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SENSITIVE BUT UNCLASSIFIED

Case Verification Number: 201 7237133806NH
Report Prepared: 08/25/2017 ?

Company Information
Company ID: 47429 Company Name: Emplayer Solutions Staffing Group

Emgloxea Information

Last Name: vang First Name: bista
Date of Birth: 10/27/1990 Social Security Number: ** # 6385
Hire Date: 08/26/2017 Citizenship Status: A citizen of the United States

Document Information

List B Document: Driver’s license or ID card Issued by a U.S. state or List C Document: Soclai Security Card
outlying possession

Document Name: Driver's license Document State; Minnesata

Driver’s License or ID Card Number; Document Expiration Date: 10/27/2018

Case Status Information

Current Case Result: Employment Authorized Employer Case ID:

Case Submitted On: 08/25/2017 Case Submitted By: SGLAG832
SENSITIVE BUT UNCLASSIFIED

https:lle-varlfy.uscls.govMeb/PﬂntCaseDatalls.aspx?CaseVerNum=20172371 33806NH



e PO Box 46270

| e Minneapolis, MN 55344-9956
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Dl Tel: 952.835.1288

i

www.esgstaffingsolutions.com
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employer solutions staffing group..

New Hire Application

V.4

——

/

S Osha \/M

Personal Data~ PLEASE PRINT LEGIBLY IN INK

\, y_.
Last Name / dt, First Name g; &L Middle Initial_J/4.
/.
Street Address enlts A Apt/Ste
City/Staterzip__Sk o .ML 3 MN; 55 1d, Social Security Last Four XxX-xx- (0345
Phone Number _&5\{ "Ll‘f"( 'QUW; Emall Address é?bk.\/m;,# @W’/. Ceyn,

Staffing Agency/Recruitment Partner

All offers of employment are conditional upon satisfactory proof of Identity and legal ahil to work In the L.S.A,
Are you Iegally authorized to work in the United States of America? E'{S CNo
Applicant Certification and Authorization
I authorize Empioyer Soiutions 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 appiication,
regarding my previous duties, responsibliities, performance, compensation and eligibllity for rehire,

I reiease ESSG and other persons or entities from any claims that might be based on ESSG's decision to conduct a background check.
| certify that ali statements made in my appiication are true and accurate and that I have not omitted any material information or provided
false or misieading information, | understand that any material omission or misrepresentation wili result in my disquaiification from
consideration for empioyment or, If discovered after | begin empioyment, will result in my termination.

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

ol Wi/
J

Name (Print or type) E J Appl s Signatuﬁ’

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

For ESSG Office Use Only
DOH —_— | Nhw I-9 8850 w4
Emergency Contact Info Background Release Form Background Resuits Unemployment Letter ESC Application
(if applicable)
For ESSG Client Use
DOH ROP Work Slte Loc. WC Code

ESSG - CMG_SM Rev. 04/2017



Form W4 (2017) Grearan 8,00 005, > UPPIeTTEIWages — Norwage ncome. I o8 ierae & Sl

