7301 Ohms Lane Suite 405

employer solutions staffing group. Eding, MN 55439

Q Leveraging Resources in a Changing Market Tel: 952.835.1288 o Fax: 952.835.1255
www.esgstaffingsolutions.com

New Hire Application
Personal Data— PLEASE PRINT LEGIBLY IN INK

Last Name _Oolnil First Name M’M Middle Initial_—

Street Address_3ib _ Pllaram Rue APl #s AptiSte
cityistatezip_Sant  foud Jock i sson
Phone Number _5\2- S 38 -<USTF Email Address - @ -

Staffing Agency/Recruitment Pariner

All offers of employment are conditional upon satisfacto of of identity and legal abliity to work in the L.S.A.

Are you legally authorized to work in the United States of America? FIYES [JNO

Applicant Certification and Authorization
| authorize Employer Solutions Staffing Group (ESSG) to use the Information and statements contained in this application to determine my
qualifications for employment. | authorize ESSG to make inquiries of my former employers, except as indicated in this application,
regarding my previous duties, responsibilities, performance, compensation and eligibllity for rehire.
1 understand that a comprehensive background check may be conducted to determine my eligibllity for hire by certain cllents of ESSG.
This may Include but is not limited to, investigations of criminal and/or conviction records, driving records and/or a drug screen test as
required by cllents, government regulations or by ESSG pollcies.
| release ESSG and other persons or entities from any clalms that might be based on ESSG's declslon to conduct a background check.
| certify that all statements made in my application are true and accurate and that | have not omitted any material information or provided
false or misleading information. | understand that any material omission or misrepresentation will result In my disqualification from
conslderation for employment or, if discovered after | begin employment, will result in my termination.

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

YoteShuwas el T oauflome” Mosfod 02 -0S-25

Name (Print or type) Applicant's Signature Date

A copy or facsimlle ("fax") will be consldered the same as an original signature. Email will ONLY be used for employment correspondence

For ESSG Office Use Only
DOH NHW 19 8850 w4
Emergency Contactinfo | Background Release Form Background Results Unemployment Letter ESC Application
{If applicable)
For ESSG Client Use
DOH ROP Work Site Loc. WC Code

BSSG - Supermoms Rev. 11/2013



Form W-4 (2015)

Purpose, Complete Form W-4 so that your em
oa“t:‘p withhold ihg correct federal Inoomeyotax ﬁugc;yoe‘:r

Consider completing a new Form W-4 each

g% when your personal or financial siluaﬂon chax;g.

Exem)
complete o
to

and
Note. If another person can claim

lon from withholding. if

lines 1, 2, 8, 4, an 7andsiﬁasmaform
t. Your exemption for 201
16,29136.SeePub 505.Taanmwldlng

u as a dependent

on his or her tax rau.Im. ﬁu exemption

fram withholdini
Includes more

come exceeds $1 ,050 and
of uneamed income (for

example, Interest and dlvldends)

m from withhold

ns. An empl be able to claim
p"ﬁeevmg If the employee isa

dependent, if the empl oyae.
o |s age 85 or oider,

® |3 blind, or

* Will claim adjustments to iIncome; tax oradits; or
itemized deductions, on his or her tex retum.

The excaptions do not apply to lemental es
greatertl'agtrll$1.ooo,0 i e

Basio Instruotions, if you are not exermpt, com leta
the Personal Allowances Worksheet below.
workshegts on pags 2 further adjust your
withholding allowances based on temized
deductions, certaln credits, ustmems to Income,
or two-samers/multipie jobs ons.

Complete all workshests that apply. However, you
mayclahnfewar(orzaro allowanoes. For regular
wages, withholding must be based on allowances
you olalmed and may not be a flat amount or
eroamago of wages.
Head of household. Generally, you can ciaim head
of household fillng stetus on your tax return only if
you are unmarried and pay more than 50% of
costs of kee| lng;gahomeforyourselfand ur
dﬁganden&m or Indlviduals.
Pub. 501, ptions, dard Deduction, and
Filing Information, for information.

