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6/28/2017 E-Verify: Print Case Details - Preview

SENSITIVE BUT UNCLASSIFIED

Case Verification Numhar: 2017177172325RQ
Report Prepared: 06/28/201
cnmggz Information
Company ID: 47429 cmnpanyNam:EmpbyerSuhﬁumB!afﬂngeruup
Em Information
Last Name: Moua First Nams: Pa Nma
Data of Birth: 05/25/1808 Social Security Numbers e 5748
Hire Date: 06/28/2017 cuhanshbMAcﬂhanafﬂnUnmadsm
Document Information
List B Dooument: Dmel‘shamsorlnoardlssuadbyau.s.atatenrouwmpmessbn LlstCDosmnentSonhlSeourﬂycard
Dooument Name: Driver's ficense Document Stata; Minnesota
Driver's License or ID Card Number: Document Expiration Date: 07/05/2018
Case Status information
Cumrent Case Result; Employment Authorized Employer Case ID;
Case Submitted On: 068/28/2017 Case Submitted By: SGLAGB32

' SENSITIVE BUT UNCLASSIFIED

https:/Ie-verify.uacls.gwMeb/PrlnlCaseDehils.aSW(?CaseVeermzm7177172325RQ n




employer solutions staffing group. e
Leveraging Resources in a Changing Market Tel: 952.835.1288

www.esgstaffingsolutions.com

New Hire Application

Personal Data-- PLEASE PRINT LEGIBLY IN INK

Last Name __ MOUO, First Name Panvd Middle Initial
Street Address__\Z20% 1\din Ci+e piive AptiSte _ 209,
City/State/Zip__EAgay, YN _ &S] Social Security Last Four XXX-XX- § 140

Phone Number _((,S1] 9 2l o2 Email Address mowogante. A @ gl -Cdm)

Staffing Agency/Recruitment Partner £0a Loey | ShaWY\-t!

All offers of empjoyment are co ditional upon satisfactory proof of identity and legal abllity to work In the U.S.A.
Are you legally authorized to work in the United States of America? ﬂYES ONo
Appllcant Certification and Authorization
I authorize Employer Solutions Stafﬂn%z(ir%lgzs(gfe) 't:; l.;:e the information and statements contained in this application to determine my

qualifications for employment. | autho ma quiries of my former employers, except as indicated in this application,
regarding my previous duties, responsibilities, performance, compensation and eligibility for rehire.

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

| 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 result In my disqualification from
consideration for employment or, if discovered after | begin employment, will resujt in my termination.

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

: MM_@.& - g %é 7:.4,\% '(a[;ﬁﬂ')
Name (Print or type) Applicant's Si e_ Date

A copy or facsimile ("fax") will be considered the Same as an original signature. Email will ONLY be used for employment correspondenc

For ESSG Office Use Only
DOH NHW -9 8850 w4
Emergency Contact Info Background Releass Form Background Resuits Unemployment Letter ESC Appiication
(if appiicable)
For ESSG Client Use
DOH ROP Work Site Loc. WC Code

ESSG - Supermoms CMG Rev. 05/2015
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Form W-4 (2017) Grtar an 5,000 3087 ™ PRementl wages PO oS o e o

