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SENSITIVE BUT UNCLASSIFIED
Casa Varification Number: 2017341162137CD
Report Prapared: 12/07/2017
Sompany infarmation
— CompanyiD: 47428 Company Name: Employer Sokitiana Stafiing Group
Empioyss Information
Last Name: Brave Bind First Nams: Chasity
Dats of Bisth: 1111111887 Soolal Sacurity Number: *** ** 8200
Hire Date: 12/07/2017 Citizenship Status; A citizen of the United States
Bocument information
List B Document: nnmmﬂmmmmwau&muwmmmm List C Dacument: Sodlal Security Card
Document Name: Driver's licensa Dogumant State: Minnesota
Driver's Licensa or ID Card Numbear: Documsnt Expiration Date: 11/11/2018
Caso Status Information
Final Case Result: Employment Authorized Emplayer Cese ID;
Case Submitted On: 12/07/2017 Case Submitted By: KRIT7027
Closed On: 12/07/2017 Closed By: KRIT7027
Closure Statament: Theamphyaswnﬂnuuhwukfnrhaempbywaﬂnrmmananpbymemmmmm
SENSITIVE BUT UNCLASSIFIED
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Employment Eligibility Verification USCIS
Department of Homeland Security omf ::"1‘611;%047
U.S. Citizenship and Immigration Services 0

ANTI-DISCRIMINATION NOTICE: It is lllegal to discriminate against work-autho Individuals,
document(s) an employee may present to establish empioyment authorization and identity, al {0 hire-or contint
an individual because the documentatio resented-hasafuture expirgi ate may also constitute ilegal discrimination.

Section 1. Employee Information and Attestation (Employees must com

plete and sign Section 1 of Form -9 no later
than the first day of employment, but not before accepting a job offer.)

Last Name (Family Name) First Name (Given Name) Middle Initial Other Last Names Used (i any)
B rd Garlangd | cnpd v
Address (Strest Number and Name) Apt. Number City or Town ZIP Code

BeL4 LA Cr < Qg buove, | [Eoe .

Date of Birth (mm/dayyyy) | u.s. Social Security Number | Employee's E-mall Address Employee's Telephone Number

\Wi 493 |l B - Brag chasgariand@qmal. ol 428 7

| am aware that federaj law provides for Imprisonment and/or fines for false statements or use of false documents in
connection with the completion of this form,

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

[ 2. A noncitizen nationa) of the United States (See Instructions)

D 3. A lawful permanent resident (Alien Reglstration Number/uscls Number):

D 4. An allen authorized to work  untii (expiration date, if applicable, mm/ddfyyyy):
Some aliens may write "N/A" in the expiration date field, (See Instructions)

= QR Cods - Section
5 Do Ny I 8§
An Alien Registration Number/uscis Number OR Form 1-94 Admission Number OR Foreign Passport Number. R

1. Alien Registration Number/USCIS Number:
OR

2, Form 1-84 Admission Number:
OR -

3. Forelgn Passport Number:

Country of lssuance:

Signature of Employes /%bg?; Today's ,D_ﬁlie 7"{';"17. ; ?

Va4 [ 7 4
reparer and/or Translatef Certification (check one):

| did not use a preparer or transiator. |:| A preparer(s) and/or translator(s) assisted the employee in completing Section 1.

(Fields below must be completed and signed when preparers and/or translators assist an employee in completing Section 1. )

l attest, under penaity of perjury, that | have assisted In the completion of Section 1 of this form and that to the best of my
knowledge the Information Is true and correct.

Signature of Preparer or Transiator Today's Date (mm/ddfyyyy)
Last Name (Family Name) First Name (Given Name)
Address (Street Numbsr and Name) City or Town State  |zIP Code

@ Employer Completes Next Page @

Form1-9 07/17/17 N Page 1 of 3
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Employment Eligibility Verification FUSCIS
Department of Homeland Security orm I-9
U.S. Citizenship and Immigration Services QMB No. 1615-004

Expires 08/317201¢

e L L e s
L VR TYE M <V e

migration tus

8
[ =

oy, OR | ' ‘ ListC e
Identity EmploymamAuthoﬂzauon
ot toeies Al e
| {(ocument Tile Domgmﬂﬂe )
il 4 DRELS U oncs Secial Strasiny
ssuing 0 3 9 Authority uing Authority
] gh 7. of Ninneseaz S-S H
Document Number 4| Docurnent Numbar Document Number
1D LAFGIUU3 LRI -97- 9
Expiration Date (# any)(mmaicfyyyy) | Expiration Date (i any)(mmicdiyyyy) Expiation Date (i any)(mm/iddfyyyy)
1 U-\\-qi4
Document Titlg £
Tssuing Aufhariy Additional information ¥ Do Nt e e 248
Document Number
Expiration Date (ifany)(mm/dd/yyy_w
Document Title
lssuingAuthorﬂy
Doeument Number
Expiration Date Wanw(mm/ddf}'yyy)

Certification; ) attest, undar Penaity of perjury, that (1) 1 have examined the document(s) presented by the above-named employag,
d ne and to relate to the employes named, and (3) to the best of my knowledge the
employee Is authorized to work in the United States,

The employee's fist day of employment (mnvdaiyyyy): -3 B

gnatyre of F or Authorized Representative Today's Date (mm/dd/yyyy) %@ of Employer or Authorized Representative

12-3- 015 . N-Kito .
'Name of Empioyer or Authorized Representative Ei of Employer or Authorized Representative Employer's Business or Organization Name

(See instructions for exemptions)

ATy
Employer's Business or O @nization Address (Street Number and Name) | Clty or Town__ State

DAL M | Eden Prawie M\ |

Fyre e B. Daty of Rehie (¥ appiieable)
Last Name (Famify Name) l First Name (Given Namg)

ZIP Code

Middie initjal Data (mm/deyyyy)

mmpbyads previous grant of employment authorizalion Rag explreq; provide thé Information Tor Tha document or recaipl that eslabiishes; |
conunulm émployment authorization in the space provided beiow.

