PO Box 46270
Minneapolis, MN 55344-9956

Tel: 952.835.1288

www.esgstaffingsolutions.com

New Hire Application

Personal Data-- PLEASE PRINT LEGIBLY IN INK

Last Name Biﬂzf“‘j{éﬂ First Name /7 1 e / Middle Initial &_7?_0
Street Address 6705 o4 7 Se -/ 3’2;-_f7/¢\ Apt/Ste

City/State/Zip jq[ ‘é/@u@/ ﬂﬂ;/ f?;@ ,‘? Social Security Last Four XXX-XX-

Phone Number S/~ 9 /- 24/ 5 Email Address Mikebeersten JoO @t [ Lotr
Staffing Agency/Recruitment Partner L— AN G’ 3 6 /‘#‘L

All offers of employment are conditional upon satisfactory proof t;%wfy and legal ability to work in the U.S.A.
Are you legally authorized to work in the United States of America? ES [JINO

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 to make inquiries of my former employers, except as indicated in this application,
regarding my previous duties, responsibilities, performance, compensation and eligibility for rehire.
| understand that a comprehensive background check may be conducted to determine my eligibility for hire by certain clients of ESSG.
This may include but is not limited to, investigations of criminal and/or conviction records, driving records and/or a drug screen test as
required by clients, government regulations or by ESSG policies.
I release ESSG and other persons or entities from any claims that might be based on ESSG's decision to conduct a background check.
| certify that all statements made in my application are true and accurate and that | have not omitted any material information or provided
false or misleading information. | understand that any material omission or misrepresentation will result in my disqualification from

consideration for employment or, if discovered after | begin employment, will result in my termination.

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

Mg | Beetstte 1  /tuel 7757 /orgzon & 29 /o

Name (Print or type) Applicant's Signature Date

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 1-9 8850 W4
Emergency Contact Info Background Release Form Background Results Unemployment Letter ESC Application
(If applicable)
For ESSG Client Use
DOH ROP Work Site Loc. X WC Code

ESSG - CMG-NSTW4 ; Rev. 04/2017




Form W-4 (2019)

Future developments. For the latest
infarmation about any future developments
related to Form W-4, such as legistation
enacted after it was published, go to
WWw.irs.gov/FormW4.

Purpose. Complete Form W-4 so that your
employer can withhold the correct federal
income tax from your pay. Consider
completing a new Form W-4 each year and
when your personal or financial situation
changes.

Exemption from withholding. You may
claim exemption from withhalding for 2019
if both of the following apply.

® For 2018 you had a right to a refund of all
federal income tax withheld because you
had no tax liability, and

* For 20189 you expect a refund of all
federal income tax withheld because you
expect to have no tax liability.

If you're exempt, complete only lines g
3, 4, and 7 and sign the form to validate it.
Your exemption for 2019 expires February
17, 2020. See Pub. 505, Tax Withholding
and Estimated Tax, to learn more about
whether you qualify for exemption from
withholding.

General Instructions

If you aren’t exempt, follow the rest of
these instructions to determine the number
of withholding allowances you should claim
for withholding for 2019 and any additional
amount of tax to have withheld. For regular
wages, withholding must be based on
allowances you claimed and may not be a
flat amount or percentage of wages.

You can also use the calculator at
www.irs.gov/W4App to determine your
tax withholding more accurately. Consider

o W=4

Department of the Treasury
Iniernal Revenue Service

using this calculator if you have a more
complicated tax situation, such as if you
have a working spouse, more than one job,
or a large amount of nonwage income not
subject to withholding outside of your job.
After your Form W-4 takes effect, you can
also use this calculator to see how the
amount of tax you're having withheld
compares to your projected total tax for
2019. If you use the calculator, you don’t
need to complete any of the worksheets for
Form W-4.,

Note that if you have too much tax
withheld, you will receive a refund when you
file your tax return. If you have too little tax
withheld, you will owe tax when you file your
tax return, and you might owe a penalty.

Filers with multiple jobs or working
spouses. If you have more than one job at
a time, or if you're married filing jointly and
your spouse is also working, read all of the
instructions including the instructions for
the Two-Earners/Multiple Jobs Workshest
before beginning.

Nonwage income. If you have a large
amount of nonwage income not subject to
withholding, such as interest or dividends,
consider making estimated tax payments
using Form 1040-ES, Estimated Tax for
Individuals. Otherwise, you might owe
additional tax. Or, you can use the
Deductions, Adjustments, and Additional
Income Worksheet on page 3 or the
calculator at www.irs.gov/W4App to make
sure you have enough tax withheld from
your paycheck. If you have pension or
annuity income, see Pub. 505 or use the
calculator at www.irs.gov/W4App to find
out if you should adjust your withholding
on Form W-4 or W-4P.

