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employer solutions staffing group.

New Hire Application

Personal Data~ PLEASE PRINT LEGIBLY IN INK

PO Box 46270

Minneapolls, MN 55344-9856

Tel: 952.835.1288

Middle Initial 2

Last Name San First Name s
Street Address 7548 lee ave north
City/State/Zip _Brooklyn park mn 55443

Phone Number 6124075802

Aptiste D

Bocial Security Last Four YXX-XX- 4218

Emall Address clossherman@gmail.com @

Staffing Agency/Recruitment Partner Zhil

Are you legally authorized to work In the United States of America? @IYES (CINO

Carlos sherman

Appiicant Cartification and Authorization

| authorize Employer Solutions Staffing Group (ESSG) to use the information and statements contained in this application to determine my
qualifications for employment. | authorize ESSG to maks inquides of my former employers,
regarding my previous duties, responsibiiities, performancs, compensation and eligibiity for rehire.

i understandmétammahemhahadgmnndchadcmybamnduchdbdshmmamyammmrmwmdlamaofESSG.
This may include but is not limfted 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. '

| release ESSG and ather persons or entiies from any claims that might be based on ESSG's denision to conduct a background check.
| cerfify that all statements made in my applination are frue and accurate and that | have not amitted any material information or provided
false or misleading iformation. | understand that any material omission or mismepresentation will result in my disqualifination from
consideration for employment or, if discovered afler | begin employment, will result in my terminetion.

If hired, 1 egree to abide by the policies-and procedures of ESSG.

Carlos sherman (Mar 13, 2018)

except as indicated in this application,

Mar 13,2018

Name (Print or typa)

Applicanf’s Signature

Date

A copy or facsimile {"fax™) will ba conslderad the same as an original signature, Emall will ONLY ba used for employment correspohdencs

For ESSG Office Use Only
DOH NHW -8 8860 W4
Emergency Contactinfo | Background Release Form Bagkground Results Unomploymant Letter ESC Application
{If applicabls)
For ESSG Client Use
DOH ROP Work Site Los. WG Code
BSSG- CMG-CO _ Rev. 0412017



Form W4 (2017) Srenas an Gr 00 S > upelemertal wegee PO o, ek o iret o e,

instructiona, arent consider making estimated using Form
Pupose. Complsts Parm W-4 so that your E‘sealw . mm 1“0'59-5“‘“%‘”1' “"Mm"‘im‘m
o
employer can wilnhoid tha cameet federal income woriahesta on page 2 further adust your W% mmm % you should
mﬂg:gmwcom anew Form withholding allowances based adlust ur wilhholding an Form We or WedP
W-4 cmgmdwhenyow or financlal mmmmmmwmm O
situgtion or two-eamara/multiple jobs ‘l\vnmswm b”m‘x’eﬂmam
from withho! Complste all warkshesats that apply. Howavar, working
Complats Gnby e 1. 2.5".3." d;n% may ciaim fewer (or mmmﬂﬂm a%“mmw&%m
form to i, Your W wnhholdlngm ba baged on alipwances W4, Your usually will be moat eccurate
i) 15.29;&89&% , Tax 9 youolamedd may not be a fiat emount or when all aliowances sre olaimed an the Farm W-4
paoaTg zaro allowancas are
claim di Mdoihnuse!mld. 5 oan alaim head
ml&%m&‘m‘masa ependent i Gm:ll;%"yn& . :ﬁmdonthagg%s:?;hmtwdmw
Tl N Your Tisl Inpoma cxpuice $1.06%0 L oo 1382, Supplemental Form W-4 Isuctions ar
example, interest and Nmmmmmmm:g;:‘m
e Ly e Sl S cistn aﬂeu.ussmsosmeem youars
& dopendent, the hweha?&a toyour aaad tax
« |3 gge 68 or okder,
{3 blind, or %ﬂs anyfmum
ledalmaqluamams ingome; tax credits; m
2 MquS.onhlsorharmmm ¥
Personal owanoes 0 foryourmcords)
Enter “1” foryourself fnoone elsecanclhaimyouasadependent. . . . . . . . . . . « . .« . . . . A

Enter *1° if: { » You'ra marriad, have anly one job, and your spouse doesn't work; or

* Your wages from a second job or your apouse’s wages (or the total of both) are $1,500 or less.
Emaf“‘l“furyouupomam.yuumayohoosetoemer“-.o-'ityouaramarrladandhavaemawondngspnuseormm
than one job. (Entering *-0-* may help you avold having too fittletaxwithheld) . . . . , . . , . « 4« .. ©
Enter number of depsndants (other than your spouse or yourssif) you will clalm on yourtaxretumn . . . . . o o [
Ermr“1"lfyouwmfﬂeashaadofhouseholdonyowtaxmn(saecondlﬂonaunderﬂeadol'huuseholdabove) .. E
Enter “1” if you have at least $2,000 of child or dependent care axpenses for whichyouplantocleimaoredit . . . F
(Note: Do not include child support payments. See Pub. 503, Child and Dependent Cara Expanses, for detalls,)
Child Tax Credit (inoluding additional child tax credit), See Pub. 872, Child Tax Credit, for more informsation.
* If your total income will be less than $70,000 ($100,000 if married), enter 2" for each efigible child; then less “1” if you
have two to four eligible childron or less *2” if you have five or more eligible children.
» If your total incame will e between $70,000 and $84,000 (100,000 and $119,000 if married), enter “1° for each eligblechild. @

Add Bines A through G and enter total here, (Note: This may be different from the number of exemptions you claim on your tax retumy) » H
off lan to itemize or claim %o income and want to reduce withholding, see the Deductions
For ooy, (S Reemars WO Ty o
complete ail 0lfyauaresingll]aznsdhaveQ&eﬂ%gn&'ggg;rmmﬂed;‘ndwumdwwmewm&tﬁwmmbh?d
Wf““mfs obs excaed married), sea the Two-Earnera/M -] o on page
that apply. d having too Iittle tax
oﬂmdﬁaabmmappmmphmmmmammhermllmHonllneSofFonnw-aibelow.

» You're single and have only one job; or ]

Soparate here and give Form W-4 1o your empioyer. Kesp the top part for your reconds.
Employee’s Withholding Allowance Certificate

» Whether you are entitied to claim a certain number of allowances or examption from withholding is
subject to review by the IRS. Your amployer may ha required fo send a copy of this form to the 1RS.

OMB No. 1645-0074

2017

1 Last name 2 Yaursocial
Carlos Sherman 288704218
Home address (number and streat or rural route) o] Single @) Maniss Q1 Manied, but withhold at higher Singla rete,
7548 lee ave north D Hote: f married, but lagally separatsd, or spouse is & nonresidsnt alien, check the "Singis” bas,
Gity or town, stais, and ZIP Goe 4 Hyour last name differs from that shown on your social secinity card,
Brooklyn park mn 55443 check here, You must call 1-800-772-1216 for a replacement card, ™[]

5
8
7

Total number of allowarices you are olaiming {from line H abova or from the applicable workshestanpage2) |8 | 3
Additional amount, if any, you want withheld fromeachpaycheck . . . . c 0 0 0 © 0 o 8% 0
1 claim exemption from withholding for 2017, and | certify that | meet both of the foﬂowlng conditions for exemption. |
® |.ast year | had a right to a refund of all federal incoms tax withheld beoause | had no tax liablity, and

* This year | expest a refund of all federal Incomne tax withheld because | expect to have notax llal
it you mest both conditions, wite *Exempt”hers. . . . . . 0 0 0 o o ol> 10

Tnder penalties of penjury, 1dmmmmlmmmlmdmbusmnmandmmebmdmyknmgeaudbew R Is true, carreot, and compiete.

signature AT - S,
(Emmgl m 18 not valid unless you sign It.) werlossherman (Mer13, 2018) Date » Mar 13, 2018

8

Employer's name and adress (Employer: Compiste {ines 8 and 10 only it sending to the IRS)} | 9 Office code foplional} | 10 Employer ideniification number (EIN)

For Privacy Act and Paparwork Reduction Act Notice, see page 2. Cat. Na, 102200 Fonuw-ll(eom



Form W-4 (2017)

D and Waorksh

1

o> 0

BB N

-

NmUmﬁwamWﬂmprWdﬁMomm&hWMmaﬂmmmm

mmmdmmrmmmmmmmmmmm contributions, etate
and looal taxes, madical expenses ih excess of 1036 of your income, and miscellancous deductions, For 2017, ywmayhmtom

mwmmnmmhmmammmmmmmamammmwmmw
nwmhaadurmad;m1mnmmmmanmmwammwmmwmamum
marnied fling separately. Ses Pub, 605 for dstals o o o 0 o .

