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SENSITIVE BUT UNCLASSIFIED
Case Verification Number: 2017244163328XN

Report Prepared: 09/01/2017

Company Information

Company iD: 47429

Employee Information

Company Name: Employer Solutions Staffing Group

Last Name: Rodriguez
Date of Birth: 01/01/1980
Hire Date: 08/30/2017

First Name: Teresa
Social Security Number: *** ** 1307
Citizenship Status: A citizen of the United States

Document Information

List B Document: Driver's license or ID card issued by a U.S.

state or outlying possession
Document Name: Driver's license
Driver's License or iD Card Number:

Case Status Information

List C Document: Soclal Security Card

Document State: Minnesota
Document Expiration Date: 01/01/2019

Final Case Result: Employment Authorized
Case Submitted On: 08/01/2017
Closed On: 09/01/2017

Employer Case ID:
Case Submitted By: RPRI1528
Closed By: RPRI1528

Ciosure Statement: The employee continues to work for the employer after recelving an Employment Authorized result.

SENSITIVE BUT UNCLASSIFIED



PO Box 46270
Minneapolis, MN 55344-9956

Tel: 952.835.1288

www.esgstaffingsolutions.com

employer solutions staffing group..

New Hire Application

Personal Data-- PLEASE PRINT LEGIBLY IN INK

Last Name Ebdx‘,gugl First Name _| 1= €. S\ Miiddle Initial

Street Address S/ LIy O ea)ddale A1, Aptiste _ £O T
CityiStateZip 3 ) - Do) MM S S Q Social Security Last Four XXX-XX- 130

Phone Number 6 S ~4?Z— | Emall Address :t:mgml_@%ﬂ,ww\

Staffing Agency/Recruitment Partner

Ali offers of employment are conditional upon satisfactory proof of Identity and legal ability to work in the U.S.A.
Are you legally authorized to work in the United States of America? IE4ES CONO

Applicant Certification and Authorization
1 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.
| 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.
| release ESSG and other persons or entities from any claims that might be based on ESSG's decision to conduct a background check.
| 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 employment, will result in my termination.

if hired, | agree to abide by the policies and procedures of ESSG.

lecesa Nodviguer Mata_Tereca podriguer paly, _S-So-17F
Name (Print or type) Applicant’s Signature Date

A copy or facsimile (“fax") wiii be considered the same as an originai signature. Email will ONLY be used for empioyment correspondence

For ESSG Office Use Only
\
DOH NHW 1-8 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 - CMG Rev. 04/2017



Employment Eligibility Verification USCIS

Department of Homeland Security ot
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. Employars are liable for errors In the completion of this form.

ANTI-DISCRIMINATION NOTICE: it is illegal to discriminate against work-authorized individuals. Employers CANNOT specify which

document(s) an employes may present to establish employment authorization and identity. The refusal to hire or continue to employ
an ual because the docum BNENon presemead has a fu By B B stituts illenal discrimination

dection 1. Employes Information and Atls tation (Employees must complete and sign Section 1 of Form 1-9 no later
than the first day of employment, but not befare accepfing s Job offer) ; Rt R
Last Name (Family Name) First Name {Given Name) Middle Initial Other Last Names Used (i any)
AT Teyresa
Address {Shaetﬂil'r'nber and Nams) Apt. Number | City or Town State ZIP Code
a c _on Zo7 W DY "Paul MU [ SSLB

Date of Birth (mmAddyyy) | U.S. Social Security Number | Employee's E-mall Address
0t /011980 680 78 - [BE?

| am’awara 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):
[ 1. Acitizen of the United Ststes

[] 2. Anoncitizen national of the United States (See instructions)

D 3. Alawful permanent resident  (Alien Registration Number/USCIS Number):

|:| 4. An aflen authorized to work  until (expiration date, if applicable, mm/ddlyyyy):
Some allens may write "N/A" in the expiration date field. (See instructions)

Allens authorized to work must provide only ane of the following document numbers to complete Form I-9; mﬁzm]mfg;u
An Alien Registration Number/USCIS Number OR Form 1-84 Admission Number OR Foreign Passport Number.

