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8/30/2017 - E-Verify: Print Case Details - Preview

E-Verify

SENSITIVE BUT UNCLASSIFIED

Case Verification Number: 201 7242123325RM
Report Prepared: 08/30/2017

Comm Information

Company ID: 47429 Company Name: Employer Solutions Staffing Group
Employee Information

Last Name: Parker Hicks First Name: Kaprice

Date of Birth: 02/16/1994_ Soclal Security Number; *** + 5525

Hire Date: 08/30/2017 Citizenship Status: A citizen of the United States
Document Information

List B Document: ID card issued by a U.S. federal, state or loca List C Document: Saclal Security Card
govermnment agency

Case Status Information

Current Case Resuit: Employment Authorized Employer Case ID;

Case Submitted On: 08/30/2017 Case Submitted By: SGLABB32

SENSITIVE BUT UNCLASSIFIED

hltps:lle-veﬁfy.uscls.govlwsblPﬂntCaseDatails.aspx?CaseVerNum=2017242123325RM




PO Box 46270
Minneapolis, MN 553449956

Tel: 952.835.1288

www.esgstaffingsolutions.com

i

employer solutions staffing gr.oupuc

New Hire Application

Personal Data-- PLEASE PRINT LEGIBLY IN INK

Last Name ﬂqr Yer First Name J(?lfﬁzt Middle Initial /)
Street Address____ ()00 W oUsklofer 1l AptiSte __5X

City/State/Zip _MLMM Social Security Last Four XXX-XX-

i

Phone Number - {4 Email Address @

Staffing Agency/Recruitment Partner

All offers of empioyment are conditional upon satisfacto roof of identity and legal abllity to work in the U.S.A.
Are you legally authorized to work in the United States of America? [ YES [INO
Applicant Certification and Authorization

required by clients, government regulations or by ESSG policies.

I release ESSG and other persons or entities from any claims that might be based on ESSG's decislon to canduct a background check.

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

If hired, ! agree to abide by the policles and procedures of ESSG.

Yore o K- %/11

Name (Print or type) Applicant's Signature ate

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

For ESSG Office Use Only
DOH NHW -9 8850 w4
Emergency Contact Info Background Release Form Background Results Unemployment Letter ESC Application
(if applicable)
For ESSG Client Use
DOH ROP Work Site Loc. WC Code
ESSG-CMG Rev. 04/2017



T

The exceptions don't apply to supplemental wages Nonwage Income. If you have a large amount of
F Ol'l'l'l W'4 (201 7) greater th%?‘l 81 .000,000.ply = g nonwagga Income, such as lmarasts;? dividends,
Baslc Instructions. f you aren't exempt, mmﬂm consider making estimated tax ayments using Form
)

Purpose. Complets Form W-4 so that your the Personal Allowances Worlmurget II::Iow. ;gg“ﬁ-m‘;‘goﬁ& ll? "'u rl::l\;.é oggm;

