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SENSITIVE BUT UNCLASSIFIED
Case Vaerification Number: 2017156073453AU
Repart Prepared: 08/05/2017
Company Information
Company ID: 47428 Company Nams: Employer Solutions Staffing Group
Employes Information
Last Nama: Tomerfin First Name: Shannon
Date of Birth: 05/02/1874 Social Security Number: **** 9408
Hire Dats; 08/058/2017 - Ciiizenship Status: A cllizan of the United States
Dosument Information
Lmsbmmbmmhemaormmbsuadbyau.s.ﬂmowmm List C Dosument: Social Security Card
Dogcument Name: Driver's licanse Document Stata; Minnesota
Driver's Licenss or ID Card Number: Document Expiration Data: 05/02/20219
Cass Status Information
Current Case Result: Employment Authorized Employer Cass ID;
MWOE 08/056/2017 Case Submited By: SGLAS832
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www.esgstaffingsolutions.com

employer solutions staffing group..

New Hire Application

Personal Data-- PLEASE PRINT LEGIBLY IN INK

Last Namemm ie{\

Street Address m fﬂp( ‘I}VJ

City/State/Zip

Phone Number

Staffing Agency/Recruitment Partner

All offers of emplo

PO Box 46270

Minneapolis, MN 55344-9956

Tel: 952.835.1288

First Name &ﬁ‘mﬁ 1Al

Middle Initial ,2 )

Apt/Ste

Social Securlty Last Four XXX- ﬂ29
Email Addmss..g}b‘WIB'M )0 Jef

XX-
@ Jma J-ta;

ent are conditional upon satisfactory proof of Ide

and legal abi

to work In the U.S.A.

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

1 authorize Employer Solutions Staffing Group (ESSG) fo use the Information and statements contained i
qualifications for employment. 1 authorize ESSG to make in
regarding my previous duties, responsibilities,
| understand that a comprehensive background check may be conducted to determine my eligibility for hire by certain clients of ESSG.

This may Inciude but is not limited to, investigations of criminal and/or conviction records, driving records and/or a drug screen test as

Applicant Certification and Authorization

required by clients, government regulations or by ESSG policies.

n this application to determine my
quiries of my former employers, except as indicated in this application,
performance, compensation and eligibility for rehire.

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

I certify that all statements made in my application are true and agcu
false or misleading Information. 1 understand that any material gy
consideration for employment or, if discovered after | begin e

Name (Print or type)

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

For ESSG Office Use Only
DOH NHW I-9 8850 W4
Emergency Contact Info | Background Release Form Background Results Unemployment Letter ESC Application
(If applicable)
For ESSG Client Use
DOH ROP Work Site Loc. WC Code
BSSG - CMG_SM Rev. 04/2017



The exceptions don't apply to supplemental wages Nonwage income. If you have a large amount of
FOl'm W'4 (2017) greaterm'ﬂ $1,000,000.p'y i g nonwage Income, such as lmereata;?' dividends,

