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E-Verify

E-Verify: Print Case Details - Preview

SENSITIVE BUT UNCLASSIFIED

Case Verification Number' 2017138071209MV
Report Prepared: 05/19/201

Commzhﬂomaﬁnn

Company ID; 47428 companyNama:Emphyarsnhﬂnmm:gGmup

Em) e information

Last Name: Xiang First Name: Herlea

Date of Birth: 03/13/1988 Soclal S8eourfly Numbsr: *** 9254

Hire Date: 05/18/2017 Citizenship Status: A cliizen of the United States

Document Information

LIslBDnnmnsnt:Dﬂvar'shnnseorﬂ:cardhmdbya%shbornuﬂylmmmbn List C Dosument; Sosial Security Card

Dooumant Name: Driver's licanse Documsnt Stata: Minnesota

Driver's License or ID Card Numbar: Document Expiration Date: 03/13/2019

Case Status Information

H

Current Cass Result: Employment Authorized Emplayer Case ID;

Case Submitted On: 05/18/2017 Cass Submittad By: SGLAB832
SENSITIVE BUT UNCLASSIFIED
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75 Y PO Box 46270
www.esgstaffingsolutions.com T | Minneapolis, MN 55344-995¢
'.‘.‘_l;, /-" Tel: 952.835,1288
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employer solutions staffing group..

New Hire Application
Parsonal Dats~ PLEASE PRINT LEGIBLY IN INK
Last Name X 1o o, First Name [’l er (e; Middle Initial
Street Address S e E oane AptiSte

City/State/Zip ___5'\' P(’UJ\J M N 5_5 f l 7 Social Security Last Four xxx-xx-ﬂzgé/
Phone Number C;S_L - LIE;H -9503 Email Address H 2 Y\ﬂ @ ﬂM’L@fV.

Staffing Agency/Recruitment Partner

All offers of employment are conditional upon satisfacta roof of identity and Isgal ability to work in the U.S.A.
Are you legally authorized to work in the United States of America? BdYES CONo

Applicant Certification and Authorization
I 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 empioyers, except as Indicated in this application,
regarding my previous duties, responsibilities, performancs, compensation and eligibility for rehire,
| understand that a comprehensive background check may be conducted to determine my eligibility for hire by certain cllents of ESSG.
This may include but is not limited to, investigations of criminal and/or conviction records, driving records and/or a drug screen test as
required by clients, government regulations or by ESSG policles.
| release ESSG and other persons or entities from any claims that might be based on ESSG's decislon to conduct a background check.
| certify that all statements made in my application are true and accurate and that | have not omitted any material information or provided
faise 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.

s/18/17

A copy or facsimlie (“fax") will be considered the Same as an original signature. Emall wiil ONLY be used for employment correspondence

Name (Print or type)

For ESSG Office Use Only
DOH NHW I-9 8850 w4
Emergency Contact Info Background Release Form Background Resuits Unemployment Letter ESC Appillication
(if applicable)
For ESSG Client Use
DOH ROP Work Site Loc. WC Code

ESSG - CMG Rev. 04/2017



Form W4 (2017) e A

Baslc Instruotions. If you aren't exempt, complete conslder making estimated tax ents using Form

Purpose. Complsta Form W-4 so that your the Paraonal Allowanxlgs Worksheet below. ?he 1 gysvomuwg?% og.‘lm
emplayer can withhold the correct federal income Wworkshests on page 2 further adjust your gnnunlt?‘{noome, see Pub, 805 i fing ot it you shouid
tax from your pay. Consider compl & new Form withholding allowances based on Remized ust withholding o Form W-4 or W-4P
W-4 each year and when your personal or financial deductions, certain credits, adjustments o Income, adjust your olding on O .
situation cx%ss. or two-eamers/muitiple jobs s ons. Nr?dmm or multiple jobs. If 3{03 l}lpve ath
Examption from withholding. If you are exempt, Complats all workshests that apply. However, you working spouse or more than ane job, 8
complete only lines 1, 2, 8, 4, and 7 and sign the may clalm fowey {or 2ero) allowancgy. For regular w’z";‘”ﬂfm ﬂlm?&sy%m :"“f%:’g:'"m
form 1o validate it. Your exemgtlon for 2017 expires wages, withholding must be based on aliowances W by o withholdin m;I?l g ly n:t
Febrgy 15, 2018, Seo Pub. 505, Tax Withholding you claimed and may not be a flat amount or s aﬂlgllowan:es agrauaciu:llrlgsd s gh"g Forfn"sv”_’:m
and Estimated Tax, percentage of wages, for the highest paying Job and zern slfowancas ars
Note: If another person can claim you as a dependent Head of household. Generally, you can claim head claimed on the others. Ses Pub, 505 for details,
on hig ar hor tax retum, u can't claim exemption of housshold fili etam:onyourtaxrstl.mon‘lxlf snt ailen, If dent all
from withholding if your total income exceeds $1,050 you are and pay more than 50% of the N’h‘oﬁunew1 985 m""‘mﬁ&?’?&ﬁ"’w" _43’|'nm°ﬂg"n-:fg‘|?
and Includes more 0 of uneamed Income (for costs of keeping mug a home for yourself and guur Nnnresldsm'Auepp before completing this fo
example, Interest and dividends), de endan}:(es,or er qualifying Individuals, Sea ns, mpisting m,