employer can withhold the correct federal Income workshests on page 2 further yol b, 6 d
from your pay. Consider completing & new Form withholding allowances based on ftemizeg annuty Income, see Pub, 505 o find o if you should
W4 eachyo p:nyd when your pe?aong? or financlal deductlonsg, certain oradfts, adjustments to Income, adust your withholding on Form W-4 or W-4P.,
situation changes, or two-aamera/mutﬂple]oba situations, ‘Mgdaamara or multipls !obs. i 3]'0'1; l}'gve atha
Exemption from withholding. If you are exem Complets all worksheets that apply. Howaver, you thtang spouse or more than one job, figure
complets only linea 1, 2, 3, 4 and 7 and sign e may olaim fewer (or zsro) allowanoier Far regular’ M’a'"'}“g'e ool allowﬂ:r;'tgaygg o o
form to validats it, Your axemgﬂon for 2017 expires Wages, withholding must be based on allowances W 4. Yo with ovlgl,n w'i?l belr,nogt mm
Febng{'y 15, 2018. See Pub. 05, Tax Withholding you claimed and may not be a fiat amount or when alllgllowanoas grauaculala“ymed onths Fonnmwu -4
and Estimated Tax, percentage of wages, for the highest p ng Job and zero
No}'al; i a'r:oﬂg‘ person can nlalpg ﬁu as a dependent ::.:d of household, Generally, you can olal‘mig#n ‘Bes Fub. for details,
on or ar ]at"m uoan [~ mexem on = DLSBhold "?f.-__. BIEIUS T OUr 183 Bt on.
2 et Shiarsh, Nonresident allen. I you are 2 nonresident allen, see
 niiadinoting i alond G2y coum kg upa e ot e Nonisltntalln Fyou e et alen, s
Nonresident Allens, before completing this form,
example, interest and dividends). ds endsngezor otﬁar qualifying Individuals, gee
An empl be able to claim + =Xemptions, Standard Deduction, and Check your withholding. After your Form W-4 takes
2 "fae L=y Fillng Information, for information, use Pub, 505 to ses how the amount you are
exemption from withholding even if the employee Is having withheld oom 10 your projected tota tax
a dapendent, if the employee: 1 cw.," > :lllts. m" oan wf:ﬁ P ,,',Zjbaf s “,’,‘ ¢ IofE iR lia for 20g1 7. See Pub, § espeglglly your earnings
* Is age 85 or oider, 3mo,m§g“§,,°£§dnf£e§m%%$ for o, Sopencent sy $1sol,uoo (smgula) or $180,000 (Mame?ﬁm
Is bl care expenses and the oredit e clalm uture developments. nformation about an re
i st e i S b i foun L R
y N o] were -]
temized deductions, on his or her tax retum, m:edn: Into Wﬂh{loldl ""gngmg:g? e e :tg www.lm.m/wt - p
Personal Allowances Worksheet (Keep for your records.)
A Enter“1"foryourselfifnooneelsecan clalmyouasadependent. LY Wm0 leoi oo o canre o han T
® Your'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 elther a working spouse or more
than one job. (Entering “-0-~ may help you avoid having too littie tax withheld) . . , |, . . | S c
D  Enter number of dependents (other than your spouse or yoursel) you will claim on your tax retur . © 0 o 6 o b D
E  Enter*1”j you will file as head of household on your tax retum (see conditions under Head of housshold 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 chiig support payments. See Pub, 603, 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 less than $70,000 ($100,000 i married), enter “2” for each eligible chlld; then less *1* if you

have two to four eligible chiidren 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 eligiblechid. G
H  Addlines Athrough G and enter total here, (Note: This may be different from the number of exemptions you claim on your tax retum,) b H

. lLyou plan to itemize or clalm adjustments to income and want to reduce your withholding, see the Deductions
Foraccuracy, | ap, 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 both work and the combined
worksheets eamnings from all jobs exceed $50,000 (320,000 if married), see the Two-Eamers/Multiple 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,
Separats here and give Form W-4 1o your employer. Keep the top part for your records.

2 W"4 Employee’s Withholding Allowance Certificate OME No. 1645-0074
m

partm Treas » Whether You are entitled to claim a certain number of allowances or exemption from withholding is
:.’,';,,,a, F;'f.',‘;’,’.};‘%wna‘"’ Subjeot to review by the IRS. Your employer may be required to send a copy of this form to the IRS. 2 @ 1 7

1 Your first iame and middle Initial Last name 2 Your soclal security number
Home eddess (number and strest or rural rout) 3 8 singie [J Maried L1 Marriod, bn withhold at higher Single rate.
£>7(X) w Qu E&ﬁc &g r g( Note: if manied, but legally separated, or spousa Is a nonresident allen, check the “Single” box.
City or town, state, and Z|P code
A

4 K your last name differs from that shown on your soclal security card,
check here. You must call 1-800-772-1213 fora replacement card. D
5  Total number of allowances you are claiming (from line H above or from the applicable workshest on page 2) 5
6  Additional amount, if any, you want withheld from each paycheck 00 % 5 0 d a4 8.0 o o a & 6($
7. lclaim exemption from withholding for 201 7, and | certify that | mest both of the following conditions for exemption. |
® Last year | had a right to a refund of all federal income tax withheld because | had no tax llability, 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 belief, it Is true, correct, and complete.

