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E-Verify: Print Case Details - Previgw
EVerify

SENSITIVE BUT UNCLASSIFIED
Case Verification Number: 2017_12914182980
Regport Preparad: 05/08/2017

cumuhbnnaunn :

Company ID; 47429 Company Name; Employer Solutions Stafiing Group
Em 8 Information

Last Name: marfinez Firat Name: relna
Date of Birth: 12/20/1985 SooialSeolu'uyNumber: e 8780
Hire Date: 0a/082017 cl&mhlpshum:Anslanauﬂmﬂzedbwnrk

Document Information
\

List A Dooument; EmpbynnntAuhorhnﬂon Dasument (Form 1-768)
‘Alien Number: 084452918
Card Number: EAC1830517780 Docunwm'Etpiaﬁnn Date: 03/m8/2018

Casea Status Information
N

Current Case Resyit: Employment Authorized Employer Cage ID;
Case Submitted Op; 06/08/2017 Cass Submittad By: SGLAGB32

SENSITIVE BUT UNCLASSIFIED

hltpsile-verifymcls.gwMeUPﬁnlcmDetalls.asp(?CaseVeern=m171291418298D
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employer solutions staffing group..

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

Last Name _Mmyﬂgz First Name__ Reino. Middle Initia] D).

Street Address __\ 33% Qo dole Ave Aptiste ___ | 1(
City/Stateizip__Wegh St Pl : MN., Ssug Social Security Last Four XXX.XX- 19

Phone Number _{{2-323- Qb Email Address _tedinomo @ @ holmal .
Staffing Agency/Recruitment Partner (. H &

All offers of employment arg conditional upon satlsfactom proof of Identity and legal abllity to work In the U.S.A.
Are you legally authorized to work In the United States of America? MES [INo

Applicant Certification and Authorization

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

I understand that g comprehensive background check may be conducted to determine my eligibiiity for hire by certain clients of ESSG,
This may Inciude but Is not limited to, investigations of criminal and/or conviction records, driving records and/or a drug screen test as
required by clients, govemment regulations or by ESSG policies,

| release ESSG and other persons or entities from any claims that might be based on ESSG's declision to conduct a background check.

| certify that aj) statements made In my appiication are frue angd accurate and that | have not omitted any materiaj Information or provided
false or misleading Information, § understand that any material omission or misrepresentation wilj resutt in my disqualification from
consideration for employment or, if discovered after | begin employment, will result in my termination,

If hired, 1 agree to abide by the policies and procedures of ESSG.

ino
Name (Print or type)
A copy or facsimlle ("fax" b yment correspondenc
For ESSG Office Use Only
DOH NHW I-9 8850 Waq
Emergency Contact Info Background Relsase Form Background Results Unemployment Lettor ESC Application
(it applicable)
For ESSG Client Use
DOH ROP Work Site Loc. WC Code
ESSG - CMG Rev. 04/2017

BEE——



Form W+4 (2017)

Purpose. Complets Form W-4 s0 that your
employer can withhold the correct federal Income
tax from your pay. Consider completing a new Form
W4 each x:gr and when your personal or financlal
situation changes,

Examption from withholding. if pt,
complsts enly lines 1,2, 8, 4, and 7 and sign the
form to valldats it, Your exemgﬂon for 2017 expires
Febnél:gnﬁ. 2018, 8es Pub, 505, Tax Withholding
and ated Tax,

Note: i another person can clalm you as a dependent

U are exem,

on his or her tax retum, you can't olaim exemption
from withholding if X‘?an inoome exceeds $1,050
and includes more

ur
$350 of uneamed Income
example, Interest and dividends), =

Ere';fﬂnna.l\nem I be abla to claim
examption from wihhgl:t;{ee emv:x if the employes is

The exceptions don't g 1o supplemental es
greater ﬂ'lgﬁ;'l ] .DDD,ODEply Re Vi

Basio instructions, j you aren't exempt, eomﬂlahe
the Personal Allowances Workshest below. The
workshests on page 2 further adjust your
mh&l'dlng allowanoes haa:g on itaenr:ltzseg l

uotions, certain credits, adjustm, ncome,
or two-eamardmulﬂple Jobs zé.raﬂons.

