www.esgstaffingsolutions.com

New Hire Application

Personal Data-- PLEASE PRINT LEGIBLY IN INK

Last Name DBradley

Street Address

119 winnipeg

First Name _Brian

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

Phone Number

763 453 8087

Middie Initial °

AptiSte 1

Soclal Security Last Four XXX-XX-

Email Address Bradleyb7414@gmaip.com@ -

Staffing Agency/Recruitment Partner

Jamie Ready

Are you legally authorized to work In the United Statss of America? @IYES (QJINO
Applicant Certification and Authorization

| ensthorize Employer Solutions Staffing Group (ESSG) to use the information and statements sontained in this application to determine my
qusiifications for employment. | authorize ESSG to make inquiries of my former employers, except as indicated In this application,
regarding my previous tuties, responsibiliies, performance, compensation and eligibility for rehire.

1 understand thet a comprehensive background check may be conducted o determine my eligibility for hire by certaln cilents of ESSG,
This may include but is not limited to, investigations of criminal and/or conviction records, driving records and/or & drug screen test s
required by cllents, government regulations or by ESSG policies.
1 release ESSG and other persons or entities from any olaims that might be basad on ESSG's decision to sonduot a background check.

1 certify that all statements made in my applioation are true and accurate and that | have not omitted any materdal information.or provided
false or misleading information. | understand that any material omisslon or misrepresentation will resuit in my disqualification from
conglideration for employment or, if discovered after | begin employment, will result in my termination.

If hired, ] agres to ablda by the policies and procedures of ESSG.

L
Srign Brodley May 2, i@

Brian Bradley

Neme (T’rint or type)

Applicant’s Signature

May 2,2018

"Date

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

For ESSG Office Use Only
DOH NHW 18 B850 w4
Emergency Contactinfo | Background Release Form Background Results Unamployment Letter ESC Appiication
{if applicable)
For ESSG Client Use
DOH ROP Work Site Log. We Code

ESSG - CMG-NSTW4

Rev, 04/2017



Employment Eligibility Verification USCIS

Department of Homeland Security wg ::n:;fm.,
U.S. Citizenship and Immigration Services Expires 08/31/72019

3> START HERE: Read instructions carefully kefore complating this form. The Instructions must be availahle, either in paper or electronically,
during completion of this form. Employers are liable for arrors in the complstion of this form.

ANTI-DISCRIMINATION NOTICE: 1tis illegal to discriminate agalnst work-authorizad Individuals. Employers CANNOT specify which

document(s) an employee may present to gstablish employment authorization and identity. The refusal to hire or continue to amploy
an Individual because the documentation presented has a future expiration date may also constituts iliegal discrimination.

{Section 1. Employee Information and Attestation @mpioyees must sampliste and sign Sestion 1 of Farm 1-8 na later
than the first day of employment. but not before accepilng a job offar.) : Bie
Last Name (Family Nams) First Name (Given Namej Middie Initisl | Other Last Names Usad (f any)

Bradley Brian D NA

Address {Street Number and Name) Apt. Number | Clty or Town State ZIP Code
119 winnipeg 1 St Paul MN 55117
Data of Bitth imm/ddfyyyy) | U.S. Social Sesurity Number Employee's E-mail Address Employas's Telephone Number

12/05/1989 _‘ l spogarbrd | |- | | | || Bradleyb7414@gmalp.com 763 453 8087

| am aware that federal iaw provides for imprisonment and/or fines for false statements or use of faise documents in
connection with the completion of this form.

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

Q 2.A mndﬁ;m national of the United States (See instructions)

() 3.Alawtul permanent resident  (Allen Registration Number/USC!S Number):

(2 4. An alien authorized to work  until (expiration date, If applicable, mm/ddiyyyy):
Some allens may write "N/A” in the explration date field. (See instructions)
Aliens authorized fo work must provids anly ons of the following document numbers fo complete Form 19: SN S S
An Alian Registration NumberfUSCIS Number OR Form -84 Admission Number OR Farelgn Passpart Number,
4. Alisn Registration Number/USCIS Number: '
OR
2. Form 1-94 Admisslon Number:

D —

3. Foreign Passpart Number;
Country of lssusnca:

Signature of Employee

Taday's Date (mm/dciyyyy} May 2, 2018
Bl DiexErpl Ly, 2O 0
Preparer andl/or Translator Cartification {check one):
@] | did not use & preparer or fransiator. O] A preparer(s) and/or transiator(s) assisted the employes in complating Section 1.
{Fields below must be completed and signed when preparers and/or translators assist an employee in completing Section 1.)

