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E-Verify: Print Cass Detalls - Praview

SENSITIVE BUT UNCLASSIFIED

Case Verification Number: 201 7249144860244

Report Prepared: 08/06/2017

Company Information

Company ID: 47429 Company Name: Empioyer Solutions Staffing Group
Emglom Information ‘

Last Name: yang First Name; david

Date of Birth: 06/24/180¢ Soclal Security Number: *» »» 3689

Hire Date: 09/06/2017 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  ListCDocument: Soclal Security Card

outlying possession
Document Name: Drivers licenss
Drivers License or ID Card Numbaer:

Case Status Information

Document Stata; Minnesota
Document Expiration Date: 08/24/2021

Current Case Resuit: Employment Authorized
Case Submitted Op; 08/08/2017

Employer Case ID;
Case Submitted By: SGLAB832

SENSITIVE BUT UNCLASSIFIED

https:lle~verifyuscls.govlwebIPrlntCaseDetalls.aspx?CaaeVerNumo17249144602JJ



LN PO Box 46270
2y | Eden Prairie, MN 55344-995g
Dy Tel: 952,835.1283

T

* www.esgstafﬂngsolutlons.com

New Hire Application

ata— PLEASE PRINT LEGIBLY IN INK
——————=="BLY ININK

Last Name Yang FirstName Do, Middle Initial

Street Address QJM 19Y ™ Ave, Ng AptiSte

City/State/Zip __ Colum biasg MN Ssdey Social Security Last Four XXX-XX- 35¢q
[ — = : 1 I a bhoo .

Phone Number bS5 331- 835y Email Address | oy 0(&1 ‘buj I @ e boo . Com

Staffing Agency/Recruitment Partner_ (o, Roredt  Mana D,‘m-u.-l— MP_
All offers of employment are conditional upon saﬂsfactog( proof of Identity and legal abllity to work In the U.S.A,
Are you legally authorizeg to work In the United States of America? %ES [ONo

Applicant Certification and Authorization
| authorize Employer Sojutions Staffing Group (ESSG) to use the Information and statements contained in this applicgﬁon 1o determine my

quallfications for employment, | authorize ESSG to make inquiries of my former employers, except as Indicated in thig application,
regarding my previous duties, responsibiiities, Performance, Ccompensation and eligibility for rehire,

If hired, | agree fo abide by the policles and Procedures of ESSG,

Y' avid  Va, D ‘53/ 25 /20

Name (Print ortype) _) Appiicafts Signatu Date / /

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

For ESSG Office Use Only

DOH NHwW 1-9 8850 w4

—_— —_——— —_— —_——

Emergency Contact Info Background Release Form Background Resuits Unemployment Lettor ESC Appliication
(f applicable)
For ESSG Client Use

DOH ROP Work Site Loc, WC Code

—_— —— —_—

ESSG - Rev. 0412017




_—"—h---—_.._.____‘-——___._.___.... —

' The exceptions don‘t g to supplemental es Nonwags income, 1t you have a large amount of
F Or m W“4 ( 201 7) greater m‘;ﬂﬁ $1,000,00 .ply i 2 nonwage income, auc{o as lmsraatﬂ;? dividends,
Basio Instructions. If you aren't exempt, complete fggg'_‘g 'E:g’"g esﬁ_?attfag tlaxd%memso;alng Form
Purpose. Complets Form W-4 go that your the Personal Allowangsg Worksheet below. ‘?he g g’gf‘?# :,"m: T o ,",’:ls' d
gmployer can withhold the correct faderl income workshests on page 2 further adjuat your W"um%m 8, 505 Pab 505 f fin i e d
tax from your pay. Consider complem;? a new Form Withholding allowances based on ftemizad annusl:y °°v'v"m;h°°,° n Form W 4 or oo shoul
W-4 each Llar and when your personal o financial deduotions, certaln credits, aﬂustments to income, acust your withholding an Form or .
situation changes, or two-eamera/mulﬁpla jobs ona, m:d Jm ngg l%ave ath
Examption from withholding, if are exempt, Complete all workshests that However, you ote . Spousa or more than one job, figurs 8
m;;o ete only Ilr';'e% 1,2,8,4, an!gf: ana% ?lgn mpgtu ma; :vim'iwlsdrl {or zero) gllowanag&.y Fs?lr ragularyo m"‘;ﬂ;&ﬁf a&%ﬁh?&sy?rgm:ly or?g ,5':""1‘:’"“
validate . Your exemption for wa olding must be based on allowances
%am Ses Pub, ggs. Tax Wlthhg,l‘c?lng y«:mg ?’Iﬁhned and n?ay not be a fiat amount or w4, a?ln;r"\nmﬁoldhg umﬁuyegm bz:“"F%‘ "’ﬁ,"’.’:‘e
d Tax. Percentage of wages. for the highaog nces &1° claim "o o o
Nota:lfanoherpemoncnnclalmyauasadependem Head of household, Genem ¥; You ean claim heag Claimed on the ot e.SeePub.Gusfordstnua.
on his or her tax retum, 0u can't clalm exemption - euseRoE-fling-statos or yoir fp retum only if N dent allen, If dent al
fram withholding if your dotal aaar s excests $T,050 nmarried and pay more than 5096 of 9 Ngﬁnmqs&?tsuen. youargoan%rjsll entcuan,s'%e
e S more than 8350 of uneamed Incorms (for costs of kesping up a home for yourself and N r?éldem'All pplsgle?éml "“,Eun i'f‘sglf'o ons for
example, Interest and dividend), depend as,or Other qualifying Individuals, Seg on N8, before completing biech
may be able to claim Pub. 501, Standard Deduction, and Check your withholding. After your Form W-4 takes

