E-Verify: Print Case Details - Preview . https://e-verify.uscis.gov/web/PrintCaseDetails.aspx 7?CaseVerNum=2..

‘EVerify

SENSITIVE BUT UNCLASSIFIED
Case Verification Number: 2017286114600NG
Report Prepared: 10/13/2017
Company Information
Company ID: 47429 Company Name: Employer Solutions Staffing Group
Employes Information
Last Name: Grande First Name: Cella
Date of Birth: 12/25/1863 Soclal Security Number: *** ** 8668
Hire Date: 10/18/2017 Citizenship Status: An alien authorized to work

Document Information
List A Document: Employment Authorization Document (Form 1-766)

Alien Number: 073967211

Card Number: EAC1680526860 Document Expiration Date: 03/09/2018

Case Status Information

Final Case Result: Employment Authorized Employer Case ID:
Case Submitted On: 10/13/2017 Case Submitted By: KRIT7027
Closed On: 10/13/2017 Closed By: KRIT7027

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

SENSITIVE BUT UNCLASSIFIED

lofl " 10/13/2017, 10:46 Al



Employment Eligibility Verification USCIS

Department of Homeland Security oml; gﬂ",‘sf;?,w
U.S. Citizenship and Immigration Services Expires 08/3172019

P>START HERE: Read Instructions carefully before completing this form. The instructions must be available, either In paper or electronically,
during completion of this form. Employers are liable for errors In the completion of this form.

ANTI-DISCRIMINATION NOTICE: It is lllegal to discriminate against work-authorized individuals. Employers CANNOT specify which
document(s) an employee may present to establish employment authorization and identity. The refusal to hire or continue to employ
e cocuimeniation . pressnieg nas a 1uiure expiration-gdaie mavy.aiso gtituie lliegs -5-:---3'5-;-

-1 A CORSUILIL

Section 1. Employee Information and Attestation (Employees must complete and sign Section 1 of Form I-9 no later
than the first day of employment, but not before accepting a job offer.)

LastN (Famifly Name) First Name (Given Name) Middle Initial Other Last Names Used (7 any)
andL Co ik
Address (Sirest Number and Name) Apt. Number | Clty or Town ZIP Cads

o5 AR St ivey érove K. [MN 55077

Date of Birth (mm/ddjyyyy) |U.8S. Sacial sm Number _ Employee's E-mall Address Employea's Talephone Numbar
12--9:5- 192 | Llok] - Ald - K68 | (b5 ) 7186-9474

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

1 attest, under penalty of perjury, that | am (check one of the following boxes):
[ 1. A citizen of the United States
[[] 2. A noncitizen national of the United States (See instructions)

|:| 3. A lawful permanent resident  (Allen Registration Number/USCIS Number):
[AL 4. An slien authorized to work _untl (expiration dats, if epplicable, mmiddiyyyy:  ©%/0 9 JAOIS”
Some allens may write "N/A” In the expiration date field. (See instructions)

Allens authorized to work must provide only one of the following document numbers to complete Form 1-8: D0 St T 11 Tt Bsaos
An Allen Registration Number/USCIS Number OR Form I-84 Admission Number OR Fareign Passport Number.

1. Allen Registration Number/USCIS Number: 07 % e Ql (07 % a l l

OR

2. Form 1-84 Admission Number:
OR

3. Forelgn Passport Number:
Country of Issuance:

Signature of Employes

16150t

Preparer and/or Translator Certification (check one):
|:| | did not use a preparer or transiator. D A preparer(s) and/or translator(s) assisted the employee in completing Section 1.
(Fields below must be completed and signed when preparers and/or translators assist an employee in completing Section 1.)

] attest, under penalty of perjury, that 1 have assisted in the completion of Section 1 of this form and that to the best of my
knowledge the information Is true and correct.

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

@ Employer Completes Next Page n

Form 19 07/17/17 N Page 1 of 3



Employment Eligibility Verification USCIS

Department of Homeland Security Form I-9
U.S. Citizenship and Immigration Services MP Sppinaial
r‘"“‘* Aufhorized Rej ';'!.J 1“”‘ Revle ‘.‘TY
entativis mut ormpiete Bveling 8 ] fm Wemmmm;
oné‘ gwna(w onawwmecfmwwm m mw
o AcusiRs Rosnents, 2 “, A = 4 U 00 VT Dl A
Employee Info from Section 1 "\W Nama) Flmm Name) .I. CItlzenaMmmlgmﬂon Status
ListA e OR List B ListC
ldenmy and Employment Authorization Identity Employment Authorization
1| Document Title Document Title
Issuing Authority Issuing Authority
Do N . | Document Number Document Number
ﬁ"")‘?— 37“'? 1) |
Explrgﬂion Dg? (it anf)%m/dd/yyyy) : | Explration Date (if any)(mm/ddlyyyy) Explration Date (if any)(mm/dd/yyyy)
Document Title - _ ;
Issuing Authority | |Additional information e )
Document Number
Expiration Date (i any)(mm/ddiyyyy)
Document Title .
lssuing Authority
Document Number
Expiration Date (i any)(mm/dd/yyyy)

Certification: | attest, under penalty of perjury, that (1) | have examined the document(s) presented by the above-named employee,
(2) the ahove-listed document(s) appear to be genuine and to relate to the employee named, and (3) to the best of my knowledge the
employes is authorized to work In the United States.

