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SENSITIVE BUT UNCLASSIFIED

Case Verification Number: 2018093121101SQ

Report Prepared: 04/03/2018

Company Information

Company ID: 47429

Employee Information

Company Name: Employer Solutions Staffing Group

Last Name: Starks
Date of Birth: 06/20/1980
Hire Date: 04/03/2018

Document Information

First Name: Britney
Social Security Number; *** ** 2914
Citizenship Status: A citizen of the United States

List B Document: Driver's license or iD card Issued by a U.S. state or
outlying possession

Document Name: Driver's license
Driver's License or ID Card Number:

Case Status Information

List C Document: Social Security Card

Document State: Minnesota
Document Expiration Date: 06/20/2021

Final Case Result: Employment Authorized
Case Submitted On: 04/03/2018
Closed On: 04/03/2018

Employer Case ID:

" Case Submitted By: ZZEP3284

Closed By: ZZEP3284

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

SENSITIVE BUT UNCLASSIFIED

4/3/2018, 11:11 A»



Employment Eligibility Verification
Department of Homeland Security
U.8. Citizenship and Imimigration Services

USCIS

Form I-9
OMB No. 1615-0047
Expires 08/3172019

P>START HERE: Read instructions carefully before completing this form, The instructions must he availahle, elther in paper or electronically,
during completion of this form, Employers are Hable for errors in the complstion of this form.

ANTI-DISCRIMINATION NOTICE: it is illegal to discriminate against work-authorized individuals, Employers CANNOT spacify which
document(s) an employee may present to establish employment authorization and Identity. The refusal to hire or continue to employ
an individual bacause the documentation presentsd hes a futura expiration date may also constitute illegal discrimination.

Section 1. Employee Ihformation and Atiasfaﬂén (Bmployeas must gomplate and sign Sestion 1 of Ferm 1-8 no letsr

than the first day of employment, but not before secepb g & fob offer) SR 4

Last Nams (Family Name) First Nama (Gjven Name) Middle Initial | Other Last Names Usad (if any)
Starks Britney M N/A

Address (Strest Number and Name) Apt. Number | City or Town Stats  |ZIP Code

15001 Greenhaven Drive 213 Burnsville MN 55306

Data of Birth {mm/Addyyyy)  ; U.S. Social Sesurity Number | Employee's E-mail Address Employee’s Telsphone Number
06/20/1990 l 4}31[12]911 | [-1{1] || bstarkss51@yahoo.com 6125981182

1 am aware that federal law provides for imprisonment andfor fines for false statements or use of false documents in
sonnaction with the completion of this form.

1 attest, under penalty of perjury, that | am (check one of the foliowing boxes):

1. A cifizen of the Unfted States

IC)) 2. A noncitizen national of the United States (See insiructians)

3. A lawful permanent resident  {Allen Reglstration Number/USCIS Number): n/a

() 4. An allen authorized to work  until (expiration date, if appiicable, mm/ddiyyyy): n/a
Bome allens may wiite "N/A" in the explration date field, (Sse instructions)

Alisns authorized fo work must provids only ans of the following dociment numbars to completa Form 1-8: Rl tewin

An Allan Registration Number/USCIS Number OR Form -84 Admission Number OR Forelgn Passport Number.

1. Alien Registration Numben/USCIS Number: nja
OR

2. Form 1-94 Admission Number; n/a
OR

3. Foreign Passpart Number; n/a

Country of Issuance: n/a
Signatura of Employee

Today's Date (mm/ddlyyyy) Apr 2’ 2018

Uy s T, 2000

Preparer andlor Translator Certification (check one):
@] | dld not use a preparer or transiator. CI] A preperer(s) and/or transiator{s) agsisted the employes in completing Section 1.
(Fiefds below must be complsted and signed when preparers and/or translators assist an employee in completing Section 1.)

1 attest, under penalty of perjury, that | have assisted In the completion of Seation 1 of this form and that to the best of my
knowledge the information is true and correct.

Signature of Preparer or Translator Today's Date (mm/Addiyyy)

Last Name {Family Name) First Name (Given Name)

Address (Sireet Number and Name) Clty or Town State ZIP Cods

@ "_:"fr"ﬁplo'vg;- € c'J.n'zplétes Next Page °

Form1-9 07/17/17 N
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Employment Eligibility Verification USCIS

Department of Homeland Security ovggﬁegfum
U.S. Citizenghip and Immigration Services Expires 083112019

Emplayers or their aulﬂomed representative must samglete and sign Sedtlan 3 ung'lln Jbuslsesa days of the emplayee’s frst dg of employment. You

reeﬂmﬂ Employer or Authorized Representative Review and Verfiication
(

must physically examine gne desument from Ligt A OR a eambinatian of one dnoumer;l from List B and one document frem L 88 Nlsted on the Lists
of Agsgptable Documents. ) ; PR b B éﬁm
Last Neme (Famiy Name) Namp (G Nams) M. Wnu Status
Employes Info from Section 1 é] al‘lﬂ.s _ . H G.L |
ListA R ListB AND List g
idantity and Employment Authorization Identity Employment Authorization

