E-Verify: Print Case Details - Preview https://e-verify.uscis.gov/web/PrintCaseDetails.aspx?Case VerNum=2..

EVerify

SENSITIVE BUT UNCLASSIFIED

Case Verification Number: 2018095134402XT
Report Prepared: 04/06/2018

Company Information
Company ID: 47429 Company Name: Employer Solutions Staffing Group

Employes Information

Last Name: Rivera Portillo First Name: Maria
Date of Birth: 04/14/1983 Social Security Number; *** ** 2173
Hire Date: 04/06/2018 Citizenship Status: An allen authorized to work

Document Information

List A Document: Empioyment Authorization Document (Form 1-768)
Allen Number: 208583622

Card Number: LIN1790633184 Document Expiration Date: 00/24/2019

Case Status Information

Final Case Result Employment Authorized Employer Case ID:
Case Submitted On: 04/05/2018 Case Submiited By: ZZEP3284
Closed On: 04/05/2018 Closed By: ZZEP3284

Closure Statement: The employee continues to work for the employer after receiving an Employment Authorized resuit.

SENSITIVE BUT UNCLASSIFIED

1ofl 4/5/2018, 12:44 P\



Employment EHigibility Verification USCIS

Form §-9
Department of Homeland Security OMB No. 1615-0047
U.S, Citizenship and Immigration Services Bxpires 08/31/2019

P»8TART HERE: Rsad Inatrustiona carefilly before compisting this form. The instrustions must be avaflshls, sithar In paper or aiscironically,
during complation of this form. Employera aro Habie for arrora in the completion of this form.

ANTI-DISCRIMINATION NOTIOE: It Is fllagal to disariminate against work-authorized individuals. Employsre GANNOT spacify which
dmunant(sa an employee may present to astablish employment authartzation and identity. The refusal to hire ar continue to smploy
an beoause tha deoumentation pressnted has a future expiration dsta may aiso constituts illegal discrimination.

Iﬂbﬂhﬁi. Employed Infarmalion and Alzalation’ must campielo and aign Spotion 1 of Form 10 nd la?
ihan the Réad iy of omploymant, hul naf bare eecspling a ob affy ) : :

(Family Nems) ﬂuu-mmm Middie initisl Other Last Names Used (if any)
mx\)efr‘tk Porki Lo AN A € Né&
Adidress (Stmst Mumbar and Neme) Apt. baontbar 1 ZIP Code
1303 Werbrn fuel) S Paw MV g5 1) 7
Date of 8irth (mmakidyy)  |U.8, Soclal Secwity Numbar | Employse's B-mall Address Empioyes’s Talaphone Numbsr
ou-14-148> | {219 -E I3 ZiEs i o

| am aware that federal law provides for imprisonment and/or fines for false statements or use of faiss documents In
cennestion with the completion of this form.

1 atteat, undsr panaity of perjury, that | am (check one of the following boxes):
Q1.Ammmmmsm

[] 2 Anonoitizen national of the United Gtates (S istructions)

] 8. Alawhd permenent resident  (Aflen Registration NumberUSCIS Numbar):

4. An afien authorived to work  unél (explration dats, if applicabls, mmaldlyyyy): 19
8oma allans may wits "N/A" tn the expiration dsts fiid. (See instrvations)

Alians autharived to warlt must provide anly ano of the fallowing document numbsys fo compilote Form & ' Do Nai Wite th This
An Alisn Ragisiration NumbenUSCIS Numbar OR Form 1-04 Admission Number OR Foralgn Passport Numbsr.

1. Allen Registration NumbanUSGIS Number:
OR

2. Form -84 Admisslon Nuwmnber:
OR

8. Forelgn Passport Numben
Country of [ssuance:

Slgnatura of Empioyes : ﬁ ' : Taday's Date (mmaidyyyy) 214 / t

[Freparer antlar Tranblator Gortifiastion [cRadk ond); .' v
| e ot wge @ propavar or iranaintor. (] A prepatar(s) bnur tranatatti(a) abolated tha qmployes in admitieting Soetion 1.
meWMMWMmMWM%MMMth&MWU
on

[ under penaity of parjury, thet | have assistod In the o 7 of this form and fhat to the best of my
knowisdge the Information Is trus and comest.

Signeture of Preparer or Transiator Today's Date (mmaidiyyy)
Last Name (Family Name) Firet Name (Gfvan Nams)
Address (Strest Numbar and Name) Oity or Town Stata ZIP Gode

@  Eerploper Commplessn Naxt Page .

