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employer solutions stang group..
New Hire Application
-Personal Data— PLEASE PRINT LEGIRLY Iy INK
Last Name _S?\YW& Wy First Name Mg‘ Aol Middle Initial ]
Street Address (’JL3! ]!sz{ i | Dave (€S —__Apt/Ste
City/State/Zip &WVMQAN MN Og nu Saclal Security Last Fourgxw
Phone Number ;(jﬁ I"ZZ \~ 8@"0@2 Emaijl Address M%L@MML@W

Staffing AgencyIRecruitment Partner

Applicant Certification ang Authorization

| authorize Employer Solutions Staffing Group (ESSG) to use the information and statements contajneq in this appiication to determine my
qualifications for employment. | authorize ESSG tp make inquiries of my former employers, except as indicated in this application,
regarding my previous duties, responsibilities, performance, compensation and eligibility for rehire,

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

i For ESSG Office Use Only
DOH NHW -9 8850 wa

Emargsncy Contact Info Background Release Form Background Resuits Unamployment Letter ESC Application
(if applicable)
For ESSG Client Use :
DOH ROP Work Site Log, WC Code
_— —_— ‘
ESSG - cmG Rev. 0412017



The exceptions don't apply to supplemental es Nonwage Income, If ou have a large amount of

FOl'm W'4 (2017) greater ﬂlaltlz $1 .ooo,ooo.py i s nonwage Income, suu¥| as lnterastag dividends,

— Basic instructions. if you aren exempt, complete %4"8'%’ making “ﬁ'.,!m?g 'f" ments using Form
Purpose, Complets Form W-4 g0 that your the Personal Allowanges Worksheet below, The 1040-E5, Esﬁ"'gf‘fif :lxiaxr. ,’; ,"1""3- o"“’l
employer oan withhold the corragt federal income Wworksheets on page 2 further adjust your you m“’,’ owe & ¥k ot é"f'rl' by Ffoe m'f"
tax from your pay, Consider complating a new Form Withholding allowances based on itemized gL ncnma.hselg' ub, Forn _4°""w ¥ should
W-4 each year and when your personal or financia) deduotions, certaln credits, ustments to Income, adjust your withholding on Form Wes o -4P.
Situation changes, or twc-eamers/mulﬂple Jjobs ons, Nr?denmets or multlplcyl:nba. if %og l}fave ath
Exemption from withholding, If you are exempt, Complete all workshests that . However, you ot ing spouse or more than one jo » Laure the
complete anly lines 1, 2, 3, 4,gan 7 and sign th’:'et may clalm fewer (or zerg allowa:pcgsh.’ For reguiae m‘g'“""g‘a er ,°f “""wﬂg';"m S e""tfedl? claim
form to valldate it. Yoiir examgﬂon for 2017 expires Wages, withholding must be baseg on allowances W‘ Sy 42,_“_ mﬁcﬁm uaeg:ly w’,"‘, gg%‘;’;? a:c"numte
l;neg 18, 2911& 8ee Pub, 505, Tax Withholding gou clalmeéd o?nvga r;:g not be a fiat amount or fv;he" all allowances s clalm on Form =

rthehlhest Paying joh an

Note: If another person can claim You as a dependent Head of household, Generally, you can clalm heag
%hlswl%nertax retum, ){gglclan'tolalm exemption of housshold f
m r 850 (=

e otfiers, Ses 3

oiding If your total ingome excaeds 85 nsa Ol ara unmerrics dpaymmanso%of 5 #gg;?g&pggsgiel;wumanwﬁdemgm:fgg
= -hGiices more Hn 3350 o uneamed Income (for costs of keaping ol;ﬁ & home for yoursalf angd guur Norresident Aller befoe"rewco' mm"',eu ﬂl"slshufonn
example, Interast and dividends), dsgendentr:(:ior er qualifying individuals, See d Pieting .
An empl may be able to glaim Pub. 501, mptions, Standarg Deduction, and Check your withholding, After your Form W-4 takes
: e may Fliing Information, for fnformation, sffect, use Pub. 506 to ses how Y. amount you are
exemption from withho)| ng even if the employee s having withheje compares to your rojectad¥gl tax
& dependent, if the employee; Tax mn;. ﬁﬁ" can hﬁ 'i';';’&'ﬁ""i', tag crgfdlts Into for 20137. Ses Pup. 586, i egiguy oUr eaminge
* !5 age 65 or oider, WG sllowarioes. oo for Gl OrGependent  ovea $130,000 (Single) or §1a0,00 (Married).
® Is biind, or calra etxhpePn:as a::' 21'? child tax cv;ed"lisr?‘aymbg et}lalmed 5um;'e dev:tl:pmems. 'é’.f?;%"‘?f-ﬁ'} ab%ut any future
us e Perso, owances Workshe ow, evelopme, Ing such as
® Will claim ad uatments to Income; tax credits; or . J j b
Remized o adug:tlons, on his o her fes retum, See m:l'::ugus for L?;lo:n:’tligmcgnvamng your other laetgis a{l’g& t;r;avm after we release it) will be posteq
Personaj Allowances Worksheet (Keep for your records.)
A Entersq» for yourself if no one else can claim you as a dependent , 5 o A

