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H

N PO Box 46270
Minneapolis, MN 553449956

www.esgstaffingsolutions.com § R
-y Tel: 952.835.1288

employer solutions staffing sroup..

New Hire Application

Personal Data-- PLEASE PRINT LEGIBLY IN INK_

Last Name _Kimbrough First Name _Critany L Middle Initial |
Street Address 1247 gentryaven \ Aptiste |
City/State/Zlp _Oakdale 55128 Social Security Last Four YXX-XX. 4020
Phone Number 6014736934 Email Address Pkimbroughl2@gmail.com@

Staffing Agency/Recrultment Partner_R2chel

All offe mployment are eonditional upon satisfacton of of jdantity and |

Are you legally authorized to work in the United States of America? @)]YES ()] NO
Applicant Ceriification and Authorization

| authorize Employer Solutions Staffing Group (EBSG) to usa the information and statements contained in this application to detarmine my
qualifications for employment. | authorize ESSG to make Inquiries of my former smployers, except as indicated in this application,
regarding my pravious duties, responaibliities, parformance, compensation and eligiility for rehire.

lunderstand that a comprehensive background check may be conducted {o determine my eligibility for hire by certain olients of ESSG.
This may include but is not limited to, investigations of criminal and/or conviction records, driving records and/or a drug soreen test as
required by clisnts, government regulations or by ESSE poliies.

| release ESSG and other parsons or entities from any claims that might be based on ESS@'s declsion to oonduct a background check.

| certify that all statements made in my application are tnie and accurate and that | have not omitted any material informetion or provided
false or misleading information. | understand that any material omission or misrepresentation will result in my disqualification from
consideration for employment or, i discoverad after | begin employment, will result in my termination,

If hired, | agrea 1o abida by the policles and procedures of ESSG.
Brittany Kimbrough Sritany Kimbrbigh Dee 13, 2017) Dec 13,2017
Name (Print or typs) Applicant's Signature Date

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

For ESSG Office Use Only
DOH NHW -9 8850 w4
Emeargency Contact Info | Background Rolease Form Background Results Unemployment Letter ESC Application
(1t applicabils)
For ESSG Client Use
DOH ROP Work Sits Loc. WC Code

ESSG - CMG-CO Rev. 0422017



Form W-4 (2047)

The exceptions don't apply to supplemental wages
greater than 31,000,003? Al .

Molnswaliom.lt DU aren't axem| mplats
Aﬂomzeu hest naow. e

Nonwage income, f you have & large amount of
? uu’fvw rast e chvicends,

eom?lgr Tax payments Lising Form

Purpase. Complete %0 thatyo T0A0ES, Eatimatod T fo ebiohal Othenioa,
eISIoyer aan withhal bk Vi inoame ed i n page 2 further ad,ust your ok Ll ety o Iwee lfyw Wil
tax from your pay. ider completing a new Form withbolding arl based on 2dust your withholding on Form W-6 or W4
W-4 sach Jaar and when your personal or financial deductions, certein orediis, ad] ushuanls to incomne, ¥
situntion iwn-m ers/miltiple jabs situgtions, Twn camers epicoik Dnrmmnla obs. lf hmrgm
withholding, If all warltsheets that apply, However, you "‘"’"‘ b
nompf'az'a 0y s 12,5, &, and 7 ana mm;’ may ctai orzar) allowanggly Farroguir ?},‘?,’,,{(‘f‘.;‘,?ﬁ’g?,’gmw ooy ane Fomn
Februa 15, 2018, Sea Pub. Pub 08, Tt Winaung. You olimed nwmtbeaﬂatamounlor W-a. Your wihholding usually will be meal scaurate
ighest ps; 2 aliowan

Note: if another pamon can auum you as @ dependent Hnad dhomﬁoﬂ. Qenerally, you gan claim hear L‘;’E&Egmm g‘,%.‘%”e. “nd:fé%a ford am.am
on his or her tax retum, gu ouschold status on your tax retum only i Nenresident sflon. } you ere 2 nonesident alien, ses
fom mthho!dlng If yourfoal i mume emds $1.050 yuu ara unmarried and pay mors then 50% of Natine 1388, Su Plﬂn!:}lhl Porm WA lnﬂmc&nns Tor
gm)le' Imnmt A w&soa;)‘ sarmad inoome (for eoa:sofkeab?lngu ahnmafcryours andynw Nonresident Allans.balorammpietm i8 form

mp) X emp‘gm"“"’ boabla o (:ulngE ; B::ggg‘nons), smndard Deduciion, and Checls mv{.t‘l@‘dlglgng.mwurm Wed- takes

withhal Mh

. depend el?t??tha gﬂ::p oven ifthe emn!oyee is m’““‘"’v o A pmjmed tax credhts Into havm% wilhheld wrgggm toyour m}ectgg:n%ul;m
¢ Ia age 85 or alder, acmunt Lt‘lgﬂguuﬂng W’m‘e trwmbw l':lependam ému 080 [Smpla) or $1w.00%wr

b care sxpenses and the chid tax credit may be claimed tuturn
:Jv:ml“o::’:ad:mmto e tax orodits or mgfsnsm mmfn’mm:% Your Other fo fogalation cha “"’%E‘ Ei%ﬂ o
‘temized doductions, on his

iax te!um.
Personal Allowancaa Wﬂnﬂuheat (Kaep for your reoords.

