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Report Prepared: 08/20/2017

Company Information i
Company ID; '47429 Company Name: Employer Solutions Staffing Group

Employes Information ol
Last Name: petsch First Name: Jjessa

Dats of Birth: 12/08/1988 Social Security Number; *+ 4824_

Hire Dats; 08/29/2017 Citizenship Statys: A citizen of the United Stateg

Dogument Information )
List B Document: Drivers licenge or ID card Issugq byaU.s, statg or List C Document: Social Security Card

outlying Ppossession

Document Name; Driver's licenge Document State; Minnesota

Driver's License or ID Card Number: Document Explration Date; 12/08/2017

Case Status Infarmation

Current Cagg Result; Employment Authorized Employer Casg ID;
Case Submittad On: 08/28/2017 Case Submiiteq By: SGLA8832

SENSITIVE BUT UNCLASSIFIED




PO Box 46279
Minneapolis, MN 553449
Tel: 952.835.1288

www.esgstafﬂngsolutlons.com

New Hire Application

Personal Data.. PLEASE PRINT LEGIBLY IN INK

Last Name E{;hﬁ(i\ First Name &65(;_ Middle Initial __ [,
Street Address _ A/)L] 5 th Ave s __AptiSte

City/State/Zip fkliﬂﬂ gﬂb,s ,ﬂdz s ’{Qg Social Security L ast Foyr XXX-XX- '
Phone Number @Z‘ Z 22;‘ ZgQ,E Email Address 5&65&&1 M,S @ éf-_M.;_ 1
Staffing Agenc

VRecruitment Partner_ (.00 e Mﬂ%ﬂmﬁ_éw
[
All offers of employment are conditionaj upon satisfactoa proof of ldenm and legaj ability to work In the US.A.
Are you legally authorizeq to Work in the United Stateg of America? TYES [Jno

l authorize Employer Solutions Staffing Group (ESSG) to use the information; and statements contained In this application to determine my
qualifications for employment, | authorize ESSG to make Inquiries of my former empioyers, except as Indicated in this application,
I rehire,

| understand that a comprehensiye background check may be conducted to determine my eligibility for hire by certain ciients of ESSG.
Is may Include but Is not limiteq to, Investigations of criminal and/or conviction records, driving records and/or a drug Screen test as
licles.

| 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 aji Statements made Inmy application are trug and accurate ang that | have not omitted any material information Or provided
false or Misieading Information, | understand that any material omissjon or misrepresentation Wwill result in my disqualification from
consideration for employment or, if discovered after | begin employment, wijj resuit in my termination,

If hired, | agree to abide by the policles and Procedures of ESSG,

!;5;& Pedscly M ﬁ@/\ @ Zi, 2017
Name (Print or type) licant’s Signature Date

A copy or facsimile ("fax™) will be considered the same as an originaj signature, Emajj will ONLY pe used for employment correspondenc,

For ESSG O
____
— TN

Emergency Contact info Background Release Form Unemployment Lettor ESc Application

