8/31/2017 E-Verify: Print Case Detalls - Preview
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SENSITIVE BUT UNCLASSIFIED

Case Verification Number: 2017243133940RQ
Report Prepared: 08/31/2017

COmEy Information

Company ID: 47429 Company Name: Employer Solutions Staffing Group

EmEloxee Information

Last Name: woods First Name: deryck
Date of Birth: 10/10/1880 Soclal Security Number; ** ** 2346
Hire Date: 08/31/2017 Citizenship Status: A citizen of the United States
Document Information
List B Document: ID card issued by a U.S. federal, state or local List C Document: Soclal Security Card
government agency
Case Status Information
Cumrent Case Result: Employment Authorized Employer Case ID:
Case Submitted On: 08/31/2017 Case Submitted By: SGLAG832
SENSITIVE BUT UNCLASSIFIED

https://e-verify.uscis.gov/iweb/PrintCaseDetails.aspx?CaseVerNum=2017243133840RQ 1



www.esgstaffingsolutions.com

employer soltions staffing group...

New Hire Application

PO Box 46270

Minneapolls, MN 55344-9956

Tel: 952.835.1288

Personal Data-- PLEASE PRINT LEGIBLY IN INK

LastName_\/j/umSS-ﬂr
street Address_ L[S S thb“ﬁtﬂ’('\gf\ S

First Name Dc’7(‘6\ |

Middle Initial M

Apt/Ste \

City/State/Zip

Verdeen S D So |

Phone Number gl?’b_“ . 0("'9"/

Social Security Last Four XXX-XX- 23 ? b

Email Address _ ey Ll g \roobs A @ @0 (. Co v

Staffing Agency/Recruitment Partner _@L&Mﬁgw\f/\-l 6 now wf

All offers of emplo

ent are conditional upon satisfactory proof of Iden

and legal abll

Are you legally authorized to work in the United States of America? /& YES [INO
Applicant Certification and Authorization

to work In the LU.S.A.

1 authorize Employer Solutions Staffing Group (ESSG) to use the information and statements contained in this application to determine my
qualifications for employment. | authorize ESSG to make inquiries of my former employers, except as indicated in this application,
regarding my previous duties, responsibiiities, performance, compensation and eligibility for rehire.

1 understand that a comprehensive background check may be conducted to determine my eligibility for hire by certain clients of ESSG.
This may include but is not imited to, investigations of criminal and/or conviction records, driving records and/or a drug screen test as
required by clients, government regulations or by ESSG policies.

| release ESSG and other persons or entities from any claims that might be based on ESSG's decision to conduct a background check.

1 certify that all statements made in my application are true and accurate and that | have not omitted any material information or provided
false or misleading information. | understand that any material omission or misrepresentation will result in my disqualification from
consideration for employment or, if discovered after | begin employment, will result in my termination.

If hired, | agree to abide by the policies and procedures of ESSG.

et )

Name (Print or type)

Appliéént’s Signature

DZ/ /7

A copy or facsimlle ("fax") wiil be considered the same as an original signature. Email will ONLY be used for employment correspondence

For ESSG Office Use Only
DOH NHW 19 8850 w4
Emergency Contactinfo | Background Release Form Background Results Unemployment Letter ESC Application
(if applicable)
For ESSG Client Use
L]
DOH ROP Work Site Loc. WC Code
ESSG - CMG_SM Rev. 04/2017



Form W-4 (2017)

Purpose. Compiete Form W-4 so that your

employer can withhold the correct federal income
tax from your pay. Consider oompleﬂnr;? a nsw Form
W-4 each Kear and when your personal or financial
situation

on from withhol u are exempt,
p&leonly zg.mganggande nthe
fonntovalldeten.Yourexem on for 201
15, M&SeePub 05Taanhhol

and

Note: it enalher pemn oan claim you as a dependent
—on-his-or her e retum, you

can’t-clalm exemption
{rom withholding if tulal Inoome excesds 81,080
and includes more $350 of uneamed incame (for
example, interest and dividends).

WWE . An empl be able to claim
exem)| unfromwﬂhhglgin,'la:may

even if the empl Is
a dependent, if the empioyee: e
» |s age 65 or oider,
a |s blind, or

o Wil olalm adjustments to income; tax credits; or
ftemized deductions, on his or her tax retum.

The exceptions don't apply to supplemental wages
greeterth?ﬁ $1,000,00 8 J i
Baslo Instructions. if you aren't exempt, com| lete
the Personal Allowances Worksheet below.
workshests on page 2 further adjust your
withholding allowances based on ftemized
deductions, cel oredits, adjustments to income,
ortwo-sarners/multiple ]obs ons.