A Enter"1" for yourself if no one else can claim youasadependent . . . . 5 0 D_a © 0.D-D
* Youi're single and have only one job; or
B Enter*1*ik «{ * You're marvied, have only one job, and your spouss dossn't work: or } . . 'B
® Your wages from a seeond job or your spouse’s wages {or the total of both) are $1,500 or less,
G Enter“1” for your spouse. But, you may chaose to enter “-0-" it you are married and have either a working spouss ar more
than one joh. (Entering "~0-" may help you avoid having too ittletaxwithheld) . . . . . . . . . . . . 5
Enter number of dependents (other than your spouse or yourself) you will claim on your taxreturn . . . . 5
Enter 1" if you will file as head of household on your tax raturn (see condifions under Head of household above) o
Enter “1” if you have at Isast $2,000 of ohild or dependent care expenses for which you planto claimacredit ., , .
{Note: Do not include shild support payments, See Pub. 503, Child and Depandent Care Expenses, for details.)
@  Child Tax Credit (including additional ohild tax credit). Ses Pub, 872, Child Tax Cradit, for more Information.
* If your total Income will be fess than $70,000 {$100,000 if marrled), enter “2" for each eligible child; then less *1° if you
have two to four eligible chiidren or less “2" if you have five or more efigible children,
® [f your total income will be between $70,000 and $84,000 {$100,000 and $119,000 }f married), enter “4* for each oligiblechld, @ L
H  Addlines A through G and enterfotal hers, (Note: This may be different from the number of exemplions you claim onyourtax retum)) » H 3

lan to Remixzs or claim adjusiments to incoms and want 10 reduce withhal sag the Deductions
For gocuraoy, mfh&]ﬂMem Worksheet unag;ga i e

complate all * If you are single and have more than one job

A1

:

nmo
nTmoo

11T

or are marriad and you ur spouse hoth work and the cambined
workshests eamings from all jobs excead $50,000 ($20,000 Ifmarﬂed). eeema‘lzlo—aamawmmmple Johs Workshest on page 2
that apply. 10 avold having 100 litle tax withheld

a }f naither of the above situations appﬂes. stop here and enter the number from line 1 on line & of Form W-4 balow.
Soparate here and give Form W-4 to your employer. Keop tha top part for your records, -

. w_4 Employee’s Withholding Allowance Certificate M8 No, 1545-0074
0
o T P Whethar you are entitied to olaim 2 Gertain number of allowances or exsmption from withholding is
Oepariment of the Treasuyy
Internal Revernie Smvioe subjocthmlawbvmmvmamwbomum!emdamumbfom to the IRS,
Last neme 2 Your socisl security number
Brittany L klmbrough 475334020
Home address (fumber and steet or rural route) | 3@ snge O MamiedQ Maried, butwithhold et higher Single rate,
1247 gentry ave n Noto: f martiee. butlegaly seprato,or spouse s  ranvesidens e, heok the *Single” bax.
Gty or towm, stafn, and ZIP code 4 [ your last name diffora from that shown on your social security card,
oakdaie 55128 oheck hore, You must call 1-800-772-1218 for a replacement card, P 1

§  Total number of allowances you are claiming (from line H above or from the applicable worksheet on page 2) 53
8  Additional amount, if any, you want withheld from each paycheck , . ., . I g - 850
7 |clalm exemption from withholding for 2017, and 1 certify that | meet both of the 1ollowlng oondiﬂans for exempﬁon‘

® Last yeat | had a right to a refund of all federal income tax withheld because | had no tax fiability, and

* This year | expest a refund of all federal income tax withheld because | expect to have no tax liabjlity.

I you mest both conditions, write *Exempt” here. . . . . .« o P|7| exempt

Under penalties of perjury, | declare that T have examlned this cerﬂﬂoate and. tothe best of my know!edge and bellef, it is true, correct, and complete.
Employes’s slgnature
ves pate» De€C 13,2017

u
{This form is not valid unless you sign It} parittany mmbglxh {Dac12,2017) a

8 Employer's name and address {Employer; Complete lines 8 and 10 only H sending o the IRS) | 9 Office code foptiona’ | 10 Employer Identification number (EIN)

For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No, 10220Q Form W-4 @017)



“» DEPARTMENT :
£ OF REVENUE WA

2017 Minnesota Employee Withholding Allowance/Exemption Certificate

Employees
You must complete and give this form to your employer if you do any of the following:
* Claim fewer Minnesota withholding allowances than your federal allowances