- An empl Fiing Information, for information im0 Pub. 505 to ses how the amount you,

tacleptarlggﬂf;.ul'i!l ﬂm%%%m et T”‘ngm‘fm,‘,' Yﬁ";a"m”mjefum;m'm 0r 2017, e e copadaly ﬁmjmg::‘l%?x
* 15 age 85 or older, wihnoiing &?uxﬁn’:;‘iaé'%u"%f%?‘é’?uﬁ%epsﬂm exosed $130,000 (Single) or 818 0y (Marriec),

e I8 blind, or oare expensas and the child tax credit may be claimed Future developments, Information about any future

using the owances Worksheet below. devslopments affeoting Form W-4 {such as
* Will clalm &, uatrnentstnlnmme;mxcradﬂa: or 3 legisl d ! b
itemized deg 31 Ctions, on his oy 1 rive y Sangubhtgos for éﬁmﬁgm l=t;gfwerling your other aefg a%g mﬁ ! after we rolease 1t) will be posted

Personal Allowances Worksheet (Keep for your records.)

A FEnter*1” for yourself if no one ejge can claimyou as g dependent . oo o F D o A 4
* You're single and have only one job; or

B Enter*1*jf: { * You're married, have only one job, and your spouse doesn’t work; or } . B 4
* Your wages from a second Job or your spouse’s wages (or the totg| of both) are $1,500 or less,

C  Enter 1" for your spouse. But, you may choose to enter *-p-» i Yyou are married and haye either a working spouse or more
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® If your total Income will be less than $70,000 ($100,000 i married), enter “2* for each eligible child; then less #*1» if you
have two to four eligible children or less “2” if you have five or more eligible chlidren,
* If your total Income will be between $70,000 ang $84,000 ($100,000 and $118,000 i married), enter “1° for each efighlechild. @

———

H  Addfines A through G and enter total here, (Note: This may be different from the number of exemptions You ciaim on your tax stum,) b H 2.

® If you pian to ftemize or claim adjustments to Income and want to reduce your withhoiding, see the Deductions
For accuracy, and Adjustments Worksheet on page 2.
complets all * If you are single and have more than one job or are married ang you and your spouse both work ang the combined

worksheets earmings from all jobs exceed $50,000 ($20,000 married), see the Two-Eamers/Multiple Jobs Worksheet on ge 2
that apply. to avoFd having too little tax withheid, ¢ B =

® If neither of the above sttuations applies, stop here and enter the number from line H op line & of Form W-4 below.

Separate here and give Form W-4 1o your employer. Keep the top part for your records,

o W"4 Employee’s Wlthholding Allowance Certificate

OMB No. 1545-0074
Department of the Treasury > Whether you are entitled to olaim a certain number of allowances oy exemption from withhaiding is 2 @ 1 7
Intemal Rsvenus Service subject to review by the IRS. Your employer may he requlred to send a oopy of this form to the IRS.

