E-Verify: Print Case Details - Preview
SENSITIVE BUT UNCLASSIFIED
Case Verification Number: 20172191938521.8
Roport Prapared: oamo7rz017
Sompany nformation =
| Company: 47420 Company Nama; Enwbyuaamsmmauup
Employes information
Last Nams: abdikarim Firat Name: khaija
Datw of Birth: 04r10/1889 Soclal Seourity Number: ** + ggp4
Hire Date: 080772017 mmmmamumaumusm
% '
thBDwmnm:SdeDwd mebmmnt&chlsmmym
LCasa Stutus information
———lnlormation
Cusrent Cass Result: Employment Authorized Employer Cass |D;
Caso Submitted On: 08722017 Case Submiliad By; S8GLAGSR
' SENSITIVE BUT UNCLASSIFIED
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PO Box 46270
Minneapolis, MN 55344-9956

Tel: 952.835,1288

www.esgstaffingsolutions.com

employer solutions staffing group..

New Hire Application

Personal Data-- PLEASE PRINT LEGIBLY IN INK

Last Name Mﬁm First Name_MF Middle Initial E
Street Address =53 \ YPAVESHC NN \adn-e AptiSte

City/State/Zip } IS DS =, social Security Last Four 0060 A6

Phone Number M_Ll%ﬁnaﬂ Address _@mgg e @ le'\fvlg:_\. 48]
Staffing Agency/Recruitment Partnerm.l_.mmh‘i

All offers of employment are conditional upon satisfacto roof of ide and leqal abliity to work In the U.S.A.
Are you legally authorized to work in the United States of America? E)‘és ONo
Applicant Certification and Authorization

| authorize Employer Solutions Staffing Group (ESSG) to use the Information and statements contained in this application to determine my
qualifications for employment. | authorize ESSG to make inquiries of my former employers, except as indicated in this application,
regarding my previous duties, responsibilities, performance, compensation and ellgibllity for rehire.

| understand that a comprehensive background check may be conducted to determine my eliglbility for hire by certain clients of ESSG.
This may include but is not limited to, Investigations of eriminal and/or conviction records, driving records and/or a drug screen test as
required by clients, government regulations or by ESSG policies.

I 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 misleading 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, | agree to abide by the policies and procedures of ESSG.

J@Wmm L—— 8/6/17

A copy or facsimile ("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 -8 8850 w4
Emergency Contactinfo | Background Release Form Background Results Unemployment Letter ESC Application
(If applicable)
For ESSG Client Use
DOH ROP Work Site Loc. WC Code

ESSG - CMG_SM Rev. 04/2017



The excaptions don't a ly to supplementsl es Nonwage Income, If have a large amount of
FOI' m W'4 (201 7) Qreater th%';-n $1,000,00 p Y i g nonwage Income, sucnoaus Imerastal':gr dividends,
Basio Instructions, If you aren't exsmpt, complets .?84“5'_"" making esﬂ%mt?;l tax o an%#‘aing Form
Purpose. Complate Form W-4 so that yaur the Parsanal Allowances Worksheet below. The ES, acid :lxta; i h":"' g
employer oan withhold the comrect federal Income Workshests on page 2 further adjust your you m”{:‘”" °|';ub' o i?tlil ¥ ‘ég‘plf’" °",:"' d
from your pay. Consider completing a new Form Wwithholding allowances based on ftemized annulty Income, ‘“f For v{,‘ ) w_‘z‘,’;‘ shou
W-4 each year and when your personal o financlal deductions, certain oredits, adjustments to income, your withholding on Form W-4 or .
situation cx::rges. or twu-eammﬂmulﬁple Jobs sttuations, Two earners or multiple jobs. If you have a
working spouse or more one job, figure the
Examption from withholding. If are exempt, Complete all workshests that . However, you b
cnmp’;g only lines 1, 2, 8, ?ancﬁu and sign i may claim fower {or zerg allowa:pcgé.y For regultr m”a‘"""g‘s er of allmla_':nhcas e :lnﬂt?ed#igfg‘lalm
form to valldats it. Your axamgﬂon for 2017 expires wages, withholding must be bassd on “,’"," Sy %" ";'ﬁs'm"ﬂ Ydlon oeta wmg y %2?
Febnl::lg’vw. 2018. Ses Pub, §05, Tax Withholding you clalmed and may not be a flat amount o wh °‘g“ olding "g,}g“yed ‘;h"' Fo,;,'fgv"'m
and Estimated Tax. percentage of wagea, for the hiLowances are e -;ﬁ""—
Nolt“e:alfagmpersoncanolalmyouasadapandem Headoﬂ_lpmhol:iam i ﬁd"' ~ clalmed on the ers. Ses Pub. 505 for detals,
onhis or retum, yo rr——— on your tax return on
—from o1 Inoome exceeds §1,050 d pay more than 50% of the Nonresident allen. If you are o nonresident allen, see
and Inoludes mare than $350 of uneamed Incorme (for o, Natice 1382 Form W-4 instructions for

