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SENSITIVE BUT UNCLASSIFIED
Case Verification Number: 2017103120358ED
Report Prepared; 04/13/2017

Company information

Company ID: 47429 Company Name; Employer Sojutions Stafiing Group
Emgﬂo Information —
Last Nama: Weloh Firat Nams: Briaan
Daio of B¥th: 10/05/1989 Social Seoturity Numbers e s 7182
Hire Date: 04/13/2017 Cltizenship Status; A citizen ofthe Unitad States
Document Information
\
List B Documant: lDoardhsuedbyaU.s.fedsral,shhothmwwamnummmy LlstCDﬂﬂmnent:SoclalsecumyCard
Case Status Information .
\ R——
Current Case Resu: ElnpbymemAWwﬂzed Employer Case ID;
Case Submitted On; oaMarz017 Casa Submitted By: SGLAGB32
SENSITIVE BUT UNCLASSIFIED

hﬂps:l/e-verify.llscls.govMehPrlntCaseDetalls.asp(?CaseVerNum=2017103120358ED
\m

7



.
A copy or facsimile ("fax") will b considered the same as an original signature, Email will ONLY be used for employment correspondence
For ESSG Office Use Only
\ [\
DOH NHw I-9 8850 w4
—_— —_— —_— —_—

employer solutions staff ing group. gt LT
Leveraging Resources in 3 Changing Market Tel: 952,835,123

www.esgstafﬂngsolutions.com

New Hire Application

Personal Data-- PLEASE PRINT LEGIBLY IN INK

Last Name ég ?l C L First Name 25/ [ Ger Middle Initia} p

Street Address 52 i Cam b?r ﬂu% Apt/Ste
City/Stateizip __ S, /at ﬂw/ N s50 75 Soctal Security Last Four xxx.xx. 7l52.

Phone Number 7’5'53 ’”3(0'23 Email Address _130-“,\. &J /43'7 @ ﬂym...'/ (on
Staffing Agencleecruitment Partner

| understand that a compreshensive background check Mmay be conducted to determine my ellgibiiity for hire by certain clients of ESSG,
This may include but Is not fimited to, investigations of criminal and/or conviction records, driving records and/or a drug screen test as
required by clients, govemment regulations or by ESSG policies,

I release ESSG and other persons or entities from any claims that Might be based on ESSG's decision to conduct g background check.

1 certify that g statements made in my application are trye and accurate ang that | have not omitted any matsrigj information or provided
. i fro

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

Priaan Ws i

Name (Print or type)

Applicant's Signature

\\\\\

Emergency Contact info Background Release Form Background Resuits Unemployment Letter ESC Application
(if appllcable)