{ir applicabig)
—_— e

Iz

ESSG - CMG_sMm Rev. 0412017

E—



The exceptions don't ly to supplemental wa, es Nonwags income. If yoy have a large amount of
F 0 I' m W'4 ( 201 7) greater ﬂlg?'l m.mo,ot?ap = - nunulrgge lnac'gme, e:lﬁl ata:d lrgl’a(raata{:gr %de:ids.l:o
Baslc Instructions. If you aren‘t exem, complete Jonaider maling estim: o8 using For
Purpose. Complets Form W-4 gp that your the Personal Allowanzes Worksheetgtélow. ‘?he 13:?1"55' E‘”’;’gg&%ﬁg}‘& '#dﬁ% ogr‘ml :
employer oan withhold the cormect federg Income Workahests on page 2 further adjust your gnnunya"n%rane 88 Pub, 608 (e outplf m.?nsr:::;
from your pay. Conslder completlny a new Form withhalding allowances based on ftemized st HEh olding on Fo W-4 or . }QP
£ach year and when your persona or financlal deductions, certaln credits, aed'{:atrnents 1o Income, adjust your wi g on Farm W-4 or .
sftuation changes. ortwo-aamsrs/mumple]obs ations, 1‘w'_|;|(l earners or multiple !nba. F %og l}iava ath
Exemption from withholding, If you are exempt, Complets all worksheets that ply. Howsver, you {otal g BROUSE or more than ane job, figurs e
complete only lines 1, 2, 3, 4, an! 7 and slgn the may alaim fewer (ar zerg) alluvm:ges. For regular otontala"r}grgga'ﬁf “u"wo"m“a'h'mygg arg:' o:" ';'g ciain
form to validats it, Your exsmgﬂon for 2017 expires Wages, withholding must be based on allowances Wed Yo ",‘v'im olding usaell, w’,"" be{,m; ""m
Febmgma. See Pub. 505, Tax Withholding you claimed and may not be a flat amoun e when all alowa ol o o on the Form g
and Tax. percentage of wages, for the highest paying job and zerg allowances are
Note: if another person can claim you as g dependent Head of household, Generally, you can claim head claimed on the others, Ses Pub, 505 for details,
on his or her tax retum, you can't alaim exemption of household filing statug On your tax return only if N Ident aflen, If
from withholding if your total Income exceeds $1,050 you are unmarvied and pay more than 50§ ofthe ~ Nonreside MB"E-""' ental Form Wog -
and inaludes more than $360 of uneamed Income {fo costs of keeping u — W’Nlegs, Bafors oo m"slg‘f‘:u""s o
example, Interest and dividends). — or cther qualifying Individualg. onresiden Pieting this form.
- 8. An employee may be able to claim Pub. 501, Examptions, Stardan DBeduction, and Check your withholding, After your Form W-4 take
z y Fifing Information, for Information, effect, use Pub, 505 to 588 how the amount you are
Sxemption from withholding even if the employee Is having withhold oz, oy ro]ectedgml i
2 dependent, f the smpioyee: = fmt In fi m" Sl w;'f]f,,'gb,e u"l’,‘e of e for 2017, See Pub, 5 espacy your eamings
o 2o S oroer, Wi Gopg s bl umberf 0 S G P R
® Is blind, or care expenses and the child tax credit may be claimed Future developments, Information about any future
oo Cac o e ot or 4 s Paraone Alwances o v P Thad e
; ub, o o r )
temized deductions, on his or her tax retum, cr:ﬂts into withhaldi "“,,"33,2,',’322?"” S aatg Wwww.irs.gov/w4, i

Personal Allowances Worksheet (Keep for your records.)

A  Enter "1”fcryourselﬂfno one else can ciaim you as a dependent , ° 6 0000060 o g & .
® You're singie and have only one job; or

B  Enter*17if, { * You're married, have only one job, and your spouse doesn’t worig; or J
® Your wages from g Second job or your spouse’s wages (or the total of both) are $1,500 or jess,

C  Enter“1” for your spouse. But, yoy may choose to enter #-g.* if you are married and have either g working spouse or more

than one job., (Entering -0 may help you avoid having too little tax withheld) . , | | PR CRER G B Bt el 10

Enter number of dependents (other than your Spouse or yourself) you will claim on your tax relum. ., , | . . D

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

Enter “1* if you have at least $2,000 of child or dependent care expenses for which you plan to claim a credit F

mmy

® If your total income wiij be less than $70,000 ($100,000 i married), enter “2" for each eligible child; then Jess “1” if you
have two to four ellgible children or less “2” if you have five or more efigible chiidren,

* If your total income wiij be between $70,000 and $84,000 ($1 00,000 and $118,000 i married), enter “1* for each ellgible child,. @ C )

