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- SENSITIVE BUT UNCLASSIFIED
Case Verification Number: 2017101104021LE
Report Prepared: 04/11/2017
Company Information
Company I1D: 47429 Company Name: Employer Solutions Stafling Group
Employes Information
Last Name; Applewhis Firat Name: Kenyolta
Date of Birth: 11112/1881 Souvial Saatrly Number; *** ** 2852
Hire Date: 04/11/2017 Chizenship Status: A ckizen of the United States
Document information
uuanmnmmmaormmmwbyau.s.mammgmmm List C Document: Soclal Sacurity Card
Documeant Name: 1D card Document Stats; Minnescta
Driver's License or iD Card Number: Dooument Expiration Date: This dooument has no expiration date
Case Status Information
Current Case Result; Employment Authorized Employer Case ID:
Case Submited On: 04M1/2017 Case Submitled By: GLEN7802
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www.esgstaffingsolutions.com

employer solutions staffing group..

New Hire Application

Personal Data-- PLEASE PRINT LEGIBLY IN INK

Last Name _M.Z:r

PO Box 46270

Minneapolis, MN 55344-9956

Tel: 952.835.1288

Street Address 327 70!% /%Q’ y.%

First Name Ki&/f’#ﬂ

City/State/Zip

Mok My STV

Phone Number __ 4S8/ - 273 - 2648

Staffing Agency/Recruitment Pariner

All offers of employment are conditional upon satisfacto

Middle Initial

Aptiste __Z-

Social Security Last Four XXX-XX-
Email Address /(gwfé A,,,ép/é @ grmse 724y
L4

roof of Identity and |

Are you legally authorized to work In the United States of America? E‘Yé CINO

al ablll

Applicant Certification and Authorization

to work In the U.S.A.

1 authorize Empioyer 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 duties, responsibliities, performance, compensation and eligibility for rehire.

| understand that a comprehensive background check may be conducted to determine my eligibility for hire by certain clients of ESSG.
This may inciude but Is not limited to, Investigations of criminal and/or conviction records, driving records and/or a drug screen test as
required by cllents, government reguiations or by ESSG policles.

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

| certify that all statements made In my application are true and accurate and that | have not omitted any material iInformation or provided
false or misieading Information. | understand that any material omission or misrepresentation will result In my disqualification from
consideration for employment or, if discovered after | begin employment, will resuit in my termination.

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

ﬁr&ﬁ% %wédé:k

Name (Print or type)

A copy or facsimlle ("fax") will be considered the same as an original signature. Email will ONLY be used for employment correspondence

Jgl- 2017

Date

For ESSG Office Use Only
DOH NHW I-9 8850 W4
Emergency Contact Info Background Release Form Background Results Unemployment Letter ESC Application
(if applicable)
For ESSG Client Use
DOH ROP Work Site Loc. WC Code
ESSG - CMG_SM

Rev. 04/2017




The exce don't to supplemental Nonwage Income, If you have a large amount of
FOI'm w-4 (2017) gre‘:tar'chpa?::'&a ogn.nggply REERTEIE R nnnwv{uz% lncom"e',su asi ntarastalr:grdivl dends,

Basic instructions. If you aren't exe molste consider making estimated ents uslng Form
Purpose. Complete Form W-4 so that your the Personal Aﬁowanylga Workshaerg%tégsv 1 nﬂor;;a oﬁgm;:&lﬂd&ﬁ:a Oéhn:‘r::n ]
5 et S T L e i noome, e Pub. 505 o outl you shoud
W-4 yo pand when your pelr:so or financial deductlonsg, certain credits, adjustments to income, adjust your withholding on Form W-4 or W-4P.
sftuatlon ges. or two-samers/multiple ]ohs situations, Nr?deamers or multiple jobs. If y]og have ath
Exemption from withholding. If you are exem| Complete all worksheets that However, you Working spouse or more than one Job, figure the
complete only lines 1,2, 3, IPan andslgnmp;' mayclgmfswar(ormro allowaggg.yFoomgul & %ﬂumﬁfdlo%%y%mﬁ ed't:o claim
o5 vellora 1. Yol argten for 2017 expires wages, withholding must be based on allowances o %urw“h o usua“yw',',',gg{n‘;g‘; i
Fabrgr 185, 2018 Ses Pub. 505, Tax Withholding you claimed and may not be a fiat amount or when plude Ll agre Cisiraod on the For?no\‘;vu A

