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Case Verification Number:
201811315184 4UV

Report prepaored: 04/23/2018

Company Information

Company ID: 47429 Company Name: Employer
Solutions Staffing Group

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

Employee Information

Name: Alica A. Peters Date of Birth:
ONaN/ONaN/NaN

U.S. Social SecurityNumber: Employee's First Day of

*HE 452622 Employment:
ONaN/ONaN/NaN

Citizenship Status: U.S.
Citizen

Document Information

List B Document: Driver's license or ID card issued by a
U.S. state or outlying possession

Expiration Date: State: Minnesota
ONaN/ONaN/NaN

List C Document: Social Security Card

1ofl 4/23/2018, 10:19 AD



Employment Eligibility Verification UsC1s

Department of Homeland Security Form I-9

ol i . S : OMB No. 1615-0047
U.S. Citizenship and Immigration Services Enpires 083112019

P START HERE: Read instructions carefully before completing this form. The instructions must be avaliable, either in paper or electronically,
during completion of this form, Empioyers are liable for errors in the complstion of this form,

ANTI-DISCRIMINATION NOTICE: it Is lllegal o discriminate against work-authorized individuals. Employers CANNOT specify which
document(s) an employee may present to establish employment authorization and identity. The refusal fo hire or continue to employ
an individual bacause the documentation presented has = futura expiration date may also canstitute illegal discrimination.

Section 1. Employee Information and Attestation (Empioyees must complste and sign Gestion 1 of Form 1-8 no later;

than the first day of employment, but not before gecepling a job offer ) 2

Last Name (Family Nams) First Name (Given Name} Middle Initial | Other Last Names Used (if any)
Peters Alicia A N/A

Address (Street Number and Name) Apt. Number | City ar Town State ZIP Code

305 Osceola Ave N/A St paul MN 55102

Date of Bitth {mm/dd/yyyy) | U.S. Social Security Number Employee's E-mall Address Employee's Telephone Number
01261987 \aysqazgzd | |-| | | | || Aliciannpeters@gmail.com 7633014826

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

1 attest, under penalty of pasjury, that | am (check one of the following boxes):
1. A citizen of the Unlied States

(3 2. A noncitizen national of the United States (See instruations)

g 8. A lawiul permanent resident  (Allen Registration Number/USCIS Number):

4. An allen authorized to work  until (expiration date, if applicable, mm/dd/yyyy):
Some aliens may wiite "N/A" In the explration date fiald. (See instructions)
Afiens authorized fo work must provide enly one of the following dosument numbers fo compiete Form 1-6: gt
An Alien Registration Number/USCIS Number OR Form I-94 Admission Number QR Faraign Passpart Number.
1. Alient Registration Number/USCIS Number:
OR

2. Farm [-84 Admission Number:
OR

3. Foreign Passport Number:
Country of issuance!

Signature of Employee

Today's Date (mm/ddtyyyy) Apr21,2018

N e VAR L.t

Preparer and/or Translator Certification (check one):
@l | did not use a preparer or transiator. (]] A preparer(s) and/or transiator(s) assisted the employes In completing Section 1.
{Fields balow must be completed and signed when preparers and/or translators assist an employee in completing Section 1.)

1attast, under penalty of perjury, that I have assistad in the completion of Section 1 of this form and that to the hest of my
knowledge the information is true and correct.

Signature of Preparer or Translatar Today's Date fmm/dd/yyyy)
Last Name (Family Name} First Name (Given Name)
Address (Sireel Number and Name) City or Town State ZIP Cods

@ Emplover Completes Next Page : o

Form1-9 0771717 N Page 1 of 3




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

USCIS

Form I-9
OMB No. 1615-0047
Bxpires 08/31/2019

TR Ead F p e RE T T .
eureman tive Hugt gomple mamwnawwnabumma mwﬁmpa'aww of
u;amw ﬁcﬂpwmmwmmwmmmmwaggnmmm wmww
o L3 = b4 ; ¥ & e n Il lll .-". - e .ll prow ll.
Employee Info from Section 1 lﬁémE (Famlly Name) Fl apsziv;C Name) _'\".'\I. (‘.Iézin lzlpllmn’ﬂgraﬁon Status
' ListA OR ListB AND ListC
{dentity and Empioyment Authorization Identity Employmsnt Authorization
Document Tile Document Title
"Drivecs licen-" S5l Secoriy Gard
Issuing Authority Issuing % Le. ﬁ:{: L l U lss%? Authg g % '{-\-4 ]p ! F
Document Number 'TNum‘ber\/ Y Document Number
\U 217€35 10 Lff'"'u_g__gg.-g(g}p_
Expiration Date (i any)(mm/ddAryyy) Explration Date (if any)(mm/dd/yyyy) Expiration Date (i any){(mm/dd/Aryyy)
HAlp -~ 30|
Document Title
Issuing Authority " | |Additional information &mﬁﬁ&fﬁf‘#ﬁgg;
Document Number
Expiration Date (i any)(mm/dd/fyyyy)
Document Title
Issuing Authority
Document Number
Expiration Date {if any)(mm/ddAryyy)

Certification: | attest, under penalty of perjury, that (1) | have examined the document(s)

presented by the above-named employee,

(2) the ahove-listed document(s) appear to be genuine and to relate to the employee named, and (3) to the best of my knowledge the
employea Is authorized to work In the United States.

