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4 @ PO Box 46270
www.esgstaffingsolutions.com T Minneapolis, MN 55344-g95¢
D M) b 4 Tel: 952.835.1288
employer solutions staffing group..
New Hire Application
Personal Data-- PLEASE PRINT LEGIBLY IN INK
LastName ___ [ g7 First Name 774 7 Middie Initial_
Strest Address - e AptiSte
City/State/Zip C. Social Security Last Four XXX-XX- 7257

Phone Number (<5 ~39 4. SKEF~  EmailAddress 722,0 UGr @ AL ¢o
Staffing AgencyIRecruitment Partner

All offers of employment are conditional upon satisfactom proof of Identity and legaj abliity to work in the U.S.A.
Are you legally authorized to work in the United States of America? }Es [INo

Appilcant Certification and Authorization

| understand that g comprehensive background check may be conducted to determine my eligibility for hire by certain clients of ESSG.
This may include but is not limited fo, 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 al| statements made in my application are trye and accurate and that I 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 1 begin employment, will result in my termination,

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

THT f e ==l S/ostyz
Name (Print or type) Applicant's Signature Daté 4

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

For ESSG Office Use Only

DOH NHwW I-9 8850 W4

—_—— —_— — —_—

Emargancy Contact Info Background Release Form Background Results Unemployment Letter ESC Application
(if applicable)
For ESSG Client Use

DOH ROP Work Site Loc, WC Code

—_— e =

ESSG - CMG Rev. 04/2017



The exceptions don't apply to supplementa] es Nonwage Income, Jf ou have a large amount of
For m W-4 (2017) grester $1,000,006, " *° SuPP i nonwage Income, such as interest 1 dividends,

Baslo instructions, if you aren't exsmpt, com;lg'l]ate .fg%'_cé"s’ E’ifmwrﬁdmmm‘ﬂm Form
Purpose, Complste Form W-4 so that your the Personal Allowances Worksheet below. The = e addmonglxtax. If you have fwb:;
employer can withhold the correct fodera) Income Workshests on page 2 further ajust your Y m:lr?ya’fnmm 588 Pub, 505 ta b, outplfsngt?ghould

Trom your pay. Consider completing a new Form Wwithholding allowances baged o ftemized £ rwﬂ?{h Iding on Form Wg o W-&P
W-4 each ozear and when your personal or financle] deductions, certain credits, ad'{uushnents to income, adjust you olding m 6
situation changes, or Mmerdmulﬂple Jobs sftuations, 'l‘wo"deamers or multiple jobs, if %og l;‘ave ath
Exemption from withholding. if you are axem ; Complsts all worishests that apply, However, you 1015 e o5 O MCrS the an job, fgurs the
complete only lines 1, 2, 8, 4, ané'g and sign ﬂ'apet may olalpm fewar (orzeurgz auowa:ggy. For ragularyo ua'a"’}';g's e",‘r'lf ‘"“m:'iayg: “’f,:,m‘:‘:gg claim
form to validats it. Your exemgﬂon for 2017 expires Wages, withholding must be based an allowances W 4. Youo :"imﬂo‘ﬁ’m e w?l‘l be%"nost m
Febma&y 15, 2018, Ses Pub, 505, Tay Withheiding you claimed and may not be a fiat amount or en &l allowanon, ﬂ% culala"ymed on the Form wo.e
and Estimated Tayx, Percentage of wages, for the highast Paying job and zerg allowances are
Nom-; I agom; m ca3 clalr,lg :;g]u asa d?:,endent L-lfe:d of #ﬁgseholmﬂauy. yot:x ca':wcrl:lm heﬁd claimed on the others. Ses Pyb, 506 for details,
on his or her can't olalm exemption oussho| on yaur o :
from withhoiding if ﬂgm Income exceads $1,050 you are unmarrled and pay more than 509 of the Hgggﬁ'ggzmggmi%mmwyggﬁgggn&’fgﬁ
and Includes mors than $350 of uneamed income (for costs of keeping up a home for yourseif and your No rasldem'Anspp s leting his fours
example, Interest and dividends). degandenga?or otﬁar qualifying Individuals, n s, before completing b
Excsptions, An empl may be able to claim Pub, 501, ptions, Standard Deduction, and Check your withholding. After your Form w-4 takes

exemption from wi!hholg?nageaven ifthe employea I Flling Information, for nformation, effect, use Pub, 505 tp 888 how the amount you are
a dependent, if the empioyss; Tax m I?l: can m g‘zjgm :l’; ecrrgfdns Into fh;-vz’;bq ;V'ggl:{g' U%O%lgg'r:l;;gcv[gﬁ; r%eut;tsegni_ﬁg atax
* I8 age 65 or older, Wm'lhﬂld"’?g allowgnyc%s. Credits for child or dependent excsed §130,000 (Single) or $180,000 {Maried),
* Is biind, or care expenses and the child 1ax credit may be olalmed Future developments, Information about any future
2 Wil claim acustments to Income; tax crecits: o Soa Pty parzonal Alowancas Coe balow. F“‘@f#&“ﬁ%&%&éﬁ'ﬁe oated
temized deduotions, on his or her tax retun, cf?dh into wlﬂlhroldl ""2.’.'83,3,?;‘;""’ AR aeig WWW.irs.goviwd, 4

Personal Allowances Worksheet (Keep for your records.)
A Enter 1" for yourself if no one else can claimyouasa dependent . o o :

® You're single and have only one Jjob; or J

o

B Enter*1”jf: { * You're married, have only ong Job, and your Spouse doesn’t work; or
* Your wages from a Second job or your Spouse's wages (or the totaj of both) are $1,500 or less,
C  Enter “1" for Your spouse, But, you may choose to enter *-g-* you are married and have either g working spouse or more
than one job, (Entering »-0-» may help you avoid having too little tax withheld) . , ., . 9 0 0 0 a6 5 o o e
Enter number of dependents (other than your spouse or yourself) you will claim on yourtaxretum., , ., | | 0
Enter “1” if you will file as head of household on your tax retur (see conditions under Head of household above)
Enter *1” if you have at least $2,000 of chilg or dependent care expenses for which yoy Plan to claim a credit
(Note: Do not Include chiid support Payments. See Pub, 608, Chlid and Dependent Care Expenses, for details.)
G Child Tax Credit (including additiona child tax credit), See Pub. 972, Child Tax Credit, for more information.
® If your total Income wiil be less than $70,000 ($100,000 i married), enter 2 for each eligible chlid; then less *1~ j you
have two to four eiigible children or less *2” if you have five or more eligible chiidren,

mTmog
Mmoo

H  AddlinesA through G and enter tota) here, (Note; This may be different from the number of exemptions Yyou claim on your tax retum,) > H

* If you plan to ftemize or claim adjustments to Income and want 1o reduce your withhoiding, see the Deductions
For accuracy, and Adjustments Worksheet on page 2,

complete all * If you are single and have more than ong Job or are married and You and your spouse hoth wori and the combined
worksheets eamlnFs from all jobs exceed $50,000 ($20,000 if married), see the Two-EamWMulﬁple Jobs Workshest on page 2
that apply. to avoid having too little tax withheld,

® if neither of the above situations applles, stop here and enter the number from line H on line & of Form W-4 below,
Separate here and give Form W-4 1o Your employer., Keep the top part for your records.

