oy W PO Box 46270
- : Minneapolis, MN 55344-9956
Tel: 952.835.1288

www.esgstaffingsolutions.com

- oo e .
arlcver solutions wef “0

1

2roup..

)

New Hire Application

Personal Data-- PLEASE PRINT LEGIBLY IN INK
—— e T —-UIDLY IN INK

Last Name _Harper First Name _Antoine Middle Inftial -
Street Addrass 5132 Vincent ave north Apt/Ste
City/State/zip _Mpls mn 55430 — Soclal Seourity Last Four XXX.20¢.
Phone Number 763-439-3771 Emall Address  TWanupnext5@gmail.com @ -

Staffing Agency/Recruitment Partner Na

2Nt are conditional upon satisfacto broof of identity and leqal abilit to
Are you Isgally authorized to work in the United States of America? @lYes O NO
Applicant Certification and Authorization
l authorize Employer Solutiong 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 duties, responsibilities, performanos, Gompensation and eligibility for rehire,

| certify that all statements made in my application are true and accurate and that | have not omitted any materia) information.or provided
false or misleading Information, | understand thet any material omission or misrepresentation will result in my disqualification from
consideration for employment or, if discovered after | begin employment, wit result in my termination,

If hired, | agree to abida by the policies and procedures of ES8G.

Antoine lemar Harper m‘n%«?m Apr27,2018

Name (Printor type) i Applicant's Signature Date
A copy or facsimile ("fax") will be considered the Same as an original signature, Emal| will ONLY be used for emplsyment correspondence
For ESSG Office Use Only
BoH ___ [ new —— e lasso — e
Emargency Contact Info Background Ralease Form Background Results Unemployment Lettor ESC Application
{if applicahle)
For ESSG Client Use
DoH ____ | Rop ——e | Work Sits Log. We Coda
ESSG - CMG-NSTW4 Rev. 0412017



Form W-4 (2018)

Future developments. For the latest
information about any future developments
related to Form W-4, such as legislation
enactad after it was published, go to
www.irs.gov/Formws4,

Purpose, Complete Form W-4 go that your
smployer can withhold the correct faderal
incoms tax from your pay. Gonsider
completing & new Form W-4 eaoh year and
when your personal or financia) situation
changes.

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

® For 2017 you had a right to a refund of all
federal income tax withhald beoause you
had no tax liabiiity, and

* Far 2018 you expeot & refund of all
federal income tax withheld because you
axpeat to have no tex liability.

If you're exempt, complets anly lines 1, 2,

, 4, and 7 and sign the form to validate it,
Your exemption for 2018 explres February
15, 2019, 8ee Pub, 605, Tax Withholding
and Estimated Tax, to leamn mora about
whether you qualify for examption from
withholding,

General Instructions
if you aren't exempt, follow the rast of
thess instructions to determine the number
of withholding allowances you should claim
for withholding for 2018 and any additiopal
amount of tax 1o have withheld, For regular
wagss, withholding must be based on
allowanoss you claimed and maynothea
fiat amount or pearcentage of wages,

You can also use the calculator at
www.lrs.gov/W4ARp to determine your
tax withholding mora accurately. Conslder

Form W"4

Dvmmmd‘lha'mmry
Intemal Revenus Barvice

using this caleulator if you have a more
complicated tax sltuation, suoh as 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 uss this
caloulator to sss how the amount of tax
you're having withhald compares to your
projected total tax for 2018, If you use the
caloulator, you don't need to complete any
of the workshests 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 fittle tax
withheld, you will owe tax when you file your
taxretun-:,andyaunﬂghtoweapanalty.
Filers with multiple jobs or waorking
Spouses, If you have more than one job at
atime, or if you're marnied and your
Spouse Is also working, read all of the
Instruotions including the instruotions for
the Two-Eamers/Multiple Jobs Woaorkshest
before beginning.

Nenwage income, if you have a large
amount of nonwage Incomes, 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 uss the Deduotions,
Adjustments, and Other Income Workshest
on page 8 or the calcylator at www.lrs.gov/
WMpptomakemyouhaveenoughtax
withheld from your payoheck. if you have
penalon or annulty Income, see Pyb. 505 or
usa the calculator st wwiv.irs, goviW4App
to find out if you should adjust your
withholding on Form W-4 or W-4p,
Nonresident alien, If you're a nonresident
alien, see Notice 1302, Supplemental Form
‘W-4 Instructions for Nonresident Alians,
before complating thia form,

Separate here and give Form W-4 to your employer. Keep the workshest{s) for your racords,
Employee's Withholding

> Whether you're entitled to claim 2 certain number of aliowances or exemption from withholting is
subject to review by the IRB, Your employer may be required to send a copy of this form to the (RS,

