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SENSITIVE BUT UNCLASSIFIED
Case Verification Number: 2017205192845TD
Report Propared: 07/24/2017
Information
S Company 47420 Compary Name: Employer Soluions Stafling Group
Em) Information
Last Name: Mohamed Firat Name: Ramio
Date of Birsth: 01/01/1885 Sooia) Sacurity Numbar; * * gag1
Hire Date: 07/24/2017 Cmmnahlnﬂhtn:mawnﬂpemumntmldam
Dacument Information
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Alien Number; 082205492
Cand Number: SRC1202750388 Document Expiration Date:
Casze Status Information
Current Case Result: Employment Autharized Emplayer Case ID:
Casa Submitiad On: 07/24/2017 Case Submiited By: SGLASESZ
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~ employer solutions staffing group. el
Leveraging Resources in a Changing Market Tel: 952.835.1288

www.esgstaffingsolutions.com

New Hire Application

Last Namemoblol V‘_’L_L& First Name 1@1 wmle Middle Initial A_

Street Address_[SS O (Q1Perenr qu w £ol com (/‘:QBUAptISte 43y
cystaterzip_SH | SNV S5y (3 Soclal Security Last Four XXX-xx- ST
Phone Number é [~3z2 - UUsS Email Address qu wild cute @ Cima ([t

Staffing Agency/Recruitment Partner

: . pon satisfactory proof of identity 2 d legal a
Are you legally authorized to work in the United States of America? Il}é CINo
Applicant Certification and Authorization

llity to work in the U.S.A

| authorize Employer Solutions Staffing Group (ESSG) to use the information and statements contained In this application to determine my
qualfications 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.

| release ESSG and other persons or entities from any claims that might be based on ESSG's decision to conduct a background check.

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. .-~

_{TZO\VMIO /I/Iﬁfnﬁmﬂo k 1 (‘Z 812 e
_ Date '

Name (Print or type) Applicant's Signature

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 -8 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 - Supermoms CMG Rev. 05/2015



