: . 7301 Ohms Lane Suite 405
- employer solutions staffing group. Edina, MN 55439
Leveraging Resources in a Changing Market Tel: 952.835.1288

www.esgstaffingsolutions.com

New Hire Application

Personal Data— PLEASE PRINT LEGIBLY IN INK

2
| Last Name __Cmmﬁ First Name Af\ Ne, Middle Initial L .

streot Address_J23) Wi\ lipn Re €. Aptiste
City/stateizip_{ Y xg;?jxgmggd , N 55108 Social Security Last Four X00-xx- 303\

Phone Number _lold- 20\~ \1lodx Email Address _()N\"\Q fpsme @ 3{g\;m. om

Staffing Agency/Recruitment Partner ~C " I’Y\ (3\

\ All offers of employment are conditional upon satisfactory proof of identity and legal ability to work in the U.S.A.
~¥ Are you legally authorized to work In the United States of America? @YES ONo
Applicant Certification and Authorization
| authorize Employer Solutions Staffing Group (ESSG) to use the information and statements contained in this application to determine my
qualifications for employment. | authorize ESSG to make 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 determine my eligibility for hire by certain clients of ESSG.
This may include but Is not limited to, investigations of criminai and/or conviction records, driving records and/or a drug screen test as
required by clients, government regulations or by ESSG policies.
| release ESSG and other persons or entities from any claims that might be based on ESSG's decision to conduct a background check.
1 certify that all statements made in my application are true and accurate and that | have not omitted any material information or provided
false or misleading information. | understand that any material omission or misrepresentation will result in my disqualification from
consideration for employment or, if discovered after | begin employment, will resuit in my termination.

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

= ‘A’W\Qﬁ L Cfbme . m@( DS 4 5“‘@-\-(

Name (Print or type) Appiicant’s Signature Date

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

For ESSG Office Use Only
DOH NHW 19 8850 w4

Emergency Contact info | Background Release Form Background Resuits Unemployment Letter ESC Application
(If applicable)

For ESSG Client Use

poW __________  |RrROP ______ Work Site Loc. WC Code

ESSG - Supermoms CMG Rev. 05/2015



. 3850 Pre-Screening Notice and Certification Request for

(Rev. March 2018) the Work Opportunity Credit OMB No. 1545-1500
E,?em' al F?&é’,ff;%lﬁ?}"y » Information about Form 8850 and its separate instructions is at www.irs.gov/form8850.

Your name

Job applicant: Fill in the li below and check any boxes that apply. Complete only this side.

()(‘\m Lee_ 5 me Social security number P> '—\SLQ’ (ol- %0&\

Street address where you live \3\5—7 E)\G\\ OGN A\]e E
City or town, state, and ZIP code mO\P\p \yp‘ﬁd ; mlo. 55\ Dq

County

QG_VY\CSQ\]‘ Telephone number ! D S !a—- QD S - s—( toa..

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

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

2 [0 Check here if any of the following statements apply to you.

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

1 am a veteran and a member of a famlly 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 rehabilitation agency approved by the state, an employment network under the Ticket to Work
program, or the Department of Veterans Affairs.

1 am 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. Received SNAP benefits (food stamps) for at least 3 of the past 5 months, but Is no ionger eiigibie to receive them.

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

* | received supplemental security income (SSI) benefits for any month ending during the past 60 days.
* | am a veteran and | was unempioyed 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.

§ [ 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 year.

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

7 [0 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 complete.

Job applicant’s signature > O\J\'\NW«& (;;y“fyr\i Date ‘BPKD' \—]

For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 22851L Form 8850 (Rev. 3-2016)
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Form W-4 (2017)

Purpose. Complete Form W-4 so that your
employer can withhold the correct federal income
tax from your pay. Conslder completing a new Form
W-4 each year and when your personal or financlal
situation changes.

