PO Box 46270
Minneapolis, MN 55344-9956
Tel: 952.835,1288

www.esgstaffingsolutions.com

New Hire Application

Personal Data-— PLEASE PRINT LEGIBLY IN INK

Last Name -Juehue First Name _ Thao Middle Initja] /oS
Street Address 8025 Vincent circle n AptiSte

City/State/Zip _ Brooklyn park 55444 Soclal Security Last Four XXX-XX-
Phone Number 6514975179 Emall Address Jjuehuethao@hotmail.com @

Staffing Agency/Recruitment Partner CMG

All offers of emplovment are conditional upon satisfactory proof of Identity and le gal abll

Ara you legally authorized to work in the United States of America? @1YES QJNO
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 eligibliity for rehire,

1 release ESSG and other persons or entities from any claims thet might be based on ESSG's decision tp conduct a background chegk.

| certify that all statements made In myappllcaﬁonamweandaeeumaandmatlhavanotommdanymamﬁallmnmaﬁon or provided
false or misleading Information, } understand that any material omission or misrepresentation will result in my disqualification from
cansideration for employment or, if discovered after | begin employment, will result in my termination,

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

juehue m%#— Oct 28, 2017

Name (Print or typs) Applicants Signature "Dets

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

For ESSG Office Use Only
DOH NHW -9 8850 w4
Emergency ContactInfo | Background Relsase Form Background Results Unemployment Lettar ESC Application
{if appticable)
For ESSG Client Use
DoH = |Roe .| WorTk Site Log. WC Code

ESSG- CMG-CO Rev. 04/2017



Form W-4 (2017) Teater ian §1 000000, P merte wiges nae oo ek e

Basio Instrustions, If you arent considsr meking
Purpoae, Compiste Form W-4 so that your mermmwm.% 1040-1!8.%;;;&[# m“"“‘m“"'m'
smploye can can withhoid the carrect federal noome warisshosts an page 2 further adjust your T e you
us pey. Consider complating a new Form withholding allowances based on itemized ool ol ]
Vit aat when your or finencial deduotions, certain crecis, adstments 1o Income, adjust yo olding on Form W-4 o
situation cx:r@as. or two-eamers/multiple jobs wo eames or ;umb obg..,{la ﬁrnva ame
are gxsmpt, Complete all worksheets that apply, However, rking meore ,'P'f“"
m‘ uues1.z.a.4. and sign the wmmwmmmmwm Sy A s o Yo e st o cleim
wages, withholding must be based on aliowances e w’ﬁg‘;"%‘;gm
15201a.aeaPub.ggg‘TmWthu ™ you claimed and may not be a fiat amount or i ﬂmmmmmm thmFarmw-d
and peroentage of wages. for the highast ]obaudzsg'aﬂ:wamaa
ﬂanoﬂ:erpamnomcla!myouasadepmdem Haadofbmho!d.eenmlryyoumclatmhead clalmed on the 8ee Pub, 506 fords!aﬂs.