Th don't to ) N; L If you have a |
. Form W-4 (2017) greaterthan 81,006,006 *° SUPPIemental wages roMvgs Inoome, Such s e o mnount of
Basic instructions. If you aren’t exsmpt, com%ste '1"84"3'_%%' mwrﬁmmﬁm Form
Purpose, Complete Form w-4 80 that your the Personal Allowances Worksheet baiow. The 4 g additio :lxtax. ifyouh engl"”l“v
employar can withhold the correot faderal income workshests on page 2 further your yo '“33{ owa l',‘, b. 805 éaﬂndavgtplf °2§" d
your pay. Consider complating a new Form withholding allowances based on itemized anru.g:y "Wmmm" Form W _4° w_’;"F‘,' ou
W-4 each year and when your personal or financial deductions, certaln credits, adjustments to incoms, adjust your oid'ng on Form W-4 or .
Situation amges. or two-eamera/muitiple jobs s| ations. Ngdneamem usuer ;?ll:"lgga obac;r:fe )Irgg l;'gv:raam
Exe) from withholding, If Complete all workshests that apply. H : working spo ) B
comlg etao 2nly llltr:ea 1, 2?3, 4?an£ua?nl: mrg‘pet. may é?a'l:m fewerw(‘:ar 260 auowanw Fogy:;ualraryou mm 3; of w%ﬁ%ﬁ%ﬁ ed ,;'g clalm
form to validate it, Your exemgtlon for 2017 expires wages, withholding must be based on allowances Wed. Your S?ﬁ’m usually wﬂ bg,r,n%g? aecTrata
Fablg:ay 15, 2018. Sae Pub. 505, Tax Withholding you claimed and may not be a fiat amount or when all allowances agra claimed on the Form W.4
and Estimated Tax, percentage of wages. for the highest Ing job and zero allowances are
Nots: if another person ean claim you as a dependent Head of housshold. Generally, you can claim head claimed on memrs. Ses Pub, 805 for detals,
e e e T e el
2 than 8350 of e o oas $1,050 POSTS BT KSBEING Ub @ Fon oy e an-5086.of the Notics 1382, Supplemantal Form W-4 instructions fo,
Sranotudes mor the dvidends), T eome ge en ?mﬁ; q;::ﬁ;ﬁg'az.';&"é’% i z:ffdm A‘;I:il?s‘, %h-r;: :;:Plsﬁngl::ula f‘u’:vni.m '
up, s mptions, uction, an your e] 3 ryour Form takes
m,},mgmxg g%’q’bl:mtglglyale?h Filing Information, for information, ﬁ;vmi;{ m% 505 to see tl":x.ow the amount gtl:alatr:x
a depsndent, if the employes: Tax m You can ta:le lgmjalcted tax m'gfdlts into for 207 G Pu%?lgm sg'wr ﬂrojmur sl
* Is age 65 or older, WERNOIING Showarioes, Sowable number c dependert  Exoeed $130,000 (Single) or $10,00D e
. enses and the child tax credit may be ciaimed Future d info
e, SESTESSEIIET e i
itemized deduations, on his or her tax return, aelits It Withhoing aoyan,Converting your otfier awnw s onacted after we releass 8 p
Personal Allowances Worksheet (Keep for your records.)
A Enter *1” for yourself if no oneelsecanclalmyouasadependent. © o 9 0o o & © o o o a [
* You're single and have only one job; or
B Enter*1” it * You're married, have only one job, and your Spouse doesn't wori; or o o o [
* Your wages from a second Job or your spouse's wages (or the total of both) are $1,500 or less,
C  Enter “1” for your spouse, But, you may chooss to enter *-0-* if you are married and have elther a working spouse or more
than one job. (Entering *-0-* may help you avold having too little tax withheld) . . . . . . . 5 o o o o . C
D  Enter number of dependents (other than your spouse or yourself) you will claim on your tax return . o o o D
E  Enter *1” if you will file as head of household on your tax return (see conditions under Head of household above) E
F  Enter *1” if you have at least $2,000 of child or dependent care expenses for which you plan to ciaim a credit 5 F
(Note: Do not Include child Support payments. See Pub. 503, Child and Dependent Care Expenses, for details.)
G Chlid Tax Credit (including additional chlld tax credit). See Pub. 872, Child Tax Credit, for more Information,
* if your total Income will be less than $70,000 ($100,000 if married), enter “2” for each eliglble child; then less *1” i you
have two to four eligible children or less *2” if you have five or more eligible children.
* If your total Income will be betwesn $70,000 and $84,000 ($100,000 and $118,000 if mayried), enter *1” for eacheligblechid. @
H AddlinesA through G and enter total here, (Note: This may be diffarent from the number of exsmptions you claim on your tax retum.) » H
* If you pian to itemize or claim adjustments to income and want to reduce your withholding, ses the Deductions
For accuracy, and Adjustments Worksheet on page 2,
complete all * If you are single and have more than one job or are married and you and your spouse both work and the combined
worksheets eamln?s from all jobs exceed $50,000 ($20,000 married), see the Two-Eamers/Muitiple Jobs Worksheet on page 2
that apply. to avold having teo iittie tax withheid.

® If neither of the above situations applies, stop here and enter the number from line H on line 5 of Form W-4 below.
Separate here and give Form W-4 to your employer.

Keep the top part for your records.

Employee’s Withholding Allowance Certificate

OMB No. 1545-0074

Form w-4

SR | st iy e v e e vt tomwinoms | 90)4 7
1 Your first name and middie initial Last name 2 Your social security number
wilo 29w o J 95—73-5¢ B!
Home address (number and street or rural routs) 8 €T single (] Mearmied L] Married, bt withhold at higher Single rats.
I S50 ( 21 P ente W Qe Y —(LUGV) bLQ-ll Note: If married, but legally separated, or spouss s a nonresident alien, check the “Single” box,
City or town, stats, and ZIP code 4 It your iast name differs from that shown on your soclai security card,
ﬁ;q’ e «c\/\ N /s H 3 check here. You must cali 1-800-772-1213 for a repiacement card, P []
5§  Total number of allowances Yyou are ciaiming (from line H above or from the applicable workshest on page 2) 5| A
6 Additional amount, if any, you want withheld from each paycheck © 6 0 06 © 0 6 o o o o o AE]
7 Iclaim exemption from withholding for 2017, and § certify that | meet both of the following conditlons for exemption,
* Last year | had a right to a refund of all federal Income tax withheid because | had no tax liability, and :
® This year | expect a refund of all federal Income tax withheld because | expect to have no tax flability.
lfyoumeetbothcondltlons,write“Exempt”here. N I Ik ;
Under penalties of perjury, | declare that | have examined this certificate and, to the best of my knowiedge and bellef, it is true, correct, and complete.
Employee’'s signature

Date » 7 /;ZQ/?Q[ 7

10  Employer identification number (EIN)

(This form is not valid unless you sign it) » { 6
8 Employer's name and address {(Employer: Complete llnes 8 and 10 only If sending to the IRS.)

