an/2017 E-Verify: Print Case Detzils - Preview

EVerify

SENSITIVE BUT UNCLASSIFIED

Cass Verification Numbaer; 2017160105337NM
Report Prepared: 08/08/2017

Company Information

Company ID: 47429
Em| e Information

Company Nama; Employer Solutions Staffing Group

Last Neme: Vus
Date of Birth: 11/08/1984
Hire Date; 08/08/2017

Document information

First Nama: Ger
Soulal Securily Number: ***** 8058
Citizenship Status; A citizen of the United States

List B Document: Driver's license or ID card lasued by a U.S, state or outlying possession
Dosument Name: Driver's icense
Driver's License ar ID Card Number:

Case Status information

List C Document: Social Security Card
Document State: Minnescta
D_omunantExplalmDm 11/08/2018

Final Cass Result: Employment Authorized
Case Submilted On: 06/08/2017
Closed On: 06/08/2017

Employer Case ID:
Case Submilted By: YMOUEB45
Closed By: YMOUGB45

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

SENSITIVE BUT UNCLASSIFIED

hﬂps:lle-verify.mcis.gwMeNPﬂntCaseDahlls.aspx?CaseVerwn=201716010&37NM

"



PO Box 46270
Minneapolis, MN 55344-9956
Tel: 952.835.1288

www.esgstaffingsolutions.com

employer solutions staffing group.-

New Hire Application

Personal Data~ PLEASE PRINT LEGIBLY IN INK

v e

Middle Initial _ /4

Street Address___LoAtY Waqmolin— AptiSte _ 0ON
City/Stateizip_S) - PML My S5k Soclal Security Last Four XXX-Xx- 8651
Phone Number (619 881 ZI Email Address @

Staffing Agency/Recruitment Partner

All offers of employment are conditional upon satisfacto roof of Ide! and legal abllity to work |n the US.A.

Are you legally authorized to work in the United States of America? M-VES [NO

Applicant Certification and Authorization
| authorize Employer Solutions Staffing Group (ESSG) o use the information and statements contained in this application to determine my
qualifications for employment. | authorize ESSG to make inquiries of my former employers, except as Indicated in this application,
regarding my previous duties, responsibilities, performance, compensation and eligibility for rehire.
1 understand that a comprehensive background check may be conducted to determine my eligibility for hire by certaln clients of ESSG.
This may include but is not limited to, investigations of criminal and/or conviction records, driving records and/or a drug screen test as
required by clients, government regulations or by ESSG policles.
1 release ESSG and other persons or entities from any claims that might be based on ESSG's decislon fo conduct a background check.
| certify that all statements made In my appilcation are frue 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, 1 agree to abide by the policies and procedures of ES
@, \L., /X,-- ¢ 2§ 30017
nature

Name (Print or type) ApplicAnt's Date

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

For ESSG Office Use Only
DOH NHW 1-9 8850 W4
Emergency Contact Info Background Releass 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




Form W-4 (2017)

tax from your Consider completi
W eachyo pay. mpl
situation

Exam

and

Purposs. Complete Form W-4 so that yo
employer can withhold the correct federal Income

and when your persol
ges,

on from withholding. If

ur exen
16, 29138. See Pub,

on for 2017
05, Tax thhmlng

or financial

u are exempt,
competeonlyllneﬂ 2, 3, 4, and 7 and sign the

form to validate it. Yi ires

Note: If another person can claim you as a dependem
on his or her tax retum, you can't claim

from withholding it
and ingludes more

example, Interest and dlvldends)

%m Wil

ﬂnrtntal Income exceeds $1 ,050
of uneamed income (for

may be able to claim

g even if the empl s
a dependent, if the empoyee. weyee
» |s age 65 or older,
* s blind, or

o Will claim adjustments to income; tax credits; or
itemized deductions, on his or her tax retumn.

