="veny: FIm Gase Detalls - Preview

EVerify

SENSITIVE BUT UNCLASSIFIED
Case Verification Number: 20172011618238W
Report Preparad: 07/20/2017
Sompany information _
Company ID: 47428 Wmm&mmmuam
Empioyeo information
Last Name: winston First Nams: kamisha
Dats of Birth: 07/28/1834 ﬁodalseunlyanhan""'im
Hire Data: 07/20/2017 MWAMMMUMM
Document Information
List B Document; umnnumormmwwau.a.mmrwmm uucnmmmsmwm
Dacument Name:; Driver's licenss Dooument State: Minnesata
Dﬂvm‘aLbamnrchmiNumbsr: Dogument Expiraticn Date; 07/28/2018
Cuaa Status Infornmation
Cumant Cass Result: Employment Authorized Employsr Cass ID;
Case Submitted On: 07/20/2017 Casa Submitted By: SGLABR32
SENSITIVE BUT UNCLASSIFIED

hﬂps:Ile-veﬁfy.uscis.govlweblPrintCaseDetalls.aspx?CaseVerNum=201 7201181823SW 71
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T Y PO Box 46270
www.esgstafﬂngsolutlons.com “.»l' ] Minneapolis, MN 55344-9956
=y Tel: 952.835.1288
employer solutions staffing group..
[ ] L] ]
New Hire Application
— Pel:sonaLBata—-‘Pf:EﬂSEPmﬂTtEGlBl.YlN INK

Last Name {4 ) s o First Name Eb.m Sho Middie initial ("
Street Address 194 | vve\ia Dy AptiSte

City/Staterzip _50\ o, . YVUN SSM3 Soclal Security Last Four Xx-xx. q
Phone Number &L&"&g' 2000 Email Address _nop sl 0N @ MM«C@

Staffing AgencyIRecruitment Partner

All offers of employment are conditional upon saﬂsfactog proof of Identity and legal abillty to work In the U.S.A.
Are you legally authorized to work In the United States of America? I%YES ONo

3 3 Zé A S 9@
\Pi\ame (Print or%e) : A,',pugn?:éﬁgm % 2;13 ! ! ?-

For ESSG Office Use Only
DOH NHW I-9 8850 W4
——r el —_— .
Emergency Contact Info | Background Release Form Background Resuits Unemployment Letter ESC Application
(If applicable)
For ESSG Client Use
DOH —_ | ROP Work Site Loc. WC Code
—_—
ESSG - CMG Rev. 0412017