Excaptions. An empl may be able to claim Pub. 501, ptions, Standard Deduction, and Check your withholding. After your Form W-4 takes
exemption from wlthhol‘grnageeven If the employea is Filing Information, for Information, m use Pgll:j. ggg‘ tosse tl':':ow ltlfrm r%’]g%l't'en; you agx
a dependent, if the employes; Tax aredits. You can take projected tax credits Into ol 7‘”’"85" Ia Puo, 553',?3 ecylgl ﬁ L7 aammlwa
 Is age 65 or older, account In figuring your allowable number of - P! ng

Withholding allowarices. Credits for child or dependert ~ €XGeed $130,000 (Single) or $180,000 Marrac),

e I blind, or care expenses and the child tax credit may be clalmed Future developments. Information about any future

» Will claim adjustments to Income; tax credits; or

galngthe Porsonal Allowances Workshest below, develggmems affecting Form W-4 (such as
ee

A

mmo

ftemized deductions, on his or herfax retumn, met:m;l mo&mhrg?g'r‘rnaﬁgs"wun °"c§'§."vsm"9 LRI lasfg wwwlsl gps.mg Siiar wa reiease ) wil be posted
Personal Allowances Worksheet (Keep for your records,)

Enter *1” for yourself if no one else can claim you as a dependent . , . “ e s o v v .. A ﬂ

® You're single and have only one job; or
Enter *1* if: { * You're married, have only one job, and your spouse doesn‘t work; or } o B l

* Your wages from a second job or your spouse’s wages (or the total of both) are $1 ,600 or less.
Enter “1” for your spouse. But, you may choose to enter *-p-" i you are married and have either a working spouse or more
than one job. {Entering *-0-" may help you avoid having too little tax withheid) . . . . ., . , . . T
Enter number of dependents (other than your spouse or yourself) you will claim on your tax retum . v« + .+ .« . . D
Enter “1” if you will file as head of household on your tax retum (see conditions under Head of household above) E
Enter “1” if you have at least $2,000 of child or dependent care expenses for which you plan to claim a credit F

-

Child Tax Credit (including additional child tax credif). See Pub. 872, Chiid Tax Credit, for more Information.

* If your total Income wilj 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 ellgible children.

® If your total Income will be between $70,000 and $84,000 (100,000 and $118,000 if married), enter “1” for each eligblechild. G z
Add lines A through G and enter total here, (Note: This may be diffarent from the number of exemptions you claim on your tax retum,) > H [

* If you plan to itemize or clalm adjustments to income and want to reduce your withholding, see the Deductions
For accuracy, and Adjustments Workshest on page 2,

complets all ® If you are single and have more than one job or are married and you and your spouse hoth work and the combined
worksheets eamlnigs from all jobs exceed $50,000 ($20,000 if married), see the Two-Earners/Multiple Jobs Workshest on page 2
that apply. 1o avoid having too littls tax withheld.

° 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 1o your employer. Keep the top part for your records.

