53072017 E-Verify: Print Case Detsils - Preview

EVerify

SENSITIVE BUT UNCLASSIFIED
Case Verification Number: 2017150144956DP
Report Prepared: 05/30/2017
Company information
Company ID: 47428 Company Name: Employer Solufions Staffing Group
Empiloyss information
Lest Name: xiong Firat Name: fia
Date of Birth: 02/07/1985 Soolal Segurity Number: ***** 1553
Hire Date: 05/30/2017 Cliizenship Status: A citizen of the United States
Document Information
List B Document: Driver's license ar ID card issued by a U.S, state or outlying posssssion List C Dosument: Sooial Security Card
Dogument Name: Driver's lisenass Document State: Minnesota
Driver's License or ID Card Number: ' Doaument Expiration Date: 02/07/2018
Casa Status Information
Current Cass Result: Employment Authorized Employer Cass ID:
Cass Submitted On: 06/30/2017 Case Submitted By: SGLASB32
SENSITIVE BUT UNCLASSIFIED

https://e-verify.uscis.goviweb/PrintCaseDetails.aspx?CaseVerNum=2017150144856DP "



7 aan S PO Box 46270
4 Minneapolis, MN 55344-9956
Nl Tel: 952.835.1288

i i

employer solutions staffing group..

www.esgstaffingsolutions.com

New Hire Application

Personal Data— PLEASE PRINT LEGIBLY IN INK

Last Name ')(onz@y( First Name _L-{ 2\ Middle Initial _____
Street Address 57% Sife |t S aal Apt/Ste

City/State/Zip . N \073 Social Security Last Four XXX-XX- |
Phone Number 76%~ 222~ 1562 Email Address @

Staffing Agency/Recruitment Partner

All offers of employment are conditional upon gatisfactory proof of identity and legal ability to work in the U.S.A.
Are you legally authorized to work in the United States of America? JXIYES [INO
Applicant Certification and Authorization

| 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, responsibllities, performance, compensation and eligibility for rehire.

| understand that a comprehensive background check may be conducted to determine my ellgibility 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 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.

| 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
conslderation for employment or, if discovered after | begin employment, will result in my termination.

If hired, 1 agree to abide by the policies and procedures of ESSG.

Lia YonG Lien Yion =/30)17

Name (Print or type) Applicant's Slgnayre Daté 4

A copy or facsimile (“fax") will 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 Contact Info | Background Release Form Background Results Unemployment Letter ESC Application
(If applicable)
For ESSG Client Use
DOH ROP Work Site Loc. WC Code

ESSG - CMG Rev. 04/2017



Form W4 (2017) o By o Supp e e Weaes et oo, lch 83 Jierest o chiand,

as Interest or dividends,

Baslo instructions. If you aren't exempt, complete consider making estimated tax payments using Form
Purpose. Complete Form W-4 so that your the Personal Allowanxo:s Woﬂmheet%télow. ‘?‘ha 1040-ES, Esu';‘gf‘i'g 1:;:?&,# d;""" og"n:l"”'“v
o s o e oome i o page e ety o s o) £y s pren o
m your pay. Consider completing a new Form withhoiding allowances based on item J :