1 Your first name ang middie Initia] Last name 2  Your social security number
Dav.d Yorva = 474-31 - 35494
Home address (number and straet or routs) N) 3 M singe [] mameg LI Married, but withhor ar higher Single rate,
B23 A4 144 ’H‘J]L NE Note: it manied, but lagaly separated, Orspoues Is a nanresident alfen, check the *Single® box,
Chty or town, stats, and ZIP code 4 M your last name differs from that shown on your sooial security card,
lwm by " M N ., S502.S5 check here. You must cal 1-800-772-1213 for 5 replacement card, > []
Total number of allowances you are claiming (from line H above or from the applicable worksheet on page 2) 5 = 5
Additional amount, if any, you want withheid from each paycheck , . . | | 9 0 0 0 9 0.0 o 69 [V)
7 |claim exemption from withholding for 201 7,and| certify that | meet both of the following conditions for exemption, o :

* This year | expect a refund of ajl Tederal Income tax withheld because | expect to have no tax llabllity. s
If you meet both conditions, write “Exempt” here, | . 7]

Under penalties of Perjury, | declare that | have examined this certificate and, to the best of my knowledge and bellef, it Is true, correct, and compiete,
Employee's signature

(This form Is not valid unless you sign it) » Date> g / 2.5 / |
8 Employer's nams and address (Employer: Com%%ete ﬂneslé &%0 only if sendlng to the IRS.) | 8 Office code (optional) | 10 Employer lt{enﬂﬂcaﬂon'number (EIN)

For Privacy Act ang Paperwork Reduction Act Notice, see page 2, Cat. No. 10220qQ Form W-4 (2017)

e



Employment Eligibility Verification USCIS
Department of Homeland Security
U.s. Citizenship and

yes /'.-.,-‘,{1 : < y OMB No. 1615-0047
s Immigration Services Expires 08/31/2019
5 ons carefully before completin

ctions must he avallable, either |n paper or electronically,
Employers ars ilable for errors In the completion of this form,
ANH-DISCRIMINATION NOTICE: it s ilegal to discriminate against work-authorized Individuas, Employers CANNOT 8pecify which
document(s) an employee may pressnt to establish employment authorization and Identity. The refusaj to hire or co
an Individual becauge the documentation presented has a futyrg egal discrimination,
o = oy=e information an Station Emnayess mugi oamptete and sign 8sofian 1 of Farm 8 ne later
than the fires day of employment, but not before aacepting a job offer)
Last Name {Family Name) First Name (Given Name) Middie initial Other Last Names Used (i any)
Yana Sows,
Address (Strght Number ang Name) Apt, Number City or Town State ZIP Code
Date of Birth (mmridyyyy) |y, Soclal Security Number Employes's E-mail Address Empioyee's Telephone Number
06/2-‘4/1‘1% U dNENNERD 6s/ -33) —83sY
Iam aware that federal law provides for Imprisonment and/or fines for false statements or use of false documents In
connection with the completion of thig form,
1 attest, under penaity of Perjury, that 1 am (check one of the following boxes):
@1.Aclﬁzenoﬂhe United States ’
[] 2. A noncitizen nationai of the United States (See instructions)
D 3. A lawful permanent resident (Allen Registration Number/uscis Number);
D 4. An alien authorized towork unti (expiration date, if applicable, mmiddlyyyy):
Some aliens may write "N/A” in the expiration date field, {See instructions)
Aliens authorized to work must provide only one of the Tollowing document numbers fo complete Form I-9; Do ﬁ’:,"v‘,’,?,:;,fﬁ":,';"g;m
An Alien Registration Numbenruscrs Number OR Form 94 Admission Number OR Forelgn Passport Numper.
1. Alien Registration Number/USCIS Number;
OR
2, Form |-94 Admission Number:
OR
3. Forelgn Passport Number:
Country of Issuance:
lSlgnature of Empioyee . Today's Date {mm/dd/yyyy) ; g ; ? E L7
[ 4 ( *c‘g-’ré i
or Vranalator %% aatlon (heek one: : A

I attest, under penalty of perjury,

of this form and that to the hest of my
knowledge the information Is trye and correct.

Slgnature of Preparer or Translator Today’s Date (mmAddpyyyy)

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

Address (Streef Numper and Name) City or Town State ZIP Code

0 Employer Compiletey Next Pagy @

FormI1-9 0717117 N

Page 1 of 3
e



Employment Eligibility Verification USCIS

Form 19

:

Enpoyes nfo ram secton 1 |\ a7 iy .

