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Case Verification Number: 201711112053188

Reaport Prapared: 042172017 :

Company Information

Company ID; 47429 Campany Name: Empluyu-&mmﬂaﬂmemw
Employes information

Last Name; Tirado Sanfiago First Name: Carmen Zorakts

Dats of Birth; 0711711881 WWNM""‘M

Hire Date: 04/21/2017 GRizenship Status; AﬂhmorlhuUnIde'
Document Information

———alion

Lmsnmmnmmmmmmmuwau.amw«ummmm menmuu:smwmwow
Document Name: Drivers cense Dooument State: Minnesota
DrlmehmnnrlDWdNﬂmben Dmmmﬁwhthnbda: 07M712019
cuoShhnlﬂfwmaﬂon

———————ymnation

Final Case Resur; Employment Authorizeq Employer Cass ID:

Case Submitted On; 042212017 Oln&lbumadbj: GLEN7802

Closed On: 042172017 Closed By: GLEN7802

Closure Statsment; mmmmwmmmmmmmmwm
SENSITIVE BUT UNCLASSIFIED
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. employer solutions staff ing group. feiey e uws
Leveraging Resources in 3 Changing Market Tel: 952.835,1283

WWw.esgstafﬂngsoiutlons.com

New Hire Application

Personal Data.- PLEASE PRINT LEGIBLY IN INK

Last Name _&,,J 120\ 0 First Name Oarﬂé’ﬂ Middle Initia) 2.

Street Address_ 2. 5 ¢ :'Z-tl l\_ﬂug Apt/Ste
City/State/Zip &)_,&-}— Pcwl MN S507s Social Security Last Four xxx.xx. #30/

Phone Number (s °5 9L 4% 94 Email Address @
Staffing AgencyIRecruitment Partner

I 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 indlcated in this application,
regarding my previous duties, responsibilities, Performance, compensation and eligibliity for rehire,

I understand that a comprehensiva background check may be conducted to determine my eligibiiity for hire by certain clients of ESSG.
This may include butis not limited to, investigations of criminal and/or conviction records, driving records andj/or g drug screen test as
required by clients, govemment regulations orby ESSG policies, .

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

| certify that ajj Statements mads jn my application are trye and accurate ang that | have not omitted any materigj information or provided
false or misleading information, | understand that any material omission or mlsmpresentaﬂon will result in my disqualification from
consideration for employment or, if discovered afigr | begin employment, will resuit in my termination, .

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

&rvr@ orarks Lrs S‘ml@ 47&%@ Co o4 3)- 13+
Name (Print or type) Applicants Signature Date

A copy or facsimile (“fax") will be considered the same as an original signature. Emaj will ONLY be used for employment Correspondence
For ESSG Office Use Onj

DOH NHw -8 8850 wa
———— —_— —_—— —_————

Emergency Contact Info Background Release Form Background Resuits

Unemployment Letter
(if applicabie)

