] 7/6/2017 E-Verify: Print Case Detalls - Preview

E'Verify

SENSITIVE BUT UNCLASSIFIED
Caso Varification Number: 2017187153154XE
Report Prepareg: 07/08/2017
Gompany ID; 47420 Company Nams; Emplvyu&hﬂmam&m
Employes Information _
LastName: Smith First Name: Anfjuane
Dats of Bisth: 10/30/18g7 mmnm**m
Hire Date: 077082017 msmpsmsmdumomeumusm
Document Information
——OTTABNOND
List B Document; Dﬂwﬁnoamwmmlnuedbyaua.shhorwwmmn Uncnmmnt&dalsewwcw
Dooumnent Name: ID card Document State; Minnesota
Dllvu'al.bansaorlbcaldumnbu: Dmmﬁm&aﬂmbah: 10/30/2018
Caaa Status Information
N_;
Current Case Result: Employment Authorized Employer Cass ID;
Casa SBubmitted On; a7/068/2017 Gauswmlibdﬂy: CDEL8113
SENSITIVE BUT UNCLASSIFIED

htlps:lla—veﬁfyuscls.govlweblPﬁntCaseDatalls.aspx?CaseVarNum=2n171n71m«=av-=
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Th don't 1o supplemental Nonwage | Ifyou havaa | unt of
Form W-4 (2017) Qroater an §1,600 05 *° SUPPIemertal wages NOTWags Inoomer s Interest of cyidene
Basio Instructions, If you aren't exempt, complete gonsider maldng e’“%“’bd iiaxd’:ayments using Form
Purpose, Complete Form W-4 2o that your the Personal Allowances Worksheet balow, -, 040-E5, Estimated En for ndviduais. °"'°{W'8°-
employer oan withhold the correct federa] Income Warkshests on page 2 further adjust your you may owe addlﬂugabtag.oa Pz ':,“"9 oo febad 1d
tax from your pay. Consider completing a new Form withholding allowances based of itemized annuity nome,:e'gl ub, For “'," 0 V?,“ Snou
W-4 eacgi::r and when your personal or finanglal deductions, certain crediis, adl{l‘ﬂnentstu Income, 2dlust your withholding on Form W-4 or W-4p.
situation changes, or ers/multiple jobs situations, 'lwrnl:desmam or mulﬁpletg':nhs.nlf 1}!0; t;’ave ath
Exe from withholding, If Complete all worksheets . H 2 tota] m3,2Pouse ar mara than one job, figure the
com’;’:”;?eo:nly I'l'rluss 1, 2?3, g,gangplua:&e s}?n.‘e';lhpat' may ,52,’,,, kwezv(‘c):r Zero) alltgvavtanaggéy Fogguyelraryou M:'"""g‘s er of allowﬂgr;lcss y?rgara enﬂtledg olaim
form to valldate it, Your exemption for 207 expires wages, withholding must be based on allowancas by &gur - ‘;??lﬂs u;il.?ily b 32'%%';?”&'?“
:negmn‘last,eg%]& Ses Pub, 505, Tax Withholding ;De:':::lr;.tl?geed o?nv?a Zl:’! not be a flat amount or when all aliowances are olalmed on the Form W. 4
for the highest [gb and zem allowancss ges
Note: If another person can olelm you as a dependent Head of housshold, Generally, you can claim head —mwmmg%ﬂg 88 Pub. 6505 for detallg
on his or her tax retum, ou can't olalm exemption == ausenoid fling stetus-onyour tax fet "'°"t'g'f N dent allen, If dent al
from withholding If your total ineeme eyaac 1o, D5 you ars unmaried and pay more than 509 of the Notioe agent ekl ) e, e
and Inoludes mars tha $350 of uneamed income (for Costs of kesping up & home for yourself ang our None a 'stppeg‘m "“l g.ﬁg'f‘n ons for
