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www.esgstaffingsolutions.com

bt L

employer solutions staffing gréup.,

New Hire Application

Personal Data— PLEASE PRINT LEGIBLY IN INK

Last Name

Sampson

Street Address 1575 11th Ave

First Name_C0"eY

PO Box 46270

Minneapolis, MN 55344-9956

Tel: 952.835,1288

Middle initial £

City/State/zip _ Newport/MN

55055

Phone Number 6513478221

Aptiste E

Social Security Last Four Y000xx. 8741

Emall Address _Sydeshow74@gmail.com @

Staffing Agency/Recruitment Partner

CMG

Are you legally authorized to work in the United States of America? @IYES (CINO
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 meke ingulries of my former employers, except as indicated in this application,
regarding my pravious duties, responsibiiitiss, performance, compensation and eligibility for rehire.

| understand that a comprehenaive background ehack may be conducted to determine my eligibilily for hire by certain cllents of ESSG.
This may Include but is not mited to, investigations of eriminal and/er conviction records, driving racords and/or a drug screen test as
retuired by cllents, govemment regulations or by ES8G policies. .

1 release ESSE and other persons or antities from any ciaims that might be based on ESSG's decision to conduct a background check.
| certify that all statements meade in my application are true and accurate and that | have not amittad any materia! information or provided
false or misieading informafion. | understand that any material omission or misrepresentation will resuit in my disqualification from
consideration for employment or, if discoverad after | begin smployment, will result in my termination,

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

Corey Sampson m‘%ﬁ“%ﬁ Mar2,2018
Name (Print or type) Applicants Signature Date

A copy or facsimile (“fax”) will ba considered the same as an original signature, Emall will ONLY be used for empioyment correspondence

For ESSG Office Use Only
DOH NHW 2] 8850 w4
Emergency Contact Info | Backpround Releass Form Baokground Results Unemploymeant Letter ESC Application
(it applicable)
For ESSG Client Use
DOH ROP Work Site Loe, WC Coda

E88G - CMG-CO

Rev. 0412017



Form W-4 (2017)

Purpmg%npml’ommﬂwyom

Nonwage Incoms. if you have amount of
nmmmwmhw&wgmm
1M0-Es.sﬂmmdmtofwm'm

employer withhotd the corvect federal income Mwmmugumwmw
tax from your pay., Consider compleli answ Form annuity sae Puh, 605 ¢o find out i you should
W-4 gach %mmmﬁwmw adjus! you witliholkiing on Form W-¢ or W-4P.
Mmmges. Mmual'mmﬂoﬁomé&yﬁub’maw
Exem) from withholding. if mw working InoY
wmp&'mmm,s.a,mﬁ"m %Mmmm mbda\m
farm to validate i, Your exem on for 201 Wt Your mmmwmwbe Form
et 15.29‘_1&&&% , vax Withholding whenall are clalmed on the Form W-4
for the and zaro allowanoes
can olaim you &s & dependent farthe gt ey e Pu. 605 for dealis.
m@?u ?ﬁome 050 Mmummam
andlndndaamgm $350 of uneamad incoms (for Notioe 1862, Supplemental Instrustions for

Chock holding. Form W4 tekes
mﬁmmﬁﬂ?ﬂéﬁuﬂn memhmwwm ag‘
a dapendent, if the employss: s zmp‘wg
» 15 age 65 or clder, 50,000 or$1 on%m"wmﬂed).
¢ {3 blind, or mm% any future

d Form W-4
s s e SR e i v e o
Personal Allowances Worksheet for your records.)
A EnGrH”bryoumBﬁnomaelsemdaimyouasadepsndm. 7 T S N Ol A1
» You're single and have only one job; o
B Enter"1”i: { -You'remarrled.haveonlyonejob,andyomspomdoesn‘twnrlcor - ] o o B 1
-Yourwagesfmmaseaond]oboryourspousa'smgas(utﬂ\emlafbuﬂw)aram,aﬂoorm.
c Enwrﬁ"bryowopous&BuLyoumayohoosemm“-O-“ﬂyouaramamedandhavaemwraworldngspoussormom
manunelub.(Entaﬂng"-o-”mayhelpyouavotdhavlngmomﬂetaxwimheld.) W oo o oocooo0ooo90o00c @G0
D Emernmnbarufdepmdants(otharmanyourspouseoryowaemyouwmclalmonyourtaxrsmrn. > o6 a0 oo o L
B Emar"1”lfyouwﬂlfﬂeashaadolhuuwholdonyourtaxremn(saecondlﬂonsundarﬂeadofhonseholdabova) .. B1
F Emar"1"ifyouhaveatleastsz.nooofohlldordependmtmmsnsesforwhiohyouplmmclaimaowdit ... B O
(Nnh:Donotlncludactﬂldmpportpaymems.SeePub.soa. chﬂdandDapendentoamExpmsea.fordetan&)
G Child Tax Credit (including addlﬂonalmlldtaxcmdm.SeePub.s?z,chﬂdTax Credit, for more Information.

» I your total income will e less than $70,000 (5100,000 if married), enter “2° for each eligible child; then less “1” if you
have two to four eligible children or less *2" if you have five or more eligikle children.

-!fyuurtutalhmmawﬂlbebetwean$70.000and$84.000($100,000and$119.0001fmatﬁad),mﬁ'mrewheuglhlechud. Q
H MdllnesAmmughGandemrmhera.mob:ﬂﬂsmaybedlﬁmmmemmberofmmpﬁomyoudalmonyowmralum.)bH

;

e if you plan to itemize orclaltnadlustmamtommoandwm-b mducayourmholdlng.seemenedumns
Foraccurasy, | andAdjustments Worksheet on page 2.
complste all 0lfynuaveslngleandhavemoraﬂmnm]nhoraremarﬂedandwumdwurmhoﬂnworkandmcombhed
worksheets eamings from afl jobs exceed $50,000 {320,000 if married), see the “Two-Eamers/Muitiple Jobs Warkshest on page 2
that applys { 1o avoid having too little tax withheld.
4 Hnmrdﬁaabwasmmnppnea,mhmmdmmambarfmm fina H on line 5 of Form W-4 bslow,
. SamrmhmmdghathAhmmﬂhW.Kaopmtnppﬂnfwwwm
e w_4 ' Employee’s Withholding Allowance Certificate QMB No. 1645-0074
» Wmmmbmamhnuwbwdauwmmmm on from withholding is
D subject 1o review by the ms.vouramplwarmhemuuadhmumpypztmmmmm 2© 1 7
T Your Tt heme and midde il Tast name 2 Your sociel Aumber
Carey Sampson 473218741
Tiome address (numbsr and strest er fural routs) 3@ Sngle Ol Manied Q] Maried, but withhold &t higher Single rae.
1575 11th Ave E Hote: If married, butlegaly separatad, or spouse s a novesident alen, check the *Singla” boy.
Gity orlown, stais, and 2P ood8 4 nmmmmmmMMonmudﬂMum.
Newport/MN 55055 ook hore, You must call 1-800-772-4213 for a replesement card. P
B Total number of allowanoes you are clgiming {from fine H above or from the applicable worksheet on page 2 8§10
6 Addlﬁomlmoum.ﬁmy.yoummheldﬂumeaehpaychack 5 Be R ) C

