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E-Verify

SENSITIVE BUT UNCLASSIFIED
Case Vaerification Number: 2017153124434FY
Report Prepared:; 08/02/2017
c::mm Information
Company ID: 47429 Company Name: Employar Solutions Staffing Group
Empiloyse information
Last Nams: mandry Fist Name: jefirey
Date of Birth: 01/28/1973 Soolal Securily Number: ***** 1885
Hire Date: 08/02/2017 Ciiizenship Status: A citizen of the United States
Document Information
List B Document: Driver's icanas or ID car issued by a U.S, state or outlying possession List C Document: Social Security Card
Document Name: Driver's icanse Dooument Siats; Florida
Driver's License or ID Card Number: m536480730280 Documant Expiration Date: 01/28/2020
Casa Status Information
Current Case Result: Employment Authorized Employer Case ID;
Case Submitted On: 06/02/2017 Case Submiited By: SGLASB32
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www.esgstaffingsolutions.com

o Ry

employer solutions staffing group..

New Hire Application

Personal Data-- PLEASE PRINT LEGIBLY IN INK

Last Name _MQM

7/

First Name @5‘/

PO Box 46270

Minneapolis, MN 55344-9956

Tel: 952.835.1288

[

Street Address_JO0Y ™2 ST
N_$322¢

City/State/Zip

Phone Number _{239 ,5?5 -57158

Middle Initial g

Apt/Ste

Social Security Last Four XXX-XX- % q§

Emall Address __ ’ld-ffm 7 @ ﬂg;z . Com)

Staffing Agency/Recruitment Partner __Z A 2-

All offers of empioyment are conditional upon satisfactory proof of identity and legal abllity to work in the L.S.A.

Are you legally authorized to work in the United States of America? ﬂYES [NO
Appiicant Certification and Authorization

| authorize Employer Solutions Staffing Group (ESSG) to use the information and statements contalned In this application to determine my
qualiifications for employment. | authorize ESSG to make Inquiries of my former employers, except as indicated in this application,
regarding my previous duties, responsibliities, performance, compensation and eligibllity for rehire.

| understand that a comprehensive background check may be conducted to determine my ellgibility for hire by certain cllents 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 policles.

I release ESSG and other persons or entities from any claims that might be based on ESSG's declsion fo conduct a background check.

| certify that all statements made in my application are true and accurate and that | have not omitted any material information or provided

false or misieading information. | understand that any material omission or misrepresentation will result in my disqualification from
consideration for employment or, if discoverad after | begin empioyment, will result In my termination.

If hired, | agree to abide by the policies and procedures of ESSG.
< Be Moucey ”M
ame (Printortype) 7/ s ?ﬂnature / /

A copy or facsimile ("fax") will be considered the same as an original signature. Emall will ONLY be used for employment correspondence

2 4z fa017
Ap Date’ 7

For ESSG Office Use Only
DOH NHW -8 8850 w4
Emergency Contact Info Background Release Form Background Resuits Unemployment Letter ESC Application
(If applicable)
For ESSG Client Use
DOH ROP Work Site Loc. WC Code
ESSG - CMG_SM Rev. 042017



Form W-4 (2017) Grosta han 81,000 S0 SUPPlementalweges - Norge ncorne, 1y eve ¢ ge amaunt o

