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PO Box 46270
Minneapolls, MN 55344-9956

Tel: 952.835,1288

www.esgstaffingsolutions.com
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group..

New Hire Application

employer sc_uiut.éons staffing

Personal Data~ PLEASE PRINT LEGIBLY IN INK

Last Name _1atum First Name __ Malik Middle Initial "9
Street Address_D AptiSte ™ieensus
City/State/2lp 510626155 55104 Saclal Security Last Four X00(-XX-
Phone Number 6515005086 Emall Address demonel5@gmail.com @

Staffing Agency/Recruitment Partner__ CMG Rachel Prickett

Are you legally authorized to work In the United States of America? @]YES QINO
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. 1 authorize ESSG to meke inquiries of my former employers, except es indicated In this application,
regarding my previous duties, responsibilities, performancs, compensation and eligibility for rehire.

1 understand that a comprehensive background check may be conducted to determine my eligibifity for hire by cartain clients of ESSG.
This may include but is not Imited to, !nMgaﬂansofuinﬂnalandlormnvioﬂunmrds,dﬂv]ng records and/or a drug screen test as
required by cllants, govemment regulstions or by ESSG policies,

| release ESSG and other persons or entities from any claims that might be based on ESSG's decision to contluct a background check.
1 certify thet all statements macde In my application are true and accurate and that | have not omitted any material information or provided
false or misleading Information. | understand that any meterial omission or misrepresentation will result in my disqualification from
consideration for employmant or, if discovered after | begin employment, will result in my termination,

if hired, | agres to abide by the policies and procedures of ESSG.

Mallk Tatum %{@% Nov2, 2017

Neme (Print or typs) Applicant’s Signature Date

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

DOH NHW 19 8850 w4

Emergency ContactInfo | Background Release Form Background Results unaa}ployl'?:::l L)euar ESC Application

app {:)
For ESSG Client Use

DOH ROP Work Site Loe. WC Code

ESSG - CMG-CO Rev. 04/2017



© FormW-4 (2017)  Ccwmmey oo e

0l
Basic instructions. 't consider making estimated tax ents using Form
Purposs. Complete Form W-4 so that your the Personal Allownl:l‘g: Wm&ﬁ%"‘%’? 1040-£8, %ﬁg'ﬂm‘ﬁ Omn:l:wlsa.
employer oan withhold the correot federal Incoms worksheets on page 2 further adjust your you may owe Pub. 805 1o fhe ool lgglfruld
tax from mpw.Onnaldarmmplsﬂ{n;?anewFonn withhalding allowancss on ftemized S S89 Founw-ei%rw-y:i’ g
Wod each yoe and when you personal o freren deductions, certain credits, adjustments to incame, Yyour withhoiding an -
MnGﬁes. or two-samers/multipls jobs na. mmwm nl:tﬁl‘;ylmmg'havaa'he
from withholding. If Co rish . However, o
mw ﬂas 1.2.3.4.m£uanm; exam# mmwg)rw?n aﬂm Farmgularm %me anﬁ:l:;:t;dalm
fmmmvaudmuvowmggnforzm expires wages, withholding must be based on allowances o m%gmwm%’;%%m:“m
w&s«m , Texx Withholding youclalmzdgndmaynotbeaﬂatmmﬂor g,"%“.:""“"“"“w
DErEOn can ciglm you as dapanden wpraeheld-Generally, yotrcan olal e .....'-=1._|.,..
ratum, 't olaim exemplion tax ratumn it
ﬁumwﬂhhuldlmlfmr “l‘ﬁnmmemeedasnoso mmmﬁﬂgmdpa?nmmgm%:t'ge
and inaludes mare than $350 of unsarned income (for costs of ahomsfnn‘:ursalfand
e e P orther rar e Dot and Check your withholding. After your Form W-4 takes
be abi s on,
e T ) Py s PN s o s, s i 05 o S0 o vt v
a dependent, if the employee: Tax credits, You can take projeoted tax eredits into h"’z"a pu‘:%ms Wﬁ"‘d
accaunt in figuring your e number of for 2017, Sea m‘:‘g %“‘"’”"“"93
* 16.age 85 or cider, Withhoiding allowanioss. Credis for ohild or dependent ~ @%ceed $130,000 (Single) or $180,000 Married).
® s biind, or cara expenses and the child tax credit may be olaimed Future developments. Information about any future
using {he Parsonal Allowances Workshest below, davel affecting Form W~4 (such as
nts to | ;
-mumé:;&mmmmgwmxmdf:r Smrgu?ﬂgﬂsmrwomﬂgmgmwﬂngwwoﬂm Wmmm“mwmmm
Personal Allowances Worksheet (Keep for your records.)
A Enter"1’foryourselflfnooneelaeoanclalmyouaaadependem. NN G I B e B o A DR 1
» 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 5 . B 1
» Your wages from a second job or your spouse’s wages (or the total of both) are $1,500 or less.
C  Enter “1” for your spouse. But, you may choose to enter “-0-* if you are manied and have either a working spouse or more
thanone]ob.(Entering"-n-"mayhelpyouavoldhavlngtpolltﬂetaxwithheld.) c e s st e e s e e e .. B
D  Enter number of dependents (aﬂ\erthanyourspouseoryourseli)youwlllclalmonyourtaxretum. 5 00 o0 a o a
E  Enter 1" if you wil file as head of housshold on your tax rsturn (see conditions under Head of householdabove) . . E
F Emar"1"lfyouhaveatleast$2,000ofchlldordependenteareexpanmforwhlchyouplantoclalmacradlt En L LA F

