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New Hire Application

Personal Data-- PLEASE PRINT LEGIBLY IN INK

Last Name _Paape

Street Address 667 Dexter StSapth

First Name _Brandon

PO Box 46270
Minneapolls, MN 55344-9956

Tel: 952.835.1288

CWSM Prescott, Wl 54021

Phone Number

6512800823

Middle Initial ~
Aptiste B
Soclal Security Last Four XOXX-XX-

Email Address _BJP_1992@comcastnet @

Staffing Agency/Recruitment Partner

Rachel

Are you legally authorized to work in the United States of America? @) YES (CINO
Applicant Certification and Authorization

1 authorize Employer Solutions Staffing Group (ES8G) to use the information and statements contained in this application to determine my
qualifications for employment. | authorize ESSG to make Inquiries of my former employers, except as indicated In this application,
regarding my previous duties, responsibiities, performance, compensation end eligibility for rehire.

| understand that a comprehensive background chesk may be conducted o determine my eligihiiity for hire by certaln ellents of ESSG,
This may include but is not limited to, investigations of criminal and/or conviction records, driving recards and/or & drug screen test as
requirad by cllents, government regulations or by ESSG policies,
| release ESBG and other persons or entities from any claima that might be basad on ESSG's decislon to conduct a background check.
| ceriify 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. | understend that any material omission or misrepresentation will result in my disqualification from
consideration for employment or, ¥ discovered after | begin employment, will result in my termination.

if hired, | agree to abide by the pollcies and procedures of ESSG,

i ng Pagpe ipr 17, 2008

Brandon Paape

Apr 17,2018

Name (Print or type)

A copy or facsimile (*fax™) will be considsred the same as an original signature. Emall will ONLY be used for employment correspandence

Applicant's Signature

Date

For ESSG Office Use Only
DOH NHW I3 8850 W4
Emargency Contactinfo | Background Release Form Background Results Unemployment Letter ESC Application
{if applicable)
For ESSG Client Use
DOH ROP Work Site Loe. WC Cods

ESSG - CMG-NSTW4

Rev, 0422017




Form W-4 (2018)

Future developments. For the latest
information about any future developments
related to Form W-4, such as legislation
enacted after it was published, go to
www.irs.gov/FormW4,

Purpaose, Complete Form W-4 so that your
employer can withhold the correct faderal
income tax from your pay. Conslider
completing a new Form W-4 each year and
whan your personal or financial situation
changes.

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

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

» For 2018 you expect a refund of all
federal Income tax withheld hecauss you
expect to have no tax liabllity.

if you'ra exempt, complets anly lines 1, 2,
8, 4, and 7 and sign the form to validate it.
Your exemption for 2018 explres February
18, 2019, See Pub, 505, Tax Withholding
and Estimated Tax, to leamn more about
whether you qualify for exemption from
withholding.

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

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

ror W=

using this calculator if you have a mors
complicated tax situation, such as if you
hava a working spouss, more than one job,
ar a large amount of nonwage Income
outside of your job, After your Form W-4
takes effect, you oan alsp use this
calculator to see how the amount of tax
you're having withheld compares to your
projecied total tax for 2018, If you use the
oalculator, you don't nesd to complets any
of the worksheets for Form W4,

Note that if you have too much tax
withheld, you will receive a refund when you
file your tax return, If you have too little tax
withheld, you will owe tax when you file your
tax ratum, and you might owe a penalty.
Fllers with multiple jobs or working
spouses. If you have more than one job at
a time, or if you're married and your
spouse Is also working, read all of the
instructions Including the instructions for
the Two-Eamers/Multipie Jobs Worksheet
before beginning.

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

Separate here and give Form W-4 to your employer. Keap the worksheet(s) for your records.
Employee’s Withholding Allowance Certificate

» Whether you're antitied to claim a certaln number of alfowances or exemption from withholding Is

Specific Instructions

Personal Allowances Worksheet
Complete this workshest on page 8 first to
determine the number of withholding
allowances to claim.

Lina G. Head of household please note;
Generally, you can claim head of
household filing status on your tax retumn
only If you're unmarried and pay more than
50% of the costs of keeping up a home for
yourself and a quallfying Individual. See
Pub. 501 for more information about filing
status.

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

Line F. Credit for ather dependents.
When you file your tax return, you might be
eligible to claim a credit for each of your
dependents that don’t qualify for the ohild
tax cradit, such as any dependent children

" age 17 and older. To learn more about this

oredit, see Pub. 505, To reduce the tax
withheld from your pay by taking this oredit
into account, follow the Instructions on line
F of the worksheet. On the worksheet, you
will be asked about your total income. For
this purposs, tofal Income includes all of

OMB No. 1545-0074

2018

Internal Rm;wl ~ o subject to review by the IRS. Your employer may be required to send a copy of this form to the IRS,
1 Yourfirat nama and middia Initial Last name 2 Your social security number
Brandon J Paape 443029598
Home address (number and street or rural route) 3(Osinge (@)Maried (] Maried, but withhold at higher Single rats,
667 Dexter StS apt b Note; If married filing separately, check “Married, but withhold at higher Single rate.”
City or town, state, and ZIP gode 4 1f your inst name differs from that shown on your soclal security card,
Prescott, Wi 54021 check here. You must call 800-772-1213 for a veplacament card, PE[
5 Total number of allowances you're claiming (from the appiicable worksheet on the following pages} . . . 514

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

7  1claim exemption from withholding for 2018, and | certify that | meset hoth of the followlng condmons fnr exempﬂon
* Last year | had a right to a refund of all federal income tax withheld bacause | had no tax liability, and
» This year | expect a refund of all federal iIncome tax withhsld becauss | expect to have no tax llability.