® If you pian to itemize or olalm adjustments to ineome and want to reducs your withholding, see the Deductions
For accuracy, and Adjustments Worksheet on page 2,

complete all * If you are single and have more than one job or are married ang you and your spouse both work and the combined
worksheets eamlnFs from all jobs exceed $50,000 (20,000 i married), see the Two-Eamers/Multipie Jobs Worksheet on page 2
that apply. to avoid having too little tax withheld,

* If nelther of the above situations applies, stop here and snter the number from line Hon line 5 of Form W-4 below.
Separate here and give Form W-4 19 your employer. Keep the top part for your records,

5 w_4 Employee’s Wlthholding Allowance Certificate OMB No. 1545-0074
DspTrtmem of the Treasury » Whether you are entitied to claim a certain number of allowances or exemption from withholding is 2 @ 1 7
Intemnal Reven subject to review by the IRS. Your employer may he required to send a Copy of this form to the IRS

1 Y

our first name and middie Initial Last name 2 _Your social security number
£85¢. D, J Petsch &4 -17- Y8z4

Home address fumber and strset or rora] routs) 3 [ sige L[] Married [] Married, but withhord ot higher Singie rate.
_20Y7 7t fye 5

Note: I married, but legally separatad, Or spouse Is a nonresident alien, check the "Single® box.

, City or town, state, and ZIP code 4 W your last name differs from that shown on your sogfa) security card,
m € b Mﬂ/ , 5 5 ‘;'/0 8 ‘ check here. You must call 1-800-772-1213 for a replacement card, 0
S Total number of alloWiances youfare claiming (from fina H above or from the applicable worksheet on page 2) 5

I —

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

Employee’s signature
(This form Is not vaiid uniess you sign it) » ) Date » ) 7
8 Employer's name and address (Employ: mplete lines 8 and 10 only if sending to the IRS)) | 9 Office cods {optional) | 10 Employer i cation ber (EIN)

For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 10220Q Form W-4 (2p1 7
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Employment Eligibility Verification USCIS
Department of Homeland Seeurity Form I-9

A .;"" - > - Y O . 1615-
A U.S. Citizenship and Immigration Services &?},ﬁ%mﬁ‘}?
P START HERE: Read Instructions carsfully hefors co,

riminate against work-authorized individuals. Employers CANNOT specify which

employment authorization and Identity. The refusal to hire or continue to smploy
an Individual because the documentation presented has a future expiration date may also constitute illegal discrimination,

eotion 1, Employee Information an AHON (Employess must campiers and sig 1 af Form 19 no eter
| than the first day ef employment, but nat hefore aguapting a Job offer )
Last Na (Femily Name)

First Name (Given Name) Middle Initial

Ch_ €£5¢ D.
Address {Strest Number and Name)

Apt. Number | City or Town e State 7P Code
4) St Ave s Minweamhs | Ml | 65408
Date of Birth (mm/ddsyyyy,

Employee's E-mail Addres Employee's Telephone Number
691D - gl Z: 772~ 7803
that federal law provides for impris

onment and/or fines for false statements or use of false documents in
connection with the completion of this form,
I attest, under penaity of perjury,
[3(1. Acttizen of the United States
D 2. A noncitizen national of the United States (See instructions)
[:l 3. A lawful permanent resident  (Allen Registration Number/USCis Number);

Other Last Names Used (ifany)

U.S. Social Security Number

that 1 am (check one of the following boxes):

D 4. An alien authorized to work  until (expiration date, if applicable, mm/dd/yyyy):
Some aliens may write "N/A” In the expiration date field. {See Instructions)
Aliens authorized to work must provide only one of the following document numbers to complete Form 1-9: D,ﬁ*:,ﬁ‘v’,g:;,f;g;{;’g;m
An Allen Registration Number/USCIS Number OR Form 1-94 Admission Number OR Foreign Passport Number.
1. Allen Registration Number/USCIS Number:
OR

2. Form 1-84 Admission Number:
OR

3. Foreign Passport Number;
Country of Issuance;

Signature of Employee /
.

y / 6:2 ! Today's Date (mm/ddiyyyy) ﬁﬁ , zﬁ g é ,
oF TransTator Gertiiaation [eheak one i

ro of Wanslgor. [ ] A prsnaers) anlor tanaiatorld) sesisted the empjoyee in completing Segtion 1.

