TR PO Box 46270
+7 1 Minneapolls, MN 55344-9956
' Tel: 952.835.1288

ke www.esgstaffingsolutions.com

employer solutions staffing group..

New Hire Application

Personal Data-- PLEASE PRINT LEGIBLY IN INK

Last Name _Berthiaume First Name __Angela Middle Initial M
Street Address _251 Baron Lane AptiSte

City/State/Zip __ South St. Paul MN Soclal Security Last Four XXX-XX-
Phone Number _651-399-5935 Email Address @

Staffing Agency/Recruitment Partner __ CMG

Applicant Cortification and Authorization

| authorize Employer Solutions Staffing Group (ESSG) to use the information and statements contained in this application to determine my
qualifications for employment. | authorize ESSG to make inquiries of my former employers, except as indicated in this application,
regarding my previous dutiss, responsibilities, performancs, compensation and eligibiiity for rehire.

| understand that a comprehensive background check may be conducted to determine my eligibility for hire by certain cllents of ESSG.
This may include but i not limited to, investigations of criminal and/or convieion records, driving records and/or a drug screen tast as
required by cliants, government regulations or by ESSG policies.

| release ESSG and other persons or entities from any claims that might be based on ESSG's decision to conduot a background check.
| certify thet all statements macie in my application are true and accurate and that | have not omitied any matsrial information or provided
false or misieading information. | understand that any material omission or misrepresentation will result in my disqualificafion from
consideration for employment or, if discovered after | hegin employment, will result in my termination.

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

Angela Berthiaume %W— Nov 10, 2017

Name (Print or type) Applicant’s Signature Date

A copy or facsimile ("fax™) will he considered the same as an original signature. Emai) will ONLY be used for employment correspondence

_ For ESSG Office Use Only
POH = | NHW -9 8850 W4
Emergency ContactInfo | Background Release Form Background Results Unemploymant Letter ESC Application
{it applicable)
For ESSG Client Use
DOH ROP Work Site Los. WC Code

ESSG - CMG-CO Rev. 0472017
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Personal Allowances Worksheet (Keep for your reoords.)
A  Enter*1” foryourself fnocneclsecanclaimyouasadependent. . . . . . . ¢ ¢« « ¢ ¢+ « » e . o . A
» You're single and have only one job; or
B Enter*1"if; { » You're married, have only one job, and your spouse doesn't work; or } ol o o L
e Your wages from a second job or your spouss’s wages (or the total of both) are $1,500 or less.

C  Enter *1* for your spouse, But.youmayohoosetoemer“-o-’ifyouaremamwandhaveeltberawoﬂdng $pouse or more

than one job. {Entering "-0-" may help you avoid having too fiitle tax withheld) . . . . . © o0 0o 0o 0 o (8
D Enternumberofdependanls(otherthanyourspmoryoumemyouwmciaimonyourtaxrahm o o o 5 o M
E Enter"1"ifyouwlllmeasheadofhauseholdonyourtaxreuun(seecondmonsmdarﬂaadofhomholdabove) .. E
F  Enter *1” if you have at least $2,000 of child or dependent care expenses for whichyouplantoclaimacredit . . . F

(Note: Do not include child support payments, See Pub, 503, Child and Dependent Care Expenses, for detalls.)
@  Child Tax Credit (including additiona) child tax credH), S8ee Pub, 972, Child Tax Credit, for more information,

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

* If your total income will be between $70,000 and $84,000 ($100,000 and $119,000 if married), enter *1” for each eligible child, @
H  Addlines A through G and enter total here. (Note: This may be different from the number of exemptions you clalm on your tex retum.) P> H

* if you hnhltanﬂuarolalmad}mﬁnentshhmmeandwanﬂnraduoe owr withholding, ses the Deductions
For accuracy, dyAd]%shnems orksheet on page 2, 3 s

complete all * If you are single and have more than one Job or are manried and you and your spouse both work and the combined
worksheets aami frmnall]obsmmedﬁo,ﬂon ($20,000 if maried), see the Two-Eamers/Multiple Jobs Workshest on page 2
that apply. to avold having too little tax withh

® llnemmofmaabwesnuaﬁonsappuu.sbphmandemermnumberm line H on line & of Form W-4 below.
Saparate here and giva Form W-4 to your employer. Keep the top part for your records.