1. Allen Registration Number/USCIS Number:
OR

2. Form |-94 Admission Number;
OR
3. Foreign Passport Number:

Country of Issuance:

Employee's Telephone Number

Empl b
Signature of POY*—I—& = 125 i E:E e Mcjdo A g“-g_g -1

g:arer andlor Translator Cerlification (cheak one): o

1 did not use a preparer or translator; D A preparer(s) and/or trenslator(s) assisted the employee In campleting Section 1.
Fielis betow must be completed and 8signed when preparers and/or translators assist an employse in completing*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 is true and corract.

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

e Employer Completes Next Page 0

FormI-9 11/14/2016 N



Employment Eligibility Verification USCIS

Department of Homeland Security Fomll I-9
o o o q 2 OMB No. 1615-0047
U.S. Citizenship and Immigration Services Poepiron 08312019
T pema "';;n I'V! i l‘o "7"!" AN waﬁ f] e Roview ‘-' 4‘! F
Gmployere or me QI . v&:
e .I'f "‘ W ”%‘imm mnqwnfw ng @%ﬁ«%@ m ‘
Sl ahand |H:ukl'uhl (Y o S et o i ’ kit Al
Emp,w” Info from Section 1 ﬂ_ ‘ - eme) .%e {leen Name) cmzisnsmpnmnugmﬁonsm
et AR T
ListA - OR ListB D ListC
identity and Employment Authorization Identity m = Employment Authorization
Document Title 8 - /(
Issuing Authority ing Aut -
| A, sivuch

Document Number ment Nu

ﬂ?ﬁ:{ ol i) ﬂ}bel'
Expiration Date (if any)(mm/ddiyyy) Expltatlon Date (if ny)(mm/dd/yyyy) Date (i any)(mm/ddlyyyy)

1.9 Jos .

Document Title ' |
Issuing Authority | | | Additional Information &T!N%‘ommgpaa;
Document Number
Expiration Date (if any)(mm/ddAryyy)
Document Title
Issuing Authority
Document Number
Expiration Date (i any)(mm/dd/yyyy)
Ce

n: | attest, under penalty of perjury, that (1) | have examined the document(s) presented by the above-named employee,
isted document(s) appear to be genuine and to relate to the employes named, and (3) to the best of my knowledge the
orized to work in the United States.

eals first day of employment (mm/dd/yyyy): 674!/ / 9’0 / 7 {S/ee.lnm:ﬂ?ns for exemptions)

Wlo fW Today'?ate{lw Thie of Bimpidyer or Authorjz Repreeentaﬁve
= Cw / AT 2

ployer Authorized Repmentetive ployer of Authorized Repleeentaﬁve ployel‘e Buslness or Organization Name
[
mvd& C C

EMPLOYER SOLUTIONS STAFFING GROUP LLC
Employer's Business or Organization Address (Street Number and Name) ZIP Code
7301 OHMS LANE SUITE 405

LastName (Famay Name) FIrst‘Name (Given Name) Middie Inftial

. Whe employae’s previcus grant of Bmplpyment é;ﬁjﬂ?ﬁﬁm Tl xpired, provide ¥
i g emplayment authe 948__!" the pace provided bejow, .

Document Title Document Number Expiration Date (any) (mm/dddyyy)

| attest, under penalty 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 be genuine and to relate to the Indlvldual

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

FormI-9 11/14/2016 N



& AT
- 1840 OAKDAL
WEST 6T PA
| Date of Birth 01-
Sex Eyes C
- F BRN .1

Holght  Weight
86 132

oY
__ 112018 %)
Teresa JZadeidue

F166010250512




‘his card belongs to the Sociai Security Administration and you must
zturn it if we agk for it.

fyou ﬁnd 8 calﬁ that isn’t yours, please return it to:
Sociaf Security Administration :
(2 P.O. Box 33008, Baltimore, MD 21290-3008

or any othet' Soclp.l Sécurity business/information, contact your local
ocial Security affige. If you write to the above address for any business
ther ﬂian}'atnming 4 f‘ound card you will not recalve g respome

lls Admlnfstrau '
gfr.fss‘gfgﬁ(moon X F55746932 i

RS IR A U ..-..._..;_..':-..'.....,.... e ki



Form W-4 (2017)

Purpose. Complete Form W-4 so that your
employer can withhold the correct federal Income
tax from your pay. Conslder completing a new Form
W-4 each and when your personal or financlal
sjtuation 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 exemption for 2017 expires
February 15, 2018. See Pub. 5§05, Tax Withholding
and mated Tax,

Note: If ancther person can claim you as a dependent
» [fE 0T iTar =X Tetm, you UHl ciall BEXEMOUG
from withholding If your total income exceeds $1,050
and includes mare than $350 of uneamed Income (for
example, Interest and dividends).

lons. An employse may be able to claim
exemption from withholding even if the employee Is
a dependent, if the employee:

* [s age 65 or older,
e [s blind, or

« Will claim adjustments to Income; tax credits; or
itemized deductions, on his or her tax retum.