Tax credits. You can take projected tax credits into account
in your allowshble er of withholding allowances.
for child or dapsmiant care expenses and the child
may be claimed using the Personal Allowances
Worlmhm below. See Pub. 605 for Information on
converting your other credits into withholding allowances.

Nonwage income. If you have a large amount of
nonwage lnoome. su as Interest or dividends,
consider makin, using Form

1040-E8, l'sﬂnmd ‘l‘ax for lndﬁgl.ala. Otherwise, you
may owe additional tex. If you have pension or annuity
lrwome.nePub.EOBtoﬁndomanumouldad]ust
your withholding on Form W-4 or

Noeamsrsormulﬂp obs. if you have a
uso or more one job, fi urethca‘

for the hlghest wlng Jjoband zero allowances
claimed an the others. Ses Pub. 605 for detalla.

Nonresident alien. if you are a nonreddent allen,
see Notice 1382, Supplemental Form W
Instructions for Nonresident Allens, before
completing this form.

Check your withholding. After your Form W-4 takes
effect, use Pub, 605 to sea how the amount ouara

having withheld oom to your?f jectad
for 156, See Pub. ﬁ""" eamlngs
exceed $130,000 (Slngfe) or $180

Future developments, Information about any future
developments Mng Form W-4 (such as legisiation
enacted after we release if) will be posted at www.ira.gov/wd.

A

mmo

Personal Allowances Worksheet (Keep for your records.)

Enter "1” for yourself if no one else can claim you as a dependent .

Enter “1” if: {

¢ You are single and have only one job; or
» You are married, have only one job, and your spouse does not work; or
» 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 avoid having too little tax withheld.) .

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

A

-

mTmMmoOUoO

(Note. Do not inciude child support payments. See Pub. 6§03, Child and Dependent Care Expenses, for detalils.)

Child Tax Credit (including additional chlid tax credit). See Pub. 972, Child Tax Credit, for more information.

» If your total Income will be less than $65,000 ($100,000 if married), enter “2* for each eliglble child; then less *1” if you
have two to four eligible children or less “2° if you have five or more eliglble chlidren.
» if your total income will be between $85,000 and $84,000 ($100,000 and $118,000 if married), enter “1” for each eligblechid. . . G

Add lines A through G and enter total here. (Note. This may be different from the number of exemptions you ciaim on your tex retum.) » H

¢ [f you plan to itemize or claim adjustments to income and want to reduce your withholding, see the Deductions

ouse both work and the combined

For accuracy, and Adjustments Workshest on page 2.

complete all u are single and have more than one job or are married and you and your

worksheets gs from I{ul exceed $50,000 ($20,000 if married), see the Two-Earners/Multiple Jobs Worksheet on page 2 to
that apply. avold having too littls 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.

Form w-4

Dspartment of the Treasury
Intemal Revenue Service

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

Employee's Withholding Allowance Certificate

P Whether you are entitied to olalm a certaln number of allowances or exemption from withhoiding Is
subject to review by the IRS. Your empioyer may be required to send a copy of this form to the IRS.

OMB No. 1645-0074

2018

1 Your first name and middle Initial
S\A-v o K

RaloaT

2 Your soclal security number

Y7 3-55~-€2S0

~  Home address (number and street or rural route)

31 Pl ave AR B

8 '] single Married [ ] Married, but withhold at higher Single rate.
Note, if manied, but legally separated, or spouse Is a nonresident allen, check the “Single” box.

Clty or town, state, and ZIP code
Seaint pw‘

Pk v tco3y

4 I your last name differs from that shown on your soclal security card,
chack here. You must call 1-800-772~1213 for a replacement card. P> D

5 Total number of allowances you are clalming (from line H above or from the appiicable worksheet on page 2) 5

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

7 |ciaim exemption from withholding for 2015, and | certify that | meet both of the followlng oondltlons for exemptlon
e | ast year | had a right to a refund of all federal income tax withheid because | had no tax liabliity, and
» This year | expect a refund of all federal income tax withheid because | expect to have no tax liabllity.

if you meet both conditions, write “Exempt” here .

