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EVerify

E-Verify: Print Case Detalls - Preview

SENSITIVE BUT UNCLASSIFIED

Case Vorification Numbar: 20172191921320U

Report Prepared: 080072017

- Rampany information__

Company ID: 47429 Company Nams: Empiayer Solutions Steffing Group

Employes information __

Last Nams: satrano First Name: eensyda

Dats of Birth: 05/20/1898 Socia) Sacurily Numbar; *** * go7n

Hire Date: 08/07/2017 Citizenship Status: An allen authorized o work

Document Information

List A Document: Employment Authosization Document (Form 1-786)

Alan Number; 204483130

Card Numbar: IOE0801830787 Documant Expiration Date: 01/02/2018

Cass Status Information

Current Case Result: Employment Authorized Employsr Case ID;

Casa Submitted On: 08/07/2017 Gm&lhmmny' 8GLABB32
SENSITIVE BUT UNCLASSIFIED

hﬁps:lle-vetify.uscls.govlweblPrlntCaseDetalls.aspx?CaseVarNum=201721 9182132QU
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PO Box 46270
Minneapolis, MN 55344-9956

Tel: 952.835.1288

www.esgstaffingsolutions.com

employer solutions staffing group..

New Hire Application

Personal Data~ PLEASE PRINT LEGIBLY IN INK

Last Name _©evvyewc First Name ‘beﬂ\g.g\e\es Middle Initial_ >
Street Address_\\\ C O \r\c}‘*&e S|k ' AptiSte

City/State/Zip Sy DY NMN - §S10% Social Security Last Four XXX-XX-
Phone Number {80 5Y° DY 3 3t F&  Emall Address @

Staffing Agency/Recruitment Partner

All offers of employment are conditional upon satisfactory proof of ldentity and legal abliity to work in the U.S.A.

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

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 indicated in this appilcation,
regarding my previous duties, responsibilities, performance, compensation and eligibility for rehire.

| understand that a comprehensive background check may be conducted to determine my eligibility for hire by certain cilents of ESSG.
This may include but Is not limited to, Investigations of criminal and/or conviction records, driving recards and/or a drug screen test as
required by clients, govemment regulations or by ESSG policies.

1 release ESSG and other persons or entities from any claims that might be based on ESSG's decislon to conduct a background check.
| certify that all statements made in my application are frue 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 empioyment or, if discovered after | begin empioyment, will result in my termination.

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

Seneudqg

Name (Print or type)

Os-cx+1%
Date

A copy or facsimlle ("fax") will be considered the same as an original signature. Emalil will ONLY be used for employment correspondence

For ESSG Office Use Only
DOH NHW I-9 8850 w4
Emergency Contact Info | Background Release Form Background Results Unemployment Letter ESC Application
(if applicable)
For ESSG Client Use
DOH ROP Work Site Loc. WC Code

