&k PO Box 46270
-esgstaffingsolutions.com 1 Minneapolis, MN 55344-9956
g Tel: 952.835.1288

employer solutions staffing group..

iy e

New Hire Application

Personal Data-- PLEASE PRINT LEGIBLY IN INK

Last Name \l

First Name

\Q
\

StreetAddress_ﬁz)é“\f AlAe ruwaned LlaZ.qQ
Woa125

Z 6 Z Email Address

City/State/zip

ir NS @ Middie Initial
AptiSte

Social Security Last Four XXX-XX- i 1 Z 6

@

Phone Number _@l f% 9—-5]

Staffing Agency/Recruitment Partner

All offers of employment are conditional upon Safisfactory proof of Identity and legai abliity to work In the U.S.A.
Are you legally authorized to work in the United States of America? ﬁ YES [JNO

Applicant Certification and Authorization

| authorize Employer Solutions Staffing Group (ESSG) to use the information ang statements contained In this appiication tp determine my

IS, except as indicated in this application,
regarding my previous duties, responsibilities, performance, compensation and eligibility for rehire,

I certify that ajj statements madg In my application are true and accurate and that | have not omitted any materiaj information or provided
faise or misleading information, I understand that any material omission or misrepresentation wil result in my disqualification from
consideration for employment or, if discovered after | begin employment, will resuit in my termination,

if hired, I agree to abide by the policies and procedures of ESSG.
o._

Name (Print or type)

For ESSG Office Use Only
DOH NHwW 18 8850 w4
Emergency Contact Info | Background Release Form Background Resuits Unempioyment Letter ESC Application
{if applicabie)
For ESSG Client Use
DOH ROP Work Site Loc. WC Code

ESSG - CMG-NSTW4 Rev. 0412017



The excsptions don't 5 ly to supplementa) es Nonwage Income, If you have a largs amount of
FOl'm W‘4 (2017) graaherthg% $1.DOD,DD€.py - s nonwagge Income, suc% as lmareata::gr dividends,
Basloc Instructions, If you aren’t exempt, complete conslder making estimated tax ents using Form
Purpose. Complsts Form W-4 sp that your the Personal Allowances Worksheet below. The 1040-Es, &ﬁ’:dﬁomg ','} {fr‘::"fé O"':{‘o"'“'
smployer oan withhold the correct fedéral Income Workshests on page 2 further adjust your ﬁgmnme 806 Fub. BG8 f’l':oﬂnd et o gl%uld
from your pay. Conslder completing a new Form withholding allowances based on temized ust wlﬂ';holdl on Fo Wea W-}:t??
W-4 each year and when your personal or financlal deductions, certain oredits, agmmtu Income, adjust your g on Form W-4 or g
situation cmrges. or two-eamsra/mumplejobs ons, Twnﬂdeamers or multiple jobs, If )J'ng '}lm ath
Examption from withholding. if you are exem; Complets all worksheets that apply, Howaver, you tora) g 8pousa of more than ane job, figure the
compgg only lines 1, 2, 8, 4, and 7 and sign lhpst' may clalpm fewer (or zerp allowa:pcg;y. For ragularmJ t"o wall'}wl;'s e’,‘,’f “J'vo“m“'n'm?rﬂr}'i'%e o:g ,?"m“,"?’"
form o validate it. Your exemption for 2017 expires wwages, withholding must be based on allowances w by Ygur uiamﬁoldl wit b'a“{nost Nate
Febrg:? 15, 2018, Sea Pub. 505, Tay Withholding you clalmed and may not be a flat amount or when &l allowancesna’j'eumumyed onthy Fonan"’ﬁv" e
and Estimated Tax. parcentage of wages. Tor the highest paying job and zero aliowances o
Note: If another person can clamyouasa dependent Head of housshold. Generally, you can claim head claimed on the othera, See Pub, 505 for detalls,
on his or her tax retum, You can't claim exemption of household filing status ON your tax retum only if Nonresident alien, If you onresident all
from withholding if mtotal Income exceeds $1,050 you are unmarried and pay more than 5096 of the Nt 1382, Supp m%s Wa lnsh-ucﬁgnn's?;e
and Includes more than 8360 of Lneameg Inoome (for ©osts of keeping up a home for yourself and gour N l?:sldmt'Aﬂ P e,'a“m leting s 1o x
example, Interest and dividends), dapendentls) or ather qualifying Individuals. Soe an ens, before completing m.
Excsptions. An employee may be able to claim Pub, 501, ptions, Standard Deduction, and Cheok your withholding. After your Form W-4 takes
Filing Information, for l'nfnnnatlon. effect, use Pub, 505 1o see how the amount you are
exemption from withholding even ifthe employsa Is having withheld corn 10 your projected tax
a dapendent, if the employee: Tax ‘:,m" d,n"ﬂ! " m" “"l',,‘;";,",g;,';}g,‘e“n‘u hge,.mof“ fts Into for 2?5% 7. Ses Pub, 582 espegially your earnings
* ls age 65 or older, moldlng gllo:mgny:ea Credits for cmld or dependent exceed §130,000 (Single) or $180,000 (Manied).
* Is biind, or care expenses and the child tax credit may be claimed Future developments. Information about any future
» Will clam adjustments o Income; tax credits: or gslnglt‘hhe gamfgnlalmgnowanm Workshest below. ldm{glggmants affgc;ggrl:vunnm W-4 (sut‘:’r}" lag
credits; . mati enacte e e e posted
temized deductions, on his or hertax retum. ~ » cfee%m lntoovsllﬂtl:oldlng ang,',',g,'.’éf.:f"’"""g bl x=1etg www.cl'lns.gavlm. - i
Personal Allowances Worksheet (Keep for your records.)
A Enter“1"foryourselfifnooneelsecanclalmyouasadependent. R e e R B LS T A
* You're single and have only one job; or
B Enter*1" i * You're manied, have only one job, and your Spouse doesn’t work; or o B
* Your wages from a second Job or your spouse’s wages (or the tota] of both) are $1,500 or less,
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 avoid having too little tax withheld) . ., , .| | . Y
D Enter number of dependents (other than your spouse or yourself) you will claim on your tax retum . o 0 o D
E  Enter*1”j you will file as head ot household op your tax retum (ses conditions under Head of househoid above) E
F  Enter*1”j Yyou have at least $2,000 of child or dependent care expenses for which you pian to claim a credit F