The exceptions don't a
greater than $1,000,00
Basio instructions. if you aren't exempt, complete
the Personal ces Worksheet below.

withholding allowances based on
deductions, certaln credits, adjustm
or two-eamers/multiple jobs

Complete all workshests that apply However, you
may clalm fewer (or 2ero) allowances, For regular
wages, wlthholdlng be based on allowances
you claimed and may not be a flat amount or
percantage of wages.
Head of household, Generally, you can claim head
of household ﬂll;sgetetuaon your tax return on| lf
youare unmarried and pay more than 50% of
ing u ul.ﬁ a home fnryl:diw‘;elelf and

Br quallfylng duals.
P al'“(l':fcem

Standard Deduction, end
Flllng lnformeﬂun, fomlnfo

Texcredue.Youcentakepmjemataxoredltelm
account In figuring your allowable number of
withholding allowances. Credits for child or dependent
ocare expenses and the child tex credit may be claimed
uein%me Personal Allowances Worksheet below.

ub. 605 for information on converting your other

Eply to supplemental wages

Rtemized
ente to income,

credits into withhoiding allowances.

Nonwege Income. if you have a lerge amount of
nonwage me, such as Intereat or dividends,

conelder maki Enazmante using Form
Esﬁrnngted Tex for in: A

you owe addltional tax. if g)o thpeﬂsltm or
annuity Incoms, see Pub. 505 to find out if yeu should
adjust your withholding on Form W-4 or W-

Two earners or multiple jobs. If you havea
working spouse or more one job, figure the
total number of allowances you are ed to
on all@obe ueln workshests from only one Form
ourwlth lding usually will be most accurate
when allowances ere claimed on the Form W-4
for the highest %tzlng Jjoh and zero allowances are
claimed on the Seo Pub. 505 for detalls.

Nonresident allen, if you are a nonresident ailen, sge
Notice 1382, Supplemental Form W-4 lnstrucﬂons for
Nonresident AUens, before compieting this form.

Check ynurwl!hhu ding. After your Form W-4 takes
effect, use Pub. 605 to see how the amount you are
having withheld co to your ro]ected total tax
for 2017, See Pub, 55?’ eelel‘lly g ur earnings
exceed $130,000 (Single) or $180,000 (Married).
Future developments. information about erly future
Egmente affecting Form W-4 (suc
leglsl on enacted after we release if) wlll be posted
at www.irs.gov/iw4,

A

Tmmo

“Personal Allowances Worksheet (Keep for your records.)

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

Enter *1” if: {

* You're single and have only one job; or

* You're married, have only one job, and your spouse doesn’t work; or
* Your wages from a second job or your spouse’s wages (or the total of both) are $1,500 or less,
Enter “1” for your spouse. But, you may choose to enter “~0-" if you are married and have either a worklng spouse or more

then one job. (Entering “-0-" may help you avoid having too [ittle tax withheld.) .

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

o o o o &

'}..

l |

TmoOUoO

(Note: Do not include chiid support payments. See Pub. 503, Child and Dependent Care Expenses, for detalils.)
Child Tax Credit (including additional child tax credit). See Pub. 872, Child Tax Credit, for more information.

» if 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 mora eligible children.

® If your totel income will be between $70,000 and $84,000 ($100,000 and $119,000 i married), enter “1” for each eligible chiid. G
Add lines A through G and enter total here. (Note: This may be different from the number of exemptions you claim on your tax retum) » H
u plan o itemize or claim adjustments to income and want to reduce your withholding, see the Deductions

[
For accuracy, J
complete all
worksheets
that apply.

e If

earnings from all jobs exceed $50,000 ($20,000 if married),
o avoid having too little tax withheld.

and Adjustments Workshest on page 2.

you are single and have more than one job or are married and you and your spouse hoth work and the combined
see the Two-Eamners/Multiple Jobs Worksheet on page 2

¢ if neither of the above situations applies, stop here and enter the number from line H on line 5 of Form W-4 below.

Form

Department of the Treasury
Internal Revenue Service

W-4

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

Employee’s Withholding Allowance Certificate

» Whether you are entitled to clalm a certaln number of allowances or exempfion from withholding is
sub]ectto review hy the IRS. Your employer may he required to send a copy of this form to the IRS.

OMB No. 1545-0074

2017

1

Your

e and middle inftial

Nee.

2 Your soclal zcurny number

14 - g0 S={

Home address (number and street or rural route)

44 Ma

hﬁL‘d\

Ave

Sismgle [] Marred [ Married, but withhold at higher Single rate.
Note; if maried, but legally ssparated, or spousa Is a nonresident allen, check the “Single® box.

