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Case Verification Number: 2017219183858EV
Report Prepared; 0872017
Sompany Information
b Company D: 47400 Company Nams: Ennhyuanmsmmanup
Employes nformation
Last Nams: omar Firat Nams: hashir
Dats of Birth: 02m2/1885 Social Security Number: e 4520
Hire Date: 08/07/2017 Mwmmmmﬂmw
Documsnt Information
\
LmBWMhnnmlDwdbuubyaU&ahhwmmn Lucmmntsml&wrnym
Alien Number; 200883085
Dooument Name: Driver's Hoanss Document Stata; Minnespin
DﬂvsfaUumorlDCaMNmnbm MWMMMB
Casn Status Information
W
Cument Case Rasult: Employment Authorized Employer Case iD;
Casa Submitted On: 08/0772017 mmﬂhdﬂw SGLASSS2
SENSITIVE BUT UNCLASSIFIED
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employer solutions staffing group..

New Hire Application

A copy or facsimlle ("fax’

Personal Data-- PLEASE PRINT LEGIBLY IN INK

Last Name __@pn oy First Name _BMl"t"Yi Middle initial

StrestAddress_Z1] 134\ ¢4 W wp- -0 Apt/Ste
CityiStateZip _ {04+ _grmd _ fon)§ Social Security Last Four 3XX-XX- 4529
Phone Number _$G|2-—Jo|~3¢4q Emall Address @

Staffing Agency/Recruitment Partner

Brfvn _omer™ Sl

Name (Print or type) Applicant’s Signature

For ESSG Office Use Oniy

DOH NHW 19 8850 w4

Emergency Contact Info | Background Release Form Background Resuits Unemployment Letter ESC Application
(If applicable)

) will be considered the Same as an origlnal signature, Emalil will ONLY be used for employment correspondence

For ESSG Client Use

DOH ROP Wori Site Loc. WC Code

ESSG - CMG Rev. 04/2017




rorm W-4 (2017) e o

Baslo Instruotions. if you aren’t exempt, complets Sonsider making estimated tax payments using Form
Purpose, Complete Form W-4 so that your the Personal Allowanoes Workshest balow. The 1M'm addiﬁozg&]#% O&m
employer can withhold the correct federal Income Worksheots on page 2 further adjust your ﬁulmﬁmme 888 Pub. 808 g:ﬂnd outH you should
W04 e yeat e corpeting a new Form dectons. oureeoes besecton emizad Income,  adjust your withholding on Form W-4 or W-4P.
situation es. or two-eamers/multiple ]ob%ag{uaﬂom. Nr?dneamera or multiple jobs. if 1ng l}lgva am
Exemption from withholding. If you are exem Complete all workshests that . However, you working r mora than one job, e
comp’:lta only lines 1, 2, 8, 4, amyg and sign thpet' may clagm fewer (or zero) allm:pcgsh.' For ragularyo g}":'""";bs 3’;""_" "m‘gg’m:’ o:g'ﬁg""'"a'"‘
form to validate . Your axsmgﬂon for 2017 expires wages, withholding must be based on allowances W4, Your withholdin uzually will be¥nost
Feb 18, 2018. See Pub, 505, Tax Withhoiding you claimed and may not be a fiat amount or when all allowances gra claimed on the Fom_'?e
and gnatadﬁx. percentage of wages. the highest paying job and zero allowances s
Noth?cslfalmpmnmwuasadepandem Head of houss| ensrally, you can clalm . CialiTiec urT e oters. See Pub, 605 for datalls,
on or retum, you can't élaln exemnotinn af-housshoh il aX return on
o WINTDIting 1T your total Incoma exceeds $1,050 are unmarisd and pay more than 509 of Nonresident allen. It you re & nonresident allen, see
and includes more ”‘lnan $350 of uneamed Income (for 3‘3..?.“ of kae?lng olt‘ﬁ a hg?nye for yourseif and ﬁgﬁgggﬁ' %Pneg'me?g“lsvg: m"#nm for
example, interest and dividends), d andengae:: er qualifying Individuals. e Pleting b
An empl be able to ciaim Pub, 501, pﬂonsfn;sgandard Deduction, and Cheok your withholding. Aftar your Form W-4 takes
mfh withholding e"\;:x Ifthe employes is Filing Information, for information, sffect, use Pub, 505 to see how the amount gu are
a dspendant, if the employse: Tax mu. You can m :wrgjgg:d mtaf e?:fdm Info mqwguﬂmwygﬁ; mj%?’t:gmin - 1ed
* |s age 65 or older, wmacmholdlngﬁgalmlowanu ':E;s‘chc"rgq& for chiid or gep?a,l,de;g :xmed :130,000 (SIngfzfc;r $1 M.OﬁMarﬂe@.
Is blind, or care expenses and the credit e glaim uture developments. Information Lt any future
<1 s o s e e T T =
3 rel
RRemized deductions, on his or her tax retumn. m:edu: Into w]ﬁ]':,g| ,,,8,’,‘,3,‘1‘,,22""" Y aetg www.lra.egnovm. g o
Personal Allowances Worksheet (Keep for your records.)
A Enter"1"foryourselflfnooneelaecanclalmyouasadependent. 9 0 0 00 6 06 000 0 8 A
a You're single and have only one job; or
B Enter*1"if: @ You're maned, 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 total of both) are $1 ;600 or less,

