PO Box 46270
Minneapolis, MN 55344-8956

Tel: 952,835.1288

www.esgstaffingsolutions.com

sployer selutions siaffine eroug.

LY

New Hire Application
Personal Data~ PLEASE PRINT LEGIBLY IN INK

- -~ :
LastName__ <D STO FirstName__ O '\)/ Middle lnltlalﬁ_

Strest Address k74 iﬁ() Aue Aptiste it 2
City/StateiZip Mewrzelt Nna 55 255 Social Security Last Four J00t3x- S 490

Phone Number _(;(2. 7oL 7232 EmmnA;?:lzaaggfbk(‘@ G onait - Com

Staffing Agency/Recruitment Partner Zon €

Are you legally authorized & work in the Uniled States of America? ZlYes CINo

Applicant Cortification and Authorization
| authorize Employer Solutions Staffing Group (ESSG) to usa the information and statements contained in this application to determine my
quelifications for employment. | authorize ESSG to make inquiries of my former employers, excopt as indicated In this application,
regarding my previous duties, responsibllifies, performance, compensation and eligibifity for rehire.
| understand that @ comprehensive background check may be canducted 1o determine my eligibiiity for hire by certain clients of ES8G,
This may Include but Is not fimited to, Investigations of criminal and/or conviction records, driving records and/or a drug screen test as
required by ciients, government regulations or by ESSG policies,
| release ESSG and other persens or entities from any claims that might be based on ESSG's decision to conducta background check.
| certify that all statements mads in my applicafion are trus and accurate and that | have not omitted any material information or provided
Talse or misleading Information. | understand that any matenal omission or misrepresentation will result in my disqualitication from
consideration for employment or, if discovered after | begin employment, wilt result in my termination.

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

T;ﬂ\/ SoTo % W Tg/ﬂ;Z/(g'

Name (Prntor typey - Applicant's Signature
A copy or facsimile {"fax") will ba considered the same as an original signature. Emall will ONLY be used for employment correspondance
For ESSG Office Use Only
POH NRW 14 8850 w4
Emergenoy ContactInfo | Backaround Release Form Background Results Unemploymeant Lettar ESC Application
{It applicahia)
For ESSG Client Use
DOH ROP __ _  __ {WorkSite Lag. WC Cods

ESSG - CMG-NSTW4 Rev. 04/2017
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Direct Deposit/Payroll Debit Card Authorization

Empluyees have the option of receiving wuges by Direet Depositaad/or Payrol] Debit Card.
If you do 1ot nrovide a witien election, wages will be paid by Payroll Debit Card.
I SECTIONTI  BASIE INEORMATION _
| loyie Nome SSN# (last 4 ) .
SECTION 2 CANROLE ELEGTI O
Direct Deposit (Plcase compete Scetions 3 and § below)
)| Payroll Debit Card (Ploase cumplete Sections 4 and $ below)
TION 5 BIRGEET BDEPGSIT

Update Bank Acconnt

Effective Date

]

[] Paper Chock (Option avaslabic to GA NH and N¥ residenss ontvy

Notes Direct Deposit accounts may tak 4P fo 7 days fo be activated,

; : lundexstauandaclmm'ladgethatmdouotpmvldea

Buuik Ninn: vaided check with this direct deposit form, 1 am |

Touge responsible for any delays in payroll or extra costs '
' incurred if the acconunt number that 1 provide is incorrect.

Acconat?

Accout Tvpe:  [L) Choukinf T Sovings[Cloawr .. ____| Initial Da

. 'sl‘ohclpnsam&dnldnganm,pleasemwchawpyoramidvdchak.(adqmmlipmm:mtwnrlo
[ ¢ Wymchangsbanks, donof clost your odd bunk 2ccoun until your direct deposit hue stated sa. the new bauk, which may ke 2 pay perinds.
CSECTION 4 PAYEDLD DER v CARD

Fedmllawuqnircsauﬁnancialimﬁmﬂonsmom.vm.wdncmdinﬁnmlonﬂmidmﬁﬂesmchmonwhonmanxmmn.hmderw
requcsta?ayrolll)ebitcmfuryou,wmustpmvidaallofthefoﬂowmgiuﬁmmﬁmﬂnnm’uenabletheﬂunncialhmﬁmﬁnnmidanﬁ&mlf
you do not subrait a Disect Deposiv/Payroll Debit Card Authorizpian, BSSG will provide the secessury information and issug you a Puyroll Debit
mmp@&um&memmmmanmymymmMﬂemmidauﬁﬁouﬁoninfmmaﬁmsothcym
varify your identity.

