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

Case Verification Number: 2017240112526ED
Report Prepared: 08/28/2017

Company Information
Company ID: 47429 Company Name: Employer Solutions Staffing Group

Empones Information

Last Name: moua First Name: mick
Date of Birth: 03/02/1980 Social Security Number: *** ** 4160
Hire Date: 08/28/2017 Citizenship Status: A citizen of the United States

Document Information

List B Document: Driver's license or ID card Issued byaU.S.stateor  List C Document: Social Security Card
outlying possession

Document Name: Driver's license Document State: Minnesota

Driver's Licenss or ID Card Number; Document Expiration Dats; 03/02/2019

Case Status Information

Current Cass Result: Employment Authorized Employer Case ID:

Case Submitted On: 08/28/2017 Case Submitted By: SGLAG832
SENSITIVE BUT UNCLASSIFIED

hitps://e-verify.uscis.gov/wab/PrintCaseDstails.aspx?CaseVerNum=2017240112526ED n



www.esgstaffingsolutions.com

Y PO Box 46270
.| Minneapolis, MN 55344-9956
' Tel: 952.835.1288

employer solutions staffing group..

New Hire Application

Personal Data~ PLEASE PRINT LEGIBLY IN INK

Last Name ({0 LA

First Name [! z ! Ck’

Middle Initial ______

Street Address_ (/0 (PCHAPD DR.
cityistaterzip 100081 Ny $S12S5

Phone Number _(,9\- 274735

Staffing Agency/Recruitment Partner

Apt/Ste

Social Security Last Four XXX-XX- H l 65
Email Address //]icle — Mhwa @ Jive. oM

All offers of employment are conditional upon satisfactory proof of Identity and legal abillty to work In the U.S.A.

Are you legally authorized to work In the United States of America? 7éYES CINO

| authorize Employer Solutions Staffing
qualifications for employment. 1 auth
regarding my previous duties, responsibliities, performance, compens

1 understand that a co

This may include but is not limited to, investigations of cri
required by cllents, government regulations or by ESSG polici

| release ESSG and other persons or entities from any claims that might be based on ESSG's

| certify that all statem

false or misleading Information. | understand that any
consideration for employment or,

Applicant Certification and Authorization

Group (ESSG) to use the information and statements contained
orize ESSG to make inquiries of my former employers, except as in
ation and eligibility for rehire.

n this application to determine my
dicated in this application,

mprehensive background check may be conducted to determine my eligibllity for hire by certain clients of ESSG.

iminal and/or conviction records, driving records and/or a drug screen test as
es.

decision fo conduct a background check.

ents made in my application are true and accurate and that |
material omission or misrep)
If discovered after | begin employment, will resu

have not omitted any material information or provided
resentation will result in my disqualification from
It in my termination.

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

MiCk Mgup

\

ame (Print or type)

A copy or facsimile ("fax"

Applicant’s Sign%re

") will be considered the same as an original signature. Email will ONLY be used for employment correspondence

_M6 25,20t
Date

For ESSG Office Use Only
DOH NHW 18 8850 w4
Emergency Contact Info | Background Release Form Background Results Unemployment Letter ESC Appiication
(If applicable)
For ESSG Client Use
DOH ROP Work Site Loc. WC Code
ESSG- CMG_SM

Rev. 0412017



greater than $1,000,0!

Form W+4 (2017)

Basip Instructions. if you aren't exampt, co!