1 attest, under penaity of perjury, that | have assistad 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 Transtator 7 Today's Date {mm/ddfyyy)
Last Name (Famlly Name) : First Name (Given Nams)
Addrass (Sires! Number and Name) City or Tawn State  |ZIP Code

@ Emplover Complejes Next Page @

Form 1-9 071717 N Page 1 of 3




Employment Eligibility Verification USCIS

Department of Homeland Security P v
U.S. Citizenship and Immigration Services Explres 083112019

EEetlon f Emﬁloyér or Auﬁmrlze& ﬁepresentat&veﬁeview Snd Verfﬁnaﬁon
(Employers or théir authorized reprasentative must complete and sign Section 2 within 3 business days of the employse's first day of employment. You

must physioally examine ene dectiment from List A OR & cambination of ona document from List 8 and ene document from List € 85 Mited on the "Lists
0 Acceptable Qocumants. )

o oyon Inf fromm Bestics 1 Nama {F {Name) ?n\: (;Livayn\ Name) .r.g. Eggjsjgl‘!'mmlgmﬂm Status
ListA ListB AND

identity and Empioymant Authorization Idantity Employmont Authorization
Document Title Document Title Document Title

lssuing Authority Issuing Authority lesuing Authority

Dogument Number Dacument Number Document Number

' Expiration Date (i any){mm/ddiyyy) “Expiration Dats (f any)(mm/ddiyyyy) Expiration Date (if any){mm/ddiyyyy)

Dogumant Titie

Issuing Authority Additional information 5 « Do Not Woia mmagx;:e

Document Number

Expiration Date (i any)(mm/dd/yyyy)

Document Title _ i

Issuing Authority

Document Number

Explration Date (if any)(mm/ddfyyyy)

|
!
i

Certification: | attest, under penalty of perjury, that (1) | have examined the document{s) presentad by the above-named employee,
{2) the above-listed document(s) appear to be genuine and to relate to the employee named, and {3) to the best of my knowledge the
employes Is authorized to work In the United States,

The employee’s first da Q,_employment(mmldd/yyyy) (See Instructions for exemptions)

Today's Date (mm/dddyyyy) | Tl o K;mp Representative
A {J]
e of Emloyerr Authorized Representative | Empioyer's Business or Organization Name
(3\ SN EMPLOYER SOLUTIONS STAFFING GROUP LLC
Employer's leslness or Organization Addrass (Streat Number and Name) City or Town State | ZIP Code
7480 FLYING CLOUD DRIVE SUITE 200 EDEN PRAIRIE MN 58344
[Section 3. Reverification and Rehlres (To be comp/eted and signed by emplayer or authonzed rspﬁesantatlve e

|&. New Nam (if soglicable) : i 8; Dt of Rehirs {if applicatiie)
Last Name {Family Name) Fhst Name fGiven Name) [ Middle Inftial | Date (mm/ddAyyy)

1 | |
[T the mpjéyes's previous greni of rmplgymant aythopization ap eXpirad, AoV The Toformafion for the BOGURt oF récerntlhafesfébﬂ’shes 7
continying employmant augmglzaﬁqn In thé spage provided beiow.

Documem Title Documem Number Explratlon Date (7 any) (mm/ddlyyyy)

| attest, under penalty of perjury, that to the best of my knowledge, this employee is authorized to work In the United States, and If
the employee presented documant(s), the document{s} | have examined appear to be genuine and to relate to the individual,

Signature of Empioyer or Authorized Representative | Today's Date (mm/ddyyyy) Name of Employer or Authorized Representative

Form }-9 07.1%17 N Page 2 of 3



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,

Purposa. Compiete Form W-4 so that your
smployer can withhold the corract faderal
incomae tax from your pay. Consider
completing a new Form W-4 each year and
when your personal or financial situation
shanges,

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

» For 2017 you had a right to a refund of all
faderal Income tax withhsld because you
had no tax liabiity, and

» Far 2018 you expect a refund of all
federal income tax withheld because you
sxpest to have no tax liabllity.

If you're exempt, complate anly lines 1, 2,
3, 4, and 7 and sign the form to validats it
Your exemption for 2018 axpires February
15, 2019, 8ee Pub, 505, Tax Withholding
and Estimated Tax, to learn more about
whather you qualify for exemption from
withholding,

General Instructions
¥ you aren’t exempt, follow the rast of
these Instructions to determine the number
of withholding allowances you should claim
for withholding for 2018 and any additional
amotnt of tax to have withheld. For regular
wages, withholding must be based on
allowances you claimed and may notbe a
flat amount ar percentage aof wages.

You can also use the calculator at
www.irs.gov/W4App to determine your
tax withholding more ascurately. Consider

using this calculator if you have a more
complicated tax situation, such as If you
have a working spouse, more than ons job,
or a large amount of nonwage income
outside of your job. After your Form W-4
takes effect, you can also use this
calculator to see how the amount of tax
you're having withheld compares to your
projected total tax for 2018, If you use the
ocalculator, you don't need to complete any
of the workshests for Form W-4,

Nots that if you have too much tax
withheld, you will recelve a refund when you
file your tax retum. if you have too little tax
withhaeld, you will owe tax when you file your
tax retumn, and you might owe a penalty.
Filers with multiple jobs or working
spouses, If you have more than one job at
a tims, or if you're married and your
spouse I8 also working, read ali of the
instructions Including the instructions for
the Two-Earners/Muitiple Jobs Worksheat
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./rs.gov/
W4App 1o make sure you have enough tax
withheld from your paycheck. If you have
pension or annuity Income, see Pub. 605 or
use the calculator at www.irs.gov/W4App
to find out if you should adjust your
withholding on Form W-4 or W-4P,
Nonresident alien. if you're a nonresldent
allen, ses Notice 1382, Supplemental Form
‘W-4 Instruotions for Nonresident Allens,
before completing this form.

