voww.esgsaffingsotutions.com

Peraonel Data-. PLEASE PRINT LEGIELY I INK

emplGyer solutions stal

I ErOuD

New Hire Application

ascme SN AN o SARTH .

StraatAddress_Z‘;zy/ﬁw.—Sr PG 7«/.?29?‘ "7167

PO Box 46270

Minneapolis, MN 553449956

Tal: 952 835_1288

Biddle Initial ’@_

AptiSte

ChylStatelZip /-7//4(”/{241[1(_ 7y 4§31

PRYE Number 9 76397/ 285

Staffing Agency/Recruitment Partner

quatifications for emplyment, | authoiive ESSG fo make

Sm:IaI Security Last Four M&é ?é
Emall Addrass [&74[4:@}114. A@ﬂi@dﬁ&y/ﬂh’m Ca™?

Are yors hganyamwmmmmmmawwsmmmmmﬁvas Quo

Applicant Certification and Auﬂmnmﬁnn
| authorize Empioyer Solutions Staffing Group (ESSG) 1o use the information angd

mEganding my fravious dutles, responsibilities,
Hundargtand thata conprehensive background chack mayheammmntndemmm«w efigibility for hire by centyin cllents of ES8G.

Thiz may Melude bt i not Smited to,

16nts contained in this appiication to datermine my

, COmpens3tion and ety for

Investigations
required by clents, govemment requlations or by £E584 poticies,
| refeasa ESSGmﬂuherpemnsmenﬁﬂesﬁmanymmnﬂgmhab%adon&s%‘sdemmtomuda backgroum chack.

| cestify that all statements made iy
false or misteading Infomyation. |

consideration for smployment o, if discoverad after | begin employmant, will murmﬂwtermm
i1 hired, | agree to abkde by the poticies and procadunss =f EQRE.

IR

Name (Print or fype)

nquisies of myfmmerempiwgm. mpt as indcated in this appkcation,

Mmmmmonmdmmmmammma

Ry application are fue a5k accurato and that § have nﬁtmmea any materal Kfofmation oF provided
upderstand that any matesis omigsion or misropresentation will reayltin my disqualification from

ﬁb'muc B1K 7

Acapy or faceimile 'ty will be conslderad the same a5 on onging signature, Emall yml ONLY be used for employmant correspondence

For£556 ﬁmice Use Only
BGH NHW ta sasn Wi
Emergesey Contact Info | Brckground Release Form Backgiotmd Resuits Unenyplopret Letter ESC Appiication
arappiicable)
For ES3G Client Ue
BEG— mm4 — Bax ninny
Imclaughiin
arthur
r
127 how st po box 457 |
hiaverhiil
mass
6586
{o7a3271288
{
i
|
i
i
|
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FAX COVER SHEET

Tos /47?/ D??M;E i@mé)’)x/

Company:

Fax Number

Date: Q f - R /77

dolok ekl kol okl dekok

From: )T mc,l AJ('AL o

Phone/ e-mail:

No. of pages:

Whek  ketok ek delok delek

Please consider me for the following position(é):

Please contact me at the address and telephone
resume. Thank you fot your cons1deratmn

number listed on my |

T8 Zowd LrER SAIHLS

TEET  LTIBE/58/68

e v e e -



Form W-4 (201'?')

%‘%ﬁml 2,4,4, urum%

1%, M‘IB\.ENM
Nmnmmmcldm you 2 & depandant

decluctions, cortel orodit, sl 14 e
mmmm m e

Complete nl that spply,
e mﬂm% ba hazad an Mwaleos.
an
ywmodmdmmtbuimmm
percentage of
hm'hdd.Gmurﬂw ymmcumhm)
your

Noorwege Inoome.

 Inoome huvaulugﬁlmmmlq[
onskar

3 Imtexmed o dlividandg,
1040-E8, Estimated Tz o
2 for In 2
o seicktiensd tyx, If your hever penalon
s nmﬂw.mﬂn.;‘ wauﬂmﬂuu
axifurt your withhoiding on Form W4 or Woap,
Twu strmers o muttinke jobe. If
wrking 8 & Mot

holdtng. Aflr
Iﬁimmﬂumgwﬂmmmm

Mmlf.ﬁum B&bwm reamhgl

mnm \'u'wrw
Titoctig laches

Itrttration about
WW&!MW”}MI baposted

mhburmmmnm. mm-n
m m hmaonda&l.ltljg’ o pnym:tﬁmﬁn
i oty ﬂm}. mﬂm& °qwuym'?mwuua 3:'
E"m MM?%QMM i thsﬂanmuwhmm
2 depandont, f the i) Yum You con taks tax ereckia ko
b o 85 o aker. %wnm;muw
-t Bing, m i uﬁmdﬂdmaﬂmhd&mﬂ
Wl clpim adjustmonts to inoomio; tix orodite: o s %..., [ vy )
itamézadt dodLEAO, 0 hin o ber tax rotum. e ey m{,':'mm"uﬁ“’ww
Person

nces Worksheet (Kaep for yaurmmrds.}

A

Em»f'“ﬂﬂt»ﬂlssﬂﬂnoonselaemawmmmsdmnm e e e s

~ You're single and bavé only one job; or

Eirtar "™ iR

= You're mamied, hava aaly onw job, and your spousa doean't work; or }
* Your wages from a second job or your 5pouse’s wages (o the ot of both) s $1,500 or less,
Enter “1" for your spouse. But, you may choose W aver “-0-" if you are mamied and e mﬁm;work!nq sponsaorma

than e jola, {Endesing -0~ may help you avaid having too itle tax withheld) .

o -]

.

Em“mxbaufdmmm(amumanmrspomwyww:}ymwmda:mmyuurmmtum. PN -
Enter ™17 f you will fil a3 head of hnusshokd on your tax retum {see contBtinns undir Hesd of housahold nhwe)
Entar 17 if you have sl least $2,000 of child or depeident cane expanass for which you plan to claim o credit

. P Y

Tmoo

Hll

{Nola: Do not includs child support payments. Sae Pub. 503, Chld and Dependent Care Expanses, for detiila,)

Child Tax Crecht Gnctading mdditional child tex crecdit). Se Pub, 572, Child Tax Cradt, for mans mformiation,

* U yousr total income will bo tesa than $70,000 ¢$100,000 i marriec), entec "2~ for each abgitle chid: than hn'v“ it you
have two 1o faur eligible childran or lass "2 it you have five or more eligila children,

* i your tatel income wi! be betwesn $70,000 and $84,000 {$100,600 and $119,000 [f mantad), antst *1* for sach siigible ahid,
Ackd lires A Bwough & and anter total hens, (Nate: This may ba diffecant from the mumber of exemptions you ciatm on yaur ta ttum } % H

G .

|

el to amize ar wcfusimants 1o income and want to racure thholding, ses the
For Anciraay, mdmmuwm-Mmpagez you
apmplats afi -uyouuaalnu!undm%ﬂ%gnmoéggwamwzummmrmw:mwmmﬂm
workshests from al G {520,000 ¥ mar tha Two-Emmers/Multipie Joba Wor kot 2
thatapply. | i SUCTIRSVING Yoo Bl Gk WARAR, g pane

* ﬂmﬂwoﬁhanbmanmmmgnl& stop hera and anter the numbar feam ling H on ins 5 of Form W4 Belew.

o WA=

(eparimunt of the Treasuy
et Riwvanish Ravioy

anfrom

Saparats hers and gl Form W4 to your smployar. Keop the tnp pert 5 YOUr DECORES. «r s mmee oo

Employee’s Withholding Allowance Certlificate

I Whathas' you v entfifed to olaim o cartals iumber of siawanoes or examed; withhoiding
llﬂmbmhwbyanlﬁs.VMimplwmbomMmmamwmm Warnt ta the (RS,

OME No. 1645-0074

2017

-

2

1, rourdicet noene and mkddio LREY narie A
6 addmen aﬂd. o routa) .

Vo Dow. 4 57

2 Your 30218 MGty namber

A

Mtrrind () Bamiod, best withholst 2 Digtey Gingie e,

O UG b #f Pervcdont Allers. Gick 1w “Singke® by,

A OISR

4 i your last neme ANers from that shawn on your aocisl sesority card,
chwsck tene. Ve it toll {-B00-732-1293 tor 3

mm:md.b.

Towmnhwﬂﬂmmwumdmnn(ﬁmhaﬂanavaw&ammapp(mmamrumtmmaz) -]
§

L}
8§  Addiional ameunt, i any, you want withheld from each paycheck ., . ., . .
T

tchadm axemption from withhelding for 2017, anti | certily that | moet both of e mzmng uommm for exemmim
~Lastywlhadaﬂmtnoammdotﬂfeuemlmmnetuwnhhmmausalhwnomtmhlity.
* This year | axpect 8 sefund of alf federa! income tax withheld becauss | expact 16 have no tax Yehiik

} you mest both contitiar, write “Exempt* hers . |, |, “7
Uncler pansitias of pdury, T deciagk tha y mmhedl 3ra m.mmmammmmdwu,mm.wma«ﬂmm.
4 L
Employso’s wgnatwre A
(i form b it vk unless ; n D*h {-Aol7
8 Empwtwmmduudmﬁnp e mammaaylfaammauﬂmm B QS ol i} | 10 Employar idantiestion mumber (3N
#«mﬂwthMMMnmmmwz Gat. Na. 163300 Fom W4 @017
*»
i
]
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i ]
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® Emgloyment Eligibflity Verification USCIS
o Department of Homeland Security omf gzcm:;;zm
U.S. Citizenship and Immigration Seyvices + Brpines 03312019
# START HERE: Reod instructions camfully bafare compieting this fomm, The instnuctions muat e aveilabi , eithrer in paper of slectronically,
3] during completion of this form. Employers are leble for zmorsin the completion of this form.
ANTI-DISCRIMINATION NOTICE: It is iilegal 10 disthitninate against work-authorized individuals. Employers CANNOT #pacify which
document(s} an empliyes May present (o establish employment authorzation end identity, The refusal to hire or continug to employ
an mdnnduai Uecausa the dnmmemamn nmanfad has a future axmmhon um may also mnstmme fegal divmn'hmhm
N&Z ﬁ'“(mm mamm Qther Lpat Names Used {if ay)
Add!m{stme:WMerand Mnm) ‘57 Apt, Number cny o Town Siate 2P Code
197 Mo < P-0ft “hil 14 01531
[ Dake of Birth (vddyyey) | U5, Socia) Secuaity Number Emn-lovee‘s Emml Address Emplcyes’s Telsptione Number
- - )
(041957 o 9953271255
1 am aware that federa} law provides for imprisonment andfor fiRes for false statements or use of false dommmts in
connection with the completion of thig form.
1 attest, under penaity of petjury, that { am (check one of the following boxes);
18, 1. A citizen of the United States
£ 2 A noncitiven netional of the United States (Ses nstuctions)
T 3. At permancnt rosident(Alien Registration NUmbenLISCIS Nambery
4. An alien autharized fowork  until {expiration date, i applicable, mmiddivyyy):
Some allens may wrile *NA™ in the expirstion date fiefd. (Ses ietnwcions)
Aficns sudhorized fo wark must provide only ne of e following document rumbers 1o compfele Form 1% Camea e 1 The Epaca
An Alier Registration Number/USCIS Number OR Form 1-84 Adimdsslon Numb OR Foreign Pasx
7. Alien Regitration Number/USCIS Number:
OR
2. Form 194 Admission Nirbor:
OR
1, Foreiph Patsport Numbar:
Courtry of jasuance;
Today4 Dotz (1 ] . '—’
l N e X b4
{atiest, under penally of perjury, that | Nave assisted in The compielion 67 Saciion 1 57T Torm st Hort o fis bess o T
knowladge the Infonation is true and cormect, o
Sinature of Preparst or Translator Todsy's Date {mnddhyyy)
{nst Name= Family Name) First Name (Given Nanms)
Address (Sfreal Number end Neme) Ciy or Town Swte 7P Code
Form 19 0711717 W Pagelof3
*
Imclaughiin
arthur
137 how st po hox 457
]
mass [
Jowd LrBa SAdVLE TEAT L1682 /56 /80
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** Do) NOF SCAN OR FAX THIS PAGE **
W
e e e e e
LISTS OF ACCEPTABLE DOCUMENTS
All documents must be UNEXPIRED

