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SENSITIVE BUT UNCLASSIFIED

Case Verification Number: 2017111105738XF

Report Prepared: 042172017

Company Information

Company ID; 47429 Company Nams: Enpbyarw&amn Group

Employes information

Last Name: Prios First Name: Shaimane

Date of Birtl: 111311993 Sooial Bacurly Number; e 2885

Hire Date: 04/21/2017 cluampmnmmmumm

Document Information

List B Dosument; Dﬂm‘amnrlbmhluedbyauamwmmpmmm uncnmmmwmwm

Dosument Name: ID cang Dooument State: Minnesots

Driver's LhuuanrlDGlrdeﬂnr: DomnemEltPhﬂmDah: 11132018

Case Status Information

Current Case Resul: Employment Authorized Employer Case ID:

Case Submitted On; 0422172097 Case Submitted By: GLEN7802
SENSITIVE BUT UNCLASSIFIED



employer solutions staffing group. s i s
Leveraging Resources in a Changing Market Tel: 952.835.1288

www.esgstafﬁngsolutions.com

New Hire Application

Personal Data-- PLEASE PRINT LEGIBLY IN INK

Last Nameﬁl:)a?_rmm._ First Name _&i"r e Middle Initial Q

Street Address H&_&mb Ave Aptiste 53 %
City/Staterzip 5 S)(a Social Security Last Four XXA-XX-22 (g5

Phone Number 155 [-§ (-6 %5 Email Address SleRma e 83 @gpear |\ ey

Staffing Agency/Recruitment Partner

All offers of employment are conditional upon satlsfactog proof of Identity and legal ability to work In the U.S.A..
Are you legally authorized to work in the United States of America? Dés INo .

Applicant Certification and Authorization

| authorize Employer Solutions Staffing Group (ESSG) to use the informaﬂon and statements contained in this appilcation to determine my
qualifications for employment, | authorize ESSG to make Inquiries of my former emplo IS, except as Indicated In this application,
regarding my previous duties, responsibilities, performance, compensation and eligibility for rehire,

| understand that g comprehensive background check may be conducted to determine my eligibility for hirg by certaini clients of ESSG.
This may include but s not limited fo, investigations of criminal and/or conviction records, driving records and/or a drug sereen testas
required by clients, government regulations or by ESSG policles, :

I release ESSG and other persons or entities from any claims that might be based on ESSG's decislon to conduct a background check,
| certify that ajf statements made in my application are true ang accurate and that | have not omitted any materig] information or provided
false or Misleading Information. | understand that any material omisslon or misrepresentation will resut In my disqualification from
consideration for employment or, if discovered after | begin employment, will resujt in my termination.

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

MM Price Shalmone A et L-21 2007

Name (Print or type) Applicant’s Signature Date )

A copy or facsimile (“fax") wili be considered the same as an origlnal signature, Emall will ONLY be used for employment correspondence
For ESSG Office Use Only

DOH NHW 1-9 8850 w4

Emergency Contact Info | Background Release Form Background Resuits Unemployment Letter ESC Appiication

(if applicabie)
For ESSG Client Use
DOH ROP Work Site Loc. WC Code
ESSG - Supermoms CMG Rev. 05/2015



Form W-4 (2017)

Purpose. Com lete Form W-4 so that ur
emgl'oyar can V?fthhold the correct fedeyt:l Income
from your pay. Conaider oomplsﬂnr;? a new Form

The exce, ons don't apply to sy, emental wages
graatarﬂl':g $1.ono,oog.py L <

Basio Instry

Nonwage Income, llagnu have a large amotnt of

nonvf‘a’ge Income, such as lmrest or dlngdea}ds,Fo
cons erlllaklng estim ents using Form
the Personal Allawa o arent exsmpt, i 1040-E8, Estimated Tex for Inclviquais, O

worksheets on
wggholdlng allowances hased on itemized

heet below,
U may owe additional tax, if you
page 2 further adjust your yo g’ﬂ

have pens
:g]nulty ncome, see Pub, 505 d outp if

JShould
n U shou
4.

