172017 E-Veerify: Print Cass Details - Preview

EVerify

SENSITIVE BUT UNCLASSIFIED
Case Verification Number: 201 7076131658PC
Raport Prepared: 08/17/2017
Company Information
Company ID: 47420 Company Name: Empioyer Sclutions Staffing Group
Employes Information
Last Name: ray First Name: josephine
Date of Birth: 06/28/1988 Soclal S8ecurity Numbar; **** 1108
Hire Date: 03/17/2017 I Ciiizenship Status: A oftizen of the United States
Document Information
List B Dosumeant: Dﬂversbemeurmoardlsauadbyau.s.ahteorouﬂylngmmbn LhtGDnnmnent:SonhlSewrnyﬂard
Document Name: Driver's ficanse Document State: Minnescta
Driver's License ar ID Card Number: Document Explration Date: 03/20/2017
Cass Status Information
Current Case Result: Employment Authorized Employer Case ID;
Case Submitied On: 03/17/2017 Case Submiited By: SGLAS832
SENSITIVE BUT UNCLASSIFIED'

hﬁps:lle-verify.mcls.govlwd:lPﬁnmaseDetails.aspx?CaseVeern=m17073121‘*‘95"
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employer solutions staffing group. St e 403
Leveraging Resources in a Changing Market Tel: 952.835.1288

www.esgstaffingsolutions.com

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

Last Name _Egﬂ First NameQ CsY < Middle Initial /2]
Street Address {’( c\q MQCkl _.'lﬁll}'l S.\%'ft’\k Apt/Ste

CityIStateIZip_Sﬁqu] M ¢ M 661 }7 Social Security Last Four XXX-XX- ”CJ é
Phone Number (sl ). o D 25  Email Address &S)f Rédxe (;/LD;LL,;CCF

Staffing Agency/Recruitment Partner

All offers of employment are conditional upon Satisfactory proof of Identity and legal abllity to work in the U.S.A.
Are you legally authorized fo work in the United States of America? MYES ONo _

Applicant Certification and Authorization

conslideration for employment or, if discovered after I begin employment, will result in my termination,

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

JSSe  Rey O WY, 329 (17
Name (Print or type) Appligght's Signature d’“ Date

A copy or facsimile ("fax™) will be considered the same as an original signature, Email will ONLY be used for employment correspondence

For ESSG Office Use Only
DOH NHW I-9 8850 w4
Emergency Contact Info Background Release Form Background Resuits Unemployment Lettor ESC Application
(If applicable)
For ESSG Client Use
DOH ROP Work Site Loc. WC Code
ESSG - Supermoms CMG Rev. 05/2015
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| Farm W-4

Form W+4 (2017)

Purpose. Complets Form W-4 8o that your
employer can withhold the corract federal income
tax from your pay. Consider uompleﬂng? a new Form
W-4 aach year and when your perso,

sltuation changes,

Exemption from withholding. If you are exempt,
completa only lines 1, 2, 3, 4, and 7 and sign the
form to valldate it. Your exem on for 2017 expires
Febw 15, 2018, Ses Pub, 05, Tax Withholding
and Estimated Tax,

or financlal

Note: If another person can clalm you as a dependant

on his or her tax retum, you can't alalm exemption
from withholding if your tota) Inoome exceeds $1,050
and Includes more than $350 of uneamed Income (for
example, interest and dividends).

E%efﬂons. An ampli may be able to clalm
exemnption from wlmhglc%? eveag if the employee Is
adependent, if the employes;

* Is age 65 or older,
¢ Is blind, or

» Will clalm adjustments to Income; tax credits; or
itemized deductions, on his or her fax ratum,

Personal Allo

The exceptions don't agplyto suppiemental wages

greater than $1,000,00!

Basio Instructions, If you aren't exempt, compiets
the Personal Allowanzgs Worksheet%télow. '?ha

worksheets on e 2 further adjust your
withholding alloel?nnes based 311 itsmized
or

ers/multiple jobs situations,

Complete all workshests that ly. However, you
may clalpm fawer (or zeurgz gllomgpcgs. Far regulary
m

deductions, cartain credits, ad'{gsunentsto income,

total num er of allowances you ars e

Nonwage income, lfnnnu have a large amount of
nonwage Income, su;

consider making estimated tax
10 Estimated Tax for I
You may owe additional tax. If
annulty Income, see Pub, 505

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

Two sarners or multiple
working s

as Interest or dividends,

uals, Otherwise,
ou have penslon or
find out if y%: should

obs. If you have a
0USS aF moratgnan one‘j’gb.

