..

Personal Data—- PLEASE PRINT LEGIBLY IN INK

N0

Last Name

City/State/Zip

. employer solutions staffing group.

Leveraging Resources in a Changing Market

7301 Ohms Lane Suite 405
Edina, MN 55439

Tel: 952.835.1288
www.esgstaffingsolutions.com

New Hire Application

FirstName __/V{ | J1©Y \/ ¢t Emiztmadio mtal wice
street Address /.4 1 /4 /45 TN A/ E S '

]

54 Yo 7

Phone Number 6 é Z._ 5 tlg 95 . zz Email Address

Staffing Agency/Recruitment Partner

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? Q/YES CINO

| authorize Empioyer Solutions Staffing Group (ESSG) fo use the information and statements contained in this a
qualifications for employment. | authorize ESSG to make inquiries
regarding my previous duties, responsibilities, performance,

| understand that-a comprehensive background check m:

Apt/Ste
Social Security Last Four XXX-XX-

10

@

Applicant Certification and Authorization

This may include but Is not limited to, investigations of
required by clients, government regulations or by ESS

pplication to determine my
of my former employers, except as indicated in this application,
compensation and efigibility for rehire.

ay be conducted to determine my eligibiiity for hire by certain clients of ESSG.
criminal and/or conviction records, driving records and/or a drug screen test as
G policies.

| 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 o
false or misleading information. | understand that any material omission or misre,
consideration for employment or, if discovered after | begin employment, will res

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

MiNeYYd  (Ciyia __%MMM_@M 1- 20 94
Name (Print or type) Applicaht’s Signature Date 4

A copy or facsimiie (“fax") wiil be considered the same as an original signature. Emall will ONLY be used for employment correspondenc

mitted any material information or provided
presentation will result in my disquaiification from
ult in my termination.

For ESSG Office Use Only
DOH NHW -9 8850 w4
Emergency Contactinfo | Background Release Form Background Resuits Unempioyment Letter ESC Application
{if applicabie)
For ESSG Client Use
DOH ROP Work Site Loc. WC Code

ESSG - ESSGCLIENT

Rev. 05/2015
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Form W-4 (2015)

Purpnu. Compiete Form W-4 so that your emplo
can withhold th% correct federal I ncomeyotex fron'1:1 y’f&
pay. Consider oompleﬁng a new Form W-4 each year
and when your personal or financlal situation changes.

Exem onﬁomwﬂhll JD exampt,
comp lines 1, 2,3 4, an 7andsl?ntheform
vendateit. ‘our exemption for 2015

Feg 18, 2qr16.See ub, ms,Taxmholdlng

Note, Ifanothefpetsonoanclal uasedependem
on his or her tax retum, nu¥°lalmexem
from withhol i your incol and
includes more $350 uneamed income (for
axample, dividends).

Bmmﬂm An
exemption from withhold
dependent, if the employee:
« |s age 85 ar older,

* |s biind, or

o Wil claim adjustments to income; tax credits; or
ftemized deductions, on his or her tax return,

may be able to claim
g even if the employeeisa

The exceptions do not apply to supplemental wa
greater than $1 .ooo.oooapp £ el G

Basic instructions. If you are not exempt, con.il_gl:te
maﬂl:semenel Allewegof:;h oad]ust

workshests on page er ur
withholding allael?ncee based Rer¥1?zed
deductions, certain credits, ustmems to income,
or Mo-eemerdmulﬂple]obe

Complete all worksheets that epply However, you
may clalmfewer(or usz allowances. For regular
wages, withhalding must be based on allowances
you clalmedend may not be a flat amount or
percentage of wages,

Head of housshold. Generally, you can claim head
of householid filing status on your tax raturn onl lf

uareunmard and pay more than 50% of

home for yourseif and
e

que!ﬁylng ndividuals,
Flllng Infounaﬂon for information.

Standard Deduction, and
Tax credits. You can taka projected tax oredits into account
Igm your allowable num! ofwilhholdlngallowances.
for child or dependent care expenses and the child
tax credit may be claimed using the Personal Allowances
Waorksheet below. See Pub. fortnfomuﬁm
omvuﬁngywrcmefmdnslmowm\holdlngallowanm

Nonwage income. if you have a large amount of
nonwage income, such as interest or dividends,

dermeklngestimated using Fal
b o Koo bl 5 i ing Form

oweaddtﬁonalfaxli ou have pension orenn
mme.uel’ub 505toﬂndout“¥g:n oulded]ugt

. your withholding on Form W-4 or

Two eamners or multiple jobs. If you have a
working spouse or more one job, figure the
total nu allowanoesyuueteenﬁ&edtnclelm
onall obsuslngo worksheets from only one Form

'our withholding usually will ba most accurate
when oasareolelmedonmel’onnw-ll
forthehighest

ng job and zero
clalmed on the rs, See Pub, EDSfordetella.

