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Information _
Company ID: 47429 Company Name: Euwusnmmsm Group
Emgmluhnnaﬂm
Last Name: Walton First Nams: Lamary
Data of Birth: 04/30/1891 Sodlal Security Numbar; ** +* 210
Him Date: 07/20/2017 MMAM“MUM%
Document Information
List B Document: mmmwau&mmﬂmemmm menomntw&wﬂwm
Cagoe Status information
m
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employer solutions staffing group..

New Hire Application

' | Personal Data~ PLEASEPRINT LEGIBLY IN INK
———— " --NIDLTIN INK

Last Name UJ&[ fe First Name (Jun la ¢ Middle Initial &=
Street Address (¢S ¢ fariK st AptiSte _2).

City/Statefzip S 30 — Social Security Last Four Y00¢-xx-2_[cs O
Phone Number £ S l . 2—73\ 7S70 Email Address <.— @
(_,_-————“"--...._

Staffing Agency/Recruitment Partner

All offers of employment are conditional upon sgtisfactog-proof of identity and legal abllity to work in the U.S.A,
Are you Iegally authorized to work in the United States of America? E’(s CONo

Applicant Certification and Authorization

For ESSG Office Use Only
DOH NHW -8 8850 I
Emergency Contact Info Background Release Form Background Results Unempioyment Letter ESC Application
(ifapplicablg)
For ESSG Client Use
DOH ROP Work Site Loc. WC Code
ESSG - MG Rev. 042017



Thi d‘tltnlntal N I If you have a large unt of
Form W-4 ( 2017) Groater than §1, 000,058 ™ UPPISTerTal wages nOma08 Incomer el Interset o cyrion.
Basic Instruotions. If you aren't exampt, complets 084'13'-'% making es"{.““?g t,”‘ Vfg"“;&m’m‘;”'"g Form
Purposa. Complete Form w-4 go that your the Personal Aliowantes Worksheet baiow, The J m n:lxtm{. !'; ga eng,"”'”'
employer can withhold the corract federal Income Warkshesta on page 2 further adjust your you may awe P b. 505 o o n‘:'gtplf °"l.“’" 1d
tax from your pay. Consider completing a new Form withhoiding allowances based on ftemized annuity Income, selgl ub. Fo v;' ) w_’;‘,’;’ Shou|
W-4 each year and when your persong] or financlal deductions, certain credits, adjustmenie to Income, adjust your withholding on Form W-s o .
situation changes, Or two-eamers/muitiple jobs ons, Tw;deamers or multiple jobs, If )]mg l';'gva ath
Exsmption from withholding, If you are m Completa all workshests that apply, Ho 3 obal a0 Spousa of more than one job, figurs the
oom',':'em only lines 1, 2?3, z,gancﬁ and:l’g‘:mpet' may c;nla,:l'rnfewa-(orm auowanaggg Forvfnegxﬁ'aryou Mﬂa!lp"gls Efofﬂ"own:nhm ST Bd;g claim
form to validate i, Your exemgﬂon for 2017 expires wages, withholding be based on allowances on L4 Yo “,'f';ﬂ_l ”,”d"' ”5 w'i?l g"'y %’;? ""m
Fabrﬂ 15, 2018, See Pub. 505, Tax Withholding you claimed and may not be a flat amoun or he: aﬁlgll oiding us'lJal lyed %1 o a"“;v“ W
and Estimated Tax, Percentage of wages, ‘fgr %1“5 hlghg:’tagamnga;glg anrg n%%—
Nuﬁl?: if agothg( Person can olalr':l y':]u asa d%%endem ‘l;lfel:ld of housshold, Generally, you can chlmr{'ﬁd—%eamos for detalls,
on his or her retum, ol oan't ¢ m exemption 0 [+]
fro holding if total Income excoeds §1,850— —Mﬂuﬂmmmmm .mmamdao%f Nonresident allen, lfyouaraannnresldentallen.aee
ks -m"grem A350 of uneamed Income (for gghargf keg| ln; u ar; hg?nyar;lonrrayomuaé" and}ou? 'fjoﬁﬁ 1&. Aﬁnupplel;n;gtal Form' eVg—4 Mﬂsggocuona for
example, interest and dividends), da endsn%eior er qualifying Individuala, 8ge Onresl ens, before completing JoL
ns. An empl may be able to alalm Pub. 601, mptions, Standard Deduction, and Check your withholding, After your Form W-4 takes
exemoﬁ'or'n wlﬂ:hol&l.’:mageeven Ifthe employes Is Flling Information, for nformation, effect, use Pub, 505 to sea how the amount you are
adependent, if the employse: Tax credits, You can take Projected tax oregiits Into poﬁﬂagqm:{g'ufg : es;g,g;;;g’;ﬁ'ﬂmy
* Is age 85 or oider, Witholding Symng your “"""""",‘f,}“,;g},?{,,?&mndam exzeed $130,000 (Single) or $10,000 (e
s Is blind, or care expenses and the child tax credit may be olaimed Future developments, Information about any future
* Wil claim adjustments to Income; tax = gsln the Personal Allowances Worksheet below. ;:levlse'lo memsmd a&’ Form }N-4 (?tt):% lag
Remizad deductions, on his of her tax ree ™ c,:w‘,’,;g%a?g;?;?,?":ﬁgmﬁ.:‘m"g bt St Wi g " We release s
Personal Allowances Worksheet (Keep for your records.)
A  Enter *1” for yourself if no one else can claimyouasa dependent , °© 0 5 o 5 o & 10 3 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 totg] of both) are $1,500 or less,
C Enter*1"for your spouse. But, you may choose to enter »0-* if you are married and have either a working spouse or more
than one job, (Entering *-0-* may help you avold having too little tax withheld) . . © 0 0 0 6 o 5 4 c n
D Enter number of dependents (other than your spouse or yourself) you will claim on your tax retumn 0 o D
E  Enter*1" i you will file as head of household on your tax return (see conditions under Head of household above) E ]
F  Enter*i"if you have at least $2,000 of child or dependent care expenses for which you plan to claim a credit F
(Note: Do not Include child support Payments. See Pub. 503, Chilg and Dependent Carg Expenses, for details.)
G Child Tax Credit (inciuding additiona] child tax credit), See Pub, 972, Child Tax Credit, for more Information,
® If your total income wilj 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 chlidren or less “2" if you have five or more eligible children,
* If your total income will be between $70,000 and $84,000 (31 00,000 and $119,000 i married), enter “1° for each eligblechid. @

