<

PO Box 46270
Eden Prairie, MN 55344-995¢

: \3:.- , Tel: 952,835.1283
employer solutions staffing group..

New

onal Data— PLEASE PRINT LEGIBLY IN INK
—————————=0ILLV IN INK

st Name ﬁlﬂﬂmﬂn@_m Name ?\\ cu\ %) Middle Initial M
Street Address \ OO AN \ QJ\\(\L\t

Apt/Ste
City/State/Zip _Y '5"\ (‘X\'LL! \\J\M SS L\%’A Social Security Last Four Xyx-x. G2\ l"“
Phone Number S \- H?24- ’2_?_?_‘ \ Email Address AMJQM—QW ) I

Staffing AgencyIRecruitment Partner =

All offers of empioyment arg conditional upon Satisfactory proof éf Identity and legal abliity to work in the U.S.A.
Are you legally authorized to work In the United States of America? MES CINo

Applicant Certification and Authorization

1 authorize Employer Solutions Staffing Group (ESSG) to use the information and statements contained in this application to determine my
qualifications for empioyment. | authorize ESSG to make Inquiries of my former employers, except as Indicated in this application,
regarding my previous duties, responsibilities, performance, Compensation and eligibility for rehire,

| understand that a comprehensive background check may be conducted to determine my eligibifity for hire by certain clients of ESSG,
This may include but is not limited 1o, Investigations of criminal and/or conviction records, driving records and/or a drug screen test as
required by clients, govemment regulations or by ESSG policjes,

I release ESSG ang other persons or entities from any claims that might be based on ESSG's decision to conduct a background check.

0/2/17

ame (Print or type) Appiigght's Signatifre
A copy or facsimile (“fax™) will he considered the samp ag an original signature, Emall wiill ONLY pe used for employment correspondence
For ESSG Office Use Only
DOH NHwW 1-9 8850 w4
Emergency Contact Info Background Release Form Background Results Unempioyment Letter ESC Application
(f appiicabie)
For ESSG Client Use
DOH ROpP Work Site Loc, WC Code

ESSG - Rev. 0412017
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The exceptions don't apply to gy lemental wages Nonwage income, If you have a large amount of
F Ol'm W"‘4 (201 7) Greater thgtrin $1 ,OD0,00F.ply i bl nonwage Income, such ag lntemmaor.i- dividends,
consider making estimated tax ents using Fonm
the Beratruotions, I you aren't exempr, BESD 1040-E8, Tex for Incliduea, O G
Purpose, Complete Form W-4 50 that your the Persona) Allowances Worksheet below, e 7 e aq on:lxtax. 1f you have penaicn o
employer oan withhold the corrsot federaj income Workshests on page 2 further adjust your yo come, see Pub oo %oﬂnd oty ehould
Iax from your pay, Consider complsting a new Form Wwithholding allowances baged o Itemized annuty wi%holdln on Farm Wea W-?i’u
W-4 eaoh year and when your personal or financia) deductions, cartaln credits, g ustments to income, adjust your g m W-4 or b
situation c%e& or two-eamers/mulﬂple Jobs ons, Ngdneaman or multiple goba. ] )lrog !;'gve ath
Exem on from withholding, it U are exempt, Complets all workshests that ply. However, you {oming 8pouse of more then one jo ] g
gomplets only lines 1, 2, 3, 4, and 7 ey sign the may cigim fawer (or zero) allowa:gaé.y For regular %ﬁ&%m‘g&%m gt e
fnnntovalldatalt.vourexem on for 2017 expires wages, withholding my, bebaaedonaﬂowances W4, Your withholdine 11e i oF "'
bruary 1, 29'38. 8ea Pub. 505, Tax Withho g you elaimed and may not be a figt amount or e claimed on Fon‘:ﬁvu 3,
an, ax. percenta, for the highest paying job and zerg allowances are
Note; If another perman can Spender Headofhousehnld.Ganemuy.yuucanclalmhead clalmedagntha arg.,sgepub,sosfordataua,
e RS OF N tax retum, you can't claim exemption of housshold ""25 status on your tax return only if N dent allen, If anonresident afien
from withholding if your Income exceeds §1,050 You are unmarried and pay niore thay §0% of N&f‘g’_{m Suppi %m Wt lnstrucﬁon'safg?
and Includes more ﬁan $350 of uneamed incoma (for costs of kesping oltlﬁ 8 home for yoursalf and your Nonresiderg AjrD elTefote complsting thi &
exampls, Interest and dividends), de 8] er qualifying Individuals, See J mpleting m,
An empl may be abls to clajm Pub. 501, ptions, Standard Deduction, and Cheok your withhoiding, Afer your Form W-4 takes
2 P 2y Filing Information, for fnfonnaﬂan. use Pub. 505 to sae how the amount you are
exemption from withholding even if the employse Is having withhelg coc, T mjectsdgml o
A depandent, f the employee: aoppurodis. You can  alnipoted tax op » nio 10r 2017, Ses P mo2 spedially i yous oo
* Is age 65 or older, mo,d,ng g,,.,wf'%,,;:g mgpcg;,;o, ,‘,"’”,’g"";‘ :xceed :130.000 (Slngl? or$180.00¥°(Mamad)ﬁ.m
o Is blind, or care expenses and the g credit may be claim uture developments, nformation aboyt any future
m’ claim a Bnts 1o Income; tax its; or g:iggm'e gersonal Allowances Worksheet beloy, devalggmems affecting Form W-4 {suchas °

