/ 8 "~ PO Box 46270
A affingsolutions.com A\ | Minneapolis, MN 55344-9956
/ b L My Tel: 952.835.1288
a employer solutions staffing group..

/ New Hire Application

Personal Data-- PLEASE PRINT LEGIBLY IN INK

[/ Last Name Mﬁ!ﬁ[ First Name A&&@ké Middle Initial _AL

Street Address b Apt/Ste
Social Security Last Four XXX-XX- 22&
@

All offers of empl ent are conditional upon satisfactory proof of identi and legal abiiity to work in the U.S.A.
Are you legally authorized to work in the United States of America? ﬁ’YES No
Applicant Certification and Authorization

criminal and/or conviction records, driving records and/or a drug screen test as
required by clients, government regulations or by ESSG policies.

I understand that a comprehensive background check may be conducted to determine my elligibllity for hire by certain cllents of ESSG,
Is may Include but Is not limited to, Investigations of

I release ESSG and other persons or entities from any claims that might be based on ESSG's declsion to conduct a background check.

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

If hired, | agree to ahide by the policles and procedures of ESSG,

N/,
ame (Print or type)

For ESSG Office Use Only
DOH NHW I-9 8850 wa
Emergency Contact Info Background Releass Form Background Results Unemployment Letter ESC Application
(if applicable)
For ESSG Client Use
DOH ROP Work Site Loc. WC Code

