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www.esgstaffingsolutions.com

PO Box 46270

Minneapolis, MN 55344-9956

o Tel: 952.835.1288
employer solutions staffing group..
New Hire Application
Personal Data-- PLEASE PRINT LEGIBLY IN INK
Last Name_Villiams First Name _Ce0ric Middle Initiat _°
Street Address 3945 fremntaven Aptiste anthony
minnepolis 55412

City/State/Zip

Phone Number 6122053945

Soclal Security Last Four XXX-XX- 7957

Email Address Kingkingshyt@gmail.com @

Staffing Agency/Recruitment Partner JaMie

All offers of employment are co onal upon satisfactory proof of id and | ability to work in the U.S.A.

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

1 authorize Employer Solutions Staffing Group (ESSG) to use the information and statements contained in this application to determine my
qualifications for empioyment, 1 authorize ESSG to maks inquiries of my former empioyers, except as indicated in this application,
regarding my previous duties, responsibilities, performance, compensation and eligibiiity for rahire.

] understand that a comprehensive background check may be conducted to determine my efigibility for hire by certain cllents of ESSG.
This may include but Is not limited to, investigations of criminal and/or conviction records, driving records and/or a drug screen test as
required by cllents, govemment regulations or by ESSG policies.

| release ESSG and other persons or entities from any ciaims that might be based on ESSG's decision 1o conduct a background check,

| certify thet ll statements made in my application are true and accurate and that | have not omitted any material information or provided
false or misieading information. | understand that any material omission or misrepresentation will result in my disqualification from
consideration for employment or, if discovered after | begin empioyment, will resuilt in my termination.

_ If hired, | agree to ahide by the policies*and procedures of ESSG.,

[] VA

Nov 20,2017
Date

cedricwilliams
Name (Print or type)

caddewillinms {NovaD, 2017}
Applicant's Signature

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

For ESSG Office Use Only
DOH NHW 1-9 8850 W4
Emergency ContactInfo | Background Release Form Background Results Unemployment Letter ESC Application
(it applicable)
For ESSG Cllent Use
DOH ROP Work Site Loc. WC Code
ESSG- CMG~C0 Rev. 04/2017
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Personal Allowances Workshest {Keep for your records.)
A  Enter 1" foryourself fnoone elsecanclaimyouasadependent. . . . . . . . . . . ., . . . . . . A 1
* You're single and have only one job; or
B Enter™”"if: { * You're married, have only one job, and your spousa doesn't work; or } 5
@ Your wages from a second job or your spouse's wages (or the total of both) are §1,600 or less,
C  Enter "1” for your spouse. But, you may choose to enter “-0-" if you are mamied and have either a warking apouss or more
than one job. (Entering “-0-" may heip you avoid having too litletaxwithheld) . . . . . . . . . . o

C
Enter number of dependents (other than your spouse or yourself) you will clalm on your texretum . . . . . o o ®
E
F

l..-

Enter “1” if you wili file as head of housshold on your tax retumn (see conditions under Head of household abova) o
Enter "1" if you have at least $2,000 of child or dependent oare axpenses for which youplantoclaimacredit . .
{Note: Do not Inciuds child support payments, See Pub. 508, Child and Dependent Care Expenses, far detalls.)
G  Child Tax Credit (inciuding additional child tax oredit). See Pub. 872, Child Tax Credit, for more information.
* If your total Income will be less than $70,000 ($100,000 if married), enter *2” for each eligible child; then less 1" if you
have two to four eligible children or less “2" if you have five or more ellgible children.
* If your total Income will be between $70,000 and $84,000 ($100,000 and $119,000 if married), enter “1” for each elighhle child,. G
H  Add lines A through @ and enter total here. (Note: This may be different from the number of exsmptions you claim on your tex retum) > H

® If you plan to itemize or claim adjustments to income and want to reduce your withhoiding, see the Deductions

Bk
I

"nmo

N

For accuracy, and Adjustments Workshest on page 2.

complets all olf you are slngle and have more than one job or are marred and you and your spouse both work and the combined
worksheets nFs from all Jobs exceed $50,000 ($20,000 if married), see the ‘Two-Earners/Multiple Jobs Worksheet on page 2
that apply. d having too iittle tax withheld,

s If neither of the above situations applies, stop here and enter the number from line H on line 5 of Form W-4 below.
Separate here and give Form W-4 to your employer. Keep the top part for your records.

