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employer solutions staffing group..

New Hire Application

Personal Data-- PLEASE PRINT LEGIBLY IN INK

Last Name \/0y1 \ First Name _\ D0 | o\\g Middle Initial __{\

Street Address |~ Y2~ ﬁﬁbu St W) Apt/Ste
cityistatezip S Pay i\ N SSI1CF Social Security Last Four X00t-xx-_SOlol,

Phone Number Lo | D -3 ¢ \2o  Email Address dggign%el Q4 @ Smcu l.co

Staffing Agency/Recruitment Partner

All offers of emplo ment are conditional upo, satisfactory proof of identi and legal ability to work in the U.S.A,
Are you legally authorized to work in the United States of America? OYEsS [Ino
Applicant Certification and Authorization

| release ESSG and other persons or entities from any ciaims 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 policles and procedures of ESSG.

»

Vonielte Vo) “1-3- 17

Name (Print or type) Applicant's Signature Date

A copy or facsimile ("fax") will be considered the same as an original signature. Emaii wilj 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

ESSG - CMG Rev. 04/2017




The exceptions don't appl to supplemental wages Nonwage Income, If you have a large amount of
FO l’m W“q' ( 2 01 7) Qreater th';ﬁﬁ $1 .ooo.oog.P d i g nonv;'gge ln:lgma. s:{.im ma:dlr!';o;rsstag crlllgdenlds,F
Baslo Instructions. I you aren't exempt, complete gonsider making estim ayments using Form
Purposs, Complete Form W-4 so that your the Personal Allowances Worksheet below, ghe 10:%'55'0?;”:3&?0];:"‘& ',';‘, yg{f#:':'e og"n:fm‘:;
employer oan withhold the correct federal Income Worksheets on page 2 further adjust your gnuﬂya’l,ncome s8@ Pub, 506 1o fins outplf . S
1ax from your pay. Consider completing a new Form withholding allowances based on itemized st ithh Iding o Form W-4 W};‘:,
W-4 each year and when your personal o financlal deductions, certaln credits, mstrnents 1o Income, adjust your withholding on Form W-4 or .
situation changes, or two-earners/mumplejobs ations, Twr?deamers or mulﬂpletggnbs. if )]'og' rhave ath
Exemption from withholding. If you are exempt, Complete all worishests that . Howavar, you toerling spousa or more than ane job, figure the
complste only lnes 1, 2, 8, 4, anrﬁ and sign thpet may clalpm fower (orzer;? allowa:g&.y For ragularyo ?";’"’}"’g‘a ﬁgl‘,’lf allgwmaar:':staygt; argelmoifed;g olaim
form to valldats it. Your exemption for 201 explres Wwages, withholding must be based on allowances w Sy Y%urwith c;fdln usuallywrirlll ale 0’;? ""m
Febné:{r 15, 2018, See Pub. 505, Tax Withholding you claimed and may not be a fiat amount or when all aliowanacy agra claimed on the Fon‘:'new "
and Estimated Tax, Percentage of wages. for the highest pa ing Job and zero allowances ars
Nnﬁ?.;lfagothge:goncanclalw );g'uasadap%endem Head of household, Generally, you can clalm head sitmed-an-the-others. 898 PUD, 505 for detalls,
on his or her m, you can't claim exemption _ At housshold filng-stats-onyour tax Tetum off
LR T e Pt S
example, Interest and dividends), degenda s?or utﬁer qualifying Individuals, é’:, Nonresident Allens, befora completing this form,
Exceptions, An amployee may be able to clalm Pub, §01, mptions, Standard Deduction, and Check your withholding, After your Form W-4 takes
exemption from wlthholdﬁgsevan Ifthe employes Is Filing Information, for fnformation. offect, use Pub, 505 to sae how the amount you are
S having withheld compares to your projectsd tota] tax
a dependent, if the employee:; Tax cre:}lt%, Y?]u can tal;le' pm]glmaag orgfcllts Into for 2017, Ben Puby. ags especlally if your caminge
* Is age 85 or oider, mlou?élt?g g!?ovggnyg Crggﬁs feo?gmlde;r dependent exceed §130,000 (Single) or $180,000 (Married),
* s blind, or care expenses and the child tax cradit may be claimed Future developments, Information about any future
e SRS et I s
ltemized deductions, on his or her tax retum, ' c,?du: Into wnhﬂom-',m a..g'v‘,;’,’,'cf.gf'"’ . aetg WwW.irs.gov/iwd. 4
Personal Allowances Worksheet (Keep for your records.)
A Enter"1”foryoursalflfnooneelsecanclaimyouasadependent. SR RN R B TR T T !
* You're single and have only one job; or
B Enter*i”if * You're married, have only one job, and your spouse doesn't work; or s o o [
* 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 Iittle tax withheid) . . ., , . | OG0 GGG
D Enter number of dependents (other than your spouse or yourself) you wii] claim on your tax return . °© o o o g D 5
E  Enter*q* If you wiil file as head of household 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 cara expensas for which you plan to claim a credit F