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

G  Child Tax Credit (including additional child tax oredif). Sea Pub. 972, Child Tax Credit, for more information.
® It your total income will be less than $70,000 ($100,000 it married), enter 2" for each sligible 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 $118,000 if maried), enter “1” for each eligiblechild. @
H  Add lines A through G and enter total hera. (Nate: This may be different from the number of exemptions you claim on your tax retum,) » H 2
o if you plan to temize or claim adjustments to Income and want to reduce your withholding, see the Deductions

For acouracy, Ad]ustments Workshsst 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 eamlnfs from all jobs exceed $50,000 ($20,000 if married), ses the Two-Earnera/Multiple Johs Worksheet on page 2
that apply. to avoid having too [ittle tax withheld.

® If nelther 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. Keap the top part for your records.

i w_4 Employee’s Withholding Allowance Certificate OMB No. 1545-0074
m
Departm Treasury | Whelharynumenﬂhdtoclahnaumhmumherdauowmmormmpﬂonﬁnmmhomngh
lwwﬁ;um aubloononvlawbylholﬂs.'lnuramplmrnwbamquhadtoundaeopyofﬂlhfonnhﬂnlﬂs. 2©1 7
1 Yourfirst name and middl Inftial Last name 2 Your social security number
Malik Tatum i 610626165
Hame address (number and street or rural routs) 3(®) single [D Married (J Married, but withhold at higher Single rate.
744 Ashland ave #105 Nate: If married, but legally eeparated, or spouse is a nonresident alin, check the *Single” box,
City or town, state, and ZIP code 4 mehatmmedlﬂamﬁomﬂutahﬂwnonmmﬂalmmwm.
Saint Paul MN 55104 check here. You must call 1-800-772-1213 for a replacement card. > [ ]
§ Total number of allowancss you are claiming (from line H above or from the applicable worlshest on page 2) 5 2

6 Addltlonalarnount,Ifany,youwa:ﬂwithheldfmmeachpayoheck 0 0o O -o-0Ng O oo o ol e 815
7  1olaim exemption from withholding for 2017, and | certify that | meet both of the following conditions for aexemption. |
® | ast year | had a right to a refund of all federal Income tax withheld because | had no tax liability, and
» This year | expect a refund of all federal income tax withheld because | expect to have no tax liability.
If you meet both conditions, write “Exempt” here . SRR Ry D e e e |ﬂ';y|
Under penalties of perjury, | declare that | have axemlned this certificate and, to the hast of my knowiedge and belief, it Is true, correct, and complata.
, m“
(‘EI'h“"lls’lf.:myrl:.ne l: :logt valid uniess you sign it) pMalkTatum (Nov2, 2017) Date» NOV2,2017
8 Employer's name and addmss?Employet: Gomplets lines 8 and 10 only if sending to the IRS) | 8 Office code (optional) | 90  Employar 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

. Dep.a'rtmel!t of Homeland Secllmy oml: ;ﬁsﬁzw
U.S. Citizenship and Immigration Services Expires 08/31/2019

—\___“__“__——“
P>START HERE: Read Instructions carefully before completing this form. The Instructions must be avallable, either in paper or elactronically,
during complstion of this form. Employars are Itabls for arrors in the complation of this form.