ESSG - CMG-NSTW4 Rev. 04/2017



Form W-4 ( 2017) Groser 1 05505 LPEmenta weges #:%’d’éﬁ%’&“a&'&“&%&“&?mﬂf

Basio Instructions, if you aren't exemgt, ents using Farm

consider making estimated
e 1040-E5, Estimated Tax for Ineidunis Songro

Complste Form W-4 so that the Personal Allowances Workshest
é':‘r':ﬁgy’;' can%hold tnr?e con:gt fedayglu{nmma w:neel:::ts on page 2 %woad]ust your y"gl:'ﬂy“{ owe sdg;i;ng:lbmg.og éoﬁlnmplfemm:;uld
tax from your pay. Consider compleﬂrg.i a new Form withholding allowances based on itemized an nm\:nn%holdl on Form Wed o w_%‘,’,
W-4 eaclm and when your personal or financial deductions, certaln credits, agmnams to Income, adjust youy ng m g
situation ges. or two-eamers/multiple jobs ons. 'lwr?d:amers ug ou;:llﬁlra;e obsc; r{i; )]rgg l'agvue raatha
Exemption from withholding. If Complats all workshests that apply. However, warking spo o h
comp! eteosnly llnl'las 1, 2? s, g.g'amﬁua:r: gmpet, may l;inaplm fewafw(uor zanz aﬂowa:ggg.y For ragularyou mﬁ:'“""ba er 1?: a""%‘:iayggm enﬂt?edgrtr:nlalm
form to validate it. Yaur exemption for 201 explres Wages, withholding must be based on allowances 3;'4 %ur;'nsm bk uw,yw'{l',gg'}’nﬂ.';‘; D ete
February 16, 2018. See Pub. 505, Tax Withholding you ciaimed and may not be a fiat amount or when all Zlowanoss o claimed on thy Fo;ﬁ;,“ 4
- Tax. percantage of wages. for the highest paying job and zero allowances ar
Note; If another person can clalm you as a dependent Head of household, Generally, you can clalm head claimed on ma%?ﬁ”ﬂ‘m. 8es Pub. 505 for detalls,
on his or her tax retum, g&m‘t claim exemption of household filing status on your fax retum only if Nonresident allen. if you resident ali
from withhalding if mr Income exceeds $1,050 You are unm and pay miore than 50% of the Nuﬁn;a;laez s:“; ﬁm"g:m""v"‘, % lnst-ucﬁ:nn'ssfg?
and inciudes more than $350 of uneamed income (for casts of keeping up a home for yourself and guur Nonresident Al PP eglm leting this fq
example, Interest and dividends), depend ar otﬁsr qualifying Individuals, Ses on| ens, before completing m.
ns, An empl may be able to claim Pub. sma?gsmptlons Standard Deduction, and Cheok your withholding. After your Form W-4 takes
z [ ay Filing Information, for I'nfonnaﬁon. effect, use Pub. 505 to see how the amount you are
exemption from withholding even if the employes Is having withheld o ected total tax
a dependent, if the employgs: Tax orediis. You can take pmjelcmd tal),( credits into for 2’6 Frne Pu??ﬁl?g . eg,our Br;:{: ik
* s 898 66 or oicer, | Wiy Slovgnce, achs or sk hoperirt. e 6 5 sepecialy (Marriec),
* Is blind, or care expenses and the child tax credit may be claimed Future developments. Information about any future
» Will claim acjustments to Income; tax credits; or gsln the gemonsl Allowancss Worksheet below, flevl:llo ments aﬁgc;mﬂag Fon1r1e' W-4 (sucv'}ﬂ Iag
ftemized deductions, on his or hertax retum, ' mﬁm%méwmggmg verting your other :tgwww%m i P
Personal Allowances Worksheet (Keep for your records.,)
A Enter "1” for yourself if no oneelsecanclalmyouasadependent . O 9 00 0 a0 6 6 5 o A l
® You're singie and have only one job; or
B  Enter™” i { * You're married, have only one job, and your spouse dossn’t work; or B
* 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 either a working spouse or more
than one job. (Entering #-0-* may heip you avoid having too [ittle tax withheid)) . 9080000000605 (&
D  Enter number of dependents (other than your spouse or yourself) you will claim on yourtaxretum ., . o o o D
E  Enter *1” if you will file as head of househoid on your tax retum (see conditions under Head of household above) E
F  Enter *1” if you have at least $2,000 of child or dependent care expenses for which you pian to claim a credipt F
(Note: Do not inciude child Support payments. See Pub. 503, Child and Dependent Care Expenses, for details,)
G  Child Tax Credit (including additional child tax credit). See Pub. 872, Child Tax Credlt, for more Information,
* if your total income will be jess than $70,000 ($100,000 if marnried), enter 2" for each eligible child; then less “1” if you
have two to four eligible children or less “2” if you have five or more eligible chiidren.
® If your total income will be betwesn $70,000 and $84,000 ($100,000 and $118,000 if married), enter *1” for each eligible child. &
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 olalm adjustments to income and want to reduce your withholding, see the Deductions
Foraccuracy, | andAdjustments Worksheet on page 2.
complete all * If you are single and have more than one job or are married and you and your spouse hoth work and the combined

worksheets earnlni;s from all jobs exceed $50,000 ($20,000 if married), see the Two-Earners/Multiple Jobs Worksheet on page 2
that apply. 1o avoid 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.

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

a w_4 Employee’s Withholding Allowance Certificate OMB No. 1545-0074
m

Treasury » Whether you are entitied to claim a certain number of allowances or exemption from withholding Is
m&;’;&mw 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 first name and middie Infiial Last name 2 Your soclal security number
Mﬂﬂ&eﬂsﬂ 974-29-3%y
ome address (number and strest or rural route) amngla I Married L] Married,

5
6
7

but withhold at higher 8ingle rate,

w ,S Nots; If manied, but legally separatod, orspouse Is a nonresident allen, check the “Single” bax,
City or town, stats, and ZIP code 4 W your last name differs from that shown on your soclal security card,

¢ check here. You must call 1-800-772-1213 for a replacement card. P[]
otal 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 S 1 |3

| claim exemption from withholding for 2017, and | certify that | meet both of the following conditions for exemption, |

lfyoumeetboﬁcondlﬂons,write“Exempt"here. © 9 0 0.0 0.0 8 0.0 0 o o ol

Under penalties of perjury, | declare that | have examj s certificate and, to the best of my knowledge and belief, it is true, correct, and complete.

