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‘EVerify

E-Verify: Print Case Detalls - Preview

SENSITIVE BUT UNCLASSIFIED

Case Verification Number: 2017235110207YS

Report Prepared: 08/23/2017
Comm Information

Company ID: 47429

Company Name: Employer Solutions Staffing Group

Employee Information

Last Name: comrow First Name: jJason

Date of Birth: 07/05/1888 Soclal Security Number: *** ** 5305

Hire Date: 08/23/2017 Citizenship Status: A citizan of the United States

Document Information

List B Document: Driver's license or ID card issued by a U.S. state or
outlying possession

Document Name: Driver's license

Driver's License or 1D Card Number:

List C Document: Sacial Security Card

Document State: Minnesota
Document Expiration Date: 10/06/2017

Case Status Information

Current Case Result: Employment Authorized Employer Case ID;

Case Submiited On: 08/23/2017 Case Submitted By: SGLAG832
SENSITIVE BUT UNCLASSIFIED

hitps://e-verify.uscis.gov/web/PrintCaseDetalls.aspx?CaseVerNum=2017235110207YS
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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 (BGW\TQ W First Name -‘nm N Middle Initial
Street Address_ 2V ¥ Qal- SF NE  Zri Apt/Ste
City/State/Zip M} engols , M N, HM\ g Social Security Last Four XXX-XX-

Phone Number 612~ W3) -0235 Email Address Smm NBoonroy @ %m{ﬁ' v\ Coinn

Staffing Agency/Recruitment Partner

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? [JYES [JNO

Applicant Certification and Authorization
| authorize Employer Soiutions Staffing Group (ESSG) to use the information and statements contained in this application to determine my
quaiifications for empioyment. | authorize ESSG to make inquiries of my former employers, except as indicated In this application,
regarding my previous duties, responsibilities, performance, compensation and eligibility for rehire.
1 understand that a comprehensive background check may be conducted to determine my eligibility for hire by certain ciients of ESSG.
This may inciude but is not limited to, investigations of criminai and/or conviction records, driving records and/or a drug screen test as
required by cilents, government regulations or by ESSG policies.
| release ESSG and other persons or entities from any claims that might be based on ESSG's decislon to conduct a background check,
| certify that all statements made in my appiication are true and accurate and that | have not omitted any materiai information or provided
faise or misieading information. | understand that any material omission or misrepresentation will result In my disqualification from
consideration for employment or, if discovered after | begin empioyment, will result in my termination.

if hired, | agree to abide by the policles and procedures of ESSG.

Ju‘mn G ) M&M 6 23 /1y
Name (Print or type) Appiicant’s Signature Date

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

For ESSG Office Use Only
DOH NHW -8 8850 w4
Emergency Contact info Background Release Form Background Resuits Unemployment Letter ESC Application
(if appiicable)
For ESSG Client Use
DOH ROP Work Site Loc. WC Code

ESSG - CMG_SM Rev. 04/2017



Form W-4 (2017)

Purpose. Compiete Form W-4 so that your
employer can withhold the correct federal income
1tax from your pay. Consider completing a new Form
W-4 each and when your personal or financial
attuatlon ges.

Exemptiion from withholding. Juuareexam
complete only lines 1, 2.8,4,an 7andsigntha
form to validate it. Your exemption for 2017 expires
Feg 15, 291‘_18. See Pub. 505, Tax Withholding
an

Note; If another person can claim youas a depsndent

from withholding if atal income exceeds $1,050

and inciudes more $350 of uneamead Income {for

example, Interest am:l dlvlclends)

Emﬁo Iarae may be able to claim

from withhold ng even if the employes is

a dependent, if the employee:

o |s age 66 or older,

» |s biind, or

» Will claim adjustments to Income; tax credits; or
Remized deductions, on his or her tex retum.

The exceptions don't to supplemental es
greatarthgl;l $1,000,0 ggply e wee

Nonwage Inoome. If you have a large amount of
nonwage income, sun¥|°aa Interest or dividends,

yourself and
quallfylng Individuals.

dependent{s) or
Pub. 501, Standard Deduction, and
infirmation, for information,

Tax credits. You can take pru]ectedtaxmdﬂelmn
account In figuring your allowable number of
withholding aliowances. Credits for child or dependent
oare expenses and the child tax credit may be clalmed
us| the Personal Allowances Workshest below.
See Pub. 505 for Information on converting your other
credits into withholding aliowances.

