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E-Verify

E-Verify: Print Case Details - Preview

SENSITIVE BUT UNCLASSIFIED
Case Verification Number: 2017156131118NG
Report Prapared: 06/05/2017
ComEr_!z Information
Company ID; 47428 cﬂmpanyuann:ﬁnpbyermmmemup
Emglgm Information
Last Name: nelson First Name: adam
Data of Birth: 08/04/1987 Soolal Security Number: oo SUSD
Hire Date: 08/05/2017 cﬂhanshhshms:AoﬂhmofﬁwUnibdsm
Document Information
M
List B Documsnt: Drwarsﬂuamanrmoardbauedbyau.s.morouwmmenbn menmmntm&mmeard
Dosument Name: Drivar's fioense Document State; Minnesota
Dmer'sLbsnsaorlDOardenber: DmmﬁmiaﬂnnData: 08/04/2020
Case Status Information
M
Current Case Resuit; Employment Authorized Employer Cass ID;
Case Submitted Op; 06/05/2017 Casa Submitted By: 8GLASSS2
SENSITIVE BUT UNCLASSIFIED

hupszllq-verify.mcis.govlweblPriruCaseDaﬁls.aspﬂCaseVaern=2017156131118NG




PO Box 46270
Minneapolis, MN 55344-995¢

Tel: 952.835.1288

www.esgstaffingsolutions.com

employer solutions staffing group..

New Hire Application

Personal Data-- PLEASE PRINT LEGIBLY IN INK

Last Name _A[Qm_& First Name M&I\-\ Middle Initial £\

<~ “ ]
Street Address Nolie A Apt/Ste
City/State/Zip S& qu\ . M Sjﬁ Social Security Last Four XXx-xx- e 50
Phone Number (g5 ~ 94 C~ |17 Email Address \ @ '

Staffing Agency/Recruitment Pmtmer-éc“‘Y’(?c”—‘rﬁk-LMa|gﬂ.gmg;II;_@,E,,_‘,);_rl
All offers of employment are conditional upon satisfactory proof of Identity and legal abliity to work in the U.S.A.
Are you legaliy authorized to work in the United States of America? RIYES CINo

Applicant Certification and Authorization

etermine 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 reguiations or by ESSG policies,

| release ESSG and other persons or entities from any clalms that might be based on ESSG's decision to conduct g background check.
| certify that alj Statements made in my application are true and accurate and that | have not omitted any materia Information or provided

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

iName (Print o’ type) pﬁmnt’s‘é-i-grnatura Date

A copy or facsimlle ("fax") will be considered the same as an original signature, Emall will ONLY be used for employment correspondence

For ESSG Office Use Only
DOH NHW -9 e W 8850 —_— w4
Emergency Contact Info Background Releass Form Background Resuits Unemployment Letter ESC Application
(if applicablie)
For ESSG Client Use
DOH ROP Work Site Loc. WC Code
ESSG - CMG_sM Rev. 04/2017



