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< employer solutions staff ing group. T s
o Leveraging Resources in a Changing Market Tel: 952,835.1288

www.esgstaffingsolutions.com

New Hire Application

Personal Data-- PLEASE PRINT LEGIBLY IN INK

. N
Last Name j\l{ \re First Name M{Qﬂ#@ Middle Initial

Street Address L"’fb row AptiSte

27 A :
Cityistaterzip__ S, | /Ll M, SSIDY soei Security Last Four XXX-XX-
Phone Number £ S’ 3 7 3‘7‘15 Email Address @

Staffing Agency/Recruitment Partner

r\.

I

All offers of employment are conditional upon satisfacto roof of identi d legal abllity to work in the U.S.A.

Are you legally authorized to work in the United States of America? [JYES JINo

| 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 clients, government regulations or by ESSG policies. .

| release ESSG and other persons or entities from any claims that might be based on ESSG's decislon to conduct a background check.
I 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 omlssion or misrepresentation will resuit in my disqualification from
conslderation for employment or, if discovered after 1 begin employment, will resuit in my termination.

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

_’\él@&uﬁl@ A/t R
me (Print or type)

{ 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. 0512015



Form W+4 (2017)

The exceptions don't a;
greater than $1,000,000,

Purpose, Complate Form W-4 sp that your

Basic instructions, If you aren’t exempt,

ocom|
the Personal Allowances Worksheet below. The

employer can withhold the corract federal income worisheets on page 2 further adjust your
tax from your pay. Consider complaunlg & new Form withholding allowances based on ftsmized
W-4 each mrand when your personal or financial deductions, certain credits, adjustments to
situation changes. or two-samera/multiple Jobs ons,

Exemption from withholding. if l}c:u are exempt,

fo:mptl:t;"only llmasY 1,2, 8, 4, and 7 and sign the
m ‘our exem

Fegru 18, 2(_}18. 8es Pub. ggﬁ, Tax Withholding

ani ax,

Note: if another person can claim you as a dependent

on his or her tax retum, you can® claim exemption of household filing status on your tex retum ondl\‘yeif

from withholding if i‘g’al:: income exceeds $1,050 you are unmarried and pay more than 509 of

and includes more $850 of uneamad Income {for costs of kesping up a home foryourself and émur

example, interest and dividends). ga egg:ng:;nr :égar quallf)c"lggd lrlt)del'\;ldcugla. s%
Exoaptions. An employes may be able to glaim ua. 801, ons, Stan uction, an

me&?ln from withhglging evgg if the employee is Filing Information, f"r:?{"f""“‘ﬂ“"'

a dependent, if the employee; Tax m m: can tal:ﬁ pm]egtad rtr?: org;:llts Into

acco ur allowable number
Is age 85 or older, withholding allowsinoes, Crocta fo ala by Hependent
® is blind, or care b

> Will claim adjustments to Income; tax credits; or
itemized deductions, on his or her tax retum,

on for 2017 expires

Complete all workshests that apply. Howevalgr you

may clalm fawer (or zero) allowances, For

wages, withholding must be based aon allowances
you claimed and may not be a fiat amount or 2
Percentage of wages.

ply to supplemental wages

Head of household. Generally, you can clalm head

Income,

Nonwage income., If cnu
nonwage Income, such as Interest or dividends,
consider making estimated tax dragmsnta using Form
1040-ES, Estimated Tax for Indlviduals, Otherwisa,
yuuma){oweaddlﬁunalm l%ouhavapensi
annuity income, see Pub. 605 fo find out if
adjust your withholding on Form W-4 or W4,

u have a large amount of

on or
y%u shouid

‘Two earners or multiple jobs, If you have a

W-4,

working spouse or more
total num|
on all jobs using workshests from only one Form

‘our

one job, figure the
er of allowancss you are enﬁt?ad to claim
olding usually will be most accurate

when all aliowances are claimed on the Form W4

havin

use
withheld comgaraa to your
for 20%7. See Pub, 505, espacyo

exceed $130,000 (Single) or $180,000 (Married).