We4 eac}¥° pgd when your ps?so or financial dsductlong. gertaln credits, adjustments to income, adjust your withholding on Farm W-4 or W-4P.
situation ¢l es. or two-eamers/multiple jobs situations. Twr'l’d earners or multiple jobs. if y]og hﬂave ath
Exemption from withholding. if you are exem) Compiste all worksheets that apply. Howaver, you working spouse or mora than one job, nigure the
complete only lines 1, 2, 8, 4, an! 7 and sign thpst' may olgm fawer (or zero) allowa:ggs. For ragularyo mm'a'{']"g‘s g’s"'f albwﬂ:p}‘c:;ay%ar%enﬂt?edg claim
form to validate R. Your exemption for 2017 explres wages, withholding must be based on allowances 3\',‘ by Y%u wltp\ﬂ ","é’l Usually wrlnll b“'y %’g "“me
February 15, 2018. Ses Pub. 508, Tax Withholding you clalimed and may not be a fiat amount or hen ail a"“ oicing s‘i'al A ':':2 For T2
Dl Tax, percentage of wages. fvc‘vr%':e hlghggtagawisrj?:g anrg za:')crI allowannc:s are
Note: If another person can ciaim you as a dependent Head of household. Generally, you can claim head clalmed on the others. See Pub. 505 for details.
on his or her tax retum, ¥ou can’t olalm exemption of househoid filing status on your tax return only if Nonresident alien. if nresident al
from withholding Hm ota) Income exceeds $1,050 you are unmarried and pay more than §0% of the Ngt? 1389 guamem?#alarl?a?rmﬂ ¥ lnstrucﬁen’ sf%a
and inaludes more than $350 of uneamed Income (for costs of keeping up a home for yourseif and your No ‘rfsidem' Al!eppl P \ating 1his fo ons jor
example, interest and dividends). degendanﬁ:ior er qualifying Individuals. See o ns, betore campleting m.

ns. An empl may be able to claim Pub, 501, Exemptions, Standard Deductlon, and Check your withholding. After your Form W-4 takes
exmnfmh withholding even if the employee Is Filing Information, for information, effect, use Puh. 505 to see how the amount you are
a dependent, if the employes: Tax credits. You can take p‘;’%]goted tag credits into P:r"gb?' ;’“gg:'guf'g i ;oetl:!l:‘l]l; %mfﬁgm‘?‘ag'?x
« Is age 85 or cider, scoourtn fguring your alowsblemumberof - exosed §130,000 {Single) or $180.000 (Marriec
* |s blind, or aa{a e;(hp:gses ama:lI tRﬂ child tax Wu rrlm‘aya{:g cilalmad sutufe dev:‘l:pments. lll:'gonnvavﬂ_gn ab?‘ut any future
 Will claim adjustments to income; tax credits; or gsee ub, Sggsfgll"lnfomtaﬂone:: co:varﬂ:g yo:rouv:l:naf leegvlselo gr‘uaenamad afrtlgr wﬂxméﬁﬁnﬁe posted
ftamized deductions, on his or her tax retum. credits Into withholding allowances. at www.irs.gov/wd.

Personal Allowances Worksheet (Keep for your records.)

A  Enter*1" for yourself if no one else can claim you as a dependent .
 You're single and have only one job; or

B  Enter“1”if [ = You’re married, have only 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 $1,500 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 avoid having too little tax withheid.) .

mmo

Enter number of dependents (other than your spouse or yourself) you will claim on your tax retumn . 0
Enter “1* if you will file as head of household on your tax return (see conditions under Head of household abo
Enter “1* if you have at least $2,000 of child or dependent care expenses for which you plan to claim a credit

(Note: Do not Include child support payments. Sse Pub. 503, Chlld and Dependent Care Expenses, for detalls.)

G  Child Tax Credit (including additional chlld tax credit). See Pub. 972, Child 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 chiidren.
» If your total Income wili be between $70,000 and $84,000 ($100,000 and $119,000 if married), enter “1” for each eliglble child. G 2
H  Add lines 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

For accuracy, and Adjustments Workshest on page 2.

A

ke R

complete all * I you are single and have more than one job or are married and you and your spouse both work and the combined
worksheets earnings from all jobs exceed $50,000 ($20,000 if married), see the Two-Eamers/Multiple Jobs Worksheet on page 2

that apply. to avoid having too little tax withheld.

« if nelther of the above situations applles, 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.

4 w_4 Employee’s Withholding Allowance Certificate
™m

P Whether you are entitied to clalm a certain number of allowances or exemption from withholding is
F&Tﬁﬁ;’ﬂgﬂﬁ”’ subject to review by the IRS. Your employer may be required to send a copy of this form to the IRS.

OMB No. 1545-0074

2017

1 Your first name and middle initial Last name

2 Your soclal security number

UbB-4S-I55"3

Lia YironG,
v

Home address (number and strest or rural route)

B¢ sife ST

3 [ singe PR Mamied [] Maried, but withhold at higher Single rate.
Note: If marred, but legally separated, or spouse is a nonresident allen, check the “Single” box.