Document Title

B
Document Number Explration Date (i any (mm/ddfyyyy)

I attest, under Penalty of Perjury, that to the best of my knowledge, this eémployee is authorized to work In the United States, and if
the employee presented document{s), the document(s) | have examineq appear to be genuine and to relate to the Individual,

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

o ]

Page 2 of 3
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—— ___.____..___—.—-_._,______-.._,._..—-——.___—-—-_...——_____-_.—-______._,____.__.—-_._.__.

._-.._____________.__-_—________-_.‘.._ —

PO Box 46270
Minneapolis, MN 55344-9956

Tel: 952,835,1288

www.esgstaffingsolutions.com

employer solutions staffing group..

New Hire Application

Personal Data-- PLEASE PRINT LEGIBLY IN INK
—_— T DLV ININK

Last Name _Brave Bird Garland First Name __ Chasity Middle Initial N
Street Address 8324 69TH Street South Apt/Ste
City/State/Zip __Cottage Grove, MN 55016 Social Security Last Four XXX-XX-
Phone Number 6519257765 Emall Address : @

Staffing Agency/Recruitment Partner CMG

All offers of employment ara conditional upon satisfacto roof of ide and legal ability to work In the U.S.A.
Ars you legally authorized to wark in the United States of America? @ves Qino

Applicant Certification and Authorization
| authorize Employer Solutions Staffing Group (ESSG) to use the information and statements contained in this application to determine my
qualifications for employment, | authorize ESSG fo make Inquirles of my former employers, excapt as indicated In this application,
regarding my previous duties, responsibliities, performance, compensation and eligibility for rehire,
| understand that a comprehensive background check may be conducted to determine my eligibllity for hire by certain clients of ESSG,
This may inciude but Is not Iimited to, investigations of criminal and/or conviction records, driving records and/or a drug screen test as
required by cllents, govemment regulations or by ESSG policies.
| release ESSG and other persons or entities from any claims that might be based on ESSG's decision to conduct a background check,
| certify thet all statements made In my application are true and accurate and that | have not omitted any material information or provided
faise or misieading information, | understand that any material omission or misrepresentation will result in my disquaiification from
consideration for employment or, if discovered after | begin employment, will result In my termination,

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

Chasity Brave Bird Garland Dec7,2017
Name (Print or type) Applicant's Signature Dats

A copy or facsimile ("fax") will be considered the Same as an original signature. Emalil wili ONLY he used for employment correspondence

For ESSG Office Use Only
DOH NHW -8 8850 w4
Emergency Contact Info Background Release Form Background Results Unemployment Letter ESC Application
(if applicable)
For ESSG Client Use
DOH ] ROP Work Site Loe. WC Code

BESSG- CMG-CO Rev. 0472017




employer solutions staffing group..
Wage Payment Method Authorization (Minneota)
Employees have the option of receiving wages by Direct Deposit and/or Payroll Debit Carg,
If you do not ide a written e} will be paid er Check,

Employee Name SSN# (last digits) Effective Date

. 5 below) Note: Diregt ammmaytakeaplb?dapmbumw
Payroll Debit Card (Please complege Sections4

and 5 below) Paper Cheek (Please complete Sectiop § bolow)
1 Update Bank Acconnt T understand ang ackuowledge that if] do not provige a
Bank Name: voided check with thig direct deposit form, I am
responsible for any delays in payrall or extrg costs
Routing# incurred if the account number that | provide is incorrect,
kg L Initial — Date
Account Type: [ Checking [J Savings [Jomer e’
___“____

®  Tohelpus avoid makinganetmr, pleaseattachacopy of a voided check_ {a deposit slip will not work)
. lfyonchaugabmks,domtdouymoldbmkammtmﬂmdﬁmwmmmhenmbank,whichmay take 2 bay periods,

anci, ify, and recard cach person who Opens an account, In order
request a Payroll Debit Carg for yon, we must provide all of the following informatiop that will enable the financial institution to identify you,
you do not submit 5 Direct Deposit/Payroli Debit Card Authorization, ESSG will provide the necessary information agd issue you Payroli Deh
Card to payizour wages, For your Protection, the financia] institution may ask you to provide them additiong] identification info ati
verify your entity.

have access 1 any information regarding your Payroll Debjt Card
ons. On your first Payday, you wilj receive your new Payroll th

City State Zip

Cell Phone (mobile)