ized deduotions, on his or her tax return, credits mmé?mmﬂgmc‘;&m’"““ Dy ggvllslww.c;'l;.egnommr W releazs i will be _—
Personal Allowances Worksheet (Keep for your records,)

A Enter 1% for yourself if no one elge can claim you as g dependent . © 0 0 0 o 5 4
* You're singie and haye only one job; or
B Enter®1*j { * You're married, have only one job, and your spouse doesn't work; or

B

® Your wages from a Second job or your Spouse’s wages (or the total of both) are $1 500 or {ess,

C  Enter*1” for your spouse. But, yoy may choose to enter =.g-» if you are marrieq and have ejther g working spouse or more

than one job, (Entering =-0-» may heip you avoid having too little tax withheid) . , | | T2 P98 0850 ol

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

E  Enter*i= you wil file as head of household on your tax retum (see conditions under Head of househoiqg above) E_|
F  Enter7j you have at least $2,000 of child or dependent carg expenses for which You pian to claim a credjt F

(Note: Do not Include chiid Support payments. Seg Pub. 503, Chiig and Dependent Care Expenses, for details,)

* If your total income will be less than $70,000 (31 00,000 if married), enter “2” for each eligible child; then less *1» j you
have two to four eligible children or less “27 jf Yyou have five or more eligible children,

* If your total income will be between $70,000 and $84,000 31 00,000 and $119,000 i married), enter #1” for each eligible child, @
H  AddinesA through G and enter total hers. (Note: This may be differant from the number of exemptions you claim on your tax retum.) » H

® if you pian to Remize or clajm adjustments to Income and want to reduce ur withholding, see the Deductions
Foraccuracy, [ ., Adjﬂstments Workshest on gjage 2, ¥o =

complete all * If you are single and have more than one job or are married and yoy and your spouge both work ang the combined
worksheets eamlnigs from all jobs excaad $50,000 ($20,000 i Married), ses the Two-&mersIMulﬁple Jobs Worksheet on page 2
that apply. to avoid having tao littie tax withheid.,

* If neither of the above situationg applies, stop here and enter the number from ling H on line 5 of Form W-4 below,.
Separate herg and give Form W-4 to your employer. Keep the top part for your records,

w.4 Employee’s Withholding Allowance Certificate OMB No. 1645-0074
DF:,,T,,,,M ofthe Ty P Whether You are entitled to ojaim a certain number of allowances or exemption from withholding is 2 @ 1 7
Intemnal Revenye Sarvica e IRS. Your employer may he required to send 5 Copy of this form to the IRS.

