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SENSITIVE BUT UNCLASSIFIED
Case Verification Numbar: 2017144121527JE
Report Prapared: 05/24/20
Company Information
Company ID: 47428 Company Nama: Employer Solutions Staffing Group
Em e Information
Last Name: zacoard) Firat Name: danny
Date of Birth: 03/05/1983 Soclal Seourlly Number; *» » go7
Hire Date: 05/24/2017 cmzemhlpsmmmmmumsm
Dooument Information
List B Document; Dmu'sbameorlncardbauodbyau.s.shboromwupmmhn menwmmntwsmrnycam
Dooument Name; Drivers loense Documsnt State: Minnesota
Driver's Licenss or ID Card Number: Dmmawmumoamsmms
Casa Status Information .
M‘
Current Case Resuit; Employmsnt Authorized Employer Case ID:
Case Submitted On; 05/24/2017 Case Submitted By: SGLAG832
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PO Box 46270
Minneapolis, MN 55344-9956

Wy v Tel: 952.835.1288

Mk

employer solutions staffing group..

www.esgstaffingsolutions.com

New Hire Application
Personal Data-- PLEASE PRINT LEGIBLY IN INK
Last Name _Z-accard. First Name '\, )gémgﬁ Middle Initial &
Street Address_[20% ¢d S Aptiste S
Cityistaterzip S 4. ?m\&\ 'Dgy_ \4; MN 5507 gopiar Security Last Four Xo0t.Xx- § 28] Y
@

Phone Number 2 g -219 ~ SS90 Email Address

Staffing Agency/Recruitment Partner C [\’\\ G

All offers of employment are conditional upon satisfactog proof of lgenm and legal ability to work In the U.S.A.
Are you legally authorized to work In the United States of America? [JYES [JNO

Applicant Certification and Authorization

| release ESSG and other persons or entities from any claims that might be based on ESSG's decision 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 misieading information. | understand that any material omisslon or misrepresentation will result in my disqualification from
consideration for employment or, if discovered after | begin employment, will result in my termination,

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

Q@_\nnaé Z-a.ccggel: g )...“._.___; E’; ;D 5'2“[’)7
Name (Print or e) Appiicant's § Date

A copy or facsimile ("fax") wiil be considered the same as an original signature. Emaij 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 Results Unemployment Letter ESC Application
(fapplicable)
For ESSG Client Use
DOH ROP Work Site Loc. WC Code
ESSG - CMG Rev. 04/2017