_— —_—

For ESSG Client Use
Rev. 052015

ESc Appiication

ESSG - Supermonms CMG



q The exceptions don't apply to gy lsmental wages Nonwags income, [f '0u have a large amount of
F Ol'm W ( 2 01 7) greater thg?) # .DOD.ODD.ply = nonwage income, such ag lntareataor’i' dividencds,
— Baslo Instruotions. if yoy aren't exempt, compiets fggg"ées' Making esﬂ_;_nat?g t'ax g";f"%%""g Fon
Purpose. Complete Form W-s s0 that your the Personal Allowances Worksheet below., The 55, Esﬂz:dact’?ﬂ!:l :lxta:{. ;} }‘: 2 g
employer can withhold the corract federal Income workahests on page 2 further adjust your you "ml’ owe ogub 508 "]‘ d""ztpt?"'s °"l,f’
tax from your pay, Conslder complsting a new Form Withholding allowances based of, itemized annl;lity noome,hsel:" n Fo V? _4° W};"’;" Shou
W-4 each xaar and when your personal or financlal deductions, certafn oredits, ad{ustments to income, adjust your withholding on Form o .
situation changes, or two-eamarslrnulﬁple]obs situations. Twr?dearnars or multiple ‘A:,l:a. if )Irag t%ave ath
Exemption from withholding, If you are axem Complets all workshests that g . However, you tonef g SpOLISs Or mare than one jo : Jgure the
mmplgg only lines 1, 2, g, 4?an 7 and sign thpat' may olalprn fewer (or zaurgg allowangg;.y For regulary tUtaal"nu Hed ",’f allomces ygt; are Bl ed |§° claim
form to validate it, Your exer, on for 2017 explres wages, withholding must be hased on allowances 3\'," i, J,° vlljv.ithﬁ "l‘&"’ “5 Wi oo ‘;’s'? orm
February 15, 2018, Seg Pup, 05, Tax Withholding you claimed and may not be g fiat amount or i aﬁfu olding ”ml'a, 'Vad th"‘ Fo ﬁ°3v" e
and ﬂ"m" Tax. percentage of wages, for the hlghg:'tance?r:rlgg and zer.;:nall:wanga are
Note: If another person can clalm you as a dependant Head of household, Generally, you can ofaim head olaimed on the others, See Pub. 505 for detafls,
on his or her tax retum, you can't lajm exemption of housshold filin status an your tax retym only if N dent aflen, If dent all
from withhelding if your ota) income exceeds 1,050 ¥ou are unmarried and pay more than 50% of the Ngg"‘,&gg saumf Wn‘::,’,? a “‘W{fﬁ Bewgﬂen. afge
and Includes more than $350 of uneamed Incoms (for costs of keeping up a home for yoursaif and your Noree Ident Ao 9,;“3?0 °""'|eﬂ t?ﬂ i isy
example, Interest and dividends), depends; as)or utger qualliying Individuaja, See onresident Allens, before comp) ng this form.
ns. An employes may be able to claim Pub, 501, mptions, Standard Deduction, and Check your Withholding, After your Form W-4 takes
exemption from wmaholg%:g even if the employee is Filing Information, for information, gffslot, use l;ulb 505 to ses tgow the amounct’ you are
@ dependrt,  thecrpcyr aeerlte o anake et crata i e L e Yt e i
* I8 a0 85 or oiger, gt n fguing your Credi o Sl o Sepancry o2 S0 U (Singi) r $180,000 (Mo
* Is biind, or care expenses and the child tax credit may be claimed Future developments, Information about any futura
» Wil claim adjustments to Income; tax credits; or gslng tl;e ggrsonrl Allowances Workshget below. IdB\llBIIO mentsmd af’tlg Form yv-4 (au%'v‘l "ag
itemized deductions, on hig or her tax retum, c,?d,':;‘ Into &Iﬁﬁ&'&,"n a,.g&:,?a?;f“"’""g ™" :fg wsww.c;rns.g':av/m. e Iz
Personal Allowances Worksheet (Kesp for your records,)
A Enter“1”foryourselfifnooneelsecan claimyouasadependent. B e o e A o o o o /3
® You're single and have only one Jjob; or
B Enter*1v 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 total of both) are $1,500 or less,
C  Enter*1"for your spouse. But, Yyou may choose to enter *-0-* if you are married and have elther a working spouse or more
than one job, (Entering “-0-" may help you avoid having too [ittle tax withheid) . , , | 0 0 9 5 g b o c
D  Enter number of dependents {other than your spouse or yourself) you will clajm onyourtaxretum, . | o o D
E  Enter*17j You will file as head of household on your tax retum (see conditions under Head of housshold above) E
F  Enter“1”j you have at least $2,000 of child or dependent care expenses for which you Plan to claim a credit o o 7

(Note: Do not inciude child support payments. See Pyb, 608, Child and Dependent Care Expensss, 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 (31 00,000 if Mmarried), enter “2” for each eligibie chlld; then less “1~ i you
have two to four ellgible children or less *2" i you have five or more eligible chlidren,

* If your total income will be between $70,000 and $84,000 ($1 00,000 and $119,000 i married), enter “1” for gach eligiblechld, @G
H  AddlnesA through G and enter total here. (Note: This may be different from the number of exemptions you claim on yourtax retum.) » H

* If you plan to Remize or clalm adjustments to income and want to reduce your withholding, see the Deductions
For accuracy, and Adjustments Worksheet on page 2,

Somplete all * If you are single and have more than one job or are married ang you and your spouse both work angd the combined
worksheets aamln?s from all jobs exceed $50,000 ($20,000 i married), see the Two-EamersIMulﬂple Jobs Workshest o, page 2
that apply, to avoid having oo Jittje tax withheld,

® If neither of the above situations applles, stop here and enter the number from line H on line 5 of Form W-4 below,
Separate here and give Form W-4 to your empioyer, Keep the top part for your records.

Employee’s Wlthholdlng Allowance Certificate

OMB No. 1545-0074
Depariment of the Treasury P Whether You are entitled to claim g certain number of allowances or exemption from withholding is 2 @ 1 7
Intemal Revenue Service subject to review by the IRS. Your employer may be required to send g copy of this form to the IRS.

