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E-Verify: Print Case Details - Preview

e e

Report Prepared: 08/22/2017
ComM Information

3ENSI’ITVEBUTUNCLASSIFIED
Case Verification Number: 201 7234090204SQ

Company ID: 47429

Emglg!eo Information

Company Name; Employer Solutions Staffing Group

Last Name; mudgett
Date of Birth: 10/19/1988
Hire Date: 08/22/2017

Document Information

First Name: vemn
Soclal Security Number; *** * 33
Citizenship Status: A citizan of the United States

List B Document: Driver's license or ID card issued bya U.S, state or
outlying possession

Document Name; Driver's license
Driver’s License or ID Card Number:

Case Status Information

List C Document: Soclal Security Card

Document Stats; Minnesota
Document Expiration Date: 10/19/2020

Current Case Resuit: Employment Authorized Employer Cass |D:
Case Submitted On; 08/22/2017 Case Submitted By: SGLAGS32
SENSITIVE BUT UNCLASSIFIED

https:/le-verifyuscls.govlweb/PrIntCaseDetalls.aspx?CaseVerNum=20172340902048Q
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Q G N PO Box 46270
: www.esgstaffingsolutions.com A {  Minneapolis, MN 55344-9956
‘al‘,j;el /" Tel: 952.835.1288

employer solutions staffing group..

New Hire Application

[~ Personal Data~ PLEASE PRINT LEGIBLY IN INK
)
U First Name V\

Last Name 6” ' /i Middle Initial
Street Address S G~ c Apt/Ste
City/State/Zip 57’ o, W fasd /C ocial Security Last Four XXX-XX-

Phone Number @[2{200-;' ?_\23 Email Address [ v

Staffing Agency/Recruitment Partner

All offers of employment are conditional upon satisfacto roof of identity and legal ability to work In the U.S.A.
Are you legally authorized to work in the United States of America? []YES [INO

Applicant Certification and Authorization
qualifications for employment. | authorize ESSG to make inqulries of my except as indlcated In this application,
regarding my previous duties, responsibilities, performance, compensation and eligibliity for rehire.
| understand that a comprehensive background check may be conducted to determine my ellgibility for hire by certain cllents of ESSG,
This may include but Is not limited to, investigations of criminal and/or conviction records, driving records and/or g drug screen test as
required by cllents, government regulations or by ESSG policies.
| 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 result In my termination.

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

For ESSG Office Use Only
DOH NHW I-9 8850 w4
Emergency Contact Info Background Release Form Background Results Unemployment Letter ESC Application
(if applicabie)
For ESSG Client Use
DOH ROP Work Site Loc. WC Code

ESSG - cCMG Rev. 04/2017




The exceptions don't apply to supplemental wages Nonwage income. if ou have a large amount of
Form W-4 ( 2017) greeter tan 5; 00,0067 t© PP - nu:mg%  ncaime, Sch &b lgmstag dlngda:'da,l:o

Basc Instructions. If you aren't exsm complete sonsider making ayments using Form
Purpose. Complete Form W-4 so that your the Personal Allﬂwangﬂ Wonmheat%télm The 1040-ES, Esﬁg:ml T:lx & llnfdnidgaala oma;wme,
employer can withhold the corract fedgral Income Wworishests on page 2 further adjust your you '“"{n"‘”e o b. 806 °ﬁ‘ o vgtpl?na on'::r id

from your pay. Consider cnmplaﬂr;? a new Form Withholding allowances based on ftemizeg annuity income, °°|°§| ub, oty Vt? _4" w_‘z‘.’,“ shou

w4 eacuaar and when your personal or financlal deductions, certaln credits, adjustments 1o Income, acllust your withholding on Form W-4 or .
situation changes, or two-eamars/mumple]oba Situations, 'I‘w;deamers or multiple jobs. It )j;og r#ve ath
Exemption from withholding. If you are exempt, Complets all workshests that . Howsver, you fotal g Spouse or mare than one job, figure the
somplete only lings 1, 2, 3, .;,gamﬁ and sign the may claqm fewer (or zeurgg allawa:ggsb.' For mgularyo t‘“aa'""""g's B"l‘r’lf “"°‘”ﬂg';f"&ay?r';m9, ed lt=g clalm
form 1o valldats It, Your axemgﬂon for 2017 expires wages, withholding must be based on allowances w iy %ur withﬁcm:lng usally w’l'fl gg{,g;? m
aF’elgru% 16, 2%3& 8es Pub. 505, Tax Withholding goelr.lc«a:l:lt;ngeedoafnvga zr:g not be a fiat amount or when all allowances aje clalmed on the Form W4