W-4 each year and when your perso, or financial dedustions, certaln oredits, ad ustments to Income, st your withholding on Form W-4 or W.

on changes, i or two-ean:fera/mulﬂple‘}?h's ei{uatlons. mdnegrgags usoer :;lr.lnlgge nbs&nlgﬁg '}?v:t:tha
Exemption from withholding. If you are exempt, Complete all worksheets that apply. Howaver, you 5
complete anly lines 1, 2, g.lﬁ,g ancr; and sign the may alaim fewer (or zero allowanceg.' For ragularyo ;‘r’,"a'"'}gg‘a 3’5,‘,’1’ a&%mﬁy%mﬁy on% Eg;llalm
form 1o validate it. Your examption for 2017 expires wages, withholding must be based on allowanges W-4, Your wlthﬁoldln usually will be most age,
Febrﬂ 15, 2018. See Pup, 05, Tax Withholding Yyou claimed and may not be a fiat amount or when all allowances agra clalmed on the Form W, 4
and Estimated Tax, percentage of wages, for the highest ob and zero allowances are
Note: if another person can claim you as dependent Head of housshold, Generally, you oan claim head clalmed on the others, See Pub, 505 for details,
on his or her tax retum, &lean‘t claim exemption of household ﬂllgg status on your tax return only if Nonresident afian, Wyouaraa nonresident afien
from withhoiding i fPuriotal income exceeds $1,050 you are and pay mare than 509 of Noﬂnc': 1382, S, plem?}ual Form Wed lnskucﬂon'ssfg?
and includes more than $350 of uneamed Income (for costs of keeping otuﬁ & home for yourssif and ur Nenresident Al P before complating this fo
example, Interest and dividends), dependentis) or ather qu in s Eizh pieting it

. An empl may be able to glaim Pub. 501, ptions, Standard Deduction, and Check your withholding. After your Form W4 takes

axemption from wlthhl::ll‘::f?l%e even if the employes s Fling Infarmation, for information, having ';f;hﬁg}’d goorsnm “etg"ywoffr’gr%']gg"t'a"é )gl:lagx
a depandent, if the employee: a'l'max m&g&mg&mﬁm i for 2017, See Pub. & especially if your samings
* Isage 85 or older, withholding allowanges, Credits for el or dependent excsed $130,000 (Single) or $180,00 (Married),
® Is blind, or care exp and the child tax cradit may be claimed Future developments, Information about any future

¢ Will clalm adjustments to Income; tax cradits; or
ftemized deductions, on his or her tax retum,

ub. 505 for Information on converting your other
dits Into withholdin, allowances, 2

Personal Allowances

enses
uain%the Personal Allowancas Worksheet heigw.
See
cre|

developments affectin Fornm W-4 (such ag
legislation enactad aftgr we releaae( 1t) will be posted
at www.irs.goviwd,

A

B  Enter*1* i {

than one job,

mTmg

Enter *1” for yourself if no one else can claim youasadependent . , , .
® You're single and have o
* You're married, have on
* Your wages from a seco
Enter “1” for your Spouse. But, you may choose to enter *-0-*
(Entering “-0-* may help you avold having too little tax withheld) .

nly one job; or
ly one job, and your spouse doesn't work; or J . .. B
nd job or your spouse's wages (or the tota| of both) are $1,500 or less,

Worksheet (Keep for your records.)

You are married and have either a working spouse or more

Child and Dependent Care Expensss, for details,)

credit). See Pub. 972, Child Tax Credit, for more Information,

® if your total Income will be less than $70,000 ($1 00,000 if married), enter “2” for each ellgible child; then less “1" [f you
have two to four eliglble children or less 2" if you have five or more eligible chlildren,

For accuracy, and Adjustme orksheet on pag
complete all * if you are single and h
worksheets earnlnFs from all jobs exces

that apply. 1o avoid having too Jittle tax

ave more than one job or are married and you and Your spouse both work and the combined
evghsg,%m ($20,000 if married), see the Two-EamerslMuIﬁple Jobs Workshest an page 2
eld.

® if neither of the above situations applies, stop here and enter the number from line H on fine 5 of Form W-4 bglow.

