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Case Varification Number: 2017132082036NL
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comgm Information
Company ID: 47420 Company Nama: Employer Salutions Staffing Group
Employes information
Last Name: standing soidier Firat Name: tessia
Data of Byth: 06/08/1981 . Social Seourlly Number: *+ = 2479
Hire Date: 05/1172017 mmmmmww-umsm
Dogument Information
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- employer solutions staff; ng group. TESL Dl e vk 405
Leveraging Resources in a Changing Market Tel: 952.835.1288

www.esgstaffingsolutions.com

New Hire Application

Personal Data-- PLEASE PRINT LEGIBLY IN INK

Last Name

First Name __| 04~/ () Middle Initial L

Street Address 5:]' Apt/Ste 5 ‘
City/State/Zip —@Mﬂmm Soclal Security Last Four XXX-Xx. & ’:l—-ﬂ‘
Phone Number _} J/ 19991 p %7:;0

Email Address) )\(} Canlle @ cirne | Cor

Staffing Agency/Recruitment Partner

All offers of employment ara conditional Upon satisfactory proof of Identity and legal abliity to work in the US.A,
Are you legally authorized to work in the United States of America? I:I'YES CNo

Applicant Certification and Authorization

1
“Applicants Signature

Name (Print or type)

A copy or facsimile ("fax") will be considered the same as an original signature. Emaii will ONLY be used for empioyment correspondence

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

ESSG - Supermoms CMG Rev. 05/2015



Form W-4 ( 2017) G Bh000 5357 R weges PG o S e

Baslo Instructions, if you aren't exempt, complete sonsider making estimated tax ents using Form
Purpose, Complsts Form W-4 so that your the Personal Allnwanzga Worksheet below. gha ;gy'amnﬂglg% og'mm o
employer can withhold the correct federal Income Worishests on page 2 further adjust your nnnlri:yﬂ{nmme. see Pub, 808 i‘::uﬂnd outpif w should
Iax from your pay, Conslder completing a new Form withholding allowances based on ftemized adjust your Wi, n Form Wed o W-&?’
W-4 each year and when your personal or financial deductions, certain credits, n;%shnems to Income, your ding on Form 5
situation changes, or two-eamera/muitipls Jjobs situations, Nr?dneamera or mulﬂple'l‘:ll:a. if )Jfog hﬂava ath
Exemption from withholding. if 1 are exempt, Complete all workshests that . However, you trorting spouse or more than one job, Q
complete only lines 1, 2, 3, 4.9am¥g and sign thpat may claim fewer (or zero anovmnaggy Forrequiar “’o wallnugls S';ﬁf a"‘”m"“'h'?ésyg';;mm :d lgr'rﬂnm
form to valldate it. Your examption for 2017 expires wages, withholding must be based on allowances Wea our Wi A Wil DO o e
Fehm'i& Ses Pub. 505, Tax Withholding you olaimed and may not be a flat amount o when all allowanoe agraugluéllﬂ'uyed onthe Fonnmw '
and Tax. Percentage of wages, for the highest %amylng Job and zero allowances are
Note: If another person can claim you as a dependent Head of househald, Generally, you can claim head clalmed on the others, See Pub. 505 for detaila.
on his or her tax retumn, you can't claim exemption of household filing status on your {ex raturn gnly if Nonresident allen, if resident all
from withholding ifm:urtotal Income exceads $1,050 YOu &re unmaniod and pay more than 509 of the Notice 1383, Gacrs ’;""'";,"Fo"‘,‘g% 4 Instructions 7
and Includes more than $350 of uneamed Income (for costs of keeping oltlﬁ 2 home for yoursalf and your Norvesidert Al ppleg:m leting this 1o ns for
examplg, interest and dividendis), dﬁgendanga&:: er qualifying individuals, Ses o ens, before completing at
ns. An empl may be abls to olaim Pub. 601, Standard Deduction, and cheokyourwlmhnldlng. After your Form W-4 takes
a‘ﬁ'ﬂ" 2 P 2y Filing Information, for rmation. effeot, use Pub, 605 1o see how the amount you are
exemption from withholding even If the employes is having withheld D your projected tote! tax
@ dependent, if the employes: Tax oredils. You can mﬁm",‘;‘eﬂd X oredits Into 1012047, Soe Pun espedially Tyour eamings
e e Ul o100 SGEUEELTT
* I biind, care expenses and the B uture devalopments, Information about re
e Y RS T g Sy ST
/3 ) . n rwe -]
temized deductions, on his or her tax ratum, c,:.;msu Into wlwr,gld]n 5"33,2{.'& et :tg Www.Irs.goviwd, i &
Personal Allowances Worksheet (Keep for your records.)
A Enter“1"foryourselflfnooneelsecanclalmyouasadependem. S SossC SOUSEUIERIR YR B e i S ek A E i
® You're single and have only one job; or
B Enter*1" i ® You’re manied, 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,

