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employer solutions staffing groun..

New Hire Application
— Personal Data— PLEASE PRINT LEGIBLY IN INK

Last Name JN ks First Name L@LW bndl e Middle Initial _J}/| .

Street Address s — Apt/Ste
City/Staterzip Ut |

Mil SS706
Phone Numbkel g% DY%h. [2-Yee Emall Address /

Staffing AgencyIRecruitment Partner

Lalanda Waer, Wande lasd K Jo17

Name (Print or type) Applicant's Signature

A copy or facsimile ("fax") will be considered the same as an originaj slgnature, r employment correspondence

Unemployment Lettor
(i applicahlg)

Client Use
Work Site Loc,
R Mk} iy
ESSG - CMG Rev. 04/2017

ESC Appllcation




The exceptions don't apply to supplemental es Nonwage Income, I ou have a large amount of
F Ol‘m W'4 ( 201 7) graatarthg?: # .ooo,ooo.ply = Lo nonwage Income, sucx as Interestatr:g dividends,
Baslo Instructions. If you argnt exsmpt, compiste Sonsider making estimated tax ents using Form
> 1040-EB, Estimated Tax for Individuals, Oth
Purpose. Complste Form W-4 so that your the Personal Allowanoes Worksheet below, The u may owe dditional tax, If you have Jon or
employer can withhold the correct federm| Income Workshests an page 2 further adjugt your gnuﬂya’fncoma 588 PLE 805 s find outpl?nal.?ghould
from your pay. Consider complating a new Form Withholding allowances based on itemized g wit?;holdl on Form W4 o W&?’
W-4 each mrand when your personal or financlal deductions, certain oredits, ustments to Income, djust your ng m v .
situation changes, or two-eamers/multiple Jobs shtuations, 'lwr?deamam or multiple jobs, lf:jog rhave ath
Exemption from withholding, if you are exsmpt, Complate all workshests that . However, you S g spouse or more than ane job, B
complets only fines 1, 2, 3, 2,9an 7 and sign the may clgm fower (or zerg anowa:poep;.y For regular o"’nma"'}gg'a S"a"r’,f a",'j’,“’,.g"ﬁ.ﬁ.?’%.;‘:?,ﬁ o:g gn?",a'"'
Py 165015, St S A" 207 e e e e e
3 , . 505, Tax yo an =Y ol 2
and Estimetos T, Percentage of wage, o e iponenoos s dlamed on tho Form Wiy -
Note: If another PErson can claim you as a dependent Head of housshold, Generally, you lcanoclalmhead g~ 0N ti6 of ers. Sea Pub. 505 for detalls,
on his or her tax retum, you oan't claim exemption VOU are Lot ing Statug Oy mﬂrﬂﬁn °'}2" Nonresident alien, I you are a nonresident allen, see
i poiding it you gﬂé’&“k'é.'f'“’;"‘;“nﬁfn’e"%&m%”;’:u“ ur Nonoayy262, Suppismental Form W-4 Insiriations o
example, interest and dividends), degend ssﬂor otﬁef qualifying individuals, 8ee Nonresident Allens, before completing this form,
An employee m be able to claim Pub, 501, mptions, Standard Deduction, and Check your withholding. After your Form w4 takes
2 ay Filing Information, for Information, effect, use Pub, 505 to 888 how the amount you are
& depanan rom Withholding even if the employes Is Ceatitg take projectsd fex credits having withheld compares to your projecte Jo oy
3 dependent, f the employse: b phled Yo aeoiect P oredis Into for 2017, Ses Py b sspedially fyier eamings
* Is age 65 or older, W%oldlng g,,owgnyge& Credits for chiid or dependent excead $130,000 (Sing 6) or §18 .005 {Manied).
® |3 biind, or care axpenses and the child tax oredit may be claimed Future developments. Information about any future
© Wl oleim acj ents o Income; tax credis: - gsln tl;u)e ggsmfgnrnlfgllowanm Work;?sat below, Fe\l’;lo rgen:s mrﬁng }N—4 (aﬁl)lwm ag
ustm ] . jon el ease B posted
temized deductions, on his or her tax ratum, cr:,ﬁ' Into wﬂhll;aldl ""2}}3,’,‘,3,?022',‘ vering your other aetg www.lra.gaﬁr/wt!. -, a
Personaj Allowances Worksheet {Keep for your records.)
A Enter“1"foryourselfifno one elsecanclalmyouasadependent. ©'6 0 0 0§ o = * e s« o . . . A z

