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E-Verify

Case Verification Number- 2017234125755RR

Report Prepared; 08/22/20
Company Information

SSIFIED

Company ID: 47429

Company Name: Employer Solutions Staffing Group

EmEIoEe Information

Last Name: roiling First Name: rexford

Date of Birth: 08/22/1988 Soctal Security Number: ** * gyg4

Hire Data: 08/22/2017 . Citizenship Status: A citizen of the United States
Document Information

List B Document: Driver's license or ID card Issued by a .S, stats or
outlying possession

Document Name: Driver's license

Driver's License or ID Card Number:

Case Status Information

List C Document: U.S. birth certificate (original or certified capy)

Document State: Minnesota
Document Expiration Date: 08/22/2021

BEe—

Current Case Result: Empioyment Authorizad Employer Case ID;
Case Submitted On: 08/22/2017 Case Submittad By: SGLAG832
SENSITIVE BUT UNCLASSIFIED
htlps:l/a-veﬂfy.uscls.govlweblPﬂntCaseDetalls.aspx?CaseVerNum=201 7234125755RR
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employer solutions staffing group..

New Hire Application

_%PWMLEGIBWININK
Last Name 'gsllm( First Name ﬁ%ﬁf‘cj Middle Initiaj / C

-’
Street Address__ QG 0SS @ lgu Ade Apt/Ste
City/Stateizip _Coute~ e“lﬁ N, SS0jQ Social Security Last Four Yo0t.xx. ¢ 24/
Phone Number { (% S]\- 843~ 754/ Email Address ey Y03 @Gral, cem

Staffing Agency/Recruitment Partner

All offers of empioyment are conditional upon Satisfactory proof of Identity and legal ability to work in the U.S.A,
Are you legally authorized to work jn the United States of America? E YES [ONO

Appiicant Certification ang Authorization

| 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 appiication,
regarding my previous duties, responsibliities, performance, compensation and eligibility for rehire,

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

| certify that ali statements made in my application are true ang accurate and that | have not omitted any materig] Information or provided
faise or misleading Information, | understand that any material omisslion or misrepresentation wijj resuit in my disqualification from
consideration for empioyment or, if discovered after | begin employment, will resuit in my termination,

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

@Vﬁsm} @ll;;u.,

Name (Print or type y

7/22) |7

Date

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

For ESSG Office Use Only
DOH NHW 1-8 8850 w4
Emergency Contact Info | Background Release Form Background Resuijts Unemployment Letter ESC Application
(i applicable)
For ESSG Client Use
DOH RopP Work Site Log, WC Code
ESSG - cMG Rev. 04/2017



The exceptions don't apply to supplementa) wages Nonwage income, If ou have a large amount of
For m W"‘4 ( 201 7) greater ﬂ%rl: 81 .000.00&'J Y i 2 Nonwage Income, suc¥u as lntaraateg dividends,
Basio Instruotions, if you arantt axempt, complets ‘1"0’4"8"&! Wﬁrmﬂfﬁ%&ﬂ“ Form
Purpose, Complets Form W-4 go that your the Personal Aliowances Worksheet below. The u e additional tax, If yous hevs ensllnwnisoel"
employer oan withhold the corract faderal Income Wworksheets on page 2 further adjust your gnuﬂy Noome, see Pub, 808 L omp" A
from your pay. Consider completing a new Form withholding allowances based on ftemized adjust your withholding on Form W-4 orw-%?’
W-4 each year and when your personal or financial deductions, certain credits, adjustments to Income, djust yo g .
situation changes, or twoeamers/mulﬁple Jobs situstions, m:g?mr g_%lg)':l: !‘oba:;nlg )Jrgg };]avue r:the
Exemption from withholding. if you are exem Complete all workshests that . Howaver, you d
compiete only fines 1, 2, 3, 29 7 and slgn mp;. may cla%lm fewer (or zero allowa:pcg;y. For ragularyo ;"“;'n"gg'a er f,’_,f a"‘;w”:';l‘f“.&sygg a’:ﬁ;ﬁ”%‘"“
form to vaiidats it, Your exemgﬂon for 2017 expires wages, withholding musg be based on aliowanges “'," 4. Yoo us :lv ustally w% bo moa?
Feblm 15, 2018, See Pub, 505, Tax Withholding You olaimed and may not bg a flat amount or whan aﬁ allowanogsmagra claimed on the Forms wo's
and Estimated Tax, percentage of wages. for the highest paying job and zero aliowanmms