Allowance Certificate

Specific Instructions

Personal Allowances Worksheet
Complets this worksheet on page 8 first to
determine the number of withholding
allowances to clalm, :

Line C. Head of household please note:
Gerierally, you can clalm head of
housshald filing status on your tax retumn
only if you’re unmanied and pay more than
50% ofﬂxecostsofkeeping up a home for
yourself and a qualifying individual, See
Pub, 801 for mores information about flling
statug,

Line E, Child tax credit, When you file
your tax return, you might be gligible to
claim a credit for each of your qualifying
children, To quallfy, the chlld must be
under age 17 as of Deoember 81 and must
be your dependent who lives with you for
mora than half the year. To leamn more
about this credit, see Pub, 972, Child Tax
Credit. To reduca the tax withheld from
yourpaybytgldngﬂmlam‘ednlntoaceoum.
follow the instruotions on fine & of the
workshest. On the workshest you will be
asked about your total income, For this
Purposs, total income includes al of your
wages and other income, Including income
eamed by a spouse, during the year,

Line F. Cradit for other tlependents,
When you file your tax retumn, you might be
eligible to claim a credit for each of your
dependents that don't qualify for the child
1ax cradit, such as any dependent children
&ge 17 and older, To learn more about this
credit, sse Pub, 505, To reduce the fax
withheld from your pay by taking this oredit
Into asgount, foliow the Instructions on line
F of the workshest, On the workshest, you
will be asked aboust your total Income. For
this purpose, total Income inoludes all of

OMB No. 1545-0074

2018

our first name and middie initial

Last name

2 Your sooial sesurity number

Antoine L Harper 474-33-9547
Home address (number and street or rural Toute) 3(@)singte Manisd Married, but withhold et higher Single rate,
5132 Vincent ave north Not: If maried tfing separately, cheok “Married, but withhold at higher Single rate.”
Ghy or town, state, and ZIP cods 4 Wyour jast name differs from that shown on your sacial seourity card,
Mpls mn 55430 Gheck here, You must call 800-772-1218 for & reptacement card, »g

8§ Total number of allowances you're claiming {fram the applicable wo

6 Addmonalamuum.ifany,youwamwmaheidfromeachpaynhenk 0 0°0 ©.06® a0 o058 ol g
7 | claim exemption from withholding for 2018, and | certify that | mest hoth of the tollowing condiitions for exemption, 3

* Last year | had a right to a rafund of all federal income tax withheld beocuuse | had no tax liability, and

have no tax liability.
> [7]

H you mest both conditions, writa “Exempt"here, . . ,

rksheet on the following pages) . . . 15]

8.8

Under penattias of pesjury, | declare that | have examined this cartifioate and, 1o tha best of my knowladge and belief, it I8 trua, comect, and complets.

Employea's signature

(This form Is not vaiid unless yousignit)pe Awhisi

Dt Apr27,2018

3 r's name and adciress {Bm) Complets baxes 8 and 10 ¥ sending 10 IRS and compiete 8 First date of 10 Em| idantification
a’g‘s’%ﬂ. 8, and 10 if sending to( Staga Irectory of New Hirog) i o employmant nun}:?eyra{rﬂm
For Privacy Aot and Paperwork Reduction Act Notice, see page 4, Cat. No. 102200 Form W-4 12015)




DEPARTMENT W-4MIN
i & OF REVENUE

2018 Minnesota Employee Withholding Allowance/Exemption Certificate

Employees

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

* Clalm fawer Minnesota withholding allowances than your federal allowances

* Oalm more than 10 Minnesota withholding allowances

° Want additional Minnesots tax withheld from your pay each Pay period

* Clalm to be exempt from federa) withholding or claim to be exempt from Minnesota withholding

Do not compiate this form fyou ara Cialming the same number of Minnesota allowances as federal and tha number daimed is 10 or less.

Employae’s first name and inital Lest name !hpbvae%SuﬂalSecurwnumher
Antolne lemar Harper . | 474-33-9547

Permenen; adiress Matital status Jehack one boxj

5132 Vincent ave north @ mﬁ“’aﬁr&‘i’aﬁﬁ'&w"

City State 21P code Married

Mpls mn 55430 Marrled, but withhold at higher Sinple rate

Complete Saction 1 if you claim fewer Minnesota allowances than your federal allowances, AND/OR if you want additional Minnesota withhald-
Ing deducted each pay pariod.