G  Enter "1 for your Spouse. But, you may choose to enter *-0-" if you are married and have elther g working spouse or more
than one job. (Entering @-0-* may help you avoid having too little tax withheld) . . . . . °© o o o o

Enter number of dependents (other than your spouse or yourself) you will claim on your tax return . . o o o
Enter *17 if you will file as head of househoid on your tax retum (see conditions under Head of househoid above)

mTmo
Tmoo

(Note: Do not include child Support payments, See Pub, 503, Child and Dependent Cara Expenses, for detalls,)
G Child Tax Credit {including additional child tax credit). See Pub, 872, 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 "~ ifyou
have two to four eligible 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 eligiblechlid. @
H Addlines Athrough G and enter totg] here, (Note: This may be_dlﬂ'erent from the number of exemptions you claim on your tax retum)) > H

® If you plan to itemize or claim adjustments to income and want to reduce your withhalding, see the Deductions
For accuracy, and Adjustments Worksheet on page 2,

complete all * If you are single and have more than one Job or are married and you and your spouse both work and the combined
workshests earnings from all jobs excead $50,000 (320,000 i married), see the Two-Eamers/Multiple Jobs Worksheet on page 2
that apply. to avoid having too little tax withheld.

® if neither of the above Situations applies, stop here and enter the number from iine H online 5 of Form W-4 below.
Separate here and give Form W-4 to your employer. Keep the top part for your records.

O
5
&

o w_4 Employee’s Withholding Alliowance Certificate OMB No. 1545-0074
Ds::'tmam of the Treasury P Whether Yyou are entitied to claim a certajn number of allowances or exemption from withholding is 2 @ 1 7
Intemal Rsvenue Servica subject to review by the IRS, Your employer may be required to send a copy of this form to the IRS,

1 our first name and middle inftial Z 2 Your social secyrity numbe
e Lt | 5OGGEA (75
Home addrsss (number and street or rural routs) LI Married [T Married, but withhond ot higher Single rats,

S Note: If manied, but legally separated, Orspouse is a nonresident allen, check the “Single® bax,
City or town, state, and ZIP code 4 Hyourlast name differs from that shawn on your soclal security card,

check here. You must call 1-800-772-1213 for a replacement card. b ]
5  Total number of allowances you are claiming (from line H above or from the applicabje worksheet on page 2) 5 ] a
6 Additional amount, if any, you want withheld from each paycheck - N X 3 ‘

® Lastyear | had a right to a refund of all federal Income tax withheld because | had no tax liabllity, and

® This year | expect a refund of all federal income tax withheld because | expect to have no tax liability.
If you meet both conditions, write ‘Exempt"here. . , . - >l7]

Under penalties of perjury, | declare that | have examined this certificate and, to est of my knowledge and bellef, it Is true, correct, and complete.
-
Employee’s signature ] — ‘ '
(This form Is not valid unless yousignit) » o !(.QL' ™ AL " o 4 |
8 Employer's name and address (Employer: Cplate lines 8 and 10 only if sang tothe IRS.)