9 Office code {optional)

For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 10220Q Form W-4 (2017)




Employment Eligibility Verification USCIS
Form 1-9
Department of Homeland
U.S. Citizenship and Immigration Services OMB No. 1615-0047

Expires 08/31/2019
P START HERE: Read Instructions carefully before complsting this form. The Instructions must be avallable, either In Paper or electronically,

during completion of this form, Employers are lahle for errors In the completion of this form,

ANTI-DISCRIMINATION NOTICE: |t js llegal to discriminate against work-auth,

document(s) an employee may present to establish empioym
an individual because the doc! imentation presented has a fut

o
% ’I.‘.-'-.. '; '2?;‘ :

orized individuals. Employers CANNOT specify which
ent authorization an Identity. The refusal to hire or continue to empioy
- ( av als pnstihits il !

SXDIranon o
 ———

Fa-CHECHMIingtion

@ection ¥. Employes Inforn lastation (Empioyees must complete and sign Se,

: otion 1 of Form 1-0 no later
than the firet day of employment. but not before accepting a fob offer.)

Last Name (Family Name) First Name (Given Name) . Middle Initial | Other Last Namea Used (i any) T
N g mrd Ramio At
Address (Strset Number and Name) Apt. Number Cily or Town

1SSo (0 emderr ague Uzg | St gan, %hwzggdleﬁ

Date of Blrth (mm/ddjyyyy) U.8. Social Security Number Employee's E-mall Address Employee‘s Telephone Number
|1/2esl 1995 |AlE]-AIR- Ram)ollide 3 Crrr| 45— T2 -

I am aware that federal law provides for imprisonment and/or fines for faise statements or use of fajse documents In
connection with the completion of this form.

1 attest, under Ppenalty of perjury, that | am {check one of the following boxes):
[ 1. Acitizen of the United States

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

[L}57A tawiul permanent resident (Atien Registration Number/USCIS Number):

[1 4. An alen authorized to work _ungl (expiration date, if applicable, mmddiyyyy):

Some allens may write "N/A" in the expiration date field, (Ses instructions)
Allens authorized to work must provide only ane of the following document numbers to complete Form L9: m%%}fﬁ“"s}m
An Allen Registration NumbenUSCIS Number OR Form 1-94 Admission Number OR Foreign Passport Number.
1. Allen Reglstration Numberiuscis Number: €9 §2- 20 S- (U 22
OR
2. Form 1-94 Admission Number:
OR
3. Forelgn Passport Number:
Country of Issuance;
Signature of Employee '\ﬁ Tog_layl's Date (mm#id/yyyy)
!M 1150
Preparer andlor Transiator Cerilfication {check ane}:
[J1didnotusea Preparer or transiator. [ A preparer(s) and/or translator(s) assisted the employes in completing Section 1.
(Fields below;must be completed and signed when preparers and/or transfatars assist an employee in completing:-Section 1. )
1 attest, under penalty of perjury, that1 have assisted in the completion of Section 1 of this form and that to the best of my
knowledge the Information Is true and correct.
Signature of Preparer or Transiator Today's Date {mm#ddhyyyy)
Last Name (Famiy Name) First Name (Given Name)
Address (Strest Number and Name) City or Town State ZIP Code

0 Emplayer Completes Nexy Page 0

FormI-9 11/14/2016 N



Employment Eligibility Verification
Department of Homeland
U.S. Citizenship and Immigration Services

Security

Employee info from Section 1

] A

~
identity and Employment Authorization

USCIS

Form 1-9
OMB No. 1615-0047
Expires 08/31/2019

Employment Authorization

Document Title

\-s v mn';(zes\&e a-

 Issuing Authority

SEC13657 5 036K
Expiration Date (if any)(mm/ddiyyyy)
\\-14~ 2od. )

Document Number

Explration Date (if any)(mm/ddyyyyy)

Expiration Date (7 any)(mm/ddlyyy)

Document Title

Issuing Authority

Document Number

 Explration Date (7 any)(mm/ddfyyyy)

Document Title

Issuing Authority

Document Number

Explration Date (i any)(mm/ddiyyyy)

Additional Information

Certification: | attest, under Ppenalty of perjury, that (1) 1 have examined the document{s) presentad by the above-named employes,
(2) the above-listed document{s) appear to be genuine and to relate to the employee named, and (3) to the best of my knowiedge the
States, '

employes Is authorized to work In the United
ployee's first day of empioyment (mm/dd/yyyy): (5 7-