Employee’s Withholding Allowance Certificate

P Whether you are entitled to claim a certain number of allowances or exsmption from withholding is

OMB No. 1645-0074

er W-4 2017

Il evanup Sarvon.” subject to review by the IRS, Your employer may be required to send  copy of this form o the IRS,
1 Yourfirst name and middie Infial Last name 2 Your social security number
Cedric Williams 144277557
Home address {number and atreet or rural routs) h 3QY singls O Mared @ Married, but withinok! at higher Single rate,
3845 fremntave n ANthONY | Note: 1f menisd, but legally separatsd, or spause I & nonresident alle, oheck the "Singie” box.
Gty or town, state, and ZIP code 4 Hyour last name differs from that shown on your social sacurity card,
minnepolis 55412 check hers. You must oall 1-800-772-1213 for a replacement card, > ]

§  Total number of allowances you are claiming {from line H above or from the applicabie worksheet an page 2) r_§_ 2
6  Additional amount, if any, you want withheld from each paycheck . . . . 850
7 | ciaim exemption from withholding for 2017, and | certify that | mest both of the followlng oonditlons for exempﬂon ;
® Last year | had a right to a refund of all federal income tax withheld because | had no tax liabiitty, and
» This year | expect a refund of all faderal Income tax withheld beoausa | expect to have notax liabifity.
If you meet both conditions, write “Exempt” here. . . - . . 7]
Under penaities of perjury, ! declare that | have examlnad thls certificats and, to the best uf my knowledge and belief, it is true, correct, and compiste.

Employee's signature
{This form Is not valld uniess you sign it.) pcedricviliams {Nav20, 2017) pate» NOV 20,2017
9 Office oode {optional) { 10 Employer Identification number (EIN)

8 Employes’s name and acddress (Employsr: Complete lines 8 and 10 anly if sending to tha IRS)

For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No, 10220Q Form W-=4 2017)



Form W-4 (2017) Paga 2
; Deductions and Adjustments Worksheet
Note: Use this workshest only if you plan to itemize deductions or claim certain credits or adjustments to Income.
1 Enieran estimate of your 2017 ftemized deductions, Thesa include qualifying home mortgage interest, charitable contributions, state
and local texes, medical axpenses in excess of 1096 of your income, and miscelaneous deductions. For 2017, you may have ta reduce
your itemized deductions if your income Is aver $313,800 and you're married filing Jointly or you'ra a queiifying widow(er); $287,650
1f you're head of household; $261,500 if you're single, not head of househoid and not a gualifying widow(er); or $158,900 if you're
maried fling separately. Sse Pub. 60Gfordatalls » . . . . . . . . 4 . . e e e e e .o 1 8
$12,700 if married fillng jointly or qualifying widow{er) ] .
2 Enter: 30,350 i hiead of housahoid 2 8
$8,360 if single or manied fillng separately
3 Subtractiine2fromline 1. ifzeroorless,enter™0-~" . . . . . . . . . . . . . . .. 3 $
4  Enter an estimate of your 2017 adjustments to income and any additional standard deduction (seePub.505) 4 &
§ Add lines 3 and 4 and enter the total, (Inciude any amount for credits from the Converting Credits to
Withhalding Allowances for 2017 Form W-4 workshest in Pub. 806). . . . . . . . .. .. 5 §
6  Enter an estimate of your 2017 nonwage Income {suc as dividends or interest) . 6 9
7 Subtractiine6fromiines.ifzeroorless,enter™0-">. . . . . . . . . . . . . . . 7
8  Divide the amount on line 7 by $4,050 and enter the result here. Dropanyfracton . . . . ., . 8
9  Enterthe number from the Personal Allowances Worksheet, fine H, pagel . . . . . . . . . 9
10  Addlines 8 and 8 and enter the total here, If you plan to use the Twao-Eamers/Multiple Jobs Worksheet, »
also enter this total on line 1 below, Otherwise, stop here and snter this total on Form W-4, line 5, page 1 10
Two-Earners/Multiple Jobs Worksheet (See Two eamers or muitiple jobs on page 1.)
Note: Use this worksheet only if the instructions under line H on page 1 direot you here.
1 Enter the number from line H, page 1 (or from line 10 above if you used the Dedustions and Adjustments Worksheet) 1
2  Find the number In Table 1 below that appiies to the LOWEST paying job and enter it here, However, if
you are married filing jointly and wages from the highest paying job are $65,000 or less, do not enter more
3 ifline 1 is more than or equal to line 2, subtract line 2 from line 1. Enter the result here (if zero, enter
“-0-") and on Form W-4, line §, page 1. Do not use the rest of thisworksheet , . . . . . . . . 3
Note: If line 1 is less than line 2, enter *-0-" on Form W-4, line §, page 1. Complets lines 4 through 9 below to
figure the additional withholding amount necessary to avold a year-end tax biil.
4  Enterthe numberfrom line2ofthisworkshest . . . . . . . . . . 4
& Enterthenumberfromlineq ofthlsworkshest . . . . . . . . . . 5
6 SubtractlineSfromiined. . . . . . . . . . . . . . e o e e .. 6
7  Find the amount In Table 2 below that appiies to the HIGHEST paying job and enter it here 7 8
8  Multiply line 7 by line 6 and enter the result here, This Is the additional annual withholding needed . 8 §
9  Divide line 8 by the number of pay periods remaining In 2017. For example, divide by 26 if you are pald svery two
wesks and you complete this form on a date in January when there are 25 pay periods remalning In 2017, Enter
the result here and on Fgrm W-4, line 8, page 1. This is the additional amount to be withheld from ea_cl paycheck 9 §
Table 1 Table 2
Married Filing Jointly All Others Married Filing Jointly All Others
If wages from LOWEST | Entaron If wages from LOWEST | Enteron If wages from HIGHEST | Enteran If wages from HIGHEST | Enteron
paying job are— lina 2 above | paying job are— line2ahove | paying Job are— line 7 above | paying job are~ line 7-above
$0 - $7,000 0 $0 - $8,000 0 $0 - §75,000 $610 $0 - $38,000 $610
7,001 - 14,000 1 8,001 - 18,000 1 75,001 - 135,000 1,010 88,001 - 85,000 1,010
14,001 - 22,000 2 16,001 - 26,000 2 185,001 - 205,000 1,130 85,001 - 185,000 1,180
22,00 - 27,000 3 26,001 - 34,000 8 205,001 - 860,000 1,340 185,001 - 400,000 1,340
27,001 - 35,000 4 84,001 - 44,000 4 880,001 - 405,000 1,420 400,001 and over 1,800
85,001 - 44,000 ] 44,001 - 70,000 5 405,001 and over 1,800
44,001 - 55,000 8 70,001 - 85,000 8
55,001 - 65,000 7 85,001 - 110,000 7
85,001 - 75,000 8 110,001 - 125,000 8
75,001 - 80,000 9 125,001 - 140,000 9
80,001 - 985,000 10 140,001 and aver 10
85,001 - 115,000 1
116,001 - 130,000 12
130,001 - 140,000 13
140,001 - 150,000 14
150,001 and over 15