Basio Instructions, If you aren't exsmpt, compiete consider making tax payments using Form
Purpose, Complets Form W-4 5o that your the Persanal Allowances Worksheet baiow. The 1030’53- m&g&‘;‘fd@& Oth s
employer can withhold the correct federal Income Workshests on page 2 further adjust your yo J“’i{nmm‘ Pab. BoE f‘n':oﬂnl d'ﬁo"auﬁ?"su 2|$ful "
tax from your pay. Consider complsﬂrg? a naw Form withholding allowances based on ftemized annuity income, coiding apD W4 or Wap, e
W-4 each and when your personal or financial deductions, certaln credits, adjustments to Income, adjust your withholding on Form W-4 o .
on ges, or two-eamere/multiple Jobs situations, w'hg;ﬂ:;ma;s u;r or;urunlg?;a !ob%nlfe 3}3{;’ hﬂw:r:ﬂae
Exemption from withholding. If |¥|:u are exempt, Complets all workshests that apply. However, you number of all 088 you ars ed to
complets only lines 1, 2, 8, 4, and 7 and sign the may claim fewer (or zero) allowances, For regular omwall obs usin owa'rlsh' from only ane F claim
form to validate it. Your exemgtlon for 2017 expires Wwages, withholding must be based on allowances VF >y ¢ it ﬁ Yc?l ects wlinll gs %I;t mrata
Febru:a 16, 2018, See Pub. 605, Tax Withholding you claimed and may not be a fiat amount or Vi a‘l’l'{lrll owan:asngra “m Ty thrg - m e
o4 e : percentage of wages. for the highest ing Job and zero allowances are
Note: If ancther person can olaim you as a dependent Head of household, Generaly, you can clalm head claimed on the others. Ses Pub., 505 for detalls,
on his or her tax retum, U can't claim exemption of housshold filin Maonyowlnxrahmont!zlf N ant allen, if resident ali
m withholding If m:ur Income excseds $1,050 you are and pay more than 6096 of the Ngﬁmcem1 302 Susniemyw afg: mv'; iy cﬂgg's sf:?
and inciudes more than $350 of uneamed Incoms {for costs of kesping ot‘JRahomeforyoumalfand geur N dent' Al PP b mﬂ"a’ """l otin th"sls"u
exampls, interest and dividends), dependent(s) or other qualifying individualg, onresl ens, re completing this form.
An employes may be able to claim Pub. 601, ptions, Standard Deduction, and Check your withhaiding, After your Form W-4 takes
ay Filing Information, for information, sifeot, use Pub. 605 to ses how the amount you arg
exernption from withholding even if the employes is havin RRHIcer 0 your proj T
a dependant, if the employee; Tax mﬁ:ﬁgm ijeﬁ t”‘;’:fh Into for 2017, Ses P Egﬁ;pwyﬂgyﬁ‘ ur eamings
o gt e e iy ST Ly
° |s blind, or care expenses and the 8 claim ‘uture developme rmation re
LAl St s oS00 et owats e o et Sl o U
ee Pub, r on on converting your other eas
ltemized deductions, on his or her tax retumn, credits into withholdi allowances. LR at www.irs.gov/wd, g

Personal Allowances Worksheet (Keep for your records.)

A Enter “1” for yourself [f no one eiss can claimyou as a dependent . ° o o0 g O o 6 o o A
® You're single and have only one job; or

B  Enter*1” i { * You're married, have only one job, and your spouse doesn’t work; or } B
* Your wages from a sacond Job or your spouse’s wages (or the total of both) are $1 ,500 or less,

C  Enter “1” for your spouss. But, you may choose to enter *-0-» if you are married and have either a working spouse or more
than one job. (Entering “-0-» may help you avoid having too little tax withheld)) , O ©® 0 0 o 5 0 gl

Enter number of dependents (other than your spouse or yourself) you will claim on yourtax retum ., . 5 o o

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

mTmo

i

TMmOUoO

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 eligible child; then less *1” if you
have two to four eligible children or less “2” if 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 eligblechild. 6 ©
H  AddinesA through G and enter total hers, (Note: This may be different from the number of exemptions you claim on your tax retum,) » H

» Ifdyou plan to itemize or clalm adjustments to Income and want to reduce your withholding, see the Dedudtlons
For accuracy, and Adjustments Worksheet on page 2. :

complete all * If you are single and have more than one job or are married and you and your spouse both work and the combined

workshests 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 withheid.

