] 6/16/2017 E-Verify: Print Case Details - Preyigw

. SENSITIVE BUT UNCLASSIFIED
Case Verification Number- 2017167112021WU
Report Prapared: 06/18/2017
omm Information
Company ID; 47429 Company Name: Employer Solutions Staffing Group
EEEZ“ Information
Last Name: King Firat Name: Robert
Oate of Birth: 04/18/1986 Sooclal Seourity Numbers s+ » 1789
Hire Date; 06/14/2017 Cizenship Status: A altizan of the United States
Document Information
H
List B Document: Driver's lloense or D card lssuad by a U8, state or outiying possessian List C Document: Soola) Securlty Card
Oocument Name; Driver's licansa Document State: Minnesota
Oriver's Lioansa or 10 Card Number: Oocumant Expiration Date: 04/18/2020
Case Status Information
N
Final Case Resuit; Employment Authortzed Employer Case ID;
Case Submittad Op; 08/16/2017 Case Submittad By: 'YMOU5845
Clesed On: 08/16/2017 Closed By: YMOLU5845
Closure Statement: The employse confinues to work for the employer after regelving an Employment Authorized result,
SENSITIVE BUT UNCLASSIFIED

hups:IIe-vaify.uscis.gavlwWPrintCasaDetalls.aspx?CasaVeern=2o17167112021WU



Personal Data- PLEASE PRINT LEGIBLY IN INK

Last Name _ﬁﬂgr

street Address Y12\ Hazaluked S

employer solutions staffing group.

Leveraging Resources in a Changing Market

First Name ﬂ%&-‘t’

7301 Ohms Lane Suite 405
Edina, MN 55439
Tel: 952.835.1288
www.esgstaffingsolutions.com

New Hire Application

CitylStateIZipM m

Phone Number _ @5} Ex2- SLIR Email Address

Staffing Agency/Recruitment Partner_%ﬁg\

All offers of emplo

ent are conditional upon satisfacto

Middle Initial |

Aptiste _\tH
Social Security Last Four XXX-XX-! @ﬂ

@

roof of identity and |

Are you legally authorized to work in the United States of America? AD<(ES [ONO

al abili

Applicant Certification and Authorization

to work in the U.S.A.

| authorize Employer Solutions Staffing Group (ESSG) to use the information and statements contalned 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, govemment 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 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 empioyment or, if discovered after | begin employment, will result In my termination.

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

P Yo

Name (Print or type)

C-1317

} gplicant's Signature J

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

Date

For ESSG Office Use Only
DOH NHW -9 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 - Supermoms CMG

Rev. 05/2015




Form W-4 (201.7)

Purpose. Complste Form W-4 so that your
employer oan withhold the corract federal income
tax from your pay. Consider completing a new Form
W-4 each and when your personal or financial
situation changes.

Exemption from withholding. if you are exempt,
complete only lines 1, 2, 3, 4, and 7 and sign the
form to valldate it. Your exemption for 2017 expires
February 18, 2018. See Pub. 505, Tax Withholding
and E:znmd Tax.

Note; If another person oan clalm you as a depentdent

on his or her tax return, you can't claim exemption

from withholding If K?ur total income exceeds $1,050
an $350 of

and Includes more unsamed incams {for
example, Interest and dividends).

Exceptions. An em be able to claim
exemption from wlthhgmgem if the employes is
a dapendent, If the employee:

» |s age 65 or older,
e |s blind, or

» Wil olaim adjustments to income; tax oredits; or
itemized deductions, on his or her tax return.

The exceptions don’t apply to supplemental es
greatar tl%?\ $1,000,000. PE e

Basic instruotions. If you aren’t exempt, completa
the Personal Allowances Workshest below. The
workshests on page 2 further adjust your
withholding allowances based on ltemized
deductions, certain credits, adjustments to income,
or two-eamers/multiple jobs situations.

Compiete all workshests that apply. However, you
may clalm fawer (or zero) allowances. For regular
wages, withholding must be based on allowances
you claimed and may not be a fiat amount or
percentage of wages.