* You're singie 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, yoy may choose to enter =-g.» if you are married and have either a working spouse or more
than one job, (Entering “-0-» may help you avoid having too little tax withheid) . ., , . © 0 0 4 o 5 o 4 c O
D Enter number of dependents (other than your Spouse or yoursel) you wilj claim on your tax retum. , |, |, | D
E  Enter**jf you will file as head of househoid on your tax return (see conditions under Head of household above) E
F  Enter1”jf you have at least $2,000 of child or dependent care expenses for which you Plan to claim a credit F
{Note: Do not inciude child support payments, See Pub, 503, Child and Dependent Care Expenses, for details.)
G  Child Tax Credit (including additional child tax credit). Ses Pub, 972, Chiid Tax Credit, for more Information,
* If your total income wijj be less than $70,000 ($100,000 i marnied), enter *2” for each eligible child; then less “1" if you
have two to four eligible chiidren or less “2" if you have five or more eligible chiidren,
* if your total income wiif be between $70,000 and $84,000 ($100,000 and $119,000 i married), enter “1” for each eligiblechid,. @
H  AddiinesA through G and enter tota) here. (Note: This may be different from the number of exemptions you claim on your tax retum,) » H
® If you plan to itemize or clalm adjustments to Income and want to reduce your withholding, ses the Deductions
For accuracy, and Adjustments Worksheet on page 2,
complete all * If you are single and have more than one jab or are married and you and your spouse both work and the combined
worksheets eamings from all jobs exceed $50,000 ($20,000 married), sea the Two-EamerdMulﬁple Jobs Workshest on page 2
that apply. to avold having too litte tax withheld,
* If nelther of the above situations applles, stop here and enter the number from fine H on line & of Form W-4 below.
Separate here and glve Form W-4 1o your employer. Keep the top part for your records.
A W"'4 Employee’s Withholding Allowance Certificate OMB No. 1645-0074
REeilis™ | hieter o e nto t i acoran e o e s o | D)(0) 4 7
1 Your first name and middle Initia] Last nam 2  Your soclal seon number
LML%\)G» : N\ adle Yo, 25 e
I /A 35iress (number and sirsat or rra] o] 3 [-singe L1 marea L1 Marred, but withhold at higher Single rate,
i B ) B'g Vil - Note: If manied, but legally separated 21 #pouse Is a norvesidant allen, check the *Single” box,_
stts, and ZIP cade 4 Htyour last name differs from that shown on your socla) sacurity card,
%\' ¢ mn . SN 1 09— check here. You must call 1-800-772-1213 for a replacement card. P[]
5 Total number of'allowances you are claiming (from Iine H above or from the applicable worksheet on page 2) 5
6  Additional amount, if any, you want withheid from each paycheck Al o S e T [ |
7  ]claim exemption from withholding for 201 7,and| certify that | mest both of the following conditions for exemption,

® Last year | had q right o a refund of afl federal income tax withheld because | had ho tax llabllity, and
* This year | expect a refund of all federal income tax withheid because | expect to have no tax liabijity.
if you meet hoth conditions, write “Exempt” here. . . >l

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

Employee’s slgnature \ ' :
(This form Is not valld unless yousign it) » |y 2.\ AW {4 !& ‘!@ d X Date » l {h 90 ¢
Employer's name and address (Employar; Complete llnes 8 and 10 only if sending to the IRS.) , 9 Office cods (optional) | 10 loyer Idgftification number (EIN)

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



Employment Eligibility Verification USCIS
Department of Homeland Secnrity Form 1-9

N ’ e - . Wl 2 OMB No. 1615
s/ U.s. Citizenship and Immigration Services Ex,,i,;o,,gm‘?,‘l";’
P START HERE: Read Instructions carefully before completing this form. The Instructions

discriminate against work-authorized individuais Employers CANNOT specify which
document(s) an employee may present to establish employment authorization and identity. The refusal to hire or OOMI:W__
an individual because the documentation pre_s_e"tedhm—fumreezm‘mﬂnmw scrimination.
ion 1. Bmployed nfarmatlon an on (Employesd rust Gamipfele ard sign Seotian 1 af Porm 19 16 leter
than the firat day. of employmeny but not betors avcenting @ ab affer ) :
Last Name (Family Name) st Name (Given Name) Middle Initiaj Other Last Names Used (i any)
ZiuUéLn a4 44