Complste all worksheets that apply. However, you
may clelm fewer (or zero) allowances. For regular
wages, withholding must be based on allowances
you claimed and may not be a flat amount or
percentage of wages.

Head of honsehold. Genaally, you ean claim head
—————0thauseko — Noriresidant sllefi. 1 you &re & 1o

more % '. :

YOU gre unm

goete %f m * hnrne for);nlmlf
spendent(s) or i uele.
ug “&m ﬂlgd Deduction, and

Fliing lnfnnnatlnn. fo nformation.

Tax credits, You can take projected tex credits into
account In figuring your allowable number of
withholding allowances. Credits for chlld or dependent
care expenses and the child tax credit may be claimed
usln%the Personal Allowances Worksheet below.
ub. 505 for information on converting your ather

Nonwege Income, If you have a large amount of

es lrmereet or dividends,

m¥nowe additional tax. If Lo I.“p
annulty come, see Pub. 505 to find out if you ehnuld
adjust your withhoiding on Form W-4 or W-4P.

Two earners or multiple jo! u have a
working spouse or more one ob, figure the
total number of aliowanoces you are ed to claim
on all %obs w“dm’}ﬁ workshests from only one Form
our olding usually will be most accurate
when all allowances are olalmed on the Form W-4
for the highest wlng Job and zero allowances are
claimed on the See Pub. 505 for detalls.

nionresidant alien, see
Notice 1882, Supplemental Form W<4 Inetruclluns for
Nonresident Allens, before compieting this form.

Chack your withholding. After your Form W-4 takes
sffect, use Pub, 505toeeehowﬂ1eamoum¥:mere
having withheld com 1o your ro]ec'led

for 2017, See Pub. & % ureemlnge
exceed $130,000 (Single) or$18 ,00

Future dmlopmems. Information ebout erly future
developments affecting Form W-4 (such as

leglsl on enacted after we release it) will be posted

credits into withholding allowances.
Personal Allowances Worksheet (Keep for your records.)

A  Enter “1” for vourself if no one elsecan claimyouasadependent. . . . . . . . T . B A

» You're singie and have only one job; or ]

at www.lrs.goviw4,

» You're married, have oniy one job, and your spouse doesn’t work; or

» Your wages from a second job or your spouse's wages (or the total of both) are $1,600 or less.

C Enter *1” for your spouse. But, you may choose to enter “-0-" If you are married and have either a working spouse or more
than one job. (Entering “-0-" may help you avold having too little tex withheld)) . . . . . . . . . . . . .

Enter number of dependents (other than your spouse or yourself) you will claim on your tax return. . . .

Enter #1” if you will file as head of household on your tax retum (see conditions under Head of household above) 5 o

Enter “1” if you have at least $2,000 of child or dependent care expenses for which you plantoclaimacredit . . .

(Note: Do not Include chiid support payments. See Pub. 6§03, Chlld and Dependent Care Expenses, for detalls.)

Child Tax Credit (including additional child tax credit). See Pub. 972, Chiid Tax Credit, for more information.

» If your total income will be less than $70,000 ($100,000 if married), enter “2" for each eligible child; then less “1” If you
have two to four eligible children or less “2” if you have five or more eligible chlidren.

» If your total income will be between $70,000 and $84,000 ($100,000 and $119,000 if married), enter “1” for each eligible child. G
H  Addlines A 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 itemize or claim adjustments to income and want to reduce your withholding, see the Deductions

B  Enter*1"if {

Tmoo

mTmo

For accuracy, | and Adjustments 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
workshests earnln s from all jobs exceed $50,000 ($20,000 if married), see the Two-Earners/Muitiple Jobs Worksheet on page 2
that apply. avoid having too little tax withheld.

kel lf neither of the above situations applies, stop here and enter the number from line H on line 5 of Form W-4 below.

Separate here and give Form W-4 to your employer. Keep the tap part for your records.

Employee’s Withholding Allowance Certificate

OMB No. 1545-0074

Form w-4

reasury P> Whether you are entitied to clalm a certaln number of allowances or exemption from wlﬂiholdlng Is

mﬁﬁ:ﬂzﬂ;gﬂm subject to revisw by the IRS. Your employer may be required to send a copy of this form to the IRS. 2 @ 1 7
1  Yourfirst name and middle initial Last name f Z YO'E' social security number
Deryua A Weobd 25-20-23Y6

Home address (number and street °' rural route) single 1 Mamied [ Married, but withhold at higher Single rate.

