employer solutions staff ing group. AT S,
Leveraging Resources in 3 Changing Market Tel: 952.835,1288

www.esgstafﬂngsolutions.com

New Hire Application

Personal Data-- PLEASE PRINT LEGIBLY IN INK

Last Name Kdg_m e First Name I%)/LS Middle initiai /1/
Street Address__| ] fO Q dgé&;gs —AptiSte
City/State/Zip Mggm,,& « 0, 5%)17 Social Security Last Four x-xx.

A A
Phone Number '/&5/)‘/3 (=7069 — Email Address @g §A'd‘,gge30 @QQZQ// Lo
—YJaneg

Staffing AgencyIRecruitment Partner

All offers of 8mployment ars conditionaj upon saﬂsfactom proof of Identity and legai abllity to work In the U.S.A.
Are yoy legally authorizeq to work in the United States of America? /E YES [INo )

Applicant Certification and Authorization

qualifications for employment. | authorize ESSG to make Inquiries of my former employers, except as indicated In this application,
regarding my previous duties, responsibiiities, performance, compensation and eligibllity for rehire,

| understand that a comprehensive background check may be conducted to determine my ellgibility 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
requiredy by cllents, govemment regulations or by ESSG policjes,

| 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 ajj Statements made in my appiication are trye and accurate ang that | have not omitted any materiaj Information or provided
false or misleading information, | understand that any material omission or misrepresentation will result In my disqualification from
consideration for employment or, i discovered after | begin employment, wiil resuitin my termination,

If hired, 1 agres to ablde by the policles and Procedures of ESSG,

Haos Kopens P & 77
Name (Print or type) Applicanf's Signature . Date

A copy or facsimile ("fax") will be considered the same as an original signature, Email will ONLY be used for employment correspondence
1oy For ESSG Office Use Only

DOH NHw -9 8850 wa
————— —_—— —_———— —_——

Emergency Contact Info Background Relsase Form Background Results Unemployment Letter ESC Application
(if applicable)
For ESSG Ciient Use
DOH ROP Work Site Loe, WC Code
—_— - —_—_—

ESSG - Supermoms CMG Rev. 0572015



The exceptions don't apply to gy lemental 5] Nonwage Income. If yoy have a farge amountof
F Ol‘ m W4 ( 201 7) greater m'g’-. $1.000,000.p 4 e b nonvygga lnajogme, e:#o ataesd lnt;n;‘reetaor?- deadmlga,Fo

Basic Instruotions, if You aren't exempt, compjete Tonsider making estim fyments using Form
Pumpose, Compiete Form W-4 50 that your the Parsonal Allowangas Worksheet bejow, The wﬂfsﬁgg’mg"‘& 'gd,“:'ﬁ'?:'g Otherwiss,
employer can withhold the comrect federaf Income Worksheets on page 2 furthar adjust your yo! ulty Income, see Pty oo & e ompl?nsil?gh%'uld

from your pay, Congider compleﬁn:? a new Form withholding allamosa ed on Hemizgg a""uat = n?u'hnldl on Form 4 o o W!t?’
W-4 each Kaar and when your personaj o financig] deductions, certajn oredits, adjustments to Income, adjust your w ng .
situation g anges. or lwo-eamers/mulﬂpla Jobs Situations, Nr?d earners or multiple jobs, If }J'og lir,‘g\m am
Exemption from Withholding, if you; arp exsmpt, Complete all workghagts that . Howaver, yoy touing 8pouse or mare than one job, figure the
gomplete only lines 1, 2, g, 2,9 and 7 and gjgn the may cla’?m fewer (or zarg) aﬂovm:pcga'{ For regular o a"":g’sngf “""wﬂg';l%yggr;'{:m o:g 10 claim
Torm o validate i, Yoir exarr on for 2017 expires yoges, Withholding musf be paaas on allowanges e oL Witho usually wil bg o Form
Febru:ﬂrx 15, 2018, See Pub, 805, 1o Withhoiding Yor claimed and may not b o i amount ar When al oo .4 claimed on g7 ‘,’:ztm"_':b
and Tax, Percentage of wages, forthe highest g Job and zerg allowancss are
Note: If ancther Person can glajm YOU as a dependent Head of househald, Generally, ¥ou can claim heaq claimed on msmnrs. 8ee Pub, 5p5 for detalls,
on his or her tax T8iUm, you can't claim exemption of housshoid ﬁ!lng status on your tax return onjy if Nonresident len. If you & nonresident aj 9
m withholding If your Income exceads $1 50 You are unmarrisd ang BY more than 5096 of 1 Nm'i'c':’;'m S‘u"“,' yo “’,?orm Wa lnsu-ucﬂgg'ssfgr