Basig instructions. If you aren't exempt, complete gonsider making estimated tax ents using Form
Purposs, Gomplets Form W-4 go that your the Personal Allawangs Workaheet%t'elow. The 1°3°'Es'ﬂ’;'dﬁ°};g‘g¥ mfh":l‘f‘e og;m
employer can withhold the correct federal Income Worksheets on page 2 further adjust your gnulty NCOM®, 56 PLb, £05 {‘I’, find out f you should
tax from your pay, Consider completing a new Form withholding allowances based on ftemized ust withhol Form W-4 or W-4P.
W-4 each year and when your personal or financial deductions, cartain credits, adjustments to Income, adjust your ding on Form W-4 or 0
situation ges, or two-eamers/multiple jobs ons, N’?dneamers or multiple jobs. if )]mg l}lavc ath
Exe n from withhol If you are exempt, Complste all workshests that . However, you yorkng 8pouss or more than one job, figure the
complete only lines 1, 2, Ig.lg.s'an!g and sign ﬂ?e may clalpm fewer (or zero) allm:gg;.y For regularyo m';“""bs m aﬂ%?ésygg ar::'l;ﬂieg grﬂm’“
formto it. Your exemption for 2017 expires wages, withholding must be based on allowances i %ur wlthﬁovlgn usyally w’l'ill be moat aoourte
Feb%ﬁ. 2018, Ses Pub. §05, Tax Withholding you claimed and may not be a fiat arnount or when all allowances agre olaimed onthe Form W-4
and ated Tex. percantage of wages. for the highest g job and zero allowancss are
l‘l«:}:{:s I aggrth‘g‘ person can clalm you as a dependent Head of household, Generally, you can claim head 506 fordetalls.————
on or rgh_‘mm a8l § Claim exemplion D NoUsenoic NG stetus o vor 155
= ur total Income exceeds $1,050 U are unmanied and pay more than 50% of Nonresident allen. If you are a nonresidert alien, sse
and Inaludies more g?an $350 of uneamed income (for gsta of keessxlng upa hgﬁnya for yourself and &ur m,ﬂfg' As""e’;g'e:)’;?“?' kng'“,ev{’i: mwm for
example, Interest and dividends), d endm qualifying Individuals. , belore completing m.
ns. An emp rmay be able to claim Pub. 501, ptions, Standard Deduction, and Cheok your withholding, After your Form W-4 takes
ion from withhol Ing even if the employee is Filing Information, for Information, effect, use Pub. 505 to ses how the amount you are
a dependent, if the employee: Tax cmgm: can m pm]e't;ticll] L credis into Mﬁngu?? es;o o lé; m{:aumgu
® Is age 65 or older, withholding alloweinces. Cracis o che o dependent  @xoeed $180,000 (Single) or $180,00D (Marrit
= Is biind, or care expenses and the child tax credit may be claimed Future developments. Information abovt any future
* Wil olaim acustments to Income; tax orecifs; or So0 i 508 or i aaranoss Workehaet below: IeQlation ooy ohg o Wed fauchee
ftamized deductions, on his or her tax retum, t:ra::lltsea ulr;tn withhroldl lT“alu-.uwar”:m °"=?J' S D aetg www%ﬁr/m. e i
Personal Allowances Worksheet (Keep for your records.)
A Enter“1”foryourselflfnoonaelsecanclaimyouasadependent. 9 6 0 0 0 0 00 0 0 0 o0 6 a n A ‘
* You're single and have only one Job; or :
B  Enter“1"if e You're married, have only one Job, and your spouse doesn't work; or . B (
* Your wages from a second Job or your spouse’s wages (or the total of both) are $1,500 or less,
€ Enter “1” for your spouse. But, you may choose to enter *-0-" if you are married and have either a working spouse or more
than one job. (Entering #-0-* may help you avold having too little tax withheld.) . o
D Enter number of dependents {other than your spouse or yourself) you will claim on your tax retumn . . . |, o o D l
E  Enter “17 if you will file as head of household on your tax return (ses conditions under Head of household above) E
F  Enter *1” if you have at least $2,000 of child or dependent care expenses for which you plan to claim a credit F

(Note: Do not inciude child Support payments. See Pub. 503, Chiid and Dependent Care Expenses, for details.)
G  Child Tax Credit (including additional child tax credit). See Pub. 972, Child Tax Credit, for more information.

@ [f your total income wili be less than $70,000 ($100,000 i married), enter *2” for each eligible child; then less *1” I you

have two to four eligible children or less 2" if you have five or more eligibie chiidren,

® [f your total income will be between $70,000 and $84,000 ($100,000 and $119,000 if married), enter 1 for each gligiblechild. G
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

® |f you plan to itemize or clalm adjustments to Income and want to reducs your withholding, see the Dedustions
Foraccuracy, | and Adjustments Worksheet on page 2.
complete all ® [f you are single and have mare than one Job or are married and you and your spouse both work and the combined

worksheets eamings 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,

s |f 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 glve Form W-4 to your employer. Keep the top part for your records.

o w_4 Employee’s Withholding Allowance Certificate OMB No. 1645-0074
BT | kot s e ey sompton emwttogs | 9(0) 7
1 Your first name and middle initia] Last name '\[ 2 Your soclal security number
i3t ansy -5 13 -21-6345
Home address (number and street or rural routs) 8 W single [ Married L] Maned, bt withhold at higher Single rate,
W i em!u; A‘WL Note: If maried, but legally separated, or spouse Is a nonresident alien, cheok the “Single® box.
City or town, state, and ZIP code 4 if your iast name differs from that shown on your soolai security card,
o twl , M AJ ; Wl ﬂ‘_p check here. You must call 1-800-772-1213 for a replacement card. b [ ]
5  Total number of allowances you are claiming (from line H above or from the appilcable worksheet on page 2) 5 S
6  Additional amount, if any, you want withheld from each paycheck . . . 6 (%

