E-Verify: Print Casg Details - Preview
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SENSITIVE BUT UNCLASSIFIED
Case Verification Number: 2017177161447RK
Report Prepared: 0s8/28/2017

GWE! Information

Company ID: 47429 Company Name; Empioyer Solutions Staffing Group

Em 8 information

Last Name: thag First Nama: robert

Dats of Birth; 08/22/1890 Soola| Seourlly Numbar; s s 6851

Hh'aData:OﬁlZBIzoW Cfﬂzenshfpshw::AaﬂkenofﬂmUnibdshhs

Documant Information

e ———OUON

List B Dooument; Driver's lloenss or iD card ssuad by a U8, state or outying Ppossession List C Dooument: Soclal Securlty Card

Document Name; Driver's license Document Stata; Minnesola

Driver's License or ID Card Numbar; Documant Expiration Data; 05/22/2019

Case Status Information

\

Current Cass Result: EmpbymomAnﬂmrhed Employer Case |D:

Casa Submitted On: 06/26/2017 Case Submitted By: 8GLASB32
SENSITIVE BUT UNCLASSIFIED

htlpsVle-varify.mcis.gnvMebIPﬁntCaseDe!alls.aspx?CaseVeern=2017177161447RK
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7301 Ohms Lape Suite 405

employer solutions staff ing group. Edina, MN 55436
Leveraging Resources ina Changing Market Tel: 952.835.1288
www.esgstafﬂngsolutions.com

New Hire Application

Personal Data-- PLEASE PRINT LEGIBLY IN INK

Last Name | OO First Name KQ by Middle Initial

Street Address_\"]1 23 R ur\s Ave. AptSte
City/State/Zip __&X'_ . ?M‘, MN ‘;SlMo Social Security Last Four XXX-XX-~

Phone Number (S |- q’? f"’m Email Address M'HD ‘M @ GMas| Lo

Staffing Agency/Recruitment Partner

/\
ooy Thuwo | > bfoio)p0)7
Name (Print or type) plicant's Signature Datg 4
A copy or facsimile (“fax") will be considered 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 Resuits Unemployment Letter ESC Application
(If applicable)
For ESSG Client Use
DOH ROP Work Site Loc. WC Code
ESSG - Supermoms CMG Rev. 0512015

e ———



Th don't apply to lemental Ni I If you ha I nt
Form W4 ( 2017) Groater than 1,000 0. = SUPPlemental weges NOnWags [noomme st Interest oy e’

Baslo Instruotions. If you aren't exempt, complete ‘.f""’"‘g meking estljl'_nat?d tlax 8nis using Form
Purposs. Complete Form W-4 so that your the Persanal Allowances Worksheet bajoy, The 040-ES, % ax for I gﬂah Othe{wlse,
employer can withhold the cormrect fadsral Income Worksheats on page 2 further adjust your you may owe °g"bmé‘65 f‘“ d ve "?"9 °""l” 1d

from your pay. Conslder completing a new Form withholding allowances based on temized annuity °°m°'m ub, o “’,‘ o wy‘:,'," shoul

W-4 each mrand when your personal or financial deduotions, certain credits, ad&uustmanm 1o Income, adjust your withholding on Form W-4 or 4P,
situation changes. ar two-eamera/multiple jobs s ations. Nr?deamem or mulﬂpletggbs. if )jrog hﬂave ath
Examption fro holding. if ] Complste all worksheets that apply. H ) total e oLISe oF mare than ane job, figure the
comp etaognly %:ﬂ.’ 2 s, 2,9am¥ 7end :1;:%% may claim fewe‘;'(ri,:r zeurg allowanboe, Fogwme;lﬁraryou totaal"nugls er l%f a"°"r'f:'i'1°°5 youam et l;'g olaim
form to validate it. Your exsmgtlon for 2017 explres Wwages, withholding must be baged on allowances W ¥y 4" us E ‘{“" ﬁ wrill‘l g" ¥ one Form
February 16, 2018, Ses Pub, £05, Tax Withholding you olaimed and may riot be a fiat amount of - Your withholding usually g "‘°th accurate
and Estimatad Tax, Percentage of wages, : ,V;';gﬂ,gﬁgwmmﬂgggmgg’;ggmﬂ&wag
Note: if another Pperson can olaim you as a dependent Head of housshold, Generally, you can clalm head claimed on the others, 8es Pub. 505 for details,
on his or her tax rstum, you cant clalm exemption of household filing status on your tax return ontlg i N dent allen, If dent all
from withholding Ifyuurto’ml Income exceeds $1,050 you are unmarried and pay more than 50% of the N°"]"°31lsgg‘s en, It you ma n%r-?lm:t?tucﬁm' S
and Includes more than $350 of uneamed Income (for casts of keeping up a home for yoursalf and your N° ik d .AHUPPIBIT;;IM ""lw this fomm® 1o
example, Interest and dividends). degandebefnga or othar qualifying Individuals, Ses onresident Allens, befors complsting m,

