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SENSITIVE BUT UNCLASSIFIED
Case Verification Number; 2017128072745C2
Report Preparad; 05/08/2017
comga_nx Information
Company ID; 47429 Company Name: Employer Solufions Stafiing Group
Emm Information
Last Name: sofie Firat Name: hollie
Date of Birth: 12/23/1093 Soclal Securlly Number: oo e 8532
Hire Dats: 05/08/2017 GMmthhumAc&anofﬂuUnMma
Documant Infarmation . ;
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Document Name: Driver’s foanse Document State: Minnesota
Driver's License or ID Card Number: ” Documant Expiration Date; 12/23/2018
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N
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Case Submitted On: 06/08/2017 ; case&lbmmedﬂy: SGLABB32
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PO Box 46270
Minneapolis, MN 55344-9956

Tel: 952.835.1288

www.er{gstafﬂngsolutions.com

New Hire Application

Personal Data— PLEASE PRINT LEGIBLY IN INK

Last Namem : First Name _ e\ \NO _ Middle Initia] E\

Street Addressw XD ___Apt/Ste
Clty/Staterzip %ﬂ%ﬂ&% Social Security Last Four XX €L 63 52

Phone Number M Email Address mmg\@@_\w

Staffing Agency/Recruitment Partner

All offers of employment are conditional upon satlsfactog broof of Identity and legal ability to work In the U.S.A.
Are you legally authorized to work in the Unjteg States of America? \EQrEs CINo

Applicant Certifn_:aﬁon and Authorization

l authorize Employer Solutions Staffing Group (ESSG) to use the information and statements contalneg In this application to determine my
 qualifications for employment. | authorize ESSG to make inquiries of my former employers, except ag Indicated In this application,
regarding my previous duties, responsibilities, performance, compensation and eligibifity for rehire, .

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

| release ESSG ang other persons or entities from any claims that might be baseq on ESSG's declsion to conduct a background check.

| certify that afj statements made In my application are true ang accurate and that | haye not omitted any material Information or provided
false or misleading Information, | understand that any material omission or misrepresentation wijj resuit in my disqualification from
conslderation for employment or, if discovered after | begin employment, will result In my termination,

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

Name (Print or type) Applicant's 8] Date

For ESSG Office Use Only

DOH NHW I-9 8850 w4

e —_— — —_—

Emergency Contact Info Background Release Form Background Results Unemployment Lettor ESC Application
{if applicable)
For ESSG Client Use