= w_4 Employee’s Withholding Allowance Certificate OMB No. 1645-0074
De::wm of the Treasury P Whether you ars entitied to olaim a certain number of allowances or exemption from withholding is 2 @ 1 7
Intemnal Revenue Sarvice subject to review by the IRS. Your employer may be required to send a copy of this form to the IRS,

rfirst name and middie Inftial Last name 2 Your sacial security number

1 Yo
i ‘ ' = -~
_Hf/lffp/(’/ )(10143 /77~ Q26 &

—

Home address (number and street or rural rous) 3 [1 single [T Married L] Married, but withhord at higher Single rate,
VWAL 2 E O\ Note: If mamied, but legally Sseparated, or spouss is a nonresident allen, check the "Singls” box,
City or town, state, and ZIP code 4 ifyour last name differs from that shown on your soclal security card,

S ‘l‘ ' P{‘l ud h[l N < S 1 l 7 cheok here. You must call 1-800-772-1213 for a replacement card. > []
5

-]
7

Total number of allowances you are claiming (from line H above or from the applicable workshest on page 2) 5] [
Addttional amount, if any, you want withheld from each paycheck L T X ()
| claim exemption from withholding for 2017, and | certify that | meet both of the following conditions for exemption. i
® Last year | had a right to a refund of all federal Income tax withheld because I had no tax llabllity, and

e This year | expect a refund of all federal income tax withheld because | expect to have no tax liabllity.
If you meet both conditions, write “Exempt” here. . . . . >l

Under penalties of perjury, | declare that | have examined this certificate and, to the best of my knowledge and balief, it is true, correct, and complete,
Employee's signature

]
(This form Is not valid unless you sign it) » Date» O /% / 7
8  Employer's name and address (Employer: Complete lines'8 and 10 only if senciffg to the IRS.) | 9 Office oode (optional) | 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 i

»START HERE: Read Instructions carefully before completing this form. The Instructions must be available, either In

Ppaper or electronically,
during completion of this form, Employers are ilable for errors in the completion of this form.

ANTI-DISCRIMINATION NOTICE: Itis liegal 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 3 future expiration date may also constitute illegal discrimination.

ection 1, Employee Informatlan an station (Eniployees must gamplete and sign Segtion 1 of Form 1-9 i fafer

#han the first day of employmen, but nat betars macspting & fob affer ) Sk ; =

Last Name (Family Name) First Name (Gjven Name) Middle Initiat Other Last Names Used (ifany)
YoXate) Hev (€€

Address (Streat Mumber and Name) Apt. Number | City or Town State ZIP Code

3\ Sessnmune E ane St Lousd M S5117

Date of Blrth (; /) U.S. Social Security Number Employee's E-mail Address Employee's Telephone Number

02/ 13/ 5 1977 R - F7g ; [cany €S1-424/-950

Iam aware that federal law provides for imprisonment and/or fines for false statdments or use of false documents in
connection with the completion of this form.

1 attest, under penalty of perjury, that I am (check one of the foliowing boxes):
[\7'". A citzen of the United States

[] 2 Anoncitizen national of the United States (See instructions)

|:] 3. A lawful permanent resldent (Allen Registration Number/USCIS Number):

|:] 4. An alien authorized to work  unti] (expiration date, if applicable, mm/ddlyyyy):
Some aliens may write "N/A" in the expiration date field. (See instructions)
Allens authorized to work must provids only one of the following document numbers to compiete Form 1-9; D,‘,‘,';,",,:,’,‘,',:;,?;,;'g"g,}m
An Allen Regishatfoq Number/USCIS Number OR Form -84 Admission Number OR Foreign Passport Number.
1. Alien Registration Number/USCIS Number:
OR :
2, Form 1-94 Admission Number:
OR
3. Forelgn Passport Number:

Country of Issuance:;

BETIRI IR, 7

LR ¥ 4

of Gertitioation (aheck one);
[11 bt nal une  earet or wanibtor. [ 4 praparer() anfor ranaiats) assisied tie amplayea in ampleting estion 1.
(Flelde below myist be bompleted and signed whert Areparars and/r trénslators agsist an employes in obmpleting Bedtion 1)

| attest, under penalty 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.