The exceptions don't apply to lemental es Nonwage income, If you have a large amount of
FO l’l'l'l W'4 (2017) greater th,;El $1 .(J(J(J.(JOIJ.p Al Mo noangge income, sucxo as lnterastao";' dividends,
Basic Instructions. if you aran't exempt, complete 534"8'."9" mm‘f‘dm;moﬂ":%°m
Purpose. Complete Form W-4 go that your the Personal Allowances Workshset below. The a mE'owe addlﬂon:lxm l? U have pengien :;,
smployer can withhold the correct federal Income Workshests on page 2 further adjugt your gnnnuﬂy ncome, see Pab. boe i?ﬁnd ouiplf ou ehould
from your pay. Conslder completlna? a nsw Form withholding aflowances based on itemized withholding on Fo W-4 W-YtP
eac| and when your personal or financlal deductions, certaln credits, aggsunenta to Income, adjust your g on Form W-4 or .
situation changes, or two-eamers/muitiple Jjobs sttuations, ‘l’wll_,:dearnam or mulﬁplatggga. ¥ 1jrog r}'ave ath
Exemption from withholding. If you are exem, Complete all worksheets that . However, you froridng 8pouse or more than one job, g
complete only lines 1, 2, 3, 4, amr; and sign mpet' may clalpm fewer (or zero) allowanagepé.y For regulary “:‘taa'""“g's S’;ﬁ”f ﬂ““mz’isyggm:lmgig} claim
form 1o validate it, Your exemgmon for 2017 expires Wages, withholding must be based on allowances W iy gur wlﬂ-nﬁcmdoln usally wil o 3{“0’;? °"J‘m
Feblw 16, 2018, Ses Pub, 05, Tax Withholding you claimed and may not be a fiat amount or when all allowances agta claimed on the Fon%osv -4
and Estimated Tax. percentage of wages. for the highest %glng Joband zero allowances are
Note: if another person can clalm you as a dependent Head of household, Generally, you can claim head claimed on the others, See Pub, 505 for detgjls,
an his or her tax ratum, &'ean't claim exemption of household filing status on your tax return or;g if Nonresident allen. |f onresident i
from withholding if your total Income excesd $1,050 you are and pay more than 609 of the Nnt?oe 1382, Supmy; %"E:ng Wea lnsh-unﬂgnn'ssf:?
and Includes more than $350 of uneamed Incomp (for costs of kesping upa home for yourself and your Nonresident Allrs al;nefo completing thi o
example, Interest and dividends), dependi aslor er qualifying Individuals, See » B5i0re completing m.
ns. An empi be able to claim Pub, 501, mptions, Standard Deduction, and Check your withholding. After your Form W-4 takes
examption Tom Wi o, g g ifthe employes Js Filing Information, for Information, effect, use Pub, 505 t0 see how the amount you are
& dependent, if the empioyae; Tax credits \l'lnr:iu can tal:ﬁ projelnted lag cr:fdlts Into f’fr‘g"o m’:&%"%’m&% ﬁﬂmmﬁ%’f"
© Is age 85 or older, molmggﬁglm",%n:{g ﬁ ?D',“;{',‘,,;{,, gePIB:l;Benc} :xmad lf13()l.(m() (Slngf? or§1 80,005 (Marrlsd%.Itu
is biind, care expenses and the ¢ credit may be cl uture developments, nformation about re
:Wlll cr: aln‘:rad] ustments o Income; tex credits: . gsln%?h:e ggsmfgn'al Allowances Workshe%t below, 'dev'l:llo pemglggcggagrl’ogpel W-4 (sucvlal nagmy
hemized dectotons,on s o hr s it i il om0 % st e i8S
Personal Allowances Worksheet (Keep for your records.)
A Enter“1”foryourselflfnooneelsecanclaimyouasadependent. Pt 0 o gt o o) e R A
® You're single and have only one jab; or
B Enter*{”if; * You're married, have only one jab, and your spouse doesn’t work; or B
* Your wages from a second Job or your spouse’s wages (or the tota| of both) are $1,600 or less, -
C  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 withheid) . . ., |, | . o o ramains o ]
D  Enter number of dependents (other than your spouse or yourself) you will claim on yourtexretum., ., , ., |, 5 D
E  Enter™1” if you will file as head of housshold on your tax return (see conditions under Head of househoid abovs) E
F  Enter*{" i you have at least $2,000 of child or dependent care expensas for which you plan to claim a credit F

® If your total Income wili be less than $70,000 ($100,000 i married), enter “2” for each eliglble child; then less *1» if you
have two to foyr eligible children or less “2” if you have five or more eligible children.

® if your total income will be between $70,000 and $84,000 ($1 00,000 and $119,000 if married), enter “1” for each eligiblechid. @
H  Addlines Athrough 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 ai * If you are single and have more than one Job or are married and you and your spouse both work and the combined
worksheets earninFS from all jobs exceed $50,000 (20,000 i married), see the Two-Eamers/Multiple Johs Worksheet on page 2
that apply. to avold having too Iittle tax withheld.

s If neither of the above situations applles, stop here and enter the number from line H on line 5 of Form W-4 below,
Separate here and give Form W-4 to your employer. Keep the top part for your records.

w_4 Employee’s Withholding Allowance Certificate OMB No. 1545-0074
:::mm of the Treasury P Whether you are entitled to claim a certain number of allowances or exemption from withhoiding is 2 @ 1 7
Internal Revenue Service Subject to reviaw by the IRS. Your employer may be required to send a copy of this form to the IRS

1 Jour first name and middis Inttial I Last name v ’ 2  Your social security number
Daur\n ecard, 4s5- 9%- €27
Home adaresS (number and sirest or rural rois) ? aﬁsmme [ Married [ Merried, bt withhold at higher Single rate,
____[2— o S’ & l‘é S "' /} - Note: 1f married, but legally separated, Or spouse Is a nonresident afien, check the *Single” box,_
City or to d ZIP code 4 Hyourlast name differs from that shown on your soclal security card,
S'\” ' Qou-{m\ ey k. F m W S 5 O_l \ check here. You must call 1-800-772-1213 for & replacement card. b [ ]
5

Total number of allowances?ou are claiming (from line H above or from the applicable worksheet on page 2) 5
6  Additional amount, if any, you want withheld from each paycheck 0 B0 0T o o o ea A el 6 (3 =
7 |claim exemption from withholding for 201 7, and | certify that | mest both of the following conditions for exemption.

