e E-Verify: Print Case Detalls - Preview

EVerify

SENSITIVE BUT UNCLASSIFIED
Case Verification Number: 20171 65105719PH
Report Prepared; 08/1472017
Comm Information
Company ID: 47429 cnmpawNmn:Empbyarthﬁnmshmmeup
Emm Information
Last Name: Jeants FrstName: ray
Data of Birih: 08/22/1882 Soclal Security Number: 26847
Hire Date; 06/14/2017 Ciizenship Status: A cltizen of the United States
Document Information
ﬁ‘
List B Document: mcardbausdbyau.s.fsdsml.shhnrm:mammmagency Llsthnomnem:BonhlSecurlyca:d
Case Status Information
N
Currant Cass Resuft; Emplayment Authorized Emplayer Cass ID:
Cass Submitted On: 08/14/2017 Case Submitted By: SGLAB832
SENSITIVE BUT UNCLASSIFIED
hups'.lle-verify.usois.vaeNPrlnlCaseDetails.aspx?CaseVa'Num=2017185105[19PH n

e



7 PO Box 46270
Www.esgstaffingsolutions.com ,{ : :I Minneapolis, MN 55344-995¢
g 4 Tel: 952.835.1288
W

employer solutions staffing group..

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

Last Name R A} First Name __(ronde. Middle Initial_(.

StreetAdaress 130 | bpeoia] QY AptiSte _o-
City/State/Zip MQQMQL A cCSinb Soclal Security Last Four xxx-xx-ﬁ@{‘]
M

Phone Number 77 3 - $31-32 ZQSQ Email Address o, @

Staffing Agency/Recruitment Partner

bnditional upon satisfactory prog of identity and lags
Are you legally authorized to work in the United States of America? [JYES [JNoO
Applicant Certification and Authorization

I release ESSG and other persons or entities from any claims that might be based on ESSG's decision to conduct a background check,
| certify that all statements made In my application are true and accurate and that | have not omitted any material information or provided
false or misleading information, | understand that any material omission or misrepresentation wiil result in my disqualification from
consideration for employment or, if discovered after | begin employment, will result in my termination.

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

Leonde RAY A 6137

Name (Print or type) Applicant's Signature Date

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

For ESSG Office Use Only
DOH NHW I-8 8850 -y w4
Emergency Contact Info Background Release Form Background Results Unemployment Letter ESC Application
{if applicable)
For ESSG Client Use
DOH ROP Work Site Loc, WC Code
ESSG - CMG_sMm Rev. 0412017



Th don't apply to l N | If | unt of
Form W-4 (2017) Grsetr an §1,030,058, > PPl wages PGTWRGS Incorme,Sich o e o o

Baslc Instructions. if you aren't exsm complste gonslder making estimated tax ents using Form
Purpose. Complete Form W-4 so that your the Personal Allowances Wnrkaheet%télow. The 1040-E8, Esﬁ:ldactneél "I;aalx g{ lgdmhu:ﬂ; Og]'g'rwlsa.
employer can withhold the correct federal Income Workahests on page 2 further adjust your you may owe N4 =t t%oilil dout m,.f" d
tax from your pay. Consider completing a new Form withhoiding allowances based on ftemized anm;ltty "mmﬁgl & Fo v{,‘ _4° W _&‘;,“ shou
W-4 each Xearand when your parsona? or financial deductions, certain oredits, adjustments to Income, adjust your withholding on Form W-4 or 6
sltuation changes, or ers/muiltiple jobs sftuations, Twr?d earners or multiple jobs. lf:lmg have ath
Exemption from withholding. if you are exem Gomplete all workshests that apply, However, you ote g spousa of more than one job, figure the
complete only lines 1, 2, 3, S‘Famr'; and sl?n mp;' may olaqm fewer (or zera) anowa:pcg;.y For ragulﬂry tutala"nugls S’ﬂ“ auomues yg% ars el ed ;g olaim
form to valldate it. Your exemption for 201 expires wages, withhoiding must be based on allowances w i, %" wn;l"ﬂo'?"’ eets w,IrI‘l oy one ""m
February 15, 2018, See Pub, 505, Tax Withholding you claimed and may not be a fiat amount or ATOL, ding usally will be most acou
md% Tax, Percentage of wages, fv;h%r‘l all agowances are glalrgad on atlil'ae Form W-4
rthe ob an owances

