8/28/2017 E-Verify: Print Case Details - Preview

E-Verify

[ Case Verification Number: 2017241121620AU
Report Prepared: 08/29/2017

C:omm Information

_____ SENSITIVE BUT UNCLASSIFIED

Company ID: 47429 Company Name; Employer Solutions Staffing Group

Employes Information

Last Name: moore First Namse: dwight

Date of Birth: 03/22/1980 Soclal Security Number: *** ** gg2p

Hire Date: 08/29/2017 Citizenship Status: A citizen of the United States

Documsnt Information

List B Document: Driver's license or ID cardissuedbyaU.S.stateor  ListC Document: Soclal Security Card

outlying possession

Document Name: Driver’s licenss Document State: Minnesota

Driver's Licenss or ID Card Number: Document Expiration Date; 03/22/2020

Case Status Information

Current Case Resuit: Employment Authorized Employer Case ID;

Case Submitted On: 08/29/2017 Case Submittad By: SGLA6832
SENSITIVE BUT UNCLASSIFIED

https:/le-verifyuscls.gav/wsblPﬂntCasaDemlls.aspx?caseVerNum=201 7241121620AU

n
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fralh PO Box 46270

. www.esgstaffingsolutions.com _ )\ ! Minneapolis, MN 55344-995¢
o~ Tel: 952.835.1288

Al

employer solutions staffing group..

New Hire Application

Personal Data—PLEASEPRINTLEGIBLY/NINK

Last Name _{i3re First Name _h,.;g_m/i Middle Initial _/-
Street Address_J237  sifh Streed  NwW AptiSte _

City/State/Zip _&g&_&% Social Security Last Four 30(-XX-
@mall.cam

Phone Number 2- - Email Address _ﬂlﬂﬂmﬂﬂﬁ[ K<

Staffing Agency/Recruitment Partner

1! offers of employment are conditional upon satisfacto roof of identity and legal abli to work in the U.S.A.
Are you legally authorized to work in the United States of America? FYES [INO
Applicant Certification and Authorization

I authorize Employer Solutions Staffing Group (ESSG) to use the information and statements contained in this application to determine my

qualifications for employment, | authorize ESSG to make inquiries of my former employers, except as Indicated in this application,

regarding my previous duties, responsibilities, performance, compensation and eligibility for rehire.

1 understand that a comprehensive background check may be conducted fo determine my eligibility for hire by certain cilents of ESSG.

This may include but is not limited to, investigations of criminal and/or conviction records, driving records and/or a drug screen test as

required by clients, government regulations or by ESSG policies,

1 release ESSG and other persons or entities from any claims that might be based on ESSG's decision 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 misleading information. | understand that any material omission or misrepresentation will resuilt In my disqualification from
nsideration for employment or, if discovered after | begin employment, will resuit in my termination.

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

M’W OF-T5. 26 7 L
Name (Print or type) plicant’ ature Date

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

For ESSG Office Use Only
DOH NHW —_— |18 8850 —_—_ | wa
Emergency Contact Info Background Release Form Background Results Unemployment Letter ESC Application
(if applicable)
For ESSG Client Use
DOH ROP Work Site Loc. WC Code
ESSG - CMG_SM Rev. 04/2017




N
Form W4 (201.7) Gretarhan §1.000 050, ©PPlemertal weges " Nomuage noome. 2 ntorest o s