2 Your social Seourity number

QN -2Y-G72)4

_ Homs address (number and sireet 9r rural routs) Single [ Marriog L] Marrled, but withihold at higher Singie rata,
W ied, but legally 8eparated, or spouss ja a nonresident allen, check the “Single” box,
gﬂy I town, stats, and 2| code OWn on your soolal Seourity card,
T \ ; ) -772-12183 for a replacement card, P[]

On page 2) 5

Under penaltiss of perjury, d bellef, it is true, correct, ang compliete.
Employee’s signature / /
(This form Is not valig unless you sign it) » /Q/O@Wé\/ Date } 0 ‘Q‘ / 7

8 Employer's name and address (Employer: Compiéfe lines 8and 10 only if sending to the IRS.) | 9 Office coda (optional) [ 10 Empioyer Identification number (EIN)

For Privacy Act ang Paperwork Reduction Act Notice, see page 2, Cat. No. 10220Q Form W~4 (2017



Employment Eligibility Verification

USCIS
Department of Homeland Security oml: ;:nllsﬁzo 5
U.S. Citizenship and Immigration Services Expires 08/31/2019
B> START HERE: Read Instructions carefully before completing this form, The Instructions must be avallable, either in paper or electronically,
during complstion of this form., Employers are llabio for errors in the completion of this form.

ANTI-DISCRIMINATION NOTICE: It is liegal to discriminate g

gainst work-authorized individuals. Employers CANNOT specify which
document(s) an employee may present to establish employment authorization and Identity. The refusal to

alto hire or confinuetoemploy
5'H TUtlre expiration date may aiso constitute illegal discrimination.

‘ Emplayeas must campiete and sign Seotion 1 of Farm 18 no fater
thap the first day of employment, but not bafare auoppting a job affer )
Last Name (Family e) First Name Giv._an Namez

. .| Middle Jnitial Other Last Names Used (if any)
Q S VAT \/ K
Address (Strest Number and Name) ©

]

) Apt. Number  |Ciy or Town State ZIP Caode
\DDL_ 3% Chg e Yeldhey M/ sSH30
Date of Birth (i ) | U.S. Social Security Number Employee's E-mail Address Employee's Telephone Number
Oﬂ\q VA1 3 | R - 2 BT 3 gt o gonna®3 Qo) | 1S 1- 424-231)

I am aware that federal law provides for imprisonment and/or fines for false statements or use of false documents in
connaction with the completion of this form.

I attast, under penaity of perjury, that 1 am (check one of the following boxes):
1% 1. A citizen of the Unhted States

D 2. A noncitizen national of the United States (See Instructions)

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

|:] 4. An allen authorized towork  untii (expiration date, if applicable, mm/ddlyyyy):
Some allens may write "N/A” in the expiration date field. (See Instructions)
Allens authorized to work must provide only one of the followin

g document numbers to complete Form 1-9: mﬁzcﬁﬁ”;],f}'ﬂfggm
An Allen Registration Number/USCIS Number OR Form 1-94 Admission Number OR Foreign Passport Number,
1. Alien Registration Number/USCIS Number:
OR
2, Form 1-94 Admission Number:
OR

3. Forelgn Passport Number:
Country of Issuance:

Signature of Employee

Today's Date (mm#idiyyyy) }0 /2 / /7

{Freparer andlar Yranslator maﬂon (chesk Gne);
A

I tid nat use a prepater or tranblator ITSN8) dndigr trangiator(s) assleted the dmployea in aqmplating Sedtion 1.
(Pleids below must b samgleted ang Slgned when proparers endfur tranglstars essist an emplayas in garmpleling Bestion 1 )
I attest, under penalty of perjury, that | have assisted in the completion of Section 1 of this form and that to the best of my
knowledge the Information Is true and correct.
Signature of Preparer or Transiator Today's Date (mm/ddlyyyy)
Last Name (Family Name) First Name (Given Name)
Address (Street Number and Name) City or Town

State ZiP Code

e Employer Compleies Next Page 0

Form I-9 07/17/17 N Page 1 of 3
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employer solutions staffing group,.
Wage Payment Method Authorizatiop (l\'[innesota)

osit (Pleage complete Sectiopg 3
Payroll Dehit Card (Please complete S
: DIREE T HT