For ESSG Client Use

Work Site Loc, WC Code
—_——
Rev. 0512015



The exceptions don't app to supplemental es Nonwage income, If you have a large amount of
FOl'm W'4 (2017) gmatartheltrll §1,000,00 p Y i b nnnulrgga lnaﬁma. e:gc{:ta.fc;q:;mstag dl"gdg’ds.':
— Baslo Instrustions. if you aren't exempt, complsts sonsider making estim yme ng Farm
Purpose. Complets Form W-4 so that your the Personal Allowances Worksheet below, ‘?he 1 g:O-ES.OE;gr:;:%:l Tgf&'l’; “,’":,'::"";B Ome%la:;
smployer can withhold the comrect federal Income Worishests on pags 2 further adjust your gnn mﬂ’fncom seeogub 505 1o s "?"“’u Should
tax from your pay. Consider complsting a new Form withholding allowances based on ftemizad u'g}y wit?;holdl n Form Wes orws?’
W-4 each K::rand when your personal or financial deductions, certain credits, adluatmsntsto Income, adjust your ng on Form .
shtuation changes, or two-samers/multiple jobs ons, Nr?dearnam or muitiple jobs. lfngg r;lgve ath
Exemption from withholding. If you are axem Complets all worksheets that . Howaver, you totag Spouse ar more than one Job, figure the
complets only fines 1, 2, g.lg,g and 7 and sign the” may claim fower for z=ro) llowanoee, Foy reguir Al Numoer e S from oited to claim
form to valdats k. Your exemption for 201 expires wages, withholding must be based on allowances g youo us Akt u:fl?lly wil il d sl
Febrg:? 16, 2018. See Pub, 05, Tax Withholding you claimed and may not be a flat amount or when lowances agm claimed on the Fonnmwu -4
and Estimated Tax. percentage of wages. for the highest Paying job and zero allowances are
Note: if another person can claimyou as a dependent Head of househoid. Generally, you can olaim head claimed on the others; 8ee Pub. 505 for detalls.
on his or her tax retum, you can't claim ption of householﬂgg status on your tax retyrn ontz i Nonresident allen, if you, are a nonresident afien, see
from withhalding if m Income axceeds $1,050 you are unm and pay more than 509 of the Notice 1383, o "i ’;"m Form Wed lnstrucﬂgg'a Tor
and Includes more than $350 of uneameg income (for costs of keeplng ul-tlﬁ a home for yourself and gour Nonresicert AL PP %“efo rrrlmlettn this fo
example, Interest and dividends), dej endengasjor er qualifying Individuals, Sge n ens, before completing m.
Exoeptions. An empl may be able to clalm Pub, 501, ptlcmar Standard Deduction, and Check your withholding. After your Form W-4 takes
4 ay Filing Information, for nformation, use Pub, 505 to see how the amount you are
exemption from withhold g even if the employes Is having withheld oo 0 your projectad totel tax
a dependent, if the employee: Taxore ',' - Yﬁ" Pt |a|E| pv,v:]hle ¢ % ; ofH 8 Into for 2017, See Pub, 585, eapecylgll our earnings
* Is age 65 or oider, mlg;;,ggﬂg;,u;%ngg hn:mxfcﬁﬂ"desr depencert o $1aol.ooo (smgula) or §180,000 (Marto,
Is blind, care expenses and the of e claim uture developments, nformation about any future
:WIII ; alr:ra il ents to Income; tex o redits; or galn etxh::e ggﬁmfanla’:fgnomnm Worksr?lgyet helnovtlﬂ Feﬁfgmamgmr&% W-4 (sucwhn lag ol
ustm b rmati o ease e posted
ftemized deductions, on his or her tax retum, m:ecm: Into wnh{roldln g"m,?c?:vem"g R :tgwww./g,%/m. Lol L 3
Personal Allowances Worksheet (Keep for your records.)
A Enter“‘l”foryourselfifnooneelsecanclaimyouasadependent. B e Babe A
® You're single and have only one job; or
B Enter*i”if; ® You're married, have only one job, and your Spouse doesn‘t work; or B
® Your wages from a 8econd job or your Spouse’s wages (or the total of both) are $1,500 or less, :
C  Enter *1” for your Spouse. But, you may choose to enter “-0-" if you are married and have either g working spouse or more
than one job. (Entering “-0-» may help you avoid having too little tax withheld) . , , . 18 000 08 0 ol (= 0
D Enter number of dependents (other than your spouse or yourself) you wiil claim on your tax retum . °© 6 0 b o D
E  Enter *1” if you will file as head of household on your tax retum (see conditions under Head of household above) E
F  Enter*i 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, 508, Child and Dependent Care Expenses, for details,)
G  Child Tax Credit (including additional child tax credit), See Pub, 872, Child Tax Credit, for more Information,

® If your total income will be less than $70,000 {$100,000 i married), enter "2 for each eligible child; then less *1* if you
have two to four eligible children or less “2* if you have five or mors eligible children.

* If your total income will be between $70,000 and $84,000 ($100,000 and $118,000 i married), enter “1* for each eligible child,. G
H AddlinesA through G and enter total here, (Note: This may be different from the number of exemptions you claim on your tax retum,) » H

® if you plan to ftemize or clalm adjustments to Income and want to reduce your withholding, see the Deductions
Foraccuracy, | and Adjustments Workshest on page 2, :

complete all * It you are singie and have more than one Job or are manried and you ang your spouse both work and the combined

worksheets eamings from all jobs excesd $60,000 ($20,000 if married), ses the Two-Eamers/Multiple Jobs Worksheet on page 2
that apply, 10 VoIt having ta0 it tax Wit 2 od) i

8 If neither of the above situations applles, stop here and enter the number from iine H oniine 5 of Form W-4 below.
Separate here and give Form W-4 to your employer. Keep the top part for your records.