Employee’s signature

{This form is not valid unless youslgn it) » %—’ Date » 3’//& gfz
Employer's name and addrass (Employer® ( COmﬁlete liw€s 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
Department of Homeland Security

R U.S. Citizenship and Immigration Services m%ég’,%‘};’
» START HERE: Read Instructions carsfully before completing this form. The Instructions must be availabj

————

USCIS
Form 1-9

Seotlon 1. Employée Thformatlon anc tation -9 g later
thari the first day of employmelss, Bust not hefars aqospting & job offer ) |

Last Name (Family Name) First Name (Given Name) Middie Initial | Other Last Names Used (i any)
MeDnog d_ Alexasty N

Address (Street Number and Name) Apt. Number City or Town State Z|P Code

h S COHYY9e (rreve M) | Szo/f
Date of Birth (mm/ddlyyyy) |u.s. Sogial Security Number Employee's E-mail Address Employee's Telephone Number
&/ 27/ 1998 [#H]-BR] - “H#3-3o-4944
| am aware that federal Jaw provides for imprisonment and/or fines for faise 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):
B 1. A ciizen ofthe Urited States ]
L] 2 Anoncitizen national of the United States (See Instructions)
D 3. A lawful permanent resident (Alien Registration Number/Uscis Number): L]
[[1 4. An alien authorized to work  until (expiration date, if applicable, mm/ddiyyyy):
Some aliens may write "N/A" In the explration date field. (See instructions)
Allens autharized to work must provide only one of the following document numbers to complete Form |-9; ©R Cade- Santion 1

An Allen Registration Number/USCIS Number OR Form 1-94 Admission Number OR Foreign Passport Number,
1. Alien Registration Number/USCIS Number:
OR

2, Form |-84 Admisslon Number;
OR

3. Forelgn Passport Number:
Country of Issuance:

Do Not Wite In This Space

Signature of Employee

Today's Date {mm/ddsyyyy)

O3/ 12/88

“reparer and/o7 Translator Garifa: don (cheok one);

N | did hat uge 4 preparer or tranalator. (] A prepdrer(s) andsor translaiok(s) adsisted the emplayee I anmpleting Section 1.
{18 below myst bo gampleted end signed when preparsrs and/ur franslatars hsstat an emplayee in gampleting Bgotion 1)
e that | have assisted In the completion of Section 1 of this form and that to the best of my

under penaity of perjury,

knowledge the Information is true and correct.

Slgnature of Preparer or Translator Today's Date (mm/ddsyyyy)
Last Name (Family Name) First Name (Given Name)

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

&  Emolover Complores Next pags ®

FormI-9 0717717 N

Page 1 of 3



Employment Eligibility Verifieation
Department of Homeland Security
U.S. Citizenship and Immigration Services

USCIS

Form 1-9
OMB No. 1615-0047
Expires 08/31/2019

: w:g::w . 3 m;aff?ggmm'a first day of emplayment, You
ListA OﬂaMMnMWMMMWBWWWMWOMWGMM Listy
ﬂ Bl(Fs ] CIT!Tnshlpllmrrﬂgraﬂon Status
stA ' ListC
Identity 1nd Employment Authorization
Document Title
Issuing Authority
Document Number
| Expiration Date (i : any)(mm/ddjyyyy)
Document Title
Issuing Authority Additional information &RNﬁt"mﬁ:’.ﬁ?;’épﬁi
Document Number
 Expiration Date (i any)(mm/ddiyyy)
Document Title
Issuing Authority
Document Number
Explration Date (i any)(mm/dd/yyyy)
C tion: | attest, under penalty of perjury, that (1) | have examined the document(s) presented by the ahove-named employes,

ove-listed document(s) appearto be g

enuine and to relate to the employee named, and (3) to the best

of my knowledge the

pl s authorized to work In the United States
he yee's first day of employment (mm/dd/yyyy): (See Instructions for exemptions)
3 ] =
:Uﬁl;(.pa wef-frAmthorized Répresentative ) Today's Datg (mm/ddfyyyy) | Til6f Employer,or Authorized Representative
/é . 43f QT? 018 Lty
oyer or Authorized Representative Employer's Business or Organtzation Name