Employee’s signatuy,
(11'?15 L :og?/alidr:nless yousign it) » /A/P/" Date > S?/ 36/ [

8  Employer's name and address {Employer: Complete lines 8 and 10 only ifsending to the IRS) | 9 Office codo (optiona)) | 10 Employef identification number (EIN)

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



AR Employment Eligibility Verification USCIS

u Rk d)) Department of Homeland Security OME 1?1?11]511;-90047
g U.S. Citizenship and Immigration Services Expires 08/31/2019

P START HERE: Read Instructions carefully before completing this form. The instructions must be avallable, elther in paper or electronlically,

during completion of this form. Employers are liable for errorg in the completion of this form,

document(s) an employee may present to establish employment authorization and Identity. The r.efus
an Indlvidual because the documentation presented has a future expl ate may s ity

hor 1. Employee Informatlon and Aflesls an (Employess must aamplete and sign Sech
than the first day 6f mployment, but not befure adoepfirg & job affer ) : : Sy
Last Name (Family Name) First Name, (Given Name) Middle Initial Other Last Names Used (iF any)
%@‘ - Yk )lmm D)
Address (Street Number and Name) Apt. Number | City or Town State ZIP Code
W Shalefe €3 29 1minyiey M| 35%%
Date of Blrth {mm/ddfyyyy) U.S. Social Security Number Employee's E-mall Address

Employee's Telephone Number

Yaay ME (25

t and/or fines for false statements or use of faise documents In

I am aware that federal law provides for imprisonmen
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

[7 2. Anoncitizen national of the United States (See Instructions)

D 3. A lawful permanent resident (Alien Registration Number/Uscls Number):

[:] 4. An allen authorized to work untit (expiration date, if applicable, mm/ddlyyyy):
Some aliens may write "N/A"™ In the explration date field, {See instructions)

Allens authorized to work must provide only ane of the following document numbers to complete Form 1-o: o ﬁ':,cvﬂf;}ns}'ﬁfg;m
An Allen Registration Number/JSCIS Number OR Form I-94 Admission Number OR Foreign Passport Number.

1. Allen Registration Number/USCIS Number:
OR

2. Form 1-94 Admission Number:
OR
3. Forelgn Passport Number:

Country of Issuance:

Signature of Employee W{’__\/I) Today's Date (mm/ddAyyy)

L) " 2/3://7
Breparér andior Translator Gertificatlon (aheak onal; '

1 éid hat use & preparer o tringlator. [] A prepareris) andror traslalorts) assisied the emplaye I Gamplsting Seatian 1.

( below must b pompleted ang &lgined when preparers arieir iranslators assist 8n emplayep in pampleting Seation 1)

| attest, under Penaity of perjury, that | have assisted In the completion of Section 1 of this form and that to the best of my
knowiledge the information is true and correct.

Signature of Preparer or%r?slator Today's Date {mm/dd/yyyy)
Last Name (Family Name} First Name (Given Name)
Address (Street Number and Name) City or Town State ZIP Code

@ Employer Completes Next Page @

Form 1-9 1111472016 N



Employment Eligibility Verification USCIS

Department of Homeland Sequrity Form I-9
- 1615-0047
U8, Citizenship and Inmigy nigration Serviees Py mmuzms
;
Employee Info from 8sation1 | (25 vame PN “ {
List A ]
Identity and Employment Authortzation
Document Title. _
Issuing Authority
: A O

‘Bocument Number locumant Numbs

, 4 DN AAH o0 tlag
Expiration Date (F any)(mmvtidyyyy) A Expiration Date (7 anyjfmmididyyyy)

: oc-{g- 2019
Document Title .
Issuing Authority Additional Information
Document Number
 Expiralion Date (i any)(mmidclyyyy)
Document Titla
Tesuing Authorly i
‘Document Nurmber i
(Expiraion Date (7 any) (mmiddyyy3)
H