* If neither of the above situations applies, stop here and enter the number from fine H on line 5 of Form W-4 below.
Separate here and give Form W-4 1o your employer. Keep the top part for your records,

: W"'4 Employee’s Withholding Allowance Certificate OMB No. 1545-0074
rm
TRasury » Whather you are entitied to alaim a certaln number of allowances or exemption from withholding is
m ,i';",,:',u’f,‘gm.,e subject to review by the IRS, Your employer may bhe required to send a copy of this form to the IRS. 2 @ 1 7
1 Your first name and middie Initial Last name 2 Yoursoclal security number

va _Mova 472 -31-5790

Hgme address (number and strest o rural routs) 3 [ sigle [T Maried L] Marmiod, bt witryrg &t higher Single rate,

Ndh Site Orive  Api . 200 Note: f maried, but logallyseparate, or spouse s nonvesident allen, heck the *Single” box,
City or town, state, and ZIP code 4 Hyour last name differs fram that shown on your socla] security card,
Oy 3 MmN S92 check hers, You must call 1-800-772-1213 for a replacement card. P[]

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

6  Additional amount, if any, you want withheld from each paycheck T O Y | 3

7 | claim exemption from withholding for 2017, and j certify that | meet both of the following conditions for exemption. |
* Lastyear | 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 mest both conditions, write “Exempt” hers . S - >l7]

Under penalties of perjury, | declare that | have te and, to the best of my knowledge and belief, it is true, correct, and complets.

Employee’s signature (l/b/ Date » ﬁ-l a% j [.,l

(This form Is not valid uniess you signit) » -
liRgg & anfi 10\ sending to the IRS) | 8 Offos oo (optional) ] 10 Employer identification number EIN)

8 Employer's name and address (Employer:

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

D ————



Employment Eligibility Verification

Department of Homeland Security
U.S. Citizenship and Immigration Services

= Expires 08/31/2019
P START HERE: Read Instructions carefully before completing this

USCIs

Form 1-9
OMB No. 1615-0047

connection with the completion of this form,
I attest, under penalty of perjury,

Last Name {Famlly Name) First Name (Given Name) ‘ l;lllddle Initial Other Last Names Used (i any)
Mowvq Panyq N
Address (Street Number and Name) Apt. Number City or Town State ZIP Code
12k high site prive 2 Eqgan WY
Date of Birth (mmAddyyyy) |u.s, Social Security Number Employee's E-mall Address Employee's Telephone Number
Flacj1990 _ |[4hR]-Bli - By ’ m@nmm@mflm (es1) 315 - g

| am aware that federaj law provides for impriso

nment and/or fines for false statements or use of false documents In

that | am (check one of the following boxes):

@ 1. A citizen of the United States

[[] 3. Alawful permanent resident (Allen R

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

egistration Number/USCIs Number):

[ 1 4. An alien authorized to work

Some allens may write "N/A"

Allens authorized to work
An Allen Registration Nu,

1. Alien Registration Number/Uscis Number;
OR

(expiration date, if applicabie,
In the expiration date field. (See Instructions)

must provide only one of the following document numbers to compiete Form I-9:
mber/USCIS Number OR Form 1-94 Admission Numb

mm/dd/yyyy):

———

QR Coda - Saction 4

Do N InThi
er OR Foreign Passport Number., el AT L

2. Form 1-84 Admission Number;
OR

3. Foreign Passport Number;

Country of Issuance; —

=

=

I attest, under Penalty of perjury,
knowledge the information is tru

7\ e =
Signature of Employes 4 W\ /I(M/“ Today's Date (mm/idyyyy) 0k |23/ ]
reparer andlor Frahs ifleation (aheok onejt ' ‘ :
1 did nof use 8 preparer of traislatar

; (] A preparer(s) androe translator(s) as;tiled J::lemplnyae in eampleting Seotion 1.
healow must be cpmplgled and sigried when Properérs andor fransiatar

that | have assisted in the completion of Sec

shan émployae In eattipleting Seation 1)

tion 1 of this form and that to the best of my
e and correct.
Signature of Preparer or Translator Today's Date (mm/ddsyyyy)
Last Name (Family Name) First Name (Given Name)
Address (Street Number and Name) City or Town State ZIP Code
@ Emplqver Completes Next Page @

