5192017 E-Verify: Print Case Detalls - Preview

EVerify

SENSITIVE BUT UNCLASSIFIED
Case Verification Number: 2017139093543RT
Report Prepared: 06/18/2017
Company Information
Company 1D: 47420 Company Name: Employar Sojutions Staffing Group
Empiloyse information
Last Name: Steinart First Name: Sara
Date of Birth: 09/30/1891 Soclal Segurity Number; *** 9122
Hire Date; 05/18/2017 Cliizenship Status: A clfizen of the United States
Document Information
List B Dogument: Driver's ficense or ID card issued by a U.S. state or outlying possession List C Document: Social Sacurlty Card
Documant Nama: ID card Document State: Minnesota
Driver's License or ID Card Numbar: Documant Expiration Dats: 08/30/2020
Cass Status Information
Current Cass Result: Employment Authorized Employer Case ID:
Case Submitted On: 05/18/2017 Case Submiited By: SGLAGBS2
SENSITIVE BUT UNCLASSIFIED

https://e-verify.uscis.goviveb/PrintCaseDetalls.aspx?CaseVerNum=2017139083543R T 7



www.esgstaffingsolutions.com
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employer solutions staffing group..

-

New Hire Application

Personal Data-- PLEASE PRINT LEGIBLY IN INK

Last Name %A—e ; /le‘/ (‘—.

First Name §C~\/o\

Street Address
City/State/Zip

i

PO Box 46270

" Minneapolis, MN 55344-9956

Tel: 952.835.1288

Eoren Qe

Per Lo

Phone Number

Staffing Agency/Recruitment Partner

All offers of emplo

St= Dol

Social Security Last Four XXX-XX-

Middle Initial &

AptiSte

AW

il 1)) —-\oé'\EmanAddress qc\.m Seved e Gvuad

ent are conditional upon satisfacto

roof of Iden

and legal abil}

to work in the U.S.A.

Are you legally authorized to work in the United States of America? [JYES [INO

Applicant Certification and Authorization

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

1 understand that a comprehensive background check may be conducted to determine my eligibility 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 a drug screen test as
required by clients, government regulations or by ESSG policies.

1 release ESSG and other persons or entities from any claims that might be based on ESSG's decision to conduct a background check.

1 certify that all statements made in my application are true and accurate and that | have not omitted any material information or provided
false or misleading information. | understand that any material omission or misrepresentation will result In my disqualification from

consideration for employment or, if discovered after | begin
If hired, 1 agree to abide by the pollcies and procedures of

Name (Print or type)

licants Signature

loyment, will result in my termination.

AS- N ="

Date

A copy or facsimlie ("fax") will be consldered the same as an original signature. Emall will ONLY be used for employment correspondence

For ESSG Office Use Only
DOH NHW 1-9 8850 w4
Emergency Contact Info | Background Release Form Background Results Unempioyment Letter ESC Application
(If applicable)
For ESSG Client Use
DOH ROP Work Site Loc. WC Code
ESSG - CMG Rev. 04/2017



Form W-4 (204.7)

Purpose. Complete Form W-4 so that your
employer can withhold the correct federal Income
tax from your pay. Consider completing a new Form
W-4 each year and when your personal or financlal
situation changes.

Exemption from withholding. If you are exempt,
complete only lines 1, 2, 3, 4, and 7 and sign the
form to validate it. Your exemgtlon for 2017 expires
February 15, 2018. S8ee Pub. 505, Tax Withholding
an mated Tax,

Note: if ancther person can clalm you as a dependent
on his or her tax retum, you can't claim exemption
from withholding if i\g:ur total Income exceeds $1,050
and Includes more than $350 of uneamed Income (for
example, Interest and dividends).

ons. An employee may be able to claim
exammpei%tr,l from wlthhgld ng even if the employes is
a dependent, if the employee:

» |5 age 65 or older,
e [s blind, or

= Will claim adjustments to Income; tax credits; or
ftemized deductions, on his or her tax retum,

The exceptions don't apply to supplemental wages
greater m};t’l' §1,000,000. J -

Basic instructions. !f you aren't exsmpt, complete
the Personal Allowances Worksheet below. The
worksheats on page 2 further adjust your
withholding allowances based on itemized
deductions, certaln credits, adjustments to income,
or two-eamers/multiple jobs sftuations.

Complets all worksheets that apply. Howsver, you
may olalm fewer (or zero) allowances. For regular
wages, withholding must be based on allowances
you claimed and may not be a flat amount or
percentage of wages.

Head of househald. Genarally, you can olalm head
of household ﬂllng status on your tax retumn oan if
you are unmarried and pay more than 50% of the
costs of keeping ul.{ﬁ a home for yourself and gggr
degenda 8) or other qualifying individuals,

Pub, 5§01, Exemptions, Standard Deduction, and
Filing Information, for information.