7 1 claim exemption from withholding for 2017, and | cartify that | mest both of the following conditions for exemption,
» [ast year | had aright to a refund dallﬁdm!inoomstaxwiﬂ\haldbeoauaelhadmtaxﬁabuny,m

'Thlsyearlexpeatamﬁmdofallfaderalinwmetaxwﬂhheldheoauselaxpenttnhavenotaxil
Hmm%bﬂmndiﬂom.wrﬁe‘aampt'hem. B B IR R

nder penaifies of perjury, deolareiha!lhavamnﬂnedimsoerﬂﬁoataand.tothebestofmvknvwadgeandbeuef.itish‘ue.coMandoomplehe.
Employas's signature
{This form is not valid unless you sign it) M:-smyE ;Ené(mw,zm" Date > Mar2,2018

8 Empluy«'snamandaddrass(Emplwenmmplmuuasamdmnn\yhmdrngmﬂwms.) 9 Office coda foptional} | 10 Emp!uyerwmﬁlﬂﬂnumbefm

For Privacy Act and Paperwark Reduction Act Notice, see page 2. Cat. No. 102200 Form W4 2017



Faorm W-4 (2017)

Page 2

Deductions and Adjustments Workshest

1 femizad daductions. Thess include quafiiying home

mmhmoﬂo%ufywm:w.m deductions, For 2017,
wwmmmmsnmummtsmmammmmmwmmawm
umwmnmmw:mmooww'mmmmdmwmmuwmmm
12,700 if manried filing jointly or qualifying widow(
Entar: { $8,360 if head of household
sa.sswslngleormrrledﬂlingseparataly
Subtractltne2iromlha1.lfzaroorlass.emw"—0-"
Enter an estimate of your 2017 adjustments to income
AddllnesSand‘!andenterthatotaL(lnnludeanyamuuntforcrednsfmmmamnvarﬁng
szhaldingAﬂawancsafarZDﬂFonnWwomshestlnPub.ﬁuﬁ.). o o o
Eﬁaranesﬁmataofymx%ﬂmnwagahcome(swhasdvidmdsmmest) 5
Subtraclllnasfromﬁnes.lfza‘oorlass.amer“—o-"‘. o a o o o
lmldatheamountonllne?byM,OﬁDandenterhamulthsra.Drupanyfracﬁon 6 0 00

E'marmanmnberframme?etsonalAummesWoﬂmhaat,nnaH.pags1 o 0 ©
10 AddllnaesandSandentarmetatalhare.ﬂyouplantousatham-&mWMnlﬂple

mortgage interest,

a o o

i

th s

¢ e s »

0o o o © O © 0

®ONe

Jobs

Nots: 1Jge this workshest only if the instructions under iine
4  Enterthe numbar from line H, page 1 {or from
2  Find the number in Table 1 below that applies to

H on page 1 dirsst you here.

fhen "3" o

1 fine 1 is more than or equal to iine

».0-") and on Form W-4, iine §, page 1.

Notes if line 1 is less than line 2, enter
figura the additional withholding

e e o » s e ¢ e 8 e v e

2, subtract fine 2 from
Do not use the rest of this worksheat . .
=.0-* an Form W-4, line 5,
amnwtnecessarytoavoldayear—mdtaxbm.
Enter the number from line 2 of this workshest- . o o
Erntartf:anumberfromllnﬂafﬂﬂsworkshaet c o o o
SubtractineStromfined ., . . . . . o o = o -
Find the amount in Table 2 below that ap, lies to the HIGHEST
enter the result here. This s
2017. For example, divide by

. ¢« o s e 0

8

4
5

. o ®

paying

job and enter .

It here

OO~ LS

and any additional standard deduction (ses Pub, 505)

Waorksh
also anter this total online 1 beluw.omerwlse,smphemar\demmbWonFonnw.nneB.pagﬂ 10
le jobs on page 1.

Two-Eamers/Multiple Jobs Worksheet (See Two eame/s of muitiple J page 1.)

fine 10abmﬂyouusedmeneducﬂonaandmmmwmshw)
the LOWEST paying job and enter it here. However, i
you are married filing jointly and wages from the highest paying Job are $85,000 or less, do not enter more

line 1. Enter the result hera (if zero, enter

page 1. Complete lines 4 through 9 below to

the additional annual withholding needed . .

25 i you are paid every two
mmadahaindanmwhanmeramzspaypaﬂodsmma\nlngln2017.Emsf

be withheld from eash paycheok
Table 2

Note: Use this worksheet anly it you plantoitemizadeducﬁonsordaknceﬂalncmdltsorad]ushnemmlmnme.
charitable contribufions, etate
you may have to reduce
e); $287,680
or $156,800 ff yn're

> @

Credits

« e o

CONO,

* o o

SR
I
SR
S
SE———

1

e ————————

.« o

S ————————

.« »

. o o

(B -

Married Filing Jointly

All Others

1 wages from HIGHEST
paying job ara—

Enter on
line 7 ebove

# wages from HIGHEST
peying job are—

{ine 7-above

Enter on

$810
1,010
1,180
1340
84,001 1,420
44,001 - 1,800
704001 - 85,000

85,001 - 110,000
110,001 - 125,000
126,001 - 140,000
140,001 and aver

O~NIMPONALO

-t
-2

$0 - $38,000
88,001 - 85,000
5,001 - 185,000
185,001 - 400,000
400,001 and over

§610
1,010
1,180

1,600

mmmnmmmmmmmmmmm

\ntemal Revenus Coda sectians gubleot to the
contyrol

The average fime and expenses

fyou
{from you.

You are not required to provids the
Paperwork Reduotion Aat
umber. Books or regords relating to a
retained as long as thelr contents may
any Revenus law. Generally, tax
gorfidentiel, as raquired by Code section 8103,
taquirad to complete and file this form will vary

depending on individual cireumstegaes, For estimated averages, sea the
instruations far your income tex ratum.
have suggestions for making this form simpler, wa-would be happy to hear
saemommunsmwwlnmmammn.

‘become material intha

information requested on a form thatis
unless the form displays a valid OMB
form or its Instructions must be

on of

ratuma and return information are



> DEPARTMENT 4M
.. OF REVENUE W e

2017 Minnesota Employee Withholding Allowance/ Exemption Certificate

Employees

You must complets and give this form to your employer If you do any of the following:

« Claim fewer Minnesota withholding allowances than your federal allowances

» Claim more than 10 Minnesota withholding allowances

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

« Claim to be exempt from federal withholding or claim to be exampt from Minnesota withholding :
Do not complete this form if you are claiming the same number of Minnesote allowances a8 federal and the number clatmed is 10 or less.

174"  Employss's Aratname and initel Lest name Emplayes's Sogia) Beoury number

i, Pemanentaddms s iy b\nwl:;:‘osenameﬁ
B 1575 11th Ave ol mwammz!w o
B Cry State ZIP code Man'sd

fa i Newport/MN 55055 ()] Married, but withhold at higher Single rat

a2 k¥
B

7 Employsess Read Instructions on back, complete Section 1 OR Seotion 2, sign and ghve the completed form to your employer.
{Po not complate haﬂ)SeeuonlandsMonzcommeungbothsecﬂomwm make the form tnvalid.)

