H-Veriry: Print Case Detatls - Preview https://e-verity.uscis.gov/web/PrintCaseDetails.aspx?Case VerNum=2

EVerify

SENSITIVE BUT UNCLASSIFIED

Case Verification Number: 2017030110726UC
Report Prepared: 01/30/2017

Company Information
Company ID: 47429 Company Name: Employer Solutions Staffing Group

Employee Information

Last Name: Saleh First Name: Mohamed

Date of Birth: 10/20/1972 Social Security Number: *** ** 8384

Hire Date: 01/30/2017 Citizenship Status: A citizen of the Unlted States
Document Information

List B Document: Driver’s license or ID card Issued by a U.S. state or  List C Document; Social Security Card
outlying possession

Document Name: Driver's license Document State: Minnesota
Driver's License or ID Card Number: Document Expiration Date: 10/20/2020

Case Status Information

Current Case Result: Employment Authorized Employer Case ID:
Case Submitted On: 01/30/2017 Case Submitted By: PVAN0787

SENSITIVE BUT UNCLASSIFIED

lofl 1/30/2017 11:07 A



- employer solutions staffing group.

Leveraging Resources in a Changing Market

7301 Ohms Lane Suite 405
Edina, MN 55439

Tel: 952.835.1288

www.esgstaffingsolutions.com

New Hire Application

Personal Data-- PLEASE PRINT LEGIBLY IN INK

Last Name _5 a (‘Cﬁ\ First Name M 0 l\ﬂ W”&%
Street Address__ 35 O K\.C E._A" S X 3] gl
cityistaterzip__Sf.Pasl. MV 55 [/ F

Phone Number 9/ 2“5 6“/ - 79._3?

Staffing Agency/Recruitment Partner

Middle Initial !Zz

Apt/Ste

Social Security Last Four XXX-XX- 2329

Email Address M4 [ ”MW‘QQ@-MM @ gvail- v
<M,

All offers of employment are conditional upon satisfactol roof of identity and legal abili

to work in the U.S.A.
Are you legally authorized to work in the United States of America? YES [INO

Applicant Certification and Authorization
) authorize Employer Solutions Staffing Group (ESSG) to use the information and statements contained in this application 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, responsibllities, performance, compensation and ellgibility for rehire.
| understand that a comprehensive background check may be conducted to determine my eliglbility for hire by certain clients of ESSG.
This may Include but is not limited to, investigations of criminal and/or conviction records, driving records and/or a drug screen test as
required by clients, govemment regulations or by ESSG policies.
| release ESSG and other persons or entities from any claims that might be based on ESSG's decislon to conduct a background check.
1 certify that all statements made in my application are true and accurate and that | have not omitted any material Information or provided
false or misleading information. | understand that any material omisslon or misrepresentation will result In my disqualification from
consideration for employment or, if discovered after | begin employment, will result in my termination.

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

(okawreof Gk MhbangeclSate b

Name (Print or type) Applicant's Signature

/- 30- 1%

Date

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

For ESSG Office Use Only
NHW 19

DOH 8850 w4

Emergency Contact Info Background Release Form Background Results Unemployment Letter

(if applicable)

ESC Application

For ESSG Client Use

Work Site Loc.

DOH ROP

WC Code

ESSG - Supermoms CMG Rev. 052015



-

Form W-4 (201.7)

Purpose. Complste Form W-4 so that your
employer can withhold the correct federal Income
tax from your pay. Consider completing a new Form
'W-4 each year and when your personal or financlal
situation changes.

Exemption from withholding. If you ars exempt,
complete only lines 1, 2, 3, 4, and 7 and sign the
form to valldate it. Your exemption for 2017 explres
Feb@ 15, 2018. See Pub. 505, Tax Withholding
and Estimated Tax.

Note: If another person can clalm you as a dependent
on his or her tax return, you can't claim exemption
from withholding if your total Income exceeds $1,060
and Includes more $350 of unearned Income (for
example, Interest and dividends).