The exceptions don't apply to supplemental wages
greater ‘lh%?‘l $1 ,000,006). J

Baslc Instructions. If you aren’'t exempt, complete
the Personal Allowances Workshest below. The
worksheets on page 2 further adjust your
withholding allowances based on itemized
deductions, certain credits, adjustments to iIncome,
or two-eamers/multiple jobs situations,

Complete all worksheets that apply. However, you
may claim fewer (or zero) allowances. For regular
wages, withholding must be based on allowances
you claimed and may not be a fiat amount or
percentage of wages.

Nonwage Income. If you have a large amount of
nonwage Income, such as Interest or dividends,
consider making estimated tax payments using Form
1040-ES, Estimated Tax for Individuals. Otherwise,
you may owe additional tax. if 1yt:m have pension or
annuity income, see Pub. 506 {o 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 clalm
on all jobs uslng worksheets from only one Form
W-4. Your withholding usually will be most accurate
fv;hgll;l ag all!lowances are olalmed on the Form W-4
rthe

Head of household, Generally, you can clalm head

iouEBHold Tillng StELLE on your 18X return only
you are unmarried and pay more than 50% of the
costs of keaping mug a home for yourself and gour
degende 8) or other qualifying Individuals, See
Pub. 501, Exemptions, Standard Deduction, and
Filing Information, for information.

Tax eredits, You can take projected tax credits into
apcount In figuring your allowable number of
withholding allowances. Credits for child or dependent
care expenses and the child tax credit may be claimed
using the Personal Allowances Worksheet below.
See Pub. 505 for Information on converting your other
credits into withholding allowances.

Nonrasident allen. If you are a nonresident allen, ses
Notice 1382, Supplemental Form W-4 Instructions for
Nonresldent Allans, before completing this form.

Check your withholding. After your Form W-4 takes
effect, use Pub, 505 to see how the amount you are
having withheld compares to your grojectad total tax
for 2017, See Pub, 505, especlally If your eamnings
exceed $130,000 (Single) or $180,000 (Manied),

Future developments. Information about any future
developments affecting Form W-4 (such as
legislation enacted after we release it) will be posted
at www.lrs.gov/iwd,

—_Personal Allowances Worksheet (Keep for your records.)

A Enter "1” for yourself if no one else can claim you as a dependent . .

B Enter*1”if {

* 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.

5 o o o L3

e

a

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)) . . .

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 retumn (see conditions under Head of household above)
Enter “1" if you have at least $2,000 of child or dependent care expenses for which you plan to claim a credit

TMmOO

1]

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

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 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 ellgible 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  Add lnes A through G and enter total here, (Note: This may be different from the number of exemptions you claim on your tax retum.) » H
* I you plan to itemize or clalm adjustments to Income and want to reduce your withholding, see the Deductions

Foraccuracy, | and Adjustments Worksheet on page 2.
complete all

worksheets

that apply. to avoid having too little tax withheld.

= If you are single and have more than one job or are married and you and your spouse hoth work and the combined

earnings from all jobs exceed $50,000 ($20,000 if married), see the Two-Eamers/Multiple Jobs Worksheet on page 2

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
Internal Ravenue Sarvice

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

Employee’s Withholding Allowance Certificate

B> Whether you are entitled to clalm a certaln number of allowances 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. 1545-0074

2017

1 Your first name and middle Initial

Tere

Last name

7. Maola

2 Your social security number

Home address (number and street or rural route)

QLU Oakdale aav #7207

TRod =gy

6 8(} 2 8-130%

3 [J singe [ Married [J Married, but withhold at higher Single rate.
Note: If married, but legally ssparated, or spouss Is a nonresident alien, check ths “Single” bax.

