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7301 Ohms Lane Suite 405
Edina, MN 55439

Tel: 952.835.1288 « Fax: 952.835.1255
www.esgstaffingsolutions.com

New Hire Application

employer solutions staffing group.

Leveraging Resources in a Changing Market

Fersonal Data— PLEASE PRINT LEGIBLY IN INK

Last Name __{ (7 First Name Hi‘ﬂhﬂ(" \

Middle Initial 1) _
Street Address 9479 Strnad Df“, Apt/Ste & )
cityistateizip_Hombgy / ALY, / (HOTA |
Phone Number "IIlﬂ*?Q\*’%Jg(o& Email Address 0| [St0rmn AR @gmo{l .COHY)

Staffing Agency/Recruitment Partner _

All offers of employiment are conditional upon satisfactory proof of identity and legal ability to work in the U.5.A;

Are you legally authorized to work in the United States of America®? B'YES OnNo

Applicant Certlfleation and Authorization
| authorize Employer Solutions Staffing Group (ESSG}) fo 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 indicatad in this application,
regarding my pravious duties, responsibilities, performance, compensation and eligibility for rehire. '
! understand that a comprehensive background eheck may be canducted to determine my eligibifity 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, govamment regulations or by ESSG policies.
| release ESSG and other persons or entities from ény 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 accurste 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 fram
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.,
Vicheel W Kpacz. Gl P |15
Name (Print or type) Applicant's’Sinature == Date

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

For ESSG Offlce Use Only

poH ____ | NHwW 19 8850 . |ws

Emergency Contact Info

Background Release Fonm

Background Resuits

Unemployment Letter
(If applicable)

ESC Applicatlan

For ESSG Client Use

DOH

ROP

Work Site Loc.

WC Code

ES5G - LakeRegionMedical NY

Rev. 1172013
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Form W-4 (2015)

Purpuse. Complate Form W-4 so that your employar
can withhold the correct federal Income tax from your
Pay, Considar completing a new Form W-4 each yaar
and when your persanal ar financial situstion changes. .

Exemption from withhelding. If you are exempt,
complate only lines 1, 2, 3, 4, and 7 and =ign tha form
to validats it. Your exemption for 2016 expires
February 18, 2016. Sas Pub. 505, Tax Withhotding
and Estitmatad Tax.

Note, [t another peraon can claim you aa a dependsht
oh his or har tax return, you cannot claim sxemption
from witnhurdinﬁ If your income exceads %1,050 and
includes more than $350 of unearned incoms (for
example, interast and dividends).

Exceptions. An employes may be abls to clalm
xemption from withholding even if the amployes is a
dependent, If the employea:

+ 12 agye 65 or older,
* |5 blind, or

» Will claim adjustments to Incoime; tax credite; or
itemized deductions, oni his or her tax retutn,

Tha axceptions do not apply 16 supplernantal wa
greater than $1,000,000. wes

Bagic ingtrugtions. If you ara not exempt, camplete
the Personal Allawancesy Warkeheat bglow. The
workahests on page 2 further adjust your
withtiolding aflowances based on ltemizad
dadugtlons, certain credits, adjustments to Intome,
of two-eamars/muyltiple jobs situations,

Completa all worksheats that apply. Howsver, you
rmay claim fawer (or zero) allowancas, For regulay
wages, withholding must pe based on allowances
you claimad and may not be a flat amount or
parcentage of wages,

Head of household. Generally, you can claim head
of household fiing status on your tax return only if
you are unmayrried and pay more than 50% of the
c0sts of keeping up a home for yourself and your
dependant(s) or other gualifylng individuals, See
Puly, 501, Exemptlons, Standard Daeduction, and
Filing Information, far informatlon,

Tax oredits. You can taka projseted tax cradhts Into account

in figuring your allowahle mumbar of withholding allbwancas. .

Creditts for child or depencient care expanses and the child
tax credit may be cluimed using the Personal Allowances
Worksheat belaw. See Pub, 505 for information on
convarting your other credits into withholding allowancas,

Nonwage incame. If you hava a large amount of
rionwagse Income, such as Interest of dividends,
cansider meking estimated tax payments uslng Form
1040-E3, Estimatad Tax for indlviduala. Otharwlze, yau
may owe additional tax, If you havs penafon or annuity
income, see Pub. 505 to find out i‘fﬁ}(ou should adjust
your withholding on Form W-4 or W-4P,

Two earers or multiple Jobs. If you have 8
working spouse ot more than one |ob, figura the
total number of allowances you ars entitled 10 claim
on all joba using worksheets from only one Form
W-4. Your withholding usyally will be most accurate
when all allowances are claimed on the Form W-4
for the highest peying Job and zero allowances ars
Claimed on the others, See Pub. 505 for details.

Nontesident afien. If you ars a nonresidant aller,
soe Notica 1392, Supplemental Form W-4
Instructions for Nonragjgent Aliens, befora
complating this farm.

Gheck vour withholding, After your Form W-4 takes
affact, uae Puly, 505 to see how the amount yau are
having withheld compares to your projested total tax
for 2015. 820 Puk, 505, sapacially if )6our sarnings
excesd $130,000 (Singls) or $180,000 (Married),
Future developments. Informatton about any futura

developmenta affecting Form W-4 (auch as légisiation
enacted after wa refease it) will be posted at wivw.irs.goviwd.

Personal Allowances Worksheet (Keep for your records.)