Address (Street Number and Ngme) Apt. Number | City or Ta‘s State ZIP Code
D93 O $b. . Qe f Myl s3765

Date of Birth (thd&évyyy) U.S. Soclal Security Number Employee's E-mall Address Employee's Telelpﬁrgyrljber

A01-1-197¢ | BaF- A - B Wanda\adi /3@ i 0 1, a7 150

Iam aware that federal law provides for imprisonment and/or fines for faise statements a/ use of false documents in
connection with the completion of this form,

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

B2 1. A citizen ofthe United States

D 2, A noncitizen nationaj of the United States (See Instructions)

D 3. A lawful permanent resident  (Allen Reglstration Number/Uscis Number):

]:I 4. An alien authorized 1o work  until (explration date, if applicable, mim/ddlyyyy):
Some allens may write "N/A” In the expiration date field. (See Instructions)

g document numbers to complete Form 1-g: 0o ﬁ’;",,;;',:;:;;','fg;m
Admlssion Number OR Forelgn Passport Number.

1. Allen Reglstration Number/USCIS Number:
OR

2. Form 1-84 Admission Number;
OR

3. Forelgn Passport Number:

Country of Issuance:

Signature ofEmPloyee}\L,Aj onda Wods T°j sig"mm 2017

4l not usg @ preparer of transiator, [ A prepareris) andror bransiator(s) assisted the amply
el below must be compisted ang 8igngd when preparers ancfor

_knowledge the I}
Signature of Preparer or Tra

_parer andlar Translatémuqﬁ (chegk onej;

Iriristatars pssist an emplayes in oaripleting Beation 1)

var penalty of perjury, that | have assisted In the complietion of
dpation Is true and correct.

Today's.Date (m}n;d[dfyjbyi 5 / 7
Last Name (F; Frst Name (Given Name) * j& ;
s T— Q A A e
Address (Street Number ang Namg) City or To % ZIPCode
Y3 Sba.jg:a.vwf‘ St ‘3{%%& MATSSIC O
D)
@ Employer Completes Next Page @

FormI-9 1171412016 N



Employment Eligibility Verification
Department of Homeland Security
U.S. Citizenship and Immigration Services

USCIS

Form I-9
OMB No. 1615-0047
Expires 08/31/2019

ative Revlew and Verlticallon
enfative ; mm&euvonmmmamnmmwm“m  fist day of emplayment. yoy
inating wmmumammumamsm dwume:% List € &4 listedf op tha Uists
{ Acve Doguments. . .
Employes info from Section 1 WN&W) li'lrst NETE (Glven G)] I\M\ Cﬂlizmshlpllﬂmimzﬂmsm_ =
ListA OR ListB AND ListC
Identity and Employment Authorization Identity Employment Authorization
Document Title Document Title . Document Title
AN (N a1 o C

Issuing Authority I85uing Auth Issuing Autho

W aTe oCn gy =oapo
Document Number mej mbe, Doc Number

LY R90 2L (3 S L 14

Explration Date (if any)(mm/dd/yyyy) Expiration Date (lfanﬂ(mm/dddlyja/) Expiration Date (if a m/dd/yyyy)

01— \\-20(7 N/
Document Titie \
lssuing Aty Additional Information Do Not Wits p e
Document Number
Expiration Date (if any)(mm/ddyyyy)
Document Title
Issuing Authority
Document Number
Expiration Date (if any)(mm/ddiyyyy)
Certification: | attest, under Penalty of perjury, that (1) I have examined the document(s) presented by the above-named employee,

(2) the above-listed document(s) appear to be genulne and to relate to the

employee is authorized to work In the United States,

Th \ mployee's first day of employment (m,

n/dd/yyyy): o-1Y-200 7 (See lnfructlons for exemptions)

employee named, and (3)

to the best of my knowledge the

Lastﬁme Employer or Authdwiz2
f-) Q..Q--_, L~

Today's Date(mm/dd/wyy)

01-14-2017)

ployer or Authorized Rep
Lcruit e

ntative

Fi pl or Authorized Representative

Employer's Business or Organization Name
EMPLOYER SOLUTIONS STAFFING GROUP L1LC

Employer's Business pr Orga on Address (Street Number and Name) |City j Town State ZIP Code
7301 OHMS LANE 408 EDINA MN 55439
Seotign ¥, Reyariflaation and Rahirés (7o he campioled s plgned by emploper ar aulhorzed repraseriaive )
A, New Name (# aphlicable] B. Date of Rehire (# applicable)
Last Name (Family Name) First Name (Given Name) Middle Initial Date (mm/ddiyyyy)
eriployineril alihonization has expired, provida e Tiforimation for the dooumant or recelpt Thal eslabiishas 1
In the space pravided below.