for the high b and zero gl
thls it agoﬂg Eemerson can ulalg\ )‘g'u asa dt-':%endem L-lfe:d of househoid, Generally, you can claim head g ?ﬁ' ng.]o oF « or 3

on his or her M, you can't olaim exemption om@]%ﬂg%mw L

from withholding if your fatal Income axoesds 84050~ ~yoli are unm, more than B0% of e Notedent allen. i you ere & nonresicient allen, sse

o withi o A e aecis 91, 080 — and pey Notice 1392, Suppi Form W-4 Instructions
e S - 7 1L e el o
Pub, §01, ptions, Standard Dedugtion, and Check your withhoelding. After your Form W-4 takes
el Ly frtheld #aaebéemtg'g%r:ls Flling Information, for information, uss Pub. 505 to see how the amount you are
& dependent, if the employee:; Tax credits. You can take projected tax credits Into having withheld comparas to your gm]ectad total tax
Bccount In figuring your allowable number of for 2017, Ses Pub, 505 o oy 1t your eamings
i SRRt s S R
] {-] o]
It s e e T T e e
itemnized deductions, on his or her tax retum, credits into withholdin allowances, at www./rs.goviw4,
Personal Allowances Worksheet (Keep for your records.)
A Enter“1"foryourselfifnooneelsecanclalmyouasadependem. SRS LS o RS T e
* You're singie and have only one job; or
B Enter™”if; { ® You're manied, have only one job, and your Spouse doesn’t work; or } B
® Your wages from a second Job or your spouse’s wages (or the total of both) are $1,500 or less,

C  Enter*1” for your spouse. But, you may choose to enter *-0-* i Yyou are married and have elther a working spouse or more

than one job, (Entering “-g-» may help you avoid having too little tax withheid) . . , | | . 9.0 o0 B 5 o e c
D Enter number of dependents (other than your spouse or yourself) you wiii claim on your tax retum . °© o a o D
E  Enter 1" if you will file as head of household on your tax return (see conditions under Head of household above) E
F  Enter “1” if you have at least $2,000 of child or dependent care expenses for which you plan to claim a credit F

(Note: Do not include child support payments, See Pub. 503, Child and Dependent Care Expenses, for details.)
G Child Tax Credit {including additional child tax credit). See Pub. 972, Child Tax Credit, for more information,

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

* If your total income wili be between $70,000 and $84,000 ($1 00,000 and $118,000 if married), enter *1° for each eligblechid. @

H AddiinesA through G and enter tota] here, (Note: This may be different from the number of exemptions you claim on your tax retum,) » H
® if you plan to itemlze or clalm adjustments to income and want to reduce your withholding, see the Deductions
For accuracy, and Adjustments Worksheet on page 2,
compiete all * If you are single and have more than one job or are married and you and your spouse bath work and the combined
worksheets eamln?s from all jobs exceed §50,000 ($20,000 if married), see the Tw ~Eamers/Multiple Jobs Worksheet on page 2
that apply. 1o avold having too littie tax withheld,

* If nelther of the above Situations applies, 8top here and enter the humber from line H on line § of Form W-4 below,
Separate here and glve Form W-4 to Your employer. Keep the top part for your records.

w_4 Employee’s Withholding Allowance Certificate OMB No. 1645-0074
s: ) ofthe Treag » Whether you are entitied to claim a certajn number of allowanaes or exemption from withholding Is 2 @ 1 7
,m;",‘,’,':'," ;:vtmusa&wmwy subject to review by the IRS. Your employer may be required to send a capy of this form to the IRS,

V'Zw\f}stvn;memdﬂimammm Last)n;llm/e) 9 h #’ 2 %?%@?577

] '39 address (number :”?"W or turajfouts) W 4 %gl@ LI Maried [7 Married, bat withhold at higher Single rate,

: If manied, but legally separated, Or spouss Is a nonresident allen, check the “Single® box.
Gityor toym, an code 4 your last name differs from that shown on your socjal seourity card,
57—% v /n i ar K m,\[ m 7 / check here. You must call 1-800-772-1213 for a replacement card. > [7]
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 9 0.9000 0 0 6D o5 4 o0 6[$
7 iciaim exemption from withholding for 201 7, and | certify that | meet both of the following conditions for exemption.

