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SENSITIVE BUT UNCLASSIFIED

Case Verification Number: 2017202134415MR

Report Prepared: 07/21/2017

Company Information

T Cotipany 107 ATAET Company Neme: Emplayar Solutions Staffing Group

Employes Information

Last Name: yang First Name: kaboa

Date of Birth: 07/051888 Social Sacurity Numbar: *** ** §3g3

Hire Date: 07/21/2017 Cftizanship Statua: A citizen of the United States

Document Information

unanmnunmummnrmmmwau.s.mﬂouuymgm List C Document: Social Security Card

Document Name; Driver's license Document State: Minnesota

Driver's License or ID Card Number: Document Expiration Date; 07/05/2021

Cugze Btatus Information

Current Case Result: Employment Authortzed Employer Case ID;

Casa Submitted On: 07/21/2017 Cass Submitted By: SGLAGB32
SENSITIVE BUT UNCLASSIFIED

hitps://e-verify.uscis.gov/iweb/PrintCaseDetails.aspx?CaseVerNum=2017202134415MR mn



employer solutions staffing group.

Leveraging Resources in a Changing Market

7301 Ohms Lane Suite 405
Edina, MN 55439

Tel: 952.835.1288
www.esgstaffingsolutions.com

New Hire Application

Personal Data-- PLEASE PRINT LEGIBLY IN INK

Last Name

N&N &

First Name Fﬁ%@ &

Street Address _\2,"0 £ Lacjcan AVE N

City/State/Zip [ {1\ N ¢y po WS
Phone Number ({14 OU~ G20 Email Address F—M&’:)_\z Mﬂ@ Amra W gmn

Staffing Agency/Recruitment Partner

Middle Initial

Apt/Ste
Social Security Last Four XXX-XX- &2% 3

——

Are you legally authorized to work In the United States of America?

I authorize Employer Solutions Staffing Group (ESSG) to use the Information and
qualifications for employment. ! authorize ESSG to
regarding my previous duties, responsibilities, perfo

| understand that a comprehensive background check may
This may include but is not limited o, investigations of cri

VIYES [NO

Applicant Certification and Authorization

make Inquiries of my former e
mance, compensation and eliglbility for rehire.

min

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

| certify that all statements made in my application are true and accurate and that |

false or misleading Information. | understand that any material omisslon or misre
conslderation for employment or, if discovered after | begln employment, will res

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

KABOA YA\ e

Name (Print or type)

statements contained in this application to determine my
mployers, except as Indlcated In this application,

be conducted to dstermine my eliglbllity for hire by certaln clients of ESSG.
al and/or conviction records, driving records and/or a drug screen test as

decision o conduct a background check.
have not omitted any material Information or provided

presentation will result in my disqualification from
ult in my termination.

SNk AN ¥

plicant's SiénétuU U

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

ST
U

Date

For ESSG Office Use Only
DOH NHW 1-8 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 - Supermoms CMG