Note: If another person can claim You as a dependent Head of household, Generally, you can claim head cumed"'gn ﬂﬂg‘é’,&’s“ Pug.a?os for demns,m
on his or her tax retum, you can’t claim exemption of household filing status 0N your tax retumn only if N alien, I Ident al
from withholding if your total Income exceady $1,050 you are unmarried and pay more than 5086 of tfe Ngﬂ"m?,'g&f“s“““l' Ifyou A "%ﬁsmgtucﬂs’" el
and Includes more ther, $350 of uneamed Income ffar Costa of kesping up a home for yourself and your N f:e'dm'm PP "I’,“e?gw "“,eﬁ this for o for
example, Interest and dividends), degend 5) or other qualifying individuals, See o 8n8, befora compisting this form.

ns. An empl may he able to claim Pub. 501, mptions, Standard Deduction, and Check your withholding, After your Form W-4 takes
&m'#ﬁum withholding even if the employes is Filing Information, for Information, use Pub, 805 to s8s how the amount you are
a dependent, If the smployee: Tax credits, You can taje pm]elcted fax orecta into 1’,‘:}'3691 ;"‘g‘;’:’,‘,"u?%‘ ar::;oacyl:ll:; '%ﬁ"ggrfﬂ'n';'gﬂx
* 15298 €6 or oider, m‘gﬁﬁgﬂ&m’&i aé'r?&'ﬁg for ciia o dependent excead $130,000 (Single) or $120,000 (Married).

care

@ |s blind, or

enses and the child tax credit may be claimed Future developments, Information about future
etxh% Personal Aliowancss Worksh:yet below., develo, o St

ments affecting Form W-4 (such as

» Wil claim adusunantstnlnmme;taxcredns;or . b

itemized dedugxﬁons, on his or her tax retum, g?d% ﬂ.g"ﬁ,f,‘,’ﬁm?"gﬁgmg?wm"“ P laetgwwwtal 3&%‘}% after we release ) Wil be posted
Personal Allowances Worksheet (Keep for your records.)

A Enter “1” for yourself if no one .

mTmg

else can claim you as g dependent. ., , . 1O o Gl o 0 oo KRR 5

{ ® You're single and have only one job; or } 1

Enter #17 if: * You're manried, have only one job, and your spouse doesn’t work; or 6 o o 3
* Your wages from a second Job or your spouse’s wages (or the total of both) are $1,500 or less,

Enter “1” for your Spouse. But, you may choose to enter "-0-" if you are married and have either a working spouse or more
than one job, (Entering “-0-* may help you avoid having too little tax withheld) . . , . . N 0
Enter number of dependents (other than your Spouse or yourself) you wiil claim on your tax retum T+« « .. . .. D 3
Enter “1” if you will file as head of housshold on your tax retum (see conditions under Head of household above) . ., E i
Enter “1” if you have at least $2,000 of child or dependent care eéxpenses for which you plan to claim a credit F &

{Note: Do not Include child Support payments. Ses Pub, 503, Child and Dependent Care Expenses, for details,)
Child Tax Credit (including additional child tax credit), Ses Pub, 972, Chiid Tax Credit, for more Information,

® If your total income will be less than $70,000 ($100,000 i married), enter *2” for each eligible child; then less “1* if you
have two to four eligible chlidren or less 2" 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” for each elgblechid. @
Add lines A through G and enter tota| here. (Note: This may be different from the number of exemptions you claim on your tax retum,) b H

® If you plan to temize or claim adjustments to Income and want to reduce your withholding, see the Deductions
For accuracy, and Adjustments Worksheet on page 2,

complets all ® If you are single and have more than one job or are married and you and your spouse both work and the combined

worksheets earnings from all jobs exceed $50,000 ($20,000 if married), see the Two-Eamers/Multipie Jobs Worksheet on page 2
that apply. 1o avofd having too ittle tax withheld,

* if neither of the above sftuations applles, stop here and enter the number from line H on line & of Form w-4 below.