G;r:'ﬂuﬂon:lam:,;ndorpn;auyd M,Mﬂ)lh:vommlno::n d;lcumem(s) :d’rllung) bt: ::mm employa;;.
2 above-listed document{s) appsar to genuine and to relate to the smployee named, and knowledge
g@plquhamhoﬂudhmklnhumm ol

empifyes's first day of employment (mavddiyyyy): (N 202 ool (Ses instructions for exemptions)

of Representative Today's Date (mm#ddlyyyy) | Title of Employer or Authorized Represantative
- ['7 Recruiter
' mmwww First Name of Employer or Authorized Representative Employer’s Business or Organization Name
Glasby

Shelby Employer Solution Staffing Gro
Employer's Business or Organi) (Street Number and Name) | City or Town ' State  [2)P Code
7480 Flying Cloud Drivs Suite/200 Eden Prairie 55344
: | g o Rehing (P appinablel = -

e GO oo Ton

oyt Lol 4y s wt e o

T PTGIEUE grarT ) Bt e AT A s G
B e 'WEQ&% BR/RE SRy,
b 110 b abd i s LB 4 1
.

lamundurpnnal@yofptdury.thaththobatofmyMmmhomploynhaummudhmmﬂnumhdsntn,mdlf
ﬂnemploynpmnnhddocumam(s). the document(s) | have examined appear to be genuine and to relats to the Individual,

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

Form I-9 07/17/17 N ‘ A Page 2 of 3









e —————E

EMERGENCY CONTACT INFORMATION

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

Employee Name: M
Address; G Iod W gld ﬁ!’gfm rd
Home Phone: L—;‘S ]: 5‘ 3:‘_-[5&)

e | . BMERGENGY CONTAGTS
_Pleasa list two people (in priority order) who 6ould be contaatdd In cuse of an éthergency

Contact #1 Home Phone: 4

Name: Xemaﬁl'\ Cell Phone: (;Sl'“Z%S"IZSZ

Relationship: Mo Work Phone:
Contact #2 Home Phone:

Name: Cell Phone:

Relationship: Work Phone:

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

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



employer solutions staffing group...

Wage Payment Method Autho

i Employees have the option of receiving wages by Direct Deposit and/or Payroll Debit Card,
If you do not provide a written election. w Ag

4 a
| SEGRION T BISE INEO RN BN

SO ot Rl

rization (Minnesota)

es will be paid by paper Check.

SSN# (Iast 4 digits) ISa

EffectiveDate 7 ,

SECTION P RO EREG e

|| Direct Deposit (Please complete Sections 3 and S below)

SECHONSEEDIREGIRDEROST L

[0 Update Bank Account

Bank Name:

Routing#

Account#

Account Typo:  [] Checking [ Savings [Other .

77C

eposit accounts may take up to
[ ] Payroll Debit Card (Please complete Scctions 4 and 5 below) NF

voided check with
responsible for any

incurred if the account number that I provide is incorrect,

Initial

aper Check (Please complete Section 5 below)

I understand and acknowledge that if I do not provide a

X/ 307"

7 days to be activated

this direct deposit form, I am
delays in payroll or extra costs

Date

Tohelpnsavoidmaldngnnamr,pleaseattachacopyofavoided
- Ifyouchangebankn,donotcloseyumoldbnnkawunntnnﬁlyonrdirectdeposithasmnedat

SECEON I DN RO DEBEE CARD (GO CASH CARD)

Except for the routing and account number, ESSG does not have access to

check. (a deposit slip will not work)

requestaPayrol]DebitCardﬁn'you,wemustprovideaﬂofthefollowinginfmmaﬁonthatwiﬂanabletheﬁnnncial institution fo identify you, If
you do not submit a Direct Deposit/Payroll Debit Card Authorization, ESSG will provide the necessary information and issue you a Payroll Debit
i S oA > iditional identification inft tion 5o they can

menewbank,whinhmaytakeZpaypexiods.