G  Child Tax Credit (including additional chijd tax credit). See Pub. 972, Child Tax Credit, for more information.

® If your total Income wiii 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 chiidren.

° If your total Income will be between $70,000 and $84,000 ($100,000 and $119,000 if married), enter “1* for each eligible child. @ 2
H  Addlnes A through G and enter total here, (Note: This may be differant from the number of exemptions you claim on your tax retum.) » H

* it you plan to itemize or clalm adjustments to Income and want to reduce your withholding, see the Deductions
For accuracy, and Adjustments Worksheet on page 2,

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

o If neither of the above Situations applles, stop here and enter the number from fine H on iine 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. 1545-0074

Department of the Treasury P Whether you are entitled to claim a certaln number of allowances or exemption from withholding Is 2 @ 1 7
Intemnal Ravenue Sarvice subject to review by the IRS, Your employer may be requlred to send a copy of this form to the IRS,

1 Your first name and middie Initial Last name 2  Your soclal security number
o Vail . L-Cd-Sote (,
Home address (number and sirset or rural routs) 3 single L] Marmied [ ] Married, but withhold at higher Single rats,
Ij ?) 0b| @ g'}' : w Note: i maried, but legally Separated, or spouse Is a nonvesident alen, check the “Single” box,
or tawn, stats, and ZIP code 4 U your last name differs from that shown on your soclal security card,
3 | : i§ ¥ l mn Y OF check here. You must call 1-800-772-1213 for replacement card. > []
Total number of allowances you are claiming (from line H above or from the applicable worksheset on page 2 5 &
Additional amount, if any, you want withheld from each paycheck 90 0 0 6 0 0 85 o0 5B o 6l$ __—
I claim 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 alj federal Income tax withheld because | had no tax liability, and
® This year | expect a refund of all federal income tax withheld becauseg | expect to have no tax liability.

~N o,

If you meet both conditions, write “Exempt” here. . , . . e W o e LB
Under penalties of perjury, | declare that | have examined this certificate and, to the best of my knowiedge and bellef, it Is true, correct, and complete,
Employee’s signature B Y 4
(lhisforrnlsnotvaﬂdunlessyousignIt.)b Y Neolly \(&AQ Date » “)—%— \“ﬁi

8 Empioyer's name and address (Employer: é'cﬁplete fines 8 and 10 only If sending to the IRS.) 9 Office code (optional) [ 10 Employer identification number (EIN)

Janalle Vot = L Poloe <4 (o,
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 Form 19

A A e / o . 16
U.S. Citizenship and Immigration Services ExM;r?sooxlsllii%%"

Q
-
g
a
=
:
g
£
E
g
E
g
§
3a

the documentation prese|
ostlon 1. Employes farmation an tat
thari the first day of employment but nat befors avaspting _ ,
Last Name {Family Name) First Name (Given Name) Middle Initial Other Last Names Used (ifany)
QL; \ \ Sve \\.o
Address (Street Number and Name) Apt. Number City or Town State ZIP Code
3 Ronce <%\ N T mn | <3103
Date of Blrth (mmaddiyyyy) |us. Social Security Number Employee's E-mail Address Employee's Telephone Number
il- ; ' t LI -3 -