|

" W"4 Employee’s Withholding Allowance Certificate OMB No. 1545-0074
m
Department ofthe T P Whether you are entitled to claim a certain number of allowances or exemption from withholding Is 2 @ 1 7
Intemal Ravenue Servics Subject to review by the IRS. Your employar may he required to send a copy of this form to the IRS.
1 Your first name and middie Initial Last name 2  Your soclal security number
n
ey D W £l Y2l e 7- 7152
Home address (numberand street or fural routs) 38 m,slngle [J Married O Married, but withhold at higher Single rate.
2 f (‘a %' bq — ug Note: if marrled, but legally separated, 21 Spouse s a nonvesident allen, check the *Single” hox.
City or town, state, and ZIP cod g 4 fyour last name differs from that shown on your soclal security card,
S P ,7\,{-' oA (4 5 0 75 check here. You must call 1-800-772-1213 for a replacement card. > |

5§ Total number of allowances you are claiming (from line H above or from the applicable worksheet on page 2) 5
6 Additional amount, if any, you want withheld from each paycheck . . ., | 0~ 0d o0 G o6 . g CRES
7 lclaim exemption from withholding for 2017, and | certify that | meet both of the following conditions for exemption, s
® | ast year | had a right to a refund of ali federal income tax withheld because | had no tax liabliity, and
® This year | expect a refund of ail federal Income tax withheld because | expect to have no tax llabllity. ,
It you meet both conditions, write “Exempt” here. ., | »l7] e DF

Under penaities of perjury, | declare that ) have examined thls certificate and, ﬁst of my knowledge and belief, It Is true, correct, and complete,

Employee* Ignature
(This form s Akt unless you sign it) » W Date» )/ /5. 20/7

8 Employer's name and address (Employer: Complete 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)



AA Employment Eligibility Verification USCIS
__,15 Department of Homeland Security OME ;:TGII;—?)O -
i/ U.S. Citizenship and Immigration Services Expires 08/31/2019
B ly before completing this form. The Instructions must be avallable, sither In paperor electronically,
ployers are liable for errors In the completion of this form.
E: It Is lllegal to discriminate against work-authorized individuals Employers CANNOT specify which
present to establish employment authorizati b

3e + Employee Tnforma | Attestation (Etnployess must camplote and 8ign Seatian 1 of Form 19 g fater
than the first day end but nut befure oapting a jab affer) il
Last Name mily Name) First Name (Given Name) Middie Initial Other Last Names Used (i any)
Zlewn riaan
Address (Street Number and Name) Apt. Number City or Town State ZIP Code
S2Y Combep fug SeintVe Mn| $s015
Date of Birth (mm/ddhyyyy) U.S. Social Security Number Employee's E-majj Address Employee's Telephone Number
| 0- 05-19%89 (67 - | riagA [4)/?39%./ 715-531-3623
1am aware that federal law provides for imprisonment and/or fines for falgg statements or use of false documents In
connection with the completion of this form, .
| aftest, under penalty of perjury, that | am (check one of the following boxas):
[#1. A citzen of the United States
L] 2 Anoncitizen national ofthe United States (See instructions)
D 3. A lawful permanent resident  (Allen Registration Number/uscis Number): —,
D 4. An alien authorized to work  until (expiration date, if applicable, mm/dd/yyyy):
Some allens may write "N/A" in the explration date field, (See Instructions)

Allens authorized to work must provicde only one of

the following document numbers to compiete Form I-9; Do ﬁ';",,gg:',,?:,;':':g;m
An Allen Regi tion NumberUSCIS Number OR Form -84 Admission Number OR Foreign Passport Number.

1. Allen Registration Number/USCIS Number;
OR

2. Form |-84 Admlssion Number:
OR
3. Foreign Passport Number:

Country of issuance;

BB @QW\ " Today's Date (mmstidyyyy) Je/-
paver andior Tranalator Gertiication {ahegk onel T T :
did not ude & py

/3-2017

dret of translator. [] A preparer(s) and/r transiaton(s) aesistad the amplayee in bampléting Sectinn 1
below must be gompteted ang Sighad repal
lattest, under Penaity of perjury, that | have assisted in th of this form and that to the best of my
knowledge the Information is true and correct.
Slgnature of Preparer or Translator Today's Date (mm/dd/yyw)
Last Name (Family Name) First Name (Given Name)
Address (Street Number and Name) City or Town

State ZIP Code

@ Employer Completes Next Page @

FormI-9 11/1412016 N

B ——




—_— ———

Empioyment Eligibility Verification | USCIS
Department of Homeland Security 5 M:" r‘:n:sll;:m -
- USS. Citizenship and Immigration Services Foupires 08317201