Ecceptfmthemuﬁngandacwuntnmnber.ﬂssedoumthmaccm toanyhvﬁmnuﬂonmgmﬂingyowl’aymn Debit Card account or
mcﬁom.mym&mmday.mmmmymm oll Debit Curd, and a packer contsi

Payr packat contsiniug all of the terms and conditions, Yo will
then sign acknowledging that yon received the Payroll Debit Card and packet. Yaur Payroll Debit Card

will be relonded an each payday yon receive
wages,
CARDHOLDER INFORMATION (as vouwant yyour Payroll Debit Card (o be issucd)
Firgt Nome T ML Last Name _» | Dats of Birth
0 ~nJ ‘ e $57e ! /2 /4¢
Streot Address (o pux NuT ACTTaBLE) P - | Social Sceurftys |
1578 o 417 37 £49.
City | Stute Zip | Ceall Phone {mobils) .
N(é.ﬂog_ﬁ‘r I A~ S8 £8 i S1--204 JTET

RECEIPT OF PAYROLL DERIT CARD (to be completed when you pick up your Payrol! Dbt C'!mt[)
|L Payioll Debi Card Routing & Payroll Dbt Curd Account & gg:'b__l 0RO i 80

{1 Bave recwived my Pasyol Deblt Card, welcome brachure, progeam fees. prbg?.mt terns, conditions. and disclosures. By activaling my Payroll Debli Carg,
|] amn agreeing Lo the program terms, condifions, and disclonmes that ure included or made availobls 1o me from time to tme fiom ihe finaneial wstrtution, § l

| authorize the financial instinmion to debit my Payroll Deblt Cand soconat for the fees desevibed in the fee schedule thal fs part uf the proganm tevms, [
{conditions, and disclusures,

] |
Employee’s Sirnature:

|
| %J’ Vi Date: 8//22/[.5’
SECTION 5 AUTHORIZATION

{Tanthotize BSSQ 10 directly deposit my perindic wagesicompeusition payreants, net of Tequired (i withboldings, other required withholdings
o authorized dednetions, into my acconnds) as desigeated above and 10 tnitiate. i necussary, debit entries and adjustmentsfor any eredit gntres
rade i errur to my accoumys), * E-mall is required for pay stub information,

“E-mail:_ Ty S Ta le L - @ j'v\q”_ataa.
! tlﬁsinfomatiopwﬂlon]ybeusedtosendyourpaystu‘bselectmrdcally

:L Employee's Signature: m . Date; 22/ (% |




Form W4 (2018)

Future developments. For the latest
information about any future developments
rejated to Form W-4, such as legislation
enacted after it was published, go to
www.irs.gov/Form\W4.

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

Exemption from withholding. You may
claim exemption from withholding for 2018
if both of the following apply.

[For 2017 you had a right to a refund of all
federal income tax withheld because you
had no tax liability, and

[EFor 2018 you expect a refund of all
federal income tax withheld because you
expect to have no tax liability.

If you're exempt, complete only lines 1,2,
3, 4, and 7 and sign the form to validate It.
Your exemption for 2018 expires February
15, 2019. See Pub. 5§05, Tax Withholding
and Estimated Tax, to learn more about
whether you qualify for exemption from
withholding.

General Instructions
If you aren't exempt, follow the rest of
these instructions to determine the number
of withholding allowances you should claim
for withholding for 2018 and any additional
amount of tax to have withheld. For regular
wages, withhoiding must be based on
allowances you claimed and may not be a
fiat amount or percentage of wages.

You can also use the calculator at
www.irs.gov/W4App to determine your
tax withholding more accurately. Consider

. W4

» Whether you're entitled to claim a aertain number of allowa

using this calculator if you have a more
complicated tax situation, such as if you
have a working spouse, more than one job,
or a large amount of nonwage income
outside of your job. After your Form W-4
takes effect, you can also use this
calculator to see how the amount of tax
you're having withheld compares to your
projected total tax for 2018, If you use the
calcutator, you don't need to complete any
of the worksheets for Form W-4,

Note that if you have too much tax
withheld, you will receive a refund when you
file your tax retum. If you have too little tax
withheld, you will owe tax when you file your
tax return, and you might owe a penaity.
Filers with multiple jobs or working
spouses. If you have more than one job at
atime, or if you're married and your
spouse is also working, read -all of the
Instructions including the Instructions for
the Two-Eamers/Multiple Jobs Worksheet
before beginning.

Nonwage income. if you have a large
amount of nonwage income, such as
interest or dividends, consider making
estimated tax payments using Form 1040-
ES, Estimated Tax for Individuals.
Otherwise, you might owe additional tax.
Or, you can use the Deductions,
Adjustments, and Other Income Workshest
on page 3 or the calculator at www.irs.gov/
WA4App to make sure you have enough tax
withheld from your paycheck. If you have
pension or annuity income, see Pub. 505 or
use the calculator at Www.irs.gov/W4App
tofind out if you should adjust your
withholding on Form W-4 or W-4P.
Nonresident alien. If you're a nonresident
allen, see Notice 1382, Supplemental Form
W-4 Instructions for Nonresident Aliens,
before completing this form.

Separate here and give Form W-4 to your employer. Keep the worksheet(s) for your records.

Employee’s Withholding Allowance Certificate

nces or exemption from withholding is

Specific Instructions

Personal Allowances Worksheet

Complete this worksheet on page 3 first to
determine the number of withholding
allowances to claim.

Line C. Head of household please note:
Generally, you can claim head of
household fifing status on your tax return
only if you're unmarried and pay more than
50% of the costs of keeping up a home for
yourself and a qualifying individual, See
Pub. §01 for more information about filing
status.

