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

www.esgstaffingsolutions.com

Pl ,J

employer solutions staffing grc;upu,

New Hire Application

Personal Data- PLEASE PRINT LEGIBLY IN INK

Last Name 'ST2€! First Name _D\55/N8 Middle Initia) ©
Street Address 1500 east 24th st AptiSte N/A
City/State/zlp _ Minneapolis 55404 Social Security Last Four XXX-xX- 3189
Phone Number 6122617042 Email Address _8Wumi23@gmailcom @

Staffing Agency/Recruitment Partner Cmg

Are you legally authorized to work In the United Stetes of America? @I YES (INO

Applicant Ceriification and Authorization

| authoriza Employer Solutions Staffing Group (ESSG) to use the Information and atatements contained In this application to determine my
qualifications for employment. | authorize ESSG to make inquiries of my former employers, except as indicated in this application,
regarding my previous duties, responsibilities, performance, compensation and eligibiity for rehire.

| understand that a comprehensive background check mey be conducted to determine my eligibility for hire by certain cflents of ESSG.
This may include but is not imited to, investigations of criminal and/or conviction records, driving records and/or a drug screen test as
required by clients, government regulations or by ESSG policies.

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

| cartify that all statements made in my application are true and accurate and that | have not omitted any material Information or provided
false or misleading information. | understand thet any material omisslon or misrepresentation will result In my disqualification from
considerafion for amployment or, i discoverad after | begin employment, will resuilt in my termination.

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

Blessing israel mm?m e Feb 20,2018
Name (Print or type) Applicant's Signature Date

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

For ESSG Office Use Only
DOH NHW 2] 8850 W4
Emeargency Contactinfo | Background Releass Form Background Resuits Unemployment Letter ESC Application
(if applicabie)
For ESSG Client Use
DOH ROP Work Site Loc. WC Code

ESSG - CMG-CO Rev. 04/2017



Form W-4 (2017)

Pui lete Form W-4 so that your
mpbyar mc?:mv?mhnldme meedaralyo Income
ﬁnmyuurpay. Consider uamlan new Form
W-4 aach when your orﬂnanolai
situation mes.

Exemption from withholding. axempt,
00 nulyllnasi 2.8.4.&03%31«:!51 n the
validate t, Your gﬂ

bﬁms.SeePub. ns.‘raxvvmxho ng

n i o 5 8 dependent
Gan't iaim exemision

another person can
on his or har tax retum, yo
fram withholding if urwtal lrmmemsdsﬁ 050
and lnclndaa more of unsamad income {for
exampie, interest and dividends),
be ahla ta olaim

munfmm holm:mnlﬂhaeml s
a dependent, if the employee: -
* |3 age 85 or older,
olsbllnd.

m adjustments to ingome; tax oredits; or
itam!zed deductions, on his or her tax retum,

The exceptions don't to lemental wages
greater than $1,00 Mggw o o
Basic instructions. {f you aren’t axem
ﬂmemlAllowan&mw ghm

eutstn income,

ortwo-aamarwmulﬂple jobs

lste all worksheats that apply Howaver, you

may clalmfewar(orzerowz allowances, For regular
wages, withhoiding ba based on

youo!ulmadand maynotbeaﬂatamuuntor

peroentage of

Head of homehn!d. Qenerally, olaim head
hmmhnld siatus o:“y ""&% anly if
e e S
other qualilying indiiduas. Sos

and
Filing Information, for .

Tax oredits, You can tnlmpm}aubdmwednsimn
accountmﬁgudngymr nwablanumberuf
ing allowanges.

withhoid| Credits for child or depsndent
and the child tax uredlt may be claimed

using the Persoual Worksheet below,
b'hgns for mhm:gm on your athsr

Nonwage incoms, if you have a largs amount of
nonwage lneome, asl or dividen
conslider making estimated
1040-E8, EsumatadTafnrind

owe 8 dnlonalm have
WH ﬁv:gndom fyouahm.dd
ad}uayawwi\hholdlngon Form W-4 or W-4P,

Two or ml obs. if you have a
mumers iple %

ng o of more one t:i‘ha
4l
on all jobs workshaats from only one Form
%0 mddlng be?noat
are clalmed on the Form W-4
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iortha hlghaa %3'&'&’5% zers%glbwanm are

onmaidantaﬂm!fyoumanunraddentauan see
Notice 1892, 8u; Form W-4 Instructions for
Nonrasident Aliens, before completing this form,

Check your withholding. After Fi nnw-uahas
mmmtosee owyogratgm
havlatawtthhald toyourgm]emdtotalw

exoeed $120,000 (Sin e)or$13000¥m(ljdraxﬂed).
Fggre develo; pmema. ut any future

W were!ease wilaga posted

oradits with owangas.
Personal Allowances Worksheet (Keep for your reeords.]

A

nmg

Enter “1” foryourself fnoone elsscanclaimyouasadspendent. . . . . . . . . . « ¢ .« » . o . . A 1
» You're single and have only one job; or

» You're married, have only one job, and your spouse doesn't work; or } s o o

* Your wages from a sscond job or your spause’s wagas (or the total of both) are $1,500 or less.

Enter “1* for your spouse. But, you may choose to enter *-0-" if you are married and have aither aworklng spouse or more
than one job. (Entering “-0-" may help you avoid having too fitietaxwithheld)) . . . . . . . ., . o
Enter number of depandents (other than your spouse or yoursalf) you will olaim on yourtexretumn . . . . o @
Enter *1” if you will file as head of household on yourtax return (see conditions under Head of household above)

Enter “1” if you have at least $2,000 of child or dependent care expanses for which you plan 1o claim a oredit .

{Note: Do not Includs child support payments. See Pub. 5083, Child and Dependent Cars Expenses, for detalls.)

Child Tax Credit (inoluding additional child tax credit), See Pub. 8§72, Child Tax Cradit, for more Information.

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

= if your total income will be between $70,000 and $84,000 ($100,000 and $119,000 if married), enter “1" for each elighble child. @
Add lines A through G and enter total here. (Notes This may be different from the number of exemptions you claim onyourtaxretum) > H 2
] temu plan to itemize or claim adjustmema to income and want to reduae your withholding, see the Deductions

Lo

Enter *1" if: {

mTmoOo

IHI

|

For agcuracy, Adjustments Workshest on page 2.

complste all = If you are single and have more than one job or are married and you and your spouse both work and the combined
wuorksheets from all jobs exceed $50,000 ($20,000 if married), see the Two-Eamers/Multipla Johs Worksheat on page 2
that apply. 1o avoid having oo Iittle tax withheld.

s [f nefther of the abova situations applles, stop here and erter the number from line H on line 5 of Form W-4 helow.

Form W"4

Separate here and give Form W-4 {o your employer. Keep the top part for your records.

Employee’s Withholding Allowance Certificate

» Whether you are antitied $o olaim a certain number of allowanges or exemption from withholding is

OMB No. 1545-0074

2017

mw‘w : subject to review by the IRS, Your amployer may he required to send a copy of this form mmms.
1 Yourfirs! name and middle Initial 2 Your social securfly numbar
Blessing Israel 258753189
Home address (number and streat or rural route) 3@ single O] Manied Q] Married, but withhold at higher Single rate.
1500 east 24th st N/A

Note: If manied, but legally saparated, or spouisa is a nonresident afilen, check the *Single” box.

GRy or igwn, state, and ZIF code 4 Hyourlast name differs from that shown on your soclal security cand,

Minneapolis 55404 check hore. You must call 1-800-772-1213 for a replacement card, » ]
5  Total number of allowanoes you are claiming (from line H above or from the applicable worksheet on page 2) §|1
6  Additional amount, if any, you want withheld from each paycheck ., . . . . 8%
7 1claim examption from withholding for 2017, and | certify that | meet both of the fullowlng oondmons for exempﬂon
® Last year | had a right to a refund of all federal income tax withheld because | had no tax lisbiiity, and F
» This year | expest a refund of all federal income tax withheld because | expsct ta have no tax lability.

