Auang E-Verify: Print Case Details - Preview

EVerify

SENSITIVE BUT UNCLASSIFIED

Case Verification Number: 2017152101832MD
Report Preparad: 08/0172017
Sompany information
Company ID; 47428 “Company Name: Employer Solutions Staffing Group
Employae Information
Last Nama: Maj First Nams: April
Date of Birth: 04/12/1982 Social Securily Number; =+ 3878
Hire Date; 08/01/2017 cl&amhlpShlua:Aomzen of the United States
Doocument Information
e —— OO
List B Dooument; DﬂverabamoorlnmrdhauadbyaU.B.atatanrnuwmponssabn List © Dooument: Soalal Security Card
Document Name: Driver's icense Document State; Minnesota
Driver's License or ID Card Numbar: Dooument Explration Date: 04/12/2019
Case Status Information
———— WA WOT)
Final Cass Result: Employment Authorized Employer Case ID;
Case Submitted On: 08/01/2017 Case Submitted By: YMOUSB45
Closed On: 06/01/2017 ‘ Closed By: YMOUSB45
Closure Statement: The employes oonfinues to work for the employer after recelving an Employment Authorizad result,

SENSITIVE BUT UNCLASSIFIED

ltups:l/e-veﬂfytsols.guvMeblPrintCaseDeuls.asp(?CaseVstn=2017152101832MD
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employer solutions staffing group. it
Leveraging Resources in a Changing Market Tel: 952.835.1288

www.esgstaffingsolutions.com

New Hire Application
Personal Data-- PLEASE PRINT LEGIBLY IN INK

Last Name MﬂL First Name _A' WN Middle Initial _____
Street Address__ 7 ‘ w lﬂﬂdm LN Aptiste _ £ :56

citystaterzip____§1. [ ] MN _ <s)g Soclal Security Last Four XXXX- L
Phone Number ()5 $4E §1j74 emai address _/{JJ (| -MI® @ (61

Staffing Agency/Recruitment Partner

Appilcant Certification and Authorization

1 authorize Employer Solutions Staffing Group (ESSG) to use the information and statements contained in this appiication to determine my
qualifications for employment. | authorize ESSG to make Inquiries of my former employers, except as indicated in this application,
regarding my previous duties, responsibllities, performance, compensation and eligibliity for rehire,

I release ESSG and other persons or entities from any clalms that might be based on ESSG's decision to conduct a background check.
I certify that all statements made in my application are true and accurate and that | have not omitted any materia Information or provided
false or misleading information, | understand that any materiaj omission or misrepresentation wil) result In my disqualification from
consideration for employment or, if discovered after 1 begin employment, will resuit in my termination,

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

Al war dpd S/30)17
Name (Print or type) U Applicant's Signature Date

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

For ESSG Office Use Only
DOH _ | Nnw I-9 8850 _  |{wa
Emergency Contact Info Background Release Form Background Resuits Unempioyment Letter ESC Application
(if appiicabie)
For ESSG Client Use
DOH ROP Work Site Loc. WC Code
ESSG - Supermoms CMG Rev. 0512015
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Form W-4 (2017) T SR P Mo e e