Basio Instructions. If you aren't exempt, complete conslder making estimated ents using Form
the Personal Allowances Workaheet%télow 1040-ES m&g%m’h‘ 0“"9"”139
mm gﬂ%&m‘:}m% annuity Income, see Pub, 505 fo find out if you \ should
deduutlnns, certain oredlln ad mm t0 ll‘IOOI'I'IB, nd]ust your wlmhnldlng on Form W-4 or W-4P.
or two-eamers/multiple]nbs Two earners or multiple Jobs. If you have a
Compiets all workshests that apply However. you m E%OMW yoﬁ":’fb f ;"mm:um
v fehwg“gor gllubvgneges. Fregular on all jobs using workshests from only one Form
wages, withholding 8! on aliowances W-4, Your withholding usually will be mpst accurate
el Lt i 0 R L when al allowances are claimed on the Form W-4
percentage of wages. for the highest Job and zero allowances are
Head of household. Generally, you can claim hegd claimed on the others. See Pub. 505 for detalls.
ot housshold fillng status-on your tax return-only-if
: £ Nonresident alien. I you are a nonresident alien, ses
g:g,. Notice 1382, Supplemental Form W-4 lnsttuctlnns for

Nonresident Allens, before compieting this form.

Check your withholding. After your Form W~4 takes
effect, use Pub, 805 to ses how the amount you are
having withheld com; to your ]eeted total tex
for 2017, See Pub. & ecla!(l’y ur eamnings
exceed §$130,000 (Slngle) or $180,00! (Marrled)
Futum developments, Information about any future
aglmema affecting Form W-4 (such as
leglsl on enaeted after we releass it) wlll be posted
at www.irs.gov/wé

Personal Allowances Workshest (Keep for your records. )

A

mmuo

Enter “1” for yourself if no one else can claim you as a dependent . o o o o
* You're single and have only one job; or
® You're married, have only one job, and your spouse doesn't work; or }
* Your wages from a second job or your spouse’s wages (or the total of both) are $1,500 or less.
Enter “1” for your spouse. But, you may choose to enter “-0-* if you are married and have elther a womlng Spouse or more
than one job. (Entering “-0-" may help you avold having too [ittle tax withheld.) . o o

Enter number of dependents (other than your spouse or yourself) you will claim on yourtaxretum . . . . . . D
E
F S———

Enter “17 if: {

Enter “1” if you will file as head of housshold on your tax return (see conditions under Head of househoid above)
Enter “1” if you have at least $2,000 of child or dependent care expensas for which you plan to claim a credit .
(Note: Do net include child support payments, See Pub. 503, Child and Dependent Care Expenses, for detalis.)
Child Tax Credit (including additional chiid tax credit), See Pub. 872, Child Tax Credit, for more information.
o If your total income will be less than $70,000 ($100,000 if mamied), 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 if married), enter “1° for each eligible child. G
Add lines A through G and enter total here. (Note: This may be different from the number of exemptions you claim on your tax retum.) > H

dyou plan to itemize or clalm adjustments to income and want to reduce your withholding, see the Deductions

For accuracy, Adjustments Worksheet on page 2.

compiete all ® If you are single and have more than one job or are married and you and your spouse both work and the combined
worksheets earnings from all jobs exceed $50,000 ($20,000 if married), see the Two-Eamers/Multiple Jobs Worksheet on page 2
that apply. to avoid having too little tax withheld.

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

Form W"'4

Department of the Treasury
lntamal Revenue Service

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

Employee’s Withholding Allowance Certificate

OMB No. 1645-0074
» Whether you are entitied to clalm a certain number of allowances or exemption from withholding Is 2 @ 1 7
subjest to review by the IRS. Your employer may be required to send a copy of this form to the IRS.

J Your firat neme and middie Initial 2 Your social security number

Loy qﬁ?"%‘l ﬁ?)as

&mrgma

Home address {number and street {{;""" route) 3 ET singie [ Maried [J Married, but withhold at higher Single rate.
3 \ "\'4 PO“L 5\' N Nots: If married, but legally saparated, or spouse is a nonresident allen, check the *Single” box.