ployee's first day-af employment-fmm/dd/yyyy): @g [éﬁ Q 1y (See Instructions for exemptions)
: : - >

Today Date /(mm/dd/yyyy)

¥y

mo ror(\ horized Representative

amp Empl erorAﬁmorized Representative

LIS ho s

Employer‘s Buslness or Organization Name
EMPLOYER SOLUTIONS STAFFING GROUP LLC

-~
Employer's Bus&ess or Organization Address (Street Number and N)ame) City or Town

State ZIP Code

7480 FLYING CLOUD DRIVE SUITE 200 EDEN PRAIRIE MN 55344

é Bala pf Rehire (F 2pplcable)

Last Name (Family Name) First Name (Given Name) . Middie Initial

Date (mm/ddiyyyy)

G, hE emiployee's previdus Sram of employment utnGhzauan. hés Bxplied, pmlé"tﬂa’mﬁ;ﬁaﬁ
continuing employment atdharizatian in the spags provided baldw

lbrﬁveddod}ﬁedfou gia That calablishes

Document Title Document Number

Explratlon Date (ifany) (mm/ddAryyy)

| attest, under penalty of perjury, that to the best of my knowledge, this employee Is authorized to work in the United States, and If
the employee presented document(s), the document(s) | have examined appear to be genuine and to relate to the Individual.

Signature of Employer or Authorized Representative | Today's Date (mm/dd/yyyy) Name of Employer or Authorized Representative

Form1-9 07/17/17 N

Page 2 of 3



7 MINNESOTA i
% DRIVER'S ucéhsa-'ff

W ALICIA ANN PETERS
308 OSECOLA AVE! 4
SAINT PAUL, MN 68102 =
Date of Birth 01-26-1987
Sox gyes Ciass v

F BLU D' -
Hoight  Weight & )

59 220 Nh W U
ISSUED 04-2018 smnmzm 28 2021

e —————

ng~23. 2622

THIS NUMBF’R H)Q’BEEN ;STAUL!SHED FOR

ALLCIAL ANN
v PETER




CLASS: D - VALID BINGLE UNIT AND GOMBINATIQNS UP TO 28000
LBS GVWR, RECREATIONAL & FARM VEH. (M.8. 171.00} 01-28.1587
ENDORSEMENTS: NONE

RESTRICTIONS: NONE

——

This card belongs to the Social Security Administration and you must
return it if we ask for it.

{f you find a card that isn’t yours, please return it to:
Social Security Administration
P.Q0. Box 33008, Baltimore, MD 21290-3008

For any other Social Security business/information, contact your focal
Social Security office. [fyou write to the above address for any business

other than returning a found card you will not receive a response.

Social Security Administration
‘Form SSA-3000 (10-2007)

v

F32746284

e A



www.esgstaffingsolutions.com

PO Box 46270

Minneapolis, MN 55344-995%6

! - el
araoioyer solutions oiafing group..

New Hire Application

Personal Data-- PLEASE PRINT LEGIBLY IN INK

Last Name _Peters

Street Address

305 Osceola Ave

Tel: 952.835.1288

Middle nitial &

City/State/Zip St. Paul MN 55102

Phone Number

7633014826

Staffing Agency/Recruitment Partner

| offers of emplo

are conditional

Cmg

Apt/Ste

Soclal Security Last Four X0O(-XX-
Emall Address Aliciannpeters@gmail.com@

on satisfactol

roof of id

and le

Are you legally authorized to work in the United States of America? @JYES (CINO
Applicant Certification and Authorization

| abl

to work

u

| authorize Employer Solutions Staffing Group (ESSG) to use the information and statements contained in this application to determine my
qualifications for smployment. | authorize ESSG to make inquiries of my former employers, except as Indicated In this application,
regarding my previous duties, responsibilities, parformance, compensation and eligiblity for rehire,

1 understand that a comprehensive background check maly be canducted to determine my eligibility for hire by certaln cilents of ESSG,
This may Include but is not Imited to, investigations of criminal andfor conviction records, driving records and/or a drug screen test as
required by clients, government regulations or by ESSG pelicies.

1 release ESSG and ather persons or entities from any claims that might be based on ESSG's decision to condugt a background check,
| certify that all statements made in my application are true and acourate and that | have not omitted any material information.or provided
false or misleading information, | understand that any material omission or misrepresentation will result In my disqualification from
congideration for employment or, if discovered after | begin employment, will result in my termination.

if hired, | agree 1o abida by the policies and procedures of ESSG,

Alicia Peters

AThen Py

{ipral, 2618)

Apr21,2018

Name (Print or type)

A capy or facsimlle ("fax”) will be considerad the same as an original signature. Emalil will ONLY be used for employment correspontdence

Applicant's Signature

Date

For ESSG Office Use Only
DOH NHW 18 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 - CMG-NSTW4