don't to ] Ni I Ifyou hy I
Form W4 ( 2017) Gresto B B Aom P 9 Supplemerta wages NOnWags inoomer st Intorast o oo of
Basio instructions. if you aren't exempt, complete ?3"" making esﬂ_trnat?g tf"‘dm’y l nts using Form
Purpose. Complets Form W-4 so thet your the Personal Allowances Worksheet below. The 40-EB, E’“’"ggﬁ :lxta;. l? d}:‘ 5. Otherw
smployer can withhold the correct federal Income Worihests on page 2 further adjust your you ma’,’ OWe & X b. B8 %"f‘,‘ e p,?"’“’“ﬁ" id
from your pay. Consider completing & new Form Withholding allowances based on ftemized annuity ncome,hselgl L2 Form U _4°"‘W y‘,’," Shoul
W-4 each year and when your pefsona%I or finanolal deductions, certain credits, adi{l_u?mntsto Income, acljust your withholding on Form W-4 or 4P,
situation cmass. or two-earneralmultlpls Jobs si ons, ngd:arnars or mulﬁpleﬂ{oba. i )j{og r;iave am
from withholding, if Complete all workshests that apply. H 2 total i p0USe O more than one job, figur the
campiee o oG, o reaxams, o P el o g ot alovanns yoea B
form to validate It. YoUr exemption for 2017 expires wages, withholding must be based on allowances W ¥y Jobs usin vllcfln eets wri?l povions
Fabruary 18, 2018, Ses Pub, 605, Tax Withholding you claimed and may not be a fiat amount o « Your withhoiding usually most accurate
and%atsd Tax, Percentage of wages, ‘”h%'" ag altl:;\:tanees e glalrgad °"at,'|"° Form w-4
Note: if another person can claim you as g dependent Head of household, Generally, you can olaim head olartm:d '3.1 the?:ta 33.’353 rFI';,n?a E%s fm.ara
on his or her tax retum, you can't claim exemption of household 0N your tax return only if N d lien. If d
from withholding if your otal income excegg. $1,050 ¥ou are unmarried and pay more than 0% of tre Ngg"%'agzms“ oy ‘?’Eofm"%'js} ent :g”'" e
and Includes mare Kfan $350 of uneamed Income (for Costs of kesping up a home for yourseif and your e ident Allne eg‘;g“ foti m ons for
exampls, nterest and dividends), de endangZor other qualifying Individuals, Ses Pnresicent Allens, befors completing this form,
Exveptions, An employse may be able o claim Pub. 601, rn]::tu:rlsr Standard Deduction, and Check your withholding. After your Form W-4 takes
exemption w,m,,,,,g{nz even if the employes is Filing Information, for nformation, sffect, use Pub, 505 to see how the amount g;'ara
& dependent, if the smploygs:; Tax oredits. You can take projected tax aredits Into fr:;%gl ;Y'{Bheh:gu%‘."ggg";';meégﬂ; %’%ﬁ";gmmgs‘ax
* Is age 85 or oider, WABhG e Shing your g‘%ﬁ?ﬁpﬁg},ﬁf{mmm exased $130,000 (Single) or $180,000 (Vareory.
® Is blind, or Gare expenses and the child tax credit may be olaimed Future developments. Information about any future
» Will clalm adjustments to Income; tax its: or using the Pasmonal Allowances Worksheet below, lde\l,:llo mentsmu afrt'g Form }N—4 (sucwh" alag
ftemized deductions, on his or her tax retum, Sue il “Mfg‘,’;m"“i.‘fgmcﬁ"‘”’""" UG aetg wwwgps.egr:;/w 3 L] i
Personal Allowances Worksheet (Keep for your records,)
A Enter*1” for yourself if no one else can claimyouas a dependent . 0 o & o o o o . A I
® You're single and have only one job; or
B Enter*1"if ® You're married, 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 tota] of both) are $1,500 or jess,
C  Enter *1” for your Spouse. But, you may choose 1o enter “-0-" if you are married and have ejther a working spouse or more
than one job, (Entering *-0-» may heip you avoid having too little tax withheld) . . o L (]
D Enter number of dependents (other than your spouse or yourself) you wijl claim on your tax retum 5 o o D @
E  Enter*1®if Yyou wili file as head of household on your tax retum (see conditions under Head of household above) E
F  Enter*1” 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, Chiid and Dependent Care Expenses, for details.)
G Child Tax Credit (including additional child tax credit), See Pub 872, Child Tax Credit, for more Information,
* If your total income wiil be less than $70,000 ($100,000 i married), enter 2" for each eligible child; then less “1* if you
have two to four eilgible children or jess "2" if you have five or more eligibie children,
* if your total Income wilj be between $70,000 and $84,000 ($100,000 and $119,000 it married), enter “1” for each eligible chid. @
H  Addlines A through G and enter total here, (Note; This may be different from the number of exemptions You claim on your tax retum ) > H \
* if you plan to itemize or claim adjustments to Income and want to reduce your withholding, see the Deductions
For accuracy, and Adjustments Worksheet on page
complete all * If you are single and have more than one job or are married and you and your spouse both work and the comblned
worksheets eamlnPs from all jobs exceed $50,000 ($20,000 i married), ses the Two-Eamers/Multipie Jobs Worlkesheet on page 2
that apply. to avold having too iittie tax withheld.

® If neither of the above situations applies, stop here and enter the number

from line H on fine 5 of Form W-4 below.