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

s W"4 Employee’s Withholding Allowance Certificate OMB No. 1545-0074
m
| o e oo ot ngs | (04 7
1 Your first name and middie Initial Last name 2__ Your social sec—uri-tyTumber
Loone G Aoy 397~-88 9097
Home address (number and street or Faral route) 3 D\ singe L] Married [ ] Married, but withhold at higher Singie rate.
[ M C'f- Note: if marred, but legally separatad, or 8pouse Is a nonrasident alien, check the “Single® box,
Cty or town, state, and ZIP code 4 Wyour last name differs from that shown on your social security card,
Wi MmA S0 check here. You must call 1-800-772-1213 for 5 replacement card. b [ ]
5  Total number of allowances you are cléiming {from line H above or from the applicable worksheet on page 2) 5 ~5
6 Additlonal amount, if any, you want withheld from each paycheck . . 9 0 a6 90 9 050 0 & o & 6|8 O
7 lclaim exemption from withholding for 201 7, and | certify that | meet both of the following conditions for exemption, L
® Last year | had a right to a refund of all federal income tax withheld because | had no tax liability, and \;%
* This year | expect a refund of all federal income tax withheld because | expect to have no tax llability,

If you meet both conditions, write “Exempt"” here . - 7]

Employee’s signature

Under penalties of perjury, | declare that | have exir-nlrkyg certificate and, to the best of my knowledge and bellef, it Is true, correct, and complete,

(This form Is not valid unless you signit) » 44 L//‘l / 771 Date »- é '"/ 3 =/ 7

Employer's name and address (Employer: Complets lines 8 and 10 only if sending to the IRS.) 9 Office code {optional) | 10 Employer Identification number (EIN}

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

e



Employment Eligibility Verification USCIS
Department of Homeland Security Form 1-9

U.S. Citizenship and Immigration Services OMB No. 1615-0047

i Expires 08/31/2019
P>START HERE: Read instructions careful L

qotion 1, Employee

Won and Attestatlon Empioyees must vampiete and sign Seofian 1 of Form 19 o (aler
han the firet dey of emplaymient, but ot befors quospting a fob offear) i ‘ :
Last Name (Family Names) First Name (Given Name) Middle Initial Other Last Names Used (it any}

| Lrente C A
Address (Street Numpber and Name) Apt. Number City or Town . State ZIP Code
29 botgr Sy MRevar. w1, A 1SS0k
Date of Birth (mm/ddpyyyy) U.S. Social Security Number Employee's E-mall Address

Oe/2r| S B BB BRI (R G looa(Daty | ey o

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

I attest, under Penaity of perjury,
N.1. A citizen of the United States
[] 2 Anoncitizen national of the Uniteq States (See instructions)

[] 3. Alawful permanent resident  (Aflen Registration Number/USCIS Number);

[ 4. An alien authorized to work  until
Some allens may write "N/A"
Allens authorized to work must

Brovide only one of the following document numbers to complete Form 1-9; Do ‘;‘,’;,",,g;',:;,?;,;':’:g;m
An Alien Registration Number/USCIS Number OR Form 1-94 Admission Number OR Foreign Passport Number.

1. Alien Reglstration Number/USCIS Number:
OR

2. Form 1-84 Admission Number:
OR

3. Forelgn Passport Number:

Country of Issuance;

Signature ofEmPll;yeB -77//_‘ / / { Touay&DaP(?@dlMa}

p—
‘eparer andlof Trandlator Bertiiioation (aheok one): |
| 6id ot use @ preparar o tranglater. A prepdrérs) dnd/or trehelator(s) assisted the emalayes in eamplgting Section 1.
below must b6 eampleted and signed when Proparers andior translators agsist an emplayse in eompldling Sgetion 1)
l 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 Transator

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

(explraﬁon_ date, if applicable, mmiddfyyyy):
In the expiration date fiejd, {See instructions)