C  Enter “1” for your spouss, But, you may choose 1o enter “-0-* if you are married and have either a working spouse or more
than one job. (Entering *-0- may help you avoid having too fittle taxwithheld) . . ., ., , . . © 9 0 0 o0 o g

Enter number of dependents (other than your spouse or yourself) you will claim on your tax retum. . o o o

Enter *1” if you will file as head of household on your tax return (see conditions under Head of household above)

Enter “1” if you have at least $2,000 of child or dependent care expenses for which you plan to claim a credit

(Note: Do not Include chiid Support payments. See Pub, 503, Child and Dependent Care Expenses, for detalls)

G  Child Tax Credit (including additional child tax credit). See Pub, 872, Child Tax Credit, for more information,

® If your total income will be iess than $70,000 ($100,000 if married), enter “2” for each eligible child; then less #1" if you
have two to four eligible children or less “2" if you have five or more eligible children.

® If your total income will be between $70,000 and $84,000 ($100,000 and $119,000 i married), enter *1” for each elighlechid,. &
H  AddiinesA through G and enter total here, {Note: This may be different from the number of exsmptions you claim on your tax retum,) > H

° l:’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 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 comblned

worksheets eamlnFs from all jobs exceed $50,000 ($20,000 i married), see the Two-Eamers/Muktiple Jobs Worksheet on page 2
that apply. to avoid having too little tax withheld,

® If neither of the above situations applies, stop here and enter the number from line H on line 5 of Form W-4 below,

mmgog
TmoOoO

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

Employee’s Withholding Allowance Certificate

OMB No. 1545-0074
Department of the Trezsury P Whether you are entitied to claim a certaln number of allowances or exemption from withholding Is 2 @ 1 7
Intemal Revenus Service 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 middle Initial Last name 2 Your soclal security number

Bashiy A4 oMoy &-29-~
Fome addresa (umber and street of rural o) 3 L] single [T Marred L] Marred, but withoig higher Single rats.
?) ] X f ’+ Jv\ S + N VJ Note: if maried, but legally saparated, or spouss s a nonresldent allen, check the "Single® box,
City or town, stats, and ZIP cade 4 Ityour last name differs from that shown on your soclal security card,
check here. You must cal| 1-800-772-1213 fora replacement card, > E]
§  Total number of allowances you are claiming (from line H above or from the applicable workshest on page 2) 5 H
6  Additional amount, if any, you want withheld from each paycheck I S I3 [ =
7 lciaim exemption from withholding for 2017, and | certify that | meet both of the following conditions for exemption. :

Form w-4

TSR

* This year | expect a refund of all federal Income tax withheld because | expect to have no tax liability.
lfyoumeetbothcondiﬂons.write“Exempt"here. W e |
Under penalties of perjury, | declare that | have examined this certificate and, to the best of my knowledge and belief, it is trus, correct, and complete.
Employee’s signature ‘% L
(This form Is not valld unless you sign it) » Date » ?} '-_;L/ [ F
8  Employer's name and address (Employer: Complete lines 8 and 10 only if sending tothe IRS.) | 9 Office code (optional) | 10 Employer Ideritification number (EIN)

s i

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



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

U.S. Citizenship and Immigration Services %&%Qﬁ%‘ﬁ

[Seétlon 7. Empldyee Informalion an A

tlon (Erployeea riust compiors and sign s T of farm (8 nolafer |
mmawmdaywmmmwmrhMempma ofter) _ Salisy
Last Name (Family Name) First Name (Giva.n Name) Middle Initial Other Last Names Used (ifany)
omey Degh~y »4

