PO Box 46270

www.esgstaffingsolutions.com Minneapolis, MN 55344-9956
Tel: 952.835.1288
L] L] ]
New Hire Application
Personal Data~ PLEASE PRINT LEGIBLY IN INK
Last Name _McMillan First Name _CarMeecia Middle Initia) 9
CityiState/zip Brookyn Park Soclal Seourity Last Four XXX-XX-
Phone Number 6129861023 Emall Address C@rmeeciam@gmailcom @

Staffing Agency/Recruitment Partner Rachael

Are you legally authorized i work in the United States of America? @I YES (INO
Applicant Certification and Authorization

| authorize Employer Soluflons Staffing Group (ESSG) to use the information and statemsnts containsd in this application to determine my
qualifications for employment. | authorize ESSG to make Inquiries of my former employers, except as indicated In this application,
regarding my previous duties, responsibifities, performance, compensetion and eligibllity for rehire,

| understand that a comprehensive background check may be conducted to delermine my eligihility for hire by certaln cllents of ESSG,
This may include but is not Iimited to, investigations of criminal and/or conviction records, driving records and/or a drug screen test as
required by clients, govemment regulations or by ESSG policies, )
lmlaaseESSGandoﬂmpemmsoreuﬁﬁesﬂnmanyclammatmlghtbebmdonEsse‘sdecbimtomnductabad@mundmedt.
| certify that all statements mads in my application are true and accurats and that | have nat amitted any meterial Information or provided
false or misleading information. ! understand that any matesial omission or misrepresentation will result in my disqualification from
considerafion for employment or, if discovered after | begin employment, will result in my tennination.

If hired, | agres to abide by the policles and procedures of ESSG.

carmeecia mcmillan %%M Sep 19,2018

Name (Prntortype) - Applicant’s Signature “Date

A copy or facsimile ("fax") will ba considerad the same as an original signature. Emall will ONLY be used for employment correspondence
For ESSG Office Use Only

DOH NHW 19 8850 w4

Emorgency Contactinfo | Bashground Release Form Baokground Results Unemploymsnt Letter ESC Applieation

{if applicable)
For ESSG Client Use

POH ROP e | Work Site Log. WG Code

ESSG - CMO-NBTW4 Rev, 042017



Form W-4 (2018)

Future developmants. For the latest
information about any future developments
reiated to Form W-4, such as legisiation
enacted after it was published, go to
www.irs.goviFormw4,

Purpose, Complete Form W-4 8o that your
employer ¢an withhold the correct federal
Income tex from your pay. Cansider
completing a new Form W-4 eash year and
when your personal or financial situation

Exemption from withholding. You may
claim exemption from withholding for 2018
i both of the toliowing apply.

¢ For 2017 you had a right 10 a sefund of all
federal Income tax withheld because you
had no tax liability, and

* For 2918 you expect a refund of all
federal income tax withheld beoause you
expect to have no tax llability.

If you’rs exempt, complets anly lines 1, 2,
8, 4, and 7 and sign ths form to validate it.
Your exsmption for 2018 expires February
15, 2018, 8es Pub, 605, Tax Withholding
and Estimated Tax, to leamn more about
whether you qualify for exemption from
withholding.

General Instructions

If you aren’t exempt, follow the rest of
these instructions to detarmine the number
of withholting allowances you should claim
for withholding for 2018 and any additional
amount of tax to have withheld. For regular
wages, withholding must be based on

liowances you olaimed and may notbe a
flat amount or percentage of wages,

You can also use the calculator at

www.irs.gov/W4App to determine your
tax withhelding more acourately. Consider

Farm W"'4

Dopavtoent of the Treaay
imernal Revanve Seyvipe

» Whether you're ontitied to cialm a gertain num
subjsot to review by the IRS. Your employer

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

Notas that if you have too much tax
withhald, you will recaive a refund when you
fils your tax return. if you have too fittle tax
withhald, you will owe tex when you file your
tax return, and you might owe a penalty.
Fllers with multiple johs or working
spouses. If you have more than ane job at
a fime, or if you're married and your
spouse Is also working, read sll of the
instruations including the instructions for
the Two-Earrmers/Multiple Jabs Workshest
before beginning.

Nonwags income. If you have a large
amount of nonwage income, such as
Interest or dividends, consider making
esfimated tax payments using Farm 1040.
EB, Estimated Tax for Individuals.
Otherwise, you might owe additional tax,
Or, you can use the Deductions,
Adjustments, and Other Income Warksheat
on page 3 or the calculator at www.irs.gov/
W4App to make gure you have enough tax
withheid from yaur paycheck. if you have
pension or annuity income, see Pub. 505 or
uss the calculator at www.irs.gov/W4App
1o find out if you should adjust your
withholding on Form W-4 or W-4P,
Nonresident aflen, if you're a nonresident
allen, sea Notice 1382, Supplemental Form
‘W-4 Instructions for Nonvesident Aliens,
before sompleting this form.,

Separate here and give Farm W-4 to your employer. Keep the worksheet{s) for your records.
Employee’s Withholding Allowance Certificate

ber of allowances or exemption fram withhoiding js
may be requived to send a copy of this form to the IRS,

Specific Instructions

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

Line C. Head of haunchold please note:
Gerierally, you can claim head of
housshold filing status an your tax retum
only it you're tnmarriad and pay more then
§09% of the gosts of kesping up a homs for
yourself and a qualifying Inciviciual, Ses
Pub, §01 for mora informatian about fillng
status,

Line E. Child tax oradit. When you file
your tax return, you might be aligible to
claim a cradit for each of your qualifying
children. To qualify, the child must be
under age 17 as of December 31 and must
bs your depandent who lives with you for
more than half the year. To learn more
ebout this oredit, ses Pub, 972, Child Tax
Cradit. To reducs the tax withhsld from
your pay by taking this credit into account,
follow the instructions on fine & of the
worksiest. On the worksheat you will be
asked about your total income, For this
purposs, tutal income includes all of your
wages and other income, Including income
eamed by a spouss, during the year.