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



during complstion of this form. Employers are lahie

Employment Eligibility Verification

USCIS
Department of Homeland Security oml: :ml'sf;_% e
U.S. Citizenship and Immigration Services o

Bxpires 08/31/2019
» START HERE: Read instructions carstully before completing this form. The Instructions must be availabl

e, elther in paper or electronically,
for errors in the completion of this form.,

Date of Birth (mm/ddsyyyy)

eotion 1, Employee Informallon an tatlon (Employees My Qampele and sign Seatian { of Form 19 no jater
than fhg first day of employment, but na befom a9ogpting a job offer.) . i

First Name (Given Name_) Middle Initial Other Last Names Used (ifany)

' [ 0451 0 o

129 Bip AL, 2 BB Dage [ B,

Employee's Telephone NLLer )
: | P%=

U.S. Social Security Number Employee's E-mail Address
Dlo/0/98) | -

2

| am aWware that federal law provides for imprisonment and/or fines for faise statements or use of faise documents in
connection with the completion of this form, .

1 attest, under Ppenaity of perjury,

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

M.Adﬂzen of the United States
|

[] 3. Alawful permanent resident

2. A noncitizen national of the United States (Ses instructions)

[] 4. An allen authorized to work 1

(Alien Registration Number/USCIS Number):

Some aliens may write "N/A"

OR

2, Form |-84 Admission Number;
OR

3. Forelgn Passport Number:

In the expiration date field, (See instructions)

Allens authorized to work must provide on,
An Allen Registration Number/USCIS Ny,

1. Alien Registration Number/USCIS Number:

(expiration date, if applicable, mm/ddiyyyy):

Iy one of the following document numbers to compiete Form 1-9; 5 ﬁgm;fmgm
imber OR Form 1-94 Admission Number OR Foreign Passport Number. .

L Country of Issuance:

~ 1\ J

rpparer andlor Transiato
LA did b use g prepandy o translator

By

Signature of Employee x ; 2 Today's Date (mm/ddsyyyy) .
_ Qooa0 & aldix O/ oy
" pation {chegK ona); : R SN

A Brepins(a) angioy ranelstor(s) egeited the mploye i atmpleting Seqtian 1.

lag below must be campleted and signed when preparers angfor transiatory bgsist an emplayee in eomigleting Bection 1)
| attest, under Penalty of perjury, that | have assisted In the completion of Section 1 of this form and that to the best of my
knowledge the information is true and correct.
Signature of Preparer or Translator Today's Date {mm/ddhyyyy)
Last Name {Family Name) First Name (Given Name)
Address (Street Number and Name) City or Town State ZIP Code

@ Employer Completes Nex: Page @

FormI-9 11/14/2016 N

+7



Employment Eligibility Verification USCIS

Department of Homeland Security Form 1I-9

U.S. Citizenship and Immigration Services ' pec ; "“5}2’,’,}%‘}‘,”

d8c on & .-_..“. plo Ye'f’-o-'!. AU farized Representat) e e \'_9."‘*,- _‘.:,“..L..‘” iflcats
Of Acospéanis Documeiis: F2 < =L TR B B T sk et ‘

A Ty

Employes Info from Section 1 | Last Name g"g . lﬂ;‘(mém” 'Q_ °'"‘°'\““"”msm
ListA ListB A ListC
Identity a_l.ld_ Empioyment Authorization Identity L Employment Authorization
Document Title Title
IR o RN Ce )
|| DR SCONN_ BN, oo
it | BELIE 3061210 L85« S uey |-
Expiration Date (i any)(mm/ddiyyyy) 4 Eglmﬂon Date (i any)(m g /) Expiration Da_te (@ any){mm/ddfyyyy)
Document Title .
Issuing Authority | | Additional Information DO Nok ito g 268
Document Number
Expiration Date (i any)(mm/ddsyyyy)
Document Title
1ssuing Authority
Document Number .
Expiration Date (7 any){(mmi/ddiyyyy)

Certification: | attest, under penaity of perjury, that (1) | have examined the document(s) presented by the above-named employee,
(2) the above-listed document(s) appear to be genuine and to relate to the employee named, and (3) to the best of my knowledge the
employee is authorized to work in the United 5 '

T“employae‘a first day of empioyment {mm/dd/yyyy): 0-'5 =({-2 o\ ‘7399 lnstrucﬂoné for exemptions)

Today's Datefmmtidlyyy) | Titie loyer or Authofized Representative
CS -\ \-20\7 -CYuUL e‘/p :