Wm@ pl?}fomumonzed Representative mE?pl

e EMPLOYER SOLUTIONS STAFFING GROUP LLC
Employer's Business or Organization Address (Street Number and Name) | City or Town State  [ZIP Code
7480 FLYING CLOUD DRIVE  SUITE 200 EDEN PRAIRIE MN 55344
Seotlon §. Revarfidallon and Rehires (7q s aompisied a7 7 e by empléyer or authorized repregeniative )
A: New Nafe eabis) B. Date of Rehire (if applicate]
Last Name (Family Name) First Name (Given Nams) Middle Initial Date (mm/dd/yyyy)
« Fthe emplayee™s praViaus grant of employment aulfiafizaion has expired, provide The RTormaion Tor e dobufment of recelpt thal sslabiisfics '
continuing emplayment avthorizatian in the space provided balow.
Document Title Document Number Explration Date (i any) (mmv/ddpyyy)

1 attest, under penalty of perjury, that to the best of my knowledge,
the employee presented document(s), the document(s) | have exa

this employes Is authorized to
mined appear to be genuine and

work In the United States, and If
to relate to the indlvidual,

Signature of Employer or Authorized Representative

Today's Dats (mm/dd/yyyy)

Name of Employer or Authorized Representative

Form1-9 07/17/17 N

Page 2 of 3







his card *thc oﬂ‘ culaveriﬁca nof your Social Secunty numbe ¥ 3

lease sign it right away. Keepl a safe place.

nproper use of this card or number hy anyone is pumshab‘le by ﬁrsg
nprisonment or both. -

‘hls/gard belongs to the Social Secunty Admlmstratlon and you n;ust

sturm it if we ask for lt " FReLl |

f you find a card that isn’ tyours please retum it toi - -\‘ ] }- :
5: : Social Security Administration G
P.O. Box 17087, Baltimore, MD 21235- .

or any other Social Security busmess/informauon contact your
ocal Social Secarity office. If you write to the above address f y
wusiness other than retuming a foun¢ card it w:ll takc longer‘f nyr,f

D answer your letter.
C 9 7 7 8 6 4 1) 2

iocial Security Admlnlstraﬁon
[FRL S AL AR ?"_“.""‘_[_ s'-"-'-’ —_I:L{l_l

e

i

‘orm SSA-3000 (1-94)

TR

-,

-

SO e s e sy s

il



—
“'n-,"_

employer solutions staffing group..

Notification of Minnesota Law Requirement -

Unemployment Acknowledgement

(

According to Minnesota Statute section 268, 095, subdivision 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 fo
affirmatively request an additional suitable Job 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.

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 unemplo nefits.

I understand by signing(this form thak.| am responsible to contact ESSG within 5
calendar days once an ssignment engs. | also acknowledge that | have received
a separate copy of this fi (Inifial)

2 L2

Cilri” &

ployee (pse print your name h)

CMG_SM - Rev. 08.2013



——

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. i
2 I have read the entire contents of this policy and | am aware and fully

3. I hereby voluntarily consent to ESSG, or its health service providers, or
ot!1er persons or entities agﬂng for or with them, to collect a body component (blood,

disclosure to ESSG of the results of my drug and/or alcohol test and other information
related to the test.

|

ndividual's Name

\ /) A

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



- HBAiTHEZ

Bpnefits Enrollment Form

mNewEm BE

Enhanced MEC_Plan 1

IV?'.
A

enuo;aedmbmssafrméugp, ' W%ua:a_g..

LY oty PRWoL iy,

ESNG

Onioror schtlons ratioraidy

u--.--:-w-\-.sﬂ'ii-&%

_ - Married [N Divorced
hone Nlunlm-_76g‘_3_/_o’ C{¢5¢7

‘ Please Select Desired Coverage:
' | Employee Only - l: Employea-l-Spouse - Employmcmld(ren) - Family -
$24.00/Week  $38.00/Week $36.00/Week $63.00/Week

Employse Signature

mhnmhwwmm
myssif or my mﬂhmmlm liment withiny 31
Fage ends, In addition, nnnwdemd'erHmhlpfonmuamultof mmmmphammmmmwmm-m
ofadopuon.lmqhublcbonnnmlformydomdem,Mdodlmqumnnmllmmwmunal days of the event.