The employee's first day of employment (mm/ddlyyyy): | £) } Ii’)/ l'T (See instructions for exemptions)

[ T [T pp——

8 | Emplayer or Authorized Representative | First loyer or Authorized Representaiive | Employer's Business o}_brganizaﬂon Name
,| EMPLOYER SOLUTIONS STAFFING GROUP LLC

Employer's Business or Organization Address (Street Nurnber and Name) | City or Town. State ZIP Code
7301 OHMS LANE SUITE 405

Ducument Tme » - . Document Number Expiration Date (ifany) (mm/ddiyyy)

| attest, under penalty of perjury, that to the bast of my knowledgse, this employee is authorized to work In the United States, and if
the empioyes presented document(s), the document(s) | have examined appear to be genuine and to relate to the Individual.

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

Form 19 11/14/2016 N
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www.esgstaffingsolutions.com

employer solutions staffing group -

New Hire Application

PO Box 46270

Minneapolis, MN 55344-9956

Tel: 952.835.1288

Personal Data— PLEASE PRINT LEGIBLY IN INK

Last Name Grande

First Name Celia

Middie Initial D

AptiSte :

City/State/zip _Inver Grove Heights MN

55077

Phone Number _651-786-9474

Emall Address

Staffing Agency/Recruitment Pariner

NA

Social Security Last Four XXX-XX- 866

Are you legally authorized to work in the United States of America? @IYES (OJINO
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 employment. | authorize ESSG to make inquirles of my former employers, except as indicated In this application,
regarding my previous duties, responsibliities, parformance, compensation and eligibllity for rehire,

| understand that a comprehensive background check may be conducted to determine my eligibility for hire by certain clients of ESSG,
This may include but is not imited to, Investipations of criminal and/or conviction records, driving records and/or a drug screen test as
recuired by clients, government regulations or by ESSG paolicjes. _
1 release ESSG and other persons or entities from any claims that might be based on ESSG's decision to sondust a background check,

1 cerfify that all statements made in my application are true and accurate and that | have not omitted any materlal information or provided
false or misleading information. 1 understand that any material omlsslon or misrepresentation will resultin my disqualification from
consideration for employment or, If discovered after | bagin employment, will resuit in my termination.

if hired, | agree to ahide by the pollcies and procedures of ESSG,

Celia Grande

v

Celia Grande {Oct 13, 2117}

Oct 13,2017

Neme (Print or type)

A copy or facsimile ("fax") will bo considerad the same as an original signature. Email ')vm ONLY he used for employment correspondence

Applicants Signature

Date

For ESSG Office Use Only
DOH NHW 18 8850 wa
Emergency Contact Info | Background Release Form Background Results Unemployment Letter ESC Application
{if applicable) -
For ESSG Client Use
DOH ROP Work Site Loc. WC Code
E88G - CMG-CO Rev. 04/2017



Form w -4 (2017) aemepﬂona don’t a n&plyt:n supplamama! wages Nonwagelnoomeé&muuhavea latgeamm' of

nonwags inocome,
lns‘lrucﬂ 1f you aren't exsm consider making estimated tax using Form
Purpose, Complete Form W-4 so that your Bwl;’erm:mll MWoMutgélow The 1040-E8, Mm“ﬂ*&'ﬁ have pension
employer can withhold the correot federal income workshests on page funherad]ustyo T O e Pab. B0b fotind e oon
1ax from your pay. cons!der complsting a new Form wikhoiding alluwarms hased on annity nome.see B W e w&%’ Should
w—4m when your p or financlel daduations, osiiain oreiis, adjustm entstolnwma. adjust your withholding an Form W-4 or W-4p,
es. ortwo-eamers/multiple jobs men:mam u:ar me bso.gfejygu have ’:m
Coi worksh Hﬂwmv
.':'f Egnnas1,e.s.4.m3'3ands1 e ey U JEWer mﬁmm s m;‘u"“"‘ d“b%mwﬁgg" od iy
ipariotion or 2017 @ explras Weges, wihholding o#aed on allowances on {“ o"{uﬁ WS o 0y oA
18, 2018, See Pub. mmwmmammmm ‘aur w “9““"""‘ "‘m
on Ol
from wihhoiding Rwﬁ ingoms exceads $1 g T an ey 1ior e S0% o i Wmﬂ'- “ngﬂ"mmﬁ?‘%ﬁ
ancl indludes mare saﬁﬂnfmaamadlnwne(fw costs of up & hiome for yourself and i Pﬂ’,g“m i
exampls, Intarest and dividands), d‘elgend otﬂarqmlwlwduﬂs. o ans, camplsting
empl maybeahbtodalm P 501 Deduction, and Check your withholdi yotlrFonnV\Mtalaa
e T oG even i emioye ntirmabons s eﬁmumanswmhuwﬂ\emm uare
adependent, if the Taxwedm.Youemtakspm]ectedtaxmdnslmo ng;: m
sgetoorok; WOk Showazes, Crodts for chieor dependent e $150.00 Eng W#W“)-
s I8 biind, or care axpenses and the chid tax credit may be claimed Future davalnpmama. mfunuaﬁ
ownlnlalmadjusunmtolnmme;m its: o ﬂ»PemnalNlmnusWoﬂmhaatheluw deval %ﬂ
ftemized dedustions, on his or her taxretum. gﬁmmwommgmm
" Personal Al[owanees Worksheet (Keep for your records.)
A Enter*i”foryourselffnoonselsecanclaimyouasadependent. . . . « - . . . « + « « « o s .+ « A
» You're single and have only one job; or
B Emer*1"if = You'ra marriad, have only one Job, and your spousg doesn't work; or ... B
« Your wages from a second job or your spouse's wages (or the total of both) are $1,600 or less.
¢  Enter*1" for your spouse. But, you may chooss to enter “-0-* if you are manied and have either a working spouse or more
than one job, {Entering “-0-" may help you avoid having too itletaxwithheld) . . . . . . . . « . . . . . €
D  Enter number of dependents (other than your spouse or yourself) you will claim on your taxvetum . . . . o o (1
E  Enter 1" if you will file as head of household on your tax retum (see conditions under Head of household ahuve) s o 3
F  Enter “1* if you have at least $2,000 of child or dependent care expenses for whichyou plantocleimacredt . . . F

{Note: Do not Include child support payments. See Pub. 508, Child and Dependent Care Expenses, for detalls)
Chlld Tax Credit (including adeditional child tax credit), 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 childran or less “2" if you hava five or more elligible children.