Separate here and give Form W-4 to your employer. Keep the top pa

rt for your records,

W"4 Employee’s Wlthholdlng Allowance Certificate OMB No, 1645-0074
Form
Department of the Treasury P Whether you are entitled to olaim a oertaln number of allowances or exemption from withholding Is 2 @ 1 7
Internal Revenue Sarvics subject to review by the IRS. Your employer may be required to send a copy of this form to the IRS,
1 Your first name and middie Inftial Last name 2 Your social security number
Dopr, Ndgons q471-18-Soz0
Ay pe2deess (umber and steet or aral Fots) 3 Dl single [T Married LT Wariod, b withhold st higher Singie rate,
'-')\t Note: If maried, but legally separated, or Spouse Is a nonresident alien, check the "Single” box.

City or town, state, and ZIP code

MM SSieg

check here. You must call 1-800-772-

4 I yourlast name differs from that shown on your soclaj Security card,
1213 for a replacement card, p O

5§ Total numberof allowances you are claiming (from line H above or from the appiicable workshest on page 2) 5 {
6  Additional amount, if any, you want withheld from each paycheck R b . . |e]$
7 lclaim exemption from withholding for 201 7,and | certify that | meet both of the following conditions for exemption 2l
® Last year | had a right to a refund of all federal Income tax withheld because | had no tax liability, and
® This year | expect a refund of all federal income tax withheld because | expect to have no tax liabllity.
If you meet both conditions, write “Exempt" here . L0030 0 0 6 0 0 e 5 S l 7
Under penalties of perjury, | declare that | have examined this certificate and, to the bast of my knowledge and belief, it Is true, correct, and complste,
Employee's signature

. .

{This form Is not valid unless you sign it) »

8 Empioyer's name and address (Employer: Complste lines 8 and 10 only if sending to the IRS.) | 9 Office code {optional) | 10

Datep &')“ S‘«M

Employer identification number (EIN)

For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 10220Q

Form W-4 (2017)
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Employment Eligibility Verification USCIS
Department of Homeland Seenrity OME ;:'?611;30 p-
U.S. Citizenship and Immigration Services 0

g ;“"_'f 2=
L)
r% S
E
£
It
g
g
g
s
:
g
g
&
g
g
g
:

ection 1, Employee Informa Qn an

eatatlon Emnioyeés frust compioe g slgn Seqlian 1 of Farm 1-9 o fafer
than i first day of emplayment, but nat bafars aquapting a job offer ) _
Last Name {Family Name) First Name (Given Name) Middle initial Other Last Names Used (if any)
M
Address (Street Number and Name) ~ [Apt. Number CZJ T State  [ZIP Code
L 1k Ave 'Q ba.g\. Mu | 65105
Date of Birth (mmiddyyyy) |u.s. Social Security Number Employee's E-mall Address

Employee's Telephone Number
CZ-~04-1487 |15 -5 AR it eon |(G57) Y5 1179
Iam aware that federal law provides for Imprisonment and/or fines for false ments or use of false documents in
connection with the completion of this fo,

rm,
| attest, under Penalty of perjury, that | am (check one of the following boxes):

1. A citizen of the United States

D 2. A noncitizen nationaj of the United States (See instructions)
[[]3. Atawful permanent resident

[[] 4. An allen authorized to work u

(Alien Reglstration Number/USCis Number):

ntil (expiration date, if applicable, mm/ddfyyyy);

Some aliens may write "N/A" in the explration date field. (See Instructions)
Allens authorized to work must provide anly ane of the following document numbers 1o complete Form |-9; Do ﬁzm]fﬁ"gm
An Alien Regstration Number/Uscis Number OR Eonn -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 EmployW Today's Date (mm/ddpyyyy)
L. AA O6~05-201n
reparef anor Transiator Cerfifi sation {chek ong)i R
I did not use 4 preparet or transialor. A

A, | A Préparer(s) andfor tranelatar(s) assisied the am
(Flelds below myst bg sbmalefed and signed whan preparg

playee in aompleting Saotisn 1.
I attest, under penalty of perjury, that | have assisted in

andrer franslators assist an empigyee i G9mpleting Bdotion 1)

the completion of Section 1 of this form and that to the best of my
knowledge the Information is trye and correct.
Signature of Preparer or Trans|ator Today's Date (mm/ddsyyyy)
Last Name (Family Nameg) First Name (Given Name)
Address (Street Number and Name) City or Town State ZIP Code