Gity or town, state, and ZIP code 4 Hyour last name differs from that shown on your social security card,

Mf \ c)s L‘ \ check here. You must call 1-800-772-1213 for a replacement card. P> |:|
5§  Total number of allowances you are claiming (from fine H above or from the applicable workshest on page 2) 5 |
6 Additional amount, if any, you want withheld from each paycheck . . . 6 |$
7 | claim exemption from withholding for 2017, and | certify that | meet both of the following conditions for exemption NREE

* Last year | had aright to a refund of all federal Income tax withheld because | had no tax liabllity, and
« This year | expect a refund of all federal income tax withheld because | expect to have no tax liability.
if you meet both conditions, write “Exempt” here . . > l7]

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

Employee’s signature
(This form is not valid unless you sign it.) »

Ason

pater 08/23 I1n

Employar's name and address (Employer: Complste lines 8 and 10 only if sending to the IRS.) | 8 Office code {optional} | 10  Employer identification number (EIN)

For Privacy Act and Paperwork Redustion Aot Notice, see page 2.

Cat. No. 10220Q Form W-4 (2017)



Employment Eligibility Verification USCIS

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

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

ANTI-DISCRIMINATION NOTICE: 1t is lllegal to discriminate against work-authorized individuals. Empioyers CANNOT specify which
document(s) an empioyee may present to estabiish employment authorization and identity. The refusal to hire or continue to empioy
an individual because the documentation presented has a future expiration date may also constitute illegal discrimination.

[Seotlon 1. Tmﬂoy* ¢ Informdtlon and ARtestatlon (Emplayeas must campiete and sign 8ectian 1 of Ferm -9 o later
than thi flest day bf employment, bin riat bafore aoeepting  jab affer ) , et it

Last Name (Family Name) First Name (Given Name) Middle initial Other Last Names Used (i any)

onvwa W Soson
Address (Street Number and Name) Apt. Number | City or Town State ZIP Code
2\ Po\v- &\ NE Minn gafol MA | SEHIY
Date of Birth (mm/ddAryyy) U.S. Social Security Number Employee's E-maf} Address Employee's Telephone Number
N Jos heao | Melel 5] - [TeRl| Mosor Qomeros® appstcom | 6127 UF1-032S
e

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 1 am (check one of the following boxes):
[7] 1. Acitizen afthe United States

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

|:| 3. Alawiful permanent resident  (Allen Reglstration Number/USCIS Number):

|:| 4. An allen authorized to work  until (explration date, if applicable, mm/dd/yyyy):
Some aliens may write "N/A” In the explration date field. (See Instructions)

Allens authorized to work must provide only one of the following document numbers to complete Form 1-9: Do N hEe b THEE G
An Alien Registration Numben/USCIS Number OR Form I-94 Admission Number OR Forelgn Passport Number.

1. Alien Registration Number/USCIS Number:
OR

2. Form |-84 Admission Number:
OR
3. Foreign Passport Number:

Country of Issuance:

Signature of Employee QW\ G : Today's Date (mm/dd/yyyy) 03 ;‘L‘b ’7«@\7

rér andlot Translator Gdriifidation (Ehégk Bne)i T .
(Fibids Halow thust b9 eamplated ad signdd wiian Brsparers andor irenSlators gesist én emplayes In samplgting Segtan 1)

1 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.

Signature of Pre| or Translator Today's Date (mm/ddAryyy)
Fon M oY /22120M)
Last Name (Family Name) First Name (Given Name)
oW, ) Noson
Address (Street Number and Name) City or Town State ZIP Code
3\ A QDW" e NQ, Muvan Me'ﬁb MN 5 H\%

@ Emp@_w Chm:pletes.Next Ma @

FormI-9 11/14/2016 N



Employment Eligibility Verification USCIS

Department of Homeland Security OME ;:TJ;_%M7
U.S. Citizenship and Immigration Services Expires 08/31/2019

8ection 2. Employer or Authorized Representative Review and Verification

(Employers or their authorized representative must complete and sign Section £ within 3 business days of the smployee's first day of employment. You
must physically examine one document from List A OR a combination of one document from List B and one document from List C as listed an the "Lists
of Acceptable Documents.")