. w_4 Employee’s Withholding Allowance Certificate OMB No. 1645-0074
Dethmsm ofthe Treasury » Whether Yyou are entitled to olalm a certaln number of allowances or exemption from withholding 1s 2 @ 1 7
Intemal Revenue Service subjeot to review by the IRS, Your smployer may be required to send a c¢opy of this form to the IRS,

1 Your first name ang middle initiaf Last name ! 2 Your socla) security number

TAT ot

Home address foumber and street or rra] routs) 3 [MSingle [ Marted L] Married, but withhold at higher Single rate,
q 60 % Note: If manied, but legally Separated, or spouse js a nonresident allen, cheok the “Single” box,
Chty or town, state, and ZIP cofle / : 4 i your last name ditfers from that shown on your socia) security card,

VE, I/ check here. You must cajf 1-800-772-1213 for a replacement card, b [l
5  Total number of allowances you are claiming (from line H above or from the appilcable workshest on Page 2) 5 o
6  Additional amount, Jf any, you want withheld from each Paycheck . ., . , R X 5
7 lclaim exemption from withholding for 201 7,and! certify that | meet both of the following conditions for exemption, |
® Last year | had g right to a refund of aji federal income tax withheld because | had no tax liability, and

If you meet hoth conditlons, write “Exempt” here. . | L e SN K
Under penalties of perjury, | declare that | have examined this certificate and, to the best of my knowledge and belief, it Is true, correct, and compiete,
Employee’s signature —
(This form is not valid unless yousignit) » % Date »
8 Employer's name and address (Employer: Completeflines B and 10 only if sendingtotheIRS) | o Office code {optional) | 10 Employer identffication 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 Form I.9
Us. Citizenship and Immigration Services

OMB No. 1615-0047
Expires 08/31/2019

First Name (Given Néme) Middie Initial Other l:ast Names Used {if.any)
(BT S
Address (Street Number and Name) Apt. Number City or Town State ZIP Code
Y]
9023\ CoTTbe" Gtove | Ly SSt/e
Date of Birth (mm/ddyyyyy) U.S. Social Security Number Employee's E-map Address Employee's Telephone Number
e\leifi1990  |UH-F- mﬂéﬁa@gg&ﬁa & (5Y-399-Speiz
1am aware that federal law provides for Imprisonment and/or fines for faise statements or use of false documents in
connection with the completion of this form. .
I attest, under Penaity of perjury, that | am (check one of the following boxes):
[ZT1. Actizen of the United Starme
D 2. A noncitizen nationaj of the United States (See instructions)
D 3. A lawful permanent resident (Allen Registration Number/Uscis Number);
D 4. An alien authorized 1o work  until (expiration date, ifapplicable, mm/dd/lyyyy):
Some aflens may write "N/A" in the expiration date field, (See Instructions)
Allens authorized to work muyst Provide only one of the following document numbers to complete Form |-9; Do ﬁ’:,%:,’ﬁ,,:;,f;,";,:g;m
An Alien Registration Numberuscls Number OR Form F84 Admission Number OR Foreign Passport Numper.
1. Allen Registration Number/Uscis Number;
OR
2. Form I-84 Admission Number;
OR
3. Foreign Passport Number:
Country of Issuance:
Signature of Empioyee - : Today's Date {1 /)
—ZZ—a M‘?MHIQ@L“
T 7 T 7 BT L) T L E 2 ) C4
rer andlar Translator Gertfioation aheak one);
- 14 nat uge & preparer of tranalator [ A preparer(s) artor tranalalols) assisted the amployee in bampletinig Sectidn 1.
felds blblow mugt be Gampleted and signed when p Brars ahidfor transiatars agsist an emplayae in completing 8egtian 1)
| attest, under Penaity of perjury, that | have assisted in the completion of Section 1 of this form and that to the best of my
knowiedge the Information Is true and correct,
Signature of Preparer or Translator Today's Date {mm/ddpyyyy)
Last Name (Family Name) First Name (Given Name)
Address (Street Number and Name) City or Town State ZIP Code

@ Employer Comptetes Naxy Page @

FormI-9 11/14/2016 N




Employment Eligibility Verification USCIS
Departm Form 1-9
USs cmzan:n';;:mn;l:;il::ﬁon Services OMB No. 1615-0047

Fapres 031/2019

ListA
identity and Employment Authorization Identity Employment Authorization
Dooument Titie E Title . Document Title
4 WA T O SSc
Isauing Authority ‘'L Authority Autho
- ki g&ége af V\& M‘%gﬂ
Document Number : E MNW ] Domm Number <
Expiration Date (i any) (mm/ddyyyy) ;il { Expiration Date (i any)(mm/ddsyyyy) Expiration Date (Ifany!) (mm/eclyyyy)
o\-—ot~->02 0 SN
Document Title 4 ' L
Issuing Authority *| [Additional Information STy
Document Number
Expiration Date (f any)(mm/tidpyyyy)
DMm Title
Igsuing Authority
Dogument Number
Expiration Date (i any)(mm#idpyyy) :
B
Certification: | attest, under Penalty of perjury, that (1)1 have examined the document(s) presented by the above-named employse,
(2) the document{s) appear to :?gqnulm and to relate to the employes named, and (a)tpthobntofmy knowladge the
employee Is authorized to work In the United States, i . .
The empioyee's first day of employment (mmvddlyyyy): & ( ZS {2 .6\ T9ee instructions for exemptions)
Sig of Employer or Auth Today's Date(mmtiddyyy) [ Tiie of Employer or Authorized Representative
, >"3% - ol Lcvovt 2/
Last of Employer or Authorized of or Authorized Representstive Employer's Business or Organization Name
@e la t' i~ LY EMPLOYER SOLUTIONS STAFFING GROUP LLC
Employer's Business or Organizatibn Address (Street Number and Name) | City or Toyn l&m ZIP Code
7480 FLYING CLOUD DRIVE SUITE 200 MINNEAPOLIS ] MN w
Last Name (Family Name) Middie initia? | Date {mmddlyyyy)

Expleation Date (fary) {

| attest, under penalty
the amplllar;eo presented document(s),

of perjury, that to the best of
the documenty(s) | have examined appear to be genuine and to relate to the individual,

my knowledge, this employee is authorized to work in the United States, and if

Signature of Employer or Authorized Representative

Today's Date {mm/ddpyyyy) Name of Employer or Authorized Representative

Form I-9 11/14/2016 N




_._:.F..(—r-

&8
ed B




L

g8 to the Socia] Security Adminisfmtion and you mus;éf. ¥
return it if we ask for j¢. . oies ‘._ LBV
If You find a carq that jsn’t yours, pleﬁ}s‘e retumn igto: 35
" Social"Sécuri dministration TR

; [ 5 P.0. Box 3300 » Baltimore, MD 21290-3008
urity business/info
You write to the g
found card you

For any other Social Sec;
- Social Security office. I

rmation, contact Your local
", other thap returning a

bove address for any business
will not recejve a response.

/" Social Secﬁrhy Admintgtration & . :
| Form 8SA-3009 (08-2011) & G37634836

! ot =

L- el Y o --—-..----_-.—---u-«..._'—--.-.‘-—--u.. g




( \,ﬁ/
EMERGENCY CONTACT INFORMATION

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

Employee Name: ‘7’)4—1"7'" @
Address: @0 3 L/ ANE e fH_/E
Home Phone: é“i—f~3? 7 ~SEF

o ey EMRROENGY CONTACTS R
Plegbe l1at two peaple (I priotity order) wha vould be dontadted In case of an emhprgency
Contacet #1 Home Phone:
Name; m | €& Cell Phone: {5 ~4pD -~ 935"9-
Relationship: Bﬁo’ﬂ-lﬁz, Work Phone:
Contact #2 Home Phone:
Name: Cell Phone:
Relaﬁonship: 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 wijl only be used in the case of an emergency.




empioyer solutions staffing group..
Wage Payment Method Authorization (Minnesota)

Employees have the option of receiving wages by Direct Deposit and/or Payroll Debit Card.
If you do not p: ovide a written election, wages will be paid by pa

PNNROEL ELEGETION

Note: Direct Deposit accounts may take up to 7 days to be activated
Debit Card (Please complets Sections 4 and 5 below) || Paper Check (Please complets Section 5 below)

5 DIREGH BEPOSTE

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 account number that I provide is incorrect,

Initial Date

To help us avoid making an error, please attach a copy of a voided checlk, (a deposit slip will not work)
Ifyonchangebtmks,donotcloseyonrnldbmkaeconmunﬂyom-dhectdeposithathedatﬂaenewbmk,whinhmaymkezpayperiods.