Form 1-9 11/1422016 N




Employment Eligibility Verification USCIS
Form I-9
Department of Homeland Security
U.S. Citizenship and Immigration Services et

!'. .‘-_- A
[Section 2. Employer or Authorized ﬁepresentative Review and Verification |

(Employers or their authorized representative must complete and sign Section 2 within 3 business days of the employsee’'s first day of employment. You

must physically examins one document from List A OR & combination of one document from List B and one document from List C as listed on the Liets
of Acceptable Documents. ")

Name (Family Nams) Name (i )] M.l | Citizenship/immigration Status
Employes Info from Section 1 = l o {
List A OR List B AND ListC
Identity and Employment Authorization ldentity Employment Authorization
[ Document Title Document Title Do e
(AN Q P&r mi l’ g g C
Issuing Authority Issuing Authol lss Authorly
e £ MN HER
Di
Document Number ocumtntoNtw < L\j 20 -7 Dogg;i hgn”b_% l ’g —7 Ll’ é
Explration Date (if any)(mm/dd/yyyy) Expiration Date (if any){mm/dd/yyyy) Expiration Date (i Hmm/ddlyyyy)
01— 06 DAL N /A
Document Title il
Issuing Authority Additional Information DO Not Yot v e
Document Number
Expiration Date (if any)(mm/dd/yyyy)
Document Title
Issuing Authority
Daocument Number
Expiration Date (if any)(mm/ddfyyyy)

Certification: | attest, under penalty of perjury, that (1) | have examined the document(s) presentsd by the above-named smployse,

(2) the above-listed document(s) appear to be genuins and to relate to the empioyes named, and (3) to the best of my knowledge the
employes Is authorized to work in the United States.

Th“mployea's first day of employment (mm/dd/yyyy): [5) h = g'e: Z 0>\ Pee instructions for exemptions)
Signatre pr Authorizéd Replesentativs Today's Datefmm/Addiyyy) | Titie ployer or oﬁzsdyraaenhﬂve
<

?"1 a S\

orized Representative Employar's Business or Organization Name
Employer's Business or Olgantz*lon Address (Strest Number and Name) | City orjTown

State | ZIP Code

4
Section 3. Reverification and Rehires (To be completed and sighed by employer or authorized representative.)

A. New Name (if applioable) B. Date of Rehire (if applicable)
Last Name (Family Name) First Name (Given Name) Middle Initial | Date (mm/ddfyyyy)

C. it the employea's previous grant of employment authorization has expired, provide the information for the dacument or receipt that eslablishes
continuing employment authorization in the Space provided below.

Document Title Document Number Expiration Data (i any) (mm/ddAryyy)

1 attast, under penalty of perjury, that to the best of my knowledge, this employae Is authorized to work in the United States, and if
the employse presented document{s), the document(s) | have examined appear o he genuine and to reiats to the Individual.

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

Form I-9 11/14/2016 N Page 2 of 3
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EMERGENCY CONTACT INFORMATION

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

Employes Name: ___PANWA  MOui G
Address: __[30% _n\gpigive Prive Ap- 20 gamn, My cElaj

Home Phone: __[6X)) SNE- 620D

o EMHRGENCY CONTACTS
__ Pleasa list two peaple (In priarity order) wha oould be fontadted In case of an emargenicy
Contact #1 .| Home Phone:
Name: @ Thao . Cell Phone: @y (°5.) 3€l-yes y
Relationship: il hV\SPﬂY\d 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 pro 'deawrittenelecﬁon, wages will be paid b paper Check,
BASICINEORNECETON

- SSN# (last 4 digits) Effective Date
0 - 0 D |23

Nate:DImDepasitmmmaytakeuptu?daysta be activated
|| Paper Check (Please complete Section 5 below)