mm $350 of ineemed mooma(lor  uats of keag yourself Notoo 1562, uppiamenta Famn Y-t ructors o
mnpb.luwastm:ﬂvldends) M&%maw;g Nonresidant betore compisting this form.
may be able 1o claim e Deduoﬁnn.an Check your withholding. After your Form W4 takes
nh ng even if the employes Is glnfurrmtlon, Mmmbaosmmmmemm&m
adapendem.lfﬂ"eem ployes: Tacmu.mewmmmm Loy tax
acoount in your le
RS s S byokaen wilihalding Credia for ohild or dependent Wﬂm" ot
» I8 biind, or Wﬁﬁe&ﬂdm%%bgﬁm welo FOM
-mmwmmwghuwmmmw msosmlnfumuon mnvarﬂngyourother gglsl%"mdanargwemlm wlllbepmd
Personal Allowanoea Worlesheet (Keep for your records.)
A  Enter*1” foryourself f noone else can claimyouasadependent. . . . . . . . . . © 0 0000 a b8
» You're single and have only one job; or
B Enter®™1*if: { » You're married, have only one job, and your spouse deesn’t work; or ... B 1
» Your wages from a second job or your spouse's wages (or the total of both) are $1,600 or less,
C  Enter*1” for your spouse. But, you may choose to entar -o-’nyouazamarﬂedandhaveeimerawor!dngspouseormora
than one job. (Entering “-0-" may help you avold having too Jittle tax withheid)) . . . . . . ©c oo 000 o (g0
D Entarnumberofdependents(oﬂwerﬁmyourspomoryouraelﬂyouwﬂlclaﬁnonyourtaxrahm a o' B o 6 o U
E Enwr“1"B‘youwlllfneashendofhouseholdonyourtaxrehm(seeoonditfonsmdarl-!eadofhousehnldahove) .. E o
F  Enter “17 if you have at least $2,000 of child or depandent care expenses for whichyou plantoclaimacredt . . . F o
(Note: Do not include ohiid support payments. Sse Pub. 5083, Child and Dependent Care Expenses, for detalls,)
@  Child Tax Credit (inoluding additional child tax credit), See Pub, 872, Child Tax Credit, for more Information.
« If your total Income will be less than $70,000 ($100,000 if marrled), enter “2" for each eligible child; then less *1” if you
hava two to four eligible children or less “2” if you have five or more eligible children,
* If your total Income will be batween $70,000 and $84,000 ($100,000 and $119,000 if maried), enter *1” foreach ellgiblechild, & ©
H

Add lines A through G and enter total here, (Note: This may ba diffarent from the number of exemptions you claimonyour texretum,) B H. ,
» Ifdyou plantoltamimor clalm adjustments to Income and want to reduce your withholding, see the Deductions

For acouracy, set oh page 2,

complete all -nyouamsin leandbavemnraﬂmone ob or are married and you and your spouse both work and the combined
worksheels eamln% ]obs axceed $50,000 (20,000 if manied), see the Two-Eamers/Muliple Johs Workeheet on page 2
that apply. 1o avold having too little tax withheld,

¢ |f nelther of the above situations ggllee= stop here and enter the number frem line H on line § of Form W-4 below.

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

., W"4 Employee’s Withholding Allowance Certificate OMB No, 1545-0074

m

Department Treamuy P Whathar you are enfitied to glaim a certain number of allowances or exemption from withholding is

Waw;fu?m stmncnnmﬂewbymalmvmemmrmhsmqmwsmdammaﬁhmmm@s. 2@1 7
1 Yourfirst name and middie initial Last name Juehue 2 Your social security number

Thao 08/08/1985 018889908

8025 Vincent circlen

Home adkress (number and strest or rural route) 3 [®) Single (L) Manied (L) Maried, but withhold at higher Single rate.

Note: if married, but legally separaled, or spouse is & nonresident afien, check the "Single® box.

City or town, stata, and ZIP code 4 Wyourlast name differe from that shown on your soclal security card,

Brooklyn park 55444 check hers. You must call 1-800-772-1213 for a replacemant card, ",E;
& Total number of allowances you are claiming (from line H above or from the applicable worksheat on page 2) K
8  Additional amount, if any, you want withheld fromeachpayoheck . . . . . . . . . . 5 b o Wﬁ :

7

1 claim exemption from withholding for 2017, and | certify that | meet both of the following oontﬁﬂonsfor axemption,
» Last year | had a right to a refund of all federal iIncome tax withheld because | had no tax liability, and
¢ This year ) expeoct a refund of all federal iIncome tax withheld because | expect to have no tax liebl

It you meet both conditions, write “Exempi” here, . . . 2 h OO B LD 7
Under penalties of perjury, | declare that | have examined this cerlificate and, to the best of my knowledge and belief, it ts trus, correot, and complete.
Employee’s signature
(This form Is not valid unless you sign it) »  fuchuditres pate» Oct28,2017

Employer's name and addresa (Employer: Completa iines 8 and 10 enly ifsanding tothe IR8) | 9 Offica coda (opticpal){ 10  Employer identification number (EIN)

For Privacy Act and Paperwork Reduction Aot Notice, see pape 2. Cat. No, 102200 Form W4 (2017)



EMPLOYER SOLUTIONS STAFFING GROUP
BACKGROUND CHECK AUTHORIZATION

Employee Name: juehue

{First) (Middle) (Last)

_ Former Name(s) and Dates Used: — —
Current Address Since: 8025 Vincent circle n Brooklyn park 55444
Previous Address From; LCo- fremont ave St Paul 55106

{Mo/Yr) (Street) (City) (State/Zip)
Previous Address From:
Saclal sEcurity Number: 018889908 DOBLMM TPl MK o
Phone Number: 6514975179

Driver’s License Number/State; 123101411904

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, soclal security
numbers, and dates of birth.