Exemption from withhoiding. If g'ou are exempt,
compiste only lines 1, 2, 3, 4, and 7 and sign the
form to validate it. Your exemption for 2017 expires
February 15, 2018. See Pub. 505, Tax Withholding
and Estimated Tax.

Note: if another person can ciaim you as a dependent
on his or her tax return, you can't clalm exemption
from withholding if your total Income exceeds $1,050
and Includes more than $350 of uneamed Income (for
example, Interest and dividends).

Expeptions. An empl may be able to claim
aexemption from withholding even if the employee is
a dependent, if the employee:

* |s age 65 or older,
* Is blind, or

» Will claim adjustments to Income; tax credits; or
Itemized deductions, on his or her tax retum.

The exceptions don't apply to supplemental wages
greater than $1,000,000.

Basic Instructions. If you aren’t exempt, compiete
the Personal Allowances Worksheet below. The
worksheets on page 2 further adjust your
withholding allowances based on itemized
deduotions, certaln credits, adjustments to income,
or two-eamers/multiple jobs situations.

Complete ali worksheets that apply. However, you
may clalm fewer (or zero) allowances, For regular
wages, withholding must be based on allowances
you glaimed and may not be a flat amount or
percentage of wages.

Head of household. Generally, you can claim head
of household filing status on your tax return only if
you are unmarried and pay more than 50% of the
costs of keeping up a home for yourself and your
de| andent(s?or er qualifying Individuals. See
Pub. 6§01, Exemptions, Standard Deduction, and
Filing Information, for Information.

Tax credits. You can take projected tax credits into
acocount in figuring your allowable number of
withholding allowances. Credits for child or dependent
care expenses and the child tax credit may be claimed
using the Personal Allowances Worksheet below.
See Pub. 505 for information on converting your other
credits Into withholding allowances.

Nonwage Income. If you have a large amount of
nanwage Income, such as Interest or dividends,
consider making estimated tax payments using Form
1040-ES, Estimated Tax for Individuals. Otherwise,
you may owe additional tax. Iif you have pension or
annuity income, see Pub. 505 to find out if you shouid
adjust your withholding on Farm W-4 or W-4P,

Two earners or multiple jobs. If you have a
working spouse or more than one job, figurs the
total number of allowances you are entitied to claim
on all jobs uslnﬁ worksheets from only one Form
W-4. Your withholding usually will be most accurate
when all allowances are clalmed on the Form W-4
for the highest paying job and zero allowances are
claimed on the others. See Pub. 505 for detalls.

Nonresident allen. if you are a nonresident allen, see
Notice 1392, Supplemental Form W-4 Instructions for
Nonresident Allens, hefore completing this form.

Check your withholding. Ater your Form W-4 takes
effect, use Pub. 505 to see how the amount you are
having withheld oomgares to your projected total tax
for 2017, See Pub, 505, especlally if your eamings
excead $130,000 (Single) or $180,000 (Married).

Future developments. information about any future
developments affecting Form W-4 (such as
legislation enacted after we release it} will be posted
at www.irs.gov/iw4. -

Personal Allowances Worksheet (Keep for your records.)

A  Enter “1" for yourself if no one else can claim you as a dependent .

B Enter “1” if: [

= You're single and have only one job; or
* 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.

A

C Enter "1” for your spouse. But, you may choose to enter “-0-" if you are married and have either a working spouse or more
than one job. (Entering “-0-" may help you avoid having too iittle tax withheld.) .

nmo

Enter number of dependents (other than your spouse or yourself) you wili claimonyourtaxreturn. . . . . .
Enter “1” if you will file as head of household on your tax return (see conditlons under Head of household above)
Enter “1” if you have at least $2,000 of chlid or dependent care expenses for which you plan to claim a credit

mTmoo

{Note: Do not include chlid support payments. See Pub. 503, Child and Dependent Care Expenses, for details.)