Basio instructions, If you aren’t exempt, complets considsr making estimated tax ents using Form
Purpose. Complete Form W-4 so that your the Personal Allowanges Worksheet%t'elow. The 104&3'0;;%?&&'3% Olhe{wlsg;
employer can withhold the correct federal Income waorkshests on page 2 further adjust your ggﬁnmm Se6 Pub. 808 f?#nd outplf.nglgghould
tax from your pay. Consider completing a new Form withholding allowances based on ftemized ity wlg"tholdl or Form Wea o W-%P
W-4 each year and when your personal or financial deductions, certaln credits, adjustments to Income, adjust your ng on Form 6
situation changes. or two-eamers/multiple jobs sftuations. ngdeamers or multiple jobs, if )]'og l}iaveath
Exemption from withholding. If you are exempt, Complete all workshests that . However, you worsing spouse or mare than one job, figure the
complete only lines 1, 2, 8, 4, and 7 and sign the may clalpm fewer (or zero allowa:ggg For ragularyo mnmlallng'gs B’f’f a“""m"“"%yg‘;a’zm edth:’l‘alm
form to validate it. Your exemption for 2017 expires wages, withholding must be based an allowances e ‘llour:nst;l‘ r};’d? Usually Wil bef'g;? N ate
Feb 16, 2018, See Pub, 505, Tax Withholding you claimed and may not bs a fiat amount or when &l allowancasnag:s Claimed on the Formmw 4
and Tax. percantage of wages. for the highest %glng Job and zero allowancss are
Note: If another person can claim you as a dependent Head of household, Generally, you can claim head claimed on the athers, 8ee Pub. 505 for details.
on his or her tax retum, you can't clalm exemption of housshold filing status on your tax return ong if Nonrasident allen. If nonresident all =
from withholding H your otal income exceeds $1,050 you are unmarried and pay mora than 60% of the Nofice 1362 Su;:ﬁ w,,;m Wa lnsbucﬂgnn'ssfor
and Includes more $350 of uneamed Income (for costs of ing c:E & home for yourself and your Nenresident All ansfn completing this form.
example, Interest and dividends). dzgandengxeor er qualifying Individuals, Ses res ens, belore completing 5
Exgeptions. An employes be able to clalm Pub. 501, Exemptions, Standard Deduction, and Check your withholding. After your Form W-4 takes
2 °¥ ey, Filing Information, for information. effect, uss Pub, 505 to see how the amount you are
Sxemption from withholding even if the employee Is craciits ected tax credits having withheld compares o your projected total tax
& dependent, if the employee: I::omt n ﬂgf,ﬁ" mmg&b nu:l’:‘er of te for 2091 7. See Pub, 505, especyiglly our earnings
* Is age 85 or oider, withholding Glowances. Creda for ohi or dependent  Xoeed $130,000 (Single) o 818,000 (Married).
s |s blind, or oare expenses and the child tax credit may be claimed Future developments, Information about any future
 Will laim adjustments fo Income; tax crelts; or oo Pu, G5 o THoTTaton on baveniog vous e oucicpmerta afeating Fom W4 (suohas *
Rtemized deductions, on his or her tax retum, credits Into withholding allowanoes. 2k aetg www.lrs.gov/w4. 2
Personal Allowances Worksheet (Keep for your records.)
A Enter“1”foryourselflfnooneelsecanclalmyouasadependent. © 0 0 6 0 006 0 0 0 0 06 0 00 oo L |
® You're single and have only one job; or
B  Enter*1”if * You're married, have only one job, and your spouse doesn't work; or B
* Your wages from a second job or your spouse's wages (or the total of both) are $1,600 or less.
C  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 littie tax withheld) . . . . . . . . . . . c
D  Enter number of dependents (other than your spouse or yourself) you will claim on your tax retumn . 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 ieast $2,000 of child or dependent care expenses for which you plan to claim a credit F

(Note: Do not include child support payments. See Pub. 603, Child and Dependent Care Expenses, for detalls,)
G  Child Tax Credit (including additional child 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 eligible child; then less *1 if you

have two to four eligible children or less “2" if you have five or more eiigible children.

® if your total income will be between $70,000 and $84,000 ($100,000 and $119,000 if married), enter *1” for each eligbiechild. G
H  Add lines A through G and enter total here, {Note: This may be different from the number of exemptions you claim on your tax retum.) » H

= if you plan to itemize or clalm adjustments to income and want to reducs your withholding, see the Deductions
Foraccuracy, | 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 if married), see the Two-Eamers/Multiple Jobs Worksheet on page 2
that apply. to avoid having too little tax withheld.

@ 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.

= w_4 Employee’s Withholding Allowance Certificate OMB No. 1546-0074
orm
» Whether you are entitled to claim a certaln number of allowances or exemption from withholding Is
m&gﬁm“" subject to review by the IRS. Your employer may be required to send a copy of this form to the IRS. 2 @ 1 7
J__’ Your first name and middle Inftial Last name 2  Your soclal security number

single [] Married [] Married, but withhold at higher Single rate.
ote: If married, but legally separated, or spouse Is a nonresident allen, check the “Single” box.