and inciudes mors than $35p of uneamed income ffor Josts of kesping up 3 home for yourselif ang your Nonresiders AP ?e%:'mm leting thie 2
exampie, interest and dividends), depende, a? or otﬁer qualitying Individuals, See ns, Pleting m,

Pub, 601, ptions, Standarg Deductlon, and Check your Withholding, After your Form w-4 takes

ns.Anemplgraenmybeabletoclalm Flling Infa for [nfo ati Pub, 605 to how th unt

exemption from withhgj, ng even if the employes |s g Information, for rmation, B;'"?ﬁ,‘ lvl:lteh hg'd o saemawurs '%?;gted you at':x
a dependant, if the employee; Tax omtflta. You can lakel l:ﬂ:lef:ttadl ta: ) for 207 7. Sga Pup, 555, sspec%glly ﬁyour eamings
* Is age 65 or older, mﬂ;;,ggﬂg,f;’,'}gn?gﬂwgpgw":;f;mm SXosed §130,000 (Singls) or g s (Marriac),
* Is blind, or ©Cars expenses and the child tax credit may be clalmed Future developments, infoy

; or
deductlons, on his or har tax retum,

AW cleim adjustmerts 1 Income; tax crace; g’eﬂgﬂ?gﬁ?gﬁ'ﬂ'@'m'mﬁﬁm porkahast beloy, oyelo
o

C  Enter* for your Spouse. But, yoy may choose tg enter “.p-* if You are married and have either a working spougg or more
than one job, (Entering ~-g-» may help you avoid having too Jitile tax withheld)) | R T RS

. Cc

D Enter number of dependents {other than your spouse or Yourself) you wijj claim on yoyr tax retum D

E  Entersq» if you wii file ag head of househaid on your tax retum (see conditiong under Head of housgholg above) E

F  Enter=y ifyou have at least $2,000 of child or dependent carg enses for which You plan to claim g credjt F
{Note: Do not Include chiig Support payments See Pub, 508, Chiid ang Dependent Care Expenses, for details,)

® If you plan to Htemize or clalm adjustments to Income ang want to redyce your Wwithholding, seg the Deductiong
For acey and Adjustments Worksheet o, page 2, '

complete ajj ® If you arg single and haye more than gne joborars Married and yqy and your spoyse both work ang the combineg
Worksheets eamlnFs from all jobs exceeq $50,000 ($20,000 i married), see the Two-Eamers/Mulﬁple Jobs Worksheet on Page 2
that apply, 1o avold having too Jittje tax withheld,

® If neither of the above situations applies, stop herg and enter the number from fine Honline 5 of Form w-4 below,

=1 w.4 Employee’s Withholding Allowance

Department of the Treasury P Whether You ars entitled to claim a certaln number of allowances o exemption from Withholding i5
Intemal Ravenue Seryis Subjeot to revigy by the IRS. Your employsr may pe required to seng 5 Sopy of this form
1 Your first name and middle inftig)