Baslc Instructions. if you aren't exsmpt, complete conslder making estimated tax ents using Form
Purpose. Complsts Form W-4 go that your the Personal Allowanies Worksheet%télow. The 1030' B’ﬁ%ﬁoﬂg'ﬂd&?&% og’n:m’g;
sm%looyar o= wlthl'al:‘ttéea?omlt&deml l'.'"e"vf,’me m&:ﬁ o pageczs’sfurthar a;],"ﬁ'; Yo gnuﬂy ncome, see Pub. 505 to find out you should
m your pay. Conskder com a new Form owances based mized .
W4 saohy Fed when your pa?sonlgor financlal deducﬂonag, certaln credits, adjustments to Income, adjust your withholding on Form W-4 or W-4P.
situation ges. or two-eamers/multiple jobs situations. 'Iw:':dearners or multiple jobs, if 3]mg r}lgve ath
Exemption from withholding. If you are exem Complets all workshests that . However, you Working spouss or more than one job, figure the
complets only lines 1, 2, 8, 4, and 7 and sign mpet' may olgm fawer (or zero) allnwa:pcgs.!y For ragulary a"":';fef of M% y?rg ar: enﬂt?ag Iggr‘:ﬂlalm
form to valldata it. Your exsmgﬂon for 2017 expires wages, withholding must be based on allowances wa ourv?ith olding uatally Wil hgly %’;t Lo
February 16, 2018. Ses Pub. 505, Tax Withholding you clalmed and may not be a fiat amount or when all allowancesngre uulaalnn{ed e thne] Fon?w ¥
and Tax, percentage of wages. for the highest %ahxlng Job and zero allowanoes are
Note: If another person can claim you as a depsendent Head of household. Generally, you can claim head claimed on the others. See Pub. 505 for detalls,
on his or her tax ratum, you can't clalm exemption of housshoald filing status on your tax return ontlg if Nonresident alien, If you ars a nonresident alien see
S s o SB0Cr TS TSR0 Yo marid and ey e it e Nonresldent sl Hyouarsa -
a L e i =
u \ ona uction, an your olding. ur Form

Exceptions. An employes may be able to ciaim Filing Information, for information. Sffoct, sp Pub 503 10 360 How 1he mount you o
exemption from withholding even if the employee Is having withheld com 1o your projected tota] tax
a dependent, I the employee: Tax m mu oan mﬁgﬂﬁ% cr:fdhs = for 2017, See Pup, Eggmezpacylgl i our eamings
® Is age 6 or older, moldh?g gllwr;gny:eg Credits ?o?cgﬁdagr dependent exceed §130,000 (Single) or $18 -°°¥ Married).
« |s blind, or care expenses and the ohild tax credit may be olalmed Future developments. Information about any future
 WI claim acjustment o inoame; tax crecits; or oo Put, 508 1o Wormanin o carkehost below. - developmerts efec 2t e oo oS posted
itemized deductions, on his or her tax ratum. credits into withholding allowances., it :tg www.lrs.gov/wd. P

Personal Allowances Worksheet {Keep for your records.)

A Enter“1”foryourselfifnooneelsecanclaimyouasadependent. © 0 0 0 0 0 0 00 6 5 0 o 6 6 o o /3

® You're single and have only one job; or }
B

B  Enter*1"if { * You're married, have only one job, and your spouse doesn’t work; or

* 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 choose to enter “-0-" if you are maried and have either a working spouse or more
than one job, (Entering *-0-* may help you avold having too little tax wihheld) . . . . . . . . .. .. .. c
Enter number of dependents (other than your spouse or yourself) you will claimonyourtax retun . . . . . « « . D
Enter 1" if you will file as head of household on your tax retumn (see conditions under Head of householdabove) . . E
Enter “17 if you have at least $2,000 of child or dependent care expenses for which youplantoclaimacredit . ., . F
(Note: Do not Include child support payments. See Pub. 503, Child and Dependent Care Expenses, for detalls.)
G Child Tax Credit (including additional child tax credit). See Pub. 872, Child Tax Credikt, for more Information.

* If your total Income will be less than $70,000 ($100,000 i married), enter “2” for each eligible child; then less *1” if you
have two to four eligible children or less “2” i you have five or more eligible children.