Farm 19 07/17/17 N Page 1 of 3



Employment Eligibility Verification
Department of Homeland Security
U.S, Citizenship and Immigration Services

USCIS

Form I-9
OMB No. 1615-0047
Expires 08/31/2019

Authorized Ret p Roviey }" ) Floatior - § i P ;
ﬁgpmenmmd ¢ dhd ity Bedtpon 2 within 3 husinids days of thy erployee's fst day of mant Vi
Tifne B;O %WMWLMA hifatian of M@WMLMB#@M@Mled?MWW LAty
i " Ttagt Name (Famiame) ——TEiet Name (Given Name) ML | Clizenshipimmigration St
Employee Info from Section 1 L‘i\k}im C‘r‘ﬁ l l 9 um en E
ListA OR ListB AND ListC
identity and Employment Authorization ldentity Employment Authorization
Document Title cument Title N Dogument Title _
) Dlo;;mml' Aot ov 2chion S0 (el Secon b Casd |
Issuing Authority issulng Authority X . . . Issuing Authority,-. ] 2
Us.g@?ﬁmsklp 2 | MLt mdigy g'ac_g A De Loty MM
Document Number Dogument Number - . Document Number
ADKSY B> S -S-217153
Expiration Date (if any)(mm/dd/yyyy) Expiration Date (if any)(mm/ddfyyyy) Expiration Date (if any)(mm/dd/yyyy)
D9 -224-20149 Mia

Document Title
Issuing Authority Additional Information 0 e e e
Document Number
[ Expiration Date (if any)(mm/ddiyyyy)
Document Title
Issuing Authority
Document Number
Expiration Date (i any)(mm/dd/yyyy)

Certification: | attest, under penalty of perjury, that (1) | have examined the document{(s) presented by the above-named employee,
(2) the above-listed document(s) appear to be genuine and to relate to the employee named, and (3) to the best of my knowledge the

employee is authorized to work in the United States.
The employee's first day of employment (mm/dd/yyyy): 0 "f, S l 90] { (See instructions for exemptions)
OY/os] o01%
Alithorized Representative Emp
EMPLOYER SOLUTIONS STAFFING GROUP LLC
State | ZIP Code
EDEN PRAIRIE

M e df Empioyer or Authorized Representative
%Cru e
2
EQPCAA 2WNiioihe ann
MN 55344

Today's Date {mm/dd/yyyy)
or Authorized Representative | Empioyer's Business or Organization Name
Empioyer's Buiiness or Organization Address (Street Number and !'hame) City'or Town
STTPRITIY T 7 g2 vy ] *
VNolvpr i quiforiagd reprosenialive )

T TR

2. ;;4; 2; % i

. Now e Tl

lioale] ‘ . Dafe of Refire (F apldghle)
Last Name (Family Name) First Name (Given Name) Middle Initial Date (mm/ddiyyy)

0, Wihe Employed’s brevicis grant f empio
oantiny E'nz employment authar

Document Title

aURGZaHGn TS GGG provine Tha RGNt for T8 GGpument or Taodipt Thal SaTaRTeTEs.
zaign In the spaos provided below : :

Exphl'atlon bate (if any)‘{mand/yy}y)“ .

Document Number

1 attest, under penalty of perjury, that to the best of my knowledge, this employee is authorized to work in the United States, and if
the employee presentad document(s), the document(s) | have examined appear to be genuline and to relate to the Individual.

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

Form 1.9 07/17/17 N Page 2 of 3
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Thia doarent ie veid if ailered, and may be revoked e
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RIVERA<PORTILLO<<HARIA<ELENA<< J

.

Ty St e T T==ery

Thxs card bclongs to the Social Security Admnmstmhon and you must
return it if we ask for it.

M gou find a card that isa’t yours, please retumn it.to:
ey Social Security Administration
i .a‘, ety i P.O. Box 33008, Baltimore, MD 21290-3008

;For anymh@r Socnal Security business/information, contact your local
. Social Sécurity office. If you write to the above address for any business
< other than remm_mﬁ a found card you wifl not receive a response.