G  Child Tax Credit (including additional chlid tax credit). See Pub. 972, Child Tax Credit, for more information.
= |f your total income will be less than $70,000 ($100,000 if married), enter “2” for each eligible child; then less “1" if you
have two to four eligible chiidren or less “2" if you have five or more eligibie children.

= If your total Income will be between $70,000 and $84,000 ($100,000 and $119,000 if married), enter “1” for each eliglblechlld. G

H  Addlines A through G and enter total here. (Note: This may be different from the number of exemptions you ciaim on your tax retum.) » H

s [f you plan to itemize or claim adjustments to income and want to reduce your withhoiding, see the Deductions
and Adjustments Worksheet on page 2.

* |f you are single and have more than one job or are married and you and your spouse both work and the combined
earnings from all jobs exceed $50,000 ($20,000 if married), see the Two-Earners/Multiple Jobs Worksheet on page 2
to avoid having too little tax withheid.

For accuracy,
complete all
worksheets
that apply.

o if neither of the above situations applies, stop here and enter the number from line H on line 5 of Form W-4 below.

Form W"4

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

Employee’s Withholding Allowance Certificate

D Whether you are entitied to claim a certaln number of allowances or exemption from withholding Is

OMB No. 1545-0074

Department of the Treasury 2 © 1 7
Internal Revenue Service subject to review by the IRS. Your employer may be required to send a copy of this form to the IRS.
1 Your first name and middle Inftial Last '1(9{"8 2 Your soclal security number\

Home address (number and street or rural "OU‘E)8 3 E Single L[] Married [ Married, but withhoid at higher Single rat.

Note: If married, but legally separated, or spouse Is a nonresident allen, check the “Single” box.

12371 Skilltan Bye

City or town, state, and ZIP code

Madle voped |, . 55109

4 K your last name differs from that shown on your soclal security card,
check here. You must call 1-800-772-1213 for a replacement card. P> E]

5 Total number of allowances you are claiming (from line H above or from the applicable workshest on page 2) 5| &

6  Additional amount, if any, you want withheid from each paycheck . . . .
7 | claim exemption from withholding for 2017, and | certify that | meet both of th
® Last year | had a right to a refund of all federal income tax withheid because | had no tax ilability, and

e This year | expect a refund of all federal income tax withheid because | expect to have no tax liability.
if you meet both conditlons, write “Exempt” here .

e following conditlons for exemption.

6%

Rakl

Under penalties of perjury, | declare that | have examined thig.gertifi

Employee’s signature

(This form Is not valld unless you signiit.) »{ {° A\AAAO,

P S -

and, to the best of my knowledge and belief, It is true, correct, and complete.

pater 3~ (o~ ']

8 Employer’'s name and address (Employeﬁbmplste lines Bafd 10 only If sending to the IRS.)

9 Office code (optional) | 10  Employer Identification number (EIN)

For Privacy Act and Paperwork Reduction Act Notice, see page 2.

Cat. No. 10220Q

Form W-4 (2017)



E-Verify: Print Case Details - Preview

1of1

EVerify

SENSITIVE BUT UNCLASSIFIED

Case Verification Number: 2017061122744UG
Report Prepared: 03/02/2017

Company Information

https://e-verify.uscis.gov/web/PrintCaseDetails.aspx?CaseVerNum=2

Company ID: 47429

Employee Information

Company Name: Empioyer Soiutions Staffing Group

Last Name: Cosme
Date of Birth: 02/18/1976
Hire Date: 03/02/2017

Document Information

First Name: Anna
Social Security Number: *** ** 8021
Citizenship Status: A citizen of the United States