4 w_4 Employee’s Withholding Allowance Certiflcate OMB No. 1545-0074
P Whather you are entitied to olalm a certaln number of allowancas or exemption from withholding is
e i de Al Mol subject1o review hy the IRS. Your employer may be required to send a copy of this form to the IRS. 2© 17
1 Yourfimt name and middie Intal Tastname 2 2 Your social security NUmBber
Angela - Berthiaume 470-86.7041

Home address (number and street or rural routs)
251 Baron Lane

CRy ot lown, state, and ZIP code

3 [® Single (L) Manted (U Manfed), but withhold st higher Single rate,
Note; if manied, but legally separaied, or spouss is & nonresidsnt allen, check the “Single® box.
4 1 your lust namn differs from that shown on your social security card,

South St. Paul MN check hers, You must call 1-800-772-1218 for a replacement card. b
& Total number of aliowances you are claiming (from line H above or from the applivable worksheet on page 2) 5] 2
8  Additional amount, If any, you want withheld romeachpaycheck . . . . . . . . . ., . . 8%

7 lclaim exemption from withholding for 2017, and 1 cerlify that | mest both of the following conditions for exemption.
s Last year | had a right to a refund of all federal income tax withheld because | had no tax fiabiiity, and

if you meet both conditions, write “Exempt” here. . . . o o 0o . . Pl7
Under penalties of perjury, | deciare that | have examined this certificate and to tha bssl of my knuwledge and bellet, it is true, correot, and complete.

[E}‘P?Iglf%y:: 1: :Ltvand unless you sign it) » %%ﬁl% pate» Nov 10,2017

8  Employers name and address (Employer: Completa linsa 8 and 10 only if sending tothe IRS.} | 8 Offics coda (optional) | 10 Employer identification number (EIN}

j
For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No, 10220Q Form W4 (2017)




EMPLOYER SOLUTIONS STAFFING GROUP
BACKGROUND CHECK AUTHORIZATION

Angela Berthiaume
(First) {Middle) (Last)

Employee Name:

Former Name(s) and Dates Used:

Current Address Since: 251 Baron Lane South St. Paul MN
(Mo/¥r) (Street) {City) (State/Zip)
Previous Address From;
(Mo/¥r) (Street) (City) {State/Zip)
Previous Address From: :
(Mo/Yr) (Street) (City) (State/Zip)
Social Security Number; ___470-86-7041 pog;_03-05-1970
Phone Number: 651-399-5995
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. | further 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: el Bitiime Date: NOV10,2017

Notice to CA, MIN, and OK Residents:
Please check the box below if you wish 1o receive a copy of a consumer report that is reguested.
1 wish to recelve a copy of any Background Check Report on me that Is requested.




Para informacidn en espaiiol, visite www.consumesfinance.gov/learnmore o escribe a lu Consumer Finumcial Protection Bureaw, 1700 G Street N.W,, Washington,
DC 20552,

A SUMMARY OF YOUR RIGHTS UNDER THE FAIR CREDIT REPORTING ACT
The federal Fair Credit Reporting Act {FCRA} promotes the accuracy, falmess, and privacy of information In the files of consumer reporting agencies, There are many
types of consumer reporting agencles, including credit bureaus and spectalty agencies {such as agencles that sel information sbout check writing historias, medical
records, and rental history records). Here is a summary of your major rights under the FCRA. For more information, including Information about additional rights, go
to www.consumerfinance gov/leammore or write to: Consumer Financial Protection Bureau, 2700 G Street N.W., Washington, DC 20552,

® Youmust ba told i information in your file has heen used agalnst you. Anyone who uses a credit raport or another type of consumer report to deny your appii-
cation for credit, insurance, or employment —~ or to take ancther adverse action against you — must tefl you, and must give yau the name, address, and phone

LTUEr O inNg SReNLY tEt Proviged 1n

* You have tha right to know what Is In your file. You may request and obtain all the information ahout you in the files of a consumer reporting agency (your “file
disclosure”), You wiil be required to provide proper identification, which may includa your Social Security number. In many cases, the disclosure will be free, You
are entitled to afree file disclosure if:
 a parson has taken adverse action against you because of Information in your credit report;
® you are the victim of identity theft and place a fraud alert In your file;

» your file contains Inaccurate information as a result of fraud;
= you are on public assistancs;
& you are unemployed but expect to apply for employment within 60 days.

