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comE_n! Information
Company ID: 47428 Company Name: Employer Solufions Staffing Graup
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' M PO Box 46270
_A_ | Minneapolis, MN 55344-995¢

4 7 4 Tel: 952.835.1288

g

employer solutions staffing group..

New Hire Application

Personal Data-~ PLEASE PRINT LEGIBLY IN INK

).}
Last Name { 4/ {F}kr\j. First Name CM\-\'@.S Middle Initial
Street Address : Sh .. AptiSte
Cityistaterzip (o Mt Jer Social Security Last Four XXX-XX.

Phone Number 65 l - % 2 .~ I& ,-g' Email Address \ ) : '

Staffing Agency/Recruitment Partner = -

All offers of employment are conditional upon satisfacto of of Identity and legal abil to work in the U.S.A.
Are you legally authorized to work In the United States of America? E'fs [ONO
Applicant Certification and Authorization

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

| release ESSG and other persons or entities from any clalms that might be based on ESSG's decision to conduct g background check,

I certify that all statements made In my application are true and accurate and that | have not omitted any material Information or provided
false or misieading information, | understand that any material omission or misrepresentation wiil result in my disqualification from
consideration for employment or, if discovered after ] begin empioyment, will result in my termination,

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

#
h
-glf—\ﬂhhikll\d%_hg:_ Q%@HMM al|-\2-(3
ame (Print or type) Applicant's Sidnature ¢/ \_) Date™

A copy or facsimile (“fax") wiil be considered the Same as an original signature. Emaii will ONLY be used for employment correspondenc

For ESSG Office Use Only
DOH NHW I-9 8850 w4
Emergency Contact Info Background Release Form Background Resuits Unsmployment Letter ESC Application
(If applicable)

For ESSG Client Use

DOH ROP Work Site Loc. WC Code
ESSG - CMG_SM Rev. 04/2017
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on his or her tax retum, you can't claim
from withholding it

Form W-4 (2017) peovem e wemeen

Note: if another person can claim you as a dependent Head of household, Generally, you can claim head
I exceeds s‘;m 050 bt msﬂ" d v yourmtaaxnrgw :f" i

ur ncome J U are un an more

and Includes morai‘;?an $350 of uneamed income (for gsla of keeping uuhe a hpo?nya for yourself and your Notios 1382, Supplemental Form W-4 Instructions for

Nonwage income. If you have a large amount of
nonwage income, such as interest or dividends,

Baslc Instructions. If you aren't exempt, complete conslder making estimated tax payments using Form
Purpose. Complste Farm W-4 so that your the Personal Allowanies Worksheet pelow, e 1040-E8, Esﬁr:gtd?g ':;g’l‘g['l'}m Og%mlse,
employer can withhold the comect federal Income worksheets on page 2 further adjust your you %we °P iy ggﬂ' d‘ﬂo\'euf" mﬁfm g
tax from your pay. Consider completing a new Form withholding allowances basad on ftemized annuity income, sals Form W4 w_ﬁ" sho
W-4 each and when your personal or financial deductions, oertain credfts, ﬂmﬂushnem 1o Income, adjust your withholding on Form or .
situation changes. or two-eamers/multiple jobs ons, Nr?dmm or mulﬁpleta':}‘:s. If y]gg r;'gve ath
Examption from withholding. If you are exem Complete all workshests that . However, you Working spouse or more ane job, figure the
mmpebon!vﬂneste.s,«angg andsi;nmpet' maygl?hnfawa(orm allowa:gg;.y Formgularyn mﬁ'alp"bswfaﬂowar;g;youmenﬁ?ed'go cialm
form to validate it. Your examgﬂon for 2017 expires wages, withholding must be based on allowances W ¥y gur us owl dlmnhg llﬁmwm" g';'y one Farm S
mm&m Rl e okding %oe'f‘ez’:.!{"gegdo‘;n y‘,j;gg. S R when all allowances are ciaimed on the Form W-4

for the highest job and zero allowances are
claimed gn the%tﬂx':rg.]

Nonresid,

8es Pub. 505 for detalis.

ent aflen. If you are a nonresident allen, see

than one job. (Entering *-0-° may help you avold having too little tax withheld.) .