Future developments. Information about any future
devalopments gffecﬂng Form W-4 (such as &

for the highest ng job and zero allowances are
l:lalmed'gnthsm| 2)

ers. Ses Pub, 505 for detalls,

Nonresident allen. If you are a nonresident allen, see
Notice 1382, Supplemental Form W-4 Instructions for
Nonresident Allens, befors completing this form.

Cheok your withholding. After your Form W-4 takes

Pub. 506 to ses how the amount you are
rojectad total tax
ly if your earnings

Personal Allowances Worksheet (Keep for your records,)

A Enter *1” for yourself if no one else can claim you as a dependent .
* You're single and have only one job; or
® You're married, have only one

B  Enter*1”if {

than one job, (Entering “-0-" may help you avoid having too little tax withheld.)

mmg

(Note: Do not include child Support payments. See Pub. 503, Child and Dependent Care Expenses
al child tax credt). See Pub, 972,
® if your total income will be less than $70,000 ($100,000 if married), enter “2" fo

married

Iob, and your spouse doesn't work; or

® Your wages from a second Job or your spouse’s wages (or the total of both) are $1 ,800 or [ess,
C Enter*{"for your spouse. But, you may choose to enter “-0-" if you are

Enter number of dependents (other than your spouse or yourseif) you will claim on your tax return .
Enter “1” if you will file as head of ho

have two to four eligible children or less “2” i you have five or more eligible chiidren.

® If your total income will be betwesn $70,000 and $84,000 ($100,000 and $119,000 if m
H  Addlines Athrough G and enter total here, {Note: This may be different from the number of

clalm adjustments to income and want
and Adjustments Worksheet on page 2,

For accuracy,

complete all ® if you are single
worksheets

that apply. to avol

® if you pian to itemize or

‘l;g';,skwg;‘ egrzsi’u/tv?g after we release It) will be posted
] o
and have either a working spouse or more
0 D
BE E
expenses for which you plan to claim a credit 0 F
, for details.)
Child Tax Credit, for more Information.
r each ellgible child; then less “1” i you
eried), enter “1° for each eligible child. G

and have more than one Job or are married and you and your spouse hoth work and the combined

eamlni;s from all jobs excesd $50,000 ($20,000 i married), see the Two-|
d having too little tax withheld,

® if neither of the above situations applies,

Eamers/Multiple Johs Worksheet on page 2
stop here and enter the number from line H on line 5 of Form W-4 beiow.

Form w-4

Saparate here and give Form W-4 to your employer,

Keep the top part for your recards.

Employee’s Withholding Allowance Certificate

» Whether you are entitied to claim a certain

OMB No. 16456-0074

Department ofthe number of allowances or axemption from withholding Is 2 @ 1 7
Internal Revenue Servics Ssubject to review by the IRS. Your employer may be required to send a copy of this form to the IRS.
1 Yout first name-and middie Initial Last Jame o 2 Your social security number
Ao ar?T—m L. Cira

Home address jnumber and street or

route)

or =

Y2S-17-2/97
a [ snngma.ﬂed L1 Married, bust withhold at higher Single rate

Note: If manied, but legally separated, Or spouse {8 a nonresident allen, check the “Single® box.

§  Total number of alfbwances you are claiming (from line ¥ above or from the applicable workshest on page 2)

6 Additional amount, if any, you want withheid from each paycheck
7 lclaim exemption from withholding for 2017, and | certify that | meet both of t

If you meet both conditions, write “Exempt” here .

Under penalties of perjury, | declare that | have examin is gg
P !
(Th

Employee’s signature
Is form Is not valid unless yousign it) »

5

4 Ifyour last name differs from that shown on your soctal security card,
chack here. You must call 1-800-772-1213 for a replacement card. b |

6%

v

he following conditions for exemption

7]

gne; to the best of my knowiedge and bsllef, it |s true, correct, and complete.

ser £/ 7/[7

8  Employers name and address (Emy( CompfBte lings s

: and 10 only if sending to the IRS.)

