122017 E-Verify: Print Case Details - Preview

E-Verify

SENSITIVE BUT UNCLASSIFIED
Case Verification Number: 2017163130832LU
Report Prepared; 08/12/2017
cm Information
Company ID: 47429 Company Name: Employer Solutions Staffing Group
Employae Information
LastName: Owens First Name: Zackery
Date of Birth: 11/16/1989 Social Security Number: *= ** g54p
Hire Date; 08/08/2017 Ciizenship Status: A oitizen of the United States
Document information
List B Document: Driver's ficense or ID card lssued by a U.S. state or outying possession List C Document: Socia) Securily Card
Dagument Name: ID oard Dooument State: Minnesota
Driver's License or ID Card Number: Document Expiration Date; 11/18/2018
Case Status Information
Final Case Result: Employment Authorized Employer Gase ID:
Case Submitted On: 08/12/2017 Case Submitted By: YMOUSB45
Closed On: 06/12/2017 Ciosed By: YMOUSB46
Closura Statament: The employas continues to work for the employer after recelving an Employment Autharized result.
SENSITIVE BUT UNCLASSIFIED

htlps:l/e-verify.uscis.govMebIPrintCaseDehlls.aspx?CasaVerNum=201 7163130832LU n



employer solutions staffing group. Gt el
Leveraging Resources in a Changing Market - Tel: 952.835.1288

www.esgstaffingsolutions.com

New Hire Application
Personal Data-- PLEASE PRINT LEGIBLY IN INK

Last Name _("M1p (\S First Name _Z0C Yrpsan Middle Initial "]

-

Street Address J0ls9  PiNec  aus. Apt/Ste
Cty/StateiZip DY Tl i <<yon Social Security Last Four XXX-XX-9S49

Phone Number [,S\ 133 \oag Email Address ZacVecy - guyens @ danan com
TG

Staffing Agency/Recruitment Partner

All offers of emplovment are conditional upon satisfacto roof of identity and legal abli to work in the U.S.A.
Are_ you iegally authorized to work in the United States of America? m YES [JNO
Applicant Certification and Authorization

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

I certify that all statements made In my appiication are true and accurate and that | have not omitted any material information or provided
faise or misieading information, | understand that any material omission or misrepresentation will result in my disqualification from _
consideration for empioyment or, if discovered after | begin.employment, will resuit in my termination.

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

Zockery  euneas Ouren g Ao-3-1

Name (Print or type) Applicant's Sighature Date

A copy or facsimile ("fax") will be considered the Same as an original slgnature. Emall will ONLY be used for employment correspondence

For ESSG Office Use Only
DOH NHW I-9 8850 w4
Emergency Contact Info Background Release Form Background Results Unemployment Letter ESC Appiication
(If applicable)
For ESSG Client Use
DOH ROP Work Site Loc. WC Code

ESSG - Supermoms CMG Rev. 05/2015




don't apply to I N | ] [ f
Form W-4 ( 2017) Greter San 000 S06™ ™ LPREmenta wagos POMVG0 ncorme, GUh a6 ey ot ©

