831/2017 E-Verify: Print Case Detajis - Preview

"EVerify

Ll BLUTE S TH .

SENSITIVE BUT UNCLASSIFIED

Case Verification Number: 201724311 S5600AA
Report Prepared; 08/31/2017

Commx Information

Company ID: 47429 Company Name; Employer Solutions Staffing Group
Employee Information

Last Name: york First Name: trevor

Date of Birth: 03/09/1992 ' Soclal Security Number: *** » 9520

Hire Date: 08/31/2017 Citizenship Status: A citizen of the Uniteq States
Document Information

List B Document: ID card Issued by a U.S, Tederal, state or loca) List C Document; Socia| Security Card
govermnment agency

Case Status Information

Current Cass Resuit: Employment Authorized Employer Case ID:
Case Submitted On; 08/31/2017 Case Submitted By: SGLA6832
SENSITIVE BUT UNCLASSIFIED

https:lla-verlfyuscls.gov/WeblPrlntCaseDetalls.aspx?CaaaVerNum=201 7243115600AA

e



PO Box 46270
Minneapolis, MN 55344-995¢

Tel: 952.835.1288

www.esgstaffingsolutions.com

employer solutions staffing group..

New Hire Application

[~ Personai Data~ PLEASE PRINT LEGIBLY IN INK
Last Name __ oK. First Name “{y¢V0ov— Middle Initial __Y
Street Address__ koo Mshv\? Ave Aptiste_Yos~
Cityistaterzip__ ST, Pew\ vl Sacial Security Last Four X0(XX- 4 3")-¢

Phone Number _(\ 3 ~ 346~ A< F Email Address __ v v~ York ¢ )@ Graait. Con

Staffing Agency/Recruitment Partner Clﬁ/fé'

All offers of employment are conditional upon satisfacto roof of Identity and legal ability to work In the U.S.A.
Are you legally authorized to work in the United States of America? m\YES [JNo
Applicant Certification and Authorization

| authorize Empioyer Sojutions 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 eligibility for rehire.

] understand that a comprehensive background check may be conducted to determine my eligibllity for hire by certain clients of ESSG,
This may include but Is not limited fo, investigations of criminal and/or conviction records, driving records and/or a drug screen test as
required by clients, government regulations or by ESSG policies.

| release ESSG and other persons or entities from any claims that might be based on ESSG's decision to conduct a background check,

I certify that all statements made in my application are true and accurate and that | have not omitted any material information or provided
false or misieading information. | understand that any material omission or misrepresentation will result in my disqualification from
consideration for employment or, if discovered after I begin empioyment, will result in my termination.

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

Teave— Yot :My_éw— 8-3\- (%
Name (Print or type) Applicant's Signature Date

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

For ESSG Office Use Only

DOH NHW i-8 8850 W4

Emergency Contact Info Background Release Form Background Resuits Unempioyment Letter ESC Appiication
(if appilcabie)

For ESSG Client Use

DOH ROP Work Site Loc. WC Code

ESSG - CMG_SM Rev. 0472017



The exceptions don't

Form W+4 (2017)

Purpose. Complete Form W-4 so that your
employer can withhold the corract federal Income
your pay. Consider complsﬂrg? a new Form

* Will clalm adjustments to Income; tax credits; ar

itemized deductions, on his or her tax retumn, cradits into withholdi

ply to supplemental wages
greater than $1 ,ooo.ogg.