Line E. Child tax credit. When you file
your tax return, you might be eligible to
claim a credit for each of your qualifying
children. To quallfy, the child must be
under age 17 as of December 31 and must
be your dependent who lives with you for
more than half the year. To learn more
about this credit, see Pub. 972, Child Tax
Credit. To reduce the tax withheld from
your pay by taking this credit into account,
follow the instructions on line E of the
worksheet. On the worksheet you will be
asked about your total income. For this
purpose, total income includes all of your
wages and other income, including income
eamed by a spouse, during the year.

Line F. Credit for other dependents.
When you file your tax retum, you might be
eligible to claim a credit for each of your
dependents that don't qualify for the child
tax credit, such as any dependent children
age 17 and older. To leam more about this
credit, see Pub. 505. To reduce the tax
withheld from your pay by taking this credit
Into account, follow the instructions on fine
F of the worksheet. On the worksheet, you
will be asked about your total income. For
this purpose, total income includes all of

OMB No. 1545-0074

2018

m wu?smw subject to review by the IRS. Your employer may be required to send a copy of this form to the IRS.
1 Yourfirst name and middle initiat Last nam 2 Your soclal security number
T -
Ionyy R ot 9 it 37 S4qg,
Home address fnumber and street or rural routs) — ;E[smgle [IMaried  [T] Married, but withhold at higher Single rats.

1676 uTh o K7

Note: if manried filing separately, check "Married, but withhold at higher Single rate.”

City or town, state, and ZIP cade
€ a l?'r M n

§¢.¢<

4 If your last name differs from that shown on your sooial security card,
check here. You must call 800-772-1213 for a replacementcard. > []

§  Total number of allowances you're claiming (from the applicable worksh

6  Additional amount, if any, you want withheld from each paycheck

7  lclaim exemption from withholding for 2018, and | cert
[Ellast year | had a right to a refund of all federal income tax withheld beca
[3his year | expect a refund of all federal income tax wi
If you meet both conditions, write “Exempt” here .

eet on the following pages) . . . [5] |

ify that | meet both of the following conditions for exemption,
use | had no tax liability, and
thheld because | expect to have no tax liability.

6%

S|

Under penalties of perjury, | declare that | have examined this certificate and, to the b

Ko AL

Employee's signature
(This form is not valid unless you sign jt)»

est of my knowledge and belief, it is true, correct, and complete.

Date » g]‘z\"’- /(?

8 Employer's name and address (Emploser: Complete boxes 8 and 10 if sending to IRS and complete 9 First date of 10 Employer identification
boxes 8, 9, and 10 if sending to State irectory of New Hires.) employment number (EIN)
For Privacy Act and Paperwork Reduction Act Notice, see page 4. Cat. No. 10220Q Form W-4 (2018)
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ANTHONY mcHARQ §0T0UR
(2T ARBORLN "= 270
 FARMINGTON, MN 65086 B A

Date of Birth 11-29 ._""
Ben : Eyes ,C_l:!q "é: (i
=M HZL ID-"~ s
'Holom Weight: 2 ‘5 -

J510104998306 Tt

185 r
\peueo 022018 %2 ixign,isl 1‘1-29-2020
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FULL NAME

DATE OF BIRTH
TIME
PLURALITY

SEX _
PLACE OF BIRTH

PARENT

NAME PRIOR TO -
FIRST MARRIAGE

‘ DATE OF BIRTH
PLACE OF BIRTH
PARENT |

DATE OF BIRTH
PLACE OF BIRTH

. AMANDA L. SOTO *

CERTIFICATE OF BIRTH

STATE FILE NUMBER

ANTHONY RICHARD SOTO JR.

NOVEMBER 29, 1999
01:06 AM

SINGLE (1)
REGIONS HOSPITAL

SAINTPAUL  RAMSEY - MINNESOTA

MOEN |
FEBRUARY 08, 1979
MINNESOTA
ANTHONY R. SOTO
MAY 08, 1976
WISCONSIN -

1998-MN-062549

ANY AMENDMENT MADE PRIOR TO 08/10/2000 FOR THIS RECORD IS NOT NOTED ON THIS CERTIFICATE.

THIS IS A TRUE AND CORRECT RECORD OF BIRTH REGISTERED IN THE MINNESOTA OFFICE OF VITAL RECORDS.

REGMAA A

62A-000758808

ISSUED: DECEMBER 08, 2017

TRHIS CERTIFICATE IS VALID O
SECURITY

FILED;

Wl byl

Molly Mulcahy Crawford
STATE REGISTRAR

RAMSEY COUNTY DEPT. OF PUBLIC HEALTH

NLY WHEN PRINTED ON OFFICIAL WATERMARKED

PAPER WITH A SECURITY THREAD AND STATE SEAL OF MINNESOTA. B

MR&C Certificate ID
10875020

DECEMBER 17, 1899

-



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

TSCis
Form 1-9

OMB No, 16150047
Expines 08312010

P8TART HERE: Read nstructions carcfully before completing this
during completion of this form. Employers are able for errors in the
ANTLDISCRIMINATION NOTICE: it is illegel to diseriminate
document(s) an empioyee may presant

fo establieh employment autharization
an Individual bacause the documentatio

n prasenied has B future expiration date may also

form. The instructions must be avallabls, efther In paper or electronically,
complstion of this form.

against work-euthorized

individuals. Employers CANNOT specify which
iﬂauﬂty.ThamfusaltnhireorMmtoemploy
constitute ifegal discrimination.