5. An emplo may be able to claim Pub. 501, ptions, Standard Deduction, and Cheok your withholding, After your Form W-4 takes
exemption from wm-nholdﬁ;seven ifthe employee I Filing Information, for Information, effect, use Pub, 505 to see how the amount you are
a dependent, ff the employee: Tax eredits. You oan take projected tax credits Into ;‘:r‘g‘a mgguﬁgmrw% ?f"%ﬁtgm;a"
* Is 2gs 65 or older, Winhordlng Sang your Ot e O et N0 $130,000 (Single) or $180,000 (Marriaey.
® Is blind, or care expenses and the child tax cradit may be claimed Future developments. Information about any future
* Will claiim acjustments to Income; tax credits; or gsln%ﬂée ngsonrl Allowances Worksheet balow, ldevlaello ments m Form }N—4 (suohmaab
ftemized deductions, on his or her tax retum, or:edn: m‘; w.{ﬁ{,.,?&”""z}}g" anbe, NG your other :tgwww.?;eg'lﬁ,/m. "W releasa i will be posted

Personal Allowances Worksheet (Keep for your records.)
A Enter*1" for yourself if no one else can claim you as a dependent . . 5 o o g . A R
* You're single and have only one job; or
B  Enter*1”if * You're marnried, 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,
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) . . . | | | o o o c
D  Enter number of dependents (other than your spouse or yourself) you will claim onyourtaex retum . . o D |
E  Enter*1” i you will file as head of househoid On your tax return (see conditions under Head of household above) E
F  Enter “1" if you have at least $2,000 of child or dependent care expenses for which you plan to claim a credit F
(Note: Do not include child support payments, See Pub. 503, Chiid and Dependent Care Expenses, for details.)
G  Child Tax Credit (Including additional chiid tax credit). See Pub, 872, Chiid Tax Credit, for more Information,
* If your total Income will be less than $70,000 ($1 00,000 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 eligibie chiidren,
* If your total income will be between $70,000 and $84,000 ($100,000 and $119,000 if married), enter “1” for each elighlechild. @
H  AddiinesA through G and enter total here. (Note: This may be different from the number of exemptions you claim on your tax retum.) b H
® If you plan to itemize or clalm adjustments to Income and want to reduce your withholding, sea 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
worksheets eamnings from all jobs exceed $50,000 ($20,000 if married), sae the Two-Eamners/Multiple Jobs Worksheet on page 2
that apply. to avold having too {ittle tax with ol
° if neither of the above situations applles, Stop here and enter the number from line H on line 5 of Form W-4 below.
Separate here and give Form W-4 to your empioyer. Keep the top part for your records,

rom Wi=d} Employee’s Withholdin
Department of the Treasury
Intemal Revenue Service

g Allowance Certificate OMB No. 1645-0074

2017

1

2 . Your soclal security number

Hwﬂi—;:-w(osj

Home address (number and strest or rural routs)

Bwrng

3 singe [T Mamed L] Married, but withhold =t higher Single rats,
Note; If mamied, but legally separated, arspouse is a nonresident allen, check the “Single” bﬂ_

City or town, state, and ZIP code

Ss'\‘c Yaud ) MN 55101,

4 K yourlast name differs from that shown on Your soclal security card,

check here. You must call 1-800-772-1213 for a replacement card, > []

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 51 & Wl > B "o g Ak

7 Iclaim exemption from withholding for 201 7, and | certify that | mest both of the following conditions for exemption,
® Last year | had a right to a refund of all federa] Income tax withheld because I had no tax llabfiity, and
* This year | expect a refund of all federal income tax withheid because | expect to have no tax liabliity.
It you mest both conditions, write “Exempt” here . L. - . . . . . . b[7]