Form w-4

Dapartment of the Treasury
Intemal Revenus Service

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

Employee’s Withholding Allowance Certificate

» Whether You are entitled to clalm a certain number of allowances or exemption from withholding is
Subject to review by the IRS. Your employer may be required to send a copy of this form ta the IRS.

OMB No. 1545-0074

2017

1 Your first name ang middie Initial
A

]

Last name
ATy

2 Your social sacurity number

AF 1 A2-2¢2 kS

Home address (number and strest or tural route)

30 single [T marmeg I Married, b
Note; If married, but legally Saparated, or spouse J

ut withhold at higher ghgle rate.
8 nonresident allen, check the "Single” hox,

City or town, state, ang ZIP code

4 W your iast name differs from that she:

'Wn on your soclal security card,

check here, You must call 1-800-772-1213 for a replacement card. b l:]

Additional amount, if any, you want withheld from each paycheck

7 lclaim exemption from withholding for 201 7,and| certify that | meet both of the following conditions for exemption,

® This year | expect a refund of all federa]

§  Total number of allowances you are claiming (from line H above or from the applicable worksheet on page 2) 5

a8

TTYTTeR

A

If you meet both conditions, write “Exempt” here .

Under penalties of petjury,

Employee’s signature
(This form Is not valld unless you sign it NSL\-G: M@une O ce

Date » Juf

! declare that | have examined thls certificate and, to the best of my knowledge and belief, It Is true, m}wx\, d complets.
& 7

2017

8 Employer's name and address {Employer: Complete lines 8 and 10'only it sending to the IRS)) | 8 Office code {optional)

10 Employer ientifidation number (EIN)

For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 102200

Form W-4 (2017



Employment Eligibility Verification USCIS
Department of Homeland Security Form I-9

U.S. Citizenship and Immigration Services e

-:""“,_, RS g
P> START HERE: Read instructions carefully before completing this form. The Instructions must be available, either In paper or electronically,

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

ANTI-DISCRIMINATION NOTICE: It is lilegal to discriminate against work-authorized individuals, Employers CANNOT specify which
document(s) an employse may present to establish employment authorization and identity. The refusal fo hire or continue to employ

Seotlon 7. Emp formatl Atte B8 must complete and sign Seatn 1 of Porm 1-8 no later

than the first day of employmentt, but nat befors aa0s a fab affer)

Last Name (Family Name) First Name (Given Name) Middle initial | Other Last Names Used (fany)
Price Shdimance. I\

Address (Street Number and Name) Apt. Number | City or Town State ZIP Code

A TAurrorg Ave 5% (5} 9au) wMN | 850y
Date of Birth (mmmddyyyy) (u.s. Social Security Number Employee's E-mali Address Employee's Telephone Number
\\2-\q43 31719 - 5] - Rlsfe]s Sk man 236 e co vy |1a5) -Slo 8358

| am aware that federal law provides for imprisonment and/or fines for false statements or use of false documents in
connection with the complstion of this form.

| attest, under penaity of perjury, that | am (check one of the following boxes):
[WA7. A ciizen of the United States

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

|:| 3. A lawful permanent resident (Allen Registration h{umber/USClS Number):

|:| 4. An alien authorized to work  unii (expiration date, if applicable, mmiddlyyyy):
Some aliens may write "N/A” in the expiration date field. (See instructions)
Allens authorized to work must provide only one of the following document numbers to complete Form 1-9; Bo ﬁ':,",,c;;;,?;,;';;"g;m
An Alien Registration Number/USCIS Number OR Form 1-94 Admission Number OR Foreign Passport Number,

1. Allen Registration Number/USCIS Number;
OR

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

Country of Issuance:

Slgnature of Empl Tod Date
e Wice e

d/of Transltor GertMioation (ehedk one)r '
H | did not uge a pregarer or franstator D A greparar(s) angt/or transtatir(s) assisled the emplayes in dampleting Saction 1.
(Flelda below must be gampleted and signed when Areparers and/or franslatars @ssist an employea in eampletini Saption 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 s true and correct.