Tax credits. You can take projected tax credits Into
account In figuring your allowable number of
withholding aflowances, Credits for child or dependent
care expenses and the child tax credit may be clalmed
usln%the Personal Allowances Worksheet below.
See Pub. 506 for Information on converting your other

oredits Into withholding allowances.

Nonwage Income, If ¥.ou have a large amount of
nonwage Income, such as interest or dividends,
conslder making estimated tax payments using Form
1040-ES, Estimated Tax for Individuals. Otherwise,
you may owe additional tax. If you have penslon or
annulty Income, see Pub. 506 to find out if you should
adjust your withholding on Form W-4 or W-4P,

Two earners or multiple Jobs. If you have a
working spouse or more one job, figure the
total number of allowances you are entitled to olaim
on ail jobs uslnﬂ worksheets from only one Form
W-4, Your withholding usually will be most accurate
when all allowances are claimed on the Form W-4
for the highest ng Job and zero allowances are
claimed on the others. See Pub. 505 for detalls.

Nonresident alien, If you are a nonresidernt allen, sea
Notice 1382, Supplemental Form W-4 Instruotions for
Nanresident Allens, before completing this form.

Check your withholding. After your Form W-4 takes
effect, use Pub, 606 to see how the amount you are
having withheld comgaras to your pmjactadg‘lnl tax
for 2017, Sae Pub, 505, especially if your eamings
exceed $130,000 (Single) or $180,000 (Mamied).
Future developments. Information about any future
developments affecting Form W-4 (such as
legislation enacted after we release it) will be posted
at www.irs.gov/w4.

Personal Allowances Worksheet (Keep for your records.)

A  Enter *1” for yourself if no one else can claimyouasa dependent . , . .
* You're single and have only one job; or

= You're married, have only one job, and your spouse doesn’t work; or }
» Your wages from a second job or your spouse’s wages (or the total of both) are $1,500 or less.

B  Enter*t"if: {

.

A

i

C  Enter “1;’ for your spouse. But, you may choose to enter “-0-" if you are married and have either a working spouse or more
than one job. (Entering “-0-" may help you avoid having too little tax withheld) . . . L "S- o

mmo

Enter number of dependents (other than your spouse or yourself) you will claim on yourtaxretum . . . . . . . .
Enter “1” if you will file as head of household on your tax retum (see conditions under Head of housshold above) . .
Enter “1” if you have at least $2,000 of child or dependent care expenses for which you plan to clalm a credit

.

.

mTmOoOo

|11

(Note: Do not include chlld support payments, See Pub. 503, Child and Dependent Care Expenses, for details.)

G  Child Tax Credit (including additional child tax credit). See Pub. 872, Child Tax Credit, for more Information.
e | your total income will be less than $70,000 ($100,000 if married), enter “2” for each eligible child; then less “1” if you
have two to four eligible children or less “2” if you have five or more ellgtble children.
* If your total income will be between $70,000 and $84,000 ($100,000 and $119,000 if married), enter “1” for each eliglble child. G

H  Addiines A through G and enter total here. (Note: This may be different from the number of exemptions you claim on your tax retum.,) » H

. Ifdyou plan to itemize or claim adjustments to income and want to reduce your withholding, see the Deductions
Adjustments Worksheet on page 2,

® If you are single and have more than one job or are married and you and your spouse both work and the combined
see the Two-Eamers/Multiple Jobs Worksheet on page 2

For accuracy, an
complete all
worksheets
that apply.

eamings from all jobs exceed $50,000 (320,000 if married),
to avoid having too little tax withheid.

o If neither of the above situations applies, stop here and enter the number from line H on line 5 of Form W-4 below.

Form w-4

Department of the Treasury
Intemal Ravenue Senvice

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

Employee’s Withholding Allowance Certificate

P Whether you are entitied to claim a certaln number of ailowances or exemption from withholding is
subject to review by the IRS. Your employer may be required to send a copy of this form to the IRS.

OMB No. 1645-0074

2017

1 Your first name and migidle Initial
v

e ine

2 Your soocial security number

?o??dress {nu (l;e} aiw;;ulml rof

h—L_

Note: |

City or town, state, and ZIP code

Fo e ST

5@ + Vool

Total number of allowances you are claiming (from line Habove or from the applicabie workshest on page 2) 5
6  Additional amount, if any, you want withheld from each paycheck . . . .
7  |claim exemption from withholdIng for 2017, and | certify that i mest both of th
* Last year | had a right to a refund of all federai 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 .

e following conditions for exemption.

o}

8

. »[7]

Under penalties of perjury, | declare that | have Ined this certifi

cate and, tp\the best of my knowledge and bellef, it Is true, correct, and complete.
- -
%/‘ Date > O 5 -~ 7 ) - \

Employee’s signature
(This form Is not valid unless you sign it.) »

8 Employer's name and address (Employer: Complete lines 8 and 10 only if sending to the IRS.)

9 Office code (optional)

10  Employer Identification number (EIN)

For Privacy Act and Paperwork Reduction Act Notice, see page 2.