DOH ROP Work Site Loc, WC Code

—_— —_—

ESSG - CMG Rev. 042017



The excaptions don't apply to supplemental es Nonwage Income, If ou have a large amount of
F Ol' m W'4 (2017) erﬂ'l%?l ] .ooo.ooo.p 4 i e nonwage income, such as lnﬁamstaor'i' dividends,
Ol R TR .
Purpose, Complete Form W-4 8o that your the Personal Allowances Worksheat below. The 5 e dcfitional tex, if you have enslon or
employer can withhald the correot faderat Income Workshests on page 2 further adjust your yo url?ya‘l’ncoma el 805 o find out I you aloruid
from your pay. Consider comple!:l‘na? a new Fomm withholding allowances baged on ftemized 331"“1 urwﬁholdln on Form Wet o w_4y'l’,“
W-4 each uxaar and when your perso or financlal deductions, cartaln credits, admems to income, yo g .
situation changes, or two-eamera/mulﬂpla Jobs 8 ons, Two earners or mulﬁpleﬂ!l:nbs. If )jmg l;’gve ath
Examption from withholding, if you are exem Complets all workshests that apply. However, you {oteying BpOUSS oF mors than one job, figure B!
cnmpfeg onlyiines 1,2, 3, 4, an!g and sl;n tth' may cla'?m fewer (or "z:g aﬂnm:pcgsb.' For mgularyu o“'nwa"'}';'ga 3’;,?"‘ a"°w"g“hﬁ.;8yg‘;:":my o:g ,Q'g"n
form to validats it. Yorr axemgtlon for 2017 expires wages, withholding be based on allowances W-4. Your win o‘fﬁ’lﬂ o Will be Tost actiats
Fab%ﬁ, 2018. See Pub. 505, Tax Withholing you claimed and may not be & fiat amoging e When all allowances are ey - e Forne v
and ated Tax. percantage of wages, for the highest paying job and zerg allowances are
Note: If another person can clalim you as g dependent Hend of housshold, Generally, you can claim head claimed on the others, 8ee Pub. 505 for daetallg,
on his or her tax retumn, you can't claim exemption of housshold filin, status on youir tax return only if Nonresident allen. Fyouarea nonresident afien, see
from withholding Ifgluurtotal Income exceeds 1,050 you are unmarried and pay mors than 5034 ofthe Notics 1998 & lem‘gztal Form W-a Instructons 1
and Includes more than $350 of uneamed Income (for costs of lneesslng ;ﬁ & home for yoursslf and your Nonresiders A"';Png befors completing thye oo
@xample, interest and dividends), dlalgendent’:(s Or other qualifying indlviduals, 8ge d Pleting b
An empl may be able to claim Pub, 601, ptions, Standard Deduction, and Cheok your withholding, After %t:ur Form W-4 takes
m&;foﬂnb:ﬁuw.m mho,gﬁfev:g ifthe employes ls Filing Information, for information, gffact, use Pub. 605 1o see how the amount yousre
a dependent, if the employag; Tax mﬂa. mu can talg g:vlgbeﬁd tag cr;:nts Into f'::-vz')rtlﬂ ;”{F.;‘:Eu?%' "‘"::;"mylg,"l'; ';’{:_",’_tggmmg;‘x
 Is age 85 or older, m“mo,mggﬂg"w",%n;;{  Greche fggg:,:'},;{,, et e :130',000 (Slngl? or §1 a:u,mazgmmec;);m
*Is biind, or care expenses and the e claim uture developments, Information ut ra
et custments 0 ncome; ax recit: or gsln%stxhpe Persanal Allowancss Workshost baice, dovel memiﬂfgcaﬂ#g Fom W4 etch lagany
ustm Cf Bd‘h, I We release e posted
itemized deductions, on hig or her tax retum, ﬁm"?msoﬁmﬂo?m"“ﬁgm&“m s :tg wwwspa;%ﬁrlm. i 9 i
Personal Allowances Worksheet (Keep for your records.) N
A Enter“1”foryourselfifnooneelsecanclalmyouasadapendent. Pt owls Doty CR) §onmt L ST T I . A ]
* You're single and have only one job; or
B  Enter*i" i * You're married, have only one job, and Your spouse doesn't work; or B \
® Your wages from a segond job or your Spouse’s wages (or the total of both) are $1,500 or less,

C Enter*{” for your spouse. But, you may choose to enter *-g-» if you are married and have either a working spouse or more
than one job, (Entering “-g-» may help you avoid having too little tax withheid) . ., . . 2o onk T ol g e RS
Enter number of dependents {other than your Spouse or yoursel) you wiil claim on your tax retum. , |, |, | | . . D

Enter *1* if you will file ag head of household on your tax return (see conditions under Head of househoid above) E

Enter “1” i you have at least $2,000 of child or dependent carg expenses for which you pPlanto claim a credit . 3 F

(Note: Do not Include child support payments, See Pub, 503, Chiig and Dependent Care Expenses, for details,)

G Child Tax Credit {inciuding additionaj child tax credit). Ses Pub. 972, Child Tax Credit, for more Information,

* if your total Income will be less than $70,000 ($1 00,000 i married), enter “2” for each eligible child; then less 1" if you
have two to four eligible chlidren or less “2" if you have five or more eligible children,

* If your total income wil be between $70,000 and $84,000 ($1 00,000 and $119,000 i married), enter “1* for each ellgible child,. @
H  Addlines Athrough G and enter total hers, {Note: This may be different from the number of exemptions you claim on your tax retum) > H

mmo

For accuracy, and Adjustments Workshest on page 2

complete ajl ® If you are single and have mors than one Job or are mamried ang you and your spouse both work and the combined

worksheets eamlnPs from all jobs excaed $50,000 (820,000 i marnried), ses the ‘I"wo~Eameerultlple Jobs Workshest on page 2
that apply. to avold having too Iittle tax withheid.