example, interest and dvidends), dependentie) o other qualifying Individuals, San cnresident Alens, before completing this form,
ns. An empl may be abls to claim Pug. 501, mpﬁonal, Standard Deduction, and Check your withholding. After your Form W-4 takes
mmoﬁom Who,gﬁw ifthe employeg is Filing Information, for fnformation, effect, use Pub. 605 to see how the amount you are
a dependent, if the employse: Tax melms. Youoantakapm]gctadtagmdh into gggq.‘,’"{.!'gggu‘ﬂ eag;c!;g;;; m{,mgﬂ*
» 8 30 65 or i, Wihating Somaice Sovmsenmberct excse $150.000 {Sigl) o S160000 e
» |s blind, or care expenses and the child tax credit may be claimed Future developments. Information about any future
« Wil olaim adjustments to Income; tax oredits; or using the Parafgnal Allowances Worksheet below, Fe\'l:llggmama affacg&g Form :IV-4 (such alag
itemized deductions, on his or hertax retum, séam”ﬁtﬁ“ﬁm,ﬂ.',?&"muﬁgmgm"g L aefg wwwgg:.eg%/w& YW reifane 1) wil be o
Personal Allowances Worksheet (Keep for your records.)
A Enter"‘l"foryourselfifnooneelsecanclaimyouasadependent. B OGRS I0NCERG 1 e, [T e A
® You're single and have only one job; or
B  Enter*1* i ® You're married, have only one job, and your spouse doesn’t work; or B
® Your wages from a second Job or your spouse's wages (or the total of both) are $1,500 or less,
C Enter*1"for your spouse. But, you may choose to enter *-0-* jf Yyou are married and have either a working spouse or more
than one job. {Entering =-0-» may help you avoid having too little tax withheld) . . | | | © 0 o 0 o o b c
D Enter number of dependents {other than your Spouse or yourself) you will claim on your tax retum. . 9@ D D
E  Enter*1”if you wiil file as head of household on your tax retum (see conditions under Head of housshold above) E
F  Enter*1= i you have at least $2,000 of child or dependent care expenses for which you plan to claim a credit F
(Note: Do not inciude child support payments, See Pub. 503, Child and Dependent Care Expenses, for detalls.)
G Child Tax Credit (including additional child tax credit). See Pub. 972, Child Tax Credit, for more Information,
® If your total income will be less than $70,000 ($100,000 i married), enter *2” for each eligible child; then less *1* if you
have two to four eliglble children or less 2" if you have five or more eligible children,
* If your total income will be between $70,000 and $84,000 ($100,000 and $119,000 i married), enter “1” for each eligblechid, @
H  AddlinesA 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 Hemize or clalm adjustments to Income and want to reduce your withholding, see the Deductions
Foraccuracy, | and Adjustments Worksheet on page 2,
complete all ® If you are single and have more than one job or ara married and you and your spouse both work and the combined
Worksheets eamln?s from all jobs exceegﬂig0,000 ($20,000 # married), see the Two-Eamers/Multipie Johs Worksheet on page 2
that apply. to avold having too littie tax held.