BT G 5 for the highest paying job and 2ero allowanoes are
Note: if ancnhar person can olalm you as a dependent Head of household. Generally, you can claim head claimed on the See Pub, 605 for details,
on his or her tex return, you can't clalm exemption of housshold filin ag status on your tax return only if Nonresident aflen. If you are a nonresident all
from withholding if your total income exceeds §1,080 you are unmarried and pay more than 509 of the Notics 1382, &'9 ] ng F: %N 4 lnslrugﬂmj sf%e
and Includes more than $350 of tneamed Inoome (for costs of keeping otﬁ a home for yourself and our N 3 et Al PR el;nefo "“laﬁ s 1o ons for
example, Interest and dividends). dagendem(s?or er quallfylng Individuals. onres| ens, bejore completing .
Exceptions. An empl may be able to claim Exemptions, Standard Deduction, d Check your withholding. After your Form W-4 takes
examption from withholding even I the employee Is Flling Infnrrnaﬂon, for fnfonnaﬂn effect, use Pub, 605 to see how the amount you are
having withheld com to your projected total tax
a dependent, if the employee: Tax credits, You can take projected tax credits into i 2017 Ses Pub. 58;‘“ o ,
i account In ﬂgurlng your allowable number of r u , ly ¥°“" eamings
I age 65 or oider, withholding allowances. Credits for child or dependent ~ @xceed §130,000 (Single) or §180,000 (Married).
* Is blind, or care expenses and the child tax credit may be clalmed Future developments. information about any future
* Wil claim adjustments to Income; tax credits; or 32‘2 SE ggg‘}g}'ﬁ#ﬁ',:ﬁ:&'}.?ﬁ g:vﬁ o BSL%Q Feegvlgll &eenrt\:cted al!l‘arfuogpeme(sh) v'v.llll be posted
itemized deductions, on his or her tax retum. oradits into withholding allowances, ngy at www.irs.goviwd.
Personal Allowances Worksheet (Keep for your records.)
A  Enter *1" foryourself f noone elsecanclaimyouasadependent. . . . . . . . . . ., . . . . . . . A i
» You're single and have only one job; or
B Enter®i”if ¢ You're married, have only one job, and your spouse doesn't work; or o o 2 ‘
= Your wages from a second job or your spouse’s wages (or the total of both) are $1,500 or less.
C  Enter *1” for your spouse. But, you may choose to enter “-0-" if you are married and have either a working spouse or more
than one job. {(Entering “-0-" may help you avoid having too litletaxwithheld,) . . . . . . . . . . . . . . @ o
D  Enter number of dependents {other than your spouse or yourself) you wlil claimonyourtaxretum . . . . . . D H
E  Enter *1” if you will file as head of household on your tax return (see conditions under Head of household above) E
F  Enter *1” if you have at least $2,000 of child or dependent care expenses for which you plan to claim a credit S
{Note: Do not include child support payments. See Pub. 503, Child and Dependent Care Expenses, for details.)
G  Child Tax Credit (including additional child tax credit). See Pub. 872, Child Tax Credit, for more information.
= |f your total income will be less than $70,000 ($100,000 if married), enter “2" for each eiigible child; then less “1" if you
have two to four eligibie children or less “2” if you have five or more eligible children.
» |f your total income will be between $70,000 and $84,000 ($100,000 and $119,000 if married), enter “1” for each eligible child. i
H  Add lines A through G and enter total here. (Note: This may be different from the number of exemptions you claim on your tax retumn.) » I-l E
s If you plan to itemize or claim ad]ustments to income and want to reduce your withholding, see the Deductions
For accuracy, and Adjustments Worksheet on page 2
complete all * If you are single and have more than one job or are married and you and your spouse both work and the combined
worksheeis earnings from all jobs exceed $50, 000 ($20,000 if married), see the Two-Earners/Multiple Jobs Worksheet on page 2
that apply. to avoid having too little tax withheld
» |f neither of the above situations applles, stop here and enter the number from line H on line 5 of Form W-4 below.
Separate here and give Form W-4 to your employer. Keep the top part for your records.
s w_4 Employee’s Withholding Allowance Certificate OMB No. 1545-0074
m
» Whsther you are entitied to claim a certain number of allowances or exemption from withholding is
m ﬁggﬂmﬂ subject to review by the fRS. Your employer may be required to send a copy of this form to the IRS. 2 @ 1 7

1 Your first name and middle Initial name 2 Your soclal security number
A-ﬂﬂ l,o i 4 ‘ A 322" 72-¢83 Z

Homé address F‘”"‘bef and street or rural route) 3 [O-ehgle [] Mamied [] Mamied, but withhold at higher Single rate.
32"? 3 D (Vo) N . ‘-u' z Note: If manied, but legally separated, or spouse Is a nonresident alien, chack the “Single” box.
City or town, stats, and ZIP code 4 It your last name differs from that shown on your soclal security card,
M_p .S - Mu Tt‘[ t [ check here. You must call 1-800-772-1213 for a replacement card. B[]
Total number of allowances you are claiming (from line H above or from the applicable worksheet on page 2) 5 ?
6 Additional amount, if any, you want withheld from each paycheck . . . 6|9 C?
7

1 claim exemption from withhoiding for 2017, and | certify that | meet both of the follownng condltions for exemphon
o Last year | had a right to a refund of all federal income tax withheld because | had no tax liability, and

s This year | expect a refund of all federal income tax withheld because | expect to have no tax illability.

If you meet both conditions, write “Exempt” here. . . . e 7] Pup met

Under penalties of perjury, | deciare that | have examined this certificate and to the best of my knowledge and belief, it Is tfus, correct, and complete.