Exceptions. An employee may be able to clalm
exemption from withholgﬁ'ng even if the employes Is
a dependent, if the employee:

* |s age 65 or older,
s |s blind, or

» Will olaim adjustments to Income; tax credits; or
itemized deductions, on his or her tax retum,

The exceptions don't a) to supplemental wages
gmatarthpai;i $1.000.008.p R d

Basic instructions. If you aren’t exempt, complete
the Personal Allowances Workshest below. The
worksheets on page 2 further adjust your
withholding allowances based on itemized
deductions, certain credits, adjustments to Income,
or two-eamars/multiple jobs situations,

Complete all worksheets that apply. However, you
may claim fewer (or zero) allowances. For regular
wages, withholding must be based on allowances
you clalmed and may not be a fiat amount or
percentage of wages.

Head of housshold. Generally, you can claim head
of household filing status on your tex return only i
you are unmarried and pay more than 50% of the
costs of keeping up a home for yourself and your
depsendel s?or er qualifying Individuals. See
Pub, 501, Exemptions, Standard Deduction, and
Flling Information, for Information.

Tax credits, You can take projected tax credits Into
account In figuring your allowable number of
withholding allowances. Credits for chlid or dependent
oars expenses and the child tax credit may be clalmed
using the Personal Allowances Worksheet below.
See Pub. 505 for Information on converting your other
credits Into withholding allowances,

Nonwage Income. If you have a large amount of
nonwage Income, such as Interest or dividends,
consider making estimated tax ents using Form
1040-ES, Estimatad Tax for In uals, Otherwise,
you may ows additional tax. If you have penslon or
annuity Incoms, see Pub. §05 to find out If you should
adjust your withholding on Form W-4 or W-4P,

Two earners or multiple jobs. If you have a
working spouse or more than one job, figure the
total number of allowances you are entitied to claim
on all jobs using worksheets from only one Form
W-4. Your olding usually will be most accurate
when all aliowancas are claimed on the Form W-4
for the highest paying job and zero allowances are
clalmed on the others. See Pub. 505 for detalls.

Nonresident alien. If you are a nonresident allen, see
Notice 1392, Supplemental Form W-4 Instructions for
Nonresident Aliens, before completing this form.

Check your withholding. After your Form W-4 takes
effect, use Pub, 505 to see how the amount you are
having withhsid comparas to your ?fm]ected total tax
for 2017, See Pub, 5§05, especially if your eamnings
exceed $130,000 (Singfe) or §180,000 (Married).

Future developments. Information about any future
devalopments affecting Form W-4 (such as
leglslation enacted after we release it) will be posted
at www.irs.gov/w4.

Personal Allowances Worksheet (Keep for your records.)

A  Enter *1” for yourself if no one else can claim you as a dependent .
= You're single and have only one job; or

B Enter*1"if { « You’re married, have only one job, and your spouse doesn't work; or }
o Your wages from a second job or your spouse’s wages (or the total of both) are $1,500 or less.

A

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 help you avoid having too little tax withheid.) .

mmo

Enter number of dependents (other than your spouse or yourself) you will ciaim on your tax return . a
Enter “1” if you will file as head of household on your tax return (see conditions under Head of household above)
Enter “1” if you have at least $2,000 of child or dependent care expenses for which you pian to ciaim a credit

. . . .

MMUOO

{Note: Do net include child support payments. See Pub. 503, Child and Dependent Care Expenses, for details.)
G Child Tax Credit (including additional chiid tax credit). See Pub. 972, Chiid Tax Credit, for more information.

» If your total Income will be less than $70,000 ($100,000 if 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.

s [f your total income will be between $70,000 and $84,000 ($100,000 and $119,000 if married), enter “1” for each ellglble child. G

H  Add iines A through G and enter total here, (Note: This may be different from the number of exemptions you claim on your tax retum.) » H

* [fyou plan to itemize or claim adjustments to Income and want to reduce your withholding, see the Deductions
and Adjusiments Worksheet on page 2.

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

eamings from all jobs exceed $50,000 ($20,000 if married), see the Two-Earners/Multiple Jobs Worksheet on page 2
to avoid having too fittle tax withheld.

For accuracy,
complete all
worksheets
that apply.

s i neither of the above situations applles, stop here and enter the number from line H on line 5 of Form W-4 below.