Basie Instructions. If you aren‘t exempt, comﬁste
ces Workshest below. The

us!n%the Personal Allowances Workshest below,
See Pub, 505 for Information on converting your other

Nonwage income. If you have a large amount of
nonwage incoms, suc¥| as Interest or dividends,
consider making estimated tax ents using Form
-ES, Estimated Tax for Individuals, Ctherwise,
you may owe additional tax, Ifz)ou have pension or
annuity income, see Pub, 505 fo find out if y%s should

W-4 each m and when your personal or financial deductions, cartaln credits, adjustments to Income, adjust your withholding on Form W-4 or W-4
situation changes, or two-aamervmuuiple]obs situations, mr?dnmm or multiple joba, if )Jrog l;'gve ath
Exemption from withholding, if you ars exempt, Complato ell workshests that apply. However, you thtung 8pouse or more than one Job, figure the
complete anly lines 1, 2, 8, 4, and 7 and ai;n the may clalpm fewer (or zerg anowa:pogs. For regular mﬁgﬁa :’s,‘,’lf ﬂmﬁ%mﬁ“ﬁﬁgg claim
form to valldats . Your exemption for 201 expires Wwages, withholding must be based on allowances W-4. Your withRolding usally wil o 2yone Form
Febw 18, 2018, See Pub. 505, Tax Withholding you glaimed and may not be a fiat amount or when il alowan agrauts:?almed onthy Fom
and Estimated Tax. percentage of wages., for the highest Paying Job and zero allowances are
Note: if another person can claim you as a dependent Head of housshold, Generally, you can claim head claimed on the .
on his or her tax reth.youmn‘tclalmexempﬁo of household filing status on ynur tax retum.q Rl 1 Nonresident allen, If you are a nonresident alien, see
et f (b oo Gxzeeds 050 Custa of keeping up & horse o ger oo, o02s Of the Notice 1382, Supplemental Form W-4 Instructions for
exampie, Interest and dividends), dsganden&% other quallfying Indivicuals, 66 Nonresident Aliens, before completing this fom,
ns. An empl be able to claim Pub. 501, ptions, Standard Deduction, and Check your withholding. After your Form w-4 takes
4 aree ey, Filing Information, for Information. use Pub, 605 to ses how the amount yol are
axaemption from withholding even i the employee is having withheld com 10 your projeatsd otal tex
& dependent, if the employee: Tax m‘fﬁg{‘r’," oalie Pm’ﬁ,‘:ﬁeﬁﬁ""‘ i for 2017, See Pur 505, espacially F ooc eamings
* Is age 85 or older, withholding Slamg our alowsb forchidordependent  @Xoeed $130,000 (Single) or 136 0ok (Married).
* Is biind, or oare expenses and the child tax credit may be clalmed Future developments. Information about any future

devalopments affecting Form W-4 such as
legislation enacted aflagr we raleaaa( it) will be posted
allowances. 2

A Enter “1” for yourself if no one else can claim you

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

B Enter *1”if; {

mmo

Do not Include child Support payments. See Pub, 503,

® If your total Income will be less than $70,000
have two to four eligible children or less. "2~

o [f
For accuracy, andyxd]ushnems Workshest on page 2.
complete all ® If you are single and have more than cne
worksheets earni
that apply. to avoid having too little tax

Personal Allowances Worksheet (Keep for your records.)
asadependent. . , , , . ., . 50 o

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

* Your wages from a second job or your spouse’s wages (or the total of both) are $1 500 or less,
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) . ., ., , . . | 9 0 0w W 6 a
Enter number of dependents (other than Your spouse or yourself) you will claim on your tax return .

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 expenses for which you plan to claim a credit

at www.irs.gov/wd.,
A_§

e

|

and Dependent Care Expenses, for details,)

Child Tax Credit {including additional child tax credH). See Pub. 972, Child Tax Credit, for more Information,

($100,000 if married), enter “2” for each eliglble child; then less *1” if you
if you have five or more eligible chlldran.