Head of househald. Generally, you can claim head
of household filing status on your tax return only if
you are unmarried and pay more than 50% of the
costs of keaping o%ﬁea home for yourself and your
dzgende sgor r qualifying indlviduals, See
Pub. 501, Exemptions, Standard Daduction, and
Flling Information, for information,

Tax credits. You can taks projected tax credits into
account in figuring your allowable number of
withholding allowances. Credits for child or dependent
care expenses and the chiid tex credit may be claimed
using the Personal Allowances Worksheet beiow.
See Pub. 505 for Information on converting your other
credits Into withholding allowances.

Nonwage Income. If you have a large amount of
nonwage income, such as interest or dividends,
consider making estimated tax dmymams using Form
1040-ES, Estimated Tax for Individuals. Otherwise,
you may owe additional tax. if f\ly:'ou have pension or
annuilty income, ses Pub. 505 fo find out if you should
adjust your withholding on Form W-4 or W-4P.

Two earners or multiple jobs. if you have a
working spouss or more one job, figure the
total number of allowances you are entitied to claim
on all jobs using worksheets from only one Form
W-4. Your withholding usually will be most accurate
when all allowances ara cialmed on the Form W-4
for the highest g job and zero allowances are
claimed on the others. See Pub. 505 for details.

Nonresident allen, if you are a nonresident alien, see
Notice 1392, Supplemental Form W-4 Instructions for
Nonresident Allens, before completing this form.

Check your withholding. After your Form W-4 takes
effect, use Pub, 505 to see how the amount you are
having withheld compares to your ﬁrolected (glal tax
for 2017, See Pub, 505, especially Kour eamings
exceed $130,000 (Single) or $180,000 (Married).
Future developments. Information about any future
davelggments affecting Form W-4 (such as
legislation enacted after we release it) will be posted
at www.irs.gov/w4.

Personal Allowances Worksheet (Keep for your records.)

A  Enter *1” for yourself if no one else can clalm you as a dependent .
« You're single and have only one job; or

B Enter “15 ifs { e 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 total of both) are $1,600 or less.
C  Enter *1” for your spouse. But, you may choose to enter “-0-" if you are mamried and have either a working spouse or more

than one job. (Entering “-0-" may help you avold having too little tax withheld.) .

mmo

Enter number of dependents (other than your spouse or yourself) you will claimonyourtaxretun. . . . . .
Enter “1” if you will file as head of household on your tax return (see conditions under Head of household above)
Enter “1” if you have at least $2,000 of chiid or dependent care expenses for which you plan to claim a credit

TmoOOoO

i

(Note: Do not include child support payments. See Pub. 503, Child and Dependent Care Expenses, for detalls.)

G  Child Tax Credit (inciuding additional child tax credit). See Pub. 872, Child Tax Credit, for more Information.
* If your total Income will be less than $70,000 ($100,000 if married), enter “2” for each eligibie chlid; then less “1” if you
have two to four ellgible chlidren or less “2” if you have five or more ellglble children.
» If your total Income will be between $70,000 and $84,000 ($100,000 and $119,000 if married), enter “1” for each eilgible child. G

H  Add lines A through G and enter total here. (Note: This may be different from the number of exemptions you claim on your tax retum.) » H

= if you plan to itemize or claim adjustments to income and want to reduce your withholding, see the Deductions
and Adjustments Worksheet on page 2.

® [f you are single and have more than one job or are married and you and your spouse hoth work and the combined
earnings from all jobs exceed $50,000 ($20,000 if married), see the Two-Earners/Multiple Jobs Worksheet on page 2
to avold having too little tax withheld.

For accuracy,
complete all
worksheets
that apply.

N‘

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

Form w-4

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

Employee’s Withholding Allowance Certificate

» Whether you are entitied to claim a certaln number of allowances or exemption from withholding is

OMB No, 1546-0074

Wl ot 201
i S i subject to review by the IRS. Your employer may be required to send a copy of this form to the IRS. 7
1 Your first name and middle Initial Last name 2 Your social security number

L " 247- 111234

Home address (number and street or rural routs)

L) Hiedilod S

3 [ single 7 marrea L1 Married, but withhold at higher Single rate.
Note: If married, but legally separated, or spouse is a nonresident allen, check the “Single” box.