* If your total income will be less than $70,000 ($100,000 i married), enter “2” for each eligible child; then less #1” if you
have two to four eligible children or less “2" if you have five or more ellgible children,

* If your total Income will be between $70,000 and $84,000 ($100,000 and $118,000 if married), enter *1” for each elighlechid. @
H  AddlnesA through G and enter totaj here, (Note: This may be different from the number of exemptions you claim on your tax retum,) > H

® If you plan to itemize or clalm adjustments to Income and want to reduce your withhoiding, 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 spouss hoth 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 avoid having tao Iittle tax withheid,

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

4 w_4 Employee’s Withholding Allowance Certificate OMB No. 1546-0074
m

Teasury P Whether You are entitied to claim a certain number of allowances or exemption from withholding is
mﬁgﬁgmm subject to review by the IRS. Your amployer may ba required to send a copy of this form to the IRS, 2 @ 1 7

2 Your social security number
A65-45-% 31%6
3€] singe [T Marmed L] Married, but withhold at higher Single rate,
Note: If married, but legally separated, Or spouse is a nonresident allen, check the “Single” box,
4 it your last name differs from that shown on Your soclal security card,
55 \(2/“ check here. You must oall 1-800-772-1213 for a replacement carg, b []
s you are claiming (from line H above or from the applicable workshest on page 2) E_ g
Additional amount, if any, you want withheld from each paycheck , . . R Y | 3
7 lclaim exemption from withholding for 201 7, and | certify that | meet both of the foliowing conditions for exemption. :
® Last year | had a right to a refund of all federal income tax withheld because | had no tax llabllity, and

® This year | expect a refund of all federal Income tax withhald because | expect to have no tax fiabllity.
If you meet both conditions, write “Exempt” here, . . 0 00 0=

Under penalties of perjury, | declare that | have examined this certificate and, to the best of my knowledge and belief, it Is true, correct, and compiete,
Employee’s signature

(This form Is not valld unless you sign it) » J\o-'l_o‘\ga\ C—LOA,G \‘ Date » 0?‘ ’O:) "l %’

8  Employer's name and address (Employer: ComplsteYifes 8 ang 10 only if sending tothe IRS.) | 9 Offics coda (optional} [ 10 Employer identification number (EIN)

(- N}
—
i
=
) =4
3
g
]
2
2
-
g
Q

For Privacy Act and Paperwork Reduction Act Notice, see page 2, Cat. No. 102200 Form W-4 (2017)



Employment Eligibility Verification USCIS
Department of Homeland Security ¥orm 1I-9

® ahd sfgn Segtion 1 of Forml -8 no fate

A Ay
A e U.s. Citizenship and Immigration Services moosglls/ig%7
8 The Instructions must be

U.S. Social Security Number : Employes's E-majl Address Employee's Telephone Number
102-15-65 |HEH-AR- 651 225 92

