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Case Verification Number: 2017111104835XE

Report Prepared: o4/z1r2017
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Company ID; 47429 Company Name; Enpbynr&lﬂnm%gemup
Employes Information

Last Name: MoNair First Name: Clristing

Dats of Bith: 0o/p/158s Sogial 8scurlly Number: e 5288

Hira Date: 0412172017 MWWAMMMUMM
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employer solutions staffing group..

New Hire Application
Personal Data~ PLEASE PRINT LEGIBLY IN INK
Last Name M (NG First Name O\“ '5{"6‘?“0\ Middie Initial _[\ i
Street Address_|§ ] lp 1Y) T Aot i< Aptiste __ Q05

City/State/Zip sl g Social Security Last Four XXX-xx.5 25

Phone Number ¢S\ - £5c.3 - | 355 Email Address( !bnsh%g Mt 88 @ @may .o,

Staffing AgencyIRecruitment Partner

All offers of employment are conditional upon satisfactou proof of identity and légal ability to work in the U.S.A.
Are you legally authorized to work in the United States of America? DQ_YES [ONo

Applicant Certification and Authorization

Applicant's Signature Date /

Culer

Name (Print or type)

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

For ESSG Office Use Oniy
DORH NHwW I-9 8850 w4
Emergency Contact Info | Background Release Form Background Results Unemployment Letter ESC Application
(it applicable)
For ESSG Client Use
DOH ROP Work Site Loc. WC Code
ESSG - CMG_SM Rev. 04/2017

D——
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The exceptions don't apply to lemental es Nonwage Income. If u have a large amount of
F 0 I'l'l'l W'4 ( 201 7) greater m%t:'m ] .DOD.Doo.p'y forlic; e nomge ln:'sme, e:'t'l' as lrg:;raata::ur dnltv;det}ds,F
Basio Instructions, if you aren't exem complete sensider making estimated enis using Form
Purpose. Complste Form W-4 so that your the Personal Allowances Worlmheet?:t'elow. ?’hs ;mmow&'g% ogflg',x’n =
employer can withhold the correct federal Income Workshests on page 2 further adjust your annuity income, see Pub. o0 & find ot i vou shoul
1ax from your pay. Consider compleﬁnr;? a new Form Wwithholding allowances based on itemizad withhold] on Fo W-4 or WAP
W-4 each year and when your personal o financial deductions, certaln oredits, adjustments to Income, adjust your g on Form 6
situation changes, or two-samers/multiple Jobs situations, Tvﬁdaarners or multiple jobs, if %‘cog' l;lava ath
Exemption from withholding, If you are exempt, Complets all worksheets that apply, However, you otal g 8Pouse or more then ans job, figure the
complete only lines 1, 2, 8, 4, anJg and sign the may clalpm fewer (or zaurg allowarazpces)., For regular m,"g’g‘s f"ﬁ%f a&mﬁ”%‘é&ﬁﬁw 0:3 ,;'grf'na'"‘
form 1o validate it. Your examgtlon for 2017 eﬁ!rr'aa wages, withholding must be based on allowances W-4, Your withholdh usually will be most acotate
Fabnér:{'y 15, 2018, See Pub, 505, Tax Withho g You olaimed and may not be a fiat amount or whep &) aﬂowaneesnagm claimed on the Form Wi ¢
and Estimated Tax, Peroentage of wages. for the highest paying Job and zero allowances are
Note: If another person can claim you as a dependant Head of household, Generally, you can claim head claimed on the others, Ses Pub. 505 for detajis
on his or her tax retum, you can’t clalm exemption of housshold filing status on your tax return ontlz if Nonresident allen. If you onresident allen,
from withholding Ifi\;’nﬂlggtal Income exceeds $1,050 you ara unmarried and pay niore than 509 of the No&‘c’:ﬂm gu""i {nl:,',?o“ I hin lnmotl::'s fgf
and Includes mare than $360 of uneamed Income (for costs of keeping oLt'ﬁ a homs for yoursslf and your Nonresidert. Nle%’; eg'efore rmetin this o
example, interest and dividends), depsnd syor er qualifying individuals, See n g completing il
ns. An empl may be able to clalm Pub, 601, mpﬂonsﬁ%andard Deduoction, and Check your withholding, After your Form W-4 takes
exm’r’:a from wlthholding even if the employee I Fliing Information, for Informtion, havi L\:flnggl% ggglmaget?wﬂsgﬂzﬂ‘;wmuafgx
a depandent, if the employee: I&mdmm'ﬁgm" mgﬁg&eloetad“u%ﬂclmadlh iz for 2017, See Pub, 605, especially i yao: samings
*ls a:e 85 or older, withhalding “‘"“"’n%";:‘%h"ﬁﬁ‘ﬂm‘? forahidor epencint :xceed :130;000 (smglz;r $1zm.utJc)bo(l:ltarriecl)ﬁ.'tu
*Is biind, care expanses and the cred| e claim uture davelopments, Information a| re
il usin et’l('l% Personal Allowances Worlm?:yat below, d - :”