Mmmo

® Your wages from a second job or your spouse's wages (or the total of both) are $1 00 or less. }
C  Enter *1” for your spouse. But, you may choose to enter “-0-" if you are married and have either & working spouse or more

Enter number of dependents {other than your spouse or yourseif) you will claim on your tax retum . o o o o
Enter *1” if you will file as head of household on your tax retum (see conditions under Head of housshold above) , ,
Enter “1” if you have at least $2,000 of child or dependent care expensas for which you pian to claim a credit

{(Note: Do not include chiid support payments. See Pub. 503, Child and Dependent Care Expenses,
G Child Tax CredR (inciuding additional chiid tex credit). See Pub. 872, Child Tax Credit, for more Info

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

® If your total Income will be bstween $70,000 and $84,000 ($100,000 and $119,000 # married), enter “1” for each eligible child. G

H  Add lines A through G and enter total here, (Note: This may be different from the number of exem|

T e g e R VIR e
un. » ons, on, an [:] ur 0| 9. ur Form

E"’;ﬁf”“g: Amp}g‘vnas My, g%‘able tolclaimls Flling Information, for Information, effect, s Pub. 808 o 568 how the amount you are
exsmption from 0'cng even If the empioyes having withheld com) 1o your projected total tax
a dependent, Ifthe emplayee: i mﬂs. ouicen m& Lo ,?;,’g,‘;”"u,‘,?g‘ cr:fdlts Lo for 2017, Ses Pub, Eggr?epecially LUr earnings
* Is age 85 or older, WITOIG Slwoes, Crane el Of et o 5 (Single) or $180,000 (Marrec)
» Is blind, or cars expenses and the child tax credit may be claimed Future developments, Information abot any future
* WIll clalm adjustments to Income; tax credits; or gsale ﬂt? ggsmfé?flnfgln'nau ?gom"m gﬂ?ﬂ; F wisalkJ é}""é}?‘;mu aggrfmogpelveva.ge(als%?ge osted
ftemized deductions, on his or her fax retum. cradlt: into withholdi aug,',’m.?mmm o % aetg www.irs.gov/wd, a2

Personal Allowances Worksheet (Keep for your records.)
A Enter *1" for yourself if no one else can claim you as a dependent . 5 o o0 o o . o o o L
* You're single and have only one Jjob; or

B  Enter*1”if; * You're married, have only one job, and your spouse doesn't work; or B

.

Y

for detalls,)
rmation.

ptions you claim on your tax retum) > H

® If you plan to temize or elaim adjustments to income and want to reduce your withholding, see the Deductions

For accuracy, and Adjustments Worksheet on page 2.

complete all o Jf 3;ou arfreo singlle and have more than one job or are married and you and your spouse both work and the combined
earnings from al|

worksheets
that apply. to avoid having too little tax withheid.

jobs exceed $50,000 ($20,000 i married), see th

e Two-Eamers/Multiple Jobs Worksheet on page 2

® If 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 top part for your records.

N w_4 Employee’s Withholding Allowance Certificate OMB No, 1546-0074
m
Dspértment of the » Whether you are entitled to clalm a certaln number of allowances or axemption from withholding Is 2 @ 1 7
Internal Revenue Sarvios subject to revisw by the IRS. Your employar may be required to send a copy of this form to the IRS.
1 Your first name and rr;lddle initial Last narlne 2 Your soclal semmbar
> et
N ¥ lq\«.)r b\q' 0[
Home ﬂdff“ (number&#d sifett o rural routs) g v 3 /1 single [ Married [] Married, but withhold at higher Single rate,
G &fo& Note: if maried, but legally Separated, or spousa Is a nonresident allen, check the “Single” box,
City or town, and ZIP cods

4 Hyour last name differs from that shawn on your soclal security card,

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

Additional amount, if any, you want withheld from each paycheck

o

5 Total number of allowances you are claiming (from line H above or from the appilcable worksheet
]

7

1 claim exemption from withhelding for 2017, and | certify that | meset both of the following conditions for exemption.
® Last year | had a right to a refund of all federal Income tax withheld because | had no tax liabliity, and
* This year | expect a refund of all federal Income tax withheld because | expect to have no tax liability.
Rakl

If you meet both conditions, write “Exempt” here .

on page 2) 5|

6%

Under penalties of perjury, | declare that | have examin

Employee’s signature
(This form is not valld unless you sign it.) »,

R

,_\\

this certificate and, to the best of my knowiedge an

d bellef, it is trus, correct, and complets,

8  Employers name and address (Employer. Gompleta lines 8 and 1 ly ¥ sending to the IRS,)

9 Office code (optional)

Date > OA/@?@&' 3

10 Employer Identification number (EIN)

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 Form 1-9

U.S. Citizenship and Immigration Services ot ey

»START HERE: Read Instructions carefully before completin

g this form. The Instructions must be avallable, cither In paper or electronically,
during compiletion of this form, Employers are liable for errors in the compietion of this form.