and

ection 1. Employee Information and Attestation (Employess must somplete and sign Section 1 of Form I-9 o fafer |

{han the first day of employment but riot bafore acoepﬁpg a jo_b offg(_.J Tl

Last Name (Family Noms) iﬁmName (@ivan Name) [ Middle initial | Other Last Names Used (7 any)

SaTo L Ton/ . K
| Address /Straet mmwwnmﬁ,k Apt Nufnber | City or Town ;Slata ZIP Cotle
1674 W™ pge “Z | Nes20?N  |~p | 6S0€S

Date of 8irth (mmAseiyyy, U.8. Social Secwity Number | Employes's E-mail Address Employes's Telephona Number ﬂ

| /24 l4a Eﬂ'!_]_ﬁ‘[“"irl'i‘]ﬁa. Tory S5 hdGron L1 205 T
¥

| am aware that faderal law provides for imprisonment and/or fines for
connaction with the completion of this form.

latte,st. under penalty of perjury, that! am {check one of the following boxes):

false statements or use of false documents in

2 1. A citen cof the Uniied States

() 2. A noncitizen naionsl of the United States (Soe fmafrvciond

3. Alawhil permanent resident  {Alien Registration NumbetUSCIS Numben):

g4. An allen guthorized to work  unti) {expiration date, if applicable, mmiddiyyyy):
Some allens may write “NFA" in the expiration date feld. {See inshugtions)

Aliang authorized fo work must provide anly one of the following dacument numbere to complete Form 18;
An Alien Reg/siration NumberUSCIS Numbar OR Farm /-84 Admissien Numbsr OR Foreign Pagsport Numbsr, |
1. Allen Registration Number/iSCIS Number:
OR
2. Farm |-94 Admission Nurber:
OR

3, Forsign Paasport Number;
Country of Issuance;

8780 0m ot i 20 g

QR Coda - Secton 1
Do Mot Write In The Space

Signaturs of Employes

Rl oas ”

Today's Date !mm/d% 22 ( (;V

Preparer andlor Transiator Certification {check one):

| did not uge aedpraparer or transiator. @ A preparsr(s) and/or transiator(s) asslsted the ampioyee in completing $ection 1.
ields below must be completed and signad when preparers and/or transiators assist an employee in completing Section 1.)
I uttest, under penaity of perjury, that | have assisted in the completion of Section 1 of this form and that to the hest of my
knowledige the information is true and corract,
Signeture of Preparer or Transiator Today's Date (mm/ddiyyyy)
{L.ast Name Family Name) First Name (Given Name)
Address (Sirest Number and Name) City ar Town State ZIP Code

@] Employer Completes Next Page @

Form 119 071717 N

Page | of' 3

¢T



Employment Eligibility Verification USCIS

Departmeut of Homeland Security oml: gﬁcfgm,
U.S. Citizenship and Immigration Services Expires 08312019

{8ection 2. Employer or Authorized ﬂepreéentaﬁve Review and Verffication |

(Employers or their authorized representative must gomplate and sign Section 2 within 3 busingss days of the employee’s first dag of employment You
ag listed on the "Lists

must physically examine one dacument fram List A OR & combination of ane document from List B and one document from List
of Aoceptable Documients )

Employse info fram Ssstion 1 |

Name) i

ListA 0l ListB
identity and Employment Authorization Identity

[Document Ttie ]

Issuing Authorily
Document Number

Expiraion Date (7 any)im nidlyyyy)

Dacument Title S

Eissuing Authurity Additional information . rﬂ?ﬁi.&ﬁrﬁ"‘;&

| Dogumsnt Number N "

"Expiration D&t (f anyimmveyyyy)

; Dacument Titie

lsaumn Autharlty

[Document Number

:L'Expﬁadon Dato (i any)mmidclyyyy)

Certification: ] attest, under penalty of perjury, that {(1) | have examined the document(s) presanted by the above-named employss,
(2) the above-listed document{s) appear to be genulne and to relate to the employee namad, and {3) to the best of my knowiledge the
employes is authorized to work In the United Statss,

The employee's first day of employment (mm/dafyyyy): OB_

1L MU0
r Authorized or Crganization Rame

;. AL | :‘E‘vﬂ EMPLOYER SOLUTIONS STAFFING GROUP LL(: |

| Employer's Business or Organization Addrass (Strest nd Nams) | Chy or Town State  [zIp Gode '

| 7480 FLYING CLOUD DRIVE  SUITE 200 ! EDEN PRATRIE MN l

i

Section 3. Reverification and Rehires (To be completed and signed by employer or authonzed representative )
A New Name (if appiicabld) : [B. Date of Rehirg (Fagplcahie)

Lest Nars (Family Neme) First Name (Glven Name) TMiddi ke Date Gmmiidiyyy)
©. If the employee's previalis gram of employment authorizaliph Nes expired, provide the INFanmatisn far the décument or fecelpt (haf esfablishes

gontinuing employment authgrization in the space proyiddq bilow.
Dacument Titie Documeant Number Expustion Date (if any) {ramriglyyyy}

