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E-Verify: Print Case Detalls - Preview

hﬁps:lle-veﬁfy.uscls.gavlwablPﬂnlCaseDetails.aspx?CaseVarNum=2017208093631 GT

SENSITIVE BUT UNCLASSIFIED
Case Verification Numher: 20172068093631GT
Report Prepared: 07/25/2017
Company information
- Gampany B 47420 Company Nama: Ewhyar&mhnm:s&wp
Employes nformation
Last Name: yussu? First Nama: ama)
Dato of Birth: 01/01/189¢ Sacla) Securily Numbar: **** 0308
Hire Date: 07/26/2017 Citizanship Status: A lawfu) parmanant resident
Dogument Information
List A Dogument: hmwm«mwwmmlﬁu
Alien Number; 084889873
Card Number: LINNSOS751027 Dogument Expiration Date;
mmm
Cwrent Case Result: Employment Authorized Employer Cags ID;
Gasa Submitted On; 07/25/2017 Casa Submlited By; SGLABBES?2
SENSITIVE BUT UNCLASSIFIED
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7301 Ohms Lane Suite 405

employer solutions staffing group. EdinaS 55435
Leveraging Resources in a Changing Market Tel: 952.835.1288
www.esgstaffingsolutions.com

New Hire Application

Last Name W@JF First Name _&m,a._l Middle Initial _7£_
Street Address&}}‘(rg b f Ogm I\f)?;?ﬂn‘ aQ P Apt/Ste

City/State/Zip LS Social Security Last Four YxX-xx- @ ,6

Phone Number gé 2 2_ D 7 ":} I'J—’ K Email Address _ @

Staffing Agency/Recruitment Partner

All offers of employment are conditional upon satisfactory proof of ide and legal ability to work in the U.S.A.
Are you legally authorized to work In the United States of America? Oyes [InNo

Applicant Certification and Autharization
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 eligibliity for rehire.
| 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 fo, investigations of criminal and/or conviction records, driving records and/or a drug screen fest 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.
| certify thet all statements made in my appilcation are true and accurate and that I have not omitted any material Information or provided
false or misleading information. | understand that any material omission or misrepresentation will resutt in my disqualification from
conslideration for empioyment or, if discovered after | begin employment, will result in my termination.

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

Nm@qul) ST, m%‘m e

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

For ESSG Office Use Only
DOH NHW I-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



Form W4 (2017) Grestar an G 005 o0 > PPlemerital wages oo 0o e e S o

Basic Instructions. if you aren't exempt, compiste gonsider making estimated tax ents using Form
Purpose. Complsts Form W-4 so that your the Personal Allowances Worksheet below. The 1030'53- Bﬁmgg&"&: 'Ed% og‘_;m’;:
employer can withhold the correct federal Income workshests on page 2 further adjust your gnm%;, 888 Pub, 505 1o e outplf Shauld
from your pay. Consider completing a new Form withholding allowances based on itsmized st wl{.'hh Iding on Form W4 w_ﬁ’;’ u
W-4 each year and when your parsonal or financial deductions, certain credits, adjusiments to income, adjust your oiding on Form W-4 or .
situation ges, or two-samers/multiple jobs situations, mr?d eamers or multiple jobs, If )]rog have ath
Exemption from withholding. if you are exempt, Complsts all workshests that apply. However, you yorking spouse or more than ons job, figure the
oomp{;:'e only lines 1, 2, 8, 4, and 7 and sign the may claim fewer (orzaurgl allom:gea For regular mﬂg’g‘s z’ of ﬂ%ﬂﬁyggﬁm eglg‘:g‘alm
form o validate it. Your exsmption for 201 expires wages, withholding must be based on allowances Wed. Yor w?th oidin wil bey ‘;’;t 4.4
Fabruary 15, 2018. See Pub. 505, Tax Withholding you ciaimed and may not be a flat amount or Wh alllgllowanoss agm}'glmglmnyed =l Fo'#’sv" #
;no:a: if anuhe;’r ::rson can clalm you as a depsndent :l::: of hzzehol:.&enarally you can claim head fmlgh%st J':'sh ”&'ﬁn susaufu dﬁ;m
b on the others. Ses r b
onhlsorhertaxrshm.youcan'té&mexempﬂon of housshold filln aiamsonyortaxmonlylf Jent afien. i o