] Section 1.— Petermining Minnesota allowancas

Complste Section 1 if you olaim fower Minnesota allowanoes than your foderal aliowancas, AND/OR if you want additional Min-
nesota withholding deducted each pay period.

1 Totalnumberoffederalallowanoesclahnedonfaderalmw-4 5600060000000 6000000000T0T 060000 4
2 Totalnumberofminnesotaallowannes(llneannnotbemareﬂlanltnei) ......... 5060600000006 I —

3 AddlﬁonalMlnnesotawithholdmgyouwantdedumdeachpayperiod 3 S—————
I Section 2— Exemption from Minnesota withholding
Complete Section 2 if you olaim to be exempt from Minnesota Income tax withholding (eee Section 2 instructions for qualifica-
tions). If applicable, check ane bax below to Indicets the reason why you pelleve you are exempt:
1 meet the requirements and claim exempt from both federal and Minnesota Income tax withholding,
[ﬂ Even though | did not claim exempt from federal withholding, 1 claim exempt from Minnesota withholding because | had no
Minnesota Income tax liahility last year, 1 received a refund of all Minnesota income tex withheld, AND | expect to have no Min-
nesota Income tax iimbllity this year.

Eﬂ] Myspouseis 8 military service member assigned to a mifitary [ocation 1n Minnesota. my domicile {legal residence) Is In another
state, AND 1 am in Minnesata solely to be with Ty spouse. My state of domicile is
@ 1 am an American indlan living and working on & reservation.
» " [1Ifvam a mamber of the Minnesata Netional Guard or an agtive duty US. milftary member and ciaim exempt from Minnesota
0 withholding on my military pay.
ml I receive @ military pension or other mijitary retirement pay s caleulated under Title 10, 1401 through 1414, 1447 through
14865, and 12733 and ciaim exempt from Minnesota withholding on this retirement pay.

{ eartify that all information provided In Seotion 1 OR Section 2 s correct. | understand thers is a $500 penalty for filing a faise with-

~
I
Teeas

" Aliowwayges.
(=]

o
ek ¢

SR T
o

ppp
LS

el

ga halding allowance/exemption certificate.

el SvenMnean " Mar2,2018 ey
5 c‘ﬁhmwmeivathecomple’:sd form to your employer.

Employers

if you are required to send a copy of this form tothe Dapartment of Revenue (see instructions), you must enter the emplayer Information below
and mail this form to: Minnesota Revenue, Mall Station 6504, St. Paul, MN 55146-6601. (Incomplete forms are considered Invalld) A 50
penalty may be assessed for each requited Form W-ANIN not filed with the department,

Keep & copy for your records.
i Neme of employar Fedaral employer ID number {FEIN) Minnesota tax 1D number
é _ Addross City State ZIPcode

-

uew 22715 Questions?  Website: www.revenuestaiamnus. Email: withholdingtex@state.mn.us. Phone: 661-282-9989 or 1-800-857-3594.



. DEPARTMENT
. OF REVENUE

Form W-4MN Instructions

Do not complete this form If you are cfalming the same number of Minnesota allowances as federai and the number

claimed is 10 or Jess.

Employee Instructions

What's New? p
Beginning with tax year 2016 you may
not have to pay Minnesota income tax on
yourmﬂitarypensionorothermﬂimry
retirement pay calculated nnder Title 10,
140] through 1414, 1447 throngh 1455,
and 12733, When you file your Minnesota
individual income tax return, complete and
file Schedule M1M, Income Additions and
Subtractions, to subtract this income from
your Minnesota taxable income.

1f you claim this subtraction, you may

not claim the credit for past military
service (reported on Schedule M1C, Other
Nonrefundable Credits) which is a credit
aveilable to individuals whose Adjnsted
Gross Income (AGI) is less than $37,500.

Should | complete Form W-2NIN?

: Form W-4MN and provide it to
yuuramplnyer.i[yondoanyoftheﬁ:ﬂow~
ing:

o Claim fewer Minnesots allowances then
federal allowances (You may not claim
mare Minnesota allowances than federal
allowances)

o Claim more than 10 Minnesota allow-
ances

« Request additional Minnesota withhold-
ing be deducted each pay period

+ Claim to be exempt fram Minnesota
income tax withholding (see Section 2
tnstructions)

Before you complete Form W-4MN, deter-
1mine the number of federal withbalding
allowances you are claiming on federal Form
W-4, Then, determine the pumber of your
Minnesota withholding allowances.

Consider completing & new Form W-4MN i
your personal ar financial situation changes.
If you have not had snfficient income tax
withheld from your wages, interest and/ar
penelty charges may be assessed when you
file your individual income tax return.

Your employer may be required to submit
copiesofynurPormWMmﬂnede-
partment.

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

- Section 1 — Minnesota Allowances

Claim the correct number of allowences, If
youexpecttommoremcometaxforthe
year than will be withheld:

« claim fewer allowances

o request additional Minncsot taxes tobe
v;ttbhaldfrom your wages (complete line
3

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

» Yon mest the federal requirements; you
claim exempt from federal withholding
on Form W-4; you had no Minnesota
income tax liability in the prior year; you
received a full refond of Minnesota tax
withheld; and you expect to have no Min-
nesots income tax Hability for the current
year.

« You are the sponse of a military member
assipedtodmyinwnnemt&youand
your sponse ave domiciled in another
state (the same state as one another) and
arepmnthinnesousoldytobew}ﬂ:
yomacﬁvedntymﬂﬂarymemberspouse.

» Youarea member of an American Indian
tribe living and working on the reserva-
tion of which you are an enrolled member.
Your wages are for Minnesota National
Guard (MNG) pay ot for active duty US.
milttary psy. MNG and active duty US.
military members can claim exempt from
Minnesots withholding on these wages,
even if taxable federally. For additional
information, see Income Tox Pact Sheet 5,
Military Personnel,

« You receive a military pengion or other
military retirement pay calculated under
Title 10, 1401 through 1414, 1447 through
1455, and 12733, }f you receive this
income, you may claim exempt from Min-
nesota withholding on this income even if
taxable federally.

Note: In ordsr to avaid owing tax at the end
of the year, you may not want to claim
exenpt if you {and/or your spouse when fil-
ingajolmrem)azpedtohmothcrforms
of incame subject to Mixmesota tax.
Ifyonchhnexmpt&cmmnnesotawﬂh-
holding, you must provide your employer
with & new Form W-4MN by February 15th
of cach year,

If another person can claim you 2s a depen-
dent on his or her federal tax return, yon
cannot claim exempt from Minnesota with-
holding if your annusl income exceeds $550
and includes more then $300 of unearned
income.

| Use of Information

{ AR information on Form W-4MN s

| private by state low. It cannot be given
| to athers without your consent, except
l to the Internal Revenue Service and to
| other states that guarautee the same

i pﬂvaq‘r.Yonrname,addressandSodal
! Security sumber are required for

| identification. Information about your
1 allowances is required to determine
!yourcurrcctm:.Weaskforyourphonc ;
{ number so we can cafl you if we have a

Bmployer instructions are on the next page.