Signature of Preparer or Translator

Today's Date {mm/dd/yyyy)

Last Name (Family Name) First Name (Given Name)

Address (Street Number and Name) City or Town State ZIP Code

@ Enq;lo;ver Completes Next Page @

Form I-9 11/14/2016 N



'Employment Eligibility Verification | USCIs

Department of Homeland Security mgg:l?sfgw

U.S. Citizenship and Fmmigration Services

Expires 08/31/2019

e y
ListA = ListG
Identity and Esiployment Authorization Idantity Employment Authorization

Document Titie Document Title

| N
Issulng Authority Iulg %o%
Docu_mentNumb.er . mﬂir_& -4l of
Expiration Date (if any)(mm/dd/yyyy) Expiration Date (% any){mm#idiyyyy)

' 51 o e Q\ﬂ

Document Title
Tssting Authority | [Additional Information S LR
Document Number .
Explration Date (if any)(mm/didiyyyy)
Dw Title
Issuing Authority
Document Number k
Expiration Date (7 any)(mmidpyyy) k

Certification: | attest, under penalty of polj, that (1) | have examined the document(s) presented by the above-named employes,
(2) the ahove-listed document{s) appear to be genhuine and to relate to the employes named, and (3) to the best of my knowledge the
employes is authorized to work in the United Statea.

T'Ila employee's first day of employment (mm/dd/yyyy): 0S-1%- Q] j (See instructions formmhﬂons)

of Em or Representative Today's DatefmmAddsyyy) - | Title Employer or Authorized Representative
' | O5-18-2017)| Yecen )
Last of Employer R i First Name of Employer or Authorized Representstive | Employer's Business or Organization Name
l@s T;L R Lo Ui EMPLOYER SOLUTIONS STAFFING GROUP LLC
Employer's Business or Organizdtion Alkiress-¢Sfreat Number and Name) | Chy or Town .[State  |z1p code
7480 FLYING CLOUD D SUITE 200 MINNEAPOLIS MN - ﬂ‘
Ne e (i & G T P SRR i e SO A S & L A s 5 Delg of Rehife (f anp Y N
Last Name (Family Name) First Name (Given Nams) Middle Initial | Date {mm/ddpyyyy)

| attest, under penalty of perjury, that to the best of my knowledge, this employse Is authorized to work In the United States, and if
the empioyee presented document(s), the document(s) | have examined appear to be genuine and to refate to the Individual,

Signature of Employer or Authorized Representative Today's Date {mm/iidyyyy) 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: 1 lf@k ‘é;@X / N7

s 3\ JesSanaunc € ave Scf /

Home Phone: _Q%l - L!ZL/"' qgog

__Dleasq ljst two phaple {in p

— EMBRGENCY CONTACTN
riotity qrger) wha QYOI_}ld_ : ;ﬁn;dotpd In cdse of 4n emergency

Contact #1 Home Phone:
Neme: M e V'a/\/lﬂ Cell Phone: £S5/ — L/ZL/" 9505
Relationship: W v\ Work Phone:
Contact #2 Home Phone:
Name: Cell Phone:
Relationship: 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..
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 b paper Check.
SEGH ORI BNS [CIREG RGO N

S oGl @i

[ND irect Deposit (Plsase complste Sections 3 and 5 below)  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 complets Section § below)
SEGRIONES D RS D EROSTH

4" Update Bank Account

T understand and acknowledge that if I do not provide a
Bank Name: : voided check with this direct deposit form, I am

Ar W ant Soe a2l e red responsible for any delays in payroll or extra costs
Routing %0 75 q 3 '2 incurred if the account number that I provide is incorrect.
Asomtt 7n 92013 Y02 & win X e 5/I18/)7
Account Type:  [W'Checking [] Savings [JOther

Tohelpusavoidmaldnganen‘or,pleaseatlnchacopyofavoidedched:. (a deposit slip will not work)
=  Ifyom change banks, donntcloseyomoldbankaccomnunﬁlyomdiractdeposithasmmdatﬂmnewbank,whinhmaytakBZPaypmioda.

SECTIONTE PANROLL DB CARD GLOB N CASHEARD)

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 reoeiveyonrnewPayrollDebitCard, and a packet containing ail 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 (28 you want your Payroll Debit Card to be issued)

First Name Ml Last Name Date of Birth
Street Address (POBOX NOT ACCEPTABLE) Social Security#
City State Zip Cell Phone (mobile)
RECEIPT OF PAYROLL DEBIT CARD (to be completed when you pickup your Payroll Debit Card)
Payroll Debit Card Routing # Payroll Debit Card Account #

