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E-Verify: Print Case Details - Preview

SENSITIVE BUT UNCLASSIFIED
Cass Verification Number: 2017178154735MK
Report Prepared: 08/27/2017
comggx information
Company ID; 47429 Company Name: EmpbyarSol.msuﬂmeup
m Information
Last Name: Ojuly Firat Name: bebeya
Date of Birth: 01/01/1898 Social Saourity Numbar: ** * 4754
Hire Dats; 08/27/2017 Chiizenship Status: A lawful permanant resident
Document Information
List B Dooument; Dﬁvnr'shunaeormwdbauedbyau.s.shhor outlying possession List C Dosument; Saclal Securlty Card
Alian Number: 212072184
Doocument Name: Driver's llcanaa Dosument State: Minnesota
Driver's License or ID Card Number; Dooument Expiration Date; 04/20/2018
Case Status Information
M
Current Case Result: Employment Authorized Employer Case ID;
Case Submiiied On: 08/27/2017 Case Submittad By: SGLABB32
SENSITIVE BUT UNCLASSIFIED

hﬂps:lle-verlfy.uscls.gavMeb/PrinlCaseDetalls.aspx?CaseVann=2017178154735MK

e

b il



PO Box 46270
Minneapolis, MN 55344-9956

Tel: 952.835.1288

www.esgstaffingsolutions.com

employer solutions staffing group..

New Hire Application

Personal Data— PLEASE PRINT LEGIBLY IN INK

Last Name li \i First Name !; );P: NE = ?E Middle Initial OMAQ(
Mo Gbrshusin Wore T

Street Address 3 \ Apt/Ste
™
City/State/zip WV 55\ Soclal Security Last Four XXX-XX-

[ = 2 —

XX
Emall Address__bmm‘hw @Mo Co¥

All offers of employment are conditional upon satisfactory proof of Identity and legal ability to work in the U.S.A.
Are you legally authorized to work in the United States of America? \F\YES [ONO
Appilcant Certification and Authorization

Phone Number

Staffing Agency/Recruitment Partner

| authorize Employer Solutions Staffing Group (ESSG) to use the information and statements contained in this application to determine my
quelifications for employment. | authorize ESSG to make inquiries of my former employers, except as indicated in this application,
regarding my previous duties, responsibifities, performance, compensation and eligibility for rehire.

| understand that a comprehensive background check may be conducted to determine my ellgibllity for hire by certain clients of ESSG.
This may Include but is not limited 1o, investigations of criminal and/or conviction records, driving records and/or a drug screen test as
required by clients, government regulations or by ESSG policles.

| release ESSG and other persons or entities from any claims that might be based on ESSG's decision to conduct a background check.

| certify that all statements made in my application are true and accurate and that | have not omitted any material information or provided
false or misleading information. | understand that any material omission or misrepresentation will result in my disqualification from
consideration for employment or, if discovered after | begin employment, will result in my termination.

If hired, 1 agree to abide by the policies and procedures of ESSG.

Name (Print or type) Applicant's'Sign ate”

A copy or facsimile ("fax") will be considered the same as an originai signature. Emall will ONLY be used for employment correspondence

For ESSG Office Use Only
DOH NHW I8 8850 w4
Emergency Contact Info | Background Relsase Form Background Results Unemployment Letter ESC Appiication
(if appilcable)
For ESSG Client Use
DOH ROP Work Site Loc. WC Code

ESSG - CMG Rev 04/2017




Employment Eligibility Verification USCIS
Department of Homeland Security OM]f‘ ;:nl‘ﬂl;% -
U.S. Citizenship and Immigration Services 0

lon 1, “mployee Informatlon and Alleg 'nlﬁmhyeasmustﬂqgwlefeandsfénéeaﬂantaf%ml-sﬁolarer
a6 firt day of amployment by not hetors aptapting & job offer) o |
Last Name {Family Name) Fi Naw@m Ni e_)__ Middle initia Other Last Names Used (ifany)
| HEBEVE e
Address?ShaetNumberand/vame) .~ |Apt. Number B