Employee’s signature ¥
(This form Is not valid uniess you sign it.) » i é @t 4{_{& Date b "/- Li—-E7 7 ?
8 Employer's name and address (Employer! Completée lines 8 and™10 only if sending to the IRS.) 9 Office code (optional) | 10 Employer identification number (EIN)

For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 10220Q Form W-4 (2017)



Employment Eligibility Verification USCIS
. Form I-9
s gy Ay Lt OMB No. 1615-0047
U.S. Citizenship and Immigration Services Tixpires 08/31/2019

P> START HERE: Read instructions carefully before completing this form. The Instructions must be available, either In paper or electronlcally,
during completion of this form. Employers ars llabie for errors in the completion of this form.

ANTI-DISCRIMINATION NOTICE: It Is lliegal to discriminate against work-authorized Individuals. Employers CANNOT specify which
document(s) an employee may present to establish employment authorization and identity. The refusal to hire or continue to empioy
an individual because the documentation presented has a future explration date may also constitute illegal discrimination.

Sectlon 1. Employee Infarmation and Altestation (Employess must aamplete and sign Sectian 1 of Farm -g no later
thari the first day of employment, but hot before aqospting g job offer)

Name (Family Name) First N (Given Name) Middle Initial Other Last Names Uéed (ifany)
% ke Zmya#z

Address (Street Number and Name) %yumber City or Town State ZIP Code

329 30”7 fve wm. Z Mpls My | s5/1/

Date of Birth (mm/dd/yyyy) | U.S. Social Security Number Eyphyee’s E-maibAddress é%.. e l Employee's Telephone Number
=

w/iz/mws1  |BRR]-TTE RS2 Alnyltalmmbess bs7-273-2608

1 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.

1 attest, under penalty of perjury, that 1 am (check one of the following boxes):
[TA7 A citizen of the United States

] 2. A noncitizen national of the United States (See instructions)

|:| 3. A lawful permanent resident (Alien Registration Number/USCIS Number):

D 4. An allen authorized to work  until (expiration date, if applicable, mm/dd/yyyy):
Some allens may write "N/A" in the expiration date fieid. (See instructions}

Allens authorized to work must provide only one of the following document numbers to complete Form I-9: s b
An Allen Registration Number/USCIS Number OR Form 1-94 Admission Number OR Forelgn Passport Number.

[ N

1. Alien Registration Number/USCIS Number:
OR

2. Form 1-84 Admission Number:
OR

3. Foreign Passport Number:
Country of Issuance:

Signature of Employee WW Today's Date (mm/ddfyyyy)

l-//// [zot7
L4 ‘ ' B ’ :
yeparer andlor Translator Gertifioation (Bheck one)s
11 il ot usa a preparer br iraneldtor. [:] A prepafet(s) and/ot transiatorn(s) assisted the emplayee in campleting Setion 1.
(Flotds belgw rmust b gompletsd and sigried whenl preparers anAor tranplaters agsist art gmployes in gumpleting Gaotion 1)

1 attest, under penaity of perjury, that | have assisted in the completion of Section 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/dd/yyyy)
Last Name (Family Name) First Name (Given Name)
Address (Street Number and Name) City or Town State ZIP Code

@ Employer Completes Next Page @

Form I-9 11/14/2016 N



Employment Eligibility Verification Uscis
Department of Homeland Security Form 1-9

/ OMB No. 1615-0047
U.S. Citizenship and Immigration Services Expires 08/31/2015

¥

i

&

] mzmhlgllmnﬂgon Status '
Al G
ListA i &
Identity and Employment Authorization ) Identity Employment Authorization
[ Document Tile ' Tile ( Document Title 3 (
, il
| 1ssuing Authority ig Authority issuing Authority
| {i e SSA '
Document Number _ | Document Ngur:beui Document Number
Explration Date ( any)(mm/ddyyyy) ; n Date (if any)(mm/didjyyyy) ‘Expiration Date ﬂfa;y){inm/dd/yyyy) F
A N/A |
Document Title i ;
Issulng Authority Additional Information DN ase |
Document Number '
Expiration Date (Ifan»(man/yyyy)
Document Title
Issuing Authority
Document Number
Expiration Date (7 any)(mmicctyyyy)

Certification: | attest, under penalty of perjury, that (1) I have examined the docume
(2) the above-listed document(s) appear to be genuine and to relate to the employ
employee Is authorized to work In the United States.

The employee's first day of employment (mnvdd/yyyy): l'// /12

nt(s) presented by the abova-named employee,
ee named, and (3) to the best of my knowledge the

(See instructions for exemptions)
Signature of Employer or Autho, Representative Today's Date(mmtidyyyy) | Title of Employer or Authorized Representative
L 1 Y/u/i13 inishedve Ase %
Last Name of Emplayer o Authorized Representative | First Name of Employer or Authorized Representative Employer's Business or Organization Name
‘{T, 51 EMPLOYER SOLUTIONS STAFFING GROUP LLC
Employer's Business or Organization Address (Street Number and Name) | City or Town State  |ZIp Code
7480 FLYING CLOUD DRIVE SUITE 200 MN 55344

R T -ze-vniw»rt V9 7y g

m;w#;;um,ﬂ.i;ﬂ bl 1

oL Bl 10T

Last Name (Family Nam) First Name (Given Name)

S R R A DR 3
aving ! .