Halmes S Po 10 TD

Note: if another person can claim you as a d%%endent Head of household, Genarally, you can claim head
exemption

on his or her tax retum, you can't ofaim of household fif e S -
from withholding if ur ingomo axgaeds % e are Armerried and ey racrs than 50% of ﬁ:ﬂﬁg’&“&'gﬁ,‘ﬁ,ﬁﬁﬁ%ﬁ’{“ﬂ. et
NG tholiides Ore U 53561 D1 unaame ncgme r como upa ome r Lrse) an ur J
example, interest and dividend). dependent(e) or er qualiying ndiiduen S Nonresident Allens, befors compieting thia forey
lons. An empi may be able to olaim Pub, 501, mptions, Standard Deduction, and Check your Wwithholding. After your Forrn -4 takes
aﬁw 2 i i Is Filing information, for Information, use Pub, 505 to sge how the amount you are
2 amption from withhol 9 oven if the employes having withheld com 1o your projected tota] tax
a dependent, if the employge: Tax m Y:: oan uﬁgﬂms’,‘eﬁ'gfm Into for 2017, See Pub, sﬁ?spaclally%your samings
* I8 &0e 86 or ader, Winhoking Slma o child or dependent  excead $130,000 (Single) or &180 0oh (Married),
Is blind, care expensas and the child tax oredit be olaimed Future developments, Information about future
- e it S A i,
y X on r'we release -]
itemized deductions, on his or her tax return, m:%u: into wmr,omn augmcg? verting your other ;g www.lrs.m/m. 3
Personal Allowances Worksheet (Keep for your records.)
A Enter*1” for yourself if no one else can claimyouas g dependent , OO et SRRy s R A \
* You're single and have only one job; or
B Enter*1*i: * 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 tota] of both) are $1,500 or Jess,

C Enter“1” for your spouse. But, you may choose to enter “-p-» if you are married and have either q working spouse or more

than one job. (Entering *-0-» may help you avoid having too little tax withheid) . , ., . N B B SR
Enter number of dependents (other than your spouse or yourself) you wili clalm on yowrtaxretum. , ., | | o o o (o)
Enter “1” if you wili file as head of household on your tax retum (see conditions under Head of household above) E
Enter “1” if you have at least $2,000 of child or dependent care expenses for which you plan to claim a credit F
(Note: Do not Inciude child support Payments. See Pub, 503, Chijd and Dependent Cars Expenses, for details.)
G Child Tax Credit (including additional child tax credit), See Pub, 972, Child 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” i yoy

have two to four eligible children or Jess “2” if you have five or more eligible chiidren.

® If your total income will be between $70,000 and $84,000 ($1 00,000 and $119,000 i married), enter “1” for each eligible chid. @
H  AddinesA through G and enter total here, (Note: This may be different from the number of exemptions you claim on your tax retum) > H

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

complets ail ® If you are single and have more than one job or are married and you and your spouse hoth work and the combined
worksheets eamln?s from all jobs exceed $50,000 (320,000 if married), see the Two-Eamers/Multipie Jobs Worksheet on page 2
that apply. to avold having tao Jittle tax withheld,

® if neither of the above Situations applles, stop here and enter the number from fine H online 5 of Form W-4 below,

mTmo

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

Department of the Treasury » Whether you are entitled to clalm a certain number of allowances or exemption from withholding Is 2 @ 1 7
Intermal Revenus Servics subject to review by the IRS. Your employer may be required to send a copy of this form to the IRS.

1 Yourfist name and middie initial Last 2  Your social seourity number
ﬂg,&m E 12 ol g 992 -24-474
Home address (numBer and street or el route) 3 M single [T Mamied L] Martied, but withhold at higher Single rata,
3& o q.s Q.u N [ oAl ‘b’ e Note: If maried, but legally separated, or Spousa Is a nonresident allen, check the “Single” box,
, City or town, state, and Zip Code 4 If your last name differs from that shown on your soclal security card,
f'j.l.-l't!‘ Q—\\-’\ MM 9(’ O check here. You must call 1-800-772-1213 for a replacement card, P 0
5 Total numbeFof allowances youy are claiming (from line H above or from the applicable workshest on page 2) 5 o
6  Additional amount, if any, you want withheld from each paycheck ° % 90 005046005 g . 8%
7 lclaim exemption from withholding for 2017, and | certify that | mest both of the following conditions for exemption,

Employee’s signature o
(This form Is not valld unless you sign it) pFr =

= Date» ) [ I 7
Tines 8 and 10 only if sending to the IRS.) | 9 Office cods (optiona)) | 10 Employer Identification number (EIN)

