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employer solutions staffing group.,

New Hire Application

Personal Dat,.. PLEASE PRINT LEGIBLY IN INK
————————=30LYIN INK

LastName OYyl 2 /15 <, - First Name % Vi
Street Address X3/ 4 _aJe Apt/Ste

—_—
City/Staterzip, =3/ Poul Hy == 28y — Soclal Security Last Foyr Xx:xx-Z 390
Phone Number é/& 3 0 9 ?3 ;é Email Address @

Staffing Agencleecruitment Partner

— Middle Initiaj

d statements contalned in thjg appilcation to determine my

SG to make Inquiries of my former employers, except as indlcateg inthis application,
regarding my previous duties, fesponsibiiities, perfonnance, Compensation gng eligibility for rehire,

| understang thata comprehensive backgroung check may be conducted to determine my eligibility for hire by certain clients of ESSG,
Is may inciude but is not limited to, investigationg of criminal and/or conviction records, driving records and/or a drug screen testas
required by clients, government regulations or by ESSG policles,

v - -
MQIIQ Ome [&i Hav,, CIN/GS &mm};ﬁz 2254 /ﬁ
Name (Print or type) Applicants Slgnature Date

A copy or facsimile ("fax") will be considered the Same as an originaj slgnature, Emali wij ONLY be used

Unemploymont Letter ESC Application

Emergency Contact Info
(f applicabje)
R

el —_—

For ESSG Client Use
Rev. 0412017

ESSG - CMG-NSTW4




Th don't 1o supplementa| N Income. Ifyou have a | G} unt of
Form W4 2017 areater an 63,060,056 ™ PPlemertal wages nonwage lnsamacs. 8 Intarest o clyidor.
nwag
Baslc Instructions. if you aren't exampt, complets Sonsider making esﬁ?at%d 'f"mm using Form
Purpose. Complete Form W-4 gp that your the Personal Allowances Worksheet below, The 1040-Es, Esﬁgdaéﬁ :l" r l? Vi 1‘1‘ 5. Othy
employer can withhold the correct federa) Income warkshests on page 2 further adjust your you "‘°¥ OWE A b“g‘-w h d""gtp,?"”:"rf’ i
Trom your pay. Consider complating a new Form Withholding allowances based on ftemized :’J""ﬂy ncome, s'fdln" " Fo “’,’ ) Wi shou
W-4 each year and when your Personal or financlal deduotions, certain cradits, a%gnamato Income, st your withholding o Form W-4 or -4P.
situation of anges. . or two-eam“mumple Jobs g ons., ngd:amem or multiple jobs. If;lrog r}lg\m ath
Exemption from withholding, it U are exem Complets all workshests that . However, you ol 9 8pouse oF more than one job, gure the
complete only fines 1, 2, 3, 2,93113'?' and slgn thpet' may ola'?m fewerw(?:r Zerp allowa:pcg.y For mgularyo m‘z'""'"g‘s & ,"f allowﬂgr;lcas ygg a ﬁ"ﬁﬂedgg olal
form to validats it, Your axemgﬂun for 2017 expires Wages, withholding must be based on allowances onall jo “,','& ",'{"’In ests w'lrl'l pa one Form
Fabruary 15, 2018, Ses Pub. £05, Tk Withholding you claimed and may not be a fist amount oo il aeanolding "B}':,“Yed e e
andmmsd Tax, Percentage of wages, fvgr?hne highest ce:;ggganmd zsronnall:mnncgs are
Note: If another Person can claim you as a dependent Head of housshold, Generally, you can claim head claimed on the ﬂ%,"'m_ See Pub., 505 for detalls,
on his or her tax retum, you can't glalm exemption of housshold fifin status on your tax retumn only if N dent allen. If resident aji
from withholding if g::ur Income exceeds §1,050 you ere unmarried and pay more than 509 of the Ngtliws‘l' ent a ‘",‘ you “’,?: “‘W Ay mf"' sfg"
and includes more than $350 of unsamed Incomé ffor costs of kesping up a home for yourssif and your Nonee 592',\3}]""" sl;"a?.{“" rmlaﬁ m ons for
xample, interest and dividends), degends ss:or er qualifying Individuals, See onresident Allens, before comp ng b
Exceptions. An empl may be able to claim Pub, 601, mptionar Standard Deduction, and Check your Withholding, After your Form w-4 tekes
exemption from withholding even if & employes s Filing Information, for nformation, piiect, usa l;ulbd 505 to seatgow the amount you are
a dependent, if the employae; Tax creclllta. You can taha' projected tag credits Into v {‘g‘egpu%"’ggg“;: 3 eoy&‘f; l,’{;ﬁmy
* 1020085 or o, Dt s O A kT s
*sblind, or - 3:'@ e:thpegsss anc!l 21'? child tax evrledr;:a T‘a);tbg laltxlalmed 'l:-"umfe dev:tl:pmem. l,g;nnnﬂti_gr} ab?]ut any future
N, e Personal owances Wo 81 ow, ievelopme; affsoﬂng m such as
* Wil laim adjustments to I, me; tax credits; or
ltemlz:d dsdu?:tlona. on his D??IBI'B{BX ramw.em. ° 3&&'&%.’,@#" ﬂg&g,ﬁ'o?;" Verting your ather ol 3&?&7&/’2 SR AL ") Wil be posted
Personal Allowances Worksheet (Keep for your records.)
A  Enter 1" for Yourself if no one else can claimyouasa dependent . © 0 5 0 o 5 g o o0 o o A
® You're single and have only one job; or
B Enter*1*if: * You're married, have only one job, and Your spouse doesn't work; or B
® 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, yoy may choose to enter “-g.» if you are married and have either a waorking spouse or more
than one job, (Entering =-0-* may help you avold having too little tax withheid)) . L 2 0 o o o c
D Enter number of dependents (other than your Spouse or yourself) you will claim on your tax retum © ° o o o g D
E  Enter*1”jf Yyou will file as head of household on your tax retum (see conditions under Head of househoid above) E
F  Enter*4"j you have at least $2,000 of child or dependent care expenses for which You plan to claim a credit F
(Note: Do not include child support Payments. See Pub. 503, Child and Dependent Care Expenses, for details.)
G Child Tax Credjt (including additiona] child tax credit), See Pub, 972, Child Tax Credit, for more information,
* If your total Income wijl be less than $70,000 {$100,000 i Married), enter “2” for each eligible chlid; 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 wiil be between $70,000 and $84,000 ($1 00,000 and $119,000 i married), enter “1” for each eligblechid. @