@ Employer Completes Next Page @

Form1-9 11/14/2016 N




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

U.S. Citizenship and Immigration Services : OMB No. 1615-0047

Expires 08/31/2019
from List B 8 gne :
lmN ‘Family Name) lmam (Gim; Narme) M Citizenship/immigration Status
WSS WA = |
List A OR " ListB AND ) ListC
Identity and Employment Authorization Identity Employment Authorization

Document ’r Document Title Document Title

L ) 5 QSS th
Issuing Authority Issuing Authority Issuing Authority

LK
Dogume e Document Number Document Number

A% 5 «
Expiration Date (if any)(mm/d /) Expiration Date (ifany){mm/dd/yyyy) Expiration Date {Ifany){mm/dd/yyyy)

ol-34-26>
Document Title
Issuing Authority Additional Information &RN?M T T‘ﬁi?épii
Document Number
Explration Date (i any)(mm/ddsyyyy)
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 employes,
enui

(2) the above-listed document(s) appear to be genuine and to rejate to the employee named, and (3) to the best of my knowledge the
employee Is authorized to work in the United States.

The employee’s first day of employment (mm/dd/yyyy): (6 b’ﬂi - Z O l7See instructions for exemptions)

'v— Today's Date(mm/dd/yyyy) Title of Employer or Authorized Representative
Ol DS-2017 ceunden
Empluyrr E;ulhoﬁzed Representative Employer's Business or Organization Name

First

Ve ) L~ EMPLOYER SOLUTIONS STAFFING GROUP LLC
Employer's Business or O anization Address (Street Number and Name) |City gF Town State ZIP Code
7301 OHMS LANE SUITE 405 EDINA MN 55439
= = - m— - ’ ~— v 4 . 2
"m Reve 3' on ang oted and sfined by emplaysr or auliorizad representative )
A, New Name (% appiicable 7 B. Date of Rehire (¥ applicable)
Last Name (Family Name) First Name (Given Name) / Middle Initial Date {mm/ddiyyyy)

[0. e ermilayed’s b &vibus Brant o7 eimiploymerit althonzalon hids eXpiod. Provids fié Informalion for the dooumart oF recelpl thaf éslablishies
continuing employment authorizatien in the space pravided below.

Document Title Document Number Expiration Date (if any) (mmaidyyyy)

| attest, under penalty of perjury, that to the best of my knowledge, this employee is authorized to work in the United States, and If
the employee presented document(s), the document(s) | have examined appear to be genulne and to relate to the individual.

Signature of Employer or Authorized Representative Today's Datg (mm/ddiyyyy) Name of Employer or Authorized Representative

FormI-9 11/14/2016 N






EMERGENCY CONTACT INFORMATION

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

Employee Name: &MA__MLL&M
“ ]
Address: Mﬂu&%

Home Phone: 1@ 0 "‘)cl ;-—-\l‘?‘?

_ EMERGENCY CONTACTS e
Pleass list two peaple (in pﬂot{ity orger) \5]10 céulg be contacted Ih case of an emergen

rgenoy
Contact #1

Home Phone:

Name: |\ p Neltoe Cell Phone: ((‘5\} 20k -9€14

Relationship: %*lhf Work Phone:(b\?& 0% -HYT

Contact #2

Home Phone:

Name: N\"-; N‘MWJ Cell Phone: (QY\) 249~ AU

Work Phone:

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 (Nljnneota)

Employees have the option of receiving wages by Direct Deposit and/or Payroll Debit Card,
If videawxittenelecﬁon, wages will be paid b paper Check.

SSN# (last 4 digits) %SU

SECTINE ARG
| ] Direct Deposit (Please complete SecﬁonsSandSbelow)
|_| Payroll Debit Card (Please

SEGRIGNS

: asitncmuntsmaytnkeupiv?dnysm be activated
Paper Check (Pleage complete Section § below)

Tunderstand and acknowledge that if I do not provide a
voided check with this direct deposit form, Tam
responsible for any delays in payroll or extra costs
incurred if the account number that I provide is incorrect,

rization, ESSG will Pprovide the necessary information and issue you a Payroll Debit
itution may agk you to provide them additiona] identification information 8o they can

BExcept for the routing and account nomber, ESSG does not have access to any information regarding your Payroll Debit Card account or
transactions, On Your first payday, you will receive your new Payroll Debit Card, and a packet containing all of the termsg 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 Ppayday you receive
wages.