Section 1. Employee Infe
than the first day of émoloym

LB

Eymmg (Family Name) t Name) Middle Inftial | Other Last Names Used (Fany)
Yigaht Chexles
Address ($freet Number and Name) Apt. Number [ City or Town State  |ZIP Code

Gt ot 5. Oyl nurd\ 33708

U.S. Social Security Number Employee's E-mall Address Employ'ee's Telephone Number,
lel-31-1992 Al D dhorr oSy 62 L 242~ 722

- 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 completion of this form.

| attest, under penalty of perjury, that | am (check one of the foliowing boxes):
[] 1. Acitizen of the United States
[] 2. Anoncitizen national of the United States (See Instructions)

'S, A lawiul permanent resident (Allen Registration Number/USCIS Number); M

|:| 4. An allen authorized to work  unti] {expiration date, if applicable, mm/dd/iyyyy):
Some aliens may write "N/A" in the expiration date field, (See Instructions)

Allens authorized to work must provide only one of the following document numbers to complete Form 1-9: Do ﬁ'g,?,;‘;;;,?;‘;,';"g;m
An Allen Registration Number/USCIS Number OR Form 1-94 Admission Number OR Foreign Passport Number,

1. Allen Registration Number/USCIS Number;
OR
2. Form -84 Admission Number:
OR
3. Foreign Passport Number;
Country of Issuance:

e e ——
[ Signature of Employee / ’ / =

Today's Date (mm/ldsyyyy)

(Y , & /12/ 30/ 2
[Preparer andjar ﬁnélalégwm&ﬁ {ahe¢k oneji ; '
[ A eteparat(s) andvor feriasotts) slesed the moyen i tsimplating Bactin 1.

1 tid ndt uge & préparer of transiistor. z #
(Fleins betow iust be bamaleted and signeyt wihen Areparers endiic rnsietors aadist an emplayee in dampleting Sectin 1)

| attest, under penalty of perjury, that | have assisted in the completion of Section 1 of this form and that to the best of 'm‘y
knowledge the information Is true and correct.

Signature of Preparer or Translator Today's Date (mm/ddfyyyy)
Last Name (Family Name) First Name (Given Name)
Address (Strest Number and Name) City or Town State ZIP Code

@ Englqyér Cbng)letés N&it Page @

FormI-9 11/14/2016 N




Employment Eligibility Verification USCIS
Department of Homeland Security Form I-9
U.8. Citizenship and Immigration Services : OMB No. 1615-0047

ListA ¢
Identity and Employment Authorization

Document Titie @ &\mmﬂﬂe BL_
cading [ . 0 N A
e TSR 5 (7R3 S =57 E]
Expiration Date (i any)(mm/dd/yyyy) %lmlﬂof_ Da%;ir alny)_{_mm/dd/yyyy) _ Expiration Date (i any)mm/ddjyyyy)
Document Title f
' Issuing Authority i | (Additional Information W
Document Number
Expiration Date (i any)(mm/ddfyyyy) -
Dw Title
Issuing Authority
Document Number .
Expiration Date (7 any)(mm/ddfyyyy) ﬁ

Certification: | attest, under penalty of perjury, that (1) | have examined the document(s) presehted by the above-named employee,
{(2) the above-listed document{s) appsar to be genuine and to relats to the employee named, and (3) to the best of my knowledge the
employee Is authorizad to work In the United States.

employee's first day of smployment (mmvddlyyyy): G U-2 | -2 0l 7 (See instructions for exemptions)

gngtyre of Emplage op Autifbrizgh Represeniative Today's Datefmmtidyyyy) | Tille of Employéh or Autharised
{ 3(!\ oul-Z\-Z2o17) ph(l&(\)\ rP\/

orizBd Representative Employer or Authorized Represeniaiive | Employer's Business or Organizaticy Namg
as\s EMPLOYER SOLUTIONS STAFFING GROUP LLC