* [f your total Income will be between $70,000 and $84,000 ($100,000 and $119,000 i married), enter “1” for each eligible child.
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 {
u plan to itemize or claim adjustments to Income and want to reduce your withholding, see the Deductions

Job or are married and you and your spouse both work and the combined
s from all jobs axcee?ﬂ?hSr(‘)é?go ($20,000 i married), see the Two-Eamemeulﬂple Jobs Workshest on page 2

® If 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

Department of the Ty

Separate here and give Farm W-4 to your empioyer. Keep the top part for your records,

Employee’s Withholding Allowance Certificate

P Whether Yyou are entitied to clalm a certain number of allowances or exemption from withholding is

OMB No. 1545-0074

2017

Intemal Revenue Service subject to review by the IRS. Your employer may be required to send a copy of this form to the IRS.
1 Your first name and middie Initial Last name 2 Your soclal security number
—TreNov— X Yovle 4% - 2545 30

Home address (number and street or rura] routs)

boo Washwes  Ave  #Yos

30 singie [ Marriea L] Married, but withhold at higher Single rate.
Nate: If married, but legally ssparated, Or spouse Is a nonresident allen, check ths "Single® box.

City or town, state, and %P code
SSo A\

SC. Lo\ Parle

4 Ifyour last name differs from that shown on your saclal security card,
check here. You must call 1-800-772-1213 fora replacement card. P> D

8 Total number of allowances

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

7 Iclaim exemption from

If you mest both conditions, write “Exempt” here. . ., .

withholding for 2017, and | certify that | meet both of the following conditions for exemption,
® lastyear | had a right to a refund of all federal income tax withheld because | had no tax liability,
® This year | expect a refund of all federal income tax withheld because | expect to have no tax liabllity.

page 2) 5 {
8l%

T

and

7]

Under penalties of perjury,

Employee’s signature
(This form is not valid unless you sign it) b/(
8 Employer's name and address {Employer: Complete lines 8 and 100n

| declare that I have examined this certificate and, to the best of my knowledge and belief, it is true, correct, and complete.

Date » 5'3\‘\1

10  Employer Identification number (EIN)

sendingtothe IRS.) | 9 Office code (optional)

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

Cat. No. 102200 Form W-4 (2017)



Employment Eligibility Verification USCIS

Department of Homeland Security oM]l: ;:T‘;]I;zm7
U.S. Citizenship and Immigration Services Expires 08/31/2019

octlon 1. Employee Informalion an
ihan the first day of employment, hut not betors
Last Name (Family Name) First Name (Given Name) Middle Initial Other Last Names Used (ifany)
o reve—
Address (Street Number and Name) Apt. Number City or Town State ZIP Code
Jm “’\SH\’“\S Ave Hos" S\, ‘?“U\ Pavi_ M~ | S50\ e
Date of Birth (mmAddpyyyy) “u.s, Social Security Number Employee's E-mail Address Employee's Telephone Number
03/0‘2/43 '11@'@"]530 bl>- 29b- D-S‘]_
1am aware that federal law provides for Imprisonment andj/or fines for false statements or use of false documents In
connection with the completion of this form.
| attest, under Penalty of perjury, that | am (check one of the following boxes):
[P 1. A citizen of the United States
[[] 2. A noncitizen national of the United States (See instructions)
|:| 3. Alawiful permanent resident {Allen Reglstration Number/USCIS Number):
|:| 4. An alien authorized to work until (expiration date, if applicable, mm/ddlyyyy):
Some allens may write "N/A" in the explration date field. (See Instructions)
Allens authorized to work must brovide only one of the following document numbers to complete Form |-9; Do ﬁsz{'ﬁfg;m
An Allen Registration Number/USCIS Number OR Form 1-94 Admission Number OR Foreign Passport Number,
1. Allen Registration Number/USCIS Number:
OR
2, Form 1-84 Admisslon Number:
OR
3. Forelgn Passport Number:
Country of issuance:
Signature gf Employee Today's Date (m,
= v vl e ot /31 /1%
L4
’ﬁi’ep’arer andjor Tranalator Gerfification (chieck oneli ~ T i
1 e hat ue & preparer of tranelstor. A preparer(s) apd/or ranaislor(s) assigied the emplayes i pampigfing Bectian 1
(Plelds below must be compieted and signed when fireparers angryr frenslatars agsist an employae in completing Seation 1)
| attest, under penalty of perjury, that | have assisted In the compietion of Section 1 of this form and that to the best of my
knowledge the Information Is true and correct.
Signature of Preparer or Translator Today's Date (mm/ddiyryyy)
Last Name (Famity Name) First Name (Given Name)
Address (Street Number and Name) City or Town State ZiP Code