City or town, and'ZlP
. O

code

- MN Ysiolb

4 If your last name differs from that shown on your social security card,
check here. You must call 1-800-772-1218 for a replacement card. » D

Additional amount, if gny, you want withheld from each paycheck . .

Total number of allowances you are claiming (from line H above or from the applicable worksheet on page 2) 5 dﬁ
8 [$

1 claim exemption from withholding for 2017, and | certify that | meet both of the following condltions for exemption
® Last year | had a right to a refund of all federal income tax withheld because | had no tax llability, and

® This year | expect a refund of all federal income tax withheld because | expect to have no tax liabillty.
if you meet both conditions, write

> l7]

Under penalties of perjury, | declare that |

Employes’s signature

(This form Is not valid unless you sign it.) »

:‘ﬁé‘* me

the best of my knowledge and bellef, it Is true, correct, and complete.

Date» S 28— 2¢0 7

Employer's name and address (Employer: Cuﬁ1pl¥ 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 oml: ;?llsﬁzw
U.S. Citizenship and Immigration Services Expires 08/31/2019

> START HERE: Read instructions carefully before completing this form. The Instructions must be avallable, either In paper or elsctronically,
during completion of this form. Employers are Iiable for errors In the completion of this form.

ANTI-DISCRIMINATION NOTICE: It is illegal to discriminate against work-authorized individuals. Employers CANNOT specify which
document{s) an 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 explration date may also constitute illegal discrimination.

ectlo mployée nfarmafion and Alteatation [Enplayeas must camplete and sigh Seetian 1 af Foan 1-9 na latar
than the firet day of eiploymient bul not hefere gatepfing 4 job offer ) . Bl . i
Last Namne fFamily Nams) First Nagme (Given Name) Middle Initial Other Last Names Used (if any)
— (ETM N/n N/
Address (Strest Number and Nema) Apt. Number | City or Town State ZIP Code
1244 Mano\ia .P - MmN sople
Date of Birth (mm/ddAryyy) U.8. Social Security Number Employee's E-mall Address Employee's Telephone Number
N-ed- 84 (RT¥]-iTe] - PRER Stme @ 6P 23430

1 am aware that federal law provides for imprisonment and/or fines for false statements or use of false documents In
connection with the completion of this form. :

1 attest, under penalty of perjury, that | am (check one of the following boxes):
[FH4.A citizen of the United States

] 2 A noncitizen national of the United States (See instructions)

|:| 3. Alawful permanent resident  (Allen Registration Number/USCIS Number):

|:| 4. An alien authorized to work  until (expiration date, if applicable, mm/dd/yyyy):
Some aliens may write "N/A" In the explration date field. (See instructions)

Allens authorized to work must provide only one of the following document numbers to complete Form I-9: .,,ﬁ’:,cv:,’:;',:;'::‘:g;m
An Allen Registration Number/USCIS Number OR Form I-94 Admission Number OR Foreign Passport Number.

1. Alien Registration Number/USCIS Number:
OR

2. Form -84 Admisslon Number:
' OR
3. Forelgn Passport Number:

Country of Issuance:

i r.1 4

Signature of Employee

Today's Datsg_(nbl'nr/dw
[Aréparer andlor Tranelator Gertification (ehedk onel: _. T
| 0l et e & prepater or ravelalor, [ ] A pepsrer(a) andior translator() astisted the employe i etmplstibg Séctan 1. :
(Fisltia bélow myist be campleted and signad wherl preparars aridAar translatars assisf en empidyes in aarmpleting 8aation 1.)

I attest, under penalty of perjury, that 1 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 (m )
bV
Last Name (Family Name) First Namg.(Given Name)
Ly éﬂa (Y
Address (Strest Number and I\{ame) N. City or Town State {,-M ZIP Code _[qv,
IW L\ P 4V - NSO

@ | Employer C‘anqﬂéte& Next Page @

Form 19 11/14/2016 N



Employment Eligibility Verification |  uscis
Department of Homeland Security ' OME g"'l‘G};:M,,
A 0,
_ i B i i R

P e

_Jmf_ujui%mmmn = iﬂf _ 5 Employmest Authorization
Pocumant e M Tanesote Drive r's lieanse - Socs ) Seosaritu Cax
lssuing Authority :f:_' lmgm ‘bg N\.‘“NLS ! _ImlngAulhomy ' 93 A

Document Number ' Document Number p . D

Expiration Date (.lra ;(mm/dddryyy) JGWWW%? E::E Etnlb{lrip -(%)

i - a4 20\Q : NJ&

Document Title :
Nesuing Authorty Additional Information e A a
Document Number |

Expiration Date (if any){mm/ddlyy._vy) ‘

Do;:umant Tﬂlq

Issuing Authority

Dooumsnt Number .

