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SENSITIVE BUT UNCLASSIFIED
Case Verification Numbor 20173391430322A
Report Prepared: 12/05/201
&mm-g_
Company ID: 47420 Company Name: Enmwmamp
E_mmlnﬁmmunn
Last Name: Cid First Name: Jeyn
Dato of Birth: 10/07/1683 Social Sacurity Number: *** ** 0ogg
Hire Date; 12/05/2017 Cifizanship Status: A cilizen of ths United States
Dooument information__
List A Dooument: L8, Passport or Passpart Cand
Passport or Passport Cand Numbar: 512008741 Dacument Expiration Data: 02/26/2024
mmm
Final Casa Result: Employment Authorized Employer Case ID;
Cass Submitted On: 12/08/2017 Casa Submitted By: KRIT7027
Closad On: 12/05/2017 Clased By: KRIT7027

Closure Statement: mmmmmmmmmmmmmmmmmmmmm
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Employment Eligibility Verification USCIS

Department of Homeland Security oml: ;::'?J;_%M.,
U.S, Citizenship and Immigration Services Expires 08/31/2019

»START HERE: Read instructions carefully before completing this form. The instru

ctions must be avaliable, either in Paper or electronically,
during completion of this form. Employaers are llabla for errors In the completion of this form.
ANTI-DISCRIMINATION NOTICE:

ire or continue to employ
Iscrimination.

T
First Name (Given

Name) Middle Initia :
Jeyn
Address (Street Number and Name) Apt. Number | City or Town State ZIP Code
MY Sixtn S+ Saind Pavl MW | SXlo b
Date of Birth (mm/ddlyyyy) | U.S. Social Security Number Employee's E-malil Address

Empioyee's Telephone Number

lol2 193 bW “[dqF| Jeqngodoy 126G Gmail-com s -21014< 9

! am aware that federal law provides for imprisonment and/or fines for false statements or use of false documents In
connection with the compilstion of this form. -

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

(] 3. A tawful permanent resident (Allen Registration Number/USCIS Number):
[1 4. An afien authorized towork _unti (expiration date, if ap

plicable, mm/ddiyyyy):
Some allens may write "N/A” in the expiration date field, (See Instructions)
Aliens authorized to work must provide only one of the following document numbers to complste Form 1-9; Do ﬁ’:,?,s,‘;;;:;;‘;,:’g;m
An Allen Registration Number/USCIS Number OR Form 1-94 Admission Number OR Foreign Passport Number.
1. Allen Registration Number/USCIS Number;
OR
2, Form 1-94 Admission Number:
OR
3. Forelgn Passport Number:
Country of issuance:
Signature of Emplayee - Today's Date (m}z/dd/)?y)
Do Cl 27y
T T e [Py TP

| attest, under penalty of perjury, that ! have assisted In the comp|

n

G 503345 0 | g 08 i il 60
letion of Section 1 of this form and that to the best of my

knowledge the information Is true and correct. :

Slgnature of Preparer or Transiator Today's Date {(mm/sidlyyyy)

Last Name (Family Name) First Name (Given Name)

Address (Strest Number and Name) City or Town State ZIP Code

FormI-9 07/17/17 N Page 1 of 3



Employment Eligibility Verification USCISs

Department of Homeland Security ownf g:'?sll;:w,
U.S. Citizenship and Immigration Services Expires 08/31/2019

Employes Info from Section 1 La} lame (Family Name) Fi__méﬁame (Given Name) Ml | C % on
)
ListA OR ListB D ListC
Identity and Employment Authorization Identity Employment Authorization

Document Title Document Title
issuing Authority Issuing Authority
Document Number ) mber Document Number

_ |- Slacaaquy o .y
Expiration Date (if any)(mmidd/yyyy) Expiration Date (if any)(mm/ddfyyyy) Expiration Date (if any)(mm/ddiyyyy)

(Fev- 33 el

Document Title
issuing Authority Additional Information : m&xgmm;;
Document Number

Expiration Date (i any)(mm/ddiyryyy)

Document Title

Issuing Authority

Document Number i

Expiration Date (i any)(mm/ddfyyyy)

Certification: | attest, under penaity of perjury, that (1) | have examined the document(s) presented by the above-named employas,
(2) the abova-listed document(s) appear to be genuine and to relate to the employee named, and (3) to the best of my knowledge the
employee Is authorized to work in the United States,

The employee's first day of employment (mm/ddiyyyy): |)-<,-\3 .

gnatyre of | or Authorized Representative Today's Date {mmiddiyyy) | Title of Empioyer or Authorized Representative
R-S- a3, | On-Sin .