Document Number _ | Expiration Date (if any) (mmaddyyyy)
1 attest, under Ppenaity of perjury, that to the best of my knowiledge, this employes Is authorized to work In the United States, and if
the employee presented document(s), the document(s) | have examined appear to be

genuine and to ralate to the Individual.
Signature of Employer or Authorized Representative Today's Date (mm/ddlyyyy) Name of Employer or Authorized Representative

Form I-9 11/14/2016 N
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]

TIIVRESUTA URIVERLICENSE/ ENFANCED RIVER 3 LILERSE

Schedule a road test

" Questions? Contact Us:

Driver<s License Questions: 651-297-3298 Om s 72
License-Status, available 24/7  651-284-1234 \on, N&m
DVS Locations: 651-297-2005 Yl
~" Motor Vehicle Questions: 651-297-2126 SRR m
- _TDD/TTY: 651-282-6555 ,
= .,/.;Jr! ~ }4-,’? £ o ...\.r. 4

= w_.. n - ... ;
| R MR ey i h IR Rx# RESTRICT/ENDORSE VISION
| Mnesesou Daves's Licewse, Iestructon Peamar o Bory Dare (Mosny/Dar/Yers) 4 OJEDL * TESTS PASSED O MC ORIGINAL o NR
Mucses 8 On, T Wi _ 715 ] 4 . (STATE EXAM USE ONLY) __D.A.._Wmméméun O PASSwith.ClL-
EG_FM Ou ‘rﬂ&wwa\ \ | _ i| oa oow oo O ADDREMOVE | O INCOMRLETE
. = & | 08 gour  OMC . "D -ATTACHED:
! \ | gac gbup [OMBO '
J\Ao....%%m\mmr! Uk i - k««itts o | oo ObuP  [GK EEES PAID
MALETE Finst Nave Cowrere Whiie Nowe__ Compiere Last Nawe : PROV [CODUP [OAR APAICA [ PROPERID
. vgnrgzg-gscmaén:g:uzn STHA { &5 gbup [JCOMB s \ ﬂU_QNW\
| | OMBor ODuP O DBUTRIPLE Wyves Ono
ocue ] PASSENGER OTHER FEES :
: + ['SCHOOL BUS MC/ SBPHYS [T m _
= s~ CRTANKER . & 184 $ S -
HAZMAT. i
[J SENIOR O bwi . FEE = OTHER
[ LTD MOBILITY $ o
Al oan =il RGAN DONATION
[J FIREARM O RT Waived (e]
. o Srare Zy Conz MN County C1SorTC ﬂ INVALIDATED
Orronas Manme ADDRESS (SE #1 0N BACK GF WHITE COPY) MAKE SURE THEIS A VALID AODRESS. THE wat NOT rorwarp voun casn. [J VETERAN - DL/ID /1P
| -gggﬁggggggaiggiggxﬂm ] TO HAVE YOUR CARD SENT TO THE ADDRESS BRCY. N STATE:
: (74 :
o Sre R S lq%ﬁ\:fmof =
p |4 _ | was provided ai prvacy warnings as required by state and federal law. Submission of this application
Gy '3 . constitutes consent to reglstration with.the selective servies system, if required by federal Iaw. | certify that
- : Sware Zp Cont MN Comerv|  the information on this application is corect. If | am apphg for driving privieges, | am aware of the duties,
L - ' > responsibilities, and penalties outlined in M.S. § 169.444'regarding the safetyof-children.around school bus
rL Eve Cawon Hesr WaesT v Pounos Maie Fegair
M | LALEY
| <. o Q Q (DVS USE ONLY) # A
L Isit dvs.dps.mn.govito: o i THIS DOCUMENT IS A RECEIPT FOR THE TYPE OF CARD INDICATE
» Check the status of your driving-privileges \¢*  AND ANDALONEIDENTIFICATION DOCUMENT
> —

This receipt, in conjunction with an invalidated previous license, instructio
permit or ID card, may be used as identification.

This receipt is valid for the type of card indicated, when stamped with the
proper validation stamp, for a maximum of 60 days from the application
date shown above. .

This receipt is void if the applicant is not in compliance with all restriction:
indicated on the driving record.

Not valid as Enhanced Driver’s License (EDL) for border crossings.

Lost, stolen and duplicate EDL cards are deactivated and may not be
used for border crossings.

PS33100-36




EMERGENCY CONTACT INFORMATION

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

Employee Name: A«;jaﬁf'ﬂ Ap[ggé. Ze

=
Address: _?ZQ ?_O_M l‘vf M d =

Home Phone: éS’I - 273 - Z46LE

10 o EMERGENCY CONTACTS ‘
. Please list twp pcpople (in priority order) wha oould be gontagted in case of an emgrgency

Contact #1

Name:_r"amek:a- M(wh\u{—f__
Relationship: 6:5 ‘('C\Z

Home Phone:
Cell Phone: 1713 - @644-2%975%

Work Phone:

Contact #2

Name: M f@,‘l\f “C;— A‘ppl-uﬂ\ :r‘i‘-&- &b”tﬂ

Relationship: S S \'ﬁ&

Home Phone:
Cell Phone: B -778- g01-29%6

‘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.