Rev. 04/2017




sxcaptions don't lemental m large amount
Form W-4 (201.7) Greeter wan $%000.008, Y PP o VoSS o, BUch o6 reet & Chstendo.
Basic lmﬁuﬁma. I you avent exemgt, complets W""d"’ "’"""9 m‘?‘&ww‘ ""“9 Form
PurmeMpleteanw-a;soumyom the Persanal Allowances Worksheat helow, addlﬂumltax.lf
can withhold the comrect faderal income worksheats on page 2 further ad]ust your m m'm X ma
yowpw.conalder anew Form withholding allowances based on Remized wm rmW-4 W"
w-4each and when your personal or financisl deductions, cestain credits, adjustments to income, adjust your gon Fo or W-4p,
&?&g al jobs ‘l’mmnﬂm&ﬁph oh&“%hmah
Compiste all workshasts that apply. However, you ""‘“" ane
mmpg",,,mn?s; 2.8, 4 m&'“"mﬁ#”n"% may s fevse (o er) lowances. For reglr total num m wmuiggumonuonehm
bet 16.2n1s.SaePub. Tax\mthholgng younlahnedmdmaymtba ﬂatamountor whmallalbmmmm W mmm%“
claim dependent Head of Geuaralty. olaim head alaimed m detalls.
oﬂhlnwhuuxmm m”e:empﬂun of household status on yn:x% if Mﬁ:l:‘:ﬂm.lf Se::;b.SOEfor
wwmyn wh&wmmﬂm you ) pay tore than 50% of m1mm":é‘ mﬁ
mmplen 28 more than $350 of uneamed incoma ffor costy mn‘m:'m“,mmmwmm Nonwmm befmmmpmﬂllsfmn.
An em may be abla o clalm gﬁm Standsrd 3 mmFﬂ‘mW—-‘m
Heric s anmmpmh Filing Informion, for Mmmmmnmmm
& dapendent, if the em 'raxmvoum projacted tax credits into ﬁ
- Is 5o 65 o ider, e ot fapendent T ooﬂ"&'m
* |s blind, or mﬁmwﬂhdﬁlﬂtﬂxﬁtmbﬂdﬂnﬁ
~analalmadjusmmu noome; tax gredits; or Su%ub.susmmmmnmwnmﬁngmm

femized deducﬂcm,onhlsorhertaxmmm

Persanai

owances Warkshest (Keep for your mords )

mTmyu 0 w »

Enter “1" for yourself f noone elsecan claimyouasadependent. . . . . . .
= You're single and have only one job; or
Enter 1" if; { » You'ra married, have only one job, and your spouse doesn't wark; or
» Yaur wages from a second job or your spouse’s wages (or the total of both) are $1,500 or less.
Enterﬁ'foryourspouso.But.youmayohoossmm“-o-'nyouammardedandhaveaﬂharawoﬂdngspouaeurmore
than one job. (Entering “-0-* may help you avald having too little tax withheld.) .
Enter number of dependants (other than your spouse or yourself) you will claimon yourtaxretum . . . . 5
Ernarﬂ"ﬁyouwmfﬂeasheadofhousehnldonyourtaxramm(saemndnbnsunderﬂmdhmholdabovs)
Enter “1” if you have at least $2,000 of chiid or dependent care expenses for which you plan to claim a cradit

* & a ¢ a s a

. - - L] . - . . . A

|

nmTmoo

(Note: Do not inciude child support paymaents. See Pub. 503, Child and Dependent Cara Expenses, for details))

@

Child Tax CredR {including additional child tax credit). See Pub. 972, Child Tax Credit, for more information.

s If your total income will be less than $70,000 ($100,000 if married), enter 2" for each eligible child; then less 1" if you
hava two to four eligible children or less “2" if you have five or more eligible children.

» | your total incoms will be between $70,000 and $84,000 ($100,000 and $118,000 if manied), enter “1” for each eligible child, @
H  Add iines A through G and enter total hera, (Nots: This may he different fram the number of exemptions you claim on your tax retum) > B

For accurany,
complate all o ifyou are
worksheets eam%w
that apply. to

off plantuﬁamluorelalmadjmmmm ncome and want 10 reducs your withholding, see the Deductions
Adjustments Workshest on page 2.
le and

havemonﬁwmm]nbarmmarﬂed and you and your spouse hoth work and the combined
l% ex?&ed 550,000 {$20,000 if married), see the Two-Eamers/Multiple Jobs Worksheet on page 2

OlfnaiﬂverofMabowalwaﬁommes.Mhmandmmmmnbarmm line H on line & of Forrn W-4 balaw,

Form W"4

Departmont ol the Treasury
mmm

Separate here and give Form W-4 to your employer. Keap the top park for your records.
Employee’s Withholding Allowance Certificate

P Whether you are entitied to claim a certaln number of allpwances or exemption
mwhmwu- mvwmnploywmbo mhmamwmmuﬂam

OMB No. 1545-0074

2017

fromwithholding Ia

TR

EReNS

2o,

%’c@“"‘”

2 Your social Security number

Y6-53-2¢0

Single ()] Married Q] Manied, but withhold st higher Single rate.
Notaz 1t wwtvied, but legally separated, or spouse is a nonresident chen, check the “Singls™ box.

R k) "‘cﬁ\oo

4 ¥your last nama diifers from that shown on your social security card,
check hers, You must call 1-800-772-1218 for a replacement card, P O

5§ Total number of allowances you are claiming (from line H above or from the applicable worksheet on page 2) 5

8  Additional amount, if any, you want withheld fromeach paycheck . . . .

7  |clalm exemption from withholding for 2017, and | certify that | meet both oﬂhefollowlng condmons for exemptlon.
» Last year | had & right to a refund of all federal income tax withheld because | had no tax liability, and
-Thlsyearlexpectarefundofallfaderallnoometaxwimheldbecauselaxpeettohavanotaxllabi

kumedbﬁcondlﬂom,wrm “"Exempt” here, . . - g

. .. 8

Under penaliies of perjury, ldeclarethatlhavammlnedmlwerﬁﬂcmand,tothebeatafmyknmmbeﬁef.ﬂIsttue.conect,and complete.

