—— E-Verify: Print Case Details - Preview

EVerify

SENSITIVE BUT UNCLASSIFIED
Case Varification Number: 20171 93134823XQ
Report Prepared: 07/12/2017
Sompagy Information _
b Company ID: 47420 Compzny Name: Employer Boifiona Staffing Group

Employes information
Last Name: Petersen First Nams: Lany
Dats of Bith; 08/06/1858 Soclal Sacurity Number: *** ** g3p4
Hire Date: 07112/2017 ammsum;:wmamumusm
Dogumsnt Information
List B Document; U.8, military cand or draft record uucnmmu&bummmnm(mmalwmwm
Case Status Information
Currant Casa Result: Employment Authortzed Employer Case ID:
Casa Submitted On: 07/12/2017 Casa Submitted By: CDELS113

SENSITIVE BUT UNCLASSIFIED

htlps:lle-vaﬂfy.uscls.govlweb/PdntCasaDetalls.aspx?CaseVerNum=20171931 34823XQ



Employment Eligibility Verification USCIS

Department of Homeland Security oml; ;:Tsf;_zo -
U.S. Citizenship and Immigration Services Expires 08/31/2019

P> START HERE: Read Instructions carefully before completing this form, The Instructions must be avallab}
during completion of this form, Employers are llabla for errors in the completion of this form.

ANTI-DISCRIMINATION NOTICE: it is liegal to discriminate ag

o, sither In paper or electronically,

ainst work-authorized individuals, Employers CANNOT specify which
document(s) an employee may present to estabilsh empioyment authorizati

e MEY /IS0 ™

r continue to empioy

ion and identity. The refusal to hire o
an Individual because the documentation presented has a future e | : onstitute illeaal-disc:

MEUOT.

statlon

affer)

weation 1. Employee Information Atteat (Etnplo, yeeamuétewmrenmdazgﬁiwmi-enoihfsr
m%wwﬁ%&mmwc?eﬁmeawmam

Last Name (Family Name) First Name (Given Name) Middie Initial Other Last Names Used (if any)

L8
e il T O

Date of Birth (mm/ddyyyy)  [u.s, Sogial Security Number | Employee's E-mall Address Employee's Telephone Number

%{L s 3)-f7id - b12~3-p523

1 £
1 am aware that federal law provides for Imprisonment and/or fines for false statements or use of false documents In
connection with the compistion of this form,

1 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. Alawiul permanent resident (Alien Registration Number/USCIS Number):

—lj 4. An allen authorized to work  unfti) (expiration date, if applicable, mm/dd/yyyy):

_

Some allens may write "N/A" in the expiration date field. (Ses Instructions)
Allens authorized to work must provide only one of the following document numbers to complete Form 1-9; D,ﬁ':,",,g,,";;:;;;‘;"ggm
An Allen Registration Number/USCIS Number OR Form 84 Admission Number OR Forelgn Passport Number,
1. Alien Registration Number/USCIS Number:
OR

2, Form 1-94 Admission Number:
OR

3. Foreign Passport Number:

Country of issuance:

Slgnature of Employee /&3} e @ Today's _7Da_t_.e [ﬂ%‘!

A did not uge & pragarat of transletar A preparer(s) andfor tranaiytar(s) asalstad the employee in bhmipleting s‘mﬁqn 1.
below must be camaleted and signed when préparers andhos (ransitturs gasist an emiplaye in umplefing Seation 1§

Em anwarmm{jﬁmm [ohedk neli

| attest, under penaity of perjury, thatT have assisted in the completion ofvSectlon 1 of this form and that to the best of my
knowiedge the Information is true and correct.

Signature of Preparer or Translator Today's Date {mm/ddpyyy)
Last Name (Family Name) First Name (Given Name)
Address (Street Number and Name) City or Town State ZIP Code

@ Employer Completes Next Page @

FormI-9 11/14/2016 N
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employer solutions staffing group..
2 o o
New Hire Application

Personal Data-- PLEASE PRINT LEGIBLY IN INK
Last Name__Pgi’L{su First Name _&i&t{ Middle Initial 6

Street Address
City/State/Zip

Phone Number

St
ol

Apt/Ste

Social Security Last Four XXX-XX- ﬂ&i‘[
@

Email Address

L2~ 447 597

Staffing Agency/Recruitment Partner (}_1’\/\(\ “A

All offers of empio

ent are conditional upo satisfactory proof of Ide and legal ability to work | the U.S.A.

Are you legally authorized to work in the United States of America? RYES COnNo

| authorize Employer Soiutions
gualifications for employment.