DEBEE CNRD (GO AT GNS ARD Y

Except for the routing and account number, ESSG does not have access o 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 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
wages,

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

First Name MU, Last Name Date of Birth
Street Address (PO BOX NOT ACCEPTABLE) 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

Thave received my Payroll Debit Card, welcome brochure, program fees, program terms, conditions, and disclosures, By activating my Payroll Debit Card,
1 am agresing to the program terms, conditions, and disclosures that are included or made available to me from time to time from the financial institution. I
anthorize the financial institution to debit my Payroll Debit Card account for the fies described in the fee schedule that is part of the program terms,
conditions, and disclosures,

Employee’s Signature: %;‘——" Date: 579574?‘
SECHION S N IRTZANBLON

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-mait: 7 BT @ GHAIL. ¢ ol

this information will only be used to send your paystubs electronically

Employee's Signature: W Date: §/é157/7




Authorization

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 origj-
nal. You make this authorization to be valid for as long as you are an employee of ESSG,

Printed name: T4 00cin] [ EE

7 ¢

First Middle (OO Last
none)

Other names used:
Current county of residence;

Current and former addresses:

current
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.,

Date of birth Social security number

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: I,

e S‘[Qs‘/ (F

Signatlire Date




employer solutions staffing group..

STATEMENT OF CONFIDENTIALITY

This agreement made thisg‘s- day of ‘\/\ Cia_a , 201:2_, between

———

Employer Solutions Staffing Group LLC, hereinafter rle;éerred to as “employer”,
and hereafter referred to as mployee”.

WITNESSETH:

damages for every such violation; provided, however, thaf 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.

%

E yee Signature




W 1
g

employer solutions staffing group..

INJURY MANAGEMENT PROGRAM

Injured Worker's Responsibilities

restrictions imposed as a result of your injury will be accommodated,

RESPONSIBILITIES OF THE INJURED WORKER;

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

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



No our emplover immediate} of any new in uries or conditions that impact

your physical condition.

Ifitis necessary to miss scheduled work due to a work injury, you must pe 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,

Signed: _—7—=

Printed Name: ZaLT 7 7




rom OO0 Pre-Screening Notice and Certification Request for

(Rev. Merch 2016) the Work Opportunity Credit OMB No. 1645-1500
D?epmm nﬂ.};‘%&'&f;"” > Information about Form 8850 and its separate instructions is at www.irs.gov/formBs5o0,

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

Yourname ~7 34— W= Soclal security number b _é/&'m

Street address where you v~ ToaT3 J Aeges  AYe

Ol ortoun, state, and 2P code _(pprper ez Qeave , tpp)  ssoye —

County l.OAS?H- IN 6'77) Telephone number LS‘/’* 399~S'Eﬁ

I you are under age 40, enter your date of birth (month, day, year) (=74 Zéf [&iq&

1 [J 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 [J Check here if any of the following statements apply to you,

° | am a member of g family that has received assistance from Temporary Assistance for Needy Famiiles (TANF) for any 9
months during the past 18 months,

* lamaveteran and a member of a family that recejved Supplemental Nutrition Assistance Program (SNAP) benefits (food
stamps) for at least a 3-month period during the past 15 months.

* | was referred here by a rehabiliitation agency approved by the state, an employment network under the Ticket to Work
Program, or the Department of Veterans Affairs.

* |am at least age 18 but not age 40 or oider and | am a member of a famlly that;
a. Received SNAP benefits (food stamps) for the Past 8 months; or

4 [] Check here if you are a veteran entitled to compensation for a service-connected disabliity 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 disabllity and you were unemployed for a
period or periods totallng at least 6 months during the past year.

6 [ Checkhereifyouarea member of a family that:
® Received TANF payments for at least the past 18 months; or
* Received TANF Payments for any 18 months beginning after August 5, 1997, and the earliest 18-month period beginning
after August 5, 1997, ended during the past 2 years; or

* Stopped being efigible for TANF Payments during the past 2 years because federal or state law limited the maximum time
those payments couid 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 recelved unemployment compensation,

Signature—Al] Applicants Must Sign

L—J_nder penalties of perjury, | declare that | gave the above Information to the employer on or befare the day | was offered a job, and it Is, to the best of my knowledge, trus,
correct, and complete.

Job applicant’s signature b 74-;—1__—— : Date%//?—
For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 228511 Form 8850 (Rev. 3-201 6)
117-



. Form A (rev. 03/2017) TAX CREDIT QUESTIONN AIRE | ' il ’4% AX

EMPLOYER SEC'I'ION: Ialints i TEX Crac
Client: Company:
Location: Position: Starting Wage: §
EMPLOYEE SECTION:
| First Name: Last Name: Suffix: Street Address: i te: Zip:
Tt Lle 703 Jppegs 1y G Mp | s
SSi#: Date of Birth: Age: Have you worked for yes, l6cation:
this company before?
bta-22-2 ool 179> F7 | Yes[] Noll—
Please complete all questions, and sign and date the form. Yes No
1. Have you or has auyone living with yon received Temporary Assistance to Needy Families (TANF) O |

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

2. Have you or has anyone living with you received Food Stamps (SNAP) at any time during the past 15 months? O O
(If yes, please provide infarmatinn below.)
Name of'the person recejving benefits; Relationship to you:

Cxty:Conmm

3. Have you received Supplemental Security Income (SSI) at any time within the past 3 months? | )
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 881 documentation,

.
——

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

7 Vocational Rehabilitation Agency [T] Dept. of Veterans Affuirs [J Employment Network (Ticket to Work Program)
Name of Agency: Phone #;

City: County: State:

*If you checked yes please provide a copy of your active Indtvidual Work Plan and Ticket to Work documentation,

5. Areyou a Veteran of the U.S. Military? *[fyes, Dlease provide a copy of your DD-214 and letter of separation,
(If yes, please provide information below, If no, please contimue to question #6.)

Dates of Service - From: To:
Branch of Service:
Are you entitled fo or are You receiving compensation for a service-connected disability?

O
O

——

6. Have yon 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, in which state did Yyou receive unemployment compensation? __

O O oo
Ol O opm

Conviction Date: Release Date:
Wasthisa [ ] Federal or [] State conviction? If State - County: State:

——

Additional Tax Credits
IEC (Native American): Are you or your spouse a member of a Native American Tribe? O O
Ifyou checked yes please provide a copy of your CDIB card,
CA Residents: [] Are you the child of foster parents? [] Do you receive CalWorks? [0 Workforce Investment Act?
[ Are You a migrant or seasonal farm worker? D Have you ever been convicted of a misdemeanor?
SC Residents: [] Do You receive Family Independence Benefits?

PLEASE READ, SIGN, AND DATE:
Under penalties of | perjury, I declare the information above to be true and accurate 10 the best of my knowledge, and | hereby authorize any agency, organization, or

mdividuals 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: W - Date: %5://}7

Ee——




U.S. Department Labor OMB Control No. 1205-0371
Employiment and Training Administration Expiration Date: January 31, 2020

LONG-TERM UNEMPLOYMENT RECIPIENT SELF-ATTESTATION FORM
Work Opportunity Tax Credit (WOTC) Program

Instructions: This Self-Attestation Form (SAF) is to be completed, signed, and dated by the new hire only.
Employers or consultants submit this SAF to the State Workforce Agency with IRS Form 8850 or if filed
separately, with ETA Form 9061 (or ETA Form 9062) for each certification request filed for the new target
group.

New Hire’s Signature: —F=_____ Date § Z«%”"@
New Hire Name: _7Xwr— [ 77

Social Security Number: é‘b:l—— SFA~PAASD

Employer Name: _7Zy7— ( e7=

Please check the statements below if they apply to you.
O Ideclare that | was in a period of unemployment that is at least 27
consecutive weeks and for all or part of that period | received unemployment
compensation.

O I declare that | have been in a period of unemployment since

(Enter start date)

Privacy Act Notice:

The Infemal Revenue Code of 1886, Section 51, as amended and iis enacting legislaion, P.L. 104-188, specify that the State Workforce Agencies are the
"designated” agencies responsible for administering the WOTC certificafion procedures of this program. The information you have provided complefing this
form will be disclosed by your employer to the Stafe Workforce Agency. Provision of this Information is voluntary; however the Information is tequired to
determine your employer's eligiblity for the federal tax credit

._.._.._.-—.._..—..—n—.._.._..—.._.._.._.._-.