H  AddlinesA through G and enter total here, (Note: This may be diffarent from the number of exemptions you ¢l
» l&vou plan to itemize or clalm adjustments to income and want to reduce your
For accuracy, and Adjusiments Worksheet on page 2,
complete all * If you are single and have more than one job or are married
worksheets earnings from all jobs exceed $50,000 ($20,000 i married), see the T
that apply. to avold having too [ittie tax withheld,

® If neither of the above situations applies,

laim on your tax retum) » H
withholding, see the Deductions

and you and your Spouse both work and the combined
wo-EamersIMultlple Jobs Worksheet on, page 2

stop here and enter the Number from line H on line & of Form w-4 below,

Separate here and give Form W-4 to yo

Employee’s Withholding Allowance Certificate

Form w-4

ur employer. Keep the top part for your records.

OMB No. 1545-0074

ettty | e o et o cor ey o e sy idnss | D(0)4 7
1 Ypur first name and middle Initial L?jt\n}ame 2 Your soclal Security number
LMog & ldon YET7-0C 2 i
Home address (number and sirset or rorg] routs) 3 [1 singie [ Mamea L] Married, but withhold at higher Single rate,
8 (I S C L (P8 4 SJ- . A PJ- -H:D\ Note: If manried, but iegally separated, o spouss Js nonresident afien, chack the “Singie” box,
City or town, 7”& and ZIP code 4 Hyour last name differs from that shown on your socla) security card,
S‘L fmd W 5‘ < ( 30 check here. You must call 1-800-772-1213 for a replacement card. D
§  Total number of allowances you are claiming (from line H above or from the applicable workshest on page 2) 5
6 Additional amount, if any, you want withheld from each paycheck ° 9 0.0 000G 5 o4 o o - 6%
7 | claim exemption from withholding for 2017, and | certify that | meet both of the following conditions for exemption. | i
® Last year | had a right to a refund of afi federal Income tax withheld because | had no tax ffability, and
® This year | expect a refund of all federal income tax withheld because | expect to have no tax llability.
lfyoumeetbothconditions,wrlte‘_'Exempt"here. L h BT b7
Under penalties of perjury, | declare that | have examined this certificate and, to the best of my knowledge and belief, it Is trus, correct, and compiete,
Employee's signature