Applicant Certification and Authorization

Staffing Grou

P (ESSG) to use the information and statements contained in this application to determine my
i

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.

I release ESSG and other persons or entities from any claims that might be based on ESSG

| certify that all statem

faise or misleading information. i un
consideration for employment or, if

| understand that a com
This may inciude but is
required by clients, government regui

rmine my eligibility for hire by certain clients of ESSG,

prehensive background check may be conducted to detg;
not limited to, I records, driving records and/ora drug screen test as

nvestigations of criminal and/or conviction
ations or by ESSG poilicies.

's decision to conduct a background check,

ents made In my application are true and accurate and that | have not
derstand that any materiaj omission or misrepresentatiol
discovered after | begin employment, will resuit inmyte

omitted any material information or provided
n will result in my disqualification from
rmination.

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

r 2 ~12-2bl
Name (Pript or type) Date
A copy or facsimlie (“fax") will be considered the Same as an original signature. Emalil wil ONLY be used for employment correspondence
For ESSG Office Use Only
DOH NHW I-9 8850 w4
Emergency Contact info Background Release Form Background Resuits Unemployment Letter ESC Appiication
(If applicable)
For ESSG Client Use
DOH ROP Work Site Loc. WC Code
ESSG - CMG

Rev. 04/2017



Form W-4 (201.7) Grter an B1050,057" 2 Pt wages POV e i o et o

Basio Instructions, If you aren't exempt, complete Soqader making estimated tax payments sing Form
Purpose, Complete Form W-4 so that your the Personal Allowaneas Workshoet oioey The 1040-ES, %Tﬂg% °“‘°,
employsr can withhold the comect federal Income Wworksheets on page 2 further adjust your you "’”f owe °|'§"b B06 ta b frpe e ol Id
fax from your pay. Consider completing a new Form withholding aliowanoes besed on itemized a"“u“s':y noome, “’fﬂ dlh o V\'Il 4° w_’g}' Shou
W-4 each ﬂ and when your personal or financial deductions, cartain oredits, ag?uﬁgnenta 1o Income, adjust your withholding on Form W-4 or W-4P.
situation changes. or two-eamnera/muitiple jobs ons. Twr?dneamers or multiple jobs, If ¥gg have ath
Exemption from withholding. If you are exsm Complets all warksheets that apply. However, you toteiing 8pouss or mars than one job, figure the
complete only fines 1, 2, 8, 4, and 7 and sign mpat, may cla’?m fewer (or zera) allowanagg.y For ragularyn m”a'""“ba 5”[‘;’: a""‘,',,“;"h?&sy‘f’rg“ o wg"""f"“
form 1o validate i, Your examguon for 2017 expires Wwages, withholding must be baged on allowances w iy ?:ur ﬁm ;?I:lng usually w'l'l‘l i ’r’n‘:g?accume
Eneglgrm&gqu& Ses Pub, 505, Tax Withholding goe;gl:léngséd oafnvgargg not be a flat amount or when all allowances are clalme on the Form W-4

for the highest p ) g]b d are

Note: If another person can claim you as a dependent Head of household. Generally, you can claim head
O nousehoid filing siatus an-vour-4e: i TihHi

o i o TS, you can'tcism exempt YU ars unmanied and pey T o the Nenrsaidsnt glen, fyou are  nonresicant sllen, sse
and Includes more tha $350 of uneamed income (for costs of Ing up a home for yourself and your p Instru
examplg, interest and dividendis), = de andelﬂgs ot other qualiying Tnevicueln o Nonresident Allens, before complating this form,

ns. An employee may be able o claim Pub, 601, ptions, Standard Deduction, and Check your withholding, After your Form w-4 takes
exammfn withholding even i the emplayen is Filing Information, for information, sffeot, use Pub, 605 to ses how the amount you are
a dependent, if the employes: Taxmmumnwg g&efmmgm?mmm fﬁwzgqy'g‘;lggu?'g 5 ss;ggl"f gmﬁtggm“}%;ﬂx
* Is age B5 or older, withhording g,,o,'z,%,,;:;:g  Grdli for ohiid oy dopendert  enceed s1aol,ooo (Slngl? or magozb (Mamedf)l.ltu
* Is blind, or oare expenses and the credit tture devalopments, Information about an re

= usin, etxhpe Personal Allowances WOﬂmTl:y!l below, developmerits gﬁawng Form W-4 (such as A