® If your total Income will be between $70,000 and $84,000 ($100,000 and $119,000 i married), enter “1” for each eliglble child. 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

® [f you plan to itemize or claim adjustments to Income and want 1o reducs your withholding, sse the Deductions
Foraccuracy, | and Adjustments Workshest on page 2,

mTmg

AREE =y

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
workshests earnings from all jobs exceed $50,000 ($20,000 if married), see the Two-Earners/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 & of Form W-4 helow.

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

o w.4 Employee’s Withholding Allowance Certificate OMB No. 1545-0074

Depariment of the Treasury » Whether you are entitied to clalm a certaln number of allowances or exemption from withholding is 2 @ 1 7
Internal Revenue Service subjeot to review by the IRS. Your employer may be required to send a copy of this form to the IRS.

1y Your ﬂrat_name and middle Initial Last name 2 _Your soclal security number

s 4] Wipore 3-54-g1,25
Hom¥'address (number and street or nyral routs) jez.

3 [ singie m Married [ Married, but withhold at higher Single rate.

l 2 3 7 [ ﬂ'fh Sﬁ’l-'tf M Note: If maried, butlegally saparated, Or spouse Is a nonresident allen, check the “Single” box.
City or town, state, and Z|P code 4 W your last name differs from that shown on your social security card,
C\d bdﬁﬁovl Ml nJ ; S ” 2 check here. You must call 1-800-772-1213 for a replacement card, > O

Total number of allowances you are claiming (from line H above or from the applicable worksheet on page 2) 5 i

6 Additional amount, if any, you want withheld from each paycheck . . . . . . 59 o o .o 0 06 o 6% @)
7 | claim exemption from withholding for 2017, and | certify that | meet both of the following conditions for exemption. e
* Last year | had a right to a refund of all federal income tax withheld because | had no tax liabllity, and
® This year | expect a refund of all federal income tax withheld because | expect to have no tax liability.
If you meet both conditions, write “Exempt" here. . . . ., . . . . gl o g e L
Under penalties of perjury, | declare that | have examined this certificate and, to the best of my knowledge and belief, it Is true, correct, and complete.

Employee's signature Date » @?f -2¢ - .QO{ 7

(This form Is not valld unless you sign it.)
8 and 10 only if sending to the IRS.) 9 Office code (optional) | 10 Employer identification number EIN)

o

ke 2

8 Employer's name and address (Emplo!

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




Employment Eligibility Verification USCIS

Department of Homeland Security 01\41; g:ﬁ;o -
U.S. Citizenship and Immigration Services Expires 08/31/2019

B>START HERE: Read instructions carefully before completing this form. The Instructions must be available, either in paper or electronically,
during compietion of this form. Employers are llable for errors In the completion of this form.
ANTI-DISCRIMINATION NOTICE: It Is lllegal to discriminate against work-authorized individuals. Employers CANNOT specify which
document(s) an employee may present

to establish employment authorization and identity. The refusal fo hire or continue to employ
an individual because the documentation presented has a future explration date may also constitute illegal discrimination.

[Sécilon 1. Employes Information and Atieststion

(Employees must camplete and sign Sectian 1 of Farm 19 na lafer |
than the first day of employment, but not hefors aacepling @ fob affer )

Last Name (Family Name) First Name (Gjven Name) Middle Initial Other Last Nﬁmes Used (if any) -
Moore h,,\c,-h.jf &
Address (Street Number and Name) Aft, Number | City or Town

237 Iy strer N | 02 Ncw bP‘WM W ZIP Code

Date of Birth (mm/dd/yyyy) U.S. Social Security Number Employee's E-mall Address

| am aware that federal law provides for imprisonment and/or fines for false statements or use of false documents in

Employee's Telephone Number
03 /2w DI3\ " 4 -F 21| pogrentlony | o spron 4422951033

connection with the completion of this form.