@ Engployer Campletes Next Page @

Form I-9 11/14/2016 N

= N



Employment Eligibility Verification USCIlsg
Department of Homejand Security o 3

b
"E'xplraﬂontnmmnwmm F
Document Titie ‘ i _
Issuing Authority E Additional Information Do Not Wi In This Bpace
Document Number Fc
Expiaiion Date (F anpmmeabss) F
Document Titie E ‘
Tasuing Authortty £
| Document Number ;.
By i

Cortification: | attest, undorponaltyofpu]ury,lhm)lhmmmlmdﬂndocument(s) prasentad by the above-named empioyae,
(2) the abave-listed doc -)appnrbb.gonulmandbulﬁbﬂnomployunamod.and(a)hﬂnbmdmyllmllhdg-lho
employse Iis authorized to In the United States.

The s first day of employment (mmldﬂmyjbq~33 2ol I{Sn/mﬂmﬂm for examptions)
iBmpioyer ohAuthorizi Today's Date (mmAidfyyyy) | Title of Employer or Authorized Representative
| ) ‘ ﬂ O A\—2.0\7) |Recruiter

Last Name'of Eniplayer or Authorizbg\Representative of Employer or Authorized Representative Employes's Business or Organization Name
Glasby Shellby Employer Solution Staffing Gro
Employer's Business or Organization Address (Street and Name) | City or Town Stale | 21P Code

Eden Prairie MN 55344

re e i 3 1 (L AR
L R e e [ R o N (Bappiabiy o |

Ham)

Ro BLBoTZgEon s BRpIe, Rravaa

AGTeaS praIouR G OF B
T DRI AN Ao

ME AR ST R T IRIR e T TR 17 Pl L B Y EEL R R T
j10e BINANETR e gUTonaaypne in- s sp sty proni :

Document Titie ! Expiration Date (i any) (mm/ddiyyyy)

IaMunderpcnalt_yofptdury.thatbﬂnMofmy knowledge, ﬂlhlemplosuhauﬂ\orhdhmmmoumhdsm. and
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/ddyyyy) Name of Employer or Authorized Representative

FormI-9 07/17/17 N Page2of 3
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EMERGENCY CONTACT INFORMATION

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

Employee Name: 'T?Luow L(o\f“ka

Address: _bvo QCC\SJJ%S_M H Yo~

Home Phone: _ &1 - Jal~ (A S 3

| EMERGENCY CONTACTS e
Please list two people (In priarity ordar) whe could he vontactad In case of an émergency

Contact #1

Name: Ferica Rodr: guez

Home Phone:

Cell Phone: S\~ 437 9229

Relationship: Work Phone;
girtbrend
Contact #2 Home Phone:
Name: Cell Phone:
Relationship: Work Phone;

Additional information you want Employer Solutions Staffing Group and our clients to know in the event

of an emergency:

This information will remain confidential and will only be used in the case of an emergency.




_ employer solutions staffin g group.
Leveraging Resources in a Changing Market

Wage Payment Method Autherization (Minnesota)
Employees have the option of receiving wages by Direct Deposit and/or Payroll Debit Card.