A Enter“1"foryourselﬂfnooneelsecanclaimyouasadependent. O RO OLM o b 5 o o b
® You're single and have only one job; or
J... e
* Your wages from a second Job or your spouse’s wages (or the total of both) are $1 ,600 or less,
C  Enter *1” for your spousa. But, you may choose to enter "-0-* if you are married and have either a working spouse or more
Enter number of dependents (other than your spouse or yourself) you wiil ciaim on yourtaxretum. . ., , ., .,
Enter “1" if you will file as head of household on your tax retumn (see conditions under Head of househoid above)

e AR e e BGEERTE S
_Personal Allowances Worksheet (eep Tor your Fordey o —————
B  Enter1"if; { ® You're married, have only one job, and your spouse doesn't work; or
than one job. {Entering “-0-" may help you avoid having too little tax withheld)) .
Enter ®1” if you have at Ieast $2,000 of child or dependent care expenses for which you plan to claim a credit o

mmo
mTmoo

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 eliglble child; then less *1” if you

have two to four eligible children or less “2" if you have five or more eliglble children.

® If your total Income will be between $70,000 and $84,000 ($100,000 and $118,000 i mayried), enter "1” for each eligiblechild. G
H  Add ines A through G and enter total here. (Note: This may be different from the number of exemptions you claim on your tax rstum,) > H

* If you plan to temize or claim adjustments to income and want to reduce your withholding, see the Deductions
For accuracy, and Adjustments Workshest on page 2.
complete all ® if you are single and have more than one job or are married and you and your spouse hoth work and the combined

worksheets earnlni;s from all jobs excesd $50,000 ($20,000 if married), see the Two-Eamers/Multiple Jobs Worksheet on page 2
that apply. toavold having too [ittle tax withheid,

* if neither of the above situations applies, stop here and enter the number from line H on line 5 of Farm W-4 bejow,

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

3 W"4 Employee’s Withholding Allowance Certificate OMB No. 1545-0074
m
Treasury » Whether you are entitied to claim a certaln number of allowances or exemption from withholding is
m:nmtsasemm sSubject to review by the IRS. Your employer may be required to send a copy of this form to the IRS, 2 @ 1 7
1, Yourfirst name and middie Inftial Lapnam 2 Your saclal security number
(ay fj“ 2lSewn LY~ 70 %394
Home addreps (number and sireet or rural routs) 3 [1 singee [ Manied [T Merried, but withhoid at higher Single rate,

‘ LI ] D 5+k 3 Note: If mamed, but legally separated, or spouse Is a nonresldent allen, check the “Single” box.

c’ﬂa °M§ :' state, jﬁz"’ °j;° 4 it your last name differs from that shown on your socfal security card,
,Sg 0‘7 , check here. You must call 1-800-772-1213 fora replacement card, P> D
5 otal number of allowances you are claiming (from line H above or from the applicable worksheet on page 2) Li 2
; 6|

6  Additional amount, if any, you want withheld from each paycheck 0.0 0 0B o0 g 5 B "
7 | claim exemption from withholding for 2017, and | certify that | meet both of the following conditions for exemption.
® Last year | had a right to a refund of all federal Income tax withheld because 1 had no tax lability, and
® This year | expect a refund of all federal income tax withheld because | expect to have no tax liabllity.
iy lfyoumeetbothcondftlons,write“Exempt”here. o R P i |
Under penalties of perjury, | declare that | have examined this certificate and, to the best of my knowledge and bellef, It Is true, correct, and compiete,

Employee’s signature . ;
(This form Is not valld unless you sign it) » 4‘,“4 Q &;:Q;_Jv Date> N ~ |9~ 1y

8 Employer’s name and address (Employer: Complete lines 8 an\w only if sending to the IRS.) | 9 Office code (optional) | 10 Employer Identification number (EIN)

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




Authorization

BGC and/or Orange Tree Em ployment Screening to provide Employer Solutions Staffing Group, LLC one
or more reports based on that Information; and (d) Employer Solutions Staffing Group, LLC ("ESSG”) to

share those reports with others for legitimate business purposes r -BGE
Ployment Screening may investigate your education, work history, professional

licenses and credentials, references, address history, social security number valldity, 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: e e : -Pe |04 v\
First Middie (O Last
none)
Other names used:

Current county of residence:

Current and former addresses:

q -4 current el HID S & 5{-9;1;)_'?@1( My S71

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.

