¥

Personal Data-- PLEASE PRINT LEGIBLY IN INK

Last Name __ﬁ‘_d@,/l

employer solutions staffing group.

Leveraging Resources in a Changing Market

7301 Ohms Lane Suite 405
Edina, MN 55439

Tel: 952.835.1288
www.esgstaffingsolutions.com

New Hire Application

Street Address 4 || 22¢a. Q2nd  aVe South

First Name Far\ﬂ'n.\\o,\ o

City/StateiZip Mt Ain£o JO\'s M, STHOY
Phone Number p19 22 b 34 9y

Staffing Agency/Recruitment Partner f %

Platinum

Middle Initial O

AptiSte 2.F 2.
Social Security Last Four XXX-XX-7% 3§
Email Address Fav hi @01

@ Yhotme ] econ

All offers of employment are conditional upon satisfactory proof of identity and legal ability to work in the U.S.A.
Are you legally authorized to work in the United States of America? []YES [JNO

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 dufies, responsibllities, 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 fo, 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 appllcation are true and accurate and that | have not omitted any material information or provided
false or misleading information. | understand that any materiai omission 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.

FAR Wiy o

Name (Print or type)

B-3-2al F

e
Applicant's’Signature

Date

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

For ESSG Office Use Only

DOH

NHW

w4

Emergency Contact Info

Background Release Form

Background Results

Unemployment Letter

(If applicable)

ESC Application

For ESSG Client Use

DOH

ROP

Work Site Loc.

WC Code

ESSG - Supermoms CMG

Rev. 05/2015



-~ 3850 Pre-Screening Notice and Certification Request for

(Rev. March 2016) the Work Opportunity Credit OMB No. 1545-1500
ﬁ%’;ﬂ“ﬁ&:}ﬂ%m‘” » 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 ?ew V\No a,gtcw\ Social security number > A3} B FLR S

Street address whereyoulive 22 wnd  GUeWVGe  S<owTh

City or town, state, and ZIPcode  an\nNEAYONIS DN 55 Loy

County Vhemng Pin Telephone number {12 FA6 34 Ay

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

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

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

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

* | am a veteran and a member of a family 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 rehabliitation 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 famlly that:
a. Received SNAP benefits (food stamps) for the past 6 months; or
b. Received SNAP benefits (food stamps) for at ieast 3 of the past 5 months, but Is no longer eligible to recelve them.

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

* | received supplemental security income (SSI) benefits for any month ending during the past 60 days.

* | am a veteran and | was unemployed for a period or periods totaling at least 4 weeks but less than 6 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 disabliity 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 disability and you were unemployed for a
period or periods totallng at least 6 months during the past year.

6 [ Check here If you are a member of a family that:
* Received TANF payments for at least the past 18 months; or
* Received 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 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.

Signature—All Applicants Must Sign

Under penalties of perjury, | declare that | gave the above Information to the employer on or before the day | was offered a job, and it Is, to the best of my knowledge, true,
correct, and complete.

Job applicant's signature » )ﬂw L\Jm O\DL/_ Date 5-%-2u/}

=

For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat, No. 228511 Form 8850 (Rev. 3-2016)
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Form W-4 (201.7)

Purpose. Complete Form W-4 so that your
employer can withhold the correct federal income
tax from your pay. Consider completing a new Form
W-4 each and when your personal or financlal
situation changes.

Exemption from withholding. if amu are exempt,
complete only lines 1, 2, 8, 4, and 7 and sign the
form to validate it. Your exemption for 2017 expires
Febrg:al 15, 2018. Ses Pub, 505, Tax Withhoiding
and Estimated Tax,

Note: if another person can claim you as a dependent
on his or her tax retum, you can't claim exemption
from withholding if ¥our total income exceeds $1,050
and Ingludes mara than $3560 of uneamed Income (for
example, interest and dividends).

ns. An amplgi[ae may be ablie to claim
exemption from withholding even if the employes Is
a dependent, if the employes:

e |s age 65 or oider,
* | blind, or

® Wi claim adjustments to Income; tax credits; or
itemized deductions, on his or her tax ratum.