‘N‘l:n\f of Employer or Authorized Representative | Firgt Name of Employer or Authorized Representative Employer's Business or Organization Name

ey \Fﬁ?e :

Acy
Employer's Business or Organization Address (Street Number and Name) |ClyorTown State ZIP Code

| : Eden Prawvie W\ [ sgauy |
Bection 3. Reverification and Rehires (Ta be compieted and signed by employer or authorized representative.j . -
A. New Narme (if applicable)

8. Date of Rehjire (i &pplicable) i
Last Name (Family Name) First Name (Given Name) Middie initial Date (mm/dd/yyyy)

{See instructions for exemptions)

d. IFthe employee's previous grant of employment authorizalion has expired, provide the information Tor the document or recelpl thal eslablishes
continuing employment authorizatlon In the 8pace provided beiow.

Document Title

Document Number

Expiration Date (if any) {mm/ddiyyyy)

1 attest, under Ppenaity of perjury, that to the best of my knowledge, this empioyee Is authorized to work in the United States, and if
the employee prasented document(s), the document(s) | have examined appear to he genuine and to reiate to the Individual,

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

Form I-9 07/17/17 N Page2 of 3
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PO Box 46270
Minneapolis, MN 55344-9956

Tel: 952,835.1288

www.esgstaffingsolutions.com

employer solutions staffing group..

New Hire Application

Personal Data- PLEASE PRINT LEGIBLY IN INK

'+

Last Name _Pastrana First Name __Julle Middle Initia)_Na
Street Address_ 1481 6th Street East AptiSte
City/State/Zip _Saint Paul, MN 55106 Soclal Security Last Four XXX-XX-
Phone Number 6515024325 Email Address Negrita6182@gmail.com @

Staffing Agency/Recruitment Partner CMG

All offers of employment are conditional upon satisfactory proof of Identity and legal ability to work In the U.S.A,

Are you legally authorized to work in the United States of America? @1YES (Q]NO
Applicant Certification and Authorization
| authorize Employer Solutions Staffing Group (ESSG) to use the information and statements contained in this application to dstermine my

qualifications for empioyment. | authorize ESSG fo make Inquiries of my former employers, sxcept as indicated in this application,
regarding my previous duties, responsibifities, performance, compensation and eligibility for rehire,

| understand thet 8 comprehensive background check may be conducted to determine my eligibility for hire by certain clients 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 clients, govemment regulations or by ESSG policies.

I release ESSG and other persons or entities from any claims that might be based on ESSG's decision to conduct a background check.

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

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

L/

Julie Pastrana N e et Dec5, 2017
Name (Print or type) Appilcant's Signature Date

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

For ESSG Office Use Only
DOH NHW 19 8850 w4
Emergency Contact info | Background Release Form Background Resuits Unemployment Letter ESC Application
(if appilcable)
For ESSG Client Use
DOH ROP __ | wWorksSite Loc. WC Code

ES88G- CMG-CO Rev. 0412017



Form W-4 (2017) Greter han 1 00B 008, ) - PPeTPEIEGes  Normege ncore. ¥ ou e € e ot of

Basie Instructions. If you aren't oonaiderm!dngesﬂmatadtaxmmmusm
Purpose. Complete Form W-4 so that your the Peraanal Allowanses Workshoot taor e apaz Ao E DR R R s,
employer can withhold the correct faderal income workshests on page 2 further adjust your you may owe Pub. 505 o find ot ould
tax from your pay. completing a new Form withholding allowanoes based on itemtzed annuity wmﬁ? ot Form Wea w&“,}“
W-4 each year and when your persaral or finanola dmmmmmwmmmmm adjust your iding arW-4P.
situation ges. artwo-samara/multiple jobs ona, mdnagum ug m&: obs.:;faﬁ matba
Exemption from withholding. if Co all ects that apply. However, g
com :nlynnr‘aeﬂ,a?g,h;,g 7%““&":’ m%ﬁwa?%aﬂow&#&%mmwwu mu" h““my"“m“ ,Eg,ﬁ,""“
form to validats &t. Your exemption for 2017 explres wages, withholding must be based on allowances g i e E L L
e 18, qu]& Sge Pub. 605, Tax Withho l3;::&! olaimgad :lnvea gmg not be a fiat amount or owanoes ._ 2 med don .:-
doter If ENOINer porSon Gan Gl dependat  Head of household, Generally, olaim head olaimed on the others. See Pub, detalla,
an his or her tax retum, you oan’t gi.ﬁl:n”a ofhomah:l::‘lu status mmoa&m it "nm::';h :ll a:"a. ?m?umd;e?;; aen
ﬁmnwﬂhholdlngﬂm income exceeds §1,050 you are and pay more than 609 of NOﬁm1392.8"Pagl' %mmmm
and inciudes more than $350 of uneamed innome (for oostsofkeaylngu ahmnafor*owse!fandg:;n' Nonresident Allera, bafore eting this form
example, interest and dividends), dependant{s) ar other qualifying individuals, e, completing b
An empioyee may be ble to claim ’ Standerd Deduction, and Check your withholding, After your Form W-4 takes
aémﬁ":mwmho even I the smployes is Flling information, for on. effeot.usaPub.SOStoaeehowmeamoum%m
a dependent, if the employee: Tax credits, You oan take projeotad tax oredits into mg@ggg ik W‘"Tmegmmm
* I8 age 65 or oider, mv&mm%%%%ﬁmm awcosed $130,000 {single) o S180.00 (Maried).
* |3 blind, or oare expensas and the child tax credit may be alaimed Future davelopments. information about any future
using the Personal Allowances Worksheet below, developments affecting Form W-4 (such as
* Wil entsto i tax credits;
b o, o P Selt o irmaln o ot i e sG] et i s i opoted
Personal Allowances Worksheet (Keep for your records.)
A Entarﬂ'hryoumlﬂfnooneelsacanclalmyouasadapandam. © 0 0 0 00 o000 ao o0 o0 00 o L
* You're single and have oniy one job; or
B Enter*1”if; * You're married, have only one job, and your spouse doesn’t worl; or B
» Your weges from a second job or your spouse's wages (or the total of both) are $1,500 or less,
C  Enter *1” for your spouse, But, you may chooss to enter *-0-" if you are married and have either a working spouse or mo
than one job. (Entering *-0-* may help you avold having too little tax withheld) . . . . . . ... ...,... g
D  Enter number of dependents {other than your spouse or yourself) you will claim onyourtexretum. . . . . . ., D
E  Enter “1" if you wil file as head of household on your tax return (see conditions under Head of householdabove) . . E
F  Enter *1” if you have at least $2,000 of child or dependent care expenses for whichyou plantocialmacredt . . . F