" identhy and Empleyment Authartzation Idontity Employment Authortzation
[ Document Tiis et i

Testing Aasdhoriy & i i ‘_’ I~ '

—— {8 €3%025a%13) 3| - 35
A |-t~
Document Title ' g e

Issuing Authority Additional Information

Dow Number

Expiation Dats (¥ arfmmEidiazs)
" | Document Title

Tasulng Authorly

cerﬂﬂcaﬂon:lam undormwlyalpujmy.ﬂmmlhavommlmdﬂndocmmnt(s)pmhyﬁnw-mponn
2) the above-listed document(s hhgonulmandhllm-hlh-empl named, and (3) to the best of know the
gll).lployﬂilﬂwbm.m fm-uum i i ‘e —

empléyee's firat day of employment (mnvddyyyy): mm_lnmﬂhm for exemptions)
of Empiloysr Reprasentativa Today's Date {mmfddlyyyy) | Titla of Empiloyer or Authorized Representativa
| 0% Olo~ 2.0 | ")|recruiter
Last of Employer or Representative NamofEmphyerorAummaadRememﬂva Enmloyu'aBmlneuoromamzauon Name
Glasby helby Employer Solution Staffing Gro
wwsawmmommmmmumm Name) | Ciy or Town - [State  |Z1p Code
7480 Flying Cloud Drive Suite 200 Eden Prairie 55344

! LagName (Family Name) Firat Name (G

l ST TR e TTRbT
& i

I attest, undsrplnllyofpodury.thathhhuofmymmmhomploynbauﬂlorludbmmﬂnumhdsm. and if
the employse presented documentys), the document(s) | have examined appsear to be genuine and to relate to the Individua)

Signature of Employer or Authorized Representative Today'sDate{mﬂWd/yyyy) Name ofEnm!oyerorAuﬁmudRepmmtanvg

Form I-9 0717/17 N Page 2 of 3
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‘This card i the official verlﬁc;a;ion of your Social Security number. j
_ Please sign it right away, Keep it in a safe place. | E

. Improper use of this card or aumber by.anyone is punishable by fine,

- For a?' other Social Sccud% business/information, contact your

to answer your lettdr.

« Social Security Administration
: Form SSA-3000 (f-95)

imprisonment or both.

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 retum it to:
8ocial Security Administration
P.O. Box 17087, Baltimore, MD 21235

local Social Security office. If you write to the above address for any
business other than returning a found card, it will take longer for us

D17056482

. -_,l-‘—#J_ulj.. 3 .
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EMERGENCY CONTACT INFORMATION

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

¥

/

/ Employee Name: o

J
Address: __ 8229 1uu™ 40 ue _Columbus  MN ssdzs

‘ Home Phone; 65| =331 - @3% Y

EMERGENCY ?ONTACTS :
Please list two peaple (in priority order) whq could be wontated In case of an emargency
Contact #1 Home Phone;
.
Name: Bee Her Cell Phone: 651 -2t -9 59
Relationship: Forther Work Phone;
Contact #2 Home Phone:
Name: Cell Phone:
Relationship: Work Phone:

Additional information you want Employer Solutions Staffing Group and oyr clients to know in the event
of an emergency:




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

& AN IO
| V] Direct Deposit (Please complete Sections 3 and 5 below)

[ 1 Payrol Debit Carg (Please complete Sections4 and 5 below)
SECTHION 3 DR @i DIEROST

Natzﬂuabepnﬂtmmmayhkeupta?daysta be activated
Paper Check (Please complete Section 5 below)

I understand ang acknowledge that if T do not provide a
voided check with this direct deposit form,Iam
responsible for any delays in Payroll or extra costs
incurred if the acconnt number that I provide is incorrect,

i way Fedeal Credit aan
vt 2960759 32
Acoutt 709249133 5855

Account Type: [ Checking [] Savings [JOther

i order to

information that will enah ﬁnancialinmtnmontoldenﬁfyyou.lf

Deposit/Payroll Debit Card Authorization, RSSG will provide the necessary information and iggye You a Payroll Debit

topayyomwages.Foryomprotecuon,theﬁnancxal i 0 may ask you to provide them additional identification ; 80 they can
your

Except for the routing and account number, BSSG does not have access to any information regarding your Payroll Debit Card account or
transactions, On Yyour first payday, you will receive your new Payroll Debit Card, and a packet contgini all of the terms and conditions. You will

then sign acknowledging that You received the Payrol] 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 issned)
First Name MI. 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 pick up your Payroll Debit Card)
Payroll Debit Card Routing # Payroll Debit Card Account #

T authorize ESSG tp directly

or authorized deductions, into my debit entries and adjustmentsfor any credit entries
made in error to my account(s). * E-mail is required for pay stub information,
*E-mail;

this information wil] only be used to send your paystubs electranically

Employee's Signature: Date;




EMPLOYER SOLUTIONS STAFFING GROUP
BACKGROUND CHECK AUTHORIZATION

Employee Name: ! @vni ' YezM.q

(First) (Middle) (Last) J

Former Name(s) and Dates Used:

Current Address Since: 8 Z'5°I |4 W’" Ave NE Co iwm&hg i’iN Sso0z45
(Mo/yr) (Street) (City) (State/Zip)

Previous Address From:

(Moy/Yr) (Street) (City) (State/zip)
Previous Address From:

(Mo/Yr) (Street) (City) (State/Zip)
Social Security Number:___ 414 —3) — 3589 DOB: ¢ 5/ 24/ 19 16

Phone Number: L% - 332 - g3y

Driver’s License Number/state: _ @204 599 13149

The information contained in this application is correct to the best of my knowledge.