Document Title Title ent Title o

o R ESﬁ\vers License E’é_ad Seounl-u (o

] 0! Issuln [
%mo& MM § u.‘f%cwn-l-q Aediy
Dooument Number Dactment Number
i " LS o141 13 q73-3)1-2414
Expiration Date (if any){mm/dcd/yyyy) Expiration Date (if any)mm/dd/yyyy) Explration Date (if any)imm/ddfyyyy)
| Ob 20 — 202\

Dogument Title

1ssuing Authority Additional Information LR
Document Numbsr

Léxplmﬂmammmmyy)

Decument Titie

Issuing Authority

Document Number

| Expiration Data (7 any){mm/dd/yyyy)

Certification: | attest, under penalty of parjury, that (1) | have examined the document{s) presented hy the ahove-named employee,
{2) the above-listed document{s) appear to be genuine and to relate to the employee named, and (8) to the best of my knowledge the
employes is authorized to work In the United States,

The-ewployes's first day of employment (mm/delyyyy): DY IQEZ””‘ & (See Instructions for exemptions)
gratfdof Enlployey ofAuthoyizey Today's Date fmmtiddyyy) [Tt Employer or Authorized Representative
' DYje3)o0l& -

Bt rorAumum Rep«asemﬁva Employer's Businass or Organization Name
EMPLOYER SOLUTIONS STAFFING GROUP LLC

Employer's Business or Organization Address (Straet Number and Nanle) Cily orTawn State ZIP Code

7480 FLYING CLOUD DRIVE SUITE 200 EDEN PRAIRIE 55344
Section 3. ﬁeveu;jﬂcatlan anﬂ Rehirgs (T obs oompletad and slgned by emplayer or authonzed mplasemwve )
A, Now Narmig (f analeable) i

Last Name (Famfly Namg) First Name (Gtvan Name) . . Mlddle Initial .Deta (mm/dd/yyyy) :

Document Title Document Number | Expiration Dete (7 &ny) (mm/didyyy)

1 attest, under penalty of perjury, that to the best of my knowledge, this employee Is authorized to work in the United States, and if
the employee presented document(s), the document(s) | have examined appear to be genulne and to relate to the individual.

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

Form1-9 071717 N Page2of 3
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www.esgstaffingsolutions.com

I ¥ e

ernployver solutions staifing group..

New Hire Application

Personal Data-- PLEASE PRINT LEGIBLY IN INK

Last Name _Starks

First Name _ Britney

Street Address

15001 Greenhaven Drive

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

City/State/Zip Burnsville MN 55306

Phone Number

6125981182

Staffing Agency/Recruitment Partner

CMG

Middie tnitial M

Aptiste 213

Soclal Security Last Four JO0{-XX-
Emall Address Dstarksé51@yahoo.com @ -

Ave you legally authorized to work in the United States of America? @JYES (INO
Applicant Certification and Authorization

1 authorize Employer Solutions 8tafiing Group (ESSG) to use the information and statements contained in this application fo determine my
gualifications for employment. | authorize ESSG to make Inquiries of my former employers, except as indlicated in this application,
regarding my previous duties, responsibilities, performanos, compansation and eligibility for rehlre.

| understand thet a comprehensive background check may be conducted io determine my eligibility for hira by certaln cllents of ESSG.
This may include but is not imited to, investigations of criminal and/or conviction records, driving records and/or a drug screen fest a8
required by cllents, government regulations or by ESSG policies.

1 release ESSG and cther persons or entities from any claims that might be based on ES8G's decision to conduct a background sheck,
| certify that all stetements made in my application are true and accurate and that | have not omitted any material informafion.or provided
false or misleading information, | understand thet any material omission or misrepresentation will resuit in my disqualification from
consideration for employment or, I discovered afier | bagin empioyment, will rasult in my termination,

¥ hired, | agree to ablda by the policies and procedures of ESSG.

britney starks %‘?ﬁ‘ Apr2,2018
Neme (Print or type) Applicant’s Signature “Date

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

For ESSG Office Use Only
DOH NHW 18 8850 w4
Emergency Contact Info | Background Release Form Background Results Lnam onllt'::::'l.;ataar ESC Application
app 9,
For ESSG Client Use
DOH ROP Work Site Loc. WG Code

ESSG - CMG-NSTW4

Rev. 04/2017




Form W-4 (2018)

Future developments. For the latest
information about any future developments
related to Form W-4, such as legisiation
enacted after it was published, go to
www.irs.gov/iFormw4,

Purpose. Complste Farm W-4 so that your
employer can withhold the corract faderal
incoma tax from your pay. Gonaider
complisting a new Form W-4 each year and
when your parsonal or financial situation
changes.

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
federal income tax withheld because you
had no tax liabiiity, and

 For 2018 you expeot a refund of all
federal income tax withheld because you
expeat to have no tax llabliity.

If you're exempt, complete only lines 1, 2,
3, 4, and 7 and sign the form to valldate it.
Your exemption for 2018 expires February
186, 2019, See Pub, 605, Tax Withholding
and Estimated Tax, 1o learn more about
whethaer you qualify for exemption from
withholding.

General Instructions
if you aren't exempt, follow the rast of
these Instructions to determine the number
of withholding allowances you shouid claim
for withholding for 2018 and any additional
amount of tax to have withheld. For regular
wages, withholding must be based on
allowaneses you claimed and maynotbe a
flat amount or percentage of wages.

