www.esgstaffingsolutions.com

employer solutions staffing

goup..

New Hire Application

Personal Data~ PLEASE PRINT LEGIBLY IN INK

Last Name Steffen

Street Address 730 Hennepin Avenue NE

First Name /\Manda

PO Box 46270

Minneapolis, MN 55344-9956

Tel: 952.835.1288

City/State/Zip

Minneapolis

55403

Phone Number 7012001430

Middie Inftlat M
Apt/Ste Mae

Soctal Security Last Four JXOX-XX. 3104
Email Address amanda.mae176@gmail.co@

Staffing Agency/Recruitment Partner MG

1 authorize Employer Solutions Staffing Gro
qualifications for employment. |
regarding my previous duties, responsibilities,

ldndm!andﬂtétacompn’ehensivehadgmunddtedtm
Thia may include but Is not

\ pon satisfactory proof of id and jegal al
Are you legally authorizad to work in the United States of America? ®@lYEs QINO

LLIRLSLY

BN

Applicant Certification and Authorization

quﬂmdbycllems,gwammenttagulaﬂons or by ESSG policies.
1 release ESSG and other pemsons orentniesﬁomanyclammamﬂghtbahwedonEsse’adedslonbconductabad@mm

lnerﬂfyﬂwatallstatamemsmademmyappneaﬁn

n are trua and accurate and that |

rds, driving

up (ESSG) to use the infarmation and statements contalned in this applcation to datermine my
authorize ESSG to meake inquiries of my former

except as indicated in this application,

perfarmance, compensation and eligibility for rehira.

ay be conducted to determine
JIimited to, investigations of eriminal and/or conviotion reco

my aligibllity for hire by certain clilents of ESSG.
records and/or a drug screen test as

hava not omittad any material information or provided

false or misleading information. | underetand thet any material omission or misreprasentation will rasulf in my disqualification from

consideration for employment or,

If hired, | agree to abide by the policles’and procedures of ESSG,

it discovered after ! begin employment, will result in my termination,

Amanda Steffen W Mar 8, 2018
Name (Print or typa) Applicant’s Signature “Data
A copy or facsimile ("fax™) will be considered the same as an orlginal signature, Email will ONLY be used for smployment cormrespondence
For ESSG Office Use Onl '
DOH NHW 19 8850 w4
Emergency Contact Info | Background Release Form Background Resuits Unemployment Letter ESC Application
{if applicabls)
For ESSG Client Use
DOH ROP ___ | WorkShe Loc. WC Code
ESSG - CMG-CO Rev. 042017



Form W4 (2017)  remammye e bt

or dividends,

Basic nstruotions, i 't consider making estimated tax using Form
Purpass. Complete Form W-4 o that your wwmmgm% ng%ﬂmﬁ%‘%
ooy pay, Gk GG S Eom om0 o bage & it acustyur armuty o, se P B0t D
W-4 mmm o financia) mmm%mwm acfust your withthoiding on Form W4 or W-4F,
situation or two-eamers/multiple jobs ong, Mwmwm b"w?e m’me

from withho! It you are axempt, all worisheats that . However,
SEERNIASE.  JEmroee SSRCiebiREl,
Fetuary 16, 2018, Soo Pub. 03, Tex Withansing. you clalmed and may not ba a fiat amount or e £ eriiding usyzly wil b i
and Tex. percantage of wages, for the highest peying ob aind zero allowsnces ara
Notes it ancther person can claim you as a depsnlent Head of household, Ganerally, you can claim head claimed on the 8o Fub, 505 for datails.
mmwwmm&mmm of household status on your tax retum [ ] Nonresisisnt alien. If you are a nanresidient alfen, see
from # Your otal ncome exoees $1,080 you are and pay more than 503 of Notico 1852, SUppismental P Wet L. 08
andhdudasmm asoot):meamadltmma(for osts af kesp ‘xghomobr and Nonresident Allens, befors complsting this form,
Exvaptons. i avlcyes mey b abe to g emptions, Slania o o P S e har your Porm W4 takn
mﬁuﬂwm&m"mm’mb Tax credita, You can teke projested tax credits into mm% w-mﬂ'ﬁ“‘gﬁ%‘:‘“
»1s age 85 or older, Soxmging o, Cha e O andent  GAeaR BT ol oD 00b (Marriod
» I biind, or oare expenses and the child tax credit may be cialmed anmmmmhuummﬁmabomawmra
the Personal Allowances Workshest below, d ments affecting Form
WIN claim adjustments to § tax cradits; "’"5.,;,. infommation enacted posted
t.tsmlzsddeducﬂona.mmgohg'iaxm = ;";,}hmm‘" aiion on converting your other %.mmm&g‘ﬁﬂﬂa
Personal Allowances Workshest Eﬁfor@recardaz

A Enter ®1” for yourself if no one else oan dlaim you as a dependert . . . . Tt st e e e e e oo s .. AL

:

* You're single and have only one job; or
B  Enter*1“it { -You'ramarrted,havaonlyonejob,andyomspousedoem‘twuﬂqor }
-Yourwageafromamd]oboryourspnuse’swagas(orthawofhoth)are$1,6000rlesa.
Emer“1"foryourspom.5ut,youmychoosetoemar“-o-”ifyouaremﬂedmdhmemerawoﬂdngspnusaormom
manmejoh(Eﬂwhg“-o-”mayhalpyouamidhavlngtonﬂwetaanhhald.) 5 © 6000000600 6 0
Emamumbarofdepmuems(oﬁerﬂmnyonrspouaamyaumlﬂyouwﬂ!clalmonyourtaxretum. S o 0 0 o o o
Emer“1”lfyouwmﬂleasheadofhomholdonyaurtaxremm(seecondlﬂonsunderﬂeadothomholdabove) .
Entar"‘l"lfyouhavaatlaaat&.tmofchﬂdordapandeaxpenmforwlﬂohyouplmmclaimacmdn o o o
(Note: Do not inciude child support payments. See Pub. 508, Child and Dependent Care Expanses, for detalls.)
G  Child Tax Credit (including addlﬂonalohlldtaxmdlt).SaePuh.MChﬂdTmccmt.formoralrﬂonnaﬂon.

* If your total income will ba less than $70,000 ($100,000 if married), enter 2" for each efigible child; then leas 1" if you
have two to four efigible children or less “2° if you have five or more eligihle children.

-lfyowtotalinuomewmbebatwasnm.oooandw.om($100.0003nd$119.000ﬂ'marﬂed),enmr“‘l"fnreachdlglhlechild. (<
AddlinesAmughGaudemerwtalhera.mmamaybedlmmmmenwnberofmmpﬁonsyouclalmonyowtaxretum) > H
* lfyou lantoitamhoorelatmaﬂlusbnemtommandwammmduce withholding, ses the Deductions
Far aoouragy, anﬂyxujflshnenBWGmheatanpagaz. " i
complets all = If you are sin eamlhmmoremnonelohorammanledandyoumdyuurspomboﬂ:mrkandmeeomblned
married), see tha Two-Earnera/M

worksheets eamings from all jobs exceed $80,000 (320,000 i ultiple Johs Worksheet on page 2
that apply. to avold havlngtgolltﬂataxwlﬂ'mald. = i Pag

® if neither of the above situations appliss, stop here and enter the number from fine H on line 5 of Form W-4 below.
Separate hera and give Form w-4tnyouremployar.!(upmhp part for your records.

Employee’s Withholding Allowance Certificate

» Whether you are entitied to ctalm a certaln number of allowanoes or exemption from withholding is

7]

mmo
Tmoo
1)

T

T

W"'4 OMB No, 1645-0074
Farm

Bepariment of the Treasury
Intermal Service

Revenus mwwwwmomwwompmmumummmamwmmumm 2@1 7
1 ‘cur first name and middle initial Last name 2 security number
Amanda StEffen 472-23-3104
Home address {umbser and street or rural soute) 3@ singe O Mamiea O] Married, but withhold at higher Single rate,
730 Hennepin Avenue NE Mae Note: H married, but legally separated, or spousa s & nonresident allen, check the *Singie® box.
Chy or town, state, and ZIP code 4 1t your last name differs from thet shown on your soclal security card,
Minneapolis 55403 oheok hers. You must oall 1-800-772+1218 for s replacement oard, > [

5 Totalmmberofaﬂowancesyouarealalmlng(ﬁomﬁneﬂabove orfrom the applicable worksheet on page 2) 52

8  Additional amount, i any, you want withheld fram esch paycheck . . . . . . . e e s v e .. |88

7 lolaim exemption from withholding for 2017, andlcemlyﬂ'satlmeetbothofme!ollowing canditions for examption.
-Laatyearlhadadgmtoatamndofallfederalincometatwlmheldbaoauselbaduotaxllabmty,and

-ﬂﬂsyewlmcpsotarefundufaﬂfadafalinmmstaxvdmhaldbocauaalaxpamtohmmmnahl 3
if you meat both conditions, wiite *Exempt* here., . . . RN 2 K

nder penalties of perjury, dedaramanhwemnﬂnedﬂﬂswﬂﬂmand.tomebestofnw owjedgs and befief, it {rue, comect, and complete.
oyon's signature
%nglfomisnotvandunlassmdgnm PAmanda Skefien (Mars, Date» Mar8, 2018

8  Employer’s name and address (Employer; Complets lines 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. Ca. No, 10220Q Form w—4¢m7)



™ DEPARTMENT -4M
. OF REVENUE w N

2017 Minnesota Employee Withholding Allowance/Exemption Certificate

Employees

You must complsts and giva this form to your employer if you do any of the fallowing:

¢ Claim fewer Minnesota withhalding allowances than your federal allowances

* Claim more than 10 Minnesota withholding allowanses

s Want additional Minnesota tax withheld from your pey each pay period

¢ Ciaim to be exempt from federal withhelding or claim to be exempt from Minnesota withholding

Do nat complete this form i you are olaiming the same number of Minnesota allowances as federal and the number claimed is 10 or less,

£ Employes's fretname andintiel Last rame Employes’s Saclal Saqurity number
g B Amanda Steffen 472-23-3104
Permanent address status (check one bwg
730 Hennepin Avenue NE ®: glp'g:ellﬂ:;ﬂsd- m“ng :namd: or
Gy State ~ ZiP code Manied
Minneapolis 55403 (3~ Manied, but withiold at higner Singlo rate

Employees: Read Instructions on baoik, complete Section 4 OR Section 2, sign and glve the completed form to your employsr.
{bo nouomplmhuthSMoniandSeotlnnz.cnmpleﬁngmmwm make the form Invalld.)

(] Section 1~ Determining Minnesota allowances

Complete Seotion 1 if you claim fewar Minnesota allowances then your federai allowances, AND/OR if you want additional Min-
nesote withholding deducted each pay period,

2
1 Tota!numbaroffedaralauowancesclaimedanmdemlFonnWA C0000000a00000000 000EEI0000000000 1
- 2
2 Tbtalnumberofhlﬂnnesotaallowances{nnezcannotbemoremanlrnei) svsasecssessassassenere B 5
3 AddltlonalMlnnmtawtﬂnholdingyouwantdeclumdeachpayperlod ...... ereveecersanasnevacese & S

1 section 2— Exemption from Minnesota withholding

Complete Section 2 if you claim to be exempt from Minnesota income tax withholding (see Section 2 instructions for qualifica-
tions). if applicable, check one box below to indicate the feason why you belleve you are exempt:

1 mest the requirements and claim exempt from koth federal and Minnesota Ingome tax withholding,

| Bven though | did not clalm exempt from federal withholding, | olaim exempt from Minnasota withholding besause | had no

Minnesota income tex linbility last vear, 1 reseived a refund of all Minnesota income tax withheld, AND | expeot to have no Min-
nescia income tax liabllity this year,

(131 my spouse 1s @ military servioe member essigned t.a military location In Minnasote, my domicila (legal residence) is In anather
gtate, AND { am In Minnesota solely to be with my spouse. My state of domicile is

I am an American Indian living and working on a reservation,

[l 1am a member of the Minnesota National Guard or an active duty U.S. military member and alaim exempt from Minnesota
withhelding on my military pay.

DI | recelve a military pension or other military retirament pay as calculated under Title 10, 1401  through 1444, 1447 through
1458, and 12733 and claim exempt from Minnesota withholding on this retirement pay.

1 cortify that all Information provided In Section 1 QR Saction 2 is corract. ! understand thers is a $500 penalty for filing a false with-
g holding aliowangs/exemption certificate.
i s Ly Sl ™ Mar8, 2018 e o

"Eﬁployees: Give the completed form to your employer.
Employers
if you are requived to send a copy of this form to the Department of Revenue (ses Instructions), you must enter the employer information below
and mall this form to: Minnesota Revenue, Mail Station 65041, St. Paul, MN 55146-65041. {incomplete forms are considared invalid.) A §50
penafly may be assesaed for sach ragqulred Form W-4MN not filed with the department.

Keep a copy for your regords,
gl Nomeof employer Faderal employer ID number (FEIN) | Minnesota tax 10 number
? ~ Rddress Ciy ] State 7P coda

m.wm Questions?  Website: www.revenue.state.mn.us. Emall; withholding.tax@state.mn.us. Phone: 651-282-8999 or 1-800-657-3594.



Employment Eligibility Verification ' USCIS
Department of Homeland Security owl: go."']"fgm 3
U.S. Citizenship and Immigration Services

g Expires 0873172019
_——‘_—'—"""—'——————————————_—_\

» START HERE: Raacllnsww:msmﬁnuhsfunmmpleﬂngmhfommmmmmmuamqammmordmmw.
during mﬂﬁwdﬁhWWmmWhrmmhﬁemmethm

ANTI-DISCRIMINATION NOTICE: It is illegal to discriminate against work-authorized individuals. Employers CANNOT spedify which
an individual because the documentation presented has a future explration date may also consmuma illegal discrimination,

Becllon 1. Fmployes Information and Attestation (Emuayees must compiete and sign Section 1 of Form 18 7o lator

then the first day of employiment, but not befors avespfing @ job ffer.) _

Last Nams (Family Nams) First Name {Givan Nams) Middle Initial Other Last Names Used (fany)
Steffen Amanda Mae N/A

Addrass (Strast Number and Name) Apt. Number | CRy or Town Stale | ZIP Code

730 Hennepin Avenue NE 708 Minneapolis MN 55403

Date of Birth (mmAddAyyy)  |U.S, Boclal Ssourity Number Employee's E-mail Addrass Employse's Telsphone Number