® If nefther of the above situations applies, 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. Keep the top part for your records,

w_4 Employee’s Withhoiding Allowance Certificate OMB No. 1545-0074
%ﬁ?&'ﬂﬁm‘"’ P Whether You are entitied to claim a certain number of allowances or exem Dfot':lfl;of.: n\:lglmmgs Is 2 @ 1 7

1 2 Your sooia] security number

1S 21X
Home address {number and street or tural routs) 3

E Single [ Marriea [] Maried, but withhold at higher Single rate,
9" Nots: If married, but legally separated, Or spouss ia a nonresident allen, check the "Single” box,

City or town, stats, and ZIP code

"J'Ai'ﬂ \

If you meet both conditions, write “Exempt” here

Under penaities of perjury, | declare that | have examined this certificate and, to the best of my knowledge and belief, it Is true, correct, and complete,

Employee's slgnature »
(This form is not valid unless you sign it) » Date p S S [ 7
8 Employer's name and address (Emplayer: Complete It and 10 only if sendingtothe IRS) | 8 Office code (optional) | 10 Employer Identification number (EIN)

For Privacy Act and Paperwork Reduation Act Notice, see page 2. Cat. No. 102200Q Form W-4 (2017)

T ————



Employment Eligibility Verification

USCIS
Department of Hom

eland Seeurity Form I-9

N ? b = oy / No. 1615
i U.s. Citizenship and Immigration Services %ﬁmoomﬁ%"
P START HERE: Read Instructions carsfully before compietin - The Instructions must
during completion of this form,

ANTI-DISCRIMINA’I'ION NOTICE:

e (Given Name) Middle Initial | Other Las; Name; Used (#any) :
N0, ﬁe\\w,

Address (Street Numb and Name) Apt. Number City or Town ZIP Code
RUST) 2t e Se

State
&ﬁk@%@ Boue [N \[55hL
Date of Birth {mm/sadpyyyy) U.S. Social Security Number Employee's E-mag Add; Employee's Telephone Number
Ya 33 a3 ‘ 1l5-pA - \

lam aware that federal law provides for imprisonment and/or fines for falge statements or uge of false documents in
connection with the completion of this form,

l attest, under penalty of Perjury,
[N\J. A citizen of the United Siates

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

D 2, A noncitizen national of the United States (See Instructions)
[[] 3. Atawful permanent resident

(Allen Reglstration Number/Uscis Number):
[ 4. An allen authorizea 1g wo

Kk unti) (expiration date, if applicable, mm/ddlyyyy):
Some aflens may write "N/A" In the expiration date fig|q, (See Instructions)
Allens authorized to work must provide only one of the following document numbers to complete Form F8; Do 3’;’33;:;,,3;',"';,:;;,,”
An Allen Registration Number/uscys Number OR Form -84 Admission Number oR Foreign Passport Number:

1. Alien Registration Number/USCis Number;
OR

2, Form |-84 Admission Number;
OR

3. Foreign Passpart Number:

Country of Issuance;

Signature of Empj . e l

gnature poyee&- il ] J
reparer dndlar TransTator Berifioa on [ehéek orie); '

7|1 4 noit use 5 preps

fier or Manglalds. (] A prepare

SRANI(8) dnuit; banelator(s) assisted tig ariplayed in gon sty Beofign 1.

(lolds below muyst se OHmpleted and signed wher areparers andfop ﬁahaia&i:apqwm smplayeq

| 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,

Slgnature of Preparer or Translator Today's Date (mmsddpyyyy)

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

Address (Streat Number ang Name) City or Town State ZIP Code

@ E‘nﬂoyer Completes Next Page @

Form I-9 11/14/2016 N

BEE——



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

U.S. Citizenship and Immigration Services OMB No. 1615-0047

e Expires 08/31/2019
8ection 2. mployer or Authoriz epresentative Review and Ver] cation '
(Emplayers or their authonzed representstive must complete and s{'gn 8ection 2 within 3 business days of the employee’s first day of employment. You

must physically examine one dacument from List A OR a combination of one document from List B and one document from List C as listed on the “Lists
of Acceptable Documents. b
Name Name) Name (Given Name) M.l [ Citizenship/immigration Statug
| | 1
Employes Info from Section 2 l ) \
List A OR ListB D ListC
Identity and Employment Authorization Identity Employment Authorization
Document Title Do Title Do Title
L MA) DL LT=C
Issuing Authority Isguing 0| | g 0]
M aXe oCMN A
Document Number Do Document Numb
G T3TE3¢5 58517 g8 "0 1-%639

Explration Date {Fanw{MM/ddMy” Expiration Date (iF any) ) Explration Date (14 ﬂ(mnwwyyyy)

\A-a A S OLE NS |
Document Title :
Issuing Authority Additional Information gugdmmgpg;
Document Number
Expiration Date (lfany){mm/Ud/]am
Document Title
Issuing Authority
Document Number
Explration Date (ﬂ‘any){mm/dd/ym

