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employer solutions staffing group..

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

Last Name P‘ﬂ‘lm | First Name __ | LS ein Middle Initial E
Street Address_“9% 2 Pt Slj cemore  Vrve AptiSte
citysstaterzip__{\iP? W[ fxmmmd Soclal Security Last Four X004 2SS

Phone Number L Qla 61? 4343 Email Address %ﬂé q—I‘Z‘)Z; @ (log

Staffing Agency/Recruitment Partner

All offers of empl ent are conditional upon satisfactory proof of iden and legal ability to work in the U.S.A.
Are you legally authorized to work in the United States of America? I&YES [No
Applicant Certification and Authorization

_.4“

| authorize Employer Solutions Staffing Group (ESSG) to use the information and statements contained in this application to determing my
qualifications for employment. 1 authorize ESSG to make inquiries of my former employers, except as indicated in this application,
regarding my previous duties, responsibliities, performance, compensation and eligibility for rehire,

| understand that a comprehensive background check may be conducted to determine my eligibility for hire by certain clients 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, govemment regulations or by ESSG policies,

| release ESSG and other persons or entities from any claims that might be based on ESSG's decision to conduct 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 resuit in my termination.

if hired, I agree to abide by the policies and procedures of ESSG,

Plison Voders —_dilie R Q417
Name (Print or type) Applicant's Signature * i Date

A copy or facsimlle ("fax") will be considered the Same as an original signature. Emaiji 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 Application
(i applicable)
For ESSG Client Use
DOH ROP Work Site Loc, WC Code
ESSG - CMG_SM Rev. 04/2017



Form W-4 (2017)

The exceptions don't apply to supplemental wages

greater than $1,000,000,

Purpose, Complete Form W-4 80 that your
employer can withhald the correct federal Income

from your pay. Consider completing a new Form
w-4 eacfxaar and when your personal or finanglal
siuation changes,

Exsmption from withholding. If J!OU are exempt,
compiste only lines 1, 2, 8, 4, and 7 and sign the
form to validate it, Your exemgﬂon for 2017 expires
Felc:’l 185, 29l‘_lB. See Pub. 505, Tax Withholding

ani ax.

Note: If another person can claim you as a dependent

on his or her tax 5 can't claim exem 0?150
~ and includes more than $350 of uneamed income (for

example, interest and dividends), =

erﬁvﬂnna.Anem I may be able to clalm

exemption from wﬂhhglging ev:g it the empioyes Is

a dependent, if the employes:

* I8 age 85 or older,

® Is blind, or

workshests on page 2 further adjust your
withholding allowances basad on ftemized
deductions, certain credits, ad

or two-eamsrslmurﬂple ]ol::e Situations,

conlwa;l:lete fa‘:,Il wFrksheet:" that apply.FHowavsr, you
c'alm fewer (or zero) allowances, For
o usz be based on allo;.;gncss
you clalmed and may not be g fiat amount or

wages, withholding m
ercentage of wages,

p!
Head of housshold, Generally, you can claim head

Etﬁ'ﬁ‘or{]g ]
costs of kasping andhgay n}gm - ffo%duf 4
up a home for yourself and your
s?or mg %gdivlduals. gae
dard Deduction, and

you are unm;
dagend er
Pub, 501, mptions
Filing Information, for fnfonnaﬂon.

Taxmmh.Youcanial@pm]emdmmmm
acoount In figuring your allowable number of

withholding allowances,
maxpegsssandma child tax oredit

Basie Instructions, If you aren’t exempt, coj
the Personal Allowances Workshest below,

r

ustments to income,

ular

consider

Nonwage income, [f
nonwage Income, suc|

1040-ES, ]
You may owe additional tax. if %uu have pension or
annuity Income, sea Pub, 505

adjust your withholding on Form W-4 or W-4p

U have a large amount of
as Interest or dividends,

making estimated tax ents using Form
Tax for lndﬂlag;nals. Othenglse

find out if you should

Two earners or multiple jobs. If you have a

when all
for the hi

Nonresid

working spouss or more
total number of allowances you are g
on &l jobs usin
W-4, Your with)

use
having withheld com
for 2017, See Pub, §
for child or dependant excaed $130,000 (Single) or $180,
may be claimed
ualn%the Personal Aliowances Worksheet below,
o

one job, figure the
ed to claim
worksheets from only one Form
olding usually will be most accurate

allowances are claimed on the Form W4

ighest paying job and 2ero allow,

etalls.