IN

A 0 U
Last Name of Employgr or 2 3 of Empl 'AﬁﬂmﬂzadRepresemaﬂve Employer'sBuslhessorDrganlzaﬂonName
‘ é !Q : _E:)u'\ q:i\_/\ EMPLOYER SOLUTIONS STAFFING GROUP LLC

Empioyer’s Business or Orginization Address (Strest Number and Name) | City dr Town _ State  {ZIP Code
7480 FLYING CLOUD DRIVE  SUITE 200 MINNEAPOLIS MN 85344

ection 3. Reverification and Rehires (To be completed and sigked by employer or authorized representative) - A

A. New Name (i appilcable) B. Dgte of Rehire (# spphioabis)
Last Name (Family Name) First Name (Given Name) Middle Initial | Date (mm/ddyyyy)

employee's previous grant of emplayment amm document or recelpt thal esiablishes

u;nur\ulng employment authorization in the space provided beiow.
Document Title - Document Number Expiration Date (if any) (mmrdyyyy)

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 empioyee presented document(s), the document(s) | have examined appear to ba genulne and to relate to the Individual.

Signature of Employer or Authorized Representative | Today's Date (mm/ddyyyy) Name of Employer or Authorized Representative

FormI-9 11/14/2016 N
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-DATE OF BIRTH: 06/00/1081
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EMERGENCY CONTACT INFORMATION

EMPLOYER SOLUTIONS STAFF ING GROUP
IN CASE OF AN EMERGENCY - NOTIFICATION INFORMATION

Employee Name: _|

S . EMERGENCY CONTAGTS ™ |
Plepse list twp peopla (in priafity order) wha oould be oantagted in case of an erergency
. Contact #1 Home Phone:
|Name: L.Qnéhm(‘&c\. %r‘ C\g-Q: Cell Phone: LQ\a) : L}O% : 8‘8 09-
Relationship: n ) 0 ! | ( ) Work Phone:
: Contact #2 _ Home Phone:
Name':_r%Y\-Q_-:Q, é— é—()\ 0&.‘ Ly Cell Phone: LQ |a L)L}a . L0508
Relationship: %.OT\ - 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.



e

 employer solutions staffing group.

Leveraging Resources in a Changing Market
Wage Payment Method Authorization (Minnesota)

Employees have the option of receiving wages by Direct Deposit and/or Payroll Debit Card,
If you do not provi i ages will be paid er Check.

HDE]

ets 0 Al
LU=, D Ay
SRCTTION 2 IEASTNEINE GRS
_| Direet Deposit (Please camplte Sections 3 and 5 below)
|| Payroll Debit Card (Please complete Sections 4 and 5 below)
DIREGE D112 ISEE

Note: Direct e osltacm:mtsmaytakelq)m7da;smhaacﬂvated
[\l Paper Check (Please complete Section S below)

I 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
ncurred if the acconnt number that I provide is incorrect,

provide the necessary information and issue you a Payroll Debit

Cardtnpayyom-wages.meomprotecﬁon,theﬁnmcialinsﬁunionmayaskyoumpmvidethemaddihonnl i caﬁnninformaﬁonsotheycan
verify your identity,

Except for the routing and account number, ESSG does not have access to any information regarding your Payroll Debit Card account or
transactions, Onyourﬁrstpnyday, you will receive your new Payroll Debit Card, and a packet in iti
then sign acknowledging that yon received the Payroll Debit Card and packet, Y
wages,

CARDHOLDER INFORMATION (as you want your Payroll Debit Card 1o be ismned)
ML

First Name Last Name Date of Birth

Street Address (POBOX NOT ACCHFTABLE) Social Security#

City State Zip Cell Phons (mobile)

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

Payroll Debit Card Routing # Payroll Debit Card Account #
| 073972181
Thave recetved my Payroll Debit Card, welcome brochure, program fees, program terms, conditions, and disclosures, By activating my Payroll Debit Card,
Imnagreemgtothepmgramtexms, conditions, anddisclommﬂmtaremclndedarmadeavnﬂahletomeﬁ'omtlmetntlmeﬁ'nmﬂ'neﬁnancialmstmmon I

or anthorized dednctions, into my account(s) as designated above and 1o initiate, if necessary,

made in error to my account(s). * E-mail is required for pay stub information.
“Bmait Oark] (. \bnai! .0 on
thld information will

s2nd your pystubs electronically

Employee's Signature;




Authorization

(b) anyone to provide information about you to BGC and/or Orange Tree Employment Screening; (c)
BGC and/or Orange Tree Em ployment 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, crimij-
nal record, lawsuits, driving record, credit history, and any other information with public or private infor-
mation sources. You acknowledge that a fax, image, or copy of this authorization is as valid as the origi-
nal. You make this authorization to be valid for as long as you are an employee of ESSG.