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

Document Name: Driver's license
Drh)er's License or ID Card Number: COS766230

Case Status Information

List C Document: Social Security Card

Document State: North Dakota
Document Expiration Date: 02/18/2020

Current Case Result: Employment Authorized
Case Submitted On; 03/02/2017

Empioyer Case ID:
Case Submitted By: PVANO787

SENSITIVE BUT UNCLASSIFIED

27017 1298 P1



Employment Eﬁgibil[ty Verification .~ - . .. .. USCIS

' "~ Form 1-9
. Department of Homlmd Security - ik
U S, Cltizenship and Immignmon Services | omh?h?aoo;glxiz%-l

bS’l'AR'I' HERE Read Instructions carefully before cdmphﬂﬂnﬂﬂl form. The Instructions must be avallahlo, oninr In paper or allmmully |
during completion of this formi. Employers are llable for érrors In the completion of this form. :

ANTI-DISCRIMINATION NOTICE: Itis lifegél to discriminate against work-authorized individuals. Employers CANNOT specify which -
document(s) arf amplotyhae may present to establish employment authorization and identity. ‘The refusal to hire or continue to employ

an indlvldupl beca & documentati resantedhaummre explraﬁun date may alst conatituts magaldlmimlnamn. G

mmm(ﬁamayma) Middls Iniat o:ﬁugasynma_a--
losene Bnea, P
Address (Sitrest Number and Name) T | Apt, Number Gﬂyor’l‘m 2 [ [2PCode -
RN S\l Bve. B - o v coord T 1SS0S
Date of Birth (mmAddyyyy) | U.S. Social s»umy Nilmbor Emplqyeds  E-mall Address Employse's Tejephons Number
03.15%' \Cﬁ(o “ldt] - 1810l U one fesme & Lalnan. Gram 10 13- A0 Y 16D

lam awaro that federal law g provldu for lmprlsdnmant and/or fines forfalnihmnenh ar use of false documents in
connectipn with the completion of this form..

1 attest, under peaity of pnrjury, that lam (ahacle ang ol the follmdng hom)
1. A cltizen of the United States- e _

LY. noncifizen national of the Linited States (See lnatrwllnnp)

D 3. A lawful permanént rasident " (Allen Rbglstraﬂon Numbernlscls Numlmt)

] 4. An allen authorized to work  untd (wpiration deta, uappm mmiddlyyyy):
Some alians imiay writb "NIA" In the expiration date fisid. (See inslmcﬂnna) '

Allans authorizsel to work rayst provids only one 6f the foflowing documaint huintiers fo complele Fonm -9: [T e et T
An Alien Regisiration Numben/USCIS Numhsr OR Form I-94 Admlaalon Number OR Foreign Passpart Number. | |- - -,
1. Allen Regisiration Number/JISCIS Number
OR ’
2. Form |-a_4 Admiasion Number:
3. Foreign Passport Number; -
Country of Issudnce: e
T : ’—\ - = “ N e
Signature of Employee|, ) . . ﬁ\ T = s
5 Setgiii s i - = ,..v"..' = '0(} : \JF"-\L

knowledge the Information is true and carrect. , ,

Signature of Preparer or Transiator Today's Date (mm/ddAryyy)
Last Name (Family Name) First Name (Given Name)

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

Form 1-9 11/14/2016 N



Employment Eligibility Verification USCIs

Department of Homeland Security . F;rm -9
= S - MB No. 1615-0047
U.S. Citizenship and Imm1gmt10§ Services Expires 083172018

Employes Info from SnctloM L"'{Na'}! p}“”""‘“‘"‘?‘"‘!‘ﬂmﬂm s
Fi'N g (AT 7
ListA s OR AND ; :
Identity E_nd Employment Authorization Identity Employment Authorization
Document Tite ] Document Tit : Document Ti ‘ ; Ce
| Nort Licensy, 20001 % Curify, CA
lasuing Authority +{ 1ssuing Autho \ Issuing Authority .
1 NBBER of srate 5.5. hdmin
Document Number ] Docyment Nummber _ Document Number b
TS =8 - w220 456-61 -302)
Expiration Date (if any)(mm/dd/yyyy) 14 Expiratio D_ate any)(mm/ddiryyy) Expiration Date (i any)(mm/dd/yyyy)
(AT
Document Title
Issuing Authority Additional information Do ek VWt T B
Document Number
Expiration Date (if any)(mmvddAyyyy)
Document Title
Issuing Authority
Document Number _
Expiration Date (i any)(mm/dd/yyyy)

Certification: | attest, under penalty of peu, that (1) | have examined the document{s) presented by the above-named employes,

(2) the ahove-listed document(s) appear to be genuins and to relats to the employes named, and (3) to the best of my knowledge the
employee is authorized to work In the United States.