® Lastyear! had g right to a refund of ail federal income tax withheld because | had no tax liabliity, 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. ., . . . >l7]

Under penalties of perjury, | declare that | havelexamlned this certificate and, to the best of my knowledge and bellef, it Is true, correct, and complete,

Empl 's slgnatu )
i e SR vans 7~/ <30/ )

8 Employer's name and address (Employer: Complete lines 8 and 10 only if sendj the IRS.) 9 Office code {optional) | 10 Employer identification number (EIN)

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



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

Etmployess

4 a fab offer)

must complets and sign Bedtion 1 of

USCIS
Form 1-9

WY

First Nanfle (Given Name)

e N

' of
me (Family Name)
Keiret M,

Mi dlf Initial

Apt. Number

Add;ss émgbgww

ey

5507/

Date of Birth

U.8. Social Security Number

Employee's E-mall Address

10/

1145k

Employee's Telephone Number

lam gware fhat federal law provides for imprisonment and/or
connection with the completion of this form.

1 at!sst, under penaity of perjury, that | am (check one of the following hoxes):

fines for faise statements or use of faise documents |n

A citizen of the United States

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

[] 3. Alawful permanent resident (Alien Registration Number/USCIS Number):

D 4. An alien authorized to work  unti] (expiration date, if applicable, mmiddlyyyy):

knowiedge the information is fru

Some aliens may write "N/A" |n the expiration date figid, (See instructions) i
Allens authorized to work must provide only ane of the following document numbers to complete Form 1-9: Do ﬁ':,",,s;,g;,?;;,?g;m
An Allen Registration Numbern/USCIS Number OR Form 1-94 Admission Number OR Foreign Passport Number.
1. Alien Registration Number/USCIS Number:
OR
2, Form |-94 Admission Number:
OR
3. Forelgn Passport Number:
Country of Issuance: : '-‘.‘ |
Signature loyee Today's Date {mm/ddiyyyy)
Ly id t7)
Lraparer dnd/or Trandlater Gertifio on {shédak one;
" I'h 4 hat ysh 4 prepater of wandlator A breparer(s) and/or translaldr(d) assisted the p(namyaa in camplating Segdion 1.
t“ [0 helow must b6 gampletéd and signed When prepérers andfut rdnsiatars absist an ermpioyed in campleting Sedtion 1)
I attest, under penaity of perjury, that | have assisted in the com

pletion of Section 1 of this form and that to the best of rﬁy

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

Employer Completes Next Page

Form 19 11/14/2016 N



Employment Eligibility Verification FUSCIlsg
Department of Homeland Security O
UsS. Citizenship and Inumigration Services s 8312015
(
Employse Info from Section 1 - : -y | HImoy o
ListA T AND Lste
identity and Employment Authorization Idsntity Empioyment Authortzation
Document Title 2 ™ :
N PR © G Tt
]almm . ssuingmllhomy
=C M /U : A\

Document Number ] Document Number Dé&m
i ZQH% 0SSy 2.2 bl D, Uee-6 -3 |
Enmammvnmb079qwamnﬁuayno . Expiration (% any)(mm/dd/yyyy) Eﬂmiﬁm1DmPﬂVanWFMM4MﬂUMW
| o —1 LI AN

Document Title L

issuing Authority , Additional Information : Do Not Ve i o e

Docurnent Number
Expirafion Date (i any)(mmiddfyyyy)

Document Title

Tssuing Authority

Document Number
Expiration Date {if any)(mm/ddfyyyy)

Certification: | attest, under Penalty of parjury, that {1) 1 have examined the document(s) presentad by the above-named employee,
{2) the above-listed document(s) appear to be genuine and to relate to the employee named, and (3) to the best of my knowledge the
employee Is auﬁnﬂudtomfklnmaumtadm !

Qb‘ empibyee's first day of employment (mm/dd/yyyy): 3. . 28 -201 “JSee instructions for exemptions)
nloverar A t’“ sentativ Today's Date (mm/dd/yyyy) Title of Employer or Authorized Representative
1 8L -2~ 17) |recruiter

or Authorized Representative Employer's Business or Organization Name
Employer Solution 8taffing Gro

ZIP Code

Employer's Business or Organization Address (Street Number'and Name) | City or Town
7480 Flying Cloud Drive Suite 20 Eden Prairie
e R e R

3% ' igabia)

Name (FamilvNamo)

1 attest, under penaity of perjury, that to the best of my lmowl%e, this empioyee Is authorized to work In the United States, and It
the employee presented document(s), the document{s) | have examined appear to be genuine and to reiate to the Individual.