Employees may present ane selection from List A
ar 3 combination of one selection from List B and ane selaction from List &

LIST A

Documents that Esteblish
Both ldentity and
Employment Autherization

LISTB

Documents that Establizh
tdentity

LstTC

Pocuments that Estabilish
Employmaent Authorization

AND

1

U.S. Passport oF U.S, Fasspert Caad

Permanant Restdent Card or Alian
Registration Retaipt Card (Fom 1-551)

Foreign paasport that contains a
temporary 1557 stamp or temporary
581 printed notation on a machine-
readable immigrant visa

Grivers license or 1D card iseied by 3
State or outlying possession of the
United States provided it containg a
photograph of Mfommailon such as
name, dale of hirth, gender, height, eye
color, and address

. ID card issuad by federsl, state or local

. Employment Authorization Document

that conieing a photograph (Form
1766}

government agentias of entitles,
pwovided it containg a photograph or

information Such as name, date of birth, | #  Cerfifizalion of repost of birth issued |

gender, height, ye color, and address.

For a nonimmigramt alisn authofized
1o work for a specific employer
hecauze of his of hat status:
a. Foreign passpoft, and
b, Form +84 of Form 1-94A that has
e tollowing:
(1) The same name a3 e passport
and

(2} An endorsament of the allen'’s -
nonimmigrant stahes 3% long as
that perod of endoreement has
not yet expired and the
proposed employment is not In
Lonmict with any restrictions or
Timitations igentfied on the farm.

. Schoeol 1D card with a photograph

1. ASnodal Sacuty Account Number
card, unless the e Inckides ane of
the followig restrctions.

(1) NOT VALID FOR EMPLOYMENT

{2) VALID FOR WORK ONLY WITH
INS AUTHORIZATION

(3) VALID FOR WORK ONLY WHH
DHS AUTHORIZATION

by the Department of State (Forms
08-1350, F8-545, F5-240)

Voters registration card

5. U.S. Miitary card or draft record

Military dependent’s iD card

3. Original or certifled copy of birth
certificate issuad by a State,
county, municipal suthofity, or
tarritory of the United States
bearing an official 3ea)

1.8 Coast Guard Merchant Marner

4. Native American tribal documant

Card

U.S, Citizen ID Cand (Form |-197)

o,

Native American fribal document

Drivers license iseued by a Canadian
gavemment authosty

For persons under age 18 who are

G

Pazaport from the Federated States of
Micronesia (FSM) or the Rapublic of
the Marshall islands (RMI) with Form
-84 or Form F-94A indicating
nonimmigrant admission under the
Compatt of Free Assaciation Betwaan
the United States and the FSM or RM!

6. Identification Card for Use of
Resident Ciizen in the United
States (Form +179)

unable to present a document
Hsted nbove:

10. School record of report card

11. Clinit, goctor, or hospital frecord

12, {yay-care or nursefy SChoo) recor

7. Employment authofization
document isaued by the
Department of Homeland Security

Examples of many of these documents appear in Part 13 of the Handboaok for Employers (M-274).

Refar to the instructions for more information about acceptable receipts.

Form 19 021717 N

LbBd

** DO NOT SCAN QR FAX THIS PAGE **
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Employment Eligibility Verification
Department of Homeland Security
11.§. Citizenship and Immigration Services

USCIS
Form 19
OB Ho, 1615-0047
Bpirus (/312019

. |Employee Info from Section 1

List A

Identity ang Employment Authorization

OR ListB
idantity

Employment Authasifation

Ooeument Tita

3t Documen] Til=

lamwng Authomy

| gy AEHOHY

[Toacamen Hiar

"| Document Number

Expiration ate (f anyme/adlyyyy)

Expirabon Dade (if atty) rmmdiiyyyyy)

vmmm?
Expiration Datgtif sny} (mmatyyyy)

Dacurnant Title

Issuing Authonty

4| [Addiional Information

TEemant Number

Expiration Datz (7 say)(mmadiyyyy}

T

Doremant Title

Teawing ALTHOWLY

Gorunent Number

Expiration Data (8 any){mmiddiyyy)

- [
¢ Mot it in This 8pace:

Cortification: t atteat, under pennlly of perjury, that (3} k
{2) the abuvelisted documant{a) appear to be genuine
employee iz authorired to work in the United States.,

The employees first day of employment {mum/d

RTINS SRR

examined the document(s) presented by the above-named cmployes,
1o relate to the employes nomed, and {3) to the beat of iny knowlsdgs the

k {See inswucions for exemptions)

the el

1 atteet, undef pensity of perjury, that to the best of my k
presented documsent(s), the document(s) | have examined appear 1o be genvine and to refate to the individual

Signisture of Erplayar or Authertred Rapreamxmva// Todey'a Date (mm/adddyyy) | Titke of Emplayer or Aulhorized Reprasentative
Lt IName of Exnployer o Authorized Rep ; Firet Mane of Employer or Authorized Repesendative | Employer's Buaness of Crganization Neme
FUPLOYER SOLUTIONS STAFEING GROUP LLG
Emphiyss Bosivees or Qrqantzatian Ad (Streat Number and Name) | City oF “Town Rate 4P Code
T80 FLYING CLOUD DRIVE /SUTTE 200 EDEN FRAIRIE MN 58344

Section: &Reveﬂﬂmﬂdmﬂ‘nd Eehiw.# {Tahe conplsted and; mdbymwwwammmﬂmm

A, New Name (f sy $ /7 B. Dats of Retirs (7 appicable)

Licst Nt (Pl Name) Firs Name. {Giver Name) Middle Initial | Dl (emenicieiryyy)

C. 17 the empioyeas mmammmhuﬁaﬂmtm cpired, provide the iRk for the documend of receipt that

contiing in the apace provided below, ) . : . : )

Doctanent Title / Document Number Expiration Date (7 any) (mmidayyyy)
, thiz employee ia suthorized to work In the Unlted States, and ff

f Empi g

-
y Hepr

ttive | Today's Dats (mmAIdyyyy)

G Ri-J2of7

Name of Emplayer or Authosized Representolive

7

/;olml-ﬂ OFINT N
*

98 39vd

LpBd

S3HRLS

Pape 2 of 3

T2:81
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Employment Eligibility Verification USCIS
Department of Homeland Security Form I-9

U.S. Citizenship and Immigration Services OMB No. 1613-0047
e Expires 08/31/2019

i Last Name (Family Name) i First Name (Given Name) M4 | Citizenship/immigration Status

i

Employee info from Section 1 | ! |
ALY DS ¥T=\a\tTn) L Acvnor Lus Clzen
List A OR J ListB AND ListC
identity and Employment Authorization identity Employment Authorization
Document Title Document Title Document Titie
A
issuing Authority g issuing Authority Issuing Authority
Document NumbBler Document Number Document Number
4s1 311972

Expiration Date (if any){mm/ddlyyyy) Expiration Date (if any){mm/dd/iyvyy) Expiration Date (if any}{mm/dd/ivyyvy)

la?/a_ggl

Document Title

Additional Information

issuing Authority

Document Number

Expiration Date (if any}{mm/ddfyyyy)

Document Title

issuing Authority

Document Number

Expiration Date (if any){mmJsddtyyyy)

Certification: | atiest, under penalty of perjury, that (1} | have examined the document(s) presented by the above-named employee,
{2} the above-listed document{s} appear to be genuine and to reiate to the employee named, and {3} to the best of my knowledge the
empioyee is authorized to work in the United States.

The employee's first day of employment (nm/ddyyyy): OQ ||% ‘ A1) (Seeinstructions for exemptions)
Signaturg of Employer or Authgrize Represen‘ta‘hve Today's Date(mm/ddlvyyy) Tille of Employer or Authorized Representative
i A g o C,/ 1 [3’2) ,’ i g.,[ IOV Executive Assistant

Las/ Name of Emplover or Authorized Representativ ffst Narme of Errp&c}er or A’uthorized Representative | Employer's Business or Organization Name

Findley C Andrea 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 2068 MINNEAPOLIS MN 55344
S
A. New Name (# applicable) o o . _ |B. Date of Rehire (if applicable}
Last Name (Family Name) First Name (Given Name) Middie initial Date (mm/ddivyyy)

C. If the employee's previous grant of employment authorization has exptreﬁ provide. the mfc rmatim} for the document or receipt that establishes
continuing employment authorization in the space provided below. : : S o ;

Document Title Document Number Expiration Date (if any) (mm/addiyyyy)

| attest, under penalty of perjury, that to the best of my knowledge, this employee 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 relate to the individual.