Employment Eligibility Verification i USCIS

Department of Homeland Security (Ml: mﬁf;iw
U.S. Citizenship and Immigration Services Expires 08/31/2019

P-START HERE: mdmucﬁmumhﬁlybmmmmlsﬂngmmmmmcﬂnm must ba available, elther In paper or elevtronically,
during completion of this form. Empluyevsmuab!eformrslnﬂiaeompleﬂonufﬂﬂsfom

ANTI-DISCRIMINATION NOTICE: It is llegal to discriminate against work-authorized individuals. Employers CANNGT specify which

dowment{s)anmpmyeemaypmsemmembushmlnynm“ﬁmﬂzaﬁunandidentuy.Tharefusaltohireorcormnuetnemploy
anmdlvldualbenamamedocummtaﬁonpmsenwhasafummhaﬂondmemayahownﬁlmtemegaldiacﬂmmmn.

Beetion 1,Ei|ployeé Tnformation and KHtestation (Employees muat complete and sign Bection 1 of Form I8 na later
than the first day of employment, but not before accepling 8 job offer ) _

Last Name (Family Nems) First Name (Given Name) Middle Intial Other Last Names Used ({Fany)

Sampson Corey E N/A

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

1575 1ith Ave |3 Newport MN 55055

Date of Birth mm/ddiyyyy} | U.B, Soclal Security Number I Employee's E-mafl Address Employea's Telaphone Number
05/06/1987 frkdsdal ][] [ ]-lsydeshow74@gmaiLcom 6513478221

lamamefedaralIameddeaforhnmonmeMandImﬂnesforfabastatemm or use of false documents in
connection with the completion of this form.

} attest, under penalty of perjury, that | am (check one of the following boxes):
{®)] 1. A cltzen of the Unkted States

O} 2. Anonsitzen national of the Unfied State (Ses insiructions)
0] 5. A fawiul permanent resident _(Alien Reglstration Number/USCIS Number) N/A

e —— e ——— O
e

(3} 4. An elfen authorized to work  unfl {expiration dat, if applicable, mmiddNYYY:  /a
Same allens may write "N/A" in the explration date fiald, (See Instructions)

mmmammmmmeomymafmmwmgdmmemmmmmnmmw: , o
An Allen Rogistration Number/USCIS Number OR Fonn 1-94 Admission Number OR Forelgn Passport Numbar. |
| 4. Allen Registration Number/USCIS Number: N/A
OR
2. Form 1494 Adrission Number: N/A 1
| OR |
4. Foreign Passport Number: N/A
Country of issuance: N/A

Ei?tenawmfsmplme %& : Todey's Date (nmldyyy) Mar 2, 2018
I [Mar.

reparer and/or Fransiator Certification (check one):
| did not use a preparer or translator: g A preparer(s) and/ar transiator(s) assisted the employea in completing Sactlon 1.
(Fields below must be completed and signed when preparers and/or transiators agsist an smployee in complefing Section 1)

1sitest, under penaity of perjury, that | have assisted in the completion of Sectlon 1 of this form and that to the hest of my
kmowledge the information is true and correot,

Slgnature of Preparer or Transiator Today's Date (mm/dd/yyy)
Last Name (Famlly Name) First Name (Given Name)
Address (Streef Number and Name) City or Town Stats  |2IP Code

ﬁ _ _'rp;;pgg{é”r‘compz&e's"z'\fm‘ﬁd:g&_‘_‘ @

Form -9 07/1717 N Page1of 3




Employment Eligibility Verification USCIS

Depairment of Homeland Security omf ::?Jjw

1.S. Citizenship and Immigration Services Explres 08/31/2019

sentailive Review and Ve
end Saeﬁon2Mﬁm3budn§ssmofmémiﬂnyaesw
wmwndmedoqgmmﬁg;nuﬁﬁaﬂdm ;
Employee Info from Section 1 Lasi Name {Famiy Narme) | First Name (Ghan Name)
ListA OR st AND
identity and Employmesnt Authorization Identity

Dooument 11de et
Issuing Authority L

Number Document ‘ l 2
Expiration Date (if any){mm/ddiyyyy) | Expirafion Date (if any){rm/dd/yyyy) Emlraﬁovm D,;t‘a {if any){mm/dd/yyyy)
Document Tiile
1esuing Authority Additional information s
Documant Number
Expiration Date (If any){mm/ddiyyyy)
Document Tille
issuing Autharity
Dogument Number
Expiration Daie (i any)fmm/dd/yyyy)

Corfification: | attest, under panalty of perjury, that (1) | have axamined the document(s) pressniad by the ahove-named employes,
(2) the above-listed document{s) appear ta be genuins and to ralate to the employes named, and (3) to the kest of my knowlesdge the
amployeeisauthorlzedbworkhthe Unlted States,

The emmeploymm {rm/ddlyyyy): (Ses Instructions for exemptions)
sl b or) ntative TodTlamT(mm/dwyyyy)' r Employer or fuihorized Representative
AIns| A0l & Crui
of Em presentative F_l\stwulﬁmp or Authorized Representative Employer's Business or Orgenization Name
€ o Zh\ aneam
Empioyer's or Organization Address (Sirast Number and Nams) | Clty or Town ‘State 2P Code
and Fiehives (7o bo campleled aqd signed by emplayer or ulhartzsd rpressnitgtive.]
First Name {Given Name) Middie Inttial | Dats (mm/ddAyyy)

Y

b i
RN AR L

[ Expiretion Date (7 any) (mmidcliyyy,

Dosument Number

T aftest, under penalty of perjury, that to the best of my knowledge, this amployse is authorized to work in the United States, and if
the employee presented documsnt{s), the document{s) | have examined appear to be genuine an to relats to the individual.

Signature of Employer or Authorized Reprasentative | Teday's Date (mm/ddfyyyy) Name of Employer or Authorized Representative

Form -9 071717 N . Page 2 of 3



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

EVerify

SENSITIVE BUT UNCLASSIFIED

Case Verification Number: 201806416361 svY
Report Prepared: 03/06/2018

Company Information
Company ID: 47420 Company Neme: Employer Solutions Staffing Group

Employee Information

Last Name: Sampson First Name: Corey

Date of Blrth: 05/06/1987 ' Soclal Security Number: *** ** 8741

Hire Date: 03/06/2018 Citizenship Status; A citizen of the United States
Document information

List B Document: Driver's license or ID card issued by a U.S. state or List C Document; U.S. birth certificate (original or certified copy)

outiying possesslon

Document Name: 1D card Document State: Minnesota

Driver's License or 1D Card Number: Document Expiration Date: 05/06/2020
Case Status Information

Final Case Result: Employment Authorized Employer Cass ID:

Case Submitted On: 03/06/2018 Case Submitted By: ZZEP3284
Closed On; 03/05/2018 Closed By: ZZEP3284