ANTI-DISCRIMINATION NOTICE: It Is illegal to discriminate against work-authorized individuals. Employers CANNOT specify which
document(s) an employee may present to establis orization and Identity. The refusal to hire or continue to employ

BSened

h employment auth
ertatio d-hasa ation date may also constitute Megal discrimination,

Section 1. Employee Information and Aftestation (Employees must complete and sign Section 1 of Form 1-9 no Jater
than the first day of employment, but not befare accepling a job offer.)
Last Name (Family Nams) First Name (Given Name) Middie Initial Other Last Names Used (i any)
Tatum 610626155 Malik 6155
Address {Streat Number and Nams) Apt. Number | City or Town State ZIP Code

744 Ashland ave 62 Saint Paul MN | 55104
Date of Birth (mm/ddfyyy) | U.S. Social Security Number Employee's E-mail Address Employee's Telephone Number
6515005086 0u/pey299B | -[ T T]| demone15s@gmail.com 744 Ashland ave #105

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

1 attest, under penalty of perjury, that 1 am (check one of the following boxes):

@ 1. A citizen of the United States

a 2. A noncitizen national of the United States (See Instructions)

3. A lawiul permanent resldent  (Allen Reglstration Number/USCIS Number): N/A

Q] 4. An allen authorized to work _until (explration ate,  applicable, mmyddiyyyy) A
Some allens may write "N/A” In the expiration date field. (See instructions)
Aligns authorized to wark must provide only one of the following document numbers to complets Form I-9: Do ﬁgmﬁ,;'}':g;m
An Alien Registration Number/USCIS Number OR Form 194 Admission Number OR Foreign Passport Number.
1. Allen Registration Number/USCIS Number: N/A
OR
2. Form 1-84 Admission Number: N/A
OR
3. Foreign Passport Number: N/A
Country of Issuance: N/A
Signature of Emp} Tod mi
Flovee  Muli rutae oday's Date (mm/idhyyy) Nov 2, 2017

Preparer and/or Translator Certification (check one):
I did not use a preparer or transiator. g A preparer(s) and/or translator(s) assisted the employee in completing Section 1.
(Fields below must be completed and signed when preparers and/or translators assist an employee in completing Section 1.)

1 attest, under penaity of perjury, that | have assisted In the completion of Section 1 of this form and that to tha best of my
knowledge the Information is true and corract.

Signature of Preparer or Translator Today's Date fmm/dd/yyyy)
CMG Rachel Prickett

Last Name (Family Nama) First Name (Given Name)

1

Address (Street Number and Nams) City or Town State  |ZIP Code
2 D Tatum

@ Employer Completes Next Page @

Form 19 07/17/17 N Page 1 of3



Employment Eligibility Verification USCIs

. Department of Homeland Security OME ;:Tsfs'?(,m,
U.S. Citizenship and Immigration Services Expires 08/31/2019

Section 2. Employer or Authorized Representative Review and Verification

(Employers or their authonzed representative must complete and sign Section 2 within 3 business days of the employee’s first day of emplo yment. You
must physically examine one document from List A OR a combination of one document from List B and one document from List C as listed on the "Lists
of Acceplable Dacurnents.") -

: e (Family Nams) e ame) H Clﬁ?lshl_pﬂmnﬂﬂ@mtﬂm_ L=

ListA OR List B AND " ListC
Identity and Employment Authorization Employment Authorization
Document Title

lssuing Authority

Document Number

Expiration Date (i any)(mmiddAyyyy)

Document Title

lesuing Authority Additional Information 0 Kk Ve e T sy

[ Document Number

Expiration Date (i any)(mm/ddfyyyy)

Document Title

Issulng Authority

Document Number

[ Expiration Date (if any)(mm/ddfyyyy)

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

plo!{eq:g first day of employment (mm/dd/yyyy): / / 0 7 20 (See l." ctions for exemptions)

iEmpiver df Avthorized Reffresenta Today's Date/{mm/dd/yyyy)
CAA ﬂ ,//57 20/

Empl pyer or Authorized Representative Namg of iyer or Authorized Representative | Employer's Business or Organization Name
| A= .

r

Employer's Business or Organization Address ( umber and Name) | City or Town |State ZIP Code

Section 3. Reverification and Rehires (To be completed and signed by employer or authorized representative.)
A. New Name (if applicable) B. Date of Rehire (if applicable)
Last Name (Family Name) First Name (Given Name) Middle Initial Date (mm/dd/iyyyy)

C. I the employee's previous grant of employment authorization has expired, provide the information for the document or receipt that establishes
continuing employment authorization in the space provided below.

Document Title Document Number Expiration Date (7 any) (mmv/dd/yyyy)

1 attest, under penalty of perjury, that to the hest of my knowledge, this employea is authorized to work in the United States, and If
the employes presented document(s), the document(s) | have examined appear to be genulne and to relate to the individual.