I hereby authorize Employer Solutions Staffing Group, LLC and its designated agents and representatives to conduct a
comprehensive review of my background ca using a consumer report and/or an investigative consumer report to be
generated for employment purposes. | understand that the scope of the consumer report/ investigative consumer
report may include, but is not limited to the following areas: verification of sociaj security number; credit reports,
current and previous residences; empioyment history, education background, character references; drug testing, civil
and criminal history records from any criminal justice agency in any or all federal, state, county jurisdictions; driving

records, birth records, and any other public records.

I further authorize any individual, company, firm, corporation, or public agency to divulge any and ajl information, verbaj
or written, pertaining to me, to Employer Solutions Staffing Group, LLC or jts agents. |further authorize the complete

release of any records or data Pertaining to me which the individual, company, firm, corporation,

or public agency may

have, to include information or data received from other sources, Employer Solutions Staffing Group, LLC and jts
designated agents and representatives shall maintain al| information received from this authorization in a confidential
manner in order to protect the applicants personal information, including, but not limited to, addresses, social security

numbers, and dates of birth.

ignature: D-—M—-,/’ Date: 06/ 25/ Z2elq

[
Notice to CA, MN, and OKQ\esidents:
Please check the hox below if you wish to receive a copy of a consumer report that is requested.
O 1 wish to receive g copy of any Background Check Report on me that is requested,



This agreement made thisE day of . 2011, between
Employer Solutions Staffing Group LLC, hereinaft referred to as “employer”,
and hereafter referred to as “employee”,

ISions \uereof, the

of $10,000 as liquidated

damages for every such violation; provided, howeveP\that the payment of such
A\[elease or wa

m e Sigriature

i

|#

)

Employer Solutions Staffing Group LLC, Representative




employer soiu‘ﬁeﬁsﬁafﬁnggfoupu

Importantllmportante

af. BQe verificar que el cheque no ha sido cobrado,
ESSG se detendrs el cheque d Dago y reemitir el cheque a usted, descontando
$25-%35,

AGREED/SE ACUERDA—

Name/Nombre (con letra de molde): Sowid  Yaue,

Signature/Firma: %

-
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<

employer-solutions staffing group..

INJURY MANAGEMENT PROGRAM

Injured Worker's Responsibilities

of Minnesota workers’ compensation laws. Wherever possible light duty
restrictions imposed as a result of your injury will be accommodated.

RESPONSIBILITIES OF THE INJURED WORKER:

care provider.,

Attend all scheduled appointments. While on physical limitations, visits should
be a minimum of once every two weeks. Failure to have current medicaj Support
for disability may result in termination of benefits. Schedule your next

inimum of once every two weeks. M.R. 5221 -0420 requires that your physician
Cooperate with return to work planning and that you be released to return to work
at the earliest appropriate time.

Immediately following your appointment, provide a copy of the report to the
designated employer representative. You should deliver this in person so that
changes in work restrictions may be addressed and any questions answered.

Follow al| physical restrictions at home and at work,
Report to work and perform physically suitable tagks as assigned. These may or

may not be in your regular department. The work may or may not be on your
usual shift.



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.

If itis Mecessary fo miss scheduled work due to g 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

I have read My responsibilities and agree to abide by these guidelines.

Signed:

Printed Name: D ewid Yam.j




- 8850 Pre-Screening Notice and Certification Request for

(Rev. March 2016) the Work Opportunity Credit OMB No. 1545-1500
ﬁ?am‘ al nm?,'u'.',"slmm ; » Information about Form 8850 and its separate instructions is at Www.irs.gov/form8ssg,

Your name D anrd !a_@; Soclal security number > Y1 Y-3]- 3589

Street address where you live Jﬂ&&"i 1417 pe NE

8, and ZIP code Co L,.% MN SS 0Ly
County Ano leo Cewm‘l’/y Telephone number 6S[-33) - e 35y

If you are under age 40, enter your date of birth (month, day,year) pb Z (A z |ﬁfu

1 [ Check here i you received a conditiona] certification from the state Wworkforce agency (SWA) ora participating local agency
for the work opportunity credit.