Z

8 |$

>l7]

Under penalties of perjury, | declare that | have examined this certificate and to the best of my knowledge and bellef, it Is true, correct, and complste.

Employee’s signature
(This form Is not valid unless you sign it.) » L

Yourllova - Lelvald™

Date» H2-035-18

8 Employer’s name and address (Employer: Complets lines 8 and 10 only if sending to the 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 (2015)



Employment Eligibility Verification USCIS

3 Form I-9
Department of Homeland Security OMB No. 1615-0047

VD 5 U.S. Citizenship and Immigration Services Expires 03/31/2016
e = o e e e ]
e
PSTART HERE. Read instructions carefully before completing this form. The instructions must be avallable during completion of this form.
ANTI-DISCRIMINATION NOTICE: It Is lllegal o discrimInate against work-authorized individuals. Employers CANNOT specify which

document(s) they will accept from an employese. The refusal to hire an Individual because the documentation presented has a future
explration date may also constitute lllegal discrimination.

Section 1. Employee Information and Attestation (Employees must complete and sign Section 1 of Form 1-9 no later
than the first day of employment. but not before accepting a job offer.)

i Last Name (Family Name) First Name (Given Name) Middie Inftial |Other Names Used (i any) J

&;\V eu‘:' WA~ era— i ot

Address (Street Number and Name) i Apt. Number | City or Town State Zip Code
2b Rllvaon~ puve s saint Pl Paric | mw €S 0% |
Date of Birth (mm/dd/yyyy) |U.S. Soclal Security Number | E-mall Address Telephone Number
g2-y-19% |4 FyHeskbise]| % 6\2- S79-8ys32

1am aware that federal law provides for Imprisonment and/or fines for false statements or use of false documents in
connection with the completion of this form.

| attest, under penalty of perjury, that | am (check one of the following):

[C] A citizen of the United States

[] A noncitizen national of the United States (See instructions)
A lawful permanent resident (Allen Registration Number/USCIS Number): obt- 3153 5% ]

] An allen authorized to work until (expiration date, if applicable, mmidd/yyyy) . Some aliens may write "N/A" in this field.
(See instructions) i

For aliens authorized to work, provide your Alilen Registration Number/USCIS Number OR Form I-94 Admission Number:

1. Alien Registration Number/USCIS Number:
OR : 3-D Barcode
Do Not Write In This Space

2, Form 1-94 Admisslon Number:

If you'obtalned your admlssion number from CBP in connection with your arrival in the United
States, Include the following:

Foreign Passport Number:

Country of Issuance:
Some aliens may write "N/A" on the Foreign Passport Number and Country of Issuance fields. (See Instructions)

Signature of Employee: HQMWM K e /,.‘J:r : Date (mm/Addyyyy): op -0%-1§
Preparer and/or Translator Certification (To be completed and signed if Section 1 is prepared by a person other than the
employee.)

| attest, under penalty of perjury, that | have assisted in the completion of this form and that to the best of my knowledge the
information is true and correct.

Signature of Preparer or Translator: Date (mm/ddiyyyy):
Last Name (Family Name) First Name (Given Name)
Address (Street Number and Name) City or Town State Zip Code

@ Employer Completes Next Page @

Form I-9 03/08/13 N



ﬂ Employer Coﬂletes This Page 2

Section 2. Employer or Authorlzed Representative Review and Verification

{Employers or their authorized representative must complete and sign Section 2 within 3 business days of the employee's first day of employment. You

must physically examine one document from List A OR examine a combination of one document from List B and one document from List C as listed on

the "Lists of Acoeptable Documents” on the next page of this form. For each document you review, record the following Information: dosument title,

Issuing authority, dosument number, and expiration date, if any.)