9 Office code (optional)

10 Employer Mentificafion’number (EIN)

For Privacy Act and Paperwork R,‘ucﬁon

Act Notice, see page 2.

Cat. No. 10220Q

Form W-4 (2017



Employment Eligibility Verification USCIS

Department of Homeland Security OME ;:nllsf;-goo .
U.S. Citizenship and Immigration Services Expires 08/31/2019

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

ANTI-DISCRIMINATION NOTICE: It Is fllegal to discriminate agalinst work-authorized individuals. Employers CANNOT specify which

document(s) an employee may present to establish employment authorization and identity. The refusal to hire or continue to employ

an Individual because the documentation presented has a future expiration date may also constitute llegal discrimination.
: - :

Seotlon 1. Emp oyee Informa Gﬂiﬂ Attests
than the firet day of employment, but nat hefre quospting 8 job affer ) S ;
Last Name (Family Name) ' First Name (Given Nams) Middle initial Other Last amw (iFany)

N (4] L ' 7
Address (Street Number and Name) Apt. Number | Cityor T State ZIP Code
SE ol MA

X Ssl oY

Date of Birth (mmsddsyyyy) |u.s, Social Security Number Empioyee's E-mail Address Employee’s Telephone Number

0l/03/14%) i NI -§lHHl /) A 51347 8435

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

| attest: under penality of perjury, that i am (check one of the following boxss):
- A ciizen of the United States

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

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

D 4. An alien authorized to work until (expiration date, if applicable, mm/dd/yyyy):
Some allens may write "N/A” in the explration date field. (See Instructions)

Allens authorized to work must provide only one of the following document numbers to complete Form 1-9; D,ﬁ':,“,,;:‘;;::,‘;’,;”g;m
An Alien Registration Number/USCIS Number OR Form 1-94 Admission Number OR Foreign Passport Number,

1. Alien Registration Number/USCIS Number:
OR
2. Form 1-84 Admission Number:

OR
3. Forelgn Passport Number:

" Country of issuance:

Signature of Employee

Today's Datg (mi /)
8L/ ST H17

| attest, under penalty of perjury,
knowiledge the information js true and correct.

Signature of Preparer or Transiator Today's Date (mm/Add/yyyy)
Last Name (Family Name) First Name (Given Name)
Address (Street Number and Name) City or Town State ZIP Code

@ Employer Completes Next Page @

Form I-9 11/14/2016 N
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| _‘¥:1r‘.- ., R .{‘,-._;:.:1'. = 1—7 ey : TR X
card is the official verification of your Social Security number.. -

 Piease sign it right away. Keep it in a safe place. &
| Improper use of this card or number by anyone is punishable by fine; ©

| imprisonment or both.

| This card belongs to the Soclalsecurity Administration and you musi:.j'
! return it if we ask for it. ' Foang
L If you find a card that isn’t yours, please return it to: Lo AT

Sacial Security Administration B adi
} . PO.Box 17087, Baltimore, MD 21235 L 8
| For any other Social Security business/information, contact your .
| local Social Security office. If you write to the.above address for any

| business other than teturning a found card, it will take longer for us
| 10 answer your letter.

[Formssanontacsy '™ DO1T40349 ,




EMERGENCY CONTACT INFORMATION

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

Employee Name: _/ ( lm r )’-VV’:k@ /0{)’ - .
Address: ?3\ 7 'AM 74\,«,( £ # ;\
Home Phone: é Si i ib[ 7 gbf ?5’

' EMBRGENCY CONTACTS :
Pleasa lst two peqplg (ih priority order) who could he santacted In case of ap emgrgency
Contact #1 . Home Phone:
Name: Ma Clon Ma*’l?o%z Cell Phone: és /! SO0 6 3 VQ
Relationship: o ) 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 staff ing 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,
Ifyou do not 1 ovide a written election, v ages will be paid apes
SEGHONTINENS [ EO RN BN