05'}!‘?,/!??0 R J EE{EI‘ ontan 4 Do) O\2.(,
1am aware that federal law provides for Imprisonmen

e 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 foliowing boxes):
1. A citizen of the United States

[:] 2. A noncitizen national of the United States (See Instructions)
D 3. A lawful permanent resident  (Aflen Registration Number/uscis Number):

|__'] 4. An allen authorized to work  until (explration date, if appllcable, mm/dd/lyyyy):
Some allens may write "N/A" In the expiration date field. (See Instructions)

Allens authorized to work must provige only one of the following document numbers to complete Form /-9; CR Cada - Sacton 1
An Alien Registration Number/USCIS Numb

Do Not Wite In This §,
er OR Form 1-94 Admission Number OR Foreign Passport Number, b
1. Allen Registration Number/USCIS Number:
OR
2. Form 1-94 Admission Number:
OR

3. Foreign Passport Number:
Country of Issuance;

Signature of Emplo - » Today's Date ‘mm/dd/yyyy)

: oG i B O "B -0 oo
Prebarer andlor Trans ator Gertification (oheok onej
ING | did ot use & prepares of vandlptyr.  [] A preparer(s) afd/or tranaliitor(s) adslsted thi empiayee in complating Section 1
(F1elds below must e Rampleted and signad when Prepargrs andvor trenslatals assist an empioyae In gmp/ehha Saation 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 {mmsddsyyyy)
Last Name (Family Name) First Name (Given Name)
Address (Street Number and Name) City or Town State ZIP Code

@ Employer Completes Next Page @

Form I-9 11/14/2016 N
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62A-000695100

P DAMEILE ANGELIQUE VAL

 §TATEFILE NUMBER _1980-MN.013880

i

DATEOFBIRTH .. . MARCH 17,1980
SEX: fi i by ok | FEMALE b e g E
LACEOFBIRTH SAINTPAUL  Ramsey MINNESOTA '
PARENT . DEBRAANN . Sl
NAME PRIOR TO | LEE ol
FIRSTMARRIAGE . MEE S
PARENT i el 2 o PHILIP PETER vA1L

ANY AMENOMENT MADE PRIOR T 0810972000 FOR THIS REGORD 18 e NOTED ON THiS CERTIFICATE,

THIS IS A TRUE AND CORREQT RECORN oF BiRTH ﬁEQ"STERED IN THE MINNESOTA OFFICE OF VITAL RECORDS,

e : © . MRG Certificate D
Vi : e L B N e 10340383

FLED: MaKeH 25, 1989

Molly Mulcahy Crawford
STATE REGISTRAR
ISSUED: DECEMBER 01, 2016 RAMSEY COUNTY DEPT, oF PUBLIC HEALTH

THIS CERTIFICATE 15 VALID ONLY wHEN PRINTED ON oFFICIAL WAT_ERMARKBD
e SECURITY PAPER WITH A SECURITY THREAD AND STATE SEAL OF MINNESO-4




EMERGENCY CONTACT INFORMATION

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

Employee Name: S )Q»,! N\ 9 \}Q\ ]

a1 13 L0, Redote S SE B mn S
Home Phone: u \g' ?3’3_—(-'-0\&LL

e  EMERUENCY (iONTAOT‘S | S
Pleasd Hst twb preaple (in priority order) whq dould be uantanted th case of dn emergency

Contact #1 Home Phone: Le?\ 29+ Al TS
Name:Q)(\QJ"L&\ %OQ\U\&S Cell Phone: (S | YA T - AT

Relationship: M : Work Phone; —

Contact #2 Home Phone: LS\ Do~ q LO q—
Name:’D,Q)()\[)'LQ_ \\b.k \ Cell Phone:
Relationship: m OYA 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 wil only be used in the case of an emergency.




employer solutions staffing group...
Wage Payment Method Authorization (Minnesota)
Employees have the option of receiving wages by Direct Deposit and/or Payroll Debit Card,

If you do not p; ovide a written election, wages will be paid & paper Check,
SEGHIONTIEBNSTE N EG v \iTTON