2 [7] Check here if any of the following statements apply to you,

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

* lamaveteranand g member of a family that received Supplemental Nutrition Assistance Program (SNAP) benefits (food

° | was referred here by a rehabiiitation agency approved by the state, an employment network under the Tickst to Work
program, or the Department of Veterans Affairs,

* lam at least age 18 but not age 40 or older and | am & member of a family that:
a. Recelved SNAP benefits (food stamps) for the past 68 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.

* | recelved supplemental security income (SSI) benefits for any month ending during the past 60 days.

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

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

& [ Check here if Yyou 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 [ Checkhereif you are a member of a family that:
® Received TANF payments for at ieast the past 18 months; or
* Recelved TANF payments for any 18 months beginning after August 5, 1897, and the earliest 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 federaj or state law limited the maximum time
those payments could be made,

7 [ Check hers 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 penatties of perjury, | declars that | gave the above information to the employer on or before the day | was offered a Job, and it i, to the best of my knowledge, trus,
correct, and complete,

O«b applicant’s signature p %é EE - Me [:17] / 295 / 17
For Privacy Act and Paperwork Reductign Act N ee page 2, Cat, No. 228511 \ Form 8850 (Rév. 3-201 6)
117-

e




] . Form A (rev. 03/2017)

TAX CREDIT QUESTIONNAIRE

(If yes, please provide information below, If no, please continye 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?

EMPLOYER SECTION:
Client; Company:
Location: Position:
LOYEE SECTION:
First Name: Last Name: Suffix: Street Address; City/State; Zip:
Daid Voo 8234 19* pe Ng_ N, Cotvmbueg | 55025
SS#; J | Date of Birth; Age: Have you worked for | If yes, location:
T9-31-358¢9 this company befpre?
Y9479 06 /2y H"GJ 2] YeslijoEfm
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) ] IB/
at any time since August §, 19972 {If yes, please provide information below.
Name of the person receiving banefits: S Relnﬁonship toyou: ___
City: County: State;
2. Have you or has anyone living with yon received Food Stamps (SNAP) at any time during the past 15 months? O
(If yes, please provide information below.)
Name of the person receiving benefits: ——— Relationship to you; e |
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 checkedyespleasemvide a copy of your SSI cumentation,
4. Have yon received any type of vocational rehabilitation services within the past two years? O
If yes, please indicate which type of agency you worked with and provide their location information below:
Vocational Rehabilitation Agency Dept. of Veterans Affnir ] Employment Network (Ticket to Work Program)
Name of Agency: Phone #;
City: County: State;
*If you checked yes Please provide q copy of your active Individual Work Plan and Ticket 1o Work documentation,
S. Are you a Veteran of the U.S, Military? *Ifyes, please provige copy of your DD-214 and letter of separation, ]

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 yonr unemployment?
If yes, in which state did You receive unemployment compensation? __

Conviction Date: Release Date:
Wasthisa [] Federal or [] State conviction? If State - Connty: ____ Sigte:

—

7. Have you been convicted of a felony or released from prison for a felony conviction in the past 12 months?

O O oo

Additional Tax Credita
IEC (Native American): Are you or your spouse a member of g Native American Tribe?
Ifyou checked Yes please provide q copy of your CDIRB card,

SC Residents; [ Do You receive Family Independence Benefits?

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 been convicted of a misdemeanor?

PLEASE READ, SIGN, AND DATE:
Under penaities of , 1 declare the information above to be true and accurate (o the best of my knowle

dge, and I hereby authorize any agency,
individuals to supply such verification or information that may be needed 1o determine tax credit eligibility to my employer, employer representative

Consultants, Inc. dba Retry, , or the Department of Labor.

organization, or
{Associated

j/New Employee Signature: %

k\Date: o8 (/ 5 / 17




U.S. Department Iabor 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

separately, with ETA Form 9061 (or ET. on request filed for the new target

Under penalties of perjury, I declare that this information is true and correct to the best of my
knowledge.

New Hire’s Signature: 4&_‘8%/ Date_ 0% /25/ 17

New Hire Name: D A Yang
- Y- 3] - %501
Social Security Number-: Y7
Employer Name: (;w'eo.fm me;pww{— C—:mu'n

Please check the statements below if they apply to you.