Signature of Employer or Authorized Representative Today's Date (mm/dd/yyyy) Name of Employer or Authorized Representative

Form -9 117142016 N
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EVerify

Company Information

SENSITIVE BUT UNCLASSIFIED

Case Verification Number: 2017256130929YJ
Report Prepared: 09/13/2017

Company ID: 47429

Employee Information

Company Name: Employer Solutions Staffing Group

Last Name: MclLaughlin
Date of Birth: 11/06/1957
Hire Date: 09/13/2017

Document Information

First Name: Arthur
Social Security Number: *** ** 6596
Citizenship Status: A citizen of the United States

List A Document: U.S. Passport or Passport Card
Passport or Passport Card Number: 487377972

Case Status Information

Document Expiration Date: 11/28/2021

Final Case Result: Employment Authorized
Case Submitted On: 09/13/2017
Closed On: 09/13/2017

Employer Case ID:
Case Submitted By: AFIN3846
Closed By: AFIN3846

Closure Statement: The employee continues to work for the employer after receiving an Employment Authorized result.

SENSITIVE BUT UNCLASSIFIED






EMPLOYER SOLUTIONS STAFFING GROUP
BACKGROUND CHECK AUTHORIZATION

Employes Narme: /Q/?T )f; 74 /Q /77(:[4.7 éA L; ~J

{First) {niddie) {Last)

Former Name(s) and Dates Used:

CurrentAddressSinceﬁ“ﬁQo" 3 / 1?27/‘,7607 5?" /—'/AUQQAJ—{M/& O/&S/

{Mofyr) {Street) [city) {State/Zip)

Previous Address From:! "7?‘00% 752 Cﬂ U/QCH =T m g{ﬁ t‘ﬂ’b/'k.. m,@ 0/ 5:'60
{Mofyr} {Street} (City) (State/Zip)

Pravious Address From:,
(Maj¥r) (Streat) (City} {State/Zip}

Socinl Security Number: 0:720 ‘17{2 éé;?é‘ DoR: // ’ C?é " / 9 5 7
Phone Number: C}’? &- cgaz? / 23} ;,
Driver's License Number/State: r_—g‘kg 2 1'7‘/5:2 _é 5 f;.

The Information contained in this application I5 commect to the best of my knowledge.

1 hereby authorize Employer Solutions Staffing Group, LLC and its designated agents and representatives to conduct 8
comprehensive review of my background causing a consumer report and/or an investigative consumar raport to be
generated for employment purposes, | understand that the scope of the consumer repert/ investigative consumer
report may include, but Is not limited to the following areas: verification of social seeurity number; credit reports,
current and previoys residences; employment history, education background, character references; drug testitg, eivil
and criminat history recards from any criminal justice agency in any or all federal, state, county jurisdictiens; driving
records, birth records, and any other public records.

yfurther authorize any individual, company, firm, corporation, or public agency to divuige any snd all Information, verhal
or written, pertaining to me, ta Employar Solutions Staffing Group, LLC or Its agents. | further autharize the complate
release of any records or data pertaining to me which the Individual, company, firm, corporation, or public agency may
fave, to indude informatton or data received from other sources. Employer Sulutions 5taffing Group, LLC and its
designated agents and representatives shall maintain all informetion received from this suthorization ina confidantial
manner in ord protect the appficants personal information, including, but not limited to, addresses, social security

numbers, and datgs of, )
ﬁ— Date: )4‘/6 ":.5?" 47?0/'7
to CA, MY, and

Please check the box below if you wish to receive a copy of a consumer report that is requested.
{1 1 wish to receive o copy of uny Background Check Report on e that s requested.

Signature:

[arthur r mclaughlin |

127 how et po box 457

haverhill 1
Iass |
72 church st mermmac
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88  Fovd

Paro

DC 20552,

on Finl, visite yAnm Hisinso oV leanmary & aseside o ke Consumer Finencial Pratection Bureos, 1700 G Street H.W, Washington,

A SUMMARY OF YOUR RIGHTS UNDER THE FAIR CRECIT REPORTING ACT

The federa) Fam Credit Reporing Sk (TATA promess; Tha SCoiracy, famaxs, and prvecy of don in the files of 7 ey, Thewe: lre wrintey
Yypes of CUNSHINGF teparting agantios, Incuding crecit burgaus am spedalty agences (siuch a5 apenties that sell mwmamnam ﬂwckwﬂuug histosies, mecdical
rwensrels, ard rantz1 history records). Rere is @ summary of your major rights under the FCRA. Farmaora ion about sdditional rights, zo
NWWMWWMWI Fimancial Protacton Bureaw, 17006 Streat KW., Washington, DC 20552,

® You vt be tokd if infatinstian in your fila has baan usad agrinst you, Aryone who uses 3 aredit report or snother types of colnmas rapont i deny your appl-
Gation for radit, Frurance, or Smployment ~o7 to take another sdvitrne UEtEmn MRIRKT You — muse el you, 20 must give you the name, address, and phore
number of the agency that provided the infenvadan.

A Yoo bave the right to Know whistes iy gear o, You may mey o irtain 2l the b ion 2bout you in the files of ¥ sorsumar rmporting agancy {your “file
dsrincure®). Youwill he required to provide proper identification, which riny incluti yisus Sacial Sacustty nismber. In many cases, the disclosune will be froe. You
areantitled to 3 free file disdosure it
» p persdany bk Tkan 2dveise acton against you bemuse of information in your aredit repers,

+ yon are the victim af ideatity theft and place a fraud slert in your fikg

= your fils 2% 3 rasutt of fraud;

® Yoy 379 an gubkc asgsance;

= you are unemplved byt e o apply for amplaymant whitdn 60 days.

Iy gekiBrian, all cansemars are antitted to ons free disdosure every 12 months upon (eqUAS from sarh nadonwide credit bureay snd from netionwide specdaty Co-

sumer reporting agencies. Se= sy gonzomerBrures pon/lamara for addivianal infaormation.

*  You have the right % 84K 567 b credic soenw. Cradit seoms ire rumancal summexies of v aredit-wvorthiness bagsd on from craidit You may
PRUSST 3 Credic scare fiom cansiamer reporting acencies thit areavs s of scoras usad In rasidanti real propesty foany, but ou wil kawe o pay far
1. In sme martEsze transactions, you will feceivs ETed scom information for frea fromr the mortgmge lender.

*  You haws theright to dspute & H W yqu Idantify In your file that i incompitte o InAEUTME, AN REOT 1o the
ConsUmer TEpOTing Tzency, e BEENEY mus Irwvastl gta unless your dispute B frivalous. See yiwy comsmerinanca govjleammer for an explanation of dipute
Prooedures.

. Consumer reporting agencies Myt ST of dalam naccurat, incompkete, or unverifiabie il L AT Hirbde i ‘
st b o o Geuronad, usualy within 30 days. However, o corsumer regorting spetisy M3y camtinua (o report  Infosmistion mhwvznﬁac K4 AneRIa.

*  Comumer Pt Sgancius may ot repDT outited negative infermation, In mest c25es, 3 consumar repardng agency may not report TRgetive infoImanan

hat s mine than seven years oid, or bankruptcies thet #08 mora than 10 years oid.

Acoemsto your file s limiterh A CORSEMAT TRpENINg 3gRNCY May pravide informution alrout yos only T pafte With 2 valid need - wrually to constder 2n sopice-

Yitws With 3 creetror, Insurer, emplover, landlerd, or other business, The FCRA Sﬂm’ﬁﬂ&mm“ﬂm avalid need {or scoess,

-

*  You must give your comsent Tof repors v ba A rep 2 BRLALY My naE giva out information abiodrt you to your siployar, of
o petential mwww,mmvwrmmmmmmenmihe employer, Witmen wmsﬂmﬂwkmmmmm trucking M stry. Formon infor-
mation, gote

«  Vau say Brolt “prescreenad® offers of credit and irsursnon you git i on information i your credit report, UrssoRcited "presorsenad™ offars for oadit and
Insuranoe must inchide ' tol-free phre At you G G o chanse tn remove wour rene ard sddiess from tha ets thesz offors are Gaved on. You may
opt-put with the navonwida orodit tureaus at 1.888-557-8688.

* You miy yeak o Tr ra reparting agenCy; af, i some S, & usar of reports or 8 fumisher of wa

nmqwﬂm;mtmfmvmmwhauehmfhmuarhdwcmm
4 oomtity theft ictims and sctive 40Ty MiBTATY parsannal hava aiditional rights. For mere informitise, visicwaww.conssman(|pangragulisammers,
.smumumym-emm mdmmbmmmm mmwmpmgmmmmmmmMnsmMWm¢mmmﬂm
CONToCE your state ar focad ponsumer profestion Gany o Genendl. Fov i R xR 1 sy, contcts

1.5 Bonks, Wmﬁmmﬂ rredit unions with total axsety of over 3. Burea of Consumer Fnancal Protection

S0 billtsn and thair aftilates. 1700 G Street NW
Wil pran, DO 20552
b. Stzch aftiliztes Vit are not banks, $avings assodavens, or oeditunions alse | b. Federn Trode Conwnizsian: Consumer Rasponse Center ~FCRA
should fizt, i addition 1o tha Baramur ‘Washingron, DC 20530
{877} 3mz-43sy
2, Tartha exteitt not included in em 1 above:
3 harks, fedeam) ani fadeyal branches and fed- | a. Office of the Campernliar of the Gurrancy
erni apehoes of Forelgn banis CUSTOmRT AsEiRtanca Group
1301 MrKinney Street, Siite 3450
Houston, TX72010-9050
b, Seta bar banks, bra ] jes of fomgw qu:a. (athar ehan B. Faderal Rusarve Consumer Help Crntar
taderal branches, federnl s, Bt ‘mwd Rava foreign P.0. Box 1200
benks), | endking camp o or contreiied by foreign bonks, | Minneapolis, MM 55480
ani arganizations operating under section 25 or 25A of tha Fadaral Resarva
Act

€ Nonmermber Insursd Banks, tnsurad Saits Eenches of Foreizn Banks, and ¢, FDIC Consumar Responsa Center
e stute SYVMIEE SECOBIANNIC 1160 Walrart Street, Box #11
Xanzys {ity, MO 64106

. Federal Credit Unicns o. Natlanal Cradit Unlon
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EMERGENCY CONTACT INFORMATION

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

oo JARTHAR el stoCh i
stives |27 Jow ST /HAuRh I\ a 01831 0L F 57

p— Thome e G /8 373 JIIG
vame Q/ATHE 1l dothbin  |camae G765 977 1530
Retationship: =5/ S T2/ Work Plone:

Contact #2 Homme Phane:
Name: Cell Phone:
Relationship: Work Phone;

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

This infurmation will remain confidential and will anly be used in the case of en emergency.

arthur r melaughfin i
127 how i po box 467 l

hawverni ]

mass ]

o783271288 ]

878-373-7116 ]

cathey molaughlin____ |
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emplover sohutions staffing group..
Direct Deposit/Payroll Debit Card Anthorization

Eamployees have the option of receiving wages by Disecs Depasit and/or Payroll Debit Card.
IE vou do 007 provide s written afsction, wapes will be paid by Payroll Debit Card,
5 :'1’1(1\' 1 BASIC [INEORMATION

S 0o 7 -'A.‘.».R

I nnderstand and ackoowledge that i1 do not providea
voided eheck with thix direet deposit form, } am
responsible for any delays in payrall or extra cests
ineerred if he acconnt number ¢hat 1 provide Is incoryect.