$12.7001fmarrladﬂllng]nhtﬂyorquaﬁfylng w?daw(ar)
$8,350 if head of housshold 50 g6 o o0 e

$6,360 if single or married filing separately
Subtract line 2 from line 1. if zero or less, enter *-0-" . . o .
Entatme@mateofyomzoﬂad]ummmmcomaandanyaddﬂtmmmdeducﬁon(aaePub.SDE)
Add lines 8 and 4 and enter the total, (include any amount for credits from the Converting Credits {o
Withholding Allowancss for 2017 Form W~4 warkshestinPub.506). . . . . . « . . . . .
Enter an estimate of your 2017 nonwage incoms (such as dividendsorinterest) . . . . . . . .
Subtract iine 6 from fine §. if zevo or lass, enter 0" >, . . . 0 8 aror o7 b o ©
Dlvldetheamoqunune7by$4.0SDandentermemulthera.Dmpanyfracuon - RN
Enter the number from the Personal Allowances Worksheet, fineH,page1 . . . . .
AddWmBWSmdentarﬁetulalhue.lfyouplantomthsMEamemIMulﬁpleJohswmmet.
also entsr this total on line 1 balow, Otherwise, stop here and enter this total on Foarm W-4, line 5, page 1

-

S O

T (

L-IE - IR ]

10

(-]

D

€5

1
2

OO0 s

Notas: Use this workshest only If the instructions undler line H on pags 1 direct you here.

Note: if line 1 is less than line 2, enter

Two-Earers/Multiple Jobs Worksheet (See Two eamers or muitiple Jobs on page 1.)

Enter the number from line H, page 1 {or from line 10 above i you used the Dedustions and Adjustments Workshest)
Find the number In Table { below that applies to the LOWEST paying job and enter it hers. Howavaer, if
youaremardadﬂltngjaiutlyandwagesfmm the hlghestpaymg]obaresas.oou orless.dondentermore
i line 1 tsmmmanorequaltounaz.wwadnne2ﬁomnne1 Emarthereaulthsre(ifzaro.m
*-0-") and on Form W-4, iine &, page 1. Do not use the restof thiswarkshest . . . . . . .
*-0-" on Fonm W-4, line §, page 1. complmllnesumoughsmlowto
figure the additional withholding amount necessary to avald a year-snd tax bill.
Enter the number fromline2 of thisworkshest: . . . . . . . . . . 4
Enter the numberfrom ine 1 ofthisworkshest . . . . . . . . . . 5
SubtractineSfromiined . . . o g o . °o o o o
Findﬂweamoumtn'l'ablazbelowmatappllestomel-lleﬂESTpaymgiobandamtthm 5 0 o @
Multiply ine 7 by line 6 and enter the result here. This Is the additional annual withhoiding needed . ,
Divide line 8 by the number of pay perlods remalning in 2017, For exampls, divide by 25 if you are paid every two
weeks and you complste this form on a date in January when there ara 26 pay periods remalning in 2017. Enter
the result hers and on Farm W-4, line 8, page 1. This is the additional amount to bs withheld from each payoheck

1

LA -]

| l"l

9 $

Tabie 1

Table 2

Married Flling Jointly All Othera

Married Fillng Jointly All Others

1f wages from LOWEST | Enteran
paying job am~— {ine 2 above

i wages from LOWEST | Enteron
paying job are~ fine 2 abave

# wages from HIGHEST
paying job are—

Enteron

i wages from HIGHEST
fine 7 above

paying job are—-

30 o 57.000
7001 - 14,000
14,001 ~ 22,000
22,001 - 27,000
27,001 - 85,000
35,001 - 44,000
44,001 - 55,000
§6,001 - 65,000
65,001 - 75,000
75,001 - 80,000
80,001 - 85,000 10
85,001 - 115,000 11
115,001 - 180,000 - 12
130,001 - 140,000 13
140,001 - 150,000 14

$0 - 88,000
8081 - 18000
18,001 - 28,000
20,001 - 84,000
84,001 - 44,000
4400 - 70,000
70001 - 86,000
85,001 -~ 110,000

110,001 -~ 125,000
125,001 - 140,000
140,001 and over

DENPNAWLGN-2O
DVENRNALANAD

C—

150,001 and over 15

$0 - $38,000
88,001 - 85,000
85,001 - 185,000
185,001 - 400,000
400,001 and over

$610
1,010
1,180
1,340
1,420
1,800

Privacy Act and Paperwork Reduotion Act Notice, We askfar the infonmation on this form
gamy out the Intemal Revenue laws of the United States, [ntemal Ravenus Cota sections

mmmandﬂmmdumrmlaﬂommmm !npfmﬁdaﬂ:lawwmmcyomemm

mnmdatuudmywrﬂaderalinwmemvmhhuldm %

mmplsteﬂfmmwﬂmﬂthmbmngmdaaampmwho

sllowances; praviding fraudulent information may subject you to

the National Direclory of New Hinea, We may also disclaae this information to other couniries
under atax treaty, o federal and state agancles to enfores federsl nontax criminal laws, orto
fadetal low enforement and intelligence agencies to combmat tamrotism.

You gre not required to provids the information raquested an a form thatis

subject to the Paperwark Reduction Aat uniess the form displays a valid OMB
contral number, Books or records relating to a form or its instructions must be

retained as long as thelr contents may become matesial in the administration of
any intemal Revenus lew, Generally, tex retumns and return information are
confidential, as required by Cods section 61083,

The average time and expenses raquired to compiete and fila this form will vary
daepending on individual ciroumstances, For estimated averages. sea the
Instruations far yaur ingome tex ratum,

Hyou havawggesﬁunsfnrmaldng mlafmnaimplar. we would ba happy to hear
from you, Ses the instructions for your incoma tax



AT oF Revenue W-4MN
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

* Claim more than 10 Minnesota withholding aliowannes

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

* Clalm to be exempt from federal withholding or claim to be exempt fram Minnasota withholding :
Do nat complete this form if you are clalming the same number of Minnesota allowances as federal and the number claimed is 10 or less.

Employae's first name and initial Lest name Emplayes's Sooial Beourity number
Carlos sherman 288704218
Permanent address Winrfia) status (chrak one bax)
7548 lee ave north g e e e ol Ay pom a0
iy State ZIP code Marred
Brooklyn parkmn 55443

Married, but withhold at higher Single rate
Employees: Read Instructions on back, complsts Section 1 OR Seotion 2, sign and give the completed form to your employer.
{Do not complate both Section 1 and Section 2, Completing both sections will make the form invalid,)

I sectlon 1~ Determining Minnesota allowances

Compiste Section 1 if you clalm fewsr Minnesote allswanoes than your federal ellowances, AND/OR if you want additional Min-
nesota withholding deducted eaoh pay period.

3. Total number of faderal allowanass claimed on federal FOm W4 ...coeveneeeens 000E000000G 006000 &h
: 2 Tota! number of Minnesota allowances (line 2 cannot be mare than line 1) ......... 5000000008 0000 3 e L
3 Additional Minnesota withholding you want deducted each pay periot .. cuveevucrienccanoccsnsonss 3 S

7277 T Section 2~ Exemption from Minnesota withholding
4 Complete Section 2 if you claim to be exempt from Minnesota income tax withholding (see Section 2 instructions for quafifica-
tions). If applicable, check ane box below to indicate the reason why you befleve you are exempt:
1 meet the requirements and claim exempt from both federal and Minnesota Income tax withholding,

é Even though | did not claim exempt from federal withholding, | cialm exempt from Minnesota withholding because | had no
LR Minnesota Income tax fabifity last year, | received a refund of all Minnesota income tax withheld, AND | expect to have no Min-
g nesota income tax liabifity this year.