If you do not pro ide a written election, v ages will be paid by paper Check.
§ SLGUONTE BN TEINEORN N FON

Effective Date

SSN# (last 4 digits) q S\JNO

SEGIIONT 2 DN R C NN
| | Direct Deposit (PleasecompleteSectionﬁandSbelow) Note: Direct Dap osit accounts may take up to 7 days to be activated

‘|| Payrol Debit Card (Please complete Sections4 and § below) be| t aper Check (Please complete Section § below)
SECRION ST BINEGE L DIROSEH]

A\

#8 [ Update Bank Account
Bank Name;

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

Account#

Account Type: [ Checking [] Savings [JOther

Tohelpnsavoidmaldnganmor,pleaseaﬁnchampyofavoidedched:. (a depositslipwillnotwork)
Ifymchmgebmks,donmdoseynmddbmkmumunﬁlyumdﬁectdeposithassmtedatﬂ:enewbmk,whidlmaytakeZpaypeﬁods.

SECTION DAY RO DEBIE CARD (GLOBNL ¢ ASEEENRD)

Initial Date

Except for the routing and account number, ESSG does not have access to any information regarding your Payroll Debit Card account or
transactions. On your first payday, you will receive your new Payroll Debit Card, and a packet containing ail 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)
MI.

First Name Last Name Date of Birth
Street Address poBox noT ACCEPTABLE) Social Security#
City State Zip Coll 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

Thave received my Payroll Debit Card, welcome brochure, program fees, program terms, canditions, and disclosures, By activating my Payroll Debit Card,

SEGITON & A FHORIZN FION
I authorize ESSG to dire

other required withholdings
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: |'(1,Vo~f‘ K{u i 01 @ Ao\ - C O
this information will only be used tbfend your paystubs electronically

Employee's Signature: /‘{C(/bw ot Date; 8/5 { / .

P74




Authorization

BGC and/or Orange Tree Em ployment Screening to provide Employer Solutions Staffing Group, LLC one
or more reports based on that information; and (d) Em ployer Solutions Staffing Group, LLC ("ESSG”) to
share those reports with others for legitimate business purposes related to your employment. BGC
an#aFOHﬂge%"rerEmptuymgm acreening may investigate your education, work history, professional

licenses and credentials, references, address history, social security number validity, right to work, crimi-
nal record, lawsuits, driving record, credit history, and any other information with public or private infor-
mation sources, You acknowledge that a fax, image, or copy of this authorization is as valid as the origi-
nal. You make this authorization to be valid for as long as you are an employee of ESSG.

The Consumer Financial Protection Bureau’s “Summary of Your Rights under the Fair Credit Reporting
Act” is attached to this authorization. If you are a New York applicant, a copy of New York's law on the
use of criminal records is attached. By signing below, you acknowledge receipt of these documents.

Personal Information: Please print the information requested below to identify yourself for BGC.

Printed name: e v —S ~k
First Middle (O Last
none)
Other names used:

Current county of residence:

Current and former addresses:

‘1/)'1 / i< current boo 3‘\6\5\-{(\6\5 A& %L{DS" <X, el Vvl M ST
from Mo/Yr to Mo/Yr Street R City, State & Zip
from Mo/Yr to Mo/Yr Street City, State & Zip
from Mo/Yr to Mo/Yr Street City, State & Zip

Some government agencies and other information sources require the following information when
checking for records. BGC will not use it for any other purposes.

03/09/1aq2 Hlo - 3$-95 30
Date of birth Social security number
T3402521310% e Favmes Yoy
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: [J.

QP s 8/31%

Signature Date




employer solutions staff INg group.

Leveraging Resources in a Changing Market

STATEMENT OF CONFIDENTIALITY

This agreement made this =) day ofh;%.;'k : 201;7,between

Employer Solutions Staffing Group LLC, hereinafter referred to as “employer”,
and hereafter referred to as “employee”,

WITNESSETH:

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

In view of the difficulty of determining the amd ay
result to the employer from a violation of anyA provisions hereof, the
employee agrees to pay to the employer g/ sum of $10,000 as liquidated
damages for every such violation; provided/] pwever, that the payment of uch
amount as liquidated damages shall not bZ construed as a release or wz
the employer of the right to prevent any guch viglation in equity or otheryi

®

:]m

loyee Signature -~

- Emplayer Botutichs Staffin Group LLC, Reprdgentative




employer solutions staff ing group.