Document Title

Document Number

Expiration Date (if any) (mm/dd/n/yy)

| attest, under penalty of perjury, that
the employee presented document(s)

to the best of my knowledge, this employee Is authorized to work in the United States, and if
genulne and to relate to the Individual.

, the document(s) I have examined appear to be

Signature of Employer or Authorized Representative

Today's Date (mm/dd/yyyy)

Name of Employer or Authorized Representative

Form I-9 11/14/2016 N









Authorization

rst ¥ Middie (O Last

Other names used:
Current county of residence:

Current and former addresses:

1017 current 2% S(Armlt)r st. st M mwSSVd

from Mo/vr 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 willyiot use it for any other purposes.

Py 11976 " H97- F —gsary

MDate of birth ocial security number

0 A\LT 9931, (= aolx

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.

Dot Wt Jiely 19 sor

Signature Aate /




EMERGENCY CONTACT INFORMATION

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

Employee Name: MM@_\A\M

r k. Daw iy 55164,

: ' i EMERGENCY CONTACTS ot _

%; __ Please list two peaple (in priotity ordet) Who oduld be santasted in case of an ¢mergensy
Contact #1 Home Phone:

Name: Vewr n el VU Q——d/k Cell Phone{ { . 81) =7 _XA-"1980

Relationship: ‘S). ) “'6P Work Phone;
Contact #2 Home Phone:

Name: Cell Phone:

Relationship: Work Phone:

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)

Dy pa

BASICG INFEORNEA [N :
Employee Name SSN# (1ast 4 digits) .
'(JLWM a _.__.9...5_—

T ;
SEERIONT

5 below) NatlemnDepnsua:mmmaymkeupto7du)uto be activated
mplete Sections 4 and § below) | | Paper Check (Please complete Section 5 below)
DIREGT DEROST §

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

uthorization, ESSG will provide the necessary information and issue You a Payroll Debit
Cm:d to Ppay your wages, For your protection, the financial institution may ask You to provide them additiona] identification information so they can

Except for the routing and account number, ESSG does not have access to any information regarding your Payroll Debit Card acconnt or
transactions, On your first payday, yon 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,

ARDHOLDER INFORMATION (aa you was your Payroll et Card to be iased) ' -
m "m. WNWM e - 19710
e Ty A A TP
. Parp Wy [ =0 e VDY TG L-TA

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

paym]]]):];;t(;;:i{ouﬁng# Payroll Debit Card Account# Ulis 3l v\ood 6"5 A bS5k

|I have received my Payroll Debit Card, welcome brochure, program fies, program terms, conditions, and disclosures, By activating my Payroll Debit Card,

SECGRION 5 ([ FELORIZA BTN
I authorize BSSG to directly deposit my periodic Wwages/compensation payments, net of required tax withholdings, other required withholdings
or authorized deductions, i 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-maﬂ:[ﬁ“/ﬁ%—dlﬂ- W&dllﬁu]ﬁ @ A ;M LM

this information will only be used to.dend your paystubs electronically
Employee's Signaturzﬁ

alWlonda oo = M, /4507




= i
]

employer solutions staffing group..

STATEMENT OF CONFIDENTIALITY

This agreement made this | : " day of <) Ul , ; 20?12_, between
Employer Solutions Staffing Group LLC, hereinafter ferred to as “‘employer”,
and hereafter referred t ‘employee”,
WITNESSETH:

For the durati
this employment with employer, for any reason whatsoever, the employee shall
not use or disclose to any other person or company, and confidentia] or
i on 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 g violation of any of the provisions hereof, the
employee agrees to pay to the employer the sum of $10,000 as liquidated




empioyersolutions staffing group..

INJURY MANAGEMENT PROGRAM

Injured Worker's Responsibilities

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:

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.

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.

Ifitis 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.

| have read my responsibilities and agree to abide by these guidelines.