The ampioyee‘s firat day, nf smployment (mm/dd/yyyy): 022 l n 9- l a )l i Z (See instructions for exemptions)
Signature of Empig ﬁy Q’ﬂg; } fepresentative Today's Dah{mm/ddlyyyy) Title of Employer or Authorized Repl%

0% {021 2017 IRt Ve

Last Name of or First Name loyer or Authorized Representative | Employer's Business or Organization Name
%{g’] EMPLOYER SOLUTIONS STAFFING GROUP LLC
Employer’s Business or Organization Address (Street Number and Name) I City or Town State ZIP Code
7301 OHMS LANE SUITE 405 EDINA MN | . 55439

ttice 5;' 5

| FirstName (Ghven Name) | Middie Inital | Date (mmtddyyy)

Expiration Date (i any) (mm/tidiyyy)
| attest, under penalty of perjury, that to the best of my knowledge, this employee Is authorized to work in the United States, and If
the employee presented documentys), the document(s) | have examined appear to be genuine and to relate to the Individual.
Signature of Employer or Authorized Representative | Today's Date (mm/dd/yyyy) Name of Employer or Authorized Representative

LRy s

i b
Aol A
A

Document Number

Form I-9 11/14/2016 N
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vehicie less than 26,001 GVWR, May tow a vehicie not in excess of
combined um.m

Hhitumﬁm 9
vehicies in excess of 14.000 GVWR ombined weight
notoxendzl. GCWR, Under 18, mm mﬁhﬂd

ma&unmswmmq m-aﬁn
Rest: None Wi

T R N D TV AR
1

ThlS card belongs to the Social Security Administration and you must
“ return it if we ask for it.

If you find a card that isn’t yours, please retum it to:
Social Security Administration
P.O. Box 33008, Baltimore, MD 2]290-3008

Far aﬁy vther Soaial ’Seum'i!y busmess(mfprrnquon contagt  your ldcal
Socig] Secnitity office. I yowwrite fo the ahave address for any business
oth@; 1han returning & found canf you will npt receive a resgame

Soclal Sequmy Admlnistrallon },c

Form 884-3000 (08-2011) G’? 5 1 1 5309

— e g L




Authorization

Autharization: By signing below, you authorize: (a) backgroundchecks.com ("“BGC”) and/or Orange Tree
Employment Screening to request information about you from any public or private information source;
(b) anyone to provide information about you to BGC and/or Orange Tree Employment Screening; (c)

BGC and/or Orange Tree Employment Screening to provide Employer Solutions Staffing Group, LLC one
or more reports based on that information; and {d) Employer Solutions Staffing Group, LLC (“ESSG”) to
share those reports with others for legitimate business purposes related to your employment. BGC
and/or Orange Tree Employment Screening may investigate your education, work history, professional
licenses and credentials, references, address history, social security number validity, right to work, crimi-
nal record, lawsuits, driving record, credit history, and any other information with public or private infor-
mation sources. You acknowledge that a fax, image, or copy of this authorization is as valid as the origi-
nal. You make this authorization to be valid for as long as you are an employee of ESSG.