Address (Street Number and Name) Apt. Number City or Town State ZIP Code

21 A g W 890 | go9r ard pory mn | 5497 |
Date of Birth (mm/ddpyyyy) |u.s, Social Security Number Employee's E-mall Address Employee's Telephone Number
0/o2-/198S |[8LS1Y- o4 - [A3714 612301 3842

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

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

[] 1. Acitizen of the United States

D 2. A noncitizen national of the United Siates (See instructions)

|:| 3. A lawful permanent residert® (Allen Registration Number/USCIS Number):

[[A4. An alien authorized to wolk _unti (explratioh date, if applicable,. mm/dd/yyyy): a - aﬂ: Q‘E
Some allens may write "N/A" In the expiration date field, (See_ Instructions)

Allens authorized to work must provide only one of the following document numbers to-complete Form 1-9: e Codd ;,,s;,":;';"g;m
An Allen Registration Number/USCIS Number OR Form 1-94 Admlss'(qn Nu:pber OR Forekh Passport Number,
1. Alien Registration Number/USCIS Number: 2600 -—OM ?— o06S
OR s -f,.*
2. Form 1-94 Admission Number: _ o
OR '
3. Forelgn Passport Number:
Country of Issuance;

3}

Slgnature of Employee Today's Date {mm/dd/yyyy)

3/o0%(19

réf andlar Translator Gertifioation (sheak’one)i ™ iy
| net uge & preparer ar tanalatol. [ A praparers) dndot Yenatatni(s) desisted thd pmplayee jn pampleting Sectiorl 1.
(P8 heloww must be agmpleted and signgl wher preparers PridVar Iranslatory assist an emplayee in semplelig Seation 1)

1 under penalty of perjury, that | have assisted in the comi)latlon of Section 1 of this form and that to the best of my
owledge the information Is true and correct.

S Preparer or Translator Today's Date {mm/ddfyyyy)

LastName (Family Name First Name {G.__ive; Name) E
Address (Street Numbir;wap( — Stale  |ZIP Code
S(8 tph sE i I Ao Ea od forts MY 5 b7 a2

@ Employer Cbn_gplefes Next Page

FormI-9 11/14/2016 N



Employment Eligibility Verification

USCIS
Form I-9

Department of Homeland

QOMB No. 1615-0047

Employse Info from Section 1 Lasu:im\e:m(ﬂ'yﬂnm) - W
A ©OR LstC
Identity and Employment Authorization Employment Authorization
Document Title Document Title Document Title
Issuing Authority 1ssuing Authority Issuing rity
D nt Numb ber ,Q == ﬁm\be
ocument Number : umber Dgcument r
5 x3cHs7c0215 T8 "35> -us
Expiration Date (i any)(mm/ddlyyyy) ration Date (i any)(mm/idclyyyy) Expiration Date (i (mm/dd/yyyy)
. 02-0x-20\ &
Document Title B
Issuing Authority Additional Information Do Nt VAo e e mace
Document Number
Expiration Date (i any){mmiddlyyy)
Document Title
lssuing Authority
Document Number
| Expiration Date (7 any){mmiddiyyyy)

Certification: | attest, under penalty of perjury,
(2) the above-listed document(s) appear to be genuine and to
rk in the United States.

employes Is authorized to wo

8'ymployee’s first day of em

that (1) | have examined the docu

ment(s) presented by the above-named employes,
relate to the empl

oyee named, and (3) to the best of my knowledge the

' Q%-01-201 ."){See Instructions for exemptions)

oday's Date (mm/ddiyyyy) | Title of Employer or Authorized Representativa
-] -7 _0\ " )Recruiter

[ FirstName of Empl

a\orAuihorlzed Rep Employer's Business or Organization Name

Shelby

7480 Flying Cloud Drive Suite 200

Employer's Business or Organization Address (Strest

Employer Solution Staffing Gro
Number and Name)| | City or Town State  (zip Code
Eden Prairie

MN 55344

Bectlon 3. Reverification and Refilres

.
{To be compietéd and signed by employer or autharize

d'reprasentative;)

A. New Name (I applicable)

B. Datp of Rehire (f agplicable)

Last Name (Family Name)

First Name (Given Name)

Middle initial | Date (mm/Addiyyyy)

@ Wihe employee's previous granf of émployment autho
continuing employment authorization In the space provid

rization has expired,

provide the information for the document or recaipt thal eslaBiishes
ed below.