(T3 my spouse Is @ military service member essigned to a miltary location In Minnssota, my domiolle legal residence) Is in another
state, AND | am in Minnesote solely to be with my spouse. My state of domicile is

El | am an American Indian fiving and working on a reservation.
m'l 1am a member of the Minnesota National Guard or an activa duty U.S, military member and claim exempt from Minnesota
i withholding on my military pay.
1 receive a military pension or other military retirement pay s cajculated under Title 10, 1401 through 1414, 1447 through
1455, and 12733 and clalm exempt from Minnesota withholding on this retirement pay.
1 cortify that all informatian provided In Section 1 R Section 2 is correct. | understand there is a $500 penaity for filing a false with-
holding allowance/sxemption certificats,

bt P Mar 13,2018 PRV pions

-
L]

o
Employses: Give the completad form to your employer.

Employers

if you are required to sand a copy of this form to the Dapartment of Revenue (see Instructions), you must enter the employer information below
and mall this form to: Minnesota Revenue, Mall Station 8501, St. Paul, MN 55146-6501, (Incomplete forms are considered invalld.) A $50
panalty may be assassed for aach required Form W-4MN not flled with the department,

'Keep & copy for your records,

. g  Nomeofemploger Fedaral employer ID numbar (FEIN) Minnasota tax ID number

E E Rddrees Ty Stata ZIP code

tpev. 12026 Questions?  Websita: www.revenue,state.mn.us, Emall: withnolding.tex@state.mn.us. Phone: 651-282-9999 or 1-800-657-3504.




" DEPARTMENT
¢ OF REVENUE

Form W-4MN Instructions

Do not complete this form if you are claiming the same number of Minnesota aliowances as federal and the number

claimed Is 10 or less.

Empiloyee Instructions

What's New? .
Beginning with tax year 2016, you may
not bave to pay Minnesota income tax on
your military pension or other military
retirement pay calculated under Title 10,
1401 through 1414, 1447 through 1455,
and 12733. When yon file your Minnesota
individuel income tex return, complete and
file Schedule M1M, Income Additions and
Subtractions, to subtract this income from
your Minnesota taxable income,

If you claim this subtraction, yon may
not claim the credit for past military
service (reported on Schedule M1C, Otfier
Nonrefundablz Credits) which is a credit
available to individuals whose Adjusted
Gross Income (AGI) is less than $37,500.

Should | eompiete Form W-4MN?
*Complete Form W-4MN and provide it to
your employer, if you do any of the follow-
lng:

+ Claim fewer Minnesota allowances than
federal allowances (You may not ciaim
more Minnesota allowances than federal
allowances)

o Claim more than 10 Minnesata allow-
ances

* Request additiona! Minnesota withhold-
ing be deducted each pay period

» Claim to be exempt fram Minnesota
income tax withholding (sse Section 2
instructions)

Before you camplete Form W-4MN, deter-
mine the number of federal withholding
allowances yon are claiming on federal Form
W-4, Then, daterming the number of your
Minnesota withholding allowances.

Cansider completing a new Form W-4MN if

your persanal ar financial situation changes,
1f you have not had sufficient income tax
withheld from your wages, interest and/or
penalty charges may be assessed when you
1ile your individual income tax return,

Your employer roay be required to snbiait
copies of your Form W-4MN to the de-
partment,

Note: You may be subject to a $500 penalty
if'you submit a false Form W-4MN.

Section 1 — Minnesota Allowances
Claim the correct number of allowances, If
you expect to owe more income tax for the
year than will be withheld:

« claim fewer allowances

» request additional Minnesota taxes to be

withheld from your wages (complete line
3)

Section 2 — Minnesota Exemption
Your employer will not withhold Minnesota
taxes from your pay if you are exempt from
withholding. To claim exemption, yon must
meet one of the following requirements:

» You meet the federal requirements; you
claim exempt from federal withholding
an Form W-4; you had no Minnesota
income tax liability in the prior year; yon
recefved a full refond of Minnesota tax
withheld; and yon expect to have no Min-
nesots income tax Rebility for the current
year.

« Youare the sponse of a military member
assigned to duty in Minnesots, you and
your sponge are domiciled in another
state (the same state as one another) and
are present in Minnesots solely to be with
your active duty military member spouse,

» Youarea member of an American Indian
tribe living and working an the reserva-
tion of which you are an enrolled member.

» Your wages are for Minnesota National
Guard (MNG) pay or for active duty US,
military pay, MNG and active duty US,
military members can claim exempt from
Mionesots withbolding on these wages,
even if taxeble federally, For additional
Information, se¢ Income Tax Fact Sheet 5,
Military Personnal,

+ You receive a military pension or other
militesy retirement pay calculated nnder
Title 10, 1401 through 1414, 1447 through
1455, and 12733, If you receive this
income, you may claim exempt from Min-
nesota withholding on this income even if
taxahle federally,

Note: In order to avoid owing tax at the end
of the year, you may not want to claim
exempt if you (and/or your sponse when fil-
ing a joint retarn) expect to have other forms
of income subject to Mirmesota tax.

If yon claim exempt from Minnesota with-
holding, you must provide your employer
with a new Form W-4MN by February 15th
of each year,

If another person can claim you as a depen-
dent on his or her federal tax return, you
cannot claim exempt from Minnesota with-
holding if your annual income exceeds $950
and includes more than $300 of unearned
income.

| Use of Information
| All information on Form W-4MN is
{ private by state law. It cannot be given
| to others withont your consent, except
l 1o the Internal Revenne Service and to
othar states that guarantee the same
privacy. Your nams, address and Social
Security pumber are required for
identification, Information about your
allowances 15 required to determine
your correct tax, We ask for your phone
number so we can call you if we have a
question.

Employer instructions are on the next page.



Employment Eligibility Verification ' USCIS

Department of Homeland Security (Ml: mefs-gw
U.8. Citizenship and Immigration Services Expires 08/31/2019

» START HERE: Read instructions carefully bafore complsting this form. Tha instruotiona must be avallable, elther in paper or elsctronically,
during complation of this ferm, Employers are llable for errors In the complation of this form.

ANTI-DISCRIMINATION NOTICE: It Is fllegal to discriminate against work-authorized individuals. Employers CANNOT specify which
documant{s) an employes may present to establish employment autharization and identity. The refusal to hire or continue fo employ
en individual because the documentation presented has a future expiration date may also constitute fllegal discrimination,

Bection 1. Employee Information and Atlestation (Employees muaf complele and sign Section 1 of Form -9 1o fafer

than the first day of employment, but not beforb acoepting & job offer ),

Last Name {Family Nems) First Name (Given Names) Middls initial Othar Last Names Used (% any)
Sherman Carlos D Na

Address (Street Number and Name) Apl. Number | City or Town State | ZIP Code

7548 lee ave north { Na Brooklyn park Mn 55443

Date of Birth (mm/Add/yyyy) | U.S, Social Securily Number Employea's E-mall Address Employea's Telaphons Numhber

01031974 ﬁﬁﬁmm -[Tﬂ |iClossherman@gmail.com 6124075802

1 am aware that federal law provides for imprisonment and/or fines for false statements or uas of false documents in
connection with the completion of this form.

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

1 1. A citzen of the United States

O} 2. A noncitizen national of the United Statas (See instructians)

Q] 3. A lawiul permanent resident  (Afien Registration Number/USCIS Number}: Na

Q] 4 an allen authorized to work _unih (expiration date, f applicable, mmvadlyyyy:
Same allens may write "N/A" In the expiration date fiald. (See instructions)

Alians authortzed o work must provide only ons of the following document numbers to complate Form 16;: | [ p ancoe-seai
An Alien Reglstration NumberUSCIS Numbsr OR Fonm 1-84 Admission Number OR Foreign Passport Number.

1. Allen Registration NumbenUSCIS Number: Na
OR

2. Form 184 Adrmission Number: Na '
OR

3. Foreign Passport Number: Na
Country of lssuance; Na

Signature of Employse .