Diire Hi

from withholding Iif your total Incoms exceeds $1 050

you are unmaried and pay more than 0% Jotien 1 e o o SR ailen; Bee
and includes Bthan $350 of uns CBSES Of Keaping up a home for yourself and your otice 1392, Supplemental Form W-4 Instructions for
example, Interest and dNidands) de endangs‘)aorgoﬂler qualifying individuals, See Nonresident Allens, before completing this form.
An empl may be able to claim Pub. 501, Exemptions, Standsard Daduction, and Check your withholding. After your Farm W-4 takes
5‘?{“"‘“‘ ay Flling Information, for frrfon'naﬂun. effect, use Pub. 505 to see how the amount you are
exemption from withholding even if the employes is having withheld com 10 your jsctedg‘lal =
adspendent, if the employes: Tax m You can taﬁ pmjefet%d r}.;g crgfdlts Into ool 20917. See Pub. B 8'?8': ecyig“y Vol Gt
-y et L L
® |s blind, or care expenses and the e claimi uture opm rmation an re
R —— g"“%%‘f?é’:sf"f.;"ﬁ:é"m”‘"m Saoopestboloy, . Hevsopmarts el Forn U (T i
; e ) e
itemized dedugtions, on his or her fax retum, ;:mt: Into wlﬂall:loldln augﬂ,gﬂ‘é;‘; S aetg www.llns.govlw4. P 3

Personal Allowances Worksheet (Keep for your records,)

A Enter“1”foryourselflfnooneelsecanclalmyouasadependent ° 00 90000005 00060000 o /A
* You're single and have only one Job; or

B Enter®1”if; { * You're married, have only ona 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.

C  Enter *1” for your spouse. But, you may choose to enter “-0-" if you are married and have sither a working spouse or more

than one job. (Entering “-0-* may help you avold having too little tax withheld) . . . . . . ., . . . 5 o o o

Enter number of dependents (other than your spouss or yourself) you will claim on your tax return . o o

Enter “1” if you will file as head of household on your tax return (see conditions under Head of household above)

Enter “1” if you have at least $2,000 of child or dependent care expenses for which you plan to claim a credit

(Note: Do not include child support payments. See Pub. 503, Child and Dependent Care Expenses, for details,)

G  Child Tax Credit (including additional child tax credit). See Pub. 972, Child Tax Credit, for more Information.

® If your total iIncome will be less than $70,000 ($100,000 if married), enter “2” for each eligible child; then less *1” if you
have two to four ellglble children or less *2* if you have five or more eligible children.

® if your total income will be between $70,000 and $84,000 ($100,000 and $119,000 if married), enter “1” for each efigible child. G
H  Add lines A through G and enter total here. (Note: This may be different from the number of exemptions you claim on your tax retum,) > H

® If you plan to itemize or claim adjustments to Income and want to reducs your withholding, see the Deductions
For accuracy, and Adjustments Worksheet on page 2.
complete all ® If you are single and have more than one job or are married and you and your spouse both work and the combined
worksheets eamings from all jobs exceed $50,000 (320,000 if married), see the Two-Earners/Multiple Jobs Worksheet on page 2
that apply. to avold having too little tax withheld,

® If neither of the above situations applles, stop here and enter the number from line H on line 5 of Form W-4 below.

|

TMOO

1]

mTmo

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

K, W"4 Employee’s Withholding Allowance Certificate OMB No. 1645-0074
m

P> Whether you are entitled to claim a certaln number of allowances or exemption from withholding Is
m;x:;&g aammy subject to review by the IRS. Your employer may be required to send a copy of this form to the IRS. 2 @ 1 7

_ Mgl gk [Qussyf 235 -00" U2l

E E’“" “‘é""’s.sl‘"'émbﬂr and street or rural route) \ 3 N singie [T Married L] Married, but withhoid at higher Single rate.