—————Claimmore e A0 MITEROE WA N lOWANGes

* Want additional Minnesota tax withheld from your pay sach pay perlod
« Clalm to be exempt from federal withholkiing or claim to ba exempt from Minnesota withholding
bo nat corplete this form if you are claiming the same number of Minnesota allowances as federal and the number claimed 15 10 or less,

Emploves’s Lisst narme and inhal Last peme | Employee's Social Secunty humber
Brittany Kimbrough 475334020

P
: §-§ Penmianam aaress JE 'gre K el :r;nﬂuﬁ? -
- ngie: ied, but |2gally sesarated: or
E E  1247gentryaven % T Spouseis ¢ nonrosidentalier
& g & St P qorie 2 Manted
e oakdale 55128 Q" Married, but withhoid 2t higher Single-rate
i

5* '~ Employees: Read Instructions an back, complete Section 1 OR Section 2, sign and give the completed form to your employer.
5 {Ponot complete both Section 1, and Section 2. Complating both sections will make the form invalid.)

" W L Section 1~ Determining Minnescta allowancas

i Complete Seation 1 ¥ you cleim fewer Minnesota allowances than your faderal allowances, AND/OR if you want additional Min-

nesoia withholding deducted eaoh pay period. 3
1 Total number of foderal allowances claimed onfederal FOrM W< ......ooeviiveiiirennnionnannss i
‘ . 2 Total number of Minnesota allowances (fine 2 cannot be mOre than e 1) «vvuveeevrerrnrinessses 2 .
eI 3 Additional Minnesate withholding you want deducted each pay period -, . eee  veeensrrorsn- nocoo0000 £ fie—
771 L section 2~ Exemption from Minnesota withholding

Complete Section 2 i you claim to be exempt from Minnesota income tax withholding (see Section 2 instructions for qualiica-
tans). if applicable, check ane box helow to indlcate the reasan why you befleve you are exempt:

’A

| meet the requirements and oleim exemipt from both federal and Minnesota income tax withholding,

i § Ei Even though | did not claim exempt from federal withholding, | olaim exempt from Minnesota withholding besause | had no
g Minnesota income tax §ability last year, | received a refund of all Minnesota income tax withheld, AND | expest to have no Min-
= nesota income tax lfability this year.
gg E'j My spouse is a miltary service membar assigned to a military location In Minnesata, my domiclie {legal residence) is in another
! state, AND 1am in Minnesota solely to be with my spouse, My state of domicile is
s ! | am an American Indian iiving and working on a reservation.
[} 1 am & member of the Minnesota National Guard or an active duty US. military member and claim sxempt from Minresota

withhelding on my military pay.
Ij: I receive a military pension or other mllitary retirament pay as caleulated under Title 10, 4401 through 1414, 1447 through

14586, and 12733 and claim axempt from Minnesota withhelding on this retirement pay.
| certify that all information provided in Section 1 OR Sectlon 2 is corract. | understand there is a $500 penalty for fiiing a false with-
% g hoiding aliowance/exemption certificate.

‘Exemptfrom

B xE  Employee’ssignature Date Dec 13, 2017 Daytme phoae
] 6014736934
Employees: Glve 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 maii this form to: Minnesota Revenus, Mail Station 6504, St. Paul, MN 56146-6601. (Incomplete farms are considered Invalid.) A $50

penalty may be assessed for sach required Farm W-4MIN not filed with the department.

Keep a copy for your records.
e Name of amployer Federal employer ID number {PEIN) Minnesots 18x 1D number
§ E Addrass ) City State ZIP code
—

Rev.22/16) Questions?  Websie; www.revenue,state.mn.us. Emall: wnhholdlng.tax@state.mn.&s. Phone: §51-282-9899 or 1-800-657-3684.



Employment Eligibility Verification i USCIs

Department of Homeland Security OME::.'?J;,&W
U.S. Citizenship and Immigration Services ‘Explros 087312079

u
P> START HERE: Read Instructions carsfully hafore completing this form, The Instructions must be avallable, aither In paper or alestronically,
during complation of this form, Employars are llable for arrors in the sompletion of this form.

ANTI-DISCRIMINATION NOTICE: It is lllegal to discriminate against work-authorized individuals. Employars CANNOT specify which

snlis)anemployee may present to establistTemployrant anthorizatian and identity. Tha réfusal o hire or continue o employ
an individual because the documentafion presented has a future expiration date may also constitute illegal discrimination,

Bection 1. Employee |nfom}ation and Attestation (Employees must complete and sign Section 1 of Form 1-9.n0 fatar ‘i
than the first day of employment, but not befare accepting a job offer.) |

]
| Last Name ¢Famity Name) [ First Name {Given Name) Middle Infial | Othar Last Names Used (# any)
| kimbrough | BrittanyL l | N/A |
| Address (Strsst Number and Name) |Apt. Number | Gity or Town |state  [Zip Code 1
1247 gentry ave n | 108 | Oakdale iMn 55128 |
| Date atBirth (mmAddiyyy) 'u.s. Sooial Security Numbar fEmplayea’sE-msIlAddress ']iEmployee'aTelaphonaNumher
!11291997 | frEsdadgo] T -[TTT ] bkimbrough12@gmail.com | 6014736934

1am aware that fedsral law provides for imprisonment and/or fines for false statements or use of false documents In
sonnection with the completion of this form.