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

Form W"4

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

Note that if you have too much tax
withheld, you will receive a refund when you
file your tax retum. if you have too little tax
withheld, you will owe tax when you file your
tax return, and you might owe a penalty.
Filers with muitiple Jobs or working
spouses. If you have more than one job at
a tims, or if you're mamied and your
spouse Is also working, read all of the
instructions including the instructions for
the Two-Eamers/Multiple Jobs Workshest
before beginning,

Nonwage income. if you have a large
amount of nonwage income, such as
interest or dividends, consider making
estimatsd tax payments using Form 1040~
ES, Estimated Tax for Individuals,
Otherwise, you might owa additional tax.
Or, you can usa the Deductions,
Adjustments, and Other Income Worksheet
on page 3 or the calculator at www.irs.gov/
W4App to make sure you have enough tax
withheld from your paycheck. if you have
pension or annuity income, see Pub. 605 or
usa the caloulator at www.irs.gov/W4App
to find out if you should adjust your
withholding on Form W-4 or W-4P,
Nonresident aflen. If youw’ra a nonresidant
alien, see Natice 1392, Supplemental Form
“W-4 Instruotions for Nonresident Allens,
bsfore completing this form.

Separate here and give Form W-4 to your employer. Keep the worksheet{s) for your records,

Employee’s Withholding Allowance Certificate

Specific Instructions

Personal Allowances Worksheet
Complets this worksheet on page 3 first to
datarmine the number of withholding
allowances to claim,

Line C. Headofhomebaldplease note:
Gerigrally, you can claim head of
househald filing status on your tax retum
only if you're unmarried and pay more than
§0% of the costs of keaping up a home for
yoursslf and a qualifying Individugl, See
Pub, 601 for more information about filing
status,

Line E. Child tax credit. When you file
your tax refurn, you might ba eligible to
claim a credit for each of your qualifying
children. To qualify, the child must be
under age 17 as of December 31 and must
be your depandent who fives with you for
mora than half the year, To leamn more
ahout this credit, see Pub. 872, Child Tax
Credit. To reduce the tax withheld from
your pay by taking this credit into account,
follow the Instructions on line E of the
workshest. On the workshest 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 F, Crediit for other dependents.
When you file your tex raturn, you might be
sligible to clalm a credit for each of your
dependents that don’t qualify for the child
tax cradit, such as any dependent children
age 17 and older. To learn more about this
oredit, see Pub, 505, To reducs the tex
withheld from your pay by taking this oradit
into account, follow the Instructions on line
F of the workshest. On the workshaeat, you
will be asked about your total income. For
this purpose, total income inoludes all of

OMB No. 1545-0074

» Whether you're entitied to clalm a certain number of allowances or exemption from withholding Is

ot dadip i e subject o review by the IRS. Your employer may be require to send a copy of this form to the IRS, 2(@1 8
1 Your first name and middie initial Last name 2 Your social security number
Britney M Starks 473212914

Home address {number and street or rural routs)

15001 Greenhaven Drive

3@ singie

Manisd ()] Married, but withhold at higher Single rats.
Note: if married fling separately, cheok *Mamried, but withhokd a1 higher Single rate.”

"~ City or town, state, and ZIP code
Burnsville MN 55306

4 }t your last name differs from that shown on your soclal security card,
check hers. You must call 800-772-1218 for a replacement oard, >

6 Total number of allowances you're claiming {from the applicable worksheat on the following pages)

6  Additional amount, # any, you want withheid from aach paychack 5
7 Iclaim examption from withholding for 2018, and { certify that | meet both ofthafullowing oondmons for examption. ‘%

« Last year | had a right fo a refund of all faderal income tax withheld because | had no tax fabllity, and
» This year | expeot g refund of all federal income tax withheld because | expect to have no tax liabllity.

' i you meet bath conditions, write “Exempt* here. ., , . .

51
68

7]

Undar panalties of perjury, | declare that 1 have examined this certificate and, to tha best m‘ my knowledga and bellef, it Is true, comest, and complate.

Employes's signature M%@m
{This form Is not valld unless you sign ) » s Date » Apr2,2018
name and ad Gomplete baxes B and 10 f sending to IRS eta 9 First 0 Employer identification
s Emn o, and 10ﬂsend[ng e e Breciory of New Hires) A Sk ampxma?‘ft Bty EN)
For Privacy Act and Paperwork Reduction Act Notice, see page 4. Cat. No. 102200 orm W-4 (018)



m‘ DEPARTMENT W-4VIN
OF REVENUE

2018 Minnesota Employee Withholding Allowance/Exemption Certificate

Employees

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

¢ Clalm fewer Minnesota withholding allowances than your federal allowances

» (Claim more than 10 Minnesota withholding allowances

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

» Clalm o be exempt from federal withhalding or claim to be exempt fram Minnesota withholding

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

Employae’s first name and initial Last name Employee's Sotial Seeurity number
britney starks - 473212514
Permanen; address Mnrital status fcheck one box)
15001 Greenhaven Drive O w&mw separated; ar
City State 4P code Married
Burnsville MN 55306 Married, it withhold at higher Single rate

Employees: Read instructions on back, complete Section 1 OR Section 2, slgn and give the completed form to your amployer, {Do not complate
both Section 1 and Section 2. Completing both sections will make the form invalld.)