(Note: Do not include child support payments. See Pub. 508, Child and Dependent Care Expenses, for details.)
G  Child Tax Credit (inciuding additional child tax credit), See Pub, 872, Child Tax Cradit, for more information.

* If your total income will be iess than $70,000 ($100,000 i married), enter “2” for each eligible child; then less *1” if you

have two to four eligible children or less “2° if you hava five or mora eilgible children.

s If your total income will be between $70,000 and $84,000 ($100,000 and $119,000 if married), enter *1” for each eligiblechild,. G
H  Addines A through G and enter total here, (Nate: This may be different from the number of exemptions you claim onyour tex retum,) » H

* if you plan to Remiza or olaim adjustments to income and want to reduce your withhoiding, see the Deductions
For accuracy, and AdJustments Worksheet on page 2.

complete all ® If you ars single and have more than one job o are married and you and your spousa both work and the combined
worksheets samnings from all jobs exceed $60,000 ($20,000 If married), see the Two-Eamers/Multiple Johs Worksheet on page 2
that apply. to avold having too little tax withheld.

* if neither of the above situations appiies, stop here and enter the number from line H on iine § of Form W-4 below.
Saparate here and give Form W-4 to your employer. Keep the top part for your records.

e w_4 Employee’s Withholding Allowance Certificate OMB No. 1646-0074
m
pastment Treasuy P> Whether you are entitled to alaim a certaln number of allowances or exemption from withholding is
Ph:g-ng] aw:'u}.%wm subject to revisw by the IRS. Your employsr may be required to send a copy of thia form to the IRS, 2© 1 7
1 Yourfirst name and middia In Last rame Pastrana 2 Your soofal security number
Julle na 619841563

Home address (number and street or rural route)
1481 6th Street East

City or town, stats, and ZIP code

3 [® singe (X Manied (3 Married, but withhold at higher Single rate.

Note: It manded, but iegelly separated, or spouse Is a nonresident allen, check the "Bingle” bax,
ey PR T A NOMERaent 216N, Chack the "Single” bOX. |
4 if your jast name differs from that shown on your soctal security card,

Saint Paul, MN 55106 check here. You muat call 1-800-772-1218 for a replacement card. »
&  Total number of allowances you are claiming (from line H above or from the applicable worksheet on page 2) 5|2
6  Additional amount, if any, you want withheld from sach paycheck . . . . . 8l8

7  1claim examption from withhoiding for 2017, and 1 certify that | meet both of the following conditions for exemption. f&
® Last year | had a right to a refund of all federal income tax withheld because | had no tax liability, and
» This year | expeot a refund of all federal income tax withheld because | expeot to have no tax liabi

If you meet both conditions, write “Exempt”here. . . . . . . . 0o 0 o o o0 o oY
Under penalties of perjury, | deciare that | have examined this certificate and, to the best of my knowledge and befief, it Is true, correct, and complste,
Employee’s signature
(This form is not valid unless you sign it) »  Julle Pastrava (Der.5,2017) pate» Dec5,2017

8 Employer’s name and address (Employer; Complete lines 8 and 10 only if sending to the IRS,) | 8 Office code {optional) | 10 Employer Identification number (EIN)