You pick up your Payroll Debit Card)
Payroll Debit Card Routing # Payroll Debit Carg Account #

to directly deposit my periodic wages/compensation Payments, net of required tax other required withholdings
or authorized deductions, into my acconnt(s) ag designated aboye and

withholdings,
to initiate, if necessary, debit entries and adjustmentsfor any credit entries
made in error to my account(s), * E-mail is required for pay stub informatiop,

- il: { :["\ ﬁ : &
S M v 4 r[ q/mﬁon will only be uc?ed to senfp your Ljystnbs dﬁmy T il
Employee's Signature; —% Date: / 2 { (ﬁ'Z / Z
V

e e,




4 The exceptions don't apply to suppismental wages Nonwaga Income. If you have a large amount of
FOI m W (2017) graatarth%?z m.nao.nn&p" - boe. nunwagga. income, sucnn as lmemlta:;gr dividends,
Basio instructions. if you arsn't xempt, com%;lcata mm%" ala, om;g'""
Purmpose. Complets Form W-4 so that your the Personal Allowances Worksheet helow, owe aditional tax, If you have pension o
employer can withhold the correot federal income workshests on page 2 further adjust your W"‘% mPub.ﬁosgﬁndmﬁl ‘should
1ax from your pay. cnnaldammplaﬁ a new Form withholding on ;&1‘"'"‘&:“" wll?'moldlng on Form W4 o Woip,
W4 each cxaarand when your parsonal or finanoial deductions, certaln oradits, a&mmﬂnam to Income, your
situation changes. or ers/mu Jobs ona, Noﬂdneamm ug muMpm;e dlig:s. ¥ yl:g' havaﬂ atha
Exemption from withholding. If you are exem Complats all workshests that apply. However, you b i Ll o
SeInLotE SR EEe ST e o 2
15, 2016. 500 Fub. 505, T (o ) youcisimed and may ot be a fist smountor S entn wolding uzuslly wil be most accur
= iy U - ol weges. for the highest paying job and zaro allowanoes are
“Note: ﬂmohwpmnmclalmynuasadapmdam Head of housshold, Generally, you can claim head cialmed on the othera, See Pub, 805 for dotalls,
anhlsorherlaxraﬁm,&m‘tdaﬁn exemption of household stamonyowlaxmmow Nopresident allen, if you are & nonresident alien see
from withholding if your ota) income exceeds §1,050 you are unmanied and pay more than 509 of Notice 1983, Bupplangw Farm W Instotions for
andlndudasmnmgfansssnofunaamadlrmmaﬂor costs of keg, m:ﬁghnmafurxomeﬂand&w Nonresident Allans, befre leting this form
exampie, interest and dividends), dagend for qualifying individuals, ns, ey
Anem be able to clalm §01, Standard Deduction, and Check your withholding, After your Form W-4 takes
on from WRhoIIIng ova 1o employes ls Filing Information, for informatian, effeot, use Pub, 605 to ses how the amount fousre
a dependent, if the employee: Tax m Y:lun cantal:il pmjelgled taxberwg;ma into mﬂamﬂg gWeéour mgm tal tax
et e o ki ey oo 00 Bl 8L T
. nd, or oare expenses and the may opments, n any future
the Personal Allowances Worksheet bolow. developments affesting Form W-4 (such as
» Will claim adjustments to Income; tax oredits; or rmati convert g&' : enaoted after ease posted
itemized dedagjcﬁnns. on his or her tax retum. 2?&.9 ,,,3“5 wnfﬂrhm el AL b bl R

Personal Allowances Worksheat

at www.irs.gov/iw4.

ng allowances.
(Keep for your records.)
A Enterﬁ”hryoumeﬂﬁnooneelsecanclalmyouasadependent. 3 C 9O N0 e B 005 8 o b a0

» You're single and have only one job; or
B Enter*1”if: { * You're married, have only one job, and your spouse doesn't work; or ] 5 B
» Your wages from a second job or your Spouse's wages (or the total of bath) are $1,500 or less,
C  Enter “1” for your spouse. But, you may choosa to enter “-0-" If you are married and have either a working spouse or more
than one job. (Entering *-0-" may heip you avold having too fittle tax withheid) . . . . ., . . .. ... c
D  Enter number of dependents {other than your spouse or yourself) you will claim on your tax retum . o o o D
E  Enter*1” if you will file as head of houssheld on your tax returmn (see conditions under Head of housshold above) . E
F  Enter 1" if you have at least $2,000 of hild or depandent care expenses for which you plan to claim a credit . F
(Note: Do not inciude child support payments, See Pub, 503, Chiid and Dependent Care Expenses, for detalls,)
G Child Tax Credit (including additional ohild tax credif), See Pub, 872, Child Tax Credit, 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” it you
have two to four eligible children or less “2” if you have five or more eligible children.
* If your total Income will be betwean $70,000 and $84,000 ($100,000 and $119,000 if married), enter “1* for each eligiblechild, @
H  Addlines A through G and enter total hera, (Note: This may be differant from the number of exemptions you clalm on your tax retum,) > H
. u pian to itemize or claim adjustments to Income and want to reduce your withholding, see the Deductions
For accuraoy, andondjushnents Worksheet on page 2.
complete all * If you are single and have more than one job or are married and you and your spouse bath work and the combined
worksheets 8 from all Jobs excasd $50,000 ($20,000 if married), ses the Two-Eamers/Multiple Johs Workshest on pags 2
that apply. to avold having too iittle tax withheld,
s If neither of the above situations applles, stop here and enter the number from line H on line 5 of Form W-4 below.
Separate here and give Form W-4 to Yyour employer. Keep the top part for your records.
= w_4 Employee’s Withholding Allowance Certificate OME No, 1545-0074
RERTESAIIes | it ooy o R Yo e e ot hevnces o ompton o wiotoangs | D0)] 7
1 Yourfirst name and middls infiia] Lestname B Bird Garland 2 Your social security number
Chasity " rave Bir n 504279200

