — /[ g, [M][F]
Relationship: []Spouse []Child [J]Domestic Partner

BENEFICIARY INFORMATION

For Term Life / Accidental Death & Dismemberment, please write
in your beneficiary information.

NAME OF BENEFICIARY

RELATIONSHIP

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

FIXED INDEMNITY MEDICAL

D vEs $20.91 Employee Only
$42.44 Employee + 1
NO $56.67 Employee + Family

This coverage is not available to residents of New
Hampshire, Hawaii, or Puerto Rico.

DENTAL

I:l vES 3 6.17 Employee Only
$12.34 Employee + 1

YZINO  $20.36 Employce + Family

<

TERM LIFE

D YES $0.60 Employee Only
$0.90 Employee + 1

$1.80 Employee + Family

g X

SHORT-TERM DISABILITY e
D YE (5
NO

Short-Term Disability is not available to persons who work in
California, Hawaii, New Jersey, New York, or Rhode Island.

$4.20 Employee Only

l [:| $ss.s7 Employee omy
D$87 .73 Employee + 1
iD $186.99 Employee+ Family

'| %NO to MEC Wellness/Preventive Plan

I have read the benefit packet and understand its limitations. I understand that open enrollment is only available for a limited time and I
understand that making po benefit sejection is a declination of coverage,