‘The exceptions don't apply to supplemental wages
greater thpa?1 $1,000,000. iy

Basie instructions. If you aren't exempt, complete
the Personal Allowances Worksheet below. The
workshests on page 2 further adjust your
withholding allowances basad on itemized
deductions, certain credits, adjustments to Income,
or two-samers/multiple jobs situations.

Compiste all workshests that apply. However, you
may claim fewer (or zero) allowances. For ragular
wages, withholding must be based on allowances
you claimed and may not be a fiat amount or
percentage of wages.

Head of household. Generally, you can claim head
of housshold flling status on your tax return ontlx if
you are unmarried and pay more than 50% of tha
oosts of keaping up & home for yourself and gour
degende es:or er quallfying Individuals. See
Pub. 501, Exemptions, Standard Deduoction, and
Fliing Information, for Information,

‘Tax oredits. You can take projected tax credits into
account In figuring your allowable number of
withholding allowances. Credits for chlld or dependent
care expenses and the child tax credit may be claimed
using the Personal Allowances Worksheet below.
See Pub, 505 for Information on converting your other
credits Into withholding allowances.

Nonwage Income, !f you have a large amount of
nonwege Income, such as Interest or dividends,
consider making estimatad tax payments using Form
1040-ES, Estimated Tax for Individuals. Otherwise,
you ma:{ owe additiona] tax. If %ou have pension or
annuity income, see Pub. 606 to find out if you should
adjust your withholding on Form W-4 or W-4P.

Two earnars or muitiple jobs. If you have a
working spouse or more one job, figure the
total number of allowances you are entitied to clalm
on all jobs uslnﬁ workshests from only one Form
W-4, Your withholding usually will be most accurate
when all allowances are claimed on the Form W-4
for the highest ng job and zero ailowances are
claimed on the others. See Pub. 505 for detalls.

Nonresident alien. if you are a nonresident allen, see
Notice 1382, Supplemental Form W-4 Instructions for
Nonresident Aliens, before completing this form.

Check your withholding. After your Form W-4 takes
use Pub. 505 to see how the amount you are
having withheld compares to your ﬁrojemd total tax
for 2017, See Pub, 605, especlally if your earnings
excesd $130,000 (Singie) or $180,000 (Married).
Future developments. Information about any future
developments affecting Form W-4 (such as
legislation enacted aftar we release it) will be posted

Personal Allowances Worksheet (Keep for your records.)

A  Enter *1” for yourself if no one else can claim you as a dependent .
» You're single and have only one job; or

B  Enter*i"if { = You're married, have only one job, and your spouse doesn’t work; or }
* Your wages from a second job or your spouse’s wages {or the total of both) are $1,500 or less.

C  Enter *{” 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 withheld.) .

mmo

Enter number of dependents (other than your spouse or yourself) you will claim on your tax return . . .
Enter *1” if you will file as head of household on your tax return (see conditions under Head of household above)
Enter “1® if you have at least $2,000 of child or dependent care expenses for which you plan to claim a credit

at www.irs.goviw4.
B _|
c_
. D
E_
F_

(Note: Do not Include child support payments. See Pub. 503, Chiid and Dependent Care Expenses, for details.)

G  Child Tax Credit (including additional child tax credif). See Pub. 972, Child Tax Credit, for more Information.
e If your total income will be Iess than $70,000 ($100,000 if married), enter “2” for each ellgible child; then less “1 if you
have two to four eligible chlldren or less “2” if you have five or more eligible children.
» if your total income will be between $70,000 and $84,000 ($100,000 and $118,000 if married), enter “1” for each eligible chiid. G

H  Addlines A through G and enter total here. (Note: This may be different from the number of exemptions you claim on your tax retum.) » H

= |f you plan to itemize or claim adjustments to Income and want to reduce your withholding, see the Deductions
and Adjustments Worksheet on page 2.

* e |f you are singie and have more than one job or are married and you and your spouse both work and the combined

earnings from all jobs exceed $50,000 ($20,000 if married), see the Two-Earners/Multiple Jobs Worksheet on page 2
to avoid having too little tax withheid.

For accuracy,
complete all
worksheets
that apply.

’

s [f neither of the above situations applies, stop here and enter the number from line H on line 5 of Form W-4 below.