1 attest, undor penalty of perjury, that | am {cheok one of the following boxes):
g 1. Acitizen of the United States

Q[ 2. A noncitizen nafional of the United States (Sew inslructions)

(1 3. A lawlul permanent resident  (Alien Registration NumberUSCIS Number): NA
@. An alien authorized to work  untl) {(explation date, if applicable, mmidd/yyyy):

Na e
Some aliens may writa "N/A" in the sxpiration date fleld. (Ses instructions)

Alfans authorized fo work must provide only ane of the fallowing documsnt numbers to complete Farm 1-9: mﬁ%‘;}m
An Alten Registralion NumbenUSCIS Numbsr OR Fonm 1-94 Admission Number OR Foroign Passport Number.
1. Alien Reglstration Number/USCIS Number: NA

OR
2. Farm 184 Admission Number- NA

ORrR
3. Fomign Passport Number: Na

Cauntry of Issuance: Na
Signaturs of Empioyse ﬁ@%@mgg_ Today's Date (mm/ddAyyy)
LEULLAY Ko Dec 13,2017

Preparer and/or Transiator Certjfication (check-one):
1.did not usa a praparenor transiator. A preparer(s) and/or tmn%atoﬂg) assisted the employes in completing Section 1.
(Fields below musf be complelsd and signed when‘f}:rapamrs and/or translators assist an employee in completing Section 1. )

T attest, under penaity of perjury, that | have assisted In the completion of Section 1 of this form and that to the best of my 3
knowledgs the information is true and comeot.

Signature of Preparer or Translator Today's Date (mm/ddlyyy)
Last Name {Family Name) First Name (Given Name)
Address (Streat Number and Name) City or Tawn Stats ZIP Code

@ ' Er:zpio);él' Con-tplete.;'Nexf ‘f'dge @

Form -9 07/17/17 N Page | of 3



Section 2.

mployer or AuthoriZzed Represen

Employment Eligibility Verification

Department of Homeland Security

13.8. Citizenship and Immigration Services

ive Review an

erification

USCis
Form 1-9

OMB Ne. 16150047
Expires 08312019

{(Employers or their authorized reprasentalive must compiste and sign Seetion 2 within 3 business days of the emplayee's first day of amployment. Yau
|must physically examine one documant ftom List A OR a-combination of one document from List B and one document from List C a8 listed on the “Lists

\of Acceptable Documents.”)

Ca e o RN [ on Stetus
Employee Info from Section 1 "j‘im 3 v
bk S Wi\ &
ListA OF List B AYD CistC
ldenﬂtyg_nd Emplioyment Authorization Identity ___ Employmant Authorization

| Document Ttie B | __ L HSEK C l 'iE',\ ) |

Issuing Authonty 4 : ] Authority (ﬂ VV !

“Document Nombar %U ?

” ) :

“Explration Date (7 snyj{mniadhyzy) Expiration ]a mmiddlyyyy) }
i

Document Title ' |

Tesuing Authorty Addlional Information R e k.

1fL‘)_t:«:mmem!'niuml:'er

“Expiration Date {7 anyj (mmidcyyy)

|

: Document Titls

;lsaulngAuth"?nty

:Domunem Number

[Expiration Date (7 any){mmiaalyyyy]

{

i

Certification: | attest, under penalty of parjury, that (1) | have sxamined the document(s) presentad by the above-named employae,

{2) the above-listed document{s) appear to he genuine and to ral
Is authorized to work In the United States,

's }‘lm day of s:tplnymem {mm/dd/fyyyy):

Tha 8mp

12{ 1o

L] the employes named, and (3) to the bast of my knowledge the

o of

i a7y 3l

1 of Empl

Autherized Representative THrmmyfr Autharized Reprase
L CUL

playar's Business or Organization Name

.

?Et'nployer’s Business or Organization Address (Straet Number and Name‘)" { Clty or Town |Stata ZIP Code
Section 3. Reverification and Rehires (To be completed and signed by employer or authorized repressntative?)
ANewNamd (fapalicahle) T . |B, Dt of Rehirs (if anpiicable)
Last Nams (Family Narms) First Natne (Glven Name) Middie initial | Date (mm/ddAyyy)

G- IFHa employes's pravious grant of employmant ZUINGMEE00N &S expred, Frowias the HIatSR Tor Fie Gosgmant oF recaipt IRt estdblishes
Epntinuing employmeant autharization in-the space providad baow, _ . s

Daocument Tltle

Dosument Number

Expration Date fi any) (mmiodyyy)

1 attest, under penalty of perjury, that to the best of my knowledgs, this employes Is authorized to work In the United States, and if
the employee presantad document(s), the document(s) | have examined appesr to be genulne and 1o relate to the Indlvidual.

