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“EVerify

E-Verify: Print Case Detalls - Preview

: SENSITIVE BUT UNCLASSIFIED
Case Verification Number: 2017124113115RV
Report Prepared: 05/04/2017 :
comM Information
Company ID: 47428 - CwnpawNams:EmpbyarSuWnaahﬂhuGruup
Em Information
Last Name: rendo Firat Nams: steven
Dats of Birth: 08/03/1880 Soclal Security Number: * * ggsg
Hire Date; 05/05/2017 cﬂzenshlpsm:Aq&enufﬁmUMShtes
Document Information
List B Dooumant; anardhauedbyaU.s.fadsral,smaorbnulgwemmamagsncy List C Dooument; Seolal Securlty Card
Case Status Information .
e e e L
Current Cass Result; Employment Authorized Emplayer Case lD:_
Case Submitted On: 05/04/2017 Cass Submitted By: SGLAG832
SENSITIVE BUT UNCLASSIFIED

hltps'lle-va'ifymcisvaeblPﬂmCaseDehﬂs.aspx?CaseVaern=2017124113115RV
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A copy or facsimile ("fax"

www.esgstaffingsolutions.com

employer solutions staffing g
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New Hire Application

Personal Data-- PLEASE PRINT LEGIBLY IN INK

Last Name Q\‘{Z} @

Street Address_ B4S  W-|hL., M‘lv (e Q.

First Name : SM"\

PO Box 46270

Minneapolis, MN 55344-9956

Tel: 952.835.1288

Middle Initial LD

City/Staterzip <ot

Raud |

D

Apt/Ste

MN . ssuzn Social Security Last Four Y00X-XX- 9 L3¢
Phone Number ( Le\'L) 246 2133 Email Address __ S rendp 3§ @ 4 mqu GO
Staffing Agency/Recruitment Partner
ent are conditional upon satisfactory proof of iden and legal abllity to work In the U.S.A.

All offers of empio

Are you legally authorized to work In the United States of America? [JYES
Applicant Certification and Authorization

ONo

1 authorize Emplpyer Solutions Staffing Group (ESSG) to use the information and statements contained in this appllcation to determine my
qualifications for employment. | authorize ESSG to make Inquiries of my former employers, except as Indicated in this application,
regarding my previous duties, responsibliities, performance, compensation and eligibllity for rehire,

Th

required by clients, government regulations

Sdsen WRundo

Name (Print or type)

] understand that a comprehensive background check may be conducted fo determine my eligibllity for hire by certaln cllents of ESSG.
is may Include but Is not limited to, investigations of criminaj and/or conviction records, driving records and/or a drug screen test ag
or by ESSG policies.

") wiil be considered the Same as an original signature. Emaii 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 Results Unemployment Lettor ESC Application
(If applicable)
For ESSG Client Use
DOH ROP Work Site Loc. WC Code
ESSG - CMG_sM