24~20L") (Ses Instructions for exempﬂnﬁs)

_—y

Today's Date {mm/dd/]mry)
O -254-2.0\

Title of Employer or Authorized Representative -
Recruiter

;? Name of Employer or Authorized Representative
(=)

Employar"a Business or Onganization Name

Glasby Lby Employer Solution Staffing Gro
Employer’s Business or Organization Address (StrBet Number and Name) | City or Town State  {ZIp Code
7480 Flying Cloud Drive Suite 200 Eden Prairie MN 55344

Bection 5. Revertfication and Rehire

& (Ta be-completed and signed by employer or authanized represantative))

A. New Name {# appiicable)

B. Date of Rahire (# applioabis)

Last Name (Family Name)

First Name (Given Name)

Middle Initial

[G. Wihe employee's pravious granit of employment authorization has explred, provide the Information for the documen or recelp! thal eslablighes
continulng employment authorizaiion in the space provided below.

Date (mm#didfyyyy)

Document Title

Document Number

Expiration Date (i any) (mm/ddiyyyy)

| attest, under penalty of perjury, that to the hest of my knowledge, this em
the employee presented document(s), the document(s) | have examined a

ployee Is authorized fo work In the United States, and if
ppear to be genulne and to relate to the Individual.

Signature of Employer or Authorized Representative

Today's Date (mm/ddjyyyy)

Name of Employer or Authorized Representative

FormI1-9 07/17/17 N

Page 2 of 3
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EMERGENCY CONTACT INFORMATION

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

) 1 V. T | ﬂ
Employee Name: @\ w ‘O / nl7 ‘Oh Z "VLLL!’
Address: ZSS o CC! Y;E‘CWM AV W) ..:::, \QW /l/l_d){k

Home Phone; 681“" S32— LU 5 ﬁ

Contaet #1

v 3
Name: IC (,\(‘4 A ‘QG Cell Phone: 631" uwvc' =g
Relationship: W\,OM Work Phone:

Contact #2 Home Phone:
Name: | Cell Phone:
Relationship: 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, v ages will be paid b
SEGEIONT I BINSTE [N IRNEAFTON

SN 2 [PASTINGILIL ELLEC I ON
| DAL Direct Deposit (Plcase complete Sections 3 and 5 below)  Note: Direct Deposit accounts may take up to 7 days to be activated
l Payroll Debit Card (Please complete Sections 4 and 5 below) | _|Paper Check (Please complete Section 5 below)
G RONIRRBIR T GD DO '
" N Update Bank Account T understand and acknowledge that if I do not provide a
C T voided check with this direct deposit form, T am
t W(S rgl. responsible for any delays in payroll or extra costs
Routing# (@ qj léYelele) I q incurred if the account number that I provide is incorrect.

) | Accomtt + 52 B3F Q06 S Iniﬁal{E wh Dau:j/zel [2d(7

Account Type: @léheckmg_lj Savings []Other

. Tohelpusavoidmakinganenm',plemeattachacopyofavoidedcheck.(adepositslipwillnotwork)
o Ifyouchangebanks,donotcloseyomoldbankaccom:tmﬁlymxrdh'ectdepoxithasmrtedatﬂlenewbmk,whichmaymke2paypmiods.

SECHION I DAN RO DERTE GARD (GEOBAT CASTTEARD)

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 canditions. 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 (88 you want your Payroll Debit Card to be issued)

First Name ML Last Name Date of Birth
Street Address (PO BOXNOT ACCEPTABLE) Social Security#
City State Zip Cell Phone (mobhile)
RECEIPT OF PAYROLL DEBIT CARD (to be completed when you pick up your Payroll Debit Card)
Payroll Debit Card Routing # Payroll Debit Card Account #

073972181

1 have received my Payroll Debit Card, welcome brochure, program fees, program terms, canditions, and disclosures, By activating my Payroll Debit Card,
Iam agreeing to the program terms, conditions, and disclosm'esthatareincludedurmadeavaﬂabletomeﬁnmﬁmetoﬁmeﬁumtheﬁnancialinsﬁmﬁm 1
autharize the financial institution to debit Payroll Debit Card account for the fees described in the fee schedulethatiﬂpartoftheprogramtelms,

Employee’s Signatures, . : it 6 Datel,q’ﬁ )”—0 ‘,)