City or Town State  17|p code
owin Y5 1/ Oo¥Aall v [E2hs
U.S. Social Securjly Number Employee's E-ma| dress Emgloyee's Telephone Number

5 \eloole Qv Vo] Loier 2o

Iam aware that federal law provides for imprisonment and/or fines for false statements or use of falge documents in
connection with the compietion of this form,

I attest, undar penalty of Perjury,
[ ] 1. Acitizen of the Unfted States
D 2. A noncitizen national of the United States (Sege Instructions)

! g 3. A lawful permanent resident  (Allen Registration Number/UScIs Number):

[ 4. An alten authorizeq towork  until (expiration date, ifapplicable, mm/dd/yyyy):
Some aliens may write "N/A" In the expiration date fieid. (See Instructions)

that 1 am (check one of the following boxes):

Aliens authorized to work must provide only one of the following document numbers o complets Form 1-9: ~ g'j,c,,\';;"g;f:,,“lg’g;m
An Allen Registration Number/uscys Number OR Form -84 Admission Number OR Fareign Passport Number,

1. Allen Registration Number/Uscis Number:
OR

2, Form -84 Admission Number-
OR

3. Foreign Passport Number:
Country of issuance:

: i N f
Signature of Employee 3 [}

iy CT B
1

(I Ut @ prapacer or wansletor [ A prearons) antlfor tratelitor(s) assisted the employee in eamplefing Bection {.
loldg

_ belaw must be varmpieted and Signied when drepankrs endior transiatorg assist an emplayee in bampleting Sestion 1)
l attest, under penalty of perjury, that | have assisted In the completion of Section 1 of this form and that to the best of my
knowledge the Information Is true and correct.

Slgnature of Preparer or Translator Today's Date (mm/ddsyyyy)
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 117142016 N

e —



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

T Typa——— e .
] Ative Rev catio

Sentative must camplete and sign Qaqﬂenammawslneumqnlmew{awabw WWM.
’MMuﬂoﬂammwmmmmmwaanammmwmw a5 pntm':;?e

Employee Info from Section 1 LgName (Family Name) F}{gr:le @ (Given Nariig) M.I Ciﬁzenshlpllmmlgmﬂon Status
ListA OR List B D ListC

Identity and Employment Authorization Identity Employment Authorization

Document Title Documg Title EQ S _\_ Docug:& c
Sk S o0 ] A
Document Number @::E A\lumber RA5S 1n) Dowggr < 418y
Expiration Date (if any)(mm/ddlyyyy) Elera‘-ti?: Diteoriiany){mm/:{d@iy) Expiration Date I\(Sany{%lxd/yym

Document Title g

Issuing Authority Additional Information ,;?Nﬁg;,j:m?gpg;

Document Number

Expiration Date (Ifanw(mm/dd/yym

Document Title

Issuing Authority

Document Number

Expiration Date (ifany){mm/dd/yym

Certification: | attest, under Penalty of perjury, that (1) I have examined the document(s) presented by the above-named employee,
(2) the above-listed document(s) appear to be genuine and to relate to the em ployes named, and {3) to the best of my knowledge the
311(\1::'99 Is authorized to work in the United States,

e¥employee's first day of empioyment {mm/dd/yyyy): t 2(0-'2, Z'-Z OL 'k‘ee Instructions for exemptions)
B e 1

Signajure pPAuthgae s e Today's Date(mm/ddsyyyy) Titie{oT Br ployer or Autho, Representative
- \ Olb—2.71-2017 Qmﬂe '
flrat Employer or Authorized Representative Emplayer's Business or Organization Name
& \ \g (A EMPLOYER SOLUTIONS STAFFING GROLP LLC
N Address (Street Number ang Name) | City orfTown lsme ZIP Code
EDINA MN 55439

_ e}
Last Name (Family Nameg) First Name (Given Name)

Aous Grant of emn

; mployed’s p pioyment altharizafion ha
continuing émployment authorization in the §Pace provided below.
Document Title

1 aftest, under penaity 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 genuine and to relate to the indlvidual,

Signature of Employer or Authorizeqd Representative Today's Date (mm/ddsyyyy) Name of Empioyer or Authorized Representative

