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New Hire Application

%.EBMM';WEPWIEGI_BLY IN INK

Last Name N LEa First Name OJCA rh Middle Initial _E
Street Address_|S (0 71 Viuy |¢ Sx Apt/Ste

cityistaterzip S T Yol | MY ! S\ Social Security Last Four 300(.xx. 2.3 |
Phone Number {03 | - LU Lo (04 ot B Email Address SMMY\ HR @@Wlﬁl“ 00

Staffing AgencyIRecruitment Partner

All offers of employment are conditionai upon saﬂsfactoﬂ proof of identity and legal ablllty to work in the U.S.A.
Are you iegaliy authorized fo work in the United States of America? ‘%ES CONo

Applicant Certification and Authorization

| authorize Empioyer Soiutions Staffing Group (ESSG) to use the Information and statements contajned in this application to determine my
qualifications 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 eligibiiity 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 inciude 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,

I release ESSG and other persons or entitieg from any ciaims that might be based on ESSG's decision to conduct a background check.
| certify that alj statements made in my appiication are true and accurate and that | have not omitted any materiaj Information or provided
false or Misleading Information, | understand that any materiai omission or misrepresentation wilj result in my disqualification from
Consideration for empioyment or, if discovered after | begin employment, will resuit in my termination,

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

ool N SO o 1110

Name (Print or type) Appiicant's Signature Datd

A copy or facsimile ("fax") will be consldered the same as an original signature, Emall will ONLY be used for empioyment correspondence

For ESSG Office Use Only
DOH NHw -9 8850 W4
Emergency Contact Info | Background Release Form Background Resuits Unempioyment Letter ESC Appiication
(f applicabie)
For ESSG Client Use
DOH ROP Work Site Loc, WC Code
ESSG - CMG Rev. 04/2017



Form W4 (2017) mempappremms o e e

— Basic Instructions, if you aren't exem complete Sonsider maling estimated tax ents using Form
Purpose. Complete Form W-4 so that your the Personal Allowanzgs Worlmheet%télow. Ilj'he 1030'55'05;3’;‘:;?‘90;:"‘& 'l'} "Eﬁ:’; gg‘,:,m
employer can withhold the correct feder Income Wwarishests on page 2 further adjust your gnunl:ilt‘ya)l’ncoms, s08 Pub. B30 f‘t’:oﬂnd out I you shouid
from your pay. Conslder completing a new Form Wwithholding ailowances based on ftemized djust withholding on Fo W-4 or WP
W-4 each year and when your personal or financial deduotions, certain oredits, adjustments to Income, acjust your g on Form r .
situation changes, or tm-eamera/mumme Jobs situations, mr?deamem or multipie jobs, if gog l}’gve ath
Exemption from withholding, It L are exempt, Complets all worksheets that apply, However, you toral g SPoUSE OF mors than ane job, figure the
complete only lines 1, 2, 3, 4, an!g and sign ﬁpe' may claFi'm fewer (or zerg) allowa:pcg;.y For ragularyo m":"l""g's 7 ,‘;".l' a"°m?&syg: argm o:g ,5'3 claim
form to validats . Yolir exemption for 2017 expires Wages, withholding must be based on allowances wa %urvll'v?th o‘ﬁn ustally wil B ]vl'nom m
Feblgtriy 15, 2018, See Pub, 0B, Tax Withholding you olaimed and may not be a flat amount or when al allowances agm claimed on the Fonnmw _4'“’
and Estimated Tax, Percentage of wages, for the highest g Job and zasro allo
Note: If another Person can claim you as a dependent Head of household, Generally, you can claim head - 886 Pub, 505 for detalls,
on his or her tax retum, ggloan’tclalm exemption of household flljng status on youy i StunToniy i Nonresident alien, jf U are a nonresident aflen, see
from withholding if your of insamed ncoma for  Jocgey imamied > Hocy More ian B0% of 4 Notice 1302, Suppiemienta Poa s Instructions for
= my ) © for yourself and your J
' example, interest end dividends). depende o O othe qualfying ndivi o dee Nonresident Allens, befora compisting thia fo,
ns. An empl be able to claim Pub, 501, mptions, Standard Deduction, and Cheok your withholding, After your Form w-4 takes
Em&uﬁn 2 °? S0, may Filing Information, for Information, use Pub. 805 to seg how the amount Yyou are
exemption from withhold] Ng even if the employes Is having withheld com 10 your projected tota) tax
a dependent, if the employes: =2 "um' ' :lllﬂa. zg" oan taﬁop ’°‘§,‘"“' ",’,‘ c ufE cits Into fnrzr(l'ﬂl 8se Pub. Gg espaa%:llyff ur earnings
* Is age 85 or oider, Wihholding Spng your Crodiis for amprns fependent - excead §130,000 (Single) or $180,00 May!
* s blind, or oare expenses and the child tax credit may be olajmed Future devalopments. Information about any future
» Willclaim adj ents fo income; tax credis: e gsln%the Femfgnlal nfgllowanoes Workshest below. devlssllo ments :gzcgl#ag l;,orm }N—4 ‘?6’%5'"?%
ustm ; ) rmat] o r we release e posted
itemnized deductions, on his or her tax retum, c,:"m“"mg“s wmrmmm aug,',‘vg,',‘c‘é';"""“"" e ':tg www.lg;%avlm. eas y
Personal Allowances Worksheet (Keep for your records.)
A Enter"1”foryourselflfnooneelsecanclalmyouasadependent. AP0 ol g d s ch IR . A |
* 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 O
® Your wages from a second job or your Spouse’s wages (or the tota] of both) are $1,500 or less,
C  Enter *1” for your spouse. But, yoy may choose to enter °-g-* if you are married and have ejther g working spouse or more
than one job, (Entering #-0-» may help you avoid having too little tax withheld) . , . . 99 0 0 o0 5 o & c O
D Enter number of dependents {other than your spouse or Yyourseif) you will claim onyourtaxretum., , |, .. b ©
E  Enter*1”if you wiil file as head of househoid on your tax retum (see conditions under Head of household above) E O
F  Enter=1"j you have at least $2,000 of child or dependent care expenses for which yoy Plan to claim a credit F _O

