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Case Verification Numbar: 20171371 00822AH
Report Prepared: 0517/2017
Can Information
Company ID: 47429 Gompany Name: Employer Solutiong Staffing Group
Em 8 Information —
Last Nams: MoDade ; Firat Name; Shelly
Date of Birth: 07/1 0/1974 Soolal Securly Number; = 7494
Hire Data; 06/17/2017 Cliizenship Statua; A altizen of the United States
Document Information
———crmation
List B Document; lDoardhsuedbya U.S.federal,ahteorbcawwammentqgemy List G Dagument; Social Securlty Card
Case Status Information
“
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employer solutions staffing group. S
Leveraging Resources in a Changing Market Tel: 952.835.1288

www.esgstafﬂngsolutlons.com

New Hire Application

Personal Data-- PLEASE PRINT LEGIBLY IN INK

Last Name Mal\ ade First Name@h el \\4‘ Middle Initial j_

Street Address (S Bx 2007 Apt/Ste
Clty/State/Zip A 55472\ Social Security Last Four Yxxxx. 7|47 |

Phone Number_ (0% 3| LH)L'Z, EmaiIAddressfS)\C.”_ﬁ [hQ&M’ @ \!JG..’/LOU - (4

Staffing Agency/Recruitment Partner

| understand that a comprehensive background check may be conducted to determine my ellgibility for hire by certain clients of ESSG.
This may include but is not limited to, Investigations of criminal and/or tonviction records, driving records and/or adrug screen test as
required by clients, government regulations or by ESSG policies. A

I release ESSG and other persons or entities from any ciaims that might be based on ESSG's declsion o conduct a background check.
| certify that all statements made in my application are true and accurate and that | have not omitted any materig information or provided
false or misleading information, | understand that any materiaj omission or misrepresentation wili result in my disqualification from
consideration for employment or, if discovered after | begin employment, will resut in my termination.

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

hell ed- k "YWLDq de o< |1 ! 17

Name (Print or fipe) Appiitant's Signature \ Date V' |

A copy or facsimile ("fax™) will be considered the same as an original signature, Email will ONLY be used for employment Correspondence

For ESSG Office Use Only
DOH NHw -8 8850 w4
Emergency Contact Info | Background Release Form Background Resuits Unemployment Letter ESC Application
(f applicable)
For ESSG Client Use
DOH ROP Work Site Loc. WC Code
ESSG - Supermoms CMG Rev 0572015



Form W-4 (2017)

Purpose, Complate Form W-4 8o that your

smployer can withhold the correct federa| Incoms
from your pay. Consider comple’dn? a new Form
h or financla]

-4 aac] and when your personal
situation changes,

Exemption from withholding. If ,ﬁu al;:'e leeTh b
and sign the

complets only lines 1, 2, 3,4, an
form to valldate jt, Your exemgglson for 2017

February 15, 2018, Sga Pub
and E:tr{,r'natad Tax.

Note: If anather Person can claim you as g dependent
on his or her tax retum, you can't claim exemption
from withholding if your totas Income exceeds $1 ,050
and Includes more than $350 of uneamed Income {for

exampls, Interest and dividends).

Exceptions, An emplorea may be able to clalm
ng even if the employee Is

examp?sn from withhoid]
a dependent, if the employese

* s age 85 or older,
* Is blind, or

® Will claim adjustments 10 income; tax credits; or

temized deductions, on his or her tax retum,

res
Tax Wlthhgi(cﬁng

The excaptions don't [ to supplemental wg, es
greater tth'i?! $1 ,DDD.OOg.ply s g

Basic instruotions, If you aren't exempt, complste
the Personal Allowances Worksheet below, The
worksheeats on page 2 further adjust your
withholding allowances based on itemized
deductions, certain Credits, ad‘{uuatmentsto Income,
or two-eamers/mulﬁplejobs Situations,

Complste all workshests that apply. However, you
may claim fewer (or zerg allowances, For regular
wages, withholding must he based on allowances
you claimed and may not be a flat amount or
Percentage of wages,

Head of household, Generally, you can claim head
of household filln, status on your tax return only if
Yyou are unmarried gnd Pay more than 50% of the
Gosts of kesping up a home for yourseif and gour
degands afor er qualifying Individuals, ]
Pub, 501, mptions, Standard Deduction, and
Flling Information, for information,

