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~ PO Box 46270
2N | Eden Prairie, MN 55344-9956
g Tel: 952.835.1283
M
employer solutions staffing g-oup...

% www.esgstafﬂngsolutions.com

New Hire Application

e = TLEGIBLY IN INK

Last Name 8 U i an d er First Name V@TOL Middle Initial

Street Address_A (A9 'E}SOY\SO\'\ dr. Ve AptiSte
City/State/zip |V !OOV\OI S \/{ei&) MM, 55 t ' Q, Social Security Last Four XXX-XX-. 3]

Phone Number 1 Email Address '\qu: lioame 57 @ alumm'~€om
Staffing Agency/Recruitment Partner

All offers of employment are conditional upon satisfactog proof of Identity and legal abiiity to work in the U.S.A.
you legally authorized to work in the United States of America? TR¥ES [no

Applicant Certification and Authorization

W i/ 03/ 1%
Applicant's Signature Datd /

A copy or facsimiie ("fax") will be considered the same ag an original signature, Email will ONLY be used for employment correspondence

For ESSG Office Use Only
DOH NHw I-9 8850 w4
Emergency Contact Info | Background Release Form Background Resuits Unemployment Letter ESC Application
(if applicable)
For ESSG Client Use
DOH ROP Work Site Loc, WC Code
ESSG - Rev. 0412017



>
The exceptions don't a ly to lemental wages Nonwage income, if you have a large amaunt of
FOI' m W“4 ( 201 7) greatarm?ﬁ $ .ooo.oog.p ¥iosipp R nonngca’ge lnac“?me, sucxn as Iltigrestag edlngdel}ds,l:o
Basic Instructions. if you arent exempt, complete Jonsider making estimated using Form
Pumose. Complete Form W-4 so that your the Pereonal Allowangs Woﬂmhaatgtélow. The 1030'58'0%3‘;"%%::]"& ?% °g'f‘1§{.'§"n‘:;
employer can withhold the cormect federal Income Workshests on page 2 further adjust your gnutl't’ya)l’nmme 826 Pub, 608 {?ﬂnd out If you sheuld
tax from your pay. Congider completing a new Form Wwithholding allowances based o itemized a ur withholding o oo W w_’;‘,’,
W-4 each year and when your personal or financjaj deductions, certain cradits, ag{ustmems to Income, fjust yo oiding on Form 6
situation changes, or twn-eamatslmumple Jobs ons, Twrcl:dneamam or muitiple gobs. if )J'og l}lave ath
Exemption from withholding, If u ars exem Gomplete all workshests that . However, you oral e Sf0USe or more than ane job, figure g
comp{:,b only lines 1, 2, 8, 4, and 7 and sign thpet' may clalpm fewer (or zero) allnwa:pcg.y For regularyo m?alllmclgs :;01' allowugnhlgim ytf'-‘rg ar: ;ﬂﬂf:d g claim
form to valldats it. Yolr exemption for 2017 expires Wages, withholding must be baged o allowances W‘ L4, Yoo wiﬂ'-}ﬂc;ﬁ = wrl'I‘I be%ogte "“m
Fegrmﬁ. 291_18. Ses Pub, 605, Tax Withholding you claimed ;ndmsy not be a flat amount or when all allowanoar 9. c,a,"'m’yed i Fonﬁv" ¥,
an ax. p @ o wages, for hest paying Job and zem allowanmae o
No'?:is if a'r:othg‘ Person can clalrlltw }igju asa d%%endem gﬁfd of househoid, Glenerally, you can claim head . J’-"’ b 05 for detalls,
on orher retum, you can claim exemption ousanold filing status ervors lEX BTN only |
EE ey R e Ty T e
exampl, Interest and dividends). dependenti) or other qualifying Individuals, See toonresicsnt Alens, befors compieting ths fm
An empi be able to claim Pub. §01, ptions, Standard Deduction, and Check your withhoiding, After your Form w-4 takes
exemption from withholding s'vl ':’n ifthe employes I Fling Information, for l'nfonnaﬁun. effest, use Pub, 505 tp 888 how the amount g;,ara
2 dependent, f the ampioyes; St o 2k profscec e cract for 201 e o - Sapediall  vioriod ol tox
* 15 ge 65 or older, withholding allowangas, Crars o Shid or dependent  exosed $130,000 (Single) or $130, o) (Married).
T SRy i e s e
ng the Perso, owancas Wo ow. opme g suo
* Will claim adjustments to Income; tax credits; or ; sl b
ftemized dedy ctions, on hib o i i ! Ses ul?htgns for ;?;?nm:uﬁon on cgg'nvarung your other l;g aggg' 3'21752 after we release 1t) will be posted