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

For accuragy, and Adjustments Workshest op pag

complete all * If you are single and have more than one Job or are married and you and your spouse both wori and the combined
worksheets aamlnFs from all jobs exceed $50,000 (320,000 i married), see the Two-&meramlulﬁple Jobs Worksheet on page 2
that apply. to avoid having tao jittg tax withheld.,

® If neither of the above situations applies, stop here and enter the number from line H on fine 5 of Form W-4 below,

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

. W"4 Employee’s Withholding Allowance Certificate OMB No. 1645-0074
m
» |
Dt e Ty .::;'::::z::.::.:;".::'.::s:'::.::.:;'::':::::.:';".::',::::',:':::::.:'z::;"::::,.?m'::'::::= 2017
1 Yourgrst name and middie Inftia] Last name 2 Yoursocial se u?e&,
_H 936 08 B350

Married, but withhold at higher Single rate,

Qv I OrN\elas
Home addz inumber and streat or rural routs) 3 ,Z] Single D Married D

(:l Note: If married, but legally separated, o 8pouse is a nonresident allen, check the “Singls” box,
Shty or town, state, and ZIP gogs 4 K your last name differs from that shown on your sogjaj security card,

_&F R} Z M é‘ (2) 5 / XG check here. You must cajj 1-800-772-1213 for a replacement card, p

5 Total number of allowances you are clalm.ing {from line H above or from the applicable worksheet on page 2) 5

6 Additional amount, if any, you want withheld from each paycheck

7 iclaim exemptlon from withholding for 2017, and | certify that | meet both of the following conditions for exemption.
® Lastyear| had a right to a refund of all federal income tax withheld because | had no tax liability, and

* This year | expect a refund of al} federal Income tax withheld because | expect to have no tax
If you meet both conditions, write “Exempt” here, | o o

—

6%

liabil

. Pl7

Under penalties of Perjury, | declare that | have examined this certificate and, to the best of my knowledge an,

Employee’s signature
(This form Is not valid unless you sign it.) >\/ /‘{[@Y{

-

d belief, it is true, correct, and compiste.

a_oyncles,  Heynandes ou 2/S/ /8

8  Employer's name ang address (Employer: Cemplete lines 8 and 10 only if sending to the IRS.) | 9 Office codg (opticnal) | 10 Employer identification number (EIN)