04/22/1991 M@‘M | |- ] || amanda.mae176@gmail.com 7012001430

1 am aware that federal law provides for imprisonment andlor fines for false statements or use of false dosuments in
connection with the eompletion of this form.

| attost, undar penalty of parjury, that I am (check one of the following boxes):
1. A citizen of the United States
£J] 2. A noncitzan national of the Unitad Sistes (See inetruations)
b 3, A lawful permanent resident  (Allen Registration Number/USCIS Number); N/A
(O 4. An sien authorized ta work _wuntl (expiraion daie,  applicable, middyyyyh

NA .
Some aliens may write “N/A” In the expiration date fisld. (Sse instructions)
: | QR Gode - Secion 1

An Afen Registration Number/USCIS Number OR Form -84 Admission Number OR Foreign Passport Number, | | "Nl i gce
1. Allen Registration Number/USCIS Number: N/A ]

OR {
2. Form 1-84 Admission Number: N/A |

OR |
3, Forelgn Passport Number: N/A I

Country of lssuance: N/A f

Signatwre of Employee Today's Date {

[Preparer andlor Transiator Eertglcatlon (check ona):

; | did not use a preparer or transla A preparer(s) andlor translator(s) asaisted the employas In complelihg Section 1.
(Fields befow must be completed and signed when praperers and/or translators assist an empioyee in completing Section 1.)

1 attest, underpemllyofpedury,ﬂaatlhavoassmmﬂnmpﬁbnofsm“1 of this form and that to the best of my
knowledge the information Is true and comect.

Signature of Preparer or Transiator Today's Date (mm/dd/yyyy)
Last Name {Family Nams) First Name (Glven Name)
Address (Sirset Number and Name) City or Town State  {ZIP Code

e 'lg'mbk?;ér G;“ét‘np?e}g.fﬁexz i li‘tig"'é 2 @

Form1-9 0717117 N Page 1 of 3



Employment Eligibility Verification USCIS

Departm Homeland Seenrity Form 1-9

- “f“f e 4 OMB No. 165-0047
U.S. Citizenship and Imnmigration Services Expires 0873172019

ection 2. Employer or Authorl epresentative Revlew and Verification

{Employers or their autharized reprasantative must eamplets and sign Sectian 2 within 3 business days of the empinyse's first day of amployment. Yau
must physically exarmine ane gocumant from List A OR a.combination of pne document from Lisi B and ane document from List C.as listed on the Lists
: 1 .

m;atab_la Dacumsnts. )

Employas Info from Section 1
Gsih Vo
identity and Employment Authorization

| Dogument Tills ; RORmEnt ¢ o y , /1
;_i i n “ a e .. T _::? - 'I. - & ;F
| Document Numbar cu ."
| I 3o/
Expiration Date (¥ any)(mm/ddfyyyy) W? {iF any){mm/dd/yyyy)
Documsent Tifle 7 4
jnumem Number

| Expiaion Date (¥ any)mm/aayyy)

=

Tesuing Aoy

i

ralate to the employes named.and(S)lzthe buat of my knowletige the

mm/dd/yyyy):%) 63 ‘ﬂ’)y _(mmfwcaonaformmpﬁons)v

BT | et

mploygr or Authorzed Representative Emplayer's Business or Organization Nams

ﬁa
BusbzasaorOrganuaﬁnnAddm(smmmerand Name) {mtyur'.rown lsm ZIP Cade
i
Section 3. Reverification and Rehires {To.be completed and signed by employer or authorized representative )
A NewRaios (ldpalicallie] T " |B. Date o RENira ( adniicable]
Lagt Name (Family Name} First Name {Given Namg) g Middie inifial Bate tmm/ddiyyy)

ohTiSton for e dao mgm-mm'ﬂ@was‘m T

Documsnt Tlﬂev . - Dncumeﬁt Number Expiration Date (i any) (mmvddSyyy)

| attest, under penaity of perjury, that to the best of my knowiadgs, this employes is authorized to work in the United States, and If
the emplayes presented documant(s), the dooument{s) ] have examined appear to be genulne and to relate to tha Individual,

Signature of Eraployer or Authorizad Reprassntative Today's Date (mmiddlyyyy) Namg: of Emplayar or Authorized Representafive

FoumI-9 0%17/17 N Page 2 of 3
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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, lawsults, 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 s 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.

Pﬂn.ted name: Amanda Mae Steffen

First Middle (3 Last
none)

Other names used:

Current county of residence:

Current and former addresses:
10/01/2017 current 730 Hennepin Avenue NE Minneapolis 55403

from Mo/Yr to Mo/Yr Street City, State & Zip
10/2014 10/2017 5450 Kalland Avenue NE Albertville, MN 55301

from Mo/Yr to Mo/Yr Street City, State & Zip
11/2011 10/2014 580 23rd Street East Apt B West Fargo, ND 58078

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.