Rev. 05/2015



The exceptions don't a ply to supplemental es Nonwage income. if you have a large amount of
F 0 I‘m w-4 ( 2017) gmmmgltrln 81 .000,008. Y 5 e nomrfgge Income, e:gc a‘a:d lnt;o;rast or dlmv;dg'da,':o
Basic instructions. If you aren't exsmpt, complete conalder g estim 8! ng Form
Purpese. Complete Form W-4 so that your the Personal Allowanzgs Worksheet bslow, The 10:?1-158'owe i o;:lxg{. 'Edﬁg%':é mm
T your ey, B seCoect federal ncome RN Sl e adust your anmuiy ioome,soe Pu 535 5 B wet T e e
W-4 each earp:ga when your personal or financlal deductions, certain credits, adljtﬂmm to income, adjust your withholding on Form W-4 or W-4P,
situation ges, or two-samers/multiple Jobs situations, 'lw'.ideamam or multlpleﬂ!lgnba. if 1ang I}lava ath
Exemption from withholding. if you are exsmpt, Compligte all workshests that apply. However, you yorking spouss or more than one Job, figure the
complete anly lines 1, 2, 3, 4, and 7 and sign the may claim fewer (or zero) allowsnone, For mgularyo m‘}g’;‘a gﬂ‘r’: av"v%%?&sy?rg a’::,y i Bg ;g claim
form to validate it, Your exemption for 2017 expires wages, withholding must be based on allowances Wet. Your wlmgnldlng b wri'l‘l bo rnora!t "“m
Fel 15, 2018, See Pub, &05, Tax Withholding you claimed and may not be a flat amount or when all allowsnoes clalnhl'ed onthe Forranwwu i
L L] Tex, perventage of wages. for the highest paying job and zero sflowances are =
Note: ¥ another person can clalm you as a dependent Head of househoid. Generally, you can claim head = m.ma%!'m__sa,pm E
on his or her tax retum, ¥qu_=an't - of houssheld OITYOUr 18X ratum only If Nonresident allen, It you are a nonresident aller -
rwith H‘m:ur [ Income exceeds $1,050 you are unmaried and pay mora than 6096 of the Notice 1382, Su lem‘gltal Form W-4 Instructions for
and Includes mare than 8350 of uneamed Income (for costs of keeping UI:R & home for yourself and ggem Nonresident All PP Do leting this 1o
example, Interest and dividends), degend s?or er qualifying Individuals. ens, completing m.
Exceptions. An empl be able to claim ub, 501, Exemptions, Standard Deduction, and Check your withhalding. After your Form W-4 takes
exemption from withhiding eves & employes is Filing Information, for information. uss Pub, 505 10 s2e how the amount you are
S dopacr. e iy T e e a0 g b e s Yo b L,
* Is age 85 or older, withholding a,,ow"%n‘ge& Greditaorai r dopencert :xceed :130',000 (sum;f?)n;::s1em.ut:::m(:vna:madf)L.‘tu
* |8 biind, 0 care expenses and the ¢ ore e claimi uture developments, Information abovt re
2 Vavnl :lalm ra dj ents o Income; tax credits; o galniﬁ:s; ggﬁr?;gnrnlf{’xllowanm wm%::yet bslogvﬂ:‘ Fevlselo memm Form }N—4 (aucwh' "als:ny
ustm ; on el rwe osted
ftemized deductions, on his or her ax retum. mee into “m’u,d.,’,’";‘}gmg’ T ;gwww,/,s,ﬂl/m, RRIeeee 1 i

A Enter *1” for yourself if no one else can claimyou as a depende|

* You're single and have only one job; or

B Enter"”if; {

® Your wages from a second

than one job. (Entering “-0-*
Enter number of dependents
Enter “1” if you will file as head of household on your tax return
Enter *1” if you have at least $2,000 of child or dependent care

Mmoo

Child Tax Credit (including additional child

have two to four eligible chiidren or less “2"
» If your total income will be between $70,000

For accuracy, and Adjustments Worksheet on page 2.
complete all ® If you are single and have more than one
worksheets eamings from all jobs excesd

that apply. to avolid having too little tax withhe

® if neither of the above situations applies,

Personal Allowances Worksheet (Keep for your records.)

= You're married, have only one job, and your Spouse doesn't work; or

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

may help you avoid having too Hittle tax withheld) . ., | ;
{other than your spouse or yourself) you will claim on your tax return . o o o
(see conditions under Head of household above)

expenses for which you plan to claim a credit
(Note: Do not include child support payments. See Pub. 503, Child and Dependent Care Expenses,

iob or are married and you and
$5'?, 220 ($20,000 i married), see the Two-Eamers/Multiple Jobs Worksheet on page 2

A

|

and have efther a working spouse or more

i il

TMOO

for details.)