Initinl Date

= Tohelpus avoid making an arror, please attach a eopy ofa voided check, (2 depasit alip will sot wark)
*  Ifyou change banks, dnmn:lmymnlihmkaccmmnlymmmdmmhnmdnﬁnmm which may take } pay periods.

SECTION 4 PAYROLI DEBIT CARD (GLOBAL CASH CARD)

Fadaral law allﬁnmmalmsmmommobtam,vmf;,mﬂnmﬁmﬁzrmmwmtmnﬁm who opens an account. T arder fo
Tequest a Pa Debxtcmﬁnym_wemwgmw&unaftha nfsemation thst will ensbls the financind instibtion to identify yoo
yon de not sutmit p Direct Deposit/F: ayroll Debit Card Authorizaticn, will provide the necessary infrmaation and issue you 3 Payroll Debit
Card to pay wFurymmmmmmmmwmhmummmm tion information so they ca

verify your deitity.

Wmmmmdmmhuﬁsmmmmﬂmm sy information reganding Pryroll Debit Card scoount arl
‘transactions. On your ﬂydzy new Payrolt Debit Card, and & pecket coubamme & of the tamme and conditions. Ve will
ﬂms:gnmlmmlzdm mmdthe? Debit Card and packet. Vi Your Payroll Debiit Card will be teloaded on each paydy you receive

Wm AT your Paytol Debit Card to be Baied)

TR T 52 (B9 9uCh Loy :}?}‘f"‘rﬁ“" 9467

""?5:“&52 y Bler WAY ©/99 | Bderd2-(59¢
) 007G |Cmmee, e 3T/ 25Y

T RECEIFT OF PATROIL DEBIT CARD (to be completed when you pirk up your Payroll Debit Card)

IPaymllDzl)mCavﬁRnu{mg&q 1PamHDehutC‘mlAr.:mmIn olq 32‘ 83 OOQZ q 0,-7.

T have reconed my Fayron ucu)t Cavd, trivse, fops ‘arras, contitizos, and disclommes. By astivatng my oll Dabit Card,
Ingmn_tothuywarmimmn&mm givloarey thot 2va inchided ormads swaitable to me frozs tina to time from the Sxancial o irmtitubion, 1
iha & ) ittt tndchtm#mﬂDﬁﬂCudwemhzmm&mhdmmﬁes&dﬂhﬁnuvnﬁ&zwwmm

| aithorze Sﬁm elly de N nt‘«‘."" e/ aipeiation payaents, nef of required tax ! 8
or muthorized dednctions, Jute iy sccoumt(s) =s dedgnated nbuve and to Inifinte, ifnscessary, dobit eniries :md adjusm!sfm Ay mdxt mim:s
made in error to iy account(s). “ E-mail i5 required for pay stub information.

Employed's Signaturs: : f 2& 3 ! b?‘gi 7

arthur r molaughlin
8598

IAuQ 31, 2017

®
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Hrthur W\oLaUQWM

Account Information Slip / Volante de Datos de Cuenta

Step 1:
Paso 1:

Complete the following information
Completa los siguientes datos

First Name / Nombre:

HOOOOOOOO0000000

Last Name / Apellido:

HHOOOOOOOO000000

Employee ID Number / Ndmero de Empleado:

LOOOOO000

Bienvenido al servicio Money Network®

Con el servicio Money Network® (“Servicio”), tus fondos -
de ndmina serdn automaticamente depositados en una
cuenta Money Network (“Cuenta”). Tienes la opcién de
usar la Tarjeta de pago Money Network Visa (“Tarjeta de
pago”) adjunta para tener acceso a los fondos de la
Cuenta.

Todos tus fondos de némina estan siempre a tu
disposicion a través de un Cheque Money Network™

(“Cheque”); el uso de la Tarjeta de pago no es obligatorio.

Para empezar a recibir tu pago a través de este Servicio,
simplemente sigue las instrucciones que se encuentran a
continuacién.

iEmpezar es facil!

- Consentimiento. Lee el Consentimiento del acuerdo y

firma electrénica, més los Términos y Condiciones adjuntos.

* Activacion. Sigue las instrucciones de la etiqueta de
activacion adherida a tu Tarjeta de pago. Recuerda que

necesitaras tu PIN para hacer compras de débito con PIN y

retiros de cajeros automaticos, y para tener acceso a la
Cuenta cuando llames al Servicio al Cliente.

- Cada dia de pago. Usa la Tarjeta de pago o un Cheque
para tener acceso a tus fondos. Lee la Guia del usuario
adjunta para aprender a usar tu nuevo Servicio.

Consulta tu saldo de tres maneras sencillas:

Step 2: Remove this slip at the perforation and provide

to your employer

Desprende este volante en el perforado y entrégaselc
a tu empleador.

Paso 2:

Note: You will not need the numbers below once this slip is
provided to your employer.

Nota: Una vez que hayas entregado este volante a tu
empleador, no necesitaras los niimeros que aparecen a
continuacién.

For Employer Use Only / Para uso del empleador solamente:

ABA Routing Number: / Nim. de ruta ABA: 067011294
Account Number: / Ndim. de cuenta:9432108800024192

Consentimiento del acuerdo y firma electrénica.

Reconozco que he leido los Términos y Condiciones del servicio
Money Network® (“Términos y Condiciones”) adjuntos, incluyendo
las declaraciones sobre Transferencias electrénicas de fondos,
Disponibilidad de fondos y Veracidad en la divulgacion de los
ahorros, ademas de la Tabla de cargos y la Tabla de limites de
transacciones relacionadas con la Cuenta y el Servicio, y acepto
cumplir con sus términos.

Entiendo que el retener, activar o usar la Tarjeta de pago o los
Chegues, constituye mi aceptacion de los Términos y
Condiciones.

Reconozco que cualquier término de los Términos y Condiciones,
la Tabla de cargos y la Tabla de limites de transacciones puede
cambiar en cualquier momento (y se me notificara dicho cambio
si la ley lo exige) y mi retencion o el uso de la Cuenta después
de la fecha de entrada en vigencia de cualquiera de dichos
cambios constituird mi aceptacion de los nuevos términos o
cargos.

Para comunicarte con el Servicio al Cliente,
ltama al:
1-800-845-8683

Visitanos por Internet en:
www.bankofamerica.com/moneynetwork

Como usar los Cheques Money Network™.,
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[arthd? r mclaughtin

employer solutions staffing group..

STATEMENT OF CONFIDENTIALITY
This agreement made this, day of, , 201 __, between
Employer Solutions Staffing Group L1.C, hereinafier referrad to as “employer”,
and nereafter referrad to as "employee”.

WITNESSETH:

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

In view of the difficulty of determining the amount of damagss which may
result to the employer from a viclation of any of the provisions hereof, the
employee agrees io pay 1o the empioyer the sum of $10,000 as liguidated
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 ofherwise.

Empl Sﬁ?y Zéﬂ
nployee Si

Employer Solutions Stafiing Group LLC, Reprasentative

T
P
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employer solutions staffing group.:

INJURY MANAGEMENT PROGRAM

Injured Worker's Responsibiiities

As your employer, we are concemed about your full recovery. Reasonable and
necessary medical care will be paid for any compensable work injury, Medically
authotized time away from work will be reimbursed in accordance with the Slate
of Minnesota workers’ compensation laws. Wherever possible light duty
restrictions imposed as a resuit 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 cars providsr, Subpart 2 places limitations on your right fo change
primary health care providers. Discuss with your employer any change in health
care provider.

Attend all scheduled appoinfments. While on physical limitations, visits should
be a minimum of once every two weeks. Failure 10 have curfent madical suppart
for disability reay result in termination of banefits. Schedule your next
appointment immediately after your doctor visit, before you leave the clinic if
possibls.

Obtain a Report of Workability from your physician at every appoiniment, a
minimum of once every two weeks. M.R. 5221.0420 requires that your physician
cooperate with refum to work planning and that you be released to retumn to work
at the earliest appropriate ime.

Immediately followirg your appointment, provide a copy of the report 1o the
designated empiloyer representative. You should deliver this in person so that
changes in work restrictions may be addressed and any questions answerad.

Fotlow 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 depariment. The work may or may not be on your
usual shift,

LpBd SIS ; T
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Maintain regular, weekly, communication with your employer if you are unable to
retum to work, Cantact your employer a minimurm of after evary visit with your
primary health care provider. Keep the claims representative advised of yaur

status.

ity vo

UL emplover im
your physical condition.

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

Lvaa S3d9LS

TEBT
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ernployer solutions staffing group..

important/importante

LOST OR STOLEN PAYCHECKS

if a paycheck is lost {missing, mispiaced, destroyed, lost in the mail, efc.), you
must nolify 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 ro-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 &0, 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 net your fault, ESSG will issue a
new check and no fee will be deducted.

CHEQUES DE PAGO PERDIDOS O ROBADOS

Si un chague de pago se pierde (que falta, fuera de lugar, destruido, perdido en
ol cormreo, etc), usted debe notificar a su reclutader de personal que of cheque no
se puede encontrar. Si se puede verificar que el cheque: ne ha sido cobrado,
ESSG se detendra el cheque de pago vy reemitir el cheque a usted, descontando
un cargo de entre § 25 - $ 35

Si su cheque de pago fue robado, primero debe denunciar el rabo a la policia
antes de que podamos volver a emitir el cheque. Una vez hecho esto, usted
dobe proporcionar una copia de la denuncia a su reclutador de personal que &l
chequs fue robado. Si el cheque no ha sido cobrado vy si la pérdida del cheque
no fue su culpa, ESSG emitird un nuevo chagus y no hay cuota se deducira.

AGREED/SE ACUERDA—

Name/Nombre {con letra de molde).

Signature/Firma: ,,{,) -
/ % g»/&_

larthur r molaughlin

|anhdr r mclaughlin

Bl
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employer solutions staffing group..

Adkmowledgement of Receipt of Workplace Safety Policy

I certify that I have received a copy of Employer Solutions Staffing Growp's ES8SG
WORKPLACE SAFETY POLICY. I understand that it is my responsibility to read
this policy and ask my supervisor, a member of management or to telephone
Employer Solutions Group (ESSG) at 952.835.1288/1.866.496.7573 with any
questions [ may have about this policy. I sgree to comply with ESSG's poliey on
ESSG WORKPLACE SAFETY POLICY and I undexstand failure to comply is
grounds for disciplinary action, up to and including terminetion.