Cat. No. 10220Q

Form W-4 (2017)

’
s~ 22-9/2,
3’ Single D Married D Married, but withhold at higher Singie rate.
amied, but legally separated, or spouse is a nonresident allen, check the “Singie” box.
4 It your last name differs from that shown on your soclal security card,
check here. You must call 1-800-772-1213 for a replacement carr, » [

S—

(



Employment Eligibility Verification USCIS

Department of Hoineland Security OME g:'n:ﬂl;zo r
U.S. Citizenship and Immigration Services Expires 08/31/2019

» START HERE: Read instructions carefully before completing this form, The instructions must be avallable, either In paper or electronically,
during completion of this form. Empioyaers are llable for errors in the compietion of this form.

ANTI-DISCRIMINATION NOTICE: It is liegal to discriminate against work-authorized Individuals. Empioyers CANNOT specify which
document(s) an employee may present to estabiish employment authorization and identity. The refusal to hire or continue to employ
an individual because the documentation presented has a future expiration date may also constitute iliegal discrimination.

. Empioyee information an statlon (Employess must complete end sign Seation 1 of Fom 18 1o later

than the first day of empioyment, but not befare suospting a [bafter) ; _

Last Name (Family Nams) Fi e (Given Name) Mlddlszu'al Other Last Names Used (i any)

STC Ney 1+ DV

dress (Street Number and Name) Apt. Number | City or Town State ZIP Code
O lvaen [T B0 i <Sel7
Birth (mm/ddyyy) U.S, Social Security Number Employee's E-mail Address Employee's Telephone Number

04 30/ 14| |FIZE1- 251 R Sova Sresret 24O (5 19— 70 1o

7

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

| attest, under penalty of perjury, that | am (check one of the following boxes):
(7. A citizen of the United States

'1:] 2, A noncitizen national of the United States (See instructions)

D 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 allens may write "N/A" In the expiration date field. (See instructions)

Alfens autharized to work must provide only one of the following document numbers to complete Form 1-9: Do Nt Wife In v B nce
An Alien Registration Number/USCIS Number OR Form I-94 Admission Number OR Forelgn Passport Number,

1. Alien Registration Number/lUSCIS Number:
OR

2, Form 1-94 Admisslon Number:
OR

3. Foreign Passport Number;

Country of Issuance;

Signature of Employee j@/‘ &%‘,\ Toda&)Dafan/dM —

pater andlor Translator Gertifioation [check oneli -
Bl Use & pragarer or ttansiptor, D A preparer(s) andfor Yanslator(s) assisted the ethployea in eampléting Section §.
(Floids below must he camaleted and signed whan preparers andfor ranslafors assist an empigyes in camplsting Seation 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.

Slgnature of Preparer or Translator Today's Date (mm/dd/yyyy)
Last Name (Family Name) First Name (Given Name)
Address (Street Number and Name) City or Town State ZIP Code

@ Employer Completos Next Page @

Form1-9 11/14/2016 N



Employment Eligibility Verification ‘USCIS

Department of Homeland Security Form I-9
; i OMB No. 1615-0047
U.S. Citizenship and Immigration Services T

Geation 2. Employer or Autharized Representative Review and Veri loatlon. FERes
(Emplayers or their authorized representative muat complete and s "iWtwabyi’ﬁiﬁmgwwmpmmhwdpxo;un'iploymmﬁ'vom
muatpfm examing-one docyment from List A OR & combination of ene:document fram List 8 and ane document from List G as istéd an the "Liste |
OfA . | “ -Dmm’nl’_:_-’._. _. s . v.{_. ey st A ., - .,\_ g > .. .‘.. .-',fm- . - A :. . o % b ,';
[Empioyee nfo from Saction 1 (128t Npme (Fary pame) e s ) Y | Clematiirigaion Siakn
ListA ‘Bk-géﬁﬁALA—LM_B AND ListC
_ identity and Employment Authorization Identity . Employment Authorization
Document Title ' “| Document Title cument Title
. 1MAl T D %w%\ CC(‘l
Issuing Authority | i8gyin Issuing Auth
| Ve oC AN iy, e N
Document Number . | po ber — D N
|02 39 200615 TERVTRN- ouded |
Expiration Date (if any)(mm/dd/fyyy) : | Expiration Date (if any)(mm/dd/yyyy) : Expiration Date (lran)i(mmﬁdlyyyy
L O0A-20~-2.02-C NA
Document Title : 3 \
lssuing Authorly | [Additionai information oot Wee i T Bpon
Document Number
Expiration Date (i any) (mm/dd/yyyy)
Document Title
Issuing Authority
Document Number
Expiration Date (if any)(mm/dd/yyyy)

Cortification: | attest, under penalty of perjury, that (1) | have examined the document{s) pressnted by the above-named employes,
(2) the above-listed document(s) appear to he 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 States.