? bplow mulst be vomaleted and signed when preparers andfor trainslators assist gn emplayes In caimaleting Beotion 1)
| attest, under Penalty of perjury, that | have assisted in the completion of Section 1 of this form and that to the best of my
knowledge the information is true and correct.

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

@ Employer Completes Next Page @

FormI-9 11/14/2016 N




Employment Eligibility Verification

Document Number

Explration Dats' {ﬂanw(mnl/ddm

Expiration ata (F anyjfmmeidizy)

Document Title I Eﬂ

Issuing Authority E, Additional Information
octment Narrbar |

Document Title

Tesuing Autharity

' Document Number
Expiration Date (i any)(mm/ddlyyyy)

Certification: | attest, under

(2) the above-listed dogum

Penalty of , that (1) | have
ont(l)appnrp:jg' 2

loya.t-amhorludbmmmum
%P“!ﬂ" first day of employment (mmvddlyyyy): O%° 4-

sxamined the documenty;

genuine and to relate to the employes
States,

201 (See instructions for axemptions)

-'r r.
X ﬁ

~
Tz

Today's Date (mmt ) mmsnmmwmmmmm
0424 -30)

\Recruiter

FlmﬁannofEmploysorAumom Representative Employer's BmlrmorOrganlzatlon Name
Shelby Employer Solution Staffing Gro

7480 Flying Cloud Drive Suite

= -
i ]

Employer's Business or Organization Address }(?n Number and Name)

City or Town
Eden Prairie

State | 2P code
MN

5
¥

5t bl (o 2

S oy B
A N Name (i agy

55344

.P_-uﬂm_p-'-.‘ I'r|!ij_l-ﬂwl.l\'lﬂn- :! “."-'.‘.'"wT“"" 4qy "_?“:.”',"‘.",". Tegn : K YLk ,’w‘“’.-'n":'f‘ ‘F”f“‘w‘,"?”f’ AN g ) LA
@S’!M:%" “ ': Vil g i 2 L i L7 e O ’*"‘:"t PR e o ?
u,_';m‘ CIRETT BTt in th R, m"%ﬂ%ﬁ«ﬁﬁ‘m&*
Document Title

Fom -9 071717 N
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- Sociai SecurltyAdgi_i_l_!stl:n_ﬂon : 2 PETRRT
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EMERGENCY CONTACT INFORMATION

EMPLOYER SOLU
IN CASE OF AN EMERGEN
Z

TIONS STAFFING GROUP
CY - NOTIFICATION INFORMATION

B/ Enploee Neme— H%&_Pﬂilsijx

1o EMBRGENCY CONTAGTY
Ploasa list twa Preapls (i priopity order) who could he Sontaated In case of an emergeticy

Home Phone:

Contact #1

Cell Phone; 5&7_ 'Z_"]Z_.q wzg
Relationship: M [!' N Work Phone;

Contact #2 Home Phope:
Name; Cell Phone:
Relationship Work Phone:




employer solutions staff Ing group.

Leveraging Resources in a Changing Market

Effective Date

Slf_f"'l‘ll).\.‘ 2 [PASIREL PEECEION
. DirectDen' (Please com ate Bee

NalualDepadtacmmbmaytakeupto?daystobeacﬁvatad
. Paper Check (Please complete Section, § below)

IDIINAEHE DERPOSE
O Update Bank Account
Bank Name:

Tunderstand ang acknowledge that if 1 do not provide a
voided check with this direct deposit form, I am
responsible for any delays in payroll or extra costs
Routing# ineurred if the account number that T provide is incorrect,
Account#

0O Checking [] Savings [JOther

° Tohelpusavoidmakinganeunr,plmeattachacopyofa
- Ifyouchangebanks, donotcloseyowoldbankacconntnnﬂ