81

if you mest both conditions, write “Exempt” here . N Akl
Under penalties of perjury, | declare that | have examined this certificate and to the best of my knowledge and beffef, it is true, comect, and complete.
Employes's signature
{This form is not valid unless you sign ity» = Fnuariami=w Date » Apr 17,2018
8 Empl & name and add! jote boxes 8 and 10 if to IR8 and te 8 Firat date of 10 Emy identifi
aoxpas%a.rs and ?0 it sgmf ’:g“ tu(mm:rg’ gf Naw Hgs.) sedaolo G i e:nplu::am . nwnp‘mn g
For Privacy Aot and Paperwork Reduction Act Notice, see page 4. Cat, No. 10220Q Form W-4 (2013}



mﬁ DEPARTMENT W-4MN
OF REVENUE

2018 Minnesota Employee Withholding Allowance/Exemption Certificate
Employees

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

¢ Clalm fewer Minnesota withholding allowances than your federal sllowances

» (Claim more than 10 Minnasota withholding allowances

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

¢ Clalm %o be exempt 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 fedaral and the number claimed Is 10 or less.

Employee's first name and Initial Lastname €mployee’s Sactal Seaurity number
Brandon Paape ) 448029598
Permanen; address T Marital status fcheck one box)
667 Dexter St Sapt b Q ?,’f&m‘“ e
Cty Swte ZIP code ®) Merrled
Prescott, Wl 54021 Married, but withwold at higher Sirgla rate

Employeeas: Read Instructions an back, complete Section 1 OR Section 2, sign and give the completad form to your employer. (Do not complste
both Section 1 and Section 2. Completing both sections will make the form Invalic.)

—1 Section 1 — Determining Minnesota allowances

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

1 Total number of federal allowances clalmed on federal FOPrMW-4 ..ovoreenriacrrranaoaans 006000000000 <
2 Totl number of Minnesota allowances {line 2 cannot be more thanline 1) ...... DGOAV00000000000000000 2 1
8 Additional Minnesota withholding you want deducted each pay period. ...... R 0 0800 600 GG A ot N T W et

£ section 2 — Examption from Minnesota withholding
Complete Section 2 if you clalm to be exempt from Minnesota income tax withholding fsee Section 2 instructions for qualifications). if applicable,
check one box Selow 1o Indicate the reasan why you believe you are exampt:

E [ meet the requirements and claim exempt from both fedaral and Minnesota income tax withholding.

Even though | did not claim exempt from federal withholding, | ciaim exempt from Minnesota withholding because | had no Minnesota
income tax llability last vear, 1 recelved a refund of all Minnasota Income tax withheld, AND | expact to have no Minnesota income tax liabllity
this year,

. My spouse ks a militery service member assigned to a military lorason In Minnesots, my domicile (lega! residance)} is In ancther state, AND |
am In Minnesata solely to be with my spouse, My state of domicile Is

D ] am an American indlan Ilv-ng and working on @ resarvation,
E 1 am 8 member of the Minnesota Nationa! Guard or an active duty U.S. military mamber and clalm exampt from Minnesota withholding on

my military pay.
[E1 receive a mifitary pension or other military retirement pay as calculated under Title 10, 1401 through 1414, 1447 through 1455, and 12733
and claim exempt from Minnesota withholding on this retirement pay.

I certify thot oll information provided in Section 1 OR Section 2 Is correct. { understand there is a $500 penolty for fillng a false withhalding allow-
ance/exemption certificate.
Davtimu phone

dipiali == > Apr17,2018 ' 6512800823

L3 e e i, e

Employees: Give the completed form to your employer.

Employers

If you are required to send a copy of this form to the Department of Revenue (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 forms are considered invalid.) A $50 penalty
may be assessed for each required Form W-4MN not filed with the depariment,

Keep a copy for your records.
Name of employer Faderal emplayer ID numbar (FEIN) Minnesota tax ID numbear
Address City State 2IP cuda

trex 1217 Questions?  Website: www.revenue. state.mn.us.  Email: withholding.tax@state.mn.us. Phone; 651-282-9999 or 1-800-657-3594.