Fubiic Burden Statement:

Persons are not required to respond to this collection of Information unless itdisplays a currently valid OM B control number. Respondents' obiigation to
complete this form is required to obtain o retain benefits (P.L. 11 1-5). Public reporting burden is estimated to average 10 minutes per response, including the
fime for reviewing Instructions, searching existing data sources, gathering and maintalning the data needed, and completing and reviewing the collection of
Information, Send comments regarding this burden estimate to the U.S, Department of Labor, Division of National Programs Tools Technical Assstancs,
Room C-4510, Washington, D.C. 20210 (Paperwork Reduction Project 1205-0371). Please do not submit complsted forms to this address.

117-
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employer solutions staff INg group.

Leveraging Resources in a Changing Market

Notification of Minnesota Law Re uirement -

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, s 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.

I 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. -7Z__(Initial)

—T e s/os /7

Employee Signature: Date: i

T~ (e

Employee (please print your name here)

CMG_SM - Rev. 09.2013




Employee Name (Please Print)
— THt7—

CEE

Employee’s Slgnature:
%




RECEIPT OF EMPLOYEE HANDBODK AND EMPLOYMENT-AT-wiL STATEMENT

acknowledge that No oral or written statements or representationg regarding my employment caﬁ alter
the foregoing. | also acknowledge that No manager or employee has the authority to enter into an
employment agreement, express or implied, providing for employment other than at-wil,

Wwithout cause of notice, at any time. No implied contract concerning any employmenl’t-related

declision, torm of employment Or condition of employment can he established by any other
statement, conduct, Policy or practice,

my employment with the company,

If | have questions regarding the content or interpretation of this Handbook, | wijl bring them to the
attention of ESSG,

DATE_ S7os, o

EMPLOYEE

NAME 7T =
PLEASE PRINT

EMPLOYEE _

SIGNATURE__ _p—o" 2

ESSG

REPRESENTATIVE




2. The changing needs of the business will require alteration in Method, practices and
policies, and the company will unilaterajly revise, as hecessary, to meet these

3. lagreeto notify my ESSG Consultant immediataly of any change in my persona]
data such as phone Number, address, emergency notification, etc.

4. |am responsible for the information Provided herein ang will, upon my separation,
return this handbook to my ESSG Consultant,

Date: ﬁZ&sﬂ#—
Associate's Signature: =T — NN

Associate's Printed Name: ZAH7 f F
Orientation provided by: '

24



DRUG AND ALCOHOL

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

3. I 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,

T 2y [

Individual's Name

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



!

* o

Lev

Benefits Enroliment Form

Employce Information

7 Femals

employer solutions staffing group.

eraging Resourres in a Changing

LI New Em

%3
Gender M7 ;a{ﬂN%m%h

O Married [J Divorced

Market

Enhanced MEC

[ Rehire Rehire Date

Phone Number:

S7—395- SED

Please Select Desi
| Employee Only -
‘ $24.00/Week

red Coverage:
E' Employee-l-Spouse -
 $38.00/Week

D Employee+0hild(ren) -
$36.00/W

eek

Birth Date

Birth Date

e

iy

sl o

FIrst Name —

NAME OF PERSON COVERED (FIRST »

LAST):

Birth Date

Employes Acknowledgament and
any misstatements or fallure to report
date, Further, | authorize my

Authorization - |
Information may he
empioyer to make th

and somplete and that
andent(s), ifany, from the original
elected,

Employae Signature

IF ENROLLING - YOU MUST

(inciuding my spo|
days after
of adoption, | may be abls to enrolf

IF DECLINING-

usg)

Employse Signature

Date

may,

W'

D

_H___
EMPLOYEES DECLINING B lam DECLINING coverage
I understand that | and/or my depandents, if any, waive any cavarage and desira to Participate in the Plan at a later date, li'we may
must meet the requirements defined in the Certificate of Coverage for the Sompany’s medjcaj or dental plans,

because of other coverage, |
the other Goverage ends. in addition, ifa

ate

Slzs7;2

Employer Solutions Staffing Group Heaith Benefits Team

7301 Ohms Lane Suite 405
Edina, MN 55439
Phone: 852-7,

-8519 Fax; 852-767-9515

Email; Heanh@employersolutlnnagroup.com




Liasw inaemnity Medical Benefits_Plap 2

. .3 2193018501 OFFICE USE ONLY LOCATION Rehire Date__,__,
ENROLLMENT FORM ESC CUUNAC-MN) P1 v1
iﬁr’”ﬁ?ﬁ&iﬂ&; BLUE INK (Must Be Filledowy
Name - | Social Security # | Home Phone Sex

TR Leg [y ] St-39-sp | W]
Address Apt. #
EEEL L e /E U
City N State ’ Zip Date of Birth
CoTTHGE  Glove 12774 S¥ey/L 61/0[ /129
DYgs_ D No. If Yes, please continue.
Medicare Health Insurance Claim Number (HICN) ! Medicare Effective Date
mi\Tame of C-c;;ered Person (S): . R P g i “—.“h, 0 e i D =
b | 2 '3,
C. LIMITED BENEE|TS PLAN SELECTION Payroll Deducted Weekly Rates

You MUST select 5 coverage level before any benefits in Section C. Your coverage level for the al| benefits in Section C will be
identical. The Fixed Indemnity Medica] Plan, Denta} Plan, Term Life Plan, and Short-Term Disabi
Vi

ility plans are underwritten by BCS
Insurance Company. The Vision plan is underwritten by Companion Life Insurance Company.
FIXED INDEMNITY SHORT-TERM
SELECT COVERAGE I.EVEI. ~ MEDICAL 1 | | DENMF ) VISION s TERM I.IFE” .. PM""TY 2
Employes Only [ 7] 02 [ v 242 B s00 3| sez0 |
Employee + 1 [ ] $41.10 $12.34 $4.92 $0.90
Emplayes + Family [] $54,58 $20.36 $6.56 $1.80
NO to ALt Benefits {31 [] Yes [ INo | [lves [] No | [lves [] No | [ Ives [Ino | [Jyes [ INo

"This coverage is not available to residents of NH, Hl, or PR. 28TD IS not available to persons who work in CA, Hl,‘NJ, NY, or R-l
For Term Life / Accidental Death & Dismemberment, please write in your beneficiary information, Accidental Death &
Dismemberment is part of the Term Life Benefit.

Name

D. REQUIRED DEPENDENT INFORMATION

Name Social Security # ' Date of Birth Sex Relationship B
0 . ) o Y [m] [ ISpouse [] Child[ ] Domestic Partner
Name | Social Security # | Date of Birth Sex Relationship
_ } i N 3 ,E ' Spouse [ ] Child[ ] Domestic Partner
Name Social Security # ' Date of Birth | Sex Relationship
= © /7 @ [ 1Spouse [] Child[ ] Domestic Partner
Name Social Security# Date of Birth | Sex Relationship
s i = = = o e e/ ,E [ISpouse ] Child [ ] Domestic Partner
E. REQUIRED SIGNATURE YOU MUST SIGN AND DATE, EVEN IF YOU DECLINE COVERAGE 0

DATE 03 /25120 / 7 _ﬁ_._l}n_:"'!ﬁ!‘ﬂ!"_ﬁ,

= e

B e T e e ot 4 e sn e marnre

This is an Essential StaffCARE Enroliment Form.