073972181

IhwemoeivedmyPaymnDehﬁCa@wdcomehmchne,pmgmmﬁes,pmgmmmrms, conditions, and disclosures. By activating my Payroll Debit Card,
T am agreeing to the program terms, condilions,anddisnlnsuresﬂmtmeinnlndedormadeavailahlemmeﬁumﬁmetoﬁmeﬁnmﬂaeﬁnmcinlinsﬁtuﬁml
authorize the financisl institution to debitmyPayml]DebitCardaccountfurtheﬁesdesmibedinﬂleﬁeschedulethntispartofthepmgmmtenns,
conditions, and disclosures,

Employee’s Signature: Date:
SLEGTON SE N ORI ZN O

I authorize ESSG to directly deposit my periodic wages/compensation payments, net of required tax withholdings, other required withholdings
or autharized deductions, into my account(g) 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.

@ _Omay| o

used to §énd your paystubs electronically

Employee's Signature: ML&M Date: 5/ [ 7/ 17

\




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 Em ployment 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 Yyou 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: / % y/*/) m@
First Middle (O “lastt "/

none)
Other names used:

Current county of residence:

Current and former addresses:

QS/ 59 current Odl_z 3 |

S

AN
& Zip

from Mo/Yr to Mo/Yr Street ' Cty, State
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 nof use it for any other purposes.

03(13/199¢ Y77-33~924Y

Date of birth Sacial security number
!
A191087331%/H Werleesxibina
Driver’s license number & state Name as it appears on li_c}nse

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: .

Wl omn, 5//5747

Signature J Daté

5SS |
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employer solutions staffing group..

Important/Importante
LOST OR STOLEN PAYCHECKS

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

NG

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 faita, fuera de lugar, destruido, perdido en
el correo, etc), usted debe notificar a sy 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. Sj 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 deducirs.

AGREED/SE ACUERDA—

4
Name/Nombre (con letra de molde): H 64/‘/ oA i )( /ﬁm

Vi

Signature/Firma:




o 8890 Pre-Screening Notice and Certification Request for

(Rev. March 2016) the Work Opportunity Credit OMB No. 1545-1500
Departmant of the Treasury .
Internal Revanue Sarvice » Information about Form 8850 and its separate instructions is at www.irs.gov/formss5o.

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

Y

Your name Hﬁdﬁ ICZ X1 o ﬁ Soclal security number H77 - S ?=%7

Street address where you live S | ) f«_isalnﬂ-l‘lﬂ&EﬂllC.ﬁ y
City or town, state, and ZIP code S‘(" . Pw M Y\‘ 5 g [ _/ 7

County ng e/ Telephone number GS /“' é/ 2 ?/v 755 y

[
if you are under age 40, enter your date of blrth (month, day, year)

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 IE/Check here if any of the following statements apply to you.
* | am a member of a famlly that has recsived assistance from Temporary Assistance for Needy Familles (TANF) for any 8
months during the past 18 months.
* |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 famlly 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.
® During the past year, | was convicted of a felony or released from prison for a felony.
I received supplemental security Income (SS) benefits for any month ending during the past 60 days.

| am a veteran and | was unemployed for a period or periods totaling at least 4 weeks but less than 6 months during the
past year.

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

4 [] Check 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.

6§ [ 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.

6 [ Check here if you are a member of a family that:
* Received TANF payments for at least the past 18 months; or
° Recsived 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 the above information to the employer on or before the day | was offered a job, and it Is, to the best of my knowledges, true,
correct, and complete,

DateS//?//7

Cat. No. 22851L Form 8850/ Rev. 3-2016)

Job applicant’s signature >
For Privacy Act and Paperwork Reduction Act Notice,
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see page 2.
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Form A (rev. 03/2017) TAX CREDIT QUESTIONNAIRE

EMPLOYER SECTION:

Client: Company:

Location: Position: Starting Wage: §
EMPLOYEE SECTION:

;t::/ ame: Last Name: Suffix: Street Address: . City/State: Zip: =

€C Ylpna, 3| SESSavine £ ae MN  8SU;
SSit | Date of Birth: Age: H;l:'e you worll::fd fo; If yes, location:
this company before

11-33-92¢f o3[13fag |1 |SFRE™ | Super pagns 5

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

1. Have you or has anyone living with yon received Temporary Assistance to Needy Families (TANF)
at any time since August 5, 1997? (If yes, please provide information below.)
Name of the person receiving benefits; Relationship to you:
City: County: ____ State;

s N

2. Have yon or has anyone living with yon 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 yon received Supplemental Security Income (SSI) at any time within the past 3 months?
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 8SI documentation,

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

[] Vocational Rehabilitation Agency [] Dept. of Veterans Affairs O Employment Network (Ticket to Work Program)
Name of Agency: Phone #;

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

S. Are you a Veteran of the U.S, Military? *[fyes, please provide a copy of your DD-214 and letter of separation.
(If yes, please provide information below, If no, please continue to question #6.)