7 |l claim exemption from withholding for 2017, and | certify that | meet both of the following conditions for exemption.
® L ast year | had a right to a refund of all federal income tax withheld because | had no tax liability, and
* This year | expect a refund of all federal income tax withheld because | expect to have no tax liability.
If you meet both conditions, write "Exempt® here . oo 0 U0 K06 o ge ot AT |
Under penalties of perjury,  declars that | have Is certificate and, to the best of my knowledge and belief, it Is true, co and complete.

Employee’s signature

(This form is not valid uniess you signit) » Date » % Wl ;

8  Employer's name and adcress (Employer: Complete linbd 8 anq{}b only i sending to the IRS.) | 9 Office cods (optional) | 10 Employer identificatfon 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 01\/111: ;’I:nl‘ 5?2.90 o
U.S. Citizenship and Immigration Services Expires 08/31/2019
P>START HERE: Read instructions carefully before completing this form. The Instructions must be avatlabl

e, either In paper or slsctronically,
during completion of this form. Employers are ifable for errors in the compl

ANTI-DISCRIMINATION NOTICE: Itis lliegai to discriminate against work-authorized individuais. Empioyers CANNOT specify which
document(s) an empioyee may present to establish empioyment authorization and identity. The refusal to hire or continue to empioy
an individuai because the documentation presented has a future expiration ¢ Stitute lllegal discrimination:

etion of this form.

eotion 1. Empldyee Informatlon an on (Employees mi 0 fo latar
than the first day of emplayment, buf not beforg acespting a fob offer) . .
Last Name (Family Name) First Name (Given Nams) Middle Ipitial Other Last Names Used (ifany)
\'waq sha IIA
Address (Streef Number and Name) Apt. Number | City or T State ZIP Code
¢St Jenks Ave _ X MW | ssta
Date of Bjrth (m ) |U.8. Social Security Number Employee's E-mail Address Employee's Telephone Number
ZO/ 9% |AO3-Rh- R\ ey [-com |((51)- 411-901 2

f am aware that faderal law provides for imprisonment and/or fines fo

r false statements or use of false documents In
connection with the complstion of this form.
| aﬂng under penalty of perjury, that | am (check one of the following boxes):
FAT1. A ciizen of the United States

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

D 3. A lawful permanent resident (Alien Reglstration Number/USCIS Number);

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

Aliens authorized to wark must
An Allen Registration Numb

provide only one of the following document numbers to complete Form I-9: Do ﬁﬁm]:#:g;m
81/USCIS Number OR Form -94 Admission Number OR Foreign Passport Number,

1. Alien Registration Number/USCIS Number:
OR

2. Form [-84 Admisslon Number:
OR

3, Forelgn Passport Number:

Country of [ssuance;

Signature of Employee

Today's Date (mm/ddiyyyy) 0% /2 & /2 oF
aatlon [eheok Gre); ' S

reparer andlor Tranélator Gortivi
tid nat use & prépaler or Yanglator. D A theparer(s) andior tanalator(s) assiste the gmpiayeh in dampleting Bactlon 1.
fefds helow rust be eampleted and sigret! when preparers andlor transjatars dssist an employse in completing Begtian 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;loyer Completes Next Page @

Form I-9 11/14/2016 N



Employment Eligibility Verification USCIS

Department of Homeland Security L S
_US. Ciizmabip and ngtation Servioss e

ListA , D
Ideatity and Employment Authorization 3
Document Title ¥ Document Title
r D
Issulng Authority , issuing.
. & ¢ oC MNA g%
Document Number il mnemw : '
lnf
| Expiration Date (i any) (mm/ciyyy) ¢ %lraﬁon Date {ﬁany){m%&%ly'y? =
. d \0-27-20 (%
Document Title r[f
Teauing Authory ' [AdaRtonal Information
Document Number E'
 Expiration Dat;‘(n'ann(mnwd/yyyy) E
E_
Tasting Authority i
| Expiration Date (7 any)(mm/ddiyyy)