The exceptions don't ggply to supplemental wages

e

Nonwage income. IfJ'nu have a large amount of

nonwage income, such as interest or dividends,

conslder making estimated tax dﬂ:gmams using Form
v

-} Ini uals, Othi
Purpose. Complste Form W-4 so that your the Personal Allowances Workshest below, 1040-ES, Estimated Tax for erwise,
ot oy g e porofodera o | yrishoetacn page: urther st your Bty oome:soeFub. 530 & o ooyt s
W-4 each year and when your personal or financial deductions, certaln credits, adjustments to Income, adjust your withholding on Form W-4 or W-4P.
situation ges, or two-samers/multiple jobs situations, Two earners or multiple jobs, If oll: l}‘gvaam
from withholding. If you are exempt, Complsta all worksheets that . Howsver, you working spouse or more than one job, figure the
complete only lines 1, 2, 3, 4, and 7 and syn thp; may Claim fewey {or zaro) auowa:p&g}&y For rsgularyo m‘“g& 3’;},’,’ mﬁ%ﬁw o:g,;'g%"’"
form to vall it. Your s(emgﬂan for 2017 explres wages, withholding must be based on allowances W-4. Your with n will be most accurate
February 15, 2018. 8ee Pub. 505, Tax Withhoiding you ciaimed and may not be a fiat amount or WD Gl SR 0aa o iyl e ot ADGUT
and Tax. percentage of wages. for the highest mjob and zero allowances are
Note: if another person can cialm you as a dependent Head of hohold. Generally, you can claim head claimed on the Ses
0N 148 0 BX e Ol CHn Rim exemplion or-navuscheld fillng stetis onrvourtm 1 oyt
from withhalding if your total Incoms exceeds $1,050 you are unmarried and pay more than 50% of the Nonresident alien. If you are a nonresident allen, see
and Includes more than $350 of unsamed Income (for costs of keg upa home for yourself and your Nmunm;m' Supplemental Form W-4 Instructions for
% 28 Ovdenca). gﬂ egm oriﬁn Smdamy:edugﬁ% % gheck mmnll’:::: mrp m%m.m

E’”ﬁ’”‘"" An emp:gglee may be able to ciaim Flllng Inft;rmalon, for information. : effect, use Pub, 505 to see how the amount you are
o o rom withhioiding even If the empioyes is having withheld compares to your projectad jotel fax
a dependent, if the employes: Taxmnvoummgpﬁgedmgug?mm for 2017, Bee Pub o espeglgnyﬁf i sane
* Ia age 65 or older, WIANGKING SlWaGes. Cronis o e ot Qependent  &xoeed $130,000 (Single) or 6180,00D (Maried)
e T P Mt GO s dhvopnent, o b ary s

ces Wo A m n as

o Will claim adjustments to Income; tax credits; or See Pub. 505 for Information on converting your other legislation enacted aftagr we release Hf) will be posted

itemized deductions, on his or her tax retum. credits into wlthholdlng allowances.

at www.irs.gov/wd.,

Personal Allowances Worksheet (Keep for your records.)

A Errter“1"foryou|selfifnooneelsecanclairnyouasadependent. 0 o g © 4 e e e v e e e e . .. A
* You're single and have only one job; or

* 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 $1,600 or less.

C  Enter *1” for your spouse. But, you may choose 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.) . © 0 0 0 o g o o 0 O

Enter number of dependents (other than your spouse or yourself) you will claim on yourtaxretum . . . . . ., . .

Enter “1” if you will file as head of household on your tax return (see conditions under Head of household above)

Enter “17 if you have at least $2,000 of child or dependent care expenses for which you plan to claim a credit

(Note: Do net include child support payments. See Pub. 503, Child and Dependent Care Expenses, for detalls,)

G  Child Tax Credit (including additional chiid tax credit). See Pub. 972, Child Tax Credit, for more information.

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

* If your total income will be between $70,000 and $84,000 ($100,000 and $119,000 if married), enter *1” for each eligible 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
° c’you plan to kemize or claim adjustments to income and want to reduce your withholding, see the Deductions
an

——
——

B Enter*1"If: {

mmo
mTmoo

1]

For accuracy, 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 eamings from all jobs exceed $50,000 ($20,000 if married), see the Two-Eamers/Muttiple Jobs Worksheet on page 2
that apply. to avold 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.

Employee’s Withholding Allowance Certificate

OMB No. 15645-0074

Form w-4

Department of the Treasury » Whether you are entitied to claim a certaln number of allowances or exemption from withholding is 2 @ 1 7
Internal Revenua Service subject to review by the IRS. Your smployer may be required to send a copy of this form to the IRS,
1 Last name

Yiﬁ- first name and middle Inftial

2 Your social seourity n r
b7~ 150

3 BA single [] Manied [] Marrieq, but withhold at higher Single rata,

Note: If mamied, but legally separatsd, or spouse is a nonresident allen, check the “Single” box.

Gity or town, state, and g code 4 It your last name differs from that shown on your soglal security card,

"Bm 6‘/\&\) { M ” S£ ‘ ?, S chack here. You must call 1-800-772-1218 for a replacemept card. P O

5  Total number of allowances you are claiming (from line H above or from the applicable workshest on page 2) 5
6  Additional amount, if any, you want withheld from each paycheck . . . ) §Q .