Signature of Employer or Authorized Representative Today's Date (mm/ddjyyyy) Name of Employer or Authorized Representative

Form1-9 071717 N Page 2 of 3
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_ card belongs to the Socia Irity Adn : _ t
[jotumn it if we ask for i, - RS ' =
. . (47 ; 5 &
If you find a card that isn’t yours, please return it to; i

Social Security Administration y
iI ! P.O. Box 33008, Baltimore, MD 2 1290-3008 '
l For any other Social Sgcurity business;infonnaﬁon, contact your locaf
\ Social Security office. If you write to the above address for any business 1
I [ und card you will not Teceive a responge.

G11980502

Loha e AT I_/J

i. Form $SA-3000 (08-201 1)

~ Social Security Adminlstration ﬁg‘




EMERGENCY CONTACT INFORMATION

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

Employee Name: _QLW "\ L = 1'1(\/\ v .n L)L
i |5~ g+ o7 g T =227/

Home Phone:

ey _ EMERGENCY CONTACTS S
_Please list two people (in priority order) wha gould b cantaqted in oase of an émergency

Contact #1 Home Phone:
Name'/\;\'\r rw é 'hL Cell Phone: &5/ %] 330
J »
Relationshjp:{')ﬂ.ﬁ'{'\ 2 , Work Phone:
-
Contact #2 Home Phone:
Name: Cell Phone:
Relationship: Work Phone:

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



empioyer solutions staffing roa-:p.z
Wage Payment Method Authorization (Minnesota)

Employees have the option of receiving wages by Direct

ou do not pro deawrittenelection,
SECTEN [ BASKE INFORN A TFION

Employes Namg i B
| ; sg0
L CON 2T

sl Bl TN
(Please complete Secﬁnns3and5below)

|_| Payroll Debit Card (Please complete Sections 4 and 5 below)
SEETIONTS DR PDEROSIE

Nom-Direct De ndtuccountsmaytakenqzto?daysto be activated
i/ | Paper Check (Please complete Section § below)

I understand and acknowledge that if T do npt provide a
voided check with this direct deposit form, I am
responsible for any delays in payroll or extra costs
incurred if the acconnt nBumber that I provide is incorrect,

Initial Date

an error, plense attach a copy of a voided check. (a deposit slip will not work)
notcloseyonroldbmkaecoumnnﬁlyom-dimctdepoxithasslartedatmenewbnnk,whichmaymkeZpaypeﬁods.

Federal lawrequimsallﬁnancia]insﬁtuﬁnns
request a Payroll Debit Card for yoy_ we
youdonotsubmitaDirectDepo ¥

ion to identify you, If
cessary information and isspe You a Payroll Debit
additional identification information so the_y can

Except for the routing and account number, BSSG doeihvg 2880 any information regarding your Payroll Debit Card account or
tl'ansactions.Onyomﬁrstpay > you will receive your new Pasoll Dok Card, andapackethaﬂofthetmmsandcondiﬁons. You will

then sign acknowledging that you received the Payroll Debit Card angpfacke Your Payroll Debit Card will be reloaded on each payday you receive

wages,
CARDHOLDER INFORMATION (as you want ynur/l’nyrzl' Debit Card to be issued) TSN
M1

First Name

Last Name \ Date of Birth
Street Address (POBOX NOT ACCEPTARLE) ; Social Security#
o al N

City State Zip

Cell Phone (mobile)

Payroll Debit Card Routing # Payroll Debit Card Account #
| 073972181

IhaverecmvedmyPayro]lDebit Card, welcomebmchme,pmgmm fbes, program terms, condi

I authorize ESSG to direct other required withholdings

y
or authorized deductions, into Iy 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.

net of required tax withholdings,

*E-mail:

@ Vi
this information will o%e used tp.send yo bs electronically
e ¢ Chee -

Employee's Signature: Date: 5 (/ 7 —\9—0/ 7




Authorization

(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
or more reports based on that information; and (d) Employer Solutions Staffing Group, LLC ("ESSG”) to
share those reports with others for legitimate business purposemlatedin_youpgmpleymentﬁsﬁc
and}eferaﬂse—ﬁ'eefmptnvment Screening may investigate your education,»waﬂ:hhaw; professional

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

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

Personal lnformation:iease print the information reqyested below to ident %f for BGC,
X

Printed name: NV L & \5 Mu
First Middie (OO Last J
none)

Other names used: S
Current county of residence:

T e Jfa5 ard A )k g

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

[0-19-19¢L, Uty 6 23/

Date of birth i Social security number “
ESSOE8 9302~ Vern Lowss Modef
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 ¢ ecking this box:M

s CML ﬁ’/7“90/7

Signature Jd Date




s

STATEMENT OF CONFIDENTIALITY

This agreement made this !Thaay of & gﬁ; $)5;’5 A 201—1, between
Employer Solutions Staffing Group LLC, hereinaft referred 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.