Name (Given Namej | Middle initial Other Last Natﬁes Used (Fany)
T\ & \SG i
Apt. Number | City onTown State ZIP Code
Alderweane Uymodbu Ny Wias,
Date of Birth (mm/tidpyyyy) J

| am aware that federaj law provides for Imprisonment andy/or fines for faise statements or use of fajse documents in
connection with the completion of this form,

| attest, under penalty of perjury,

that | am (check one of the following boxes):
L] 1. Acitizen of the United States

ent numbers to camplete Form 1-9: o ﬁ':, Coda : S;huln;og 1
" Number OR Foreign Passport Number, Vit In Thia Space

1. Allen Reglstration Number/Uscis Number;
OR

2. Form I-94 Admission Number:
OR

3. Foreign Passport Number;

‘ Country of Issuance:
Signature of Empi|
n ployee M"::

i ise Glodsy [ o
Fﬁam and/of ?mhslatomtcheqk o) ' ' :

.| | 84 ot use a preparer’ ur ransigter (] A ordparsr(s) aneror bansiator(s) dssisted tha employes In pamplating Beotian 1.
(Fields balow must be gampisted ahd Slgned when preperers andror translators agsist

8n employes in domplating oot 1) a
lattest, under Penaity of perjury, that | have asslsted in the completion of Section 1 of this form and that to the best of my
knowledge the Information Is true and correct.

Signature of Preparer or Translator Today's Date {mm/ddlyyyy)
Last Name (Family Nams) First Name (Given Name)
Address (Street Number and Name) City or Town State ZIP Code

& Ewiper Campletes Next Page @

Form1-9 0717117 N Page 1 of 3

e



Employment Eligibility Verification USCI1s

Department of Homeland Seeurity oMll; 1?1:1?611;3047
U.s. Citizenship and Immigration Services Expires 08/3 122019

[dVelt OF & sinorized RonraEaniEs Ve Rauiaw g VYeioatio o D
AT ’t:‘hf.:nl. ‘I-’mﬂmkt 3 : i T i i ] A .!; e i ? 1 L e e T 4
Name (Family Name First Name (Given Nams M. | Citizenship/immi ration Status
EmployaelnfohomSecqu ipﬂﬂéog ) L,(_aﬁ(‘ G ) L P/iminig il
ListA R st AND “ListG
identity and Employment Authorization Identity Employment Authorization
Title & Document Title Document Title
ent Kesidert
uing Issuing Authority Issuing Authority
Dogu i Document Number Document Number
4974909 - = “Expiration Dts (F amgj i ————
Expiration Date {Ifag)(mm/dd/yym | Expiration Date {lfany)(mm/dd/yyyy) Expiration Date (Ifany)(mm/dddyyyy)
- -~ 0
Document Title ‘

RS e—rse——
issuing Authority | |Additional Information &"N‘,’;’mm;ﬁ;
Document Number
Expiration Date (% any)(mm/ddiyyyy)

Document Title

Issuing Authority

Document Number

Expiration Date (4 any)(mm/ddfyyyy)

Certification: | attest, under Penalty of perjury, that (1) I have examined the document(s) presented by the ahove-named employes,

(2) the above-listaq documenty(s) appear to be genulne and to relate to the employee named, and (3) to the best of my knowledge the
employes is authorized to work in the United States,

The employea’'s first day of employment (mm/dd/yyyy): (See instructions for exemptions)
——

Sig ! |28 Representative Today's Date fmmadyyyy) /1tie of Empioyer or Authorized Representative
7’% 02(0S|20|& %; C

Firat lta\m:&of loyer or Authorized Representative Employer's Business or Organization Name
2 B 3

e4ann EMPLOYER SOLUTIONS STAFFING GROUP LLC
Employe's Business or Organization Address (Street Number and Name) | City or Town State 7P Code
7480 FLYING CLOUD DRIVE SUITE 200 EDEN PRAIRIE MN 55344
. — — e : Y —"
Last Name (Family Name) First Name (Given Name) Middie Initial Date {mmsddsyyyy)

. TR GmAleyeas Frevio ,?W SHDIYiOAH SUIRCHERNGT P &5 S, RFavide e Fvaion Tor g JGRLERT of FEEGIR thal eaicbanas
1 'wgm o gytpg 2]t |ﬂ3l'|a SPACH Pro "b‘;“&k X p

" POy " r. .t 7 3 " 3 . -
Document Title Document Number Expliration Date (Fany) (mmiddsyyyy)

| 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 employes presented document(s), the document(s) | have examined appear to be genuine and to relate to the indlvidual,

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

Form 19 0717117 N ; Page 2 of 3



EMPLOYER SOLUTIONS s, AFFING GROUP
BACKGROUND CHECK AUTHORIZATION
Moy

e \yia, Gadoay

Employee Name: ¥
(First) (Middle) ILast)