L0
Account# LOVL\CCO S5\5045
Account Type; pe Checking [T] Savings DOther\

To help us avoid making an érrur, please attach g Copy of a voided chegy (a deposit slip will npt work)
Ifyon change banks, donotcloseyomoldbank awonntunﬁlyonrdixectdepnxithasstartedatﬂlenewhnk, which may take 2 pay periods,

S LG @NE PANROJ IDIRIEYNE CARD

Federal law Tequires all financia] institutiong to obtain, verify, and recorg information thet identifies each Person who openg ap account, In order 1o

Tequest a Payro]] Depit Card for you, we mugt provide all of the Tollowing information that will enable the financial institution 1o identify yoy, If

you do not gubmit 5 Direct Deposit/Payro]] Debit Card Allthnn‘zaﬁon, ESSG will Provide the necessary information and igsue yoy g Payroll Debit
on i .

Card 1o bay your wages, For Your protection, the financial institution may ask yon to provide them additiona] identificaty 8o they can
verify your identity,

Except for the routing and accopunt humber, ESSG doeg not have aceesg 4 any information regarding your Payroll Debit Card account qr
ions. On your first Ppayday, you will Teceive your new Payroll Dabit Card, and 5 packet containing af] of the terms and conditions, Yoy wij]
3 ; 3 3 Y. -

Wages/compengation PRyments, net of required tax Withholdinga, other required withholdingg
bove and to initiate, ifnecessmy, debit entries ang adjustmentsfor any credit entrieg
made in errar to my accoumt(s), * E-mail is required for pay stub informatiop,
i W SRV Moo oy 8
: this in¥drmation will g be used to sen your paystubs electronically

pe:_)0/Q//7

Employee's Signature;




————

Pre.liminary Questions
For CMG yse only

illing to take a drug test? es
any known food allergies to soy, wheat, peanuts, or milk?m
3. Areyoy able to work with pork?

*To be completed during or after interview*

Have you ever been Convicted, pleag Bullty or contest toa Felony? yes ~No x
If yes, please list when where and the nature of the offense(s):

Have you ever been convicted, plead 8uilty or contest toa Misdemeanorp Yes No ><
If yes, please list when where and the nature of the offense(s);
You will not pe denjed employment solely becqyse You answer “ygg» above or becquse You have been Convicted of o
crime, Jelony or misdemegnor, The tompany consigers many Individualizeq factors in evaluating q Job candidate,
Including byt not limited tg, With respect to crimingl history, the hature and dgte of any offense, the surrounding
circumstances, and the natyre of the Position for which yoy apply.
By signatyre below, /ce




EMPLOYER SOLUTIONS STAFFING GROUP
BACKGROUND CHECK AUTHORIZATION

Employee Name: ﬂ\ OU\ (A M Q‘(\\ e 6\

(First) (Middle) (Last)

Former Name(s) and Dates Used: —

Current Address Since: 0\‘ a \00% %b“‘('\(\ QJ\\{\(;\E- W\d A

(Mo/yr) (Street) (City) (State/zip)

Previous Address me:@hl \MM CA\R @c : Q&Q\ M"\) gg‘ D(ﬂ
(Mo/Yr) (Street) (City) (State/zip)

Previous Address From:

(Mo/Yr) (Street) (City) (State/zip)

Social Security Number: LI-”' 29- sz IL/‘ DOB: 07_ IQ'.,q73
Phone Number: bs \ = L'\r)-u\ . m
Driver’s License Number/state: S\ (I)\B S.).ﬁ ’%6 b

I further authorize any individual, company, firm, Corporation, or public agency to divulge any and ajl information, verba|
or written, Pertaining to me, to Employer Solutions Staffing Group, LLC or jts agents. | further authorize the complete
release of any records or data pertaining to me which the individual, company, firm, corporation, or public agency may

manner in order to protect the épplican , INfluding, byt not limited to, addresses, socig| security
humbers, and dates of birth, / /

Sj riature: \ Date: l O/ Q / / 7
Notice to ca, MN and OK ResidentL/

Please check the box below if You wish to recejve 3 copy of a consumer report that is requested,




This agreement made this Z day

yer Solutions Staffing Group LLC, hereinafter referred to as employer”,
and hereafter referreq to as “emplo

WITNESSETH:

Tﬁ&)lg)er Solutions Staffing Group LLC, Representative”



—emgmw%mﬁ#ﬁng group..