Signature of Employer or Authorizad Repressntative

Today's Date (mm/dd/yyyy)

Name of Employar or Authorized Reprasentative

Form I-9 07/17/17 N

Page 2 of 3
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Authorization

Authorization: By signing below, you authorize: {a) backgroundchecks.com (“BGC”) and/or Orange Tree
Employment Screening to request information about you from any public or private information source;
(b) anyone to provide information about you to BGC and/ar Orange Tree Employment Screening; ()
BGC and/or Orange Tree Employment Screening to provide Employer Soiutions Staffing Group, LLC one
or more reports based on that information; and (d) Employer Solutions Staffing Group, LLC (“ESSG”) to
hers for legitimate business purposes related to your employment. BGC

share those reports with of| i

and/or Orange Tree Employment Screening may investigate your education, work history, professional
licenses and credentials, references, address history, soclal security number validity, right to work, crimi-
nal record, lawsuits, driving record, credit history, and any other information with public or private infor-
mation sources. You acknowledge that a fax, image, or copy of this authorization is as valid as the origl-
nal. You make this authorization to be valid for as long as you are an employee of ESSG.

The Consumer Financial Protection Bureau's “Summary of Your Rights under the Fair Credit Reporting
Act” is attached to this authorization. If you are a New York applicant, a copy of New York’s law on the
use of criminal records is attached. By signing below, you acknowledge receipt of these documents.

Personal Information: Please print the Information requested below to identify yourself for BGC.

Printed name: brittany l kimbrough
First Middle ([J Last
none)
Other names used:
Current county of residence:
Current and former addresses:

08/08 current 1247 gentryave n oakdale 55128
from Mo/Yr to Mo/¥Yr Street City, State & Zip
from MofYr to Mo/Yr Street City, State & Zip
from Mo/¥r to Mo/Yr Street City, State & Zip

Some government agencies and other information sources require the foliowing information when
checking for records, BGC will not use it for any other purposes.

11291997 475334020

Date of birth Social security number
Q357142697915 Brittany Louise Kimbrough
Driver’s license number & state Name as it appears on license

Report Copy: If you are applying for a job or live in California, Minnesota, or Oklahoma, you may request
a copy of the report by checking this box: [}

Bnrmny)umb%gh {Dec 13,2017) ’g Dec 13, 2017

Signature Date




EMERGENCY CONTACT INFORMATION

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

Employee Name: __Brittany Kimbrough

Address: 1247gentryaven oakdale 55128

Home Phone: 6014736934

I:MERGENC’Y CONTAG’ES . _
Please list two people (in priority order) who could be contacted in case of an emergency i
Contact #1 Home Phone:
Name: Cell Phone:
Relationship: Wark 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.



employer solutions staffing gmup“
Direct Deposit/Payroli Debit Card Anthorization

Employees have the option ofmeiving wages byDirect Deposxt andlar Payron Debit Card.
vages will be pi

G H“\‘ ! PANRGOLL ELEEEION
'©! Direct Deposit (Please complets Seotions 3 and § below)
()] Payroll Debit Card (Please complete Sections 4 and 5 below)

SEETION A HRECGE BIEGS]
\ Update Bank Account
BankNeme: 0 pank

Routing# 291070001
Account# 1444211841

| Account Type:; Cheoldn@ Savin@mher

‘Ta help us avoid making an emor, please attach a copy of 3 voided check. (a deposit stlip will not work)

Note: Direct Deposit accounts may take up to 7 days to be activated,

Tunderstand and acknowledge that if X do not provide a
veided check with this divect deposit form, I am
responsible for any delays in payroll or exten costs
incurred if the account number that I provide is incorrect,

moitiat 2K pue 12/13/17

L 2
e Tfyou change banks, do not slese your old benk aceount umtil your direct deposit has sterted at the now bunk, which may taks 2 pay periods,
S CION A PAY RO DERT CARD (GEORAL ELRS T ARD:

Federal law requires all financial institutions to obtain, vexify, and record information that identifies each person who opens anaceomlnordurtn
tequest 2 Payroll Debit Card for yon, wemnstpmvldunnﬁhafnnowing!nﬁmnat{nnthatwmenablnhaﬁnmdalmsﬁmimwidemiﬁ
yaudonotsnbmitaDhectDeposﬂ?aymﬁnebit(!ardmgrmﬁon,ﬂssswmpmvidsmenwassmymfomwﬁnnandhsnaynu aP Deblt
Cm-dtopnyiﬁourmgcs.l?oryummm!un,ﬂwﬁnm@amﬁmmaxkyoumwﬁeﬁmadﬂﬁwﬂﬁmﬁﬁmﬁmm&mﬁmmﬁeym
verify your identity

Bxcept for the routing and account number, BSSG does not have access to any information regarding your Payroll Debit Card account or
transactions, On your first payday, you will receive your new Payrofl Debit Card, and a packet containing all of the terms and conditions, Yon will
them sign acknowledging thet you seeeived the Payroll Debit Card and packet, Your Payroll Debit Card will be reloaded on each payday you recaive
wages.