L e e v M e o
Personal Allowances Worksheet (Keep for your records.)

A Enter“‘l"foryourselflfnooneelsecanclaimyouasadependent R S B 0 . e T ) A

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

B Enter *1* i { e You're married, have only one job, and your spouse doesn’t work; or }

* 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, you may choose to enter *-0-" if you are manried and have either a working spouse or mora
than one job, (Entering "-0-~ may help you avoid having too little tax withheid) . . . |, | S
Enter number of dependents {other than your Spouse or yourself) you wiii claim onyourtaxretumn. ., . , . | . . D %,

Enter “1” if you will file ag head of household on your tax retum (see conditions under Head of housshold above) E

Enter “1” if 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. 603, Child and Dependent Care Expenses, for detalls.)

G  Child Tax Credit (including additional child tax credit). See Pub, 972, Child Tax Credit, for more Information,

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

® If your total Income will be between $70,000 and $84,000 ($100,000 and $119,000 if married), enter “1” for each ellgiblechid. @
H  Addlines Athrough G and enter total here. (Note: This may be different from the number of exemptions you claim on your tex retum.) > H

® If you plan to itemize or claim adjustments to Ineome and want to reduce your withhoiding, see the Deductions
For accuracy, and Adjustments Worksheet on page 2.

mTmg

complete all ® If you are single and have more than one job or are married and you and your spouse both work and the combined
worksheets eamnings from all jobs excead $50,000 ($20,000 f married), ses the Two-Eamers/Multiple Jobs Worksheet on page 2
that apply. to avold having too liitie tax withheld.

* if nelther of the above situations applies, stop here and enter the number from jine H on line 5 of Form W-4 below,

Separate here and give Form W-4 1o your employer. Keep the top part for your records,

3 W"'4 Employee’s Withholding Aliowance Certificate OMB No. 1545-0074

Department of the Treasury P Whether you are entitled to claim a certajn number of allowances or exemption from withholding is 2 @ 1 7
Intemal Revanue Service Subject to review by the IRS. Your employer may be required to send a Gopy of this form to the IRS,

1 Your first name and middis Inttial ' Last name} 2 2 Your soclal security number
_MN AN u 5

Home address (umber and street or rural route) i 3 [3fsingle LT Mamea L] Married, but withhold at higher Single rate,
] E\x\'o \i O Lﬁ(\; B -E \X‘D‘t 905 Note: If married, but legally separated, or spousa Is a nonresident allen, check the *Single” box,
ity or town\gdhte, and ZIP coda® ¥ =S 4 Hyourlast name differs from that shown on your soclal security card
__q, M LUk \ m N gS\ \ 01 check here. You must call 1-800-772
5 Total némber of allowances you are claiming (from line H above or from the applicable workshest on
6 Additional amount, if any, you want withheld from each paycheck O © % g 0 H B oo 0 o4
7 Iclaim exemption from withholding for 201 7, and | certify that | meet both of the following conditions for exemptlon,

If you mest both conditions, write “Exempt” here. . |, »

Under penalties of perjury, | declare that I ha ax?mlned this certifigate and, to the best of my knowledge and belief, it Is true, correct, and complete,
Employee's signature — [
(This form Is not valid unless you sign it.)