Y
O
O

Personal Allowances Worksheet (Keep for
A Enter"1"foryourselflfnoone else can clalmyouasadependent S 0 0 6 o & o °© o0 o g
* You're single and have only one job; or
B Enter*1”if; { * You're married, have only ane job, and your spouse doesn't worls; or }
® Your wages from a second job or your spouse’s wages (or the tota] of both) are $1,500 or less,
C  Enter*1” for your spouse. But, youy may choose to enter *-p-* i You are married and have either & working spouse or more
than one job, (Entering *-0-* may help you avoid having too little tax withheid) . , , | © 9 0 o o5 o o 4
Enter number of dependents (other than your Spouse or yourself) you wilj claim on your tax reum, . , | | |
Enter “1* i you will file as head of household on your tax retum (see conditions under Head of household above)
Enter “1” if you have at least $2,000 of chilg or dependent care expenses for which you plan to claim a credit o o o
(Note: Do not inciude child support Payments, See Pub, 508, Chiid and Dependent Care Expenses, for detalls,)
G Child Tax Credit (including additiona] child tax credlt), See Pub. 972, Child Tax Credit, for more Information,
* If your tota) Income will be jess than $70,000 ($1 00,000 if married), enter “2” for each eligible chiid; then less 1" if you
have two to four eligible children or less “o* if you have five or more eligible children,
® If your total income will be between $70,000 and $84,000 ($100,000 ang $119,000 if married), enter “1* for each eligblechid. @ z
H  Addiines Athrough G and enter total here, (Note: This may be different from the number of exemptions You claim on your tax retum,) > H _j‘

* If you plan to Remize or clalm adjustments to Income and want to raduce your withholding, see the Deductions
For accuracy, 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 earnlnfgs from all jobs excead $50,000 (320,000 i married), ses the Two-Eamers/Multiple Jobs Worksheet on page 2
that apply. to avoid having too [ittie tax withheld,

* If neither of the ahove situations applies, stop here and anter the number from fine 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.

your records.)

nmmg
mTmeo

S

w_4 Employee’s Withholding Allowance Certificate OMB No. 1546-0074
iy » Whether you are entitied to claim a certain number of allowances o exemption from withholding is 2 @ 1 7
m m‘i‘gm‘”’ subjeot to review by the IRS. Your employer may be required to send a oopy of this form to the lngs.

1 Yourr first name and middie Initial Last name g iy 2  Your social security number
__\lera Bulande 43- 58 - 314

Home adaress (number and strest or ] route) 34N single [] m Married, but withhold at higher Single rata,
5’&93\ Bro nNSoN Dr. ote: If mmied, K@ﬁ}pm is & novesident allsnl,g checkthe “Singe” bax.
City or tgwn, d ZIP code 4 Hyour last name differs from that shown on your soclal security card,
mD v ﬂ;wé t} lew) M N . 5’ g 1 I 9\ check here. You must call 1-800-772-1213 fora replacement card, P
5 Total number of allowances you are claiming (from line H above or from the appllcable workshest on page 2) 5 .
6 Additional amount, if any, you want withheld from each paycheck G koo Tiah -y i tibay i)
7  |claim exemption from withholding for 201 7,and | certify that | meet both of the following conditions for exemption,
® lastyear | had a right to a refund of all federai Income tax withheld because | had no tax liability, and
* This year | expect a refund of all federay Income tax withhelg because | expectto have no tax liabllity _ L
If you meet both conditions, write “Exempt” here , e o > -
Under penalties of Pperjury, | declare that | ha\l\e;namlned this