Basio Instruotions, if you aren't exempt, complete consider making estimated tax ents using Form
Purpass, Complste Form W-4 o that your the Personal Allowanies Workenrn beiow, Tho 13305,5'0383';’;;;?0%&'3 :gg’\;'é m}‘gn"’g;
employer can withhold the carrect federal Income Wworishests on page 2 further adjust your gnnuﬂyﬂ{ncome, ses Pub. 808 f?ﬁnd out ff you should
tax from your pay. Consider oompleﬂnﬁ a new Form withholding allowances based on ftemized ust withhoiding on Form W-4 or W-4p
W-4 each year and when your personal or financlal deduotions, certain credits, adjustments to income, adjust your f on Farm b
sltuation cx;-uurges. or two-eamers/multiple jobs ations, Twr?deamels or multiple !ohs. if )Jfog I}iava am
Exemption from withholding. If you are exem Complete all workshests that . Howsvar, you thervng spouse or more than ane job, figure the
complets only lines 1, 2, 3, 4 and 7 e n thpet' may clok fewer (orzaurgz allowaraapcgé.y For reguiar mn‘;’g‘a ;";l""f au%m:’gg%“’:mgﬁgg claim
form to validate it. Your exemgtlon for 2017 expires Wwages, withholding must be based on allowangces W-A. Your withholgine o wII'l'l b’e’b”"w "J‘m
February 18, 2018, See Pub. 505, Tax Withholding you claimed and may not be a fiat amount or when all Sllowanos agra cl;lgsd onthe Fonﬁ: 4
and Tax. percentage of wages, for the highest %a”!lng Job and zero allowances are
Note: If another parson can clalm you as a dependent Head of household. Generally, you can olaim head claimed on the others. Ses Pub, &05 for details,
on his or her tax retum, g&m’t clalm exemption of household filing status on your tax retum on'z if Nonresident allen, If you resident aflen, s
from withholding If yuur Income exceeds $1,050 you are unmarried and pay mare than 50% of tfe Notice 1958 Suenfmma “% ' lnsimcﬂgnn's fa';
&nd Includes mors than $350 of unsamed income (for costs of keeping Dl.tlﬁ a home for yourssif and guur Nonresident Alle';g before co mleﬁ this fo
example, Interest and dividends), dagend efor er qualifying Individuals. See g ) mpleting m.
ns. An empl be able to claim Pub. 501, Examptions, Standard Deduction, and Check your withholding. After your Form W-4 takes
exemption from withoiding i employee s Flling Information, for Information, sffeat, use Pub. 505 o see how the amount you ars
a dependent, if the employes: Tax ored lﬂs.ﬁ mu can ‘t:l;]el :ﬁbmle nutagarwof s Into P:r"é“o .‘,”lg‘::'gu%""s‘g':gég‘é; ﬁ?ﬁﬁgnumnugsm
* Is age 66 or older, moldlgg g!lov';gnygas. Credits for omld or dependent exosed $130,000 (Single) or $180,000 (Married).
* Is blind, or care expenses and the child tax credit may be clalmed Future developments. information, about any future
* Wil clim acustments to Inoome; tax crecits; or Son Pt 508 Jor iy ances Workshaet below. foalalchon nach ong o W-4 (uchas © "
'y ] on e rel
itemized deductions, on his or her tax ratum. nrea.;;m!" into withll"mlcll aug?.,g,‘,‘.,?;{' PR aetgwww.lg,gav/m. b o L
Personal Allowances Worksheet (Keep for your records.)
A Enter“1"foryou;selfifnooneelsecanclalmyouasadependent. 2 pRm LR Do B e s i e A
* You're single and have only one job; or _
B Enter®1” if; ® You're married, have only one job, and your Spouse doesn't work; or B __
* Your wages from a second Job or your spouse’s wages {or the total of both) are $1 ,500 or less,
C  Enter *1” for your Spouse. But, you may choose to 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 little tax withheld)) , O Kk o T c
D  Enter number of dependents (other than your spouse or yourself) you will claim on your tex return . e D
E  Enter “1” if you will file as head of household on your tax retum (see conditions under Head of houssehold above) E
F  Enter *1” if you have at least $2,000 of child or dependent care expenses for which you plan to claim a credit F

(Note: Do not include child Support payments. See Pub, 503, Child and Dependent Care Expenses, for details.)
G  Child Tax Credit (including additional child tax credit). See Pub. 872, Child Tax Credit for more information,

* If your total income will be jess than $70,000 ($100,000 if married), enter “2" for each eliglble child; then less *1” if you
have two to four eligible children or less “2” i 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 eligblechid. @&

H  Addines A through G and enter total here. (Note: This may be different from the number of exemptions you claim on your tax retum.) » H

° I?ou plan to itemize or claim adjustments to Income and want to reduce your withholdling, see the Deductions
Foraccuracy, | and Adjustments Worksheet on page 2.
compliete ali ® If you are single and have more than one job or are married and you and your spouse hoth work and the combined

worksheets eamnings from ali jobs excesd $5|?,000 ($20,000 i married), see the Two-Eamers/Multiple Jobs Worksheet on page 2

that apply. %o avoid having too little tax withheld,

* |f neither of the above situations applies, stop here and enter the number from iine H on line 5 of Form W-4 below.