¥ 6 6 m “ a— L’ ﬂ Note: If manied, but legally separated, or spouss is a nonresident aflen, check the “Single” box.
City of town, stats, and $ S 4 Kfyour last name differs from that shown on your social security card,

_m | n r! € GVp) i) check here. You must call 1-800-772-1213 for a replacement card. b []

Total number of allowances you are claiming (from line H above or from the applicable worksheet on page 2) 5
Additional amount, if any, you want withheld from each paycheck . . . . . . . . . . .. [g[8
7  Iclaim exemption from withholding for 2017, and | certify that | mest both of the following conditlons for exemption.

® Last year | had a right to a refund of all federal income tax withheid because | had no tax llabliity, and

® This year | expect a refund of all federal Income tax withheid because | expect to have no tax llabllity.

if you meet both conditions, write “Exempt” here. . . , ., . . . . SRR K|
Under penalties of perjury, | declare that | have examined this certificate and, to the best of my knowledge and bellef, It Is true, correct, and complete.

Employee’s signature 2
(This form Is not valld unless you sign it) » @? Date » “‘J’ “2[/"’/ 7

8 Employer's name and address (Employer: Complets fines 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 (2017)



Employment Eligibility Verification USCIS

Department of Homeland Security oml: ;:TJ;:M.,
U.S. Citizenship and Immigration Services Expires 08/31/2019

> START HERE: Read instructions carefully before completing this form. The Instructions must be avallab
during completion of this form. Employars are liable for errors In the completion of this form.

ANTI-DISCRIMINATION NOTICE: It Is llegal to discriminate against work-a

Ie, either In paper or elsctronically,

B 8 TUIn expiration

tion . Employee Information an statlon (Empioyess must complete ang 8ign Section 1 of Form 1-8 no later
than the first day of employment, but not befare accepting e job offer.)

Last Name 0 Firet Name (Given Name) e Intialy | Other Last Names Used )
CuscoE Amna | far ,

Ad Number and Name) Apt. Nimber | City or Town N ¢ State  |ZIP Code

2508 Bloown Bon que | MipnesPoll g M| & 207
Datq of Birth (m U.8. Soclal Security Number Employee's E-mail Address Employee's Telephone Number
ol-ol - 9Y) |2pa b &

I am aware that faderal law provides for imprisonment and/or fines for false statements or use of false documents in
connection with the completion of this form. '
I attest, under penalty of perjury, that | am {check one of the following boxes):

[] 1. Acitizen of the United States
[] 2. Anoncitizen national of the United States (See instructions)

K] 3. A tawiul permenent resident (Alen Regiatration Numberuscis Number: 8 (7 [] 3
[[] 4. An alien authorized to work _unth (expiration date, if appiicable, mm/ddryyyy):

Some allens may write "N/A” In the expiration date field. (Seg instructions)
Aliens authorized to work must provide only ane of the following document numhers to complste Form 1-9: Do Not Vato T e
An Alien Registration NumberUSCIS Number OR Form 1-94 Admission Number OR Forsign Passport Number,

1. Alien Registration Number/USC|S Number;
OR

2, Form 1-94 Admission Number:
OR

3. Forelgn Passport Number:

Country of Issuance;

Signature of Empl@ = Today's Date (m )
T
parer andlor Translator Gertification (check one): : -

| did not use a preparer ar trarisiator. D A preparer(s) and/or translator(s) assisted the employee in cofnplaungmaecﬁon 1.
s below:must be completed and aigned when prepsrere and/or translators assist

an employes in completing Sectfon 1.)
| attest, under penalty of perjury, that | have assisted In the ¢

ompletion of Section 1 of this form and that to the best of my
owledge the information is true and correct.