1 attest, under penalty of perjury, that to the best of my knowledge, this employee is authorizad to work in the United 8tates, and If
the employee presented document(s), the document(s) | have examinad appear to be genulne and to relate to the individual,

Signatura of Employer or Authorizesd Representative | Today's Date (mmlddlyyyy) Name of Employer or Autharized Raprasgeniative

Form1-9 071717 N Page 2 of 3



EMPLOYER SOLUTIONS STAFFING GROUP
BACKGROUND CHECK AUTHORIZATION

ra D .
Employee Name: ___| o~ \/ ﬁ Whe (A Sio
{First) { {Middle) ({Last)
Former Name(s) and Dates Used: A Ay Ay

Current Address since: 2( - Z& 1] 675 Bll Ao e BT A $5=-5S

{Mo/¥r} {Street) (City) {State/Zip)
.
Previous Address From: 29 |7 - Zelg 1575 I\ 'M PeTB2 4555
{Mo/¥r) [Street) (City) {State/Zip)
Previous Address From:
(Mo/¥r} {Street) (City) {State/zip)

Social Security Number: q—?’ 37 g"ﬂ!g DOB; “/ Z q /4 4
Phone Number: _blz Zat TT8T
Driver's License Number/State: J Slol 4aq 3 ob

The information contalined in this application Is correct to the best of my knowledge.

I hereby authorize Employer Solutions Staffing Group, LLC end its designeted agents and representatives to conduct a
comprehensive review of my background causing a consumer report and/or an Investigative consumer report to he
generated for employment purposes. 1 understand that the scope of the consumer report/ investigative consumer
report may include, but is not limhted 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 eny other public records.

lHurther authorize any individual, company, firm, corporation, or public agency to divuige any and al} 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 ali information received from this autharization in a confidential
manner in arder to protect the applicants personal information, including, but not limited to, addresses, social security
numbers, and dates of birth.

Signature: % J)Jd/’/ Date: g/ 22/ &
Notice to CA, MN, and OK Residents:

Please check the box helow If you wish 1o receive a copy of a consumer report that is requested,
3 wish to receive a copy of any Background Check Report on me that is requested.




EMERGENCY CONTACT INFORMATION

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

Employee Name: Ton SoTo
Addsess: 1S 75 s L e AtnfpofT N0 £S.SG
Home Phone: 4[ ,z 20f 7757
EMERGENCY CONTACTS
Please list two people (in priority order) who could be contacted in case of an emergency
Contact #1 Home Pbone:
Name: 17{9/ TZ!'\Y Cell Phone: Ag’ {av‘—c 57'7
Relationship: Work Phone:
Contact #2 Home Phone:
Name: Cell Phone:
{Relationship: Work Phone:

Additional information you want E

of an emergency:

mployer Solutions Staffing Group and our clients to know in the event

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




| eRd POr O = o -
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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 fo any other person or company, and confidential or
proprietary information or know-how related to the business of the employer.

In view of the difficuity 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.

E;ﬁpioyee Signature

Employer Solutions Staffing Group LLC, Representative




L
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INJURY MANAGEMENT PROGRAM

Injured Worker's Responsibilities

As your employer, we are concerned about your full recovery. Reasonable and
necessary medical care will be paid for any compensable work injury. Medlcally
authorized time away from work will be reimbursed in accordance with the State
of Minnesota workers’ compensation laws. Wherever possible Iight 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 heaith care providers. Discuss with your empioyer any change in health
care provider.

Attend all scheduled appointments. While on physical limitations, visits should
be a minimum of once every two weeks. Failure to have current medical support
for disability may result in termination of benefits, Schedule your next
appointment immediately 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 wesks. M.R. 5221.0420 requires that your physician
cooperate with returh to work planning and that Yyou be released to retum 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 physieally 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
retum to work. Contact your employer a minimum of after every visit with your
primary health care provider. Keep the claims representative advised of your
status, :

Notify vour emplover | iatelv of any new injuries or conditions that impact
your physica! condition.

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

| have read my responsibilities and agree to abide by these guidelines.
Signed: WJ M

Printed Name: 1704)( =)




T e gl g b i o e

Important/Importante
LOST OR STOLEN PAYCHECKS

If a paycheck is lost {missing, misplaced, destroyed, lost in the mail, elc.), you
must notify your staffing recrulter 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-
jssue the check. Once you have done 80, 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 corrao, etc), usted debe notificar a su reclutador de personal que el cheque no
$e puede encantrar. 8i se puede verificar que el cheque no ha sido cobrado,
ESSG se detendra el cheque de pago y reemitir el cheque a ustad, descontando
un cargoe 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 cobrada y si la pérdida del cheque
no fue su culpa, ESSG emitird un nuevo cheque y no hay cuota se deducira.

AGREED/SE ACUERDA—
Name/Nombre (con letra de molde): %\/ 50'To

Signature/Firma: qﬁ@/ St
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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 ar to telephone
Employer Solutions Group (ESSG) 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 WOREPLACE 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 dangercus work environment, I will immediately contact
my supervisor, manager, director or ESSG’'s Safety Director at
952.835.1288/1.866.496.7578 in order to obtain assistance in the resolution of such
matters. i

Employee Name (Please Print)
/‘;J'\)L §0\O

Employee’s Signat_ure:

W{ @ Date: {/Z-Z/’j%’




Pre-Screening Notice and Certification Request for

Form
{Rev. Marsh 201€) the Work Oppo,rmnlty Credit OMB No. 16451500
R Rt le=y | |uformation about Farm 8850 and s separats instructions Is at wwiw.irs.gov/fomms6sn,

Job applicant: Fill in the fines below and check any boxes that apply. Complete only this side.