Nonresident allen. if youare a nunresldent allen,
see Notice 1392, Supplemental Form W.
Instructions for Nonresldent Allens, befele
mmpleﬁng this fom.

lding. After your Form W-4 takes

your withha!
effect, usePub. sosmmehowmeamountyou are
ng withheld com)| to your m]ected

tax
mdsﬁsﬁono (Slngfe) ors‘la{')y oo¥° M earnlngs

uﬁdm%ﬁﬁﬂwﬁww
R o o .

Personal Allowances Worksheet (Keep for your records.)

A  Enter *1” for yourself if no one eise can claim you as a dependent .
* You are single and have only one job; or

* You are married, have only one job, and your spouse does not work; or } 5 e (-]

« Your wages from a second job or your spouse’s wages {(or the total of both) are $1,500 or less. f

Enter “1* for your spouse. But, you may choose to enter “-0-" if you are married and have either a working spouse or more

than one job. (Entering “-0-" may help you avoid having too little tax withheld.) . .
Enter number of dependents (other than your spouse or yoursetf) you will claim on your tax retum .
Enter “1" if you will file as head of household on your tax return (see conditions under Head of household above)
Enter “1” if you have at least $2,000 of chlid or dependent care expenses for which you plan to claim a credit
(Note. Do not include child support payments. See Pub. §03, Child and Dependent Care Expenses,
Child Tax Credit (including additional child tax credit). See Pub. 972, Child Tax Credit, for more information.

Enter “1” if: {

Tmo 0O

mTmooO

for details)

» If your total Income will be less than $65,000 ($100,000 if married), enter “2” for each eligible child; then less “1” if you
have two to four eligible children or less “2” If you have five or more ellgible children.
» f your fotal income will be between $65,000 and $84,000 ($100,000 and $119,000 if married), enter “1” for each eligiblechild. . . G

H  Addlines Athrough G and enter total here, (Note. This may be differant from the number of exemptions you claim on your tax retum.) > H

* If you plan to itemize or claim adjustments to income and want to reduce your withhoiding, see the Deductions

For accuracy, and Adjustments Worksheet on page 2.
complete all

worksheets

that apply. avoid having too iittle tax withheid.

e If you are singie and have more than one job or are married and you and your spouse both work and the combined
earmings from all jobs exceed $60,000 ($20,000 if married), see the Two-Earners/Muitiple Jobs Worksheet on page 2 to

o [f neither of the above situations applies, stop here and enter the number from line H on line 5 of Form W-4 beiow,

Form W"4

Department of the Treasury
Internal Revenua Service

Separate here and give Form W-4 to your empioyer. Keep the top part for your records.

Employee's Withholding Allowance Certificate

P Whether you are entitied to claim a certain number of allowances or exemption from withholding is
subject to review by the IRS. Your employer may be required to send a copy of this form to the IRS.

OMB Na. 1545-0074

2015

1 Your first name and middle Imitial

Minev o

Cirlac,

2 Your social security number

3-28-82.729-7

Home addréss (number and street or rural route)

VES,

3 W singe [ Maried [[] Mamied, but withhold at higher Single rate.
maried, but legally separated, or spouse is a nonresident alien, check the *Single” box.

City or town, state, arid ZiP code

mPlS iy G5U6T

4 ‘Hyeur last name differs from that shown on your social security card,
check here. You must call 1-800-772-1213 for a replacement card. » [ ]

5 Total number of allowances you are claiming {from line H above or from the applicable worksheet on page 2) | 5 | : 3
6 Additional amount, if any, you want withheld from each paycheck

7 1claim exemption from withholding for 2015, and | certify that | mest both of the followlng conditions for exemption
o L ast year | had a right to a refund of all federal income tax withheld because | had no tax liabiiity, and
¢ This year | expect a refund of all federal income tax withheld because | expect to have no tax llabllity.

If you meet both conditions, write “Exempt” hera. . .

’ ' 8 ) = o

- >|7]

Under penalties of perjury, | declare that | have examined this certificate and to the best of my knowiedge and belief, it Is true, correct, and complete.

Empioyee’s signature
(This form is not valid unless you signit.) »

.
L4 +

8  Empiloyer's name and address (Employer: Complete lines 8 and 10 only if sending to the IRS,)

Date» 2.0 . /6

8 Office code (optional)

10 Employer Identification number (EIN)

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

Cat. No. 10220Q

Form W=4 (2015)



- 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 Payroll Debit Card.
SEC IO AN [E N QRN N

loyee Ni : T SSN# (last 4 digits) Effective Date
) J T 2410 [t

SECIRLR R N T O

|| Direct Deposit (Please complete Sections 3 and 5 below)
|| Payroll Debit Card (Please complete Sections 4 and 5 below)
v R 110 S | 1 G L 1915812 ) B

[ Update Bank Account

.