1 Your first name ang middle Initfal Last name 2 Your soclal Seourity number

SE- £ -730/

Form W-4

Home address (number and street or rura route) 3 [ single L] Marrieg LI Merried, but withnow ar higher Single rate,
S 6 ; /4 Ve S A Note: If married, but legally Separated, or spouse is a Nonresident allen, check the "Single” box,
City,ar town, state, and zip cods 4 Myour last name differs from that shown on your saclal security card,
So U‘I’ S P AU! M N 550 ?‘S check here. You must cajf 1-800-772-1213 for a replacement card. b []
5

Total number of allowances you are claiming (from line H above or from the applicable worksheet on page 2) 5

If you meet both conditions, write “Exempt” here . a0 T RS A R RS [ 7
Under penalties of perjury, | declare that | have examined this certificate and, to the best of my knowledge and bellef, it is true, correct, and complete.

Employee’s signature 2 .
(Tl':'lgl%nnel: :ogt'\'lalld unless you sign It) » amfza'f»;gm __ Date» 9 | — O‘-/ = | ?—-

8 Employer's name ang address (Employer: Complete lines 8 ang 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)

B



Employment Eligibility Verification
Department of Homeland Security

NG ’ e gt y OMB No. 1615-0047
T U.S. Citizenship and Immigration Services Expmoom 122019
5 d Instructions carefully before completing this form, The Instructions must be avallabls, either In paperore

ANTI-DISCRIMINATION NOTICE: it Is illegal to dis

document(s) an employee may present to estab|
an individual because the docu

USCIS

criminate against work-authorized Individuals, Em

lish employment authorization ang identity. The refus

ployers CANNOT specify which
mentation presented hag a future expiration date may

al o hire or continue to employ
also constitute Megal discrimination,

; mployee Information and ARes atlon (Employess mMus! aamplste and sign Seation 1 of Parm 9 o lafer |
than the first day of amployment but not hefars aagspling 4 fob affer ) : ‘ ;
Last Name (Family Name) First Name (Given Name) Middle Initial Other Last Names Used (if any)

antiago Z .
Address (Street Number and Name) Apt. Number | City or Town State  |zIp Coge
] 4 paol My | 550%s
Date of Birth {mm/ddsyyyy) U.S. Social Security Number Employee's E-maj Address Employee's Telephone Number
oi-17./9%/ 3" R13 " #13a €51592 93 99
I am aware that federal law provides for Imprisonmen

t and/or fines fbr faise statements Or use o
connection with the completion of this

I attest, under penaity of perjury,
[LA1. A chizen of the United Stateg
[] 2. A noncitizen national of the United Stateg (See instructions)
[] 3 Alawha Permanent resident
D 4. An alien authorized to work until (expiration date, if applicable, mmiddlyyyy):
Some allens may write "N/A” In the expiration date figjq, (See instructions)

Allens authorized to work must provide only one of the fojio
An Allen Registration Number/uscis Number OR Form

f false documents In
form.

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

(Allen Registration Number/uscis Number):

Wing document numbers to complete Form 1.9; B R et

#84 Admission Number OR Foreign Passpart Namber ey e oeon

1. Alien Registration Number/Uscis Number;
OR

2, Form I-94 Admission Number:
OR

3. Foreign Passport Number:
Country of Issuance:

Signature of Employes :

9Y~ A~ 90
parer andlar Translator Certifioation Sheck ongly — :
(] not yse & preparer o translatot A Rreparerly) intir translator(s) gesistad i empioyee |n hmplating Sackien 1.
(Pioids below must g

d in the completion of Section 1 of
knowledge the Information Is true and correct.
Slgnature of Preparer or Translator

Last Name (Family Name)

ﬂ ’: Eg Today's Date (mm/dajyyyy) i s

re

_ #omaleted and signed when Preaparars andir translators 838t an gmployes in gamplbiing 8eation 1)
attest, under Penaity of Perjury, that | have assiste

this form and that to the best of my

Today's Date {mm/ddlyyyy)

First Name (Given Name)

Address (Strest Number and Name)

Cliy or Town State ZIP Code

@ Employer Cbng)let_es Next Page @

Form 1-9 11/14/2016 N

D —



e ____d__“"*‘—“———————_.h_______m_______‘—*hhﬁh—___________ -

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

4 ] Pl : OMB No. 1615-0047
~ U.S. Citizenship and hnmgrauon Services EmiresoowmlP

T FELY 7 3 .:‘Z

o ' "}t.rsma.mé'(emnéma)
[Employeo Info from Section 1 Ca Zoriat
List A ListB
Identity and Employment Authorizetion Identity Employment Authorization
Document Tille | Document Title Document Title
lia | Driveds Licenge —ﬁﬂd-&aﬂh&gd_
Issuing Authority | Issuing Autho Issuing Authority
Document Number | Document Number Document Number
: 15492 |9 —%
Expiration Date ( any)(mm/ddfyyyy) .| Expiration Date {lfany)(man/yym Expiration Date (Ifany)(mnwm
1 _o1/11) 2014 N /A
Document Title 5
isauing Authory "| | [Adetonal information BT .
Documnent Number
Expiration Date (Ifany)(mm/dd/]am
Document Title
Issuing Authority 3
Document Number \
Explration Date (i any)(mmiodyyyy) .

