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' PO Box 46270
Minneapolis, MN 55344-9956

Tel: 952.835.1288

www.esgstaffingsolutions.com

employer solutions staffing group..

New Hire Application

Personal Data— PLEASE PRINT LEGIBLY IN INK

Last Name _CTU2 First Name _CTYStal Middie Initial_M
Street Address 525 Humboldt Ave N Apt/Ste 201
City/State/Zip _Minneapolis MN 55405 Social Security Last Four XXX-XX- 7246
Phone Number 6512799601 Emall Address _CTystalcruz61@gmail.com @

Staffing Agency/Recruitment Partner_Rachel Prickett

All offers of emplovment are conditional upon satisfactory proof of identity and legal abllity to work In the U.S.A.

Are you legally authorized to work In the United States of America? @YES (]I NO

Applicant Certification and Authorization
| authorize Employer Solutions Staffing Group (ESSG) fo use the Information and statements contained in this application fo 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, campensation and eligibifity for rehire,
| understand that a comprehensive background check may be conducted to determine my eligibility for hire by ceriain clients of ESSG.
This may include but Is not limited to, investigations of criminal and/or conviction records, driving records and/or a drug screen test as
required by clients, govemment regulations or by ESSG policies.
I release ESSG and other persons or entities from any claims thet might be based on ESSG's decislon to conduct a background check.
| certify thet all statements made in my application are frus 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 disquafification from
consideration for empioyment or, if discovered after | begin empioyment, will result in my termination,

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

Crystal Cruz %ﬁw Feb 23,2018

Name (Print or type) Applicant's Signature Date

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

For ESSG Office Use Only
DOH NHW 19 8860 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-CO Rev. 04/2017



Form W4 (2017)
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_Personal Allowances Worksheet (Keep for your records.)
A Enterﬂ”furyourselflfnoonealsaoanclalmyouasadepandem G0 00 00 00 000060060000 L
* You're single and have anly one job; or
B  Enter™”if { * You're marrisd, have only one job, and your spouse doesn't work; or ] B
* Your wages from a second job or your spouse's wages (or the total of both) are $1,500 or lass.
C  Enter “1” for your spouse. But, you may choose fo enter “-0-" If you are married and have elther a working Spouse or more
than one job. (Entering “-0-* may help you avold having too littie taxwithheld) . . . . . . . . . . . o o o @
D  Enter number of dependents {other than your spousa or yourself) you will claim on yourtexretum. . . . . . ., D
E  Enter “1” if you will file as head of housshold on your tex return (see conditions under Head of household above) E
F  Enter "1” if you have at least $2,000 of child or dependent care expenses for whioh you plan fo olaim a credit F
{Note: Do not Include child support payments. Ses Pub. 503, Child and Dependent Care Expenses, for details.)
G  Child Tax Credit (including additional child tax credi). Ses Pub. 872, Child Tax Credit, for more information,
* if your total income will be less than $70,000 ($100,000 if married), enter “2" for each eligible child; then less *1” if you
have two to four eligible children or lesa “2" if you have five or more eligible children.
» [f your total Income will be bstween $70,000 and $84,000 {$100,000 and $119,000 if married), enter “1” for each eligible child, &
H  Add lines A through G and enter total here. {Note: This may be different from the number of exemptions you claim on your tax retum,) » H

* If you plan to Remize or claim adjustments to income and want to raduce your withholding, see the Deductions

For accuracy, and Adjustments Worksheet on page 2.

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
worksheets eamln?s from all jobs exceed $50,000 {$20,000 if married), see the Two-Eamers/Muitiple Jobs Workshest on page 2
that apply. to avoid having too [ittle tax withheld.