» if your total income will be betwean $70,000 and $84,000 ($100,000 and $119,000 if married), enter *1” for each efigible child. &
H  Addlines A through G and enter total here. (Note: This may be differant from the number of exemptions you claim on your tax retum,) B H
andym plan to temize or claim adjustments to Income and want to reduce your withholding, ses the Deductions

For accuracy, Workshest on page 2.

complete all o [f you are single and have mora than one Job or are marnried and your spouse both work and the comblned
worksheets s from all jobs exceed $50.000 ($20,000 if married), see the T{vun-'EsmamlMuprla Johs Worksheet on page 2
that apply. void having too little tax withh

» lf nettherofthe abovasMons appnes. stop here and enter the number from line H on fina § of Form W-4 below.
Separate hera and give Form W-4 1o your employer. Keep the top part for your records,

% w_4 Employee’s Withholding Allowance Certificate OMB No, 1546-0074

m

Department Tressuay » Whether you are entitled to olalm a certain number of allowanoes or exempiion from withholding Ia

mm:’m?m mmtorevlmwmelBS.Youremployarmaybamqulrsdtomdampydﬂﬂﬁomhﬂmlﬂs. 2(@1 7
1 Yourfirst name and middle infial Last name 2 Your social sacurity number
Cella D Grande 60B-90-8668

Home addrees (umber and street or rural route) 3 lo (@) Meried () Manied, but withhold at higher Single rate.

2135 63rd St E O s © O ot

Notm if manied, but legeily separated, or spouse is & nonmesident afien, oheck the “Single® box.
4 Wyour last name differs from that shawn on your soclal security card,

Chy or town, state, and ZIF gode

Inver Grove Heights MN 55077 chuck here, You must call 1-800-772-1213 for a replacament card, >
5  Total number of allowances you are claiming {from line H above or from the applicable workshest on page 2) 52
8 Additional amount, if any, you want withheld fom each paycheck . . . . LK 8|S

7  |claim exemption from withholding for 2017, and | certify that | mest both of the following condfﬁonsforexempﬁun v §
» Last year | had a right to a refund of all federal income tax withheld because | had no tax llability, and |
» Thia year 1 expect a rafund of all federal income tax withheld because | expact’to have no tax fab

i you meet both conditions, write “Exempt™here. . . . . . 0o o o gl 7
Under penalties of parjury, | deciare that | have a:mned this certificate and, to the best of my lmowladge and bellef, it Is true, comaot, and complete.
Employea's signature
{This form is not valid unisas you sign It) » cslnGrande (0ct13, 2017) Pate» Oct13,2017

8  Employer's nams and address [Employar; Complete lines 8 and 10 only if sending to the IRS.) | 8 Officacodaoptiona| 18 Employer identification rumber (EIN)

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




This form cannot be used for employees hired prior to September 1, 2014.

Revision Date: 09/01/14
Expiration Date: 10/01/17

Employee Name:

Last First Middle Date of Birth

Social Security Number: Date ofHire: __________ (MM/DD/YYYY)

In accordance with § 8-2-122, C.R.S., within 20 calendar days after hiring the new employes
listed above,

1 affirm all four of the following by signing this form:

1. 1have examined the legal work status of the above named employee.

2. Ihave retained file copies of the documents required by 8 U.S.C. sec. 1324a,
3. Ihave not altered or falsified the employee’s identification documents.

4, Ihave not knowingly hired an unauthorized alien.

Print Name of Employer (or Designated Representative)  Official Title

MM/DDIYYYY)
Signature of Employer (or Designated Representative) Date Signed by Employer

Business or Organization Name Employer Phone Number

The provision of false or fraudulent information on this form may subject the employerto a
significant fine and/or additional penalties.

This form and the documents required by 8 U.S.C. sec. 1324 (copies or electronic copies) will be
retained for the duration of the above named individual’s employment.

§ 8-2-122(2), C.R.S.; On and nfter January 1, 2007, within twenty days after hiving o new employee, each employer in Colorado
shall affirm that the employer has examined the legal work status of such newly-hired employese and has retained file copies of
the doguments required by 8 1.5.C. sec. 1324a; that the employer has not altered or falsified the employee’s identification
documents; and that the employer has not knowingly hired an unauthorized alien, The employer shall keep a written or slectronio
copy of the affirmatinn, and of the documents sequired by 8 U.S.C. seo, 1324s, for the term of employment of each employee.

This mandatory affinnntion is provided by the Colorado Division of Labor, Visit www.colorado goviediefeyr for mors information,




EMPLOYER SOLUTIONS STAFFING GROUP
BACKGROUND CHECK AUTHORIZATION

Employee Name: Celia D Grande
{First) (Middie) (Last)

Former Name(s) and Dates Used:

Current Address Since: 213563rd StE Inver Grove Heights MN 55077
{Mo/Yr) {Street) (City) {State/Zip)
Previous Address From:
(MofYr) {Street) (City) (State/Zip)
Previous Address From;
{Mo/Yr) (Street) {City) (State/Zip)
Soclal Security Number: LR poB;___12-25-1963
Phone Number: (el PR
Driver’s License Number/State:

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

| hereby authorize Employer Solutions Staffing Group, LLC and its designated agents and representatives to conduct a
comprehensive review of my background causing a consumer report and/or an investigative consumer report to be
generated for employment purposes. | understand that the scope of the consumer report/ investigative consumer
report may include, but is nat limited to the following areas: verification of social security number; credit reports,
current and previous residences; employment history, education background, character references; drug testing, civil
and criminal history records from any criminal justice agency in any or all federal, state, county jurisdictions; driving
records, birth records, and any other public records.

| further authorize any individual, company, firm, corporation, or public agency to divulge any and all information, verbal
or written, pertaining to me, to Employer Solutions Staffing Group, LLC or its agents. | further authorize the complete
release of any records or data pertaining to me which the individual, company, firm, corporation, or public agency may
have, to include information or data received from other sources. Employer Solutions Staffing Group, LLC and its’
designated agents and representatives shall maintain all information received from this authorization in a confidential

manner in order to protect the applicants personal information, including, but not limited to, addresses, social security
numbers, and da:ces of hirth.