IF DECLINING-

MUST SIGN HERE

Employse Signature

_gpa—
-

Employer Solutions Staffing Group Heaith Benefits
PO Box 48279

Minneapolis, MN 55344
Phone; 852-767-9519 Fax: 952-787-9515
Email; Healﬂ:@employemoluuonsgmup.com

v 2721/

Team




EMPLOYER SOLUTIONS STAFFING GROUP
BACKGROUND CHECK AUTHORIZATION

E/ﬁployee Name: &»ﬁdﬂ/ A) @0' 99

(First) (Middle) (Last)

f
f

' Former Name(s) and Dates Used:

CurrentAddresssmce:M&_umﬂm.! Coltade Evove MM, €TDL

(Mo/Yr) (Street) (City) (State/Zip)

Previous Address From:
(Mo/Yr) (Street) (City) (State/Zip)

|
i Previous Address From:
(Mo/Yr) (Street) (City) (State/Zip)

\oclal Security Number: £/ 74~ 29— zﬁzg DOB; 03/2‘7// 995
Phone Number: zz 5 - aﬂ* H9 ‘@

Driver’s License Number/State: ML—J

The information contained in this application is correct to the best of my knowledge.

I hereby authorize Employer Solutions Staffing Group, LLC and its designated agents and representatives to conduct a
comprehensive review of my background causing a consumer report and/or an investigative consumer report to be
generated for employment purposes. | understand that the scope of the consumer report/ investigative consumer
report may include, but is not limited to the following areas: verification of social security number; credit reports,
current and previous residences; employment history, education background, character references; drug testing, civil
and criminal history records from any criminal justice agency in any or all federal, state, county jurisdictions; driving
records, birth records, and any other public records.

I further authorize any individual, company, firm, corporation, or public agency to divulge any and all information, verbal
or written, pertaining to me, to Employer Solutions Staffing Group, LLC or its agents. | further authorize the complete
release of any records or data pertaining to me which the individual, company, firm, corporation, or public agency may
have, to include information or data received from other sources. Employer Solutions Staffing Group, LLC and its
designated agents and representatives shall maintain all information received from this authorization in a confidential
manner in order to protect the applicants personal information, including, but not limited to, addresses, social security
numbers, and d birth.

ature: — Date: _L@, / Z/ 17
Notice to CA, MN, and OK Residents:

Please check the box below if you wish to receive a copy of a consumer report that is requested.
O 1 wish to receive a copy of any Background Check Report on me that is requested,




EMERGENCY CONTACT INFORMATION

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

Employee Name: wd
Address: FAZL  HrarUnsile 24. S
Home Phone; _ZMD - '-MQ"Q'

e ST Ty RCY CONTACTR e
Plepsa list two people (i priority order) wha could be pantaoted in case of an emergency
\ Contact #1 Home Phone:
| [Name—17 m VieDong ¥ Cell Phone: §§|- 23% -S50|
7 l\——') .
Relationship: $q d 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 emergéency:

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



employer solutions staffing group..
Direct Deposit/Payroll Debit Card Authorization

Employees have the option of receiving wages by Direct Deposit and/or Payroll Debit Card.
If you do not provide a written election ages will be pai Payroll Debit Card.

SECHIONTE T BASTE INEORN AT ON
)0 Ve SSN# (last 4 digits) _, EﬂiacﬁveDates

eposit (Please complete Sections 3 and 5 below)

P bl N
D P 11 Debit Card (Please plete Soctions 4 and 5 b ) D aper Check (Option available to GA HandNYresidentsanb)
SECTION S DIRECT DL« IS

I understand and acknowledge that if I dp not provide a
voided check with this direct deposit form, I am
responsible for any delays in payroll or extra costs

incnrred if the account number that I provide is incorrect,

Titial 4[@ pae Z/UZY/IT

SECTIONCE DANROLT DIBIE NP

Exceptfnrﬂxemuﬁngandacconntmmber, ESSG doesnothaveacceastomyinfomaﬂnnregm'dingyomPaymll Debit Card account or
hansacﬁons.Onyomﬁrstpayday,youwm receiveyournewPayrollDebitCard,andapackstcontainingaﬂofthetmmsandcondiﬁnns. You will
then sign acknowledging that Yyou 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 o be issued)
First Name ML Last Name Date of Birth

Street Address (POBOX NOT ACCEPTABLE)

City State Zip Cell Phone (mobils)

RECEIPT OF PAYROLL DEBIT CARD (to be completed when yon pickup your Payroll Debit Card)
Payroll Debit Card Routing # Payroll Debit Card Acconnt #

*E-mail: @

this information will only be used to send your paystubs electronically

Employee's Signature: Date:




employer solutions staffing group..

