8/28/2017

‘EVerify

M VAR A WA TS ke 6 orameern

E-Verify: Print Case Details - Praview

SENSITIVE BUT UNCLASSIFIED

Case Verification Number: 20172401 04557TP
Report Prepared; 08/28/2017

Company Information

Company ID: 47429

Emglgxee Information

Company Name: Empioyer Solutions Staffing Group

Last Name: cosey
Date of Birth: 04/24/1989
Hire Date: 08/28/2017

Document Information

First Name; poresha
Social Security Number: *** ** §176
Citizenship Status: A citizen of the Unitad States

List B Document: Driver's license or iD card Issued by a U.S. state or
outlying possession

Document Name: Driver's license
Driver’s License or ID Card Number:

Case Status Informatlon

List C Document: Social Security Card

Document State; Minnesota
Document Expiration Date: 04/24/2020

Current Case Result: Employment Authorized
Casa Submitted On: 08/28/2017

Employer Case ID;
Case Submitted By: SGLAG832

SENSITIVE BUT UNCLASSIFIED

https:lle-veﬁfyuscls.govlweblPrlntCaseDetalls.aspx?CaseVerNum=201724010455711:



~ N PO Box 46270
{ | Minneapolis, N 55344-9956
*" Tel: 952.835.1288

| o

www.esgstaffingsolutions.com

employer solutions staffing group..

New Hire Application

Personal Data— PLEASE PRINT LEGIBLY IN INK

Last Name First Name Middle Initial é&

Street Address __ : -, Apt/Ste M

chIStateIZip /// /1) 27, Y Bk Y/ SS Soclal Security Last Four XXX-XX- {Q(?@
Emall Address o @ /. o>

Staffing Agency/Recruitment Partner

J, All offers of employment are conditional upon satisfacto roof of lde! and legal ablility to work In the U.S.A.

Are you legally authorized to work In the United States of America? % CnNo
Applicant Certificatioh and Authorization

I authorize Employer Soiutions Staffing Group (ESSG) to use the information and statements contained In this application to determine my
qualifications for employment. | authorize ESSG to make inquiries of my former employers, except as Indicated In this application,
regarding my previous duties, responsibilities, performance, compensation and eligibility for rehire.

! understand that a comprehensive background check may be conducted to dstermine 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.

1 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 appiication 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
conslderation for employment or, if discovered after | begin employment, will resuit in my termination.

If hired, | agree to ablde by the policies and procedures of ESS

y4
> % o §/3 2/75
ame (Print or type //Appllcant's Signature U Date

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

For ESSG Office Use Only
DOH NHW 18 8850 W4
Emergency Contact Info Background Release Form Background Results Unemployment Letter ESC Application
(If applicabls)
For ESSG Client Use
DOH ROP Work Site Loc. WC Code