City or town, state, and ZIP code

MV SSILE

4 Hyour last name differs from that shown on your soclal security card,
check here. You must call 1-800-772-1213 for a replacement card. P> I:]

w Sk Paul
5

Total number of allowances you are claiming (from line H above or from the applicable worksheet on page 2) 5
6 Additional amount, if any, you want withheld from each paycheck . . . .
7 | claim exemption from withholding for 2017, and | certify that | meet both of th
* Last year | had a right to a refund of all federal income tax withheld because | had no tax liability, 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.

Z

T e uJ

s$_

narl

Under penalties of perjury, | declare that | have examined this certificate an

Employee’s signature

(This form is not valid uniess you sign it.) » | X <N} ]ZQ A CLCA U

d, to the best of my knowledge and beilef, it is trus, correct, and complete.

2 g4 baer B30 - [

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

9 Office code (optional)

10  Employer identificatlon number EIN)

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

Cat. No. 10220Q

Form W-4 2017)



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 informatlon, and (d) Employer Solutions Staffing Group, LLC ("ESSG") to
share those reports wit

and/or Orange Tree Employment Screening may investigate your educatlon, 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: l Y€ SO\ TL(J A T‘:C\L A=Ad
First Middle (O i

none)

Other names used:
Current county of residence:

Current and former addresses:

&Z—-{Q —{ é current HH_Qg&daL;#Zo_Zw_SA_'MSS g

from Mo/Yr to Mo/Yr Street City, State & Zip
G-2-15 G-26-lf ZoyS Eadic St 8203w St Pal MU S51

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 w /ll notuse it for any other purposes.

1950 68028130}

Dat of t;{rth Social security number

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

Report Copy: If you are applying for a job or live in California, Minnesota, or Oklahoma, you may request
a copy of the report by checking this box: 1.

Teves v _ B-So-| 1

Signature Date



L

employer solutions staffing group..

ESSG WORKPLACE SAFETYPOLICY =

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

(1) Ensure that its clients provide you with a workplace free from serious
recognized hazards and comply with standards, rules and regulations issued
under the OSH Act.

(2) Ensure that its clients perform a job hazard assessment in order to identify
and eliminate potential safety and health hazards and to determine
necessary training and protections for employees at the facility.

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

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

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

ESSG is committed to vigorously enforcing its OSHA Compliance Policy.

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

o Responsibility to work in compliance with OSHA laws and regulations

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

* Responsibility to report workplace hazards and dangers

* Responsibility to work in a manner as required by the employer and use the
prescribed safety equipment.

You have the following basic rights:

o Right to refuse unsafe work

* Right to know or be informed about actual and potential dangers in the
workplace

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



EMERGENCY CONTACT INFORMATION

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

Employee Name: E_Q&_&QMQM \ 4
address: QL O Oaledale av 7 0T 1 S Payl MV SSIE

Home Phone: 6 S [ (’IBZ"‘ \_ng

ks EMRERGENGCY CONTACTS ' :
e Hlonse "st tWo péoplp (ln priotity order) who pould be oonfagtgd In ease 6f an omergency | |
Contact #1 Home Phone:

3[/ Name: Matibe\w Sanchee Cell Phone: (& S| -2¢8- 66 T+

Relationship: Fr\‘ ene Work Phone:

Contact #2 Home Phone:
o H-1zoed
Name: Den.Se Sanc.h S5y Cell Phone: & St s H ‘ l

Relationship: §J 1 @€~ 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.



L
A

employer solutions staffing group..

STATEMENT OF CONFID%TIALITY
This agreement made thlé%o daygf /\d 2013 between

Employer Solutions Staffing Group LLC, herelna e referred 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 whatsoever, the employee shall
not use or disclose to any other person or company, and confidential or
proprietary information or know-how related to the business of the employer.

In view of the difficulty of determining the amount of-dama
result to the employer from a violation of any of the (provisions hereof, the
employee agrees to pay to the employer the sum of \$10,000 as liquidated
damages for every such violation; provided, however, tha the paymant of such
amount as liquidated damages shall not be construed as a refgase or waiver by
the employer of the right to prevent any such violation in equity oretherwise.

evesa Podriduez Mgl

yee Signature

o

Employer Solutions Staffing Group LLC, Representative




employer solutions staffing group..

INJURY MANAGEMENT PROGRAM

Injured Worker’s Responsibilities

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

RESPONSIBILITIES OF THE INJURED WORKER:

Minnesota Rule Sec. 5221.0430, Subp. 1 requires that you choose one primary
health care provider. Subpart 2 places limitations on your right to change
primary health care providers. Discuss with your employer any change in health
care provider.