Signature of Employer or Authorized Representative Today's Date (mm/dd/fyyyy) Name of Employer or Authorized Representative

Form1-9 07/17/17 N Page 2 of 3









EMERGENCY CONTACT INFORMATION

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

Employee Name: Malik Tatum

Address: D 610626155 55104

Home Phone: 6515005086

.Ct.nlltact #1 I-llofne Phone: MN
Name: 610626155 Cell Phone: Ashp
Relationship: Saint Paul Wofk Phone: Sandy
Contact #2 Home Phone: school
Name: 55104 Cell Phone: incoming calls for 811
Relationship: (651) 500-5086 Waork Phone:

Additional information you want Employer Solutions Staffing Group and our clients to know in the event
of an emergency:

This Infarmation will remain canfidential and will only be used in the case of an emergency.




£ employer solutions staffing group
\} - Leveraging Resotrces ima Changing Market | |
Direct Deposit/Payroll Debit Card Authorization

Employees have the option of receiving wages by Direct Deposit ‘or Payroll Debit Card.
If you do not provide itten election, wages will be paid by Ps i
SECTION I BASIC INEORMATION

Henployes News 1o ik Tatum

SECTION 2 ELECTRONIC BEAY OPTIONS

[®] pirect Deposit Ploase complote Sections 3 and 5 below)
[ ) Payrall Debit Card (Please complete Sections 4 and 5 below)

SECTION 3 DIRECT DEPOSIT

Note: Dayndtamwﬁmyukeupiu 7daystobeactivated.

AN [7] Updato Bank Acoomnt 1 understand snd acknowledge that if I do not provide a
C [— voided check with this direct deposit form, I am

0 " 6515005086 responsible for any delays in payroll or extra costs

Nl Routing# demonel5@gmail.com incurred if the aceount mumber that I provide is incorrect.
I Account# 744 Ashland ave #105 . Tatum Date Nov 2,2017

Account ype: E Chegkin g n Sa 'ny: Doﬂlﬂr 01/16/1893

»  Tohelp us avoid making an error, please attach a copy of a voided check, (a deposit slip will not work)
. Ifyouchangabanks,donntclnseyuurnldbmkammtunﬁlyuurdhectdeposithasshmdat&ombmk,whhhmytah2wpaiods.

SECTION :F PAYROLL DEBIT CARD

Cat.dtopayynnrwagea.memmbcﬁm,ﬁnﬁnmdﬂhsﬁtuﬁmmqukwuhmﬁdeﬁmaddﬁmﬂﬁmﬂﬁwﬁmhﬁmaﬂmsoﬁwm
verify your identity,

Except for the routing and account mumber, ESSGdounmhwamammyhﬁ:rmaﬁmmgudingymPaymnDebitCmdammtm
h'anncﬁnns.Onyunrﬁrstpayday,youwﬂlremiveyumnewPaymllDebitCard,andapachtcmmi:ﬂngallofﬁetumsandmdiﬁm.Yunwiﬂ
ﬂlﬂnsignacknuwhdgingﬂ:atyourecnivedthePayrollDebitCatdanrlpacket.YomPaymllDebitCatdwmberaloadedoneachpaydayyonreceivo
wages,

CARDHOLDER INFORMATION (as you want your Payroll Debit Card to bo issned)

First Name Malik ML D LagtName Tatym | Date ofBirtho:l /16 /199-3

Strect Address o Boxnor accerTaRL) 744 Ashland ave # 105 Social Security#
610626155

G saint Paul Stae N | 2P 55104 Coll Phons (mobile) - 1) 500-5086

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

Payroll Debit Card Routing # Payroll Debit Cand Account # -

e e . L G
ImmmwmmmmmmmmmmmmmW By activating my Payroll Debit Card, 1
|amagteeingtoﬂ1eprogramtetms, cmdiﬁm,mddisdomﬁﬂamhchdedmmdemﬂabhmmﬁmﬁmewﬁmeﬁomﬁeﬂnmdﬂhsﬁnﬁml
anthorize the financial institntion to debitmyl’aymllDebitCardamnntﬁn'ﬂleﬁesdescribedinﬂmﬁeschednleﬂmtlspmdﬂmpmgmmtams,
conditions, and disclosures, .

Employee's Signature: U LALAY. Date: Nov2,2017

[/] Paper Check (Option available to GA NH and NY residents only)

SECTION 5 AUTHORIZATION
I anthorize ESSG to dimcﬂydeposﬁmypeﬁndhwagedcompmaﬂmpaymem,netofmqmmxwﬁhhomgx, other required withholdings ar
auﬂmﬁmddeducﬂms.inhmywomﬂ(s)asdedgnmdabmmdwhﬂﬁaw,ifneceﬂary, debit entries and adjnstmentsfor any credit entries
made in error to my account(s). * E-mail is required for pay stub informstion.