(Note: Do not include child support Payments. See Pub. 503, Child and Dependent Care Expenses, for detalls,)
G Child Tax Credit (inciuding additionaj child tax credit). See Pub, 972, Child Tax Credit, for more Information,
® If your total income wilj be less than $70,000 (100,000 i married), enter “2” for each eligible child; then less “1* if you
have two to four eligible chiidren or less “2” if you have five or more elighle chiidren,
* If your total income will be between $70,000 angd $84,000 ($100,000 ang §119,000 i married), enter *1” for each eiigiblechild. @ O

———

® If you plan to Hemize or clalm adjustments to Income and want to reduce your withholding, see the Deductions
For accuracy, and Adjustments Worksheet on page 2.

complete all * If you are single and have more than one Job or are married and You and your spouse hoth work and the combined
worksheets eamlnFs from all jobs excead $50,000 ($20,000 if married), see the Two-Eamaranulﬂple Jobs Worksheet on page 2
that apply. to avoid having too Jittle tax withheld.

® If neither of the above situations applies, stop here ang enter the number from [ine H on line & of Form W-4 below.

Separate here and glve Form W-4 to your employer. Keep the top part for your records.

- W"4 Employee’s Withholdlng Allowance Certificate OMB No. 1545-0074
Bcerery | ) Wt iy Yo ey e e et totnomts | 9(0)4 %
Your first name middle Initial Last name i 2 Your socla) security number
Save h A | 1 Jl—hq - - 239
Home addrees (number and strast or rural routs) 8 [ctingle [ Marriea [] Married, but withhold at Higher Single rate,
I S i 7 M \(-— _!l_:__h: If marred, but legally ssparated, or Spouse is a nonresident alien, check the “Single” bix_
CHy or town, state, and ZIP code 4 ifyour last name differs from that shown on your social security card,
: a E !&’g’\, 3 M\« } S .S ‘ l —7 J check here. You must call 1-800-772-1213 for a replacement card, b O
5 Total number of allowances you are claiming (from line H above or from the appllcable worksheet on page 2) 5 |
6  Additional amount, if any, you want withheld from each Paycheck . ., , | | ° © 0 o 0 5 g o o 6% (&)
7  |claim exemption from withhoiding for 201 7, and | certify that | meet both of the following conditions for exemption. R
® Last year | had a right to a refund of afl federal income tax withheld because | had no tax liabliity, and
® This year | expect a refund of all federal Income tax withheld because | expect to have no tax liabj|
If you meet both conditions, write “Exempt” here , o_ g >
Under penalties of perjury, | declare that | have examined this certificate and, to the best of my knowledge and beilef, it is true comrect, and complete.
Employee’s slgnature