" The Consumer Financial Protection Bureau’s "Surhmary 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: Qﬂ Nnoy Jee OSVNe.
First Middle (O3 Last
_ none)
Other names used:
Current county of residence:

Current and former éddresses:

& D3-3015 current 1237\ 8K i Due. € Mople woad) MRS

from Mo/Yr to Mo/Yr Street City, State & Zip
from Mo/Yr to Mo/Yr Street City, State & Zip
from Mo/Yr to Mo/Yr Street City, State & Zip

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

2 03—1%-1Ce p 4S5k -Lo(- %01
Date of birth Social security number
@ C-DS" Tlor (L2330 A p\'h‘f\C\ L oo CCS\/‘Y\{;
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 Oklahomna, you may request
a copy of the report by checking this box: L.

- (\D’W@; \%M (7Q:Srm£ + 03-0Ca- |1

Signature Date




EMERGENCY CONTACT INFORMATION

EMPLOYER SOLUTIONS STAFFING GROUP

IN CASE OF AN EMERGENCY - NOTIFICATION INFORMATION

Employee Name: KY\ NGQ C.Q&"Y'E_,

Address: 1930\ S ¥illeron w@mﬁ AP SSICK

Home Phone:

[da-2o\- e

m-._l_m

}'lam Hat two peqplﬂ (ip prlurity ardeq gvho ool lg be mntaoteq i;i __ff an emarg__cy

e e

Contact #1 % Home Phone:
Name: [jm Rickard Cell Phone: Tlo3-aS71- 4R\
»
X E{elaﬁonship: WV \C'\c\ ) Work Phone:
Contact #2 Home Phone:
Name: Cell Phone:
Relationship: Work Phone:

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

of an emergency:

DicheBe. you fan G ahd of oo ooyliied]

This information will remain confidential and will only be used in the case of an emergency.
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30 employer solutions staff] ng 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 DIQ 'awxilten_ election, wages will be paid b Cﬁeek’ e

™

DEpE

S (F0 TSI D

Sha (logsy ¥ |"-,'.|'||I,' ||[( s

!! Direct Depoit (Please complete Sections 3 and 5 below) Note: et Deppsit accounts may take up 127 daysto be agtiyited
T\ Payroll Debit Card (Please complete Sections4 and 5 _ || Paper Check (Please complete Section 5 below)

T O 8 FOO0EL Q- [ (oA L \
" [ Update Bank Account T understand and scknowledge thint i d6 not provide 2
Bank Name: voided cheekwiththhdireetdepoaitfnrm,lam

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

- Routing#
Account#

' Account Type: [ Checking [ Savings [JOther

To help us avoid making an error, please attach a copy of a voided check. (a deposit slip will not work) '
*  Ifyouchange banks, donotcloseyonroldbankaeconntunﬁlyonrdhctdeposithasstaﬂedatthenewbank,whichmaymkazpaypeﬁods.

Initial Date

Sl DIGIR & (DA% man] | EEL N O I TN S e s

Federal law requires all financial institutions to obtain, verify, and record information that identifies each person who opens an account, In order to
request a Payroll Debit Card for you, we must provide all of the following information that will enable the financial institution to identify you, If
you do not submit a Direct Deposit/Payroll Debit Card Authorization, ESSG will provide the necessary information and jssue 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.

Except for the routing and account number, ESSG does not have access to any information regarding your Payroll Debit Card account or

- On your first payday, you will receive Your new Payroil Debit Card, and a packet containing all of the terms and conditions. You will
then sign acknowledging that Yyou received the Payroll Debit Card and packet. Your Payroll Debit Card will be reloaded on each payday you receive
wages,

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

s e, ol = Cosme i SHTETA
(POBOXNOTACCB?I‘ABLB)

' Aye. e. ~lol- :
Tofewred [ B [ Pas DG, 6 SO W

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

Payroll Debit Card Routing # Payroll Debit Card Account # % 40| 0 o

e 4953 5001 Qo8 3503
1 have received my Payroll Debit Card, welcome brochure, program fees, program terms, conditions, and disclosures, By activating my Payroll Debit Card,

[ am agreeing to the program terms, conditions, and disclosures that are included or made available to me from time to time from the financial institution, I

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:

o IR N O | T P AT

made in error to my account(s). * E-mail is required for pay stub information.
*E-mai:_()\N o, (Prre . _._@W_CQL
o \ thisinformatjon wi (ulvb? use nd your paystubs electronically
& & Employee's Signatur AMans G e S @ Date:_ 2~ (0 - { 7
= ~ 7




employer solutions staffing group.