Under penalties of perjury, | declare that | have examined this certificats and, to the best of my knowledge and bellef, it Is true, correct, and complete,

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

vees b/ 200 }500177

8 Employer's name and address (Ernployer.“f)or‘r'nplete lines 8 and 10 only if sej

nding to the IRS.) l 8 Office code {optional) | 10 Employe'r identification number (EIN)

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

e ———

Cat. No. 102200 Form W-4 (2017



Employment Eligibility Verification
Department of Homeland Security

— '.-
! S e b y OMB No. 1615-0047
N/ U.s. Cltlzenshlp and ImmJgratmn Services Expires 08/31/2019
»>START HERE: Read Instructions carefy

USCIS
Form 1-9

09,/:27-‘/14‘10 9- B - IbldFTy

Last Name (Family Name) First Name (Given iVame) | Middi, lnitlal . Other Last Names Used (fFany)
olpex- 'jm A
Address (Street Number and Name) Apt. Number  [City or Town State ZIP Code
1723 Buwrps Ave NiR & Paud MN | 55|0%
Date of Birth (mmsddlyyyy) |u.s, Social Security Number Employee's E-mail Address Employee's Telephone Number

bewstin gl € Gmail.o

bS1-434-9/54

Iam aware that federal law provides for imprisonment
connection with the completion of this form,

| attest, under Penalty of perjury, that | am (check one of the following boxes):

and/or fines for falge statements or use of false documents in

1 1. Acitzen of the United Statos

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

|:] 3. A lawful permanent residsr_xt (Allen Registration Number/UScis Number):

L] 4. An allen authorized to work unti

Some allens may write "N/A"

1. Allen Registration Number/Usgcis Number;
OR

2. Form 1-94 Admission Number;
OR

3. Foreign Passport Number:
Country of Issuance;

QR Code - Secfion 1
Do Not Writs In This Space

B e ae——

'lg i Date (MM/dd'/yy"%y)

[Freparer and/or ﬁan’&hﬁr Cerlifitation (eheckDhe)i
Q | dic et use 3 p A

¥

redarar of tranglator. [ A preparer(s) ant ransiiort) dsielad the einpioyes n aamipieing Sectrt 1.
(Riods betow misst be vompieted and sianed when prepérsrs anciar frensiators Aasist an emplayeq In gomaisting Saation 1)
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/dd/yyyy)
Last Name (Famiy Name) First Name (Given Name)
Address (Street Number ang Nameg) City or Town State  (zip Code

Emplayer Completes Next Page

Form1-9 11/1412016 N

BEEEe—



; n}\ =23 Employment Eligibility Verification USCIS
(S Form 19
e Department of Homeland Security
Rt U.S. Citizenship and Immigration Services ek ey
Section 2, Employer or Authorized Representative Review and Verification
(Employers or their autherized representative must complete and sign Section 2 within 3 business da ys of the employee’s first day of emplo yment. You
must physically examine one document from List A OR a combination of one document from List 8 and one document from List C as listed on the “Lists
of Acceptabie Documents. )
Nams) (Given ) M.l hip/immigration Status
Employes Info from Saction 1 v e Cllizegs
ListA OR ) "AND Listc
Identity and EmployunmAuthorlzaﬂon Identity Employment Authorization
’ Document Tile cument Title Document Titla
, ﬁ;@ D SS
Issuing Autharity Auth Issuing Auth
%ﬁ VA <
Document Numb, D t N D Numb
- T ol o4 as 704 e - LGS )
Explration Date (b’anwmm/dd/yyyﬂ Expiration Date {lfanw{mm/dd/}gw) Expiration Date {lfry)(mm/ddmm
—23-3013 /A
Document Title AN
Issuing Authority Additional Information nﬁ?ﬁr&ms’p:&
Dacument Number
Expiration Date {lfanjo(mm/dd/yyyy)
Document Title
Issuing Authority
Document Number
Expiration Date ﬂfany){mm/dd/yym
Cerfification: | attest, under Penalty of perjury, that (1) 1 have examined the document(s) press

(2) the above-jisted document(s) appear to be genulne and to relate to the employes named,
States

employee is authorized to work in the United 5

The Bmployes's first day of employment (mnvddfyyyy): 0“,._.2 L _20 { :7(See instructions for