Leveraging Resources in a Changing Market

Important/Importante
LOST OR STOLEN PAYCHECKS

If a paycheck is lost (missing, misplaced, destroyed, lost in the mail, efc.), you
must notify your staffing recruiter that the check cannot be found. If it can be
verified that the check has not been cashed, ESSG wiil 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

Si su cheque de pago fue robado, primero debe denunciar el robo a Ia policia
antes de que podamos volver a emitir el cheque. Una vez hecho esto, usted
debe proporcionar una copia de la denuncia a sy reclutador de personal que el
cheque fue robado. Sj e| cheque no ha sido cobrado y si la pérdida del cheque
no fue su culpa, ESSG emitira un nuevo cheque y no hay cuota se deducira.

AGREED/SE ACUERDA—

Name/Nombre (con letra de molde): ~Troan ' \fork_,

Signature/Firma: T, 4&%




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

If itis 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: @&- jﬁ;ﬁ/‘v—
Printed Name: M‘L.




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

lntama]l ;?;'Jﬁl}’g“’sl}m b P Information about Form 8850 and its separate instructions [s at www.irs.gov/form8850.

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

Yourname X e /nv— \{Q le_ Soclal security number P l:s.:"o - &S—— A5 o

Strest address whereyoulve OO séiﬂ‘-s\-'\*\fab Ay A Yo

City or town, stete, and ZIP code 5'? . Pan . Qo\r e mmw 5-9'0 Z\-\

County Wastan wito Telephone number _Mo\(g - lj‘f 7(-

If you are under age 40, enter your date of birth (month, day, year) Q}/dq/ 9\

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

2 [ Check here if any of the following statements apply to you.
* lam a member of a family that has received assistancs from Temporary Assistance for Needy Families (TANF) for any 9
months during the past 18 months.
® lam a veteran and a member of a family that recelved Supplemental Nutrition Assistance Program (SNAP) benefits (food
stamps) for at least a 3-month period during the past 15 months.

* | was referred here by a rehabilitation 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 orolderand lam a member of a family that:
a. Received SNAP benefits (food stamps) for the past 6 months; or
b. Received SNAP benefits (food stamps) for at least 3 of the past § 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.

* | am a veteran and | was unemployed for a period or periods totallng 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 disability and you were discharged or
released from active duty in the U.S. Armed Forces during the past year.

5 [ Check here if you are a veteran entitled to compensation for a service-connected disability and you were unemployed for a
period or periods totaling at least 6 months during the past year.

6 [ Check here If you are a member of a family that:
* Recelved TANF payments for at least the past 18 months; or
® Recelved TANF payments for any 18 months beginning after August 5, 1997, and the earilest 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 could be made.,

~

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

_Signature—Ail 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 knowledge, true,
correct, and complete.

Job applicant’s signature »> 4/ Date ,“)7/ 3 /1F
For Privacy Act and Paperwork Reduction Act Notice,®ee page 2. Cat. No. 22851L Form 8850 (Rev. 3-2016)




. Form A (rev. 01/2016) TAX CREDIT QUESTIONNAIRE Ax
EMPLO SEC’I‘ION: sl Aclrm{n:;:ghon
Client: Company:
Employer Solutions Group
Loeation: Position: Starting Wage: $
EMPLOYEE SECTION:
Employee Name; Street Address: City/State: Zip:
b Ay~ rl oo hasli — 1St & Bert i Sy
SS#:—— Date of Birth: Age: Have you worked for | Ifyes, location:
— 2 . ) w~ | this company before?
Yo -25=aS% | 3 /41595 S [] ves -
Please complete all questions, and sign and date the form, Yes No

at any time since Augnst 5, 19972 (1f yes, please provide information below.)