ESSG - CMG_SM Rev. 0412017



Form W-4 (201.7) B B e N e ok oo o

Baslo Instruotions. If you aren’t exampt, complete conslder making estimated tax ents using Form
Purpose. Complets Form W-4 so that your the Personal Allowanzes Workahset}l,:télow. ghe 1040-Es, %ﬁg'ﬂ ﬂ"ls' Og:lrwlse,
employer can withhold the correct federal income worisheets on page 2 further adjust your Zg:uny auicd b, 605 ta fi st b d
tax from your pay. Conslder complet:g anew Form withholding allowances based on Remized “mmg;hsel:' Fo VOrIl ) W-%‘I” Grel
W-4 each year and when your personal or financial deductions, certain credits, adjustments to Income, adjust your olding on Farm W-4 or g
situation ges. or two-eamera/multiple jobs situations. mr?dnmm or multiple jobs, ¥f )J'og' hﬂave ath
Exemption from withhalding. If you are exem Complete all workshests that . However, you Working spouse or mora than one job, figure the
complete only lines 1, 2, 3, 4?an 7 and sign ‘mpat’ may claim fewer (or zero) alluwa:ggy. For regularyo t‘ma‘u"“';‘s er of ‘“"wﬂg’;“fgﬁwﬁg:a ”g:'na‘"‘
form to valldate it. Your exemption for 2017 expires wages, withholding must be based on allowances w y % mﬁ&fm Wil ggly ‘:‘;? e
Feur%r:s. 2018, 8ee Pub. 505, Tax Withholding you claimed and may not be a flat amount or wher 8I|L:u g “:',‘alﬂ"yed m’“ Fonﬁv" e
and ated Tax. percentage of wages. on & alowances are ciaimed on the Form W-4
fnrtha!h_lghas_t and zero alio u_—.__]__.%,-. fire
Nots: f enother person can clalm vou as-a.d o lead-ef hausshold. Generally, youcanolaimw gl ¢ on the ofhers. Bub. 505 for datail
an his or her tax retum, can't claim exemption of housshold {lling status on your tax return only If
from withholding if ur% income exceeds $1,050 you are unmarried and pay mynra than 609 of the ﬁ'g{;’“ﬂ’g&?‘ allen, if %"‘mﬁggﬂm sf':
and Inciudes more than $350 of uneamed Income (for costs of keeping ol{g a home for yourself and your N %dm'gfpp'%“m \eting this form
example, Interest and dividends). depend syor er qualifying Individuals, See Ll ens, belore completing A
na. An empl may be able to claim Pub. 501, ptions, Standard Deduction, and Chesk your withholding. After your Form W-4 takes
exemption from withholding even i the employee Is Filing Information, for information, usa Pub, 605 to see how the amount you are
a dependent, if the employse: Tax m ‘{:r:iu can h?il pv?g&?d mg cr:'dﬂs Into ?:r‘"" m‘:’guﬂmmﬁ” mjm?x
* Is age 85 or older, moldlr@ gﬂaxgnygg. Croedﬂs fol:gll}ldegr dependent exceed $130,000 (Singie) or $18(|J¥OD¥°(Marﬂsd).
» Is blind, or ocare expenses and the child tax credit may be claimed Future developments. Information about any future
o Wil clim scustments to Income; tax orods; or oo P 508 for mGrnekan on serverig You aiier  Lopioonts afoothg Form W-d (auches
7 s (-] -]
itemized deductions, on his or her tax return. ;:mga Into wﬂh{mld]n a,.SS,S,i‘m b ol aatg www.lrs.gov/wg, wers i
Personal Allowances Worksheet (Keep for your records.)
A Enter“1”foryourselfifnooneelsecancleimyoussadependent. . . . . . . . . . . . . . . . . . A j._
® 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 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, 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 avold having too [ittle tax withheld) . . . . . . .. ... ... ¢
D  Enter number of dependents (other than your spouse or yourself) youwlli claimonyourtaxretum. . . . . . . . D
E  Enter “1” if you will file as head of household on your tax retum (see conditions under Head of household above) E
F  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 include child support payments. Ses Pub. 503, Child and Dependent Care Expenses, for detalils.)
G  Child Tax Credit (including additional child tax credit). See Pub. 872, Child Tax Credit, for more Information.

* [f 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 children or less “2” if you have five or mare eligible children.

® If your total income will be between $70,000 and $84,000 ($100,000 and $119,000 if married), enter “1” for each eilgible child. G
H  Add lines A 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
Foraccuracy, | and Adjustments Worksheet on page 2.

complete all ® |f you are single and have more than one job or are married and you and your spouse both work and the combined
worksheets eamnings from all jobs exceed $50,000 ($20,000 if married), see the Two-Eamers/Multiple Jobs Worksheet on page 2
that apply. to avold having too little tax withheld.

s 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 employer. Keap the top part for your records.

2y w.4 Employee’s Withholding Allowance Certificate OMB No. 1545-0074

Department of the Traasury » Whether you are entitied to claim a eertaln number of allowances or exemption from withholding is 2 @ 1 7
Intemal Ravenue Service subject to review by the IRS. Your employer may be required to send a copy of this form to the IRS.