=]

true, cofrect, and complete,

ower ///3/ 17~

Complete fines 8 and 10 only if sending to the IRS,) [ 8 Office code (optiona)) | 10 Employdr Identification number (EIN)

riifi and, to the best of my knowledge and belief, it Is
Employee’s slgnature j

{This form is not valld unless you sign it) »
8 Employer's name and address (Employer;

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



Employment Eligibility Verification

L% USCIS
QS o Department of Homeland Security omf ;:1111511;3047
NGmass U.S. Citizenship and Immigration Services Expires 08/31/2019
P> START HERE: Read Instructions carefuily before completing this form. The instructions must be avallable, either In paper or electronically,
Empioyers are liable for eivors in the complstion of this form,
ON NOTICE: it is illegal to discriminate against work-authorized individuals, Employers CANNOT 8pecify which
to establish employment authorization and Identity. The refusal to hire or continue to empioy
n presented has a future expiration date may also con .
Last %me TamilyN e) First Namp (Given Names) Middle Initia| er Last Names Used (if any)
Qulander exa {ltams
Address (Street Number and Name)

3B, Bivncon [ Woots View e 55713

Date of Birth ) |U.S. Social Security Number Employee's E-mail Addresg Employee's Telephone Number
0&7 02/ 157\ PW - B - By Vjwidhams 53 & 7mml-m,' ¢S1-30F-5705
lam Jware tliat federal law provides for imprisonment and/or fines for false statements or use of faise documents in
connection with the completion of this form,

I aﬂsﬁ_under Penalty of perjury, that | am (check one of the following boxes):
1. Acitizen of the United States

[[] 2. Anoncitizen nationgj of the United States (See instructions)

D 3. A lawful permanent resident (Allen Registration Number/UScis Number):

54. An allen authorized tp work  until (expiration date, i applicable, mm/ddlyyyy): 7
Some allens may write "N/A" in the expiration date fieid, (See Instructions)
Allens authorized to work must provide only ane of the following document numbers to complete Form k9,

g

5 ot

Number OR Forelgn Passport Number, Gy
1. Allen Registration Number/uscis Number:

OR
2, Form -84 Admission Number:
OR

3. Forelgn Passport Number;
L Country of issuance:

|

l attest, under Ppenalty of perjury, that | have assiste

knowledge the Information Is true and correct,

Signature of Preparer or Translator Today's Date {mmsddpyyy)

Last Name (Famlly Name) First Name (Given Name)

Address (Street Number and Name) City or Town State  (zIP Code
-’

© B A gy &

Form1-9 07/17/17 N

Page 1 of 3

e —



Employment Eligibility Verification USCIS
Department of Homeland Security OME g:nllmlgzm.,
U.S. Citizenship and Immigration Services Expires 08/31/2019

4

o 1 (Given Namay | ML, | Citifenstip/immigration S
ListA DR ListB AND o ListC
Identity and Employment Authorization Identity — Employment Authorization
Document Titie 0 e ) Document g
Issuing Authority vty M uin N
Document Number r
Expiration Date {ifany){mm/dd/yyyy) Ete (if any)(m /)
Document Titie i
Issuing Authority | [Additionai Information ,;?N?,,“v;,;fﬁmﬁaz;;
' Document Number ‘
1:;’
 Expiration Dats (7 any)(mm/ddjyyyy) i
Document Title ;
Issuing Authority
Document Number
Expiration Date (Fany){man/yyyy)

Certification: | attest, under penalty of perjury, that (1) I have examined the document(s) presented by the above-named employee,

(2) the above-listed document(s) appear to be genuine and to relate to the employee named, and (3) to the best of my knowledge the
S authorized to work in the United States,