* This year | expect a refund of all federal Income tax withheld because | expect to have no tax llabllity.
If you meet both conditions, write “Exempt” here. , . e R e e [ l
Under penalties of perjury, | declare that | have examined this certificate and, to the best Pf my knowledge and bellef, it is true, correct, and complete.

Employes's signature
(This form Is not valld unless you slgnit) » . .—-z:’/P ' Date » 5 = ?—LI o I7

8 Employer's name and address (Empioyer: Compiete i if sending to the IRS.) | 8 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
Department of Homeland Security
U.S. Citizenship and Immigration Services

USCIs

Form I-9

OMB No. 1615-0047
Expires 08/31/2019

First Name (Given Name) Middie Inftial Other Lasi Name§ Used (#any) &
W‘J 'Sf z =, ¥V G
Address (Street Number and Name) Apt. Numbler City or Town = State ZIP Code
120% 3¢d 3¢ S Rod Pork  |mN |50,
Date of Birth (mm/ddyyyy) U.8. Social Security Number Employea's E-mail Address Employee's Telephone Number
03/0S/ EB|HTE R -5 763~215-594 6
I am aware that federaj law providaes 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 boxes):
1. A citizen of the United States

D 2, A noncitizen nationaj of the United States (See instructions)

[__'] 3. A lawful permanent resident  (Alien Reglstration Number/Uscis Numben);

[ 4. Anallen authorized to work _an

(explration date, ifapplicable,

1. Alien Registration Number/USCIS Number:
OR

2. Form |-94 Admission Number:
OR

3. Foreign Passport Number;
Country of Issuance:

mm/ddlyyyy):
Some aliens may write "N/A" In the explration date field, (See Instructions)
Allens authorized to work must provide anly ane of the following document numbers to complete Form -9 SR Code - Sechan 1
An Allen Registration Number/Uscis Number OR Form 1-94 Admis:

Do Not Wite In This 8pacs

Signature of Employee

reparer and/or Vransletor aatlon {sheak oneji

Today's Date (mnwmm(xgﬁc izalz '

S et i & preperer of tranaletor

A pleparer(s) angir transtater(s) m@@a thet emplayee In Hamplating fegtian 1.
Below mus{ bé dampleted and diarigd when preparers andr ransletars essist an empiayes in admpletiiy Segton 1)

| attest, under penalty of perjury, that | have assisted In the completion of Section 1 of this form and that to the best of my
knowledge the Information Is true and correct.
Slanature of Preparer or Translator Today's Date (mmiddsyyyy)
Last Name (Family Name) First Name (Given Name)
Address (Street Number and Name) City or Town State ZIP Code

@ Employer Completes Next Page @

Form 1-9 11/14/2016 N




Employn;_ent Eligibility Verification | USCIs
Department of Homeland Security _ Form 19
U.S. Citizenship and Immigration Services - OMB No. 1615-0047

meomw_zow_

ListA '
ldentity and Employment Authorization
Document Title ant Title Do Title -
NE S DL <
Issuing Auth i .
ety ." m‘e{ o C W\M % @ rad
DmmnentNuml;er ' _ : ?ﬂ;‘l umber Z 3741 ? Wmﬂb@" Z - aYy '7
Expiration Date (I any) (mm/ddlyyyy) 4| Expiration Date (if any)(mm/icyyyy) - m,mm—)————
OO D5 - Yo \S N A
Document Titie i .
Issuing Authority Additional Information : fW'
Document Number
Expiration Date (i any)(mm/ddfyyyy)
Dw Title
Issuing Authority
Document Number
Expiration Date (¥ any)(mm/idyyyy)

Cortification: | attest, under penaity of ﬁsdmy. that (1) | have examined the document(s) presented by the above-named employee,
(2) the above-liated document(s) appear to be genuine and to relate to the employse named, and (3) to the beat of my knowledge the
employee Is authorized to work In the United Statea,

Tthployeo'l firat day of employment (mnddlyyyy): SN -201 7@“ Instructions for exemptions)