® if neither of the above situations applies, stop here and enter the number from fine H on line & of Form W-4 below.

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

N W"4 Employee’s Withholding Allowance Certiificate OMB No. 1545-0074
m
Teasury » Whether You are entitied to claim a certaln number of allowances or axemption from withholding Is
m .?&';'Egmm subjact to review by the IRS. Your employer may be required to send copy of this form to the IRS, 2 @ 1 7
1 our first name and middie initial Last pame N uv soclaL‘gfua n r
émfpgam Q.. M Th ST Y "
Home ’t‘?"’m ("1?‘_3' and streat or rural routs) 8 it single [ Marmied L] Married, but withhold at higher Single rats,
i TI Q MK& a U e alls o Note: If manied, but legally separated, orspouse s a nonresident allen, check the "Single” box.

T‘cuy; °]" tou;; E_s'm‘i' and szﬁojde E I » 4 M your last name differs from that shown on your saclal security card,
C » S E] l O,g 1 check here. You must call 1-800-772-1213 for a replacement card. b ]
§  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 each paycheck 5 6 0 -0 & 6%
7 lciaim exemption from withhoiding for 201 7,and| certify that | meet both of the following conditions for exemption,

® This year | expect a refund of all federa income tax withheid because | expect to have no tax liability.
If you meet both conditlons, write “Exempt” here. ., . . S S SRR o [, |
Under penalties of perjury, | declare that | have examined this certificate and, to the best of my knowledge and belief, it is trug, comrect, and complete,

fﬂggﬁﬂ: :tlgr\'l:lt;:jr:nless yousignit.) » / A’{\'T_J M, S[m : 'Th Date p- l (0 /

8 Employer's name and address (Employer: C‘.'omple'te lines 8 and 10 only if Eendlng tothe IRS)) ! 8 Office code {optional) I 10 Empioyer Identification number (EIN)

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 Form I1-9

- : . : OMB No. 16150047
Foiis U.Ss. Citizenship and Immigration Services E‘pmoom 1,202;
> START HERE: Read Instructions carefully bafore completing this form, The Instructions must be avallable, either In paper or electronically,
during completion of this form, Empl

0ysrs are llahie for errors in the completion of this form.
ANTI-DISCRIMINATION NOTICE:

Itis illegal to discriminate against work-authorized Individuals,
documenit(s) an employee may present 10 establish employment autho

an individual because the documentation presented has g

ns llegal discrimination,

Emp nfe ion and Afests Employeks musl camplete and sign Sedtian 1 of Form 1-9 no kfer

than the Arst day 9f employment_but pot betore aacepting & jab affer ) \ e

Last 8 (Family Name) First Name (Gven Name) Middlg Initia} Other Last Names Used (ifany)
gn 1 ) oy é

Address (Street Ny ber and Name) ¥ Apt. Number [City g Town = State ZIP Code

NN Wiatk O, Oalc élqle MM 8% g

Date of Birth (mm/ddlyyyy) |u.s. Social Security Number Employee's E-mall Address Employee's Telephone Number
10101 |0 | g [

1am aware that federal law provides for Imprisonment and/or fines for falsg statements or use of false documents in
connection with the completion of this form,

i attgst, under penalty of Perjury,
A1 A citizen of the Unitag Staron

[ 2. A noncitizen national of the United States (See instructions)
[J 3. Atawiu permanent resident

F—

that I am (check one of the following boxes):

D 4. An allen authorized to work  until (expiration date, if applicable, mmiddlyyyy): r

Some allens 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 compjete Form I-9; Do ﬁ',},",,:,’,:';;,f;,ﬁ"g;m
An Alien Registration Numberruscis Number OR Form 94 Admission Number OR Foreign Passport Number:

1. Alien Registration Number/Uscis Number;
OR

2. Form I-84 Admission Number;
OR

3. Foreign Passport Number:
Country of Issuance:

0[]

Signature of Employee ﬁ'\'\'\“)\'); ! S m:-'—h Today's Date (mm/ddjyyyy) 0,-? a 0(0

I attest, under Penalty of perjy 'm and that to the best of my
knowledge the Information Is trye and correct.
Signature of Preparer or Translator

Today's Date (mm/ddlyyyy)

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

Address (Street Number ang Name)

City or Town State ZIP Code

@ Employer Completes Nexy roge (D)

Form I-9 11/14/2016 N



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

S B 4 OMB No. 1615-0047
U.S. Citizenship and Immigration Services Expires 00312015

Ry

arited Rep eview and Veorifioation
W«m Must complete ar msmammm 3 f the employey's firet dp ol smplayment. You

must ph dnoupm framuu.ﬁDRaWﬁMWWMWB%meW%&WMM'!.Is;es
6f Acoapieble Decumants. 9 ]

ame (| Name) Firgt Name.(Given Name) . | Citizenshi mmigration Status
Employee info from Section 1 L”g m ??F,”\y E N

ListA OR ListB AND List C
Identity and Employment Authorization Identity Employment Authorization

Document Title Document Title Document Title

\Hcechon Sac_Sec (ad
Issuing @'Frg-*'t _Q__f If\ M Issuing Autho% S.H

Document Number ment Number Docum bej
BT wass72() EHY— 1 2~ 153
Explration Date (ifany){mm/dd/yym

Expiration Date (if any)(mm/d /)- Expiration Date (¥ J{mm/ddlyyyy)
\ {2 o0 TR

Issuing Authority Additional Information Do Not Wi e 2 s

Issuing Authority

Document Title

Document Number

Expiration Date (i any)(mm/ddsyyyy)

Document Title

Issuing Authority

Document Number

Expiration Date (if any)(mm/ddyyyy)

Certification: | attest, under penalty of perjury, that (1) | have examined the document(s) presented by the above-named employee,

{2) the above-listad document(s) appear to be genuine and to relate to the empioyes named, and (3) to the best of my knowledge the
employee is authorized to work In the United States.

