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PO Box 46270
Eden Prairle, MN 55344-995¢
Tel: 952.835.1288

www.esgstafﬂngsolutlons.com

employer solutions staffing group..

Last Name | 4 )\ &MLS A First Name A&%’_ Middle Initiaj {_ . V,
Street Address SLIHS R 1 80 dncclg v A e <, Aptiste _ >

City/State/Zip % Cloenie, M A Z26IC, soctal Security Last Four XXX-xx.

Phone Number (] = LY - \yer, emmum%
Staffing AgencyIRecruitment Partner

All offers of employment are conditional upon satlsfactor_'z proof of identity and legal ability to work In the U.S.A.

Are you legally authorized to work in the United States ofAmenea% YES [INoO

Applicant Certification ang Authorization

| understand that g comprehensive background check may be conducted to determine my eligibility for hire by certain clients of ESSG.
This may include but is not limited to, Investigations of criminal and/or conviction records, driving records and/or a drug screen test as
required by clients, govemnment regulations or by ESSG policjes,

I release ESSG ang other persons or entities from any claims that might be based on ESSG's decision to conduct g background check,

| certify that all statements made in my application are true ang accurate and that | have not omitted any materia| information or provided
false or misleading information, | understand that any material omission or misrepresentation will resuit in my disqualification from
conslderation for employment or, if discovered after | begin employment, will resuit n ination.

o e

If hired, | agree to abide by the policles and procedures of Esgq. s

l"‘

MAMJ%\E./ — G (2~ (2
Name (Print or type) Date

For ESSG Office Use Only
DOH _— | Nuw —_— I-9 8850 w4
—_— —
Emargency Contact Info Background Release Form Background Results Unemployment Letter ESC Application
(i applicable)
For ESSG Client Use
DOH ROP Work Site Log, WC Code
——— e —_—
ESSG - Rev. 04/2017



The exceptions don't g to supplemental wages Nonwage Income, |f you have a large amount of
F 0 rm W"4 (201 7) Qreater m’;'ﬁ $1 .Doo,oog.p'y i L5 nonwagge Incoms, such as lntaraatho"i- dividends,

Baslo Instructions. If you aran't exsmpt, com%l.‘ete 138'4‘3”53 making ”“{.""?g tlaxd&agmems using Farm
Purpose, Complate Form W-4 so that your the Persanal Allowances Worksheet below. The 55, Es"':dﬁ gl"w: l? h"':"f'e Otherwiss,
employer can withhold the correct federa] Income Workshests on page 2 further adjust your you ""93" owe o b. 605 f‘{:atl!'nd m",?"’“’",:" Id
tax from your pay. Consider completing o new Form Withholding aflowances hased on ftemized annuity Income, 33,3, ub. W _4° W-ﬂ"' Shou
W-4 each ﬁand when your persunw or financlal deductions, cartain credits, a:auu:gnems 1o Income, acllust your withholding on Form W-4 or .
situation changes, or ers/multiple jobs ons, Twr?d:amam or mumplugnha. lf)fog' hava" ath
Exemption from withholding, If you are exempt, Complste all worlshests that apply. Howsver, you Working s S+ mora than one job, flgure the
gomplete only Ines 1, 2, 8, 4, and 7 ang slgn mpet may claFl'm fower (or zero allowanca;y. Far mgularyo all Jops E"I;"f alloumvalhmas yg%ara ed,;'g olaim
form to valldats It, Your axemgﬁnn for 2017 expires Wages, withholding must be based on allowances °'14 008 Ls “l‘g cels w',“" gnly one Form
Feb 18, 2018, See Pub, 505, Tax Withhalding you claimed and may not be a flat amount or e a?llgll olding uali’alanyed %:'"’Ff Wed
and Tax. percentage of wages. forthe ighoet pepp i cimed o the Form
Noﬁ:snagmgpemnmclmq:);uml:nasad%%mdem l.;lfehadofgolgsehold. Generally, you can clalm head Gialmed.on the ethers:See Puly, 55 Tor dotalls.
fn his or her tax retum, you can't clalm exemyition ousehold fillng atatus on yoir tme rah:
from withholding If your totel Inpome cee ! 31,850 YOIl aFe Linmarried and pay mors than 6096 of ﬁgﬂ""";,’ggg'gl“'”l‘ kuargoanwgslderltggmsfge
exampie, foamore than $350 of uneamed incoms for costs of kesping u ahomefnryourselfandgour None dert Al Ppe,;"e;b'"g' rmlsﬂn '{;ﬁ:‘f‘o ons for
example, intarest and dividends), dependent(e) of othe: qualifying Individuals, Seg onres! ens, completing this form,