Privacy Act and Paperwork Reduotion Act Notice, We ask for the information on this form
to cany out the Intemal Revenue laws of the United States, Intemal Revenue Code sactions
3402(A(2) and 8109 and their requlations require you to provide this information; your smployer
uses it 1o determine your federal income tax withholding, Fallure to provide a properly
completed form will result In your being treated as a single person who claims no withholding
allowances; providing fraudulent information may subject you to penalties, Routine uses of
this Information includs giving t 1o the Department of Justios for civi) and criminal litigation; to
oities, states, the Distriat of Columbia, and U.S, commonwealths and possesslons for use in
administaring their tax laws; and to the Department of Health and Human Services for use in
the National Diractory of New Hires, We may also disclose this information to other countries
under a tax freaty, to federal and state agencies to enforcs federal nontax criminal laws, or to
federal law enforcement and intelligence agencies to combat temrorism.

You are not required to provide the information requested aon a form thatis
subject to the Paperwork Reduction Act unless the form displays a valld OMB
control number. Books or recards ralating to a form or its Instructions must be
retained as long as thelr contents may become material [n the administration of
any Intemal Revenue law. Generally, tax retuma and return Information are
confidential, as required by Code section §103.

The average time and expenses requirad to compiete and file this form will vary
depending on Individual circumstances. For estimated averages, see the
instructions for your income tax retum.

If you have suggestions for making this form simpler, we would be happy to hear
from you, See the instructions for your Income tax return. :



7 DEPARTMENT
L. 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:

als

*» Claim fewer Minnesota withholding aliowances than your federal allowances
¢ Want additional Minnesota tax withheld from your pay each pay period
* Clalm to be exempt from federal withholding or claim to be exempt from Minnesota withholding

Do not complets this form if you are clalming the same number of Minnesota allowances as federal and the number olaimed Is 10 or leés.

'gjx'}': * Employee's first name and initial Last name Employes's Social Ssourity number

e B cedricwilliams 144277567

’%% Permanent address M"‘:' status ("””;‘ u.tul” ”“ly“ b
}gj g" S AT @ Splnogu::a sa ntmreskizglallenna

B % Clty State ZIP ande Mastled

ik minnepolis 55412 Manied, but withhold at higher Single rate

#7.. Employees: Read Instruotions on back, complete Section 1 OR Section 2, sign and glve the completed form to your employer.
H \.f-; % (Do not complete hoth Seotion 1 and Section 2. Completing both sections wili make the form Invalid.)
g e vl

... [ Section 1— Determining Minnesota allowances

g Complete Section 4 if you claim fewer Minnesota allowanoes than your federal allowances, AND/OR if you want additional Min-
nesota withholding deducted each pay period.