Form W'4

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

Employee’s Withholding Allowance Certificate

OMB No. 1545-0074

e | e e e e | 2017
1 Your first name and middie initial Last name 2 Your social security number
Mohimed  Mohamoud | Sufeh 048 I-338Y
. Home address (number and strast.or rural route) 3 [ single [I4" Maried [] Married, but withhold st higher Single rat.
5 S0 Kl C = 5+' #‘3/ 17/ Note: If married, but legally separated, or spouse is a nonresident allen, check the “Single” box.
City or town, state, and ZIP code 4 I your last name differs from that shown on your social security card,
54 PAUL MN S S ’"} check here. You must call 1-800-772-1213 for a replacement card. » []
5 Total number of allowances you are claiming (from line H above or from the applicable worksheet on page 2) 5 3

6 Additional amount, if any, you want withheld from each paycheck :
7 iclaim exemption from withholding for 2017, and | certify that | meet both of th
o Last year | had a right to a refund of all federal income tax withheld because | had no tax liability, and

» This year | expect a refund of all federal income tax withheld because | expect to have no tax llabliity.
If you meet both conditions, write “Exempt” here. . . . .

e following conditlons for exemption.

6|9

nakl

Under penalties of perjury, | declare that | have examined this certificate an

Employee’s signature

(This form is not valid unless you sign it.) » MDKQLM%! __(‘@@l\

d, to the best of my knowledge and bellef, it Is true, correct, and complete.

| 30- 17

Date »

8 Employer's name and address (Employer: Complete lines 8 and 10 only if sending to the IRS.)

9 Office code (optional) | 10  Employer identification number (EIN)

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

Cat. No. 10220Q

Form W=-4 (2017



* employer solutions stafﬂng group

Leseraging Reccurces 1 a Changing ™arken

employer solutions grou, grovp. WWMM m

e T Benefit Plan Administrators, Inc.

Enhanced MEC Plan_Plan 1

Benefits Enroliment Form B] New Employee ] Rehire Rehire Date,

Employece Information
ploy

Name (Flrst and Last) Social Security Number
Mohamed  Saleh 098 4o - Iy
Address City State Zip Code
%W Ryt Shyeet 3 y ¢} Pavl My 5@17
Gender JE_F !::l‘: i m ms:;tus ETS]::‘::e ] Di of Bllrtb . 10-2 Date of Hire
|Phone Number: Emall Address:
- y-99-3F

Please Select Desired Coverage:

Employee Only - D Employee+Spouse - [ | Employee+Child(ren) - Family -
$24.00/Week $38.00/Week $36.00/Week $63.00/Week
Social Security # Birth Date Sex Relaﬁonship
O Male OSpouse [J Child
s Last Name [ Female O Domestic Partner
Social Security # .Blrth Date | Sex Relationship
Male [JSpouse [ Child
[ First Name ML Last Name E Female |:| Domestic Partner
K Sociel Securty # BithDate | Sex Relationship
O Mal Child
| First Name ML LT m] Fsmeale = SPE“ DoEesﬂc Partner
NAME c;|= PERSON. cOVE'RED (FIRST, LAST):
EFF. DATE
EFF. DATE
EFF. DATE

Employea Acknowledgement and Authorization - | hereby apply for the group benefit{s) as Indicated. | acknowledge that all entries are true and complete and that
any misstatements or fallure to report Information may be used as the basls for cancellation of coverage for me and my dependent(s), If any, from the original
effective date. Further, 1 authorize my employer to make the necessary payroll deduction of premiums for coverages | have slected.

IF ENROLLING - YOU MUST SIGN HERE

Employee Signature Date

empoveespecuning B3 | am DECLINING coverage

I understand that | and/or my dependents, If any, waive any coverage and desire to participate in the pian at a later date. l/'we may be considered a late enrollee and
must meet the requirements defined In the Certificate of Coverage for the company’s medical or dental plans. If | decline enroliment for myself or my dependents
(including my spouse) because of other coverage, 1 may, In future be able to enroll myself or my dependents In this plan, provided | request enroliment within 31
days after the other coverage ends. In addition, If a new dependent relationship forms as a resuit of marriage, birth, adoption, placement for adoption of parting sult
of adoption, | may be able to enroll myseif or my dependent, provided | request enroliment within 31 days of the event.