1f you mest both conditions, write “Exempt" here. . . . . e Nakil

Under penaities of perjury, | declare that | have examined this carifiioats and to the hest of my knowladga and bellef, it 18 true, correct, and complets.

Employes's signature
(This form ia not valid unless you sign it.) walessing lsrael {Feh 20, 2013)

st

pates F€D 20,2018

8

Employer's name and address (Employer: Complets lines 8 and 10 only i sending to the IRS) | 8 Office code (optional | 10 Employer identification number (EIN)

For Privacy Act and Paperwork Reduction Act Notice, see page 2,

Cat. No. 102200 Form W-4 017



Form W-4 (2017) Page 2
- Deductions and Adjustments Worksheet
Note: Use this worksheet only if you plan to ftemize deductions or claim aertain credits or adjustments to income.
1 Emrmaﬂmateofynwmmam!zaddaducﬁum.Thssaincludeqtmlﬂyhghomamrtgagahm charitable contributions, state
and local taxes, madical expenises in excess af 109 of your Income, and misceltanecus deductions, For 2017, you may have to reduce
your ftemized deductions If your income Is over $813,800 and you're manied filing jaintly or you're a qualiiying widowler); $2867,650
if you're head of housshold; $261,500 # you're single, not head of household and nat & qualifying widow(er): or $166,800 if you're
manied fiing separately, See Pub, 605fordatalls . . . . . . . . W . e 4 h e e e e e e e $
$12,700 if married filing jointly or qualifying widaw{er)
2 Enter | $9,360 if head of household g 8 &= RS o e 2 3
$6,360 if single or married filing separately
3  Subtract iine 2 from line 1. If zero or less, enter *-0-* . . 51 0. d G AT b ol Bl 7 3 $
4 Enter an estimate of your 2017 adjustments to income and any additional standard deduction {seePub.505) 4 §
5 Add lines 3 and 4 and enter the total, (nolude any amount for cradits from the Converting Credits 1o
Withholding Allowances for 2017 Form W-4 workshest in FET e 6 606 0.6 0.0 0 . a d o 5 $
6  Enter an estimate of your 2017 nonwage income (such as dividends or interest) . 6 $
7  Subtract line 6 from line &. if zero or less, enter *-0-" ", . B g e B RO ., oA 7 8
8  Divide the amount on line 7 by $4,050 and enter the result here. Drop anyfraction . . . . . . . 8
9  Enter the number from the Persanal Allowances Workshest, iine H, pagel . . . . . . . ., 9
10  Add lines 8 and 8 and enter the total here, If you plan to usa the Two~Eamers/Multiple Jobs Worksheset, »
also antarmlftutal online 1 below. Otherwise, stop here and enter this total on Form W-4, line 5, pagei 10
Twao-Earners/Multiple Jobs Worksheet (See Two eamers or muitiple Jobs on page 1.)
Notg: Usa this workshest only if the instructions under line H on page 1 direct you here,
1  Enterthe number from line H, page 1 {or from line 10 above if you used the Deductions and Adjustments Worksheat) 1
2  Find the number In Table 1 balow that appiles to the LOWEST paying job and enter it here. Howaver, if
you are married filing jolntly and wages from the highest paying job ara $85,000 or less, do not enter more
S I line 1 is more than or equal to fine 2, subtract line 2 from line 1. Enter the resull hers (i zero, enter
"-0~") and on Form W-4, fine §, page 1, Do not use tho rest afthisworkshest . . . . . . . . . 3
Note: if line 1 is less than line 2, enter *-0-" on Form W-4, line 5, page 1. Complete lines 4 through 8 below to
figure the additional withholding amount necessary to aveld & year-snd tax bill.
4  Enter the number from line 2 of this workshest . . . . ol e 4
§  Enterthe number from line 1 of this worksheet ., . . . 5.0 0 © 5
8 SubtractimeSfrombned. . . . . . . . . . . . . . . .. ... . 6
7  Find the amount in Table 2 below that applles to the HIGHEST paying joband enterfthers . . . . 7 8
8  Multiply line 7 by line 8 and anter the result here. This is the additional annual withholding needed . . 8 §
9  Divide fne 8 by the numbar of pay perinds remaining in 2017. For example, divide by 25 if you are pald every two
waeks and you complete this form on a data In January when thera are 25 pay periods remalning in 2017. Enter
the result here and on Form W-4, line 8, page 1, This Is the adcitional amount to be withheld from each payoheck 9
Table 1 Table 2
Married Filing Jolntly All Others Married Fillng Jolntly All Others
1 wages from LOWEST | Enter on Ifwages from LOWEST | Enter on it wages from HIGHEST | Enteron ifwages from HIGHEST | Enter an
paying job are— line 2 above | paying job are— line 2 above | paying job are— line 7 above | paying job are— line 7-above
$0 - $7,000 [} $0 - 68,000 0 $0 - 876,000 0 $0 - $38,000 $610
7001 - 14,000 1 8,001 - 18,000 1 75,001 - 135,000 1,010 38,001 - 85,000 1,010
14,001 - 22,000 2 16,001 - 26,000 2 135,001 ~ 205,000 1,130 85,001 - 185,000 1,130
22,001 - 27,000 8 26001 - 94,000 3 205,001 - 380,000 1,340 185,001 - 400,000 1,840
27,001 - 35,000 4 84,001 - 44,000 4 860,001 - 405,000 1,420 400,001 and over 1,600
85,001 - 44,000 5 44001 - 70,000 5 405,001 and over 1,800
44,001 - 85000 8 70,001 - 85,000 8
§5,001 - 85,000 7 85,001 - 110,000 7
85,001 - 75,000 8 110,001 - 125,000 8
75,001 - 80,000 8 125001 - 140,000 | 9
80,001 - 395,000 10 140,001 and over 10
85,009 - 116,000 11
115,001 - 130,000 . 12
180,001 - 140,000 13 .
140,001 - 150,000 14 .
150,001 and over 18 i

Privacy Aot and Paperwork Reduction Act Nofice, We askfor the information on this form
i carry out the Intemal Revenue laws of the United States, Internal Revenus Code sections
3402(7)i8) and 6108 and their regulations requlre you tn provida this information! your employer
us2s it to determine your federal incame tax witkholding, Fallure to provide @ proparly
complated form will resuit in yoor being treatad as & slngle person who claims no withholding
sllowances; providing fraudulent infarmation may subjent you to penaities. Routine uses of
this Informetion include giving 1t 1o the Department of Justice for civil and cdminal iigation; to
cities, statas, the District of Columbia, and U.S. commonwealths and posssssions for uss in
administering thelr tax aws; and to the of Health and Human Services for use in
the National Directory of New Hires, We may also disaioge this information to other countriss
under a tax treaty, o federal and state agencies to enforos federal nontax cnminal laws, or to
faderal law enforcement and intelligence agencles 1 combat terrorism,

You are not required to provids the information requested on a form that is
subject to the Paparwork Reduction Aat unless the form displays a valid OMB
control number. Books or records relating to a form or its instructiona must be
retalned as long as their contents may hacome material in the administration of
any Internal Revenue law. Generally, tax retums and return information are
confidential, as required by Cade sastion 6103,

The average time and expenses raquired to complets and flla this form will vary
depending on Individual circumstances, For estimated averages, see the
instruations for your income tex ratum,

If you have suggestions for maiding this form simpler, we would be happy to hear
from you. See the Instructions for your ingome tax return, :



“» DEPARTMENT
‘. OF REVENUE W-4MN

2017 Minnesota Employee Withholding Allowance/Exemption Certificate
Employees

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

* Claim fewer Minnesota withholding allowances than your federal allowances

* Clalm more than 10 Minnesota withholding allowances

* Want additional Minnesota tax withheld from your pay each pay period

= Claim to be exsmpt from federal withholding or claim to be exempt from Minnesota withholding

Do not complete this form if you are claiming the same number of Minnesota allowances as federal and the number claimed is 10 or less,

5" Ewployec's firstname andintel Last name Employess Sovial Seourlty number

o R Blessing israel 258753189

g:?{ Parmanant addrass fmx&mx;ﬁ separsted: or
E ;1500 east24th st (@1 gpoee s & nonresiden aion

W State ZiP oode Marred

i Minneapolis 55404 (™ Matried, but withhold at higher Single rate

(55T Employees: Read Instruotions on back, complete Section 1 OR Ssetion 2, sign and give the completed form to your employer.
o £ (Do not complete both Section 1 and Section 2, Completing both sections will make the form Invalld.)