Expiration Date {irany){mm/dd/yyyy)

Certification: | attest, under penalty of perjury, that (1) | have examined the document(s) presanted 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 knowladge the
employee Is authorized to work In the United States.

The employse's first da!‘ of employment (mmvdd/yyyy): lo I Q ’ 7201771 (Seeinstructions for exemptions)

Reprgs pntative - Today's Date(mmAidyyyy) | Title of Employer or Authorized Representative

L/q[zp\7 | ReCviuker
First Nama of Employer or Authorized Representative | Employer’s Business or Organization Name
EMPLOYER SOLUTIONS STAFFING GROUP LIC

State - | ZIP Code

Employer's Business or Organization Address (Street u@?n‘e) City or Town
7480 FLYING CLOUD DRIVE SUITE 200

= T .’ . r.; -y I . 4 5 o R AT v DR S D T Y

A m.;;msff T o g A ey
Last Name (Family Nams) First Name (Given Name)

G .m.{“"y).( ) .)

1 attest, under penalty of perjury, that to the best of my knowiedga, this employee Is authorized to work In the United States, and if
the empioyee presented document(s), the document(s) | have examined appear to be genuine and to relate to the Individual.

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

Form 19 11/14/2016 N






' 5 ; e

canfbela A5 to the Social Security Administration and you must

nit if agk for it. o : )
cob

4 ﬁnd’a cafd that isn’t yours,.please return it to}

; Social Security Administration
FAETR P.0. Box 33008, Baltimore, MD 21290-3008«

B

s :2 atal Security busmessimformanon, contact your focal | .
Refleity office. If you write to the above address for aty busu&ss
r lhan retummg a found card you will not receive a responsc ]

] _ > L& .-f
al Security Admlnistraﬂon

1554-3000 (08-2011) ﬁﬂ 625296757 i

A - o




EMERGENCY CONTACT INFORMATION

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

Address: \D—A—Ag ka M
Home Phone: (DD- g%n- ?)’Hl

Ca 4y T
i

Sl EMHRGENCY CONTACTS =~
Pleéue list tvo peoplq (in priority order) Who dpuld be gotiaeted in case of an q‘mébgeﬁcy

Contact #1 Home Phone:  (p%S\ 3 2673
Name: Wp %‘kawu %M’WK Cell Phone:
Relau:onship: ﬂ}fléw\A, Work Phone:

Contact #2 Home Phone:
Name: D W\M\A/) \ 'MVIY Cell Phore: (0D L2\ ~ &A%
Relationship: Q \mAQ- Work Phone:

Additional information you want Employer Solutions Staffing Group and our clients to know in the event
of an emergency:

N‘)w-

This information will remain confidential and will 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 provide a written election, wages will be paid by paper Check.
SEGRDNSE BASTE TN EORNEN BTN

el € WY S T YT
¢ \/ e Ui L B0 v-25- 240(%-

‘_\l"}(' FLON 2 PANROLE ELLEETION

<L Direct Deposit (Please complete Sections 3 and 5 below)  Note: Direct Depasit 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)
SECGHON G DIREEGE DEROSTE

[0 Update Bank Account

Bank Name: WW\\S M MK
Rowingf  §4\nD019 °

I understand and acknowledge that if I do not provide a
voided check with this direct deposit form, I am

responsible fox, any delays in payroll or extra costs
ounynumber that I provide is incorrect.
Aot 4045 |\ G|197 [,Z Ds_S 2571%
Account Type: m Checlnn& O Savings_ Oother

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 old bank account until your direct deposit has started at the new bank, which may take 2 pay periods.