Basie Instruoti I 't exe, mplete consider making estimated tax 'ments using Form
Purposs, Complete Form W-4 so that your the Personal Alowanses mnrlmhea"tula:télge:. e 1040-E8, E“‘“’c‘,‘gfg"'ﬂg ','}””‘J'?ggﬂ‘& Oth ,
Sployercan Wi the corect et ooma WRnhong ajehoge 2 frther adust your iy ncom, 560 P Bk S e of
ur 3 ng a new Form 0 Ces based on item) >
W-4 eanéfﬁgarpgd when ;gtﬁ'o ;;na?ao or financial deductinnag, ceor&%ncradns, adl{lljsunenta 1o income, adjust your withholding on Form W-4 or W-4P,
situation changes, or two-aamers/mulﬂplajobs situations. Twrt':d earners or multipis jobs. lf)]rog t:‘lav: r:th
Exs from withholding. it Complets all workshests that apply, H ) peoridng spouse or more than one Job, 3
comrg eteognfy E:es 1, 2?8, '4I,gan 7ua?1,: mpet, may é'l‘aplm fawe}'" (%r :Lrgz allowanaggi.y Fo?‘;v:gvualraryou m‘:'l{'"’t',‘s B"l"f """‘”ﬂg'}'lm V‘f’r‘;a"“, ed ;§° olalm
form to validate It. Your exsmption for 2017 expires wages, withholding be based on allowances W 4 J," “";m ",'{‘l"n eets w’,"" Ry %’;? °"“mta
February 16, 2018, Ses Pub. 505, Tax Withholding you claimed and may not be a fiat amount or wher a‘ﬁLgn olding "B?':f"yeu e - “W e
and Tax. percentage of wages. for the highest paying Job o Zoro allowanoes o
Note; If another person can claim you as a dependent Head of household. Generally, you can olaim head claimed on the others. See Pub, 6§05 for detalis,
on his or her tax retum, you can't olaim exemption of household filing status on your tax return ontlhy if N dent allen, If dent al
from withholding If your total Income exoead $1,050 you arg and pay more than 509% of the Ngg’“ﬂagz gt i a‘,? a "%’jﬂ Stion: sf:e
and Includes more i’??an 9350 of uneamed Income (for costs of keeping up a home for yourssif and your N ::eldem' uppleéna?gtal °"“l m ons for
example, Interest and dividends). dapendent(s) or other quallfying Incividuale. on Allens, befors completing this form,
ns. An emplo; may be able to ciaim Pﬁﬂ. 601, Exemptions, Standard Deduction, and Check your withholding. After your Form W-4 takes
exemption from withholding evep if the employee Is Filing Information, for Information, 'elffaot, use Pu% 6065 to ses how'the ﬂmm.mgI you are
& dependent, if the employes: Tax oredits, You can take projected tax oredits Into foﬂr"ﬁ% ;‘."g';':',uﬁ'g es;DscylglI:; ?fmfu‘f_t: amnl,rtnaglstax
» 15 20 85 or older, WIROng SIowaoss, S or TR e r2UTT Soo bu (Single)or 180,000 (Mariec)
* s hlind, or care expenses and the child tax credit may be clalmed Future developments. Information about any future
» Will laim adjustments to Income; tax cradits; or gsln% ttga Egsrsfgn;‘lfo Allowances Work;limet below. Favl:llgggrrla:ts aﬂ‘gc;#angagpel W4 (suc‘:’t}l "ag N
1 . nacte e osted
ftemized deductions, on his or her tax retum, cr?dli: Into wm}rmm]:" 2,‘}8,’,‘,2,?.,‘3.2?"’ MR aetg WWW.irs.goviwd, ] ¢
Personal Allowances Worksheet (Keep for your records.) .
A Enter *1” for yourself if no one else can claimyouasa dependent., . . . 0 o o B A A I
® You're single and have only one job; or
B  Enter*i"if ® You're married, have only one job, and your spouse doesn’t work; or 5 o o {3 '
* Your wages from a second Job or your spouse’s wages (or the total of both) are $1,500 or jess,
C  Enter “1” for your Spouse. But, you may choose to enter "-0-" if you are married and have either a working spouse or more
than one job. (Entering “-0-* may help you avold having too little tax withheld,) . D 0 G o o e (0
D  Enter number of dependents (other than your spouse or yourself) you will claim onyourtaxreturn. . , , , . | . D _§
E  Enter 1 if you will file as head of household on your tax retum (see conditions under Head of household above) E =N
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 j
{Note: Do not include child support payments. Ses Pub. 503, Child and Dependent Care Expenses, for details.)
G  Chiid Tax Credit (including additional child tax credit). See Pub, 872, Child Tax Credit, for more information,
» If your total Income will be less than $70,000 ($100,000 i married), enter *2" for each ellgible child; then less *1” if you
have two to four eligible children or less 2" if 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 eligiblechlld. @
H  AddinesA through G and enter tota) here, (Note: This may be different from the number of exemptions you claim on your tax retum.) » H
. dyOI.I plan to itemize or claim adjustments to Income and want to reduce your withholding, see the Deductions
Foraccuracy, | ap Adjustments Workshest 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 eamln?s from all jobs exceed $50,000 ($20,000 married), see the Two-Eamers/Multiple Jobs Worksheet on page 2
that apply. to avold having too little tax withheld.
° If neither of the above situations applies, stop here and enter the number 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,
" W'4 Employee’s Withholding Allowance Certificate OMB No. 1545-0074
™ !
» Whether you are entitled to claim a certaln number of allowances or exemption from withholding is
m&;’ufm‘"’ subject to review by the IRS. Your employer may he required to send a copy of this form to the IRS, 2 @ 1 7

i Yourfzt- name ﬁ middie Initial ’ Last name M a ' zL_f_’o?ur’s:c?l gﬁ;-ﬂ?yl?r b

Homs pddless (number and street or raral routs) : 3 igle L] Mamied [J Married, but withold ot higher Singe rats,
Noté: If manied, but legally separated, or spouse is a nonresident allen, check the "Single” lﬂ.