Complets all workshests that apply. However, you
may claim fewer (or zaro) aﬂowa:pce;.y For mgularyo
wages, withholding must be basad on allowances
you claimed and may not be a fiat amount or
Ppercentage of wages,

Head of housshold, Generally, you can claim head
eg your tax return or;lhy if
you are unmarri and pay more than 50% of the
costs of keej lng# ahome foryoumelfand&eur
?or er qualifying Individuals,
Pub, 501, ptions, Standard Deduction, and
Fillng Information, for Information,

Nonwage Incoms, lxnu have a large amount of

nomge lnaclggnga, sui

consider m;

L addltional tax, f yon fass
owe on, u

anntfrtym{nnome. 888 Pub, 505 f? nd r.mtp

as Interest or dividen,

tax ents ualgS' Form
Tax for In Ctherwise,
ension or

fi if yt;.l shoulc

adjust your withholding on Form W-4 or W-4
Two earners or mnlﬂpleﬂ!:}‘m. i youhave g

working spouse or more one job, the
total num er of allowances you ars ed to claim
on all jobs using worksheets from only one Form

W-4, &our wlthﬁoldlng usually will be most

when all all

owances are clalmed on the Form wW-4

for the highest ng job and zero allowancas are

clalmed on the

ers. Ses Pub. 605 for detalls,

Nonrssident allen, It you are a nonresident allen, see
Notice 1382, Suppleniental Form W-4 Instruotions for
Nonresident Aliens, befara completing this form.

Check your withholding. After your Form W-4 takes

use Pub. 505 to s8s how the amount %ﬂgx

ng
a dependent, if the emp Tax credits. You can take projected tax oredits into having withheld comparss 1o your projectsd
. lae:ge 85 or older, N mmr?gﬂgﬂmm “"""’a"'g,',“;g},‘;"g;’{,epmdm m@%&%‘&b{sﬁnweﬁ?ﬁﬁf (lla.a‘:ﬂagﬂd)ng =
* s blind, or care expenses and the child tax credit be claimed Future developments, Information abo
» Will claim adjustments to Income; tax credits; or ?g%a’u% %ﬁﬁfmﬁgﬁzﬁ?’?ygﬂﬁw ﬂ?:&"’ DTI ena::d mrﬁ%w%'%?ﬁax?s‘:
itemized deductions, on his or her tax retumn, oredits Info withhaldin, allowances, at www.lrs.go
Personal Allowances Worksheet (Keep for your records.)
A  Enter 17 for yoursel if no one else can claim you as adependent., , , , . © 9 9 o0 o o A 2
* You're single and have only one jab; or
B  Enter*1"if [ * You're married, have only one job, and your spouse doesn't work; or J .+« . B
* Your wages from a second Job or your spouse’s wages (or the total of both) are $1,500 or jess,

C  Enter “1” for your Spouse. But, you may choose to enter *-0-" if you are married and have either a working spouse or mors

than one job, (Entering *-0-" may help you avold having too little tax withheld) . . ., |, | | | e - . ... o
D  Enter number of dependents (other than your spouse or yourself) you will claim onyourtaxretum. ., , ., , | D 2
E  Enter*1"if you will file as head of household on your tax retumn (see conditions under Head of household above) E
F  Enter*1”jf Yyou have at least $2,000 of child or dependent care expenses for which you plan to claim acredt , ., , F

(Note: Do not include chiid Support payments. See Pub 603, Child and Dependent Care Expenses, for details,)
G Child Tax Credit (including additionai child tax credit). See Pub 872, Child Tax Credit, for more Information,

» if your total income will be less than $70,000 ($100,000 i married), enter “2” for each eligble child; then less *1* if you

have two to four eligible children or less “2" i you have five or more ellgible chiidren.

® If your total income will be between $70,000 and $84,000 ($100,000 and $118,000 if married), enter *1” for each eiigiblechild. @

For accuracy,
complete all
worksheets
that apply,

and Adjustments W

® If you plan to itemize or claim adjustments to Income an,

eet on page 2.

® If you are single and have more than one job or ars married and
earnln?s from all jobs exceed $50,000 ($20,000 i married), ses th
to avoid having too Jittle tax withheld.

® If neither of the above situations applies,

mber of exemptions you claim on Your tax retum,) » H
d want to reduce your withholding, see the Deductions

you and your spouse both work and the combined
-] Two-EamersIMulﬂple Jobs Worksheet on page 2

stop here and enter the number from line H on line § of Form W-4 below,

Form w-4

Department of the Treasury
Internal Revenus Service

Separate here and give Form W-4 to

Employee’s Withholding Allo

» Whether you are e
subject to review by the IRS. Your e;

your employer. Keep the top part for your regords,
Wwance Certificate

OMB No. 1545-0074

2017

1 Your first name and middie Initial
4
ino. V).

Your socia| sacurity number

L2C-21- 160

Home address (humber and street or rural routs)

e Ave 1L

3 0 single [ marriea [ Married, but withhold at higher Single rat,

Note: If manied, but legally separated, Or spouss

Is & nonresident allen, check the “Single” hox.

City or town, stats, and ZJp code

\Asies& >

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

Paul, MN. sy
Total number of alldwances you are claiming (from line H above or from the applicable worksheet on page 2)
6 Additional amount, if any, you want withheld from each paycheck 9 ° o o g °© o o o

7 lclaim exemption from withholding for 201 7, and | certify that | meet both of the following

4 I your last name differs from that sho

Wn on your soclal security card,

check here. You must call 1-800-772-1213 for a replacement card, > []

.