UYY:S
Home address (number and street or rural route)

7 | claim exemption from withholding for 2017, and | certify that | meet both of the following conditions for exemption,
» Last year | had a right to a refund of all federal Income tax withheld because | had no tax labllity, 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 . O s 0L o _bvon A 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.
g’:llglf%y:ne;: ﬂ)gt'\‘/:tll‘:ir:nless you sign it) » Vo Date » ,4 1A 5, 0
8 Employer's name and address (Employer: Complete lines 8 and 10 only if sending to the IRS.) 10  Employer Identification number (EIN)

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

Departent of Homeland Security 0M§ ;:TJ;_%W
U.S. Citizenship and Immigration Services Expires 08/31/2019

e —emm s o Oeeee st f e e le Sy LA L 8 e e S et s T L~ |

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

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

Sscllon 1. Employee nformation and AHestatlon (Employees myat qamplete and sign Sedhian 1 af Form 1-9 ng later
than the firss dey of employment, but not hefare aeaspting & jab offar)

Last Name (Family Name) First Name (Given Names) Mldd17 Initial Other Last Names Used (if any) l
A Yct /{/ﬁ
Address (Street Number and Name) Apt. Number | City or Town ' ZIP Code

702 pcyArs Dg. (WODBU P PV | STSI25
Deste of Birth (mm/dd/yyyy) |U.S. Social Security Number | Employee's E-mail Address Employee's Telephone Number
s%s2] 00 LI Bld [l Mick- Mund live-con | 0512747155

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

| attest, under penalty of perjury, that | am (check one of the following boxes):
4. A citizen of the United States

[[] 2. A noncitizen national of the United States (See instructions)
|:| 3. A lawiul permanent resident  (Allen Registration Number/USCIS Number):

|:| 4. An alien authorized to work  until (expiration date, if applicable, mm/ddlyyyy):
Some aflens may write "N/A" in the expiration date field. (See Instructions)

Allens authorized to work must provide only ane of the foliowing document numbers to complete Form I-9: mﬁﬁ,m;,?“n?:g;m
An Alien Registration Number/USCIS Number OR Form I-94 Admission Number OR Foreign Passport Number.

1. Allen Registration Number/USCIS Number:
OR

2. Form 1-94 Admisslon Number:
OR

3. Foreign Passport Number:

Country of Issuance:

e R
rpparer ﬁmahﬂatggﬂé_rﬁﬁﬂbn (pheck ondl; o
711 ¢ie net ute @ frepiater of trahslatar, A hréparetls) andfof trhalator(s) asslied the employes in camipidting Beotian 1.

felds bblow mist be ampleted and signed when preparets anéor tranisiatars ssist ah employee I agniplsting Ssction 1)

I attest, under penalty of perjury, that | 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.

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

@ Employer Completes Next Page @

FormI-9 11/14/2016 N



Employment Eligibility Verifiestion USCIS

Form I-9
Employee Info fram 8oation 1 : : ' ke e
TM%‘ Empioyment Authorization - Idantly r{mhm
: /\.gh ‘LD 5___ CL |
i S N M- YN
Sy D,{'i"S‘m' "&b’assms—ux g!ﬁ-aq-uteg
Expiration Date (if any){mm/ddyyy) A Expiration Date (i any)(mm/ddfyyyy) ExpltaﬂonDah{lfaay){manIyyyy)
' - 1 ©03-02-30\9 A LA
Document Title £ 1 LY
Tesuing Authority E Additional Information - ' mm
[ Document Number i
Expiration Date (Fars)mmiEahyys) !
Issuing Authority E
Docment Number £
(Explralion Date (¥ any){mmiddyyy)

Certification: | attest, uﬂcponauyofp«jury,mmlhwammlmdﬂndmmam(s) pmanhdhyﬂ-abomumdmploya,
(2)ﬂnabwﬂhhddmumcnql)appmhbomﬂmandhnﬂommoamployummod.and(a)bm'hmdmymmmu
(employnhaummummmumm

he empléyee's firot /q of employment (mnvddiyyyy): O%° 222007 (see Instructions for exemptions)