8  Employers name and address (Emplg CompletdT]

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 Secarity Form 1-9

U.S. Citizenship and Immigration Services Ehgﬁoég’f}zﬁf

r:ﬁ :
f
1
g
g
5
H
:
g
|
3
g
:
g
T3
:
;

ection 7. mployee Informatlan ane eatatian ( 68 must compiels Form 19 hé igter
than Ihe first day of employment, butt ot hetore agospting a job ) : o)
Last Name (Family Name) First Name (Given Name) Middle Initial Other Last Names Used (iFany)
ijh NS Qe Lanch _
Address (Strest Nuritber ang Name) Apt. Number | City or Town State ZIP Code
36 6Ys Guslew Gue Couler Q..\Lj ny | Seoad
Date of Bjrth (mm/ddpyyyy) U.S. Social Security Number Employee's E-maj Address Employee's Telephone Number
oa/2a] 4 se 22|~ [A] - A G Cexer3@ Guailcen [€S1-£29-9¢9)
1am aware that federal law provides for Imprisonment and/or fines for falge statements or use of false documents in
tonnection with the completion of this form.
1 attest, under penalfy of perjury, that | am (check one of the following boxes):
P el ey
[54.1. Acitizen of the United States

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

D 3. A lawful permanent resident (Alien Registration Number/uscis Number):

D 4. An allen authorized to work  until (expiration date, if applicable, mmiddlyyyy):
Some aliens may write "N/A” In the explration date figld, (See Instructions)
Allens authorized to work must provide only one of the following document numbers to complete Form |-9; Do ‘:,’;,‘ﬁ,;';;,?;";:g;m
An Allen Registration NumberUSCIS Number OR Form 1-94 Admission Number OR Foreign Passport Number,
1. Alien Reglstrafion Number/USC|S Number;
OR
2. Form 1-84 Admisslon Number:
OR

3. Forelgn Passport Number:
Country of Issuance:

2

Signature of Emplo Zfl s2_§ TO@EDMT%
Reiharer andlor Translator Gerty vation (gheak orig); o '

4§ Mot uge Prepaler o trdnslatr

| ] A Rreparer(s) andior ransiataris) Ssaisted e amplayeq In suynpieting Sectian 1
& halow must by oampisted énd gignad whin preparers andfor translators &esist an

: ompiayes in pdmpleting Beetion 1)
I att§st, upder penalty of perjury, that | have assisted In the completion of Section 1 of this form and that to the best of my
knowjedge the Information is true and correct.

Signature of Preparer or Translator Today's Date (mm/ddlyyyy)
P
Last Name (Family Name)

First Name (Given Name)

Address (Strest Number ang Name)

City or Tawn State ZIP Code

@ Employer Completes Nexs Page @

Form 19 11/1472016 N

EEEEE—



Employment Eligibility Verification USCIS

Form 1-9
Department of Homeland Security
U Ciizenship and Lumigration Services B 831005
(&
Employee Info fram Section 1 "‘(' . N ' . igh -
r_ﬁlenﬂw and Employment Authorization Identity Employment Authorization
B T r

ocument Title Wm Q L/ Title C'e i _\

Tesuing Auth TaBuing Auth Teaiing.

°'“' Y . 6C N il

Document Number ocument Number

Document
1 X loasqn 200590 D Socolo7Uz
Expiration Date (ifgny){mm/ddryyyy) -1 Expiration Date {lfany){mm/ddryyyw Expiration Date (ifany){man/yyyn

1 OA-A %N~ 2o | AD [Ac'
Document Title

Issuing Atsthority | |Additional information ' Do Nt Ve T Bhece
Document Number

Expiraiion Date (7 any)fmmidayyy)

Document Title

Issuing Authority

Document Number
Expiration Date (1 any)(mm/ddfyyyy)

Cortification: | attest, under penalty of Pperjury, that (1) | have examined the document(s) presanted by the above-named employee,
{2) the above-listed document(s) appear to be genulne and to relate to the empioyes named, and (3) to the best of my knowledge the
employee Is authorized to work in the United States.

empibyee's first 9’ of employment (mm/dd/yyyy): O ~22-001" (See instructions for exemptions)
re of Empioyer gf Authirized Representative Today's Date (mmrddiyyyy) | Title of Employer or Authorized Representative
J\e~"\ : 0% DA~ 0O 17 |recruiter
rized Rmm“ Flrst Name of Emplayer or Authorized Representative Employer's Business or Organization Name