you are an
casts of kesping up a home for yourseif and your » Sup
example, Interest and dividends), 'dazgagg:nﬁ%g or c!uallfying"gdlvlduals. e Nonresident Allens, before completing this form.

ol dard Deduction, and Check your withholding. After your Form W-4 takes
e,;mg:&,mﬂ el 'bf%laebl:ht&clahnh Fiiing lnformsuoﬁ,nfonraﬁﬂunnaﬂon. U8 Pub 50510 s how the amount you are
adependent, if the employee:; imd Tax credits, Yt:lu can taha' pmjelt;md tax credits Into m% .‘,’"g‘eh:;gu‘f:%' es;t:oacyl:lli; "’u‘fggm‘“.,;'g',

» Is age 66 or older, m*grm'ggﬂg,fwﬂ,gnmmhmzmwm exceed $130,000 (Single) or $180,000 (Marriae.

Mmoo

if you

For accuracy,
complets all
worksheets
that apply.

° |s blind, or credit
Lot S S T e e i el
Personal Allowances Worksheet (Keep for your records.)
A Enter“1”foryourselﬂfnooneelsecanclalmyouasadependent A T e S - S
® You're single and have only one job; or
Enter *1” if; { ® You're married, have only one job, and your Spouse doesn't worl; 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 Spousa. 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) . . . . . 5 0 0 0 o o b o
Enter number of dependents (other than your spouse or yourself) you wil| claim on your tax retum . . 5 0 0 o o o
Enter “17 if you will file as head of household on your tax return (see conditions under Head of househald above)
Enter “1” if you have at least $2,000 of child or dependent oare expenses for which you plan to claim acredit . , ,
{Note: Do net include child Support payments. See Pub, 603, Child and Dependent Care Expenses, for detalls,)
Child Tax Credit (including additional chiid tax credit). Ses Pub, 972, Child Tax Credit, for more Information,
® If your total income will be less than $70,000 ($100,000 i married), enter *2” for each eligible child; then less “{1»
have two to four 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 ($100,000 and $119,000 if married), enter “1* for each eligible chid, @&
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 clalm adjustments to Income and want to reduce Yyour withhoiding, see the Deductions
and Adjustments Worksheet on page 2.
® if you are single and have more than one lob or are married and you and your spouse hoth work and the combined
earnlnFs from all jobs excesd $50,000 ($20,000 married), see the Two-Eam Itiple Jobs Worksheet on page 2
to avold having too [ittle tax withheid.
® 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 1o your empioyer. Keep the top part for your records.