Rev. 04/2017
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The exceptions don't apply to supplemental es Nonwage Income. If you have a large amount of
F OI' m W“4 (201 7) greater than $1 ,ooo,oog.p y v b nonwv:?;ge income, such as lnterasta::gr dividends,
conslder making estimated tax ents using Form
Basic instructions. if you aren't exempt, complete 1040-ES, Estimated Tax for | Iduals, Oth
Purpose, Complete Form W-4 so that your the Personal Allowances Worksheet baioy, The P addlﬁong(ta;. l'fl ;u Fa
employer can withhold the correct federal Income Worksheets on page 2 further adjust your gnnuﬂy ncome, see Pub. aot {Y; g oulpif ggrf’ d
tax from your pay. Conslder completing a new Form withholding allowances based on ftemized dust wl&holdl on Form W4 W-%?’ oul
W-4 eaoh year and when your personal o financlal deductions, certain credits, adlustmenta to income, adjust your g on Form W-4 o .
situation umes. or two-eamers/multiple Jobs s ons, Twr‘l’d earners or multiple jobs. if )l'og I';lgve ath
Exemption from withholding, if you ars exempt, Gomplets all workshests that apply. However, you toteying apouse or more than one fob, figure the
complete only lines 1, 2, 8, 4, and 7 and sign the may clalm fewer (or zarg allowances, For regular omnuall'}g?s :;l?if a&%m‘:‘gg‘; a'::l L ed létt,: olalm
form to valldate it, Your examgmon for 2017 explres Wages, withholding must be based on allowanoes Wed. Yoro wnhﬂoldln el w7I1l ey o’;? m
Febl@ 15, 2018. Ses Pub. 505, Tax Withholding You alaimed and may not he a fiat amount or when all allowanom, a’}a clalrr{ed o th’g Fonnmwu-'zta
and Estimated Tax. percantage of wages. for the highest paying job and zero allowances are
Note: If another person can clalm you as a dependent Head of household, Generally, you can claim head claimed on the oﬂn-.yara, 8ee Pub. 505 for detalls,
on his or her tax retum, you can't claim exemption of housshold ﬂllgg status on your tax return ontlg if Nonresident aflen, If you resident al
from withholding if %?J"g"" Income exceeds §1,050 you are unmarried and pay mors than 509 of the Noth 1905 & 9“,' ?am'?'g: ""“,'\‘, 2 Instruicton: e
and Includes more than $350 of uneamed ingoma (for costs of keeping up a home for yoursaif and your Nome, ldan'ASllgpp ag;fnra m sting this fon e o
example, Interest and dividends), degende s?nr er qualifying Individuals, See Snies ns, completing m,
Exceptions. An emplo: be able to claim Pub, 501, mptions, Standard Deduction, and Check your withholding, After your Form W-4 takes
= P may Flling Information, for information, effect, use Pub, 505 to see how the amount you are
exsmption from WM'lthdoll'l'g:VBn if the employee is redits, ected tax credits having withheld compares to your projectad total tax
a dependent, if the employee: :::o‘:m In ﬁgzﬁ';mmg’,ﬂb,a nur;?!’:‘er of g for 2017, See Pub, 585 especially ?fyour aamings
* Is age 65 or older, withholding allowarices. Credits for child or dependent excead §130,000 (Single) or §180,000 Marrie),
s Is blind, or care expenses and the child tax cradit may be claimed Future developments, Information about any future
* Wil claim adjustments to Income; tax o redits; o lslsln%‘ltjhhe gggsfgnrlnfslloav'vjnnm Work;lizaet balc:)v:ﬂ l|:le\ltsello nr1‘anta :tggaggg Form }N-4 (’itl)jchmag
ustm 3 s ee Pub, on of our on enal r we releass it) will be postad
ftamized deductions, on his or her ta; yer. aredlts Irto withholding allgwarreor Vo8 Your ther Wi peaced =
Personal Allowances Worksheet (Keep for your records,)
A Enter“1"foryourselfifnooneelsecanclalmyouasadependent. - N A A {

b

* You're single and have only one job; or
B Enter“1”if; { * You're manied, have only one job, and your Spouse doesn’t work; or }
® Your wages from a sscond Job or your spouse’s wages (or the total of both) are $1,600 or jess.
C  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 heip you avoid having too little tax withheld) . . ., | | | 5 6 0 o o o
Enter number of dependents (other than your spouse or yourself) you will claim on your tax retum . 5 5 o o
Enter *1* if you will file as head of household on your tax return (see conditions under Head of household above)

Tmo
Tmoo

G Child Tax Credit (including additional child tax credit). See Pub. 872, Child Tax Credit, for more Information,

* If your total income wili be less than $70,000 ($100,000 it married), enter “2” for each eligible child; then less “1~ if you

have two to four eligible chiidren or less “2~ if you have five or more eligible children.

® If your total income wili be between $70,000 and $84,000 ($100,000 and $119,000 i married), enter “1* for each eligblechild. G
H  AddlinesA through G and enter totaj here, (Note: This may be different from the number of exemptions you claim on your tax retum,) » H

® If you plan to ftemize or claim adjustments to Income and want to reduce your withholding, see the Deductions
For accuracy, and Adjustments Worksheet on page 2.
complete all ® If you are single and have more than one Job or are married and you and your spouse both work and the combined
worksheets eamln{;s from all jobs exceed $50,000 ($20,000 i married), see the Two-Eamers/Multiple Jobs Worksheet on page 2
that apply. 1o avoid having tao little tax withheld,

@ If neither of the above Situations applies, stop here and enter the number from line H on ilne 5 of Form W-4 below.