amount as liquidated damages shall not be construed as a release or waiver by
the employer of the right to pregent any such violaﬂ'on in equity or otherwis

W] proscaauioms Dt e-

%ﬁ%

e

Employee Signature

(

Employer Solutions 813 ng Group LLC, Represwyptative




employer soluﬁon&staiﬂnggreﬁa;

Important/Importante
LOST OR STOLEN PAYCHECKS

If a paycheck is lost (missing, misplaced, destroyed, lost in the mail, etc.), you
must notify your staffing recruiter that the check cannot be found, lfiFcambe

verified that the check has not been cashed, ESSG will stog gayment on thg
check and re-issue the check to you, deducting a fee of btween $25-$3

new check and no fee will be deducted.

CHEQUES DE PAGO PERDIDOS O ROBADOS

tcheque de pago se piezde, (que falta, fuera de lugar, destruido, perdido e
el corred, jete) ustethdebe ofificara Streelytador de peTsvnal que-s shetue no
se puede/enconfrar_Sj af Puede verificar ques eque no ha sidp.etbrado;
ESSG sd detendra el chanus de pago y reemitir g| cheque a uetéd, descontando
un cargo de entre $ 25 - $ 35,

Si su cheque de pago fue robado

antesgfesque podamos valvera e R pck
debe/proporcionart _:= a-denuncia a su'reetutador de persenalgusel
chedue fue rebado. Si e] cheque no ha sido cobrado y si la pérdida del cheque
;o A8 SuU culpa, ESSG emitira un nuevo cheque y no hay cuota se deducirs.

AGREED/SE ACUERDA— \_)
Name/Nombre (con letra de molde): \J tr— ‘

4
Signature/Firma: \‘)M VM




employer solutions stalting group..

INJURY MANAGEMENT PROGRAM

Injured Worker’s Responsibilities

of Minnesota workers’ compensation laws. Wherever possible light duty
restrictions imposed as a resyjt of your injury will be accommodated.

RESPONSIBILITIES OF THE INJURED WORKER:

Minnesota Rule Sec. 5221.0430, Subp. 1 requires that you choose one primary
health care provider. Subpart 2 places limitations on your right to change
primary health care providers. Discuss with your employer any change in health
care provider.

Attend all scheduled appointments. While on physical limitations, visits should
be a minimum of once every two weeks. Failure to haye current medical support
for disability may result in termination of benefits. Schedule your next
appointment immediately after your doctor visit, before you leave the clinic if
possible.

Immediately following your appointment, provide a copy of the report to the
designated employer representative. You should deliver this in person so that
changes in work restrictions may be addressed and any questions answered,

Follow all physical restrictions at home and at work.
Report to work and perform physically suitable tasks as assigned. These may or

may not be in your regular department. The work may or may not be on your
usual shift.




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.

Ifit s 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.

Lhave rea y responsibilities and agre abide by these guidelines.
Signed: 3 W"’M p
Printed Name: i 2@5‘?\ hl’l\ﬂ.%_&é




e 8850 Pre-Screening Notice and Certification Request for
(Rev. March 2016) the Work Opportunity Credit OMB No. 1545-1600

?,;”%’;’“S;‘i&’&l,‘%’?‘g;“” P Information about Form 8850 and its separate instructions is at Www.irs.gov/form8sso,

J pplicant: Fill in the lineg below, apd check any boxes that apply. Complete on is side.
633/(
Your name v\ M |V} 2 Soclal security number 3

Street address where you live ’ I 2‘ gd‘—a: hﬁf ﬁ’-

f————Chyortown, sigts, and 4 MW /N 507!
County _ °; ﬁ \ Telephone number (?[9“ éw :?S:?__?

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

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

2 [] chdgk here if any of the following statements apply to you,

* | am™g member of a family that has received assistance from Temporary Asslstance for.N sedy Faryliles (TANF) for any 9
monthsdyring the past 18 months.

* lamavetedsnand a member of a famlily that received Supplemental Nutrition AsSistance Program SNAP) benefits (food
stamps) for atYsast a 3-month period during the past 15 months.

® | was referred hereMyy a rehabiliitation agency approved by the state, g employment network under the Ticket to Work
program, or the DepaPkgent of Veterans Affairs.