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

iy . MZM Date: . Nov2,2017
Employee'sSignature: /4 L 4 _




EMPLOYER SOLUTIONS STAFFING GROUP
BACKGROUND CHECK AUTHORIZATION

Malik Tatum
{First) {Middle) (Last)

Employee Name:

Former Namels) and Dates Used: 'he Bancorp Bank

Current Address Since: D 610626155 55104
{Mo/Yr) (Street) (City) (State/Zip)
3
Previous Address From:
{Mo/¥r) (Street) (City) (State/Zip)
Previous Address From:o
(Mo/¥r) (Street) (City) (State/Zip)
Soclal Security Number; 610626155 pop:_01/16/1993
Phone Number: 6515005086
Driver’s License Number/State: 07113800073776385

The information contained in this application is correct to the hest of my knowledge.

t hereby authorize Employer Solutions Staffing Group, LLC and its designated agents and representatives to conduct a
comprehensive review of my background causing a consumer report and/or an investigative consumer report to be
generated for employment purposes. | understand that the scope of the consumer report/ investigative consumer
report may include, but is not limited to the following areas: verification of social security number; credit reports,
current and previous residences; employment history, education background, character references; drug testing, civil
and criminal history records from any criminal justice agency in any or all federal, state, county jurisdictions; driving
records, birth records, and any other public records.

I further authorize any individual, company, firm, corporation, or public agency to divulge any and ali information, verbal
or written, pertaining to me, to Employer Solutions Staffing Group, LLC or its agents. | further authorize the complete
release of any records or data pertaining to me which the individual, company, firm, corporation, or public agency may
have, to include information or data received from other sources. Employer Solutions Staffing Group, LLC and its
designated agents and representatives shall maintain all Information received from this authorization in a confidential
manner in order to protect the applicants personal information, including, but not limited to, addresses, social security
numbers, and dates of birth,

Signature; Al Tty pate; NOV2,2017

Notice to CA, MN, and OK Residents:
Please check the hox below if you wish to receive a copy of a consumer report that Is requested.

1 wish to recelve a copy of any Background Check Report on me that is requested.




employer solutions staffing group..

Important/importante
LOST OR STOLEN PAYCHECKS

If a paycheck is lost (missing, misplaced, destroyed, lost in the mall, 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. Si se puede verificar que el cheque no ha sido cobrado,
ESSG se detendra el cheque de pago y reemitir el cheque a usted, descontando
un cargo de entre $ 25 - $ 35.

Si su cheque de pago fue robado, primero debe denunciar el robo a la policfa
antes de que podamos volver a emitir el cheque. Una vez hecho esto, usted
debe proporcionar una copia de la denuncia a su reclutador de personal que el
cheque fue robado. Si el cheque no ha sido cobrado y si la pérdida del cheque
no fue su culpa, ESSG emitira un nuevo cheque y no hay cuota se deducira.

AGREED/SE ACUERDA—

Name/Nombre (con letra de molde): Malik Tatum

_§i_gnaturelFinna: Maltk Totum (Nav2, 20173




employer sdiutions staffing gnos.;pu
INJURY MANAGEMENT PROGRAM

Injured Worker's Responsibilities

As your employer, we are concerned about your full recovery. Reasonable and
necsssary 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. §221.0430, Subp. 1 requires that you choose one primary
health care provider. Subpart 2 places limitations on your right to change

primary health 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
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.

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 perl’brm 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.

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

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

sml’led: Btk E»tum mw 2,2017)
Printed Name: Malik Tatum




i ~m 8850 Pre-Screening Notice and Certification Request for
oS Dl the Work Opportunity Credit OMB No. 1645-1600

Dul?ﬁﬂﬂlﬁw:mem, » information about Form 8850 and its separate instruotions Is at www.irs.gov/form8850,

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

Yourname __Malik Tatum Soclal security number> 610626155
. Steetaddresswhereyoulive D

Clty or town, state, and ZIP code 610626155 55104

County 744 Ashland ave # 105 Telephone number 6515005086

If you are under age 40, enter your date of birth (month, day, year) 01/16/1993

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

2 Check here If any of the following statements apply to you.

* | am a member of a family that has raceived assistance from Temporary Assistance for Needy Families (TANF) for any 9
months during the past 18 months.

* 1 am a veteran and a member of a family that received Supplamental Nutrition Assistance Program (S8NAP) benefits (food
stamps) for at least a 8-month period during the past 15 months,

* | was referred here by a rehabllitation agency approved by the stats, an employment network under the Ticket to Work
program, or the Department of Veterans Affalrs,

* | am at jeast age 18 but not age 40 or older and | am a member of a family that:
@, Recsived SNAP benefits (food stamps) for the past 6 months; or
b. Received SNAP benefits (foad stamps) for at least 8 of the past 5 months, butis no longer eligible to recelve them.

e During the past year, | was convicted of a falony or released from prison for a felony.