Yourname _ ~ 0\«.\/[ Sdio Sockal security umber> &) [T 37‘51;[4,
Strest address where you live 1575 10 7hH Ao Newrgo ™~  nn 5% 5S
City or town, state, and ZIP codle

County Lrses Lo rﬂﬂ Telephone numbsr éﬁ Lo LT5T

It you are under age 40, enter your dats of hirth (month, day, year) “Z 29 z QQ

1[I} Check here if you received a conditional certification from the state warkforos agency {8WA) or a participating local agency
for the work opportunity credit,

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

* 1 am a member of a farnily that has memdassistanoefromTemporaryAsalstanoeforNeedy Families (TANF) for any 9
months during the past 18 months.

* lam a veteran and a member of a family that received Supplemental Nutrition Assistance Program (SNAP) benefits (food
stamps) for at least a 3-month pericd during the past 15 months.

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

* lam &t least age 18 but not ags 40 or older and } am amember of a family that
a. Recelved SNAP benefits (food stamps) for the past 6 months: or
b. Received SNAP benefits (food stampe) for at [east 3 of the past & months, butis no langer eligible to recsive them.

* During the past year, | was convicted of & felony or released fram prison fora felony.

* | received supplemental security incoms {S8)) benefits for any month ending during the past 60 days,

* lam a veteran and | was unemployed for a period or pariods totaling at least 4 weaks but less than 8 months during the
past yaar.

<] Check here i you are a veteran and you were unemployed for a period or periods totaling at Jeast 6 months during the past
m’

4 Cheok here if you are a veteran entitied to compensation for a service-connectad disability and you were discharged or
released from active duty in the U.8. Armed Foroes during the past year.

5 m Check here i you are a veteran entitied to compensation for a servies-connected disabllity and you were unemployed for a
~ period ar periods totaling at least 8 months during the past year,

Cheok hera if you are a member of a family that;
* Receivad TANF payments for at least the past 18 months; or
* Received TANF payments for any 18 months beginning after August &, 1897, and the earfiest 18-month period beginning
after August §, 1897, ended during the past 2 yaars; or

* Stopped being eligible for TANF payments during the past 2 years because faderal or stats law Jimited the maximum time
those payments could be made.

-

Check here if you are in a period of unemployment that Is at least 27 consecutive weeks and for all or part of that period
you recelved unemploymertt compensation.

Signaturé—Ail Appiicants Must Sign

Under panalties of perjury, | declare that {gavs the aboya infarmation o the smploysr on or before the day ! was oftered a job, and it fs, to the bast of my knowletige. trus,
conaet, sand gomplete,

Job applicant’s signature » Date
For Privacy Act and Paperwark Reduction Act Notice, see page 2. Cat. No. 22851L Form 8850 Rev. 3-2016)




U.S. Department Labor OMB Contirol No. 1205-0371
Employment and Training Administration Expiration Date: Janvary 31, 2020

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

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

Under penalties of perjury, I declare that this {nformation is true and correct to the best of my
knowledge,

New Hire’s Signature: W A pate 4(Z2( (=

/
New Hire Name: ,0’\\/L iﬂ ] O

Social Security Number: QI7 37 4440
Employer Name: '

Please check the statements below if they apply to you,
L0 1declare 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, '

B 1declare that | have been in a period of unemployment since

(Enter start date)

Privacy Act Notige: . :

The intemal Revenua Care of 1886, Seclion 51, &s amented and 7s anaciing legisiation, P.L 104188, specify that the Siate Workoree Agencies amthe
*designated” agencies responsible for asdminisierding the WOTC castification procedures of Shis program, The infomrafion you have provided complefing thls
Hmwi bedisnhsadbyynuranﬂnyertaﬂwStalaWnﬂdnmAgency. Provision of this information i voluntary; however the infonmaion is required fo
detenmin your employer's efgToifty for the faderal tax credt,

i R L P VY Mhandd o B R LT P PPy IR OT W N4 B 1 S e e 4 b oo com o b A - B

Public Burden Statement:

Pessons are nol requirsd {o respond to this collestion of inforrnation unjess itdispiays a curantly valid GM B.conirol number, Respondents' ohiigation i
complsta this form s 7equired to obtain or retain benels {P.L. 111-8). Public reporing burdanis estimated fo avarage 40 minules pet response, including the
trmafor reviewing instrupions, sesrohing existing daxawuwas,gaﬂﬁraauﬁw&umhhyﬁwdahneaded. and complefing and reviewing tha collecion of
Informetion. Send comments reganding this burden estmate tothaU.S. Dopariment of Labor, Division of National Programs Tools Teshnical Assistance,
Room G-4610, Wasfington, D.C. 20210 {Paperwork Reduction Projact 1205-0371). Please do notsubmit completed forms fo fhis address,

117-

ETA Form 9175 (Rev. November 201 8)



DRUG AND ALCOHOL
TESTING CONSENT FORM

1. | have been allowed to read and inspect & wiitten copy of ESSG policy on
drugs and alcohol.