Employee’s Withholding Allowance Certificate

» Whether you are entitled to clalm a certain number of allowances or exemption from withholding Is

OMB No. 1545-0074

Form w-4

m ;T.?;,’u‘;‘gm"?;“" subject to review by the IRS. Your employer may be required to send a copy of this form to the IRS. 2 @ 1 7
1 Your ﬂrai name and middle Initial Last name - 2 Your soclal security number
A N ~ 5981
e {number and street or rural routs) 3 Weinge 7 Marmiea L] Married, but withhold at higher Single rate,
g ‘ J M £ Note: If married, but legally separated, Or spouse i a norvesldent allen, check the “Slngla"_b_mi._
CHy or town, state; and ZIP code i = 4 Hyour last name differs from that shown on your social security card,
3 S check here. You must call 1-800-772-1213 for a replacement card. > []
5  Total nufnber of llowances you are claiming (from line H above or from the applicable workshest on page 2 5
6 Additional amount, if any, you want withheld from each paycheck 9 900 % 0 0 006 b g . 6%
7 Iclaim exemption from withholding for 2017, and | certify that | meet both of the following conditions for exemptlon. o
® Last year | had a right to a refund of ali federal income tax withheld because | had no tax liabllity, and
* This year | expect a refund of all federal income tax withheld because | expect to have no tax llablmy.
If you meet both conditions, write “Exempt” here . U e e
Under penaities of Perjury, I declare that | have examined thig Certificate and, to the best of my knowledge and bellef, it is trus, correst, and complete.

paer B 417

10 Employer Idéntlﬂcaﬂtia number (EIN)

Employee’s signature
(This form Is not valid unless you sign it) » =
8 Employer's name and address (Employer: Complets lines 8 and 10 only f sending to the IRS.) | 9 Office coda (optional)

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 o Mfg:"l‘ml;: o
U.S. Citizenship and Immigration Services Bxpires 08/31/2019

ANTI-DISCRIMINATION NOTICE: It is lllegal to discrimin

document(s) an employee may present to establish employment authorization and identity. The refusal to hire or continue to employ————
an individual because the documentaﬂommm

umentatio Iration date may lso constitute liegal discrimination.

Botion 1. Employeé Infarmation an station "mmmwmp%énam 1 of Fotm (-9 ng later
than the first day of employment, but ot before guaspting & foh affer) iy
Last Name (Family Nams) First Name (1 Name) Mldﬂiﬁal Other Last Names Used (i any)
Address (Street Number and Name) Apt. N City or Town State ZIP Code
\ R N e MW S s 65y
Date of Birth (mmAddyyyy) |us. Social Security Number Employee's E-mali Addrdss Employee's Telephone Number
(D_Lumg 843 1B eh] ARG kindija) @loanm: (B1- AT~ 306

| am aware that federal law provides for imprisonment andj/or fines'or 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 bozxes):
&4 A ctzen of e United st 7
[[] 2. Anoncitizen nationa] of the United States (Ses instructions)

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

l:] 4. An allen authorized tp work  until (expiration date, if applicable, mm/ddlyyyy):
Some aliens may write "N/A*® In the expiration date figld. (See instructions)

following document numbers to complete Form +o: Do ot e oecion 1
er OR Foreign Passport Number. o

1. Allen Registration Number/UScIs Number;
OR

2, Form 1-94 Admission Number;
OR
3. Forelgn Passport Number:

Country of Issuance;

4

P TR
F tér and/or Trang;lﬂo? Gertifiohtion (ehénk one); '
ﬁ:: hot us a Rregarr or trang

translatdr [ ] A preararts) hdior tranbiatir) assisted the emplgyes in gompleting Seotion 1.

Flelds balow must e gumaletey and sigred when RISPETGrY angho translatard Basist an omployee in ompileiing Beation 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.