¥4 o ¥
¥

i

2 >
.. Social Security Administration

* Form SSA-3000 (08-2011) & G89972979-
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employer solutxons stafﬂng group«

New Hire Application

Personal Data~ PRI YININ

PO Box 46270

Minneapolls, MN 55344-9956

a

StroctAddress |3 \|s loslacs Oue N AP} w2,

cymumap_Son Fhul N

AptiSta

Teh 952.835.1288

Middle Initial _ £

Soclal Security Last Four mﬂ-_w 12

PhoneNumber 551 Q13 ) A9 EmallAddrees AlapiaRuern gugy @ dmanylicorn

Staffing Agency/Recruitment Partner

Are you legally authorized to work in the United States of Americs? JKIYES [INO
Appiicant Qertification and Authorieation

regarding my previous cuties,

| undsretand that a com

This may inciuds but Is not imited to,

background chadk may be conducted to datermine my
of ariminal and/or corwicion records,

investigations
required by cllents, govemmant mguletions or by ES880 policiss,
1 relesse ESSG and other persons or entities from any dlaime that might be based on ESSG's dacision to condunt a bankground cheok.

mmmmnaﬂonwmmm
in my disqualification from

) cartily that all statements mada in
informafion.

falss or mislaading

my eppiication are trus and accirete and that | have not omitted
| undsretand that any materis! omiasion or

misrepresantation will
consideration for employment or, if discovered after | bagin empioymant, will result In my tarmination.
it hired, | agres to abids by the policies end procedures of ESSG,

2

Name or typa)

(mmmw:nmmmmmww
mmmwﬂulmmw 1

PG

fo detarmine my

ceitain cllants of ESSG.
a drug scresn testas

A copy or facsimiis (“fax”) will be considared the same aa an original signature. Email will ONLY be used for employmant correapondence

For ESSG Office Usa On

Emergency Gontast info

Background Release Form

Background Results

Latter

ESC Application

ROP

Work 8ite Loc.

WG Code

ES8G - CMG-NSTW4

Rev. 04/2017



W&W&‘P"

Wﬁ'fumwmomdmmddmyouuam .
= You're eingia and have only ans job; or }

Entar 1" i { ¢ You're maniad, have only one job, and your apouse dosan’t worlg or
= Your wages from a sscond job or your spoune’s wages (or the total of both) are §1,800 or less,

Enter *1" for your spouse, But, you may choose to enter “-0-* if you are married and have either a working spouss or more
than one job. (Entering "0-" may help youavold havingtoo ltietaxwithheld) . . . . . . . . . . . . . .
Enter number of depandants (other than your spouse ar yourself) you will claim on your tex retum . .
mﬂ'nmumnmummummmmmmmmmumm
Enter *1” if you have et least §2,000 of child or dependent care expanses for which you plan to olaim a credit
(Nate: Bo nat ncluds ohiid support payments. 8es Pub. 508, Child and Dependent Care Expsnses, for detaila)

OChild Text Grecit (noluding additional chil tex oredit). Ses Pub. 878, Child Tax Credh, for more Information.

o if your total income wifl ba lass than §70,000 (3100,000 if masriad), anter “2° for each efigible chiid; then lses *1° if you
have two to four aligihls chilkiren or Isss “B° i you have five or more efigible children.

s |f your fota) incoma will be batween §70,000 and §84,000 ($100,000 and §116,000 if manied), enter *1° for each eligilachid. Q
H  Add iines A through G and enter tots] hera. (Note: Thin may be different from the number of exempiiona you clalm on your tet retum,) B H

ot to income and want to reduss mmmumm
For v M_Mﬂ“ Lxe
Z " ' RS BN

® Tmg © @ >
nTmoo

mmmwmw—ohmow mmwmmmm

Employee’s Withholding Allowance Certificate OMB No, 1648-0074
ey | i e e e e eyt e e e | 2017
._%mhm.ﬂ street or rurdl rouls) =

ity o ton s e umummmmumwm
E‘% Eﬂ o H !ﬁ E &l E sheals hera, You must eall 1-800-778-1818 for a cad D]
number (from Itne H abowe ar from the applicable warkshest on page £)

8 l[ :;
6  Additional amount, f any, you want withheld fromeachpaycheck . . . . . . . . . . (-]
7

lchunmpﬂonﬁemwnmmldmhrmtmdlwmatlmmmmfnlhwhmmdmmumpﬂm
» Last year | had a right to a refund of afl federal incoma tax withheld hecauss | hed no tax fiahiiity, end
-mmlmemmmmmmmmolmmmﬂmn

It you megt both wite“Exempt*here. . . , . . . . . ox
Under penditiss of perfury, | dedlare zmmﬁ*uﬁuﬁmmmmamw .Ehhn.mnd.uﬂmhh.
Thia fom potw» 7 /
§ Offios code [optional) | 10  Employer number

For Privaay Act end Paparwork Redustion Act Notioe, 0oo pago 2. Gat. No. 102200 Form V-4 (017)



employer sohutions staffing group..
Direet Deposit/Payroll Debit Card Anthorization