[/

VRO

MO
[BA ELEBCTIOR

X| Direct Deposit (Please complete SecﬁonsSandSbelow)
| | Payroll Debit Carg (Please complete Sections 4 and 5 below)
SEERON 3 PDIR G| DERESLE

w Update Bank Account

Tunderstand and acknowledge that if 1 do not provide a

Bank Name; voided check with this direct deposit form, I am
ﬁ'-Ffl ni—}q i) l\AS responsible for any delays in payroll or extra costs

Routing# 2910720 ) incurred if the account number that I provide is incorrect.
Accomtt |22 (A€ Initial__ P Dats__ b )22%) {1

SEE RGN PXNROUL DERE CARD G GEOBN S CARDY

verlfy,andrecnrdinﬁ!rmaﬁonthatidenﬁﬁeaeachpmonwho Opens an account, In order to
mquestaPayrol]DebitCardﬁ)ryou,wemustprovideallofthefonowingmformaﬁmthatwmenabhtheﬁnmcialinsﬁmﬁmmidenﬁfyyomIf
You do not submit a Direct Deposit/Payroll Debit Card Authorization, ESSG will provide the necessary information and jssue you a Payroll Debit
Cardtopayyomwagea.Foryompmtecﬂon,theﬁnmcialinsﬁmﬁonmayaskyoummvideﬁemaddiﬁonnlidenﬁﬁcaﬁminfomaﬁon 5o they can

Except for the routing and account mumber, ESSG does not have access to any information Tregarding your Payroll Debit Card account or

ions. On your first payday, yon will receive your new Payroll Debit Card, and a packet containing all of the termg and conditions, You will
then sign acknowledging that You received the Payroll Debit Card and packet, Your Payroll Debit Card will be reloaded on each payday you receive
wages.

CARDHOLDER INFORMATION (as you want your Payroll Debit Card to be issued) ]
First Nams Ml Last Name Date of Birth
Street Address gonox NOT ACCEPTARLE) Social Security#
City State Zip ; Cell Phione (mobia)
RECEIPT OF PAYROLL DEBIT CARD (to be completed when you pick up your Payroll Debit Card)
Payroll Debit Card Routing # Payroll Debit Card Acconnt #
073972181

IhmmceivedmyPaymuDebﬁCard,welcomebmcqupmgrmﬁes,mogmmmnns, conditions, anddisulomes.ByacﬁvaﬁngmyPayroll Debit Card,
Iamagrueingtothepmgramtexms,condiﬁons,anddisnlosuresthatareinnludcdormadeavailabletomeﬁ'umtﬁnntoﬁmeﬁ'nmﬂleﬁnancialinsﬁtutinn.I
authorizeﬂmﬁnancial%to debit my Payroll Debit Cm-daccountﬁ:rtheﬁ'.esdesmibedinthefeescheduleﬂmispmtofthepmgmmtenns,
conditions, and disclosnres,

Employee’s Signature:

Date:

deposit my periodic wages/compensation Payments, net of required tax withholdingg, other required withholdings
my account(s) as designated above and to initiate, if necessary, debit entries and adjustmentsfor any credit entries
made in error to my account(s), * E-mail is required for pay stub information,

*E-mail: 1aa\e @ AL. cém
this info on will only be used to send Yyour paystubs electronically

Date; b ‘éﬁ‘ I Z
o >

.

Employee's Signature; *4




Authorization

Authorization: By signing below, Yyou 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 Em ployment Screening to provide Employer Solutions Staffing Group, LLC one

and/or Orange Tree Employment Screening may investigate your education, work history, professionaj
licenses and credentials, references, address history, socjal security number validity, right to work, crimij-
nal record, lawsuits, driving record, credit history, and any other information with public or private infor-
mation sources, You acknowledge that 3 fax, image, or copy of this authorization is as valid as the origi-

The Consumer Financial Protection Bureauy’s “Summary of Your Rights under the Fajr 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: _Yavwa _Moug

First Middie (OO Last
none)

Other names used:
Current county of residence:

Current and former addresses:
T<b- 2017 current ©k nidhsite prive Api- 20 ]
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,

eSlac 199w Yid-21-51d
Date of birth Social security number
Aklo]a 48 47301 My e 1)
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:,tl.

i - b12%/17

Signatfire Date




_ employer solutions staff ing group.