Under penalties of perjury, | declare that | have axg

Employee’s signature
(This form is not valld unless you sign it.) »

bate» S-09-2017

At vty L
8 p‘lgyer’s hame and address (Employer: O ssngﬁ tothe IRS) | 9 Office code {optional) | 10 Employer identification number (EIN)
@g ne. Mordinez x,
For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 10220Q Form W-4 (2017)

D —



Employment Eligibility Verification

USCIS
Department of Homeland Security Form 1.9
U.S. Citizenship and Immigration Services B a7

» START HERE: Road Instructions carefully before
during completion of this form, Employers are liable

A s

Middle Intiat

Other Last r;amea Used {Ifa;;w -
< Reina D- NA
Address (Street Number and Name) Apt. Number | City or Town / [state 2P Coge
Qatdcle Mie. We  Wesk st Paul MM [S518
Date of Birth (mm/tdyyyyy) U.8. Social Security Number Employee's E-mall Address Employee's Telephone Number
2°30- 1065 |[efale] - (Y] - [l reclinema (@ Wovmdilcam gio- 323 )¢
1am aware that federal law provides for Imprisonment and/or fines for false statements or use of false documents In
connection with the completion of this form, )
| attest, under penalty of perjury, that | am (check one of the following boxes):
L] 1. Acttizen of the United States
[] 2. A noncitizen national of the United States (See instructions)
[] 3. Alawiul permanent resident (Alien Registration Number/USCIS Nurmber):
M 4. An alien authorzed 1o work  until (explration dats, if applicable, mm/ddlyyyy): 03-09- 2015
Some allens may write "N/A" in the expiration date field, (See instructions)
M

Aliens authorized to work must provide only one of the following document numbers fo complets Form 1-9: . mﬁ:m ,,,“T,';z"g;m

An Alien Reglqhaﬂon Number/USCIS Number OR Form 94 Admission Number OR Foreign Passpont Number. ‘

1. Allen Registration Number/USCIS Number:

OR
2. Form 1-84 Admission Number:
OR
3, Foreign Passport Number:
Country of Issuance;
Signature of Employee (, Today's- Date (mm/dcyyyy)
— D509 - 3017
ANBT T O L T T e

? s g.n :g, | ) Bhal Hablels qmmo&?a‘nmmm_mw :

Tiekda felow myst ..WWWMMW'WW*. wwmmmmu =
| 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 corract.

Signature of Preparer or Translator Today's Date (mmtidyyyyy)
Last Name (Family Name) First Name (Given Name)
Address (Street Number and Name) City or Town State " |ZIP Code

@ v omplo N e @)

Form 19 1171412016 N




Employment Eligibility Verification _ USCIS

Department of Homeland Security . Mg'ornl: 9
i i No. 1615-0047
U.S. Citizenship and Immigration Services e 06 e

at phyeicall examine one dociament rom List A O 8 comimation  one decuentfro L and one dosument rom List O ¢ llstec on the "Lists.
. i ama : ..Name) Nal:ne{.wvwl\hn'la.)ll Ml | C . h graﬂon . .
lEmpluyeelnl’ofromSoctlon‘l w 4 'E 21| Rizons "’fr"" Status
ListA B A ListC
ntity and Employment Authorization Identity Employment Authorization

E i Titl ) Document Title Document Title

sguing Authbrity | 1ssuing Authority Issuing Authority
D *| Document Number Documsnt Number

B g1 6 |
Expiration Date (# any)(mm/dd/yyyy) | Expiration Date (if any)(mm/ddiyyyy) ExplmﬁonData{ifany)(mm/dd/yyy_w

oD -o0a-ro Y |
Document Title ;
lssuing Authority : Additional Information : &“n%’“m&amépi&
Document Number
ExplraﬁonData(lfany)(man/yym
Document Tiile
Issulng Authority
Document Number
Expiration Date (if any)(mm/id/yyyy)

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 be genuine and to relats to the empioyee namad, and (3) to the best of my knowladge the
employee Is authorized to work In the United States. ' :

® employes's first day of employment (mmvddyyyy): (05 'O’l’La&Qanom for exemptions)
rees ayes or Atfefiaed Rep Today's Date(mm#idlyyyy) | Thie qFgmployer or Auhorizad Rapreserialiv
’&‘ 0% Oi20() m@ uLte.