Slgnature of Preparer or Transiator Today's Date (mmAddiyyyy)

Last Name (Family Name) First Name (Gjven Name)

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

@ Emglo ye;- Completes Next Page @

Form I-9 11/14/2016 N



Employment Eligibility Verification USCIS

Form I-9
Department ofﬂmﬂandhnﬂ:y 1615-0047
US. Citiznship and Inymigration Services i 683172018
(En
afA : _ . :
Employee Info from Section 1 . - \ can il
: Usfc
Identity and Employment Authorization Identity Employment Authorization
Fﬁﬁnnemma j ot Title
Issuing Authority I Issuing.
Document Number { Document Number Document Number
21240 b QNS =S -9 €2
Expiration Date (if any)(mm/ddiyyyy) | Expiration Date (i any){(mm/ddlyyyy) Expiration Date (7 any){mm/idlyyyy)
: A —2\~2.\) :
Document Title !
Issuing Authorily 4 [Additiona Information : P
Document Number
Expiration Date (7 any)(mm/Aidfyyyy)
Document Title
Issuing Authority
| Document Number
Expiration Date (¥ any){mm/iddpyyy)
¥

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
mpl@l-ammmmmmumm

The Iéyee's first day of ;ﬂploymen_t (mnvdd/yyyy): _ogmrpu Instructions for exemptions)

Sig ployer o resentative Today's Date (mm/ddlyyyy) | Title of Employer or Authorized Representative
05" b:..z | “WRecruiter

Last Name of Employer or Autho Name of Employer or Authorized Representative Employer's Business or Organization Name

Glasby Shelby Employer Solution 8taffing Gro

Empioyer's Business or Organization Address umber and Name) | City or Town State | Z1p Code

7480 Flying Cloud Drive Suite 200 Eden Prairie MN 55344

].ast Name (Family Name) First Name (Given Name) Middle Initial | Date (mm/ddyyy)

Expiration Date (7 any) (mm/ddyyy)

| attest, under penalty of perjury, that to the best of my hlowledge.mhemployee Is authorized to work In the United States, and if
the employee presentsd document(s), the document(s) | have examined appear to be genulne and to relate to the Individual,

Signature of Employer or Authorized Representative | Today's Date (mmy/ddyyyy) Name of Employer or Authorized Representative

i)

Form 19 0711717 N Page 2 of 3









EMERGENCY CONTACT INFORMATION

EMPLOYER SOLUTIONS STAFFING GROUP
IN CASE OF AN EMERGENCY - NOTIFICATION INF ORMATION

 EMEROBNCY GONTAGTS ™~ ‘ |
Plgase list two peapig (in priority order) why oeuld be gontaoted In case of an emergercy e
Contact #1 Home Phone: (o551~ %52°1- (B
Name: hs 2720 ‘(’\Uéﬂu n Cell Phone:
Relationship: "ﬁ"l:an 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.




' . employer solutions staff Ing group.
Leveraging Resources in a Changing Market
Wage Payment Method Authorization (Minnesota)

wages by Direct Deposit and/or Payroll Debit Card,
election, wages will be paid by paper Check.

Employees have the option of receiving
If you do not provide a written

SLEERLO N BASTC ENEORRN N TN

—~V Y\ B o Crand =LA 3y B

\ 2 PANROLL ELEC o
|_| Direct Deposit (Please complete Sections 3 and § below)  Note: Direct Deposit accounts may take up to 7 days to be activated
|_| Payroll Debit Card (Please complete Sections4 and 5 below) )| Paper Check (Please complete Section § below)
SECE@NTS  DIREGy DEROSER
B [ Update Bank Accomnt T understand and acknowledge that if1 do not provide a
S Bank Name: voided check with this direct deposit form, I am
) responsible for any delays in payroll or extra costs
incurred if the account number that T provide is incorrect,

(
(
(
[

!