don't apply to lemental N I If you hay | nt of
Form W4 ( 2017) Cresir i .0 eGP ™ SUBPISTentl wages nomwags Inoome eLrte Intoroct o dhvmaonms.
Baslo Instrustions. If you arsn't exsmpt, complste fggg"g making asﬁ_‘@at?gi'ax o fa’jts using Form
Purpose. Complats Form W-4 o that your the Personal Allowances Worksheet baiow. Tre -E8, Esﬂgdag?g o i " Olhafwise,
employer can withhold the correct fedéral Income Workshests on page 2 further adjust your you ma)lr owa Yok Boe f‘c':ottilnd Y9 oo on:r d
from your pay. Consider completing a ngu Form withholding allowances based on ftemized 3"""2}" "mms'h“lgl b Form Weg o W _&?,“ Shou
W-4 eaoh year and when your persona? or financlal deductions, certain credits, adluatments to Income, 2dlust your withholding on Form W-4 or .
situation d‘;::ges. or two-samers/multiple Jjobs ons, Tw'?deamers or multlplc: Agnbs. Iif ngg r;lgva ath
Exe from withholding. if you are exem Complete all workshests that apply, H 2 otal 1ng Spouss or mors than one job, figure the
com']'; etaognly lrl'r'nee 1, 2?3, ll‘l.gan 7 a:'::le sign mpet' may ;nla'}m fawa:\'” grzarg allowagggy. Fo?y:gvnﬁraryou t""‘a'"""",;'s er l"f "‘"°m°°a you ara ﬁ"ﬂt?ed ,Eg olaim
form to valldate it. Yolr exemption for 2017 explres wages, withholding must be based on allowsnces an all jo m ‘;‘;, 9"5 wil by one Form
Fabrg:tr'y 15, 2018, See Pub. 505, Tax Withholding you claimed and may not be a fiat amount or o aﬁl:il 0lding "’}‘a] 'yed :h"“’F%t a‘%‘m
and Estimated Tax, Percentage of wages, Tor the allowances are cleimed on the Form W-4
rthe highest pa ng job and zero allowances are
Nc.v#8 If agothg person can clalr'r: };Zlu asa dzgdendem :lfe:d of ’t'lo'mhold. Generally, you can clajm hegd clalmed on the
n or her thlJm, ou ciaim on jouseho n statusonzom'
f':om withholding If r¥otalcl:ncon_le %m ﬁ]-ﬂﬁﬂ—yg,iurghmﬂnguncr PEY more than 509 of 533”1’382"'3""“; i you a’,?: "%‘,’_ﬁm :"um' 81%9
$350 of tneamed Income (for ©osts of kesping up & home for yourself and your ot b 'A""PP eg‘e?g“" "",eﬂ m ons for
sxample, interest and dividends), uaf:nde@or er quallfying Individuals. See pnreslclent Allens, before completing this form,
ns. An empl may be able to olaim Pub, 501, mptions, Standard D uotion, and Check your withholding. After your Form W-4 takes
exemzoﬂnm wm,hu,g{,';?mn Ifthe employes I Filing Information, for Information, sffeot, use Pub, 505 to sag how the amount you are
a dependent, ifthe employee: Tax credits, You can take Projeated tax creciits Into g‘%ﬁm‘:’ Su%“%'gg'?;?wy&‘{; ﬁmﬁm;ax
»a age 85 or cider, Wil o Siovable numberct ~ "’ exooed $156,00 (gl o 10100 oy
® s biind, or oare expenses and the child tax credit may be claimed Future developments, Information about any future
Homicad Ceaumee e o come ax oradis;or  4sng th Personl Allowanoss convering Yoo SIS DN enacied 2t wmoca S coston
itemized decuctions, on his o her tm ree ™ crociie o Wilhhoiding ahomer,ConVerting your offier ot W e oy g
Personal Allowances Worksheet (Keep for your records.)
A Enter “1” for Yourself if no one else can claim youas a dependent . o 0 o o o ° o o A
* You're singie and have only one job; or
B Enter“1"if * You're married, have only one job, and your Spouse doesn’t work; or o o B
* Your wages from a second job or your Spouse’s wages (or the tota] 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 withheid) . 5 % b 0 0 0 8 & c
D Enter number of dependents (other than your spouse or yourself) you wilj clalm on your tax retum D
E  Enter*1” i you will file as head of household on your tax retum (see conditions under Head of household above) E
F  Enter*1" 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. 503, Child and Dependent Care Expenses, for details,)
G Child Tax Credit (including additional child tax credit). Ses Pub 972, Child Tax Credit, for more Information,
® If your total Income will be less than $70,000 (31 00,000 married), enter *2” for each eligible child; then less “1" if you
have two to four eliglble children or less “2" if you have five or more eliglbie chlidren.
® If your total income wiil be between $70,000 and $84,000 ($1 00,000 and $119,000 if married), enter “1” for each ellgible chid. @
H  AddlinesA through G and enter total here, (Note: This may be different from the number of exemptions you claim on your tax retum.) b H
® If you plan to itemize or claim adjustments to Income and want to reduce your withhoiding, see the Deductions
For accuracy, andyxdjﬂstments Worksheet on page 2,
complets all ® If you are single and have more than one job or are married and you and your spouse both work and the combined
worksheets eamlnFs from alf jobs exceed $50,000 ($20,000 married), see the Two-Eamers/Multiple Jobs Worksheet on page 2
that apply. to avoid having too Jittle tax withheld,
® If neither of the above situations applies, stop here and enter the number from Jine H on line 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

P Whether you are entitied to ¢
m .i'f.l,‘:,'ﬂ’semm subject to review by the IRS.