Former Name(s) and Dates Used:

Previous Address From:

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

(Mo/yr) (Street) (City) (State/zip)
Social Security Number: DOB:
Phone Number: (5 | z) 2< Q2.6 %

Driver’s License Number/State:

and criminal history records from any criminal justice agency in any or alj 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 al| information, verbaj
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 ajj information received from this authorization in 3 confidential
manner in order to protect the applicants personal information, including, but not limited to, addresses, socjal security
numbers, and dates of birth,

Signature: M o L(J . S (77
=11

Notice to CA, MN, and OK Residents:
Please check the box below if you wish to receive a copy of a consumer report that is requested.
L1 1 wish to recejve g copy of any Background Check Report on me that is requested,

nf\g\! Date:_© D ~ < _ lg




EMERGENCY CONTACT INFORMATION

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

Employee Name; ﬂ_/ﬁ‘\ﬁ -—\—(‘3 > Ye! _Cj‘__ﬂA @ ll,
sires 368 Aldecwond D\, 26 (iberdhyry ssps
Home Phone; _éj I (5215 92 6 {

. EMERGENC CONTACTS ‘ .
__Pleass list two people (in priority order) wha gould be contacted n oBse of an emergency
Contact #1 Home Phone:
Name: Z) \ \l %UC/Z G) ado)( Cell Phone: éﬁ / ? 05 Z ‘(/5 Z
Relationship: D Qe g »\ '\‘6 Y Work Phone:
Contact #2 Home Phone:
Name: Cell Phone:
Relationship: Work Phone:

This information will remain confidential and wijl only be used in the case of an emergency.



employer solutions staffing group..
Direct Deposit/Payroll Debit Card Authorization

Employees have the option of receiving wages by Direct Deposit and/or Payroll Debit Card,
If you do not ps videawrittenelecﬁon, wages will be paid by Payroll Debit Card,
LGN S TN O RN 1O}

Employee Name

complete Sections 3 and § below)
Payroll Debit Carg (Please lete Sections 4 and 5 below) D Paper Check (Option available to GA NH and Ny residents onfy)

S DIREET DEPROSEH]

Dmnepnsitacmwdsmay ke up to 7 days to be actiyg
I nnderstand 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
inenrred if the account number that I provide is incorrect,

Except for the routing and account number, ESSG does not have access to any information regarding your Payroll Debit Card account or
transactions. On your first payday, you will receive your new Payroll Debit Card, and a packet containing all of the terms and conditions, You will
then sign acknowledging that You received the Payroll Debit Card and packet, Your Payroll Debit Card will be reloaded on each Payday you recejve
wages,

CARDHOLDER INFORMATION (as you want your l;ﬂyroll Debit Card to be issued)
First Name Ml Last N;
™ Marqg_ | Qaday

m_‘m’%rw od  “laze

“UWnadh ey MWV [* 55,55 25T 274
RECEIPT OF PAYROLI' DEBIT CARD (to be completed when you i

Payroll Debit Card Routing # Payroll Debit Card Account # ¢g§5 400 Y ) 9"\‘8 | 84 g,

I have received my Payrall Debit Card, welcome brochure, program fees, program terms, canditions, and disclosures. By activating my Payroll Debgt Card,
I am agreeing to the program terms, conditions, anddisclosmesﬁataraincludedurmadeavaﬂahlemmeﬁ'umﬁmem time from the financial institution, I

authorize the financial institution to debit my Payrol] DebitCardacconntihrtheﬁes desm‘ibedintheﬁeacheduleﬂmtispmtofmepmgmmtanns,
conditions, and disclosures,

Employee’s Signature;
SECTIONT Sy UTTTTORIZ N (DN
I authorize ESSG 1o directly deposit my periodic 'wages/compensation payments, net of required tax withholdings, other required withholdings
or authorized deductions, into ny account(s) as designated above and to initiate, if necessary, debit entries and adjustmentsfor any credit entries
made in error to my account(s), * E-mail is required for pay stub information.

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

Employee's Signature: Date:




f.
»i..fil
%

oY i
““\ -zu-w"‘)

employer solutions staffing group..

STATEMENT OF CONFIDENTIALITY

This agreement made this (2& day of feb_ﬁﬂﬂf , 201 i between
Employer Solutions Staffing Group LLC, hereinafter referfed to as “employer”,
and__ W ar & 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.

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.

EW&MMWmup LLC, Representative




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 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 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.

Noti

your physical condition.

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

I have read my respopéibilities and agree to abide by these guidelines.
Signed: 5

Printed Name: A¢ o— A;\"% o cZ_ (o) AQ\‘




ki

employer solutions staffing group..

Important/Im portante
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

check and re-issue the check to you, deducting a fee of between $25-$35.