1 also agree that if at any time during my employment I am believe that I am
working in an unsafe or dangerons work environment, I will immadiately contact
my superviser, mapager, director or ES8G's Safety Director at
052.835.1238/1.866.496.7573 in order to obtain assistance in the resclution of such

matters.

Employee Name (Please Print

ARTHR R mﬂZﬂuﬁzl Lo

_patef WG 2017

{arthur r melaughlin }

q

- 2017

%

T
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employer solutions staffing group..

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

» Right to gain access to relevant personal exposure and medical records.

You can have your name witbheld from the host employer and any other entity, by
vequest, if you sign and file & written complaint. You can request to be advised of
QSHA actions regarding a complaint, and request an informal review of any
decision not to inspect the site or issue a citation. And, you ean file a complaint if
you are punizhed or discriminated against for acting as a “whistleblower” under the
DSH Act or 13 other federal statutes for which OSHA has jurisdiction, or for
refusing to work when faced with imminent danger of death or sericus injury and
there is insufficient time for OSHA to inspect. Retaliation or reprisal taken against
anyone who has expressed concern shout workplace safety is illegal.

Tf you balieve that your right to a safo workplace has been violated, you can make a
report to a manager of the host worksite employer and/or ESSG (by telephoning
952 835 1288/1 866.496.7573) and asking for the ESSG Safety Director. You can
also contact OSHA directly with any concern. ESSG recopnizes the sericus nature
of ensuring workplace safety will endeaver to protect any smployes who may have
heen subjected to unsafe or hazardous worksite conditions.

LpB0 SINVLE [£:@T
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employer solutions staffing group.

ESEG WORKPLACE SAFETY POLICY

1t is ESSG's policy that all employees should be able to enjoy a hazaxd free and safe
work environment. It ia ES5G's duty to:

(1) Ensure that its clients provide you with a workplace free from serious
rocognized hazards and comply with standards, rules and regulations issued
under the OSH Act.

{2) Ensure that its clients perform a job hazard assessment in order to identify
and eliminate potential safety and health hazards and to deteryine
necessary training and protections for employees at the facility.

(3 Make sure employess have and use safe tools and equipment.

(4) Establish or update operating procedures and communicate them so that
employees follow safety and health roquiraments.

(5 Provide sefety training in a language and voeabulary workers can
understand.

ESSG is committad to vigorously enforcing its OSHA Compliance Policy.

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

¢ Responsibility to work in compliance with OSHA laws and regulations

s Responsibility to use personal protective equipment and clothing as directed
by the host employer
Responaibility to report workplace hazards and dangers
Responsibility to work in a manner as required by the amployer and use the
prescribed safety sguipment.

You have the following basie rights:

+ Right to refuse unsafe work
Right to know or be informed about actual and potential dangeys in the
workplace

+ Right to review copies of appropriate standazds, rules, regulations and
requirementa that the host employer is requived to have available at the
workplacs.

LT 3Fewd Lpaa SIANSVLS TE:8T LTB2/58/68



a1 dovd

- 3850 Pre-Screening Notice and Certification Request for

{Rew. Meroh 2014} the Work Opportunity Credit O No. V8451500
e niatni ! | W informmation about Form S350 and ts seporats Insiruetions 18 8 whww.Irs govIformAgse.

Job applioant: Fill in tha linas balow and check any boxes that apply. Complete only thh side.

Yow name 1’4/{7 HA RN GAL:J Social securlty number ¥ (AR G2 L5
Street addrass whera you five /..27 /"/c?&.} =7 }(;2 & 607‘- (—;(57

Gty or town, state, and ZIP sode I/MGQJ’) ;L(,. m.ﬂ d/g:f_?)f

caunty, /- RS £ SET— e Y §&

¥ you &e under age 48, entar your date of birth {month, day, yeer)

1 [T Check hera i you receive! a conditional cerlificatian from the etate woridorce agency (SWA) of a parlcipating facal agency
for the work opporunity credit.

2 {0 check nare it any of the following statamants apply to you,

+ | ama mamter of a farmily that has recelved assistance from Temporary Assistance Tor Naedy Families (TANF) for any @
months dring tha past 16 months,

» I&m 2 vateran and & Member of & famiy that receivad Suppiemental Mutrition Asslstance Program (SNAR} benafits {food
stamps) for at least 4 3-maonth period during the past 15 montne,

« { was refemad here by a tehabiitation agency approved by 1ho state, an employment etwenk yncer the Ticket to Work
program, of the Department of Vaterans Alalms.

+ larat least age 18 but not age 40 or older and 1 am a member of a family that
a. Raceived SNAP beneflts {food stamps) for the past & months; or
. Rocmivad SNAP banefita food stamps) for at lenst 3 of tha past § mentha, but B no longer oligitle to receive them.

+ During the past yesr, | was convictad of a felony or releasad from prison for a felony.

+ | recaived supplementat secunity income (S81) banefiis for any manth anding during the past 60 cays.

+ 1Em B veteran and | was unemployed for a pariod or parikods toteAng af least 4 wasks but i8ss then & manths during the
pastyear,

3 [T Ghack ners t you are a veteran and you were unamplayed for & periad oF perlods totaiing at least 6 months during the past
yBar.

Chock hems If you are a vateran entitiedt o compansation for a service-connected disabiity and you wece dischanged or
refeased from active duty in the 118, Armed Forces gunng the past year,

ES

£ Chieak here {f you gre a vetarn entitled to compensation for a serviie-connacted disablity and you wera unesmpigyed fora
pariod or periids totaling at least 6 months during the past year,

Chack hoto If you are a member of & tarafty that
« Racelved TANE payments for at fsast the past 18 months; or
« Revslved TANF payments for any 16 months beainning after August 3, 1937, and the eerllast 8-month perod beginning
after August 5, 1807, ahcad auring the pest 2 years; ar
» Btopped being sfigibie for TANF payments during the past 2 years beceusa federal or state law limited the maximum time
thosa paymants could by mada.

=

7 E_h Check hers If you are in & perind of unamployment that 1s at least 27 consatutive weeks and for all o part of fhat periad
you recelved unemployment compensation.

Sianare —Al Applicanis MOst Sign

Linclor panaltbe of gerury. [ ducinre that | govo the chove inforfriation ta tha amploy o o7 botore the day | waa otferad a foby and it fa, te the bewt of my imewdadg, truo,
oot knd complts,

Jub applicant’s signatum{(/i% )@M Da‘tq/q(f@:_ 31 ‘;29/7
For Privacy Act and Paporsmii Raduction W@o 2, Gat, No. JORIL Feavo 8850 Rov. 3.2018)

arthur ¢ inclaughlin

020-42-6588

127 how & po hox 467

haverhill

Mase

2REX

9783271288

no

[
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Fod

DoO0r

Form A (rev. 03/2017)
EMPLOYER SECTION:

TAX CREDIT QUESTIONNAIRE RETROTAXG

Soaclatety In T Sreit Adminiulratian

Client: Campouy:

Laocation: Porition:

l Starting Wage: %

EMPLOVYEE £ SEC‘I'ION.

Street Address:

J27 fowd &

First Name: Last N

VTR el ol

57

Tathle iRl

o531

B8#: Trate of Birth: Age:

OROF2LET 1ot 1957 | 69

sz you worked for
this company Before?

Yer ] Noj
e

W yes, Iacation:

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

1. Hnve you or bas anyone Hving with you received Triparary Asglstance to Nerdy Familics (TANF)
af any thve dnes Avgust %, 19977 (I yus, plazes provide informrtion below)
Nawma of the person receiving benefits: __ Relationship o you:
City: . County: Srate

2. Haveyou ar has anyons lving with yen received Foad Stamps (SNAP) at any titne during the pnst 15 moaths?
infimention balow.)

(3 ye, plere provide
Name of the person ro=fving benefifs: Relationship te you

City: County: Stae: ...

3. Have you veceived Supplemental Scourity Inconts (S5I) af nny thme within the past 3 months?
Pleage nofe, this is not the sixe as Secial Sermity benebts (56) or Soci2l Security Disability (SSII) benefite.
*f you chockad yus plaasa pravids a copy of your 851 docamentatton.

4. Have you meesived any type of vocationad rehabilitation zervices within the past tora years?
Tym plem indicata which type of 2 warked with and provids their Iocation information below:

] Vocntionat Rehabilitation Agency L) Dept. of Vetersns Affirs ) Exuployment Netoork (Ticket to Work Projztan)
Nanw= of Agenry: Phooe ¥

City: Srate:

*Hyou checked y&i pha.w  provide a copy of your active Individual Work Plan and Ticket to Work decumentation.

B OB B Bz

5. Areyou a Veteran of the U.S, Military? *ifya, plaate _pmvzdsa mm' of your DD-214 and lanter of separntion.
(IF yos, plazsa provide nfmmation belowe. 1010, pless contimin fo

Dates of Servie - Frony
Branch of Sarviee: _

Are you entitled to or ave yon receving compeasation for 2 sevvice-connected disability?

Ta:

o

6 Have you been unemployed at any time doring the last 12 monthe?

¥£'yes, dates of imensployment - Frower __ Tor
Did yon receive uncmployment compennmm »t any pnml during your nnemploymentT
I yes, ins which trate dhid you receive mnemployment conpenzation? __

7. Have you besn convicted of a felony or veleaged from prison for a felony comviction in the past 12 months?
Conviction Dates Release Data:
Was this 3 [ Feders) or [C] State conviction? £ State - County: Swmtei____

Q] o op
R B oR B

Additionad Tax Credity

EC (Natm Anm‘kxn) Axa)w or ymw symua a member of 2 Native Americun Tribe?

Ifyou checked yes plecse provida a copy of your C’DH?

4 Resklents: 1L} Ave yon the child of fostes preeats? [ Do yoneoeive ColWorks? [ Wotkforce vestment Adt?
Are you a migrant or seagons] fm workss? [ Have you cver been convicted of 8 misdemeanny?

SCRexidents: ]} Do yon receive Family Indrpendeace Broefies?

)

PLEASE BEFAD, SIGN, AND DAT.E

iom iy 1 Be True ond arcurols & the bast af ety bnowlsdge. wnd 1 lardzy autharise g gy, argmmmm o

PREYET TE

ation ﬂm mhmndadm&mnmawmw&#ﬂw iy

Date: / o

arthwr r melaughiin

127 how af po box 467

naverhli }

mass

020-42-6596

11/08/1967

58

o
%]
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80

U3, Department Labor OMB Control No. 1205-0371
Employment and Training Administration Expirafion Date: January 31, 2020

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

@0

Instructions: This Solf-Attestation Form (SAF) is to be complotod, signed, and datod by the naw hiro only.
Employers or consultants submit this SAF to tho State Workforce Agency with IRS Form 2850 or if filed
caparately, with ETA Form 9061 (or ETA Form 9062) for each cortificatinn raquest filed far the new target

group.