Theg employee's first day of employment (mm/dd/yyyy): / [ 02/20/ 7 (See ctions for exemptions)

of Employgs or, Representative Today's ;ﬂymd/}'yyj()( W&nployer or éythorized Representative |
d ] — [na /707 _4%#’2/!75/{
' ploygt or Authorized Representative First ployer, rKuthorlzed Répr&sentative Employer's Business or Organization Name
9 V%] 5‘ (’ ) EMFLOYER SOLUTIONS STAFFING GROUP LLC
Employer's Business or Organization Address (Street Number and Name) | City or Town State  [z|p coge
7480 FLYING CLOUD DRIVE SUITE 200 EDEN PRAIRIE MN 55344
A, Ne e : e i_{B, Datd of Rehire (¥ apglleds >
Last Name (Family Nameg) First Name (Given Name) Middle initial Date (mmsddiyyyy)
7. RH e qué" t § ifa em yh‘ bl 5 F} a Exnire tir the ao ' 1 if recein L] T A
Ying emplayment authe 24ipN In the space praviddd belgw Amcaad WY , A
Document Title Document Number Expiration Date (ifany) (mm/ddyyyy)

lattest, under penaity of Perjury, that to the best of my knowledge A
the employee presented document(s), the document(s) | have examined appear to be genuine and b

Signature of Employer or Authorized Representative Today's Date {mm/ddsyyyy)

Form1-9 07117117 N Page 2 of 3

e
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ALL& FARM VEH (8. 171 02

/ L INGLE UNTT AND COMBINATIONS UP 7O 26000
‘ 4‘ =
1i

] —| PROVIDERS,~
i ifyouthaye questionsabour billy, . | Verify cligibility before deli 4l .
i _ bcneﬂu.‘wpayum-nmhm‘rzntioh..- and billing for services. b
| call the number on your heg e plan - Verify MHCP eligibilicy,on il f!

mcm'!'l,:t\gnrd. ) . hqps:J’[mﬂ»jmdhs.sra:c,mn_.
If you do not huve another heglif byh L2
plan mcmbeﬁmrd..mlltthHﬁF Or phagegr; . ]
il iy * (651] 4314399 ..
Member Help Degk gy A . :
; * (800) 65.7.'_5‘759' VI!ittbchvidchb'sit: ati 1
* TODITTY 7.1.1 www. =anislprevida gy J
For eligibillyy questions, contuct your gl Fp >
_cmmrygwmnu@mgcupwodm : - g % !
' MHCP providen - ‘S,
bnp:?!mhggsgmlaudlmy.dh:mmw; PP 2 ,..f-'
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EMPLOYER SOLUTIONS STAFFING GROUP
BACKGROUND CHECK AUTHORIZATION

Employee Name: \/ NN %U ( On J Yy

(First) (Middle) (Last)

Former Name(s) and Dates Used:

Current Address Since: MLW/ [T 3039 Bronson ]>V. Movndg \/,w MN, 5102

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

Previous Address From; 536/7¢. 3033 1% (o nSo n ‘bf : MOU ﬂds l/le-‘d M Nc X
(Mo/Yr) (Street) (City) (State/zip)

Previous Address From:
(Mo/yr) (Street) (City) (State/zip)

Social Security Number: 3?5 ' 53 -5 /¢9) / DOB: D@ ol Oﬁ iy /?5-7*
Phone Number: Lf:// # ég—/ = 3 D?"" 3?‘05_
Driver’s License Number/State: K 75 44 / q é’ 4’0" 5 0?“

current and previous residences; employment history, education background, character references; drug testing, civil
and crimina history records from any criminal justice agency in any or ajl 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 divuige any and alj information, verbaj
or written, Pertaining to me, to Em ployer Solutions Staffing Group, LLC or jts agents. | further authorize the complete
release of any records or datg 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 jts

manner in order to protect the applicants Personal information, including, but not limited to, addresses, socja] security

%bwom@) - ///ﬁ/ Y=

Notice to CA, MN and OK Residents:
Please check the box below if you wish to receive a copy of a consumer report that js requested,
01/ wish to receive q copy of any Background Check Report on me that s requested,