HEM) 2/ ene 77s- of-c og”
Home address (number and srset or rurg routs) 3 {1 singe L] Married [] Manied, byt withhold st higher Single rata,
50 .‘ bl (%A Nots; If married, byt legally seps ated, nrspotmelsanonrealdemanen, check the "Single” box,
City or town, stlts, ang 2IP code 4 Hyour last name ciiffers fram that shown on your Soolal security carg,
NG D ‘4L JJ | } cheok here, Yoy must call 1-800-772-1213 for a replacement card. B[]
5 otal number of allowances You are Claiming {from line H above or from the appilcable workshest on Page 2)
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Under p ] d belief, it js true, correct, and completa,
Employee's slgnature
{This form is not valid unj

For Privacy aAct and Paperwork Reduction Act Notice, spe page 2, Cat. No. 1022pq Form W-4 {2017)



i —

Employment Eligibility Verification UScCIs
Form 1-9
Department of Homelang Security
U'S. Citizenship and Immigrasior Services ‘,’;,;‘?;,:“;,;,g‘,;f,‘;;’

RE: Read Instructions carefully before Compieting this form, The Instructions must be avaliahle, either In paper or alectmmeally,
during compietion of thig form, Employers arg liable for grrops In the Completion of thig form.

ANTI-DISCRIMINATION NOTICE: It s fllegal to discriminate against work-authorized individuajs, Employers CANNOT Specify which
document(s) an employes may.present tg establigh empioyment authorization ang Identity. The refusal to hirg of continue to employ
an indlviduaj because the documentation Presented hag g future expiration date May also constityte lllegal discrimination,

Seotlon \. Emplayee nformation and At 'ﬂ(m;'eem'eendm dmnmfl-ﬂn@ter
than the first day of emplovme h but riot befors agespfing o 1 -

Middie Initig) Other Last Names Used (Fany)
2V

g

. | SIS/
U.S. Soclaj Security Number Empioyee's Telephone Number
Y10 15]- ole] - e o ) #32- 706,

I attest, Under Penalty of Perjury, that | am (check one of the followlng boxes):
X 1. Acitizen of the United States

[J2a noncitizen national of the United States (seg Instructions) *
D 3. A lawfu] Permanent resident (Alien Registration NumberIUSClS Number);

D 4. An allen authorized tg work  unti {expiration date, if applicable, mmiddlyyyy):
Some aligng may write "N/A" i) the expiration date field. (See lnsﬁwﬂons)

Aliens authorized to work myst Provide onjy ope of the following document numbers to tomplete Form 1.9-

An Allen Registration Numbel/USCls Number oR Form 1-94 Admission Number or Foreign Passport Nu'mber.

1. Allen Registration Numberuscis Number;
OR

2, Form |-p4 Admission Number;
OR

3. Foreign Passport Number:

QR Code- Saction §
N In This Space

Country of Issuance:

Todi Date (mmuy,
oday's Date (m, Wg‘“ﬁ/

@ Engplqyer Congpletes Next Page @

Form I-9 1171472016 N

Last Name (Family Name)

Address (Street Numper and Namsg)




Employment Eligibility Verification

Department of Homeland Security
U.S. Citizenship and

Immigration Services

———

ieed Representative Review and VoroaT a
wmwgmmustamwefa_ Regtion B within @ blsjre 85 elaya of the employes's first day of emplayment, You
/ ; dogimn fmmumonam'mswwmmmmwaanumdoaumemnamw%aanwmmw
i ‘ Last Name (Famiy Name) First am;a (Given Name) M.l - Citizenship/immigration Status
Employee Info from Section 1 anc ] l ‘ S Cads
List A OR ListB AND : ListC
Identity and Employment Authorization , ldentin Employment Authorization
Document Title g Document Title N
US Gt Corkifs cafe
Issuing Authority Issuing gog E
Document Number Document Number Docu Numper,
2 N2 B 132 g (o
Expiration Date (i any)(mm/ddiyyyy) Expiration Date (i, y)(mm/iddiyyyy) Explration Date (i any)(mm/ddfyyyy)
5/8(7017 N (A
Document Title
Issuing Authority Additional Information S.oR Ngsaeo?rftas 5.“?%?:5,,22
Document Number
Expiration Date (if any)(mm#ddiyyyy)
Document Title
Issuing Authority
Document Number
Expiration Date (i any)(mm/ddsyyyy)

employes Is authorized

penalty of perjury,
(2) the above-listed document(s) appear to be genuine and to relate to
to work In the United States,