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

SENSITIVE BUT UNCLASSIFIED

l1ofl 3/5/2018, 3:36






B



CERTIFICATE OF BIRTH

STATE FILE NUMBER ~ 1987-MN-022260

ULL NAME COREY EDWARD SAMPSON

i
%
5
2
&

DATE OF BIRTH MAY 06, 1987

SEX MALE

PLACE OF BIRTH ROBBINSDALE = HENNEPIN  MINNESOTA
PARENT KRISTINE MARY

NAMF PRIOR TO 7 B RE _
FIRST MARRIAGE TOENSL gl B rh i

LS AT A S LR T

TR A

PARENT ~ RUSSELL EDWARD SAMPSON

T

ANY AMENDMENT MADE PRIOR TO 08/08/2000 FOR THI& RECORD I8 NOT NOTED ON THIS CERTIFICATE

553 Y. %, T SR A o K T T e AT

WA

T O SELN s o Lol S e OB A W R ASE Y

THIS I8 A TRUE AND CORREGT RECORD OF BIRTH REGISTERED IN THE MINNESOTA OFFIGE OF VITAL RECORDS

b MR&C Certificate ID
% 10002208
T

. | il li FILED MAY 18, 1987

Molly Mulcahy Crawford
1 STATE REGIS RAR

‘ISSBUED: JULY 08, 2016 WA)%GENA GOUNTY. RECORDER

THiS CERTIEICATE IS VALID ONLY WHEN PRINTED'ON OFF |CIAL WATERMARKED
CELLIDITEV:-D. mATAICRS! TN rANA AT SRAL A REEOAYA




Para infarmacién en espafiol, visite www.consumerfinance.gov/leammore o escribe a la Consumer Financial Protection Bureay, 17006
Street N.W., Washington, DC 20552,

A SUMMARY OF YOUR RIGHTS UNDER THE FAIR CREDIT REPORTING ACT

The federal Fair Credit Reporting Act (FCRA) promotas the atcuracy, falmess, and privacy of information in the files of consumer reporting
agencies. Thare are many types of consumer reporting agencies, including credit bureaus and spacialty sgencies (such as agencies that sall in-
fumzauonabwteha:kmiﬂnghlsmnes,mwalmds,andmtalhlmrvremrds).uerelsasmmawnfyowmlumgmsmderﬂ\ﬁm
For more Information, including information ahout additional rights, 8o t www.c finance gov/learnmora or write to: Consumer Fi-
nancial Protection Bureay, 1700 G Street N.WI., Washington, DC 20552,

= You must ke told i information In your file has been used against you. Anyone who usas a credit report or another type of consumer re-
portto deny your application for credH, insurance, or employment - or to take another adverse action against yon — must tefl you, and must
giva you the name, address, and phone number of the agency that provided the information.

. Vauhavethaﬂgmmlmwwhatlslnvourme.voumayrequastmdobtalnallmamfummuumuoutywmmaﬂmdamarrepm-
ing agenty your “file disclosura®). You will be required to provide proper identification, which mey inciude your Social Security number. In
many cases, the disciosure will be free, You are entitled to a free file disclosure If:
® a parson has taken adverss action against you because of Information In your credit report;

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

o your file contalns inaccurate information a5 a result of fraud;

» you are on public assistance;

* you are unemployed but expact to apply for employmeant within €0 days.

In addition, all consumers are entitled to one free disclosure every 12 months upon request from each nationwide credit hureau and from na-

tionwide speclalty consumer reparting agencies. See www.consumerfinane :

» Youhavetheﬁgbtwad:fnracredltmCmdusuumsamnumalcaIanﬂsnfwmuedﬂ-wmﬁnesshasadeunnaﬂmﬁom
credit buraaus, You may reguest a credit score fram consumer reporting agencles that create scores or distribute scores used in residential
real property loans, but you will have to pay for k. In some mortgage transactions, you will recelve credit score information for free from the
mortgage lender,

* You have the right to dispute incomplete or inaccurate information, If you identify infarmation In your file that is incomplete or Inaccurate,
and report it to the consumer reporting agency, the agency must investigate unless your disputa s frivolous. Sae www.consume-
erfinance.govflesrnmpre for an explanation of dispute procedures,

. Con;umar reporting agancles must correct or delets inaccurate, incomplete, or smverifiable Information, Inaccurats, incomplete or unver-
ffiable information must be removed or carrectad, usually within B0 days. However, 3 consumer reparting agency may continue to report
Information it has verified asaccurate,

* Consumer reporting agencias may not report outdated negative information, In most cases, a consumer reporting agency may not report
negative information that is mora than seven years old, or bankruptcies that are more than 10 years old,

® Access to your flle Is limied. A consumer reporting agency may provide information about you only to people with a valid need — usually to
consider anapplication with a creditor, insurer, employer, landlord, or ther business. The FCRA spactfies those with a valid need for access,

L] Yuumustglvamwmmtfnrrepomtobepmﬁdedtoemployers.Awmerrapnrﬂngagenwmaynotdveoutlrsfonnaﬂonabnutvou
1o your employer, ora potential employer, without your written consant given to the emplayer, Written cansent generally is not required in
the trucking industry. For more Information, go to www.cos iBnce.gov/iearnmare,

s Ycumvllmn"presmued'uﬁamdmdnandmmmmmundmmﬁmmmhmmﬂtmmUnsoﬂdhed'plescreened"

offers for credit and insurance must include a toll-free phone number you can call if you choose to remove your name and address from the
lists these offers ara hased an. You may opt-out with the nationwitle credit bureaus at 1-888-567-R688. :

» You muay seak damages from violators. if a consumer reporting agency, or, in some cases, a user of consumer reports or a furnisher of infor-
mation to a consumer reporting agency violates the FCRA, you may he able to sue in state or fedars! court.

= |dentity theR victims and active duty military personnel have additional rights. For mare Information, visit www.consum-
erfinance.gov/iearnmore.

States may enforce the FCRA, and many states have their own consumer reporting laws. In seme coses, you may hove more rights under

stute Jow. For more information, contact your stute ar loco] consumer protection agenty or your state Attorney General, For information

i nernnanee,

about your federal rights, contuct:
TYPE OF BUSINESS: CONTACT:
1.a, Banks, savings associstions, and credit unions with total assets | a. Bureau of Consumer Financial Protection
aof over $30 billion and their affiliates, 1700 G Straet NW

Washington, DC 20552
b. Such affiltates that are not banks, savings associations, orcredit | b, Fedaral Trade Commission: Consumer Response Canter —FCRA

unlons also should list, in addition to the Bureau: Washington, DC 20580
{877) 382-4357
2. Tothe extent nat included in item 1 above:
a, Nationa! banks, federa| savings associations, and federal a, Office of the Comptrolier of the Currency
branches and federal agencies of foreign banks Customer Assistance Group

1301 MeKinney Streat, Suite 3450



EMERGENCY CONTACT INFORMATION

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

Employee Name: Corey Sampson
Addresg: 1575 11thAve Newport/MN 55055

Home Phone: 6513478221

IR m' CONTACTS s e
p]&ﬁ&ﬁ‘ l"jstL lz_vva Me ﬂa Priarity mﬂgr) aould be c(mtacted in case Gf«an emergency

Contact #1 | Home Phone: 6513478221

Name: Chanel F. Holmes Cell Phone:

Relationship: GF Work Phone:
Contact #2 Home Phone: 7632279617

Neme: Kristine M. Sampson Coll Faos:

Relationship: Mother 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..
Direct Deposit/Payroll Debit Card Authorization

Employees havetheopﬁonofrweivmgwagesbth-ectDepomandlor Payroll Debit Card.