Today's Date {m
| L mAdNY Mar 13,2018

Preparer and/or Translator Certification (check one): ;
1 did not use a preparer or translator. A preparer(s) and/or translator(s) assisted the employas in completing Saction 1.
(Fislds below must be completed and signed when preparers-and/or translators assist an employee in completing Sestion 1.)

1attast, under penalty of perjury, that 1 hava assisted In the completion of Section 1 of this Torm and that to the best of my
lmwiledge the information Is tvue and correot.

Signature of Preparer or Translator Today's Date (mm/idd/yyy)
Last Name {Famlily Name) First Name {Given Name)
Address (Street Number and Name) City or Town State  |ziP Code

o M T'Er%ployer Completes Next F;ge; E a

Form1-9 07/19/1T N Page 1 of 3
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E-Verify: Print Case Details - Preview https://e-verify.uscis.gov/web/PrintCaseDetails.aspx?Case VerNum=2,

EVerify

SENSITIVE BUT UNCLASSIFIED

Case Verification Number: 2018072154843EV
Report Prepared: 03/13/2018

Company Information

Company ID: 47429 Company Name: Employer Solutions Staffing Group
Employes Information

Last Name: Sherman First Name: Carlos

Date of Birth: 01/03/1974 Social Sacurity Number: *** ** 4218

Hire Date: 03/14/2018 Citizenship Status: A citizen of the United States

Document Information

List B Document: Driver's license or ID card Issued by a U.S. state or  List C Document: Social Security Card

outlying possession
Document Name: ID card Document State: Minnesota
Driver's License or ID Card Number: Document Expiration Date; 01/03/2022

Casse Status Information

Current Case Result: Employment Authorized Employer Case ID:
Case Submitted On: 03/13/2018 Case Submitted By: ZZEP3284
SENSITIVE BUT UNCLASSIFIED

1ofl 3/13/2018, 2:49 PN



Emplqyment Eligibility Verification

Departmnent of Homeland Security
U.S. Citizenship and Immigration Services

e e
1 3, Employer of Autherized Representaiive Review and vermafien

: vized ropmsehtatiys muat end sign Ssotion 2 Withi'3 blisiness days of the smployss's Brsf day of smployiiiont. Yoy
u;tpbyslcaﬂyéxanfnea%edasummﬁémmnﬁkauombma:'gnofunedoq:@engh%mumaafvdmadoggn’?ht&amwcésasfadonm'L&s

USCIS

Form I-9
OMB No. 1615-0047
Expires 0873172019

Jo YT Sk
[
Employee Info from Section 1 Last Name (Family Narme) First Name (Given Name) | M.). | Cizenship/immigration Status
List A OR List B AND =Y
dentity and Employment Autharization Identity Employment Auth fon

= =Tkl D TREREL Sepuiiuled

T8suing Autharity Aufhnﬁly
el . %o\ﬁ AL m\%ec—un-lru#
Pooument Nu ent Number
" U210 Dgs ozuplo ‘E 20 ~U DLy
Expiration Date (if any)(mm/ddfyyyy) - | Expiration Date (f any){mm/ddiyyyy) T ﬁets {it any)(mm/ddlyyyy)
D03 - D> Y
Document Title . )
Tesuing Authorfty ‘Addifional Information LA SR
' Document Number
| Expiration Date (# any){mm/ddyyy)
Dogument Title
issuing Authority
 Dooument Number
| Expiration Date (7 any){mmiddlyyyy)

Certification: | attest, undar panalty of peljur,v, that (1) | have examined the document(s) presented by the abave-namad employes,
{2) the above-listed document{s) appear to bs genuine and to ralate to the employee named, and (3) to the best of my knowledge the

employee is authorized to work in the United States,

day of employment (mm/dd/fyyyy): (See Instructions for examptions)

7 Sl -

mployer or Authorized Representative

A GNAL

Last Nama of Empl 3 rAubnrlzsd Representstive | First Nage ETloyar or Authorized Representafive | Employer's Business or Organization Name
2 I N 4

Employsr's Business or Organization Address (Strest Number and Nante) | City or Town

Isme ZIP Code

apalicable) T a7

.J

3. Re verﬁaaﬁon and Rehires (To Be sméplptsd gpq efgnedty pmpw aytfiarized rep}asentadvs e
% Neb:bame i . 18 Bate O Relip 7 USSR
Last Name {FamIIyName) First Name {leen Name) Middle Inlﬁal Date {mm/ddiyyyy)

Documeant Number

| attast, under penalty of perjury, that to the bast of my knowledga, this employee is authorized to work in the United States, and if
the amployes presanted dooument(s), the document{s) | have examined appear to be genuina and to relate to the individual.

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

FormI-9 07/17/17 N



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/or Orange Tree Employment Screening; (c)
BGC and/or Orange Tree Employment Screening to provide Employer Solutions Staffing Group, LLC one
or more reports based on that information; and (d) Employer Solutions Staffing Group, LLC ("ESSG®) to
share those reports with others for legitimate business purposes related to your employment. BGC
and/or Orange Tree Employment Screening may investigate your education, work history, professional
licenses and credentials, references, address history, social 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 origi-
nal. You make this authorization to be valid for as long as you are an employee of ESSG.

The Consumer Financlal Protection Bureau’s “Summary of Your Rights under the Falr Credit Reporting
Act” s 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.

Pmd information: Please print the information requested helow to identify yourself for BGC.

Printed name: Carlos D Sherman

First Middle (O Last

none)

Other names used:
Current county of residence:
Current and former addresses:

current 7548 lee ave north Brooklyn park mn 55443
from Mo/Yr to Mof/Yr Street City, State & Zip
from Mo/Yr to Mo/Yr Street City, State & Zip
from Mo/Yr to Mo/¥r Street City, State & Zip

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

01031974 288704218

Date of birth Social security number
D514085034010 288704218

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 reguest
a copy of the report by checking this box:

Cerios slierman {Mar 18, 2013) Mal' 13, 2018
Signature Date




Para igformacidn en espafiol, visite www.consumerfinance.gov/learamore o estribe a la Consumer Finsmiol Protection Bureay, 17006
Street N.W,, Washington, DC 20552, 2

A SUMMARY OF YOUR RIGHTS UNDER THE FASR CREDIT REPORTING ACT
methMRWM(m)mmmmmﬁlmmmﬂpﬂ\ncydmfonnaﬂmmheﬂlesofcomarrepma
ggencies, There are many types of consumsr reparting agencles, including credit bureaus and speciaity sgencies {such as agencies that sall in-
formation about check writing histories, medical records, and renta] history records). Hers Is a summary of your msjor rights under the FCRA.
For more information, including information about additional rights, go to www.consumerfinance gov/les e or write to: Consumer Fi-
nantisl Protection Bureau, 1700 G Street N.W., Washington, DC 20552,

® Youmust ha told if information in your file has bean used agalnst yon, Anyone who uses a credit report or another typa of consumer re-
portto deny your application for crat®, insurance, or employment ~or to take another adverse action against yon — must tell you, and must
give you the name, atldress, and phona number of tha agency that provided the information.

° Youhaveﬂteﬁghtwlnwwwhstkluyowﬂe.?oumyrequestandohtalnanthalnfomaﬁonahautyoulnmeﬂlasofammnerrepurt-
ing agency (your “Tile disclosure®). You will be required to provide proper identification, which mey include your Social Security number. in
many cases, the disclosure will be free, You are entitled to a free file disclosure i
® & parson has taken adverse action against you bacause of information In your credit raport;

» you are the victim of Identity theft and place a fraud alert in your file;

o your file contains inaccurate information as a result of frautl;

& you are on public assistance;

» you are unemployed but expact to apply for employment within 60 days.

In addition, all consumers ara entitied to one frez discinsure evary 12 months upon request fram each nationwide credit huresu and from na-

tlonwkie speclalty consumer reporting agancles, See www.consumetfim

¢ You huve the right to ask for a credR score. Cradit scores are numerical summaries of your credit-worthiness based on information from
credit buraaus. You may request a credit scare from consumer reporting agencies that creste scores or dlistribute scores used in residential
renl property loans, but you will iave to pay for it. in sams mortgage transactions, you will recelve credit score infarmation for free from the
mortgage lender.