Under penalties of poxjury, I dectare that this information is trne and correct fo the best of my

knpwledge.
7
New Hire®s Signature: (- Date /4G f";;?af 7
Mew Hire Name: ﬁ I‘é) TH: 7“71 C..,L/‘;x] G:LP ILR"*J

Sacial Security Number:(Gita) PR ~£€§D

(Entar last four digits}

Oodeceo

ol
Y

Emnployer Hame:

Bo®C

Please chack the statements below if they apply to you.
[ 1declare that 1 was in a period of unemployment that is at least 27

orm will be chsriored by your employer to the: St Wisdderce Agency. Proecion ol thie information i3 valuntery; hewever the nformeion i mgared
- et your employer's shghiity for the federal oocredit.

»] 3
® consecutive weeks and for all or part of that period | received unemployment.
% compensation. :
M‘ | declare that | have been in a perlod of unemployment since
0 .
u {Enter start date)
Q
® Privacy Act Hofics:
O The kitamal Revesne Code of 1986, Sacion 51, a3 amended and it emacing legfelasion, L. 104180, specly hat the Stz Wasklors Agtncics e e
ﬁ “Sesignated agendios reaponsize for adtinktaring the WOTE oriicafion procedures of s progrom. Theinformation hanve prinded compleing i

Pubilz Burden Blatcmend:

Pargons ar not required t reepond fo this collecbon of informai
m&mmmwm«mmmmmmmw—' - pat EpOnse, )
n‘mamm;m,mmmwmwmmmm.mmmmmmwmmuf
infanmation, Send comments myarding this bunden estmate t e U.S. Dapareoent of Labor, Division of Nstions! Progrm Tools Technicsl Assstcs,
MMIO‘W&W&ch,MIDEMWMM' 1A050371). Please do nct st eomgleted formes to thie addrmen.

urdasa it disptay Mv@d%ﬂﬁmﬂdmxﬁmmﬂaﬂdﬁmm

iy 8

ETA Form 8175 (Rev. November 2016)

s ¢ aughlin
e
[B598 ]

]
in|

L |

Be  389d Lpag SIS . TEHT  LTH2/58 /66



Employee Keeps This Form

Healthcare Notice of Exchange

As your employer, we are required to provide you with the following information under Section 1512 of the Affardable Cars Act:

What is the Health Insurance Marketplace?

The Markelplce is dasignad to help you find haalth insurance that meets your needs and Ms your bidgel. The Marketplace offers:

*one-stop shopping” to find and compare private healih insurnces options. You may also be eligible for 3 new Kind of tax credlt that
Iowers your monihly premium right away. Open enraliment for healh insurance covarage through the Markeiplaca begins (n October
2013 for coverage staring as eady as January 1, 2014,

Can 1 Save Money on my Health Insurance Premiums in the Marketplace?

Yau may quaifly to save money and lower your monthly premium, Hut onty if your employer does not offer coverage, or ofiers coverage
that doesn't maet cartain stendards. The savings on Your pramium that you're eligible for deperids on your househol income.

Dos= Employer Haaith Coverage Affect Eligibility for Fremium Savings through the Marketplace?

Yes. If vou have an affer of healih coverage from your employer that meets cartein standands, you will not be efipible for a tax cradit
though the Markelplace am may wish 1o esroll in your employer's heatth: plan. However, you may be eligible for a tax aiedil that lowers
your monthly premium, or a reduction i certain cost-shating il your employer doss not offer coverage 1o you at a or does not offer
coverage that meets certain etandards. If the cost of a plan from your employer it woliid eover you (3nd ot any othar members of
your family) ta more than 9.5% of your household income for the year, or if the coverage your amployer provides doas nst meat the
“minimumy value™ standard set by the Alordable Care Act, you may be eligible Tor 3 tax credit 1

Note: if you purchase a health pfan (hough the Marketplace Instead of accepling health coverage offered by your employer, then you
may lose the employer contribution (if any) to the employer-ofiamd caverage. Also, this smployer contribution <as well as your
employae contibution 1o amployar-offerad coverage-is often excluded from income for Federal and State income tax purposes. Your
payments for coverage through the Markstplace are made on an aftertax basis.

“The Marketplace can help you evaluate your coverage options, inciuding vour eligibliity for coverage
through the Marketplace and ks cost Please visit HealthCare.qov. for more information,
including an online application for health msurance coverage and contact information for a Health

Insurance Marketplace in your area™"
if you dacida to corplats an application for covarage in the Marketplace, you will bo 2sked 1o provide this information:

Employer Name: Employer FEIN:
Ernploysr Selutions Staffing Group, LLC 20-BOB4369
Employer Address: Phone Number for Health Benefits Team:
PO Box 46270 Minneanolls, MN S5344-9956 952-767-9513
Insurance | Wheo is Eligible? Muats Maats When Is It effeotive? will | be
Plans Minimum | Minimum penalized i
Avaiinbie: Valuw Ezsantial only have

Standard? | Coverage? this plan?
Fixed Everyone Na No Available immediately — Yes
Indemnity offered upon hire
Plan
MEC Plan Everyone No Yes Available immediately — No

offered upon hire

Major Fult time employees Yes Yes Within 60 days of being No
Medical after 120 hours are determined eligible
Plan met in 30 days

For moere infermatipn nbout ESSG™s Incurance options, contact:
The Health Benefits Team
Employer Solutions Staffing Group
852-767-9519 | health@employersolutionsgroup.com

ESSG_Particlpatinglocations_ REV_12.2014

ipE8 S3d9LE TE:BT LTUS/56/60



www.employersolutionsgronp com www. MyPayESG.com

Employee Keeps This Form

I NOTICE: ESSG Electronic Pay Stubs |

ATTENTION

ESSG provides employees with electronic pay stubs. You are able to view your pay stub by
using either of the following methods:

1. You canview your check stub by logging intn the employae portal ot waw. MyPSyESE com

Your userneme Is the first four Ietters of your last name followed by the last four numbers of your SSN.
The log-in i case sensitive, so be sure that you capitalize the first letter of your last name.

For example: John Woods SSN: 111-22-3333 would hove a username of Wood33332

Your password wit! initially be Temp1234, and you wili be directed to change it when you first log in. 8e sure
to write down and keep your log-in infarmation in a secure location, For support please email
MyPFayESG@MyPayESG.com

2. Yoeu can also recelve your check stub by emall by providing us with your email address on page 1 of this packet.
** Your check stub will come from payroll@MyPayESG.cam, be sure to chack spam folder.

Empleado Toma Copiar

ATENCION v

ESSG proporciona a los empleados con los talones de pago electronicos. Usted
puede examinar su talon de pago wtilizando cualquiera de los métodos sigulentes:

1. Usted puede ver su taldn de cheque par [a tala en ef porial electrinics del empleados en www. MyPayESticom

Su nombre de usvario son les cuatro primeras letras de su apellide seguido por los custro Ultimes digitos de
sundmero de segure social.
El portal &5 caser delicadn, asegiirese de gue la primera letra de su apellide sea maysiscula,

Por gfernplo: Junn Garcia RSN 111-22-3333 tendrin un nombre de usuario de Garc3I33

Su contrasefiz inicialmente serd Temp1234, y usted serd dirigida a cambiarla la primers vez que infcle sesign.
Aseglirese de anotary guardar su informacion de registro en un lugar seguro. para apoyar email:
MyPaYESGE@MYPSYESG.LOmM

2, También puede recibir su taldn de cheque por correo electrénico , Bl proveir su comeo electronico en ta

pagina 1 de este paguete
== Sutalon de cheque vienen de payroli@MyPayESG.com, sseglrate de revisar la carpeta de spam

Jra

2o J9%d

ipaa SAIWLE TEBT  LTBS/SE /68



B

SYINovas:

SUPPLY AND ASSETS. IV SYRC.

Employee Acknowledgement Form (Temps)

Mote: Synoves Employee Aclnowledgement ic attached to their E.eammg Center training
requirement. See documentation requirements below.

[ hersby acknowledge receipt of Synovos “Employee Safety Handbook” which outlines important safety

requirements and information for working as safety as possible. | agree to follow the safety and health rules as
outlined in this handbook. | further understand that complete safety and health program requirements are
published in the “Safety Manual” that can be obtained through my Site Manager or Project Leader.

athir Mgl Aug 31, 2017
Employee Signature Date
Employer’s Representative Date

b ]
43

Important: This receipt must be read, understood and signed by all Synovos permanent and temporary

employees. Temporary employaes sign this hard-copy form. Permanant employees must document
their training in the Synoves Learning Center by taking the associated quiz.

Bocumeniation kstructions:

Fermanent Employees: The Synovos Site Manager, or senior Synovos employes, will ensure all personnel have
read and understand the contents of this document. Please contact the Senior Director of Safety and Quality

safety@synovos.com if you have any questions. The employes must take the Employee Safety Handbook Quiz
contzined in the Synoves Learning Center.

Temporary/Project Employees: The project leader or hiring manager will ensure all personnal have read and
understand the contents of this document. Please contact the Senior Director of Safety and Quality

safety@synovos.com if you have any questions. The employes and leader or manager will sign this form file it on site.
This form is a special interest item during implementation audits.

Employses: Please retain the handbook for future reference.



DISCLOSURE REGARDING BACKGROUND INVESTIGATION

, or any of its subsidiaries may obtain information about you from a
consumer reporting agency for employment purposes. Thus, you may be the subject of a “consumer report” conducted
by a consumer reporting agency which may include information about your character, general reputation, personal
characteristics, and/or mode of living and which can involve personal interviews with sources such as your neighbors,

“friends, or associates. These reparts may contain information regarding your credit history, criminal history (State and
Federal records), social security verification, address trace, motor vehicle records (“driving records”), verification of your
education or employment history, or other background checks. You have the right, upon written request made within a
reasonable time after receipt of this notice, to request disclosure of the nature and scope of any report conducted by a
consumer reporting agency. Please be advised NationSearch.com, LLC (NationSearch)—11184 Huron St. Suite 13;
Northglenn, CO 80234; (800)-827-9550—will be the consumer reporting agency conducting the background
investigation. The scope of this notice and authorization Is all encompassing, however, allowing the Company to obtain
from any outside organization all manners of consumer reporting now and throughout the course of your employment
to the extent permitted by law. As a result, you should carefully consider whether to exercise your right to request
disclosure of the nature and scope of any report conducted by a consumer reporting agency.