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

@ Employer Complates Next Page @

FormI-9 11/14/2016 N




Employment Eligibility Verification . UscIs
Department of Homeland Security . Form ¥-9
U.S. Citizenship and Immigration Services OMB No. 1615-0047

Identity and Employment Authorlzation
 Document Title mmle?t'linh )
. o
Issuing Autharity Issuing
Sﬁfj
Document Number Doc%u%m Number
: A oqs 296 281 13 2565 000
Expiration Date (¥ any) (mm/ddAyyyy) 4| Expiration Date (7 any){mm/ddsyyyy) Expiration Date (¥ any)(mm/idiyyyy)
: i H-12-20/q N /4
Document Title
Issuing Authority Additional Information &“u%&’ﬁ.‘"ﬁ?&%i |
Document Number
Expiration Date (7 any){mm/ddiyyyy)
D@ment Title
Issuing Authority
Document Number i
Expicaion Date (F any)(mmeyyyy)

Certification: | attest, under penally of perjury, that (1) | have examined the document{s) presented by the above-named employee,
(2) the above-iisted document(s) appear to be genuine and to refate to the employes named, and {3) to the best of my knowladge the
employee Is authorized to work In the United States,

The employes's first day of employment (mmvddyyyy): __ //2;/ /7 (See instructions for exemptions)

of Employer or Authorized Representative Today's Datefmmaidyyyy) | Title of Employer or Authorized Representative
—_— = Ylzi1)17 minisheidive Ao
l.a&‘lﬁnedl—:mplcyeromuﬂmzadneprmma mmammummmma Employer's Business or Organization Name
2 (rarrison EMPLOYER SOLUTIONS STAFFING GROUP LLC
Employer's Business or Organization Address (Street Number and Name) |Cly or Town State  |2iP Code
7480 FLYING CLOUD DRIVE  SUITE 200 MINNEAPOLIS MN ,g“
Last Name (Family Name) First Name (Given Name) Middie Initial | Date {mmAddiyyyy)

m Dﬁh (lfany) {mand&w)

| attest, undorponaltyofpeljury,ﬂmttothohutofmyln‘mhdp.ﬂmmploynhauthorkedtomklnﬂm United States, and If
the employes presented document(s), the document(s) | have examined appear to be genulne and to relate to the Individual.

Signature of Employer or Authorized Representative | Today's Date {mm/iddiyyyy) Name of Employer or Authorized Representative

Form I-9 11/14/2016 N
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EMERGENCY CONTACT INFORMATION

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

Employee Name: M&& ?ﬁ Ce
Address: 03T Aurrera A Ve
Home Phone: o8 1-Siq 6= 885

; ' ~ HMBROENCY CONTAGTS !
Pleass llst two peopla (in prlority order) wha obuld be contaated In case of an qmergenoy

Contact #1 ; Home Phone: L5 -8 (oo~ §€ 57

Name:  Viuigime Price ' Cell Phone:

Relationship: £ <n.d Work Phone:
Contact #2. ! Home Phone:

Name: Cell Phone:

Relationship: Work Phone:

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

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

D —



-employer solutions staff; ng group.
Leveraging Resources in a Changing Market
Wage Payment Method Authorization (Minnesota)

J
PANR
Nata:DlrectDepnsitacwwntsmaymkctcpta?daystobeamvatzd
[“IPaper Check (Please complete Section 5 below)

I understand 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,

CARDHOLDER INFORMATION (as you want your Payroll Debit Card 1o be issued)
M1

First Name Last Name Date of Birth
Street Address (POBOX NOT ACCRPTABLE) Social Security#
City State Zip Cell Phone (mobils)

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

1l Debit ing # Payroll Debit # B 3 ..
Payro D.gng%;gfouung‘ ayroll Debit Card Account 2 55 A Oa 5'37 O a—l {

Employee’s Signature: MQ@ ?'?CL.