1 Total number of federz) allowances claimed on federal Formw-4 ............... ettt eienriaeraay 8 oo
2 Totwl number of Minnesota allowances {line 2 cannot be more thanline 1) ,..... PNttt etteneanen, 2 = S e
3 Additional Minnesota withholding you want deducied each pay period. . . . . . 0000960000 000901:00000605 6 38

£ section 2 — Exemption from Minnesota withholding

Complete Section 2 fyou clalm to be exempt from Minnesota Incoms tax withhelding fsee Section 2 Instructions for qualifications), i applicable,
check one box below to indicate the reasgn why you belleve you are axempt:
mest she requirements and olaim exempt from both federal and Minnesota Income tax withhalding,

D Sven though | did not claim Sxempt from federal withholding, I claim xempt from Minnesota withholding because | had no Minnesota
Income tax llability test Véar, | recalved a refund of ali Minnesota income tax withheld, AND | éxpect to have no Minnesota Income tax llability

mi My spousels a milltary service member assigned to a military location in Minnesota, my domicile {legal residence} is In another state, AND |
am In Minnasota solely to be with my spouse. My state of domicile Is

D 1 amn an American Indian lving and working on a reservation,
1am a member of the Minnesota National Guard or an active duty US. military member and clalm exempt from Minnesota withholding on
my milltary pay.
| recaive a milltary Pension or ather military retirament pay as calculsted under Title 10, 1401 through 3414, 1447 through 1455, and 12733
and clalm exemat from Minnesota withholding on this retiremant pay.

d certify that all information Provided in Sechion 1 OR Section 2 1s correct. | understand there is o $500 benalty for fiiing a false withhalding allow-
anvefexemption certificate, .

R e e ™ Apr27,2018 T 7634393771

Employees: Give the completed form to your employer.

Employers

If you are required to send a copy of this form 4o the Department of Revenue {see instructions), you must enter the employer Information below
and mal this form to: Minnesata Revenue, Mail Station 6501, St. Paul, MN 55146-6501, {Incomplete forms are conslderad Invalld.) A $50 penalty
may be assessed for each requlrad Form W-4MN not filed with the department,

Keep a copy for your records,
Rame of employer ' Federal emplayer 1 pumber [FEIN) Minnesota tax ID numbar
Address City State ZIP code

fRev.22/17) Questions?  Website: Www.revenue.state.mn.us, Email- withhaldlng.tax@state.mn.us. Phone: 651-282-9999 or 1-800-657-3594,



Employment Eligibility Verification USCIS

Department of Homeland Security wf::l?g;%m s
U.S. Citizenship and Immigration Services y

Expires 08/31/2019

578,772 TRl

B START HERE: Read Instructions carefully before completing this form, The instructions must be available, elther In paper or electronically,
during complation of this form, Employers are liable for errors in the complstion of this form.

ANTI-DISCRIMINATION NOTICE:

Last Name (Family Nams) [ First Name (@iven Nams) Middle inkial | Other Last Names Used tfany)
Harper | Antoine L | Harper

Address (Street Number and Name) Apt Number | Cily or Town State ZIP Coda

5132 Vincent ave north Na Mpls {Mn 55430

Data of Birth fmm/ddfyyyy) ]' U.S. Social Security Number Employee's E-mail Address Employae's Telephone Number
09/13/1997 |\[*FBs 7] - [TT 11| wanupnexts@gmait.com 763-439-3771

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

| attest, under penaity of parjury, that | am (check one of the following boxes):
(@) 1. Acitizen ofthe United States

(D) 2. A noncitizen nationsl of the United Statea (See Instructions)

() 2. Alawtil permanent resident _(alen Registration Number/USCIS Number);

) 4. An allen aumhortzed to work  wm (expiration date, if applicable, mmuddiyyyy):
Soms aflens may write "N/A" in the explration date field. (Ses Instructions)

Alfans authorized to work must provids only ans of the following document numbers focompiets Form k9: | [T CR e connr LI
An Alien Registration NumberAJSCIS Numbsr OR Formn 1-94 Admission Number OR Farelgn Passpart Number.

1. Allen Registration Numbes/USCIS Number:
OR

2, Form -84 Admission Number;
OR

3. Foraign Passpart Numbar: :
Country of lssuanca; i

BicnauuaofEmplma’m#w S Today's Date (mm/ddyyyy) Apr27,2018

Preparer.andlor Transiator Certification (check one):
I'dld not use a preparer or transiator. A preparer(s) andfor translator(s) assisted the employes In complating Section 1.
(Fiefds below must be completed and signed when preparers and/or translators assist an employee in completing Section 1.)

| attest, under penalty of perjury, that I have assisted in the completion of Saction 1 of this form and that to the best of my
knowledge the Information is true and correct,

Signature of Preparer or Transiator Today's Date {mm/iddiryyy)
Last Name (Family Name) First Name (Given Nams)
Address (Street Number ang Name) City or Town State ZIP Code