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 Cbmpléles Next Page @

Form I-9 11/14/2016 N



De

Employment Eligibility Verification

partment of Homeland Security

U.S. Citizenship and Immigration Services

USCIs

Form 1-9
OMB No. 1615-0047
Expires 08/31/2019

en ¥z 2 2 ev 3 qn [ . 'I.-:. on
WQWWWEM&M busine aﬂhegmﬂp 's%dqyo!emphm Yoy
mwwwmwmamwamm mmu%waawmm *Lists
Employes Info from Section 1 Name (Family Name) gage é({lvx Name) a— Clﬁzenihlpllmmlgraﬂon Status
ListA ListB AND ListC

Identity and Employment Authorizatio Identity Employment Authorization

Document Title Dacument Tjtle Dogyment Titi
{SAN” T 0 et Ce )
Issuing Authority Ing Autho Iss ority,
ﬂ&i’{ e MmN ’%ﬂ&:\:ﬁ-e e T
Document Number cumept Num D tN
SUABTE 749 1200 SORY
Explration Date {lfanw{mm/dd/yyyy) Explration Date (if any)(mi Expiration Date )(@m/ddivyyy)
Ole-22-2 518 NTA

Document Titie >
Issuing Authority Additional Information ,gﬂuﬁs.’;,,;,?;,%g;;
Document Number
Explration Date (7 any)(mm/ddyyyy)
Document Title
Issuing Authority
Document Number
Explration Date (i any)(mm#ddiyyyy)
Certification: | attest, under Penaity of perjury, that (1) 1 have examined the document(s) presentad by the above-named employee,

(2) the above-listed document(s) appear to be genuine and to relate to the employee named, and

employee is authorized to work In the United States

Tltﬁ\amployee's first day of employment (mm/ddlyyyy): O\ Z.0

L "See instructions for exemptions)

Sig of Emplo orized Represe, Today's Date{mm/dd/yyyy) Tﬂg of Emplayer or orized Representative
\frg‘m\ Ol -\Y-26\7)| Ve cruy ey
First Employer or Authorized Representative Employer's Business or Organization Name
ﬁh _( (‘ EMPLOYER SOLUTIONS STAFFING GROUP LLC
Employer's Business or Organizalon Address (Street Number and Name) | City or Fown State  [ziP Code
7301 OHMS LANE 405 EDINA MN 55439

ihed by sfnpleyer or ulhoriand prokeriaive]

B, Date of Rehire {if applicable)

Last Name {Family Néme)

First Name (Given Name)

Middle initia)

Date (mm/dafyyyy)

a. e employes’s previous

anil of employment

arleiition has explred. pravide The Tormalicn for the dooument o racelpl thal establlshes

jrai
continuing employment aulhnﬁzaﬁqn in the space provided below.

Document Title

Document Number

Expiration Date (if any) (mmaddyyyy)

the employee presentad document(s), the doc

| attest, under Ppenalty of perjury, that to the best of my knowledge, this employee s authorized to work in the United States, and if
genuine and to relate to the individual.

ument(s) | have examined appear to be

Signature of Employer or Authorized Representative

Today's Date {mm/dd/yyyy)

Name of Employer or Authorized Representative

Form I-9 11/14/2016 N
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CERTIFICATION OF BIRTH

i

BIRTH NUMBHR: 1';_12-92-5021943
NAME: 1EONTE' CARVELL RAY

. DATEOF BIRTH: JUNE 22, 19pp | SEX: MALE

W

i - PLACE OF BIRTH: CHICAGO, cook COUNTY, ILLINOIS
MAIDEN NAME OF MOTHER: SHELETT Lovg

PLACE OF BIRTH OF WOTHER: ILLINOIS  AGE: 21

NAME OF FATHER: GLENN A RAY

PLACE OF BIRTH OF FATHER: TENNESSEE | AGE: 26 |
DATE FILED: JuLy 1, 1992 | DATE ISBUED: AUGUST 20, 2013

This Is to tify that this Ig o true and correat gbstract from the ofticial record
cmedywnh t‘cn litinois Department of Public Hepith

County of Cook
Stateor i) Office of Count
Ao COE XS David O
This COpy is not valid uniesg displaying em!fossed Y