The employee’s first day of employment (mmv/dd/yyyy): {0 l g { w -1 (See instructions for exemptions)
2 A 1

that (1) | have examined

the document(s) presentad by the above-named employee,
the employee named, and (3) to the best of my knowledge the

[BS5e

G) Today's Date{mm/dd/yyyy)

_GI%]emT

Title of Employgr or Authorized Representative

Last Name of E@*)mhﬂmoﬂzed Representative

First Name of Employer or Authorized Representative

Employer's Business or Organization Name
EMPLOYER SOLUTIONS STAFFING GROUP LLC

Employers Business or Organization Address (Strest Numbﬁ% City or Town State ZIP Code
7301 OHMS LANE  SUITE 405 EDINA MN 55439
[Beation 3 Ravarffieation and Rehirea (7o 42 templelod gnd igned by aivpinyer o aithorddd epreserthive ) DRI
kgable) '

A. New Name (#agg

B. Dafe af Rehire (F appiieanls)]

Last Name (Family Narme)

First Name (Given Name)

Middie initial

Date (mmvddsyyyy)

e employee's previous grant of employm
continuing employment autha)

V! ‘ & expired
zatian in the spacg provided below.

tharization

Document Title

Document Number

Expiration Date (if any) (mmridiyyyy)

I attest, under Penalty of perjury, that to the best of my knowledge,
the employse presented document(s), the document(s) | have examined appear to be

this employee is authorized to work in the United States, and if
genuine and to relate to

the individual,

Signature of Employer or Authorized Representative

Today's Date {mm/ddpyyyy)

Name of Employer or Authorized Representative

Form I-9 11/14/2016 N
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522001334460

THIS 1S A TRUE AND OFFICIAL RECORD OF THE BIRTH REGISTERED IN THE [
- OFFICE QF_1TH§_STATE;BEQ!$ iTAR - DATE FILED: JANUARY 11, 1965 2

PLACE ISSUED: RAMSEY

 DATE ISSUED: - JUNE 16, 2003 g g

i

* STATE REGISTRAR




EMERGENCY CONTACT INFORMATION

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

Employee Name: [H NS KQ l/’ CNne—

Address: _M_%y‘s
Home Phone: _M, % ‘L’7_067

EM aaoa ay cgmrAéfs :
Please list two peopla (in priority ord?r) w a eould be contavted In case df an emargency

Contact #1 Home Phone: 4§ 1. J&E7/-504
Name: HQﬂS tb"& M Cell Phone:
Relationship: @‘Qd | Work Phone:

Contact #2 ‘ ' Hom.e i’hone:/énfllgob'qu (
Name: Dolly Fdomrs Cell Phone:
Relationship: m o~ 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
Wage Payment Method Authorization (Minnesota)

Employees have the option of receiving wages by Direct Deposit and/or Payroll Debit Card.
If you do not provide a written election, wages will be paid by paper Check.
S Gl @O BASIE INEORNENEEON

R
Al RO 2 PAYROLL, ELECTIOR

|_| Direct Deposit (Please complete Sections 3 and 5 below)  Note: Diigt Deposit accounts may take up to 7 days to be activated

I:‘ Payroll Debit Card (Please complete Sections 4 and 5 below) A | Paper Check (Please complets Section 5 below)

SEERORN S DIRECE DEPOSER

O Update Bank Account

Bank Name:

Routing# _
Account#

Account Type: _ [] Checking [ Savings []Other

To help us avoid making an error, please attach a copy of'a voided check. (a deposit slip will not work)
If'you change banks, donotclnseyuuroldbankamuntunﬁlyonrdirectdeposithasmdatﬂlenewbank,whichmaytathaypeﬁods.