Except for the routing and account mmber, ESSG does not have access 1o any information regarding your Payroll Debit Card account or
transas:ﬁnns.Onyomﬁrstpayday,yoqwﬂlreceiveyournewPayrollDebitCard,andapankstmntainingallofthetmmsmdcmdiﬂons.Youvyiﬂ

CARDHOLDER INFORMATION (as you want your Payroll Debit Card to be issned)
M1

First Name Last Name Date of Birth
Street Address rosox NoT ACCEPTABLE) Social Security#
City State Zip Cell Phone (mobile)
RECEIPT OF PAYROLL DEBIT CARD (to be completed when you pick up your Payroll Debit Card)
Payroll Debit Card Routing # Payroll Debit Card Account #
073972181
1 received my Payroll Debit Card, welcame brochure, brogram fees, program terms, canditions, and disclosures By activating my Payroll Debit Card,

Employee’s Signature: _%—-E’

SECTHON S AL IRTZAN TN
I anthorize 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.

i\.Covyv

your paystubs electronically

Date: i'lli”l‘]

*E-mail:




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;

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 otheriﬁaueglﬂmate.bminesspamm-mmwm-vbu'f'éﬁpﬁyﬁéﬁi._ééc_ i
- 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” s 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: T Mﬂﬁ nN\
First Middle (O Last
none)

Other names used:
Current county of residence:

Current and former addresses: Y
%&Lamﬂ_ ~current AUK 201 159 Rioesen. lane r]SS055
from Mo/yr to Mo/Yr Street , 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 follpwing information when
checking for records. BGC will not use it for any other purposes,

vl 1 1919 H76-3%5- 482

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: [J.

Do

Signature Date




~ employer solutions staff Ing group.

Leveraging Resources in a Changing Market

This agreement made this™ ) t"I'\day of ; ‘ 20'I2, between

Employer Solutions Staffing Group LLC, hereinafterreferred to as “employer”,
and MMMM hereafter referred to as “employee”.

WITNESSETH:

STATEMENT OF CONFIDENTIALITY
_ﬁn%gk__.

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

Fafﬁng Gronp LLC, Representative



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

AGREED/SE ACUERDA—

L.
Name/Nombre (con letra de molde): Midb atd | é{ (SN
Signature/Firma: g%




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

your physical condition.

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

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

Signed:

Printed Name:




———— T — R

rom OOD0) Pre-Screening Notice and Certification Request for

(Rev. March 2016) the Work oPporumity Credit OMB No. 15645-1600
.‘.’35,?,,, nm?,'.,‘{.”sgm ) » Information about Form 8850 and its separate instructions is at www.irs.gov/formssso,

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

Your name M@Mm Soclal security number p ﬂ HS ~ 65 -98a \
Sreetadrses wheroyoulve | 531 BYOYES e Ane

City or town, state, and ZIP code AN Lj'. 55 O%S
County mr‘nj‘!’g in Telephone number _{ )& i ® gy 5\0! |

If you are under age 40, enter your dats of birth (month, day, year) -D?T.H.;J;Q,_Lq a3

1 [0 Check here if you received a conditional certification from the state workforce agency (SWA)ora 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 Assistance for Neady Families (TANF) for any 9
months during the past 18 months,
* lam a veteran and a member of a famliy 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 rehabllitation agency approved by the state, an employment network under the Ticket to Work
program, or the Department of Veterans Affairs.

* lam at least age 18 but not age 40 or older and | am a member of a family that:

a. Received SNAP benefits (food stamps) for the past 8 months; or

b. Recelved SNAP bensfits (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.

* Ireceived supplementsal security Income (SSI) benefits for any month ending during the past 60 days,

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

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

4 [ Check here if you are a veteran entitied 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 hers if you are a veteran entitled to compensation for a service-connected disabllity and you were unempioyed 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
* Recelved TANF payments for any 18 months beginning after August 5, 1897, and the earliest 18-month period beginning
after August 5, 1997, ended during the past 2 years; or

* Stopped being eligible for TANF payments during the past 2 years bacause federal or state law limited the maximum time
those payments could be made.

7 [ Check here if you are in a period of unemployment that is at Jeast 27 consecutive weeks and for all or part of that period
Yyou 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,
corect, and complete,

Job applicant’s signature b Date @l %l l /7
For Privacy Act and Paperwork Reduction Act Notice, si 2. Cat, No. 228511 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:

Street Address; City/State:

Age: f
O 110/ 19949 | | g | Binsomansbeyet

\\:&%& =5
Have yon worked for If yes, location:

Please complete all questions, and sign and date the form,

Yes

No

1.