City or town, state, and ZIP code

SA.Pomt] M Sg107%

4 If your iast name differs from that shown on your soclal security card,
check here. You must call 1-800-772-1213 for a replacement card. P D

5 Total number of allowances you are claiming (from line H above or from the applicable workshest on page 2)

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

7 | claim exemption from withholding for 2017, and | certify that | meet both of th

*» | ast year | had a right to a refund of all federal income tax withh

eld because | had no tax fiability, 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”’heres. . . . .

&L

50

e following conditions for exemption.

i AL

|

Al b it

. >7]

Under penalties of perjury, | declare that | have examined this certificate and, to the best of my knowledge an

Employee’s signature )
(This form Is not valld unless yousign it) » [ & X,‘a‘n,e

d bellef, it is true, correct, and compiete.

pate» 5 /20 [/ 7

8 Employer’s name and address (Employer: Complete lines 8 anﬂ only if sending to the IRS.) 9 Office code (optional) | 10 Employé Identification number (EIN)

Far Privacy Act and Paperwork Reduction Act Notice, see page 2.

Cat. No. 10220Q

Form W-4 (2017



Employment Eligibility Verification USCIS

Department of Homeland Security OME ;:nlls?;io -
U.S. Citizenship and Immigration Services Expires 08/31/2019

\“
P>START HERE: Read Instructions carefully before completing this form. The Instructions must be avallahle, either in paper or electronicaily,
during completion of this form. Employers ars liable for errors in the completion of this form.

ANTI-DISCRIMINATION NOTICE: It is iliegal to discriminate against work-authorized individuals. Employers CANNOT specify which
document(s) an employee may present to establish empioyment 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.

Sectlen 1. Employee Informallon and Afiestation (Empiopees mie] aamplefe and sign Sectian 1 of Form 1-9 no later
than the firet day of employment, but hat beford aacepting & job affer ) _ '
Last Name (Family Name) First Name (Given Name) Middle Initial Other Last Names Used (i any)

Ko O\ Lia
Address (Sfrest Number and Name) Apt. Number | City or Town State  |ZIP Code
574 ¢ibelt <t Saint Pou| My | ST
Date of Birth (mm/dd/yyy) U.S. Social Security Number Employee's E-majl Address Employee's Telephone Number
) 7485 ul6]8]-[u]5] -[1]sfs]z xB- 232 ~ 1388

I 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 following boxes):
1. A citizen of the United States

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

[:] 3. A lawful permanent resident  (Allen Registration Number/USCIS Number):

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

Aliens authorized to work must provide only one of the following document numbers to complete Form 1-9: mﬁg?,;fg-,ﬁ:;;":g,}m
An Alien Registration Number/USCIS Number OR Fonm I-94 Admission Number OR Forelgn Passport Number.

1. Alien Registration Number/USCIS Number:
OR

2. Form |-94 Admission Number:
OR

3. Foreign Passport Number:

Country of Issuance:

Signature of Empioyee 5 Today's Date (mm/dd/yyyy)
Lia Yionce 0s/30)12

%parer andlor Translator Eﬂﬁ:aﬁan {ohéck oneji’ >
;

id not uie a pregaref o translator. [ A preparers) andor tranatator(s) assiuted the emplpyes in solmplefing Beatien 1.
§ balow must be aempleted and signed wherl prepardra and/or fransiatars assist an employee in varipleting Beption 1)

| attigst, under penalty of perjury, that | have assisted in the completion of Section 1 of this form and that to the best of my
knowiedge the information is true and correct. :

Signature of Preparer or Translator

Today's Date (mm/ddAryyy)