Employee Last Name, First Name and Middle Initial from Section 1:

List A OR List B AND ListC
ldeutltignd Employment Authorization S - Identity Employment Authorization
ment Title: ment Titie: ~ Document Title:
IM Res vk cc
ltas cl:lithgﬂy‘ |1ssuing Authority: Issuing Authority:
nt Number: Document Number: Document Number:
AT 1T
Expiraﬁonl Dplate (if any)(mm/ddfyyyy): Expiration Date (if any)(mm/dd/yyyy): Expiration Date (i any)(mm/dd/yyyy):
!f -~ - ©
Document Title:
Issulng Authority:
Document Number:
Expiration Date (if any)(mm/dd/yyyy):
3-D Barcode

Document Title: Do Not Write In This Space
Issuing Authority:
Document Number:
Explration Date (i any)(mm/dd/yyyy):
Certification

| attest, under penaity 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.

The employee's first day of employment (mm/dd/yyyy): ___ 2.~ 'f c [ S (See instructions for exemptions.)

Sign Authorized Representative Date (mm/dd/yyyy) Title of Employer or Authorized Representative
2-4-(5 e 4— P&.
st Name (Family Nar'ne) First Name (Given Name) Empioyer's Business or Organization Name
S e EMPLOYER SOLUTIONS STAFFING GROUP LLC
Employer's Business or Organization Address (Street Num nd Name) | City or Town State Zip Code
7301 OHMS LANE SUITE 405 EDINA MN 55439

Bection 3. Reverlfication and Rehires (7o be completed and signed by employer or authorized representative.)
A. New Name (if applicable) Last Name (Family Name) First Name (Given Name) Middle Initial | B. Date of Rehire (i applicabls) (mm/dd/Aryyy):

C. If employee's previous grant of employment authorization has expired, provide the information for the document from List A or List C the employee
presented that establishes current employment authorization In the space provided below,

Document Title: Document Number: Explration Date (if any){mm/dd/yyyy):

1 attest, under penalty of perjury, that to the best of my knowledge, this employee 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 Empioyer or Authorized Representative: Date (mm/ddiyyyy): Print Name of Employer or Authorized Representative:

FormI-9 03/08/13 N
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employer solutions staffing group.
0 Leveraging Resources in a Changing Market

Direct Deposit/Payroll Debit Card Authorization
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
IO RN RGN

S @il

Employee Name

SIECTICDS 2 [FANINGILL

AN

R C T

1 understand and acknowledge that ifI do not provide a
voided check with this direct deposit form, 1 am
responsible for any delays in payroll or extra costs
incurred if the account number that I provide is incorrect,

Initial Dato

To help us avoid making an error, pleass attach a copy of a voided check. (a deposit slip will not work)
Ifyouchangebanks,donotoloseyomoldbankaecountumilyourd&ectdepoaithassmrtedatthenewbmk,whichmaykaZpaypﬁinds.

GO PN ROTT PDEBEE G AR (GEOBANLCASTTENRD)

Federallawrequiresallﬁnanﬁalinsﬁwﬁonstoobmin,veﬁﬁ,andmcordhfomaﬁonﬂmtidenﬂﬁeseachpersonwhoopensmaccoum.lnmderto
requestaPaymllDebitCm‘dforyou,wamustprovideallofthefollowinginfmmaﬁonthutwillenableﬂmﬁnancia]institwiontoidenﬁﬁryou.lf
you do not submit a Direct Deposit/Payroll Debit Card Authorization, ESSG will provide the necessary information and issue you a Payroll Debit
Ca:%topay_yom:wage&meompmtecﬁon,ﬂmﬁnandalinsthuﬁonmayaskyoutoprovideﬂmmaddiﬁonalidenﬁﬂcaﬁoninfmmaﬁonsotheycan
verify your b

Except for the routing and account number, ESSG does not have access to any information regarding your Payroll Debit Card account or
u'ansactions.Onyowﬁrstpayday,youwi]lreceiveymn'newPayrollDebitCard,andapnnketconminingallofﬂlete:msandcondiﬁons.Youwill
then sign acknowledging that you received the Payroll Debit Card and packet. Your Payroll Debit Card will be reloaded on each payday you receive
wages.