Glaéby Shelby Employer Solution 8taffing Gro
Employer's Business or Organization ww Number and Name) | City or Town State | zIP Code

7480 Flying Cloud Drive 200 Eden Prairie MN 55344

:A. y l d : _.: T .. _:.._:.\.'_-_.’ - | g oo ol + - .,,. o o-\v -._. o 'y B , " . ﬁ | - "

Last Name (Family Name) First Name (Given Name) Middle Initial | Date {mmAidyyyy)

D;:'wment.ﬂﬂe E g Document Number . .I Explraﬂnn Date (lfany) {mﬂwm

1 attest, under penalty of perjury, that to the best of my knowiedge, this employee Is authorized to work in the United States, and it
the employee presented document(s), the document{s) | have examined appear to be genuine and to relate to the Individual.

Signature of Employer or Authorized Representative Today's Dats (mm/ddlyyyy) Name of Empioyer or Authorized Representative

Form I-9 071717 N Page 2 of 3










" BIRTH CERTIFCATE

FULL NAME 1 5 : |
REXFORD ROLLIMN 3 JR

*

=X DATE OF BIRTH . _

MALE SEPTEMBER 27 1988 .

CITY OR TOWNSHIP 05Ty~ county enieete P
MAPLEWOOD RAMSEY

PARENT(S)

- CAROLYNE ANNE  (SCRYPEK)

REXFORE ROLLNG SR

AMENDMENTS MADE PRIOR TO AUGUST 08, 2000 FOR 117 RECORD -RE NOT NOTED ON THE GERTIFIED COPY,

THI: IS A TRUE AND OFFICIAL RECORD sJi- i} = 3IRTH REGISTERED IN THE
OFFICE OF THE STATE REGISTRAR. DATE FiLi.0: NOVEMBER 23, 1988

PLACE I58UED: WASHINGTON ' St gl -
DATE IS¢ USD:  JUNE 15, 2010
THIS CERTIFICATION IS VALID ONLY W|

WITH A RAISED. BORD

Slate Registrar
HEN REPRODUCED ON WATERMARKED SECURITY PAPER
ER AND RAISED STATE SEAL OF MIN

i

g et e At




EMERGENCY CONTACT INFORMATION

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

“.Employee Name; { )«V Cotjg_};_ TZ o\\¢ N& -
Address: __ 3G 6 45 _@u.silan &0@,', Cender iy J LN ) SSeVR
Home Phone: _ (03 | ;8201 ~7s4)

' ' - EMERGENCY CONTACTS |
Ploase list two peapla (in priorjty arder) who could be santacted In case of ah emergehcy
Contact #1 Home Phone:
Name: pie ofPSteocd Cell Phone: (c 5y 2357 @783
Relationship: N O Work Phone:
Contact #2 Home Phone:
Name: Cell Phone:
Relationship: Work Phone:

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

e



Wage Paym

Dlrectl)epnslt (Please com
¢ Payroll Debit Card (Please
SECTION 3 DIREC T DEROSE

[0 Update Bank Account

employer solutions staffing group..

plete Sections 3 and 5 below)
complets Sections 4 and 5 below)

ent Method Autho

Employees have the option of receiving wages
If you do not ps ovide & written electi
SECTON BASIE N QRN FION

S8 Bank Name;
(L1}
l

Routing#

BN Account#

Account Type: [ Chscking [] Savings [JOther

on, v

SSN# (last 4 digits) q7 G 0

rization (Minnesota)

by Direct Deposit and/or Payroll Debit Card.
ages will be paid b paper Check.

Effective Date

NataDin:tDeposltacmwmmaytukcup 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 acconnt number that I provide is incorrect,

Initial

Date

Tohelpusavoidmaldnganexror.pleaseaﬁncha
- Hyuuchmgebmh,donmdoseyomddbmkawommﬁlyomdhectdeposithassmmdat

copy of a voided check. (a deposit slip will not work)

SECTION | PANRO L DEBEE CARD (GE OB EASHEARD)

Tequest a Payroll Debit Card for
You do not submit a Direct Depo

verify your identity,

Bxcept for the routing and account
transactions, On your first payday,
then sign acknowledging that yon
wages,

Federallawrequh'esa.llﬁnancialinsﬁhninnstoo

Cardtopayyom:wages.Fnryomm'otection,theﬁn

in, verify, and record informatio
you, we must provide all of the following
sit/Payroll Debit Card Authorization, ESSG will pro
institution may ask you to

ancial

number, ESSG does not have access to any information regarding your Payroll Debit Card account or
you will receive ini i

ﬂlenswbmk,whichmaymkeanypeﬂods.

nthatidenﬁﬁeseachpersnnwhoopensanaccount.
inibrmaﬁonthatwduennbletheﬁnancinlinsﬁmﬁonmidennﬁyon.lf
de the necessary information and issue you a Payroli Debit
m‘ovidethemaddiﬂona]idenﬁﬁcaﬂoninformaﬁnnsotheycan

CARDHOLDER INFORMATION

Debit Card to be issued)

First Name

(a8 you want your Payroll
MI.