Nonresident alien. If you're a nonresident
alien, see Notice 1392, Supplemental Form
W-4 Instructions for Nonresident Aliens,
before completing this form.

Separate here and give Form W-4 to your employer. Keep the worksheet(s) for your records.

Employee’s Withholding Allowance Certificate

P Whether you're entitled to claim a certain number of
subject to review by the IRS. Your employer may be re

allowances or exemption from withholding is
quired to send a copy of this form to the IRS.

Specific Instructions
Personal Allowances Worksheet

Complete this worksheet on page 3 first to
determine the number of withholding
allowances to claim.

Line C. Head of household please note:
Generally, you may claim head of household
filing status on yaur tax return only if you're
unmarried and pay more than 50% of the
costs of keeping up a home for yourself and
a gualifying individual. See Pub. 501 for
more information about filing status,

Line E. Child tax credit. When you file your
tax return, you may be eligible to claim a
child tax credit for each of your eligible
children. To qualify, the child must be under
age 17 as of December 31, must be your
dependent whe lives with you for more than
half the year, and must have a valid social
security number. To learn mare about this
credit, see Pub. 972, Child Tax Credit. To
reduce the tax withheld from your pay by
taking this credit into account, follow the
instructions on line E of the worksheet. On
the worksheet you will be asked about your
total income. For this purpose, total income
includes all of your wages and other
income, including income earned by a
spouse if you are filing a joint return,

Line F. Credit for other dependents.
When you file your tax return, you may be
eligible to claim a credit for other
dependents for whom a child tax credit
can't be claimed, such as a qualifying child
who doesn’t meet the age or social
security number requirement for the child
tax credit, or a gualifying relative. To learn
more about this credit, see Pub. 972. Ta
reduce the tax withheld from your pay by
taking this credit into account, follow the
instructions on line F of the worksheet. On
the workshest, you will be asked about
your total income. For this purpose, total

OMB No. 1545-0074

2019

1 Your first name and middle initial

M Uy al el

Last name

5 vef sKeA i

2 Your social security number P

Home address {number and street or rural route)

/P Ave  f/prft

708

3 @‘éingle

D Married
Note: If married filing separately, check “Married, but withhold at higher Single rate.”

[ Married, but withhold at higher Single rate.

City or town, state, and ZIP code

SH loy) my £6505

4 If your last name differs from that shown on vour social security card,
check here. You must call 800-772-1213 for a replacement card. B D

S Total number of allowances you're claiming (from the applicable worksheet on th

6  Additional amount, if any, you want withheld from each paycheck
7

[ claim exemption from withholding for 2019, and | certi
e Last year | had a right to a refund of all
* This year | expect a refund of all federal income tax withheld becau
if you meet both conditions, write “Exempt” here .

fy that | meet both of the following conditions for exemption.
federal income tax withheld because | had no tax liability, and
se | expect to have no tax liability.

e following pages) . . . . 5 [

615

7]

Under penalties of perjury, | declare that | have examined this certificate and, to the best of

Employee’s signature

9 f 2
(This form is not valid unless you sign it) » f/’/{(’/ﬁ’%ﬁ( /g,(’(lé"’/éf’ﬁl”’{_f\__

my knowledge and belief, it is true, correct, and complete.

Date p

8 Employer's name and address (Employer: Complete boxes 8 and 10 if sending to IRS and complete
boxes 8, 9, and 10 if sending to State Directory of New Hires.)

9 First date of
employment

10 Employer identification
number (EIN)

For Privacy Act and Paperwork Reduction Act Notice, see page 4.

Cat. No. 10220Q

Form W~4 (2019)




EMERGENCY CONTACT INFORMATION

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

Employee Name: /’/W{l ( &ai“f; / //7Céf &@M | q
Address: 705 /(Z Aue_ Nph /T S/ NN L Lo ) 5
Home Phone: ,j;)(ff‘ d")g/ = g 5/ é ; - |

i BMBRGENCY CONTAGTS SRR T
Please list two people (in prio ity order) who could be contacted in case quaﬁ'emgrg@ay, e
Contact #1 : Home Phone:
520 567787
- [ Name: /i';@///\( L/i/f;; // / (‘/] Cell Phone: /?
Relationship: _, ) | | : Work i’imne:
Contact #2 ' Home Phone: -
3005229 T,
Name: VEQQ /7 K A/} /f / % S /) Cell Phone:
Relationship: / M 0 72 {7 /\ Work Phone:

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 case of an emergency.




» 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 provide a written election, wages will be paid by paper Check.