SECTION S AU T OREZNE I N
T'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: 0231’44!6 Cule & @ anwmm r Coun

this information will only be used to send your paystubs electronically

Employee's Signature: Q%ﬂ Date: ‘7/7(/1/ 247




Authorization

Authorization: By signing below, you authorize; (a) backgroundchecks.com ("BGC”) and/or Orange Tree
Employment Screening to request information about you from any public or private information source;
(b) anyone to provide information about you to BGC and/or Orange Tree Employment Screening; (c)
BGC and/or Orange Tree Employment Screening to provide Employer Solutions Staffing Group, LLC one
or more reports based on that information; and (d) Employer Solutions Staffing Group, LLC ("ESSG”) to
share those reports with others for legitimate business purposes related to your employment. BGC
and/or Orange Tree Employment Screening may investigate vour ediuestion ot} DTy, professiona

licenses and credentials, references, address history, social security number validity, right to work, crimi-
nal record, lawsuits, driving record, credit history, and any other information with public or private infor-
mation sources. You acknowledge that a fax, image, or copy of this authorization is as valid as the origi-
nal. You make this authorization to be valid for as long as you are an employee of ESSG.

The Consumer Financial Protection Bureau’s “Summary of Your Rights under the Fair Credit Reporting
Act” is attached to this authorization. If you are a New York applicant, a copy of New York’s law on the
use of criminal records is attached. By signing below, you acknowledge receipt of these documents.

Personal information; Please print the information requested below to I%intify yourself for BGC.
bl VI/IJ

Printed name: Izﬂmlo /4:(0;’94% A
First Middle (CJ Last
none)

Other names used:
Current county of residence;

Current and former addresses:

20 lﬁz’dﬂnl current s :@Qﬂ@ mMma QJS‘ G?OSCclql'e

from Mo/Yr to Mo/Yr Street City, State & Zip
20l6/€]  _Qol7(z _ Jolmed Mid wal St pau
from Mo/Yr to Mo/Yr Street City, State & Zip
from Mo/Yr to Mo/Yr Street City, State & Zip

Some government agencies and other information sources require the following information when
checking for records. BGC will not use it for any other purposes.

[1]195s “as— 12-S¥E/

Date of birth Sogial security number
A 393 75sMm QWU 6C wile oGl
Dd'iéle,réllcgis%mber & state Name as it appears on license

Report Copy: if you are applying for a job or live in California, Minnesota, or Oklahoma, you may request
a copy of the report by checking this box: LJ.

']

\

g 7[99 [Q017

Signature Date



~_ employer solutions staff ing group.

| everaging Resources in a Changing Market

STATEMENT OF CONFIDENTIALITY

This agreement made thisa';l day of . 2017. between
Employer Solutions Staffing Group LLC, hersinafter eferred to as “employer”,

and hereafter referred to “‘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.




< employer solutions staff INg group.

Leveraging Resources in a Changing Market

Important/importante
LOST OR STOLEN PAYCHECKS

If a paycheck is lost (missing, misplaced, destroyed, lost in the mail, efc.), 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 S0, 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, etc), usted debe notificar 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 detendrs el cheque de pago y 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 Ia policia
antes de que podamos volver a emitir el cheque. Una vez hecho esto, usted
debe proporcionar una copia de la denuncia a su reclutador de personal 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): / L7 15

_S_i_gnaturelFirma:'@uA;{.\;lc

_—

e
vk ——




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.

Noti

your physical condition.

If it-is-necessary-to-miss scheduled work dus 1o 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 m responsibilities and agree to abide by these guidelines.
Signed: @

© A
Printed Name: ___ (<& Lialo /e (/IC,Q«MU




© em G850 Pre-Screening Notice and Certification Request for

(Rev. March 2016) the Work Opportunlty Credit OMB No. 1645-1500
e enee=y | b informetion about Form 8850 and its separate instructions Is at www.irs.gov/formes5a,

Job applicant: Fill in the lines below and check any boxes that apply. Complete only this side.
Your name 24 ’ o Soclal security number > ’793"'73 S€ 67
Street address where you live é_gSO m rP Cnitr Quy @) -gl lou 1/L.ID{45
County Rm/“"s 4 Telephone number & )| %1’2."(1&3

If you are under age 40, enter your date of birth (month, day, year)

1 [ Check hers if you received a conditional certification from the state workforce agency (SWA) or a participating local agency
for the work opportunity credit.

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

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

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

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

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

* | am a veteran and | was unemployed for a period or periods totaling at least 4 weeks but less than 6 months during the
past year.