04/22/1991 472-23-3104

Date of birth Social security number
04/22/1991 472-23-3104

Driver’s license number & state Name as it appears on license

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

% Mar 8,2018

Signature Date




EMERGENCY CONTACT INFORMATION

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

Employes Neme: Amanda Steffen
Address: 730 Hennepin Avenue NE Minneapolis 55403

Home Phone; 7012001430

R L
Contact #1 Home Phone: 218-298-1524
Name: Pam Nelson Cell Phone:
Relationship: Mother Work Phone:
Contact #2 Home Phone: 318 379.1739
Name: | isa Gerhart e
Relationship: Sister Work Phone:

Additional information you want Employer Solutions Staffing Group and our cllents o 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..

Direct Deposit/Payroll Debit Card Authorization
Employees havetheopﬁonofmeivingwagesbthwDepositandlor Payroll Debit Card.
If you do not provide a written election, wages will be paid by Payroll Debit Card.

S ON PEASTE DN ORI A TR
Bmployeo Name Amanda Steffen BSINA Gast4 digity) 394 W
SO 2 [EAYIRGLL ELBCToN ~
M| Direct Depasit (Please complets Sectians 3 and § below)
(©)| Payroll Debit Card (Please complets Sections 4 and § below)

SEGEION 3 RIRECE DEPROSE

Update Bank Account

Note; Dmnmhmmuhwb7dnpmbcm

Y understand and acknowledge that if1 do not providea

. . volded check with this direct deposit form, I am

& responsible for any delays in payroll or extrn costs

B Routing# inenrred if the acconnt number that I provide is incorrect.
7 i Initial Date

| Acoount Type: [T ChodkinglL) Savingd IHOther

* Tohelpus avoid making an ewor, please attach a copy of a voided check. (a deposit slip will not work)
- Ifyonchmgubmh,anmmemmmWﬁwwmwu&nmw&wﬁwwmzwm

SEERIEN AN O D R GARD G o A e W

requestaPaymlchbitCardfnryommmﬂmoﬁdaaﬂofﬁeihﬂowhghfmmsﬁmthmwmmmemwhmmﬂmmﬁmﬂfymlf
ymdonm:nhmhaDMDepodﬂPaymnchkaﬂAMMmﬁmBSSGvﬁﬂpmﬁdeﬁenmildbrmaﬂonmdimayouaPaymlchbit
Cm:dtnpayyunrwml?oryourwomﬂon,thsﬁnmaiﬂinsﬂmﬂmmynkymmmviﬂeﬂmuaddiﬂmdidammaﬁmhﬁmmﬁmaotheym
verify your identity.

&weptﬁrﬁemﬂugmdmmmmnnbu,ﬂssedoumm;mmwh&maﬁmmguﬂnngmn Debit Card sccount ar
wmy&mﬁmmdmmwﬂlmdwyomnewPaymnDebitCmd,mdapanbtmhingaBofﬂwmmdmdiﬁmevﬂn

that you received the Payroll Debit Card and packet. Your Payroll Debit Card will be reloaded an each payday you receive

CARDHOLDER INFORMATION {as you want your Payroll Debit Card 1o be issued)

FirstName Amanda ML Last Name g4 ot Date of Birth (417571997
Strot Address posox NOT ACCEFTARLE) 29, Hennepin Avenue #708 Soctal Securieyd
€% Minneapolis S N | ZP 55403 CellPhoos ot 701 200-1430
RECEIPT OF PAYROLL DEBIT CARD (o be oomplsted when you plakcup your Payroll Detit Card)
Payroll Debit Card Roufing # Payroll Debit Card Account #

721

Lo 073972181 e e e TR
lhavcmaivedmyl’aymnDebitCmiwﬂmammMmmmmmmﬁﬁmmdmchmBymﬂwﬁngmyPaymnDabitle,

1 am agreeing to ﬂwmgmmtmns,mdiﬁnns.mddhdmmﬂmmhdududmmduvﬁlaﬂammemmmﬁmﬁmmeﬁnmdalmﬁmﬂml
|authorize the finanaial institution to dehitmyPaymnDehitCardamumﬂn'mamdmﬁbedinthsﬁeschednlcthatispartoﬂhepmgmmtanns,
conditions, and disclosures,

Employee’s Signature: WW@MN&%@ A

SECEE A O A T o
XauﬂmiuBSSGtoMydwﬁmmﬂﬁomdmmﬁmpmmwﬁmmmwmmmmmy
mmthmmddeducﬁcns,mmymmm(s)uduimdabowandmhﬁimifnwemy,debitcmdesandadiusunentafmmmditumies
made in etror to my account(s). * E-mail is required for pay stub information.

Date: 03/08/2018

YE-mail: amanda.mael76@gmail.com @
this information will anly be used o send your payatubs dctronically
Dates Mar 8, 2018

Employee's Signature:




IFIENTIALIN
This agreement made thisz day of / ,f o 201&, between
Employer Solutions Staffing Group LLC, herelnafter referred to as “‘employer”,
and hereafter referred to as "employee”.

