Employment Eligibility Verification USCIs
Department of Homeland Security OME z:nl:ml;?oo 47
U.S. Citizenship and Immigration Services Expires 08/31/2019

PSTART HERE: Read instructions carefully before completing this form. The instructions must be avallahle, either in paper or electronically,
during completion of this form. Employars are liable for errors in the completion of this form,

ANTI-DISCRIMINATION NOTICE: It is illegal to discriminate against work-authorized individuals. Employers CANNOT specify which
document(s) an employee may present to establish employment authorization and identity. The refusal to h

i) NOAIGLIA en oz B O
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Section 1. Employee Information and Attestation (Employees must complete and sign Section 1 of Form I-9 no later
than the first day of employment, but not before accepting a job offer.)
Last Name (Family Name) First Name (Given Name) Middle lnlﬁal Other Last Names Used (i¥ any)
Kllen
Address (Street Num nd Name) Apt. Number | City or Town State ZIP Code
SI8 4™ fe N Pl South st bl M| 55078
Date of Birth (mm/ddfyyyy) | U.S. Social Security Number | Employee's E-mall Address Employee's Telephone Number
10918/ 17; 310]-[el8] - [oPleldl| L Bey 59@.cinlccnv [ €S1-7 -SAl5

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

| ayast, under penalty of perjury, that | am (check one of the following boxes):
[V] 1. Acitizen of the United States

[[] 2. A noncitizen national of the United States (Ses Instructions)

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

I:] 4. An alien authorized to work  until (explration date, if applicable, mm/ddiyyyy):
Some aliens may write "N/A" In the expiration date fleld. (See Instructions)

Allens authorized to work must provide only ane of the following document numbers to complete Form I-9:
An Allen Registration Number/USCIS Number OR Form 1-94 Admission Number OR Foreign Passport Number,

QR Code - Section 1
Do Not Wiite In This Space

1. Alien Registration Number/JUSCIS Number:
OR

2, Form 1-94 Admission Number:
OR

3. Foreign Passport Number:
Country of Issuance:

Signature of Employee % W .
Y il

To D m/ddAyyy)
55
Preparer and/or Translator Certification (check one):
|:| | did not use a preparer or translator. I:] A preparer(s) and/or translator(s) assisted the employee in completing Section 1.
(Fields below must be completed and signed when preparers and/or transiators assist an employee in completing Section 1.}

] attest, under penalty of perjury, that | have assisted In the compietion of Section 1 of thls form and that to the best of my
knowledgs the information Is true and correct.

Today's Date (mm/dd/yyyy)
1[/i4/12
First N_ame (Given Name)
 Lomber})- fey Allen
Address (Strest Numbkr and Name) City or Town State  |ZIP Code
131§ L™ hue W sain St M| 55075

Employer Completes Next Page

FormI-9 07/17/17 N Page 1 of 3






Ehis card belongs to the chial Security Administration and yo!

|

|

}
i

t 1f you find a card that isn’t y'ours, please return it to L NS f

| & t . " Ual]
| Forany other Social Security business/information; contact your _lpgg!i .

e St T s 4ty o e e

umust

retum it if weask forit. - ° . R

Social Security Administration .~ #HE
+ P.0. Box 33008, Baltimore, MD 21290-300

Social Security office. If you write to the above address for any b&w “
other than returning a found card you will not receive a responsa.

’ g s
1 @R T Al i e

®

Social Security Admlnistration %E )
Form SSA-3000 (08-2011) G70498272
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Employee Name

Wage Payment

Employees have the option of receiving wages
If you do not provide a written electio

M [

4se complete Sections 4 and 5 below)

O Updste Bank Accongt

‘

will be

SSN# (lest4 digits)

2

Paper Check (Please

employer solutions staffing group..
ethod Authorization (Minnesota)

by Direct Deposit and/or Payroll Debit Card,
d

mayt

36-53

r Check,

Effective Date

up 1o 7 days to be activated
complete Section 5 below)