Form w-4

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

Employee’s Withholding Allowance Certificate

P> Whether you are entitled to olaim a certain number of allowances or exemption from withholding is

OMB No. 15645-0074

mﬁ“ﬁﬁgﬁgm‘” subject to review by the IRS. Your empioyer may be required to send a copy of this form to the IRS. 2 @ 1 7
1 Your first name and middie Initial Last name 2 Your social security number
Forhwyo p) Ardan 431 37 3835

Home address (number and street or rural route)

G\ 22+d ove Sou®a

3 ,Z Single D Married D Married, but withhold at higher Single rate.
Note: |f married, but legally separatad, or spouse Is a nonresident allen, check the “Single” box.

City or town, state, and ZIP code
WAL AN 2P0V

M S5 4oy

4 It your last name differs from that shown on your social security card,
check here. You must call 1-800-772-1213 for a replacement card. P> D

5 Total number of aliowances you are claiming (from line H above or from the appiicable workshest on page 2) 5 e

6 Additional amount, if any, you want withheid from each paycheck . . . .
7 |claim exemption from withholding for 2017, and | certify that | mest both of th
» Last year | had a right to a refund of all federal income tax withheld because | had no tax liabliity, and

* This year | expect a refund of all federal income tax withheld because | expect to have no tax ilabllity.
If you mest both conditions, write “Exempt" here. . . . .

e following conditions for exemptlo -

6|9

. >[7]

Under penalties of perjury, | declare that | have examined this certificate an

Employee's signature

(This form Is not valid unless you sign it.) » .;G,\./I,\,ﬁ, o L

d, to the best of my knowledge and bellef, it is true, correct, and complete,

Dater 3>-3-25(F

8 Employer's name and address (Employer: Complete fthes 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)



-Verify: Print Case Details ~ Preview https://e-verify.uscis.gov/web/PrintCaseDetails.aspx?Case VerNum=2.

i EVerify

SENSITIVE BUT UNCLASSIFIED

Case Verification Number: 2017062131503AY
Report Prepared: 03/03/2017

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

Employee Information

Last Name: Adan . First Name: Farhiyo
Date of Birth: 01/01/1988 Social Security Number:; *** ** 7875
Hire Date: 03/03/2017 ' Citizenship Status: A citizen of the United States

Document Information

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

Passport or Passport Card Number: 427610844 : ' Document Expiration Date: 08/14/2017

Case Status Information

Current Case Resuit: Employment Authorized Employer Case iD:

Case Submitted On: 03/03/2017 Case Submitted By: PVANQO787
SENSITIVE BUT UNCLASSIFIED

1nf1 3/3/2017 1:15 P



Employment Eligibility Verification USCIS

Department of Homeland Security Form 1.9
U.S. Citizenship and Immigration Services et L1

————-——-—_—-——————_—i—_‘_———-__—h—-———-—-—“m
»START HERE: Read Instructions carefully before completing thie form. The Instructions iiust be avallable, sither In paper or alectronically,
during completion of this form. Employers are llakis for srrors Iri the completion of this form..

ANTI-DISCRIMINATION NOTICE: itis lliegal to discriminate against work-authorized individuals. Employers CANNOT specify which

document(s) an employes may present to establish employment authorization and identity. The refusal to hirs or continue to emplay
individual becauge the docymentation presented has a futura expiration date may also constitute legel discrimination.

i o2 SN fi ],ul"r ‘ f .': T s 1L y- & s _. 1 i 2 '} - iy s f vy 22 3

i s

ey il

Last Name (Family Neme) First Name (Gven Nams) | Middie initial | Other Last Names Used (Pany)
ST s e s e
Addrass (Street Number and Name Apt, Numbes | City or Town St [P Code
A1 Q2nd ave Soun 1A T2 0 | ™miancago\s s mn | 55 4ol
Date of Birth (mm/ddyyy) | U.S. Social Security Number | Employse's E-mall Address Employee’s Telaphone Number
ol-ol-19 84 W Bl -[H44s | 612 226 3uqy

1 am aware that fhdal;ai law provldu for Imprisonment and/or fines for falss statements or use of false documents In
conpection with the completion of this form. o

1 attest, under penalty of perjury, that| am (check ons of the following hoxes):
[ 1. A citizen of the United States _

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

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

[] 4. An allen authorized to worle untl (expiration date; if applicable, mmiddiyyyy):

Soma allens may write "N/A” in the expiration date fisid. (See instructions) e

Allens authorized to work must provide only one of the fbilowing document numbers fo complete Form 1-8: D ok Vate I 110 Basmce
An Alian Registration Numbern/USCIS Number OR Form I-94 Admission Number OR Foreign Passport Number.