Tax credits. Yoy can taks projected tax oredlits into
accaunt In figuring your allowable number of
withholding allowarices, Credits for child or dependent
CGare expensaes and the child tax credit may be olaimed
usln%the Parsonal Allowances Worksheet bejow.
See Pub. 505 for Information on converting your other
gredits Into withholdin, allowances,

Nonwage Income, If ou have a large amount of
nonwage income, such ag Interest or dividends,
consider making estimated tax ﬁaymsnts using Form
1040-ES, Estimated Tax for Individuals, Otherwise,
you may owe additional tax, If you have penslon oy
annuity Income, see Pub, 505 0 find out if you should
adjust your withholding on Form W-4 or W-4p,

Two earners or multiple téobs. if you have
waorking spouse or mora than one job, figure the
total number of allowances you arg entitied to claim
on all &obs using workshests from only one Form
W-4. Your with olding usually will be most acourate
when all allowances ars clalmed on the Form W-4
for the highest Ppaying job and zerp allowances arg
claimed on the others, Ses Pub. 505 for detalls,

Nonresident alien. Ifyouare a nonresident allen, sge
Notice 1382, Supplemental Form W-4 Instructions for
Nonresident Aliens, before compieting this form,

Check your withholding, After your Form W-4 takes
use Pub, 505 to seg how the amount you are
having withheld comparas to your Projected tota] tax
for 2017, See Pub. 505, espaclally if Your earnings
exased $130,000 (Singls) or $160, 000 (Married),

developments affecting Form W-4 such as
legislation enacted aﬁegrws rslease( 1) will ba posted
WWW.Irs,goviwd,

Personal Allowances Worksheet (Keep for your records.)
A Enter“1”" for yourself if no one else can claim you as a dependent . 5 il g

.

* You're single and have only one job; or

B Enter*i*j ( * You're married, have only one job, and your spouse doesn't work; or }
* Your wages from &@second job or your Spouss'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 3 working spouse or more

than one job, {Entering “-0-» may help you avoid having too little tax withheld.) .

Tmo

Enter number of dependents (other than
Enter “1” f you will file as head of house!

your spouse or yourself) you will claim Onyourtaxretum ., ., ., . o o
hold on your tax retum (see conditions under Head of household above)
Enter *1" if yoy have at least $2,000 of child or dependent care expenses for which you pian to claim a credit
(Note: Do not Include chiid Support payments, See Pub. 503, Child and Dependent Care Expenses, for details,)

. . . . . LY

Tmoo

G  Chlld Tax Credit {including additional 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 eligible child; then less "1” f yoy

have two to four eliglble children or less ©

For accuracy,
complete ali

that apply. to avo

ote: This may he diff

" If you have five or more eligibie chlidren,

and $84,000 ($100,000 and $119,000 if married), enter “1* for each eligblechiid. @G

heet on page 2,

ave more than one job or are
ceed $50,000 ($20,000 if married), see the Two-Eam,
tax withheid,

rent from the number of exemptions you claim on your tax retum) » H
® if you plan to itemize or claim adjustments to income and want to reduce your withhoiding, see the Deductions
and Adjustments W, rks )

® if you are single and h
worksheets eamlnFs from all jobs ex
d having tao Jittle

|

married and you angd your spouse both work and the combined
ers/Multiple Jobs Worksheet on page 2

® If nefther of the above situations appiles, stop here and enter the number from line H on line 5 of Form W-4 below.

Form w-4

Dapartment of the Treasury
Intemnal Revenus Sarvice

Separate here and give Form W-4 to Your employer.