1D \




EMERGENCY CONTACT INFORMATION

EMPLOYER SOLUTIONS
IN CASE OF AN EMERGENCY - NOTIFICATION INFORMATION

STAFFING GROUP

Employee Name: ()?"O Mre ’Rﬁ'\/

Address: %f ,Bq I ;&LC!R:I &y S

Home Phone: \'Iu)'g‘ SB( - 29 9‘@

Name:m?fﬁ)?;

Relationship: im@m ~1n~IG W

_ Pleass list two peaple (in priority order) who could be vontacted In case pf an emetgency
Contact #1 Home Phone;

Name: —1-¢ L @ Cell Phone: (5 &)~y - 679
Relationship: Je Work Phone;
Contact #2 Home Phone;

Cell Phone: © /9 - @Qb ~8(/7 3

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 wijl only be used in the case of an emergency.

e e e—




—————

~ employer solutions staffing group..

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

Employees have the option of receiving wages by Direct Deposit and/or Payroll Debit Card,
If you do not p ovide a written election, v ages will be paid b baper Check.,
DASIC INEORN N FoN

SECTITIEN & T PR e
~H Direct Deposit (Please complete Sections 3 and § below) NntnDIrectDepasitacwuntsmaytakeuptn?daystobeacﬂvated

._ Payroll Debit Card (Please complete Sections 4 and 5 below) || Paper Check (Please complete Section 5 below)
SECTION 3 DIRECE DIEPOST T

B 1 Updato Bank Accoun
e A Bank
Routing# 0,12, 13 |
ot oo o S18 o7 169y
Account Type: . Checking [ Savings Cloter

I understand and acknowledge that if I do not provide a
voided check with this direct deposit form, ¥ am
responsible for any delays in payroll or extra costs
incurred if the account number that I pravide is incorreet,

Iniﬂal_é, I Date_lD“l‘;\r'l

Except for the routing and account number, ESSG does not haye access to any information regarding your Payroll Debit Card account or
transactions, On your first payday, you will receive Your new Payroll Debit Card, and a packet containing all of the terms and conditions. You will
then sign acknowledging that Yyou received the Payroll Debit Card and packet, Your Payroll Debit Card will be reloaded on each Payday you receive
wages,

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

First Name Last Name Date of Birth
Street Address (POBOX NOT ACCHPTABLE) Social Security#
City State Zip Cell Phone (mobile)
RECEIPT OF PAYROLL DEBIT CARD (to be completed when you pick up your Payroll Debit Card)
Payroll Debit Card Routing # Payroll Debit Card Account #
073972181
I have received my Payroll Debit Card, welcome brochure, program fees, program terms, conditions, and disclosures. By activating my Payroll Debit Card,

AMEFHORIZN FION
T authorize BSSG to dire eposit my periodic wages/compensation Ppayments, net of required tax withholdings, other required withholdings
or authorized deductions, into my account(s) as designated above and to initiate, if necessary, debit entries and adjustmentsfor any credit entries
made in error to my account(s). * E-mail is required for pay stub information.

*E-mail; LR (‘;— (0 da " @ \}@;‘@O LCOY\

is information will %idto send your paystubs electronically

Date: 6 ‘}3 —/7

Employee's Signature:




Authorization

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, professionaj
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, Yoy acknowledge that a fax, image, or copy of this authorization js as valid as the origi-
nal. You make this authorization to be valid foraslong as Yyou are an employee of ESSG,

The Consumer Financial Protection Bureau's “Summary of Your Rights under the Faijr Credit Reporting
Act” is attached to this authorization. If you are a New York applicant, a copy of New York’s law on the
use of criminal records is attached. By signing below, You acknowledge receipt of these documents,

Personal information: Please print the information requested bejow to id ntify yourself for BGC,
Printed name: Lf:mm-(’ @: P\ﬁr

“First Middle (OO Last
none)

Other names used:
Current county of residence:

Current and former addresses:

current )3€H barc /6)’ ¢t mﬂﬂ%@ s

from Mo/Yr to Mo/Yr Street City, State & Zip
659  Reogs

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.