A —
8 Employer's name and address (Ernplotha lines 8 and 10 only if sending to the IRS.)) 9 Office code {optional) | 10 Employer Identification number (EIN)

For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 102200 Form W-4 2017)
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Employment Eligibility Verification
Department of Homeland Security

LT Employee Infermation and Alies

N A S et y OMB No. 161
} o/ U.S. Citizenship and Immigration Services E,mi,f:o,,,sf,’;'g‘]";’
»START HERE: Read Instructinng carefully before completing this form. The
during complstion of this form, 5

EEEm—

USCIS
Form 1-9

tation (Employses must complete ard 8ign Seofien 1 of Form
than the first day of employment, byt nat before sacspling a job dffer.)

-9 o later
ame (Family Name) Name (Given Name) Mldwmal Other Last Nan;es Used (i any)
G { N&Cane
Address (Strest Number and Name) Apt. Number City or Town

lo_Magnon e Wwe E |05

State ZIP Code

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

“:l 2. A noncitizen national of the United States (See Instructions)

& Do ma (5511
Date of Birth (mmﬂéw U.S. Social Security Number Employee's E-mall Address Employes's Telephone Number
9 [o2] 1g%% 1l - Bb& 03- 1350
| am aware that federal law provides for Imprisonment and/or fines for false statements or use of false documents jn
connection with the completion of this form,
| attes Jer penalty of perjury,

Some allens may write "N/A" In the explration date field, {See Instructions)
Allens authorized to work myst Brovide only one of the following document numbers to complete Form i-9: QR Cods - Ssaifon 1
An Allen Registration Numberruscys Number OR Form 94 Adm,

1. Alien Registration Number/USCis Number;
- OR

2, Form |-94 Admission Number:
OR

3. Foreign Passport Number:
Country of Issuance:

Do Not Write In This §
/ssion Number OR Foreign Passport Number. i

Signature of Empioyee / (} i'

Tod{? ?ftalvlmm

—-
gatian (sheck onej;
- [] Avreparers) anaror Uansigton(s) assisted th em
(Piglds blow myst be eampleteg and s;

I attest, under penalty of perjury, that | have assisted in the completion of Section 1
knowledge the Information is trye and correct,

Signature of Preparer or Transiator

pléyea i eamplating SQ(“:aaq 1
Signed when areparers angy Iranistators assist an emplayee in wampleting 8eution 1)
of this form and that to the best of my

Last Name (Family Name)

Today's Date (mm/ddsyyyy)

First Name (Given Name)

Address (Street Number and Name)

City or Town

State ZIP Code

@ Employer Completes Naxy Page @

Form 19 11/14/2016 N

B

R —



Employment Eligibility Verification USCIS
Department of Homeland Security . Form 1-9
USCiﬁzenshipandhnmigration Services = N%;;h%

Document Number : % Document Number
<~ _-. 326-16- 525 %
Expiration Date (¥ any)(mm/idyyyy) | Expiration Date (F any)(mm/ddfyyyy) Expiration Date (7 any)(mmiidyyyy)
i ©4q /o 201 % i N/ A‘
Document Title 2 '
Issuing Authority fj"' Additional Information : fW
Document Number
Expiration Date (7 any)(mm/dafyyyy)
Dow Title
lssuing Authority
Document Number
Expiration Date (# any)(mmididsyyyy)