The employee's first day of employment (mnvddlyyyy): OS ~\A— ! (See instructions for exemptions)

of Employer or Adffoi2ed Representative Today's Date(mm/iddyyyy) | Title ployer or Authorized Representative
oS -44-701) cxortef
of Empl orized Representative Name loyer or Al Representaiive | Employer's Business or Organization Name
o Wa \D %g_\ LA EMPLOYER SOLUTIONS STAFFING GROUP LLC
Employer's Business or Orginlzaﬁon Address (Street Number and Name) | City or Town State ZIP Code
7480 FLYING CLOUD DRIVE SUITE 200 LIS . MN 85344
S Y
Baction 3. Reverification and Rehirea (To be complafed and signed by émployer or authionzed representative)
A. New Name (If applicabls) B. Date of Rehire (if agplivable)
Last Name (Family Name) First Name (Given Name) Middle Initial Date {(mm/ddyyyy)

G- e employee's previous 3;::![ of emplayrmant Bulflorizdlion has expired, provide the Informaiion ToF The document or Teoelpl thal eslablishes
continuing employment authorization In the space provided beiow.

Document Title Document Number Expiration Date (if any) (mmiddiyyy)

| 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 employee presented document(s), the document(s) | have examined appear to be genuine and to relate to the Individual,

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

FormI-9 11/14/2016 N



4§
;
E
E
|

AELL AL oy o R

TeRrrrY

e e
* 9 >
:

%, W =5k

STATE OF MINNLSOIA ) N
\ £ CERTIFIC: 8\ ¥
CERTIFICATE OF BIRTH =
@
STATE FILE NUMBER  1991-MN-044641 i
FULL NAME ‘SARA ROLEASHA CHASE :
DATE OF BIRTH SEPTEMBEK 30, 1991
TIME 04:02 PM
PLURALITY SINGLE (1)
SEX FEMALE
PLACE OF BIRTH "~ FAIRVIEW RIDGES HOSPITAL
. BURNSVILLE ~ DAKOTA  MINNESOTA
PARENT - SHEILA MARIE STEINERT
NAMEATBIRTH - STEINERT -
DATEOFBIRTH - JUNE 30,1973
PLACEOFBIRTH . MINNESQTA
PARENT ' PRESTON LAYON CHASE , _
DATEOFBIRTH = APRIL 20,1967 =~ = 25 A
FLAGE OF BIRTH™ = AKISANSAS T L I

ANY AMENDMENT MADE PRIOR TO 08/08/2000 FOR THIB RECORD IS NOT NGTED ON-THIS CERTIFICATE.
' Rl | o

sePAcLEe
ST PAUL py

THIS IS A TRUE AND CORRECT RECORD OF BIRTH REGISTERED IN THE MINNESOTA OFFICE OF THE STATE REGISTRAR. :
; MR&C Certificate D i
. 7302307 g

-

T . R i

o ' STEVE ELKINS
1E Sy, STATE REGISTRAR

ISSUED: OCTOBER 04, 2011 WAEHINGTON COUNTY LICENSE CENTER

THIS CERTIFICATION IS VALID ONLY WHE( REPRODUCED ON WATERMARKED SECURITY PAPER
WITH A RAISED BORDER A/D RAI_§ED STATE SFAL QF hr/IINNESOTA.
PR TL P R ' .‘_;a';' TR Y gty it wrpAlias T L m T Em e = v

“!;.‘.:85&; R SRR g s Tt or s







EMERGENCY CONTACT INFORMATION

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

Employee Name: é&fc\ SH ’“‘4‘2 < "’—
Address: gléo PU“ (2% AU'Q—/ S’IL ﬂ\ u} F”'K
Home Phone: C_Q \9" o -7 O (7"’_ ')QQ" \

T " EVERGENCY CONTACT T
Pleate list two pnoplé (In priority i:lxdar) who cayld bp odh:,ugtqd In catp of an emnrgei\;;y
Contact #1 Home Phone:

Name: S l/\_é , \ C~ Cell Phone: Q \g_ u 17 fﬂ’ﬁg—w
Relationship: l/\/\.() m Work Phone:

Contact #2 Home Phone:
Name: P“f S"”’C)m Cell Phone: G l } Q.S-? ’q’( yy‘
Relationship: Q;\ A Work Phone:

Additional information you want Employer Solutions Staffing Group and our clients to know in the event
of an emergency:

.