Leveraging Resources in a Changing Market

STATEMENT OF CONFIDENTIALITY
0" LCUNFIDENTIALITY

This agreement made this SN day of 32 » 2017) , between
Employer Solutions Staffing Group LLC, hereinafter referred to as “employer”,
and M hereafter referred to as “employee”.

WITNESSETH:

not use or disclose to any other person or Company, and confidential or
proprietary information or know-how related to the business of the em ployer.

Emplayee Sifinftu

Employer Solutio‘ﬁ?étafﬁng Group LLC, Representative




R R e RN

Leveraging Resources in 2 Changing Market

LOST OR STOLEN PAYCHECKS

If a paycheck is lost (missing, misplaced, destroyed, lost in the mail, efc.), you

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

3

ESSG se detendrs el cheque de pago y reemitir el cheque a usted, descontando
un cargo de entre $ 25 - $ 35,

Si su cheque de Pago fue robado, primero debe denunciar el robo a Ia policia
antes de que podamos volver a emitir el cheque. Una vez hecho esto, usted
debe proporcionar una copia de la denuncia a sy reclutador de persona| que el
cheque fue robado. Si e cheque no ha sido cobrado y si la pérdida del cheque
no fue su culpa, ESSG emitira un nuevo cheque y no hay cuota se deducira.

AGREED/SE ACUERDA—

Name/Nombre (con letra de molde): _anra  Moua

_ employer solutions staff ing group.

Signature/Firma: Uﬂgliél@
{




———— ._,-_..__——_....__._——_...__.___———-——__.___,________ e — —— |

rom OBD0 Pre-Screening Notice and Certification Request for
(Rev. March 2016) the Work Opporl:unity Credit OMB No. 1545-1500

ﬂ?;’:{;,’” ﬁ'.’,‘.,‘;,’.ﬁ.‘%&'&%‘;“’y P Information about Form 8850 and its separate instructions is at Www.irs.gov/formsssp,

Your name MM Social security number p ~S-€7

Strest address where you Jive n 1 rive ; o
City or town, stats, and ZIP code Eddan , WV, csia i
County  NpYXin m Telephone number (bSl ) 2% - 263

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

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

months during the past 18 months,
* lamaveteranand a member of a family that received Supplementaj 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 stats, an empioyment network under the Ticket to Work
program, or the Department of Veterans Affairs,

* lam at least age 18 but not age 40 or older and | am a member of a family that:
a. Recelved SNAP bengfits (food stamps) for the past 8 months; or
b. Recelved SNAP benefits (food stamps) for at least 3 of the past 5 months, but js no longer eligible to receive them.

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

* | received supplemental Security income (S8)) benefits for any month ending during the past 60 days.

* lam a veteran and | was unemployed for g period or periods totaling at least 4 weeks but jess than 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,

§ [ Check here if You are a veteran entitled 1o 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 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 Reriod beginning
after August 5, 1 987, ended during the past 2 years; or

* Stopped being eligibie for TANF payments during the past 2 years because federal or state law fimited the maximum time
those payments coulg be made,

7 [ Check here i 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 ajob, and it is, to the best of my knowledge, true,
correct, and complgte,

Job applicant’s signature p Date [p }33[ 17

For Privacy Act and Paperwork Re ctio , 888 page 2. Cat. No. 228511 Form 8850 (Rev. 3-2016)

e



. 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; City/State: Zip:
Pahvra Mo %0 Wgh Cite Prive | ®agan ,my | cryay
SS#: Date of Birth: Age: ® you worked for If yes, location;
this company before?
115-31 -5 | 05,35/ vae | &l ] Yes '[MNo |
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) l:] D
at any time since August 5, 19977 (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? D D
(If yes, please provids information below.)
Name of the person receiving benefits; Relationship to you;
City: County; State:

3. Have yon received Supplemental Security Income (SSI) at any time within the past 3 months? D D
Please note, this is not the 5ame as Social Security benefits (SS) ar Social Security Disability (SSDI) benefits,
*If you checked yes please provide q capy of your SSI documentation,

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

Name of Agency: Phone #:

City: County: State:

5. Areyou a Veteran of the U.S. Military? *Jfyes, Please provide q capy af your DD-214 and letter of separation,
(If yes, please provide information balow, If no, please continye to question #6,)

Dates of Service - From: / / To: / /
Branch of Servige: -
Are you entitled to or are you receiving compensation for 5 service-connected disability?

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

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

|
O

U O OO
O O O|;

Conviction Date: / / Release Date: // /
Was this a DFederalor D State conviction? If State - County:

—_  __ State: ESS, S
Additional Tax Credits

CA Residents: D 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 convicted of a misdemeanor?
SC Residents: [] Do you receive Family Independence Benefits?
PLEASE READ, SIGN, AND DATE:

Under penaties of perjury, I declare the information above 1o be true and accurate 10 the best of my kmowledge, and | hereby authorize any agency, organization, or
individuals to supply such verification or imformation that may be needed 10 determine tax credit eligibility 0 my employer, employer representative (Associated

New Employee Signature: Date: —-QI.Q.ZZLD




POCELSES VT Cra AdUNistesiion

Client: Company:
Employer Solutions Group
Location: Empl Name: SS#:
e e e Mo 14753/ 574
EMPLOYEE:

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

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

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

O 1 received 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 ig true and correct to the best of my knowledge.

Employee Signatnmw Date: y
( 25]]1
(CEY VA blas)

RetroTax®
3730 Washington Blvd,
Indianapolis, IN 46205

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

Www.retrotax-aci,com

E———



Ifitis necessary to miss scheduled work due to
by your primary health care provider the same d
compensation for the time away from work, The physician must complete a

Report of Workability.

Signed:  --

a work injury,
ay in order to

you must be seen

Printed Nameﬁ EQ ny [\ M m]ﬂ




Leveraging Resources in a Changing Market

Notification of Minnesota Law Requirement ~

Unemglozment Acknowledgement

According to Minnesota Statute section 268, 095, subdivision 2, paragraph (d), an
applicant who, within five calendar days after completion of a suitaple

Job assignment from a staffing service, (1) fails without good cause fo
affirmatively request an addijtional 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, s considered to
have quit employment.

may affect your unemployment benefits.

Employee Sigfatyy: Date:

Panva Mous
Employee (please print your name here)

CMG_SM - Rev. 09.2013

employer solutions staff INng group.




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

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 selecteq 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,

Individual’s Name

|23/ 17
Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



[ ———

o R EE——
Fixed Indemnity Medical Benefits Plan 2
- VSl 2193018501 OFFICEUSEONY  |LoCATION Rehire Date__/__,
ENROLLMENT FORM ESC CU[UNAC-MN) p1 -
mm USING BLACK or BLUE INK (Must B FiledOuwy)
Name Social Security # Home Phone S
___PoNwa Moug —— L 1373180363 | o3y 26 -tntem |5 MG
Add . . : e Apt. #
Tous nigrt site prive fpt- soe
City State - Zip Date of Birth
Edgan . MN . 513 &t /957 |a¢

D YesD No. i Yes, please continue,
Medicare Effective Date

DT -y b e o

Name of Cov-er-eTj Person (s)
1.

e —.r.— i s T, T e e e e

e e e et T e e e —— —

3.