In addition, all cansumars are entitled to one free disclosure every 12 months upon request from each nationwide credit bureau and from nationwide spectalty con-

sumer reporting agencles. See www.copsumerfi gov/ieammoras for additional Information,

» You have the right to ask for a credit score. Credit scores are numerical summaries of your credit-worthiness based on Information from credit bureaus. You may
request a credit score from consumer reporting agencles that create scores or distribute scores used In residential real property Ioans, but you will have to pay for
it. In some mortgage transactions, you will receive credit score information for free from the mortgage lender.

® You have the right to dispute Incomplete or inaccurate information. if you Identify information in your file that Is Incomplete or inaccurate, and report it to the

consumer raporting agancy, the agency must investigate unless your dispute Is frivolous, See www.consumerfinance.gov/learnmors for an explanation of dispute
procedures.

s Consumer reporting agencies must correct ar delete inaccurate, incomplete, or unverifiable information, Inaccurate, Incomplete or unverifiable Information
must be removed or corrected, usvally within 30 days, However, @ consumer reporting agency may continue to report information it has verifiad as accurate.

o Consumer reporting agencies may not report outdated nagative information. In mast cases, a consumer reporting agency may not report negative Information
that is more than seven years old, or bankruptcies that are more than 10 years old,

@ Access to your file is limited. A consumer reporting agency may provide Information about you only to people with a vaild nesd ~ usually to consider an applica-
tion with a creditor, insures, employer, landlord, or other business, The FCRA specifies those with a valid need for access.

e Yau must give your cansent for reports to he provided to employers. A consumer reporting agency may not give out information about you to your employer, or
a potential employer, without your written consent glven to the employer. Written consent generally Is nat required in the trucking Industry. For more infor-
mation, go to www.consumerfinance gov/learnmore

» Youmay Imit “prescreaned” offers of credit and Insurance you get based on information in your credit report. Unsolicited “prescreened” offers for credit and

Insurance must include a toll-free phone number you can call if you choose to remave your name and acddress from the lists these offers are based on. You may
opt-out with the nationwide credit bureaus at 1-888-567-8688,

* Youmay seek damages from vioiators. If a consumer raporting agency, or, In some cases, a user of consumer reports or a furnisher of information to a consumer
reporting agency violates the FCRA, you may be able to sue in state or federal court.

« Identity theft victims and active duty military personnel have additional rights. For more information, visit www.cons 8.8 jora

States may enforce the FCRA, and many states have their own cansumer reporting taws, In some coses, you may have more rights under state Jaw. For more Infor-

mation, contact your state or lacal consumer protection agency or your state Attomay Generel. For Informution about your federal rights, contact: :

TYPE OF BUSINESS: CONTACT:
1.a. Banks, savings associations, and credit unlons with total assets of qver a, Bureau of Consumer Financial Protection
$10 billion and their affiliates. ., | 1700 G Street NW
Washington, DC 20552
b. Such affillates thet are not banks, savings assaclations, or credRt unionsaiso | b. Federal Trade Commission: Consumer Response Center — FCRA
should list, in addRion to the Bureaw: Washington, DC 20580
{877) 382-4357

2. To the extent not included in item 1 above:
a, Nationa] banks, federal savings associations, and federal branchesand fed- | a, Office of the Comptroller of the Currency
eral agencies of foreign banks Customer Assistance Group

1301 McKinney Street, Suite 3450

Houston, TX 77010-8050

b, State member banks, branches and agencles of foreign banks {other than b. Federal Reserve Consumer Help Center
federal branches, federal agencies, and Insured state branches of foreign P.0. Box 1200

banks), commercial lending companles owned or controlled by foreign banks, | Minneapolis, MN 55480

and organizations operating under section 25 or 25A of the Federal Reserve
m =

c. Nonmember Insured Banks, insured State Branches of Forelgn Banks, and ¢. FDIC Consumer Response Center
Insured state savings associations 1100 Walnut Street, Box #11
Kansas City, MO 64108

d. Federal Credit Unlons d, National Credit Unlon Administration




EMERGENCY CONTACT INFORMATION

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

Employee Name: Angela Berthiaume

Address: 251 Baron Lane South St. Paul MN

651-399-5995

Home Phone:

| C(:ntaet#l o HomePi:one:ll N
Name: David Cell Phone: 651-398-1412
Relationship: Work Phone:
Contact #2 Home Phone:
{Name: Cell Phone:
Relationship: Work Phone:

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

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




STATEMENT OF CONFIDENTIALITY

This agreement made this day of , 201__, between
Employer Solutions Staffing Group LLC, hereinafter 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 provisiocns 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.

An:% Berthlaume (Nov 10. 2017)

Employee Signature

Employer Solutions Staffing Group LLC, Representative



employer slutions fﬁng gmﬁpw
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. 5221.0430, 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 health
care provider.

Attend 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 henefits. Schedule your next

appointment immedlately after your doctor visit, 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 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 your emplover immediately of any new injuries or conditions that impact
our physi itio

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

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

Signed: ﬂ&xmhume Eugz:g 2017)

Printed Name: ___Angela Berthiaume
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Important/importante
LOST OR STOLEN PAYCHECKS

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

If your paycheck was stolen, you must first file a police report before we can re-
issue the check. Once you have done 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 chegue 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.

Si su cheque de pago fue robado, primero debe denunciar el robo a la policia
antes de que podamos volver a emitir el cheque. Una vez hecho esto, usted
debe proporcionar una copia de la denuncia a su reclutador de personal que el
cheque fue robado. Si el cheque no ha sido cobrado y sl la 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); Angela Berthiaume

§i_gnamre,Fir ma. Anga Farthlaume {Nov 10.2017)
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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.

(5) Provide safety training in a language and vocabulary workers can
understand.

ESSQG is committed to vigorously enforcing its OSHA Compliance Policy.

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

» Responsibility to work in compliance with OSHA laws and regulations

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

o 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

» 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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employer solutions staffing group..

® Right to request information about safety and health hazards in the
workplace, appropriate precautions to take, and procedures to follow if
involved in an accident or exposed to hazardous substances

e 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
952.885.1288/1.866.496.7578) 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. :



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 (ESSQG) at 952.885.1288/1.866.496.7578 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.

1 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)
Angela Berthiaume

Employee’s Signature:

gy B ilants. Date:_Nov10,2017




- 3850 Pre-Screening Notice and Certification Request for

(Rev. March 2016) the Work Opportunity Credit OMB Na, 1545-1500

Popariment of e a8 | b Information about Form 8850 and Rts separate Instructions is at www.irs.gov/form8860.

Job applicant: Fill in the lines below and check any boxes that apply. Complete only this side.
Yourname __ Angela Berthiaume Soclal security number > _470-86-7041

City or town, stats, and ZIP code  South St. Paul MN

County Telephone number  651-399-5995

If you are under age 40, enter your date of birth (month, day, year) 03-05-1970

1 Check here if you received a conditional certification from the state workforce agenay (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 recsived assistancé 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 received Supplemental Nutrition Asslstance Program (SNAP) benefits {food
stamps) for at least a 3-month period during the past 15 months.

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

+ | am at least age 18 but not age 40 or older and | am a member of a famlly that:
a. Received SNAP bensfits (food stamps) for the past 8 months; ar
b. Recolved SNAP benefits (food stamps) for at sast 3 of the past § months, but is no longer eligible to receive them.

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

« | received supplemental sacurity income (S8!) benefits for any month ending duting the past 60 days.

« 1am avateran and | was unemployed for a period or periods toteling at least 4 weeks but lass than 8 months during the
past year,

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

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

8 Eﬂ] Check here if you are a vetsran entitled to compensation for a service-connected disability and you were unemployed for a
period or perlods totallng at least 8 months during the past year.