 Imp

ortant/Importante

LOST OR STOLEN PAYCHECKS

If a paycheck is I

must notify your staffing recruiter

ost (missing, mi%:/éceq destroyed, lost in the mail, etc,), you
at the check Cannot be found. If jt 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 $25-335.

If your paycheck
issue the check.

was stolen, you myst first file g police report before we can re-
Once you have done so, You must provide g copy of the policy

CHEQUES DE PAGO PERDIDOS O ROBADOS

Si un cheque de

Pago se pierde (que falta, fuerg de lugar, destruido, perdido en

el correo, etc), usted debe notificar a sy reclutador de personal que g| cheque no

Se puede enco

ESSG se detenyy

&\Rag ebado, primero depe denunciar e] robo a la policia

antes de que Podamos volver g emitir el cheque. Una vez hecho esto, usted
debe Proporcionar una Copia de Ia denuncig a Su reclutador de Personal que g|
cheque fue robado. Sj ej cheque no ha sido cobrado y sij Ig pérdida dej cheque
no fue sy culpa, ESSG emitird un nuevo cheque y no hay cuota se deducira,

AGREED/SE AC

UERDA—

Signature/Firma:




RESPONSIBILITIES OF THE INJURED WORKER:

Minnesota Ruje Sec. 5221 -0430, Subp, 1 requires that yoy 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 health
care provider,

Attend ajj scheduled appointments. While on physical limitations, visits should

€ @ minimum of once every two weeks, Failure to have current medicaj Support
for disability may result in termination of benefits, Schedule your next
appointment immediately after your doctor visit, before you leave the clinic jf
possible.

may not be in your regular department, The work May or may not be on your
usual shift.



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.

your physical condition.

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 respgnsibilities and agyee to abide by these guidelines.
Signed: @w 5%& \/
Printed Name: &‘5 CLA\CA %*0\\(\\6\(\ \]01 m

 — "Eﬂjsnmsm'temhﬁ"sehembmﬂ(dug'td‘a‘%ﬂg‘iﬁjﬁ,‘y;yaﬁ“'m_u‘s':t"Eé‘s'ééh‘“'"—" ——



o OOD0) Pre-Screening Notice ang Certification Request for

(Rev. March 2016) the Work Opportunity Credit OMB No. 1545-1500
lntsmgjl Hm",fu‘é‘%lm - P Information about Form 8850 and its Separate instructions is at Www.irs.gov/form8gso,

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

Yourname ¥/ N\ \{Glm Soclal security number i—' 11~ 207 o q 2“‘1

Street address where you live ‘Dbb 2 &h 'Q,S I ! \_e —

e SR .
County @V\OV\U\ Telephone number bg \~ L.l‘Zu -‘273\ \

If you are under age 40, enter your date of birth (month, day, year) m-' ﬂq = \q%

1 [ Check here if Yyou recelived a conditionaj certification from the state workforce agency (SWA) or a Participating local agency
for the work opportunity credit.

2 [] Checkhereif any of the following statements apply to you,
* lam a member of g family that has recelved assistance from Temporary Assistance for Needy Famlilies (TANF) for any 9
months during the Past 18 months,

* lam a veteran and a member of g family that received Supplementa| Nutrition Assistance Program (SNAP) benefits {food

b. Received SNAP benefits (food stamps) for at least 3 of the past 5 months, but Is no longer eligible to receive them.

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

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

Signature—Aj] Applicants Must Sign

Under penalties of perjury, | declare that ! gave the Information to the employer on or before the day | was offered a Job, and it Is, to the best of my nowledge, true,
correct, and complets,
/ ? R 4 / /
Q applicant's signature p . // /{%\’g\/ Date } D / 2 7
For Privacy Act and Paperwork R«T‘lyfoﬁ'ﬁ'ct Notice, ﬂe page 2, Cat. No. 228511, Form 8850 (Rev. 3-201g)
117-




n ®
Form A (rev. 03/2017) TAX CREDIT QUESTIONNAIRE ITAX
EMPLOYER SECT’ION: Admiiistitation
Client: Company:
Location: Poszition: Starting Wage; §