1 Your first name and middie Initial Last name 2 Your social security number

Se«n%ﬁ;kg ety l Daryroxien BLed 2 eoae
Home adtress (number and street or rural route) 3 Nhingle [J Mamied ] Manied, but withhold at higher Singlorate, . _
WiConaiteoss St & Note: 1 married, but legally separated, or spouse Is a nonvesident allen, cheok the “Single” box.
City or towr} state, and ZIP code 4 If your last name differs from that shown on your soclal security card, G
o\ | N eull MMN ss10 check here. You must call 1-800-772-1213 for a replacenient card. P[]
§ Total number of allowances you are claiming {from line H above or from the applicable worksheet on page 2) 5
6 Additional amount, if any, you want withheld from eachpaycheck . . . . . . . . . . . =l 6|8
7 | claim exemption from withholding for 2017, and I certify that | meet hoth of the following conditlons for exemption. .
® Last year | had a right to a refund of all federal income tax withheld because | had no tax liabllity, and -
* This year | expect a refund of all federal income tax withheld because | expect to have no tax liability.
If you meet both conditions, write “Exempt®here. . . . . . . . . . . . . . . » [ 7]
Under penalties of perjury, | declare that | have examined this certificate and, to the best of my knowledge and belief, it is true, corract, and complete.
Employee's signature
(This form Is not valld unless you slgn it) » Sexn M. Berrond Date> O 1.1
8 Employer’s name and address (Employer: Complete lines 8 and 10 only if sending tothe IRS)) | 9 Office code (optional) | 10  Employer Identification number (EIN)

AN

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



Employment Eligibility Verification USCIS

Department of Homeland Security OME g:l?;;_%o -
U.S. Citizenship and Immigration Services Expires 08/31/2019

*

P> START HERE: Read Instructions carefully before completing this form. The Instructions must be available, elther In paper or electronically,
during complstion of this form. Employers are liable for errors in the compistion of this form.

ANTI-DISCRIMINATION NOTICE: It is illegal to discriminate against work-authorized Individuals. Empioyers CANNOT specify which
document(s) an employee may present to establish empioyment authori_zaﬂon and identity. The refusal to hire or continue to empioy

SioCigitsie 2,

LITE &XD

5 It sic|(=

Bestion 1. Employés Infarmation and Allestation {Eyeea must complete and atgnoﬁm 1 of Farm (-9 no ater

than the first day of employmen, but pat histore aacepting & jab affer ) G

Last Name (Family Name) First Name (Given Name) Middle Initial Other Last Names Used (i any)
Sevrana Seneuca =)

Address (Street Number and Name) Apt. Number | Clty or Town State ZIP Code

1\ LQT'\% 5g§n &t € Saaivir Akl MN | S

Date of Birth (mm/ddjyyyy)  |U.S. Social Security Number | Employee's E-mail Address Employee's Telephone Number

10D-20. 1996 |Bldd- b1 -[Woid WS\ DB jpory |

| am aware that federal law provides for Imprisonment and/or fines for false statements or use of false documents In
connection with the completion of this form.

| attest, under penalty of perjury, that | am (check one of the following hoxes):

[ 1. Acitizen of the United States

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

JEI“' A lawful permanent resident  (Alien Registration Number/USCIS Number): ?_g—‘ = L—\q > \o0

o An allen authorized to work  until (expiration date, if applicable, mm/dd/yyyy): Ql <0 :2 . ‘ ﬂ
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 to complete Form I-9: ,,,ﬁ':,",,e,‘,’g‘,,?#:g;m

An Allen Registration Number/USCIS Number OR Form I-94 Admission Number OR Forelgn Passport Number.

1. Alien Registration Number/USCIS Number: 204. USRS {20
OR

2, Form 1-84 Admission Number;
OR

3. Foreign Passport Number:

Country of Issuance:
Slgnature of Employee Today's Date (mm/dd/yyyy)
== N S 0% -c= v\

[Fréparér andlor Translatér Oertilication (shedk one); e -
{tid nat upe d pregarer or trdnslator. 1 [ ] A Arepdrer(d) aHator translatol(s) psgﬁt&d i qrmplayes in phmpleting Section 1.
(Figlds balow myst by pompiefed and signedl when preparsrs end/for lranslators assist ah émpiayes In ﬁmwmd Bpation 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/AdAyyyy)
Last Name (Family Name) First Name (Given Name)
Address (Street Number and Name) City or Town State ZIP Code