Colia Grandle
Signature; __bicesels, mn Date: Oct13,2017

Notice to CA, MIN, and OK Residents:
Please check the box below if you wish to recelve a copy of a consumer report that Is requested.
[Th 1 wish to receive a copy of any Background Check Report on me that Is requested,



Para Informutién en espaiiol, visite www.consumerfinance.gov/iearnmare o estribe @ ln Consumer Finoncial Protection Sures, 1700 G Strest N.W,, Washington,
DL 20552,

A SUMMARY OF YOUR RIGHTS UNDER YHE FAIR CREDIT REPORTING ACT )

Tha federal Ralr Cratit Reporting Act {(FCRA) promotes the accuracy, falmess, and privacy of infarmation in the files of consumer reporting agencies. There are many
types of consumer reporting agancies, including credit bursaus and specialty agenties {such a3 agencies that sell information about check writing histor:es, meical
mrds,mlemalh!shrymds).Hmisammnawafvwmq]mﬂghﬁmdammmmmmmmmmﬂﬂdn&p
p.consumerfinants gov/isarmmora ar wilte to: Consumer Financial Protection Burean, 1700 6 Strest N.W,, Washington, DC 20552,

¢ You must be told ¥ information In your file has been usad against you. Anyone who uses a credit report or ancther typa of consumer repartto deny your appll-
mloninrcredit.Imw'artue.uremp!nywm-ormhkaanmharadmmnasmstm-mmwmmdmmmmmaddms,andphnnn
number of the agenty that provided the information.

o Youhave tha right to Inow what is in your file. You may request and obtsin el the informetion about you in the files of a consumer reporting agency {vour Tile
disiosure”™). You will be required to provide proper identification, whith may inclute your Social Security number., tn many cases, the disclosure will be free, You
are entitied to a freg file disclosura if;

s a person has taken adversa action against you because of information In your credit report;

o you are the victim of ldentity theRt and place a fraud alert in your file;

o your {lle contalns inacturate Information as a result of fraud;

® you are on public assistance;

) wummmphyeﬂmmmamfnranpmmmmsodaw
xnaddltton,aucommarsaremﬁﬂedhmmwsdmmmwnmnmhsupmrequestmeuhmﬂmmaeuedubumuandmmmonwwesnmnywn»
sumer reporting agencies. See www.ct 8

o You have the right to ask for a credit score. Credit scores are numerical summaries of your credit-worthiness based on Information from credit bureaus. You may
requesta credit score from consumer reparting agencles that create scores or distribute scores used In residential real property inans, hut you will have to pay for
. in some mortgaga transactions, you will receive cradit score information for free from the montgage lender.

s You have the right to dispute incompisate or Inaccurate information. If you identify information in your file that Is incomplete or Inaccurste, and raport it to the
consumer reparting agency, the agency must Investigate unless your dispute Is frivolous. See www.consumerfinance.gov/leammare for an explanation of dispute
procedures.

« Consumer reporting agencies must corract of dalete inaccurate, incomplets, or unverifiable Information, Inaocurats, incomplete or unverifiahle information
must be remaved or correctad, usually within 80 days. However, a consumer reporting agency may continue to report information R has verified as accurate,

@ Comsumer reporting agencias may not report cutsiated negative information. in most cases, a consumer reporting agency may not report negative information
that Is more than seven years old, or bankruptcies thet are more than 10 years old.

* Access to your file s Simited. A consumer reporting agency may provide information about you anly to penple with 3 valtd need ~ usually to consider an applica-
tlon with a creditor, insurar, employer, landlord, or other business, The FCRA spacifies thase with a valld need for access.

o Youmust give your consent for reports to be provided to employers. A cansumer reporting agency may not give out information about you to your employer, or
apotmﬂalemylweuvﬁﬂmutyumwrmmgvenmmeanplm Written consent ganerally is not required in the trucking industry. For more infor-

. Vanmm'mmmfoﬂmofammmemwmWambnmmmmvmwu *prescresnsd” offers for credit and
Insurance mustincludea toll-frae phone number you can cal if you chaose 1o remave your name and address fram the lists thesa affers are basad on. You may
opt-out with the nationwida credit bureaus at 1-888-567-8688.