Certification: | attest, under Ppenalty of perjury, that (1) I have examined the document(s) presented by the above-named empioyee,
(2) the above-listed document(s) appear to be genuine and to relate to the employee named, and (3) to the best of my knowiedge the

employee Is authorizad to work In the United States,
Thn employee's first day of employment (mm/dd/yyyy): OS - QQ’ &2 l 7{See Instructions for exemptions)
Titlg of Employer or Au!rflzed Representative

sng!g of Empl Representative Today's Datefmmaiayyyy)
o, w%o—&/\ OS O 2007] |Vocr,,, Le,
e of Employer or Representative of Empl| rAuthorized Reprezentative Employer's Business or Organization Name
@j’l fﬁé&_m 1 &e\/\ljv C EMPLOYER SOLUTIONS STAFFING GROUP 110
Employer's Business or Orgalalzaﬁon Address (Street Number and Name) ’State
7480 FLYING CLOUD DRIVE SUITE 200 MN

Sectlon 3. Reverification and Rehires (To be completed ang signed by employer or authorized representative.)

City fr Town ZIP Code

55344

A. New Name (if applicable)

B. Date of Rehire (# applicable)

Last Name (Family Name)

First Name (Given Name)

Middle Initial

Date (mm/ddlyyyy)

€ the employee's previaus grant of employment authonzation has e
continuing employment authorization in the space provided below.

xpired, provide the information Tor the document or receipf that establishes

Document Title

Document Number

Explration Date (fany) {mm/ddsyyy)

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

Signature of Employer or Authorized Representative

Today's Date (mm/ddryyyy)

Name of Employer or Authorized Representative

Form1-9 11/14/2016 N

e e——












< Do not lamingge this carq, ®

—— 4 —

= This card is invy)iq if no¢ signed by the Aumber holde, unlegg
- health or ge prevents Signature. :

“Improper use of thig card and/op Number by the Number holder of . 3
% By otﬁer Person g Punishabje by fine, imprisonmem or both,
This card is the J)rop,erty of the Social Secun'ty Admim‘stmtlon and
must be returne upon Tequest, If found, return ¢o:
: R

P.O. Box 179g5 Baltimore, ppy 21235
‘Contaet Your locgj Social Secun‘ty office for any other matfer
fegarding ¢pjq card. ;

dea_rtmem of Hea{lh and Humg,, Serviceg J
- g&'%“_‘qff%é’&‘i’&"ﬁ'”f”"_'f’" .. k8py 081 3

o




EMERGENCY CONTACT INFORMATION

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

Employee Name: M

Address: FAID. 430 S\ G M\Q%e._cm&
Home Phone: 2(2 5 'aLe l 'Zo\gi

o .. el A O R e
_ Plegsé Ijst two feaple (in priorlty nrggr) wha oould be éi%q t:‘sted Ih casg of an emargericy

Relaﬁonship:Q\J\Qy\A

Contact #1 Home Phone:
Name: W@ Sokne. Cell Phone: Q5| )¢, AzU
Relationship: Lod\~ox"™ Work Phone:

Contact #2 Home Phone:
Name:  \§}02. Sy 0 \C_ Cell Phone: (¢7\ 2 50,03

Work Phone:

This information will remain confidential and will only be used in the case of an emergency.
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employer solutions staffing group..
Wage Payment Method Authorization (Minnesota)

Employees have the option of
If you do not provide

; ROLE ELECH O
| | Direct Deposit (Please complete §
|| Payroll Deb

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

ESSG does not have access to any information regarding your Payroll Debit Card account or
veyolu'newPaymllDebitCard, andapacketcomainingall of the terms and conditions, Yon will
i ebit Card will be reloaded on each payday you recaive

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

Last Name

Date of Birth

Social Security#

Street Address (POBOX NOT ACCEPTARLE)

City State

Zip Cell Phone (mobile)

Payroll Debit Card Routing # Payroll Debit Card Account #
| 073972181

mcmvedmyPaymnDebﬂCmd,welcumebmuhme,pmgmmbes,ﬁmgmmmnm,condiﬁnns,anddisnlosmu,By ivati g my Payroll Debit Card,
1 am agreeing to the program terms, canditions, and disclosuresﬂlatareincluded or made available ial i
autharize the ial

tomeﬁ'umﬁmetoﬁmeﬂnmﬂleﬁnanmulmﬁtuﬁon.l
financial institution to dobit my Payroll Dehit Card accuuntfurthefeesdesm-ibedinﬁeﬁeeschedulethatixpmofthepmgmmtenns,
conditions, and disclosures,

/ -
Employee’s Signature: M

SECEION 5 4| FHORIZNTTON

I authorize ESSG to directly deposit my periodic wages/compensation payments, net of required tax withholdings, other re
or authorized deductions, into Iy account(s) as designated above and to initiate, if necessary, debit entrieg

made in error to my account(s), * E-mail is required for pay stub information.