‘Slanature of Preparer or Tranalator Today's Date (mm/ddlyyyy)

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

Address (Street Number and Name) ‘| City or Town State ZIP Code

0 Emplayer Completes Next Page @

Form I-9 11/14/2016 N




Employment Eligibility Verification USCIS

Department of Homeland Security OME 3365&7
U.S. Citizenship and Immigration Services Expires 08/31/2019

on 2. Employer or Authorized Representa ive Review and Verification = S T
(Employers or their authorized reprosentative must complefe and aign Seciian & withit) 3 business days of the employee's first day of emplayment. You
must physically examine one documaent from List A OR g combination of ong document from List 8 and:one document from LiskC as kated on the Vists
Employes Info from Section 1 Hama (Fuwsty ,t‘ . i ) M{-_ el

LstA St c
identity and Employment Authorization Identity Employment Authorization
[  Title J (‘ Title Document Titie
- n, I'.
%hoﬂ | Issuing Authority Issuing Authority
Document Number .| Document Number Document Number
LINOQROY) :
Expiration Date (if any)( Expiration Date (i any)(mm/ddlyyyy) Expiration Date (i any)(mm/dd/yyyy)
07-10-20\ |
Document Title
Issuing Authority - || |Additional Information Do NV o o Bsce
Document Number
Expiration Date (if any){mm/iidyyyy)
Document Title
Issuing Authority
Document Number
Expiration Date (i any)(mm/ddiyyy)

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
oyee is authorized to work In the United States, '

The mployes’s first meloyment (mm/dd/yyyy): 025 -0 \—] (See Instructions for exemptions)

Signehwg of Empioverfhr Atiized Reprsagntative Taday's Date (mm/id/yyyy) 'I'ﬂlaofEmployerorAuﬂ:onRepresentaﬁve
"J 'j‘\ U0 O'?—J_S -0l Recruiter

Ladt Name of Employer or@lnd Representative  fiFirst Name of Employer or Authorized Representative Employer's Business or Organization Name
Glashy Shelby Employer Solution Staffing Gro

Employer's Business or Organizatiok Address (#frest Number and Name) |City or Town State  [ZIP Code
7480 Flying Cloud Drive Si&e200 ; Eden Prairie MN 55344

iacﬂo_n J. Reverification and Rehires (To be completed and signed by emiployer or authorized representative.) i
A. New Name (i appiicable) B. Date of Rehire ( applicabls)
Last Name (Family Name) First Name (Given Name) Middle Initial | Date {mm/ddlyyyy)

- ¥ the employée's previous grant of employment authorizallon has expired, provide the Tnformation for the deoument or receipt that establishes
continuing employment authprization In the 8pace provided helow.

Document Title ' Document Number Expiration Date (i any) {mm/ddiyyyy)

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 genulne and to relate to the individual,

Signature of Empleyer or Authorized Representative | Today's Date {mm/ddfyyyy) Name of Employer or Authorized Representative

Form I-9 07/17/17 N Page 2 of 3
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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.

SECELaR | ASTE NEO RN N
SSN# (1ast 4 digits) ‘, O v Effective Date

| LI Direct Deposit (Please complote Sections 3 and 5 below)
N/ Payroll Debit Card (Please complete Sections4 and 5 below)
SECHIGNTSE DR G D EROS | E
\ [[] Update Bank Account
Bank Name:

Employee Name [ m ‘
S ECTTER 2 I’_-\‘_\:l«it)l,l. LGl
Nate:DbaaDepnsitacwum:maytakaupm7daysmbaacﬂvated
| | Paper Check (Please complete Section 5 below)

T 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
incurred if the account number that I provide is incorrect,

{
(
)
|

& Routing#
B Account#

Initial Date

Account Type: [] Checking | O Savings CJother

To help us avoid making an error, please attach a copy of a voided check. (a deposit slip will not work)
®  Ifyou change banks, donotcloseyonruldbankacconntlmﬁ]yomdh-ectdeposithasmdatthenewbank,whichmaymke 2 pay periods.

SECEION S PANROEL BERTEGIRD (Gl

BN CASH G ARD)

Except fGr the routing and account number, ESSG does not have access to any information regarding your Payroll Debit Card account ar
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)
A

M.I.'LQ,YQ}\ Last Name l}]lDS §_L{E- Dai?ofBirtlf 016 / qu }
- 6 U £ | Social Seourity#
sftﬂme/‘i Zip 5 5» L{ d\ \_;_ Cell Phone (mobile) o 6, 2 i E

RECEIPT OF PAYROLL DEBIT CARD (to be completed when you pickup your Payroll Debit Card) |

Payroll Debit Card Routing # Payroll Debit Card Acconnt # ‘ = ~
23 omernasy ek e H.ZiS__LOOR S5Sa bﬂa.