ACKNOWLEDGEMENT AND AUTHORIZATION
| acknowledge receipt of the DISCLOSURE REGARDING BACKGROUND INVESTIGATION and A SUMMARY OF YOUR RIGHTS UNDER
THE FAIR CREDIT REPORTING ACT and certify that | have reéad and understand both of those documents. | hereby authorize the
obtaining of “consumer reports” by the Company at any time after receipt of this authorization and throughout my employment, if
applicable. | hereby authorize, without reservation, any law enforcement agency, administrator, state or federal agency, institution,
school or university (public or private), information service bureau, credit reporting agency, employer, to provide any and all
background information requested by NationSearch.com, LLC—11184 Huron St. Suite 13; Northglenn, CO 80234 (800)-827-8550—
another outside organization acting on behalf of the Company, and/or the Company itself. | agree that a facsimile {“fax”}, electronic
or photographic copy of this Authorization shall be as valid as the original.

Notice to California Applicants: Notice to California Applicants: Under section 1786.22 of Califernia Civil Code, you have the right to request
from NationSearch, upon proper identification, the nature and substance of all Information in files pertaining to you, including the sources of
information, and recipients of any reports on you, which NationSearch has previously furnished within the two-year period preceding your
request. You may view the file maintained on you by caontacting NationSearch during narmal business hours. You may also obtain a copy of this
report(s) upen submitting proper identification. Upon making a written request, you may receive a summary of your report.

New York applicants or employees only: You have the right to inspect and receive a capy of any report conducted by a consumer reporting
agency and requested by the Company by contacting the consumer reporting agency identified above directly.

Notice to Maine Applicants: Under Chapter 210 Section 1314 of Maine revised Statutes, you have the right, upon request, to be informed
within 5 business days of such a request to whether or not a consumer report was requested. If such report was obtained, you may contact the
consumer reporting agency, NationSearch, and request & copy of the report(s) compiled.

Minnesota and Oklahorna applicants or employees only: Please check this box if you would like to receive a copy of a consumer repart if one is

obtained by the Companym

Last Name: First Name: Middie Name: .
mclaughlin " | arthur r
Other Names Used: SSN: Date of Birth:

a0 (For Employment
020-42-6596 Purposes Only) 11/06/1957

Motor Vehicle Number & State of Issue: Current Address:
(Driver’s License Number) 127 how st po box 457
$92452655

iz Aug 31,2017

Signature: * Date:
Please initial this box in affirmation that you have been advised of your rights as it pertains to this consumer report, and

are aware of the consumer reporting agency conducting the background investigation:

am




DRUG AND ALCOHOL TESTING POLICY

L PURPOSE

Alcohol and drug abuse adversely affects job performance, the kind of work an employee
performs and an employee’s opportunities for successful employment. It i$ the intent of this document
to provide employees with ESSG's [hereafter “the Company”] policy regarding the use of drugs and
alcohol while at work. The Company does not intend to intrude into the private lives of its employees,
but strongly believes that a drug-free workplace is in the best interest of employees and non-
employees alike.

I SCOPE

‘ This policy applieé fo all applicants for employment and fo all employees including contract or
temporary employees. The policy is applicable at Company facilities or whenever Company
employees are performing company business.

.  DISCLAIMER

Employment at the Company is at-will. This policy is not a unilateral employment coniract and
should not be interpreted as creating a unilateral employment contract.

V. PROHIBITIONS

A, No employee shall report to work under the influence of alcohol, any controlled
substances, or any other drugs or medications that may affect the employee’s alertness, coordination,
reaction, response, judgment, decision-making, or safety.

B. No employee shall operate, use, or drive any equipment, machinery, or vehicle of the
Company or any client of Company while under the influence of alcohol, any confrolled substances, or
any other drugs or medications that may adversely affect the employee’s ability fo operate such
equipment, machinery, or vehicle. Employees are under an affirmative duty to immediately notify their
supervisor if they are not in an appropriate mental or physical condition to operate, use, or drive any
equipment machinery, or vehicle or otherwise safely perform their job duties.

C. No empioyee shall unlawfully manufacture, distribute, dispense, possess, transfer, or
use a controlled substance in the workplace or wherever the Company’s work is being performed.

D. Engaging in off-duty sale, purchase, transfer, use or possession of illegal drugs or
controlled substances may have a negative effect on an employee’s ability to perform his/her work for
the Company. In such circumstances, the employee is subject to discipline.

E. When an employee is taking medically authorized drugs or other substances that may
alter job performance, the employee is under an affirmative duty to notify their supervisor of the
temporary inability to perform his or her job duties.

F. The Company shall notify the appropriate law enforcement agency, licensing boards,
and other relevant authorities when it has reasonable suspicion to believe that an employee may have
illegal drugs in his or her possession at work or on company premises.



G. Employees shall not consume alcoholic beverages during lunch periods, dinner
periods, or breaks when returning immediately thereafter to perform work on behalf of the Company.
In situations where the employee conducts the Company’s business after the intake of alcohol, the
employee shall be subject to discipline up to and including discharge.

V. ALCOHOL AND DRUG TESTING

As part of the Company’s commitment to an alcohol and drug-free workplace, the Company
reserves the right to require that applicants and employees submit to drug or alcohol testing in
accordance with the provisions of applicable law. This policy represents the notice required under
applicable law and a copy will be provided to all applicants and empioyees who are requested to
undergo testing. In the svent of any conflict between this policy and applicable law in affect at the time
of the test, the law will confrol.

A, Who May be Subject fo Testing.

1. Job Applicants. The Company may require that all applicants for a particular
position be tested for drugs or alcohol after receiving a conditional offer of employment. If the
applicant tests positive for drugs or alcohol, the conditional offer may be withdrawn.

2. Routine Phyvsical Examination Testing. The Company may require employees
o undergo a drug or alcohol test once a year as part of a routine physical examination. Affected
employees will be given two weeks written notice that they will be tested for drugs or alcohol as part of

a routine physical.

3. Random Testing. The Company may require employees in safety-sensitive
positions to undergo testing on a random selection basis. Once the random selection has been made,
the Company will not waive the selection of any employees identified through the random process.

4. Reasonable Suspicion Testing. The Company may require an employes to
undergo drug or alcohol festing if the Company reasonably suspects that the employee:

a. is under the influence of drugs or alcohol;

b. has violated the Company’s written work rules prohibiting drug and alcohol use;
C. has sustained or caused anocther employee to sustain personal injury; or

d. has caused a work-related accident or was operating or helping to operate

machinery, equipment or vehicles involved in a work-related accident.

5. Treatment Program Testing. The Company may require an-employee who has
been referred for chemical dependency treatment or evaluation or is patticipating in a treatment
program under an employee benefit plan to undergo drug or alcohol testing on a random basis and
without advance notice during the evaluation or treatment period and for up to fwo years following the

completion of any treatment program.




B. Conducting the Testing.

1. - Consent. All employees required to undergo testing will be required to complete
and Slgﬂ the employee consent form attached as Appendix A.

2. Refusal to Participate. An employee or job applicant has the right to refuse
testing. However, a refusal of testing will be treated as a failure to comply with Company policy and
may result in withdrawal of a job offer or disciplinary action up to and including termination of
employment.

3. The Laboratory. The Company will use a laboratory certified by the National
Institute on Drug Abuse (NIDA) or its successor, the College of American Pathologists (CAP), or the'
New York State Department of Health or other licensing body recognized by apphcable law to periorm
all drug and alcohol tests.

4, Test Results.

The faboratory will conduct both an initial test and a confirmatory test if the initial test is positive. A
negative result on either the initial or confirmatory test will be deemed a negative test result (i.e.
the employee passed the test). A positive result on both the initial and confirmatory test will be
deemed a positive fest result (i.e. the employee failed the test.)

a. Negative Test Result. An employee or applicant who tests negative for
drugs or alcohol will be given written notice that they passed the test within three working days of the
Company receiving the test resuits from the testing laboratory.

b. Positive Test Resulf. An employee or applicant who tests positive for
drugs or alcohol will be given written notice that they have failed the test within three working days of
the Company receiving the test results from the testing laboratory. The employee or applicant will
then be given the opportunity to provide any information to explain the positive result, including any
over-the-counter or prescription medications the employee or applicant may have taken. An employee
or applicant who wishes to submit any explanatory information must do so within three working days
after being notified of the positive test result.

An employee or applicant who has a positive test result may also request a
retest of the original sample by the same or different certified laboratory at his or her own expense.
An employee or applicant who wishes to conduct a retest must notify the Company in writing of their
intention fo conduct such a retest within five working days after being notified of the positive test result.
If the resulis of the retest are negative, the test will be considered a negative test result.

C. Right to Test Result. An employee or job applicant has the right to
request and receive from the Company a copy of the test result report on any drug or alcohol test.

C. Costs. All costs related to alcohol and drug testing will be paid by the Company, with the
exception of any retests requested by the employee or applicant following a positive test result.

D. Disciplinary Action in Response fo a Positive Test Result.

1. Interim Discipline and Action: The Company reserves the right fo temporarily
suspend an employee or transfer the employee to another position at the same rate of pay pending
the outcome of any drug or alcohol test. An employee who is suspended without pay will be reinstated
with back pay if the test or any requested retest is negative.




. 2. Applicants. The Company reserves the right to withdraw the conditional job
offer of any job applicant with a positive test result, without the opportunity to complete evaluation or
treatment.

3. Employees - First Positive Test Result - Termination: The Company will not
discharge an employes for the first positive test result. Instead the employee will be given the
opportunity to participate in an appropriate drug or alcohol counseling or rehabhilitation program as
determined by a certified chemical use counselor or physician trained in the diagnosis and treatment
of chemical dependency chosen by the Company. The employee will be responsible for paying all
costs associated with any evaluation and subsequent treatment themselves or pursuant to coverage
under an employee benefit plan. An employes who refuses or fails to participate in, cooperate with, or
‘complete the evaluation or recommended treatment may be terminated. An employse who
successfully completes treatment may be subject to random follow-up tes‘cmg for a period of up to two
years in accordance with section V.A5. of this policy.

4. Employees - First Positive Test Result—Discipline: The Company reserves the
right to take any other disciplinary action short of discharge it deems warranted following a first
positive test result.

5. Emplovees-Subseguent Positive Test Resulf: An employee who has more than
one positive test result may be terminated immediately following any second or subsequent positive
test result without referral to or the opportunity o complete additional chemical dependency
counseling or rehabilitation.

E. Privacy of Test Resulis.

1. Test results and other information acquired as a result of the testing program
are private and confidential information and will not be disclosed by the Company or the testing
laboratory to another employee or to third party individuals, government agencies, or private
organizations without written consent of the employee or applicant being tested.