Employes's signature
0Lyl uclees You sign 1)

8 Office code {oplionzl) | 10 Employsr identification number (EIN)

Cat. No. 10220Q



mﬁ DEPARTMENT W-AMN
OF REVENUE
2018 Minnesota Employee Withholding Allowance/Exemption Certificate

Employees

You must complete and give this form to your employer if you do any of the follawing:

¢ Clalm fewer Minnesota w'thholding allowances than your federal allowances

o Claim mare than 10 Minnesota withholding allowances

° Went additional Minnesota tax withheld from your pay each pay perlod

o Clalm to be exempt from federal withholding or claim to be exempt from Minnesota withholding

Do not complete this form if you are clalming the same number of Minnesota allowances as federal and the number claimed is 10 or less.

Emnloyee’s first vame and initfal Last name Employee’s Satinl Security number
Alicia Peters _ ! 476232622
Permanev; sdidress Marital statis fcheck one box)
305 Osceola Ave @ w&ﬁmﬁiﬂ'&“’aﬂm 5
City Sate 2P code Merned
St. Paul MN 55102 Married, but withhold at higher Singla rate

Employees: Read instructions on back, complete Section 1 OR Section 2, sign and give tha completed form to your amployer. {Do not complete
both Section 1 and Section 2. Completing both sections will make the form Invalid.)

1 section 1 — Determining Minnesota allowances

Complete Section 1.if you claim fewer Minnesota allowancas than your federal allowances, AND/OR If you want addttional Minnesota withhold-
Ing deducted each pay pariod.

1 Total number of federal allowances claimed on federal FormW-4 .......... cocapthonBoss b SR 5 1
2 Toial number of Minnesota afllowances (fine 2connotbe morethanlined} ....ooveenavanss 500b0aB000 00 £3
3 Additional Minnesota withholding you want deducted each pay period. ............... 06005200000 50600 SEEE Ll e B

) section2 — Exemption from Minnesota wfthhnldlng
Complete Section 2 if you claim to be exempt fram Minnesota income tax withhelding (see Section 2 Instructions for qualifications). I¥ applicable,
check one box below to indicate the r=ason why you belleve you are exempt:
T meet the requirements and cizim exempt from both federal and Minnesota income tax withholding,
Fven though | did not claim exempt from faderal withholding, | clalm exempt from Minnesota withholding because | had no Minnesota

income tax llabllity last year, | reczived a refund of all Minnesota lncome tax withheld, AND | expect to have no Minnesota income tax labiiity
this year,

Iﬁ My spouse Is a military service member assigned to a miiitary location In Minnesota, my domiclie (legel residence} Is in ancther state, AND |
am In Vinnasota solaly to be with my spouse. My state of domiclle is

D 1 am an American Indian living and worling on a reservation.

E i am a member of the Minnesata National Guard or an activa duty U.S. military member and cleim exempt from Minnesata withholding on
my mllitary pay.

. | recaive a military pansion or other military retirement pay as calculated under Title 10, 1401 through 3414, 1447 through 1455, and 12733
and claim exemot from Minnasota withholding on this retirement pay.

i certify that all informatian provided in Section 1 OR Section 2 is correct. | understand there Is a $500 penalty for filing a false withholding allow-
ancefexemption certificate.

Employees sgnature ga" !g.wn ¥ Apl’ 21,2018 Parimephote 2633014826

Employees: Give the completed form to your employer

Employers

If you are required to send a copy of this form to the Department of Revenue {see instructions), you must enter the employar Information below
and mall this form to: Minnesota Revenue, Mall Station 6501, St. Paul, MN 55146-6501. (Incomplete forms are considered invalld.) A $50 penalty
may be assessed for each required Form W-4MN not filed with the department.

Keep a copy for your records.
Name of employer ' Federal employer iD number [FEIN) i Minnesota tax 1D numbar
Address Ciy State 7P code

tRev.1217) Questions?  Website: www.revenue.state.mn.us. Email: withholding tax@state.mn.us. Phone; 651-282-9999 or 1-800-657-3594.



2 -2l e sehghons s Tiog graus
Divect Deposit/Payroll Debit Card Authorization
Employces have the option of receiving wages by Direct Depoalt and/or Payroll Debit Card.
I'you do not provide a “nttenelecnon,w will be paid by Payroll Deanard.
[ SEQRION 1L BASIC INEDRMADION IR . R e
Eaployes Nme. 2. 12 peters
e ON D AV R R B GO
| ] pirect Deposit (Please complete Sections 3 and 5 below)
(®)| Payroll Debit Card (Pleass complete Seciions 4 and 5 below)
NS CTION A DIREGTIDEROSTT
Update Bank Account
Bank Name.

[] Paper Check (Option available 1o GA NH and N¥ residents only) |

Note: Direct Deposit accounts may take up to 7 days to be
1understand and acknowledge that if 1 do not providea |
voided check with this direct deposit form, 1am }
responsible for any delays in payroll or exfra costs
incurred if the account number that I provide is incorrect.