@ Employer Completes Next Page @

Form I-9 11/14/2016 N



Employment Eligibility Verification USCIS

Department of Homeland Security oml; ::TJ;:W

US. CiﬂzanslﬂpandlmnﬂgmhnnSarvices ks _ Bxpires 08/31/2019

| Document Title Document Title

Employse Info from Section 1 - bl ‘ immigraion Stahas
ListA : = (171 —=
Identity and Employment Authorization Identity Employment Authorization

I' Issting Authorfty Tasuing Authorily

| Document Number Document Number
“Expiration Date 7 ary)(mm/aciyyyy) Expiration Date (7 any)(mm/idlyyyy)
| [Additonal Information - Do VR T e
Document Number !
Expiration Date (i any){mmiiahyyy)
Document Titie
Issulng Authority
Docurnent Number
| Expiration Date (¥ any) (mmvddiyyyy)

Certification: | attest, under penalty of perjury, that (1) | have examined the document(s) presanted by the above-named employee,
(2) the above-listad document{s) appsar to be genul to relate to the employee named, and (3) to the besat of my knowledge the
employee is authorizaed to work in the United

(ﬂq}e employee's first day }fmploymong {mmpdd/yyyy): Q%- m -2 Fo {j (See instructions for exemptions)

of Empl Rep Today's Date (mmtddyyy) | Title of Employer or Authorized Representative
o~ = L 7 Recruiter

Last Name of Employer or Auth nqma% First Name of Employer or Authorized Representative | Employer's Business or Organization Name

Glasby Shelby Employer Solution Staffing Gro
Emplayer's Business or Organization Address (Street Number and Name) | City or Town State  (Z1P Code

7480 Flying Cloud Drive Suite 200 Eden Prairie MN 55344

_Lagt Name (Family Name) First Name (Given Name) Middle Initial | Date (mmAidAyyy)

G the employes's pravious grant of Srpleyment Aulharzalion has sxpired; provids T TG ation for the dodumient or fecelpt that eslablishes |
Mwwmﬁwmumww R S R S T TR
Document Title ' Document Number . Expiration Date (i7 any) (mm/ddAyyy)

1 attest, under penalty of perjury, that to the beat of my knowledge, this employee Is authorized to work In the United States, and If
the employee presentad document(s), the document(s) | have examined appear to be genulne and to relate to the Individual.

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

Form I-9 07/17/17 N Page 2 of 3
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EMERGENCY CONTACT INFORMATION

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

Employee Name: _SUiMOnpa  Seoyand
Address: Yo St © gl WMN_ Soio

HomePhone: QST S1 o S 2

e . BEMERGENCY CONTACTS D S
Plgase Hst two peaple (i priotity order) wha vould be contacted il cdse of an emergency
Contact #1 Home Phone:
Name: mﬂﬂ 10 S&rano Cell Phone: 1.5 - DA% %7 )3
Relationship: \'bvom.a r Work Phone:
Contact #2 Home Phone:
Name:YUlgaani Serrano Cell Phone: \L5 | DU e
Relationship: 2Ot 00 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 option of receiving wages by Direct Deposit and/or Payroll Debit Card.
If you do not provide a written election, wages will be paid by paper Clreck.
S LN BASIC INE ORI ON

Employee Name SSN# (last 4 digit: Effective Date

DLOENSI —TSVTNE | BYUB T LoD 08 -G1- 11
SEERIONTEEDINN @ [ 5 G N

%A Direct Deposit (Please complets Sections 3 and Shelow)  Note Direct Deposit accounts may take up to 7 days to be qacttvated
|| Payroll Debit Card (Please complete Sections 4 and 5 below) || Paper Check (Please complete Section 5 below)
SECEION 3 DIREGE DEPOSEL

{1 Update Bank Accoumnt

T understand and acknowledge that if I do not provide a
voided check with this direct deposit form,I am
responsible for any delays in payroll or extra costs

¢ incurred if the account number that I provide is incorrect.
B G 99| BduaD

Initial_ & B Date Q% OF—-\~
Account Type: W/ Checking [ Savings [1Other

*  Tohelp us avoid making an exror, please attach a copy of a voided check. (a deposit slip will not work)
*  Ifyou change banks, donntolnseyomoldbmkawountnnﬁlyonrdirectdepnsithassim‘tedatﬂxenewbank,whichmaymkeZpuypeﬁods,