@ Emplover Completes Next Puge @

FormI-9 0717/17 N Page 1 of 3



Employment Eligibility Verification USCIS
Department of Homeland Secarity Form 1.9

o ' G y OMB No. 1615-0047
U.S. Citizenship and Immigration Services ' Expkmoé&31‘20l9

- Employer or ! W an cation

\(Erployers o their authonized represantative must semgplete end sign Sectian 2 within 3 business days of the 8mplayee’s first day of employment You

st Mysmally €xamine one document from ListAOR 3 combingtisn of ong document from List B and ene document frem List £ as isted an the Lists
1 5

of Apceptable Decyments % i
Employee Info from Section 4 ; ; ?/ S
ListA " T ListB i AND Listc
Identity and EmploymamAumOﬁzmton {dontity . joyment Aythorization
Document Title arit Thile ' 4 )

¥

Issuing Authority

Dacument Numbar N

- ——my

n Date (iF any, )

Explration Dalg (i any)(mm/ddlyyyy)

Dogument Title

Issulng Authority : Additiona} Information QR Code- Seclions 28 3

- Do Not Writs in This fipaca
Document umber

Expiration Date (i any)imm/ddfyyyy)

Document Title

Issulng Authority

Document Numbar
| Expiration Dats (F any)mmiddlyyyy) T

Corlifigation; l attest, under penalty of perjury, that (1) L have examined the document{s) presanted by the abova-named employse,
above-jisted documentts) appear to be genuine and to relate to the smployse named, and {3) to the best of my knowledge the
2mplosee authorlzedtoworklntheumedsmas. ?%} i
BIL (Soa-i

o' et dayof crplogmen e Waq SSeelugtructions for exemptions)
ar A fi‘w' Repmmve

‘:’ JW P9 1 3?; e Dalz w 156 Empioyer Authorized Representative
ANl )T 8 Y 27 J DX | LREG
A ";pi“ p10r duhorized Representative | F °r or Autherized Representative EmployefsBualnmorOrganbaﬂonNama
N

D EMPLOYER SOLUTIONS STAFFING GROpP LLC
ployer's Business or Organization Address (Strest Number and Name) |Chy or Town State

7480 FLYING CLOUD DRIVE SUITE 200 EDEN PRAIRIE MN 55344

smplayer or aylthonaed representative )

B, New Nahie (7 a0 R e B Oath of Rehire I appiatie)
Last Name {Family Name) First Name (Given Name) Mlddle Initial | Data {mmsddlyyyy)

| attest, under penalty of perjury, that to the best of my knowledge, this employee Is authorized to work in
the employee presented documant(s), the document{s) | have examined appear to be genulne and fo relate to the Individua,
SBignatura of Emplayer or Authorized Reprasentative Today's Date fmm/ddtyyyy)

Form1-9 0717117 N Page 2 of 3



!DENTIFICATION CAR
NOT A DRIVER'S ucsnss

| ANTOINE LEMAR HARPER JR
5132 VINCENT AVE'N |

| | MINNEAPOLIS, MN 58430
B ! Date of Birth 10-13-1997 - _

Sex Eyes . “Class

M BRN "‘~p

Height Weight %" % 45 #< )
5-10: ;. 211 N

ISSUED 11-2017 Exmass 10-13. -2018

JLAVuL







EMPLOYER SOLUTIONS STAFFING GROUP
BACKGROUND CHECK AUTHORIZATION

Antoine lemar Harper
(First) (Middle) {Last)

Employee Name:

Former Name(s) and Dates Used:

Current Address Since: 5132 Vincent ave north Mpls mn 55430

(Mo/Yr) (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: 474338547 pos;_09/13/1997

Phone Number: 763-439-3771

Driver’s License Number/State:

The information contained in this application is correct to the best of my knowledge,

I hereby authorize Employer Solutions Staffing Group, LLC and its designated agents and representatives to conduct a
comprehensive review of my background tausing 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 soclal 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,

I further authorize any Individuaj, company, firm, corporation, or public agency to divulge any and ali Information, verhal
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 recelved from this authorization in a confidential
manner in order to protect the applicants personal Information, Including, but not limited 1o, addresses, social security
numbers, and dates of birth.

Signature: - Pate: __Apr27,2018

otice to CA, MN, and OK Residents:
Please check the box below if you wish to receive a copy of a consumer report that is requested.
[ wish to recetve a copy of ony Background Check Report on me that is requested,




EMERGENCY CONTACT INFORMATION
===l T LUNIACT INFORMATIO!