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

Obtain a Report of Workability from your physician at every appointment, a
minimum of once every two weeks. M.R. 5221.0420 requires that your physician
cooperate with return to work planning and that you be released to return to work
at the earliest appropriate time.

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

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

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



Maintain regular, weekly, communication with your employer if you are unable to
return to work. Contact your employer a minimum of after every visit with your
primary health care provider. Keep the claims representative advised of your
status.

Notify your employer 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 my responsibilities and agree to abide by these guidelines.

Signed: e i X =

Printed Name: “T2ve<in Zod clgquez Mata




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 encontrédr. Si se\puede verificar que el cheque no ha sido cobrado,
ESSG se detendra el chequg de pago y reemitir el cheque a usted, descontando

Si su cheque de p ado, 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 emitirad un nuevo cheque y no hay cuota se deducira.

AGREED/SE ACUERDA—

e

Name/Nombre (con letra de molde): | & vz <~ 2l v AUeET Madq

Signature/Firma: “Tove<c T2 Qd riuez Mol




employer solutions staffing group..

Acknowledgement of Receipt of Workplace Safety Policy

I certify that I have received a copy of Employer Solutions Staffing Group’s ESSG
WORKPLACE SAFETY POLICY. I understand that it is my responsibility to read
this policy and ask my supervisor, a member of management or to telephone
Employer Solutions Group (ESSG) at 952.885.1288/1.866.496.7578 with any
questions I may have about this policy. I agree to comply with ESSG’s policy on
ESSG WORKPLACE SAFETY POLICY and I understand failure to comply is
grounds for disciplinary action, up to and including termination.

I also agree that if at any time during my employment I am believe that I am
working in an unsafe or dangerous work environment, I will immediately contact
my supervisor, manager, director or ESSG’s Safety Director at

- 952.835.1288/1.866.496.7573 in order to obtain assistance in the resolution of such
matters.

Employee Name (Please Print)
Tevesa Todelauer gla

Employee’s Signature:

lexrel IZQd ‘ﬂ‘g /=7 MdteDate: 8 -0 - r:l\



Fam 8850 Pre-Screening Notice and Certification Request for

{Rev. March 2016) the Work Opportunity Credit OMB No. 1545-1500
ﬁ?em' al ﬁ&:ﬁﬂ%ﬁﬁfs‘;"” » Information about Form 8850 and its separate instructions is at www.irs.gov/form8850.

Job applicant: Fill in the lines below and check any boxes that apply. Complete only this side.
Your name i E e 5 CA l Z ®) d rg yez M g_-_l.Orolal security number P> "'Z

Street address where you live HH-O—QQK’{"“ e ay HZoT

City or town, state,and ZIPcode (1] SN+  Taul M N 531\8
County 'D O\ KG A“Cl. Teiephone number és ,"‘ L/S Z" lc(Eq

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

4 [ 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 family 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 famliy that received Suppiemental Nutrition Asslstance 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 state, an empioyment network under the Ticket to Work
program, or the Department of Veterans Affairs.

* jam at jeast age 18 but not age 40 or older and | am a member of a famliy that:
a. Recelved SNAP benefits (food stamps) for the past 6 months; or
b. Received SNAP benefits (food stamps) for at ieast 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 feiony.

e | received suppiemental security income (SSI) benefits for any month ending during the past 60 days.

¢ | am a veteran and | was unempioyed for a period or periods totaling at ieast 4 weeks but iess than 6 months during the
past year.

3 [0 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 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 to compensation for a service-connected disabillity and you were unemployed for a
period or periods totaiing at ieast 6 months during the past year.

6 [] Check here if you are a member of a family that:
» Received TANF payments for at ieast the past 18 months; or
» Received 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 eligibie for TANF payments during the past 2 years because federal or state iaw 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 ali or part of that period
you recelved unempioyment 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 knowledgs, true,
correct, and complete.

Job applicant’s signature > ]P)"f"%c EDA'(\QUGL Mu—lo. Date 8 “3@-— l?