[
Routing? 094 10000 194

(8
5
¢
|

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 tarms and conditions. Yon will
then sign acknowledging that you received the Payroll Debit Card and packst. 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 MI. Last Name Date of Birth
Street Address (o Bax NOT ACCEPTARLE) 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

T 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
anthorize 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: 3%%« —edyawnic Date: ©& 0= \}=
SLCTION 5 AUEFHORTIZNFTON
1 authorize ESSG to directly deposit my periodic wages/compensation payments, net of required tax withholdings, other required withholdings
or autharized 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: @
this information will only be used to send your paystubs electronically

Employee's Signature: E‘ A ng Datee_ €-7 i




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

MWHMWMWWeM. 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 Information: Please print the information requested below to identify yourself for BGC.

Printed name: Senen ap\_o\ | Go) SeTranNg
First Middle (O Last
none)
Other names used:

Current county of residence:

Current and former addresses:

K v current L1 MWL%I eSS StE St MY STic-
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.

0S- 20 1984 DYE DA OO
Date of birth Social security number

WU IrasY |3 Senfarla geoatil Serwno
Driver’s license number & state N

ame 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:

Sef\eu_c\.m Sexyonc 0%- 01 ol T}
Signature Date




employer solutions staffing group.

Leveraging Resources in a Changing Market

STATEMENT OF CONFIDENTIALITY

This agreement made this’T‘T‘day of , 201_{, between
Employer Solutions Staffing Group LLC, hereinaftg} referred to as “employer”,
and hereafter referred to as “employee”.
WITNESSETH:

For the duration of my employment and after resignation or termination of
this employment with employer, for any reason whatsoever, the employee shall
not use or disclose to any other person or company, and confidential or
proprietary information or know-how related to the business of the employer.

In view of the difficulty of determining the amount of damages which may
result to the employer from a violation of any of the provisions hereof, the
employee agrees to pay to the employer the sum of $10,000 as liquidated
damages for every such violation; provided, however, that the payment of such
amount as liquidated damages shall not be construed as a release or waiver by
the employer of the right to prevent any such violation in equity or otherwise.

Seneudar Serana

Employee Signature




< employer solutions staffing group..

Leveraging Resources in a Changing Market

Important/Importante
LOST OR STOLEN PAYCHECKS

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

If your paycheck was stolen, you must first file a police report before we can re-
issue the check. Once you have done so, you must provide a copy of the policy
report to your staffing recruiter that the check was stolen. If 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, etc), usted debe notificar a su reclutador de personal que el cheque no
se puede encontrar. Si se puede verificar que el cheque no ha sido cobrado,
ESSG se detendra el cheque de pago y reemitir el cheque a usted, descontando
un cargo de entre $ 25 - $ 35.

Si su cheque de pago fue robado, primero debe denunciar el robo a la policia
antes de que podamos volver a emitir el cheque. Una vez hecho esto, usted
debe proporcionar una copia de la denuncia a su reclutador de personal que el
cheque fue robado. Si el 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 molde): Qe,ng! ‘dg Skﬂ'& | @]

Signature/Firma: 9 WO




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

Noti

your physical condition.

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

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

Signed:

Printed Name: °Q"‘N°ﬂ& Serrano




- 3850 Pre-Screening Notice and Certification Request for

(Rev. March 2016) the Work Opportunity Credit OMB No. 1545-1500
E,‘.’Sﬁ,’;,’“ﬁ‘é“v&'u?%m, ) » Information about Form 8850 and its separate instructions is at www.irs.gov/form8850.

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

Yowname Qenevclo. Seoaaa Soclal security number > _E5la@> 9. g0

Street address whereyou live  \\\ € o r e ==, ST £ Sadn A\
J

City ortown, state, and ZIPcode YMIN  STI0T

County M&eﬁ Telephonenumber (1S | 2% F0 79

If you are under age 40, enter your date of birth (month, day, year) 0 S L0 Y4 9 u.