Document Number Expiration Date (fFany) (mmAdhyyy)

Farm1-9 11/1412016 N

ee—
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+ "y
l This card belongs to the Social Security Administration and you n'mst"_ l‘-{
| retum it if we ask for it. 4

Ifyou find a card that isn’t yours, please return it to:
y . Bocial Security Administration
P.0. Box 33008, Baltimore, MD 21290-3008

. ‘For any other Social Security business/information, contact your local
. Social Secunity office. If you write to thé above address for any business »
|1 other thap returning a found card you will not receive a response.

f : 2 X ! 2
| Social Security Administratlon |
| Form §SA-3000 (10-2007) F70112410

Wi




The exceptions don't 5, to lemental es Nonwage income, If you have a large amount of
F Or m W"4 (2017) greater than% $1,000,00 .ply =i e nonv:sgge ln:'gme, e:ﬂuc a;a:dlrgrastao,'; dnlgdef}da,F
Basio Instructions. If you aren't exsmpt, complate gonsider making estim yments using Form
Purpose, Complete Form W-4 so that your the Personal Allowan&a Worksheet below, !Ij'he 1030'555,33’:;%0;:}‘& ','f'dﬁ’g:";'s' 0;':,:{::"33;
smployer can withhold the comect faderal Income Workshests on page 2 further adjust your gnom.:l't’yﬂ’{noome, 588 Pub. 505 o fin s outplf Yol sheuild
from your pay. Consider mmpleﬁg? a new Form withholding allowances based on itemized adjust your withholding on Form W-4 or WA
each xear and when your personal or financlal deductions, certaln credits, s&u'atmama 1o Income, djust yo ng .
situation changes, or two-samers/multiple Jobs situations, Twr?deamera or miultiple _llobs. ifgjmg '}?"" ath
Exemption from withholding, if you are axempt, Complete all worksheets that apply. However, you tore o Spousa ar more than one job, figure the
complate only lines 1, 2, 8, 4, amﬁ and sl?n the may cla’?m fewer (or zero) auowa;.zpcgs!y. For ragularyD omnua""';';'s :;i%f a&%ﬁyg‘; ”g:, o:g ,;'g olaim
form to validate it. Your exemption for 2017 expires wwages, withholding must be based on allowanoes W-4. Your withho, w?i'] bs¥nost acgunrate
Feblw 15, 2018, See Pub, 05, Tax Withholding you claimed and may not be a fiat amount or when all allowances agr::"'ma“’med on the Form W-4
and Estimated Tax, percentage of wages. for the highest g.:‘ylng Job and zero allowances are
Note: If another person can claim youas a dependent Head of househojd, Generally, you can claim head clalmed on the others, See Pub. 505 for details,
on his or her tax retum, you can't claim exemption of household ﬂllle'lg status on youir tax retum only if Nonresident allen, If you are nonresident al
from withholding if ﬁurtntal Income excesds $1,050 you are unmarvied and pay more than 509 of the Ngt'ilca 1902 m‘g]'mﬁu Fo?m Ws lnstuoﬂgnn'ssfen?
and includes more than $350 of uneamed income (for costs of haes:lng up a home for yourself and ur Nonresident Al B before completing this fo
exampls, Interast and dividends), degenda s) or other qualifying Individuals. Ses By pieting .
ns. An empl may be able to claim Pub, 501, mptions, Standard Deduction, and Check your withholding. After your Form W-4 takes
Emﬁfuh n °? vo may. Filing Information, for nformation, effect, use Puh, 505 to see how the amount you are
éxemption from withholding even if the employee ls having withheld com 10 your projected toted
a dependen, if the employee: :::ofmtls ‘llnl Iaﬂ.g‘ll':: "““3’;‘;,5‘}';‘3,‘;’%‘3,;’?,’,;,"‘& cits Into for 2?)%7. Ses Pub, 505, espsglally Ur eamings
* Is 298 65 or older, Wiihalding alwaiioes, Grecka or o epencdont  eon b es L (Bingle) or $180,008 (Marriacy.
ol S e Al VoSS s e Dot
using the Perso, owances Workshe ow. avelopme: g 8
* Will claim adjustments to Income; tax credits; or v I i b
temized deductions, on his or hertax retum, sﬁ&"ﬁ,ﬁ“ﬁﬂé?&?ﬂ“:},‘ﬁﬁ::&‘ verting your ather astgwwwh' 3&3’2%2 afisr we relaze 10 Wil be posted
Personal Aliowances Worksheet (Keep for your records.)
A Enter“1"foryourselflfnooneelsecanclalmyouasadependent. s A Re = S L s
* You're single and have only one job; or
B Enter 1" * You're married, have only one job, and your Spouse doesn’t worl; or B
* Your wages from a second Job or your spouse’s wages (or the total of both) are $1,500 or jess,