» Youmaysoek damages from violators. If a consumer reporting agency, or, in some cases, @ user of consumer reporis or a furnisher of information to a consumer
reporting agenty violates the FCRA, you may be able to sue In state or federal court.

o Identity theft vietims and activa duty military personnal have additional rights. For more information, visi www.consy

‘ ummmm\ums and credlt unions with total assets of aver 2. Bureau of Consumer Financlal Protection

$10 bililon end their afflliates, 1700 G Street NW

Washington, DC 20852
b. Such affiliates that are not banks, savings associations, or creditunionsalso | b, Federal Trade Commission: Consumer Response Center - FCRA
should lis}, in addition to the Bureaw: Washington, DC 20580

(877) 3824357

2.70 the extent not included in item 1 above: :
a. National banks, federa! savings associations, and federal branchesand fed- | a. Office ofthe Comptroller of the Currency
eral agencies of forelgn banks Customer Assistance Group

1301 McKinney Streat, Suita 3450
Houstan, TX 77010-5050

b. State memhber banks, branches and agencies of forelgn banks fother than b, Federal Reserve Consumer Help Center
federa) branches, federal agencies, and insured state branches of foreign £,0. Box 1200

banks), commerciallending companies owned or controlled by foreign Sanks, | Minneppells, MN 55480

and organizations operating under section 25 or 25A of the Faderal Resarve
Act

€. Nonmember Insured Banks, insured State Branches of Foreign Banks, and ¢. FDIC Consumer Response Canter
insured state savings assoriations 1100 Walnut Street, Box#11
Kansas City, MO 64106

d. Federal Credit Unions ] d. National Credit Union Administration




EMERGENCY CONTACT INFORMATION

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

Employee Name: Celia Grande

Home Phone; _ 651-786-9474

R R S e EME R ENE YICONTAC TS aie s per e R
~ Pleasg list two people (In priority order) who eouldibe-contiictad in case of an emergency -
Contact #1 Home Phone: g51-434-8374
Neme: EDETIC: Cell Phane:
Relationship: ‘Work Phone:
Contact #2 Home Phone: g51-334-4465
Name: Kelia E Cell Phone:
Relationship: Work Phone:

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

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



employer solutions staffing group..

STA OF CONFIDENTIA

This agreement made this day of , 201__, 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.

Celin Grande (Oct 13, 2017)

Employee Signature

Employer Solutions Staffing Group LLC, Representative
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empioyer iions ng Zroup..
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 heaith
care provider.

Attend all scheduled appointments. While on physical limitations, visits should
be a minimum of once every two weeks. Fallure to have current medical support
for disabllity 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 physiclan at every appointment, a
minimum of once every two weeks. M.R. 5221.0420 requires that your physician
cooperate with retumn 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 ali 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, i



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 immediately of any new injuries or conditions that impact

ou ition.

If it is necessary to miss scheduled work due to a work injury, you must be seen
by your primary heaith 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 responsibiiities and agree to abide by these guidelines.

Signed: __ crtacande pass e

Printed Name:; Celia Grande




employer soiutions staffing group..

Important/importante
LOST OR STOLEN PAYCHECKS

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

Sl un cheque de pago se pierde (que faita, fuera de lugar, destruido, perdido en
el correo, etc), usted debe notificar a su reclutador de personal que el cheque no
se puede encontrar. 8i 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 molde): Cella Grande

Signature/Firma: _ hicaneioas, o)




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 arder fo 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 workplacé, 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

o Responsibility to report workplace hazards and dangers

e Responsibility to werk 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

e 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.



workplaee, appropnate precautlons bo take, and procadures to follow if
involved in an accident or exposed to hazardous substances
o Right to gain access to relevant personsal 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 13 other federal statutes for which OSHA has jurisdiction, or for
refusing to work when faced with imminent danger of death or serious injury and
there is insufficient time for OSHA to inspect. Retaliation or reprisal taken against
anyone who has expressed concern about workplace safety is illegal.

If you believe that your right to a safe workplace has been violated, you can make a
report to & manager of the host worksite employer and/or ESSG (by telephoning
952.885.1288/1.866.496.75678) and asking for the ESSG Safefy Divector. You can
also contact OSHA directly with any concern. ESSQG 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 952.885.1288/1.866.496.7678 with any
questions I may have about this policy. I agree to comply with ESS(’s policy on
ESSG WORKPLACE SAFETY POLICY and I understand failure to comply is
grounds for disciplinary action, up to and including termination.

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

Employee’s Signature:
(Celia Granle

£ Date: Oct 13,2017




- 8850 Pre-Screening Notice and Certiflcation Request for

(Rev. Marah 2016) the Work Opportunity Credit OMB No. 1546-1600
D cnun berviee.) | > Information about Form 8850 and fts separate instruotions Ia at www.rs.gov/form@860. _|

Job applicant: Fill in the lines below and check any hoxes that apply. Complete only this side.
Your name Social security number > 608-90-8668

City or town, state, and ZIP code Inver Grove Heighits MN 55077

o Telephone number 691-786-9474

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

1 E] Check here if you received a conditional certification from the state workforce agenay (SWA) or a participating local agenocy
for the work opportunity credit,

2 [Tl Check here if any of the following statements apply to you.

* | am a member of a family that has recelved assistance from Temporary Assistance for Needy Families (TANF) for any 8
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 period during the past 15 months.

» | was referred here by a rehabllitation agency approved by the state, an emplayment network under the Tickat to Work
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. Reoeived SNAP benefits (food stamps) for the past 8 months; ar
b. Received SNAP benefits (foodl stamps) for at least 8 of the past & months, but is no longer eligible to receive them.

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

* | received supplemental security Income (S8I) benefits for any month ending during the past 60 days.

+ | am a veteran and [ was unemployed for a period or periods toteling at least 4 weeks but less than 6 months during the
past year.

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

4 [ﬂ] Check here if you are a veteran entitled to compensation for a service-connected disabllity and you were discharged or
released from active duty in the U.8. Armed Forces during the past year,

o

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

8 [ check here if you are a member of a family that:
» Racelved TANF payments for at least the past 18 months; or
» Received TANF payments for any 18 months beginning after August 5, 1897, and the earfiest 18-month period beginning
after August 5, 1997, ended during the past 2 years; or

s Stopped being eligible for TANF payments during the past 2 years beoause federal or state law imited the maximum time
those payments could be made.