Signature: ___ et Date: OCt 28,2017

Notice to CA, MIN, and OK Residents:

Please check the box below if you wish to receive a copy of a consumer report that is requested.
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: Juehue

Address: 8025 Vincentcircle n Brooklyn park 55444

Home Phone: 6514975179

Cont;& #1” o Home Phoﬁe:
Name: Cell Phone: juehuethao@hotmail.com
Relationship: brother Work Phone:

Contact #2 Home Phone:
Name: Vangchang Cell Phone: 6514600142
Relationship: brother 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.




o .::;“‘.‘ f
s

employer solutions staffing group..

STATEMENT OF CONFIDE

This agreement made this day of , 201__, between
Employer Solutions Staffing Group LLC, herelnafter 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 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.

T i

Employee Signature

Employer Solutions Staffing Group LLC, Representative



emtoyer ofions staffing. g?nup
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 possibie light duty
restrictions imposed as a result 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 health
care provider.

Aftend all scheduled appointments. While on physical limitations, visits should
be a minimum of once every two weeks. Fallure 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 physlcian
cooperate with return to work planning and that you be released to return to 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 perfbrm 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 regular, weekly, communication with your employer if you are unable to
return to work. Contact your employer a minimum of after every visit with your
primary health care provider. Keep the claims representative advised of your
status.

Notify your employer immediately of any new injuries or conditions that impact
your physijcal 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.

2L L2 0T

Printed Name: _ juehue




i

Rl e S AN
Important/importante

LOST OR STOLEN PAYCHECKS

If a paycheck is lost (missing, misplaced, destroyed, lost in the mall, 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, efc), usted debe notificar a su reclutador de personal que el cheque no
se puede encontrar. Si se puede verificar que el cheque no ha sido cobrado,
ESSG se detendra el cheque de pago y reemitir el cheque a usted, descontando
un cargo de entre $ 25 - § 35.

Si su cheque de pago fue robado, primero debe denunciar el robo a la policta
antes de que podamos volver a emitir el cheque. Una vez hecho esto, usted
debe proporcionar una copia de la denuncia a su reclutador de personal que el
cheque fue robado. Si el cheque no ha sido cobrado y sl la pérdida del cheque
no fue su culpa, ESSG emitird un nuevo cheque y no hay cuota se deducira.

AGREED/SE ACUERDA—
Name/Nombre {con letra de molde): juehue

Signature/Firma: mﬁﬁ#‘




employer solutions staffing group..

== = __ESSG WORKPLACE SAFETYPOLICY,

1t is ESSG’s policy that all employees should be able to enjoy a hazard free and safe
work environment. It is ESSGVs 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 toals and equipment.

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

(5) 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 emplayer

» 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:

e Right to refuse unsafe work

* Right to kmow 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.




Lok

employer solutions staffing gmi:p.m

o4

Lght 1o request information-aha utsafety and health hazards 1 the

workplace, appropriate precautions to take, and procedures to follow if
involved in an accident or exposed to hazardous substances

° Right to gain access to relevant personal exposure and medical records.

You can have your name withheld from the host employer and any other entity, by
request, if you sign and file a written complaint. You can request to be advised of
OSHA actions regarding a complaint, and request an informal review of any
decision not to inspect the site or issue a citation. And, you can file a complaint if -

thereisinsufﬁcienttimeforOSHAtoinspect. Retaliationorreprisaltakenagainst
anyone who has expressed concern about workplace safety is illegal.

ao nta with any concern. ESSG recognizes the serious nature
of ensuring workplace safety will endeavor to protect any employee who may have
been subjected to unsafe or hazardous worksite conditions,



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 (ESSQ) at 962.885.1288/1.866.496.7578 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)

juehue

Employee’s Signature:

) i B Date: 0ct28,2017




rom SO0 Pre-Screening Notice and Certification Request for
(Rev. March 2015) the Work Opportunity Credit OME No, 1845-1600

mmm'am";{uﬂa‘asmm' Tl »lmmnmmmmmmmm”mammmfmm

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

Yourname _ juehue Social security number®> 018889908

Strest address whersyoulive 8025 Vincent circle n BT LN TR §
Cityortown, stats, and P code __ Brooklyn park 55444

County Telephone number 6514975179

If you are under age 40, entsr your date of birth (month, day, year) ‘it s o =

1 Chsck here if you received a conditional certification from the state workforce agency (SWA) or a participating local agency
for the work opportunity credit,

2 Check here It any of the following statements apply to you.

* 1 am a member of a family that has raceived assistance from Temporary Assistance for Needy Families (TANF) for any 9
months during the past 18 months,

» | am a veteran and a member of a family that recelved Supplemental Nutrition Assistance Pragram {SNAP) benefits (food
stamps) for &t least a 8-month period during the past 15 months,

*» |1 was referred here by a rehabliitation agency approved by the state, an employment network under the Ticket to Wark
program, or the Department of Veterans Affairs,

* | am at least age 18 but not age 40 or older and { am & member of a family that:
a. Recelved SNAP bensfits (food stampes) for the past 8 months; or
b. Received SNAP banefits (food stamps) for at least 3 of the past 5§ months, but is no langer eligible to receive them.

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

® | received supplemental security income (88]) benefits for any month ending during the past 80 days.

* | am a vsteran and | was unemployed for a period or pericds totaling at least 4 weeks but less than 8 months during the
past year.

38 m] Check here if you are a veteran and you were unemployed for a perlod or periods totaling at least 6 months during the past
year.

4 Ijjl Check here If you ara a veteran entitled to compensation for a service-connected disability and you were discharged or
released from activa duty in the U.S. Armed Forces during the past year.

5 m] Check here if you are a veteran entitied to gompensation for a sarvice-conneoted disability and you were unemployed for a
period or periads totaling at least 8 months during the past yaar.

8 m] Check here ffyou are a member of a family that:
» Recsived TANF payments for at least the past 18 months; or
* Racelved TANF payments for any 18 months beginning after August 5, 1987, and the earliest 18-month period beginning
after August 5, 1887, ended during the past 2 years; or

» Stopped baing eligible for TANF paymenta during the past 2 years because federal or state law limited the maximum time
those payments could be made,

7 [l Check here ifyou are in Period of unemployment that Is at least 27 gonsacutive weeks and for all or part of that periad
you recelved unemployment compensation,

_Signature—All Applicants Must Sign

Under penalties of perjury, ldedmﬂm!gavamaabovelnhmaﬂmtomempbywonor before the day } was offered a job, and i s, to the best of my knowledge, true,
comect, and complate,

Job applicant's signature > FEM pate OCt 28,2017

For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 228511 Form B850 (Rev. 3-2018)




.

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

EMPLOYER SECTION:

o
iGN

Client: Company:

Locations Position: . Starting Wage: $

EMPLOYEE SECTION:

First Name: Last Name:  Suffix: Strest Address: ' City/State: Zip:

uehue 8025 Vincent circle n Brooklyn park 55444

Date of Birth: Age: Have yon worked for | I yes, location:

018889908 e e s (2| UDCOBpRRER | 1028717

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

Yes

No

l'

Have yon or has anyone living with you received Temporary Assistance to Needy Families (TANF) @
at any time since August 5, 19972 (if yes, please provide information below.,)
Name of the person receiving benefits: ____ Relationshiptoyon: _____
City: County: State:

@

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

Nams of the person receiving benefits: Relstionshiptoyou: ______
City: County: State:

3‘

Have you received Supplemental Security Income (SSI) at any time within the past 3 months? a
Please note, this is not the same as Social Seourity benefits (SS) or Social Seourity Disebility (SSDI) benefits.
*lf you checked yes please provide a copy of your SSI documsntation.