‘ of i loyer or AbtRorized Representative of or Authorized Représentaﬁve Employer's Business or Organization Name

=1

) \/\ : l/‘ EMPLOYER SOLUTIONS STAFFING GROUP LLC
Employers Business dr Organization Address (Street Number and Name) Cﬂerown State  [ZIP Code
7480 FLYING CLOUD DRIVE  SUITE 200 MINNEAPOLIS MN | 55344
Bectlon 3. Reverification: and Rehires (7o 5o completed and signed by employer or authorized representative) T
A, New Name (if applicable) Q-D*Ofﬂdifﬂfﬁ'mm
Last Name (Family Nams) First Name (Given Nams) Middle initial | Date (mm/ddyyyy)

G- W ihe employee's previis 3;:“( of emplayment aulfiorizalion has expired, provide ths Informalion Tor The document of racalpl thal eslablishes ]
continuing empiloyment authonization in the 8pace provided below.

Document Title Document Number Expiration Date (ff any) (mmiid)yyyy)

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

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

FormI-9 11/14/2016 N
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EMERGENCY CONTACT INFORMATION

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

Employee Name: ?QTH& M,ar*(n ez

address:_135% Qoldale Ave 1k west < Poul, MN. BNy
Home Phone: ol - 3&5”3‘0&&

EMHERGENCY CONTACTY

Please list two peaplg (In priarity order

) Who eduld be gontasted In cage of an emargency

Contact #1

Name: LLA.\.S . Mmr\—\“ne'la

Relationship: Jon

Home Phone; ——

Cell Phone: LS\~ “169-1603

Work Phone: 051~ (,03. - 10171

Contact #2

Name: 3&\\[&.&0‘( Penoe

Relationship: Ovoner

Home Phone: —

Cell Phone: (51~ Q¥ - AV X

Work Phone: -—

Additional information you want Employer Solutions Staffing Group arid our clients to know in the event

of an emergency:

This information will remain confidential and will only be used in the case of an emergency.
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employer solutions staffing group..
Wage Payment Method Authorization (Minnesota)

Employees have the option ofreceivingwagesbyDirectDeposit and/or Payroll Debit Card,
If you do not pro ide a written election, v ages will be paid by paper Check.

SECGEIN | BASTC N2 LA TN
SSN# (last4 digits) Effective Date
["miYe) O0S-o0a - 204

loyee Name ° -~
s Reino Martinez.
NotaDlrectDeposltacmmﬁmaytakeupto?daystobeacﬁvmd

HI_"("! O 2 PASINOILL FEECTION

V] Direct Deposit (Please complete Seotions 3 and § below)

|| Payroll Debit Card (Please complete Sections 4 and § below) | | Paper Check (Please complete Section 5 below)
SEEFION S DIRECT DIEROSEE

[0 Update Bank Account
Bank Name:

USBany
020 6co 22

I understand and acknowledge that if I do not provide a
voided check with this direct deposit form, I am
responsible for any delays in Payroll or extra costs

incurred if the account number that I provide is incorrect,
Accomt® 104T188% 12911

il @M pme_0S-09-2017
Account Type: (% Checking [ Savings [Other

- Tohelpusavoidmnkh:ganenm,pleaseattachacopyofavoidedche&. (a deposit slip will not work)
- I.fyouchtmgebanks,donotcloseyom'oldbankammnmﬁlyomdﬁectdeponﬂhasmdatﬂmnewbmk,wlﬂd:maymkezpaypmiod&

SECHON T PANROLL DEBIE CARD (GEOBAT A CARD)

i
{
)
|

Routing#

|

Except for the routing and acconnt 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 packst. Your P i

wages,
CARDHOLDER INFORMATION (as You want your Payroll Debit Card to be issued)
First Name MI. Last Name Date of Birth
Street Address (PO BOX NOT ACCEPTABLE) Social Security#
City State Zip Cell Phone (mobile)

RECEIPT OF PAYROLL DEBIT CARD (to be completed when you pick up your Payroll Debit Card)
Payroll Debit Card Routing # Payroll Debit Card Account #

_ 073972181
I'have received my Payroll Debit

Date:  05- ﬂq’Q—Ot-(

I authorize ESSG to directly deposit my perindic wages/compensation payments, net of

required tax withholdings, other required withholdings
or authorized deductions, into my account(s) as designated above and to initiate, if necessary, debit entries and adjustmentsfor any credit entries
made in error to my account(s). * E-mail is required for pay stub information.