IF DECLINING- YOU MUST SIGN HERE

— A8 o[-0 /7

Employer Solutions Staﬁing Group Health Benefits Team
7301 Ohms Lane Suite 405
Edina, MN 55439
Phone: 952-767-9519 Fax: 952-767-9515
Email: Health@employersolutionsgroup.com




Fixed Indemnity Medical Benefits_Plan 2

./ VS|

219301-ESG-1

OFFICE USE ONLY

LOCATION Rehire Date

/ /

ENROLLMENT FORM

A. REQUIRED EMPLOYEE INFORMATION

wl—\lame M(IIIWI me é\ SWIJI}’I

ESC Cu(U

NAC—MN) P1v18.2

PRINT USING BLACK or BLUE INK (Must Be Filled Out)

i Home Phone

PN a5y

sex _fgi][z]

Address £SO N 9__,&,317

Apt. #

.City ST QML

State

?Zip S‘S’lzf)

P

| ;)Oate/ of Blrth7,2

B. DO YOU OR ANY OF YOUR DEPENDENTS RECEIVE MEDICARE BENEFITS? I:IYesDNo fFYes, p,ease continue.

Medicare Health Insurance Claim Number (HICN)

Name of Covered Person (s):

N

' Medicare Effective Date

2 i3

C. LIMITED BENEFITS PLAN SELECTION

Payroll Deducted Weekly Rates

You MUST select a coverage level before any benefits in Section C. Your coverage level for the all benefits in Section C will be
identical. The Fixed Indemnity Medical Plan, Dental Plan, Term Life Plan, and Short-Term Disability plans are underwritten by BCS
Insurance Company. The Vision plan is underwritten by Companion Life Insurance Company.

SELECT COVERAGE LEVEL
Employee Only [:I

Employee + 1 I:]

Employee + Famlly [___]
NO to ALL Beneﬁts

P ez Y | DENTAL VISION TERM LIFE
s2025 §B| sea7 ;@ s242 G|  s060 op)
$41.10 $12.34 $4.92 $0.90
$54.88 $20.36 $6.56 $1.80

| DlvesDINo | [¥es [No | [lves [INo | [lves [INo.

SHORT-TERM
DISABILITY 2

$4,20

I:I Yes I:I No

IThIS coverage is not available to residents of NH, Hi, or PR. 2STD is not available to persons who workiin CA HI .I\IJ NY orRI.

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 INEFORMATION

Name

Name

Name

Name

E. REQUIRED SIGNATURE

| have read the benefit packet and understand its limitations. | understand that open enroliment is only available for
a limited time and | understand that making no benefit selection is a declination of coverage.

oaTE 0/ 120720 |F

. Social Security # Date of Bll’th Sex
| Social Securlty # ' Date of Birth | Sex
Socnal Secunty # Date of Birth | Sex

~ Social Securnty# Date of Birth  Sex

YOU MUST SIGN AND D

. > SIGNATURE

WR—e;!;h;hshlp
1Y/

Relationship
/!

@.

Relationship

/i @

- Relationship
!/

. [ml[e]

EVEN IF YOU DECLINE c

. RAG S

| []spouse[ ] Child [ ] Domestic Partner
[1Spouse [_]Child[_] Domestic Partner
_[spouse[_] child[ ]Domestic Partner

[[1spouse [_]Child[ ] Domestic Partner

This is an Essential StaffCARE Enrollment Form.



Employment Eligibility Verification USCIS

Department of Homeland Security OME ;:11115;90047
U.S. Citizenship and Immigration Services Expires 08/31/2019

»START HERE: Read instructions carefuily before completing this form. The instructions must he avallable, either in paper or eiectronically,
during completion of this form. Empioyers are liable for errors in the completion of this form.

ANTI-DISCRIMINATION NOTICE: It is illegal to discriminate against work-authorized individuals. Employers CANNOT specify which
document(s) an employee may present to establish employment authorization and Identity. The refusal to hire or continue to employ
an individual because the documentation presented has a future expiration date may also constitute illegal discrimination.