STATEMENT OF CONFIDENTIALITY
This agreement made this ‘ z day of ﬂf %@L , 201 @, between

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

WITNESSETH:

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

In view of the difficulty of determining the amalunt of amages 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_ s liquidated
damages for every such violation; provided, however, that the payment of such
amount as liquidated damages shall not be construed as a\releagt or waiver by
the employer of the right to prevent any such violation in equity or otherwise.




el

employer solutions staffing £roup..

INJURY MANAGEMENT PROGRAM

Injured Worker’s Responsibilities

As your employer, we are concerned about your full 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 resuit of your injury will be accommodated.

RESPONSIBILITIES OF THE INJURED WORKER:

Minnesota Rule Sec, 5221 -0430, Subp. 1 requires that you choose one primary
health care provider. Subpart 2 places limitations on your right to change
primary health care providers. Discuss with your employer any change in heaith
care provider.

Attend all scheduled appointments. While on physical limitations, visits should
be a minimum of once every two weeks. Failure to have current medical support
for disability may result in termination of benefits. Schedule your next
appointment immediately after your doctor visit, before you leave the clinic if
possible. -

Obtain a Report of Workability from your physician at every appointment, a
minimum of once every two weeks. M.R. 5221.0420 requires that your physician
cooperate with return to work planning and that you be released to return fo work
at the earliest appropriate time.

Immediately 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 all physical restrictions at home and at work.
Report to work and perform physically suitable 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 reguiar, 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.

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
port of Workability.

| have read my#esponsibilities and agree to abide by these guidelines.
Signed:

Printed Name: Slextopeler _ fHBL sl




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.

If your paycheck was stolen, you must first file a police report before we can re-
issue the check. Once you have done so, you must provide a copy of the policy
report to your staffing recruiter that the check was stolen. If the check has not
been cashed and if the loss of the check was not your fault, ESSG will issue a
new check and no fee will be deducted.

CHEQUES DE PAGO PERDIDOS O ROBADOS

Si un cheque de pago se pierde (que falta, fuera de lugar, destruido, perdido en
el correo, etc), us 5] i

se puede encontrar. Sise p
ESSG se detendra el eque
un cargo de entre $ 25 °\$ 35,

fue robédo, primero debe denunciar el robo a la policia
antes de que podamos er 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 sila pérdida del cheque

/ no fue su culpa, ESSG emitira un nuevo cheque y no hay cuota se deducira.

/
f

AGREED/SE ACUERDA—

Name/Nombre (con letra de molde): /

Signature/Firma: v@




employer solutions staffing group..

ESSG WORKPLACE SAFETY POLICY

It is ESSG’s policy that all employees should be able to enjoy a hazard free and safe
work environment. It is ESSQ's duty to:

(1) Ensure that its 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 a 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.

(3) Make sure employees have and use safe tools and equipment.

(4) Establish or update operating procedures and communicate them so that
employees follow safety and health requirements.

(6) Provide safety training in a language and vocabulary workers can
understand.

ESSG is committed to vigorously enforcing its OSHA Compliance Policy.

To help ensure a safe workplace, you have certain responsibilities too, which include
the following:

° 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 report workplace hazards and dangers

® Responsibility to work in a manner as 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 actual 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
workplace.



employer solutions staffing group..