Shnatune 0 . Today's Date (mmiddyyyy) Title of Employer or Authorized Representative
( ‘ DA ) __ o LS 26 | 1 |Recruiter
oyer or Authegzed Representative FltstNmofEnmhyerwAuWRemm Employer's Business or Organization Name
) Shelby Employer Solution Staffing Gro
Employer's Business or Organization Address Number and Name) | City or Town State ZIP Code
7480 Flying Cloud Drive 200 Eden Prairie MN 55344

e
v J

KA T e “E RTH TP o
{1 Ol of Rolir (P afipindolos >~ T

::n' ::2114’ nau:-c {:"' rn:r‘n?“:}& :

heg: exfpipall RIS T helSTn) o O I SRR T

"gg B (G L siarslkanibori oot ittt NG

ane u&?ﬁam Lt mﬁaﬁw«:{% AR
Expiration Date (i any) (mm/ddiyyyy,

laMundorpoml;yofpujury,ﬂnﬂoﬂnbatofmyhmvhdp,mhemploynbaum':rludbmrklnﬂnumm. and if
the employee presanted documentys), the document(s) | have examined appeer to be genuine and to relate to the Individual.

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

Fom 19 0711717 N _ _ Page 2 of 3






a
['his card belongs to the Sacial Security Administration and you must
‘eturn it if we ask for it. Yt |
f you find a card that isn’t yours, please retumn it to:

Social Security Administration
P.O. Box 33008, Baltimore, MD 21290-3008

For any other Social Security business/information, contact your local

| Social Security office. If you write to the above address for any business

other than returning a found card you will not receive a response,
: )

Social Security AdmInistration F14 8 15534

Form 8SA-3000 (11-2006)

———— ‘-y—_ _____




EMERGENCY CONTACT INFORMATION

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

B MICk Mpig

Address: Y762 !')2[ ‘ﬂﬁ 2y DY !Amﬁ EZ; k!}! 5]25
L5 - 279-7135

Employee Name:

Home Phone:

EMERGENCY cm-r.ms Sl : T

_’Pleaéé ] Jot twb J‘__Hqu (ln priotity order) Wha oould be catitaotgd In case of an emargency

Contact #1 Home Phone:
Ngme: (V0 ¥ Mol Cell Phone: (, 5 | - 526~ 755
Relationship: ¥A' THE® 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, wages will be paid by paper Check.
g KO PSS TE PO R BN

Fmployeeane e b

}I Hiahs A T T ) ) B 0 O A Sl B K B
7~ Direct Deposit (Please complete Sections 3 and 5 below)

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

ERE & DT DLTPOSER
O Update Bank Account
Bank Name:

__\CFeAN\
Routing? ) ¢ ) 0~7 0op

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.
Accourt 43337122 S il _M/V pate A0l 25,2077
Account Type: _"J1. Checking [J Savings [lOther

To help us avoid making an error, please attach a copy of a voided check. (a deposit slip will not work)
If yon change banks, do not close your old bank account until your direct deposit has started at the new bank, which may teke 2 pay periods.

S PANROLE DEBFE GARD (GEOBAT CASEECARD)

SECHON

Federal law requires all financial institutions to obtain, verify, and record information that identifies each person who opens an account. In order to
request a Payroll Debit Card for you, we must provide all of the following information that will enable the financial institution to identify you. If
you do not submit a Direct Deposit/Payroll Debit Card Authorization, ESSG will provide the necessary information and issue you a Payroll Debit
Card to pay your wages. For your 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
h'ansacﬁons.Onyom'ﬁrstpayday,yonwillreceiveyomnewPayrollDebitCard,andapankﬂtcontainingnﬂofthetermsmdcondiﬁons.Youwiﬂ
then sign acknowledging that you received the Payroll Debit Card and packet. Your Payroll Debit Card will be reloaded on each payday you receive
wages.

CARDHOLDER INFORMATION (as you want your Payroll Debit Card to be issued)

First Name ML Last Name Date of Birth
Street Address (P0BOX 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 -

T have received my Payrall Debit Card, welcome brochure, program fiees, program terms, conditions, and disclosures, By activating my Payroll Debit Card,
1 am agreeing to the program terms, conditions, and disclosures that are inclnded ar mads 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 schednle that is part of the program terms,
conditions, and disclosures.

Al

B&ployee’s Signature:_MW%

\l'_(' oS AU O REZNBFLON
1 anthorize 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 initiats, if necessary, debit entries and adjustmentsfor any credit entries

made in error to my account(s). * E-mail is required for pay stub information.