Line F. Credit for other dependents.
When you file your tax return, you might be
eligible to claim & credit for each of your
depandents that don’t qualify for the child
tax oredit, such as any dependent children
age 17 and oldar. To learn more about this
oredit, see Pub. 508, To reduce the tax
withheld from your pay by teking this credit
into aceount, Tollow the instructions on Iine
£ of the workshest. On tha workshest, you
will bs asked about your total income. For
this purpose, total income Includes all of

OMB No, 1545-0074

2018

1 Yourfirst name and middle intial
CarMeecia d

bl McMillan

2  Your social seourity number
4358580904

Home address (number and sireet arsural route)

5501 Brookdale DR N

8 @ Single

Married ()] Married, but althhald a1 igher Sing o fata.
Notes If manjed (iing seperately, check “Manied, but withhakd ot higher Single rate,”

Gity or town, state, and 21F code
Brooklyn Park

4 ityourlast name differs from that shown on your social secudty eard,
check hore, You must call 800-772-1213 for a replasement sard, Pg

§ Totalnumber of allowances you're claiming {frormn the applicable workshest an the folowinn pages) . . . [§

6  Additional amount, if any, you want withheld fromeach paycheok . . . . . .

7  lclalm exemption from withholding for 2018, and | certify thet | mest bath of the following
# Last year had aright to a refund of all federal income tax withheld because | had no tax fiebllty, and
* This year | expect a refund of all federal income 1ax withheld because | expect tn have no tax flability,

2
s e e e . ., |81
conditions for exemption.

a4
M

it you meet both condifions, write "Exempt"here. . . . . . . . . . . . . . . »][7]
Under penalties of perjury, | daclara that | have examined this certitioate and, io the best of my knowledge and beliaf, it is \rus. corrent, and complete.
Employes's signature 7
{This form Is not valid unless you sign jt) p_ Sreesmmiatienmg Date» Sep 19,2018

8 Employer's nama and a

n Complolo boxsa 8 and 10 it sending to IRS and complate

deress ;
hoxes'B, 9, and 10 ¥ sending to‘%’t':a't?gfmbu of New Hires)

8 Firat date of
’ employment

10 Employer identfication
number {EIN)

For Privacy Aot and Paperwork Reduction Act Nofice, see page 4.

Cal, No, 102200

Form W4 (2018)



m1 DEPARTMENT - W-4NMIN
OF REVENUE

2018 Minnesota Employee Withholding Allowance/ Exemption Certificate
Employees

You must complete and give this form to your employer Byou do any of the fullowing:

¢ Claim fewer Minnesota withholding allowances than your federal allowances

* Claim mora than 10 Minresota withholding aflowancas

° Want additional Minnesota tax withheld from your pay each pay perlod

¢ Ciaim to be exempt from faderal withholding or chaim to be exempt from Minnesota withholding

Do not complet this form If yoi are claiming the same numbsr of Minnesots allowances as federal and tha number clalmed is 20 or Jess,

Empioyed’s first name and Inhis! LWt rame Employet’s Sogtal Securtty aumbar
carmeecia memillan ] 435850904
Permaness address Wiarital ks fchenk onv box)
5501 Brookdale DRN (O S Rteund. b iy aepmiiads o
Gty State P code Married
Brooklyn Park i Masried, but withhold at higher Singla 7ate

EmplcveszﬂeadlmcﬂonsanbaclgeompleteSecﬂon108$ecﬁon2.signandgiveﬁze complated form to your employar. (Do not complate
hothSecﬁonlandSecﬂonz.cmnp!eﬁngbmhsacﬁonswwmmafommm)

_ section 1 ~ Detarmining Minnesota allowances

Complete Section 1 i you claim fewer Minnesota allowances than your federal aliowances, AND/OR ¥ you want sddftiona’ Minnesots withholg-
ing deducted each pay period.

1 Tota! number of federa! aliowances clalmed on federal FOMM Wl .. ...vevveveeeerserssosnnoessennnnd
2 mlnumﬁmmmaﬂmnmlﬁnezmbemmmmmn 000 00000C00600000HAN0 5000 00T L -i.........._._..._
3 Addlﬂunathnesomwithholmngycumntdeduaadeadapay‘peﬁod ............. 0300060000006006060 t T o S

(3 Sectfon 2 — Exemption from Minnesots withholding

Complete Section 2 if vou claim to be exempt from Minnesots income tax withholding fsee Section 2 instructions for qualifications). i applicable,
check one box below to indicate the reason why you belleve you are exempt:

E 1 meet the requirements and claim exampt from hoth fedsral and Minnesota Income tax withholding.

Even though { did not claim exempt from federal withholding, 1 ciaim exempt from Minnesota withholding hecause | had no Minnesota
income tax liability last year, 1 recelved a refund of all Minnesots income tax withheld, AND | expect to have no Minnesote income tax {iability
this year, )

Iﬂ My spousalsa mmtai'y service member assignad to 8 military location in Minnesota, my domiclle {legal rasidence) is in another state, AND |
am in Minnesota solely to be with my spouse. My state of domicile Is 0

E | am an American Iniien ilving and working on a reservation.