Home address {number and strest or rural route)

8324 69TH Strest South

3 [® singie (I Mariea CJ Married, but withord ot s Single rate,
Notes If married, but legally saparated, or spousa Is a nonresident alfen, chack the "Single® bax,

City or town, state, and ZIF code

4 youriast name differs from that shown on your soclal security card,

Cottage Grove, MN 55016 check here. You must call 1-800-772-1213 for a replacement card, P
§  Total number of allowances you are claiming (from line H above or from the applicable worksheet on page 2) 5| 1
6  Additional amount, if any, you want withheld from each paycheck . . . . . . ., ., ., ... [&el8
7  Iclaim exemption from withholding for 2017, and | certify that | meet both of the following conditions for exemption, i .”;i“’ 2
® Last year | had & right to a refund of all federal Income tax withheld because | had no tax liabllity, and 3 bl

* This year | expect a refund of all federal In

come tax withheld because |
If you meet both condhions, write “Exempt” here . .

expect to have no tax liability.

e J k2

Under penalties of perjury, | declare that | have examined this certifi
Employee’s signature )

(This

form 1s not valid unless you sign i) »

il

icate and, fo the best of my knowledge and belief, it Is true, correct, and complete,

pate» Dec 7, 2017

Employer's name and address (Employer; Complste lines 8 and 10 only if sending to the IR8.)

9 Office code (optional)

10 Employer identification number (EIN)

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

Cat. No. 10220Q

Form W-4 (2017)




EMPLOYER SOLUTIONS STAFFING GROUP
BACKGROUND CHECK AUTHORIZATION

Employee Name;  Chasity Brave Bird Garland
(First) (Middle) (Last)

Former Name(s) and Dates Used:

Current Address Since: 8324 69TH Street South Cottage Grove, MN 55016

(Mo/Yr) (Street) (City) (State/Zip)
Previous Address From:

{Mo/Yr) (Street) (City) (State/Zip)
Previous Address From:

(Mo/Yr) (Street) {City) (State/Zip)
Social Security Number:___ 904279200 pos;_11/11/1997

Phone Number: 6519257765

Driver’s License Number/State:

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

report may include, but is not limited to the following 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.

I 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 information 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 fimited to, addresses, social security
numbers, and dates of hirth.

Signature: __ 416 R B0 Grlan. Date:_DeC7,2017

Notice to CA, MN, and OK Residents:
“‘—l‘h

Please check the box below if you wish to receive a copy of a consumer report that is requested.
I wish to receive a copy of any Background Check Report on me that is requested.




addrass, and phone

rmation about you In the files of a consumer reporting agency (your “file
ur Soctal Security number. In many cases, the disclosure will be free. You

to one free disclosure avery 12 months upon reguest from each nationwide credit hureay and from nationwide specialty con-
sumer reporting agencles, See Mmm&mmfm additional information,

® Youhave the right to ask for a credit score. Credit scores are numerical summaries of your credit-worthiness based on information from credit bureaus, You may
requesta credit score from consumer reporting agencies that create scores or distribute scores used in residential rea) Property loans, but you will have to pay for
It. in some morigage transactions, you will recelve credit score Information for free from the mortgage lender,

You have the right to dispute incomplete or Inaccurate information, if you identify information In your file that is incomplate or Inaccurate, and report it to the
consumer reporting agency, the agency must investigate unless your dispute Is frivolous, Ses fur an explanation of dispute
procedures,

Consumer reporting agencies must correct or dejete Inaccurate, Incomplete, or unverifiable information, Inaccurate, Incomplete or unverifiable Iinformation
must be removed or corrected, usually within 30 days. However, a consumer reporting agency may continue to raport infarmation it has verified as accurate,

Consumer reporting agencies May not report outdated negative information, in most cases, a consumer reporting agency may not report negative information
that is more than seven years old, or bankruptcies that are more than 10 years old,

Access to your file is limited, A consumer reporting agency may provide Information about You only to people with a valid need - usually to consider an applica-
tion with a creditor, Insurar, empioyer, fandlord, or other business, The FCRA Specifies those with a valid nead for access,

You must give your cansent for reports to he Provided to emplayers. A consumer reporting agency may not give out information about you to your emplayer, or
2 potential employer, without your written consent given to the employer, Written consent generally s not required in the trucking industry. For more Infor-
mation, go to www. .

You may limit “prescreened® offars of credit and Insurance you get based on Information in your credit report, Unsolicited “prescreened® offers for credit and
Insurance must include a toll-free phone number you can call if you choose to remove your name and address from the lists these offers are based on, You may
opt-out with the nationwide credit bureays at 1-888-567-8688.