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




EMPLOYER SOLUTIONS STAFFING GROUP
BACKGROUND CHECK AUTHORIZATION

Julie Pastrana
(First) (Middle) {Last)

Employee Name:

Former Name(s) and Dates Used:

Current Address Since: 1481 6th Street East Saint Paul, MN 55106
(Mo/Yr) (Street) (City) (State/Zip)
Previous Address From:
(Mo/Yr) (Street) (City) (State/Zip)
Previous Address From:
(Mo/Yr) (Street) (City) (State/Zip)
Social Security Number:___619841563 pos;_10/02/1995
Phone Number: 6515024325

Driver’s License Number/State:

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

I hereby authorize Employer Solutions Staffing Group, LLC and its designated agents and representatives to conduct a
comprehensive review of my background causing a consumer report and/or an investigative consumer report to be
generated for employment purposes. 1 understand that the scope of the consumer report/ investigative consumer
report may include, but is not limited to the following areas: verification of 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.

I further authorize any individual, company, firm, carporation, 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 dates of birth.

oJHlls Phrtrana Dec5, 2017

Signature: ShaRebma P 251) Date:

Notice to CA, MN, and OK Residents:
Please check the hox below if you wish to receive a copy of a consumer report that is requested.
1 wish to receive a copy of any Background Check Report on me that is requested.,




Para infarmacidn en espaflol, visite www.consumeifinance.gov/learnmore o escribe a la Consumer Financial Protection Buregu, 1700 G Street N.W., Washington,

D 20552,
A SUMMARY OF YOUR RIGHTS UNDER THE FAIR CREDIT REPORTING ACT
The federal Falr Credit Reporting Act {FCRA) promates the accuracy, falress, and privacy of information In the files of consumer reporting agencies. There are many

types of consumer reporting agencles, Including credit bureaus and specialty agencies (such as agences that sell Information about check writing histories, medieal
records, and rental history records), Here is a summary of your major rights under the FCRA, For more Information, inciuding information about additional rights, go
to www.consy ance. more or write to: Consumer Financial Protection Bureau, 1700 G Street N.W., Washington, DC 20552,

®  You must be told if information in your file has been used against you, Anyone who uses a cradit report or ancther type of consumer report to deny your appli-
cation for credit, insurance, or employment - or to take another adverse action against you ~ must tell you, and must giveyouthe name, address, andphone

rumber of

® You have the right to know what Is In your file. You may request and obtaln all the information about you in the files of a consumer reporting agency (your “file

disciosure®). You will be required to provide proper identification, which may Include your Social Security number, In many cases, the disclasure will be free. You
are entitled to a free file disclosure If;

® @ person has taken adverse action against you because of information in your credit report;
e you are the victim of identity theft and place a fraud alert in your file;
o your file contalns inaccurate Information as a result of fraud;
® you are on public assistance;
*® you are unemployed but expect to apply for employment within 60 days.
In addition, all consumers are entitled to one free disclosure every 12 months upon request from each nationwitle credit bureau and from nationwide specialty con-

sumer reporting agencles, See www.consumerfinance.gov/learnmore for additional information.

® 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 reporting agences that create scores or distribute scores used in residential real property loans, but you will have to pay for
it. In some mortgage transactions, you will recelve credit score Information for free from the mortgage lender.

® You have the right to dispute incompleta er inaccurata information, If you identify information in your file that is incomplete or inaccurate, and raport it to the

eonsumer reporting agency, the agency must Investigate unless your dispute s frivolous, See www.consumerfinance.gov/learnmore for an explanation of dispute
procedures,

® Consumer reporting agencies must correct or delete inaccurate, incomplete, or unverifiable information. Inaccurats, incomplete or unverifiable Information
must be removed or corrected, usually within 30 days. Howavey, a consumer reporting agency may continue to report Information it has verified as accurata,

& Consumer reporting agencies may not report outdated negative infarmation. In most cases, a consumer reporting agency may not report negative Information
that is more than seven years oid, or bankruptcies that are more than 10 years old,

® Access to your file is limited. A consumer reporting agency may provide information about you only to people with a valid need - usually to consider an applica~
tion with a creditor, insurer, employer, fandlord, or other business. The FCRA specifies those with a valld need for access,

® Youmust give your cansent for raports to be provided to employers. A consumer reporting agency may not give out information about you to your employer, or
8 potential employer, without your written consent given to the employer, Written consent generally is not required in the trucking Industry. For more Infor-
mation, go to

s Youmay limit “prescreened” offers of credit and insurance you get based on information in your credit report, Unsolicited “prescreened” offers for credit and
insurance must Include a toll-fres phone number you can call If you choose to remaove your name and address from the lists these offers are based on. You may
opt-out with the nationwide credit bureaus at 1-8B8-567-8688,

® Youmay seek damages from violators. if a consumer reporting agency, or, In some cases, a user of consumer reports or a furnisher of Information to a consumer
reporting agency violates the FCRA, you may be able to sue in state or federa] court.