1 am a member of the Minnesota National Guard or an active duty US. military member and claim exernpt from Minresota withholding on
my military pay.

| receive 2 military pension or other milltary retirement pay as caleulated under Title 10, 1401 through 1414, 1447 through 1455, and 12733
and clalm exempt from Minnesota withholding on this retiremeant pay.

i certify thot all informution provided in Section 1QR Section 2 s correct, | understand there is o $500 penalty for filing a faise withhalding allow-
ance/exemption certificate, 0
FTROYSSS SIS LAV MBLLIA LI - o

A Sep 19,2018 P 6129861023

Employess: Give the complated form to your employer,

Employers

if you are required to send a copy of this form to the Department of Revenue fsee Instructions], you must enter the employer information below
and mail this formto: Minnesota Revenue, Mail Station 6501, St, Paul, MN 55146-6501 (Incomplete forms ere consldered invalid.) A $50 penaity
may be assessed for each required Form W-SIVIN not filed with the dapartment,

Keep a copy for your records,

Nanmte of employer ? Federal employet D numher {FEIN) | Winneseta tox D number
i

Address City Statx 2P code

Wex3tan Questions?  Webhsite: www.revenue state.mn.us.  Email: withholding.tax@state.mn.us. Phone: 551-282-9999 or 1-800.657-3594.



Employment Eligibility Verification USCIS

Department of Homeland Security wg;o"?e}:?um
.8, Citfzeuship and Fmnigration Services Expins 0831201

PSTART HERE: Read Justructions saretully bafore comploting this form. The instrustions must ba-avallabie, either in paper or elactronically,
during completion of this form. Employers are liabls for emors In the sompletion of this form,

ANTLDISCRININATION NOTICE: itis illegal to discriminate Bgainst work-authorizad individuals. Employers CANNOT spesify which

document(s) an employee may present ito establish employment authorlzation and identity. The rsfusal io hre or cortinus to employ
an Individual bacause the documentation presanted has a future expi

rafion date may also constitute ilagal discrimination.

[$ection 1. Employes information and Attestation (Employees must complets and sign Section 1 of Form 18 no fater

than the first day of emplowneng, but not before accepting a job offer)

Last Name {Family Nams) First Name (Qiven Names) Middle Initist | Other Last Names Used {fany)
McMillan CarMeecia D n/a

Address {8treat Number and Name) Apk. Number | Clly ar Town State  1ZIP Cade

5501 Brookdale DRN 114 Brooklyn Park MN 55443

Date of Birth (mmaidyyy) | U.8. Social Security Number Employae’s E-mall Address | Employee's Telephone Number
04/23/1994 s{'ﬂ ‘TTTT]| carmeectam@gmaiL.com 6129861023

| am aware that federal law provides for i

mprisonment andfor fines for false statements ar use of false documents in
connection with the complation of this form.

I attest, under penaity of perjury, that { am {chack one of the following boxes):
@) 1. Acitizen of the United States

e s o ¢ s+

R ST IH  1tt Sy 44 8 ¢t s

(O 2 Anoncittzen nations! of the United States (Ses nstuctans) . )
g 3 Alewful permanent resident  (Alien Registration Number/USCIS Numberj:

4. Analisn euthorized o work  until {expiration date, it applicable, mm/ddiyyyy):
Soms aliens may write “NIA® in the explration date field. (See instructions)

Alisns authorized 1o swark must provide only ane of the Tellowing document numbars o complate Form i-6; mﬁ%]ﬁgﬂ;m
An Allen Regisiration Numbsr/USCIS Number OR Form I-84 Admission Number CR Forelgn Passport Number, |

1. Alien Registration Number/USCI8 Number:
OR

2. Form 1-84 Admission Number;
OR

3. Foreign Passport Number;
Countiy of Issuance;

Signature of Em 7 T Date
o plmaammmﬂnm.umsm oday's {mméddiyyyy) SEP 19, 2018

reparer and/or Translator Certification {check one):
| did not use a preparer or transiator.
(Eislds balo%m’fl%t be completed and

@ A preparer(s) and/or trans/ator(s) assisted the employes in completing Seation 1.

signed when preparers and/or iranslafors assist an employse in complsting Section 1.)
1 attest, under penalty of perjury, that | have assisted in the sompletion of Section 1 of this form and that to the best of my
knowledge the information is frue and

corract.
Signature of Preparer or Transiator Today's Date (mmddsyyy)
Last Name (Family Name) Firsy Name (Given Name)
Address (Streat Number and Naime) City or Town State ZIP Code

@ LEmployer Compleses Next Page @

Form 1.9 071717 N Page 1 of 3



Employment Eligibility Verification USCIS

Department of Homeland Secarity sl :
U.S. Citizenskip sad Immigration Services ekl

[Gection 3. Employer or Authorized R epresentative Review and Verification

(Empleyers or their authorized representative must ecomplete and sign Seoﬁan 2 within 3 business days of the emplayes’s first day of smplayment You
must physieslly examine one dacument from List A OR & combinafion of one document from List B and ona dosument from List C ag listed on the "Lists
of Acceplable Documents.”)