4. Tl section 1~ Determining Minnessta allowances

3 Complete Section 1 i you claim fewar Minnesota allowances than your federal aflowances, AND/OR if you want additional Min-
2 nesota withholding deducted each pay period.

ﬁ‘ 1 Total number of federal allowances clalmed on federal FOM WS .. ...ovoneennerennnenrnrennnns 1
ol 2 Total number of Minnesota allowances (line 2 cannot be More than B2} ....eueeeenneecnnannsss 2
B 3 Additional Minnesota withholding you want deducted each pay period .......... O xS ixic S S

%77 ] seqtion 2 — Exemption from Minnesota withholding
Complete Section 2 if you ciaim to be exempt from Minnesots income tax withholding (see Sectlon 2 instructions for qualifica-
tions), If applicable, check ane box helow ta indicate the reason why you believe you are exempl:
g I meetthe requirements and claim exempt from both federal and Minnesota income tax withholding.
= . Even though | did not claim exempt from faderal withholding, | clatm exempt from Minnesota withholding beoause | had no
’ Minnesota Inoome tex fiabilRy last year, | recaived a refund of all Minnesota income tax withheld, AND | expect to have no Min-
nesota income tax liability this year.
‘g III‘.! My spouse Is @ milkary service member assigned to a miltary location in Minnesota, my domioclle (egal residence) Is In another
state, AND | am in Minnesota solely to be with my spouse, My state of domicile is
é | am an American Indian living and working on a reservation.
[g] |- am a member of the Minnesota National Guard or an activa duty U.S. military member and claim exempt from Minnesota
withhelding on my military pay.
| receive a military pension or other military retirement pay s caleulated under Title 10, 1401 through 1414, 1447 through
= 1485, and 12733 and clalm exampt from Minnesota withholding on th's retirement pay.
| certify that all information provided in Section 1 OR Section 2 is corract. | understand there is a $500 penalty for filing a false with-
holding allowance/exemption certificate,

prenphl ”*  Feb 20,2018 v g

= 8
8

e ]
Employees: Give the completed form to your employer.

Employers

if you are required to send a copy of this form o the Department of Reverue (see Instructions), you must enter the employer information below
and mail this form to: Minnesota Revenue. Mall Station 6501, St. Paul, MN 55146-6501. {Incomplete furms are considered Invalid,) A $50
panalty may be assessed for each required Form W-SMN not filed with the department,

Keep a copy for your records.
> Name of emplayer Federal emplayer ID number {FEIN) Minnesata tax ID number
'g. Adress Thy State ZIP code

R 2210 Questions?  Website: www.revenue.state.mn.us.  Emall: withholding.tax@state.mn.us. Phone: 651-282-9989 or 1-800-657-3594.



" DEPARTMENT

Note: In order to avaid owing tax at the end
of the year, you may not want to claim
exempt i you {(and/or your spouse when fl-
ing a joint return) expect to have other forms

_ OF REVENUE
Form W-4MN Instructions
Do not complete this form If you are claiming the same number of Minnesota allowances as federal and the number
claimed is 10 or less.
Employee Instructions
What's New? : Note: You may be subject to a $500 penalty
Beginning with tax year 2016, you may if'you submit a false Form W-4MN.
not have to pay Minnesota income: tax on Section 1 — Minnesota Allowances
‘your military pension ar other military
retirement pay calculated under Title 10, Clatm the canect uninber of llowanczs, If

1401 through 1414, 1447 through 1455,
and 12733, When you file your Minnesots
individual income tex return, complete and
file Schadule M1M, Incame Additions and
Subtractions, {o subtvact this income from
your Minnesota taxable income,

Tf yov. claim this subtraction, you may

not daim the credit for past military
service (reported on Schedule M1C, Other
Nomsefundablg Credits) which is a credit
available to individnals whose Adjusted
Gross Income (AGI) is less than $37,500.

Should | complete Form W-4MN?
Complete Form W-4MN and provide it to
your employer, if you do any of the follow-
lng:

+ Claim fewer Minnesota allowances than
federal allowances (You may not claim
moare Minnesota allowances than federal
allowances)

o Claim more than 10 Minnesota allow-
ances

+ Request additional Minnesota withhald-
ing be deducted each pay period

e Claim to be exempt from Minnesota
income tax withholding (see Section 2
tnstructions)

Before you complete Form W-4MN, deter-
mine the number of federal withholding
allowances you are claiming on federal Form
W-4. Then, determine the number of your
Minnesota withholding allowances.

Consider corapleting a new Form W-4MN if
your personal or financial situation changes.
If'you have not had sufficient income tax
withheld from your wages, interest and/or
penalty charges may be assessed when you
file your individual income tax return.

Your employer may be required to submit
copies of your Form W-4MN to the de-
partment.

You expect to awe more income tax for the
year than will be withheld:
= clalm fewer allawances

+ request additional Minnesota taxes (o be
withheld from your wages (complete line
3)

Section 2 — Minnesota Exemption

Your employer will not withhold Minnesota

taxes from your pay if yon are exempt from

withholding, To claim exemption, you must
mesl one of the following requirements;

» Yon meet the federal requirements; you
claim exempt from federal withholding
on Form W-4; you had no Minnesota
income tax Hability in the prior year; you
received a full refund of Minnesota tex
withheld; and yon expect to have no Min-
nesota income tax Hability for the current
Year.

+ You are the sponse of a military member
assigned to duty in Minnesota, you and
your sponse are domiciled in another
state {the same state as one another) and
are present in Minnesota solely to he with
‘your active duty military member spouse,

Yot are a member of an American Indian
tribe living and working on the reserva-
tion of which you are an enrolled member.

Your wages are for Minnesata National
Guard (MNG) pay or for active duty US.
military pay. MNG and active duty U.S,
military members can claim exempt from
Minnesota withholding on these wages,
even if taxable federally. For additionsl
Informatian, see Income Tax Fact Sheet 5,
Military Personnel.

» You receive a military pension or other
military retirement pay calenlated under
Title 10, 1401 through 1414, 1447 through
1455, and 12733, If you receive this
income, you may claim exempt from Min-
nesota withholding on this income even if
taxable federally.

of income subject to Minnesata tax.

If yon claim exempt from Minnesota with-
holding, you must provide your employer
with a new Form W-4MN by Febrdary 15th
of each year,

I another person can claim you as a depen-
deut on his or her federal tax retrn, you
cannot claim exempt from Minnesota with-
holding if your annual income exceeds $350
and includes more than $300 of unearned
incame.

f Use of Information

| All information on Form W-4MN is
private by state law. It caonot be given |
| to athers without your consent, except |

| 1othe Internal Revenue Service and to
| other states that gnarantes the same

| privacy. Your name, address and Social

| Security rumber are required far

| identification. Information about your

I aliowances is raquired to determine

| your correct tax, We ask for your phone i

| number so we can call you if we have a |
| question. |
L

Employer instructions are on the next page.