C  Enter*1"for your spouse. But, you may choose to enter *-0-* jf you are married and have ejther a working spouse or more
than one job. (Entering *-0-» may help you avoid having too little tax withheid) . . , . . © 0 0 0 0 6 o 6 o

Enter number of dependents (other than your 8pouse or yourself) you wiil ciaim on your tax retum. . , |, |
Enter “1” if you wii file as head of housshoid on your tax return (see conditions under Head of household above)

i

mmog

* If your total Income wiil be between $70,000 and $84,000 ($1 00,000 and $119,000 i married), enter “1* for each eigiblechiid. &
H  AddiinesA 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 pian to itemize or claim adjustments to Income and want 1o reduce your withholding, see the Deductions
For accuracy, | apg 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 eamlnf;s from all Jobs exceed $50,000 (820,000 #f married), see the Two-Eamers/Multiple Johs Worksheet on page 2
that apply. to avoid having too ittle tax withheid,

® If nelther of the abovs situations applies, stop here and enter the number from line H on line 5 of Form W-4 below.

|

Separate here and give Form W-4 to your employer. Keep the top Ppart for your records,

w w_4 Employee’s Withholding Allowance Certificate OMB No. 1545-0074
m

P Whether you are entitied to claim a certain number of allowances or exemption from withholding is
abrment ofthe Uit subjeot to review by the IRS. Your amployer may he required to send a copy of this form to the IRS, 2 @ 1 7

Revenus Service

Last name Your soclal security number
_ _ Qlutu - lfx\i%ﬁ%-m&(_
h bt 1 3. Single Married Married, but withhold at higher Single rata,
_M (9 V[:I— 'f’@/ﬁ } \ w& E S[ nEmamw. but legally Separated, orspouse is a nenresident anen.gcheck u:g “Single” box.
<~ Clty N, state, and ZJP code 4 Ifyour last name differs from that shown on your soclal security card,
m 0\ ue/ NN ; q \n l cheak here. You must cajl 1-800-772-1218 for a replacement card, ||
5 \"fotal number of allowarnces you are"clalmlng (from line H above or from the appilcable worksheet on page 2 §IC
6  Additional amount, f any, you want withheld from each paycheck | T R Y |

* This year | expect a refund of all federa| Incoms tax withheid because | expect to have no tax ilabji 5
If you meet both conditions, write “Exempt” hers, . . . N [‘?

—

Under Penalties of perjury, | declare that | have examined this certificate and, to the best of my knowledge and bellef, it Is true, correct, and compiete,

Employee’s signature Date» {) ID\&J =

{This form Is not valld unless you sign it) »
ete fines Bﬁnd 1'0'only if sending to the IRS.) 9 Office code {optional) | 10 Employer identification number (EiN)

8 Employer's name and address (Employer: Co;

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



EMERGENCY CONTACT INFORMATION

EMPLOYER SOLUTT

ONS STAFFING GROUP
IN CASE OF AN EMERGENC

Y - NOTIFICATION INFORMATION

S EMERGENCY C'OEG'TAC i ' "
Please list two peaple (in priotity order) who could be floitadted in case of an emargericy
Contact #1 Home Phone;
A ) e
Name: OW% q@f’beu Cell Phone: 65\"’3 ?73\"' 6 S& 6
Relationship; DC’\& 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 conf;

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

EEe—




employer solutions staffing group..
Wage Payment Method Authorization (Minnesota)