ESSG - CMG_SM Rev. 04/2017



Form W-4 (2017) ecvdompy o e oo hee sy

Basic instruotions, if you aren't exempt, complete consider making estimated tax ents using Form
Purpose. Complate Form W-4 o that your the Personal Allowantes Worksheet balow. Tho 1°m-m°zgg'{; ghug"-\;am
employer can withhold the correst federal Income workshests on page 2 further adjust your ‘a’nogulty came, see Pab. 806 f‘l’)oﬂnd outplf b should
tax from your pay. Consider completing a new Form withholding allowances based on itemized k. Withholding on Form W4 w_y:i,
W-4 each year and when your pereonal or financial deductions, cartain credits, ag{ustments to Income, jjust your gion o .
situation J.ﬂ!m or two-samers/multiple jobs ons. mrldnm ar multiple m ¥ ylgg' havcﬂ ath
Exemption from withholding. If you are exempt, Complete all workshests that apply. However, you Woriing apouse ar more than one UL
complete anly fines 1, 2, 8, 4, and 7 and sign the may clalm fwer for zero) alluwa:ge;y For ragularyo mum;?s gm"f %ﬁﬁ%mﬁ °:g Ftou claim
form to validate it. Your exemption for 2017 expires wages, withholding must be baged on allowances W-4. Your withholdin will be’r’nnst aocurate
February 15, 2018, S8ee Pub. 505, Tax Withholding you claimed and may not be a flat amount or when alllgllawancas agrauwclahn‘yed ‘on the Form W-~4
and Tax. Percentage of wages. for the highest paying job and zero allowances are
Nota: If another person can claim you as a dependent Head of household. Generally, 1».-.. claim 1.-' clalmed-on g%;ﬁ;b.—aa&mi
pr-hisor-hertexreton, you can't Slalm exXETbho of household filing status on your return on| N ident allen. if dent al
from withholding if otal income exceeds $1,050 are unmarried and pay more than 509 of gnres en. If you ere a nonresi En, 8aa
&nd includes more inan 8360 of uneamed nGom (for g"mmmes:mg upa hom for yoursaif and your Nomrecis Auppiamisntal Fanm W-4 Instructions for
example, interest and dividencis). dagendent(;a:: er quallfying Individugls. i geng b
An emp be able to clalm Pub. 6§01, ptions, Standard Deduction, and Cheok your withholding, After your Form W-4 takes
Emﬁ’“""" ey Fillng Information, for infarmation, sffect, use Pub, 505 to see how the amournt you are
exemption from withholding even if the employse is having withheld com to your projected totel tax
& dependent, if the employse: Tex "m' a:llnltaﬂg. T,ﬁ"ngmmmggfehnduﬁe?;: ks Into for 2017, See Pub. 585. espegi:l ur eamnings
* Is 898 85 or older, WAROIGINg SCWGes. Crocia fi G o dependent ~ xceed $130,000 (Single) o $180/00 Married).
o Ig blind, or cara expenses and the child tax credit may be claimed Future developments. Information about any future
sicn s e s S e e Vil (ol e
deductions, on his or her tax retum. q?m Into withhold a“mn nnoas. S aetg .irs.goviwd. g

Personal Allowances Worksheet (Kesp Tor your records.)
A Enter“1"foryourse|fifnooneelsecanclalmyouasadependent 0 © 0 o 0 0 0 0 0 o0 9 06 o0 o o L)
* You're single and have only one job; or
B Enter*1”if; { * You're married, have only one job, and your spouse doesn't work; or }
® Your wages 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 choose o enter “-0- if you are married and have either a working spouse or more
than one job. (Entering “-0-" may help you avold having too little tax withheld)) . S 6 o 0 0 0 o o 0 o
Enter number of dependents (other than your spouse or yourself) you will claim on your tax retumn . o o o o o
Enter “1” if you will file as head of household on your tax return {see conditions under Head of housshold above) . .
Enter “1” if you have at least $2,000 of child or dependent care expenses for which you plan to claim a credit
(Note: Do not include chiid support payments. See Pub. 503, Child and Dependent Care Expenses, for detalls,)
G  Child Tax Credit (including additional chiid tax credit). See Pub. 872, Child Tax Credit, for more information.
® If your total income wil be iess than $70,000 (3100,000 if married), enter “2” for each eligible child; then less “1” if you
have two to four eliglble children or less “2” if you have five or more ellgible children.
* If your total income will be between $70,000 and $84,000 ($100,000 and $118,000 if married), enter “1” for each eligible child. G
H  Add lines A through G and enter total here. (Note: This may be different from the number of exemptions you claim on your tex retum.) » H

* [f you plan to itemize or claim adjustments 1o Income and want to reduce your withholding, see the Deductions
Foraccuracy, | and Adjustments Worksheet on page 2.

a

mTmMmoOO

1]

mmo

complete all ® if you are single and have more than one job or are married and you and your spouse both work and the combined
workshests earnings from all Jobs exceed $50,000 ($20,000 it married), see the Two-Earners/Multiple Jobs Worksheet on page 2
that apply. 1o avold having too little tax withheld.

® if neither of the above situations applies, stop here and enter the number from Iine H on line 6 of Form W-4 below.

Separate here and give Form W-4 to your employer. Keep the top part for your records.

L w_4 Employee’s Withholding Allowance Certificate OMB No, 1645-0074
m
parm Treasury P Whether you are entitled to claim a certaln number of allowances or exemption from withholding Is
e e m‘:‘%gfv[m subject to review by the IRS. Your employer may be required to send a copy of this form to the IRS. 2 @ 1 7
Your firstname and middle inftial 2 _ Your soclal security number

. 3 &3 Ll
‘ﬁdlngla [J Married [J Married, but withhold a:ﬁglghersmglem

ote: if married, but legally separated, or spouse is a nonresidant allen, check the *Singls” box.