Employee Name SSN# (last 4 digits) Effective Date
Dan 2\ g olely,

SEGoN 2 A Y TROILY il

|| Direet Deposit (Please complete Sections 3 and 5 below)  Note: Direct Deposit accounts may take up to 7 days to be activated

[3€ Payroll Debit Card (Please complete Sections 4 and 5 below) |_|Paper Check (Please complete Scotion 5 below)

SEGHONT S T DIREGITDER OS]

[0 Update Bank Account

Bank Name;

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 costy
Routing# incurred if the account number that I provide is incorrect,

Account#

Account Type: [ Checking [] Savings []Other

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 si; acknowledging that Yyou received the Payroll Debit Card and packet. Your Payroll Debit Card will be reloaded on each payday yon receive
wages.

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

T Boanele "™ A = SR 65 O8O
et 8 (PO BOYX NOT Al ; Security#

R A h S O B S oot

NN N 2T ST S LD -22%-0\3¢

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

Employee’s Signature: % —
SECTION 5\ HORTZN FTON

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

*E—mail:_dr)nlo. Noo 94 @ Q\MQL\ Laom

3 Jthis information will only be used tgﬁd your paystubs electronically
y,

Employee's Signamwﬂw Date; /)f ?) o l—z




Authorization

Authorization: By signing below, you authorize;
to request information about
Employment Screening to p
Or more reports based on that information;
share those reports with others for legitima

(a) backgroundchecks.com (“BGC”

rovide Employer Solutions Sta

and (d) Employer Solutions Staffing Group, LLC (“ESSG”) to
te business purpo.

) and/or Orange Tree

you from any public or private informatijon source;

ent Screening; (c)
ffing Group, LLC one

m

licenses and credentials, references,

nal record, lawsuits, driving record, ¢
mation sources. You acknowledge th
nal. You make this authorization to b

address history,

redit history, and

none)
Other names used:

ent Screening may investigate your education,
social security number

at a fax, image, or copy of this authorization is a
e valid for as long as You are an employee of ES

Middle (O

work history, professional
validity, right to work, crimi-
any other information with public or private infor-
s valid as the origj-
SG.

Current county of residence:

Current and former addresses:

ou Y _curent 102 Roode 2. B\ Mn, sSTC
from Mb/yr to Mo/Yr Street City, State & Zip
from Mo/yr to Mo/Yr Street City, State & Zip
from Mo/Yr to Mo/Yr Street City, State & Zip
Some government agencies and other information sources require the following information when

checking for record

S. BGC will not use it for any other

purposes.

Date of birth

Social security number

Driver’s license number & state

Report Copy: If you are ap
a copy of the report by checking this box: 1.

%}\uﬂ LV O

plying for a job or live in California,

Name as it appears on license

Minnesota, or Oklahoma, you may request

- -1}

Signature

Date



5 "r

employer solutions staffing group..

STATEMENT OF ﬁONFIDENTIALITY
2

This agreement made thisE’> day of AULK_,L » 201_/, between
Employer Solutions Staffing Group LLC, hereinafteg_&ferred to as “employer”,
and p ' \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 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

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.
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employer snlutionsstaiﬁﬁggroaﬁu

Important/im portante
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 jt 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. Sj se puede verificar que el cheque no ha sido cobrado,
ESSG se detendrs el cheque de pago Yy reemitir el cheque a usted, descontando
un cargo de entre $ 25 - $ 35,

AGREED/SE ACUERDA—

Name/Nombre (con letra de molde): ’—LB(‘I nie S Lg \IQ_( \

Signature/Firma: r_‘_%(_;! QL0 L\Q \)Q&
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empioyersoittions statfing 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,

if it Ishecessary 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 my responsibilities and agree to abide by these guidelines.

Signed:

Printed Name: A 3\ 0112 \Jg. (|




= 8850 Pre-Screening Notice and Certification Request for

(Rev. March 2016) the Work Opportunity Credit OMB No, 1545-1500
E\Eﬂpneg\m:g%mw » Information about Form 8850 and its Separate instructions is at www.irs.gov/form8ss0,

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

Q \J&\ \ __ Soclal security number Q’-} l-—q Ll-—S B(g(o
Street address where you live l?‘?} - 5:}' L}:) o

—City ortown, stafe, and ZIP code 3-} ’j&bll _InN & g} (8] 9 bl

County m,e%[,. Telephone number (_e ‘g ’%3_?' D(QL,,

If you are under age 40, enter your date of birth (month, day, year) D?)* r} - \q% D

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

2 yCheck here if any of the following statements apply to you.

* | am a member of a family that has recelved asslstance from Temporary Assistance for Needy Famiiles (TANF) for any 8
months during the past 18 months,

® lam aveteran and a member of a famlly that received Supplementa| Nutrition Assistance Program (SNAP) benefits {food
stamps) for at jeast 5 3-month period during the past 15 months.

® | was referred here by a rehabilitation agency approved by the state, an empioyment network under the Ticket to Work
program, or the Department of Veterans Affairs.

* |am at least age 18 but not age 40 or older and | am a member of a family that:
a. Recelved SNAP benefits (food stamps) for the past 6 months; or
b. Received SNAP benefits (food stamps) for at least 3 of the past 5 months, but is no longer eligible to recejve them.

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

* lrecelved supplementaj security income (SS) benefits for any month ending during the past 60 days.

* lam a veteran and | was unemployed for a period or periods totaling at jeast 4 weeks but jess than months during the

4 [7] Check here it you are a veteran entitled to Compensation for g service-connected disabliity and you were discharged or
reieased from active duty in the U.S. Armed Forces during the past year.

& [7] Check here if You are a veteran entitled to compensation for a service-connected disability and you were unemployed for a
period or periods totaling at least 6 months during the past year.

6 [ Check here if you are a member of g famlly 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 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 i you are in a period of unemployment that is at least 27 consecutive weeks and for ali or part of that period
YOu received unemployment compensation,

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

Job applicant's signature :h’) N e LX_L \jb)\'C Date f}’ 5 -y ’ 9

For Privacy Act and Paperwork Reduction Act Notice, see page 2, Cat. No. 228511 Form 8850 (Rev. 3-201g)

117-




Form A (rev. 03/2017)
EMPLOYER SECTION:

Client:

Location:

EMPLOYEE SECTION:

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

OdaolVail N2 ob 41D, S L}L Mpn lsc

SS#: irths Age: Have you worked for | If yes, location:

this company

[U3-94-Sou] 03 13-30| 35 | “eom A

Please complete all questions, and sign and date the form, Yes

at any time since Angust 5, 19977 (If yes, please provids information below.)
Name of the person receiving benefits; Relationship to you:

1. Have you or has anyone living with you received Temporary Assistance to Needy Families (TANF) O =

2. Have you or has anyone living with you received Food Stamps (SNAP) at any time during the past 15 months? ,E/
(If yes, please provide information below.) e .
Name of the person regeiving benefits: m&‘a};ﬁ; t}é'%ﬁ.\ W‘m ‘O'
Citwaomﬁmq State: PAN

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

3. Have you received Supplemental Secarity Income (SSI) at any time within the past 3 months? O B3

If yes, please indicate which type of agency you worked with and Provide their location information below:

[J Vocational Rehabilitation Agency [[] Dept, of Veterans Affuirs [J Employment Network (Ticket to Work Program)
Name of Agency: —  Phone#: __

City: County: State;

*Ifyou checked yes please provide q copy of your active Individual Work Plan and Ticket to Work documentation,

4. Have you received any type of vocational rehabilitation services within the past two years? O <7

(If yes, please provide information below, If no, please continye to question #6.)
Dates of Service - From: To:
Branch of Service;

Are you entitled to or are Yyou receiving compensation for a service-connected disability?

5. Areyou a Veteran of the U.S, Military? *If yes, please Pprovide a copy of your DD-214 and letter of separation, N /m—

If yes, dates of unemployrient * From: 3717 e Q I'CSU\\'
Did you receive uremployment compensation at any point during your unemployment?

If yes, in which state did You receive unemployment compensation? ___

||

6. Have you been nnengl%y:d g{_ any time d ring the last 12 months? =
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 [] Federal or [] State conviction? If State - County: State:

—

Additional Tax Credite
IEC (Native American): Are you or your spouse a member of a Native American Tribe? N
Ifyou checked yes please provide q copy of your CDIB card,

PLEASE READ, SIGN, AND DATE:
Under penaities of, Pperjury, I declare the information above to be true and accurate 1o the best of my knowledge, and | hereby authorize any agency, organization, or

individuals to supply such verification or information that may be needed to determine tax credit eligibility 1o my employer, employer representative {Associated
Consultants, Inc, dba Retrotax), or the Department of Labor,

New Employee Signature: e (O . \';l"h «_Q:_ Date: ’1'_ - \ ’%




U.S. Department Labor OMB Control No. 1205-0371
Employment and Training Administration Expiration Date: January 31, 2020

LONG-TERM UNEMPLOYMENT RECIPIENT SELF -ATTESTATION FORM
Work Opportunity Tax Credit (WOTC) Program

Instructions; This Self-Attestation Form (SAF) is to be completed, signed, and dated by the new hire only.
Employers or consultants submit this SAF to the State Workforce Agency with IRS Form 8850 or if filed

separately, with ETA Form 9061 (or ETA Form 9062) for eaeheemmaon-request‘ﬁléd for the new target

group

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

New Hire’s Signatuwﬂ pate. _ -3~ |7]
New Hire Name:" ) XaMe l\e ym \

Social Security Number: U1 -AU- S0 L &

Employer Name:

Please check the statements below if they apply to you.

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

(| I declare that | have been in a period of unemployment since

(Enter start date)

Privacy Act Notice:

Public Burden Statement:

Persons are not required to respond to this collection of information unless it dispiays a currently valid OM B control number. Respondents' obligation to
complete this form s required to obtain or retain benefits (P.L.. 11 1-5). Public reporting burden is estimated to average 10 minutes per respanse, including the

Information. Send comments regarding this burden esfimats to the U,S. Department of Labor, Division of National Programs Tools Technical Assistance,
Room C-4510, Washington, D.C, 20210 (Paperwork Reduction Project 12050371). Please do not submit completed forms to this address,

117-

ETA Form 9175 (Rev. November 2016)



~ employer solutions staffing group.

Leveraging Resources in a Changing Market

Notification of Minnesota Law Re uirement —

Unemgloyment Acknowledgement

affirmatively request an additional suitable Jjob assignment, (2) refuses
without good cause an additional suijtable 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 that | am responsible to contact ESSG within 5
calendar days once an assignment ends. | also acknowledge that | have received
a separate copy of this form. (Initial)

Do VL \ Hle et

Employee Signature: .

)

Employee (please print your name here)

CMG_8M - Rev. 09.2013
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employer solutions staffing group..

ESSG WORKPLACE SAFETY POLICY

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

(1) Ensure that its clients provide you with g 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:

* 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:

° Right to refuse unsafe work

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

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




“

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

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)

Aamme\le Vo

Employee’s Signature:

\bUQ Date:,)' 5" r)




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 H he enfire contents of this policy and | am aware and full

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. | 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,

(%\Jd\e Va\

Individual’'s Name

B\

Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10
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Leveraging Resources in a Changing Market

® ESNG D00 )

Enhanced MEC Pi:;il;l;n 1 T Benefit Plan Advaistrator, 1

Benefits Enroliment Form New Emploves Rehire Rehire Date

Employee Information

Name (First and Last) Soclal Security Number

N Y11 -9d-Soteg,
—{Address

N> L, i N Pt | an SS/IO-

Gendoer Marital Status Single./.| Dats of Birth Date of Hire

emale)  Married Dmm_s_m%%-\}‘]q%o

Phone Number: ress: — :
o Barpd Ve | cloniangel 24 B qumail cony

Please Select Desired Coverage: @~ '~ =

Employee Only - Employee+Spouse - Employee-l-Child(ren) - D Family -
$24.00/Week $38.00/Week $36.00/Week $63.00/Week