Separate here and give Form W-4 1o your employer. Keep the top part for your records,

. w_4 Employee’s Withholding Allowance Certificate OMB No. 1645-0074
orm
Departm reasury » Whether You are entitled to claim a certain number of allowances or exemption from withholding Is
Internal .;';'J;,'u‘.',“s'.fmm subject to review by the IRS. Your employer may be required to sand a copy of this form to the IRS. 2 @ 1 7
1 Your first name and middie Initial Last name 2 Your soclal security number
dLv-en D. Aands )
Hlome adaress (number and sireet or rural routs) 3 W sngle [ Mamed [ Married, but withhold at higher Single rate.
@ l{ S A’i lg.e. Qv I g 6 - Note: If mamied, but legally saparated, or Spousa Is a nonresident allen, check the "Single” box.

City or town, state, and ZIP code 4 I yourlast name differs from that shown on your saciaj security card,

check here. You must call 1-800-772-1213 for a replacement card. » []
5 3
S e I (et &

7 I claim exemption from withholding for 2017, and | certify that | meet both of the foilowing conditions for exemption, |
* Last year | had a right to a refund of all federal Income tax withheld because ! had no tax liabllity, and
* This year | expect a refund of all federal income tax withheld because | expect to have no tax liabllity.
lfyoumeetbothcondltlons.write“Exempt"here. e B S ST )]
| declare that | have examin the best of my knowledge and bellef, it Is true, correct, and complete,

Datep 5 —‘/"2014—

8and 10 only it sendMg to the IRS.) 9 Office code {optional) | 10 Employer identification number (EIN)
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Employee's signature
{This form Is not valid unless you sign it) »
8 Employer's name and address (Employer:

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



———

Employment Eligibility Verification USCIS
Department of Homeland Security Form 19

A ) ad . g y OMB No. 1615-0047
el U.S. Citizenship and Immigration Services ExpiresDOB/S1/2019
» START HERE: Road Instructions carsfully bafore completing this form. The Instructions must be avalilable, either in Ppaper or electronically,

‘Eeoﬂnn ¥ Employee Infermatlon and Attestaflon (Employeas must amplete ahd slgn Ssotion 1 of Form 1-8 no later

than e first day of employment, bwnwaefweaaoapwepbm) ;

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

~en\ (L{) Sdeven .

Address (Street Number and Name) Apt. Number City or Town State ZIP Code
345 Wlbwmade <L St Gaul mup | ssut
Date of Birth (mm/ddfyyyy) U.S. Social Securﬁty Number Employee's E-mall Address Employee's Ti elephone Number

0a [o3 /1480 |j4faf3)- g _Srendo2¢@ameil.com| Lz )24a-2133

1 am aware that federal jaw provides for Imprisonment and/or fines for faise statements or use of false documents in
connection with the completion of this form.

| attest, under penalty of perjury, that | am (check one of the following boxes):
citizen of the United States

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

Tj 3. A lawful permanent resident  (Allen Registration Number/USCIS Number):

T] 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 1-9; Do ﬁg’ﬁ;:',:;,f;,“;g;m
An Allen Registration Number/USCIS Number OR Form I-94 Admission Number OR Foreign Passport Number.

1. Allen Registration Number/USCIS Number:
OR

2. Form 1-84 Admission Number:

3. Foreign Passport Number:

Country of Issuance;
iaf -

Signature of Employee Today's Date (; Ayyy)

———
parer ahd/or Tranglator Gartifiaation pokonglt

| dld nal L & phopdcer or tranglstor [] A ereparer(s) anafor tianstatérs) asbidted the empinyed i aomplgting Section 1.
(Fleids below myst bé completed and signael when preparers ander transletars 8gslst an emplgyde in dgmaleting 8eetion 1)

| attest, under penaity of perjury, that | have assisted in the compietion of Section 1 of this form and that to the best of my
knowledge the information Is true and correct.