Document Title

Document Number Explration Date (i any) (mm/ddlyyyy)

| attest, under penalty of perjury,

that to the best of my knowledge,
the employee presented document(s), the document{s) | have

this employee Is authorized to

work In the United States, and if
examined appear to be genulne and

to relate to the individual.

Signature of Employer or Authorized Representative

Today's Date (mm/ddfyyyy) Name of Employer or Authorized Representative

FormI9 07/1717 N

Page 2 of 3






. Ifyou ﬂnd a card that isn’t yours, pleasa’réfum itto:

R S——

o s |

a0
This card belongs to the Soclal Secunty Admmldtranon and you mus}1 i
return it if we ask for it. j TN BRI er
° . ' Socidl Security Administration P 1
NP PG’ Box 33008, BaltimoregMD 21290-3008

For @ny other Social Secunty'!:usiness/mfonnanon, contact your local
Social Security office. If you varite to the above address for any business
other than returning a found carﬂ you will not receive a response

Social Security. Admlnlstrluoq

Form SSA-3000 (08-2011) . H G 1 8096 9 78 .,

yRsoin B Lo s Sl e Pl J'_‘




EMERGENCY CONTACT INFORMATION

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

Employee Name: _Qﬂ]’“’v @ W |
rgtress:_ 318 (M S+ W apt 90 fosp ol poid wnd SE

Home Phone:
;*laa;e list two peopla (ln priomy orqaq wklccxnﬁc‘i) &Tﬁgﬁm Il phse of an em_' .
Contact #1 Home Phone:
Name: MW gWM T Cell Phone: ([ 2 - £CH -43 94
Relationship: pro v iin  tow) Work Phone:
Contact #2 Home Phone:
Name: gl sone’l CellPhone: 330 223 § 484
Relationship: { PourA_. Work Phone:

Additional information you want Employer Solutions Staffing Group and our clients to know in the event
of an emergency:

This information will remain confidential and will only be used in the case of an emergency.



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

Employees have the option of receiving wages by Direct Deposit and/or Payroll Debit Card.
If you do not provide a written election, wages will be paid b paper Check.
Skl BASIE RO RN ON

BeLZIe

S ; OEL B EION

JA| Direct Deposit (Please complote Sections 3 and $ below)
|| Payroll Debit Card (Please complete Sections4 and 5 below)
SECEION 3 PIRECIHT DEPOST

O Update Bank Account

Note: Direct Deposit accounts may take up to 7 days to be activated
| | Paper Check (Please complete Section S below)

T understand and acknowledge that if I do not provide a

Bank Name: voided check with this direct deposit form, I am
W(/“ﬂ M‘D responsible for any delays in payroll or extra costs

- 4 ( Yy, g/ &” incorred if the account number that I provide is incorrect.

Routing#

Aot bgo) < -3 P> nitial AZ Date g{illz
Account Type: _ |/] Checking [] Savings [JOther
Tohelpnsavoidmal:inganen‘nr,pleaseatmhacopyofavoidedcheck.(adepositallpwlllnotwork)
Ifyauchangebankn,donntcloseyouroldbaukawomnmﬂyomdﬁactdeponﬂhasmmdmﬂlenewbmhwhichmaymkﬂpaypmiod&

SECEIONTE PANROLL DEBEE CARD (GLEOBNE NS CARD)

Exceptforthemnﬁngandaccountnumber,BSSG doesnothaveaceesstomyinibrmaﬁonregardingyomhymll Debit Card account or
transactions. On your first payday, you will receive your new Payroll Debit Card, and a packet containing all of the terms and conditions, You will
then sign acknowledging that you received the Payroll Debit Card and packet. Your Payroll Debit Card will be reloaded on each payday you receive
wages.

