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SENSITIVE BUT UNCLASSIFIED

Case Verification Number: 2017220091305TY
Report Prepared: 08/08/2017

COmw Information

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

Last Name: hussain First Name: asma

Date of Birth: 11/27/1988 Social Security Number: *** ** 0513

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

List A Document: U.S. Passport or Passport Card

Passport or Passport Card Number; 534107280 Document Explration Date: 07/16/20256

Case Status Information

Current Case Result: Employment Authorized Employer Case ID:
Case Submitted On; 08/08/2017 Case Submitted By: SGLAG832
SENSITIVE BUT UNCLASSIFIED

hitps://e-verify.uscis.gov/web/PrintCaseDetalls.aspx?CaseVerNum=2017220091305TY

n



o PO Box 46270
www.esgstaffingsolutions.com R r Minneapolis, MN 55344-9956
bt S Tel: 952,835.1288

employer solutions staffing group..

New Hire Application

Personal Data— PLEASE PRINT LEGIBLY IN INK

Last Name_XW3S At N First Name__AS N G Middle initial _/{
Street Address__ | S 03 Bl wntstemn Larne Apt/Ste
citystaterzip_IN XWPUIY, My CSpS S Social Security Last Four Yxx-xx-© £/ 3

Phone Number _& £ | 'W SAq ~e33 ’EmailAddress_Mmﬂi gH2H @)Vt (dm
Staffing Agency/Recruitment Partner_ V41 & | S\ p-er L6y

All offers of employment are conditional upon satisfactory proof of Identity and Iegal ability to work In the U.S.A.

Are you legally authorized to work in the United States of America? E{YES [INO
Applicant Certification and Authorization

I 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, responsibifities, performance, compensation and eligibility for rehire.

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

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

Asmad Hwssan v~ 0 ¥)07/))7
Date '

Name (Print or type) Applicant's Signature

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

For ESSG Office Use Only
DOH NHW 1-9 8850 W4
Emergency Contact Info | Background Release Form Background Results Unemployment Letter ESC Application
(If applicable)
For ESSG Client Use
DOH ROP Work Site Loc. WC Code

ESSG - CMG_SM Rev. 04/2017



Form W-4 (2017) — Jesmmmgmgrr=rrmevos oo e

Basic Instructions. If you aren't exsm complete conslder making estimated tax ents using Form
Purpose, Complets Form W-4 so that your the Personal Allowanzgs Worlmheet%té!ow. ?he 104&5&5‘2’;‘35@&&'#% om
employer can withhold the correot federal income warksheets on page 2 further adjust your muuy ncome, see Pub 808 f‘s’:nﬂnd outplf A
tax from your pay. Consider completing a new Form withholding allowances based on ftemized ust withholding on Fo W4 w_&"’,
W-4 gach year and when your personal or finangial deductions, certain credits, mm to income, adjust your ng m W-4 or .
sftuation ges. or two-eamere/multiple jobs ons, Twrll:deamers or multiple johs, if 3]mg l}'gva ﬂth
Exemption from withholding. If you are exem) Complete all worksheets that apply. However, you toor g spouss ar more than one job, figure the
complete only lines 1, 2, 8, 4, and 7 and sign thpet' may clalpm fewer (or 2ero) allowanagg;.y For mgularyo mﬁg@s ;";i"f am%y%mﬁf%“’m
form to valldate It. Your exemption for 2017 expires wages, withholding must be based on allowances W-4, Your withholding wil be¥nost rate
Fed 186, 2()'_18. See Pub. 505, Tax Withholding you claimed uafm:l may not be a flat amount or when all Sllowanom, m"{“d;'m'yed Al For:falu %
an ax. e of wages. fo ing job and zero allowarnnres ars
Note: If another person can claim you as a dependent Head of household, Generally ucan clln hoad or the highest paying jo «n
of holsshold fifi status on your retum on|
from withholding if incoms axceeds $1,050 aral.mmamagand more than 5096 of the Nonresident allen. It you are a nonresicent alien, see
and lncludesdmgm m $350 of uneamed Income {for g:ta of keeping o‘:ﬁ a hg?nys for yourseif and geur Ngﬁm":s?fgﬁ' g;gppl"é“mc?mxr m"ggm for
example, interest and dividends). degand s’or er qualifying individuals, ns, pleting b
ns. An empl be abie to claim Pub. 501, ptions, Standard Deduction, and Chesk your withhoiding. After your Form W-4 takes
emimons. An employee may Filng Information, for informtion, effect, usa Pub, 505 to see how the amount you &re
exemption from withholding even if the employee is having withheld com 1o your projected total tax
a dependnt, if the employee: I&mﬁﬂu mmm‘m%ﬁ?’“ o= for 20% 7. See Pub, 53§§pmuyﬁ your eamings
© Is age 65 or older, withhoiding Bllowaoes, Crogns pr omar, . dependent  exceed §130,000 (Single) or $180,000 (Married),
* |s blind, or care expenses and the child tax credit may be olaimed Future devalopments. Information about any future
Wil clsim adjustments to Inoome; tax creits; or 800 b, 508 o o owanoes Workeheet beow. loplalhon Snacte ang o ot (ohes |
ftemized deductions, on his or her fax retum, credits into withholding allowances, Ak :tg www.lrs.gov/wd,
Personal Allowances Worksheet (Keep for your records.)
A Enter“1”foryourselflfnooneelseoanclalmyouasadependent. Tt 4 s e o v v e e 4w e s e ... A
® You're single and have only one job; or
B  Enter*1”if * You're married, have only one Job, and your spouse doesn’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 help you avoid having too little tax withhed) . . . ., ., ., . , . . c
D  Enter number of dependents (other than your Spouse or yourself) you will claim on your tax return . o o o o D
E  Enter *1” if you wil file as head of household on your tax return (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 plan to claim a credit F