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



A of

£ ":\ Employment Eligibility Verification USCIS
‘ o Department of Homeland Security OME g:nllsll;zo -
o/ Us. Citizenship and Immigration Services Expires 08/31/2019
5 ns carefully beforg compieting this form. The Instructions must be avaliablie, either in Paper or electronicaly,
ployers are itable for arrors in the compietion of this form.
CE: It Is lllegal to discriminate against Wwork-authorized individuajs Employers CANNOT specify which
ent to establish employment authorization and identity. The refusal to hire or continue to employ
N presentsd has a future expiration date may also constitute ilegal discrimination
ection 1. Employee nforma n an 8tIoN (Employees musl campiote o 8ign Seation 1 af Form -9 1 fater
than U first day of employment, but nat before &ospling & job affer ) _
Last Name {Family Name) First Name (Given Name) Middle initiaj Other Last Names Used (fany)
L oYne lgs Mo, '
MTS (Strest Number and Name) Apt. Number | City or Town State ZIP Code
J G\ St HE{U( Y SQ’/X@
Date of Birth (mm/ddiyyyy) U.S. Social Security Number Employee's E-mail Address Empioyee's Teiephone Number
: : B -

lam aware that federal jaw provides for Imprisonment and/or fines for falsg statements or use of false documents in
connection with the completion of this form,

lattest, under penalty of perjury, that | am (check one of the following boxes):
[] 1. Acitizen of the United States
D 2. A noncitizen national of the Unjteq States (See instructions)

3. A lawful Permanent resident {Alien Registration Number/Uscis Number): - 4 - q16
D 4. An alien authorizeg towork unti) {expiration date, if applicable, mm/ddfyyyy): Eﬁ#%
Some aliens may write "N/A” In the expiration date figld, (See Instructions) =
Allens authorized to work must provide only ane of the following document numbers fo complete Form |-8; 0o ﬁ':,cvg;’,:;,?;',‘:,“:g,,‘m
An Allen Reglstfaﬂon.NumbeﬂUSCIS Number OR Form 1-94 Admission Number OR Foreign Passport Number.

1. Allen Registration Number/Uscis Number;
OR

2, Form 1-84 Admission Number:
OR

3. Foreign Passport Number:
Country of issuance:

|
Signature of Employe ’ # o Today} (m )
& X Havia _penclas L/m’m_ﬁﬁ_"j?% - g
Preparer andlor Translator Oerilfiaation (check gne}: ’ :
[] 1 did pot use & Preparer of transistor ] A Preparer(s) andfor thanelator(s) assisted the empityea In campleting Beotian 1
(Fields balow must be oempleted ang sigried when preparers andor ranstetors aasist an emplayee in sompleting Section 1)

I attest, under penalty of perjury, that | have assisted 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 Transiator Today's Date {mm/ddsyyyy)
Last Name (Family Name) First Name (Given Name)
Address (Street Number and Name) City or Town State ZIP Code

e  Employer Compleses Next Page @

Form1-9 0717717 N Page 1 of 3

B




EMPLOYER SOLUTIONS STAFFING GROUP
BACKGROUND CHECK AUTHORIZATION

Employee Name:_lqﬂ)/l G oine / a €‘)
(First) (Middle) (Last)

Former Name(s) and Dates Used:

Current Address Since: __ 9 l ) l g 2“’ Wd Wi g4 &/ HyY a5/ .5
(Mo/Yr) (Street)

(City) (State/Zip)

Previous Address From:

(Mo/Yr) (Street) (City) (State/zip)

Previous Address From;

(Mo/yr) (Street) (City) (State/zip)

Social Security Number:y:sé 08 g3 q’D DOB:_/_/ Z,q’/ 75
Phone Number:_éw\ ?Oq —33 ?9\

Driver’s License Number/state:

Current and previoys residences; employment history, education background, character references; drug testing, civil
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 aj| information, verhal
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 puhlic 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 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:# H&Y[ (s /_7{ “C‘- &L‘) 3['/ CYY\@ e/ Date:g.'/ 6// Q

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.




EMERGENCY CONTACT INFORMATION

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

. I g
Employee Name: f{4Yi n e 228 M;Ynan(/f’ T

Address:

Home Phone; _612 369 33 Z&

: ., EMERGENCY CONTAGTR
Please list two peaple (in priority o

rder) who could be bantadted in case of an Smergency
Contact #1 Home Phone: és / M 55 ?g
Name: ﬂ/ %O (\UY\/d %Y&ﬁox\ Cell Phone:
Relationship: PY;m O Work Phone;
Contact #2 Home Phone;

Name: Cell Phone:
Relationship: Work Phone:

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




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 provide a written election, v ages will be paid by Payroll i
PASTEN EO RN o N

PN R B G TN
| Direct Deposit (Please complete Sections 3 and 5 below)
U Payroll Debit Card (Ploase complete Soctions 4 and 5 below) [] Paper Check (0ption available to GA NH and NY residents onty)