Nonresident allen, if you ars a nonresident aflen, ses
Notice 1382, Suppiemental Form W-4 Instructions for

ent Allens, before completing this form,

Check your withholding. After your Form W-4 takes

Pub, 505 ta see how the amount you are
ares o your ﬁmjactsd total tax
especially ;nyour earnings
(Married),

evelopments, Information about any future

opments affecting Form W-4 {such as

A  Enter™1”for yourself if no one
® You're single and h
B Enter*1* i {
Enter “1” for your spouse. But, you
than one job. (Entering “-0-* may help

Enter “1” if you wiil file as head

mmo

Child Tax Credit {including additional
® If your total Income will be less than
have two to four eligibie

* You're manied, have only
® Your wages from a second Job or your spouse’s

Enter number of dependents (other than your Spouse or yourse
of household on your tax return
Enter “1” if you have at least $2,000 of child or dependent care expenses for which you plan to claim a credit A
{Note: Do not Include chiid Support payments. See Pub, 503, Child

chlidren or less *2~
® If your total income will be between $70,000

ave only one job; or

you avoid having too little tax withheld,)

heet on page 2.

For aclcuracl);. djustments Works|
complete a ® If you are single and have mo,
worksheets n 9

that apply. to avoid having too little tax

® If neither of the above Situations applies,

earnings from all johs excee‘c’lvgﬁl?,%lo {$20,000 i married), see the Two-!
eld.

and Dependent Care Expenses,
child tax credit). See Pub, 872, Child Tax Credit, for more infol
$70,000 ($100,000 if married), enter “2” for each eliglble child; then less 1~
if you have five or more eligible children.
and $84,000 ($100,000 and $119,000if married), enter “1” for each eligible chliid.
Add lines A through G and enter total here, (Note: This may be different from the number of exemptions you cl

o |f donu plan to itemize or olaim adjustments to income and want to reduce your
an

devel

& Will claim adjustments to Income; tax oredits; or 5 I i b

ftemized d sdagr]:ﬂona, an his or her tax retum, ge:mub Mgos forgll&onnngltli n on B¢.;gnverﬂn5| your ather ggla 3;; egw after wa release i) will be posted
Personal Allowances Worksheet (Keep for your records,)

else can claim you as a dependent .

one job, and your Spouse doesn’t work; or
wages (or the total of both) are $1,500 or less,
may choose to enter *-0-* i Yyou are married and have ejther a working spouse or more

e

TmoOoO

for detalls.)
rmation.

if you

G
aim on your tax retum,) b H

|

withholding, see the Deductions

re than one job or are married and you and your Spouse both work and the combined
Eamers/Multipie Johs Worksheet on page 2

stop here and enter the number from line 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 records.

LS W'4 Empioyee’s Withholding Allowance Certificate OMB No. 1545-0074
m

> wh d lai 1l b allowan exem Iding 1
| st iy Y s e oo st o wisitng s | 2(0) 7

1 Your first name and middle initial

__Aiisen =

Last name

Petrers

2 Your social security number

KA 13925%

Home address (number and strest or rural routs)

5372 A Sycamore:

oA,

8'N snge [T Maried L1 Marriod, bur withhold at higher Single rate,
Note: If married, but legally separated, 0or spoj

lisa is & nonresident allen, check the “Single® box.

Chty or town, state, nd ZIP code

4 Hyourlast name differs from that shown on Your soclal security card,

N&U { d l ) ‘ 51-} C\ b check here. You must call 1-800-772-1213 for a replacement card. > []
§  Total number of allowances you are cl'almlng (from line H above or from the applicable worksheet on page 2) 5
6  Additional amount, if any, you want withheld from each paycheck 2 0w o oa o ol R T
7 | claim exemption from withholding for 2017, and | certify that | meet both of the following conditions for exemption, | e
® Last year | had a right to a refund of all federal income tax withheld because I had no tax liabllity, and
* This year | expect a refund of all federal income tax withheld because | expect to have no tax liability.
e lfyoumeetbothcondltlons,write“Exempt"here. R L
Under penaities of perjury, I declare that ) have examined this certificate and, to the best of my knowledge and bellef, it Is true, correct, and complete,
Employee’s signature

(This form is not valid unless yousign it) »

Date » O?’ Li '\7

8 Employer's name and address (Employer: C:

omplete lines 8 and 10 only if sending to the IRS.)