(This form Is not valid unless you signit) » SU\/\W\ W‘v Date » ’[ / | | I i )
8 Employer's name and address (Employer: Complete lines 8 and 10 only if sending to the IRS) | 9 Office code {optiona)) | 10 Employer’ldenﬂﬂcaifon number (EIN)

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

D e——



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

U.S. Citizenship and Immigration Services et No‘.);gll%gg?

PSTART HERE: Read Instructions
during completion of this form. Emp]

ANTI-DISCRIMINATION NOTICE:

carefully before completing this form, The Instructions must be
oyers are llable for arrors In the completion of this form

Itis lliegai to discriminate against work-authorized Individuals,

;
:
:
ST
:
g

Empioyers CANNOT Specify which
document(s) an employee may present to estabilsh empioyment authorization angd identity. The refusaj hire or continue to emplay
an individual because the documentation presented has a futyre expiration date may gjsa ear Sttute iilepat discrimination,
eation 1, Empldyee Informatian and Attestation (Employees mijst camplete and sign Searan 1 af Form -9 no lafer
than the first day of employment but not heforp ahoepling & job affer) ;
Last Ngme (Family Name) First Name (Given Name) Middie Initial Other Last Names Used (ifany)
R SONVTA A
Address {Street Number and Name) lApt. Number | City or Town State ’\IZIP Code
S Parie ¢\ Payl MN £C)10)
Date of Blrth (mmAddfyyyy) |y, Social Security Number Employee's E-mail Address Employee's Telephone Number
SLm ) 1aa A - Y- e SUANGN ARy bSI-Lu- paa
l'am aware th federal law provides for Imprisonment and/or fines for false statements orcugeﬂt? false documents In
connection with the completion of thig form,

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

, It applicable, mm/ddlyyyy):

Some allens may write "N/A" In the expiration date field, (See Instructions)

OR Code - Saciion 1
Do Not Write in This Space

1. Allen Registration Number/Uscis Number:
OR

2. Form |-94 Admission Number;
OR

3, Foreign Passport Number:
Country of Issuance;

e e

Yeparer andlor Transiat or Gértification (¢heck one):
{ | 4 nat usg & prepater of tranaater () A areparetts) andpor franatator(s)
N3!Is below must be qampleteq Bnd sigpied] when preperers anddor frar

2st, under penaity of Perjury, that I have asslsted in the comple
knowledge the Information Is true and correct,

meu the elpléyee in bompleting Beation 1. ,,
Slatprs aesist an emiployas in gompleting Saafion 1 §
tion of Section 1 of this form and that to the best of my

Signature of Preparer or Translator Today's Date {mm/ddsyyy)
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

EEE—



Employment Eligibility Verification ; USCIS
Department of Homeland Security Form I-9

se torats : OMB No. 1615-0047
U.S. Citizenship and Immigration Services i 008/31 72019

e o Ropraadmalive RovIew ond Vermeaton = —
whdrites MRt frust &kl sl Soatkin & within 3 busmess dayy of thi ¥ st day of smplayment.
' mn dem% Mmmm M’wmgm%rammmm pifbdior iy i
W (RS :ﬁ:{‘.i&t"i;} | : i |