Employer's Business or o@mm Address (Street Number and Name) | City orjmm lsm ZIP Code
7480 FLYING CLOUB DRIVE  SUITE 200 MINNEAPOLIS MN

Bection 3. Reverffication and Rehires ¢ 0 be compleled and signed by employer ar anoried oregentatve) - &y
A. Now ; B. Date of Rehire (f appfloabis)
Last Name (Family Nams) First Name (Glven Name) Middle Initial | Date (mm/adyyyy)

: s ous g au 8 ! , provide on oo orr eslablishés
continuing employment authorization In the space provided below:
Document Title ’ Document Number Expiration Date (i any) (mmaddfyyyy)

| attest, under penaity of perjury, that to the best of my knowledge, this employee Is authorized to work In the United States, and if
the employee presented document(s), the document(s) ! have examined appear to be genuine and to relate to the Individual.

Signature of Employer or Autharized Representative Today's Date (mm/ddiyyyy) Name of Employer or Authorized Representative

Form I-9 11/14/2016 N
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EMERGENCY CONTACT INFORMATION

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

Employee Name: .C.\AMQS_&;M%D\K

Pleaa@;llst twb peopla (ln prlorlty o«?«; who gou

CENCY cidN'rAC'm :
d be aontaoted in ¢ase oi%an emergiency

Contact #1

Name: M(,{/m |/\l\'x 2\’\6'

Relationship: S‘: S’bQ‘Y

Home Phone: %3 "3! Y- 29’ é?ﬁ
Cell Phone:

Work Phone:

Contact #2

Relationship:

Home Phone:“:}gg - gé@ e \@lgs

Name: _J;\,}q A’\I\AW Wy Cell Phone:

Work Phone:

Additional information you want Em
of an emergency:

ployer Solutions Staffing Group and our clients to know in the event

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




-employer solutions staffing group.

Leveraging Resources in a Changing Market
Wage Payment Method Authorization (Minnesota)

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

TR 21 AN\ €S VbhSe W

SIHCTIEN 2 PAYROLETL ERECEEION

Note: Direct Deposit accounts may take up to 7 days to be activated
¢ Payroll Debit Card (Please complete Sections 4 and 5 below) || Paper Check (Please complete Section 5 below)

SEGI NS DIRECT DEROSER

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

Bank Name:

Routing#
Account#

Initial Date

Account Type: DChecldngDSavings Cdother

To help us avoid making an errar, please attach a copy of a voided check. (a deposit slip will not work)
Ifyuuchnngebanlm,donotcloseyonroldbmkacmuntmﬁlyourdirectdaposithnsatntedatﬂlenewbank,whidlmaymke2paype:ind&

SECTHON L PAYVROEL DEBFE CARD (GEOBAT GASITCARD

Federa]lawrequh'esallﬁnancialinstituﬁonstooblain,varﬁ‘y,andrecordinformaﬁonthatidenﬁﬁeseachpersonwhoopensanaecount.lnorderto
reqnestaPayrollDebitCardforyou,wemustprovideaHofmeﬁ)Howinginformaﬁmthatwiﬂenableﬂleﬁnancialinsﬁmﬁuntoidenﬁfyyou.lf
you do not submit a Direct Daposit/Payroll Debit Card Authorization, ESSG will provide the necessary information and issue you a Payroll Debit
Cardlnpayyourwages.Foryourprotecﬁon,theﬁnancialinsﬁmﬁonmayaakyoutoprovidethemaddiﬁnnalidenﬁﬁcaﬁoninformaﬁonsotheyenn
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. Onyonrﬁrstpayday,youwillreceiveyournewPayrollDebitCard,andapacketconmmingallofthem:msandcondiﬁons. 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 N Date of Birth
Chavles afyk. enX e-3i~ |49

Street Address (P0 BOX NOT ACCEPTABLE) Social Security#
Crot ¢4§‘-5¢, N hg;;ﬁftq}j;;_'
City State z Cell Phone (mobile)
Sevuglale pand 39905 GN-2upANF2LE |
RECEIPT OF PAYROLL DEBIT CARD (to be completed when you pick up your Payroll Debit Card)