Ry or fown, stats, ﬂ":d ZIP code . _ » 4 your last name differs from that shown on your soctal sacurity card,
&Qﬂl%ls_wd check here. You must call 1-800-772-1213 for a replacement.card, » [
5  Total number of allowances you are clalming (from line H above or from the applicable worksheet on page 2) 5| ¢/

6 Additional amount, if any, you want withheld from each paycheck . . . . . . . . . . . . .. 8!%

7 | claim exemption from withholding for 2017, and | certify that | meet both of the following conditions for exemption. !
* Last year | had a right to a refund of all federal Income tax withheld because | had no tax liability, and
» This year | expect a refund of all federal income tax withheld because | expect to have no tax llabllity.

—

If you meet both conditions, write “Exempt”hess. . . e - - o . I EX ,
Under penalties of perjury, | declare that | have ed fhis cegdificate and, 14 the besmledga and bellef, it is true, co and complste.
Employee’s signature P

(This form Is not valld unless you sign it) » ' yﬂ%" Date » Y[&F] / 7 i

8  Employer's name and address (Employer: Cgfplete Iines 8 and 10 only if sending to the IRS.) | 8 Office cod=optional) | 10 Employeﬁ:fentlﬂmtlo'nf number (EIN)

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

Department of Homeland Security OME :1:.111;;3047
U.S. Citizenship and Immigration Services Expires 08/31/2019

B>START HERE: Read Instructions carefully before completing this form. The Instructions must be
during completion of this form. Employers are llable for errors in the completion of this form.

ANTI-DISCRIMINATION NOTICE: It s iliegal to discriminate agalnst work-authorized Individuais. Employers CANNOT specify which

avallabls, either in paper or electronically,

an Individual becaus

Utue e

document(s) an employee may present to establish ployment authorization and Identity. The refusal to hire or continue to employ

Becflon 1. Employ i nd Atiedtation [Emptpees must compiete and sign Seqtion 1 of Form 16 o iafer |
thar the firet day of employment, but not befors apaspting a job offer)
Last (Family Name) Wa (Given Nameg) Middie Initial Other Last Names Used (¥ any)

(/4
Address (Street r and Name) ’ Apt. umb_er City or Town State ZIP Code
1Yo/ for Ave S d‘ﬁa/ /meﬁgls AU STY ot/
Date of Birth (mmv/dd/yyyy) U.S. Social Security Number EmployJe's E-mall Add Employee's Telephone Number

| am aware that federal law provides for imprisonment and/or fines
connection with the completion of this form.

| attest, under penalty of perjury, that | am (check one of the following boxas):
(). A citizen of the Unfted States

|:| 2. A noncitizen national of the United States (See instructions)

|:| 3. A lawful permanent resident  (Allen Registration Number/USCIS Number):

l___| 4. An allen authorized to work  until (expiration date, if applicable, mm/ddfyyyy):
Some allens may write "N/A" in the expiration date field. (See Instructions)

Allens authorized to work must provide only one of the following document numbers to complete Form 1-9: ,,,ﬁ';",,;‘,’;;m:g,}m
An Alien Registration Number/USCIS Number OR Form I-94 Admission Number OR Foreign Passport Number.

1. Allen Registration Number/USCIS Number:
OR

2. Form 1-94 Admission Number:
OR
3. Foreign Passport Number:

Country of Issuance:

o #
Signature of Emplo% M Today's Date (mm/ddfyyy) ¢
2 ‘ g7/ |

D57 207 L_? / '\.?3

or false statements or use of false documents in

. F.
Aiparer and/ar Translator Cerlification léheehne)u T TeET |
/N g nol use & pregaes or translatet. (] A préparbr(s) incor iraetdtor(s) assistad the ermployee H pimleling Sectian 1
blds balow must be campiéted end signed when preparety ahdfor rensiatdrs dssist an empltivee in oihpleting Bgtion 1)
/ 1 attest, under penalty of perjury, that | have assisted in the completion of Section 1 of this form and that to the best of my

knowledge the information Is true and correct.
Signature of Preparer or Translator

Today's Date (mm/ddyyyy)

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

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

@ Employer Completes Next Pagé @

Form 19 11/14/2016 N



Employment Eligibility Verification USC'IIS9
Department of Homeland Seenrity OMP] m“" ul . 1;-0041
. : Enpirea 08131/2019

ListA
Identity and Employment
 Document Titls

Tsauing Auiority
“Document Number
Expiration Date (F any)(mmiddyyyy)

Document Titie

TTTIT Y T AT

Issulng Authority Additional Information

Document Number
| Expiration D_ah; (if any)(mmAidhyyyy)