1. Have you or has anyone living with you received Temporary Assistance to Needy Families (TANF)

Name of the person receiving benefits; Relationship to you:
City: County: State;
2. Have you or has anyone living with you received Food Stamps (SNAP) at any time during the past 15 months? D D
(If yes, please provide information below.)
Name of the person receiving benefits; Relationship to you:
City: County: State;

*If you checked yes please provide a copy of your SST documentation,

note, this is not the same as Social Security benefits (SS) or Social Security Disability (SSDI) benefits.

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

Name of Agency: Phone #;
i County: State;

If yes, please indicate which type of agency you worked with and provide their location information below:;
L] Vocatianal Rehabilitation Agency [ Dept. of Veterans Affairs [_] Bmployment Network (Ticket to Work Program)

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

(If yes, pleass provide information below. Ifno, please continue to question

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

S. Are you a Veteran of the U.S. Military? *fyes, Please provide a copy of: Your DD-214 and letter of separation.
#6.)

|

O

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

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

Conviction Date; / / Release Date: / /

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

Oy O Oo;

Was thisa [_| Federal or [] state conviction? If Stats - County: State:

O] O O:

Additiouai 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,

SC Residents: D Do you receive Family Independence Benefits?

CA Residents: Are you the child of foster parents? D Do you receive CalWorks? D 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 penalties of perjury, I declare the information above 1o be true and accurate to the best of my kmowledge, and | hereby authorize

individuals to supply such verification or information thas may be needed 10 determine tax credis eligibility to my employer, employer representative {Associated

Consultants, Inc. dba Retrotax), or the Department of Labor.

any agency, organization, or

New Employee Signature:/f__../&m %«_ Date: % l // 7—-

e ——



Qualified Long-Term Unemployment Recipient

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

Client: Company:

Employer Solutions Group

Location: Employee Name:*’rvf(.W‘r YOV e SSia To o 4S3s
EMPLOYEE:

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

[0 Ihavebeen unemployed at any time during the last 12 months,

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

[J  Ireceived unemployment compensation during my unemployment.

If applicable, dates yon 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 Signature;

/(M\ ! Date: ?/:;l/f}

RetroTax®
3730 Washington Blvd.
Indianapolis, IN 46205

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



employer solutions staffing group..

Notification of M nnesota Law Requirement —

Unemgloyment Acknowledgement

It is your responsibility to contact ESSG (for instance, by calling 852.277.5227 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. :[}/__ (Initial)

[
@W’L#M 2/ 51/1%

or ({Ofl'(./_;

Employee (please print your name here)

CMG_SM - Rev. 09.2013




DRUG AND ALCOHOL

TESTING CONSENT FORM
1. I have been allowed to read and inspect a written copy of ESSG policy on
drugs and alcohol.
2 | have read the entire contents of this policy and | am aware and full

understand that this policy in any form, and any employee handbook including this
Policy, are not a unilatera] employment contract or offer thereof.

’W{ Yor— \}or‘k_
Individual's Name
8/5/1>
Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



VTG \-ll'l"lufc' 30'”[!0”5 Stafﬁng groupll m ESNP ..
- o' : F Leverdaiﬂz Resourzes jnaChanglng Market mm -

Enhanced MEC

L] New pioye:

Plan Plan1
Bm:'m. Enroliment Form '