, b ‘T ’ \ns (Y] "\""")“'Lp ) Note: if marmied, but legally separated, or spouse is a nonresident allen, check the "Single” box.
A rz or town, state, and ZIF gode 4 M your last name differs from that shown on your social security card,
‘qe CEN ‘) D ﬁ ; ‘-/(9 ‘ check here. You must call 1-800-772-1213 for a replacement card. P[]
Total number of aliowances you are claiming (from line H above or from the applicable worksheet on page 2) 5 !
B Additional amount, if any, you want withheld from each paycheck . . . . 8|8 O
7 1claim exemption from withholding for 2017, and | certify that | meet hoth of the followlng condlﬂons for exemption
o Last year | had a right to a refund of all federal income tax withheld because | had no tax liabllity, and
» This year | expect a refund of all federal Income tax withheld because | expect to have no tax liability.
If you meet both conditions, write “Exempt"here. . . . . .. »l7]
Under penalties of perjury, | declare that | have ined,this certificate and, to the best of my knowledge and bellef, it is true, correct, and completa.

oume § /3

10 Employer identification number (EIN)

Employee’s signature 1
(This form Is not valld unless you sign it.)
8 Empioyar's name and address (Empioyer: Co

lete lines 8 and 10 only if sending to the IRS.) | 9 Office code (optional)

For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 102200 Form W~4 (2017)



Employment Eligibility Verification USCIS

Department of Homeland Security Form I-9

U.S. Citizenship and Immigration Services %&“{,}Zﬁ?ﬁ?

PSTART HERE: Read Instructions carefully before completing this form. The instructions must be avallable, either In paper or electronically,
during completion of this form. Employers are liable for errors In the completion of this form.

ANTI-DISCRIMINATION NOTICE: It is illegal to discriminate against work-authorized Individuals. Employers CANNOT specify which
document(s) an employee may present to establish employment authorization and identity. The refusal to hire or continue to employ
__an individual because the documentation presented has a future expiration date may also constitute illegal discrimination.

egtion 1, Employee Information and Attestation (2 »xlmea must compigte and sign Seation ¢ af Farm 14 no tater
thatt the firat day of employment, but nat befare apoepting & jop o .

Last Name (Family Name) First Name (Given Name) Mlddle Inltlal Other Last Names Used (if any)
WU © A 1) I “e"f l '/\
Address (Street Number and Name) Apt. Number | City or Town State ZIP Code
b5 S wakharhn S ( fihedeen D |57¢=\
Date of Blrth (mm/dd/Ayyy) U.S. Social Security Number Employee's E-malil Address Employee's Telephone Number

‘°/l3'/l°)%° ]93] - ] - REJU[H| Oeve k ma e s 3ol ctert 1 72497-0b 7

1 am aware that federal law provides for imprisonment and/or fines for false statements or use of false documents in
connection with the compietion of this form.

| attest, under penalty of perjury, that | am (check one of the following boxes):

[H. A citzen of the United States

]:I 2. A noncitizen national of the United States (See instructions)

|:| 3. A lawful permanent resident  (Afien Registration Number/USCIS Number):

|:] 4. An alien authorized to work  until (explration date, if applicable, mm/dd/yyyy):
Some allens may write "N/A" in the expiration date field. (See instructions)

Aliens authorized fo work must provide only one of the following document numbers to complete Form 1-9: Do Nt Y4#s 31 This Bpce
An Alien Reglstration Number/USCIS Number OR Form I-94 Admission Number OR Fareign Passport Number.

1. Alien Registration Number/USCIS Number:
OR

2. Form |-94 Admisslon Number:
OR

8. Forelgn Passport Number:
Country of Issuance:

Signature of Employee Today's Date (mm/dd/Ayyyy)

4 hot usk a preharer of fratslgtor. [ ] A prqpqmr(s) anglof tranbldior(b) assdisled the smplom in dpmpleting Botion 4.

?ﬁmr andlor Translator Ceriification (heok onelr
Wiy below muyst be coimpleteq and signbd whe préparers godies (rénslatars assist an erpiayes In complsting Segtion 1)

I attest, under penality of perjury, that | have assisted in the completion of Section 1 of this form and that to the best of my
knowledge the Information is true and correct.