(Note: Do not include chiid support payments. See Pub. 503, Child and Dependent Care Expenses, for detalils.)
G Child Tax Credit (ncluding additional chiid tax credit). See Pub. 972, Child Tax Credit, for more information.

® If your total Income will be less than $70,000 ($100,000 if married), enter “2" for each eligible child; then less “1” if you

have two to four eligible children or less #2” if you have five or more eligible children.

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

® if you plan to itemize or elaim adjustments to Inecome and want to reduce your withholding, see the Deductions
Foraccuracy, | and Adjustments Worksheet on page 2.

complete all ° If you are single and have more than one job or are married and you and your spouse both work and the combined
worksheets eamings from all jobs exceed $50,000 ($20,000 if married), see the Two-Eamers/Multiple Jobs Worksheet on page 2
that apply. to 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.

o w_4 Employee’s Withholding Allowance Certificate OMB No. 1645-0074
REm S | et iy s . Voo ey talovancesrsompion rom witoina's | D0) 7
1 Your first name and middie Inftia] Last name . 2 Y_our soclal security number
Asme A Hussa1n 413%-3c-0513
Home address (number and street of rural route) 3 M single [T Maried L] Married, but witthoid ot higher Single rats.
\ S “ 3 b l VLO.S "'c m L—ﬂ r\z Note: If married, but legally separated, or spouse Is a nonresident allen, chack the “Single” hox.
City or town, stats, and ZIP code 4 It your last name differs from that shown on your social security card,
N t\n‘ Pyt mm 0D \Y SU<f check here. You must call 1-800-772-1213 for a replacement card, P ]
6  Total number of allowances Yyou are claiming (from line H above or from the appllcable worksheet on page 2) 5| €
6  Additional amount, if any, you want withheld from each paycheck . . . 6%

7 | claim exemption from withholding for 2017, and | certify that | meet both of the following conditions for exemption. o
* Last year | had a right to a refund of all federal income tax withheld because | had no tax liability, and

* This year | expect a refund of all federal Income tax withheld because | expect to have no tax liability. i b
If you meet both conditions, write “Exempt” here . RGN SR - T W O SN
Under penalties of perjury, | declare that | have examined this certificate and, to the best of my knowledge and bellef, it is true, comect, and complete.