“l(«i‘\f {g

n mnw trh—mmsmsmsbem)
It Mm¢mmm4m,m P{) Paper Cheek (Option avatiablo to GA NH and NY residentz only)

AH-"" TS s ] [ E AT |

lmndudﬂnmhlpﬁ-tlﬂdowpmﬂsl
volded cheek with this direet deposit form, I am

responaibie for any delxys in psyroll or exira costy
incorred if the aceount number that I provide is ineorreet.

mmM.ﬁ_B_E_DmBHQ lZ{f

e To help us avoid making an esror, please atinch & copy of a vaided chedk. (a depesit sfip will not work)
e  Hyon change banks, do not close your old bank ageount until your direat daposit has sterted at the nsw bank, whish may take 2 pay perinda.

Fedaral law requires all financial institutions to obtain, verify, and resard infbrmetion that identifies each whnopmmmmlnmhtn
requeat a Peyrall Dobit Card firr you, we must provide ell of the tnftemation that will enshia the financial tnstitution to identify
do not snbunit a Direct DuhltGmdAuﬂmlmﬂm. WMMWMWyman
to pay your wages. For your protection, the financia) institution may esk you to provide them identification infbrmation so they can
wrl&mldmlv
mmwﬂmm-m.mnmmhunmmmmm Payroll Dsbit Card account or
, you will receive your new Debit Card, end a of ths tarma and conditinns. Yon will
Mdpmhnwlndsing yau received the Payroll Debit pﬂ.le‘mﬂDﬂﬂt boe reloaded on each payday yon recelve
wagss,
you your o bo lssnsd)
Nems M. o= Nameo Dats of Rirth
[ Streot Addresa o BoX NOT ACCEPTABLE) Bools] Becurityd
[ City Shio Ty Coll Phono (mobiln)
RECEIPT OF PAYROLL DEBIT CARD (to be completed whan you plok up your Payroll Debit Csrd)
Payroll Debit Card Routing # Payroll Dabit Card Account #
— = = _____I__‘__._*___;_.__..____.__.___ ____ s

Ty $
J]mmmﬁemmms.MMMMMmmuMMmmmmmmmmwmI
mtharize the financial institution to dehit my Payroll Debit Card account fbr the fies described in the foe schednle thet is part of the program terms,
oonditions, and disclosures.

. : o pEYIMATIT, ling od with
ummm;mmnmms)udmmmmwmm ifmy.debkmksmdadjummﬂum mdhmln
made in errar to my account(s). * E-mail is reguired for pay stub information.

*E.masil:

@
this Information will only be used to send your paystubs electronically

r——— .~ 2 puer3 /1@ Jong




EMPLOYER SOLUTIONS STAFFING GROUP
BACHGROUND CHECK AUTHORIZATION

Employee Namex.&ma_ﬁlﬂm ? werg

(First) (Middle) (Last)
Former Name(s) and Dates Used:
Current Address smwwﬂﬂ

(Mo/Yn) (Street) (City) (State/Zip)
Previous Address From:

(Mo/¥r) (Street) (City) (State/Zip)
Previous Address From:

(Mo/Yr) (Street) (City) {State/Zip)

Soclal Security Numben @”\5 "'2_5 -QI"LL DOB;
Phane Numhen_‘él;a_[j v, L“ 04

Driver’s License Number/State:

The information contained In this appilcation is comrect to the best of my knowledge.

| 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 s not limited to the following areas: verification of soclal 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.

| further authorize any individual, company, firm, corparation, or public agency to divulge any and all Information, verbal
or written, pertaining to me, to Employer Solutions Staffing Group, LLC or its agents. | further autharize 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.

Blanawmm Dm:_ﬂzc%

' BN

Pla below - to receive a copy of a consumer report that is requested.
0 I wish to recalve a copy of any Background Check Repart an me that is requested.




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

Employee Name: ML&MMH_EILL&
Addrs: 130G _egesleen fue O galoy  San ol 80 $507

HomePhonet 651 2[R ¢/ B

EMHEROHNCY CONTACTS
* Please llst two pooglu (In peiority order) who dould be cantagted In case of en omm?noy

Contaet #1 HomePhonet & | 263 S Y '\3
Name:  Annev Amdanr Sl
Relationship: ~ POS O Wark Phane:

Contast #2 Home Phone:
Name! - Sorqoe E'\a eca CollPhone: G5/ qy2 - 6 7 /0
Relationship: 2y 31 4 10 Work Phone:

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

This information will remain confidenttal and will anly be used in the case of an emergency.