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

W"4 Employee’s Withholding Allowance Certificate OMB No. 1545-0074
Form
P Whether You are entitied to claim a certaln number of allowances or exemption from withholding Is @
m&;’.&‘m’;‘" subject to review by the IRS. Your employer may be requlred to send a copy of this form to the IRS, 2 1 7
1 Your first name and middie Inftial Last name 2 Your soclal security number

“ T ' OLens Qb0 P2¥SYT

Home address (number and strest or rural routs)

3 M singe ] Maried L] Married, but withhold at higher Single rats,

_10 { 2& fu] 1€ ave Note: if mamied, but legally saparated, o Spause Is a nonresident allen, check the “Single” box.

City or town, state, and ZIP code

4 Hyour last name differs from that shown on Your social security card,

S\ o MY SS\ed check here. You must call 1-800-772-1213 for a replacement card, B[]
5

Total number of allowances Yyou are claiming (from line H above or from the applicable worksheet on page 2) 5 \

6 Additional amount, if any, you want withheld from each paycheck . . . 9 0 0 0 0 o 5 6.0 o & CAE

7 | claim exemption from withholding for 2017, and | certify that | meet both of the following conditions for exemption.

Ifyoumeetbothconditions,write"Exempt”here. e e

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

Employee’s signature 5
(This form Is not valld unless you sign it) » Oirens Date» (o~ &-17
8 Employer’s name and address (Employer: Complete lindé 8 and 10 only if sending to the IRS.) | 9 Office code {optional) | 10 Employer Identification number (EIN)

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



Empldyment Eligibility Verification USCIS

Department of Homeland Security oml: ;ﬂsll;:o -
U.S. Citizenship and Immigration Services Eoxpires 08/31/2019

» START HERE: Read Instructions carsfully before completing this form. The Instructions must be avalilable, either in Ppaper or electronically,
during completion of this form, Empioyers are liable for errors in the completion of this form.

ANTI-DISCRIMINATION NOTICE: itis llegal to discriminate against work-authorized individuals. Employers CANNOT specify which
document(s) an employee may present to establish empioyment authorization and Identity. The refusal to hire or continue to employ
an individual because the documentation presented has a future expiration date may also constitute llegal discrimination.

9N 1. Smployee Information and Attestation (wm must gamiplete and sign Seotlan 1 of Form 18 10 fafer

thah the firat day of empidyment but not hetare aqespting a job ) Ly : i

Last Name (Family Name) First Name (Given Name) Middle Initial Other Last Names Used (ifany)
 Qlaens 28cks (U-_1 A

Address (Street Number and Name) Apt. Number | City or Town State ZIP Cade
DL C\ec QP& Sy hauy MmN | ssioy
Date of Birth (mm/ddpryyy) U.8. Social Security Number Employee's E-mail Address Employee's Telephone Number
1) \b-1a99 HANECERTS | Zac ket oeis @Yamogas (51 “/32 1039

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

l attest, under penalty of perjury, that | am (check one of the following boxes):
A1, A citzen o the United States

[ 2. Anoncitizen national of the United Statos (See instructions)

|:] 3. Alawful permanent resident (Alien Registration Number/USCIS Number):

D 4. An alien authorized to work untii (expiration date, if applicable, mm/ddlyyyy):
Some allens may write "N/A" In the expiration date field. (See Instructions)
Allens authorized fo work must Provide only one of the following document numbers to complete Form 1-9; Do ﬁ'},",,s;;',::,,"';:g;m
An Alien Registration Number/USCIS Number OR Form 1-94 Admission Number OR Forelgn Passport Number,
1. Alien Registration Number/USCIS Number:
OR
2. Form |-84 Admission Number:
OR

3. Forelgn Passport Number:
Country of Igsuance:

Signature of Empioyee 44

Today's Date (mm/fddiyyyy)

é’, P g é"é"a"‘

Pyéparer ahdlof Translator jertifigation {ehdck onefis A ’
|t bl st & preprer or tragelstor. ] A rephrer(e) anelior traalalor(s) asalsiad the emplayea in eamplating Saoton 1.

(Pields below must be eampisted and Sigred when preparers andur translators aadist an employes in qompleting Segtion 1)

| attest, under penalty of perjury, that f have assisted In the completion of Section 1 of this form and that to the best of myA
knowledge the information is true and correct.

