412612017 E-Veerify: Print Case Details - Preview

._E'Verify

SENSITIVE BUT UNCLASSIFIED

Case Verification Number: 2017116135503CK

Report Prapared: 04/26/2017

Company information

Company ID: 47429 ’ : Company Nams: Employer Salutions Staffing Group

E_E_lm Information

LastName: Paya ' Frst Name: Sam

Data of Birth: 08/D4/1982 Soctal Security Number: ** ** 7541

Hire Date: 04/28/2017 Citizenship Status: A lawful parmanent resident

Document Information

List A Document: Permanent Resident Card or Alien Registration Receipt Card (Farm 1-551)

Alien Number: 078788564

Card Number: MBC0880188148 ! Documant Explration Date:

Case Status nformation

Current Case Resul: Emplayment Authorized : Employer Cage ID;

Case Submitted On; 04/26/2017 Case Submiitad By: SGLAS832
SENSITIVE BUT UNCLASSIFIED

e ——— T e e e

hitps://e-verify.uscis.goviveb/FrintCaseDetslls,aspx7CaseVerNum=2017116135503CK
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~ employer solutions staffing group. 7301 OhmsLane Suts 405

Edina, MN 55439

Leveraging Resources in a Changing Market Tel: 952,835.1288

www.esgstaffingsolutions.com

I New Hire Application

Personal Data~ PLEASE PRINT LEGIBLY IN INK

Last Name_EA{éL First Name Middie Initial -

(i lov] SE AU, apuste 2L

Staffing Agency/Recruitment Partner

All offers of o

'A){)'T”—-H’l : | MQ__: Social Security Last Four XXX-XX- 75(/ /

Email Address &MWL @(gjm}\m.&m’)

7

loyment 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? OYes [ONO

Applicant Certification and Authorization

I authorize Employer Solutions Staffing Grodp (ESSG) to use the information and statements contalned in this application to determine my
qualifications for employment. | authorize ESSG to make inquiries of my former employers, except as indicated In this application,
regarding my previous duties, responsibilities, performance, compensation and eligiblity for rehire.

I understand that

a comprehensive background check may be conducted to detarmine my eligibliity for hire by certaln cllents of ESSG.,

This may include but is not limited to, Investigations of criminal and/or conviction records, driving records and/or a drug screen test as
required by clients, government reguiations or by ESSG policies.

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

I certify that all statements made in my application are true and accurate and that | have not omitted any material information or provided

false or misleadin

g 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

Jm

Name (Print or type) : 5

A copy or facsimiie ("

Applicant's Signature

‘fax") will be considered the same as an original signature. Emall will ONLY be used for employment correspondence

For ESSG Office Use Only
DOH NHW -9 8850 wa
Emergency Contact Info | Background Release Form Background Results Unempioyment Lettor ESC Application
{if applicable)
For ESSG Client Use
DOH ROP Work Site Loc. WC Code

ESSG - Supermoms CMG

Rev. 052015



Form W-4 (2017)  reewemamyormerme  Nows i ot e

nonwage incame, such as interest or dividends,

Basic Instructions. If you aren’t exempt, complete consider meking estimated tax ents using Form
Purpose. Compiate Form W-4 so that your the Parsonal Allowanzes Worlesheat;l,:‘élow. ghe 1040-ES, %ﬁ;&‘&'ﬂd&% Oth
X o your . oo oo lcome ARl S vas e et your Ennuly ncomea, sae Pub. 508 1 st B poaoh i

m your pay. Consider com a new Form ng allowances hased on
W4 each yeat andl when your pa?sorg? or financlal dadumlnng, certain credits, adjustments to income, adjust your withholding on Form W-4 or W-4p,
situation mss. or two-samers/multiple jobs situations. 'Mgdeamara or multiple Aoba. it )iog h;ve ath
Exemption from withholding. If you are exsmpt, Complete all workshests that apply. However,you ~ Working spouss or mars than one job, A
compll;g only lines 1, 2, 8, 2,9 7 and sign thp; may olalm fewer (or zero allowaﬁggg For regularyn t"‘:'“""’ga er of aﬂowﬂ:r#al';my%ara d ed to claim
form 1o validate I, Your exemption for 2017 explres wages, withholding must be based on allowances W-d, o 3:m1 ","5 lyv;l?lgny %I:Fonn
Feb 15,2018, See Pub, 505, Tax Withhoiding you claimed and may not be a flat amount or hen &l Bllowanocd "’“,;‘ i on the Fa
and Tax. percentage of wages. when ces are claimed on the Form W-4
for the highest g.amylng Job and zero allowances are