Employse Info from Section 1 lLast Name (Family Name) Flrs{Name (le::; I:ljze) M_'I_' sze?shlpllmmigmﬁon Status
ListA OR ListB AND ListC
Identity Jarnd Employment Authorization Identity Employment Authorization
Document Title Document Title Docla:m%e
issuing Authority |g\m’meL‘ IulAuthC
ssuing 0 ssulng 0| ssuln| 0|
B HIA
Document Number Document Number Document Number o
OO0 206909 UL &k-3)-5 DIS
Explration Date (if any)(mm/ddfyyyy) Expiration Date (i any)(mm/dd/yyyy) Expiration Date (if sny)(mm/dd/yyyy)
\O-OG-251 N
Document Title
Issuing Authority Additional information Do Nk Ve 1 Thes asco
Document Number :
Expiration Date (if any)(mm/dd/yyyy)
Document Title
Issuing Authority
U
Document Number
Expiration Date (if any)(mm/dd/yyyy)

Certification: | attest, under penalty of perjury, that (1) | 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 empioyee named, and (3) to the best of my knowledge the
employee Is authorized to work In the United States.

p{he employee’s first day of employment (mm/dd/yyyy): ¢ <¢- 2"3~2.01 ™) (See instructions for exemptions)
nature of Empjoyer or Rep! Today's Date (mm/dd/yyyy) | Title of Employer or Authorized Representative

O - 232017 |Recruiter
e of Employer orAttho Representative \ First Name of Employer or Authorized Representative | Employer's Business or Organization Name

Glasby Shelby Employer Solution Staffing Gro
Employer's Business or Organization Address ( Number and Name) | City or Town State ZIP Code

7480 Flying Cloud Drive 0 Eden Prairie MN 55344

Section 3. Reverification and Rehires (To be completed and signed by employer or authorized representative.)

A. New Name (if applicable) B. Date of Rehire (if applicable)

Last Name (Family Name) First Name (Given Name) Middle Initial Date (mm/dd/yyyy)

€. T the employee's previous grant of employment authorization has expired, provide the Information Tor The document or receipt that establishes
continuing employment authorization in the space provided below.

Document Title Document Number Expiration Date (if any) (mm/dd/yyyy)

| attest, under penalty of perjury, that to the best of my knowledge, this employee Is authorized to vark 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 Individual.

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

FormI-9 07/17/17 N | Page 2 of 3
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| For any other Saclal Security bu
- lacal Social Security office. If you write 10 the above address for any
- business other than returning a found card, it will take longer for us

T P BEE T e A

This card is the official verification of yd;r‘ Socin[ Securix;‘number.

Please sign it right away. Keep it in a safe place.

Improper use of this card or number by anyone is punishable by hng.

imprionitient or both. ; °

This card belongs to the Social'§eéurily Administration and you must

return it if we ask for it.

If you find a card that isn’t yours, please return it to:
i i Social Security Administration
; P.O. Box 17087, Baltimore, MD 21235

- to answer your letter.
" 'Sdcial Security Administration

' Form SSA—3000 (4~95) D77602 7 68

S e

siness/information, contact your
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EMERGENCY CONTACT INFORMATION

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

Employee Name: __ & (e DSW\EQ\A
Address: _6\ "‘L‘ QD“L & Nt Mlvmrg,@h’% SH\Y

Home Phone:

 EMERGENCY CONTACTS '
Plaasé l!st mm pdople (in priority order) wha opuld be odntaeted in case of en qmergenoy

Contact #1 Home Phone:
Name: deswan € Qoevrrowd Cell Phone: £\2- U ¥\ - BOET
Relationship: “ovhev Work Phone:

Contact #2 Home Phone:
Name: \Q"\-\\'G Q° ARV Cell Phone: 3 - 3c0 - %8
Relationship: yM\otWey” Work Phone:

Additional information you want Empioyer 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.

Leveraging Resources in a Changing Market

Wage Payment Method Autherization (I\/Iinnesbta)

Fmployees 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 by paper Check.

SEERONT L BASIC INEORNEY BION
B S Domeny [P S35 [ og, g
SEGHON 20 DA ROLLE EEEGERON

[ Directl)eposlt (Please complete Sections 3 and S below)  Note: Direct Deposit accounts may take up to 7 days to be activated
I:l Payroll Debit Card (Please complete Sections4 and 5 below) N| Paper Check (Please complete Section 5 below)
SEGEHONT T DIREGE DEROSTE
[ Update Bank Account

Bank Name:

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

Routing#
Acconnt#
Account Type: DChaukingDSaving Oother

To help us avoid making an errar, please attach a copy of a voided check. (a deposit slip will not work)
If you change banks, do not close your old bank account mntil your direct deposit has started at the new bank, which may take 2 pay periods.