] section 1 — Determining Minnesota allowanges

Complete Saction 1 i you claim fewar Minnesota allowances than your federal allowances, AND/OR If you want additional Minnesota withhold-
ing deducted each pay period.

1 Total number of federal allowances cialmed on federal Form W-4 .......... 000000800006000000000000a0 5
2 Total number of Minnesota allowances (line 2connotbe more than lined} «.vevvsevirriisscnnssnronses

8 Additional Minnesota withholding you want deducted each pay period. ... ovvvenecon O ale o o avererel NS i, S
] section 2 ~ Exemption from Minnesota withholding
Complete Section 2 if you claim to be exernpt from Minnesota Income tax withholding (see Section 2 instructions for quualifications). if applicahle,
check one box below to indicate the reason why you beligve you are exempt:
! meet the requirements and claim exempt from both federal and Minnesota income tax withholding.
Even though | did not clatm exempt from federal withholding, | clalm exempt from Minnesota withholding because | had no Minnesote

income tax liabllity last year, | racelved a refund of all Minnesota income tax withheld, AND | expect to have no Minnesota Income tax iiabifity
this year,

' My spouss is a military service member assigned to a miiitary location In Minnesota, my domiclle {legal residence) Is in another state, AND |
am in Minnesota solely to be with my spouse. My state of domicile ls
211 aman American Indien living and working on a reservation.
. I am a member of the Minnesota National Guard oran active duty U.S, military membar and claim exempt from Minnescta withholding on
my military pay.
| receive a military pension ar ather military retirement pay as calculated under Title 10, 1401 through 1414, 1447 through 1455, and 12733
and clalm exempt from Minnesota withholding an this retirement pay.

1 certify that all Informaotion provided in Section 1 OR Section 2 Is correct. | understond there is a $500 penalty for filing a false withholding allow-
ancefexemption certificate.

oS GLHey [ AL ** Apr2,2018 Primephore 6125081182

Employees: Give the completed form to your employer.

Employers

If you are required to send a copy of this form to the Department of Revenue {see instructions), you must enter the employer information below
and mall this form to: Minnesota Revenue, Mall Station 6501, St. Paul, MN 55146-6501. {Incomplete forms are considerad Invalld.) A $50 penalty
may be assessed for each required Form W-4MN not filed with the department.

Keep a copy for your records.
Name of employer Federal employer ID number [FEIN) ! Minnesats tax 1D number
Address City State 2P cude

R 12/17) Questions?  Website: www.revenue.state.mn.us. Emall: withholding tax@state.mn.us. Phone; 651-282-9996 or 1-800-657-3594.



ervaioser solotions stufiing group.
Direct Deposit/Payroll Debit Card Authorization

Employets have the option of racervmg wages by Direct Deposit and/or Payroll Debit Card.
! ages will be paid by Payroll Debit Card,
L SEEHON [ BASIS iI\’TOJx\l AIHON

Berployee Name ey starks SSNEGmtidgi pg1q  (EMHVDNR ppro 2018

.‘.,;:_g_ TN P A ORI ETIE Gl N

(O] Direct Deposit (Please complete Sections 3 and 5 below)

(J| Payroll Debit Card (Floase complele Seotions 4 and 5 below)
HON S0 DIRECT RERPOSTE

] update Bank Account

Bank Name:

[] Paper Check (Option available to GA NH and N¥ residents anly)

I understand and acknowledge that if I do not provide a
voided check with this direct deposit form, I am
responsible for any delays in payroll or exira costs
incurred if the account number that I provide is Incorrect,

Bank of america
Routing# 071214579
Acconnt# 374003060207

Account Type: ] Checkingf{7] Sevings [THOther . ...

To help us avoid making an error, please attuch a copy of a voided check, (a deposit stip will not work)
Ifyouchmgebanlm,donotcloseyouroldbankmnmunmyowdnecldepomthasslamdatﬂxenewbank,whichmaywtdpaypedods.

Initial Date

SEELEN B PANVROUEDELEE CARD

Federl law requires all financial institations to obtain, verify, and record information that identifies each person who opens an acoount. In order to
rcquestaPayroﬂDabitCardfnryau,wemustprovideaIl of the following infarmation that will enable the financial institution to identify you. If
you do not submit a Direct Deposit/Payroll Debit Card Authorization, ESSG will provide the necessary information and issue you a Payroil Debit
Card to pay your wages. For your protection, the financial inatitution may sk you to provide them additional identification information so they can
verify your identity.

Bxeept for the ronting and account number, ESSG does not have access to any information regarding your Payroll Debit Card account or
transactions, On your first payday, you will receive your new Payroll Debit Card, and a packet containing all of the terms and conditions. You will
then sign acknowledging that you received the Payroll Debit Card and packet, Your Payroll Debit Card will be refoaded on each payday you receive
wages,

"CARDHOLDER INFORMATION (as you want your Payroll Debil Card (o be issued)

| PirstName ML Last Name Date of Birth
;hﬁtraet Addiress (Po BOX NOT ACCTPTABLE) Soclal Security#
City State Zip Call Phone (mobile)

RECEIPT OF PAYROLL DEBIT CARD (to be completed when you pick up your Payroll Debit Card)
Payroll Debit Card Routing # Payroll Debit Card Accotmt #

I'bave recejved my Payroll Debht Card, welcome brochure. program fies, program temms, conditions. and disclosures. By activating my Payroll Debit Card,
1 ams agrecing to the program terms, conditions. and disclosuves that are included or made available to me from time to time from the financial institution. 1
suthorize the financial institution to debit my Payroll Debit Card account for the fees desoribed in the fee schedule that is part of the program terms,
conditions, and disclosures.