If your paycheck was stolen, you must first file g police report before we can re-
issue the check. Once you have done so, you must provide a copy of the policy

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

AGREED/SE ACUERDA—

Name/Nombre (con letra de molde): -y GL ISSen ,(_& P éa \I

Signature/Firma: A // #
[ 4 I 7




employer solutions staffing group..

ESSG WORKPLACE SAFETY POLICY

It is ESSG’s policy that all employees should be able to enjoy a hazard free and safe
work environment. It ig ESSG’s duty to:

(1) Ensure that its clients provide you with g workplace free from serious
recognized hazards and comply with standards, rules and regulations issued
under the OSH Act.

(2) Ensure that its clients perform a job hazard assessment in order to identify
and eliminate potential safety and health hazards and to determine
necessary training and protections for employees at the facility.

(3) Make 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 safety training in a language and vocabulary workers can
understand.

ESSG is committed to vigorously enforcing its OSHA Compliance Policy.

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

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

* Responsibility to report workplace hazards 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
workplace.



%

employer solutions staffing group..

\

Acknowledgement of Receipt of Workplace Safety Policy

Employee N (Please Print)
ég;;l 70)\30\ é‘l (“ic\a\l.

Employee’s Signature:
‘K/l/;l;(g? _ Date: 0 ) ~ & 5. /5




o O3B0 Pre-Screening Notice and Certification Request for
(Rev. March 2016) the Work Opportunity Credit OMB No. 1545-1500

Pn?.!’ma, Rs“,};’.};‘%lﬁ,?;“” » Information about Form 8850 and its separate instructions is at www.irs.gov/form8850,

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

Your name AP 1 IO Qﬁ_()’ (@, Social security number > 4 65 ”‘15 5 32—{’6
Street address where you live 656#’-{ A; \e&f‘ f{ﬂ(‘}(‘d P \ﬂ y e

W =

City or town, state, and ZIP code LQ@Mhu-r l{ M\!\J 53 \25 —
County Telephone number éj I :5252 é 9 Z é 3

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

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

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

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

* lam a 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 rehabilitation agency approved by the state, an employment network under the Ticket to Work
program, or the Department of Veterans Affairs,

* | am at least age 18 but not age 40 or older and | am a member of a family that:
a. Received SNAP benefits (food stamps) for the past 6 months; or
b. Received SNAP benefits (food stamps) for at least 3 of the past 5 months, but is no longer ellgible to recsive 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.

I am a veteran and | was unemployed for a period or periods totaling at least 4 weeks but less than 6 months during the
past year.

8 [ Check here if you are a veteran and you were unemployed for a period or periods totaling at least 6 months during the past
year.

4 [ Check here if you are a veteran entitled to compensation for a service-connected disability and you were discharged or
released from active duty in the U.S. Armed Forces during the past year.

§ [] Checkhereifyouarea veteran entitled to compensation for a service-connected disability and you were unemployed for a
period or periods totaling at least 6 months during the past year.

6 [] Checkhereifyouarea member of a family that:
* Received TANF payments for at least the past 18 months; or
* 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 beling eligible for TANF payments during the past 2 years because federal or state law limited the maximum time
those payments could be made.

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

Signature—Ail Applicants Must Sign

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

Job applicant's signature > lk/b—'.,%; Date (™ L -8 § — | J/

For Privacy Act and Paperwork Reduction ActWNotica, see page 2. Cat. No. 228511 Farm 8850 (Rev. 3-2016)




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

fax Credit Administra i

EMPLOYER SECTION:

Client: Company;

Loeation: Pogsition: Starting Wage: $
EMPLOYEE SECTION: n

First Name: Last Name: Street Address: City/State:

QY6364 Al rear Usdbary MWV

Zip:

25125

SS#: Date of Birth:! Age: Have you worked for | If yes, location: /
‘ this company lﬁn’e?
465 -5 5388 02-15-65 53 | "Sarl™,
Please complete all questions, and sign and date the form. Yes No
1. Have yon or has anyone living with you received Temporary Assistance to Needy Families (TANF) O O

at any time since August 5, 19977 (If yes, please provide information below.)
Name of the person receiving benefits: —— Relationshiptoyon:
City: County: State;

(If'yes, please provide information below.)
Name of the person receiving benefits: ——— Relationshiptoyou: ____
City: County: State;

2. Have yon or has anyone living with you received Food Stamps (SNAP) at any time during the past 15 months? O I}

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

you received Supplemental Security Income (SSI) at any time within the past 3 months? O i8]

If yes, please indicate which type of agency yon worked with and provide their location information below:

[ Vocational Rehabilitation Agency [ ] Dopt. of Veterans Affairs ] Employment Network (Ticket to Work Program)
Name of Agency: Phone #

City: County: State:
*Ifyou chacked yes please provide a copy of your active Individual Work Plan and Ticket to Work documentation,

4. Have you received any type of vocational rehabilitation services within the past two years? O O

Ifyou checked yes please provide a copy of your CDIB card.