Employment Eligibility Verification USCIS

Department of Homeland Security OMf :ﬁ;ﬁwl
.8, Citizenship and Immigration Services Expires 08/31/2019

e < Oy 9. |
R el e e ]

P> START HERE: Read instrustions carefully before completing this form. The Instructions must be avaliable, either in paper or electronically,
during sompletion of this form. Employers are fiable for errors in the sompletion of this form.

ANTI-DISCRIMINATION NOTICE: It Is fllegal 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 employ
an individual because the documentation presentsd has a future expiration date may also constitute fllegal discrimination,

action 1. Employee Information and Attestation (Employses must complete aiitl sigh Section 1 of Form I-8 na fater
than ife first day of employment, but not before accepting 4 job offer ) %
Last Name (Family Name) First Name (Given Nams) Middle Initial Other Last Names Used (i any)

Israel Blessing N/A Ewumi

Address (Streat Number and Nams) Apt, Number | Clty or Town State | ZIP Code
1500 east 24th st Na Minneapolis Mn 55404
Date of Birth {mm/ddAyyy) | U.8. Soclal Security Number Employee's E-mall Address Employea's Telephone Number
08/26/1987 Pspg}glhgl | ] - | d 1 | l ewumi23@gmail.com 6122617042

lam aware that federal law provides for imprisonment and/or fines for false statements or use of false documents in
sonnestion with the complstion of this form.

| attest, under penalty of perjury, that | am (check one of the following boxes):
@] 1. A ciizen of the United States

Q} 2, A noncitizen national of the United States (See instructions)

(I 3. Atawtul permenent resident _(Alien Reglstration Number/USCIS Number): N/A

G 4. An glien authorized to work  untll (expiralion date, if applicable, mm/dd/vyyy): N/
Bome aflens may write "N/A” In the expiration date fisld. {See Instructions)
Afliens authorized to work must provide only one of the following document numbers to complate Form 1-9; ooy L
An Allen Registration Numbet/USCIS Numbsr OR Form 1-84 Admission Number OR Forslgn Passport Number.

1. Alien Registralion Number/USCIS Number: Na
OR
2. Form |-94 Admission Number: Na

3. Foreign Passport Number; Na
Country of lssuance: Na

{Signature of Employse  \Zam® | Today's Date (mm/ddfyyyy) Feb 20. 2018
] Blessing lsrors (F6b 20, 2018] | 2
reparer and/or Translator Cerfification (check one):
1 did nol use a preparer or translator. A preparer(s) and/or transiator(s) assisted the employes in completing Section 1.
(Fields below must be compieted and signed when praparers and/or translators assist an employee in complefing Section 1.)

Tattsst, under penalty of perjury, that | have assisted in the compietion of Section 1 of this form and that to the best of my
knowledge the Information Is true and correot.

Signature of Preparer or Translator Today's Date (mm/dd/yyyy)
Last Name (Family Nama) First Name (Given Name)
Address (Streef Number and Nama) Chy or Town State  [ZIP Code

@_ ;gmploge?—;Co_mplet‘g& Next Pa:gaf : @

Form1-9 071717 N Page 1 of 3




Employment Eligibility Verification USCIS

Department of Homeland Security OME ::?6.115-90047
U.S. Citizenship and Immigration Services Enpires 08/31/2019

mployer or Authorized Representative Review and Verification i

mployers or naly aulhbrized ropresshtsiivg must copiplete snd Ssuﬁon?#)ﬂlfn.?bud’qoss ddys of the employes’s first day afemp:dyr“minc
delphyalcaﬁyemmeonadaeudwmﬁw?ﬂm Mémmmofmedq%mmhmwawdmdooymenthqmustcéallstedmtlﬁ: "Llsgs

of Apceptabie Doauments.

Empl Info from Section 1 ‘ me {?amlly Nameg)] ks G} (ﬁfn Name) M(B cmzanshlpllmmlgraﬂon Staius
elind g€ . 7 -
OR ListB ListC

List A
Identity and Employment Authorization Employmant Authorization

[ Document Tiie —T . :
| L Sec (4l

Issuing Authority rAUTRO ] g %)Aumoa E .

Document Number 5 v ent mber ,{
. - - s-3L 84

Explration Date (#f any)(mm/ddfyyyy) n? fff any)(mm/dd/ym)

‘09 -~ 2D |

Document Title

18suing Authority Additional Infarmation D0 Not Wi by T omae

Document Number

[ Expiration Date (it any){mm/daiyyy)

Documant Title

Issuing Authority

Dooumant Number

Expiration Date (if any){mm/ddiyyyy)

Cartification: | attest, under penaity of paljury that {1} | have examined the document(s) presented by the above-named employes,
{2) the above-listed documant{s) appear to bs genuine and to relate to the employse named, and (3) to the best of my knowledge the
employes is authorized to work in the United States,

_The employess first-da {mm/dd/yyyy): (See instructions for exemptions)

4 ;L Today' Date (| dfyyyy) Tlﬁ'aA rorAutho‘Izo(liapresenwﬁve
L) 2-lov |20 Y '
‘W;\m or Authorized Representative | Employar's Business or Organization Name
‘\.Y\/\

Employet's Bualess or Organizafion Address (Street Number and @me) Cly or Town |Slate ZIP Code

1\1

T T TE D O Rere (F anpigabes. T T
Mlddla lnlﬁal Data (mm/ddiyyyy)

: _Rﬁvgr eahen and h a (To be eampletsd aho‘ s:gned by empfog o autharlzed rsp:asentaﬂve)

lrvd,’pfoﬁﬂé’ﬂ'\‘a Iﬂfgmaﬁbﬁ Tor ﬂ'|6 da cﬁrne'ﬂ[’or

Dooumant Title T Dooument Normber Expiraion Date (T any) {mm/dd/yyw)

| attest, under penalty of perjury, that to the best of my knowladge, this employee is authorized to work in the United States, and i
the employee presented document(s), the document{s) | have examined appear fo ba genuine and to relats o the Individual.

Signature of Employer or Authorized Representative | Today's Data (mm/ddiyyyy) Name of Employer or Authorized Representative
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E-Verify: Print Case Details - Preview https://e-verify.uscis.gov/web/PrintCaseDetails.aspx?Case VerNum=2

l1of1

EVerify

SENSITIVE BUT UNCLASSIFIED

Case Verification Number: 2018051133925.Q
Report Prepared: 02/20/2018

Company Information
Company ID: 47429 Company Name: Employer Sojutions Staffing Group

Employee Information

Last Name: Israel First Nama: Blessing
Date of Birth: 08/26/1987 Social Security Number: *** ** 3189
Hire Date: 02/26/2018 Citizenship Status: A citizen of the United States

Document Information

List B Document: ID card Issued by a U.S. federal, state or local List C Document: Social Security Card
govemment agency

Case Status Information

Final Case Result: Employment Authorized Employer Case 1D;
Case Submitted On: 02/20/2018 Case Submitted By: ZZEP3284
Closed On: 02/20/2018 Closed By: ZZEP3284

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

SENSITIVE BUT UNCLASSIFIED

2/20/2018. 12:40 P?
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LISTS OF ACCEPTABLE DOCUMENTS

All documents must be UNEXPIRED

Employess may present one selection from List A

or a combination of one-selection from List B and one selection from List C.