Signature of Preparer or Translator

Today's Date {mm/ddiyyyy)

Last Name (Family Name) First Name (Given Name)

Address (Street Number ang Name) City or Town State ZIP Code

@ Emp[oyer (‘ompletes Naxt Page @

Form I-9 11/14/2016 N




PN Employment Eligibility Verification . UsCIs

N Ay - Dopartment of Homeland Security _ Form 1.9

Bt OMB No. 1615-0047
e USCiﬁzenshipandlmmigmﬁonServices s o 063'3"10‘9

£~y p— OB %

. ldoumy_ilg Employment Authorization _ Identity mﬂmn
Document Title Dmlﬂ [) Dow%ﬂg;

o sy

S - [t 4o 2637 1Y TR £ ~qpRe,
Expiration Date (lfany)(mm/dd&yyy). “ E:glral;ln I.)..m gggm d Exmmﬂog,;jw{mm,
Document Tite Rl ¢ L

Issulng Authority | | Additional Information Do NGk Ve e
Document Number i

Expiration Date (¥ any) (mm/ddfyyyy)

Dow Tﬂl?

Issuing Authority

Document Number

Expiration Date (7 any)(mm#id/yyyy)

Certification: | attest, under penalty of perjury, that (1) | have examined the document(s) presentad by the above-named empioyee,
(mmoabwﬂlsnddocwnent(a)apmbhganulmandbralahtotheemployao named, and (3) to the best of my knowledge the
employee Is authorized to work In the United States, '

\ employee's first d)z{f employment (mnvdd/yyyy): os o —Bcl(&o instructions for exampihmn)

. ‘1 . ‘ w {Bodéy's-DaB(Ln(nfsyzy‘)‘j Title ::'(;A;T-o el}ctmenhﬁva

Representaiive J me Employer's Business or Organtzation Name

EMPLOYER SOLUTIONS STAFPING GROUP LLC

0

'

Empioyer's Business or ization Address (Street Number and Name) | City or T [State | z1p code
7480 FLYING DRIVE SUITE 200 MINNEAFPOLIS MN 554
SRS 5 ;
Last Name (Family Name) Firat Name (Given Name) Middie Initial | Date {mm/ddlyyyy)

: il It shog
i s : nen ,‘ ._ - l . ' b e _. B ¢ 2 .. ety = 1 _ s : LA ‘.:‘-_ Ry 34 .‘_‘:,":"' % _.._ , .'("'-..:_"'.‘.,’..p‘_ (_ -( '_.‘. 'ﬁ e &1‘ o .:
Document Titie 5 Document Number Expiration Date (#any) (mmsddyyyy)

1 attest, undorpenaltyofpodury,Mhﬂnbanofmyhmmhamploynlsaumorkodbmﬂnm United States, and if
the employee presented documentfs), the documentys) | have examined appear to be genuine and to relate to the Individual.

Signature of Employer or Authorized Representative | Today's Date (mm/fdcyyyy) Name of Employer or Authorized Representative

LY

Form 19 11/14/2016 N







‘\Il\

\‘lt\\\"

‘-‘u_\_-_.lu




EMERGENCY CONTACT INFORMATION

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

Employee Name: S\\&,U-ﬁ s rp\“‘-vi A O

Address: '%Uiﬁ’ \A’[Lu'wﬁr (‘t 54’ S+ ?‘\M/Q W N. SsSur
Home Phone; ,(\(-2 ll) 244-2.133

__Pleasa list two pedpla (In priotity order) wha vould be vantagted in case of an emargency .
Contact #1 Home Phone: hLVL) mAa 1343
Name: Shirley  Wiels (t Cell Phone: (x117) 345~ %524
Relationship: {V1 oA~ Work Phone:
Contact #2 Home Phone: ((,L\L) Ll TN -Mﬁ q i
Name: é\n{ 30«\7/ ™ M‘H\ Cell PhOﬂc!LLL\'l) NGL3 3937
Relationship: Work Phone:

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

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



employer solutions staff ing 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 provide a written election, v ages will be pai ape

}

SECTION 2 I;.\\'fit Wb
|| Direet Deposit (Please complete Sections 3 and 5 below)
Payroll Debit Card (Please complete Sections 4 and 5 below)

SECEION 3

Note: Direct Deposit accounts may take up to 7 days to be activated
|| Paper 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.

Initial Date

Account Type: [, Checking [ Savings []Other

To help us avoid making an error, Ploase attach a copy of a voided check. (a deposit slip will not work)
Ifyou change banks, donotcloseyuuroldbmkaccountunﬁlyomdirectdepoxlthasstamdatﬂlenwvbank,whid:maymlm2paypm'iods.