8252017 E-Verify: Print Case Details - Preview

EVerify

SENSITIVE BUT UNCLASSIFIED

Case Verification Number: 201 7145134531TU

Report Prepared; 05/25/2017

Oomm Information

Company ID: 47429 Company Name: &mma&mmsnmemup

Employee Information

LastNams: Les Firat Name: Talt

Data of Birth: 01/01/1880 Sovial Securlty Numbar: *+** 7750

Hire Date: 05/26/2017 Chizenship Status: A altizen of the United States

Document Information

List B Dooument: lDoardlssuadbyaU.B.fadaral,shhnrboalgwammagemy thcDoomntSocbISemuuyeard

Case Status Information

Currant Case Result: Employment Authorized Emplayer Casa ID;

Case Submilted On: 05/25/2017 Case Submitted By: SGLAG832
SENSITIVE BUT UNCLASSIFIED

hups:l/e-varify.uscls.govMeblPrintCaseDatalls.asp(‘?CaseVerNum=2017145134531TU

A



_———-——-.___._,_______—__——-_..._—-—'——-—-—-_._._._.____,____ —_—

Y PO Box 46270

b -
. 4

www.esgstaffingsolutions.com - ) Minneapolis, MN 55344-995¢
A 3 4 Tel: 952.835.1288
employer solutions staffing group..
New Hire Application
Personal Data— PLEASE PRINT LEGIBLY IN INK
LastName __ | €7 First Name 7 7)./7— Middle Initial _ >

Street Address_ G003 ,JM?; WE AptiSte
City/State/Zip CLM Qleve L)/ SIDIL Social Security Last Four XXX-XX- 22

Phone Number (S ~39 4 S K6F~  Email Address_7207/2. J/ Vi) @ oML, o
Staffing Agency/Recruitment Partner

All offers of employment are conditional upon satisfacto, roof of identity and legal abil to work In the U.S.A.
Are you iegally authorized to work in the United States of America? IVES [ONo

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 appiication,
regarding my pravious duties, responsibliities, 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 cllents, 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 ali statements made in my application are frue and accurate and that | have not omitted any material information or provided
false or misleading information, 1 understand that any material omission or misrepresentation will result in my disqualification from
consideration for employment or, if discovered after | begin employment, wili result In my termination.

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

THT | EE -—:fz”_-"z R ST/
Name (Print or type) Applicant's Signature Daté %—’/

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

For ESSG Office Use Only
DOH NHW 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 - CMG Rev. 04/2017



B——— ——————

The exceptions don't apply to supplemental es Nonwage Income, If you have a large amount of
FOT m W‘4 (2 01 7) greater th,;tli'l 81 ,ooo.ooo.ply il . nonv;gge In&me, such as lr,:;resiaor’; adlngd::lda.l:o
Basic Instruotions. if you aren't exempt, complete Gonsider making aym, ng rorm
Purpose. Complete Form W-4 so that your the Personal Allowanges Woﬂmheat%télow. jlahs 1030'53' E‘g’ggd;“#o"r;:l"& "'}dt‘:":g"fa' og‘;'"“"‘e'
employer can withhold the correct federal Income Waorkshests on page 2 further adjust your yonulﬂya)l!noevolm 8 Pub, 505 1o finn outplf oﬁﬁéum
from your pay. Consider complating a new Form withholding allowances based on itemized an Wﬂ?’l,::ldl o Form Weg o W-%P
W-4 each d\:sar and when your personal or financlal deductons, certaln credits, adjustments to Income, adjust your ng on Form -
situation changes. or two-earmners/multiple jobs situations, 'l'w;deamam or multiple johs, lf)lmg l}'gve ath
Exsmption from withhelding. if you are exsm 3 Complete all workshests that . However, you o oring apousa or more than one job, figure the
complete only lines 1, 2, 3, 4, and 7 and sign th':’et may claim fewer (or zerg allowa:gg;.y For I'BQLllEl’yo ?‘1'“'}"'1',‘5 S"s{’f ‘""mﬁyg%ma . edg; claim
form to validate it, Your examgﬂon for 2017 expires Wwages, withholding must be baged on allowances VF g Y%urmmnﬁt;ll";ln usually wil belr'nol;? m
Febrgmy 18, 2018, See Pub, 505, Tax Withholding you claimed and may not be a flat amount or when all Bllowanors agra claimed on the Fonan"sv“_’:ta
and Estimated Tax. percentage of wages, for the highest mjob and zero allowances ars
Note: If another person can claim you as a dependent Head of housshold, Generally, you can claim head claimed on the Ses Pub. 606 for detalls.
on his or her tax retum, you can't clalm exemption of housshold stalus on your tax retum ontlg if No Ident allen. If you nonresident all
m withholding If ﬁ‘,‘{ income exceeds $1,050 you are unmarried and pay more than 50% of the Nogmm & i WF& W ‘mw:‘;'":fg?
and Includes more than $350 of uneamed Incoma (for costs of keeping olilﬁ a home for yourssif and your Nonresider{ A"epp ei!:nefo Ieting this fu
pie, Wtareat anc chcench, o sgg? s?mpﬁ ne qStan)dangdlee'glldcﬂ nd c:n k wimn:'nldl m:::rp io . mekas
ub, 501, ons, uction, an ack your ng. our Form
E"ﬁfﬂ"m' An 9'“9'3}'“ may be able to claim Flling Information, for information, o LD, 505 1o s how e amount you are
exemption from withholding even i the employes is havi lthheld 10 your projected total tax
a dependent, if the employee: T::o m‘l‘t& mu can Lt:l;'el ggggm “’g mofedlts gic for 2017, See Pub, 5 especylggyﬁ your earnings
olg age 65 or older, amhnlmﬂgﬂgnﬂw%%mm foégﬁ}]dagr geplegde;g :(ceed 31301,000 (SIngf? or $18 A naob‘()Mﬂl'ﬂBd).
* [s blind, or care expenses and the oredit may be claim uture developments. Information about future
o Wil cr: alr:a djustments to income; tax credits; or gsin%a’t%)a gggafgnlal Allowances Work;lileat below, Fev'aelltcizgmanma;aﬂacﬂd afrgg Form lW-4 (sur.‘z’lc'nm agany -
ly h rmati '8 ralease
itemized deductions, on his or her tax retum. c,:edn: into wltl'lll'-lo?;? 5“33,3,?.,2.?" ot aefg www.c;l';.eg%vlm. _— " =
Personal Allowances Worksheet (Keep for your records.)
A Enter 1" for yourself if no one else can claim youasadependent. ., . , , . . o e O B0 B B A &
* You're single and have only one job; or
B  Enter“1”if: * You're married, have only one job, and your Spouse doesn’t work; or . B P2
® Your wages from a second Job or your spouse’s wages {or the total of both) are $1 ,500 or [ess,
C  Enter “1” for your spouse. But, you may choose to enter #-g-" If you are married and have either a working spouse or more
than one job. (Entering “-0-* may help you avoid having too little tax withheld) . . . , , ., | a 5 o o o o c
D  Enter number of dependents (other than your spouse or yourself) you will claim on yourtaxretum. . ., , . D
E  Enter*1” if you will file as head of household on your tax return (see conditions under Head of household above) E =50
F  Enter *1” if you have at least $2,000 of child or dependent care expenses for which you plan to claim a credit F

(Note: Do not include child Support payments. See Pub, 503, Child and Dependent Care Expenses, for details.)
G  Child Tax Credit (ineluding additional chiid tax credit). Ses 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 eligible chlld; then less "1 if you

have two to four eliglble children or less “2* you have five or more eligible children,

* If your total income will be between $70,000 and $84,000 ($100,000 and $119,000 if married), enter “1* for each eligiblechiid. &
H  Addiines 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 clalm 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 both work and the combined
worksheets eamings from all jobs exceed $50,000 ($20,000 if married), see the Two-Eamers/Multiple Jobs Worksheet on page 2
that apply. to avoid having tao little tax withheld.

® If neither of the above situations applies, stop hera and enter the numbar from line H on line 5 of Form W-4 below.