® You're single and haye only one job; or
B Enter“1* { * You're married, have only one job, and your spouse doesn’t work; or
® Your wages from g 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 “-g-» may help you avoid having too little tax withheld) ., . . o
Enter number of dependents (other than your Spouse or yourself) you wilj claim on your tax retum. . |, |
Enter “1* if you wij file as head of household on your tax retum (see conditions under Head of household above)
Enter *1” if you have at least $2,000 of chilg or dependent care expenses for which yoy Plan to claim a credjt
{Note: Do not Include child Support payments, See Pub, 503, Chilg and Dependent Care Expenses, for detalls.)

mTmo

v

Iing add b R
* If your total Income will be less than $70,000 (31 00,000 if married), enter *2” for each eligible chiid; then less =1» if you

® If your total income will be between $70,000 and $84,000 (31 00,000 and $118,000 if married), enter #1» for each eligible chid. G
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 g4
. ILYRU Plan to itemiza or claim adjustments to Income and want 1o reduce your withholding, seg the Deductions
an

For accuracy, djustments Workshest on page 2,

L

complete all ® If you are single and have more than one fob or are married and you and your Spouse both work and the combined
Worksheets eamln?s from all johs exceegn%‘s,?.fyo ($20,000 i Married), ses the Two-Eamers/Mulﬁple Jobs Workshest on page 2
eld.

that apply. to avoid having too little tax

® if neither of the abova situationg applies, stop here and enter the number from iine H oniine 5 of Form W-4 below,

" w_4 Employee’s Withholdlng Allowance Certificate OMB No. 1545-0074
m
SRR | ey ot e s o o e e tvongs | 2)0) 4 =
1 Your first name and middle Initiaf agipame 2 Your social security number
\ a_l"‘,-.‘ "1 44
[ gy e address (number and street or rura] route) 8 L1 single LT Mg LT Maried, but withhorg &t higher Single rate,
[/ 4 Vi LY A4 OV V¢ AES Note: if married, but legally Separated, or spousa Is a nonresident alien, check the “Single® bax,
City or tolin, state, a"'% <iF code L 4 i your last name differs from that shown on your soclal security card,
’\Y { v j : w check here. You must call 1-800-772-1213 for a replacement card. b D
§  Total number of allowances you are claiming (from line B above or from the applicable worksheet on page 2) 5
6  Additional amount, jf any, you want withheld from each Paycheck ., , | | W g 6%

* This year | expect a refund of alj federal income tax withheld because | expect to have no tax liabi
If you meet both conditions, write “Exempt” here . 0L B ol

Employee’s signature = B = Gt
(This form Is not valld unless you sign it) » n{ g Aﬁ U /\’j AN Date» <] [ -
8  Employer's name ang address (Employer: Complete lines 8and 10 only if sendling to the IRS.) ] 8 Office code (optional) ‘ 10 Employerlde;

Under penalties of perjury, | deciars thet I have examined this certificate and, to the best of my knowledgs and bellef, it Is true, correct, and complete,

n number (EIN)

For Privacy Act and Paperwork Reduction Act Notice, seg page 2, Cat. No. 10220Q

Form W-4 (2017)