Cortification: | attest, under penalty of » that (1) | have examined the document(s) presented by the above-named employee,
(2) the above-listed documentis) ngj::y ganullgund to refats to the employeonntgmn'd, and (a)giha best of my knowledge the

The employee's ﬂm:layofomploymont (mm/ddyyyy): ‘—ﬂzl [ 1 3 (See instructions formmptlnm)
of Emplayer or Authorized Representative Today's Date(mmtidyyyy) Tifle pf Em or orized Repmgenhﬂva

En—@ —_— Ylz:i /19 /‘kgm’m v Acsishint
LaatNamedEmpioyerorAuﬂummeve FhuNamofEmmuAmmuauRepmm EmplayefsBuelnessorOmanlzaﬂonName

L—?M‘Z rri DY) EMFLOYER SOLUTIONS STAFFING GROUP LLC
Employer’s Business or Organization Address (Street Number and Name) | City or Town ,Sme ZIP Code

7480 FLYING CLOUD DRIVE SUITE 200 MINNEAPOLIS MN ,54_4
Last Name (Famly Nems) First Name (Given Name) Middie Initsl | Date (mmzdyyyy)
- I the 8n employrhas 'a axpifed, rovid rormasor for the dodument or feselpt Tl odtabllshed

| attost, under penalty of perjury, thathﬂnhutofmy knowiedge, thhemploynhaumorlzedbworklnﬂn United States, and if
the employee presented documentys), the document(s) | have examined appear to be genuine and to relate to the Individual,

Signature of Emplayer or Authorized Representative Today’s Date (mmrdcyyyy) Name of Employer or Authorized Representative

FormI9 11142016 N
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EMERGENCY CONTACT INFORMATION

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

Employee Name:| / % \6’1(\&5(\& M(Nﬁa\:f
Address ;‘Eﬂé Masndio Wee. T aEy Bes

Home Phone; (%l’ 50?3 el ‘BSC’

. “ EMERGENCY CO TACTS ’ o
__Please list two peaple (1n priotity order) wha could be dantaated In case of an emergency
Contact #1 Home Phone:
Lesl- s L q
Name:"r('\e_c W\C N Cell Phone:
= L Lesi-aa- RloGey
Relationship: $‘ W Work Phone;
Lst- 3t -Su ¢
Contact #2 Home Phone: .
W\2-8GL-5i/0
S i i \ Cell Ph 2
e Q‘r\-\&“&\ Mcm. r e IS R~ Si) o
Relationship: Work Phone:
%‘«‘%é—@\( (217 - Ml -61) ()

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

This information will remain confidential and will only be used in the cqse of an emergency.
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-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.
Ifyou do not p nvide a written election, wages will be paid by paper Check.

Sl HL N BASIE O RNIN o N
L SSN# yu: HiT8
SISV
) £

[1gckive Date
! TR\ T\ U7 3
SECTIORNE i 1) [ B S R G R (R

| \LDirect Deposit (Pleaso complete Seotions 3 and 5 below) Note: Direct Deposit atcounts may fake up o 7 days to be activated :
. Payroll Debit Card (Please complete Sections 4 and 5 below) | | Paper Check (Please complete Section 5 below)
SECHON 3 BIREC I BEROS K

W O3 Gpaate Bank Acoount

(S Bank Name:
i eAa \oanis

S| Routingf 243 ¢

b 4

A

I understand and acknowledge that if 1 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# "7 OOLG 143

| . LS PR
Account Type: @hedcm’_g_ﬂ Savings DOther\ Y J

®  Tohelp us avoid making an error, please attach a copy of a voided check, (a deposit slip will not work)
®  Iyou change banks, do not close your old bank necuuntnnﬁlyourdimctdeposithnssmtedatﬂ:enewbanlg whichmaymke:lpayperiods.