LISTA

Documents that Establish
Both Identity and
Employment Authorization

or

LISTB

Documents that Establish
Identity

AND

LISTC

Documents that Establish
Employment Authorization

. U.S. Passport or U.S, Passport Card

Permanent Resident Card or Allen

Registration Receipt Card (Form 1-561) g;

sl

Foreign passport that contains a
temporary 1651 stamp or temporary
1651 printed notation on a machine-
readable immigrant visa

Employment Authorization Document
that contains a photograph (Form
1-766)

§

-For a nonimmigrant alien authorized
o work for a specific employar
bacause of his or her status:

a. Forelgn passport; and

b, Form 1-84 or Form |-84A that has
the following:

1. Driver's license or ID card issued by a
State or outlying possession of the
United States provided it conteins a
photograph or information such as

name, date of blrth, gender, height, eye

color, and address

2. 1D card Issusd by federal, state or local

govemment agencies or entities,
provided it contains a photograph or

Information such as name, date of birth,

gender, height, eye color, and address

1. A Soclal Security Account Number
card, uniess the card Includes one of
the following restrictions:

(1) NOT VALID FOR EMPLOYMENT

{2) VALID FOR WORK ONLY WITH
INS AUTHORIZATION

{3) VALID FOR WORK ONLY WITH
DHS AUTHORIZATION

Lo

School 1D card with g photograph

2. Certification of report of birth issued
by the Department of Stale (Forms
PS-1360, FS-548, FS-240)

4, Voter's registration card

§. U.8. Military card or draft record

8. Military dependent's ID card

3. Original or certified copy of birth
certificate issued by a State,
county, municipal authority, or
territory of the United States
bearing an official seal

7. U.8, Coast Guard Merchant Matiner

4, Native Amsricen tribal dosument

& U.8. Citizen ID Card (Form |-187)

(1) The same name as the passport; Card
and
8. Native American tribal document
{2) An endorsement of the allen's ,ﬁ‘
nonimmigrant status as long as 8. Driver's license issued by a Canadlan
that period of endorsement has gavermnment authority
not yet explred and the

proposed employment is not in
confiict with any restrictions or ft
limitations identified on the form.

Passport from the Federated States of
Micronesia (FSM) or the Republic of
the Marshall Islands (RMI) with Form
1-94 or Form 1-94A indicating
nonimmigrant admission under the
Compact of Free Association Between
the United States and the FSM or RMI

For persons under age 18 who are
unable to present a document
listed above:

8. Identification Card for Use of
Resident Citizen in the United
States (Form 1-179)

10. School record or report card

11. Clinic, doctor, or hospital record

12. Day-care or nursery school record

7. Employment authorization
documant issued by the
Dapartment of Homeland Security

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

Refer to the instructions for more information about acceptable receipts.
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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 ar 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 autharization to be valid for as long as you are an employae of ESSG.

The Consumer Financlal 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 below to identify yourself for BGC.

Printed name: Blessing N/A Israel

First Middle (OO last

none)
Other names used: _Olaide B. Ewumi
Current county of residence:
Current and former addresses:
09/2917 current 1500 east 24th st Minneapolis 55404
fram Mo/Yr to Mo/¥Yr Street City, State & Zip
12/2004 01/2013 13125 Hastings st Blaine Mn 55449

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 foliowing information when
checking for records. BGC will not use it for any other purposes.

08/26/1987 258753189

Date of birth Social security number
R218140762511 Blessing Olaide Israel
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:

)
Blessing Isv2e) (Feb 20, 2018) Feb 20, 2018

Signature Date




Para informucidn en espaiiol, visite www.consumerfinance.gov/iearnmore o escribe a la Consumer Financial Protection Buregu, 17006
Straet N.W., Washington, DC 20552,

I

A SUMMARY OF YOUR RIGHTS UNDER THE FAIR CREDIT REPORTING ACT

The federal Fair Credit Reporting Act {FCRA) promotes the accuracy, fairness, and privacy of information in the files of consumer reporting
agencies, There are many types of consumer reporting agencles, including credit bureaus and specialty agencies {such as agencies that sell in-
formation about check writing histories, medical records, and rental history records), Here Is a summary of your major rights under the FCRA,
For more information, including information about additional rights, go to or write to: Cansumer Fi-
nancial Protection Bureau, 1700 G Street N.W., Washington, DC 20552,

= You must be told if information In your file has heen used against you, Anyone who usesa credit report or anather type of consumer re-
port to deny your application for credR, insurance, or employmeant - or to take another adverse action against yoz — must tell you, and must
give you the name, address, and phone number of the agency that provided the Information.

o You have the right to know what 1a In your file. You may request and obtain all the information ahout you in the files of a consumer report-
Ing agancy {your “file disclosure™), You will be required to provide proper identification, which may Include your Social Security number. in
many cases, the disclosure will be free, You are entitled to 3 free file disclosure i
*» a person has taken adverse action against you becausa of information in your credit report;

» you are the victim of identity theft and place a fraud alert in your file;

o your file contalns inaccurate information as a result of fraud;

» you are on public assistance;

» you are unemployed but expect to apply for employment within 60 days.

In addition, all consumers are entitied to one free discinsure every 12 months upon request from each nationwide credit bureau and from na-

tionwide spacialty consumer reporting agencies, Ses www.consumerfinance gov/learnmors for additional information.

¢ You have the right to ask for a credit score, Credit scores are numerical summaries of your credit-warthiness based on Information from
credit bureaus. You may request a credit scare from consumer reporting agencies that create scares or distribute scores used in residential
real property lonns, but you will have to pay for it. in some mortgage transactions, you will recelve credit score information for free from the
mortgage iender,

& You have the right to disputa incomplete or inaccurate Information, If you identify information in your file that Is incomplete or inaccurate,
and report it to the consumer reporting agency, the agency must Investigate unless your dispute Is frivolous. See www.consum-
erfinance gov/lesmmore for an explanation of dispute procedures,

» Consumer reporting agencies must correct or delete inaccurate, incomplate, or sunverifiable information. Inaccurate, incomplete or unver-
ifiable information must be removad or corrected, usuafly within B0 days, However, a consumer reporting agency may continue to report
Information it has verified as accurata,

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

 Access to your file is limied. A consumer reporting agency may provide information about you only to people with a valid need - usually to
consider anapplication with a creditor, insurer, employer, landiord, or other business. The FCRA specifies thosa with a valid need for access.

* You must give your consent for reports to be provided to employsrs. A consumer reporting agency may not give out information about you
to your employer, or a potential employer, without your written consent given to the amployer, Written consent generally Is not required in
the trucking Industry, For mare information, g0 to www.consumerfinance. gov/learnmare.

» You may imit “prescreaned” offers of cradit and insurance you get based on Information In your credit repost. Unsolicited “prescreened”
offers for credit and insurance must intiude a toli-free phone number you can call if you choose to remaove your name and address from the
lists these offers are based on. You may opt-out with the nationwide credit bureaus at 1-888-567-8688.

= You may seek damages from violators, if a consumer reporting agency, or, in some cases, a user of consumer reports or a furpisher of infor-
mation to a consumer reporting agency violates the FCRA, you may be able to sue in state or federa! court.