38 [ Check hers if you are a veteran and you were unempioyed for a period or periods totaling at least 6 months during the past
year.

4 [ Check here if you are a veteran entitled-to compensation for a servics-connected disability and you were discharged or
released from active duty in the U.S. Armed Forces during the past year.

5 [ Check here if you are a vetsran entitled to compensation for a service-connected disability and you were unemployed for a
period or periods totaling at least 6 months during the past year.

6 [ Checkhereif you are a member of a family that:
* Received TANF payments for at least the past 18 months; or
* Received TANF payments for any 18 months beginning after August 5, 1997, and the earilest 18-month period beginning
after August 5, 1997, ended during the past 2 years; or

* Stopped being sliglble for TANF payments during the past 2 years because federal or state law limited the maximum time
those payments could be made.

7 [ Check here if you are in a period of unemployment that is at ieast 27 consecutive weeks and for all or part of that period
you received unemployment compensation.

Signature—All Applicants Must Sign

Under penalties of perjury, | declare that | gave the above Information to the employer on or before the day | was offered a job, and it Is, to the best of my knowledges, true,
correot, and complete.

Job applicant’s signature P> @- R—— Date 7/@ ‘f /(? 0[7

For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 22851L Form 8850 (Rev. 3-2016)




Form A (rev. 01/2016) TAX CREDIT QUESTIONNAIRE

" EMPLOYER SECTION:
Client: Company:
Employer Solutions Group
Location: Position: Starting Wage: $
EMPLOYEE SECTION:
mployee Name: Street Address: City/State: Zip:
M Mbhand | 1250 1 yeder Sk 4 | <53
SS#: Date of Rirth: Age: Have you-worked-for—{—If yes, location:
= _ this company hefore?
195 -T2-Ss61 | 111 4 1955 |22 mEN 1
Please complete all questions, and sign and date the form. Yes No
1. Have you or has anyone living with yon received Temporary Assistance to Needy Families (TANF) ] |
at any time since August 5, 1997? (If yes, please provids information below.)
Name of the person receiving benefits: Relationship to you:
City: County: State:
2. Have yon or has anyone li g with yon received Food Stamps (SNAP) at any time during the past 15 months? D EI
(If yes, please provide information below.)
Name of the person receiving benefits: Relationship to you:
City: County: State;
3. Have yon received Supplemental Security Income (SSI) at any time within the past 3 months? |:| I:I

Please note, this is not the same as Social Security benefits (SS) or Social Security Disability (SSDI) benefits,
*If you checked yes please provide a capy of your SSI documentation,

4. Have you received any type of vocational rehabilitation services within the past two years? |:| D
If yes, please indicate which type of agency you worked with and provide their location information below:

Vocational Rehabilitation Agency [_| Dept. of Veterans Affairs [ Bmployment Network (Ticket to Work Program)

Name of Agency: Phone #:
City: County: State;
*If you checked yes please provide a copy of your active Individual Work Plan and Ticket to Work documentation,
5. Are yon a Veteran of the U.S. Military? *Ifyes, please provide a copy of your DD-214 and letter of separation. D D
(If yes, please provide information below. If 1o, pieass continue to question #6.)
Dates of Service - From: / / To: / /
Branch of Service:
Are you entitled to or are yon receiving compensation for a service-connected disability? D D
6. Have you been unemployed at any time dnring the last 12 months? | O
If yes, dates of unemployment - From: / / To: / /
Did you receive unemployment compensation at any point during your unemployment? ]:I I:l
If yes, dates received unemployment compensation - From: / / To: / /
7. Have you been convicted of a felony or released from prison for a felony conviction in the past 12 months? | ]
Conviction Date; / / Release Date: / /
Was this a [_] Federal or [] State conviction? If State - County: State:

Additional Tax Credits
IEC (Native American): Are you or Your spouse a member of a Native American Tribe? D D
*If you checked yes please provide a copy of your CDIB card.
CA Residents: [ ] Are you the child of foster parents? [] Do you receive CalWorks? [] Workforce Investment Act?
Are you a migrant or seasonal farm worker? D Have you ever been convicted of a misdemeanor?
SC Residents: [ Do you receive Family Independence Benefits?

PLEASE READ, SIGN, AND DATE:

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

New Employee Signature: Date:




TAX

Adminictehiing

Qualified Long-Term Unemployment Recipient

ADDENDUM TO:; IRS Form 8850 Pre-Screening Notice and Certification Request for the Work Opportunity Tax Credit

Client: Company:

Employer Solutions Group

Location: Employee Name: ?gﬁ ) (6 SS#:- l’ q 5—— 7 3)59{ I
EMPLOYEE:

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

[0  Ihavebeen unemployed at any time during the last 12 months.