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 (ESSQG) at 952.835.1288/1.866.496.75'73 with any
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 will immediately contact
my supervisor, manager, director or ESSG’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)

Date: 3/12//f




rom OO0 Pre-Screening Notice and Certification Request for

{Rev. March 2016) the Work Opportunlty Credit OMB No. 1545-1500
E:am' am?,’JL‘%L'S.?;““’ » 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 Mﬁ{ Soclal security number » L/?‘/ -9 - 7924
Street address where you live M&&&’ S

City or town, state, and ZIP code CoMate Camee M), Seplh

County M&mﬁ& Telephone number '4&3—3’ 0“" 9 éol
If you are under age 49, enter your date of birth (month, day, year) __szm

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

2 [ Check here if any of the following statements apply to you.
* | am a member of a family that has received assistance from Temporary Asslistance for Needy Famllles (T, ANF) for any 9
months during the past 18 months.
* |am a veteran and a member of a famlly that received Supplemental Nutrition Asslstance Program (SNAP) benefits (food
stamps) for at least a 3-month period during the past 15 months,

* | was referred here by a rehabillitation 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 famlly 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 ellgible 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 totaling at least 4 weeks but less than 8 months during the
past year.

3 [ Checkhereif You are a veteran and you were unemployed for a period or periods totaling at least 6 months during the past
year.

4 [] Check here if you are a veteran entitled to compensation for a service-connected disabllity and you were discharged or
released from active duty In the U.S. Armed Forces during the past year,

& [ Checkhereifyouarea veteran entitled to compensation for a service-connected disabllity and you were unemployed for a
period or periods totaling at least 8 months during the past year.

6 [ Checkherelfyouarea member of a famlly that:
* Received TANF payments for at least the past 18 months; or
* Received TANF payments for any 18 months beginning after August 5, 1997, and the earliest 1 8-month period beglnning
after August 5, 1897, ended during the past 2 years; or

* Stopped being ellglble for TANF payments during the past 2 years because 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 least 27 consecutive weeks and for all or part of that period
you received unemployment compensation.

Signature—Ali 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 I8, to the best of my knowladge, frue,
correct, and completa,

”
-

Job applicant’s signature p- %!— Date (1/12) I3
For Privacy Act and Paperwark Reduction Act otice, see page 2. Cat. No. 228511 Form 8850 Rev. 3-2016)




. Form A (rev. 03/2017) TAX CREDIT QUESTIONNAIRE
EMPLOYER SECTION:
Client: Company:
Location: Position: Starting Wage: $
LOYEE SECTION:
First Name: Last Name: Suffix: Street Address; City/State: M‘J Zip:
réh S CoHeS< Gove &l 4
Date of Birth: Age: Have you worked for | If yes, location;
thi before?
U210y |23/ mas gz | " ompeaybetor
Please complete all questions, and sign and date the form. Yes No
L. Have you or has anyone living with you received Temporary Assistance to Needy Families (TANF) [ |

at any time since Angust 5,1997? (ifyes, please provide information below.)
Name of the person receiving benefits; Relationship to you;
City: County: State:

2. Have yon or has anyone living with yon 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 you:
City: County: State;

3. Have yon received Supplemental Security Income (SSI) at any time within the past 3 months? [ |
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 copy of your SSI documentation,

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

City: County: State:
*If you checked yes please Pprovide a copy of your active Individual Work Plan and Ticket to Work documentation,

5. Areyou a Veteran of the U.S, Military? *Jfyes, DPlease provide a copy of your DD-214 and letter of separation,
(If yes, please provide information below. Ifno, please continus to question #6.)

Dates of Service - From: To:

Branch of Service:

Are you entitled to or are You receiving compensation for a service-connected disahility?
6. Have you been unemployed at any time during the last 12 months?

If'yes, dates of nnemployment - From:; To: -

Did you receive unemployment compensation at any point during your unemployment?

If yes, in which state did you receive unemployment compensation? =

O
O

LT} 1 B 1 ]

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;

Wasthisa [ ] Federal or [] State conviction? If State - County: State:

Of O Oopp

——

Additional Tax Credits
IEC (Native American): Are You or your spouse a member of a Native American Tribe? O ||
ifyou checked yes please Provide a copy of your CDIB card,
CA Residents: [] Are you the child of foster parents? [] Do you receive CalWorks? [0 Workforce Investment Act?
‘ [ Areyoua igrant or seasonal farm worker? (] 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 1o the best of my knowledge, and 1 hereby authorize any agency, organization, or
individuals to supply such verification or informgtion that may be needed to determine tax credi eligibility to my employer, employer representative (Associated

Consultants, Inc. dba Retrotax), or the Dg
S%w Employee Signature: 45 " Date: _S/(2/ X




U.S. Department Labor OMB Control No. 1205-0371
Employment and Training Administration Expiration Date: January 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.