If you do not ide a written electi will be paid er Check.
Employee Name - C’— [—/__-_-_— \iu’ u SSN# (last 4 digits) q_, Effective Date
Deposit (Please complete Sections 3 and 5 below)  Npge: Direct Deposit accounts may take up to 7 days to be activated
Payroll Debit Card (Please complets Sections 4 and 5 below) Paper Check (Pleaso complete Section 5 below)
0 Update Bank Account T understand and acknowledge that if T do not provide a
Bank Name: { voided check with this direct deposit form, I am
\ Lﬁ Y- F responsible for any delays in payroll or extra costs
Routing# aim, incurred if the account number that I provide is incorrect,
l' e 0 0—Cl50 T Initial %( ) Dae L
Account Type: Checking [] Savings []Other i

requestaPayrollDebxtCnrdibryou,wemustpmwdenllofthefollo on that will enable the Institution to identify you, If

you do not submit a Direct Deposit/Payroll Debit Card Authorization, BSSG will provide the neces information and igsye You a Payroll Debit

Cardmpay.yomwages Foryourpmtecnon,theﬁnandalinsﬁwﬁonmayaskyoutomudethemaddx onmformaﬂonsotheycan
your

Except for the routing and account number, ESSG does not have access to any information regarding your Payroll Debit Card account or
transactions. On your first payday, you will recejve Your new Payroll Debit Card, and a packet containing all of the terms and conditions, You will
then sign owledging that you received the Payroll Debit Card and packet. Your Payroll Debit Card will be reloaded on each payday you recejve

-l'".......
ON (as yon want your Payroll Debit Card to be is?lueg

= Dt " O1]o]1998

agial Security# q_ ;

D
Cell Phone (mobile) 6 ﬂ '_2 3 2 ’62 @
%d when you pick up your Paym%

e

VUETTORTZ A [N
I authorize ESSG to dire

made in error to my account(s), * E-mail is required for pay stub information.
~
“E-mait:_ 1 D\TYCL) il @}_ﬂlﬂj@a (oM
K is inf6rmdtion ithonly be used to send your paystubs electronically
s B T owe_y D7
Employee's Signature: __% ]

b




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, crimj-
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 valld 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 Faijr 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 js attached. By signing below, You acknowledge receipt of these documents,

Personal Information: Please print the informa }jn requested below t dentify yourself for BGC,
Printed name: E 2{1—‘/‘ )ﬂ’a“){; ( Mﬁ"{ ﬂ M L U
kgt © v Middle (OO Last ~
none)

Other names used:
Current county of residence:

Current and former addresses:

W amend 013 UOUF- (oorSha/in Yae WV
from Mo/Yr to Mo/Yr Street C[ty@Staw 2 N\W

<
from Mo/yr to Mo/Yr Street City, State & Zip €6 \’}ﬂ

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.

Date of birth Soclal security number

Driver’s license number & state Name as it appears on license

Report Copy: If You are applying for a job or live in California, Minnesota, or Oklahoma, you may request
a copy of the report by checking this box: 0o.

Shleduw gl
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employer solutions staffing gnoupu

STATEMENT OF CONFIDENTIALITY

This agreement made thi&(i"ﬁéy of § O ¢ " 201:7between
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.

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

: resentative
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il \”? B $

o om g Al
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employer solutions staffing group..

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. 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,

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): QQ’)E&E‘FY/QE | [iD(M (57

Signature/Firma: | /L/{/(




employer solutions staffing group..

INJURY MANAGEMENT PROGRAM

Injured Worker’s Responsibilities

of Minnesota workers’ compensation laws. Wherever Possible light duty
restrictions imposed as g result of your injury will be accommodated.

RESPONSIBILITIES OF THE INJURED WORKER:

Obtain a Report of Workability from your physician at every appointment, a
minimum of once every two weeks. M.R. 5221.0420 requires that your physician
cooperate with return to work planning and that you be released to return to work
at the earliest appropriate time.