8 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 Form 1-9

USS. Citizenship and Immigration Services e

> START HERE: Read instructions carefully befo

re completing this form. The instructions must be avallable, either In Paper or electronically,
during completion of this form. Employers are liabl

e for errors in the completion of this form,
ANTI-DISCRIMINATION NOTICE: It is INegal to discriminate against work-authorized Individuals, Employers CANNOT specify which

document(s) an employee may present to establish employment authorization and identity. The refusal to hire or continue to employ
an Individual because the documentation presented has a future expiration date may elso constituta illegal discrimination,

cilan 1. Employee Infarmat on an gtation (Bmpioyaes must camplets and sign Bevtian 1 af Form 15 g later
tan the first day of employmeént. but nal befors geaspling & job offer ) :
Last Name (Family Name) First Name (Given Name) Middie Initial Other Last Names Used (if any)
Yeters P\ ison E
Address (Strest Number and Name) Apt. Number | City or Town

& Suwmop® Dy, Newy  Rochmand | (W] Zépzfglb

Date of Birth (fmm/ddiywl) |us, Sodial Security Number Employee's E-mail Address Employee's Telephone Number

05-1e-(195  |BAMA-[{(F -AZER apelfersts 1@ aol.ag (pRSTPYS 43

I am aware that federal law provides for imprisonment and/or fines for false statements or use of false documents In
connection with the completion of this form.

| attest, under penalty of perjury, that | am (check one of the following boxes):
1. A citizen of the United States

|:|' 2. A noncitizen national of the United States (See instructions)
|:| 3. A lawful permanent resident (Alien Reglstration Number/USCIS Number);

|:| 4. An alien authorized towork  until (expiration date, if applicable, mm/ddlyyyy):
Some allens may write "N/A” In the expiration date field. (See Instructions)
Allens authorized to work must provide only one of the followin

g document numbers fo complete Form 1-9: Bo ﬁ':,"v:,;’;;:‘m"ggm
An Allen Registration Number/USCIS Number OR Form 1-94 Admission Number OR Forsign Passport Number,
1. Alien Registration Numher/USCIS Number:
OR
2. Form 1-84 Admission Number:
OR

3. Forelgn Passport Number:
Country of Issuance:;

Signature of Employee 3 [ Today's Date (mm/ddfyyyy)
L o 0B

= 20177
reparer andlor Translatgr Dertification (Eheok ofeg)} '
/L9 Nl ute @ drbpindr o Granslator. ] A preparer(s) angot transiatore) asgidted the efnpisyen in dofplsting Sedtion 1.

(Ffolds below must be gempleted and sigried when preparers sidfar fransiaters assigt an emplayee in dampleting Segtion 1 )
| attest, under Penalty of perjury, that | have assisted In the completion of Section 1 of this form and that fo the best of my
owledge the information Is true and correct.

Signature of Preparer or Translator Today's Date (mm/ddAyyyy)
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 omf :ﬂGf;%M7
U.S. Citizenship and Immigration Services Expires 08/31/2019

fram Lis 8 and ane dooument from ListC as lsted on the “Liste

Name (Family Name) ; lame) . | Ctizenship/immigration Status 1
Employes Info from Section 1 Iﬁ_} _" <, aaf (S0 N % =

ListA LiatB AND ListC
Identity and Employment Authorization Identity Employment Authorization
Document Title D -] Title
Issuing Authority ] Autho, Issuing Autho
ﬂ:%r-te of WY 3%1(0(3 wWwT
Document Number | Do umber Document Number ]
iy %3&2-Q0§j~§b 26-09 L9495 - N -0 X330
Expiration Date {if any)(mm/dd/yyyy) | Expiration Data ﬂfany)(mm/dd/yyy% Explration Date (ifany)(W%d:/yyyw
0s-\b -~ Y N

