S1oP Employer Completes This Page e/

Section 2. Employer or Authorized Representative Review and Verification

(Employers or their authorized representative must complete and sign Section 2 within 3 business days of the employee’s first day of employment. You
must physically examine one document from List A OR examine a combination of one document from List B and one document from List C as listed on
the "Lists of Acceptable Documents" on the next page of this form. For each document you review, record the following information: document title,
issuing authority, document number, and expiration date, if any.) £

A
—— . =z 77
Employee Last Name, First Name and Middle Initial from Section 1: P / 5 M
/,..»,/ﬂz/ ae
AND

List A OR List B List C
Identity and Employment Authorization Identity Employment Authorization
Document Title: _ {Document Title: Document Title:

Issuing Authority: Issuing Authority: Issuing Authority:

Document Number: Document Number: Document Number:

Expiration Date (if any)(mm/dd/yyyy): Expiration Date (if any)(mm/dd/yyyy): Expiration Date (if any)(mm/dd/yyyy):

Document Title:

Issuing Authority:

Document Number:

Expiration Date (if any)(mm/dd/yyyy):

3-D Barcode
Document Title: Do Not Write in This Space

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): (See instructions for exemptions.)
Signature of Employer or Authorized Representative Date (mm/dd/yyyy) Title of Employer or Authorized Representative
Last Name (Family Name) First Name (Given Name) Employer's Business or Organization Name
EMPLOYER SOLUTIONS STAFFING GROUP LLC
Employer's Business or Organization Address (Street Number and Name) City or Town State Zip Code
7301 OHMS LANE SUITE 405 EDINA MN 55439

Section 3. Reverification and Rehires (To be completed and signed by employer or authorized representative.)

A. New Name (if applicable) Last Name (Family Name) First Name (Given Name) Middle Initial (B. Date of Rehire (if applicable) (mm/dd/yyyy):

C. If employee's previous grant of employment authorization has expired, provide the information for the document from List A or List C the employee
presented that establishes current employment authorization in the space provided below.

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

| attest, under penalty-of pérjugy, that'to the’best of my knowledge, this employee is authorized to work in the United States, and if
the employee preseﬁtqd‘aygny t(s), thé document(s) | have ex/afnined appear to be genuine and to relate to the individual.
o i “ i '/

Signa- ?é\of Emp%o uthtrized | e’p/resentative: Date /ddiyyy): Print Name of E,m/plo r or Authofized R ntative:
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EMERGENCY CONTACT INFORMATION

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

7 = ’T = 1574 :
Address: é y?‘/ A é( W %f’" W( / a 7
Home Phone: MW”"%E é/Z" 356 "//F),é

Employee Name: ?% 24 &L WS 4 0/4 : / //W o A

Contact #1 Home Phone: @ /2 -7 -Ke =
Name: # / B Cell Phone:

Relationship: =z @/%ZZ%@/ Work Phone:

Contact #2 Home Phone: 2 /7 — 8L —F¢ <O
Name: /L[/O’U’ & % Cell Phone:
Relationship: J M1 O'% 7/ &) 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.




Form A (rev. 08/12) TAX CREDIT QUESTIONNAIRE ,

Specialists in Tax Credit Administration
EMPLOYER SECTION:
ESG FEIN#: ESG Client Name & State:
Hiring Manager: Position: Starting Wage: $
EMPLOYEE SECTION: A Vi
Employee Name: Street Address g City/Stat Zip:
5/%// Vo< Vs Zééfﬂ)% L 24
Date of Birth: Age: Have you worked for It yes, location:
S o this company befoye?
go? G4 -Eng> [L/O_&/Lé? (g | tiscompany befuse
Please complete all questions, and sign and date the form. Yes No
1. Have you or has anyone living with you received Temporary Assistance to Needy Families (TANF) D @//
at any time since August 5, 19972 (If yes, please provide information below.)
Name of the person receiving benefits: Relationship to you:
City: County: State:
il
2. Have you or has anyone living with you received Food Stamps (SNAP) at any time during the past 15 months? I:I [’ﬁ/
(If yes, please provide information below.)
Name of the person receiving benefits: Relationship to you:
City: County: State:
. 3 . . . /
3. Have you received Supplemental Security Income (SSI) at any time within the past 3 months? D E/

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

.
\

4. Have you 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:
D Vocational Rehabilitation Agency D Dept. of Veterans Affairs D 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.

[

SPCR L

5. 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 you entitled to or are you receiving compensation for a service-connected disability?
Have you been unemployed at any time during the last 12 months?

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

0|0 OO0
B

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

Conviction Date: / / Release Date: / /

Was this a D 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 copy of your CDIB card.

CA Residents: |:] Are you the child of foster parents? I:] Do you receive CalWorks? I____l Workforce Investment Act?
|:| Are you a migrant or seasonal farm worker? D Have you ever been convicted of a misdemeanor?
SC Residents: l:l Do you receive Family Independence Benefits?

O
-

PLEASE READ, SIGN, AND DATE: o

Under penalties of perjury, I declare the information abave to bettue pécgmte to the best of my knowledge, and I hereby authorize any agency,
organization, or individuals to supply such verifi ication opinforma, nxffzal may be needed to determine tax credit ehgzbz/ztv// 0 my employer, employer

representative (Assoctated Consultants, Inc. dba Retmf% or. the
£ Date: / -27 k
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