For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 22851L Form 8850 (Rev. 3-2016)
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(3

Form A (rev. 03/2017) TAX CREDIT QUESTIONNAIRE

EMPLOYER SECTION:

Client: Company:

Location: Position: Starting Wage: $
EMPLOYEE SECTION:

First Name: Last Name: Suffix: Street Address: City/State: Zip:

UM Cihy et Alo Cakdale av_#HZo7 (wStTPaul  MN ISSILH
SS#: Dateof Birth: Age: Have you worked fo; If yes, location: Gy yeAov)S &
this compapy hefore
Bo-28-130lpifpl) (980 |33 | YeWND 2ol Traeg 7d Ea

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

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

[1 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.

5. Areyou 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. 1f no, please continue to question #6.)

O
O

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

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

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 O.
O O O

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:

Wasthisa [ ] Federalor [ ] State conviction? If State - County: State;

Additional Tax Credits
IEC (Native American): Are you or your spouse a member of a Native American Tribe? O [
If you checked yes please provide a copy of your CDIB card.
CA Residents: [] Are you the child of foster parents? [] Do you receive CalWorks? [] Workforce Investment Act?
[ 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, I declare the information above to be true and accurate to the best of my knowledge, and I hereby authorize any agency, organization, or

individuals to supply such verification or information that may be needed to determine tax credit eligibility to my employer, employer representative (Associated
(B(C'onmltants, Inc. dba Retrotax), or the Department of Labor.

New Employee Signature: ! exre <o, ]éd ’P',% Jez \OAC  Date: 8"‘30 ~ l —:I’\




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 submlt thls SAF to the State Workforce Agency vnth lRS Form 8850 or 1f ﬁled

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

New Hire’s Signature: w%te& =
New Hire Name: “T e xeSen  Pod nicez Mylq

Social Security Number: & 80~ 28— > o+

Employer Name:

Please check the statements below if they apply to you.

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

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

(Enter start date)

Privacy Act Notice:

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

Pubiic Burden Statement:

Persons are not required to respond to this coflection 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). Public reporting burden s estimated to average 10 minutes per response, Including the
time for reviewing instructions, searching existing data sources, gathering and maintaining the data needed, and complefing and reviewing the collection of
Information. Send comments regarding this burden estimate to the U.S. Department of Labor, Divislon of National Programs Tools Technical Assistance,
Room C-4510, Washington, D.C. 20210 (Paperwork Reduction Project 1205-0371). Please do not submit completed forms to this address.
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employer solutions staffing group..

Notification of Minnesota Law Reqguirement —

Unemployment Acknowledgement

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

Job assignment from a staffing service, (1) fails without good cause to
affirmatively request an additional suitable 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 unemploypient benefits.

| understand by signing this form that I'am responsible to contact ESSG within 5
calendar days once an ssignmen} ends. | also acknowledge that | have received
a separate copy of this form.T_TL _ (Initial)

[eresc Podviguez uak K-o- [

Employee Signature: Date:

e NI = (44

Employee (please print your narfie here)

CMG_SM - Rev. 09.2013



DRUG AND ALCOHOL

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

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

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

Jevyesa Podclaver paalk

Individual's Name

8-Ro- &

Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



Frxed indemnity Medical Benefits Plan 2

© xVSl. . 219301BSG-1_ [OFFCEUSEONIY  LOCATION RehreDate __/__,

ENROLLMENT FORM

A. REQUIRED EMPLOYEE INFORMATION

ESC CUUNAC-MN) P1 v18.2
PRINT USING BLACK or BLUE INK (Must Be Filled Out)

Na Social Security # Home Phone Se.

,_,...T,,-,I. syresa Podciguce 680-2R- 30U &5 1-432- 193 X g E".’"@/
ddress : #

493 Cakdac. au_ztzez (L < V_SSUB8 i L 2ol

= T l@ehe

UG 2 DYes I:l No. if Yes, please continue.
Medicare Health Insurance Claim Number (HICN) Medicare Effective Date
Ny Pe“r;;ﬁ_(z;):_ o SR S N
Vo.. 2. 3.
C. LIMITED BENEFITS PLAN SELECTION P12

Pa!mli Deducteuémw'ealdy Rates
You MUST select a coverage level befora 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

y Companion Life insurance Company.
ELECT COVERAGE LEVEL ' D EDica MY | DENTAL VISION TERM LIFE | HORETERM
. Employes Only [] e s2028. @8 set7 (B - 5242 &  see0 G sam a
Employee + 1 [_] $41.10 $12.34 $4.92 $0.90
. Emplojen fomiy [ ssasd | smas | sese’ | s | o
Notons st 5] | Clves [Ino | Clves Lo | Clves Cne | Cdves D | Clver e