Document Title
Teeuing Aulhority
“TosmantNomber

[ Expiration Date ( any)(mmiidlyyyy)

LT TN AT TR e

Certification: | attest, under penaity of perjury, that (1) | have examined the document(s) présented by the above-named employee,
(aﬂnmdmumcm(a) appsar to be genuine and to reiate to the employee named, and (3) to the bast of my knowledge the

is authorized to work In the United States,
10 empléyes's firat day of emplayment (mm/ddyyyy): Q‘&:M?(sn;nm for exemptions)
sutharfzod Refresentative Toaayanan(mwmy’ Titie of Employer or Authorized Representative

OS‘: aSr éo [ Recruiter

ive | First Name of Employer or Authorized Representative Employer's Business or Organization Name

elby Employer Solution Staffing Gro
Employer's Business or Organizatien Address (Street §lumber and Name) | City or Town ; State | ZIP Code
7480 Flying Cloud Drive Suite 200 Eden Prairie NN 55344

o | B Ruto ot Rphins (Peppipailahy: 0

"\’,1’” %’17"0 Il[‘?srklv‘?‘il \; Vg aT
1 *'. L4, b » i
SRSV R

Foer oA e a s

IGRAE FPoIonE grort O %PW%N;WT‘ otz

; ; e o A
smploymant abthiirialioy HE A, R TR

Expiration Date (Y any) (mmiddhyyy) |

1 attest, under penalty ofpcrjury.thattotlmboﬂofmyMhhmployuhauﬁoﬂudbmklnﬂnumhdm. and if
the employee presented document(s), the document{s) | have examined appsar to be genuine and to relate to the individual.

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

Form 19 07/17/17 N _ ' A Page 2 of 3
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EMERGENCY CONTACT INFORMATION

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

Employee Name:

Address:

Home Phone: M‘j 435“7

" EMBRGENQY CONTACTS v
 Ploasq Hst two poople (In priofity éreder) Wht gould be dahtagted In gase of an amerg?nuy

Contact #1 Home Phone:
Name:\ﬂ&mdf{ Z)’D@/[l Cell Phone: [g‘/ Z yok 3751@
Relationship: 34 yu;ﬁa”& W Work Phone:

Contact #2 Home Phone:

%ZQ’ MMW{S’ Cell Phone: @/z’ 9’37 4(/’5’7

Relationship: Work Phone:

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

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



employer solutions staffing group.

Leveraging Resources in a Changing Market
Wage Payment Method Authorization (Minnesota)

Employees have the option of receiving wages by Direct Deposit and/or Payroll Debit Card,
If you do not provide a written election, wages will be paid by paper Check.
SE@lon T BASTE FNEORNENTIO

SSN#(last4di') Rffective Date
()

Ao ————————————— CV 17— | O /= 7 77

SEEFIGN O A EGRL ENEG e

|| Direct Deposit (Please complete Sections 3 and 5 below) ‘Natamw-nsumnmmtakeupmnaysmbawfvamd

._ Payroll Debit Card (Please complete Sections 4 and 5 below) 1./ Paper Check (Please complete Section 5 below)

SECRION 5 BIRECT DIEPOSTLE

(\ [ Update Bank Account 1 understand and acknowledge that if I do not provide a

B Bank Name: voided check with this direct deposit form,Iam

0 responsible for any delays in payroll or extra costs

'_ Routing# incurred if the account number that I provide is incorrect,

(B Accounts#
Account Type:  [] Checking [] Savings [TOther _______

= Tohelp us avoid making an error, please attach a copy of a voided check. (a deposit slip will not work)
»  Ifyou change banks, donotclnseyonroldhankamnntunﬁlyom'dh'ectdeposithasmtedatﬂlenewbank,whichmaymkEZpaypminds,

Initial _ Date

SO GHEE S D T RIS G IR DR (G [Fe BN LGNS T e RID)

Federallawmquiresallﬁnancialinsﬁmﬁonstoobmvmify,mdmcmdinfmmaﬁonthatidenﬁﬁeseachpmonwhoopmmmomtlnmderm
requestaPayrollDebitCardforycm,wemmtpmvideallofﬂaefollowinginfmmaﬁonthatwi]lenabletheﬁnancialinsﬁmtionmidenﬁﬁryou.If
you do not submit a Direct Deposit/Payroll Debit Card Authorization, BSSG will provide the necessary information and issue you a Payroll Debit
Cardtopnyyom'wages.Foryourpmtecﬁon,theﬁnmcialhsﬁmﬁmmayaakyoummvidethemaddiﬁmdidenﬁﬁcaﬁmhfomnﬁmsotheyean
verify your identity.