Employea Info from Seation

ListA
tdantity End Employment Authorization
[Document Ttia

Issuing Authority

Document Number

[ Expiration Date (7 any)middyyy)

2300l A sST
S

tssuing Authonty Additional Information e e L
[Dozument Namber

{

| Expiration Date (Ff anyyimmildyyyy)

[Document Tii

Document Tl

| issuing Autharily

| Document Number

"Expiralion Date (7 sry)mmiEahyy)

itication: | attast, under penalty of perjury, that (1) | have examined the documentis) presented by the above-named employes,
abovirligted document{s) appear to be genuing and to to the employee named, and (3) to the best of my knowledge the

P ypd's first.day of employment (mm/ddfyyyy): o7 ‘7, / 2o/ Y@m for examptions)
: ’DWWW Tw%%&y% 'y Employer or Aiharized Representative I
' em— o ‘ < COT R |
an xw}'ozmmm Representative ]Firs)lazwlt Empioyer o Auyorized Repressntative | Employer's Business or Orgenization Name |
1 4£1C, " i

EMPLOVER SOLUTIONS STAFFING GROUF LLC

Employers Business or Organization Address (Strest Number and Nams) | Gity or Town [Stale  |21P Cada
7480 FLYING CLOUD DRIVE SUITE 200 EDEN PRAIRIE } MN 58344 |
Section 3. Reverification and Rehires (7o be co

mpleted and s‘"igned“by employer or authonized represantative )
; B. Date of Refire (i applicabis)
Date (mm/ddlyyyy)

A, New Néme {if agpiicable] .
Last Name (Fandly Name) First Name (Glven Namps) Middie initial

2. I the employee's previdiis ofdit of employmenl dytharizellon has expited, rovide e |
oontinuing employment authorization in the space prayideg balow,
Document Titia

| Document Namber ' Expiration Date ( any) {omvadiyy)

1 attast, under penalty of perjury, that to tha best of my knowledge, this employes Is authorized to work in the Unitod States, and if
the employee presented document(s), the document(s) | have examined appear to be genuine and to relate to the individual,

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

Farm 18 0771717 N Page2of 3
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EMPLOYER SOLUTIONS STAFFING GROUP
BACKGROUND CHECK AUTHORIZATION

carmeecia mcmillan
(First) (Middle} {Last)

Employee Name:

Former Name(s) and Dates Used:

Current Address Since: 5501 Brookdale Dr N APT 114
[Mo/¥r) {Street) (City) {State/Zip)

'Previous Address From; 10/2017

{Mo/Yr) (Street) {City) (State/Zip)
Previous Address From: 10/2017

{Mo/Y¥r) (Street) {City) (State/Zip)
Social Security Number: __ 435890804 pop; 04/23/1994

Phone Number: 6129861023

Driver's License Number/State: H378°6646501.8/ MN

The Information containad in this application is correct to the best of my knowledge.

I hereby authorize Employer Solutions Staffing Group, LLC and its designated agents and representatives to conduct a
tomprehensive revisw of my background causing a consumer report and/or an investigative consumer report to he
generated for employment purposes. 1 understand that the scope of the consumer report/ investigative consumer
report may include, but is not limited to the following areas: verification of soclal security number; credit reports,
current and previous residences; employment history, education background, character references; drug testing, civil
and criminal history records from any criminal justice agency in any or all federal, state, county jurisdictions; driving
records, birth records, and any other public records.

I further autharize any individual, company, firm, corporation, or public agency to divulge any and all information, verbal
ar 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 recelved from other sources. Employer Solutions Staffing Group, LLC and Its
designated agents and representatives shall maintain all infarmation received from this authorization in a confidential
manner in order to protect the applicants personal information, including, but not limited to, addresses, socjal security
numbers, and dates of birth,

carnessa menidian
Signature: RIS ey (3¢ 16, AT Date: Sep 19, 2018
otl N, and OK Residents:

Please check the box below if you wish to recelve a copy of a consumer report that is requested.
[Al# 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

Bployse Namme: carmeecia mcmillan
Address: 5501 BROOKDALE DR N APT 114 BROOKLYN PARK MN 55443

Home Phone: 6129861023
Please list two people (in priorit)lf3 ?ﬁgymcc\;ﬁ? l?gggggted in case of an emergency
Coatact #1 Home Phone:
Name:  Donna Turner Cell Phone: 6127500825
Relationship; Mother Work Phone:
Contact #2 Home Phone;
Name: Cairo Turner Cell Phone: 7632675330
|Relationship:  Father Work Phone:

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

This Information will remain confidential and will only be used in the case of an emergency,



e LY ¢

Direct Depostt/Payroll Debit Card Aunthorization

Payrol] Debit Card,

Empluyces have the option of receiving wages by Db ect Depositaad/or
I you do not nrovide a written eloction, wages will be paid b Pay

Direct Deposit (Please cramplete Seetions 3 and S below)

()| Payroll Debit Card (Pleass complete Sections 4 amd § below)
CSECTION 3 DIRECT DEPCSIT
. Updnte Bank Acconnt
Banle Namie

(] Paper Check fOptton available 10 GA NH and NT residens onky

1 understand and ackn edge that It T do not provide a
voided check with this direct deposit form, 1am {
responsible Jor any delays in payrol} or extra costs
Incurved if the acconnt aumber that 1 provide Is incarrect.

Inhinl Date

Accorm Toe: L] CookiglTY Sovigs [ Oir

"Jo hielp us avoid making an error, pleuse uttach a copy of 0 wided check. {n depnslt slip will not work)
¢ Hyouchmge banks, do not olose your uld bank uceowmt untl your diruct deposit has sturted ut the new bank, wirich may take 2 pay pariods.