%WMMW Y1z -9 - (988

ity or town, stats, and ZIP code 4 ifyour last name differs from that shown on your soclal security card,
EMNG’W 2 [_ZA{ 6'3’6&'}‘ check here. You must call 1-800-772-1213 for a replacement card, > []
g Total number of allowances you are claiming (from line H above or from the applicable worksheet on page 2) 5
Additional amount, if any, you want withheld from each paycheck . . . . . . . ., ., . . . .. 6[$ -

I claim exemption from withholding for 201 7, and | certify that | meet both of the following conditions for exemption. | " 3
* Last year | had a right fo 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 bsecause | expect to have no tax liability.
If you meet both conditlons, write “Exempt*here. . . . . . . . . . . . . . . >| 7]
Under penalties of perjury, | declare that | have this certificate and, to the best of my knowledge and belief, it Is true, comrect, and complete.

Date» dééa—/Qa/ 7

pﬁ! lines & and 10 onf if sendling 4 the IRS.) 9 Offica code (optional) | 10 Employer !dentlfication number (EIN)

~N ot

Employee’s signature
(This form Is not valid unless you sign it.)
8 Employer's name and address (Employer:

For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 102200 Form W-4 (2017)



Employment Eligibility Verification USCIS

Department of Homeland Security OME ;:T;;_%o o
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 Itable for errors in the complstion of this form.
ANTI-DISCRIMINATION NOTICE: it [s illegal to discriminate against work-authorized Individuals.

document(s) an employee may present to estabilsh employment authorization and identity. The refusal to hire or continue to empioy
an Individual because the documentation presented has a future expiration date may also constitute liegal discrimination.

[Eeuﬂqn 1. Employee Tnfarmation and Attestation (Etployeas must asmplete dnd sign Sectian 1 of Porm -9 po later
they the finst day af employmenn, but nat befary Bhoapling a job offer )

Employers CANNOT specify which

Last Name (Family Name) First Name (Given Name) Middle Initial Other Last Names Used (if any)
Mook : [
Address (Street Number and Name) Apt. Number | City or Town

State ZIP Code
| loo} QM0 ST TRRUMETDAS N | 58234

Date of Birth (mm/ddfyyyy)  (U.S. Social Security Number | Employee's E-mail Address Employee's Telephone Number
D[_/JQJ/M'IS H7[5] - 9] - [ [sl#s]) - [ comn (2%)595-575D

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

! att;;t. under penalty of perjury, that | am (check one of the following boxes):
1. A citizen of the United States

D 2. A noncitizen national of the United States (See Instructions)

D 3. A lawful permanent resident  (Alisn Reglstration Number/USCIS Number):

D 4. An allen authorized to work  until (expiration date, if applicable, mm/dd/yyyy):
Some allens may write "N/A” In the explration date field. (Ses instructions)

Aliens authorized to work must provide only one of the following document numbers to compiete Form 1-9: Do Nt Ve 11 v e
An Alien Registration Number/USCIS Number OR Form i-94 Admission Number OR Foreign Passport Number.

1. Allen Reglstration Number/USCIS Number:
OR
2, Form 1-84 Admisslon Number:
OR
3. Foreign Passport Number:
Country of Issuance:

= Z 7

Today's Date (mm/dd/yyyy)

- Cofbz /o017
atlon{dheck orig)i ’ il

|| tie\not us @ proparer or ransiator. || A préanér(s) ndior trarelélr(s) assiled thé emiplaye n qamplefing Bection 1,
fie@ybelow myst be pdmpleled and signed whian preparers and/er lrepslatirs assist en empigyee in gampleting Becfidn 1 )

owledg_e the Information Is true and correct.

mttest,'under penalty of perjury, that | have assisted In the

completion of Section 1 of this form and that to the best of my

Sik-nature of Preparer or Translator

Taday's Date (mm/dd/yyyy)

Last Name (Family Name)

First Name (Given Name)

Address (Street Number and Name)