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

3. I hereby voluntarily consent to ESSG, or its health service providers, or
other persons or entities acting for or with them, to collect a body component (blood,
urine, breath, or any combination thereof) from me for testing for alcohol and/or drugs. |
understand that the laboratory selected by ESSG may conduct testing and other
analysis on the sample provided by me. | further voluntarily consent to the laboratory’s
disclosure to ESSG of the results of my drug and/or alcohol test and other information
related to the test.

e G

Individual's Name

M Bl2lg

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



Enhanced MEC Plan 1

RER Tl SEVY ST bt
Senchils Enro ment Form Emaleve Rehine  Rehirs Thate _ N

Y17 37 4410

.&ddrasis 7 S 4 t ‘ City Stota 1<ip Cods
*‘\lb | &
Gondor 11 Wale | Marital Status [¥] Single | Dats of Birdy | Pato of Hire
[] Fomala |[] maries Diyoread W /24 [a &

Phone Number: /c iz | Emaill Address. ‘
Please Select Desirad Co ééage:

f@] Employee Only - Employee-l-Spouse --@Employee-l-cmld(ren) - %Famify -

$24.00/Week $38.00/Week

$38.00/Week

3.00/Week

[ Social Seourity # | Birth page | 39K Ralationship
| .
eI g Al -[ Nl spouse L] cawa [J
S, o s e g} ‘ Famale Dumestic Pairtner
" " iy — o . . S —— io— - —
Secal SeouriyR | Bithoate | Som | Relatlonship
5 e : | [ ree | spouse [] cous L]
i ma ML LestName j' Famala | [] Deomestic Partuer
Deggndant ; L BAE : : g ;
! Socta Sogunty s | Birth Data ] 8ax i Relatioaship
: : T Ll Vel i e cmzaD
. e o ol : D | pu Domsstic Fartasr
0*116FwﬁfﬁﬁMinﬁﬂ_Wﬁﬂﬁba_E'M@mﬁ M T

NAME DF PERSON COVERED [FIRST, LABT)

EFF. BATE
EFF. DATE
| EFF.DATE
Emltyer Aclopwisdoetient 207 fuihorzation - } horaby opply for the group benafits) us indicated, | acknowledge that all entrlss are trus and complate and that

any misstztements or failure to report Information may b used as the hasis for canceflation of coverags for mg and my tlependont{s), if any, from the original
wifectiva date. Further, f authorize my employer to make the necessary payrall deduction of premiums for covsrages | have elected,

IF ENROLLING - YOU MUST SIGN HERE

Employas Signature Bate

EMPLOVIES DSELINISG i am DECLINING coverage

lunderstand that | andfor my depandants, If any, waive any coverage and desire o participate in the pian ata later date, Ivve may be considered & late enroliee and
must meat the requiraments defined in the Cartificate Af Covarage for the company's medical or Hantal plans, If1 deeline anrolimant for myself ar my dependents
{including my spouse) basuuse of other sovaagn, I may, In futum bae able to anrolt mysolf or my dependeiis in this plan, provided 1 fequest anraliment within 3¢
days aftar the other covarage ends. In addition, if new dependant relationship forms es a resqlt of martinge, birth, adoption, placement for adoption of garting suit
of adoption, [ may be ablato enroli myseif or iy depandent, provided | raquest enrolimant within 31 days of the avent.

IF DECLINING- YOU MUST SIGN HERE — e anl
Data

Employee Signature

Employer Solutions Staffing Group Health Barefits Team
PO Box 48270
Minneapolis, MN 55344
Phone: £52-787-9518 Fax; 852-787-0515
Ermail: Health@emp!oye‘rsoluﬂsnsgroup corn



Form A (rev. 03/2017) TAX CREDIT QUESTIONNAIRE . = | |2 (3TAX

E Spoecielists in 7aX Credit Administration

EMPLOYER SECTION:

| Location: Position: Starting Wage: $
EMPLOYEE, SECTION:

Name: Last Name: Suffix: Street Address: Vil City/State: 3
T ST 1696 “ A NMevge ST Z?SaSs
SS#: Date of Birth; Age: Have you worked for | Ifyes, location:
' ! this l@nt’
417 37 4au0 | N 12 /44 | LY | Va0

Please complete all questions, and sign and date the form. Yes No

1. MWaveyou or has anyone living with yon recelved Temporary Assistance to Needy Familjes {TANF) @)

at any time since August 5, 19972 (ryes Pleass provide information below:)
Name of the persem receiving bunefits: ___ Relatfonship toyow, _____
City: . Comnty: ____ State:

et

2. Haveyou or has anyone living with you received Food Stamps (SNAP) at any time during the past 18 months? O
{¥f yes, please provide information helow:)

Name of the person receiving benzfits: wuee. Relatinshiptoyou:
7 County: Stater ____

E 3. Have you received Supplemental Security Income {SSI) at any time withtn the past 3 months? O
i Please uote. this is not the same as Social Security benefits (SS) or Social Security Disability (SSDI) bensfits,
YU you checked yes please provide a copy of your SST documernasion,

Ul e

4. Have yon recelved any type of vocational rehabilitation services within the past two years? O
Ifyes, please indicate which tvpe of agency you worked with and provide sheir focation information balow:
[ Vocationat Rohabilitation Agency L] Dept. of Vetorans Affsirs [T Employment Notwaric (Ticket to Wark Program)
Name of Agoney; ____ Phone# —
City: County: ___ .. Stter ___
*Wfyou checknd yes please provide o copy of yeur active Individual Work Plau and Ticket to Hork documentation,

@]

S, Areyou s Veteran of the U.S, Military? *ifves, please provide o copy afyour DI-214 and letier of separation,
{IF'yes, ploase provide snformation below, I{'no, please vontinue to question #6.)