2. Evidence of a positive test result, however, may be used in an arbitration
proceeding pursuant to a collective bargaining agreement, an administrative hearing, or a judicial
proceeding, provided the information is relevant to the hearing or proceeding. Such evidence may also
be disclosed to any federal agency or other unit of the United States government as required under
federal law, regulation, or order. Evidence of a positive test result may also be disclosed to a
substance abuse treatment facility for the purpose of evaluation or treatment.

3. The Company will provide an employee with access to information in the
employee’s file relating to positive test result reports and other information acquired in the testing
process as well as conclusions drawn from or actions taken based upon such information.



DRUG AND ALCOHOL

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

understand: (a) the policy and its contents; (b) what conduct the policy prohibits and the
consequences of such conduct; (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. I hereby voluntarity 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 resuits of my drug and/or alcohol test and other information
related to the test.

d/@%h’/’ Mé/ﬂ@g/z///f

Individual’'s Name

Aug 31,2017
Date
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FORM

M-4
PN arthur r mclaughlin
Print full name e

Print home addrass 127howst poboxd57

MASSACHUSETTS EMPLOYEE'S WITHHOLDING EXEMPTION CERTIFICATE

. . 020-42-8586
Social Security no. T

~i4,, haverhill mass .. 01831
i Zip

HOW TO CLAIM YOUR WITHHOLDING EXENMPTIONS

Employee:

his Form W4 witt i i . TR = i it wA
Fite this form or Form W-4 witf 1. Your personal exemption. Write the figure “1.” If you are age 85 or cver or will be before next yaar, wite *2
your employer. Otherwise, ! - -
hassachusetls Income Taxes 2. If married and if exemption for spouss is allowed, write the figure “4." If your spouse is age 65 or ovar or will

ithheld from yoeur
wages without exsmptions.

Employer:
Keep this certilicaie wilh your
ie mployee is
balievad 1o have ciaimed
excessive sxempiions, the
Massachusstis Departiment
of Revenue should be 50
advised.

Eali

o

B. @ Check if you are blind, [o} Q

will ot exceed 58,000,

be before next year and if otherwise qualified, write "5.” See Instruction C
Write the number of your gualified dependents. See Instruction D.. ... ... i il
Add the number of exemptions which you have claimed above andwrite the total. ...
Additiona! withholding per pay pstiod under agreement with employer §

Al @ Check if you will file as head of household on your tax retum.
Cheack if spouse is blind and not subject to withhslding.

. [ check it you are a full-time student engagsd in seasonal, part-time or temporary employment whose estimated annua! income

EMPLOYER: DO NOT withhold if Box D is checked.

| certify that the number of withholding exemptions claimed on this certificate does not exceed the number to which | am entitled.

THIS FORM MAY BE REPRODUCED

THE COMMONWEALTH OF MASSACHUSETTS, DEPARTMENT OF REVENUE

A. Number. {f you claim more than the correct number of exemptions, civil
and criminal penalties may be imposed. You may ciaim a smaller number of
exemptions. If vou do not file 2 certificate, your employer must withhold on
the basis of nc exemptions.

i vou expect to owe more income tax than will be withheid, you may either
claim a smalier number of exemptions or enter into an agreement with your
employer to have additional amounts withheid.

You should claim the total number of exemptions to which you are entitied tc
prevent excessive overwithholding, uniess you have a significant amount of
other income.

If you work for more than one employer at the same time, you must
not claim any exemptions with employers other than your principal
employer.

It you are married and if your spouse is subject to withholding, each may
claim a personal exemption.

B. Changes. You may file a new certificate at any time if the number of
exemptions increases. You must file a new certificate within 10 days if the
number of exemptions previously claimed by you decreases. For example,
if during the year your dependent son’s income indicates that you will not
provide over half of his support for the year, you must file a new ceriificate.

C. Spouse. If your spouse is not working or if she or he is working but not
claiming the personal exemption or the age 65 or over exemption, general
ly you may claim those exemptions in line 2. However, if you are planning to
file separate annual tax returns, you should not claim withholding exemp-
tions for your spouse or for any dependenis that will not be claimed on your
annual tax return.

If claiming a wife or husband, write “4" in line 2. Using 4" is the withholding
systemn adjustment for the $4,400 exemption for a spouse.

D. Dependent(s}. You may claim an exemption in line 3 for each individual
who qualifies as a dependent under the Federal Income Tax Law, In addition,
if one or more of your dependents will be under age 12 at year end, add “1"
to your dependents total for line 3.

You are not allowed to claim “federal withholding deductions and
adjustments” under the Massachusetts withholding system.

If you have income not subject to withholding, you are urged to have
additional amounts withheld to cover your tax liability on such income.
See line 5.

IF THE ALLOWABLE MASSACHUSETTS WITHHOLDING EXEMPTIONS ARE THE SAME
AS YOU ARE CLAIMING FOR U.S. INCOME TAXES, COMPLETE U.S. FORM W-4 ONLY.




Notification of Massachusetts Law Reguirement —
Unemployment Acknowledgement

According to Massachusetts Code section 25— A temporary employee of a
temporary help firm shall be deemed to have voluntarily quit employment if the
employee does not contact the temporary help firm for reassignment before filing
for benefits and the unemployment benefits may be denied for failure to do so.
Failure to contact the temporary help firm shall not be deemed a voluntary
quitting unless the claimant has been advised of the obligation in writing o
contact the firm upon completion of an assignment.

It is your responsibility to contact ESSG through Corporate Management Group
(for instance by calling 303-920-1425) for additional assignments. If you fail to do
so, it may affect your reemployment assistance benefits.

I understand by signing this form that | am responsible to contact ESSG for

additional ass /gnments | also acknowledge that | have received a separate copy
of this form. =™ (Initial)

arih kgl Aug 31, 2017
Employee Signature: Date:

arthur r mclaughlin
Employee (please print your name here)

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

_MA_11.2013
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Health Plan Options
Employee KEEPS

this page Two great plans to choose from!

Enhanced MEC Wellness Plan 1 Fixed Indemnity Plan_Plan 2

e MEC Wellness/Preventive Plans starting at e ESC Fixed Indemnity plans starting at
$24.00/week $20.25 per weekly payroll deduction

o Covers 63 mandated benefits AND $20
Office Visit Co-Pay, $10 Generic Prescription * Medical, Rx, Vision, and Dental Benefits
Dr;g Co~play, 510 CVS Minute Clinic co-pay » Doctor Office Visit Benefit of $100 per day
and more!

Eliminates employee Individual mandate tax o Welliness Benefit of 5100

for those enrolled e No pre-existing condition limitations

e Options for family coverage o No waiting period or deductibles on medical

e Weekly payroll deduction — month by month coverage e First Health Network

e Visit www.essghealth.com for info and tools e Unbundled choices-you do not need to have Medical to
: choose the Vision, Dental, Term Life, or Short Term
e PHCS Network Disability

ESSG offers a Enhanced Minimum Essential Coverage (Plan 1) which is administrated by Benefit Plan
Administrators (BPA). The Minimum Essential Coverage (MEC) plan is ACA qualifying. There are co-pays for
services like doctor’s visits, x-rays, and generic prescription drugs. Please note - hospitalization is not a covered
benefit.

ESSG offers a Fixed Indemnity Plan (Plan 2) which is administrated by Planned Administrators Inc. (PAl). The
Fixed Indemnity Plan offers limited benefits at an affordable price, specifically for the Staffing Industry. Premiums
will be automatically deducted from your weekly paycheck. This means you are buying it with pre-tax dollars.
What does pre-tax dollars mean? It simply means the premium comes out before taxes are taken out, which
means you're taxed on less income. Affordable medical, dental, disability, and life insurance benefits are
available.

You have 30 days from the start of your employment to change your benefit elections.

The 3rd plan is offered to only qualifying employees*. It's a Major Medical Plan by Blue Cross Blue Shield.
Once you qualify, you will be notified by ESSG that you are eligible, and will be given the opportunity to
enroll. You should receive this after you have been on assignment for approximately 35 - 45 days. These are
sent out by email from health@employersolutionsgroup.com, or by mail if no email address is available. It is
your responsibility to keep an updated email address with your employer. This plan is also ACA qualifying.

If you have any questions, please contact the Health Benefits Team at Employer Solutions Staffing Group.

*An employee will be deemed qualifying any time after 30 days on assignment (s) , and their status is

working 30+ hours per week or more than 1560 total hours in a calendar year. They must be ESSG
employees.*

Health Benefits Team
Employer Solutions Staffing Group
7301 Ohms Lane Suite 405 Edina, MIN 55439
Phone: 952-767-9519 | Fax: 952-767-9515
health@emploversolutionsgroup.com
htto:/ /ESSGHealth.com




Enhanced MEC Plan Plan 1

Note that this

list will be updated from

@E(}VWC olutions staffi

]

es i g Uhangiy

Summary of Benefits

tme to

2 z*k,eaz

me and a current st of covered preventative services is available

group.

o at all times by visiting

www, HealthCare gov/center/repulations/prevention.htmi

PPO Network

PHCS

Deductible N/A
Coinsurance N/A
Out of Pocket N/A

15 Preventive Services for Adults

22 Preventive Services. for Women

26 Covered Preventive Services for Children

100% Coverage for Preventative Care Services

Telephonic Primary Care Services 100%

Office Visit Primary Care Physician $20 Copay

Office Visit Specialist $50 Copay
Diagnostic X-ray and Lab (in office) $60 Copay

- Cat-Scan/MRI or outpatient testing $200 Copay
Emergency Room not covered
Urgent Care S50 Copay
Durable Medical Equipment $50 Copay
Psychiatric/Substance Abuse Office Visit not covered

CVS Minute Clinic $10 Copay for all Services

Prescription Generic

Prescription Preferred Brand Drugs

100% Copay on

Prescription Non-Preferred Brand Drugs

Mail Order Copays

Single Premium

$10 Copay Generic Only

Mali Order Not Covered

Brand Name Drugs

24.00

$
Employee Spouse S 38.00
Employee Child/Children S 36.00
Family Premium S 63.00

What is Not Covered:

***This is only a Summa

Hospital inpatient services are not covered by the plan.

Skilled Nursing
Specialty Drugs
Transplants

Mental Health unless covered by the MEC
Rehabilitative Speech Therapy, Occupational and Physical Therapy

of Benefits and Exclusions***

Administered by Benefit Plan Administrators, Inc., PO Box 11746, Roanoke, VA 24022-11746

Phone: 1-800-277-8973

www.bpatpa.co

Bem}fzi P an Admrmh!mmm inc.

m