The employee’s first day of employment (mm/dd/yyyy): ] 2 l l M g l Qn (See instructions for exemptions)

Sidn of ;_ rorAuthoﬂiéd Representative Todas DT{MW Title of Egiployer or
Tlot [2017 |

| Last Nam loyer or Authorized Representative | First N of Employer or Authorized Representative
0 Z‘E‘Wn Qf ’)67 EMPLOYER SOLUTIONS STAFFING GROUP LLC

Employer's Business or Organization Address (Street Number and Name) | City or Town - State ZIP Code
7301 OHMS LANE  SUITE 405 EDINA MN 55439

Seation . ReVerfiaatlon nd Rahires (75 e gampieted énd aighod by Grpiayer o7 gulioraed] (oprosentalive,)
A. New Name (# applicalie) ' 8. Date of Rehire (i appileable)
Last Name (Family Name} First Name (Given Name) Middle initiaj Date (mm/ddiyyyy)

« If the efployed's previcus rant of eimiployment authonz zation hds explf&d, provide the I Tarmation Tor e doourient of recelpl thal esfablishies '

oantinying employment autho atign in the space pravided below.
Document Title Document Number Expiration Date (if any) (mm/ddiyyy)

| attest, under penalty of perjury, that to the best of my knowledge, this employee Is authorized to work in the Unlted States, and if
the employee presented 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/yyyy) Name of Employer or Authorized Representative

Form1-9 11/14/2016 N
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RE:E ifweask for. ik

- : Koszn enﬂm—g WFwwumE_u please nnEE it to:
e - ‘Social Security Administration
RO W&eroow Baltimore, MD 21290-3008
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EMERGENCY CONTACT INFORMATION

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

Employee Name; _MN\Q, SSM’\/V\

Address:

Home Phone:

Ty EMERGENCY CONTACTS '
_Pleass list two peopla (In pHorlty order) who could be vontaetad in case of dn emergency

Contact #1 Home Phone:

v Sh¥lo 1Buhaeq [oumm (1~ 4g) ~ 0987
Relationship: B‘, ﬂ %‘; ci\d Work Phone:

Contact #2 Home Phone:
Name: \;\ 'eqwr B U @h W Cell Phone: @\ Q"’L\ ﬂ@ °-g(9 (Q bi
Relationship: m O M 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...
Wage Payment Method Authorization (Minnesota)

Employees have the option of receiving wages
If you do not provide a written electi
SEGHONTIBNS G TN EO RN AL O N

Employes Name f ) ’\
SEGHON T DN RG] EEEGR N

| Direct Deposit (Please complete Sections 3 and 5 below)  Note: Direct Deog accounts may take up to 7 days to be activated

|_| Payroll Debit Card (Please complete Sections 4 and § below) /| Paper Check (Please complete Section § below)
SECHION S DIREGE DIERESE)

I understand and acknowledge that if I do not provide a
voided check with this direct deposit form, I am
responsible for any delays in payroll or extra costs
incurred if the account number that I provide is incorrect.