Document Title L
Issuing Authorily Additional information Do Nt e 2e
Document Number
Expiration Date (i any){mm/ddiyyyy)
Document Title
Issuing Authority
Document Number
Expiration Date (if any){mm/ddiyyyy)

Certification: | attest, under penalty of perjury, that (1) | have examined the document(s) presented by the abova-named

{2) the above-listed document(s) appear to be genuine and to relate to the employee named, and (3) to the best of my kn
amp@ Is authorized to work In the United States.

loyes's first day of employment (mm/ddlyyyy): ()%~

employee,
owledge the

0"‘ g Z—O l{?ee instructions for exemptions)

Reprgsentative Today's Date (mm/ddyyyy) | Title of Employer or Authorized Representative
- = m =200 Yrecruiter
presentat Name of Employer or Authorized Representative Employer's Business or Organization Name
\ Shelby Employer Solution Staffing Gro
Employer's Business. or Organization Add, ( Number and Name) | City or Town State  (zIp code
7480 Flying Cloud Drive Suite 200 Eden Prairie MN 55344
'ﬁecﬂowmvertﬁoatlon and Rehi

res (To be complated and signed by employer;or authorized representative!)

A. New Name (i eppiicable)

B. Date of Rehire (i appiioabie)

Last Name (Family Name)

First Name (Given Name)

Middie initia Date (mm#idpyyyy)

d. the employee's previous grant of employment authorizallon has expired, provide the informalion for the dosument or recelpl thaf ¢ establighes
continuing employment authorization in the 8pace provided below.

Document Title

Document Number Expiration Date {if any} (mm/odyyyy)

| attest, under Ppenaity of perjury, that to the best of my knowledge, this employ
the employee presented document(s), the document(s) | have

ee Is authorized to work In the United States, and It
examined appear to be genulne and to relate to the Individual,

Signature of Employer or Authorized Representative

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

Form 19 071717 N

Page 2 of 3









O USTATE OF MINVESORY

S CEREIEICATION _l TR u].a. f... FE

CERTIFICATE OF BIRTH

STATE FILE NUMBER  1895-MN-023332

1 FULL NAME ALLISON ELAINE PETERS <

l DATE OF BIRTH : MAY 16, 1996

il;'i TME | ' . 02:07TAM

i PLURALITY SINGLE (1) :

8EX FEMALE ) ,
PLACE OF BRTH ° UNITED Hosgmpb.,. 2 i

_ | _ SAINT PAUL - n).usw - MINNESOTA

( N ey Caln

NAME PRIORTO o b 5 e o o
FIRST MARRIAGE RQPLRR

~ DATE OF BIRTH" Jmt{m\fmwﬁz‘ SU(Ps

~ PLACE OF mnm mnﬂasom ‘...
PARENT Aun:ganwmn PETERS
DATE OF Bi&‘rH" ~AUGUBY 22, 197 8
. PLACE OF BIFH’H MINNESOTA ™ 7T

.
SIS nﬁ.

A -"C : e 1. il A

[ y
RS 2oy e A et e L

2

_!.J'

ANY AMENDMENT MADE éﬂiq&m oetowﬂﬂ&mﬁnﬁbggﬁ IS No? NO"I‘ED 'eu THIB*GERTIFICATE

" .
T T e v ey

¥ —

A e

v

LR ARR AR ARA RS A e A T A ks it Sl e

T
e

¥

A T e s L AT

THI8 IS A TRUE AND cohahdr RECORD OF BIRTH REGISTERED IIN THE MINNEBOTA OFFICE OF VITAL RECORDS,
MR&C Certifigate ID
10464717

"IIIIlI!!BII " FLED: MAY 24, 1998
62A-000706 . A e

Molly Mulgahy Crawford
STATE REGISTRAR

ISSUED: FEBRUARY 086, 2017 RAMSEY COUNTY DEPT. OF PUBLIC HEALTH

Ty P e e by e vy

-

AR A in B o n

v

-------------

THIS CERTIFICATE IS VALID ONLY WHEN PRINTED ON OFEMIAP. WATERMARKED
szcomw PAPER R WITH A SECURITY THREAD AND STATE SEAL oF anas