. An empl may be able to claim Pub. 601, ptions, Standard eduction, and Check your withholding. After your Form W-4 takes
o . An emp) g aveh i e amploam Filing Information, for Information. Sffect, Uae Pub. 505 to see how the amonnt yo, o
8 depsndent, if the empioyae; Tax cmclllla. Yﬁu can tag pruje'cled taxbercrgfdﬂa Into for 209 seh:}!_,’u‘f:'g a’::;‘;ég,"" ';Ioms“x
© Is age 65 or older, mg;g,ggg,mgggg Cracits oy amber dependent  exceed $130,000 (Single) or $980 0ok (Married),

* s biind, or care expensas and the child tax ¢ be clalmed Future developments. Information
 Will claim adjustments to Incom
item

may
using the Persona} Allowances Worksheet below. developments affeoting Form W-4 (such as
8; 1ax oredits; or . ]
| deductions, on s oo her fax Ses Pum%ﬁé?gmgggm c:g{wsrﬁng your other :tgisl ’c;’r.l& %%w after we release it) will be posted
Personal Allowances Worksheet (Keep for your records.)
Enter“1"foryourselfifnooneelsecanclaimyouasadependent. © © 6 o o o5 a4 ° 0 0 0 0 0 0 o g /3

* You're single and have only one job; or
® You're married, have only one job, and your spouse doesn’t work; or
ave either a working Spouse or more

A
Enter *1” jf; { B
* Your wages from a second Job or your spouse’s wages (or the total of both) are $1,500 or jess,

Enter *1” for your spouse. But, you may choose to enter “-g-* if you are married and h
than one job, (Entering “-0-» may help you avold having too little tax withheid.) . 0
Enter number of dependents (other than your Spouse or yourself) you wijj claim on your tax retum. . o o g
Enter “1* if you will file as head of household on your tax return (see conditions under Head of household above)
Enter *1” if you have care expenses for which you pian to claim a credit

. . .

mmg
Mmoo

* If your total Income will be less than $70,000 {$100,000
have two to four eliglble children or jess “2" if you have five or more eligible children,

* If your tota! income will be between $70,000 and $84,000 ($100,000 and $119,000 if married), enter “1” for each eligiblechid. @
Add lines A through G and enter total here, (Note: This may be different from the number of exemptions Yyou claim on your tax retum) » H

® If you pian to ftemize or claim adjustments 1o Income and want to reduce your withholding, see the Deductions
and Adjustments Workshest on pagse 2,

® if you are single and have more than one job or are married and you and your spouse hoth
earnln?s from all jobs axceed $50,000 ($20,000 married), see the Two-Eamers/Multiple Jobs
to avold having too Jittls tax withheld.

® If nelther of the above situations applies, stop here and enter the number from fin
Separate here and give Form W-4 to your employer. Keep the top part for yo

if married), enter “2” for each ellglbie child; then less “1” if you

For accuracy,
complete all
worksheets
that apply.

work and the combined
Worksheet on page 2

e H on iine 5 of Form W-4 below.
ur records.

w_4 Employee’s Withholding Allowance Certificate OMB No. 1645-0074
g:,,":',,,m of the Treasury » Whether you are entitled to claim a oertaln number of allowances or exemption from withholding is 2 @ 1 7
Internal Revenua Servics subject to review by the IRS. Your employer may ha required to send a copy of this form to the IRS

1 2 Your socla] security number

W1Z -ou-y4q73

Home address (numLer and street or rura] routs)

Sz A eecd e Ae, 5

1% singie [ Maried L] Married,

Note; if manied, but legally separated, or spouse

but withhold at higher Single rata.
Is a nonvesident allen, chegk the “Single” box.

City or town, state, and 2ZIP code

M

4 Hyourlast name differs from that sho

WD on your social Seourity card,

check here. You must call 1-800-772-1213 for a replacement card. b []

5§ Totefnumber of allowances yoy are claiming (from line H above or from the applicable worksheet on page 2) 5| S
6 Addtitional amount, if any, you want withheld from each paycheck B0 9 0 0056 0o & o - 6 ~$ =
7 Iclam exemption from withholding for 201 7, and | certify that | meet both of the following conditions for exemption.