*E-maﬂ:_mmgﬁ\p @ Qm . CD}W\-

this information will only be used to send your Ppaystubs electronically

Employee's Signature; %/&1{1 Date:S S / 7
&

quired withholdings
and adjustmentsfor any credit entries




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 Em ployment Screening; (c)
BGC and/or Orange Tree Employment Screening to provide Employer Solutions Staffing Group, LLC one
or more reports based on that information; and (d) Employer Solutions Staffing Group, LLC ("ESSG”) to
share those reports with others for legitimate business purposes related to your employment. BGC
and/or Orange Tree Employment Screening may investigate your education, work history, professional
licenses and credentials, references, address history, social security number validity, right to work, crimi-
nal record, lawsuits, driving record, credit history, and any other information with public or private infor-
mation sources. You acknowledge that a fax, image, or copy of this authorization is as valid as the origj-
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;

\J -

First Middle (OO Last
none)

Other names used:
Current county of residence:

Current and former addresses:

arent OV ST K5 Sh S0 OpMnae. Oove M)

from Mo/Yr to Mo/Yr Street City, State & Zip 660\ ¢
from Mo/Yr to Mo/Yr Street , 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,

2. 23 03 e 21 HeB22

Date of birth Social security number
SIS OCBASITSI MY |
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: 1.

-GS

ignatur: Date
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employer solutions staffing group..

STATEMENT OF CONFIDENTIALITY

This agreement made this_ day of < . 201], between
Employer Solutions Staffing Group LLC, hereinafter referred to as “employer”,
and hereafter referred to as “employee”,

WITNESSETH:

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 €very 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,

%} ;é /
mployee Bifnature

ng Group LLC, presentative




% Fadic ¥

G
e

employer solutions staffing group..

lmportantllmportante

Se puede encontrar. Sj se Puede verificar que e] cheque no ha sido cobrado,
ESSG se detendrs e cheque de pago Yy reemitir el cheque a usted, descontando
un cargo de entre $ 25 - § 35,

AGREED/SE ACUERDA—

Name/Nombre (con letra de moide):

Signature/Firma: /%/A o

y
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employer solutions staffing group..

INJURY MANAGEMENT PROGRAM

Injured Worker's Responsibilities

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




Printed Name: _éé_u_&&zg:&r




1
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employer solutions staffing group..

ESSG WORKPLACE SAFETY POLICY

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

(1) Ensure that its clients provide you with a workplace free from serious

recognized hazards and comply with standards, rules and regulations issued
under the OSH Act.

necessary training and protections for employees at the facility.

(8) Make sure employees have and use safe tools and equipment,

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

(5) Provide safety training in a language and vocabulary workers can
understand.,

® Responsibility to work in compliance with OSHA laws and regulations

° Responsibﬂity to use personal protective equipment and clothing as directed
by the host employer

* Responsibility to report workplace hazards and dangers

* Responsibility to work in a manner ag required by the employer and use the
Prescribed safety equipment,.

You have the following basic rights:

* Right to refuse unsafe work

® Right to know or be informed ahout actual and potential dangers in the
workplace

° Right to review copies of appropriate standards, rules, regulations and
requirements that the host employer is required to have available at the



employer solutions staffing group..

\

Acknowledgement of Receipt of Workplace Safety Policy

I certify that I have
WORKPLACE SAFETY POLICY. I understand that it is my responsibility to read

grounds for disciplinary action, up to and including termination,

Employee Name (Please Print)

Yolvo oo

Employee’s Signature:

7/_]' ‘ Date: :i Ez l:]l




o OO0 Pre-Screening Notice and Certification Request for

{Rev. March 2016) the Work opportunity Credit OMB No. 1545-1500
i?:'emal Rm%fl}g %lﬁ%';"‘y P Information about Form 8850 and its Separats instructions is at Www.irs.gov/formassp,

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

Your name M SQ(—(\O‘ Social security number p H S =2 [glégt

Sireet adress where you lve S5 3t S =0
Clty or town, state, and ZIP code Q@&—\ﬂ\o\ e_(: SXO\L
QA