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

IC] Vocational Rehabilitation Agency Dept. of Veterans Affirs Employment Netwark (Tioket to Wark Program)
Nemeof Agency: _____ Phone#
City: _____ County: State:

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

5'

Are you a Veteran of the U.8. Military? *}fyes, please provide a copy of your DD-214 and letier of separation, Q
(If yss, please provide information below. If no, pleass continue to question #5.)

Dates of Service - From: To:
Branch of Service:

Are you entitled fo or are you recelving compensation for a service-connected disability? Q @l

6.

Have you heen unemployed at any time during the last 12 months?
Ifyes, dates of unemployment - From; To:

Ifyes, in which state did you receive unemployment compensation? —_

7

Q
Did yon recelve unemployment compensation at any point during your unemployment? Q

Have you heen convicted of a felony or released from prison for a felony conviction in the past 12 months?
Convistion Date: Release Data:

Wasthis a [} Federal or [l Stare conviction? 1 Stste - County: ___ Statee

o

= Additional Tax Credits A o5
IEC (Native American): Are yon or your spouse a member of a Native American Tribe? a
Y you checked yes plense provide a copy qf your CDIB card,
CA Residents: [ Are you the child of foster parents? [ L] Do you receive CalWorks? ) Workfixrce Investment Act?
O Are you a migrant or seasonal farm worker? IE] Have you ever been convicted of a misdemeanor?
SC Residents: [[] Do yon receive Family Independence Benefits?

PLEASE READ, SIGN, AND DATE:

Under penalties of perjury, 1 declare the fuformation above to be true and accurate to the
individuals i supply such verification or tformation that may be needed to determing tax credit sligibility 1o my employer, emplayer reprosentative (Assaclated

Consultants, inc. dba Retroiax). or the Department of Labor.

New Employee Signature: _M Date: _Oct 28, 2017

best of mp knawledge, and 1 hereby authorize any agency, ovganization, or




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 orif 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,

New Hire’s Signature: mﬁéﬁ— Date OCt28,2017

New Hire Name; ___juehue

Sacial Security Number; 018889908
Employer Name:

Please check the statements below if they apply to you.

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

J130101411904
(Enter start date)

D i declare that | have been in a period of unemployment since

Privacy Act Notice;

The Intemal Revenue Code of 1688, Secfion 51, a8 amendsd and s enacling legislation, P.L. 104-188, specify that the State Workforce Agendies am the
"designated® agencles responsible for administering the WOTC certification procedures of this program. The Information you have provided compiefing this
form will be disclosed by yaur employer to the State Workforce Agency, Provision of this Information s volurary; however the information is required to
detenmine your employer's eligibifty for the federa] tax oredit,

Public Burden Statement;

Persona are not required to respond to this colection of information unless it displays & cumrently valld OM B control number, Respondents’ obligation to
complelo this form is required o obtain or retain benefits (P.L. 111-6). Public reporfing burden is estimated lo average 10 minutes per response, including the
imefor reviawing Instructions, searching existing data sources, gathering and maintaining the data needed, and completing and reviewing the collection of
Information, Send comments regarding this burden estimatetothe U.8, Depariment of Labor, Division of Nafional Programs Tools Technical Assistance,
Room C-4510, Washington, D.C. 20210 (Paperwork Reduction Projeot 1205-0371). Please do notsubmit complated forms 1o this address,

117-

ETA Form 9175 (Rev. November 2016)



CIMG EZ Screen Solutions, LLC

Background Screening Consent Form

Personal Information

Maiden Name/Other Names Used: 018889908 Date name last used: Oct 28, 2017
Maiden Name/Other Names Used: _Thao_ Date name last used: Fr’
Sacial Security Number: 8025 Vincentcirclen  |Date of Birth; 09/08/1995 Sex{T) Male [T} Female
Driver’s License Number; J130101411904 State DL Issued:BM
Email; juehuethao@hotmail.com Phone: ssqeq

Address History for the last 7 years (attach additional pages if necessary)