Payroll Debit Card Routing # Payroll Debit Card Account #

073972181 S 3 O O
I'have received my Payrall Debit Card, welcome brochure, program fees, program terms, conditions, and disclosures. By activating my Payroll Debit Card,
I 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
authorize the financial institution to debit my Payroll Debit Card account for the fees desm‘ibedintheﬁ'.eschedulethatispmtofthepmgmmtenns,
conditions, and disclosures,

Employee's SignaMe:iAL}ﬁ- Date:_gif -'D-—" L

SECTION 3 ALHORTZNTTON

T 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: eNA@S 26C @ U.Coopn
1 this information will only be useg#o send your paystubs electronically
Employee's Signature: Mg:f?ﬁ? Date:ﬁw&

\ AT




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 origj-
nal. You make this authorization to be valid for as long as you are an employee of ESSG.

The Consumer Financial Protection Bureau’s “Summary of Your Rights under the Fair Credit Reporting
Act” is attached to this authorization. If you are a New York applicant, a copy of New York’s law on the
use of criminal records is attached. By signing below, you acknowledge receipt of these documents.

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

Printed name: Erst: holesS T t\s{ ‘f‘ﬁ h e‘;

none)
Other names used:
Current county of residence;
Current and former addresses: : l @ 5
aljoy / 1“2 current b le %’[}8’
from Mo/Yr to Mo/Yr Street City, State & Zip
a3/l 616 F0B i st pl prippgaliS ol 55005
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.

al-3l- 144 UdA-F-yr73%

Date of birth Social security number
Dot 1 2503 Chancle S Wi
Driver’s license number & state Name as it appears on licéise ~

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

; M)~ Qp[2

Signaturi Date




e s

~ employer solutions staffing group.

Leveraging Resources in a Changing Market

STATEMENT OF CONFIDENTIALITY

This agreement made this day of , 201__, between
Employer Solutions Staffing Group LLC, hereinafter referred to as “employer”,
and &&a\ﬁ-u-ﬁ%hﬁa_ 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.

e s

Employer Solutions Staffing Group LLC, Representative




~ employer solutions staffing group.

Leveraging Resources in a Changing Market

Important/Importante
LOST OR STOLEN PAYCHECKS

If a paycheck is lost (missing, misplaced, destroyed, lost in the mail, 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
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 Ia 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—

. A
Name/Nombre (con letra de molde): ( Mga £\§r_'"_:f lﬁl :Q; bé

ﬂgrnaturelF irma: /{ o :

e




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.

Noti .
your physical condition.

If it is necessary to miss scheduled work due to a work injury, you must be seen
by your primary health care provider the same day in order to receive
compensation for the time away from work. The physician must complete a
Report of Workability.

I have read my responsibilities and agree to abide by these guidelines.
Signed:@umﬁﬁ\

= ~
Printed Name: L&AQ@J%
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- 8850 Pre-Screening Notice and Certification Request for

(Rev. March 2016) the Work Opportunity Credit OMB No. 1545-1500
Department of the Treasury
Internal Revenue Service P Information about Form 8850 and its separate Instructions is at www.irs.gov/form8850,

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

Your name ‘e L Social security number P> mm

A}
Street address where you live : gdd "\'S*r]-, A/
"4 [ L

City or town, stats, and ZIP code MMMM_‘L

County

‘w»;:__;:‘_;,;._;.i,;;__-_, sgda.o L. <l L Telephone number (45 | —2 14 ) ~ [y 24
i - "' .

1

2

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

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

® |am a member of a famlly that has received assistance from Temporary Assistance for Needy Families (TANF) for any 9
months during the past 18 months.

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

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

® lam at least age 18 but not age 40 or older and | am a member of a family that:
a. Received SNAP benefits (food stamps) for the past 6 months; or
b. Recelved SNAP benefits (food stamps) for at least 3 of the past 5§ months, but is no longer eligible to receive them.

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

* | received supplemental security income (S8 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.

[ Check here if you are & veteran and you were unemployed for a period or periods totaling at least 6 months during the past
year.

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

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

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

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

[ 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 recelved unemployment compensation.