Certification: | attest, under Penalty of perjury, that (1) I have examined the document(s) presented by the above-named empioyee,
(2) the ahove-listed documentys) appear to be genuine and to rejate to the empioyee 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): /[ 24 / | (See Instructions for exemhﬂons)

of Empioyer or Authorized Representative Today's Date mmiidlyyy) | Titie of Employer or N:roma ras$ntaﬁve
E i_-——__—m . ~/21/19 Aclpn injshes e $575 e
Last NameofEmplayercrAuhwized Representative FlrstNanaeofErnplayer or Authorized Representative

Empioyer's Business or Organization Name

A EMPLOYER SOLUTIONS STAYFING GROUP LLC |
Employer's Business or Organization Address (Street Number and Name) | City or Town i ,State ZIPCode
7480 FLYING CLOUD DRIVE  SUITE 200 MINNEAPOLIS MN 55344
8ction 3, Reverification and Rehlres (7o b?'cmp&mqnd'-,wﬂndbn-émﬂom-nr'é.#ﬁmwweﬂm:m Patsn
A. New Name (f agpiicable) B. Date of Rehire (¥ applicabig)
Last Name (Famiy Name) First Name (Given Name) Middie Initial | Date fmmvedsyyy)

e document or receipt thal eslablishes '

Document Title ' Document Number Expiration Date (if any) (mmAdalyyyy)

1 attest, under Ppenalty of perjury, that to the best of my knowladge, this employee Is authorized to work in the United States, and if
the employee presented document(s), the document(s) ! have examined appear to he genuine and to relate to the Individual.

Signature of Employer or Authorized Representative Today's Date {mm/ddlyyyy) Name of Employer or Authorized Representative

Form I-9 11/14/2016 N

B ——
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EMERGENCY CONTACT INFORMATION

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

4 ,
Employee Name: _&[m&ﬂ Sdﬂ%ﬂj o

Address: __ 256 ;’/ll ‘ _Ave Sgﬁuizlﬂldr MA) 5675
Home Phone; G 5' 5‘79— q? 77

Pleass list two peaple (in priority order) who could be Yoningted in case of gn emargency .
Contact #1 Home Phone:;

Name: Mol  Guillen

Cell Phone: 6’5' 592 75 ;7
Relationship: ,@ \e y'\&g

Work Phone:

Contact #2

Name: Sq\\) a\l@’\' gmnfldmeur :4

Relationship: Q Ve “el S

Home Phope:

Cell Phone: ; (3"?03 =76 ?0

Work Phone:

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



B

: - employer solutions staffing group. 7
Leveraging Resources in a Changing Market
Wage Payment Method Authorization (Minnesota) -
Employees have the option of receiving Wwages by Direct Deposit and/or P

_ Ifyon do not p; ovide a written election, wapes will be paid b
MO | BASTE 1) ORNAEION

SSfo(lastigits), .
Cn Zoe ik Ta s S L
& [BASF

Nata:DfrectDepnsitacmumsmaytakaaq) 10 7 days to be activated
A Paper Check (Please complete Section 5 below)

mplete Sections 4 and 5 below)
DIREGTE 1911705 |

0 Update Bank Account T understand and acknowledge that if] do not provide a
Bank Name: voided check with this direct deposit foﬂ_n, Tam
responsible for any delays in payroll or extra costs
incurred if the account number that I provide is incorrect,

Routing#
Account#

Acconnt Type: [ Checking [ Savings []Other

—_—

y!
i ary information and issye You a Payroll Debit
yompmtecﬁnn,theﬁnancialinsﬁunjonmayaskyoummvidethemaddiﬁona] identi ion information sg they can

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 packet ining all of the termg and conditions. You wil]
then sign acknowledging that You received the Payroll Dehit Card and packet, Your Payroll Debit Card will be reloaded on each Ppayday you receive
wages, _

CARDHOLDER INFORMATION (as you want your Payroll Debit éard to be issned)
First Name Ml

Last Name

Date of Birth

Street Address (POBOX NOT ACCRPTABLE)

City Stato

Social Security#

Zip Cell Phone (mobile)

RECEIPT OF PAYROLL DEBIT CARD (to be completed when you pick up your Payroll Debit Card)

Payroll Debit Card Account #

Payroll Debit Card Routing #

073972181

Ihave

quired tax withholdings, other required withholdings
Y account(s) as designated above and to initiate, if Necessary, debit entries and adjustmentsfor any credit entries
n.