EMERGENCY CONTACT INFORMATION

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

3 l V.
Employee Name: JLe/ V& b}r) O\n O e/r
aiires OPB3  Dronsen duive  Moonds Vit Mp s/
Home Phone: (@Il # (b5~ 303 — 2305

Cnct# -. hl Hoe Phoe ..
?\Name: gherm“fa\ Wﬂ H’&ms Cell Phone: ng/ "500 = /‘/q[f’
Relationship: b Vg e Work Phone:

Contact #2 Home Phone:
Neme: ’3'01 Seina_ Cell Phone: (p/ 2 - 423~ |k
Relationship: —p i Enol 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.




\ g
empiloyer solutions staffing grou
Wage Payment Method Authorization (Minnesota)

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 b paper Check.

SEGRION T BASTE N EORNEATION
SSN# (last4 digits) 6 \ 9‘

loyee Name
et Jora Julonder
ij(“I‘I(J‘\I 2  [BAYROILL &l EGEION
| | Direct Deposit (Please complete Sections 3 and Sbelow)  Note Direct Deposit accounts may take up to 7 days to be activated
= || Paper Check (Please complste Section 5 below)

Effective Date

[Z~Payroll Debit Card (Please complete Sections 4 and 5 below)
SEGTIONTS T DIRECT [DIRIEAOEIN!
\ [0 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
incorred if the account number that I provide is incorrect,

Routing#
Account#
Account Type: [ Checking [1 Savings [JOther

To he]pusavoidmnldnganelmr, please attach a copy of a voided check. {a deposit slip will not work)
Ifyonchangebanks,donotcloseyonroldbankammnunﬁlyumdhectdeposﬁhassmnedatﬂ:enewbmhwhinhmaymkﬂpaypmind&

SECHON U PAN RO DERT CARD

Initinl _ Date

mquestaPayrollDebntCm‘dforyou,wemustprowdeallofthefollowmginﬁ)rmauontbatwﬂlenablethe ial insti on to identify you, If

you do not submit a Direct Deposit/Payroll Debit Card Authorization, BSSG will provide the necessary information and issue you a Payroli Debit

Cm:d to pay your wages. For your protection, the financial institution may ask you to provide them additional ident; information so they can
your identity,

Except for the routing and account number, ESSG does not have access to any information regarding your Payroll Debit Card account or
transactions, On your first pay, , you will receiveyournewPaymllDebitCard, and a packet containing ail of the termg 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)

era o e Sulan der ”“?“5?3/055//?5?
"BYenseh Prive 3458 313

Wounde, View B |2 65115 TS5 3305

ctly deposit my periodic wages/compensation payments, net of required tax withholdings, other required withholdings
or authorized deductions, into my account(s) as designated above and to initinte, if necessary, debit entries and adjustmentsfor any credit entries
made in errar to my account(s). * E-mail is required for pay stub information.

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

Employee's Signature: Date:




x e
employer solutions staffing group..

STATEMENT OF CONFID TIALITY

This agreement made thisZ’ day of A 2011, between

————

Emplqyer Solutions Stafgng {Group LLC, hereinafter referred to as “employer”,
and _\V &/t viande 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 amoyint ofda which ma
result to the employer from a violation of any of {the Rrovisions hereof, the
employee agrees to pay to the employer the su liquidated
damages for every such violation; provided, however ent of such
amount as liquidated damages shall not be construed ad\g_release’or waiver by

the employer of the right to prevent any such violation in equity or otherwise.




employer solutions staffing group..

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 resyjt of your injury will be accommodated.

RESPONSIBILITIES OF THE INJURED WORKER:

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

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.

TES




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.

Noti

your physical condition.

Ifitis-necessaryto-miss scheduisg work due to a work injury, you must be seen

ia'y 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.

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

" Signed: S} AL A MVULUU
Printed Name:; \/Ufﬂ@l an Cé v




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 S0, 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
se puede encoatra?. Si se puede verificar que el cheque no ha sido cobrado,
ESSG se degfendra el cheque de)pago y reemitir el cheque a usted, descontando
un cargo dg entre $ 25 - $ 35.