O -33-92 %37~9% - Hoyy

Date of birth Social security number
3C!‘?olb‘1?[3l!3 (rorre  RAY
Driver’s license numpber & state Name as it appears on license

Report Copy: If youare applying for a job or live in California, Minnesota, or Oklahoma, yoy may request
a copy of the report by checking this box: L1,

A%% 012 ~17

Signature Date




_ employer solutions staff Ing group.

Leveraging Resources in a Changing Market

STATEMENT OF CONFIDENTIALITY
L LUNFIDENTIALITY

This agreement made this |3 day of \)Usnie : 2013 between
Employer Solutions Staffing Group LLC, hereinafter referred to as “employer”,
and_[eondc R hereafter referred to as “employee”.

WITNESSETH:

For the duration of my employment and after resignation or termination of
this employment with employer, for any reason whatsoever, the employee shall
not use or disclose to any other person or company, and confidential or
proprietary information or know-how related to the business of the employer.

employee agrees to pay to the employer the sum of $10,00 iquidated
damages for every such violation; Provided, however, ﬂ'lﬁl"ﬂﬁg;ranmq of such
amount as liquidated damages shall not be construed as a release or waiver by
the employer of the right to prevent any such violation in equity or otherwise,




Leveraging Resources in g Changing Market

Important/im portante
LOST OR STOLEN PAYCHECKS

If a paycheck is lost (missing, misplaced, destroyed, lost in the mail, etc.), 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.

If your paycheck was stolen, you must first file a police report before we can re-
issue the check. Once you have done so, you must provide a copy of the policy

new check and no fee will be deducted.

CHEQUES DE PAGO PERDIDOS O ROBADOS

AGREED/SE ACUERDA—

Name/Nombre (con letra de molde): / roride ‘P\ﬁ\/

Signature/Firma: # " i

employer solutions staff Ing group.



Maintain regular, weekly, communication with your employer if you are unable to
return to work. Contact your employer a minimum of after every visit with your
primary health care provider. Keep the claims representative advised of your
status.

Notify your emplover immediate

your physical condition.

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.

| have read m pons'bilitiis/azagree to abide by these guidelines.
Signed: —

Printed Name: ( cozrldr' @ ﬁ':\/




rom OO0 Pre-Screening Notice and Certification Request for

(Rev. March 2016) the Work 0ppu|-tunity Credit OMB No. 1645-1500

o e ey | Information about Farm 8850 and fts separats instructions Is at www.irs.gov/farmassn,

Your name 1 f@r\(fﬁ R A"I Soclal security number > 3 g7~ &F «%‘ﬁ
Street address where you live \3‘? ’ @E’ ﬁH 9-}

City or town, state, and ZIP code QQ@@M-MK_ M 1. Qg@b

County RCIM Cey Telephone number 713 ~S 3 /""? ga@
If you are under age 40, enter your date of birth (month, day, year) Ob -&afi &

1 [J Check herse if you received 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,

* | ama member of a family that has received assistance from Temporary Asslistance for Needy Famllies (T ANF) for any 9
months during the past 18 months,

° |am a veteran and a member of a family that received Supplemental Nutrition Assistance Program (SNAP) benefits {food
stamps) for at least a 3-month period during the past 15 months.

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

* lam at least age 18 but not age 40 or older and | am a member of a famliy that:
a. Received SNAP benefits (food stamps) for the past 6 months; or
b. Received SNAP benefits (food stamps) for at least 3 of the past 5 months, but is no longer eliglble to recetve them,

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

® |received supplemental security income (SSI) benefits for any month ending during the past 60 days.

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

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

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

6 [ Check here if you are a member of a famlly that:
* Received TANF payments for at least the past 18 months; or
® Received TANF payments for any 18 months beginning after August 5, 1997, and the earliest 18-month period beginning
after August 5, 1997, ended during the past 2 years; or

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

7 [ Check here if you are in a period of unemployment that Is at least 27 consecutive weeks and for ail or part of that period
you received unemployment compensation.