* This year | expect a
If you meet both conditions, write “Exe
Under penalties of perjury, e

ane; 10 the best of my mowledge and belief, it Is true, correct, and complete,

Dater F— /2 - /7

10  Employer Identification number (EIN)

Employee's signature
(This form Is not valid unless you sign it) »
8 Employer's name and address (Bl

J 9 Offics code {optional)

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



Employment Eligibility Verification USCIS
Department of Homeland Security OME ::TGII;_?)W
U.S. Citizenship and Immigration Services 0

NG5 Expires 08/31/2019
5 ctions carefully beforo completing

ectlon 7. Emplayee Informatlon 2 Y

SUILITE N | LS
Attestaflon (Empioyess must aampiote and sign Seution 1 of Fam 1-9 ho Tater
ihan the first day of employment but not befare quoapling § job affet )
Last Name (Family Name) First Name (Given Name) Middle Initial Other Last Names Used (ifany)
4 ‘ LA %N M\ L . V ’
Address (Street Number and Name)

Apﬁw?per City or Town . ZIP Code
KUY Carg inadey ot

Date of Birth (mm/ddyyy) | u.s. Social Security Number | Employee's E-mailv’idress

OO0 ~ e=d |47 -pi) - MR oy vy

A'AY

loyee's Telephone Number

(sl ~lT-lise

1 am aware that federal jJaw provides for im
connection with the completion of this fo

| attest, under Penaity of perjury,

prisonment and/or fines for false statem

that | am (check one of the following boxes):

@1. A cltizen of the United States
L] 2 Anoncitizen nations! of the United States (See instructions)

|:| 3. Alawiful permanent resident (Allen Registration Number/Uscis Number);

D 4. An allen authorized to work until (expiration date, if applicabie, mm/ddfyyyy):
Some aliens may write "N/A" In the expiration date fieid, {See instructions)

Allens authorized to work must provide only one of the following document numbers to compiete Form 1-g: - ﬁzcvﬂ;’;',m%;m
An Allen Registration Number/USCIS Number OR Form 1-94 Admission Number OR Forelgn Passport Number.

1. Allen Registration Number/USCIS Number:
OR

2, Form |-84 Admission Number;
OR

3. Forelgn Passport Number: ! g
Country of Issuance;

,é'gnamre of ‘ ,'S.'ﬁ:“’;”-'/‘-— W

- Today's Date (mm/i /)

— . Y G247

parer andlar Translator Gerilflaation {oheekonie); ! |
did nal use & preparer or translater. (] A preparer(s) and/r transiat

at{s) assiatebi the empiayes in eompleting Bectien 1.
below must be qompleted and Signed when prepargrs andir trein

_ sletals assist an empioyae in campleting Sagtion 1 )
I attest, under penalty of perjury, that I have assisted In the ¢

ompletion of Section 1 of this form and that to the best of my
knowledge the information Is true and correct.
Signature of Preparer or Translator Today's Date (mm/ddAyyyy)
Last Name (Family Name) First Name (Given Name)
Address (Street Number and Name) City or Town State ZIP Code
@  Erlover Complurs Rext pags )
FormI-9 07/17/17 N Page | of 3



Employment Eligibility Verification USC'IIS9
Department of Homeland Sequrity Form 1
i TS

Employse Info fram Seation 1 [{-4%\ 48 Femfy Name)’ Nar ' al

. ldentity and Employment Authorization Identity
Document Title . 2

Issuing Authority
"Document Number '
Expiration Date (¥ any)mmicclyyyy)

Document Title

lssuing Authority
Document Number
Expiration Dae; (7 any)(mm#ddpyyyy)

Additional Information

Certification: | attest, under penalty of perjury, that (1) 1 have examined the document(s) présented by tho abave-named employee,
the document(s) a bhmulmandtoumnwﬂlosmployummod,and(a)hmobmd the
Copioyee i e Aok Uk .

pibyes's first day of employment (mavediyyyy): OF, - Vo206 | "(8ee instructions for exemptions)
Sigi of Emplayer Representative Taday's Data (mmddfyyyy) modEmhwwmmR!Pmenhﬂva
- ( O —(X3-2 o | "Jrecruiter
Last Name of Emplayer or A FIrstNmofEmphyerorAwmndRemnuuvg Employarsﬂuﬂneuommahlzaﬂonmmo
Glasby elby Employer Solution Staffing Gro