F orWand MQW § ﬂ l q 4 If your last name dilffers from that shown on your sooial security card,

S = _ check here. You must call 1-800-772-1213 for a replacement card. > []
Total number of allowances you are claiming (from line H above or from the applicable workshest on page 2) 5 |

Additional amount, if any, you want withheld from each paycheck o a 3o ol e L AE3

| claim exemption from withholding for 2017, and | certify that | meet both of the following conditions for exemption.

If you meet both conditions, write “Exempt” here . »

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

Frmgzﬁe;: :ti)gt'\'l:?::lrznless youslgnit) » ﬂ W:ﬁ W/‘v Date p- S / 20 , ’ 7

Employer's name and address (Employer: Completd lines 8 and 10 only ifsendingto 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 (201 7



Department of Homeland Security

Employment Eligibility Verification

,;:.'.‘-- % /; A ) ! : y OMB . 16
Y U.S. Citizenship and Immigration Services Ea;pir2008/3112?)%7
P START HERE: Read Instructions carefully before completing this form. The Instructions must be availab|

USCIS
Form 1-9

ectlon 1, Empleyde Infarmatlon an On (Bmployees must complete ahd sign Seation T of o 15 no later
than e first day of employment biz At bigfary aeoopiing & job affer ) 3 .
Last Name {Famﬂmamf First Name Givendvalve) Middle Initial Other Last Names Used (it any)
Address (Street Number and Name) Apt Number | City or Town State  |ZIP Code
2170 LindinTh 357 | ST-pay| MV <19
Date of Birth (mm/ddlyyyy) | u.s. Social Security Number Employee's E-mail Address Employee's Telephone Number

V1112|492 |- 25 R Apr - MA@yctyngi o

WK1342947q

I'am aware that federal jaw provides for imprisonment and/or fines for faise statements or use of false documents In

connection with the compietion of this form,
1 attest, under Penaity of perjury, that | am (check one of the following boxes):

1. A citizen of the United States

lj 2. A noncitizen national of the United States (See instructions)

D 3. Alawful permanent resident (Allen Registration Number/USCIS Number);

|:| 4. An alien authorized to work until (expiration date, if applicable, mm/dd/yyyy):

1. Allen Registration Number/USCIS Number:
OR

2, Form 1-84 Admission Number:
OR

3. Foreign Passport Number:
L Country of issuance;

Some allens may write "N/A" in the expiration date field, (See instructions)
Allens authorized to work must provide only one of the following document numbers to complets Form Lg: 5 ﬁ';,"v‘v’,‘,?,:;,f;;,‘;"g;,,,
An Allen Registration Number/USCIS Number OR Form 1-94 Admission Number OR Foreign Passport Number.

|

Signature of Employee 7

Today's Date (mm/ddsyyyy) 05— Ez { l7

}ﬁrephrér'dnd(of Translator Gertification (eRéck origy
(Fiolds below must by comploted and signed whén greparers giietior Iranglatars agsist

|l it use @ Areparer of tranelator. D A prépérer(s) dnd/or fransiator(s) dssisted thet emplayse in
an émpioyee in vampleting Saation 1)

2

aampleting Bectinn 1,

knowledge the information Is true and correct.

I attest, under Penaity of perjury, that | have asslsted in the completion of Section 1 of this form and that to the best of my

Signature of Preparer or Translator

Today's Date (mm/ddiyyy)

Last Name (Family Name)

First Name (Given Name)

Address (Street Number and Name) City or Town

State ZIP Code

@ : Engu{oyer Completes Next Page

Form I-9 11/14/2016 N




Employment Eligibility Verification USCIS
Department of Homeland Security - Form 19
US Citizenship dnd Immigration Services . m%;gm7

st By 1] S el
- | Citizenship/immigretion Status
{. Liﬂb LA h 220
ListA 0 e AND ListC