.‘%]f_("]'l( ) NG AR BILECRaH

!7 Direct Deposit (Please complete Sections 3 and § below)  Note: Direct Depasit accounts may take up to 7 days to be activated

7! Payroll Debit Card (Please complets Sections 4 and 5 below) [_IPaper Check (Please complete Section 5 below)
SECTEIORN S

8 [ Update Bank Account Tunderstand and acknowledge that if T do not provide a
BN ok Voo voided cheek with this direct deposit form, T am

(2 responsible for any delays in payroll or extra costs

[ Routing# incurred if the account number that I provide is incorrect.
BN Account#

Initial Date

Account Type: L] Checking [] Savings []Other

Tphelpusavoidmnldnganm,plmemchaoopyofavoidedchenk. (a depositalipwillnotwork)
Ifyou change banks, donntclnseyunroldbankamnntuntﬂynmdﬁectdeposithnsstartedatmenewbank,wlﬂnhmaytnkBZpayperiods,

Except for the routing and account mumber, ESSG does not have access to any information regarding your Payroll Debit Card account or
transactions. On your first payday, yon 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 yon receive
‘wages.

CARDHOLDER INFORMATION (as you want your Payroll Debit Card fo be issued)
First Name Last \ Date of Birth
_Nn&('l-n ;,}p,.m OL/0% ‘
iy Social Securi
. :tﬁb\ - H25-17~-7147
i 'hone (mobile
- %L Z’pS‘SIOL} ﬁé’sr( Kok 7 gYz<

RECEIPT OF PAYROLL DEBIT CARD (to be complsted when you Jickup your Payroll Debit Card)
Debi i Payroll Debi - U - 3
| Payroll :l;;tyCaxl-c;ilounng# ayroll Debit Card Account # q 9‘5 3 OO qr l QS 73‘

_ Date:@é/b?/)?
2N FION

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

@ a-i’h-'—'w‘/. C-OW

y-bre used to ’e_nd your paystubs electronically

Date: 6:/;//7

/



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 print the information requested below to identify yourself for BGC.
== NI hatlon X _

Printed name: . 7
First Middle (O Last

ne)
Other names used: / / /
/ #

Current county of residente: ¥

Current and former addresses:

204 current ﬁ&? 4'—:#@/\(‘.. [4/@ ; \5)1. ‘PM/

from Md/vr 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.

0l/53/(989 H92S-]2~ 219

[

Date of birth Social security number

J2401 £9475907  mi/

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 che 418 this box: .

E>/17

Date /

MA

/sslé

o



-employer solutions staff Ing group.

Leveraging Resources in a Changing Market

STATEMENT OF CONFIDENTIALITY
e N VU LUNFIDENTIALITY

This agreement made this &> day of .\ (v\n Q . 2011, between
Employer Solutions Staffing Group LLC, hereinafter 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 employer.

In view of the difficulty of determining the am ges\which may
result to the employer from a violation of anyof the provisions Rereof, the
employee agrees to pay to the employer th liguidated
damages for every such violation; provided, h payment of such
amount as liquidated damages shall not be con or waiver by
the employer of the right to prevent any such violat or otherwise.

roup LLC, Relresentative



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, efc.), you
must notify your staffing recruiter that the check cannot be found. If it can be
verified that the check has not been cashed, ESSG will stop payment on the
check and re-issue the check to you, deducting a fee of between $25-$35,

If your paycheck was stolen, you must first file 5 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 PERDID_OS O ROBADOS

Si un cheque de pago se pierde (que falta, fuera de lugar, destruido, perdido en
el correo, etc), usted debe notificar a su reclutador de personal que el cheque no

Si su cheque de pago fue robado, primero debe denunciar el robo a la policia
antes de que podamos volver a emitir el cheque. Una vez hecho esto, usted