Separate here and give Form W4 to your employer. Keep the warksheet(s) for your records,

Employee’s Withholding Allowance Certificate

Specific Instructions

Personal Allowances Worksheet
Complete this workshest on page 3 first to
datermine the number of withholding
allowances to olaim.

Line C. Head of household please note:
Generally, you can cleim head of
household filing status on your tax return
only if you're unmarried and pay more then
50% of the cosis of keeplng up a home for
yoursslf and a qualifying Individual, Sse
Pub. 601 for mors Infarmation about filing
status,

Line E. Child tax oredit. When you file
your tax refurn, you might bs eligible to
claim a credit for each of your qualifying
children, To quallfy, the child must be
under age 17 as of December 31 and must
be your dependent who lives with you for
mora than half the year. To leam more
about this credit, see Pub. 872, Child Tax
Cradit. To reducs the tax withheld from
your pay by taking this credit into account,
follow the instructions on fine E of the
workshest. On the workshset you will be
asked about your total income, For this
purposs, total income includes all of your
wages and other Income, Including income
eamed by a spouse, during the year.

Line P, Credit for other dependents,
When you file your tax return, you might be
gligible to claim a credit for each of your
dependents that don't qualify for the child
tax credit, suoh 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 credit
into aacount, follow the Instructions on line
F of the workshest. On the workshesat, you
will ba asked about your total ncome. For
this purpose, total income includes all of

QOMB No. 1645-0074

2018

of th Tregsury ¥ Whether you're entitied 1o claim a certaln number of allowances or exemption from withholding is
Internal Revenus Servige subjest o raview by the IRS, Your employer may be raquired to send a copy of this form to the IRS,
1 Yourfirst name and middie inftial Last name 2 Your social security number
Brian D Bradley 320841573

Home address (number and street or rurel foute) 3@ singe Maried ()] Married, but withhold at higher Single rats.
119 winnlpeg 5 Note; if married tling separately, check “Married, but withhold at higher Single rata.”
City or town, stats, and ZIP cade 4 If your [ast name differs from that shown on your secial security card,

St paul mn 55117

check here, You must call 800-772-1218 for a replacement card >g

& Total number of allowances you're ciaiming (from the applicabls worksheat an the following pages}) . .

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

7 1cleim exemption from withholding for 2018, and 1 certify that | mest hoth of the followmg condmons for exemption.
« Last year | had a right to a refund of all federal Income tax withheld because | had no tax fiabllity, and
» This year ] expest a refund of all federal Income tax withheld because | expect 1o have no tax ‘labll

i you maet both conditions, write “Exempt” here .

B
... 188

7]

Under penalties of perjury, 1 declare that | have examinad this certificate and to 1he best of my knowledga and beliaf, it ig true, comaot, and complete.

Employee’s signature mw
(This form Is not valid unless you sign It = Bmimsutg: Date » May 2,2018
8 Employar's name and address Complate boxes 8 and 10 if sending to (RS and complete 8 First date of 10 Employer identification
m%auyisa 8, and 101 sending m@mﬂmr;‘ gi Now 3ir cs.)a i e employment nutgbocy:(rElNgn e
For Privacy Act and Paperwork Reduction Act Notice, see page 4. Cat. No, 102200 Form W-4 (2018)



o iy e v s 1"."‘""”7 A dy

Direct Deposit/Payroll Debit Card Authorization

Employeces have the option of receiving Wages by Direct Depom and/or Payroll Debit Card.
" 1f' you do not pi vxdea written election, wages will be paid by Payroll Debit Card.
CSECTION IF BASIC INEORMATI NS ' !

Emploves Name Brian Bradley SSNE (last 4 digits) 1573 ‘
CSECTHICNI A PAVROLD EREC oM e e 9

(] Direct Deposit (Please complete Sections 3 and 5 below) -
‘ P eck tlable 1o GA NH and NY residents
(®)| Payroll Debit Card (Pleass complete Svorions 4 and 5 belcm) [ Paper Check (Gption ava fo GANT @ res onb)

B N DI E G T EPOS T
A (‘i Update Bauk Account
Bank Name:

Note: Direct Deposit accounts may take up fo 7 days to be activates
1 understand and acknowledge that if I do not provide a
voided check with this divect deposit form, J am
responsible for any delays in payroll or extra costs 1
incurred if the account number that I provide is incorrect,

ae 05/02/2018 i

RootneE
Accomnté

Intria] BB

Arcount Type:__ L] Checking][] Savings [LOter _____ji0

*  Tohelp us avoid making an error, please attach a copy of a voided check. {a deposit slip will not work)
. lfyouchnngebanks, donotcloaeyomoldbmkancoumuntﬂyowdnectdeposithasmdauhencwbmk,wluchmyuleeZpa} periods,