Signed: M: IA [_@{‘ }ﬂ 4 QQM

Printed Name: Lo W)ans/y 1y




vt

employer mgmgtafﬁﬁgg‘oup

Important/im portante
LOST OR STOLEN PAYCHECKS

If a paycheck is lost (missing, misplaced, destroyed, lost in the mail, efc.), you
must notify your staffing recruiter that the check cannot be found. If it can be
verified that the check has not been cashed, ESSG will stop payment on the
check and re-issue the check to you, deducting a fee of between $25-$35.

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. |f the check has not
been cashed and if the loss of the check was not your fault, ESSG wijj issue a
new check and no fee wij| be deducted.

CHEQUES DE PAGO PERDIDOS 0O ROBADOS

Si un cheque de Pago se pierde (que falta, fuera de lugar, destruido, perdido en
el correo, etc), usted debe notificar a sy reclutador de personal que el cheque no
Se puede encontrar. Sj 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,

AGREED/SE ACUERDA—
Name/Nombre (con letra de molde): h_ec Anele. Waee

ﬂ]@ture/Firma%_h ZMZL /Lo_ﬁd&
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employer solutions staffing group..

ESSG WORKPLACE SAFETYPOLICY

It is ESSG’s policy that all employees should he able to enjoy a hazard free and safe
work environment. It is ESSG’s duty to;

recognized hazards and comply with standards, rules and regulations issued
under the OSH Act.

and eliminate potentia] safety and health hazards and to determine
necessary training and Protections for employees at the facility,
(8) Make sure employees have and uge safe tools and equipment.

ESSG is committed to vigorously enforcing its OSHA Compliance Policy,

To help ensure a safe workplace, you have certain responsibilitieg too, which include
the following:

° Responsibﬂity to work in compliance with OSHA laws and regulations

° Responsibi]ity to use personal protective equipment and clothing as directed
by the host employer

° Responsibﬂity to report workplace hazards and dangers

° Responsibﬂity 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 potentia] dangers in the
workplace



Nl e

employer solutions staffing group.,.

“

Acknowledgement of Receipt of Workplace Safety Policy

working in an unsafe or dangerous work environment, I wil] 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

Employee Name (Please Print)

MU\)MdL W aely

Employee’s Signature:

4 MJW Date: Mﬁl Zzﬁ, GO
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rom OG0 Pre-Screening Notice and Certification Request for

(Rev. March 2016) the Work Opportunity Credit OMB No. 1545-1600

I?I?BmE’ Reva%fmgms:rvmﬁw > Information ahout Form 8850 and its separate

Street address where you live ? - 'l' a

—GWaHown,—stata;_mP code } . ® AR ‘IOB'\

County %W’i 3% ' Telephone numbdr ];; ) ‘/ 3D~ 79-6;

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

1 [J Check here if Yyou received a conditiona] certification from the state workforce agency (SWA) ora particlpating local agency
for the work opportunity credit,

2 [ Check here if any of the following statements apply to you.
* lam a member of g family that has recelved asslstance from Temporary Assistance for Needy Familles (TANF) for any 8
months during the past 18 months,

* lam a veteran and a member of a famlly that received Supplemental Nutrition Assistance Program {SNAP) benefits (food

® lam at least age 18 but not age 40 or older and | am a member of a famlly that:

a. Received SNAP benefits (food stamps) for the past 6 months; or

b. Received SNAP benefits (food stamps) for at least 3 of the past 5 months, but is no longer eligible to receive them.
® During the past Year, | was convicted of g felony or released from prison for a felony.
* | received supplemental Security Income (SSI) bensfits for any month ending during the past 60 days.

® lam a veteran and | was unemployed for a period or periods totallng at least 4 weeks but less than 6 months during the
past year.

3 [J 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 [7 Check hers if You are a veteran entitled to compensation for g service-connected disability and you were discharged or
released from active duty in the U.S. Armed Forces during the past year,

5 [1 Check here if You are a veteran entitied to Compensation for g service-connected disabllity and you were unempioyed for g
period or periods totaling at least 6 months during the past year.

