EVerify

=venily: FTITE Gase Deteils - Preview

Case Verification Number: 2017107150707AA
Report Prepared: 04/17/2017

SENSITIVE BUT UNCLASSIFIED

Company Information

Company ID: 47429 Company Nama: Employer Solstions Staffing Group

Empiloyes information _

Last Name: muhidin First Name: suldano

Date of Birth: 11/21/1888 Soclal Seourlly Number: ** ** 7334

Hire Date: 04/13/2017 Ciiizenship Status: A lawful parmansant residsnt

Document Information

List A Document: Permanent Resident Card or Allsn Registration Receipt Card (Form 1-551)

Allan Number; 212844828

Gard Number: LIN1690738486 Dooument Explration Date:

Casa Status Information

Current Case Result: Employment Authorized Employer Case ID;

Case Submitted On: 04/17/2017 Cass Submitted By; SGLAG832
SENSITIVE BUT UNCLASSIFIED

htlps:lla-verify.uscls.gavlweUPrlntCaseDelalls.asp(?CaseVeern=2017107150707AA

"



employer solutions staffing group. i 408
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 Muh\‘d}‘ r\ First Name g"l,da ﬂo Middle Initial ﬁ
Street Address {Oﬁ l___B U S\’\ P\V € AptiSte 4

City/State/Zip _Lg “‘ 5 4@\”\ 'N\ n/' % 5 \Oé’ Social Security Last Four XXX-XX- '7‘3 EH
Phone Number &/ 2~ UE3-bgos Email Address gu‘dgu'Si?‘ @c(‘\'."\‘v“‘l - ol
Staffing Agency/Recruitment Partner

All offers of employment are conditional upon satigfactory proof of identity and legal ability to work in the U.S.A.

Are you legaily authorized to work in the United States of America? ,_EYES CNO

Applicant Certification and Authorization
1 authorize Employer Solutions Staffing Group (ESSG) to use the information and statements contained in this application to determine my
quaiifications for employment. | authorize ESSG to make inquiries of my former employers, except as indicated In this application,
regarding my previous duties, responsibifities, performance, compensation and eligibility for rehire.
I understand that a comprehensive background check may be conducted to determine my eligibility for hire by certain clients of ESSG.
This may include but is not limited to, investigations of criminal and/or conviction records, driving records and/or a drug screen test-as
required by cllents, government regulations or by ESSG policies.
1 release ESSG and other persons or entities from any claims that might be based on ESSG's decision to conduct a background check.
1 certify that all statements made In my application are true and accurate and that | have not omitted any material information or provided
false or misieading Information, | understand that any material omisslon or misrepresentation will result in my disqualification from
consideration for empioyment or, if discovered after i begin employment, will result in my termination.

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

éule Suldans L//Qo/le’-F

Name (Print or type) Applicant's Signature

A copy or facsimiie ("fax") wiil be considered the same as an original signature. Email wiil ONLY be used for employment correspondence

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

ESSG - Supermoms CMG Rev. 05/2015



e

Form W-4 (2017) Grmaiarartions ot spply 1 suppiamental wages

Nonwage Income. If you have a large amount of
nonwage income, such as Interest or dividends,

Basio Instructions. If you aren't exempt, complete gonsider making estimated tax payments using Form
Purpose. Complate Form W-4 g0 that your the Personal Allowanses Wnrlmheet%télow. e 1040-E8, Esﬂmggn;ﬂfl Tglxg:l]?dnldgals. Oﬂ:&rwlae,
SR g odn Withhold the e i woum o8 oh page 2 L A ANy Income, sbe Pot oot Lo e P you should

m your pay. Conslder com a new Form withholding allowances based on itemnized .