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

e w_4 Employee’s Withholding Allowance Certificate OMB No. 1545-0074
m
P Whether you are entitled to clalm a certain number of allowances or exemption from withholding Is
m gﬁ;’m?m”’ subject to review by the IRS. Your employer may be required to send a copy of this form to the IRS. 2 @ 1 7
1 Your first name and middle Initial Last name 2 Your social security number

TEBtrT S LeE LI2~RD~

Home address {nymber and street or rural routs) 8 [Wsingle [T Maried L] Married, bt withhold at higher Single rate.,
C‘ 60 " Note: If married, but legally separated, or spouse is a nonresidant alien, check the “Single” box.
City or town, state, and ZIP cotle 4 Ifyour last name differs from that shown on your soclal security card,

= S’?S’D/ check here. You must call 1-800-772-1213 fora 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
6  Additional amount, if any, you want withheld from each paycheck . . . , ., N on¥s =g To 6 (5
7 lclaim exemption from withholding for 2017, and | certify that | meet both of the following conditions for exemption.

If you meet both conditions, write “Exempt"here. . . . . . . . e Fa|
Under penalties of perjury, | declare that | have examined thls certificate and, to the best of my knowledge and belief, it Is trus, correct, and complete.

Employee’s signature

(This form Is not valid unless you sign it) » !y’f"z(.‘/- Datep ms’/ /-
8 Employer's name and address (Employer: Complete/lines 8 and 10 only If sending to the IRS.) 8 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 ;:"1‘611;_900 -
U.S. Citizenship and Immigration Services \

Qe Expires 08/31/2019
P> START HERE: Read Instructions carefully before co

nted has a future expiration date may also consﬂtute liisgal discrimination,
eqtloh 1. Employee infarmation and Alfesiatlon (Bmployees moet Qaffiplete arid sign Ssctian 1 of Form 1.9 ho lafer
than the first day of employment, but nat before aoospting a ob offer, s :

B r
Last Name (Family Name) First Name (Given Name) Middle Initial Other Last Names Used {if any)
™
Address (Street Number and Name) Apt. Number City or Town State ZIP Code
]
9023 e, CoTTnGe" Glove: | Lyy
Date of Birth (mm/ddlyyyy) |U.S. Social Security Number Employee's E-mail Address Employee's Telephone Number
e\lel1990  |TIH- ’Eﬂmﬁm
- ]
Iam 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 boxaes):
[ZT1. Aclizen of the United States
[ 2. Anencitizen national of the United States (See instructions)
|:| 3. A lawful permanent resident {Allen Reglstration Number/USCIS Numben):
|:| 4. An alien authorized to work until (expiration date, if applicable, mm/ddlyyyy):
Some allens may write "N/A" in the expiration date field, (See instructions) ’
Aliens authorized to work must brovide anly ons of the following document numbers to complete Form 1-9; Do ﬁ’;,",,:;,;';;,f:g:g;m
An Allen Registration Number/USCIS Number OR Form 1-94 Admission Number OR Foreign Passport Number,
1. Allen Registration Number/USCIS Number:
OR
2. Form |-84 Admission Number:
OR
3. Foreign Passport Number:
Country of Issuance;
Signature of Employee = Today's Date (; /)
— 6 /D)2
[Fropardr andlof Translator Dertification (oh&ok ore); R ' &
7} | didt nat use a preparer or trhislator. l:] A preparer(s) Ahd/or transiator(s) atsisted the emplayée In agmpleting Sedtion 1.
(Fietds below awsf be camplsted and Sigried when preparers efyin rénslettrs agsist an employes in sampleting Segtion 1) .
| attest, under penaity of perjury, that T have assisted in the complefion 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/ddpyyyy)
Last Name (Family Name) First Name (Given Name)
Address (Street Number and Name) City or Town State ZIP Code

@ Employer Completes Next Page @

Form I-9 11/14/2016 N



| o e
Expirafion Date (i any)(mmiddlyyyy) ?’"".a_L"“""ar"?';(’“"lf)(m—b"_-l";ddl.\!yyyj)_—Q
N LA
Document Tile , *
iy s | TAddonal informaton R )
Document Number
Expiration Date (i any)(mm/idfyyy)
DMM Title
Issulng Authority
Document Number .
Expiration Date (ifany)(mnW i

Ehn!nyment Eligibility Verification " UscIs
Department of Homeland Security Form 1-9
Us. Ciﬁzansmp::dhnmigmuonsmces OB o 16150047

Certification: | attest, under penaity of pmj. that (1) | have examined the document(s) presented by the above-named employes,

(2) the above-listed dacument(s) appear to he gsnuine and to relate to the employee named, and (3) to the best of my knowledgs the
employes Is authorized to work In the United States, :

The employee's first day of employment (mm/dd/yyyy): oS t z2s ‘3 ol mh.)mcﬂm for axemptions)
af Employer or Auth resentative Today's Date(mmAidyyyy) | Title of Employer or Authorized Representative
' >35S -2al)\ -ecrHL-\ e/
Last of Employer or Authorized R . of or Authorized Representative Employer's Business or Omanlzgtlon Name
) | La.;b_\& th Nz EMPLOYER SOLUTIONS STAFFING GROUP LLC
Employer's Busingss or Organizatin Address (Strest Number ard Name) City or Topm .(State  [ZIP Code
7480 FLYING CLOUD DRIVE SUITE 200 MINNEAPOLIS MN . &4
Last Name (Family Name) First Name (Given Nams) Middle Initial | Date (mmAidyyyy)
[ Document Number | Expiration Date (F any) (mmidyny

| attest, under penalty of perjury, that to the best of my knowlcdnl.thlssmployaohauﬁmrlzodtowomlnma United States, and if
the employee presented document(s), the document(s) | have examined appear to be genuine and to relate to the Individual.

Signature of Employer or Authorized Representative | Today's Date (mm/ddlyyyy) Name of Employer or Authorized Representative

Form I-9 11/14/2016 N






N

If You find a card that isn’¢ yours, please return igto:
y Social Stcurj dministration : !
P.O. Box 33008, Baltimore, MD 21290-3008
For any other Social Security business/in
+ Social Security office, If You write to the g
. other than retuming a found card you wi

L,

Social Becurity Adminigtration L e
Form SSA-JOOO'(OﬂQOl_l)
il &

e o it =

—————r




oo

EMERGENCY CONTACT INFORMATION

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

Employee Name: "/7447" : [z
Address: _ T@03 J aNEYe M=
Home Phone: _ &5 ~397 ~SHEoF

T T EMBERGENCY CONTARTE R
Plpass lst two people (I priority orvder) who could be qontaated In case of an emergency
Contact #1 Home Phone:
Name: ¥ lee Cell Phone: (57 ~42D - 935’9-
Relationship: Bﬂc‘ﬂ-}cz, Work Phone:
Contact #2 Home Phone:
Name: Cell Phone:
Relationship: 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.




empioyer solutions staffing group..
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 b paper Check.

SECTION | BASIC INEORNVFION

SSN# (1ast 4 digits) - Effective Date
y &
SEETION 20 PAYROLL EULCTION

L¢] Direc 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)
SECTION 3 DIREGT DEROST
g [] Update Bank Account I understand and ackmowledge that if I do not provide a
(@ Bank Name: voided check with this direct deposit form, I am

) responsible for any delays in payroll or extra costs
S Routing# incurred if the account number that I provide is incorrect.
Account#
- Initial Date

Account Type: [ Checki:_:gl:lSavings Cother

- To helpusavoidmaldnganm,pleaseawanhacopyofavoidedcheck. (a deposit slip will not work)
. Ifyonchmgebanks,donntcloseyouroldbankaccuuntnnﬁlyourdirectdeposithassm'tedatﬂlenewbank,whinhmaywkezpaypaﬁnds.

SECHON T PANROLT DEBIE CARD (GEOBAL CASELCNRD

Except for the routing and account number, BSSG does not have access fo 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 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
wages,

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

First Name Ml Last Name Date of Birth
Street Address (po BoX NOT ACCEPTABLE) 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 Acconnt #

] 073972181

1 have received nty 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 availahle to me from time to time from the financial institution. I
autharize the financial institution to debit my Payroll Dehit Card account for the fees described in the fie scheduls that is part of the program terms,
conditions, and disclosures,

Bmployee’s Signature: '{ﬁ;"—'— Date: 57 95'% Ca

SEGHON S NUTHORTZN F[ON
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 acconnt(s). * E-mail is required for pay stub information.
*E-mail: / #IQJ/% @ Gqu/L-' CC)H

this information will only be used to send your paystubs electronically

Employee's Signature: W Date: g-/%




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 origj-
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 bglow to identify yourself for BGC.