Employee’s Signature: Date:

I 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: 7 Nk ZV '_/




EMERGENCY CONTACT INFORMATION

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

Fa

fp ppmm o g -

i
ali

Employee Name;

CUSSHF

+
Adhws:jagag' ‘lO_Q_m,\nOH\C)h Q—UQ

L4
Home Phone: lefz

“Fils

ontact.. l
Name: ?/ U h—— L Cell Phone:
Relationship: m d f/? ‘9// Work Phone:
Contact #2 Home Phone:
Name: Cell Phone:
Relationship: Work Phone:

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

of an emergency:

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




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 Scre i i f

4 ’
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 prini the information requested below to identify yourself for BGC.

Printed name: A ma Yd\r\ lltitbﬁssq =

First Middle (O
none)

Other names used:
Current county of residence:
Current and former addresses:

current
from Mo/Yr to Mo/Yr Street 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.

Date of birth Social security number

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.

= 1247

Signature Date




_ employer solutions staffing group.

Leveraging Resources in a Changing Market

STATEMENT OF CONFIDENTIALITY

This agreement made thigQ “t‘i’éy o
Employer Solutions Staffing Group LLC, herei
and hereafter referred to as

,201:2 between
ferred to as “employer”,
ployee”.

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 liquidated
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.

Employee Signature




~ employer solutions staffing group.

Leveraging Resources in a Changing Market

Important/Importante
LOST OR STOLEN PAYCHECKS

If a paycheck is lost (missing, misplaced, destroyed, lost in the mail, efc.), you
must notify your staifing 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 S0, 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 Iugar, 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 policfa
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 emitir4 un nuevo cheque y no hay cuota se deducira.

AGREED/SE ACUERDA—

Name/Nombre (con letra de molde): A/WUWL \

Signature/Firma:




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.

Noti

your physical condition.

lm&mwﬁﬂssschedme&mrkﬁue 10 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:

Printed Name: _ﬁ_ﬂﬂQ [ L'// U*g’b L/f:




om O0D0 Pre-Screening Notice and Certification Request for
(Rev. March 2016) the Work Opportunity Credit OMB No. 1545-1500

Departm reasury
ln:amav F?S‘v;'l}';%hm P Information about Form 8850 and its separate Instructions Is at www.irs.gov/form8s50.

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

Your name Soclal security number B
Street address where you live

—City or town, state, and ZiP-eode
County 0 Telephone number

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 family that has received assistance from Temporary Assistancs for Needy Families (TANF) for any 9
months during the past 18 months.
® | am a veteran and a member of a family that received 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 or olderand | am a member of a family that:
a. Received SNAP benefits (food stamps) for the past 6 months; or
b. Received SNAP benefits (food stamps) for at least 3 of the past 5§ months, but is no longer eligible to receive them.

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

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

* | am a veteran and | was unempioyed 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 Yyou 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.

§ [ 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:
* Received TANF payments for at least the past 18 months; or
* Received TANF payments for any 18 months beginning after August 5, 1987, 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 could be made.

ﬂ

[J 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 knowledge, true,
correct, and complste,

Job applicant's signature > @9 Date 7 = QL/ ’7’ L

For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 22851L Form 8850 (Rev. 3-2016)




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

' EMPLOYER SECTION:
Client: Company:
Employer Solutions Group
Location: Position: Starting Wage: $
EMPLOYEE SECTION:

srplevestane: incal YusS YT 280, %res:b/d Oy nGten - %ﬁmvt:tapﬂ i/ |85 le)

| SS#: Date of Birth: | Age:

- - el g | g

Please complete all gquestions, and sign and date the form, Yes No

1. Have you or has anyone living with yon received Temporary Assistance to Needy Families (TANF) O T
at any time since August 5, 19977 (If yes, please provide information below.)
Name of the person receiving benefits; Relationship to you:
City: County: State:

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

Name of the person receiving benefits: Relationship to you:
City: County: State;

3. Have you received Supplemental Security Income (SSI) at any time within the past 3 months? I:I
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 capy of your SSI documentation,

iy

4. Have yon received any type of vocational rehabilitation services within the past two years? D
If yes, please indicate which type of agency you worked with and provide their location information below:

Vocational Rehabilitation Agency [_] Dept. of Veterans Affairs [_] Employment Network (Ticket to Work Program)
Name of Agency: Phone #;
City: County: State:

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

.