EmployefsBusheuorOmamzaudemu(sm umber and Name) | City or Town i State 2ZIP Code
7480 Flying Cloud Drive Suite 200 Eden Prairie MN 55344

YN ST N S
:

R o y
s = o/ ot mdo.s, AR A

badibhdd |

rOIOUE ST oF TS
brovibuR gran ofophisiiiiah
1t gihpriantiy ;

o L1 SRETY Provinesk below:

p-nal_tyofpmjmy.thauoﬂnhnofmy imowledge, mhomployaolsaumahodhmrklnﬂnumsm, and if
the employes presented document(s), the document{s) | have examined @ppear to be genuine and to relate to the individual,

SlgnammafEmployerorAuﬂmlzedRepmemauva Today's Date (mm/icyyy) NlmofEnmloyuarAuﬂwﬂmRepmenm

Form I-9 0717117 N _ 1 Page 2 of 3
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A TR TR o

,"} This card belongs to the Social Security Administration and you must
L return it if we ask for it. o

' Ifyou find a card that isn’t yours, please return it to:  ° .
j Soc.ial Security Administration * 7
.1 i P.O. Box 33008, Baltimore, MD 21290-3008

* For any other Social Security business/information, contact your local
Social Security office. If you write to the above address for any business
| other than returning a found card you will not receive a response.

15
i
iy

‘J | Soclal Security Administration

| 'Form S3A-3000 (08-2011) @ G64753433 j

i

3 -

- e - - -




EMERGENCY CONTACT INFORMATION

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

r NG
Employee Name: AA;QM‘! &&!&hgl\l\a\
i ras

Address:

Home Phone: LS/" L“ 7 oy “‘lj/Cn

(ﬂfanéo K{w %‘

| EMERGENCY CONTACTS :
Please list two peaple (in priarity order) who could be contagted In case of an emergency
Contact #1 Home Phone: g C.ime

Name: J Q_;bg\ 'S '%G_Y\_\m,\c_ Cell Phone: Lg/ ~ l// 7/~ /4 S
Relationship: é . cl_ Work Phone: é,%

Contact #2 Home Phone:
Name: Cell Phone:
Relationship: Work Phone:




employer solutions staffing group..
Wage Payment Method Authorization (Minnesota)

Employees have the option of receiving wages by Direct Deposit and/or Payroll Debit Card,

If you do not provide a written electio;

SECTIONT BASICINEORR FLOMN

SSN# (last 4 digits)

A { &1
3 e ——

A !
FAYIROILL

.! Direct Deposit (Pleasecompletesecﬁons3and5below) Note: Direct a:itawauntamytakeupta?duystobewivated

i}i‘ Payroll Debit Card (Please complete Sections 4 and 5 below) {7 %5 aper Check (Plesse complete Section § below)
SECTEIONT] DIRECT DEPOS] |

B O Updare Bank Account
Bank Name;

Routing#
Account#

Account Type; DCheclcingDSavings [Jother
Tohelpusavoidmah‘nganen'or, pleaseatlachaeopyofavoidedcheck.(a depnsitslipwillnotwork)

. Ifyouchangebnnks,donmdoseynnroldbmkaccoumunﬁlyomdhectdepoxithasmwdntthencwbmk,whic.hmaytakeZpaypmiods.
SEGEION PANR O] PDEBEE GARD

Federallawrequiresallﬁnancialinsﬁhniunstoobmin,vmify,mdmcmdinﬁ)rmaﬁonthatidenﬁﬁeseachpmonwhoopensmacwmhorderm
requestaPﬂyroll_DebigCardfory'ou,wemustgrovideaJ] of the following mformauonﬂmtwﬂlenablethe ﬁnm!cial inst'imtionm identify you, If

1 anderstand 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 acconnt number that I provide is incorrect,

Initial Date

Except for the routing and account number, ESSG does not have access to any information regarding your Payroll Debit Card account or

ions. On your first Ppayday, you will recejve Your new Payroll Dehit Card, and a packet containing all of the terms and conditions. You will
then sign acknowledging that You received the Payroll Debit Card and packet, Your Payroll Debit Card will be reloaded on each payday you receive
wages,