AUTHORIZN FIoN

I authorize ESSG to directly deposit my periodic wages/compensation payments, net of required tax withholdings, other req

Qr authorized deductions, into Iy account(s) as designated above and to initiate, if hecessary, debit entries and adjustmen
IS in error to my account(s), * E-mail is required for pay stub information,

uired withholdings
tsfor any credit entries

*E-mail: Shd\wane Pfce @ awedil  c
this informatiqn will only be usedb send your paystubs electronically

Employee's Signature: L\ao,w.au.(, a fice Date: {-~2|~ A0\ i




| 4

Authorization

(b) anyone to provide information about you to BGC and/or Orange Tree Employment Screening; (c)
BGC and/or Orange Tree Em ployment Screening to provide Em ployer 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
and/or Orange Tree Employment Screening may investigate your education, work history, professional
licenses and credentials, references, address history, social security number validity, right to work, crimi-
nal record, lawsuits, driving record, credit history, and any other information with public or private infor-
mation sources. You acknowledge that a fax, image, or copy of this authorization is as valid as the origi-
nal. You make this authorization to be valid for as long as you are an employee of ESSG.

The Consumer Financial Protection Bureau’s “Summary of Your Rights under the Fair Credit Reporting
Act” s 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: Ahs MaME.. D Qf‘( Ce_
First Middie (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.

ARNNY- 144 ‘ -\3 -
Date of birth Social security number
Driver’s license number & state Name as it appears on license

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

Gmave. Dice U-A\-aehY

Signature K Date )




employer solutions staff ing group.

Leveraging Resources in a Changing Market

STATEMENT OF CONFIDENTIALITY
e S UNFIDENTIALITY

This agreement made this 21 day of ApY; | » 201_%7, between
Employel; Solutions Staffing Group LLC, hereinatfter referreg to as ‘employer”,
and She et Qctc-t hereafter referred to as “employee”.

WITNESSETH:

Shes we e : A
Employee Signature

S \:\aiM e Price
Employer Solutions Staffing Group LLC Repres tive




_ employer solutions staff INg group.

Leveraging Resources in a'Changing Market

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 wil| stop payment on the
check and re-issue the check to you, deducting a fee of between $25-$35,

AGREED/SE ACUERDA—

Name/Nombre (con letra de molde):

Signature/Firma: .2 pMORe Ve ¢




rom OO0 Pre-Screening Notice and Certification Request for
(Rev. March 2016) the Work Opportunity Credit OMB No. 1645~1500

ﬁ?em' - a|| 5;‘,,‘;,&2‘%1},,,“ : > Information about Form 8850 and its Separate instructions Is at WWW.irs.gov/form8850,

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

Your name M,‘MLM- S)ﬁ C € Sooial security number p 32 7-| 3885
3 !
Street address where you live Mm Rve

City or town, state, and ZIP code AN o

County &VV\ S-tt/ Telephone number Zo&] 56 -4$58R

If you are under age 40, enter your date of birth (month, day, year) -} }- )3-}qq 3

1 [ Check here if You received a conditiong| certification from the state workforce agency (SWA) or a participating locaj agency
for the work opportunity credit.

* lam a member of 3 family that has received assistance from Temporary Assistance for Needy Families (TANF) for any 9
months during the past 18 months.

* lam a veteran and a member of a family that received Supplementaj Nutrition Assistance Program (SNAP) benefits (food
stamps) for at |east g 3-month period during the past 15 months,

* | was referred here by a rehabllitation 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 olderandlama member of a famlly that;

* During the past year, | was convicted of a felony or reieased from prison for a felony.
| received Supplemental security income (SSI) benefits for any month ending during the past 60 days

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

& [ Check here if YOu are a veteran entitled to compensation for g service-connected disabiiity and you were unempioyed for a
period or periods totaling at least 6 months during the past year,

6 [ Check here if you are a member of a family that:
® Received TANF Payments for at least the past 18 months; or
® Recelved TANF bayments for any 18 months beglnning after August 5, 1997, and the earilest 18-month period beginning
after August 5, 1997, ended during the past 2 years; or

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

7 [ Check here i 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—Afl Applicants Must Sign

Under penalties of perjury, | declare that | gave the abova information to the employer on or before the day | was offered a job, and It Is, to the best of my knowlsdge, true,
correct, and complete,