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

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

@ Employer Completes Next Page @

Form 1-9 11/14/2016 N



Employment Eligibility Verification . uscIs

Department of Homeland Security PR L
[+ X
| U.S. Citizenship and Immigration Services | Epires 08/31/201

ldantlly and Emplvymem Authorization ') Idantity N Employment Authorization
| AN O "
e [=op, o0 o EaK
DocumentNumber : A SSt% D Numb es
Expiration Date (i any) (mm/dd/yyyy) F Explragmbata{lfwlsm & 0‘ z Expiration Date (if any){mm/dd/yyyy)
Document Title
Fiosting Authorty | [Additonal nformation . RO S AT
Document Number
Expiration Date (i any)(mm/dd/yyyy)
DMm Title
Issuing Authority
Document Number
Expiration Date (if any)(mmAkdyyyy)

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

LN

‘ employee’s first % of employment (mm/dd/yyyy): a) g - 5‘) l ;300 Instructions for exemptions)

Sighature of Emp Alithbrized Representative Today's Date(mm/iidyyyy, Title of Emyployer or Auth rlndRepmsemaﬂve
. ' : —-@_-_-Z,ot e CrO\
Drized Repmmhﬂvj v‘pbyerorﬁ\mm Representative Employars Business or Organlzatlon Name
EMPLOYER SOLUTIONS STAFFING GROUP LLC
Employer's Businoss or Organization Addrées (Street Number and Name) | Clty or T |Statn ZIP Code
7480 FLYING CLOUD DRIVE SUITE 200 MINNEAFPOLIS ,::g«
Last Name (Family Name) First Name {Given Name) Middie Initial | Date (mmveidyyyy)

| attest, under penaity of parjury, that to the best of my knowledgs, this employee Is authorized to work in the United States, and if
the employee presented document(s), the document(s) | have examined appear to ba genuine and to relate to the individual.

Signature of Employer or Authorized Representative | Today's Date (mm/dd/yyy) Name of Employer or Authorized Representative

Form 9 11/14/2016 N
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: VALID SINGLE UFIT AND.CO NS hrmm W
AL o\uurﬂnmm 100) |

This card belongs to the Social Security Administration and you must
return it if we ask for it.

If you find a card that isn’t yours, please return it to:
Social Security Administratioh
P.O. Box 33008, Baltimore, MD 21290-3008

'_‘___‘For any other Social Security business/information, contact your local
~ Socia! Becurity office. If you write to the above address for any business
. ..other than retumling & found card you will not receive a response.

Form S§A-3000 (10-2007)

Soclal Sé”ctl.rlt; Adm.l.nlstratllon F4731 905 B8

S i S - -



EMERGENCY CONTACT INFORMATION

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

Employee Name: __ L-1& .XI'O

Address: 578 9IC€H‘ St M LNV C‘S ,03
Home Phone: 2673~ 22,2 ~ €%k

- EMERGENCY CONTACTS
Pleads Jist two people (In priority order) wha could be ggritacted In case of gn ettigrgénoy

Contact #1 Home Phone:
Name: Ryc h)l \ee Cell Phone: £S5)~ 354~ ga50
Relationship: ) ygbq ,10’ Work Phone: £(2-349~ G47077
Contact #2 | Home Phone:
Name: Cell Phone:
Relationship: 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.



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

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

1f you do not provide a written election, wages will be paid by paper Check.
SEER N BASIE ENEORNANETON

Employee Name SSN# (last 4 digits)
553
g} (8) et \

I(II FEEERIO N
Direct Deposlt (Please complete Sections 3 and 5 below)
__| ‘Payroll Debit Card (Please complete Sections4 and 5 below)
Sheblan s PIRECGE DEROSE]

O Update Bank Account

b.)eH 5 Farq 0
Routingt 5523000372
Accountt @LL 217 100 |3
Account Type: [A Checking [] Savings []Other

To help us avoid making an emor, please attach a copy of a voided check. (a deposit slip will not work)
If you change banks, do not close your old bank account until your direct deposit has started at the new bank, which may take 2 pay periods.

Note: Direct Deposit accounts may take up fo 7 days to be activated
! Paper Check (Please complete Section 5 below)

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

il _LoX vue_5/20/ 17

SEERHON 4 RPANROEL DEBEE CARD (GEOB N CASTECARD)

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 you. If
you do not submit a Direct Deposit/Payroll Debit Card Authorization, ESSG will provide the necessary information and issue you a Payroll Debit
Card to pay your wages. For your protection, the financial institution may ask you to provide them additional identification information so they can
verify your identity.