Initial Date

SECHION - PANROLT DEREE GARD (GEOBNE CASITEARD)

Federal law requires all financial institutions to obtain, verify, and record information that identifies each person who opens an account. In order to
requestaPayrollDebltCardforyou.wemnstprowdeallofthefollowmginibrmauonthathllenableﬁeﬁnnnmalmshhnmnto1dent1fyyou.If
you do not submit a Direct Deposit/Payroll Debit Card Autharization, ESSG will provide the necessary information and issue you a Payroll Debit
Cardtopayyourwages.Foryomprotectlon,ﬂleﬁnnnmnlmstlttmonmayaskyoutoprowdememadd:hmalﬁenhﬁcahonmﬂ:mahonsotheym
verify your identity.

Except for the routing and account number, ESSG does not have access to any information regarding your Payroll Debit Card account or
h'ansuctmns.Onymnﬁrstpayday,youwﬂlracmveyourneanyrollDebxtCard,andapacketcomammgallofﬂmtmmsandcond:ﬁom.Youwﬂl
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)

First Name MI. Last Name Date of Birth
Strest Address (o BOX NOT ACCEPTABLE) Social Security#
City State Zip Cell Phone (mobile)

RECEIPT OF PAYROLL DEBIT CARD (to be completed when you pick up your Payroll Debit Card)
Payroll Debit Card Routing # Payroll Debit Card Account #
073972181

IhxverecelvedmyPaymllDeblt Card, welcome brochure, program fees, program terms, conditions, and dlsnlosmes.Byactwatmg my Payroll Debit Card,
1 am agreeing to the program terms, conditions, and disclosures that are included or made available to me from time to time from the financial institotion. I
authorize the financial institution to debit my Payroll Debit Card account for the fees described in the fee schedule that is part of the program terms,
canditions, and disclosures.

Employee’s Signature: Date:

SEGRIONES  NEEFHORTZ IO N,

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

or autharized deductions, into my acconnt(s) as designated above and to initiate, if necessary, debit entries and adjustmentsfor any credit entries
made in error to my account(s). * E-mail is required for pay stub information.

“Emal__Y g5en Oomrew @ arnw . tonn

this information will only be used to'Send your paystubs electronically _

Employee's Signature: O‘M{V\ GA&I_\L Date: GX/ 5 l \7




Authorization

Authorization: By signing below, you authorize: (a) backgroundchecks.com (“BGC”) and/or Orange Tree
Employment Screening to request information about you from any public or private information source;
{b) anyone to provide information about you to BGC and/or Orange Tree Employment Screening; (c)
BGC and/or Orange Tree 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 others for legitimate business purposes related to your employment. BGC

and/or Orange Tree Employment Screening may investigate your education, work history, professional
licenses and credentials, references, address history, social security number validity, right to work, crimi-
nal record, lawsuits, driving record, credit history, and any other information with public or private infor-
mation sources. You acknowledge that a fax, image, or copy of this authorization is as valid as the origi-
nal. You make this authorization to be valid for as long as you are an employee of ESSG.

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

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

' Printed name: JaSe 0 (YA m ) y&
First ~ Middle (BT Last
none)
Other names used:
Current county of residence:

Current and former addresses:

0165 999 _oumemOb[zr7 04T 3d oy A ?ﬁé\eg MA_5HZ

from Mo/Yr to Mo/Yr Street , State & Zip

0b/2on fuvceny NHU Qole % AVE Mivineapolss N SSHIE
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.

61 /05 haua Yeg- 37 - B20S
Date of birth Social security number
Joad\\ LogGga Joser Oewxre\_.,_)
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: B¢

a8 23/

Signatu Date




- employer solutions staffing group.

Leveraging Resources in a Changing Market

STATEMENT OF CONFIDENTIALITY
This agreement made this -2 %aé of ﬁ&—uﬁg ] ,i ' 201—1 between

Employer Solutions Staffing Group LLC, hereinafte? 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.

Al

Employee Signature

3& DO X N
Employer Solution@ﬁng Grofip LLC, Representative




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.

Notify your employer immediately of any new injuries or conditions that impact

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.

I have read my responsibijlities and agree to abide by these guidelines.
Signed: 4 g@g ‘ EZU\S

Printed Name: \oS6n 6 ANAY B S




-employer solutions staffing group.