Basic Instructions. If you aren't exempt, complete consider making estimated tax ents using Form
Purpose. Compiete Form W-4 so that your the Personal Allowanxogs w::rksheet%telaw. The 1040-ES, Eeﬂmm T:l"g'ﬂd vldgals. o'hef”m
employer can withhold the correct federal Income workshests on page 2 further adjust your ynuana{ owela Dlgub 08 g’".lf' = i °“,$" d
tax from your pay. Consider completing a new Form withholding allowances based on itemized anr:mlty "vaneﬁh“ﬁ i Fo V{; % W_%"’}' shou
W-4 each year and when your personal or financlal deductions, certain credits, adjustments to income, adjust your oiding on Form W-4 or .
situation changes. or two-eamars/multiple jobs situations. mr?dearnem or multiple jobs, If yjog hf?ve ath
Exemption from withholding, If you are exempt, Complete all workshests that apply. Howaver, you rota] o Spouss & More than ons jb, figure the
complete only lines 1, 2, 8, 4, and 7 and sign the may clagm fawer (or zargz allowanggs. For regular tutaal"nuréls e "’f d'°m§f}ayg%m enﬂtled;g claim
form to valldate it. Your exemption for 2017 expires wages, withholding must be based on allowances w ' % \‘llvlath"ﬂ “I";] ally ?l'l gnly %’;? m
February 15, 2018, See Pub. 505, Tax Withhalding you olalmed and may not be a fiat amount or - Your withnoicing usually will be most acourate
and Tax. percentage of wages. fv;ht:ll;l ag'al'l‘g:tancas arja glaln‘}ed on :ltlae Form W-4
rthe job and zero allowances
Note: if anather person can claim you as a dependent Head of household. Generally, you can clalm head claimed gn thep et}'g. See Pub, 505 for datalls?ra
on his or her tax ratum, you can't claim exemption of housshold ﬂllgg status on your tax return only if Nonresident allen. If resident all
from withholding If gur income exceeds $1,050 you are unmarried and pay more than 50% of the Ng':i‘ 1595, Bucn: ?r:t’ala"ﬁ bl il et sfze
and Inciudes more than $350 of uneamed income (for costs of keeping up a home for yourself and your N l?:sldem' :nuPp'elTafo °"“lsu this fom = "
exampls, interest and dividends). dag?nd s?or er qualifying Individuals, See on| ens, bejors completing m,
Excaptions. An empl may be able to clalm Pub. 501, Exemptions, Standard Daduction, and Check your withholding. After your Form W-4 takes
sxemption from withhol ng even if the employee Is Filing Information, for information. use Pub, 505 to see how the amount you are
a dependent, if the employee: Tax cm You can tal;lel p‘:'z]gl:;md fax cracits Info }"::'2’691‘7”"8!‘2:"',’“?’2 g";:g’egl‘;ﬁ; ?fro{,e‘gtad t‘;:“g';‘x
account in figuring your allo number 2 . eam
* ia age 88 or older, withholcing alowarioes. Gredits for chld o ependent  ©XGe6d $150,000 (Single) o $180,000 (Marrici,

» |3 blind, or care expenses and the child tax credit may be clalmed Future developments. Information about any future
* Will clalm adjustments to Income; tax credits; or 32'2?:,’}‘,,? ggmm&%ﬁ: gﬁﬂ;‘:ﬁgﬁ%g ldeeg‘f:ll o o"r'fe"?;m”" ﬁr?ﬂe&éﬁ%ﬁe posted
ftemized deduotions, on his or her tax retum._i __credits into withhalding allowances, at www.lrs.gov/w4.
Personal Allowances Worksheet (Keep for your records.)

A Enter 17 for yourself if no one else can claimyouasadependent . . . . . . . . . . . . . o o 0 o o K !

® You're single and have only one job; or
B  Enter*1” i { * You're married, 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 iess.
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 ane job. (Entering “-0-" may help you avoid having too iittle tax withheld) . . . . . . . . . . . . c

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

(Note: Do not include child support payments. See Pub. 508, Child and Dependent Care Expenses, for details.)
G Child Tax Credit (inciuding additional chlid tax credit). See Pub, 872, Child Tax Credit, for more information.

» [f your total income wili 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 eligible children,

* if your total income will be between $70,000 and $84,000 ($100,000 and $119,000 if married), enter “1” foreach eliglblechiid. & [
H  Addilnes A through G and enter total here, (Note: This may be different from the number of exemptions you claim on your tax retum,) » H 5

® If you plan to itemize or clalm adjustments to Income and want to reduce your withhoiding, see the Deductions
For accuracy, and Adjustments Workshest on page 2.

complete all o If you are single and have more than one job or are manied and you and your spouse both work and the combined
worksheets eamnings from all jobs exceed $50,000 ($20,000 if married), see the Two-Eamers/Multiple Jobs Worksheet on page 2
that apply. to avold having too little tax withheid,

® If neither of the above situations applies, 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 employer. Keep the top part for your records.