Identity and Employment Authorization Identity ; Employment Authorization

Document Title ) | Document Title \ 3 2 Dowm'[me o )
AMinniSyta Di"'v'\,«'-{-a‘"':}" {ives Le  Spesul SR Ly Larof
Issuing Authority | Issuing Authority . Issuing Authority 6
— B ohte o Minnenia 54
Document Number | Pocument Num et o Document Number =
: K70 tﬂ*?#w OX G3/-2 62570,
Expiration Date {Ifany){mm/tid/yym Expiration Date (Ifany)(mm/dd/yyyy) Explration Data_ @ahy)(mm/dddrm)
: DY /12 /2019 A /4

Dooument Title 3 )
Issuing Authority : | [Adoitional Information i Do Not Wit s o
Document Number
Explration Date (T any)(mm/ddlyyyy)
Document Title
Issuing Authority
Document Number
Expiration Date (¥ any)(mm/idhyyy) y

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

- The employee's first day of employment (mnvdd/yyyy): [2/1/20] 7 (See instructions for exemptions)
i
Signature of Enipisyar or wl%_neprasenm Today's l;ata(u!an/jzyy) Title of Employer or Authorized Representative

SLCty fe -

LastNameofErﬁt}ﬁvﬁrAuhormRegmanmuve First Name of Employer or Authorized Representative | Employers Businass or Organization Name
4 JULOWAL e EMPLOYER SOLUTIONS STAFFING GROUP LLC
Employer's Business or Organization Address (Street Nurfibér and Name) | City or Town State  [Zip Code
7480 FLYING CLOUD DRIVE' SUITE 200 MINNEAPOLIS MN 55344 -

‘smplayer or autharized rey

N., ,I_”

: Dt of Rehir (¥ appiivatje)
Last Name (Family Name) First Name (Given Name) Middle Initial | Date (mm/ddyyyyy)
- previous g ploymeént au loh has expired, pr on for the document or récalpl that eelablahes 1
ocontinuing employmant avthorization in the space provided below,
Document Title ' Document Number Expiration Date (i any) (mm#idyyyy)

| attest, under psnalty of perjury, that to the best of my knowledge, this employee Is authorized to work .ln the United States, and if
the empioyee presentad document(s), the document(s) | have examined appsar to be genuine and to relate to the individual.

Signature of Employer or Authorized Representative Today's Date (mm/ddfyyyy) Name of Empioyer or Authorized Representative

Form I-9 11/14/2016 N







Is card
fth or agc pri

alid,if not ned|
events s nalure

i js t eproperty of theSoc:
rSiurne upon re dest. If fi
: FOUND SSN CA
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EMERGENCY CONTACT INFORMATION

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

Employee Name: m

Address; Z”E L(/Hdslkl L glﬂﬂm MIVSS’IM
Home Phone: w gq ﬁl’l 70i

B ’ EMERGENCY CONTACTS R
Plegsp list two peoply (in priotity order) who cou)d be vontacted In aase of an emergency

Contact #1 Home Phone:
Name: Smhdrq EE“[ Cell Phone: qu-*g S”g-ﬂg 75
Relationship: M amy Work Phone:

Contact #2 Home Phone:

e gttt Fitlds camas 12424 911,
Relationship: mey ih m W 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.
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employer solutions staffing group..
Wage Payment Method Authorization (Minnesota)
Employees have the option. of receiving wages by Direct D

If you do not pro de a written election, v
SECGEION [ BS[e INEO RN ON

ages will be paid b paper Check,
Employee Name Am ! SSN# (last 4 digits) () 4 EffectiveDate__ .., _
. TART 297 &/2)]
S_l'('HH:""-. L PASROILIL LEEGE @ N

|| Direct Deposit (Please complete Sections 3 and 5 below)  Note; Direct Deposit accounts may take up to 7 days to be activated
[ complete Sections 4 and 5 below) || Paper Check (Please complete Section § below)

eposit and/or

N Payroll Debit Card (Please
SECEION 3 DIREGE DEROSTT

[0 Update Bank Account

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

Account Type: [ Checking [] Savings [JOther

- Tohelpusavnidmaldnganmr,pleaseattachacopyofavoidedched:. (a depositslipwil!nntwork)
° Ifyouchnngebmks,donotclosoynmoldbankawmmtunﬁlyonrdhectdeposithasstartedatﬂmnewbmk,wlﬂchmnytakezpaypuﬁnds,

CHION T PAN RO

DEBEE CARD (GEOBAT ( CASTTCARD)

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 yon recejved the Payroll Debit Card and packet. Your Payroll Debit Card will be reloaded on each payday you receive
wages, .