Employee’s Signature: hv'-mwxnI%pruml Date: APr2,2018

SECTION 5T AUTHOTIZATION
I authorize BSSG 1o directly deposit my periodic wages compensation paymenms, net of roquired tax withholdings, tequired withholdings
or anthorized dedncetions, into my acconnt(s) as designated above and to initiate, if necessary, debit entries and adjustmenssfor any credit sntries

made in error 1o my account(s), * E~-mail is required for pay stub information.

+*E-mail; bstarks651@yahoo.com Y @
this information will only be used to send your paystubs electronically

Employee's Signature: %ﬁﬂ 2309 Date: Aprz,2018




EMPLOYER SOLUTIONS STAFFING GROUP
BACKGROUND CHECK AUTHORIZATION

britney starks
(First) {Middie) (Last)

Employee Name:

Former Name(s) and Dates Used:

Current Address Since: 01/23/2007 15001 Greenhaven Drive Apt 213 Burnsville MN 55306

{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:__ 473212014 DOB: 06/20/1950

Phone Number: 6125981182

Driver's License Number/State: 1562199498513.

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

| hereby autharize Employer Solutions Staffing Group, LLC and its designated agents and representatives to conduct a
comprehensive review of my background causing a consumer repart 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 resitdences; employment history, education background, character references; drug testing, clvil
and criminal history records from any criminal justice agency In any or all federal, state, county jurisdictions; driving
records, birth records, and any other public records.

| further authorize any individual, company, firm, corporation, or public agency to divulge any and all information, verbal
or written, pertaining to me, to Employer Solutions Staffing Group, LLC or its agents. | further authorize the complete
release of any records or data pertaining to me which the individual, company, firm, corporation, or public agency may
have, to include 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 limited to, addresses, social security
numbers, and dates of birth,

signature; Lkt Date:  Apr2,2018

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

Bmployee Name: britney starks
Address: 19001 Greenhaven Drive apt 213 burnsville mn 55306
Phone 6125981182
: : EMERGENCY CONTACTS
Please list two pcupla (in priority order) who could bé contacted in case of an emergency
Contact #1 Home Phone:
Name: Cell Phone:
Relationship: Work Phone:
Contact #2 Home Phone:
Name: Cell Phone:
Relationship: ‘Work Phone:

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

This information will remain confidential and will only be used in the case of an emergency.



fraeaiiu’ i oy .,
) mg&: b ; ... W :
emplever solutons staiing gronp..

STATEMENT OF CONFIDENTIALITY

This agreement made this_03 day of Apa | , 201, between
Employes, Solutions Staffing Group LLC, hereinafter referred to as “employer”,
and CL "Y\_Q_u\' 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 fo 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.

bm%mm}

Employee Signature

WS

ng Group LLC, Representative




amioyer solutions sm??ng ;_gm.:
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 Ruie Sec. 5221.0430, Subp. 1 requires that you choose one primary
health care provider. Subpart 2 places limitations on your right to change
primary health care providers. Discuss with your employer any change in health
care provider.

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

Obtain a Report of Workabllity from your physician at every appointment, a
minimum of once every two weeks. M.R. 5221.0420 requires that your physician
cooperate with returh to work planning and that you be released to retumn 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 physicai 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 0 over immediately of any new injuries or conditions that Impact

your physical condition.

If it is necessary fo miss scheduied 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 Workabiiity.

1 have read my responsibilities and agree to abide by these guidelines.
Signed: ___ biteyswi¥iapra 0m

Printed Name:  Dritney starks
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Important/Importante
LOST OR STOLEN PAYCHECKS

If a paycheck is lost (missing, misplaced, destroyed, lost in the malil, elc.), 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 fes 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 fauit, ESSG will issue a
new check and no fee wili be deducted.

CHEQUES DE PAGO PERDIDOS O ROBADOS

Si un cheque de pagoe se pierde {que falta, fuera de lugar, destruido, perdido en
el correo,.etc), usted debe notificar a su reclutador de personal que el cheque no
se puede encontrar. Si se puede verificar que el cheque no ha sido cobrado,
ESSGC se detendra el cheque de pago y reemitir ei cheque a usted, descontando
un cargo de entre $ 25 - § 35.

$i su cheque de pago fue robado, primero debe denunclar el robo a la policia
antes de que podamos volver a emifir el cheque. Una vez hecho esto, usted
debe proporcionar una copla 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 emitird un nuevo cheque y no hay cuota se deducira.

AGREED/SE ACUERDA—

Name/Nombre (con letra de moide): britney starks

Signature/Fima; L2404
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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.

(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.