= jdentity theft victims and active duty miiRary personnel hava additional rights. For more information, visit www.consum-

erina [141s]
States moy enforce the FCRA, and muny states have thelr awn consumer reporting laws. in some cases, you may have more rights under
state law, For more information, cantact your state or local consumer protection agency or your stote Attorney General, For informotion
ubout your federal rights, contact:

TYPE OF BUSINESS: CONTACT:
1.a. Banks, savings associations, and credit unlons with total assets | a. Bureau of Consumer Financial Protection
of over $10 billion and their affillates. 1700 G Street N\W

Washington, DC 20552

b. Such affiliates that are not banks, savings assoctations, or credit | b, Fedaral Trade Commission: Consumer Response Center - FCRA

unlons also should list, In addition ta the Bureau: Washington, DC 20580
(877) 882-4357
2. To the extent not Included In item 1 abave:
a. National banks, federal savings associations, and federal 8, Office of the Comptroller of the Currency
branches and federal agencies of forelgn banks Customer Assistance Graup

1301 McXinney Street, Suite 3450



EMERGENCY CONTACT INFORMATION

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

Employee Name: Blessing israel
Address: 1500 east24th st Minneapolis o

Home Phone: 6122617042

L RO O BN FROENEY CONTACTS — :
g Plea&e ﬁst pwo peop!e (imprioﬂjy order) who ¢ould be contacted in case of an emergency
Contact #1 Home Phone:
Name: William Britten Cell Phone,&‘g( 2) Yo1-5153
Relationship: Boyfriend Work Phone:
Contact #2 Home Phone:
Name: patrick Ewumi colthone: ((p12) A5~ (ple2S
Relatonship: Brother 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..
Direct Deposit/Payroll Debit Card Authorization

Employess have the option of receiving wages by Direct Deposit and/or Payroll Debit Card.
If you do not provide a written election, wages will be paid by Payroll Debit Card.

SEEEOE RS HE TN O REY FTO

mmm: Blessing israel SSNi# (1ast4 digits) 3189 Effective Date

SEGERTONET T NG = L E GO
&} Direct Deposit (Please complete Sections 3 and Sbolow)  Noter Direct Deposit accorsts may take up to 7 days fo be activated,
()] Payroll Debit Card (Please complete Seotions 4 and 5 below)
SECEION 50 DIREEH BEROSEER
2 Update Bank Account : I anderstand and acknowledge that if I do not provide s
. BT voided check with this direct deposit form, I am

i Metabank responsible for any delsys in payroll or extra costs

N Routing® 03972181 incurred if the accomnt number that I provide is incorrect.

BN Account# 4853400279749685 Initial Bi Date 02/20/2018
| Ascount Type: [ 1] CheckinglL) Savingsl I1]Other _

*  Tohelp us avoid making an ervor, please attach a copy of a voided check. (a deposit slip will not work)
*  Ifyon change banks, do not closs your old bank account until your direct deposit has sterted at the new bank, which may teke 2 pay periods,

SEETION L PAS ROLL BERITE CARE (GEDEAL CASH CARD)Y

Federal 1aw requires all financial institutions to obtein, verify, and record information that identifies each person who opens an account, In order to
request & Payroll Debit Cand 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 fhem additional identification information so they can
verify your identity.

Except for the rovting and acoount number, ESSG does not have access to any information reganding your Payroll Debit Card account or
transactions, On your first payday, yon will receive your new Payroll Debit Card, and a packet containing all of the terms and conditions. Yon will
then sign acknowledging that you received the Payroll Debit Card and packet. Your Payroll Debit Card will be reloaded an each payday you receive
WBERS.

CARDHOLDER INFORMATION (a8 you want your Payroll Debit Cerd to be issusd)

First Namme ML Last Name Date of Birth
| Street Address FoBOXNOT ACCEFTARLE) Social Security#
City State Zip Cell Phone (mobils)

RECEIPT OF PAYROLL DEBIT CARD (to be completed when yon piok up your Payroll Debit Card)
Payroll Debit Card Routing# | Payroll Debit Card Account #

1 have recsived my Payroll Debit Card, welcome brochurs, program fees, program terms, conditions, and disclosures. By activating my Payroll Debit Card,

T am agresing to the program terms, conditions, and disclosures that ave focluded or made availeble to me from time to time from the financial institation. 1
anthorizs the finencial institution to debit my Payroll Debit Card account for the fies desaribed in the fee schedule that is part of the program terms,
conditions, and disclosnres,

Employse’s Signature; _Sisingiel (Feb 20, 3018) Date;
SEGEHON S S U @O R P2 o

1 anthorize BSSG to direotly deposit wy perindic wages/compensation payments, net of requised tax withholdings, other required withholdings
or authorized deduotions, into my account(s) as designated above and to initiate, if necsssary, debit entries and adjustmentsfor any oredit entries

made in emor to my account(s). * E-mail is required for pay stub information,

02/20/2018

ewumi23@gmail.com @
this information will only be used to send your paystubs electronically
Date: Feb 20, 2018

*E-mail:

Employee's Signature: _SomingiseelFaban, 301y




employer solutions staffing group..

STATEMENT OF CONFIDENTIALITY

This agreement made this day of , 201__, between
Employer Solutions Staffing Group LLC, hereinafter referred to as "employer”,
and hereafter referred to as “employee”.
WITNESSETH:

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

In view of the 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.

st

Blessingisrael (Feh 20, 2018)

Employee Signature

Employer Solutions Staffing Group LLC, Representative



L e

o

employer solutions staffing group..
INJURY MANAGEMENT PROGRAM

Injured Worker’s Responsibilities

As your employer, we are concemed about your full recovery. Reasonable and
necessary medical care will be paid for any compensable work injury. Medically
authorized time away from work will be reimbursed in accordance with the State
of Minnesota workers’ compensation laws. Wherever possible light duty
restrictions imposed as a result of your injury will be accommodated.

RESPONSIBILITIES OF THE INJURED WORKER:

Minnesota Rule Sec. 5221.0430, Subp. 1 requires that you choose one primary
health care provider. Subpart 2 places limitations on your right to change
primary health care providers. Discuss with your employer any change in health
care provider.

Attend all scheduled appointments. While on physical limitations, visits should
be a minimum of once every two weeks. Failure to have current medical support
for disability may result in termination of benefits. Schedule your next
appointment immediately after your doctor visit, before you leave the clinic if
possible.

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

Immediately following your appointment, provide a copy of the repott to the
designated employer representative. You should deliver this in person so that
changes in work restrictions may be addressed and any questions answered.

Follow all physical restrictions at home and at work.
Report to work and perform physically suitable tasks as assigned. These may or

may not be in your regular depariment. The work may or may not be on your
usual shift.



Maintain regular, weekly, communication with your employer if you are unable to
return to work. Contact your employer a minimum of after every visit with your
primary health care provider. Keep the claims representative advised of your
status.

Notify vour 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 responsiblilities and agree to abide by these guidelines.
-\

Signed: Bleseing el (7o 20, L008)

Printed Name; __Blessing israel




employer solutions staffing group..

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 $26-$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.

8i su cheque de pago fue robado, primero debe denunciar el robo a la policfa
antes de que podamos volver a emitir el cheque. Una vez hecho esto, usted
debe proporcionar una copia de la denuncia a su reclutador de personal que el
cheque fue robado. Si el cheque no ha sldo 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 moide);  Blessingisrael

: . st
_Slgnatu re/Firma:  iseng el Feb 70, 3515)
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employer solutions staffing group..

ESSG WORKPLACE SAFETY POLICY

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

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

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

(8) Make sure employees have and use safe tools and equipment.

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

(6) Provide safety training in a language and vocabulary workers can
understand,

ESSG is committed to vigorously enforcing its OSHA Compliance Policy.

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

Responsibility to work in compliance with OSHA laws and regulations

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

e Responsibility to report workplace hazards and dangers

» Responsibility to work in a manner as required by the employer and use the
prescribed safety equipment.

You have the following basic rights:

e Right to refuse unsafe work

¢ Right to know or be informed about actual and potential dangers in the
workplace

o Right to review copies of appropriate standards, rules, regulations and
requirements that the host employer is required to have available at the
workplace.



|'~'./
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employer solutions staffing group.

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

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

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

If you believe that your right to a safe workplace has been violated, you can make a
report to a manager of the host worksite employer and/or ESSG (by telephoning

952.835.1288/1.866.496.7578) and asking for the ESSG Safety Director. You can
also contact OSHA directly with any concern. ESSG recognizes the serious nature

of ensuring workplace safety will endeavor to protect any employee who may have
been subjected to unsafe or hazardous worksite conditions.



employer solutions staffing group..