SEGHLO N PNNR G

DEBEE CARD G OR AT ¢ ASTLEARD)

Federal lawreqnimsal]ﬁnannialinsﬁtuﬁnnsm obtain, verify, and record information that identifieg each person who opens an account. In order to
Tequest a Payroll Debit Card for Yyou, we must provide all of the following information that will enable the financial institution to identify you, If
You do not submit a Direct Deposit/Payroll Debit Card Authorization, ESSG will provide the necessary information and issus you a Payroll Debit
Card to pay your wages. Foryompmtecﬁon,theﬁnancia]hsﬁtuﬁonmay ask you to provide them additiona] identification information so they can
verify your idantity,

Except for the routing and account number, ESSG does not have access 1o 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 ail of the termg and conditions. You will

then sign acknowledging that you received the Payroll Debit Card and packet. Your Payroll Debit Card will be reloaded on each payday you receive
wages,

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

LFiratName S‘M ~ M1 D h Last Name (R-..u/\db . Date ofBirthoq D3 !l‘i?t\
G B %y, A3
Y Lol O R Hlk, el 1) 244 -1233
RECEIPT OF PAYROLL DEBIT CARD (to be completed when you pick up your Payroll Debit Card)

FPayroll l).‘t’ﬂ;;ts(;;;%}{outingibe Payroll Debit Card Account # Ll_ % S‘ 3 Ll_ O ) & 3 %7 O qs%

ANUBHORTZN FTON

1 authorize ESSG to dire leposit my periodic wages/compensation Payments, net of required tax withholdings, other required withholdings

or authorized deductions, into my account(s) as designated above and to initiate, if necessary, debit entries &nd adjustmentsfor any credit entries
made in error to my account(s), * E-mail is required for pay stub information,

*E-mail: 3r~6r\c£b 35 @ g4m t:'/-ca""‘\

Mnh be used send your paystubs electronically
Vs
Employee's Signature: ‘é\ Date: 4 —4f~ (7

/7




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 Employer Solutions Staffing Group, LLC one
or more reports based on that information; and (d) Employer Solutions Staffing Group, LLC (“ESSG”) to
share those reports with others for legitimate business purposes related to your employment. BGC
and/or Orange Tree Employment Screening may investigate your education, work history, professionai
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 vaiid as the origi-
nal. You make this authorization to be valid for as long as you are an employee of ESSG.

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

Personal information: Please print the information requested below to identify yourself for BGC,

Printed name: SMV\ Davene\l (\7\4\/\&0
First Middle (OO Last
none)

Other names used;
Current county of residence:

Current and former addresses:

-{-17 current 545’ bé)’ﬂuxmaf[% Sl' S4 ?’t&l Vi SSIF

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 wii} not se it for any other purposes.

pa(e3f 450 Y23 -0k-443 0
Date of birth Social security number
W5L3ra¢26 5314 Lleven Rounda
Driver’s ficense number & state Name as it appears on license

Report Copy: If you are appiying for a job or live j €alifornia, Minnesota, or Oklahoma, you may request
a copy of the report by checking this box: IE/W

Mz%i 5-Y-20172

$ignature " s Date




employer solutions staff INg group.

Leveraging Resources in a Changing Market

STATEMENT OF CONFIDENTIALITY

This agreement made this "( day of /Vl&s/ , 2011, between
Employer Solutions S ffing Group LLC, hereinaftef referred to as “employer”,
and w, 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.

In view of the difficulty of determining the amount of damages which may
result to the employer from a violation of any of the provisions hereof, the
employee agrees to pay to the employer the sum of $10,000 as liquidated
damages for every such violation; provided, however, that the payment 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.

Pigyee Signature

Solutions StAffing @LC, Representative



Leveraging Resources in a Changing Market

Important/Importante
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 will stop payment on the
check and re-issue the check to you, deducting a fee of between $25-$35.

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

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 nofificar a su reclutador de personal que el cheque no
Se puede encontrar. Sise puede verificar que el cheque no ha sido cobrado,
ESSG se detendrs el cheque de pago y reemitir el cheque a usted, descontando
un cargo de entre $ 25 - $ 35.