A Enter "1” for yourseif if no one slse can claim you as a dependent . . . .
* You are slngle and have only one job; or

B Enter“1"if:

G Enter 1" for your spouse. But, you may choosa to eniter “~0-"

than ona job. (Entering “-0-" may help you avoid having toa little tax withheld) .

D Enter number of dependents (othar than your spousse of yourself) you will clalmon your tax return . . . . . .
E  Enter "1" if you wiil file as head of household on your tax return (see conditions under Head of household above) .
F  Enter “1” if you have at least $2,000 of child or dependent care exXpenses for which you plan to claim a credit ., . .

* You are married, have only one job, and your spouse does not work; or
* Your wages from a second job or your spouse’s wages {or the total of both) are $1,500 or less.
if you are married and have either & working SpoUse of more

- S ©)
. 8 D

D O

E_O

F_0O

{Note, Do not inciude child support payments. See Pub. 508, Child and Dependent Care Expenses, for details,)

G Child Tax Credit (including additional child tex credit). Sea Pub, 972, Child Tax Credit, for more Information. .
* If your total income will be less than $65,000 ($100,000 If married), enter “2" for each aligible child; then less “1" if you
have two to four eligible children or lese “2” if you have flve or more eligible children.
* If your total Income will be between $65,000 and $84,000 ($100,000 and $119,000 if married), enter “1” for each eligible child . . . G O

H - Add lines A through G and enter total here. (Note. This may be different from the number of examptions you clalm on your tax ratum.} = H )

For accuracy,
complete all
workzhsats
that apply.

* If you plan to itemize or claim adjustman

and Adjustments Warksheet on pags 2,
* If you are single and have more than ane job or are marrlad and
earnings from all jobs exceed $50,000 ($20,000 i married)
avoid having too litte tax withhald,

* If neither of the above situations applias, stop here and enter the number from fine H on line 5.of Farm W-4 below.

15 to income and want to reduce your withholding, see the Deductions

vou and yaur spouse both work and the combited
, a8e the Two-Earners/Multiple Jobs Warksheet on page 2 tu

Form w-4

Department of the Treaswy
intamal Revenus Service

Separate here and give Form W-4 ta your employer. Keep the top part far your records.

Employee’s Withholding Allowance Certificate

¥ Whether you are antitied o claim a certaln number of allowsnees or exemption from withhulding is
subject t review by the IRS. Your employsr may he required to send a copy of thig form to the IRR,

OMB No. 1845-0074

2015

1 Your firat nama and middle initial Last name 2  Your soclal ge¢urity number

Michnel D ez Do &8~ 4721

. Fome addtess (number andsfreet of furaloide) | 8 [ single ¥ Marrea [ Marriad, but withhold at higher Singls rate,

Q’i'”q ﬁ"\"ﬂnfi "‘\)(_\’ % Hote. If rarried, but legally separated, or spouse I a nonresidant alian, check the “Slngle” bow,

, Gity ortown, state, and ZJF code 4 1t your last name differs from that shown on your social sscurity card,
}—\ﬂmho(‘ [ N}(, \ \'—}O-IV‘; _¢heck here. You must eall 1-800-772-1213 for a replacement eavd, b [ ]

§  Total nufnbbr bf allowances yau are claiming (from line H above or from the applicable warksheet on page 2) 5 (O

6  Addltional amount, if any, you want withheld from each paycheck . ., . . . . . . . . .

7 | clalm exernption from withholding for 2015, and | certify that | meet both of the followin conditlons for exemption,
* Last year | had a right to a refund of all faderal Income fax withheld because | had no tax liability, a
* This year | expect & refund of all federal Income tax withheld because | expect to have no tax liabll

If you meet both conditions, write “Exempt™ here. . . . o e e ..

nich

--*7'NO

Under penalties of perjury, | declare that [ have examined this certificate and, (o the

Employee's signature

(This form is not valid unless you slgn it nﬁMWrﬂ@ﬂ

best of my knowledge and beillef, it is true, correct, and complete.

pater {g-{-{ 5

&  Employer's name and address (Employer: Complats eS8 and 10 only if sending to the RS}

& Office code (optional)

10 Employer identification number (EIN)

For Privacy Act and Paperwark Reductlon Act Notice, see page 2,

Cat. No. 102200

Form W-4 (z015)
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Employment Eligibility Verification USCIS

F I-9
Department of Homeland Security , Vi

i . —— y OMB No. 1615-0047
U.5. Citizenship and Immigration Services Expires 03/31/2016

MSTART HERE. Raad Instructions carefully bafore completing this form., The instructions must ba available during completlon of this form.

ANTI-DISCRIMINATION NOTICE: tis iliegal to discriminaie against work-authorized individuals. Employers CANNOT specify which .
document(s) they will aceept from an employee. The refusal to hire an individual because the documentation presented has a future
expiration date may also constitute illegal discrimination.

Last Name (Family Name) First Name (Given Name) Middle initial

Ko7 Michoel

Address (Street Number and Nerme)

Apt. Number City ar Town State Zip Code
479 Stnad D %:5 Ham_bug ALY

3 HOTR
Date of Birth (mm/dd/vyyy) |U.S. Social Security Number | E-mall Address Telephone Number

|38 L0 FFHETA] Dollstorm (R388@gmoilam ik 331 7863

am aware that federal law provides for imprisonment and/or fines for false statements or use of false documents in
connsction with the completion of this form.