Sig Empl r Tmnntaﬂve Today's Date(mmAidlyyy) | Title Employer or Authorized Representafive
e\ |esay-am) 2 Cveuiy \e €
LastNamaoVEmploysorAW Representative Tmmanp!oyum\umumd Representative Empioyer's Business or Organization Name

L EMPLOYER BOLUTIONS STAFFING GROUP Le| .
Employer's Business or Organization (Street Number and Name) |Cly or Town ZIP Code :
L7480 FLYING CLOUD DRIVE ;&g j [ M

£ e r"" ool
B: Deta of Rghire (# Applicatial
Date (mm#idyyyy)

| attest, under penaity 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 Employer or Authorized Representative Today's Date {mm/ddyyyy) Name of Employer or Authorized Representative

Form I-9 11/14/2016 N







L



EMERGENCY CONTACT INFORMATION

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

Employee Name: o e Z&CC rcl ;

Address: QM P r&jj-- A@ \'- 3 S'(‘-@&.\A\ .@OL‘"‘\'{ L N S'E'
Home Phone; 7'9?"'Z_.lal i 5790

, YR EMERGENCY CONTACTY —
Please list two people (in priotity brder) who dould be pantagted in case of an eingrgericy

Contact #1 Home Phone: (o S\~ 202 -3 |

Name: C\'\U\*\ Th: Q\&M Cell Phone: (, [72_ ’35‘[— 2 ¥to

Relationship: rMNether 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.




x\f?z"ﬂ;‘.’ .
employer solutions staffing group..
Wage Payment Method Authorization (Minnesota)

Employees have the option of receiving wages by Direct Deposit and/or Payroll Debit Card,
If you do not pro 'deawrittenelecﬁm, wages will be paid by pa
SEGHON | BASIE TNEORN QTN

Employee Name Gb ann

1 ( LN DAY 3 L LGl 5

|| Direct Deposit (Pleage complete Sections 3 and 5 below)
|_| Payroll Debit Card (Please complote Sections 4 and 5 below)
SLCHON 30 DIRLE DEROSE

Nata:DbutDspasitacmmtsmaytakeup 10 7 days to be activated
3] Paper Check (Please complete Section 5 below)

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
incurred if the account number that I provide is incorrect,

BExcept for the routing and acconnt number, ESSG does not have access to any information regarding your Payroll Debit Card acconnt 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 1o be issued)
ML

First Name Last Name Date of Birth
Street Address (POBOX NOT ACCHEPTARLE) 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,

Employee’s Signature:

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 usred to send your paystubs electronically

Employee's Signature: Date: s ~y- ’ ‘)




Authorization

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

The Consumer 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: Dunﬂsl 6 Che ZqC-CQrJ { Sy,
First Middle (O Last

none)

Other names used:
Current county of residence:

Current and former addresses:

17 current 1208 2ed S’\" ﬁL\-'Z 3“‘.?6\15’ @aﬂ( ’Yh N

from NMo/yr to Mo/Yr Street City, State & Zip 55077

87060 Hule Au-& S oo +"'Qq-e é"'“M’/ LAY
from Mo/Yr to Mo/Yr Street City, Stafe & Zip Sco/l
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.

3-5-83 415-95-5244

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.

3 ‘B’——-;:'?..-—f,/ S-24-|7

Signature— = — ) Date
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employer solutions staffing group..

STATEMENT OF CONFIDENTIALITY

This agreement made this 25{\’" day of N ay » 20177, between
Employer Solutions Staffing Group LLC, hereinafter Feferred to as “employer”
and hereafter referred to as “employee”.

WITNESSETH:

e duration 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 g 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 5 release or waiver by
the employer of the right to prevent any such violation in equity or otherwise,

¥ I

\

h = ‘;-’Z’/ -
Employee Ignature
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employer solutions staffing group..

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 will stop payment on the
check and re-issue the check to you, deducting a fee of between $25-$35.

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 la policia
antes de que podamos volver a emitir el cheque. Una vez hecho esto, usted

AGREED/SE ACUERDA—

Name/Nombre (con letra de molde): '-D sA YW/ 2 oA = Qcc' g'
Signature/Firma: M E

/ PR
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employer solutions staffing group..