8 Iﬂ] Chack here if you are a member of a family that:
» Received TANF payments for at Ieast the past 18 months; ar
» Racelvad TANF payments for any 18 months beginning after August 5, 1997, and the earliest 18-month period beginning
after August 5, 1897, ended during the past 2 years; or

» Stopped being eligible for TANF payments during the past 2 years becauss faderal or state law limited the maximum time
thoss payments could be made,

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

Signature—All Applicants Must Sign

Under penalties of perjury, | declare that | gave the abova information to the employer on or before the day | was offared a job, and itis, to the hest of my knowledgs, irue,
correct, and compleate,

Job applicant’s signature > ’«niﬁ Serthtaume (Nov 10, 2017) Date Nov 10, 2017

For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No, 22851L Form B850 {Rev, 3-2016)
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Form A (rev. (372017) TAX CREDIT QUESTIONNAIRE R E I RS TAX
EM YERSEC'I‘ION: Specialivtilin Yo Cradit Adminivnation
Client: Company:
Location: Position: Starting Wage: §
EMPLOYEE SECTION:
First Name: Last Name: Suffix: Street Address: City/State: Zip:
—|Angela Berthiaume 251 Baron-Lane South St. Paul MN
SS# Date of Birth: Age: Have you worked for | If yes, location:
470-86-7041 -05- this company before?
03-05-1970 Yes[] No[]
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) @) a
at any time since August 5, 19977 (If yes, pleass provide information below.)
Name of the person receiving benefits: ______ Relationshiptoyou: _____
City: County: _____ State: ______
2. Haveyou or has anyone living with you received Food Stamps (SNAP) at any time during the past 15 months? G @]]
(If yes, please provide information below.) .
Name of the person recelving benefits: _____ Relationshiptoyou: _____
City: County: State:
3. Have yon received Supplemental Security Income (SS) at any time within the past 3 months? a Q

. Please note, this is not the same as Social Seourity benefits (S8) or Social Seourity Disability (SSDI) benefits.
*If you checked yes please provide a copy of your SSI documentation.

4. Have you received any type of vocational rehabilitation services within the past two years? @) Q
If yes, please indicate which type of ag worked with and provide their location information below:

]D Vocationa! Rehabilitation Agency Dept. of Veterans Affairs Employment Network (Ticket to Work Program)
Name of Agenoy: Phone #;

City: County: State:

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

5. Are you a Veteran of the U.S, Military? *}fyes, please provide a copy of your DD-214 and letter of separation. O O
(1f yes, pleasy provide infonmation below. Ifno, please continue to question #6.)

Dates of Service - From: To:
Branch of Service: ____
Are you entitled to or are you receiving compensation for a service-connected disability? Q g :I

6. Have you been unemployed at any time during the Iast 12 months?

a Q
If'yes, dates of unemployment - From: To:
Did you receive unemployment compensation at any point during your unemployment? Q D

If yes, in which state did you receive unemployment compensation? __

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

Was this a [T} Federal or 1l State conviction? If State - County: State:

; : Additional Tax Credits AN :
IEC (Native American): Are you or your spouse a member of a Native American Tribe? (II d
Ifyou checked yes please provide a copy of your CDIB card.
CA Residents: [[]] Are you the child of foster parents? [T]} Do you receive CalWorks? )l Workforce Investment Act?

Are you a migrant or seasona! farm worker? D Have yon ever been convicted of a misdemeanor?
SC Residents: [[] Do you receive Family Independence Benefits?

PLEASE READ, SIGN,; AND DATE:

Under penalties of pevjury, 1 declare the information above fo be true and accurate 10 the best of my knowledge, and 1 hereby authorize any agency, arganization. or
individyals to supply such verification or information that may be needed to determine tax credit eligibility to my employer, employer representative (4ssaciated
Consultants, Inc. dba Retrotax), or the Deparunent of Labor.

New Employee Signature: Date: Nov 10,2017

&l s 4




\(% U.S. Department Labor OMB Control No. 1205-0371
é‘; . 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

separately, with E!'A Form 9061 (or ETA Form 9062) for each certiﬂcatlon request ﬁled for the new target
group,

Under penalties of perjury, 1 declare that this information is true and correct to the best of my
knowledge.

New Hire’s Signature: %w&mﬂwmm Date_Nov 10,2017

New Hire Name: Angela Berthiaume

Social Security Number: 470-86-7041

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 Revenue Code of 1886, Section 51, &s amended and fts enacling legislation, P.L. 104-188, apecify thet the State Workforoe Agendies ane the
"designeted” agencies respansible for administering the WOTC cerfifivation procedures of this program. The information you have provided completing this
form will be disclosed by your employer io the Stats Workforce Agency. Provision of this informaion is voluntary; however the Information s required fo
datermine your employer’s eligibility for the federa] tax oredit.