SECHON T PNN RO DEBIE GARD (GEOBNL GNSH AR

request a Payroll Debit Card for you, we must provide all of the following information that will enable the financial institution to identify you, If
you do not submit a Direct Deposit/Payroll Debit Card Authorization, ESSG will provide the necessary information and issue you a Payroli Debit
Card to pay your wages. For your protection, the financial institution may ask you to provide them additional identification information so they can

Except for the routing and acconnt number, ESSG does not have access to any information regarding your Payroll Debit Card account or
11 Debit

ons. On your first payday, you will receive your new Payroll De Card, and a packet containing all of the terms and conditions. You will
then sign acknowledging that you received the Payroll Debit Card and packet. Your Payroll Debit Card will be reloaded on each payday you receive
wages,

CARDHOLDER INFORMATION (as you want your Payroll Debit Card to be issued)
First Name ML Last Name Date of Birth

Street Address (roBox NoT ACCEPTABLE) Social Security#

City State Zip Cell Phone (mobile)

Employee’s Signature:

I anthorize ESSG to 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; QN Diane Menawd e @ Sine1 . Cc o

this informatjon will only be used to send your paystubs electronically
Employee's Signature: p Date: LII / e (At




Authorization

and/or Orange Tree Employment 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. Yoy 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 Yyou 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

Printed name: O ( (ﬂ:\f\ﬂ,{\a i\/\ | NG }

First Middle (O Last

none)

Other names used:
Current county of residence:
Current and former addresses: S“ OCUL‘
OV\/IZ  curem 180 Muspn a Wie £ dotacs Jaf
from Mo/yr to Mo/Y Street b City, State & Zip

o 1086 Zdgery St 'pa
from ol/Yr _t?l\:o?;\’{ LD Streaa% ton ‘R"\‘ c%f\ & Zip m

Ox11>  02] g Lodt agno i Ve & o | S Ly
Stree ™

from Mo/yr to Mb/Yr 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

09| | |9¢s 36 T, Sasg

Date of birth Soclal security number

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

Report Copy: if you are applying for a job or live in California, Minnesota, or Oklahoma, you may request
a ?om\of the report by checking this box: [J.

LY L. Yla 17

St Date |




employer solutions staff INg group.

Leveraging Resources in a Changing Market

STATEMENT OF CONFIDENTIALITY

This agreement made this_Q\ day of ‘A@T‘ \ » 2011 Y} between
Emplgyer Solutions Staffing Group LLC, hereinafter referred to as “employer”,
and _&L\MM hereafter referred to as “employee”,
WITNESSETH:

For the duration of my employment and after resignation or termination of
this employment with employer, for any reason whatsoever, the employee shall
not use or disclose to any other person or company, and confidential or
pProprietary information or know-how related to the business of the employer.

Representative



= 8850 Pre-Screening Notice and Certification Request for
e 2uld) the Work Opportunity Credit OMB No. 1545-1500

E.iamall m&%&m ’ P Information about Form 8850 and its separate Instructions is at WwWw.irs.gov/form8850,

pplicant: Fill in the lines bejo and check any boxes that apply. Complete only this side, 2
Your name @j}"\@ﬁ"ﬂ N MILM\.\T Soclal security number p> ; ﬂ ¢} ] l.O ge
sreetacaross whersyoutve VKo vl va Ve =
N il T
City or town, state, and ZIP code ; ﬁ 5 )4 2 A l‘,f\/\,\(\ gg \ C(

County M&@f Telephone number _@%\ ’SQK "'" 35?

If you are under age 40, enter your date of birth {(month, day, year) ! '§ Q l O.,’L,l l cff S

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

2 [ Check here if any of the following statements apply to you,
* |am a member of a family that has received assistance from Temporary Assistance for Needy Families (TANF) for any 9
months during the past 18 months.
* lam a veteran and a member of a famlly that received Supplemental Nutrition Assistance Program (SNAP) benefits {food
stamps) for at least a 3-month period during the past 15 months,

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

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

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

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

* |l 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.