1. Alien Registration NumberUSG|S Number;
OR

2. Form |-84 Admisslon Number:
OR

3. Foreign Passport Number:

~ Country of Issudnca:

Signature of Employes ; ‘ Today's Date (mmiidyyyy) '
Sedbr gy pd i 3-2-201% -

S 'I b (P B Bl ¢ ‘f'-.'. il S h s e Erab oS
1 nder penalty of perjury, that 1 have assisted In the completion of
knowiedgs the Information is true and correct.

atteat, u { ndbutofmy

Signature of Preparer or Translator Today's Date (mm/Addyyyy)
Last Name (Family Name) First Nama (Given Name)
Address (Strest Number and Name) City or Town State  [2IP Code

Form 1-9 11/14/2016 N



Employment Eligibility Verification

USCIs
Department of Homeland Security Form 1-9
U.S. Citizenship and Immigration Services OMB N°6 ;’gll%-%t:;'l

B[ S PNORE RPN

. - |LastN ity Nams) Citizenship/immigration Status
Empiayes oo et 1 |12 e g
ListA OR ListB J AND _ List

Identity and Employment Authorization identity Empioyment Authorization
[ Dogument T : 71 Document Tite Document Tite

WD R PABPoRT :
Issuing 0 ssuing Autho Issuing Authority

e o ¢ STate 2 -
Docum umber Document Number Document Number

s 84Y | Lyl
Exp%arlon Date (¥ any)(mmvdid/yyyy) | Expiration Date (if any)(mmAidyyyy) Expiration Date (if any)(mm/dd/yyyy)

03[ IN[ doIT .

Document Title
issuing Authority Additional Information 00 Not ke In Tore )
Document Number
Expiration Date (if any)(mm/dd/yyyy)
Daaument Title
lasulng Authority
Document Number
Explration Date (¥ any)(mmdd/yyyy)

Certification: | attest, under penalty of perjury, that (1) | have examined the document{s) presentad by the above-named employau,

(2) the above-listad document(s) appear to be genulne and to relate to the employee named, and {3) to the best of my knowledge the
employsa Is authorized to work In the United States. g

The amplowm% day of employment (mm/dd/yyyy): ()'3 / 03 ( 20| 7 {s;o inm::ﬂan: for exemptions)

ﬂma&_% Represantative Today's Date(fmm/ddyyyy) of Employer or Authorized Representative
03{03 (30(7 - ’M INISVoiwWe AsSt.

Last Name of Empicyer or Authorized Representative | First Name of Employer or Autharized Representaive | Employer's Business or Organization Name
Ny DAL -

7 ‘EMPLOYER SOLUTIONS STAFFING GROUP LLC
Employer's Business or Organization Address (Street Number and Na;ne) City or Town State ZIP Code
7301 OHMS LANE SUITE 408 EDINA . MN 55439

i3 1 g
B LY Rl W

; (Given Name)

v

W AN :
Middie Initial

Document Number Expiration Date (if any) (mm/ddiyyy)
| attest, under penalty of perjury, that to the best of my knowledge, this employee Is autharized to work In the United States, and If

the employes presented document(s), the document(s) ! have examined appear to be genulne and to relate to tha Individual.
Signature of Employer or Authorized Representative | Today's Date (mm/ddiyyyy) Name of Employer or Authorized Representative

Form I-9 11/14/2016 N
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Authorization

Authorization: By signing below, you authorize: (a) backgroundchecks.com {"BGC") and/or Orange Tree
Employment Screening to request information about you from any public or private information source;
(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 others for legitimate business purposes related to 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, crimi-
nal record, lawsuits, driving record, credit history, and any other information with public or private infor-
mation sources. You acknowledge that a fax, image, or copy of this authorization is as valid as the origi-
nal. You make this authorization to be valid for as long as you are an employee of ESSG.