{This form is not valid unless you sign it) »

————

Date » 7 ~A0~ ’ﬁ

IRS.) 9 Office code (optional)

8 Employe me and addrass (Employer: Complete lines 8 and 10 only if sending to the
——

10  Empioyer Identification number (EIW

For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 102200

[ e

Form W-4 (2017



Employment Eligibility Verification

USCIS
Department of Homeland Security Form 1.9
- . B 2 OMB No. 1615-0047
U.Ss. Citizenship and Immigration Services Expires 08/31/2019
P> START HERE: Read Instructions carsfully before completing this form, The instructions must bg avallable, either in Paper or electronicaliy,
. Employers are liahle for errors in the completion of this form,
ANTI-DISCRIMINATION NOTICE: it Is liegal to discriminate against work-authorized Individuals, Employers CANNOT specify which
document(s) an employee may present to establish employment authorization and Identity. The refusaj to hire or continue toemploy
an Individual because the documentation prese has a fut_ure expiration dats ination.
[Section 1. Employes Intormation and Afleats N (Employses must campiete and sign Sectign 1 of Porm 18 1o fater
thanmpﬂmtdayofmmm Mwba@meowpwﬂ[w affer) ‘ .
Last Name {Family Name) : First Name (Given Name) Middle Initial | Other Last Names Used (fFany)
Address (Street Number and Name) Apt. Number City or Town State ZIP Code
ResTloack Ste 2 Sk Pocut MW| £<18-
Date of Birth (mm/ddiyyyy) U.S. Social Security Number Employee's E-mail Address Employee's Telephone Number
Y399 " |Ba7-Ea-mn = £ A5
1 am aware that federal law provides for lmprisonment and/or fines for false statements or use of false documents In
connection with the completion of this form,
| atteg,.under Penaity of perjury, that am (check one of the foliowing boxas):
1. A cifizen of the United States
[] 2 A noncitizen national of the United States (See Instructions)
D 3. A lawful permanent resident (Alien Registration Number/Uscis Number):
D 4. An allen authorized to work  until (expiration date, if applicable, mmiddlyyyy):
Some allens may write "N/A" in the expiration date field, (See instructions)
Allens authorized to work must provide only one of the following document numbers fo compiete Form /-9 o ﬁ':,",,;‘;,:;,f‘;,":,":g,}m
An Alien Registration Numberuscls Number OR Form -84 Admission Number OR Foreign Passport Number.
1. Alien Reglstration Number/USCIS Number;
OR
2. Form 1-94 Admission Number;
OR
3. Foreign Passport Number:
Country of issuance;

IsTgnature of Employes Today's Date (mm/ddlyyyy) o 2 - 17‘!

parer andigr ranslator Cerliflaatlon [aheok onej; _ '

1 did 1 use @ prepater of Wangletor [ A preparer(s) and/or Yanslator(s) ansiated the emplayed in Homplating Seetion 1.
(Plolds below must be eemplefed and signbd when praparers

translators agsist an
| attest, under penalty of perjury, that | have assisted in the completion of Section 1 of this form and that to the best of my
knowledge the information is trye and correct,
Slignature of Preparer or Translator

Today's Date {mm/ddyyyy)

Last Name (Family Name)

First Name (Given Name)

Address (Streef Number and Name)

City or Town

State ZIP Code

@ Employer Completes Naxt Page @

Form1-9 11/1412016 N

D ———



Employment Eligibility Verification

Department of Homeland Security

U.S. Citizenship and Immigration Services

USCIS
Form 1-9
OMB No. 1615-0047
Expires 08/31/2019

bepbimipuin OR a eombinatinn of ane = 804 ané daountent from List ) as Helgd on the ists
- Iwﬁe (Erﬂy Namef First Name (G‘Ilei N.aﬂe) .Mt Ciﬂzenft;ip/lmnﬂgraﬁon Status
ListA (o] ' ListB AND ListC
Identity and Employment Authorization Identity Employment Authorization
Document Title Document Tl‘tlta__E D Documte _1_?“58 c.
Issuing Authority lg;nii\u’tihoxy{ > ‘c m 0 lssull%l\ut)gty A
Document Number Docum_;ntoN%mber s ooy Dooﬂrrgxlm?b'e_r o (9__ A l 0 O
Expiration Date (if any) (mm/ddpyyyy) zgjﬁ‘:il D‘ate %ﬁfgy) m:lngg/;gy) I WW
Document Title =+ s
Issuing Authority Additional information &mﬁmﬂ;{:gi
Document Number
Expiration Date (if any)(mm/ddfyyyy,)
Document Titie
Issuing Authority
Document Number
Expiration Date (i any)(mm/ddyyyy)