SECTION Py ROLEBEBE ¢ \RD (GLop

A CASTTEARD)

Fedemllawreqnimsallﬁnancial insﬁmﬁonstoobtxin, verify, andrecordinﬁnmnﬁonthatidenﬁﬁes each person who Opens an account. In order
request a Payro]l.Debit Card for you, we must provide all of the following information i financial } i identi

that will enable the on to identify you, If
you do not submit g Direct Deposit/Payroll Debit Card A ization, ESSG wil] provide the necessary information and jgspe you a Payroll Debit
Cardtopayyomwages. Foryourprotection, the ﬁnancialinsﬁmﬁonmay ask you to provide them additional identification ; ion so they can
verify your identity,

Except for the routing and account number, ESSG doeg not have access tp any information regarding your Payroll Debit Card account or
ions, Onyomﬁrstpayday,youwﬂl receiVeyomnewPaymllDebit Card, and a packet ining all of the termg and conditions, You will

then sign acknowledging that You received the Payroll Debit Card and packet, Your Payroll Debit Card wil] be reloaded on each Payday you receive

wages,

CARDHOLDER INFORMATION (as you want your Payroll Debit Card 1o be issued)
First Name -

Ml Last N Date of Birth
(Jesse  [Mp ] ™ Pedsch alk
Street Address (POBOX NOT ACCHFTABLE) H\_ i ; oci ' _
Ey S /401:... S ﬂrnﬂ >17- Z:
Ci : ' State i P bile
uyﬂ/’mﬂt%g IS MnN Zm65‘{bﬁ b QZ 2= 7722 - 7203
RECEIPT OF pa: OLL DEBIT CARD (to be completed when yon pj
- DEBIT (

up your Payroll Debit Card)

Payroll Debit Card Routing # PayrollDebitCardAcemmt#! %3 gl[_é(m, Q” “ ﬁ“

073972181
I have received my Payroll Debit Card, welcome brochure, Program fees, program terms, conditions, and disclosnres, By activating my Payroll Debit Card,
Iamagreeingtothepmgmmterms, conditions, anddisclomlresﬂmtmincl i instituti

Employee’s Signature: 4/4/ - : WA/ 0
e

SECHONTS NUBHTORT 2N [ON

T authorize ESSG o 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 an

d 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: @

this information will only be used to send your paystubs electronical]y

Employee's Signature:

Date:




Authorization

Authorization: By signing below, you authorize: (a) backgroundchecks.com ("BGC”) and/or Orange Tree

and/or Orange Tree Employment Screening may investigate your ed work- 5 fonal~
_ licenses and ; ss history, social security number validity, right to work, crimij-

nal record, lawsuits, driving record, credit history, and any other information with public or private infor-
mation sources, Yoy acknowledge that a fax, image, or copy of this authorization Is as valid as the origj-
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 js attached. By signing below, Yyou acknowledge receipt of these documents,

Printed name: q’ EShHe D p&
First Middle (O Last
none)

Other names used:
Current county of residence:

Current gnd former addresses:
%&Q current J%?7 5 e Ave S My, 24, 66¢
from Mo/Yr to Mo/Yr Street City, State & Zip 7
gl Janza7 e, g Vo St SE Radestor iy sye
from Mdfyr to Mo/Yr Street ‘ City, State & Zip
M# 2014 3B 23 10 Stewnidylle My 5547,
Street City, State & Zip
ormation sources require the following information when

-[7-582¢

Date df birth Social security number

212416731 Da,d
Driver’s license number & state Name as it appears on license

Report Copy: If You are applying for a joborlive in California, Minnesota, or Oklahoma, you may request
a copy of the report by checking this hox: 0.

e fitr. — w29 207




employer solutions staff Ing group.