Wﬂm or Translator To? f m/dd/yyyy)

Last Nam|e '{Farm'ly Name) First Name (Given Name)

Address (Street Number and Name) City or Town State Z|P Code

@ Employer Completes Next Page @

Form I-9 11/14/2016 N



Employment Eligibility Verification USCIS

Form 19
Depariment of Homejand Segurity -
USS. Citizenship and Imigsation Services  Tgmetians

Employse Info fram Saction 1

LstA
Identity and Employment Authorization
Document Title

Issuing Authority

“Document Number

gv-"—-*_.,, == .‘-.7"*’;=-"“-‘E?-7-

Z%T" "m%&‘” mw@%ﬁ;ﬁw
onD ?3 i any)(m . ;

Additional Information e “E shaon

"Expiration Date (7 any)(mmvddlyyyy)

Document Title

Issuing Authon'ly_
Document Number

o e T e

 Expiration D_at; (i any)(mm/idlyyyy)

Document Title

o e T

Tesuing Authority

=i T

“Document Number

Expiration Date (7 any)(mm/ddyyyy)

Cortification: Iamt,undnrponauyofm ﬂmmlhmmmhndﬁndocumont(l)mwmabmm-dmployu,
(2) the above-listed document(s) appear to } pnulmandtonlahmhamployunamod.and(:!)toﬁuhmdmyhnmdp

; llauthorlzodbworklnmn
ent (mm/ddiyyyy): 62"521— 201 Tﬂnlmdomformmpﬂom)

Iﬁyu'sﬂntdayohmp
' . ] Today's Data (mmAddyyyy) | Title of Emplayer or Authorized Representativa
) -~ 20 7)|Recruiter

Last Reéine of Employer or Authortzsyl Repredentativ®, | First Name of Employer or Authorized Representative | Emplayer's Business or Organization Name
Glasby Shelby Employer Solution Staffing Gro
Employer's Business or Organization Address (Streat Number and Name) | City or Town Stats | ZIP Code

7480 Flying Cloud Drive Suite 200 Eden Prairie

MN 55344

2 BT’T’JA b ‘.?Yi”ii £ ML"M

al WA Py g T390 TR P
S R
Jﬂrn a‘,&‘hﬂn‘ nd;uu/n g

1 attest, under penaity of perjury, that to the beat of my knowledge, this employee is authorized to work In the United States, and if
the employse presented document(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 Employer or Authorized Repfesentative

Explraﬁon Dah {ifﬂny) {manmy)

Form 19 07/17/17 N . ] Page 2 of 3
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| This is not a driving license. | % 6!:1 :’& ’y

o«

" This card belongs 10 the Social Security Adminstr
retumn it if wonsk for it.
1f you finda card that isn't yours, please return it fo:
Ve Social Security Administration
p.0. Box 33008, Baltimore, MD 21290-3008

ation and you must

Security business/information, contapt your local
Ifyou write to the above address for any business
a found card you will not recelve a response.

. Forany other Social
. Social Securify office.
', other than refurning

sl

soclnl Secul.'l.ty'Admlnlstratlon Fﬁ = 5 -
. 'Form 5SA-3000 (08-2011) B 5038847 36

R i e e b o o= e e e o T gt ey ey = B



EMERGENCY CONTACT INFORMATION

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

Employee Name: De’ 900_( \AJo OA> '-LL‘
Address: _[ b5~ $ \l"z)Q\I\M)’)(a‘f\ $ Aberd.e.f,\ SD
Home Phone: ‘g(7_ ‘O'% -0 3 L{

~ EMERGENCY CONTACTS '
Pleasg list two peaple (ln priority order) who ooiild be aantagted in case of 4n emef‘qency

| Contact #1 Home Phone: §17~20%- 49 7Y |
Name: Dernyipe vooeds ( S @> Cell Phone: A/
Relationship: V)ad Work Phone:
Contact #2 Home Phone: Q|4- 735 - 9of 7
Name: Dedlnen Wweodd Cell Phone: A/
Relationship: Glef Mo yn 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.



emloy‘éf' solutions staff ihg group.:
Wage Payment Method Authorization (Minnesota)

Employees have the option of receiving wages hy Direct Deposit and/or Payroll Debit Card.
_ Ifyou do not provide a written election, wages will be'pald

T — : . ST (k¢ on — oo e
W odd L , = H% = Po - 2%
Direct Deposit (Please complete Sections 3 and 5 below)  Note: Dinget Depasit accounts may tuke up to 7 days to be activated
Payroll Debit Card (Please complete Sections4 and 5 belgw) . Paper Check (Please complete Section § below).
[ Updato Bank Acconat ~ B 1understand and acknowledge that i1 do not provide a
"Bk N voided check with this direct deposit form, I am
Wbeﬂ;_re )1‘ responsible for any delays in payroll or extra costs
Routing# o¥ ' 2L 6\ - incurred if the account number that I provide is incorrect.
oot ) [y 135”244 w5 3/21/ 7

Account Type: _[®Checking [ Savings_[]Other

o  To help us avoid making an error, please attach & copy of & voided check. (a deposit slip will not work)
- Ifyou%hmgnbankn.donotcluseyonroldbmknmnntnnﬁlyom‘dhectdeposhhassmmdatﬂ:enewbank,whidlmaynkﬂpaypcdods.