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)

First Name ML Last Name Date of Birth

Street Address (POBOX NOT ACCHPTABLE) Socinl 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

~

}
*E-mail: ile Yarder 23 (6

pensation payments, net of re
or authorized deductions, into my account(s) as designated above an

made in error to my account(s). * E-mail is require

@

quired tax withholdings,
d to initiate, if necessary,
d for pay stub information.

debit entries and adjustmentsfor any credit entries

Date: 8/30 //7

other required withholdings

oo m——— l ./
Employee's Signature: L :

ormation will only be used to send your paystubs electronically

Date:} /3()/;—,




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 businesinumnsesmlated;muremmememrasc

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: _Kgﬂf(?_ D ﬂ’lléc:ﬂé_@
Last

First Middle (O
none)

Other names used;
Current county of residence:

Current and former addresses: '
current ‘Zl@l! l (Q bg W Qu 5]5 %& [g L!Mtln'ajkn
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.

1] L -11-5525
Date of birth Social security number
Driver’s license number & state Name as it appears on license

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

R /3/

Signature Date




employer solutions staffing group..

STATEMENT OF CONFIDENTIALITY

This agreement made this‘g) day of - , 201§ , between
Employer Solutions Staffing Group LLC, hereinaftePreferred 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 :
ployer Solutions

g Group LINC, Representative




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 sy 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): Ya frie  Bapko,

=Y
Signature/Firma: Y/— |~




empioyer solutions staffing group..

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.

Noti

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: Y'—r))

Printed Name: Xafje farier




———————

om OO0 Pre-Screening Notice and Certification Request for

(Rev. March 2016) the Work Opportunity Credit OMB No. 1645-1500
Department of the Treasury A
Internal Revanue Sarvice P Information about Form 8850 and its separate instructions is at www.irs.gov/form8850,

Joh applicant: Fill in the lines below and check any boxes that apply. Complete only this side.
Your name Y Soclal security number > & 76~ 27-5%5.25

Street address where you live 6 ZQQ M{ oL{ 24’3[,&4’&“ I A

 City or town, state, and ZIP code ;%lmm MA/
County M’L Telephone number é,j l"’i Biﬂ! )

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

1 [ Check here if Yyou 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 asslstance from Temporary Assistance for Needy Families (TANF) for any 9
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 rehabilitation agency approved by the state, an empioyment 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 6 months; or
b. Received SNAP benefits (food stamps) for at ieast 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.

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

8 [ Check here if you are a veteran and you were unempioyed 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 disability and you were dlscharged 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 disablitty and you were unemployed for a
period or. periods totaling at least 6 months during the past year.

6 [ Check here if you are a member of a famiiy 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 earilest 18-month period beginning
after August 5, 1997, ended during the past 2 years; or

* Stopped belng eliglble for TANF payments during the past 2 years because federal or state iaw limited the maximum time
those payments could be made.

7 [ Check here if you are in a period of unempioyment that is at least 27 consecutive weeks and for ali or part of that period
you recelved unempioyment compensation.

Signature—All Appiicants Must Sign

Under penalties of perjury, | declare that 1 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 complets.

Job applicant's signature > j?”‘p"' Date X/ ?0/ /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:

N‘_ame: Last Name: Suffix: Street Address: City/State:
%u@ Hts D 6700 W gld shiore 1 ;
: Dateof Birth: |

ges Have yon worked for | If yes, location:

: this company before?
U772 2/l 23 | vall Mol

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)
at any time since Angust 5, 1997? (If yes, please provide information below.)
Name of'the person receiving benefits; __ Relationship to you: .
City: County: State;

—

Have you or has anyone living with you received Food Stamps (SNAP) at any time during the past 15 months?
(If yes, please provids information below.)
Name of the person receiving benefits; Relationship toyou;

Have you received Supplemental Security Income (SSI) at any time within the past 3 months?
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,

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:
[J Vocationat Rehabilitation Agency [] Dept. of Veterans Affairs [ Employment Network (Ticket to Work Program)

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

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 You receiving compensation for a service-connected disability?

|

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

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

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:

—

[ R 5] S o 5]

B O OO

Additional Tax Credits
IEC (Native American): Are you or your spouse a member of a Native American Tribe?
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?
[ 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?