SECHONT L PANROLE DEREE CARD (GEOBAL GASEEARD)

Federalhwmqﬁmaﬂﬁnmﬁﬂmsﬁhﬁmsmobmimvwiﬂ,mdmmdhﬁmﬁnnﬂmmmﬁﬁumchpmwhoopnnaccount.lnorderm
mquestaPayrollDebitCardforyon,wemustpmvideallofthefoﬂowinginformaﬁonthatwiﬂennbletheﬁnancialinsﬁunimtoidenﬁﬂyomIf
you do not submit a Direct Deposit/Payroll Debit Card Authorization, ESSG will provids the necessary information and issue you a Payroll Debit
Cm‘dmpayyourwages.Foryourprotecﬁon,theﬁnancialinsﬁmtionmayaakyoutoprovidethemaddiﬁonalidenﬁfmﬁoninformaﬁonsotheycan
verify your identity.

Exceptfortherouﬁngandaccmmtmbﬂr,BSSGdoesnnthsvencccnmanyinﬁ)maﬁonregardingyomPaymll Debit Card account or
transactions. On your first payday, you will receive your new Payroll Debit Card, and a packet containing ail 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 yon receive
wages, -

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

I 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 acconnt number that I provide is incorrect,

Initial - Date

First Name ML Last Name Date of Birth
Street Address ("0 BOX NOT ACCHPTABLE) 5 Social Security#
City Stato Zip Cell Phone (mabils)
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

IhwereceivedmyinuﬂDebﬂCﬂiwdmehochmqpmgrmﬂWS.nglmmwdiﬁm& and disclosures, By activating my Payroll Debit Card,
1 am agreeing to the program terms, canditions, and disclosures that are included or made available to me from time to time from the financial institution. 1
authorize the financial institution to debit my Payroll Debit Card account for the fiees described in the fee schedule that is part of the program terms,
conditions, and disclosures.

Employee’s Signature: _M‘;;O Date: 6 ’% /7

SEGHEON S NESEET O RTZN LG

I authorize ESSG to directly deposit my periodic wages/campensation 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: l‘!“m( W/jo @ (7/’?01/ ‘ Cor)

this information will only be used to send your paystubs electronically

Employee's Signature: 74‘"‘, i Date:__ {5 -~/ 7




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-
nai. 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.

Personai Information: Please print the information requested below to identify yourself for BGC.

Printed name: ‘Hoac Sorhnr .KDL. £NC
First Middle (OO Last
none)

Other names used: Ro. miy
Current county of residence: 7

Current and former addresses:

LTE dlog  _amen j750 150 Beblobug Mapkred run I

from Mo/Yr to Mo/Yr Street City, State & Zip
from Mo/Yr to Mo/Yr Street City, State & Zip
from Mo/Yr to Mo/Yr Street _ City, State & Zip

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

l-2-55 4I-04-990F8

Date of hirth Social security number
Hoas Fohone
Driver’s iicense 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 boxATl.

) B G-£-17

Signatufe Date




. employer solutions staffing group.

| everaging Resources in a Changing Market

STATEMENT OF CONFIDENTIALITY

This agreement made this_ & day of ' , 201 7, between
Employer Solutions Staffing Group LLC, hereinafter referred to as “employer”,
and gﬁﬂ& \@;M 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.

(L)
Employee Signature

\

Employer Solu@s Staffing

roup LLC, Representative



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, 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): f—}/-){)j @QML—.

Signature/Firma: 7/MM %/M




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.