Sl foess 0 Po% e . Hdeneln ot S0y ool oussd o ssd e VgL

Federal law requires all financial institutions to obtain, verify, and record information that identifies each person who opens an account, In order to
request a Payroll Debit Card for you, we must provide all of the following information that will enable the financial institution to identify yon, If
you do not submit a Direct Deposit/Payroll Debit Card Authorization, ESSG will provide the necessary information and issne you a Payroll Debit
Cardtopnyﬁourwages.meourpmmﬁon,ﬂleﬁnmcialinsﬁunionmayaskyoumpmvidethamaddiﬂonalidenﬁﬁmﬂonh:ﬁwmaﬁonmtheycan
verify your identity.

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 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 Name ML Last Name Date of Birth
Street Address (PO BOX NOT ACCEPTABLE) Soocial Security#
City _ ' State Zip Cell Phone (mobile)

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

Payroll D:bit Cmid ilouﬁng # Payroll Debit Card Account #

1 have received my Payroll Debit Card, welcome brochure, program fees, program terms, conditions, and disclosures, By activating my Payroll Debit Card,
1 am agreeing to the program terms, conditions, and disclosures that are included or made available to me from time to time from the financial institution, I
anthorize the financial institution to debit my Payroll Debit Card account for the fees described in the fee schedule that is part of the program tesits,
conditions, and disclosures.

Emplee’s Signature: J Da;e: { / 3' /, 9-

o [ o 1 AR N A R B A
1 authorize ESSG to directly deposit my periodic wages/compensation payments, net of required tax withholdings, other required withholdings
or authorized deductions, into my account(s) as designated above and to initiate, if necessary, debit entries and adjustmentsfor any credit entries
made in error to my account(s). * E-mail is required for pay stub information.

<*E-mail: “@/‘q(, W ‘/L/ooz(SLl @ ﬂol. C © vN\ y
ﬁ%ﬁmﬁmwﬂoﬂyheu&dmmdyompaymsmmﬂly
Employee's Signiture: : Date: 7/3' /, ?'




Authorization

Authorization: By signing below, you authorize: (a) backgroundchecks.com (“BGC”) and/or Orange Tree
Employment Screening to request information about you from any public or private information source;
{b) anyone to provide information about you to BGC and/or Orange Tree Employment Screening; {c)
BGC and/or Orange Tree Employment Screening to provide Employer Solutions Staffing Group, LLC one
or more reports based on that information; and (d) Employer Solutions Staffing Group, LLC (“ESSG") to
share those reports with others for legitimate business purposes 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 origi-
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: *)(’A,(A,\ Marse, A Vu-cpl)
First Middle (OO Last
none)

Other names used:
Current county of residence:

Current and former addresses:

current 1615 f bva\\nmcj"'b/\ p P{/wrd een SO , 37U
from Mo/Yr to Mo/Yr Street City, State & Zip
5200}  $@/o~lk S Y Carar o T voodbin TX Z62U¢
from Mo/Yr to Mo/Yr Street City, State & Zip
from Mo/Yr to Mo/Yr Street City, State & Zip

Some government agencies and other information sources require the following information when
checking for records. BGC will not use it for any other purposes.

1o/i5 [jaao by -d=-23 Yk
Date of birth Social security number
Woodo- 286 Der it
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

acopy o pf«ing this box: OJ.
8131/, 2

CY/

Signature Date




- employer solutions staffing group.

Leveraging Resources in a Changing Market

This agreement made this:b ‘ day of 201__, bgtween
Emp!oyer Solutions Staffing Group LLC, hefeinaftep referred to as “emfployer”,
and Deadk Wio=d> 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 companay—and ceqfidential or
proprietary information or know-how related to the bugifiess of the Bmployer.

In view of the difficulty of determining ffie amount of damages which\may
result to the employer from a violation gf 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 guch
amount as liquidated damages shall not be\gonstrued as a release or waiyer by
the employer of the right to prevent any such ¥iQlation in equity or otherwjge.

O

Employee Signature

Employer Solutiops Staffing



- employer solutions staffing group.