" Signature—All Applicants Must Sign

Under penalties of perjury, ! declare that | gave the above Information to the employer on or before the day | was offered a job, and it is, to the best of my knowledge, true,
correat, and complets,

Job applicant’s signature béé\/j("llv %%

pate gl — [~ |4

A

For Privacy Act and Paperwork Reduction Act Notice, s#page 2, Cat. No. 228511 Form 8850 (Rev. 3-2016)
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. Form A (rev. 01/2016) TAX CREDIT QUESTIONNAIRE
EMPLOYER SECTION:
Client: Company:
Employer Solutions Group
Location; Position: Starting Wage: $
EMPLOYEE SECTION:
Employee Name: Street Address: City/State: Zip:

Clheres ) ]l‘ th
SS#: s '\.' A %ate o% Birth: é Al;ig %e yon worked for Q%WM
M?’);ﬂ" Y )'7; @L/i’/ _L_C'{ﬂ _Q :_7_ fhﬁon‘}l;:ny l:rdor:

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 (TANKF) D Ij’
at any time since August 5, 1997? (ifyes, please provids information below.)
Name of the person receiving benefits: Relationship to you:
City: County: State:

2. Have you or has anyone living with you received Food Stamps (SNAP) at any time during the past 15 months? D ﬁ
(Ifyes, 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? D
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,

I

4. Have you received any type of vocational rehabilitation services within the past two years? D
If yes, please indicate which type of agency you worked with and provide their location information below:
D Vocational Rehabilitation Agency DyDept. of Veterans Affairs I:l Employment Network (Ticket to Work Program)
Name of Agency: Phone #:
City: County: State:
*If you checked yes please provide a copy of: Yyour active Individual Work Plan and Ticket to Work documentation,

L

5. Areyou a Veteran of the U.S. Military? *Ifyes, please pravide a copy of your DD-214 and letter of separation,
(If yes, please provide information below. Ifno, please continus to question #6.)

O
E!_

Dates of Service - From: / / To: / /
Branch of Service:
Are you entitled to or are you receivin‘g_ compensation for a service-connected disability? D IZF
6. Have yon been unemployed at any time during the last 12 months? O D'
If yes, dates of unemployment - From: / / To: / /
Did you receive unemployment compensation at any point during your unemployment? l:l D..
If yes, dates received unemployment compensation - From: / / To: / /
7. Have you been convicted of a felony or released from prison for a felony conviction in the past 12 months? D DL‘
Conviction Date; / / Release Date; / /
Was this a [_] Federal or [ ] State conviction? If State - County: State:
_ Additional Tax Credits _
IEC (Native American): Are you or your spouse a member of a Native American Tribe? D g’ |~
*If you checked yes please provide a copy of your CDIB card,
CA Residents: Are you the child of foster parents? D Do you receive CalWorks? D Workforce Investment Act?

Are you a migrant or seasonal farm worker? D Have you ever been convicted of a misdemeanor?
SC Residents:  ["] Do you receive Family Independence Benefits?

PLEASE READ, SIGN, AND DATE:

Under penaities of perjury, 1declare the information above to be true and accurate to the best of my knowledge, and I hereby authorize any agency, organization, or
individuals to supply such verification or information that may be needed to determine tax credit eligibility to my emplayer, employer representative (Associated

Consultants, Inc. dba Retrotax), or the Depg
Date:_dH‘—']*" !?—

New Employee Signature:




¥ alingTanlCr FUIHSH GO

Qualified Long-Term Unemployment Recipient

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

Client: Company:
Employer Solutions Group

Location: Employee Name: C\'\.W\ ‘\ SW \\l ‘1‘ 8s#: Z 2 "‘ﬁ ,B..l »

EMPLOYEE:

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

If applicable, dates of unemployment - From; ¢/ 5 13 l G To:
From: / / To:
From: / / To:

IZ/Ihave been unemployed at any time during the last 12 months.
15 1c
/ /
/ /

[ Ireceived 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.

’szmployee Siznatunm Lﬁf ; ! g . Date: o : {")2 - ,3

RetroTax®
3730 Washington Blvd.
Indianapolis, IN 46205

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

Www.retrotax-aci.com




employer solutions staff INg group.