. SECTION 4 PAYEDLL DEBIT CARD

iFedmdlawraq\uhvsaﬂﬁm&ﬂinsﬁmﬁunsmobm.veﬁmmd‘mdinﬂmnﬁmﬂmidmiﬂescachpmunwhoupmsmnceomn.!nmderw

sequost a Payroll Debit Card for yon, wa must provide all of the following mfirmution that will enablatheﬂmdnlinsﬂmﬁmmidumlﬁvyon.lf
yandnnotsnhmltaDkechpnshfPa)mllDahit‘M‘Amwm.mﬁwmproﬂdemomesminﬁmnmimaudissnemaPaymnDebit
%mwmmml‘arymmmeﬁm,&cﬂnmﬁalinsﬁmﬁmmayaﬂkyonmpmviﬂethemnddiﬁonalidauﬁﬁmﬁoninfwumﬁmsofhaym
verify your identity,

Bxccptfmthemnﬁngandaccmmbmﬁssc doesnothmncceastoauyinﬁmmﬂonngmdingm?aymﬂ Debit Card accomt or
trunsactions, On your first payday, you will recaive your new Payroll Debit Card, and a packet conIalni;ﬁlan of the terms umd conditions, Yon will
ﬂmsignadmowledglngthatyonmccivedthePaymﬂDebitCmﬂandpacht.YourPaymnDebithd be reloadod an each payday you receive
wages.

| CARDHOLDER INFORMATION (25 youwant vour Payroli Debit Card (0 be issued)

FININame CarMeecia M p HSEE  McMillan "B 04/23/1994
Siceot Addross - onox wTac s% £50] Brookdale Dr NAPT 114 Sovial Scourity# 435890904
City  Brooklyn Park |SaeuN [P e | Cell Phone fwobile) 6199861023

RECEIPT OF PAYROLL DEBIT CARD (to b camplotod when yom plck up your Pagrol Dobit Card)
| Payroll Debis Card Routmg | Payroll Debit Cind Account #

Jhave received my Payrofll Debit Card, welenme brochure, pragram fues, program tews sonditions, and disclasures, By activating o y Payroll Debit Card, |
|1 are 1geeing to the progrom torms, conditions, and diselosuses that are included or mace available 1o me from tims to time from the Anancinl anstitution, I |

|authotize the financial insttutron to dehit my Payroll Debit Crrd sccount for the Tees deseribed in the fee sehwdnle that is part of the program wrms, !
conditions, and disclosunes, ]

Employee’s Signature; cmecsmenilan(ep15, 3018 Date:  S€Pp 19,2018
SECTION 57 AUTHDRIZATION

Tawthosize BSSG to directly depostt my periodic wages‘ompengation peyinents, net of reguired tax withhuldings, other sequired withholdings
or anthorlzed deductions, into my aconumt(s) as designated above and 1o inftiate, oecessary, debit entries and adjustmentsfor any credit entiies
raade in ewor (o my acoount(s), * E~-mall Is required for pay stub information.

*E-mafl: CARMEECIAM@GMAILCOM @
this information will only be used to send your paystubs electronically

! Employee's Signature: . cumeetls menitan Eep 35, 2031) Date:_Sep 19, 2018

1
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STATEMENT OF CONFIDENTIALITY

This agreement made thisﬁ ‘i day ofcfeﬁ?’ . 20& between
Employer Solutions Staffing Group LLC, hereinkfter 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 difficuity of determining the amount of damages which may
result to the employer from a violation of any of the provisions hereof, the
employee agrees to pay to the employer the sum of $10,000 as liquidated
damages for every such violation; provided, however, that the payment of such
amount as liquidated damages shall not be construed as a release or waiver by
the employer of the right to prevent any such violation in equity or otherwise.




3 + S - Sy
- Sl o o P e e AT LT (]
C:i?'Tlf: .._E SLIILICONTS -l il oo LAl o
] L L]

ROGRAM

Injured Worker's Responsibilities

INJURY MANAGEMENT

As your employer, we are concerned about your full recovery. Reasonable and
necessary medical care will be paid for any compensable work injury. Medlcally
authorized time away from work will be reimbursed in accordance with the State
of Minnesota workers’ compensation laws. Wherever possible light duty
restrictions imposed as a result of your injury will be accommodated.

RESPONSIBILITIES OF THE INJURED WORKER:

Minnesota Rule Sec. §221.0430, Subp. 1 requires that you choose one primary
health care provider. Subpart 2 places limitations on your right fo 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 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 fo 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. :

Notifv vour r | iately of any new injuries or conditions that impact
your physical condition.

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

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

CLAPCELIR Mrillay

Signed: ____cameeda menitin (iep 19,2008
Printed Name: ¢carmeecia mcmillan
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Important/Importante

LOST OR STOLEN PAYCHECKS

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

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

CHEQUES DE PAGO PERDIDOS O ROBADOS

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

Si su cheque de pago fue robado, primero debe denunciar el robo a la policia
antes de que podamos volver a emitir ef cheque. Una vez hecho esto, usted
debe proporcionar una copia de la denuncla a su reclutador de personal que el
cheque fue robado. $i 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 molde); S2rmeecia memillan

Signamml F im‘la: Cinmeecia memillan {Sep 19, 2018)
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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 warkplace free from serious
recognized hazards and comply with standards, rules and regulations issued
under the OSH Act,

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

(8) Make surs 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.

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

ESSG is committed to vigorously enforcing its OSHA Compliance Policy.