-g § 1 Total number of federal allowancas claimed on federal FOMmMWrg . .....vuenreeeeeenenessvasonnnns 1
¢ 2 Total number of Minnesata allowances (line 2 cannot be morethan line1) ............. 000000000 . 2

‘ 3 Additional Minnesota withholding you want deducted each pay PEHOD «v.eeeeessonseeraocnonncosee 3 S
[ section 2~ Exemption from Minnesota withholding

Complete Section 2 if you claim to be exempt from Minnesota Income tax withholding (see Seetion 2 Instructions for qualifica-
tions). if appilcable, check one box below to indicate the reason why you believe you are exempt:

] | mest the requirements and claim exempt from both federal and Minnesota Income tax withholding.

Even though | did not claim exempt from federal withholding, | olalm exempt from Minnesota withholding because | had no
Minnesota income tax liabllity last year, | received a refund of all Minnesota income tax withheid, AND | expect to have no Min-
nesota Income tax llability this year.

m] My spouse is a military service member assigned to a miiitary location in Minnesota, my domiclle {legal residence) is in another
state, AND | am in Minnesota solely to be with my spouse. My state of domiclle is

| am an American Indian living and working on a reservation.

m] I am a member of the Minnesota National Guard or an active duty U.S. military member and clalm exempt from Minnesota

withhelding on my military pay.
| receive a miiitary pension or other mililtary retirement pay as caiculated under Title 10, 1401 through 1414, 1447 through
1455, and 12733 and claim exempt from Minnesota withholding on this retirement pay.

1 certify that all information provided In Section 1 OR Section 2 Is correct, | understand thera is a $500 penalty for filing a false with-

% g . holding aliowance/exemption certificate,

=
§ ERL T

Empl.oyee's' signature Date Nov 20’ 2017 Daytime phane

- Exemijitfrom =
. Minnesata Witilioldlog

avesfiors

Employees: Give the completed form to your employer.

Employers

If you are required to send a copy of this form to the Department of Revenue (see Instructions), you must enter the employer information below
and mall this form to: Minnesota Revenue, Mall Station 6501, St. Paul, MN 56146-6501. (Incompiete forms are considered invalid.) A $50
penalty may be assessed for each required Form W-3NMIN not filed with ihe dopartment.

Keep a copy for your records.
: g g Nameof employer Federal employer ID number {FEIN) Minnesota tex I0 number
=,
E E Address City State 2IP code
mev. 12716) Questions?  Website: www.revenue.state.mn.us. Email; withholdlng.tax@state.mn.ﬁs. Phone: 651-282-9898 or 1-800-657-3584.



Employment Eligibility Verification ' USCIS

Department of Homeland Security OMS :Zn]lﬁﬁzw
U.S. Citizenship and Immigration Services Expires 08/31/72019

e e e e e e ey

»>START HERE: Read Instructions carafully bafore completing this form. The Instructions must be avallable, either In paper or elestronleally,
during completion of this form. Employers are liable for errors in the completion of this form.

ANTI-DISCRIMINATION NOTICE' lt is lllegal to dlscrlmlnata against work-authomd Indivlduals. Employers CANNOT speclfy whlch

an lndlvldual because the documantaﬁon preaenmd has a future explraﬂon date may also oonsﬁmte lllegal dlscﬂmh‘naﬂon

[Bection 1. Employee Information and Attestation (Empioyess must complete and sign Seotion 1 of Form 1-8 no later
than the first day of employment, but not befare accepling a job offer.)

Last Name (Famlily Nams) First Name (Givan Name) Middle Initial Other Last Names Used (i any)

Willlams Cedric anthony na

Address (Strest Number and Nams) Apt. Number | Clty or Town State ZIP Code

3945 fremntaven na minneapolis mn 55412

Date of Birth (mm/ddfyyyy} | U.S. Soclal Security Number Employee's E-mail Address Employsea's Telaphone Number
12-13-1969 Hz-hggy] [ -] ]1] || maxinewilliamson@gmail.com 6122053945

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

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

g 2. A noncitizen nafional of the United States (See instructions)

Q] 3. Alawful permanent resident (Allen Registration Number/USCIS Namber): na

4. An allen authorized to work  until (explration date, if applicable, mmidd/yyyy):
Some allens may write "N/A” in the expiration date fieid. {Sss Instructions)

| Allens authorized to work must provide only ane of the following document numbers to complete Form 1-9; D,ﬁg,%“,‘,';’,m;m

| An Allen Reglstration Number/USCIS Number OR Form 194 Admission Number OR Foreign Passport Number.

1. Allen Registration Number/USCIS Number; na
OR

2. Form 1-94 Admission Number; na
OR

3. Forelgn Passport Number: na
Country of Issuance: na

na_____________

Signature of Employee ZOAF/LWILLIAMIL Today's Date (mm/ddfyyyy)
s Nov 20,2017
reparef and/or Translator Cerjjficatien (check one): :
1 did not use a preparer or translator. A preparer(s) and/or translator(s) assisted the employse [n oompleﬁng Seotipn 1.
s below must be completed end.signed when preparers gnd/or transtators assist an eniployee in completing Section 1 )

1 attest, under penalty of parjury, that | have assisted In the completion of Section 1 of this form and that to the hest of my
knowiedge the information is true and correct.