Cortification: | attest, tmd-rpomuyoqumy,lhatﬂ)lhavommlmdﬂndummql) présenied by the above-named empioyee,
: b lshddocumcnt(l)appnrhb-sonulmandhullhhtluamployummod.and(3)hﬂ|lhllohnyImnrhdynhl
emplcysoy auﬂlorkodbﬂnrklnﬂn_llrlhdm

: \ [Today’ Date (mmiddymy _|Title of Employer or Authorized Representative
NG~ S - O [ Recruiter
First Name of of Authorized Representative | Employers Business or Organization Name

Glasb Shelby Employer Solution Staffing Gro
Empioyer's Business or Organization Address (Street Number,adi Name) | City or Town State |2 Code
Eden Prairie MN 55344

7480 Flying Cloud Drive Suite 200

“

y

(B bt

K opolsablolc R A VNN (Cghpisdblad - =
Name) iven Namoe) Date {(mmiidyyyy)

e aroll 6f Smie e dlihetiniak Ror
: _:Ir' kide Pl :
elidder gt 14114 4

RS Prervipiog Melgr:

Iaﬂat,undorpomlgyofpodury,thatbhhutofmyMmmmblmployuhauthaﬂudbmmﬂnumsm. and if
the employee presented documentys), the document(s) | have examined appear to be genuine and to relate to the Individual.

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

Form -9 071717 N _ ) Page 2 of 3






Ihis card. t?elbngs to the Social Security Administration and you must return
tif we ask for it.
f you find a card that isn’t yours, please return it to:

: Social Security Administration

P.Q. Box 33008, Baltimore, MD 21290-3008 .

mproper use of this card or number Y anyone is punishable by fine,
wmprisonment or both. e
a g

ct Your g
" Sign your card right away and keep it in a safe place.
.- DO NOT carry it with you. -
“or any other Social Security business/informiation, contact your loval Social
tecurity office. If you write to the above address for any business other than
etumning a fgmnd card, it will take longer for us to answer your letter.

3

social Security Administration .~ . :
oim SSA-3000 (3-2004)° . E99730613
g a - ST A Tals ST S s




EMERGENCY CONTACT INFORMATION

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

=
Employee Name: ‘E? g?“\ / dant,

[ adwess_EI_ Denles ﬂ-w.j S} &,l MW Sl
L Home Phones [ (om} HyH-9e1?,

" EMERUENCY CONTACTS : TR
Please Hst two pauﬁla ;in prlnruy ordgr) wha could be eantaoted in case of an emergenoy

d-&( Contact #1 Home Phone:
- Name: \L‘j\’w Cell Phone: C@W):?ﬁg-o §77 "'/

Relationship: C&AL V’C(ﬁl'ﬁhk. Work Phone: |

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.



| you do not submit a Direct Deposit/Payroll Debit Card Authorization, ESSG will provide the necessary information and issue you a Payroll Debit

employer solutions staffing group.
Leveraging Resources in a Changing Market
Wage Payment Method Aunthorization (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,

SECTION | BASEE INEORNLAEION
il ST = (o
» ‘ g ¢ [ — 8/ L2 /17

SEG R NS N ST [ 11 G i 0
V1 Direct Deposit (Pleass complete Sections 3 and 5 below) Note: Disect Depasit 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)
SECHON 30 DIREGE BLEPOSEE

B[] Update Bank Account

;\ BmkNm:'TdF B@Qk,

Rouing? 9|61 0001

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

7 incurred if the account number that 1 provide is incorrect.
i Acou ) 957936333

wn_ B e $/15/17
Account Type: T Checking [ Savings [(1Other______ Lo

Tohnlpusavoidmakjnganmnr,pleaseau:achacopyofavoidedched:. (a deposit slip will not work)
Ifynuchnngebmks,donotcloseyouroldbankamuntunﬁlyumdirectdepusithassmrtedatﬂlenewbank,whichmaymkezpaypeﬁuds,

SECEIONTLRPANROLL DEBEE ¢ ARD (GEopAl CASTECANRD)Y

Fedarallawreqtﬁresallﬁnandnlinsﬁtuﬁonsmobtain,vm'iﬁ',andrecmdinﬁ!rmaﬁonthatidenﬁﬁeseachpemonwhoopensmaccomtlnorderm
mquestaPaymllDebitCm'dforyou,wemustpmvideal]ofthefollowinginfonnnﬁonﬂmtwiﬂenableﬁeﬁnmnialinsﬁtutinntoidenﬁfyyoulf

Card to pay your wages. For your protection, the financial insﬁtuﬁonmayaskyoutoprovidathamaddiﬁnna]idenﬁﬁeaﬁoninformaﬁonso they can
verify your identity.