wages, withholding 8 based on allowances w _2“4,%2’;, usin ;’ﬁ;’“hm from only one Form
, with g will be most accurate
L g',;,,"{';;d;':;;g'g nat be a fiat amount or when all allowances ars siaee o Form W-4
* for the highest ;;?‘nng Job and zero allowances ars
Head of housshold, Generally, you can claim head claimed on the others. See Pub. 506 for detalls,
%ﬂ:n"'fmwafﬁ" L) Pa;';',ﬁ.grﬁ:n' 550'"£1;'¥K£ Nonresident allen. It you are a nonresident alien, see
Costs ing up @ home for yourself and Notice 1392, Supplemantal Form W-4 Instructions for

di

P

Filing Information, for faformation.

Tax cradits. You can take Projected tax

withholding allowarices,

credits into withholdi allowances,

gggr

of
ependent(s) or other qua|| ing Individuals,
ug. &§01 ?guampﬁonaqsmmard Deduction, and

credits Into
account in figuring your allowabls number of

for child or dependent
care expensas and the child tax credit may be claimed
using the Personal Allawances Workshaet below,
Ses Pub. 505 for Information on converting your other

Nonresident Aliens, before completing this form.
Check you'l; withhoiding, After your Form W-4 takes

your eamnings
b (arriec).

A

B Enter“1"if {

mTmo

heid) . 8
) you will claim on your tax return . o a
(see conditions under Head of household above)
expenses for which you plan to claim a credit

wances Worksheet (Keep for your records.)
Enter “1” for yourself if no one else can claim you as a dependent . °© o o g 5 o

# You're single and have only one job; or
* You're manied, have only one job, and your Spouse doesn't work; or }
* Your wages from a second Job or your spouse’s wages (or the total of both) are $1,500 or less,
C  Enter *1" for your Spouse, But, you may choose to enter "-0-" if you are married and have either a

than one job. (Entering *-0-" may help you avoid having too iittie tax with| 5 0 o

Enter number of dependents (other than your spouse or yoursel
Enter “1” if you wiil file as head of household on your tax retum
Enter “1” if you have at least $2,000 of child or dependent care

.

(Note: Do not include child Support payments, See Pub. 508, Chiid and Dependent Care Expenses,

G Child Tax Credit (including additional child tax credit)

- See Pub. 872, Child Tax Credit, for more Info

working spouse or more

. . . . .

Tmoo

for details.)
rmation,

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

® If your total Income will be between $70,000 and $84,000 ($100,000 and $119,000 if married), enter #1”

H  Addlines A through G and enter tota] here, (Note:
® If you plan to itemize

or claim adjustments to income and want fo reduce your

Foraccuracy, | and Adjustments Worksheet on page 2,
complete all ® If you are single and have more than one
worksheets

that apply. to avold having too little tax

|

withholding, see the Deductions

Job or are married and you and your spouse both work and the combined
eamings from all jobhs exceeevghSt?.llJc?O ($20,000 i married), see the Two-Eamers/Multiple Jobs Worksheet on page 2
eld.

* If neither of the above sfituations applies, stop here and enter the number from line Hon line 5 of Form W-4 below.

Employee’s Withholdin

» Whether you are entitled to claim a ce

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

OMB No. 1545-0074

Department ofthe T rtaln number of allowances or exemption from withholding Is 2 @ 1 7
Intemal Ravanus Servica subject to review by the IRS. Your employer may be required to send a copy of thls form to the IRS,
1 Yi rst name and middls initial Last e 2  Your soclal security number
(s Y- /86
Home adcjess (number and street or ral route) ‘% / 3 DE’ singls [ 1 Married [ Married, but withhow at higher Single rate,
7 N If married, but legally separated, or Spouse Is a nonresident alien, check the “Single® box.
4 if your last name differs from that shown on your soclal security card,
MA/ Q)’—// 7 check here. You must call 1-800-772-1213 for a replacement card. P[]

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

6%

Under penalties of perjury, | declare that | have examined this certificate and, to the best of my knowledge an

Employee's signature
(This form is not valid unless you sign it) »

2

d bellef, it Is true, correct, and complete.

ounr 3/20) /7

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

lete lines 87and 10 only If sendipd to the IRS.)

9 Office code {optional)

10 Employer Identification number (EIN)

For Privacy Act and Paperwork Reduction Act Notice, see page 2.