6 [ Check hers i You are a member of a famlly that:
® Received TANF payments for at least the past 18 months; or
* Recelved TANF payments for any 18 months beginning after August 5, 1997, and the earliest 18-month period beginning
after August 5, 1897, ended during the past 2 years; or

* Stopped being ellglble 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 s at least 27 consecutive weeks and for all or part of that period
you recelved 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 a Job, and it Is, to the best of my knowledge, true,
correct, and complete,

Job applicant's signature p L,Zt, \rU QM a L/Uaﬁ«(;v\ Date ) QO[
For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 22851 Form 0 (Rev. 3-2016)

117-

e



Form A (rev. 03/2017) TAX CREDIT QUESTIONNAIRE

EMPLOYER SECTION:
Client: Company:
Location: Position: Starting Wage: §
EMPLOYEE SECTION:
First Name: Last Name: Suffix: Street Address; . City/State; Zip:
Wa e La;gmgw_ 2% Superior gk . 9 P 0 inp | 210
SS#: Da irth: [Ager | Have you worked for | If yes, location:
this company before?
M7 -ea745] o /1-797¢ |4 (| vall N2
Please complete all questions, and sign and date the form, Yes No
1. Have you or has anyone living with yon received Temporary Assistance tp Needy Families (TANF) O ¥

Name of the parson receiving benefits: Relationship to yow ___
City: County: State:

2. Have you or has anyone living with You received Food Stamps (SNAP) at any time during the past 15 months? & O
(If'yes, please provide i ation below.) \ o g
Name of the person recejving benefits: Rﬁtne'onship 1o you: Qvo“"

Clty: __ Coumty: __ Spue: St . Pot ] Damse., MAL
. . LS. 7/

5. Areyoua Veteran of the U.S, Military? *Jf: yes, please provide q copy of your DD-214 and letter of separation, 73] m
(If yes, please provide information below, Ifno, please continue to question #5.)

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

Are you entitled to Or are you receiving compensation for service-connected disability? 0

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

N

N

—_——

Ifyes, dates of unemployment - From; To:
Did you receive unemployment tompensation at any point during your unemployment?
If yes, in which state did You receive unemployment compensation? __ o { ©

Bl O ol

Was thisa [] Federal or [ state conviction? If State - County: State:

——

Additional Tax Credits

PLEASE READ, SIGN, AND DATE:

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

New Employee Signature; Wamda I/M Date: %M l/ ]/ ‘/,, J0|7




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 IR Form 88
Separately, with ETA Form 9061 (or ETA Form 9062) for on request filed for the new target

group

New Hire’s Signature: W L Ay Date_J 4 17 /4 , oI

New Hire Name:

Social Security Number: 4427 - ], - 47140

Employer Name:

(Enter start date)

Privacy Act Notice;

The Intemal Revenue Code of 1886, Section 51, as amended and its enacling legislation, P.L_ 104-188, specify that the State Workforce Agencies ar the
"designated” agencles responsible for administering the WOTC certification procedures of this program. The information you have Provided completing this
form will be disclosed by your employer to the State Workforce Agency. Provision of this Information is valuntary; however the Information Is required fo
determine your employer's sligiblity for the federal tax credit,

ETA Form 9175 (Rev. November 2016)



~ employer solutions staff Ing group.

Leveraging Resources in a Changing Market

Notification of Minnesota Law Requirement —
Unemgloyment Acknowledgement

According to Minnesota Statute section 268, 095, subdivision 2, paragraph (d), an

may affect your unemployment benefits.

?Sé WW/:L Wasts oty 14, 2017
mployee Signature: Date: J i

hoe Woeeel e [Apade

Employee (please print your name here)

CMG_SM - Rev. 09.2013



DRUG AND ALCOHOL
TESTING CONSENT FORM
1. I'have been allowed to read and inspect a written copy of ESSG policy on
drugs and alcohol,
2 I "entire contents of thig policy and | am aware and ful|

3. I hereby voluntarily consent to ESSG, or its health Service providers, or
other persons or entities acting for or with them, to collect 5 body Component (blood,

i 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 results of my drug and/or alcohoj test and other information
related to the test.

\
Individual's Name

L |
te

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



lu ACKNOWLEDGMENT

The associate handbook was reviewed with me, and | have received my personal copy. |l also
acknowledge that | have been given the Opportunity to ask questions and express concemns
during my orientation, Add@naﬂMndemﬁndﬂndﬁuppomgtbﬂomng:

1. This handbook is intended as a guide and not an employment agreement that
Ccreates 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. lagreeto notify my ESSG Consultant immediately of any change in my personal
data such as phone number, address, emergency notification, etc,

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

Date: JMA/QM /Lf,. D017
Associate's Signature: }\A IA_{OL nd o ‘/UOL@L\

Associate's Printed Name: /77 )4 Wanela %W

Orientation provided by:

24



. <" hemployer solutions staffing group.
Leveraging Resources in a Changing Market

000!