Note: Direct Deposit accounts may take up to 7 days to be activated,

I understand and acknowledge that if I do not provide a

: Bank Name: voided check with this direct deposit form, I am

O responsible for any delays in payroll or extra costs

{ Routing# incurred if the account number that I provide is incorrect.
I Account#

Initial Date

AccountType: [ Checld_ng[] Savings O other

To help us avoid making an error, please attach a copy of a voided check. (a deposit slip will not work)
If you change banks, donotdoseyomoldbmkacmuﬂmﬁlyomdkectdepmﬁhummdaﬂhenewbmk,whichmaymke 2 pay periods,

SE N PN RO

DYEE NI Gl OIS NS e N R

Federallawreqﬁresallﬁnancialinstitutionstoobtain,verify,andrecordinfnrmaﬁonthutidenﬁﬁeseachpersonwhoopensan accenfit. In order to
request a Payroll Debit Card for you, we must provide all of the following information that will enable the financial instituéitn to identify you. If
you do not submit a Direct Deposit/Payroll Debit Card Authorization, ESSG will provide the necessary information an"issue you a Payroll Debit

our wages. For your protection, the financial institution may ask you to provide them additional idenfffication information so they can

Except for the routing account number, ESSG does not have access to any informatiog

transactions, On your first payday, you will receive your new Payroll Debit Card, and a pgekel containing all of the terms and conditions, You will
then sign acknowledging that ceived the Payroll Debit Card and packet. Your Payfoll Debit Card will be reloaded on each payday you receive
wages.
[ CARDHOLDER INFORMATION (as youwagt your Payroll Debit Gard o be Tssacd)
First Name ML

Name | Date of Birth
T"%W Clid o '3@?%3—-
Ci;z; P /fgf? -f_mi; }?’S}qta/qteg/{ \\\ Cell Phone (mobile) Z Z&X_Z&ZM
(R WAV Wi ] e
RECEIPT OF PAYROLL DEBJP'CARD (to be completed when you pick up your Pfrﬁ?mcgu)

Payroll DebitCardRoW Payroll Debit Card Account #
073972181 =
T have received my P, llDebitCmd,welmmbmchum,pmgmibes,pmgrmmms,mndiﬁms,mddhohsmes.Bywﬁvaﬁng 1l Debit Card,
I am agreeing

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

cial institution to debit my Payroll Debit Card account for the fees described in the fee schedule that is part of the program terms,
and disclosures.

Employee’s Signature:_W aM Date: Z o / 5

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: ) @

this infomnly be us:;l to send your paystubs electronically
Employee's Signature: M y» /é (‘Z/M Date: _O

T




. .

" . =8

SIIND 219301-EMP

OFFICE USE | 5caTION

Rehire Date / /

D CHN D GRS S— —— —— Se——

ENROLLMENT FORM

EQUIRED EMIPLOYEE INFORMATION
PRI | -GBLACKOI‘BLUEINK

8% 24 70

Social Security Number ?_“
Dateomehty_@_.l 1 123 65 sexlmlF]
Name __ M [ 1 €Y/ gfy /B

Ciy__yy] ﬂ/ G MMl UD T
Home Phone _6_5_—_1 o _SES 3_1/_2 —C{E _g _L_

r Do youor any dependents have Medicare?
O Yes [INo ¥ Yes:
Medicare Health Insurance Claim Number (HICN)

AT

Medicare Effective Date / /

Names of Covered Person(s)
1 r =

2.
o )

EQUIRED DEPENDENT INFORMATION
Name

Social Security Number S_Zz. .gi?—_ll__z@
Date of Birth _._./_._. —_————  Sex @E‘
Relationship: []Spouse []Child [ Domestic Partner

ESC UNAV P2M v15.1

OPTION |

FINED INDEMINEEY PEAN
SELECT COVERAGE LEVEL

You MUST select a coverage level before adding any benefits. Your '
coverage level will be identical for each benefit,

D Employee Only Employee + Family
D Employee + 1 NO to all indemnity benefits.

FIXED INDEMNITY MEDICAL

| vEs $20.91 Employee Only
$42.44 Employee + 1
NO  $56.67 Employee + Family

This coverage Is not available to residents of New
Hampshire, Hawaii, or Puerto Rico.

<

Name

Social Security Number _____ ____°______ -~ ___
Dateof Binh ./ /_ Sex @EI
Relationship: [JSpouse [JChild [J Domestic Partner
JENEFICIARY INFORMATION

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

NAME OF BENEFICIARY

RELATIONSHIP

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

DENTAL "
$ 6.17 Employee Only
$12.34 Employee + 1
NO  $20.36 Employee + Family
TERM LIFE m
YES $0.60 Employee Only v
$0.90 Employee + 1
NO  $1.80 Employee + Family
SHORT-TERM DISABILITY E
$4.20 Employee Onl
NO ploy y

hort-Term Disability is not available to persons who work in
California, Hawaii, New Jersey, New York, or Rhode Island.

OPTION 2 82193010-M-EMP

MEC WELLVESS/PREVFN v E PLAN
$58.87 Emplqyee O-nly

$87.73 Employee + 1

$186.99 Employee+ Family

m NO to MEC Wellness/Preventive Plan

I have read the benefit packet and understand its limitations. I understand that open enrollment is only available for a limited time and |

understand that making no