S CToNE RO LIS DRI AR

Federal law requires all financial institutions to obtain, verify, mﬂmdinfunnﬁonthatidmﬁﬁeseacbpmonwhoopeusanmmlnmﬂwto
reqnastaPaymllDebitCardformwemustprowdeallofthefollowmginfunmﬁunthatwﬂl etable the fipancial institution to identify you. If
yrmdnnotsubnntaDlrthepomthayrollDehnCatdAuthnriuuon,BSSGwﬂlpmwdethancmmymﬁnmﬂimandissueyouaPaymllDBblt
Cardtopayg::rwages.Fm'yunrprotechon.thcﬁmcmlinautuhonmyaskyontopmvldeﬂmmaddinomlidenﬁﬁmﬁonmformaﬁonsotheycan
verify your identity.

Bxcept for the routing and account number, ESSG does not have access to any infonmation regarding your Payroll Debit Card account or
u-ansaclions.Onyomﬁrstpayday,youwmreccxveyom-nchayrollDebitCard,andapackctoontammgallofﬂ:atammdmdlﬁons.%uwm
then sign acknowledging that you received the Payroll Debit Card and packet, Your Payrol] Debit Card will be reloaded on each payday yon receive
wages.

CARDHOLDBR INFORMATION (a8 you wani your Payroll Debit Ca:ﬂ to be issusd)

| Streot Address o BOXNOTACCTFTARLY 119 winnipeg Social Secutity? 320841573
Ty StPaul Sweyn |2 55106 | Call Phone (mukile) 763 453 gg7

RECEIPT OF PAYROLL DEBIT CARD (to be completed when yon pick up your Payroll Debit Card) _
| Payroll Debit Card Routing # iPmliDebitC‘ardAccuunt# . t ﬁS Z 5 [gg2 ISy < D__(g q g_

1have received my Payroll Debit Card, welcome brochure, progrum fues, program terms, conditions. and diselosures. By activating my Payroll Debit Card,
1 am agraeing 1o the program terms, conditions, and disclosures that are included ar made availsble to e fom time io time from the financlal institution. 1
suthorize the financial instirution e debit my Payroll Debit Card account for the fees described in the fee schedule that is purt of the program terms,
conditions, and disclosures.

Eruployee’s Signature: i tmdisy ey ool Date: May2,2018

SECTION'S  AUTHORIZATION
I'autherlze ESSG 10 direcily depostt my perivdic wages'congpensation payrunts, net of required tax withboldlings, other required withholdings
o autharized dednetious, into my aceount(s) as desipnuted ahove and to Initiate, if necessary, debit entries end adfnstmentsfor avy aredit entries
made in errorto my secoumis), * E~mail is required for pay stub information.

*E-mail: bradleyb7414@gmail.com = @
this information will anly be used to send your paystubs electronically

: i
'[ Employee's Signature: %% Date:_May 2,2018 5




ma DEPARTMENT W-4MN
OF REVENUE
2018 Minnesota Employee Withholding Aliowance/Exemption Certificate

Employees

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

+ Clalm fewer Minneasota wthholding allowances than your feders! allowances

s Claim more than 10 Minnesota withholding allowances

* \WVant additional Minnesota tax withheld from your 2ay each pay period

+ Claim 1o be exempt from federal withholding or claim to be exempt from Minnesota withholding

Do not complete this form if you are clalming the same number of Minnesota allowances as faderal and the number claimed is 10 or less.

Employad’s first name and initial Last name Enployee’s Sutial Security number
Brian Bradley ! 320841573
Permnanen: scidress { Warital status {chack one box}
119 winnipeg @l Spove s morveite o
City Sate 2P coda Married
St paul mn 55117 Miarried, birt withhold at higher STngla sate

9
Employees: Read Instructions on back, complete Section 1 OR Section 2, sign and give the completed form to your amployer. (Do not complete
both Section 1 and Section 2, Completing both sections will make the form invalld.)

{7 section 1 — Determining Minnesota allowances

Complete Saction 1 if you claim fawer Minnasota allowantes than your federal allowances, AND/OR If you want additional Minnasota withhold-
ing deducted each pay pariod.

1 Total number of federa] allowances claimed on federal FOrm W8 ......cvveicniennennnies F000 GOOIOIG i 5
2 Total number of Minnasota allowances {line 2 connotbe more than fine 1) .....coovieviiirssnonninonee 2 1
3 Additional Minnesota withholding you want deducted each pay period. ........... ... 00%0000000000000 ZWETE I

{_] section 2 - Exemption from Minnesuta withholding
Complete Section 2 if you claim to be exempt from Minnesota Income tax withholding {see Section 2 instructions for quallfications). t* applicable,
check one bex balow to indicate the reason why you believe you are exempt: '

1 meet the requirements and claim exempt fram both federai and Minnesota Income tax withholding.