1ax 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

if you have five or more eligible children,

and $84,000 ($100,000 and $119,000 if married),
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 ftemize or claim adjustments to Income and want to reduce your withhoiding, see the Deductions

enter “1” for each eligible chlid. G

your spouse both work and the combined

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 tap part for your records.

Employee’s Withholding Allowance Certificate

OMB No. 1545-0074

Form W"4

» Whether you are entitied to claim a certaln number of

Department of the allowances or exemption from withholding is 2 @ 1 7
Internal Ravenus Service subjeot to review by the IRS. Your employer may be required to send a capy of this form to the IRS.
1 Your first name and middie infial Last name 2 Your soclal security number
kaBO A NANE 41— 3\~ 923

Home address (number and strest or rural routs)

1228 locen Ave N

e}
Note: If mamied, but legally separated, or spouse is a nonresident aflen, check the “Single® box.

Single [ Married [] Married, but withhold at higher Single rate,

City or towr; stats, and ZIP code

4 [f your last name differs from that shown on your soclal security card,

Min MQ_@\[;; DYV gs—q | l check here. You must call 1-800-772-1213 for a replacement card. P[]
&  Total number of allowances you are claiming (from line H above or from the applicable worksheet on page 2) 5 |
6  Additional amount, if any, you want withheld from each paycheck O o R T 6%
7 Iclaim exemption from withholding for 2017, and | certify that | meset both of the following conditions for exemption. e
* Last year | had a right to a refund of all federal Income tax withheld because | had no tax liabliity, and
* This year | expect a refund of all federal Income tax withheld because | expect to have no tax liabllity.
If you meet both conditions, write “Exempt” here . SRS S k|
Under penalties of perjury, | declare that 1 havF amined this certificate and, to the best of my knowledge and bellef, it is true, correct, and complete.
Employee’s signature

(This form is not valld uniess you sign it.) yé

Dae> O7-2\-1%

8 Employer's name and address (Emplo%r'. 3 Compiete lin

and 10 only if sendln&@t@ IRS.)

9 Office code (optional) | 10 Employer identification number (EIN)

For Privacy Act and Paperwork Reduction Act Notice, see page 2,

Cat. No. 10220Q Form W-4 2017



Employment Eligibility Verification USCIS

Department of Homeland Security OME ;:TJ;%O -
U.S. Citizenship and Immigration Services Expires 08/31/2019

PSTART HERE: Read Instructions carefully before completing this form. The Instructions must be avallable, either In paper or electronically,
during completion of this form. Employers are liable for errors in the completion of this form.

ANTI-DISCRIMINATION NOTICE: It Is illegal to discriminate against work-authorized individuals. Employers CANNOT specify which
document(s) an employee may present to establish employment authorization and identity. The refusal to hire or continue to employ

an individual because the dgaﬂentaﬁog presented has a future expiration date may also constitute illegal discrimination,
Section 1, Employee Information and Aisatation @mpiopess musl campiete ard sign Seaion 1 o7 Form -6 né later
than the first day of employmeny, but riat befors gabepting g ob offer ) i _ o
Last Name {Famlly Name) First Name (Given Name) Middie Initial Other Last Names Used (i any)
YAN & eABOA
Address (Street Number and Name) Apt. Number | City or Town State ZIP Code
e Losvoun ve N Minnec—pc s Mo | S5U L
Date of Birth fmm/ddyyy) |U.S. Social Security Number Employee's E-mail Address Employee’s Telephone Number
02-o5 - et [[MIM] B ] - Bld]| atocoysig 1UCsmaie, tol2-uou-g 200

| 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.

| atgs-t, under penaity of perjury, that | am (check one of the following boxes):
[ 1. A cltizen of the United States

[[] 2. A noncitizen national of the United States (See Instructions)

|:| 3. A lawful permanent resident  (Alien Registration Number/USCIS Number):

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

Allens authorized fo work must provide only one of the following document numbers to complete Form I-9: D,ﬁ':tcvﬁ%:',f-?ﬁ:g;m
An Allen Registration Number/USCIS Number OR Form 1-94 Admission Number OR Foreign Passport Number.