*E-mail: = @
this information will only be used to send your paystubs electronically

Date:

Employee's Signature:




Al

651-338-9166 e
1702 ORCHARD DRIVE.
WOODBURY, MN 55125

|




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 reporis based on that information, and (d) Employer Solutlons Staffing Group, LLc (”ESSG”) to
share those reports with others

and/or Orange Tree Empioyment Scneemng may Investigate your educatlon, work history, professlonal
licenses and credentials, references, address history, soclal 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 Gonsumer Financial Protection Bureau’s “Summary of Your Rights under the Fair Credit Reporting
Acl’ is attached to this authorization. if you are a New York applicant, a copy of New York’s law on the
e 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: _M M gbs'zﬁ

First Middle (O

none)
Other names used: /l/ //,L
Current county of residence:

Current and former addresses:

2005- Zo\1 _ current "2 peaiges di WDBURY, U SSI12S

from Mo/Yr to Mo/Yr Street City, State & Zip
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.

07[672 1104 b - 2-Ylbo

Date of birth Social security number
%594es §6\eng Mick Moute
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: [1.

/Md’/{/ﬂﬁn Aug 252607

gnature Date



employer solutions staffing group.

Leveraging Resources in a Changing Market

201_) between
referred to as “employer”,
s “employee”.

This agreement made thisY&__day
Employer Solutions Staffing Group LLC, hereinaft
and hereatfter referred t

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 busif

In view of the difficulty of determining thfe amount of damages which may
result to the employer from a violation of any of the provisions hereyf, the
employee agrees to pay to the employer th§ sum of $10,000 as liquit
damages for every such violation; provided, howsver, that the payment of
amount as liquidated damages shall not be constriis :




~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, 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 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 p
el correo, etc),

ierde (que falta, fuera de lugar, destruido, perdido en
ted debe notificar a su reclutador de personal que el cheque no
r. 8i se puede\verificar que el cheque no ha sido cobrado,
tehdra el cheque de fjago y reemitir el cheque a usted, descontando
un cargo dg entre $ 25 - $ 35.

ado, primero debe denunciar el robo a la 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 emitird un nuevo cheque y no hay cuota se deducira.

AGREED/SE ACUERDA—
Name/Nombre (con letra de molde): M|y MDw pr

Signature/Firma: W /Mtu




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 emplover 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 my responsibilities and agree to abide by these guidelines.
~

signed: __ b/ Vi

Printed Name: M'Ct Mﬁ




= 8850 Pre-Screening Notice and Certification Request for

(Rev. March 2016) the Work Opportunity Credit OMB No. 16461600
! : ﬁ?;,;,'u‘ﬂ%l,;;"?;‘” | » Information about Form 8850 and its separate instructions is at wwiw.irs.gov/form8850.

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

Your name M IC\le !V)M@- Soclal security number b _éﬁ?r 2y-y i .é 0
Street address whereyoulve _ 707 (ECHAZ> DE.

City or town, state, and ZIP code mlﬂgbiﬂéj; MN S5125

County \ d &‘Sﬂﬁ@’ym\, Telephone number l’d'[ , & Z7‘I - 7/ 36
If you are under age 40, enter your date of birth (month, day, year) Eé f QZ" 19 90

1 [J 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.
e 1 am a member of a famlly that has received assistance from Temporary Assistance for Needy Famllles (TANF) for any 9
months during the past 18 months.
* I am a veteran and a member of a famlly that received Supplemental Nutrition Assistance Program (SNAP) benefits (food
stamps) for at least a 3-month period during the past 15 months.

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

° | am &t least age 18 but not age 40 or older and | am a member of a famlly that:
a. Received SNAP benefits (food stamps) for the past 8 months; or
b. Received SNAP benefits (food stamps) for at least 3 of the past 5 months, but is no longer ellgible to receive them.

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

* |received supplemental security Income (SS) benefits 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.

3 [ Check here if you are a veteran and you were unemployed 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 service-connected disablility 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 entitl compensation for a service-connected disabllity and you were unemployed for a
perlod or periods totaling at least 6 months during the past year.