C. LIMITED BENEFITS PLAN SELECTION

You MUST select a coverage levi
‘identical. The Fixed In
Insurance

Payroll Deducted Weekly Rai

the all benefits in Section C will |
Term Disability plans are underwritten by Bt
y Companion Life Insurance Company,.

el before any benefits in Section C. Your coverage level for

demnity Medical Plan, Dental Plan, Term Life Plan, and Short-
Company. The Vision plan is underwritten by

FIXED INDEMNITY SHORT-TERN
T o |t o | oot | e BT
Employee Only (5] | $ap,8 $617 Bl saa2 &) soeo | a $4.29 @
Employee +1 []| - g44.10 $12.34 $4.92 $0.90
Ezﬁployee + Family D $54.88 $20.36 -$6.56 ' %180
O toALL Bonefts [ | [Jyu [M]no | Eves Klno | L lYes be] No | LTves KIno | [Tyes 5o
! This coverage is not available to residents of NH, HI, or PR, 25TD is not available to pers

For Term Life / Acddentarbeath & Dlsmemberment,

Please write In your beneficiary information, Acc;dental Death &
Dismemberment is Part of the Term Life Benefit.
Name Relationship )
D. REQUIRED DEPENDENT INFORMATION s LS i =
Name Social Security # | Date of Birth | Sex Relationship
Namar | | M-.--Q%g?ﬂ%&@.?ﬂig_'?emﬁe Partner
Name  Social Security # Date of Birth | Sex Relationship
= M _____!__“___ _ W7 [Mm] t [1Spouse [ chilg ] Domestic Partner
Name Social Security # | Datg of Birth | Sex | Relationship
< L MI[F] | Clspouse[Johia ] Domestic Partner
Name Social Security # | Date of Birth | Sex | Relationship
. s P o/ i -JM]_...,.;'_D_-?:BQLEJJ.EW.'?_DE?@&%@EPe.@.%t_
E. REQUIRED SIGNATURE YOU MUST SIGN AND DATE, EVEN iF You DECLINE COVERAGE
I'have read the benefit packet and understan

dits limitation;. I understand that open enrollment is only availabje for

Sr—

This Is an Essential StaffCARE Enrollment Form.




—

@”’ employer solutions staffing group,

P : .. _ '
e l.everaging Resources in 2 Changing Marke:

Benefiis Enroliment Fo
Employos Informatiog

Name (First and Last)

Ranvra moug
dress

Saclal Security Number
973-2(- 514
State

7 Cods————
126} p‘;gn site E[}ube B9 MN S5
Gender Male | Marital Statug Single | Date of Birth = Date of Hire =
Ji{ Female | L1 Manied [ Divorced 512;] Liv;
Phone Number:

EmallAddress:
(bs1) 2)¢ - 0D

m"mﬁlﬂﬂﬂ@mwm
Please Select Desired Coverage:

Employee Only - Employee-l-Spouse - Employee-l-cmld(ren) - Family -
$24.00/Weei $38.00/Week k

$36.00/Wee $63.00/Week

Ad

L e
Relationship

3 Spouse O chig
O Domestic Partner

Birth Date | Sex

Birth Dato | Sex

—— _ e IEER Rda DR
I Nars | '

0 Damestic Partner
NAME OF PERSON COVERED (FIRST, LAST):

Wﬂ?ﬁa__—ﬂ.l.__

somplete and that
F me and my dapendents), Hany, from the original
foi have elected,

M w230
[FLOVEESDECLNNG [ | am DECLINING coverage ¢
l underatand that land/or my dependerm. if any, wajve any coverage ang desire to participats in the Plan at a Jater
must meet the requirements defined In the Certificate of Coverage for the company’s medical or dental plans. if} d

IF DECLINING- YOU MUST SIGN HERE
. [ S

|~ Dato b %] [-7
| V= \Empicyer Solutions Staffing Group Health Benafig Team =
7301 Ohms Lane Suite 405
Edina, MN 55439

Phone:; 962-767-9519 Fax: 862-787-0515
ail; Healﬂv@employersolutlonagroup.com