(b) 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:

e 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

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

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

You can have your name withheld from the host employer and any other entity, by
request, if you sign and file a written complaint. You can request to be advised of
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 corplaint if
you are punished or discriminated against for acting as a “whistleblower” under the
OSH Act or 13 other federal statutes for which OSHA has jurisdiction, or for
refusing to work when faced with imminent danger of death or serious injury and
there is insufficient time for OSHA. to inspect. Retaliation or reprisal taken against
anyone who has expressed concern about workplace safety is illegal.

If you believe that your right to a safe workplace has been violated, you can make a
report to a manager of the host worksite employer and/or ESSG (by telephoning
952.835.1288/1.866.496.7578) and asking for the ESSG Safety Director. You can
also contact OSHA directly with any concern. ESSG recognizes the serious nature
of ensuring workplace safety will endeavor to protect any employee who may have
been subjected to unsafe or hazardous worksite conditions.



emgioyer solutone stailing sroup.

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 952.885,1288/1.866.496.7673 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.

1 also agree that if at any time during my exployment I am believe that I am
warking 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 o obiain assistance in the resolution of such
matters. ‘

Employee Name (Please Print)
britney starks

Employee’s Signature:

Qg st Date:_APr2,2018




DRUG AND ALCOHOL
TESTING CONSENT FORM

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

2, | have read the entire contents of this policy and | am aware and fully
understand: (a) the policy and its contents; (b) what conduct the pollicy prohibits and the
conseguences of such conduct; (¢) my rights under the policy and the consequences if |
exsrcise certaln rights; and (d) that cerlain events as described in the policy may resuit
in adverse personne! action, including my termination from employment with ESSG. |
understand that this policy in any form, and any employee handbook including this
policy, are not a unilateral employment contract or offer thereof.

3. 1 hereby voluntarily consent to ESSG, or its health service providers, or
other persons or entities acting for or with them, to collect a body component (blood,
urine, breath, or any combination thereof) from me for testing for alcohol and/or drugs. |
understand that the laboratory selected by ESSG may conduct testing and other
analysis on the sampie provided by me. | further voluntarily consent to the laboratory’s
disclosure to ESSG of the results of my drug and/or aleohol test and other information
related to the test.

Individual's Name
Apr2,2018
Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



- 80950 Pre-Screening Notice and Certification Request for
oy M the Work Opportunity Credit OMB No, 1645-1600

Department of the Traasury

Intamal Reverwe Servics » Information about Form 8850 and its separate instructions is at www.lrs.gov/form8850,

Job applicant: Fill in the lines below and check any boxes that apply. Complete only this side,
Yourname  britney starks Social security number> 473212014

Strest address whers you five 15001 Greenhaven Drive

City or town, state, and ZIP code  Burnsville MN 55308

County Telaphone numbey _ 6125981182
If you are under age 40, enter your date of birth (month, day, yea)  06/20/1990

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

2 Check hera if any of ths foliowing statements apply to you.

« | am a member of a family that has recelved assistance from Temporary Assistance for Needy Families (TANF) for any 9
months during the past 18 months.

* | am a veteran and a member of a family that received Suppiemental Nutrition Assistance Program {ENAP) benefits {food
stamps) for at least a 3-month perlod during the past 15 months.

» | was referred here by a rehabllitation agency approved by the state, an employment network under the Tickst 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 family that:
8. Racslvad SNAP benefits (food stamps) for the past 6 months; or
h. Received SNAP bensfits {food stamps) for at least 3 of the past 5 months, but is no longer eligible to recsive them.

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

» ] received supplemental security income (S8I) benefits for any moenth ending during the past 60 days.

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

w

Cheok here if you are a veteran and you were unemployed for a period or periods totaling at least 6 months during the past
year.

£ -3

Gheck here if you are a veteran entitied to compensation for a service~connected dieability and you were discharged or
releasad from active duty in the U.S, Armed Forces during the past year,

8 ]]: Chenk here if you are a veteran entitied to compensation for a service-connected disability and you were unemployed for a
_ period or periods totaling at least 6 months during the past year.

Check here if you are a member of a famlly that:
» Recaived TANF payments for at least the past 18 months; or
» Racelved TANF payments for any 18 months beginning after August 5, 1987, and the sarllest 18-month pariod baginning
after August 8, 1997, anded during the past 2 years; or

» Stopped being eligible for TANF payments during the past 2 years bacause federal or state law limited the maximum time
those payments could be made. f

-3

Check hers if you are in a period of unemployment thet is at least 27 conseoutive weeks and for all or part of that period
you recelved unemployment compensation.