The Consumer Financial Protection Bureau’s “Summary of Your Rights under the Fair Credit Reporting
Act” is attached to this authorization. If you are a New York applicant, a copy of New York’s law on the
use of criminal records is attached. By signing below, you acknowledge receipt of these documents,

Personal information; Please print the information requested |
Printed name: ' ' '

Other names used:
Current county of residence:

Current and former addresses:

current \ ‘% H"h @A""ﬁ'% ?}\'M va\)m

fromd Mo/Yr to Mo/Yr Street City, State & Zip w ]
from Mo/Yr to Mo/Yr Street City, State & Zip
from Mo/Yr to Mo/Yr Street City, State & Zip

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

/4 /R 504.98 ay=z0

Date of birth 7 Social security number
mM .Driver’s license number & state _ C) \..QY

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; [,

X X00Al e 5//\\/l|r-7—

Signature Dat

Name as it appears on license
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~ employer solutions staff ing group.

Leveraging Resources in a Changing Market

STATEMENT OF CONFIDENTIALITY
=" LVONFIDENTIALITY

This agreement made this H day of 201 etween
Employer Solutions Staffing Group LLC, hereinafter rred to as employer”,
and hereafter referred to as “employee”,

WITNESSETH:

For the duration of my employment and after resignation or termination of
this employment with employer, for any reason Wwhatsoever, the employee shall
not use or disclose to any other person or Company, and confidential or

Employer Solutions Staffing Group LLC, Representative



employer solutions staff Ing group..

Leveraging Resources in 3 Changing Market

Important/Importante
LOST OR STOLEN PAYCHECKS

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

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 @ su reclutador de personal que el cheque no

Si su cheque de pago fue robado, primero debe denunciar el robo a Ia policia
antes de que podamos voliver 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 e| cheque no ha sido cobrado y si la pérdida de| 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):enﬁm%c‘&lﬂ




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,

| have read my responsibilities a agree tq abide by these guidelines.
Signed: —Qm.L&SK}i/_QQL/)

Printed Name: { l ‘ (L



rom OO0 Pre-Screening Notice and Certification Request for

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

|nm' ;&%’;ﬂ%mm : » Information about Form 8850 and its soparate Instructions Is at WWW.irs.gov/form8850,

Job applicant: Fill in the lines be pai any boxes that apply. Complete only this side,
L] ’ g~ i v

DS\ 0 ~ Wwe \l. oclal security number p EM Cﬂg-gl,r;—(
Street address where you live e J1 % é:\' a '*5

Clty or town, state, and ZIP code . (@11 l\ @m(: mn 5501’
™\ { )

County |} DA X Telephone number MMEC
Irth (month, day, year) ()l%l OO‘ ZQ)

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

Your name

- NS Sl
If you are under age 40, enter your date of b

2 [] Check here if any of the following statements apply to you.
® lam a member of a family that has recelved asslstance from Temporary Assistance for Needy Familles (T ANF) 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 rehabiiitation agency approved by the stats, an employment network under the Ticket to Work
Program, or the Department of Veterans Affairs,

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

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

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

® lam a veteran and | was unempioyed for a period or periods totaling at least 4 weeks but less than 6 months during the

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

5 [ Check here if you are a veteran entitled 1o compensation for a service-connected disabllity and you were unemployed for a
period or periods totaling at least 6 months during the past year.

6 [ Check here if you are a member of a family that:
® Received TANF payments for at least 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 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 unempioyment compensation,

Signature—All Applicants Must Sign

Under penaities of Perjury, | deolars that | gave the above Information to the employer on or before the day | was offered ajab, and it Is, to the best of my knowledge, trus,
correct, and completa.