You may saek damages from violators. If a consumey reporting agency, or, in some cases, a user of consumer reports or furnisher of information to a consumer
reporting agency violates the FCRA, you may be able to sye In state or federal court.

® Identity theft victims and active duty military personnel have additional rights. For more Information, visit

States may enforce the FCRA, and many states have thejr own consumer reporting laws. In some cases, you may have more rights under state faw, For more infor-
ination, contact your state o jocal fonsumer protection g, 9f your state Attorney General, For information about your federal rights, contoct: )
TYPE OF BUSINESS: CONTACT:

1.a. Banks, savings associations, and credit unions with total assets of over a. Bureau of Consumer Financial Protection
$10 billlon and their affiliates, 1700 G Street NW
Washington, DC 20552

b, Such affiliates that are not banks, savings associations, or credit unions alsg b. Federal Trade Commission: Consumer Response Center — FCRA
should list, in addition to the Bureaw; Washington, DC 20580

(877) 382-4357

2. To the extent not included in tem 1 above:
a. Natlonal banks, federal savings assaciations, and federal branchesand fed- | a, Offica of the Comptroller of the Currency
eral agencies of foreign banks Customer Assistance Group

1301 McKinney Streat, Suite 3450

Houston, TX 77010-5050

b. State member banks, branches and agencies of forelgn banks (other than b. Federal Reserve Consumer Help Center
federal branches, federal agencies, and insured state branches of foreign P.0. Box 1200

banks), commercial lending companies owned or controlied by forelgn banks, Minneapolls, MN 55480

and organlzations operating under section 25 or 25A of the Federal Reserve

Act .

¢. Nonmember insured Banks, Insured State Branches of Foreign Banks, and ©. FDIC Consumer Response Center
Insured state savings associations 1100 Wainut Street, Box #11
Kansas City, MO 64105

d. Federal Credit Unions d. National Credit Union Administration

Teport or anather type of consumer Teporttodenyyourappl-



EMERGENCY CONTACT INFORMATION

EMPLOYER SOLUTIONS STAFFING GROUP

IN CASE OF :

o

Employee Name: Chasity Brave Bird Garland

Address: 8324 69TH Street South Cottage Grove, MN 55016
Home Phone: 6519257765

= ._ Lboed B i on-lephone: L
Name: Lanny Cell Phone: 6514918428
Relationship: Work Phone:

Contact #2 Home Phone:
Name: Cell Phone:
Relationship: Work Phone:

Additionai 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 Eroup..

| 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 to any other person or company, and confidential or
proprietary information or know-how related to the business of the employer.

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.

L/ V »

Employee Signature

Employer Solutions Staffing Group LLC, Representative




employer solions staffing gr’oupuc
INJURY MANAGEMENT PROGRAM

Injured Worker’s Responsibilities

As your employer, 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 resuit of your injury will be accommodated.

RESPONSIBILITIES OF THE INJURED WORKER:

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

primary healith care providers. Discuss with your employer any change In healith
care provider.

Attend all scheduled appointments. While on physicai 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 report to the
designated employer representative. You should deliver this in person so that
changes in work restrictions may be addressed and any questions answered.

Foliow 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 reguiar department. The work may or may not be on your
usual shift.




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

No our emplover | ately of any new injuries or conditions th t im

Your physieal eondition:

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.

Printed Name: Chasity Brave Bird Garland




g

employer solutions staffing group..

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 80, 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 plerde (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.

81 su cheque de pago fue robado, primero debe denunciar el robo a ia policia
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 sido cobrado y si la pérdida del cheque
no fue su culpa, ESSG emitira un nuevo cheque y no hay cuota se deducira.

AGREED/SE ACUERDA—

Name/Nombre (con letra de molde); Chasity Brave Bird Garland

Signature/Firma; %%W




—
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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,

(3) 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

» 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:

* Right to refuse unsafe work

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

* Right to review copies of appropriate standards, rules, regulations and
requirements that the host employer is required to have available at the
workplace.
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* Right to request information about safety and health hazards in the
workplace, appropriate precautions to take, and procedures to follow if
involved in an accident or exposed to hazardous substances

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

You can have your name withheld from the host employer and any other entity, by
request, if you sign and file a written complaint. You can request to be advised of
OSHA actions regarding a complaint, and request an informal review of any
decision not to inspect the site or issue a citation. And, you can file a complaint if -
you are punished or discriminated against for acting as a “whistleblower” under the
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 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
952.885.1288/1.866.496.7 678) and asking for the ESSCG 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.
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e ]

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 952.885.1288/1.866.496.7578 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 ESSQ’s Safety Director at
952.835.1288/1.866.496.7578 in order to obtain assistance in the resolution of such
matters.

Employee Name (Please Print)
Chasity Brave Bird Garland

Employee’s Signature:

%%%M Date: Dec7,2017
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rom OO0 Pre-Screening Notice and Certification Request for
{Rev. March 2016) the Work Opportunity Credit OMS No. 1646-1500

Puzm,‘ ~ ammﬁmw P Information ahout Form 8850 and its separate instructions is at WWW.irs.gav/form8ssn,

Yourname __Chasity Brave Bird Garland Soclel security number > 504279200

__ Strest address where you live 8324 69TH Street South S o A e
City or town, state, and ZIP code Cottage Grove, MN 55016
County Telephone number 6519257765

1 you are under age 40, enter your date of birth (month, day, year) 11/11/1997

1 m] Check hers If you received a conditional certification from the state workforce agency (SWA) or a participating local agency
Iit.

for the work opportunity cred

2 m] Check hers if any of the following statsments apply to you.