City or town, state, and ZIP code

Sk oA e SSlel

4 I your [ast name differs from that shown on your soclal security card,
check here. You must call 1-800-772-1213 for a replacement card. P D

5 Total number of allowances you are claiming (from line H above or from the applicable worksheet on page 2) 5| -

Additional amount, if any, you want withheld from each paycheck
7 |claim exemption from withholding for 2017, and | certify that | meet both of t

he following conditions for exemption.
o Last year | had a right to a refund of all federal income tax withheld because | had no tax llability, and
» This year | expect a refund of all federal income tax withheld because | expect to have no tax liabllity.
If you meet both conditions, write “Exempt”" here. . . . .

[ 3E

- > [7 [t R

Under penalties of perjury, 1 declare that | have examined this certificate an

Employee's signature

(This form Is not valld unless you sign it) > %ﬁ( M

d, to the best of my knowledge and belief, it Is true, correct, and complete.

Date » é n \641

8 Employer's name and addrass (Employer: ﬂomplete lines 8 and 10 only if sending to the IRS.)

9 Office code {optional) | 10  Employer Identification number (EIN)

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

Cat. No. 10220Q

Form W-4 (2017)



Employment Eligibility Verification USCIS

Department of Homeland Security OME::TJ;-’; =
U.S. Citizenship and Immigration Services Fghes 08/3172019

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

ANTI-DISCRIMINATION NOTICE: It is flegal to discriminate agalnst work-authorized Individuals. Employers CANNOT specify which

document(s) an employee may present to establish employment authorization and identity. The refusal to hire or continue to employ

an individual because the documentation presented has a future expiration date may also constitute illegal discrimination.
godon 1. Bmp on al

] Attestation (émpmm&mdammpbh and gion Emim [ pﬂmi e Mr
mwnﬂm«mmmmwmaummwz o relhe e i
Last Name (Family Nams) First Name (Given Name) Middle Initial Other Last Names Used (if any)

L
Address (Street Number and Name) Apt. Number | City or Town State ZIP Code
281 Hoedumd \oly NIET m | T
Date of Birtth (mm/dd/yyyy) | U.S. Social Security Number Employee's E-mall Address Employee's Telephone Number
Od-19- W8 |ERA]-Ald -Lhkk (5 5z 518

| am aware that federal law provides for imprisonment and/or fines for false statements or use of false documents in
connection with the completion of this form.

| attest, under penalty of perjury, that | am (check one of the following boxes):
1. A citizen of the United States

[:l 2. A noncitizen national of the United States (See instructions)

[:l 3. A lawful permanent resident  (Alien Registration Number/USCIS Number):

[:I 4. An alien authorized to work until (expiration date, if applicable, mm/dd/yyyy):
Some aliens may write "N/A" in the expiration date fieid. (See instructions)

Allens authorized to work must provide only one of the following document numbers to complete Form I-8.

QR Cods - Section 1
3 Do Not Vsme In '?hl:gpaca
An Allen Registration Number/USCIS Number OR Form |-94 Admission Number OR Forelgn Passport Number.
1. Alien Registration Number/USCIS Number:
OR
2, Form i-94 Admission Number:
OR

3. Foreign Passport Number:

Country of issuance:

Signature of Employee/y/ ..~ ( 2

e

. mgﬁ%né)a' W T i
: fmﬂ niiet tratslator(s) pssisted te émm mwmp
alfined when prepans’s atiddor Hanslatars nasial 8 employee | ﬁ"ﬁ%ﬁéﬂm 1)

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

Signature of Preparer or Translator Today's Date (mm/dd/yyyy)
Last Name (Family Name) First Name (Given Name)
Address (Street Number and Name) City or Town State ZIP Code

@  Amplayer Completes Next Page B

Form I-9 11/14/2016 N



Employment Eligibility Verification USCIS

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

T B

yé7 or Auth
by mm

ée mmmao % firgl A mmpwwm
m'mmm a émmmw:w 6t nammm'%m

Employes Info from Section 4 Name (Famﬂy Name) First Name {GTME) Ll. ;:itlzenshlpllmmlgraﬂztin Status