1This ;;verége is not availgbie "‘c‘o.rlesi;:ie_n';; o;‘NHT !.-ll, o; PR 25TD is not aVailab]é t-bqp'e'rsons \;:ho work lnCA, H, NJ; NY,orRl
‘For Term Life / Accidental Death & Dismemberment, please write in your beneficiary information. Accidental Death &
Dismemberment Is part of the Term Life Benefit. :

Name

Relationship i,

D. REQUIRED DEPENDENT INFORMATION
Name ! Social Security # | Date of Birth | Sex ' Relationship
oo b L 07 IMI[E] ([ ]Spousa () chid [Tl Domestic Partner
Name 1 Social Security # ' Date of Birth | Sex '[Relationship
e b 44 | [MIEE] |0 spouse[ I chid [ Domestic Partner
Name | Social Security # Date of Birth | Sex Relationship | e
e b 4 | IMITE] | Spouse [ chid L] Domestic Partner
Name  Social Security # Date of Birth | Sex Relationship

et M T IMITE] D spouse [ child [ Domestic Partner

RSSO YOU MUST SIGN AND DATE, EVEN iF YOU DECLINE COVERAGE

| have read the benefit packet and understand its limitations, | understand that open enrollment is only available for

2 limited time and | understand that making no benefit selection is a declination of coverage.

DATE 5/39/_/_"%_ ]P SIGNATURE ~ [ S o, Eoqugu fz Luﬁq :

This is an Essential StaffCARE Enrollment Form



.. . @ W employer solutions staffing group.

Levaraging Resources in a Changing Market

ENC wE=m)

twlqrmr:h-u.w

Enhanced MEC Plan__

Benefits Enrollment Form

Einployoe luiornmaiion

Name (First and Last)

::?'Y‘C.SQ\ Rod C (=2

O New

L[] Rehire Rehire Date

Pi;.‘ll 1 " Benefit Plan Admipistratogs, I

lHo Dalcdale oy + -z07 | @S
Gender | Status [J Single

Ma Date of Birth Dats of Hire
Ei)r-;:l. E’nramed [J Divorced / )
|Phone Number: Emalil Adtiress;
OS1-432-(934 *er%mdx_'%m@m@m
Please Select Desired Coverage: :
E' Employee Only - D Employee+Spouse - I_ Employee+Child(ren) - Family -
- $24.00/Week $38.00/Week ‘ $36.00/Week $63.00/Week

EFF. DATE

EFF. DATE

EFF. DATE

Employae Acknowlsdgement and Authorization - | harel
any misstatements or failure to rep

affectiva dats. Furthor, } authorize my employer to maka the necessary

by apply for the group henafit(s) as indicated. | acknowi
ort information may be used as the basis for cancallation of coverags for m

Ppayroll deduction of premiums for coverages | have ¢

edge that all entries are true and complete and that
» and my dependent(s), if any, from the original
lectad. .

v

(IF ENROLLING - YOU MUST SIGN HERE

e R -Ro (X

participate In
must mest the requirementa dsfined in the Certificate of Covaraga for the company’s medical or
(Including my spouss) because of other coverage, | may, in future bs able to anrol| myself or my
days after the other coverage ends, In addition, if a new

of adaption, | may be able to enroll myself or my depen

IF DECLINING- YOU MUST SIGN HERE

Employee Signaturs

Employse Signaturs™ [ >y t 1lc
EMPLOYEES DECLINING ?i. I am; DECLiﬁING coverage
1 underatand that | and/or my depénd  if any, walve any covarage and desirs to

dependent relaticnship forms as a result of marriage, birth, adoption, placement for adaption of parting sult
dant, provided 1 request enrollment within 31 days of the svant.

the plan at a later date. e may be considarsd a late snvolles and

dental plane. If | decline enraltmant for myself or my dependents
dopom:F In this plan, provided | request enrollmant within 31

Employer Solutions Staffing Group Health Benefits Team

7301 Ohms Lane Suite 405
Edina, MN 55439

Phone: 952-767-8619 Fax: 052-767-9615
Email; Health@emponersoluﬁonsgmup.com