Rovtnak
Account#

Acount Type: _[L] Checking]T] Savings [CJOmer __ ___ |

To help us avoid making an <rror, plsase attach a copy of @ vaided check, (a deposit sfip will not work)
T you change banks, do not close your old bank account until your direct deposit has started at the new bank, which may tske 2 pay pericds,

L SECTION L PANRO LIE DRI GARD

Federal law requires all financinl 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 juformation that will ensble 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 Debat
Card to pay your wages, For your protection, the financial inatitution may ask you to provide them additional identification information so they can
verify your identity.

BExcept 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, yon will recsive your new Payroll Debit Card, and a packet contaming all of the terms and conditions. You will
then sign acknowledging that you received the Puyroll Debit Card and packet, Your Payrol] Debit Card will be reloaded on each payday you receive
wages,

CARDHOLDER INFORMATION (as you want your Payroll Debit Card to be issiud)

Initial Date

First Name M1 Lest Neme n Date of Birth
Street Address (Po BUXNOT ACCTFTABLE) Social Security#
City Sinte | Zip | Call Phone {mobils)

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

Payroll Debit Card Routing # Payroll Debit Card Account# / g O ) C (ﬂ 5’ O

1have received nty Payroll Deblt Card, welcorne brochure. program faes, program terms, ecnditions. and disclosures, By uctivating my Payroll Debit Card,
1 am agreeing 1o the program tarms, conditions. and disclosures that are included or made availnble 1o me fom time io time from the finencial instinnion. |
authorize the financial institution 1o debit my Payroll Debit Card account for the fees described in the fee schedule dat is part of the progmm terms,
conditions, and disclosures.

Employee’s Signature: %ﬁfn? Dae: APr21,2018

SECTION 5 AUTHORIZATION

I muthorlze ESSG 1o dircetly deposit my perivdic wages'cumnpensution payments, net of required tax withhaldings, other required withholdings
or authorized deductions, into my account(s) as designated abave and to initiate, if necessary, debit entries and adjustmentsfor any credit entries
made iu error to my sccount(s), * E-mail is required for pay stub information.

*E-mail: N @
this {nformation will only be used to send your paystubs elecrronically

Date: APr21,2018

Employee's Signature:




EMPLOYER SOLUTIONS STAFFING GROUP
BACKGROUND CHECK AUTHORIZATION

Alicia Peters
(First) (Middie) (Last)

Employee Name:

Former Name(s) and Dates Used:

Currept Address Since: 02/18. Osceola Ave, St. Paul MN 55102

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

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

{Mo/Yr) {Street) (City) (State/Zip)
Social Security Number: ___ 476232622 DOB: ]

Phone Number: 1633014826

Driver's License Number/State:

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

| 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.

| 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. 1further authorize the complete
release of any records or data pertaining to me which the individual, company, firm, corporation, or public agency may
have, to Include information or data received from other sources. Employer Solutions Staffing Group, LLC and its
designated agents and representatives shall maintain all information received from this authorization in a confidential
manner in order to protect the applicants personal information, including, but not limited to, addresses, social security
numbers, and dates of birth,

Signature: pate: Apr2l,2018

Notice to CA, MN, and OK Residents:
Please check the box below if you wish to receive a copy of a consumer report that is requested.
[31 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

Eaimlayes NRie: Alicia Peters

Address: 305 Osceola Ave, St. Paul MN 55102
7633014826

Home Phone:

. ' EMERGENCY CONTACTS
Please list iwo people (in priotity order) who could be contacted in case of an emergency

Contact #1 Home Phonezgggbo( \9“ 05'("70(’
v TVErRTA (&S cell Phone( 753 LA\ D- OF 7

Relationship: ]\ ot\hex Work Phone: )O\ A.

Contact #2 Home Phone:
Name: Cell Phone:
Relationship: ‘Work Phone:

Additional information you want Employer Solutions Staffing Group and our clients 1o know in the event
of an emergency:

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



STATEMENT OF CONFIDENTIALITY

This agreement made this, L2 day of Pdn ] 201_8 between
Employer ‘ﬂ utions Staffing Group LLG, hereinafter referred to as “employer”,
and N N 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 otherwlise.

%ﬁﬁ-

Employee Signature

gekweli ?y—’aon% i Staffing Group LLC, Representative
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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 compensabie 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 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 fo change ‘

primary health care providers. Discuss with your employer any change in health
care provider.

Attend all scheduled appointments. While on physical limitations, visits should
be a minimum of once every two weeks. Failure to have current medical support
for disabllity may result in termination of benefits. Schedule your next
appointment immediately after your doctor visit, before you leave the clinic Iif
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 physiclan
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 perform physically suitable tasks as assigned. These may or

may not be in your regular department. The work may or may not be on your
usual shift.



Maintain 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 vour emplover immediately of any new injuries or conditions that im

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 recelve
compensation for the time away from work. The physiclan must complete a
Report of Workability.

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

Signed: A epr 21, 718,

Printed Name:  Alicia Peters
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Important/importante
LOST OR STOLEN PAYCHECKS

If a paycheck is lost (missing, misplaced, destroyed, lost in the mall, etc.), you
must notify your staffing recruiter that the check cannot be found. If it can be
verified that the check has not been cashed, ESSG will stop payment on the
check and re-issue the check to you, deducting a fee of between $25-$35.