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

00 Ireceived unemployment compensation during my unemployment,

If applicable, dates you received compensation - From; To:
From: / / To: / /
From: / / To: / /

Please read, sign, and date:

Under penalties of perjury, I declare that this information is true and correct to the best of my knowledge.

Employee Signature/” ! 2 16 DateLZ /<Z ¢ /-?3 ’,.7

RetroTax®
3730 Washington Blvd.
Indianapolis, IN 46205

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

Www.retrotax-aci.com



~ employer solutions staffing group.

Leveraging Resources in a Changing Market

Notification of Minnesota Law Requirement —

Unemployment Acknowledgement

According to Minnesota Statute section 268.095, subdivision 2, paragraph (d), an
applicant who, within five calendar da ys after completion of a suitable

Job assignment from a staffing service, (1) fails without good cause fo
affirmatively request an additional suitable job assignment, (2) refuses
without good cause an additional suitable job assignment offered, or (3)
accepts employment with the client of the staffing service, is considered to
have quit employment.

It is your responsibility to contact ESSG (for instance, by calling 852.277. 5227 or
using any other form of contact) for additional assignments. If you fail to do so, it
may affect your unemployment benefits.

I understand by signing this form that | am responsible to contact ESSG within 5
calendar days once an assignment ends. | also acknowledge that | have received

a separate copy of this form. (Initial)
wls 7 (24 20tq
Employee Signature; Date:

Pawmle _110he nd

Employee (please print your name here)

CMG_SM - Rev. 08.2013



DRUG AND ALCOHOL

TESTING CONSENT FORM
1. I have been allowed to read and inspect a written copy of ESSG policy on
drugs and alcohol.
2. I'have read the entire contents of this policy and | am aware and fully

understand: (a) the policy and its contents; (b) what conduct the policy prohibits and the
consequences of such conduct; (c) my rights under the policy and the consequences if |
exercise certain rights; and (d) that certain events as described in the policy may result
in adverse personnel action, including my termination from employment with ESSG. |
understand that this policy in any form, and any employee handbook including this
policy, are not a unilateral employment contract or offer thereof.

3. I hereby voluntarily consent to ESSG, or its health service providers, or
other persons or entities acting for or with them, to collect a body component (blood,
urine, breath, or any combination thereof) from me for testing for alcohol and/or drugs. |
understand that the laboratory selected by ESSG may conduct testing and other

M‘WO ﬂ/léh%ﬁ

Individual’'s Name

G s

Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



A

ACKNOWLEDGMENT

The associate handbook was reviewed with me, and | have received my personal copy. | also
acknowledge that | have been given the opportunity to ask questions and express concerns

duﬁnmmWMWWWOWInQ:

1. This handbook is intended as a guide and not an employment agreement that
creates a contractual relationship, and that the employment relationship may be
terminated at the will of either party at any time.

2. The changing needs of the business will require alteration in method, practices and
policies, and the company will unilaterally revise, as necessary, to meet these
changing needs.

3. lagreeto notify my ESSG Consultant immediately of any change in my personal
data such as phone number, address, emergency notification, etc.

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

Date: ﬂ 25/2¢ (7
Associate's Signature: / of

Associate's Printed Name: Ra To M glna wi uﬂ

Orientation provided by:

TRV

24



I ‘gy; employer soly

Benafita Enroliment Form

Employce (niormation

Name (Firatand Last)

i-everaging Resources in a Changing Market

. WA~ /i/l
dress

tions staffin

ggr oup.

Wﬂmm empkoyor soktiom ronmide gronp,

ot % arcomes ves kit 2@ sonarne N-hmmnh-h”

ESNG gsm)

Enhanced MEC Plan_Plan 1 ST

";lg;;

L1 Rehire Rehire Date

Ad
| e <t w  |S511%2
Gender LT maje Marital Status [1-Singie | Date of Date of Hire
E¥Fomals | O Mared 1 pvorcea| /1 95~
Phone Number: Emall Address:
Please Select Desired Coverage:
| Employes Only - |:| Employee+Spouseg - DEmponee-l-Child(ren) - D Family -
 $24.00/Week $38.00/Week $38.00/Week $63.00/Week