P RANROEE DEBEE GARD (GEOBNE CASHEEARD)

PO

Federal law requires all financial institutions to obtain, verify, and recard 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 institotion 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 on each payday you receive
wages. ;

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

First Name MIL Last Name Date of Birth
Street Address (P0 BOX 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
1 have received my Payroll Debit Card, welcome brochure, program fees, program terms, conditions, and disclosures. By activating my Payroll Debit Card,
1am agreeing to the program terms, conditions, and disclosures that are included ar made available to me from time to time from the financial institution. 1
antharize the financial institotion to debit my Payroll Debit Card account for the fees described in the fee schedule that is part of the program terms,
conditions, and disclosures.

Employee’s Signature: Date:

SECGHON & A TOREZNEION
1 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: le j&f‘ @ hhnasl.
rmation will only be used to send your paystubs electronically
Employee's Signature: AA . l/ o Date:_9 /. ZS_/%? 7

il
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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: P:;ie print the information requested(lglow to identify yourself for BGC.
First

Printed name: o

Middle (O Last
none)

Other names used:
Current county of residence:

Current and former addresses:

008 current A \Mmc\]\ Pae g-@uﬂ— N S5106

from Mo/Yr to Mo/Yr Street City, State & Zip
N
from Mo/‘;{l / to Mo/Yr Street City, State & Zip
o
from Mo/Yrl 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.

i e Y
< { =802l 1844 > o \Lv«—-

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

Report Copy: If you are 2pplying for a joh or live in California, Minnesota, or Oklahoma, you may request
a copy of the r hyf checking this boy: .

s A S-25-/F

Signatuy Y Date
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employer solutions staffing grr.Jupuc

STATEMENT OF CONFIDENTIALITY

This agreement made this 95" day of A , 201%-, between
Employer Solutions Staffing Group LLC, hereinafter referred to as “employer”,
and _Gewr Yue 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 fo 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.

i 2
Employee/Sigpature

oo Mg

Employer Soluﬂ@s Stafﬁjng Group LLC, Representative
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employer solutions staffing group..

Important/importante
LOST OR STOLEN PAYCHECKS

If a paycheck is lost (missing, misplaced, destroyed, lost in the malil, 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 reciutador 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 ACUERDA—

Name/Nombre (con letra de molde): gﬂ( \)\-—-——-
Signature/Firma: % e

r—

/N



employer solutions staffing group..

INJURY MANAGEMENT PROGRAM

Injured Worker’s Responsibilities

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

RESPONSIBILITIES OF THE INJURED WORKER:

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

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

Obtain a Report of Workability from your physician at every appointment, a
minimum of once every two weeks. M.R. 5221 .0420 requires that your physician
cooperate with return to work planning and that you be released to return to work
at the earliest appropriate time.

Immediately following your appoiniment, 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 vour emplover immediately of any new iniuries 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 re j ilitie7yﬁgree to abide by these guidelines.
Signed: ) o o
\/\_)--.—_

[ "

7 N\
Printed Name: /:S,_eé/
—




Pre-Screening Notice and Certification Request for
the Work Opportunity Credit

» Information about Form 8850 and its separate instructions is at www.Irs.gov/form8850.

o BOO0

(Rev. March 2016)

Department of the Treasu
Internal Revenue Service Y

Job applicant: Fill in the {ines, below and check any boxes that apply. Complete only this side.
Your name oA A— Soclal security number > (st v\ B8

Stsetatosswheroyouve DAL Wasaslia Vo
City or town, state, and ZIP code gz . %& !\,_ NN %mu

County Q"-‘V&M Telephone number (2‘5‘ &9 Ur 1] l

\
If you are under age 40, enter your date of birth (month, day, year) W03 ek

OMB No. 1645-1500

41 [0 Check here if you received a conditional certification from the state workforce agency (SWA) or a particlpating local agency
for the work opportunity credit.

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

e | am a member of a famlly that has received asslstance from Temporary Assistance for Needy Familles {TANF) for any 9
months during the past 18 mornths.

« | 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.

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

e 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 endling 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 [0 Check here if you are a veteran entitled to compensation for a service-connected disabliity 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.