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

CHEQUES DE PAGO PERDIDOS O ROBADOS

Si un cheque de pago se pierde (que falta, fuera de lugar, destruido, perdido en
el correo, etc), 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 detendré 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 denunclar 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 reciutador de personal que el
cheque fue robado. Si el cheque no ha sido cobrado y si 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 moide): Alicia Peters

_§_I_gnamreIFirma: %Tw
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ESSG WORKPLACE SAFETY POLICY

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

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

(2) Ensure that its clients perform a job hazard assessment in order to identify
and eliminate potential safety and health hazards and to determine
necessary training and protections for employees at the facility.

(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: :

o Responsibility to work in compliance with OSHA laws and regulations

o Responsibility to use personal protective equipment and clothing as directed
by the host employer
Responsibility to report workplace hazards and dangers

o 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
o Right to review copies of appropriate standards, rules, regulations and
requirements that the host employer is required to have available at the
workplace.
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o Right to request information about safaty and health hazards in 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
you are punished or discriminated against for acting as a “whistleblower” under the
OSH Act or 13 other federal statutes for which OSHA has jurisdiction, or for
refusing to work when faced with imminent danger of death or serious injury and '
there is insufficient time for OSHA to inspect. Retaliation or reprisal taken against
anyone who has expressed concern about workplace safety is illegal.

If you believe that your right to a safe workplace has been violated, you can make a
report to a manager of the host worksite employer and/or ESSG (by telephoning
952.835.1288/1.866.496.7578) and asking for the ESSG Safety Director. You can
also contact OSHA directly 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.
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Acknowledgement of Receipt of Workplace Safety Policy

1 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 o telephone
Employer Solutions Group (ESSG) at 952.885.1288/1.866.496.76738 with any
questions T may have about this policy. I agree to comply with ESSC’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 ermployment 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
952.885.1288/1.866.496.7573 in order to obtain assistance in the resolution of such
matters.

Employee Name (Please Print)
Alicia Peters

Employee’s Signature:

1 — Date: APr21,2018




DRUG AND ALCOHOL
TESTING CONSENT FORM

1. | have been allowed 1o 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; (¢) 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

Apr 21,2018
Dete

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



- o030 Pre-Screening Notice and Certification Request for
{Rev, March 2016) the Work Opportunity Credit OMB No, 1646-1600
Deparimentcfthe Treasiay |, \ tonmation about Form 8850 and Rts separate insiructions is at www.ira.gov/formB85o,

Job applicant: Fill in the lines below and check any boxes that apply. Complete only this side,
vourname  Alicia Peters Soclal security number > 476232622

Street address where you live 305 Osceola Ave

City or town, state, and ZIP cods  St. Paul MN 55102

County Telsphone number | 053014826

It you are under age 40, enter your date of birth (month, day, yea) 01261987

1 Check 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 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 8
months during the past 18 months.

+ | am a veteran and a member of a family that recelved Supplemental Nutrition Assistance Program (SNAP) benefits (food
stamps) for at least a 3-month period during the past 15 months,

» | was refetred here by a rehabilitation agency approved by the state, an employment network under the Ticket to Work
program, or the Depariment of Veterans Affairs.

* | am at least age 18 but not age 40 or older and | am a member of a family that:
a. Received SNAP bensfits (food stamps) for the past 6 months; or
bh. Recsived SNAP bensfits (food stamps) for at least 3 of the past S months, but is no longer eligible to recsive them.

= During the past year, 1 was convicted of a felony or released from prison for a felony.

| received supplemental security Income (S8I) bensfits for any month ending during the past 80 days.

o | am a veteran and | was unemployed for a period or periods totaling at least 4 wesks but less than 8 months during the
past year.

Check hera if you are a vetaran and you were unemployed for a period or periods totaling at least 6 months during the past
year.

©w

£-3

Check here if you are & 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.

[D Check here if you are a veteran entitied o compensation for a service-connscted disability and you were unemployed for a
. period or periods totaling at least 8 months during the past year.

Check hera if you are a member of a famlly that:
» Received TANF payments for at least the past 18 months; or
» Received TANF payments for any 18 months beginning after August &, 1887, and the earliest 18-month pariod baginning
after August 5, 1997, endad during the past 2 years; or

» Stopped being eflgible for TANF payments during the past 2 ysars bacause federal or state law limited the maximum tims
those payments could be made.

7 Check here if you are in a period of unemployment that Is at least 27 consacutive weeles and for all or part of that period
you received unemployment compensation.

Signature—All Applicants Must Sign

Under penalties of parjury, | deciara that | gave the above information to the employer on or before the day | wes offered a Job, and itis, to the best of my knowledge, true,

comest, and complate.