INJURY MANAGEMENT PROGRAM

Injured Worker's Responsibilities

As your employer, we are ncemed about your fyjj recovery. Reasonable and
necessary medical care will be paid for any compensable work injury. Medically
authorized time away from work will be reimbursed in accordance with the State
of Minnesota workers’ compensation laws. Wherever possible light duty
restrictions imposed as a result of your injury will be accommodated.,

RESPONSIBILITIES OF THE INJURED WORKER:

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

Follow ali physical restrictions at home and at work
Report to work and perform physically suitabje tasks as assigned. These may or

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



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

Notify vour emplo er immediately of an new injuries or conditions that impact
your physical condition.

If it is necessary to miss scheduled work due 1o a work injury, you must be seen
by your primary health.care provider the same day in p(der to receive

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

Signed: %2 ‘7-—-—?’!
Printed Name: D evrey 2 ¢, ¢ ¢ ardls




o OO0 Pre-Screening Notice and Certification Request for
(Rev. March 2016) the Work Opportunity Credit OMB No. 1545-1600

E.?E,?,’;;"E&;’Jﬂ%l,;"ﬁ‘;”’y P Information about Form 8850 and its separate instructions is at Www.irs.gov/form8s5s0,

Job applicant: Fill in the lines below and check any bozxes that apply. Complete only this side,
Your name PN of o c:ng\:l- Social security number > -~ ~32.

Stestaddress whersyoullte [D © 35 274 < 4, P\ xR
City or town, state, and ZIP code £ Q‘m, o\ \ Qari, MN 5407

County %:‘-@w\ ) Telephone number <7 63— (7S940
'f you are under age 40, ent“ejr your date of birth (month, day, year) © 35S/ 19¢3

1 [ Check here if Yyou recelved a conditional certification from the state workforce agency (SWA) or a participating local agency
for the work opportunity credit.

2 [1 Check hers if any of the following statements apply to you,

* | am a member of a famlly that has recelved assistance from Temporary Assistance for Needy Famllies (TANF) for any 9
months during the past 18 months.

® lam a veteran and a member of a family that recejved Supplemental Nutrition Assistance Program (SNAP) benefits (food
stamps) for at least a 3-month period during the past 15 months,

* | was referred hers by a rehabllitation agency approved by the state, an employment network under the Ticket to Work
Program, or the Department of Veterans Affairs,

* | am at least age 18 but not age 40 or older and | am a member of a famlly that:
a. Recelved 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 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 [7] Check here if you are a veteran entitled to compensation for a service-connected disablliity 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 disabllity and you were unemployed for a
period or periods totaling at least 6 months during the past year,

6 [ Check heraif 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 earllest 18-month period beginning
after August 5, 1997, ended during the past 2 years; or
* Stopped being eligible for TANF payments during the past 2 years because federal or state law limited the maximum time
those payments couid be made.

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

Signature—All Applicants Must Sign

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

Job applicant’s signature p D%? %’ Date 5“1‘4 - 7

For Privacy Act and Paperwork Reduction A ce, see page 2. Cat. No. 228511 Form 8850 (Rev. 3-2016)

117-




Form A (rev. 03/2017) TAX CREDIT QUESTIONNAIRE

EMPLOYER SECTION:
Client: Company:
Location: Position:
EMPLOYEE SECTION:
First Name: Last Name: Suffix: Street Address: City/State: Zip;
Vanwy Zecear); ax.| 1205 2fd st StPol Rk K54
SS#: ' Date of Birth; Age: Have yon worked for Ifyes, location:
this company before?
L4596 827 | 2-5-93 gy | “ecmpuie 3t 8ol Pk
Please complete all questions, and sign and date the form, Yes No
1. Have you or has anyone living with you received Temporary Assistance to Needy Families (TANF) O [

at any time since Angust 5, 1997? (Ifyes, please Pprovide information below,)
Nams of the person receiving benefits; Relationship to you: =

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

3. Have you received Supplemental Security Income (SST) at any time within the past 3 months? O |
Please note, this is not the same ag Social Security benefits (SS) or Social Security Digability (SSDI) benefits,
*If you chacked yes please Pprovide a copy of your SSI documentation,

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

5. Are you a Veteran of the U.S. Military? *fyes, Please provide a copy of Your DD-214 and letter of separation.
(If yes, please provide information below. Ifno, please continue to question #6.)