Certification: | attest, under Penalty of perjury, that (1) I have examined the document(s
(2) the above-listed document(s) appear to be genuine and to relate to th
employee Is authorized to work in the United States,

The eryployee's first day of employment (mm/dd/yyyy):

) presented by the above-named employee,

e employee named, and (3) to the best of my knowledge the

01-20-7 (o] "Fee Instructions for exemptions)

Today's Date(mm/dd/yyyy) ployer or Authorized Representative
Q-2 0-2017) crude &
Employer or Authorizkd R ntative | First Name of ployer or Authorized Representative Employer's Business or Organization Name
o, L/\ % i : 0 L:LA EMPLOYER SOLUTIONS STAFFING GROUP LLC
Employer's Business or Orggnization Address (Street Number and Name) | City or Tt}ﬁn State ZIP Code
7301 OHMS LANE 405 EDINA MN 55439
eqgtion 3, Raverffieation gnd Rehires (T 08 Completed and signad by emiplayer ar aythotized repras ontalive)”
A, New Name (¥ applicable) 8. Date of Rehire (i applicabis)
Last Name (Family Name) First Name (Given Name) Middle initial Date (mm/ddyyyy)
C. if the émplayee's brevious g’zr it of erniploynient gut o has expiréd, provide The irformation far the document or radeipt thal eslablishes '
cohtinuing employment authorization in the space pravided below.
Document Title Document Number Expiration Date (fFany) (mmAddiyyyy)

I attest, under penalty of perjury, that to the best of my knowledge, this employee Is authorized to work in the
the employee presented document(s), the document(s) | have examined appear to be

genuine and to relate to the Individual.

United States, and if

Signature of Employer or Authorized Representative

Today's Date (mm/dd/yyyy)

Name of Employer or Authorized Representative

FormI-9 1171412016 N
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ATV O G
Wt asl el

NAME OF LICENSEE'S ATTORNEY IN FACT FOR MEALTH CARE
DECHGNE

ADCRESS

oIy . In Izr

&

)
i

il

i
rftumn it if we ask for it.

" fyou find a card that isn’t

1 Social Security Administration 1
P.O. Box 33008, Baltimore, MD 21290-3008 : |

For any other Social Securi

Soctal Security office. If you write to the above address for any business j '
other than returning a found.c‘a._rd you will not receive a response.

i Social Securlty Administration

Form 88A-3000 (08-201 1)

L Ll Fs S -
Tz:_. card belongs to the Social Security Administration and you must - “

: : P e

R -

yours, pléase retumn it to:

P

ty business/information, contact your locaj

¥

B 34580882

ey



EMERGENCY CONTACT INFORMATION

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

Employee Name: Lm aoe G &LO C/\‘

Address: gC S C' / 0..“(( S‘(‘,

Home Phone: _(s/:gVB — s to

e YT
Please list two people (in piority orde

- CONTAET — _ _
Wha oould be cantagted In ¢ase of an emergency

Contact #1 Home Phone: W/A
Name: ~> t’L'ﬁ‘l&Hf— SIS CellPhone:&Q/—?J‘]g‘-ﬁaai
Relationship: { ) ;F& Work Phone: £/ pnae
Contact #2 Home Phone:
Name: Cell Phone:
Relationship: Work Phone:

This information will remain confidential and wiyl only be used in the case ofan emergency.



employer solutions staffi
ent Method Autho

Wage Paym

Employees have the option
If you do not p;
LORNCATION

LMo cv e o

SEGHONT BASIE [N
EmployeeNameA

SEGH @R PANREOIT eI e DN
| Direct Deposit (Please complete Sections 3 and § below)
| | Payron Debit Card (Please complete Sectiong 4
SECEEIGN 3 DRI G PDERLOSE]
' Wn Update Bank Account

(&

of receiving wages by
ovids a written election. v

and 5 below)

ng group..
rization (Minnesota)