[ attest, under penalty of perjury, that | am (sheck one of the following):
A cifizen of the United States

[ A nongitizen national of the United States (See instructions)

Other Names Used (i any)

[ A lawful permanent resident {Alisn Registration Number/USCIS Number):

[} An alien authorized to wark until (expiration date, if applicable, mm/ddiyyyy)

. Some aliens may write "N/A" in this field.
{See instructians)

For allens authorized fo work, provide your Atien Registration Numbew/USCIS Number OR Form -84 Admission Number:
1. Alien Registration Number/USCIS Number: .
3.0 Barcode
OR Do Not Wrlta in This Space
2. Form 1-94 Admission Number:

if you obtained your admission number from CBF in connection with your arrival in the United
States, include the following:

Foreign Passportt Nurmber;

Courtry of [ssuance:

Some aliens may write "N/A" on the Foreign Passport Number and Country of issuance fields. (See instructions)

Signature of Empluyeeﬁ N Ay ' Date (mm/iddiyyyy): Dtﬂ'O‘ 330;6

R

otiEian el
i gg}w.i*@hw

Lt

.
Betiah

owledge the

AR

Blgnaturé of Preparer or Transiator: Date (mm/id/yyyy):

|Last Name {Family Name) Flrst Name (Given Name)

Address (Street Number and Name) City or Town State Zip Code

SH g e e
2 “‘ " g’; %’ : %%z&% stgp
R SRR e A A O DR T RN hes

Form I-9 03/08/13 N



Section 2. Employer or Authorized Representatwe Review and Venﬂcation .
(Employers or their authonzed representatlve must complete and sign Sectron 2 wrthm 3 busmess days of the emplo' 'S fi f rst day of employment Yoa
must physrcally examine one document from List A OR examine a combmat/on of one document from List Band one document from List C as llsied on
the "Lists of Acceptable Documents" on the next page of this form For each document you revrew record the fo//owrng mformat/on document Iﬂ Sy

issuing authority, document number and expiration date ifany.) : o S ; : o : e

Employee Last Name, First Name and Middle Initial from Section 1:

List A OR List B AND List C
Identity and Employment Authorization Identity Employment Authorization

Document Title: Document Title: L} ,gvei/g U (/U/) SQ Do\c;u(i)ngné&ﬁlegemw Cay d
 {Issuing Authority: W M \l 0 }’\f Issumg Authonty

Document Number({Cig lD q ‘ (p,q/)/ Documfgw‘i”é)g:‘ U

Expiration Date (if any)(mm/dd/yyyy): Expiration Date (if any)(mm/dd/yyyy):

213 [201¢

Issuing Authority:

Document Number:

Expiration Date (if any)(mm/dd/yyyy):

Document Title:

Issuing Authority:

Document Number:

Expiration Date (if any)(mm/dd/yyyy):
3-D Barcode
Do Not Write in This Space

Document Title:

Issuing Authority:

Document Number:

Expiration Date (if any)(mm/dd/yyyy):

Certification

| attest, under penalty 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 relate to the employee named, and (3) to the best of my knowledge the
employee is authorized to work in the United States.

The employee's first day of employment (mm/dd/yyyy): 9@/ 01/ 7’0 (See instructions for exemptions.)
Signature of Employer or Authorized Representative Date (mm/dd/yyyy) Title of Employer or Authorized Representative

Mﬁ o) O[G ] 201G [Akini Shanive s staind—
Last Name (‘Family Name) First Name (Given Name) Employer's Business or Organization Name

rdu EMPLOYER SOLUTIONS STAFFING GROUP LLC
Sadnoll Coadlin
Employer's Business or Organization Address (Street Number and Name) | City or Town State Zip Code
7301 OHMS LANE SUITE 405 EDINA MN 55439

Section 3. Reverification and Rehires (7o be completed and signed by employer or authorized representative.)

A. New Name (if applicable) Last Name (Family Name) First Name (Given Name) Middle Initial | B. Date of Rehire (if applicable) (mm/dd/yyyy):

C. If employee's previous grant of employment authorization has expired, provide the information for the document from List A or List C the employee
presented that establishes current employment authorization in the space provided below.

Document Title: Document Number: Expiration Date (if any)(mm/dd/yyyy):

| attest, under penalty of perjury, that to the best of my knowledge, this employee is authorized to work in the United States, and if
the 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: Date (mmv/dd/yyyy): Print Name of Employer or Authorized Representative:

Form I-9 03/08/13 N
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EMERGENCY CONTACT INFORMATION

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

Employee Name: M!(’\md w H(’)*)Qct
Address: ‘%-479 ‘%“W“l"@d Wr‘ (P{;S H&Yﬂb( 'W“) M\( 4075

Home Phone: 75‘.0 \3‘:” 78 (!I?)

Contact #1 Home Phone:
Name: Qmomja A %D'}?QCZ Cell Phone: —1,- 30| 78D
Relationship: (J\)V?Q, | Work Phone: 7“3 (-é’LOQ) 5095
Contact #2 . |Home Phone:
Name: Cell Phone:
Relationship: Work Phone: |

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

_Alercy o ety
71

This information will remain confidential and will enlv be used In the case of an emeraency.
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employer solutions staffing group.