Sig loyer Today's Dala{mm/dwyyyy) Titie gf Empioyer or Authorized Reprasentative
La e of Employes or Auth ntative mmem Employer's

Employer's Business or Organ| Address (Street Number and Name) | City or Town

-
[Section 3. Reverification

A. New Namg (if applicabls)

by’ employer or authorized representative.)
B. Date of Rehire (if applicable)

Last Name (Family Name)

Firat Name (Gfven Name)

Middie Iniflal | Date (mm/ddjyyyy)

C. the employes's previous grant of

the space provided below.

employment authorizafion has expired, provide tha informatlon for the document or receipt that estabilshas
continuing employment authorization in

Document Title

Document Number

Expiration Date (if any) (mmAddfyyyy)

| attest, under penalty

of perjury, that
the amployse presentad dncument(s),

Signature of Employer or Authorized Representative

Form 19 11/14/2016 N

EEEEE——

Page 2 of 3









EMERGENCY CONTACT INFORMATION

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

Employee Name:; 2& Qr”\- \‘m
Address: ;\7 9—3_5;&{ ~S ‘A'V{ .
Home Phone: Q S—"qg L//C?[glf

. _ EMBRGENCY C‘S)NT
Please list two peaple (In priority order) wha could be e

Contact #1 Home Phone:

s DAV{A W ‘ Cell Phone: G{ I'— gl{-’]’ ?7 gO
I g lationip /FW | Work Phone:

Contact #2 Home Phone:

Name: gﬂ‘\”“”’” W Cell Phone: ips.', ’1/4’2/ ,337’
Reiationshjp: B(M’\L{ Work Phone:

=

hiacted In case of an emergency

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




_ - employer solutions staffin g 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 p ovide a written election, wages will be paid by paper Check.

SECHIONT T BIS TGN ORNINFEO N
SSN# (last 4 digits) LS| BﬂhcﬁveDateb _
i/ 4

| Direct Deposit (Please complete Sections 3 and S below) g Direct Deposit accounts may take up to 7 days to be activated

|_| Payroll Debit Card (Please complete Sections 4 and § below) [ ] Paper Check (Please complete Section 5 below)
DIREGE DEROST

SIECTTON 2 PANROLE FEECEEON

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

foom# 1092 414913329

Account Type: ﬂChe;ldngDSavhgs DOthnr\

Except for the routing and account number, ESSG does not haye 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 p ini; i

containing all of the terms and conditions, You will
then sign acknowledging that you recaived the Payroll Debit Card and packet. Your Payroll Debit Card will be
wages, :

CARDHOLDER INFORMATION (as you want your Payroll Debit Card to be issued)
First Name M1 Last Name Date of Birth

Street Address (FO BOX NOT ACCEFTABLE) Social Security#

City State Zip Cell Phone (mobile)

Employee’s Signature:
SECTION STV WRIZNFLON

I authorize ESSG to directly deposit my periodic wages/compensation Ppayments, net of re
or authorized deductions, into my account(s) as designated above an
made in error to my account(s), * E-mail is requnire

Date: (‘/?’b'/ 2{'/ 7

quired tax withholdings, other required withholdings
d to initiate, if necessary, debit entries and adjustmentsfor any credit entries
d for pay stub information,

*E-mail: ,bw h—n 0’” @ (5 W, - (6N

this information will only be used to send your paystubs electronically
Employee's Signature: ﬁ

— oue_b /e /2] 7




Authorization

@V’f{iﬂi\,ﬁ) /24 ) 20/7

Authorization: By signing below, you authorize; (a) backgroundchecks.com (“BGC”) and/or Orange Tree
Employment Screening to request information ahoyt You from any public or private information source;
(b) anyone to provide information abouyt You to BGC and/or Orange Tree Employment Screen ing; (c)
BGC and/or Orange Tree Employment Screening to provide Employer Solutions Staffing Group, LLC one

and/or Orange Tree Employment Screening may investigate youyr 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, Yoy acknowledge that a fax, image, or copy of this authorization is as valid as the origi-

Personal Information: Please print the information requested below to identify yourself for BGC.
—=130nal Intormation
Printed name:;

First Middle (O0 Last
none)

Other names used:
Current county of residence:

Current and former addresses:

_B‘/ VK] current L‘ZMN AVL. ¢ M ) AN 5%, /0(0

froth Mo/Yr to Mo/Yr Street City, Stdte & zip

10/201 [/ 007 89 Tonkte ppe gt Pand, py 55106
frdm Mo/yr to Mo/Yr Street - City, State & Zip
0 'éyo& WU 1725 trpelyud of. op Pand, MN S e
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,

5/22/ 1490 g2 keS|
Date of bjrt ocial security number

12209-1925 2oy _Robery Thao

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

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

Signature Date /



~ employer solutions staff ing group.