Signature—All Applicants Must Sign

Under penalties of perjury, | deciara that | gave the above Infarmation to the emplayer on ar before the day | was atferad a job, and it is, 1o the bast of my knowiedgs, trus,

cormect, and complete,

Jaob applicant’s signature I briney mv.%lmz, 2015) Date APr2,2018

For Privacy Act and Paperwork Redustion Act Notice, see page 2. Gl No. 228511 Form B850 (Rev. 3-2016)



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

EMPLOYER SECTION:
Client: Company:
| Location: | Position: Starting Wage: $
EMPLOYEE SECTION:
First Name: Last Name: Snffix: Street Address: Clty/State: Zip:
britney starks 15001 Greenhaven Drive Burnsyille mn 55306
SS#: Date of Birth: Age: H::e yon work:fdo for | If yes, location:
this co. before?
473212914 06/20/1990 27 Yes{) No[® n/a
Please complete all questions, and sign and date the form., Yes No
1. Have you or has anyone living with you received Temporary Assistance to Needy Families (TANF) O @ !
at any time since August 5, 19972 (f yes, please provide information below.)
Name of the person recefving benefits: _____ Relationshiptoyow: _____ |

City: County: State;

(If yss, pleass provide information below.)
Name of the person recelving benefits: _____ Relationshiptoyom: ___
City:

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 bensfits (SS) or Sooial Security Disability (SSDT) benefits,
/f vou checked yes please provide a copy of your SSI dociamentation. |

- !
2. Haveyou or has anyone living with you received Food Stamps (SNAF) at any time during the past 15 months? @) @ |
1
|

County: ______ Smates

4. Bave 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:
[ Vocational Rebabilitation Ageacy J] Dept. of Vetarans Affuirs [[]] Employment Netwark (Tickst to Work Program)
Name of Agenoy: ___ Phoned#: _____
City: __ Comnty: _____ State: __
*Ifyou checkad yes please provide a copy of your active Individual Work Plan and Ticket to Work documentation.

§, Areyou a Veteran of the U.S. Military? #fyes, please provide a copy of your DD-214 and letter of separation.
(If yes, please provide information below. 1f no, pleass continue to question #6.)

Dates of Service - From: To:
Branch of Service:

Are you entifled to or are you receiving compensation for a service-connected disahility?
6. Haveyon been nnemployed at any time during the last 12 months?

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

Q
@

7. Have you been convicted of a felony or released from prison for & felony conviction in the past 12 months?
Conviction Date: Releasg Date:

Wasthisa []] Federal or [ State canviction? 1fState - Comnty: ____ States ____

ol o ap
e @ @@

. _ Aiditional Tax Credits
1EC (Native American): Ars yoi or your spouse 8 member of a Native Amsrican Tribe?
Ifyou checked yes please provide g copy of your CDIB card,
| CAResidents: [[] Are you the child of foster parents? [[] Do you recsive CalWorks? [CJ] Workforce [ovestment Aot?
. Ase you a migrant or seasonal farm worka? [[] Have you ever been convicted of amisdemeanor?
|  SCResidents: I3 Do you receive Family Independence Benefits?

O
@

PLEASE READ, SIGN, AND DATE:

Undar penalties of perjwry. 1declare the informeation above to be true and acvurate to the beat of wy knowledge, and 1 hereby authorize ey agency, arganization, or
tndividuals 10 supply such verification or information that may be needed 1o determine tax credit eligibility to my einployer. smployer represeniative (Associated
Consultams, Inc. dba Rewrorox). or the Dopariment of Labor.

New Employee Signature: %ﬂgﬂ“— Date: APr2,2018




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

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

Instructions: This Self-Attestation Form (SAF) is to be completed, signed, and dated by the new hire only.
Employers or consultants submit this SAF to the State Worldorce Agency with IRS Form 8850 or ff 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 declars that this information is true and correct to the best of my
knowledge.

New Hire’s Signature; L8404 Date APr2,2018

New Hire Name; __britney starks

Social Security Number: 473212014

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.

[0 1declare that | have been in a period of unemployment since

.

(Enter start date)

Privacy Act Nofice:

The Intemal Revanus Coda of 1986, Seciion 51, as amended and ifs enacling legisiafion, P, 104-188.8pwffymma Staiewmmmmdasamﬂte
*designated” agencies mmmmmmmeworcmmmmom program. The informafion you have provided completing this
form will be disslosad by your employar to the Stais Workforce Agency, Provision of fhis informafion is voluntary; howsver the information Is reguired to
deiermine your employer’s eligihility for hafederal tax credit

S 44 it 5.0 S W § ¢ S o 0 it 4 @ S §0 Mt § ¢ Shat @ S 3 Y WS @8 G S B o $ § SR ¢ S T @ T MATM $ 0 VA 4 GHIE § S S £ 9 P §  Mmm 49 gt £ OGPPSO 9 Gumit § 5 G § R @ § Gumih @ 5 cmm  # wwp ® * § dain  § 4

Public Burden Statement:

Persans are not required in respond fo this collection of information unless it displays a cumrently valid OM B contro! number. Respondats' obligation to
compiate this form is required to obtain or retein bensfits (P.L. 111-5), Public reporiing burden is estmated to average 10 minutes per response, including the
fime for reviewing instruciions, searching existing data sources, getharing and maintaining the data needed, and complefing and reviewing fhe collection of
Information. Send comments regarding this burden estmate to the U.S, Dapartment of Labor, Division of Nafiona! Programs Tools Technical Assistance,
Room C-4510, Wasfington, D.C. 20210 (Paperwork Reduciion Project 1208-0371), Plaase do not submit completed forms to this address,

117-

ETA Form 9175 (Rev. November 20186)



—_—— S S 8
HesrruaEys s e s e AT gy
Enhanced MEC_Plan 1 uSNG

Renelis Smimat Fora Rebire RehireDate__________ S

AN

Narms {First and L2s5)