R 49 D S D 4§ WS § P S Do S 4§ AN S M § e M S S U (AN S h M 0§ NP WD DS WD § ¢ ¢ D € b S 44 S P4 W Y SO S8 S S P § 9 S 3§ A 4 P uen 4 S ¢ 4 S 4 Ankim ¢ P 6 ) g P W P S

Publle Burdan Statemant:

Parsons are not required to respond to this collection of information unless it displays & curently velid OM B control number, Respondants' ohiigafion 1o
compiate this form is required to obtain or retein benefits (P.L. 111-5), Public reporfing burden is estimated to average 10 minutes per response, including the
fime for seviewing Instructions, searching exisfing data sources, gathering and maintaining the data needed, and.compleiing and reviewing the collaction of
informafion. Send comments regarding this burdan esfimate fo the U.S, Department of Labor, Division of Nafional Programs Tools Technical Assistancs,
Room C-4610, Washington, D.C, 20210 (Peperwork Reduction Project 1206-0371). Please do nat submit completed forms to this address.
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employer solutions staffing group.
Wage Payment Method Aunthorization (Minnesota)

Employees have the option of receiving wages by Direct Deposit and/or Payroll Debit Card.
1f you do not provide a written election, wages will be paid by paper Check.
BASIC INEOQRNEA FEON

NG L AR VR IO |1 (8 (S [ L0 b

|| Direct Deposit (Please complete Sections 3 and 5 below)  Note: Direct Deposit accounts may take up to 7 days to be activated
NL| Payroll Debit Card (Please complete Sections 4 and 5 below) | | Paper Check (Please complete Section 5 below)
SECoss S DIRECT DEROSTER -
A ] Update Bank Account I understand and acknowledge that if 1 do not provide a
Bank Name: voided check with this direct deposit form, I am

responsible for any delays in payroll or extra costs
incurred if the account numher that I provide is incorrect,

2
[
(Nl
|

S| Routing#
N Account#

Initial Date

Account Type: [ Checking O Savings Cdother

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

SECHON L PAYROLE DEBEE CARD

Federal law requires all financial institutions to obtain, verify, and record information that identifies each person who opens an account. In order to
request a Payroll Debit Card for you, we must provide all of the following information that will enable the financial institution to identify you. If
you do not submit a Direct Deposit/Payroll Debit Card Authorization, ESSG will provide the necessary information and issue you a Payroll Debit
Cardmpaylzom'wages. For your protection, the financial institution 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, you will receive your new Payroll Debit Card, and a packet containing all of the terms and conditions. Yon will
then sign acknowledging that yon received the Payroll Debit Card and packet. Your Payroll Debit Card will be reloaded on each payday you receive
wages.

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

:ﬁ%nél%‘o BOX NOT ACCEPTABLE) M.L m L%(Qm e ]S):?iil: zéﬁl_,’g
e T , e e Y|
e & hal 1B [Psaong IS 0o .ooas

RECEIPT OF PAYROLL DEBIT CARD (to be completed when you pick up your Payroll Debit Card)
Payroll Debit Card Routing # Payroll Debit Card Account # B - 2 I |5@U

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

conditions, and disclosures.
W b (
Date: l ‘q
SECHON S5 AUTHORTIZNFION

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

e wﬂéﬂ?ﬂﬁ only be ged tp%ni‘;:o&a&smes electronically ]
Employee's Signature:‘m(("Qﬂ m Date: \\ {a\ l l(l

A :

Employee’s Signature:




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

understand: (a) the policy and its contents; (b) what conduct the policy prohibits and the
consequences of such conduct; () my rights under the policy and the consequences ifl
exercise certain rights; and (d) that certain events as described in the policy may resuit
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.