«wmw olion pate b2/ |\
For Privacy Act and Paperwork Reduction Act Notice,

see page 2. Cat. No. 228511, For 8850 fRev. 3-201g)
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Form A (rev. 01/2016)

EMPLOYER SECTION:

Client: Company:

Employer Solutions Group

Location: Position: Starting Wage: §
EMPLOYEE SECTION:

Employee Name; _ Street Address:

L 12 B =
SS#: Date H

Age: H?ve on worked for T Ifyes,lomﬂ: -
504-96-0479 lo 4/ 81 | 3% stemmisom:

at any time since Augnst 5, 1997? (if yes, please provids information below.)

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

Name of the person receiving benefits; Relationship to you:
City: County; State:
2. Have you or has anyone living with yon received Food Stamps (SNAP) at any time during the past 15 months? D D
(If yes, please provide information below.)
Name of'the person receiving benefits; a Relationship to you;
City: County: State

3. Have yon received Supplemental Security Income (SSI) at any time within the past 3 months?
Pleass note, this is not the same ag Social Security benefits (S8) or Social Security Disability (SSDI) benefits,
*If you checked yes please provide q copy of your SSI dacumentation,

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

Name of Agency: Phone #;
City: County; . ] Stam
*If you checked yes please Provide a copy of your active Individual Work Plan and Ticket to Work documentation,

D Vocational Rehabilitation Agency Dept. of Veterans Affairs D Employment Network (Ticket to Work Program)

5. Areyou a Veteran of the U.S, Military? *If yes, please provide q capy af your DD-214 and letter of separation,
{If yes, please provide information below. Ifno, please continue to question #6.)

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

O

O

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

If yes, dates of unemployment - From; / / To: / /
Did yon receive unemployment compensation at any point during yonr unemployment?
If'yes, dates received unemployment compensation - From: / / To: / /
7. Have you been convicted of a felony or released from prison for a felony conviction in the past 12 months?
Conviction Date; / / Release Date; / /
Was this a [ ] Federal or [ ] State conviction? If State - County: State:

O O O);

O] O On;

Additional Tax Credie

IEC (Native American): Are you or your spouse a member of a Native American Tribe?
*If you checked yes Please provide a copy of your CDIB card,

SC Residents: [] Do you receive Family Independence Benefits?

O

CA Residents: Are you the child of foster parents? D Do you receive CalWorks? D Workforce Investment Act?
Are you a migrant or seasonal farm worker? D Have you ever been convicted of a misdemeanor?

O

PLEASE READ, SIGN, AND DATE:

Under penalties of, Pperjury, I declare the information above 10 be true and accurate to the best of my knowledge, and | hereby authorize any agency,
indviduals to supply such verification or information that may be needed to detesiige tax credit eligibility to my employer, employer representative
-. L

New Employee Signature:

organization, or
{Associated

b E’:{/ “/ M-



e —————— T,

Qualified Long-Term Unemployment Recipielit

ADDENDUM TO: IRS Faqrm 8850 Pro-Scresning Notice and Cartification Request for the Wark Oppartunity Tex Credit

Client: Company:
Employer Solutions Group

Location: ._1'3_'-“‘—?1” o e ‘ S_ lfﬂ Y bﬁ)@*"’q Q‘L}7—C

EMPLOYEE:

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

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

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

[0 Ireceived unemployment compensation during my unemployment.

If applicable, dates you received compensation - From; To:
' ' 2 From; / / To: / /
From: / / .__To: / /

Please read, sign, and date:

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

LEmPloYee Signature: (( ) m (5&} CLX'M Dateiél / ]\/ / \i

o}

RetroTax®
3730 Washington Blvd.
Indianapolis, IN 46205

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

www.retrotax-aci.com



employer solutions staff INg group.

Leveraging Resources in a Changing Market

Notification of Minnesota Law Re uirement —

Unemgloyment Acknowledgement

accepts employment with the client of the staffing service, is considered to
have quit employment.