Si su cheque de pago fue robado, primero debe denunciar el robo a la policia
antes de que podamos volver a emitir el cheque. Una vez hecho esto, usted

AGREED/SE ACUERDA—

Name/Nombre (con letra de molde): S\L'U‘ﬁf\ (quc:Lb

employer solutions staff INg group.

Signature/Firma: ﬁ’& %4
(



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

Noti

your physical condition.

If it is necessary to miss scheduled work due to a work injury, you must be seen
by your primary health care provider the same day in order to receive
compensation for the time away from work. The physician must complete a
Report of Workability.

I have read my r &ibilities and agree to abide by these guidelines.
“z

e e

Signed;

7
Printed Name: LS-I-Lwen /Azcvn Q!o

-




o SSD0 Pre-Screening Notice and Certification Request for
(Rey Marchi2ni ey the Work Opportunity Credit OMB No, 1545-1500

De reasury
|n?§;ﬁa§" m‘?a'%;v]ce P Information about Form 8850 and its separate instructions is at WWW.irs.gov/form8850.

Job applicant: Fill in the lines below and check any boxes that apply. Complete only this side.
Your name S&LU"-@V\ . Social security number p "[ 13 -0%-9 &3¢

Street address where you live ‘%‘/Y }4/,4,4/ MGy /..e. <.

City or town, stats, and ZIP code }I’ yﬂa-u/ MP- 517

County jﬁ Moy Telephone number [ bt 'Z-) 246 -2/53
4 ~

If you are under age 40, enter your date of birth (month, day, yea) D G- 03 - (95D

1 [ Check here if you received a conditional certification from the state workforce agency (SWA) or a participating local agency
for the work opportunity credit.

2 [] Check hereif any of the following statements apply to you.

® | am a member of a family that has received assistance from Temporary Assistance for Needy Families (T ANF) for any 9
months during the past 18 months,

* lama 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.,

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

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

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

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

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

3 [ Checkhereifyouarea veteran and you were unemployed for a period or periods totaling at least 8 months during the past
year,

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

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

6 [ Checkhereifyouarea member of a family 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 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 all or part of that period
you received unemployment compensation,

Signature—Aiil Applicants Must Sign

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

7
Job applicant's signature p ,/"/%g Date 6\* (/ = 2,()/ 7

For Privacy Act and Paperwork REEucti‘o-n'Act Notice, see pag#.’ Cat. No. 22851L Form 8850 (Rev. 3-2016)
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Form A (rev. 01/2016) TAX CREDIT QUESTIONNAIRE

EMPLOYER SECTION:

Client: Company:

Employer Solutions Group

Location: Position: Starting Wage: §
EMPLOYEE SECTION:
'mE_mployee Name: Street Address: City/State: Zip:

‘Rubn CL) 245 W, wm’jdu_ S'}‘ Hpﬂu{ Mu. 5SI%
SS#: Date of Birth: Age: Have you worked for | If yes, location:
this b ?
4% i3 | D1IDB 1D | g, | kspmmees g

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)
at any time since August 5, 19977 (If yes, please provide information below.)
Name of the person receiving benefits; Relationship to you:
City: County: State:

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

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

Have yon 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 SSI documentation,

4.

Have you received any type of vocational rehabilitation services within the past two years?

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

L] Vocational Rehabilitation Agency (I Dept. of Veterans Afthirs [] Employment Netwark (Ticket to Work 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 Pravide a copy of your DD-214 and letter of separation.
(If yes, please provide information below. Ifno, please continue to question #6.)

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

Have you been nnemployed at any time during the last 12 months?
If yes, dates of unemployment - From: V3/ e 1 17 To: p'e)S'ﬂ‘l ‘éj'- ‘f’ 27”?

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? 1 State - County: State:

Additional Tax Credits
TEC (Native American): Are you or your spouse a member of a Native American Tribe?
*If you checked yes please provide a capy of your CDIB card,
CA Residents: 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 to be true and accurate to the best of my knowledge, and | hereby authorize any agency, organization, or
inditviduals to supply such verification or information that may he needed to determine tax credit eligibility to my employer, employer representative (Associated

Consultants, Inc. dba Retrotax), or the Department

New Employee Signature:

Date: § "L/'"Zo {F




SpecialiateingiaziCrodil Adminiatraticn

Qualified Long-Term Unemployment Recipient

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

Client: Company:
Employer Solutions Group
Location: Empl Name: SS#:
ocation mployee Name S! . (RU\AQ Lh:S-D‘K-‘szSLe
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: / /

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

Employee Signature: Date:
< W '-'-% S-Y-70 (7
A =T /

RetroTax®
3730 Washington Blvd.
Indianapolis, IN 46205

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

WWww.retrotax-aci.com



 employer solutions staffing group..