Printed name: Tt _SA0cH)g LEE
Last

First Middle (O
none)

Other names used:
Current county of residence:
Current and former addresses:

current
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.

Date of birth Social security number

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: [,

—f 2z — Slos/iz

Signatlre Date




employer solutions staffing group..

STATEMENT OF CONFIDENTIALITY

This agreement made thisas— day of M Cid_a , 2011, between
Employer Solutions Staffing Group LLC, hereinafter r?éerred to as "employer”,
and hereafter referred to as mployee”.

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, thaf 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.

/W—L/’_"

Emgloyee Signature




A
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employer solutions staffing group..

INJURY MANAGEMENT PROGRAM

Injured Worker's Responsibilities

restrictions imposed as g result of your injury will be accommodated.

RESPONSIBILITIES OF THE INJURED WORKER:

Attend all scheduled appointments. While on physical limitations, visits should
be a minimum of once every two weeks. Failure to have current medicaj support
for disabllity may result in termination of benefits. Schedule your next

appointment immediately after your doctor visit, before you leave the clinic if
possible.

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

Follow all physical restrictions at home ang at work.

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






om S8H0 Pre-Screening Notice and Certification Request for
(Rev. March 2016) the Work Opportunity Credit OMB No. 1545-1500

ﬂsma, naé;i{.f.’,“’slm - » Information about Form 8850 and its separate instructions is at www.irs.gov/form8s50,

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

Yourname 7 hfy— [ EF Social securfty number b £/ =3 559

Street address where you live ?053 .J A/l  Ave
City or town, state, and ZIP code CW /4@ = 6 e , Hﬂ/ SS/L
County Mm Telephone number {5/~ 3’9?~5'8_0L

If you are under age 40, enter your date of birth (month, day, year) &f Zogf@a

1 [ Check here if you received a conditional certification from the state workforce agency (SWA) or a participating local agency
for the work opportunity credit.

2 [] Check here if any of the following statements apply to you.

* 1 am a member of a family that has received assistance from Temporary Asslstance for Needy Famllies (TANF) for any 9
months during the past 18 months.

* | am a veteran and a member of a family that recelved Supplemental Nutrition Assistance Program (SNAP) benefits (food
stamps) for at least a 3-month period during the past 15 months.

® | was referred here by a rehabllitation agency approved by the state, an employment network under the Ticket to Work
program, or the Department of Veterans Affairs.

® | am at least age 18 but not age 40 or older and | am a member of a family that;
a. Recelved SNAP benefits (food stamps) for the past 6 months; or
b. Received SNAP benefits (food stamps) for at least 3 of the past 6 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 (SS) benefits for any month endlng 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 compensatlon 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 disabliity and you were unemployed for a
period or periods totaling at least 8 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 earllest 18-month period beginning
after August 5, 1997, ended during the past 2 years; or
» Stopped belng eligible 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 recelved 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 b /7_4‘?;—..__-—— Date %/,ﬁ?—
For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 22851L Form 8850 (Rev. 3-2016)
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. Form A (rev. 03/2017) TAX CREDIT QUESTIONNAIRE

dex Cradit Adminisiration
EMPLOYER SECTION: . '
Client: Company:
Location: Position: Starting Wage: $§
EMPLOYEE SECTION:
First Name: Last Name: Suffix: Street Address: i te: Zip:
T Lez 7003 _ppicze Ave MHp/ | Sseve
SS#: Date of Birth: Asge: Have you worked for yes, location:
this company before?
Q(Q-—EQ'? 0//5///790 ¥ | Yes[] NoR}P”
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) O O

at any time since Angust 5, 1997? (3 yes, please provide information below.)
Name of the person receiving benefits: Relationship to you:
City: County: State;

—

2. Have you or has anyone living with you received Food Stamps (SNAP) at any time during the past 15 months? | 0
(If yes, please provide information below.)
Name of the person receiving benefits: Relationship to you:
City: County: State:

3. Have you received Supplemental Security Income (SSD) at any time within the past 3 months? O ]
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? O O
If yes, please indicate which 1ype of agency you worked with and provids 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,

5. Are you a Veteran of the U.S, Military? *If'yes, please provide a copy of your DD-214 and letter of . Separation,
(If yes, please provide information helow, 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?

O
O

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, in which state did you receive unemployment compensation? __

[ TS = ] ]
O O o>

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;

—

Wasthisa [] Federal or [] State conviction? If State - County; State:

Additional Tax Credits
IEC (Native American): Are you or your spouse a member of a Native American Tribe? O D
Ifyou checked yes please provide a copy of your CDIB card.
CA Residents: [] Are you the child of foster parents? O Do you receive CalWorks? [] Workforce Investment Act?
[ Are You a migrant or seasonal farm worker? D Have you ever been convicted of a misdemeanor?
SC Residents: [] Do you receive Family Independence Benefits?

PLEASE READ, SIGN, AND DATE:
Under penalties of perjury, I declare the information above to be true and accurate 1o the best of my knowledge, and I hereby authorize any agency, organization, or

individuals to supply such verification or information that may be needed to determine tax credi eligibility to my employer, employer representative (Associated
Consultants, Inc. dba Retrotax), or the Department of Labor.

New Employee Signature: W Date: ?/957//#




U.S. Department Labor OMB Control No. 1205-0371
Employinent and Training Administration Expiration Date: January 31, 2020

LONG-TERM UNEMPLOYMENT RECIPIENT SELF-ATTESTATION FORM
Work Opportunity Tax Credit (WOTC) Program

Instructions: This Self-Attestation Form (SAF) is to be completed, signed, and dated by the new hire only.
Employers or consultants submit this SAF to the State Workforce Agency with IRS Form 8850 or if filed
separately, with ETA Form 9061 (or ETA Form 9062) for each certification request filed for the new target
group.

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

New Hire’s Signature: _—77=%_ ___ Date § ZX’@
New Hire Name: _7Xm7— JET

Social Security Number: &b — 32-775D
Employer Name: _ 77— (7=

Please check the statements below if they apply to you.
| I declare that | was in a period of unemployment that is at least 27
consecutive weeks and for all or part of that period | received unemployment
compensation.

O  Ideclare that | have been in a period of unemployment since

(Enter start date)

Privacy Act Nofice:
The Intemal Revenue Code of 1888, Section 51, as amended and ts enacting legislation, P.L. 104-188, specify that the State Workforce Agencies are the
"designated" agencies responsible for administering the WOTC cerfification procedures of this program, The information you have provided complefing this

fime for reviewing instructions, searching existing data sources, gathering and maintaining the data needed, and complefing and reviewing the collection of
Information, Send comments regarding this burden esfimate tothe U.S, Department of Labor, Divislon of National Programs Tools Technical Assistance,
Room C-4510, Washington, D.C. 20210 (Paperwork Reduction Project 1 2050371). Please do not submit completed forms o this address,

117-
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employer solutions staffing group..

Leveraging Resources in a Changing Market

Notification of Minnesota Law Requirement —

Unemployment Acknowledgement

According to Minnesota Statute section 268, 095, subdivision 2, paragraph (d), an
applicant who, within five calendar days after completion of a suitable

Job assignment from a staffing service, (1) fails without good cause fo
affirmatively request an additional suitable Jjob 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.