Bxcept 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 (o BOX NOT ACCEPTABLE) Social Security#
City State Zip Cell Phone (mobile)
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

Ihave 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. [
authorize the financial institution to debit my Payroll Debit Card account for the fees described in the fee schedule that is part of the program terms,
conditions, and disclosures.

Lia Xione,

SEGEON S NUFFHOREZNELEN

I 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.

Employee’s Signature:

Date: 5 /.30// 7

*E-mail: _ @
this information will only be used to send your paystubs electronically

Employee's Signature: L}C«\ “monaj\r pate: 5 /30/1 7

(78




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: Lio\ — X]On A
First Middle (O0 last
none)
Other names used:

Current county of residence:

Current and former addresses:

k//D current 56 eifelt St St.paul ,miv. 510D

from Mo/Yr to Mo/Yr Street City, State & Zip
B/a005 € /2010 1872 Arlinedon e B St paul mov 55119

from Mo/Yr to Mo/Yr Street J 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.

a/7/gc heg - (45— 1553

Date of birth Social security number
PoC12353u31Y Lia Niond)_

Driver’s license number & state Name as it appgrs on license

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: [J.

L honq, g/20/17

Signature /) Ddte




employer solutions staffing group..

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. [f 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, efc), 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—

Name/Nombre (con letra de molde):

Signature/Firma: | )& XiOn?,



. 3850 Pre-Screening Notice and Certification Request for

(Rav. March 2016) the Work Opportunity Credit OMB No. 1546-1500
|mem' al nm%}g%lﬁ%’}"’ » 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 | ya Xio VW\ Social security number > Y48 -L5 - 1S53

Street address where you live m&eﬂ. <4

Clty or town, state, and ZIP code M‘_@g\\/ O ib™

County _QGMS e\lj Telephone number —2:2 -~ 232 - |¥Y%

if you are under age 40, enter your date of birth {month, day, year) P Zz Z&E

1 [0 Check here if you received a conditional certification from the state workforce agency (SWA) or a participating iocal 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 Famiiies (TANF) for any 9
months during the past 18 months.
* | am a veteran and a member of a family that recelved Suppiemental Nutrition Assistance Program (SNAP) benefits (food
stamps) for at ieast a 3-month period during the past 15 months,
= | was referred here by a rehabiliitation 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 oider 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 recelve them.
During the past year, | was convicted of a felony or reieased from prison for a feiony.
1 recelved supplemental security income (SSI) benefits for any month ending during the past 60 days.
| am a veteran and | was unempioyed for a period or periods totaling at least 4 weeks but iess 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 disability and you were discharged or
reieased 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 disabiiity 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 ieast the past 18 months; or
* Recsived TANF payments for any 18 months beginning after August 5, 1997, and the earliest 18-month period beginning
after August 5, 1997, ended during the past 2 years; or
* Stopped being eligibie for TANF payments during the past 2 years because federal or state law limited the maximum time
those payments could be made.

7 [ Check here if you are in a period of unempioyment that Is at least 27 consecutive weeks and for all or part of that period
you received unempioyment compensation.

Signature—All Applicants Must Sign

Under penaities 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,
correct, and complete.

Job applicant's signature > | oy \(MWQ, Date 55/30//7

For Privacy Act and Paperwork Reduction Act Noticg/4ee page 2. Cat. No. 228511 Form 8850 (Rev. 3-2016)
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Form A (rev. 03/2017) TAX CREDIT QUESTIONNAIRE TAX
Specialists in Yax Cradit Adiministiation
EMPLOYER SECTION: : :
Client: Company:
Location: Position: Starting Wage: $
EMPLOYEE SECTION:
First Name: Last Name: Suffix: Street Address: City/State: Zip:
Lia ‘)(im?, 57 ¢i¢elt ST St ad miv 55103
SSt#: Date of Birth: Age: Have you worked for | If yes, location:
- i i this company before?
H6%~45 ~ 55 2/7/%s B Yes[| No[A
Please complete all questions, and sign and date the form. Yes No
1. Have you or has anyone living with you received Temporary Assistance to Needy Families (TANF) O |l
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:
2, Have you or has anyone living with you received Food Stamps (SNAP) at any time during the past 15 months? O O
(If yes, please provide information below.)
Name of the person receiving benefits: Relationship to you:
City: County: State:
3. Have you received Supplemental Security Income (SSI) at any time within the past 3 months? O =]