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

1. A citizen of the United States
2, A noncitizen national of the United States (See instructions)

|:| 3. A lawful permanent resident  (Allen Registration Number/USCIS Number):

|:| 4. An alien authorized to work  until (expiration date, if applicable, mm/ddlyyyy):

Aliens authorized to work must provide only one of the following document numbers fo complete Form I-9:

QR Code - Section 1
Do Not Write In This §
An Allen Registration Number/USCIS Number OR Form 1-94 Admission Number OR Foreign Passport Number. el
1. Alien Reglstration Number/USCIS Number;
OR
2. Form I-84 Admission Number:
OR

Some aliens may write "N/A" in the expiration date field. (See instructions)

3. Foreign Passport Number;
Country of Issuance:

Signature of Employee Today's Date (mm/dd/fyyyy} o

Preparer and/or Translaidr Gertitibabion (ahéak ong); G Wagn ?
I tid hat yae a propafer or translatys. [] A preparefis) andior transiator(s) assisted the amplayes in dompleting Sactitn 1.

(Pl

i bedow myst he completed and signed when preparerp anedfer {mnsietqm Bssigt an emplayse in ogimipleting Beption 1)

| attest, under penalty of perjury, that I have assisted in the com

pletion of Section 1 of this form and that to the best of my
knowledge the Information is true and correct.
Slgpatnre BT Preparer or Translator Today's Date (mm/dd/yyyy)
Last Nam@ (Family Name) Flrst Name, (Given Name)
Maore— Do
Address (Street Number and Name) /g City or Town v State

1237 fofh  Slreet Nerthqwesi—| Now bf?MM & MW 550/7/‘

@ Employer Completes Next Page @

Form 1-9 11/14/2016 N




Employment Eligibility Verification USCIIS
partment melan Form ¥-9
e of Homsiand Seurity  OMBNy 1615-0047

U.S. Citizenship and Iiftrigtation Services Expires 08312019

Document Tile Document Document Title
Issuing Authority a ‘\? mbL‘ lssdgﬁlg& '
i " _
e — _fg&‘{‘_t%%"%a_oa 320S BT 625
Expiration Date (i gny){mm/ddl-yyyy) : Exgaﬂgrﬂ_:a%ﬂ&ﬂ(m o )( ) Expiration Date {ﬁm»(mm
Document Title
lssuing Authority Additional Information
Document Number
Expiralion Data (7 ars) (s3]
Document Title
Tesuing Authorlly
Bocument Number
[ Expiration Date (7 any)(mmvedlyyyy) '-

Certification: | attest, under penalty of parjury, that (1) | have examined the document(s) preésented by the above-named employee,
(2)tlnabon-llshddmmnmﬂs)mbhmlmandhmhhtoﬂnemployumod,aml(a)bﬂubatofmy knowledge the
Is authorized to wark In the United States.

The\ empl¢yee's first (rﬁ??ploymang (mnvddyyyy): O €3-F-2.01 L (see Instructions for axemptions)
of Taday's Date (mmAddfyyy) | Title of Employer or Authorized Representative
6“%(% r 0~-0\ [s|Recruiter

Name of ; or Al Repmaentaﬁve\ First Name of Employer or Authorized Representative | Employer’s Business or Organization Name
Glasby helby Employer Solution Staffing Gro

Employer's Business or Orgaieation Address (StreetiNumber and Name) | City or Town State | ZIP Code
7480 Flying Cloud Drive Suite 200 Eden Prairie MN 55344

£ LIy e T S p AT e —~ A : ¥ T

Lty Vo ! T NE '( * :I -"[ oy

S T AT i B R T e gy . ) i
e s &L T Y | P e s e e P APy sy yaz pean £ 7 A P T Y UL AT T e
a 'mtf.,u., “ it st s e i et i L ke 10 g By oY G RS ol st e d ' AP "4-~’r' 157

e

SERp e R L
Expiration Date (if any) (mm/iidiyyyy)

| attest, under penaity dmduq,ﬂmmmmamym.mbmployulsauﬁorludmworklnmoumhdsms, and if
' the employse presented document(s), the document(s) | have examined appesr to be genulne and to relats to the Individual.