*E-mail: @
this information will only be used to send your paystubs electronically

°

Employee's Signature: L%

Date: 0¢ - 2) -1r




Authorization

Authorization: By signing below,

Employment Screening to request information about

(b) anyone to provide informati
BGC and/or Orange Tree Emplo
Or more reports based on that |

yment Screening to p
nformation; and (d) E

share those reports with others for legitimate busine

and/or Orange Tree Employment Screening m
licenses and credentials, references,

you authorize: (a) bac

kgroundchecks.com (“BGC”) and/or Orange Tree

You from any public or private information source;
on about you to BGC and/or Orange Tree Employment Screening; (c)

rovide
mploy
SS pu

Employer Solutions Staffing Group, LLC one
er Solutions Staffing Group, LLC (“ESSG”) to

Iposes related to your employment, BGC
ay investigate your education, work history, professional

nal record, lawsuits, driving record, credit history, and any other information with public or private infor-

Printed name: /4] TZQ@L/& 11480
First Middle (O Last
none)
Other names used:

Current county of residence:

Current and former addresses:

current A5¢ 7+h Ave  Sou
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 info

checking for records, BGC will

/1

rmation sources require the following information when

not use it for any other purposes,

1/ |

_5«33..%4,."750;

Date of

birth

Social security number

Driver’s license number & state

Report Copy: if You are applying for a job or Jive in

a copy of the report by checking this box: .

@Q%@

Name as it appears on license

California, Minnesota, or Oklahoma, yoy may request

Wiernes 21de A):| 904

Signature

Date

5015



employer solutions staff Ing group.

Leveraging Resources in a Changing Market

STATEMENT OF CONFIDENTIALITY
e T WONFIDENTIALITY

Y\ E .
This agreement made this 2 éay of ¥ T da 2013, between
Employer Solutions Staffing Group LLC, hereinafter referred to as “employer”,
and : hereafter referred to as “employee”.

WITNESSETH:

Employee Signature

,I,ZUL =
Eﬁiﬁoyer Solutions Sta ing Group : resente




D

~ employer solutions staff Ing group.

Leveraging Resources in a Changing Market

Important/Im portante
LOST OR STOLEN PAYCHECKS

If a paycheck is lost (missing, misplaced, destroyed, lost in the mail, efc.), you
must notify your staffing recruiter that the check cannot be found. If it can be
verified that the check has not been cashed, ESSG wilj stop payment on the
check and re-issue the check to you, deducting a fee of between $25-$35,

CHEQUES DE PAGO PERDIDOS O ROBADOS

Si un cheque de pago se pierde (que falta, fuera de lugar, destruido, perdido en
el correo, etc), usted debe notificar a su reclutador de personal que el cheque no
Se puede encontrar. Sj se puede verificar que e] cheque no ha sido cobrado,
ESSG se detendra el cheque de pago Yy reemitir el cheque a usted, descontando
un cargo de entre $ 25 - $ 35, :

Si su cheque de Pago fue robado, primero debe denunciar el robo a la policia
antes de que podamos volver a emitir el cheque. Una vez hecho esto, usted
debe proporcionar una copia de la denuncia a sy reclutador de personal que el
cheque fue robado. Sj e| cheque no ha sido cobrado y si la pérdida del cheque
no fue su culpa, ESSG emitira un nuevo cheque y no hay cuota se deducira.

AGREED/SE ACUERDA—

Name/Nombre (con letra de molide): ﬁrmﬂn Z'm;a{la “ﬂlﬂ :Sgﬂ&" ai0
Signature/Firma; MEM




——

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.

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

| have read my responsibilities and agree to abide by these guidelines.

Signed: ' ' :

Printed Name: __{ ngmnzgrai &T{\ralv Qa«_\\ta&




rom OO0 Pre-Screening Notice and Certification Request for

(Rev. March 2016) the Work Opportunity Credit OMB No. 1545-1500

lrltamalq m&%&wm ) » Information ahout Form 8850 and its Separate instructions is at Www.irs.gov/form8850,

Yourname (Iiymen Zovai éa T Al L Social security number > 5 € 3. 51-.7—30/
Street address where you live 166 ;4\\ A\)Q_

City or town, state, and ZIP code S Q, '§'~l- \Dawl MM S50 23
County Telephonenumber (5] 5 90 9% ‘l'q_
\ If you are under age 40, enter your date of birth (month, day, year) 61 -1 7" - | qg '

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

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

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

* lamaveteran and a member of a family that received Supplemental Nutrition Asslstance Program (SNAP) benefits {food
stamps) for at least a 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 Affairs,

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

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

* Ireceived 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. ' .