To help ensure a safe workplace, you have certain responsibilities too, which include
the following:

Responsibility to work in compliance with OSHA laws and regulations

* Responsibility to use personal protective equipment and clothing as directed
by the host employer
Responsibility to report workplace hazards and dangers
Responsibility to work in a manner as required by the employer and use the
prescribed safety equipment,

You have the following basic rights:

* Right to refuse unsafe work

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

*» Right to review copies of appropriate standards, rules, regulations and

requirements that the host employer ig required to have available at the
workplace.
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» Right to request information ahout safety and health hazards in the
workplace, appropriate precautions to take, and procedures to follow if
involved in an accident or exposed to hazardous substances

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

You can have your name withheld from the host employer and any other entity, by
request, if you sign and file a written complaint. You ean request to be advised of
OSHA actions regarding a complaint, and request an informal review of any
decision not to inspect the site or issue a citation. And, you can file a complaint if
you are punished or discriminated against for acting as a “whistleblower” under the
OSH Act ar 13 other faderal 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.

1f 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
952.835.1288/1.866.496.7573) and asking for the ESSG Safety Directar., 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.



ernployer solutions staffing srous .
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. T understand that it is my responsibility to read
this palicy and ask my supervisor, a member of management or to telephone
Employer Solutions Group (ESSG) at 952.885.1288/1.866.406.7578 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,

1 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 ESS8G's Safety Director at
952.885.1288/1.866.496.7578 in order to obtain aseistance in the resolution of such
matters.

Employee Name (Please Print)
carmeecia memillan

Employee’s Signature:

CALHEaCIL el Date: SeP19;2018

carmeecn memilian (Sep 18, 2018)




Pre-Screening Notice and Certification Request for
(Rav. Marsh 2016) the Work Opportunity Credit
T b e > Information about Form 8350 and its separats Instrustions Is at wiwire.gow/formaasD.

Job applicant: Fill in the lines below and check any boxes that apply. Complete only this side.
Yourname Carmeecia mcmillan Soclal security number > 435890804

OMB No. 15845-1500

Street address where you ive 5501 Brookdale DR N

City ortown, state, and ZIPcods  Brookiyn Park .
County HENNIPEN Telephone number 6129861023

1 you are under age 40, enter your date of birth (month, day, yeer)  04/23/1994

1 [TI} Check hers if you recsived a conditional certification from the state workforce agenoy (SWA) or a participating looal agsncy
for the work opportunity credit,

2 cheokhereﬁanyofﬂ:eﬂouow!ngmmapplytoyou.

) lamamambarofafamﬂyfhathasmelvedaeslstanoefromTemporauyAsatstanoefnrNeedyFamlﬁas(TANF)foranys
months during the past 18 months,

» iamavetaranandamembarofafamﬂythatmlvedSup_plamerMNuhiﬂonAsalatanceProgram(SNAP)baneﬂts(food
stamps) for at least a S-month period during the past 18 months,

L lwasmhnedherebyamhabmtaﬂunaganwappmved by the state, an employment netwoark under the Ticket to Wark
program, or the Department of Veterans Affairs,

. lmatleaatasewibutnotmworolderandlamamambararafamllythat:
mmswmmwm)ﬁrwmsmmmr
b.RenelvedSNAPhenefﬂs(fcodmmps)foratlsastaofmepastammbmmmlongereliglbletomeeivethem.

* During the past year, | was convicied ofafelonyouaiewedfmmprisunforafelony.

* | recelved supplemental security incoms (Ssubeneﬂtsforanymonﬂxendirag during the past 60 days,

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

8 Check here If you are a veteran and you were unemployed for a period or periods tutaling at least 8 months during the past
year,

4 Check here if you are a veteran entitied to gompensation for a service-connectad disabliity and you were discharged or
released from active duty in the U.8. Armed Forces during the past year,

& E:] Cheok here If you are a veteran entitled to compensation for a service-connected disabllity and you wera unemployed for &
pariod or periods totaling at least 8 months during the past year.

-]

Check here if you ara & member of a family that:
* Received TANF payments for at least the past 18 months; or
* Reoeived TANF payments for any 18 months baginning after August 5, 1897, and the earfiest 18-month period beginning
after August 8, 1997, ended during the past 2 years; or

* Stopped being eliglble for TANF payments during the past 2 years because federal or state law limited the maximum time
those payments could be made.

~

Cheok here if you are in a period of unemployment that s at least 27 conseoutive wesks and for all or part of that period
Yyou received unemployment compensation,

Signature—~All Applicants Must Sign

Undar penalties of perjury, | declare that | gave the above infarmstion tothe employar on or befora the day | was oftered ajob, and itIs, tothe beat ot my lknowlatige, trus,
samrect, and complete,

r [/

Job applicant's signature P cameecia menilian (Sep 18, 2018) Date S€P 19,2018
For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No, 22851, Form 8850 (Rev. 3-2016)




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

-Sperielists in Tay Credit Adminisiratian

EMPLOYER SECTION:
Client: Company:
L.ocation: Position: Starting Wage: $
EMPLOYEE, SECTION:
[ First Name: Last Name:  Sufiix Street Address: Clty/State: Zip:
carmeecia mcmillan 5501 Brookdale DRN Brooklyn Park MN 55443
Ss#: Date of Births Age: Have you worked for | Ifyes, location:
this ny b e
435890904 04/23/1994 24 Yo Ol nt | N/A
Please complete all questions, and sigo and date the form. Yes No
1. Have yon or has anyone living with you recelved Temporary Assistance to Needy Families (TANF) g @

atany time since August 5, 19972 (ifyes, please provide information below.)
Name of the persen receiving benefits: Relstionship 1o you,
City: County: ___ States ___

2. Have you or has anyone living with you received Food Stamps (SNAP) at any time during the past 15 months? @) @
(3f yes, pleane provide information below.)