Payroll Debit Card.

e SRS S EHASIC I\ (RS A A

Employes Nawe o gy Sampson

W TS 2 EAYINGLL RILBETICON
\J| Direet Deposit (Pleass complets Sections 3 and 5 below)
/@)] Payroll Debit Card (Please complete Sections 4 and 5 below)

SECRIEON 5 RIRECTE DEROSE

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

1 understand and acknowledge that if I do not provide a
voided check with this direct deposit form, X am
responsihle for any delsys In payroll or extra eosts
incurred If the account number that I provide is incorrect.

Initial Date

*  Tohelp us avoid muking an emor, please attach # copy of a voided check. (a deposit slip will not work)
¢  If you changs banks, do not close your old bank account until your direct deposit has sterted at the new bank, which may talke 2 pay perinds.

SECTION L PANROLE REELE CARP (GLOGEAL CASTEC RN

Federal law requires all financial institutions to obtain, verify, and record information that identifies each person who opans an account, In order to
request a Payroll Debit Cand for yon, we must provide all of the following information that will ensble the financial institution to identify you. If
you do not submit a Direct Deposit/Payroll Debit Card Autharization, BSSG will provids the necessary information and igsus you a Payroll Debit
Card to pay your wages. For your protection, the financial institution may ask you to provide them additional identification information so they can
verify your identity.
Exoeptﬁnﬂwmutingandmuntnnmbu,BSSGdoeamthwemsm informetion regarding your Payroll Debit Card account or
transactions, On your first payday, yon will rwdvaymm?&ymﬂbebhﬂmd.mdapukﬁmnﬂhhgaﬂofthﬂmmsmﬂmdhm&Youwm
then sign acknowledging that you received the Payroll Debit Card and packst, Your Payroll Dabit Card will be reloaded on each payday you receive
'wages.

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

FirstName Corey M1 E LastName sampson Date of Birth 05/06/1987
Street Address (P0 BOX NOT ACCEPTABLE) 1575 11th Ave Apt 3 SocialSccmity#u
€4 Newport Sue yn | ZP 55085 Cell Phone (mobile) ee19478291

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

Payroll Debit Card Routing # Payroll Debit Card Account# ) L,, 1D "7 g'
L. 073972181 % —&—JQ—HLLﬂ__—_—_ﬂ-__
1 have received my Payroll Debit Card, welcome brochurs, program fies, terms, conditions, and disclosures, By activating my Payroll Debit Card,

1 am agraeing to the program terms, conditions, and disclosures that are included or made availsble to me from time to time from the financial institution. 1
authorize the financial institution to debit my Payroll Debit Card account for the foes desoribad in the fee schedule that is part of fhe program terms,
conditions, and disclosures,

Employee’s S8ignature: Wﬁ (Mar 2,2008) Dates Mar2, 2018

S Eg bl AU AN O
1 anthorjze BESSG to directly deposit my periodic wages/compensation payments, net of required tax withholdings, other required withholdings
or suthorized deductions, into my accomnt(s) as designated above and to inftiate, if necessary, debit entries and adjustmentsfor any oredit eatries
mads {n eror to my account(s). * E-mail is required for pay stub information.

sydeshow74@gmail.com @
ﬂ:hmfoxmaﬁohwﬁonlybeuwdtosendynnrpaynmhselmniuﬁy

2,201
Bmp]oyee'sSignatum‘Em'én&,m_n Date: P alaaa0ns

*E-mail:




Authorization

Authorization: By signing below, you authorize: (a) backgroundchecks.com {("BGC”) and/or Orange Tree
Employment Screening to request information about you from any public or private information source;
(b) anyone to provide information about you to BGC and/or Orange Tree Employment Screening; (c)
BGC and/or Orange Tree Employment Screening to provide Employer Solutions Staffing Group, LLC one
or more reports based on that information; and (d) Employer Solutions Staffing Group, LLC ("ESSG”) to
share those reports with others for legitimate business purposes related to your employment. BGC
and/or Orange Tree Employment Screening may Investigate your education, work history, professional
licenses and credentinls, referencas, address history, social security number validity, right to work, erimi-
nal record, lawsults, driving record, credit history, and any other information with public or private infor-
mation sources. You acknowledge that a fax, image, or copy of this authorization is as valid as the origi-
nal. You make this authorization to be valid for as long as you are an employee of ESSG.

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

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

Printed name: Corey E Sampson
First Middle (&3 Last
none)
Other names used:
Current county of residence:
Current and former addresses:

04/2013 current 1575 11th Ave Newport/MN 55055
from Mo/Yr to Mo/Yr Street City, State & Zip
from Mo/Yr to Mo/Yr Strest City, State & Zip
from Mo/Yr to Mo/Yr Street City, State & Zip

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

05/06/1987 473218741

Date of birth Soclal security number
M083129757611 Corey Edward Sampson
Driver’s license number & state Name as it appears on license

Report Copy: If you are applying for a job or live in California, Minnesota, or Oklahoma, you may request
a copy of the report by checking this box:

a@%:"“mw Mar 2, 2018

Signature Date




employer solutions staffing group..

STATEMENT OF CONFI

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.

ménétmzm)

Employee Signature

Employer Solutions Staffing Group LLC, Representative



i

gr‘oup.g

Important/importante
LOST OR STOLEN PAYCHECKS

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

employer solutions staffing

If your paycheck was stolen, you must first file a pollce report before we can re-
issue the check. Once you have done s0, 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 gue el cheque no ha sido cobrado,
ESSG se detendra el cheque de pagoe 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 policfa
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 emitird un nuevo cheque y no hay cuota se deducira.

AGREED/SE ACUERDA—

Name/Nombre (con letra de molde):  Corey Sampson

‘Signature/Firma: a@%é'm




employer solutions stang gfbum
INJURY MANAGEMENT PROGRAM

Injured Worker’s Responsibilities

As your employer, we are concemed 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 jJaws. Wherever possible light duty
restrictions imposed as a resuit of your Injury will be accommodated.

RESPONSIBILITIES OF THE INJURED WORKER:

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

Attend all scheduled appointments. While on physical limitations, visits should
be a minimum of once every two weeks. Failure to have current medical support
for disability may result in termination of benefits. Schedule your next
appoinltment 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 retumn 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 fo
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.

N our emplover immediately of ew Injuries or conditions a

your physical condition.

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

| have read my responsibiiities and agree to abide by these guidelines.
Signed: m

Printed Name: Corey Sampson




employer solutions staffing group..
ESSG WORKPLACE SAFETY POLICY

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

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

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

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

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

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

ESSG is committed to vigorously enfurcing its OSHA Compliance Poliny.

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

o Responsibility to report workplace hazards and dangers

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

You have the following basic rights:

» 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.



“' [, »
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employer solutions staffing group..

o Right to request information about safety and health hazards in the
workplace, appropriate precautions o 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
OBH Act or 13 other federal statutes for which OSHA has jutrisdiction, or for
refusing to work when faced with imminent danger of death or serious injury and
there is insufficient time for OSHA to inspect. Retaliation or reprisal taken against
anyone who has expressed concern about workplace safety is illegal.