Job applicant’s signature p aua:be__ vr ? e Date
For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 228511 Form 8850 Rev. 3-201 6)




Form A (rev. 01/2016)

EMPLOYER SECTION:
Client:
Employer Solutions Group

Location: Position: Starting Wage: §

Company:

EMPLOYEE SECTION: :
Employee Name: ) Street Address: City/State: Zip:

SS#; Date of Birth; Age; Have yon worked for If yes, location:
= . / / this company before?
Yes No

Please complete an questions, and sign and date the form. Yes No

1. Have yon or has anyone living with yon received Temporary Assistance to Needy Families (TANF) ]:] /Z’ r

City: County: State;

2, Have you or has anyone living with you received Food Stamps (SNAP) at any time during the past 15 months? D
(If yes, pleaso provide information below.)

Name of the person receiving benefits: Relationship to you:

ity: County: State: o

3. Have yon received Supplemental Security Income (SSI) at any time within the past 3 months? D Z
Please note, this is not the

Social Security benefitg (SS) or Social Security Disability (SSDI) benefits,
*If you checked yes please provide q copy of your SSI documentation,

If yes, please indicate which type of agency you worked with and provide their location information below:

Vocational Rehabilitation Agency [ Dept. of Vetorans Affirg ] Bmployment Networi (Ticket to Work Program)
Name of Agency: Phone #;
City: County:

S. Are you a Veteran of the U.S. Military? *Jr Jes, please provide copy of your DD-214 and letter of separation,
(If yes, please provide information below, I no, please cantinue to question #6.)

Dates of Service ~ From: / / To; / / L
Branch of Service: : 5

|

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

If'yes, dates of unemployment - From: / / To: / /
Did you receive unemployment compensation at any point during your unemployment?
If'yes, dates received unemployment compensation - From; / / To: / /

Conviction Date: / / Release Date: / / ‘

U O OO

IEC (Native American): Are you or your spouse a member of a Native American Tribe? D B//
d.

CA Residents; D Are you the child of foster parents? D Do you receive CalWorks? D Workforee Investment Act?
Are you a migrant or Seasonal farm worker? Have you ever been convicted of a misdemeanor?
SC Residents: D Do you receive Family Independence Benefits?

PLEASE READ, SIGN, AND DATE:

Under penalties of perjury, Ideclare the information above 1o pe true and accurate 10 the best of my knowledge, and | hereby authorize any agency, organization, or
individuals to supply such verification or information that may be needed to determine tax credit eligibility to my employer, employer representative (Associated
Consultants, Inc. dbg Retrotax), or the Department of Labor.

New Employee Signature: _&»\.&1 Wa e ’?th € Date: (] "&("a O) ’7




JUSpaT RTisalin Fax Cragi Adianintreon

Qualified Long-Term Unemployment Recipient

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

Client: Company:

Employer Solutions Group

Location: Employee Name: smww F’f ; ’ 5%,1 43~ Rg (QS
EMPLOYEE: <
/ Yl Sred vd/

N
{Please check the statement(s) that apply to you and sign where-indigated below.

[0 1Bavebeen unemployed at any time during the lasf 12 months,

~Ifap licable, dates of unemployment - From: ; To:
N From: / / To; / /
—__From: ] To: / /

o /,
O 1 received unei'npl ent compensation during my unemployment,
If applicable, dates you re2 To:

7 A To: [
Y S 8 / / To:___ 4 /

Please read, sign, and date: & j

S,

-

Under penalties of peljuiy L declare that this information is true and correct to the\Bést{)f my knowledge.

_Einﬁfdigé Signature;

S&\a?mm?r% e ?&tam o

RetroTax®
3730 Washington Bivd.
Indjanapolis, IN 46205

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

Www.retrotax-aci.com



employer solutions staff ing group.