1 @MW

Individual® Name E

W e | (=)

Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



Acknowledgement of Receipt Antiharassment Policy

| certify that | have received a copy of Employer Solutions Staffing Group’s Antiharassment Policy. |
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 pollcy. | agree to comply with ESSG’s policy on Antiharassment
and understand failure to comply is grounds for disciplinary action, up to and including termination.

| 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)

o, %em\ Cwume

.

ployee’s Signature: .
R

Date: u \q ’ l()

22



RECEIFT OF EMPLOYEE HANDBOOK AND EMPLOYMENT-AT-WILL STATEMENT

This s 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 tnams—my-resp:mmbmrtvabidﬂﬁheﬁlﬁ—wlﬁa& 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.

paTE \{ \q \ M
T &mf)@}c« Byoc aume

PLEASE PRINT .
EMPLOYEE |

SIGNATURE__~ W
REPRESENTATIVE_ | N \/

23



Q

ﬂ ACKNOWLEDGMENT

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

during my orientation. Additionally, | understand and support the following:

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. 1am responsible for the information provided herein and will, upon my separation,
return this handbook to my ESSG Consultant.

Date: \\ \O\t &

Associate's Signature:

Associate's Printed Name: 7 Q\C\ 6‘8?:(\’\\me

)
Orientation provided by: lM/\

24



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

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

| understand by signing this form that | am responsible to contact ESSG within 5

calendar days once an assignment ends. | also acknowledge that | have received
a separate copy of this form. (Initial)

M b&)\/\w (( (01 l (M)
mploy&e Signature: Date: “E {
Emp%ﬁe (please print your name here)

CMG_SM - Rev. 08.2013
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é’ Leveraging Resources in Changing Market

Enhanced MEC

Bensfits Enrollment Form N

(Firstang Last)
| o

staffing group.
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o BerMicume
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Senefit Plan Administrators,
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Plan_Plan 1

employer solutions v

L7 Rehire REhireD“g\

Soclal Security Number

-

S

SR | mn

Marita) Statyg q Singla

LI Married

Date of Birth
1 Divorced

Phone Number:

" Email Addross:

2 -0

LS1- OG-0
Please Select Desired Covera
Employee Only - D Em
$24.00/Week

dﬂaﬁs@%&%(

ge:
ployea-!-Spouse -
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$63.001Week
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Birth Date
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Relationship
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T i

Social Security #

3Ny
b 4o |

Relationship
ClSpouse [ chita
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B AN

Relationship
kR

8ox
[ Male
1 Female
b AR s 1 T T
SIS R ey
8ex

Birth Dats

G A7 . SR Sk

i

i AR
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EFF. DATE
EFF. DATE
EFF. DATE
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I

ipeq \ndemnity Medical Benefits Plan 2

VS| 2153018561 omcrusowy  lOCATON.
ENROLLMENT FORM

Address XS\ Buton

f Home Phone

&S F-5GaS

PR'NI USING BLACK or BLUE INK (Viust Be Filled Out)
Name llv. Q\C\ ():QFT\’\[QWNP ' Social Security #
S I 0-Rohoi

_RehireDate____/___/_

ESC CU(UNAC-MN) P1 v18.2

R et ATy 5 ke Aot e et s e

gSex @@

_Ajot;#q""

“Stata (V1

e

Name of Covered Person (s): {
1.

2,

R B

C. LIMITED BENEFITS PLAN SELECTION

You MUST select a coverage level before any benefits in Section C. Your
Plan, Dental Plan, Term Life Plan, a

identical. The Fixed Indemnity Medical

|3

coverage level fo
nd Short-Term

B. DO YOU OR ANY OF YOUR DEPENDENTS RECEIVE MEDICARE BENEFITS?
" Medicare Health Insurance Claim Number (HICN)

RIS/ DO

_I:I_Yes m No. If Yes, please conti
Medicare Effective Date

TERM LIFE

$0.90
' $1.80

Insurance Company. The Vision plan is underwritten by Companion Life Insurance Company.
SELECT COVERAGE LEVEL ' "‘Eh':gglgi'ﬂ‘"" DENTAL VISION
Employee Only m $20.25 ‘%%% $6.17 m ' $2.42 @
Employee +1 [ ] $41.10 $12.34 $4.92
" Employee + Family [T 55488 . $20.36 56;56
NO to ALL Benefits I:I mYes D No mYes I:l No

s0.60 53

nue.