1. Alien Registration Number/USCIS Number:
OR

2. Form 1-94 Admission Number:
OR

3. Forelgn Passport Number:

Country of Issuance:

Sign Emplo Today's Dﬁfqnﬂ/d%/y(y-yl \>

[Fegparer ane ator Cerfifibatian{aheck one):
1 ¢lid nat use @ breparer by trans|ator. [T A preparer(s) andlor translator(s) assisted the gnigloyes in complefing Sestion 1.
(Flelgss helow must b gompited and signed when preparers andor transiators bssist an emplayes in gampieliny Baation 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 Transiator 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 Campleie& Next Page @

Form I-9 11/14/2016 N



Employment Eligibility Verification USCIS

Department of Homeland Security Form I-9
U.S. Citizenship and Immigration Services OMB No. 1615-0047

Bxpires 08/31/2019

 Employer oF Althorizad Rapresent VerToatlon ;
(Empioyars dr their autfiorfaed rapresentative must campiets ard sign Beation 8 within 8 isiness days of the employea's first d of emplayment. Yoy
mmfm&wexammm“&mmmmuuAonaaommma!mdaewwmm?mmqgamdnémémhmw, as Hgted on the "Libts

A4

Employee Info from Section 1 Las\{lame (Family Name) Flj Eme (ilven Name) M.l | Citizenship/immigration Status

ListA OR List B AND ListC
Identity and Employment Authorization Identity Employment Authorization

Document Title mme Title \I) L g Dt%entgl‘ljﬂeC
Issuing Authority I@ Auathclléye = (_\ W\ N IssgA&ﬂ;&\
Document Number ?wnqn%lu@er L D% ‘[&l %} a Docqen’ m&s?)\ -, g?)q 5

Expiration Date (f any)(mm/dd/yyyy) Explration Date {Ifany){mm/dd/]ryyys Explr(leDaT {Ifﬁy)(mm/dd/yyyy)
\

L O1-05-2.02

Document Title

Issuing Authority . Additional Information e

Document Number

Expiration Date (if any)(mm/ddsyyyy) _

Document Title

issuing Authority

Document Number

Expiration Date (i any)(mm/dd/yyy)

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

mployee‘s first day of employment (mm/dd/yyyy): &7. 2\ - 20 l3’ (See instructions for exemptions)

ol —

sentative Today's Date(mm/dd/yyyy) Title ployer or Authorized Representative

kcﬁ\ O7-31- 31 < e e e 7

2epresentative ( First Nam> of Empioyer or Authorized Representative Employer's Business or Organization Name

. cL EMPLOYER SOLUTIONS STAFFING GROUP LLC
' Employer's Business or Organizgtion Address (Street Number and Name) | City or Town State ZIP Code
7301 OHMS LANE SlﬁEE 408 EDINA MN 55439
Section §. Raverifigation and Rehires (7o he dompleted and signed by emplayer f authorized repregentative.)
A. New Name (i applicablé) ; B. Date of Rehire (if applicable)
Last Name (Family Name) First Name (Given Name) Middle initial Date (mm/dd/yyyy)

@, T ihe employee's previous grant oF ertiploymenl duthonizafion has explred, provids the IRformation for the dooumant or receipt thal esiabllshes
continuing employment autharization in the space provided below.

Document Title Document Number Expiration Date (if any) (mm/ddfyyy)

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

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

Form1-9 11/14/2016 N
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EMERGENCY CONTACT INFORMATION

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

Employee Name: A0 & YAN 6
Address: (%28 logyan Ave N mMeLs  mes sy
Home Phone: _(g | T.— Yl @30

; ' 'EMERGENCY CONTAGTS |
Pleasg list two peaple (It ptlotity order) wha gould be catitdeted In case of an emergency
Contact #1 Home Phone: (g (2.- 2 -qes Y

Name: &n-&l \l‘“\j Cell Phone:

Relationship: YY"\ <\ Work Phone: Q) 2 ~ &\ - (D8
Contact #2 Home Phone: Y

Name: MQi \je,\r \[-cu\ej CellPhone:CQ 12— 43— L‘\\&

Relationship: (\ s x4 ' 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.