W4 saohy p:r{d when your pemonlé? or financlal deductlonag, certain oredits, adjustments to iIncome, adjust your withholding on Form W-4 or W-4P.
situation changes. or two-eamers/muiltiple jobs situations. Twr?deamers or mulﬁplatﬁnbs. if ﬁug l;lgve ath
Exemption from withholding. if you are exem Complete all worksheets that apply. Howsver, you torking spouss or more than one job, figure the
complete only lines 1, 2, 3, 4 and 7 and alr thpet' may cisim fewer {or zero) allowa:geps.!y For reguley’ Maa'""“g's erf'f “"“wﬂg'}lm%m o edé" olaim
form to validate it. Your exsmption for 2017 explres wages, withholding must be based on allowances W by J(° with Yt?l ally Wil b ‘;’g om
Feb 15, 2018. Ses Pub, 505, Tax Withholding you claimed and may not be a fiat amount or her a?l'gll oicing “fal 'yed gh"‘ o acsvu_rzts
and Estimated Tax. : percentage of wages. fv:r%':e hlghgm oeanga%g anT! zerrg' all:wanr::"es are
Nm;‘elé If agoﬂg person can Blall‘lt'l c%:lu asa dsp%andem L-lfe:d of 'l"lolmhold. Generally, YO‘:X oan claim he;d claimed on the others. See Pub, £05 for detalls,
on his or her tax retum, you can't clalm exemption ousehold fillng status on your tax return on|
from withholding If ur¥otal Income exceeds $1,050 you are unmarried and pay myora than 60% of tze Nonresident aflen. If you are a nonresident allen, see

m
and Includes more $350 of uneamed Income (for costs of keesllng up a home for yourself and

Notics 1382, Supplemental Form W-4 Instructions for

b, e and G BET el s dos Roroscend A, ks oot i o,
mmgmmgfm% g%,aeb':mt:,g%g',a Filing lnft;nns:tlon, for information. ) mm, use Pub, 505 to see how the amount you are
a dependent, if the employes: Tax cradits, You can take projected tax cradits Into ot ] ;"ms;':"g’u%"? es;oeoylg?r ?{:Jﬁgm%sm
* |3 age 65 or older, m‘gﬁﬁgﬂﬁmﬁi m%p%%a;%ependem exceed $130,000 (Slngfa) ar $180,000 (Married).
s Is blind, or care expensas and the child tax credit may be claimed Future developments. Information about any future
* Wl olsim acjustments to Income; tax areclfs; or So0 b, 508 Jor inonsanoes Worieheet boiow, Iogaiaton Snaciaane torm -t auchas
Rtemized deductions, an his or her fax return, credits into withholding allowances, at www.irs.gov/w4,
Personal Allowances Worksheet (Keep for your records.)

A Enter *1” for yourself if no one else can clalm you as a dependent . °© 0 o o o 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 } 5 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-* 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.) . 5 0 0 00 o0 oo o6 o c

D  Enter number of dependents {other than your spouse or yourself) you will claim on your tax retum . 4 B 0 w0 D
E  Enter *1” if you will file as head of housshold 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

G Child Tax Credit (including additional chi
* If your total income will be less than $7
have two to four eligible children or less

* If your total income will be between $70,000
H  Addfines A through G and enter total here. (N

and Dependent Care Expenses,

Id tax credit). See Pub. 872, Child Tax Credit, for more info
0,000 ($100,000 if married), enter “2”
“2” if you have five or more eligible children,
and $84,000 ($100,000 and $118,000 if married), enter “1” for each eligible child. G
jote: This may be different from the number of exemptions you c}

for detalls,)
rmation,
for each eliglble child; then less “1* if you

|

aim on your tax retum.) » H

@ If you plan to temize or claim adjustments to income and want to reduce your withholding, see the Deductions
Foraccuracy, | and Adjustments Worksheet on page 2, :

complete all ® if you are single and have more than one Job or are married and you and your Spause both work and the combined
workshests eamings from all jobs exceed $50,000 ($20,000 if married), see the Two-Eamers/Muitiple Jobs Worksheet on page 2
that apply. to avolid having too little tax withheid.

® if neither of the above situations applies, stop here and enter the number from line H on iine 5 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. 1545-0074
‘orm
TeRsury » Whether you are entitied to clalm a certain number of allowances or exemption from withholding Is
E’g;ﬁ“ﬁ?v;'ﬂgmm subject to review by the IRS. Your employer may be required to send a copy of this form to the IRS. 2 @ 1 7
1 Your first name and middle Initial Last name

Suldohe AlLme M bidi in

Your soclal security number

bed-9t ~ 9381/

(69

Home address (number and street or rural route)

! RuSh AvVe

3 B single [J Marmiea L] Married, but withhold at higher Single rate.
Note: If manied, but legally separated, or spouse is a nonresident alien, chack the "Single” box.