Direct Deposit and/or Payroll Debit Card,

ages will be paid b paper Check,

SSN# (last 4 digits) 2.'90 Effective Date

NotaDi(aa nsitmunbmaytake@ta?daysmbeadivm
| Paper Check (Please complete Section § below)

I nnderstand and acknowledge that if I do not Providea

voided check with this direct deposit form, I am
responsible for any delays in payroll or extra costs

inenrred if the account number that I provide is incorrect,

Date

| (o

VIONC I PN RO DEBEE CARD (GlhoB

Federal lawrequiresallﬁnancialinsﬁtuﬁonstoohwin,
request a Payroll Debit Card for you, We must provide all o
You do not submit a Direct Deposit/Payroll Debit Card A

Ky

A GAST CARDY

vm,andmcordilﬂbmaﬁnntbati
f the following infi

uﬂmriza}ion,ESSGwillprovide

dentifies each person who Opens an account, In order to
thatwil]enabletheﬁnancialinsﬁtuﬁmtoidenﬁfyyoulf
the necessary information and isgue you a Payroll Debit

ormation

Cardtopayyom'wages. Foryom'pmtecﬁon, the ﬁnanmalmshtutmnmay 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 i regarding your Payroll Debit Card account or
transactions, On your first payday, you will recejve your new Payroll Debit Card, and a packet ining 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 recejve
Wwages,

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

First Name M1 Last Name Date of Birth

Street Addregs {POBOX NOT ACCEPTABLE) Social Security#

City State Zip Cell Phone {mobile)

*E-mail:

Employee's Signature:

information will only be used to send your paystubs electro

nically

Date: -7—72/0 -[ 1

£ o

Jf:__{_,_




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 relitﬂﬁ:o#nu;en:.p!evment:ﬁﬁﬁ—‘
anﬂlQLange_TmeEmpbwneancre‘emng 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 js as valid as the origj-
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” s 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: C—GJ’VZQ..E £ g CJ)
First Middle (O Last
none)

Other names used:
Current county of residence:

Current and former addresses:

VT current {Cs Clack StLed 'ss 13,

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 will not use it for any other purposes.

Y/30/9( H2 9-04-2 fee

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: 0.

C/‘?/——{ 7RI~/

Signature Date




pE

employer solutions staffing group..

STATEMENT OF CONFIDENTIALITY

This agreement made this Ei day of __ \} » 201__, between
Employer Solutions Staffing Group LLC, her&inafter r ferred to as “employer”,
and hereafter referred to as Jemployee”.

WITNESSETH:

For the duration of my employment and after resignation or termination of
this employment with employer, for any reason whatsoever, the employee shal|
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.




employer solutions staffing group..

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

Si su cheque de pago fue robado, primero debe denunciar el robo a la policia
antes de que podamos volver a emitir e cheque. Una vez hecho esto, usted

AGREED/SE ACUERDA—
Name/Nombre (con letra de molde): [;Mq a2 Lt .

Signature/Firma: MQ_’/._ =




Jmmmmgn&staﬁ%ﬁg@—c)u Pi
INJURY MANAGEMENT PROGRAM

Injured Worker’s Responsibilities

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

RESPONSIBILITIES OF THE INJURED WORKER:

Minnesota Rule Sec. 5221 .0430, Subp. 1 requires that you choose one primary
health care provider. Subpart 2 places limitations on your right to change
primary health care providers. Discuss with your employer any change in health
care provider.

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

Obtain a Report of Workability from your physician at every appointment, a
minimum of once every two weeks. M.R. 5221.0420 requires that your physician
cooperate with return to work planning and that you be released to return to work
at the earliest appropriate time.

Immediately following your appointment, provide a copy of the report to the
designated employer representative. You should deliver this in person so that
changes in work restrictions may be addressed and any questions answered.

Follow all physical restrictions at home and at work.

Report to work and perform physically suitable tasks as assigned. These may or
may not be in your regular department. The work may or may not be on your
usual shift.




Maintain regular, weekly, communication with your employer if you are unable to
return to work. Contact your employer a minimum of after every visit with your
primary health care provider. Keep the claims répresentative advised of your
status.

| have reailﬁgonsibilities and agree to abide by these guidelines.