MPLOYEE SECTION:

’ First Name: Last Name: Street Address:

Licunar ‘a\qn\m-\isgﬁ 100, 00w Cird\e

SSi#: Date of Birth: Age:——|-Have youw worked for

Haayy [T R-93 9y YLl ™

City/State: Zip:
Frichey WA g:i;; -
If yes, location:

a

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

Yes

No

(If yes, please provids information below.)
Name of the Person receiving benefits: el el Rnlaﬁonnhip toyow: __
City: ___ County: State: __

2. Have you or hag anyone living with yon received Food Stamps (SNAP) at any time during the past 15 months? O

Name of Agency: Phone #;
City: ___ County; —__ State: o

4. Have you received any type of vocational rehabilitation services within the past two years? ]
Ifyes, please indicate which type of agency you worked with and Pprovide their location information below:

[ Vocationat Rehabilitation Agency [] Dept. of Veterans Affirs  [] Employment Netwaork (Ticket to Work Program)

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

O

6. Have you been unemployed at any time during the last 12 months?
If'yes, dates of unemployment - From; To:
Did you receive unemployment compensation at any point during your unemployment?
Ifyes, in which state did you recejve unemployment compensation? __

Conviction Date: Release Date;
Wasthisa [ ] Federal or [ State conviction? If State - County: State:

——

Ol O O

Additions] Tax Credie

IEC (Native American): Are YOu or your spouse a member ofg Native Amencan Tribe?
Ifyou checked yes Please provide q copy of your CDIB card,

SC Residents: [ po Yyou receive Family Independence Benefits?

CA Residents: [] Are yoy the child of foster parents? [] Do You receive CalWorks? [] Workforce Investment Act?
O Are You a migrant or seasonal farm worker? D Have you ever been convicted of a misdemeanor?

PLEASE READ, SIGN, AND DATE:

Under penalties of perjury, 1declare the information above 10 be trye and accurate 10 the best of my knowledge, and | hereby authorize any agency, organization, or

individuals 1o supply such verification or nformation thar may be needed 10 dete;

ent of Labor. 7

e tax credit eligibility to my emplayer, employer representative (Associated

Date: l0/ 2/ / 7




U.S. Department Labor OMB Control No, 1205-0371
Employment and Training Administration Expiration Date: January 31, 2020

LONG-TERM UNEMPLOYMENT RECIPIENT SELF-ATTESTATION FORM
Work Opportunity Tax Credit (WOTC) Program

Instructions; This Self-Attestation Form (SAF) is to be completed, signed, and dated by the new hire only.
Employers or consultants submit this SAF to the State Workforce Agency with IRS Form 8850 or if filed

N _group.
Under penalties of perjury, I declare that this information is true and correct to the best of my
knowledge,
New Hire’s Signature: Date )0 I 2 ,/7

New Hire Name: _vﬁ\t.u \ 0, %\QY%W '\)O\M
Social Security Number: ™1\ - BEC 1T\ _
Employer Name: \Lj&\ (2 Stm\/\\—h v \ O\M

Please check the statements below if they apply to you,

I declare that | was in a Period of unemployment that is at least 27
consecutive weeks and for all or Part of that period I received unemployment
compensation.

O 1declare that | have been in a Period of unemployment since

(Enter start date)

Privacy Act Notice;
The Intemel Revenue Code of 1988, Section 51, as amended and its enacting leglslation, P.L. 104-1 88, specify that the State Workforce Agencies are the
"deslgnated" agencies responsible for administering the WOTC certification procedures of this program. The Information you have Provided complefing this

form will be disclosed by your employer o the State Workforce Agency. Provision of this information is voluntary; however the Information Is required to
detenmine your employer's ellgibility for the fedaral tax credit

.—.._-._..—..—‘.—..—.._.‘—.._..—..—.._.-—..—.._..—..—..—.‘

Public Burden Statement:

Persons are not required to fespond to this collection of Information unless ft displays a currently valid OM B controf number, Respondents' obligation to
plete this form is required to obtain or retain benefits (P.L. 111-8). Public reporting burden Is estimated i average 10 minutes per response, Including the

fime for reviewing Instrucions, searching existing data Sources, gathering and maintaining the datg needed, and compleing and reviewing the collection of

Information. Send comments regarding this burden estimate fo the U.S. Depariment of Labor, Division of National Programs Tools Technical Assistancs,

Room C-4510, Washington, D.C, 20210 (Paperwork Reduction Project 1205-0371). Please do not Submit completed forms to this add .