BTATE?R \ R CQONMFIDENTIA
This agreement made this_|/A_dayof _M&CCr 201], between
Enéobyer Solutions Staffing Group LLC, hereinafter referred to as “employer”,
Man o~ hereafter referred to as "employese”.

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 empk?er 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 aa a release or walver by
the employer of the right to prevent any such violation in equity or otherwigse.




employer solutions staffing group..

INJURY MANAGEMENT PROGRAM

Injured Worker's Responaibilities

As your amployer, we are concerned about your full recovery. Reasonable and
necessary medicai care will be paid for any compensable work w% Medioally
authorized time away from work will be reimbursed in accordance the State
of Minnesota workers' compensation lawa. Wherever possible light duty
restrictions Imposed as a result of your injury will be accommodated.

RESPONSIBILITIES OF THE INJURED WORKER:

Minnesota Rule 8ec. 5221.0430, 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 heaith
oare provider.

Attend all scheduled appointments. While on physical limitations, visits should
be a minimum of once every two weeks. Fallure to have ocurrent medioal support
for disabliity may result in termination of benefits. 8chedule your next

appointment immediately after your dootor visit, before you leave the alinio 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 earllest appropriate time.

Immediately following your appointment, provide a copy of the report to the
designated employer re ntative. Yeou should deliver this in person so that
changes in work restrictions may be addreased 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 empioyer 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 complets a
Report of Workability.

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

Signed: M e

Printed Name: Moz g £lena Riuedld




employer solutions staffing gm)upu

Important/importante
LOST OR STOLEN PAYCHECKS

if a paycheck is lost (missing, misplaced, destroyed, lost in the mall, eto.), you
must notify your staffing recruiter that the check cannot be found. If it can be
verified that the check has not been cashed, ES8G 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 8o, you must provide a copy of the polioy
report to your staffing recrulter that the check was stolen. If the check has not
been cashed and if the losa of the check was not your fauit, ES8G wiil issue
naew check and no fee will be deducted.

CHEQUES DE PAGO PERDIDOS O ROBADOS

8! un cheque de pago se pierde (que falta, fuera de iugar, destruldo, perdido en
el correo, eto), usted debe notificar a au reclutador de personal que el cheque no
86 puede encontrar. S| se puede verificar que el cheque no ha sido cobrado,
EB8SG se detendra el cheque de pago y reemitir el cheque a usted, descontando

un cargo de enﬁw

8| su cheque de pago fue robado, primero debe denunciar el robo a la poliofa
antes de que podamas volver a emitir el cheque. Una vez hecho esto, usted
debe proporaionar una copla de la denuncla a su reclutador de personal que el
cheque fue robado. 8! el cheque no ha sido cobrado y sl la pérdida del cheque
no fue su culpa, ESSG emitird un nuevo chegue y no hay ouota se deduciré.

AGREED/SE ACUERDA—
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employer solutlons staffing group..

ESSG WORKPLACE SAFETY POLICY

It is EBBG’s policy that all employeea should be able to enjoy a hasard free and safe
work environment. It is BS8Q's duty to:

(1) Ensure that its clients provide you with a workplace free from serious

recognized hasards and comply with standards, rules and regulations issued
under the OSH Act.

(2) Ensure that ita clients perform a job hasard assessment in order to identify

and eliminate potential safety and health hagards and to determine
necessary training and protections for employees at the facility.

(8) Maks sure employees have and use safe tools and equipment.
(4) Establish or update operating procedures and communicate them so that

employees follow safety and health requirements.

(6) Provide safbty training in a language and vocabulary workers can

understand.

HB88QG is committed to vigoroualy enforcing its OSHA Compliance Poliay.

To help ensure a safe workplace, you have certain responsibilities too, which inolude
the following:

Responsibility to work in compliance with OSHA lawa and regulations
Responsibility to use personal protective equipment and clothing as directed
by the host employer

Responsibility to report workplace hagards and dangers

Responsibility to work in a manner as required by the employer and use the
prescribed safety equipment.