Except for the routing and account number, ESSG does not have access to any information regarding your Payroll Debit Card account or
transactions, On your first payday, you will receive your new Payroll Debit Card, and a packet containing all of the terms and conditions, You will
then sign acknowledging that you received the Payroll Debit Card and packet. Your Payroll Debit Card will be reloaded on each payday you receive
wages,

CARDHOLDER INFORMATION (as you want your Payroll Debit Card to be issued)

First Name M1 Last Name Date of Birth
Street Address (P0 BOX NOT ACCEFTABLE) 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

T have received my Payrall Debit Card, welcame brochure, program fees, program terms, conditions, and disclosnres. 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. 1
anthorize the financial institution to debit my Payroll Debit Card acconnt for the fees described in the fee schedule that is part of the program terms,
conditions, and disclosures.

Employee’s Signature: Date:
SEEHON S AL ORIZN O,
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: )DFSJWL\! oy 7'

T~ 7 s

@ oyntoy (. (oo

will only be used tq/éend your paystubs electronically

oue_4/15/1F

Employee's Signature: ___{




~
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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 Em ployer 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 valld 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:

First Middle (@ ast J/
none)
Other names used:
Current county of residence:
Current and former addresses: :
__0“’7" ?/UF'}' current W‘ {j e.u‘l-s Av_t_, S*PWl ,_M Nr‘ m
from Mo/Yr to Mo/Yr Street City, State & Zip
Wice  0hort 905 Wewurd St P oy S,
from Mo/Yr - to Mo/Yr Street ‘ Cfty State & Zip
1/15 W/l NG Wl Ave gt 9y 845l Mo Fw0
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 usg it for apy other purposes.

[0/ /19 H1%-2 -39

Date of birth/ / Socig) security nymher
AL UL TS . MN @?%‘m amy
Driver’s license number & state Name as it appears on licerfe

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: 1.




~ employer solutions staffing group.

Leveraging Resources in a Changing Market

This agreement made this D _ day o 201_/, between

Employer,Solutio taffing Group LLC, hereinaftér referred to as “employer”,
and st 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 amoupt’of damages which may
result to the employer from a violation of any of tRe provisions\ hereof, the
employee agrees to pay to the employer the sum o™"$10.000 a liguidated
damages for every such violation; provided, however, that nt 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.




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

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

CHEQUES DE PAGO PERDIDOS O ROBADOS

Si un cheque de pago se pierde (que falta, fuera de lugar, destruido, perdido en
el correo, etc), notificar a su reclutador de personal que el cheque no
- Si se pisede verificar que el cheque no ha sido cobrado,

a el cheque tle pago y reemitir el cheque a usted, descontando

Si su cheque de pago do, 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): ﬁ{g'}‘ﬁ ( 2,1/1,&,

- J
Signature/Firma: . M |
/4




Maintain regular, weekly, communication with your employer if you are unable to
return to work. Contact your employer a minimum of after every visit with your
primary health care provider. Keep the claims representative advised of your
status.

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

your physical condition.

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

| have read m esp nsibilities and agree to abide by these guidelines.

Signed: \’

Printed Name: %I_g_\‘g‘- j_g&m




om OO0 Pre-Screening Notice and Certification Request for
(Rev. March 2016) the Work Opportunity Credit OMB No. 164-1500

Eatarnal' ﬁmf};es;me - P Information about Form 8850 and its separate Instructions Is at Www.irs.gov/form8850.

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

k FS/"L\ \ [ G Soclal security number » L% 2 l-—(a’Z‘Z}"
Street address where you live 5'{5'( ’ ,-3'% L(«S A‘U-_(_._.

City or town, state, and ZIP code g:"- a.ul 7 ,Afl lU F map
County Q@WWW\ Telephone number (_ LSN\-HAH 9013

4 %
If you are under age 40, enter your date of birth {month, day, year) t,f/ / %k‘ [? w
7 7

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

2 [ 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 Famillles (T: ANF) for any 8
months during the past 18 months.

* | am a veteran and a member of a family that received Suppiemental Nutrition Assistance Program (SNAP) 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.

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

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

e | raceived supplemental security Income (S8l) 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 &t least 6 months during the past
year.