qs listad o | '
usqu oA thg %

| o l;m;wl ; F;r.rrﬂyNabve). J Ere Name (G;ven Me) 1 LI awiemmnmm;gr.aﬂm Stat;.ls _
Employee Info from Section 1 N :'&_(' ’%’L ro ™ K \ —
List A OR List B ListC
—__Identity and Empioyment Authorization Identity Employment Authorization
Document Title nt Title Document Title
MA” Do L=C
Issuing Authority Issuing Autho Issuin ority
| 8oL oS NN s
Document Number Document Numbe - Dogument Number
LA\ Sy TN | e P
Explration Date (i anyj)(mm/ddyyyy) Explration Date (if any){mm/ddfyyyy) Expiration DT any)(mm/ddyyyy)
o | 0o | SO\ N K
Document Title - ,
Issuing Autharity - Additional Information ' Do Not Wiia g 28
Dacument Number
Expiration Date (i any)(mm/ddfyyyy)
Document Title
Issulng Authority
Document Number
Expiration Date (if any)(mm/ddiyyyy)

Certification: I attest, under penalty of perjury, that (1) | have examined the document(s) presented by the above-named empioyee,
(2) the above-isted document(s) appear to he genulne and to relate to the employes named, and (3) to the best of my knowledge the
Rployae Is authorized to work In the United States,

e qmployee's firat day :_\f employment (mm/dd/yyyy): O -\\-Z O\ , (See Instructions for exemptions)
Hgnature of Emplo . or Authorized\Repres ve Today's Datefmm/idiyyyy) Title of Employer or Authorized Representative

¢ _ ol -\-2aL7| YO
Last Name gf Employar or Authorized Representative Employer gr Authorized Representative Employer's Business or Organization Name
&40\4 ; EMPLOYER SOLUTIONS STAFFING GROUF LLC

Employer'é Buslness or Orgar\zaﬁon Address (Street Number and Name)
7301 OHMS LANE  SUITE 405

State | Z|p Code
MN 55439

2 reviaus gra of emiplEyment althanzation hak axp od, prt @ Ihfarmaten 1
Hng emplayment authorizatian In the spae provided balow S g SR

Document Title Document Number Explration Date (if any) (mm/addyyyy)

| 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 indlvidual.

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

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

Em;Jloyee Name: _SCNMV‘ N 3)\4:\
Address: _l&(O 2 v(kﬂé—;g’\’
Home Phone: \QS | - ’L“ U’ [F C\ 01_)

' ' EMERGENCY CONTACTS
Pleasg list twp peapla (in prierity order) wha gould be bantagted In case of an émergoncy :
Contact #1 Home Phone:
Name: DEL\\/\D \M ['V(\ Cell Phone: s l—'L’ﬁC\ '3(0 U ‘S‘
Relationship: QC\’\/\ﬁ LN Work Phone:;
Contact #2 Home Phope:
Name: Cell Phone: 4%
Relationship Work Phone:

This information will remain conf

fidential and wijl only be used in the case of an emergency.

EEEEee——




employer solutions staffi
ent Method Antheo

Ng group...
rization (Minnesota)

Wage Paym

If you do not
BNSTG TN NN

I understand and acknowledge that if I do not provide
voided check with this direct deposit form, I am
responsible for any delays in payroll or extra costs
urred if the account Dumber that I provide is incorrect,

inc

Card to pay your
verify your identity,

< 2

not have access tp any regarding your Payroll Debit Card account or
receive your new Payroll Debit Card, and a packet containing all of the termg and canditions, You will
the Payroll Debit Card and packet, Your Payroll Debit Card will be relo

i %Izq!qq

1 1=55-230

$1-2U(@- oo 1
You pick up your Payroll Debit Card)
Payroll Debit Card Routing #

073972181 e ot G = q qs 3 L‘ OOQ S SQ Q é { (D

have received my Payroll Debit Card, welcome brochure, program fees, program terms, conditions, and disclosures, By activating my Payroll Debit Card,
i iti i cludedormadeavaﬂuhletomeﬁ'umﬁmetoﬁmefrcmtheﬁnancialinstituﬁon.I
for the fees described in the fee schedule that is part of the Pprogram terms,

Cell Phone (mobiic

I

Date: '71 \\ J I:_)_

*E—mail:S()\,Y\O\hUlv\\\m @ Q W\O\{ \ (A V\/\

this information wil] only be used to

s

Employee's Signature;