WITNESSETH:

For the duration of my employment and after resignation or termination of
this employment with employer, for any reason whatsoever, the employee shall
not use or disclose to any other person or company, and confidential or
proprietary information or know-how related to the business of the employer.

In view of the difficulty of determining the amount of damages which may
result to the employer from a violation of any of the provisions hereof, the
employee agrees to pay to the employer the sum of $10,000 as liquidated
damages for every such violation; provided, however, that the payment of such
amount as liquidated damages shall not be construed as a release or waiver by
the employer of the right to prevent any such violation in equity or otherwise.




employer soluticns staffing grou

INJURY MANAGEMENT PROGRAM
Injured Worker’s Responsibilities

As your employer, we are concerned about your full recovery. Reasonable and
necessary medical care will be paid for any compensable work Injury. Medically
authorized time away from work will be reimbursed in accordance with the State
of Minnesota workers’ compensation laws. Wherever possible light duty
restrictions imposed as a result of your injury will be accommodated.

RESPONSIBILITIES OF THE INJURED WORKER:

Minnesota Rule Sec. §221.0430, Subp. 1 requires that you choose one primary
health care provider. Subpart 2 places limitations on your right to change

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

Aftend all scheduled appointments. While on physical limitations, visits should
be a minimum of once every two weeks. Fallure to have current medical support
for disability may result in termination of benefits. Schedule your next
appoln'tmant Immediately after your doctor viskt, before you leave the clinic if
possible.

Obtain a Report of Workability from your physician at every appointment, a
minimum of once every two weeks. M.R. 5221.0420 requires that your physician
cooperate with retum 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 unabie to
return to work. Contact your employer a minimum of after every visit with your
primary heaith care provider. Keep the claims representative advised of your
status.

Notify your emplover immedlately of anv new injuries or conditions that impact

our cal condition.
If it is necessary to miss scheduled work due to a work injury, you must be seen
by your primary heaith care provider the same day in order to receive

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

I have read my responsibilities and agree to abide by these guidelines,

Signed: mm%mm, )

Printed Name:  Amanda Steffen
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Important/Importante
LOST OR STOLEN PAYCHECKS

If a paycheck is lost (missing, misplaced, destroyed, lost in the mail, efe.), 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 faita, fuera de lugar, destruido, perdido en
el correo, etc), usted debe nofificar a su reclutador de personal que el cheque no
se puede encontrar. Si se puede verificar que el cheque no ha sido cobrado,
ESSG se detendra el cheque de pago y reemitir el cheque a usted, descontando
un cargo de entre $ 25 - $ 35. :

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

AGREED/SE ACUERDA~—

Name/Nombre (con letra de molde); ~ Amanda Steffen

ﬂgnaturelFirma: W
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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 ESSQ’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 hagard 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 ts OSHA Compiance Policy.

To help ensure a safe workplace, you have certain responsibilities too, which include
the following:

* Responsibility to work in compliance with OSHA laws and regulations

* Responsibility to use personal protective equipment and clothing as directed
by the host employer

o Responsibility to report workplace hazards and dangers

¢ Responsibility to work in a manner as required by the employer and use the
prescribed safety equipment.

You have the following hasic rights:

o Right to refuse unsafe work

o Right to know or be informed about actual and potential dangers in the
workplace

* Right fo review copies of appropriate standards, rules, regulations and
requirements that the host emplayer is required to have avajlable at the
workplace.

employer solutions fﬁng
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. Righttorequestinformaﬁonaboutsafetyandhealthhazardsinthe
workplace, appropriate precautions to take, and procedures to follow if
involved in an accident or exposed to hagardous 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 jutisdiction, or for
reﬁ;singtoworkwhenfacedwithimminentdangerofdeathmseﬁmsiﬁuryand
themisinsuﬁdenttimeﬁ)rOSHAtoinspect. 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
reporttoamanagerofthehostwomksiteempbyerandlorESSG(bytelephoning

$52.835.1288/1.866.496.7578) 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 havardous worksite conditions.
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Acknowledgement of Receipt of Workplace Safety Policy

I certify that I have received a copy of Employer Solutions Staffing Group’s ESSG
WORKPLACE SAFETY POLICY. I understand that it is my responsibility to read
this policy and ask my supervisor, a member of management or to telephone
Employer Solutions Group (ESSG) at 952.835.1288/1.866.496.7573 with any
questions I may have about this policy. I agree to comply with ESSG’s policy on
ESSG WORKPLACE SAFETY POLICY and I understand failure to comply is
grounds for disciplinary action, up to and including termination.

I also agree that if at any time during my employment I am believe that I am
working in an unsafe or dangerous work environment, I will immediately contact
my supervisor, manager, director or ESSG's Safety Director at
952.885.1288/1.866.496.7578 in order to obtain assistance in the resolution of such
matters.