__ Payroll Deducted Weekly Rates
r the all benefits in Section C will be
Disability plans are underwritten by BCS

SHORT-TERM
DISABILITY 2

fedn
- $4.20 {=0

s

DYe;I mo

DYesﬁNo DYes %No
'This coverage is not available to residen_‘g§ of NH, HI, or PR. 2STD is not available 0 persons who work In CA, HI, NJ, NY, or RI.

For Term Life / Accidental Death & Dismemberment, please write in your beneficiary information. Accidental Death &

Dismemberment is part of the Term Life Benefit.

\Nemeiuly. - ~——omieo . Relgonehp
D. REQUIRED DEPENDENT INFORMATION .
" Name Social Security # Date of Birth 'Sex ' Relationship T T
p. 3 e T T | |_M—| [[] Spouse [ child[] Domestic Partner
Name Social Security # - Date of Birth | Sex Relationship
) oo 00 IMITE] [Tspouse ] child [ Domestic Partner
Name Social Security # - Date of Birth | Sex R'elétionship TS '
o ey / _/ : @ : DSpouseD Child[_] Domestic Partner
Name Social Security # Date of Birth ; Sex Relationship

!/

E. REQUIRED SIGNATURE C
I have read the benefit packet and understand its limitati

DATE s > SIGNATURE

20(7)

YOU MUST SIGN AND DATE, EVEN IF YOU DECLINE COVERAGE
pen enrollment is only available for
of coverage. -

ons. | understand that o
a limited time and | u_ndersta_nd_that-'mal_(ing no beneﬁt_seled_:ion is,a declination

1

1)

@ I:] Spouse I:I Child[] Domestic Partner

This is an Essential StaffCARE Enrollment Form.



CORPORATE MANAGEMENT GROUP

‘}.-c:-:-,,! workforee management & 5_."(.?{{.1;-{3 experts”.

Drug & Alcohol Testing Consent Form for Applicants Who Have Received a
Conditional Offer of Employment — MRO

Acknowledgement Receipt

| acknowledge that | have received a job offer from Corporate Management Group (CMG) conditioned upon
my submitting to and passing a drug and alcohol test. | have also received, read and understand Corporate
Management Group'’s Policy and Procedure an at —will basis and that this policy does not alter the at —will
nature of the employment relationship.

I herby agree to submit to drug and alcohol testing under the Company’s policy.

| also understand that test results and other information acquired in the drug and alcohol testing process
may be disclosed to and discussed with a Medical Review Offices (MRO). | herby consent to such test
results and other information being disclosed to and discussed with an MRO.

pate: L L 1=\ /M4¥n42$§£5kuﬂg2

- EmployeSignature

ela &ef \L\KC\qu_

Employge fiame (Printed)

Date: \\‘q' Y:} i V\Rﬂ%

Witness Sign-ature

haote Rideey

Witness Name (Printed)




TEST RESULTS REGORD
Tmmmmwm_ﬂﬁm_mmmw

. GOMPANY INFORMATION

Employss 1D,

nmrme@

Type of identification Pravided: (3 Driver's License D Employes Phato LD. Q1 Other
Pesson for test: ﬁl’rwmmwmem OlRapdom [ Reasonabls capse () Post-acsident () Ofher

. GERTIFIGATION

lmymmmmmmammwmmmmmwmmmmmmmm
. pBrmigs the testing of my-snecime fvrdmgmmholltasandam

m—— Date/ Tie
hreerii mlwmwmaspmmmnymmmmwmwmmnmmtwmmw
[ 17-17 [lam
Colleclir signatre
Leboratory signaturs Data / Time received
TEST RESULTS DREn il e foave,
Alcoho! AC Q@ o Q
Time interpreted Buprenorphine BUP Q Q Q
Benzodiazepine 320 Q a Q
neotts secinen sanples e of Devica Coceine ey B e
om md,e mf""‘ onthe EDDP 21 = o Q
Mrijpana THC Q in | 2
Methadone MID a =] Q
Methamphetamine MET o Q i |
Opiates OPi Q Q m]
) <VOSIRATKNPORIB> () me OXY oF Q 9
S ——— Phencyciidine PGP Q a a
Cut aut this panel to Lab sxtraction poris o Q ]
copy or scan msulis 0 Q Q

Notes / Comments
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