C.ARDHOLDER INFORMATION f\?i] You want your Payroll ]i:l:tit Card to be issued) :
First Name A‘Wl 5 NameMm Dat?oan'thq'”Z !qz
Al il t. 230 Y 3G 7L,
™ ck.Pav "N 1SS iq ____| e <1242 gu7q

SECEIONS S U IRIZNTTON

T authorize ESSG to dire eposit 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,

wm_ AP MA o el (im

this information will only be used to sehdl your paystubs electronically

Employee's Signature: ﬂi/W/Lj m Date; S/ ,Z{/ / I 7

Ml N




Authorization

Authorization: By signing below, you authorize: (a) backgroundchecks.com ("BGC”) and/or Orange Tree

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

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

Personal Information: Please prigt the information requested below t identify yourself for BGC,
Printed name; r M

First' Middle (O 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.

0441z (9 471-75-36 70

Date of birth Social security npn)vber

K701{22574 008 Apri| Mg

Driver’s license number & state M N 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: [1.

W G/30/17

Signature ! Date




i b= !
ia o
by i /

>

e e

employer solutions staffing group...

STATEMENT OF CONFIDENTIALITY

This agreement made this ZQ day of I\_/kly - 201_2, between
Employer Solutions Staffing Group LLC, hereinafter referred to as “employer”,
and _&@ LMy hereatfter referred to as “employee”.

WITNESSETH:

For the duration of my employment and after resignation or termination of

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

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.

. Representative




employer solutions staff Ing 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, efc.), 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. S se puede verificar que el cheque no ha sido cobrado,
ESSG se detendrs el cheque de pago y reemitir g| cheque a usted, descontando
un cargo de entre $ 25 - $ 35.

Si su cheque de pago fue robado, primero debe denunciar el robo a |a policia
antes de que podamos volver a emitir el cheque. Una vez hecho esto, usted

no fue su culpa, ESSG emitira un nuevo cheque y no hay cuota se deducira.

AGREED/SE ACUERDA—

Name/Nombre (con letra de molde): M V i ‘ Mﬁ ’

Signature/Firma: M W




employer solutions staffing group..

INJURY MANAGEMENT PROGRAM

Injured Worker’s Responsibilities

As your employer, we are concerned about your full recovery. Reasonable and
necessary medical care will be paid for any compensable work injury. Medically
authorized time away from work will be reimbursed in accordance with the State
of Minnesota workers’ compensation laws. Wherever possible light duty
restrictions imposed as a result of your injury will be accommodated.

RESPONSIBILITIES OF THE INJURED WORKER:

Minnesota Rule Sec. 5221.0430, Subp. 1 requires that you choose one primary
health care provider. Subpart 2 places limitations on your right to change
primary healith care providers. Discuss with your employer any change in health
care provider.

Attend all scheduled appointments. While on physical limitations, visits should
be a minimum of once every two weeks. Failure to have current medical support
for disability may result in termination of benefits. Schedule your next
appointment immediately after your doctor visit, before you leave the clinic if
possible.

~ Obtain a Report of Workability from your physician at every appointment, a

Immediately following your appointment, provide a 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 and at work.
Report to work and perform physically suitable tasks as assigned. These may or

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



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.

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

Signed: y

Printed Name: _ I/ i / Mﬁl




om OOD0 Pre-Screening Notice and Certification Request for

(Rev. March 2016) the Work Opportunity Credit OMB No. 1646-1600
m .:?é‘vta'i,’tﬂ,"slm - » Information about Form 8850 and its separate instructions is at www.irs.gov/formassg,

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

Your name | AW ﬂ | Soclal security number L[‘” -7 g ‘"3 91 b
Strest address where you live i ﬁ !71 47 9 '
City or town, state, and ZIP code g"" @U [ M N __S-_gl ’ d

County Q a m g,ﬂflﬁ . __ Telephone number _‘z{ / 'Z L/Z - gl/7q

If you are under age 40, enter your dats of birth (month, day, year) LI / l 2 / q 2
——y—

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

2 ﬁCheck here if any of the following statements apply to you.
* Iam a member of a family that has received asslstance from Temporary Asslstance for Needy Families (T; ANF) for any 9
months during the past 18 months,
* lama veteran and a member of a family that received 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.