Cat. No. 10220Q

Form W-4 (2017)
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Employment Eligibility Verifieation USCIS
Department of Homeland Security Form I-9

N ? - . s y OMB No. 1615-0047
g"- Np 15 U.S. Citizenship and Immigration Services Expjresoos/gl/zolg
P>START HERE: Read Instruetions carsfully before completing this form. The Instructions

eotlon 1, Emplayee Infarmatlon an tation Empioye,

& myl vompiele and sign 8sotign 1 of Form 19 ho Jater
than the ﬂra!wywmm but_notbe(maaowpmgelqb offer) sl .
Last N (Family Name) First Name (Given Name) Middle Initial Other Last Names Used (i any)
ﬁt hfﬂﬂ_/ m
\ Address (Stfeet Number and Name) At Number | City og'%n Statt  [Z|p Code
' = ' St o | 55717
Date of Birth (mm/iddyyyy) |u.s. Social Security Number Employee's E-mall Address Employee's Telephone Number
o6 /251981 2=l [63:erb2¥e §amd - com 612720755
[ [ L4
I am aware that federal law provides for Imprison

ment and/or fines for faise stafements or use of
connection with the completion of this form,

1 attest, under penalty of perjury,
1. A citizen of the United States

false documents in

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

lj 2, A noncitizen national of the United States (See Instructions)

|:] 3. Alawful permanent resident (Allen Registration Number/USCIS Number):
[[] 4. An alien authorized to work until

(expiration date, if applicable, mm/ddiyyyy):

Some allens 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 I-9: - ?,';c,,:;:';',,?;;};"g;m
An Allen Registration Number/USC/S Number OR Form 1-94 Admission Number OR Foreign Passport Number.
1. Alien Registration Number/USCIS Number:
OR
2. Form 1-84 Admission Number:
OR

3. Forelgn Passport Number:

Country of Issuance:

A Signa Employee

[Freparer and/ar Trandlator Certifigation (shedk ong);
1 dif not uds a peparer of translator. (] A afeparer(s) arior yenstatar(s) aeeisied the amplayee |n epmpleting Seofian 1.

(Flokds halow must b opmpleted and signed whiin Areparars andfor trgnsiatars agsist &n emplgyes in Gpmpleting Saotion 1)

l attest, under penalty of perjury, that i 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.

Today's Date (mm/dd/fyyyy)

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

@ Employer Completes Next Page @

Form I-9 11/14/2016 N



Employment Eligibility Verification USCIS
Department of Homeland Security Form I-9
U.S. Citizenship and Immigration Services OME No. 1615-0047

Expires 08/31/2019

s

orifioation | |
85 fays of the empipyee's first day of empia ent You
Us:aemgmmaunmmwoaewgmvm

Bmp OYOl' thorfzed R | ve Roview a
(Empioyers ar their iaed representstive myst and sign Gestion  within @
m%mme%mmmmaonammmwmdgawm

st phys
ot Arcapi

"
i

Employee Info from Section 1 ame (Family Name) First Name (Given Name) + M.l. | Citizenship/immigration Status
i h, = s
ListA e!_) ListB AND ListC
Identity and Employment Authorization Identity Employment Authorization
Document Title Ii{;u\ment Titl Document Title
L 5N
Issuing Authority Isguigg Auth Issyjng
Document Number Dgeument Number Docu mb
Salaainlag oY IR\
Expiration Date (#f any)(mm/dd/yyyy) Expiration Date (' any)(mm/d /) Expiration Date (if any)(mm/ddfyyyy)
DAR-2.0- DO\
Document Title
Issuing Authority | |Additional Information ot Nt e D T:ﬂn:szpige
Document Number -
Expiration Date (i any)(mm/dd/yyyy)
Document Title
Issuing Authority
Document Number
Expiration Date (if any)(mm/dd/yyyy)

Certification: | attest, under penaity of perjury, that (1) | have examined the document(s) presented by the above-named employee,
(2) the above-listad document(s) appear to bhe genuine and to relate to the employee named, and (3) to the best of my knowledge the
employes is authorized to work in the United States.

The employee's first d;g‘of employment (mm/dd/yyyy): 6 5o !"7_f Ml’] (See instructions for exempftions)

Sig of Employer or Representative Today's Date(mm/idiyyyy) Title of Employer or Authprized Representative
R G3-\7-dol7)
jame of Employer or Autho ep of Employer or Authorized Representative Employer's Business or Organization Name
LB&\ \a,é&a\,\ ; h‘ AD \ \,}L EMPLOYER SOLUTIONS STAFFING GROUP LLC
Employer's Buslness or Orgdnization Aqumber and NaTrTe) Clty or"ﬁgwn State ZIP Code
7301 OHMS LANE TE 405 \ EDINA MN 55439
Y
Section 3. Reverification and Rehires (Tu b od a nplayer or aulhorired représentative)
. New Name (# apalicable] [B. Dafe of Refire (¥ appiloatie]
Last Name (Family Name) First Name (Given Name) Middle Initial Date (mmv/ddsyyyy)

. If tHe employee's previous "?'Z‘aﬁf of eniployment alAhonzalion has expirad provide the information for he daotment or recelpl that esfablishes
continuing employment autharlzation in the space provided belgw.