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



Maintain regular, weekly, communication with your employer if you are unable to
return to work. Contact

inimum of after every visit with your

Primary health care provider, Keep the claim




o OO0 Pre-Screening Notice angd Certification Request for

(Rev. March 2018) the Work Opportunity Credit OMB No, 1545-1500
Department of the Treasury . .
Internal Revenue Service > Information about Form 8850 and its Separate instructions is at WwWw.irs.gov/formsssp,

Job applicant: Fill in the lines belgw and check any boxes that apply. Complete only this side.
Your name "('i\ K

o rfr%) F;’y EF O AN (_/( So\clal security numberé {rLg_'ﬁw%
Street address where you live kl O Q’f \/U\N( Y\L ,\llr\f \

City or town, state, and ZIP code

County M f 0{,6'\/\% ’V\.’(ﬁ - ’V\ Telephone number 65”, %’6 % q

¥

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

1 [1J Check here if Yyou received a conditiona] certification from the state workforce agency (SWA) or a participating local agency
for the work opportunity credit,

2 [7] Check here if any of the following statements apply to you.
* lam a member of a famlly that has recelved assistance from Temporary Assistance for Needy Famijles (TANF) for any 8
months during the past 18 months,
® lam a veteran and a member of a family that recelved Supplemental Nutrition Assistance Program (SNAP) benefits {food
stamps) for at jeast g 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 jeast age 18 but not age 40 or older and | am a member of g famlly that:

b. Received SNAP benefits (food stamps) for at least 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 fora felony.
* | recelved supplemental security Income (SS) benefits for any month ending during the Past 60 days,
® lama veteran and | was unemployed for a period or periods totaling at least 4 weeks but less than 6 months during the

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

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

§ [J Check here if Yyou are a veteran entitled to Compensation for g service-connected disabliity and you were unemployed for a
period or periods totaling at least 6 months during the past year.

8 [ Checkhere if you are a member of a famlly that:
* Received TANF Payments for at least the past 18 months; or
® Recelved TANF Payments for any 18 months beginning after August 5, 1997, and the earflest 18-month period beginning
after August 5, 1997, ended during the past 2 years; or

¢ Stopped being eligibie 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 i you are in a period of unempioyment that is at jeast 27 consecutive weeks and for all or part of that period
you recelved unemployment compensation.

Signature—AJ Applicants Must-Sign

Under penaties 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,
carrect, and complets,

Job applicant’s signature p | @n iy Date L\ / :).,6 / { F
For Privacy Act and Paperwork Redy, W&ﬁ&,‘se‘e’ page 2, Cat. No. 228511 Form 8850 (Rev. 3-2016)

117-
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Form A (rev. 03/2017) TAX CREDIT QUESTIONNAIRE

EMPLOYER SECTION:
Client: Company:
Location: Position:
EMPLOYEE SECTION:

Name: Last Name: Snffix; Street Address:
iy

ﬁnﬂ%‘}fc" X Y G275 Wurin

R L

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) d 0]
at any time since Angust 5, 19972 (i yes, please provide information below.)
Nams of the person receiving benefits: Relationship to you ___
City: County: State:

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

Name of the Person receiving benefits: ——— Relationship to youw
City: County: State;

Name of Agency; Phone #
City: County: State;
*Ifyou checked yes please provide q copy of your active Individua] Work Plan and Ticket 1o Work dociamentation,

S. Are you a Veteran of the U.S, Military? *J7yes, Please provide q capy of your DD-214 and letter of separation,
(If yes, please provide information below, Ifno, please continue to question #6.)

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

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

If'yes, dates of unemployment - From:; To:;
Did you receive unemployment compensation at any point during your unemployment?
Ifyes, in which state did Yyou receive unemployment compensation? __

O
O

T T R T ]
Ol O oo

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

—

Additional Tax Credits

IEC (Native American): Are You or your spouse a member of a Native American Tribe? O a
Ifyou checked Jes please provide q copy of your CDIB card,

[ Are You a migrant or seasonal farm worker? D Have you ever been convicted of a misdemeanor?
SC Residents: [ Do Yyou receive Family Independence Benefits?