Signature—All Applicants Must Sign
Under penalties of perjury, | declare that | gave the above information to the employer on or before fhe day | was offered a job, and it is, to the best of my knowledge, true,

correct, and completa.
o137

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




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

TAX CREDIT QUESTIONNAIRE

AL mE I Sirat

0%

Client: Company:
Employer Solutions Group

Lecation: Position: Starting Wage: $§

EMPLOYEE SECTION:

Employee Name; ﬂ ﬁ# Street Address: City/State:

(eonte 1290 bawtay ¢+ Meplowal

ss#

331 & 901 | b 13 90 |9 i ompany butoe?

Date of Birth; Age: Have you worked for | If yes, location;

Yes {X] No

Please complete all questions, and sign and date the form.,

1

Have you or has anyone living with you received Temporary Assistance to Needy Families (TANF)
at any time since Angust 5, 19977 (If yes, please provide information below.)
Name of the person receiving benefits; Relationship to you:
City: County: State:

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

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

Have you received Supplemental Security Income (SSI) at any time within the past 3 months?
Please note, this is not the same as Social Security benefits (SS) or Social Security Disability (SSDI) benefits,
*If you checked yes please Pprovide a copy of your 85I documentation,

Have you received any type of vocational rehabilitation services within the past two years?
If yes, pleage indicate which type of agency yon worked with and provide their location information below:

Vocational Rehabilitation Agency D Dept. of Veterans Affairs D Bmployment Network (Ticket to Wark Program)
Name of Agency: Phone #;
City: County: State:

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

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

Dates of Service - From: / / To: / /
Branch of Service:
Are you entitled to or are yon receiving compensation for a service-connected disability?

|

|

6.

Have you been unemployed at any time during the Iast 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: / /

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

{51} R |

O O O,

. Additional Tax Credits
IEC (Native American); Are you or your spouse a member of a Native American Tribe?
*If you checked yes please provide a copy of your CDIB card.
CA Residents: D 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 of a misdemeanor?
SC Residents: D Do you receive Family Independence Benefits?

PLEASE READ, SIGN, AND DATE:

Under penalties of | perjury, I declare the information above 10 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 1o determine tax credit eligibility to my employer, employer representative (Associated

Consultants, Inc. dba Retrotax), or the De; ent of Labor,

New Employee Signature:

Date: é xl‘g "/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 Name: (J"bn d‘C M SS#:? 37_ %3 %

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: / /
[0 Ireceived unemployment compensation during my unemployment.
If applicable, dates you received compensation - From; To:
From: / / To: / /
From: / / To: / /

Please read, sign, and date:

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

Employee Signature: M / C Date: é -/ 3 ) 7

RetroTax®
3730 Washington Blvd,
Indianapolis, IN 46205

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

Www.retrotax-aci.com




» eémployer solutions staffing group.

Leveraging Resources in a Changing Market

Notification of Minnesota Law Requirement —

Unemployment Acknowledgement

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

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

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

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

calendar days once an assigg'nent ends. | also acknowledge that | have received
a separate copy of this form.C£__ (Initial)

Jé/l/ﬁ/ o-13-11

Employee Slgnature: Date:

Ry

Employee (please print your name here)

CMG_SM - Rev. 09.2013



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

3. | 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

Individual's Name

b-12-7

Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10
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Raal L TPy

Enhanced MEC Plan_Plan 1

Benefits Enroliment Form 3 New Empig L] Rehire Rehire Date

Employee Information

eI @80 ESNG g

telere S OPEAL e kg 10 ~ RLall L S ety

Benefit Plan Administratags, 1

Soclal Security Numher
27~ -6y
Cly ode
basciAy &I erogdd |, ., >SS0
Marital Single Date of Birth Date of Hire
O Female | [ Mamied O Divorced | D 9’3/ ‘?6~

Please Select Desired Coverage:
Employee Only - Employee-l-Spouse | |Employee+Child