Signature of Preparer or Transiator Today's Date (mnvddsyyyy)
Last Name (Family Name) First Name (Given Name)
Address (Street Number and Name) City or Town State ZIP Code

@ Employer Completes Next Page @

Form I-9 11/14/2016 N



Employment Eligibility Verification USCIS

Department of Homeland Security Form I-9
" . . 4 OMB No. 1615-0047
U.S. Citizenship and Immigration Services Expires 08/31/2019

3, Employer or Authorlzed Represents sview : Verifioa t‘m ' ey
(Emplo their autharifed repregen vampleta and sign Séction 8 within 85 (faya af the emploype's q _ . Yau
Qu:e % exa:vmw.;b tiaoumpnt mﬂm OR g oamma:g of ahe daet‘mmamm Jb ar{: enamgwwmsa from wqgaa ami? tha "Lists

Employee Info from Section 4 | Last ?j%ﬁﬂy Name) First Name (Given Name) M.L. l Ciﬂzensshipllmmlgraﬁnn Status
ListA OR ListB AND ListC

Identity and Employment Authorization Identity Employment Authorization
Document Title Document Title < ¢ Document :
TWings \dunhfy L‘mﬁjm (agd S ng §g&m ﬁ# (uﬁ
Issuing Authority Issuipg ority I lasuing Authority
SaEe o-TlivwiS BAN S
Document Number Dacument Number. Document Number
L200- 9 - 22 L0 200 . X7 8549

Expiration Date (i any)(mm/dd/yyyy) Expiration Date (if any)(mm/dd/yyyy) Expiration Date (#f any)(mm/ddsyyyy)

/lb]7019 NyA-
Document Title
Issuing Authority Additional information l?aR N%oms;ﬁ-w: szpi:a
Document Number
Expiration Date (1 any)(mm#idpyyy)
Document Title
Issuing Authority
Document Number
Expiration Date {if any)(mm/ddfyyyy)

Certification: | attest, under Penalty of perjury, that (1) | have examlned the document(s) presented by the above-named empioyee,
(2) the above-listed document(s) appear to he genuine and to relate to the empiloyee named, and (3) to the best of my knowledge the
employee is authorized to work In the United States.

The employee's first day of eniployment (mm/dd/yyyy): [ /) / &1701 ?‘ (See instructions for exemptions)
Fat L
Signature of Em ntative Today's Datefmm/ddlyyyy) | Title of Employer or Authorized Representative

201 F
Last Name of Empjgfer dr A Wm First Name JLé/g

orized Representative Employer's Business or Organization Name
EMPLOYER SOLUTIONS STAFFING GROUP 11C
Employer's Business or Organization Address (Street Numb 3f and N
7301 OHMS LANE  SUITE 405 '

City or Town State ZIP Code
EDINA MN 55439

on d, Reverffigation an grted by epmplayer of alhoryee reprasentaiye ) !
.N appliog B. Date of Rehire (# applicabla)
Last Name (Family Name) First Name (Given Name) Middle Initiai Date (mm/ddfyyyy)

0. The Bimplayee's pravious gram of employiment authanzalion has expired. provide the Infarmation for the doodment or recelpl that eslablishies
continuing employment authorization In the space pravided below.

Document Title Document Number Expiration Date (if any) (mm/ddsyyyy)

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

Signature of Employer or Authorized Representative Today's Date (mm/dd/yyyy) Name of Employer or Authorized Representative

Form1-9 11/14/2016 N
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EMERGENCY CONTACT INFORMATION

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

Employee Name: .@%@_&jfﬂs
Address; [a& ‘4 Eg MEL BVE
Home Phone: é&l Y32 (039

Ty . EMBRGENCY CONTAGTE .
Pleasa JIst two peopla (In prlatity order) who could be vantaated in case of an emargency
Contact #1 | Home Phone:
Neme: Li 1It€ howard _ Cell Phone: 773 27?2 %120
Relationship; grand fetne Work Phone;
Contact #2 Home Phone: | &30 295 o3Yyy
Name: MOrvs Il Sechron Cell Phone:
Relationship: father ' 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 staff Ing group.