County Sb 5 Telephone number a 93 Qfa &! _}1:5
If you are under age 40, enter your date of birth (month, day, year) M

1 [ Check here if Yyou received a conditionag] certification from the state workforce agency (SWA) or a participating iocal agency
for the work opportunity credit,

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

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

* lamaveteran and g member of a famlly that received Supplemental Nutrition Assistance Program (SNAP) benefits (food

* | was referred here by a rehabiiitation 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 olderand i am a member of a family that:

b. Recsived SNAP benefits (food stamps) for at least 3 of the past 5 months, but Is no longer eligible to receive them.
® During the past year, | was convicted of g felony or released from prison for a felony.

3
»
<
g
g
8
a
g
g
g
<
8
g
o
B
B
9
]
g
&
2
@
i
'
§
a
o
2
=3
8
o
g
2
7.}
g
a
5
o

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

5 [7] Check here if You are a veteran entitled 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 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 earliest 18-month period beginning
after August 5, 1 987, ended during the past 2 years; or

® Stopped being eligible for TANF payments during the past 2 years because federaj or state law limited the maximum time
those payments couid be made,

7 [ Check hers if Yyou are in a period of unempioyment that Is at least 27 consecutive weeks and for all or part of that period
You received unemployment compensation.

Signature—AJl Applicants Must Sign

Under penaities of perjury, | declare that | gave the above information to the employer on or befare the day | was offered a job, and it Is, to the best of my knowledge, t'u;*
carrect, and complete,

Job applicant’s signature F@ N Date & S_ / 7

A
For Privacy Act and Papemork'ReductioM Notice, see page 2, Cat. No. 228511 Form 8850 (Rev. 3-2016)
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Form A (rev. 032017, TAX CREDIT QUESTIONNAIRE ITAX
EmLOYER SEC’I'ION= 1LAdIESIsi A tian
Client: Company:
Location; Position; Starting Wage: §
EMPLOYEF, SECTION:
First Name: Last Name; Suffix: Street Address: City/State;
\ X D ™~ Sk S
SS#: Date of Birth; Age: Have yon worked for If yes, locatlon:
this company fefore?
LB 2NAE B az03 93 | emeie

Please complete all questions, and sign and date the form,

1. Have you or hag anyone living with you received Temporary Assistance to Needy Families (TANF)
: 2 )

Name of the person receiving 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? 0 N
(If'yes, please provids information below.)
Name of the person receiving benefits: Relationghip to you;
City: County: 8
3. Have you received Supplementa] Security Income (SSD) at any time within the past 3 months? ] |

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

5. Areyou a Veteran of the U.S, Military? 7 Jes, please provide q copy of your DD-214 and letter of separation,
(If yes, please provide information below, If no, please continue tp question #6.)

Dates of Service - From: To:

Branch of Service: i

Are you entitled to or are you receiving compensation for a service-connected disability?
6. Have you been unemployed at any time during the last 12 months?

Ifyes, dates of tmemployment - From; To:

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

Ifyes, in which state did You receive unemployment compensation? ___

O
O

ol O oo
[T} [T 1 ]

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 O
Ifyou checked yes Dlease provide a copy of your CDIB card,
CA Residents: [] Are you the child of foster parents? [] Do You receive CalWorks? [0 Workforce Investment Act?
[ 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 1o be true and accurate 1o the best of my knowledge, and | hereby authorize any agency, organization, or
individuals to supply such verification or information that may be needed to determine tax credit eligibility 10 my employer, employer representative (Associated

Consultants, Inc. dbg Retrotax), or the D t of Labo,
New Employee Signature: %% ' Date: 5 ¢S / 7

R ~—




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
separately, with ETA Form 9061 (or ETA Form 9062) for each 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.

DateS S l 2

PV

Social Security Number: L{[S~ 21 2132
Employer Name: Y\\\0 SGQN?_

Please check the statements below if they apply to you.

O Ideclare 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  Ideclare that | have been in a period of unemployment since

(Enter start date)

Privacy Act Notice:
The ]ntemal Revenue Code of 1988, Saction 51,_as amended and s enacting legisiation, P.L, 104-188, 8pecify that {he State Workforqugmd are the

.-—..—-.—..—.._..—..—..—..—..—..—..—..—..—.-—..—..