(Erﬂglf%ﬁe;:;:)gtmr:nless you sign it) » MM\,{’L H’U S.S a i n Date » 6? 'O“'/ ’ 7

8 Employer's name and address (Employer: Complate lines 8 and 10 only if sending to the IRS.) 9 Office code (optional) | 10 Employer identification number (EIN}

For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 10220Q Form W-4 (2017)




Employment Eligibility Verification USCIS
Department of Homeland Security Form 1-9

U.S. Citizenship and Immigration Services %‘,?},ﬂ"aég%‘if

P START HERE: Read Instructions carefully before completing

this form. The instructions must be avaliable, oither in paper or electronlcally,
during completion of this form. Employers are lable for errors in the completion of this form.
ANTI-DISCRIMINATION NOTICE: It is llegal to discriminate against work-authorized individuals. Employers CANNOT specify which

document(s) an empioyee may present to establish employment authorization and Identity. The refusal to hire or continue to empioy
an individual because the documentation presenied has a fiture expiration-date-mayv-alse-eonstiis epgal discrimination

éctlon 1, Employes Infarmation and Atiestation (Employaca must camplpte and sign Sectin 1 of Form 18 o later

than the first day of employment, but not befbrs aadepting & jab offer)

Last Name (Family Name) First Name (Given Names) Middle Initial Other Last Names Used (ifany)
Hussaan ASMa lés

Address (Street Number and Nameg) Apt. Number | City or Town State ZIP Code

180 Blwestermy R Ntvxjguf]— MN] Ssoss

Date of Birth (mm/ddyyyy) |U.s. Social Security Number Employee's E-mail Address Employee's Telephone Number

1210199y |BBIE-EE RN Asma¥y & Plive| vs)-5a9 -653,

I am aware that federal law provides for imprisonment and/or fines for false statements or use of false documents in
connection with the completion of this form.,

I attest, under penalty of perjury, that | am (check ons of the following boxes):
#1 1. Acitizen of the Unfted States

['] 2. A noncitizen national of the United States (See instructions)

|:| 3. A lawiful permanent resldent (Alien Registration Number/USCIS Number):

D 4. An alien authorized towork  until (expiration date, if applicable, mmiddlyyyy):
Some allens may write "N/A" in the expiration date field. (Ses instructions)
Allens authorized to work must provide only one of the following document numbers to complete Form I-9: Do ﬁ',},“,,;’,ﬁ:;,f;,";}‘:g;m
An Allen Registration Number/USCIS Number OR Form 1-84 Admission Number OR Foreign Passport Number,

1. Allen Registration Number/USCIS Number:
OR

2, Form 1-84 Admisslon Number:
OR
3. Foreign Passport Number:

Country of Issuance:;

Senfire orEmoR AGYUA. g e e .

rer andlor Translator Ueriffigatian (cheak one)i x 4
net ke 4 profaret o wrahelatsr. [ ] A prafaterts) ardlon ranslator(s) asbited the emaltyee In aimplating Béctian 1.
(§leld% below must be pumplsted and signed when preparers andAx franslatars aasist an gmplayee i gampleling 8ectian 1)

Vattest, under penalty of perjury, that I 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 Translator

Today's Date (mm/dd/yyyy)

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

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

@ Employer Congplétes Next Page @

FormI-9 11/14/2016 N



Employment Eligibility Verification USCIS

Form 1-9
Department of Homeland Security
Us. Citizenship and Intaigration Services iy Lol
( A

of Aageptable Dodusnengs. ! ;

Employes Info fram Section 1 . : e

— s %&% Y
Identity and Employment Authorization Identity Employment Authorization
Title ’\_ | Document Title _ Document Title

_Cass Doy -

lssulngAthl{ \ lesuing Authority Issuing Authority

Dom% u baro_,l 2L q :T Document Number | Document Number

Expliration Date (ﬂqny){mnwd/yw% — ;'," Explration Date (7 any)(mm/ddyyyy) Explration Date (7 any)(mm/ddlyyyy)

Document Title

TsaLing Authorlty | [Additional Information ; AR Coda - Sexiion 2 ‘
Document Number ,

Expiration Daté {if any)(mm/didlyyyy) !

Document Title :

Issuing Authority ;

Document Number .

Expiration Date (if any)(mm/idyyyy)

Certification: | attest, under penaity of parjury, that (1) | have examined the document{s) presanted by the above-named employee,
{2) the above-fisted document(s) appear to be genuine and to relate to the employee named, and (3) to the best of my knowledge the

emp Is authorized to work in the United
ﬁ»@l&y«% firat da}gf employment (mm/ddlyyyy): %~ (%~ 201 '}seo instructions for exemptions)

Signatis of Empic Representative Today's Date (mm/dd/yyyy) meafEmployarorAummnepresenhﬂva