Leveraging Resources in a Changing Market

Notification of Minnesota Law Requirement —

Unemployment Acknowledgement

According to Minnesota Statute section 268.095, subdivision 2, paragraph (d), an
applicant who, within five calendar 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,

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

OH— ). — [T

Date;

ployee Sighature;
= |

Employee (plekse print your name& here)

CMG_SM - Rev. 08.201




Acknowledgement of Receipt Antiharassment Policy

Employee Name (Please Print)

M(:Q L\r\\
37 e

Emp;oyee's Si| atureﬂ:

Date: g¢{ - ’2;",:)‘

22




the foregoing. | also acknowledge that no manager or employee has the authority to enter into an
employment agreement, express or implied, providing for employment other than at-will.

lalso acknowledge that, except for the policy of at-will employment, ESSG reserves the right to
revise, delete and add to the provisions of this Employee Handbook. All such revisions,
deletions or additions must be in writing and must be signed by the CEO of the company. No
oral statements or representations can change the provisions of this Handbook. | also
acknowledge that, except for the policy of at-will employment, terms and conditions of
employment with the company may be modified at the sole discretion of the company, with or
without cause or notice, at any time. No implied contract concerning any employment-related
decision, term of employment or condition of employment can be established by any other
statement, conduct, policy or practice.

| understand the foregoing agreement concerning my at-will employment status and the
company’s right to determine and modify the terms and conditions of employment is the sole
and entire agreement between me and ESSG concerning the duration of my employment, the
circumstances under which my employment may be terminated and the circumstances under
which the terms and conditions of my employment may change. | further understand that this
agreement supersedes ajj prior agreements, understandings and representations concerning
my employment with the company.

If | have questions regarding the content or interpretation of this Handbook, 1 will bring them to the
attention of ESSG.

DATE_Q U -«ll;‘) Q:

EMPLOYE

NAME (? legindeS INYe, YA
LEASE PRINT 3

EMPLOYEE [~ o

SIGNATURE A

ESSG ‘@7 _ -Sé\
REPRESENTATIVE <o I L

23
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1. ok is intended as a guide and not an employment agreement that
tractual

This handbo
Creates a con relationship, and that the employment relationship may be
terminated at the will of either Party at any time,

4. lam responsible for the information Provided herein ang will, upon my Separation,
return this handbook to my ESSG Consuitant.

Date:

24
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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 I have read the entire contents of this policy and | am aware and full

understand that this policy in any form, and any employee handbook Including this '
policy, are not a unilatera] employment contract or offer thereof.

3. I hereby voluntarily consent to ESSG, or its health service providers, or
other persons or entities acting for or with them, to collect a body component (blood,
urine, breath, or any combination thereof) from me for testing for alcohol and/or drugs. |
understand that the laboratory selected by ESSG may conduct testing and other
analysis on the sample provided by me. | further voluntarily consent to the laboratory’s
disclosure to ESSG of the results of my drug and/or alcohol test and other information
related to the test.

INax
v

Individual's Name

IU —)A— |7

Date

N

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



-~ empl lutions staffing group. i@ |
employer solutions staffing group m E%N;Gm m

Leveraging Resources in a Changing Marker !
Benefit Plan Administrators, Inc

Enhanced MEC Plan_Plan1

Beneiits Enroliment Form O New Emplc
Employcelinformation

Name (First and Last)

\e. X \\q\:

O Rehire Rehire Date

Soclal Sscurity Number

|Address City State Zip Cods
ﬁMWQ_?H 0BZ n/ Dedfale | nap/ 5528
Gendser Male | Marital Status [1 Single | Date of Birth Date of Hire
[ Female | O] Maried 1 pivorced 21-2\—jaFo
Phone Number: ress: 5] i’
:z E!.__Z §r2/ 'mé"

Employee Only - Employee+Spouse - Employee+Child(ren) - D Family -
$24.00/Week $38.00/Week $36.00/Week $63.00/Week

Social Security # Birth Date | S8 Relationship
ML LastName | E r::me E Spﬁus;mll:luﬁcm
Sooial Slecumy# Birth Date | Sex Relationship
st Nams MI Last Name E l'!::ale = spém DoEasﬂcChﬂdPafm_er
Socil Security # Birth Dats | Sex ‘ | Relaﬁonahip. : |

EFF. DATE
EFF. DATE
EFF. DATE

Employee Acknowledgement and Authorization - | hereby apply for the group hensfit(s) as indicated. | acknowledge that all entries are true and complete and that
any misstatements or failure to report information may be used as the basis for cancellation of coverage for me and my dependents), if any, from the original
¢ Ieﬁacﬁve date, Further, | authorize my emplayer to make the necessary payroll deduction of premiums for coverages | have elected,