I 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. 77 (Initial)

e s/os/7
Employee Signature; Date: 3
Tt (e

Employee (please print your name here)

CMG SM.-Rav Na2n1a



Acknowledgement of Receipt Antiharasg

| certify that | have receiveq 5 copy of Em
understand that it jg my responsibility to read th

l also agree that if at any time during my emplo
Subjected to any type qf discrimination, includin

ment Policy
Ployer Solutions Staffing Group's Antiharassment Policy. |

yment | am involveq in any employment dispute or | am
g discrimination because of race, sex, age, religion,
| orientation or veteran status, or if | am Subjected to any

e of harassment including sexual harassment, I will immediately contact my Supervisor, Manager,

director or ESSG's Human Resource
assistance in the resolution of such m

Employee Name (Please Print)

— TAST ez

Department at 952.835.1288/1 -866.496.7573 in order to obtajn
ers,

Employee's Signature:

%

Date: 579574’-;2

22



RECEIPT OF EMPLOVEE HANDBODK AND EMPLOYMENT-AT-wiLL STATEMENT

" termina any time for any reason, with or without cause or notice, by me or by the company, |

acknowledge that no oral or written statements or representations regarding my employment can ajter
the foregoing. | also acknowledge that No manager or employee has the authority to enter into an
employment agreement, express or implied, providing for employment other than at-will,

decision, term of employment or condition of employment can be established by any other
statement, conduct, policy or practice,

If | have questions regarding the content or interpretation of this Handbook, | wijf bring them to the
attention of ESSG,

EMPLOYEE

NAME 77

PLEASE PRINT
EMPLOYEE :
SIGNATURE @———
ESSG
REPRESENTATIVE




SRR

2. The changing needs of the business wijj require alteration in method, practices ang
policies, and the company will unilaterally revise, as necessary, to meet these
changing needs,

3. lagreeto notify my ESSG Consultant immediately of any change in my persona)
data such as phone number, address, emergency notification, etc,

4. lam responsible for the information provided herein ang will, upon my separation,
return this handbook to my ESSG Consultant.

Date: =y /~F
Assoaciate's Signature: =T —

Associate's Printed Name: _ 22— L E=
Orientation provided by: :

24



DRUG AND ALCOHOL

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

understahd: (a) the policy and its contents; (b) what condugt the policy prohibits and the

3. I hereby voluntarily consent to ESSG, or its health service providers, or
other persons or entities acting for or with them, to collect body component (blood

/‘—
Individual’s Name

s AT

.

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10
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& ' €mployer solutions staffin oup. wfh‘
LA g LevjﬁEging)l;esWﬂ:es r: 2 Changing Marke;ggr p prmmmj’j Eﬂsﬂmuﬁcw,m m
ey s gy S Mimisitrton o
Enhanced MEC Plan_Plan 1
Bensfits Enroliment Form

L1 Rehire Rehire Date

Soclal Security Numher
w el (2B
[Address Clty Stats Zip Code
78 Janens : CTTe Sk fyl | sy,
Gender M "Male | Marita) Status [~ Single | Date of Birhy Date of Hire
O Fomale | O Mamied 1 pyorced St/ S/l 72
Phone Number: 2 Emall Address:
ST 399 5B TRIRUIOE. Glply . ¢ op,
Please Select Desired Coverage:
’:' Employee Only - D Employee+Spouse - D Employee+Chlld(ren) - D Family -
- $24.00/Week $38.00/Week $36.00/Week $63.00/Week
i i e T e e e S L5l Ll e e e g
Sactal Security # Birth Date | Sex Relationship
B — 1 Mae OSpouse [J chiug
. Last Nama [ Female [m] Domestic Partner
Social Security # Birth Date | Sex Rdaﬁonlhjp
Male DlSponse [ Child
WL Last Nama g Female O Domestic Partner
Soclal Security Birth b, Sex Tela;onship
O Ml § Child
(Firet Name WL Tast Nams ] g b 1 Spouse b O :
NAME OF PERSON COVERED (FIRST, LAST):
EFF. DATE
EFF. DATE
. EFF. DATE
Employee Acknowiedgement and Authorization - | herehy apply for the group benefit{s) as Indicated, 1 acknowledge that a| entries are true and complete and that
any misstatements or fallure to report Information may be used as the basis for canceliation of coverage for me and my dependent(s), ifany, from the ariginal
sffective date, Further, | authorize my employer to make the necessary payrol| detduction of Premiums for coverages | have alactad,
XIF ENROLLING - YOU MUST SIGN HERE
Employee Signature Date
——
EMPLOYEES DECLINING B lam DECLINING coverage
| understand that | and/or my dependents, if any, waive any coverage and desire to participate In the plan at a Jater date, lwe be considered a Iate anrolles and
must meet the requirements defined In the Certificate of Coverage for the company’s medical or dental plans, it} decline enraliment for myself or my dependents
(including my spouss) becauss of other Goverage, | may, In future he able to enrall myaelf or my depend In this plan, provid,
days after the other Gaverage ends. In addition, if a new depend,

lacement for atoption of parting suit
request enroliment within 31 days of the event.

IF DECLINING- YOU MUST SIGN HERE

_ Employ;e Signaturs W .

e S/257)7
Employer Soiutions Staffing Group Heaith Benefits Team
7301 Ohms Lane Suite 405
Edina, MN 5543g
Phone: 952-767-g519 Fax: 952-767-9515
Email; Health@employersoluﬂnnsgroup.com




_Fixed Indemnity Medical Beneﬁts_'Plan 2

——— e e

i

. g 219301-ESG1 |oFFICE Ust onty LOCATION
ENROLLMENT FORM ESC CUUNAC-MN) P1 vi;
- REQUIRED EMPLOYEE INFORMATION {_ gﬂgrsusms #BLACK or BLU: INI_(__'(;I!:ust Be Filled Out)

ame | Social Security ome Phone Sex
TH 7 - L G- 39*92% ES1-377 <0 @E__
Address Apt. #
U= L P TS

City = State Zi
CerrrGeE  Glovie " SSy/L 6t ’0( /1297

B. DO YOU OR ANY OF YOUR DEPENDENTS RECEIVE MEDICARE BENEFITS? DYSSDNO lers. lease-conﬁnue
Medicare Health Insurance Claim Number (HICN) | Medicare Effective Date

T e i et e tar e e e s

Rehire Date____y

- m— vain S

B R e s

Name of Covered Person fs): |

) | 2 3
C. LIMITED BENEFITS pLAN SELECTION i LF Payroll Deducted Weekly_Rates
You MUST select 5 coverage level before any benefits in Section C. Your covera i i i
identical. The Fixed Indemnity Medical Plan, Dental Plan, i X hort-Term Disability plans are underwritten by BCS
Insurance Company. The Vision plan is underwritten by Companion Life Insurance Company.
FIXED INDEMNITY SHORT-TERM
SELECT COVERAGE F.EVEL MEDICAL . D_ENTAF. | VISION ] TEW LIFE 8l PISABII_.ITY 2
Employee Only [ ][ g2p,a25 | se ()] $242 (G)) 060 3|  saz0 (@
Employee +1 [] $41.10 $12.34 $4.92 $0.90
Employee + Famlly [ ] $54.88 $20.36 $6.56 $1.80

NO to ALL Benefits IF1 [ Jyes [ Ino [ IYes [INo | [es [Ino L TYes CINo | Clves [no

e T L,

' This coverage is not available to residents of NH, HI, or PR.25TD s not available to person;. who workvi-r'i. CA, Hi, NJ, NHY:;TE. K
MMM*M__NW___MMM ool

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

Dismemberment is part of the Term Life Benefit.

Name Relationship
Name Social Security # ' Date of Birth | Sex f Relationship
N o= S __Lm_ —t -.m“__@ __l_l;l. Spouse [_] Child[ ] Domestic Partner
Name ' Social Security#  Date of Birth | Sex Relationship
| 5 ] Lk o d ,E | ] spouse [ ] chilg [] Domestic Partner
Name Social Security # Date of Birth ; Sex l Relationship
hea Tl . mgm e . N _ SRR [m] I Spouse [ ] Child[ ] Domestic Partner
Name Social Security # Date of Birth | Sex ’ Relationship
§ — 7 iNE ‘Lspouse [ chid [JDomestic Partner

N i+ i AN 5, v v BECLINE CovEnAGE
I have read the benefit packet and understand jts limitations. | u

nderstand that open enrollment is only available for
2 limited time and | understand that making no benefit selection is a declination of R L

DATE 03 125222

Y — N

T S,

This is an Essentjal StaffCARE Enroliment Form.