*E-mail: ‘{C,&M\O— @ holrmai \. cor
this information will only be used to send your Ppaystubs electronically

Date: 0S-04- 20171

Employee's Signature:




Authorization

Authorization: By signing below, you authorize; {a) backgroundchecks.com ("BGC”) and/or Orange Tree
Employment Screening to request information about youy from any public or private information source;
(b) anyone to provide information about you 1o BGC and/or Orange Tree Employment Screening; (c)
BGC and/or Orange Tree Employment Screening to provide Employer Solutions Staffing Group, LLC one
or more reports based on that information; and (d) Emplayer Solutions Staffing Group, LLC (“ESSG”) to
share those reports with others for legitimate business purposes related to your employment. BGC
and/or Orange Tree Em ployment Screening may Investigate your education, work history, professional
licenses and credentials, references, address history, soclal security number validity, right to work, crimi-
nal record, lawsuits, driving record, credit history, and any other information with public or private infor-
mation sources. You acknowledge that a fax, image, or copy of this authorization is as valid as the origi-
nal. You make this authorization to be valid for as long as You are an employee of ESSG, :

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

Personal Information: Please print the information requested below to identify yourself for BGC,

Printed name: tno Do Mad nez.
First Middle (O Last
none)
Other names used: N ’ A
Current county of residence!
Current and former addresses:
Nov. 2008 current 1225 Oaldele Ave it ek &% Pad MM,
from Mo/Yr to Mo/Yr Street City, State & zip 551§

3%5. 2002 Mgy 2009 2AQ Mainzer 3\‘, ﬂ?s\ E‘s\.&g;.&‘ MIN.
from Mo/Yr to Mo/Yr Street City, State & Zlp
Qxﬂ‘\ 208% 5%3 2002 Onaclt . X P Ll ,MN. 55\07
froth Mo/Yr to Mo/Yr = Street - = City, State & Zip

Some government agencies and other information sources require the following information when
checking for records. BGC will not use it for any other purposes. :

\2-20-\q e20- M- L1900
Date of birth Social security number '
RALB1T784%9123 Eefﬂo\ Dincsa. Malimes
Driver’s license number & state Name as it appears on license ;

Report Copy: If you are applying for a job or live in California, Mlnnesdta, or Oklahoma, you may request
a copy of the report by checking this box: B~

05-049 - 201
Date




h e

employer solutions staffing group..

STATEMENT OF CONFIDENTIALITY

This agreement made this o9 day of __ Moy , 2011, between
Emplo&z; Solutions Staffing Group LLC, herei
¥ =

nafter referred to as “employer”,
and nez hereafter referred to as “employee”,

WITNESSETH:




employer solutions staffing group..

Important/Importante
LOST OR STOLEN PAYCHECKS

If a paycheck is lost (missing, misplaced, destroyed, lost in the mail, etc.), you
must notify your staffing recruiter that the check cannot be found. If it can be
verified that the check has not been cashed, ESSG will stop payment on the
check and re-issue the check to you, deducting a fee of between $25-$35.

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

new check and no fee will be deducted.

CHEQUES DE PAGO PERDIDOS O ROBADOS

Si un cheque de Pago se pierde (que falta, fuera de lugar, destruido, perdido en
el correo, etc), usted debe notificar a su reclutador de personal que el cheque no

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

AGREED/SE ACUERDA—

Name/Nombre (con letra de molde): Rﬁin O MCU(-\-( nez

Signature/Firma:




BEEEE——

—— ._—___———-___._..____,__._..—-—_-_.-_.._______ —._-—u——___ﬂ____ﬂ_—____ﬁ—______—_.‘_'_—'——————-________________

employer solutions staffing group..

INJURY MANAGEMENT PROGRAM

Injured Worker's Responsibilities

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:

care provider.

Attend all scheduled appointments. While on physical limitations, visits should
be a minimum of once every two weeks. Failure to haye 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 répresentative advised of your
status.

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

Signed: N ,-f_,:;-_:;.“‘q;:.‘u"lfu""wv:.

7
Printed Name: 'RLI oo MQ(:{:fn ez




rom OG0 Pre-Screening Notice angd Certification Request for
(Rev. March 201¢) the Work Opportunity Credit OMB No. 1646-1500

E.fema;' ;;‘J.,‘,’,'JL‘%!{,,,’?;“” > Information ahout Form 8850 and jts Separate instructions is at www.irs.gov/form8ssn,

Your name j?ﬁn& Mac lcaez Soclal security number p> 620-27 - 14

Street address where you live \32,5 ngagﬂg Ae W\l

City or town, stete, and ZIP code MS'\— @muﬁ’. MU, S5\ ¥

County MV-CA'U; Telephone number \2-32R-9L2 3.
K you are under age 40, enter your date of birth (month, day, year)

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

2 [ Check here i any of the following statements apply to you,
* | am a member of g famlly that has received asslstance from Temporary Assistance for Needy Familles (TANF) for any 8
months during the past 18 months.
* lam aveteran and a member of a famlly that received Supplemental Nutrition Assistance Program (SNAP) benefits (food
stamps) for at jeast a 3-month period during the past 15 months.
* | was referred here by a rehabiliitation agency approved by the state, an employment network under the Ticket to Work
Program, or the Department of Veterans Affairs,

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

During the past year, | was convicted of a felony or rejeased from prison for a felony.
® | received supplemental security income (SSi) benefits for any month ending during the past 80 days,
| am a veteran and | was unemployed for a period or periods totaling at jeast 4 weeks but less than 8 months during the

& [7] Check here if Yyou are a veteran entitled to compensation for a service-connected disabliiity and you were unemployed for a
period or periods totaling at least 6 months during the past year.