Leveraging Resources in a Changing Market

Important/importante
LOST OR STOLEN PAYCHECKS

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

If your paycheck was stolen, you must first file 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 verificar que 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): a\ﬁj‘_&_@g@q
Signature/Firma: M




- 8050 Pre-Screening Notice and Certification Request for

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

[utema]l ﬁ%’;mas;ﬂce - P Information about Form 8850 and its separate instructions is at wwaw.irs.gov/form8850.

Job applicant: Fill in the lines below and check any boxes that apply. Complete only this side.
§u5°"\ C)oww 2\ Social security number> Y6Q — 57 ~5345

Your name

Strest address where you live Z)\““’\ (\)p“—- f‘—,,\ }\JE— .

City or town, state, and ZIP code mm\\"\ MA 55 UER
County __newyn e Telephone number _ §\2- U\ - Q1235

If.you are under age 40, enter your date of birth (month, day, year) G17) 0% ) QU

1 [0 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.
 |1am a member of a family that has received assistance from Temporary Assistance for Needy Families (TANF) for any 9
months during the past 18 months.
* 1am 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 rehabilitation agency approved by the state, an employment network under the Ticket to Work
program, or the Department of Veterans Affairs.

* | am at least age 18 but not age 40 or older and | am a member of a family that:
a. Received SNAP benefits (food stamps) for the past 6 months; or
b. Recelved 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.

* |recelved 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.

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

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

5 [ Check here if you are a veteran entitled to compensation for a service-connected disability and you were unemployed for a
period or periods totaling at least 6 months during the past year.

8 [ Check here if you are a member of a family that:
*» Received TANF payments for at least the past 18 months; or
* Received TANF payments for any 18 months beginning after August 5, 1997, and the earliest 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 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 empioyer on or before the day | was offered a job, and it Is, to the best of my knowiedge, true,
correct, and complete.

Job applicant’s signature > c{ M)\ N Date 68’ b 3 I \7

For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 22851L Form 8850 (Rev. 3-2016)




»

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

EMPLOYER SECTION:
Client: Company:
Employer Solutions Group
Location: Position: Starting Wage: §
EMPLOYEE SECTION:
Employee Name: Street Address: City/State: Zip:
ason  Ooery o) D4 o\l ¢ NE Mminnesdeiiy MN  |SSHNY
SS#: Date of Birth: Age: Have you worked for | If yes, location:
= Lo : G this company before?
ﬁg 57~ G30e |01 065 /1040 |\ []Yes hANo
Please complete all questions, and sign and date the form. Yes No
1. Have you or has anyone living with you received Temporary Assistance to Needy Families (TANF) D é
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? |:| ﬁ
(If yes, please provide information below.)
Name of the person receiving benefits: Relationship to you:
City: County: State: ;
3. Have you received Supplemental Security Income (SSI) at any time within the past 3 months? D tl

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? l___l
If yes, please indicate which type of agency you worked with and provide their location information below:
] Vocational Rehabilitation Agency [ | Dept. of Veterans Affairs || Employment Network (Ticket to Work Program)
Name of Agency: Phone #:
City: County: State:
*If you checked yes please provide a copy of your active Individual Work Plan and Ticket to Work documentation.

N

1
™

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

Dates of Service - From: / / To: / /
Branch of Service:
Are you entitled to or are yon 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: 88 /10 / 20\ To:_CLwYr v ey

Did you receive unemployment compensation at any point during your unemployment?
If yes, dates received umemployment compensation - From: / / To: / /

7. Have yon been convicted of a felony or released from prison for a felony conviction in the past 12 months?
Conviction Date: / / Release Date: / /
Was thisa D Federal or D State conviction? If State - County: State:

O O 3™
N 8 OF

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

[]
N

PLEASE READ, SIGN, AND DATE:

Under penalties of perjury, I declare the information above to be true and accurate to the best of my knowledge, and I hereby authorize any agency, organization, or
individuals to 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; M Date: O I 13 / 2ol




Spacialisis in Tux Croedit Administrehica
F

Qualified Long-Term Unemployment Recipient

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

Client: Company:

Employer Solutions Group

Location: Employee Name: ‘\ G501 00 SS#: U6 8 - 27-S3S]
EMPLOYEE:

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

[  Ihave been unemployed at any time during the last 12 months.