CA Residents: [] Are you the child of foster parents? [] Do you receive CalWorks? [J Workforce Investment Act?
[ Are you a migrant or seasonal farm worker? D Have you ever been convicted of a misdemeanor?

SC Residents: [] Do you receive Family Independence Benefits?

5. Are yon a Veteran of the U.S. Military? *Jfyes, please provide a copy of your DD-214 and letter of separation. O I}
{If yes, please provide information below, Ifno, please contine to question #6.)
Dates of Servics - From: To:
Branch of Service: .
Are you entitled to or are you receiving compensation for a service-connected disability? ] =]
6. Have you been unemployed at any time during the Iast 12 months? O O
If yes, dates of unemployment - From: To:
Did you receive unemployment compensation at any point during your unemployment? N |
If yes, in which state did you receive unemployment compensation? i
7. Have you been convicted of a felony or released from prison for a felony conviction in the past 12 months? - || O
Conviction Date; Release Date:
Wasthisa [] Federal or [] State conviction? If State - County: State:
' ' T ' Additionsl Tax Credits
IEC (Native American): Are you or your spouse a member of a Native American Tribe? | |

PLEASE READ, SIGN, AND DATE:

Under penalties of perjury, I declare the information ab
individuals to supply such verification or information
Consultants, Inc. dba Retrotax), or the D

or.

New Employee Signatures

be true and accurate 10 the best of my kmowledge, and 1 hereby authorize any agency, organization, or
may be needed to determine tax credis eligibility to my employer. employer representative (Associated

- Date:_©9~'(9§’ 7{(




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 only.
Emplayers or consultants submit this SAF to the State Workforce Agency with IRS Form 8850 or if filed

separately, with ETA Form 9061 (or ETA Form 9062) for each certification request filed for the new target
group.

Under penalties of perjury, I declare that this information is true and correct to the best of my
knowledge.
/7

New Hire’s Signature: M p Date_(J ;’05 i lﬁ’

New Hire Name: JM@M.\;Q_QQ,@&@\ ]

Social Security Number: 'q 6 D 4/5 "'C5 q‘% é

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)

Privacy Act Nofice:
The Intemal Revenue Code of 1886, Section 51, as amended and its enacting legislafion, P.L. 104-188, Specify that the State Workforce Agencles are the
"designated” agencles responsible for administering the WOTC certification procedures of this program, The information you have provided complefing this

form will be disclosed by your employer fo the State Workforce Agency. Provislon of this informafion fs voluntary; however the Information s required to
determine your employer's eligibility for the federal tax credit.

.._..—.-—..—..—.._..—.‘_-._.'—..—..—.._.._.._.._..—-..—u—.._..—.._..—'

Publlc Burden Statement:

Persans are not required to respond to this collection of Informafion unless it displays a currently valid OM B control number, Respondents' obligation to
complete this form Is required to obtain or retain benefits (P.L. 111-5). Public reporiing burden is esfimated io average 10 minutes per response, including the
fime for reviewing instructions, searching exisfing data sources, gathering and mainteining the data needed, and completing and reviewing the collection of
Information, Send comments regarding this burden estimate to the U.S, Department of Labor, Divislon of National Programs Tools Technical Assistance,
Room C-4510, Washington, D.C, 20210 (Paperwork Reduction Project 1205-0371). Please do not submit completed forms to this address.

O e 0 e 0 ¢ b b v b e ——
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ETA Form 9175 (Rev. November 2016)



Notification of Minnesota Law Regtjirement -

Unemployment Acknowledgement

According to Minnesota Statute section 268.095, subdivision 2, paragraph (d), an
applicant who, within five calendar days after completion of a suitable

Job assignment from a staffing service, (1) fails without good cause fo
affirmatively request an additional suitable 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 fail to do so, it
may affect your unemployment benefits.