Leveraging Resources in a Changing Market

STATEMENT OF CONFIDENTIALITY
=T UNFIDENTIALITY

This agreement made thisﬁ day of S win-@ ; 2011, between
Emplo% r Solutions Staffing Group LLC, hereinafter referred to as ‘employer”
and_\Colaer A hereafter referred to as ‘employee”.

WITNESSETH:

Employer Solutions ing Group LLC, Representative



, employer solutions staff ing group.

Leveraging Resources in a Changi

ing Market
Important/Im portante

LOST OR STOLEN PAYCHECKS

If a paycheck is lost (missing, misplaced, destroyed, lost in the mail, efc.), 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,

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 i

AGREED/SE ACUERDA—

Name/Nombre (con letra de molde): (\zO\OQ,\’ A ‘_—’L\-w

Signature/Firma:




I have read my responsibilities and agree to abide by these guidelines.
mgﬂ"M}

Printed Name: Zd@‘e":" M




rom OO0 Pre-Screening Notice ang Certification Request for

(Rev. March 2016) the Work Opportunity Credit OM No. 1545-1500
m p?;‘v';,'JL"sLm 3 > Information about Form 8850 and itg Separate instructions is at WWw.irs.gov/form8ssg,

Your name &W—\— -’\"/\-99/0_____ Soclal security number p m ’-?’l "éb §
Street address where you lve {7 D7 Bwrns Ave

City or town, state, and ZIP code & z ‘(\?aud MN TS Nhe
County Eduﬁ\ SQ:\ Telephone number _fp S {— 43 L’ ¢ S‘

If you are under age 490, enter your date of birth (month, day, year)

1 [ Check here if you recelved a conditiona] certification from the state workforce agency (SWA) ora participating locaj agency
for the work Opportunity credit,

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

* lam a member of g famlly that has received assistance from Temporary Assistance for Needy Famiiles (TANF) for any 8
months during the past 18 months,

® lama veteran and g member of a famlly that received Supplementaj Nutrition Assistance Program (SNAP) benefits (food

* I was referred here by a rehabiiitation agency approved by the state, an employment network under the Ticket to Work
program, or the Department of Veterans Affairs,

* |am at least age 18 but not age 40 or olderandlam g member of a family that:

5 [7 Check here i You are a veteran entitied to compensation for g 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:
* Recelved TANF payments for at least the Past 18 months; or
® Recelved TANF Payments for any 18 months beginning after August 5, 1997, and the earfiest 18-month period beglnning
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 |aw limited the maximum time
those payments couid be made,

7 [ Check here if you are In a period of unemployment that is at least 27 consecutive weeks and for all or part of that period
you received unemployment compensation,

Signature —Ajj Applicants Must Sign

Under penalties of perjury, | declare that | gave the above Information to the employer on or befgre the day | was offered a Job, and it is, to the best of my knowledge, true,
comect, and complets,

——

Job applicant’s signature

Date % / 7
For Privacy Act and Paperwork eduction Act Notice, see page 2. Cat. No, 228511 Form 8850 (Rev. 3-2016)

e




Form A (rev. 01/2016)

EMPLOYER SECTION:

Client: Company:
Employer Solutions Group

Location: Pogition: Starting Wage: §

EMPLOYEE SECTION:

o Rcert ] e [T B

SS#: Date of Birth: 2 Have you worked for I yes, locatidh:
H 12| -GS (| 05:22:19% |27 s cmpn fr?