T understand and acknowledge that if Y do not provide

Bank Name; voided check wuh thia direct degosit form, I am

responsible for any delays in payroll or extrg costs
Routing# incurred ifthe.account number that I provide is incorrect,
Account#

) mitial AR vae {1 J1]/17
Account Type; M Checking [] Savings [JOther

®  Tohelpus avoid making an error, please attach o capy of & voided check. (2 deposit slip will ngt work)
e Ifyou change banks, do ot closeyomoldbnnkamuutmﬁlyourdirm dﬂposithassmhdatthcncw bank, which may take 2 pay perinds,

Federal law requires all financial institutions o obtain, verify, and record information that identifies each person who opens an account,
request a Payroll Debit Card for You, we must provide all of the following information that will enable the financial institution 1o ide
You do not submit 5 Direct Deposit/Payroil Debit Card Authorization, BSSG will provide th information and igsue You a Payro|j

e ne
to pay your wages, For your protection, the financial institution may ask you to provide them additional identification information gg
verify your identity,

In order to

Debit
they can

CARDHOLDER

INFORMATION (as you want your Payroll Debit Card to be issuyed)
ML ' '

C. Last Name

RECEIPT OF PAYROLL DEBIT

CARD (to be completed when yon Pick up your Payroll Debig Card)
Payroll Debit Card Routing #

Payroll Debit Card Account # L{@S

SRR | III(H\’I/\H()‘-.
I authorize ESSG 1o directly deposit my periodicwages/, Ppayments; net of required tax withhol
or authorized deductions, into my account(s) as designated above and to initiate,

made in emror to my account(s), * E-mail is required for pay

dings, other required withholdings
ifnecessaxy, debit entries and adjustmentsfor any credit entries
stub information,

Lbey29 @pp].
this information only be used to send your paystubs electronically

Employee's Signature: 2z . | Date:_{/ / /‘/. / /7

o

*E-mail:




employer solutions staffing group..

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.

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

ol ,
Employee S% Da’;e: //L/ / {17

vh

Employee (please pfint your name here)

CMG_SM - Rev. 09.2013



DRUG AND ALCOHOL

TESTING CONSENT FORM
1. I have been allowed to read and inspect a written copy of ESSG policy on
drugs and alcohol.
2. I 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 resuilt
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. I 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

Vit //7
Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



Acknowledgement of Receipt Antiharassment Policy

certify tha T - Staffi i i Delio,

[ 13 ole D RILITIoNS g {osrotins Antiharasoman
understand that it is my responsibility to read this policy and ask my supervisor, a member of
management or to telephone Employer Solutions Group (ESSG) at 952.835.1288/1.866.496.7573 with
any questions | may have about this policy. | agree to comply with ESSG's policy on Antiharassment
and understand fallure to comply is grounds for disciplinary action, up to and including termination.

1 also agree that if at any time during my employment | am involved in any employment dispute or | am
subjected to any type of discrimination, including discrimination because of race, sex, age, religion,
color, national origin, disability, marital, sexual orientation or veteran status, or if | am subjected to any
type of harassment including sexual harassment, | will immediately contact my supervisor, manager,
director or ESSG’s Human Resource Department at 952.835.1288/1.866.496.7573 in order to obtain
assistance In the resolution of such matters. :

Employee Name (Please Print)
B Loty Bey

/
Employee’s Signature:;

g&w_@%/ Date:_[// /1 /17

22



RECEIFT OF EMPLOYEE HANDBOOK AND EMPLOYMENT-AT-WILL STATEMENT

This is to acknowledge that | have read the Employer Solutions Staffing Group LLC Temporary
Employee Handbook and understand that it sets forth the terms and conditions of my employment as
well as the duties, responsibilities and obligations of my employment with the company. | understand
and agree that it is my responsibility to abide by the rules, policies and standards set forth in the

——  Handbook.—

| also acknowledge that my employment with ESSG is not for a specified period of time and can be
terminated at any time for any reason, with or without cause or notice, by me or by the company. |
acknowledge that no oral or written statements or representations regarding my employment can alter
the foregoing. | also acknowledge that no manager or employee has the authority to enter into an
employment agreement, express or implied, providing for employment other than at-will.