* | am at least age 18 but nd: age 40 or older and | am a memk Er of a family that;
a. Received SNAP benefits (idQd stamps) for the past 8,#fonths; or
b. Received SNAP benefits (food sYmps) for at least 3.4 the past & months, but is no longer eligible to receive them,

® During the past year, | was convictedf a felo Or released from prison for a felony.

* | received supplemental security IncomeX§s# benefits for any month ending during the past 60 days,

® |am aveteran and | was unempioyed fef"a ®deriod or periods totaling at least 4 weeks but less than 8 months during the
past year.

8 [ Check here if You are a vetergw’and you were unemployet\{pr a period or periods totaling at least 6 months during the past
year.

4 [ Check here if you pfe a veteran entitied to compensation for a serdies connected disabiiity and you were discharged or
released from agiife duty In the U.S. Armed Forces during the past 5

§ [ Check hes you are a veteran entitled to compensation for a service-connecte? disabllity and you were unemployed for a
Period of periods totaling at least 6 months during the past year.

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

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

7 [ Check here If you are In a period of unemployment that is at least 27 consecutive weeks and for all or part of that period
you recelved unemployment compensation.

Signature—All Applicants Must Sign

Under penatties of perjury, | declare that | gave the above Information to the employer on or befors the day | was offered g Job, and it Is, to the best of my knowledge, true,
correct, and complete,

Job applicant’s signature )O.QA/\

For Privacy Act and Paperwork Reduction Act Notice,
117-

Date?”?’%/?
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Form A (rev. 03/2017) TAX CREDIT QUESTIONNAIRE

EMPLOYER SECTION:
Client: Company:
Location: Position: Starting Wage: $
J
EMPLOYEE SECTION:
I Name: Last Name: g Street Address: City/State: Zip:
Moy 1257504 Mk |Zpy
SS#: ) ':A?e:—_ﬂm worked for | If yes, location:

WETZ3I | [0-1 49 Sl

Please complete all questions, and sign and date the form, Yes No

l.

Have yon 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; —— Relstionship to you: —

City: State;

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

Name of'the person receiving benefits; Relationship to you:
City: County: State;

Have you received any type of vocational rehabilitation services within the past two years? O ﬁ
If'yes, please indicate which type of agency you worked with and provide their location information below;

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,

Are yon a Veteran of the U.S, Military? *If yes, please provide a copy of your DD-214 and letter of separation, 0
{If yes, please provide information below. 1fno, please cantinue 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?

If'yes, dates of unemployment - Fram: Z'I \ o:
Did you receive unemployment compensation at any point during your unemployment?
If'yes, in which state did you receive unemployment compensation? __ ,VN

O oo

O
Have you been unemployed at any time d“.;]ini the (_lé W X
X

O

Have you been convicted of a felony or released from prison for a felony conviction in the past 12 months?
Conviction Date; Release Date:

Wasthisa [] Federal or [] State conviction? If State - County: State;

——

|  Additionsl Tax Credife Y St
IEC (Native American): Are you or your spouse a member of a Native American Tribe? _IL ( O A
Ifyou checked yes please Provide a copy of your CDIB card, 0 é}/ﬁf f)) 2
CA Residents: [] Are you the child of foster parents? [] Do you receive CalWorks? [] Workforce Investment Act?

[1 Areyoua migrant or seasonal farm worker? [ Have You ever been convicted of a misdemeanor?
SCResidents: [] Do you receive Family Independence Benefits?

PLEASE READ, SIGN, AND DATE:
@ Under penalties of Pperjury, I declare the information above to be true and accurate 10 the best of my knowledge, and | hereby authorize any agency, organization, or
individuals to supply such verification or information that may be needed to determine ax credit eligibility to my employer, emplayer representative (Associated

Consultants, Inc. dba Retrotax), or (9 Department of Labor.

' New Employee Signature;




U.S. Department Labor OMB Control No. 1205-0371
Employment and Training Administration Expiration Date: January 31, 2020

LONG-TERM UNEMPLOYMENT RECIPIENT SELF-ATTESTATION FORM
Work Opportunity Tax Credit (WOTC) Program

Instructions: This Self-Attestation Form (SAF) is to be completed, signed, and dated by the new hire only.
Employers or consultants submit this SAF to the State Workforce Agency with IRS Form 8850 or if filed

separately, with ETA Form 9061 {or 'Tequest filed for the new target

group.

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

: /)

New Hire’s Signature: Q&/V\ n}g% Date’ ‘-/ 2 -0 /
New Hire Name: \JWV\ YW Z

Social Security Number: 9’&? "?5':?3 / /

Employer Name:

Please check the statements below if they apply to you.
| I declare that | was in a Period of unemployment that is at least 27

consecutive weeks and for all or Part of that period | received unemployment

compensation.