SEGolel o s

Note: DﬁmDspnsitacmmtsmay tuke up to 7 days to be activated
I understand and acknowledge that if 1 do not provide a
voided check with this direct deposit form, T am
responsible for any delays in payroll or extra costs
incurred if the account number that I provide is incorrect,

Date

L TN PN R DEBEE GARD

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 Ppayday, you will receive your new Payroll Debit Card, and a packet containing all of the terms and conditions. Yon will
then sign acknowledging that you received the Payroll Debit Card and packet. Your Payroll Debit Card will be reloaded on each payday yon receive
wages,

CARDHOLDER INFORMATION (as you want your Payroll Debit Card 1o be issued)
First Name - A '
Hayic

= v ornelas (/2572
St:eetAddmss a»onuxnmmmn)zj, 2}/d- e 6@:3?#@ ?O
et pay/ v (e e 12 369 32 72

RECEIPT OF PAYROLL DEBIT CARD (to be

Payroll Debit Card Routing # Payroll Debit Card Account # L& T2 doo2 7 A48 | & 50

AUTHORIZN T LON

T authorize ESSG to dire wages/compensation payments, net of required tax withholdings, other required withholdings
or autharized deductions, into my account(s) as designated ahove and to initiate, if necessary, debit entries and adj

Justmentsfor 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:




>

employer solutions staffing group..

STATEMENT OF CONFIDENTIALITY
This agreement made this 5 __dayof )Z(’,b][e,f 0 , 201 _6_, between

Emplo%er Solutions ffﬁng Group LLC, hereinafter referred to as “employer”,
and 0SS hereafter referred to as “employee”.

WITNESSETH:

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.

4.0, "
|/
EWM@MOUP LLC, Representative




-

A

employer solutions staffing group..

INJURY MANAGEMENT PROGRAM

Injured Worker’s Responsibilities

As your employer, we are concerned about your ful| 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:

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 minij isf
primary health care Provider. Keep the claims representative advised of your
status,

compensation for the time away from work. The physician must complete a

Report of Workability.




employer solutions staffing group..

lmportantllmporfante

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 sy reclutador de personal que el cheque no
Se puede encontrar. Sj se Puede verificar que el cheque no ha sido cobrado,
ESSG se detendrs e] 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 policia
antes de que podamos volver a emitir e| cheque. Una vez hecho esto, usted
debe proporcionar una copia de la denuncia a su reclutador de personal que el
cheque fue robado. Sj g| cheque no ha sido cobrado y si la pérdida del cheque
no fue su culpa, ESSG emitiré un nuevo cheque y no hay cuota se deducirs.

AGREED/SE ACUERDA—

- i
Name/Nombre (con letra de molde): H/M u___AN\e| QS HCY[}QJ &ﬁrﬁ(z
Signature/Firma: M /i w'a mi‘ﬁ( QQ E_/ahfm' de' Z




Rl e

employer solutions staffing group..

ESSG WORKPLACE SAFETY POLICY

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

(1) Ensure that its clients provide you with a 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.

(8) 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.



* -
R

employer solutions staffing grou

R S PR o R

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 (ESSQ) at 952.835.1288/1.866.496.7573 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
952.835.1288/1.866.496.7573 in order to obtain assistance in the resolution of such
matters.

Employee Name (Please Print)

Moy peee s, [—/@Mach

Employee’s Signature:

HQY[CQ OINE /&S Date: {&Z 5/[ g




ron OOD0) Pre-Screening Notice and Certification Request for

(Rev. March 2016) the Work ()pportunity Credit OMB No. 1545-1500
Department of the Treasury h .
Intemal Revenue Sarvice P Information about Form 8850 and its separate instructions is at WWWw.irs.gov/form8850,

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

Your name H 4Y1{ O{ﬂf g1} < H@( T\ Social security number p Ll zé 08 é ;3 E&
Street address where you llve :;Zl_oi 2 N&, m} (<

City or town, state, and ZIP code 5!: f'D@\ )( fM v gcl %@) :
County Telephone number 6 / Z. 3 0 ? 33 77 2

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

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

* l'am a veteran and a member of a famlly that received Supplemental Nutrition Asslstance Program (SNAP) benefits (food
stamps) for at least a 3-month period during the past 15 months.

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

* |am at least age 18 but not age 40 or older and | am a member of a famlly that:

a. Recelved SNAP benefits {food stamps) for the past 6 months; or

b. Received SNAP benefits (food stamps) for at least 3 of the past 5 months, but is no longer eligible to receive them,

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

| recelved 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.