8 [J Check here if you are a member of a famlly 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 earllest 18-month period beginning
after August 5, 1897, ended during the past 2 years; or

* Stopped being eliglble 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 perlod
you recelved 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,

Wllcant’s signature b !”%é/ W Date #(/7@ Zz ?5 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 QUESTIONN : %

EMPLOYER SECTION:
Client: Company:
Empioyer Solutions Group
Location: Position: Starting Wage: $
EMPLOYEE SECTION:
Employee Name: Street Address; City/State: Zip:
pcle Mepn | (707 oetHaeppr 1) 0038ufs AN 55125 ]
S8#: Date of Birth: Age: Have you worked for | If yes, location:
) this company before?
bl7-54-dls | 02/ 02/1990 |2-7 [ Yes  §No
Please complete all questions, and sign and date the form. Yes No
1. Have you or has anyone living with you received Temporary Assistance to Needy Families (TANF) O |l
at any time since August §, 1997? (If yes, pleaso provids information below.)
Name of the person receiving benefits: Relationship to youn:
City: County: State:
2. Have you or has anyone living with you received Food Stamps (SNAP) at any time during the past 15 months? I:I D
(If yes, please provide information below.)
Nams 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? |:| D

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

4. Have you received any type of vocational rehabilitation services within the past two years? D D
If yes, please indicate which type of agency yon worked with and provide their location information below:
I:I Vocational Rehabilitation Agency D 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. Areyon a Veteran of the U.S. Military? *Ifyes, please provide a copy of your DD-214 and letter of separation. I:I |:|
(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 yon receiving compensation for a service-connected disability? D D
6. Have you been unemployed at any time during the last 12 months? O N
If yes, dates of nnemployment - From: / / To; / /
Did you receive nnemployment compensation at any point during your unemployment? D D
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? D [:I
Conviction Date: / / Release Date; / /
Was this a [_] Federal or [_] State conviction? If State - County: State:

_ _ Additiopal Tax Credity
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: I:I Are you the child of foster parents? D Do you receive CalWorks? D Workforce Investment Act?
[ | Are you a migrant or seasonal farm worker? [] Have you ever been convioted of a misdemeanor?
SCResidents: [ ] Do you receive Family Independence Benefits?

O

PILLEASE READ, SIGN, m DATE:
Under penaities of perjury, 1 declare the information above o be true and accurate to the best of my knowledge, and 1 hereby authorize any agency, organization, or
individuals to supply such verification or information that may be needed to determine tax credit eligibility to my employer, employer representative (Associated

Consultants, Inc. dba Retrotax), or the D, ent of bLabor,
v@v Employee Signature: _%C/{ o Date: !4 l/lgl Z 5:1 25(7




Qualified Long-Term Unemployment Recipient

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

Client: Compﬁny:
Employer Solutions Group .
Location: \,@ployee Name: M ( Clr. Vh 0 lA_& pS e 6 /7 ,,?q, L// b 6.

EMPLOYEE:

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

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

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

[J  Ireceived unemployment compensation during my unemployment,

If applicable, dates you received compensation ~ From:

From: /

From: /

g
S,
S~

Please read, sign, and date:

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

glployee Signature: WM( j //%\

Date:
Al 25 2557

RetroTax®

3730 Washington Blvd.

Indianapolis, IN 46205
317-925-0553
wotc@retrotax-aci.com
www.retrotax-aci.com




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 da ys 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 Jjob 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 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.

| understand by signing thi€ form that Tag responsible to contact ESSG within 5
calendar days once giff assignment ends. \also acknowledge that | have received
a separate copy of t lis form. nm (Initial)

———

Employee Signature: Date:

Micke Meun

Employee (please print your name here)

CMG_SM - Rev. 08.2013



DRUG AND ALCOHOL

TESTING CONSENT FORM
1. | 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 prohlbits 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.

| Mct hynsg

Individual’s Name

Ane 25, 20\7

Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



* > .

Benefits Enrollment Form
Employes nionmation

Tremmmyiiee @80  ESNG e

908 e

Enhanced MEC Plan_Plan 1 S

Name {Firstand Last)

—_ MICk mpvih

. L City

X152 _OPCHAT by, ___JWRPBUR My 55125
Gender ‘F—lhhu ik mmn m Date of @ 12 a)o Date of Hiro
{Phone Number; Addrass;

Enl." L]
_laSl-z74- 715 Mick ¥hual |ije. purn
Please Select Desired Coverage:
Employse Only - Employes+Spouse - Employee-!-cmld(ren) -