AGREED/SE ACUERDA—

Name/Nombre (con letra de molde): /U o/ A&,{ Jﬁ /(/’_p :’ A

Signature/Firma:




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.




rom OO0 Pre-Screening Notice and Certification Request for

(Rev. Marah 2016) the Work Opportunity Credit OMB No. 1645-1500
Department of the Treasury
Intermnal Ravenus Service P Information about Form 8850 and its separate Instructions is at www.irs.gov/form8s50,

Jgb ap icanil;i;l in the lipes below and check any boxes that apply. Complete only this side.
Your name _ijf Ib.z,{ j }, : e Social security number > W 5 / 7 ZZ 7

Strest address where you live /

+ & 77
City or town, state, and ZIP code 54— - \}.% , /; /M& ?g‘j (’ q
County RQW S.e \/ Telephone number é .s' / \;\DL/ rd 8 i/_?

If you are under age 40, enter your dée of birth (month, day, year) 'Dl Z [ Z % ﬁ

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

2 [ Check here if any of the following statements apply to you.
® lam a member of a famlly that has received assistance from Temporary Asslstance for Needy Families (TANF) for any 9
months during the past 18 months,

® lam a veteran and a member of a family that received Supplemental Nutrition Assistance Program (SNAP) benefits {food
stamps) for at least a 3-month period during the past 15 months,

* Iwas referred here by a rehabliitation agency approved by the state, an employment network under the Ticket to Work
program, or the Department of Veterans Affairs.

® |am at least age 18 but not age 40 or older and | am a member of a family that:
a. Received SNAP benefits {food stamps) for the past 6 months; or
b. Received SNAP bensfits (food stamps) for at least 3 of the past & months, but is no longer eilgible 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.

1 am a veteran and | was unemployed for a period or periods totaling at least 4 weeks but less than 6 months during the
past year. '

3 [ Check here If you are a veteran and you were unemployed for a period or periods totaling at least 6 months during the past
year.

4 [ Check here i you are a veteran entitled to compensation for a service-connected disability and you were dlscharged or
released from active duty in the U.S. Armed Forces during the past year.

& [ Check hereifyouarea veteran entitied to 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 earljest 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 received unemployment compensation.

Signature—All Applicants Must Sign

Under penalties of perjury, | declare that | gave the above Information to the em,
correct, and complete, 4

or before the day | was offered a Job, and it Is, to the best of my knowledge, true,

Job applicant’s signature » ~=" Date Dé/b 7 / / 7

For Privacy Act and Paperw eduction AGt Notice, see page 2. Cat. No. 22851L Fofm 8850 (Rev. 3-2016)

Vd




b Spacialisin in TaxiCrodis Adiiciintriiinn

Qualified Long-Term Unemployment Recipient

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

Client: Company:
Employer Solutions Group ;
Location: Employee Name: ﬂo F, ,‘)[0 PfS—; <. /7.- >/ 9 7
/U«e»/‘&
EMPLOYEE:

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

J 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.

I applicable, dates you received compensation - From; To:
From: / / To: / /
From: "/ / To: / /

Please read, sign, and date:

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

Employee Signature;

RetroTax®
3730 Washington Blvd,
Indianapolis, IN 46205

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

WWw.retrotax-aci.com



Form A (rev. 01/2016) TAX CREDIT QUESTIONNAIRE

EMPLOYER SECTION:

Client: Company:

Employer Solutions Group

Location: Position: Starting Wage: $§
EMPLQOYEE SECTION:

Ezljl;y; Eame: , /LL&: o Street Address:

SS#: Date of Birth:

QA7
Age: .
Ws-17 =719 7 Sl 167/12F9| 2D ﬁlﬁoggsm/y%ﬁlg?

Zip:

Have you worked for

g‘tffmﬁw f MY SSr0

IFyes, location:

-

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

Yes

No

Name of'the person receiving benefits:

1. Have yon or has anyone living with you received Temporary Assistan
at any time since August 5, 19977 (If yes, please provide information below.)