7
/ New Hire’s SignatureM Date,jglz"z[/z
/
/' New Hire Name: ﬁ[%@, /4 %/J

Social Security Number: Y 724- 29~ 292y

Employer Name: M{J

Please check the statements below if they apply to you.

0 Ideclare 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 Nofice;
The Intemal Revenue Code of 1686, Section 51, as amended and its enacting leglslation, P.L. 104-188, specify that the State Workforce Agencles are the

,._.-—.'—..—..—..—.._..—..—.._.._.._..—..

Public Burden Statement:

Persons are not required to respond to this collection of Informafion unless It displays a currently valid OM B conirol number. Respondents' obligation to
compiete this form Is required to obtain or retain benefits (P.L. 1 11-5). Public reporting burden Is estimated to average 10 minutes per responss, including the
fime for reviewing instructions, searching existing datasources, gathering and maintalning the data needed, and completing and reviewing the collection of
Information, Send comments regarding this burden esfimate 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)
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ENROLLMENT FORM

E6E BUUMER-MM] £0 u33,1
PRINT USING BLACK or BLUE INK (Viuss Bo Filled

; » | BobiskBantigie % ]Enme Ehony :‘ Riw ﬁ

@aF
\m’ CoHa% (von X [&d Iﬂp

B
Sol4 0327199

A. REQUIRED EMPLOYEE INFORMATION
Msme

-

Yes NMXsso_pleas

G ; : . o T e —?-"'*—g'—-—-a—.éonﬁn'l-{se‘-'.-.:...,'_‘ o
Medicare Health Insurance Claim Number (HICNY S A Medlears EffectieDaty - < o
_-'5.1'-.' RS Tl el e
.l " Payroll Daducted  Weekly Rates
coverage level before any benefits in Section C, Your coverage level for the all benefits in Section C will be
' ity Medical Plan, Denta] Plan, Term Life Plan, and Short-Term Disa
Insurance Company. The Vjsiqn plan is underwritten b

bility plans are underwritten by BCS
y Companion Life Insurance Company,
| 'SELECT COVERAGE LEVEL mn':s'glgi'f,',“"" DENTAL Vision

oot Bl e R N
Bmployes +¢ O] $41.10 $12.34 $4.92 $0.90
 Emplovse tFamiy B | gmagg | s ] mee

thpméé},éﬁﬁi__ : .\ﬁs r. (9 ] vaq i

available to persons who work in CA, HI, N, NY, or Rl
/ Accidental Death & Dismemberment, please write In Your beneficlary information. Accidental Death &
Dismemberment ig Part of the Term Life Benefit.
g ARy D R Relfesnspip Imeh ;
D. REQUIRED DEPENDENT INFORMATION
Mand BobibkBelbtijex # ' Dt neAmg  Bedw__ ,msnnngtp
] ! 1 l@l_l_ll:_]].gunnsal:l Bbe T Domessn Ehctneie
Mand | BbiakBbtiiae*  Datel néliig | Ry | Réksmepip
| {4 W& |Ospoteery Bbtid L] Oninessto enerse
Mamd | BobibkBabticiee ' Dasel neflgy | Raw | Rkesinmeg
| [ 1 @aunumilﬁ] Ba ] oomezsty Ehcrme
Mad | EnblakBiblijer® Died DéRih ' Riittoms '

i ‘1 ﬁ Dot

E. REQUIRED SIGNATURE ff{qq_'M_ys;"lj_glt_iN_A._l@lD_hpﬂé, ER e
khave read the benefit packet angd understand its limjtations, | understand that open enrollment is only available for _
a limited time and | understand that making no benefit se_lgctio_n i a decli : el

: u, _nofcov‘erag'e._’__ _
! DATE O3112 42015 _ Bsonane L =

Bafid ] Ooingsein eboanelc

EVEN IF YOU DECLINE COVERAGE

.