%yltnwr‘\ ‘ﬁ,:d\zmcoqfh{v‘ 55‘ 0(

4 I your last name differs from that shown on your social security card,
check hers. You must call 1-800-772-1218 for a replacement card, b |||

5 Total number of allowances you are claiming (from line H above or from the applicable workshest on page 2) 5 C.
6 Additional amount, if any, you want withheld from each paycheck 0.0 w018 o I0s Gioe B B ER 6 [$
7 | claim exemption from withholding for 2017, and | certify that | meet both of the following conditlons for exemption. ‘
® Last year | had a right to a refund of al federal income tax withheld because | had no tax Hability, 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 . L. CN e R 7
Under penalties of perjury, I declare that | have examined this certificate and, to the best of my knowledge and belief, it is true, correct, and complete.
Employee’s signature

(This form Is not valld unless you signit) » S {4 | d A hop

Date»” /20 /(2-‘31‘7~

Employer's name and address (Employer: Compiete lines 8 and 10 only if sendlng to the IRS.) 9 Office code (optional)

10 Employer identitication number (EIN)

For Privacy Act and Paperwork Reduction Act Notice, see page 2.

Cat. No. 10220Q

Form W-4 (2017)



~ Employment Eligibility Verification USCIS
Department of Homeland Security Form 1-9

U.S. Citizenship and Immigration Services %,"ﬁ,i%é;‘fn%‘}?

B>START HERE: Read Instructions carefully before comp

leting this form. The Instructions must be avallable, oither In Paper or elsctronically,
during completion of this form. Employers are llabls for errors In the completion of this form.

ANTI-DISCRIMINATION NOTICE: it is liegal to discriminate against work-authorized individuais, Employers CANNOT specify which
document(s) an employee may present to establish employment authorization and identity. The refusal to hire or continue to empioy
an individual because the documentation i i :

Béatlon 1. Employes Infarmatlan an

Q station (Emplopees sl campiete and sign Seafion 1 af Form 197G latst
than the first day of employmeht, but not before aoaepling afob offér) i
Last Name (/ ﬂ!N \e) First Nam 82‘/1; Name) Middle initial Other Last Names Used (7 any)
MLhidon <uldans e |
Address (Streef Number and Name) Apt. Number

Py
City oL, _ State  [ZIP Code
[OR] 1 RuSh Ave { »SF Wl MU BS(og
Date of, Birth (mim dAyyy) _ |U.S. Social Security Number Employee's E-mail Address Employee's Telephone Number
[ j?.! 1961 [ETeT7 -T2 - EAGRTA L Sk §aq1 5156 e €l -H€35¢a¢

I am aware that federal Jaw 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):
[ 1. A citizen of the United States

[ 2. Anoncitizen national of the United States (See instructions)

IES. A lawful permanent resident  (Afien Registration Number/USCIS Number): 212~ 4~ 26

Tj4. An alien authorized to work  until (expiration date, if applicable, mmiddiyyyy): ( E ) ! 26
Some allens may write "N/A" In the explration date field. (See instructions)

Alfens authorized to work must provide only one of the following document numbers to compiete Form 1-9: mﬁ';,",,s,‘,’,:;,?;‘;‘;"g;m
An Allen Registration Number/USCIS Number OR Form -84 Admission Number OR Forelgn Passport Number.

1. Alien Registration Number/USCIS Number;
OR

2. Form |-94 Admission Number:
OR

3. Forelgn Passport Number:
Country of Issuance;

Signature of Employee

Today's Date (mm/ddiyyy) Y, / /-7_/,,2? ) F~ '
[Breparer andlor Tranalator Bertfioation {¢hedk one): i '

[] 10 it vk & prepaet o tranaistor.  [] A prepareits) anctor transtator(s) essistdd the emplayes in agmpiding Section 1.
|(Plelds below must tie aamplsteq anq sigried when preparers Bfltar Iransletors wssist an emplayae in aqmplsting Seciion 1)

| attest, under penaity 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.

Signature of Preparer or Transiator

Today's Date (mm/dd/yyyy)

&l o3
Last Name (Family Name \ ot First Name (Given Name
Sekighe Mulidin Almed | Sallene™

Address (Street Number and Name)

109! BuSh pve Cng}:v:m =l w”z"}g%\f’é

@ Employer Completes Next Page @

FormI-9 11/14/2016 N



USCIS
. Form 19
OMB No. 1615-0047

ldanﬂ!:_nﬂ Emp Authorization
l"_wma Q—e.s\ !e{\'\ Document Title
wm"‘"‘_(fa' G- Document Number Document Number
%mﬂfﬂjl:ﬂg\(lf :%m Expiration Date (i any)(mm/id/yyyy) Expiration Date (¥ any)mmdidlyyyy)
Document Title
| Issuing Authority Additional Information &anmm'
Document Number
Expiration Date (i any)(mm/dd/yyyy)
Dmm Title
Issuing Autharity
Document Number
Expiration Date (i any) (mm/didsyyy)

empioyee Is authorized to work In the United States.