6 [ Checkhere 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 jeast 27 consecutive weeks and for all or part of that period
you received unemployment compensation.

Signature—Al 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,
correct, and complets,

Job applicant's signature p> Date OS -'O ‘i 'Q.O l-z
For Privacy Act and Paperwork Rediftts Cat. No. 228511 Form 8850 (Rev. 3-201 6)
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Form A (rev. 03/2017)

EMPLOYER SECTION:
Client: Company:
Location: Position: Starting Wage: $
EIrVI PLOYEE SECTION:
First Name: Last Name; Suffix: Street Address: City/State: Zip:
Retno. Markinez 1335 Qalldale dye 116 3t Pocd MN [SSU1R
SS#: Date of Birth: Age: Have you worked for If yes, location:
this company beforg?
6230-21-¢190 12-20-1965 | 5 Yes[] No[et
Please complete all questions, and sign and date the form. Yes No
1. Have yon or has anyone living with Yyou received Temporary Assistance to Needy Families (TANF) [ &
at any time since Angust 5, 19977 (If yes, please provide information below.)
Nams of the person receiving benefits: Relationship to you; e
City: County: State:
2. Have yon or has anyone living with yon received Food Stamps (SNAP) at any time during the past 15 months? O IE/
(If yes, please provide information below.)
Name of the person receiving benefits; Relationship to you:
City: County: State:
3. Have you received Supplemental Security Income (SSI) at any time within the past 3 months? | w

Please note, this is not the same ag Social Security benefits (S8) or Social Security Disability (SSDI) benefits,
*If you checked yes please provide a copy of your SSI documentation,

Name of Agency: Phone#: ___
City: County: State;
*If you checked yes please provide a copy of your active Individua] Work Plan and Ticket to Work documentation,

=

S. Areyon a Veteran of the U.S, Military? *Jr- yes, please provide a copy of your DD-214 and letter of separation,
(If yes, please provide information below. Ifno, please continue to question #6.)

Dates of Service - From: To:
Branch of Service:
Are you entitled to or are You receiving compensation for a service-connected disability?

O

———

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

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

Of O opm
S ® "R

7. 'Have yon 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 [] State conviction? If State - County: State:

——

Additional Tax Credits
IEC (Native American): Are YOou or your spouse 2 member of a Native American Tribe? |
Ifyou checked yes Pplease provide a copy aof your CDIB card,
CA Residents: [7 Are You the child of foster parents? [JDo You receive CalWorks? E/ Workforce Investment Act?
] Areyoua migrant or seasonal farm worker? ] Have You ever been convicted of a misdemeanor?
SCResidents: [] Do you receive Family Independence Benefits?

PLEASE READ, SIGN, AND DATE:
Under penalties of perfury, I declare the information above 10 be true and accurate to the best of my knowledge, and 1 hereby authorize any agency, organization, or
individuals to supply such verification or information that may be needed to determine tax credit eligibility to my employer, employer representative (4ssociated

__.___':lllf 4

Iz P Lo G0

Date:_ {)S-09-20(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.
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: " o Marktnes, Date 0%5-60- 2017

New Hire Name:

Social Security Number: (207 3.1\ 0

Employer Name;

Please check the statements below if they apply to you.

O Ideclare 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.

00 Ideclare that | have been in a period of unemployment since

(Enter start date)

Privacy Act Nofice;

The Intemal Revenue Code of 1986, Section 51, as amended and fis enacfing legislation, P.L. 104-188, specify that the State Workforce Agencies are the
"designated® agencies responsible for administering the WOTC certification procadures of this program. The information you have provided complefing this
form will be disclosed by your employer to the State Workforce Agency. Provision of this Information is voluntary; however the information is required fo
determine your empioyer's eligibility for the federal tax credit.

. _..—..—.._.._..—..—.._..—..—..—.._..

Public Burden Statement:

Persons are not required to respond to this collection of information unless it displays a currently valid OM B control number. Respondents’ obligation to
complete this form is required 1o abtain or retain benefits (P.L. 111-5). Public reporting burden is estimated fo average 10 minutes per response, Including the
fime for reviewing Instructions, searching existing data sources, gathering and mainteining the data needed, and complefing and reviewing the coflection of
Information. Send comments regarding this burden esfimate 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). Please do not submit completed forms fo this address,

117-
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employer solutions staffing group.

Leveraging Resources in a Changing Market

Notification of Minnesota Law Requirement —

Unemployment Acknowledgement

According to Minnesota Statute section 268.095, subdivision 2, paragraph (d), an
applicant who, within five calendar da ys 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.