ListA - ) OR ListB "AND ListC

Identity and Employment Authorization Identity Employment Authorization
Document Title Document Title X . i Document (_pum‘
0 L\ R C\ I l,f
Issuing Authority Issuing Authority - Issuing Authority 3& A
Document Number | Document Number Docu Number
512 Bl b-1789
Expiration Date (i any)(mm/dd/yyyy) Explration Date (if any)(mi /) Expiration Date (if any)(mm/dd/yyyy)
2070

Document Title
Issuing Authority Additional Information lg:R Ngdvs&as;\ughwggpaa‘:a
Document Number
Expiration Date (if any)(mm/ddfyyyy)
Document Title
issuing Authority ;
Document Number
Expiration Date (if any)(mm/dd/yyyy)

Certification: | attest, under penalty of perjury, that (1) | have examined the document(s) presented by the above-named employee,
(2) the above-listed document{s) appear to be genuine and to relate to the employee named, and (3) to the best of my knowledge the
employee Is authorized to work in the United States.

The employee's first day of employment (mm/dd/yyyy): (ﬂ/ / 17£ / 20 / 7{See instructions for exemptions)

Signature of Emgioyer d Representative Today's Date(mm/dd/yyyy) Title of Empioyer or Authorized Representative
bl [2017
Last Name of Employgf or Authorlzed"ﬁeplesentaﬁve First Name of Employer or Authorized Representative | Employer's Business or Organization Name
0 EMPLOYER SOLUTIONS STAFFING GROUP LLC
Employer's Business or Organization Address (Street Numb{; r aé Nar@ Clty or Town State ZIP Code

7301 OHMS LANE SUITE 405 EDINA 55439

SEATIEN B, Reveriiaation ana RenIres (10 be conpieid gnd Signed by employer or auihorized fepresthiatie ] i
L New Name (7 agpiicable] | 8, Date of Rehire (# appligable)

Last Name (Family Name) First Name (Given Name) Middie Initial Date (mm/ddAvryyy)

G. TG eMiployaa & provious g ﬁz Tant of employment authanzalion Ras expired, pravide the Informahion for the dbeurant or recalpt Il eslabliehes
gonitinuing amploymant aythorization In the space provided below.

Document Title Document Number Expiration Date ﬁf any) (mm/dd/yyyy)

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

C-15-17

SIQ%e;f/E_mplzer or Authorized Representative | Today's Date (mm/dd/yyy) Name of Employer or Authorized Representative

v

FormI-9 11/14/2016 N
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EMERGENCY CONTACT INFORMATION

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

Employee Name: EQMV( V\m
Address: \2& M
Home Phone: (bﬁ |- §5§L« 5278

‘g st ol i priovly ey who 0l b mtwédws'fm —
Contact #1 Home Phone:
Name: “Tfnilo. Yang Cell Phone:  (5S)- 1Y49- £096
Relationship:  [\Jifr Work Phone:
Contact #2 Home Phone:
Name: Dhone, Ko Cell Phone: @S\~ S\5-233Z
Relationship: g, 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.




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

Employees have the option of receiving wages by Direct Deposit and/or Payroll Debit Card.
If Oudonot Videawritlﬂnelecﬁ eswillbe Iril OV DaDC Check.
SEECEION | BASIC INFORNEN IO N

Employee Name W ‘f i q
SECEION 2 I’;\\'I{('l.l. L CTTON
I:I Direct Deposit (Please complete Sections 3 and 5 below)  Note: Direct Deposit accounts may take up to 7 days to be activated
Payroll Debit Card (Please complete Sections 4 and 5 below) [ | Paper Check (Please complete Section 5 below)
SECHION 5 DIRECE DERPOSER
O Update Bank Acconnt
Bank Name:

1 understand and acknowledge 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 X provide is incorrect,

Routing#

Initial Date

Account Type: O Checking O Savings | Clother

s To help us avoid meking an error, please attach a copy of a voided check. (a deposit slip will not work)
- Ifyonchangebmks,donutcloseyouroldbankaccountunﬁlyowdimctdeposithasmdatﬂaenewbmk,whinhmaytakBZpaypmiods.