Last Name

Date of Birth

Strest Address (PO BOX NOT ACCEPTABLE)

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 #

4¢SS D Hdood £§52D 013

periodic wages/compensation payments, net of required tax withho] 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

“E-mail: _ ™Y P23 Gaug,) Lom, @

—_—

Employee's Signature:

~thisinfprmation will only be used to send your Ppaystubs electronically

Date: 2[2&/ 1?




Authorization

(b) anyone to Provide information abouyt you to BGC and/or Orange Tree Employment Screening; (c)
BGC and/or Orange Tree Employment 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 purg . BGC
ent Screening may investigate your education, work history, professional

licenses and credentials, references, address history, social security number validity, right to work, crimi-
nal record, lawsuits, driving record, credit history, and any other information with public or private infor-

The Consumer Financial Protection Bureau’s “Summary of Your Rights under the Fajr Credit Reporting
Act” is attached to this authorization. If you are g New York applicant, a copy of New York’s law on the
use of criminal records js 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: L Qnmﬁ ﬁ \ t‘b\\l%&\
First Middle (OO Last 2

none)

Other names used:
Current county of residence;

Current and former addresses:

current
from Mo/Yr to Mo/yr Street City, State & Zip
from Mo/Yr to Mo/Yr Street City, State & Zip
from Mo/Yr to Mo/Yr Street City, State & Zip

Some government agencies and other information sources require the following information when
checking for records, BGC will not use it for any other purposes.

Date of birth Social security number

Driver’s license number & state Name as it appears on license

Report Copy: If You are applying for a job or live in California, Minnesota, or Oklahoma, you may request
a copy of the reperthy checking this box: [J.

b A "
# - Z{Qa/ /7

Date




LY
‘H& e

employer solutions staffing group..

STATEMENT OF CONFIDENTIALITY

This agreement made this %&Ey of Z& o § ,cA . 201;,7between
Employer Solutions Staffing Group LLC, hereinaftePreferred to as “employer”,
and hereafter referred to as “employee”.

WITNESSETH:

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 liguidated
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,




employer solmionsstafﬁnggraﬁm

lmportantllmportante
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. I 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 5 police report before we can re-
issue the check. Once you have done so, You must provide a copy of the policy
report to your staffing recruiter that the check was stolen. [f the check has not
been cashed and if the loss of the check was not your fault, ESSG will issue a
new check and no fee will be deducted.

CHEQUES DE PAGO PERDIDOS O ROBADOS

Si un cheque de Pago se pierde (que falta, fuera de lugar, destruido, perdido en
el correo, efc), usted debe notificar a sy reclutador de personal que el cheque no

AGREED/SE ACUERDA—

Name/Nombre (con letra de molde): Q{—C‘M @/

Signature/Firma;,~ e




eag -r

employersoiutions staffing group..

INJURY MANAGEMENT PROGRAM

Injured Worker’s Responsibilities

care provider.

Attend all scheduled appointments. While on physical limitations, visits should
be a 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 if
possible.

Obtain a Report of Workability from your physician at every appointment, a
minimum of once every two weeks. M.R. 5221 -0420 requires that your physician

Immediately following your appointment, provide a copy of the report to the
designated employer representative. You should deliver this in person so that
changes in work restrictions may be addressed and any questions answered.

Follow all physical restrictions at home and at work.
Report to work and perform physically suitable tasks as assigned. These may or

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






= 8850 Pre-Screening Notice and Certification Request for
(v March 2016) the Work Opportunity Credit OME No, 1545-1600
m%&%mw P Iinformation about Form 8850 and its Soparate instructions is at www.irs.gov/formsssp,
Job applicant: Fill in the lines below and check any boxes that apply. Complete only this side,
Your name ] eleceh QQ W\ 5 Social security number» 7 20 -4 -a7a/(

Street address where you live 360‘1_5 Qu.p» ‘ow Gva

[ CHtyortown state, end ZP code o bere QL\A_-H MN |, SSo|2 e
County C(m S'ﬁfjo Telephone number (S| ~ £2G -7%/|

If you are under age 40, enter your date of birth (month, day, year) ({ c?é"

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

2 [7] Check here if any of the following statements apply to you.