& [ 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 eariiest 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 all or part of that period
you received unemployment compensation.

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

cotrect, and complete,
Job applicant’s signature » (\ Q/\_J/ Date é/} / a ‘ / } :

For Privacy Act and Paperwork nemwce, see page 2. Cat. No, 228511 Form'8850 (Rev. 3-201 6)

B




F_“,_ﬁ - _— =i =
2
.” Form A (rev. 01/2016) TAX CREDIT QUESTIONNAIRE

EMPLOYER SECTION:
Client: Company:
Employer Solutions Group
Location: Position: Starting Wage: $

EMPLOYEE SECTION:

M_Vlﬂ - S’S»‘S ¥ QEL/Ci/ £s 3 l 1cho$$ny bit])vr:?

ployee Name: “ : S\lﬁ@dﬂqp: e m_; 94 ng‘/'smr;ew \

Zip:

G

Date of Birth: Age: Have you worked for If yes, Idcation:

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)
at any time since August 5,1997? (ifyes, please provide information below,)
Name of the person receiving benefits; Relationship to you:
City: County: State:

O @

(If yes, please provide information bl
Name of the person receiving benefits; Relationship to you;

Have you or has anyone living with you received Food Stamps (SNAP) at any time during the past 15 months?
ow.)

Have you received Supplemental Security Income (SSI) at any time within the past 3 months?
Please note, this is not the sam as Social Security benefits (SS) ar Social Security Disability (SSDI) benefits,
*If you checked yes Please provide a copy of your SSI documentation,

If yes, please indicate which type of agency you worked with and provide their location information below:
Vocational Rehabilitation Agency D Dept. of Veterans Affairs D Employment Network (Ticket to Work Program)
Name of Agency: Phone #:
City: County: State;
*If you checked yes please pravide q copy of your active Individual Work Plan and Ticket to Work documentation,

Are you a Veteran of the U.S. Military? *If yes, please provide a copy of your DD-214 and letter of separation,
(If yes, please provide information below. If no, 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

B B

Have you heen unemployed at any time during the last 12 months?

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

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 this a D Federal or D State conviction? If State - County: State:

Oy O om

Additional Tax Credits

IEC (Native American): Are you or your spouse a member of a Native American Tribe?
*If you checked yes please provide q 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?

O

2| AB

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

individuals to supply such verification oNjnformation that may be needed to determine tax credit eligibility 1o my employer, employer representative {Assaciated
Consultants, Inc. dba Retrotax), oif the D, ent of Labok.

New Employee Signature h Date: y/ Q/[ / / S

4 e




Qualified Long-Term Unemployment Recipient

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

Client: Company:
Employer Solutions Group

Locaion PRI M BasQ

EMPLOYEE:

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

1 I have been unemployed at any time during the last 12 months,

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

O 1 received unemployment . compensation during my unemployment,

If applicable, dates you received compensation - Fram: 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.

Emp@“-_myf’ — Wzl [IZ

RetroTax®
3730 Washington Blvd,
Indianapolis, IN 46205

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




Emyployee’s Signatur
Q{ -
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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. lagreeto notify my ESSG Consultant immediately of any change in my personal
data such as phone number, address, emergency notification, efc,

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

Date: _E l l l q?'
Associate's Signature: ,{ //J\" -

Associate's Printed Name:

Orientation provided by:
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RECEIPT DF EMPLOYEE HANDBOOK 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, responsibilities and obligations of my employment with the company. | understand
and agree that it is my responsibility to abide by the rules, policies and standards set forth in the
Handbook,

oral statements or representations can change the provisions of this Handbook. | also
acknowledge that, except for the policy of at-will employment, terms and conditions of
employment with the company may be modified at the sole discretion of the company, with or
without cause or notice, at any time. No implied contract concerning any employment-related
decision, term of employment or condition of employment can be established by any other
statement, conduct, policy or practice.