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

5 [ Check here if you are a veteran entitled to compensation for a service-connected disabllity 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
* Received TANF payments for any 18 months beginning after August 5, 1897, and the earliest 18-month period beginning
after August 5, 1987, ended during the past 2 years; or

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

7 [ Check hereifyouare 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 an or before the day | was offered a job, and it Is, to the best of my knowledge, true,

correot, and complets.
‘L“ Date L6 ,Z%/'/ /'?
Cat. No. 22851L Form

\Eixpplicant’s signature >

For Privacy Act and Paperwork Redustion Act N sey/page 2. (Rev. 3-20186)




. Form A (rev. 01/2016) TAX CREDIT QUESTIONNAIRE | %E
EMPLOYER SECTION: S——
Client: Company:
Employer Solutions Group
Location: Position: . Starting Wage: $
EMPLOYEE SECTION:
Employee Name: \. { Street Address: G?/ A _ Zip:
Efsh o | ¥5) Venluw Auve < .Lg MU oy, |
: Date of Birth: Age: | Have yon worked for | If yes, location:
) this company before?
k 1{"]’5 ?’l (23515 10 /11, Ve 1& []Yes [ch¥o
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) | [+
at any time since Angust 5, 1997? (Ifyes, please provide information below.)
Name of the person receiving benefits; Relationship to you:
City: County: State;
2. Have yon or has anyone living with you received Food Stamps (SNAP) at any time during the past 15 months? D E‘"

(If yes, please provide information below.)
Name of the person receiving benefits; Relationship to you:
City: County: State;

Have you received Supplemental Security Income (SSI) at any time within the past 3 months?
Please nots, this is not the same as Social Security benefits (SS) ar Social Security Disability (SSDI) benefits,
*If you checked yes please provide a copy of your SSI documentation.

Have you received any type of vocational rehabilitation services within the past two years?

If yes, please indicate which type of agency you worked with and provide their location information below:

[[] Vocatianal Rehabilitation Agency I:rDept. of Veterans Affuirs [_] 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? *Ifyes, please provide a capy of your DD-214 and letter of separation.
(If yes, please provide information below. 1f no, please continue to question #6.)

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

O
c

Have you heen unemployed at any time during the Iast 12 months?

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

7.

Have you heen convicted of a felony or released from prison for a felony conviction in the past 12 months?
Conviction Date: / / Release Date: / /
Was this a [_] Federal or [_] State conviction? If State - County: State:

O O O,
R B @l

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

O
L

PLEASE READ, SIGN, AND DATE:

Under penalties of perjury, I declare the information above 1o be

true and accurate to the best of my knowledge, and I hereby authorize any agency, organization, or

individuals 1o supply such verification or information thatgmay be needed to determine tax credit eligibility to my employer, employer representative (Associated

Consultants, Inc. dba Retrotax), or the De; entyof
’>@w Employee Signature:
C

0y’ we_4/257/7
VU ’



Qualified Long-Term Unemployment Recipient

ADDENDUM TO: mSFmsssomsmmthoﬁwdeaﬁﬁmimRequestfmﬂmWNkOppmﬁmiﬁedh

Client: Company:
Employer Solutions Group

Location: EEOY“N’UTW ‘gfs}m \'{/AM;) ‘}ES#: K112 )’63‘{{

EMPLOYEE:

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

[]  Ihave been unemployed at any time during the last 12 months.

If applicable, dates of unemployment - From: To:
From: / / To: / /
From: / / To: / /

[J  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.

7 /[
) Date: 5///2?{//?

Employee Signature:

RetroTax®
3730 Washington Blvd.
Indianapolis, IN 46205

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

www.retrotax-aci.com



w ¥
L

employer solutions staffing group..

fication 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.

NO

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 thi
calendar days once an Assig
a separate copy of this fogm.

{0 responsible to contact ESSG within 5

) ends. }also acknowledge that | have received
& (Initial)

Employeg Signature: ( {/ Date: / /
g(sh /am

Employee (please print your rfa]ie here)

CMG_SM - Rev. 09.2013



DRUG AND ALCOHOL

TESTING CONSENT FORM
1. I have been allowed to read and inspect a written copy of ESSG policy on
drugs and alcohol.
2, I 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. 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.

Eﬁh-ywm

Individugl's Name /
%/15/1%
Date/ 7/

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



T q«ﬁ employer solutions staffing

Leveraging Resources ina Changing Market

group.