 CARDHOLDER INFORMATION (as you want your Payrall Debit Card to beismad)

[ First Name M1 LastName Date of Birth
Street Address (PO BOX NOT ACCEITABLE) Sosial Security#
City State Zip Cell Phone (mobilc)

RECEIPT OF PAYROLL DEBIT CARD (to be completed when you pickup your Payroll Debit Card)
Payroll Debit Card Routing # Payroll Debit Card Account#
72

Thave reseived my Payroll Debit Card, welcome brochure, program fees, program temms, conditions, and disclosures, By activeting my Payroll Debit Card,
T am agresing 10 the program tenms, conditions, and disclosures that are inciuded or made available to me from tms to time from the financial institution. [
{muthorize the financisl institation to debit my Payroll Debit Card account for the fees described in the fee schedule that is paxt ofthe program terms,
conditions, and disclosures.

Employee’s Signature: E"WWWWZ%“’“EMW : Date; 12/13/17

SECTION S A TO R AB TR
Iauthorize ESSG to directly deposit my periodic wages/compensation payments, net of required tax withholdings, other required withholdings
or avtharized deductions, into my account(s) as designated abovs and to Initiate, if necessary, debit entries and adjustmentsfor any credit entries
made in error to my account(s). * E-mail is required for pay stub information.

bkimbroughl2@gmail.com @
this information will only be used to send your paystubs electronically

Z / Dec 13,2
Employee's Signature; %M‘ Date: ALy

*E-mail:




201 =7 between
Employer Solutions Stafﬁng Group LLC, hereinafter referred to as “employer”,
and hereafter referred to as “employee”.

WITNESSETH:

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

In view of the difficulty of determining the amount of damages which may
result to the employer from a 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 empioyer of the right to prevent any such violation in equity or otherwise.

ing Group LLC, Representative
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employer so!ticms ing g;u”xc“:»upi-.
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 health care providers. Discuss with your employer any change in health
care provider.

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

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

Immediately following your appointment, provide a copy of the 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 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! r r ately of any new injuries or conditions j
your physical condition.

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

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

Signed: Brftany (Dec 13, 2047

Printed Name: Brittany Kimbrough




employer soiutions staffing group..

Important/importante
LOST OR STOLEN PAYCHECKS

If a paycheck is lost (missing, misplaced, destroyed, lost in the mall, efc.), you
must notify your staffing recruiter that the check cannot be found. If it can be
verified that the check has not been cashed, ESSG will stop payment on the
chack 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

8i un cheque de pago se pierde (que falta, fuera de lugar, destruido, perdido en
el correo, etc), usted debe notificar a su reclutador de personal que el cheque no
se puede encontrar, Si se puede verificar que el cheque no ha sido cobrado,
ESSG se detendra el cheque de pago y reemitir el cheque a usted, descontando
un cargo de entre $ 25 - $ 35.

Si su cheque de pago fue robado, primere debe denunciar el robo a la policia
antes de que podamos volver a emitir el cheque. Una vez hecho esto, usted
debe propaorcionar una copia de la denuncia a su reclutador de personal que el
cheque fue robado. Si el cheque no ha sido cobrado v 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 molde):  Brittany Kimbrough

S‘gnatu re’F ll‘ma: Brittany K1m%§h (Dec 13,2017) E




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

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

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

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

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

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

ESSG is committed to vigorously enforcing ite OSHA Compliam.:e 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

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

You have the following basic rights:

o Right {o refuse unsafe work

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

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



workplaca appropnate precauuons to take and procedurea to fo]low 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
OBHA actidns 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 ar 18 other federal statutes for which OSHA has jutisdiction, or for
reﬁmngtowonkwhenﬁacedmthlmmmentdangarofdeathorsenousxmmand
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 hazardous worksite conditions.
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employer solutions staffing group..

Acknowledgement of Receipt of Workplace Safety Policy

I certify that I have received a copy of Employer Solutions Staffing Group’s ESSG
WOREKPLACE 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 (ESSQ) at 952.885.1288/1.866.496.7578 with any
questions I may have about this policy. I agree to comply with ESSG’s policy on
ESSG WORKPLACE SAFETY POLICY and I understand failure to comply is
grounds for disciplinary action, up to and including termination.

I also agree that if at any time during my employment I am believe that I am
working in an unsafe or dangerous work environment, I will immediately contact
my supervisor, manager, director or ESSG’s Safety Director at
952.885.1288/1.866.496.7578 in order to obtain assistance in the resolution of such
matters.