Leveraging Resources in a Changing Market
Wage Payment Method Authorization (Minnesota)
Employees have the option of receiving wages by Direct Deposit and/or Payroll Debit Card,

If you do not provide a written election, wages will be paid by paper Check.
SEGEONTT BASIEINEORN A LGN

SSN# (last 4 digit) Effective Date

S LGRS NVREIL] IO

;'.'4 Direct Deposit (Please complete Sections 3 and 5 beiow)
[ | Payroll Debit Card (Please complete Sections 4 and 5 below)

SECTEION S DIREGT DEPOSTH
(\. [J Update Bank Account T understand and acknowledge that if I do not provide a

[ Bank Name: voided check with this direct deposit form, I am
N W EW. S Fﬁr?— (& e) responsible for any delays in payroli or extra costs

N Routin ; ; o e
g# oq\ Gooo 19 incurred if the account number that I provide is incorrect.
Account#

omE 20 3D 410 nitial YN Date &7 -2\ -1
Account Type: Checking [] Savings [ Other
To help us avoid making an error, 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 perinds.
SECHIONTRANROLT DEBET CYRD (G WBNLGASTHTEARD)

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

verify your identity.
Except for the routing and account number, ESSG does not have access to an:

y 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 M. Last Name Date of Birth
Street Address (Po 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 Payroil Debit Card,
disclosures that are included or made available to me from time to time from the financial institution. I
1l Debit Card account for the fees described in the fie schedule that is part of the program terms,

1 am agreeing to the program terms, conditions, and
authorize the financial institution to debit my Payrol
conditions, and disclosures.

Employee’s Sign Date: & 1-2\ 1

SECEHION S NEREHORTZN ELON
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.

Emaik Eop bog. Nong 19 @ AMA{| . com

this information will only be used to send your paystubs electronically

Bl Qs h\/‘{-\ Date: 07“'2,\—"!}
mployee's Signature — \- N

‘ / AN




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 Financlal 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: \<ABC A NYAN) &
i First Middle (O Last
none)
Other names used:
Current county of residence:

Current and former addresses:

Jon = 20\, current \2S Legon AV N Minneepciis, M ssYy
from Mo/Yr to Mo/Yr Street ' City, State & Zip

Ppr=-2008  Jon-201Y4 214 \rViney Ave N @S i ssi12

from Mo/Yr to Mo/Yr Street City, State & Zip

Apr-tto® VSIS  Verwillion neumn Lavke , Mgy

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.

0- OF - \ QG MK -3 - gaa)
Date of birth Social security number
RAsSs\ogq 2132 ABuA NYANG
Driver’s license number & state Name as it appears 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: 1.

h/‘\(’_‘ o7-2\- 11

Signature UT Q Date



employer solutions staffing group.

Leveraging Resources in a Changing Market

STATEMENT OF CONFIDENTIALITY

This agreement made this Z‘ ‘ day of
Employer Solutions Staffing Group LLC, hereinaft
and _£aBos YANG hereafter referred to{as *e

, 20171, between
ed to as “employer”,
loyee”.

WITNESSETH:

For the duration of my employment and after resignation or termination of
this employment with employer, for any reason whatsoever, the employee shall
not use or disclose to any other person or company, and confidential or
proprietary information or know-how related to the business of the employer.

In view of the difficulty of determining the amount of damages which may
result to the employer from a violation of any of the provisions hereof, the
employee agrees to pay to the employer the sum of $10,000 as liguidated
damages for every such violation; provided, however, that the payment of such
amount as liquidated damages shall not be construed as a release or waiver by
the employer of the right to prevent any such violation in equity or otherwise.