I understand by signing this form that | am responsible to contact ESSG within 5
calendar days once an assignment ends. | also acknowledge that | have received
a separate copy of this form.M~Cq(lnitial)

04 -0 Ss-/F

ignature; Date:

(P .S A {
Employée (please print your name here)

CMG_SM - Rev. 08.2013
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Fobm| v g ma e aer ke,

employer solutions staffing aroup. o =
Levarl;;'ng)?llésoun.ﬂ ns '.:hangmg M =rke‘g gr p an%é&_ ‘EE§N:E h.
Enhanced MEC Plan_Plan 1

Bepefit Play Administratays, Jne,

Social Security Number

L . . city | ‘qsﬂﬁe p Code
%ﬁ%‘r Ay W hevy MV £5(25

- I:Z’Femala O Married [J Divorced e AZ -~ ( 51’ 6 S %silil‘mé '2" Iﬂ'
525 924 %

Please Select Desired Coverage:
| Employee Only - :, Employee+Spouse -

Employee+Child(ren) - :, Family -
$24.00/Week $38.00/Week $36.00/Week $63.00/Week
Soctal Securty # Birth Date | Sex Relationship
— W el Nars— O Mae - OSpouse [ chig
’ _ —— [T Female o Domestic Partner
Saclal Security # Birth Date | Sex Relationship
O Male [JSpouse ] Child
M. Last Name [J Female 0 Domestic Partner
O Make S O chid
Pl Rame - e — ] Female o pﬁu 3 Domestic Partner
O 0 o 0
NAME OF PERSON COVERED (FIRST, LAST):
EFF. DATE
EFF, DATE
EFF. DATE
Employee Acimowladgemeant and Authorization - | hereby apply for the group henefit(s) as Indloated, | acknowiedge that ai] entries are true ang complete and that
any misstatements or fatjure 1o raport Information may he used as the basjg for cancellation of coverage for me and my dependantys), ifany, from the original
jﬂﬂ’acﬁve date. Further, | authorize my employer to make the Necassary payroll deduction of pramiums for coverages | have elected,
IF ENROLLING - YOU MUST SIGN HERE

Employes Signature Date
—

EMPLOYEES DECLINING | am DECLINING coverage

i understand that and/or my dependents, if any, walve any coverage and desire to participate in the plan at a later date, we

must meet the requirements defined in the Certificate of Coverage

ns. If | dacline enrollment for myself or my dependents
(Including my spouse) because of other goverage, | may, in future be able to enroll myseif or my depend
days after the other coverage ends, In addition,

of adoption, | may he ahle to enro) myself or

IF DECLINING- YOU ST SIGN HERE

Employee Signature /
¥

/ Tt ) (")ﬁ--:-ng = ']f’
Employer Solutions Staffing Group Heaith Benefits Team
PO Box 48270 Minneapolis, MN 55344-9956
Phone: 952-767-9519 Fax: 952-767-0515
Emat; Health@employersolutionsgroup.com




= se~ suucuuuy vieaical Benefits Plan 2

- VSl 219301-E561  ormceussony LOCATION Rehire Date ___ /4

—— e .

ENROLLMENT FORM ESC CU(UNAC-MN) P1 v18.2

A. REQUIRED EMPLOYEE INFORMATION PRINT USING éﬁ&?&?iiﬁﬁ?ﬁﬂﬁu‘;{Q:I;ilﬁl“;imahwt;“

aria \uca G ™ T8 45 80T me 7247 K
6364 Alderwosd Plaze, S

Ci e Zi Date of Birth
" Wandbaey = M TO3125 BTy

{ .
B. DO YOU GOR ANY OF YOUR DEPENDENTS RECEIVE MEDICARE BENEFITS? DYSSDNO If Yes please continue.
Medicare Health Insurance Claim Number (HICN) .. Medicare Effective Date

Name gflala\;;red Pérsz;n (s): g |
1 |2 i 3.

C. LIMITED BENEFITS PLAN SELECTION N Payroll Deducted Weekly Rates
You MUST select 3 coverage level before any benefits in Section C, Your coverage level for the all benefits in Secti'on C will be

SELECT COvERAGE LaveL FOCIR INDEMNRY [ VISION TERMUFE | SHORETERM

EmployesOnly (]| s2025 @] sa17 o] sz B see )| a0 (5
Employee + 1 [_] $41.10 $12.34 $4.92 $0.90
Employee + Family [] $54.88 $20.36 $6.56 $1.80

NO to ALL Benef; @ J__D ng D No

[T e— S

DYes DNO_ .DYes DNo DYes DNO

"Fhis coverage is not available to resider;;;; NH, HI, o—rFR_ gé'l:a D—gr:;t ;;aiiéggc;—gé:;n;-who vs;ork in-éA:, l-Tl, NJ, N{(;:R—IW—

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

Name Relationship

D. REQUIRED DEPENDENT INEORMATION =X
Name Social Security # Date of Birth Relationship

Sex
/1 _@_ _m D Spouse [ | Child [ 1bom

S . e 00 L mestic Partner
Name Social Security #  Date of Birth | Sex Relationship
_ o /7 Lﬁ_l [1Spouse [Jchild [ ] Domestic Partner
Name (Social Security # Date of B, Sex | Relationship B s
- =T R ,._..-_-_-.__«[ S N, U ; M [ 1Spouse[] Child[ ] Domestic Partner
Name Social Se:Erity # ' Date of Birth | Sex Relationship

e 2 T MIE (Disoome o Domestic Partner

N 5 5 S A b Ve i Vi s CovereE
I have read the benefit packet and understand its limitations. | understand that open enrollment s only available for
alimited time and | gpderstarld_'tb_at making no benefit se!gg_tjgg_i_s_a dt—.:g_l_ir_xgt_i _gf_goverage.