Note: If another person can claim youas a dependent Head of household. Generally, you can clalm head claimed on the others, See Pub. 5085 for dstalls,
on his or her tax retum, c‘uﬂoan't olaim exemption of housshold ﬂllgg status on yourr tax return m}‘lg ¥ Nonresident allen, If onresidant al
from withholding if your total Income exceeds $1,050 you are unmarried and pay more than §096 of the Not 1502, Sunoh WF&% Wa Instictons e
and includes mora%noan $350 of uneamed income (for costs of keeping up a home for yourself and your No %m' Al il %“eh Yeting this oo for
example, Interest and dividends), de| endanq;s?; er qualifying individusls, X 8ns, before completing m.

An empl may be able to claim Pub. 501, ptions, Standard Deduction, and Check your withholding. After your Form W-4 takes
mm ww\mmgsmn if the employee Is Filing Information, far Mom ah&ﬁaut, use ] ];1:!% 505 to seetl;ow the amount yousre
a dependent, if the employee: Tax credlts.h . You can hﬁ p‘;'tgbecladl iag oredof its Into R withha Puﬂgg'“espeoylgﬁ; r;{:sunrbdeamlngam
«1a age 85 or oider, Wil o SRS TSl et 18 o sl i you eamin
o |8 blind, or care expenses and the child tax credit may be claimed Future developments, Information about any future
* Will olaim adjustments to Income; tax credits; o San Pib, 505 for i aurances Workshest belav. sl macue g orm Wt (euch e ' ind
itemized deductions, on his or her tax retum, mee into wmrowmg ok i asig www.c;ra.gavlm. 1 - =L

Personal Allowances Worksheet (Keep for your records.)

A Enter“1"foryourselﬂfnooneelsecanclalmyouasadependent. O © 0 0 0 0 00 0 0 6 b o o0 0 oo 1 1_—
® 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 } 01 O B :
* Your wages from a second job or your spouse's wages (or the total of both) are $1,600 o 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) . . . . . ., . . . . ..

Enter number of dependents (other than your spouse or yourself) you will claim onyourtaxreturn . . . . . .

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

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

(Note: Do not inciude child support payments. See Pub. 503, Child and Dependent Care Expenses, for details.)

G Child Tax Credit (including additional child tax credit). See Pub. 972, Child Tax Credit, for more Information.

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

® If your total income will be between $70,000 and $84,000 ($100,000 and $119,000 if married), enter "1” for each efigible child. G
H  Addlines A through G and enter total hers, {Note: This may be different from the number of axemptions you clalm on yourtax retum,) » H

® If you plan to itemize or clalm adjustments to income and want to reduce your withhoiding, see the Deductions
For aclt;l;r:cl);. and Adjustments Workshest on page 2.
complete a

® If you are single and have mors than one job or are mamried and you and your spouse both work and the combined

worksheets eamings from all jobs exceed $50,000 ($20,000 if married), ses the Two-Eamers/Multiple Jobs Workshaet on page 2
that apply. 1o avoid having too little tax withheld.

® |t nelther of the above situations applies, stop here and enter the number from fine H on line 5 of Form W-4 below.
Separate here and give Form W-4 to your employer. Keep the top part for your racords.

mmo
mTmMmOO

i

.

g w_4 Employee’s Withholding Allowance Certificate OMB No, 1545-0074
‘orm

partm measury » Whether you are entitied to clalm a certain number of aliowances or exemption from withholding is
anam; ;i';,":'m’l,‘g,m subject to revisw by the IRS. Your ampioyar may be required to send a copy of this form to the IRS. 2 @ 1 7