'Seddd your paystubg electronically '

Date: "] ,/“/lz’




Authorization

share those reports with others for legitimate busine mployment. BGC
andlorﬂmﬂse%eefmmdfment 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-

The Consumer Financial Protection Bureau’s "Summary of Your Rights under the Fair Credijt Reporting
Act” is attached to thjs authorization. if You are a New York applicant, a copy of New York’s law on the

Pefsonal Information: Please print the information requested below to identify yourself for BGC.
—=120nal Information;

# Printed nam_e: éﬁfr&'ﬂf\ Pr N S

K| First Middie (OO Last
none)
Other names used:
Curren county of residence:
am

Current and former addresses:

e VB e WG Vay)e i ,_gﬁ;'wu\'MNngS\”,]

from Mo/yr to Mo/Yr Street City, State & zip
from Mo/Yr to Mo/yr Street City, State & Zip
from Mo/yr to Mo/Yr Street City, State & zip

Some government agencies and other information sources require the following information when

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 joborlive in California, Minnesota, or Oklahoma, you may request
a copy of the report by checking this box: O.

e ST,

Signature Date! ~ [




employer solutions staffing group..

STATEMENT OF CONFIDENTIALITY
= " WUNFIDENTIALITY

This agreement made thi day of__ . ZOQ, between
Employer Solutions Staffing Group LLC, he % ermed fo as “employer”
and SWycAin A4~ hereafter referreq to as “employee”.

WITNESSETH:

the du
this employment with employer, for any reason whatsoever, the employee shal|
not use or disclose to any other person or company, ang confidential or
Proprietary information or know-how relateq to the business of the employer.

In view of the difficulty of determining the amount of damages which may
result to the employer from g 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 pPayment of such
amount as liquidated damages shall not be construed as g release or waiver by
the employer of the right to prevent any such violation in equity or otherwise,

Employee Signature

;ﬁ 0 &)\ ="\
Employer Solutions ng Group\LLC, Representative




pPleyer solutions staffing group..

INJURY MANAGEMENT PROGRAM

Injured Worker’s Responsibilities

As your employer, we are concerned about your fujl recovery. Reasonable and
Necessary medical care will be paid for any compensable work injury. Medically
authorized time away from work will be reimbursed in accordance with the State
of Minnesota workers’ Compensation laws. Wherever Possible light duty
restrictions imposed as a result of your injury will be accommodated.

RESPONSIBILITIES OF THE INJURED WORKER:

care provider.

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

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



Maintain regular, weekly, communication with your employer if you are unable fo
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.

If i’HsvecHs‘sary to miss scheduled work dye to a work injury, you must be seen

by your primary health care provider the same day in order to recejve
Ccompensation for the time away from work. The physician must complete a
Report of Workability.

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

* Signed: _ng\,\ N'i?”"“’ﬁ

Printed Name: SV by N ﬁ/’h‘




employer Sﬂhﬁlonsstafﬁaggmu‘p

Important/im portante
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-issye the check to Yyou, deducting a fee of between $25-$35.

been cashed and if the loss of the check was not your fault, ESSG wilj issue a
new check and no fee will be deducted.

AGREED/SE ACUERDA—
“Name/Nombre (con letra de molde): Sﬁtm I N \:\‘]’\

-Signature/Firma: %(J\IV\/\_ N\ jvf‘bﬂv—r




rom OO0 Pre-Screening Notice and Certification Request for

(Rev. March 2016) the Work Opportunity Credit OMB No. 1545-1500
Dapartment of the Treasury . "
Internal Revanue Service P Information about Form 8850 and jts Separate instructions is at Www.irs.gov/formsgso,

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

" Your name S_mm \/] M% Soclal security number p u L] "’35 -7 s
Street address where you five ! 5_1 1) 7 ?M\(. S+

I Ctyortown state, and ZP sode STV | LMW €S
County ‘:\Z-G\W\S‘QJ\A' Telephone number ‘QS Ke Z &d g " lg%~