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

First N; Last N Date of Birth
et N Lah\e \an G0 G54
Strest Address (o sox Nor Accarr 2 Social Security#
= | Ave, <. — UT2-0vt - 4y,
State Zi ell P obile
p by [“Tpyc, e U - )4 5¢,

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

PayrollDehitCardRouting# PnymllDebitCardAccount# d gg 3 L 0 D; - - éé - ba

i other required withholdings
account(s) as designated aboye and to initiate, if necessary, debit entries and adjustmentsfor any credit entries

Employee's Signa




EMPLOYER SOLUTIONS STAFFING GROUP
BACKGROUND CHECK AUTHORIZATION

Employee Name:kﬂ:\da.gg_l L] fL . S] ]f!!(z ﬂ£ \A > \Lﬁ X)M
(First) (Middle) (Last)

Former Name(s) and Dates Used:

Current Address Since: i’éﬂ; ¥ 4 Care \A Q,A te s A\la,A- Cestle. Q(%
(Mo/Yr) (Street) (City) (State/Zip)

Previous Address From:

(Mo/Yr) (Street) (City) (State/Zip)
Previous Address From:

(Mo/Yr) (Street) (City) (State/Zip)
Social Security Number: 7{‘1 2 - Qf ~ 4932 DOB:__\ @& ~€52 — 195

Phone Number: g [ - LL( % oo 'Lli’_('n
Driver’s License Number/State: u % 2:2:34 [C, {o G <

report may include, but is not limited to the following areas: verification of social security number; credit reports,
current and previous residences; employment history, education background, character references; drug testing, civil
and criminal history records from any criminal justice agency in any or all federal, state, county jurisdictions; driving
records, birth records, and any other public records,

I further authorize any individual, company, firm, corporation, or public agency to divulge any and all information, verbal
or written, pertaining to me, to Employer Solutions Staffing Group, LLC or jts agents. | further authorize the complete
release of any records or data pertaining to me which the individual, company, firm, corporation, or public agency may
have, to include information or data received from other sources. Emp Biatipns Staffing Group, LLC and jts
designated agents and representatives-shall maintain all infors ation received from this authorization in a confidential
manner in order to pretsct | i i B, but not limited to, addresses, social security

Date:f"‘ /&" / ;

Please check the box below if you wish to receive a copy of a consumer report that is requested.
wish to receive a copy of any Background Check Report on me that is requested,



o

employer solutions staffing group..

STATEMENT OF CONFIDENTIALITY

This agreement made this{- day ofiqf:}ﬁ@_, 202, between
Employer Solutions Staffing Group LLC, hereinafter referred to as “employer”,
and hereafter referred to as “employee”.

WITNESSETH:

For the duration of my employment and after resignation or termination of
this employment with employer, for any reason whatsoever, the employee shall
not use or disclose to any other person or company, and confidential or
Proprietary information or know-how related to the business of the employer.

In view of the difficulty of determining the amount of damages which may
result to the employer from a violation of any of the provisions hereof, the
employee agrees to pay to the employer the sum of $10,000 as liquidated
damages for every such violation; provided, however, that the payment of such
amount as liquidated damages shall not be construed as a release or waiver by
the employer of the right to_prevent any such violation in equity or otherwise.

Employer Solutions Sta roup LLC, Representative




employer solutions staffing grous.

Importa nt/importante
LOST OR STOLEN PAYCHECKS

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

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

new check and no fee will be deducted.

CHEQUES DE PAGO PERDIDOS O ROBADOS

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

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

AGREED/SE ACUERDA—

Name/Nombre (con letra de molde):




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:

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 representative advised of your
status,

Printed Name: J—’.bzdac.z../_édz[hg‘[mﬂ



- —Gﬁw’ﬂown,—stam,—gﬁa-zyp code

————

rom OOD0) Pre-Screening Notice and Certification Request for

(Rev. March 2016) the Work opportunity Credit OMB No. 1546-1500
Dapartment of the Treasury . -
Intemal Revenus Service P Information about Form 8850 and jts Separate instructions is at WWW.irs.gov/formas5o,

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

Your name x}a;csac 8 l ‘ 4‘1; ! k@,\\m Soclal security number p _LF??_- OZ.I *Lﬁ'j
Strest address where you Iive —%MMML SN
M (

County : —— Telephone number _4_ 5} — L// 7~/ 4{%

~s
If you are under age 40, enter your date of birth (month, day, year) 22 /0 -2 - Q/S[

1 [ Check hers if you recelved a conditional certification from the state workforce agency (SWA)ora particlpating local agency
for the work opportunity credit.