1081 fremontave ST PAul MN 55106 2012-2016

Strest City Stafe Zip Code Yeara Resided From - To
14975179

Strest Chy State Zip Cods Years Resided From - To

Authorization to Release Information and Records

I, (state your name)_juehuethao@hotmail.com hereby authorize (company applying to) __22
mﬂm&&ammmummpﬂmbmmhvaﬁ@ﬁmdmmmpbymmmmmd&mmmmﬂ
records for determination of ﬁ:rempluymmtlwthmizeaﬂpmmswhomayhminﬁmmﬁmmlevmtmﬂﬂs

persons
infmmntlnnandEZSmSqudnm,LLc,imaﬂim,dhtcmm,employeesmdagmmﬁnmnabﬂityonamumofmmhdisdnm.l
hﬂebyﬂﬂﬁmﬂ&ﬁuﬁuaphowmpydﬂﬂsauﬁmimﬁmmybemddmdummumemigiml

upon
mmcdve.npmwrmznmqumadisdomofﬁebackgdeNpMWMchcmmhswmlweeh. 1 also understand that I may request
acopyofﬂ:erepn:tﬁumEZSmeenSnlnﬁms,ILCatsms.HollySt#ISI Greenwood Village, CO 80111 o at telephone number
@Dmnisaos.Aﬁumﬁngﬂﬂsmmglﬁnymdendmmdmem:bumdvdﬁcﬁm

dreyunapplyingﬂaremploymmtin&lﬁbnﬂa,hﬁnnesoﬂormdahoma? Yes 7] No_[7]
Pleasechecktheboxifyuuwuuldlﬂmtorequestaeopyufyuur Consumer Report
Thereby certify that all information provided in this authorization s true, correct and complete,

AWSWW Date:__10/28/17




€ wcwawm;m 1 Y g T T,

Enhanced MEC Plan_Plan 1 " enclit Plan Adiinbtrarors, Ink,

Bensfits Enrollment Form New

Employee Information

Name (First and Last)

employer solutions staffing group m ﬂSWG b

[ Rehire Rehire Date 2200

Soclal Security Number
Juehue
—— [Address City ~ | Stae Zip Code

018889908 J130101411904 Brooklyn park

Gender L] Malo | Warital Status ] Single | Date of Birth Date of Hire

Female | [C] Married 3 Divorced Thao

Phone Numbsr: Il Emall Addreas:

one Sumber: 8025 Vincent circlen 09/08/1995

Please Select Desired Coverage:

Employee Only - Employee+Spouse - Employee+Child(ren) - Family -
$24.00/Week $38.00/Week $36.00/Week $63.00/Week
ndent
1081 fremontave STPAul  MN 55106 am12.2018 Lk R ey Re]ntionahip
reTNETs 7 LestName— | 6514975179 e [ e, IlisEmD O cua
Dependant
Soclal Securlty # Birth Date | Sex Relationship
Male Spouse Chid
[P . e e Female O Domestic Parter
'Bep.miept ' ; — e .
Soalal Security # BirthDate | Sex Relationship

EFF.DATE 10/28/17
EFF. DATE
EFF. DATE

Employes Acknowledgemant and Authorization - | hereby apply for the group benefit{s) as indlcated. | acknowledge that all entries are trus and complate and that
Iany misstatemnents or failure o raport Information may

bs usad as the basls for cancalistion of coverage for me and my dependent{s), If any, from the original
effective date. Further, | authorize my employer to make the necessary payroll deduction of premiums for coverages | have elected.

[IF ENROLLING - YOU MUST SIGN HERE ¥

Employee Signature ] pate OCL28,2017

ewpoveesoecivne  [7] | am DECLINING coverage

| underatand that | and/or my dependents, if any, walve any coverage and desire to participate in the plan ata later date. i’'we may be conslidered a Iate enrollee and
must meet the requirements defined In the Cartificate of Coverage for the company's madical or dental P 1 decline enrolimant for myssif or my dependents
{Including my spousa) because of other coverage, | may, in future he able to enroll mysalf or my dape in this plan, provided | requast enrolimant within 31
days after the other coverage ends. In addition, if a new dapendent relationship forms as a result of marriage, birth, adoption, placement for adoption of parting sult
of adoption, | may be ahle to enroll myself or my dependent, provided I request anroliment within 31 days of the event.