S600laiataaiainsas

AAAAAAAA




EMERGENCY CONTACT INFORMATION

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

Employee Name: _&Lﬁh ’Qﬂm
| adies BEB2 A Sycamore Drive New Pihpend

Home Phone: U l ;? 6““_(& 454 3

LT EMERGENCY CONTACTE | |
Please lat two pedple (In ptiority order) who could be antactad in case of dn emetgency
Contact #1 Home Phone; —

| Name: }0( nd y P{_‘ﬂ}( S Cell Phone: 1‘5?)38‘%(.075
\ Relationship: FW Work Phone: —

Contact #2 Home Phone: —_—

Name: MK Sch WC\CM’(\ Cell Phone: (‘06 l 4 q(ﬂg - \766!
Relationship: R(bm m 0t -[—C 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.




Authorization

Authorization: By signing below, you authorize; (a) backgroundchecks.com ("BGC”) and/or Orange Tree
Employment Screening to request information about you from any public or private information source;
(b) anyone to provide information about You to BGC and/or Orange Tree Employment Screening; (c)
BGC and/or Orange Tree Employment Screening to provide Employer Solutions Staffing Group, LLC one
or more reports based on that information; and (d) Employer Solutions Staffing Group, LLC (“ESSG”) to

share those reports with others for legitimate business Purposes related to your employment. BGC

andfor 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, lawsulits, 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: M %‘fc.f"s

First Middle (O Last
: none)

Other names used:
Current county of residence:

Current and former addresses:

current
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.

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 Okiahoma, you may request
a copy of the report by checking this box: 1.

Al R Q-4-17

Signature Date




- employer solutions staffing group.

Leveraging Resources in a Changing Market

» STATEMENT OF CONFIDENTIALITY
This agreement made thi%_day of E Ug; :&L , 201__/ between
Employer Solutions Staffing Group LLC, hereinafte eferred 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.

Alligon S

Employee Signature

oyer Solutions g‘Group LLC, Represantative




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, elc.), 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, 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 detendr4 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): ﬁ)\\l%@ﬂ P‘f/kz g
_S_i:c_ﬂature/Firma: M_m Qf%




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.

Ifitis 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 anq agree to abide by these guidelines,

Signed: MMN\J '45«\4"
Printed Name: _Qj,l{}gm %S




rom OO0 Pre-Screening Notice and Certification Request for
(Rev. March 2016) the Work Opportunity Credit OMB No. 1545-1500

lntamal‘ mmmw » 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 =gl Semn Q:(-ef? Soclal security number » _?ﬂq 5265

Street address where you live 632& Smﬂl!mif d}f{\f’e_.

City or town, state, and ZIP code

County S5 CADYY | - Telephone number (O [A S 7 S’Ll S”B

if you are under age 40, enter your date of birth (month, day, year) S ~\lo ~ CiS

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

2 [] Check here if any of the following statements apply to you.
® | am a member of a family that has received assistance from Temporary Asslstance for Needy Famllles (TANF) for any 9
months during the past 18 months.
* |am a veteran and a member of a famlly that received Supplemental Nutrition Assistance Program (SNAP) benefits (food
stamps) for at least a 3-month period during the past 15 months.

* | was referred here by a rehabilitation agency approved by the state, an employment network under the Ticket to Work
program, or the Department of Veterans Affairs,

® |am at least age 18 but not age 40 or older and | am a member of a famlly that;
a. Received SNAP benefits (food stamps) for the past 8 months; or )
b. Received SNAP benefits {food stamps) for at least 3 of the past & months, but is no longer eligible to receive them.

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

® lreceived 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, i

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

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

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

6 [ Check here if you are a member of a famlly that;
* Received TANF payments for at least the past 18 months; or
* Received TANF payments for any 18 months beginning after August 5, 1897, and the earilest 1 8-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 penaities of perjury, | declare that | gave the above Information to the emplayer on or before the day | was offerad ajob, and it is, to the best of my knowiedge, trus,
comrect, and complete.

Job applicant’s signature b Date 9 —4 il 7
For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 228511 Form 8850 (Rev. 3-2016)




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

TAX CREDIT QUESTIONNAIRE

Client: Company:
Employer Solutions Group

Location; Position;

EMPLOYEE SECTION:

Employee Name: Street Address:

City/State:

Zip:

N-R. Wi S4ei

| SS#

M -1% 9259 S /e, GS 22 | “gymanxboret

i=en  QRetors 522 A SYloumere D

Date of Birth: Age: Have you worked for

If yes, location:

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 parson receiving benefits; Relationship to you:
City: County: State:

Have you or has anyone living with yon received Food Stamps (SNAP) at any time during the past 15 months?