2 [7] Check here if any of the following statements apply to you.

® lam a member of 5 family that has recejved asslistance from Temporary Assistance for Needy Famijies (TANF) for any 9
months during the past 18 months,

* lamaveteran and a member of a famlly that recelved Supplementa] Nutrition Assistance Program (SNAP) benefits {food
stamps) for at jeast g 3-month period during the past 15 months.

® lwas referred here by a rehabliitation agency approved by the state, an employment network under the Ticket to Work
program, or the Department of Veterans Affairs,

® |am at ieast age 18 byt not age 40 or older and | am & member of a famlly that:
2. Received SNAP benefiis {food stamps) for the past 6 months; or
b. Received SNARP benefits (food stamps) for at Ieast 3 of the past & 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 {SS]) benefits for any month ending during the past 60 days,

* lam a veteran and | was unemployed for a period or periods totaling at least 4 weeks but less than 6 months during the

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

§ [ Check here i You are a veteran entitied to compensation for a service-connected disabillity and you were unemployed for a
period or periods totaling at least 6 months during the past year.

6 [ Check here if you are a member of a family that;
* Received TANF Payments for at least the past 18 months; or
* Received TANF Payments for any 18 months beginning after August 5, 1997, and the earflest 18-month period beginning
after August 5, 1897, ended during the past 2 years; or

* Stopped being eligibie for TANF Payments during the past 2 years because federal or state law limited the maximum time
those payments couid be made,

7 [ Check hers i You are In a period of unemployment that Is at least 27 consecutive weeks and for all or part of that period
You received unemployment compensation.

Signature —Aj] Applicants Must Sign

Under penaities of perjury, | declare that | gave the above Information 1o the employer on or befora the d
correct, and complete,

-—
, and it Is, to the best of my knowledge, true,

Job applicant's signature fre __; _,.—-—--—-P\ Date /;'7 = / Z— y 5 / ;

For Privacy Act and PM""“W Cat. No, 22851L ‘Form 8850 Rev. 3201 6)
117-




-

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

EMPLOYER SECTION:
Client: Company:
Location: Position:
EMPLOYEE SECTION: _
First Name: Last Name: Snffix: Street Address: City/State; Zip: d
\ : ik = Y S 2 -
SS#: Date o : Age: 0" wor or | If yés{location:
this company befgre?
72 - 0y-ugTy 0-0z<igeu| 72 | Yalo N

Please complete all questions, and sign and date the form, Yes No

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? [] z
(If'yes, please provide information below.)
Name of the person receiving benefits; Relationship to you;
City: County: State:

3. Have you received Supplemental Security Income (SSI) at any time within the past 3 months? 0 = ﬂ
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 copy of your SSI documentation,

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

Name of Agency: Phone #; .
City: __ County; State;
*If you checked Yes please provide a copy of your active Individual Work Plan and Ticket 1o Work documentation,

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

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

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

If yes, dates of onemployment - From: To:
Did you receive unemployment compensation at any point during your unemployment?
Ifyes, in which state did You receive unemployment compensation? ___

g

Nl O oo

7. Have you been convicted of a felony or released from prison for a felony conviction in the past 12 months?
Conviction Date; Release Date;

WasthisaDFedamlorﬁ%mmconvicﬁon?Ifsm-Co Mosaey State: Aa A

Additional Tax Credits
IEC (Native American): Are you or your spouse & member of a Native American Tribe? [ A
Ifyou checked yes please provide a copy of your CDIB card.
CA Residents: [] Are you the child of foster parents? [ Do you receive CalWorks? [7] Workforce Investment Act?
O Are you a migrant or seasonal farm worker? D Have you ever been convicted of a misdemeanor?
SC Residents: [] Do you receive Family Independence Benefits?

PLEASE READ, SIGN, AND DATE:

Under penalties of perjury, I declare the information above 1o be
individuals to supply such verification or information that
Consultants, Inc. dba Retrota), or the Depasimenit ; or.

dge, and I hereby authorize any agency, organization, or
ireligibility 1o my employer, employer representative (Associated

AN Date:é"‘/ 2.~ /';l

New Employee Signature;




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 ea*3’%'-’Flfﬁ?iea‘I:itrn-mquemrﬁ'@c, for the new target

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

knowledge. i,
/ ,// /’—7
//'
New Hire’s Signature: = ? — w’/ Z - /...2

ate
New Hire Name: M\ 4%

Social Security Number: 47’2_. “OU - irq 72

Employer Name:

Please check the statements below if they apply to you.