1PANROEL DEBEE CARD (GEOBAL CASIECARD)

SECELON

Federal law requires all financial institutions to obtain, verify, and record information that identifies each person who opens an account. In order to
request & 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
transactians. On your first payday, you will receive your new Payroll Debit Card, and a packet containing all 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
WagZES.

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

First Name W ML L Last Name an Date 0& Birﬁh ’q 3G
Street Address (P0 BOX NOT ACCEFTABLE) 4 Social Security#
| 2 - 247 161784
Ci State P bil
Y Srom m | ‘B "SI 82 sez

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

Payroll D;l;ist_gcz;:l;i{nuﬁng# Payroll Debit Card Account # 4@3 402 5522 G ;8/

1 have received my Payroll Debit Card, welcome brochure, program fees, program terms, conditions, and disclosures. By activating my Payroll Debit Card,
1 am agreeing to the program terms, conditions, and disclosures that are included or made available to me from time to time from the financial institution, 1
autharize the financial institution to debit 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: 'ﬁdf{ s Date: GB-I’/

SEGEON S NUTHORIZN FION
1 authorize ESSG to directly deposit my periodic wages/compensation payments, net of required tax withholdings, other required withholdings
or authorized deductions, into my account(s) as designated above and to initiate, if necessary, debit entries and adjustmentsfor any credit entries

made in error to my account(s). * E-mail is required for pay stub information.

*E-mail: @
this information will only be used to send your paystubs electronically

Employee's Signature: _ﬁr%ﬂ Date:_@—4%~17




Authorization

Authorization: By signing below, you authorize: (a) backgroundchecks.com (“BGC”) and/or Orange Tree
Employment Screening to request information about you from any public or private information source;
(b) anyone to provide information about you to BGC and/or Orange Tree Employment Screening; (c)
BGC and/or Orange Tree Employment Screening to provide Employer Solutions Staffing Group, LLC one
or more reports based on that information; and (d) Employer Solutions Staffing Group, LLC (“ESSG”) to
share those reports with others for legitimate business purposes related to your employment. BGC
and/or Orange Tree Employment Screening may investigate your education, work history, professional
licenses and credentials, references, address history, social security number validity, right to work, crimi-
nal record, lawsuits, driving record, credit history, and any other information with public or private infor-
mation sources. You acknowledge that a fax, image, or copy of this authorization is as valid as the origi-
nal. You make this authorization to be valid for as long as you are an employee of ESSG.

The Consumer Financial Protection Bureau’s “Summary of Your Rights under the Fair Credit Reporting
Act” is attached to this authorization. If you are a New York applicant, a copy of New York’s law on the
use of criminal records is attached. By signing below, you acknowledge receipt of these documents.

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

Aoest | Ain oy
First Middle (O Last
none)

Other names used:
Current county of residence:

Current and former addresses:

\ Ebﬁ current \ZEL)J_MZM Sheas S gl m Sk
from Mo/Yr

to Mo/Yr Street City, State & Zip
W20 V263 W Qe ead-  Yrpd by Ssin
from Mo/Yr to Mo/Yr Street City, State & Zip

Fund FEzod-ait 957 S Onbey Sruir ﬂ%ﬁw
ty, State & Zip

from Mo/Yr to Mo/Yr Street

Some government agencies and other information sources require the following information when
checking for records. BGC will not use it for any other purposes.

04- 1#- 1836 S -10-172 ¢

Date of birth Social security number
MNEs>H52%900 8 V\ﬂgnr\/ \-2en W\q_

Driver’s license number & state Name as it appears on license

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

/™, |

Signature | Date




- employer solutions staffing group.

Leveraging Resources in a Changing Market

STATEMENT OF CONFIDENTIALITY

This agreement made this B‘H\day of MM , 2017_, between
Employer Solutions Staffing Group LLC, hereinafter]referred to as “employer”,
and s Yoy 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.