Job applicant’s signature %’ZT Date APr2i, 2018

For Privacy Act and Paperwork Reduction Act Notica, see page 2. Cat. No. 22851L Form 8850 (Rev, 3-2016)



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

EMPLOYER SECTION:
Client: | Company:
Location: | Position: Starting Wage: $
EMPLOYEE SECTION:
First Name: Last Name: Suffix: Street Address: City/State: Zip:
Alicia Peters 305 Osceola Ave St. Paul 55102
SSik Date of Birth: Age: Have you worked for | If yes, location:
' this co before?
476232622 01261987 Yes No [® N/a
Please complete all questions, and sign and date the form. Yes No
1. Have you or has anyone living with you received Temporary Assistance to Needy Families (TANF) O @ l
at any time since August §, 1997? (if yes, please provide informsation below.)
Name of the person receiving benefits: ___ Relationshiptoyow: ____
City: County: ____ State:
2. Have you or has anyone living with you received Food Stamps (SNAP) at any time during the past 15 months? @) @
(if yes, please provide information hslow.)
Nams of the person receiving banefits: Relationshiptoyom: ____
City: County: State: |
3. Have you received Supplemental Security Income (SSI) at any time within the past 3 months? O O]

Please nots, this is not the same as Social Security bensfits (88) or Sacial Security Disability (SSDI) benefits.
[fyou chacked yes please provide a copy of your 881 docimeniaiion. i

4. Have you received any typs of vocational rehabilitation services within the past two years? O @
. 1f yes, please indicate which type of agency you worked with and provide thelr Jocation information below:

[l Vocational Rebebilitation Agency ] Dept. of Veterans Affuirs [[1] Employment Network (Tickst to Work Program)
Name of Agency: ____ Phone#: ____

City: County: ____ Stater ___

*if you checked yes please provide a copy of your active Individual Work Plan emd Ticket to Wark documentation.

5, Areyoua Veteran of the U.S, Military? *}fves, please provide a copy of your DD-214 and letter of separation.
(If yes, please provide information below. If no, pleass continue to question #6.)

Dates of Service - From: To:

Branch of Service:

' Are you ontitled to or are you receiving compensation for 1 service-connected disability?

6. Have you been unemployed at any time during the last 12 months?
If yes, dates of unemployment - From: To:
Did you receive unemployment compensation at any point during your unemployment?
If yes, in which state did you receive unemployment compensation? __

Q
O]

ol @ aQ
@”@ @@

7. Have you been convicted of a felony or released from prison for a felony conviction in the past 12 months?
Caonviction Date: Releass Date:

Wasthisa []] Federal ar [} State conviction? 1f State - County:

State: '

Afiditonsl Tax Credits
IEC (Native American); Are yon or your spouge & member of a Native Americen Tribe” @) ®
Ifyou checked yes please provide a copy of your CDIB card.
CA Residents; [[] Are you the child of foster parents? [C] Do you receive CalWorks? [[] Workforce Investment Act? .
Ate you a migrant or seasona) farm worker? [[] Have you ever bean convicted of a misdemeanor® !
| SCResidents: [ Do you receive Fumily Independence Benefits? '

PLEASE READ, SIGN, AND DATE:

Under penalties of patfury, 1 declare the information above to be rrue and accurate ta the bestof a imowledge, and 1 hereby authorize any agency, organization, or
Indwiduals to supply such veryfication or information that may be needed to devermine tax credit wlighhility 1o uy employer, emplover representative (Associated
Consultanss, Ine. diya Retrow), or the Department of Labor.

New Employee Signature: 5%, Soizer Date: Apr 21,2018




U.S. Departinent Labor OMB Control No. 1205-0371
Employment and Training Administration Expiration Date: January 31, 2020

LONG-TERM UNEMPLOYMENT RECIPIENT SELF-ATTESTATION FORM
Work Opportunity Tax Credit (WOTC) Program

Instructions: This Self-Attestation Form (SAF) is to be completed, signed, and dated by the new hire only.
Employers or consultants submit this SAF to the State Workforce Agency with IRS Form 8850 or if filed
separately, with ETA Form 9061 (or ETA Form 9062) for each certification request filed for the new target
group.

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

New Hire’s Signature: é%‘m’ Date_APr21,2018

New Hire Name: __Alicia Peters

Social Security Number: 476232622
Employer Name:

Please check the statements below if they apply to you.

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

N/A
(Enter start date)

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

Privacy Act Nofice: :

The Intema! Revanue Code of 1888, Seclion 51, as amended and iis enaciing lagisiation, P.1., 104-188, specily fat the State Workforce Agencles ar the
*designated" agencies responsible for adminkstering the WOTC ceriification procetiures of this program, The informafion you have provided compisting this
form wil ba distiosad by your smployer o fhe Stats Workforce Agency. Provision of this information is voluntary; however the information is required to
determine yaur smplayer’s eligiblity for the federal tax credit.
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Public Burden Statement:

Persons are not requined to respond fo this colieclion of information unless & displays a cumently valid OM B control number, Respondehts' obligation o
complete this form is required o obtein or retain benefis (P.L. 114-6). Public reporting burden Is esfimated to average 10 minutes per response, indluding the
{ime for reviewing instruciions, searching existing data sourcas, gathering and meintaining the dale needed, and compiefing and reviewing fhe collection of
Information. Send comments regarding fhis burden estimate to the U.S. Dapartment of Labor, Division of Nefional Programs Tools Technical Assistance,
Room0-4510.Wasﬁ1ngbn. D.C. 20210 {Papawork Redustion Project 1205-0374). Piease do nof subimit complated forms fo his address,

117-

ETA Form 9175 (Rev. November 2016)
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ew B ) Rehire Rehi.reDate
W e e ey

Alicia peters
' Address TChy
305 Osceola Ave St. Paul
Gonder LI Male | Wiarital States 1] Single | Date of Birtn
hong Number: Email Addresa: 3
e 7633014826 Aliciannpeters@gmail.com