Employee Name (Please Print)
Brittany Kimbrough

Employee’s Signature;

OFAH ronav

Date: Dec 13,2017




- 8850 Pre-Screening Notice and Certification Request for
(Rev. March 2016) the Work Opportunity Credit OMB No, 1645-1500
B s | b Intormation about Form 8350 and fts separate Instructions is at www.irsgovifarmBasa.
Job applicant: Fill in the lines below and check any boxes that apply. Complete only this side.
Your name Brittany Kimbrough A Saoclal sesurity number p» 475334020

__ Streetaddresswhereyoulve 1247 gentryaven =

City or town, state, and ZIP code  oakdale 55128
County washington Telephone number 5014736934

if you are under age 40, entsr your date of birth (month, day, year) 11/29/1997

1 [[J Check hers if you received a conditional certifisation from the stats workforce agency (SWA) or a ﬁartlclpating inoal agency
for the wark opportunity credit,

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

= | am a member of a family that has racsived assistance from Temporary Assistance for Needy Familles (TANF) for any 8
months during the past 18 months,

* |am a veteran and a member of a family that receivad Supplemental Nutrition Assistance Program (SNAP) benefits (food
stamps) for at least a 3-manth period during the past 16 months.

s | was referred hers by a rehabilitation agency approved by the state, an smployment network under the Tioket 1o Work
program, or the Department of Veterans Affaira,

» | am at least age 18 but not age 40 or oider and | am a member of a family that:
a. Received SNAP benefits (food stamps) for the past 8 months; or
b. Reoeivad SNAP benefits (fond stamps) for at least 8 of tha past 5 months, but is no longer eligible to receive them.

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

* | received supplemental security iIncoma (88I) benefits for any month ending during the past 60 daya.

» | am g veteran and | was unemployad for a period or perlods totaling at lsast 4 wesks but less than 8 months during the
past year.

8 EJ Chack hera if you are a veteran and you were unemployed for a perlod or periods totaling ot least 8 months during the past
yea"

4 [ﬂ Check here if you are a vetsran entitied %o compensation for a servics~-connested disability and you were discharged or
raleased from active duty in the U.S, Armed Fortes during the past year.

8 m] Check here if you are a veteran entitled to compensation for a service-connected disabiiity and you were unemployed fora
period or periods totaling at least 8 montha during the peast year.

6 [[J Check here it you are 8 member of a family that:
» Received TANF payrnents for at least the past 18 months; or
» Recsived TANF payments for any 18 months beginning after August 5, 1997, and the earflest 18-month period beginning
after August §, 1897, ended during the past 2 years; or

*» Stoppad being eligible for TANF payments during the past 2 years because federal or state law limited the maximum time
those payments gould be made.

7 Check hers if you are in a period of unemployment that is at least 27 consecutive weeks and for all or part of that period
you received unemployment compansation.

Signature—All Appiicants Njust Sign

Under penaltios of perjury, | declars that | gave the above information to the employer on or before the day | was ofiared a Job, and it is, 1o tha best of my knawledge, true,
corract, and complete.

Job applicant’s signature b LAt L gh pate D€C13,2017

For Privaicy Act and Paperwork Redustion Act Netice, sen page 2. Cat. No, 22851L Form 8550 {Rev. 3-2016)




R

o—

Specialivts in Tax Credit Adimininiration

OTAX

Form A (rev. 032017) TAX CREDIT QUESTIONNAIRE [0 12 | 1
EMPLOYER SECTION:

Chient: Company:

Loeations Positlom Sm'ting Wage: §

EMPLOYEE SECTION:

A

rst Name: Last Names Sufiix; Street Address: City/State:

Brittany Kimbrough 1247 gentry ave n Oakdale Mn

| Zip:

55128

475334020
11/29/97 | 20 Yo @

S8#; Date of Birth: Ages Have you worked for | Ifyes, locstion:

this company hefore?
|

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

Yes No

L

Have you or has anyone living with you received Temporary Assistauce to Needy Families (TANF)
at any time since August 5, 19977 (i yes, please provide information below.)

Name of the person recelving benefits: ____ Relationshiptoyouw: _____

City: County: State: .

Q @

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

Nams of the person receiving benefits: ____ Relationship toyow _____
City: County: ____ Stater ____

a @

Have yon received Supplemental Security Income (SSI) at any time within the past 3 months?
Please note, this is not the sama a5 Sovial Security benafits (SS) or Social Seeurity Disability (SSDI) benefits,
*1f you chacked yus please provide a copy of your S51 documentation.

a

4,

Have yon received any fype of voeational rehabilitution services within the past two years?
Ifyes, plense indicate which type of ag you worked with and provide fheir Jooation information below:

L] Vocational Rehabilitation Agency Dept. of Veterans Afiuis [ Employment Netwaork (Ticket to Wark Program)
NeamsofAgensy: ____ Phoned: __

City: County: State:

“If you checked yes please provide a copy of your active Individual Wark Plan end Ticket to Work documantation.

o

®

Are you a Veteran of the U.S, Military? *}f'yes, please provide a copy of your DD-214 and letter of separation.
(If'yes, pleass provide infoumntion below. I£no, pleass continve to question 46.)