Employment Eligibility Verification USCIS

Department of Homeland Secarity Form 1-9

fox; . o A OMB No. 1615-0047
U.S. Citi ip and Immigration Services Expires 08/31/2019

[T R LT ! T I BV RS S L TR L

B START HERE: Read instructions carsfully before completing this form. The instructions must be avallable, efther In paper or electronically,
during completion of this form. Employers are lahie for errors in the completion of this farm.

ANTI-DISCRIMINATION NOTICE: it is llegal to discriminate against work-authorized Individuals. Employers CANNOT specify which
document(s) an empioyee may present to establish employment authorization and identity. The refusal to hire or continue to employ
an Individual because the documentation presented has a future expiration date may also constitute lllegal discrimination.

Bechion 1. Employes Informatioh and Aftestation (Employses mus complete sid sign Seation 1 of Form 1-9 no lafsr

than the lirst day of emiployment but not before acospling a job offsr } : .

Last Nama (Family Names) First Name (Given Name) Middie Initial | Other Last Names Used (i any)
Paape Brandon J N/a

Address (Street Number and Name) Apt. Number | Clly or Town State ZIP Code

667 Dexter StSapth A Prescott Wi 54021

Data of Birth {mm/ddfyyyy) | U.S. Soclal Security Number | Employes’s E-mail Address Employee's Talaphone Number
05/20/1992 [ 4pegaeeed | | -1 | [ | || Bip_1992@comcast.net 6512800823

| am aware that federal law provides for imprisonmant and/or fines for false stataments or uss of false documents in
connection with the completion of this form.

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

{(Q 2. A noncitizen ational of the United States (Ses Instructions)

‘(D) 3. A lewful permanent resident (Allen Registration Number/USCIS Number): N/a

] 4. An alien authorized to work  untll (expiration date, if applicable, mmiddiyyyy): N /a
Some allens may write "N/A" in the explration date field. {See instructions)

——

Allens authorized lo work must provide only ane of the fallowing document numbers fo complete Form +8; | Do e e e
An Alien Registration Number/USCIS Number OR Form 194 Admission Number OR Fareign Passport Number.
|4, Allen Registration Number/USCIS Number: N/a
OR |
2. Form 1-84 Admission Number: N/a
OR I
3. Foreign PassportNumber: __ N/a |
Country of Issuance: N/a !
Signatire of Employee

Today's Date mmAddyyyy) Apr17,2018

reparer and/or Translator Gertification {check one): :
| did not use a preparer or translator. C)] A preparer(s) and/or ransiater(s) asslisted the employee In cempleting Section 1.
(Fieids below must be completed and signed when preparers and/or translaters assist an emplayee in compleling Section 1.}

Tattest, under panalty of perjury, that 1 have assisted in the compietion of Saction 1 of this form and that to the best of my
knowledge the information is true and correct.

Signature of Preparer or Translator ITOdav's Date {mm/ddlyyyy)
Last Name (Family Nams) First Name (Given Nams)
Address (Street Number and Name) City or Town State ZIP Code

@ Employer Compietes Next Page @

Form1-9 071717 N Page | of 3




Employment Eligibility Verification USCIS

Departinent of Homeland Secuvity rmyl: g:_?(,}gm,
11.8. Citizenship and Imnigraton Scrvices Expires 06231:2019

Section 2. Employer or Authorized Bepresentative Review and Verification

(Employers or their authorized reprasentalive must complete and sign Seclion 2 within 3 business days of the employse’s first day of emp loymept You
must physically examine one dasument from List A OR a cambination of one document from List 8 and one document from List C as listed on thé “Lists
of Accegiable Docluments. ‘) :

Iﬁmplom g ﬁ \ame (Ferly Name) 8 me) 3_ @nﬂmlwwsm

ListA
dentity end Employment Authorization
Document Tile

[Tssuing Authorty

Documeant Number

 Expiration Date (if any) gamiaoryyy)

: ‘ SR od- e ol &0
Additional Information . Do ket 'RHls 'n This Saaco ! i

Daogument Titie

issuing Authanty

Dogument Number

Extpiration Date (if enyjmmAdcsyyy) 1

| Document Title

1
lssuing Authorily

"Tiocument Number

"Expiration Dalo (7 any)inmicelyyy)

cerlmcaﬁon: 1 attent, under penaity of perjury, that (1) { have examined the document{s) presented by the above-named employss,
ire-alove-isted document{s) appear to be genuine andto rel to the employee named, and (3) to the best of my knowledge the
authorized to work in the United States.

) o's first day of employment fmm/dd/yyyy): h 2079 /ﬁoew::s for exemptions)

nger or Authg mdm;m/enmm—w )| Empl Authorized Representaiive
' gt L (Z |32/
, A: rﬁlmmamantaﬂve -Fa?w(of Employer r Avthorized Repress Employer's Business or Grganization Name
Qéy

. i EMPLOYER BOLUTIONS STAFFING GROUF LLC |
“Employar's Bus ness or Oganization Address (Strest Namber and Narie) | Chy ar Tawn [Slale ; 2P Code
| 7480 FLYING CLOUD DRIVE _ SUITE 200 | EDENFRAIRIE | MN | 5534 |

i i

Section 3. Reverification and Rehires (To be completed and signed by employer or authorized repraseniative )]
A_New Name (if applicable) . la Date of Rehire (if agplicable)
Last Nams {Famlly Name) First Name (Gfvan Name) Middle initial | Date (mm/ud/yyyy)

fe. it the employes's previgus grailt of pmployntent alth rl;at‘un‘has expited, pibvida fHie information for the docufvent or recéipt fhat @stablishes
_ {continuing employment authorization in the space provided below.