IF DECLINING- YOU MUST SIGN HERE

Employse Signature ] Date Oct 28’ 2017
“Employer Sojufions Staffing Group Health Benefits Team
7301 Ohms Lane Suite 405
Edina, MN 55439

Phone: 952-767-9519 Fax: 952-767-98515
Email: Health@employersolutionsgroup.com



Fixed Indemnity Medical Benefits_Plan 2
VS| 219301-E5G-1 | OFFICE USE ONLY LOCATION ___ RehireDate ____/ ___/

ENROLLMENT FORM ESC CUUNAC-MN) P1 v18.2
e R P i LAGK o B K i e il o
Name ' Social Security # - | Home Phone é
= = ey brother | ) m r
Address APt # vangchang
City " State Zo  DaeofBmh
' i brother /

i PR T, T e

C. LIMITED BENEFITS PLAN SELECTION Payroll Deducted Weekly Rates.

You MUST select a coverage level before any benefits in Section C. Your coverage level for the all benefits in Section C will be
identical. The Fixed Indemnity Medical Plan, Dental Plan, Term Life Plan, and Short-Term Disability plans are underwritten by BCS

_ l@g_rapcq gq_mpa\_n)':_flfhe Yisipn plan is underwritten by Companion Life Insurance Company.
s LEcrco : l-EVEI. F”‘Elgs'ggif?m DENTAL VISION TERMUFE | SHORETERM
Empl ly $2025 [®) $6.17 ]} $2.42 O $0.60 ] sa.20 [
Employee + 1 []] $41.10 $12.34 $4.92 $0.90
Employee + Family $54.98 $20.36 $6.56 $1.80
N toALLBeﬁeﬁts u@] DYes D'_No' DlYes No | DYes__u No “Yes DI No DYes No

_'iThis_go\}e‘raé.e is not available tc-:-residents of N_H—, HI, or PR. ZS;F_DE_;;:t availabf_é to persons who work in CA, Hl, NJ, NY, or Rl

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

NemeRn uis Fellcon iy . . o' e IRelalnnh IS e
Name Social Security # | Date of Birth |1 | Relationship

- et e SMeOOl2 % [ spouse L child [] Domestic Partner
Neme T il Securiy # DateofBirth Eek[] Reletionship
e R T Ao @_.E]  DlspouselT child (] Domestic Partner
Name Social Security # Date of Birth 4[]  Relationshi
e e PR e e ) e L e e T ?E_et_{s.?.@.S?hi!ﬂ@quesﬁsﬁert_nfs_
Name Social Security # Date of Birth $ek[] Relationshi

El Child L] Domestic Partner

/7 ImIlE] Clspouse

E. REQUIRED SIGNATURE You MUST SIGN AND DATE, EVEN IF YOU DECLINE COVERAGE 7
i have read the benefit packet and understand its limitations, | understarid that open enrollment is only available for

a Iirp_ﬁeiz__{ time and | understand that making rio benefit seléction is a declination of caverage. :

DATE. _.ff ..ol DSIGNATURE el

This Is an Essential StaffCARE Enrollment Form.



employer solutions staffing group.
‘3 Leveraging Resources inca Céx;}n;;_',."s‘:_g Market
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, wages will be paid by Payroll Debit Card,
SECTION [ BASIC INFORMATION
Employes Name juehue SSN# (last4 digits) raqa Effective Date

AIN17

- 0
IO 28

" SECTION 2 ELECTRONIC PAY OPTIONS

E Direct Deposit (Please complets Sections 3 and 5 below) Note: DirectDepositaccountsmay takeup to7 days tobeactivated.
[ ) Payroll Debit Card (Please complete Sections 4 and 5 below)

éﬁC'l‘lON 5 DIRECT DEPOSIT

AN [ Updsto Bank Account I understand and acknowledge that if I do not provide a

C ank . voided check with this direct deposit form, I am

off BankNeme: 6514975179 responsible for any delays in payroll or extra costs

g Routing# juehuethao@hotmail.com incurred if the acconnt number that I provide is incorrect,

i Oct 28, 2017
Account 22 mumJuehue o )