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

Signature—All Applinants Must Sign

Under penalties of perjury, | deciara that { gava the abova information to the employer on or before the day | was affared a job, and 1t is, to the best of my knowiedge, true,
oorrest, and complate.

v

Job applicant’s signature p»  ©<ls Gunde (0ci13,2017) pate Oct13,2017
For Privaoy Act and Paperwork Redustion Act Notice, sae page 2, Cat. No, 228511 Form 8880 (Rev, 3-2018)




. D = )
Form A (rev. 032017) TAX CREDIT QUESTIONNAIRE R E § IRGD T AX
YERSEC’“ON: - B rSEED B i k)
Client: Company:
Location: Position: Starting Wage: $
EMPLOYEE SECTION:
First Name: Last Name: Suffix: Street Address: City/State: Zip:
| Celia Grande 213563rd StE inverGroye HelghtsMN___| BB07T
S8 Date of Birth: Ages Have you worked for | If yes, Jocation:
608-00-8668 12-25-1963 e o aeke
Please complete all questions, and sign and date the form. Yes No
1. Have you or has anyone living with yon received Temporary Assistance to Needy Families (TANF) a O]
at any time since Angust §, 19972 (ifyes, pleaso provids information below.)
Name of the person receiving bensfitss ____ Relationship to you:

2, Have yon or has anyone living with yon received Food Stamps (SNAP) at any time during the past 15 months? Q O]

{1f yes, please provide information below.)
Name of the person receiving benefits: ______ Relationshiptoyon: ____
City: County: State; ______
3. Have yon received Supplemental Security Income (SSI) at any time within the past 3 months? (@] @

Please note, this is not the same as Social Security benefits (88) or Social Security Disability (SSDI) benefita.
*Ifyou checked yes please provide a copy of your SSI documentation.

4. Have yon received any type of vocational rehabllitation services within the past two years? Q @
1 yes, pleass indicate which type of agengy you worksd with and provids their location information below:

[Tl Vosetiona! Rehabilitation Agensy | Dept. of Veterans Affbirs [Ll] Employment Network (Tickst to Wark Program)
Name of Agency: . Phonedt __
City: County: State:
*Ifyou 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? *if yes, please provide a copy of your DD-214 and letter of separation.
(i yes, pleaso provide information below. Ifno, please continue to question #6.)
Dates of Servive - From: To:
Branch of Service:
Are you entitled to or are you recziving compensation for a service-connected disability?

6. Have you 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 your unemployment?
If yes, in which state did you receive unemployment compensation? ___

0]
©

al o ap
e @ @@

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

Was thisa [ Federal or[[] State conviction? IfState - County: _____ State: _____

£

i, s

A Additlonal Tax Credits
TEC (Nafive American): Are yon or your spouse a member of a Native American Tribe? O
Ifyou checked yes please provide a copy of your CDIB card.
 CAResidents: [[] Ase youthe ohild of foster parents? [T] Do you reseive CalWorks? [T Workfure Tnvestment Act?
: [C] Are you s migrant or seasonal firm worker? [] Have you ever been convicted of a misdemeanor?
SC Residents: [[]] Do you receive Family Independence Benefits?

PLEASE READ, SIGN, AND DATE:
Under panalties of perjury, I declare the information above fo be trire and accurata to the best of my knawledge, and 1 hereby authorize any agency, organization, or

individuals to supply such verification ar information that may be needed to determing tax credit eligibitity to my employer, enployer represeniative (Associated
Consultams, Inc. dba Retroiax), or the Department of Labor.

New Employee Signatures _C2UA GIANAE. Dates  Oct13,2017

TGRS, 201T)

8z




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

group

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

New Hire’s Signature: _cioerndatos 207 pate Oct 13,2017

New Hire Name: Celfa Grande

Social Security Number: 608-90-8668

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

(Enter start date)

Privacy Act Notice:

The Intemal Revenus Code of 4886, Seofion 51, as amended and s enaciing legisiation, P.L. 104-188, specify thet the State Workfores Agencies ar the
*designated” agencies responsible for administering the WOTC oerfificalion procedures of this program, The information yout hava provided complefing this
form will be disclosed by your emplayer to the State Workioroe Agenoy. Provision of thig informetion ks voluntary; however the informaton is required to
determine your employer's efigibiity for the federal tax cradit

08 i 00 e §0 et 7 L $ 6BV P B .9 S @ § S PRSP GO § § MY 4 S & 3§ G 0 6 S § § ot ¥ 3 PO 0 0 St 0 8 S § 8

Public Burden Statement:

Pereons are not required to respond to this collection of information unless it displays a currently vaid OM B oontrol numbes, Respondents’ obigation to
complete this formis required to obtein or retain benafits (P.L. 114-5), Public reporfing burden s esfimsted to average 10 minutes per respanss, including the
tima for reviewing Instruciions, seanhing exisfing data sources, gathering and mainteining the data needed, and complefing and reviewing the collection of
Informetion. Sand comments regarding this burden estimats to fhe U.S. Depariment of Labor, Division of Nafionel Programs Tools Technical Assistance,
Room C-4510, Washington, D.C. 20210 (Papeswark Reduniion Project 1205-0371), Please do not submit complsted forms to this address,

o~ QU S P IS T O WIS TP Vo Smm et amn o oo v
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Direct DeposiﬂPayroll Deblt Card Authorization
Employees have the optmn ofrecelvmgwagesbyDlrectDepomtand/or Payroll Debit Card.

K yondo not
BASIC TNFORivI /\TIO\T

Debit Card.