- employer solutions staffing group.

Leveraging Resources in a Changing Market

mportant/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), 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 ACUERDAl
Name/Nombre (con letra de molde): F&-W»OA/ ~HaN6

Signature/Firma: M
: -/ U




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.

your physical condition.

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

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

v
Printed Name: FABCA “YAN®




- 8850 Pre-Screening Notice and Certification Request for
AL Ll the Work Opportunity Credit OMB No. 1545-1500

ﬁsm' al ﬂ:rmes;m : P information about Form 8850 and its separate instructions is at www.irs.gov/form8850,

Job applicant: Fill in the lines below and check any boxes that apply. Complete only this side.
Yourname [&=ADEA YAN & Soclal security number > L4YU—3 ) - B3

Street address where youlive V7.8 ch‘cg_,\’\ Ave ©N

Cly or town, state, and ZIP code Y\ A\NNeepo\tS |, MY

County 34 ENYN EP\N Telephone number (g 1L —UC —8
RnER 5;7—»05‘~ (S L ==
If you are under age 40, enter your date of birth (month, day, year)

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

2 [ Check here if any of the following statements apply to you.
* | am a member of a famlly that has received assistance from Temporary Assistance for Needy Families (T. ANF) for any 9
months during the past 18 months.
* lam a veteran and a member of a family that received Supplemental Nutritlon Assistance Program (SNAP) benefits (food
stamps) for at least a 3-month period during the past 16 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 oider and | am a member of a family that:
a. Received SNAP benefits (food stamps) for the past 8 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.

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

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

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

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

5 [1 Check here if you are a veteran entitied 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 [J Check here if you are a member of a family that:
¢ Received TANF payments for at least the past 18 months; or
* Received TANF payments for any 18 months beginning after August 5, 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 federal or state law limited the maximum time
those payments couid be made.

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

Signature—All Applicants Must Sign

Under penalties of perjury, | declare that | gave the above Information to the employer on or before the day | was offered a job, and it Is, to the best.of my knowledgs, true,
correct, and complete.

Job applicant's signature > / Date &7 U\~ 79—'

For Privacy Act and Paperwork Réduction Act ‘@c_e—,s)oeﬂage 2. wo. 22851L Form 8850 (Rev. 3-2016)




.

Form A (rev. 01/2016) TAX CREDIT QUESTIONNAIRE

IShecialatshiniTaz Cradit Administiation
EMPLOYER SECTION: ' ; ' " '

Client: Company:

Employer Solutions Group

Location: Position: Starting Wage: $
EMPLOYEE SECTION:

Employee Name: Street Address: City/State: Zip
Fanon e 1228 meis  pany IS
| SS#: \ Date of Birth: Age: Have you worked for | If yes, location:

49~ ez | 91/CE S|y, | tiscompuny bt
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 August 5, 1997? (Ifyes, please provide information below.)
Name of the person receiving benefits: Relationship to you:
City: County: State:

Have you or has anyone living with you received Food Stamps (SNAP) at any time during the past 15 months?
(If yes, please provide information below.)

Name of the person receiving benefits; Relationship to you:

: City: County: State:

Have you received Supplemental Security Income (SSI) at any time within the past 3 months?
Please note, this is not the same as Social Security benefits (SS) or Social Security Disability (SSDI) benefits.
*If you checked yes please provide a copy of your 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:
[] Vocational Rehabilitation Agency DyDept. of Veterans Affairs [_] Employment Netwark (Ticket to Work Program)

Name of Agency: Phone #:

_Cny: County: State:

*If you checked yes please provide a copy of yaur active Individual Work Plan and Ticket to Work documentation,

Are you a Veteran of the U.S. Military? *If yes, please provide a copy of your DD-214 and letter of separation.
(If'yes, please provide information below. Ifno, 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

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, dates received unemployment compensation - From: / / To: / /

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 this a [_] Federal or D State conviction? If State - County: State:

[ S S R 3 (]

O d O|-

Additiopal 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? I:] Do you receive CalWorks? I:I Workforce Investment Act?