1 Yourfirst name and middie Initial (Lagma 2 Your sooial security number
o Ve l 0469075t/ [
= E"'°'“° “’égn:‘i:("‘ff“b?' T °§' ""‘[ miﬂ ’ Tﬁ-elngle L1 Maried [T Manied, but withhold at higher Single rate,
Note: if married, but legally separated, or spouss is a nonresident alien, chaok the "Single” box.
&2 cﬂy"'[] 'm'EMdZIPE g ﬂ ] I ‘ 4 Hyourlast name diffars from that shown on your soclal seourity card,
Ss‘m check here. You must call 1-800-772-1213 for a replacement card. P I:I
5§  Total number of allowances you claiming (from line H above or from the applicable worksheet on page 2) 5 ]

8  Additional amount, if any, you want withheld from eachpaycheck . . . . ., . . ., . ., . ., . 5 AL &
7 I claim exemption from withhoiding for 2017, and | certify that | meet both of the following conditions for exemption. . R
® Last year | had a right 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. I '
If you meet both conditions, write “Exempt” hera . 2 . P77

Under penalties of perjury, | declare that | have ined this certifi and, to the best of my knowledge and bellef, it is true, correct, and complete.
Employee’s signature @\, 1,97
(This form Is not valid unless you sign it) » < < paes Y- L—

8 Employer's name and address (Employer: Complete lines 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)



Employment Eligibility Verification

USCIS
Department of Homeland Security oml: ::nllsf;.guoﬂ
U.S. Citizenship and Immigration Services Expires 08/31/2019

PSTART HERE: Read instructions carefully before completing this form. The instructio
during completion of this form. Employers are liable for arrors In the completion of this form.

ANTI-DISCRIMINATION NOTICE: it Is illegal to discriminate against work-authorized Individuals, Em
document{s) an employee may present to establish employment authorization and Ide
an Individual because the documentation presented has a future explmtlon date may

Wb"ﬂmrgﬂgmmm ;ww;;nwm

ns must be available, sither In paper or electronically,

ployers CANNOT specify which
ntity. The refusal to hire or continue to employ
also constltute lllegal discﬂmlnatlon
--:.1 on 1. B ' ; s DA oy _ ]

Name (Family Nems) First Name (Given Name) [ Middie iniial | Other Last Names Used (o) —
A— L~
Address Number and Name,l- Apt. Number | City or Town State | ZIP Code
2652Dvm SEL . 1 mN|s5164
Date of Birth (mm/ddlyyyy)  |U.S. Social Security Number | Employee's E-mafl Address ’J Employee's Telephone Number
| am aware that faderal law provides for lmprisonment and/or fines for false shtem

connection with the completion of this form.

1 attest, under penalty of perjury, that I am (check one of the following boxes):
[T 1. Acitizen of the United States

Bhits or use of false documents in

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

@ 3. Alawful permanent resident  (Allen Registration Number/USCIS Number):

[] 4. An alien authorized to work  until (explration date, if applicable, mmidd/yyyy):
Some allens may write "N/A" in the expiration date field. (See instructions)

Allens authorized to work must
An Allen Registration Numb

provide only ane of the following document numbers to complete Form -9;
er/USCIS Number OR Form 1-94 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:,

QR Code - 8ection 1
De Not Wite In This Space

s iehaga % ﬁ 4_-—:2 \ ¢? ____ |TodaysDate (mmﬁwm

Phigs ba(qumqqtpq wa{aawwwm

éh(ehéeiﬁné)t e PR
(] Abrepérorts) snaldr vapalditnie) ammm&&wm abmpliting Bacten 1,

i 4 P s Cai

: quﬁmasgfmqm;wmﬁmphwewmﬂ W
| athest, under penalty of perjury, that 1 have assisted in the completion of Section 1 of this form and that to the hest of my
knowladge the Information Is true and correct.

Signature of Preparer or Translator Today's Date (mm/Add/yyyy)

Last Name (Family Name) First Name (Given Name)

Address (Street Number and Name)

City or Town

State ZIP Code

@ E»mlﬁver Completes Next Page @

Form 1-9 11/14/2016 N




SR Employment Eligibility Verification USCIS
N Ay Department of Homsinnd Security _ Form 19

i N suing Aoty Isauing Authrty
DocumentNumbar -, o S o 8 Document Number Document Number
E"gﬁﬂm Dﬂtz)(‘{ I)(MHWIW.WY) : Expiration Date (i any)(mmAiddyyy) _ Expiration Date (if any)(mm/dd/yyyy)
Document Title
. Isauing Authority Additional Information LR LIS

Dooument Number

Expiration Date (if any)(mm/iclyyyy)