Dates of Service - From: To:

Branch of Service:

Are you entitled to or are You receiving compensation for a service-connected disability?
6. Have yon heen 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, in which state did Yyou receive unemployment compensation? ___

O
O

Oy O oo
Oy O gpg

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;

Additional Tax Credits
IEC (Native American): Are you or your spouse a member of a Native American Tribe? d [
Ifyou checked yes please Provide a copy of your CDIB card,
CA Residents: [] Are you the child of foster parents? [ ] Do you receive CalWorks? [] Workforce Investment Act?
[ Are you a migrant or seasonal farm worker? EI Have you ever been convicted of a misdemeanor?
SC Residents: [] Do you receive Family Independence Benefits?

PLEASE READ, SIGN, AND DATE:
Under penaities of perjury, I declare the information above to be true and accurate 10 the best of my knowledge, and | hereby authorize any agency, organization, or

individuals 1o supply such verification or information that may be needed to determine tax credit eligibility to my employer, employer representative (Associated
Consultants, Inc, dba Retrotax), or the Departmens of Labor.

New Employee Signature: Q'-\, :E -a/ ( Date: 5 = ZL( - '7




U.S. Department Labor OMB Control No. 1205-0371
Employment and Training Administration Expiration Date; J anuary 31, 2020

LONG-TERM UNEMPLOYMENT RECIPIENT SELF-ATTESTATION FORM
Work Opportunity Tax Credit (WOTC) Program

Instructions; This Self-Attestation Form (SAF) is to be completed, signed, and dated by the new hire only.
Employers or consultants submit this SAF to the State Workforce Agency with IRS Form 8850 or if filed
separately, with ETA Form 9061 {or ETA Form 9062) for each certification request filed for the new target
group,

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

L]

New Hire’s Signature: ' 4 Date 5-'ZL(~ 17

(4
New Hire Name: D Can\ n\r! Z_a.cCeJ At
Social Security Number: “\ 75 -~ 98- g4 (

Employer Name:

Please check the statements below if they apply to you.

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

O I declare that | have been in a period of unemployment since

(Enter start date)

Privacy Act Notice:

The intema) Revenue Code of 1986, Section 51, as amended and its enacting leglslation, P.L. 104-188, specify that the State Workforce Agencles are the
*designated” agencies responsible for administering the WOTC certification procedures of this program. The information you have provided complefing this
form will be disclosed by your employer to the State Workforce Agency. Provislon of this information is voluntary; however the Information is required to
determine your employer's eligibiity for the federal tax credit

Information. Send comments regarding this burden estimate to the U.S, Department of Labor, Division of National Programs Tools Technical Assistance,
Room C-4510, Washington, D.C, 20210 {Paperwork Reduction Project 1205-0371). Please do not submit completed forms to this address.

117-

ETA Form 9175 (Rev. November 2016)



~ employer solutions staff INg group.

Leveraging Resources in a Changing Market

Notification of Minnesota Law Re uirement —

Unemployment Ac':knowledgement

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

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

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 ass;j ment ends. | also acknowledge that | have received
a separate copy of this formbﬂial)

r
%—7 ; Elatas LA I,
Employ gnature:— Date:

Employee (please print your name here)

CMG_SM - Rev. 09.2013



RECEIPT OF EMPLOYEE HANDBODK AND EMPLOYMENT-AT-WILL STATEMENT

This is to acknowledge that | have read the Employer Solutions Staffing Group LLC Temporary
Employee Handbook and understand that it sets forth the terms and conditions of my employment as
well as the duties, responsibilities and obligations of my employment with the company. | understand

and agree that it is my responsibility to abide by the rules, policies and standards set forth in the
Handbook.

| also acknowledge that my employment with ESSG is not for a specified period of time and can be
terminated at any time for any reason, with or without cause or notice, by me or by the company. |
acknowledge that no oral or written statements or representations regarding my employment can alter
the foregoing. | also acknowledge that no manager or employee has the authority to enter into an
employment agreement, express or implied, providing for employment other than at-will.

l also acknowledge that, except for the policy of at-will employment, ESSG reserves the right to
revise, delete and add to the provisions of this Employee Handbook. All such revisions,
deletions or additions must be in writing and must be signed by the CEO of the company. No

employment with the company may be modified at the sole discretion of the company, with or
without cause or notice, at any time. No implied contract concerning any employment-related
decision, term of employment or condition of employment can be established by any other
statement, conduct, policy or practice.

agreement supersedes all prior agreements, understandings and representations concerning
my employment with the company.