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: iy %""‘*” '
Printed Name: “H nJs K)L CNR_




- 8850 Pre-Screening Notice and Certification Request for
(Rev. March 2016) the Work 0ppo|1-_un]ty Credit OMB No. 1545-1500

lmsrnall m};as.;wm : » 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 “ﬂn < kJ«Q& Soolal security number» ¢ 2f-O 59908

Street address where you live yo (

City or town, state, and ZIP code w

County ﬁ_q {V@/ Telephone number J/Af/' } ﬁ/.? Z:- 7062

If you are under age 40, enter your date of birth (month, day, year) / -1 &

1 [ 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 recelved asslistance from Temporary Assistance for Needy Families (TANF) for any 9
months during the past 18 months.

e | am a veteran and a member of a famlly that received Supplemental Nutrition Assistance Program (SNAP) bensfits (food
stamps) for at least a 3-month period during the past 16 months.

® | was referred here by a rehabliitation agency approved by the stats, 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 (SSI) 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 totallng at least 6 months during the past
year.

4 [ Check here if you are a veteran entitied to compensation for a service-connected disabllity 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 unempioyed for a
period or periods totaling at least 6 months during the past year.

6 [ Check here if you are a member of a famlly that:
* Received TANF payments for at ieast the past 18 months; or
* Received TANF payments for any 18 months beglnning after August 5, 1997, and the earliest 18-month period beginning
after August 5, 1987, 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 ali or part of that period
you recelved unemployment compensation.

Signature—All Applicants Must Sign

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

Job applicant’s signature » #’&’Ly — Date 5 o K‘: / 7

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



Form A (rev. 01/2016) TAX CREDIT QUESTIONNAIRE
EMPLOYER SECTION:

Client: Company:
Employer Solutions Group C,M\b

Location: WW\/ Position: Py A gw Stirdsgivancys ] ). S0

EMPLOYEE SECTION:

TSpuciahistslin tax Cladit Adninisirsion

Employee Name: Street Address: City/State: Zip:
lLEQIU ol — 1 7£0 _@dg@th M%Qgﬂ W) (1147
SS#: Date of Birth: Ag : Have you worked for | If yés, locatiofi:
_ _ this company before? :
475 "oy ~agoy | L 11 & [] Yes D] No
- -
Please complete all questions, and sign and date the form. Yes No

1. Have yon or has anyone living with you received Temporary Assistance to Needy Families (TANF) |___| ﬂ

at any time since August 5, 1997? (if yes, pleaso provids information below.)

Name of the person receiving benefits: Relationship to you:

City: County: State:
2. Have yon or has anyone living with you received Food Stamps (SNAP) at any time during the past 15 months? I:I

(1f yes, please provide information below.)

Name of the person receiving benefits: Relationship to you:

City: County: Stats:
3. Have you received Snpplemental Security Income (SSI) at any time within the past 3 months? |:| ,E

Please note, this is not the same as Social Security benefits (SS) or Social Security Disability (SSDI) bensfits.
*If you checked yes please provide a copy of your SSI documentation.

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

O
&

|:| Vocational Rehabilitation Agency Dept. of Veterans Affairs [:l Employment Network (Ticket to Work Program)
Name of Agency: Phone #:
City: County: State:

3If'you checked yes please provide a copy of your active Individual Work Plan and Ticket to Work documentation.

5

5. Are yon 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 o, please continue to question #6.)

Dates of Service - Fram: / I - To: / /
Branch of Service:
‘Are you entitled to or are you receiving compensation for a semce-connemd disability? I:I I:l
6. Have you been unemployed at any time during the last 12 months? =B FE
If yes, dates of unemployment - From: / / To: / /
Did you receive unemployment compensation at any point during your unemployment? I:l E
If yes, dates received unemployment compensation - From: / / __To: / /
7. Have yon been convicted of a felony or released from prison for a felony conviction in the past 12 months? |:| E
Conviction Date: / / _OS  Release Date: / /__of
Was thisa D Federal or D State conviction? If State - County: _ﬁp.msu State: 211
' | Additional Tax Credits 1
IEC (Native American): Are you or your spouse a member of a Native American Tribe? D E
*If you checked yes please provide a copy of your CDIB card.