| also acknowledge that, except for the policy of at-will employment, ESSG reserves the right to
revise, delete and add to the provisions of this Employee Handbook. All such revisions,
deletions or additions must be in writing and must be signed by the CEO of the company. No
oral statements or representations can change the provisions of this Handbook. | also
acknowledge that, except for the policy of at-will employment, terms and conditions of
employment with the company may be modified at the sole discretion of the company, with or
without cause or notice, at any time. No implied contract concerning any employment-related

decision, term of employment or condition of employment can be established by any other
statement, conduct, policy or practice. : '

1 understand the foregoing agreement concerning my at-will employment status and the
company’s right to determine and modify the terms and conditions of employment is the sole
and entire agreement between me and ESSG concerning the duration of my employment, the
circumstances under which my employment may be terminated and the circumstances under
which the terms and conditions of my employment may change. | further understand that this

agreement supersedes all prior agreements, understandings and representations concerning
my employment with the company.

If | have questions regarding the content or interpretation of this Handbook, | will bring them to the
attention of ESSG.

DATE 11/J4/ 17

EMPLOY
NAME_| f

PLEASE PRINT
EMPLOYEE —
SIGNATURE _O,Z@_W

ESSG VAA S
REPRESENTATIVE ¥ O\LQ*J

2 >
T g

23



ﬂ ACKNOWLEDGMENT

The associate handbook was reviewed with me, and | have received my personal copy. | also
acknowledge that _I have been given the opportunity to ask questions aqd express concerns

during m 20N, Addiionaiiv_| indarciand ort-the-follaw

1. This handbook is intended as a guide and not an employment agreement that
creates a contractual relationship, and that the employment relationship may be
terminated at the will of either party at any time.

2. The changing needs of the business will require alteration in method, practices and
policies, and the company will unilaterally revise, as necessary, to meet these
changing needs.

3. |agree to notify my ESSG Consultant immediately of any change in my personal
data such as phone number, address, emergency notification, etc.

4. lam responsible for the information provided herein and will, upon my separation,
return this handbook to my ESSG Consultant.

Date: W/14/17

Associate's Signature: W

Associate's Printed Name:

VA
fa =
Orientation provided by: K / y@ﬂ«wwﬁh

24



I ‘_ ismp!oyer solutions staffing group.

IO ESNG OO0
Averaging Resources in 2 Changing Market Smployer sltiors group, e o

EnhﬂﬂCEd MEC Plan—Plan 1 Benefit Plan Administrate

LI New

Benefits Enroliment Form

Employa

S ifarmating

Name (First ang Lasp)

Phone Number;

Please Select Desired Coverage:

Employee Only - D Employee-l-Spouse -
24.00/Week  $38.00/Waeej

D Emplayae-l-cmld(ran) -

Family -
: $36.00/Week

63.001Week

L

owladge that ap entriss arm tryg and complata ang that
Iation of ge for me and my nt{s), if any, trom the original
make the Payroil daduction of pramiums for coveragen | have slectad,
,lF ENROLLING - Yoy MUST SIGN HERE
Employes Signature LR Date
—H__
EMPLOYEES DECLINING M lam DECLINING Coverage
1 underatand that) and/or my d!pandonh. if any, waiye any coverage ang desira to Participate in the Plan at a later date. liwe
must mest the requiremants defined In the Certificats of Coveragy for the Company's Medical or dg, 5
(Including My Spousg) becauss of other Soverage, | may, in future be able to en, myssif or my this plan,
days after the other n, if daj el rth

mail; Heallh@employersolutlonsgroup.com




" VSL 219301880 -,,...‘.95&95.9559_'“3.____..___...!-,QCAIL@_N;, === FehiwDme__, ,
ENROLLMENT FORM ESC CUUNAC-MNy p1
.EB.'.'!T.PS'NE.ELAE'S_ELB_B!E!N!S!&!"95555!!'09!.9"*!.,_.