(If yes, plsase provide information below.)

Name of the person receiving benefits: Relationship to you:
City: County: State:

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 Digability (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 agenlc__y_lyou worked with and provide their location information below;

["] Vocational Rehabilitation Agency
Name of Agency; Phone #:

Dept. of Veterans Affuirs [ Employment Network (Ticket to Work Program)

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

5.

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?

L1

O

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

I 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: /

/

7.

Have you heen convicted of a felony or released from prison for a felony conviction in the past 12 months?

Conviction Date: / / Release Date: / /

Was this a [ ] Federal or [ State conviction? If State - County: State:

O O O;

Ol O Oom

Additiopal Tax Credits

IEC (Native American): Are you or your spouse a member of a Native American Tribe?
*If you checked yes please provide a copy of your CDIB card.

CA Residents: D Arte you the child of foster parents? D Do you receive CalWorks? I:I

Workforce Investment Act?

Are you a migrant or seasonal farm waorker? I:I Have you ever been convicted of a misdemeanor?

SCResidents:  ["] Do you receive Family Independence Benefits?

PLEASE READ, SIGN, AND DATE:

Under penalties of perjury, I declare the infarmation above 1o be true and accurate 1o 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

New Employee Signature:

Consultants, Inc. dba Retrotax), or the Departiment of Labgy. 2

Date:j’;{'/ 7




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 N ale: } Qf, E\ %ﬂi 139 25
EMPLOYEE:

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

[0 TIhavebeen unemployed at any time during the last 12 months,

If applicable, dates of unemployment ~ From: To:
From; / / To: / /
From: / / To: / /

[0 Ireceived unemployment compensation during my unemployment.

If applicable, dates you received compensation - From; To:
From: / / To: / /
From; / / To: / /

Please read, sign, and date:

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

Employee SignatnreMM/ %\L Date: g - Z/—- | -)

RetroTax®
3730 Washington Blvd.
Indianapolis, IN 46205

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

www.retrotax-aci.com



employer solutions staffing group..

Notification of Minnesota Law Re uirement —

Unemgloyment Acknowledgement

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

Job assignment from a staffing service, (1) fails without good cause fo
affirmatively request an additional suitable job assignment, (2) refuses
without good cause an additional suitable job assignment offered, or (3)
accepts employment with the client of the staffing service, s considered fo
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. M (Initial)

Employee Signature; ' Date:
Employee (please print your name here)

CMG_SM - Rev. 09.2013




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 | have read the entire contents of this policy and | am aware and fully

3. | hereby voluntarily consent to ESSG, or its health service providers, or
otper persons or entities acting for or with them, to collect a body component (blood,

i Peters

Individual's Name

9-8-\1

Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



P —— uuucuw_r-lan 2
"Bl - 2193018561 Jomceusmony  locamion RehireDats s,
=X
ENROLLMENT FORM ESC CUUNAC-MN) P1 v1;
A. REQUIRED EMPLG ORMATIO PRINT USING BLACK or BLUE INK (Must Be FiledOug) -
Name . Social Security # Home Phone S '
T Micon Delexs DY -a255 | = WEr
Address 6%2 ﬁ' e ! : E D_r Apt, #

N Lo, e T

B. DO YOU OR ANY OF YOUR DEPENDENTS RECE|VE MEDICARE BENEF|TS?
Medicare Health Insurance Claim Number (HICN)

——
D Yes D No. If Yes, please continue,

Medicare Effective Date =
1. . A l :

C LIMITED BENEFITS PLAN SELECTION :_________ ~__ Payroll Deducted Week]y Rate
You MUST select 3 coverage level before any benefits in Section C, Your coverage leve| for the all benefits in Section C will by
identical. The Fixed Indemnity Medical Plan, Dental Plan, Term Life Plan,

and Short-Term Disability plans are underwritten by BC!
Insurance Company. The Vision plan is underwritten by Companion Life Insurance Company.
SELECT COVERAGE LEvel, FIXED INDEMNITY