[Emmﬂmi TaTarmation and ARSatagion Iwﬁm el oomevels and aign Section 1 of Farm 19 nd fefer
ther the first day of emple)ent but not befom Gooepling & job offer) el R e
Last' Name (Family Nams) First Name (Given Name) Middie Initial Other Last Names Used (if any)
Satetn Mohamreef M
Address (Street Numbe[ and Name) Apt. Number | City or Town State ZIP Code

350 Rice 314 | 5t-panl M| $3 /)7
Date of Birth (mm/dd/yyyy) L).S. Social Security Number Employee's E-mall Address Employee's Telephone Number
[0-20-73- Ol|8]- 10| - .

mms5 i3,
| am aware that federal law provides for imp s%ngm nt‘a‘n%r fines for false statements or use of false documents in
connection with the completion of this form.

| attest, under penality of perjury, that | am (check one of the following boxes):
$A 1. A citizen of the United States

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

EI 3. A lawful permanent resident  (Allen Registration Number/lUSCIS Number):

|:| 4. An alien authorized to work until {expiration date, if applicable, mm/dd/yyyy):
Some aliens may write "N/A" in the expiration date field. (See instructions)

Allens authorized to work must provide only one of the following document numbers fo complete Form I-9: Do ﬁﬁ,m],f:,‘:‘fggm
An Alien Registration Number/USCIS Number OR Form I-94 Admission Number OR Foreign Passport Number.

1. Alien Reglstration Number/USCiS Number:
OR

2. Form 1-84 Admission Number:
OR

3. Foreign Passport Number;

Country of Issuance:

L= 90 =[]
Slgnigra of Emplogw Today's Date (mm/ddfyyyy) , % / ?
Brabator BnalGrT -

X] 1 8t it U @ o tranalatat. || A preparen(s) mrmi‘iéiat&(s)m the éimpingee In mplmlm@atggn i
Ploltla below must be dompleted and alghed when dreparers endfor tmnsiblom kesist an employes in completing Seofioh 1)

| 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 Translator

Today's Date (mm/dd/yyyy)

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

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

@ Emplayer Completes Next Page @

Form 1-9 11/14/2016 N



Employment Eligibility Verification USCIS

Department of Homeland Security Form I-9
e 2 q . . OMB No. 1615-0047
U.S. Citizenship and Immigration Services Expires 08/31/2019

Beotion 3, eye;; or A t- gpa:a%ahﬂve ﬂwle;:n%nd V_Mgg . R
lw It W m&”@
el B mwazg»@méa ”e ﬁé‘% f’a&:”?"" hp mmmaﬁmwéwﬁ%mmm

] CIHES R STPTar vl

Employes Info from Section 1 Lag Name (Famlly Name) Flrst I\hame (GW Name) IKA C&glshlpaq 'nlgratlon Status
List A OR List B ListC
Identity and Employment Authorization Identity Employment Authorization
Document Title ument Titl Document Title
MN BTNerS L' (lnce Sop scum’% coare
Issuing Authority Issuing Autho issuing Authority
ngwf?‘xo@ Stede Cocial secuwntyy admin shradl o,
Document Number ment Number Document Numb
070®L0 (0914 B - 90 - 6 94
Expiration Date (if any)(mm/dd/yyyy) ; Explration Date (if any; (mm/dd/yyy}) Expiration Date (if any){mm/dd/yyyy)
{0 /20/302-D N (Fr
Document Title
Issuing Autharity Additional Information Do Not Wis n This Spece
Document Number
Expiration Date (if any)(mm/dd/yyyy)
Document Title
issuing Authority
Document Number
Explration Date (if any)(mm/dd/yyyy)
k

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

The employee's first day of employment (mm/dd/yyyy): (| l% 0]2017 (See instructions for exemptions)
Slgna_t‘\_.lnr_e ..f.f_... ror entative Today's Date{fmm/dd/ryyy) Title of Employer or Authorized Representative

' 011202017 AdMINSTYCd\ W, Ass|
Last Name of Em‘7I3?€r or Authorized Représentative | First Name of Employer or Authorized Representative | Employer's Business or Organization Name

an En EMPLOYER SOLUTIONS STAFFING GROUP LLC
Employer's Business or Organization Address (Street Number and N'ame) City or Town State ZIP Code
7301 OHMS LANE SUITE 405 EDINA MN 55439
i g | A T g TP TS by i TR Lings e ™ il g i T
Baatian 3. Reverifieation and Rehires (7o be aompieled and signed by amployer of authorized epresenfative)
ow Name (If anplfcable) B, Date of Rehira (¥ applicable) e
Last Name (Famlly Name) First Name (Given Name) Middle Initial Date (mm/ddfyyyy)

T. [F the emplayae's previous grant of employment AUthBrizalion has expired, provide the information for the dooument or recelpt thal establishes
contipuing employment authorization in the space pravided below. | y
Document Title Document Number Expiration Date ﬁf any) (mnmvddiyyy)

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

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

Form1-9 11/14/2016 N






Authorization

Authorization: By signing below, you authorize: (a) backgroundchecks.com (“BGC") and/or Orange Tree
Employment Screening to request information about you from any public or private information source;
(b) anyone to provide information about 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 purposes related to your employment. BGC
and/or Orange Tree Employment 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-
mation sources. You acknowledge that a fax, image, or copy of this authorization is as valid 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 Informatlon Please rmﬁ the information requested below to identify yourself for BGC.