6 [ Check here if you are a member of a family that:
» Recelved TANF payments for at least the past 18 months; or
» Received TANF payments for any 18 months beginning after August 5, 1887, and the earliest 18-month period beginning
after August 5, 1987, ended during the past 2 years; or

e Stopped being eligible for TANF payments during the past 2 years because federal or state law fimited the maximum time
those payments could be made.

7 [0 Check hereif youareina 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 theaBpve Ingormation to the employer on or before the day Twas offered a job, and it Is, to the best of my knowledge, true,
correct, and complete.

Job applicant’s signature > i P o S Date §'-' 2'9 l / 7
For Privacy Act and Paperwork Rﬁducﬁ:ln Act Notice, see page 2. Cat. No. 22851L Form 8850 (Rev. 3-2016)
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Form A (rev. 03/2017) TAX CREDIT QUESTIONNAIRE

EMPLOYER SECTION:
Client: £ Gy Company: M (n
Locatmn:cgwb\ ; l , ’ an E | A a4 Position: W ‘@W Starting Wage: $ , 2. 58’
EMPLOYEE SECTION: J
First Name: Last Wmez Suffix: Street Address: \:\ City/State: Zip:
Z ; e v— O gt A <U. P~ H5Eidle
SSi#: Date of Birth: Age: Have you worked for | Ifyes, location:
G\ o BYE™L \-6% ~11 84 ~3, | this company ore?
Yes[] No
Please complete all questions, and sign and date the form. Yes

1.

City:

Have you or has anyons living with you received Temporary Assistance to Needy Families (TANF)

at any time since August 5, 19977 (If yes, please provide information below.)

Name of the person receiving benefits: Relationship to you:
i County: State:

K| 2

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

Name ofﬂxepersonreceivingbeneﬁts: _____ Relationshiptoyouw: __
City: County: State:

3.

Have yon received Supplemental Security Income (SSI) at any time within the past 3 months?
Please note, this is not the same as Social Security benefits (SS) or Social Security Disability (SSDI) benefits.
*Ifyou 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:

[0 Vocationsal Rehabilitation Agency [ Dept. of Veterans Affairs [ Bmployment Network (Ticket to Work Program)
Name of Agency: Phone#: _____

City: County: ___ State:
*If you checked yes please provide a copy of your active Individual Work Plan and Ticket to Work documentation.

5.

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

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

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

1f yes, dates of unemployment - From: To: ___

Did yon receive unemployment compensation at any point during your unemployment?
If yes, in which state did you receive unemployment compensation? __

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 thisa ] Federal or [] State conviction? IfState - County: ____ State:

Bl = OE

X xS R E

Additional Tax Credits
IEC (Native American): Are you or your spouse a member of a Native American Tribe?
Ifyou checked yes please provide a capy of your CDIB card.
CA Residents: [1 Are you the child of foster parents? 0 Do you receive CalWorks? [0 Workforce Investment Act?
] Are you a migrant or seasonal farm worker? [C] Have you ever been convicted of a misdemeanor?
SC Residents: [] Do you recsive Family Independence Benefits?

PLEASE READ, SIGN, AND DATE:
Under penalties of perjury, I declare the infc ion above to be true and accurate to the best of my knowledge, and 1 hereby authorize any agency, organization, or

Consultants, Inc. dba Retrotax), or the Department

individuals to supply such verification or bﬁmﬁ% needed 77« tax credit eligibility to my employer, employer representative {Associated
New Employee Signature: ! p—" Date: €-25-/ ?

4




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 each certification request filed for the new target
group.

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

knowledge.
/7 / ya ’
New Hire’s Signature: / A/ Date ?"9‘—"[ ?“

New Hire Name: e \/V*h—\

Social Security Nug!ier: L& 1l BSSH

Employer Name:

Please check the statements below if they apply to you.

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

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

(Enter start date)

Privacy Act Notice:

The Intemal Revenue Code of 1986, Section 51, as amended and its enacting legislation, P.L. 104-188, specify that the State Workforce Agencles are the
"designated’ agencies responsible for administering the WOTC ceriffication procedures of this program. The informetion you have provided completing this
form will be disclosed by your employer to the State Workforce Agency. Provislon of this information is voluntary; however the informafion is required to
determine your employer’s eligibility for the federal fax credit.