* |dentity theft victims and active duty military personnel have additional rights, For more information, visit www. 3

Www.consumerfinance gav/learmnmore,
States may enforce the FCRA, and many states have their bwn cansumer reporting laws. In some cases, you may have more rights under state law. For more infor-
matian, contact your state or local consumer protection agency or your state Attorney General. For infarmation about your federal rights, contact: .
TYPE OF BUSINESS: CONTACT:
1.a. Banks, savings assaciations, and credit unjons with total assets of over a, Bureau of Consumer Financial Pratection
$10 biillon and their affiliates. 1700 G Street NW

Washington, DC 20552

b. Such affiliates that are not banks, savings associations, or credit unionsalso | b. Federal Trade Commission: Consumer Response Center — FCRA
should list, in addition to the Bureau; Washington, DC 20580
(877) 382-4357

2, To the extent not included in item 1 above:
a. National banks, federal savings associations, and federal branches and fed- a, Office of the Comptroller of the Currency
eral agencies of forelgn banks Customer Assistance Group

1301 McKinney Street, Suite 3450
Houston, TX 77010-9050

b. State member banks, branches and agencies of forelgn banks (other than b, Federal Reserve Consumer Help Center
federal branches, federal agencies, and insured state branches of foreign P.O. Box 1200

banks), commercial lending companies owned or controlled by forelgn banks, | Minneapolls, MN 55480

and organlzations operating under section 25 or 25A of the Federal Reserve
Act a

¢. Nonmember insured Banks, Insured State Branches of Forelgn Banks, and ¢. FDIC Consumer Response Center
insured state savings associations 1100 Walnut Street, Box #11
Kansas City, MO 64106

d. Federal Credit Unlons d. National Credit Unlon Administration




EMERGENCY CONTACT INFORMATION

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

Employes Name: Julie Pastrana

Address: 1481 6th Street East Saint Paul, MN 55106

Home Phone: 6515024325

Contact #1 ) ] i om P
Name: Cell Phone:
Relationship: Work Phone:

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

Additional information you want Employer Solutions Staffing Group and our cllents 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..

STATEMENT OF CONFIDENTIALITY

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.

Julie Pastrana {Dec 5, 2017)

Employee Signature

Employer Solutions Staffing Group LLC, Representative



emp!yer 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 heaith 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 o work. Contact your employer a minimum of after every visit with your
primary health care provider. Keep the claims representative advised of your
status.

your physical conditlon.

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

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

Signed: L Pultrang.

Printed Name: Julie Pastrana




employer solutions 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

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 Ia 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): Julie Pastrana

Signature/Firma:  Serstonsfoess.s0mm
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ESSGWORKPLACE SAFETY POLICY

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

(1) Ensure that its clients provide you with a workplace free from serious

recognized hazards and comply with standards, rules and regulations issued
under the OSH Act.

(2) Ensure that its clients perform a job hazard assessment in order to identify

and eliminate potential safety and health hazards and to determine
necessary training and protections for employees at the facility.

(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

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

You have the following basic rights:

Right to refuse unsafe work

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

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



employer solutions staffing group..

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

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

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

If you believe that your right to a safe workplace has been violated, you can make a
report to a manager of the host worksite employer and/or ESSG (by telephoning
952.835.1288/1.866.498.7573) 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.
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R R S e e L e

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 (ESSQG) at 952.835.1288/1.866.496.7578 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)
Julie Pastrana

Employee’s Signature:

Julle Pastrana {Dec5, 2017) Date: Dec 5, 2017




DRUG AND ALCOHOL

TESTING CONSENT FORM
1. | have been ailowed to read and inspect a written copy of ESSG policy on
drugs and alcohol.
2 I have read the entire contents of this policy and | am aware and fully

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

3. I 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.

Seyn Cid_
Individual’'s Name

PALREEK
Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



Acknowledgement of Receipt Antiharassment Policy

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 952.835.1 288/1.866.496.7573 in order to obtain
assistance in the resolution of such matters.

Employee Name (Please Print)

Seyvn cid

Employee’s Signature:

:)gﬁﬂ ;:J‘ Date: 12 | 4 |13

22



RECEIPT OF EMPLEYEE HANDBODK 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
SEDONSINNT B-DV-1in i 3 O SEanoaras set 10nr

Ly g Y

i

| 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.