Exceptfortheroutingandacwmnnumber,ESSGdoesnothaveaccessmanyinformuﬁonmgardingyowPaymﬂ Debit Card account or
transactions, On your first payday, you will receive your new Payroll Debit Card, and a packet containing ail of the terms and conditions. You will
then sign acknowledging that you received the Payroll Debit Card and packet, Your Payroll Debit Card will be reloaded on each payday yon receive
wages,

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

First Name M1 Last Name Date of Birth
Street Address (Po BoX NOT ACCEPTABLE) Social Security#
City State Zip Cell Phone (mobile)
RECEIPT OF PAYROLL DEBIT CARD (to be completed when you pick up your Payroll Debit Card)
Payroll Debit Card Routing # Payroll Debit Card Account #

073972181

IhwereceivedmyPaymnDabﬁCud,walcomebmchma,mgmmﬁe&pmgmmmrms,oondiﬁons.anddisclosmes.ByacﬁvaﬁngmyPaymllDebitCard,
I am agreeing to the program terms, conditions, and disclosures that are included ar made available to me from time to time from fhe financial institution, 1
authorize 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,
conditions, and disclosures.

Employee’s Signature: Date:
SECHON 5 NUHTIGRIZN FION
I authorize ESSG to directly deposit my periodic wages/compensation payments, net of required tax withholdings, other required withholdings
or authorized deductions, into my account(s) as designated above and to initiats, if necessary, debit entries and adjustmentsfor any credit entries
made in error to my account(s). * E-mail is required for pay stub information.

/3 @ Glnis/. o

tg/send your paystubs electronically

Date: gzg 2‘12 ?

*E-mail:

Employee's Signature:




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

Mmgpmmm&mgmmmemmmmwmwc

and/or Orange Tree Employment Screening may investigate your education, work history, professional
licenses and credentials, references, address history, social security number validity, right to work, crimi-
nal record, lawsuits, driving record, credit history, and any other information with public or private infor-
mation sources. You acknowledge that a fax, image, or copy of this authorization is as valid as the origi-
nal. You make this authorization to be valid for as long as you are an employee of ESSG.

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

o identify yourself for BGC.

Personal Information: Pleage print the information requested below
Printed name: 7 OIrf SH 41}

Other names used:
Current county of residence:

Current and former addresses: S WS g.
07 u[/ L _curen L’,{QL&M L S - S
fromdvio/Yr e 55‘ ot

to Mo/Yr Street City, State & Zip
Oeln  beliz 114y BMpan S _
fromMo/¥r to Mo/vVr Street - City,sthte&Zip  SSL/C
from Mo/Yr to Mo/Yr Street City, State & Zip

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

D/9:1/ 89 3/ &2 Le1 7
Date 6f birth * al security number &
Driver’s license number & state %&%m ‘Sﬂ

Report Copy: If you are applying for a j%ﬁn California, Minnesota, or Oklahoma, you may request

a copy of the rep cking this boXx

Ly — $/21 )17

Date

Signature



employer solutions staffing group.

Leveraging Resources in a Changing Market

STATEMENT OF CONFIDENTIALITY

This agreement made this &"ﬁ day of_%_, 2011 between
Employer Solutions Staffing Group LLC, hereinaft ferred to as “employer”,

and hereatfter 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.

-

Employee Signature

Employer Solutions Staffing J3%up LLC, Represe




employer solutions staffing group.

Leveraging Resources in a Changing Market

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, efc), usted debe notificar a su reclutador de personal que el cheque no
se puede encontrar. Si se puede verificar que el cheque no ha sido cobrado,
ESSG se detendra el cheque de pago y reemitir el cheque a usted, descontando
un cargo de entre $ 25 - $ 35.

Si su cheque de pago fue robado, primero debe denunciar el robo a la 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):

S_ignature/Firma:

7



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

Notify your employer immediately of any new injuries or conditions that impact
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 r¢spo ilities and agree to abide by these guidelines.
Signed: 74
Printed Name: =

J



~n 8850 Pre-Screening Notice and Certification Request for

(Rsv. March 2016) the Work Opportunity Credit OMB No. 1645-1500
ﬂmﬁ%&%ﬂm ) | » Information about Form 8850 and its separate instructions Is at www.irs.gov/form8850.