Signature of Praparer or Transiator Today's Date (mm/dd/yyy)
Last Name (Family Nams) First Name {Given Nams)
Address (Straet Number and Name) City or Town State  |ZIP Code

@ | Employer Completes Nexi Page ™ ()

Form1-9 07/17/17T N Page 1 of 3




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

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

Printed name: cedric anthony Willlams
First Middle (OO Last
none)
Other names used:
Current county of residence:

Current and former addresses:

janf2012 current 3945 fremntaven minnepolis 55412
from Mo/Yr to Mo/Yr Street City, State & Zip
from Mo/Yr to Mo/Yr Street City, State & Zip
from Mo/Yr to Mo/Yr 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.

12-13-1869 144277557

Date of birth Social security number
m903191112412 cerdric williams

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 Okiahoma, you may request
a copy of the report by checking this box:

L L4

cedricwiitioms {Nov2g, 2017) Nov 20,2017

Signature Date



EMERGENCY CONTACT INFORMATION

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

Employee Name: cedricwilliams

Address; 3945fremntaven minnepollis 55412

Home Phone; 6122053945

ol (1 ity drir whs s b a1
Contact #1 Home Phone: 6122053945

Name: maxine williamson Cell Phone:

Relationship: wife ' Work Phone: AT
Contact #2 Home Phone:

Name: Cell Phone:

Relationship: Work Phone:

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

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



Employment Eligibility Verification USCIS

Department of Homeland Security OME ::Tafgw
U.S. Citizenship and Immigration Services Expires 08/31/2019

. Employer or Authorized Representafive Review and Verfication
MW&WWWWM&W?M3M@M@&M¢M9MM&W of employmant, Yeu
r Mﬂ;mﬁo%emwmwndnammwmwmmwawmmmmm as listed on the “Liste

|Emp!oyae Info from Saction 4

ListA
Identity and Employment Authorization Identity Employment Authorization
Document Title Document Titie Dacument Title

Issuing Authority Issulng Authority Issuing Autharity

Document Number Document Number Dooument Number

Expiration Date ( any)(mm/ddAyyyy) “Expiration Dats (if any)(mmvddiyyyy) Expiration Date (7 any)(mm/dd/yyyy)

Document Title

Tesuing Authorly Additional Information [ e L

Document Number

| Expiration Date (if any)(mmvdalyyyy)

Document Title

Issuing Authority

Document Number

[ Expiration Date (7f any)(mm/dayyyy)

Certification: | attest, under penaity of petjury, that (1) | have examined the document(s) presented by the above-named employes,
{2) the above-listad document(s) appear to be genuine and to ate to the employae named, and (3) to the best of my knowledge the

ae is authorized to work in the United States.
(_ Th%ployee's First day of emplayment {mm/dd/yyyy) ’LD 20 r) Mcﬁons for exemptions)

To Ebbj%ﬁvyy) Title pioyer or Aythorized Representative
g
T?u M or Authorized Representative | Employsr's Business or Organization Name

Employer's Business or Organization Address (Strest Number and Name) | Clty or Town |State ZIP Code

Section 3. ﬁeﬁe‘ﬂ‘qaﬂen»and Rehn‘%s m: (Tobe m(npletad and signed by empieyer or authorized Fepresentative. I

AN G T |B. i G Rehira i Slcani
Last Name (Family Name) Flrst Name {leen Name) Mlddle Iniﬁal Date (mm/ddiyyyy)

jorit a1 o@ﬁaﬂmﬁmmi 'edivsi S G R
Document Title Dooument Nurnbar Expiration Date (i any} (mm/dd/yyy)

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

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

Form I-9 07/17/17 N Page 2 of 3



Rachel Prickett

From: King Kings <kingkingshyt@gmail.com>
Sent: Monday, November 20, 2017 12:25 PM
To: Rachel Prickett

Subject: Re: Cedric Williams




employer solutions staffing group..
Direct Deposit/Payroll Debit Card Authorization

have the option of recelving wages by Direct

Deposit and/or Payroll Debit Card.
ide a written election be pe i

SSN# (last 4 digits) -y

S ERICNS 2 PANROLL ELLECTIENN
\J| Direct Deposit (Please complete Scctions 3 and 5 below)
[®)] Payroll Debit Card (Please complets Sections 4 and 5 below)
SECTION 3 DIRECT DIEPOSHE
Update Bank Account

Bank Name:

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

T understand and acknowledge that if 1 do not provide a
voided check with this direct deposit form, X am
responsible for any delays in payroll or extra costs
incurred if the account number that I provide is incorrect,