PhoneW?_ &’33(9'69 E"Z"Ai)dmg (0 Q—& ;@_—_V(ﬁhm COM

(ren) - D Family -
$24.00/Week $38.00/Week '$36.00/Week $63.00/Week
Soolal Securty # Birth Date | Sex mﬁmp
e 1 mate 1 Spouse O chid
il " Last Name L7 Female Damestic Partner
; Soolal Security # Birth Date | 8ex Relationship
ouge Child
W L Last Name Ell :‘::ala DSPD DoEutlc
3 R e SRR R Ry i SR
Social Security # Bl.rlthto Sax Relahonshjp
O Make Child
ame M.I, ame O Female L $powee DoEeaﬂcPartner
INAME OF PBRSON.GWERED (FIRST, LAST)
EFF, DATE
EFF. DATE
EFF. DATE
Employes Acknowledgement and Authorization - | herehy apply for
any misstatements or fallure to report Info

(including My apouse) becausg of oth
days after the other Covarage ends, In addition, if a naw dependent relationg;
of adoption, | may be ahle to enroll myself or my dependent, provided |

IF DECLINING- v MUST SIGN WERE
Emplayee Signature fi 2 é& ] Date 6 '\/ 3

Employee Signaturs Datg

EMPLOYEES DECLINING

lunderstand that land/or my dep to participate In the plan at a later date. live may be considered a late enrolles and
must meet the requirements defin rage for the com

pany's medical op dental plans, if| decline enroliment for myself or my depandants
covarags, | may, in futurs be abls to enrol) myseif or my de, # Inth

17

Employer Solutions Staffing Group Health Benefits Team
7301 Qhms Lane Suite 405
Edina, MN 55439
Phone: 952-787-9519 Fax: 962-767-9515
Email: Health@employersnlunonsgroup.com




~ = sw=wvasuny miedical Benefits_Plan 2

. VS| 219301-ESG-1 | OFFICE Lst ONLy LOCATION RehireDate__/___/ s |
EN;!OLLMENT FORM ESC CUUNAC-MN) P1 v13,
.NT DSING BLACK or BLUE INK (Must Be Filled Oug i
o Leonde R SR owry_[Soyes e R
)29 bacday | B i O
realeveed o B skl %G

Medicare Health Insurance Claim Number (HICN)

B. DO YOU OR ANY. OF YOUR DEPENDENTS RECEIVE MEDICARE BENEFITS?

D_Yes D No. if Yes, hlease continue,

Medicare Effective Date
‘Name of Coversd Parson R e ST CSRI i e
1. 2 3.
C. LIMITED BENEFITS pPLAN SELECTION il Payr;irn'educted Weekly Rates
You MUST select 5 coverage leve| before any benefits in Section C. Your coverage evel for the all benefits in Section C will be
‘identical. The Fixed Indemnity Mediical 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,
FIXED INDEMNITY SHORT-TERM
SELEQ CQVFRAGE LEV!:L  MEDICAL 1 DENTAI. N . VISIPN i TERM LIFE DISABII.ITY_ 2
Employee Only D $20.25 $6.17 @ $2.42 @ $0.60 a $4.20
Employee + 1 [ ] $41.10 $12.34 $4.92 $0.90
Emplayes + Family [ $54.88 $20.35 $6.56 $1.80
poensantdtl] [ Do | D D | e v O | Dl (e
' This coverage is not availaljle to residents of NH, HI, or PB_._f__ STD is not available to persons who work in CA, HI, NJ, NY, or Rl
For Term Life / Accidental Dismemberment,

ath &
Dismemberment is Part of the Term Life Benefit,
Name

e SO

e

et T

T sttt s ey e e,

Relationship » L
D. REQUIRED DEPENDENT INFORMATION ] e ) A iy s
Name  Sacial Security # | Date of Birth | Sex Relationship
e S N | mIlE] LSpouse [ chitd[J pomestic partner
Name [ Social Security # ' Date of Birth | Sex | Relationship
Nama Tt L/ 4 MIE] [Dspomel] Child[_]Domestic Partner
Name I Social Security # | Date of Birth | Sex 1 Relationship
s e B el bl 3OS = i_,_’__’_ _____ [MICE] [Tspouse L] Child [[] Domestic Partner
Name | Social Security # Date of Birth | Sex  Relationship
e s S IPY e 1 MIE L spouse [ chitd [ Domestic Partner

- it v

owe 0643100/

- 9 e

>

__i’

SIGNATURE 7~

This Is an Essential StaffCARE Enroliment Form.