Family -
$24.00/Week $38.00/Weak $36.00/Week $63.00/Week
| BWWW' Birth Dato = Relationship
j O Maie CSpouse [ chug
e b  Cast Nama — O Female O Domestic Partner
Sosiel Sscurity # Bisth Date | Sex Relationship
S; Child
TN H— TS 0 oo [ peod
'_ Socurtys Eifth Dato | e B Relationship
' Mals
ame L5 ~Tast Nawe g Male DSWDun O chud
NAWME OF PERSON COVERED (FIRST, LAST):
: EFF. DATE
EFF. DATE
EFF, DATE .
orization - 1 hg, for the In 1 that all antries are true and oto and that
;:nyplm“hwﬁ:ﬂmmm on reby apply group benefits) aw indicated, sciknowladge that a aro complate a

mhmuhbnhhrmﬁhﬂmolmmhrmm uydmmnul).l!lny.fmmmurlulnﬂ
-Mv.dmrnrm».llumoﬂumymlqurhmhmoummdmdmlmfwmlmm :

ZRIAI T
Sl N D

IF DECLINING- YOU MUST SIGN HERE

Employes Signature % T oate (S [ MZU 9]
~ Employer Soiutions Staffing Group Health Benefits Team i

7301 Ohms Lane Suite 405
Edina, MN 58439
Phone: 852-767-9519 Fax: 852-767-9515
Email; Healm@employersoluﬂonsgmup.com




& savus auusnuuly VICUWICAL DENEnts Plan 2
".VSI. . 219301-ESG-1 OFFICE USE ONLY

NROLLMENT FORM

LOCATION

RehireDate____/_ ,::-;‘—

ESC CUUNAC-MN) P1 v1¢
PRINT USING BLACK or BLUE INK (Must Be Filled Ow) ~ ~ ~~

Name M 'G"-f ﬂ/,o(/w; Soca[ Sechr'%a' +f ’17(5 H ?ePhone

| Ldicaliclmll 10N
fdess 1702 SeCHARY Dp- s

\ VR VN | N

e T —

B. DO YOU OR AN

Dﬁs_l;lﬂg_ﬁxgag!meépj__nu&_.-
Medicare Health Insurance Claim Number (HICN)

Medicare Effective Date S
1. 5 .

g C- LiNVIITED BENEFITS PLAN SELECTION

ou MUST select a coverage level before any benefits in Section C. Your
identical. The Fixed-Indemnity Medical Plan, Dental Plan, Term Life Plan,

——____Payroll Deductad Weskdy Rate
coverage level for the all benefits in Section C will b

and Short-Term Disability plans are underwritten by BC
Insurance Company. The Vision plan is underwritten by Companion Life Insurance Company.
FIXED INDEMNITY SHORT-TERM
| SQLECT COVERAGE LEVEL MEDICAL ! | DQNTAL | VISION TERM LIFE DISAB!LTTY s
o Eweon L] s @) B s @ swa ] s
Employee +1 [ ] $41.10 $12.34 $4.92 $0.90
i oMb BeneyBd | [ves Ll | Clves (o | Clves TN | Clves Lne | Clves e
! This coverage s not available to residents of NH, Hl, or PR. 2STD is not available to persons who work in CA, Hi, NJ, NY, or Rl
For Term Life / Accidental Death & Dismemberment, please write in your benefidary information. Accidental Death &
Dismemberment Is part of the Term Life Benefit, :
Name Relationship
D. REQUIRED DEPENDENT INFORMATION i
Name Social Security # | Date of Birth | Sex g Relationship
e o SO M LT o L | IMI[E] | Clspouse [ chid[oomesti Partner
Name

Social §ééii'r"'r'ty“ﬂb£té of Birth | Relationship

Sex
e —— L/ |IMI[E] |[TSpouse ] chid I Domestic Partner
Name Social Security # ! Date of Birth | Sex  Relationship

T e N e WIVAVARNN |7 I
Name Tsocial Security # ; Date of Birth | Sex rRelationship
Loy

Child [ ] Domestic Partner

e L0 | IMITET D spouse [Jchid [ nomestic Partner
E. REQUIRED SIGNATURE YOU MUST SIGN AND DATE,

EVEN IF YOU DECHBE COVERAGE
| have read the benefit packet and understand its limitations. | understand that open enroliment is only available for
2 limited time and | understand that making no benefit selection 's a declipation of coverage.

AR 382520 17 [ sicnarure |,

This Is an Essential StaffCARE Enrollment Fom