lalm a certaln number of allowances or exe
Your employer may be re

mpti
quired to send a copy of this form to the

on from withholding is

m | 2017

Last name

Lovnsion

4

Your soclal security number

L4-29-1L42

3.2 single L] Mariog O mar

Note: If manied, but legally separated, or spouse is

1 Your first name and middle Initial
X mﬁdﬁﬂg" C
lome address (number and strest or rural routs)

lintdn Dr

ed, b

ut withhold at higher Single rate.
anonresident allen, cheok the “Singls® box,

" Clty or town, stats, and ZIP code

check here. You must call 1-800-772-

4 Hyour last name differs from that shown on your soclal

security card,

1213 for a replacement card, P 0
—— e carc, Ial

You are claiming (from line H above or from thg applicable workshest on page 2) 5
6  Additional amount, if any, you want withheid from each paycheck o o 0" o S B
7 Iclaim exemption from withholding for 201 7, and | certify that | meet both of the following conditions for exemption. |
® Last year | had a right to a refund of aj federal Income tax withheid because | had no tax liability, and
® This year | expect a refund of all federal income tax withheid because | expect to have no tax liability. :
—___If you meet both congitions, write “Exempt” here Q0 o o 5. p 5, >l E A
Under penalties of perjury, | declare that | have examined this certificate and, to the best of my knowledge and belief, it is true, correct, and complets.
Employee’s signature

L Ja Ao

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

Employer's name and address (Employer: Comp;ste lines 8 and 10 o,

ower 720 |7

8 n]? if send?ng to the IRS.) 9 Office code {optional)

10 Employer identificatioh number (EIN)

For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 10220

EEEEEEe—

Form W-4 (2017)



AN‘I‘I—DISCR!HNA‘I’ION NOTICE: It is llegal to discriminate against work-authorized individuals

documem(s) an employee may p
an Indlvidual because the do BLIN

~eation 1. Employes Informatior ‘and Alestation (Employees muat complete and sign Section 1 of Form 1-9 no Iater
than the firet day of employment biit not before accepting a job offer) ' '

Employment Eligibility Verification USCIs
Department of Homelang Security Form 19

U.S. Citizenship angd Immigration Services = Noéz:/gllsli?)%”

- Employers CANNOT Specify which
resent to establish employment authorization and Identity. The refusa] to hire or continue to employ

S ILauon Hiasentad has a IUilre expliration OEIS mat

2180 constitufe illenal dieasm 11ab-1cTals

Last Name (Family Name) Wame (Given Nams) Middle Intial | Other Laot Namae Used (Fany)
A
Address (Street Number and Name) Apt. Number City or Town

State
59Y \tipin D Sdine, i | 543

ZIP Code

[6+23 1944

Date of Birth (mm/dayyyy) U.S. Social Security Number | Employee's E.map Address

'LEmployee's Telephone Number
€&

-2 LLLlBl# W 06900 Lsing hakang)
lam aware that federal law provides for

Imprisonment and/or fines for false statements or use of false documents In

connection with the completion of thig form.
I attest, under penaity of perjury, that | am (check one of the following boxes):

BXC1. A citizen of the Uniteg st

L] 2 Anoncitizen nationa) of g Uni

ited States (Sge Instructions)

L[] 3. Alawlul permanent resident

2. Form -84 Admission Number:
OR

3. Forelgn Passport Number:

[ 4. Analien authorized to work  yngj (expiration date, If applicable, mmiddlyyyy):
Some allens may write "N/A” In the expiration date fieid, (See Instructions)

Aliens authorized to work must provide only one of the Tollowing document numbers fo complete Form 1.9; Do ﬁz Wrile In This Space
An Allen Registration Numberruscys Number OR Form 94 Admission Number OR Forsign Passport Number,

1. Allen Registration Number/Usgis Number;
OR

{Allen Registration Number/Uscis Number);

Code - Sactiof) 9

Country of Issuance;