Leveraging Resources in a Changing Market

Notification of Minnesota Law Requirement —
Unemglozment Acknowledgement

According to Minnesota Statute section 268, 098, subdivision 2, paragraph (d), an
applicant who, within five calendar days after completion of a suitable
Job assignment from a staffing service, (1) fails withoyt good cause to

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

Shoatmane Wice U~2)-d0)17

Employee Signature: Date:

Shatmane  Ofice
Employee (please print your name here)

CMG_SM - Rev. 05.2013



\

Acknowledgement of Receipt Antiharassment Policy

| certify that | have received a copy of Employer Solutions Staffing Group’s Antiharassment Policy. |
understand that it is my responsibility to read this policy and ask my supervisor, a member of
management or to telephone Employer Solutions Group (ESSG) at 952.835.1288/1.866.496.7573 with
any questions | may have abouyt this policy. | agree to comply with ESSG's policy on Antiharassment
and understand failure to comply is grounds for disciplinary action, up to and including termination.

Employee Name (Please Print)

Shafingue Price

Employee’s Signature:;

§L&dl Maine ?ﬁc € Date;_21~1- 2 7

22



RECEIPT OF EMPLOYEE HANDRODK AND EMPLOYMENT-AT-WILL STATEMENT

Handbook.

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

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

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

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

DATEY-21-80\ 7]
EMPLOYEE !
NAMESheiuane Dfice

PLEASE PRINT
EMPLOYEE i
SIGNATURE 5| Price ” A
ESSG }
REPRESENTATIVEUL

23



Maintain regular, weekly, communication with your employer if you are unaple 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 and agree to abide by these guidelines.

Signed: Mw ?TTC(

Printed Name: Sha % uniane. ?y‘,’(,e




M ACKNOWLEDGMENT

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

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

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

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

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

Date: H-al~ae1y

Associate's Signature: Shan e e ?f&l ¢

Associate's Printed Name:

Orientation provided by:

24



DRUG AND ALCOHOL
TESTING CONSENT FORM
1. I have been allowed to read and inspect a written copy of ESSG policy on
drugs and alcohol.
2 I have read the entire contents of this Policy and | am aware and fully

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

3. | hereby voluntarily consent to ESSG, or its heaith service providers, or
other persons or entities acting for or with them, to collect a body component (blood,
urine, breath, or any combination thereof) from me for testing for alcohol and/or drugs. |
understand that the laboratory selected by ESSG Mmay conduct testing and other
analysis on the Sample provided by me. | further voluntarily consent to the laboratory’s

disclosure to ESSG of the results of my drug and/or alcohoj test and other information
related to the test,

gice
Individual's Narthe

U-2\-80) 7]

Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



S G8R ESNG gs9)

D e Sisaes Benefit Plan Administrators, Inc.
Enhanced MEC Plan_Plan 1
Benefits Enroliment Form O New Empioves [1 Rehire Rehire Date

Employce Information

Soclal Security Number

City 38 Z;L 2L mda

b1 Aupra e - 61, Rau MWn 8510y
Gender Male Marital Status [[}” Single | Date of Birth

Dato of Hire

O Female | [ Married [ Divorced

Phone Number; Emall Address:

i~Pbo- 5hed $ o b

Please Select Desired Coverage:

Employee Only - Employee+Spouse - Employee+ChiId(ren) - ,: Family -
$24.00/Week $38.00/Week $36.00/Week $63.00/Week

Social Seourity # Birth Date | Sex Relationship
’ 1 Male OSpouse [ cChug
L Last Name 3 Femate O Domestic Partner
Social Security # Birth Date | Sex Relationship
O Mate ClSpouse [ Child
| First Name ML LastName . [J Femals [0 Domestic Partner
' [ Soomt Secu!ity # Birth Date | Sax . . Relaﬁo@p .
O Make Spouse [ Child
First Nams [YAR LastName O Femse O PD o
O o) 0 ]
NAME OF PERSON COVERED (FIRST, LAST):
: EFF, DATE
EFF. DATE
EFF. DATE
Employea Ackn and Authorization - | hereby apply for the group benefit{s) as Indlcatad, | acknowledge that al entries are true and complete and that
any misstatements or fajiure to report Information may be used as the hasls for cancellation of goverage for me and my depsndent(s), ifany, from the original

effectiva date, Further, | authorize my employer to make the Necessary payroll deduction of premlums for coverages | have elacted,