If you believe that your right to a safe workplace has been violated, you can make a
report to a manager of the host worksite employer and/or ESSG (by telephoning
952.885.1288/1.866.496.7578) and asking for the ESSG Safety Director. You ean
also contact OSHA directly with any concern. ESSG recognizes the serious nature
of ensuring workplace safety will endeavor to protect any employee who may have
been subjected to unsafe or hazardous worksite conditions.



employer solutions staffing group..
Acknowledgement of Receipt of Workplace Safety Policy

I certify that I have received a copy of Employer Solutions Staffing Group’s ESSG
WORKPLACE SAFETY POLICY. I understand that it is my responsibility to read
this policy and ask my supervisor, a member of management or to telephone
Employer Solutions Group (ESSG) at 952.885.1288/1.866.496.7573 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
952.835.1288/1.866.496.7678 in order to obtain assistance in the resolution of such
matters,

Employee Name (Please Print)

Corey Sampson

Employee’s Signature:

% _Date; Mar2,2018




- 3850 Pre-Screening Notice and Certification Request for
(Fiev. March 2076) the Work Opportunity Credit OMB No. 1645-1500

Department of the Treasity | 1 ogeunation about Form 8850 and its ssparate instructions is at www.ira.gov/fonnasa.

Jab applicant: Fill in the lines below and check any boxes that apply. Complete only this side.
Your name Corey Sampson Social security number B 473216741

Street adtress whereyou live 1575 LithAve

City or fown, state, and ZIP code Newport/MN 55055
County Washington Telephane number 6513478221

1f you are under age 40, enter your date of birth {month, day, year) 05/06/1987

1 [g Check here if you recsived a conditional certification from the state workforoe agency (SWA) or a ﬁarticlpatlng local agency
for the work opportunity credit.

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

) IamamembarofafamllythathasreceivedasslsbaneefmmTemporaryAsslatanceforNeedyFammes(TANF)foranyB
months during the past 18 months.

» |am a veteran and a member of a family that received Supplementa! Nutrition Assistance Program (SNAF) bensiits {food
stamps) for at sast & 3-month period during the past 18 months.

) lwasreferredherebyarehabmtaﬁonagencyapprovadbymastate.anemploymentnatworkundertha'l’ickettoWork
program, or the Department of Veterans Affairs.

o 1am atleast age 18 but not age 40 or older and | am a member of a family thet:
a. Reocaived SNAP bensfits (food stamps) for the past 6 months; or
b. Received SNAP bensfits (food stamps) for at least 3 of the past & months, but is no longer eligible to recsive them.

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

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

. IamavateranandIwasunsmployedforapeﬂodorpeﬂodstotallngatleast4weelcabutlessthan6montl13durlngthe
past year,

S Check here i you are a veteran and you were unemployed for a paricd or periods totaling at least 8 months during the past
yaar.

4 [[] Check here if you are a veteran entitied to compensation for a service-conneoted disability and you were discharged or
released from aotive duty in the U.S. Armed Forces during the past year.

5 m:l Cheok here if you are a veteran entitled to compensation for a service-connected disabllity and you were unempioyed for &
period or periods totaling at least 8 months during the pest year.

6 [[J Check here if you are a member of a family that:
« Received TANF payments for at least the past 18 months; or
» Received TANF payments for any 18 months beginning after August 5, 1887, and the earliest 18-month period beginning
after August 5, 1897, ended during the past 2 years; or

» Stopped haing eligible for TANF payments during the past 2 years because {aderal or state jaw limited the maximum time
those payments could be made.

7 El Cheok here if you are in a period of unemployment that is at lsast 27 consecutive wesks and for all or part of that pericd
you received unemployment compensation.

Signature—All Applicants Must Sign

Undefpemmesufperlwy,ldsclareﬂwlsavamaabuveimmﬁonbmemp!oym'onurbe!oramedaylwasoffmdajob.nndnh.tothabsatalmmwisdge.m
sorvect, and compiete,

Job applicant's signature > e pate Mar2,2018

For Privacy Aot and Paperwork Reduction Act Nofles, see page 2. Cat. No, 228511 Form 8850 (Rev. 3-2018)



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

EMPLOYER SECTION: :
Clent: Company:
Location: Position: Starting Wage: $
EMPLOYEE SECTION:
First Name: Last Name: Suffix: Street Address: City/State: Zip:
Corey Sampson 1575 11th Ave Newporj/MN 55055
SSiks Date of Birth: Ages Have you worked for | If yes, location:
P 05/06/1987 0 [N | Newport
Please complete all questions, and sign and date the form. Yes No
i. Have you or has anyone Jiving with yon received Temporary Assistance to Needy Families (TANK) Q @
at any time since August 5, 1997? (i yes, please provids information below.)
Name of the peyson receiving benefits: _____ Relationshiptoyon: _____

City: County: State:

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

(If yes, pleass provide information below.)
Name of the person receiving benofits: _____ Relationshiptoyow: _____
City: County: State: _____
3. Have you received Supplemental Security Income (SSI) at any time within the past 3 months? @ @

Pleass nots, this is not the sume as Social Seourity benefits (S8) or Sovial Security Disability (SSDJ) benefits,
*Ifyou checked yes please provide a copy of your SSI documentation,

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

g Vocational Rehabilitation Agenoy Dept. of Veterans Affairs D Pmployment Network (Ticket to Work Program)
Nameof Agency: ____ Phome#: _____
*If you checked yes please provide a copy of your active Individual Work Plan and Ticket to Work docymentatian,

&, Areyon a Veteran of the U.S. Milltary? *fyes, pleass pmvldeacopy of your DD-214 and letter of separation. Q
(if yes, please provide information below. 1f'no, pleass continue to questi

Dates of Sexvice - From: Ta:
Branch of Service:
Are you entitled to or are your receiving 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: #4808
Did you receive unemployment compensation at any point during your nnemployment?
¥ yes, in which state did you receive unemployment compensation? ___

7. Have yon been convicted of a felony or released from prison for a felony conviction in the past 12 months?
Conviction Date: Releass Date:
Wasthisa I'_']]Federalo: .Statcconvicﬁon? IfState- County: ____ State: ____

5 T Ao RO e
]EC(NaﬁuAmerlean): AmyunoryoursponseamembwofaNaﬁchmuimTﬂhe? O O)
Ifyou checked, IeaseprovldeawprfyMrCDIchﬂ.

CA Residente L1 Amyouﬁmchilﬂoffnstmpmm?. Do you receive CalWarks? ] Workforos Investment Act?
1l Are you o migrant or sessonel farm wosker? [ Have you sver been convicted of a misdemeanor?
SC Residents: .Do you receive Family Independence Benefits?

PLEASE READ, SIGN, AND DATE:

Under penalttes of pevjury, I declare the information above to be trus and accurate to the best of my inawledge. and I hereby quthorize any agency, organizgtion, or
individuals 1o supply such verification ar information that may be needed o determine tax credit eligibility to my employer, employar repressniative (Associuted
Consultants, Inc. dba Retrotax), or the Department of Labar.

New Employee Signature: —%m-_m-* Date: Mar2,2018

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

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

Instructions: This Self-Attestation Form (SAF) is to be completed, signed, and dated by the new hire only.
Employers or consultants submit this SAF to the State Workforce Agency with IRS Form 8850 or if filed
separately, with ETA Form 9061 (or ETA Form 9062) for each certification request filed for the new target
group.