Employee’s Withholding Allo

» Whether You are entitied to clalm certain number of allowances or exempti
subject to review by the IRS. Your employer may be required to send a copy

Keep the top Part for your records,

1 Your first name ang middle Initial

3 and street or rural routs)

! mmmm

Note: It married, but legally separated, or Spouse is a nonresident alien, check the “Slngle” box,

4 Hyourlast name differs from that shown on your socja) security card,
check here. You must call 1

r from the applicable workshest on page 2 5

-800-772-1213 for a replacement card. B[]

6[$

Under penaities of perjury, | declare that | have examined this certificate and, to the best of my knowledge and belief, it is true, comect, and complete,

Employee's signature

(This form is not valig unless you sign it) »

/,( ZNa Date» ()
8  Employers name ang address {Employér~Complste lines & and 10?& If sénding to the IRS.) | 8 Office code {optional) | 10 Employer| ntification number (ER)

For Privacy Act and Paperwork Reduction Act Notice, see page 2.

e ——

Cat. No. 10220

Form W-4 2017
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Employment Eligibility Verification

USCIS
Department of Homeland Security OJEI",'J;%O e
uU.s. Citizenship and Immjgraﬁon Services Expires 68/3 12019
P>START HERE: Read Instruetions carefully before completing this form. The | structions must be availan)
during completion of this form, Employers are llable forerrors |
ANTI

n e, either In paper or electronically,
n the compistion of this form.
ISCRIMINATION NOTICE: itIs lliegal to discriminate against work-authp
document(s) an emplo

yee may present to establish employment authorization ang identity. The refusal to hirs or o
an Individual because the documentation presented has a futurg expiration date

8 no latar

First Name (Given Name) Mlddﬂ-lniﬂal Other Last Names Used (i any)
Address (Street Number and Name)

Apt. NumbBer
2iles X

Date of Birth (mm#ddfyyyy) U.S. Social Security Number

7/10/1974 |EpR-[fg-

State ZIP Code

Columly
Employee's E-mail Address

L M| BRe 0|

Employee's Telephone Number

| am aware that federal law provides for imprisonment and/or 1
connection with the co

mpletion of this form,

l attest, under penalty of perjury,

that I am (check one of the following boxes):
J. A citizen of the United States

until (expiration date, if applicable, mm/ddiyyyy):
Some aliens may write "N/A” In the expiration date field, (See Instructions)

o QR Code - Secfion 1
ission Number OR Foreign Passport Number,

Do Net Writa In This Space
1. Allen Registration Number/Uscis Number;
OR

2, Form 1-84 Admission Number;
OR
3. Forelgn Passport Number:

Country of issuance;

1
Si ] / D
gnature of Emp oyeeé/)‘ ‘n/) ) /{ Today's Date (m )5//7 / Z 5 , Z
: ._.:_.. o Bnalar ator T i Gation (ahé ak Qﬂe’l — 4
] ot vse & brepater o tranalator. [:] A preparer(s) andfor trahslator(s) assistad the employee in campisting Sactian 1.
fide below miust bg Gompleted and Signed when preparers trans/ators egsist an employee in Samplsting Beotion 1) ;
Attest, under penalty 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 Transiator Today's Date (mm/dd/yyyy)
Last Name (Family Name) First Name (Given Name)
Address (Street Number ang Name) City or Town

State ZiP Code

@ Employer Completes Next Page @

FormI-9 11/1412016 N




Employment Eligibility Verification . uscs
Department of Homeland Security . Form I-9

' OMB No, 1615-0047
U.S.Cﬁzengmpandmgra_ﬁ_on Services m%a@mp

= Ny N
Document Number wumg 2¥¢sS (07 Dggm’ R-71< L
Expiration Date (if any)(mm/ddAyyyy) n —D_at; Eﬂimm/ddlgyyﬁ_ ) Expiration Date (i any)(mm/ddsyyyy)
Document Title
| Issuing Authority Additional Information - g,"‘,,m;,,,,,m,g;:,
Dooument Number
Expiration Date (i any)(mm/tidyyyy)
Document T,
Issuing Authority
Document Number
Epiration Date (¥ any) (mm/tidlyyyy)
: ;

Certification: | attest, under penalty of pmjry, that (1) | have examined the document(s) presented hy the ahove-named employes,
(2) the above-listed document(s) appear to be genuine and to relahtothoompluynnamed, and (3) to the best of my knowledge the
emplg Is authorized to work in the United States. '

The oQpoves'sfretday of omployment (mmiyyy): S - | 74 LS Instructions for exemptions)

Representztive Today’s Date(mmbiddyyy) | Title of Employer or Autho Representative
" S-17-20L) (uit e/ .
First Numt Employer or Authorized Representative Employer's Business or Organization Name
Q . EMPLOYER SOLUTIONS STAFFING GROUP LLC
Employer's Business or Orgarkzation Address (Street Number and Name) cuyur Town [State  |Zip code
7480 FLYING CLOUD DRIVE  SUITE 200 MINNEAPOLIS MN 5534