S. Are you a Veteran of the U.S, Military? *Ifyes, please provide a capy of your DD-214 and letter of separation.
(If yes, please provide information below, If no, 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?

0
i

6. Have yon 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: / /

oty

O O Om

7. 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 thisa [] Federal or [_] State conviction? If State - County: State:

Additiopal Tax Credits
IEC (Native American): Are you or Yyour spouse a member of a Native American Tribe? D E——
*If you checked yes please provide a copy of your CDIB card.
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?
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 1 hereby authorize any agency, organization, or

individuals to supply such verification or information that may be needed to determine tax credit eligibility to my emplayer, emplayer representative (Associated
Consultants, Inc. dba Retrotax), or the De;

New Employee Signature: & Date: 1 "’2&- { ?




Qualified Long-Term Unemployment Recipient

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

Client: Company:

Employer Solutions Group

Location: Employee Name: SSi: 3 5 o o[é 0‘5 %
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 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 Signature: E. VYLQ\ Lr{begé M Y’;‘ Date: "T)_._ 24/; / 7..

RetroTax®
3730 Washington Blvd.
Indianapolis, IN 46205

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

www.retrotax-aci.com



~ employer solutions staff INg group.

Leveraging Resources in a Changing Market

Notification of Minnesota Law Re uirement —

Unemployment Acknowledgement

According to Minnesota Statute section 268, 085, 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 to
affirmatively request an additional suitable Job assignment, (2) refuses
without good cause an additional suitable Job assignment offered, or (3)
acceplts 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. (Initial)

e F U

Employee Signature: Date:

Empio;y e ;plea’se print your fame 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 1 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. | 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.

<

Individual’'s Name

F- 2 [y

Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



E ACKNOWLEDGMENT

The associate handbook was reviewed with me, and | have received my personal copy. | also
acknowiedge that | have been given the opportunity to ask questions and express concerns

2
1IeNdlon. Agaitiona ¥ls

HpDD0 IS TQUHOWING.

1. This handbook is intended as a guide and not an employment agreement that
creates a contractual relationship, and that the employment relationship may be
terminated at the will of either party at any time.

2. The changing needs of the business will require alteration in method, practices and
policies, and the company will unilaterally revise, as necessary, to meet these
changing needs.

3. lagree to notify my ESSG Consuitant immediately of any change in my personal
data such as phone number, address, emergency notification, etc.

4. | am responsible for the information provided herein and will, upon my separation,
return this handbook to my ESSG Consultant.

S s 1Y)
Associate's Signature: @

Associate's Printed Name: p( mua. / \:’LLS’& (/ ?T‘

Orientation provided by: h %\

24



oo f‘*'f;) employer solutions staffing group.

Leveraging Respurees in a Changing Market

ESNG

Enhanced MEC Plan_ Plan1
Bengfits Enroliment Form O New Emploves [] Rehire Rehire Date I

o00)

Benefit Plan Administrators, nc.

M2 hToomve 56Hoy
e g.::hn;ne ?ramw O Divorced 0] 01 i?ﬁ/] e
Phone Number: Address: '

Please Select Desired Coverage:

Employee Only - D Employee+Spouse - Employee+ChlId(fen) -
 $24.00/Week

$38.00/Week $38.00/Week

Family -
$63.00/Week

Firet Nams WL ~TLast Name [l::ll F'“:';al' 1 Spouse s Mm
NAME OF PERSON COVERED (FIRST, LAST):

EFF. DATE

EFF. DATE
Employee Acknowledgemant and Authorization - | hereby a

pply for the group benefit{s) as indicated. | acknowledge that all entries are
any misatatements or fallure to report Information may be used as the basis for

effective date. Further, | authorize my employer to maks the necessary payrall deduction of premiums for coverages | have elects

IF ENROLLING - YOU MUST SIGN HERE

Employee Signature /

true and complete and that
cancallation of coverags for me and my depandent(s), it any, from the original
d, .