Document Title Document Number Expliration Date (if any) (mmv/ddiyyyy)

| attest, under penalty of perjury, that to the best of my knowledge, this employee is authorized to work In the Unlted States, and If
the employee presented document(s), the document(s) | have examined appear to be genuine and to relate to the Individual.

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

Form I-9 11/14/2016 N
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ppr——— e w -"""'-‘-""':"" _'“"'—---"-- -
Lo nat lamhinate (hig card. 0 e AN
This card ig inyalid if ot signed by 1hqnumberholdéiunl§§s_ A,
heglth or age prevegts signature, ~ S T
Improper use of {hig zard and/ar mimber & ’th‘gnunibﬁi"hdider'
or any other pp;sonj%?&({gb&y}ﬁne;gpgmmm arbath,

This card is the prp, erty of } B 8ocla) Security tinistration and
must gereturne%-uggg{géugst lffqunq,mmrﬁ‘t,o.‘ i Lo
PO

’ -2 5ox 17087 Bajtimore Mq
Contact your Jogg] Sotial Becurity office for anyothermatrer: .
tegardingthlsqm.' S At o
Department of Heéliﬁahﬂkﬁmm&mi@s' 1633 6711

SwlqlSecuﬂtyAignm@u L s e

Form0a-702 (1

a2 i - Kid, _‘,/




EMERGENCY CONTACT INFORMATION

EMPLOYER SOLUTIONS STAFFING GROUP
IN CASE OF AN EMERGENCY - NOTIFICATION INF ORMATION

Employee Name: JQ_SIQ/ Qﬂ
i 14 acfi S

Rt e .

’ i EMERGENCY CONTACTS .
Please list two peapla (In priority order) who gould be contanted In casg of an emergency

Contact #1 Home Phone:

Name: /A\)(y)g R@ V Cell Phorie: é [2. S 3-735
Relationship: m Gm Work Phone:

Contact #2 Home Phone:

Name: kﬁ\w\/\ LO\ (—&‘Y\ Cell Phone;
Relationship: %’M Work Phone: é% I " é és =0 ?-35




. employer solutions staffing group..

Leveraging Resources in a Changing Market
. Wage Payment Method Authorization (Minnesota)

) 4
I \\'R("I,I._ B GERION
)E Direct Depogit (Please complete Sections 3 and below)
{_| Payroll Debit Carg (Please complste Sectiong 4
DIRE G DEROST

I understand and acknowledge that if I do not provide a
voided check with thig direct deposit form, 1 am

responsible for any delays in payroll orextra costs
incurred if the account number that I

provide is incorrect,

SECTTION Dy S

Except for the routing and account mngber, ESSG do

e8 not have access tp any information regarding your Payroll Debit Card account or
transactions, On your first payday, you will recejve your new Payroll Debit Card, and a packet containing all of the termg and conditions, You will
then sign acknowledging that You received the Payroll Debit Card and packet, Your Payroll Debit Card
wages,

will be reloaded on each payday you receive

CARDHOLDER INFORMATION (a8 you want your Payroll Debit Card 1o be issned)

First Name M1, Last Name Date of Birth

Street Address (POBOX NOT ACCEFTABLE) Social Security#

Chty State Zip Cell Phons (mobiic) =

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

Payroll Debit Card Routin Payroll Debit Card Account #
I 073972181
I have received my Payroll Debit Card, welcome brochurg program fies, program terms, candition

T authorize ESSG to directly deposit my periodic wages/compensatipn payments, net of required tax withholdings,
or authorized deductions, into Iy account(s) as designated above and to initiate, if Decessary, debit entries and a
made in error to my account(s).

* E-mail is required for pay stub information,

other required withholdings
djustmentsfor any credit entries

*E-mail; 10S e ¥ é&gl @ / Com
~NS this information will only be used to @d your paystubs electronically
Employee's Signature: Date: 3/ 90// 7




employer solutions staff ing group.