Leveraging Resources in a Changing Market
Direct Deposit/Payroll Debit Card Authorization

Employees have the option of receiving wages by Direct Deposit and/or Payroll Debit Card.
If you do not provide a written election, wages will be paid by Payrol] Debit Card.
SECTION | BASIC INFORMATION

7 |

Employee Name . i

Nael ) ofrnez
SECTION 2 PAYROLL ELRCTION

D Direct Peposit (Please camplete Sections 3 and 5 below)
@ Fayroll Debit Card (Please complete Sections 4 and 3 below)
SECTION 3 DIRECT DLEPOSIT

[ Update Bank Account
Bank Name:

SSN# (Jast 4 digits) | Effective Date

I understand and acknnwleﬂge that if I do not provide 2
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,

Routing#

Account# .
Initial Date

Accovat Type: L] Checking [ Savings TOther

=  To help us avoid making an ercor, please attach a copy of a voided chack. (a deposit slip will not work)
= If you change banks, do not close your old bank account until your direct deposit has started at the new bank, which may take 2 pay petiods.

SECTION 4 PAYROLL DEBIT CARD (GLOBAL CASILCARD)

Fedaral law requires all financial institations to obtain, verify, and record information that identifies each person who opens an account. In opder to
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 & Direct Deposit/Payroll Debit Card Authorization, ESSG will provide the necessary information and issue you a Payroll Debit
Card ¢ 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 of
transactions. On your first payday, you will receive your new Payroll Debit Card, and a packet containing afl 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 recelve
wages.

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

First Name M.I. ‘ Last Name. ; Date of Birth
Midhael D Kodoez. 123 F&

Stgggf Address ‘{’,‘l BUXNOT ACCEPTABLE) ] Social Secuyity#

SUT4 <venod 10088 4721

- i i i e one (mobile
“ L enooery Ky 1* Hols CellFhene (ot 0 20 TR R

RECEIPT OF PAYRALL DEBIT CARD (to be completed when you pick up your Payroll Debit Card)

Payroll Debit Card Routing # Payroll Debit Card Account # L‘% 65 \kbb\ %L{?) @’] 3}

073972181
I bave received my Payrolt Debit Card, welcome brochure, program fees, program terms, conditions, and digclosures. By activating my Payroll Debit Card,
I am sgrecing to the program terms, conditions, and disclosures that are included or made available to me from titme to time fotn the fnancial institution. 1
autherize the financial institution to debit my Payroll Debit Card account for the fees described in the fee schedule that 15 part of the program terms,

conditions, and disclosures,

Employee’s Signature:%M% TR Date: Lé) l' l5 ;

1 authorize ESSG to divectly deposit moy periodic wages/compensation payments, net of required tax withholdings, other required withboldings
or suthorized 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: h&\@bm\&\w @ O\m&\\ ~C.OM

this informisidn will only be used-tdf send your paystubs electronically

Employee's Signaturﬂ W %@K ' Date: ( ‘_,9‘\" {6




G 2972 Barranca prwy IMPORTANT PLEASE READ

STE 1610
irvine, CA 92606 ***DO NOT DISCARD***

*#%*DO NOT DISCARD THIS CARD

Mighael Kopact

1. Activate your card: Online
www.globalcashcard. com/act ate-or
by calling 866-929-80
2. Use your card: Sign th
paycard and start using
3. Manage your card: Ma
funds, your way! Go on

Congratulations! ACTIVATE YOUR
NEW Global Cash Card paycard!

| User Login Reg manage your
account online.

Your Card. YourMonev nght Now.

e NO FEE purchases - Pay retailers, restaurants, gas stations, online merchants, and
more by using your paycard as a signature or credit type of purchase!

e Get cash back - Use your PIN for purchases and get cash back from merchants.

e Get cash at ATMs - Get cash at millions of ATM’s worldwide.

e Alert notifications - Go to your online account at www.globalcashcard.com to set up

text or e-mail alerts.
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®
Form A (rev. 08/12) TAX CREDIT QUESTIONNAIRE TAX
iztg in Tax Gradlt Adminixtrativn
EMPLOYER SECTION: '
ESG FEIN#:. : ESG Client Name & State:
Hiring Manager: ' ‘ Position: Starting Wage: §
EMFPLOYEE SECTION:
EWIO}'&@ Name: Street Address; . City/State: i Zip:
Uithoel D Yooz | 5476 Sinacl Dr. BS | Famborg \NY 1075
S&#: Date of Birth: Age: Have you worked for | Ifyes, location: L/ '
ey this company before?
10l -S¥ -4\ | 12131938 | Qb | "HVe AN
Please complete all questions, and sign and date the form. A | Yes No
1. Have you or has anyone living with you recetved Temporary Assistance t¢ Needy Families (TANF) D E{
at apy time since Augnst 3, 19977 (If yes, please provide information below.)
Name of the person receiving benefits: Relationship to you:
City: : County: State:
2. Have you or has anyone living with you received Food Stamps (SNAP) at any time during the past 15 months? I:] E’r
(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 (85I) at any time within the past 3 months? E:l @/

Please note, this is not the same as Social Seenrity benefits (55) or Sovial Security Disability (S5D1) benefits.
S vou checked yes please provide a copy of your SSI documentation.

4, Have youreceived any type of vocational rehabilitation services within the past two years? E]
If yes, please indicate which type of agency you worked with and provide their tocation information below:
D Vocational Rehabilitation Agency Dept. of Veterans Affairs E] Employment Network ( Ticket to Work Program)

Natme of Agency: Phone #:
City: County: State:
*If you checked yes please provide a copy of yaur active Individual Work Plan and Ticket to Wark documentation.