If you are under age 40, enter your date of birth (month, day, year) i&y\ ’ ’LM Ly | \ 0\, a\q

1 [ Check here if you received a conditional certification from the state workforce agency {SWA) ora participating local agency
for the work opportunity credit,

2 [ Check here if any of the following statements apply to you.
* lam a member of g family that has recelved assistance from Temporary Assistance for Needy Familles (TANF) for any 8
months during the past 18 months,
* lam aveteran and a member of a family that recelved Suppiemental Nutrition Assistance Program {SNAP) benefits (food
stamps) for at least a 3-month period during the past 15 months,
® | was referred here by a rehabiliitation 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 I 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 jeast 3 of the past 5 months, but is no longer eligible to receive them.
During the past year, | was convicted of a felony or released from prison for a felony.
* | received supplemental sscurity iIncome (SSI) benefits for any month ending during the past 60 days,

I am a veteran and | was unemployed for a period or periods totaling at least 4 weeks but less than 8 months during the
past year,

38 [7 Check here if you are a veteran and you were unemployed for a period or periods totaling at least § months during the past
year.

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

8§ [7] Check here if Yyou are a veteran entitjed to compensation for a service-connected disability and you were unemployed for a
period or periods totaling at ieast 6 months during the past year.

6 [ Checkhere If You are a member of a family that:
® Recelved TANF payments for at least the Past 18 months; or
* Recelved TANF payments for any 18 months beginning after August 5, 1897, and the earflest 18-month period beginning
after August 5, 1987, 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—Aj] Applicants Must Sign
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,

correct, and compiete. y

Job applicant's signature p S’M\ 0\;”‘7{7 Date ’] / l l ] l 7
For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No, 228511 Form 8850 (Hev. 3-201g)
117-

T ————————



| 3 3 .:. I iy (]
Form A (rev. 03/2017) TAX CREDIT QUESTIONNAIRE [ m o W8 g TAX
nucialistslin Tax Cradi: /\dlnmisimtioﬂ

EMPLOYER SECTION: i

Client; Company:

Location: Position: Starting Wage: §
EMPLOYEE SECTION:

r—lTithame: Last Name: . Suffix: Street Address; City/State; Zip:

1) []
Date of Birth Have you worked for | 17 yes, location:

U351 | 1[204] loag | 1S ey b

| G -
_ggmh NN A (G e?wnc St ol MmN S

Please complete all questions, and sign and date the form, Yes No
1. Have you or has anyone living with yon received Temporary Assistance to Needy Families (TANF) ] 0
at any time since August 5, 19977 (If yes, please provide information below.)
Name of the person receiving benefits: Relationship to you:
City: County: State:
2. Have yon or hag anyone living with yon received Food Stamps (SNAP) at any time during the past 15 months? ] O
(If yes, please provide i ion below.)
Name of the Person receiving benefits: —— Relationship to yow __
City: County: State:
3. Haveyou received Supplementa] Security Income (8SI) at any time within the past 3 months? O O
Please nots, this is not the same as Socia] Security benefits (SS) or Social Security Disability (SSDI) benefits
*Ifyou checked yes please Pprovide a copy of your SST documentation,
4. Have you received any type of vocational rehabilitation services within the past two years? ] O
Ifyes, please indicate wh; type of agency you worked with and provide their location information below:
[J Vocational Rehabilitation Agency [ ] Dept. of Veterans A ffairg ] Employment Network (Ticket to Work Program)
Name of Agency: Phone #;
City: County: State;
*Ifyou checked yes please Pprovide 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 leter of separation, O O
(If yes, please provide information below, Ifno, Please continue to Question #6.)
Dates of Servicg - From: To;
Branch of Service:
Are you entitled to or are You receiving compensation for a Service-connected disability? [ 0
6. Have you heen unemployed at any time during the last 12 months? 18] 0
Ifyes, dates of unemployment - From; To:
Did you recejve unemployment Compensation at any point during your unemployment? O O
Ifyes, in which state did you receive unemployment compensation? __
7. Have you bheen convicted of 3 felony or released from prison for a felony conviction in the past 12 months? O O
Conviction Date; Release Date;
Was thisa [] Federal or [] State conviction? If State - County; State:
| ! ‘ TR Credits
IEC (Native American): Are you or your Spouse a member of a Native American Tribe? 0 =<
Ifyou checked yes please provide q copy of your CDIB card,
CA Residents: 0 Are you the child of foster parents? [] Do You receive CalWorks? [ Worlkforce Investment Act?
[ Are You a migrant or seasonal farm worker? D Have you ever been convicted of a misdemeanor?
SC Residents: [] po You receive Family Independence Benefits?