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

—

O
N

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 you receive unemployment compensation? —=

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:

—

B 8 RR

[ S T R[]

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 foster parents? [] Do you receive CalWorks? [] Workforce Investment Act?
[ Are you a migrant or seasonal farm worker? D Have you ever besn convicted ofa 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 knowledge, and 1 hereby authorize any agency, organization, or
individuals to supply such verification or information that may be needed to determine tax credis eligibility to my employer, employer representative (Associated

Consultants, Inc. dba Retrotax), or the D, epariment of Labor, .
/
New Employee Signature: M&(&t@?ﬁ/ Date: M y 1/// 7




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

LONG-TERM UNEMPLOYMENT RECIPIENT SELF-ATTESTATION FORM
Work Opportunity Tax Credit (WOTC) Program

Instructions: This Self-Attestation Form (SAF) is to be completed, signed, and dated by the new hire only.
Employers or consultants submit this SAF to the State Workforce Agency with IRS Form 8850 or if filed
separately, with ETA Form 9061 (or ETA Form 9062) for each certification 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: - Date 51/ / ?: /Z 7
New Hire Name: H@'_V‘ / ge /(/ 29
Social Security Number: L}| {52 = (?.))__6&/

Employer Name:

Please check the statements below if they apply to you.

O | declare that | was in a period of unemployment that is at least 27
consecutive weeks and for all or part of that period | received unemployment
compensation.

EC@ I’ dféarfffwgl I have been in a period of unemployment since

(Enter start date)

Privacy Act Notice:

time for reviewing instructions, searching existing data sources, gathering and malntaining the data needed, and complefing and reviewing the collection of
Informetion. Send comments regarding this burden estimate to the U.S, Department of Labor, Division of Nafional Programs Tools Technical Assistancs,
Room C-4510, Washington, D.C, 20210 (Paperwork Reduction Project 1205-0371). Please do not submit completed forms to this address,

117-
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. 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)

Employee (please print yourhame 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.

exercise certain rights; and (d) that certain events as described in the policy may result
in adverse personnel action, including my termination from employment with ESSG. |
understand that this policy in any form, and any employee handbook including this
policy, are not a unilateral 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. |

analysis on the sample provided by me. | further voluntarily consent to the laboratory's
disclosure to ESSG of the resuits of my drug and/or alcohol test and other information

Individuar’ Néme

[7

Date * °

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



e miier» @80 ESNG 1559

solutions group., Al
ISkl s S Ptz ekl Benefit Plan Admipistrators, Inc,
Enhanced MEC Plan_Plan 1

Sensfits Enrollment Form [ ney Empioyee [ Rehire  Rehire Date
Enmiployec Information

Namag (First ang Last) ‘ Soclal Security Number
HerleeXiom 47255 924/

Gumne €. AN gtyf/gau/ /%{V Ssil 7

Gender Male Marital Status Single | Date of Birth Date pf Hire

0 rome | Bvres v | (5|2, / )91 5/i8))7
Phone Number: . . / &
TS-U2H-950¢ , /. Comn
Please Select Desired Coverage:
D Employee Only - Employee+Spouse - Employee+Child(ren) - Family -
‘ $24.00/Week $38.00/Week $36.00/Week $63.00/Week

Social Security # Birth Date | Sex Relationship
O Mmale O Spounse [J Child
[ First Name M. Last Name O Female Domestic Partner
Saclal Security # Birth Date | Sex Relationship
n Male D SpOIlSE D Child
Firet Name ML Last Name [J Female [0 Domestic Partner
Social Security # BirthDate | Sex Relationship
D Male onse D Clﬂld
[ First Name M, TastName | il Fanke O SPEI Dits bt
O o) o} o)
NAME OF PERSON COVERED (FIRST, LAST):
EFF. DATE
EFF, DATE
EFF. DATE