St

O
S

5, Areyou a Veteran of the U.S. Military? *[fyes, please provide a copy of your DD-214 and letter of separdation,
(If yes, please provide informmation below. If no, please continue to question #6.)
Diates of Service - From: / /- To: / /
Branch of Service:

Are you entitled to or are you receiving compensation for a service-connected disability?
Have you been unemployed at any time during the last 12 months?

[

If ves, dates of unemployment - From: / / To: /o
Did you receive unem ployment compensation at any point during your unemployment?

.

6. Have you heen convicted of a felony or released from prison for a felony convietion in the past 12 months?
Convietion Date: ./ / Release Date: / /
Was this a D Federal or D State conviction? If State - County: ... State:

B L T e T T 7
i ﬁ% gh E.'., R 7 W g !:'a,‘ ‘la#:gggkgz RS QEE!E%%{% A g i ﬂ}%ﬁ% ﬁm}; @E;&é’g\gi H‘ " Eﬁén
JEC (Native Aperican): Are you ot your spouse a member of a Native Amerjcan Tribe? L—_] [:]
“Ifyou checked yes please provide a capy of your CDIB card. v '
CA Residents: Are you the child of foster parents? || Do you receive CalWorks? ] workforce tnvestment Act?

Are you a migrant or seasonal farm worker? [:] Have you ever becn convicted of a misdemeanot?
8C Residents: Do you receive Family Independence Benefits?
Yy P

FLEASE READ, SIGN, AND DATE: .

Under penalties of petjury, I declare the information above to be true and aecwrate to the best of my lmowledge, and I hereby authorize any agency,
organization, or individuals 1o supply such verification or information that may be needed to determine tas credit eligibility to my employer, emplayer
representative (Associated Consultants, Inc. dba Retrotax), or the Department of Labor.

New Employee Sighature Date: (_t? ’ \ d ‘6
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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.

Notify vour emplover immediately of any new injuries or conditions that impact
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 responsibilities and agree to abide by these guldelinas

Slgned%W /"g‘;“"i—\;i":}
Printed Name: M\F hf e \F)OPQCZ
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employer solutions staffing 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, 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
report to your staffing recruiter that the check was stolen. If the check has not
been cashed and if the loss of the check was not your fault, ESSG will issue a
new check and no fee will be deducted.

CHEQUES DE PAGO PERDIDOS O ROBADOS

Si un cheque de pago se pierde (que falta, fuera de lugar, destruido, perdido en
el correo, efc), usted debe nofificar a su reclutador de personal que el cheque no
se puede encontrar. Si se puede verificar que el cheque no ha sido cobrado,
ESSG se detendra el cheque de pagoy reemitir el cheque a usted, descontando
un cargo de entre $ 25 - § 35.

Si su cheque de pago fue robado, primero debe denunciar el robo a la policia
antes de que podamos voiver a emitir el cheque. Una vez hecho esto, usted
debe proporcionar una copia de la denuncia a su reclutador de perscnal que el
cheque fue robado. Si el cheque no ha sido cobrado y si la pérdida del cheque
no fue su culpa, ESSG emitira un nuevo cheque y no hay cuota se deducira.

AGREED/SE ACUERDA—
Name/Nombre (con letra de molde): M(OMQ D H “D(}( 7

Signature/Firma:%lWa—.
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DISCLOSURE AND AUTHORIZATION [IMPORTANT -- PLEASE READ CAREFULLY BEFORE SIGNING AUTHORIZATION]

DISCLOSURE REGARDING BACKGROUND INVESTIGATION

Employer Solutions Staffing Group LLC {E55G) may obtain infarmation about you fér employment purposes from a third party consumer reporting
agency. Thus, you may be the subject of a “consumer report” and/or an “investigative consumer report” that may Include information about your
character, general reputation, personal characteristics, and/or mode of living, and that can involve personal interviews with sources, such as your
neighbors, friends, or'associates, These reports may contain information regarding your credit history, criminal history, social security number
validation, motor vehicle records (“driving records”), verlfication of your education or employment histary, ar ather background checks. Credit
history will only be requested where such Information s substantially related to the duties and responsibilities of the position for which you are
applying. You have the right, upon written request made within a reasonable time, to request whether & consumer report has been requested and
compiled about you, and disclosure of the nature and scope of any investigative consumer report and 1o request a copy of your report, Fleass be
advised that the nature and scope of the most common form of investigative consumer report obtained with regard to applicants for emplayment
is an investigation Inte your education and/or employment history conducted by Orange Tree Employment Screening, 7275 Ohms Lane,
Minneapolis, MN 55439, Tel.: 800-886-4777 or 952-941-9040. Fax: 800-886-0774 or 952-941-5041. ORANGE TREE EMPLOYMENT SCREENING's
website Is at wiww orangetreescreening.com, or another outside organization. The scope of this notice and authorization is all-encompassing,
however, allowing ESSG to obtain from any outside organization all manner of consumer reports and Investigative consumer raports now and
throughout the course of your employment to the extent permitted by law. As a result, you should carefully consider whether to exercise your
right to requestdlsclosure of the nature and scope of any mvestxgatlve consumsr report.

New York and Malne applicants or emplayzes only: You have the right to Inspect and receive 2 copy of any investigative consumer report requested by ESSG by
contacting the consumer reparting agency identified above diractly. You may alsu contact ESSG to request the name, address and telephane number ofthe
nearest unit of the consumer reporting agenty designated to handle Inqulries, which ESSG shall provide within 5 days.