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



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

Employees have the option of receiving wages by Direct Deposit and/or Payroll Debit Card.
If you do not provide a written election, wages will be paid by paper Check,

SECRION | BASTCE INEORNEN FIEN

loyee Name SSN# 4 digi Effective Date
Employee ’ S?——Q,)/;,ewyl\ (last @/95,3 ! n o
Steilore 2 PAN RGO B EE RO

E Direct Deposit (Please complete Sections 3 and 5 below)  Note: Direct Deposit accounts may take up to 7 days to be activated
|| Payroll Debit Card (Please complete Sections 4 and 5 below) || Paper Check (Plsase complete Section 5 below)
SEEhlons s PIREEE DERPOSE]

(\ [ Update Bank Account T understand and acknowledge that if I do not provide a
B Bank Name: voided check with this direct deposit form, I am

() responsible for any delays in payroll or extra costs

B Routing#

BN Account#

incurred if the account number that I provide is incorrect.

Initial Date

Account Type: [ Checking | O Savings O other

e To help us avoid making an error, please attach a copy of a voided check. (a deposit slip will not work)
«  Tfyon change banks, do not close your old bank account until your direct deposit has started at the new bank, which may take 2 pay periods.

SEGHGN D PANYROET DERBEE CARD (GEOBNE CASEEENRD)

Federal law requires all financial institutions to obtain, verify, and recard information that identifies each person who opens an account. In order to
request a Payroll Debit Card for you, we must provide all of the following information that will enable the financial institution to identify you. If
you do not submit a Direct Deposit/Payroll Debit Card Authorization, ESSG will provide the necessary information and issue you a Payroll‘Debit
Card to pay your wages. For your protection, the financial institution may ask you to provide them additional identification information so they can
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. On your first payday, you will receive your new Payroll Debit Card, and a packet containing all of the terms and conditions. Youn will
then sign acknowledging that you received the Payroll Debit Card and packet. Your Payroll Debit Card will be reloaded on each payday you receive
wages.,

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

First Name ML Last Name Date of Birth
Street Address (PO BOX NOT ACCHFTABLE) Social Security#
City State Zip Cell Phone (mobile)

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

Payroll Debit Card Routing # Payroll Debit Card Account #
073972181
1 have received my Payroll Debit Card, welcome brochure, program fizes, program terms, conditions, and disclosures. By activating my Payroll Debit Card,
1 am agreeing to the program terms, conditions, and disclosures that are included or made available to me from time to time from the financial institution. I
authorize the financial institution to debit my Payroll Debit Card account for the fees described in the fee schedule that is part of the program terms,
conditions, and disclosures.

Employee’s Signature: Date:

T authorize ESSG to directly deposit my periodic wages/compensation payments, net of required tax withholdings, other required withholdings
or authorized deductions, into my account(s) as designated above and to initiate, if necessary, debit entries and adjustmentsfor any credit entries
made in error to my account(s). * E-mail is required for pay stub information.

*E-mail: @
this information will only be

d to send your paystubs electronically

Date(\§ 117//7

Employee's Signa




Authorization

Authorization: By signing below, you authorize: (a) backgroundchecks.com (“BGC") and/or Orange Tree
Employment Screening to request information about you from any public or private information source;
(b) anyone to provide information about you to BGC and/or Orange Tree Employment Screening; (c)

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

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

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

Printed name: Qp\/‘(‘,\ (ﬂ@ﬁgm 5 *‘f ; NR vV~ ‘ o
First Middle (O " lLast
none)

Other names used:
Current county of residence:

Curtrit andformerat::tli‘::t:& z 1[ VU” M ’A'U _5!/— ﬁ_‘j ﬂﬁ’( ”’/ﬁ

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

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

Y- Bo—199) YIS —FI3—G22

Date of birth Sogig| security number B
24U IA3956(5 K cve Ste igp if—
Driver’s license number & state NanY¢ as it appears on license

Report Copy: If you are applying for a jobgr live in California, Minnesota, or Oklahoma, you may request

a copy of £} report by checking this box X[
- {.... /
O (E ; ;
g C

Signature ¢ Date




Employer Solutions Staffing Group L
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employer solutions staffing group..

Important/importante
LOST OR STOLEN PAYCHECKS

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

If your paycheck was stolen, you must first file a police report before we can re-
issue the check. Once you have done so, you must provide a copy of the policy
report to your staffing recruiter that the check was stolen. If the check has not
been cashed and if the loss of the check was not your fault, ESSG will issue a
new check and no fee will be deducted.