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

4 [] Check here i 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.

5 [ Check here if you are a 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 [ Check here if you are a member of a family that:
* Received TANF payments for at least the past 18 months; or
* Received TANF payments for any 18 months beginning after August 5, 1997, and the earfiest 18-month period beginning
after August 5, 1997, 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 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 alj or part of that period
you received unemployment compensation.

Signature —All Applicants Must Sign
Under penalties of perjury, | declare that | gave the above Information to the employer on or before the day | was offered a job, and it Is, to the best of my knowledgs, true,
lete.

correct, and comp)|
Job applicant's signature > ) H AY1 (1 O \(\e( [ Date ) / 5& / 8
For Privacy Act and Paperwork Réducﬁon Act Notice, see page 2. Cat. No. 228511 Form 8850 (Rev. 3-2016)

D e——



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

EMPLOYER SECTION:
Client: Company:
Location: Position: Starting Wage: $
EMPLOYEE SECTION:
First Name: Last Name: Suffix: Street Address: City/State: Zip:
_g:aym oyhelas, ’
SSif: Date of Birth: Age: Have you worked for | If Yyes, location:
LI this company before?
13 0R 83 D\1/79/46 X | et
Please complete all questions, and sign and date the form. Yes No
1. Have you or has anyone living with you received Temporary Assistance to Needy Families (TANF) O |

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

2. Have you or has anyone living with you received Food Stamps (SNAP) at any time during the past 15 months? | O
(If'yes, please provide information below.)
Name of'the person receiving benefits; Relationship to you;
City: County: 8

3. Have you received Supplemental Security Income (SSI) at any time within the past 3 months? | O
Please note, this is not the same ag Social Security benefits (SS) or Social Security Disability (SSDI) benefits,
*If you checked Yyes please provide q copy of your SSI documentation,

4. Have you received any type of vocational rehabilitation services within the past two years? [ ]
Ifyes, please indicate which type of agency you worked with and provide their location information below:
[J Vocational Rehabilitation Agency [ Dept, of Veterans Affirs [J Employment Network (Ticket to Work Program)
Name of Agency: — Phone#: __
City: County: __ __ State:
*If you checked yes please provide a copy of your active Individual Work Plan and Ticket to Work documentation,

S. Are you a Veteran of the U.S. Military? *Ifyes, Please provide a copy of Your DD-214 and letter of . Separation.
(If yes, please provide information below. Ifno, please contime tg question #6.)
Dates of Service - From: To:
Branch of Service:
Are you entitled to or are you receiving compensation for a service-connected disability?

O
O

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

If'yes, dates of unemployment - From: Ta:
Did you receive unemployment compensation at any point during your unemployment?
If yes, in which state did You receive unemployment compensation? ___

ol o oo
Oy O oo

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

—_—

Was thisa [ ] Federal or [J State conviction? If State - County: State:

Additignal Tax Credits
IEC (Native American): Are you or your spouse a member of a Native American Tribe? 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? [ Workforce Investment Act?
O Areyoua migrant or seasonal farm worker? [] Have Yyou ever been convicted of a misdemeanor?
SC Residents: [] Do You receive Family Independence Benefits?

PLEASE READ, SIGN, AND DATE:
Under penalties of perjury, I declare the information above 10 be true and accurate 1o the best of my knowledge, and | hereby authorize any agency, organization, or

individuals to supply such verification or information thas may be needed to determine 1ax credit eligibility to my employer, employer representative {Associated
Consultants, Inc. dba Retrotax), or, Department of Labor.
-

New Employee Signatur, L INENY Oﬁ\el&% D){ K/ \5/ / 8
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' U.S. Department Labor OMB Control No. 1205-0371
5 Employment and Training Administration Expiration Date: January 31, 2020
&y 0

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

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

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

knowledge.
New Hire’s Signature: ﬁﬂumﬁ[ us Dateﬂzz:é / Zg
New Hire Name: _Aay'1 o oynelt S

Social Security Number:"l:-ﬁ7 é O@ 8 3 %

Employer Name: i

Please check the statements below if they apply to you.