Initial Date

L1 Checking [ Savings []Other

* Tokelpus avoid making an error, please attach a copy of a voided check. (a deposit slip will not work)
. Ifyonchangebnnks,donntclnseyomoldbmkaccountunﬁlyumdiractdeposithasstartedatthenewbank,whinhmnytakeZpaypexinds,

Except for the routing and account number, BSSG does not have access 1o 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 terms and conditions, You will
then sign acknowledging that you received the Payroll Debit Card and packet. Your Payroll Debit Card vl be on each payday you receive

A
C.ARDHOLDER INFORMATION (ag5ou ur Payroll Debit Card to be issued) ,/ Dm\ _— /[
First Name . _ M1 Cv N\ LastNamegm.:,‘_w s \ (a]%’
7 U T (g fle Gy, - i
City ‘C d ql :é SmreM' . Zip g" Cell#hone (mobile) \P):, -

RECEIPT hF PAYMLL DEBIT CARD (to be complsted when you pi ayroll Debit Card)
Payroll Dehlw uting # Payroll Debit Card Account #
073972181

SECEION S AU l()Rl/.\'l'l.( N
T authorize ESSG to directly deposit my pefindie-Wages/compansation 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:;i{'\“‘hmm 6?% l_’“"\ i foé‘Z @ 5wm

this information will only be used to send your paystubs electronically

Employee's Signature: \ ‘ Vv 6 gm lkﬂfh Date:j [ (9 I ‘ r] e




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. B6€

and/or Orange Tree Employment Screening may investigate your education, work history, professional
licenses and credentlals, 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 recelpt of these documents,

Personal Information: Please print the information requested belqw to identify yourself for BGC,
Printed name; &ﬁjﬁ\)aﬂe (‘ s ém!‘ . ‘y\
st

ir Middle (O Last
none)

Other names used:
Current county of residence:
Current and former addresses:

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

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

0[29 [ 1499 Ggl-12-Y)5 3 Y

Date of birth Social security number

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

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

oo, Skt [ (0l|

Signature Date




e %
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employer solutions staffing Eroup..

o

STATEMENT OF CONFIDENTIALITY

This agreement made this_O_(_Qday of . }L A;\:i : 2011, between
Employer Sqlutions Staffing Group LLC, hereinaft ferred to as “employer”,
and &}g WAS \Q_ 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.

)f’& Pros oage S \Th

loyee Signature

Employer Solutions Staffing Group LLC, Representative



it I_‘ l\”... 3 \:‘:. ’

Important/Importante
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 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 sy reclutador de personal que el cheque no
se puede encontrar. Si se puede verificar que el cheque no ha sido cobrado,
ESSG se detendr; 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. Sj el cheque no ha sido cobrado y sila 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): }G&\_/bu[&m Q)/\L\\’\/\
; e ;

Signature/Firma: ‘!gssloaﬂé QW\\“\




employer solutions staffing group..

INJURY MANAGEMENT PROGRAM

Injured Worker’s Responsibilities

As your employer, we are concerned about your full recovery. Reasonable and
necessary medical care will be paid for any compensable work injury. Medically
authorized time away from work will be reimbursed in accordance with the State
of Minnesota workers’ compensation laws. Wherever possible light duty
restrictions imposed as a result of your injury will be accommodated.

RESPONSIBILITIES OF THE INJURED WORKER:

Minnesota Rule Sec. $221.0430, Subp. 1 requires that you choose one primary
health care provider. Subpart 2 places limitations on your right to change
primary health care providers. Discuss with your employer any change in health
care provider.

Attend all scheduled appointments. While on physical limitations, visits should
be a minimum of once every two weeks. Failure to have current medical support
for disability may result in termination of benefits. Schedule your next
appointment immediately after your doctor visit, before you leave the clinic if
possible.

Obtain a Report of Workability from your physician at every appointment, a
minimum of once every two weeks. M.R. 5221 -0420 requires that your physician
cooperate with return to work planning and that you be released to return to work
at the earliest appropriate time.

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

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

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



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.