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

First Name M1 Last Name Date of Birth
Street Address (POBOX NOT ACCEPTABLE) Social Security#
City State Zip Cell Phone (mobile)
RECEIPT OF PAYROLL DEBIT CARD (to be completed when You pick up your Payroll Debit Card)
Payroll Debit Card Routing # Payroll Debit Card Account #

| 073972181

I have received my Payrall Debit Card, welcome brochure, program fees, program terms, conditions, and disclosures, By activating my Payroll Debit Card,
1 am agreeing to the program terms, conditions, and disclosures that are included or made available to me from time to time from the financial institution. |

authorize the financjal institution to debit my Payroll Debit Card account for the fees described in the fee schedule that jg part of the program terms,
conditions, and disclosures,

Employee’s Signature;

1 authorize ESSG to directly deposit my periodic wages/compensation payments, net of required tax withholdings, other required withholdings
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.

*E-mail: —A&&M,@_ @ _ gtvn\. o

this information will only be used tt@d your paystubs electronically

Employee's Signature; @L ’/l_""\———\ Date:_ (- ~US-2oiY)




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 Yyou to BGC and/or Orange Tree Employment Screening; (c)
BGC and/or Orange Tree Employment Screening to provide Employer Solutions Staffing Group, LLC one

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. Yoy 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 Bureay’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,

Printed name: _A&}ﬂ\ M M

First Middle (OO Last
none)

Other names used:
Current county of residence:

Current and former addresses:

B5-2015 current 1996 Salin Ave Q4 o\ SS1ns

from Mo/Yr to Mo/Yr Street City, State & ip

Zo1%, 2006 )% N S (g8 A (’\!\;\ig%g;'% (OLU®
tyNstate & Zip

from Mo/Yr to Mo/Yr Street

201 _g}?;{g:&Q\lc)t Aw QL Pau\ Mp SStog

from Mo/Yr to Mo/Yr Stree 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.

C&- Y - 1987 UN- 1e-suen

Date of birth Social security number
_Y285255071515° el Nelioy

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: m

A Ok-0% -~

Signature Date




- employer solutions staff Ing group.

Leveraging Resources in a Changing Market

STATEMENT OF CONFIDENTIALITY
== LUNFIDENTIALITY

This agreement made this 05 day of \._l ung » 2019 _, 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 the employer.

tive




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 jt can be
verified that the check has not been cashed, ESSG wil| 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

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

AGREED/SE ACUERDA—

Name/Nombre (con letra de molde): M

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 representative advised of your
status.

Ifitis necessary to miss scheduled work due fo 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.

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

Signed:_Z/\ /7/ A e
Printed Name: _A&&m&,




o OS50 Pre-Screening Notice and Certification Request for

(Rev. March 2015) the Work Opportunity Credit OMB No. 1646-1600

Intama!’ m&%&m : 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.
Your name . Social security number > €7 ~{c-See)

Street address whereyouive |90 R\ oA Av, .
Clty or town, state, and ZIP code g&, Pg,,\ (ML | Tope

County g Apm ﬁ,_: Telephone number ('(,,sﬂ ~Dac_y 199

If you are under age 40, enter your date of birth (month, day, year) 0& s@ - li &9

1 [J Check here if you received a conditional certification from the state workforce agency (SWA) ora particlpating iocal agency
for the work opportunity credit.

2 [ check hers if any of the following statements apply to you.

* lam a member of a famlly that has received assistance from Temporary Assistance for Needy Familles (T. ANF) for any 9
months during the past 18 months.

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

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

® lam at least age 18 but not age 40 or older and | am a member of a famliy 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 ellgible to receive them,

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

® | received suppiemental security income (SSI) benefits for any month ending during the past 60 days.

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

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

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

§ [ Check here if Yyou are a veteran entitied to compensation for a service-connected disabiiity and you were unemployed for a
period or periods totaling at least 6 months during the past year,

6 [ Checkhereifyouarea member of a family that;
* Recelved TANF payments for at least the past 18 months; or
* Received TANF payments for any 18 months beginning after August 5, 1997, and the earfiest 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.

Slgnature—All Applicants Must Sign

Under penalties of perjury, I declara that | gave the above Information to the employer on or before the day | was offered a job, and it Is, to the best of my knowledge, true,
correct, and complete.