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

New Hire’s Signature: _ﬁm Date Mar2,2018

Corey Sampson

New Hire Name:

Socfal Security Number: 473218741
Employer Name:

Please check the statements below if they apply to you.
[ 1 declare that ] was in a period of unemployment that is at least 27
consecutive weeks and for all or part of that period 1 received unemployment
compensation.
- | declare that | have been in a period of unemployment since
04/14/18 .

(Enter start date)

Privacy Act Nofice:

The intemal Ravenue Code of 1988, Secfion 51, as amended and iis enacting lagistation, P.L. 104-188, specify that the Siate Workforcs Agencies are the
*designated” agencies responsible for administering the WOTC cerficafion procedures of this program, The informafion you have provided compisfing this
fom will be disclosed by your employer to the State Workforoe Agency. Provision of this information s voluntary; however the information is raquired o
tistermine your employer's eligibifily for the fedaral tex oredit,

— 5 e 9 ¢ st ¢ 4 02 1 B P @ o —re B A e Y T =22 S opemmre

Public Burden Siatement:

Persons are not required to respond to this collsction of information unless & displays a currently valid OM B control rumber, Respondants’ obfigation fo
complete this form is required to chtain or retein henefits (P.L. 911-6), Publie reporiing burden is estimated to average 10 minuias per response, inchuding the
fimefor reviewing Instructions, searching existing data sources, gathering and meintaining the data nesded, and complefing and reviewing the collection of
Informatian. Send commants regarding this burden estimate to the U.S, Depariment of Labar, Division of Nafional Programs Tools Technical Assistance,
RomnG-4510.Wmhlngtm. D.C. 20210 (Papenwork Reduciion Project 1205-0371), Please do not submit complsted forms o $his address,
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Notification of Minnesota Law Reguirement —
Unemployment Acknowledgement

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

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

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

This paragraph applies only If, at the time of beginning of employment with the staffing
service, the applicant signed and was provided a copy of a separaie document written
in clear and concise language that informed the applicant of this paraegraph and that
uhemployment benefits may be affociad.

It is your responsibility to contact ESSG through Corporate Management Group (for
instance, by calling 303-620-1425 or using any other form of contact) for additionai
assignments. if you fail to do so, it may affect your unemployment benefits.

1 understand by slgning 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. ces _ (Initial)

Corey Samgfan (Mer 2, 30:8) Mar2,2018
Employese Signeture: Date;
Corey Sampson

Employee (please print your name here)

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

~MN_02.2013



DRUG AND ALCOHOL TESTING POLICY

L PURPOS

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

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

L. SCOPE
This policy applies to all applicants for employment and to all employees including contract or

temporary employees. The policy is applicable at Company facilities or whenever Company
employees are performing company business.

.  DISCLAIMER

Employment at the Company is at-will. This policy is not a unilateral employment contract and
should not be interpreted as creating a unllateral employment contract.

Iv. PROHIBITIONS

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

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

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

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

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

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



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

V. ALCOHOL AND DRUG TESTING

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

A. Who May be Subject to Testing.

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

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

3. Random Testing. The Company may require employees in safety-sensitive
positions to undergo testing on a random selection basis. Once the random selection has been made,
the Company will not waive the selsction of any employees identified through the random process.

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

a. I8 under the influence of drugs or alcohol;
b. has violated the Company’s written work rules prohibiting drug and alcohol use;
c. has sustained or caused ancther employee to sustain personal injury; or

d. has caused a work-related accident or was operaﬁr;g or helping to operate
machinery, equipment or vehicles involved in a work-related accident.

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



B. Conducting the Testing.

1. Consent. All employees required to undergo testing will be required to complete
and sign the employee consent form attached as Appendix A.

2, Refusal to Participate. An employee or job applicant has the right to refuse
testing. However, a refusal of testing will be treated as a fallure to comply with Company policy and
may result in withdrawal of a job offer or disciplinary action up to and including termination of
employment.

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

4.  TestResults.

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

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

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

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

C. toT esult. An employee or job applicant has the right to
request and receive from the Company a copy of the test resuit report on any drug or alcohol test.

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

D. Disciplinary Actlon in Response to a Positive Test Result.

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



. The Company reserves the right to withdraw the conditional job

2.
offer of any job applicant with a positive test result, without the opportunity to complete evaluation or
treatment.

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

4, Emplo -F ositive T ult—Discipline: The Company reserves the
right to take any other disciplinary action short of discharge it deems warranted following a first
positive test result.

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

E. Privacy of Test Results.

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

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

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



DRUG AND ALCOHOL

TESTING CONSENT FORM
1. | have been allowed to read and inspect a written copy of ESSG policy on
drugs and alcohol. :
2. Ihavereadtheenﬁrecontentsofﬂ'\lspollcyandlamawareandmlly

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. 1 hereby voluntarily consent to ESSG, or its health service providers, or
other persons or entities acting for or with them, to collect a body component (blood,
urine, breath, or any combination thereof) from me for testing for alcohol and/or drugs. |
understand that the laboratory selected by ESSG may conduct testing and other
analysis on the sample provided by me. I further voluntarily consent to the laboratory's
disciosure to ESSG of the results of my drug and/or alcohol test and other Information
related to the test,

Individual's Name

Mar2, 2018
Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6
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Employee Keeps This Form

Healthcare Notice of Exchange

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

What Is the Health insurance Marketplace?

The Marketplacs is designed to help you find heaith insurance that meets your needs and fits your budget. The Marketplace offers
*ope-stop shopping" to find and compare private health insurance options. You may also be eligible for a new Kkind of tax credit that
jowers your monthly pramium right away. Open enrolimant for heaith insurance coverage through the Marketplace begins in Octobar
2013 for coverage starting as early as January 1, 2014.

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

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

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

Yes. If you have an offer of heaith coverage from your employer that meets certaln standards, you will not be siigible for a tax credit
through the Marketplace and may wish to enroll in your employer's health plan. However, you may be eligible for a tax oredit that lowers
your monthly premium, or a reduction in certain cost-sharing if your employer does not offer coverage to you at all or does not offer
ooveragematmeataceﬁalnatandards. If the cost of a plan fram your emplayer that would cover you {and not any cther members of
your family) is more than 8.5% of your household income for the year, ar if the coverage your employer provides does not meet the
*minimum value® standard sat by the Affordabie Care Act, you may be eligible for a tax credit.1

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

sThe Marketplace can help you evaluate your coverage options, including your eligibility for coverage

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

insurance Marketplace in your area™*
If you decide to complete an application for covarage in the Marketplacs, you will be asked to provide this Information:

Emplayer Name: Employer FEIN:
Employer Solutions Staffing Group, LiLC 20-8084369
Employer Address: Phone Number for Health Benefits Team:
PO Box 46270 Minneapalis, MN 55344-9956 952-767-9519
Insurance | Who is Eligible? Meets Meets When is it effective? Wil | be
Plans Minimum | Minimum penalized if |
Available: Value Essential only have
Standard? | Coverage? this plan?
Fixed Everyone No No Available immediately - Yes
Indemnity offered upon hire
Plan
MEC Plan Everyone No Yes Avallable immediately — No
offered upon hire
Major Full time employees Yes Yes Within 60 days of being No
Medical after 120 hours are determined eligible
Plan met in 30 days
For more information about ESSG’s Insurance options, contactk:
The Health Benefits Team

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

ESSG_Particlpatlnglocaﬁons_REv_lz.zOM