- employer solutions staffing group.

, Leveraging Resources in a Changing Market
Wage Payment Method Authorization (Minnesota)

Employees have the option of receiving wages by Direct Deposit and/or Payroll Debit Card.
Ifvon do not provide a written election, wages will be paid by paper Check.
ST G @ RIS Fl N 0 RIVIEAYRLO N

r o, 4 igits) Bffective
Employee Name ,”; Mn#/ SSN# (last 4 digits) 2652 cti 'D}t;”Za,7

SEGITON 20 PANROLE BEEEEHON
| Direct Deposit (Please complete Sections 3 and 5 below)  Note: Direct Deposit accounts may take up to 7 days to be activated

A Fayroll Debit Card (Please complete Sections4 and 5 below) || Paper Check (Please complete Section 5 below)
SEERION 30 DIRECE DEROSEE

L\ 0 Update Bank Account I understand and acknowledge that if I do not provide a
T Bank Name: voided check with this direct deposit form, I am
) responsible for any delays in payroll or extra costs
l Routing# incurred if the account number that I provide is incorrect,
B Account# i
Initial Date

Account Type: ] Checking [ Savings [JOther

e To help us avoid making an error, please attach a copy of a voided check. (a deposit slip will not work)
e  Ifyou 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.

SEGTTON 1 PANROEL DEBLE CARD (GEOBANTEAST GARD)
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
Card to pay your wages. For your protection, the financial institution may ask you to provide them additional identification information so they can
verify your identity.

Except for the routing and account number, FSSG 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 contrining all of the terms and conditions. You will
then sign acknowledging that you 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)

TRevjetts i e o tgaivte. P e - 195
Street Address (PO BOX NOT ACCEPTABLE) cial Security#

- BZ% 36t Aoe N : $22- 72295 C
i S Zi Cell Phone (mohile

“Mols eI - N1 (o) fet- 273 26/8

RECEIPT OF PAYROLL DEBIT CARD (to be completed when you pick up your Payroll Debit Card)

Payroll Debit Card Routing # Payroll Debit Card Account # - I =
= 3739721;10 - B e i ggé?) iO Oa_ é% “) ﬁq

1 have received my Payroll Debit Card, welcome brochure, program fees, program terms, conditions, and disclosures. By activating my Payroll Debit Card, - i
1 am agreeing to the program terms, conditions, and disclosures that are included or made available to me from time to time from the financial institution. I
authorize the financial institution 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.

Employee’s Signature: ; ' _7‘#_’ g :
SECHON 5 ALHORIZNHON
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-mail; /@7‘4/' Ha /%‘7’ é&"u/‘i @ C‘;Mﬂl/ Lom

of-N-20l ]

Date:

this information will only be gto send your paystubs electronically
- ol
Employee's Signature: _, ! Date: 4/’ /- &7




Authorization

Authorization; By signing below, you authorize: (a) backgroundchecks.com (“BGC”) and/or Orange Tree
Employment Screening to request information about you from any public or private information source;
(b) anyone to provide information about you to BGC and/or Orange Tree Employment Screening; (c)

BGC and/or Orange Tree Employment Screening to provide Employer Solutions Staffing Group, LLC one
or more reports based on that information; and (d) Employer Solutions Staffing Group, LLC (“ESSG") to
share those reports with others for legitimate business purposes related to your employment. BGC
and/or Orange Tree Employment Screening may investigate your education, work history, professional
licenses and credentials, references, address history, social security number validity, right to work, crimi-
nal record, lawsuits, driving record, credit history, and any other information with public or private infor-
mation sources. You acknowledge that a fax, image, or copy of this authorization is as valid as the origi-
nal. You make this authorization to be valid for as long as you are an employee of ESSG.

The Consumer Financial Protection Bureau’s “Summary of Your Rights under the Fair Credit Reporting
Act” is attached to this authorization. If you are a New York applicant, a copy of New York's law on the
use of criminal records is attached. By signing below, you acknowledge receipt of these documents.

Personal Information: Please print the information requested belog to identify yourself for BGC.

Printed name: M/y WA

First Middle (O Last
none)

Other names used:

Current county of residence:

Current and former addresses: " 412

FbL Zb09 current 429 30 AF . /‘lg/é . M//
from Mo/Yr to Mo/Yr Street City, State & Zip

from Mo/Yr to Mo/Yr Street City, State & Zip

from Mo/Yr to Mo/Yr Street City, State & Zip

Some government agencies and other information sources require the following information when
checking for records. BGC will not use it for any other purposes.

[i-/2-7/7%1 RBe2-F2- ZESZT_

Date of birth Social security number

T 7¢02%192613 _/éwm‘/'a @p/ﬁa&.ﬁe—
Driver’s license number & state Name as it appears on license

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




employer solutions staffing group.