» 'Ioummmhmmmhtewlmmmmlfyauldanﬂfylnfmmaﬁonlnyomﬂleﬁmlslnmmplatenrmmm
an reportRtoﬂlaconsumarreporﬂngasancy,measanu/mustlnvasﬂsataunlessyourdlsputelsfdvnlaus.Seem,gu_n_ng;
rfinance.gov/learnmprs for an explanation of dispute procedures,

. mrﬁauwaaurﬁnamﬁumutwmﬂmdﬂaummhumﬂm«marﬁabbhfnm {naccurate, incomplete or unver
ffiable information must be removed or corrected, usunfly within 80 days. However, a consumer reporting agency may continue 1o report
Information it has verified as accurats,

© Consumer reporting ageancias may not report cuttiated negative Information, In mast cases, A consumer reparting agency may nat report
negative Information that is more than seven years old, or bankruptcies that are more than 10 years old,

® Access to your ila is limited. A consumer reporting agency may provide information about you only to people with a valid need ~ usually to
consider anapplication with a creditor, Insurer, employer, fandlord, or other business, The FCRA specifies those with a valid need for access,

* You must give your consent for reports to be provided to employess. A consumer reporting agency may not giva out information about you
ta your employer, ora pgtential employer, withaut your written consant given to the employer, Written consent generally is not required in
the trucking industry. For more information, g0 to www.consumerfinance.gov/leammore

s Youmay limk "prescraened” offars of credit and insurance you get based on Information In your credit report. Unsolicitad “prescreened”
affers for credit and insurance must include a toll-free phone number you can call if you choose to remove your name and address from the
lists thase offers are based on, You may opt-out with the nationwite credit bureaus at 1-888.567-8588, .

s Youmay seek dzmages from violators. if a consumer reporiing agency, or, in some cases, a user of consumer reports or a furnisher of infor-
mation to a consumer reporting agency violates the FCRA, you may he able to sue in state or federa! court.

* ldentity theft victims and active duty military personnal have additional sights. For more Information, visit www.consum-
erfinance.gov/learnmore,

BICE.H

Stutes may eaforce the FCRA, and muny states have their awn consumer reporting laws. In some cases, you may hove more rights under
state law. For more information, contact your state or loral consumer protection agency or your state Attomey General, For information
about your federal rights, contact;

TYPE OF BUSINESS: CONTACT:
1.2, Banks, savings assoclations, and credit unions with total assets | a. Bureau of Consumer Financial Protection
of over $10 billlon and thelr affiliates. 1700 G Street NW

Washingten, DC 20552
b. Such affillates that are not banks, savings assoclations, orcredit | b, Federa) Trade Commission: Consumer Response Center —FCRA

unlons also should list, in addition to the Bureaw: Washington, DC 20580
{877) 882-4357
2. Tothe extent not included in item 1 above:
a, National banks, federal savings associations, and federal a, Office of the Comptroller of the Qurrency
branches and federal agencies of foreign banks Customer Assistance Group

1301 MeKinney Street, Suite 3450



EMERGENCY CONTACT INFORMATION

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

Employee Name: Carlos sherman

Address: _3

Mpls, mn 55443

Home Phone: 6124075802

B e e e B o
. Mlesse ifst o people (n priarty order) who ¢ould be contected in.case qfan emergency
Contact #1 Home Phone: 6128761229
Name: Melissa sherman Cell Phone:
Relationship: Wifel Work Phone:

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

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

of an emergency:

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




employer solutions staffing group..
Direct Deposit/Payroll Debit Card Authorization
Bmployees havetheopuonofmelvlngwagesbymrect Depoaitnud/or Payroll Debit Card.
do provide & written election, es will be ayroll Debit Card,

5. il (-1 S1E I\ ReATINIGn

E“"”mm Carlos sherman SSN# (ast4 dighs) 588704218

SEGHON 72 SN RO [0 GO

©)| Direct Deposit (Ploase complete Sections 3 and 5 below)

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

1 understand and acknowledge that i1 do not provide 2
voided check with this direct deposit form, I am
responsible for any delsys in payroll or extrs costs
incurred if the account number that 1 provide is incorrect.

Initial Date

*  To belp us avoid making an exror, please attach a copy of a voided check. (a deposit slip will not work)
*  Ifyon change banks, do not closs your old bank account until your direct deposit has sterted at the new bank, which may teke 2 pay periods.

O RN R o N IO (N Y I

Federal law requires all financial institotions to obtain, verify, and record information that identifies each person who opens an accouut, In order to
tequeﬂal’ay:ullDeanmdfnryon,wemnﬂmﬂdeaﬂofﬂmﬁnuwhgmﬁomnﬂmthnwmmabkﬁuﬁnmdﬂlnsﬁmﬂuatoxdanﬁfyyon.lf
you do not submit a Divect Deposit/Payroll Debit Card Aunthorization, ESSG will provide the necessary information and issue you a Payroll Debit
Card to pay your wages. For your protection, the financial institution may ask you to provide them additional identification information so they can
verify your identity.

Exoept for the routing and acconnt numbsr, 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 Payroll Debit Card, and a packst containing all of the terms and conditions. You will
then sign acknowledging that you received the Payroll Debit Card and packet, Your Payroll Debit Card will be reloaded on each payday yon receive
wages. :

CARDHOLDER INFORMATION (es you want your Payroll Debit Card to be issued)

| FirtName Cqriog ML p LastName gharman Date of Birth 0031974
Strest Address (FOBOXNOTACCEFTASLE) 7544 |a@ ave north Soatal Serutityd

€% Brookiyn park SBis v | 2P 5gggn Cell Phono (makll) g1 46,7580
RECEIPT OF PAYROLL DEBIT CARD (to be comploted when you piok up your Payroll Debit Card)

Payroll Debit Card Routing # Payroll Debit Card Acconut #

Thave received my Payroil Debit Card, welcome brochnrs, program fees, program texms, conditions, and disclosures, By activating my Payroll Debit Caxd,

1 am agreeing to the program terms, conditions, and disclosures that are included or made availshle to me from time to time from the financial institution, 1
|authorize the financial institution to debit my Payroll Debit Card account for the fiees described in the fee schedule that is part ofthe program terms,
conditions, and disclosures.

ate: 03132018

Lo
Employea’s Signature: Carlny sherman {Mar 13, 2018)
{ S S RO RS 7k RS
1 authorize BSSG fo directly deposit wy periodic wages/compensation payments, net of required tax withholdings, other requived withholdings
or euthorized deductions, into my account(s) as designated above and to inltiste, if necessary, debit entries and adjustmentsfor eny oredit entries
mads ia emor 1o my asconnt(s). * E-mail is required for pay stub information,

clossherman@gmail.com

@
this information will only be used to send your paystabs electronically

L
Employee's Signature; _Ezdu hemman tizers, 2004 Date:

“E-mails

Mar 13,2018




employer solutions staffing gréw:»uc

STATEMENT OF CONFIDENTIALITY
This agreement made this_14 day of M{A A 201_@ between

Employer Solutions Staffing Group LLC, hereinafier 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 fo pay to the employer the sum of $10,000 as liquidated
damages for every such violation; provided, however, that the payment of such
amount as liquidated damages shall not be construed as a release or waiver by
the employer of the right to prevent any such violation in equity or otherwise.

Carios sherman {Mar 13, 2018)

Employee Signature

Employer Solutions Staffing Group LLC, Representative



LA
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employer solutions ng group..
INJURY MANAGEMENT PROGRAM

Injured Worker’s Responsibilities

As your employer, we are concemned about your full recovery. Reasonable and
necessary medical care will be pald 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. §221.0430, 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 imitations, 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 fo 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.

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

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

s b~ S
Signed: Carlos sherman (Mar 13,2016)

Srinted Nameas Carlos sherman

e



employer solutions staffing group..