———

EMPLOYER SOLUTIONS STAFFING GROUP

IN CASE OF AN EMERGENCY - NOTIFICATION INFORMATION

Employee Naras: Antoine lemar Harper
Address: 9132 Vincent ave north mpls mn

Home Phone: 763-439-3771
Please Hst tt;o people (in p;i;)ritf yr&i?&?ocgnﬁg gzﬁgggted In case of an emergenay

Contact #1 Home Phone;

Name: Cell Phone:

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 confidentiol and wil} only be used In the case of an emergency.



& DB SE o s s LD

Direct Deposit/Payroll Debit Card Authorization

Employees have the option of receiving wages by Direct Depasit and/or Payroll Debit Card,
If you do Wwritten election, wages will be peid by Payroll Debit Card,

SSNA (i d digi) g BifectivoDate. o177, 2018

) [] Paper Check 0ption available 10 GA NH and NY residents oniy) ,J

SEEHIONER

SN LR OG0 s T

| @] Direct Deposit (Please complete Sections 3 and 5 below)
()| Payroll Debit Card {Pleass complete Sections 4 and 5 helow

<@ O DIEGT DEROSITE Y

Update Bank Account

Note: Diraci Dapo:itmmmaytukeupb?da}u be activates

P Lunderstand and acknowledge fhat if I do ot providea |

" voided check with this direct dsposit form, T am f

; T Routings responsible for any delays in Payroll or extra costs i

it Incurred #f the account number that 1 provide is tncorrect,

g U Account 1
Account Type: [T Checkin gl L] Savings [[JOther Initial Dete

— eten i §

To help us avoid making an error, plwuamchacopyufa voided check, {a deposit slip will not work)
. Il‘youchangebaxﬂm,dnnotcloaeyonroldbmﬂ:accomﬂunﬂlyowdhwdcpoﬁthumdmthenewbaﬂgv"lﬁchlnaylalu‘lpayperiuds.

o SCC N L RO B LR

Fedmllawmquireéallﬁnandalinsﬂtuﬂonstoobmin.verify.mdmordinﬂarmaﬂonthatidenﬂﬂescaahpmonwhoopmanaccomlnmﬂato
rcquastal’aymlll)ebitCardforyou,wamustpmvideaﬂoftheﬁollowingmnmﬁonﬂmwmenabletheﬁnancialinsﬁmﬁonmidmﬁﬁyau.lf
youdonotsubmﬂathDwoﬁWmﬂDwRCmﬂMMmﬁm,ESSGwmpmﬁdemcnwmmyhfmmaﬁmMﬂﬁmm a Payroll Debir
topay}":nurwages.l’m-yourpmmqn,thcﬂnmcialinsﬁmﬂonmayankyoummvideﬂlmaddiﬁonalidwﬂﬂcaﬁninfnmaﬁonmtheym
verify your identity.
Exceptforthemuﬁngandmonmnmnber,lzsscdoesnothaveaceasstomyinfonnaﬁonmgmdiugymn-Paymn Debit Card account or
tmnsacﬁmOnyourﬁmtpayday,youwillreuivayonrnewPaymnDebithd,andapackateonmnmganofthetatmsmdcnndiﬁons.Youwm
thanaignackncwledglngthmmmcelvedtherﬂDeb&CmﬂmdpankeLYowPaymﬂDebﬁCardwillhereloadedoneachpaydayyoumceive
wages

CARDHOLDER INFORMATION {as you want your Payroll Debit Card to be issued)
First Name M.L Last Name Date of Birth

Social Security®

Street Address (PO BIX NOT ACCEPTABLE)

1 City State 1‘ Zip ! Cell Phone (mobils)

Employee’s Signature: ﬁ%m Date: APr27,2018

y i cownpensation paymants, net ol required tax withhollings, other requirod withholdings
0 my accouni(s) as deslgnated above and 10 initiate, if necessary, debit entries gnd adjustmenrsfor any credit entries
| made in error to my secount(s), * E-mail is required for pay stub information, f
{
' *E-mail;
' this information will anly be used to send your paystubs electronically 1
!_ Employee's Signature: _ el o momianrs Date:_APF 27,2018 F




This agreement made this f) day ZOE, between
Employer Solutions Staffing Group LLC, herein fter 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 1o the business of the employer.

In view of the difficulty of determining the amount of damages which may
result to the employer from a violation of any of the provisions hereof, the
employee agrees to pay o the employer the sum of $10,000 as liquidated

m yer Solutions Staffing Group LLC, Representative



5 "!"-D - - -
mpiover solutions staffing group .,

INJURY MANAGEMEN PROGRAM

Injured Worker's Responsibilities

As your employer, we are concerned about your fuli recovery. Reasonable and
necessary medical care will bs 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 resyt of your injury will be accommodated,

RESPONSIBILITIES OF THE INJURED WORKER:

Attend all scheduled appointments. While on physical limitations, visits should
be a minimum of once every two weeks. Faijlure to have current medica| support

Immediately following your appointment, provide a copy of the report to the
designated employer representative. Yoy 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,

otify your emplover i ediately of any new in urles or conditions th tim
our ical 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 time away from work. The physiclan must complete a
Report of Workability.