Document Title Documam Numbar Expiration Dete (if any) (mm/dityyy)

1 attest, under panalty of perjury that to the bast of my knowledge, this employee is anthorized 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,

Signsture of Employer or Autherized Reprasentative | Taday's Date (immyddiyyyy} Name of Employer or Authorizad Representative

Form1-9 0771717 N Page 2 0f3
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EMPLOYER SOLUTIONS STAFFING GROUP
BACKGROUND CHECK AUTHORIZATION

Brandon Paape
{First) (Middle) {Last)

Employee Name:

Former Name(s) and Dates Used:

CUFTRRt AL AT S ca: 08/2017 667 Dexter St S, Prescott,W] 55021
{Mo/Yr) {Street) {City) (State/Zip)

{Mo/Yr) (Street) (City) (State/Zip)
Previous Addrass From: 02/2014-01/2016 450 N Grant St, Ellsworth, W1 54011

{Mo/Yr) (Street) (City) {tate/Zip)
Social Security Number:__ 448029588 DOB; 05/20/1992
Phone Number: 6512800823
Driver’s License Number/State: P100-0709-2180-06

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

I hereby authorize Employer Solutions Staffing Group, LLC and its designated agents and representatives to conduct a
comprehensive review of my background causing a consumer report and/or an investigative consumer report to be
generated for employment purposes. | understand that the scope of the consumer report/ investigative consumer
report may include, but is not limited to the fallowing areas: verification of social security number; credit reports,

. current and previous residences; employment history, education background, character references; drug testing, civil
and criminal history records from any criminal justice agency in any or all federal, state, county jurisdictions; driving
records, birth records, and any other public records.

| further authorize any individual, company, firm, corporation, or public agency to divulge any and all information, verbal
or written, pertaining to me, to Employer Solutions Staffing Group, LLC or its agents. | further authorize the complete
release of any records or data pertaining to me which the individual, company, firm, corporation, or public agency may
have, to include infarmation or data received from other sources. Employer Solutions Staffing Group, LLC and its
designated agents and representatives shall maintain all information received from this authorization in a confidential
manner in order to protect the applicants personal Information, including, but not limited to, addresses, soclal security
numbers, and dates of hirth.

Signature: wMR o Date: Aprl7,2018

Notice to CA, MN, and DK Residents;
Please check the box below if you wish to receive a copy of a consumer report that is requested,
[)? wish to receive a copy of any Background Check Report on me that Is requested.




EMERGENCY CONTACT INFORMATION

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

i lene Rt Brandon Paape
Address: 667 Dexter St S Prescott, Wi 55021
Home Phone: Rt
e EMERGENCY CONTACTS '
Pléase list two people (in priority order) who could be contacted in case of an emergency
Contact #1 Home Phone:
Name: Chelsea Paape Cell Phone: 661-280-9990
Relationship: Wife Work Phone:
Contact #2 Home Phone: 360-495-3122
Name: Scott paape Cell Phone:  253-861-0118
Relationship:  Dad 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.



amzioye." sclutone ft2 RE I S
Direct Deposit/Payroll Debit Card Authorization
Employees have the option of receiving wages by Direct Deposit and/or Payroll Debit Card,

) _ If you do not provide a written election, wagus will be paid by Payroll Debit Card,
CSECTICN I BRSTCHNE D RIMEIEO NI ] Tl

Ewployee Name. g - ndon Paape | SSNf (a4 digs) g Effective Date pp; 17, 2018 |

SECHION 280 PAVROLEELECT o ;
! QJ Direct Deposit {Please complete Sections 3 and 5 below) X
G.
o) Debit ! S ) [ ] Paper Check (Option avatlable 1o GA NH and NY residents only)
ISECTION 50 DIRECT RDERPOSITY : _ Do _ _
BEH]" s VD BRIV i.,.-_
Update ant Note: Direct Daposit accounis may take up to 7 to be activated

- . 3 1 understand and acknowledge that if 1 do not providea
ank Name: \;cAA Federal Savings 8 votded check with this direct deposit form, 1 am '
Rootngs 314074269 respongible for any delays in payroll or extra costs

incurred if the account number that I provide s incorract,

Accomnt# 218984162 e
Account Type: 7] Chocking[[] Savings [ClOther ... Initial BP Date 04/17/

*  To help us avoid making an error, please attach a copy of a voided check. (a deposit slip will not work)
»  If'you change banks, do not close your old bank account until your direel deposit has started ot the new bank, which may take 2 pay periods.