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

First Name Last Name Date of Birth
Street Address (Po BoX NOT ACCEPTARLE) 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

IhavereceivedmyPaymI]DebitCm-d, welcome brochure, program fees, program terms, conditions, and disclosures, By activating my Payroll Debit Card,
Imnagreeingtuth:progmmtexms, conditions, anddiaclosnresmatareinnludedormadeavaﬂnhletomeﬁ'omﬁmemﬁmeﬁomﬂleﬁnmcinlinstitnﬁnn.I
authorize the financial institation to debit my Payroll Debit Card account for the fees descxibedinﬂleﬁeschednlcthatispmofﬂwprogmmtanns,
conditians, and disclosures,

Employee’s Signature: Date:

SEEHONS T NTHTORIZ N O

I authorize ESSG to directly deposit my periodic wages/compensation payments, net of required tax withholdings, other required withholdings
or authorized deductions, into my account(s) as designated above and to initiate, if necessary, debit entries and adjustmentsfor any credit entries

made in error to my account(s). * E-mail is required for pay stnb information.
*E-mail:_[20 Shi vL gmax @ gmai | -com—

this information will only be used to send your paystubs electronically

Employee’s Signature: % 2 Date:_Z) ,Q [/




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 Employment 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 nthers for lepitimate b siness-purposes-related-to-vouremplovme 2

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-
matlon sources. You acknowledge that a fax, image, or copy of this authorization is as valid as the origl-
nal. You make this authorization to be valid for as long as you are an employee of ESSG.

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

Personal Information: Please print the information requested below to identify yourself for BGC,

Printed name: Bashyy Abclr oMay |
First Middle ([1 Last
none)

Other names used: /}/~
Current county of residence;

Current and former addresses:

curent 3/F L4 4 /Vﬁl/ i4f7£ cya”/ ﬁ"y/{lf -6/5;

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
checking for records. BGC will not use it for any other purposes.

o021 19g 5 F56-33-453q
Date of birth * Soclal security number )
Ao €QUIIL
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: 1.

~ZE7 &l 3/t 7

Signature Date /




g

employer solutions staffing group..

STATEMENT OF CONFIDENTIALITY

This agreement made this‘v-h\day of :A;Q% g 3 ﬁ , 2017_, 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.

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

Beghny o;vwf‘/

Emplpyee Signature

Employer Solutions Staffing LLC, Representative




'Iil
L N3

L = 1 ’r
._ﬂ i
s A i

T

Important/Importante
LOST OR STOLEN PAYCHECKS

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

If your paycheck was stolen, you must first file a police report before we can re-
issue the check. Once you have done so, you must provide a copy of the policy
report to your staffing recruiter that the check was stolen. If the check has not
been cashed and if the loss of the check was not your fault, ESSG will issue a
new check and no fee will be deducted.

CHEQUES DE PAGO PERDIDOS O ROBADOS

Si un cheque de pago se pierde (que falta, fuera de lugar, destruido, perdido en
el correo, etc), usted debe notificar a su reclutador de personal que el cheque no
se puede encontrar. Si se puede verificarque el cheque no ha sido cobrado,
ESSG se detendra el cheque de pago y reemitir el cheque a usted, descontando
un cargo de entre $ 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
debe proporcionar una copia de la denuncia a su reclutador de personal que el
cheque fue robado. Si el cheque no ha sido cobrado y si la pérdida del cheque
no fue su culpa, ESSG emitira un nuevo cheque y no hay cuota se deducira.

AGREED/SE ACUERDA—

Name/Nombre (con letra de molde): /?;MW\( OW‘@/
Signature/Firma: % ’

employersofutions staffinggroup.



{: §
L e

—

employer solutions stﬁng grbupuc
INJURY MANAGEMENT PROGRAM

Injured Worker’s Responsibilities

As your employer, we are concerned about your full 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:

Minnesota Rule Sec. 5221.0430, Subp. 1 requires that you choose one primary
health care provider. Subpart 2 places limitations on your right to change
primary health care providers. Discuss with your employer any change in health
care provider.

Attend all scheduled appointments. While on physical limitations, visits should
be a minimum of once every two weeks. Failure to have current medical 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.

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.

Immediately following your appointment, provide a copy of the report to the
designated employer representative. You should deliver this in person so that
changes in work restrictions may be addressed and any questions answered.

Follow all physical restrictions at home and at work.
Report to work and perform physically suitable tasks as assigned. These may or

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 your employer a minimum of after every visit with your
primary health care provider. Keep the claims representative advised of your
status.

your physical condition.

If it is necessary to miss scheduled work due to 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.