The Consumer Financial Protection Bureau's “Summary of Your Rights under the Fair Credit Reporting
Act’ is attached to this authorization. if you are a New York applicant, a copy of New York's law on the
use of criminal records is attached. By signing below, you acknowledge receipt of these documents.

" Personal Information; Please print the information requested below to identify yourself for BGC.

¢ printed name: Farlhiun J Aadan
First Middle (O Last
none)

Other names used: Renne O ;n
Current county of residence: ;

Current and former addresses‘:

9 current :
from Mo/Yr 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.

s __o0l-0l-1489 . o 437 333875
Date of birth Social security number
& >
Driver’s license number & state Name as it appears on license

Report Copy: If you are applying for a job or live in California, Minnesota, or Oklahoma, you may request
a copy of the report by checking this box: 1.

7‘ ‘L\( Lva.,o “AV\—— y ?)"‘ 3 20‘ -

Signature © Date




EMERGENCY CONTACT INFORMATION

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

Employee Name:

Address: _a ({ _99“"9( ave Scut  ™As

Home Phone: m& B CIL-226 3494

Fimllsttwqpagejs (n o Wmvxderj CVToNT

Contact #1 Ig_(ln_;g_})hong; @ 17— v ?é éq /b
Name: %"]"""b Cell Phone: (t2- -3 16 g 16
Relationship: Work Phone:
e —— SV ter

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 provide a written election, wages will be paid by paper Check.
SEEEION T BASTE INFORNNFEON

loyee Name . SSN# (last 4 digits) Effective Date
B farhiyo Ada EA-RAl %2
SC TION & [PANINOLL TELECTION

| | Direct Deposit (Please complete Sections 3 and 5 below)  Note: Direct Deposit accounts may take up to 7 days to be activated
\" Payroll Debit Card (Please complete Sections 4 and 5 below) [ | Paper Check (Please complete Section 5 below)

S lant s DIRECE DEROSTE
:_‘I\ w Bank Account I undekstand and acknowledge that if I do not provide a
Bank Name: voided check with this direct deposit form, I am
responsible for ahy.delays in paycol-orextra costs
\ incurred if the accoynt-safiber that I provide is incorrect.
nitia Date
Account Type: [ Checking [ Savings B’&Qer SRR N

=  To help us avoid making an error, please attach a copy of a voided check, (a deposit slip will not work)
=  Ifyou change banks, do not close your old bank account until your direct deposit has started at the new bank, which may take 2 pay periods.

SECHION T PANROLL DEBEE CARD (GEORBANL CASTECARD)

Federal law requires all financial institutions to obtain, verify, and record information that identifies each person who opens an account, In order to
request a Payroll Debit Card for you, we must provide all of the following information that will enable the financial institution to identify you. If
you do not submit a Direct Deposit/Payroll Debit Card Authorization, ESSG will provide the necessary information and issue you a Payroll Debit
Card to pay your wages, For your protection, the financial institution may ask you to provide them additional identification information so they can
verify 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 payday, you will receive your new Payroll Debit Card, and a packet containing all 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
A0 J Adan ol-o1- 1990

Street Address (P0 BOX NOT ACCEPTABLE) Social Security? 2

A\ I ave Sovww 270 LT e &S

City : State Zip Cell Phone (mobile)

MrAneago iz ke &5 Uou V23 ¢ 3uay

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

Payroll Debit Card Routing # Payroll Debit Card A« # Sﬂ: E
| ayro 87;[972181 uting ayroll Debit Card Account L“‘b@é Lm‘_} o' L’ /

1 have received my Payroll Debit Card, welcome brochure, program fees, program terms, conditions, and disclosures. By activating my Payroll Debit Card,
1 am agreeing to the program terms, conditions, and disclosures that are included or made available to me from time to time from the financial institution.
authorize the financial institution to debit my Payroll Debit Card account for the fees described in the fee schedule that is part of the program terms,
conditions, and disclosures,

Employee’s Signature:__LrL,yu M;m—- Date: -5~ 2ol *
SECTHION S NEFHORIZN FION

1 authorize ESSG to directly deposit my periodic wages/compensation payments, net of required tax withholdings, other required withholdings
or anthorized deductions, into my account(s) as designated above and to initiate, if necessary, debit entries and adjustmentsfor any credit entries

made in error to my account(s). * E-mail is required for pay stub information.