Leveraging Resources in a Changing Market

Notification of Minnesota Law Requirement —
Unemployment Acknowledgement

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

job assignment from a staffing service, (1) fails without good cause to
affirmatively request an additional suitable job assignment, (2) refuses
without good cause an additional suitable job assignment offered, or (3)

accepts employment with the client of the staffing service, is considered to
have quit employment.

It is your responsibility to contact ESSG (for instance, by calling 852.277.5227 or
using any other form of contact) for additional assignments. If you fail to do so, it
may affect your unemployment benefits.

| understand by signing this form that | am responsible to contact ESSG within 5
calendar days once an assignment ends. | also acknowledge that | have received
a separate copy of this form. A4 (Initial) %

< @/Wu. Qbm ' » 3 (-]

"Employee Signature; Date

aYATe! 2NV
EmploYee (please print your name here)
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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. | have read the entire contents of this policy and | am aware and fully

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

3. 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.

e &’\f_r‘\@\ Lg_g &6016

Individual’s Name

- T-Ca-T1

Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



employer solutions staffing group..

Leveraging Resources in a Changing Market

W STATEMENT OF CQNFIDENTIALITY'.%"

This agreement made this Oé day of Mar ch , 201]_, between
Employer Solu&ms Staffing Group LLC, hereinafter referred to as “employer”,
and -, Losmme 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.

QA AN Q:—\N\

Employee Si re

Emp‘loy}sd@ws Staffing Greup-L+C, Representative



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.

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

R Signed:

Bt
N Printed Name: _ M_G\i\n{h
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Enhanced MEC Pla.n_Pl an 1 Benefit Pla Administsators, Inc.

[ Rehire Rehire Date

Employee Information

Name (First and Last)

' AL (\r)SYhﬁ

Sociat Security Number

| NSlo-(o - 3004
Address i City State Zip Code
Phone N F romai | 2 Were! D) Divoroes Emall Adt-lreé;s): - 15 o

(ola- Uol- ) Onmtosres 5;3_\rm.COW\

Please Select Desired Coverage:
D' Employee Only - |:| Employee+Spouse - I:] Employee+Child(ren) - I:‘ Family -
' '$63.00/Week

$24.00/Week $38.00/Week $36.00/Week

Sacial Security # Birth Date | Sex Relationship
. O male [ISpouse [J Child
ame M Last Name 1 Female O Domestic Partner
Soclal Security # Birth Date | Sex Relationship
O Mele [iSpouse [ Child
ama. [N Last Name [ Female [0 Domestic Partner
Social Security # BirthDate | Sex - Rellationshipﬂ
First Name ML Last Name [d Male [J Spouse [J Child
[ Female [0 Domestic Partner

Other coverage information including Medicare/Medicaid

NAME OF PERSON COVERED (FIRST, LAST):

EFF. DATE
EFF. DATE
EFF. DATE

Employee Acknowiedgement and Authorization - | herehy apply for the group benefit{s) as indicated. 1 acknowledge that aii entries are true and complete and that
any misstatements or failure to report information may be used as the basis for cancellation of coverage for me and my dependent(s), if any, from the originai
effactive date. Further, | authorize my empioyer to make the necessary payroll deduction of premiums for covarages | have elected.