SECTION |

SECTION 2 PAYROLL ELECTION
|| Direct Deposit (Please complete Sections 3 and 5 below)

[] Payron Debit Card (Please complete Scctions 4 and 5 below)
SECTION 3 DIRECT DEPOSIT

J understand and acknowledge that if I do not provide a
voided check with this direct deposit form, T am

responsible for any delays in payroll or extra costs
incurred if the account number that I provide is incorrect,

Routing#
Acconnti

ol G P Il § o

Initial Date

Account Type:  [] Checking [ Savings [Other

To help us avoid making an error, please attach a copy of a voided check. (a deposit slip will not work)
If you change bankz, do not close your old bank account until yoyr direct deposit has started at the new hank, which may teke 2 pay periods.

SECTION 4 PAYROLL DEBIT CARD (GLOBAL CASH CARD)

Federal law requires all financial institutions to obtain, verify, and record information that identifies each person who opens an account, In order to
request a Payroll Debit Card for yon, we must provide all of the following information that will enable the financial institution to identify you. If
you do not submit a Direct Deposit/Payroll Debit Card Authorization, ESSG will provide the necessary information and issue you a Payroll Debit
Card to pay your wages. For your protection, the financial institntion may ask you to provide them additional identification information so they can
verify your identity,

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

 CARDHOLDER INFORMATION (as you want your Payroll Debit Card to be issned)

First Name ML Last Name . Date of Birth
Street Address @0 BOXNOT ACCEPTABLE) ' Social Security#
City State Zip Cell Phone (mobile)
GET TEXT ALERTS, when your paycheck is deposited on your card! [JYes, sign me up, for text alerts
All we need to know your cell phone service provider and mobile number above! My mobile service provider is:
RECEIPT OF PAYROLIL. DEBIT CARD (to be completed when you pick up your Payroll Debit Card)
Payroll Debit Card Routing # Payroll Debit Card Account #

173972181

have received my Payroll Debit Card, welcome brochure, program fees, program terms, conditions, and disolosures. By activating my Payroll Debit Card,
1 am agreeing to the program terms, conditions, and disclosures that are included or made available to me from time to time from the finanoial institution, I
anthorize the financial institntion to debit my Payroll Debit Card account for the fees described in the fee schednle that is part of the program terms,
conditions, and disclosures.

Employee’s Signature; Date:

I authorize BSSG to directly deposit my periodic wages/compensation 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 stub information.

*E-mail: o @ oy
this information will only be used to send your paystubs electronically

Employee's Signature: Date:




ot

employer solutions staffing group..

( Notification of Minnesota Law Requirement —
Unemployvment Acknowledgement

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

job assignment from a staffing service, (1) fails without good cause to
affirmatively request an additional 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 to
have quit employment.

It is your responsibility to contact ESSG (for instance, by calling 852.277.5227 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 assignment ends. | also acknowledge that | have received
a separate copy of this form. (Initial)

Employee (pleasé print your name here)

CMG_SM - Rev. 08.2013



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

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

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

Individual’s Name

10//3/)

Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



Acknowledgement of Receipt Antiharassment Policy

| certify that | have received a copy of Employer Solutions Staffing Group’s Antiharassment Policy. |
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 952.835.1288/1.866.496.7573 with
any questions | may have about this policy. | agree to comply with ESSG’s policy on Antiharassment
and understand failure to comply is grounds for disciplinary action, up to and including termination.

| also agree that if at any time during my employment | am involved in any employment dispute or | am
subjected to any type of discrimination, including discrimination because of race, sex, age, religion,
color, national origin, disability, marital, sexual orientation or veteran status, or if | am subjected to any
type of harassment including sexual harassment, | will immediately contact my supervisor, manager,
director or ESSG’s Human Resource Department at 952.835.1288/1.866.496.7573 in order to obtain
assistance in the resolution of such matters.

Employee Name (Please Print)
Qolen
4

Date: /ﬂzéé [/2‘

22



RECEIPT OF EMPLOYEE HANDBOOK AND EMPLOYMENT-AT-WILL STATEMENT

This is to acknowledge that | have read the Employer Solutions Staffing Group LLC Temporary
Employee Handbook and understand that it sets forth the terms and conditions of my employment as
well as the duties, responsibilities and obligations of my employment with the company. | understand

my responsib

Handbook.

| also acknowledge that my employment with ESSG is not for a specified period of time and can be
terminated at any time for any reason, with or without cause or notice, by me or by the company. |
acknowledge that no oral or written statements or representations regarding my employment can alter
the foregoing. | also acknowledge that no manager or employee has the authority to enter into an
employment agreement, express or implied, providing for employment other than at-will.

I also acknowledge that, except for the policy of at-will employment, ESSG reserves the right to
revise, delete and add to the provisions of this Employee Handbook. All such revisions,
deletions or additions must be in writing and must be signed by the CEO of the company. No
oral statements or representations can change the provisions of this Handbook. | also
acknowledge that, except for the policy of at-will employment, terms and conditions of
employment with the company may be modified at the sole discretion of the company, with or
without cause or notice, at any time. No implied contract concerning any employment-related
decision, term of employment or condition of employment can be established by any other
statement, conduct, policy or practice.

I understand the foregoing agreement concerning my at-will employment status and the
company'’s right to determine and modify the terms and conditions of employment is the sole
and entire agreement between me and ESSG concerning the duration of my employment, the
circumstances under which my employment may be terminated and the circumstances under
which the terms and conditions of my employment may change. | further understand that this
agreement supersedes all prior agreements, understandings and representations concerning
my employment with the company.

If | have questions regarding the content or interpretation of this Handbook, | will bring them to the
attention of ESSG.

oare_[0 | (3 |}

EMPLOYE

»
NAME l@ﬂb@- /4

EMPLOYEE
SIGNATURE

ESSG
REPRESENTATIVE

23



m ACKNOWLEDGMENT

The assoclate handbook was reviewed with me, and | have received my personal copy. | also
edge ths ave been given the opportunity to ask questions and express concerns

dunng my onentatlon Addmonally, | understand and support the following:
1. This handbook is intended as a guide and not an employment agreement that
creates a contractual relationship, and that the employment relationship may be
terminated at the will of either party at any time.