Signature of Emplayer or Authorized Representative | Today's Date (mm/iidAyyy) Name of Employer or Authorized Representative

Form -9 071717 N | . Page 2 of 3
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EMERGENCY CONTACT INFORMATION

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

Address: \2 37 HB‘HA Streelt Noth U\)@/ 4&))./'/02 %ﬂ m
Home Phone: _ 4§2- - 295~ lo 33 SSi

' ' "EMEROHENCY CONTACTS : e .

_ Pleasg list twp peopla (Irt pﬂority ordcr) whgraould oontagtad in case of an emergengy .
Contact #1 Home Phone:

LY
\ Name: ﬂ] yvS  Weore Cell Phone: (51 ° ?‘ 74 -05 70
Relationship: w}pe 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:

N

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 b paper Check,

SEE IR

SEGHIONE

l=‘
]

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

(Please complete Sections 4 and 5 below) || Paper Check (Please complete Section 5 below)

I understand and acknowledge that if I do not provide a
voided check with this direct deposit form, I am
responsible for any delays in payroll or extra costs
incurred if the account number that I provide is incorrect.

Initial Date

*  Tohelp us avoid making an error, please attach a copy of a voided check. (a deposit slip will not work)
- Ifyouchnngebmks,donotcloseyonroldbankamuntunﬁlyourdﬁ'eadeposithasstaﬂedatﬂmnewbank,whichmaymkﬂpayperinds.

Fedemllawrequh‘asallﬁnancialinsﬁnnionsmobmin,variﬁ,andrecordinﬁrmaﬁonﬂmtidenﬁﬁeseachpmonwhnopanaccount.lnorderto
requestaPayroll.DebiECardﬁerou,wemuﬂgmﬁdeaﬂofﬂmfoﬂowhghqumaﬁmthatwﬂmabh}heﬁnmpiﬂinsﬁhﬁimmidenﬁfyyon.I'f

verify your identity.

Except for the routing and account number, ESSG does not have access to any information regarding your Payroll Debit Card account or
transactions, On your first payday, you will receive your new Payroll Debit Card, and a packet containing ail 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)
F ame M1 Last N Date of B
= 5 B Wﬂﬂm - moal_'si zity? /295p
et BOX NOT ACCEPT, ocial Securi
2, ree/~  Nomthioest AT 334y i 2g

State Zip

MW |Gy 952.-
RECEIPT OF PAYROLL DEBIT CARD (to be completed when you pjck up your Payroll Debit Card)
Payroll Debit Card Routing # Payroll Debit Card Account # I ;ﬂ
_ 073972181 et
I'have received my Payroll Debit Card, welcome brochure, program fees, program terms, conditions, and disclosures. By activating my Payroll Debit Card,
1 am agreeing to the program terms, conditions, and disclosures that are included or made available to me from time to time from the financial institution. I
authorize the financial institution to debit my Payroll Debit Card account for the fees described in the fee schedule that is part of the program terms,
conditions, and disclosures.

Employee’s Signature%’?\h = Date: "2 ¥ - 4

SECTION S AUTHORIZAFION

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.

Bmail: Mporenplony /e @ appall ooy

this information willonly be used tofend your paystubs electronically

Date: €5 - ZC/' 17}

Employee's Signature;

———




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

share those reports with others for legitimate business purposes related to your employment. BGC e
and/or Orange Tree Emplqment&ﬁmhgmw!weﬁlgateyuureﬁuﬁaﬂon, 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. Yoy acknowledge that a fax, image, or copy of this authorization js as valid as the origi-

nal. You make this authorization to be valig 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

Printed name: B 11 vt
First Middle (O Last
none)

Other namesused:  \// A
Current county of residence:

Current and former addresses:
4 Zip

O% current x2) bl M m}
from Mo}gr to Mo/Yr City, State & sS5/1,

63 /< 9P 1A S ISt Aye N B W_ss
from Mo/vr - TPWF ?tir’gg‘tEL E ﬁ@g’tﬂ—% 44/

Bl /72 _pg/n : eet Vewd| ‘M%.
from Moy/yr to Mo/Yr Street City, State & zip 55/

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

- -~ - g
Date of birt# Social szcurity number *
' 205 Nehd 4&1&1@&{_ Mpor 1t
Driver's licende 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: [].