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

(2)thoahovo-nstaddocmnsnt(s)appnrbbogmulmandtomlahtomoemployunamed,and(a)tpthnbmdmy lmmhdpﬂn

Today's Datefmmvtidiyyy)

ployer or rized Representative

mploya'l first day of employment {mnvdd/yyyy): ou-1- 2 O Z {See Instructions for mmﬁtlonl)
s]g varap .

= J Lo~ OH-17-2517 ero e
of Empigyer or Authorized Representative or Representzlive | Employer's Business or Organization Name
R L mw\ EMPLOYER SOLUTIONS STAFFING GROUP LLC
Employer's Business or o‘?am:mm.m (Street Number and Name) | City or T: State - |Z|p Code
7480 FLYING CLOUD DRIVE  SUITE 200 MINNEAPOLIS MN 55344
B ’ ,v,.‘.v,:;,. Tun .“‘ .u ] TR T ,.A: :"e-',e“' LA ; .,_/3‘1 % a : , .-.‘.-,;- A T “ oh ,
Last Name (Family Name) Firat Name (Given Name) Middle Intiel | Date (mmvticyyyy)

T e

Expiration Date (7 any) (mmitidyyyy)

1 attest, under penalty of perjury, that to the best of my mm,mlsemployaollaumorlzedbmlnmo United States, and if
the empioyee presented document(s), the document(s) | have examined appear to be genuine and to relate to the individual,

Signature of Employer or Authorized Representative

Today's Date (mm/ddAyyyy)

Name of Employer or Authorized Representative

Form I-9 11/14/2016 N
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EMERGENCY CONTACT INFORMATION

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

Employee Name: Q{A‘!d Ahn M U L\ "Cl I‘M

Address:%4\/ﬁ g"' Patuf Mh ££0a¢
6l2481 249

Home Phone: ‘ )

o EMERGENCY CONTACTS AR
Please list two peanle (In priority order) wha could be vontagted in oase of an emargency
Contact #1 Home Phone:

Name: 'ﬁ/bw\’\ Ql B’\!OC!M (Q Cell Phone: é ,75'7“ ,H?— ['/7'7
Relationship: FH 4 CL

Work Phone:

Contact #2 | : Home Phone:
Name: ﬁll’\'!/"\ Qi— ANy Cell Phone: ,6 L =y ggﬂ g- I'IL (

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.

SEERONIE S BANSIE INEORNIN FTO~
SSNi# (1ast 4 digits) ?3 g 7'( Effsctive Date

Ni : NS
ST Sldone  nuhiden
Natz:DlmrDepasuacmumsmaytakeuptﬂdaystobaacuvatzd

SEGETT NS DN RO M G
| | Paper Check (Please complete Section 5 below)

>q Direct Deposit (Please complete Sections 3 and 5 below)
[ ] Payroll Debit Card (Please complete Sections 4 and 5 below)
aECTHON 3 IDITNEET BIEMDINBE

8 [ Update Bank Account

Bank Name:

I understand and acknowledge that if T 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.

Routing#
Account#
Account Type: [ Checking [ Savings [JOther

o Tohelpusavoidmaldnganm,pleaseatmchacopyofavoidedcheck.(adepusitalipwillnotwork)
- Ifyouchangebanks,dnnotcloseyonrnldbmkaccountnnﬁlyum'dimctdepoaithasstartedatﬁenewbank,whichmaymkﬂpaypminds.-

SECGEHONT PANROUT DEBTT GARD (GO G ASH GAREY)

Initial Date

Except for the routing and account number, ESSG does not have access to any information regarding your Payroll Dehit Card account or
transactions. On your first payday, you will receive your new Payroll Debit Card, and a packet containing all of the terms and conditions, 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 (a8 you want your Payroll Debit Card to be issued)

First Name MI Last Name Date of Birth
Street Address (POBOX NOT ACCEPTABLE) Social Security#
Cty State Zip Cell Phono (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

Employee’s Signature: Sy \d(‘h 0 Date: &f (Lo { 2a[7-

T authorize ESSG to directly deposit my periodic wages/compensation payments, net of required tax withholdings, other required withholdings
or authorized deductions, into my account(s) as designated above and to initiate, if necessary, debit entries and adjustmentsfor any credit entries
made in error to my account(s). * E-mail is required for pay stub information.