» | received supplemental security incoms (S8I) 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 lesa than 6 months during the
past year.

8 m] 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 m] Check here If you are a veteran entitied to compensation for a service-connected dieability and you were discharged or
released from active duty in the U.S. Armed Forces during the past year.

£ ml Check here if you are a veteran entitled to compensation for a service-connected disability and you were unemployed for a
period or perlods totaling at least 8 months during the past year.

L) @ Check here If you are a member of a family that:
» Rsceived TANF payments for at least the past 18 months; or
» Recaived TANF payments for any 18 months beginning after August 5, 1997, and the earliest 18-month period beginning
after August 8, 1887, ended during the past 2 years; or
* Stopped being eligible for TANF payments during the past 2 years because federal or state law limited the maximum tims
those payments could be made,

7 [II Check here if you are in a period of unemployment that Is at least 27 conssoutive weeks and for all or part of that period
you received unemployment compensation,

Signature~All Appiicants Must Sign
Under penaities of perjury, | declare that | gave the abave information to the employer an or belore the day | was offered a job, and R s, to the best of my knowledge, true,
correot, and complate,
Job applicant's slgnatura P WaliTatum (Nov2, 2017) Date Nov2,2017

For Privany Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 228811 Form 8850 Rev. 3-2018)



. Form A (rev. 03/2017) TAX CREDIT QUESTIONNAIRE

EMPLOYER SECTION:

Client: Company:

Location: Position: Starting Wage: $
EMPLOYEE SECTION: "

First Name: Last Name: Suffix: Strest Address: City/State: Zip:
- {Malik Tatum iD 1610626155 e

S8#: Date of Birth: Age: Have you wom fo: If yes, location:

wa | thiBco y re?
5105261.55 01/16/1993 Teassind ves[ ] No 01/16/1993
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) (5] O]

at any time since August §, 1997? (1f yes, please provide information below.)
Name of the person receiving benefits: _____ Relationshiptoyou: ____
City: County: State:

2. THave yon 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 receiving benefits: ____ Relationshiptoyon: _____
City: County: State: _____

3. Have you received Supplemental Security Income (SSI) at any time within the past 3 months? a @
Please note, this is not the sams as Social Security benefits (SS) or Social Security Disability (SSDI) benefits,
*Jf you checked yes please provide a copy of your SSI documentation,

4. Have yon received any typs of vocational rehahilitation services within the past two years? a @
If yes, please indicate which type of worked with and provide their location information below:

IC] Vocational Rehsbilitation Agenocy Dept. of Veterans Affhirs Employment Netwark (Ticket to Wark Program)
NamsofAgency: _____ Phoneds __
City: ____ Comty: State;
*lf you checked yes please provide a copy of your active Individual Work Plan and Tickst to Work documentation.
5. Areyou a Veteran of the U.S. Military? ®}fyes, please provide a copy of your DD-214 and letier of separation,
(If y=s, please provide information below. 1fno, please continue to question #6.)
Dates of Service - From: To:
Branch of Sarvice:
Are you entitled to or are you recelving compensation for a service-connected disability?

6. Have you been unemployed at any time during the last 12 months?
Ifyes, dates of unemployment - From: To:
Did you recelve unemployment compensation at any point during your nnemployment?

If yes, in which state did you receive unemployment compensation?

7. Have you been convicted of a felony or released from prison for a felony couviction in the past 12 months?
Conviction Date: Release Data:

Was this alL4 Fodernt or ] State comviction? 1¢State - Connty: ____ Stater

W ##

O
O]

DOOWQ
@ ©» @f

empnnsmeare.

Additiinal Tax Credits &
IEC (Native American): Are you or your spouss a member of & Native American Tribe? a @
Ifyau checked yes plense provide a capy of your CDIB card,
CA Residents; [D Are you the child offbsterparems? Do you receive CalWoris? a ‘Workforce Investmeant Aat?
{1 Are you & migrant or seasonal firm worker? [[J Have you ever been convicted of a misderneanor?
SC Residents: [[] Do you receive Family Independence Benefits?

PLEASE READ, SIGN, AND DATE:

Under penalties of perjury, 1 declare the information above to be trus and accurate io the best of my knov ledge, aird 1 hereby authorize any agency, orgemtzation or
individualy to supply such verification or information that may be needed to determing dax credit eligtbility 1o my employer, ensployer rapresentative {Assaciated
Consultants, Inc, dba Retrotax), or fire Department of Labor.