Please Select Desired Coverage:

@ Employee Only - Empﬁoyee*smuse -@Empioyeeﬂ.-cmldq;'en) - $6§amity~ A 1
. 00 Wee

$24.00/Week $38.00/Week $38.00MWeak

RNE— T ] V2 ' N/a E

Eavleren AY mEndet iemet et Tt agten - llmbyappiyforthesmuphanaﬁt(s)aslndioated.lacmwledaethataﬂanuiesmtmaandwmphbandm
atwmwsmamansorfaﬂmmmmmfomaﬂunmaybeusedasﬂnbasbbrmemn coverage for me and my dapendantis), if any, from the original
effectiva date, Further, | authorizs my employer to maka the necessary payroii detduction of ptamtmns for covarages | havs elected.

IF ENROLLING - YOU MUST SIGN HERE

Employee Signature _ oate  Apr21,2018
EMPLEERS DECUINIED 1 am DECLINING coverage

1undaretand thet | andfor my depencants, ifany, walve any sovarage and desire to pasticipate inthe plan at 2 later date. fiwe may he considared a fats enrallees and
must mest the requiraments defined in the Certificete of Covarage for the company's medical or danta! p it} decling enrolimant for myself or my depandanta
finchuding my spouse) hasause of ather coverage,  may, in future be ableto enroli mysuif or my dependapts in this pian, provided | reguest enrolimant within 31
days after the nther caverage ends. in addition, 1f a naw dopendent relafionship farms as a result of marriege, birth, adoption, plasement for adaption of parting suit
of adoption, | may be abie to enroll mysalf or my dapendant, provided | requast snroliment within 31 days of fhe avent,

IF DECLINING- YOU MUST SIGN HERE

Emplayee Signature ;780

oate APr21,2018

Employer Solufions Staffing Group Health Benefits Team
PO Box 48270
Minneapolis, MN 55344
Phone: §52-767-851@ Fax. 852-767-¢616
Email; Heelth@employersolutionsgroup.com

Aery TAar 21, T034)




Fized Indemnity Medical Benefits_Plan 2

VS 219801-ESG1  OFCEUSEONY  LQCATON_ _ Rebie Da__?_‘e:_l_;/__:____l___._.__________
ENR@LLMENT FORM ZSC CUUNACVIN P1v78.2
7 Nl o0 PRINT USING SLACK or ELUE INK (Must Be Filled Out)
Nare Allcia Peters Sif;;f&”“’# H,;";‘;Z’;"“e Se>L_.|l
Aadress 305 Osceola Ave Apt. 7

City st Paul | | Swste MN Z'p 55102 " Dawof3im

S |31 1

'-!.‘_-?9. No. f Yes, please continue. _
=i A
Magicare Sffscsive Date N/A

o —— e n o ——

P‘yfoi! Déducﬁed Weekty Rates

You MUST select a coverage !eva. ba‘fora any baneﬁts in Sechon C. Ycur covarage leve! for the all bene'f‘r!s in Section C wi i pe
identical. The Fixad Indemnity Madica! Plan, Derti Plar, Term iife Plan, ana Short-Term Disebility plans are underwritien by BCS

insurance Company. Ti-e Vision plan is undervritten by Companion Life Insurance Company.
SELECT COVERAGE LEVEL ©Doio INDEMNIY | penmar VISION TERMLIFE | pioith e
Smployze Only $2025 | $6.17 | ;{ s$2.42 L(‘ $0.60 ;/ ; $4.20 _ A
Employee + 1 _ $41.10 $12.34 $4.92 $0.50 |
Employee + Family $54.88 $20.356 $6.56 $1.80
NO =0 ALL Benefis @Ya @ No g‘!es ®ino | OlYes @I No QYes 1 No Yes g] No

1This coverage is rio- available 1o residerts of NH, Hi, or PR. *STD is not avei'able to persons who wark in CA, Hi, NJ, NY, or Ri.

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

Nama N/a Relstionship N /a

B e e —

TR S ¥ A R R T S A O R 5
D REGDILEDIDEIRE NDENA NEGIMATION

e e o A o e 4 e £ | B 41 SO M ey

Name Social Secun‘y 2 Da e of Birh Sex Relationshi

N/a '-ﬂ] SpcuseE Chiid [[] Domnestic Pariner
Name Soclal Security # Date of Birth _ Sex lationship

N/a (O @ Spouse]_] Chile [JDomesie Parmer
Name ' Social Security # Daweof 3ith_Sex Reletionship

N/a o E{D [Cpouse [] chid [[IDomestic Pariner
Name Social Security # Date of Birth  Sex Relztonshin

N/a /7 D—__i‘am .SDD&.F:.C'\ b- Ll Dornestic Pariner

-y 4 Ao B e R

i you musr SIGN Ab&D DAT EVEN IF You DECL!NE covsmaa

A o an - a9n v

| have read the beneftt packet.and unoerstand fts lienitations. | understand that open enroliment is or y aval lable or
a limied tme and | ‘nderstand that making no benefit selection 's 3 ceclinstion of coverage.

pare APr2,201§ p-siGNATURE A

it s oz

*This Plan DOES NOT Alleviate the Individual Mandate Penalty*

Thisis an Sesermal Ste#CARE Enrollment Form,