_ﬂahghq a 474 - 70-2394
Date ¢f birth' | Soclal security number |

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: L1,

2—12-2217

Signaturi Date




EMERGENCY CONTACT INFORMATION

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

Employee Name: L_aﬁ.%?ﬁ’ £ TSt v
& D

Address: !L“b %‘ﬂ 9‘. -
Home Phone: _Hl‘ 443"" QS‘Q—B

ek My T8y

- . | EM‘SRGBNCY CONTACTS '
_Please list two paople (in priority order) wha could be gohtatted In cage of an erhargancy
Contact #1 Home Phone: ;¢ ,
Name: = ! :
ame val\q mi ”Cr Cell Phone ES’ e, l{}b '23&6
Relationship: Dﬁ\) 3"/&( ' Work Phone:
Contact #2 Home Phone: ‘Szﬁ q‘% - 'gl7
Name: DTD 54 M. grD\N\C A Cell Phone:
Relationship: 5: 5’* e{ 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.
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employer solutions staffing group..
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 electio.

n, wages will be paid by paper Check.

NlerectDeptacmumsmaytakeup to 7 days to be activated
| | Paper Check (Please complete Section 5 below)

and 5 below)

Tunderstand and acknowledge that if I do not provide a
voided check with this direct deposit form, I am

responsible for any delays in payroll or extra costs
incurred if the account number that I provide is incorrect.

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

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 Debi i

it Card will be reloaded on each payday you receive
wages.

CARDHOLDER INFORMATION (as you want your Payroll Debit Card to be issued)

First Name M1 Last Name Date of Birth

Street Address (POBOX NOT ACCEPTABLE) Social Security#

City State Zip Cell Phone (mobile)

RECEIPT OF PAYROLL DEBIT CARD (to be completed when youpick up your Payroll Debit Card)

Payroll Debit Card Routing # Payroll Debit Card Account #
| 073972181
IhavereceivedmyPayrnllDebit Card,welcomehmchure,pmgmmibes,pmgrmntenns, conditions, and discl

1 am agreeing to the program terms, conditions, and disclosures that are included or made available to me

anthorize the financial institution to debit my Payrall Debit Card account for the fees described in the fee
conditions, and disclosures,

Employee’s Signature:

deposit my periodic Wwages/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.

@
send your paystubs electronically

Employee's Signature: —%AAJ- ; Date: 7 ) Z\’Zb‘ i




employer solutions staffing group..

STATEMENT OF CONFIDENTIALITY

and ; hereafter referred to as “employee”

This agreement made this WX day of : 2011, between
Employer SolutioE Staffing Group LLC, hereinafter eferred to as “employer”,
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.

O/\ \
Employer Solutions'Sta ing Group LLC, Representative



employer solttions stafting 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 resuit of your injury will be accommodated.

RESPONSIBILITIES OF THE INJURED WORKER:

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.

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 resporisibil es and agree to abide by these guidelines.

Signed:

Printed Name: lzg,c ggf ing:s 2%




4. e
employer solutions staffing sroup:.

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 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. Sj 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): Laig ;| &I \gsﬂaﬂ

Signature/Firma:




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. Itis 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.

(3) 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

* Responsihility 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:

o 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.



employer solutions staffing group..

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 ESSG’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)

Date:__7- ”—“ZH >




Tl 8850 Pre-Screening Notice and Certification Request for
(Rev. March 2016) the Work Opportunity Credit OMB No. 1545-1500

E.?;ﬁ"’;‘?}?&ﬁ&é‘%lﬁf&"” > Information about Form 8850 and its separate instrustions is at Www,irs.gov/formBss0,

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

Your name Soclal security number> &7 Q"‘) b m

Strest address where you ive _ {1 |} Sh st

City or town, state, and ZIP code S}: QOA\ gg L H!ﬂ!‘ S%QZI
\

County Telephone number Lﬁ‘z ~94<~ Qﬁg

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

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 [ Checkhere if any of the following statements apply to you.

® | am a member of a famlly that has received assistance from Temporary Assistance for Needy Familles (TANF) for any 8
months during the past 18 months,

* lam a veteran and a member of a family that recelved Supplemental Nutrition Assistance Program (SNAP) benefits (food
stamps) for at least a 3-month period during the past 15 months.

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

° | am at least age 18 but not age 40 or older and | am a member of a family that;
a. Received SNAP benefits (food stamps) for the past 6 months; or
b. Received SNAP benefits {food stamps) for at least 3 of the past § months, but Is no longer eligible to recsive 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.

* |am a veteran and | was unemployed for a period or periods totallng at least 4 weeks but less than 6 months during the
past year,

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

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

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

6 [ Check here if Yyou are a member of a family that:
® Received TANF payments for at least the past 18 months; or
* Recelved 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 ellgible 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 recelved unemployment compensation.