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

Form W"'4

Department of the Treasury
Intemal Ravenus Service

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

Employee’s Withholding Allowance Certificate

P Whether you ars enfitied to claim a cartain number of allowances or exemption from withholding is
subjeot to raview by the IRS. Your employer may he reguired to sand a copy of this form to the IRS,

OMB No. 1545-0074

2017

‘our first name and micdle initial Last name "2 Your social security number
Crystal Cruz 477197246
Home address (number and strest or rural routs) 3@ singie (Ol Manied Q1 Marrisd, but withhold at higher Single rate.
525 Humboldt AveN 201 Note: if manted b legelly seperated, or spouse i & nomresient afen, check the “Single* bax,
Gty or town, state, and ZIP code 4 Mtyour last name differs fram that shown on your soclal security card,
Minneapolis MN 55405 check here. You must oall 1-800-772-1218 for a replacement card. >

5
]
7

Total number of allowances you are claiming (from line H above or from the applicable workshest on page 2) 5 I 1

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

1 claim exemption from withholding for 2017, and 1 certify thet | mest both of the following conditions for exemption, | T
® Last year | had a right to a refund of all federal Income tax withheld becauss | had no tex liability, and
* This year | expect a refund of all federal income tax withheld because | expect to have notax liability.
i you mest both conditions, writs “Exempt® here. . . . o -.>|7

Under penalties of perjury, T deciare that | have examined this certificate and, to the best of my knowledge and belief, it Is true, correot, and complete.

Employee's signature >#ru_
{This form is not valid uniess you sign it) Cruz{Feb28,2018)

pates Feb 23,2018

Employer's name and address (Emplayer: Gomplete fines 8 and 10 only If sending o the RS

9 Offios 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)



“» DEPARTMENT W
m &£ OF REVENUE “4MN
2017 Minnesota Employee Withholding Allowance/Exemption Certificate
Employees

You must complete and glve this form to your empioyer If you do any of the following:

* Claim fewer Minnesota withholding allowances than your federal allowances

» Claim more than 10 Minnesota withholding eliowances

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

« Claim to be exampt from federal withhoiding or claim to be axempt from Minnesota withholding ]

Do not complete this form if you are clalming the same number of Minnesota allowances as federai and the number clalmed is 10 or less.

] Employes's first name and inital Last name Employes's Social Securlly number
= Crystal Cruz 477197246
é % Parmanent address Wiiital statun (chech one box)
/&8  525HumboldtAveN ® gp'?;w.%n:&ﬁ&:”’m =
,5('_% State 2P code Married
gy Minneapolis MN 55405 (33 Married, but withhoid at higher Single rate

Employees: Read Instructions on back, complete Section 1 OR Soction 2, sign and glve the completed form to your employer.
(Do not complete hoth Section 2 and Seotion 2. Completing both sections will make the form invalld.)

L section 1. — Determining Minnesota allowances

Complete Section 1. if you clalm fewer Minnesota allowances than your federal allowances, AND/OR if you want additional Min-
nesota withholding deducted each pay period.

1 Total number of federal allowances claimed on faderal FOMW-E ..........ceueeneeneensnnennnn.. i

2 Total numberofMlnnesataallowances(llneannnatbemoremanllnel) ...... cesossescescerene 2

3 Additional Minnesota withholding you want deducted each PayPerod «.veeeinncrnaas
¢ [ seation 2— Exemption from Minnesota withholding

Complete Section 2 if you clalm to be exempt from Minnesota Income tax withholding (see Section 2 instructions for qualifica-
tions). if applicable, check one box below to indicate the reason why you believe you are exempt:
I 1 mest the requirements and clalm exempt from both federal and Minnesota Income tax withholding.

Even though | did not claim exempt from federal withiolding, | claim exempt from Minnesota withholding because | had no

Minnesota income tax liabllity last year, | received a refund of all Minnesota income tax withheld, AND | expect to have no Miri-
nesota Income tax llabllity this year.

m] My spouse is a military service member assigned to a military location in Minnesota, my domiolle (legal residence) is In another
state, AND | am In Minnesota solely to be with my spouse, My state of domicile is

| am an Ameriean Indlan living and working on a reservation.
: m} 1am a member of the Minnesota National Guard or an active duty U.S. military member and clalm exempt from Minnesota
N withholding on my military pay.
. | 111 receive a military pension or other military retirement pay as calculated under Title 10, 1401 through 1444, 1447 through
1455, and 12733 and clalm exempt from Minnesota withholding on this retirement pay.

| certify that all information provided In Section 1 OR Section 2 s correct. | understand there Is a $500 penalty for filing a false with-
3 g ?, holding allowance/exemption certificate.
X ;lf

Employee's signature Date Feb 23’ 2018 Daytime phone

Employees: Give the completed form to your employer,
Employers
If you are required to send a copy of this form to the Department of Revenue (ses instructions), you must enter the employer information below

and mail this form to: Minnesota Revenue, Mall Station 8601, St. Paul, MN 55148-85041. (Incomplete forms are considered invalld,) A $50
penalty may be assessed for each required Form W-3MN not filed with the department.