Leveraging Resources in a Changing Market

STATEMENT OF CONFIDENTIALITY
o SUNFIDENTIALITY

This agreement made this_ﬂ)_day of Moot , 201 _'z between

Employer Solutio Staffing Group LLC, hereinafter referfed to as ‘employer”,
and __ l&;(_{z Z% hereafter referred to as “employee”.
WITNESSETH:

employee agrees to pPay to the employer the sum of 10000 as liquidated
damages for every such violation; provided, however, that the pPayment of such
amount as liquidated damages shall not be construed as g release or waijver by
the employer of the right to prevent any such violation in equity or otherwise.

%

Em"ployer Solutions Staffing Group LLC, Representative




employer solutions staff iNg group.

Leveraging Resources in a Changing Market

lmportantllmpo

LOST OR STOLEN PAYCHECKS

If a paycheck is lost (missing, misplaced, destroyed, Jost in the mail, efc.), you

must notify your staffing recruiter that the check cannot be found. If it can be

been cashed and if the loss of the check was not your fauit, ESSG wiil 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 sy reclutador de personaj que el cheque no
Se puede encontrar. Sij se Puede verificar que el cheque no ha sido cobrado,

AGREED/SE ACUERDA—

Name/Nombre (con letra de molde): \jaﬁ-&ﬂAmU ﬂl/f
FAR)

Signature/Firma: !
4




employer solutions staf Ing group

Levaraging Resources i o Changing Market

INJURY MANAGEMENT PROGRAM

Injured Worker’s Responsibilities

RESPONSIBILITIES OF THE INJURED WORKER:

Minnesota Rule Sec. $221.0430, Subp. 1 requires that you choose one primary
health care Provider. Subpart 2 places limitations on your right to change

primary health care providers. Discuss with your employer any change in healith
care provider.

Attend all scheduled appointments. While on physicél limitations, visits should
€ a minimum of once every two weeks. Failure to have current medical support
for disability may result in termination of benefits. Schedule your next

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.



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

Er'igma,' y ﬁ;‘v‘;,ii‘%lmm b » Information about Form 8850 and jts Soparate instructions is at Www.irs.gov/form88sq,

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

Your name 6§ € C/\,\/ Soclal security number p> ﬂ“) ’;\ "g-l , '@é

Strest address where you live H CLq n C.(_k ()6 N Y’})fp_ﬁ-}\
CItyortown,.state,anlePcode S\%- PCLU] /V]' L} 6‘6 } } '-7

County Telephone number 4& Zé TIRD 27D S

If you are under age 40, entgf your date of birth (month, day, year) o6 /28’ / 19 Y b
[/

1 [ Check here i Yyou recelved a conditional certification from the state workforce agency (SWA) ora participating local agency
for the work opportunity credit,

2 ? Check here if any of the following statements apply to you,

® lam a memberof g family that has recelved assistance from Temporary Assistance for Needy Families (TANF) for any 9
months during the past 18 months.

® lama veteran and a member of a famlly that received Supplementa] Nutrition Assistance Program {SNAP) benefits (food
stamps) for at least a 3-month period during the past 15 months.

® | was referred here by a rehabiiitation agency approved by the state, an empioyment network under the Ticket to Work

b. Received SNAP benefits (food stamps) for at ieast 3 of the past § months, but is no longer eligible to receive them,
® During the past year, | was convicted of felony or reieased from prison for a felony.
°* |received supplementaj security iIncome (SSI) benefits for any month ending during the past 60 days.

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

3 [1 Check here if You are a veteran and you were unemployed for g perlod or periods totaling at least 6 months during the past
year.

4 [] Check here if You are a veteran entitied to compensation for a service-connected disability and You were discharged or
reieased 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 disability and you were unemployed for a
period or periods totaling at jeast 6 months during the past year.

6 [ Check here if you are a member of 3 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 eligible for TANF payments during the past 2 years because federal or state law limited the maximum time
those payments could be made.

7 [ Check here If you are in a period of unemployment that is at least 27 consecutive weeks and for ajf or part of that period
you recelved unemployment compensation.

Signature—Alj Applicants Must Sign
Under penalties of Perjury, | declare that | gave the above information to the employer on or before the day | was offered ajob, and it is, to the best of my knowledge, true,

correct, and compiete.
Job applicant's signature Dﬁ:\ ?/

For Privacy Act and Paperwork Reduction Acybotice, see page 2. Cat. No. 228511, " Fomm 8850 Rev. 3-201 6)




.