CHEQUES DE PAGO PERDIDOS O ROBADOS

Si un cheque de pago se pierde (que falta, fuera de lugar, destruido, perdido en
el correo, etc), usted debe notificar a su reclutador de personal que el cheque no
se puede encontrar. Si se puede verificar que el cheque no ha sido cobrado,
ESSG se detendra el cheque de pago y reemitir el cheque a usted, descontando
un cargo de entre $ 25 - $ 35.

Si su cheque de pago fue robado, primero debe denunciar el robo a la policia
antes de que podamos volver a emitir el cheque. Una vez hecho esto, usted
debe proporcionar una copia de la denuncia a su reclutador de personal que el
cheque fue robado. Si el cheque no ha sido cobrado y si la pérdida del cheque
no fue su culpa, ESSG emitira un nuevo cheque y no hay cuota se deducira.

AGREED/SE ACUERDA—

Name/Nombre (con letra de molde):

S__ignature/Firma& /”‘:‘%_.\




- 3850 Pre-Screening Notice and Certification Request for

(Rev. March 2016) the Work Opportunity Credit OMB No. 1546-1500
Department of the Treasury . .
Internal Revenue Service P Information about Form 8850 and its separate instructions.is at www.irs.gov/form8850.

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

Your name S0 Ch b e igv }/Social security number > L-I"'? S 23 L
Strest address where youlive < ( (_Q _Pu\ \ U\/\ O\V\‘ 1'3{ /R

Chy or town, state, and ZIP code = S_}——— 'PC, u\ QM —

County {/\) (& g\/\ (N OJ ")LU\_,\\ Telophone number _ ;2 l ;—— — o 7-c>

If you are under age 40, enter your date of birth (month, day, year) @q — %0 - / q7(

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

2 [ Check here if any of the following statements apply to you.
* | am a member of a famlly that has received assistance from Temporary Assistance for Needy Families (TANF) for any 8
months during the past 18 months.
* | am a veteran and a member of a family that received Supplemental Nutrition Assistance Program (SNAP) benefits (food
stamps) for at least a 3-month period during the past 15 months.
° | was referred here by a rehabllitation 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 older and | am a member of a family that:
a. Received SNAP bensfits (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 eligible to receive them.
During the past year, | was convicted of a felony or released from prison for a felony.
| recelved supplemental security income (SSI) benefits for any month ending during the past 60 days.

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

8 [ Check here if you are a veteran and you were unemployed for a period or periods totaling at least 6 months during the past
year.

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

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

6 [ Check here if you are a member of a family 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, 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
thgse payments could be made.

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

Signature—All Applicants Must Sign

Under penalties of perjury, | declare that | gave the above Information to the employer on or before the day | was offered a job, and it Is, to the best of my knowledge, trus,
correct, and complete.

BT S o 7

For Privacy Act and Paperwork ﬂ;d'uction Act Notice, see page 2, Cat. No. 22851L Form 8850 (Rev. 3-2016)
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: ®
Form A (rev. 03/2017) TAX CREDIT QUESTIONNAIRE TAX
stsiingtax Craditl Adm:inisiration
EMPLOYER SECTION: e :
Client: Company:
Location: Position: Starting Wage: $
EMPLOYEE SECTION: _
First Name: Last Name: Suffix: eet Address; City/State: Zip:
e Sicha o Tl Pl i) Pher My e |
SS#: Date of Birth: Age: Have you worked for | Tfyes, location:
= » "this company Yefore?
L} 15-23-79 09 ) %ofjon | 7S [ el
r L
Please complete all questions, and sign and date the form. Yes No
1. Have you or has anyone living with you received Temporary Assistance to Needy Families (TANF) [l O
at any time since August 5, 1997? (If yes, please provide information below.)
Name of the person receiving benefits: Relationship to you:
City: County: State: _
2. Have you or has anyone living with you received Food Stamps (SNAP) at any time during the past 15 months? O ||
(¥ yes, please provide information below.)
Name of the person receiving benefits: Relationship to you:
City: County: State;
3. Have you received Supplemental Security Income (SSI) at any time within the past 3 months? O O

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

4. Have you received any type of vocational rehabilitation services within the past two years? Od 0]
If yes, please indicate which type of agency you worked with and provide their location information below:

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

City: County: State;

*If you checked yes please provide a copy of your active Individual Work Plan and Ticket to Work documentation.