Dw Title

lssuing Authority

Document Number

Expiration Date (7 any)(mm/idyyyy)

Certification: | attest, under penalty of perjury, that (1) | have examined the document{s) presented by the above-named employes,
(2)thoabm-lluhddumnﬁn)mbhmmmdhﬁﬁbhamplqnmﬁ,md(:)tpﬂuhddmymmun
employee Is authorized to work In the United States.

mlmploya's first day of employment (mm/ddlyyyy): G\ ~)_L.- 7 (\¢-{See Instructions for exemptions)
ot Authria m Today's Data(mmAidyyyy) | Title of Employer or Authorized Representative

OU -1 -20L VeccantYer—
3Y'zsd Represertative W or Representative | Employer's Business or Organization Name
> w & t @ [ EMPLOYER SOLUTIONS STAFFING GROUP LLC

Employer's Business or Orgdnization Address (Sireet Number and Name) | Clty or Town Stats | ZIP Code
7480 FLYING CLOUD DRIVE  SUITE 200 MINNEAPOLIS MN 5544
LTI ——— _

A Now Niims (F gealdblls -~ © =7 ST T

2 %1,?2? oy ! 5 o ) T AT g A Y YR H LA M B LY T T ¥
f .«mﬁi‘*&fw}%%ﬁ!! A vl iy Lui,;.;(,..;‘—,',

'J‘Ut!‘

o Ny

R‘ "f":«.'-’“ ,". 0% 248
ﬁ; i SR

N

THT LT e n Ry T,
4;:,5,,;‘:{ ‘J*vrﬂmawar

A
RN

latum.unllu'ponaltyofpoljury,Mwﬂuwdmmmmmuyullmmmmrklnhumuﬂm,andlf
the employee presented documant{s), the document{s) | have examined appsar to ba genuine and to relate to the Individual.

Signature of Employer or Authorized Representative | Today's Date (mmAddsyyy) Name of Emplayer or Authorized Representative

Form1-9 11/14/2016 N
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PERMANENT RESIDENT CARD )

NAME PAYE, SAM L

AN 078-798-564

- C1USAQ787985649M8C0980198148<<
1 9208049M2002019LBR<C<CCLCCCC<C<LS
. PAYE<<SAM<<LAURENCE<<<CC<CCC<<
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EMERGENCY CONTACT INFORMATION

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

‘Employee Name: L_&/VV\ (& (D\/\A =
o632 Divistn SE 1. Anth SLRL

Home Phone: g”' 25({" L/ g q-q

e o P VERGRNCY CONTACTS ™
. Please list two peopla (in priority order) who aould be tantated in case of apomergency |
Contact #1 Home Phone:

Name: ‘22@ dW PM%J_ Cell Phone: éé / ’%’5_/ 66 }7 ’
Relaﬁonship:-‘%.ﬂ/\/ Work Phone:

Contact #2 Home Phone:
A
Name; N /%-— 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.




.
¢ 1

¢ » employer solutions staffing group.
‘»‘ Leveraging Resources in a Changing Market
Wage Payment Method Authorization (Minnesota)

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

0 "-.'."'5ln |:|;p
(] )i N A | 15 PR HINT N e

Employee Nams SSN# (last 4 digits Effective Date
R

sl TR Y [PASIROHL, (R ey
] Direct Deposit (Please complets Sections 3 and 5 below)  Note: Direct D
__| Payroll Dehit Card (Please complets Sections4.and 5 below).
il IR B FHIEC T DEPONSH
BN [ Update Bank Accomnt
Bank Name;

eposit accounts may take up to 7 days to be activated
--T3AL Paper Check (Pleass complete Section § below)

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

N Accounti#
Account Type: _[] Checking [ Savings [JOther

To help vs avoid making an eror, please attach a copy of a voided check, (a deposit slip will not work)
If you change banks, donmulosayonroldbmkaccoummtﬂyumdﬁmdepnnﬂhasmdatﬂwnewbmk, which may take 2 pay periods.

{
|
)
|

Initial Date

verify your identity.