Acknowledgement of Receipt of Workplace Safety Policy

I certify that I have received a copy of Employer Solutions Staffing Group’s ESSG
WORKPLACE SAFETY POLICY. I understand that it is my responsibility to read
this policy and ask my supervisor, a member of management or to telephone
Employer Solutions Group (ESSG) at 952.885.1288/1.866.496.7573 with any
questions I may have about this policy. I agree to comply with ESSG’s policy on
ESSG WORKPLACE SAFETY POLICY and I understand failure to comply is
grounds for disciplinary action, up to and including termination.

I also agree that if at any time during my employment I am believe that I am
working in an unsafe or dangerous work environment, I will immediately contact
my supervisor, manager, director or ESSG’s Safety Director at
952.885.1288/1.866.4986.7573 in order to obtain assistance in the resolution of such
matters,

Employee Name (Please Print)

Blessing israel

Employee’s Signature:

st
- Date; Feb 20,2018




- 8850 Pre-Screening Notice and Certification Request for
[ A the Work Opportunity Credit OME No. 1545-1800

Din%amal ngm“a’gm ’ » Information about Form 8850 and its separate instructions Is at www.Jrs.gov/fanm8850.

Job applicant: Fill in the lines helow and check any boxes that apply. Complete only this side.
Your name Blessing israel Soclal security number p- 258753189

Strest address whereyou live 1500 east24thst

City or town, state, and ZIP code __ Minneapolis 55404

County Hennepin Telephane number 5122617042

If you are under age 40, enter your date of birth (month, day, year) 08/26/1987

1 D Check here If you received a conditional certification from the state workforce agency (SWA) or a p.articipatlng local agency
for the work opportunity cradit.

2 [T] Cheok here if any of the following statements apply to you.

* | am a member of a family that has received assistance from Temporary Aesistance for Needy Familles (TANF) for any 8
months during the past 18 montha.

» 1am a veteran and a membesr of a family that recelved Supplemental Nutrition Assistance Program {SNAP) bensfits {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 smployment network under the Ticket to Work
program, or the Department of Veterans Affairs.

* | am at least age 18 but not age 40 or older and | am & member of a family that:
a. Received SNAP benefits {food stamps) for the past 8 months; or
b. Received SNAP benefits (food stamps) for at least 3 of the past & months, but s no longer eligihle o racsive them.

« During the past year, | was convictad of a felony or raleased from prison for a felony.

» | received supplemental security Income (SSI) bensfits for any month ending during the past 60 days.

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

8 EI Check here if you are a veteran and you wera unemployed for a period or periods totallng at least 6 months during the past
year,

4 [ﬂ] Check here if you are a veteran entitled to compensation for a service-conneoted disabifty and you were discharged or
released from active duty In the U,S. Armed Forces during the past year.

5 m] Cheok hera if you are a veteran entitled to compensation for a service-connected disability and you were unempioyed for a
period or periods totaling at least 8 months during the past year.

6 [[J Check here if you are a member of a famlly that:
o Recelvad TANF payments for at least the past 18 months; or
= Recelved TANF payments for any 18 months beginning after August 5, 1987, and the earliest 18-month period beginning
after August &, 1897, ended during the past 2 years; or
* Stopped being sligible for TANF payments during the past 2 years becauss federal or state law limited the maximum time
those payments could be made.

7 E] Check here if you are in a period of unemployment that is &t least 27 sonsesutive wesks and for all or part of that period
you received unsmployment compsnsation.

Signature—All Applicants Must Sign

tUndler penaltias of perjwry, | declare thet | gave the abave information o the empioyer on or before the day | was offered & job, and it s, to the best of my knowledge, rue,
carrect, and camplate.

st
Job applicant’s signeture > _ Fesiigsaslian =0 018 pms F020,2018

For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 228511, Form BB50 (Rev. 3-2018)
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Form A (rev. 03/2017)
EMPLOYER SECTION:

Client: Company:

Locations Poszition: Starting Wage: $

EMPLOYEE SECTION:

First Name: Last Name: Suffix: Street Address: City/State:
Blessing israel | 1500 east 24th st Minneagolis/mn

55404

S8k Date of Birth: Age: Hgve you worked for | If yes, location:

No(®}

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

Yes No

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

at any time since Angust 5, 1997? (f yes, please provide information below.)
Name of the person receiving benefits: _____ Relationshiptoyou: ____
City: County: State:

2.

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

Name of the person receiving benefits: %= Relationship to you: 52
ity' Minneapolis Co“my.ﬂennepln State: Mn

3

Have you received Supplemental Security Income (SS1) at any time within the past 3 months?
Please nots, this is not the same as Socirl Seourity bensfits (S8) or Sooial Security Dissbility (SSDI) benefits,
“If you checked yes please provide a copy of your SSI documentation.

Have you received any type of vocational rehabilitation services within the past two years?
If yes, plaasehdinmewhichtypaofngm%mwnﬂmdwiﬂlandpmvidcthcirhuﬁon information below:

g Vocational Rehebilitation Agency Dept, of Veterans Affairs [ ] Employment Network (Ticket to Work Program)
Nameof Agency: ______ Phoned: _____

City: County: State:

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

@

5.

Avre you a Veferan of the U.S, Military? *Ifyas, please provide a copy of your DD-214 and letter of separation.
(if yes, please provide informution 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?

0o

Hauve yon heen unemployed at any time during the last 12 months?

If yes, detes of unemployment - From: To:
Did yon receive nnemployment compensation at any point during your unemployment?
If yes, in which state did you receive unemployment compensation? ___

7l

Have you heen convicted of a felony or released from prison for a felony conviction in the past 12 months?
Conviction Date: Release Date:
Was thisa DFedera]or .Statceonvwﬁon? IfState - County: _____ Stater_____

al @ o©
P ® ®® @

Addiﬁgqa} Tax Qudits

i IEC (Naﬁve American) Are you or your spouse a hmhw of a Native American Tﬁbe"

If you checked lease provide a copy of your CDIB card.

CA RuldenmyH Are you the child of foster parents? L{] . Do you receive CalWorks? g] Workforee Invesiment Aot?
Ll Are you a migrant or seasonal farm worker? I:I Have you ever been convicted of a misdemeanor?

SC Residents: - Do you receive Family Independence Benefits?

a
@_

PLEASE READ, SIGN, AND DATE:
Under penalties of pecjury, I declare the information above to be true and accurate to the best of my knowledge, and 1 hereby authorize any agency. organization, or
individvals to supply such verification ar information that may be needed 10 determine tax credit eligibility 10 my employsr. emplayer represantative (Associated

Consyltants, Inc. dba Retrotax), or the Department of Labor.

New Employee Signature: - Date: Feb 20,2018




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

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

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

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

New Hire’s Signature: _Smmindrnn Date Feb20,2018

New Hire Name: Blessing israel

Socjal Security Number: 258753189

Employer Name:

Please check the statements below if they apply to you.
[ | declare that ] was in a period of unemployment that is at least 27
consecutive weeks and for all or part of that period | received unemployment
compensation.

= I declare that | have been in a period of unemployment since

(Enter start date)

Privacy Act Nofice:

The Intemal Ravenue Coxde of 1886, Section 51, as amended and iis enacfing legisiaiion, P.L. 104-188, specify that the Stats Workforce Agencies are the
*designated" agencies responsible for administering the WOTC oerfifiaion procedures of this program. The infonmation you have provided complefing this
fom will be disclosed by your employer io the Stale Warkforcs Agency. Provision of this informafion s voluntary; howeverthe information is reruired to
determina your employer’s eligibility for the federal tex oredit.