Leveraging Resources in a Changing Market

STATEMENT OF CONFIDENTIALITY
This agreement made this [ day of 4@/ , 201 77, between
Employer Solutigns Staffing Group LLC, hereinafter referred to as “employer”,
and &moh‘a iwkghk hereafter referred to as “employee”.

WITNESSETH:

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

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

nature

Lo

Employer Solutiong$Sta p LLC, Representative
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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 cheque no
se puede encontrar. Si se puede verificar que el cheque no ha sido cobrado,
ESSG se detendra el cheque de pago y reemitir el cheque a usted, descontando
un cargo de entre $ 25 - $ 35.

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 Ia denuncia a su reclutador de personal que el
cheque fue robado. Si el cheque no ha sido cobrado y si 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): /g"t’ vtta /401’ lewh Fe

Signature/Firma: %" Q,év&ﬁ
/ L




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 employer immediately of any new injuries or conditions that impact
your physical 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 physician must complete a
Report of Workability.

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

Signed: /;_Z,f':; %d

Printed Name: A i ﬂ,a bevbite__




8850 Pre-Screening Notice and Certification Request for

(Rev. March 2016) the Work Opportunlty Credit OMB No. 1545-1500
E\temall 523;13’;%;&"%‘;‘” » Information about Form 8850 and its separate instructions Is at www.irs.gov/form8850.

Job applicant: Fill in the lines below and check any boxes that apply. Complete only this side.
,{} leit? —
Your name enye-tta /4— pp e Social security number»> 322~ 72-Z¥S” &

Street address whereyoulive 325 soth /ﬂi AL 4“# =

City or town, state, and ZIP code _ Mp 4 Mn ST _5'1/ / /
County /L/t'nn_)ﬂs 77 Telephone number bs7 -273-26(%

If you are under age 40, enter your date of birth {month, day, year) / /’/ 2~-/%98 /

1 [ Check here if you received a conditional certification from the state workforce agency (SWA) or a participating local agency
for the work opportunity credit.

2 [S-ereéck here if any of the following statements apply to you.
o | am a member of a famlly that has received assistance from Temporary Assistance for Needy Families (TANF) for any 9
months during the past 18 months.
e | am a veteran and a member of a family that received Supplemental Nutrition Assistance Program (SNAP) benefits (food
stamps) for at least a 3-month period during the past 15 months.

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

e | am at least age 18 but not age 40 or older and | am a member of a family that:
a. Recelved SNAP benefits {food stamps) for the past 6 months; or
b. Recelved SNAP bensfits (food stamps) for at least 3 of the past 5 months, but is no longer eligible to receive them.

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

o | received supplemental security income (SSI) benefits for any month ending during the past 60 days.

] am a veteran and | was unemployed for a period or periods totaling at least 4 weeks but less than 6 months during the
past year.

3 [ Check here if you are a veteran and you were unemployed for a period or periods totaling at Jeast 6 months during the past
year.

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

5 [ Check here if you are a veteran entitled to compensation for a service-connected disability and you were unemployed for a
period or periods totaling at least 6 months during the past year.

6 E’C‘I{khere if you are a member of a family that:

» Received TANF payments for at least the past 18 months; or
» Received TANF payments for any 18 months beginning after August 5, 1997, and the earilest 18-month period beginning
after August 5, 1997, ended during the past 2 years; or

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

7  [J 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 received unemployment compensation.

Signature—All Applicants Must Sign

Under penalties of perjury, | declare that | gave the above information to the employer on or before the day | was offered a job, and it Is, to the best of my knowledge, true,
correct, and complete.

Job applicant's signature > ?M Date ‘/-' / / - 7
For Privacy Act and Paperwork )ﬁul’:’don Act Notice, see page 2. Cat. No. 228511 Form 8850 (Rev. 3-2016)
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Form A (rev. 01/2016) TAX CREDIT QUESTIONNAIRE

Spucialists 17 TER Crud.ﬂ Adminisiration

EMPLOYER SECTION: :

Client: Company:

Employer Solutions Group

Location: Position: Starting Wage: $
EMPLOYEE SECTION:

E?nyee Name: Street Address: City/State: Zip:

eryitta fooehde | 729 3% e b, Mals SSY LS
SS#: Date of Birth: Age: Have you worked for | If yes, location:

922 72 -7852 | 1l 1 {2/ /981 |35 | “0Syn e

Please complete all questions, and sign and date the form.

1.

Have you or has anyone living with you received Temporary Assistance to Needy Families (TANF)

at any time since August 5, 19972 (if yes, please rovide,'&;mat'on belop.)

Name of the person receiving benefits: _&:ﬂfk‘ ﬂA’W Relationship to you: lVl'l' cel #)
City: _Mgl% County: fenpr 1 State: N 3L~

Have you or has anyone living with you received Food Stamps (SNAP) at any time during the past 15 months?
(If yes, please provide information below.) )

Name of the person reg{eiving benefits: _qu e MW £- Relationship to you: ___ 1) §< & 7&

3.

city: 5t £ gu County: ___ Rammsge] / Ste:__ Mo
4

Have you received Supplemental Security Income (SSI) at any time within the past 3 months?
Please note, this is not the same as Social Security benefits (SS) or Social Security Disability (SSDI) benefits.
*If you checked yes please provide a copy of your SSI documentation.

e

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

D Vaocational Rehabilitation Agency D Dept. of Veterans Affairs D Employment Network (Ticket to Work Program)
Name of Agency: 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? *Ifyes, please provide a copy of your DD-214 and letter of separation.
(If yes, please provide information below. If no, 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?