City: County:

ce to Needy Families (TANF) O

Relationship to you:

(If yes, please provide information below.)
Name of the parson receiving benefits;

City: County:

2, Have you or has anyone living with you received Food Stamps (SNAP) at any time during the past 15 months? I:l

Relationship to you:
State;

*If you checked yes please provide a copy of your SSI do

3. Have you received Supplemental Security Income (SSI) at any time within the past 3 months? D

Please note, this is not the same as Social Security benefits (SS) or Social Security Disability (SSDI) benefits,
cumentation,

[] Vocational Rehabilitation Agency

City: County:

State:

*If you checked yes please provide a copy of your active Individual Wo

4. Have you received any type of vocational rehabilitation services within the past two years? [:|
If yes, please indicate which type of agenl%lyou worked with and provide their location information below;

Dept. of Veterans Affairs I:l Employment Network (Ticket to Work Program)
Name of Agency: Phone #;

rk Plan and Ticket to Work domane(ztaﬂan

Dates of Service - From: / / To:

S. Areyou a Veteran of the U.8. Military? *Ifyes, DPlease provide a cq
(If yes, pleass provide information below. Ifno, please continue to question #6.)

/ /

Branch of Service:

Are you entitled to or are You receiving compensation for a service-connected disability?

Py of your DD-214 and letter of separation.

|

O

If yes, dates of unemployment - From; / /

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

To: / /

Ifyes, dates received unemployment compensation - From:

Did you receive unemployment compensation at any point during your unemployment?

/ / To:

/

Conviction Dats; / / Release Date:

7. Have you been convicted of a felony or released from prison for a felon

/ /

y conviction in the past 12 months?

O O OO

Was thisa I:I Federal or [:l State conviction? If State - County: State:

O O Oo;

Additipnal Tax Credity
1IEC (Native American): Are you or your spouse a member of a Native American Tribe?
*If you checked yes please provide a copy of your CDIB card,
CA Residents: D Are you the child of foster parents? I:I D
Are you a migrant or seasonal farm worker?
SC Residents: I:l Do you receive Fi amily Independence Benefits?

0 you receive CalWorks? I:I Workforce Investment Act?
Have you ever been convicted of a misdemeanor?

O

PLEASE READ, SIGN, AND DATE:

Under penalties of perjury, I declare the information above 1o be true and accurate to the best of my knowledge, and | hereby authorize any agency,

[IREIax credit eligibility to my employer, employer representative {Associated

___ Date: ‘é’ /Z//7

organization, or




w

Leveraging Resources in a Changing Market

Notification of Minnesota Law Requirement —

Unemployment Acknowledgement

According to Minnesota Statute section 268.095, subdivision 2, paragraph (d), an
applicant who, within five calendar da ys after completion of a suitable

Job assignment from a staffing service, (1) fails without good cause fo
affirmatively request an additional suitable job assignment, (2) refuses
without good cause an additional suitable job assignment offered, or (3)
accepts employment with the client of the staffing service, is considered to
have quit employment.

It is your responsibility to contact ESSG (for instance, by calling 952.277.5227 or
using any other form of contact) for additional assignments. If you fail to do so, it
may affect your unemployment benefits.

| understand by signing this form that | am responsible to contact ESSG within 5

calendar days once an assign nds. | also acknowledge that | have received
a separate copy of this form. Eij (

Initial)

Date; [4

CMG_SM - Rev. 09.2013

employer solutions staffing 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 fully

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

e 1 R
Individual’'s Name

7
Date ;? / g

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



2o suucuuuty Medical Benefits_Plan 2

.,

Vsi 219301-ESG-1 EOFFICE USE ONLY LOCATION Rehire Dat; /s /:; |
ENROLLMENT FORM

ESC CUUNAC-MN) P1 v1a,
PRINT USING BLACK or BLUE INK (Must Be Filled Out)

A. REQUIRED EMPLOYEE INFO
Name

__ Ve _bwl 5 eice 's@'_égw ] Hg';fhzqzl*ﬁz i M_E‘
fodesz 1 > B oe, Pl e | )

S N/ S0y g

B.DO YOU OR ANY OF YOUR DEPENDENTS RECEIVE MEDICARE BENEFEITS? DYESDNO HYes_E;léase continue
e e e ey P == >
Medicare Health Insurance Claim Number (HICN) | Medicare Effective Date

e Relles e __,~ S T

.Name of Coveré [_
3.