® lam at least age 18 but not age 40 or older and | am a member of a famlly 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 § 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 Jess than 6 months during the

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 totaling at least 6 months during the past year,

6 Check here if you are a member of a family that;
* Received TANF payments for at least the past 18 months; or
* Recelved 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 belng eligible for TANF payments during the past 2 years because federal or state Jaw limited the maximum time
those payments could be made.

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

Signature—All Applicants Must Sign

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

sob sppcres sraens (/U0 AVLAA i,

For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 228541 Form 8850 (Rev. 3-2016)




Form A (rev. 01/2016) TAX CREDIT QUESTIONNAIRE |0

EMPLOYER SECTION:
Ercrllﬁg;zerSoluﬂons Group Ao C,N\Cﬂ
Location: 5 3 -E Position:prb 0\ “&’HDY\ Starting Wage: § \b,';b
EMPLOYEE SECTION:
Employee Name; ' Street Address: Ci tes . Zip:
A!’Y” Ma E)ate of Birth: 1 7 Hﬂ %%Zf{g Ifygs{f:épagtjhé:[ MN cg”q

i -5 3g70 |17, 42| it

Please complete all questions, and sign and date the form.

r?. Have you or has anyone living with youn received Temporary Assistance to Needy Families (TANF)

at any time since August 5, 19972 (f yes_please provi ion below.)
Nams of the pars iving benefits; i you:
City: S! C :@ iw I County: Y State:

2. Haveyon or has anyone living with you received Food Stamps (SNAP) at any time during the past 15 months?
(If yes, please provide information below. '

)
" Name of'the person re fving benefits: Relat] to you:

3. Have you received Supplemental Security Income (SSI) at any time within the past 3 months?
.Please note, this is not the same ag Social Security benefits (S8) 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?
If yes, pleage indicate which type of agency you worked with and provids their location information below:
Vacational 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 q copy of your active Individual Work Plan and Ticket to Work documentation,

5. Areyou a Veteran of the U.S. Military? 1 Yyes, please provide q copy of your DD-214 and lettey of separation,
(If yes, please provide information below. Ifno, 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?

{9

6. Have you been unemployed at any time during the last 12 months?

Ifyes, dates of unemployment - From: / / To: / /
Did you receive unemployment compensation at any point during your unemployment?
If yes, dates received unemployment compensation - From: / / To: / /
7. Have you been convicted of a felony or released from prison for a felony conviction in the past 12 months?
Conviction Date; / / Release Date; / /
Was this a [ ] Federal or [] State conviction? If Stato . County: State:

[T 1 N o ]
®

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

PLEASE READ, SIGN, AND DATE:

Under penalties of perjury, 1declare the information above 1o be true and accurate to the best of my knowledge, and | hereby authorize any agency, arganization, or
individuals to Supply such verification or information that may be needed o determine tax credit eligibility 10 my employer, emplaoyer representative (Associated

Consultants, Inc. dba Retrotax), or the Departmeptof Labor.
New Employee Signature: ﬁ(’w WM Date: : / f 0 / I 7



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

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

gro

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

New Hire’s Signature: \W W/ﬁl Date 5 Z 20 Zl 7
New Hire Name: &QHJ_M

Social Security Number-: M 7 I "Zgﬂ ;37 6 7 b
Employer Name: A‘ .—p—kl ﬂ M 0] ,

compensation.

O  1declare that | have been in a period of unemployment since

(Enter start date)

Privacy Act Nofice:
The Intemnal Revenue Code of 1886, Section 51, as amended and its enacting legislation, P.L. 104-188, Specify that the State Workforce Agencies are the

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

com required to obtain o retain benefits (P.L. 111-5), Public reporting burden is estimatad to average 10 minutes per Tesponse, Including the
time for reviewing instructions, searching existing data Sources, gathering and meintaining the data needed, and complefing and reviewing the collection of

117-

ETA Form 9175 (Rev. November 2016)



employer solutions staff iNg group.

Leveraging Resources in a Changing Market

Notification of Minnesota Law Re uirement —

Unemployment Acknowledgement

According fo 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 addii ional suitable job assignment, (2) refuses
without good cause an additional suitable job assignment offered, or (3)
accepts employment with the client of the staffing service, is considered to
have quit employment.