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

* lamaveteranand g member of a family that received Supplemental Nutrition Assistance Program (SNAP) bensfits (food
stamps) for at least g 3-month period during the past 15 months,

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

* lam 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 5 months, but is no longer eligible to receive them.

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

* [ recejved supplemental security income (SSI) benefits for any month ending during the past 60 days.

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

8 [] Check hereif 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 i 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 entitied to compensation for g service-connected disability and you were unemployed for a
period or periods totaling at least 6 months during the past year.

6 [ Check here if you are a member of family that;
* Recelved TANF Payments for at least the past 18 months; or
®* Received TANF payments for any 18 months beginning after August 5, 1997, and the earflest 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 couid 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,

Under penalties of perjury, | declare that | gave the above information to the employer on or before the day | was offerad a job, and it Is, to the best of my knowledge, true,
correct, and complete,

Job applicant’s signature b ,__A,,f:;_:u_iﬁ:'ff‘ : Date 7/3&/] 7
“‘J“-—\x
For Privacy Act and Paperwgrk R€dugfitn Act Notice, see page 2. Cat. No. 22851L Form 8850 (Rev. 3-2016)



Form A (rev. 03/2017) TAX CREDIT QUESTIONNAIRE
s Fax Cradit Adininistra tion
EMPLOYER SECTION:
Client: Company:
Location: Position: Starting Wage: $
EMPLOYEE SECTION:
First Name: Last Name: Suffix: Street Address: City/State: Zip:
%a) P KW, S0 | eSS qurlaw o Coredy, wy [scoip
SS#: g : [Ager | Have yon worked for | Ifyes, location:
L this company before?
V-Z-avaq | 09h Jjggs |98 |Meem Nefe]
Please complete all questions, and sign and date the form, Yes No
1. Have you or has anyone living with yon received Temporary Assistance to Needy Families (TANF) O O
at any time since August 5, 19977 (If yes, please provide information below.)
Name of the person receiving benefits; Relationship to yon:
City: County: State:
2, Have yon or has anyone living with yon received Food Stamps (SNAP) at any time during the past 15 months? 0 a
(If yes, pleass provide information below.)
Name of the person receiving benefits; ——— Relationship to you: __
City: :
3. Have you received Supplemental Security Income (SSI) at any time within the past 3 months? O |
Please note, this is not the same as Social Security benefits (SS) or Social Security Disability (SSDI) bensfits
*If you checked Yes please provide a copy of your SSI documentation,
4. Have you received any type of voeational rehabilitation services within the past two years? ] O

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

S. Are yon a Veteran of the U.S. Military? *Jr: Yes, please provide q copy of your DD-214 and letter of separation, O O
(If yes, please provide information below, If no, please contimue 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? d |
6. Have you been unemployed at any time during the last 12 months? O a
If yes, dates of unemployment - From: To:
Did you receive unemployment compensation at any point during your unemployment? |} ]
If'yes, in which state did You receive unemployment compensation? __
7. Have you been convicted of a felony or released from prison for a felony conviction in the past 12 months? |} |

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

——

Additional Tax Credits
IEC (Native American): Are You or your spouse a member of a Native American Tribe? O O
Ifyou checked yes Pplease provide q copy of your CDIB card,
CA Residents: [] Are You the child of foster parents? [] Do Yyou receive CalWorks? [] Workforce Investment Act?
O Are you a migrant or seasonal farm worker? [] Have You ever been convicted of a misdemeanor?
SC Residents: [] Do You receive Family Independence Benefits?

PLEASE READ, SIGN, AND DATE:
Under penalties of perjury, Ideclare the information above to be true and accurate 1o the best of my knowledge, and | hereby authorize any agency, organization, or
individuals to supply such verification or informatign that ay be needed to determine tax credit eligibility to my employer, employer representative (Associated

Consultants, Inc. dbg Retrotax), or the Dg pa
Date: ‘7/9'1&,/ / 7

New Employee Signaturf,-. D




U.S. Department Labor OMB Control No. 1205-0371
Employment and Training Administration Expiration Date: J anuary 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

separately, with ETA Form 9061 (or ETA Form gﬂmme&m—eerﬁﬁmthmmw for the new target

W.IP.