Benefits Enrollment Form

Employce Information

Name (First and Last)

Address

goup, employer sob oy rationwice
thokime I 3 Vo0 Dt N 2 m, \wn--a--thnuan Ben ” P’a"i l i.ni 3 : ,u
Enhanced MEC Plan_Plan 1

New Employee Rehire Rehire Date

Soclal Sscurity Number

H99-Uo - Gy

(o

Lo Winds \iggd,

Married

3k .

AN I, 1970, i
Emall Addregs: /

Divorced

hone Number: i
a1 S U3~ 158 L Ao claliacls | & 3gmaid e
IPlease Select Desire Coverage:
,:' Employee Only - Employee+Spouse - Employee+Child(ren) . D Family -
- $24.00/Week $38.00/Week $36.00/Week $63.00/Week

IF DECLINING- ERE

YOu MUST SIGN H
Empiloyee slsnammLa«L Wi 1, W%

m//h/j, /£, Solgy

Employer Solutions Staffing Group Health Benefits Team
PO Box 46270 Minneapoiis, MN 55344-9956
Phone: 852-7687-951 9 Fax: 952-767-9515
Email: Health@employersoluﬂonsgroup.com



raxea maemnity Medical Benefits_Plan 2
. VSl .-~ 219301.ESG-1 LOCATION

D T S

OFFICE USE ONLY

ENROLLMENT FORM

Namt UGN d a_ N ( cial Security #

Rehire Date____/__ 4

——— .

ESC CU(UNAC-MN) P1 V214

T e, o ——

ust Be Filled Out)

£

' So ne | oy
T iy AT T Y0 645> M@
Address. Yl § Apt. #
1~ cwy ; ~i State | Zip : Date of Birth
VG . Ooa D YN | SSIOH- 01 111597,

B. DO YOU OR ANY OF YOUR DEPENDENTS RECEIVE MEDICARE BENEFITS? DYesDNo If Yes, please continue
Medicare Health Insurance Claim Number (HICN) ; Medicare Effective Date

e vt & 3 s e e

e et te s e e —vaom s

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

C. LIMITED BENEFITS PLAN SELECTION
You MUST select 3 coverage level before any benefits in Section C. Your coverage level for

identical. The Fixed Indemnity Medical Plan, Dental Plan, Te
Insurance Company. The

P =

e

Payroll Deducted Weekly Rates

the all benefits in Section C will be
rm Life Plan, and Short-Term Disability plans are underwritten by BCS

Vision plan is underwritten b

y Companion Life Insurance Company.
FIXED INDEMNITY SHORT-TERM
v el oL | VEoN | Temues DISABILITY *
Eroployes Qrily [] 025§ s Gl s @]  s0e0 33| a2
Employee + 1 [] $41.10 $12.34 $4.92 $0.90
Emplyee + Famlly [ ] $54,38 . %2038 - 4656 51,80
o oL Benefits []] [ ves [INo | [Tves [ Llves Lo | Clves CIo | [Cves [ No
' This coverage is not available to residents of NH, HI, or PR. 2STD is not available to persons who work in CA, HI, NJ, NY, or RI
For Term Life / Accidental Death & Dismemberment, please write in your beneficiary information, Accidental Death &
Dismemberment is part of the Term Life Ben
Name Relationship

D. REQUIRED DEPENDENT INFORMATION

Name

[ Social Security#l' Date of Birth | Sex ; Relationship T M
Name T 2 MIE] [ Spomel] Child[_]Domestic Partner
Name | Social Security # | Date of Birth | Sex Relationship
|
T L 7 E] st ey []Pomestic partner
Name  Social Security # ' Date of Birth Sex ’ Relationship
e Sl S SRR Yl L1Spouse (] chitd [ Domestic partner
Name i Social Security#f Date of Birth | Sex | Relationship

E. REQUIRED SIGNATURE

I'have read the benefit packet and understan

a limited time "a_n__d

DATE

| understand that m

d its limitatj
aking

no benefit selection

ons. | un

derstand that open enroliment is only
is a declination of coverage. i

You _@gg??i&ﬁzljﬁ'ﬁiféf EEE@:IF You DECLINE COVERAGE "

available for

This is an Essential StaffCARE Enrollment Form.