S R e R Ry S oo e
o A e -

Last Name (Family Name) ~TFiret Name (Given Name) ~Tmiddie el Daag (mm/ddsyyyy)

. = ik e .Da,b_b'ah”(m ).

 attest, under penalty of perjury, that to the best of my knowiedge, this employee Is authorized to work In the United States, and if
the employse presented document(s), the document(s) | have examIined appear to be genuine and to relate to the Individual,

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

Form I-9 11/14/2016 N
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3

3ty
L

. “-ﬂ.—- S -
) Thls card belongs to the Social Secumy Adrmmstmuon and YO nrust retum
it if we ask for it e
If you find a card that isn’t yours ple e retym it to:
- Social Secyrity Admihistration

P.O. B ,{ Baltimore, MD 21290-3008
[mproper use of this card or numbé y
imprisonment or both. ;
and’ e
Sign your card right' away and keep it in a safe place.
¢ DO NOT carry it with you.

anyone is punishable by fine,! -

Pay

13
b

For any other Social Securu& business/information, contact your local Socml .

Secunity office. If you wite to the above address for any business other than

returning a found card, it will take longer for us to answer your letter.

Soclal Security Administration
Form SSA-3000 (3 -2004)

K

e

F07631502,_;f_,j’

i

;‘&-I : =SS Vil Al




EMERGENCY CONTACT INFORMATION

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

Employce Name: G(&

Address; % Cl_\'?_,i [Q!, H%k%, 9”\\.) 3‘5‘—11!

Home Phone: ’—7(0 3 7)‘(\ L’_(}HZ

: | ~ EMBRQENGY CONTACTS
Pleasa list two peapla (In prlority order) who could be santacipd In case of 4n smergehoy
Contact #1 Home Phone: Les- 7] £7- le20y |

Name: D@bﬂx ﬂ’\ CDMQ Cell Phone:
Relationship: M OY\ Work Phone;

] - Contact #2 Home Phone:
Name: .D'QFY\Q*Y\\JB MCA”FﬁM Cell Phone: (_012" ‘-K)—"I\Dgt
Relationship: [N\ Work Phone;

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

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

DEEEE——



employer solutions staffing group.
Leveraging Resources in a Changing Market
Wage Payment Method Authorization (Minnesota)

Employees have the option of receiving wages by Direct Deposit and/or Payroll Debit Card,
If you do not pro 'deawrittenelection, wages will be paid k paper Check,

'

Bl i "Rt (17
»

Ky irect Deposit (Plsase complete Sections 3 ang § below)  Note: Digect, Depastt accounts may take up 1o 7 days to be activated
Payroll Debit Card (Please complete Sections 4 and 5 below) Y ZaRaper Check (Please complete Section § below)

DIRE G D6

I understand and acknowledge that if I do not provide a
voided check with thig direct deposit form, I am
responsible for any delays in payroll or extra costs
incurred if the aceount number that I pravide is incorrect,

Except for the routing and account number, ESSG does not have access fo any information regardin,

g your Payroll Debit Card account or
. On your first payday, you will receive Your new Payroll Debit Card, and a packet cantaining all of the terms and conditions. Yon will

g
then sign acknowledging that Yyou received the Payroll Debit Card and packet, Your Payroll Debit Card will be reloaded on each payday you receive
wages.

CARDHOLDER INFORMATION (as You want your Payroll Debit Card to be issued)

First Name ML Last Name Date of Birth
Street Address (POBOX NOT ACCHPTABLE) Social Security#
City State Zip Cell Phone (mobile)
RECEIPT OF PAYROLL DEBIT CARD (to be completed when yon pick up your Payroll Debit Card)
Payroll Debit Card Routing # Payroll Debit Card Account #

| 073972181

Thave ooy e

SECEION 3 M TTORIZN JTON

T authorize BSSG 1o directly deposit my periodic 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:_S [ Ej edade @ \g/|

this information will only be used to fend your paystubs electronically

Employee's Signature: UA ‘M‘p‘&é‘“ Date: S!/ I 7 l/ ]?_
e R ey




Authorization

BGC and/or Orange Tree Em ployment Screening to provide Em ployer Solutions Staffing Group, LLC one
or more reports based on that information; and (d) Employer Solutions Staffing Group, LLC (“ESS ") 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, social 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,