CA Residents: I___l Are you the child of foster parents? D Do you receive CalWorks? I___l ‘Workforce Investment Act?

|___| Are you a migrant or seasanal farm worker? |:| Have you ever been convicted of a misdemeanor?
SC Residents: [:l Do you receive Family Independence Benefits?

PLEASE READ, SIGN, AND DATE:

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

New Employee Signature: D — Date: &-F= /7




Qualified Long-Term Unemployment Recipient

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

Company: QM '
Loeaton: (v, K~ k™ | BmploveeNames /. sS4 o J-0Y- G700

EMPLOYEE:

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

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

If applicable, dates of unemployment - From: _ To:
From; / / To: / /
From: . / / To: / /

[0  1received 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: L - Date: g
oo i E-£/7

RetroTax”
3730 Washington Blvd.
Indianapolis, IN 46205

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

www.retrotax-aci.com



Th

_ employer solutions staffing group..

Leveraging Resources in a Changing Market

Notification of Minnesota Law Requirement —

Unemployment Acknowledgement

According to Minnesota Statute section 268. 085, subdivision 2, paragraph (d), an
applicant who, within five calendar days after completion of a suitable

Jjob 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 Jjob 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 responsible to contact ESSG within 5
-calendar days once an assignment ends. | also acknowledge that | have received
a separate copy of this form. _-,ézg(lnitial)

AAH £-/-/7

Employee Signature: Date:

_&n.f /LOL\.W—-'

Employee (please print your name here)

CMG_SM - Rev. 09.2013



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 coniract or offer thereof.

34 | 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.

Hags Ldon

Individual’'s Name

G-£=17

Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



-

Cemmrmzzres G080 ESNG g

Enhanced MEC Plan_Plan 1 sl e

Benefits Enroliment Form [ new Emplo

Employceliionmation

[l Rehire Rehire Date

Name (Flrst and Last) Soctal Security Number
Haor EolewfS | Y2/ -0F-990F
Address _ City M)‘ ﬁ State Zip Code
\190  Ordlel s #’? Rarnsire y27v] &61177
Gender E':mm:b ms;m,g:l;h:;d tmamn "z ] 19— Dats of Hire
TZZ}W%Z:?OM Hsn:kﬁm@@a‘./.%

Please Select Desired Coverage:
Employee Only - Employee+Spouse - || Employee+Child(ren) -

Family -

$24.00/Week $38.00/Week '$36.00/Week $63.00/Week

Social Securty # Birth Date | 89X Relationship
Lol . 0] male DiSpouse [ Child
W Lost Nema 1 Female O Domestic Partner
Socal Security # BithDate | Sex Relationship
£ [0 Male CJSpouse [ Child
ML ~ LastName [} Femae 3 DomesticP;
A i A R R R I s B B e
Social Security # BirthDate | Sex Relationship
O Male S 0 chid
Tt Name M, Last Nams | D] Femee | poase -
NAME OF PERSON COVERED (FIRST, LAST):
EFF. DATE
EFF. DATE
EFF. DATE
Employes Acknowlatgement and Autharization - | herehy apply for the group henefit{s

) as Indicated. | acknowledge that all entries are true and complete and that

lation of coverage for ma and my dependent{s), if any, from the original
make the necessary payroll deduction of premiums for covearages | have elected.

[IF ENROLLING - YOU MUST SIGN HERE
Employas Signature . JeAy 2T Date 6‘2{—-— / :;‘,-

eweovessoecinne [T | am DECLINING coverage

| understand that | and/or my depsndents, if any, waive any covarage and desira to participate In the plan at a later date, I/we may be considered a late snrollee and

| must meet the requirements defined In the Cartificate of Caoverage for the company's medical or dental 8. It | decline enrollment for myself or my depandents
(including my spouse) becauss of other coverage, | may, In future be able to enroll myself or my depend in this plan, provided | request enroliment within 31
days after the other coverage ends, in addition, ifa new dependent relationship forms as a result of marriage; birth, adoption, placement for adoption of parting suit

of adopfion, | may ha able to enroll myssif or my dependent, provided | request enroliment within 31 days of the avent.