* | am a member of a femily that has recelved assistance from Temporary Assistance for Needy Famllies (TANF) for any 9
months.

months during the past 18

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

stamps) for at least a 3-month period during the past 15 months,
® | was referred here by a rehabilitation agency approved by the state, an employment nstwork under the Ticket to Work
program, or the Department of Veterans Affalrs,
® |am at least age 18 but not age 40 or older and lamamemberofafamllythat:
a. Received SNAP benefits {food stamps) for the past 6 months; or
b. Received SNAP benefits (food stamps) for at least 3 of the past 8 months, but Is no longer sligible to receive them.
® During the past year, | was convisted of a felony or releasad from prison for a felony.
* | received supplemental security Income (SSI) benefits for any month ending during the past 60 days,

® | am a veteran and | was unemployed for a period or Periads totaling at least 4 weeks but lesa than 8 months during the

4 Eﬂ] Check here if you are a veteran entitled to compensation for a service-connected disability and you were discharged or

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

5 m] Check here if you are a veteran entitled to compensation for a service-connected disabllity and you were unemployed for a

period or periods totaling at |east § months during the past year,

6 @ Check here if you are a member of a family that:
* Recelved TANF payments for at least the past 18 months; or

* Received TANF payments for any 18 months beginning after August 5, 1987, and the earllest 18-month period beglnning

after August 5, 1987, ended during the past 2 years; or

* Stopped being eligible for TANF payments during the past 2 years because federal or state law limited the maximum time

those payments could be made,

7 [D] Check here ifyou are In a periad of unemployment that is at least 27 consecutive weeks and for all or part of that period

Yyou received unemployment compensation,

Signature—All Applicants Must Sign

Under penalties of perjury, 1 declare that I gave the above information to the employsr on or before the day | was offered a job, and it Is, to the best of my knowiedge, true,
carrect, and complete,

Job applicant’s signature C’WM%M Garland (Dec 7, 2017) Date Dec7,2017

For Privacy Act and Paperwork Reduction Act Notice, see page 2, Cat. No. 228511 Form 8850 (Rev. 3-2018)
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. Form A (rev. 03/2017)
EMPLOYER SECTION:
Client:
Location:
EMPLOYEE SECTION:
First Name: Last Name: Suffix: Street Address: City/State; Zip:
asity Brave Bird Garland 8324 69TH Street South Cottage Grove, MN 55016
SSi#: Date of Birth: Age: Have yon worked for | If yes, location:
5042 this company before?
04 79200 11/11/1997 Yesn No Eﬂ
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) dl @]]
at any time since Angust 5, 1997? (ifyes, pleass provide information balow.)
Name of the person receiving benefits; — Relationshiptoyon: _____
City: County; State; .
2, Have you or has anyone living with yon received Food Stamps (SNAP) at any time during the past 15 months? d C}]
(If'yes, pleass provide infhrmation below.)
Name of the person recefving benefits: —— Relationshiptoyon: _____
City: County: State;
3. Have you received Supplemental Security Income (SSI) at any time within the past 3 months? (] O

Please note, this is not the same as Social Security benefits (SS) or Social Security Disability (SSDI) bensfits,
*If you checked yes please provide a copy of your SSI documentation,

4. Have you received any type of vocational rehabilitation services within the past two years? ()] Q
If yes, please indicate which type ofagunﬁymwnﬂcedwithmdmmehlouﬂun infbrmation below:

D Vacational Rehabilitation Agency Dept, of Veterans Affhirs Employment Network (Ticket to Wark Program)
Name of Agency: Phone #;

City: County: State:

*Ifyou checked yes please provide a copy af your active Individual Work Plan and Ticket to Work documentation,

0]
o)

5. Are you a Veteran of the U.S. Military? *[f'yes, please provide a copy af your DD-214 and letter of separation,
(If yes, please provide information below, Ifno, please continue to question #6.)

Dates of Service ~ From;
Branch of Service:
Are you entitled to ar are you receiving compensation for a service-connected disability?

6. Have you heen unemployed at any fime 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 yon reoeive unemployment compensation? __

To:

D 0O O
Ql o PR

7. Have yon been convicted of a felony or released from prison for a felony conviction in the past 12 months?
Conviction Date; Rejease Date:
Was this a [T} Foderat or [Tl state convistion? If State - County: State:

T = T T e T . — -
SR SN LL T S s L and el Fex a0 00 e T s
IEC (Native American): Are you or your spouse a member of a Native American Tribe? O:I
Ifyou checked yes please provide a copy of your CDIB card,
CA Residents: [D Are yon the child ofﬁ)starpnranm? Do you receive CalWorks? Workforce Investment Aot?
mAre you a migrant or seasonal farm worker? E Have you ever been convicted of'a misdemeanor?
SCResidents: [[] Do you receive Family Independence Benefits?

ool e

[ .