Public Burden Statement:

Persons are not required to respond to this collection of information unless it displays a cumently valid OM B control number, Respondents' obligation to
complete this form is required o obtain o retain bensfits (P.L. 1 11-8). Public reporfing burden is estimated to average 10 minutes per response, including the
fime for reviewing instruciions, searching exisfing data sources, gathering and maintaining the data needed, and completing and reviewing the collection of
Informetion. Send comments regarding this burden estimate to the U.S. Department of Labor, Division of Nefional Programs Tools Technical Assistance,
Room C-4510, Washington, D.C. 20210 {Paperwork Reduction Project 1205-0371). Pleasedonot submit completed forms to this address,

117-
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employer solutions staffing group..

Notification of Minnesota Law Re uirement —

Unemglogment Acknowledgement

According to Minnesota Statute section 268, 095, subdivision 2, paragraph (d), an
applicant who, within five calendar days after completion of a suitable

Job assignment from a staffing service, (1) fails without good cause to
affirmatively request an additional suitable job assignment, (2) refuses

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 assignmept ends. | also acknowledge that | have received
a separate copy of this form. (Initial)

‘%%; ST\
Employee Si re; Date:

_Hal\te Selio

Employee (please print your name here)

CMG_SM - Rev. 09.2013




acknowledge that | have been given the Opportunity to ask questions ang eXpress concerns

2. The changing Needs of the business wilj require alteration in method, practices and
policies, and the company will unilaterally revise, as Necessary, to meet these
changing neegs, :

Date: 5 , 7

Orientation Provided by:

24




y of Employer Solutiong Staffing Group’s Anﬂharassment Policy, |
understand that it js my responslbllity to read this Policy and ggj my Supervisor, 5 member of
Management or to telephone Employer Solutions Group (ESSG) at 952,835, 128811.866.49_6.7573 with
- any qusstiong I'may have about thig Policy, | agree tg coamply with ESSG's'poﬁcy“ on Aﬁﬁﬁ"a‘r’é‘s‘s'ment

fai ply is .

| certify that | have received g cop:

l also agree that if a¢ any time during my €mpioyment | am involved iy any employment dispute or | am
Subjected to any type of dlscrtmination, lncluding dlscrimlnation becausg of race, sey, age, religion,
color, nationa| origin, disabmty, marital, sexygj Orientation or veteran status, or jf am subjected to any
type of harassment includlng sexual harassment, | wifl immediately contact my SUpervisor, Manager,
director or ESSG's Human Resource Department at 952.835.1288/1.866.49 7573 in order to obtgjn
assistance in the resolution of Such matters,

Employee Name (Please Print)

Employee’s Signature;

. Date; S—S / 2




I understang the foregoing agreement €oncerning my at-wilj employment status ang the
Company’s right to determine and modify the terms ang conditions of eMmployment jg the soje
and entire agreement between Mme and Essg €oncerning the duration of my smploymsnt, the
circumstances under which my éMmployment may be terminateqg and the circumstances under
Which the terms ang conditions of My employment Mmay change, | further Understang that this
agreement Supersedes ajj prior agrssments, undsrshndings and representationg concsrnlng
my éMmployment with the Company.

If1 have Questiong régarding the content or interpretaﬂon of this Handbook, | will bring them to the
attention of ESSG,

DATE S” S |7

ESsG
REPRESENTATIVE

23




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 tr)e

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

Yol o

Individual's Name

=SS 1Y

Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



T TTmeesy wakaaau DENETIES Plan 2
» VS| 219301-ESG-1 OFFICE USE ONLY LOCATION

ENROLLMENT FORM

ESC CU(UNAC-MN) P1 v18,
thn' USING BLACK or BLUE INK (Wust Be Fillog ow
Name, ,!rSoc'al Security # Home Phone
bl solp. RS A e o @/@'
Address : Apt. #
DUSD N Q) g

Rehire Date l__/

fyCQ}éQgg Qo T =\ 8 R0

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

DY% D No. If Yes, please continue,
Medicare Health Insurance Claim Number (HICN) l ‘Medicare Effective Date

i
-

"i\lame of Covered Person (s): f i
1 I 2 {3
\|

C. LIMITED BENEFITS PLAN SELECTIO
— T EYTO
You MUST select a coverage level before any benefits in Section C, Your coverage level for

identical. The Fixed Indemnity Medical Plan, Dental Plan, Term Life Plan, and Short-Term Disabili
Insurance Company. The Vision plan is underwritten by Companion Life Insurance Company,