SECTION 1 BASIC INFORMATION _ : SR

Employee Name v N
EEENWIchael Buers Ker
Note: D:'rectDeposit accounts may ke upto7 ays to be atmted

_SECTION 2 PAYROLL ELECTION :
D Paper Check (Please complete Section 5 below)

SSN# (last 4 digits)

ﬂ Direct Deposit (Please complete Sections 3 and 5 below)
. Payroll Debit Card (Please complete Sections 4 and 5 below)
SECTION 3 DIRECT DEPOSIT

[] Update Bank Account
Bank Name:

<& . Clovd (ederal Credit Unie
Routing# &q qug(ﬂ S(o
Account# i—f-S(‘, LHO )

Account Type: [gAChecking_ ] Savings []Other

I understand and acknowledge that if I do not provide a
voided checlc 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.

Initial / g/éé Date KZ ’:7’257 / ‘[g

*  To help us avoid making an error, please attach a copy of a voided check. (a deposit slip will not work)
*  Ifyou change banks, do not close your old bank account until your direct deposit has started at the new bank, which may take 2 pay periods.

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

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

CARDHOLDER INFORMATION (as you want your Payroll Debit Card 1o be issued)

First Name ML Last Name Date of Birth
Street Address (o BOX NOT ACCEPTARLE) Social Security#
City State Zip Cell Phene (mobile)

RECEIPT OF PAYROLIL 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 Card, welcome brochure, program fees, program terms, conditions, and disclosures. By activating my Payroll Debit Card,

I'am agreeing to the program terms, conditions, and disclosures that are included or made available to me from time to time from the financial institution. [

authorize the financial institution to debit my Payroll Debit Card account for the fees described in the foe schedule that is part of the program terms,

conditions, and disclosures.

Employee’s Signature: Date:

SECTION 5 AUTHORIZATION o _ e i
[ authorize 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: W ﬂ?‘fﬂ(ﬁéu’c”/(’j‘kﬁﬂ/ L @ D174,/ o7

this information will only be used to send your paystubs electronically

Employee's Signature: 4. Date: 9/&87 “‘// 7




employer soluticns group..

Gt b B s W et e

HraitaEZ _
Enhancgd MEC Plan 1

Benefits Enrollment Form 1 New Employee
Employee Informaticn’’ e N
Name (First and Last) Social Security Number

Millme] foesshsn GRATT T AT

Address City State Zip Code_

703 W* dw syt Sltd _\my~ | 52507

Gender MY male Marital Status U/ Single | Date of Birt; :,,./757/  Date of Hire

enpicyer scluiions azticheide soup
Behpm e e e s b e

O Rehi_r Rehire Date

[ Female | [ Married [] Divorced

Ph?e Number; Email Address:

S20-23( 23// 65
Please Select Desired Coverage:

D Employee Cnly - D Employee+Spouse - D Employee+Child(ren) - D Family -
$27.00/Week $41.00/Week $39.00/Week $66.00/Week

Dependent

Social Security # Birth Date | 98X Re]ationship
[ Mate [T Spouse [ Chid
First Name M.L
Last Name 1 Female O Domestic Partner
Dependent Z :
Social Security # Birth Date | Sex Relaﬁonship
I Male - [iSpouse [ Child
First Name ML {ast Neme * [] Female 1 Domestic Partmer
Social Security # Birth Date | Sex Relationship
First Name ML Last Name LT maie [1spouse L1 Child X
1 Female [l Domestic Partner

IOthier coverage information including MedicarelMedicaid. =
NAME OF PERSON COVERED (FIRST, LAST):

EFF. DATE

EFF. DATE

EFF. DATE

Employee Acknowledgement and Authorization - 1 hereby apply for the group benefil(s) as indicated. | acknowledge that all entries are true and compleie and that
any misstatements or failure to report Information may be used as the basis 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 elected.

IF ENROLLING - YOU MUST SIGN HERE

Employee Signature Date

EMPLOYEES DECLINING 0 Iam DECLINING coverage

I understand that | and/or my dependents, if any, waive any coverage and desire to participate in the plan at a later date. lfwe may be considered a late enroliee and
must meet the requirements defined in the Certificate of Coverage for the company's medieal or dental plans. If | decline enrollment for myself or my dependents
(including my spouse) hecause of other coverage, | may, in future be able to enroll myself or my depende&‘lts in this plan, provided I request enroliment within 31
days after the other coverage ends. In addition, if a new dependent relationship forms as a result of marriage, birth, adoption, placement for adoption of parting suit
of adoption, | may be able to enroll myself or my dependent, provided | request enroliment within 31 days of the event. i

IF DECLINING- YOU MUST SIGN HERE

Employee $ignaturef2_//}fﬂ//%/ r/%{%j/ﬂ-\ Date A /;7 ‘/7

Emplayer Solutions Staffing Group Health Benefits Team
PO Box 46270
Eden Prairie, MN 55344
Phone: 952-767-3519 Fax: 952-767-9515
Email: health@employersalutionsgroup.com