1. i 2 |
C. LIMITED BENEFITS pLAN SELECTION Payroll Deducted Weekly Rates
You MUST select a coverage leve| before any benefits in Saction C,

Your coverage level for the all benefits in Section C will be
‘'identical. The Fixed Indemnity Medical Plan, Dental Plan, Term Life Plan, and Short-Term Disability plans are underwritten by BCS
Insurance Company. The Vision plan is underwritten by Companion Life |

nsurance Company.
SELECT COVERAGE LEVEL F et il VISION TERMLUFE | SHORLTERM

RMATION

d Person (s)-:m

. ISABII.I'!'Y_z
Emeloyee Only (]| 420,25 _ $617 o) 5242 103l s0e0 D) 5420
Employee + 1 [] $41.10 $12.34 $4.92 $0.90
Employes + Family ] $54.98 52036 | sag $1.80

For Term Life / ental Death &Ehnemberment, please write In your beneficiary information. Accidental Death &
Dismemberment is part of the Term Life Benefit,
Name : Relationship '

S
Name Social Security # | Date of Birth Sex ’ Relationship

o=t W I A |IMF [ Spouse [ chid [T bomestic Partner
Name Social Security # ' Date of Birth [

Sex Relationship
S L0 [mI[F] !_DLS_&?E%Q_C_!*J!?_D_Q%%&'&? Partner

Name Social Security # ' Date of Birth | Sex Relationship e
— e | L DIlF] LISpouse [] Chid[] Domestic Partner
Name Social Security # | Date of Birth | Sex Relationship

A ~ L2 | TE] | Cspouse (] chid [ omestic Parner

N v 55 A - v o BRELINE CovaRAGE
I have read the benefit packet and understand jts fi

d its limitations, | understand that open enroliment is only availabje for
alimited time and| understind that t making no benefit selectio_q_ is a decli

nation of cover
T =
DATE D487 12D]-2 | p SIGNATURE _-—,
'_,/

e e

This Is an Essentia) StaffCARE Enroliment Form,



@ Smployer solutions staffing group,
- @#’ Leveraging Respurces in a Changing Market

ESNG ss9)

Y Fhatons o, o e g,

e w e v et dan,

Enhanced MEC Plan_Plan 1 Benefit Plan Adsninitrators, Joc

Benefits Enroliment Form I New

Zlp Code
£ MA | Ss)pe,
Status [ Single Date of Birth Date of Hire
EM“"‘“’ [ Divorced /6? /'K‘q
|Phone Number: Emall Addreds: = aatisay
LS Y7 $43 S AN/ A
Please Select Desired Coverage:
Employee Only - E Employee+Spouse - Employee-l-Child(ren) - Family -
$24.00/Week ~ $38.00/Week $36.00/Week $63.00/Week
== = — - T BT
Social Security p Birth Date | Sex Relationship
O mae DISpouse [J Chig
: Last Name 3 Female Domestic Partner
Sacial Security # Birth Date | Sex Relationship
Male CISpouse [ Chila
L LastName E Female O Domestic Partner
. SR . g £y i 3+ . sdéta’lsm;ily“#‘- - -Am&nm .8;-‘ 1ie §35° . o PR ‘Rda_j PN e N ol
0 ma Child
(Firet Name—— =0T Tast Nams | Ol EISpEulse o
INAME OF PERSON COVERED (FIRST, LAST):
EFF. DATE
EFF. DATE
EFF. DATE
Employes Acknowlsdgement angd Authorization owletdge that ail entries arg true and compiete and that
any misstatements Hany, from the original
T SIGN HERE
Employes Signature P4 Date
—
EMPLOYEES DECLINING | am DECLINING coverage
1 understand that| and/or my deg if any, waive any coverage and desire to participate in the Pian at a later date, l/we may be considered a Jate enrofise and
must mest the requirements d In the Certificate of Covaraga for the company's medioal or dantal p If 1 decline enroliment for myseitor my dependents
(including my spouse) @ of other coverage, | may, in future he able to enrol] myself or my depsndehts in this plan, provided | request enroliment within 31
days after the other ge enda, In addition, ifa new dependent relationship forms as a result of marriaga; birth, adoption, placement for adoption of parting sult
of adoption, 1 may be ahie to enrolj myself or my dependant, provided | request enroliment within 31 days of the evant.
IF DECLINING- YOU M %
Employee Signature >~