Itis 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,

| 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)

—@@\&&Mm B\ /iYL
Employee Signat‘ure: Date: / /

' ine Dol y”
Employee (please print your name here

CMG_SM - Rev. 09.2013



@ received g Copy of Employer Solutiong
Understang that it jg my responsibimy to read th,
Management or to teleph

Staffing Group's Anﬂhamssment Policy,
is Policy ang ask my Supervigor, o Mmember of
one Empioyer Solutiong Group (ESSG) at 952.838.128811
any questiong I'may have about thig policy. | agrea to cony
Understang failure tg Comply is qrc

-866.49¢, 7573
comply with ESSG’s Policy on
grounds for disciplinary

action, up
I also agree

that if at any time during my eMmployment | am
Subjected to any type of discrimj
color, nNationaj g

volved in gp
Nation, including discriminat e

rigin, disability, Marital, sexyg Orientatio,

arassment fncluding Sexual harg

director or ESsG’g Human R

assistance jp the regoy,

éré'éé‘m’ent
to and including terminaﬂon.,

m
es De rtment gt 952.835.1288/1
tion of such Matters, : :

Employee Name (Please Priny)

22



This is to aoknowledge that | haye read the Employer Solutions Staffing Group LLo Temporary
Employeg Handbook and Understang that it setg forth the terms ang Conditions of my employment as
well as the duties, responsibilitieg and obligationg of my eMmployment with the Company, | Understanqg
- and agreg that itis my responsibility to abide by the Iules, policjeg and standargg Set forth in the

H. 00 '

| also acknowledge that my employment with ESSG is not for g SPecified periog of time ang can be
terminateq a¢ any time for any reason, with or Without cayge Or notice, by me g by the Company, |
acknowtedge that no'org) Or written statementg or epresentationg regarding My employment can alter
the foregoing. | alsg aoknowledge that no Manager or employeg hag the authority tg enter into g
employment agreement, eXpress or implied, Providing for employment other than at-will.

I also aoknowledge that, except for the Policy of at-will employment, ESSG réserves the right ¢o
revise, dejete and add ¢o the Provisiong of this Employee Handboolr. All sych revisions, _
deletions Or additiong must he jn Writing ang must he signed by the CEO of the Company. No
oral Statements or representattons €an change the Provisions of this Handbook. l also
acknowtedge that, @xcept for the Policy of at-will employment, terms ang Conditions of
employment with the Company Mmay be Modifled at the sgjg discretiop of the COmpany, with or

agreement Supersadag all prior agraements, understandtngs an;t representatlons oonoemtng
my 8Mmployment with the Company.

If I have Questions regarding the content or interpretation of this Handbook, | will bring them fo the
attention of ESSG,

DATE 5}2 i ]Z | %

EMPLOYE

NAME

EMPLO

SIGNATURE

ESsG J
REPRESENTATIVE._____‘

23



V] ACKNOWLEDGMENT

The assogiate handbooj Was reviewegd with me, ang | have received my Personal copy, | also
acknowledge that | have been given the 9pportunity to gk Questions ang express Concemnsg
during My orientation, Additionally, I understand and support the following:
1. This h_andbook I8 intended ag a guide and nog anem loyment agreesment that
c a contractyg) relationsh;j » @nd that the employment relatlonship may be
terminated a4 the will of either Party at any time,

2 The changlng Needs of the businesg will require alteration Mmethad, Practices ang
policies, ang the Company wij unilaterally Se, as Necessary, to Mmeet these
Changing Needs,

< R | agree to Notify my ESSG Consultant immediahly of any change in my persongj
data such g5 phone Number, address, emergency Notification, etc.
4.

lam fésponsible for the information Provided herg;j
return this handbog to my Essg C

N and wiil, Upon my Separation,
onsultant,
Date: . Né

Associate's Signatyre: 1

Associate’s Printed Name:

Orientation Provided by:

24




DRUG AND ALCOHOL

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

O ra0ig ANl

Individual’s Name

S 1
/7

Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



Fixed Indemnity Medical Benefits_Plan 2
v VS| 219301-ESG-1 OFFICE USE ONLY LOCATION___ RehireDate ___ /4

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

T USING BLACK or BLUE INK (Must Be Filled Out)
Na : ! \ Social Security # ' Home Ph m
M%%dm FBUaBau= " [0 m
ddress Apt. #
125 Py 5

Bt O Qurk N [PReog 0978

' B

B. DO YOU OR ANY OF YOUR DEPENDENTS RECEIVE MEDICARE BENEFITS? DY&SI__—INO. I Yes please continue.
Medicare Health Insurance Claim Number (HICN) | Medicare Effective Date

Name of Covered Person (s):
1. 3.