It is your responsibility to contact ESSG (for instance, by calling 952.277.5227 or
using any other form of contact) for additional assignments. If you fajl 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. _A.M -(Initial)

»

Employee%:;f M e b/ ﬁ/ / 7
April Ma |

Employee (please print your name here)

CMG_SM - Rev. 09.2013



\

Acknowledgement of Receipt Antiharassment Policy

I certify that | have received a copy of Employer Solutions Staffing Group’s Antiharassment Policy. |
understand that it is my responsibility to read this policy and ask my supervisor, a member of
management or to telephone Employer Solutions Group (ESSG) at 952.835.1 288/1.866.496.7573 with
any questions | may have about this policy. | agree to comply with ESSG'’s policy on Antiharassment
and understand failure to comply is grounds for disciplinary action, up to and including termination.

director or ESSG's Human Resource Department at 952.835.1288/1.866.496.7573 in order to obtain
assistance in the resolution of such matters,

Employee Name (Please Print)

Al Mgl
W/;IM Date: §lg’ﬂ“

22



RECEIPT OF EMPLOYEE HANDBOOK AND EMPLOYMENT-AT-WILL STATEMENT

This is to acknowledge that | have read the Employer Solutions Staffing Group LLC Temporary
Employee Handbook and understand that it sets forth the terms and conditions of my employment as
well as the duties, responsibilities and obligations of my employment with the company. | understand
and agree that it is my responsibility to abide by the rules, policies and standards set forth in the
Handbook.

employment with the company may be modified at the sole discretion of the company, with or
without cause or notice, at any time. No implied contract concerning any employment-related
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, | will bring them to the
attention of ESSG.

oare___S[30)7

EMPLOYEE ‘

NAME A’D“’ Mﬂl
PLEASE PRINT -

EMPLOYEE

SIGNATURE

EEISDSESENTATIVE \iwx W\ VDAMy

23




& ACKNOWLEDGMENT
The associate handbook was reviewed with me, and | have received my personal copy. | also
acknowledge that | have been given the opportunity to ask questions and express concerns
during my orientation. Additionally, | understand and support the following:
1. This handbook is intended as a guide and not an employment agreement that
creates a contractual relationship, and that the employment relationship may be
terminated at the will of either party at any time.
2. The changing needs of the business will require alteration in method, practices and
policies, and the company will unilaterally revise, as necessary, to meet these
changing needs.

3. |agree to notify my ESSG Consultant immediately of any change in my personal
data such as phone number, address, emergency notification, etc.

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

Date: S./ gdz J 7 .
Associate's Signature: ﬁ WJ %M,ﬂ A
Associate's Printed Name: : /\. ﬂ ’) M( l ]

Orientation provided by: % M % ‘ WA,

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

understand that this policy in any form, and any employee handbook including this '
policy, are not a unilatera] employment contract or offer thereof.

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,

gZ{W Wan
Individual's Ndme '

w/z/17

Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



 employer selutions staffing group. w.’ E
‘ LmeiEging Recources in a Changing Morter P SNG @ O .

e a3 e 199 O, it 1 YT AP

Enhanced MEC Plan_Plan 1 G o, B

71-25-3970

L1 Rehire Rehire Date

Soclal Security Number

:r:o (First and '7"? Y l E M a ﬂ - i
179 Landin In #pt-226 | oty MN | ss)4g

Gender LI Male | Marital Status Single | Date of Birth

Phone N l;qkemle =) Do EmallAddrassf" / ’2 } q?' Da.zfsli}al 1
__bS|-243- 6979 April-MA\@rgimgil (o

Please Select Desired Coverage:

Employee Only - Employee+Spouse - D Employee+Child(ren) - D Family -
$63.00/Week

$24.00/Week $38.00/Week $36.00/Week

T ML Last Name EII :?nl:ale 2 SlEmi)oEuﬁc?ﬂn;er
Social Security # Birth Date | Sex . Relaﬁonshil;
T Last Name E l'-iﬂei:la 5 Spl;luseDonl:llesﬁcham
=y [Sociel Secuty# | vt oere | 50 e Rda'ﬁomjﬂp'
FIRENamE W L&t Nare | S =E B Domoesi e

NAME OF PERSON COVERED (FIRST, LAST):

EFF. DATE
EFF. DATE
EFF. DATE

Employea Acknowladgement and Authorization - | hereby apply for the group benefit{s) as Indicated, j acknowledge that all entries are true and complete and that
any misstatements or failure to report Information may be used as the basis for cancailation of coverage for me and my dependent(s), if any, from the original
effective date. Further, | authorize my employer to make the necessary payroli deduction of premiums for coverages I have elected.