FCETTIONTE DROEE DEBIINEA LD

Federal law requires all financial institutions to obtain, verify, and record information that identifies cach person who opens an account. In order to
Tequest a Payroll Debit Card for you, we must provide all of the following information that will enable the financial institution to identify you. If
you do not submit a Direct Deposit/Payroll Debit Card Authorization, ESSG will provide the necessary information and issue you a Payroll Debit
lC;rid}ywpayigmwages.l’oryourpromﬁon,ﬁxeﬁnancialinsﬁmﬁonmayukyoumpmvidemmaddiﬂonalidenﬁﬁcaﬁonmfmmaﬁmmmeym
verify your identity.

leceptfortlmrouﬁngandammtmnnbu,BSSG does not hiave access to any information regarding your Payroll Debit Card account or
Etramaauﬁons.On)’(:mrﬁrstpayday.:nauwmmceiveyoutnewPaymllDebitCard.mdapackateoutuﬁ:ingallofﬂ:ewmsnndcnnﬂiﬁnns.chwi]l
itben sign acknowledging that you received the Payroll Dobit Card and packet, Your Payroll Debit Card will be reloaded on each payday yon receive
| wages.

_CARDHOLDER INFORMATION (as you want your Payroll Debit Card o be issusd)

[ First Name M. Last Name Datz of Birth

| Strect Address (PO BUX NOT ACCEPTABLE) - Social Security#
Chy Site 7 T"Cell Phone (mobile)

; ]

' RECEIPT OF PAYROLL DEBIT CARD {to be completed when you pick up your Payrol) Debit Card)
Payroll Debit Card Routing # Payroll Debit Card Account #

1 have received my Payroll Dobit Card, welcome brochure, program fees, progeam terms, conditions. and disclosures. By activating my Payroll Debit Card. |
1 am agreving to the program terms, cunditions, and disclosures that are included or made availehle to ine from time {0 time from the finencial fnstitution. ] |
authurize the financiul institution to debit my Payroll Debit Card account for the fees described in the fee schedule that is purt of the program terms,

conditions, and disclosures.

!
| |
Ewployee’s Signature: E%:‘ Dute: APri17,2018 |

CSECTION S TAUTIHCRIZATION

Tawshorize ESSG 1o directly deposit my periodiu wages compensation payments, net of requirsd tax withholdings, other required withholdings

or autharized deductions, into my account(s) as designared above and to initiate. ' necessary, debit entries :md sdjustmentsfor any credis entries
made in emor to my account(s), * E~mail is required for pay stub information,

*E-mail: Bjp_1992@comcast.net @ [
this information will only be used to send your paystubs electronically

| Employee's Signature: 57%:‘7_5;‘ Date:_Apr 17, 2018




This agreement made this l 2 204X, 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 to any other person or company, and confidential or
proprietary information or know-how related to the business of the employer.

In view of the difficulty of determining the amount of damages which may
result to the employer from a violatlon 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.

er So!utl'ons Staffing Group LLC, Representative



INJURY MANAGEMENT PROGRAM
Injured Worker's Responsibilities

As your empioyer, we are concerned 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. §221.0430, 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.

Aftend all scheduled appointments. While on physical limitations, visits should
be a minimum of once every two weeks. Fallure 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 retum to work planning and that you be released to return to work
at the earliest appropriate time,

Immediately following your appeintment, provide a copy of the report to the
designated employer representative. You should dellver 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 physlcally suitable tasks as assigned. These may or

may not be in your regular department. The wark 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 physiclan must complete a
Report of Workability.

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

Signed: Sns

Printed Name: __Brandon Paape

Tz pe it 17, 2218




snployer selutions staifing grovp.,

Important/importante
LOST OR STOLEN PAYCHECKS

If a paycheck is lost (missing, misplaced, destroyed, lost in the mall, efc.), you
must notify your staffing recruiter that the check cannot be found. If it can be
verified that the check has not been cashed, ESSG will stop payment on the
check and re-issue the check to you, deducting a fee of between $25-$35.

If your paycheck was stolen, you must first file a police report before we can re-
Issue the check. Once you have done so, you must provide a copy of the policy
report to your staffing recruiter that the check was stolen. If the check has not
been cashed and if the loss of the check was not your fault, ESSG will issue a
new check and no fee will be deducted.

CHEQUES DE PAGO PERDIDOS O ROBADOS

S! 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 sl cheque no ha sido cobrado,
ESSG se detendra el chegue de pago y reemitir el cheque a usted, descontando
un cargo de entre $ 25 - § 35.

Si su cheque de pago fue robado, primero debe denunciar el robo a ia policla
antes de que podamos volver a emitir el cheque. Una vez hecho esto, usted
debe proporcionar una copia de la denuncia a su recliutador de personal que el
cheque fue robado. Si el cheque no ha sido cobrado y sl la pérdida del cheque
no fue su culpa, ESSG emitird un nuevo cheque y no hay cuota se deducira.