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

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

* | am a member of a family that has recelved assistance from Temporary Assistance for Needy Families (TANF) for any 9
months during the past 18 months.

* |am a veteran and a member of a family that received Supplemental Nutrition Assistance Program (SNAP) benefits (food
stamps) for at least a 3-month period during the past 15 months.

® | 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 oider and | am a member of a family that:
a. Received SNAP benefits (food stamps) for the past 6 months; or
b. Recelved 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.

* | received supplemental security Income (SSI) benefits for any month ending during the past 60 days,

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

3 [ Check here if you are a veteran and you were unemployed for a period or periods totaling at least 8 months during the past
year.

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

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

6 [ Check here if you are a member of a famlly that:
* Received TANF payments for at least the past 18 months; or
° Received TANF payments for any 18 months beginning after August 5, 1997, and the earfiest 18-month period beginning
after August 5, 1997, ended during the past 2 years; or
* Stopped being eligible for TANF payments during the past 2 years because federal or state law limited the maximum time
those payments could be made.

7 [0 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 Is, to the best of my knowledge, trus,
correot, and complets,

Job applicant's signature >
For Privacy Act and Paperwork Reducti

rrand Pate JF1- 0 - ! 2

ct Notice, see page 2. Cat. No. 22851L Form 8850 (Rev. 3-2016)




Form A (rev. 01/2016) TAX CREDIT QUESTIONNAIRE

EMPLOYER SECTION:
Client: Company:
Employer Solutions Group
Location: Position: Starting Wage: $
EMPLOYEE SECTION:
Employee Name: Street Address: City/State; Zip:
ANC A SaH AT IV [SGIBY-
SS#: Date of Birth: Age: Have yon worked for | If yes, location:
i b
CL6-89-Loe| 05 /2g/i9aw |2\ | Hpgyrmmpyr
Please complete all questions, and sign and date the form. Yes No
1. Have you or has anyone living with you received Temporary Assistance to Needy Families (TANF) D |:|
at any time since Augnst 5, 1997? (if yes, please provide information below.)
Name of the person receiving benefits: Relationship to you:
City: County: State;
2. Have you or has anyone living with yon received Food Stamps (SNAP) at any time during the past 15 months? I:] I:l
(If yes, please provide information below.)
Name of the person receiving benefits: Relationship to you:
City: Connty: State:
3. Have you received Supplemental Security Income (SSI) at any time within the past 3 months? D I:I

Please nots, this is not the same as Social Security benefits (SS) or Social Security Disability (SSDI) benefits.
*If you checked yes please pravide a copy of ‘your SSI documentation.

4. Have you received any type of vocational rehabilitation services within the past two years? ] |
If yes, please indicate which type of agency you worked with and provide their location information below:
D Vocational Rehabilitation Agency Ij' Dept. of Veterans Affairs I:I Employment Network (Ticket to Work Program)
Name of Agency: Phone #;
City: County: State:
*If you checked yes please provide a capy of your active Individual Work Plan and Ticket to Work documentation.

5. Are you a Veteran of the U.S. Military? *If yes, please provide a copy of your DD-214 and letter of separation.
{If yes, please provide information below. If no, please continue to question #6.)

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

|
[

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

If yes, dates of unemployment - From: / / To: / /
Did you receive unemployment compensation at any point during your unemployment?
If yes, dates received unemployment compensation - From; / / To: / /

7. 'Have you heen convicted of a felony or released from prison for a felony conviction in the past 12 months?
Conviction Date: / / Release Date: / /
Was this a [_] Federal or [_] State conviction? If State - County: State:

O O O3
O O O;

_ : Additional Tax Credits

IEC (Native American): Are yon ar your spouse a member of a Native American Tribe?

*If you checked yes please pravide a copy of "your CDIB card,

CA Residents: D Are you the child of foster parents? D Do you receive CalWorks? D Workforce [nvestment Act?
I:I Are you a migrant or seasonal farm worker? D 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, I declare the information above to be true and accurate to the best of my knowledge, and I hereby authorize any agency, organization, or

individuals to supply such verification or information that may be needed 1o determine tax credit eligibility to my employer, employer representative (Assaciated
Consultants, Inc. dba Retrotax), or the Department of Labor.