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

Signed: ﬁéﬂ ;
Printed Name: Z25kiv o/ Yoy




o O8B0 Pre-Screening Notice and Certification Request for

(Rev. March 2016) the Work Opportunity Credit OMB No. 1545-1500

B?,m' al nm‘i,’l}‘e“’slm - » Information about Form 8850 and its separate instructions is at www.irs.gov/form8s50,

Job applicant: Fill in the lines below and check any boxes that apply. Complete only this side.
Your name Bm xd omeY Social security number b

Street address where you ilve _3(8 T S+ nw B 20

City or town, state, and ZIP code _éﬂ}__MLJ Wj mn S692-1
County Telephone number ﬂ; 2~%0/— 3 S/‘-f A

I you are under age 40, enter your date of birth (month, day, year) ol ZQ 2! Z Q’ gs/

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

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

® | am a member of a family that has recelved assistance from Temporary Assistance for Needy Families (TANF) for any 8
months during the past 18 months.

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

* | was referred here by a rehabiiitation agency approved by the state, an employment network under the Tickst to Work
Program, or the Department of Veterans Affairs.

® | am at least age 18 but not age 40 or older and | am a member of a family that:
a. Received SNAP benefits (food stamps}) for the past 8 months; or
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 for a felony.

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

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

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

4 [ Check here If you are a veteran entitled 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.

5 [ Check here if you are a veteran entitled to compensation for a service-connected disabiiity and you were unemployed for a
period or perlods totaling at least 8 months during the past year.

6 [ Check here if you are a member of a family that:
* Received TANF payments for at least the past 18 months; or
° Recelved TANF payments for any 18 months beginning after August 5, 1997, and the earilest 18-month period beginning
after August 5, 1997, ended during the past 2 years; or

= Stopped being eligible for TANF payments during the past 2 years because federal or state law limited the maximum time
those payments could be made.

7 [ Check here if you are in a period of unemployment that Is at least 27 consecutive weeks and for all or part of that period
you received unemployment compensation.

Signature—All Applicants Must Sign

Under penalties of perjury, | declare that | gave the above Information to the 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 > Zél;-' Date g/ 7/ / ‘?

For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 228511 Form 8850 (Rev. 3-201¢)
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Form A (rev. 03/2017) TAX CREDIT QUESTIONNAIRE

EMPLOYER SECTION:
Client: Company:
Location: Position: Starting Wage: $

EMPLOYEE SECTION: :
F‘i@! Name: Last Name: Suffix; Street Address: City/State: Zip:
SSi#:

0kt omav 310 i St ap?f 2ei) arond

Date of Birth: Age: t;m.?e you worll::fd fo; If yes, location:
L 09/09’/!”}35 ¥ | Yall NET

Please complete all questions, and sign and date the form, Yes No

1. Have you or has anyone living with you recefved Temporary Assistance to Needy Families (TANF) | 1
at any time since August 5, 1997? (If yes, please provide information below.)
Name of the person receiving benefits; Relationship to you:
City: County: State:

2. Have you or has anyone living with you received Food Stamps (SNAP) at any time during the past 15 months? O 1
(If yes, please provide information below.)
Name of the person receiving benefits: — Relationshiptoyon: _____
City: County: State:

3. Have yon received Supplemental Security Income (SSI) at any time within the past 3 months? O O
Please note, this is 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? O ]
If yes, please indicate which type of agency you worked with and provide their location information below:

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

5. Areyou a Veteran of the U.S, Military? *If'yes, please provide a copy of your DD-214 and letter of separation,
(If yes, please provide information below, If no, pleass cantinue 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?

0
O

6. Have yon 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?
If yes, in which state did you receive unemployment campensation? L

Oy O Oom;
O O oo

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

——

: Additiongal Tax Credits
IEC (Native American): Are you or your spouse a member of a Native American Tribe? O 0
Ifyou checked yes please provide a copy of your CDIB card,
CA Residents: [] Are you the child of foster parents? ] Do You receive CalWorks? [] Workforce Investment Act?
[ Areyous migrant or seasonal farm worker? D Have you ever been convicted of a misdemeanor?
SC Residents: [] Do you receive Family Independence Benefits?

PLEASE READ, SIGN, AND DATE:

Under penalties of perjury, I declare the information above to be true and accurate to the best of my kmowledge, and 1 hereby authorize any agency, organization, or
individuals 1o supply such verification or information that may be needed to determine tax credit eligibility to my employer, employer representative (Associated
Consultants, Inc. dba Retrotax), or the Department of Labor.

New Employee Signature: 2&/{ i Date: _z/ ?// /, )Z




U.S. Department Labor OMB Control No. 1205-0371
Employment and Training Administration Expiration Date: Jannary 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

55 0 orm 9062) for each certification request filed for the new target
group.