Employee Signature \ Date

EMPLOYEES DECLINING DECLINING coverage

lunderstand that ] an it Bfly, walve any covarage and desire to particlpate In the Plan at a later date, iwe may be consldered a late enroliee and
must meet the requirements defineg Brtificate of Coverage for the eompany’s medical or dental plans, If | decline enroliment for mysslf or my dependents
{including my Spouse) because of 4t in future be able to enroll myself or my depend In this plan, provided | requast enrollment within 31
days after the other Goverage engl dependent relationship forms ag a result of marriage, birth, adoption, placement for adoption of Pparting suit
of adoption, | may be able to g

IF DECLINING/YOU MUST SIGN HERE
e S ha e BE oc b (- 2\-2g( "

Employer Solutions Staffing Group Heaith Benefits Team
7301 Ohms Lane Suite 406
Edina, MN 55439
Phane: 952-767.9519 Fax: 952-767-9515
Email; Health@employersoluﬁonsgroup.com




T seve suucuuty viedical Benefits_ Plan 2
= VS 219301-ESG-1 OFFICE USE ONLY LOCATION

ENROLLMENT FORM

ESC CUUNAC-MN) P1 v18.:
Efilﬁsme BLACK or BLUE INK (Must Ba Filled Out)
Name ' Social Securi # Home Phone Sex
é\r\aﬁmu_e, Ql‘iac 36 ‘7-13-136{ s B Blo-385 9 m
Address Apt. #
bl BAurery p,e —Ixg

City E State Zip Date of Birth
(<+l p%l‘ lMV\ L%lo({ ] /113 /4473

Rehire Date ____ l__ 1/

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

D Yes D No. If Yes, please continue,
: Medicare Effective Date

A - et 1 et e e+ e as

Name of Covered Person_(s:): g ] ; : - ——

1. 2 3.
C. LIMITED BENEFITS PLAN SELECTION Payroll Deducted Weekly Rates
You MUST select a coverage level before any benefits in Section C Your coverage leve| for the all benefits in Section C will be

identical. The Fixed Indemnity Medical Plan, Dental Plan, Term Life Plan, and Short-Term Disabi

iltty plans are underwritten by BCS
Insurance Company. The Vision plan is underwritten by Companion Life Insurance Company.
FIXED INDEMNITY SHORT-TERM
SELECT COVERAGE LEVEL MEDICAL 1 DENTAL | VISION TERM LIFE ‘ DIS ABILIT‘( 2.-
Employee Only [ ] $20.25 617 ()|  s2a2 B s0s0 | se20 (8
Employee +1 [ $41.10 $12.34 $4.92 $0.90
Employee + Family D $54.88 $20.36 $6.56 $1.80
—OwAlLBenets [ 1] [ves INo | [Jves [Ina [ I¥es CINo | Clves [no [ I¥es [Ino

This coverage is not available to residents of NH, Hl, or PR.2STD is not available to pe i
__...___._.._“___._____..__._.__.___....___._____-—_._._._____ Bl Lo

For Term Life / Accidental Death & Dismemberment, please write in your beneficiary information, Accid:nt:f Death &
Dismemberment is part of the Term Life Benefit,
Name Relationship
Name ' Social Security # | Date of Birth | Sex j Relationship

. N l - !/ @ E ] Spouse D Child[] Domestic Partner
Name ' Social Security # | Date of Birth Sex Relationship

— S i / | @ ] Spoqse [Ichild D Domestic Partner -
Name Social Security #, Date of Birth | Sex Relationship

I | /7 W] {IspouealTchi [JDomestic Partner
Name Social Security # | Date of Birth | Sex ! Relationship

e R— S _ ! MI[E] | spouse[] Child[_] Domestic Partner

MUST SIGN AN DATE, EVEN IF Yo BEELINE CoviRaGE
I have read the bene

fit packet and understand its limitations, | understand that_oBen enrollment is only available for
a limited time and | understand that making no benefit selectjgn is a decliqaj:iqn f coverage,

oare 04 191 120 (F

¥

| P> SIGNATURE _

This is an Essential StaffCARE Enrollment Form.