Signature of Employee %/‘ 5, 0{{’/4 % Today's Date (mm/ddsyyyy) OW% /Z 7__.7_

eparer and/or Translator G cation (check one):
1 did not use a preparer o traneiator, "] A Preparer(s) and/or translator(s) ags
(Flelds below must pe completed and 8igned when preparers and/or tranga

tors assist an employee in completing Section 1. )
I attest, under penaity of perjury, that | have assliated In the completion of Section 1 of this form and that to the best of my
knowledge the Information Is trye and correct.
Signature of Preparer or Transiator Today's Date (mm/seddyyyy)
Last Name {Famiyy Name) First Name (Given Name)

Address (Street Number and Name)

City or Town State  |zip coge

@ Employer Completes Nexy Page @

Form 1.9 1171472016 N



Employment Eligibility Verification USCIS

> "\, f2)
BN Department of Homeland Security omf ::"1‘611;3047

AND T U.S. Citizenship and Immigration Services Expires 08/31/2019
Section 2. Employer or Authorized Representative Review and Verification '
(Employers or their authorized representative must compiete and 8ign Section 2 within 3 business days of the employee's first day of employment. You
must physically examine one document from List A OR & combination of ane document from List B and one document from List C as listed on the “Lists
of Acceptable Dacuments.®) .
Employes info from Section 1 m \{FamIIyN 8) Figet Name (Gi Name) MC Citizenship/lmmigration Status

n [A)
ListA B AND ListC

Identity and Employment Authorization Identity Employment Authorization

Document Title Document Title
TS
Issuing Authority 3 e Issuing Authority
Document Number Document Number Do Number
DNAQS 245 W) YT q (g7
Expiration Date (ifanw(mm/dd/yyyy) Expiration Date (i any)(mm/defyyyy) Expiration Date (i any)/mm/dd/yyyy)
1-2 % -3615 Nl

Document Title { )
Issuing Authority Additional Information Do Not o s a2
Document Number
Expiration Date (i any)(mm/ddiyyyy)
Document Title
issuing Authority
Document Number
Expiration Date (i any)(mm/ddyyyy)

employee 1s authorized
The employee's

to work In the

penalty of perjury, that
(2) the above-listed document(s) appear to be genulne and to relate to the employes named,

first day of employment (mmv/dd/yyyy):

(1) I have examined the document(s) presented by the above-named employees,
and (3) to the best of my knowiedge the

01-20-2o01 ee instructions for exemptions)

United States.

ntative Today's Date {m ) | Title of Empioyer or Authorized Representative

Ol-20 2,0[7 Recruiter
rst Name of Employer or Authorized Representative Employer's Business or Organization Name
helby Employer Solution Staffing Gro

Employer's Business or Organization
7480 Flying Cloud Drive

Address (Street Number and Name)
Suite 200

City or Town
Eden Prairie

ZIP Code
55344

Section 3. Reveriflcation and Rehires (7o be completed and signed by employer or authorized representative.)

A. New Name (if applicable)

B. Date of Rehire (if applicable)

Last Name (Family Name)

First Name (Given Name) Middie initiai Date (mm/ddfyyyy)

continuing employment authorizalion in the

.5. It the employee™s previous grant of employment authorization has expired, provide the Information for the document or recelipt that eslablighes

Space provided below.

Document Title

Document Number Expiration Date {ffany) {mm/ddiyyyy)

| attest, under penalty of perjury, that

to the best of
the employee presented document(s), the document(s) | have

my knowledge, this employee Is authorized to work in the United States, and if
examined appear to be genuine and to relate to the individual.

Signature of Employer or Authorized Representative

Today's Date (mm/ddfyyyy) Name of Employer or Authorized Representative

FormI-9 07117717 N

Page 2 of 3
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her Social Securi
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ss other than returnis
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EMERGENCY CONTACT INFORMATION

EMPLOYER SOLUTIONS STAFFING GROUP

IN CASE OF AN EMERGENCY - NOTIFICATION INFORMATION

Employee Name; : [V

Address: S 12y I o\n P, S Al Iy

Home Phone: QI%’} ug - RGD/a

EMERGENCY CONTAGTE ™

 Ploase | It two peapld (in priority ordet) who coyld gantaoted In gase of an éieérgercy