Your name

plicant: Fill in the | below and check any hoxes that apply. Complete only this side.

Soclal security number B> V’

Sl &g @17
Street address where you live | HQLIM«d J?' L” ;. #Qlj-/

@

L §
City or town, state, and ZIP code ﬂfﬂdz&@’k LN SSo/
S 7

comy Wtnnedumn

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

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

1 am a member of a family that has received assistance from Temporary Assistance for Needy Families (TANF) for any 9

2 %eck here if any of the following statements apply to you.
[ ]

months during the past 18 months.

1 am a veteran and a member of a family that received Supplemental Nutrition Assistance Program (SNAP) benefits (food
stamps) for at least a 3-month period during the past 15 months. -

| was referred here by a rehabliitation agency approved by the state, an employment network under the Ticket to Work
program, or the Department of Veterans Affairs.

1am at least age 18 but not age 40 or older and | am a member of a family that;

a. Received SNAP benefits (food stamps) for the past 6 months; or

b. Recsived SNAP benefits (food stamps) for at least 3 of the past 5 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.
* | recsived supplemental security income (SSI) benefits for any month ending during the past 60 days.

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

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

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

5 [ Check here if you are a veteran entitled to compensation for a service-connected disability and you were unemployed for a
period or periods totaling at least 6 months during the past yesr.

6 [ 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, 1997, and the earliest 18-month period beginning
after August 5, 1997, ended during the past 2 years; or

* Stopped being eligible for TANF payments during the past 2 years because federal or state law limited the maximum time

those payments could be made.

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

Signature—All Applicants Must Sign

Under penalties of perjury, | declare that | gave the 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 complate,

Job’applicant’s signature P>

o f/47//77

For Privacy Act and Paperwork Sfeduction Act Notice, see page 2. at. No. 22851L Forrh 8850 Rbv. 3-2016)

Telephone number [QSZ gog . 2.35"’7
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EMPLOYER SECTION:
Client: Company:
Employer Solutions Group
Location: Position: Starting Wage: $
{EMPLOYEE SECTION:
loyee Name: Street Address; City/State: Zip:

Date ot%n Age: Have you worked for | Ifyes, lom%‘on: i

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

Yes

No

1.

Have you or has anyone living with you received Temporary Assistance to Needy Families (TANF)
at any time since August 5, 1997? (Ifyes, please provide information below.)
Name of the person receiving benefits: Relationship to you:
City: County: State:

Have you or has anyene living with yosjreceived Food Stamps (SNAP) at any time during the past 15 months?
(1f yes, please provids information below.), ¢/

Name of the receiving benefits:

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

Have you received any type of vocational rehabilitation services within the past two years?

If yes, please indicate which type of ou worked with and provide their location information below:

[] Vocational Rehabilitation Agency i I Dept, of Veterans Affuirs | | Employment Network (Ticket to Work Program)
Nams of Agency: Phone #:
City: County: State;

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

Are you a Veteran of the U.S. Military? *Ifyes, please provide a copy of your DD-214 and letter of separation.
(If yes, please provide information below. If no, 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-connected disability?

O

Have you been unemployed at any time during the Iast 12 months?

If yes, dates of unemployment - From; / / To: / /
Did yon receive unemployment compensation at any point during your unemployment?
If yes, dates received unemployment compensation - From: / / To: / /

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 a [ | Federal or [ ] State conviction? If State - County: State:

(] ] S e ]

.Additiopal Tax Credits

IEC (Native American): Are you or your spouse a member of a Native American Tribe?
*If you checked yes please provide a copy of your CDIB card.

CA Residents: [ ] Are you the child of foster parents? [_] Do you receive CalWorks? [_] Workforce Investment Act?

D Are you a migrant or seasonal farm worker? D Have you ever been convicted of a misdemeanor?
SCResidents: || Do you receive Family Independence Benefits?

PLEASE READ, SIGN, AND DATE:

Under penalties of perjury, I declare the information above
individuals to supply such verification or information §
Consultants, Inc. dba Retrotax), or the D

e true and accurate to the best of my knowledge, and I hereby autharize any agency, organization, or

be mwit eligibility to my employer, employer representative (Associated
' Date: f / a/( 1 / /1
i / Sl



Qualified Long-Term Unemployment Recipient

ADDENDUM TO: IRS Form 8850 Pre-Screening Notice and Certification Request for the Work Opportunity Tax Credit

crad i ninisteeiion

Client: Company:
Employer Solutions Group

EMPLOYEE:

Please check the statement(s) that apply to you and sign where indicated below.