O
1

6.

Have yon been unemployed at any time during the last 12 months?

If yes, dates of unemployment - From: / / To: / /
Did you receive unemployment compensation at any point during your unemployment?
If yes, dates received unemployment compensation - From: / / To: / /

[0 pjc

7.

Have you 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 D Federal or D State conviction? If State - County: State:

Ol O O

I

Additional Tax Credits

IEC (Native American): Are you or your spouse a member of a Native American Tribe?
*If you checked yes please provide a copy of your CDIB card,

CA Residents: D Are you the child of foster parents? D Do you receive CalWorks? D Workforce Investment Act?

Are you a migrant or seasonal farm worker? D Have you ever been convicted of a misdemeanor?
SC Residents: D Do you receive Family Independence Benefits?

O

PLEASE READ, SIGN, AND DATE:

Under penalties of perjury, 1 declare the information above to be true and accurate to the best of my knowledge, and I hereby authorize any agency, organization, or

individuals to supply such verification or information that may be needed to determine tax credit eligibility to my employer, employer representative (Associated
Consultants, Inc. dba Retrotax), or the Department of Labor.

M~ Z°
New Employee Signature: Date: ‘7/ /~ ZelT




Spécialists in Tar Credit Adminiztration

Qualified Long-Term Unemployment Recipient

ADDENDUM TO: IRS Form 8850 Pre-Screening Notice and Certification Request for the Work Opportunity Tax Credit

Client: Company:

Employer Solutions Group

Location: Employee Name: ,K"" /l (i %f/ 4 A SS#: ?Z'z- 7@«*2!5'&“
EMPLOYEE:

Please check the statement(s) that apply to you and sign where indicated below.

O I have been unemployed at any time during the last 12 months.

If applicable, dates of unemployment - From: To:
From: / / To: / /
From: / / To: / /

[0  Ireceived unemployment compensation during my unemployment.

If applicable, dates you received compensation - From: To:
From: / / To: / /
From: / / To: / /

Please read, sign, and date:

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

Employee Signature: /?;;‘/4, é/w_, Date: PRI e

RetroTax”
3730 Washington Blvd.
Indianapolis, IN 46205

317-925-0553
wotc@retrotax-aci.com

www.retrotax-aci.com
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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

job assignment from a staffing service, (1) fails without good cause to
affirmatively request an additional suitable job assignment, (2) refuses
without good cause an additional suitable job asszgnment 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 | m responsible to contact ESSG within 5
calendar days once an assignpment epfis. | also acknowledge that | have received
a separate copy of this form, nitial)

2 - {2017

Fmployee Signature: Date:

,f;hyﬁf*fa /%ﬂwﬁvxc.i—

Employee (please print your name here)

CMG_SM - Rev. 09.2013



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 wuth
any questions | may have about this policy. | 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 inmediately 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)

: myd% /4ppM//‘@

Employee s Signature:

X/' e - Date: q-/=2°17

22



RECEIPT OF EMPLOYEE HANDBDOK AND EMPLOYMENT-AT-WILL STATEMENT

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

| also acknowledge that my employment with ESSG is not for a specified period of time and can be
terminated at any time for any reason, with or without cause or notice, by me or by the company. 1
acknowledge that no oral or written statements or representations regarding my employment can alter
the foregoing. | also acknowiedge 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.

| 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_Y= Ml —Za/™7
EMPLOYEE
NAME >nyo (12 w te

PLEASE PRINT
EMPLOYEE
SIGNATURE
ESSG /\
REPRESENTATIVE \
—

23



l"' 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 concerns
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. |am responsible for the information provided herein and will, upon my separation,
return this handbook to my ESSG Consultant.

Date: l/"’ /(20T

Associate's Signature:

Associate's Printed Name

Orientation provided by:

24



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 suich 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 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.

@/@% /d/ga éﬂ&' ZC

Individual’s Name

S Jt- 7o) 7
Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10
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Rl T AL L LT Y S o erisulnndi et W e

Enhanced MEC Plan_Plan 1 N

Benefits Enroliment Form I New Emplovee

Employce information

Ve bk Fe

[ Rehire Rehire Date

Saclal Security Number

F22-72—298S"C_
Address . City State Zip Code
¥ z_
Gender Iﬁ; ngﬂhz:i;mn tit:::ed Date of Birth - 12 - 155 { Date of Hire

one Number: Emall : e '
3 2?1'27 3- 26 (¥ '?Mfafff’ )gup/sﬁ”r-k @Mw’/ - Co 7
Please Select Desired Coverage:
Employee Only - Employee+Spouse - Employee+Child(ren) - Family -