-~

Job applicant’s signature > ; /é/ A—x\ _ Date (% [,~ 05— & \f )

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: $§
l|§_n_’l PLOYEE SECTION:
Employee Name: Street Address: City/State: Zip;
;/~
-Azb Ndsoe 1996 Na\Mer QR My [SSes
SS#: Date of Birth; " | Age: Have you worked for If yes, location:
this before?
YN -5 -So%o | o0& ;6% / 1980 MM [1Yes el No
Please complete all questions, and sign and date the form. Yes No
1. Have you or has anyone living with you received Temporary Assistance to Needy Families (TANF) D E
at any time since Augnst 5,1997? (ifyes, please provide information below.)
Nams 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 @
(If yes, please provide information below.)
Name of the person receiving benefits: Relationship to you:
City: County: State;
3. Have yon received Supplemental Security Income (SSI) at any time within the past 3 months? D

Please note, this i3 not the same as Social Security benefits (SS) or Social Security Disability (SSDI) benefits,
*If you checked yes please provide a copy of your SSI documentation,

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

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

*If you checked yes please provide a copy of your active Individual Work Plan and Ticket to Work documentation,

&

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

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

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

O
[

Ifyes, dates of unemployment - From: / / To: / /
Did you receive unemployment compensation at any point during your unemployment? D Iz
If yes, dates recejved unemployment compensation - From: / / To: / /

7. Have you been convicted of a felony or released from prison for a felony conviction in the past 12 months? D IE
Conviction Date: / / Release Date; / /
Was this a [ ] 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
*Ifyou checked yes please provide q copy of your CDIB card,
CA Residents: D Are you the child of foster parents? D Do you receive CalWaorks? D Workforce Investment Act?
Are you a migrant or seasonal farm worker? Have you ever been convicted of a misdemeanor?
SC Residents: D Do you receive Family Independence Benefits?

PLEASE READ, SIGN, AND DATE:

Under penalties of perjury, 1 declare the information above 1o 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 tax credis eligibility to my employer, employer representative (Associated
Consultants, Inc. dba Retrotax), or the Department of Labor.

New Employee Signature: /U""\———-N- Date: _ O(,~ oS~ 177
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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 Nan:&b gy N A&W SS#: ,__‘ i) i 49_'_ 50
EMPLOYEE:

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

[0 Ihavebeen unemployed at any time during the last 12 months,

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

O 1 received unemployment compensation during my unemployment.

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

Please read, sign, and date:

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

| Employee Signature: ; Datg:
RetroTax®
3730 Washington Blvd.
Indianapolis, IN 46205

317-925-0553
wotc@retrotax-aci.com
www.retrotax-aci.com
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Leveraging Resources in a Changing Market

Notification of Minnesota Law Re uirement —

Unemgloyment Acknowledgement

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 S0, it
may affect your unemployment benefits,

I understand by signing 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. (Initial)

Employee Signature: Date:

Employee (please print your name here)

CMG SM-Rev na2n1a
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employer solutions staffing group..

ESSG WORKPLACE SAFETY POLICY

It is ESSGs policy that all employees should be able to enjoy a hazard free and safe
work environment, Tt ig 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.

(8) 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.

(6) 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 4 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.



N el

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

: working in an unsafe or dangerous work environment, I will immediately contact
my supervisor, manager, director or ESSQ¥s Safety Director at
952.835.1288/1.866.496.7573 in order to obtain assistance in the resolution of such
matters.

Employee Name (Please Print)
.Azﬁm-\_w g/

Employee’s Signature:

A
‘ﬂt L}ét/&a\ Date:_( C"‘O,ﬁv- 2017




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

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. '

&%Namg ‘

_a_@;(}g-i’p)l‘)

Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10
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Benefits Enroliment Form

L] New Employee [ Rehire Rehire Date
Eniployce information

Name (Fi@ and Last)

Es8)

Benefit Plan Adiministrators, Inc,

Soclal Security Number

AU~ 650

Phon mber:
NS

= City State Zip Code
RS S o MO (g
Male | Marital Status & Single | Dats of Birth Date of Hire
01 Female | O Mamied 1 Divorceq “B%~{38D
Emall Address:
0200220 girai)
Please Select Desired Coverage:

Employee Only -

Employee+Spouse -

$24.00/Week

$38.00/Week

Employee+Child(ren) -
$36.00/Week

Family -

$63.00/Week

Soctal Sacuriy # Birth Date | Sex Relationship
. O Male Ospouse [ chila-
i3 Last Name 3 Female Domestic Partner
Social Security # Birth Date | Sex Relationship
O Mae [1Spouse [ Child
ML LastName [J Female O Domestic Partner
Social sécurity# Birth Date | Sex Relationship ,
0 Male ouse [] Child
[Pt Nams ML -~ LastName | O Female e Domestic Partner
O 0 0 0
NAME OF PERSON COVERED (FIRST, LAST):
EFF. DATE
EFF, DATE
EFF. DATE
Employes Acknowladgement and Authorization - | hereby apply for the group benefit(s) as indicated, | acknowledge that all entries are trus and complets and that
any misstatements or fallure to report information may be used as the basis for cancellation of covarage for me and my dependents), if any, from the original
effactive date, Further, | authorize my employer to make the necessary payroll deduction of premiums for coverages | have elscted,
’IF ENROLLING - YOU MUST SIGN HERE
Employes Signature

EMPLOYEES DECLINING

1 understand that i and/or my dep coverage and desire to participate in the plan at a iater date, l/we may be considered a late enroliee and
must meet the rg mpany's medical or dantaj plans. If1 decline enroliment for myseif or my dependents
(including my spo| nroli myself or my dependeth in this plan, provided | request enroliment within 34
days after the oth rage ends. In addition, if a new

IF DECLINING- YOU MUST SIGN HERE

TN
Employee Signature M Date (")(3"‘ (mz
— Employer Solutions Staffing Group Health Benefits Team

7301 Ohms Lane Suite 405
Edina, MN 56439
Phone: 952-767.9519 Fax: 952-787-9515
Email: Health@employersolutionsgroup.com
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BRSO YOU MUST SIGN AND 1 DATE, EVEN IF YOU DECLINE COVERAGE

rixeu inaemniry vedical Benetits_Plan 2

VS| 219301-ESG-1 OFFICE USE ONLY LOCATION__ RehireDate __ /__/ _
ENROLLMENT FORM ESC CU(UNAC-MN) P1 v18.2
RINT USING BLACK or BLUE INK (Must Be Filled Out)
Name A : ' Social Security # Home Phone i Sex
oM Neko Gilorsee (SN Gas9q [ MIE
Address <A ' Apt. #
: _‘ggfa;&)\u:}r A‘UL
City State 'Zi Date of Birth
8o LYY, oS S& & gy
Medicare Health Insurance Claim Number (HICN) Medlcare Effectrve Date

Name of Covered Person (s):
1. 2. '3

Payrol Deducted Wesldy Rate

You MUST select a coverage level before any benefits in Section 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 Compamon Life Insurance Company.
SELECT COVERAGE LEVEL F 0 INDEMNITY | © popyy VISION TERMLIFE | SHORTTERM
Employee Qnly D 530.25 @ $6.17 m $2.42 @ $0.60 a $4,20 @
Employee + 1 I:I $41.10 $12.34 $4.92 $0.90
Employee + Famlly [ ] $54.88 $20.36 $6.56 $1.80
1 NO to ALL Benefits D DYes D No DYes I:I No DYes I:I No DYes I:I No DYes D No

"This c coverage is not avail éle to residents of NH, HI, or PR. 2STD is not available to persons who work in CA, Hl, NJ, NY, or RI.

For Term Life / Accldentil Death & Dismemberment, please write in your beneficiary information. Accidental Death &
Dismemberment is part of the Term Life Benefit.

Name Relationship

D. REQUIRED DEPENDENT INFORMATION

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

/-7 @ D Spouse ] Child D  Domestic Partner
Name Social Security#  Date of Birth | Sex Relationship

- gl el & o 5 | . % @ []Spouse |:| Child gpgggﬂg Partner
Name | Social Security # : Date of Birth i Sex Relationship

e B ..t/ |IMI[E] [Jspouse[Jchid[]Domestic Partner
Name Social Security# Date of Birth i Sex Relationship

L 0 TWIPE] [D]spoue T chid [ IDomestc Fartnar

| have read the benefit packet and understand its limitations. | understand that open enrollment is only available for
a limited time and| understand that t making no benefit selection is a declination of coverage.

DAT_E*Q..@./QZ{%P—.A-Q o ’S'G"ATU';E‘A_;/"’*\‘

This is an Essential StaffCARE Enrollment Form.