s o 0405 [rome Trais o s
Address S|s TRy N]LN Apt.# D5~

S — B P

e e
=
3

"ZpS3SeS Date of Birthy ¢
il SR 0G5 g

o Payral Daducted Waekiy Rat,
in Section C, Your coverage level for the all benefits in Section C wil] k
ixed Indemnity Medical Plan, Dental Plan, Term Life Plan, and Short-Term Disability plans are u

nderwritten by BC
Insurance Company, The Vision plan s underwritten b Y Companion Lifg Insurance Company.
FIXED INDEMNITY SHORT-TERM
SELECT COVERAGE Levg,. MEDICAL » DENTAL Vision TERMLIFE | SHC ABILITY -
Employee Only [ $2025 @B g4y Wd| 242 S| soeo | sa20 CE
Employee + 1 [] $41.10 $12.34 $4.92 $0.90
Employe'e + Farﬁlly $54.88 $20.3¢ ' $6.56 $1.80 ' -
NO oAl Benefits D Yes lﬁo D Yes M No D Yes ,jNo D Yes %a D Yes E{o
.This coverage '8 not available to residents of NH, Hi, or PR.2STD is n.et_sxai!?_'-a's_tgueqrz?ps_...vxbe..ws?r.'s.!n.9.,6: HLNJ, NY, or RI.
For Term Life / Accidental Deaty & Dlsmembormant, Please write | your henaﬂdary Information, Accidental Death &
Dismemberment |5 Part of the Term Lifg Benefit,
Name ol ST -y

W e i Relationship

i e SR —
: P ——— et
Name

Socal Security # B;;B?Eir?h'{ X Relationship
: {

M ‘ Tl e . 1 E/l] DSpouseDChildD Domestic Partner
Name : Social Security # Date of Birth ' Sex ' Relationship
‘ e 0 lSpouse [1Chid [ Domestic Paringr
Name ! Social Security # Date of Birth | Sex . Relationship
o :. . M Lspouse [T chia[] Domestic Partner -
Name Social Security # Date of Birth !Sex : Relationship
' A ! ,E ‘DSpouse'D Child [ "] Domestic Partner

C SEQURED Scnuune L TO T
I have read the benefit packet and understan, ions,
a limited time and | understand that making no beneﬁt_selection is a@qallnaﬁqn of Coverage,

PATE Alndn2g)17 D> SiGNATURE

Q. !
i
Fi
9]
a |
§—’

i
§-
a
&
9

H
{5

This is an Essential StaffCARE Enroliment Form,




CORPORATE MANAGEMENT GROUP g« wwmmg
Employment Application . /
Office Hours: Qam-4pm MMon-Fri

Office Number: 651-G66-3883 .
Ojice Address: 40¢ Broadway Ave St. Paul Park, MN 55071

Yo workiaerernenagionms & verif) expere

Applicant Intormation
TS MAY BE TESTED FOR ILLEGAL DRUGS AND A BACKGROUND CHECK WILL BE CO ETED,

APP

Please fully complete pages 1-3

Full Name: (Last Name, First Name) M&D_&M P.\ Date: M@ | 7’

Address: (street Address) A (Apt.fUnit#)
(City) _Nmubor‘(

(2P Code) _SS'_SS
Phone: G,SI 338-23DA _ Email: _{hie| (p&hlle RN &) an
Social Security No.m F1= l 7- LRL[?- Date Available:
Position Applied for: M_ﬁm Desired Salary: _|9 ~[S

Shift Available towork: __ 1%t __ 2" (3" Employment desired: Y Full-Time _ Part-Time
What is your means of transportation to work? ¥ @( or {1t A‘C

Are you authorized to work in the U.S? K Yes__ No

How did you hear about us? _m?‘g\,le e Referral Name: MM ,

If under 18, please list age:

Type of School Name of School | Location (Complete | Number of Years | Major & Degree
, Mailing Address) Completed
High School Pork. figgh 3 oA
College