| understand the foregoing agreement concerning my at-will employment status and the
Company’s right to determine and modify the terms angd conditions of employment is the sole
and entire agreement between me and ESSG concerning the duration of my employment, the
circumstances under which my employment may be terminated and the circumstances under
which the terms and conditions of my employment may change. | further understand that thjs
agreement supersedes al| prior agreements, understandings and representations concerning
my employment with the company.
If | have questions regarding the content or interpretation of this Handbook, | will bring them to the
attention of E/SSG.
DATE L,[ / @4/ 13
* | A
EMPLOYEE(\ \ / \/ )
NAME / S} e L(zﬂh»{»«f
"-’/ s g~PLEASE RRINT
EMPLOYEE } & _ /
SIGNATURE [ _
L =

ESSG ﬁ%m
REPRESENTATIVE

o \)
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( employer solutions staff ing group.

Leveraging Resources in a Changing Market

Important/Importante
LOST OR STOLEN PAYCHECKS

If a paycheck is lost (missing, misplaced, destroyed, lost in the mail, etfc.), 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, Yyou must provide a copy of the policy

CHEQUES DE PAGO PERDIDOS O ROBADOS

Si un cheque de Pago se pierde (que falta, fuera de lugar, destruido, perdido en
el correo, efc), 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 la policia
antes de que podamos volver a emitir el cheque. Una vez hecho esto, usted

AGREED/SE ACUERDA— /\
Name/Nombre (con letra de molde): \ /\(\\\(\\S{’ VO CM G

I
Signature/Firma: L p -

BEE—



D

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
pPrimary health care Provider. Keep the claims representative advised of your
status.

by your Primary health care provider the same day in order to recejve
Compensation for the time away from work. The physician must complete a
Report of Workability.

I have read my responsc'b'lT;tﬁ and agree to abide by these guidelines.

e

Signed: Ay

Printed Name: (‘_Dt\v—\;%i‘ Coifu M( NGy




DRUG AND ALCOHOL
TESTING CONSENT FORm

exercise certain rights; ang (d) that certain events as described in the Policy may resuit
in adverse personnej action, lncluding my termination from employment with ESSG, |

understand that this policy in any form, ang any employeg handbogk including this
policy, are not a Unilaterg| employment Contract or offer thereof,

related to the test,

10



Fixed Indemnity Medical Benefits Plan 2

" VSl 219301ESG-1  |orrice ust oy LOCATION___ RehireDate_ _/__ ,
ENROLLMENT FORM

ESC CU(UNAC-MN) P1 ,
A. REQUIRED EMPLOYEE INEORMATION PR-INT USING BLACK or BLUE INK (Must Be Filled Out)

" Shanu BEY- sosv ?Tx‘?éﬂiE’é%‘insa > [milek
oo Maghs\l e Ve = LR
B Do il VT N T

B.DO YOU OR ANY OF YOUR DEPENDENTS RECEIVE MEDICARE BENEFITS? DYESDNO ¥ Yes please continue.
Medicare Health Insurance Clajm Number (HICN) . Medicare Effective Date

e I

Nr':zme of Covered Person (s): --i—w — .
1. "

¥ 2,

C. LIMITED BENEFITS PLAN SELECTION Payroll Deducted Weekly Rat.
You MUST select a coverage level before any benefits in Section C, Your coverage leve| for the all benefits in Section C will |
d

identical. The Fixed Indemnity Medical Plan, Dental Plan, Term Life Plan, and Short-Term Disabili
Insurance Company. The Vision plan is underwritten by Companion Life Insurance Company,

SELECT COVERAGE LEveL F e e T AL VISION TERMLIFE | SHORTTERM

Employee Only [ ]|  gp0.28 | ) seaz oll|  s24a B soso o3| sa20 {8
Employee +1 [ $41.10 $12.34 $4.92 $0.90
Employee + Family [] $54.88 $20.36 $6.56 $1.80