Moharto Salei
a First * Middle (O * Last
none)

Printed name:

Other names used:
Current county of residence:

Current and former addresses:

85 0 current K\E{ Srf" 5’7[‘ ﬂ{UL 53_) ] ‘

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.

A 18-29-772 « OYEL 0838

Date of birth Social security number
G170 7056005/t Mphanel fbimnd Cale i
@ Driver's license number & state 7 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 report by checking this box: [J.

e Beted] e

Signature Date




EMERGENCY CONTACT INFORMATION

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

Employee Name: /MD/WI W,‘L&p 5‘7( le A
Address: 350 RIC-C Sf A‘f"f 3/4 MN 5-5_// 7
Home Phone: 3 / ZP 5.6 [f’ 72 Z ?

‘Pigasedlat_twq peopls (in priarity order) ha%begmmteq in gase of an emergendy
Contact #1 Home Phone:
. . bytk
Name: #ﬁ 5an Cell Phone: é[ Z- 545
Relationship: '@(OWWV Work Phone:
Contact #2 Home Phone:
) 4
Name: MMMUA Cell Phone: g/g—fflff /ZZ?
Relationship: Wl F c Work Phone:

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

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




employer solutions staffing group.

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

Employees have the optlon of recelvmg wages by Dn'ect Depos:t and/or Payroll Debit Card.
If i aid by paper Check.

SECRON BASTC NI Ul-:1\l.\ P EYN
Employee Name SSNi# (last 4 digits)
Mohamed Szleh 3394
SECEION 2 PANROLEL EEECGEION
>4 Direct Deposit (Please complete Sections 3 and 5 below) Note: Direct Deposit accounts may take up to 7 days to be activated
| |Paper Check (Please complete Section 5 below)

\TL FION 5 DIRECT DIEROSER
O Update Bank Account T understand and acknowledge that if I do not provide a
Bank Name: / voided check with this direct deposit form, I am
W & / 5 ]E a 'r(7 0 responsible for any delays in payroll or extra costs
Routing# O 7 /0000 [{ incurred if the acconnt number that I provide is incorrect.

Account# 9_8€0?0§ ST Initial (/8 Date /‘30'/'7
Account Type: M Checking O Savings CJOther

To help us avoid making an error, please attach a copy of a voided check. (a deposit slip will not work)
If you change banks, do not close your old bank account until your direct deposit has started at the new bank, which may take 2 pay periods.

SECTFION - PANROEE DEBFE CARD (GEOBAL CASEHTEARD)

Federal law requires all financial institutions to obtain, verify, and record information that identifies each person who opens an account. In order to
request a Payroll Debit Card for you, 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 issue you a Payroll Debit
Card to pay your wages, For your protectxon, the financial institution may ask you to provide them additional identification information so they can
verify your identity.

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

CARDHOLDER INFORMATION (as you want your Payroll Debit Card to be issued)

First Name ML Last Name Date of Birth
Street Address (P0 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 #

073972181

I have received my Payroll Debit Card, welcome brochure, program fees, program terms, conditions, and disclosures. By activating my Payroll Debit Card,
I am agreeing to the program terms, conditions, and disclosures that are included or made available to me from time to time from the financial institution. I

authorize the financial institution to debit my Payroll Debit Card account for the fees described in the fee schedule that is part of the program terms,
conditions, and disclosures.

;.
Employee’s Signature: : ol s Date:

SECHON 5 AULHORTZN FION

I authorize ESSG to directly deposit 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 and adjustmentsfor any credit entries
made in error to my account(s). * E-mail is required for pay stub information.

*E-mail:_fa ] Moawed ha§ihmed’ @ il -conn

this information will only be used to send your paystubs electronically

Employee's Signature: MDMM@W Date: / i 30 o / F7V