/7\ Employment Eligibility Verification USCIS
X : Department of Homeland Security OMII: ::11116:1[;3047
D U.s. Citizenship and Immigration Services Expires 08/31/2019
B ns carefully hefore completing this form. The Instructions must be avallable, elther In paper or electronically,
b are llable for errors In the completion of this form,
legal to discriminate against work-authorized Individuals Employers CANNOT specify which
to establish empioyment authorization ang identity. The refusal to hire or continue to empioy
presented has a futyre expiration date may also
ran N (Employeds must comprete 3 8lgn Seation 1 of Foym 18 o fafer
Mnmb&f«w{aaqaepwa frer .
First Name (Given Name) Middle Initia) Other Last Names Ussd (i any)
ity 'I{Qm,t 70 T
Address (Street Number and Name) Apt. Number crx\or Town Ismte ZIP Code
(A4 & WéH hav\/2 1w MIn 55020
Date of Birth (mm/ddlyyyy) U.S. Social Security Number Employee's E-maj] Address Employee's Telephone Number
0% |0 1090 |HAG -2 - e Padp e Sl
| am aware that federal law provides for imprisonment

AL L2 LA | e 1 M 5
andlor fines for false statements or use of false documents in
connection with the completion of this form.
attest, under penalty of perjury,

1. A citizen of the United States

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

2. A noncitizen nationaj of the United States (See Instructions)

f:] 3. A lawful permanent resident  (Alien Registration Number/USCis Number); ’
D 4. An allen authorized to work until (expiration date, if applicable, mm/ddlyyyy):
Some aliens may write "N/A"

In the expiration date field. (See instructions)

Allens authorized to work muyst Brovide only one of the following document numbers to compiete Form J-9; Do ﬁ’:,",,:,’,;‘{:;:ﬁ":,?g;m
An Allen Registration Numberruscis Number OR Form 1-94 Admission Number OR Foreign Passport Number,

1. Allen Registration Number/USCIs Number;
OR

2. Form 1-84 Admission Number:
OR

3. Foreign Passport Number:
Country of Issuance:

S— = ¥
Signature of Employee | - I . -— Today's Date
: M P T2

b
r andior Trafslator Oeriitioz n (ehgedk ong)l |
1 did net se o prepérsr or {réinglator. A prépdrar(s) antfye fransiator(s) adsisted te effployee in aampisting Man, 1.
helow must be mmeawnenmmmmaméwmneﬁmmm gempleting Section 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 s frue and corract.
'§Ignature of Preparer or Transiator Today's Date (mmiddlyyyy)
Last Name (Family Name) First Name (Given Name)
Address (Street Number and Name) City or Town State ZIP Code ]

@ Employer Completes Naxy Page @

Form1-9 11/14/2016 N




Employment Eligibility Verification USC’IIsg
. Form I-
Department of Homeland Security
U.S. Citizenship and Immigration Services onph'csm N%éZ%%’

Identity Employment Acummlzaﬂon
?Wnem:me E b Dm:umergtleg -
Issuing Autho | Issul 0 I 0
Dow:m NuZer Dmfgmu%L Q Q«VI = szmng%:umberA -
CEC 20104627 il JG-2\-37/)
Explration Date (i any)(mm/ddpyyyy) W Explration any)(mm/ddsyyyy)
0 ‘%‘7 - L
Document Title
Issuing Authority Additionai information
Pocument Number 25
[ Expiration Date (if any){mm/ddlyyyy)
Document Title
Issuing Authority
Document Number
Explration Daie (F any)mmidyg)

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

TR employee's first day of employment  (mmyddlyyyy): N _D. 20 Nsee Instructions for exemptions)

Today's Date (mmsddyyyy) [ Tite of Empioyer or Authorized Representative
O ~-2l-206 l 7 Recruiter

First Name of Employer or Authorized Representative Employer's Business or Organization Name

Shelby Employer Solution Staffing Gro
Employer's Business or Organization Address (Streat Number and Name) | City or Town State  [z1p Code
7480 Flying Cloud Drive Suite 200 Eden Prairie MN 55344

@ﬂon 3. Reverlfication and Rehires (To be-compisted and signed by employer or authorized representative .y,

A. New Name (it applicabie) B. Date of Rehire (i applicabis)
Last Name (Family Name) First Name (Given Name) Middle initial | Date (mm/ddfyyyy)
G T the empioyee's pra mploymenl aulhorzation hag expired, provide thé Informalion for Tha documeént or recelpl that eslablishag

viaus grani of o
continulng employment authorization in the space provided below.

Document Title

Document Number Explration Date {ffany) (mm/ddsyyyy)

1 attest, under penaity of perjury, that to the best of my knowledge, this employee Is authorized to work In the United States, and if
the employee presented documenty(s), the document(s) | have examined appear to he genulne and to relate to the Individual.