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

pate 12 1Y /1

EMPLOYEE
NAME o QA d
PLEASE PRINT

EMPLOYEE .
SIGNATURE Qg%m QJ

ESSG
REPRESENTATIVE




m ACKNOWLEDGMENT

acknowledge that | have been given the opportunity to ask

The associate handbook was reviewed with me, and | have received my personal copy. | also

during my orientation. Additionally, | understand and support th Iog:
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 require 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: [2/y [13
Associate's Signature: ;)guéw\ O\.ﬁ

Associate's Printed Name: M A GOA

Orientation provided by: AR\ ko

24
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Notification of Minnesota Law Requirement —

Unemployment 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 952.277.5227 or
using any other form of contact) for additional assignments. If you fail to do so, it
may affect your unemployment benefits. J

| 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)

AN Lol 12 fu 1%

Empidye& Signature; QD Date:

Employee (Please print your name here)

CMG_SM - Rev. 09.2013



m 3890 Pre-Screening Notice and Certification Request for
(Rev. March 2016) the Work Opportunity Credit OMB No. 1545-1500
i Fovenie Srvgs " | _ > Information about Form 8380 and s separate Instructions I &t www.irsgov/form@850

Job applicant: Fill in the lines below and check any boxes that apply. Complste only this side.
Yourname  -Julle Pastrana Soclal sscurity number > 619841563

City or town, state, and ZIP code Saint Paul, MN 55106

County Telephone number 6515024325

If you are under age 40, enter your date of birth (month, day, year) 10/02/1995

;| Check hers If you received a conditional certification from the state workforce agency (SWA) or a particlpating local agency
for the work opportunity credit.

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

* | am a member of a family that has raceived assistance from Temporary Assistance for Nesdy Familles (TANF) for any 8
months during the past 18 months.

* lam 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.

® 1 was referred here by a rehabllitation agency approved by the state, an employment network under the Ticket 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. Recelved SNAP benefits (food stamps) for the past 6 months; or
b. Recelved 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.

* | raceived supplemental sscurity Income (SSI) benefits for any month ending during the past 80 days.

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

3 m] Check here if you are a veteran and you were unemployed for a perlod or periods totaling at least 8 months during the past
year,

4 m] Check here if you are a veteran entitied 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 disabllity and you were unemployed for a
period or periods totaling at least 6 months during the past year.

-] EI Check here Iif you are a member of a family that:
* Received TANF payments for at lsast the past 18 months; or
* Recsived TANF payments for any 18 months beginning after August 5, 1987, and the earllest 18-month period beglnning
after August 5, 1887, 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 [D] 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 recelved unemployment compensation.

Signature—All Applicants Must Sign

Under penalties of perjury, | declare that | gava the above information to the employer on or before the day | was offered a job, and it Is, to the best of my knowledge, true,
correct, and complste,

Job applicant’s signature P>  Julle Pastrana lbecs, z017) Date D€CS5,2017
For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 22851L Form 8850 (Rev. 3-2018)




-

— lulie Pastrana

b

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

TAX CREDIT QUESTIONNAIRE RE

ROTAX

G i &

Siitasiztinit

[ Client:

Company:

Location:

Position:

Starting Wage: $

EMPLOYEE SECTION:

First Name: Last Name: Suffix:

Street Address:

City/State:

14 Y
1481-6th Street East

SaintPaul,MN |

55106

SS#: Date of Birth:

10/02/1995

Age:

Have yon worked for
this company before?

If yes, location:

619841563

Yes[] No[]

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

Yes No

1. Have you or has anyone kiving with yon received Temporary Assistance to Needy Families (TANF)
at any time since Angust 5, 19972 (ifyes, pleaso provide information below.)
Name of the person recsiving benefits: __ Relationshiptoyou; _
City: County: State;

2. Have yon or has anyone living with yon received Food Stamps (SNAP) at any time during the past 15 months? d
{If'yes, please provide information below.)
Name of the person receiving benefits: Relationshiptoyou; __

3. Have yon received Supplemental Security Income (88)) at any time within the past 3 months?
Please note, this is not the same as Social Security benefits (S8) or Social Security Disability (SSDI) benefits,
*f you checked yes please provide a copy of your SS1 documentation,

4. Have yon received any type of vocational rehabilitation services within the past two years?
If yes, please indicate which type of u worked with and provide their location information below:

D Vocational Rehabilitation Agency Dept. of Veterans Affhirs BmploymantNetwndc(’I‘ickathorkProgmm)
Neme of Agency: __ Phone#: ==

City: County: State:

*If you checked yes please provide a copy of your active Individual Waork Plan and Ticket to Work documentation,

S. Are you a Veteran of the U.S. Military? *[fyes, please provide a copy af your DD-214 and letter aof separation,
(If yes, please provide information below. Ifno, please continue to question #6.)

Dates of Service ~ From: To:
Branch of Service:
Are you entitled to or are you receiving compensation for a service-ronnected 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?
Ifyes, in which state did you receive unemployment compensation? ___

@)
@)

o O 0
Ql p OR

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

Was this [0 Federat or [ State conviotion? IfState- Comnty: ____ State;

Ty v : ey s coc, e ~
g e
IEC (Native American): Are you ar your spouse a member ofa Native American Tribe?
Ifyou checked yes please pravide a copy of your CDIB card,
CA Resldents: Are you thechildofﬁ:sterpm’ents? Do you receive CalWorks? E Workforce Investment Act?
D]Are you a migrant or seasonal farm worker? D Have you ever been convicted of a misdemeanor?
SC Residents: [[] Do you recsive Family Independence Benefits?