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

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

O
O

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

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

O] O OO
O] O oo

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? [l O
If you checked yes please provide a copy of your CDIB card.
CA Residents: [] Are you the child of foster parents? [] Do you receive CalWorks? [] Workforce Investment Act?
[0 Are you a migrant or seasonal farm worker? [_] 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, 1 declare the information above 1o be true and accurate to the best of my knowledge, and 1 hereby authorize any agency, organization, or
ind\ividuals to supply such verification or information that may be needed to determine tax credit eligibility 10 my employer, employer representative (Associated

Consultants, Inc. dba Retrotax), or the Deparsent of Labor.
e 05> 1717
Date: 3 - il
i /

New Employee Signature:




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.

272 P |
New Hire’s Signatur&éﬂ&_‘%teg ﬁ = 7_') 7

New Hire Name: SO\/O\ S?‘e—: Ne v i—
Social Security Number: '75_‘ - =~ S'—¢f FF—

Employer Name: gu il el I/V\@Vl/’\_ i

Please check the statements below if they apply to you.
ﬂiLQeclare 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 | declare that | have been in a period of unemployment since

(Enter start date)

Privacy Act Nofice:

The Intemal Revenue Code of 1986, Section 51, as amended and its enacting legisiation, P.L. 104-188, specify that the State Workforce Agencies are the
*designated” agencles responsible for administering the WOTC ceriification procedures of this program. The information you have provided complefing this
form will be disclosed by your employer to the State Workforce Agency. Provision of this information is voluntary; however the information is required to
determine your employer's eligibility for the federal tax credit.

Public Burden Statement:

Persons are not required to respond to this collection of information uniess it displays a curently valid OM B control number. Respondents' obligation to
complete this form is required to obtain or retain bensfits (P.L. 111-5). Public reporting burden is estimated to average 10 minutes per response, including the
time for reviewing instructions, searching existing data sources, gathering and maintaining the data needed, and completing and reviewing the collection of
Information. Send comments regarding this burden esfimate to the U.S. Department of Labor, Division of National Programs Tools Technical Assistance,
Room C-4510, Washington, D.C. 20210 (Paperwork Reduction Project 1205-0371). Piease do not submit completed forms to this address.
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employer solutions staffing group.

Leveraging Resources in a Changing Market

Notification of Minnesota Law Requirement —

Unemployment Acknowledgement

According to Minnesota Statute section 268.095, subdivision 2, paragraph (d), an
applicant who, within five calendar days after completion of a suitable

Jjob assignment from a staffing service, (1) fails without good cause to
affirmatively request an additional suitable job assignment, (2) refuses
without good cause an additional suitable job assignment offered, or (3)
accepts employment with the client of the staffing service, is considered to
have quit employment.

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

| 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)

,f SIS

mployee Signature: 4 Date:

QM Srelne /4’

Emptdyee (please print your name here)

CMG_SM - Rev. 09.2013



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.

No our emplover immediately of any new injuries or conditions that impact
your physical condition. ;

If it is necessary to miss scheduled work due to a work injury, you must be seen
by your primary health care provider the same day in order to receive

compensation for the time away from work. The physician must complete a
Report of Workability.

| have read m ponsibilities an ee to abide by these guidelines.
Signed: i

-

Printed Name: &.4\(“('/\ S‘(‘e;/\ﬂ—/ —




DRUG AND ALCOHOL

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

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

3. I hereby voluntarily consent to ESSG, or its health service providers, or
other persons or entities acting for or with them, to collect a body component (blood,
urine, breath, or any combination thereof) from me for testing for alcohol and/or drugs. |
understand that the laboratory selected by ESSG may conduct testing and other
analysis on the sample provided by me. | further voluntarily consent to the laboratory’s
disclosure to ESSG of the results of my drug and/or alcohol test and other information
related to the test.

ual's Name

G- 17

Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



» employer solutions staffing group. w ESNG =
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Enhanced MEC Plan_Plan 1 S MR I

Benefits Enroliment Form [ New Em
Employee information

Name (Fi d Last)

Address:% 0 /c\ SA—-Q' “V\Q /J/cm State ] | Zip Code

Bile  Pollfven |G rd pd )| sedd 7

Gender Ll Male | Marital Status ﬁ Sheie__| Date of Birth Date of Hire
fﬁ:gle O Maried [ Divorced [ (")q- ? 6 J C‘) 6’ /

Emall Addreds:

s e e T $ 24D by ]

Please Select Desired Coverage: -

loyee [ Rehire Rehire Date

Soclal Security Number

:] Employee Only - Employee+Spouse - Employee+Child(ren) - |:| Family -
‘ $63.00/Week

$24.00/Week $38.00/Week $36.00/Week

Social Security # B,,,,; Date | S€X . Relationship
| First Name M. Last Name EII I':'”::ale - spémeDmEesﬁccl"::::ner
Social Security # Birth Date | Sex Relaﬁoﬁshil;
First Name M1 Last Name E xfme pe spémeDoEesﬁC::ﬁ:rmer
[socmisecunys | BirtrDate | sex F-.elg;ionshii:-
| First Name M.T, LastName | E ,lf:ah = SPE“ DoEesﬁ(::hIi’u;rtner

Other coverage information including Medicare/Medicaid

NAME OF PERSON COVERED (FIRST, LAST):

EFF. DATE
EFF. DATE
EFF. DATE

Employee Acknowladgement and Authorization - | hereby apply for the group benefit{s) as Indicated. | acknowledge that all entries are true and complete and that
any misstataments or fallure to report Information may be used as the basis for canceliation of coverage for me and my dependent(s), If any, from the original
effective date. Further, | authorize my empioyer to make the necessary payroil deduction of premiums for coverages | have elected.

