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New Hire Application

Personal Data-- PLEASE PRINT LEGIBLY IN INK

Last Name SZ a b\ U First Name MM ‘e hac I Middle Initial _{E)_
Street Address /&4 /2 & 2‘2 e ey Dr” v Apt/Ste

City/stateZip Peck. s~ MN ST 209 Social Security Last Four XXX-XX- $(7 2.
Phone Number(?é? eSO Yree Email Address @

Staffing Agency/Recruitment Partner C, rY\ &~ % I H

All offers of employment are conditional upon satisfactory proof of identity and legal ability to work in the U.S.A.

Are you legally authorized to work in the United States of America? [MYES [INO

Applicant Certification and Authorization
I authorize Employer Solutions Staffing Group (ESSG) to use the information and statements contained in this application to detarmine 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.
| release ESSG and other persons or entities from any claims that might be based on ESSG's decision to conduct a hackground check.
I 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.

Micthoael| Szabla Sl A ¢ (7-15

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 NHwW 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. WC Code

ESSG - CMG-NSTW4 4 Rev. 04/2017
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Form W-4 (2019)

Future developments. For the latest
information about any future developments
related to Form W-4, such as legislation
enacted after it was published, go to
www.irs.gov/FormV4.

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 withholding for 2019
if hoth of the following apply.

e For 2018 you had a right to a refund of all
federal income tax withheld because you
had no 1ax liability, and

e For 2018 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 1, 2,
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 withhelding 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
Internal 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 Worksheet
before beginning.

Nonwage income. If you have a large
amount of nonwage income not subject to
withhelding, 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 cf allowances or exemption from withhelding is
subject to review by the IRS. Your employer may be required to send a copy of this form to the [RS.

Specific Instructions

Personal Allowances Worksheet

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

Line C. Head of household please note:
Generally, you may claim head of househcld
filing status on your tax return only if you're
unmarried and pay more than 50% of the
costs of keeping up a home for yourself and
a qualifying 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 who lives with you for more than
half the year, and must have a valid social
security number. To learn maore about this
credit, see Pub. 972, Child Tax Gredit. To
reduce the tax withheld from your pay by
taking this credit intc 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 qualifying relative. To learn
more about this credit, see Pub. 372. To
reduce the tax withheld from your pay by
taking this credit into account, follow the
instructions on line F of the worksheet. On
the worksheet, you will be asked about
your total income. For this purpose, total

OMB No. 1545-0074

2019

1 Your first name and middle initiat

Michael P

Last name

\S"Z qL:; l (%

2 Your social securtly number

477-96-5C12.

Home address (number and street or rural route)

De e

iy VWA SN [ L

3 [Usingle

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

City or town, state, and ZIP code

13:3(1\'\6-* MN 55 30%

check here. You must call 800-772-1213 for a replacement card.

4 If your last name differs from that shown on your social security card,

> ]

Total number of allowances you're claiming (from the applicable worksheet on the following pages) . . . . 5

5
6  Additional amount, if any, you want withheld from each paycheck
Fi

| claim exemption from withholding for 2019, and | certify that | meet both of the followmg condmons fur exemptlon
* Last year | had aright to a refund of all federal income tax withheld because | had no tax liability, and
* This year | expect a refund of all federal income tax withheld because | expect to have no tax liability.

6 [$

If you meet both conditions, write “Exempt” here . : - | 7 | E e i 94.
Under penalties of perjury, | declare that | have examined this certificate 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.) » %J{, Sa‘/ggt Date p c/- /! 7-1F
8 Employer's name and address (Employer: Complete boxes 8 and 10 if sendmg to IRS and complete 9 First date of 10 Employer identification
boxes 8, 9, and 10 if sending to State Directory of New Hires) employment number (EIN)

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

Cat. No. 10220Q

Form W-4 (2019




Employment Eligibility Verification USCIS

Department of Homeland Security OMIB*‘(;:;!!;;;%M?
U.S. Citizenship and Immigration Services Expires 08/31/2019

P START HERE: Read instructions carefully before completing this form. The instructions must be available, either in paper or electronically,
during completion of this form. Employers are liable for errors in the completion of this form.