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

Signed: __ =.¥uw TP T

Printed Name: Antoine lemar Harper




} f " oy Sl L
Hrployer solutions statfing sroup.,

Important/importante
LOST OR STOLEN PAYCHECKS

If a paycheck Is lost (missing, misplaced, destroyed, lost in the mail, efc.), you

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

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 riotificar a su reclutador de personal que el cheque no
Se puede encontrar, S se puede verificar que el cheque no ha sido cobrado,
ESSG se detendrg el cheque de pago y reemitir el cheque a usted, descontendo
un cargo de entre $ 25 - $ 35,

AGREED/SE ACUERDA—

Name/Nombre (con letra de molde); Antoine lemar Harper

Signature/Firma: "7%“\-% lemar Harpar ‘Apr 7, 2038)




=miplcer solutions stafin g FCUR.

ESSG WORKPLACE SAFETY POLICY

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

ESSG is committed to vigorously enforcing its OSHA Compliance Policy.

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

Responsibility to work in compliance with OSHA laws and regulations
Responsibility to use personal protective equipment and clothing as directed
by the host employer
Responsibility to report workplace hazards and dangers

* Responsibility to work in & 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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° 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
* 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

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

52.835.1288/1.866.496.7578) and agking 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 bave
been subjected to unsafe or hazardous worksite conditions.



this policy and ask my supervisor, a member of management, or to telephone
Employer Solutions Group (ESSG) at 952.885._1288/1.866.496.7578 with any
questions I may have about thig 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,

Iy 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)
Antoine lemar Harper

Employee’s Signature:

m#ﬁmw Date;_APr27,2018




ram OO0 Pre-Screening Notice and Certification Request for
(Rev. March 2016) the Work Opportunity Credit

———

OMB No, 1545-1500
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Job appileant: Fill in the lines below and check any boxes that apply. Complets only this side,

Yourname Antoine lemar Harper Soclel security number > 474-33-9547
Strest address whereyouive 5132 Vincent ave north

City or town, state, and Zip oods  Mplsmn5543p

County Hennepin Telephone number  63-439-3771

If you are under age 49, enter your date of birth (month, day, year)  09/13/1997

1 Check here if you recsived a conditiona) certification from the state workforce agency (SWA) or a participating local agency
riunity credit.

for the work oppo

2 Chack here if any of tha following statements apply to you,

* |am a member of a family that has recelved assistance from Temporary Assistancs for Nesdy Families (TANF) for any 8

months during the past 18 months.

* |am a veteran and a member of a family that received Supplemental Nutrition Assistance Program {SNAP) bensfits (food

stamps) for at least a 3-month period during the past 15 months,

» | was referrad here by a rehabilitation agency approved by the state, an employment network under the Ticket to Wark
Affairs.

program, or the Department of Veterans

* | am at least age 18 but not age 40 or older and | am & member of a famlly that:
8. Received SNAP benefits (food stamps) for the past 8 months; or

L3

released from active duty in the U.S. Armed Forces during the past year,

Check here if you are g veteran entitied to compensation for g service-connected disability and you ware discharged or

5 [D Check hera Fyou are a veteran antitied to compensation for a service-connected disability and you were unemployed for a

_ period or periods totaling at least 8 months during the past year,

Check hers if you are a member of a family that:
* Received TANF payments for at ieast the past 18 months; or

-3

Yyou received unemployment sompensation.

Check hers if you are in a period of unemployment that Is at lsast 27 sonsecutive weeks and for all or part of that period

Signature—All Applicants Must Sign

Under panaltias of porjury, ! deolara that | 9avs the ahovs ‘nformation to the employer on or batare the day | was ofered a job. and 18, to the heat of my knowledpe, trug,

eorrest, and complete,

Job applicant's signature » & m:y;a“urhwmer 8pr 27, 2618" Date APr27,2018
For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat No. 22851). Form 8850 (Rev. 3-201¢)



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

EMPLOYER SECTION:
Client: Company:
Location: Position:
EMPLOYEE SECTION:
First Name: Last Name: Suffix: Street Address: City/State; Zip:
Antolne lemar Harper 5132 Vincent ave north Mpls, 55430
SSik Date of Birth: Age: Have you worked for If yes, location:
this co before?
474-33-9547 09/13/1997 20 Yes () No[®) 2
Please complete all questions, and sign and date the form, Yes No
1. Haveyou or has anyone living with you received Temporary Assistance to Needy Families (TANF) Q @

at any time since Angust 5, 19972 (if yes, please provide information below.)
Name of the person receiving benefits; ~—— Relationghip to you: i, iy
City: County: State:

(If yes, please provide information w,
Namo of the parson recejving benefits: ~——— Relationship to you: .
City: County: _____ State;

2. Haveyou or hag anyone living with you received Food Stamps (SNAP) at any time during the past 15 months? O @
below,)

*f vou checked yes please Provide a copy of vour S51 documentation,

3. Haveyou recejved Supplemental Security Income (SSI) at any time within the past 3 months? O @
Please note, this is not the same a8 Social Security benefits (SS) or Sacial Security Dissbility (SSDYI) benofits,

4. Have you received any type of vocational rehabilitation services within the past two years?

Name of Agenoy: —— Phone# ___
City: County: State;

If yes, please indicate which type of agency you worked with and provide their location information below:

*ifyou checked ves please provide ¢ copy of your active Individual Work Plan and Ticket to Work documentation,

(If yes. pleass provide informatian below, If no, please continue to question #6,
Dates of Service - From: To:
Branch of Service: e

Are you entitled to or are You receiving compensation for a service-connected disahility?

———

5. Areyoua Veteran of the U.S. Military? *If ves, please provide a copy of your DD-214 and lester of separation,
)

Q
O]

6. Haveyou been unemployed at any time during the Inst 12 months?

Ifyes, dates of tnemployment - From: —_Te:
Did you recaive unemployment compensation at any point during your unemployment?
Ifyes, in which state did You rsceive unemployment compensation? o

Conviction Date; Release Date: 10/18/17
Weaathis a [] Federal or 7] State conviction? IfStue- County: _____ State; ___

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

@ o ap
Q @ ap

Adiditional Tax Credits

IEC (Native American): Are yon or your spéuse a member of a Native Amaricau Tribe?
Ifyou checked yes pleyse Provide a copy of your CDIB card,

SC Residents; Do you receive Pamily Independence Benefits?

CA Residents: [T] Are you the child of foster parents? [T] Do you recsive CalWorks? [T Workforce Investment Act?

PLEASE READ, SIGN, AND DATE:

Under penalties o papmy. ldeclare the infermation obove 15 be true and aecurate to e best of my knowledge, and | hereby aquthorize any ogency, mgunization, or

individuals to supply such verification ar information thar may b needed 10 determine urx crediy eligibility to iny esnpleyer.
Consuliants, Inc. dba Remotax), or the Departmem of Labor.

i)

bk SO 5 A o A

emplover representutive {Associated

Date: APr27,2018




————

U.S. Department Labor OMB Control No. 1205-0371
Employment and Training Administration Expiration Date; Jamuary 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 consuitants 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 information is true and correct to the best of my
knowledge,

New Hire’s Signature;

Apr27,2018
Date AP

New Hire Name:  Antoine lemar Harper

Social Security Number: 474-33-9547

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.

O declare that 1 have been in a period of unemployment since

(Enter start date)

Public Burden Statemant:
PemnsalanmmqlmudmmsmndtoﬂdsmMmofmfomﬁmmlmﬂdisplmawnanﬂyWMOManmnumber.Rapondems'ubngaﬁontu

117-

ETA Form 9175 (Rev. November 2016)




DRUG AND ALCOHOL
TESTING CONSENT FORM

1. I have been allowed to read and inspect a written copy of ESSG policy on
drugs and alcohol.

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 unilaterg] employment contract or offer thereof,

th 1% T Hapuwr (fip: 23, Z0ME)

_lndividual’s Name
Apr 27,2018
Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10
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Enhanced MEC_Plan 1 “SNG

TR AW 18 Wl seaEiaa,

Rehire Rohire Date R
b A N TR e
Security Numher
Ty ' ’ e TG |
{
. !
Gender Dmm 1 Mwusm’sd_l Single | Date of Birty )Dataofmra
[] Femate |[ 1 Mamed [T piyomceq
one Number; Emall Address;
I
Please Select Desired Coverage:
@ Employee Oniy - Employee+Spouse - @ Employee+Child(ren) - Family - !
$24.00/Week $32.00/Week $28.00/\Week $83.00/Week f