This Is an Essential StaffCARE Enroliment Form.




EVerify__

Further Action Notice

Social Security Administration Tentative Nonconfirmation (SSA TNC)

2O SSA Field Office Starf: use EV-STAR and

sce POMS RN 10245.00567

clenlo)d MARIA

Employee’s Last Name Employes’s First Nams

465-45-8786 02/1965

Employse’s Social Security Number Employea’s Month/Year of Birth

02/05/2018 2018036163850NE

| Date of SSA Tentative lhrlnnoonﬁrmaﬂon Cass Verification Number ]
Reason for this | 88N did not match: The name and/or date of birth entered for this employse did not matoh Sogial
Sotke: Seourity Administration records

Ly =

EMPLOYER INSTRUCTIONS:

1. Review this Further Action Notice In private with the employee as soon ag possible.

abllity to read or understand the English language, also provide the employee with a transiated version of
this Further Action Notice, Translated versions are avallable in the 'View Essential Resources' section of
E-Verify. If the employee cannot read this document for some other reason, provide the Information in an

alternative format.

2, Check that all of the information at the top of this Further Action Notice is correct. If this information Is

incorrect, close this case in E-Verify and create

3. Askthe employee to indicate whether he or she
TNC) by signing and dating Page 2 of this Furth
employer,

a new case with the correct information.

will contest the SSA Tentative Nonconfirmation (SSA
er Action Notice, and then sign and date below as the

4. Give the employee a copy of the signed Further Action Naotice In English (and a transiated verslon, if
appropriate) and attach the original to the employee's Form 1-9.

Confirmation from E-Verify, provide it to the employes, and instruct the employee to visit SSA within 8

Federal Government working days as specified

Employer Signature and Date

| have notified this employes of the S8A Tentative Nonconfirmation and provided the empiloyee with a copy of this Further Action Notice.

Employer Solutions Staffing Group

Zhiigheam Zepeda

Employer's Name

Employer Representative's Name

Dates

Employer Representative’s Signature

Paga 1 of 3 | Further Action Notice - SSA TNC | Revision Date 07/14/15 www.dhs.gov/E-Verity




E“verifl R e ﬁ_ i

EMPLOYEE INSTRUCTIONS:

Why you recsived this Further Action Notice

Your employer participates in E-Verify, a program Mmanaged by the U.S, Department of Homeland Security
(DHS) and the Soclal Security Administration (SSA). E-Verify compares the information you provided on
Form |-8, Employment Eligibility Verification, with records available to DHS to verify that you are authorized
to work In the United States,

You recsived this Further Action Notice from your employer because E-Verify provided a result of SSA
Tentative Nonconfirmation (SSA TNC). An SSA TNC means that the information entered Into E-Verify by

e For Employees pages at www.dhs.gov/E-Veﬂfy to learn the reasong you may have recsived an SSA

decision.
IMPORTANT: If you decide not to contest the SSA TNC, your case will become a Final Nonconﬂrmatlon,
which means that your employer may terminats your employment.

your rights.
Select box, sign and date below:

[ 1 choose to: (cheok one)

O | contest (take action to resolve the S8A TNG)

T GONTEST (not take action to resolve the SSA TNC)

:j Er-n;iloyeo's Signature } pIDﬂfO |
& .

What you must do to fake action to resolve the SSA TNC:

To locate an SSA field office, visit www.socials, curity.gov/iocator or call SSA at 800-772-1213 (TTY:
800-325-0778). If you live in an area where thers Is a Soclal Security Card Center, you are required to
Center.

2. Bring this Further Action Notice when you visit the SSA field office, Tell SSA that you are there because

3. Bring the following original documents fo the SSA field office, if you have them. SSA may require:
*  Proof of your age; for example, a birth certificate or passport
*  Proof of your identity; for example, a driver's license or passport

® Proof of a legal name change; for 8xample, a marriage certificate, if your current name is not
displayed on your current Social Security number L

*  Proof of U.S. citizenship or your work-authorized status:

* Ifyouareau.s. citizen, for exampie, a Naturalization Cerlificate, U.S. public birth certificate, or
U.S. passport, or

Page 2 of 3 | Further Action Notice - SSA TNC | Revision Date 07/14/15 ww.dhs.gole-Varlfy