IF ENROLLING - YOU MUST SIGN HERE

Employee Signature Date

EMPLOYEES DECLINING | am DECLINING coverage

Iunderstand that | andjor my depenglents, if any, waive any coverage and deslre to participate In the plan at a later date. l/we may be considered a late enrollea and
must meet the requirements defined in the Certificate of Coverage for the company’s medieal or dental plans. if | decline enroliment for myself or my dependents
(Including my 8pouss) because 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 Goverage ends. In addition, if a new dependent relationship forms as a result of marriage, birth, adoption, placement for adoption of parting suit
of adoption, | may be ahle to enroll myseif or my dependent, provided | request enroliment within 31 days of the event.

IF DECLINING- YOU MUST SIGN HERE .

] m - 12/]7

Employer Solutibns Staffing Group Health Benefits Team
7301 Ohms Lane Suite 405
Edina, MN 55439
Phone: 8952-767-9519 Fax: 962-767-9515
Emall: Health@employersoluﬁonsgroup.com




< mevw suucuuuty viedical Benefits_Plan 2

] -

VS 2193018561 [orrceusony  Locanon e 4 il RehireDate __, _,
ENROLLMENT FORM ESC CU(UNAC-MN) P1 v18.

rm USING BLACK or BLUE INK (Wust Ba Fisd Gy~~~
Name /—}p_[’ l ’ Ma i | S.oc: lSecun%fZ 57 lg E;Home Phone Sex @M

-
=l LndinLn Apt 535 S S L
> Sr) - M 1TSS e,

B. DO YOU OR ANY OF YOUR DEPENDENTS RECEIVE MEDICARE BENEF|TS? DYesDNo I Yes, please conﬁnﬁe

Medicare Health Insurance Claim Number (HICN) E Medicare Effective Date

> oo . PPN T e i e s v e ey i ia -._-....-...n._.j.. T Tt s i s e v e e s st - et e

Name of Covered Persor;"(si:w T

!

A, 2 ) 3. 0 o
C. LIMITED BENEFITS PLAN SELECTION ik Payroll Deducted Weekly Rates
You MUST select g coverage level before any benefits in Section C, Your coverage leve| for the all benefits in Section C will be
identical. The Fixed Indemnity Medical Plan, Dental Plan, Term Life Plan, and Short-Term Disability plans are underwritten by BCS
Insurance Company. The Vision plan is underwritten by Companion Life Insurance Company.

FIXED INDEMNITY - SHORT-TERM
SELECT CQVERAGE .LE.VEL MEDICAL * WSION TERM LIFE DISABILITY 2
Emplayee Only ] $20.25 i $242 @ $0.60 g $4.20 %
2 Employee + 1 [_] $41.10 $4.92 $0.90
Employee + Family [ ] $54.88 $6.56 $1.80
NO to ALL Benefits [ Ives [Ino [ IYes Cno | [ ves CINo | Clves Cne

-IIT’"S coverage is. not av.a‘il ie to residents- .of NH, HI, or PR.2STD is ;bt available to p‘ersons who wak in CA, Hl, Nj, N;,Nor Rl“

For Term Life / Accidental Death & Dismemberment, please write in your beneficiary information. Accidental Death &
Dismemberment is part of the Term Life Benefit,

Name . Relationship - Tor 18

D. REQUIRED DEPENDENTINFORMATION e - g e
Name }:Social Security # | Date of Birth ' Sex  Relationship

ream e b MR /7 f@..S.Q_S_epﬂi?EJE*.?&'@!D,D9.r.n95.t_is=_ﬁart_ﬂer.-.

Name Social Securit_y';; Date of Birth : Sex i Relationship
| - D] [ Spouse (] chitd [ Domesic prtner

Name T e Social Security # Date of B, Sex [ Relationship
b | i ] LSpouse []chiid [ bomestic Partner
Name i Social Security # | Date of Birth ;‘Sex Relationship

/4]l 1L spouse [ chid [ Domestic Partner

IGNATURE YOU M

E.REQUIRED S um §f,§i§ﬁ;§”!§.i?341§._51591’!519_@ DECLINE COVERAGE I

I'have read the benefit packet and understand its limitations, | understand that open enrollment is only available for
2 limited time and [ understand that making no beneft selection is a declination of coverage.

oae 0bsDlp 017 > ___5___P__5lGHATUBE____ 2

This is an Essential StaffCARE Enrollment Form.