ﬁ’- I declare that | have been in a period of unemployment since
“-20/) <

(Enter start date)

._..—..—u_.._..—-._.._.._.._.._.._..—.._.._.._.._..

Public Burden Statement:

Persons are not required to respond to this collection of Information unless it displays a currently valid OM B control number. Respondents' obligation to
complete this form Is required to obtain or retein benefits (P.L. 11 1-5), Public reporting burden Is estimated to average 10 minutes per response, Including the
time for reviewing Instructions, searching existing data sources, gathering and meintaining the data needed, and completing and reviewing the collection of
Information. Send comments regarding this burden estimate to the U.S. Department of Labor, Division of National Programs Tools Technical Assistancs,
Room C-4510, Washington, D.C. 20210 (Paperwork Reduction Project 1205-0371). Please do not submit completed forms to this address,

117-

ETA Form 9175 (Rev. November 2016)



employer solutions staffing group..

Notification of Minnesota Law Requirement —

Unemgloyment 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 sultable job assignment, (2) refuses
without good cause an additional suitable Job assignment offered, or (3)

accepls employment with the client of the staffing service, is considered fo
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 8o, it
may affect your unemployment benefits.

| understand by signﬂvg this form that | am responsible to contact ESSG within 5
calendar days once an assignment ends. | also acknowledge that | have received
a separate copy of this form. 3]1‘_’& (Initial)

loyee Signature; { Da§ i '7 - 9’017

Employee (please print your

CMG_SM - Rev. 09.2013




DRUG AND ALCOHOL
TESTING CONSENT FORM

1. | havﬁwed to read and inspect a written copy of ESSG policy on
drugs and alcohol,

2 Hhave read the entire contents of this policy and | am aware and fully

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

3. | hereby voluntarily consent to ESSG, or its health service providers, or
other persons or entities acting for or with them, to collect a body component (blood,

Individual’'s Nan:{:vM

Z2-13- 200

Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



employer solutions staffing group...

“

Acknowledgement of Receipt of Workplace Safety Policy

I certify that I have received a copy of Employer Solutions Staffing Group’s ESSG
WORKPLACE SAFETY POLICY. I understand that it is my responsibility to read
this policy and agk my supervisor, a member of management or to telephone
Employer Solutions Group (ESSG) at 952.835.1288/1.866.496.7573 with any
questions I may have ahout this policy. I agree to comply with ESSG’s policy on
ESSG WORKPLACE SAFETY POLICY and I understand failure to comply is
grounds for disciplinary action, up to and including termination,

Employee Name (Please Pri )
{‘m{'v\ ™) \;ﬁqdﬁr

~J
LSt 500
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employer solutions staffing group..

ESSG WORKPLACE SAFETY POLICY

It is ESSG’s policy that all employees should be able to enjoy a hazard free and safe
work environment. It is ESSG’s duty to:

(1) Ensure that its clients provide you with a workplace free from serious
recognized hazards and comply with standards, rules and regulations issued
under the OSH Act.

(2) Ensure that its clients perform a job hazard assessment in order to identify
and eliminate potential safety and health hazards and to determine
necessary training and protections for employees at the facility.

(3) Make sure employees have and use safe tools and equipment.

(4) Establish or update operating procedures and communicate them so that
employees follow safety and health requirements.

(5) Provide safety training in a language and vocabulary workers can
understand.

ESSG is committed to vigorously enforcing its OSHA Compliance Policy.

To help ensure a safe workplace, you have certain responsibilities too, which include
the following:

* Responsibility to work in compliance with OSHA laws and regulations
* Responsibility to use personal protective equipment and clothing as directed
by the host employer

* Responsibility to report workplace hazards and dangers

* Responsibility to work in g manner as required by the employer and use the
prescribed safety equipment.

You have the following basic rights:

° Right to refuse unsafe work

® Right to know or be informed about actual and Potential dangers in the
workplace

* Right to review copies of appropriate standards, rules, regulations and
requirements that the host employer is required to have available at the
workplace.



- - . < employer solutions staffing group.
TR e m & Leveraging Resources in » Changing Market

ESNG gam,

radorwide group,

PR30 % 50700000t 190 kve he ouaive.