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

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

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

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

~

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

Signature—All Applicants Must Sign

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

Job applicant's signature » ™5/ CWFYZ?V‘T;;:QM . Date >4/ —_’_% = ’)'

For Privacy Act and Paperwork Reduction Act Notice, see page 2, Cat. No. 228511 Form 8850 (Rev. 3-2016)
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’ 1. Have You or has anyone living with you received Temporary Assistan
at any time since August 5, 19972 (If yes, please provide information below.)

Form A (rev. 01/2016) TAX CREDIT QUESTIONNAIRE
EMPLOYER SECTION:
Client: Company:
Employer Solutions Group uPetT YO
Location: Position: -
?wJu c lrrm
j EMPLOYEE SECTION:
EEonee Name: Street Address; City/State; Zip:
| CarmenZ. Suy ﬁl"'lﬂ 0 25¢ W Ave So 55075
SS#: Date of Birth: Age; Hiwe you worked for [ It yes, location:
\5%3 ~8% -730l | oz 13/ 4qg thix Tves (oo
\
Please complete all questions, and sign and date the form. Yes No

Name of the person recetving benefits:
City: County:

ce to Needy Families (TANF)

Relationship to you:
State:

{If yes, please provide information below.)

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

Name of the person receiving henefits;
ity: County:

—

*if you checked Yes please provide q copy of your SSI documentation,

3. Have you received Supplemental Security Income (SSD) at any time
Please note, this is not the same as Social Security benefits (88) ar Social §

within the past 3 months?
ecurity Disability (SSDI) benefits,

S. Areyoua Veteran of the U.S, Military? *If yes, please provide q cq
(If yes, please provide information below, If no, please continue to question #6.)

Dates of Service - From: / / To: / /

Py aof your DD-214 and letter of separation,

Branch of Service:

Are you entitled to or are you receiving compensation for a service-connected disability?

If'yes, dates of unemployment - From: / / To:

6. Have you been unemployed at any time during the last 12 months?

/ /

Did you receive unemployment compensation at any point during your unemployment?

If yes, dates received unemployment compensation - From: / To: /

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; / /
Was thisa D Federal or D State conviction? If State - County: State:

L O gjg
O O Ojg

Are you a migrant or Seasonal farm worker?

CA Residents: D Are you the child of foster parents? D Do you receive CalWorks?

SC Residents: D Do you receive Family Independence Benefits?
PLEASE READ, SIGN, AND DATE:

D Workforce Investment Act?
Have you ever been convicted of a misdemeanor?

.

Under penalties of perjury, Ideclare the information above 1p be true and accurate to the best of my lmowledge, and | hereby authorize any agency, organization, or

individuals 1o supply such verification oy information that may be needed to determine tax credit eligibility 1o my employer, e

Consultants, Inc, dbg Retrotax), or the Department of Labor.

New Employee Signature; é 2@7;&

mployer representative {Associated

Date: _ OF — 2/'_ I7Z

B



Client:
Employer Solutions Group

Location: Employee Name:

Cormen S.Emk‘iuaol Hse3 ez 134 |

EMPLOYEE;

Please check the Statement(s) that apply to you and sign where -indicatcd below.

[0  Ihavebeen unemployed at any time during the last 12 months,

If applicable, dates of unemployment - From: To:
From; / / To: / /
From: / / To: / /
EJ 1 received unemployment Compensation during my unemployment,
If applicable, dates You received compensation - From; To:
: From: / / To: / /
From: / / To: / /

Please read, sign, and date;

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

Employee.Signatnre: v/i ;Z S o Date: o5/ ﬁ/./ }_2

RetroTax®
3730 Washington Blvd,
Indianapolis, IN 46205

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

Www.retrotax-aci.com




Leveraging Resources in a Changing Market

Notification of Minnesota Law Requirement —
Unemgloyment Acknowledgement

| understand by signing this form that | am responsible to contact ESSG within 5
calendar days once an assignment ends. | also acknowledge that | haye received
a separate copy of this form, (Initial)

-

f;’ zji S , . (j.)”negﬁ/ﬂé 7419{;/‘1/0.?0”'

Emeloyee Signature;

men Zora‘w_!a \ Sm\\fa

Employee (please print yolr name here)

CMG_SM - Rev. 09.2013

B ——

employer solutions staff iNg group.