Address City ' State "Zip Code

Gondar L] Male Marltalsmﬁ_l Single | Date of Birth Date of Hire
[T] Female [ maried Divorced

iPhone Number: Email Addrass;

Please Select Desired Coverage:
[D] Employee Only - EmployeetSpouse - E Employee+Chiid(ren) - Family -

$24.00/Week $38.00/Week $38.00Week $83.00/Week
E T mm - Rehﬁ ARG
LI : Male spouse (] cxa L
: " L AT { Famelo Domestic Partner
Sacial Securlly# BithDate | 8ex Relationship
D Malo Spouse D Child
(P Nane e Laet Name [] Female [] Domestic Parter
Dépghtient R R SR S N S R TR
Sooial Seourty# HithDate | Sex Relationship
' Cl B T
Male Sponse Child
= ,{D Female Domestic Partner
umosmr;cwmaom;wr,m
EFF. DATE
EFF, DATE
EFF, DATE

Ampicee Ackuordndzemees and dathersatios - | heraby apply for the group benefitls) as indisated. | acknowledge that all entries are true and complate and that
any misstataments or faflure to raport Information may be used as the basis for cancellation of coverage for me and my dependantis), if any, from the otiginal
effectiva date, Further, | authorize my employer to make tha necessary payroll deduction of premtums for coverages | have efevted.

iF ENROLLING - YOU MUST SIGN HERE

Empioype Signature pae  Apr2,2018
SWPLOVEES PECLINING [ am DECLINING coverage

} understand that | andlor my dopendants, if any, waive any coveraga and desire to participate in the plan at a later date. ffws may he consitered a late envolles and
must mest the requirements defined in the Certificate of Coverage for the company's madical or duntal ¥ | deciine enrofiment for myself or my dapendents
{including my sporse) bagause of gther covarage, | may, in future be ableto enroll myself or my d in this plan, provided | request enrollment within 31
days after the ofher coverage ends. In addiion, if a new dependent relationship forms as a result of mastiage, birth, adoption, plasement for adoption of parting sult
of adaplion, | may be sble to envall myssif or my dependaent, provided | request enroliment within 31 days of the event. .

IF DECLINING- YOU MUST SIGN HERE

Employes Signature Dats Apr2,2018
Employer Sclutions Stafing Group Heaith Benefits Team
PO Box 46270
Mirneapolis, MN 55344

Phone: 852-767-8518 Fax: 852-767-8515
Email. Health@employersolutionsgroup.com



Ei_xed In_demni_ty Medical Ben_eﬁts_?lan 2

V! - 219301-556»1 OFF CZUSE MY LOCATION _ _ Rehive Date___/ !

ESC CU{UNALC-MN; P75 vi8.2

J PRINT USING SLACK or BLUE INK (Miust Be Filled Out) _

Name ‘Sacial Sacurity # Home Phone Saﬂ@'ﬁh
Anddrass Apt 7
CCity - . S‘.ate- Zipy date of Birth I
i i

Spadis —win e P e L R gt ¥ e 8 e ey ot

@_}’as No. If Yes, please continue.

Medicars Healin Insurance Claim Number {HICN) ‘Medicare Efactiva Date i
Name of Covered Parson {8):
1 e 2. 32

You MUST select a coverage leval before any benefits in Section C. Your ;:;:veraée level for the all benefits in Section C will be
identical. The Fixed Indemnity Medical Pian, Denal Plan, Term Life Plan, and Short-Term Disability plans are underwristen oy BCS

Insurance Company. The Vision plan is Lnderwristen by Companion Life Insurance Company.
SELECT COVERAGE LEVEL D0 INDEMAITY | penrar VISION TERMLIFE | SHoMteIond
Employze Only $20.25 1 ! $6.17 1- ' $2.42 ,_:‘ $0.60 \Vn $4.20 ({‘f@
Employee + 1 $41.10 $12.3¢ $4.92 $0.50
Employee + Farnily $54.88 $20.36 $6.56 $1.80
RO ‘o ALL Benefits g] giYas @ No Yes D No | Yes No Yes ${ No Yes @ No

'This coverage is not available to residents of NH, Hi, or PR *STD is not available to pesons who work in CA, Hi, NJ, NY, or Rl

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

Name: Relationship

JON

Social Security# Deve of Bith_Sex __ Relvorshig.
;7 O ﬂ] SpouseE Child D Dormestic Pariner
Name Soclal Security # Date of Birth__ Sex lationship
¢+ 0O @ﬂj SpouseD] Child []Domestic Pariner
Name Social Security # Date of Birth_Sex Relstionship
/7 |:IE-_-I [D]Spouse E Child DDomas:‘:c Pariner
Name Social Security # Date of Bith  Jex Relationship

/ @ Spouse D ChFld Domastic Partner

. MY You MUST SIGN AND DATE, EVEN IF YOU DECLINE COVERAGE
| have read the benefit packet and understand its limitations. | understand that opan enreliment is only available ‘or
s limited time and | understand that making no benefit selection is 3 declination of coverage.

pare APr%2018, P> SIGNATURE  Sinerar

*This Plan DOES NOT Alleviate the Individual Mandate Penalty*

This is an Essenual StaffCARE Srroliment Form.