Si su cheque Ye.pago fue 1o Hado, primero debe denunciar el robo a la policia
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. Sj 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.

AGREED/SE ACUERDA—
Name/Nombre (con letra de molde): V era. 3 v lan dﬁ(

Signature/Firma: \)QML J J WV\OL‘U;_/‘




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 ig ESSG’s duty to:

(1) Ensure that its clients Provide you with g workplace free from serious
recognized hazards and comply with standards, rules and regulations issued
under the OSH Act,

necessary training and protections for employees at the facility,

(8) 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.




working in an unsafe or dangerous work environment, I will immediately contact
Iy supervisor, manager, director or ESSG’s Safety Director at
952.885.1288/1.866.496.7573 in order to obtain assistance in the resolution of such
matters.

Employee Name (Please Print)

\Vera Solander

Employee’s Signature:
\}N J)\ADMW Date:_[//ga/l :!L—




rom SO0 Pre-Screening Notice and Certification Request for

(Rev. March 2016) the Work Opportunity Credit OMB No. 1545-1500
E'mm nm%ﬂ}.’,’%l,’%?;"" » Information about Form 8850 and its separate instructions is at www.irs.gov/form8850.,

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

Your name \V/’erﬁ gUlQV\ (’,f Social security number 3)‘-!5'59\'3'8,
Street address where you live 5059\ &(DMO“ b(l\lt

ownds—Yrew 5 S5HA

Teiephone number @e" f(&ﬁ ‘3 D'—f ’31'05—

County KGLMS é\ll

If you are under age 40, enter your date of birth (month, day, year)

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 @C/heck here if any of the following statements apply to you.

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

* |am a veteran and a member of a famly that received Supplemental Nutrition Asslstance Program bepsfits (food
stamps) for at ieast a 3-month period during the past 15 months,

* lwas referred here by a rehabilitation agency approved by the state, an employment network under the Ticket to Work
program, or the Department of Veterans Affairs,

®» | am at least age 18 but not age 40 or older and | am a member of a family that:
a. Recelved SNAP benefits (food stamps) for the past 6 months; or
b. Received SNAP benefits {food stamps) for at least 3 of the past 5 months, but is no longer eligible to recsive them,

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

* | received 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 ieast 4 wesks but less than § months during the
past year.

8 [ Check here if you are a veteran and you were unemployed for a period or periods totaling at least 6 months during the past
year,

4 [ 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.

5 [] Check here if you are a veteran entitled to compensation for a service-connected disabliity and you were unemployed for a
period or periods totaling at ieast 6 months during the past year,

6 [ Check here if you are a member of a family that:
® Recelved TANF payments for at least the past 18 months; or
* Recelved TANF payments for any 18 months beginning after August 5, 1997, and the earllest 18-month period beginning
after August 5, 1997, ended during the past 2 years; or

* Stopped belng eligible for TANF payments during the past 2 years because federal or state law limited the maximum time
those payments couid be made,

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

A Signature —All Applicants Must Sign
Under penalties of pei’jury. I declare that | gave the above Information to the employer on or before the day | was offered a job, and it s, to the best of my knowiedge, true,

correct, and complets.
P@applimnt’s signature » \l m \ JZ }AQ M\AU\J Date I [ / é\ / a0 l 7‘
For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 22851L FOfm 3?50 (Rev. 3-2016)
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Form A (rev. 03/2017) TAX CREDIT QUESTIONNAIRE