[0  Ihave been unemployed at any time during the last 12 months.

/)
Location: EmployeeNamg%,\ Sh c: l ! fs#:2 !, zz : ’Z

If applicable, dates of unemployment - From: To:
From: . / / To: / /
From: / / To: / /
[0  Ireceived unemployment compensation during my unemployment.
If applicable, dates you received compensation - From: To;
From: / / To: / /
From: / / To: / /

Please read, sign, and date:

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

/)/-) =

//7

RetroTax®
3730 Washington Blvd.
Indianapolis, IN 46205

317-925-0553
wotc@retrotax-aci.com

www.retrotax-aci.com

Employee Signamre;fC—%/ MQ\ Dat?-?’ /ﬂ 7,
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employer solutions staffing group..

Notification of Minnesota Law Re uirement —

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.

I 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)

M 2T ek
//EmpjdYee Signature; = Date; / 7 L

CMG_SM - Rev. 09.2013



DRUG AND ALCOHOL

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

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.

Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



lﬁ ACKNOWLEDGMENT

The associate handbook was reviewed with me, and | have received my personal copy. lalso
acknowledge that | have been given the opportunity to ask questions and express concerns

; demtandmmmﬁwa]omn:

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, o meet these
changing needs.

3. I 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: 05’/0?7//7

Associate's Signature: M @——

Associate's Printed Name: &S—M
—

dJ

Orientation provided by:

24



RECEIFT OF EMPLOYEE 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

and agree that it is my responsibility to abide by the rules, policies and standards set forth inthe
- Handbook.

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. I 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.

which the terms and conditions of my employment may change. | further understand that this
agreement supersedes all prior agreements, understandings and representations concerning
my employment with the company.

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

DATE X’l /4 7/ /7

EMPLOYEE

NAME ﬁ%rzgh& éﬁ;{b/
SE PRINT/

EMPLOYEE w %_

SIGNATURE

[4 = [ 74
ESSG
REPRESENTATIVE | _ Y

23
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Acknowledgement of Receipt Antiharassment Policy

certify th rec! 50 Solutions Staffing Group’s Antiharassment Policy. |

understand that it is my responsibility to read this policy and ask my supervisor, a member of
management or to telephone Employer Solutions Group (ESSG) at 952.835.1288/1.866.496.7573 with
any questions | may have about this policy. | agree to comply with ESSG's policy on Antiharassment
and understand failure to comply is grounds for disciplinary action, up to and including termination.

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

Empjoyee Name (Please P int)
ﬁr@ She jeé%t/

m g @— vee:_6/47 /17
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employer solutions group,, m@:ﬁy

Enhanced MEC Plan_Plan 1 e Adiptaratan, |

Benefite Enroliment Form 1 NewEm

Rehire Rehire Date

Sosinl Security Number

e/1 '_ Yl &

= Sowes| DY /9 ) £9 o
BT hal soe [t :

Please Select Desired Coverage:

Employee Only - Employee+Spouse - Employee-l-cmld(ren) - I:
- $24.00/Week $38.00/Week $36.00/Week

Family -
$83.00/Week

Social Security § Birth Date | Sex Relationship
' c 3 Male Cspouse 3 chig
(ISt Nams - W Lant Nama 1 Femals O Domestic
LT T IR o AN N N R PR RS R o R 5 =.‘-"z'?u-z-ﬁil’-‘ﬁa;i‘t-iu.f'i?#l‘-ﬂié'&'«‘é’_k‘f:fﬁi'.?u._.'ii:._tti-d&?-i,"‘_éi;_. it
Social Security # Birth Data | Sex Rela
[1 Mae OSpouse [ Child
Tt Nams ML Last Name | C1 Femae Ol Domestic Pastner
g SocialSecuity# | BirthDate | Som Relationship
"First Nama W, ~LastNams | O Meie [1Spouse [1 Child
1 Female 1 Domestic Partner
L A o P s L Y e L s SRR OO S O [ e b Al
NAME OF PEREQ covmmmm.usns
EFF, DATE
EFF. DATE
EFF. DATE
!mplmokclmwhdmommma -

rization - | he & for the groy, mulmnmlmmumhhmmm
wmhlbﬂmwmmnhumlmm ulhu. o] % J

and
may Mumhhmmmﬂﬂmummmnudomom(').llm.ﬁumﬂnoﬂmml
oﬂ-ellv-dlb.l'uwm.lluﬂmluwmploynhmm-ammml%dmlmhmmmlhm-hehl.