Tt S2TiC Date11-20-2017

Routing#

=  Tohelp us avoid making an error, please attach a copy of a voided chedk. (a deposit slip will not work)
lfyunchmgabanks,donntdmwmddbmkmmunﬁlymdﬁmdapomwmdn&embmk,wmnhmathZpaypﬁod&

SECFION L PANRGEL DERIE CARD (GLOBAL CASH G ARD)

Federal law requires all finanoisl institutions to obtein, verify, and record information that identifies each person who opens an account. In arder to
requestaPaymﬂDebitCardﬁ:ryou,wamustprovideaﬂofﬁaﬁ:ﬂnwhghﬁhrmaﬁmthﬂwﬂlanabletheﬂnmcialinsﬁmﬁonmidmﬁfyymIf
youdonutsuhmitaDireotDeposiﬂPaymﬂDabitCmdAuﬂmiuﬂon,ESSGwﬂlprovideﬂxenncessmyhﬁ:maﬁnnmdissueyouaPaymllDebit
Card to pay your wages, For your protection, the financial institution may ask yon to provide them additional identification information so they can
Except for the routing and account number, ESSG does not have access to any informstion regarding your Payroll Debit Card account or
transactions. On your first payday, you will receive your new Payroll Debit Card, and a packet containing all of the terms and conditions. Yon will
then sign acknowledging that yon recetved the Payroll Debit Card and packet, Your Payroll Debit Card will be reloaded on each payday you receive
wages,

 CARDHOLDER INFORMATION (as you want your Payrol] Debit Card o be issusd)

First Name cedric Ml a Last Name william Date of Birth 12-13-1969
| Street Address (70 BOX NOT ACCEFTABLE) 3945 fremont ave n Sonial Se%
Gty minneapolis St n | ZP 55419 Coll Phone (mobile) &1 5053045

RECEIPT OF PAYROLL DEBIT CARD (to be completed when you pick np your Payroll Debit Card)

PaymnDebhg?’za;dRouﬁng# PayrollDebitCardAwount#%sg ! tu‘)a\ j af ﬁ Ijéﬁ

Thave received my Payroll Debit Card, welcome brochure, program fess, program tenms, conditions, and disclosures. By activating my Payroll Debit Card,

1 am agreeing to the program terms, conditions, and disclosures fhat are included or made availshle to me from time to time from the financial institution. 1
authorize the financiel institation to dehit my Payroll Debit Card account for the fees described in the fee schedule that is part of the program terms,
conditions, and disclosures,

v vy e

Employee’s Signature:_Ccedricwillams Nev20, 2017) Date; +1-20-2017

SECTION 5 SALHHORIZATTON
T authorize ESSG to directly deposit my periodic wages/compenssation payments, net of required tax withholdings, other required withholdings
or authorized deductions, into my account(s) as designated above and to initiate, if necessary, debit entries and adjustmentsfor any credit entries
made in error to my account(s). * E-mail is required for pay stab information.

+E-mail: kingkingshyt@gmail.com @
this information will only be used to send your paystubs electronically

ceaiawilianl. Date:_NNOV 20,2017

Employee's Signature: _caddcafiliams fiovas, 2012}




employer solutions staffing group..

STATEME NFID ]

This agreement made this@ day of _| : 2012 between
Employer Solutions Staffing Group LLC, hereinafter referred to as “employer”,
and hereafter referred to as “employee”.

WITNESSETH:

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

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

Signature

4]

Employer Solutions Staffing Group LLC, Representative



employer solutions staffing group..

INJURY MANAGEMENT PROGRAM

Injured Worker’s Responsibilities

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

RESPONSIBILITIES OF THE INJURED WORKER:

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

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

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

Immediately following your appointment, provide a copy of the report to the
designated employer representative. You should deliver this in person so that
changes in work restrictions may be addressed and any questions answered.

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

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



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

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

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

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

Signed: ceaicwilliams {ov 20, 2017)

Printed Name: cedricwilliams




k . F;....:

employer solutions staffing group..

Important/importante
LOST OR STOLEN PAYCHECKS

If a paycheck is lost (missing, misplaced, destroyed, lost in the mail, etc.), 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

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

Si su cheque de pago fue robado, primero debe denunciar el robo a la policia
antes de que podamos volver a emitir el cheque. Una vez hecho esto, usted
debe proporcionar 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 moide):  cedricwilliams

v

ﬂ;naturelF frma:  cedricwiiiams tov7o,2017)




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.

(3) 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:

» Responsibility to work in compliance with OSHA laws and regulations

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

¢ Responsibility to report workplace hazards and dangers

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

You have the following basic rights:

e Right to refuse unsafe work

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

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



° 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 warksite employer and/or ESSG (by telephoning
952.835.1288/1.866.496.7573) 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..