Printed name: %LMM_ f) . = mc Dacl&
First d rr:/gn :)le ( Last

Other names used: & (A..# P
Current county of residence:

Currevlt and former addresses: a/n’\%

g‘ \/(e curren/tY B ) E?_aog oZlg }CiZ ,(.Qh;mh\la dg:ﬂ,dsﬁbglﬂgl
from Mo/Yr to Mo/Yr Street - City, State & zj
WIS Sl H0D b op ¥70) () 1%5_@”

from Wo/Yr to Mo/Yr Street CityState & Zip %;\

Wb s H335 Shugia Rd. 4200 Q%;J Ciy sp
from Mojyr to Mo/Vr Street " City, State & Zip

i ] . . A1NG |
Some government agencies and other information sources require the following information when
checking for records. BGC will not use it for any other purposes,

07/ 1] 1974 5b3 33719

Date of bifth Social security number

KSWS59% 5107 e \MDnde - Ru P

Driver’s license number & state Name as if appears on license

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

‘7%‘)/\/\0\!04& _05 )1 |20y
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employer solutions staffing group..

STATEMENT OF CONFIDENTIALITY

This agreement made this l l day of ﬂ/\ U A 201_‘1, between
oyer Solutions_Staffing Group LLC, hereinafter referred to as employer”,
(& hereafter referred to as “employee”.

Empl

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.

AMens g
Empla@ons&tafﬁng Group LLC, Representative




employer solutions staff iNg group.

Leveraging Resources in a Changing Market

lmportant/lmportante

CHEQUES DE'PAGO PERDIDOS O ROBADOS

Siun cheque de pago se pierde (que falta, fuera de lugar, destruido, perdido en
el correo, etc), usted debe notificar a su reclutador de persona| que el cheque no
Se puede encontrar. Sj se Puede verificar que e| cheque no ha sido cobrado,
ESSG se detendrs e cheque de pago Yy reemitir el cheque a usted, descontando
un cargo de entre $ 25 - § 35, :

AGREED/SE ACUERDA—

Name/Nombre (con letra de molde): Si’lu Lg, /l/lg 2(2:4 2
J
Signature/Firma: /Q = /
4
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employer soiutions staffing group..

INJURY MANAGEMENT PROGRAM

Injured Worker’s Responsibilities

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

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 health 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 r ponsibilities and agree to abide by these guidelines.

Signed:

Printed Name: W\CM




rom OO0 Pre-Screening Notice and Certification Request for
(Rev. March 2016) the Work Opporl:unlty Credit OMB No. 1545-1500

P?,,.;’:,’;T‘m&%mmy P Information about Form 8850 and its separate instructions is at www.irs.gov/form8850.
Job applicant: Fill in the lines hglow and check any boxes that apply. Complete only this side.

Your name _SMI‘LM A7A e, Soclal security number> SO 33 ¢ & 71
Street address where you live GP O E e | |
City or town, state, and ZIP code [ nl d{,@kg Al

Comty fO NsLu Telephone rumber )0 B D1\ (s U

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

1 [] Check here if Yyou received a conditiona] certification from the state workforce agency {SWA)ora participating local agency
for the work opportunity credit.

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

® lam a member of a family that has recelved asslstance from Temporary Assistancg for Needy Famllies (T ANF) for any 9
months during the past 18 months,

®* lamaveteran and a member of a family 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 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 famliy that;
a. Received SNAP benefits (food stamps) for the past 6 months; or
b. Received SNAP benefits (food stamps) for at ieast 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.

* | received supplementai security Income (SSI) benefits for any month ending during the past 60 days.

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

3 [ Check here if Yyou 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 disabllity and you were discharged or
released from active duty In the U.S. Armed Forces during the past year.

5 [J 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.

8 [ Check hereif you are a member of a famlly that:
* Recelved TANF payments for at least the past 18 months; or
* Recelved TANF payments for any 18 months beginning after August 5, 1997, and the earllest 18-month period beglnning
after August 5, 1997, ended during the past 2 years; or

* Stopped belng eliglble 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
you recelved unemployment compensation.