Please complete all questions, and sign and date the form. Yes No

L. Have you or has anyone living with you received Temporary Assistance to Needy Families (TANF) | M
at any time since Augnst §, 19977 (If yes, please provide infarmation below,)
Neme of the person receiving benefits: Relationship to you:

County: State

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

City: County: State:

5. Areyona Veteran of the U.S, Military? *If ves, please Provide a copy of your DD-214 and letter of separation,
(If yes, please provide information below, If no, please continue 1o question #6.)

O
P

Dates of Service - From: / / To: / /
Branch of Servige;
Are you entitled to or are you receiving compensation for g Service-connected disability? D D
6. Have you been unemployed at any time during the last 12 months? ] M
Ifyes, dates of unemployment - From: / / To: / /
Did you receive unemployment compensation at any point during your unemployment? D D
If'yes, dates recejved unemployment compensafion - From: / / To: / /_
7. Have you been convicted of a felony or released from prison for a felony conviction in the past 12 months? D B\
Conviction Date: / / Release Date; / /
Was this a [] 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? D m
*If you checked Yes please provide q copy of your CDIB card,

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




‘ﬁ . %‘ ».
REGTAX

xCradit AUt RGN

Client: Company:
Employer Solutions Group

Location: Employee Name: RQW,\_ w SS#: Lf {O ¢7 ’?" ,_,&7 b

EMPLOYEE:

\
—

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

[0 Thave been unemployed at any time during the last 12 months,

I applicable, dates of unemployment - From: To:
From; / / To: / /
From; / / To: / /
O 1 received unemployment compensation during my unemployment,
If applicable, dates Yyou received compensation - From: =l To: e e N
From; / / To: /\/\
From; / / To: / /

Please read, sign, and date:

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

Employee Signam’W\? Date: Cp( /W! br) I7l

RetroTax®
3730 Washington Blvd,
Indianapolis, IN 46205

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

WWww.retrotax-aci.com




. employer solutions staffing group.

Leveraging Resources in a Changing Market

Notification of Minnesota Law Requirement —
Unemgloxment Acknowledgement

According to Minnesota Statyte section 268.095, Subdivision 2, paragraph (d), an
applicant who, within five calendar da ys after completion of g Suitable

gémploye Signature: ‘ Dat(gm T/—E / 17

Yawert

Erhployee (please print your name here)

CMG_SM - Rev. 09.2013



DRUG AND ALCOHOL
TESTING CONSENT FORM
1. | have been allowed to reaq and inspect a written copy of ESSG policy on
drugs and alcohol,

consequences of such conduct; (c) my rights under the policy and the consequences if |
exercise certajn rights; and (d) that certain events as described in the policy may resuit
in adverse personne] action, including my termination from employment with ESSG. |
understand that this policy in any form, and any employee handbook including this
policy, are not g unilateraj employment contract or offer thereof.

Roberd Thee

Individual's Name

b /2l hory

Date 7

SIGN THIS VERSION OF CONSENT—SAME As PAGE 6

10



. employer solutions staffing group. 3
&) Lg«;_exfiim)lliqsources A & Changing Mz!fke‘g gr p m _EE;%N*G”“ h. .
[N Sy pmipmerianptiont.. o g Wit e s i whie o e wam Benaﬂll’l,m ' '. ' o lnc.
Enhanced MEC Plan_Plan 1
Benefits Enroliment Form I New [1 Rehire Rehire Date

Employeellnformation

Name (First and Last) Soclal Security Number
oS |

Roery “Theo 4éq-2) -
Address City State Zip Code
1723 Burns Ave & Pawd  |MN $S/66

Gender  P-Malo | Warital Status $4_Single | Date of Birth

[J Female | [ Maried 1 piygreeq oS /7«7_/ Iqqo Dats of Hire

Phone Number; Emall Address:

LS |~431 5% | beattm 90 @ Cmail- comn

Please Select Desired Coverage:

Employee Only - I:I Employee+Spouse - Employee+Child(ren) - Family -
—  $24.00/Week

$38.00/Week $36.00/Week $63.00/Week

"Fiet Name - ML Last Name E FMe:::glg 3 spam;nu?aﬂccﬁmlm;mr
: -
Social Security # Birth Date | Sax Relationship
[1Spouse Child
| Flrst Name ML Last Name a g r::ﬂe | Donl?uuc Partner
) g Social Security # T aith Date Sex = Rdaﬁonahip |

Other cdverage information including Medicare/Madic aidl

NAME OF PERSON COVERED (FIRST, LAST):