Bus. Or Trade School

Professional School

1|Page



CORPORATE MANAGEMENT GROUP Exmmﬁ
Employment Application _ o
Offlce Hours: Sam-pm Mon-Fri oot Wi maROg Rt & staTTinzpet
Office Numbker: 651-666-3833

Cffice Address: 404 Brocdway Ave St. Paul Park, MN 55071

Previous Employiment
Company: 4

Address:

e

Job Title: _{ sA\2_ Starting Salary Smmlng Salary S _M

Responsibilities:

From:

ompany:
Address;

Supervisor M&&H‘

Job Title: L(AGA§C @y}% Starting Salary SM Endmg Salary:$_15.A5D
Responsibilities: _¢ / L

May we contact your previous supervisor for reference? X Yes__ No

Company: Phone:
Address: Supervisor:
Job Title: Starting Salary: $ Ending Salary: $

Responsibilities:

From: To: Reason for Leaving:

May we contact your previous supervisor for reference? __Yes__No

Company: Phone:
Address: Supervisor:
Job Title: Starting Salary: $ Ending Salary: S

Responsibilities:

From: To: Reason for Leaving:

May we contact your previous supervisor for reference? __Yes__No

| certify that my answers are true and complete to the best of my knowledge.

If this application leads to employment, | understand that false or misleading information in my
application or interview may result in my release.

Signature: Date:

s 203,30 13 e 1 B Mt i 174 Bl WS T § o e+ e & 04 2 v

TR MRS MY e aa S o e ot e e 1 i L [ ALY b V8P M kA e v 1 S ot B vt e oo

2|Page



CORPORATE MANAGEMENT GROUP grm\G .
Employment Application

Qffice Hours: 9am~4dpm Mon-Fri Youe Wprkforenanagenen: b waling apet
Gifice Number: 651-666-3883
Cfice Address: 404 Broadway Ave St. Poul Park, MIN 55071

PLEASE READ CAREFULLY APPLICATION FORM WAIVER

In exchange for the consideration of my job application by Corporate Management Group, Inc.,
| agree that:

Neither the acceptance of this application nor the subsequent entry into any type of employment
relationship, either in the position applied for or any other position, and regardless of the contents of
employee handbooks, personnel manuals, benefit plans, policy statements and the like as they may exist
from time to time, or other company practices, shall serve to create an actual or implied contract of
employment, or to confer any right to remain an employee of Corporate Management Group, Inc. (CM@),
or otherwise to change in any respect the employment-at-will relationship between it and the
undersigned, and that relationship cannot be altered except by a written instrument signed by an officer
of CMG. Both the undersigned and CMG may end the employment relationship at any time, without
specified notice or reason. If employed, | understand that CMG may unilaterally change or revise their
benefits, policies and procedures and such changes may include reduction in benefits.

I authorize investigation of all statements contained in this application. | understand that the
misrepresentation or omission of facts will result in my disqualification from consideration for
employment or, if discovered after | begin employment, will result in my termination. | hereby give CMG
permission to contact schools, all previous employers (unless otherwise Indicated), references and others
and hereby release CMG from any liability as a result of such contact.

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

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

| understand that, in connection with the routine processing of your employment application, CMG may
request from a consumer reporting agency an investigative consumer report including information as to
my credit records, character, general reputation, personal characteristics and mode of living. Upon
written request from me, CMG will provide me with additional information concerning the nature and
scope of any such report requested by it, as required by the Fair Credit Reporting Act.

| further understand that my employment with CMG shall be probationary for a period of ninety (90) days
and further that at any time during the probationary period or thereafter, my employment relationship
with CMG is terminable at will for any rg r‘fy

§!gn§tureofapplica:|pjc '\ { /e . 22774 /} Datg:wl._[ /’q/CXOIJ .

4 A Tt & o A b 8 s i i £ 48 A e PR AR 441t & & o — e e 1§ mkm 8 6 439 1R 4 SR e
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