Leveraging Resources in a3 Changing Market

This agreement made thi

y :
Employer Solutions_Staffin Group LLC, herej to as ‘employer”,
and _A\Je&de &f::;ﬁ\ hereafter referr as “employee”.

result to the employer from a violation of any of the provisions ereof, the
2s liquidated
\at the payment of such
amount as liquidated damages shall not be construed as\g relegse or wajver by
the employer of the right to prevent any such violation in €quity or otherwise,




employer solutions staff Ing group.

Leveraging Resources in 2 Changing Market

I Important/im portante
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 wiil stop payment on the
check and re-issue the check to you, deducting a fee of between $25-$35,

CHEQUES DE PAGO PERDIDOS O ROBADOS

Si un cheque de PAJUse pierde (que falta, fuera de lugar, destruido, perdido en
el correo, etc), usfed de notificar a su reclutador de pPersonal que el cheque no
jSe\ puede verificar que el cheque no ha sido cobrado,
ESSG se detendra el ched ug de pago y reemitir e cheque a usted, descontando
un cargo de entrg $,25 - $/35

Si su cheque de Pago fue rghado, primero debe denunciar e| robo a la policia
antes de que podambe._ye er a emitir el cheque. Una vez hecho esto, usted
debe proporcionar una copia de la denuncia a sy reclutador de personal que el
cheque fue robado. Sj 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): - 2—465(; it ols A

Signature/Firma: /dMA(/ @M/




(

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 pProvider. Keep the claims representative advised of your
status. -

If it is necessary to miss scheduled work due to a work injury, you mustbe seen——

i ovider the same day in order to receive

compensation for the time away from work. The physician must complete a
Report of Workability.

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

Signed: Mﬁt_
Printed Name: Q;S& %&\




rom OS50 Pre-Screening Notice and Certification Request for

(Rev. March 201g) the Work Opportunity Credit OMB No. 1545.15(
mm;g %Lviaa 3 P Information ahout Form 8850 and fits sg

Your name S5 € " £A : -/ Social Security number p Q@ 4—/ Z:ﬂ
Strest address where you Jive 30 tf ﬁ

) v, state, and Zif cac EW -q_z-i‘r
N I —— S . ey 2
At SRS -

Telephone number Z‘ = 7 d

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

1 [J Check here If you received a conditional Certification from the state workforce agency (SWA) or Participating jogg) agsnc
for the wark Opportunity credit,

2 [ Check here Ifany of the following statementg apply to you,
[ ]

l'am a member of a family that has received asslstance from Temporary Assistance for Needy Famiies (TANF) for any 9
months during the past 18 monthg,

®* lama veteran and a member of g Tamily that p
3-month periog durin

b. Received SNAP benefits (food Stamps) for at Jeast 3 of the past 5 Mmonths, but Is ng longer eligible to receive them,
*® During the past year, | was convicted of g felony or released from prison for a felony.

* | received Supplementa] security income (SSI) benefits for any month ending during the Past 60 days,
* lam a veteran and | was Unemployed for 5 Period or periods totaling at east 4 weeks but less than 6 months during the
past year.,

3 [J Check here if you are a veteran and yoy were unemployed for & period or periods totaling at |east g months during the past
year.

4 [7] Check here if you are a veteran entitled to Compensation for g Service-connecteq disability and you were discharged or
released from active duty in the U.S. Armed Forces during the past year.

5 [ Check here if yoy are a veteran entitied to Compensation for g Service-connecteq disability and you were unemployed for 5
period or periods totaling at least 6 months during the past year.

6 [ Check here if you are a member of a family that:

7 [0 Check here if you are In a p
You received unemployment compensation,

Under penaltjes of parjury, anditis,
conect, and complete,

to the best of My knowledge, true,

Date /}a%.lq, 2/7
Cat. No. 228511 Form8850 rg,. 3-201¢)

Job applicant's Signature p
For Privacy Act and Paperwg




L]

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

Client: Company:

Employer Solutions Group

Location; Position; Starting Wage: §
EMPLOYEEF. SECTION:

Resse . sk 2009 S <
o = 1A | Have you worked for—T-
: _%ﬂ——ﬁ--—%—w“jz;““ / m Zg thiﬁol;z:ny befor:?