‘ | X Y, Q O%-0 1*&0\ “Recruiter
Last Name of Employer or Autt g" Representative | First Employer or Authorized Representative Employer's Business or Organization Name
Glasby { Shelby Employer Solution Staffing Gro
Employer's Business or Orga Address (Street Number agd Name) | City or Town State  [ZIp Code
7480 Flying Cloud Drive te 200 Eden Prairie MN 55344
}a_st Name (Family Name) First Name (Given Name) Middle Initial | Date (mmAtdiyyy)

et g
2

Expltaﬂ onDat; (lfany) (manryyyy. ” /)

1 attest, under Penalty of perjury, that to the best of my knowledge, this employee is authorized to work in the United States, and if
the empioyee presented document(s), the document(s) | have examined appear to be genuine and to relate to the Individuai.

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

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






EMERGENCY CONTACT INFORMATION

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

Employee Name: mm“ Hwussel 1h

Address: _{ S0 RDywesHm Lgine Newpdt Mn Ss5dss

Home Phone; _ © S “San - 6§ 31

| ; EMEROENCY CONTACTS {
Plogsd list two penple (i priority arder) who pould be aantacted in fase of an eigrgency

Contact #1 HomePhone: €1~ H |1~ 3¢ {
Name: ]Lhwﬁ]’m Y dikartm Cell Phone:
Relationship: f r{ “’Lﬁl 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 staffing group.
Leveraging Resources in a Changing Market
Wage Payment Method Authorization (Minnesota)

Employees have the option of receiving wages by Direct Deposit and/or Payroll Debit Card,
If you do not p; ovide & written election, v ages will be paid by paper Check.
SECG TN | BASTE DN CRN N T ¢ N

loyee Name etive Dat
Emp A 14/ iy I.—— oK m
.‘-;l_t."l'li'l"'-. 2 BASEINEILIL LR THOR]

|| Direct Deposit (Please complete SechonsS and 5 below)  Note: Diract asﬂacmzmt;maytakeupta?daystobu:ﬁvmd
[ Payrol Debit Card (Please complete Sections 4 and 5 below) AX | Paper Check (Please complete Section § below)
SECTION 3 DI B PDIEEOS] )
B O Update Bank Account

Bank Name:

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

(
(
v
[

|

Cardtopayyomwages.Foryourprotecﬁon, theﬁnmcialhsﬁmﬁmmayaskyoumpmﬁdethemaddiﬁnnalidmﬁﬁcaﬁnninfomau
verify your identity,

Except for the routing and account number, ESSG does not have access to any information regarding your Payroll Debit Car
ions, On your first pay , you will receive your new Payroll Debit Card, and a packet containing ail of the terms and conditions, You will

then sign acknowledging that You received the Payroll Debit Card and packet. Your Payroll Debit Card will be reloaded on each payday you receive
wages.
CARDHOLDER INFORMATION (as You want your Payroll Debit Card to be issued)
First Name ML Last Name Date of Birth
Street Address (POBOX 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

Employee’s Signature: /W/WV‘( M 55 i l n

NS MU ORTZS IO N

I authorize ESSG to di ctly deposit my periodic wages/compensation payments, net of required tax withholdings, other required withholdings
or authorized deductions, into y 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: a4 SMa4 8"‘12” ? [ 1w @

this information will only be used to send your paystubs electronically

Employee's Signature; W Date: 0y i 0 7 / { 1




Authorization

Authorization: By signing below, you authorize: (a) backgroundchecks.com (“BGC”) and/or Orange Tree

(b) anyone to provide information about you to BGC and/or Orange Tree Employment Screening; (c)
BGC and/or Orange Tree Employment Screening to provide Employer Solutions Staffing Group, LLC one
Or more reports based on that information; and (d) Employer Solutions Staffing Group, LLC ("ESSG") to
share those reports with ot j ed 1o your employment. BGC

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, crimj-
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 js 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: A sma Ashor Hwssqi N

First Middle (O Last

none)

Other names used:
Current county of residence:
Current and former addresses: 07
59@ 2d0™  current Avg Q6 Se3 Bivestem Lin Newport ,mn B SSess
from Mo/vr to Mo/Yr Street City, State & Zip
from Mo/Yr to Mo/Yr Street City, State & Zip
from Mo/Yr to Mo/Yr Street City, State & Zip

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

Date of birth Social security number

Driver’s license number & state Name as it appears on license

Report Copy: If you are applying for a job or jive in California, Minnesota, or Oklahoma, you may request
a copy of the report by checking this box: [J.