Leveraging Resources in a Changing Market

Notification of Minnesota Law Re uirement —

Unemployment Acknowledgement

According to Minnesota Statute section 268, 085, 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 fo
affirmatively request an additional suitable Jjob assignment, (2) refuses
without good cause an additional suitable Jjob 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 assignment ends. | also acknowledge that | have received
a separate copy of this form. SDL(Initial)

ﬁ% Swaiit =710 s
mployee Signature; ' Date:

Steven K

Employee (please print your name here)

CMG_SM - Rev. 09.2013



“

Acknowledgement of Receipt Antiharassment Policy

any questions | may have about 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.

| also agree that if at any time during my employment | am involved in any employment dispute or | am
subjected to any type of discrimination, including discrimination because of race, sex, age, religion,
color, national origin, disability, marital, sexual orientation or veteran status, or if | am subjected to any
type of harassment including sexual harassment, | will immediately contact my supervisor, manager,
director or ESSG's Human Resource Department at 952.835.1288/1.866.496.7573 in order to obtain
assistance in the resolution of such matters. '

Employee Name (Please Print)

é&td-ev\ J\LW\ do

Employee’s Sigpature:
M« ‘4 Date;_5 =1~-201#
N

22



RECEIPT DF EMPLOYEE HANDBODK AND EMPLOYMENT-AT-WILL STATEMENT

This is to acknowledge that | have read the Employer Solutions Staffing Group LLC Temporary
Employee Handbook and understand that it sets forth the terms and conditions of my employment as
well as the duties, responsibilities and obligations of my employment with the company. | understand
and agree that it is my responsibility to abide by the rules, policies and standards set forth in the
Handbook.

| also acknowledge that my employment with ESSG is 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. |

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

| understand the foregoing agreement concerning my at-will employment status 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. I further understand that this
agreement supersedes all 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.

DATE_S ~H —1°1F
EMPLOYEE
NAME S‘-"QM—U\ Q'JM CLD

PLEASE PRINT
w2
SIGNATURE :

o

ESSG
REPRESENTATIVE V\




ﬂ ACKNOWLEDGMENT

acknowledge that | have 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. | am responsible for the information provided herein and will, upon my separation,
return this handbook to my ESSG Consultant.

Date: S ":.,L{ o = 2 01_:7:

Associate's SignatureI/M‘zt% vl

N
Associate's Printed Nak: 5‘1‘“‘6 n /)({'2-4./ Cb

Orientation provided by: U
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Enhanced MEC Plan_Plan 1 Benefit Pla Adminitrators, e,

Benefits Enroliment Form I New Employee

Employeciinformation

L[] Rehire Rehire Date

Soclal Security Number

H1%_0%-Re3i,
Address City State p Cods
45 PHbarmes e S STl  |mp. |Ssurz
Gender (5] Marital Status Single Date of Birth Date of Hire
[J Female | I Married [J Divorced q —-3-—(4?{) ls._l_l..(‘?—
Phone Number: Email Address:
Ul'z—bj"—"/q -U 33 Srendo RS @3mal\ L O,

Il%egs&saect Desired Coverage:

Employee Only - D Employee+Spouse - Employee+Child(ren) - :I%I;aorgli\llg‘/, - 2
‘ s ee

$24.00/Week

$38.00/Week : $36.00/Week

Social Security # Birth Date | Sex Relationship
’ O male OSpouse [ Child
T WL Last Name O remale Domestic Partner
Social Security # Birth Date | Sex Relationship
O Mae ClSpouse [ Child
ML Last Name [J Female [0 Domestic Partner
Social Secuﬁty#- . BlrlhDate Sex Relaﬁonshp
O Male 8 O cChild
Pt Nams ML LastName | 3 Female = Ponm Domestic Partner
NAME OF PERSON COVERED (FIRST, LAST):
EFF. DATE
EFF. DATE
EFF, DATE