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

M Ide lare that | have been in a period of unemployment since
0t /oi] 2017 .
(Entér stdrt date)

Privacy Act Notice;

The Intemal Revanue Code of 1686, Section 51, as amended and its enacting leglslafion, P.L. 104-188, specify that the State Workforce Agencles are the
*deslgnated” agencies responsible for administering the WOTC certification procedures of this program. The Information you have provided completing this
form will be disclosed by your employer o the State Workforce Agency. Provision of this information is voluntary; however the information Is required to
determine your employers eligibilfty for the federal tax credit

Public Burden Statement:
Persons are not required to respond to this collection of Information unless it displays a cumently valid OM B control number, Respondents' of

ETA Form 9175 (Rev. November 2016)
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employer solutions staffing group..

Notification of Minnesota Law Reguirement —

Unemgloyment Acknowledgement

According to Minnesota Statyte section 268.095, Subdivision 2, paragraph (d), an

Jjob assignment from a slaffing service, (1) fails without good cause fo
affirmatively réquest an additional suitable Jjob assignment, (2) refuses
without good cause an additional suitaple Job assignment offered, or (3)
accepts employment with the client of the staffing service, is considered to
have quit employment.

| understand by signing thi€ form ths I am responsible to contact ESSG within 5
calendar days once an asgignment engs. | also acknowledge that | have received
a separate copy of this fo

. 08/ 2s /1017
Employee Si re: Date: / f

Dowid Yang
Employee (please print.your name here)

CMG_SM - Rev. 09.2013
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employer solutions staffing group..

ESSG WORKPLACE SAFETY POLICY

It is ESSQ’s policy that all employees should be able to enjoy a hazard free and safe
work environment, It ig ESSG’s duty to:

under the OSH Act,.

(2) Ensure that its clients perform a job hazard assessment in order to identify
and eliminate potential safety and health hazards and to determine
necessary training and protections for employees at the facility,

(8) Make sure employees have and use safe tools and equipment.

(4) Establish or update operating Procedures and communicate them so that
employees follow safety and health requirements.

(6) Provide safety training in g language and vocabulary workers can
understand.

ESSG is committed to vigorously enforcing its OSHA Compliance Policy.,

To help ensure a safe workplace, you have certain responsibilities too, which include
the following:

* Responsihility to work in compliance with OSHA laws and regulations
* Responsibility to uge personal protective equipment and clothing as directed
by the host employer

* Responsibility to report workplace hazards and dangers

° Responsibility to work in a manner as required by the employer and use the
prescribed safety equipment.

You have the following basic rights:

* Right to refuse unsafe work

* Right to know or be informed about actual and Potential dangers in the
workplace

® Right to review copies of appropriate standards, rules, regulations and
requirements that the host employer is required to have available at the



employer solutions staffing group..

“

Acknowledgement of Receipt of Workplace Safety Policy

I certify that I have received a copy of Employer Solutions Staffing Group’s ESSG
WORKPLACE SAFETY POLICY. I understand that it is my responsibility to read
this policy and ask my supervisor, a member of management or to telephone
Employer Solutions Group (ESSG) at 952.835.1288/1.866.496.7573 with any

working in an unsafe or dangerous work environment, I will immediately contact
my supervisor, manager, director or ESSG’s Safety Director at

Employee Name (Please Print)

Dowid  Yoanq
J

Employee’s Signature;

M% Date:_ 08 / 7’{/ 17




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

D avid Yana
Individual's Name-/

08 /25/ 201
Date ' U

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10
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Enhanced MEC Plan_Plan 1 Reneit Plan Adimiistrator, o
(\ Benefits Enroliment Form N{ewEm .

[J Rehire Rehire Date

Employes Ibiarmiation

Soclal Security Number

“414-3) - 3599
Address Clty e
82349 141" Ave NE Colum bing MN avnes
Gender ﬁle Marital Status ﬁ_smgle Date of Birth Dato of Hire
3 Female | [0 Married [J Divorced 06 /7.'-1 / 1994 op 7,;/,7
Phone Number: Emall Address: N - /
67’ ‘_'S—gl - B;g"’ vard Yrtag ‘31@ \/a"lob'wwl
Please Select Desired Coverage: e
Employee Only - Employee+Spouse - Employee+ChiId(ren) - E Family -
$24.00/Week $38.00/Week $36.00/Week $63.00/Week
i J oo Secuty# Birth l;m Sex T Relationship e
~ MI Last Name E ;n:;;g DSIEWDMD mdl’armgr
éncial Secuﬁly# ] Birth Date 80; | | Relaﬂon;hjp
O Mae [1Spouse [ Child
"1 Last Name [ Female [0 Domestic Partner
(Firet Nams — WL ~TastNams | g l'_jf;:;' . SPE“ p Cuild
NAME OF PERSON COVERED (FIRST, LAST):
EFF. DATE
EFF, DATE
EFF. DATE