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

|

PLEASE READ, SIGN, AND DATE:

Under 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), o} the Department of Labor.

New Employee Signature

Date: 07' 2"‘\7—

R U




Qualified Long-Term Unemployment Recipient

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

Client: C B
Em;llloyer Solutions Group Cf;::gw(& Meanoeerent Greup
L&%&\Ns ) f%am\em-«\s G ?g.#ﬁq—aa\ 2323

EMPLOYEE:

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

| I'have been unemployed at any time during the last 12 months.

If applicable, dates of unemployment - From; To:
From: / / To; / /
From: — — 7 Tor 7 7

O I received 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.

Employee Signatu Y Date:
mployee Signa re[k——W aé’?-——l\-—\?—

RetroTax®
3730 Washington Blvd.
Indianapolis, IN 46205

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

www.retrotax-aci.com



: ~ employer solutions staffing group.

Leveraging Resources in a Changing Market

Notification of Minnesota Law Requirement —
Unemployment Acknowledgement

According to Minnesota Statute section 268.095, subdivision 2, paragraph (d), an
applicant who, within five calendar days after completion of a suitable

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

It is your responsibility to contact ESSG (for instance, by calling 952.277.5227 or
using any other form of contact) for additional assignments. If you fail to do so, it
may affect your unemployment benefits.

I understand by signing this form that | am responsible to contact ESSG within 5
calendar days once an assignment ends. | also acknowledge that | have received
a separate copy of this form. 1&‘ (Initial) :

m | C)-@1— \¥>
E ploye@r ¢ U Date:

caldd NAVE

Employee (please print your name here)

CMG_SM - Rev. 09.2013



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. 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.

EADOR Y ANG

Individual's Name

092 \-\F
Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



- employer solutions staffing group o

Leveraging Recowve: in a Changing Maker e ﬂ'l’ﬁ.

Enhanced MEC Pla;:l;l;n 1 el Ao,

Benefits Enroliment Form ll’( New Empio

Employeciinformation

ee_ [1 Rehire Rehire Date

Name (First and Last) Soclal Security Number
SO Neng UL B\ — 2235 )
Address City State ZipCods
»2e \legan Aave oo nPLS (g ¥ N cS |
Gender LI male | Marital smmsﬁ'smgle Date of Birth Date of Hire
Female | O Mamied 1 pivorced |  (3)-C8 -\OA\
|Phone Number: Email Address:
e (Y—od - S200 Folooe— Yol & 10 amanl caarm
Please Select Desired Coverage:
Employee Only - Employee+Spouse - Employee+Child(ren) - Family -
$24.00/Week $38.00/Week $36.00/Week $63.00/Week
Soclal Securty # Bln;l Date | Sex Relationship
1 Mate OSponse [J cChild
= Wk AT [ Femate O Domestic Partner
Social Security # Birth Date | Sex Relationship
Male [JSpouse [] Child
| Flrst Name ~ M LastName E Female [0 Domestic Partner
Social Security # Birth Date | Sex ' Rt;.lationship
O Mal Child
Fifst Name ML TastName E . m| Spge . 0
O o) 0 0
NAME OF PERSON COVERED (FIRST, LAST):
EFF. DATE
EFF. DATE
EFF. DATE
Employee Acknowledgement and Autharization - | herehy apply for the group henefit(s) as Indicated. | acknowledge that all entries are true and complete and that
any misstatements or fallure to report information may be used as the basls for cancallation of soverage 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 electad.
IF ENROLLING - YOU MUST SIGN HERE
Employee Signature ~ / Date
EMPLOYEES DECLINING | am DECLINING coverage
1 understand that | and/or my depejfd , If any, walve any coverage and desire to participate In the plan at a later date. l/we may be considered a late enrollee and
must meet the requirements defigd in the Certificate of Coverage for the company's medical or dental plans, If | decline enroliment for myself or my dependents
(including my spouse) becau other coverage, | may, In future be able to enroll myseif or my depend In this plan, provided I request enroliment within 31
days after the other coverage ends. In addition, if a new dependant relationship forms as a result of marriage, birth, adoption, placement for adoption of parting suit
of adoption, | may he able to enroll myself or my dependent, provided | request enroliment within 31 days of the event.
IF DECLINI
Employee Signature Date C)~2\ ~—| I}