. OF °29.zo/7

Date




employer solutions staffing group.

Leveraging Resources in a Changing Market

STATEMENT OF CONFIDENTIALITY

This agreement made thisg ) day of ULG(‘ ,201_|, between
Employer Solutions Staffing Group LLC, hereinaftepTgferred to as “employer”,
and hereafter referred to as “employee”.
WITNESSETH:

For the duration of my employment and after resignation or termination of
this employment with employer, for any reason whatsoever, the employee shall
not use or disclose to any other person or company, and confidential or
proprietary information or know-how related to the business of the employer.

employee agrees to pay to the employer the sum of $10,000 as \iquidated
damages for every such violation; provided, however, th e payment of such
amount as liquidated damages shall not be construed as a or/waiver by

ployer Solutions Staffing Group LLC, Representative




- 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 malil, 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 so, you must previde 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

Si su cheque de pago fue robgdo, primero debe denunciar el robo a la policia
antes de que podamos Votver 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 emitird un nuevo cheque y no hay cuota se deducira.

AGREED/SE ACUERDA—

Name/Nombre (con letra de molde)%\
Signature/Firma: Mﬂ& Y it/ e




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 an new injuries or conditions that impact

your physical condition.
If it is necessary to miss scheduled work due to a work injury, you mustbe seen

Oy 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 re y responsibilities and agree to abide by these guidelines.
Signed:

* Printed Na!ne;«wﬂ(_




rom OO0 Pre-Screening Notice ang Certification Request for

(Rev. March 2016) the Work Opportunity Credit OMB No. 1545-1500
M’ ;&‘;’&%&m ¥ P Information aboyt Form 8850 and ts Separate Instructions js at Www.irs.gov/form8ssg,

Your name

n«? MMQ_ Soclal security number p %
Street address where you Jive I A 39 mib Shry et Mﬁ %E Eﬁ(_ _______ o

_ City or town, state, and Z1p coge. o =
-~ MQ‘M Telephone number -Z2Ce—. 40
L =

If you are under age 40, enter your date of birth (month, day, year) (%) 2 /A -/ 477,

1 [J Check here if you received g conditional certification from the state workforce agency (SWA) ora particlpating locaj agency
PPortunity credit,

for the work o

2 [T Check here if any of the foliowing statements apply to you,
* lam a member of a famlly that has received assistance from Temporary Assistance for Needy Famiiles (TANF) for any 9
months during the past 18 months,
* lam a veteran ang a member of g family that recelved Suppiemental Nutrition Assistance Program (SNAP) benefits (food
stamps) for at jeast a 3-month period during the past 15 months,
* | was referred here by a rehabiiitation 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 olderand | am g 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 east 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 g felony.
® | recelved Supplemental Security Income (SSI) benefits for any month ending during the past 60 days.
I am a veteran ang | was unemployed for a period or periods totaling at least 4 weeks but less than g months during the

§ [ Check here if You are a veteran entitied to Compensation for g service-connecteqg disabliity and You were unemployed for a
ing at least 6 months during the past year.

6 [ Check here if you are a member of g 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 eariiest 18-month period beginning
after August 5, 1897, ended during the past 2 years; or

* Stopped being eligibie for TANF payments during the past 2 years because federa] 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 ali or part of that period
you received unempioyment Compensation.