If | have questions regarding the content or interpretation of this Handbook, | will bring them to the
attention of ESSG,

DATES ~24- [ 7

EMPLOYEE £
NAME %C’\.hmi ZC:QCO{'cl (

PLEASE PRINT
EMPLOYEE

SIGNATURE

ESSG
REPRESENTATIVE




m ACKNOWLEDGMENT

1.

Date:

This handbook is intended as a guide and hot 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.

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.

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

I am responsible for the information provided herein and will, upon my separation,
return this handbook to my ESSG Consultant, :

S-2Y- 17

24
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employer solutions staffing group..

ESSG WORKPLACE SAFETY POLICY

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

(1) Ensure that itg clients provide you with a workplace free from serious

recognized hazards and comply with standards, rules and regulations issued
under the OSH Act.

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

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

* Responsibility to Treport workplace hazards and dangers

* Responsibility to work in a manner ag required by the employer and use the
Prescribed safety equipment,

You have the following basic rights:

* Right to refuse unsafe work

* Right to know or be informed about actua] and potential dangers in the
workplace

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



9

\

Acknowledgement of Receipt of Workplace Safety Policy

I certify that I have received a copy of Employer Solutions Staffing Group’s ESSG
WORKPLACE SAFETY POLICY. I understand that it is my responsibility to read
this policy and ask my supervisor, a member of management or to telephone
Employer Solutions Group (ESSG) at 952.835.1288/1.866.496.7578 with
questions I may have about this policy. I agree to comply with ESSG's policy on
ESSG WORKPLACE SAFETY POLICY and I understand failure to comply is
grounds for disciplinary action, up to and including termination,

I also agree that if at any time during my employment I am believe that I am
working in an unsafe or dangerous work environment, I wil] immediately contact
my supervisor, manager, director or ESSQ’s Safety Director at
952.835.1288/1.866.496.7578 in order to obtain assistance in the resolution of such
matters,

Employee Name (Please Print)
b CA Nnyy Seae c ‘U'A ¢
e {

Employee’s Signature;
® % S &:I* Date: S-Z\\‘\j




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, I have read the entire contents of this policy and | am aware and fully

understand: (a) the policy and its contents; (b) what conduct the policy prohibits and the
consequences of such conduct; (c) my rights under the policy and the consequences if |
exercise certain rights; and (d) that certain events as described In the policy may result
in adverse personnel action, including my termination from employment with ESSG. |
understand that this policy in any form, and any employee handbook including this
policy, are not a unilateral employment contract or offer thereof.

3. I hereby voluntarily consent to ESSG, or its health service providers, or
other persons or entities acting for or with them, to collect a body component (blood

= r

Individual

S-24¢-~1

Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



tixed Indemnity Medical Benefits_Plan 2
s VS| 219301-E5G-1 OFFICE USE ONLY LOCATION RehireDate___ / _ y

ENROLLMENT FORM ESC CUUNAC-MN) P1 v18.2

me USING BLACK or BLUE INK (Must Be Filled 0wy~~~
Name

. | Social Security # Home Phone ,
Donny Zeecard, U75-95-824Y, Ser 18-S 500
TR0k 24 SN Agx 3
City : State ' Zj  Date of Birth
A T mu 85071 biisiiegs

B. DO YOU OR ANY. OF YOUR DEPENDENTS RECEIVE MEDICARE BENEFITS? DYP-YENO If Yes please continue.
Medicare Health Insurance Claim Number (HICN) i Medic‘are Effective Date

ey vy TPTAT TS A e T o st e 10 e 0w s b maa T TN MM 6 e

Name oFCoveréa_I—’—erson (53: f
e 2, 3.