Zven though | did not claim exempt from federal withholding, | claim exempt from Minnesota withholding because ) had no Minnesata
income tax {labffity last year, | received a refund of all iiinnesata Income tex withheld, AND | expect to have no Minnesota income tax 'iabllity
thisyear,

My spouse Is a milltary service member assigned to a military location In Minnesota, my domicile (lagal residence) Is In another state, AND |
am in Vilnnesota solely to bs with my spouse. My state of domiclle 1s

D 1 am an American Indian living and working on a reservation.

IE 1am a member of the Minnesota National Guard ar an activa duty U.S. military member and clalm exempt from Minnesata withholding on

my military pay.
| receive a milltary pension or other military retirement pay as caleulated under Title 10, 1401, through 1414, 1447 through 1455, and 12733
and claim exemat from Minnasota withholding on this rerirement pay.

i certify that all information provided in Section 1 OR Section 2 Is correct. | understand there isa $500 penalty for filing a false withholding allow-
anoe/exemption certificate.

e B Bl ™ vay2,208 T T 0mn

Employees: Give the caompieted form to your employer.

Employers

If you are required to send a copy of this form 1o the Department of Revenue (see instructions), you must enter the employer information below
and mall 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 requirad Form W-4MN not filed with the department.

Keep a copy for your records.
Name of employer | Federal empioyer ID number [FEIN) fiinresota tas 1D number
Address City State ZIP code

meet2n7 Questions?  Website: wwwirevenue state.mn.us.  Emall: withholdingtax@state.mn.us. Phone; 651-282-9999 or 1-800-657-3594,



EMPLOYER SOLUTIONS STAFFING GROUP
BACKGROUND CHECK AUTHORIZATION

Brian Bradley
{First) {Middie) {Last)

Employee Name:

Former Name(s) and Dates Used:

04/2016 119 winnipeg aptl

Current Address Since:

(Mo/¥r) {Street) {City) {State/Zip)
Previous Address From;

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

(Mo/Yr) {Street) (City) {State/zip)
Social Security Number: 320841573 DOB: 12/05/1989

Phone Number: 763 453 8087

Driver's License Number/State: W08320754361_1

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

1 hereby authorize Empioyer 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 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.

1 further authorize any individual, company, firm, corporation, or public agency to divulge any and all information, verhal
or written, pertaining to me, to Employer Solutions S$taffing 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 recelved from this authorization in a confidential
manner in order to protect the applicants personal information, including, but not limited to, addresses, social security
numbers, and dates of birth.

signature; S Badsy Date:  May2,2018

Notice to CA, MN, and OK 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

Pmployse Nams: Brian Bradley
Address: 112 winnipeg
Phone: 763 453 8087
EMERGENCY CONTACTS
Please Hst two peaple (in priority order) who could be contacted in cass of an emergeney
Contact #1 Home Phone:
Name: Navis Gadley Cell Phone: 651-432-1403
Relationship:  Family Work Phone:
Contact #2 Home Phone:
Name: Charlene Powell Cell Phone: 651-336-6657
Relationship:  Family 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 ond will only be used in the case of an emergency.




Fe s
i d v i

gmpicver sclutions stailing froud.

STATEMENT OF CONFIDENTIALITY

This agreement made this&_day of , 201 X, between
Empl Solutions Staffing Group LLC, hereinafter |referred fo as employer”,
and 1 O\ hereafter referred to as "employee”.
WITNESSETH:

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

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

rirm Exadley (Yay 1,2!%' % -

B i

S
€

lufidns Staffing Group,LLC, Representative

Iy

Employer




avplover solutions stalfing grour
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 result of your injury will be accommodated.

RESPONSIBILITIES OF THE INJURED WORKER:

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

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

Obtain a Report of Workability from your physician at every appointment, a
minimum of once every two weeks. M.R. 5221.0420 requires that your physician
cooperate with returii 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.

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

may not be in your regular department. The work may or may not be an your
usual shift.



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

Notify your employer immediately of any new injuries or conditions that impact
your physical condition.

If it Is necessary to miss scheduled work due to a work injury, you must be seen
by your primary health care provider the same day in order to receive
compensation for the time away from work. The physiclan must complete a
Report of Workability.

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

Printed Name: __Brian Bradley




smploves soiutons steifing group.
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Important/importante
LOST OR STOLEN PAYCHECKS

if a paycheck s lost (missing, misplaced, destroysd, 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

81 un cheque de pago se pierde (que falta, fuera de lugar, destruido, perdido en
el correo,.stc), usted debe nofificar a su reclutador de personal que el cheque no
se puede encontrar. Si se puede verificar que el cheque no ha sido cobrado,
ESSG se detendra el cheque de pago y reemitir el cheque a usted, descontando
un cargo de entre $ 25 - $ 35.

Si su cheque de pago fue robado, primero debe denunciar &! robo a Ia policia
antes de que podames volver a emitir el cheque. Una vez hecho esto, usted
debe proporcionar una copia de la denuncia a su reciutador 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 letra de molde); Brian Bradley

_S_jgnaturelFinna: %%‘
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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) Epsure 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:

Responsibility to work in compliance with OSHA laws and regulations
o Responsibility to use personal protective equipment and clothing as directed
by the host employer

o 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
e Right to know or be informed about actual and potential dangers in the
workplace
o Right to review copies of appropriate standards, rules, regulations and
requirements that the host employer is required to have available at the
workplace.



emrployer soliions staing groue.