Form A (rev. 01/2016) TAX CREDIT QUESTIONNAIRE

Have you been convicted of a felony or released from prison for a felony conviction in the past 12 months?
Conviction Date; / / Release Date: / /

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

EMPLOYER SECTION:
Client: Company:
Employer Solutions Group
Location: Position: Starting Wage: §
EMPLOYEE SECTION:
Employee Name: B Street Address: Cltfs\t;” Zip:
_ Lpy | b4 bin | 51 Y| 55
SS#: Date of Biﬁh: Age: Have yon worked for If yes, location:
= = this company before? .
V=2 ~lfof | Qi 20 95| 30 [ Yes [X No
7
Please complete all questions, and sign and date the form. Yes No
1. Have you or has anyone living with you received Temporary Assistance to Needy Families (TANF) I:I
at any time since August 5, 19972 (If yes, pleass provide information below.)
Name of the person receiving benefits: Relationship to yon:
City: County: State:
2. Have you or has anyone living with yon received Food Stamps (SNAP) at any time during the past 15 months? E [:I
(i yes, please provide information below.) .
Name of'the p e g benefits; o5
City: - County:
3. Have you received Supplemental Security Income (SSD atLlly time within the past 3 months? % E‘-
Please note, this i not the same as Social Security benefits (SS) or Social Security Disability (SSDI) benefits,
*If you checked yes please provide a copy of your SSI documentation,
4. Have you received any type of vocational rehabilitation services within the past two years? ]:I w,
If'yes, please indicate which type of agency you worked with and provids their location information below:
] Vocationat Rehabilitation Agency [] Dept. of Veterans Affuirg [ Employment Network (Ticket to Work Program)
Name of Agency: Phone #:
City: County: State;
* *Ifyou checked yes please provide a copy of your active Individual Work Plan and Ticket to Work documentation,
S. Areyon a Veteran of the U.S, Military? *Ifyes, please provide a copy of your DD-214 and letter of separation, D Q’
(If yes, please provide information below, If no, please continue to question #6.)
Dates of Service - From: / / To: / /
Branch of Service; 3
Are you entitled to or are you receivinggmpensaﬁon for a service-connected disability? I:I D
6. Have you heen unemployed at any time during the Iast 12 months? D m
If yes, dates of unemployment - From: / / To: / /
Did yon receive unemployment compensation at any point during your unemployment? D D
If yes, dates received unemployment compensation - From; / / _To: / /
7. 0 %

Additiona) Tax Credits
IEC (Native American): Are you or your spouse a member of a Native American Tribe?
*If you checked yes please provide a copy of your CDIB card,
CA Residents: Are you the child of foster parents? I:I Do you receive CalWorks? D Workforce Investment Act?
Are you a migrant or seasonal farm worker? D Have you ever been convicted of a misdemeanor?
SC Residents: I:I 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 to the best of my knowledge, and 1 hereby authorize any agency, organization, or

individuals to supply such verification or information that may be needed to determine tax credit eligibility to my employer, employer representative {Associated
Consultants, Inc. dba Retrotax), or the Dep, nt of Labor.

New Employee Signature: { pﬁ()ld/[‘ ___ Date: iz av‘\ / (7




Qualified Long-Term Unemployment Recipient

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

Client: Company:
Employer Solutions Group
Location: Employee Na? - SS#;
22y -
EMPLOYEE;:

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

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

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

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

Employee Signature; ,o &(4,{,. Date:3 m //7

Jd

RetroTax®
3730 Washington Bivd.
Indianapolis, IN 46205

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

WWww.retrotax-aci.com



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

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 unilateraj 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 a body component (blood

Individyial's Name /
D? 20/17
ate

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



“

Acknowledgement of Receipt Antiharassment Policy

Employee Name (Please P

e Ray

Employee’s Signature:

\-%M&Ma\p Date;_ D /30// 7

22




RECEIPT DF EMPLOYEE HANDBODK AND EMPLOYMENT-AT-WILL STATEMENT

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

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

pATE_ 3 Dey/ I
ave e XOSS,e Ray

PLEASE PRINT
EMPLOYEE O :
SIGNATURE M
ESSG o OK ‘
REPRESENTATIVE

23



n ACKNOWLEDGMENT
The associate handbook was reviewed with me, and | have received my personal copy. | also
acknowledge that | have been given the opportunity to ask questions and express concerns
during my orientation, Additionally, | understand and Support the following:
1. This handbook is intended as a guide and not an employment agreement that
creates a contractug] 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 unilateraily 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. | am responsible for the information provided herein and will, upon my separation,
return this handbook to my ESSG Consultant.