Leveraging Resources in a Changing Market
Wage Payment Method Authorization (Minnesota)

Employees have the option of receiving
If you do not provide a written el

eposit (Please complete Sections 3 and 5 below)

Payroll Debit Card (Please complete Sections 4 and 5 below)
SECEION S

Note; Direct eposit accounts may take up to 7 days to be activated
ﬁPaper Check (Please complete Section 5 below)

I understand and acknowledge that if T 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,

Except for the routing and account number, ESSG does not have access to any information regarding your Payroll Debit Card account or
jons. 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)
First Name Ml Last Name Date of Birth
Street Address (PO BOX NOT ACCRPTABLE) 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
T have received my Payroll Debit Card, welcome brochure, program fees, program terms, conditi

t ] 3 . / * . @) 3 . - -
Employee’s Signature: /7°/. A f J Date: {, -§ =17
SECGHON S N TORTZNFTON
T authorize BSSG to directly deposit my periodic wages/compensation payments, ust 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 stub information.

*E-mail: = Qluens @ JHhoo. epopa
this information will only be used to send your Paystubs electronically

Employee's Signature: M&«ﬂj Date:_ (g =) 2




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, sacial 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: Zoeksig T _ens
: First < Middie (O Last
none)

Other names used: famsey

Current county of residence:

Current and former addresses:
=it current 7-)7 106G filige Ave

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.

New = 1do- 1959

Date of birth Social security number
SA09- 9%%9 - 33l 2asry 1 owens
Driver’s license number & state Name as Tt appears on license

Report Copy: If you are applying for a job or ljve in California, Minnesota, or Oklahoma, you may request
a copy of the report by checking this box: &7

’ QN 6-8-13-

Signature Date



Leveraging Resources in 3 Changing Market

STATEMENT OF CONFIDENTIALITY
= ONFIDENTIALITY

This agreement made this £, day of ¥ » 2017, between
Employer Solutions Staffing Group LLC, hereinafter referred to as ‘employer”,
and Zz¢ Lisesn § hereafter referreq to as ‘employee”.

WITNESSETH:

In view of the difficulty of determining the amount of damages which may
result to the employer from g violation of any of the provisions hereof, the
employee agrees to pay to the employer the sum of $10,000 as liquidated
damages for every such violation; provided, however, that the payment of such
amount as liquidated damages shalj| not be construed ag a release or waiver by

Employee élignature

Viw Mo

Employer Sj:lutiobs Staffing Group LLC, Representative

employer solutions staff ing group.



. 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 S0, 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, efc), 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 moide): (& ~ ! 9

O wernrs,

e

Signature/Firma: [ 4o [CEny
(&)




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.

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

Signed: __iad&j_&ﬂ,,

<
Printed Name: __Z 2t ooy OLen

-




om OO0 Pre-Screening Notice and Certification Request for

{Rev. March 2016) the Work Dpportun]ty Credit OMB No. 1546-1500
Department of the Treasury
[ Revenue Service P information abhout Form 8850 and its separate instructions is at Www.irs.gov/form8850.

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

Your name ‘Z (674 &% DLAeNS Social security number p> 3[ a0 €23ES f_—[ fl

Street address where you live OG- fuller g

City or town, state, and ZIP code - %ﬁ 3& AN SsioMd

County QQM;‘;M Telephone number ‘m SI 933 1n39
3
If you are under age 40, enter your date of birth (month, day, year) [ - e -9

1 [ Check here if Yyou received a conditional certification from the state workforce agency (SWA) ora participating local agency

2 %heck here if any of the following statements apply to you.
® | am 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,
* Iam a veteran and a member of a famlly that received Supplemental Nutrition Assistance Program (SNAP) benefits (food
stamps) for at Ieast a 3-month period during the past 15 months,

* |was referred here by a rehabliitation 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. Received SNAP benefits (food stamps) for at least 3 of the past & months, but is no longer eiigible 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 [J Check hers if Yyou 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.

period or periods totaling at least 6 months during the past year.