Leveraging Resources in a Changing Market

Important/importante
LOST OR STOLEN PAYCHECKS

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

If your paycheck was stolen, you must first file a police report before we can re-
issue the check. Once you have done so, you must provide a copy of the policy
report to your staffing recruiter that the check was stolen. If the check has not
been cashed and if the loss of the check was not your fault, ESSG will issue a
new check and no fee will be deducted.

CHEQUES DE PAGO PERDIDOS O ROBADOS

Si un cheque de pago se pierde (que falta, fuera de lugar, destruido, perdido en
el correo, etc), usted debe notificar a su reclutador de personal que el cheque no
se puede encontrar. Si se puede verificar que el cheque no ha sido cobrado,
ESSG se detendra el cheque de pago y reemitir el cheque a usted, descontando
un cargo de entre $ 25 - $ 35.

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
debe proporcionar una copia de la denuncia a su reclutador de personal que el
cheque fue robado. Si el cheque no ha sido cobrado y si la pérdida del cheque
no fue su culpa, ESSG emitira un nuevo cheque y no hay cuota se deducira.

AGREED/SE ACUERDA—
s
Name/Nombre (con letra de molde): DP vy (,\k W e OL\ )_,U/

Signature/Firma: M




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.

Notify your employer immediately of any new injuries or conditions that impact
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.

| have read esponsibilities and agree to abide by these guidelines.
Signed:

Printed Name: \Sf"‘\; AN e Of',‘ S




ol 8850 Pre-Screening Notice and Certification Request for

{Rev. March 2016) the Work Opportunlty Credit OMB No. 1545-1500
atemall .?&‘;,"}‘J%Lm ) » Information about Form 8850 and its separate instructions is at www.irs.gov/form8850.

Joh applicant: Fill in the lines below and check any boxes that apply. Complete only this side.
Your name e C \I\ Lo 0&, > B Social security number P> b 3) - Jo-23 u”

Street address where you live \6 (3‘ g \/U?/\.S(I\u/\q fo/\ S 7(

City ar town, state, and ZIP code ‘q’\)a&r&f N S Drl S 72 U o \
County Q)(‘ o\ Telephone number 3(’7 o 8 / ~-obY "'(

If you are under age 40, enter your date of birth (month, day, year) 1A / ) S\/ 'q Cf o

1 [ Check here if you received a conditional certification from the state workforce agency (SWA) or a participating local agency
for the work opportunity credit.

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

* | am a member of a family that has received assistance from Temporary Assistance for Needy Familiies (TANF) for any 8
months during the past 18 months.

o | am a veteran and a member of a family that received Supplemental Nutrition Assistance Program (SNAP) benefits (food
stamps) for at least a 3-month period during the past 15 months.

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

= | am 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 5 months, but is no longer eligible to receive them.

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

e | recelved 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 [0 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 here if you are a veteran entitled to compensation for a service-connected disabllity and you were discharged or
released from active duty in the U.S. Armed Forces during the past year.

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

8 [ Check here if 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 earllest 18-month period beginning
after August 5, 1997, ended during the past 2 years; or
» Stopped being eligible for TANF payments during the past 2 years because federal or state law limited the maximum time
those payments could be made.

7 [ Check here if 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—All Applicants Must Sign

Under penalties of perjury, | declare that | gave information to the employer on or before the day | was offered a job, and 1t is, to the best of my knowledge, true,
correct, and complete,

Jab applicant’s signature P> Date
For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 228511 Form 8850 (Rev. 3-2016)




., Form A (rev. 01/2016) TAX CREDIT QUESTIONNAIRE

EMPLOYER SECTION: 2
Client: Company:
Employer Soiutions Group
Location: Position: Starting Wage: $
EMPLOYEE SECTION:
Employee Name: — Street Address: %'};/State: Zip:
Sz wmeds T [0S ¢ twashwsfon deen/SD 5o\
SSi: Date of Birth: aq Age: Have yon worked for | If yes, location:
b - — (s, (A4 this company ?
3 -0 -B\L | s /57 A | "[ves [XNo
Please complete all questions, and sign and date the form. Yes No

1. Have yon or has anyone living with yon received Temporary Assistance to Needy Families (TANF) [l O
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? D D
(if yes, please provide information below.)
Name of the person receiving benefits: Relationship to you:
City: County: State:

3. Have yon received Supplemental Security Income (SSI) at any time within the past 3 months? L—_I I_—_I

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 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:
D Vocational Rehabilitation Agency. Dept. of Veterans Affhirs L—_I 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, Areyou a Veteran of the U.S, Military? *Ifyes, please provide a copy of your DD-214 and letter of separation.
(If yes, please provide information below. If no, pleass continue to question #5.)