Contact #1 Home Phone;
Name: ' Cell Phone:
i S\W\ﬁw oh  Coompbell  [conphone k1>~ b3l-7213
Relationship: 3 Sk Work Phone:
Contact #2 Home Phone:
Name: Cell Phone:
Relaﬁonship: Work Phone:

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



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

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

SSN# (last 4 digits)

X Direct Deposit (Picase complete Sections 3 and 5 below)

|| Payroll Debit Carg (Please complete Sections 4 and 5 below)
MECTHORE S IDHRECE P EINE

a [0 Update Bank Account

Bank Name:
ASD. '\‘; ?\
o . "' L) s

Aot \OM F3Y P8R

Nate:DlreaDepasitacmw:lsmaytake up to 7 days to be activated
|| Paper Check (Please complete Section 5 below)

I understand and acknowledge that if I do not provide a
voided check with thig 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 55(4\0 Date '\'\'DQ)\V'\FI'

Routing3#

SEGRION PAN RGO DERT CNRD (Gl OBy CASITEARD)

Federal law requires a_llﬁnancialinstimﬂonsto obtajn, verify, andrecurg in{i:rmaﬁonﬂlatidenﬁﬁes each person who

mfmmaﬁonﬁatwﬂlenablethe financial institution to identify you, If
Yyou do not submit a Direct Deposit/Payroll Debit Card Authorization, ESSG will provide the necessary information and isgye You a Payroll Debit
Card to pay your wages. Far your protection, the financial institution may ask you to provide them additional identification information so they can

CARDHOIDER INFORMATION (as you want your Payroll Debit Card o be issued)

First Name Ml Last Name Date of Birth
Strest Address (POBOX NOT ACCHPTABLE) Social Security#
City State

“E-mait: Y0 S\ L in g @ hoYmal. (om

this information will only be used to send your paystubs electronically

Employee's Signature: jWM{ M/&ﬁ? Date: 7/ Qd/ /‘7




Authorization

Authorization: By signing below, you authorize: (a) backgroundchecks.com (“BGC”) and/or Orange Tree

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 busine employment, BGC
__4and;oF9HﬂsﬂfrearEmpbyment Screening may investigate your education, work history, professional
licenses and credentials, references, address history, social security number validity, right to work, crimi-
nal record, lawsuits, driving record, credit history, and any other information with public or private infor-
mation sources. You acknowledge that a fax, image, or copy of this authorization is as valid as the origi-
nal. You make this authorization to be valig for as long as You are an employee of ESSG,

The Consumer Financial Protection Bureau’s “Summary of Your Rights under the Fajr 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,

Personai Information: Please print the information requested below to identify yourself for BGC.
Z=Ia0nal information
Printed name: ' e )

Other names used:
Current county of residence:

Current and former addresses:

Q%\ 200 current > \ m '-{,‘5@

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

&2z | \qay e

Date of birth Social security number
' s N \ nSlen
Driver’s license number & state Name as it appears on license

Report Copy: If Youare applying for a job or live in California, Minnesota, or Oklahoma, yoy may request
a copy of the report by checking this box: [J.

?@@ ULty 67 1 F
Ignature Date




employer solutions staffing group..

STATEMENT OF CONFIDENTIALITY

This agreement made thisw‘—é'a\y of . 2012, between
Employer Solutions Staffing Group LLC, hereinafter ferred to as “employer”,

and hereafter referred to employee”.

WITNESSETH:

mployee Signature

N\




employer solttions stalfing group..

INJURY MANAGEMENT PROGRAM

Injured Worker's Responsibilities

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.

lmmediately following your appointment, provide a copy of the report to the
designated employer representative. You shoulg deliver this in person so that

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,
return to work. Contact your em
primary health care provider. Keep the claim




L Seryy s

L emplorsolutionssing oo,
lmportantllmportante

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 Yyou have done so, you must provide g copy of the policy
report to your staffing recruiter that the check was stolen, |f the check has not
been cashed ang if the loss of the check was not your fault, ESSG wil| issue a
new check and no fee wij| 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 sy reclutador de personaj que el cheque no

Si su cheque de pago fue robado, primero debe denunciar el robo g la policia
antes de que podamos volver a emitir e] cheque. Una vez hecho esto, usted
debe proporcionar una copia de la denuncia g Su reclutador de personal que el
cheque fue robado, Sj el cheque no ha sido cobrado y si Ia pérdida del cheque
no fue su culpa, ESSG emitira un nuevo cheque y no hay cuota se deducira.