Eiployoe nformiition

Hlo-25-4<S30
e e = e Pt
Gonder ISR arttal Status TP Singla | Dato o7 Bivin Date of Hir
N 0] Femals | [J Married ] Divorced 03 q/’?ﬁl
" |Phone Number: Addreas; ’ ————
: : A s T 'ﬂ'cvor%rka}@qm\\.uan—\
Please Select Desired Coverage: :
Employee Only - D Employee-i-Spousa - E Employae-l-cmld(ren) - D Family -
$24.00Meek $38.00/Week $36.00/Week 363.001Week
IB"’"""‘“"'!' Birth Datg | Sex Relationship'
£ Male OSpouse [ cpyy
IR L Lasi Nama I Female O Domestic Partner
Socia) Security § Birth Date | Sex Relai
8,
[Firat Name—— LR LastName | E FM:n.-u - pauuwn um
Eazocys Mo Relationship
Male
P T T E revee  [T1500 e
NAME OF PERSON COVERED {FIRST,
EFF. DATE
EFF.DATE
EFF. DATE
EmplcyooAclanmmmAumoduﬂon-lhmbyamm mmmn)ummlmmm-ummm and that
any m| o Fum:'r.':muh np;%m:m%ﬂuﬁu%ﬂmﬂ:ﬂﬁ;mﬁmw :nydmndom(o). W any, from the originag
IF ENROLLING . YOU MUST siGN HERE
Employes Signature Date
_N_h-*-“__
PLOVEESDEGLNING [ ] am DECLINING coverage
lund-nhndﬂlltltndlwnwdmndc ] .mlnymnmandduluh lnﬁnpl-un-llhrdmw- hunlldmulnunmlhund
must meet the defined in the Cartificats of for the company’s medical or dental i1 decling onraliment for myseif or my depandants
(including My spouss) hecsuse of other coverags, | may, In futurs b abig to Saroll myself or my ﬂlmdwln this plan, provided | request snroliment within 39
days afier the F covarage ands, In addition, if 2 new despendent relationahip forms 2 & resuit of marrjage, birth, adoption, Placomant for adoption of parting suit
of adoption, ) may be able to enroi} myseif or my pmlgml | request onroliment within 34 days of th
IF DECLINING- YOU MusT SIGN HERE
S S 1 w3/ 1%
Employer Solutions Staffing Group Heaith Benefits Team
7301 Ohms Lane Suite 405
Edina, MN 55439

Phone; 852-767-9519 Fay 852-787-9515
Email; Heallh@employenoluuonsgmup.com




—————

T et et vt « B L

A. REQUIRED EMPLOYEE

e Treuor—

INFORMATIORN

({0 e

Social Security #

Rehire Date ____ /_

o a-vsl s 0= 21”01_55&1 OFFICE USE ONLY ? L(-SCA-HO___N_.... - oo e s
ENROLLMENT FORM

—— 1 Y30-35 . agy, 613 2at- 1303 |5 - Bi[F]
Peldrese bos Yaskings  Ave Aot
ST Yok i

Name of Covered Person (3

B. DO YOU or ANY oF YOUR DEPENDENTS
Medicare Health Insurance Claim Number (HiC|

e

C. LiIMITED B

You MUST sg
identical. The
Insurance Co

ect a coverage
Fixed Indem,

mpany. The Visig

SELECT COVERAGE LEVEL

. Employee Only D
: ERD ]

NO to ALL Benefits 3]
! This coverage is not available

For Tarm Life/ Accidental p
Dismem

Name

nity

i .éﬁ"Pr°¥é§fFahily;. D o

eath
bcmnntlspartofﬂloT

2,
level b

FIXED INDEMNITY
MEDICAL 1

to

T
37979,
Base continue,

ate

L 1¥es[ Ino, 1 Yes,
Medicare Effective D

Name

‘N”ame i

Name h

- Name -

—

a lirrgl_i‘ted time a

X pare_

VAV

SR i

| Social

[ Soctal Securiy #

Ls"éé.-'él' Security # *

éemrﬁ; #‘ :' D

| Date of Birth |
A

Date of Birth |
!/ /

ate of Birth |
/1

£l /[ 1Spouss[Jchild

Relationship

LI spouse [T chiig

[IPomestic Partne,
Relationship

Cloomestic Partne
Relationship Rt
- |E1Spouse [ chig
' Relationship

| D _Sp.ousel D Chil_t_:l D Domesjtio_::‘!’ar_tner

LIDemestic Partner

This is an Essentia) StaffCARE Enrollment Forr