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

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

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

L
O

T T R
O O 4O

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: / /
Was this a [_] Federal or [ ] State conviction? If State - County: State:

Additiona) Tax Credits
IEC (Native American): Are you or your spouse 8 member of a Native American Tribe?
*If'you checked yes please provide a copy of your CDIB card.
CA Residents: | | Are you the child of foster parents? |_] Do you receive CalWorks? [ ] Workforce Investment Act?
D Are you a migrant or seasonal farm worker? l:] Have you ever been convicted of a misdemeanor?
SC Residents: [ | Do you reccive Family Independence Benefits?

O
O

PLEASE READ, SIGN, AND DATE:
Under penalties of perjury, 1 declare the information above to be true and accurate to the best of my Imowledge, and 1 hereby authorize any agency, organization, or

individuals to supply such verification gr information that may be needed to determine tax credit eligibility to my employer, employer representative (Associated
Consultants, Inc. dba Retrotax), ent of Labor.

New Employee Signature: ' Dmﬁ Z/ 21 / / 72




Stn i Tax Crodd Administreios

Qualified Long-Term Unemployment Recipient

ADDENDUM TO: IRS Form 8850 Pro-Screening Notice and Certification Request fur the Wark Opportunity Tax Credit

Client: Company:

Employer Solutions Group

Location: Employee Name: Q LK\NW& f %S_#;T » 9@~9:)’q Jo
EMPLOYEE:

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

[0 1have been unemployed at any time during the last 12 months.

If applicable, dates of unemployment - From: To:
From: / / To: / /
From: / / To: / /
[0  1received 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.

s i

Employee Signatnred/’ﬁf_ o %)/ b/ / / ?

RetroTax®
3730 Washington Blvd.
Indianapolis, IN 46205

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

www.retrotax-aci.com



employer solutions staffing group..

Notification of Minnesota Law Requirement —
Unemployment 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 to
affirmatively request an additional suitable job assignment, (2) refuses
without good cause an additional suitable job assignment offered, or (3)
accepts employment with the client of the staffing service, is considered to
have quit employment.

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

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

3 51/17

mployee Signature; — Date: 3
BCMLK \/UMOA) —

Employee (please print your name here)

CMG_SM - Rev. 08.201:



DRUG AND ALCOHOL

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

understand: (a) the policy and its contents; (b) what conduct the policy prohibits and the
consequences of such conduct; (c) my rights under the policy and the consequences if |
exercise certain rights; and (d) that certain events as described in the policy may resuit
in adverse personnel action, including my termination from employment with ESSG. 1|
understand that this policy in any form, and any employee handbook including this
policy, are not a unilateral employment contract or offer thereof.

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,
urine, breath, or any combination thereof) from me for testing for alcohol and/or drugs. |
understand that the laboratory selected by ESSG may conduct testing and other
analysis on the sample provided by me. | further voluntarily consent to the laboratory’s
disclosure to ESSG of the results of my drug and/or alcohol test and other information
related to the test.

Dewih, Lo m&)ﬂ:—

Individual’s Name

$/51 /1>

Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



g mmmetere GO0 ESNG wam)

solutions goup. serployer sksions ratirwide goup,

Enhanced MEC Plan_Plan 1 e Mttt

Banefits Enroilment Form [ naw Em

[] Rehire Rehire Date

8oclal Security Number

635-)o-2% A
Address ity 1 YT —
_____"::,‘193[133} 'v-'u)‘\l\m'b'l':Of\ S ]%gfciee/) sD ;;ZL(O \
Gender E-Male | Marital Status L] Singie | Dats o7 Birth Dats of Hire
[ Femala | [1 Married [] Divorced ,0/|Yﬁqa?)°

MR oved [

WA\ o -fAA QQG\BL L OV
Please Select Desired C erage:

Employee Only - ployee+Spouse - D Employee+Child(ren) - Family -
$24.00/Week $38.00/Week z $36.00/Week $63.00/Week
T R A e G R R R B B AR Y BT

Soclal Security #

(FiFst Name ML LastNama

W5 L | MR PP G PRSI BRGNP P A R e i
Socia) Sscurity #
L LastName |
COSAYE ol B PR SR BBl

smqmwa

 Firat Nama L ~ LastNamo |

Cither caunrage nformuation e Hedig Pladycara flodie,

NAME OF PERSON COVERED (FIRST, LAST):