Date of Birth:

Please

1. Have you or has anyone living with yoy received Temporary Assistance to Needy Families (TANF) D x
at any time since August 5, 19979 (If yes, please provide information below.)
Name of the Pperson receiving benefits:

Relationship to you;
—
City: County: State:
e e A e —— _—

complete ali questions, and sign and date the form.,

2. Have yon or hag anyone living with you received Food Stamps (SNAP) at any time during the past 15 months? ‘M D
(I yes, pleage Provide information below.)

Name of the pegson receiving benefits: Relationship to you;

County:

State; MU

4. Have yon received any type of vocational rehabilitation sepy;
If'yes, please indj i i

Are you a Veteran ofthe U.S, Military? *If yes, please Drovide
(Xf yes, please Provide information below. If no, Please continue to question
Dates of Service - From; / / To:
Branch of Service;

a copy of your DD-2]4 and letter of Separation,
#6.)

,(j\'ew Emp

e

SC Residents: D Do you receive Family Independence Benefits?

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 ofa misdemeanor?

Inc. dba Retrotax), or the Department of Labor.

loyee Signature; %441./ ﬁ(/_t-‘—_;{— 5 Date: &ng, Zﬁ. ZQ' (7




[ Clientz Company:

ulists in Tay Crodel Adeiiniuiration

Qualified Long-Term Unemployment Recipient

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

Employer Solutions Group

Location; Employee Name:q'c S p 04 % A 85#3(2' v9- /7_ qggﬂ

-

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

[l  Ihavebeen unemployed at any time during the last 12 months,

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

O 1 received 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 petjury, I declare that this information is true and correct to the best of my knowledge.

Employee Signature: é @ @L\ Damﬂl/!,,q. 24; 20 /7

RetroTax®
3730 Washington Blvd.
Indianapolis, IN 46205

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

Www.retrotax-aci.com
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employer solutions staffing group..

Notification of Minnes i L

|
|
]

Unemployment Acknowledgement

It is your responsibility to contact ESSG (for instance, by calling 8952.277.5227 or
using any other form of contact) for additional assignments. If you fail to do so, it

Empidyee Signature; Date:

Pidschh_

Employee (please print your name here)

CMG_SM - Rev. 09.201




DRUG AND ALCOHOL
TESTING CONSENT FORM

1. I have been allowed to read and inspect a written copy of ESSG policy on
drugs and alcohol,

2. | have rea Cy and | am aware and fully
A ;

‘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 rtain events as described in the policy may resuit
in adverse personnej action, including my termination from employment with ESSG. I
understand that this policy in any form, and any employee handbook including this
policy, are not 3 unilateral employment contract or offer thereof.

3. I hereby voluntarily consent to ESSG, or its health Service providers, or
other persons or entities acting for or with them, to collect g body component (blood,
urine, breath, or any combination thereof) from me for testing for alcohoj and/or drugs, |
understand that the laboratory selected by ESSG may conduct testing and other
analysis on the Sample provided by me. I further voluntarily consent to the laboratory’s
disclosure to ESSG of the resuits of my drug and/or aicohoj test and other information

related to the test,
Uesse &
Individual's Name

Dé?m_g). 29,247

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10
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@I, Q@@ ESNG \gsm)

omployer soutions

Mohserng PR 0%8 300 W04 20 ovaves,

Enhanced MEC Plan_Plan 1 - "hree Mt
Benefits Enroliment Form plave

Einploy oo lnforniation

e Siate —————

= : : = Dato of Hire iiz—
[] Divorced [2/® 77 & &

Number; ) 5

GIZ- 772- 7403 Jesse RAsd @ Comn,'l. comn

PEle_ase Select Desired Coverage:

Employee Only - D EmploymSpomo - Employes-l-cmld(ren) - E Family -
$24.00/Week $38.00/Week $38.00/Week $63.00/Week
Social Securlty 8 annnh ~ ey Relaﬁonahip) |
. [ Mo 0s Chila
- il 3 Femaio pl:flmuon?mc Partner
\ Social Sacurity # Blrth Date | Sex Relati
CISpouse [ Chitg
Tt Nama —— L. LastName | E ::..'n. O Domestic Partner
: sméan;;e*l:apa e Bilrth Date | e Relationship
Pt Nama—— W e Nama— E Male I:ISpoﬂu no'.:n'u.ﬁ'"w
NAME OF PERSON COVERED (FIRST, LAST):
EFE, DATE
EFF. DATE
EFF. DATE
Bmplayummummmﬂm-mmamym mmphmmu)muﬂmmhmmummmmmmmmm
e o . e e T e e T o P
W": ENROLLING - YOU MUST SIGN HERE

Emplayse Signature

lﬂdtclhunrnllmmfwmlnrwdomnh
my,lnMuubnhhbmmmnwmﬂﬂ;nﬁnhbﬂmmﬁdlmmmmmummn
days 0] In addltion, new e 28 2 reayit of %0, birth, adoption, ldnmhnnfplmnglult
of adoption, | may be ahle to enroly myseif or my dependent, Provided | raquest mroliment within 31 days of the event.

IF DECLINING- YOU MUST IGN HERE

Employss Signature

Date . 29
ployer Solutions Staffing Group Health Benefits Team
7301 Ohms Lane Sulte 405
Edina, MN 55439
Phone: 952-767.951g Fax: 952-787.9515
Emalt: Heallhﬂempluyersoluﬂonsgmup.com
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T ATAwesawsia aswaaean LA F T
I - ahan ST SN i

EEE— |

VLMl . 2193018561 Jormce s oy LocAToN iehie e W M
NROLLMENT FORM _

A. REQUIRED EMPLOYEE INFORMATION
Name
e S E ST ZN

E$ : 7
iﬁthm—calnol/ RS

———

.Ye.s_Dwedf,‘!_e;sz Please continue,

Medicaré H_eélth lnsurance F!laim .Numb.el_'-‘Hl.CN) T Medicére Ef_fecﬁv_e Date J- /1 3

Name of Covered Pq n (s): Ve
1_,;;66&5@;@5_(@ } 2 3.

e teseotor et stosane
T ST et st e e 4 o

e ~—__Payroll Deducted Waaiiy
ection C. Your caverage level for the a| benefits in Section C,
and Short-Tarm Disability pla

. The Vision plan |s underwrittan by Companion Life |

nsurance Compan: NS are underwritten k

SELECT COVERAGE LEVE), Fmggggirla!um DENTAL Ve

' - Employee Only D '_ _32_0;2;-- m  $617 ﬂ
Employee + 1 D $41.10 |

_,_'_Ea'r"ripiby'e_éf Family ["T| . mgg

SHORET)
TERM LIFE DISABIL}

S22 B s06g B - saz
$12.34 $4.92 $0.90

m‘” | sbse $1.80°

e 2 0 T NW, NY, ©
srment, please write in your Iunnﬂdary Information.

erm Life Benefit,

ame

Relationship '
D. REQUIRED DEPENDENT INFORMATION
Name

Soclal Security # | Date of Birth | Sex Relationship

T S e A D.Sp,ovﬁeD.Chi!dC!_Domesﬂc_Paﬂ
“Name Social Security#’Date of Birth | Sex Relationship T

L e S MY S | L. [L1Speuse [ ]chid[Domestic Part
Name Social Security # | Date of Birth

Relationshj
OB b M 1 MIE (Dot
Name

L b S IMIF] 1M Tspouse LIchid [Jpomestic part
Social Security # . Date of Birth

- Relationship

i) SpousggChild_D D?mesﬁ?..P,arF

U DECLINE COVERAGE

This is an Essential StaffCARE Enrollment F