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: : 44 6 m rﬂ\r
SmiTh

Printed Name: _|




om OOD0 Pre-Screening Notice and Certification Request for

{Rev. March 2016) the Work Opportunity Credit OMB No. 1545-1500
Fn?.?;"mmﬁé'ié’.fﬁﬂ%lﬁi‘;"” P Information about Form 8850 and its separate instructions is at www.irs.gov/fonm8850.,

Jop applicant: Fill in the lines below and check any boxes that apply. Complete only this side.
Your name Mne daﬁe'z % ™ :m Social security number » ug ‘;' l 3%" WS 5
Street address where you live T‘]L\% {-Cl l ( ma[ iC QVC ol ey

City or town, state, and ZIP code D a 7 dﬂ_l e, M :NL 66 l r)_...il
County Telephone number __(010' Mga o 0‘{ % F7

Iif you are under age 40, enter your date of birth (month, day, year)

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 [1 Check here if any of the following statements apply to you.
® | am a member of a family that has received assistance from Temporary Assistance for Needy Families (TANF) for any 9
months during the past 18 months,
* lam 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 rehabiliitation agency approved by the state, an empioyment 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. Recelved SNAP benefits (food stamps) for at least 3 of the past 5§ months, but is no longer eligible to receive them.
During the past year, | was convicted of a felony or released from prison for a felony.
| recelved supplemental security income (SSI) benefits for any month ending during the past 60 days.

* |l am a veteran and | was unempioyed for a period or periods totaling at least 4 weeks 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 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.

& [ 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 8 months during the past year. :

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

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

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, true,
correct, and complete,

Job applicant’s signature > ﬁﬂm ) %ﬂ[ (> »\ Date i! &I l / ‘ ‘ ' E
For Privacy Act and Paperwork Reduction Act Notice, see page 2. y Cat. No. 228511 Form 8850 (Rev. 3-2016)
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Form A (rev. 03/2017) TAX CREDIT QUESTIONNAIRE

EMPLOYER SECTION:

Client: Company:

Loeation: Pozition; Starting Wage: $
EMPLOYEE SECTION:

First Name: I%u m:lj&t:e: Suffix: ft{fc\t %d%aﬂ{- ﬂ\}_g %Eﬁ H z:§

Age: Have you worked for | Ifyes, location:

L‘é\'\‘?o"ﬂSBﬂl 10 [.Q:O“qqf] G | e company bty

Please complete all questions, and sign and date the form, Yes No
1. Have you or has anyone living with yon received Temporary Assistance to Needy Families (TANF) | 0

at any time since Angust 5, 19972 (If yes, please provide information below.)
Name of the person recoiving benefits; _ Relationship to you:

City: County: State;
2. Have yon or has anyone living with You received Food Stamps (SNAP) at any time during the past 15 months? O O

(If yes, please provide information below.)
Name of the person receiving benefits; Relationship to you;
City: County: State;

3. Have you received Supplemental Security Income (SSI) at any time within the past 3 months? [N ||
Please note, this is not the same as Social Security benefits (SS) or Social Security Disability (SSDI) benefits.
*If you checked yes please provide a copy of your SSI documentation,

—

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

[ Vocational Rehabilitation Agency [] Dept. of Veterans Affairs ] Employment Network (Ticket to Work Program)
Name of Agency: Phone #:

City: County: State:
*If you checked yes please Provide a copy of your active Individual Work Plan and Ticket to Work documentation,

S. Areyou a Veteran of the U.S, Military? *If'yes, please Pprovide a capy of your DD-214 and letter of separation,
(If yes, pleass provide information below, Ifno, 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 disability?

O
O

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

If yes, dates of unemployment - From: To:
Did you receive unemployment compensation at any point during your unemployment?
Ifyes, in which state did you receive unemployment compensation? __

[ ] S e ]
Of o opg

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 [] Federal or [] State conviction? If State - County: State:

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

PLEASE READ, SIGN, AND DATE:

Under penalties of perjury, 1 declare the information above 1o be true and accurate to the best of my knowledge, and | hereby authorize any agency, organization, or
individuals 1o supply such verification or information that may be needed to determine tax credit eligibility to my employer, employer representative {Associated
Consultants. Inc. dba Retrotax), or the ge artment of Labor.

Oiwe Gt oue: ] (0 [

New Employee Signature:




e ——

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

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

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

group.

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

New Hire’s Signature: N\%OG\M §MTH\ Date f l CQ! ‘ W
New Hire Name: _m:\idw& m

Social Security Number: L‘ g l -\3 -~ WS % l’(

Employer Name:

Please check the statements below if they apply to you.