EZployee Signature '

U o Wl

Employer Soh&tfons }Sta'fﬂn"g'Group LLC, Representative

S~




employer solutions staffing group.

| everaging Resources in a Changing Market

Important/importante
LOST OR STOLEN PAYCHECKS

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

If your paycheck was stolen, you must first file a police report before we can re-
issue the check. Once you have done so, you must provide a copy of the policy
report to your staffing recruiter that the check was stolen. If the check has not
been cashed and if the loss of the check was not your fault, ESSG will issue a
new check and no fee will be deducted.

CHEQUES DE PAGO PERDIDOS O ROBADOS

Si un cheque de pago se pierde (que falta, fuera de lugar, destruido, perdido en
el correo, etc), usted debe 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): W %"'7
. ——
Signature/Firma: %M %&-ﬂ
T 4 '




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

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

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

Signed: »&W \A\m
Printed Name: @Mﬂ/ hiﬂﬂ'




- 8850 Pre-Screening Notice and Certification Request for

(Rev. March 2016) the Work Opportunity Credit OMB No. 1546-1500
E'ntamall m&%lm : P Information about Form 8850 and its separate instructions Is at www.irs.gov/form8850.

Job applicant: Fill in the lines below and check any boxes that apply. Complete only this side.

Your name &NM M Social security number > & l-- z&:ﬂgg
street acdress whereyou e _ 1/ R\ ozslued) Sk

City or town, state, and ZIP code _&_@A m__GSlbe

County _MQU} Telephone number @5\\' E072-5278

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

1 [ Check here if you received a conditional certification from the state workforce agency (SWA) or a particlpating 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 recelved assistance from Temporary Asslstance for Needy Familles (TANF) for any 9
months during the past 18 months.
s | am a veteran and a member of a family that received Supplemental Nutrition Asslistance 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.

I 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 bensfits (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.

I received supplemental security income (S5I) 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 [ 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 6 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 earfiest 18-month period beginning
after August 5, 1997, ended during the past 2 years; or

= Stopped being ellgible for TANF payments during the past 2 years because federal or state law limited the maximum time
those payments could be made.

7 [ Check here if you are in a period of unemployment that is at least 27 consecutive weeks and for all or part of that period
you received unemployment compensation.

Signature—All Applicants Must Sign

Under penalties of perjury, | declare that | gave the above Information to the employer on or before the day | was offered a job, and it Is, to the best of my knowledge, true,
correct, and complete.

Job applicant's signature > -%M{ %ﬂﬂ Date é‘ 3H

For Privacy Act and Paperwork Redf{iction Act Notice, see page 2. Cat. No. 22851L Form 8850 (Rev. 3-2016)




Form A (rev. 01/2016) TAX CREDIT QUESTIONNAIRE [ [@ 1 IRdP IAX

it dmnis

*~ EMPLOYER SECTION:
Client: Company:
Employer Solutions Group Q N\&

Locaﬁon:m”‘_ﬁm. —" KX . 3 Position: Pn) a U.QA‘\\M-\ Starting Wage: $ " .D'l\)

EMPLOYEE SECTION:

Employee Name:) . Street Address: City/State: Zip:
Pdaert o, | 18 N ot

SS#: Date of Birth: Age: Have you worked for | If yes,location:

%-( _70’ _l_l&q _B_I:L/ '_q’ / _&&l&_ s‘l this company before?

Yes E'No
Please complete all questions, and sign and date the form. Yes No

1. Have you or has anyone living with you received Temporary Assistance to Needy Families (TANF) |:] |:|
at any time since Aungust 5, 1997? (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 yon received Food Stamps (SNAP) at any time during the past 15 months? D I:I
(If yes, please provide information below.)

Name of the person receiving benefits: Relationship to you:
City: County: State:

3. Have yon received Supplemental Security Income (SSI) at any time within the past 3 months? |:| D
Please note, this is not the same as Social Security benefits (SS) or Social Security Disability (SSDI) benefits.
*If you checked yes plaase provide a capy of your SSI documentation,

4. Have yon received any type of vocational rehabilitation services within the past two years? |___| D
If yes, please indicate which type of agency you worked with and provide their location information below:
[] Vocational Rehabilitation Agency [ | Dept. of Veterans Affuirs [_] Employment Network (Ticket to Work Program)
Name of Agency: Phone #:
City: County: State:
*If you checked yes please provide a copy of your active Individual Work Plan and Ticket to Work documentation.