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

v

New Hire’s Signature; % = Date 7/22/ | 7
X <> llﬁch

Social Security Number: £/ 79 ~£24 - ¢ 74a)

Employer Name: ?h‘k.“j

New Hire Name:

Please check the statements below if they apply to you.

O 1declare that I was in a period of unemployment that is at least 27
consecutive weeks and for all or part of that period | received unemployment
compensation.

O I declare that I have been in a period of unemployment since

(Enter start date)

Privacy Act Notice:
The Intemal Revenue Code of 1 986, Secuqn 51, as amended and its enacting legisiation, P.L. 104-188, specify that the State Woﬂ(fmqe Agencies ara the

.—..—.._..—.._.._.._..—,._‘._.._..—.._..—..—..—.._..—..

Publlc Burden Statement:
rsons are not required to respond to this collection of information uniess it displays a currently valid OM 8 control number, Respondens' obligation to
complete this form is required to obtaln or retain benefits (P.L. 111-6), Public reporting burden Is estimated tp average 10 minutes per response, including the

fime for reviewing instructions, searching existing data Sources, gathering and maintaining the data needed, and completing and reviewing the collection of
Information. Send comments regarding this burden estimate 1o the U.S. Depariment of Labor, Division of National Programs Tools Technlcal Assistancs,
Room C-4510, Washington, D.C, 20210 (Paperwork Reduction Project 1205-0371). Please do not submit completed forms to this address,

117-

ETA Form 9175 (Rev. November 2016)
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employer solutions staffing group..

N_.s_';'tlf;g_l_t_)mLinnesota Law Requirement —

Unemglogment 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

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

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

Dat 7/5& //7

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. | have read the entire contents of this Policy and | am aware and fully
understand: (a) the policy and its contents; (b) what conduct the policy prohibits and the
consequences of such conduct; (c) my rights under the policy and the consequences if |
exercise certain rights; angd (d) that certain events as described in the policy may result
in adverse personne] action, including my termination from employment with ESSG, |
understand that this policy in any form, and any employee handbook including this

Policy, are not a unilateraj employment contract or offer thereof.

3. | hereby voluntarily consent to ESSG, or its health service providers, or
other persons or entities acting for or with them, to collect 5 body component (blood,
urine, breath, or any combination thereof) from me for testing for alcohol and/or drugs. |
understand that the laboratory selected by ESSG Mmay conduct testing and other
analysis on the sample provided by me, | further voluntarily consent to the laboratory’s
disclosure to ESSG of the results of my drug and/or alcoho] test and other information
related to the test.

%Qr& ?ﬁhi(\é

Individual’'s Name

! _2/23) 7
ate

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10
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employer solutions staffing group..

ESSG WORKPLACE SAFETY POLICY

It is ESSG's policy that all employees should be able to enjoy a hazard free and safe
work environment, It is ESSG’s duty to:

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

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

(6) Provide safety training in g 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 responsibilitieg too, which include
the following:

* Responsibility to work in compliance with OSHA laws and regulations

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

° Responsibi]ity to report workplace hazards and dangers

° Responsibi]ity 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 potentia] dangers in the
workplace

* Right to review copies of appropriate standards, rules, regulations and
requirements that the host employer ig required to have availahble at the



Senogr

employer solutions staffing group..

“

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 my supervisor, a member of management or to telephone
Employer Solutions Group (ESSG) at 952.835.1288/1.866.496.7573 with any

I also agree that if at any time during my employment I am believe that ITam
working in an unsafe or dangerous work environment, I will immediately contact
Iy supervisor, manager, director or ESSG’s Safety Director at
952.8385.1288/1.866.496.7573 in order to obtain assistance in the resolution of such

Employee Name (Plea?n‘.ut)
) s Core ) , o)(/l‘ﬁ
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employer solutions group., smplcyer sokiions ratonwide grup,
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Enhanced MEC Plan_Plap 1 e Meiitaton,

Bme;lu Enroliment Form aOnN

ew Em

Name (First and Last)

seloce)

_ T 2 -9 -974
Addraas
_36oYS Gun > A el o502
Gendar U Malo | Marital Status T Single | Dats of Birth Date of Hire
L Fomale | Ol Mamed 1 piyorceg o9 4%
Phone Number: Add, :
S| - 829 ~ 75¢) e 3@ Guwailicem

Please Select Desired Coverage:

Employee Only - EmploymSpousa - Employee-l-cmld(ran) - .Famlly -
- $24.00/Week D $38.00/Week D $36.00/Week D$G3-.BONVeek

[ e e e i et e =

T o e

- sm som&lyi

Birth Date | Sex Relationship
: . 3 Male OSpouse [ chug
Fir Nams—— WL Tast Name L1 Female D Domestic Pastner
Social Security # Birth Date | Sex Relationship
Male CJSpouse [ Child
First Name L Last Name | g Femela 0 Domestic Partner
s\na.-':s;mmn e Birth Dato. Sex ) B R'ﬂmn l'i“
3 Male S
Pt Nams — S e ~ LastNams ] 0 (] pgse Dntl Child
NAME OF COVERED (FIRST, LAST);
EFF. DATE
EFF. DATE
EFF. DATE
Empiloyae A " -1k for the I
ployes cknml:ml" m::::wrlnﬁm sreby apply group bensfii(s) as Indicated, acknowiadge

Complete and that
m hmumohullforuuulhﬂonof for ma and ndantfe), If any, from the o} nal
:gwnd-h.rum-r,umwmm,,w caverags my dapendantfs), If any, gl

IF ENROLLING =

myzelf or my in this plan, pmvldodlnqulltlﬂmlhmntwmlln:l‘l
NS 88 a result of marriage, birth, adoption, placemant for adaption of parting sult
of adoption, | may be able to enraij myseif or my dependent, provided I request enrolimant within 31 days of

Empioyss Signature Date
Employer Sciutions Staffing Group Health Benefits Team
7301 Ohms Lane Suite 405
Edina, MN 55439

Phone: 852-767-9519 Fax; 952-767-9515
Email: Health@employerao!uﬂonsgroup.com




TfoVEl. - 2193018561 [orrcEustoNy  LOCATION S S
A e I St
ENROLLMENT FORM

ESC CULNAC-MN) P1 v
PRINT USING BLACK or BLUE INK (Must Be Filled Ou) ~ ~ "~ -

Social Security # Home Ph i
SB-2aa76)  |eoremee o, s b[E]
Address

HeBHS Caiplan ave Ape#
Chy—

S =
Qauhes @ 0 —AARS SSe

A. REQUIRED EMPLOYEE INFORMATION

T Ylor) ReMrey

{OF (25 /ﬂ‘a—g

B. DO YOU OR ANY OF YOUR DEPENDENT

S RECEIVE MEDICARE BENEFITS?

D!gs_':l No. ifYes, pleasa continue,
Medicare Health Insurance Claim Number (HICN) Medicare Effective Date
N;ma ofCBveredPerson(s)h e e e e e it i ek e | e )
1. 2, 3.
ll C LiMITED BENEFRITS PLAN SELECTION R

You MUST select 2 coverage level before

, i . Your coverage level for the all benefits in Saction C will &
- identical. The Fixed Indemnity Medical Plan, Dental Plan, Term Life P| isablli
Insurance Company. The Vision plan is underwritten by Co

X ans are underwritten by BC
mpanion Life Insurance mpany.
FIXED INDEMNITY SHORT-TERM
SELECT COVERAGE LW%L | I_M!DICQI. s DENTAI. | VISION TERM I.IFF DiS AB!I.IT\' 2
S D e @ wr D ee@ e e
Employee + 1 [] $41.10 $12.34 $4.92 $0.90
E i B BT T ERR R SRR S
e o eretts [ 1] [lves [Bno | Clves e | Clves [€o | Clyes [6] No | []ves [Kno
' This coverage is not available to rasidents of NH, HI, or PR. 2STD is not available to persons who work in CA, HI, NJ, NY, orRI.
For Tarm Life / Accidental Death & Dismemberment, please write in your beneficiary information, Accidental Death &
Dismemberment is part of the Term Life Ben
Name Relationship
D- REQUIRED DEPENDENT INFORMATION oy
Name I Sacial Security # | Date of Birth | Sex ' Relationship
Neme e ot oo ] L Spouse [ ] child [] Domestic Partner
Name Social Security # | Date of Birth Sex | Relationship
Nama ™~ e L 7| IMIF] ([ Spoussl Jchi [IDomestic Partner
Name Social Security # | Date of Birth | Sex ' Relationship
e R ! L | IM[E] | Seouse ] Chid [] Domestic Partner
Name Social Security # : Date of Birth Sex Relationship
e LA | MIE] Dspowel Johd T oomestc Parnar

E. REQUIRED SIGNATURE

This is an Essential StaffCARE Enrollment Form