Acknowledgement of Receipt of Workplace Safety Policy

I certify that I have received a copy of Employer Solutions Staffing Group’s ESSG
WORKPLACE SAFETY POLICY. I understand that it is my responsibility to read
this policy and ask my supervisor, a member of management or to telephone
Employer Solutions Group (ESSG) at 952.885.1288/1.866.496.7578 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
952.835.1288/1.866.496.7573 in order to obtain assistance in the resolution of such
matters.

Employee Name (Please Print)
cedricwilliams

Employee’s Signature:

conbicwidiams Date: Nov 20,2017

—— cedricwiliams MNov20, 2017)




- 8850 Pre-Screening Notice and Certification Request for

(Rev. March 2016) the Work Opportunity Credit OMB No. 1545-1500

Internal Rw&fxggwlce : » Information about Form 8850 and its separate instructions is at www.irs.gov/form8850,

Job applicant: Fill in the lines below and check any boxes that apply. Complete only this side.
Your name cedricwilliams Soocial security number > 144277557

Strest address whereyou live  3945fremntaven

City or town, stats, and ZIP code minnepolis 55412

County hin Telephone number 6122053945

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

1 [D Check here if you recelived a conditional certification from the state workforce agency (SWA) or a p-articlpat!ng local agency
for the work opportunity credit.

2 [[J check here if any of the following statements apply to you.

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

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

o | was referrad here by a rehabliitation agency approved by the stats, an employment network under the Ticket to Work
program, or the Department of Vetarans Affalrs.

* | am at least age 18 but not age 40 or older and | am a member of a family that:
a. Recaived SNAP bensfits (food stamps) for the past 6 months; or
b. Received SNAP benefits (food stamps) for at least 3 of the past § months, but is no longer eligible to receive them.

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

= | received supplemental security income (SSI) benefits for any month ending during the past 60 days.

» | am a veteran and | was unemployed for a period or periods totaling at least 4 weeks but less than 6 months during the
past year,

3 E] Check here if you are a veteran and you were unemployed for a period or periods totafing &t least 6 months during the past
year.

4 [D] Check here if you are a veteran entitled to compensation for a service-connected disability and you were discharged or
released from active duty In the U.S. Armed Forces during the past year,

5 m] Check here if you are a veteran entitled to compensation for a service-connected disabliity and you were 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 famlly that:
* Received TANF payments for at least the past 18 months; or
» Received TANF payments for any 18 months beginning after August &, 1997, and the earliest 18-month period beglnning
after August 5, 1997, ended during the past 2 years; or :

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

7 EI Check here if you are In a period of unemployment that Is at least 27 consecutive weeks and for all or part of that period
you received unemployment compensation.

Signature—All Applicants Must Sign

Under penalties of perjury, | declare that | gave the abave information to the employer on or before the day | was offered a Job, and it is, to the best of my knawledge, true,
correct, and complete.

¢ /T A)

Job applicant’s signature >  cedriowiliams {Novzg,2017) Date Nov 20,2017

For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 22851L Form 8550 (Rev. 3-2018)



.

Form A (rev. 03/2017) TAX CREDIT QUESTIONNAIRE
EMPLOYER SECTION:
Client: Company:
Location: Position: Starting Wage: $
EMPLOYEE SECTION:
First Name: Last Name: Suffix: Street Address: City/States Zip:
cedricwilliams 3945 fremntaven minneapolis 55412
SSi: Date of Birth: Age: Have you worked for | IF yes, Iocation:
144277557 this any before?
12-13-1969 48 Yes No @
Please complete all guestions, and sign and date the form. Yes No
1. Have yon or has anyone living with you received Temporary Assistance to Needy Families (TANF) QI @
at any time since Angust 5, 19972 (i yes, please provide information below.)
Name of the person receiving benefits: ___ Relationshiptoyow: _____
City: County: _____ State:
2. Have you or has anyone living with you received Food Stamps (SNAP) at any time during the past 15 months? a ®
(If yes, pleass provide informstion below.)
Name of the person receiving benefits: ___ Relationshiptoyom:
3. Have yon received Supplemental Security Income (SSI) at any time within the past 3 months? G @
Pleass note, this is not the same as Social Security benefits (38) ar Sooial Seourity Disahility (SSDI) benefits.
*If you checked yes please provide a copy of your S51 documentation,
4. Have yon received any type of vocational rehabilitation services within the past two years? O @
If yes, please indicate which type of you worked with and provide their Incation informsation below; )
[E] Vocational Rehabilitation Agency Dept. of Veterans Affeirs ] Bmployment Network (Ticket to Wark Program)
Name of Agency: ____ Phone#: ____
City: County: _____ State:
*If you checked yes please provide a copy of your active Individual Work Plan and Ticket to Work documentation,
S. Are you a Veteran of the U.S, Military? *[fyes, please provide a copy of your DD-214 and letter of separation. Q @
(If yes, please provide information below. Ifno, pleass contirme to question #6.)
Dates of Service-Prom: ___ To:_
Branch of Servioe:
Are you entitled to or are you receiving compensation for a service-connected disability? Ql @
6. Have yon been unemployed at any time during the last 12 months? ® @)
If yes, dates of unemployment - From: °% To: _ ™
Did you receive unemployment compensation at any point during yonr unemployment? Q @
If yes, in which state 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? O @
Conviction Date: Release Dste;
Was thisa [] Federal or [[]] State conviction? I State - County: Siate:
R CET LSk R BN LTS 0 I TR (A A gt R TR A T SRS AR S LR TR
Sk L) e v, i TR ST R T Ol T St Dhdva i
IEC (Native American): Are you or your spouse a member of a Native American Tribe? O @
Ifyou checked ygs please provide a copy af your CDIB card.
CA Residents: H Are you the child of foster parents? Do you receive CalWorks? Woddbme Investment Aot?
m/ Are yon a migrant or seasonal farm worker? D Have you ever been convicted of a misdemeanor?
SC Residents: Do you receive Family Independence Benefits?