New York applicants at ernployees atly: Upon reguest, vou will b informed whether of not a consumer report was requested by ES5G, and if such report was
requested, informed of the name and address of the consumer reparting agency thet furnished the report. By signing below, you also acknowledge receipt of
Article 23-A of the New York Correction Lew.

Qregan applizants or employass only: Information deseribing your rights under federal and Qregon law regarding consurner identity theft protection, the sterage
and disposal of your cradit informatinn, and remedies avallable should you suspect or find that ESSG has not matntained secured records is available ta you upan
request.

Washington State applisanit ar emplayees only: You also have the right to request from the consumer reporting agancy a written summary of your rights and
rermnedies under the Washington Fair Credit Reporting Act,

ACKNOWLEDGMENT AND AUTHORIZATION

| acknowledge recelpt of the DISCLOSURE REGARDING BACKGROUND INVESTIGATION and A SUMMARY OF YOUR RIGHTS UNDER THE FAIR CREDIT
REPORTING ACT and certify that | have read and understand both of these documents. | hereby authorize the obtaining of “consumer reports”
and/or “investigative consumer raports” by ESSG at any time after recelpt of this authorization and thraugheut my employment, if applicable. To
this end, | hereby authorize, without reservation, any law enforcement agency, administrator, state or federat agency, institution, school or
university (public or private), information service bureau, company, or insurance company to furnish any and all background infermation requested
by Orange Tree Employment Screening, 7275 Ohms Lane, Minneapolis, MN 55438, Tal.: 200-886-4777 or 952- 941-9040. ORANGE TREE
EMPLOYMENT SCREENING's website is at: www,orangetresscreening.com, anuther outside organization acting on behalf of the company, and/or
the company itself. | agree that a facsimile (“fax”), electronic or photographlc copy of this Authorization shall be as valld as the original.

lieants or employess oply: By signing below, you also acknowledge receipt of Artigle 23-a of the New York Correctlon Law,
Minnasota and Gklyhoma applicants or employess only: Flaase checkthis o Ifyou would like to recaive a capy af a consumer report If one Is obtained by ES5G.

M(Mustlnclude sl adres: WA\&W \a‘?)mgmﬂl\ Lo }

Sigﬂaturé‘ﬁM‘ s ' Date: (0' ' i ‘6
BACKGROUND INFORMATION '

Last Name: V\DX‘XKZE. k ‘ First: uid'\(l‘@,\ ‘ Middle: SD

Other Namas/Alias:

Social Security #*: ‘ £2LQ"88'47& \ | | Date of 8irth (mm/dd/yyyy)*: ia ‘8 \Q‘SB'
Driver’s License #: m { Qq b { _0-1 A State of Driver's License: M{N \JOFV\

Present Addréss:‘ ‘::q._IQ S\Wﬂé\ TDV, ?ﬁ Telephone # (Primary): '7”..0 8@‘ - 78@5
Clty/State/Zip: ’Ho.mkl{f} M.\L V“ D#KF;

*This Information will be used for background screening purposes only and will not be used as hiring criteria,
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vsI-IND 219301-EMP | QFFSEUSE yocamoy Rehire Date ____/____/________
ENROLLMENT FORM ESC NAV#SAD P2M v15(
REQUIRED EMPLOYEE INFORMATION OPTION 1
PRINT USING BLACK or BLUE INK. FIXED INDEMNITY PLAN Weckly Rated
(Must Be Fllled Out) You MUST entoll in the Indemnity Medical Insurance Plan before adding
Social Security Number _1_ -[.D- _8_‘8_ H_l Q. any additional Indemnity benefits, except Dental. Your coverage level
| | for the Term Life will be identical to your medical plan selection.
DateorBi L2/ | /1 4 8K DA F] '
M \’\ % oy Sex FIXED INDEMNITY MEDICAL < }
Name \Q Qe (‘)\CLCE l:l $20.91 Employee Only

Street Address 547Q %ﬁ&ﬁ tD'(H. 36 l:l $42.44 Employee + 1
City Hc\mb\)r(ﬁ State M.i Zip _LL_‘LQli % $56.67 Employee + Family
Home Phone 8 1l -39 __L_—_j_i_(_g_ém NO to all Indemnity benefits.

This coverage is not available to residents of New
~ Do you or any dependents have Medicare? Hampshire, Hawaii, or Puerto Rico.
[ Yes No If Yes: 4

Medicare Health Insurance Claim Numbet (HICN) DENTAL w
D $5.99 Employee Only
Medicate Effective Date  ___./ ____/__ _______ D $11.98 Employee + 1

Names of Covered Person(s) $19.77 Employee + Family

L. IE/NO

TERM LIFE m
LV 4

$0.60 Employee Only
[::[ YES  $0.00 Employes + |

Name
‘ . NO $1.80 Employee + Family
Social Security Number « " T
Date of Bifth -/ o Sex SHORT-TERM DISABILITY t
Relationship: {JSpouse [ Child [ Domestic Partner l::l ES (_/
$4.20 Employee Only
Name
Social Security Number " __ " Short-Term Disability is not available to persons who work in

California, Hawaii, New Jersey, New York, or Rhode Island.
sex [MI[F]

Dateof Bith _____ /. o

Relationship: []Spouse [ Child [ Domestic Partner -

BENLFICIARY INFORMATION

For Term Life / Accidental Death & Dismemberment, please write
in your beneficiary information,

NAME OF BENE&ICI@\RY
mn odn WE

RELATIONSHIP

Wi,

Accidental Death & Dismemberment is part of the Term Life Benefit.