SHORT-TERM
e  MEDICAL - DENTAL | vmON | renm " | osasiimy?
Employee + 1 [ ] $41.10 $12.34 $4.92 $0.90

- Employea s Famiy [ T T e

ivemmmere B D O | D Clve [ Dl e | S e, e e

1This coverage is not avaifable to residents of NH, Hl, or PR, 2 STD is not a\)aiiable to persons who work in EA, HLN._.I_, __N__Y,_ éf_ B_l__
For Term Life / Accide. Death & Dismembermant, please write In Your beneficiary Information, Accidental Death &
Dismemberment is parti of the Term Life Benefit, -
Name Relationship
Name | Social Security # | Date of Birth { Sex i Relationship

o e, et L L [MI[F] | DsaouseDCh"d_.Domest'f-"afmer
Name Social Security # | Date of Birth Sex | Relationshi

A N o i i @iDSPsgsep IChild[ ] Domestic Partner
Name Social Security # ; Date of Birth | Sex ' Relationship R
Neot e R @LDSmﬂseDCh"dDDomest'cPaftnef
Name Social Security # ' Date of Birth | Sex Relationship B

et et ottt e rnens

S S

oL TIMIET Cspowsel ] Child [_] Domestic Partner

E. REQUIRED SIGNATURE

I have read the benefit packet and understand its limitations. | understand that o
_alimited time and | understand that making no benefit i i

oare U%,04,20,7 > sionarune

YOU MUST SIGN AND DATE, EVEN IF YO

U DECLINE COVERAGE

This is an Essential StaffCARE Enrollment Form.




"o employer solutions staffing group.
- Leveraging Resources in a Changing Market

employer sohutions gn

ohms

v and b -dtg.ad
A oy

Enhanced MEC Plan_Plan 1 P it e

Benefite Enroliment Form

=mployeciniariniation
ROy

Name (First and Last)

WSon  Reters
Address

Gender Mals Marital

Date of Hire
) Fomate | C1 Married O Divorced - —q5
Phone Number:

2579 2 ftis 9752 aol.com
Please Select Desired Coverage:

Empioyee Only - D Employee+Spouse - Employee+Chlld(ren) -
$24.00/Week | $38.00/Week $36.00/Week

Family -
$63.00/Weak

L A R T ]
Birth Date Relationship

I Mals I:ISpIo:lme 0O chua
O Femate Domestic Partner
Birth Date | Sex Relationship
O Mee [JSpouse [ Child
] Female O Domestic Partner
A R RS B i
BirthDate | Sex Relationship
Rt Nars: et Nams— 0O Mae 8 O chid
st o g ] Female E ponnu Domestic Partner
NAME OF PERSON COVERED (FIRST, LAST):
EFF. DATE
EFF. DATE
EFF. DATE
Employes Acknowledgement and Authorization - ] he apply for the group he s) as indicated. | acknowiodge that all entries are trus and complete and that
[any misatatements or fallure to raport Information lnqry.w b

ba used as the basis for canceliation of caverags for me and my dependent(s), if any, from the origina)
affectiva date, Further, | authorize my employar to make the necessary payroll deduction of premiums for coverages 1 have elected, z

IF ENROLLING - YOU MUST SIGN HERE

Empioyee Signature Date

EMPLOYEES DECLINING

undsrstand that! andior my ge and desire to participats in the pian at a later date, e bo considered a fate snrolies and

must mest the requiremants In the Cortificate of Coveraga for the company’s medical or denta) p i#1 dacline enroliment for myssif or my dependents

{including my spouss) becausg other coverage, | may, in future he able to enrafl myasif or my depend In this plan, provided | request enroliment within 31
the other coverage anidy, In addition, if a new dependent relationship forms as a result of marriage, birth, adoption, placement for adoption of parting suit

of adaption, | may be able to | myself or my dependent, provided 1 request enroiiment within 31 dayn of the avent.

)
o F A -
ployer Solfutions Staffing Group Health Benefits Team
7301 Ohms Lane Suite 405
Edina, MN 55439
Phone: 952-767-8519 Fax: 852-7687-9515
Email: Health@employersoluﬂonsgmup.com