07, I declare that | was in a period of unemployment that is at least 27
consecutive weeks and for all or Part of that period | received unemployment
compensation.

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

(Enter start date)

Privacy Act Notice;

The Intemal Revenue Code of 1888, Secfion 51, as amended and its enacting legistation, P.L. 104-1 88, specify that the State Workforce Agencles are the
"designated® agencies responsible for administering the WOTC cartificafion procedures of this program. The Information you have provided complefing this
form will be disclosed by your employerto the Stats Workforce Agency. Provision of this Information is voluntary; however the information s required to
determine your employer's ellglbilfty for the federal tax credit,

.—.._.._.._.._..—.._..—.._.._.._.._.‘—.._.._ sy

Pubiic Burden Statement:

Persons are not required to respond to this collection of Information unless it displays a currently valid OM B control number, Respondents’ obligation to
complete this form Is required to obtain or retain benefits (P.L. 111-5), Public raporting burden Is estimated to average 10 minutes per response, including the
time for reviewing instructions, searching existing data Sources, gathering and maintaining the data needed, and complefing and reviewing the collection of
Information. Send comments regarding this burden estimate to the U.S. Department of Labor, Division of National Programs Tools Technical Assistance,
Room C-4510, Washington, D.C, 20210 (Paperwork Reduction Project 1205-0371). Please do not submit compieted forms o this address,

117-
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employer solutions staffing group..

Notification of Minnesota Law Re uirement —

Unemgloyment Acknowledgement

According to Minnesota Statute section 268.095, subdivision 2, paragraph (d), an
applicant who, within five calendar days after completion of a suitable

Job assignment from a staffing service, (1) fails without good cause fo
affirmatively request an additional sujtable 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 additionalj assignments. If you fail to do so, it
may affect your unemployment benefits.

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

& -/2-/3

Date;

e L o

Employee (please print your name here)

CMG_SM - Rev. 09.2013




employer sclutions staffing group..

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 ig 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.

(8) 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.

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

* Responsibility 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 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.



employer solutions staffing group..

“

Acknowledgement of Receipt of Workplace Safety Policy

I also agree that if at any time during my employment I am believe that ITam
working in an unsafe or dangerous work environment, I will immediately contact
Iy supervisor, manager, director or ESSG’s Safety Director at
952.835.1288/1.866.498.7573 in order to obtain assistance in the resolution of such




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 | have read the entire contents of this policy and | am aware and fully

understa;'ld: (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 |

3. | 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,

disclosure to ESSG of the resuits of my drug and/or alcohol test and other information
related to the test.

Individual's Name

T /(2 (7

Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



employer solutions staffing group.

Leveraging Rezources in a Changing Markex

€28)

Benefit Plan Admigistrators, Inc,

goup.

mlm L cmr s i e e,

emplayer solutions

WMMM

ey Wk o5 make

Enhanced MEC Plan_Plan 1

Benefits Enroliment Form

L] New Employee

[ Rehire Rehire Date

any misstatements or faflure fo report Informatio;

effective date, Further, | authorize my employer to make the Necessary payroll deduction of premiums for

IF ENROLLING - YOU MUST SIGN HERE

Employee Signature

coverages | hava elected,

Date

Empioyeeinformation
Name (First and Last) Social Security Number
Pacclacel LDy lnly U772~ 61 - 36773
dress N City State ZipCode
e Cetleey , Groot, MN
Gender ale Marital Single Date of Birth Date of Hire
O Female | O Mamied * 1 pivorced =
WPhone Number: Emall Address:
\ . - X
(S -3 -5 | .
Please Select Desired Coverage:
Employee Only - Employee+Spouse - Employee+ChiId(ren) - D Family -
$24.00/Week $38.00/Week $36.00/Week $63.00/Week
Soctal Security # Birth Date | Sex Relationship
O Male [ISpouse [ child
e e O Femaie O Domestic Partner
Social Securtty # Birth Date | Sex Relationship
] Male [ Spouse [J Child
~ ML Last Name g Femals [0 Domestic Partner
e = o l§o¢i§|;;@ﬁg#‘ iR .B.;r;lll‘natel — s hmu Sl
[First Name WL, Tast Name | O male m} spE.lse o O Chid
Othercoverage'iniormation including Medicare/Madicaid P e
NAME OF PERSON COVERED (FIRST, LAST):
EFF, DATE
EFF. DATE
EFF. DATE
Employee Acknowlstigemant and Autharization - 1 hereby apply for the group henefit(s) as indicated, | acknowledge that alf entries