PLEASE READ, SIGN, AND DATE:

Under penalties of perjury, I declare the infarmation above 1o be true and accurate to the best of my knowledge, and I hereby muthorize any agency, organization, ar

individuals to supply such verification or information that may be needed 1o determine tax credit eligibility to my employer, employer representative (Associated
Consultants, Inc. dba Retrotax), or the Department of Labor.

New Employee Signature: LMM&
TN PERaNE (Ve 5, 2017)

fomn e s

Date: Dec5, 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) 1s to be completed, signed, and dated by the new hi

only.
orce Agency with 1RS Form BB ed

HNMOVEers o aainl

separately, o 61 (r ETA Form 062) for each tion request filed for the new target

group.

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

New Hire’s Signature: Wmm;m Date Dec5,2017

New Hire Name; ___Julie Pastrana

Social Security Number; 619841563

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.

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

(Enter start date)

Privacy Act Notice:

The Intemal Revenue Code of 1838, Seclion 51, as amended and fis &nacting legistation, P.L. 104-188, spacify that the State Workforce Agencies are the
*designated" agencies responsibie for administering the WOTC cerfification procedures of this program. The informafion you have provided complefing this
form will be disclosed by your employer to the State Workforos Agency. Provision of this Information s voluntery; however the information is required to
datermine your employer's efiglhility for the federal tax credit

Publlc Burden Statement:

Persons are not required to respond to this collection of information unless i displays a cumently valid OM B control number, Respondents’ ohiigation to
complate this form Is required to obtain o retein benefits {P.L. 114-5). Public reporting burden is estimated toaverage 10 minutes per response, including the
fime for reviewing instructions, searching existing deta sources, gathering and maintaining the data needed, and completing and reviewing the collection of
Information. Send comments reganding this burden esfimata to the U.S, Department of Labor, Division of Netional Programs Tools Technical Assistance,
Room C-4610, Washington, D.C. 20210 (Paperwork Reduction Project 1205-0371). Please do not submit complated forms to this address,

117-

ETA Form 8175 (Rev. November 2016)
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Leveraging Resourzes in 2 Changing

E

Benefits Enroliment Form New

Name (First and Last)

Jexn

employer solutions sta

cid

L
P
1.t

ffing group.

Market,
N W00 1% AP s L e et e,

nhanced MEC Plan_Plan 1

L1 Rehire Rehire Date

ESNG

WWMM

RSB v i o 0y L

Benefit Plan Administralom, Ing

Soclal Ssecurity Number

6lb-69-009k

[Zp Code

M8 Sixh &F

Mws

Saird paul S50 b
Date of Birth

U Male
& Femala

Gender

0 Married

Marital Status [] Single

Date of Hire

10/ % /93

] Divorced

Phone Number:

6S/~-I10-1Y59

Emall Add
:y-ey:g:odoy 12G B Copn

Employee+Child(re
$36.00/Week

ease Select Desired Coverage:
Employee Only - E Employee+Spouse - n)- ,: Family -
$24.00/Week " $38.00/Week ] '$63.00/Week

Relationshj
Ospouse [ chig
m| Domesﬂcl’attner

O Male
I Female
e

Sex
[ Male
] Femals
e T

Relationship
[1Sponse [ Child
O Domestic Partner
Ry

Relationship

R e,

U i v

ST 1] : T
Sox

O Male
] Female

Employee Signature
EMPLOYEES DECLINING

{including my spo
days after the oth
of adoption, | may by

IF DECLINING- YOU MUST SIGN H

Employes Signaturs UQ_Q,HV\ (‘ . Q! 7

Employer Solutions Staffing Group Heaith Benefits Team
PO Box 46270 Minneapolis, MN 563449956
Phone: 962-767-9519 Fax: 852-787-9515
Emall: Health@employersoluﬂonsgmup.com

ERE

Date ’Zlq/’;




S SaSw riwemntty Medical Benefits_Plan 2

- VSl 2193018561 lommcruse oMY  locaToN_

Rehire Date ____ e/ il

ENROLLMENT FORM

ESC CUUNAC-MN) P1 v18
PRINT HSING BLACK or BLUE INK (Must Be Filed Outy e -
Name \ 'r Social Security # Home Phone v
QN o - Ble=b8-00%8 [{F 8T 14 s Gy

41481 - St 51 s

i Ly State

Ry zj | Date of Bi

_____ —.Saind  payny MW Sslok [167°7% 3.

8- DO YOU OR ANY OF YOUR DEPENDENTS RECEIVE MEDICARE BENEFITS Z 7 IYesEI_Nol;Yes P,easecom"ue
 Medicare Health Insurance Claim Number (HICN) ! Medicare Effective Date :

Name of Covefed Person (s):

!