PLEASE READ, SIGN, AND DATE:

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

individuals to supply such verification or informatiop that may be needed 10 determine tax credit eligibility to my employer, employer representative, (Associated
b i

Consultants, Inc. dbq Retrotax), or the Department / -
ol vue:_b [ | (7~

New Employee Signature;
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U.S. Department Labor OMB Control No. 1205-0371
Employment and Training Administration Expiration Date: J; anuary 31, 2020

LONG-TERM UNEMPLOYMENT RECIPIENT SELF-ATTESTATION F ORM
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) for each certification request filed for the new target
group.

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

New Hire’s Signature;

: \
New Hire Name: g SHE Y ” OL)MLU
Social Security Number: M:F% —05" Hﬂ%"(

Employer Name: % l'?@ E YF @ J UL U

compensation.

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

(Enter start date)

' Privacy Act Nofice:

"designated" agencies respansible for administering the WOTC certificaion procedures of this program. The Information you have Provided completing this
form will be disclosed by your employer to the Stete Workforce Agency. Provision of this information is voluntary; however the Information is required to
determine your employers eligibilty for the federal tax credit.

Publlc Burden Statement:

S0ns are not required to respand to this collection of information unless t displays a cumently valid OM B control number. Respondents’ obligation to
complete this form Is required to obtain or retain benefits (P.L. 111-5). Public reporting burden is esfimated to average 10 minutes per Tesponse, inciuding the
time for reviewing Instructions, searching existing data Sources, gathering and maintaining the data needed, and completing and reviewing the collection of
Information. Send comments regarding this burden estimate to the U.S. Department of Labor, Division of National Programs Tools Technical Assistance,
Room C-4510, Washington, D.C. 20210 {Paperwork Reduction Project 1205-0371). Please do not Submit completed forms to this address,
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employer solutions staffing gl'bupmc

Notification of Minnesota Law Re uirement —

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)
acceplts employment with the client of the staffing service, is considered fo
have quit employment

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

) N
e

please print your name he)

Employeért

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.

understand that this policy in any form, and any employee handbook including this
policy, are not g unilateral employment contract or offer thereof.

other pel:sons or entities acting for or with them, to collect g body component (blood

Biheye

Individual's Name *
bl
Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10
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employer solutions staffing group..

dangerous work environment, I will immediately contact
my supervisor, manager, director or ESSQ¥g Safety Director at
952.835.1288/1.866.496.7573 in order to obtain assistance in the resolution of such

Employee Name (Pleage Print)
\2eBeye e

Employee’s ignature:

o 0.6 1




m ACKNOWLEDGMENT

The associate handbook was reviewed with me, and | have received My personal copy. | also
acknowledge that | have been given the Oopportunity to ask questions and express concerns
during my orientation, Additionally, | understand and Support the following:

1. This handbook is intended as a guide and not an employment agreement that
Creates a contractyg| relationship, and that the employment relationship may be
terminated at the will of either party at any time.

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

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

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

Date: :[) I’JEI-J %

Associate's Signature: __@LQ%Q’[U :

Associate's Printed Name:

Orientation provided by:

24
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Enhanced MEC Plan_Plan 1 Benefit Plan Adwministratos, Joc

Benef™s Enroliment Form Rehire Rehire Date

Employee Information

Name (First 1nd Last) '\ Soclal Security Number
UoUT: feorshuy | MY |55hy
N 0 iz

Please Select Desired Coverage:

Employee Only - [: Employee+Spouse - Employee+Child(ren) - Family -
$24.00/Week $38.00/Week $36.00/Week $63.00/Week
Social Security # Birth Date | Sex Relationship
MIL Last Name ::v‘:'m:m SPMDWCEHW
8oclal Security # Birth Date | Sex Relationship
Male Spouse Child
T ML Last Name Female Domestic Partner
Sodial Securty # TBirthDate | 5o I R@ﬁwp
it Nams W &t Name s i e e

NAME OF PERSON COVERED (FIRST, LAST):

EFF. DATE
EFF. DATE
EFF. DATE

Employesa Aclmowledgement and Authorization - | hereby apply for the group benefit{s) as indicated, | acknowledge that ajj entries are true and complete and that
any misstatements or failure to report Information may be used as the basjs for cancellation of coverage for me and my dependentys), if any, from the original
effective date, Further, | authorize my employer to make the necessary payroli deduction of premiums for coverages | have elacted,