2. The changing needs of the business will reqwre alteration in method, practices and

policies, and the company will unilaterally revise, as necessary, to meet these
changing needs.

3. |agree to notify my ESSG Consultant immediately of any change in my personal
data such as phone number, address, emergency notification, etc.

4. |am responsible for the information provided herein and will, upon my separation,
return this handbook to my ESSG Consultant.

Date: , D / [ 3

Associate'’s Signature:

Associate's Printed Name:

Orientation provided by: W‘

24
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o %33, employer solutions staffing group.

Leveraging Resources in a Changing Market

Enhanced MEC Plan;Plan 1

Benefits Enroliment Form 1 New Employes
ENHOYES Infariation

Name (First and Last)

ESNG 559

emploper sokitions rtionwide provR, i}
Benefit Plan Administrators, Inc.

sam.

[1 Rehire Rehire Date

Bty TSk
Gonder LI Male | Marital Status [1 Single | Data of Birth Data of Hire
[J Female | LI Maried [ Divorced
{Phone Number: Emall Address:
Please Select Desired Coverage:
Employee Only - Employee+Spouse - Employee+Child(ren) - Family -
$24.00/Week $38.00/Week $36.00/Week $63.00/Week

Soclal Security # Birth Date Bax . Relationship

FiREName WL ame SR el [lspouse [l Child
[] Female [J Domestic Partner
Othar covarage niormation including fadicaraifledicaid ) ‘
NAME OF PERBON COVERED (FIRST, L£
EFF. DATE
EFF. DATE
EFF. DATE

Employee Acknawledgement and Authorization - 1 herehy apply for the group benefit{s) as Indicatad. | acknowledge that all entries are true and compiets and that
any misstatsments or fallure to raport information may be used as the basia for cancellation of coverage for me and my dependent{s), if any, from the original
|effactive date, Furthar, | authorize my employer to maks the necessary payroll deduction of premiuma for coverages | have slectad.

IF ENROLLING - YOU MUST SIGN HERE

Employse Signature

EMPLOYEES DECLINING | am DECLINING coverage

1 understand that | and/or my dependents, if any, walve any coverage and desire fo participate in the pian at a later date. l/we may ba considered a late enrollee and
must mest the requiremants dsfined In the Ceriificate of Covarage for the company’s medical or dental , I | decline envoliment for mysslf or my dependents
{including my spouse) becausa of other coverage, | may, in future he ahle to anroll myasif or my depend in this plan, provided | request enroliment within 31
days after the other coverage enda. In addition, if a new dependent relationship forms as a result of marriage, birth, adoption, placement for adoption of parting sult

Date

- 10]12 |13

Employer Solutions Staffing Group Health Benefits Team

PO Box 46270 Minneapolis, MN 55344-9856
Phone; 862-767-8518 Fax: 862-767-85615

Emalil; Heaith@employersolutionsgroup.com

»



Fixed Indemnity Medical Benefits_Plan 2

Rehire Date___ /.

— ——— e e

T R

. VSIS~ 219301-ESG-1 OFFICE USE ONLY LOCATION

ENROLLMENT FORM ESC CU(UNAC-MN) P1v18.2

A. REQUIRED EMPLOYEE INFORMATION PRINT USING BLACK or BLUE lNK(Must Be Filled Out)

Name . ... . . . - ....j!SomalSecunty# : i Home Phane Sex @.

"Address T = N

Chy S Zp Dats of Birth
] A

[N ——

Medicare Health Insurance Claim Number (HICN) ] Medicare Effective Date R

Name of Covered Person {f: . | b

1. ul 2 13 L

R N  ~~  Payroll Deducted Waekly Rates.

You MUST select a coverage level before any benefits in Section C. Your coverage level for the all benefits in Section C will be
identical. The Fixed Indemnity Medical Plan, Dental Plan, Term Life Plan, and Short-Term Disability plans are underwritten by BCS
Insurance Company. The Vision plan is underwritten by Companion Life Insurance Company.

SELECT COVERAGE LEVEL Fmﬁ;&%ﬁt‘f‘m DENTAL vision | Termure | SHORETERM
- Employeeonly []| - s2028 §BY - seaz G} - s242 83| soen G| se20 )
Employee +1 [_] $41.10 $12.34 $4.92 $0.90

- Employee + #amxiy.‘r_"]. ssase | s03s | o sese | s1e0

NOtoALL Benefits D | .DYes D-N; I:IYes DNo DYes DNO DYes DNO DYe; D.No.

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

Name Relationship
D. REQUIRED DEPENDENT INFORMATION
Name Social Security # - Date of Birth i Sex Relationship
) : /7 IEI [} Spouse | Child [ 1Domestic Pafh’\gt_‘_
N e A Py g ey = Relatlonshnp Pl g OTIE A
R A L o [ oL / 1| IMI[E] [spouse[]chid[]Domestic Partner
Name Socnal Secunty# Date of Birth | Sex Relationship
e ; - By - /7 l IE _.]:]_Spous_,gDChildDDomestic Partner
Name Social Secunty# Date of Birth | Sex Relationship
1t \IMIE [3spouse[Ichid[JDomestic Parter
SRS UC YOU MUST SIGN AND DATE, EVEN IF YOU DECLINE COVERAGE

have read the benefit packet and understand its limitations. | understand that open enrollment is only available for
alimited time and | understand that making no benefit selection is a declination of coverage.

DATE __/__/____ D>SIGNATURE

This Is an Essentlal StaffCARE Enrollment Forr.