Signature of Employer or Authorizeqd Representative

Today's Date (mm/ddiyyyy) Name of Employer or Authorized Representative

Form 19 07717717 N

Page 2 of 3

D e—







i

o

If you find a card that isn't yours, please return it to:
Social Security Administration
P.O. Box 33008, Baltimore, MD 21290-3008

For any other Social Security business/information, contact your local
Social Security office. Ifyou write to the above address for any business
other thag returning a found card you will not receive a response.

Social Security Administration
Form SSA-3000 (08-2011)

B% G69997359

5 — fiic = £

iy

) This card belongs to the Social Security Administration and you must
return it if we ask for it.

—————



EMERGENCY CONTACT INFORMATION

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

Employee Name: WAANAY ), N g
Address: (13 N’gl’ U )l_l"\{ DV‘N‘?J w&: :S hl] }V{A J ;;e Mﬂ ; HN 5517—[.@
Home Phone: u Et 53[’ 6 Q@,
o T EMERGENTY CONTACTS ™
Please list two Peapla (in priority prdar) who dould be cantasfed in casd of an emergenoy
Contact #1 Home Phone;:
Name: T"(#nim Spindier Cell Phone: (4 2.0 | q "QZO&
Relationship: ‘F&/ﬂ’\a ﬁ/ Work Phone:
Contact #2 Home Phone:
Name: 'S{&Jﬂm{, mn \A—C,l l'(/Y Cell Phone: U]Q?bu. L"F—i g 3
Relationship: M Wr Work Phone:

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



empioyer solutions staffing group..
Wage Payment Method Authorization (Minnesota)

1 understand and aclmowlgdge that if I do not provide a
voided check with this direct deposit form,Iam
responsible for any delays in Payroll or extra costy
incurred if the account number that 1 provide is incorrect,

Initial Date

etror, please attach g
. Ifyouchmgebnnks, donntdoseyouroldbnnk

packet, Your Payroll Debit Cand will be reloaded
CARDHOLDER INFORMATION (2s you want your Payroll Debit Card 1o be issued) =)
i e S Ydler R 91 g0
Yy rive et e eI
State M N ip 6 l 2 L?. Cell Phone {mobile)

RECEIPT OF PAYROLIL. DEBIT CARD (to be completed when yon pick up your Payroll Debit Card)
Payroll Debit Card Routing # Payroll Debit Card Account #

AUTTORL 2N | LON
T authorize ESSG 1o directly d ation payments, net of required tax withholdings, other required withholdings
or anthorized deductions, into my account(s) as designated ahove and to initiate, ifnecessary, debit entries and ljustmentsfor any credit entrieg
made in error to my account(s), * E-mail is required for Pay stub information,

*E-mail: 'E \ﬂ A & L_»:{, g?; t\o[ LMC’I @ 5’1}?”(0” - fM

is information will only be used Yo send your paystubs electronically

Employee's Signature. [L_D/ M !; AAAN %*\/'\‘ Date: /Z[ 15 / 7:7_

Ee—




Authorization

and/or Orange ay investigate your education,‘ work history, proféssional

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-

The Consumer Financial Protection Bureau’s “Summary of Your Rights under the Faijr 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 js attached. By signing below, Yyou acknowledge receipt of these documents.

First Middle (0J
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

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 joborlive in California, Minnesota, or Oklahoma, yoy may request
a copy of the report by checking this box: 0.

@{/Wf/u\ éi;lf\ 25/

Signature ' Date




aw _i_x.;-“"‘

employer solutions staffing group..

STATEMENT OF CONFIDENTIALITY
—
This agreement made thisMEy of . 2012 between
Employer Solutions Staffing Group LLC, hereinafter r ferred to as ‘employer”,
rred t

and hereafter refe employee”,

WITNESSETH:

Employee Signature

olutions Stafﬁng@p LLC, Repregentative




employer solutions staffing group,

lmportantllmportante

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 personaj que el cheque no
S€ puede encontrar. Sj se Puede verificar que el cheque no ha sido cobrado,
ESSG se detendrs el cheque de Pago y reemitir ej cheque a usted, descontando
un cargo de entre $ 25 - $ 35.