n may be used as the basis for cancallation of coverage for me and my dependentys),

are true and complete and that

if any, from the original

EMPLOYEES DECLINING O Iam DECLINING coverage
lunderstand that | and/or my dependents, if any, waive any coverage and dasire to Pparticipate In the plan at a later date, lfwe
must meet the requirements defined In the Certificate of Coverage for the caompany’s medical or dental plans. If | decline en
(including my Spouse) because of other coverage, | may, In future be able to enroll myself or my dapendm In this plan, provided |
days after the other coverage ends. In addition, if a new dependent relationship forms as a result of marriage, birth, adoption,
of adoption, ] may be able to anroll myseif or my depende ed | request enroli nt.

IF DECLINING-

—

may be consldered a late enrolles and
roliment for

placement for adoption of parting suit

- F (2 )7

myself or my dependents
request enroliment within 31

Employer Solutions Staffing Group Health Benefits Team
PO Box 46270 Minneapalis, MN 55344-9956
Phone: 852-767-9519 Fax: 962-767-9515
Email; Health@employersolutionsgroup.com




*aacu iuucinnity vedical Benefits Plan 2

OFFICE USE ONLY

g VSl 219301-ESG-1 LOCATION

Rehire Date ___ /__

o/ —

ENROLLMENT FORM

ESC CU(UNAC-MN) P1 v18.2
INK (Must Be Filled Out)

S eI v s B o i

Name . Social Security # IH
- \C—\’\C&lk__\‘lb_\\\_@g\'\vl\/\‘

ome Phone Sex IE

3 L U2 -0y -yoa7
A_ddress KU 2 (mmx\n,\m Auq__ =,

(S/-4| 2 - 14
' pot# 3

City ;’StateM N

"Zi

Date of Birth

= O(C 16702 e

D Yes D No. if Yes, please continue,

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

f\lame of Covered Person (s): =il MM’ |

2,

Medicare Effective Date

3

1,
C. LIMITED BENEFITS PLAN SELECTION

Payroll Deducted Weekly Rates _

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 Pian, and Short-Term Disability plans are underwritten by BCS
Insurance Company. The Vision plan is underwritten by Companion Life Insurance Company.
FIXED INDEMNITY SHORT-TERM
SELECT COVERAGE LEVEL MEDICAL * DENTAL VISION TERM LIFE DISABILITY 2
Sy v p i w"  ime st [ 3 s
Employee Only [ ] $20.25 647 1| s242 B 50.60 .| 420 14
Employee +1 [ ] $41.10 $12.34 $4.92 $0.90
Employee + Family [ ] $54.88 $20.36 $6.56 $1.80
' NO to ALL Bengﬁt§ ; DYes D No_._- D Yes D No D Yes D [\lo‘ DYeg l_:l No DYes D No
' This coverage is not available to residents of NH, Hl, or PR. 2STD is not available to persons who work in CA, HlI, 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 Benefit.
Name . Relationship
Name ‘Social Security # Date of Birth Sex TRelationship
L. oo L MITE] [spouse[Tehid [ Domestic Partner
Name Social Security # Date of Birth . Sex Relationship
Name e/ MIE] | (T spouse [ Chid [T emestic Prtner
ame Social Security #  Date of Birth ' Sex Relationship
L o et MI[E] Clspousel Jchid[Toemestic Partner
Name Social Security # Date of Birth | Sex Relationship
/0 MIE] Ospouse[chita[] Domestic Partner

LE REQUREDSIGNATURE e I MUST SIGN AND DATE, EVEN IF YOU DECLINE CovERAGE

d its limitations. | u
no l:_)_en__eﬁt se!ec;_ion isa

P> SIGNATURE

I have read the benefit packet and understan
 imited time and | understand that making

DATE 09112120 (*

nderstand that open

declination

nrollment is only"aQaii;blém¥8

e

This is an Essential StaffCARE Enrollment Form.