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

New Hire’s Signature: Date 8 ZQ} /] 1
New Hire Name: __ [304N:Y O Moy
Social Security Number: §576~33 - ¢+ 4§39

Employer Name:

Please check the statements below if they apply to you.

0 | declare that | was in a period of unemployment that is at least 27
consecutive weeks and for all or part of that period | received unemployment
compensation.

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

(Enter start date)

Privacy Act Notice:

The Intemal Revenue Code of 1986, Section 51, as amended and its enacting leglslafion, P.L. 104-188, specify that the State Workforce Agencies are the
*designated® agencies responsible for administering the WOTC certification procedures of this program. The informtion you have provided completing this
form will be disclosed by your employer o the State Workforce Agency. Provision of this information Is voluntary; however the information is required to
determine your employer's ellgibillty for the federal tax credit

Public Burden Statement:

Persons are not required to respond to this collection of information unless it displays a cumently valid OM B control number. Respondents' obligation fo
complete this form is required to obtaln or retain benefits (P.L. 111-5). Public reporting burden s estimated to average 10 minutes per respanse, including the
time for reviewing Instructions, searching existing data sources, gathering and maintaining the data needed, and complefing and reviewing the collection of
information. Send comments regarding this burden estimate to the LS, Department of Labor, Division of National Programs Tools Technical Assistance,
Room C-4510, Washington, D.C. 20210 (Paperwork Reduction Project 1205-0371). Piease do not submit completed forms to this address,

117-
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employer solutions staffing group..

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)
accepts employment with the client of the staffing service, is considered to
have quit employment.

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

| understand by signing this form that | am responsible to contact ESSG within 5
calendar days once an assignment ends. | also acknowledge that | have received
a separate copy of this form. (Mnitial)

s $/)3/17

Employee Signature; Date:

Bas)y O HMay

Employee (please print your name here)

CMG_SM - Rev. 09.2013
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employer solutions staffing group..

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

ESSG WORKPLACE SAFETYPOLICY —



employer solutions staffing group..

v,

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 ESSG’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)

_TBeshiy  Omor’

Employee’s Signature:

‘ﬁ : Date: g/ﬁ//?'




DRUG AND ALCOHOL

TESTING CONSENT FORM
1. | have been allowed to read and Inspect a written copy of ESSG pollcy on
drugs and alcohol.
2. I have read the entire contents of this pollcy and | am aware and fully

understand: (a) the policy and its contents; (b) what conduct the policy prohlbits 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.

3. I hereby voluntarily consent to ESSG, or its health service providers, or
other persons or entities acting for or with them, to collect a body component (blood,
urine, breath, or any combination thereof) from me for testing for alcohol and/or drugs. |
understand that the laboratory selected by ESSG may conduct testing and other
analysis on the sample provided by me. | further voluntarily consent to the laboratory’s
disclosure to ESSG of the results of my drug and/or alcohol test and other information
related to the test,

Bashiy 4 cpay

Individual’'s Name

/7T

Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



m ACKNOWLEDGMENT

The associate handbook was reviewed with me, and | have received my personal copy. | also
acknowledg

e that | have been g

ive

n the opportunity to ask questions and express concerns

Stand and support the following:
guide and not an employment agreement that
and that the employment relationship may be

s will require alteration in method, practices and
aterally revise, as necessary, to meet these

ately of any change in my personal
ncy notification, etc.

provided herein and will, upon my separation,

1. This handbook is intended as a

creates a contractual relationship,

terminated at the will of either party at any time.
2. The changing needs of the busines

policies, and the company will unil

changing needs.
3. |agree to notify my ESSG Consultant immedi

data such as phone number, address, emerge
4. |am responsible for the information

retumn this handbook to my ESSG Consultant.

Date: g/ 2; 14 7

Associate's Signature; ﬁf )

Associate's Printed Name: @ § G;

Yy 6/?67

i
o

Orientation provided by:

24



rixea Lnuemnty Medical Benefits Plan 2

" <VSl... 2198018561 lomcEusony  LocATION RehireDate___/__,_
ENROLLMENT FORM ESC CUUNAC-MN) P1 18
REQUIRED EMPLO ORMATIO PRINT USING BLACK or BLUE INK (Must Bo Filied ouwy T
Name . Social Security # | Home Phone Sex
Bashiy  omav Trboiz~ a3 ey
Ev3 ot Foo
30T (P4 St M) f1a0 sasr Cyay y Rldo
—Ciy P Date of Birth
03’0y/ g5