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

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

(Enter start date)

Privacy Act Notice:

The Intemal Revenue Code of 1 986, Section 51, as amended and its enacting legisiafion, P.L. 104-188, specify that the State Workdorcs Agencies are the
"designated” agencles responsible for administering the WOTC ceriffication procedures of this program. The information you have provided complefing this
form will be disclosed by your employer to the State Workforce Agency. Provision of this information is voluntary; however the Information Is required to
determine your employer's sligibility for the federal tax credit

B =00 20000 0 0 00 o 00— 0 s SO -

Public Burden Statement;

Persons are not required to respond to this collection of Information unless it dispiays a currently valid OM B control number. Respondents' obligation to
complete this form is required to obtain or retain benefits (P.L. 114-5), Public reporting burden is estimated to average 10 minutes per response, including the
time for reviewing instructions, searching existing data sources, gathering and maintaining the data needed, and complefing and reviewing the collection of
Information. Send comments regarding this burden estimate to the U.S, Department of Labor, Division of National Programs Tools Technical Assistance,
Room C-4510, Washington, D.C. 20210 (Paperwork Reduction Project 1205-037 1). Piease do not submit completed forms to this address.
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employer solutions staffing group.

~ Leveraging Resources in a Changing Market

Notification of Minnesota Law Re uirement —

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 to
affirmatively request an additional suitable Jjob assignment, (2) refuses
without good cause an additional suitable Jjob 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)

Jﬂh&mﬁmﬁ_ REICIRM

oyee Signature: Date:

Ty St

Employee (please print your name here)

CMG_SM - Rev. 09.2013



DRUG AND ALCOHOL

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

understand: (a) the policy and its contents: (b) what conduct the policy prohibits and the
consequences of such conduct; (c) my rights under the policy and the consequences if |
exercise certain rights; and (d) that certain events as described in the policy may result
in adverse personnel action, including my termination from employment with ESSG. |
understand that this policy in any form, and any employee handbook including this
policy, are not a unilateral employment contract or offer thereof.

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 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.

ol W

Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



v

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 express concerns

during my orientation. Additionally, | undel’ﬂanianisuppopuhsignevﬂngz

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. |agree 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: T“CQI \‘7

Associate's Signature: Y)m-\l‘s Vone Smith
Associate's Printed Name: f\ﬂ’ﬁ uine Simth

NP
Orientation provided by: \ | NCA

24
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employer solutions staffing group..

SRR e

Acknowledgement of Receipt of Workplace Safety Policy

I certify that I have received a copy of Employer Solutions Staffing Group’s ESSG
WORKPLACE SAFETY POLICY. I understand that it is my responsibility to read
this policy and ask my supervisor, a member of management or to telephone
Employer Solutions Group (ESSG) at 952.835.1288/1.866.496.7573 with any
questions I may have about this policy. I agree to comply with ESSG’s policy on
ESSG WORKPLACE SAFETY POLICY and I understand failure to comply is
grounds for disciplinary action, up to and including termination.

I also agree that if at any time during my employment I am believe that I am
working in an unsafe or dangerous work environment, I will immediately contact
my supervisor, manager, director or ESSG’s Safety Director at
952.885.1288/1.866.496.7573 in order to obtain assistance in the resolution of such
matters.

Employee Name (Please Print)

Botioere. Spth

Employee’s Signature:

1dow0_ imm’\ Date:ﬁQl[Q[,q




Fixed Indemnity Medical Benefits_Plan 2
— V8 219301-ESG-1 OFFICE USE ONLY LOCATION RehireDate__ _ /__ ¢

ENROLLMENT FORM ESC CU(UNAC-MN) P1 v18.2

mm USING BLACK or BLUE INK (Must Be Filled Out) ]
Name [l | Social Security # | Home Phon "
e s DSB8 5551 pa gif @i

-

g e e b i 4. 414 g0t

| Address [VTC\ 7 j \:‘1&\1 e e i wl
% 0ok dale. = MN. *S5ing % faaq

B. DO YOU OR ANY OF YOUR DEPENDENTS RECEIVE MEDICARE BENEFITS?

, DYes Mlo. if Yes, please continue,
Medicare Health Insurance Claim Number (HICN) Medicare Effective Date