(M I declare that | was in a period of unemploymerit 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 Notice;

Persons are not required to respond to this collection of information unless it displays a cumently valid OM B contro! number. Respondents' obligation to
complete this form Is required to obtain or retain benefits (P.L. 111-5). Public reporiing burden is estimated to average 10 minutes per response, Including the
fime for reviawing instructions, searching existing data sources, gathering and maintaining the data needed, and complefing and reviewing the coliection of
Information, Send comments regarding this burden estimate to the U.S. Department of Labor, Division of National Programs Tools Technical Assistance,
Room C-4510, Washington, D.C. 20210 (Paperwork Reduction Project 1205-0371). Piease do not submit completed forms to this address,

117-
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« VS| 219301-ESG-1 OFFICE USE ONLY LOCATION Rehire Date = [ /l___ e
ENROLLMENT FORM ESC CU(UNAC-MN) P1 v18.2
FEI'N?—GSRE‘ELX&E;Eﬁiﬁﬁiﬁﬁi&ﬁi&ﬁ?ﬁémwmW
N

' Social Securi ome Phone ex
M prelas 56 08 83 90_ LR 3255 WlE

Address 29, 2 /(/ c{ A i Apt. #

Date of Birth

el pal v sz | i

= 1 -y =

B. DO YOU OR ANY. OF YOUR DEPENDENTS RECEIVE MEDICARE BENEFITS?,

I_:J Yes D No. if Yes, please continue,

Medicare Health Insurance Claim Number (HICN) - Medicare Effective Date
.N.;me > C(;‘;el:.e.d P L _WEM e e e O e mem L St L SRS

1 .13,

g o2 N
Peprll Deducted Weaidy e
You MUST select a coverage level before any benefits in Section C. Your coverage level for the all benefits in Section C will be

identical. The Fixed Indemnity Medical Plan, Dental Plan, Term Life Plan, and Short-Term Disability plans are underwritten by BCS

Insurance Company. The Vision plan is underwritten by Corqpanion Life Insurance Company.
SELECT COVERAGE LEVEL ' "‘En':ﬁ'ggi'f!‘"" DENTAL VISION TERMUFE | SHORETERM
Employee Only [ ] 2025 (|  seq7 G| seaz T soe | sea0 f4)
Employee +1 [ ] $41.10 $12.34 $4.92 $0.90
Employee + Family [ | $54.88 $20.36 $6.56 $1.80
bt 1] Che Ll Dl Clve | e e | D Ml | Dl Ee

"‘This coverage is not available to resu&e;t; Bf NH, HI, ;r_l;R. 2S'FD is not available to persons who work in CA, HI, NJ, NY, or RI.

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

Name Relationship ol e,
Name Social Security # Date of Birth ' Sex ' Relationship :
el S L L _ MILE] | CIspouse [ chitd [ bomestic Partner
Name Social Security # ' Date of Birth " Sex Relationship

= ) /7 i @ 107 Spouse [ child [ ]Domestic Partner
T Ws~ocial Secu;'ity# Datem(;;"Bli"rth._ S -R—e.l-a“m;;lghup—m etk ey AU IO |
Name e L IIF] O] Spouse [ chid ] Demestic Parrer
Name Social Security # Date of Birth _--gex Relaﬁonsﬁip B .

A MIE] Cspouse [JChild [] Domestic Partner

YOU MUST SIGN AND DATE, £V

E_REQUIRED EVEN IF YOU DECLINE COVERAGE
I' have read the benefit packet and understand its limitations, | understand that open enrollment is only available for
_ f\_ljl_'pjﬁd time and| Er!gt::{f;tarld tlla_\:c"_ljna\_king no benefit selection is a declination of coverage.

Wb SL/B. psewne tani ornelas

This is an Essential StaffCARE Enrollment Form.




employer solutions staffing group..

Notification of Minnesota Law Re uirement —

Unemployment Acknowledgement

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

Job assignment from a staffing service, (1) fails without good cause to
affirmatively request an additional suitable job assignment, (2) refuses
without good cause an additional suitable job assignment offered, or (3)
accepls 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.

| 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.4.0. / (Initial)

Hava A0C/as, Hemmde> 2 /5//0
Employee Signature; Date:

Hovi _oveclas

Employee (please print your name here)

CMG_SM - Rev. 09.2013




DRUG AND ALCOHOL
TESTING CONSENT FORM
1. I have been allowed to read and inspect a written copy of ESSG policy on drugs and
alcohol.
2 I have read the entire contents of this Policy and | am aware and fully understand: (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 that this policy in any form, and any employee
handbook including this policy, are not a unilaterg employment contract or offer thereof.