P - 3
Signed: \__’_C&_
Printed Name: %

r I fd-aen




rom OO0 Pre-Screening Notice and Certification Request for
(Rev. March 2016) the Work Opportunity Credit OMB No. 1645-1600

Er'ieml al nm?,’.}?%lmn 2 > Information ahout Form 8850 and jts separate instructions js at Www.irs.gov/formB850,

Job applicant: Fill in the lines below and check any boxes that apply. Complete only this side.
I "%Y\ ___ Social security number > 4 87 06 -LI_CQ

Your name

Strest address where you live

== —euy--mownﬁi&te, and ZIP code O

County Eﬁmsw\; Telephone number,[ Sl - ‘Z 23-25 o)

If you are under age 40, enter your date of birth (month, day, year) j 3 O" i ‘Y 9[

1 [ Check here i You received a conditional certification from the state workforce agency (SWA) ora participating local agency
for the work opportunity credit.

2 [ Check here if any of the following statements apply to you,
* |am a member of a family that has recelved assistance from Temporary Assistance for Needy Families (TANF) for any 9
months during the past 18 months,
* lam aveteran and a member of a famlly 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 rehabllitation 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 oider and | am a member of a famlly that:
a. Received SNAP benefits (food stamps) for the past 8 months; or
b. Received SNAP benefits (food stamps) for at least 3 of the past § months, but is no longer efigible to receive them.
During the past year, | was convicted of a felony or released from prison for a felony.
* lreceived supplemental security Income (SSI) benefits for any month ending during the past 60 days
I 'am a veteran and I was unemployed for a period or periods totaling at least 4 weeks but less then 6 months during the

4 [ Check here if you are a veteran entitled to compensation for a service-connected disabllity and you were discharged or
released from active duty in the U.S. Armed Forces during the past year.

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

6 [ Check hers if you are a member of a family that;
® Recslved 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, 1997, ended during the past 2 years; or

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

7 [ Check here i you are In a period of unemployment that Is at |east 27 consecutive weeks and for all or part of that period
you recsived unemployment compensation.

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 ( Date '7 = 2 I } \’
For Privacy Act and Paperwork Reduction Act Notice, see page Cat. No. 228511 Form 8850 (Rev. 3-201 6)
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Form A (rev. 03/2017) TAX CREDIT QUESTIONNAIRE  jp |F

b Bk A

EMPLOYER SECTION:
Client: Company:
Location: Position: Starting Wage: $
EMPLOYEE SECTION:
First Name: Last Name: Suffix; Adgress: i te: - | Zips
WAOA™ BT [Be8Clare st 80wt
SS#: . Dateof Birth: — ~ [ Age; | or | T yes, location:
) this company befpre?
T8 1-oL 2o | (4 204| Yes[] No
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) O 0]

at any time since August 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? O O
(If'yes, please provide information below.)
Name of the person receiving benefits; ——— Relationship to you: L Ny

City: County: State:

3. Have you received Supplemental Security Income (SSD) at any time within the past 3 months? O |
Please note, this is not the same as Social Security benefits (SS) or Social Security Disability (SSDI) benefits,
*If you checked yes please provide q caopy of your SS1 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:

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

City: County: State:

*lf you checked yes please Pprovide a copy of your active Individual Work Plan and Ticket to Work documentation,

5. Areyon a Veteran of the U.S, Military? *[fyes, please Pprovide a copy of your DD-214 and letter of separation, O ||
(If yes, please provide information below. Ifno, please continue to question #6.)
Dates of Service - From: To:
Branch of Servige: —
Are you entitled to or are You receiving compensation for a service-connected disability? ] ]
6. Have yon been unemployed at any time during the last 12 months? | O
If yes, dates of unemployment - From: To:
Did you receive unemployment compensation at any point during your unemployment? O I}
If yes, in which state did You receive unemployment compensation? ___
7. 'Have you been convicted of a felony or released from prison for a felony conviction in the past 12 months? O Im|
Conviction Date: Release Date;
Wasthisa [] Federalor [ State conviction? If State - County: State:
Rl ' Additional Tax Credits _
IEC (Native American): Are you or your spouse a member of a Native American Tribe? O O

Ifyou checked yes please provide g copy of your CDIB card,

CA Residents: [] Are you the child of foster parents? [] Do you receive CalWorks? 1 Workforce Investment Act?
[ Areyoua migrant or seasonal farm worker? ] Have you ever been convicted of a misdemeanor?

SC Residents: [] Do you receive Family Independence Benefits?