You have the following basic rights:

Right to refuse unsafe work

Right to know or be informed about actual and potential dangers in the
workplace

» Right to review copies of appropriate standards, rules, regulations and

requirements that the host employer is required to have available at the
workplacs.



employer solutions staffing group..
e S R I R e il e o e e S

Acknowledgement of Receipt of Workplace Safety Policy

I certify that I bave received a copy of Hmployer Solutions Staffing Group’s ES8G
WORKPLACE SAFETY POLICY. I understand that it is my responsibility to read
this policy and ask my supervisar, a member of management or to telephone
Hmployer Solutions Group (ESSQ) at 052.885.1288/1.868.406.7678 with any
questions I may have about this poliqy. I agree to comply with BSS8G’s poliay on
ESSG WORKPLACE SAFETY POLICY and I understand failure to comply is

grounds fbr disciplinary action, up to and including termination.

I also agree that if at any time during my employment I am belisve that I am
working in an unsafe or dangerous work environment, I will immediately contact
my supervisor, manager, director or B88(’s Safety Director at
952.886.1288/1.860.498.7678 in order to obtain assistance in the resolution of such
matters.

Employee Name (Please Pring)
Employee’s SBignature:

m Date:‘ajza_/&f_




~ B850 Pre-8creening Notice and Certification Request for
(Rav. Maroh 2016) the Work Opportunity Credit OMB No. 1848-1600

ot Peveib bty ” | > Information about Farm 6850 and ito soparuts instructions ta at www.ra. gow/frmess. |
Job appiieant: Fill in the lines beloy and chsok any boxes thet apply. Gompieta only this sida.

varrame Wama @leng  Riwgta  Fs oo secuty mmberr R95-25 2/ 73
Srect sccresa whereyoulve 13, 1) 5, wieglofih Aue N ARl B2
Clty ortown, state, and ZPoode SanPanl MM S S 103
County Telephonenumber @ 5/ 13 &// 09D

f you &re undsr age 40, enter your dete af birth (month, day, yea) (UL 1 83

1 [ Check here if you reselved e conditional certification from the state woridoroa agenay (BWA) or a participating local agenay
for the work apportunity credit,

2 [ Cheok here if any af the following statemesnts apply to you.

¢ | am a membar of a family that has recelved assistance from Temporary Asalstance for Needy Famillea (TANF) for any 8
months during the past 18 months.

¢ | am a veteran and a member of a famlly that recelved Bupplemantal Nutrition Assistance Program (BNAP) benefita food
stampa) for at lsast a 8-month period duging the past 16 manths.

o | 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 Affaire.

o | am at laast age 18 but not age 40 or older and | am a member of a family that
a. Recslved BNAP benefits (food stamps) for the past 8 months; or
b. Rensived 8NAP bensfits (food stamps) for at least 8 of the past 5 montha, but s no longer eligihle to receive them.

* Duwring the past year, | was convioted of a felany or relessed from prison for a felony.

= | rensived supplemental seaurity Income (88]) benefits for any month ending during the past 80 days.

* | am a veteran and | was unemployed for a period or periods totaling at Iasst 4 weeks but leas than 8 montha during the
pant yser.

8 [ Check here if you are a vateran and you were unampioyed for a period or periods totafing &t least 8 months during the past
yaar.

4 [] Ghack here if you are a veteran entitied to compensation for a service-conneoted disability and you were discharged or
releasad from astive duty in tha U.8. Armed Forces during the past year.

8 [ Cheok here if you are a veteran entitied to compeneation for a service-connected disabiiity and you were unamployed for a
period or periods totaling at least 8 months during the past year.

8 [ Ghsck here if you are a member of a family that:
= Regelved TANF payments for at least the past 18 manths; or
= Renalved TANF payments for any 18 menths beginning after August 5, 1887, and the earilest 18-manth period beginning
after August 8, 1697, ended during the past 2 years; or

= 8topped belng eligible for TANF payments during the paat 2 years because federal ar stete 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 waeslm and for all or part of thet parlod
you rsgeived unamployment compensation.

Signature — All Applloants Must Bign

Under penaltiea of parury, | deotare thet | gave the abave Information to the employer on or before the day | was offered & job, and it s, to the beat of my knowledgs, trus,
comment, and complete.

mmmmwmmwt Gat. No. 288511 Forn B850 Rev. 8-2018)



Farm A (rev. 03/2017)

' I Clty/State: I Zip:
s Aga Have you worked for | M yes, locations
Y-1y-(4g3 |34 | Vel Nl
Please complete all questions, and sign and date the form. Yes No
1, Hsve yon or has aayene with you recelved Temporary Assistancs to Needy Fumilies (TANF) (| O
at any time sines Angnat 5, (3 yos, pleese provide tafmation below )

Nams of the parson recelving banafitm _ Relationshiptoyows

1 Hlvomorl-umonmlltyolmhdhdshmmmnmdmodmmpuumﬁﬂ 0O (|

Nemse of the person receiving benefites ____ Relationshiptoyous ___
Cir ____ Countyn ,_jsm sl

3, Have you received Supplemental Besurity Ineome at any time within the past 3 montha? O O
Plzase nots, this is not the same as Sosial Becurity (88) ar Booial Becurity Disability (38DI) benefita,
*lf you ckeoied yes please provida a capy of yow 881 documsntation.