0 ¢ ¢ T § 6 BUU s § e B M€ @ o S TR O § S § ¥ PWED 3 4 Ay ¢ & we %S B ¢ 8 At & QN 0 S D @ § S § § G 4 WD § 4 e S Gedin § b WP 5 i 1B w0 @ G O b G ¢ % PWOD P b et 65 NS § S THNE @ T S o T S @

Public Burden Statement:

Persons ars not required to respond to this collection of information tnless t displays a currently valid OM B controf number, Respondants’ obfigaion fo
complete this form Is required 1o obtain o retain benefits (P.L. 111-5), Public reparing burdan is estimated o average 10 minutes per response, including the
time for reviawing instructions, searching existing data sources, gathering and maintelning the data needed, and complefing and reviewing the collection of
Informetion. Send comments regerding this burden estmate to the U.S. Department of Labar, Division of Nafional Programs Tools Technica! Asslstance,
Room C-4510, Washingion, D.C. 20210 (Paperwork Reduciion Project 1205-0371), Please do not submit completed forms 1o this address.

117-

ETA Form 9175 (Rev. November 2016)



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 Affordable Care Act:

What Is the Health Insurance Marketplace?

The Marketplace is designed to help you find health insurance that meets your needs and fits your budget. The Markeipiace offers
*ane-stop shopping® to find and compare private health insurance options. You may aiso be eligible for a new kind of tax credit that
lowers your monthly premium right away. Open enroliment for health insurance coverags through the Marketplace begins in Ootober
2013 for covarage starting as early as January 1, 2014:

Can | Save Money on my Health insurance Premiums in the Marketplace?

You may qualify to save money and lower your monthly pramium, but only if your employer does not offer coverags, or offers coverage
that doesn't meet certain standards. The savings on your premium that you're eligible for depends on your household income.

Does Employer Health Coverage Affect Eligibllity for Premium Savings through the Marketpiace?

Yes. If you have an offer of health coverage from your employer that meets cartain standards, you will not be sligible for a tax credit
through the Marketplace and may wish to enroll in your employer’s health plan. However, you may be eligibie for a tax oredit that lowers
your monthly premium, or a reduction in certain cost-sharing if your employer does not offer coverage to you &t all or does not offer
covarage that mests certain stendards. If the cost of a plan from your employer that would cover you (and not any other members aof
your family) is more than 8.5% of your household Income for the year, or if the coverage your employer provides does notmeet the
"minlmum value” standard set by the Affordable Care Act, you may be eligible for a tax credit.1

Note: if you purchase a health plan through the Marketplace instead of accepting health coverage offered by your employer, then you
may lose the employer contribution {if any) to the employar-offered coverage. Also, this employar contribution -as well as your
employee contribution fo employer-offered coverage- Is often excluded from income for Federal and Stats income tex purposes. Your
payments for coverage through the Markeiplace are made on an after-tax basis.

**The Marketplace can help you evaluate your coverage options, including your eligibllity for coverage

through the Marketplace and its cost. Please visit HealthCare.goV. for more information,

including an online application for health insurance coverage and contact information for a Health
Insurance Marketplace in your area™*
¥ you decide to complete an application for coverage in the Marketplace, you will be asked to provide this information;

Employer Name: Employer FEIN:
Employer Solutions Staffing Group, LLC 20-8084369
Employer Address: Phone Number for Health Benefits Team:
PO Box 46270 Minneapolis, MN 55344-9956 952-767-8519
Insurance Who s Eligible? Meets Meets When is it effective? Wil | be
Plans Minimum | Minimum penalized if |
Available: Value Essential only have

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

offered upon hire
Major Full time employees Yes Yes Within 60 days of being No
Medical after 120 hours are determined eligible
Plan met in 30 days
For more Information about ESSG’s Insurance aptions, contact:
The Health Benefits Team

Employer Solutions Staffing Group
952-767-9519 | health@employersolutionsgroup.com

ESSG_Participatinglocations_REV_12.2014



emalover soiutions staffing groud
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Notification of Minnesota Law Reguirement —
Unemployment Acknowledgement

According to Minnesota Statuts section 268.095, subdjvision 2, paragraph (d), an
applicant who, within five calendar days after completion of a suifable

Job assignment from a staffing service, (1) fails without good cause fo

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

This paragraph applles only i, at the time of beginning of employment with the staffing
service, the applicant signed and was provided a copy of g separaie document wrilten
In clear and concise language that informed the applicant of this paragraph and that
uhemployment beneiffs may be affecied.

It is your responsibility to confact ESSG through Corporate Management Group (for
instance, by calling 303-820-1425 or using any other form of contact) for additional
assignments, if you fall to do so, it may affect your unemployment benefits.

] understand by signing this form that | am responsible to contact ESSG within 6
calendar days once an assignment ends. | also acknowledge that | have raceived a
separate copy of this form, pj (Initial)

st
Bleseing tevae] [Feb 28, 1018) Feb 20,2018
Employee Signature: Date;
Blessing israel

Employee (please print your name hers)

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

MN_02.2013



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 is 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,

L. SCOPE

This pollcy applles to all applicants for employment and to 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 contract and
should not be interpreted as creating a unilateral employment contract.

IV. 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, decislon-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 controlled substances, or
any other drugs or medications that may adversely affect the employee’s ability to 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 employee 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.

= When an employee Is taking medlcally 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
lilegal 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 retuming 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.

Ve COHOL 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 employees who are requested to
undergo testing. In the event of any conflict between this policy and applicabie law in affect at the time
of the test, the law will control.

A. Who May be Subject to Testing,

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

2. Routine Physical Examination Testing. The Company may require employees
to undergo a drug or alcohol test once a year as part of a routine physlcal 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 employee to
undergo drug or alcohol testing 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 another employee to sustain personal injury; or

d. has caused a work-related accident or was operatir;g or helping to operate
machinery, equipment or vehicles involved in a work-related accident.

8. Treatment Program Testing. The Company may require an employee who has
been referred for chemical dependency treatment or evaluation or is participating 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 two years following the
campletion of any treatment program.



B. Conducting the Testing.

1. Consent. All employees required to undergo testing will be required to complete
and sign 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 Lahoratory. The Company will use a laboratory certified by the National
Institute on Drug Abuse (NIDA) or its successor, the College of American Pathologlsts (CAP), or the
New York State Department of Health or other licensing body recognized by applicable law to perform
all drug and alcohol tests.

4, Test Results.

The laboratory 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 (Le.
the employee passed the test). A positive result on both the initial and confirmatory test will be
deemed a positive test resuilt (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 results from the testing laboratory.

b. Positive Test Result. 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 to conduct such a retest within five working days after being notified of the positive test resuit.
If the results of the retest are negative, the test will be considered a negative test resuit.

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 to a Positive Test Result.

1. Interim Discipline and Action: The Company reserves the right to 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. Emplovees - First Positive Test Result - Termination: The Company will not
discharge an employee for the first positive test result. instead the employee will be given the
opportunity fo parficipate In an appropriate drug or alcohol counseling or rehabilitation 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 employee who refuses or falls to participate in, cooperate with, or
complete the evaluation or recommended treatment may be terminated. An employee who
successfully completes treatment may be subject to random follow-up testing for a period of up to two
years in accordance with section V.A.5. of this policy.

4. Emplovees - 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. Employees-Subsequent Positive Test Result: 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 to complete additional chemical dependency
counseling or rehablilitation.

E. Privacy of Test Resulits.

1. Test results and other information acquired as a resuit of the testing program
are private and confidential information and will not be disclosed by the Company or the testing
laboratory to another employes 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 disciosedtoa
substance abuse treatment facility for the purpose of evaluation or treatment.

3. The Company will provide an employee with access to information inthe
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

ik 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; () 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. 1 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 aicohol test and other information
related to the test.

Gt

Blessing israel {Feb 20, 2923)

individual's Name

Feb 20, 2018
Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10
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