B.DO YOU OR ANY OF YOUR DEPENDENTS RECEIVE MEDICARE BENEF|TS? I:IYesDNo I Yes, please contimue
Medicare Health Insurance Claim Number (HICN) e

Medicare Effective Date
Name 5 Comrd P .~ e L
14 2 .
C. LIMITED BEMEFITS REATNES ETE G| @ NP s s

You MUST select a coverage level before any benefits in Section C. You

identical. The Fixed Indemnity Medical Plan, Dental Plan, Term Life Plan,
Insurance Company. The

r coverage level for

Payroll Deducted Wéalgl_g_ﬂaté;

the all benefits in Section C will be
and Short-Term Disability plans are underwritten by BCS

Vision plan Is underwritten by Companion Life Insurance Company.
SELECT COVERAGE LEVEL F "‘?‘:;;gi‘:_"!“‘" DENTAL VISION TERMUFE | SHORETERM
I. ; Employee Cnl)f .. El $20.25 m .- e “. % ﬂ ; 32 _42 E - $0- ﬁﬂ a | ) 84-20 a
Employee + 1 [ ] | $12.34 $4.92 $0.90
__'..gé:m"?vqyeg;fr-fa&;ny;.;- e  gdozs e SN BN i i
NG toAL Senefts o | Clves (o | Clves Lo CTves e | Clves Clve
' This coverage is not avaij ble to residents of NH, HI, or PR. 2 i i

For Term Life / Accide Death & Dismemberment, please write In your beneficiary information, Acddenhl?em = 5§

Dismemberment is part of the Term Life Benefit.

Name Relationship

D- REQUIRED DEPENDENT INFORMATION

Name Social Security # | Date of Birth | Sex | Relationshi

i e e 2 |IMiE | @..S_P.E?.E'?P_b.?h"ﬂD;,PET‘?S.?E,E?FHE{ :

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

T e 8T ) / . / IE D Spouse[ | Child| | Domestic Partner
'Name Social Security # | Date of Birth | Sex | Relationship

RS : L |MIE O Spouse ] Child (] Domestic Partner

Name l Social Security # E Date of Birth | Sex Relationship T
AN | ot | IMIE LSpouse []Child [ Damestic Partner

E. REQUIRED SIGNATURE

I have read the benefit packet and understand its limitations. | y

a limited time and | understand that making no benefit selection is a declination of coverage.

YOU MUST SIGN AND DATE, EVEN IF YOU DECLINE COVERAGE
s imitations T J=CLINE COVERAGE
nderstand that open enroliment is only available for

R

This is an Essential StaffCARE Enroliment Form.,



- . . " &5 employer solutions staffing group.
R & l.everaging Resources ina Changing Market

Foup.

e 158 4900t 100 800 ¢ elrssve,

employer ervphywr soltion ratonwide goun,

Wt e 00y slaen

_ Bwaﬁlm‘\dﬂﬂphfmm' , by
Enhanced MEC Plan_Plan 1
Benefits Enroliment Form I New Empio L1 Rehire Rehire Date
Eiployae Infiormation
[Name (Firetand Last)
21 Ak
Gender Male
[J Female
Phone Number; Address;
bla—Fo)-3F gz
Please Select Desired Coverage: :
- | Employee Only - D Employee+Spouse - D Employee-l-ChIId(ren) - Family -
$24.00/Week $38.00/Week $36.00/Week $63.00/Waek
vg.‘:-'__ L i JL'L;'U; 5 ey i LR Bulmmns oo St L s o8 e SRR TRTTNN TR e B
Social Security # Birth Daty | Sex Relationship
' 5
Er::nlo = pamnomuem«:?;u:net
Birth Date | Sex | ] uRela hip
O Mele [Spouse [ Child
] Female O Domestic Partner
BirthDate | Sex - Relaﬁonahlp
E :::alo EISpoDnn O chid

{understand that ] and/or my
must meest the
onship forms as a result of marriage, birth, adoption, placemant for adoption of parting suit
myself or my dependent, Provided | request enroliment within 34 days of the svent.
IF DECLINING- YOU MUST SIGN HERE
Employee Signature Jﬁg ' Dats / 5 / 7/ %
Employer Solutions Stafling Group Health Bensiiis Team o
7301 Ohms Lane Suite 405
Edina, MN 55439

Phone: 952-787-9519 Fax: 962-767-9515
Email; Health@emplnyarsoluﬂonsgroup.cum