EFF. DATE
EFF. DATE
EFF. DATE
Employes Acknowledgemant and Authorization - | hareby apply for the group benefit{s) as indicated. 1 ackn
any misatatements or fallure to raport

mummmmmmmmm
| m Inhtmllonm’hundulhoIlullhruunlhllnnefmnugoformumlmyd'ptmm(l).ﬂm.mmhoﬂmw
-Mnduh.l'umm,lluﬂmlummpbyuhmhﬂumpwwﬁmﬂmﬂmmmmmlmm :
IF ENROLLING - YOU MUST SIGN HERE

Employss Signature

Date

EmpLovEESDEaLNNG P\ | am DECLINING coverage
1 uncdieratand that | and/or my depandents, if any, walve any

coverage and desire to participate In the pian at a lator date. liwe may be considored a lats anrolles and
must moet the requirements defined In the Cartificats of Coverage for the company’s medical or dental 8. It ] decline |nwllmentfnrnuulurnry dapsndents
{including my spouss) because of other coverags, | may, in futurs be able to anroll mysaif or my depend in this plan, pravided | request snroliment within 31
days after the other covarage snds, In add(tion, if a now dspendent relationship forms as a result of mandsge, bisth, adoption, placement for adaption of parting suit
of adoption, | may he abls to enroll myssif or my dependent, provided | request snrofiment within 31 days

of the svent,
IF DECLINI Y ST SIGN HERE

Employes Sig Date g / % / /{ 7
R Employer Solutions Staffing Group FHeafth Benefis Team 1

7301 Ohms Lane Suite 405
Edina, MN 55439
Phone: 852-767-8519 Fax: 962-767-9515
Email; Healm@employersoluﬂonsgroup.com




A AMALRE SAANWAIIIAALY AVAWSLAGGL JCIICLILE  TldIl &
R o S ——

e «VSl. » 219301-ESG-1  !OFFICE USE ONLY LOCATION Rehire Date_._/_:;::f:
ENROLLMENT FORM ESC CU[UNAC-MN) P1 v18.
QUIRED EMPLO ORMATIO PRINT USING BLACK or BLUE INK (Must Bo Filled Out) =
Yo Social Security # Home Ph
teme Leryol BVoeds [ [soclseauive, 1 THome biloory |5 [MIE]
Address [}(T S ey o~ S Apt. #
State : % Date of Birth
10! | & 2Us\ 10 113~/ jaqx
DYESZﬁo. if Yes, please épnﬁnue.
Medicare Health Insurance Claim Number (HICN) Medicare Effective Date
et e A e
1. 2 3. _

o v S emee s rsoaee’ reenas [ e

C. LIMITED BENEFITS PLAN SELECTION

You MUST select a coverage level before any benefits in Section C. Your covera-Q: level for the all benefits in Section C will b
- identical. The Fixed Indemnity Medical Plan, Dental Plan, Term Life Plan, and Short-Term Disability plans are underwritten by BC!
Insurance Company. The Vision plan Is underwritten by Companion Life Insurance Company.

SELECT COVERAGE LEVEL TG0 NPEMNITY | 5onras ViSion ' | TERmure | SHORTTERM
o By [ w0 @) w7 (] 2e @ sws g s @
Employee +1 [_] $41.10 $12.34 $4.92 $0.90

ety LT sona s iz i
. No oA et 2| [Tves [Ino | Clves CIno | Clves CIne | Clves CIe. Elves Clne
_I'This coverage Is not available to residents of NH, HI, or PR. 2STD is not available to persons

;vho work in CA, Hi, NJ, NY, or_BI_
For Tarm Life / Accidental Death & Dismemberment, Please write in your beneficiary information. Accidental Death &
Dismemberment Is part of the Term Life Benofit.

Name

S |

Relationship

D. REQUIRED DEPENDENT INFORMATION
Name Social Security # | Date of Birth

Sex Relationship

m oo oo oL 4| IMI[E] \Cspouse( ] chid T Domestic Partner
Name Social Set:urity#i Date of Birth | Sex Relationship

L = T L o s (ol | /1 [mI[F] | 1spouse []child[ ] Domestic Partner
Name

Social'“Se‘c:rity # ' Date of Birth Sex Relationship-

L0 | MIE] | spouse[Jchid[Jomestic Partne:
i

¢

. Na me

-S-c;cnaISe‘c_unty# ; Date OfBll';Zh | Sex . Relationship
L0 | MI[E]  Ospouse[Jchid[pomestic Partne

E. REQUIRED SIGNATURE YOU MUST SIGN AND DATE, EVEN IF YOU DECLINE COVERAGE

| have read the benefit packet and understand its limitations. | understand that open enrollment is only available for
2 limited tine and | understand that making no beneft selection is a declination of coverage.

ome 380> | »sonarureC N T

This Is an Essential StaffCARE Enrollment For