! w_4 Employee’s Withholding Allowance Certificate OMB No. 1645-0074
arm
veasury P> Whether you are entitied to clalm a certain number of allowances or exemption from withholding is
Dmm.ﬂﬁﬁmm subject to review by the IRS. Your employer may be required to send a copy of this form to the IRS. 2 @ 1 7
1 Your first name and middle Initial Last name s I 2 Your soclal seourity number
fwjm D Teaubrvin Y5-88- 949
lome address (number and street or rural routs)

p 3 & singe LJ Married L1 Married, but withhold at higher Single rate.
A5 Inek D

Note: If mamied, but legally separated, or spouss Is a nonresident allen, check the “Single” box,
Chty or town, state, and ZIP code

4 If your last name differs from that shown on your sooial security card,
MWMO ‘55 check here. You must call 1-800-772-1218 for a replacement card. » []
§ Tolal number of allowances you are claiming (from line H above or from the applicable worksheet on page 2) 5 LW

6  Additional amount, if any, you want withheld from each paycheck . . . . . . . . . . g ld Bs 6|$
7 Iclaim exemption from withholding for 2017, and | certify that | mest both of the following conditions for exemption.
* Last year | had a right to a refund of all federal income tax withheld because | had no tax llabllity, and
» This year | expect a refund of all federal igicome tax withheld because | expect to have no tax llability.

If you meet both conditions, write*Exempf"here. . . . . 7). . . . . . .. ri7]
Under penalties of perjury, | declare that | h& ined this certificate ar 1 bZaﬂ of my knowiedge and bellef, it is true, col and complete.
Employee’s signature 4 ; /
{This form Is not valld unless you sign it) »--~ L ( { /| j I{ /{/ / Date » [[/j ﬂﬂ [7

9 Office code (optional) | 10 Emplofer identification number (EIN)

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



Employment Eligibility Verification USCIS

Department of Homeland Security OME ON:TJ;?OO 4
U.S. Citizenship and Immigration Services Expiros 08/31/2019

P> START HERE: Read Instructions carefully before completing this form. The Instructions must be avallable, either In paper or electronlically,
during complistion of this form. Employers are liable for errors In the complstion of this form.

ANTI-DISCRIMINATION NOTICE: it Is lllegal to discriminate against work-authorized individuals. Empioyers CANNOT specify which
document(s) an employee may present to establish employment authorization and identity. The refusal to hire or continue to employ
an individual because the documentation presented has a future expiration date may aiso constitute fiiegal discrimination.

Seotlon 7, Ernployea Informatlon and ARestation (&mpioyees el aompiere and sign Seatian 1 af Form 19 o (afer
than the firet day of employmest, but not hefore agespting o job affer ) |

Last Nam (Fam@Name) Fl' Name (Given Name) . Middle Initial Olher‘Last Nan;es Used (i any)
jﬁﬂmdm Shanwm D

dress (Strest Nurg(er nd Name) Apt. Number | City or Town State ZIP Code
AT Tosdpor t 5555

Date of Birth (mm/dd/yyyy) ~ |U.S. Social Security Number | Employee's E-mail Atidress Employee's Telephone Number
08)0a 2} B EH\evmborla Mg oo 1257- 805 %25

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

| aﬁg_sg under penalty of perjury, that I am (check one of the following hoxes):
1. A citizen of the United States

I:I 2. A noncitizen national of the United States (See Instructions)
|:| 3. A lawful permanent resident  (Allen Registration Number/USCIS Number):

I:I 4. An alien authorized to work . until (expiration date, if applicable, mm/ddiyyyy): 3
Some allens may write "N/A” in the expiration date field. (See instructions)
Allens authorized to work must provide only one of the following document numbers to complete Form I-9; ,,,ﬁ’;,“"vw',’,:;:;,,“:’:g;m
An Allen Registration Number/USCIS Number OR Form I-84 Admission Number OR Farelgn Passpart Number.
1. Alien Registration Number/USCIS Number:
OR
2, Form 1-84 Admission Number:
OR
3. Foreign Passport Number:
Country 31 Issuance: P
—— 7 7 2