Section 2. Hmpl \uthorized Repreaentatlve
r&npmmﬂykﬁmmaqzeménm:mwmm iplete-and sign Section £
must physically examine ong dqpmantﬁbmtbfﬁonamm* 3

; R R S N S g SR A e A e T e R
Name ) Name(lenName)
Employee Info from Section 1 ﬁ e
ListA ListB
ldentity and Employment Authorization Identity

Document Title ﬁucumem %LD
e STV,
Document Number | Do = D umber

i L2 33173177 Qe 7-718 )
Explration Date (7 any)(mm/sddfyyyy) {Engra‘n%Dge -(_If %&W _ Expiration Date (F any)(mm#ddsyyyy)

Document Title

Issuing Authority | [Additional Information oo} Not W In This Space

Document Number
Expiration Date (Ifany)(mm/ﬂd/yyw)

Document Title
Igsuing Authority

Document Number

Expiration Date (% any)(mm/ddpryyy) .

Cortification: | attest, under penalty of Pperjury, that (1) | have examlried the document(s) presented by the above-named employee,
(2) the above-listad document(s) appear to he genuine and to relate to the employee named, and {3) to the best of my knowledge the
employee Is authorized to work in the United States,

‘Lhe employee's first day of employment (mnvdd/yyyy): Q‘-l [ ] 3 z ml 7{399 Instructions for exemptions)

g or Authorized Representative Today's Data(; )_) Title of loyarorAumIkadR7memaﬂva

AR AN A~ - 3-20 L0cuL ke

L?ﬂnltﬁmpl or Authorized Repreentative First  of Employer or Authorized Representative Employer's Business or Organization Name
aShv Q

Al o A EMPLOYER SOLUTIONS STAFFING GROUP LLC
Employer's Business orOrgantzaie Address (Street Number and Name) City ;Ir'rown State  |zip Code
7480 FLYING CLOUD DRIVE  SUITE 200 MINNEAPOLIS MN 58344

Last Name (Famity Name) First Name (Given Name) Middie Initial | Date (mmfddiyyyy)

G.Tthe employeds previous arant of emﬂoyvheﬁf duthorizalion has expired, provide the infofmation Tor The dédument or rm That eslablishes |
oontinuing employment authorization in the space provided below.

Document Title ' Document Number Expiration Date (i any) (mmAidhyyyy)

| attest, under Penaity of perjury, that to the besat of my knowledge, this employes Is authorized to work In the United States, and if
the employee presented documsnt(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/ddyyyy) Name of Empioyer or Authorized Representative

Form 19 11/14/2016 N

B



|




e s Eo—

: ThlS card belongs to the Soc1a| Security Admxmstratton &nd you must
return it lfweask for lt A » A&_ #
If you f ﬁnd a éard that lsn "t yours, please return it to: -

e ‘e : Socml»,Sccunty Admmmtratlon s
i PO Box 33008 Balnmore, MD 21290-3008 v

i For any Sther Sacial Secunty busmess/mfomhm*comw your local

Social Security office. If you write to the above : add:ess forany business

} other than retummg a found card ybu. wnll ot receive a responss,.
# p : .

{ 4

{ ';'.
: v

- Socla Secur mml ration
fal ity Administ ti.. EE G58824650_‘-é

Form SSA-3000 (08-201 1)




EMERGENCY CONTACT INFORMATION

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

Employee Name: B rfaan M ¢ / c L
Address: §'Z L{ [,ﬁ m bEf ﬂu 7
Home Phone: 7 b= b} S -3l 23

Please list two peaple (in piorlty order) wha could be tantactad In case of an emergency

Contact #1 Home Phone: 75 -S3/-3629
Name: m Wara S5a (%libl\"“’ ‘Cell Phone:
Relationship: ‘fr‘a Y, Work Phone:

Contact #2 i | Home Phone:
Name: fhome [/l loresFe Cell Phone: {,12- 22 5-83737
Relationship: f 065~ Work Phone:

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

This information will remain confidential and will only be used in the case of an emergency.




employer solutions staff ing group.
Leveraging Resources in a Changing Market
Wage Payment Method Authorization (Minnesota)

Employees have the option of receiving wages by Direct Deposit and/or Payroll Debit Card,
If you do not provide a written election. v ages will be paid by paper Check.