Hevi,  Srnelsz<

Individual's Name

2/ /8

Date

DO NOT SIGN THIS PAGE—SIGN IDENTICAL PAGE AT END OF MANUAL
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Enhanced MEC Plaﬂ_Plan 1 Behefit Plan Administratogs, Inc,

L1 New Employee [ Rehire Rehire Date

Soclal Security Number

e og 8395
- City State Zip Code
Gender g Male | Marital Status 2] Single | Dato of Birth / ﬁf/ ﬁi?"égg"
El Female | [1 Married [ Divorced |/ / :
Phons Number: all Address:

72

Please Select Desired Coverage:

Employee Only - :, Employee+Spouse - Employee+Child(ren) - :, Family -
$24.00/Week | $38.00/Week ‘ $36.00/Week —$63.00/Week
Socil Secuty# — Relationship
- 0 Male ClSponse [J chaa
= Last Name 1 Femate jm| Domestic Partner
— 8ocial Security # Birth Data | Sex . Relaﬁ()nship
0 Mae [ISpouse [ Child
ML Last Name [J Female OO Domestic Partner
Soclal Security # BithDate | Sex Relatio: nship
"FistNam: — Wi S Name— O Mat Child
S = l i O Femeala o Spl‘l_l'llse Dol;mlesﬂc Partner
O o) 0
NAME OF PERSON COVERED (FIRST, LAST):
EFF. DATE
EFF. DATE
EFF. DATE
Employee Acknowledgement and Authorization - | hereby apply for the group benefit(s) as Indicated, 1 acknowledge that all entries are true and complate and that
any misstatements or fallure to report Information may be used as the bas}s for cancellation of coverage for me and my dependent(s), if any, from the original
effective date, Further, I authorize my employer to make the nhecessary payroll deduction of premlums for covarages | have electad,
!IF ENROLLING - YOU MUST SIGN HERE

Employes Signature

Date

EMPLOYEES DECLINING @ | am DECLINING coverage

lunderstand that | and/or my dependents, i any, waive any coverage and desire to Particlpate in the plan at a later date,
must meet the requirements defined in the Certificats of Coverage for the company’s medical or dental plans. if 1 declin,

(including My spouse) because of other coverage, | may, In future be able to enrolj myself or my dependehts in this pla
days after the other caverage ends. in addition, If a new dependent relationship forms as a resuit of marriage,

of adoption, J may he able fo enrol) myself or my dependent, provided | request enrollment within 31 days

IF DECLINING- YOU MUST SIGN HERE

Iiwe may be considered a late enrollee and
e enrollment for myself or my dependents
N, provided | request enroliment within 31

birth, adoption, Placement for adoption of parting suit
of the event.

Employee Signature ./,{ay, 2, O{ﬂé’/ @<, D 0? @ //g

Employer Solutions Staffing Group Heaith Benefits Team
PO Box 46270 Minneapolls, MN 55344-9956
Phone: 952-767.9519 F ax: 952-767-9515
Emall: Health@employersoluﬂonsgroup.com




Employment Eligibility Verification USCIS
Department of Homeland Security Form I-9

i U.S, Citizenship and Immigration Services %ﬁgobt}gll%%7
n .-mpoy:r-r uthorized Représentalive Review an erifioation |

(Bmployerd or thelr suiho bd rohresentative must sempleta and s ammsw&w:abummysn!mmmwsmyafwmm
g&&ﬂvyﬂa&#yéxéﬂvhﬂm‘r daourhent fdn List A omaaammaﬂefmmmmuw &hel phe daoument fram List Q as Histed an the ’Lz:e

Last Name (Family ;Vame) ' First Name !leen Nameg) M.L. Citizenship/immigration Status 1

Employee Info from Section 1 OrnQ_L 8 MGLnO\
ListA OR ListB AND ListC
Identity and Employment Authorization Identity Employment Authorization

ment Titie N | Document Title Document Title
nanent Res.deit

\ Igsuing 0| \ Issuing Authority Issuing Authority
\ Sl\\g Yes 1% TQD‘-U‘“‘

Document Number Document Number Document Number

b-490-970

Expiration Date (s ;Hmm/zddhyyyy) Expiration Date {if any)(mm/ddfyyyy) Expiration Date (77 any)(mm/sddsyyyy)
[ S 2& ¢ ] 202 (o
Document Title

Issuing Authority Additional Information D?Nngﬁd‘:ﬁ,%".?:;;

Document Number

Expiration Date (i any)(mm/ddfyyyy)

Document Title

Issuing Authority

Document Number

Expiration Date (# any)(mm/ddiyyyy)

Certification: | attest, under penaity of perjury, that (1) | have examined the document(s) presented by the above-named employee,
(2) the above-listed document(s) appear to he 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 Wem ployment {mm/dd/yyyy): (See instructions for exemptions)
T