Nams of the pepson receiving benafits: - Relationship to you,
City: County: State: _____

3. Have you received Supplemental Security Income {SSI) at any time within the past 3 months? O O]
Ploass note, this is not the same as Social Security bensfits (S8) or Social Security Digability (SSDI) benefits,
“Yvou checked yes please provide a copy of vour 881 decumestaiion,

4, Hmyonmeelvedanytypeofvncaﬂonﬂnhabﬂitaﬂnnnrvlceswkbtnthepasttwoym? @) O]
If yes, please indicate which type of agensy you worked with and provide their location informmtion below;
[ Vocational Retubilitation Agency  [J] Dept. of Veterans Affsirs Employment Network (Ticket to Work Program)
Name of Agoncy: ____ Phoned ____
Giy: _____ Coumty: State:
*Y you checked ves please provide o copy of your active Individual Work Plan and Ticket to Plork documentation,

Q
@

S. Areyoua Veteran of the U.S. Military? “{f ves, please provide a copy of your DD-214 and letter of separation,
(If'yes, please provido infonnetion below T'mo, please continug to question ¥6.)

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

Are you entitled to or are you receiving compensation for a service-connected disability?
6. Have you heen unemployed at any time during the Iast 12 months?
1§ yes, dates of unemployment - From: e To:
Did you receive unemployment compensation at any poiut during your unemployment?
If yes, in which state did you receive unemployment comupensation? __

Q 0 QP
@l @ @@

7. Have you been convicted of a felouy or released from prison for g felony conviction In the past 12 months?

Conviction Date; Relongs Date:

Was this & [] Federal or [T State conviction? 1£State - Comnty: ___ States____
T Additionsl Tas Credits _
1EC (Native American); Are you or your spouse & member of a Native Amerfcan Tribe? O @
fyau checked ves please provide a copy of your CDIB card,

CA Residents [L] Are you the child of foster parents? [[] Do you receive CalWorks? [ Workfuroe Investment Act?

Are you a migrent or seasonnl firm worker? D Have you eves been canvicted of a misdemeanor?
SC Residents: || | Do you receive Family Independence Benefits?

PLEASE READ, SIGN, AND DATE:
Under penalties of perjury, 1deciare the tformation above o be trite amd accurate to the best of ny knowledge, and 1 herehy quiorize any agency, organtzation, or

dndividuals to supply such verification or information that gy be needed to determine tax credit aligibility 10 my emplayer, emplayer represayuative (Associated
Consultanis. Inc. dba Retroiax), or the Deportimenr of Labor,

New Eampilayes Stgnatares CAILLIA BN

S2t4cia mesmilion \Sap 16, 2018) Date:

3

Sep 19,2018




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) 1s to be completed, signed, and dated by the new hire only.
Employers or consultants submit this SAF to the State Workforce Agency with IRS Form 8850 or if filed
separately, with ETA Form 9061 (or ETA Form 9062) for each certffication request filed for the new target
qaroup.

Under penalties of perjury, 1 declare that this information is true and correct to the best of my
knowledge,

New Hire's Signature: %ngﬂ Date_Sep 19,2018

New Hire Name: carmeecia memillan

Social Security Number; 43sasoaos
Employer Name:

Please check the statements below if they apply to you.

L1 1 declare that | was in a period of unemployment that is at least 27
‘consecutive weeks and for all or part of that period | recetved unemployment
compensation,

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

(Enter start date)
Privacy Act Nofice: : .
The Intemal Revanue Code of 1888, Sacllon 61, 2s amended and fls enaciing legislation, PL. 104-18&spedryﬁmﬁm8tameﬁumAgendasmma
"designated® agencies responsibie for administesing the WOTG cerfication procedures of s program. Theinformation you have this

Persons are nol reguimd to respand tohis colisstion of nformation unless itdispiays & cumenty valid OM B control number, Raspendenis'abigation b
complete this form is required to.obiain or velain banefits (P.L. 1115). Public teporiing bunden is esfimated (o average 16 minutes per response, including the
Tme for reviewing insiruciions, saarohing exiating data sounes, mnmmd-mmmmmmummmmng and revieving tha collection of
Informetion. Send comments reganding this burden estimate to the U.S. Department of Labor, Division of Nationa) Programs Tools Technlca! Assistance,
Room C-4510, Wasfiington, D.C. 20210 (Paperwork Retuction Projsct 1208-0871), Please donotsubmit complatet! forms 1o fhis address,

117-

ETA Form 8178 (Rev. November 2018)



DRUG AND ALCOHOL
TESTING CONSENT FORM

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

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 agtion, including my termination from employment with ESSG, 1
understand that this policy in any form, and any employee handbook including this
policy, are not a unilateral employment contract or offer thereof. .

3. | 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, bresth, 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 sample provided by me. | further voluntarily consent to the |aboratory’s
di?closure to ESSG of the results of my drug and/or alcohol test and other Information
related to the test.