SECETe N BAANSTE INEG RN LN
o [ SN ast4 digiy Effective Date
71/ (75)~ 15~

Employee Name .
rraan 0 £le /7
Nntz:DIrectDepasItacmuﬂsmaytake:qrto?daystabeacﬂvatzd

$l;f__."l[(").\l g [PANWEROILL FEEER O

|_| Direct Deposit (Please complete Sections 3 and 5 below)

\ A)Payroll Debit Card (Please complets Sections4 and 5 below) | | Paper Check (Please complete Section 5 below)
SECRIGON 3 DIRECGE DEPOSI

\

# [ Update Bank Account
(S8 Bank Name;

)

S Routing#
Account#
Account Type: [ Checking [ Savings []Other

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

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 , 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 [_?)f‘iﬂa’\ M1 D Last Name Milch :ate/o(f;?jf%g- 1959
Street Address pos ACCRPTABLE ocial Security#

570 Cagrber v : , : AL2L-e7-7(82
City Sﬁw-[" pms / S%W Zip 55075 Cell Phone (mobile) 7’ 5 - 55' - 3(9 23
RECEIPT OF PAYROLL DEBIT CARD

(to be completed when You pick up your Payroll Debit Card)

| PayrollD;};;tgsgrl%ilouﬁng# Payroll Debit Card Account # ygs 3 q ,OO & 53‘70 q qq(

.,

Date: 0"/'/5’ /7

wages/compensation Payments, net of required tax withholdings, other required withholdings
unt(s) as designated above and to initiate, if necessary, debit entries and adjustmentsfor any credit entries
* E-mail is required for pay stub information.

*E-mail; ’l?)r} Can\qugﬁ (2\\.\) @ &matl . [DM

this information will tﬁsed to send your paystubs electronically

Employee's Signature: M Date: M -(3-/7

made in error to my account(s).




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 Em ployment 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 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” is attached to this authorization. If you are a New York applicant, a copy of New York’s law on the
use of criminal records is attached. By signing below, you acknowledge receipt of these documents,

Personal Information: Please print the information requested below to identify yourself for BGC.

Printed name: (‘at OGN\ ‘D?S\AOV\'L Wl
First Middle (O Last
none)

Other names used:
Current county of residence:

Current and former addresses:

_M current SZLI'Con;l)?P Adi Su,k—\—?‘u‘,fy\r\ Sso7s

from Mo/Yr to Mo/Yr Street . City, State & Zip
/39 I /2ol 188 Wnikfaldsl  Jaeksor, Ms 3422

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 wiil not use it for any other purposes.

10-05 -16g" - 7-7182
Date of birth Social security number
Driver’s license number & state Name as it appears on license

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

&w%&/%/ 0<-)3- 2017

Signature Date




employer solutions staff Ing group.

Leveraging Resources in a Changing Market

STATEMENT OF CONFIDENTIALITY

This agreement made this lﬁ day of _ﬁ@i » 201 7, between
Employer Solutions St fﬁQE_Group LLC, hereinafter referred to as “employer”,
and Diconr~ af 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.

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.

)

==

1 ,
Empléyer 86lutions Staffing Grou%LC{ Representative




—— -._____________._—-_____.____.

employer solutions staff ing group.

Leveraging Resources in a Changing Market

Important/Importante
LOST OR STOLEN PAYCHECKS

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

If your paycheck was stolen, you must first file a police report before we can re-
issue the check. Once you have done so, you must provide a copy. of the policy

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 Ia policia
antes de que podamos volver a emitir el cheque. Una vez hecho esto, usted

AGREED/SE ACUERDA—
Name/Nombre (con letra de molde): Bf‘ 16an égz ?/c A

Signature/Firma: W /&




p—

Maintain regular, weekly, communication with

—— —-—-._.___._,____-—.____——4._‘_____—_..___.4_._._______.._

your employer if you are unable to

return to work. Contact your employer a minimum of after every visit with your
representative advised of your

primary health care provider. Keep the claims
status.

your physical condition.

If it is necessary to miss scheduled work due to a work injury, you must be seen

by your primary health care provider the same

day in order to receive

compensation for the time away from work. The physician must complete a

Report of Workability.