AGREED/SE ACUERDA—

Name/Nombre (con lefra de moldg); Brandon Paape

ggnaturelFirma:

Erund® Poore (Rpr 12, 2018




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 ESSQ’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.

(5) 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:

o Responsibility to work in compliance with OSHA laws and regulations

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

» Responsibility to report workplace hazards and dangers

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

You have the following basic rights:

e Right to vefuse unsafe work

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

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

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

You can have your name withheld from the host emaployer and any other entity, by
request, if you sign and file a written complaint. You can request to be advised of
OSHA actions regarding a complaint, and request an informal review of any
decision not to inspect the site or issue a citation. And, you can file a complaint if
you are punished or discriminated against for acting as a "whistleblower” under the
OSH Act or 18 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 workpldce safety is illegal.

If you helieve 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
952.885,1288/1.866.496.7578) 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
heen subjected to unsafe or hazardous worksite conditions.



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 952.835.1288/1.866.496.7573 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
952.885.1288/1.866.496.7573 in order o obtain assistance in the resolution of such
matters.

Employee Name (Please Print)
Brandon Paape

Employee’s Signature:

B Paioe (Apr 12, 2005} Date: Apr 17, 2018




(Rev. March 2016)

- 8050 Pre-Screening Notice and Certification Request for
popl : the Work Opportunity Credit OMB No, 16451600
reasury

Eww'nwguem » information about Form 8850 and its separate instructions is at www.irs.gov/formBaso.

Job applicant; Fill in the lines below and check any boxes that apply. Complete only this side.
Yourname  Brandon Paape Sooclal security number» 4480298598

Street address whera you live 667 Dexter St S apt b

City or town, state, and ZIP code  Prescott, W1 54021

County Pierce Telephone number 6512800823

If you are under age 40, enter your date of birth (month, day, year) 05/20/1992

1 Cheok hers if you received a conditional certification from the state workforce agency (SWA) or a participating local agenoy
for the work opportunity credit.

2 Check here if any of the following statements apply o you.
¢ | am a member of a family that has recelved asslstance from Temporary Assistance for Needy Familles (TANF) for any 9
months during the past 18 months.
» | am a veteran and a member of a family that received Supplemental Nutrition Assistance Program (SNAP) banefits (food
stamps) for at least a 3-month period during the past 16 months.

» | was referred here by a rehabilitation agency approved by the state, an employment network under the Ticket to Work
pragram, or the Depariment of Veterans Affairs.

» | am at least ags 18 but not age 40 or older and | am a member of a family that:
a. Received SNAP benefits (food stampe) for the past 6 months; or
h. Recelved SNAP bansfits (food stamps) for at ieast 3 of the past 8 months, but is no longer eligible to receive them,

¢ During the past year, ] was convictad of a felony or released from prison for a felony.

» | racelved supplemental security income (8SI) benefits for any month ending during the past 60 days.

¢ | am a veteran and | was unemployed for & period or periods totafing at least 4 wesks but less than 6 months during the
past year.

©

Check here if you are a veteran and you were unemployed for a period or periods totaling at least 8 months during the past
yesr,

o

Check hare if you are a veteran entitled to compensation for a service-connected disabflity and you were discharged or
released from active duty In the U.8. Armed Forces during the past year.

™

[ﬂ Check here i you ars a veteran entitied to compensation for a service-connected disability and you were unemployed for a
 period or periods totaling &t least 8 months during the past year.

Check here if you are a member of a famlly that:
» Received TANF payments for at least the past 18 months; or
» Racelvad TANF payments for any 18 months beginning after August &, 1897, and the earflest 18-month period beginning
after August 5, 1897, ended during the past 2 years; or

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

=y

Check here if you are in a period of unemployment that Is at least 27 conssoutive weeks and for all or part of that period
you received unemployment compensation,

Signature—All Applicants Must Sign

Under penelties of perjury, | deciere that | gave the abova Information to the employer an or before the day | was offered a job, and &t is, to the best of my knowledge, trus,
comect, and complets,

Job applicant’s signature > =n E 4 7 : T, = pate APri7,2018

For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No, 22851L Form 8850 (Rev. 3 2016)



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

Bt T A

Liminigieation |

CHent: Company:

Location: Position: Starting Wage: $

EMPLOYEE SECTION:

First Name: Last Name: Suffix: Street Address: City/State:
Brandon Paape 667 Dexter St Saptb Prescptt, Wi

SSsik Date of Birth: Age: Have yon worked for | If yes, location:

this co before?

448029598 05/20/1992 25 | VaD N® N/a

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

Yes

No

1

Have you or has anyone living with you received Temporary Assistance to Needy Families (TANF)
at any time sinco August §, 19979 (1f yes, please provide information below:)
Name of the person receiving benefits: _____ Relationship to you:
City: County: State:

2.

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

Name of the person receiving benefits: _____ Relationshiptoyou: ___
City: County: _____ State: __

3.