_. Today's Dat'( )
YL V7)) i W

of Gertifigatioh [chéck ond)y j o

B A preparetls) dtidfor fninpiatdr{s) asdisted tha amployed in tmpleting Sechdn 1.

slgriad when prepaners ane/er lranslators assist an employee in gompleling Saction 1)

attest, under penalty of perjury, that | have assisted in the completion of Section 1 of this form and that fo 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

@ Emplo per C ompletés Next Paga @

Form 1-9 11/14/2016 N



Employment Eligibility Verification USCIS

Department of Homeland Security Form I-9 .
. . . A OMB No. 1615-0047
U.S. Citizenship and Immigration Services Expires 08/31/2019

8. Employer or Authorized Representatl and Verm :
. reprepsntative must cosmpiete arid sign feqtion 8 within 3 bysinegs Ways of thy em s of e . Yau
m&f";daoummmuaum-mwmwmmmmmwa%mmﬁm%dgnmmm-unu

e Last Name (Family alne') ame (Given Name) M{D Clﬂza?shlpllmmigmﬁon Status
Empl Info from Section 1
o R e A -
ListA . OR ListB AND " ListC
Identity and Employment Authorization Identity Employment Authorization

Document Titie : Docume;t&me D L Docu%nt ge C

1ssuing Authority Is%lng‘l_\ugi ‘o -C M A) lssula\u‘ﬂ%_c;my /\

DS -p2 - 202

Document Number Document Number q olS Document Nuanber = '-‘ oq\
Explration Date (i any)(mm/ddAryyy) Expiration Date ﬁ’any){mm/dd/yyyy) Expl#n Bate w)(m /)
x

Document Title

Issuing Authority Additional information B otV LT S

Document Number :

Expiration Date (& any)(mm/dd/yyyy)

Document Title

1ssuing Authority

Document Number

Expiration Date (i any)(mm/ddiyyyy)

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

ThR Siyployes’s first day of employment (mm/ddlyyyy): {Qp-()S =2 23 | [Pee instructions for exemptions)
3 5 d By = Today's Date(mm/dd/ryyy) T!?Employer or orized Representative
- el

- 2001 L2 v O\

Last e of Origs esentatife ret Na Employer orized Repras'entaﬁve Empioyer's Business or Organization Name
- Q‘SL i A q L\—Q,ITZ [_A EMPLOYER SOLUTIONS STAFFING GROUP LLC
Emplo?é’s'Bt‘fslness' or 0rgantz£¥lon Address (Street Numbe?;nd'Name) City or Tgwn State 2ZIP Code
7301 OHMS LANE SUITE 405 EDINA MN 55439

Segtion 3. Raverification and Rehires (1o be banipléred and wp}f by emplayer pr authorized representative )
| A, New Name (# applieatle) B. Date of Rehire (f applieable)

Last Name (Family Name) First Name (Given Name) Middle Initial Date (mm/ddiryyy)

13. ftHe employee's previaus grant of emplayrer] aHonzalion hiak expired, provide the IRTGrmARoR for e dacUmant or reoeip] Thal Getablishes
sontinuing employment autherization in the space pravided below.

Document Title Document Number Expiration Date (if any) (mm/ddiyyy)

1 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 employee presented document(s), the document(s) | have examined appear to be genulne and to relate to the individual.

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

Form 1-9 11/14/2016 N
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This card be.longs to the Social Security Administration and YOy rust
return it if we ask for it. \

| If you find a card that isn’t yours, please return it to:
|

|

Social Security Administration
P.O. Box 33008, Baltimore, MD 21290-3008

For any other Social Security business/information, contact your local

| Social Security office. If you write to the above address for any business

|
.L

other than returping a found card you will not receive a response.

i
R X :

Soejal Security Admlnlltraﬂon

Form 8SA-3000 (08-2011) ﬁ G39828769

e - - ey Sl




EMERGENCY CONTACT INFORMATION

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

Employee Name; m / r

Address:m Z“ JW/Z )Zéz‘m% J Z@zy 5}43:5

Home Phone: (99 E ?’D@'il%z

EMBRGENCY (“ONTAC‘N ;
Plegse |lst two peqple (jﬂ priorty order) wha dould be gontacted I case of an emergertcy
Contact #1 Home Phone:
Name: %ﬂlb{ Wﬂﬂ € Cell Phone: ()5 /. 3[ %-28 Yo
Relationship: %Kl/\ ] 'L‘ _F{ U,y\p( Work Phone:
Contact #2 Home Phone:
Name: Cell Phone:
Relationship: 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.
Leveraging Resources in a Changing Market
Wage Payment Method Authorization (Minnesota)

have the option of receiving wages by Direct Deposit and/or Payroll Debit Card.
If provide a written election, wages will be paid by pa

|}
[FET.C FION

Note: Direct Deposit accounts may take up to 7 days to be activated
["]Paper Check (Please complete Section 5 below)

T 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.
Accout? 200D B 5527119

mi_ Dmﬁé@_
Account Type: [ Checking [] Savings [JOther

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

SECHIONT - PANROLE DEBEE GARD (GEOB N CASELCARD)

Federal law requires all financial institutions to obtain, verify, and record 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. You will
then sign acknowledging that you received the Payroll Debit Card and packet. Your Payroll Debit Card will be reloaded an 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 BaX NOT ACCEPTABLE) Social Security#
City State Zip Cell Phone (mobile)
RECEIPT OF PAYROLL DEBIT CARD (to be campleted when you pick up your Payroll Debit Card)
Payroll Debit Card Routing # Payroll Debit Card Account #

_073972181

Thave received my Payroll Debit Card, welcome brochure, program fees, 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 fie schedule that is part of the program terms,

Employee’s Signgtre:

) //Méﬂ%ﬂ Date:[f '
SEGTIONIS AU TTORTZN LG N

I'authorize ESSG to directly deposit my periodic wages/compensation payments, net of required tax withholdings, other required withholdings
or anthorized 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.
A ’
*E-mail: HWha N 44 @ Yma /' Con) .
'ﬁ s information will onlt Bflw send yopr paystubs electronically
Employee's Signature; it ’W 7 Date: & 0? 0l 7

7 & VA




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: l

First Middle (O Last
none)

Other names used:
Current county of residence:

Current and former addresses:

glﬁlbdz /;'(DM current . g|5ﬂg ﬂld [&Vﬁ “&JP@J’ / M ,2&5?5_5
om Mo/Yr to Mo/Yr Street City, State & Zip
68Jor Japia J_}g[ﬂ_gﬁlll Ao 4 e 1 Spdh Sl il 53675

from Mo/Yr to Mo/Yr Street City, State & Zip
}a“oh B/or| 212 55 Blick ot il L dime Hlrahts, he S50
from Mo/Yr to Mo/Yr ity, State'®Zip

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

G Y, 9-88- o

Date of birth Social security number
k951120 8%9Le 15 )
Driver’s license number & state Name as it appears on license

A

/ﬂéﬁ'gu_c% if you are applying fqr a job or live in California, Minnesota, or Oklahoma, you may request
ﬁopv\of e report by checking this box: [1.

e ) st éééoﬁ
0 Datt [




~ employer solutions staffing group.

Leveraging Resources in a Changing Market

STATEMENT OF CONFIDENTIALITY

This agreement made this &—“ y ofsJ g : 2013 between
Employer Solutions Staffing Group LLC, hereinafter referred to as “employer”,
and hereafter referred to as “emplayee”.

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 damages which may
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, that the payment of such
amount as liquidated damages shall not be construed as a release or waiver by
the employer of the right to prevent any such violation in equity or otherwise.




employer solutions staffing group.