I have read my responsibilities and agr abide by these guidelines.
Signed: W ;

Printed Name: Bf racn ZUZ/ GA




——

rom OOD0) Pre-Screening Notice and Certification Request for
(Rev. March 2016) the Work Opportunlty Credit OME No. 1646-1500

E:amall ﬁ?\? &'J';%ZM@ : > Information about Form 8850 and its separate instructions Is at www.irs.gov/form8850,

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

Your name B r ; Ol ) f,(zz /L A Social security number b ﬂé - é Z— ZZZZ

Strestaddress whereyoulive 5 2 ¢f Cambff‘ A’UE_‘

City or town, state, and ZIP code Saink Dol y Win L, 99075 _
County ’”ﬁ QMmSe ¢ Telephone number 7 / 5" 55/ '?36 23

/
If you are under age 40, enter your date of birth (month, day, year) - - / 7

1 [ Check here if you recelved 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 famlly that has received assistance from Temporary Assistance for Needy Familles (T ANF) for any 9
months during the past 18 months,

* l'am a veteran and a member of a family that recaived 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 older and | am a member of a family that:
a. Received SNAP benefits (food stamps) for the past 6 months; or
b. Received SNAP benefits (food stamps) for at least 3 of the past § months, but Is no longer eligibie to receive them,

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

| received supplemental security income (SSI) benefits for any month ending during the past 60 days.

| am a veteran and | was unemployed for a period or periods totaling at least 4 weeks but less than 6 months 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 [] Check hers If you are a veteran entitled to compensation for a service-connected disability and you were discharged or
released from active duty in the U.S. Armed Forces during the past year.

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

6 [J Checkheraifyouarsa 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, 1997, and the earliest 18-month period beginning
after August 5, 1997, ended during the past 2 years; or

* Stopped being eliglble for TANF payments during the past 2 years because federal or state |aw limited the maximum time
those payments could be made,

7 [ Check here if you are in a period of unemployment that is at igast 27 consecutive weeks and for all or part of that period
Yyou received unemployment compensation.

Signature—Al[ 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 > W%/ / / / 7/(/ ] pate ()Y~ /5-/7

For Privacy Act and Paperwork Reduction Act Notice, see page®. Cat. No. 228511 Form 8850 (Rev. 3-2016)
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Form A (rev. 01/2016) TAX CREDIT QUESTIONNAIRE

EMPLOYER SECTION:
Client: Company:
Employer Solutions Group

Location; Position: Starting Wage: §

EMPLOYEE SECTION:

Street Address: Zip:

Employee Name: City/State:
- Z)r.‘aAnJMGlLL 52 ‘ige (’ bher ﬂ-aa Y ni’m‘t Pw mA 59015

SS#; Date of Birth: Have yon worked for | If yes, location;

Yo~ GT- 6L | 101 05/ 18] | 77 | wicmmesicoms

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) [ J
at any time since Angust 5, 19977 (If yes, please provide information below.)
Name of the person receiving benefits; Relationship to you:
City: County: State;

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

Name of the person receiving benefits; Relationship to you;
City: County: Stute:

3. Have yon received Supplemental Security Income (SSI) at any time within the past 3 months? D l_—_l
Please note, this is not the same as Social Security benefits (SS) or Social Security Disability (SSDI) benefits,
*If you checked yes Please provide a copy of your SSI documentation,

4. Have you received any tyhe of vocational rehabilitation services within the past two years? D D
If yes, please indicate which type of agency you worked with and provide their location information below:
D Vocational Rehabilitation Agency Dy Dept. of Veterans Affairs D Employment Network (Ticket to Work Program)

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

|
=i

5. Areyon a Veteran of the U.S, Military? */fyes, Dlease provide q copy of your DD-214 and Jetter of separation,
(Ifyes, please provide information balow, If 1o, please continue to question #6.)

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

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

Ifyes, dates of unemployment - From: / / To: / /
Did you receive unemployment compensation at any point during your unemployment?
If'yes, dates received unemployment compensation - From: / / To: / /

U O g;
O] O OO

Conviction Date: / / Release Date: / /
Was thisa D Federal or D State conviction? If State - County: State:

Additional Tax Credity
IEC (Native American): Are you or your spouse a member of a Native American Tribe? D D
*If you checked yes please provide q copy of your CDIB card,
CA Residents: Are you the child of foster parents? D Do you receive CalWorks? D Workforce Investment Act?
Are you a migrant or seasonal farm worker? D Have you ever been convicted of a misdemeanor?
SC Residents: D Do you receive Family Independence Benefits?

PLEASE READ, SIGN, AND DATE:

Under penalties 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 thas may be needed 1o determine 1ax credit eligibility 10 my employer, employer representative (Associated
Consultants, Inc. dba Retrota), or the Departmens of Labor.