PLEASE READ, SIGN, AND DATE:
Under penalties of peyjury, 1 declare the information above 1o be true and accurate to the best of my knowledge, and I hereby authorize any agency, organization, or

individuals to supply such verification or information that may be needed 1o determine tax credit eligibility o my employer, emplayer representative (Associated
Consultants, Inc. dba Retrotay), or the Department of Labor.
\/

New Employee Signature; 1’ 4’ ’jf/ /,“




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

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

Instructions: This Self- v hiire only.

he@mlalet:ed—slmed—andmbvmem
Employers or consultants submit this SAF to the State wOrkforce’Agency’wim 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: %%%W Date Dec7,2017

New Hire Name: Chasity Brave Bird Garland

Social Security Number: 504279200

Employer Name;

Please check the statements below if they apply to you,

I declare that | was in a period of unemployment that is at least 27
consecutive weeks and for all or part of that period | received unemployment
compensation.

O  ideclare that | have been in a period of unemployment since

(Enter start date)

Privacy Act Nofice:

The Intemal Revenue Code of 1886, Section 61, as amended and fts enacting legistation, P.L. 104-188, specify that the State Workforce Agencles arethe
"designated® agencies responsible for administering the WOTC cerfificaion procedures of this program. The information you heve provided complaiing this
form will be disclosed by your employerto the Stata Workforce Agency, Provision of this Information Is voluntary; however the information s required to
determine your employers eligiblity for the federal fax cradit

Persons are not required to respond to this collection of Information uniess it displays a currently valid OM B control number, Respondents’ obiigation to
complete this form s required to obtain of retsin benefits (P.L. 111-6), Public reporfing burden is estimated to averags 10 minutes per response, Including the
fime for reviewing Instructions, searching exisfing data sources, gathering and maintaining the data needed, and completing and reviewing the collection of
Informetion. Send comments regarding this burden estimate to the U.8, Dapartment of Labor, Division of Nationel Programs Tools Technical Ass|

Room C-4610, Washington, D.C, 20210 (Paperwork Reduction Project 1205-0371), Please do notsubmit completed forms to this address,

117-

ETA Form 9175 (Rev. November 2016)
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Notification of Minnesota Law Requirement —

Unemployment Acknowledgement

According to Minnesota Statute section 268 095, subdivision 2, paragraph (d), an
applicant who, within five calendar days after completion of a suitable

Job assignment from a staffing service, (1) fails without good cause fo
affirmatively request an additional suitable job assignment, (2) refuses
without good cause an additional suitable job assignment offered, or (3)
accepts employment with the client of the staffing service, is considered to
have quit employment.

It is your responsibility to contact ESSG (for instance, by calling 952.277.5227 or
using any other form of contact) for additional assignments. If you fail to do so, it
may affect your unemployment benefits.

I understand by signing this form that | am responsible to contact ESSG within 5

calendar days once an assignment ends. | also acknowledge that | have received
a separate copy of this form. ( (4 (Initial)

z%gﬁ??%&/( \2 {0+
Employeg’Si :'alturé.’ Date:
Employee (plea‘se grint your name here)

CMG_SM - Rev. 09.2013
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Acknowledgement of Receipt Antiharassment Policy

| also agree that if at any time during my employment | am involved in any employment dispute or | am
subjected to any type of discrimination, including discrimination because of race, sex age, religion
color, national origin, disability, marital, sexual orientation or veteran status, or if | am subjected to any
type of harassment including sexual harassment, | will immediately contact my supervisor, manager,

Employee Name (Please Print)

Choity 8 Brave B0 G iang

Employegis Si_gnature: .
/%&»%Q_ pate;_/2/ OF /|7

22




| also acknowledge that, except for the policy of at-will employment, ESSG reserves the right to
revise, delete and add to the provisions of this Employee Handbook. All such revisions,
deletions or additions must be in writing and must be signed by the CEO of the company. No
oral statements or representations can change the Provisions of this Handbook. | also
acknowledge that, except for the policy of at-wili empiloyment, terms and conditions of

without cause or notice, at any time. No implied contract concerning any employment-related
decislon, term of employment or condition of employment can be established by any other
statement, conduct, policy or practice.

my employment with the company.

If I have questions regarding the content or interpretation of this Handbook, | will bring them to the
attention of ESSG.

DATE_|2.[0% [ %

" EMPLOYEE i -

SIGNATURE__ ey >
ESSG %

REPRESENTATIVE

NARE. S CNAS Y Brong, B lan
PLEASE PRINT

23



lu ACKNOWLEDGMENT

The associate handbook was reviewed with me, and | have received my personal copy. | also

grigentation. . Agaiionain

acknowledge that | have been given the oppo

Ty s T IO S AL T eI S LR R V= U N YOy o

1. This handbook is intended as a guide and not an employment agreement that
creates a contractual relationship, and that the employment relationship may be
terminated at the will of either party at any time.

2. The changing needs of the business will require alteration in method, practices and
policies, and the company will unilaterally revise, as necessary, to meet these
changing needs.

3. lagree to notify my ESSG Consultant immediately of any change in my personal
data such as phone number, address, emergency notification, etc.