Please note, this is not the same as Social Security benefits (SS) or Social Security 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? d [
If yes, please indicate which type of agency you worked with and provide their location information below;

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

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

5. Are you a Veteran of the U.S. Military? *If yes, please pravide 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
O

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

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

O o oo
ET R IS S

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

PLEASE READ, SIGN, AND DATE:
Under penalties of perjury, I declare the information above 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 employer, employer representative (Associated
Consultants, Inc. dba Retrotax), or the Department of Labor.

New Employee Signature: Lia XI‘OMB, Date: 5: ), 30/ /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: Lia $‘10Vl%/ Date_ 5 /30 l[:z

New Hire Name: ___Lia Xt OVI?,-

Social Security Number: 46 8- Ys - 155>
Employer Name: SuPer Mon

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.

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

(Enter start date)

Privacy Act Notice:

The Intemal Revenue Code of 1986, Secfion 51, as amended and its enacfing legislation, P.L. 104-188, specify thet the State Workforce Agencles are the
*designated" agencies responsible for administering the WOTC ceriification procedures of this program. The Informafion you have provided completing this
form will be disclosed by your employer to the State Workforce Agency. Provislon of this information s voluntary; however the Information is required to
determine your employer's eligibility for the federal tax credit,

@ F oo 3 6 mm ¢ b ¢ e S S § v S § M O ¢ M b (e 4 S o o M ¢ ) S 1 b e e e 4§ A A ¢4 P S S s M ) o e o 3 — 7 0 4§ e My s ey m—r 4 — s — 4

Pubiic Burden Statement:

Persons are not required to respond to this collection of information unless it displays a currently valid OM B control number. Respondents' obligation to
complete this form is required to obtain or retain benefits (P.L. 111-5). Public reporting burden is estimated to average 10 minutes per response, Including the
time for reviewing instructions, searching existing data sources, gathering and maintaining the data needed, and complefing and reviewing the collection of
Information. Send comments regarding this burden estimate fo the U.S. Department of Labor, Division of National 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 staffing group..

Leveraging Resources in a Changing Market

L ]

Notification of Minnesota Law Regquirement —
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. L.X __ (Initial)

Lia Niong, 6/32)17
Employee Sig#ature: Date:
Lia Yiong

Employee (ple@sg print your name here)

CMG_SM - Rev. 08.2013



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 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. | 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.

Ly

Individual's Name

5/20//7
Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



Leveraging Resources a 2 Changing Marke:

employer solutions staffing group. w; 7" ESNG m

R A abir gy i by N et e dee D 820 Begeﬁt le Mminiﬂrﬁm; 'ﬂc‘
Enhanced MEC Plan_Plan 1
Benefits Enroliment Form O NewEmployee. [ Rehire Rehire Date

Employce information

Name (First and Last) Soclal Security Number

La Nowa HE® — s~ 1553
Address c}¥ State Zlp Code
57% @%er St ST Paut| M S5i03
Gender LI Male | Marital Status [1 Single | Date of Birth Date of Hire

[{ Female P Married [] Divorced 2 - Lg‘f;‘
Phone Number: Emall Address:
62~ 222 - 15Ky
Please Select Desired Coverage:
Employee Only - Employee+Spouse - Employee+Child(ren) - Family -
$24.00/Week $38.00/Week $36.00/Week $63.00/Week

sédél Security # Birth Date | S€ Relati;)nship

NS W Tast s D e 5o PR pe
Social Security # | Birth Date | Sex Relationship

[First Name ML Last Name g lh!::a]e Dsplojmnosesﬁcaidarmer
Socel Securty # Birth Date | Sex sl ﬁ;alaﬁéml;ip a

| First Name M1 LastName E :l::g,, o SPO]:ulse Dolx:nlesﬁcChli’l:rmer

Other coverage information including Medicare/Medicaid

NAME OF PERSON COVERED {FIRST, LAST):

EFF. DATE
Employee Acknowledgement and Authorization - | hereby apply for the group benefit(s) as indlcated. | acknowledge that all entries are true and complete and that

any misstataments or failure to report Information may be used as the basls for cancellation of coverage for me and my dependent(s), if any, from the original
effectiva date. Further, | authorize my employer to make the necessary payroll deduction of premlums for coverages | have eiected.