Signature—All Applicants Must Sign

Undar penafties 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 knowledge, trus,
carrect, and complete,

Job applicant’s signature p % W@Lﬁ w Date - ﬂltii[?oj (7

For Privacy Act and Paperwork Reduction Act Notice, sée page 2. Cat. No. 228511 (Rev. 3-2016)




+

Form A (rev. 01/2016) TAX CREDIT QUESTIONNAIRE

EMPLOYER SECTION:

Client: Company:

Employer Solutions Group

Location: Position: Starting Wage: §
EMPLOYEE SECTION:

Have You worked for | if yes, locafidn:

Age: | s
S5 T14) | LS | o | syt

_Employee Name: Street Address; ' /States . Zip:
5 ;
= P T T - Vo ey ol Ly, | A

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) ﬁ D
at any time since August S, 1997? (ifyes, please provide information below,)
Name of the person receiving benefits: Relationship to you:
City: County: State:

2, Have yon or has anyone living with you received Food Stamps (SNAP) at any time during the past 15 months? {K
(If yes, please provide infarmation below.) C\ tb‘

Name of the person receiving banefits; < Relationghip to you; SL\C .
cny:..ﬂgaga,_. — County: JORANLOIN st ,

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

plemental Security Income (88I) at any time within the past 3 months? D \ﬂ

If yes, please indicate which type of agency you worked with and provide their location information below:
Vocational Rehabilitation Agancy [_] Dept. of Veterans Affairs [ ] Bmployment Network (Ticket to Work Program)
Name of Agency: Phone #; :
City: County: : State:
*If you checked yes please provide q 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? 1 q

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

Dates of Service - From; / / To: / /
Branch of Service;
Are yon entitled to or are Yyou receiving compensation for a service-connected disability?

If yes, dates of unemployment - From; _1_/_/ 222] l To: 5_/_/ & }ﬂ_’

Did you receive unemployment compensation at any point during your unemployment?
If yes, dates received unemployment compensation - From: / / To: / /

7. Have you heen convicted of a felony or released from prison fora felony conviction in the past 12 months?
Conviction Date; / / Release Date; / /
Was this a D Federal or D State conviction? If State - County:

State;

X
0 I
6. Have you been unemployed at any time during the last 12 months? M E
0 X
[

Additiopal Tax Cpedits
IEC (Native American): Are you or your spouse a member of a Native American Tribe? E
*If you checked yes please provide a copy of your CDIB card,
CA Residents: D Are you the child of foster parents? D Do you receive CalWorks? D Workforce Investment Act?
Are you a migrant or seasonal farm worker? D Have you ever been convicted of a misdemeanor?
SC Residents: - D Do you receive Family Independence Benefits?

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

individuals to supply such verification or inforpmytion thas may be needed to determine tax credis eligibility to my employer, emplayer representative (Associated
Consultants, Inc. dba Retrotax), or the Depﬁn of Labor.

New Employee Signature:

~ ~“’/)/]527ﬂ4‘94q, Date o‘@! {1




CopscialiatalintTan Cradit AUMNIEra 00

Qualified Long-Term Unemployment Recipient

ADDENDUM TO: IRS Form 8850 Pre-Screening Notice and Certification Request for the Work Opportunity Tax Credit

Client: Company:
Employer Solutions Group

Location: Eme: N 91’:) [ SS#:SG'S % ':E 7] g

EMPLOYEE:

Please check the statement(s) that apply to you and sign where indicated below.

[0 Ihavebeen unemployed at any time during the last 12 months,

If applicable, dates of unemployment - From: To:
From: / / To: / /
From: / / To: / /

[0 Ireceived unemployment compensation during my unemployment,

If applicable, dates you received compensation - From: To;
From; / / To: / /
From: / / To: / /

Please read, sign, and date:

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

Employee Signature: L _Vry\é’\ﬂ ﬂa Dat?;< ') 19 /I7
74 ; et

RetroTax®
3730 Washington Blvd.
Indianapolis, IN 46205

317-925-0553
wotc@retrotax-aci.com

Www.retrotax-aci.com




« €mployer solutions staff INg group.