Except for the routing and account number, ESSGdoesnothaveaccesstoanyinfmmaﬁonregardingyoanayro]l Debit Card account or
transactions, On your first payday, yon 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 o be issued)
M1

First Name Last Name Date of Birth
Street Address o Bax NOT ACCRPTABLE) Social Security#
City State Zip . Cell Phone (mobile)
RECEIPT OF PAYROLL DEBIT CARD (to be complsted when you pick up your Payroll Debit Card)
Payroll Debit Card Routing # Payroll Debit Card Account #

| 07397218

—m —_— e ———
I'have received my Payroll Debit Card, welcome brochure, program fees, program terms, conditions, and disclosures, By activating my Payroll Debit Card,
1am agreeing to the program terms, conditlons,anddisclosuresthatmﬁncludedmmadaavaﬂablemmeﬁ'omﬁmemﬁmeﬁnmtheﬁmncialinsﬁmimI

authorize the financial institution to debit my Payroll Debit Card account for the fees descrlbedinthcﬁeschednlethatispm of the program terms,
conditions, and disclosures,

Employee’s Signature: % tz» ¢

Date: Uf' %-/ ;
SECTON SN EHORIZN FTON

T authorize ESSG to directly deposit my periodic wages/compensation payments, net of required tax withholdings, other required withholdings
or authorized deductions, into my account(s) as designated above and to initiate, if necessary, debit entries and adjustmentsfor any credit entries
made in error to my account(s). * E-mail is required for pay stub information.

*E-mail: &QM,M = @ U [(,00, COYv )

togénd your paystubs electronically

Date: l{" Mo | 7

Employee's Signature:




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 reporis 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 recorg, 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: [ 4 A LM/W, ?
g rst Middle (O last

none)

Other names used: N / Pm

Current county of residence:

Current and former addresses: .
09~2 N[ current@é[lz 9633 Diisien St N;Nﬁ&&b%ﬂ@ﬂ/\m
from Mo/Yr _ to Mo Street City, State & Zip

00 /20 D8/981) 2R3 SES, SHilusader, WY SS059.

from Mo/Yr to M Street City, State & Zip
4241 g ng b 1905 Dusens 9(" N. .
from 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.

O&—1U—199 ) _9p-90—1cU |

Date of birth Social security number

§99/786001 T, N Saunn L. Py
river’s license number & state Nameasit appears on license

Report Copy: If you are applying for a job or live in California, Minnesota, or Oklahoma, you may request
a copy of the report by checking this box: [1.

%ﬁ%,& =1

Signature Date’




2 employer solutions staffing group.

Leveraging Resources in a Changing Market

STATEMENT OF CONFIDENTIALITY

This agreement made this ATA day of LQ’;PH L , 20177, between
Employer Solutions Staffing Group LLC, hereinafter referred to as “employer”,
and w 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.

Ve Cetiaag

Employee Signature

ng' Group LLC, Representative



< employer solutions staffing group.
. y 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): DNONANA—~ L—- . %12\

R S,




. ”empk})lat" SOlUtiOﬁS S'tafﬂng gr'oup

Leveraging Resources in a Changing Market

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.



- 8850 Pre-Screening Notice and Certification Request for
(Rev. March 2018) the Work Opportunity Credit OMB No, 1545-1500

lwspanlu mm;w“ Y » Information about 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 [/ . & G -l? -S| éj/ Social security number P> * 04 MO" 7§C/

Street address whers you five _%Bz_b! ciston S i : )
City or town, state, and ZIP code j\JD\“Hf\ St ]2_3 uﬁ,f MR S_SIO“’l
County ﬁwg -bpj Telephone number ég !"_z g (/’CI %

If you are under age 40, enter your date of birth (month, day, year) 08 oy 0 t/ — / 4 49-.

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

2 [J Check 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 Famllies (T. ANF) 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 156 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. Received SNAP benefits (food stamps) for at least 3 of the past 6 months, but is no longer eligible to recelve them.

* During the past year, | was convicted of a felony or released from prison for a felony.

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

* 1 am a veteran and | was unemployed for a period or periods totaling at least 4 weeks but less than 8 months during the
past year. g

3 [ Check here if you are a veteran and you were unemployed for a period or periods totaling at ieast 8 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 8 months during the past year.

6 [ Check here if you are a member of a family that:
* Received TANF payments for at least the past 18 months; or
* 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 [ Check here if you are in a period of unemployment that is at least 27 consecutive weeks and for all or part of that period
you received unemployment compensation.