1.

e TED BENEFITS PLAN SELECTION ey Deducted Weskly Rates
You MUST select a coverage leve| before any benefits in Section C, Your coverage level for the all benefits in Section C will be
F‘

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 F mﬁ;&gﬂ”ﬁ“’" DENTAL VISION TERMUFE | SHORETERM
Employee Only [ ]| g2p.25 8B  se17 3] - s2a2 BB s0.60 3l 420 =)
Employee +1 [] $41.10 $12.34 $4.92 $0.90
s Em'p_loye"e_--t- Family D i $54.38 | $20.36 's’a._ss_- b $1.80 e
NO to ALL Benefits DYes ENO DYes K No D Yes& No DYes BNO D Yes XNO

'This coverage is not available to residents of NH, Ijl_!_,_mgl_'mPR. 2STD is not available to persons who work in CA, Hl,. NJ, NY, or RI.

et et e ettt et s Ban LS TR

For Term Life / Accidental Death & Dismemberment, please write in yo;:-l-:;;;ﬁ;;;;l—;formaﬂon. Accidental Death &
Dismemberment is part of the Term Life Benefit,

M L _. Relationship

R
Name  Social Security # Date of Birth ’f Relationship

Sex
et e/ el .h.@_’DSPPUSEDC_*!H_G!DDomeﬁis.ﬁartner_

Name Social Sécun:ity#.? Date of Birth Sex Relationship
e R RS I 1 [mI[E] | L1Spouse [ 1] Child ] Domestic Partner
Name z ocial Security # ' Date of Birth Sex ! Relationship

Name s TR Social Security #  Data of Birth

L7 | IMI[E]  Cspowse[ T Child [ Domestic Partner

Relationship

Sex
P e e e SR e ._EDSeouse_DCh"_QD.D9me§ﬁ<_='..’.%rtn?r_

N 51 v i 35 7, 7 7 DEClig CoveRagE
I'have read the benefit packet and understan

d its imitations, | understand that open enrollment is only available for
2 limited time and | understand that making no benefit selection Is a declination of coverage

AR L210412017 | > sionarums DY c\ﬁ

This is an Essential StaffCARE Enroliment Form.
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Wage Payment Method Authorization (Minnesota)

Employees have the option of receiving wages by Direct Deposit and/or Payroll Debit Card,

If you do not de a written elect] will be paid er Check.
Employee Name SSN# (last 4 digits) Effective Date
I i complete Sections 3 and § below) NmDMDcpadtacwmmnywkaltptb?daystobzactivatcd
Payroll Debit Card (Please complete Sections 4 and $ below) Paper Check (Please complete Section 5 below)

O Update Bank Account I understand and acknowledge that if I do not Provide a
Bank Name: voided check with this direct deposit form, I am

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

Initial Date

Federal law requires all financial institutions to obtain, verify, and record information that identifies each Pperson who opens an account. In order to
request a Payrol].Debit Card for you, we must provide all of the following information that will enable the financial instituti

Card to payizour wages, For your protection, the financial institution may agk You to provide them additiona} identification information sg they can
verify your entity.

Except for the routing and account number, ESSG does not have access tp any information regarding your Payroll Debit Card account or
transactions, On your first payday, you will recejye your new Payroll Debit Card, and a packet containing ail of the terms and conditions, Yoy will
then sign acknowledging that you received the Payroll Debit Card and packet, Your Payroll Debit Card will be reloaded on each Payday you recejve
wages,

Fi A i fB;

e Seyn : e elz1a3
Street Address ooy NOT ACCEPTABLE) : Social Security#
&1 Six4n £+ bib- 68 -009
" saint pact Ry % 5S16b e e
RECEIPT OF PAYROLL DEBIT CARD (to be completed when yon pick up your Payroll Debit Card)
Payroll Debit Card Routing # Payroll Debit Card Account #

)
5 % - 1815
Ihave received my Payroll Debit Card, welmmebmchure, pmgrmn&es,pmgramtcrms,condiﬂons,anddisclosnres. By activating

my Payroll Debit Card,
I am agreeing to theprogramterms, conditions, and disclomesthatareinclndedormadenvaﬂahletomeﬁ'om time to time ﬁomtheﬁnann!alinstimﬁnn. 1
anthorize the financial institution to debit my Payroll Debit Card account for the fees described in the fee schedule that is part of the program terms,
canditions, and disclosures,

Employee’s Signature:

I authorize ESSG tp directly d

i din,
or authorized deductions, into my ve and to initiate, if RNecessary, debit entries and adjustmentsfor any credit entries
made in error to my account(s), * E-mail is required for pay stub information,

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

Employee's Signature: Date:




