6/23/2017 E-Verify: Print Case Details - Preview

_ EVerify

SENSITIVE BUT UNCLASSIFIED
Case Verification Number: 201 7174092056NP
Report Prepared: 08/23/2017
Comﬂ! Information
Company ID: 47428 Company Nams: Employer Solutions Staffing Group
Employae Information
Last Name: vang First Name: ryan
Date of Birth: 08/08/1887 Social Senurity Number: ** 0154
Hire Date; 08/23/2017 Citizenship Status: A clizen of the United States
Document Information
List B Dosument: Drlver'shnmnor!Doardbauadbyau.s.shlenrnuwhummhn List C Document: Soclal Security Card
Dooument Name: Driver's licenas Documant State: Minnesota
Driver's Licanse or ID Gard Number; Documant Explration Date: 08/08/2018
Case Status Information
Current Case Result: Employment Authorized Employer Case ID:
Case Submitted On: 08/23/2017 Case Submitted By: SGLAGS32
SENSITIVE BUT UNCLASSIFIED

hﬁps:lle-veﬁfy.uscls.WIlwebIPﬁn!CaseDahlls.asp(?CaseVeern=20171740920$NP

"



Personal Data— PLEASE PRINT LEGIBLY IN INK

Last Name _ﬂﬁﬂo)

-employer solutions staffing group.

Leveraging Resources in a Changing Market

7301 Ohms Lane Suite 405
Edina, MN 55439

Tel: 952.835.1288
_ www.esgstaffingsolutions.com

New Hire Application

First Name P~~gm n

Strest Address_[b02  bth <¢}. £

City/State/Zip St. Pawl

MN sv(o,

Phone Number _bS\ - 205 - 1, b4

Staffing Agency/Recruitment Partner

All offers of emplo

Email Address ryanvang 123

Middle Inittal_ C

Apt/Ste
Social Security Last Four Y0O(-XX- 6/S ¢

@ gmail.com

Are you legally authorized to work In the United States of America? [JYES [JONO

| understand that a comprehensive background check may be conducted fo dstermine my eligibliity for hire by certain clients of ESSG.
This may Inciude but Is not limited to, invest]

nviction records, driving records and/or a drug screen test as
required by clients, government regulations -

| release ESSG and other persons or entities from any claims that might be based on ESSG

igations of criminal and/or co
or by ESSG policles.

If hired, | agree fo abide by the policies and procedures of ESSG.

o

ent are conditional upon satisfactory proof of identi and legal ability to work in tha U.S.A.

's decision to conduct a background check,

Name (Print or type)

-

Fz%mn Vang

Applicant’s Signatu

7

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

blz2])
Date

For ESSG Office Use Only
DOH NHw I-8 8850 w4
Emergency Contact info Background Release Form Background Results Unemployment Letter ESC Application
(If applicable)
For ESSG Client Use
DOH ROP Work Site Loc. WC Code

ESSG - Supermoms CMG

Rev. 05/2015




Form W-4 ( 2017) oressazeptions dort apply o supplmertal wages Nonwage Income, If you have  largs ampunt o7

nonwage Income, such as Interest of dividends,

Baslo Instructions. If you aren't axsmpt, complets '1"8"’”5’ meaking estimated tax ents using Form

Complets Form W-4 £o that the Persanal Al Worksheet below, Th ey 2umated Tex o Inclvidiala, Otherwiss,
'e,mmpﬂﬁ ean"\'f?fthhol; the comect federy:lull;lcome w:rk:l"t‘e:ta on p:;‘ea 2 maroadjuat you? - The g:um{n%‘;;dg%m&ggﬁnw lfe?;gl:grfguld
w.4ﬂ'garghyog;rpga%n:lndgﬁo ;nsg%ﬂnz? 3%%?!&“ mggéglgsg ﬂorgl%ng:ms, %”e’?ﬁ Income, adjust your withholding on Form W-4 or W-4P .

ftuation ges. or two-ean{ers/mumple]obsasql{uauons. ‘I'wr?deamars or multiple jJobs, r{f :jng t;'ave ath
Exemption from withholding, if Complets all workshests . Hi ) total M SF More than one job, figura the
complete 3nly fines 1.2, 8, 2?an£ua:r: ém% may ciaim fawerw(%rzero aﬂm Fogvrvee’?':lraryou m"a’""”g’s Eﬂ"f ‘""m‘fgggﬁm ok :d D claim
form to valldate R. Your exemption for 2015 axpires Wages, withhoiding must be based on allowances " 4. Yoo wlt;ll'ﬁovlﬁn usuallywrlnll o ?me ""m
Fabruary 15, 2018, Ses Pub, 605, Tax Withholding you claimed and may not be a flat amount of when all Slowanan o clairned on e Fon';"w i,
and Tax. percantage of wages. for the highest paying Job and zero allowanoss b
Nota: If another person can claim you as g dependent Head of household, Generally, you can olaim head claimed on the Ses Pub. 505 for details,
on his or her tax retum, ﬁgoan't clalm exemption of housshold ﬁllng status on your tax retum i Nonresident allen, If you are anonresident aflen, see
from withholding if m | Income exceeds $1,050 you are unmarried and pay more than 509 of the Notice 1508 Sue"i ’:;rtal Form s lnstrucﬂ:nn'a Tor
and includes more than 8350 of uneameq inoome (for costs of kesping muﬁ & home for yourself and your Nonrsddent'Alla?'np al;nm complsting thie o
example, interest and dividends), degend e?or er qualifying Individuals. Sge 8, before completing m.
ns. An employes may be able to claim Pub, 501, mptions, Standard Deduction, and Check your withholding. After your Form W-4 takes
D may Fillng Information, for information, effeot, use Pub, 505 to see how the amoLnt youare
exemption from withholding even if the employes is having withheld to ected total tax
adependent, if the employee: Tax oredits. You can take projeoted tax credits Into for 5oy ¥ thhe Baom gl?a:pegtglur ﬁ%ur e
° Is age 85 or older, mﬂg}%ﬂm& aé'r%mlf%?ucml%e;%apandem exceed $130,000 (Slngfe) or$18t')),'000 (Married).
» s blind, or care expenses and the child tax credit may be clalmed Future developments, Information about any future
ez Qe o s e o or 40t Persone) Allowances Wariahost s ogaten char o Lo W sichas
itemized deductions, on his or her tax retumn, crl:ms Into wnh;.mldl "“2}.’33,2.2‘3?;""" AR : :tg www.c;la.gavlm. — e
Personal Allowances Worksheet (Keep for your records.)
A Enter“1"foryourselfifnooneelsecanclalmyouasadependent O SR i | AR A \
* 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 less,
C  Enter “1” for your Spouse. But, you may choose to enter *-0-" if you are married and have either g working spouse or more
than one job, (Entering “-0-* may help you avold having too little tax withheid) . , ., | | . 0 o2 o o g 0 c
D  Enter number of dependents {other than your Spouse or yourself) you will claim onyourtaxretum., . , , . 3 D
E  Enter “1” if you will file as head of household on your tax return (see conditions under Head of housshoid above) E
F  Enter®4”§ you have at least $2,000 of child or dependent care expensas for which you plan to claim a credit o F
(Note: Do not include child support payments. See Pub. 503, Chlld and Dependent Care Expenses, for details.)
G  Child Tax Credit (including additional child tax credit). See Pub, 972, Child Tax Credit, for more Information,
® If your total Income will be less than $70,000 {$100,000 i married), enter *2" for each eligible child; then less “17 i you
have two to four ellgible children or less *2~ if you have five or more eligible children.
® If your total income will be betwean $70,000 and $84,000 ($100,000 and $119,000 i married), entter *1” for each eligible chid. @
H AddlinesA through G and enter total here, (Note: This may be differant from the number of exemptions you claim onyour tex retum.) » H i
] dyou pian to ftemize or claim adjustments to income and want to reduce your withholdlng, see the Deductions
Foraccuracy, | ap 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 eamlnFa from all jobs exceed $50,000 {$20,000 i married), see the Two-Eamers/Muitiple Jobs Warksheet on page 2
that apply. to avoid having too little tax withheld. :
® If neither of the above situations applies, stop here and enter the number from fine H on line 5 of Form W-4 helow.
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
Form
» Whether you are entitled to claim a cartaln number of allowances or axemption from withholding is
m&‘;“v&'ﬁm‘” 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 2 Yoursoolal mri-lyTumber
Yon C Vang Y1%-3%- cis Yy
Home address (number and sireet or rurai routs) 8 M singie L[] Marmed L] Married, but withhold at higher Single rate,
‘0 b Z b"H‘ SY - ©. Note: If manied, but legally separated, or Spouse Is a nonresident allen, check the "Single” box,
City or town, state, and ZIP cods 4 Hfyour last name diiffers from that shown on your soclal security card,
St-Paw! mp $T10L check here. You must cali 1-800-772-1218 for a replacement card, ]
5  Total number of allowances you are claiming (from line H above or from the applicable worksheet on page 2) ] I
8 Additional amount, if any, you want withheld from each o e I $ ©
7 Iclaim exemption from withholding for 201 7, and | certify that | meet both of the following conditions for exemption, '

® This year | expect a refund of all federal income tax withheld because | expect to have no tax llabllity.

If you meet both conditions, write “Exempt” here, . . . S N P 17 |
Under penalties of perjury, | declare that | have examined thls certificate and, to the hest of my knowledge and bellef, it is true, correct, and complete,
Employee's signature %/\/\ I
(This form Is not valid unless you signit) » Datep [y |2 2 ’ 177
8

Employer's name and address (Empioyer: Compiete lines 8 and 10 only If sending to the IRS.) 9 Office code {optional) | 10 Employer identification number (EIN)

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



Employment Eligibility Verification USCIS

Department of Homeland Security OME g:?;;io -
U.S. Citizenship and Immigration Services Expires 08/31/2019

PSTART HERE: Read Instructions carefully before completing this form. The Instructions must be avallable, either In paper or electronically,
during completion of this form. Employers are llable for errors In the compietion of this form.

ANTI-DISCRIMINATION NOTICE: It Is llegal to discriminate against work-autho
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 also constitute lllegal discrimination.

[Segtlon 1. Employee Information and Altestatlon (Employges miy hamplere ang sign Seatian 1 of Form 19 ng later
than the first day of employment, but nat before abbspting @ Job offer) : '

rized Individuals. Employers CANNOT specify which

Last Name (Family Name) First Name (Given Name) Middle Initiat Other Last Names Used (i any)
Naroy Eoo C
Address (Street Number and Name) Apt. Number | City or Town State  |ZIP Code
ol bth $i. . St . Pouon | MmN |5 100

Date of Birth (mm/ddyyyy) | U.S. Social Security Number Employee's E-mail Address Employee's Telephone Number

0% oq ]tqqq HUERBERENRE ryarvang 23 @ gmal - wm | 05120y - lbb

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

1 attest, under penalty of perjury, that | am (check one of the following boxes):
R4 1. Acitizen of the United States

[1 2. A noncitizen national of the United States (See instructions)

|:| 3. A lawful permanent resident (Alien Registration Number/lUSCIS Number):

|:| 4. An allen authorized to work  until (explration date, if applicable, mm/ddiyyyy):
Some allens may write "N/A” in the explration date field, (See Instructions)

Aliens authorized to work must provide only one of the following document numbers to complete Form I-9: bo ﬁ';",,:,’:,’;',::ﬁ;'g;m
An Allen Registration Number/USCIS Number OR Form I-94 Admission Number OR Forelgn Passpart Number,

1. Allen Reglstration Number/USCIS Number:
OR

2, Form |-84 Admisslon Number:
OR
3. Foreign Passport Number;

Country of Issuance:

Preparer and/Gr Translator G e@baﬂq‘m {sheckoneli —

| ol use a grepdrer of trahslator. ] A preparer(s) andor trandiatarls) aesisted the 9mplayes in agmpleting Section 1,
(Fiplis below must b campleted and signed wher preparers andfor fransiptors gasist an employee in sompleting Section 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
knowiedge the Information Is true and correct.

Signature of Preparer or Translator

Today's Date (mm/ddsyyyy)

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



Employment Eligibility Verification USCIS

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

Author epre Ive Re :an en oaan B
(Employers af their autharlz néative must pamplets and sign Seation 8 within @ busiress days o the employse day af €
Mudphrsmg% vaiiment frah List A O & e

_ Y of emplayment. Yay
aily axaming one dng mmmmmmmusfeanamannumwmu&aesweaame'Ws
10! Avogptable Doguments.’) - . . .
Employee info from Section 4 | L85t Name (Family Name) Fipst Name (Given Name) E' Clﬁzenihlpllmmlgraﬁon Status
ListA OR ) List B AND ListC
Identity and Employment Authorization Identity - Employment Authorization

Document Titie Dﬁcumenﬂ'ﬂle E L, Docu%ntge c
e BT, CMA Sain

Document Number ocument Number D ent Number,
3G 1eelak b TET o5y
Expiration Date (if any)(mm/ddsyyy) Expiration Date (i any)(mm/dd/yyyy) Expiration Date (ff any)(mm/ddpyyyy)
0g-04-301Y NS
Document Title <
Issuing Authority Additional Information e L
Dogument Number
Expiration Date (if any)(mm/dd/yyyy)
Document Title
Issuing Authority
Document Number
Expiration Date (i any) (mm/ddiyyyy)

Certification: | attest, under penalty of perjury, that (1) | have axamined the document(s) presented by the above-named employee,
(2) the above-listed document(s) appear to be genuine and to relate to the employee named, and (3) to the best of my knowledge the
employee is authorized to work in the United States,

T‘K employee's first day of employment (mm/ddlyyyy): Ol -2 2, - 161 _7See instructions for exemptions)
Si re of Empioyer, rized Representative Today's Date(mm/dd/yyyy) Title of @'naployer or Authorjzed Representative
8L-2.2-2010 Cctuy te
Authorized R¢nrese| Fi of Emplayer or Authorized Representative Employer's Business or Organization Name
A % EMPLOYER SOLUTIONS STAFFING GROUP LLC

Employer's Business or Orga&nﬂon Address (Street Number and Name) | City ofyTown State ZIP Code

7301 OHMS LANE SUITE 405 EDINA MN 55439
Seatlon 3. ReverMaation and Rahifes (Ta ba aompleted ch by emplayer & ayihorized reprbssniative)
A. New Name (if applicghle) __|B. Date of Rehire (if appileable)
Last Name (Family Name) First Name (Given Name) Middie Initial Date (mm/ddfyyy)

0. T e employes's brevioms 5r'a‘ni of eiployimertl aulhorizalion has expired, Brovide The TformaloR Tor e dodufert or recElpt Thal eslablishas
eontinuing employment authorization In the space provided below.

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

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 genuine and to relate to the indlvidual.

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

Form I-9 11/14/2016 N
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L5 UNIT AND COMBINAT:
ﬁ'gpﬁﬁrmv_l"-(

.~ This card is the official verification of your Social Security number.
. Please sign it right away. Keep it in a safe place.

| Improper use of this card or number by anyone is punishable by fine,
imprisonment or both.

This card belongs to 1he Social Security Administration gnd you must
retumn it if we ask for it. - Jk e

Tfyou find a card that isn’t yours, please return it 0
: Social Security Administration :
"+ PO, Box 17087, Baitimore, MD 21235 SaEhe A G

. For any other Sacial Security business/information, contdct your
local Saclai Security office. If you write to the above address for any
business other than remrning a found card, it will take longer for us

_ ‘1o answer your fetter. ® :

. Soclal Securit Administration D45133043

'Form 88A-3000 (4-95)

%

S



EMERGENCY CONTACT INFORMATION

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

Employee Name: P~\:’mr~ M\‘f’
Address: {002  L¥v» . g . St . P AAN  ITSIOW
HomePhone: %S) -20% - |LbbY

: 'EMERGENCY CONTACTS
_Please list two pepple (In priority order) who gould be sontasted in case of an emgrgency

Contact #1 e Home Phone:
Name: )e¢anwnme Thao - Cell Phone: WSV ~ 204 -9 g5-2
Relationship: Mo+ ¢ 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)

Employees have the option of receiving wages by Direct Deposit and/or Payroll Debit Card.
If you do not provide a written election, wages wi A

SEGEONT L BNSIEINEO RN IO N
Employee Name

AECTION 2 PAYRELL ELECTON

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

! Payroll Debit Card (Please complete Sections 4 and 5 below) | | Paper Check (Please complete Section 5 below)
SEEHON S DIREE DEROSE]

[0 Update Bank Account I understand and acknowledge that if I do not provide a
Bank Name: voided check with this direct deposit form, I am
Wal\ly Fameo responsible for any delays in payroll or extra costs
Routing# 04100600 ) q incurred if the account number that I provide is incorrect,

Acom® 7 0L 3 317472
Account Type: Checking [] Savings [ Other

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

Initial Date

Except for the routing and account mmber, ESSG does not have access to

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 on each payday you receive
wages,

any information regarding your Payroll Debit Card account or

CARDHOLDER INFORMATION (as you want your Payroll Debit Card 1o be issued)

First Name MI. Last Name Date of Birth
Street Address (PoBox NOT ACCEPTABLE) Social Security#
City State Zip Cell Phone (mobile)
RECEIPT OF PAYROLL DEBIT CARD (to be completed when you pick up your Payroll Debit Card)
Payroll Debit Card Routing # Payroll Debit Card Account #

073972181

Employee's Signature:

Date:

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

*E-mail:__ yypnyang (23 @ AMGK"- g
H this information will only be used 9 send your paystubs electronically

Employee's Signature: j_/\,\ ’\(‘) Date: Ao / (2 ll (1

X LJ




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 Em ployment 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: Egod\ UM.M!\ \) 0 NG
Firét Middle (0 Last
none)
Other names used:
Current county of residence:

Current and former addresses:

g ]zon current 160Z " 5. B r.9ul MmN TSIOL |
from Mo/Yr to Mo/Yr Street City, State & Zip
from Mo/Yr to Mo/Yr Street City, State & Zip
from Mo/Yr to Mo/Yr Street City, State & Zip

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

Date of birth Social security number

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

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

__‘Z[\/\-—— \_’2’/ L")ZL’I"T

Signature = Date




employer solutions staffing group.

Leveraging Resources in a Changing Market

STATEMENT OF CONFIDENTIALITY

This agreement made this_22_day of _Muwe_ , 2017, between
Employer Solutions Staffing Group LLC, hereinafter referred to as “‘employer”,
and IZ%@A \ia»r\—w/\ 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
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.

/’\/\/\ Lﬂ'\%’

anlbyee Signature

o

yer Solutios Staffing Group LLC, Re®sresentative




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, 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.

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 detendrs el cheque de pago y reemitir el cheque a usted, descontando
un cargo de entre $ 25 - $ 35.

AGREED/SE ACUERDA—

Name/Nombre (con letra de molde): 'Rqom Uo. r~¢

Signature/Firma: @ e e e e ’
= L —y ¢




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 immediatel 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 my responsibilities andag\ree%hide by these guidelines.
Signed: ﬂ\/\’\

Printed Name: KL;\W\ \jouf‘vu)




il 8350 Pre-Screening Notice and Certification Request for

(Rev. March 2016) the Work Opportunity Credit OMB No. 1546-1500
ﬁw’ Rav:n'uﬂ;as-;vlce ) P Information about Form 8850 and its Separate Instructions is at www.irs.gov/form8850,

Job applicant: Fill in the lines below and check any boxes that apply. Complete only this side.
Yourname Ruean A&M Soclal security number > 492 -33-01§Y
4 7

Strestaddress whereyoulive [0 bL'vw'st. §

City ortown, state, and ZIPcode St.Pan| MWN)  SS10L

County }o\mg-cv) Telephone number _ T]-20)-1bb Y

If you are under age 40, enter your date of birth (month, day, year) 8' a4 l 97

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

2 [] Check here if any of the fbllowlng statements apply to you.
* lam a member of a family that has received assistance from Temporary Assistance for Needy Families (TANF) for any 9
months during the past 18 months.

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

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

* lam at least age 18 but not age 40 or older and | am a member of a family that:
a. Received 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 eiiglble to receive them.

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

* | received supplemental security income (SS) 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 durl'ng the
past year.

3 [ Check here if you are a veteran and Yyou were unempioyed 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.

§ [ 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 68 months during the past year.

6 [ Check hereif you are a member of a family that: _
* Received TANF payments for at least the past 18 months; or
° Received TANF payments for any 18 months beginning after August 5, 1 887, and the earflest 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 received unemployment compensation.

Signature—All Applicants Must Sign

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

Job applicant's signature > ﬂ/\/\ \/\( Date Y J ZZ‘ M

For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 22B51L Form 8850 (Rev. 3-2016)
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Form A (rev. 01/2016) TAX CREDIT QUESTIONNAIRE RE

Ehipet | 1
1]
&l

i

"Speciatisis it Tox Cradit ,’lcgmiui".:r,::_.'.xr-:
EMPLOYER SECTION: o -
Client: Company:
Employer Solutions Group
Location: Position: Starting Wage: $
EMPLOYEE SECTION: .
Employee Name: Street Address: S City/State; Zip:
Byan Vo o2 birdt. E St Pam/ M Y0k
SS#: Date of Birth: Age: Have youn worked for | If yes, location:
: this company before?
§P "33 - o1 | /9 /M3 | q | Mpeyieiee
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 Angust 5, 19972 (If yes, please provide information below.)
Name of the person receiving benefits: Relationship to you;
City: County: State:
2. Have you or has anyone living with you received Food Stamps (SNAP) at any time during the past 15 months? D D
(If yes, please provide information below,)
Name of the person receiving benefits: Relationship to you:
City: County: State: _
3. Have you received Supplemental Security Income (SSI) at any time within the past 3 months? |:| D
Please nots, this is not the same as Social Security benefits (SS) or Social Security Disability (SSDI) benefits.,
*If you checked yes please provide a copy of your SSI documentation,
4. Have you received any type of vocational rehabilitation services within the past two years? ] |

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

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

City: County: State:

*If you checked yes please provide q copy of your active Individual Work Plan and Ticket to Work dacumentation‘.

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

Dates of Service - From: / / To: / /
Branch of Service:

Are you entitled to or are yon 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?
Ifyes, dates received unemployment compensation - From: / / To: / /

7. Have you been convicted of a felony or released from prison for a felony conviction in the past 12 months?
Conviction Date; / / Release Date: / /
Was this a [_] Federal or [] State conviction? If State - County: State:

O O O.
{53 N T o

Additional Tax Credits
IEC (Native American): Are You or your spouse a member of a Native American Tribe?
*If you checked yes please Dprovide a copy of your CDIB card,
CA Residents: I:] Are you the child of foster parents? D Do you receive CalWorks? I:I Workforce Investment Act?

|:| Are you a migrant or seasonal farm worker? D Have you ever been convicted of a misdemeanor?
SC Residents: D Do you receive Family Independence Benefits?

O
O

PLEASE READ, SIGN, AND DATE:

Under penalties of perjury, I declare the information above to be true and accurate o the best of my knowledge, and 1 hereby authorize any agency, organization, or
individuals to supply such verification or information that may be needed to determine tax credit eligibility to my employer, employer representative (Associated
Consultants, Inc. dba Retrotax), or the Department of Labor. -

New Employee Signature: Z—. a s'/ ’\/ Date: ° / 2 ?_/ 17




(S ala T T C i SOGHRIE R

Qualified Long-Term Unemployment Recipient

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

Client: Company:
Employer Solutions Group
Location: Employee Name; 'ﬁ(gm " v “ h SS#: ‘_17 3-33. asy
EMPLOYEE:
Please check the statement(s) that apply to you and sign where indicated below.
[0 Ihavebeen 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 perjury, I declare that this information is true and correct to the best of my knowledge,

Employee Signature: A~ \.—-Z Date: b /22 / =

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

Jjob assignment from a staffing service, (1) fails without good cause to
affirmatively request an additional suitable Jjob assignment, (2) refuses
without good cause an additional suitable Jjob 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. _EV__(Initial)

\( wlzz[177

Employee Signature: Date:

_Buarn  Naren

Employee (please print youf 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 result
in adverse personnel action, including my termination from employment with ESSG. |
understand that this policy in any form, and any employee handbook including this
policy, are not a unilateral employment contract or offer thereof.

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

Rusrn Ve =

Individual’s Name

blzz]1
Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



vV

ACKNOWLEDGMENT

acknowledge that | have been given the opportunity to ask questions and express concerns
during my orientation. Additionally, | understand and support the following:

1.

Date:

This handbook is intended as a guide and not an employment agreement that
creates a contractual relationship, and that the employment relationship may be
terminated at the will of either party at any time.

The changing needs of the business will require alteration in method, practices and
policies, and the company will unilaterally revise, as necessary, to meet these
changing needs.

| agree to notify my ESSG Consultant immediately of any change in my personal
data such as phone number, address, emergency notification, etc.

I am responsible for the information provided herein and will, upon my separation,
return this handbook to my ESSG Consultant.

p/22] 17

{

Associate's Signature: /%/\" ’\\x/

Associate's Printed Name: lzbldtw\ Uﬂl m?

Orientation provided by: l_

24



S adl @'; employer solutions staffing group,
Leviraging Resourtes in 3 Changing Market

ESNG gsm)

loyer solutinns group, piaps subution’ natiomidn g,

Enhanced MEC Plan_Plan1 =~ ‘4™ sniwtuos o

Benefits Enroliment Form [J New Emploves

Emiployec informatian

L1 Rehire Rehire Date

Name (First and Last) Soclal Security Numher
Byoan  Vang 413 - 33 - 6iTY
Address City State p Code
(02  fin St- . St Pa) M N TS iIob
Gender W Male | Warital Status B Single T Do of Birth Date of Hire
O Fomale | O Maried 1 pivorceq ¥[a]laqq
|Phona Number: Emall Address: .
WSi-20%— Ly Fyonua mey 123 @_gwm’ Lol an
Please Select Desired Coverage:
Employee Only - I: Employee+Spouse - Employee-l-ChiId(ren) - Family -
$24.00/Week - $38.00/Week $36.00/Week $63.00/Week
Social Securty# L BithDate |8 | Reléﬂonship ‘
W ot Nars oba Dispoe O re
3 SoclualLSecumy# Blrlh Date Su. § | Relat;onship -
Child
ML Last Name [DJ :‘:,:,:,, DSpEnae Domnestic
(Fist Nama — I Tast Nams | O mae
ormanon inc

Employee Signature Date

_m__
SrLovessoecLne. K1 | am DECLINING coverage
1 undarstand that | and/or my dependents, if any, waive any coverage and desire to participate in the plan ata later date, liwe may
must mest the requirements defined in the Certificate of Coverage for the gsompany’s medical or dental Plans. if { decline enroliment
{including my spouse) because of other coverage, | may, in future be abie to enroli myself or my dopand in this pian, provide:
days after the other coverage ends, In addition, if a new dependent relationship forms as a result of marriage; bisth, adopti

of adoption, | may be ahia to enroll myssif or my dependent, provided | request enroliment within 31 days of the evant.

IF DECLINING- YOU MUST SIGN_ HERE
Emplayss Signature ﬂ\/—\ '\/ ,sé Date o f L ) 11

Employer Solutions Staffing Group Health Benefits Team
7301 Ohms Lane Suite 405
Edina, MN 55439
Phone: 952-767-8519 Fax: 952-767-9515
Email; Healm@employersoluﬂonsgmup.com




-

Fixed Indemnity Medical Benefits_Plan 2

VSh ... 219301-ESG-1  |OFFICE UsE ONLY LOCATION - Rehire Date_-_—/;:-/-::::i—.
ENROLLMENT FORM ESC CU(UNAC-MN) P1 v18.2
®. REQUIRED EMPLO ORMATIO PRINT USING BLACK or BLUE INK (Muct BeFilledOut)
Name Social Security # Home Phone N7
___Byan Narey SRR AT s W M - PP L
Address iy Apt. #
{02 Lm sy, £

City State Zip Date of Birth

$1-Paul M A s {0k /% /q7

Medicare Health Insurance Claim Number (HICN)

Name of Covered Person (s
1.

! Medicare Effective Date
asuif wer

3.

C. LIMITED BENEFITS PLAN SELECTION

You MUST select a covera

Payroll D'eductza Weekly Rates

ge level before any benefits in Sectio
mnity Medical Plan, Dental Plan,
Vision plan is underwritten by

‘identical. The Fixed Inde
Insurance Company. The

n C. Your coverage level for
Term Life Plan, and Short-Term Disa
y Companion Life Insurance Company.

the all benefits in Section C will be
bility plans are underwritten by BCS

SELECT COVERAGE LeveL FOUD INDEMNITY | o ) VISION TERMLFE | SHORTTERM
| .-Emnle'}e_e Only D ; $20-?5 $6.17 @ " $2§4? @ 50.60 a _$4.20
Employee +1 ] $41.10 $12.34 $4.92 $0.90
| $ﬁplayee 4+ Famlly D - $54.88 5!034 4 .$.,6.5ﬁ | -G‘I-ISG
o Moo et (]| [lves o | Clves Ko | v Lo | s v | Clves Cive
' This coverage is not available to resig[ggig_gf NH, HI PR.2ST

Y s et veeess 4 s seemsn e v

Name il Relationship

:
Name Social Security # ' Date of Birth ; Sex Relationship

B2 R e P ) Lt | MI[E] | []Spouse [T Chitd (] Domestic Partner
Name ' Social Security # | Date of Birth | Sex Relationship
o LN i 11 [_M] il Spouse[ ] Child[ ] Domestic Partner
Name Social Security # Date of Birth | Sex Relationship '
S ' ool [MITE] | [(Tspouse[ Jchild [ Domestic Partner
Name Social Security # ' Date of Birth | Sex Relationship

RN S e L0 | MIE] | O Spouse [ child [ Domestic Partner

E. REQUIRED SIGNATURE

YOU MUST SIGN AND DATE, EVEN IF YOU DECLINE COVERAGE

I have read the benefit packet and understan
a_lli“mited time and | unders_fc_ap_gij_ma} _rnalging

DATE 050 /22 /10 { 1

DATE L7

d its limitations, | understand
o benefit selection is a decli

| > siGNATURE

- o

that open enrollment is only available for
nation of coverage.

This Is an Essential StaffCARE Enroliment Form.