Date
M—_

EMPLOYEES DECLINING | am DECLINING covera e

lunderstand that | and/or my d ents, if any, walve any coverage and dealre to participate In the plan at a later date, liwe

must meet tiie raquiremants defified In the Cariificate of Coverage for the compa
(including my Spouse) because of other coverags, | may, in future be
days after the other coverage ends, In addition, if a new de
of adoption, | may be able to enrali myzelf or my depend

able to anroll myseif or my depend
pendent relationship forms as result of marriage, birth, adoption

may be considered a late anrollee and
ny's medical or denta) plans. it | decline enroliment for myzsif or my dependents
In this plan, provided ) request enraliment within 31

) Placement for adoption of parting suit
ant, provided | request enrolimant within 34 days of the evant.

IF DECLINING- YSU MUST SIGN HERE
Employee Signaturs = ate -Z- \-Zl/ ‘/

D
Employer Solutions Staffing Group Health Benefits Team -
7301 Ohms Lane Sulte 405
Edina, MN 55438

Phone: 952-767-8519 Fax: 962-7687-9515
Email; Heallh@employersolutionsgroup.com



ik e e —--—-ml-, AVARWSLANTLL Dcnen'[s_.t' lan z
*«VSl. . 219301-ESG1  |OFFICE USEONLY LOCATION '

RehireDate ____/__ 4
ENROLLMENT FORM

ESC CU[UNAC-MN) P1 v18.5
e e ST PinT USiN BLAGK o L0 K ot 5 i o
N

= ta) TR o cb [BY50 1s) = i

- —— man s ol

i 2003 blomima on e e
TR RN BTN "7 |3ra o)

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

D Yes D No. If Yes, please continue.
Medicare Health Insurance Claim Number (HICN) Medicare Effective Date

Name of Covered Person (s): Sy T o
1. 2,

C- LIMITED BENEFITS PLAN SELECTION =i .. Payroll Deducted Weekiy Rates
You MUST select a coverage level before any benefits in Section C. Your coverage leve! for the alf benefits in Section C will be
identical. The Fixed Indemnity Medical Plan, Dental Plan, Term Life Plan, and Short-Term Disability plans are underwritten by BCS
Insurance Company. The Vision plan is underwritten by Companion Life insurance Company.

SELECT COVERAGE LEVEL Fmgéggirym DENTAL VISION TERMUFE | SHORETERM
e 1) e ] e Q] ma @ o]
Employee + 1 [_] $41.10 $12.34 $4.92 $0.90

$54a8

. Employes +Famlly e S | . $2036 | T S sl
4] Llves LINo | Clves [(INo | [lves Lo | [ Ives CINo | Clves Cne-
! This coverage is not avaifible to residents of NH, Hl, or PR. 2STD is not available to persons who work in CA, Hi, NJ, NY, or RI.

For Term Life / Accidental Death & Dismemberment, please write In your beneficiary information, Accidental Death &
Dismemberment is part of the Term Life Benefit.

Name

Relationship
D. REQUIRED DEPENDENT INFORMATION
Name _ Social Security # ' Date of Birth | Sex : Relationship
e, i [ 17 I_M—] | [:_l__§_pouse_1_:| Child[ "] Domestic Partner
Name | Social Security # | Date of Birth | Sex { Relationship
] /7 IE | []Spouse [] Child [ ] Domestic Partner
Name Social Security # | Date of Birth | Sex Relationship
e ‘ y / / IE '[]Spouse A Child [ ] Domestic Partner
Name Social Security # | Date of Birth . Relationship

Sex
_- ol IE | ] Spouse [ child [] Domestic Partner

MUST SIGN AND DATE, EVEN IF YOU DECLINE COVERAGE
~. 200 DATE, EVEN IF YOU DE(

I have read the benefit packet and understand its limitations. | understand that open enroliment is only available for
eclination of coverage.

a limited time and | understand that making no benefit selection is a d

pare ) 7,2 U ROLF P> SIGNATURE

This is an Essential StafCARE Enrollment Form.