—_—
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A

employer solutions staffing group,.

Notification of Minnesota Law Requirement —
Unemgloxment Acknowledgement

I understand by sigrifig this form that I'am responsibie to contact ESSG within 5
. | also acknowledge that | have received
iial

Efiployee Signature: Date:

ey, SWY\\“GVYVOIVl?

Emp‘loyee (please print your name here)

CMG_SM - Rev. 09.2013



Acknowledgement of Receipt of Workplace Safety Policy

I certify that I have received a copy of Employer Solutions Staffing Group’s ESSG
WORKPLACE SAFETY POLICY. I understand that it is my responsibility to read
this policy and ask Iy supetvisor, a member of management or to telephone
Employer Solutions Group (ESSQ) at 952.835.1288/1.866.496.7573 with any

questions I may have about this policy. I agree to comply with ESSG’s policy on
ESSG WORKPLACE SAFETY POLICY and I understand failure to comply is
grounds for disciplinary action, up to and including termination.

y supervisor, manager, director or ESSG’s Safety Director at
952.835.1288/1.866.496.7573 in order to obtain assistance in the resolution of such

Employee Name (Please Print)

Rienwio odon \ Ong

Employee’s Signature:

Date: |O/’2_“7




employer solutions staffing group..

ESSG WORKPLACE SAFETY POLICY _ e =

| TtisESSGs policy that all e_l_nployees should be able to enjoy a hazard free and safe
work environment. It ig ESSG’s duty to:

(1) Ensure that its clients Provide you with a workplace free from serious
recognized hazards and comply with standards, rules and regulations issued
under the OSH Act.

(2) Ensure that itg clients perform a job hazard assessment in order to identify
and eliminate potentia] safety and health hazards and to determine
necessary training and protections for employees at the facility.

(3) Make sure employees have and use safe tools and equipment,

(4) Establish or update operating procedures and communicate them so that
employees follow safety and health requirements.

(6) Provide safety training in a language and vocabulary workers can
understand.

ESSG is committed to vigorously enforcing its OSHA Compliance Policy,

To help ensure a safe workplace, you have certain responsibilities too, which include
the following:

° Responsibility to work in compliance with OSHA laws and regulations

* Responsibility to use personal protective equipment and clothing as directed
by the host employer

° Responsibility to report workplace hazards and dangers

* Responsibility to work in a manner ag required by the employer and use the
Prescribed safety equipment,

You have the following basic rights:

° Right to refuse unsafe work

* Right to know or be informed about actual and potential dangers in the
workplace

® Right to review copies of appropriate standards, rules, regulations and
requirements that the host employer is required to have available at the
workplace.




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, ol
2 " Thaveread the .enti_re_ ébntents__o} 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,
urine, breath, or any combination thereof) from me for testing for alcohol and/or drugs. |

Wl

Date

Lo Savden g
(milvl%tﬁs Name m
\

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10
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Enhanced MEC Plan_Plan 1 s et

Henefits Enroliment Form

zmployee Information

Name (First and Last) Soctal Security Number

.M 47 ze a0y

O Married [ Divorced
hone Number; Emall Address:

Al H24-93 | MAMANANAYS € o)’ [ - it
ase Select Desired Coverage:
Employee Only - Employee+Spouse - Employee+Child(ren) - D Family -
$24.00/Week $38.00/Week $36.00/Week $63.00/Week

City
100l - o Cicete sy tn SR,
m‘i e [ _7/19/93 10/2717

R D e S ————
Soclal Security # Birth Data | Sex Relationship
LU Last Name E g:y::m = spﬁu‘;:ofmﬂa
Social Security # ' Birth Date | Sex | Relationship |
~ ML Last Name E ga,:,;a Dspl;lmebosesﬁcmﬂdl’mer
SoclSecuty# | i owe | Ber———— '"Rdaﬁ@p
Pt e WI —TastNae | O rome [T B" Dumess batacr