AGREED/SE ACUERDA—

Name/Nombre (con letra de molde): \)\Q m'\tshg \B\sm

Signature/Firma: %w Md@’ é




rom OSD0 Pre-Screening Notice angd Certification Request for
(Rev. March 2016) the Work 0pportunity Credit OMB No. 1545-1500

ﬂ?e' mal RM‘:L‘L‘%EM"%.:""’ » Information about Form 8850 and its Saparate instructions is at WWW.irs.gov/form8ssp,

Your name Enm \ﬁhh \L}“‘ﬁj\ﬁn Soclal security number p “((a Q"JQ"I M 2
Strest address where you jive S !EH I meo ! n D‘ﬂ

f—— __G&yﬂrtown,—sme,WP cods =y ‘}U
ML —_—
County \I\-Q e Telephone number ‘ g lt AS - YGO é

If you are under age 40, enter your date of birth (month, day, year) \as l 73 i !QQH

1 [ Check here i you received a conditiona] certification from the state workforce agency (SWA)ora participating local agency
for the work opportunity credit,

2 [ Check hereif any of the foliowing statements appiy to you.
® [am a member of a family that has received assistance from Temporary Assistance for Needy Famiiies (TANF) for any 9
months during the past 18 months. )
® lam aveteran and g member of a family that received Supplemental Nutrition Assistance Program (SNAP) benefits {food
stamps) for at least g 3-month period during the past 15 months.

* | was referred here by a rehabiiitation agency approved by the state, an employment network under the Ticket to Work
program, or the Department of Veterans Affairs,

5
B
(0]
g
2
(]
=
(=
g
g
8
5
o
B
g
2
a
5
"
2
3
g
)
n
g
<
5

® During the past year, | was convicted of a felony or released from prison for a felony,
I recelved 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 jess than months during the
past year.

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

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

6 [ Check here i you are a member of a family that;
® Received TANF Payments for at least the past 18 months; or
® Recelved TANF Payments for any 18 months beginning after August 5, 1997, and the earliest 18-month period beginning
after August 5, 1 997, ended during the past 2 years; or

* Stopped being efigible 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 least 27 consecutive weeks and for all or part of that period
you recelved unemployment compensation.

Signature—Afl 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, trus,

correct, and complete.

Job applicant's signature > Z ,Qﬁ?%-ﬁ’( &W Date 7’/ 70/ / 7

For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 228511 Form 8850 (Rev, 3-2016)
117-

T



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

Client: Company:

Location: Position: Starting Wage: $

EMPLOYEE SECTION:

‘ First Name: Last Name: Suffix: Street Address: gilsmte: Zip:

lé%mmw 24 \onialn D,

A\
s [ Date of Birth: | Age: Have you worked for —If yes, Tocation;

AL |[0HRR\\qay |20 | vemp et

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) L__I
at any time since Angust 5, 1997? (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? ]
(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? O
Please note, this is not the same as Social Security benefits (SS) or Social Security Digability (SSDI) benefits,
*If you checked yes please provide a copy of your SSI documentation,

4. Have you received any type of vocational rehabilitation services within the past two years? |
If yes, please indicate which type of agency you worked with and provide their location information below:

[ Vocational Rehabilitation Agency [] Dept. of Veterans Affairg [J 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 to Work documentation,

5. Areyon a Veteran of the U.S, Military? *If'yes, please provide a copy of your DD-214 and letter of separation,
(If yes, please provids information below, Ifno, please contime 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?