Social Security & { Birth Date | 8o Relatjonship
e —— = Male s;ouseD ChildD
) ' H Lest Nama | Famals Mmuuchmm
Socia! Securly# ! Birth pate | Sex Relationship ]
' [ sae spouse [ ] chiia
(e Nama el o ] ! [7] rema |__[] Doumesic Partner
iswsms | Birth Date ! sa i Relationship
;-' ! O ...0
ﬁim Na 1 B Mals Spous Child
) - cestame | ! | s i eDumechmw
: g AOIY e AR o S T e AR LA e M Ly e ot
NAVIE OF PERSON COVERED (FIRST, LASTY:
EFF. DATE
EFF, DATE
EFF. DATE

any misstatemients or fafims to vaport information may be
offactiva date, Further, t authorizs my employer to maka th

usadasthabasisfnrcanoemﬁanot
2 necassary

IRyzionan A s SR 20 AV iboriadon - heraby apply for the group henefit{s) as indicated, acknawledge that all antries are trus and complate and thet

oovarage for me and my dependentis), if any, from the originat
payroll deduction of premiums for covarages ) have elegted,

Employee Signaturg

iIF DECLINING-

Emplayee Signature

IF ENROLLING - YOU MUST SIGN HERE

Date  Apr27,2018

{am DECLINING coverages

EMPLEY EBS DRSNS g
lundarstand that ) andlor my dapendants, Ifany.walveanyoomgaand desire to participats inthe

must mest the requirements defined in the Certificate of Coveraga for the company's medical or dantal P i} decline enroliment for myself or my dependants
{including my spouse) becauseofother-novemge, I may, in futura be ablato enrali ts in

tiays after the ather Coverags ends, In addition, fa newdependantl%laﬁonship forms es a result of
of adaption, ! may be able to en

roll mysolf ar my dependent, p

rovided | requast anroliment within 3

YOU MUST SIGN HERE

myseif or my depand

plan at a fater date, lMamaybaeonsldefedalateenmueeand

nawe AP 27,2018

Employer Solutions Safing Group Health Benefis Team

PO Box 46270
Minneapolls, MN 55344

Phone: 852-787-8579 Fax: 952-767-9515
Email; Healkh@employémluﬁonsgrnup.com



Fized Indemnity Medical Benefits Plan 2
VS 219301ESGa OFZEUSEONY - LOCATION . RehireDate __7___s

ENROLLMENT FORM ESC CUUNAC-MN) P1 v18.2

i, o Tk

T AT SN BLACK o S04 K i 5 iled oy

oy eyl o | AFEE N T - D' - i e X -— e i s
Name Al'ltOine Sacial Secwﬁy w Horne hone . SE’DED
Addrass oy
Zp | Dats of Zirth
! 7

) s -

syl ves Lo, i Yes, Dlezse cortinus,

Medicare Zfactive Date

f\é;;e c“ '(bve- : “-rec.lh ?;a}son {s):

T payroi Dacductad Weakly Rates
You MUST select a coverage leve bafore any bensfits in Section G, Your coverage leve! for the all baneffis in Section C will be
identical. The Fixed Indemnity Medical P.an, Dental Plan, Term Lita Plan, ang Short-Term Disability plans are underwritten by BCS

*t
Bl s Tl o e B

R A

Insurance Company. The Vision plan is underwritten by Comoanicn Life ls‘wsurance Comrany,
SELECT COVERAGE LevaL FUGD INDEMNITY | o crar VISION TERMLFE | HORETERM
Employee Orjy 520,25 7,:' . $6.17 L; $2.42 _._.‘ ' $0.60 “, $4.20 ,:
Employes < 1 O] $41.10 $12.24 $4.92 $0.90
Empioyee + Family $54.88 $20.25 $6.56 $1.80
NO 0 ALL Benefits @ ‘ @Y&s Q}No QYes No Yes gNo ‘gYes gNo Yes No

*This coverage is .o~ available to residents o NI, Hi, or PR. *STD is not avaiiable 1o pesons who work in CA, HI, NJ, NY, or Rl

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

Nama . . Relationship

g

e e s e w e et k4 bt 1 v e e —

Name Social Security # Davs of Birch 5o Relatonshi

/7O _ [T Spouse E Child D Domestic Pariner
Name Social Securily # Date of Birth Sax lationship

s O H,.] Spouse[ ] Chilo DOoomestic Partnar
Name Sociel Security # Date of Birth Sex Reletiomskip

/7 DE] ﬂ:ﬂSpcuss Child Uaomat ¢ Pariner
Name Social Security # Dete of 2ith  Sax Relationsqin

T sz]@] @Spo wse [ 12712 pomestic Partner

- e —

S DG R YOU MUST SIGN AND BATE, EVEN ¥ YOU DRCLINE EovaRAGE ™~

| have read the barefit packet-and understand jtg limitations. | understand that Ppen enrollnent is orly availsble for
3 limited tims and | understand #hat making no benefit selection = & declination of coverage.

oare M o bsonaume o
*This Plan DOES NOT Alleviate the Individual Mandate Penalty* LS o F

livie is &1 Escaras! SesFCARE Snroliment Form.