Have you or has anyone living with yon received Temporary Assistance to Needy Families (TANF)
at any time since Angust 5, 19977 (If yes, please provide information below.)

Name of the person receiving benefits; Relationship to you:

City: County: State;

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

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

3.

Have you received Supplemental Security Income (SSI) at any time within the past 3 months?
Please note, this is not the same ag Social Security benefits (S8) or Social Security Disability (SSDI) benefits,
*If you checked yes please provide a copy of your SSI documentation,

Have yon received any type of vocational rehabilitation services within the past two years?

If yes, pleage indicate which type of agency you worked with and provide their location information below:

D Vocational Rehabilitation Agency d Dept, of Veterans Affairs D Employment Network (Ticket to Work Program)
Name of Agency: Phone #:
*If you checked yes please provide a copy of your active Individual Wark Plan and Ticket 10 Work documentation,

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

O

O

Have yon been unemployed at any time during the last 12 months?

fyes, dates of unemployment - From; / / To: / /
Did you receive unemployment compensation at any point during your unemployment?
If'yes, dates received unemployment compensation - From: / / To: / /

Have you been convicted of a felony or released from Prison for a felony conviction in the past 12 months?
Conviction Date; / / Release Date; / /
Was this a [ ] Federal or [ ] State conviction? If State - County: State:

U O Oom

O O O

_ Additiona| Tax Credity
IEC (Native American): Are you or your spouse a member of a Native American Tribe? .
*f 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, 1declare the information above o be true and accurate 1o the best of my knowledge, and | hereby authorize any agency, organization, or
Individuals to supply such verification or information that may be needed 1o determine tax credit eligibility to my employer, employer representative (Associated

New Employee Signature: 4 Date: &_! 6 ! {h’




SREinlista in Taxn Crod Adnvinisireiion

Qualified Long—Term Unemployment Recipient

ADDENDUM TO: IRS Form 8850 Pre-Screcning est for the Work Opportumity Tax Credit
Client: Company:
Employer Solutions Group
cation; Employee Name: s
| RAY Tl Pt At o0 B 5-35-15 24

\J

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; / /
O 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 petjury, I declare that this information is true and correct to the best of my knowledge.

[ e K=

e

RetroTax®
3730 Washington Blvd.
Indianapolis, IN 46205

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

wWww.retrotax-aci.com
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b

employer solutions staffing group..

Notification of Minnesota Law Re uirement —

Unemployment Acknowledgement

According to Minnesota Statute section 268, 095, subdijvision 2, paragraph (d), an
applicant who, within five calendar days after completion of a suitable
Job assignment from a staffing service, (1) fails without good cause to
affirmatively request an additional suitable Jjob assignment, (2) refuses

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.

Employee Signature: Date:
S~ ¥
Hiha_
Employee (plefise print yoirname here)

CMG SM-Rav naanta



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.

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 unilatera] employment contract or offer thereof.

flgnggﬁ?g oA kg vy ry
Individual’s Nare

A IRNEN T

Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



Iﬁ ACKNOWLEDGMENT

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

I —mmrmm,mmmnd and support the following:

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. lagreeto notify my ESSG Consultant 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.

Date: CP)I ql \/l
Associate's Signature: mﬁ

Associate's Printed Name: ‘\%m%d MM\"}\
Orientation provided by: &

24



i *‘W employer solutions staffing group.

Leveraging Resources in Changing Market . 5'-"-’-"-’."' éiu?% Lem 'm.
Benefit Pl
Enhanced MEC Plan_Ppigy 1 R g

Benefits Enroliment Form L] New Em)

Name (First and Last)

l“hadi]a
Address

)

mmmmlrt_n,“\—)'C‘x""kujr-t M D"Shm?'?‘:')

O oworced | OY 10] 199 O8/67)| /

hone Number; Ermall s Y _ \ ¥
DI-UT1-36 K A .