Sigrfature mployer or, orized Representative Today's Date ( m/ddfyyyy) e of Employe'r r Authorized Representative
02 Jos [op(% | Eeamrles
@'Representative | First me of Employer or Authorized Representative Employer's Business or Organizafion Name
: ‘ﬁ\\ A e_a\yv\ EMPLOYER SOLUTIONS STAFFING GROUP LLC
Employer's Business or Organization Address (Street Number andName) City or Town State | zip Code
7480 FLYING CLOUD DRIVE SUITE 200 EDEN PRAIRIE MN 55344

Seatlon 5. Reverification and Rehires (75 he gompleted and signed by mplayer or authorized réprasentative,)
A. New Name (i applicable] : [B. Date of Refire (# applicable)
Last Name (Family Name) First Name (Given Name) Middie Initial Date (mm/ddiyyyy)

0. e employees previous Sian’l of émpigymeént authorzation has explred, pravide the Tfornalion far & dacurment of recgipl Thal estaniishes

oonﬂnulng employment autharizatian in the 8pace pravided below.
Document Title Document Number Expiration Date (i any) (mm/ddiyyyy)

| 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 employese presentad document(s), the document(s) | have examined appear to be genuine and to relate to the individual.

Signature of Employer or Autharized Representative Today's Date {mm/ddiyyyy) Name of Employer or Authorized Representative

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

Eee—



1,




R A e e
Rl

. a 4 .
H & . -
\ ~s x )
5
it
;
.
%
LY




- . 3 Fa ] _.__""""'“\‘ ;\:‘
E-Verify

Further Action Notice
Social Security Administration Tentative Nonconfirmation (SSA TNC)
£0r SSA Field Office Staff: use EV-STAR amg SEC POMS RV 10245.005¢F

Goboy MARIA
Employes’s Last Name Employes’s First Nams
485-45-8786 02/1985
Employee’s Soolal Sscurity Number Employse’s Month/Year of Birth
02/05/2018 2018036163950NE
Date of SSA Tentative Nonconfirmation Case Verification Number
:::l.o:? for this !SSN did not match: The name and/or date of birth entered for this employee did not match Soolal
Security Administration records
o -
EMPLOYER INSTRUCTIONS:

1. Review this Further Action Notice in private with the employee as soon as possible.
IMPORTANT: If the employee does not speak English as his or her primary language or has a limited
ability to read or understand the English language, also provide the employee with a translated 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.

4, Give the employee a copy of the signed Further Action Notice in English (and a translated version, if
appropriate) and attach the original to the employee’s Form |-9,

8. Loginto E-Verify and search for this case using the information above, Follow the instructions in

Confirmation from E-Verify, provide it to the employee, and instruct the employee to visit SSA within 8
Federal Government working days as specified in the Referral Date Confirmation.

Employer Signature and Date

| have notified this employse of the SSA Tentative Nanconfimation and provided the employee with a copy of this Further Action Notice.

Employer Solutions Staffing Group Zhilgheam Zepeda
Employer's Name Employer Representative’s Name
Date . ETP'W" Representative's slgnatur_u

Page 1 of 3 | Further Action Notice - SSA TNC | Revision Date 07/14/15 www.dhs.gle-Verlfy




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 Social Security Administration (SSA). E-Verify compares the information you provided on

Form I-9, Employment Eligibility Verification, with records avallable to DHS to verify th

to work in the United States.

1. Check that the information on Page 1 of this Further Action Notics is correct. If it Is not correct, provide

I choose to: (check one)

Pt e e e ke

1 OO | CONTEST (take action to resolve the 88A TNG)

1 "4 ] NOT GONTEST (not take action to resaive the 8SA TNC)

§ ____1_,__,________.,_ = — e — —_—
.i Employee's Signature | I Date |

]___.___,.____ ﬁﬁﬁﬁﬁ dochie e R ~—___.___f__ —E—
What you must do to take action to resoive the SSA TNG:

1. Visit an SSA field office within 8 Federal Government working days from the date your employer
refers your case to SSA to begin to resolve your case. Your employer must give you a Referral Date

Confirmation, which will tell you the date by which you must visit SSA.

To locate an SSA field office, visit Www.socialsecurity.qoy, ocator or call SSA at 800-772-1213 (TTY:
800-325-0778). If you live in an area where there is a Sacia| Security Card Center, you are required to

visit the Card Center.

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

of an E-Verify issue.

3. Bring the following original documents to 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 éxample, a marriage certificate, if your current name is not

displayed on your current Socjal Security number :
* ProofofU.S. citizenship or your work-authorized status:

* IfyouareaU.s, citizen, for example, a Naturalization Certificate, U.S. public birth certificate, or

U.s. passport, or

Page 2 of 3 | Further Action Notice - SSA TNC | Revision Date 07/14/15

www.dhn.gole-Verll’y
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