Have yon received Supplemental Security Income (SSI) at any time within the past 3 months?
Please note, this is not the same 8s Social Security benefits (SS) or Social Security Disability (SSDI) benefits,
*Ifyou checked yes please provide a capy of your SSI documeration.

4.

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

[l Vocationa! Rehebilitation Agency ] Dept. of Veterans Affairs [L]] Bmployment Notwork (Ticket to Work Program)

Name of Agency: . Phone#:
City: County. State
*If you checked yes please provide a copy of your active Individual Work Plan and Ticket to Work documsniation.

5.

Are you a Veteran of the U.8, Military? *Ifyes, please provide a copy af your DD-214 and letier of ssparaiion.
(1f yes, please provide information below. If no, pleass continue to question #6.)

Dates of Service ~ From: To:
Branch of Service:
Are yon entitled to or are you recelving compensation for a service-connected disability?

O

©

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

If yes, dates of unemployment - From: To:
Did you receive unemployment compensation at any point during your unemployment?
If yes, in which state did you recelve unemployment compunsation? __

7.

Have you been convicted of a felony or released from prison for a felony conviction in the past 12 months?
Canviction Dute: Relense Dats:

Wasammredexalorgsmmimv 1f'State - County: State:

of 0 @p

@ @ gp

A Addiﬂunal Pa; Credits
TEC (Nafive American): Are you or your sponse & member of a Native Amurican Tribe?
If you checked yes please provide a copy of your CDIB card.
CA Residents: [[] Arc you the child of foster parents? [L] Do you receive CalWorks? []] Workforce Investinent Act?
[C} Are you asmigrant or seasanal farm worker? [[J Have you ever been convicted of a misdemeanor?
SC Residents: . L_1 Do you receive Family Independence Benefits?

Q

@

PLEASE READ, SIGN, AND DATE:

Under penalties of perfury, 1 declare the information above to be true and accurate to the best of my knowledge, and 1 hereby asthorize any agency, organization, or
tndividuals 1o supply such verification or mformation that may be nzeded ip determine tox credit eligibility to my employer, employer represemtative (Associated

Cansultants, Inc. dba Retrotax), or the Department of Lubor.

New Employee Signature: =6 rava Date: Apr 17,2018




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

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

New Hire’s Signature: =% = Date APr17,2018

New Hire Name: Brandon Paape

Social Security Number: 448020508

Employer Name:

Please check the statements below if they apply to you.

B !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.

m| | declare that | have been in a period of unemployment since

(Enter start date)

Privacy Act Nofice: 5

The Intemal Revenus Codle of 1888, Secfion 69, as amended and s enaciing legisiafion, P.L. 104-188, specify that the State Workforce Agencies as the
“designated” agencies responsible for adminisiering the WOTC cerification procedures of this program. The Informafion you have provided complefing fiis
fom will be disciosed by your employer to the Siate Workforce Agency. Provision of fhis Informafion is valuniary; howewver the information is reguired o
datermine your employer's eligibfiity for the federal tax credit

P @ " T W00 4 4 O 44 Yt ¢ G L G 5 © W | & D § AR 4§ S 0% i % it § W § 5 OB L S e § ¢ G ® G ¥ E Ml @ Qo & 8 0 66 Oy P % 6 e 4 i 6 o % e 8§ A ks £ 6 Ay T o 8§ £

Public Burden Statement:

Peysons are not required to respond o tis collscfion of informafion unless it dispiays a cumently valld OM B contraf number. Respondenis’ ohligation io
complets this form Is required to obtain or retaln benefits (P.L. 111-5), Public reporfing burden is estimated to average 10 minutes per response, incluting the
fime for reviewing instruclions, searching exisfing data soures, gethering and meinteining the data needed, and complefing and reviewing the callection of
Information. Send comments regarding this burden estmats to the U.8. Department of Labor, Division of National Programs Tools Technical Assistance,
Room C-4510, Wastington, D.C. 20210 {Paperwork Reduciion Project 1205-0371), Please do not submit completed forms to fhis address,

117-

ETA Form 9175 (Rev. November 2016)



DRUG AND ALCOHOL
TESTING CONSENT FORM

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

2, | have read the entire contents of this policy and | am aware and fully
understand: (a) the policy and its contents; (b) what conduct the policy prohibits and the
consequences of 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. | 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 thet the laboratory selected by ESSG may conduct testing and other
analysis on the sample provided by me. | further voluntarily consent to the laboratory’s
disclosure to ESSG of the results of my drug and/or alcohol test and other information
related to the test.