IF ENROLLING - YOU MUST SIGN HERE

Employes Signature

EMPLOYEES DEGLINING

| underatand that and/or my be conaldersd a hats snrolies and
must meet the requirements lmontfnrm\mnormyd-pmunh
(Including my spouss) In future be abis to enroll myself or my dependshts in this plan, provided | roquast anraliment within 31
mmﬂnoﬂmmnn lnuddlﬂon.lhmd-mdcntnhﬂmmpfnm &8 A result of ma

age, birth, adoption, plscemant for adoption of parting suit
of adoption, | may be able to enrol) myssif or my depandent, provided | request snroliment within 31 daya

Health Benefits Team
7301 Ohms Lane Sulte 405

Edina, MN 55439
Phone: 852-767-8519 Fax: 952-7687-9515
Email; Healmemployefsoluﬂonsgmup.com
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ENROLLMENT FORM ESC CUUNAC-MNY 1 1
A R D EMPLO ORMATIO PRINT USING BLACK or BLUE INK (Must B Filled Ou)~ ~ ™~
Name

REAz Lo S
r_én_z/_/jﬂ(vs-

IR o116 TR L) 25T W

B. DO YOUORANY OF YOUR DEPENDENTS RECEIVE MEDICARE BENEFITS?

Medicare Health Insurance Claim Number (HICN)

SSYoY = Wiznse

@D+N0Jf!°;siele¥.9_m"ﬁnua

Medicare Effective Date
Na-mé o.fucgve.re&”l’e'r.son. (s) = ! fi = o
1. 2, 3.
C. LIMITED BENEEITS PLAN SELECTION ________:'?m:“-m' ” "wl;;!}gll Deducted w-:kl!_n_ﬂ
You MUST select a coverage level before any benefits in Section C. Your coverage level for the all benefits in Section C will |
identical. The Fixed Indemnity Medical Plan, Dental Plan, Term Life Plan, and Short-Term Disability plans are underwritten by Bt
Insurance Company. The Vision plan is underwritten by Companion Life Insurance Company. '
FIXED INDEMNITY SHORT-TERM
SELECT COVERAGE LEVEL " MEDICAL? DlNTAI. . VISICN TERM I-"‘_E | DisABILITY'
" EmployeeCnly [ 2028 () o %67 (Bl 22 D soeo o3|  sez0
Employee +1 [_] $41.10 $12.34 $4.92 $0.90
" Employes + Family: EIf. . seeas: |0 $203¢ | ssse” | su0 o | o
_ MomwoALsemetin] ] [lves[INo | Clves CINo | Clves TN | Clves (o | Clves
1 Thiigoverage Is not availabl® to residents of NH, Hi, or PR. 2STD is not available to ersons who work in CA, HI, NJ, NY, orR
For Term Life / Accid Death

& Dismemberment, please write in your beneficiary information. Accldental Death &
Dismemberment is part f the Term Life Benefit.

Name

Relationship

S S et oot s et temma b St oo - s b

S Aty v s b e e ottt ensorory v eves (rane soovens e,

D. REQUIRED DEPENDENT INFORMATION
Name |

Social Security # | Date of Birth | Sex i Relationship
= ot W oo L/ L IMITE] | Cspouse [l child [Joomestic Partn
“Name Social Security # § Date of Birth | Sex Relationship
ok | IMIF] |CSpouse [ ] chid ] Demestic Part
"'Name Social Security # 5 Date of Birth | Sex , Relationship
o R ok o 2L | MI[E] [ Spouse [ child[Jemestic Partn
Name Social Security # ; Date of Birth | Sex [ Relationship
ber PR 0 | MICE] | Dl spouse [ chidpomestic Partn

E. REQUIRED SIGNATURE

YOU MUST SIGN AND DATE, EVEN IF YOU DECLINE COVERAGE

| have read the benefit packet and understa

oxre 04,4007

e 7’ SIGNATURE

nd its limitations. | understand that open en
a limited time and | understand that making no benefit selection is a e e

olling

ent is only available for

This is an Essentlal StafCARE Enrollment Fi