Signature—Ajj Applicants Must Sign

Under penaities of Perjury, | declare that | gave the above Information to the employer an or befors the day | was offared a Job, and it is, to the best of my knowledge, true,
correct, and complete,

Job applicant’s signature - - Date O -2 - ¢ 7
For Privacy Act and Paperwork Hedy Actiig Cat. No, 228511 Form 8850 (Rev. 3-201¢)
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Form A (rev. 01/2016) TAX CREDIT QUESTIONNAIRE

EMPLOYER SECTION:

Client: Company:

Employer Solutions Group

Location: Position: Starting Wage: $
EMPLOYEE SECTION:

Bz | OSB3 | MR |

gs,_lomtiop:_ !

Employee Name: Street Address: City/State:
A\e_»ﬁ; Mt YL 37 jofn Streed W | New jasgsons
SSi#: Date of Birth: Age:. . Have you worked for Ify

Zip:

;

Please complete all questions, and sign and date the form.

Yes

1‘

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

=z

Have you or has anyone living with you received Food Stamps (SNAP) at any time during the past 15 months?
(If yes, please provide infarmation below.)

Name of the person receiving benefits: Relationship to you:
City: Connty: State:

Have you received Supplemental Security Income (SSI) at any time within the past 3 months?
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 copy of your SSI documentation,

4.

Have you received any type of vocational rehabilitation services within the past two years?
1f yes, please indicate which type of agency you worked with and provide their location information below:
D Vocational Rehabilitation Agency D Dept. of Veterans Affairs I:I 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.

P el B N

Are you a Veteran of the U.S. Military? *If yes, please provide a copy aof 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 you entitled to or are you receiving compensation for a service-connected disability?

|

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

If'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: / /

Have you been convicted of a felol-ny 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:

O O O%:

Additional Tax Credits

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

CA Residents: D Are you the child of foster parents? D Do you receive CalWorks? D Workforce Investment Act?

D 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 W

PLEASE READ, SIGN, AND DATE:

Under penalties of perjury, I declare the information above to be true and accurate to the best of my kmowledge,
ingividuals to supply such verification or information that may be needed to de
'onsultants, Inc. dba Retrotax), or ent of Labor.

ew Employee Signature:

and 1 hereby authorize any agency, organization, or
ine tax credit eligibility to my employer, employer representative (Associated

Date: ggv Z('; - /7




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:

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

]  Ihavebeen unemployed at any time during the last 12 months.

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

0 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.

-2y -17

RetroTax®
3730 Washington Blvd.
Indianapolis, IN 46205

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

www.retrotax-aci.com
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employer solutions staffing group..

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)
accepts employment with the client of the staffing service, is considered to
have quit employment.

It is your responsibility to contact ESSG (for insta'nce, 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.

is form that\ am responsible to contact ESSG within 5
calendar days once an asgignment ends. | also acknowledge that | have received
a separate copy of this fo (Inftial)

Employge Signature:

e

Emp;oyea p%ase print your name here)

=

E&r—lg -r 7
aie.

CMG_SM - Rev. 09.:




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 | mmmmmmmmww——— 2

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
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.

Individzg’s Name

oR-2¢- 17

Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10




Gop s rw employer solutions staffing group. m ESN O
g~ iy Levaraging Rasowzes in a Changing Market employer soktions group.

anployer sokutions rationwide P,
TR0/ % 20500 00 v ow ok sivn,

W Perbenr s 00 i,

Enhanced MEC Plan_Plan 1 T St

enefits Enroliment Form [ New

Employece Iniormation

Name (Firstand Last)

i} WM — Date of Hire
) ODivorced] /.
{PFhone Number: reas;
G52 - 256 035 MWW@M
Please Select Desired Coverage: :
| Employes Only - D Employee+Spouse - Employee-l-chlld(ren) - Family -
- $24.00/Week $38.00/Week $36.00/Week $63.00/Weeak
N Sacial Security # BirthDaty | Sex Relationship
. L] Maie OlSpowse [0 chug
) Last Nama 1 Female O Domestic Partner
: Social Security # Birth Date | Sex Relationship
S Child
Tﬁ&!ﬁ; L LastName | E ::.n = ’Emmsmm..
N = : : . Social Security # - BirthOats | Sey Re]mmmp
Wﬂ# ML — =R Nams { [ Male
G ] Female = swl:ul“ DOEQE:MW