If applicable, dates of unemployment - From: To:
From: / / To: / /
From: / / To: / /
[J  Ireceived unemployment compensation during my unemployment.
If applicable, dates you received compensation - From: To:
From: / / To: / /
From: / / To: / /

Please read, sign, and date:

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

Employee Signature: —’f% E q Date: 5 8 17 3 / ‘7

RetroTax®
3730 Washington Blvd.
Indianapolis, IN 46205

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

www.retrotax-aci.com



employer solutions staffing gro.upﬁ

No

fication 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 to
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. A ® _(Initial)

Aaoon (\ma,.) o¥ /23 |\

Employee Signatire: Date:

A QXN oW 0\

Employee (please print your name here)

CMG_SM - Rev. 09.2013



P

FORMA del CONSENTIMIENTO del
Examen de Alcohol y drogas

1. He sido permitido leer e inspeccionar una copia escrita de la politica del
- EMPLOYER SOLUTIONS STAFFING GROUP sobre drogas y alcohol.

2. He leido el contenido entero de esta politica y yo estoy enterado y entiendo
completamente: (A) la politica y su contenido; (B) lo que realiza la politica
prohibe y las consecuencias de tal conducto; (C) mis derechos bajo la politica y
las consecuencias si ejercito ciertos derechos; y (D) que ciertos acontecimientos
como descrito en la politica pueden tener como resultado la accién adversa del
personal, inclusive mi terminacién del asociado con el EMPLOYER SOLUTIONS
STAFFING GROUP. Entiendo que esta politica en ninguna forma, y en cualquier
guia de asociado inclusive esta politica, no es un contrato unilateral del asociado
ni la oferta del mismo.

4. Yo conslento voluntariamente al EMPLOYER SOLUTIONS STAFFING
GROUP, o a sus proveedores del servicio de sanidad, u otras personas o las
entidades que acttian para o con ellos, para reunir un componente del cuerpo
(sangre, la orina, el aliento, o cualquier combinacién del mismo) de mi para
probar para el Alcohol y/o drogas. Entiendo que el laboratorio escogido por el
EMPLOYER SOLUTIONS STAFFING GROUP puede realizar probando y otro
analisis en la muestra proporcionada por mi. Yo atin mas consiento
voluntariamente a la revelacién del laboratorio al EMPLOYER SOLUTIONS
STAFFING GROUP de los resultados de mi droga y/o el alcohol prueba y otra
informacién relacionada a la prueba.

(Dhea

Nombre de individuo

¥ [92]17

Fecha

11
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Beﬁﬁh Enroliment Form u]

Eivpioyaesiniormation

s e

o

employer solutions staffin
Levaraging Resources in a Changing Market

g group.

N ko g

Enhanced MEC Plan_Plan 1

nsSormide roup,
ST P 759508 aaw,

07

Addreas;

Phone Number;

6\2- 18\ - 235

Joson Oomm,s @3m_a£_\-(ovh

Date of Hire

sS /201

Please Select Desired Coverage:

Employes Only - Employee+Spouse -

Employee-l-(:hlld(mn) - Family -

$24.00/Week $38.00/Week

$36.00/Week

$63.00/Week

i i R L T S Lieig n
Socis} Security § Birth Date | Son Relationship
] Malo ClSpouse [ chig
el LasiNama — 1 Female Domestic Partner
R Ay DA AR L s 2 T RS e LI N S it B PR R R AN iy Frisahbey ok ibiod
Social Security # Birth Date | Sex Relationship
O Mae [Spouse [ Child
FAE Nams [] Female Ol Domestic Partner
R T T 1) g
it Name— 3 Malo CSpousse [0 Child
[] Fomale ] Domestic Pastner
AR A R R A e T e S N e LR R IR A i T s Tleehie 1o
iz OI'FIIMGMRBD(FI 8T, LAST):
EFF. DATR
EFE. DATE
EFF. DATE
Mpmmmﬂmmmm-l hereby apply for ﬂlonmphmﬂl)ulndlﬁhd.l%“ll“mhnwm and that
mmmmumobuMl may be used as the basls for onolmnpfwmandwd!mm).mw.fmnhuﬂdnu
mmFlnﬂm.lanﬂmlummpmumumonmmmudmﬂhndmmfwmmmltuunlnhd. :
IF ENROLLING - YOU MUST SIGN HERE