4, llnwmm-lni of vocational rehabfiftation services within the past two years? a |
typs af agensy you worked with and provide thelr infhymation helow:
l::rilL mw [ Dept. of Vetarans Affirs ] Employment Natwask (Ticket to Work Program)
NamsofAgensy: _____ Phome#: __
City: _____ Countys State:

*Jf you checled yea please provids a capy of yow active Individua] Work Plan and Ticket to Wark documeriation

8. Anm.vmuarmu.s.mm-y pleass provids a cagy of your DD-314 and lstter of separation. (] a
(i yeu, please provids infirmation below. If na, plaass contious to question #8.)
Dates of 8ervics ~ From; T F O
Branch of Service;
Are you entitied to or are you recsiving compeusation for p seyviso-gonnosied disability? ju| [
6. Have yon heen unsmployed at any tims during the last 12 months? 0O a
Hyon, dates of unemployment - From; ___ Ta:
Did you recelve npemployment compensation ot any point during your npemployment? O O
If yas, in which state did you recsive unemployment cnmpensation?
7. Have yon besn convieted of a felony or relaased from prison for a felany conviction in the past 12 months? O a
Canviction Date: Reloase Diata:
Westhisa [] Fedoral or [] State convistion? If Stats - County: State:
;  Addisions! Tas Credita
IEC (Native Amesican)s Are you or your spouse s member of a Native American Tribs? a O

[f you checked yes plsass provids a eagy of your CDIB card,

CA Besideats: [] Ase you the child of foster parents? [] Do you recsive CalWorks? [] Workforoe Investment Act?
] Are you a migrant ar seasanal firm worke:? [ ] Have you ever besn convicted of a misdemeanor?

SC Residents: [] Do you receive Family Indepondence Benefita?

I'I.EABE READ, SIGN, AND DATE:

JJ I declare the information abave to be trus ad accurase to the ”’Zn?'bwlmadlhnbmmwwwmwnar
-ﬁm ar infarmation that may be needed to determine & sligibility to my employer, employer representative (dssociated
Consultants, bie. , or the Department of Labor.

New Employes Signature: L0564 pate: /19 /20 8




U.8. Department Labor OMB Cantrol No. 1205-0371
Employment and Training Administration Bxpiration Date: Jannary 31, 2020

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

instructions; This Self-Attestation Form (SAF) {s to be completed, signed, and dated by the new hire anly.
Employers or consultants submit this SAF to the State Workforce cy with IR Form 8880 or if filed
separately, with ETA Form 9061 (or ETA Farm 9062) for each cation request filed for the new target
group,

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

New Hire’s Signature: ﬁm_/zx
New Hire Name: Mﬂﬂ_ﬁ[gﬁa_@m_a:&_hl-u\ 0

Socilal Security Number: g95 — 25 .21 >3
Employer Name;

Please check the statements below if they apply to you.

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

(Enter start date)
‘Brivagy Act Nofice:
mmmmmmmm s amendad end i enacing igistation, P.L. 104-168, fhai the Siats Worldome ae the
responeible for edministering the WOTO oerfifioafion pronediures of this program, you heve compisting this

mmum o the Stats Workforoe Aganay. Provisian of this informasion ts voluntary; howewver fhe tnfurmation is required t
mmr' fhe faderal tax credit

O Sm 0 SO GEE Y D P p D 09D 80 T 05 S €3 T $ ¢ MR $ % M o § W 5 4 D S TP O § MR ¢S Ak 4 % e 83 D o 0 G S ¢ G ¢ 4 SED 4 S 3§ N G0 MDY ¢ G 0 ¢ WD S mm § 8 PSS W SO P b e W= o b oy 00 0o

Public Bundsn Btatemant:
Pereons em not required o reapand to this oollaction of informaiion uniess B acumently vaild OM B control number. Respendents’

mmmwmmm«mmmﬂwm burden is estimated to average 10 minutes per respanse, inchuding the
mummmmmmm the data needed, and complsiing end the oolleation of
information. Send commenis esfimata lo U.& of Labor, Division of National Toda T Asgistencs,
Room C-4510, Weshingion, 0.0. 20210 (Papsrwork Redustion Projent 1). Piasse do not submil oompiated form to this eddress.
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Pized Indemnity Medical Benefits Plan 2