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

Employee's Signature: %M(dc\r\o Date: M / 20 / e~




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 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 purposes related to your employment. BGC
and/or Orange Tree Employment Screening may Investigate your education, work history, professional
licenses and credentials, references, address history, social security number validity, right to work, crimi-
nal record, lawsuits, driving record, credit history, and any other information with public or private infor-
mation sources. You acknowledge that a fax, image, or copy of this authorization is as valid as the origi-
nal. You make this authorization to be valid for as long as you are an employee of ESSG,

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

Personal Information: Please ixri the informatign requested below to ider};h:y oyil\uself for BGC.
QAN

t
Printed name; 8 uiognNo ™ MV\\'\
First Middie (O Last
none)

Other names used:
Current county of residence:

Current and former addresses:

VN 20/5 current UP o Now lhcu,Ru\QL\ Ave 2 Wl mAs &5 YA

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 requ.ire the following information when
checking for records. BGC will not fse it for any other purposes,

12111983 £69-92~73 8Y

Date of birth Social security number

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: [J.

S el ia,, Y/ F 2017

Signature Date




employer solutions staff Ing group.

Leveraging Resources in a Changing Market

STATEMENT OF CONFIDENTIALITY

This agreement made this day of TL\VVSO‘&.'Q , 2017}, between
Emplgyer Solutions Staffing Group LLC, hereinafter referred to as “employer”,
and Suidans 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.

In view of the difficulty of determining the amount of damages which may
result to the employer from a violation of any of the provisions hereof, the
employee agrees to pay to the employer the sum of $10,000 as liquidated
damages for every such violation; provided, however, that the payment of such
amount as liquidated damages shall not be construed as a release. or waiver by
the employer of the right to prevent any such violation in equity or otherwise.

taffing Group LLC\Representative




)

- employer solutions staff Ing 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, etc.), 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 su cheque de pago fue robado, primero debe denunciar e} 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 emitira un nuevo cheque y no hay cuota se deducira.

AGREED/SE ACUERDA—
Name/Nombre (con letra de molde): S ldcm o  Muhi A N

Signature/Firma: g gu[obho U (20]2e1



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 répresentative advised of your
status.

| have read my responsibilities and agree to abide by these guidelines.

Signed: _Qul dono
Printed Name: _Suldlb e Muhicen




rom B850 Pre-Screening Notice and Certification Request for

(Rev. March 2016) the Work Opportunity Credit OMB No. 1545-1600

lcma"“' Mmflmss;wu lcea L P Information about Form 8850 and its separate Instructions is at www.irs.gov/form8850,

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

Yourname Suldong muhtde M

Street address where you live (CPF\\ Busi« Wﬁ

City or town, state, and ZIP code g‘l‘sﬂu\ W\ﬂ/‘QQ (oé

County R&J"’\%“‘ C oyt Telephone number
J L4

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

1 [ Check here if you received a conditional certification from the state workforce agency (SWA) or a particlpating local agency

for the work opportunity credit,

2 [ Check here if any of the following statements apply to you.

® lam a member of a family that has received asslistance from Temporary Assistance for Needy Families (TANF) for any 9

months during the past 18 months.

Social security number > && G~ A2~F3 84

* | am a veteran and a member of a family that received Supplemental Nutrition Asslstance Program (SNAP) benefits (food -

stamps) for at least a 3-month period during the past 15 months,

* | was referred here by a rehabilitation agency approved by the stats, an employment network under the Tickst to Work

program, or the Department of Veterans Affairs.
* | am at least age 18 but not age 40 or older and | am a member of a family that:

a. Received SNAP benefits (food stamps) for the past 6 months; or

b. Received SNAP benefits {food stamps) for at least 3 of the past & months, but is no longer eiigible to receive them.
* 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 dumig the

past year,

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

year.

4 [ Check here if you are a veteran entitied to compensation for a service-connected disability and you were discharged or

released from active duty in the U.S. Armed Forces during the past year.