C. LIMITED BENEFITS PLAN SELECTION Payroll Del;lucted Weekly Rates
You MUST select a coverage level before any benefits in Section C. Your coverage level for the all benefits in Section C will be
identical. The Fixed Indemnity Medical Plan, Dental Plan, Term Life Plan, and Short-Term Disability plans are underwritten by BCS

Insurance Company. The Vision plan is underwritten by Companion Life Insurance Company.
SELECT COVERAGE LEveL FUCDINDEMNITY | ) VISION TERMUFE | SHORETERM
Employee Only [ ]| s2025 (@]  sa47 al|  se42 &) soeo o saz0 &
Employee +1 [ ] $41.10 $12.34 $4.92 $0.90
Emplayes + Family [ | $54.88 $20.36 $6.56 $1.80
i iot Benefts D] [ Tves LINo | Clves [INo | Cves Clio | Klves [ Lves [Ino

'This coverage is not avail bre to reside;l{:s of NH, Hl, o;Pli-st'Blsmn-ot a\};ilable to—;;e-rsons“who work in CA, HI, NJ, N{orle_

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

Name 4 Relationship_

& ————

D. REQUIRED DEPENDENT INFORMATION
T .
Name f Birth ! Sex

! Social Security# Date o ' Relationship
M ko4 17 | MIE] |[Tspowel Jchil] Domestic Partner
Name " Social Security # Date of Birth | Sex ' Relationship
E——— Y Y AR L spouse [T] chitd [JDomestic Partner
Name Social Security # Date of Birth ' Sex i Relationship
P il LSpouse[ ] Child [] Domestic Partner
Name 'Social Security # Date of Birth | Sex Relationship
e b M Spouse[ ] Child [ ]Domestic Partner
E_REQUIRED SIGNATURE You musT SIGN AND DATE, EVEN IF YOU DECLINE COVERAGE "

| have read the benefit packet and understand its limitations. | understand that open enrollment is only available for
a Iimjted_ﬁrr]e and | understand that making no benefit se_lec’_c?on_ is a_de_clina_tiop of coverage. >

DATE ©3 124/Z.11 | b sioaTure =

This is an Essential StaffCARE Enrollment Form.
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Yoo bW | e ¢ A0 Van T Y S, W mta e A e ddm

Enhanced MEC Plan_Plan 1 R Fin Mot b

Benefits Enroliment Form L] New Employee [ Rehire Rehire Date,

Employecinio:

mation

Social 8ecurity Number

Address City Stats ZIp Code

Gender LI Male | Marital Status L1 Singls | Date of Birth Date of Hire
O Female | [1 Married [J Divorced

Phone Number: Emall Address:

Please Select Desired Coverage:
Employee Only - Employee+Spouse - Employee+ChiId(ren) - D Family -

$24.00/Week $38.00/Week $36.00/Week $63.00/Week
Soolal Securly # Birth Date | Sex Relationship
3 male Ospouse [ child
ML Last Name O Female | Domestic Partner
Social Security # Birth Date | Sex Relationship
O Mae [1Spouse [ Child
M.L. Last Name [J Female ] Domestic Partner
Social Security # BirthDate | Sex Relationship
O mal Child
First Name [TXR TastName | . cpels O Spge . mDneatic e
O 0 0 0
NAME OF PERSON COVERED (FIRST, LAST):
EFF. DATE
EFF. DATE
EFF. DATE

p benefit{s) as Indicated, | acknowledge that all entries are true and complete and that
any misstatements or fallure to report Information may be used as the basls for cancallation of coverage for me and my dependent(s), if any, from the original

effective date, Further, | authorize my employer to make the necessary payroll deduction of premlums for coverages | have elacted.

IF ENROLLING - YOU MUST SIGN HERE

HEmployea Acknowladgement and Authorization - | hereby apply for the grou

Employee Signature Date

EMPLOVEES DECLINING am DECLINING coverage

! understand that | and/or my depapfients, if any, waive any coverage and desire to participate In the plan at a later date. I'we may he considered a late enrolles and
must meet the requirements defi

In the Certificate of Coverage for the company's medical or dental plans. If | decline enrolim

(Including my spouse) because of other coverage, I may, In future be able to enroll myself or my depend In this plan, provided | request enroliment within 31
days after the other coverage ends. In addition, if a new dependent relationship forms as a result of marriage, birth, adoption, placement for adoption of parting suit
of adoption, I may be able to enroll myself or my dependent, provided | request enrollment within 31 days of the event.

IF DECLINING- YOU MUST SIGN HERE

L]
Employee Signature q ) . = N Date 5 i 2” o l ‘]
C et / ployer Solutions Staffing Group Health Benefits Team

7301 Ohms Lane Suite 405
Edina, MN 55439
Phone: 952-767-9518 Fax: 962-767-9515
Emall: Health@employersolutionsgroup.com

ent for myself or my dependents