! s = o 2 T e e B A s i — —
TR i Al < . 3L

i i L A 2 e Sk
Social Security # Birth Date | Sex Relationship
' _ Male Spouse Child
Last Name Female Domestic Partner
"-r‘ g .-.‘.a i : S -1' g U AR [ 'a. g iy ',_ > mar
Soclal Security # Birth Date | Sex Relationship
Male Sponse  Child
Last Name Female Domestic Partner
TR S '\"‘vv o g g 7 7 ; v.—-.h 1- : .-(_ -r“r-F:E
Sootal Security # Birth Date Relationship

Olhercoverage nﬁo_r'sumion-|n'c'lud'mg

NAME OF PERSON COVERED (FIRST, LAST):

EFF. DATE
EFF. DATE

re true and compieta and that
e and my dapendent(s), if any, from the original

Employee Signature

ol
_"W
| EMPLOYEES DECLINING | am DECLINING coverage
#:mdonhnd that! and/or dependents, i any, waive any coverage and desire to participate in the plan at a later date, Iiwe may he conslidered a late enrolise and
ust meet the

requirements defined In the Coartificate of Coverage for the Sompany’s medical or dental Plans. if | deciine enro
(Including my 8pouss) hecause of other coverage, | may, In future be abie to enroll myseif or my depend In this plan, provided |
daya after the other coverage ands, In addition, if a new dependent relationship forms as a result of marriage, birth, adoption,
of adoption, | may he able to enyo)j myself or my dependent, provided | request enroliment within 31 days of the event.

S LY e

Employer Solutions Staffing Group Health Benefits Team
PO Box 46270 Minneapolis, MN 56344-9956
Phone: 952.-767-8519 Fax: 952-767-9515
Email: Health@employersolutionsgmup.com

requast enrollment within 31
placement for adoption of parting suit




—————leen

FIxed indemnity Medical Benefits_Plan 2

. Vs 219301-ESG-1 OFFICE USE ONLY LOCATION e Rehire Date___/__;:it:
ENROLLMENT FORM ESC CU(UNAC-MN) P1 y1¢

ST i s i i ik s
Na

. ocial Securj Home Phone
AV e e VMol R S RN o1 * MIED

Address

U =X
3 ul “Pn "SI0 [BETE o

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

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

' Name of CO\;ered l;é};;n (s):
1.

2.
C. LIMITED BENEFITS PLAN SELECTION Payroll Deducted Weekly Rates
2 .
You MUST se ge level before any benefits in Section C. Your coverage level for the all benefits in Section C will be

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

]
i
j

Insurance Company. The Vision plan is underwritten by Companion Life Insurance Company.
SELECT COVERAGE LEVEL F "‘En':s'l';'lgi'l‘_"?"" . DENTAL VISION TERMLFE | SHORETERM
~ Evewony 1] Vsanay gyl “ Gl w2 @ s D s &
Employee + 1 [ $41.10 $12.34 $4.92 $0.90
Emplogos +Famly [ | ssaps | s2056 | $ade | g | |
Py H?_’EJ _A_LLfegfﬁts I D Yes D No DYes DNo D Yes DNO DYes DNO D._‘._Yes D No

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

Name Relationship
Name ! Social Security # ! Date of Birth | Sex | Relationship

e s T e R L 1 —— L | IMI[E] | [Ispouse[ ] chid[Ibometic Partner
Name g Social Security # | Date of Birth | Sex —; Relationship

Nipeme et & R R ] L1 Spouse [ chid [ Domestic Partner
Name | Social Security#l Date of Birth | Sex ‘ Relationship

Rame e L TWITE] | Soouse [ chid ] bomastic arver
Name Social Security # | Date of Birth | Sex i Relationship

| .

——— ) M [1Spouse [ chitd [ Domestic Partner

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

I have read the benefit packet and understand its limitations, | understand that open enrollment is only available for
@ limited time and | understand that making no benefit selection is a declination of coverage.

PEOTOV201F b senarmd S0 SEUVAD

This is an Essential StaffCARE Enrollment Form,