Employea Acknowladgement and Authorization - | herehy apply for the group benefit(s) as indicated, | acknowledge that all entries are true and complete and that
any misstatements or faiiure to report information may be used as the basis for cancellation of covarage for me and my dependent(s), if any, from the original
effective date. Further, | authorize my employer to make the necessary payroll deduction of premiums for coverages | have elected,

IF ENROLLING - YOU MUST SIGN HERE

Employee Signature

Date I)- e L{ e 20 7
EMPLOYEES DECLINING 00 | am DECLINING covera e

Tunderstand that | and/or my dependents, if any, walve any coverage and desire to participate In the plan at a later date, I/we may be co,
must meet the requirements defined in the Certificate of Coverage for the company’s medical or dental ﬁ:

8. If 1 decline enroliment for myself or my dependents
(Inoluding my spouse) becauss of other coverags, | may, In future be abie to enroll mysslf or my depend In this plan, provided ! request enroliment within 31
days after the other Coverage ends. In addition, Ifa new dependent relationship forms as a rasuit of marriags, hirth, adoption, placement for adoption of parting suit

of adoption, | may he able to enroll myself or my dependent, provided | request enroliment within 31 days of the event.

IF DECLINING- YOU MUST SIGN HERE

Employee Signature

Date
Employer Solutions Staffing Group Health Benefits Team
7301 Ohms Lane Suite 405
Edina, MN 55439
Phone: 952-767-0519 Fax: 062-767-9515
Emall: Healthemployersoluﬂonsgmup.com




Fixed Indemnity Medical Benefits Plan 2
VS| 219301-ESG-1 OFFICE USE ONLY LOCATION Rehire Date __ —/___/

ENROLLMENT FORM ESC CU(UNAC-MN) P1 v18.2

RINT USING BLACK or BLUE INK (Must Be Filled Out)
Name | Social Securj
Heven Rands |

# ome Ph

A R AT
Address : / :

-t -abY ﬂ“u.vmavu 9 . Apt. #

Ci . State Date of Birth
7S Rauk M s ur 47% 1 1480

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

DYes D No. If Yes, please continue.
Mediicare Health Insurance Claim Number (HICN) | Medicare Effective Date

Name of Covered Person (s): P — "E 2 e —

1. | 2

oy D ey e
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, Dentsal 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 " 10 INDEMNITY | o\ VISION | TERMUFE | SHORTTERM
.~ Employee Only [ ] s2028 () se17 ]| s2az B soF| sx@
Employee + 1 [ ] $41.10 $12.34 $4.92 $0.90
Employee + Family [ ] $54.88 $20.36 $6.56 $1.80
NO to ALL Benefits l:l DYes D No B’Y/es D No D Yes D No D Yes D No DYes D No

YThis coverage is not available to residents of NH, HI, or PR. 25TD is not available to persons who work in CA, HI, NJ, NY, or RI.

For Term Life / Accidental Death & Dismemberment, please write in your beneficiary information, Accidental Death &
Dismemberment is part of the Term Life Benefit.

Name Relationship_ :
Name a Social Security # . Date of Birth | Sex - Relationship

) : A @ ; [[Ispouse O Child ] Domestic Partner
Name ' Social Security # | Date of Birth | Sex ! Relationship

. i 4 ____@ ! ] Spouse[ ] Cﬁl_ld [ ] Domestic Partner
Name Social Security # | Date of Birth | Sex Relationship

A ) Al . /7 __,.__@ _ []Spouse [Ichild DD_chggl_c_: Partner
Name ! Social Security # ' Date of Birth ; Relationship

Sex
’ o / ) / | M i ] Spouse[_] Ci_ulq Q_Q_gme_stic Partner

vou WLIST SIGN AND DATE, EVEN IF YOU DECLINE COVERAGE

I have read the benefit packet and understandits limitations. | understand th

This is an Essential StaffCARE Enrollment Form.



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 entlre contents of this policy and | am aware and fully

understand: (a) the policy and its contents; (b) what conduct the policy prohibits and the
consequences of such eonduct; (c) my rights under the policy and the consequences if |
exercise certain rights; and (d) that certain events as described in the policy may result
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 health 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 may 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 alcohol test and other information
related to the test.

Vlower, Runds

Individual’s Name

S-i—2o0(7
Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