O

O

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

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

Oy 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:
Wasthisa [] Federal or [] State conviction? If State - County: State:

Of O oo

Additional Tax Credits
IEC (Native American): Are you or your spouse a member of a Native American Tribe? ]
Ifyou checked yes please provide a copy of your CDIB card,
CA Residents: [] Are you the child of fostar parents? [] Do you receive CalWorks? [J Waorkforce Investment Act?
[ Areyoua migrant or seasonal farm worker? [J Have Yyou ever been convicted of a misdemeanor?
SC Residents: [] Do you receive Family Independence Benefits?

PLEASE READ, SIGN, AND DATE:

Under penalties of perjury, 1 declare the information above to be true and accurate to the best of my kmowledge, and 1 hereby authorize any agency, organization, or
individuals to supply such verification or information that may be needed 10 determine 1ax credit eligibility to my employer, employer representative (Associated
Consultants, Inc. dba Retrotax), or the ?ment of Labor.

New Employee Signature: v ﬁ"ﬂbé‘: M@ Date: 7:/90'/ /a~




U.S. Department Iabor OMB Control No, 1205-0371
Employment and Training Administration Expiration Date; January 31, 2020

LONG-TERM UNEMPLOYMENT RECIPIENT SELF-ATTESTATION F ORM
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 Farm 885 i
Separately, with ETA Form 9061 [mmafmﬂmémﬁmﬁon request filed for the new target

group.

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

New Hire’s Signature: M Datej’l 20 ) H‘“
New Hire Name: MJ&;(‘L\ Utngton

Social Security Number-: L[(ﬁ 9-29- | éé?
Employer Name: & '

O  Ideclare that | have been in 3 period of unemployment since

(Enter start date)

Public Burden Statement:

Persons are not required o respond to this coliestion of information unless it displays a currently valid OM B control number. Respondents' obligation to
complete this form s required to obtaln or retain benefits (P.L. 111-6). Public reporting burden is estimated to average 10 minutes per response, including the
time for reviewing Instructions, Searching exisfing data Sources, gathering and maintaining the data needed, and completing and reviewing the collection of
Information. Send comments regarding this burden estimata to the U.S. Department of Labor, Divislon of National Programs Tools Technical Assistance,
Room C4510, Washington, D.C. 20210 (Paperwork Redugtion Project 1205-0371). Please do not Submit compieted forms to this address,

ETA Form 9175 (Rev. November 2016)



employer solutions staffing group..

ESSG WORKPLACE SAFETY POLICY

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

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

understand,

ESSG is committed to vigorously enforcing its OSHA Compliance Policy.

. Responsibility to work in compliance with OSHA laws and regulations

. Responsibﬂity to use personal protective equipment and clothing as directed
by the host employer

o Responsibﬂity to report workplace hazards and dangers

° Responsibﬂity to work in a manner a5 required by the employer and use the
prescribed safety equipment,.

You have the following basic rights:

* Right to refuse unsafe work

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

° Right to review copies of appropriate standards, rules, regulations and
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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

grounds for disciplinary action, up to and including termination.
I also agree that if at any time during my employment I am believe that T am
working in an unsafe or dangerous work environment, I will immediately contact

Iny supervisor, manager, director or ESSG’s Safety Director at
952.835.1288/1.866.496.7573 in order to obtain assistance in the resolution of such

Employee Name (Please Print)

Yowi®ne, Wownsten

Employee’s Signature:

_zamwfp% Date:_?"/ 20 j / T




employer solutions staff INg group.

Leveraging Resources in a Changing Market

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 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 fo
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.

| 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. \o( (Initial)

?Z{MM UWuih 0¥ c] 20iz
Emiployee Signature: Date: 4

:&Sg\_- \n ;ﬁ,igg \ QL}MM

mployee (please print your name here)

CMG_SM - Rev. 09.2013




DRUG AND ALCOHOL

TESTING CONSENT FORM
1. I have been allowed to read and inspect a written copy of ESSG policy on
drugs and alcohol.
2 Hhave read the entire contents of this policy and | am aware and fully

underst;hd: (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 result

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,

Lgm{m\_qg, m\‘mjcm
Individual's Name

G2 )20| 2012

Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



o

Benefits Enraliment Form
Eniployce Information

Name (First and Last)