Important/importante

LOST OR STOLEN PAYCHECKS

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

If your paycheck was stolen, you must first file a police report before we can re-
issue the check. Once you have done 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 nofificar a su reclutador de personal que el cheque no
se puede encontrar. Si se puede verificar gue 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 el cheque. Una vez hecho esto, usted
debe proporclonar una copia de la denuncia a su reclutador de personal que el
cheque fue robado. Si el cheque no ha sido cobrado y si la pérdida del cheque
no fue su culpa, ESSG emitira un nuevo cheque y no hay cuota se deducira.

AGREED/SE ACUERDA—

Name/Nombre {con letra de molde);  Carlossherman

H m-—————
ﬂg_natureanrma: Canias shesman [War 13, 2018)




employer solutions staffing group..
ESSG WORKPLACE SAFETY POLICY

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

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

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

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

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

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

ESSG is committed to vigorously enforcing its OSHA Compliance Policy.

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

o Responsibility to work in compliance with OSHA laws and regulations

® Responsibility to use personal protective equipment and clothing as directed
by the host employer

o Responsibility to report workplace hazards and dangers

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

You have the following basic rights:

o Right to refuse unsafe work

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

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



¥ ot i
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employer solutions staffing group..

» Right to request information about safety and health hazards in the
workplace, appropriate precautions to take, and procedures to follow if
involved in an accident or exposed to hazardous substances

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

You can have your name withheld from the host employer and any other entity, by
request, if you sign and file a written complaint. You can request to be advised of
OSHA actions regarding a complaint, and request an informal review of any
decision not to inspect the site or issue a citation. And, you can file a complaint if
you are punished or discriminated against for acting as a “whistleblower” under the
OSH Act or 18 other federal statutes for which OSHA has jurisdiction, or for
refusing to work when faced with imminent danger of death or serious injury and
there is insufficient time for OSHA to inspect. Retaliation or reprisal taken against
anyone who has expressed concern about workplace safety is illegal.

If you believe that your right to a safe workplace has been violated, you can make a
report to a manager of the host worksite employer and/or ESSG (by telephoning
952.885.1288/1.866.496.7678) 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.



employer solutions staffing group..
S R R R R i |

Acknowledgement of Receipt of Workplace Safety Policy

I cextify that I have received a copy of Employer Solutions Staffing Group’s ESSG
WORKPLACE SAFETY POLICY. I understand that it is my responsibility to read
this policy and ask my supervisor, a member of management or to telephone
Employer Solutions Group (ESSG) at 952.885.1288/1.866.496.7578 with any
questions I may have about this policy. I agree to comply with ESSG’s policy on
ESSG WORKPLACE SAFETY POLICY and I understand failure to comply is
grounds for disciplinary action, up to and including termination.

I also agree that if at any time during my employment I am believe that I am
working in an unsafe or dangerous work environment, I will immediately contact
my supervisor, manager, director or 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)

Carlos sherman

Employee’s Signature:

A Date: Mar 13,2018




- 3850 Pre-Screening Notice and Certification Request for
(Rev. March 2016) the Work Opportunity Credit OME No. 1545-1500
Department of e Treesiry |, 11 ormation about Form 8350 and its separate inatruotions is et www.ire.gov/form3as0.

Job applicant: Fill in the lines below and check any hoxea that apply. Complete only this side.
Your name Carlos sherman Soolal security number p> 288704218

Strest address where you live 7548 lee ave north

City or town, state, and 2IP code __ Brooklyn parkmn 55443

County Hennepin Telephane number 6124075802

if you are under age 40, enter your date of birth (month, day, year)

1 [[J) Check here if you recsived a conditional certification from the state workforce agency (SWA) or a ﬁartlclpatlng looal agensy
for the wark opportunity credit.

2 [[]l Check hera if any of the follawing statements epply to you.
) IamamemberofafamllymathasreoelvedasslstanoeframTemporaryAssiatanoeforNeedyFamﬂlsa(TANF)foranya
months during the past 18 months.
* | am a veteran and a member of a family that received Supplemental Nutrition Assistance Program (SNAP) bensfits (food
stamps) for at least a 3-month pericd during the past 16 months,

U lwasreferredherebyarehabmtaﬁonagenuyapprovedbymestate,memploymentnetworkunderthe'ﬁckattowm
program, or the Department of Veterans Affairs.

* | am at least age 18 but not age 40 or older and | am a member of a family that:
a. Recelved SNAP bensfits (food stamps) for the past 6 months; or '
b. Received SNAP benefits (food stamps) for at least S of the past 5 months, but is no longer eligible to recsive them.

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

» | recelved supplemental security income (SSi) benefits for any month ending during the past 60 days.

o 1am aveteran and | was unemployad for a period or periods totaling at least 4 weeks but less than 6 months during the
past year,

S @ Check here if you are a veteran and you were unemployed for a pariod or periods totaling at least 6 months during the past
year,

4 [ﬁ] Check hera if you are a veteran entitled to compsnsation for a service-connested disability and you were discharged or
released from active duty in the U.S. Armed Forces during the past yeer.

5 m] Check here if you are a veteran entitied to compensation for a service-conneoted disability and you wera unemployed for a
period or periods totaling at least 8 months during the past year.

6 [[J Check here if you are a member of a family that:
« Recelvad TANF payments for at least the past 18 months; or
» Received TANF payments for any 18 months beginning after August 5, 1887, and the earliest 18-month period beginning
after August 8, 1887, encled during the past 2 years; or G

» Stopped belng efigible for TANF payments during the past 2 years because faderal or stete law limited the maximum time
those payments could be made.

7 EI Check here If you are in a perled of unemployment that is at least 27 consecutive weeks and for all or part of that period
you received unemployment compenaation.

Signature —All Applicants Must Sign

Under penalties of perjury, !declmmIgweﬁeabanlﬁnmmﬂeﬂhﬂmmployarmmbdomﬂmdulmoﬂmajqb,andsh.mmamwmymwne.tme.
sanect, and complete,

o e s
Job applicant’s W §  Carlos sherman (Mar 13, 2016) Date Mar 13, 2018

For Privacy Act and Paperwork Reduction Act Notics, ses page 2. Cat. No, 228611 Form 6850 (Rev. 5-2018)



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

Client: Company:

Locations Position: Starting Wage: $

EMPFPLOYEE SECTION:

First Name: Last Name: Sufiixs Street Address: City/Stute: Zip:
Carlos sherman 7548 lee ave north Brooklyp 55443
SS#: Date of Birth: Age: | Haveyou worked for | If yes, location:

288704218 this com before?
01031974 44 Yo I No®

Please complete all questions, and sign and date the form. Yes No

1. Have you or has anyone living with you received Temporary Assistance to Needy Families (TANF) Q @
at agy time since Angust 5, 19972 (if yes, please provids information below.)
Name of the person receiving benefits: _____ Relationshiptoyou: _____
City: County: State:

2, MHave you or has anyone living with you received Food Stamps (SNAP) at any time during the past 15 months? aa @
(f yes, pleass provids information below.)
Name of the person receiving benefits: . Relationshiptoyow: _____
City: County: States ____

3. Have you received Supplementn] Security Income (SSI) at any time within the past 3 months? 0 @
Please nots, this is not the same as Social Security benefits (S8) or Sovisl Seourity Disability (SSDI) benefits,
*Jf you checked yes please provide a copy of your SSI documentation,

4. Have yon received any type of vocational rehabflitation services within the past two years? O
If yes, please indicate which type of you worked with and provide their location information below:
gVonaﬂonalRehahﬂRaﬂmAgeucy Dept. of Veterans Affairs EBmplcymthetworkmekethorkngum)
Nameof Agency: ______ Phons#: __

City: County: _____ State: ____
*If you checked yes please provide a copy of yowr active Individual Work Plan and Ticket 1o Work documentation.

S. Areyon a Veteran of the U.S. Military? *fyes, pleasepmvidaacopyofyaurDD-ZM and letter of ssparation. G
(lfmpleawpravldahmwonbdm If no, please continue to question #6.)

Dates of Sarvice - From:
Brauch of Servioe: ____
Are you entified to or are you receiving compensation for a service-connected disability?