New Employee Signature: < :zgj)g ulgiu g,g CYCAn, Date: OB 01 \71

O
[}




Qualified Long-Term Unemployment Reclplent

ADDENDUMTO lRSForm 8850 Pre-Screening Notice ;
Client: Company:
Employer Solutions Group
Location; Employee Name: SS#:
Senevda Sexravnie Bab - woHe

EMPLOYEE:

Please check the statement(s) that apply to you and sign where indicated below.

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

If applicable, dates of unemployment - From: To:
From: / / To: / /
From: / / To: / /

[J  Ireceived unemployment compensation during my unemployment.

If applicable, dates you received compensation - From: To:
From: / / To: / /
From: / / To: / /

Please read, sign, and date:

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

Employes Signature: Date:
%eheu‘da Da Tanc O% 01\
RetroTax®
3730 Washington Blvd.
Indianapolis, IN 46205

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



@

2

employer solutions staffing group..

Notification of Minnesota Law Requirement —

Unemployment 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 fo
affirmatively request an additional suitable Job assignment, (2) refuses
without good cause an additional suitable job assignment offered, or (3)
accepts employment with the client of the staffing service, is considered to
have quit employment.

It is your responsibility to contact ESSG (for instance, by calling 952.277.5227 or
using any other form of contact) for additional assignments. If you fail to do so, it
may affect your unemployment benefits.

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

Eﬁmp@’ ,.:Omﬂ@ OB-0n< V3
eg $ignature: Date:

ww&a&m

Employee (please print your name here)

CMG SM .- Rav nNaon1a



DRUG AND ALCOHOL

TESTING CONSENT FORM
1. I have been allowed to read and inspect a written copy of ESSG policy on
drugs and alcohol.
2 i have read the entire contents of this policy and | am aware and full

3. I hereby voluntarily consent to ESSG, or its health service providers, or
other persons or entities acting for or with them, to collect a body component (blood,
urine, breath, or any combination thereof) from me for testing for algohol and/or drugs. |

| Se—hq_x,o\o\ Seyand

ndividual's Name

0% 01 1
Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



m ACKNOWLEDGMENT

The associate handbook was reviewed with me, and | have received my personal copy. | also
acknowledge that | have been given the opportunity to ask questions and €xpress concems
ing my orientation—Additional y. Tunaderstand and support the following:

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

2. The changing needs of the business will require alteration in method, practices and
policies, and the company will unilaterally revise, as necessary, to meet these
changing needs.

3. lagree to notify my ESSG Consultant immediately of any change in my personal
data such as phone number, address, emergency notification, etc.

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

Date: 0% 08.13-

Associate's Signature: ___ Sev Widie, Cenroin
Associate's Printed Name: M&dﬂ_&_@_ml

Y
Orientation provided by: ;

24



ix & Le‘wrgr;;loyer solutions staffing group,

g Resources in a Changing Marker Rl " vt b.: :.:.
Enhanced MEC Plan_Plan 1

Benefits Enroliment Form

Employce Information

Name (Firat and Last)
?ene\_.gdq Seteino B - 2% D70 E
Address ;ﬁ
W CONaYess sty & S @l Sy
Gender Male uaumamﬁ’ Single T Date of Birth Date of Hire '
male | I Mamied 5 pivorceg 0S:-20o- 1A\ '
Phone Number: Addreas; e
\oS1 -2y =
Please Selgct Desired Coverage: :
- | Employee Only - D Employee+Spouse - |: Employea+ChlId(ran) - D Family -
$24.00/Week $38.00/Week ‘ $36.00/Week $63.00/Week
. T é;;s:wﬁ_’.. " 'g.,.,."n...' LT Rel, " \_,p
: o O mate Os O chia
LU Laat Name O Female pﬁmDnmuﬁcPamm- |
B WSWM.‘ Birth Date | Sox T R&aﬁonship | ‘
A - O feme TR D0
A PR iy Lok l bl i gk A Ly g il Sr S A il 25 e Sgha g 2
> Soclaj Slcuﬁly # BithDate | Sex Relatinnship
it Narms = Tast Nams | _Ell gﬂm:l. DSplo:ulse o ‘Euﬁ ?ﬂld
NAME OF PERSON COVERED (FIRST, LAST):
’ EFF. DATE
EFF. DATE
EFF. DATE
Employee Acknowisdgemant and Authorization - | harshy apply for the