‘ 2
[Cltnnico enErns pravseiEeTion . . Payrol Docuctad Weskly Fates
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 F "‘E,.';‘E'I';'lzf\'l_“!‘"" DENTAL VISION TERMLIFE | SHORETERM

~ Employee Only [ ] s2028 ()| sz al|  s24a &I s060 of)|  sez0 [
Employee + 1 [ ] $41.10 $12.34 $4.92 $0.90
Employee + Family [ ] $54.98 $20.36 $6.56 $1.80

NO to eLL Benefits E DYes. D No DYes D No D Yes I:I No J DYes D No DYes D No

Name . Relationship

D. REQUIRED DEPENDENT INFORMATION )
Name ' Social Security # | Date of Birth Sex

Relationship

_ e , / /,_k_. @ | Spouse [_] Child D Domestic Partner

Name 1 Social Security # Date of Birth | Sex Relationship
B, N E i _{ 5 m/____ o IE _._ ] Spouse [ ] Child ] Domestic Partner

Name f Social Security # | Date of Birth Sex Relationship

e R LAY [MI[E]  CIspouse[Jchid [1Domestic Partner

Name | Social Security # ' Date of Birth Sex Relationship

N ' /el L Spouse ] Child [ ] Domestic Partner

B - - e i
R 1 Y SiG AN AT, EVEN 76 BECLNE GoVERAGE

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 sel_ectio_rLis a d_e_cl_i_pa_tign of coverag

oae 0%/ 11 A801F T scmarume |

This Is an Essential StaffCARE Enrollment Form.



employer solutions staffing group. o

)
" 2 . \.'Ji» 4 § NG
Leveraging Rerouives in a Changiyg Marker employer solutions group employer sohtiom ratknwide i, . .
WEN D0y 1D Vis R it sh e rmwehng Winate i g

Enhanced MEC Plan_Plan 1 il sl

L1 New Employes

Benefits Enroliment Form

Emiployceiinformation

[J Rehire Rehire Date

Name (First and Last| Soclal Sacurity Number
[Address
Gender Male Marital Status Single
N Female | [ Married [ Divorced
”Phone Number: ?‘

Please Select Desired Coverage:

Employee Only - Employee+Spouse - Employee+Chiid(ren) - Family -
$24.00/Week $38.00/Week $36.00/Week $63.00/Week
Sacial Security # B,;u, Date | Sex Relationship
Mal [OSpouse  [] Child
WL Last Name E Femeala 0 Domestic
S0 'é'mié;wm — . Rdaﬁ oy
O Mal Child
(Flfet Name M. st Nams | = Fe";]a O Spge . u | :
@] 0 0 0
NAME OF PERSON COVERED (FIRST, LAST):
EFF. DATE
EFF. DATE
EFF. DATE
Employea Acknowiedgemant and Authorization - | herehy apply for the
any misstatements or fallure to re

group henefit{s) as indicated., | asknowledge that all entries are true and complete and that
port Information may be used as the hasis for cancallation of coverage for me and my dependant(s), if any, from the original
effective date. Further, | authorize my employer to make the hecessary payroll deduction of pramlums for coverages | have electad.

at a later date. I/we may be considered a late enrollee and
for the company's medical or dental p!

. It | decline enroliment for myself or my dependents
be ahle to enroll myself or my depend, i

|GN, HERE

L%

overage

walva any coverage and desire to participate in the
In the Certificate of Covaerage

ather coverage, | may, In future

n this plan, provided | request enrollment 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 be able to enroll myself or my dependent, provided | request enroliment within 31 days of th

e event.
IF DECLINING- YOU MUSF, S{GN,. HERE

Employes Signaturg. et I/ I 9;/ , #

Employer Solutions Staffing Group Health Benefits Team
PO Box 46270 Minneapolis, MN 55344-9956
Phone: 852-767-9519 Fax: 952-767-8515
Email: Health@employersoluﬁonsgroup.com

lunderstand that | and/or my dapendents, if any,
must mest the requirements defined
(including my spouse) because of