City or Town

State ZIP Code

@ Employér Completes Next Page

FormI-9 11/14/2016 N



Employment Eligibility Verification USCIS

Department of Homeland Security Form 1-9
e g s . f OMB No. 1615-0047
U.S. Citizenship and Immigration Services Toxpires 08/31/2019

Beotloh 5. Em oyer of Authorl ative Neviow

3nd Velledlon, 7

s & ] .:.-' [ Sgw | o
(Bmployers or their authorized reprasoniative must camplete and sign Beatitn B within  business days df the employse's first day of em Yoy
vamwﬁmmme#mmmona mwmmmmmmmammwmmwdgmwgmaWs
Last Name (Family Name) First Namg, (Giyen Name) Citizenship/immigration Status
Employee Info from Section 1 On € A '3& e (3'
ListA OR ‘) List B A% ListC
Identity and Employment Authorization Identity Employment Authorization
Document Title Document Title Document Title
YU DL SSc
Issul
ssuing Authority l&%% = G -F L/ Issulng%lhag P\
Document Number Document Number Docy ber
MS M-z 73-0290-6 ) “96-1q 8S
Expiration Date (if any)(mm/dd/yyyy) Expiration Date (if any)(mm/ddAryyy) Explration Date (if any)(mm/dd/yyyy)
Ol - 2 -~ 2037V N Ac
Document Title f
Issulng Authority Additional Information &%‘3?33&33?“ T‘Fu":épii
Document Number
Explration Date (i any)(mm/dd/yyyy)
Document Title
Issulng Authority
Document Number
Expiration Date (if any)(mm/ddfyyyy)

Certification: | attest, under penalty of perjury, that (1) | have examined the document(s) presented by the above-named employee,
(2) the above-isted document(s) appear to be genulne and to relate to the employee named, and (3) to the best of my knowledge the
employee Is authorized to work In the United S .

e\employee's first day/ogfmployment {mm/dd/yyyy): Olo-& 2-26 L'ISee instructions for exemptions)
c ; ve Today's Date(mm/ddAryyy) Title of Employer or Authorized Representative

Olo-02 -0l Q&Qv O 'ke(

First Niie of Empioyer or Authorized Representative Employer's Business or Organization Name

o { L EMPLOYER SOLUTIONS STAFFING GROUP LLC
Employer's Business or Organization Address (Street Number and Name) Cv or Town State ZIP Code
7301 OHMS LANE 405 EDINA MN 55439
tion 3. Revarification and Rehires (7o be dompleted ard sigred by Siployer o7 authorized represepiiaiive |

A New Name (if apglieable] B. Dafe of Rehire (¥ applicable]
Last Name (Family Name) First Name (Given Name) Middle Initial Date (mm/dd/yyyy)

8, Tifie émployes's previols rthani of eftiployment authanzailan has expired, provide e informalion Tor Tha decliment or recelpl Thal establishies
continulrig employment authorization in the space pravided below.

Document Title Document Number Expiration Date (if any) (mm/ddAyyy)

1 attest, under penaity 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 genulne 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 I-9 11/14/2016 N






RESTRICTIONS: A-Corractive Lenges
ENDORSEMENTS:
CLASS: & . Any non-commerciat vehicle with a GvwR less than 26,001 e, or any AV

REPLACEM LicENSE REQUIRED WITHIN 10 mvoaulmuemmn CHANGS.
The Stete of Plorids retains al propeny rights herein,

Exocutive Directar t
] | iy ) 3] Julie Jones
B | D PR | Clayton Boya elder [[37
P I A [} Owrector of Iloterm'gn (4]
N241311160011
Rev Date 08.01.12




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 your education, work history, professional
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 identify yourself for BGC.

Printed name: C,EFWZE\/ J;\gm /\//ﬂkwﬂ/

First ' Middle (O Last /
none)

Other names used:
Current county of residence:

Current and former addresses:

doot) M ST TRuinvaon ,MA) SEDAS-

from Mo/Yr to Mo/Yr Street City, State & Zip
Te> 300 DY o017 Bysle e (460 [WAY  Bewerd shonks,F 31135
from Mo/Yr to Mo/Yr Street ! City, State & Zip
MRJJE 2016 TEm 207 678 so0a02 Ave N Appres , FL 3YHDS
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.