Vi b wlo1)i9

Signature Date




_employer solutions staff Ing group.

Leveraging Resources in a Changing Market

STATEMENT OF CONFIDENTIALITY
= =R UF CONFIDENTIALITY
This agreement made thissz| N day of%is,G :ﬁ sgé & ,201_.; between
Employer Solutions Staffing Group LLC, hereinaftey referred to as “employer”,

and_AMma_ (Hvsggin hereafter referred to as “employee”.
WITNESSETH:

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.

Asma s>

mployee Signature

e sentative



— e ]

- employer solutions staff Ing group.

Leveraging Resources in 3 Changing Market

Important/Importante
LOST OR STOLEN PAYCHECKS

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

CHEQUES DE PAGO PERDIDOS O ROBADOS

Si un cheque de Pago se pierde (que falta, fuera de lugar, destruido, perdido en
el correo, etc), usted debe notificar a su reclutador de personal que el cheque no

ESSG se detendrj el cheque de pago y reemitir el cheque a usted, descontando
un cargo de entre $ 25 - $ 35.

Si su cheque de pago fue robado, primero debe denunciar el robo a Ia policia
antes de que podamos volver a emitir el cheque. Una vez hecho esto, usted

AGREED/SE ACUERDA—
Name/Nombre (con letra de molde): A’f mda Brassery o

Signature/Firma: ﬁzﬁ |




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.

Fitis hecessary 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

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

Signed: _ ASMA HUWssaih —~

Printed Name: % <«




= 8850 Pre-Screening Notice and Certification Request for

(Rev. March 2016) the Work Opportunity Credit OMB No. 1545-1500

|mie' mal ﬁ'&,‘;‘J’;%Lm ) P Information about Form 8850 and its Separate instructions is at Www.irs.gov/form88sp,

Cty or town, state, and ZP code N ® L a4 cmn Ssdss
) ) ——r
County Mﬁsh ”\'Q M\ ((Mn'hl Telephone number b S| ~ < X9- 6 ¥
¥

If you are under age 40, enter your date of birth (month, day, year) _{§ | & 1 ﬂ 99y

1 [ 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.
® lam a member of g family that has recelved assistance from Temporary Assistance for Needy Families (TANF) for any 8

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

® | was referred here by a rehabilitation agency approved by the stats, 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 I am a member of a family that:

b. Received SNAP benefits (food stampes) for at least 3 of the past 56 months, but is no longer ellglble to receive them,

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

® I recelved supplemental Security income (SSI) benefits for any month ending during the past 60 days.

° lam 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 [ Checkhereif you are a veteran and you were unempioyed for a period or periods totaling at least 6 months during the past
year,

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

§ [ Check here if Yyou are a veteran entitled to compensation for a service-connected disability and you were unemployed for a
period or periods totaling at least 8 months during the past year.

6 [ Check hereif you are a member of 3 family 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 18-month period beginning
after August 5, 1 997, ended during the past 2 years; or
* Stopped being eligible for TANF payments during the past 2 years because federal or state law limited the maximum time
those payments could be made.

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.

Under panalties 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,
comrect, and compiete.

Job applicant’s signature p M/L /Zh/lS.S at i N Date A& /07

For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 22851). 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:
E%gloyee Name: Street Address: City/State: Zip:
AR L 1tussain _Lsﬂ_?a_ew,_ﬁ{f,—h tona NewpiW T Inn | Ssuss
Date of Birth: Age: Have you worked for | It yes, location:
A13-35- 0S5t Y 1 /11997 |y LS ey before?
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) [ |
at any time since August 5, 19977 (If yes, please provids information below.)
Name of the person receiving benefits; Relationship to you:
City: County: State;
2. Have you or has anyone living with you received Food Stamps (SNAP) at any time during the past 15 months? D D
(If yes, please provide information below.)
Name of the person recsiving benefits; Relationship to you;
City: County: State:
3. Have you received Supplemental Security Income (SSI) at any time within the past 3 months? D D
Please note, this is not the same ag 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? D D
Ifyes, please indicate which type of agency you worked with and provids their location information below:
Vocational Rehabilitation Agency [_] Dept. of Veterans A ffairs ] Bmployment Network (Ticket to Work Program)
Name of Agency: Phone #;
City: County; State:
*If you checked yes please provide q copy of your active Individual Work Plan and Ticket to Work documentation,

S. Areyon 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 balow, If no, please continue to question #6.)

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

1
1

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

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

Ol O Ol-
O O Om

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

PLEASE READ, SIGN, AND DATE:

Under penalties of, Pperfury, I declare the information above 10 be true and accurate 1o the best of my knowledge, and | hereby authorize any agency, organization, or
individuals to supply such verification or information thas may be needed to determine tax credit eligibility to my employer, employer representative {Associated
Consultants, Inc. dbg Retrotax), or the Department af Labor.