Employee Name (Please Print)

Amanda Steffen

Date: Mar 8,2018




o 3850 Pre-Screening Notice and Certification Request for
(Rev. March 2016) the Work Opportunity Credit OMB No. 16451500
i Rvonis Servos” | % Information about Form 8850 and its separate Insiruotions is at www.irs.gov/formBass,

Job appiicant: Fill in the lines below and check any boxes that apply. Complets only this side,
Your namse Amanda Steffen ‘ Soclal security number >  472-23-3104

Street address where you live 730 Hennepin Avenue NE

City or town, stats, and ZIP code Minneapolis 55403

County Hennepin Telephone number 7012001430

If you are under age 40, enter your date of birth (month, day, year) 04/22/1991

1 [D Check hers if you received a conditional certification from the state workforce agency (SWA) or a ﬁartiolpating jocal agency
for the work opportunity credit.

2 [[J Check here it any of the following statements apply to you,
. lamamembwofafamt!ytl'nathasreoeivadasatstaneeﬁanemporaryAssiatanceforNewyFamluesﬂ'ANF)foranys
months during the past 18 months,
U] lamavsteranmdamemberofafamllymatmca!vedSupplememalNutrlﬁonAssistancergm(SNAP)bansﬂts(food
stamps) for at least a 3-month period during the past 15 months.

* | was referred here by a rehabiiitation agency approved by the state, an smployment network under the Ticket to Work
program, or the Department of Veterans Affairs.

* 1am atleast age 18 but not age 40 or older and | am a member of a family that:
a. Recelved SNAP benefits (food stamps) for the past 6 months; or
b. Received SNAP bensfits (food stamps) for at least 3 of the past & months, but s no longer eligible to receive them.

. Duﬂngthepastyear,lwasconvlotadofafelunyorraleasedfromprisonforafalony.

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

L] lamavetaranandlmaunamployedforapaﬂodorpeﬂodatatallngatleast4weaksbutlmﬂ1an6momhsduﬁngtha
past vear,

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

4 [ﬂ] Check here if you are a veteran entitied to compensation for a service-connected disabllity and you were discharged or
released from active duty in the U.S. Armed Foroes during the past year.

5 m] Check hers if you are a veteran entitled to compensation for a service-conneoted disability and you wars unemployed for a
period or periods totaling at least 8 months during the past vear.

6 [[J Check hers if you are a member of a family that:
» Recelved TANF payments for at least tha past 18 months; or
» Recsived TANF payments for any 18 months beginning after August 5, 1887, and the earliest 18-month period beginning
after August 5, 1997, ended during the past 2 years; or

* Stopped being eligible for TANF paymenta during the past 2 years because federal or state law limited the maximum time
those payments could be made.

7 Iﬂl Cheok here if you are in a period of unemployment that is at least 27 conseputive wesks and for alf or part of that period
you recelved unemployment compensation.

Signature—All Applicants Must Sign

Under penaltias of perjury, | declare that | gave the above Information to the amployer on or before the day | was cffared a job, and tt1s, to the best of my knowledge, frus,
oarract, and complete,

Job applicant's signature B _ Ananda Stcien (nars,gc;s; Date Mar8, 2018

For Privacy Aot and Paperwork Redugtion Act Notice, ses pags 2. Cat. No, 228811, Form BB50 (Rev, 3-2016)
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Form A (rev. 03/2017) TAX CREDIT QUESTIONNAIRE

EMPLOYER SECTION:
Client: Compsany:
Location: Position:
EMPLOYEE SECTION:
First Name: Last Name: Suffixs Street Address: City/State: Zip:
Amanda Steffen 730 Hennepin Avenue NE Minneagolls 55403
S8t Date of Birth: Age: gl;em wor'l)wd for | If yes, location:
472-23-3104 com efore?
04/22/1991 26 Yo ) No@
Please complete all questions, and sign and date the form., Yes No
L. Have you or has anyone living with yon received Temporary Assistance to Needy Families (TANF) Q @

at any time since August 5, 1997? (X yes, please provids iuformation below,)
Name of the person recoiving benefits: Relationshiptoyou: ___
City: County: State:

2, HwaynuorhasauyonelivlngwithyounceivedFoodStumps(SNAP)atanyﬁmaduﬂngthepaatlSmomhs? a (O]
(If yes, please provids information below.)

Name of the person receiving benefits: Relationship to you: =
City: Comty: State: ____

3. Have you received Supplemental Secarity Income (SSI) at smy time within the past 3 montha? g @
Please note, this is not the same as Social Seourity benefits (SS) or Sooial Seourity Disability (SSDI) benefits,
*lf you checked yes please provide a copy of your SSI documentation.

4. Have you received any type of vocational rehabilitation services within the past two years? D @&
' yes, please indicato which type of ageney; you worked with and provids their Jocation information below:
] Voocational Rehabilitation Agency Dept. of Veternns Affuirs ] Employment Network (Ticket to Wark Program)
Nameof Agency: ____ Phome#; _
Cit: ____ Comnty: ____ State: __
‘If;wchedmdmpbanmvideacopyquwﬁve!ndvaWorkPhndew Work documentation.