. : &
*E-mail:_Forhiol € hormal « o @
N this information will only be used to send your paystubs electronically

Employee's Signature: A"\( e Aol Date:_3-3- 2513




employer solutions staffing group.

lLeveraging Resources in a Changing Market

Notification of Minnesota Law Requirement —
Unemployment Acknowledgement

According to Minnesota Statute section 268.095, subdivision 2, paragraph (d), an
applicant who, within five calendar days after completion of a suitable

Jjob assignment from a staffing service, (1) fails without good cause to
affirmatively request an additional suitable job assignment, (2) refuses
without good cause an additional suitable job assignment offered, or (3)
accepts employment with the client of the staffing service, is considered to
have quit employment.

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

| understand by signing this form that | am responsible to contact ESSG within 5
calendar days once an assigngient ends. | also acknowledge that | have received

a separate copy of this form. (Initial)
Jh"'l"’ o ado~— _ B3 ~2al ¥
Employee Signature: Date:

ITALY Yo AaDAN

Employee (please print your name here)

CMG_SM - Rev. 09.2013



DRUG AND ALCOHOL

TESTING CONSENT FORM
1. | have been allowed to read and inspect a written copy of ESSG policy on
drugs and alcohol.
2, | have read the entire contents of this policy and | am aware and fully

understand: (a) the policy and its contents; (b) what conduct the policy prohibits and the
consequences of such conduct; (c) my rights under the policy and the consequences if |
exercise certain rights; and (d) that certain events as described in the policy may result
in adverse personnel action, including my termination from employment with ESSG. |
understand that this policy in any form, and any employee handbook including this
policy, are not a unilateral employment contract or offer thereof.

3. | hereby voluntarily 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 alcohol test and other information
related to the test.

Individual’s Name

3-5-2 3%
Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



employer solutions staffing group.

Leveraging Resources in a Changing Market

STATEMENT OF CONFIDENTIALITY

This agreement made this_3_dayof > , 2017, between
Employer Solutions Staffing Group LLC, hereinafter referred to as “employer”,
and £o\{ 0 /ﬁ& 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.

Employee Signature

Employer Sotutions, Staffing Group LLC, Representative



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 physical condition.

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

| have read my responsibilities and agree to abide by these guidelines.
Signed: _L»./ Lo el

Printed Name: FABEWMd> aden .
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Enhanced MEC Plan_Plan 1 Bepelt o Mdipieirators.
Benefits Enroliment Form a

I\ 'Wew Empioyee [ Rehire Rehire Date

Employeelinformation

Name (First and Last) Social Security Number
Farhyo oo Uttt 21 78
Address i g City State Zip Code
1" ;74“01 A ET RN o
1 =t MPLs M SV L oy
Gender Ll Male | Marital Status [d” Single | Date of Birth

Date of Hire

¢Female | I Married [J Divorced A-011l4q i?
Phone Number: Emall Address:

il 226 %49y
Please Select Desired Coverage:
I:I Employee Only - L__I Employee+Spouse - Employee+Child(ren) - I:I Family -

$24.00/Week $38.00/Week $36.00/Week '$63.00/Week
Soclal Security # Birth Date | S% Relationship
[ male [dSpouse [ Child
[ First Name M1 Last Name [ Female O Domestic Partner
Soctal Security # Birth Date | Sex Relationship
O Mae [OSpouse [ Child
[First Name M. Last Name [] Female [0 Domestic Partner
. Social Security # Birth Date | Sex Relationship
O Mae Spouse [ Child
Pt Name WL TastName D] Femals B P Do Pt
Other coverage information including Medicare/Medicaid -

NAME OF PERSON COVERED (FIRST, LAST):

EFF. DATE
EFF. DATE
EFF. DATE

Employee Acknowlaedgement and Authorization - | hereby apply for the group benefit(s) as Indicated, | acknowledge that all entries are true and complete and that
any misstatements or faliure to report Information may be used as the basis for cancellation of coverage for me and my dependent(s), if any, from the original
effective date. Further, | authorize my employsr to make the necessary payroll deduction of premiums for coverages | have slected.