New Employee Signature: MM{_ Date: NOV2,2017
~FBUR TR VOV 2 205




U.S. Department Labor 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

Instructions: This Self-Attestation Form (SAF) is to be completed, signed, and dated by the new hire anly.

—Employers or consultants submit this SAF to the State Workforce Agency with 1RS-Form-8850-o!
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,

L)

New Hire’s Signature; _NetkTampez,2m Date_Nov2,2017

New Hire Name: Malik Tatum

Sacial Security Number; 610626155
Employer Name:

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.

| declare that | have been in a period of unemployment since
Tatum .

{Enter start date)

Privacy Act Nofice:

The Intemal Revenue Code of 1886, Seclion 51, e amended and s enacting legistation, P.L. 104-188, specily thatthe State Workforce Agencies am the
*designated® agencies responsibie for administering the WOTC oertificaion procedures of this program. The information you heve provided complsting this
form will be disclosed by your employer to the State Workforce Agency, Provision of this Information is voluntary; however the information Is required fo
determine your employer's eligibiity for the federal tax oredit,

S 0wt ¢ 6 e § ¢ iy @ @ s @ 8 6 e § e € 6 Y s I 06 PR 5 p s p 9 P @5 G 9 ¢ M € 0 M @ 8 Mt ¢ S P ¢ M § ¢ Ve &S M ¢ Y M ® ¢ wmm 3 4 M 0.0 M § ¢ M § S 00

Public Burden Statement;
PamwanomqmmmspmdmmbmnmﬂondmmmwessndbﬂmawmnﬂyvﬂdOManhdnumber.Respmdenh’obllgaﬂmto
complate this form Is required fo obiain or retein bensfits (P.L. 111-8). Publio reporfing burden Is estimated fo average 10 minutes per response, including the
mﬁrmm.mgmmudwwumgaﬂmmmMﬂwd&hmﬁeﬂ,mﬂmﬂeﬁmmdmﬁaﬂmﬁewﬂeﬁmof
Information. Sand comments regarding this burden estimals to the U.8. Depariment of Labor, Division of Naional Programs Tools Technical Assiatence,
Room C-4510, Washington, D.C. 20210 (Paperwork Reduciion Project 1205-037%). Please do ot submit complated forms to this address,

117-

ETA Form 9175 (Rev. November 2016)



employer solutions staffing group..

Acknowledgement of Receipt of Workplace Safety Policy

I certify that I have received a copy of Employer Solutions Staffing Group’s ESSG
WORKPLACE SAFETY POLICY. I understand that it is my responsibility to read
this policy and ask my supervisor, a member of management or to telephone
Employer Solutions Group (ESSQG) at 952.885.1288/1.866.496.7578 with any
questions I may have about this policy. I agree to comply with ESSG’s policy on
ESSG WORKPLACE SAFETY POLICY and I understand failure to comply is
grounds for disciplinary action, up to and including termination.

I also agree that if at any time during my employment I am believe that I am
working in an unsafe or dangerous work environment, I will immediately contact
my supervisor, manager, director or ESSG’s Safety Director at
952.835.1288/1.866.496.7578 in order to obtain assistance in the resolution of such
matters.

Employee Name (Please Print)
Malik Tatum

Employee’s Signature:

Mallk Tatum (Nov 2, 2007) Date: Nov 2, 2017




employer solutions staffing group.

STATEMENT O TY

This agreement made this ¢/ day of ; 2011. between
Employer Solutions Staffing Group LLC, hereinafter referred to as “employer”,
and hereafter referred to as “employee”.

WITNESSETH:

For the duration of my employment and after resignation or termination of
this employment with employer, for any reason whatsoever, the employee shall
not use or disclose to any other person or company, and confidential or
proprietary information or know-how related to the business of the employer.

In view of the difficulty of determining the amount of damages which may
result to the employer from a violation of any of the provisions hereof, the
employee agrees to pay to the employer the sum of $10,000 as liquidated
damages for every such violation; provided, however, that the payment of such
amount as liquidated damages shall not be construed as a release or waiver by
the employer of the right to prevent any such violation in equity or otherwise.




DRUG AND ALCOHOL
TESTING CONSENT FORM

1. I have been allowed to read and inspact 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: (a) the policy and its contents; (b) what conduct the policy prohibits and the
consequences of such conduct; (c) my rights under the policy and the consequences If |
exercise certain rights; and (d) that certain events as described in the policy may result
in adverse personnel action, including my termination from employment with ESSG. |
understand thet this policy in any form, and any employee handbook including this
policy, are not a unilateral 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,
urine, breath, or any combination thereof) from me for testing for alcohol and/or drugs. |
understand that the laboratory selected by ESSG may conduct testing and other
analysis on the sample provided by me. | further voluntarily consent to the laboratory’s
disclosure to ESSG of the results of my drug and/or alcohol test and other information
related to the test.