[ Femals (m ] Domestic Partner
e il e g .Ijr 7 R ,s“:T E ] i o e
O wmate Spouse [ Child
[ First Nama ML ame O Femue || PD s
NAME OF PERSONOOVERED(FIRST, LAST):
EFF. DATE
EFF. DATE
EFF. DATE
Empioyee Acknowledgement and

Pl
HETES R bnty,
Em yrengture
I e

EMPLOH
Tup

of adoption, | may he able to enre

Employee Signatura

dand that i "\’T tapendants, if any, desire to participats in the/pian at a Iater date. liwe may be considered a jatg enrolies and
must meet the requiren o defined in the Cartificate of Coverage for the

(including my spouss) becduse of other Covarage, |
days after the other coveragiands, in addition, ifa

JF DECLINING- YOU WU

Authorization - herehy apply for the group benefit{s) an Indloatad, | acknowledgs that aif entriga
any misstatoments or fafiure to report info

N
Z | am DECLINING coverage |

walve any coverage and

\\ Dats

are true and complete and that
nd my dependantys), #any, from the original
| have elacted, ;

may
tompany's medical gefantaj plans. if I decline enroflment for myseifor my dependents
may, in future be abia to onroli myselferf; dspoudxz In this pian, provided | request enroliment within 31
new dependent relationship formess resuit of marriage, birth, adoption, placement for adaption of parting suit
myself or my dependent, provided | reamss: enrolimant within 31 days of the avent,
SIGN HERE
> Date
i Employer Solutions Staffing Group Heafth Benefits Team
7301 Ohms Lane Suite 405
Edina, MN §643p

E

Phone: 852-767-9519 Fax: 952-767-9515
mall; Health@empioyersolutlonsgmup.com



d TTTTeeawssA SGEIAGLILY  ITIAT ‘

“+VSl. . 219301-ESG1  |oFFcE uskony LOCATION RehireDate__/__,
ENROLLMENT FORM ESC CUUNAC-MN) P1 y1a,
A-REQUIRED EVIPLOYEE INFORMATION PRINT USING BLACK or BLUE INK {Must Be Filicg o T
Name g, (1 b, %cs%sgi,? ~34i sce | Home Phone Sex ML —
Aidgressses la Peurenr aue 14 = - Wl UZEL

, o, Pe)iz B Tsg

B. DO YOU OR ANY. OF YOUR DEPENDENTS RECE|IVE MEDICARE BENEF|TS?

DYes D No. If Yes, please continue.

Medicare Health Insurance Claim Number (HICN) M;a;;ﬁwve Date

Name of Covered Person s | T T [ &0

1. 2, 3

C. LIMITED BENEF|TS PLAN SELECTION e Payroll 6edu=tedWeekly Rates
You MUST select a coverage level before

any benefits in Section C. Your coverage level for the all benefits in Section C will be
identical. The Fixed Indemnity Medical Plan, Dental Pian, Term Life Plan, a il

nd Short-Term Disability plans are underwritten by BCS
Insurance Company. The Vision plan is underwritten by Co

SELECT COVE gEL PG NDEMNITY | oenmaL VISION TERMUFE | SHORETERM
Ertee ot s @) e g Rl sed un@
Employes ' $41.10 $12.34 $4.92

$0.90

For Term Life / Accidental Death & Dismemberment, please write In your beneficiary information, Accidental Death &
Dismemberment Is part of the Term Life Benefit. -

Name

D. REQUIRED DEPENDENT INFORMATION

Name Social Security # ' Date of Birth | Sex Relationship
: e L S JI_ - 4; / ____@_ _____ _[;I_Spguse_i:l__ghildlj Domestic Partner
Name  Social Security # | Date of Birth Sex Relationshi
| /¢ |ImlE] DSPouseE]Chi.'é.l__—_l_'aemeat_isfz_rmﬁ_r_
Name : irSocial Security # | Date of Birth | Sex Relationship
¥ L4 | [MITF] | Spouse L] chiid (] Domestic Partner
Name | Social Security # | Date of Birth | Sex Relaﬂon;l;};: ]
e i Ll | IMITE] | Ospouse[Tchid [T Domestic Parine

E. REQUIRED SIGNATURE YOU MUST SIGN AND DATE, EVEN IF YOU DECLINE COVERAGE

I have read the benefit packet and understand its limitations. | understand that open enroliment is only available for
& limited time and | understand that making no benefit selection 's @ declination of coverage. v :
| PR RS 20T | psananme Doy, Erasiphes

This is an Essential StaffCARE Enroliment Form.