\

Acknowledgement of Receipt Antiharassment Policy

I certify that | have received a copy of Employer Solutions Staffing Group's Antiharassment Policy. |
understand that it is my responsibility to read this policy and ask my supervisor, a member of
Management or to telephone Employer Solutions Group (ESSQG) at 952.835.1288/1.866.496.7573 with
any questions | may haye about this policy. | agree to comply with ESSG's policy on Antiharassment
and understand failure to comply is grounds for disciplinary action, up to and Including termination.

Employee Name (Please Print)

Grm o Zrm‘cl: meu Sow\\-\‘oga

Employee’s Signature;

Eo A Date;_@&Y-4/— [ 7_

22



REEEIPT OF EMPLOYEE HANDBODK AND EMPLOYMENT-AT-WILL STATEMENT

without cause or notice, at any time, No implied contract concerning any employment-related
decision, term of employment or condition of employment can be established by any other
statement, conduct, policy or practice,

I understand the foregoing agreement concerning my at-will employment status and the
company'’s right to determine and modify the terms and conditions of employment is the sole
and entire agreement between me and ESSG concerning the duration of my employment, the
circumstances under which my employment may be terminated and the circumstances under
which the terms and conditions of my employment may change. | further understand that this
agreement supersedes ajj prior agreements, understandings and representations concerning
my employment with the company.

DATE_ gy~ 2y~ 1+

NAVE - /ey Zorgids irad, Sabiagg

PLEASE PRINT
EMPLOYEE .
SIGNATURE 7L L 0 | poy gM’l

ESSG {ﬂ
REPRESENTATIVE z<®




e

m ACKNOWLEDGMENT

The associate handbook was reviewed with me, and | have received my' pérsonal copy. |also
acknowledge that | have been given the opportunity to ask Questions and express, concerns
during my orientation. Additionally, I understand ang Support the following: ‘

1. This handbook is intended as a guide and not an employment agreement that
creates a contractug| relationship, and that the employment relationship may be
terminated at the wijj of either party at any time.

2. The changing needs of the business will require alteration in method, practices and

policies, and the company will unilaterally revise, as Necessary, to meet these
changing needs,

4. lam responsible for the information provided herein ang will, upon my Separation,
return this handbook to my ESSG Consutant.

Date: 7- 21-17

Associate's Signature: M‘W ’

Associate's Printed Name: ﬂ armen7. S M\l‘t LN

Orientation provided by: 5# @

24



DRUG AND ALCOHOL
TESTING CONSENT FORM
1. | have been allowed to read ang inspect a written copy of ESSG policy on
drugs and alcohol.

consequences of such conduct; (c) my rights under the policy and the consequences if |
exercise certain rights; and (d) that certain events as described in the policy may result
in adverse personpel action, including my termination from employment with ESSG. |

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

pammzrwffﬁmgo Scw\'\m?f
Individual's Name
sernes 2idefl), =k

Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



Name (First and Last)

.\\\\\

@ employer solutions staffing group, Eg N G

Leveriging Resources in & Changing

Merker snhﬂmnyuup. et grug. 9
5.-‘Il¢uh-i L . bl B T sihidde Bweft‘ P'm Admimra'w
Enhanced MEC Plan_Plan 1
Benefits Enroliment Form T New Emploves L1 Rehire Rehire Date
Eniployce Ihforimation

Soclal Security Number
_ rmen | a0 SED .. ~ 730/
! |Address City State Zip Code
+15¢ ?/L Ave . S0, S};g-. eu\ Wi IS0 2
Gender LI"Male | Marital Status ¥ Single | Date of Birih _ Date of Hire
Tomalo | Ol Mamed 1 bivorcea| @57~ ]9~ 19%/ oY-2/_ |2
\. [Phone Numbgr: . Emall Address:
? (651!572-"/7—9’9’
Please Select Desired Coverage:
Employee Only - :’ Employee+Spouse - Employee+Child(ren) - Family -
$24.00/Week | $38.00/Week $36.00/Week $63.00/Week
Soctal Sacurity # Birth Date | Sex Relationship
MI Last Name Ell ll-i‘::ale = Spa”;ﬂfuﬂcc'ﬂdpm
Social SewﬁQ# Birth Date | 8ex Relaﬁonship
— e [1Spouse [ Child
Wi Last Name E ::lnale O Domestic Partner
| Social éaéu;ﬂy# Bith Date Sex Relaﬁomhié
First Name — W, ame EII ;ﬁ; . DSPI'-’:'"SE oo Child
P:AME c;F PERSON.GOVE.RED (FIRST, LAST);
EFF. DATE
EFF. DATE
EFF. DATE
Employea Acknowledgemant and Authorization - | hereby apply for the group benefit{s) as Indicated, acknowledge that ajj entries are true apd complete and that
any misstatements or fallure to report Information may be used as the hasig for cancellation of coverage for me and my dependant(_s), ifany, from the original
effectiva date, Further, | authorize my employer to make the Necassary payroj| deduction of premiums for covarages | have elegted,
fIF ENROLLING - YOU MUST SIGN HERE