New Employee Signature: W : Date: y / 87 / ( 7




Qualified Long-Term Unemployment Recipient

ADDENDUM TO: IRS Form 8850 Pre-Screening and Certifies hunity Tax Credit

ULICO

Client: Company:
Employer Solutions Group
Logq‘\go‘n:pam / Pﬂ ”g EmployeeName:. ﬁam“ V\'W 55'1;(?’\8#: L.ﬂ 13- 35-0 S[}

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 1 received 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.

Empl Signatuare: Date; ;
mpioyee re W(/\_/b aUYi(,"I!!"]

RetroTax®
3730 Washington Bivd.
Indianapolis, IN 46205

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



employer solutions staffing group..

Notification of Minnesota Law Requirement —
~ Unemployment Acknowledgement
According to Minqeeota Statute section 268, 095, subdivision 2, paragraph (d), an

without good cause an additional suitable Job assignment offered, or (3)
accepts employment with the client of the staffing service, is considered to

It is your responsibility to contact ESSG (for instance, by calling 952.277.5227 or
using any other form of contact) for additiona assignments. If you fail to do so, it
may affect your unemployment benefits.

| understand by signing this form that | am responsible to contact ESSG within 5
calendar days once an assignment ends. | also acknowledge that | have received
a separate copy of this form. A\ (Initial)

¢ 10717

Employee Signature: Date:

Asma Huscain

Employee (please print your name here)

CMR QM Da.. A~ Anza



DRUG AND ALCOHOL
TESTING CONSENT FORM

1. I have been allowed to read and inspect a written copy of ESSG policy on
drugs and alcoho].

3. | hereby voluntarlly consent to ESSG, or Its health service providers, or
other persons or entities acting for or with them, to collect a body component (blood,
urine, breath, or any combination thereof) from me for testing for alcohol and/or drugs. |
understand that the laboratory selected by ESSG may conduct testing and other
analysis on the Sample provided by me,. | further voluntarily consent to the laboratory's
disclosure to ESSG of the results of my drug and/or alcoho] test and other information
related to the test,

Asma Husscay s

Individual’'s Name

SHEEEE)
Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



E ACKNOWLEDGMENT

The associate handbook was reviewed with me, and | have received my personal copy. | also
acknowledge that | have been given the opportunity to ask questions and expressconcemns
‘during my orientati i ; 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

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: 08| 04_’ (7

Associate's Signature: W M

Associate's Printed Name: A S a HW-SSC 11N

Orientation provided by: AV .

24



" {:ﬁ employer solutions staffing group,
L

-Gveraging Resources in a Changing Market

SR o g S efit Plan Adie
e . nistratops,
Enhanced MEC Plan_Plan 1
Benefits Enroliment Form I New Empioyes
Employoo Niorniation
Name (Flrst and Last)

.

Employss Signaturg

H13-35.06513
bSe 5 EVe s3emn Lane ‘ssoss Mn Ssoss
Gender E)hh Marital Statug Single

Fei

Date of Birth Date of Hiro
male | O Mamied 1 ppvorced L1 {a) ] rgay
Phone Number: 2

68’/0"[/7
Email Address
£35]- Saq- XX

d5Mmg ¢may O Live .cdm
Please Selgct Desired Coverg '

ge:
Employee Onj

- D Employea-l-Spoue - Employea-l-ChlId(ren
$24.00/Week $38.00/Week $3

) - D | Family -
6.00/Weok SGS.OOIWeak

o S o

Sooial Security # Birth Date | Sex tionship
FIRTNamS— '

3 Spouse O chua
O Female O Domestic Partyer
gt LA, r"-‘_;?i“' e Fid, :-i':l
Relationship
O Meie DISposse [y Chilg

et

Birth Date | Sex

Ilmhlntrntmaandcommmtlm
¥ ma and my dop-udnnt(n). i any, from the original
deduction of premiums for coverages | have elected, 2