Leveraging Resources in a Changing Market

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 ACUERD/\—

Name/Nombre (gon let;‘a de molde): Shmanion ™ Jmbey i
7 | 7

( V] / 4
ﬂ;naturelFirleU/”‘MMf. ) I// U
| /

i
o -

L




Maintain regular, weekly, communication with your employer if you are unable to
return fo 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 vour 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 Workabi/l'}y. ;

I have pead my ré ; ponsibilities 2 d agree to abide by these guidelines.
et Name: Shaynon “Jombidin




L 8850 Pre-Screening Notice and Certification Request for

{Rev. March 2016) the Work 0ppor|;umty Credit OMB No. 1545-1500
ﬂ?"e;“m'“p?é“vﬁf;%mm - » Information about Form 8850 and its separate instructions is at www.irs.gov/form8850.

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

Your namew y/ho Soclal security number > fp9- 3£~ Flp &
Street address where you lve 3/ ﬁ[p A ndl Y./

City or town, state, and ZIP code M@Mjﬁ 45

County Telephone number /' B 'ﬂp

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

1 [0 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 Z]/Check here if any of the following statements apply to you.

e | am a member of a famlly that has received assistance from Temporary Asslstance for Needy Familles (TANF) for any 8
months during the past 18 months.

* | am a veteran and a member of a family that recelved Supplemental Nutrition Assistance Program (SNAP) benefits (food
stamps) for at least a 3-month period during the past 15 months.

o | 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 famlly that:
a. Received SNAP benefits (food stamps) for the past 8 months; or
b. Recelved SNAP benefits (food stamps) for at least 3 of the past 5 months, but Is no longer eligible to recelve them.

» During the past year, | was convicted of a felony or released from prison for a felony."

¢ | received 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.

3 [ 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§ [ 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.

68 [ Check here if you are a member of a family that:
» Received TANF payments for at least the past 18 months; or
* Recelved TANF payments for any 18 months beginning after August 5, 1997, and the earllest 18-month period beginning
after August 5, 1997, ended during the past 2 years; or
» Stopped being eligible for TANF payments during the past 2 years because federal or state law limited the maximum time
those payments could be made.

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

J Signature—All Applicants Must Sign
Under penaities of perjury, | declare ﬂ;ﬁ!-l-gwath\e:péva information to the employer oy[{afore the day | was offered a job, and It is, to the bast of my knowledge, true,

coirect, and complete,

Job appncant'ssignatureb\ / i [/ Y/ // 4. // M7M A Date 0’ /; 30! 7

For Privacy Act and Papem:rwﬁu off Act Notice, see page 2 Cat. No. 22851L (Rev. 3-2016)




. Form A (rev. 01/2016) TAX CREDIT QUESTIONNAIRE

EMPLOYER SECTION:

Client: Company:

Employer Solutions Group

Location: Position: Starting Wage: $
EMPLOYEE SECTION:

Employee Name: \ Street Address: City/State: Zip:

Date of Birth: Have you worked for | If yes, locations’

SS#.
M_‘&X g 08103 1)97H 7 mﬁ?&“ﬁ%’f

e/ 530,
Mrg e [avpors, Wi 5305 S

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) D
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 yon or has anyone living with yon received Food Stamps (SNAP) at any time during the past 15 months? Z
(If yes, please provide information below.)

Name gf the person receiving benefits; b Relationship to you: m{g&\f'
City: ﬂM.pL County: swe: JAN

3. Have you received Supplemental Security Income (SSI) at any time within the past 3 months? ]:]
Pleage note, this is not the same as Social Security benefits (SS) or Social Secarity Disability (SSDI) benefits,
*if you checked yes please provide q copy of your SSI documentation,

4. Have you received any type of vocational rehabilitation services within the past two years? D
If yes, please indicate which type of agency you worked with and provide their location information below:
[] Vocatiana! Rehabilitation Agency Dynept. of Veterans Affuirs || 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.

1Y

5. Areyon a Veteran of the U.S. Military? *If yes, please provide a copy of your DD-214 and letter of separation.
(If yes, please provide information below. Ifno, please cantinue to question #6.)