I have read the benefit packet and understand its limitations. I understand that open enrollment is only available for a limited time and I
understand that making no benefit 8¢ cnon isa clecl ation of coverage.

> Signature %L+ m pae D[/ 01/ Q0 LS
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' New York State Dapartment of Taxation and Finance _
~ Employee’s Withholding Allowance Certificate IT-2104

New York State « New York City + Yonkers

First name and middie Initial Last name Yaur social security number

Mtenoe) D VAOn0eZ. D §F. 47291

Pormanent home addrass (numbar apd siest or rursl aiits) i Apariment number Single ar Head o household Mianted ¥

547 q S ﬁQd ‘\\3\’“. 86 Married, but withhcld at higher single rate

Gity, village, of post oHfice ; o State ZIP cods Nate: (f marfied but legally saparated, mark anXin
mh_’) i Nﬂ . \L\D_1 F‘; the Single or Head of housshold box.

Areyou a residentif New York City? No % : .

Ara you a resident of Yonkers? ..o No

Complete the worksheet on page 3 before making any entries. .

4 Total number of allowancas you are slaiming for New York State and Yonkers, if applicable (from line 17) oo 11 0

5 Total number of allowances for New York Y (FOM lINE 28) .uvsvnuerremrssssimims st oo s 2] O

Use lines 3, 4, and 5 balow to have additional withholding per pay period under speclal agreement with your smployer.
3 New York State amount ...t 30 (O

4 New York Gy @MOUNt ..o .4
B YONKErs amoOUNE ..wociasiesmiennar s simye et an i 5 ﬂ

| certify that | am entitled to the nurrber of withholding allowances claimed an this certificate.

Date

(o] 55

analty — A perfgity of $560 may imposed far any false statement you make that decreases the amount of monay you have withheld
from your wages. You may also be subject to criminal penalties.

Q]

e ——

Employee: detach this page and give it to your employer; keep a copy for your records.

Employer: Keep this certificate with your records.
Mark an X in box A and/or box B to indicate why you are sending a copy of this form to New York State (see insiructions):

A Employes claimed more than 14 exemption allowances for NYS ... A D
B Employeeisa new hire or a rehire... B @ First date employee performed services for pay {mm-dd-yyyy} (§ee instr). [—‘,_———w::l
Are dependent health insurance penefits available for this employee? ... Yes @ No D
If Yes, enter the date the employes qualifies (mm-dd-yyyy): ] A

Employer's name and addresa (Enployer; complats this sectian only If you are sending & copy of this form to the NYS Tax Depariment,) | Employer identification number

/K

/- Y

Instructions
Changes effective for 2015 and file It with your smployar if the number of allewances you may claim
Form IT-2104 has baen revisad for tax year 2015. The worksheet on is different from federal Form Wa4 or has shangad. Gommon [e8Sens for
page 3, the charis baginning on page 4, and the additional doliar amauntg | Completing a new Form IT-2104 each yeer include the following:
it the ingtructions on page 2, usad to compute withholding allowances + You started a new job.
of to anter an additional dollar amount on line(s) 3, 4, or 6, have been + You are no longer a dependant.

raviged. If you praviously filed a Form [T=2104 and used the warksheet, R . .
charts, of additional dollar amounts, you should complate 2 new 2015 A‘V';C‘;l:; ‘&2}';&?‘;‘;‘;&2@:gg%?t.?ﬁgl img changed (for example, you
Forrn IT-2104 and give ft o your employsr « You moved info or out of NYClar Yonker:

Who should file this form + You ltemize your deductions or your personal incoma tax return.

This cedtificate, Form [T-2104, is completed by an employee and given + You claim allowances for New York State credits.

to the employer to Instruct the employer how much New ‘York State (and + You owed tax or récelved & large refund when you filed your ersonal
Naw York Clty and Yonkers) tax to withhold from the employes's pay. The incame tax raturn for the past?ear. y youre

mota allowances claimed, the lower the amourt of tax withheld, . Your wages have Increased and you expe ot to @arn §106,200 or more
I you do not file Form [T-2104, your employer may use the same number during the tax year.

of allowances you claimed on fédaral Form W-4, Due to differencas in . The total income of you and your spouse has increased to $108,200 or
tax law, this may result in the wrong amount of tax withheld for New York mora for the tax year,

State, New York City, and Yonkers. Complete Form IT-2104 sach year

Yot have significantly more e less insome from other sources or from
anather job,

« You no longer quailfy for exemption from withholding.
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employer solutions staffing group.

Leveraging Resources in a Changing Market

STATEMENT OF CONFIDENTIALITY

This agreement made this |S+day of - uné 2015, between
Empioyer Solutions Staffi ng Group LLC, hereinafter referred to as “employer”,
and . 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
proprietary information or know-how related to the business of the employer.

In view of the difficulty of determining the amount of damages which may
result to the employer from a violation of any of the provisions hereof, the
employee agrees to pay to the employer the sum of $10,000 as liquidated
damages for every such violation; provided, however, that the payment of such
amount as liquidated damages shall not be construed as a release or waiver by
the employer of the right to prevent any such violation in equity or otherwise.