IF ENROLLING - YOU MUST SIGN HERE
Employee Signature

ewriovessecunn Y | am DECLINING coverage

| understand that | and/or my dependents, if any, waive any coverage and desire to particlpate In the plan at a later date. l/we may be considered a late enrollee and
must meet the requirements defined In the Certificate of Caverage for the company's medical or dental plans. If I decline enroliment for myssif or my dependents
{inciuding my spouse) because of other coverage, | may, in future be able to enroll myself or my depend In this plan, provided | request enroliment within 31
days after the other coverage ends. In addition, if a new dependent relationship forms as a result of marriage, birth, adoption, placement for adoption of parting suit
of adoption, | may be able to enroll myself or my dependent, provided | request enroliment within 31 days of the event.

IF DECLINING- YOU MUST SIGN HERE
Employee Signature ;l.'fl"rl’\'\o mﬁ’k/. ? Date 3.3 -20iF

Employer Solutions Staffing Group Health Benefits Team
7301 Ohms Lane Suite 405
Edina, MN 55439
Phone: 952-767-8519 Fax: 952-767-9515
Emall: Health@employersolutionsgroup.com

Date




Fixed Indemnity Medical Benefits Plan 2

- VSl 219301-ESG-1 _ OFFICEUSEONYY LOCATION o RehireDate__/__/__ _ __

ENROLLMENT FORM ESC CUUNAC-MN) P1 v18.2

BN N ReR I PRINT USING BLACK or BLUE INK (Must Be Filed Ovt)

Name - Social Security # " Home Phone Sex -
T Fachiye adan . HE3 ¥ B35 b0t sqan | ME
Address At 292
Al 220d _ave Soute g o) . o R S

City | State Zip  Date of Birth
_angg@_gx_i;s e UMl R 1) A T Lssqyou L 9’1..%1..! 999
B. DO YOU OR ANY OF YOUR DEPENDENTS RECEIVE MEDICARE BENEFITS? I:I"_Ygslj-[\jow;Y’es,E;{gaas_e_;qng;;;*:
Medicare Health Insurance Claim Number (HICN) i Medicare Effective Date
N;mé—;)?c::\;ered‘P;r;on (s)_,- o 1 R b e S S e o
A . ) P2 AN S e N e A S R e
CEE S Fuyrol Deduted Waskly s

You MUST select a coverage level before any benefits in Section C. Your ;overag; 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
Insurance Company. The Vision plan is underwritten by Companion Life Insurance Company.

SELECT COVERAGE LEVEL o0 NOEVINITY | pengay VISION TERMLFE | SHORTTERM
Employee Only [_] $20.25 | s617 B  s242 |  soeo )|  s40 (R0
Employee +1 [ | $41.10 $12.34 $4.92 $0.90
Employee + Famlly [ ] $54,88 $20.36 $6.56 $1.80
. WOt A_E.L.Efneﬁ“ﬁ_.._., -Q_Yf_s_ Lno | Dlves [Ino | [lves [no | Clves [Ino | Clves Clno -

! This coverage is not available to residents of NH, HI, or PR. 2STD is not available to perégné_ who work lnCA, HI, NJ, NY, or RI.

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

Name g __Relationship

Name Social Security # Date of Birth ' Sex _ _Rwe—lationship ..... =

oo IMITE] COspouse [ child [] Domestic Partner
Name i Social Security # Date of Birth | Sex Relationship

S WL, S0 " - J _/ | @ [Olspouse D_ChildDDomesti_g:_l_’aftner
g e Secunty# S e v _R;latlonshlp sebivdon. o el b EG ML
e W . 7/ IM[F] [Jspouse (] child[]Domestic Partner
Name ~ Social Secur-it'y'# Date of Birth 1 Sex | hglé\{iénsﬂip R .
N e /1 MIE] Dspouse[Jchid []Domestic Partner

IEGEIERESVT] YOU MUST SIGN AND DATE, EVEN IF YOU DECLINE COVERAGE

| have read the benefit packet and understand its limitations. | understand that open enrollment is o}lgavailable for
a limited time and | understand that making no benefit selection is a declination of coverage.

O bae 213712013  DBsGNARE g e

This is an Essential StafCARE Enrollment Form.