Employee Signature By i o e o e S— i
EMPLOYEES DECLI{ING A |2 DECLI verage T

| understand that | and/or my daﬁnd , if any, waive any coverage and desire to participate in the plan at a later date. Iy be considered a late enroliee and
must meet the requirements defined In the Certificate of Coverage for the company’s medical or dental plans. If | decline enroliment for myself or my dependents
(inciuding my apouse) becausse of other coverage, | may, In future be able to enroll myselif or my depend In this plan, provided I request enroliment within 31
days after the other coverags ends. In addition, if a new dependent relationship forms as a result of marriage, birth, adoption, placement for adoption of parting sult
of adoption, | may be able to enroll myself or my dependent, provided i request enroliment within 31 days of the event.

>": DECLINING~ YOU MUST SI HERE _
X Date 05 = }—7 = / 7

Employee Signature
r Solutions Staffing Group Health Benefits Team
7301 Ohms Lane Suite 405
Edina, MN 55439
Phone: 852-767-9519 Fax: 852-767-9515
Email: Health@employersolutionsgroup.com




Fixed Indemnity Medical Benefits_Plan 2

- VS| 219301-ESG-1__ OFFCEUSEONY  LOCATION _ _ RehireDate__/__/

ENROLLMENT FORM ESC CU(UNAC—MN) P1v18.2

P AT P s BLACK o B W st B ist o
e S“‘/ al Securi e Phone \s
(72N s,{/EA ’\é.A—PSOLI g"}"{‘l‘ "L 0_) M’ ex Iﬁl

Address §'1 (9 P‘*’ ) \ NA (‘/v\/'l }/A_ ue_/ rApt #

Clty q :\'AP va l b\f DL— | State N~ AJ_ & Zji \S%@ d%?OfﬁB}n’) f

DYes D No. If Yes, please continue.
Medicare Health Insurance Claim Number (HICN) Medicare Effectlve Date

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

—— e - B ] N e e e ey A e ey e e L T R e, - - S f= e e At s e ava ekl e me e e e et e

Name of Covered Person (s) = |
. 2. 3.

ENEE S ayrol Dedusted woskly mae:

You MUST select a coverage level before any benefits in Section C. Your coverage level for the all beneﬁts in Sectlon 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 w0 INDEMNITY | penpay VISION TERMLIFE | SHORETERM
Employee Only [] s2025 () sea7 (N  sea2 |  sos0 o)
Employee + 1 [_] $41.10 $12.34 $4.92 $0.90
Employee + Family [ | $54,88 $20.36 $6.56 $1.80
. NowoALsenetis Fp| [lves [INo | [ves [INo | Clves CINo | Dlves (o | Clves (o

'This coverage is -not evallable to residents of NH, HI, or PR.25TD is not available to persons who work in CA, Hl NJ, NY, or RI.

For Term Life l Accidental Death & Dismemberment, please write in your beneficiary information. Accldental Death &
Dismemberment is part of the Term Life Benefit.

NerueiR I e | i e GRS
Name ' Social Security # Date of Birth | Sex . Ml?mela{l;n;l:\;am T T
= | AR — = _/r | IM[E]  CIspouse [ chitd [ Domestic Partner
Name Socnal Secunty # Date of Birth | Sex Relationship

G - i o gy s, s /7 IMIlE] Dispouse [ chid[Jpomestic Partner
Name i ]  Social Secunty# Date of Birth Sex Releﬁ-onship N ks
A [E] OOspouse [ child [JDomestic Partner
Name ’ Socnal Securlty # Dage of Birth I Sex ' Relationship

e 9—( A’ A 7 ‘5‘@ Oi /C/ @ D Spouse I:I Child ] Domestic Partner

E. REQUIRED SIGNATURE 'YOU MUST SIGN AND DATE, EVEN IF YOU DECLINE COVERAGE

| have read the benefit packet and understand its limitations. | understand that open enroliment is only available for
a limited time and | understand that maklng no benefit selection i is a deefipation of coverage.

This is an Essential StaffCARE Enrollment Form.