Employes Acknowiedgement and Authorization - | herehy apply for the group henefit(s) as Indicate
any misstatements or failure to report Information may be used as the basis for cancellation of
sffective date. Further, | authorize my employer to make the necessary payroll deduction of p

(IF ENROLLING - YOU MUST SIGN HERE

Employee Signature

EMPLOYEES DECLINING X |am DECLINING coverage

1 understand that | and/or my dependents, if any, walve any coverage and desire to participate in the plan at a later date. l/we may be considered a late enrollee and
must meet the requirements defined In the Certificate of Coverage for the company’s medical or dental plans. If | decline enrollment for myself or my depandents
(including my spouse) besause of other coverage, | may, In future be ahle to enroll myself or my depend

In this plan, provided 1 reguest enroliment 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 sult
of adoption, | may be ahle to enroll myself or my dependent, provided | request enroliment within 31 days of the event.

IF DECLINING- YOU MUST SIGN HERE

Emplayse Signature OM fé% Date OJ 5 // (//{ 7

d. | acknowiedge that all entries are true and compiete and that

coverage for me and my dependent(s), i any, from the original
remiums for coverages | have alactad,

Date

Employer Solutions &affing Group Health Benefits Team 4
hms Lane Suite 405
Edina, MN 55439
Phone: 9562-767-9519 Fax: 852-767-9515
Emall; Health@employersolutlonsgroup.com



Fixed Indemnity Medical Benefits Plan 2
« VS| 219301-ESG-1 OFFICE USE ONLY LOCATION ____ Rehire Date ____/ /

ENROLLMENT FORM ESC CU(UNAC-MN) P1 v18.2

A. REQUIRED EMPLO_YEE INFORMATION
Name F

PRINT USING BLACK or BLUE INK (Must Be Filled Out)
ieeXiong  TPFPYe- 474l My 9cod > MIE
2| 5€45 anuné = aanlé [Apt. # -

>SSt Pau MU 7 s

B. DO YOU OR ANY OF YOUR DEPENDENTS RECEIVE MEDICARE BENEFITS? DYesgNo. I Yes please continue.
Medicare Health Insurance Claim Number (HICN) | Medicare Effective Date

N i

Address

Name of Covered Person (s); i
1. 2.

3.

C. LIMITED BENEFITS PLAN SELECTION Payroll Deducted Weekly Rates

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

SELECT COVERAGE LEVEL T m,:;ggi'ﬂ“m DENTAL VISION TERMUFE | SHORETERM

Employeeonly [ ]| $20.25 $6.17 o]  sa42 B soeo Q $4,20 __ 3
Employee +1 ] $41.10 $12.34 $4.92 $0.90
Employee + Famlly || $54.88 $20.36 $6.56 $1.80

NOtoA}I:_L Beneﬁts/g DYes DNo DYes DNOJ DYes DNO DYes DNo DYes DNo

~1—This coverage is not available to residents of NH,;I-I, or PR. 25TD is not available to -bersons who work in CA, HI, NJ, NY, or RI. -

For Term Life / Accidental Death & Dismemberment, please write in your beneficiary information. Accidental Death &
Dismemberment is part of the Term Life Benefit.

_Name Relationship

D. REQUIRED DEPENDENT INFORMATION

Name Social Security # Date of Birth | Sex § Relationship

1 - _ 7/ IMI[E] [Jspouse[Jchid[]Domestic Partner
Name | Social Security # ' Date of Birth | Sex Relationship

- B il | .Y [MI[E] | [Ispouse [ child [IDomestic Partner
Name 5 Social Security # ' Date of Birth Sex ! Relationship

Pom L ‘ /1 @ A Spouse [Jchild []Domestic Partner
Name T T sodal Securty # | Date of B Tsme Relationship

e, e el ey Bt Bl | o ..__J. 2 MITE] | C]spouse [ child [ Domestic Partner
E. REQUIRED SIGNATURE YOU MUST SIGN AND DATE, EVEN IF YOU DECLINE COVERAGE

I S

I have read the benefit packet and understand its limitations. | understand that open enrollment is only available for
a Iirpited_ time and | understand that makipg no benefit sel_e;t_ic_:n isa dgcl_ipatjop of coverage.

oae 25/ ) 82017 | sionarure

This is an Essential StafCARE Enrollment Form.