EFF. DATE
EFF. DATE

EFF. DATE

Employee Acknowladgament and Authorization - | hereby apply for the group benefit(s) as indioated. | acknowiedge that all entries are true and somplete and that
any misstatements or failure to raport information may he used as the basis for cancsllation of covarage for me a|

nd my dependent(s), if any, from the original
affective date. Further, | authorize my empioyer to make the Necessary payroll deduction of premiums for coverages | have elected,

(IF ENROLLING - YOU SIGN HERE
Employes Signature %‘ﬁb Date b / 7,& / 20/ 7
f !

| EMPLOYEES DECLINING O |am DECLINING covera e

¥ understand that | and/or my dependents, if any, waive any coverage and desire to participate in the plan at a later date, lfwe may be considered a late enrolige and
must meet the requirements defined in the Certificate of Coverage for the company's medical or dental plans. If | decline enraliment for myself or my dependents
(Including my spouss) because of other coverags, | may, in future be able to enroll myself or my depend; in this plan, provided | request enroliment within 31

days after the other coverage ends. In addition, if a new dependent relationship forms as a result of marriage, hirth, adoption, placement for adoption of parting suit
of adoption, ! may he able to enroll myaeif or my dependent, provided | request enroliment within 39 days of the event,

IF DECLINING- YOU MUST SIGN HERE

Employee Signature

Date
Employer Solutions Staffing Group Health Benefits Team
7301 Ohms Lane Suite 405
Edina, MN 55439
Phone: 862-767-9519 Fax: 952-767-0515
Email; Health@employersoluﬂonsgroup.com




T4 TToweeawsa UCLUICLILS  ETIAT 2

- VS§i 219301-ESG-1 OFFICE USE ONLY LOCATION 8 o Rehire Date ____ l___1

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

mm USING BLACK or BLUE INK (Must Be Filled Out)
Name ’ Social Security #

Yobtrty TThawo — de9-244e5T | by)mgpg-Isd |
Addres; _'7'22 a ne ﬂ . | Apt. #
i | State j e of Bi
"0 Do TN PSS e 05155/ 17 ¢

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

DYesgNo. If Yes, please continue,
Medicare Health Insurance Claim Number (HICN) , Medicare Effective Date

"Name of Covéred Person (s);
3.

il 2,
C. LIMITED BENEFITS PLAN SELECTION £ Payroll Deducted Weekly Rates
You MUST select a coverage level before any benefits in Section C, Your coverage level for the all benefits in Section C will be

identical. The Fixed Indemnity Medical Plan, Dental Plan, Term Life Plan, and Short-Term Disability plans are underwritten by BCS

Insurance Company. The Vision plan is underwritten by Companion Life Insurance Company.
SELECT COVERAGE LEVEL F e MNITY (AL VISION TERMUFE | SHORETERM
Employee Only §2] $20,25 @ $617 \B| 5242 & soeo o] sz iy
Employee + 1 [_] $41.10 $12.34 $4.92 $0.90
Emplayee + Family [ ] $54.88 $20.36 $6.56 $1.80
NO to ALL Benefits D gYes D No ) | Yes DNO IXYes D No . DYes No DYes m No

1This coverage is not available to residents of NH, Hi, or PR.2STD is not available to persons who work in CA, HI, NJ, NY, or RI.

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

Name Relationship
Name - | Social Security #  Date of Birth f Sex !’ Relationship
L ey = /7 ; [_M—I : ] Spouse [ ] Child DDom;eg_ic Partner_
Name Social Security # ' Date of Birth fSex ' Relationship
- - j_ S o Uy - IE _:‘EISP_gyse Dc_fyl_dl_:i Domestic Partner _
Name gSocial Security # Date of Birth | Sex - Relationship
- sociem e~ ! | MI[E]  [spouse[Jchia[] Domestic Partner
Name . Social Security # Date of Birth | Sex Relationship
ety 1 ImIe] - LISpouse [ child [ Domestic partner

e v 56 545 57, VR Yo CoveAGE
I' have read the benefit packet and understand its limitations. | understand that open enroliment js only available for

U
a limitecj time and | understand that making no benefit selection is a decli_r_)ation_ of coverage.

DATE 0o /26 /2017

This is an Essential StaffCARE Enrollment Form.