Please Selgct Desired Coverage: :

-] Employee Only - D Employee+Spoyse - Employee-l-Chlld(ren) - Family -

 $24.00/Week $38.00/Week $36.00/Week $63.00Week

ﬁuallonhiuanhnandcumplmmdﬂm
for ma and my dependent{a), if any, from the original
pramiums for coverages | have elected, 2

Employse Signature

Date
EMPLOYEES DECLINING
tunderstand that | and/or my d; participate in the Plan at a Inter date, lwo be considered a iatg snrolies and
must maet the remsnts 8 medical or dental pians, | | decline enraliment for myasif or my dependents
(Including MY spouse) beca myzsif or my depen

the ather gcoverage gnds,
of adoption, | may be ahie to efiroll

adoption, placement for adoption of Parting auit
liment within 31 deys of the evant.

Employes Signature

[17

Employer Solutions Staffing Group Healih
7301 Ohms Lane Sute 405
Edina, MN 55439
Phone: 852-767-9519 Fax: 952-787-0515
Emall; Heallh@employersoluﬁonsgmup.mm

Benefits Team




oI msewsuaty viedical Benefits Plag 2
TEVSla « 219301-ESG-1 OFFICE USE ONLY LOCATION Rehire Date __ —_t f="0m"
ENROLLMENT FORM ESC CUUNAC-MN) P1 vq
- REQUIRED EMPUOYEE INFORMATION PRINT USING BLACK or BLUE INK (Iviuaivﬁ;‘ﬁll_;éiaﬁt-)—“ Y
Name Spcial Security # Home Phone
— @E&wﬂ}:@m« ﬂf'%—%-‘i Bt _[go14 (780l |
Address

Medicare Health Insurance Claim Number (HIC

N)
"NSHQZFCZ&SEea'éSr's"SrT('s"):”""""'"'“‘]w""' R
1. 2

DYes D___N_g. If Yes,

please continue,
Medicare Effective Date

re any

benefits
indemnity Medical Plan, Dental Pla

Insurance Company. The Vision plan is underwritten b
SELECT COVERAGE LEveL FIXED INDEMNiTY

] 5 ~ MEDICAL 1
“ 7 Employes Only F e S2025. (@)
Employee + 1 []

.é’,ﬁbr*e;yé}e.-}ra;mt_y,;? i

DENTAL

$12.34

in Section C, You;-:wérage level for
n, Term Life Plan, a
y Companion Life In

i [

D P

ettt ey et ettt o

—__ PeyrollDoducted Wasidy Rats

nd Short-Term Disability plans are
Surance Company,

VISION

SHORT-TERM
DISABILITY 2

For Term Life / Accid:;td
Dismemberment is P

Name

eath & Dismemberme
the Term Life Benefit,

e

nt, please write in your b

t-;:"g.aneréuons who wor‘l; ln CA, Hl, _NJ, NY; or Rl.
Accidental Death &

Relationship

D. REQUIRED DEPENDENT INFORMATION
Name Social Security # ! Date of Birth
A

 Social Security |

Date of Birth
!/

Sex

[M[F]

Sex

Relationship

..[1Spouse[]
Relationship

Chitd[_]Domestic Partner

Social Security ¥ Dato of Birth
)

al Securit;:#;

Soci

Sox

[M[F]

[mI[E]

[ ISpouse [ chid
| Relationship
.Qiesz&z.@ﬁb_"9._D_Eemseﬁs‘.ﬁ.am?r._
' Relationship
l_l.;lfge!s_e__l;lE-'b._.i!s!.D__Esvz?ﬁtis.ﬂermﬁr.

[Ipomestic Partner

YOU MUST SIGN AND DATE ECLINE COVERAGE _:
; t is only available for

This Is an Essential StaffCARE Enroliment Form.