Leveraging Resources in 3 Changing Market

Notification of Minnesota Law Re uirement —

Unemgloyment 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

without good cause an additional suitable Job assignment offered, or (3)
accepts employment with the client of the staffing service, s considered to
have quit employment,

Itis 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 8o, 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 forn‘@l

Slomlﬁ'arﬂb _@_3;['7 !(7

EmpJbyee Signature:

& e

print your name here)

CMG_SM - Rev. 09.2013



al orient.

medi;
Department at 952,
ution of such Matters, '

e 5 1y

ce, sex, age, religion
On or veterap, 8tatus, or jf; am sybj
rassment, | will im,

jected to :
ately g, ct my supervisor, manager,
35.1288[1.86@.498.7573 in order to obtain




rea
Employee Handbooj and Understang that it sets forth the terms ang conditions of my eMmployment as
well as the duties, responsibilitieg and obligationg of My employment with the Company., | Understang
and agree that It is my responsibility to abide by the fules, policjeg and standargg set forth in the
ook,

I understang the foregolng agreement Concerning my at-wiij @mployment status ang the

Company’s rignt ¢ determine ang Modlfy the termg and conditiong of Smployment g the sole

and eniirg agreement between Mme and Esgg concemlng the duration of my employmant, the
m

agreement Supersedes all prior agraementa, underatandlngs and npmentatlons concemlng
my @mployment with the Company, '

If 1 have Questions regarding the content or interpretation of this Handbook, I will bring them to the
attention of ESSG,

5! 17 ‘!

DATE 17

EMPLOYE .

WEMA i

o i OPL SE PRINT

EMPLOYEE

SIGNATURE O/A "/\/\0\10 ool |
&

ESSG -

REPRESENTATIVE V{Mﬂ_ﬂf W MAdi_

23




with
acknowledgg that I'have begn given the Opportunity to ggk Questions and express concerng

1. This handbook js intended ag g guide and not an employment agreement that
¢

a contractyg| relationship, and that the employment relationship may be
terminated at the will of either Party at any time, '

2. The changing neegs of the businesg will require alteration in method, practices and
Policies, and the company wilj unilaterajly revise, as necessayy, to meet these
changing needs, :

- 3. lagreeto notify my Essg Consultant immedlably of any change in my personal
data such ag phone number, address, emergency notification, etg,

Date: . _ﬁ)!l?jl’l
Associate's Signatuyre: .

Assaciate's Printeg Name: : S{’l [Ln WA&J»& -

Orientation provideq by:__! L//JZI?GMJM .

24




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 fuily

understaﬁd: (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 certaln rights; and (d) that certain events as described in the policy may result

understand that this policy in any form, and any employee handbook including this .
policy, are not a unilateraj employment contract or offer thereof.

3. | hereby voluntarily consent to ESSG, or its health service providers, or
other persons or entities acting for or with them, to collect a body component (blood,

h Q‘QQo&,

Individual's Neme

51717

Date/

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



. . employer solutions staffing group w E$ N G o0
Leveraging Resources in a Changing Mzike: : Wmmm: iy empcyer sk s rcrd grug,

Lol L TP .4 LT S WA N Whie e Tk,

Enhallced MEC P lan_Pla]‘l l Benefit Flan Administrators, Inc.

Benefits Enrollment Form I New Em

Emplayveeiinformation

loves DRehh'e Rdﬁ.reDate

Soclal Security Number

City, | state Zip Core
D By 21072 B 0 ey,

:’""‘: ?&’:?..'Z., Deren D ::”éi":s/sm [7<f i
WD Do Yoy

Please Select Desired Coverage:

Employee Only - E Employee+Spouse - Employee+ChiId(ren) - Family -
$24.00/Week - $38.00/Week $36.00/Week $63.00/Week
Socal Securty# Bllrlh Data | S0 Relationship
O Mae OSpouse [ child
!' Last Name O Female Domestic Partner
Sooial Security # Birth Date éu Relationship
Mal [1Spouse [ Child
ML Last Name E] Fem:le O Domestic Partner
—— S —— o p
Mal
First Nams— WL —TastNams | ; E . O GEI oEesﬁ(E:hﬂd
;AME O.F PERSON.OOVE.RED (FIRST, LAST):
EFF. DATE
EFF, DATE
EFF. DATE