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

Date: 207/ 1+

Associate's Signature: %ﬁ’%ﬂ
Associate's Printed Name: _ ONAS H'\j Rrourt B, Gar\and
Orientation provided by:

24
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Enhanced MEC_Plan 1 ESNG

fistadidods LETTS

Benefits Enroliment Form I New Emplig
Eniployeeiniorniation

Name (First and Last)

Address City “State Zip Code

Gender LI Male | Warital Status L1 Singie Date of Birth Date of Hire
1 Female | [ Marred [ Divorced

Phone Number: Emalil Addrass:

Please Select Desired Coverage:
Employee Only - Employee+Spouse - l: Employee-l-Chlld(ren) - l: Family -

$24.00/Week $38.00/Week $36.00/Week $63.00/Week
endent
Bocial Security # BithDate | Sex Relationship
e NaTD— 1 Male COSpouse [J cChild
. L i [ Female O Domestic Partner
Dependent
Social Security # Bith Date | Sex Rﬂnﬁnnahipw
§
"First Nama ML Last Name EI l:d:ln;le = l,Io:luMDmnmni::l:l Partner
E;pondent
Socia) Seourity # BithDate | Sax Relationship
Mal
(First Nams W Tast Name | g Male DSplo:ulseDEl Child
r;me oF PEnson.covéREn (FIRST, LAST):
EFF. DATE
EFF. DATE
EFF. DATE

IF ENROLLING - YOU MUST SIGN HERE

Employse Signature Date

; e S
EMPLOYEES DEGLINING am DECLINING coverage
1| understand that | andlormydoplndonh, if any, walve &ny coverage and desire fo participate In the plan ata later date. Uwe may be consldered a late enrolles and

must meet the requirements defined In the Cartificate of Caverage for the company’s medical or dental Plans. it | decline snroliment for myself or my dependents
(including my spouse) becauss of other covarage, | may, In future he able o enroll mysalf or my depen In this plan, providad | request enrollment within 31
days after the other coverage ends. In addition, if a new dependent relationship forms as a result of marriage, birth, adoption, placement for adoption of parting sult
of adoption, | may be able to enroll myself or my depandent, provided | request enroliment within 31 days of the event.

IF DECLINING- YOU MUST SIGN HERE

Employee Signature \_/__g > ", . e |2 [OF( (#

(~Employer Solutions Stafing Group Health Benefits Team
PO Box 48270
Minneapolis, MN 55344
Phone: 952-767-9519 Fax: 952-767-8515
Emalil: Healﬁi@employamoluﬂonsgmup.com




Fixed Indemnity Medical Benefits_Plan 2

VS| 219301-E5G-1 OFFICE USE ONLY LOCATON _____ =~ Rehire Date__/__/_____
ENROLLMENT FORM ESC CUUNAC-MN) P1 v
A REQUIRED EMPLOYEE INFORMATION 7 PRINT USING BLACK or BLUE INK (Must Be Filled Out)
Name ' Sacial Security # Home Phone ’ Sex @
Address -1 & ——
City  [State Zip '"""’ Date of Birth
/

B. DO YOU OR ANY OF * YOUR DEPENDENTS RECEIVE MEDICARE BENEFITS? Hi
: Medncare Health Instirahce Claim EN}_‘:_fr_nlxer'_'([-'l'ft.:-f\'l)

S LIMITED BENEFITS PLAN SELECTION Payrol} yroll Deducted Weekly Rate
c.rreexly Rate:

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

_' lnsurancg_ _Company The Vislon plan is underwritten by Companion Life Insurance Company.
.'SELECIT COVERAGE Ly FOED INDEMNITY | vision TERMUFE | SHORETERM
Employee Only [ ] s2025 () $6.17 .} s242 T} s0.60 ) sa.20 (5
Employee +1 [] $41.10 $12.34 $4.92 $0.90
Employee + Family l:] $54.38 $20.36 $6.56 $1.80
NOtoALL Beneﬁm y gYes_gNo DYes D No DYes D No__‘___l:_l_@s D No | L DYes D No

1Thls coverage is not avalla o ie to residents of NH, H, or Pli. 2__5'1'!_) is not available 1o persons who  work in CA, Hl, HI, NJ, NY, orRIL

For Term Life / Accidental Death & Dlsmemberment, please write in your beneﬂdary lnformatlon. Acddental Death § &
Dismemberment is part of the Term Life Benefit.

Name Relationship

Bt e et —— o actad a —— T e bt e s —— v ——— e e T e ey arva e+ et vy e e o v o s

D. REQUIRED DEPENDENT INFORMATION A
Name Social Security # Date of Birth Sex

Relationship
emea e TR S ) Y _LE . L1Spouse [ chitd[ ] Domestic partner
Name Social Secunty# Date of Birth Relationship
SN R i /7 @H DSpouseDChlldDDomestlc - Partner
Name Social Secunty# Date. of Birth Relationship
R ! /._/____ i ,E. DSpousel:IChuldDDomestlcPartner
Name ' Sodial Securlty# Date of Birth Sex Relationship

/ / (.~ @ D Spouse D Child D Domestic Partner

R e e LmA

n YOU'MUS_T SIGN;ANQ DATE E\!EN lF YOU DECLINE COVERAGE

tofis, | gﬂderstand that open emO"ment is oni}’ aVallable far il RE
selection Isa decli

_ation ofcoV_'... e

This is an Essential StaffCARE Enroliment Form.