Employea Acknowlsdgemant and Authorization - | hereby apply for the group hensfit{s) as indicated, | acknoivledge that all entries are true and complete and that
any misstatements or failure to report information may he used as the basis for cancellation of coverage for me and my dependent{s), if any, from the original
effective date. Further, ! authorize my employer to make the necessary payroll deduction of premiums for coverages | have elected,

IF ENROLLING - YOU MUST SIGN HERE

Employes Signature Date

EMPLOYEES DECLINING @ | am DECLINING coverage

! understand that | and/or my dependents, if any, waive any soverage and desire to participate in the plan at a later date. I'we may be considerad a Iate enrolles and
must meet the requiraments defined in the Certificate of Coverage for the company’s medical or dental plans. if | decline enrollment for myself or my dependents
(Including my Spouse) becauss of other coveraga, | may, in future be able to enroll myself or my dapendar:!s In this plan, provided | request enrollment within 31
days after the other coverage ends. In addition, ifa new dependent relationship forms as a result of marriage, birth, adoption, placement for adoption of parting suit
of adoption, | may be ahle to enroll myself or my dependent, provided | request enrollment within 31 days of the event.

IF DECLINING- YOU MUST SIGN HERE
Employee Signature D—;,{LJL_/ Date (& / 2S / 17 i
: 7 7

= v -
0 Employer Solutions Staffing Group Heaith Benefits Team
PO Box 468270 Minneapolis, MN 65344-0956
Phone: 852-767-9519 Fax: 852-767-8515
Email: HeaIth@employersoluﬂonsgroup.com




s sswvausutly acwical benents Plan 2

< VS| 219301-ESG-1 OFFICE USE ONLY LOCATION Rehire Date____ /== [ S
NROLLMENT FORM ESC CU(UNAC-MN) P1 v18.2
PRINT USING BLACK or 'Efﬁéiﬁ"ﬁ'iﬁii&'E:ﬁiﬁe}i"a;ii'"w' e
Name | Social Security # Home Phone Sex
D Yo MTA-3=89 | eS| Ss- ey S @E
Address | Apt. #
2239 (‘“44{ Ave NE ‘ |
City “State ' Zip ' Date of Birth
Cojumbins L NYWY | S§Stzy (06 /29 199¢

. /
B. DO YOU OR ANY OF YOUR DEPENDENTS RECEIVE MEDICARE BENEFITS? DYGSMNO If Yes, please continue

Medicare Health Insurance Claim Number {HICN) Medicare Effective Date

Narr_l—e of CO\;;red Person (s):
1. 2. i3

PayrolDaducted Wesly Rate
You MUST select a coverage level before any benefits in Section C. Your cove

rage 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

e T

Insurance Company. The Vision plan is underwritten by Companion Life Insurance Company. .
SELECT COVERAGE LEVEL Fmﬁ;&gﬂ“ﬂm DENTAL VISION TERMUFE | SHORETERM
Employee Only []|  s2028 |  seas o) s242 B[ s0s0 | s &
Employee +1 [ ] $41.10 $12.34 $4.92 $0.90
Employee + Family [ ] $54.88 $20.36 $6.56 $1.80
o otoAL Benefts [i] [ Ives [INo | Clves (o | [Cves L INo | [lves [ONo | Clves o <

"This coverage is not avaffable to residents of NH,“ Hl, or PR, 26T ISTs;c—)t available to persons who work in CA, H 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

o . 7 M ]| Spouse[_] Child ] Domeg_tic Partner
Name Social Security #  Date of Birth | Sex Relationship
b o . // __J M [ ]Spouse 1 Child l;l Domestic Partner
Name Social Security # ' Date of Birth = Sex Relationship
e Ui i i - [ 2 M ] Spouse[ ] Child[_] Domestic Partner
Name Social Security # f Date of Birth | Sex Relationship
. fo e o oifE 55 | Y . _i IE ] Spouse[ ] ChildJ:I Domestic Partner
E. REQUIRED SIGNATURE YOU MUST SIGN AND DATE, EVEN IF YOU DECLINE COVERAGE

I have read the benefit packet and understand its limitations. | understand that open enrollment is only available for
iag no benefit selection is a declinzition of ¢ verage.

This is an Essential StafCARE Enrollment Form.