$24.00/Week $38.00/Week $36.00/Week $63.00/Week

Bocial Securky # Birth Date | S€% Relationship
J male [dSpouse [1 Child
el SE Name 1 Female O Domestic Partner
H 4,..!"—1”‘-'““_-'"“ TL 3 v._ i v—"w_' 3 & —w.r-.“:_; :y'-r“"'_""
Social Securlty # Birth Date | Sex Relationship
[J] Mae [CISpouse [ Child
[First Name MT Last Name O Female [0 Domestic Partner
Fm' R e TR s R e
Social Security # Birth Date | Sex Relationship
‘O Male 1 Spouse D Child
 First Name ML TastName D1 Female I P = :
O 0
NAME OF PERSON COVERED (FIRST, LAST):
EFF. DATE
EFF. DATE
EFF. DATE

Employes Acknowladgement and Authorization - 1 hereby apply for the group benefit{s) as Indicated. 1 acknowiadge that all entries are true and complete and that
any misstatements or fallure to report information may be used as the basis for cancallation of coverage for me and my dependent(s), if any, from the original
affactive dats. Further, | authorize my smployer to make the necessary payroll deduction of premiums for coverages | have elected.

[IF ENROLLING - YOU MUST SIGN HERE

Emplayee Signatura Date

EMPLOYEES DECLINING l!/iam DECLINING coverage

1understand that | and/or my depandents, If any, walve any coverage and desire to participate in the plan at a later date. i'we may be considered a late enrolles and
must meet the requirements defined in the Certificate of Coverage for the company's medical or dental plans. If | decling enroliment for myself or my dependents
(including my spouse) because of other coverage, | may, In future be able fo enroll myself or my depend In this plan, provided | request enroliment within 31
days after the other coverage ends. In addition, if a new dependent relationship forms as a result of marriage, birth, adoption, placement for adoption of parting sult
of adoption, | may be able to enroll myself or my dependent, provided | request enroliment within 31 days of the event.

IF DECLINING- YOU MUST SIGN HERE

Employee Signature 2 a—-.#-——' Mv/ Date y' //— ZO/?
' Employer Solutidné Staffing Group Health Benefits Team

7301 Ohms Lane Suite 405
Edina, MN 55439
Phone: 852-767-9519 Fax: 852-767-9516
Email: Health@employersolutionsgroup.com




[T

4.
_ Fixed Indemnity Medical Benefits_Plan 2
VS - 219301-ESG-1 OFFICE USE ONLY LOCATION RehireDate ___/__.__/

ENROLLM ENT FORM ESC CU(UNAC-MN) P1 v18.2

A. REQUIRED EMPLOYEE INFORMATION PRINT USING BLACK or BLUE INK (Must-Be Filled Out)

N Social Security # H h
T N R Ly
Address 229 g ath Av — /U Apt. # Z

City | State 1 Zip Date of Birth '
M;Q/§ ! Mll_/ | s—s%/r H11Z1¢PF /[

Medicare Health Insurance Claim Number (HICN) f Medicare Effective Date

Name of Covered Person (s): | i
1, i 2 i3.

C. LIMITED BENEFITS PLAN SELECTION Payroll Deducted Weekly Rates

You MUST select a coverage level before any benefits in Section C. Your coverage level for the all benefits in Section C will be
identical. The Fixed Indemnity Medical Plan, Dental Plan, Term Life Plan, and Short-Term Disability plans are underwritten by BCS

Insurance Company. The Vision plan is underwritten by Companion Life Insurance Company.
SELECT COVERAGE LEVEL o0 NOFMNITY | pentaL VISION Termure | SHORETERM
~ Employee Only [ s2025 ()| ser7 )| sea2 (B s0e0 | sa20
Employee + 1 [ | $41.10 $12.34 $4.92 $0.90
 Emplayee +Family [ ]| ¢54.88 $20.36 $6.56 $1.80
¥ ,___!"2}_"_ ALL Ben__e_ﬁE_. l:l » DYes- l:l No l:l‘(e_g‘ ‘E_;I_F_\lg” _EI___YE:S l:l No __I;I__Zes I:I No DYes D No

1This coverage is not available to residents of NH, HI, or PR. 2STD is not available to per;;;ls 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.

Name Relationship

D. REQUIRED DEPENDENT INFORMATION

Name : Social Security # = Date of Birth | Sex Relationship
o o R g { ) / o IIVI:I ] SP_?E-E‘?Q Child [_] Domestic Partner
Name Social Security # | Date of Birth : Sex Relationship
2 it/ |IMI[E] [spouse[]chid[JDomestic Partner
Name Social Security # ' Date of Birth | Sex ? Relationship
o IIRE e R T 1 |ImI[E] |[Cspouse[]chid[]Domestic Partner
Name Social Security # Date of Birth | Sex § Relationship
b rr | IMILE] [ [Ospouse []Child[]Domestic Partner

RS YOU MUST SIGN AND DATE, EVEN IF YOU DECLINE COVERAGE

| have read the benefit packet and understand its limitations. | understand that open enrollment is only available for
a limited time and | understand that making no benefit selection is a declination of coverage.

oare X1 201 2°47 | psinature

This is an Essential StafCARE Enrollment Form.