PLEASE READ, SIGN, AND DATE:

Under penaities of perjury, I declare the information above 1o be Irue and accurate 1o the pesy of my knowledge, and | hereby quthorize any agency, organization, or
individuals to supply such verification or information that may be needed to determine tax credi eligibility 10 my employer, employer representative (Associated
Consultants, Inc, dbq Retrotax), or the Department of Labor.

New Employee Signature: ge/\/‘/\\, W - Date:j/ _I ' / / 7
EEe——




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

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

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

separately, with ETA Form 9061 (or ETA Form 9062) fﬂﬁeaeheemﬁcaﬁm—rgqmrﬁled for the new target

grﬂl l'r_!_

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

New Hire’s Signature: S ear__ Nlac pate 1/} D
New Hire Name: SCAY A A N +h

Social Security Number: 471} - 2 d-173 Al
Employer Name: SOV TAM A t

compensation.

(M| I declare that | haye been in a period of unemployment since

(Enter start date)

Privacy Act Nofice;
The Intemel Revenue Code of 1986, Section 51, as amended and its enacting legislation, ... 104-188, specify that the State Workforce Agencies are the

ETA Form 9175 (Rev. November 2016)



employer solutions staffing group..

ESSG WORKPLACE SAFETY POLICY

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

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

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

(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 a 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.
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employer solutions staffing group..

R T ——

Acknowledgement of Receipt of Workplace Safety Policy

I certify that I have received a copy of Employer Solutions Staffing Group’s ESSG
WORKPLACE SAFETY POLICY. I understand that it is my responsibility to read
this policy and ask my supervisor, a member of management or to telephone
Employer Solutions Group (ESSG) at 952.885.1288/1.866.496.7573 with any
questions I may have about this policy. I agree to comply with ESSG’s policy on
ESSG WORKPLACE SAFETY POLICY and I understand failure to comply is
grounds for disciplinary action, up to and including termination.

I also agree that if at any time during my employment I am believe that I am
working in an unsafe or dangerous work environment, I will immediately contact
my supervisor, manager, director or ESS®'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)

Sores h Vi

Employee’s Signature:

%‘M/VL\/ AWY/\ Date:




employer solutions staff Ing group.

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 days 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, jt
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. § N (Initial)

Sevr paa, ' 111N

Employee Signature: Date: { Y

Sovre N N

Employee (please print your name here)

CMG_SM - Rev. 09.2013



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

SOt N Nivkac

Individual's Name

i
Date i

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10
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0 4 employer solutions staffing group.

Leveraging Resources in a Changing Marke: Wmm o enplopr ko i grag. L@
TIIEES % 0900000 9 B "0 eviem. oy et v S e 1 aslmar, s ﬂ l’l l l .,'i : '

Soclal Security Number

474-35-139

[ ]
>
L}

5047 Vorie st St M0 SO

Gender Marital Status ng Date of B

— Fa Mamied o Y }CLCL D;'l“?'lm)

Email Address: )
_051- UG- bao) | Spyvohown it @ o)) com
1Please Select Desired Coverage:
Employee Only - Employee+Spouse - Employee+Child(ren) -
$24.00/Week $38.00/Week $36.00/Week

Family -
$63.00/Week

Sodlal Security # Birth Date | Sex Relationship
Male Spouse Child
[First Name L Last Name Female Domestic Partner
T T S i i T = SR i ot T e
LTSI i s BEh Tl v e R A S e N Sa bl il v ok ki
Social Security # Birth Date | Sex Relationship
First Name ML LastName
Othiar'coverage iniormation including Medicare/Modicard
NAME OF PERSON COVERED (FIRST, LAST):
EFF. DATE
EFF. DATE
EFF. DATE
Employes Asinowladgamant and Authorization - | hereby apply for the group ben

any misstatements or faflurs to re

efit{s) as indicated. | acknowledge that all entries are true and compiete and that
effactive date. Further, | authorize

port information may he used as the basis for cancellation of coverage for me and my dependent{(s), if any, from the original
my employer to make the necassary payroll deduction of premiums for goverages | have alected.