’IF ENROLLING - YOU MUST SIGN HERE

Employes Slgnature g Date

o e ——————— —
swrLovesseoLwne T | am DECLINING coverage
| understand that | and/or my dependents, if any, walve any coverage and desire to participate In the pian at a later date, liwe may be conslidered a late enrollee and
must meet the requirements defined In the Certificate of Coverage for the company's medloal or dental plans. If | dealine enrallment for myself or my dependents
(inoluding my spouse) because of other coverage, | may, In future be able to enroll myseif or my depend In this plan, provided 1 request enrollment within 31
days after the other coverage ends. In addition, if a new dependent relationship forms as a result of marriage, birth, adoption, placement for adoption of parting suit
of adoption, | may be able to enroli myseif or my dependent, provided | request enrollment within 31 days of the evant.

IF DECLINING- YOU MUST SIGN HERE
Employee Signature JM‘ m Date 5£f/l;/ l’?_,

A3
=] Enyoyer Solutions Staffing Group Health Benefits Team
7301 Ohms Lane Suite 405
Edina, MN 55438
Phone: 952-767-9519 Fax: 952-767-9515
Emall: Health@employersolutionsgroup.com




vsi 219301-ESG-1

jixed Indemnity Meg_ij_cal Benefits Plan 2

___._________._._q______e_.——___________
| OFFICE USE ONLY LOCATION Rehire Date ____ e
ENROLLMENT FORM ESC CU(UNAC-MN) p1
o REQUIRED EMPLOYEE INFORMATION Fﬁl@j‘ﬁﬁﬁé BLACK or BLUE INK (Must Be Fillod ouy)
Name  Social Security # Home Phone S ro”
a i v ex A%y

heanles 4 ) b i e YZ2s 62712 Y2 (8l " M
Address e WV Apt. #
City State Ll Date of Birth

haln ' ALY ol 57 ! jey

| DYes D Nc:l;Yes, pl e

ease continue,
i Medicare Effective Date

“Name of C;VEfEd PEI’SOI:I (S)Z - "'-"“E'"_""""""'"‘ R

Payroll Deducted Weekly Rat
in Section C. Your coverage level for the | benefits in Section Cwill |

n, Term Life Plan, and Short-Term Disability plans are underwritten by B(
Insurance Company. The Vision plan is underwritten by Companion Life Insurance Company,
SELECT COVERAGE LEve, F XED INDEMNITY

EDIC_AI." ) DENTAL VISION
Employee Only D $20.25 K¢

Employee +1 [] $41.10 $12.34 $4.92
Employee + Family [7] $54.88 $20.36 $6.56

NOto AL Benefits 24T [ Jyes [ e Cves CINo | Clves [ng |

'This coverage is not available to residents of NH, HI, or PR.2STD js not available to persons who work in CA, Hi, NJ, NY, or RT
For Term Life / Accidental Death & Dismemberment, please write in your beneficiary information, Accidental Death &
emberment is part of the Term Life Benefit.

Name '

any benefits
identical. The Fixed Indemnity Medical Plan, Dental Pia

: SHORT-TERN
TERM LIFE DISABILITY S

67 uB|  s24a 8]  s0so | sen

Relationship

D. REQUIRED DEPENDENT lNFORMATION
Name

‘Social Security # '-' Date of Birth | Sex ! Relationship o

) ol e | _N/*_/_ . 5 @ J D Spouse [Ichild [Ibo
Name

Social Security # | Date of é;th Sex Relationship

e ___Q_/__ __/‘ @ [ Spouse DNC_Zhild D Do
Name Sex

. =y hild | mestic Partner
Social Security # | Date of Birth i Relationship

e by e MIE] | O1Spouse e[ pormeste Partner
Name Social Security # Date of Birth Relationship
-/

; ___.M.J..LE_@%ﬁ%ﬁggbili@Qﬁﬁ?.E@L

YOU MUST SIGN AND DATE, EVEN jF- YOU DECLINE COVERAGE
benefit packet and understand jts limitations, | understand that o

pen enroliment is only available for
nd | understand that making no benefit selection is a d _cl_i_najc_io

f coverage.
v arvy 2y D> siGNATURE s i 7 L

This is an Essential StaffCARE Enrollment Form,

EEEEE———

—

mestic Partner

E. REQUIRED SIGNATURE

I have read the
a limite_d time a