IF ENROLLING - YOU MUST SIGN HERE

Employee Signature Date

EMPLOYEES DECLINING | am DECLINING coverage
1 understand that | and/or my depefde any, walve any coverage and desire to participate In the plan at a later date. /'we may be conslidered a late enrollee and
must meet the requirements defined In the Certificate of Coverage for the company’s medical or dental pians. if | decline enroliment for myself or my dependents

{Inciuding my spouss) beoause of other coverage, | may, In future be able fo enroll myself or my depend in this plan, provided I request 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 suit
of adoption, | may be able to enroll myself or my dependent, provided | request enroliment within 31 days of the event.

IF DECLINING- YOU MUST SIGN HERE
Employes Signsture  (__ 'y X;ongﬂ_ Date 5/ /47

0 Employer Solutions Staffing Group Healith Benefits Team !
7301 Ohms Lane Suite 405
Edina, MN 55439
Phone: 952-767-9519 Fax: 952-767-9515
Email: Heaith@employersoiutionsgroup.com




Fixed Indemnity Medical Benefits_Plan 2

. VSl 219301-ESG1  |OFFICEUSEONLY LOCATION RehireDate ____/__/__ _ _
ENROLLMENT FORM ESC CU(UNAC-MN) P1v18.2
T e N e RO IISLOMM PRINT USING BLACK or BLUE INK (Must Be Filled Out)

Name .  Social Security # Home Phone CEN
5 Lia Non%  H6E-45- |S53 A3 222~ 1858 i3y
Address 573 2\ 6{‘ s-)— Apt. #

City ¢ , State Zip Date of Birth

Medicare Health Insurance Claim Number (HICN) Medicare Effective Date

“Name of Cfovered Person {s): i
{ 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

—
t
N

Insurance Company. The Vision plan is underwritten by Companion Life Insurance Company.

SELECT COVERAGE LEVEL "0 NOEVNITY | penral VISION TERMUFe | SHORFTERM
employeeOnly [ ]| s2025 |  sen7 )|  s242 )|  sveo 3|  saz0 (Y
Employee +1 [ ] $41.10 $1234 |  $492 $0.90

Emplayee + Family [ ] $54.88 $20.36 $6.56 $1.80
__ NotwAL Benefts K3 [ Ives [ INo | [ IYes [ Ino | [ Ives [ INo | [ves [no | [ves [Ino -

This co;/erage is not availab to ‘;esi'd.eﬁt;. of NH: HI, orPR 2STD is not a\;ailable to persons who work in C;A, HI, NJ, NY, 6r kl. :

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

Name Relationship

{
| i
_i
i
|

D. REQUIRED DEPENDENT INFORMATION

Name Social Security # Date of Birth ' Sex Rehlha:c'i*o—n“;l;iv;;mm i &
4t |[MIEE] CspouselJchid[Domestic Partner
Name Social Security # Date of Birth | Sex Relationship

ot [IMITE] | CJspouse[Ichild[]Domestic Partner
Name e | Social Security # Date of Birth I Sex ; Relationship
ot IMITE] [spouse [ child [ Domestic Partner
Name Social Security # | Date of Birth 5 Sex ' Relationship

/7 | IMI[F] 'CIspouse]child[]Domestic Partner

IEGETEEETSYA NN YOU MUST SIGN AND DATE, EVEN IF YOU DECLINE COVERAGE

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

DATE 05/30/2.0)7  |D-SIGNATURE i \(‘Lanéz_

This is an Essential StaffCARE Enrollment Form.