ANTI-DISCRIMINATION NOTICE: It is illegal to discriminate against work-authorized individuals. Employers CANNOT specify which document(s) an
employee may present to establish employment authorization and identity. The refusal to hire or continue to employ an individual because the
documentation presented has a future expiration date may also constitute illegal discrimination.

Section 1. Employee Information and Attestation (Employees must complete and sfgn Sectfon 1 of Farm I—Q no later
than the f:rst day of empiaymem; but not before accephng a job offer.) e

Last Name (Family Name) First Name (Given Name) Middle Initiat Other Last Names Used (if any)
Szabla Michael p N/A

Address (Street Number and Name) Apt. Number | City or Town State ZIP Code

14124 Pineview Drive N/A Becker MN 55308

Date of Birth (mm/dd/yyyy) U.S. Social Security Number Employee's E-mail Address Employee's Telephone Number
04/16/1965 al 717 -[9 0 '!5i67|2 N/A (763) 250-4106

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

| attest, under penalty of perjury, that | am (check one of the following boxes):

1. A citizen of the United States

|:] 2. A noncitizen national of the United States (See instructions)

|:] 3. A lawful permanent resident  (Alien Registration Number/USCIS Number): N/A

D 4. An alien authorized to work until (expiration date, if applicable, mm/dd/yyyy): N/A
Some aliens may write "N/A" in the expiration date field. (See instructions)

Aliens authorized to work must provide only one of the following document numbers to complete Form 1-9: e ;ﬁ:?g;m
An Alien Registration Number/USCIS Number OR Form 1-94 Admission Number OR Foreign Passport Number.
1. Alien Registration Number/USCIS Number: N/A
OR
2. Form 1-94 Admission Number: N/A
OR

3. Foreign Passport Number:  N/A

Country of Issuance: N/A

Signature of Employee Today's Date (mm/d
L ?ﬁm 7 J 7 / 2o\ q

Preparer and/or Translator Certlficatmn (check one): . - -
& I did not use a preparer or franslator E:[ A preparer(s) and/or transiator(s) assisted the employee in cempietmg Sechon 1 _
_(F:elds below must be campieted and sngned when prepafers and/or translaiors assist an employee in comp!ettng Sectron 1 )

| attest, under penalty of perjury, that | have assisted in the completlon of Section 1 of this form and that to the best of my
knowledge the information is true and correct.

Signature of Preparer or Translator Today's Date (mm/dd/yyyy)
Last Name (Family Name) First Name (Given Name)
Address (Street Number and Name) City or Town State ZIP Code

@ ; E@plwer Completes Neﬁq’ Page -_ . @

Form 1-9 07/17/17 N Page 1 of 3




Employment Eligibility Verification

Department of Homeland Security
U.S. Citizenship and Immigration Services

USCIS

Form I-9
OMB No. 1615-0047
Expires 08/31/2019

Section 2. Employer or Authorized Representative Review and Verification

(E ployers or their authorized representarrve must complete and sign Section 2 within 3 business days of the emp)oyé' rrsf'day of employment You
must physically examine one clocumem from LrstA OR a combmatron of one document fmm L:st B and one document ror

Lrst c as .!rsted on the "Lfsts

of Acceptable Documents.") taaa _
. Last Name (Famf!y Name) First Name (Given Name) M.L Cltlzenshlplimm:gratlon Status
Employee Info from Section1 |gzabia Michael P
List A OR ListB AND ListC
Identity and Employment Authorization Identity Employment Authorization
Document Title Document Title Document Title
N/A || ID card issued by state/territory Social Security Card (Unrestricted)
Issuing Authority | Issuing Authority Issuing Authority
N/A Minnesota Social Security Administration
Document Number Document Number Document Number
N/A V532225133910 477905672

Expiration Date (if any)(mm/dd/yyyy)
N/A

04/16/2020

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

Expiration Date (if any}(mm/dd/fyyyy)
N/A

Document Title

N/A

Issuing Authority

N/

Document Number

N/D

Expiration Date (if any)(mm/dd/yyyy)
N/A

Document Title

N/A

Issuing Authority

W/A

Document Number

N/A

Expiration Date (if any)(mm/dd/yyyy)
N/A

QR Code - Section 2

Additional Information Do Not Write In This Space

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): 04/17/2019 (See instructions for exemptions)