lutions Staffing GroWneﬁts Team
7301 Ohms Lane S
Edina, MN 55439
Phone: 952-767-8519 Fax: 852-767-0515

Emaii: Health@employersolutionsgroup.com



Fixed Indemnity Medical Benefits_Plan 2

VS| 219301-ESG-1  |OFFICE USE ONLY LOCATION RehireDate___/__/__ _ __
ENROLLMENT FORM ESC CU[UNAC-MN) P1 v18.2
PRINT USING BLACK or BLUE INK (Must Be Filled Out)

Name Social Security # Home Phone Sex IEIE/

a8oA A6 9 -3l 8353 [ ren-aeay
Address . Apt. #
{e?: 28 \omcn Ave. N
Cty 1 State | Zip  Date of Birth
M\ _po\is INAS LS Ul C7/CST QA

B. DO YOU OR ANY: OF YOUR DEPENDENTS RECEIVE MEDICARE BENEFITS?

DYes |:| No. If Yes, please continue.

Medicare Health Insurance Claim Number (HICN) Medicare Effective Date
—Name of Covered Person (s): =y - =
1. 2. 3
C. LIMITED BENEFEITS PLAN SELEGTION Payroll Deducted Weekly Rates

You MUST select a coverage level before any

benefits in Section C. Your coverage level for
identical. The Fixed Indemnity Medical Plan,

Dental Plan, Term Life Plan, and Short-Term Dis

Insurance Company. The Vision plan is underwritten by Companion Life Insurance Company.
SELECT COVERAGE LEVEL ' c 0 INDEMNITY | poray VISION TERM LIFE
 Employesonly [ ]| s20.25 B  sewr B s2aa B s0s0 &3
Employee +1 [ ] $41.10 $12.34 $4.92 $0.90
Employee + Family [ ] $54.88 $20.36 $6.56 £1.80
__Notw ALL Benefits H |:|Yes I:] No |:| Yes |:| No | DYes I:l No |:|Yes |:| No

the all benefits in Section C will be
ability plans are underwritten by BCS

SHORT-TERM
DISABILITY i

$4.20

I:IYes D No

'This coverage is not avayéble to residents of NH, HI, or PR. 2STD is not available to persons who work in CA, H

I, NJ, NY, or RL.

For Term Life / Accidental Death & Dismemberment,
~ Dismemberment is part of the Term Life Benefit.

Name Relationship

please write in your beneficiary information. Accidental Death &

D. REQUIRED DEPENDENT INFORMATION

Name  Social Security # | Date of Birth l Sex ' Relationship

C .. GNP | oo L IMI[E] [Ispouse ] child [ Domestic Partner
Name Social Security # Date of Birth | Sex Relationship

L i / E @ ‘ []Spouse ] Child [ 1 Domestic Partner
Name 7 Social Security # | Dute of Btk TS Relationship

e 10 | IMITF] {[]spouss [Jchid[]pomestic Partner
Name 'Sodial Security # Date of Bi i Sex | Relationship

!/

[MI[E]  [spouse [ chitd [] pomestic 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

a limited time and | understand that making no benefit selection is a declination of coverage. _

pate O0/2 geo 1

. P>SIGNATURE A

This is an Essential StaffCARE Enrollment Form.