Signature—All Applicants Must Sign

Under penalties of perjury, | declare that | gave the above information to the employer on or hefore the day | was offered a job, and it s, to the best of my knowledge, true,
carect, and complete. <

Job applicant’s signature » - Date u” }_é"’ l 7

For Privacy Act and Paperwork Reduction Act Notice, see page 2. 7 Gat, No, 228611 "« Form 8850 (Rev. 3-2016)



-

Form A (rev. 0172016) TAX CREDIT QUESTIONNAIRE AX
EMPLOYER SEC'I'ION: i Admrinis:; Sl

Client: Company:

Employer Soiutions Group

Location: Position: Starting Wage: $
EMPLOYEE SECTION:

Employee Name: Street Address: . City/State: Zip:

Swn. 9632 Duisien St V). oSk ol €516

S8t Date of Birth; Age: Have you worked for | If yes, location:
el (] "fD "75('“ Qﬁlﬁ_l[/ av,]‘ mﬁ;&%r;? N ”(

Please complete all guestions, and sign and date the form. Yes No

1. Have you or has anyone living with you received Temporary Assistance to Needy Families (TANF) [l O
at any time since Angust 5, 1997? (if yes, please provide information below.)
Name of the person receiving banefits; Relationship to you:

City: County: State:

(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? |:| r__]
.Please nots, 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.

2. Have you or has anyone living with you received Food Stamps (SNAP) at any time during the past 15 months? I:I D

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

I:I Vocational Rehabilitation Agency D Dept, of Veterans Affairs D 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.

S. Areyon a Veteran of the U,S. Military? *If yes, please provide a copy of your DD-214 and letter of separation.
(If yes, please provide information below. If no, 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?
6. Have yon héen 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, dates received unemployment compensation - From; / / To: / /

O
O

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 thisa I:I Federal or D State conviction? If State - County: State:

O O Ojg
‘o o op

_ ! . Agldhia;aéi Tax ére_dits )
IEC (Native American): Are you or your spouse a 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? D Have you ever been convicted of a misdemeanor?
SC Residents: D Do you receive Family Independence Benefits?

m]

PLEASE READ, SIGN, AND DATE:
Under penalties of perjury, I declare the information above to be true and accurate to the best af my knowledge, and 1 hereby authorize any agency, organization, or

individuals to supply such verification or information that may be neede tax credit eligibility to my employer, employer representative (Associated
Consultants, Inc. dba Retrotax), or the Di

. ML—-— Date: (/"g\é"’ /7

New Employee Signature:




li3ts in Tax Credit Administration

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 Namei Y L x Pﬁdf : SS#: m&’qﬁ’_]; (/ﬂ

EMPLOYEE:

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

[0  Ihave been unemployed at any time during the last 12 months,
If applicable, dates of unemployment - From: N /ﬁ 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.

Employes Signature: K \_C& - \%ug'h | Date: l{"" % — [ 7

RetroTax®
3730 Washington Blvd.
Indianapolis, IN 46205

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

www.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 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.

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. ﬂ, E (Initial)

4-—1")

Emplo ee Slgnature

Employee (please pnnt your name here) L

CMG_SM - Rev. 09.2013



Acknowledgement of Receipt Antiharassment Policy

| certify that | have received a copy of Employer Solutions Staffing Group’s Antiharassment Policy. |
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 | may have about this policy. I.agree to comply with ESSG's policy on Antiharassment
and understand failure to comply is grounds for disciplinary action, up to and including termination.

| also agree that if at any time during my employment | am involved in any employment dispute or | am
subjected to any type of discrimination, including discrimination because of race, sex, age, religion,
color, national origin, disability, marital, sexual orientation or veteran status, or if | am subjected to any
type of harassment including sexual harassment, | will immediately contact my supervisor, manager,

director or ESSG's Human Resource Department at 952.835.1288/1.866.496.7573 in order to obtain
assistance in the resolution of such matters.