PLEASE READ, SIGN, AND DATE:
Under penalties of perjury, 1 declare the information above to be true and accurate to the best of my knowledge, and 1 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:

‘){'ﬂ— - Date: 3/ 2 / /7



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

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

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

separately, with Héﬂmm%meﬂ}-fmhmﬁﬁaﬂmémed 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: D%’rl)’ Date EZ(@? Z
New Hire Name: _'@Mﬁéﬁ[:{[(.lﬁ

Social Security Number: ¢/76-21-5525

Employer Name: “

Please check the statements below if they apply to you.

(| I 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.

(| | 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 legislafion, P.L. 104-188, specify that the State Workforce Agencies are the
"designated” agencies responsible for administering the WOTC cartification procedures of this program, The Information you have provided complefing this
form will be disclosed by your employer to the State Workforce Agency. Provislon of this information is voluntary; however the Information is required fo
determine your employer's eligbility for the federal tax credit.

et e e e e e g et b e e s e —— —.._.._.._..—.._n_.._.._.._.._.._.._..—.-_..—.._.._..._.._.._-.

Information. Send comments regarding this burden estimate o the U.S, Department of Labor, Divislon of National Programs Tools Technical Assistance,
Room C-4510, Washington, D.C. 20210 (Paperwork Reduction Project 1205-037 1). Please do not submit completed forms to this address.
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employer solutions staffing group...

Notification of Minnesota Law Requirement -

Unemployment Acknowledgement

According to Minnesota Statute section 268.095, subdivision 2, paragraph (d), an
applicant who, within five calendar days after completion of a suitable

Job assignment from a staffing service, (1) fails without good cause to
affirmatively request an additional suitable job assignment, (2) refuses
without good cause an additional suitable job assignment offered, or (3)
accepls 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,

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

AP Xl

Employee Signature: Date:
A
it

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 pollcy prohibits and the
consequences of such conduct; (c) my rights under the policy and the consequences if |
exercise certain rights; and (d) that certain events as described in the policy may result
in adverse personnel action, including my termination from employment with ESSG, |
understand that this policy in any form, and any employee handbook including this
policy, are not a unilateral employment contract or offer thereof.

: ~ ekt
Individual’'s Name
8[@/&

Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



employer solutions staffing £roup..

B e e T

Acknowledgement of Receipt of Workplace Safety Policy

I certify that I have received a copy of Employer Solutions Staffing Group’s ESSG
WORKPLACE SAFETY POLICY. I understand that it is my responsibility to read
this policy and ask my supervisor, a member of management or to telephone
Employer Solutions Group (ESSG) at 952.835.1288/1.866.496.7573 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 ESSQ’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)
e farlbr-

Employee’s Signature:

thp/ Date: Z.[%Zé /




employer solutions staffing group..

ESSG WORKPLACE SAFETY POLICY

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

(1) Ensure that its clients provide you with a workplace free from serious
recognized hazards and comply with standards, rules and regulations issued
under the OSH Act.

(2) Ensure that its clients perform a job hazard assessment in order to identify
and eliminate potential safety and health hazards and to determine
necessary training and protections for employees at the facility.

(8) Make sure employees have and use safe tools and equipment.

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

(6) Provide safety training in a language and vocabulary workers can
understand.

ESSG is committed to vigorously enforcing its OSHA Compliance Policy.

To help ensure a safe workplace, you have certain responsibilities too, which include
the following: '

® Responsibility to work in compliance with OSHA laws and regulations

° Responsibility to use personal protective equipment and clothing as directed
by the host employer

* Responsibility to report workplace hazards and dangers

* Responsibility to work in a manner as required by the employer and use the
prescribed safety equipment.

You have the following basic rights:

* Right to refuse unsafe work

* Right to know or be informed about actual and potential dangers in the
workplace

* Right to review copies of appropriate standards, rules, regulations and
requirements that the host employer is required to have available at the
workplace.
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ENROLLMENT FORM ESC CUUNAC-MN) p1 4
A REQUIRED EMPLG ORMATIC PRINT USING BLACK o BLUE INK (Must Bo Filied 0wy~~~
Name e Parfer-HicHs Social Security # | Home Phone
e s Al i_i ZA "7? —~54 25 | e
Address (;7on W old shatbfee s GS- F 373:752
'=,’;.,..-u*...-- v ‘