CAPHBLIa MEhian

earmuecia memflian (Sep 29, 2018}

Individual's Name
Sep 19,2018
Qate

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10
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Enhanced MEC_Plan 1 =SNG

Tl R AT T,
Banedlis Enroliment Form New Emaicyes Rehire Rehire Date A LN
Employes iniormatio SRR R
Nams (First and Last
Address City 1Tum T Code
| Gander D Wale | MaritalStatus | | Single | Bate of Birth | Date of Hire
[] Female ED Married Divorzad |
Phane Number: | Emuil Address:

|Please Seject Desired Coverage:

]:D] Employee Only - Em;;lggzeﬁ;ﬁg:zse - [J]Enployee+Childfren) - Famity -

$24.00/Week $38.00/\Week $63.00Meek

‘smwsﬂnmy# i!arrmm Smx Relatiemship !
: Hale ﬁ'museD ualﬂu '
L T o all j Fawls DimesticBartaer
Soola) Seourtly% | B pate | Sax | Relaticoship
' | D Melo Sporse D ﬁhﬁ'\iD
FETSt Nama XN LestNama [[] Femas | [] Domestic Partnee
Depgnaent AR h ~ i 4R :
Social Seour'ly# SirthDale | Bax Relarionship
NG L] spewe s L]

DRomes!ic Fartuvr

EFF DATR
BFF, DATE

BFF, DATE
Smaviogen hlingietpement 208 Apiharisaiior - 1 horaby apply for the sroup bensfitls) as Indicated, | acknowledpe thatall entrles are true and complete and that

any misstetaments or fallure to report information may ba used as tha busis for cancelinfion of coverage for me and my ciependant(s), if any, from the original
sffective date, Further, ! authorize my empiayer to make the nevessary payroll dedustion of pramiums for coverages | have efentad,

IF ENROLLING - YOU MUST SIGN HERE

Employse Signaturm pate  Sep 19,2018

EURLLNEES CECUINING lam §ECLENIEG gcoverage
lunderstund that  andlor my dapendents, ifany, walve any coverage and destm to participite inthe plan ata later date. liwe may be considered a late enyoilee and
must meat the requirements definatt in the Cestificate of Coverage for tha company’s mediea! or tiental plans, If 1 decling anroliment for myself or my dependants
{incimding my spouse) heoauss of ather coverags, I may, in futum be ablato enrll myssifor my dopandepta in this plan, provided ) request enrafimeant within 34
days after the other covarage ends. [n eddition, i 2 now depondant relationstip forms as a result of marriage, birth, adoption, placement for adaption of parting suRt
ofadoption, | mey be able 1o eprall myself or my dependant, provited ] mguest envellment within 84 days nf the avent, .

IF DECLINING- YOU MUST SIGN HERE

Employes Signature canmeacta memiitan {52p 18, 2013) Dot Sep 19,2018

Employer 8olufions Staffing Group Health Benefits Team
PO Box 48270
Minneagolis, N 55344
Phone: ©52-767-8519 Fax: 952-767-8516
Emall; Health@employersslufionsgroup com



Fixed Indemmity Medical Benefits Plan 2

VE.... HTI0TR6GA OFKCEUSECMY  LOCAMON__ o e e e

e o vmm | ons mavs aar g

ENROLLMENT FORM ZSC TUIUNAC-VING P1 v78.2

I PRINT USING BLACK or BLUE INK (iugt Be Fled )
g 2o pdal " Horae Phor < =1
Name Sodal Sscuriy # mOrNe Fhere »@D;}ﬂ -.:D

Adaress AnT, #
City Simte Zip Dste o Sirth
& i

T a— - - E— R

R st S NP ENTE KECEIVE L B @qu'\o‘ewk*mmm e
mealih Insuranze Claim Nun Madicare Efferrive Data

Medicars

" Nemz of Coverer Person gl
1. 2.

o

: L BENED RO a8 Ao ki Ao Payrol Peducted Weekly Rates
You MUST select 2 coverage Jeval before any benafis in Sestion £, Your covarags feved for the all bemefits in Secsion £ will be
identical. The Fixed Indermnity Madice! Pan, Derml Plan, Term Lia Pler, an Shor-Term Disability plars are undarvirsien by 8CS
Insurance Company, The Vision plan is undarer ten by Companina Lie Insurancs Campany,

1

FIXED INDEMNITY | o= SHORT-TERM
SELECT COVERAGELEVEL ~ = D2 MMT | penman | wision TERMLIFE | PORTERM

EmpioyeeOny OF | s2025 | seqz s242 B 5040 L. sa20 [t

FAl

Empicyes =1 O] | $41.10 | $12.34 $4.92 $0.90
Employee + Family $54.88 . $20.36 £6.58 $1.80
MO0 AL Berefis OF | Olves Tlne | Olves Olne | Olves Ole Oves Olno | Olves Do

"This coverage is not availskie 8o residents of N, =, 0r PR. 2 STD is net avellabls 1o eersons whowork in CA, =), NJ, NY, o R,

For Term Life / Accidental Death & Dismembermen, please write in your benefidary information, Accidental Death &
Dismembermant is part of the Term Life Beriefit.,

Name Relatiarship

SHT e R e i e = T Bt e 0 B e 4 (o S S (L e it s - g e ———

e TR oy s e —r R 4 s

Nems Sccial Securiy # Dete of Birth Sex Re?a‘:?o‘«shib
Child

A D[E-Dﬂ:ﬂs;:wse

_D Domestic Partner

Name Sociel Security# Date of Birth  Sax lationshin

£ 18 Spousel ] Child [JDomestic Pater
Neme Social Security #  Date of Birth_Sex, Relatlonship

i D ﬂ]’a‘pmuse ﬁ Chile DDomas'ﬁc Partnar
Name Sovigl Security ¥ Date of Birth  Sax Reletionship

4 []Q Spouse D’Chﬂd Demestic Parinar

S TR ST R YOU ST SIGN AN DATE, EVEN I YOU BECLINE COVERAGE
i have read the benafit packstand understand its {imitations. | understand that ooen emroliment is only available for

& limsted time and | understand that makin g no benediz selection is a decliretion of coverage,
oare SRR L Dsonaure AMCLLmmly

s

*This Plan DOES NOT Alleviate the Individual Mandate Pen alty*

Thig is an Essenva) SafCARE Enrolimant Ferm.,