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 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 13 other federal statutes for which OSHA has jurisdiction, or for
refusing to work when faced with imminent danger of death or serious injury and
there is insufficient time for OSHA. to inspect. Retaliation or reprisal taken against
anyone who has expressed concern about workplace safety is illegal.

If you believe that your right to a safe workplace has been violated, you can make a
report to a manager of the host worksite employer and/or ESSG (by telephoning
952.885.1288/1.866.496.7578) 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
been subjected to unsafe or hazdrdous 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 952.885.1288/1.866.496.75678 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
952.835.1288/1.866.496.7578 in order to obtain assistance in the resolution of such
matters.

Employee Name (Please Print)
Brian Bradley

Employee’s Signature:

Date: May 2,2018

Aien Brodley Mey 2, 24
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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 852.277.5227 or
using any other form of contact) for additional assignments. If you fail to do so, it
may affect your unemployment benefits.

| understand by signing this form that | am responsible to contact ESSG within 5
calendar days once an assignment ends. | also acknowledge that | have received
a separate copy of this form. (Initial)

’Employee/s'ignay!/ - Date:

Employee (please print your name here)

CMG_SM - Rev. 09.201¢



DRUG AND ALCOHOL

TESTING CONSENT FORM
1. | have been allowed o read and inspect a written copy of ESSG policy on
drugs and alcohol.
2. | have read the entire contents of this poliéy 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 ifl
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. 1
understand that this policy in any form, and any employee handbook including this
policy, are not a unilateral employment contract or offer thereof.

3. I hereby voluntarily consent to ESSG, or its health service providers, or
other persons or entities acting for or with them, to collect a body component (blood,
urine, breath, or any combination thereof) from me for testing for alcohol and/or drugs. |
understand that the laboratory selected by ESSG may conduct testing and other
analysls 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.

v
Brln Bradley (h’wi‘.%

Individual's Name
May 2,2018
Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



- 3850 Pre-Screening Notice and Certification Request for
{Rev. March 2016) the Work Opportunity Credit OMB No. 1645-1600

Department of the Treasury

Intemal Revenuo Servigs » Information ahout Form 8850 and its separate instructions is at www.ira.gov/form8850,

Job applicant: Fill in the lines below and check any boxes that apply. Complete only this side.
Yourname  Brian Bradley Social security number 3> 320841573

Strest address where you live 119 winnipeg

Clty or town, state, and ZIP code ~ Stpaul mn 55117
County __Ramsey Telephone number /0= 453 8087

If you are under age 40, enter your date of birth (month, day, year) 12/05/1989

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

2 Check here if any of the following statements apply to you.
» | am a member of a family that has received assistance from Temporary Assistance for Needy Famiiies (TANF) for any 8
months during the past 18 months.
» | am a veteran and a member of a family that recelved Supplemental Nutrition Assistance Program (SNAP) benefits (food
stamps) for &t least a 3-month period during the past 15 months.

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

» | am at least age 18 but not age 40 or older and | am a member of a tamily that:
8, Racslved SNAP benefits (food stamps) for the past 6 months; or
b. Recelvad SNAP bensfits {food starnps) for at least 3 of the past 8 manths, but is no longer eligible to receive them.

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

+ | recelved supplemental security income (88I) bensfits for any manth ending during the past €0 days.

« | am a veteran and | was unemployed for a period or periods totaling at least 4 weeks but less than 8 months during the
past year.

3 Check here if you are a veteran and you were unemployed for a period or periods totaling at Isast 6 manths during the past
year,

4 Check here If you are a veteran entitled to compensation for a service-connected disability and you ware discharged or
released from active duty in the U.8. Armed Forces during the past year.

6 [[J Check here if you are a veteran entitied to compensation for a service-connected disabliity ahd you were unemployed for a
| period or periods totaling at least 8 months during the past year.

Check here if you are a member of a famlly 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 ths earllest 18-month patiod beginning
after August 5, 1887, ended during the past 2 years; or

= Stopped belng eliglble for TANF payments during the past 2 years becauss federal or state law Imited the maximum time
those payments could ba made.

-

Check here if you are in a peried of unemployment that is at least 27 conseoutive weeks and for &l or part of that period
you racsived unemployment compensation,

Signature—Aill Applicants Must Sign

Under panaities of parjury, | declars that | gave the above information 10 the employar on or bafore the day | was offered a job, and It (s, tn the best of my knowledge, true,
coract, and complete.