S. Areyou 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. If no, please continue to question #6.)

Dates of Service - From: / / To: / /
Branch of Service:
Are yon entitled to or are yon receiving compensation for a service-connected disability?

[
[

6. 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?
If yes, dates received unemployment compensation - From: / / To: / /

] [ o
O O OO

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

Conviction Date: / / Release Date: / /
Was thisa [_] Federal or D State conviction? If State - County: State:

Additional Tax Credits

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

*If you checked yes please provide a eopy 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: D Do you receive Family Independence Benefits?

)
[

PLEASE READ, SIGN, AND DATE:
Under penaities of perjury, 1declare the information above to be true and accurate to the best of my knowledge, and I hereby authorize any agency, organization, or
individuals to supply such verification or information that may be needed 1o determine tax credit eligibility to my employer. employer representative (4ssociated

Consultants, Inc, dba Retrotax), or the ent of Labor.
New Employee Signature: % %4} Date; érls -/




sgtsliniiaxn Credit Adminicteaion

Qualified Long-Term Unemployment Recipient

ADDENDUM TO: IRS Form 8850 Pre-Screening Notice and Certification Request for the Work Opportunity Tax Credit

Client: Company:
Employer Solutions Group C N\C’\

Location: W w + Employee Name: w F’ﬂ‘\ SS#: %7»7&_ ’7&‘[

EMPLOYEE:

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

| I have been unemployed at any time during the last 12 months.

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

[0  Ireceived unemployment compensation during my unemployment.

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

Please read, sign, and date:

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

Employee Signature: }%ﬂﬂr :ﬁv} Datﬂb_ ’ 5’ 1

RetroTax®
3730 Washington Blvd.
Indianapolis, IN 46205

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

www.retrotax-aci.com



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 952.277.5227 or
using any other form of contact) for additional assignments. If you fail to do so, it
may affect your unemployment benefits.

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

_ﬁm’ > G317
Eployee Signature: Date:
lAng

Employee (please print your name here)

CMG_SM - Rev. 08.2013



DRUG AND ALCOHOL

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

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

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

Yoo Hng
Individual’'s Name

G-13-17
Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



Fixed Indemnity Medical Benefits_Plan 2

» #8 + ~ 219301-ESG-1 OFFICE USE ONLY LOCATION Rehire Date _ — I T
ENROLLMENT FORM ESC CU(UNAC-MN) P1 v18.2
Fﬁlﬁf'ﬁﬁﬁé—iﬂék'm? BLUE INK (Must Be Filled Out) i

Name | Social Security # Home Phone Gy %
?W@Qf’f Wﬂl . HT-T-T78s | GSI-Gop-&278. |
Address n\& ,, ! l ] . ’ & Apt. #
City ' State | Zi Date of Birth
N @m\, Lim Sine '
B. DO O OR A O OUR DEP D R D ARE B

DYesZ No. If Yes, please continue.
Medicare Effective Date

Medicare Health Insurance Claim Number (HICN)

e ¢ 3o A 50 6t | remmiam 3o boanire v+

Name of Covered Person (s):

3.

1 2
Payrol Dedicted Weskiy Rates

You MUST select a coverage level before any benefits in Section C. Your coverage level for the all benefits in Section C will be

identical. The Fixed Indemnity Medical Plan, Dental Plan, Term Life Plan, and Short-Term Disability plans are underwritten by BCS
Insurance Company. The Vision plan is underwritten by

y Companion Life Insurance Company.
SELECT COVERAGE Level, D0 INORMNITY | penral VISION Termure | SHORTTERM
Emploype Only‘ D 529.25 @ 56‘17 w | 53,42 @ $0,3d a 5420 '
Employee +1 [_| $41.10 $12.34 $4.92 $0.90
Employee + Family ] $54.88 $20.36 . $6.56 $1§0 e _
___ NowalBenets 4] [ves [INo | Clves [INo | [lves [INo | Clves [Ino | [ves [