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

O

O

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, dates received unemployment compensation - From: / / To: / /

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: / /
WasthisaDFedemlorDStatnconvinﬁon? If State - County: State:

ml O oo

e _ Additionnl Tas Credits
IEC (Native American): Are you or your spouse a member of a Native American Tribe? D
*If you checked yes please provide a copy of your CDIB card,
CA Residents: D Are you the child of foster parents? |:| Do you receive CalWorks? D Workforce Investment Act?
D Are you a migrant or seasonal farm worker? I:l Have you ever been convicted of a misdemeanor?
SC Residents:  ["] Do you {eceive Family Independence Benefits?

PJ EASE READ, SIGN, AND DLTE:
Under penalties of perjury, 1declare the information above 1o be true and :ﬁmm 1o the best of my knowledge, and I hereby authorize any agency, organization, or
individuals 1o supply such verific or iiformation that may be naeduf- dptermine tax credit eligibility 1o my employer, emplayer represdntative (Associated

1

Consultants, Inc. dba Retrotas), Q ent of Labor. y
W !Z{“'_I Date: U'a'ab‘7

New Employee Signature:

b "




Qualified Long-Term Unemployment Recipient

ADDENDUM TO: IRS Form 8850 Pre-Scresning Notice and Certification Request for the Work Opportunity Tax Credit

Client: Company;

Employer Solutions Group

Location: E Name: - | SS#:

= e N Tonber| A 9107
EMPLOYEE:

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

[0  Ihave been unemployed at any time during the last 12 months.

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

[0 Ireceived unemployment compensation during my unemployment.

If applicable, dates you received compensation - From: To:
From: / / To: / /
From: / / To: / /

Please read, sign, and date:

Under penalties of pgfjury, I declare that )his infoymation is true and correct to the best of my knowledge.

E“f",“’f‘%%ﬁ/f e folors |

L

"

RetroTax®
3730 Washington Blvd.
Indianapolis, IN 46205

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

www.retrotax-aci.com




_ 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

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 unemployment benefits.

I understand by signing this form am responsible to contact ESSG within 5

calendar days once an assign ends. | also acknowledge that | have received
a separate copy of this form. (Initial)

N (l n

Employee (please print your name here)

CMG_SM - Rev. 09.2013



DRUG AND ALCOHOL
TESTING CONSENT FORM

1. I have been allowed to read and inspect a written copy of ESSG policy on
drugs and alcohol.

2. I 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 resuit
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 iaboratory 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.

(/]
ndividual’'s Nam

‘lﬁgé lﬁbl")
D

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



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.

I have read yhy responsibiljtigs ang agree to abide by these guidelines.
Sig . Wi ////n [4[5&0/7

©
Printed Name:Shanws\  Taumbe i

21



employer solutions staffing group.
Leveraging Receurces in a Changing Marke-

@

employer solutions group..

Moo | 2 LIGIDE Yoo i) T heturioem,

Enhanced MEC Plan_Plan 1

Benefits Enroliment Form I New Employee

oyecilnformation

Name (First and Last)

[1 Rehire Rehire Date

Fop.
T st Vitsa 0n daimn

o0

Soclal Security Number
(“' \ 0
Shouwun ~ Jepmbevion Yo - 88 -0
Address City State 2ip Cods
150 ynd Pue NLiwport o 55055
Gender LI Male | Marital Status [ Singie Date of Birth Date of Hire
3-Female | [ Married [J Divorced D«S /M/IWL,
1Phone Number: Email Address:
Please Select Desired Coverage:
,:' Employee Only - D Employee+Spouse - Employee+Child(ren) - Family -
-~ $24.00/Week $38.00/Week $36.00/Week $63.00/Week
Soctal Security # Birth Date | Sex Relationship
e v - G e - el
Social Security # Birth Date | Sex Relaﬁonship
Child
First Name ML Last Name g :I::ale' ) Dspl;lmeDoEuﬁcPartner
nden ' B VER i B : R ¥
Soclal Security # BithDate | Sex Relationship
"First Name ML ame E‘ ;W:I:;le m| Spol:ulse ! 0O chid
NAME OF PERSON GOVERED (FIRST, LAST):
c EFF. DATE
EFF. DATE
EFF, DATE
Employee Acknowledgament and Autharization - ! hereby apply for the group benefit{s) as Indlcats

basis for cancellation of co
my employer to make the necessary payroll deduction of premi|