AGREED/SE ACUERDA—
Name/Nombre (con letra de molde): I\ﬂ 401\ '-‘,( . R?L‘QM

Signature/Firma:




rlo)‘@l‘—selﬁﬂenﬁtafﬁngw

INJURY MANAGEMENT PROGRAM

Injured Worker's Responsibilities

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.

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.




Scheduled work due to g work injury, you must be seen

by your primary health care provider the same day in order to receive

Signed: __OM/(/\A 4 A/\

Printed Name: ﬂl“i;l Aiie, S!V! nd Lt




rom OOD0 Pre-Screening Notice and Certification Request for

(Rev. March 2016) the Work Opportunity Credit OMB No. 1545-1500
.'.’,%m"";'?h";'v‘;}.'.}g esmry » Information about Form 8850 and its separate instructions is at Www.irs.gov/formsgsg,

Your name Soclal security number q1(9 7,1 3’“ O

Strest address whereou l . i 23 »‘ “ﬂ z K(‘ l A ' n! ! l{:e }¢ l:@f —
| Cityortown, state, and-ZiP oo _Su _ ] MN B5(7Le
County E ( 4 f !ﬂ Sg \ ’ Telephone number _(IZ ‘ s 3&’6@3

If you are under age 40, enter your date of birth (month, day, year) _3 ) i) ’ QD

1 [ Check here if Yyou received a conditionaj certification from the state Wworkforce agency (SWA) or a participating local agency
for the work opportunity credit,

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

® lam a member of 3 family that has received assistance from Temporary Assistance for Needy Families (TANF) for any 9
months during the past 18 months.

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

® | was referred here by a rehabliitation 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 lam g member of a family that:
a. Received SNAP benefits (food stamps) for the past 6 months; or
b. Received SNAP benefits (food stamps) for at least 3 of the past 5 months, but is no longer ellgible 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,

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

§ [ Check here if You are a veteran entitied to compensation for g service-connected disabliity and Yyou were unemployed for a
period or periods totaling at least § months during the past year,

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

® Stopped being ellgibie for TANF payments during the past 2 years because federal or state law limited the maximum time
those payments couid 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 unempioyment compensation,

Signature—Ali Applicants Must Sign

Under penaities of perjury, | declare that | gave the above information to the empioyer on or before the day | was offared a Job, and it is, to the best of my knowiedge, true,
correct, and complete,

Job applicant's signature » /] Vé"(/( :f,{ /1 “ \ % /\—:‘\__.. Date /7 l 25/ f?

For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 228511 Form 8850 (Rev. 3-201 6)

117-

Bee—




. Form A rev. 0312017 TAX CREDIT QUESTIONNAIRE LOTAX
EMPLOYER SEC'I'ION: AT Cradit ,“\(.’-mzzil's_;em:ig_-;:
Client: Company;
‘jwation: Position; Starting Wage: §
EMPLOYEE SECTION:
Fi

Date of Birth: Have you worked for If yes, location:

Yoo | e [90  [2Up | ey betorsr

e T e o T —

Please complete a1 questions, and sign and date the form. Yes

1. Have you or hag anyone living with you received Temporary Assistance tp Needy Families (TANF) O
at any time since August 5, 19979 (If yes, please provide information below,)
Name of'the person receiving benefits: Relationship to you:
City: ___ County: — State: _____

No

2. Have yon or hag anyone living with You received Food Stamps (SNAP) at any time during the past 15 months? I}
(If'yes, please Pprovide information below)
Name of the person receiving benefits; Relationship to Yyou:
City: ——— County: ——_ State: S

i

5. Areyoua Veteran of the US. Military? *If yes, please provide 4 copy of your DD-214 and letter of separation,
(Xf yes, please provide information below. Ifno, please continye to question #6,)

Dates of Service - From; To:

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

i

]
i

5

1

g

|
Ol O oo

Conviction Date: Release Date:
Was this a I} Federal or [J State conviction? If State - County: State:

—

O O oo

Additional Tax Credits

PLEASE READ, SIGN, AND DATE:
Under penalties of perjury, I declare the information above 1o be true and accurate to the best of my kmowledge, and | hereby authorize any agency, organization, or
individuals to supply such verification or information thas may be needed to determine tax credit eligibility 1o my employer, employer representative (Associated

Consultants, Inc. dba Retrotax), or the Dej ent of Labor. -
g N »
New Employee Signature; ﬂ }T'_/'/f_ f(/a_,'l. gm/"\ st Date; " ! Z‘;'/ ”I