G
6. Have you been unemployed at any time during the last 12 months? @)
Q
0

@

Ifyes, dates of unemployment - From: ____ To:
Did you receive unemployment compensation at any point during your unemployment?
Ifyes, in which stats did you receive unemployment compensation? ___

7. Have you been convicted of a felony or released from prison for a felony conviction in the past 12 months?
Convistion Date; Releass Date:
Was thisa DIFederalor.Smconvwﬁon? IfState - County; _____ State:

LEETE T

Pl @ P @

A R ffaH s s ae i ﬁ»g. R A T
i 4 S S S qumq-;umgmw T e L R R R
IEC(Nnﬁchmcrim): AmyounryoursponseamembuofaNaﬁvaAmmmTﬂhe? O B
Hmmﬁmmawpydmm%
CA Resdents: LJ| Are you the child of foster parents? LI Do yon receive CatWorks? [J] Workforce Investment Act?

Are you a migrant or seasonal farm wosker? [] Have you ever been convicted of a misdemeanor?
8C Residents: 31 Do you receive Family Independeoce BoneSits?

PLEASE READ, SIGN, AND DATE:

%dgmmqummmm mhbcmc::: dcm&cmb‘::g’%'b‘;lw o mgggl@mr iplayer bl (Astoctuted ind .
) ar may be needed 10 tux credit am| repressntative

Congultants, Inc, %mm or the Deparimens of Laber. it

. . Mar 13,2018
New Employee Sigtlamm .&m_..‘.___._.. Date: y




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

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

LB
New Hire’s Signature: _ it semanoacisng Date Mar13,2018

Carlos sherman

New Hire Name:

Social Security Number: 288704218
Employer Name:

Please check the statements below if they apply to you.
[ 1 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,

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

__ 03052018
(Enter start date)

Privacy Act Nofice;

The Intemal Ravanue Code of 1988, Saction 81, as amended and s enacling legislafion, P.L.. 104-188, specify that the State Workforce Agencies ara the
*des{gnated" agenoies responsible for administering the WOTC certificaion procedures of this program. The informafion you have provided complefing this
form will be disclosed hy your employer to the State Workloree Agency, Provision of this information s voluntary; however the information Is required to
tetermine your employer's eligibiity for the fedaral tax oradi,

seuane oy commae sommus LTy S omm-an — e s % S im0 o § § o § ¢ S 35— S

Public Burden Satement:

Persans are not required fo respond to this collection of information unless # displays a cumenfly vaild OM B control number, Respondants’ cbfigafion to
complete this form1s required {o obtain or retein benefits (P.L. 114-5), Public reporfing burden Is esimated to averags 10 minutes per response, including the
timefor reviewing instructions, seerching exisfing data sources, gathering and mainiaining the data needed, and complefing and reviewing the collection of
Information, Send comments reganding this binden esimeteto the U.S. Department of Labor, Division of Nafional Programs Tooks Technical Assistancs,
Room C-45610, Weshington, D.C. 20210 (Paperwork Reduction Projeot 1205-0371), Piease do not submit compieted forms to this address,
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Employee Keeps This Form

Healthcare Notice of Exchange

As your employer, we are required to provide you with the following information under Section 1512 of the Affordable Care Act:

What Is the Health Insurance Marketplace?

The Markeiplace is designed to help you find health insurance that meets your needs and fits your budget. The Marketplace offers
“"one-stop shopping” to find and compare private health insurance options. You may also be eligible for a new kind of tax credit that
lowers your manthly premium right away. Open enroliment for heaith insurance coverage through the Marketplace begins in October
2013 for covarage starting as early as January 1, 2014.

Can | Save Money on my Health Insurance Premiums In the Marketplace?

You may qualify to save monsy and lower your monthly premium, but only if your employer does not offer coverags, or offers coverage
that doesn't meet certain standards. The savings on your premium that you're eligible for depands on your housshold income.

Does Employer Health Coverage Affect Eligibility for Premium Savings through the Marketplace?

Yes. If you have an offer of health coverage from your employer that mests certain standards, you will not be efigible for a tax credit
through the Marketplace and may wish fo enroll in your employer's health plan. However, you may be eligible for a tax credit that lowers
your monthly premium, or a reduction in certain cost-sharing if your employer does not offer coverage to you at all or does not offer
coverage that mests cartaln standards, if the cost of a plan from your employer that would cover you {and not any other members of
your family) 18 more than 8.5% of your household income for the year, or if the coverage your employer provides does not meet the
"minimum value” standard set by the Affordable Care Act, you may be eligible for a tax credit.1

Note: if you purchase a health plan through ths Marketplace instead of accepting health coverage offared by your employer, then you
may lose the employer contribution (if any) to the employer-offered covarage. Also, this employer contribution -as well as your
employee contribution to employer-affered coverage- is often excluded from income for Federal and State income tax purposes. Your
payments for covarage through the Marketplace are made on an efter-tax basis.

**The Marketplace can help you evaluate your coverage options, including your eligibiiity for coverage

through the Markstplace and its cost. Please visit HealthCare.goV. for more information,
including an online application for health insurance coverage and contact information for a Health

Insurance Marketplace In your area™
If you decide to complete an appiication for coverage in the Marketplace, you will be asked to provide this information:

Employer Name: Employer FEIN:
Employer Solutions Staffing Group, LLC 20-80B4369
Employer Address: Phone Number for Health Benefits Team:
PO Box 46270 Minneapolis, MN 55344-9956 952-767-9519
Insurance | Who is Eligible? Meets Meets When is it effective? Willl be
Plans Minimum | Minimum penalized if |
Available: Value Essential only have
Standard? | Coverage? this plan?
Fixed Everyone No No Available immediately — Yes
Indemnity offered upon hire
| Plan
MEC Plan Everyone No Yes Available immediately — No
offered upon hire
Major Full time employees Yes Yes Within 60 days of being Ne
Medical after 120 hours are determined eligible
plan met in 30 days
For more information about ESSG’s Insurance aptions, contact:
The Health Benefits Team

Employer Solutions Staffing Group
952-767-9519 | health@employersolutionsgroup.com _

ESSG_Participatinglocations_REV_12,2014



Notification of Minnesota Law Requirement —
Unemployment Acknowledgement

According to Minnesofa Statule sectlon 268.095, subdivision 2, paragraph (d), an
applicant who, within five calendar days after completion of a suitable

Job assignment frorn a staffing service, (1) falls without good cause to

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

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

it Is your responslbility to contact ESSG through Corporate Management Group (for
instance, by calling 303-620-1425 or using any other form of contact) for additional
assignments. If you fail to do so, i may affect your unemployment benefits.

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

Lo
Carlos sherman (Mar 13, 2018) Mar 13,2018
Employee Signature: Date:
Carlos sherman

Employee (please print your name hers)

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

MN_02.2013



DRUG AND ALCOHOL TESTING POLICY

I PURPOSE

Aicohol and drug abuse adversely affects job performance, the kind of work an employee
performs and an employee’s opportunities for successful employment, It is the intent of this document
to provide employees with ESSG’s [hereafter “the Company”] policy regarding the use of drugs and
alcohol while at work. The Company does not intend to intrude into the private lives of its employees,

but strongly believes that a drug-free workplace is in the best interest of employees and non-
employees alike.

il SCOPE

This policy applies to all applicants for employment and to all employees including contract or
temporary employees. The policy Is applicable at Company facilities or whenever Company
employees are performing company business.

M.  DISCLAIMER

Employment at the Company Is at-will, This policy is not a unilateral employment contract and
shouid not be Interpreted as creating a unilateral employment contract.

IV.  PROHIBITIONS

A No employee shall report to work under the influence of alcohol, any controlled
substances, or any other drugs or medications that may affect the employee’s alertness, coordination,
reaction, response, judgment, decision-making, or safety.

B. No employee shall operate, use, or drive any equipment, machinery, or vehicle of the
Company or any cllent of Company while under the influence of alcohol, any controlled substances, or
any other drugs or medications that may adversely affect the employee’s abliity to operate such
equipment, machinery, or vehicle. Employees are under an affirmative duty to immediately notify their
supervisor if they are not in an appropriate mental or physical condition to operate, use, or drive any
equipment machinery, or vehicle or otherwise safely perform thelr job duties.