Enhanced MEC Plan_Plan 1 ™*Pm Admisisrton

L New Employes [ Rehire Rehire Date
Employee niormation

Benefita Enroliment Form

_ av
Marital Statusd2] Single | Date of i
O Married [ Divorced 0 o "‘l Q

HTTOVE:

33.03

o Rela
O male Os O chw
[ Female Domestic Partner
Sex Relationship
O Mae ClSpouse [ Chua
] Female O Domestic Partner
Sex Relationship
~— W 0 S Child
- =% O Femais e o Dolx:nluuc Partner
NAME OF PERSON COVERED (FIRST,
g EFF. DATE N
A EFF. DATE N\
e P EFF, DATE
Employes Acknowiedgemeant ang Authorization - | hershy apply for the group he, ) as Indicated, | acky
any missatatements or failurg to Teport Information may am
effoctive date, Further,

that all entries are true and complats
depandent{s), if any, from the original
have olacted, C

may ba conaidared a faty enrolies and
8 snroliment for myseif or my dependents
nroll myssif or my dependents in this plan, provided | req
ge ends, In addition, if a new depandent relationship forms as a resu
of adoption, | may be ahle to enrol)

uast enroliment within 31
It of marriage, birth, adoption, placement for adoption of parting suit
myself or my dependent, provided | request snoliment within 34 days of the svent,
IF DECLI Nle- YO

Employes Signature Date X */7 '*9&/7
lutions Staffing Group Health Benefits Te;

am
7301 Ohms Lane Suite 405

Edina, MN 55438
Phone: 952-767.9519 Fax: 952-787-8515
Email: Health

@employeraoluﬂonsgroup.com




= T = weawaaso A LGIL &

°~VSl. . 219301-ESG1  |oFrcE ust omty LOCATION RehireDate___/__,

ENROLLMENT FORM

ESC CUUNAC-MN) P1 v1g
PRINT USING BLACK or BLUE INK (Must Be Filled Ouy =

HS-;}T.“_—-_— gﬂtyzé \2;/( lHomePhone
5 Vo ' VA7L, z001 A

B. DO YOU OR ANY OF YOUR DEPENDENTS RECEIVE MEDICARE BENEFITS?
Medicare Health Insurance Claim Number (HICN)

LI ves I, #¥es lease cortnue, :
Medicare Effective Date

] 2,
C. LIMITED BENEFITS PLAN SELECTION

You MUST select a coverage level before any benefits in S
identical. The Fixed Indemnity Medical Plan, Dental Plan,
Insurance Company. The Vision plan is underwritten by

SELECT COVERAGE LEVEL | FIXED INDEMNITY

l\]'a_he of Covered-Pe-r;;ﬁﬁ(;)-:" 5
1.

- Payroll Deducted We;l-cﬂl—yﬁl!at_g:
ection C. Your coverage level for the all benefits in Section C will by

Term Life Plan, and Short-Term Disability plans are underwritten by BC¢
y Companion Life Insurance Company.

SHORT-TERM
5 _ . . MEpbicais | DENTAL VISION TERMUFE | AR
:Eﬁjpl_oy \Only [] | %2028 64 TR '

Bl 067 s
Employed + 1 XY >a o 0 P
redal e . petat e ) it ~' b P R (o e '.!' o e et " 3 O i, ¥oa %r .: . e
1 Emploee e [T 7 siaed 1 e e

Mo nsets (] e Cne | Dl Clve | D i Dves e | Clves Cle

'This coverage is not available to ;ééic.ien; of NH, Hl, o; Pli. 28TD is not a\;ailable to perséns who work in C-A; HI; NJ, NY,- ér Iil.
For Term, Life / Accidental Death & Dismem ent, please write in your information. Accidental Death &
Dismemblrme art of
Name Relationship e
Name Social Security # | Date of Birth Sex ! Relationship

T R U /| IMI[E] | Spousel Domestic Partner
Name [ Soci : : T

ex

- T
N T ] [D]spouse [ child [ nomes

B T SO y .|| 1 5 usel ) s ISy
Name / I Social Security # ' Date of Birth | Sex Relationship

S e T T N | WMITE] O3 Spouss (I chid] bomestic Pariner
Name -

Tsocial Security# Date of Birth | Sex Relationship
S R R T . TS @DSPouseDCh"dDDomesﬂcPaﬂner

ou MUST SIGN AND DATE, EVEN IF YOU DECLINE COVERAGE

I have read the benefit packet and understand jts limitations. | understand that open enrollment is only, available for
a limited time and | understand that ma_kjgg_np "i‘a__e_pgﬁf_c _s_e_lgcitihqn‘_is a 7eclination of coverage.

This is an Essential StaffCARE Enrollment Form,