PLEASE READ, SIGN, AND DATE:

Under penaities of perjury, I declare the information above 10 be true and accurate 1o the best of my knowledge, and | hereby authorize any agency, organization, or
individuals to supply such verification or information that may be needed to determine tax credis eligibilisy to my emplayer, employer representative (Associated
Consultants, Inc. dba Retrotax), or the De, it ofE3bor.

New Employee Signature: - Date: 7 - 20 & l 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 IRS Form 8850 or if filed

separately, with ETA Form 9061 (or ETA Form 9062) for Qashiemﬁmﬁmmqmﬂe&faﬂhﬂmrgh

group,

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

New Hire’s Signature: %‘é Date 72— -1
New Hire Name: _LQMCHLM{_\M

Social Security Number: C{Q “[-oc, -2bLod
Employer Name: LCLMM C b fn.

Please check the statements below if they apply to you.

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

0 Ideclare that I have been in a period of unemployment since

(Enter start date)

Privacy Act Notice;
The Intemal Revenue Cods of 1 886, Secfion 51, as amended and its enacting legisiafion, P.L. 104-188, speciiy that the State Workforce Agencles are the
*designated” agencies responsible for administering the WOTC certification procedures of this program. The information you have provided completing this

M 00— 00— 00 G010 50— I6 0t )

fime for reviewing Instrucfions, searching existing data sources, gathering and maintaining the data needed, and completing and reviewing the collection of
Information. Send comments regarding this burden esfimate to the U.S, Department of Labor, Divislon of National Programs Tools Technical Assistance,
Room C-4510, Washington, D.C. 20210 {Paperwork Reduction Project 1205-0371). Please do not submit completed forms to this address.
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employer solutions staff INg 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 da ys after completion of a suitable

Job assignment from a staffing service, (1) fails without good cause fo
affirmatively request an additional suitable job assignment, (2) refuses
without good cause an additional suitable job assignment offered, or (3)
accepts employment with the client of the staffing service, is considered to
have quit employment.

It is your responsibility to contact ESSG (for instance, by calling 952.277.5227 or
using any other form of contact) for additional assignments. If you fail to do so, it
may affect your unemployment benefits.

I understand by signing this form that | am responsible to contact ESSG within 5
calendar days once an assignment ends. | also acknowledge that | have received
a separate copy of this form. (Initial)

Employee Signature; Date:

L asmtier we pipe

Employee (please print your name here)

T ~206-)7

CMG_SM - Rev. 09.2013




DRUG AND ALCOHOL
TESTING CONSENT FORM

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

2 -have read the entire contents of this s policy and I'am aware and fully

understand: (a) the policy and its contents; (b) what conduct the policy prohibits and the
consequences of such conduct; (c) my rights under the policy and the consequences if |
exercise certain rights; and (d) that certain events as described in the policy may resuit
in adverse persannel 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.

éw@:r o [ 4o n

Individual’'s Name

I~
Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10




employer solutions staffing group..

“

Acknowledgement of Receipt of Workplace Safety Policy

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

I also agree that if at any time during my employment I am believe that I am
working in an unsafe or dangerous work environment, I will immediately contact
my supervisor, manager, director or ESSG’s Safety Director at
952.835.1288/1.866.496.7573 in order to obtain assistance in the resolution of such
matters.

Employee Name (Pleage Print)

L1

Em loyee’s Signature:
M\ Date: 7 ﬁ,w "_I 7




ESSG WORKPLACE SAFETY POLICY

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

(1) Ensure that its clients provide you with a workplace free from serious
recognized hazards and comply with standards, rules and regulations issued
under the OSH Act.

(2) Ensure that its clients perform a job hazard assessment in order to identify
and eliminate potential safety and health hazards and to determine
necessary training and protections for employees at the facility.

(3) Make sure employees have and use safe tools and equipment.

(4) Establish or update operating procedures and communicate them so that
employees follow safety and health requirements.

(6) Provide safety training in a language and vocabulary workers can
understand.

ESSG is committed to vigorously enforcing its OSHA Compliance Policy.

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

* Responsibility to work in compliance with OSHA laws and regulations

* Responsibility to use personal protective equipment and clothing as directed
by the host employer

* Responsibility to report workplace hazards and dangers

o Responsibility to work in a manner as required by the employer and use the
prescribed safety equipment.

You have the following basic rights:

o Right to refuse unsafe work

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

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




> T e waswasLRY_ A LGRAE £

“-VSl. . 2193018561 [oFFcEustoNY  LOCATION RehireDate __/__,

ENROLLMENT FORM ESC CUUNAC-MIN 1 vig.