NAME OF PERSON GOVERED (FIRST, LAST):

Employee Signature £
EMPLOYEES DECLINING | am DECLINING covera e

1understand that | and/or my dependants, if any, walve any coverage and desire to participate In the plan at a later date. I/we may be considered a late enroliee and
must meet the requirements defined In the Certificate of Coverage for the eompany’s medical or dental Plans. If  decline enroliment for myseif or my dependents
(including my 8pouse) because of other gcovarags, | may, In future be abie to enroil myself or my dapendat: In this plan, provided 1 request enroliment within 31
days after the other coverage ends. In addition, if a new dependent relationship forms as a result of marriage, birth, adoption, placement for adoption of parting suit
of adoption, | may be able to enroj myseif or my dependent, provided | request enrollment within 31 days of the event.

IF DECLINING- YO MUST S RE .
/ Date /0/2// 7

Employer Sojutions Staffing Group Heaith Benefits Team
PO Box 45270 Minneapolis, MN 56344-9956
Phone: 862-767-9519 Fax: 952-767-9515
Email: Heallh@employersolutionsgroup.com

Employse Signature

4




T e eee s wALSAABNY_ A ARBAL &t

LOCATION

VS|

ENROLLMENT FORM

| A. REQUIRED EMPLOYEE INFORMATION

N

219301-ESG-1

> OFFICE USE ONLY RehireDate__ / _ /

ESC CUUNAC-MN) P1 v18.2
PRINT USING BLACK or BLUE INK (Must Be Filled Out)

Namegy. - ' Social Security # 7T THome Phone =
K\QM‘\ O\ %S(U\‘(\\(UV\ \lﬂ\ml | . L\_\ \sﬂ‘i\bs [ TR M

ool Spub Ui L

City ! State

7 719/1993

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

M

“r

[
S A 1 -s.‘lp‘
\ TN ey - ASY3
Medicare Health Insurance Claim Number (HICN)
Néhe B%ICO\)ered Person (s):

v

C. cIMITED BENEFITS PLAN SELECTION

Payroll Deducted Weekly Rates
the all benefits in Section C will be

fou’MUST select a coverage level before any benefits in Section C. Your coverage level for
identical. The Fixed Indemnity Medical Plan, Dental Plan, Term Life Plan, and Short-Term
Insurance Company. The Vision plan is unde

rwritten by Companion Life Insurance Company.

DO NITY | DENTAL VISION TERM LIFE
$2025 U 67 | s2az [0/ soe0 [
$41.10 $12.34 $4.92 $0.90

Employee + Family [ ] $54.88 $20,36 $6.56 $1.80
NO tc_)"_ALL Beneﬁts::g: DYes—Z:EIRMJ D:@E %‘l ) ngs Eﬁo I:I‘@;Eﬁo

'This coverage is not available to residents of NH, HI, or PR. 2STD is not available to persons who work in CA,

Disability plans are underwritten by BCS

SHORT-TERM
DISABILITY_ N

“-20 f'ﬁ‘
5

b
ik

| Cves [Nas”

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

D. REQUIRED DEPENDENT INFORMATION

. B T

| Relationship

M w;_l;] Spouse |:| Child D Domestic R?Ep_gl.'. ‘

Relationship

M [[ISpouse [Jchild D Domestic Partner

Relationship

[MI[F] ' [Jspouse [ child [ Domestic Partner

Name Social Security # Da’;e 3f Birth | Sex
Name - I Social Security # b;t;;'c';%'éi?iﬂ Sex
Name e 7 B};';é of Birth | Sex
Name T g ecuriy # Date of Birth | Sex

E. REQUIRED SIGNATURE

YOU MUST SIGN AND DATE, EVEN IF YOU DECLINE COVERAGE

Relationship
Fl D Spouse D Ebild I:l Domes'gg ‘P.all:tp__e_r_‘

I have read the benefit packet and understan
a lipgited

time and ! understand that making n

Bare 10 02,2617

... P> SIGNATURE

d its limitations. | understand that open enroliment is on|

y available for

This Is an Essential StaffCARE Enrollment Form.