SO ALL Beres (1] 8 (5T v [ mo [ [ [ Lves CINo | [ves [ No | [1ves [Tno

' This coverage is not available to residents of NH, HI, or PR

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

Name Relationship

D. REQUIRED DEPENDENT INEFORMATION
am% Social Security # ' Date of Birth Relationship
i pane_\)

. i Sex
..... INGAY  Aigg U J0¢ 1o ey 205 MI[F] [ Spouse 7] Child [ ] Domestic Partner
ame . - | Social Security # Date of Birth | Sex Relationship
im_&mm,_ﬁ_l\k N ? dB-sisd s 007 VI (Jspouse[ ¥enia

=

. [JDomestic partner_

ame _ Social Security# Date of Birth | Sex | Relationship
@lﬂiﬂm&g"_.ﬁ\.}z@&%ﬁwm, ez oz ulF] L Spouse (X chid [ bomestic Partner

s e e e T T oy

Name i Social Security # | Date of Birth | Sex rhelationship ol
St e R _/ ! _/. o _L_@ D Spoggg__ D___C_hll(_i D_l?pmgﬁti_c_ fgl:mer

e e et e e e v e e

Eam o SO . g

1 ner_
TN i A 5. v v DECLINE CovERAGE
I'have read the benefit packet and understan =
lo . .

d its limitations. | understand that open enrollment is only available for
a limited time and I understand that making no beneﬁt_selectiuo 1§a declinatiorf of

B e

o 001901 20TF | onarune] | = :

This is an Essential StaffCARE Enrollment Form,




= R
3 il
L eIminiiees  @OO ESNG

'ahnln TRk 1t Ve 1) ghatioey, i . L

Enhanced MEC Plan_Plan 1 .

I3 \ o =t |

Marital Status ngle | Dats of 5]
Female | [ Married [J Divorced &

Phone Number;

Emalii Adi

Please Select Desired Coverage:

Employee Only - j Employee+Spouse - @Enployeﬂcmld(ren) -
$24.00/Week ! $38.00/Week

Family -
$36.00/Week $63.00/Week

b 2asi dd 5E2 5 R | R e : Soaalsmrn;# Fhmhe Blru'D sex e - e ——
Loz, M"NQ qlgﬁ—q‘mcml WGy o wae Dépee Cocuna

Social Security # Birth D, Sex Relatiomhip
¥nrr e (& \ | - B\-&Skd 1818
ame W _LL(‘;% L\{;{a 8-Sk 2A0d [0 Domestic Partmer

M . 3 .‘. .‘ e : ,D. 'su - : : Rdaﬂmsmp
ame ¥ ame 9] Db; O Male

[ Spouse Emma Child
Female O b Partner
NAME OF PERSON COVERED {FIRST, LAST):

EFF. DATE
EFF. DATE
EFF, DATE
Employea Acknowledgemant and Authorization - | hershy apply for the garoup benefit(s) as Indicated, | acknowledge that ajj entries are true and complete and that
any misstatements or fallure to report Information may be used as the bhasis for cancallation of covarage for me and my dependant(s), Hany, from the original
effective data. Further, | authorize my employer to make the necessary payroll deduction of pPremiums for coverages | havs electad,
’ | 5 - 1
Employse Signatura Date q 6214 / ;
_-__.—_—-_—-_-__‘__'_ Tr
EMPLOYEES DECLNING— [ | am DECLINING coverage ' /
1 understand that | and/or my dependents, if any, waive any coverage and desira to Pparticipate in
must meet the requirements defined in the Certificate of Coverage for the
(including my spouse) because of

In 31 days of the event,
IF DECLINING- YOU MUST SIGN HERE

Employes Signatura

Date

Employer Solutions Staffing Group Hesith Benefits Team

7301 Ohms Lane Sulte 405
Edina, MN 55439
Phone: 952-767.g519 Fax: 952-767-9515
Email: Health@employersoluﬁonsgroup.com