W%&% __Wl5

Employée Signature

Employer Solutions Staffing Group LLC, Representative
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- 3890 Pre-Screening Notice and Certification Request for

{Rev. January 2012) the Work Opportunity Credit OMB No, 1545-1500
Department of the Tregaury . - :
Internal Reveriue Servige - L P Ses saparate instructions. .
Job applicant: Fill In the lines below and check any boxes that apply. Compiete ohly this sida.
Your name M[ (\h(} ¢ ’ j) KQ?“QC?_’,_ ' Social security number I etitia N
e t + .‘_.. "

Street address where you live 5 Y70 S{hfr)n()' ibr ﬂP)\a;
City ot town, state, and ZIP code H&mbU@ ; N M . l 4 (.)76
County  {oyyp. Telaphone number “J{{ 530} ’78(08

If you are under age 40, enter your date of birth {month, day, vear) A 13- 1978

1 [ Check hers if you recaived a conditional certification from the state workioree agency (SWA) or a participating focal agency
for the work opportunity credit.

2 [ Check here if any of the following statements apply to you,
* | am a member of a famlly that has received assistanca from Temporary Assistance for Needy Familias (TANF) far any @
moanths during the past 18 months. :
= lam a veteran and a member of a family that received Supplemental Nutrition Asgistance Prograr (SNAP) benefits {food
stamps} for at least a 3-month period during the past 15 months.
-+ I'was referred hera by a rehabilitation agency approved by the state, an employment network under the Ticket to Work
prograrm, or the Depariment of Veterans Affairs. : :
* |l am at least age 18 but not age 40 or older and | am a member of a family that:
a Received SNAF benafits (food stampa) for the past 6 months, or
b Recelved SNAP benefits (food stamps) for at least 3 of the past § months, but is no lenger eligible to receiva tham.
* During the past year, | was convicted of a felony of released from prison for a fetony.,
¢ | recaived supplemental security incoms (581} benefits for any manth ending during the past 60 days. |
| am a veteran and | was unemployed for a perlod or periods totaling at least 4 weeks but less than 6 months during the
past vear.

*

3 [ Check here if you are a veteran and you were unemplayed for a period or periods totaling at least 6 months during the past
year. .

4 [ Check here if you are & veteran entitlad to compensation for a service-vonnaected disability and you were discharged or
refeased fram active duty in the U.S. Armed Forees during the past year.

5 [ Check here if you are a vateran entitled to eompensation for a service-connected disability and you were unemployed far a
pariod or periods totaling atf least 6 months during the past year.

6 [ Check here if you are a membar of a family that: 4
= Recelved TANF paytnents for at least the past 18 rnonths, or i
* Received TANF payments for any 18 months beginning after August 5, 1997, and the earliest 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 stata law limited the maximum time
those payments could be made.

Signature — All Applicants Must Sign

Under penalties of petjury, | declare that | gave the above information to the ermployar on ar befote the day | was offered a job, and it1s, fo ihe best of My knowledga, trye,
correct, and complete. . :

Job applicant’s signature PW __Date gé’” ’ l5

For Privacy Aet and Paperwark Reduction Act Notice, see page 2. Cat, No, 228511 Form 8850 (Rev. 1-2012)
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SENSITIVE BUT UNCLASSIFIED

https://e-verify.uscis.gov/emp/BpCaseDetailsLetter.aspx ?CaseVerNu...

Department of Homeland Security Report Prepared: 06/01/2015

E-Verify Page: 1 of 1

Case Verification Number: 2015152164806FY
Case Information:

Employee Information:

Last Name: Kopacz First Name: Michael
Middle Initial: Other Names Used:

Social Security Number: HEE X472 Date of Birth: 12/13/1988
Citizenship Status: A citizen of the United States Email Address:

Document Information:
Driver's license or ID card issued by a U.S.

List B Document: . . List C Document: Social Security Card
state or outlying possession

Document Name: Driver's license Document State: New York

Driver’s License or ID Card Document Expiration Date: ~ 12/13/2018

Number:

Alien Number: 1-94 Number:

Additional Information:

Hire Date: 06/01/2015 Employer Case ID:

Three-Day Rule Reason: Three-Day Rule - Other:

Submitted By: CSCH4411 Submitted On: 06/01/2015

Initial Case Result:

Case Result: Employment Authorized

Employee Referred to SSA:

Referred By: Referred On:

Case Result from SSA (after SSA Tentative Nonconfirmation):

Case Result: Response Date:

Resubmitted to SSA (after Review and Update Employee Data):

Last Name: First Name:

Middle Initial: Other Names Used:
Social Security Number: Date of Birth:
Resubmitted By: Resubmitted On:

Case Result from SSA (after Resubmission):

Case Result:

Request Name Review:

Comments:
Submitted By: Submitted On:

Case Result from DHS (after DHS Verification in Process):

Case Result: Response Date:

Employee Referred to DHS:

Referred By: Referred On:

Case Result from DHS (after DHS Tentative Nonconfirmation):

Case Result: Response Date:

6/1/2015 3:48 PM
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Photo Matching Results:

https://e-verify.uscis.gov/emp/BpCaseDetailsLetter.aspx?CaseVerNu...

Determination:

Employee Referred to DHS (Additional):

Referred By: Referred On:

Case Result from DHS (after Additional DHS Tentative Nonconfirmation):

Case Result: Response Date:

Case Closure:

Closure Statement:
Closed By: Closed On:

SENSITIVE BUT UNCLASSIFIED

6/1/2015 3:48 PM