C. No employee shall unlawfully manufacture, distribute, dispense, possess, transfer, or
use a controlled substance in the workplace or wherever the Company’s work is being performed.

D. Engaging in off-duty sale, purchase, transfer, use or possession of illegal drugs or
controlled substances may have a negative effect on an employee's ability to perform his/her work for
the Company. In such circumstances, the employee is subject to discipline.

E. When an employee is taking medically authorized drugs or other substances that may
alter job performance, the employee is under an affimative duty to nofify their supervisor of the
temporary inability to perform his or her job duties.

F. The Company shall notify the appropriate law enforcement agency, licensing boards,
and other relevant authorities when it has reasonable suspicion to belleve that an employee may have
illegal drugs in his or her possession at work or on company premises.



G. Employees shall not consume alcoholic beverages during lunch periods, dinner
periods, or breaks when retuming immediately thereafter to perform work on behalf of the Company.
In situations where the employee conducts the Company’s business after the intake of alcohol, the
employee shall be subject to discipiine up to and including discharge.

V. COHOL RUG NG

As part of the Company’s commitment to an alcohol and drug-free workplace, the Company
reserves the right to require that applicants and employees submit to drug or alcohol testing in
accordance with the provisions of applicable law. This policy represents the notice required under
applicable law and a copy will be provided to all applicants and employees who are requested to
undergo testing. In the event of any conflict between this policy and applicable law in affect at the time
of the test, the law will control.

A, Who Mav be Subject to Testing.

1. Job Applicants, The Company may require that all applicants for a particular
position be tested for drugs or alcohol after recelving a conditional offer of employment. if the
applicant tests positive for drugs or alcohol, the conditional offer may be withdrawn.

2.  Routine Physical Examination Testing. The Company may require employees
to undergo a drug or alcohol test once a year as part of a routine physical examination. Affected
employees will be given two weeks written notice that they will be tested for drugs or alcohol as part of
a routine physical.

3. Random Testing. The Company may require empioyees in safety-sensitive
positions to undergo testing on a random selection basis. Once the random selection has been made,

the Company will not waive the selection of any employees identified through the random process.

4, Reasonable Suspicion Testing. The Company may require an employee to
undergo drug or alcohol testing if the Company reasonably suspects that the employee:

a is under the influence of drugs or alcohol;

b has violated the Company’s written work rules prohibiting drug and alcohol use;
e has sustained or caused another employee to sustain personal injury; or
d

has caused a work-related accident or was operaﬂﬁg or helping to operate
machinery, equipment or vehicles involved in a work-related accident.

. Treatment Program Testing. The Company may require an employee who has
been referred for chemical dependency treatment or evaluation or is participating in a treatment
program under an employee benefit plan to undergo drug or alcohol testing on a random basis and
without advance notice during the evaluation or treatment period and for up to two years following the
completion of any treatment program.



B.  Conducting the Testing,

1. Consent. All employees required to undergo testing will be required to complete
and sign the employee consent form attached as Appendix A.
2, Refusal to Participate. An employee or job applicant has the right to refuse

testing. However, a refusal of testing will be treated as a fallure to comply with Company policy and
may result in withdrawal of a job offer or disciplinary action up to and including termination of
employment,

3. The Laboratory. The Company will use a laboratory certified by the National
Institute on Drug Abuse (NIDA) or its successor, the College of American Pathoiogists (CAP), or the
New York State Department of Health or other licensing body recognized by applicable law to perform
all drug and alcohol tests.

4, Test Resulis.

The laboratory will conduct both an Initial test and a confirmatory test if the Initiai test is positive. A
negative result on either the initial or confirmatory test will be deemed a negative test result (l.e.
the employee passed the test). A positive result on both the Initial and confirmatory test will be
deemed a positive test result (i.e. the employee failed the test.)

a. Negative Test Result. An employee or applicant who tests negative for
drugs or alcohol will be given written notice that they passed the test within three working days of the
Company receiving the test resuits from the testing laboratory.

b. Positive Test Result. An employee or applicant who tests positive for
drugs or alcohol will be given written notice that they have falled the test within three working days of
the Company receiving the test results from the testing laboratory. The employee or applicant will
then be given the opportunity to provide any information to explain the positive result, including any
over-the-counter or prescription medications the employee or applicant may have taken. An employee
or applicant who wishes to submit any explanatory information must do so within three working days
after being notified of the positive test result.

An employee or applicant who has a positive test result may also request a
retest of the ariginal sample by the same or different certified laboratory at his or her own expense.
An empioyee or applicant who wishes to conduct a retest must notify the Company in writing of their
intention to conduct such a retest within five working days after being notified of the positive test resuit.
If the results of the retest are negative, the test will be considered a negative test resuit.

C. Right to Test Result. An employee or job applicant has the right to
request and receive from the Company a copy of the test result report on any drug or alcohol test.

C. Costs. All costs related to alcohol and drug testing will be paid by the Company, with the
exception of any retests requested by the employee or applicant following a positive test result,

D. Disciplinary Action In R nse to a Positive Test Result.

1. Interim Discipline and Action: The Company reserves the right to temporarily
suspend an employee or transfer the employee to another position at the same rate of pay pending
the outcome of any drug or aicohoi test. An employee who is suspended without pay will be reinstated
with back pay if the test or any requested retest is negative.



2. Applicants. The Company reserves the right to withdraw the conditional job
offer of any job applicant with a positive test result, without the opportunity to complete evaluation or
treatment.

3. Emplovees - First Positive Test Result - Tennination: The Company will not
discharge an employee for the first positive test result. Instead the employee will be given the
opportunity to particlpate In an appropriate drug or alcohol counseling or rehabilitation program as
determined by a certified chemical use counselor or physician trained in the diagnosis and treatment
of chemical dependency chosen by the Company. The employee will be responsible for paying all
costs associated with any evaluation and subsequent treatment themselves or pursuant to coverage
under an employee benefit plan. An employee who refuses or falls to participate in, cooperate with, or
complete the evaluation or recommended treatment may be terminated. An employee who
successfully completes treatment may be subject to random follow-up testing for a period of up to two
years in accordance with section V.A.5. of this policy.

4. Emplovees - First Positive Test Result—Discipline: The Company reserves the
right to take any other disciplinary action short of discharge it deems warranted following a first
positive test resuit.

5. Employees-Subseguent Positive Test Result An employee who has more than
one positive test result may be terminated immediately following any second or subsequent posttive
test result without referral to or the opportunity to complete additional chemical dependency
counseling or rehabilitation.

E. Privacy of Test Resuits,

1. Test results and other information acquired as a result of the testing program
are private and confidential Information and will not be disclosed by the Company or the testing
laboratory to ancther employes or to third party individuals, government agencies, or private
organizations without written consent of the employee or applicant being tested.

2. Evidence of a positive test result, however, may be used in an arbitration
proceeding pursuant to a collective bargaining agreement, an administrative hearing, or a judicial
proceeding, provided the Information is relevant to the hearing or proceeding. Such evidence may also
be disclosed to any federal agency or other unit of the United States government as required under
federal law, regulation, or order. Evidence of a positive test result may also be disclosedto a
substance abuse treatment facllity for the purpose of evaluation or treatment.

3. The Company will provide an employee with access to information in the
employee’s file relating to positive test result reports and other information acquired in the testing
process as well as conclusions drawn from or actions taken based upon such information.



DRUG AND ALCOHOL
TESTING CONSENT FORM

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

2. | have read the entire contents of this policy and | am aware and fully
understand: (a) the policy and its contents; (b) what conduct the 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 result
in adverse personnel action, including my termination from employment with ESSG. |
understand that this policy in any form, and any employee handbook inciuding this
policy, are not a uniiateral employment contract or offer thereof.

3. 1 hereby voluntarily consent to ESSG, or its health service providers, or
other persons or entities acting for or with them, to collect a body component (blood,
urine, breath, or any combination thereof) from me for testing for alcohol and/or drugs. |
understand that the laboratory selected by ESSG may conduct testing and other

analysis on the 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,

Carlos shenman (Mar 13, 2018)

Individual’s Name

Mar 13,2018
Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6
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