7301 Ohms Lane Suijte 405
Edlna, MN 56439
Phone; 852-787-851g Fax: 952-7687-9515
Email; Health@employersoluﬁonsgroup.com

= ~ DL/ =
/ Employer Solutions Staffing Group Health Benefits Team el 7



Employment Eligibility Verification USCIS

Department of Homeland Security Form I-9

- : . : OMB No. 1615-0047
U.S. Citizenship and Immigration Services Expires 08/31/2019

yerinoation
camplete and sigh bustress days of the empibyee's of empliyment Yoy
LNADRQWGMWWWUMWMLMBEMWUWWM%C?QBWM(he'1[5!8

Last N;me (Family Name) : First Name (Given Name) M.l Citizenship/immigration Status
ListA OR List B “AND ListC
Identity and Empioyment Authorization Identity Employment Authorization

_ Document Title Document Title Document Title

Issulng Authority Issuing Authority Issuing Authority

Document Number Document Number Document Number

Expiration Date (i any) (mm/ddfyyyy) Expiration Date {if any)(mm/ddfyyyy) Explration Date (if any)(mm/ddfyyyy)

Document Title

Issuing Authority Additional Information &RN%"&;]:;““T‘,’“":SZ;;

Document Number

Explration Date (i any) (mm/ddiyyyy)

Document Title

Issuing Authority

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

Certification: | attest, under penalty of perjury, that (1) | have examined the document(s) presented by the above-named employee,
(2) the ahove-listed document(s) appear to he genuine and to relate to the employee named, and (3) to the best of my knowledge the
employes Is authorized to work in the United States.

The employee’s first day of employment (mm/dd/yyyy): 0{2 (See instructions for exemptions)
Signature of Employer or Authorized Representative Today's Date(mm#didpryyy) Titie of Empioyer or Authorized Representative

Last Name of Employer or Authorized Representative | First Name of Emplayer or Authorized Representative Employer's Business or Organization Name
EMPLOYER SOLUTIONS STAFFING GROUP LLC
Employer's Business or Organization Address (Street Number and Name) | City or Town State ZIP Code

7301 OHMS LANE  SUITE 405 " EDINA MN 55439

Septfon ' Reverfighilon and Rehlre [Fo be spmpielad &l sighad by eifpiayer oF aulhoried represerialive) MR
A. New Name ( applicable) B. Date of Rehire (i appiioable]
Last Name (Family Name) First Name (Given Name) Middle initial Date (mm/ddAyyyy)

m the emplayee's irevious grant of employiment althonzalon has GApied, provide Tie Infarmon for e doourmant oF recelpt thaf cslablishes |
continuing employment autharization In the space pravided below.

Document Titie Document Number Expiration Date (if any) (mmaddsyyyy)

| attest, under penaity of perjury, that to the best of my knowledge, this employee Is authorized to work In the Unlted States, and if
the employee presented document(s), the document(s) | have examined appear to be genulne and to relate to the indlvidual.

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

Form I-9 11/14/2016 N