Date

h
EMPLOYEES DECLINING - | am DECLINING coverage
lunderstand that | and/or my endents, if any, walve any coverage and desire to participate in the pian at a jatey
must meet the requirements defined i the Certifioate

date, liwe may he considered a late enrolles and
Gompany’s medical or dental plans. If | decline enroliment for myself or my dependants
Inthis pian, Provided | request enrollment within 31

hirth, adoption, placement for adoption of parting sult
raquest enroliment within 31 days of the event,

/ /7 I - r
X _Eﬂployae Signature MLS 4527 Date

o4~ 4| -¢7

e Employer Solutions Staffing Group Health Benefits Team
7301 Ohms Lane Sulte 405
Edina, MN 55439
Phone: 852-787-g519 Fax: 952-767-9515
Email: Healm@employersolutionsgroup. com

E—



Fixed Indemnity Medical Benefits_Plan 2

7 Vs 219301-ESG-1  |oFFicE UsE onty LOCATON RehireDate__/__,
ENROLLMENT FORM ESC CUUNAC-MN) P1
mr USING BLACK or BLUE INK (Must Be Filled Oug ™~
e Sy \inas s gy emer S92 g7 WX
SR G0

City | State Zip I Date of Birth
__ 0, Sjr Pau | LM N |55 ° s o IR |

B. DO YOU OR ANY. OF YOUR DEPENDENTS RECEIVE MEDICARE BENEFITS?
Medicare Health Insurance Claim Number (HICN)

o —

D Yes D No. If Yes, please continue.
' Medicare Effective Date

Name of Covered P;:;on (s): . h ) ?

TN s v s s e 4 e o e s e, e e

i 2

C. LIMITED BENEFITS PLAN SELECTION
You MUST select a covera

Payroll Deducted Weekly Rat,
ge level before any benefits in Section C. Your coverage level for the a| benefits in Section C will k
demnity Medical Plan, Dental Plan, Term Life Plan, and Short-Term Disability plans are underwritten by BC
nsurance Company. The Vision plan is underwritten b

y LOompanion Life Insurance Company,
SELECT COVERAGE LEVEL FlXEnln) INDEMNITY

= = -

&

2

g

S

(]

]

&
o
3

O -
w

ey DENTAL VISION TERMLIFE | SHORTTERM

Fmeloyeoonly [ 1] s2025 {f)|  se.7 Wb sz T s0e0 & s ]
Employee +1 [ $41.10 $12.34 $4.92 $0.90
Employee + Family [ ] $54.88 $20.36 $6.56 $1.80

NO to ALL Beneﬁ%;_[_;lves LINo | Cves [ne [ Ives CINo | [Tyes CIno | Clves TIne

"This coverage is not available to residents of NH, HI, or PR, 2STD is not available to persons who work in CA, HI, “I\TJ,‘ N?,C;Ti-ln
For Term Life / Accidental Death & Disrnemberment, please write in your beneficiary information, Accidental Death &
Dismemberment is part of the Term Life Benefit, '

Name

Relationship
D. REQUIRED DEPENDENT INFORMATION . ] .
Name ' Social Security # | Date of Birth | Sex Relationship s B
» e il L7 | IMI[F] | [spouse[ ] Child [ Domestic Partner
Name Social Security # ' Date of Birth ' Sex Relationship
I Il M__'__j " ) /7 ~ I IE ) O Spouse [ ] Child ] Domestic Partner
Name e ' Social Security # Dat;c;f Birth | Sex | Relationship RS
: - ) MITE] | Soouse [T chia T bomeste arner
Name  Social Security # | Date of Birth | Sex Relationship iy T e
e~ L | WE] ‘Dol ol Domestic Partner

£ REQUIRED SIGNATURE You @iﬁ@@?ﬁﬁ?E@]EY@E@E@EE}@?EEK?E'.f:f.:“f:
d its limitations, | understand that open enroliment is only available for
nett selection is a declination of coverage,

oarz_04 L SSN e e

R

This Is an Essential StaffCARE Enroliment Form,