Sign ure of Employer gr Authorized Representative Today s Date (mp/dd/yyyy) Title of Employer or Authorized Representative
&M- %a&w i'7 &o’ ? On-Site Representative

Last Name of Employer or Authorized Representative | First Name of Employer or Authorized Representative | Employer's Business or Organization Name

Larson Lori Employer Solutions Group, LLC

Employer's Business or Organization Address (Street Number and Name) | City or Town State ZIP Code

7480 Flying Cloud Drive Suite 200 Eden Prairie MN 55344

Section 3. Reverification and Rehires (To be completed and signed by employer or authorized representative.)
A. New Name (if applicable) B. Date of Rehire (if applicable)

Last Name (Family Name) First Name (Given Name) Middle Initial Date (mm/dd/ryyy)

C. If the employee's previous grant of employment authorization has expired, provide the information for the document or reoelpt that establishes
continuing 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 Today's Date (mm/dd/yyyy) Name of Employer or Authorized Representative

Form [-9 07/17/17 N Page 2 of 3




EMERGENCY CONTACT INFORMATION

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

Employee Name: Mike Szalele
Address: lvy/2 & Plheview Dﬁ Ve
S e 763- 250 4106

EMERGENCY CONTACTS 5

; Please hst two people (in priority order) who could be’ contacted in case of an emergiency-g :
Contaet #1 : Home Phone:

- [ Name: S G"NQY B, Cell Phone: 320 -2(G-T14 9
Relationship: Mo | | - , | Work Phone:
Contact #2 Home Phone:
Name: Bgl Szabkla Cell Phone: 763~ LY/~ ¢f j g5~

Relationship: B rec+tlhie ~ 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 wrltten election, wages will be paid by paper Check

. SECTION | . BASIC INFORMATION

Employee Name /&) [ Ch Q e ( S Q (b /Q EffsctveDat

SSN# (last 4 digits) o— [ , ¢ r
SECTION 2 PAYROLL ELECTION z ; :

D Direct Deposit (Please complete Sections 3 and 5 below) Note: Direct Deposit accounts may take up to 7 days to be activated

N/ Payroll Debit Card (Please complete Sections 4 and 5 below) D Paper Check (Please complete Section 5 below)
SECTION 3 DIRECT DEPOSIT : 5
[0 Update Bank Account
Bank Name:

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

@ Routing#

incurred if the account number that I provide is incorrect.

Account#

Initial Date

Account Type: 1 Checking [ Savings Ol other

= 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.

| SECTION 4 PAYROLL DEBIT CARD (GLOBAL CASH CARD)

Federal law requires all financial institutions to obtain, verify, and record information that identifies each person who opens an account. In order 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 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 profection, 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
transactions. On your first payday, you will receive your new Payroll Debit Card, and a packet containing all of the terms and conditions. You will
then sign acknowledging that you received the Payroll Debit Card and 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 M.I Last Name Date of Birth
Street Address (PO BOX NOT ACCEPTABLE) Social Security#
City State Zip Cell Phone (mobile)

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

| Payroll P:fm Card Routmé? 4 Payroll Debit Card Account # q L’ 5 9/ O %(g OD lq -7 (ﬁ Q/

I have recervea J.u_y Layive Delut 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. I
authorize the financial institution to debit my Payroll Debit Card account for the fees described in the fee schedule that is part of the program terms,
conditions, and disclosures.

Employee’s Signature: Date:
SECTION 5 AUTHORIZATION ' ]

I authorize ESSG to directly deposit my periodic wages/compensation payments, net of requlred fax w1thhold1ncs other reqmrcd w1thholdmgs
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: @
this information will only be used to send your paystubs electronically

Employee's Signatulﬁ %)i )‘?(’M Date:_~/7-(F




pichae I S2apIO-

" _ Step 2:  Remove this slip at the perforation and provide
Account information Slip / Volante de Datos. de Cuenta to your employer
Paso 2: Desprende este volante en el perforado y entregaselo

Step 1: Complete the following information 4 1) GTBlESAsE,

Paso 1: Completa los siguientes datos

First N Nombre: Note: You will not need the numbers below once this slip is
HESt e T Nombie provided to your employer.