01 (29 | 973 473-96- 985
Date of birth Social security number
MB36 - 420 - '72-029 - O Jevmpy Josapet MendRY
Driver’s license number & 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%

06/02/5617

Date

;



EMERGENCY CONTACT INFORMATION

EMPLOYER SOLUTIONS STAFFING GROUP
IN CASE OF AN EMERGENCY - NOTIFICATION INF ORMATION

Employee Name:

Address: 1002 &2 ST ﬁmlw_) Mmn .53'322‘_71
Home Phone: ( 239 ’ S9s- 57725

= T GENCYEBNTAGTS "
Please Hst two people (In pr B_orlty orddr) who opuld be pantacted in case of an emergency
Contact #1 Home Phone: (3 ;a> 2A95-6815
Name: Dast Meving Cell Phone: éw) Q245 - OS5
Relationship: [oom. pmmre / =" V) Work Phone: ('320) a95 - 6515
Contact #2

NameJQﬁ@’?H Mmﬁ"}’

Relationship: Foryeg Work Phone:C%@ 49¢- 1217

Additional information you want Emplo

yer Solutions Staffing Group and our clients to know in the event
of an emergency:

This information will remain confidential and will only be used in the case of an emergency.




- employer solutions staffing group.

Leveraging Resources in a Changing Market
Wage Payment Method Authorization (Minnesota)

Employees have the option of receiving wages by Direct Deposit and/or Payroll Debit Card.
If you do not provide a written election, wages will be paid by paper Check.

SLE 0N BASIC INFORNEAFION
- e
»

yad Direct Deposit (Please complete Sections 3 andud below) Note: Direct Deposit accounts may take up to 7 days to be activated
[_| Payroll Debit Card (Please complete Sections 4 and 5 below) || Paper Check (Please complete Section 5 below)
SEC TIOR3 DIRECE DEROSEE

(,\' i} Update Bank Account T understand and acknowledge that if I do not provide a
N Bank Name: voided check with this direct deposit form, I am
€L DUNCOAST ( et UNLS Aj responsible for any delays in payroll or extra costs

BN Routing# ' 63132817 incurred if the account number that I provide is incorrect.

Accomt? | 005000443 3FYR mm@_nm 06[0;[2412’
Account Type: B Checking [ Savings [JOther

*  Tohelp us avoid making an error, please attach a copy of a voided check, (a deposit slip will not work)
. lfyouchxmgebanks,donotdoseyomoldbmkamnmmyomdhectdeposﬂhassmrmdatﬂlenewbmk,whichmaytakeZpayperiod&

SLEFION - PANROIL DEBLET GARD (GEOBNT GASHLEARD)

Federal law requires all financial institutions to obtain, verify, and record information that identifies each person who opens an account, In order to
request & 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. Far your protection, the financial institution may ask you to provide them additional identification information so they can
verify your identity.

Except for the ronting 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. Yon 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)

= LA
SEGahl o o[ 8 [H SRR ) e 9] ()N

First Name ML 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 Debit Card Routing # Payroll Debit Card Account #

073972181

|Thave received my Payroll Debit Card, welcome brochure, program fees, program terms, conditions, and disclosures. By activating my Payroll Debit Card,
T 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 fies described in the fee schedule that is part of the program terms,
conditions, and disclosures.

Employee’s Signa AT ‘....(- p.dl

Date: Dé;/ﬁf?'/m , 7
SECTION S NUTTORIZN T TON

T anthorize ESSG to directly deposif my periodic wages/compensation pa{m ents, 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.

i ~ .
*E'mam._dﬂn@_f@?_@ﬂw [.com @
in tion will only be used to send your paystubs electronically

Date: 04’/6 2%251 7

Employee's Signature:




~employer solutions staffing group.