Dates of Service~From: _____To:
Branch of Service:
Arg you entitled to or are you receiving compensation for a service-conuected disahility?

Q

Have you been unemployed at any time during the last 12 months?
Ifyes, dates of unemployment - From: % __ To; 7

Did you receive unemployment compensation at any point during your anemployment?
If yes, in which state did you receive nnemployment compensation?

7.

Have you bheen convicted of a felony or released fmm prison for a felony conviction in the past 12 months?
Conviction Date: Release Date:

Was thisa []| Pedal or ] Stae conviction? IfState - County: State:_____

Ql @ P©@
B ® D @

. AdditionglTax Credits

g IEC (l;lative Aﬁericnﬁ): Are you oijlmspmw?émembe: of a Native Amerioan Tribe?

Ifyou checked ygs please provide a cony of your CDIB

CA Residents; Are you the child of foster pmnﬁ% Do you receive CalWorks? [J] Workforoe Investment Act?
Are yon a migrant or seasonal firm worker? D Have you ever been convicted of a misdemeanor?

SC Residents: ] Do you receive Family Independence Benefita?

Q
O]

PLEASE READ, SIGN, AND DATE:
Unde.r penalties of perfury, I declare the information above 10 be trug and accurate to the best of my knowledge, and 1 hereby authorice any agency. organization, or

1o supply such verification or information that may be recded tw determine tax credit eligibility 1o my employer, employer representative (Associated
Cansultams, Inc. dba Retrotey). or the Department of Labor.

New

Employee Signature: W Date; D€C 13,2017




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 Workforce Agency with IRS Form 8850 ar if filed

separately, with ETA Form 9061 {or ETA Form 9062) for each certification request filed for the new target
group.

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

New Hire’s Signature: _sieawinnitan Date Dec 13,2017

Brittany Kimbrough

New Hire Name:

Social Security Number: 475334020

Employer Name:

Please check the statements below if they apply to you.

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

compensation.
Iﬁ | declare that | have been in a period of unemployment since
09/17 "
(Enter start date)
'FrlvauyActNm

The Intemal Revenus Code of 1886, Seciion 81, s amended and fis enacting legisiation, P.L., 104-183, specifythet te State Worklorce Agencies are the
'dummmmmﬂahmmummmmmmbmmmmmWbwapmvidadmmp!a’dngmk
fom wil be dislosed by your employer o the State Waorkfore Agency. Provision of this infonmafion is valuntary; however tha information s tequired fo
dsterming your employer's ellghiily for thefederal fax credit ;

o o 0 D 5 Ao D ¢ o € W D Y L2 toome oo in

Public Bardan Statement:

Persans are not required fo respond fo this eolection of informafion unless 1t displays a currantly vafid OM B control number, Respondents' obiigation to
camplete this form is required o obtsin or retain banefils (P.L. 144-5). Pubiic reporfing burden s eslimated to avarage 10 minufes perresponse, inciuding the
ime for reviewing instrucfions, searching existing datasoures, gatheiing and meintaining the data nasded, and complsing and reviewing the oollection of
Informatfion. Send comments reganding this burden esfimateto the U.S, Depariment of Lebor, Divisian of Nafional Programs Tools Technioal Assistancs,
Room C-4510, Washington, D.C. 20210 (Papanwork Rerduction Proiect 1205-0371). Please o not submit camploted forms 1o this aidress,

117-

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

According fo Minnesota Statute ssction 268.095, subdivision 2, paragraph (d), an
applicant who, within five calendar days after completion of a suftable

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

affirmatively request an addltional suitable job assignment, (2) refusss without good
cause an additional suitable Job assignment offered, or (3) accepts employment with
the client of the staffing service, Is considersed to have quit employment.

This paragraph applies only if, at the time of beginning of employment with the staffing
service, the epplicant signed and was provided a copy of a separatfe document written
in clear and concise language that informed the applicant of this paragraph and that
unemployment benefits may be affected.

It is your responsibility to contact E88G through Corporate Management Group {for
instancs, by cafling 303-820-1425 or using any other form of contact) for additional
assignments. If you fall to do so, it may affect your unemployment bensfits.

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

calendar days once an assignment ends. | also acknowladge that | have received a
separate copy of this form. pk ___{Intial)

» LA

Brittany {Dec13,2017) Dec 13,2017
Employee Signature: Date
Brittany Kimbrough

Employee (please print your name here)

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

MN_D2.2043



DRUG AND ALCOHOL
TESTING CONSENT FORM

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

drugs and ateohsl.

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

3. | hereby voluntarily consent to ESSG, or its health service providers, or
other persons or entities acting for or with them, to collect a body component (blood,
urine, breath, or any combination thereof) from me for testing for alcohol and/or drugs. |
understand that the laboratory selected by ES8SG may conduct testing and other
analysis on the sample provided by me. | further voluntarily consent to the laboratory’s
disclosure to ESSG of the results of my drug and/or alcohol test and other information
related to the test.

Individual’s Name

Dec 13, 2017
Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