Vsl 215201-E8G-1 OFFICE USE ONLY

LOCATION

Rehire Date / /

e s & e it & e e ety e

ENROLLMENT FORM

ESC CL{UNAC-MN) P1 v18.2

A REQUIRED ENMPLOYEE IN-ORMATION

PRINT USING BLACK or BLUE INK (Must Bs Filled Out)

e\ acia B Rveco B 0173 e S wios | A
SEEIDU Wereon e T, e MR
= St Past B VIV Nl e

B DON QU OIIANY O YO UR DERENDENTS RECE]

VETICDICARE ECNEFITSY [m) = iYea, pleass cotinue,

Medicare Health Insurance Claim Number (HICN) Medicare Effective Date

Name of Covered Parson (a):

1. 2, 3.

C. LIMITED CENERITS DEAL SELECTION Payroll Deducted Weeldy Ratas

You NIUST select a coverage level before

Identical, The Fixed indemntty Medical Plan, ,

laval for the all benefits In Section C will be

bmrﬁll In Section C. Your
Plan, Term Life Plan, and Short-Term Disabllity plans are underwritten by BCS

Insurance Company The Vislon plan Is underwritten by panion Life Insurance Company

SHLECT COVERAGE LeveL PO NPEMAITY | ppppyy VISION TeRMuFE | SHORETERM
Employee Orly (O] s2028 (@) $6.17 ) 5242 T s0.60 _) sa.20 {7
Employee + 1 (J] $41.10 $12.34 $4.92 $0.90
Emplayee + Family $54.80 $20.34 $6.56 $1.80
NO o AlL Banefts CF] | Ellves Clno | Blves Clino | Dlves o | Tllves Do | Elves Blno

! This coverage is nat available to residents of NH, Hi, or PR. 8TD is not avallable to persons who work in CA, HI, NJ, NY, or RI.

For Tarm Life / Accidental Dasth & Dismembarment, plaase write In baneficlery informatian. Accidental Daath &
Dismambermant is part of the Term Lifs Banefit, p et

_Neme

Relationship

D. FEQUIRED DERENDENT INFORMATION

Name Social Security # | Data of Birth ' Relationshi
: /1 | @s;muaab childL]] Domestic Partner

Name Soclal Security # Date of Birth Relationshi,

/1 CblligDomasﬂc Partner
Name Soclal Security# Date of Birth  8a; Relationshig

/7 nd| LB SpouselLl] childL]] Domestic Partner
Nama Sooial Security @  Dete of Birth latio

/1 Spo Child ] Domestic Partner

T —

E. REQUIRED SIGRATURE YOU MUST SIGN AND DATHE, EVEN IF YOU DECLIME COVERAGE

I have read the benefit packet and understand its limitations. | understand that open enroliment is anly available for
_alimited time and | understand that making no benefit selection is a dadlination of coverage.

- e ss e mme aw nean e o v e oot v annn oo ———— g =

oam 11912016 | - monaruns e

*This Plan DOES NOT Alleviate the Individual Mandste Penalty*

SR e A 8 s e e VS T L Vi o A et 500 P8 C i ——

This is an Essential SteffCARE Enroliment Form,



Benefita Earallment Form T New Bm

s e e

Ug,(’l\‘:x E (R\V(’IO ?or\-%t_g
1343 Weegtec Aue N I;Gk?wt MU Iss1)7

15 Female | [ Marisd [I Overced by
[Phana Numben 7] Bmall Addresm
Please Select Desired c::vloragez ; a :
Empl Only - Employee+Spouse - Employee+Chiid{ren) - Famlly -
L aweas~ 1y sorapouse - []mployeeschitcren - ] Famiy-

PP, DATH
EFF.DATR
“m-lm for the w-mnmuumnmmmmu
micuteiamonta or o repost Information be -hmwﬂtnd for e and nyy dependent{s), from the ordgleal
MMIMwmh the nsacsaany payrel) dsdusiion of premhnne ml.h'n-m )

tretl myeold or
forms ot for of ault
- Presrbprry wwm:.h“ . esa e birth, adoption, plsamam for adaption parting

IF DECLINING- YOU MUST SIGN HERE

| Smpleres Sty 7 oo o 2 )19 /28

wmm%MMTm

Minnespaila, MN 58844
Phone: 852-767-2510 Fax: 852-767-8518
Emall; Health@empiayersolutonegroup.com