E5.5

employer schstions group.,

bt Ll T pri oy

Enhanced MEC Plan_Plan 1

mmm

o oy g e 000 anapy

ESNG sam

Benefit Plan Administratops, In

Soclal Security Number
N13-21-63%5
2% = —-—-——-————%
071 R St Vo M \ Y17
Singls | Date of Birth
et e e ey
Number: Addreas: b "
|Phone Num i&g—-’). L(l-[l..(— ?UZ; bizb\\ll%‘%‘/'%
Please Select Desired Coverage: :
'[ Employee Only - E Employee+Spouse - DEmployee-l-Chlld(ren) - Family -
\ ) $24.00/Week . $38.00/Week — - $36.00/Week - 363.09%“
Soolal Security # Birth Date | 8¢ Relationship
PRI T Last Name 8 ::l.alo ns’ﬁmnofmcx:'i.,
m\emw;_ mu ._su. Fppe mﬁ@mp
(Pt Nams LU LastName | E ::;u- nspémmsu:ndpm
” ammm' N i s“ i T —
First Nama L CastName E l'-'::m o swﬁ” Dompmr
NAME OF PERSON COVERED {FIRST, LAST);

o W57

Employer Solutions Staffing Group Heaith Ben
7301 Ohms Lane Suita 405
Edina, MN 55439

Phone: 952-767-8519 Fay: 852-7687-9515
Email: Health@employmoluﬂonsnroup.com

efits Team ’




¢ T e~ waawaswsy A LGBAL &
[ IO - == eSS et et e setssarone s ovn
".VSl. . 219301-ESG-1 OFFICE USE ONLY LOCATION RehireDate___/__ A |
et tevesavertasemorrereetes
ENROLLMENT FORM ESC CUUNAC-MN) p1 y1,

A. REQUIRED EMPLOYEE INFORMATION

PRINT USING BLACK or BLUE INK (Must
Social Securi

BoFiledouy)

Home Phone

S S
B HTEDC631 (G5 qens | R
Apt. #
71 Jemles Ave £
e - %— Do ofjﬁ”m
LR M TTWe  |lgi13te,
T et UL IE SIS e e N R ——
Medicare Health Insurance Claim Number (HICN) I—\/Egi;;:e"a‘fecﬂve Date P
Na-rne ofCoveredPerson(s)---}m LY TN e e S e
1. 2 3.

| C. LINMIITED BENEFITS PLAN SELECTION

- identical. The Fixed Indem,

You MUST select a coverage level before any benefits
nity Medical Plan, Dental Plan, Term Life Plan,

e RTINSt e g e i

in Section C, You

Payroll n-ducteei'ﬁiflé;nqg;

E. REQUIRED SIGNATURE

and Short-Term Disability plans are underwritten by BC
Insurance Company. The Vision plan is underwritten by Companion Life Insurance Company. _
FIXED INDEMNITY SHORT-TERM
SELECT COVERAGE I.EVEI. __MEDICA__L 1 DFNTAL VI;ION . TERM LIFE | DIS AB!I.ITY 2
. Employesonly [} ¢ s2025. (@ send uB|  s242 S  soe a3 saze g
Employee+1 [ ]|  $41.10 $12.34 $4.92 $0.90
. Employee+ Famiy [T gsgsa | 030 B [ e b £
o s oot 1| Llves e | Dlves Clve | Clves (e | Clves [ No | [ Tves (e
‘This coverage is not adAilable to residents of NH, Hl, or PR. 2STD s not available to persons who work in CA, Hi, NJ, NY, or Rl
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 PR T gy 0
Name Saclal Security # | Date of Birth Sex : Relationship
e A e L | IMITE D] Spouse [T chid ] Domestic partner
Name Social Security #{ Date of Birth | Sex Relationship
Al eeaaemr et | MI[E] | C]Spouse []chid [pomestic Partner
Name Social Security # - Date of Birth | Sex | Relationship
e e L MIE] | Clseous[ i nomestic Perner
Name Social Security # | Date of Birth | Sex  Relationship
el R e L | IMIE] ClSeouse D cnid [ omestic Partner

YOU MUST SIGN AND DATE, EVEN

IF YOU DECLINE COVERAGE

> sonar

d its limitations. | understand that o

URE

a declination of coverage.

pen enroliment is only available for

7

This is an Essential StaffCARE Enrollment Forr,