group bensfit{s) as Indlcated, | acknowletgo that all antries are true and complete and that
any m| nts or fallurs to sport Information may be used as the basis for canceliation of coverage for me and my doplndont(l). Hany, from the original
effective dats, Further, | authorize my employer to make the Nacessary payrolf deduction of premiums have elected, ’

for coverages |
IF ENROLLING - YOU MUST SIGN HERE

Employsa Slgnatura
EMPLOYEES DECLINING

lunderstand that] and/or my and desire tp participate In the plan at a later date, e conaldersd a laty snroliea and
must meet the requirements d for the com 8 medical or denta| p 1 decline onmllmentfornm-lformydcp-ndmh
(including My 8pouas) because of

mysaif or my depend In this plan, provided I request snroliment within 31
days after the other coverage ends, | addition, if a new dependent relationahip forms ag birth, adoption, placement for adoption of parting suit
of adaption, | may be abile to enroll myself or my dependent, provided | Taquest enroliment within 31 days of the evant.

IF DECLINING- YOU MUST SIGN HERE

st somere N3l 0 N = (%07 1%
I Employer Solutions Staffing Group Health Benefits Team

7301 Chms Lane Suite 405
Edina, MN 55439
Phone: 952-787.9519 Fax: 952-767-9515
Emait; HeaIth@employarsoluﬂonsgmup.com




CTToesry smewicit penetits_Plan 2

VSl . 2190018561 [ormes v oo locaTon Rehire Date__, ;"
ENROLLMENT FORM ESC CUUNAC-MN) p1 1
A. REQUIRED EMPLO ORMATIO PRINT USING BLACK or BLUE INK (Must BeFilledOut)
Name Social Security # Home Phone ex
—DENSUCK  Servavno © 29 wo1g | S Duy %‘ILL I
Address

A
Nlconacess sre

Zp Date of Birth
ST A | ™MW | “ssio 0S 120/ 151c

QIE&Q.!‘!&EI&&E!@.&S}.@NM&

Medicare Health Insurance Clajm Number (HIC

~ Medicare Effective Date e e
o o Gy [t ey
1. ) :

C. LIMITED BENEFITS pLAN e e

i '_'::...._..-_._'__..!i'.ezpfgl"Peﬂﬁtzﬂi\!s_-_k!x_._.. te
You MUST select 5 coverage level before any benefits in Section C, Your coverage level for the all benefits in Section C wil| b
identical. The Fixed Indemnity Medical Plan, Dental Plan, Term Life Plan, and Short-Term Dis
Insurance Company. Th

ability plans are underwritten by BCt

e Vision plan is underwritten by Companion Life Insurance Company.

: FIXED INDEMNITY SHORT-TERM

SELECT COVERAGE LEVEL MEDICAL * PENTAL __ ﬁSION TERM LIFE | DISAB_II.IT\" |

g d T S B waZl
Employee +1 [] $41.10 $12.34 $4.92 $0.90

ath & Dlsrnembarment, please write in your beneficlary information, Accidental Death g
Ismemberment is part of the Tarm Life Benefit,

Relationship
D Q RED D D OR AHO
Name Social Security # | Data of Birth | Sex Relationship
Nama T | 17 MIE] = Spevse L ] chid ["] Domestic Partner
Name Social Security # | Date of Birth | Sex Relationship
ool G d el esanise oot MIE] | (Tspouse[chia [IDomestic Partner
Name Social Security # | Date of Birth | Sex | Relationship
........... i — T __....-».@...LEEE?E&?..D.__S"_“HQ.9.9!2‘3?335 Partner_
Name Social Security # rDate of Birth | Sex ' Relationship

E. REQUIRED SIGNATURE YOU MUST siGN AND DATE, EVEN IF YOU DECLINE COVERAGE
T S i = >
I have read the benefit packet and understan

o 08,0720 3 B — Suneqla Senaung

S et e e ey,

This is an Essential StaffCARE Enroliment Form,