PLEASE READ, SIGN, AND DATE:
Under penalties of perjury, I declare the information above 10 be true and accurate 1o the best of my knowledge, and I hereby authorize any agency, organization, or

individuals to sypply such verification or information that may be needed 0 determine tax credit eligibility to my employer, employer representative (Associated
Consultants, Inc. dba Retrotax), or the Department of Labor.

New Employee Signature: W

T Date: Nov 20, 2017
GRS (NG 20, 2017




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

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

Instructions: This Self-Attestation Form (SAF) is to be completed, signed, and dated by the new hire only.
Employers or consultants submit this SAF to the State Workforce Agency with IRS Form 8850 or if filed

separately, with ETA Form 9057 {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 carrect to the best of my
knowledge.

s \/ L g

New Hire’s Signature: _ciodiamaarze srvr Date Nov20,2017

New Hire Name: cedricwilliams

Social Security Number: 144277557

Employer Name:

Please check the statements below if they apply to you.
[ |declare that | was in a period of unemployment that is at least 27
consecutive weeks and for all or part of that period | received unemployment
compensation.

| | declare that | have been in a period of unemployment since
—oct-nov S
(Enter start date)

Privacy Act Nofica;

The Intamal Revenue Code of 1986, Section 51, as amended and its enacling legislaion, P.L. 104-188, spacify that the State Workforce Agencles arethe
"designated' agencies responsible for administering the WOTC cerffication procedures of this program. The Informetion you have provided complefing this
form will be disclosed by your employer to the State Workforoe Agency. Provision of this informafion is voluntary; however the information Is required to
determine your employer's eflgibility for the federal tax credit.

Public Burden Statement:

Persons are not required to respond fo this collection of information unless it displays a cumently valid OM B control number, Respondents’ obligation to
complete this form Is required fo obisin or retain banefis (P.L. 111-6), Public reporfing burden is esfimated to average 10 minutes per response, including the
time for reviewing instruciions, searching existing data sources, gathering and maintaining the data needed, and complefing and reviewing the collection of
Information. Send comments regarding this burden esfimate to the U.S, Depariment of Labor, Division of Nafional Programs Tools Technical Assistance,
Room C-4510, Washington, D.C. 20210 (Paperwork Reduction Projct 1205-0371), Please do not submit completed forms o this address,

117-

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

According to Minnesota Statute section 268.095, subdlvision 2, paragraph (d), an
applicant who, within five calendar days affer completion of a suitable

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

affirmatively request an addftional 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 only if, af 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 benefits may be affected,

It is your responsibiiity to contact ESSG through Corporate Management Group (for
instance, by calling 303-820-1425 or using any other form of contact) for additional
assignments. If you fail to do so, it may affect your unemployment benefits.

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

calendar days once an asslgnment ends. | also acknowledge that | have received a
separaie copy of this form. cw __ (Initial) -

L] ”

cedricwrifiams {Nov 20, 2017) Nov 20,2017
Employee Signature: Date:
cedricwilliams

Employee (please print your name here)

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

_MN_02.2013



DRUG AND ALCOHOL

TESTING CONSENT FORM
1. | have been allowed to read and Inspect a written copy of ESSG policy on
drugs-and-aleohol.
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 pollcy prohibits and the
consequences of such conduct; (c) my rights under the pollcy and the consequences if |
exerclse certain rights; and (d) that certain events as described in the policy may resuit
in adverse personnel action, Including my termination from employment with ESSG. |
understand that this policy in any form, and any employee handbook including this
policy, are not a unilateral employment contract or offer thereof.

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

v 7K

cadricwilllams (Nov 20, 2017)
Individual’s Name

Nov 20, 2017
Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