Employee Name (Please Print)

L. ’DA-‘L‘!{J‘_’
Employeeg' SEALITEE i % : @  Date: Lfﬁ% 17

22



RECEIPT OF EMPLOYEE HANDBOOK AND EMPLOYMENT-AT-WILL STATEMENT

This Is to acknowledge that | have read the Employer Solutions Staffing Group LLC Temporary
Employee Handbook and understand that it sets forth the terms and conditions of my employment as
well as the duties, responsibilities and obligations of my employment with the company. | understand

and agree that it is my responsibility to abide by the rules, policies and standards set forth in the
Handbook.

| also acknowledge that my employment with ESSG is not for a specified period of time and can be
- terminated at any time for any reason, with or without cause or notiee, by me or by the company. |
acknowledge that no oral or written statements or representations regarding my employment can alter
the foregoing. | also acknowledge that no manager or employee has the authority to enter into an
employment agreement, express or implied, providing for employment other than at-will.

| also acknowledge that, except for the policy of at-will employment, ESSG reserves the right to
revise, delete and add to the provisions of this Employse Handbook. All such revisions,
deletions or additions must be in writing and must be signed by the CEO of the company. No
oral statements or representations can change the provisions of this Handbook. | also
acknowledge that, except for the policy of at-will employment, terms and conditions of
employment with the company may be modified at the sole discretion of the company, with or
without cause or notice, at any time. No implied contract concerning any employment-related

declsion, term of employment or condition of employment can be established by any other
statement, conduct, policy or practice.

| understand the foregoing agreement concerning my at-will employment status and the
company’s right to determine and modify the terms and conditions of employment is the sole
and entire agreement between me and ESSG concerning the duration of my employment, the
circumstances under which my employment may be terminated and the circumstances under
which the terms and conditions of my employment may change. | further understand that this

agreament supersedes all prior agreements, understandings and representations concerning
my employment with the company.

If | have questions regarding the content or interpretation of this Handbook, | will bring them to the
attention of ESSG.

DATE _11/945—’[7

EMPLOYEE
SIGNATURE

ESSG
REPRESENTATIVI



ﬂ ACKNOWLEDGMENT

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

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

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

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

4. | am responsible for the information provided herein and will, upon my separation,
return this handbook to my ESSG Consuitant.

Date: U 5 %“‘" / F7

Associate's Signature: @\/\i‘ Q,\}Zk

Associate's Printed Name\S&_{l/\h_
Orientation provided by:

24



DRUG AND ALCOHOL

TESTING CONSENT FORM
1. | 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 |
exercise certain rights; and (d) that certain events as described in the policy may result
in adverse personnel action, including my termination from employment with ESSG. |
understand that this policy in any form, and any employee handbook including this
policy, are not a unilateral employment contract or offer thereof.

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

ST L.('P@vj)—

Individual’'s Name v

N7

Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



.y employer selutions staffing group. w}’&% ESN G
@ Levereging Respurces in a Changing Marke: employer solutions ;:;_ ngicyer soktfom ntanwios pa,

LRI PRS-y L e e 1

Enhanced MEC Plan_Plan 1

[ New Em

Benefits Enroliment Form

Employec iniocrmation

Name (First and Last)

' A

joyee [ Rehire Rehire Date

Social Security Number

py-av=715Y [

[Address ] City ZipCode '
Ho?? Dwisisn St A, Wotth SARL WN - |=5109
Gender Male | Marital Status [i_Single | Date of Birth Date of Hire

[] Female | O Married [ pivorced ot Oq" Iq%
Phone Numbgr: Emall Address: A
2513549 | ", prue G yadeo e
Please Select Desired Coverage: .2
Employee Only - D Employee+Spouse - [ |Employee+Child(ren) - Family -
$24.00/Week $38.00/Week $36.00/Week $63.00/Week
Soctal Security # Birth Date | Sex Relationship
- O mate [ Spo [ Chid
i WL e x| FM:llnala poDomesﬁcPartner
Social Security # Birth Date | Sex Relationship
B ouse Child
'Hm__ame_ Ml Last Name g :n:rlna]e Ds'pﬂus Dnmem:lcl:l Partner
Soctal Security # . Blrﬂl-Date : Sex : Relaﬁonsﬁip

Pt Nams i, TstName | E'] e [ Spopee D

h.lAME C;F PERSON.OOVE.RED {FIRST, LAST):

EFF. DATE
EFF. DATE
EFF. DATE

Empiloyee Acknowiadgement and Authorization - | hereby apply for the group benefit{s) as indlcated. | acknowledge that all entries are true and compiete and that
any misstatements or fallure to report information may be ussd as the basis for canceliation of covarage for me and my dependent(s), if any, from the original
effactive date, Further, | authorize my empioyer to make the necessary payroli deduction of premiums for coverages | have sleotsd,