Leveraging Resources in a Changing Market

STATEMENT OF CONFIDENTIALITY
This agreement made this L‘\ ay ofJ Lhs , 201 _L,;tween

Employer Solutions Staffing Group LLC, hereinafter referred to as “employer”,
and <JJExt Mameg 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 whatsoeysr—the—emplavee shall
not use or disclose to any other person or cgm tal or
proprietary information or know-how related to the

result to the employer from a violation :
employee agrees to pay to the employér the sum of $10,000
damages for every such violation; provided, Rowever, that the
amount as liquidated damages shall not be co

entative




T

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, ete.), 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, gtd), ustad debe notificar a su reclutador de personal que el cheque no
se puedg’entontrar. Si se puede verificar que el cheque no ha sido cobrado,
ESSG se defendra el cheque de pagojy reemitir el cheque a usted, descontando
un cargo de entre $ 25 - $ 35.

Si su cheque §e pago fue robado, frimero debe denunciar el robo a la policia
antes de que pydamos volver a #mitir el cheque. Una vez hecho esto, usted
debe proporcionakuna copig.ee la denuncia a su reclutador de personal que el
cheque fue robado. Stetthieque no ha sido cobrado y si la pérdida del cheque
fue su culpa, ESSG emitira un nuevo cheque y no hay cuota se deducira.

AGREED/SE ACUERDA—

Name/Nombre (con letra de molde): JM T M&Ml/
7

ﬂgnature/Firma'

' /




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 your employer 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.

| have read esponsibilities and agree to abide by these guidelines.




= 8850 Pre-Screening Notice and Certification Request for
(Rev. March 2016) the Work Opportunity Credit OMB No. 1545-1500

ﬂ?&m ne\t.ecmeswge ) » Information about Form 8850 and its separate Instructions is at www.irs.gov/form8850.

Job applicant: Fill in the lines below and check any boxes that apply. Complete only this side.

Your name Mnﬂ}v Social security number > ¢£73- 5’4 "/7:?3—

Street address whereyoulive _ jo0Y Y <7

Gity or town, state, and ZP code  J79RmNE-To Al I MA_S5D2Y
County _ [DRIOTA Telephone number (2@ ‘ RNA5- 575D

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

1 [ Check here 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 received 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.

° | am at least age 18 but not age 40 or older and | am a member of a family that:
a. Received SNAP benefits (food stamps) for the past 6 months; or
b. Received SNAP benefits (food stamps) for at least 3 of the past 5 months, but is no longer eligible to receive them.

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

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

* 1 am a veteran and | was unemployed for a period or periods totaling at least 4 weeks but less than 8 months during the
past year.

3 [ Check here if you are a veteran and you were unemployed for a period or periods totaling at least 8 months during the past
year.

4 [ Check here if you are a veteran entitled to compensation for a service-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 veteran 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 [ Check here if you are a member of a family that:
* Recelved TANF payments for at least the past 18 months; or
® 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 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 least 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 knowledge, true,
correct, and complete.

Job applicant’s signature
For Privacy Act and Paperwork ch(ucﬂon

Date 96/&9 2017

Cat. No. 22851L Form 8850 (Rev. 3-2016)

Noﬂce,ﬁ’ee pag7£



]

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

EMPLOYER SECTION:

Client: Company:
Employer Solutions Group
Location: Position: Starting Wage: $

EMPLOYEE SECTION:

Employee Name: Street Address:
Serteey Mousay oot QA ST

SS#: Date of Birth: Age: Have yon worked for yes, location:

413 9 - 1955 | £) 129/ 1993 |pef | Pacompungbaporst
Please complete all questions, and sign and date the form. Yes No

-y

1. Have you or has anyone living with you received Temporary Assistance to Needy Families (TANF) I |
at any time since Angust 5, 1997? (Ifyes, please provide information below.)
Name of the person receiving benefits: Relationship to you:
City: County: State:

2. Have you or has anyone living with yon received Food Stamps (SNAP) at any time during the past 15 months? I:I D
(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 (SSI) at any time within the past 3 months? ]:] L—_|
Please note, this is not the same as Social Security benefits (SS) ar Social Security Disability (SSDI) benefits,
*If you checked yes please provide a copy of your SSI documentation.

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

I:I Vocational Rehabilitation Agency Dept. of Veterans Affairs D Employment 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,

S. Areyou a Veteran of the U.S, Military? *[fyes, Please provide a copy of your DD-214 and letter of separation.
(If yes, please provide information below. If no, please continue to question #6.)