B. DO YOU OR ANy OF YOUR DERENDENTS

> RECEIVE MED{CARE BENEF|TS) DYesDNo. IfYes, please conﬁ;;:.m
Medicare Health}%:ce Claim Number (HICN) Mecii;;m”éﬁ;:ﬁ\;; Datita~ I
N:;me ofC‘o;\;éred érsdh.(s): [l e i s ey

2

C. LIMITED BENEF[TS PLAN SELECTION

You MUST select a coverage level before any benefits
Identical. The Fixed Indemnity Medical Plan, Dental Plan,
Insurance Company. The Vision plan is underwritten b

in Section C. Your '::overage level for
Tarm Life Plan, and Sh

y Companion Life Insuran

o o

Payroll n-ducte_E"W;;i;E fa

ce Company,

|~ DENTAL

For Term Life/ Accidental
Dismemberm

Name

eath & Dism
nnthpattoftho‘l’lrml.lfn!nntﬂt.

D. REQUIRED DEPENDENT INEORMATION
Name

Social Security # | Date of Birth | Sex : Relationship
o BTN, SEEROSS I i 4 Ml gl:_.l.seousel:lchi!d [Jomestic Partne
Name ! Social Security # | Date of Birth Sex i Relationship
e ™ e 1 TE] | poma] Child [ ]Domestic Partne
Name Social Security # ‘ Date of Birth | Sex i Relationship
S e " ancsam s o e | MIE] | Spouse [ chid [ pomestic Partne,
Name  Social Security # : Date of Birth | Sex Relationship :
i S0 MIGE | Cspouse Cchia M vomestie Partne
E. REQUIRED SIGNATURE YOU MUST SIGN AND DATE, EVEN IF YOu DECLI_I_TIEEOVERAGE
ve read the benefit packet and understand its limitations, | understand that open enrolime
ali

mited time and | understand that making

DA DR e p L

no benefit selection is a declin

> SIGNATURE '

nt is only available for
ation of coverage.

R

This is an Essentja) StaffCARE Enrollment Forr
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Benefit Plan Adllﬂ%'
Enhanced MEC Plan_Plan 1
Benefits Enroliment Form LJ New Empioyas ] Rehire RehlreDate\__-
Employoe Information
( and Last)
| Ve Y775
reco
. lewmindon A 5%/33
Gonder W Malo | Marita) Status &3 Single nmif/ i Date of Hirp
O Fomalo | LI Mamed 1 pivoyceg LYy —_—
Phone Number: Address: .
qu"?)lm Ao
Please Select Desired Coverage: :
- ployee Only - D Employea+Spouss - Employee-l-(:hlld(ren) - D Family -
$24.00/Week $38.00/Week $36.00/Week $BS.OOIWeal_t
Socia Securiy® Birth Date | Bon Relationship
Firat Name ~—ur— GaiiNams— ) E ::,‘.,. I:lspElmD O chua
: Social Security # Bisth Date | Sex Relationship -
CISpouse [ Child
R W R B Fome O Demmetic Fartmer
. smsma I BirthDate | Sex Relﬂﬂnnahlp
it Nama =R Lo Nama | : E_‘l Malo (=] Sponuu D‘Em Child
NAME OF PERSON COVERED {FIRGT, LAST):
EFF, DATE
EFF. DATE
EFP, DATE
e Y e e T
mmmoumnuypwld!ducﬂouolmmmbnmum elected.
may be conaldersd g late enrolies and
mﬂl't:'l:!l“ll!. ) I!O:rn'p lnﬂlhlln,pmvldldl mzmwm:?
g;';-uan’:r’mo::" mnamnu.lyltofm- 888, birth, adoption, pllumu:ntfwmmn of parting sult
of adoption, | may pendant, Provided | requoeat snroliment within 31 days of the event.
JF DECLINING- YOU MUST SIGN HERE
Employas swmﬁ?’“@——‘ ) 3/ 30 //7
- ' Employer Solutions Staffing Group Heafth Benefits Team
7301 Ohms Lane Suite 405

Edina, MN 55439
FPhone: 852-767-9519 Fax: 952.767-9515
Email: Health@employersoluuonsgmup.com