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

First Name ML Last Name Date of Birth
Street Address (0 BOX NOT ACCEPTARLE) 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 =
I'have received my Payroll Debit Card, welcome brochure, program fees, program terms, conditions, and disclosures, By activating my Payroll Debit Card,
1 am agreeing to the program terms, conditions, and disclosures fhat are included or made availahle to me from time to time from the financial institation. 1
authorizetheﬁnandalinsﬁtntinntodebitmyPaymllDebitCm'dacommﬁnthelbesdescribedinﬂmibeschedulnthatispartofﬂleprogmmmnns,
conditions, and disclosnres,

Employee’s Signature: Date:
SEGETONTS N TEEI O REZ NG
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: @
this information will only be used to send your paystubs electronically

Employee's Signature: Date:




SHIND 219301-EMP | SFFICEUSE 1 0arioN Rehire Date d

ENROLLMENT FORM - ESC NAV*SAD P2M v15.0

EQUIRED EMPLOYEE INFORMATION OPTION 1 '
PRINT USING BLACK or BLUE INK § FIXED INDEMNITY PEAN Weekly Raies
(Must Be Filled Ollt) | You MUST enroll in the Indemnity Medical Insurance Plan before adding

Social Security Number " _ - _ | any additional Indemnity benefits, except Dental. Your coverage level
! | for the Term Life will be identical to your medical plan selection.

DateofBith 2 = /0 /L A & = g, || FIXED INDEMNITY MEDICAL ( ?,

Name M’w’ &L“r& ‘1%3;20.91 Employee Only

Street Address 2\ Pullmena Aue ppd™s

$42 .44 Employee + 1
| -
City Soant ?m‘ favk  State MV zpss0Fl | D $56.67 Employee + Family

HomePhone b 1 2 -5 38 -¥ 4 S F NO to all Indemnity benefits.
[ This coverage is not available to residents of New
~ Do you or any dependents have Medicare? —————— | Il Hampshire, Hawaii, or Puerto Rico.
[dYes [JNo if Yes: {1 —-
|
Medicare Health Insurance Claim Number (HICN) | DENTAL “
.99 Employee Only

I:l $11.98 Employee + 1
Names of Covered Person(s) D $19.77 Employee + Family

I
|
|
1. _fn .
0 |
i

TERM LIFE _ q"

YES $0.60 Employee Only
\D $0.90 Employee + 1

|:| NO $1.80 Employee + Family

. Medicare Effective Date SN/ = (Tl

Social Security Number . .~ ___~______ ______ ‘

Date of Birth ___/___../_______.. Sex @
Relationship: []Spouse []Child [ Domestic Partner

SHORT-TERM DISABILITY (.E\

[] ves

$4.20 Employee Only
Name D NO
Social Security Number _________~____ " _ Short-Term Disability is not available to persons who work in
| | California, Hawaii, New Jersey, New York, or Rhode Island.
DateofBirth —__/____/___ Sex IE ' '
e =
Relationship: [JSpouse []Child [ Domestic Partner | A 2 n =y 82193010~ MEMP
.:_. ': . \] -b“_‘! ¥ 1!' -‘_:’ A _:...‘ ),! -\.p: s
SENEFICIARY INFORMATION :
“or Term Life / Accidental Death & Dismemberment. please write D $58.87 Employee Only
n your beneficiary information. D e e 5 S 8
NAME OF BENEFICIARY it Lot
I:l $186.99 Employee + Family
RELATIONSHIP [ ] NO to MEC Wellness/Preventive Plan

e e it i e e g i —— ——d

Accidental Death & Dismemberment is part of the Term Life Benefit. |

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

P> Signature