Employse Signature Date

EMPLOYEES DEOLINING

lund-uhndﬂutludlwmy nm.mmmmmmhmmmanmmwmm be cansiderad a Iate snroiies and
[ must ment the requirsments defl lnmacorﬂﬂuhalcmupfwmlmmnﬂmdmlordunhlp I!ldnllnunrollmmfumnmmd-pmd-nh
(iactudlnsmymnu)hunuo’oﬂmmun-,lmy,lnmuhwhmmwwwm:F.mmbm.mﬂquummmmnmlmm31
dayummwmmmomlnlddlﬂon.nammmmpfamuamuudm lgo.uml.ndopﬂon,plmmmmmnofmumlt
ofadnpﬂm,lmrhablohmmllummwwmmnmmlmmmmmmlnai days of the svant.

IF DECLINING- YOU MUST SIGN HERE

Employee Signaturs A

g

Dats Q?,Zgh—;

Employer Solutions Staffing Group Health Benefits
7301 Ohms Lane Suite 405
Edina, MN 55439
Phone: 962-767-8519 Fax: 952-767-9515
Email; Health@employamoluﬂonsgmup.com

Team



R T I T —— e L
m
ENROLLMENT FORM ESC CUUNAC-MN) P1 v1:
A. REQUIRED EMPLOYEE INFORMATION PRINT USING BLACK or BLUE INK (Must Be Fillod ouwy -
Name ‘\'ac, o~ wAroLD Social Security # Home Phone
S e ®° ______ MG =) = 5405
Address

-
WM ol o NE- i
T ™iang eios WAN 25 11 1 %65 /g

B. DO YOU OR ANY OF YOUR DERPENDENT

S RECEIVE MEDICARE BEMNEFITS?

Cl.!esﬂ.'ﬂsﬂt‘!s&.e!ﬁégiéanﬂm&.__.
Medicare Health Insurance Claim Number (HICN)

Medicare Effective Date

Na_meofCoveredPemon(;) AR e e e e e m e et ot
1. 2

Ll R P ——

Payroll Deducted w-.ld!“rm

coverage level for

You MUST select a coverage level before a

ny benefits in Section C. Your

) _ the all benefits in Section C will |
identical. The Fixed Indemnity Medical Plan, Dental Plan, Term Life Plan, and Short-Term Disability plans are underwritten by B¢
Insurance Company. The Vision plan is underwritten by Companion Life Insurance Company. _

FIXED INDEMNITY SHORT-TERN
SELECT COVERAGE LEVEL "~ MEDICAL 1 DENTAL | VIISION TERM LIFE DIS ABILITY :
- Employsecny []] ©  sa02s @I $6.17 s242 08 060 g seze £
Employee + 1 [ $41.10 $12.34 $4.92 $0.90
éi}ieioyéefFamily- FIL. - ssees %2036 | gsse | grs0 £
rpaotofiBenetts B | [l [INo | Clves CINo | Clves (o | [l Lne | Clves Cln
' This coverage is not avifilable to residents of NH, Hi, or PR, 2STD Is not available to persons who work in CA, Hi, NJ, NY, or R|

MW.M—. ) vt orsrevevosss
For Term Life / Accidental Death & Dismemberment, please write in your beneficiary information. Accidental Death &
Dismemberment is part of the Tarm Life Banefit.

Name Relationship
D. REQUIRED DEPENDENT INFORMATION T e
Name Sacial Security # | Date of Birth Sex i Relationship

i ; !0 | IMILE] Cspouse [Clchid [ Domestic Partne
Name Social Security # | Date of Birth Sex | Relationship

Namma ™~ et oo E M) Dl spouse ]I Jbomeatic Partne
Name Sacial Security # ' Date of Birth Sex i Relationship

Name™ e oo S 2| MITE] | spouse [ ohd T bomestic Partne
Name Social Security # ; Date of Birth | Sex  Relationship

A
- reeemitt 05 8 fmewieis e e T e e cnins o s vt 04 o et s e B

E. REQUIRED SIGNATURE

I have read the benefit packet and understan
2 limited ime and | understand that makin

(MILE] T Spouse [Jchild[]Domestic Partne

YOU MUST SIGN AND DATE, EVEN IF YO

U DECLINE COVERAGE

pare 832520 v

——
e -

d its limitations. | understand that op
9 10 benefit selection is

I osonarune Y opry Coany

en enrollment is only available for

2 declination of coverage.

This Is an Essential StaffiCARE Enroliment Foi