Q
@

5, Areyou a Veteran of the U.S, Military? *Ifyes, pleass provide a of your DD-214 emd letter of separation.
(€ yes, please provide information balow. Ifno.pleauoonﬁuuetoquesﬁon#;)ow

Dates of Servics - From;
Brauch of Servics:
Are you entitied to or are you Wmmﬂonﬁrasmmmemdﬁsabiﬁm

To:

6. Haveyon been unemployed at any time during the last 12 months?
If yes, dates of tnemployment - From: /2% _ 1, 03208

Did you receive unemployment compensation at any point during your nnemployment?
Ifyes, in which state did you receive unemployment compensation? N

Ql @ »i©
B @ J®

7. Have you been convicted of 2 felony or released from prison for a felony conviction in the past 12 months?
Conviotion Date; Release Date;
Was thisa ] Federal or [J] State conviction? 1fState -~ Comnty: ____ Stases

G

r ..."h 1<, -I'-nvf'-,\'-\l S Adwﬁt&d@ .-I.. S i - .:' £
TEC (Native American): Are you or your spouse a member of a Native Amerioan Tribe? O ®
Ifyou duchdyﬁhmmﬂde a aopy of your CDIB
CA Residents: L) Aro yo0 the clild of Dster pevents? Ll Do you receive CalWorks? [J] Workfiros Investment Act?

3l Are you o migrant o seasonal fiem wosker? [ Have you ever bogm comvictsd of s misdeemeanns?
8C Residentst [ Do you receive Pamily Independence Bensfits?

PLEASE READ, SIGN, AND DATE:
lbdarml:mq'mmy.Idnmtbamfommimabwewbcmmtmmmthebeunfmyhmwge,m 1 hereby authorice any agency, organization, or

individuals to supply such verification or information thay may be naeded 10 determine tax credit ehigibility to my employer, representative (Associated
Consultams, Inc. dba Retratox), or the Department of Labor. vers

Dates Mar 8, 2018




U.S. Department Labor OMB Control No. 1205-0371
Employment and Training Administration Expiration Date: Jannary 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 anly.
Employers or consultants submit this SAF to the State Workforce Agency with IRS Form B850 or if filed
separately, with ETA Form 9061 (or ETA Farm 9062) for each certification request filed for the new target
group.

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

Date Mar8,2018

New Hire’s Signature: _{orare

New Hire Name: __Amanda Steffen

Social Security Number: 472-23-3104
Employer Name:

Please check the statements below if they apply to you.
| declare that | was in a period of unemployment that is at least 27

consecutive weeks and for all or part of that period | received unemployment
compensation.
| declare that | have been in a period of unemployment since

(Enter start date)

Privacy Act Nofice:

The Intemal Revenua Code of 1835, Section 51, us amended and is enacting legislaion, P.L. 104-188, spacily that the Stats Workforve Agencies am the
*designated agencies responsthe for administering the WOTC oeriifioaiion pmedmasofﬂﬂspmgmmainfnmaﬁonyouhmpraﬁdedmmpbmm
mmmmmmmmmmsmmmw. Provision of this informafion 1s voluntary; however the Informafion '8 required to
determine your employer's eligibiity for the fedare] tax cradit.

50 " 0 4o oo u. oy o asemas comee AL RTR LR X LYY R P e pe . cpmes @t 0 o 4 s om0y

Public Burden Statement:

117-

ETA Form 9175 (Rev. November 2016)
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Notification of Minneso Requirement —

Unemployment Acknowledgement

According to Minnesoia Statute section 268.085, subdivision 2, paragraph (d), an
applicant who, within five calendar da ys after completion of a sultable

Job assignment fram 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.

This paragraph applles only if, at the time of beginning of employment with the stafiing
service, the applicant signed and was provided a copy of a separate document written
In clear and concise languags that informed the applicant of this paragraph and thaf
unemployment benesilits may be affected.

It Is your responsibiiity to contact ESSG through Corporate Management Group (for
instance, by calling 303-820-1425 or using any other form of contact) for additional
assignments, f you fail fo do so, it may affect your unemployment benefits.

l understand by signing this form that | am responsible to contact ESSG within 5
calendar days once an asslgnment ends. | also acknowledge that | have received a
separate copy of thisform, a5 (Initial) :

J\mandasuffenw«zra,% Mar 8, 2018

Employee Signature; Pate:
Amanda Steffen
Employee (please print your name here)

Telephone: 303-920-1425
12000 N. Washington Street Suite 350
Thornton, CO 80241

.MN_D2.2013



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, | 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 employes handbook including this
policy, are not a unilateral employment contract or offer thereof.

3. 1 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.

mmmr&%

Individual's Name

Mar 8, 2018
Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