Date: Z/ aO] / 7
Associate's Signature: _%MQ ﬁg’?(l

P
. 4
Associate's Printed Name: )( < ROI\/

Orientation provided by: 1

24



ATENCION TODOS EMPLEADOS:

Al empiezo de cada turno usted prestara una camiseta de Super Mom’s 0 un delantal que 8e necesita usar durante sy
turno. Esto,

8 articulos NO PUEDEN llevarse a la casa. Son propriedad de Super Mom’s Y sera tratado como robo
si usted se los Ileva fuera del edificio.

3/26 2077
Signatuy#? of Employee/Firma Empleado Dafe/Fecha

\JOWA LAl NGeu

Printed Name of Employee/No7ﬁrre del Empleado




To: Corporate Management Group (CMG) Employees
From: Corporate Management Group

Subject: Aftendance Policy

In acceptance of employment with Corporate Management Group (CMG), it is our obligation to
inform you of our attendance policy. Each employee is important to the success of the company and the
customers we service. We rely on employees to be conscientious and punctual in regards to attendance
and deadlines. Therefore, it is important that employees report to work each day as scheduled.

I acknowledge by my signature below that | have been;

a.) Informed and provided a copy of the attendance policy
b.) Agree to abide by the policy terms

A: Todos Empleadors de Corporate Management Group (CMG)
De: Corporate Management Group

Sujeto: Politica de Asistencia

En la aceptacion de un empleo con el Grupo de Gestion Empresarial {CMG), que es nuestra
obligacion para informarie de nuestra politica de asistencia. Cada empleado es importante para el exito
de la compania y los clientes a los que el servicio. Contamos con empleados a ser consciente Y punctual
en lo que respecta a la asistencia y los plazos. Por lo tanto, es importante que los empleados se
presentan a trabajar cada dia como estaba previsto.

Reconozco con mi firma que he sido;

a.) Informado y facilitado una copia de la politica de asistencia
b.) Estar de acuerdo en cumplir con los terminos de politica

g Vaids @o»gﬂ /a7

Employee Signature/ Nombre de Empleado Date/ Fecha




~ employer solutions staffing group.

Leveraging Resources in a Changing Market

Notification of Minnesota L ay Requirement —
' \Unemployment Acknowledgement

It is your responsibility to contact ESSG (for instance, by calling 952.277.5227 or
using any other form of contact) for additiona| assignments. If you fail to do so, it
may affect your unemployment benefits.

| understand by signing this form that | am responsible to contact ESSG within 5

calendar days once an assignment ends. | also acknowledge that | have received
a separate copy of this form. (Initial)

£ }% . Re. ~ Sooll7
~Jo . -

CMG_SM - Rev. 09.2013



employer solutions staffing group. w«u ESNG ®
Leveraging Resouices nn Changing Maykes ot

emplnyermlutimsyuup. =mplayer sobitions ratonwide oun,

A LUl STV S~ .y e e

Enhanced MEC Plan_Plap 1 e Pon it

Benefits Enrollment Form

Employeenformation

Name (First and Last)

oL O
Soclal Security Number
ﬁ—'
| \I@ang,.. lea..,, vl —#k
Address City State Zip Code
1494 oo & (5.1 | o 55//7
Gender LI Male | Marital Status Single | Date of Birth Date of Hire
TK Female | [ Married [] Divorced
Phone Number: Emall Address:
Glo~ [20-275S Josse, L@%/ < Lo
Please Select Desired Coverage:
Employee Only - ,: Employee+Spouse - Employee-!-ChiId(ren) - ,: Family -
$24.00/Week ~ $38.00/Week $36.00/Week '$63.00/Week
Sooial Sscurity # Birth Date [ Sex Relationship
— W J Male OSpouse O chad
. Last Name O F:male meumeaﬁc Partner
Social Security # Birth Date | Sex Relationship
Male O1Spouse [ Child
W Last Name E Female [ Domestic Partner
. - : I-Sc:cial Secuﬁty# - Birth Dato Sex Relationsiﬁp
Flrst Nams™ WL TestNams E "f:a o O Splo:IIue " OEM Cihli,l;im N
P:AME OIF PERSON.GOVE.RED (FIRST, LAST):
EFF. DATE
EFF. DATE
EFF. DATE

Employea Acknowledgement and Authorization - | hereby apply for the group benefit(s) as indicated, I ackn
any misstatements or fa port information may be used as the basis for cancellation
effecti

ntries are true and complete and that
flure to re
va date. Further, | authorize my employer to make the nec

owledge that al| e
of coverage for me and my dependent(s), if any, from the origlnal
e8sary payroll deduction of premiums for coverages | hava elected.