Dates of Service - From: —To
Broanch of Servieer

| Are you entitled to or are you receiving compensation for a service-connected disability?

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

| Ifyes, dates of unemployment - From: — I3
Did you recoive unemployment compensation at any point during your unemployment?
I yes, in which stts did you recefve unemployment compensation? __

Q

v,

O] © QR

! 7. Have you been convicted of a felony or released from prison for a felony conviction in the past 12 months?
Conviction Date: Relense Date;

Was this a D Federal or D State conviction? If State - County: ______ State:

e

; Adjditional Tax Credits
1EC (Native Amexican): Are y'ou ar your sponse & member ofa Native American Tribe?
Yyou checked ves plense provide ¢ copy of vour CDIB card,
CAResidents: [L] Are you the child of foster pacents” [T Do youreeeive CalWarks? [ Workforce Investment Act?
Are you 4 migrant or seasonul firm worker? [[J Have you ever been canvicted of'a misdemeanar”?
SC Residents: [[] Do you receive Family Independence Benefits?

Q

PLEASE READ, SIGN, AND DATE:
Under penaltivs of perjury. 1deciare the information abeve 1o be true and accurete 1o the bestof my knoveledge, and 1 hereby authorize any ugency, organization, or

individuals 1o sugply sueh verification or sformation that may be needed 10 detarmine tax credit aligibifity to my emplayer, employer represeniative (Associated

Cimanitants, Ine. dbar Retrotax), or the Deparnyent af Labor,
New Employee Signature: m W Date: _g/ ‘ZZ/ / 6




Fized Indemnity Medical Benefits_Plan 2

V?’- 2?931.3:" ESG-? . .’.:7-’_(:'2'}5534\1:: . ‘OCA-WOJ\ Rﬁ‘f‘e Date____’____._,_”___

ESC TUUNACMING 71 viE.2
ERINT USING BLACK or BLUH iNK (it Ba Filed O
Sozia Sacuty # Honwe Phone EQDMBD
| 7 37 Liz 208 7757 i
City teva i s Birth

2 ;
_-.mp.-o\/‘!._qg S ..55, RS (W ST T

L L i e

sennier . Yesg_}i\w‘~s plemsecomine,
Medicars Hoslih irsumanse Claim Numissr HHICh) Madicare Efactive Date

Nems of Covered Person lg):
3. 2. &

D e PR CHiOnS e Payeoll Deductad Wesiy Ratos
You MUST seloct 2 coversge level before any benefis in Sectlon C. Your eeversge level for the all benefits in Section £ will be
icantizel Tre Finad indemnity Megicel Man, Cantal Plan, Term Lfs Pign, and Shert-Term Disabiliy plzns are undeneritten Dy BCS
insurance Company: The Vision plan ig ungeny-itien by Compenicn Life Insurance Company,

smscT coveracEievaL TOONREMNTY | pevrar | vision | rerwiuss | SHORRTERW

DISABILITY 2
Employes Odly D) §ao2s | $697 |, $242 2 $0.60 ... | $e.20

Employes =1 O] $41.10 | %1226 | sas2 $0.50

Employee + Family $54.88 | s20.36 $6.56 $1.80
NO 0 ALL Bansits Olves Tve | Olves Olne | Olves Olne | Oves Olno | Olves Ol wo

o otk el gt

T P

“This coverage is not aveilekie %c residerts of N=, i, or P

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

N

R “STD is not available 1o perscns whe work in CA, HI, NJ, NY, o Rl

Relationship
Name Socel Security # Date of 3tk Sz Relatiorshi :

!
| E]:Iﬂ:ﬂ Spau;sea Child [] Domestic Partner

Name

Social Security # Date of Birth Sax lationship
7 il Spouse[ ] Chile DDomemc Partar

Name Social Securty & Date o7 Rirth_Sex Relationship
I D LT‘_EI B}Spwseﬁ Chile DDomesz?c Partner

Nama Social Security # Date of Birth  Sex Relztionghip
f7/ v} EdSpouse DChﬂe‘@ Demastic Partnar

, SIS You MUST SIGN AND DATE, EVEN 7 YOU DECLINE CoveRAGE
| have read e beneft packet and understand s limitations, | understand that 2pan enrollment is only avallable i

8 limbed ¥me and | understend thar rasking oo beriefit selection s a declination of coverage.
N

2hmm—— | P SIGNATURE

*This Plan DOES NOT Alleviate the Individual Mandate Penalty*

This 15 #n Essenual Sea¥ZLRE Enroliment Form.,