Date

: 3 ded | request enrolimant within 31
Coverag@ends, |n addiion, it a new dependent relationship forms aa a reault of marriagg, birth,
of adoption, | may be ahie to enroll

rri adoption, placement for adoption of parting suit
rollment within 31 days of the evant.
IF DECLINING- YOU MusT SIGN HERE

s OFI0TL
Employer Solutions Staffing Group Heaith Benefits Team ’
7301 Ohms Lane Suite 405
Edina, MN 55439
Phone; 962-767-8518 Fax: 952-787-8515
Email; Health@employersoluﬂonagroup.com




T mvawelAWShE Dﬂlﬂﬂt .l:'lan

“owMSl~ye 219301-ESG1 . !oFrice USE ONLY LOCATION g SEET Rehire Date___ s _—/:—"_

ENROLLMENT FORM

ESC CUUNAC-MN) p1 vq
A REQUIRED EMPLOYEE INFORMATION PEIE‘i’iJSING_B-EAcK or BLUE INK (Must é;'ﬁiu;‘a'é"ui)“"“ T
Name fTS M4 Huy $s N Social Security #

M
R L LR OV Home Phone sex___EKED
Add ' Apt.#
1.$03 B luesitnm Lahe 2 £
——Chy— s P Date of Birth
Ntwrir T [ mMn SSgs s It 1237 )99,
1y

B. DO YOU OR ANY OF YOUR DEPENDENTS RECEIVE MEDICARE BENEE|TS?

_D_.XeaDmf.\_leﬂe_g.eleﬁfs5992'.199-_-__._--.-.
Medicare Health Insurance Claim Number (HICN) Medicare Effective Date
"ﬁ;&ﬁ;;f'ca?;r'ea ";;r.s;n.(é;..,_-._.---_m._._ [ e B L e B e St
1. 2, 13

C- LIMITED BENEFITS PUAN SELECTION o wmmw:_"mipaymll'pedugted \Tv.,u} Rate
You MUST select a coverage level before

any benefits in Section C. Your cov;l:;ée level for the all benefits in Sectu;r;C-;mll“l;
identical. The Fixed Indemnnity Medical Plan, Dental Plan, Term Life Plan, and Short-Term Disability plans are underwritten by BC
Insurance Company. The Vision plan is underwritten by Companion Life Insurance Company,

FIXED INDEMNITY SHORT-TERM
SELECT COVEMGE l.gVEL MEDICAL 1 PENTAI. VISIION . TERM LIFE ' Dis ABI_I.ITY a
© o Employesnly [T ) gagn B v weg s060 3| - sz (@

Employee +1 [] $41.10 $12.34 $4.92 $0.90

. Eplogee famy [TT] . gugeg o T

At aret S, v Clne | Dl Che | v i | e

. -S-:l'—D lg;u;t av';i-laﬂble to Ib'ars:ons who work in CA, HI,. NJ, NY,- c;rh Iil. |
For Term Life / Accide, pleasTwrlto in your beneficlary Information. Accidental Death &
Dismemberment is part ) Life Benefit,
Name Relationship
D. REQUIRED DEPENDENT INFORMATION
Name

3 Social Security # | Date of Birth | Sex : Relationship
f i

/1 |IM[E] g_l;l.sp._eyaeﬂgbi!@_@”.D9me,§§sf§rt2et

‘Social Security # | Date of Birth

ke mt s v oamnast i s s semton

N_ame iy

Sex !Relationshi
L N S il | | fClspeusepD Child[_] Domestic Partner
Name Social Security # Date of Birth | Sex . Relationship
et U WO B I | LI Spouse [ chid [ pomestic Partner
'f\l‘a'me Social Security #  Date of Birth ! : N e

i Sex Relationship' ,
Seaiw s T [ Spouse [Tchid [ pomestic Partner ..

E. REQUIRED SIGNATURE YOU MUST SIGN AND DATE, EVEN IF You DECLINE COVERAGE I
I'have read the benefit Packet and understand its limitations. | understand that open enrollment s only available for
2 limited time and | understand that making no benefit selection 's 3 declination of coverage.

DATE O ¥/9/59 17

_______ e _f_}glq_lggwgg 3 WM ML/

This is an Essentia) StaffCARE Enrollment Form.