IF ENROLLING - YOU MUST SIGN HERE

Empioyee Signature Date

EMPLOYEES DECLINING 13] | am DECLINING coverage

1 understand that | and/or my depehdents, if any, walve any coverage and desire to participate in the plan at a iater date. l/we may be considered a late enroliae and
must meet the requirements defined In the Cartificate of Coverage for the company’s medical or dental plans. If | deciine enroliment for myseif or my dependents
(including my spouse) because of other coverags, | may, in future be able to enroll myseif or my depend in this pian, provided | request enroiiment within 31
days after the other coverage ends. in addition, if a new dependent relationship forms as a resuit of marriage, birth, adoption, piacement for adoption of parting suit
of adoption, | may be able to enroli myseif or my dependent, provided I request enroliment within 31 days of the event.

IF DECLINING: YOU MUST SIGN HERE

Employee Signature M D - ® Date %r LQ— \\'
Employer Solutions Staffing Group Heaith Benefits Team
7301 Ohms Lane Suite 405
Edina, MN 55439
Phone: 952-767-9519 Fax: 952-767-9515
Email: Health@employersoiutionsgroup.com




Fixed Indemnity Medical Benefits_Plan 2

- VSl 219301ESG-1  OFFCEUSEONY  LOCATION Rehire Date __/__/__ _ _
ENROLLMENT FORM ESC CUUNAC-MN) P1 v18.2
l A REQUIRED EMPLO ORMATIO PRINT USING BLACK or BLUE INK (Must Be Filed Out)
Name | | Social Security # Home Phone Sex @@
o \_Osre. | Usto-tel- 02 | o140\ To2.

Apt. #

_zjmgglmm—k&irs%e ) Zi Date of Birth
b= ‘-N\e?\‘é (oers) MW 55102 k)&/lis"\q?le

B. DO YOU OR ANY OF YOUR DEPENDENTS RECEIVE MEDICARE BENEFITS?

_ _DYes D No. If Yes, please continue.
Medicare Health Insurance Claim Number (HICN) . Medicare Effective Date

e N T et e e . s 28 . 738 Lo 172 S 8 e o e e S 1 e 6 1 3 e %8 41380 22 1 Sl =i e Ao AT 5 0§ 90 7 v

Name of Covered Person (s): f i
1. P2 3.

C. LIMITED BENEFITS PLAN SELECTION Payroll Deduéted Weekly Rates

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

SELECT COVERAGE LEVEL M -0 WNOEMNITY | penrar VISION TERMLIFE | SHORETERM
Employee Only [ ] se025 () sen7 )|  sma2 @ sos0 )| see0 (§)
Employee +1 [ | $41.10 $12.34 $4.92 $0.90

Employee + Famlly [ ] $54.88 $20.36 $6.56 $1.80

NO to ALL Beneﬁtsj DYes K‘ No DYes m No DYes No DYes ENO ' DYes IXNO

1This coverage is not available to residents of NH, HI, or PR. 2STD is not available to persons who work in CA, HI, NJ, NY, or RI.

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

Name Relationship

D. REQUIRED DEPENDENT INFORMATION

Name Social Security # Date of Birth | Sex ' Relationship
| ) Lo b LA IMI[F] ' CIspouse [ chitd (] Domestic Partner
Name i Social Security # ' Date of Birth | Sex Relationship
; /7 @ I []Spouse [ | Child[_] Domestic Partner
“Name T Vsocal Security # ' Date of Birth ; Sex ' Rela'E;B;L‘i;"_ T e
oot {IMIlE] [JSpouse [ Chitd (] Domestic Partner
Name Social Security # Date of Birth Sex Relationship

17 |Imi[F] [Ispouse[]child[]Domestic Partner

B SCN YOU MUST SIGN AND DATE, EVEN IF YOU DECLINE COVERAGE

| have read the benefit packet and understand its limitations. | understand that open enrollment is only available for
a limited time and | understand that making no benefit selecti s a declinatign of coverage. -

o DATE O30LA0I ) ° b sionaturk

This is an Essential StaffCARE Enroliment Form.