{IF ENROLLING - YOU MUST SIGN HERE

Employes Signature

EMPLOYEES DECLINI | an¥ DECLINING coverage
Vunderstane tatrandior my gemnoe - DECLINING coverage

| understand that | and/or my dependents, if any, walve any coverage and desire to participate In the
must meet the requirements defined in the Certificats of Coverage

(including my 8pouse) hecause of other coverage, | may, In future

Date

Plan at a later date, ifwe may be consldered a late enrollee and
for the company’s medical or dentaj Plans. If | decline enrollment for m

be able to enrol} myself or my dependehts |n this plan, provided )

request enroliment within 31
days after the other coverage ends. In addition, if a new dependeant relationship forms as a result of marriage, birth, adoption, placement for adoption of Pparting suit
of adoption, | may be able to enrol myself or my dependent, provided | raquest enroliment within 31 days of the event.
IF DECLINING- YOU MUST SIGN HERE
Employee Signature Date

Employer Solutions Staffing Group Heaith Benefits Team

7301 Ohms Lane Suite 405
Edina, MN 55439
Phone: 952-767-9519 Fax: 952-767-9515
Emali: Health@employersoluﬂonsgroup.com




T seessvasasy LACWLCHL Senetits Plan 2
© VSl 219301-ESG-1  !oFFcEust only LOCATION Rehire Date __/__;

ENROLLMENT FORM ESC CU(UNAC-MN) P1 v18.5

P i s 5.4 o B s s -
Name —— ' Social Security #

| ' Home Phone ex
\Jas@',o/).m, i 472.:&1%.__.- —bl2~7a ) .@___
Y ek k., S | fadn
City / State 'Zi  Date of Birth
= = hpau,/ ! /e pSs’ﬂ? J.Qéﬂzw’_/_za%.-

B. DO YOU OR ANY. OF YOUR DEPENDENTS RECEIVE MEDICARE BENEFITS? DYe;DNo FYes P,ea;e o §i
Medicare Health Insurance Claim Number (HICN) ' Medicare Effective Date

f

T v i i 2t 1 s e ot s e e o 1 Dt L T PO S Y e mal e e

I\—lame of Covered Person {s): :
1. | 2 B

C. LIMITED BENEFITS PLAN SELECTION i Payroll Deducted ﬁ;ekly Rates
You MUST select a coverage level before any benefits in Section C. Your coverage level for the all benefits in Section C will be

identical. The Fixed Indemnity Medical Plan, Dental Plan, Term Life Plan, and Short-Term Disability plans are underwritten by BCS
Insurance Company. The Vision plan is underwritten by Companion Life Insurance Company.

SELECT COVERAGE LEVEL F D(En?;gmaym DENTAL TERM LIFE | SHORETERM

Employee Only [] $20,25 s6.17 oJf s060 ) 420 i
Employee + 1 [] $41.10 $12.34 $0.90
Employee + Family [] $54,88 $20.36 $1.80

NowAL Senetts []| [ Tves N0 | Rlves [To ves [Ino | Klves (o

' ’T.P-ﬁs coverage is not avail'able:c'o ;;s—i;i-e—r;ts of l;iH.,. Hi, ;r lsl-?-.';STD is: n;tavallgéleto per:e.ons wHo workln CA, I-_ll,NJ, NY, or'Rl~_
For Term Life / Accidental Death & Dismemberment, please write in your beneficiary information, Accidental Death &
Dismemberment is part of the Term Life Benefit,

Name

Name A /en.e. Al ’ Relationship !2?4“2%@1’.\ e
Name | Social Security # Date of Birth | Sex } Relationship

/20 ’L@D Spouse [_] Child [] Domestic Partner

Name T | Social Security # | Do of Birth ! Sex Relationship

Name T 0 TMIE) (D spouse[ ki comestic Parner
Name "'“]éééiél‘éééuri&"#7'Bafé'ofafr'tﬂs'éi _ Relationship
AR e LT [mile] L Spouse [] Child [] omestic Partner
Name . Social Security # Date of Birth*; Sex i Rélatio}lsﬁip - _ ‘

MILE] [ ISpouse []child[] Domestic Partner

YOUMBETS'GNA@DSTEEVEN IF YOU DECLINE COVERAGE
I have read the benefit packet and understand its limitations. | understand that open enrollment is only available for
2 limited time and | understand that making no benefit selection is a declination of coverage.

PATE ©31201/9d6 | > sionatuRe Qaa,z | f’czf PR

This is an Essential StaffCARE Enrollment Form.