IF ENROLLING - YOU MUST SIGN HERE

Employes Signature

Date

EMPLOYEES DECLINING  / Qam DECLINING coverage

| understand that | and/or my flependents, if any, waive any coverage and desire to participate in the plan at a later date, liwe may he considared a late enrolies and
must mest the requirements Hefined In the Certificata of Coverage for the com

pany’s medical or dental plans. If | decline anroliment for myself or my dependents
(including my spouse) becayss of other coverage, | may, in futurs be abls to anroll myself or my depandal;:‘ In this plan, provided | raquest enrollment within 31
days after the other coveragh ends. in addition, if a new dapendent relationship forms as a result of marriage, birth, adoption, placement for adoption of parting suit
of adaption, | may be able to hnroll myssif or my dapandent, Pprovided | request enrollment within 31 days of the event.

IF DECLINING- YOU MUST SIGN HERE

trwosrars S/ A w1 /11172

Employer Solutions Staffing Group Health Benefits Team
PO Box 46270 Minneapolls, MN 55344-9958
Phone: 852-767-9519 Fax: 852-767-9515
Email; Heanh@employersoluﬁonsgroup.com




rescu maemmty Medical Benefits Plan 2
< VSI™  219301-E5G1  |orrce us ONLY LOCATION

A s Rehire Date ey Y

ENROLLMENT FORM ESC CU(UNAC-MN) P1 v18.

A. REQUIRED EMPLOYEE INFORMATION PRINT USING BLAéK or BLUE INK (Must Be Filled Out)

" Name gOmv\ N\‘)p(\ i.:S&:E‘)l Tcg#&_ 12, 0\ gfHome Phone Sex @@ __
%  Address LS_E = m e S—‘r aill/

! . “State | Zp ate of Birth
A \ VN L SS1n T aq
L Medicare Health Insurance Claim Number (HICN) _ E Medicare Effective Date
“I:lame of Covered Person {s): ] ¥ _1 % b

1.

2 3.
C. LIMITED BENEFITS PLAN SELECTION Payroll Deducted Weekly Rates
- o : . .
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 Companion Life Insurance Company.

SELECT COVERAGE Lever "0 INDEMNITY |\ ral VISION TERMUFE | SHORTTERM
 Feeony [ a0 @) senr g w4 Z wa g sea |
Employee +1 [ ] $41.10 $12.34 $4.92 $0.90
Enabe oty L1 T ey g
| NOL;;(.:ALLBeneﬁt‘s : _DY DNO ¥ .DYes l_—_INo DYes DNO | l_—_IYes DNOJ ,:IYés DNo

' This coverage is not av. able to residents of NH, HI, or PR.2STD is not available to persons who work in CA, HI, NJ, N{c‘:—r.lilm-

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

Name Relationship

D. REQUIRED DEPENDENT INFORMATION
Name

I Social Security # ' Date of Birth | Sex Relationship
i // l_ﬁ_l []Spouse [Jchild [ ] Domestic Partner

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

Name Social Security # | Date of Birth | Sex Relationship
// I_M—I ] Spouse [ ] Child D Domestic Partner

Name Social Security # ' Date of Birth Sex 3 Relationship
£ L I1MI[E] | (spouse [ chid [T Domesti Partner )

ou MUST SIGN AND DATE, EVEN IF YOU DECLINE COVERAGE
I have read the benefit

packet and understand its limitations, | understand that open enrollment is only available for
a limited time and | understand that making no benefit selection s a decli_rlati_qn_ of caverage.

oate 07,1\ 10| 7 P> SIGNATURE

This Is an Essential StaffCARE Enrollment Form.