IF ENROLLING - YOU MUST SIGN HERE

Employee Signature

ums for coverages | have elected,

Date

verage for me and my dependent(s),

if any, from the original

EMPLOYEES DECLINING E I am DECLINING coverage
lundelstandthatlandlormyd d ,,}fany,wnlvaanycnvarageand

desira to participate In the plan at a later d
must meet the requirements defined in the Certificate of Coverage for the Sompany's medical or dental p

(including my spousa) hecause of oﬁ%verage, T may, in future be able to enrolil myself or my dependm

days after the othe; ra ds. Ip' dition, if a new dependent ralaﬁouaﬁp forms as a result of ma
of adoption, ! may/he able to en ﬂ}yﬁelf or my depandent, provlded)l fequegt enroliment within 31 d

IF DECLI NG-/Y_OU MUST Sle

rriage,
ays of the event.

ate, l/we may he considerad a late enrollee and
8. If I decline enrollment for myself or my dependents
In this plan, provided | request anroliment within 31
birth, adoption, placement for adoption of parting suit

7301 Ohms Lane Suite 405
Edina, MN 55439
Phone: 852-767-8519 Fax: 852-767-8515
Email: Health@employersoluﬁonsgmup.com

HERE
coemesn U llhrisy [l t? e 1o
Cy /4 Emplp?y&w]ons Staffing Group Health Benefits Team

Benefit Plan Administrators, Inc.




rixed Indemnity Medical Benefits Plan 2
VS| 219301-ESG-1 OFFICE USE ONLY LOCATION__ Rehire Date____/

A/ S—

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

m'r USING BLACK or BLUE INK (Must Be Filled Out)

Name , S !:Social Security # Home Phone I e
Shonon Tomeeshn Y23 % oppa B sz " ME
Adf?refao Indt P Apt. #

City 's ' Zi Date of Birth
:_yM;M E ta%/l/ " Sspss a5 Vi %

B. DO YOU OR ANY OF YOUR DEPENDENTS RECEIVE MEDICARE BENEE|TS? DY%DNO If Yes, please continue
Medicare Health Insurance Claim Number (HICN) Medicare Effective Date

Name of Covered Person (s): |
1. 2. 1 3.

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 U0 INDEMNITY | o vmat VIsioN TERMLFE | SHORETERM

Employee Only [ | s2025 {H) o7 wd| 242 B sos0 o saz0 i
Employee + 1 [ ] $41.10 $12.34 $4.92 $0.90
Emplayee + Family [ ] $54.88 $20.36 $6.56 $1.80

NO to ALL Benefits DYes DNo DYes DNo [:IYes DNo DYes DNo l:_l_Yes DNo .

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

Dismemberment is part of the Term Life Benefit.
Name ' Relationship

D. REQUIRED DEPENDENT INFORMATION

Name Social Security # | Date of Birth | Sex Relationship
- Tt IE []Spouse [ child [ ]1Domestic Partner
Name Social Security # ' Date of Birth | Sex Relationship
| 1/ @ [ 1Spouse [ ] Child [ ] Domestic Partner
Name Social Security # | Date of Birth | Sex Relationship
A IE [ 1Spouse (] Child [ ] Domestic Partner
Name Social Security # | Date of Birth | Sex Relationship
[ 1/ IE [[]spouse [Jchild ] Domestic Partner _

i las)
YOU MUST SIGN-ANR DATE, EVEN IF YOU DECLINE COVERAGE
I have read the benefit packet and understand its limitations.{l understhrid that open enr;l?(nt is ghly available for
e ¥

a limited time and | understand that making no benefit sele is clination of coverade

oare 010318017 bsmmwune/ )/Zﬂﬂ’/{/‘ﬂ/ _ W, -

This is an Essential StaffCARE Enrollment Form.