NAME OF PERSON COVERED {FIRST, LAST):

EFE. DATE

EFF. DATE

EFF, DATE
e ) it i o o e g
affective date, F ,llmoﬂuwmpmnmhhmmldmummmfwmmlhmm :
IF ENROLLING - YOU MUST SIGN HERE :
Emplayse Signature Date i
EMPLOYEES DEGLINING | am DECLINING covera |
lund-nhndlllltllndlnrmy ents, lhny.vnlvnnymunddnhhpuwpﬁlnﬂnplnna lator date. IAwe hunﬂdcudalubunmim and
must meet the requirements defined Inthe Cartificate of Coverage for the Ecmpany's medical or denta) [ i#1 decline -nlullumltfwmyunormy depandants
{Including my spouss) becauss of ather covarags, | may, In future be abie to enroii myself or my depen In this plan, provided | request snroliment within 31
days after the other coverage ands, In addition, if a mdtmdomuhﬂonnuphm 29 & result of marriage, birth, adoption, plncmnnnﬂonﬂnmnnlpaun. sult
of adoption, | may be abla to enroll nmmwmm pmlgod ! request anrolbment within 31 days of the
IF DECLINING- YOU MUST SIGN HERE

Employse sm:.é E% ﬁm Date B&_Z?_ Y7

ployer Soiutions Staffing Group Health Benefits Team
7301 Ohms Lane Suite 405
Edina, MN 55439
Phone: 852.767-8519 Fay: 852-787-8515
Email; Healm@emplnyersnlutlonsgmup.com




- = ] avaw AFWAAWAALY__K ReMAR &
p ,’@:’&éi _' » 219301-ESG-1 OFFICE USE ONLY LOCATION Rehire Date.__ AL ;—--.....

e
NROLLMENT FORM ESC CUUNAC- My p
PRINT USING BLACK or BLUE INK (Must Be Filled Ow) ™"~
Social Security # Home Phone

R
o ——

L mﬁﬂﬁ‘b@g@ - L My Sl | IHZZ)

B. DO rOU OR ANY OF TOUR DEREMNDENT

5 RECEIVE MEDICARE BENEFITS?
Medicare Health Insurance Claim Number (HICN)

I AT —
Medicare Effective Date

Name of Covered Person (5: l e

1l 2

C. LINMIITED BENEFITS PLAN SELECTION

You MUST select a Coverage level before any benefits in Section C. Your coverége levei, for the all benefits In Section C v
identical. The Fixed Indemnity Medical Plan, Dental Plan, Term Life Plan, and Short-Term Disabil;
Insurance Company. The Vision plan is underwritten

ability plans are underwritten b
by Companion Life Insurance Company,
SELscrCovERAaNLaveL FROCREOIMMTY| Cpawma | ‘vimow TERM UFE | SHORETI
© . EmployesCnly [ 1] sa008 (@} $617 (B} s2a2 $0.60 | . saz0
Employee+1 [ ]|  $41.10 $12.34 $4.92 $0.90

ot LT e e | e | g |
oo, NOwoALBenstts [T [Tyes [{Ine ..DY?.‘?{NP Clves K DYa[ZNP-_DYesQ

Jhis coverage is not availa i 5

For Term Lita/ n:f’d:m Dasth & n&.hmmm Please write in your benefidiary informétion. Acddental Boatr.
Name : Relationship

) e ) Sommal e oomentc
e En Sdlscjm#ina? il Csoue Chid []Domestic Par
e NN L T D Sone i Clpementc
Y 7S o v MIE Ci5romel JoveToometerr

E. REQUIRED SIGNATURE

This is an Essential StaffCARE Enrollment