IF ENROLLING - YOU MUST SIGN HERE

Emplayes Signature Date

[EMPLOYEES DECLINING Iam DECLINING coverage

Tunderstand that | and/or my dependents, if any, waive any Caverage and desire to Participate in the plan at a Iater date. liwe may be consldered a late enrollee and
must meet the requirements defined In the Certificate of Coverage for the company’s medical or denta} plans. Iif | decline enrollment for myself or my dependents
(inciuding my Spouss) because of other coverage, | may, In future bhe able to enroll myself or my depend In this plan, provided | request enroliment within 31
days after the other covarage ends, in addition, if a new dependent relationship forms ag a result of marriage, birth, adoption, placement for adoption of parting suit
of adoption, | may be able to enrojj myself or my dependent, provided | request enroliment within 31 days of the event.

HF DECLINING- Y MUST Slﬂ’ HERE

&l 0 U - 4l16/17

Employee Signature [\ 0 m

Employer Solutions Staffing Group Heaith Benefits Team
PO Box 46270 Minneapolis, MN 55344-9056
Phone: 952-767-951g Fax: 952-767-9515
Emall: Health@employersolutionsgroup.com
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' VSl 219301ESG-1  |orFice ust ony LOCATION RehireDate __;

TTTTeesssany smacwical senetits Plan 2

ENROLLMENT FORM ESC CU(UNAC-MN) P1 v18,
PRINT USING BLACK or BLUE INK (Must Ba Filied Out)

27N
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Apt. #

>

. . e e

503 T 8('Tqq3

;
B. DO YOU OR ANY OF YOUR DEPENDENTS RECEIVE MEDICARE BENEFITS? DYesDNo If Yes, please continue,
Medicare Health Insurance Claim Number (HICN) ' Medicare Effective Date

. -— e e e e, e e o - —— | —

Name of Covered Person (s);
1. 3.

R i 2
C. LIMITED BENEFITS PLAN SELECTION Payroli Deducted Weekly Rate;
You MUST select 5 coverage level before any benefits in Section C. Your coverage level for the aj| 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
Vi

4 e o s - o e . . —— b2

Insurance Company. The Vision plan is underwritten by Companion Life Insurance Company.
SELECT COVERAGE LEVEL F Y L VISION TERMLIFE | SHORTTERM
Employee Only [ ] 2025 (B se7 | saua & soeo | sazo &
Employee + 1 [] $41.10 $12.34 $4.92 $0.90
Employes + Family ] $54.88 $20.36 $6.56 $1.80
NO to ALL Benefits m D Yés D No D Yes D No | DYes D Ng D Yeg Q_’SS___,,D Yes D No )

_;This coverage is not available to residents of Nf'm, or PR.2STD is not available to persons who work in CA, HFNTJ, F\I—Y,_o-;l—il_

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

Name Relationship e e L g e
Name  Social Security # | Date of Birth | Sex | Relationship
S e L Sl L L M L] Spouse []child [ Domestic Partner
Name | Social Security # Date of Birth , Sex  Relationship
:' 7 ' [m] ! []Spouse [ ] child [ 1Domestic Partner
=2 o T————— Bith Tome oot =t ZWIC | Domestic Par htaifiy
Name Social Security # | Date of Birth l Sex ; Relationship
e — | 7/ -+ Lpouse []chitd [ Domestic Partner
Name ' Social Security # | Date of Birth ; Sex | Relationship
L | MIE ..,.A__.l;l§99!{§9_.,_.@kQh!!s:'_D..'??m%ﬂisPact_n_:er_

i@ﬁﬁ"@m@él@m?@"ﬂmmﬁ COVERAGE
I'have read the benefit packet and understand jts limitations. | understand that open enrollment js only available for
a limited time and | understand that making no benefit selection is a dedlinatiog of coverage.

e = 0 S UNGEISTANG ¢ T S22 2 J8QUNStIOR of coverage T &LLM e

This is an Essential StaffCARE Enroliment Form.

.éerﬁ_-;Qé_/é{g@_»ﬂm&i:..M.....__. | D>SIGNATURE