Signature —All Applicants Must Sign

Under penalties of perjury, | declare that | gave the above Information to the employer on or before the day | was offered a job, and it Is, to the best of my knowledge, true,
correct, and complate.

Job applicant’s signature >
For Privacy Act and Paperwork Redtefioly Act No e, see page 2.

pae 7-12-72"Y

Cat. No. 228511 Form 8850 (Rev. 3-2016)




Form A (rev. 03/2017) TAX CREDIT QUESTIONNAIRE

EMPLOYER SECTION:
Client: Company:
Location: Position:
EMPLOYEE SECTION:
First Name: Last Name; Suffix: Street Address: City/Stz _
! 5 Siw ar Yo\ Bl nig
: 7 Age: Have you worked for If yes, loeation: )
this company before?
Nry-go-gen| fpa | 5 | e
Please complete all questions, and sign and date the form, Yes No
1. Have you or has anyone living with yon received Temporary Assistance to Needy Families (TANF) [ 'N
at any time since August 5, 19972 (If yes, please Provide information below.)
Name of'the person receiving benefits; ——— Relationship to you:
City: County: State:
2, Have yon or has anyone living with you received Food Stamps (SNAP) at any time during the past 15 months? [l E,
(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? ] m
Please note, this is not the same ag Social Security benefits (8S) or Social Security Disability (SSDI) benefits.
*If you checked yes please Pprovide a copy of your SSI documentation,
4. Have yon received any type of vocational rehabilitation services within the past two years? O m
If yes, plense indicate which type of agency you worked with and provide their location information below:
[ Vocational Rehabilitation Agency [] Dept. of Veterans A ffairs O Employment Network (Ticket to Work Program)

Name of Agency: Phone #;
County: State: _____
*If you checked yes please provide a copy of your active Individual Work Plan and Ticket 1o Work documentation,

S. Areyou a Veteran of the U.S. Military? */fyes, Please provide a capy of your DD-214 and letter of separation.
(If yes, please provide information below. Ifno, please contime to question #6,)

Dates of Service - From: To:
Branch of Service: _151/\/\0,
Are you entitled to or are You receiving compensation for a service-connected disability?

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

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

X
O

ol ® w’ho
H 0 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 [] Federal or [ state conviction? If Stats - County: State:

——

Additional Tax Credits
IEC (Native American): Are you or your spouse & member of a Native American Tribe? O 5]
Ifyou checked yes please Pprovide a copy of your CDIB card,
CA Residents: [ Are you the child of foster parents? [] Do you receive CalWorks? [J Workforce Investment Act?
[ Are you a migrant or seasonal farm worker? I:I Have you ever been convicted ofa misdemeanor?
SC Residents: [] Do you receive Family Independence Benefits?

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

individuals to supply such verification or information that may be needed 1o determine tax credit eligibility 1o my empioyer, employer representative (Associated
Consultants, Inc. dba Retrotax), or the Departmeny of. or.‘K -

New Employee Signature; Date: 7 - I?.""‘ 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 ETA Form 9061 (mmmm}ﬁfmhmﬂmMWed for the new target

group.

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

Date_2—)2~72#'7

New Hire’s Signature:

New Hire Name:

Social Security Number: {74 — 7p- 81‘)_({

Employer Name:

Please check the statements below if they apply to you.

O  Ideclare 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,

O | declare that | have been in a period of unemployment since

(Enter start date)

Privacy Act Notice:
The Intemal Revenue Code of 1986, Secfion 51, as amended and its enacting legislation, P.L. 104-188, speciiy that the State Workforce Agencies are the
"designated” agencies responsible for edministering the WOTC certfication procedures of this program, The Informafion you have provided complefing this

..._.._..—..—.._.._..—.._,._.._..—.._.._.._..—.._..—..—.._.._.'—-.

Public Burden Statement:

Persons are not required to respond to this collection of information unless it displays a currently valid OM B control number. Respondents' obligation to
complets this form is required to obtaln or retain benefits (P.L. 111-5). Public reparting burden is estimated to average 10 minutes per response, Including the
fime for reviewing instructions, searching exisfing data sources, gathering and maintaining the data needed, and completing and reviewing the coliection of
Information. Send comments regarding this burden estimate to the U.S. Department of Labor, Division of National Programs Tools Technical Assistance,
Room C-4510, Washington, D.C. 20210 {Paperwork Reduction Project 1205-0371). Please do not submit completed forms to this address.

_.._..—..—.._.._.._.._.._.._.-—.-—..
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