5 [ Check here if you are a veteran entitled to compensation for a service-connected disabllity and you were unemployed for a

period or periods totaling at least 6 months during the past year,

6 [ check here if you are a member of a family that:
* 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 beglnning

after August 5, 1997, ended during the past 2 years; or

© Stopped belng 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 perlod 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 _Suldun o

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,

comrect, and complete,

Job applicant's signature » Su idq ne Date 4 /222127

For Privacy Act and Paperwork Reduction Act Notice, see page 2, Cat. No. 228511 Form 8850 (Rev. 3-2016)



- 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: Ci%lsmte: . Zip:
Suldano Mubiidin |(of) Busy  Mice 1 &Rl mu| 551
SS#: Date of Birth: Age: Have you worked for If yes, location:
Gf‘f qz- 738 t( ;Y 'q gq - | this company before? ’
L | [ves DINo
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
at any time since Augnst 5, 1997? (If yes, please provide information below.)
Name of the person receiving benefits; Relationship to yon:
City: County: State:
2. Have you or has anyone living with you received Food Stamps (SNAP) at any time during the past 15 months? D I:I
(If yes, please provide information below.)
Name of the person receiving benefits; Relationship to yon;
City: County: State: _
3, Have you received Supplemental Security Income (SSID) at any time within the past 3 months? D I:I

Please note, this is not the same as Social Security benefits (SS) or Social Security Disability (SSDI) benefits,
*Ifyou checked yes please provide a copy of your SS1 documentation,

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

Vocational Rehabilitation Agency [ | Dept. of Veterans Affirs [] Employment Network (Ticket to Work Program)
Name of Agency: Phone #:
City: County: State: : :

*f you checked yes please provide a capy of your active Individual Work Plan and Ticket to Work documentation, !

S. Are you a Veteran of the U.S. Military? *If yes, please Pprovide a copy of your DD-214 and letter of separation,
(If yes, please provids information below, If no, please continue to question #6.)

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

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

O
O

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

O O O;
(8] 0 [ e T

7. Have you been convicted of a felony or released from prison for a felony conviction in the past 12 months?
Conviction Date; / / Release Date; / /
Was this & [ Federal or [ ] State conviction? If State - County: State;

Additional Tax Credity
IEC (Native American): Are you or your spouse a member of a Native American Tribe? D D
*If you checked yes please Provide a copy of your CDIB card.
CA Residents: D Are you the child of foster parents? D Do you receive CalWorks? D Workforce Investment Act?
Are you a migrant or seasonal farm worker? D Have you ever been convicted ofa misdemeanor?
SC Residents: D Do you receive Family Independence Benefits?

Consultants, Inc. dba Retrotax), or the Department of Labor.

New Employee Signature: QU\ \ 0\0.4 ho V\,\\A \I\\‘ d\\ N Date: L// 0 / 2—0/ ‘7‘




Specinlistyin Tan Crodit Adinistration
I

Qualified Long-Term Unemployment Recipient

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

Client: Company:

Employer Solutions Group

Location: Employee Name:s»h ‘ dw ’ SS#: &)';ﬂ - Q"'L 33 SH
EMPLOYEE:

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

| I'have been unemployed at any time during the last 12 months.

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

[0 Ireceived unemployment compensation during my unemployment.

If applicable, dates yon receivad compensation - From; ; To:
From: - ¢ / To: / /
From: / / To: / /

Please read, sign, and date:

Under penalties of perjury, I declare that this information is true and correct 1o the best of my knowledge.

Employee Signature: gu da 1/) G Date: ¢} /20 /,2\0 ,.}

RetroTax®
3730 Washington Blvd.
Indianapolis, IN 46205

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

WWwWw.retrotax-aci.com



employer solutions staff INg group.

Leveraging Resources in a Changing Market

Notification of Minnesota Law Re uirement —

Unemgloyment Acknowledgement

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.

guldan Y, (20 [20(3

Employee Signature: Date:

Employee (please print your name here)

CMG_SM - Rev. 09.2013



“

Acknowledgement of Receipt Antiharassment Policy

subjected to any type of discrimination, including discrimination because of race §ex, age, religion
color, national origin, disability, marital, sexual orientation or veteran status, or if | am Subjected to any
type of harassment Including sexual harassment, | will Immediately contact my supervisor, manager,
director or ESSG’s Human Resource Department at 952.835.1288/1.866.496.7573 In order to obtain
assistance in the resolution of such matters.