= : . il
Name of Covered Person (s): | i
1. 2 |

i

3

C. LIMITED BENEF(TS 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 T mﬁgglgi{”?"" DENTAL VISION TERMLIFE | SHORETERM
o Ervlomeow [ saoms @) sew B sa @ sos | s
Employee +1 [ ] $41.10 $12.34 $4.92 $0.90
employes + Famiy [ ]| ssss8 | sagas lrgasel T g
N(J-t.éALLBeneﬁts_ . | DYes D N§ D.Yles DND _;_I_”_*_—I-Yes D No | I:IYes DNQ I:IYes D No

TThis coverage i:r;ot avéflable to residents of NH, Hl, or PR. 2STD is n—ot available to persons who work in CA, HI, NJ, W,--OF-R—I.M
mmmwmmm

For Term Life / Accidental Death & Dismemberment, please write in your beneficlary 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 @ [1Spouse [ ] Child[ ] Damestic Partner

Name Social Security # | Date of Birth | Sex Relationship
A MI[F] [_ISpouse [ ] Child[ ] Domestic Partner

Name Social Security # f Date of Birth | Sex Relationship
" [ ~ I__M—I [1Spouse[] Child[_] Domestic Partner

Name Social Security # ! Date of Birth | Sex i Relationship

: £ U A I__M—I | (] spouse [ ] child [ ] Domestic Partner

ou MUST SIGN AND DATE, EVEN IF YOU DECLINE COVERAGE

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

b R el St ks

owe O LAY [bsowmne X Pnboee Smith

This is an Essential StaffCARE Enrollment Form,
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+-+7 < employer solutions staffing group.
‘s‘ Leveraging Resources ' a Changing Market

lad LT T LT WY Sng Y sorrewehee wbir s du nate.

Enhanced MEC Plan_Plan 1 St e b

Benefits Enrollment Form

Eniployee iniormation

New Emploves Rehire Rehire Date

stlil Security Numher

“ih-157

. == —
5 redddle [N 507
Il el TR BT

Please Select Desired Coverage:
Employee Only - Employee+Spouse -

Employee+Child(ren) - I:I Family -
$24.00/Week $38.00/Week $36.00/Week $63.00/Week

Male Sponse Child
WL Last Name Female Domestic Partner
_".' it ; V'_"uﬁ_ 1Iv‘ l:'*" "E"ﬂ'" i "r*_l_:l" iid ‘- T .p' b i i : it v g T ;""Fw

L

Other coverage information imciuding

NAME OF PERSON COVERED (FIRST, LAST):

EFF. DATE
EFF. DATE

EFF. DATE
Employee Ackmowiadgemant and Authorization - I herahy apply for the group banefit{s) as indlcated. | acknowledge that all entries are true and complete and that
any misstatements or failure to report information may he used as the basia for cancellation of coverage for me and my dependent{s), if any, from the original
effactive date. Further, | authorize my employar to make the necessary payroll deduction of premiums for

coverages | have elected.
(IF ENROLLING - YOU MUSTASIGRE

T 1]

EMPLOYEES bECLIG I am DECLINING coverage

1 understand that| and/or my dapendents, if any, walve any coverage and desira to particlpate in the plan at a later date, Jwe may he considered a late enrollee and
must meet the requirements defined in the Cortificate of Covarage for the company's medical or dental pians. If | declina enroliment for myself or my dependents
(including my spouse) because of other covarags, | may, in future he able to enroll myseif or my depand, In this plan, provided ) request enroliment within 31
days after the other coverage ends. In addition, if a new dependent relationship forms as a result of marriage, birth, adoption, placement for adoption of parting suit
of adoption, | may he abie tg enrail myself or my dependent, provided | raquest enroliment within 31 days of

the avent.
IF DECLINING- YOU MUST SIGN HERE

Date

Y i #

Employer Solutions Staffing Group Health Benefits Team
PO Box 46270 Minneapolls, MN 55344-9958
Phone: 852-787-8519 Fax: 952-767-9515
Email: Health@employersolutionsgroup.com