EMPLOYER SECTION:
Client: Company:
Location: Position: Starting Wage: $
LOYEE SECTION:
Eipst Name: Last Name: Suffix: Street Address: City/State ' Zip:
erq Slj_lamier 203h Pronson Dr MDunqas \/mw MN 55t
SS#: . Date of Birth: Age: tl:fwe you worll:ed fo; | If yes, location:
\ L1350 | pulod[s7 | 0 |"varT =t
Please complete all guestions, allnd sigln and date the form. Yes No
1. Have you or has anyone living with you received Temporary Assistance to Needy Families (TANF) O ﬁ<\

at any time since August 5, 199772 (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? K |
(If yes, please provide information below.) V 5 'P'
wﬂ arson regeiving benefits: ¥'~,  Relationship to you: 4el
T
3. Have you received Supplemental Security Income (SSI) at any time within the past 3 months? d g_L

Please note, this is not the same as Social Security bensfits (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 provide their location information below:

[ Vocational Rehabilitation Agency ] Dept. of Veterans Affairs  [[] Employment Network (Ticket to Work Program)
Name of Agency: Phone #:

City: County: State:

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

5. 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 below. If no, please continue to question #6.)

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

L

6. Have you heen unemployed at any time during the Iast 12 months? }_)
)
If yes, dates of unemployment - From; To: 8477 €N Sams /e
Did you receive unemployment compensation at any point during your unemployment?
If'yes, in which state did you receive umemployment compensation? ___

O] O O;

1
i
le mos -
O
& |

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

S

Was thisa [] Federal or [] State conviction? IfState- County: ___ State;

T

gl T T Additignal Tax Credits ; e il .
IEC (Native American): Are you or your spouse & member of a Native American Tribe? | |
Ifyou checked yes please provide q copy of your CDIB card,
~ CA Residents: [ Are you the child of foster parents? [] Do you receive CalWorks? [] Workforce Investment Act?
[] Areyoua migrant 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 to the best of my knowledge, and I hereby authorize any agency, organization, or
individuals to supply such verification Wian that may be needed to determine tax credit eligibility to my employer, employer representative (Associated

Consultants, Inc. dba Retrotax), or the ent of Labor.

StV ) Llondn e[ 3!/ (1~




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 reques

group.

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

New Hire’s; Signature; VM—JMD&E /] / 3)2 (7

New Hire Name: _\Lcm 8 V) iO\.nd ey
Social Security Number: o) "\5 -5%x-3148 |

Employer Name:

Please check the statements below if they apply to you.

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

0 Ideclare that | have been in a period of unemployment since

(Enter start date)

Privacy Act Notice:

The Intemal Revenue Code of 1 886, Section 51, as amended and its enacting legislation, P.L. 104-188, specify that the State Workforce Agencies are the
"designated" agencies responsible for administering the WOTC ceriffication procedures of this program. The Information you have provided complefing this
form will be disclosed by your employer fo the State Workforce Agency. Provislon of this information is voluntary; however the Information is required o
determine your employer's eliglbitty for the federal tax credit,

B R i AL Y T Y

Public Burden Statement:
Persons are not required fo respond to this collection of information unless it displays a currently valid OM B control number, Respondents' obligation to
complete this form is required to obtain i
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Preliminary Questions
For CMG yse only

-
L.

if hired are You willing to take a drug test?
2. Do you have

any known foog allergies to soy, wheat, Peanuts, or myjjk? __MQ
3. Areyoy able to work with pork?

*To be completed during or after interview*

S NOA
. , nd the natyre of the offense(s);

ufficient
any time if | haye been

Date:_/// 4 +




L

employer solutions staffing gréupm

Notification of Minnesota Law Requirement —
Unemgloxment Acknowledgement

According to Minnesota Statute section 268, 095, subdijvision 2, paragraph (d), an

applicant who, within five calendar days after completion of a suitaple

affirmatively request an addijtional sujtaple Job assignment, (2) refuses
without good cause an additional suitaple Job assignment offered, or (3)
accepts employment with the client of the staffing service, s considered to
have quit employment.

It is your responsibility to contact ESSG (for instance, by calling 852.277.5227 or
using any other form of contact) for additionaj assignments, If you fail to do so, it
may affect your unemployment benefits,

Vo Julbndoo o] i3

Employee Signature: Date: | !
Vera Sulander

Employee (please print your name here)

CMG_SM - Rev. 09.2013