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. Q|4 (Initial)

O3-04-c0\1

Date:

CMG_SM - Rev. 09,201




RECEIPT OF EMPLOYEE HANDBODK AND EMPLOYMENT ~AT-WILL STATEMENT

This is to acknowledge that | have read the Employer Solutions Staffing Group LLC Temporary
Employee Handbook and understand that it sets forth the terms and conditions of my employment as
well as the duties, responsibllities and obligations of my employment with the company. | understand

and agree that it is my responsibllity to abide by the rules, policies and standards set forth in the
Handbook.

knowledge that my employment with ESSG is not for a specified period of time and can be

| also ac
terminated at any time for any reason, with or without cause or notice, by me or by the company. |
acknowledge that no oral or written statements or representations regarding my employment can alter

I also acknowledge that, except for the policy of at-will employment, ESSG reserves the right to
revise, delete and add to the provisions of this Employee Handbook. All such revisions,

| understand the foregoing agreement concerning my at-will employment status and the
company'’s right to determine and modify the terms and conditions of employment is the sole
and entire agreement between me and ESSG concerning the duration of my empioyment, the -

If | have questions regarding the content or interpretation of this Handbook, | will bring them to the
~ attention of ESSG.

DATE__OS -04a._ 2017

EMPLOYEE
NAME %no\ Mactnez

PLEASE PRINT

EMPLOYEE _ :
SIGNATURE ’%
ESSG

REPRESENTATIVE

23




The associate handbook was reviewed with me, and | have received my personal copy. | also
acknowledge that | have been given the opportunity to ask questions and express concerns
during my orientation. Additionally, | understand and support the following:

1. This handbook is intended as a guide and not an employment agreement that
creates a contractual relationship, and that the employment relationship may be
terminated at the will of either party at any time.

2. The changing needs of the business will require alteration in method, practices and
policies, and the company will unilaterally revise, as necessary, to meet these
changing needs.

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

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

Date: D5-09-20(7
Associate's Signature: [y

Associate's Printed Name:

Orientation provided by: _

e ?ﬂ O Har -"\ﬁﬂ €z
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Acknowledgement of Receipt Antiharassment Policy

| certify that | have received a copy of Employer Solutions Staffing Group’s Antiharassment Policy. |
understand that it Is my responsibility to read this policy and ask my supervisor, a member of
management or to telephone Employer Solutions Group (ESSG) at 952.835.1288/1.866.496.7573 with
- any questlons | may have about tils policy. | agree to comply with ESSG's policy on Antiharassment
and understand failure to comply is grounds for disciplinary action, up to and including termination.

| also agree that if at any time during my employment | am involved in any employment dispute or | am
subjected to any type of discrimination, including discrimination because of race, sex, age, religlon,
color, national origin, disability, marital, sexual orientation or veteran status, or if | am subjected to any
type of harassment Including sexual harassment, | will immediately contact my supervisor, manager,
director or ESSG's Human Resource Department at 952.835.1288/1 .866.496.7573 in order to obtain
assistance in the resolution of such matters. .

Employee Name (Please Print)

-~

no. erithee

Employee’s Signature:

Date:_ OS5 -04-2011
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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 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.




employer solutions staffing group..

e ey

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 i8 my responsibility to read
this policy and ask my supervisor, a member of management or to telephone
Employer Solutions Group (ESSG) at 952.885.1288/1.866.496.7573 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
mattiers.

Employee Name (Please Print)

@{fn o- Madinez

Employee’s Signature:

M‘% Date:  05-0%-2017




e

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,

exercise certain rights; and (d) that certain events as described in the policy may resuit
In adverse personnel action, Including my termination from employment with ESSG, I
understand that this policy In any form, and any employee handbook Including this
policy, are not a unilateral employment contract or offer thereof.

el no- ard
Individual’'s Name

65-0A- o\

Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10
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Enhanced MEC Plan_Plan 1

Benefits Enroliment Form [ New Em

Employee Information

Benefit Plan Admipistrators, Inc.

loyee L] Rehire Rehire Date

Name (First and Last) Soclal Security Number
no- Madkinez 20 - 271- 6120
Address City State Zip Code
1335 Qaldale Ave )G Wak st hul | MN - |SS1AE
Gender ] Male | Warital Status [S—Single | Date of Birth - Date of Hire
emale | 1 Mamied [ Divorced ‘7—9.0 - (qu
|Phone Number: Emall Address:
L\2- 323- A2 (edinomal@ hokwmail. com

Please Select Desired Coverage: :
Employee Only - Employee+Spouse - Employee+Child(ren) - Family -

$24.00/Week $38.00/Week $36.00/Week $63.00/Week

O Male [CdSpouse [ Child
(FISTNERS T, Last Name O Female O Domestic Partner
Soclal Seourity # Birth Date | Sex Relationship
O Mae [Spouse [ Child
[ First Name ML Last Name [] Female [ Domestic Partner
Deendent R : PR R
Social Security # BirthDate | Sex Relationship
0 wale S [0 Child
it Name WL e Il Fomee L

Other coverage information including Medicara/Medicaid

NAME OF PERSON COVERED (FIRST, LAST):

EFF. DATE
EFF. DATE
EFF. DATE

lEmployea Acknowisdgement and Authorization - | hereby apply for the group hanefit{s) as indicated. | acknowledge that all entries are true and complete and that
any misstatements or faflure to report information may be used as the basls for cancellation of coverage for me and my dependent{s), if any, from the original
effective date. Further, | authorize my employer to make the necessary payroll deduction of premiums for coverages | have electad.