IF DECLINING- YOU MUST SIGN HERE
Employee Signature Z&,“ Date g = ﬂ&’ / 7

? Employer Solutions Staffing Group Health Benefits Team
7301 Ohms Lane Suite 405
Edina, MN 55439
Phone; 952-767-0518 Fax; 962-767-9515
Email: Health@employersolutionsgroup.com

any misstatements or faflure to report information may be used as the basis for cancel
offective date. Further, | authorize my employer to




Fixed Indemnity Medical Benefits_Plan 2

« ¥S| . » 219301-ESG-1 OFFICE USE ONLY LOCATION

Rehire Date / /

ENROLLMENT FORM

ESC CU(UNAC-MN) P1 v18.2

A. REQUIRED EMPLOYEE INFORMATION

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

ame Social Security # | Home Phone ex

= Hang kden J1E5] noy S [
Address 760 ﬁ l“o [Uﬂlw.( fpt.# F
City State ‘ zi Date of Birth
‘ﬁgﬁ&@d Vula) ", /1 | 'z lgs

B. DO YOU OR ANY OF YOUR DEPENDENTS RECEIVE MEDICARE BENEFI[TS? Y

YesD No. if Yes, please continue.

Medicare Health Insurance Claim Number (H ICN) BC J,ﬁs Medicare Effectiye Date
R <. 4 S SN o | &y 777 S

Name of Covered Person (s): T

. Bl.cro83 | 2 3,

C. LIMITED BENEFITS PLAN SELECTION Payroll Deducted Weekly Rates

You MUST select a coverage level before
‘'identical. The Fixed Indemnity Medical Pla
Insurance Company. The

any benefits in Section C. Your coverage level for
n, Dental Plan, Term Life Plan, and Short-Term

the all benefits in Section C will be
Disability plans are underwritten by BCS

Vision plan is underwritten by Companion Life Insurance Company,.
SELECT COVERAGE LEVEL I mggglgﬂnym DENTAL VISION TERMUFE | SHORETERM
~ Employes Only [ s2025 @  se17 s2a2 [ soé0 )| sz {B)
Employee + 1 [] $41.10 $12.34 $4.92 $0.90
Empleyee + Family [ ] $54.88 $20.36 | $6.56 s |
..... 1\!0 to ALL preﬁts g’\ DYes D No . D_Yes DNO I—_—IYei I_____lNo | I:_I_Yes_ DNQ_' _DY-es D.__No ‘

1This coverage is not available to r&idents of NH, Hl: ;r PR.2STD is not a\;ailabl

e to persbns who work in CA, Hl,_

NJ, NY, or RI.

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

Name Relationship

please write in your beneficlary information. Accidental Death &

D. REQUIRED DEPENDENT INFORMATION

Name Social Security # | Date of Birth | Sex Relationship
B " ! i L U 1_‘_____'_%]1/!] [ 1Spouse[ ] child [_] Domestic Pariner
Name Social Security # | Date of Birth | Sex Relationship
- e - /_ _.{ ) IE' O Spouse[_] Child |:| Domestic Partner
Name Social Security # Date of Birth | Sex Relationship
T : __ 7 | [MI[E] | [spouse [ child ] Domestic Partner
Name Social Security # ' Date of Birth { Sex Relationship
B S L et S A . [Jspouse[ ] child [ ]Domestic Partner

E. REQUIRED SIGNATURE

YOU MUST SIGN AND DATE, EVEN IF YOU DECLINE COVERAGE

I have read the benefit packet and understand its limitations, | understand that o
a limited time and | understa_nd that ma_lin_g_r_ao benefit selection is a declinatio

pen enroliment is only available for
n of coverage.

DATE O &/0§/ to _J:i >

SIGNATURE ?/&://M

This Is an Essential StaffCARE Enrollment Form.