U.S. Department Labor OMB Control No. 1205-037 1
Employment and Training Administration Expiration Date: January 31, 2020

LONG-TERM UNEMPLOYMENT RECIPIENT SELF-ATTESTATION F ORM
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 memﬁeaﬂenfequmed for the new target

_group

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

New Hire’s Signature: ﬁﬂ&Aﬁ/{/{/\ &/‘\vﬂv Date_° Z&ﬁ‘z ]
New Hire Name: _M('U(CL\ £ S?EM’ L

Social Security Number- L{’(lﬂll Z"l lo

Employer Name:

O 1declare that | was in a period of unemployment that is at least 27

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

(Enter start date)

Privacy Act Notice;

The Intemal Revenue Code of 1988, Section 51, as amended and s enacting legislation, P.L. 104-1 88, specify that the Stats Workforce Agencies are the
*designated” agencies responsible for administering the WOTC certification procedures of this program. The information you have provided complefing this
form will be disclosed by your employer to the State Workforce Agency. Provislon of this Information is voluntary; however the Information is required fo
determine your employers eligibilty for the Tederal tex credit,

Persons are not required to respond to this collection of Information unless it displays a currently valid OM B control number. Respondents' obligation to
complete this form is required to obtain or retain benefits (P.L. 111-5). Pubic reporting burden is estimated to average 10 minutes per Tesponse, including the
time for reviewing Instructions, searching existing data Sources, gathering and maintaining the data needed, and completing and Teviewing the collection of

ETA Form 9175 (Rev. November 2016)



employer solutions staffing group..

Notification of Minnesota Law Reguirement —

Unemglo!ment Acknowledgement

a separate copy of this form (Initial)
MWA_QLA‘_}\ 1hs/h
Employee Signature: Date:

L Wireller

Employee (please print your name here)

CMG_SM - Rev. 09.2013




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 l enis of this policy and | am aware and full

3. | hereby voluntarily consent to ESSG, or its health service providers, or
other persons or entities acting for or with them, to collect g body component {blood,
urine, breath, or any combination thereof) from me for testing for alcoho and/or drugs, |
understand that the laboratory selected by ESSG May conduct testing and other

ngmg, &z} 120%)
Individual’'s Name

5] 1+

Date *

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



ol

employer solutions staffing group..

ESSG WORKPLACE SAFETY POLICY

It 1s ESSGs policy that all employees should be able to enjoy a hazard free and safe
work environment, Tt is ESSG’s duty to:

recognized hazards and comply with standards, rules and regulations issued
under the OSH Act,
(2) Ensure that itg clients perform g job hazard assessment in order to identify

understand,
ESSG is committed to vigorously enforcing its OSHA Compliance Policy.

To help ensure a safe workplace, you have certain responsibilitieg too, which include
the following:

° Responsibility to work in compliance with OSHA laws and regulations

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

o Responsibility to report workplace hazards and dangers

. Responsibih'ty to work in a manner ag required by the employer and use the
prescribed safety equipment,

You have the following basic rights:;

° Right to refuge unsafe work

* Right to know or be informed ahout actual and potentig] 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



my supervisor, manager, director or ESSQ’s Safety Director at
952.835.1288/1.866.496.7573 in order to obtain assistance in the resolution of such

Employee Name (Please Print)

NOXTLL SPinaler

Employee’s Signature:

QEM_’&(M}\, gfl@:,\ Date: 21 25“1




@ EMPloyer solutions staffing group.
@ Leverayi

g Retourzes in a Changing IMarke;

Enhanced MEC

New Employes

Benefits Enroliment Form
Employea information

ESNG

Wern ey nin,

em) solutions group.,
thelvem | mumpk ey Wi s

Plan_Plan 1

Rehire Rehire Date

E29)