HEERREREEREERRENER Nota: Una vez que hayas entregado este volante a tu

empleador, no necesitaras los niimeros que aparecen a
Last Name / Apellido: continuacion.

DDDDDDDDDDDDDDD For Employer Use Only / Para uso del empleador'sofamente:

Employee 1B/Number /* Nimero de. Empleado; ABA Routing Number: / Nim. de ruta ABA: 067011294

DDDDDDDDD Account Number: / Ndm. de cuenta:9432108800197691

maha
etumn Service

Money Network’ E(!oney N%? i?l:z(i,"argl'aohierSannnes

4-7001
equested

‘BankofAmerica 25

Take charge of your pay!

Your Money Network®
Visa® Paycard and
Money Network™ Checks
are enclosed.

245 INDUSTRIAL BLVD
ROCHESTER MEAT pre=
SAUK RAPIDS MN 56379-1238

I"I|u|ql“]hluIplplﬂlhlﬂIplul“l"nd!dlﬂlhlqlpi . EiEgE

824810590533

Iillllllllllll i

0003376 0419 0003376 7647 0704 0001 377 QCl643 016
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employer solutions group.,

a1t e W20 it

Enhanc_ed MEC Plan 1

Benefits Enrollment Form [T New Employee
Employee Information : T
Name (First and Last)

Michael S2ablq

1 Re}:u':e Rehire Date

Social Security Number

77 -50-S¢c7%

Address City ) State Zip Code
,L// 2»"—/ P"-’\—C_Vi\tw i)r-:vc, Bec—k(’/" MN 55 "308’
Gender Q’ Male Marital Status I3}~ Single | Date of Birth .  Date of Hire
[T Female | LI Married [] Divorced OS///é / 159 &5 y/{ 7] i g
Phone Number: Email Address:’
f 763)25°0- S/O¢

Please Select Desired Coverage:

D Employee Only - D Em;;loyee+$pouse - D Employee+Child(ren) - D Family -
41.00/Week

$27.00/Week $39.00/Week $66.00/\Week

Dependent =~ : _
Social Security # Birth Date | 58X Relationship
1 nate [Spouse [ Child
First Name e
M Last Name [ Female [0 Domestic Partner
‘Dependent. : e
Social Security # Birth Date | Sex RelaﬁonshiP
0 e [ISpouse [] Child
First Name ML Last Name 2 [] Female [] Domestic Paritner
Social Securily # Birth Date | Sex Relationship
First Name W, [est Name L1 Maie Dl spouse L1 Child
[1 Female [-1 Domestic Parter

Other coverage information’including NMiedicare/Medicaid
NAME OF PERSON COVERED {FIRST, LAST):

EFF. DATE
EFF. DATE
EFF. DATE

Employee Acknowledgement and Authorization - | hereby apply for the group benefit(s) as indicated. 1 acknowledge that all entries are true and complete 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

eifective date. Further, | authorize my employer to make the necessary payroll deduction of premiums for coverages | have elected.
i A “;!—e;'f);‘j'}.

PPN Ah—T R D 'ﬂ:;‘.
Employee Signature -.-(‘{fzif' o TN Date Iﬂ
ewrLovees ecunmne — YJ - | am DECLINING coverage
| understand that | and/or my depnﬂ'ld‘ents. if any, walve any coverage and desire to participate in the plan at a [ater date. liwe may be considered a late enrollee and
must meet the requirements defined in the Certificate of Coverage for the company's medical or dental plans. if | decline enrollment for myself or my dependents
{including my spouse) because of other coverage, [ may, in future be able to enrall myself or my dependepts in this plan, provided | request enrollment within 31

days after the other coverage ends. In addition, if a new dependent relationship forms as a result of marriage, birth, adoption, piacement for adoption of parting suit
of adoptian, | may be able to enroll myself or my dependent, provided I request enraliment within 31 days of the event. g

IF DECLINING- YOU MUST SIGN HERE

Employee 3ignatuL, % §¢f‘£{"‘/"‘ Date ?/' RS

Employer Solutions Staffing Group Health Benefits Team
PO Box 46270
Eden Prairie, MN 55344
Phone: 952-767-9519 Fax: 952-767-9515
Email: health@employersolutionsgroup.com