Malik Tatum (Mov 2, 2017)

Individual's Name

Nov 2,2017
Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



* B zmmCMG_BFFlce USE ONLY LOCATION _______ _ New HlneD RehlreD Date /

o ._-..—. ey vty ity pmr

ENROLLMENT FORM ESC/MEC ES P2DM v18.2

A. REQUIRED EMPLOYEE INFORMATION B. MEDICARE INFORMATION

PRINT USING BLACK or BLUE INK (Must Be Filled Qut) Do you or any of your dependents receive

Name Home Phone i nefits?
o 610626155 B A ivee

I T PT s Bt et m g e o v % s 2t S ¥

————Social-Security # -Dateof Birth Meédicare Health irwranceClahnNunber(Flm
et orgey WO ooy
Addrul 610626155 Apt. # Medicare Effective Date
s e .y e ch el s el oo o — e o e T e BT
City Saint Paul Zip 55104 . State mmsmn lq“ama of Covered Per;on(s)

T 7 e e e s ¥ s iy N s et et vt 7] e —— | 11N Gttt 4 VoS St et o g+ e

C. LIMITED BENEFIT PLAN SELECTION Paymll Deducted Weeldy Rates

You MUST enroll in the Fixed Indemnity Medical Insurance Plan before adding any additional benefits in Section C.
Your coverage level for the additional benefits in Section C will be identical 1o yourgad indemnity medical plan selection.
This plan is underwritten by BCS Insurance Company.

F"“.g;ggi‘;_","m DENTAL VISON | TeRmure | SHORETERM
- Employee Only [ 828,69\ 1Y Cean [ s Coheesn TN eaan
Employee+1 [ ] $48.08 $10.80 54.92 $0.90 '
Ernployee+ Famnly . 564.20 $‘I7. .'.:;f' ....... $‘|,ﬂo AT
] NO to AL Benefits DYes Flvo DYesDNo |E[|Yes. Ine DYes'D]No

! This coverage ls not avallable to residents of NH, HI, or PR. 2STD is not available to persons ns who work In CA, Hl, NJ, NY, or Rl

For Term Life / Accidental Loss of Life, Limb & Sight, please write in your beneficiary information, Accidental Loss of Lsfe, Limb &
Sight is part of the Fixed Indemnity Medical Benefit.

Name D _____'_ Relationship - _
[0 REQUIRED DEPENDENT INFORMATION [ _;'__,_ Lo e
Name Social Security # Date of Birth Relatuonshl
Tatum Open 610626155 paselﬁIChnlu@ Domestic Pertner
“Name Soclal Security # DeteofBirth Sex
Open 01/15/1493 -. Spm&l Ch:ldl:ll Dornestic Partner
Name Social Secunty ra Date of Birth Releti
AN /7 @ hl omaaChtldﬂ:ﬂ Domestic Partner

E. OPTIONAL MEC »'LfZLLNESS;PPE\”-Nl‘WEEE:NEFiT SELECTION szzwoon.m.cma * insct Paymant Monthly Rates
' "t?'l‘ﬁgfnﬂ\eém

rance’ ¢ étal heathpare t?mrm hdwrduai K%:\da{g rgérgs wéa: g%?%x m ghe hﬁam}'

v eh be. gm&f ing to purchase Insurange ed the Afford E:I Agt,
: ﬁ fﬁg by p;g’re\?:\'gw %f un : y: ﬁ;‘ lngurar?;)e Compa:y. ltisa F?eq[fgﬁt red and p 5 a;; yo%r
emplayen Rates gh Wel lh rewehﬂva BBH arg bi gt month

@ssz,ensmplma ony anmgz Empilpyaeﬂ @m,a; Emplages + Farly @Noto VEG Weness/Prventha

e e ———— ke oy e

e et D PN —

YOU MUST SIGN AND DATE EVEN IF YOU DECLINE COVERAGE _

| have read the Benefits Summary and the Limitations and Exclusionsfor the Fixed Indemn»ny Medical Plan, | undlerstand that | have bean

offered ACA compliant coverage (MEC Wellngss/Preventive), and open enrollment is only available for a limited time. | understand that
_thaking no benefit selection is a declination of coverage.

DATE 55104

——

PR, - A st O | T e o S i e . R SR 6 W ¢ o - i o

/i >sxemruna %{@%

W e 5 o = s -

P s PR Yy U A4 1 e AT b G 8 e 0 & 4 T i 7 e 7 o o s | 2 ot

Thig is an Essentisl StaffCARE Enroliment Form.