IF ENROLLING - YOU MUST SIGN HERE

Employee Signature

EMPLOVYEES DECLINING I am DECLINING coverage

1 understand that | and/or my dependents, if any, waive any coverage and desire to participate in the plan at a later date. iwe may be considered a late enrollee and
must meet the requirements defined in the Certificate of Coverage for the company's medical or dental plans. If | decline enroliment for myself or my dependents
(inciuding my spouse) hacause of other covarage, | may, in future be abie to enroll myself or my depend in this pian, provided ! request enroliment within 31
days after the other coverage ends. In addltion, if a new dependent refationship forms as a result of marriage, birth, adoption, piacement for adoption of parting suit
of adoption, | may be able to anroll myself or my dapendent, provided ] request enroliment within 31 days of the event.

IF DECLINING-YOU MUST SIGN E
Employee &mm@\i&_\_/%_ \ E\VL Date [ - 9\6 o / 7

Employer Solutions Staffing Group Health Benefits Team
7301 Ohms Lane Suite 405
Edina, MN 55439
Phone: 952-767-9518 Fax: 962-767-9515
Emall: Health@employersolutionsgroup.com

Date




Fixed Indemnity Medical Benefits_Plan 2 |
VS| 219301-ESG-1 |OFFICE USEONLY LOCATION Rehire Date ___/___/

ENROLLMENT FORM ESC CU(UNAC-MN) P1 v18.2

A.REQUIRED) EVPLOYEE INFORMATION PRINT USING BLACK or BLUE INK (Must Be Filled Out)
| Social Security # ! Home Phone Sex @

oo L. PMZ@-@ Y O—=JCf |
0672 Disgiod SE- -

8]

N SE LD ) PSs109 a0

B. DO YOU OR ANY OF YOUR DEP.ENDENTS RECEIVE MEDICARE BEN.EIEFITS'?
Medicare Health Insurance Claim Number (HICN)

DYes D No. If Yes, please continue.
| Medicare Effective Date

e T S -

Name of Covered Person (s):
1. l 2. 3.

C. LIMITED BENEFITS PLAN SELEGCTION _ Payroll Deducted Weekly Rates

You MUST select a coverage level before any benefits in Section C. Your coverage level for the all benefits in Section C will be
identical. The Fixed Indemnity Medical Plan, Dental Plan, Term Life Plan, and Short-Term Disability plans are underwritten by BCS
Insurance Company. The Vision plan is underwritten by Companion Life Insurance Company.

SELECT COVERAGE LEVEL " e INDENNITY | penrar vision ' | Termure | SHORETERM
Employee Only [ ] s2025 @  sea7 (f)|  s2q2 B  soe0 )|  s420 §
Employee +1 [_] $41.10 $12.34 $4.92 $0.90
Employee + Family [ | $54.88 $20.36 $6.56 $1.80
~ NotoALLBenefis [ ]| [dves [INo | [I¥es [INo | [1ves [No | [ves CINo Lves Lo

1:I'his coverage is not available to residents of NH, Hi, or PR. 2STD is not available to persons who work in CA, Hi, NJ, NY, or RI.

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

Name ; Relationship
Name Social Security # Date of Birth | Sex ] Relationship
" - = ; | 1/ |_M_—| [1Spouse [ |Child[ | Domestic Partner
Name Social Security # ' Date of Birth | Sex Relationship
o !/ |—M—| ' [1Spouse ] Child[_] Domestic Partner
Name Social Security # Date of Birth | Sex Relationship
. . / _/_ Iﬁl [1Spouse [_] Child[_] Domestic Partner
Name Social Security # ; Date of Birth ' Sex | Relationship

y _ /1 i @ [1Spouse [_]Child [ ] Domestic Partner

YOU MUST SIGN AND DATE, EVEN IF YOU DECLINE COVERAGE

I have read the benefit packet and understand its limitations. | understand that open enroliment is only available for
a limited time and | understand that making no benefit selection is a decljnation of coverage.

AT D_L_(_l_«ga;_lﬂl__z wi D> SIGNATURE Q\d \ ,% B

This is an Essential StaffCARE Enrollment Form.