6 [ Checkhereifyouarsa member of a family that:
* Recelved TANF payments for at least the past 18 months; or
e 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 eligible for TANF payments during the past 2 years because federal or state law limited the maximum time
those payments could be made,

7 [J 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
Yyou 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%w\ X et Y Date é,—'f -/ 77
For Privacy Act and Paperwork Reduction Act Nﬁéce, see p‘a'Ee 2, i Cat. No. 228511 Form 8850 (Rev. 3-201 6




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

Client: Company:
Employer Solutions Group CN\ (lﬂ

Location: W FHLA e‘/ Position: Pn)flu ﬂjm Starting Wage: § n.@

EMPLOYEE SECTION:

Employee Name: Street Address: City/State: ) Zip:
(Lens 10lod fuviler e ST il pan 3Sioef
§S#: ~ | Date of Birth: Age: Have you worked for | If yes, location:
this company before?
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) ] g
at any time since Augnst 5,1997? (ifyes, please provide information below.)
Name of the person receiving benefits; Relationship to you;
City: County: State;
2. Have yon or has anyone living with yon received Food Stamps (SNAP) at any time during the past 15 months? Z D
(If yes, please provide information below.)

Name of the person receiving bmeﬁm:w_m)ﬁn_j__mshipmyom Self

_ City:&N Qo County: &Qm&gg State: _w}

4

3. Have you received Supplemental Security Income (SSI) at any time within the past 3 months? L—_l
Please nots, this is not the same ag Social Security benefits (SS) or Social Security Disability (SSDI) benefits,
*fyou checked yes please provide q copy of your SSI documentation,

N

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

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

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

5. Are you 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. Ifno, please continue to question #6.)

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

O

6. Have you bheen unemployed at any time during the Iast 12 months?

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

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

O O oo
S(ELNECEN

Additional Tax Credits Ve
IEC (Native American): Are you or your spouse 2 member of a Native American Tribe? D
*If you checked yes please provide a copy of your CDIB card,
CA Residents: [ ] Are you the child of foster parents? D Do you receive CalWorks? D Workforce Investment Act?
Are you a migrant or seasonal farm worker? Have you ever been convicted of a misdemeanor?
SC Residents: D Do you receive Family Independence Benefits?

PLEASE READ, SIGN, AND DATE:

Under penalties of perjury, 1 declare the information above 1o be true and accurate to the best of my knowledge, and | hereby authorize any agency, organization, or
individuals to supply such verification or information that may be needed 1o determine tax credis eligibility 1o my employer, employer representative (4ssociated
Consultants, Inc. dba Retrotax), or the Department of Labor,

New Employee Signature: ‘&%&L@’l} Date: (o 5= 7

]




Qualified Long-Term Unemploymen_t Recipient

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

Client: Company:
Employer Solutions Group Q)N\(ﬂ

Lomﬁongwm-‘_ Employee Name; Pm d \Lﬂi‘m SS#: 6&,“9_82‘ 85—-44

EMPLOYEE:

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

1 I'have 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.

Date:

Employee Signature:
,chgtg;am.» oS =)

RetroTax®
3730 Washington Blvd.
Indianapolis, IN 46205

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



employer solutions staffing group.

Leveraging Resources in a Changing Market

Notification of Minnesota Law Requirement —

- Unemployment Acknowledgement

According to Minnesota Statute section 268, 095, subdivision 2, paragraph (d), an
applicant who, within five calendar days after completion of a suitable

Job assignment from a staifing 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. Z & (Initial)

ﬁ%@m}' (e—% -1
Employeé’Signature; Date:

Employee (please print your name here)

CMG_SM - Rev. 09.2013



. ————

DRUG AND ALCOHOL

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

understand: (a) the policy and its contents; (b) what conduct the policy prohibits and the
consequences of such conduct: (c) my rights under the policy and the consequences if |

@I@g Owens
Individual’'s Name

lo-§-17
Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



« . .0 employer solutions staffing
L @’ Leve-aging Resources in a Changing Marke:

Enhanced MEC
¥ e

group.

€29

Benefit Plan Admipistrators, Inc,

wmmm

W oo upine gk ol en

Plan_Plan 1

Benefits Enroliment Form

Employaeiniormation

L] Rehire RehlreD“tﬂ\

Social Security Number
qQ
Address el City Stafo rz:p Code
mgge B\\ee 3 S Busl | SSs109y
Gender Male | Marital Status T1-8ingle | Dato of Birth N M‘ Dats of Hiro
L1 Female | [J Married [] Divorced “l) -
Phone Number: Emall Address;

Please Select Desired Coverage:

Er;giog:"em Only - E Employee-l-Spouse - Employee-l-Child(ren) - E Family -

. eek $38.00/Week $36.00/Week $63.00/Week

L TR e = Relstionship

a— B P

L sowse;w;" .;.,m;., — Re‘hﬁommp' —

e — .1 S B T T e

.-_um_.;m; S 's;.;é;e;.m;#. amnnm ‘Slx!.h il 1Rdaﬂmmp
FirstName ML ~ LastName | O Mate

| Employee Signature

EMPLOYEES DECLINING m"l am DECLINING covera e

I understand that | and/or my dependents, i any, waive any coverage and desire to participate in the plan at a later date, liwe may be considered a late enroliee and
must meet the requirements dafined In the Certificate of Coverage for the Sompany's medical or denta)

(including my 8pouss) because of other coverage, | may, in future
days after the other coverage ends, in addition,

of adoption, | may be abie to enrolj myself or my dependent, pravided |

IF DECLINING- YOU MUST SIGN HERE
vt st Jot g ey S repy s

Date

Date Cﬂ"' ¥l '7
Employer Solutions Staffing Group Heaith Benefits Team
7301 Ohms Lane Suite 406
Edina, MN 55439

Phene: 952-767-9519 Fax: 952-767-9515
Email: Health@employersoiuﬂonsgroup.com



rixea inaemnity Medical Benefits_Plan 2
“- VSl ,  219301-E$G-1 OFFICE USE ONLY LOCATION

ENROLLMENT FORM

A. REQUIRED EMPLOYEE INFORMATION

Rehire Date ____/

/

ESC CU(UNAC-MN) P1 v18.3

PRINT USING BLACK or BLUE INK (Must Be Filied Out) i
Social Security # l Home Phone

Ao g5 . LS\ Y3 03¢

B. DO YOU OR ANY OF YOUR DEPENDENTS RECEIVE MEDICARE BENEFE[TS?
Medicare Health Insurance Claim Number (HICN)

Z D No. if Yes, please continue.
Medicare Effective Date

T S 15 et ¢ e s e o

'Name of Covered Person @
1. 3.

C. LIMITED BENEFITS PLAN SELECTION 3 -
You MUST select a coverage level before any benefits in Section C. Your co erage level for the all be,

identical. The Fixed Indemnity Medical Plan, Dental Plan, Term Life Plan, and Short-Term Disability plans are underwritten by BCS

Insurance Company. The Vision plan is underwritten by Companion Life Insurance Company.
SELECT COVERAGE LEVEL F ”‘Ega'ggﬂ“{’"" DENTAL VISION TERMLIFE | SHORETERM
 erooow () smoas @) senr 3| B so 3] s
Employee + 1 D $41.10 $12.34 $0.90
El;ipldyee+F8!nily D ,« $54.88 $20.36 ”51&39. i
- Nowoaserate ] [T e | Dl D | Llves CIvo | Clves Ko

_'This coverage is not available to residents of NI_-_I_,_.HI, or PR. 2STD is not availége fo pér'séns-\;l;b ;/.ic;fk m CA, ij.i_NJ, N;; o;'_ RT ___

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

Name : Relationship
D. REQUIRED DEPENDENT INEFORMATION _ .
Name | Social Security # ; Date o of Birth | Sex ! Relationship
1 . I | Y ME] O Spouse [ ] Child[ ] Domestic Partner
Name ! Social Security # Date of Birth | Sex i Relationship oy
- Nl A, - ST [M] ' [JSpouse [ ] child [ ] Domestic Partner
‘Name CAohE gvgc;i;l. Eécu?ity # Date of Birth | Sex [ R;l_a-';i;n;hip - '
o1 o delliet G d i o e -1 @ i [ 1Spouse [ ] child [ ] Domestic Partner
‘Name | Social Security # | Date of Birdh Sex | Relationship i
T | IMI(E] | Cspouse [ critd [ bomesti parner

B Y W 5 AN B, £ Y61 v

I have read the benefit packet and understand jts limitations. | understand that open enroliment is only available for
alimited time and | undt‘a[s:ca_z_gg that making no benefit selgcﬁqg isa fi_eclinatigpvc_gf coverage.

= et

PAE LlloFidLin

P R

. enS B

This Is an Essential 5taffCARE Enrollment Form.

ir P> siGNatugs /