New Employee Signature: é e Date: 0q’/ 3 / 7




Qualified Long-Term Unemployment Recipient

ADDENDUM TO: IRS Form 8850 Pre-Screening Notics and Certification Request for the Work Oppartunity Tax Credit

Client: Company:

Employer Solutions Group

Location: Employee Name: SSi#:
EMPLOYEE;:

Please check the statementy(s) that apply to you and sign where indicated below.

] I'have been unemployed at any time during the last 12 months,

If applicable, dates of unemployment - From: To: :
From: / / To; / /
. From; / / To: / /

O 1 received unemployment compensation during my unemployment,

If applicable, dates you received compensation - From; To:
From; / / * To: =/
From; / / To: / _/

Please read, sign, and date:

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

Employee Signature: g v,‘ K/ ﬂ Date: M(,/ ~)3 - / 7

RetroTax®
3730 Washington Blvd.
Indianapolis, IN 46205

317-925-0553
wotc@retrotax-aci.com

Www.retrotax-aci.com




employer solutions staff iNg group.

Leveraging Resources in 3 Changing Market

I understand by signing this form that | am résponsible to contact ESSG within 5

calendar days once an assignment ends. | also acknowledge that | have received
a separate copy of this form. /%J:lnitial)

WM - dY 13-/7
Employee Signafuts, © - " Date:
V2,

ig
aa ?/c
Employee (please print your name here)

CMG_SM - Rev. 09.2013
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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
Mmanagement or to telephone Employer Solutions Group (ESSG) at 952.835.1 288/1.866.496.7573 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,

Employee Name (Please Print)

rjGa W'z‘/a;\

Employee’s Signature:
. Date: %/ . /3"/ 7

22



Handbook.

| also acknowiedge that my employment with ESSG s 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 ora] or written statements or representations regarding my employment can alter
the foregoing. | ajso acknowledge that no Mmanager or employee has the authority to enter into an
employment agreement, express or implied, providing for employment other than at-will.

lalso acknowledge that, except for the policy of at-will 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 Handhook. | ajso
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.

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__0-1% /7

EMPLOYEE
NAME Bﬂiacm W?/C/‘
PLEASE PRINT

EMPLOYEE
SIGNATURE

ESSG
REPRESENTATIVE

23



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

1. This handbook js intended as a guide and not an employment agreement that
creat

2. The changing needs of the business wil| 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 nofification, etc.

4. 1am responsible for the information provided herein and will, upon my separation,
return this handbook to my ESSG Consultant,

Date: /- /5" /7

Associate's Signature: %&f/ﬂﬂ

Associate's Printed Name: 7 o wé‘ - «
Orientation provided by:
N

24




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,

3. | hereby voluntarily consent to ESSG, or its health service providers, or
other persons or entities acting for or with them, to collect g body component (blood,

Weioan \0aich

Individual’'s Name

(H-13 -2017
Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10
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Enhanced MEC Plan_Plan 1 e

I New

Benefits Enroliment Form
Employee miormation

Name (First and Last) Soclal Security Number

Brican Wslch Y2-67- 7152 |
|Address ' City State 2ip Code
D24 Comber g Sm‘sﬁ"Pau.( W)V\ 35075

Gender [4 Male Marital Status Single Dats of Birth "
O Female | I Marmied 1 piyoreq ~05 -~ /989
Phone Number: Email Address:

115-53( %5275 Brican 1014895 Bm:/ Loy

Please Select Desired Coverage:

Employee Only - E Employee-l-Spouse - DEmployee+Child(ren) - E Family -
$24.00/Week ‘

L[] Rehire Rehire Date

Date of Hire

$38.00/Week $36.00/Week $63.00/Week
Social Security # Birth Date | Sex Relationship
O Mae O Spouse [ Child
LIS Last Name 3 Female O Domestic Partner
Social Security # Birth Date | Sex Re]aﬁonship
0O Mae ClSpouse [ Child
Ml Last Name I Female O Domestic Partner
Soclal Security # BirthDate | Sex Relationship
O Mate S O child
"First Name — M.I. ~ LastName | 0 Femue O PESE - %
O o} o} 0
NAME OF PERSON COVERED (FIRST, LAST):
EFF. DATE
EFF. DATE
EFF. DATE
Employea Acknowladgement and Authorization - | herehy apply for the

group benefit(s) as indloated, | acknowledge that aj
any misstatements or fafiure to report information may he used as the basls for canceliation of coverage for me and my dep:
effective date, Further, | authorize my employer to make the necessary payroll deduction of premiums for cove