Account Type: _[®) Checking K3 Savings [ Other 09/08/1985

To help us avoid making an error, pleage attach a copy of a voided check, (a deposit slip will not work)
Ifyouchangebmh.domtnloseyunru]dbmkammtunﬂlynmdirectdeposithasstamedatﬂwnswbank,whinhmaytakﬂpaypeﬁods,

SECTION &t PAYROLL DEBIT CARD

Federallawreqniresallﬂnmcialinsﬁmﬁmtoobtain,vedfy,mdrecordinfnnmﬁnnﬂmtidenﬁﬁeseachpemonwhoopensanmomlnmﬂerm
requestnPaym]lDebitCardﬁ:ryon,wenmstpmvideanofﬂneﬁmowhginﬁmmaﬁmﬂmtwmenabhﬂmﬂnmninlinsﬁmﬁmmidenﬁtyyomIf
youdonotsnbmitaDireotDeposit/PaymllDebitCatdAnﬂmﬂmﬁnn,ESSGwillprovideﬂmnecesuryinﬁmmﬁnnmdissueyou a Payroll Dehit
Cardtopayyunrwages.memmoﬁoﬁmﬁeﬁnmdﬂhsﬁmﬁmmayukwumpmﬁdcﬁmaddﬁmﬂﬁmﬂﬁmﬁmhﬁmaﬁmsoﬁqm
Exceptﬂ:rﬂlemuﬁngandmmtmmher,ESSGdoesmthmmesstoanyinﬁ:rmaﬁonregardhxgyuanaymllDebitCardacwuutm
mansacﬁnns.Onyumﬂrstpayday,youwﬂlreneiveyomnswPaymnDebitCmd,andapacketmmnhﬁnga]lofﬂmtmnsandcondiﬁm.Yonwﬂl
thensignacknnwledgingthatyoumeivedthePayrollDebitCardandpwket.YuurPaym]lDebitCardwillberelmdedoneaohpayﬂayyoureceive
wages,

CARDHOLDER INFORMATION (a8 you want yonr Payroll Debit Card to be issued)

First Name Thao M1 o T Last Name J130101411904 Date OfBiIﬂ:llo /28/17
Strest Address o roX NOT ACCEPTABLE) Social Security#

| City i State Zip Vangchang Cell Phons (mobile) brother

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

Payroll Debit Card Routing # Payroll Debit Card Account #

Thave received my Payroll Debit Card, welcome brochure, program fees, program terms, conditions, and disolosures, By activating my Payroll Debit Card, 1
am agreeing to the program terms, canditions, and disclosures fhat are incinded ar made available to me from tims to time from the financial institution, I
authorize the financial institution to debit my Payrall Debit Card account for the fees described in the fee schedule that is part of the program terms,
conditions, and disclosures.

Employec's Signature: sxzsbiprat- Date: OCt 28,2017

] Paper Check (Option available to GA NH and NY residents only)
SECTION o AUTHORIZATION
IauﬂmrizeESSGlndimﬂydeposﬁmypeﬁodicmgu/cmmuﬁmpaymenﬁ,nﬂofreqnhedﬁxwiﬁhoﬂhgs, other required withholdings or
mthnrizeddeducl:luns,intomyaoooum(s)udesipﬂedabmmdbhﬁﬁa&,ifmsmy,debﬁenﬁesmdadjummﬁumymdhmtdu
made in error to my account(s), * E-mail is required for pay stub information.

*E-mail: juehuethao@hotmail.com @
this information will only be used to send your paystubs electronically

Date:  Oct 28,2017




10/30/2017

WIQMOKBBQMyBI48WIkWc (918x1 632)
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,m.e-aa—gqc,a

THIS numn HAL - H:H’ Es'fABLnSHrD FOR

ch ng TH&ﬂ

H“‘“ 7?;1/1

SIGNATURE

MINNESOTA

DRIVER'S ucEﬁ_ 3|

JUE HUE THAO
8025 VINCENT CIRN '!!' 5/,
BROOKLYN PARK, IIN 55444
Data of Birth 09- 0@'-1
S”no Eyos a?\- ,;,«
M BRN _;-»Q\_- i ‘:
Helght  Weight = “”
53 140 - *JL\ i
§ 1ssue0 04-2017 7, ElnﬁE&BS-OB -2021

S

) D
- J130101411904 7

1M