1This coverage is not available to residents— ofi\lH, HI, or PR. 25TD is not available to persons who work 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 | Sex § Relationship
P LIS b L1 | [MIF] |[Ispouse[TIchild[]Domestic Partner
Name | Social Security # Date of Birth | Sex i Relationship
- s ‘ ‘ /1 @ : [ spouse D."Child D Domestic Partner
“Name i Social Security # Date of Birth | Sex | Relationship
L. NN . 0, o g = e ;- g e / @ !DSPOUSEDChildDDomgsﬂc Partner
Name ! Social Security # Date of Birth | Sex Relationship
..... i A i IMIEE] Dlspouse [ chid[]Domestic Partner
BV EEGE YOU MUST SIGN AND DATE, EVEN IF YOU DECLINE COVERAGE

| have read the benefit packet and understand its limitations. | understand that open enrollment is only available for

a limited time and | understand that making no benefit selection is a declination of coverage.

t

oae & /13107 |

t_g!GNATUB

This is an Essential StafCARE Enrollment Form.



L employer solutions staffing group.

Leveraging Resources in a Changing Market : mﬂm Em% m

T O Ot Apm ¢ By ¢ A2

Enhanced MEC Plan_Plan 1 o el g

Benefits Enroliment Form 3 New Emplovee

Employee Information

[] Rehire Rehire Date

Name (First and Last) Soclal Security Number
cert g 3H7-T6- 1785
Address City State " |Zip Code
VA Hazewmpood S S foul I 5100
Gender Male | Marital Status [1 Single | Date of Biyth . Datp of Hire
01 Female | JA Married 1 Divorced &‘\- 4- Ao G121
|Phone Number: Email Address:
(esl-502 - G218
Please Select Desired Coverage:
Employee Only - Employee+Spouse - [ | Employee+Child(ren) - Family -
$24.00/Week $38.00/Week $36.00/Week $63.00/Week

L 1% i | i 1=
[social Securty # Birth Date | Sex Relationship
ML Last Name . E FM.:I:NQ Dspam;ngm%
| s M L sm|s;°urny# i il BJI;;.hm o Rei_“.ti. ; AL
[ First Name ML Last Name _ El :::m Dspamnosesﬁcmdm
FANETT 4 T g ——— T s G ST A o i o fatai A ST et A i T siipdBS
) Srgi e il e sl S smmsmmy# _ Bm;wm su Rdaﬁ e
First Name M, Tast Nams O Male [lSponse [ Child

[1 Domestic Partner

EFF. DATE
EFF. DATE
EFF. DATE

Employae Acknowladgement and Authorization -1 heraby apply for the group bensfit{s) as Indioated, | acknowledge that all entries are true and complete and that
any misstataments or failure to report Information may be used as the hasis for

cancallation of coverage for me and my dependent(s), if any, from the original
effectiva date. Further, | authorize my employer to make the necassary payroll deduetion of premiums for coverages | have elacted, 2

(IF ENROLLING - YOU MUST SIGN HERE
Employee Signature

empLoveespecLune L4 | am DECLINING coverage

| understand that | and/or my dependants, if any, waive any coverage and desire to participate In the

must meet the requirements defined In the Certificate of Coverage for the company's madical or dei
(including my spouse) bacausa of other coverage, | may,

days after the other coverage ends. in addition,
of adoption, | may be able to enroll myself or

Date

plan at a later date, i/we may be considerad a late enrolles and
ntal plans. if | decline enroliment for myssif or my dependents
In future be able to enroll myseif or my depend In this plan, provided I request anroliment within 31
if a new dependent relationship forma as a result of marriag

e, birth, adoption, placement for adoption of parting sult
my depandent, provided | request enroliment within 31 days of the event.

IF DECLINING- YOU MUST SIGN HERE

Employse Signature %4‘ %’u&
E 4

Dats é_/}.r?

Employer Solutions Staffing Group Heaith Benefits Team
7301 Ohms Lane Suite 405
Edlna, MN 55439
Phone: 862-767-9519 Fax: 952-767-9515
Email: Health@employersoiutionsgroup.com