Bigh Branly.
Job applicant's signature » pate May2,2018

Brion SiFdliy [Mayk, 2055

For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 228511 Fam 8850 {Rev. 3-2016)



Form A (rev. 03/2017) TAX CREDIT QUESTIONNAIE TR T AX

. by
Iopacielictn dnnon CraLUAdmini stration

EMPLOYER SECTION:
Location: Position: Starting Wage: §
EMPLOYEE SECTION:
FirstName: Last Name: Suffix: Street Address: City/State: Zip:
Brian Bradley 118 winnlpeg St Payl 5511
SS# Date of Birth: Age: Have yon worked for | If yes, loeation:
this co before?
320841573 12/05/1989 28 | “Yal) Ne® | NA
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) O @
at any time since August 5, 19972 (1 yes, please provide information below.)
Name of the person receiving benefits: Relationship to you:
City: Comnty: State:
2. Have you or has anyone living with you received Food Stamps (SNAP) at auy time during the past 15 months? Q @
{if yes. please provide information below.)
Name of the person receiving benefits: _____ Rolationship to you:
City: County: State:
3. Have you received Supplemental Security Income (SSI) at any time within the past 3 months? @ a
Please note, this is not the same as Socinl Security benefits (SS) or Social Security Dissbility (SSDI) benefits.
*If vou checked yes please provide a copy of vour SSI documentation.
4. Have you received any type of vocational rehabilitation services within the past two years? @) O]

1f yes, please indicate which type of agency you worked with and provide their location information below:

] Vocations! Rehebilitation Agency ]} Dept of Veterans Affairs [[]] Employment Network (Tickst to Wark Program)
Nameof Agency: _____ Phoned#: ____

City: County: State:

*Ifyou checkad yes please provide a copy of your active Individual Work Plan and Ticket to Work documentation.

5, Areyou a Veteran of the U.S, Military? *If ves, please provide u copy of your DD-214 and letter of separation.
(I yes, please provide informution below. If no, please continue to question #6.)

Q
©

Dates of Service - From: To:
Branch of Service:
Are you entitled to or are you receiving compensation for a service-connected disability? ()I @_

6. Have you been unemployed at any time during the last 12 months? O @
I yes, dates of unemployment - From: To:
Did you receive unemployment compensation at any point during yonr unempioyment? @ O
If yes, in which state did you receive unemployment compensation? __

47, Have you been convicted of a felony or released from prison for a felony conviction in the past 12 months? Q @
Conviction Date: Releass Date:
Wasthisa [J] Federal or []] State conviction? IfState - Connty: State: ____

_ ‘ ' : iy _ Addiddnnl Tax Credits e

IEC (Native American): Are you or your sponse 3 member of 2 Native American Tribe? O @

Ifyou checked yes please provide a copy of vour CDIB card,

CA Residents: [[] Are you the child of foster parents? [[] Do you receive CelWorks? [] Workforce Investment Awt?
Are you a migrant or seasonal farm worker? D Have you ever been convicted of u misdemsanor?

SC Residents: [[] Do you receive Family Independence Bune fits?

PLEASE READ, SIGN, AND DATE:

Under penalties of perjiny. ] declare the information above to be true and aceurate to the best of my knowledge, and 1 hercby authorie any vgency, organization, or
individuals to supply such verifivation or information that may be needed to deternine tax credit eligibillty to my emplayer, employer representative (Associared
Consultunts, inc. dha Rerromy), or the Departmene of Labor.

New Employee Signatures o Date: May 2, 2018

g T A




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

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

Instructions: This Seif-Attestation Form (SAF) is to be completed, signed, and dated by the new hire anly.
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: W Pate_May?2,2018

New Hire Name: __Brian Bradley

Social Security Number: 320841573

Employer Name:

Please check the statements below if they apply to you.

O  1declare 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.

¥4 | declare that | have been in a period of unemployment since

(Enter start date)

Privacy Act Nofice: : :

The Intema! Revenus Code of 1986, Secilon 51, as amended and #s enacling legisiaion, P, 104-188, specify that the State Workforca Agencies are the
*designated® agencles responsible for admintstering the WOTC cerfificaion procedures of this program. The informafion you have provided completing this
form wil be disciosad by your smployer to the Stats Wotkforse Agency. Provision of this Informwfion is valuntary; however the information is required o
determine your employer's eligihfiity for the federal tex credit

oy § S i o = - & s 3 e § g b 4 4 b % SO & AT S S P 0 S O O T S SO G M &% S Y A Y wes % Gt 0 WSS S S P8 I S S Gt NGt S SRR W £t gyt S s

Public Burden Statemont:

Parsons are not required fo respond to fhis coliection of informafion unless it displays a cumently valid OM B control number. Respondetis’ obligation to
complale this form Is required 1o obiin or retaln beneits (P.L. 111-5). Public reporfing burden Is estimated to average 10 minutes per responss, ncluding the
fime for reviewing instrucions, searching exisfing dafs sources, gathering and meintaining the data needed, and completing and reviewing fhe collestion of
information. Sand camments regerding this burden estmate to the U.S, Dapartment of Labor, Divislon of Nationa) Programs Tools Technical Assistance,
Room C-4510, Washiington, D.G. 20210 {Paperwork Reducfion Project 12050371, Please do not submit completed forms to this address,

117-

ETA Form 9175 (Rev. November 2016)
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| Addrass | city Stato Zip Gote

!