%ﬁm \onsden

50)
ﬁhhm\nﬂ“c waeve -,

Enhanced MEC Plan_Pplgp, Pl P Ao 1

LI New Employee L] Rehire Rehire Date

eDRmnee  GOD  ESNG gy

Soclal Security Number

Yod-29-1 47

SHu L raen)

nvr- _ | B LN SR
Gender d Male Marital Statys Single

Date of Birth

Phone Number:

- -

b
& Fomale | [ Married ] Divorced 9‘8\ WIH 85’136 l}

lolo2us - gy eSOyt o
Please Select Desired Coverage:
|

Employee Only - E Employee-l-Spousa - D Emp!oyee-l-Child(ren) -
$24.00/Week $38.00/Week

Emall Address:

Family -
$63.00/Week

$36.00/Week

it i
Relationship
O Maie §; O chid
= .ame ] Femals 0 pol:ulm Domestic Partner
NAME OF PERSDNcOVERED(FIRBT, LAST):
EFF, DATE
EFF. DATE

owledge that aj) entries are trug and complets and that
may be used as the basis for canceliation of coverage for me and my depe
I authorize my empiayer to make th

ndent(s), #any, from the original
lected. :

Employee Signature

EMPLOYEES DECLINING

days after the other Coverage ends.
of adoption, I may be able to enroj

ntdents, if any, waive any coverage and dasirg to participats In the plan ata later data,
must meet the raquirements defined in the Cortificate of Cove
{including my spouse) hecausg of other cove,

. In addition, ifa new dependent relationahip

the event,
IF DECLINING- YOU MUST SIGN HERE

liwe may be considered a jate enroliee and
. if 1 decline enroliment for myssif or my dependents

myseif or my depend: In this plan, provided | request enroliment within 31
), birth, adoption, placement for adoption of parting suit

rage for the company’s medical or dantaj p
rage, | may, in future be able to enrolj

myself or my dependent, Pprovided

Employes Signature ?WMQ Date ? s =
Employer Solutiong Staffing Group Health Benefits Team i

7301 Ohms Lane Suite 405
Edina, MN 554ag
Phone: 852-767-8519 Fay: 8562-767-9515
Email; Healm@employersoluﬂonsgroup.com
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* «VSl. .

219301-ESG-1 OFFICE USE ONLY LOCATION

ENROLLMENT FORM

A. REQUIRED EMPLOYEE INFORMATION
Name

Rehire Date__ 4 /

ESC CUUNAGMN) p1 y1,
PRINT USING BLACK or BLUE INK (Must bc. Filledowy -

Mm-w@dej& E5E 500 b

D Yes D No. if Yes, please continue.,

Medicare Effective Date

'Name of Covered |
1.

et .

Person (g): -“‘“T*--- e

e i

SHORT-TERM
DISABILITY

i

y Companion Life Insurance Company,
SELECT COVERAGE LEVEL F "‘En';e'l',"lzi':_"?"" DENTAL VISION TERM LIFE
vl ony [ Uoma @l s o LRl aey
Employee + 1 ,:] $41.10 $12.34 $4.92 $0.90
Pl Fomy (7] gy | seal T VTP
i eberet | Clwe [no | Clves LN | Cves Ko | Clyes [
' This coverage is not availgole to residents of NH, Hl, or PR. 2STD jg not available to persons who work in CA, H| NJ, N
For Term Life / Accident] Death & Dismemberment, please write in your beneficiary information, Accidental Death &
Dismemberment js part of the Term Life Benefit.

Name

Rela_plc_:_nshlp

D. REQUIRED DEPENDENT INFORMATION

Name Social Security # | Date of Birth | Sex Relationship
Y ki ST M B e Pater
e IR B B St
o T Pt e

%eeyiii.:l_._.?bi!igﬂameftis.feﬁrzsr_

fi@.&h‘!ﬂ.@?fmﬁsﬁiﬁamsz.__.

[spouse[Jchilg L1Domestic Partner

DATE_(NY/20 /20 g e p 1 P>siGNATURE £

e e e

This is an Essential StaffCARE Enroliment Form.