IF ENROLLING - YOU MUST SIGN HERE

Employee Signature ‘;&ﬂMA / A Date
EMPLOYEES DECLINING O | am DECLINING coverage
plan at a later date, Ihwe may be consldered a late enrolige and

of Coverage for the company’s medical or denta| pians. If | decline enroliment for myself or my dependents
(including my 8pouse) hecause of other Caverage, | may,

In this plan, provided i request enroliment within 31
days after the other coverage ends. in addition, if a new dependent relationship forms ag a result of marriage, birth, adoption, placement for adoption of parting suit
of adoption, | may be able to enroll myself or my depandent, provided | request enroliment within 31 days of th

e event.
IF DECLINING- YOU MUST SIGN ERE
Employee Signature M, é Date d c/ -/ 3' / 7

Employer Solutions Staffing Group Health Benefits Team
7301 Ohms Lane Suite 405
Edina, MN 55439
Phone: 952-767-9519 Fax: 952.767-0515
Emall: Health@employersoluﬂonsgroup.com

entrles are true and complete and that

endent(s), if any, from the original
rages | have elected,




o ﬂ\\
Fixed Indemnity Medical Benefits_Plan 2

* VS| 219301-ESG1  [orrice ust ompy LOCATION e RehireDate_,__,
ENROLLMENT FORM ESC CU(UNAC-MN) P1 y
ﬁﬁﬁiﬁﬁ& BLACK or BLUE INK (st Be Fiicd Out) )
Name L ' Social Security # Home Phone : Sex

Briaan  [0sl. 2 e7TI%2 715 -SBl:37%
Address ! Apt. #
=529 Lamber o »
City ! State Zip | Date of Birth
543/\{' 6)0.»( i fn j 55075 l/O/as?@-;

T ——— et e e

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

QY?.D.&'&.’Q%%LE’E@EEQQ@&%_MW
Medicare Health Insurance Claim Number (HICN) ' Medicare Effective Date
-f\l.a.r;.e.:fvcg;ere_g.l:e_;ﬂgo_n?s);__ e st an _..T T T e . i ......r.-....-.._ B R V————
1. ~ P2 i3, -

C. LIMITED BENEFITS PLAN SELECTION i

Payroll Deducted Weekly Rat

the all benefits in Section C will k
and Short-Term Disability plans are underwritten by BC

You MUST select 3 coverage level before any benefits in Section C. Your coverage level for
identical. The Fixed Indemnity Medical Plan, Dental Plan, Term Life Plan,
Insurance Company. The Vision plan is underwritten b

y Companion Life Insurance Company.

: FIXED INDEMNITY SHORT-TERM
SELECT COVERAGF LEVEL MEDICAL * .. DENTAL R VISION - TERM LIFE DISABILITY_’
Employee Only [ ] 2025 [ g7 B saaz B soeo o sazo g4

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

Employee + Family D $54.88 $20.36 $6.56 $1.80
e Borefts V] [Tver CIvo. | Cves [ LETves Lo | Dves o | Cves [

This coverage is not available to residents of NH, HI, or PR, 2STD is not

& Dismemberment, please write in your beneficiary inform;tion. Accidental Death Eﬁ
Dismemberment is Part of the Term Life Benefit.
Name

2 Relaﬁonshi_p - __;M‘ s
Name Social Security # | Date of Birth } Sex Relationship
e S Y N v 5 L Spouse (] chitd [ Domestic Partner
Name Social Security # Date of Birth ,‘ Sex ! Relationship
e SN S *_._..._L@.._-';’.590}.‘1‘*_[1‘?*}‘!F.*..CJJ??!"??"‘&P"?_E“_‘.EI..
Name Social Security # Date of Birth | Sex
f

Relationship

 Social Security # Date of Birh Sex | Relationship

) e S | 1 ) QSPR‘EEDEW'_‘?”:,'?‘.’"_‘.es".!'.?f?"E!!?[.

E. REQUIRED SIGNATURE

L Child[_] Domestic Partner
Name

|

Yé!iEQﬁsiﬁéﬁj@ﬁ]é@ﬁi@iﬁ?@@E@E@Yﬁf@@'fEf oA
I'have read the benefit packet and understand its limitations, | understand that open enroliment is only available for
2 limited time and | understand that making no benefit selectio

n is a declination of coverage.
PATE D HAOLEQI o | > SIGNATURE

This is an Essentia/ StaffCARE Enroliment Form.