Individual's Name

Apr 17,2018
Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



T

He.vtaEZ

Address Tchy } Stae TZip Cods
i
) |
Gender LiwMale | MaritslStatus L | Single | Date of Birth Date of Hira
[ Female |[] Marriea Divoroed
Phone Number: Emall Address;

Please Sclect Desired Coverage:

ED] Empioyee Only - Empioyae*Spouse -@Emplwee-!-cm*dﬁmn) - Family -
$24.00/Week $38.00/Week $38.00/\Week $63.00Meek

R

oy alewes Al mredatinen it 2o Awcnnraian - | haraby apply for the group bansfit(s) as indicatod. § acknowledge that all entries are trus and complets and that
any misstataments or fallure to repoit information may be usad as the hasis for sapeellation of coverage for me andmy depandant{s), if eny, from the original
affective date, Further, { authorize my amployer to meke the nesessary payroll deduction of pramhnus for coverages | have efegted,

IF ENROLLING - YOU MUST SIGN HERE

Employes Signature pate  Aprl7,2018
EisPL0 EES DECLINIG I am DECLINING coverage

Yunderstand that | andior my dopendents, if any, waive any caverage and desire to participate infhe plan 2t a iater date, Jwe may be consldered a late enroliee and
must mest the requirements defined in the Certificate of Coverage for the company’s medical oy dental pl It} dacline enrollmeant for myself or my depandants
{including my spouse) hacause of ather covarage, 1 may, infutum he shie to enrolt myself or my dependents in this plan, provided | raguest anroliment within 31
days atfter the sther covarage ends. in addltion, i a now depandent relatlonship forms as a result of marriage, birth. adoption, placement for adoption of parting suit
of adoption, } may ba abla to enroll myself or my dependant, pravided § raquest anrolimant within 31 days ot the event, ;

iF DECLINING- YOU NMUST SIGN HERE

Employoe SIgnatute Rrncfipaspe (npri7, 013 Date Apr 17,2018

Employer Solutions Statfing Group Healin Benefits Team
PQ Box 46270
WMnaapolis, MK 55344
Phone: 862.787-8518 Fax: 952-767-2615
Emai: Health@employarmsolutionsgroup.com



Fixed Indemnity Medical Benetits_Plan 2

VS]_ - 219"0‘[-55&—1 i OFF.:EU GN.‘ _ _LCIC_ XTION : _ : Rﬁh_r-e et ___
ENRGL&MEMAT FGRM ESC CLIINAT-VN! P1 vIE.2
A 7 PRINT USING BLACK or BLUE INK (Must Be Filled Ou)
.\!ame Social Secumy # Home Pacna Seﬂ ED
Acdress Aoz &

Cey . Stare Zin Dase 3 of ’*;r"s I

Ty TR - _‘ 71 5 w-tvwww Ry TOTT ?WTW\"IFW”'n . = e
BDC ol o PO OB D eaa e e e e T veo [ No, 1Yes, plosse cortive,
Madicara Heslth Insurence C aim \uraoer {H!CN) Mazicara ’:ffec: ive Date

Nem:a of C’.)I\;ered. ?’érson {s):.

Payroll Dedu-téd W;ekly Rates

You BUST select 2 coverage lovel oefo'e any benaiits in Sectno“ C. You. coversge . leve for the all benefis in Saction C will be
identical, The Fixad Incemnity Madical Plan, Dental Plan, Term Life Plan, and Short-Term Disability plans a-e underwrittan by 3CS
Ingurance Company. The Vision plan is underwritten by Companien Life insurance Company.

SELECT COVERAGE LEVEL ' o NOEWITY | centaL | vision TERMLFE | SHORTTERM

Employse Only $2025 | $6.17 - ' s$2.42 $2.50 . ‘-J ; $4.20 f-:u.
Employee +1 O] $41.10 | %1234 $4.92 $o.50
Employea + Family $54.88 $20.36 $6.56 $1.80

NO 1o ALL Benaiis Q] ’ @Yes @No i Yes No Yes Q No QYes Dine | Olves Olno

I'This coverage is not available to residents of NH, H), or PR. *STD s not available to persons who work in CA, HI, N, NY, or Rl

For Term Life / Accidental Death & Dismemberment, please write in your beneficiary information. Accidental Death &
Dismemberment is pert of the Term Life Benefit.

Name Relationship
D FEOUIED DEPENDENTINEORMATONE 0 = .
Neame Socla Semnty ¥ Da“,.e of Bn":"\ Sax Re:amor‘sh. R LT
_ /! .H:B Spouse E Lhiig D Dorrestic Parner
Name Social Securiy # Daie of Bli’h Sex lationship
' rd ﬁ Spouse[ ] Child [ JDomestic Partner
Name Social Security # Dete of Birth Sax Relztionship
/1 M [Hkpouse E Child | .Domestlc Parter
Narme Social Security # Dzte of Birth  Sex Ralationsi'p

/ f @] @Spc sse L] Chiiel]] Domestic Partnes

T vOU MUST SIGN AND DAT‘E EVEN IF YOU Bscuiixs covamee

r o e ottt —n s e d o A e s s B v T R

| irave read the ben=fit packe nd L 'xderstand ts limistions. | unsarstand thet cpsn @nrai.me- is only ava: labe for
a limited time and | understand that making no benefit selection is a declinatien of coverage.

oare APLY2DG ____ P-sioNATURe _;E& e

*This Plan DOES NOT Alleviate the Individval Mandate Penalty*

Thiz is an Cssential S2afCARE Enroliment Form.