Employee Name (Please Print)

Ruldans  muhidin

Employee’s Signature:

So(dane pate:_ 4/ 20f/2.o( A




L‘ ACKNOWLEDGMENT
acknowledge that | have been given the opportunity to ask questions and express concerns
during my orientation, Additionally, | understand and Support the following:

1. This handbook js intended as a guide and not an employment agreement that
creates a contractual relationship, and that the employment relationship may be
terminated at the will of either party at any time.

2. The changing needs of the business will require alteration in method, practices and
policies, and the company will unilaterally revise, as necessary, to meet these
changing needs.

3. lagreeto notify my ESSG Consultant immediately of any change in my personal
data such as phone number, address, emergency notfification, efc.

4. lam responsible for the information provided herein and will, upon my Separation,
return this handbook to my ESSG Consultant.

Date: L‘[/Zﬁ/?,@/jf
Associate's Signature: ©\ ¢4 / /o hp

Associate's Printed Name:

Orientation provided by:

24



RECEIFT OF EMPLOYEE HANDBODK AND EMPLOYMENT. -AT-WILL STATEMENT

I also acknowledge that my employment with ESSG is not for a specified period of time and can be
terminated at any time for any reason, with or without cause or notice, by me or by the company. |
acknowledge that no oral or written statements or representations regarding my employment can alter
the foregoing. | also acknowledge that no manager or employee has the authority to enter Into an
employment agreement, express or implied, providing for employment other than at-will,

lalso acknowledge that, except for the policy of at-will employment, ESSG reserves the right to
revise, delete and add to the provisions of this Employee Handbook. Ali such revisions,
deletions or additions must be in writing and must be signed by the CEO of the company. No

without cause or notice, at any time. No implied contract concerning any employment-related
decision, term of employment or condition of employment can be established by any other
statement, conduct, policy or practice.

| understand the foregoing agreement concerning my at-will em ployment status and the
ompany’s right to determine and modify the terms and conditions of employment is the sole
and entire agreement between me and ESSG concerning the duration of my employment, the

agreement supersedes ail prior agreements, understandings and representations concerning
my employment with the company.

If | have questions regarding the content or interpretation of this Handbook, | will bring them to the
attention of ESSG.

DATE ¢4 /20( 20/ 7
EMPLOYEE
NAME
PLEASE PRINT

EMPLOYEE
SIGNATURE Séﬂ(o(q na

ESSG \
REPRESENTATIVE__ )

Q

23



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. | have read the entire contents of this policy and | am aware and fully

understand: (a) the policy and its contents; (b) what conduct the policy prohibits and the
consequences of such conduct; (c) my rights under the policy and the consequences if |
~ exercise certain rights; and (d) that certain events as described in the policy may resuit

)

Lo
Individual’'s Name

tt [12/ 2017

Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



employer solutions staffing group. %

Hgh
Leveraging Reccurces in a Changing IMhrier ;wp_

R 20/aml s Vi fou | +he stk v, @

Enhanced MEC Plan_Plan 1 T Benefit lan Adminlstrators, fnc.

I Rehire Rehire Date

Benefits Enroliment Form
Employes|lnforimation

Name (First and Lasf)

Suldane  Muhigin |
Address City State 2ip Cods
1041 Byty Ave .02\ | M | 5510

Gender LI Male | Marital Status X Single | Dats of Birth

S Female | [ Married [] Divorced ” "/ (Ll /{q 6.? D:;‘ 3'—';/10,?

Phone Numbher: Emall Address:

L] New Empio

Soclal Security Number

FIease Select Desired Coverage:

Employee Only - E Employee+Spouse - Employee+ChiId(ren) - l: Family -
$24.00/Week ' $38.00/Week $36.00/Week '$63.00/Week

Soclal Security # Birth Date | Sex Relationship
1 Male [ Spouse 0 Chid
L Last Name [J Female Domestic Partner
Social Security # Birth Date | Sex Relationship
O Male I Spouse O Child
M., Last Name [J Female [0 Domestic Partner
Soclal Security # Bifth Date | Sex Relaﬁonahip
[0 chid
= SPES : Domestic Partner

Othzr coverage information including Medicarc/l’\ﬂedicai‘d

NAME OF PERSON COVERED (FIRST, LAST):