Gender L Wale | Merita Stat*.:sd_l Sirgle | Date of Birth Date of Hie
[] Female |1 Waried [ oivomed

Phone Number: “Emall Adcress:

Please Select Desired Coverags:

[[j Employee Only - Emplovae+Spouse - @ Employee+Child(ren) - Family -
$24.00Week $38.00/Week $38.00/\Week $63.00\Week

Reletionship
s SnouseD c’hﬂdD
' ety _I [] remaie D Domsstic Partner
| Birth Date | Bex Relatioﬁship
| L e spouse | | Chid
e W | [] Famae [] Domesic
| Birth Dato | BE Relationship o
i | -
| O S

2 moloren A8 woied somem 20t Aatsanon - | heraby apply for the group benefit{s) as indicated. | acknawledge that all antries are true and complate and that
any misstatements or fallure to report Information may be used as the basis for canceliation of covarage for me and my dependent|s), i any, from the original
affective date, Further, | autherizs my employer to meke the necessary payroll detinction of premiums for covarages | have elected.

iIF ENROLLING - YOU MUST SIGN HERE

Employea Signature

ENPLEAEES DECLINING | am DECLINING coverage
1 undlarstand that | andlor my depandants, if any, walve any coverage and desire to participate in the plan at a later date, iiwe may be considered a fute envolles and
must mesat the requirements defined in the Ceartificate of Coveraga for the sompany's medical or dental plans. | decline enroliment for myself or my dependents
{including my spouse) bagause of gther soverage, | may, in futura be able to anvoll myself or my dependepits in this plan, provided | request enroliment within 31
days ofter the ofher coverage ends, In addffion, If a new dependent relationship farms 2s a result of marriage, hirth, adoption, piacement for adoption of parting sult

of adoption. | may be sble to enroll mysalf or my dependunt, provided | request enroliment within 31 days of the event. -

IF DECLINING- YOU MUST SIGN HERE

Employee Signature

oate  May2,2018

pate May2,2018

Employer Soluiions S=fing Group Health Benefits Taam
PO Box 46270
Minneapol's, MN 55344
Phone; 852-767-8518 Fax. 862-757-8515
Email: Healih@employersolutionsgroup.com



Pi;ed Inde_mni_ty Medical Bemﬁts_?im 2

ENROLLMIENT FORM ' FSC CUIUNAC-MN} 21 v18.2

A DENEOVEE I PRINT USING SLACK or BLUE INK Must Be Filed Ow)

Name Social Seoudy Homa Phone smmﬁ-.

Aaidrass Apn 8
Cly o Siste i Data of 3irth
p; 7

g 55Ty R s e e ey e S o R R e i s ’ * 5
(BT el oA OFOL K BERS L BRI RECAMA LAR SATE IS 2 Y’?‘ No. I Yes, olease cortinuz.
WMzdicare Effective Date

Medicare Health Insurense Claim Nurber (HICN)

Namne of Covered Person s);
24l 2. 2

T payroli Deducted Weekly Rates

You MUST select a coverage level before any pensfis in Section C. Your mvera.ge leve! for the all benefits in Section C wili be
icdentical. The Fixed Indemnity Medica! Plan, Dental Plan, Term Life Plan, anc Short-Term Disability plans are underwritien by BCS
Insuranca Company. The Vision pian is underwitten by Companion Lie Insurence Company.

SELECT COVERAGE LEVEL T oo INRRNTY | panmar VISION | TERMILIFE | Thchoimes
Zrmployae Only $20.25 L $6.17 " ' $2.42 j;_"w $0.60 .u“ $4.20 (:
Employes + 1 $41.10 $12.34 $4.92 $0.90
Employee + Family $54.88 $20.36 | $6.56 | $1.80
NO =0 ALL Benefiss @ @Y&s ..] No g‘{es Q No Yes No Yes Q! No Yes g No

This coverage is no* available to rasidents of N, Hi, or PR. *STD Is not aval'able to pe'sons who wark in CA, Hi, NJ, NY, or Rl

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

Name Relationship
Name DesofBirh Sex  Reltorship
{7 D@ﬂ] Spouse E Child D Domestic Partner
Name Soclal Security 4 Date of Birth_ Sex lationship
Ja7 540 ED SpouseD] Crile [JDomestic Partner
Name Social Security # Date of Birth_Sex Reletiorship
¢+ OuiE3 Mepouse [ chiid [LDomestic Partner
Name Social Security # Date of Birin Sax Relationship

Ll E] SpouseD Cilal]} Domesic Partner

ST Sr AT =] YOU MUST SIGN AND DATE, EVEN IF YOU DECLINE COVERAGE

| have read the barefit packet and understand its limitations. | unaerstend that open enroliment is only svailable ‘or
s limied time and | understand that making nc benefit selection s a declination of coverage.

D 20 S D> SIGNATURE

*This Plan DOES NOT Alleviate the Individual Mandate Penalty™

Darcy

This is a0 Sssenual StaFCARE Enrollmens Form.