Benefit Plan Admintstrators, Inc

Name (First and Last) Soclal Security Number
212710
Address i Cliy State P Cods
STARYATS Yhore e VN 55120
Gender Marital Status Single) | Date of Birth Date of Hire
mal Married Divorced | @ /7 I QO
Phone Number: {745 l,.gg‘_ &Wg Email Address: wvt, 37; Wllen. MalLii. Corg
Please Select Desired Coverage:
Employee Only - E Employee+Spouse - Em ployee+Child(ren) - Family -
$24.00/Week ' $38.00/Week $36.00/Week $63.00/Week
Soctal Security # Birth Date | Sex Relationship
Male Spouse Child
LR Last Name F:r:lale . Domestic Partner
Social Security # Bll"lh Date | Sex Relationship
Male Spouse Child
M.l Last Name Female Domestic Partner
SocalSocuys [ o | 5 " Relstionship
| First Name ML TastName | llf:r:leale Spouse . Child
?:AHE O.F PERSON.OOVE'RED (FIRST, LAST):
EFF. DATE
EFF. DATE
EFF. DATE
Employee Acknowledgement and Authorization - | hereby apply for the group henefit(s) as indlcated. | acknowiedge that ajj entries are true and complete and that
any misstatements or failyre to report Information may be used as the basjs for cancellation of co

effactive date, Further, ] authorize my employer to make the necessary

verage for me and my dependent(s), if any, from the original
payroll deduction of premiums for coverages | have slectad,

‘IF ENROLLING - YOU MUST

Employee Signaturs

EMPLOYEES DECLINING

IF DECLINING-

L
Employee Signature ,%};@M A

SIGN HERE

YOU MUST SIGN HERE

hid

o 7 [25] 14

Employer Solutions Staffing Group Health Benefits Team

PO Box 46270 Minneapolis, MN 55344-9956
Phone: 952-767-9519 Fax: 952.767-9515
Email: Health@employersoluﬁonsgroup.com



I

Ty sacwuial penetits Plan 2

VS| 219301-ESG1  loFFice use oty LOCATION . RehireDate__,__,
ENROLLMENT FORM ESC CU(UNAC-MN) P1 v18

mm USING BLACK or BLUE INK (Must Bo Filled Ouy)
Name

e UL, Pigllgl [y g Sromapine - g% Wb
Address Ug‘ MPY IMV\{ D\’( \ Ve M Apt. #

City oy

LAV ERITRTY

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

State Mm :le 6512_(9 l,D te/ B/u’t}qra

DYes I:, No. if Yes, please continue,
Medicare Health Insurance Claim Number (HICN) | Medicare Effective Date

.-Name c;f Cover-ed Pe;;on (s):

1 e e e e e e s e, TR A ke v et e s s v e e et ¢ v A A8 e ot s

[
I3

) ol _
C. LIMITED BENEFITS PLAN SELECTION | . ._Payroll Deducted Weekly Rates
You MUST select a coverage level before any benefits in Section C, Your coverage level for the all benefits in Section C will be

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

SELECT COVERAGE LEvg, F "‘E;E'D"lgi'l‘_“?"" DENTAL VISION TERMLIFE | SHORETERW

 Employescny []] s2028 @D g6 oll|  s24a & sos0 | se20 (3
Employee + 1 [ $41.10 $12.34 $4.92 $0.90
Emplayee + Family [] $54.88 $20.36 $6.56 $1.80

“~-_...!“_‘32.A£Efi?fﬁ?$_$. ___D_.)’s?_g.'.\'g_ 1 D ves (o | [ ves [Ine | [ Yes [ INo | [ Tves (o

‘ 1This coverage is not available to residents of NH, Hi, orP_l;T S"}D ié not available to persons who work i-n CA, Hl, NJ, l:lY: Lc:r.-R;i.“

Sy

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

Name ] Relationship S
Name ' Social Security # | SQtEEF Birth | Sex -M—TRelationshipI: g = . chaeys
Neme T 7| ) | peme] Child [[] Domestic Partner
Name  Social Security # | Date of Birth | Sex  Relationship
Name et 7 /| IIE] | Dol cnal] Domestic Partner
Name Social Security # ' Date of Birth ! Sex  Relationship
Nama ~ e Tl G Spouse [ ] Child (] Domestic Partner
Name  Social Security#f Date of Birth ' Sex Relationshi; o

T e L S RS T L] Spouse [ ] Child [[] Domestic Partner

EE@%E@E@E@EL?E@E'?§1§§E§E"ﬁ?f COVERAGE
I have read the benefit packet and understand jts limitations. | understand that open enroliment is only available for

a lin_'n__ited time and | u_nderstaqd_ that [nakiqg no beneﬁt selection is a g_iegl_in_a_tiqn of Coverage. _

oare 071,25,1017 | > siGnatuRe /)4

! <

This is an Essential StaffCARE Enroliment Form.