SELECT COVERAGE LEVEL F"‘EN?E'I';'I"’:‘E\',‘_"!“'W DENTAL VISION TERM LIFE DisHCTERM
Employae Only [ ] | s2028 % 5617 0| saae ) | S0e0 | gaz0
Employee + 1 D $41.10 $12.34 $49,2 $0.90
Employee + Family D $54.88 $20.36 86.56 $1.80
NO E)I_,_ALL Benefits D D Yes D No wYes D No Mves D No _'g Yes D No D Yes D No

"This coverage is not available to residents of NH, Hi, ér PR.}E'I' b is not alailable to persons

For Term Life / Accidental Death & Dismemberment, please write in your beneficiary i
Dismemberment is part of the Term Life Benefit,

who work in CA, HI, NJ, NY,_or RI.
nformation. Accidental Death &

Name Relationship
Name Social Security # ' Date of Birth | Sex . Relationship » S
L £/ _ |IMI[E] [Tspouse[Jchid[T Domestic Partner
Name ' Social Security #  Date of Birth Sex Relationship
) i _/ _ { 5 @_ ml___—l Spouse [Jchild D Domestic Partner
Name ! Social Security # | Date of Birth Sex @a;lc:n;l;” gy
) i I o / / w__@ i D Spouse[ ] Child [ ] Domestic Partner
Name | Social Security # ' Date of Birth gta;“mw l_i;];tign;gi;“— e R
e [ | [E] Ospouse[] Child [[]Domestic Partner

[
2t

E. REQUIRED SIGNATURE YOU MUST SIGN AND I}Z\iﬁfﬁﬁif?&ﬁﬁ&ii\i'E"EbMV—E-ﬁKEE* T
have read the benefit its limitations. i

| : . e

! -t selection Is a declina -

This is an Essential StaffCARE Enrollment Form.




v

- employer solutions staffing group. w e ESN G ®
Levernging Recouses in a Chianging Meike: ,.M,: =ef eplayer chtiom raticrwide g, :

~lvm DTl VIl S 10 it v,

Enhanced MEC Plan_Plan1

v EReNd > W el R dn:

Benefits Enroliment Form

yeclniormation

Name (First and Last) Social Security Number
1

|Address City State Zip Code

Béuem Plan Administrators, Inc,

%%#%%Mﬂme Dats of Blrthc M) SS'()\,QQ

Date of Hire
O Female | O Mamied 4 piyorgeq 2% 03 O\
Phone Number: Emall Address:

a aeScfae Dot om
Please Select Desired Coverage:

Employee Only - D Employee+Spouse - Employee+Child(ren) - Family -
$24.00/Week $38.00/Week $36.00/Week $63.00/Week

— AT PP Ty PR ——— -

Social Securty # Blrth-. . Sex I .
o0 51 R S

O [ Spouse Child
,E%:n';le O Domestic Partner

Soclal Security # Birth Date | Sex Relationship
[0 Mae [lSpouse [ Chitd
[0 Female [0 Domestic Partner
Social Security # BirthDats | Sex Relationship
O Male [ O child
it Narme- Wl ~Tast Nams | O Femue L Domestic Partner
NAME OF PERSON COVERED (FIRST, LAST):
EFF. DATE
EFF. DATE
EFF. DATE

Employee Acknowiedgement and Authorization - | hereby apply for the group benefit{s) as indicated, | acknowledge that ai] entries are true and complete and that
any misstataments or faflure to report information may be used as the basis for canceliation of covarage for me and my dependent(s), if any, from the original
effective date. Further, | authorize my employer to make the Necessary payroll dadustion of premiums for

coverages | have elsctad,
IF ENROLLING - YOU MUST SIGN HERE
Employee Signature 7 Date
EMPLOYEES DEGLINING | am DECLINING coverage

1understand that | and/or my dep ents, if any, waive any coverage and desire to participats in the plan at a
must mest the requirements defined in the Certificate of Covarage for the company’:
{including my spouss) hecause of other Soverage, | may, in future be abje to enroll
days after the other coverage ends. In addition, if a new dependant relationship forms as a result of marriage, birth, adoption, placement for adoption of parting suit
of adaption, | may be ahle to enroll myseif or my dependent, provided | request en

IF DECLINING- YOU MUST SIGN HERE

Employae Signature Vs z Date Q-—S.— / 7

Employer Solutions Staffing Group Health Benefits Team
PO Box 46270 Minneapolis, MN 55344-9056
Phone: 952-767-9519 Fax: 952-767-9515
Email; Health@employersolutionsgroup.com