Dates of Service - From; / / To: / /
Branch of Service:
Are yon entitled to or are you receiving compensation for a service-connected disability?

O
O

6. Have you been unemployed at any time during the last 12 months?

If yes, dates of unemployment - From: / / To: / /
Did you receive unemployment compensation at any point during your unemployment?
If yes, dates received unemployment compensation - From: / / To: / /

O O O3
[T o ]

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 EI Federal or D State conviction? If State - County: State:

Additiopa) Tax Credits

IEC (Native American): Are you or your spouse a member of a Native American Tribe? D
*If you checked yes please provide a copy of your CDIB card,

CA Residents: Are you the child of foster parents? I:I Do you receive CalWorks? D ‘Workforce Investment Act?
Are you a migrant or seasonal farm worker? D Have you ever been convicted of a misdemeanor?
SC Residents: D Do you receive Family Independence Benefits?

O

PLEASE READ, SIGN, AND DATE:
Under penalties of perjury, 1 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 inforpation that may be needed to determine tax credit eligibility 1o my employer, employer representative (Associated

Consultants, Inc. dba Retrotax), or the Dgptirtmg of Labor.
Date: 0[0/ @2'/ 90 / 7

New Employee Signature:




Qualified Long-Term Unemployment Recipient

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

Client: Company:
Employer Solutions Group

Location: Emploﬁ e Name: y n}‘ Si}'#:73 -9 _é: / M

EMPLOYEE:

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

[]  Ihave been unemployed at any time during the last 12 months.

If applicable, dates of unemployment - From: To:
From: / / To: /
Prom: / / To: /

J  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.

ey | 4

Date:

RetroTax®
3730 Washington Blvd.
Indianapolis, IN 46205

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

www.retrotax-aci.com

O[O

/




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 days after completion of a suitable

Job assignment from a staffing service, (1) fails without good cause to
affirmatively request an additional suitable job assignment, (2) refuses
without good cause an additional suitable job assignment offered, or (3)
accepis 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 952.277.5227 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 assignQ ends. | also acknowledge that | have received
a separate copy of this form.

(Initial)

_é@éz@/ y4

Date:! “/

. f _"J 4 -
lofe€ Sigature’ /
wﬂ
Employee (pl€ase print your hame 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 0 )
drugs and alcohol.
2. | 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. | 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
analysis on the sample provided by me. | further voluntarily consent to the laboratory’s
disclosure to ESSG of the results of my drug and/or alcohol test and other information
related to the test.

lndividual’s Name /
Ob [az[zw:_'z
Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



¥
employer solutions staffing group.

Levaraging Rescurcas in 2 Changing [Viarke:

ESNG 1589

a1 hmm s e ve Wl e By diae >
gt I Benefit Plan Administrators, Inc.

Enhanced MEC Plan_Plan 1

Benefits Enrollment Form I New Emploves

Employec information

Name (First and Last)

[] Rehire Rehire Date

Social Security Number

hsieeay Monney 1 472 -96- 935

Address City State Zip Code

jeo MO sT. . - FARMM 7oA MN Ss02¥

Gender ﬂ.Mala Marital Status ¥<{_Single | Date of Birth ‘ Date of Hire
O Female | O Maried “ [ Divorced Ol /6‘-‘) /l P73

Phone Number: Emall Address:
_(239)598- 150 Jefrnand) 7@ gmail. eom
Plegse Select Desired Coverage:

"y’ Employee Only - Employee+Spouse - [ ]Employee+Child(ren) - Family -
A $24.00/Week $38.00/Week $36.00/Week $63.00/Week

Social Security # 0 Birth Dm il } » Relatio.nshi;
: O Mae OISpouse [ Child
[First Name WM Last Name O Female Domestic Partner
Social Security # Birth Date | Sex Relationship
M ] Spouse Child
[First Name il M Last Name E F::ala ] DoElesﬁcPartner
' Soclai‘Sscurﬂy#. [ BitDate | 8ex i R&aﬁonehip
rst Name ™I, Lasi Name L mae DSpoDnse O Child
EFF. DATE
EFF. DATE
EFF. DATE

Employee Acknowledgement and Autharization - | hereby apply for the group henefit{s) as Indicated. | acknowledge that alj entries are true and complete and that
any misstatements or fallura to report information may he used as the hasis for cancellation of coverage for me and my dependent{s), if any, from the original
effective date. Further, | authorize my employer to make the necessary payroll deduction of premiums for coverages | have elsoted.