—e o v — ¢ o o ¢ o 0 ¢ S 3§ S 4 4 S ¢ g ¢ > e § 4 o 7 f e e ) g S e 4 g 3 S P s e e s e O ¢ e ¢ 9 S § S e ¢ e 44 e 4§ S O ¢ G S S S O § Gy ¢ 4 by ¢ o

Public Burden Statement:

Persons are not required to respond fo this collection of information unless it displays a curently valid OM B control number. Respondents’ obligation to
complete this form is required to obtain or retain benefits (P.L. 111-5). Public reporting burden is estimated to average 10 minutes per response, including the
fime for reviewing instructions, searching existing data sources, gathering and maintaining the data needed, and completing and reviewing the collection of
Informetion, Send commenis regarding this burden estimate 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 fo this address.
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Acknowledgement of Receipt Antiharassment Policy

| certify that | have received a copy of Employer Solutions Staffing Group’s Antiharassment Policy. |
understand that it is my responsibility to read this policy and ask my supervisor, a member of
management or to telephone Employer Solutions Group (ESSG) at 952.835.1288/1.866.496.7573 with
any questions | may have about this policy. | agree to comply with ESSG's policy on Antiharassment
and understand failure to comply is grounds for disciplinary action, up to and including termination.

1 also agree that if at any time during my employment | am involved in any employment dispute or | am
subjected to any type of discrimination, including discrimination because of race, sex, age, religion,
color, national origin, disability, marital, sexual orientation or veteran status, or if | am subjected to any
type of harassment including sexual harassment, | will immediately contact my supervisor, manager,
director or ESSG's Human Resource Department at 952.835.1288/1.866.496.7573 in order to obtain
assistance in the resolution of such matters.

Employee Na lease FWKt)
T

Date;: S~ 25- 17




RECEIPT OF EMPLOYEE HANDBOOK AND EMPLOYMENT-AT-WILL STATEMENT

This is to acknowledge that | have read the Employer Solutions Staffing Group LLC Temporary
Employee Handbook and understand that it sets forth the terms and conditions of my employment as
well as the duties, responsibilities and obligations of my employment with the company. |1 understand
and agree that it is my responsibility to abide by the rules, policies and standards set forth in the
Handbook.

| also acknowledge that my employment with ESSG is not for a specified period of time and can be
terminated at any time for any reason, with or without cause or notice, by me or by the company. |
acknowledge that no oral or written statements or representations regarding my employment can alter
the foregoing. | also acknowledge that no manager or employee has the authority to enter into an
employment agreement, express or implied, providing for employment other than at-will.

| also acknowledge that, except for the policy of at-wiil employment, ESSG reserves the right to
revise, delete and add to the provisions of this Employee Handbook. All such revisions,
deletions or additions must be in writing and must be signed by the CEO of the company. No
oral statements or representations can change the provisions of this Handbook. | also
acknowledge that, except for the policy of at-will employment, terms and conditions of
employment with the company may be modified at the sole discretion of the company, with or
without cause or notice, at any time. No implied contract concerning any employment-related
decision, term of employment or condition of employment can be established by any other
statement, conduct, policy or practice.

| understand the foregoing agreement concerning my at-will employment status and the
company’s right to determine and modify the terms and conditions of employment is the sole
and entire agreement between me and ESSG concerning the duration of my employment, the
circumstances under which my employment may be terminated and the circumstances under
which the terms and conditions of my employment may change. | further understand that this
agreement supersedes all prior agreements, understandings and representations concerning
my employment with the company.

If | have questions regarding the content or interpretation of this Handbook, | will bring them to the
attention of ESSG.

pATE_ 225 VF

EMPLOYEE

NAME ve -
PLEASE PRINT

EMPLOYEE

SIGNATURE -

ESSG

REPRESENTATIVE
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m ACKNOWLEDGMENT

The associate handbook was reviewed with me, and | have received my personal copy. |also
acknowledge that | have been given the opportunity to ask questions and express concerns
during my orientation. Additionally, | understand and support the following:

1. 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.

2. 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.

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

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

Date: ® 25\ 5

Associate's Signature:
Associate's Printed Name: (‘3')'9( \\)hu__—

Orientation provided by: ,1/\3\) N\KVO’\
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