IF ENROLLING - YOU MUST SIGN HERE

Employee Signature Date

EMPLOYEES DECLINING OO 1am DECLINING coverage

| understand that | and/or my depandents, if any, waive any coverage and desire to participate in the plan at a later date, l/we may be considered a late enrolles and
must meet the requirements defined In the Certificate of Covarage for the company’s medical or dental plans, If | decline enroliment for myself or my dependents
(ncluding my spouse) because of other coverage, | may, In future he ahle to enroll myself or my depend In this plan, provided I request enroliment within 31
days after the other coverage ends. In addition, if a new depandent relationship forms as a result of marriage, birth, adoption, placement for adoption of parting suit
of adoption, | may be abla to enroll myself or my dependent, provided 1 request enroliment within 31 days of the evant.

IF DECLINING- YOU MUST SIGN HERE

-

Employee Signature ’ _-___,,'.d!lll_lg.:_;; / 1973 Date 05"' Oo; = aor—'
hploye\Solujions Staffing Group Health Benefits Team

7301 Ohms Lane Suite 405

. Edina, MN 55439
Phone: 962-767-9519 Fax: 952-767-9515
Email: Health@employersolutionsgroup.com




Fixed Indemnity Medical Benefits Plan 2

7 VS| 219301-ESG-1 OFFICE USE ONLY LOCATION_ RehireDate__ _ /___/
ENROLLMENT FORM ESC CU(UNAC-MN) P1 v18
FmN'r USING BLACK or BLUE INK (Must Be Filled Out)
Nam ' Social Security # Home Phone QeX( B2 ‘[@

i ﬁﬂ no- Mcir-\'\'ne‘z | b2o-271- 51D LG\2-323 %62 @
Address Apt, #

J 1225 Oalldole Ave {3
City State Zip Date of Birth

. _&l&\es*\- N Coul ™MD S \/20/ \Q 6!

B. DO YOU OR ANY OF YOUR DEPENDENTS RECEIVE MEDICARE BENEFITS? DYESDNO If Yes, please continue

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

_N.;me of Covered Person (s):

1. 2, 3.

Payrol Doducted Wesidy R

You MUST select a coverage level before any benefits in Section C. Your coverage level for the all benefits in Section C will b
identical. The Fixed Indemnity Medical Plan, Dental Plan, Term Life Plan, and Short-Term Disability plans are underwritten by BC
Insurance Company. The Vision plan is underwritten by Companion Life Insurance Company.

SELECT COVERAGE LEVEL FUCI0 NDEMNITY | ey VISION TERMUFE | SHORETERM
Employee Only [ ] seo2s (|  ser sa2 )| soe0 )| saz0 {f
Employee +1 [ | $41.10 $12.34 $4.92 $0.90
Employee + Family [ ] $54.88 $20.36 $6.56 $1.80
_ NownlBetts £] [Tvee (ANo | [lves ENo | [Tves PINo | Clves [T | Clives o

ki This coverage is not available to residents of NH, l:ll, or PR.2STD i; ngt- available to person; who work‘in CEA, 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

D. REQUIRED DEPENDENT INFORMATION

Name ' Social Security #  Date of Birth | Sex | Relationship
= e /1| IMI[E] | [(1spouse [ child[7] Domestic Partner
Name rSociaI Security # Date of Birth | Sex i’ Relationship : | ;
e b 4 IMITE] T spouse [] child [ Domestic Partner
Name Social Security # ' Date of Birth | Sex | Relationship
e !+ 1 IMI[E] | [Jspouse[]child[] Domestic Partner
Name ; Social Security # Date of Birth | Sex i Relationship

e e e e 13 -tk o 4 e et 4 15 e o 202 5 e 1 b et e

L7 IMI[E]  Clspouse [ child[] Domestic Partner

R YU WUST SIGN AND DATE, EVEN IF YOU DECLINE CoviRAGE

| have read the benefit packet and understand its limitations. | understand that open enroliment is only available for
a limited time and | understand that making no benefit selection is a de: clination of gove

pare 05,09, 2011 .3 D> SIGNATURE /s

This is an Essential StaffCARE Enrollment Formr