EFF. DATE
EFF, DATE
EFF. DATE

Employes Acimowledgement and Authorization - | hereby apply for the group benefit{s) as indlcatad, | acknowiadge that all entries are
any misstatements or fajlure o report information may be used as the basls for cancsiiation of coverage for me and my dependent(s),
effective date, Further, | authorize my employer to make the necessary payroll deduction of premiums for coverages | have elected,

IF ENROLLING - YOU MUST SIGN HERE

Employee Signature

EMPLOYEES DECLINING

I understand that | and/or my depe
must meet the requirements defi d In

true and compiete and that
if any, from the originai

= A Date

am DECLINING coverage

any, walve any coverage and desire to participate in the plan at a later dats. lfwe may be considered a late enrolleg and
ertificate of Coverage for the company’s medical or dental Plans. if | decline enroliment for myself or my dependents
{inciuding my spouse) hecau other coverage, | may, in future be able to enroll myseif or my depend In this plan, provided | request enroliment within 31

days after the other covaragednds. In addition, if a new dependent relationship forms as a result of marriage, birth, adoption, placement for adoption of parting suit
of adoption, | may be able enroll myself or my dependent, provided | request enroliment within 31 days of the event.

IF DECLINING- YOU MUST SIGN HERE
Employee Signature g L(C{C(r) ) Date L/ / <10 / 22 ?

Employer Solutions Staffing Group Health Benefits Team
7301 Ohms Lane Suite 405
Edina, MN 55439
Phone: 952-767-9519 Fax: 952-767-9515
Email; Health@employersolutionsgroup.com




vizcu inaemnity Medical Benefits Plan 2

VS| 219301-ESG-1 OFFICE USE ONLY LOCATION Rehire Date __ S —
ENROLLMENT FORM ESC CU(UNAC-MN) P1 v18.2
NT USING BLACK or BLUE INK (Must Be Filled Out)

BT Luldane Mukidin "€ & T 3 g4Home Phone Sex ][]
100 BuSh _ave , Gzl

City 54 @u( Esme Mn- :fZip S5 leg fDﬂ.t‘?ﬂB/irf?mq

Medicare Health insurance Claim Number (HICN)

D Yes D No. If Yes, please continue,
Medicare Effective Date

|

[o2

Name of Covered Person (s):
1.

C. LIMITED BENEFITS PLAN SELEGTION
You MUST select a coverage level before any benefits in Secti

an, and Short-Term Disab
mpanion Life Insurance Company.

identical. The Fixe Term Life Pl

d Indemnity Medical Plan, Dental Plan,

Insurance Company. The Vision plan is underwritten by Co
SELECT COVERAGE LEVEL ' m;;gmnym DENTAL
Employes Only [ ] s2025 {{)  se17 o)
Employee +1 [ ] 41,10 $12.34
Employee + Family D $54.88 $20.36
__NotoALL Benefis [N | L Ives [ INo [ Ives [Ino

VISION TERM LIFE
$2.42 @ $0.60 o)
$4.92 $0.90
$6.56 $1.80
DYes D No DYes D No DYes D No_-_

' This coverage is not available‘t’%ﬂ-ésidents of NH, Hl, or PR_.-2 STDis nota

vailable to persons who work in CA, HI, NJ, NY, or RI.

For Term Life / Accidept4] Death & Dismemberment,
Dismemberment is p4rt of the Term Life Benefit,

Name

please write in your beneficiary information. Accidental Death &

' Relationship

D. REQUIRED DEPENDENT INFORMATION
Name i Social Security # | Date of Birth

Sex g Relationship

B L /7 i @ (0 Spouse [ | Child ] Domestic Partner

Name Social Security # Date of Birth | Sex Relationship
- /7 @ i Spouse[_| Child ] Domestiq_Partner

Name Social Security # | Date of Birth | Sex Relationship
e S B S [mMI[F] [ 1Spouse [ child[] Domestic Partner

Name Social Security # | Date of Birth | Sex ‘ Relationship

/7 [MI[F]

] Spouse ] ChildQ“QQmEit_ig Partner

i

Y Vo i i A B,

EVEN IF YOU DECLINE COVERAGE

I have read the benefit packet and understan
-2 limited time and | understand that making

d its limitations. | understand tha
no ber_\_eﬁt selection is a declinati

t open enroliment is only available for
on of coverage.

oae 4 Zojzera

. Dsenaure Seyldans

This Is an Essential StaffCARE Enrollment Form.