SIREQ CIREDIEMEES ORVIATIO PRINT USING BLACK o BLUE INK (Must Be Filled Oug)

o Laeyer WOk XBS#BE 2100 {285 o o= GE

— O ey AN BS[20 TP,

B. DO YOU OR ANY. OF YOUR DEPENDENTS RECEIVE MEDICARE BENEFITS? DYBSDNO i Yes pleasecontinue.
Medicare Health Insurance Claim Number (HICN)

Medicare Effective Date
‘ﬁé&;_‘;ﬁ:&;}é;j;;ésg(;);'mm e T T R Y e e Y
1. 2 3.
C. LIMITED BENEFITS PLAN SELECTION ¥ Payroll Deducted Weekly Rates

You MUST select a coverage level before any benefits in Section C. Your coverage level for the all benefits in Section C will be
identical. The Fixed Indemnity Medical Plan, Dental Plan, Term Life Plan, and Short-Term Disal

bility plans are underwritten by BCS
Insurance Company. The Vision plan is underwritten by Companion Life Insurance Company.

FIXED INDEMNITY SHORT-TERM
SELECT COVERAGRLEVEL ™ picAL" DOWTAL | VisloN | reRmure DISABILITY 2
Lo Eposseony [ swoas ) sl 2e B s 3 naf

Employee +1 [ $41.10 $12.34 $4.92 $0.90

NO to AL Beﬁ'fﬁf‘%@ L_Llves o | [lves o | Cves Clno. Llves CIno | Clves [l

_This coverage is not avdflable to residents of NH, Hl, or PR. 2STD is not available  to persons who work in CA, H, NJ, NY, or RI.
For Term Life / Accidental Death & Dismemberment, please write in your beneficlary information. Accidental Death &
Dismemberment is part of the Term Life Benefit.

Name

Relationship i,
Name : i Social Security # i Date of Birth | Sex f Relationship
S AT e e L UMIEE] (T spouse[Jchid [T Domestic Partner
Name | Social Security # | Date of Birth | Sex Relationship
Name - Social Security # ' Date of Birth | Sex i Relationship
Nama e L L | MIE] ([ 5pousel Tohid ] omesti Parter
Name Social Security # Date of Birth | Sex Relationship A
w1 20 [IMITE | D spousel Jchid [ pomestic ariner

E. REQUIRED SIGNATURE

'You MUST SIGN AND DATE, EVEN IF YOU DECLINE COVERAGE :
| have read the benefit packet and understand its limitations. | understand that open enrollment is only available for
2 limited time and | ynderstand that making no beneftt selection is declination of coverage.

oare 01,26

AN D> SIGNATURE

This is an Essential StaffCARE Enrollment Form.



. B ‘ry employer solutions staffing group.

Leveraging Resources in a Changing Market

Benefita Enrollment Form
Eniployee miorination

Name (First and Last)

Soclal Sscurity Number -
‘éfvm:r Wik foe. 487062400
— 8 ClardcS—— Jooul  [TWI [S30
Gender ™ I Status [J Single of Birth Datp of Hire
1 Femals W"M [ Divorced

NN %550

Please Select Desired Coverage:

QW)

=al)- a
amay MKM‘M@@@‘(

Employee Only - DEmployae-bSpouse- Employee+Child(ren) - D Family -
$24.00/Week $38.00/Week $36.00/Week —$63.00/Week
Relationship
0 Mai Ospouse [J chia
e AR Name : £ Femuis : Domestic Partner
AT AR WSSOSO R A YD DA P D e v i |
Sacial Security # Birth Date | Sex Relationship
Child
= Ty O Mae CiSpouse [
Y YO Ewhyr !
Sooial Security #
(First Name ML ame

are true and complete and that
rage for me and my dependentys), i any, from the ariginal
ected, :

Employae Signature
EMPLOYEES DEGLINING

Date

| am DECLINING coverage

, ifany, walve any Goverage and desire to participate in the plan ata later date, lIiwe
in the Certificate of Coverage for the

o) /D171
Employer Solutions Staffing Group Health Benefits Team
7301 Ohms Lane Suite 405
Edina, MN 55439
Phane: 952.767-9519 Fax: 952-767-9515
Emall: Health@employersoluﬂonsgroup.com