Employee Acknowledgemsnt and Authorization - | hereby apply for the group benefit{s) as indicated, | acknowladge that ail entries are true and complets and that
any misstatements or failure to report information may be usad ag the basis for cancaliation of coverage for me and my dependent(s), if any, from the original
effective date, Further, | authorize my employer to make the hecessary payroll deduction of premiums for ooverages | have elected,

IF ENROLLING - YOU MUST SIGN HERE

Employee Signature Date
EMPLOYEES DECLINING
| understand that | and/or my depend participate in the plan at a later date, liwe may be considered a late enrollee and

must meet the requiremants defined’In the Certificate of Coverage for the Sompany’s medical or dentaj Plans. If | decilne enrofiment for myzeif or my dependents
(including my spouse) hecause of other covarage, | may, in future be abie to enroll myseif or my depend in this plan, provided | request enroliment within 31
days after the other covarage ends. In addition, if a new dependent relationship forms as a result of marriage, birth, adoption, placement for adoption of parting suit
of adoption, i may be ahle to enroli myseif or my dependent, provided | request enroliment within 31 days of the event.

IF DECLINING- YOU MUST SIGN HERE

[T J%Labk w5 Al
/ - ployer Soiutions Staffing Group Heaith Benefits Team : :

PO Box 46270 Minneapolls, MN §5344-9956
Phone: 852-767-9519 Fax: 852-767-9515
Emaii; Health@employersolu’donsgroup.com




= e~ suucuuuly iviedical Benetits Plan 2
- VS| 219301-ESG-1 | OFFICE USE ONLY LOCATION RehireDate___/__ 4

ENROLLMENT FORM ESC CU(UNAC-MN) P1 v18.5

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

Name

' ' Social Securt ! Home hone o
. gé\é“@; [\/\Q)Arh_ é&i.&%"?ﬁ( E'ijo'zp Z)o Yoz @ﬂ

, 0 Box 2iede. iy et
City | State E Zip Date of Birth
—Col- Hopie WY, (SSY2 |0y

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

_ DYes D No. Iif Yes, please continue.
Medicare Health Insurance Claim Number (HICN) . Medicare Effective Date

T it e e s 4w o o s i ——r Aoy 1 —— e

”Name of Covered Person {s):

3.

1. | 2
e mm—
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 Companion Life Insurance Company.

SELECT COVERAGE LeveL FDXG0 NDEMNITY | () VISION TERMLIFE | SHORTTERM

Employee Only D $20,25 % $6.17 $2.42 @ $0.60 a ¢
Employee +1 [_] $41.10 $12.34 $4.92 $0.90
Employee + Family [ ] $54.88 $20.36 $6.56 $1.80

NO to ALL Benefits

M i e e .J

i i_DYes DNO DYes DN?_J DYes DNo-J DYes‘,:.,No J ‘l_____lYes DNO .

I 8 s 7 e o 1w e s 1 o

' This coverage is not a able to residents of NH, Hi, or PR. 2STD is not available to persons who work in CA, HJ r;l-J“l\N_c;rﬁ:~

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

Name .. Relationship e

A A T
Name Social Security # ' Date of Birth : Sex Relationship

By L S e A 2L 1 IMI[E] C]spouse [ chitd [ omestc Patner
Name Social Security # Date of Birth | Sex Relationship

Noms ™ e LMD Dlspous Clchid Tomestic Parner
Name  Social Security # Date of Birth | Sex - Relationship

L™ e S SN 1 S Domestic Partner
Name 'Social Security # Date of Birth | Sex Relationship

oo L0 MIE]  CSpouse [Cchita[] Domestic Partner

?é@:@ﬁﬁiﬁ.'! A.'S'Jé'ﬁATE'_.E‘Zﬁﬁlﬁﬁiéféééf@:é?éﬁé&éﬁ:ﬁ_f.f.ﬁf:fj_' o
I have read the benefit packet and understand its limitations. | understand that open enrollment is only available for
2 fimited time and | understand that making o benefit selection s a dgclination of coverage,

oae 05,17,20)7 | D> SIGNATURE Wa&

This is an Essential StaffCARE Enrollment Form,