[IF ENROLLIN OU MUST SJGN HERE

Employes Signature f s o B
EMPLOYEES DECLINING amp {ING coverage

Date & éég ./80/7

1 understand that | and/or’ my daependents, if any, waive any coverage and desire fo participate in the plan at a later 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 enroliment for myself or my dependents
(including my spouse) because of other coverags, | may, in firture be able to enroll myself or my depend In this pian, provided i request enroliment within 31
days after the other coverage ends. In addition, if a new dependent relationship forms as a result of marriage, birth, adoption, placement for adoption of parting sult
of adoption, | may be able to enroll myself or my dependent, provided | request enroliment within 31 days of the event.

IF DECLINING- YOU MUST SIGN HERE

Employes Signature Date

Employer Solutions Staffing Group Health Benefits Team
7301 Ohms Lane Suite 405
Edina, MN 55439
Phone: 8562-767-8618 Fax: 952-767-9515
Emall: Health@employersolutionsgroup.com




o

Fixed Indemnity Medical Benefits_Plan 2

VS 219301-E5G-1 OFFICE USE ONLY LOCATION RehireDate__ _ /__/ _ _
ENROLLMENT FORM ESC CU(UNAC-MN) P1 v18.2
A. REQUIRED EMPLOYEE INFORMATION PRINT USING BLACK or BLUE INK (Must Be Filled Out)
Name Social Security # | Home Phone i SEx
T Monory 473-9%"[98S  (Q29)595-5750 Qs
Address ! / i L Apt#
loo4 QM8 sT 5
Ci | State | Zip | Date of Birth
| i—E@m WieToN M 35034 | g’ 9 /912

B. DO YOU OR ANY OF YOUR DEPENDENTS RECEIVE MEDICARE BENEFITS? I:IYesDNo If Yes, please continue

Medicare Health Insurance Claim Number (HICN) i Medicare Effective Date
. Name of Covered Person (s): |
e | 2 3.
C. LIMITED BENEFITS PLAN SELECTION Payroll Deducted Weekly 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 Plan, Term Life Plan, and Short-Term Disability plans are underwritten by BCS

Insurance Company. The Vision plan is underwritten by Companion Life Insurance Company.
seLecT coVERAGE LeveL FOCRNDEMNITY I/ penrat | vision ) TERMLIFE SHOWE s
Employee Only m sz (|  ser7 §{ff| s2a2 $0.60 op)|  sa20 {H)
Employee +1 [ ] $41.10 $12.34 $4.92 $0.90
Employee + Family [ ] $54.88 $20.36 $6.56 $1.80
NO to ALL Benefits L] [ Ives [ INo [ ves [] No | [ ves [INo [ IVes [ INo | [ ¥es [ Ino

_Tﬁﬁs coverage is not available to residents of NH, Hi, or PR. 2STD is not ;vailable to persons who work in CA, HI, NJ, NY, or RI.

For Term Life / Accidental Death & Dismemberment, please write in your beneficiary information. Accidental Death &
Dismemberment is part of the Term Life Benefit.

Name

Relationship

D. REQUIRED DEPENDENT INFORMATION

Name Social Security # = Date of Birth ' Sex | Relationship
i E [ Q IE [_]Spouse [] Child ] Domestic Partner
Name Social Security # | Date of Birth | Sex Relationship
- ; N ’ @ i [ISpouse[ ] child ] Domestic Partner
Name Social Security # | Date of Birth irSex ; Relationship
=9 /7 IMI[E] | Cspouss [ child[] Domestic Partner
Name Social Security # ' Date of Birth | Sex | Relationship

i1 IMIE] O] spouse [ Child [] Domestic Partner

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 enrollment is only available for RO
2 limited time and | understand that making no benefit selection s 3 decffation of coverags.

patE 06 /0282 17

___ D>SIGNATURE

This is an Essential StafCARE Enrollment Form.