Keep a copy for your records.

¢ &=  Name of employar Federal employer ID number (FEIN) Minnesota tax ID number

Address , cy State ZIP code

Employer-
nformation

iRev,12716) Questions?  Website: www.revenue.state.mn.us. Email: withholdlng.tax@state.mn.ds. Phone: 6561-282-9998 or 1-800-657-3504.




Employment Eligibility Verification ' USCIS

Departm meland Security Form I-9
7o el!t of Mo 3 . .S 4 OMB No. 1615-0047
U.S. Citizenship and Immigration Services Expires 08/3172019

»START HERE: Read instructions carefully hefore completing this form. The Instructions must be avaliable, sither in paper or electronically,
during compleation of this form. Employers are liahla for errors in the complation of this form.

ANTI-DISCRIMINATION NOTICE: It is fllegal to discriminate against work-authorized Individuals. Employers CANNOT specify which
document{s) an employee may present to establish employment authorization and identity. The refusal fo hire or continue to employ
an individual because the documentation presented has a future expiration date may also constitute flegal discrimination.

ection 1. Employeg"; Information and Attestafion Enpioyess must complete and sign Section 1 of Form -0 ne fater
than the first day of employment, but not befare acoepling a job offer)

A 3
Last Name (Family Name) First Name {Givan Nams) MIddleLllial Other Last Names Used (Fany)
Cruz Crystal 201 N/A
Address (Strest Number and Name) Apt, Number | City or Town State | ZIP Code
525 Humboldt Ave N 201 Minneapolis Mn 55405
Date of Birth (mm/dd/yyyy) | U.S. Social Securlty Number | Employes's E-mall Address Employse's Telephone Number
12221988 @Qﬂ“m - [D’ﬂ crystalcruz61@gmail.com 6512799601

1am aware that federal law provides for imprisonment and/or fines for false statements or use of false documents In
connection with the completion of this form.

| attest, under penalty of perjury, that 1 am {check one of the following boxes):
1. A citizen of the United Statss
2. A noncitizen national of the United States (See instruations)
3. A lawful permanent resident  (Alien Registration Number/USCIS Number): N/A

4. An allen authorized to work  until (expiration date, if applicable, mm/ddyyyy): NZA
Some alflens may write "N/A” In the expiration date field. (Ses instructions)

Allens authorized to work must provide anly ane of the following document numbers to complets Farm 1-6: o

An Allen Reglstration Number/USCIS Number OR Fonm I-94 Admission Number OR Forelgn Passport Number,

1. Allen Reglstration Number/USCIS Number: N/A
OR

2. Form 1-84 Admission Number: N/A
OR

3. Foreign Passport Number: N/A

Country of Issuance: N/A
Signeture of Employee gfﬂtu Todays Date (mm/idyyy) Fel 23, 2018

Crystal Gz Feb 23,2008

reparer and/or Transiator éediﬂqgﬂon (eheck ons); _ W a5
1 did not use a preparer or transiator. Q A'preparer(s) a’nd/uzftransl‘gstot(s) agsisted the emplayas In completing Ssatipn 1. i :
(Fields befow.must be campieled and signed when praperers and/or transtators sssist an employee in completing Section 1.)

| attest, under penalty of perjury, that 1 have assisted In the completion of Saction 1 of this form and that to the best of my
knowledge the information Is true and corroct.

Signature of Freparer or Transiator Today's Dete (mmiddlyyyy)
Last Name (Family Nams) First Name (Given Name)
Address (Strest Number and Name) City or Town State  [ZIP Code

@ | Emiloper Compleas et Pizeis (@)

Form 1-9 071717 N Page 1 of 3



Employment Eligibility Verification USCIS

Department of Homeland Security OME ::TG};:W
U.S. Citizenship and Immigration Services Expires 08/31/2019

Saction 2. mp!e’yep or Authorized
(Empioyers er thelt autirizad repressntative must
|pst physically examing one decumsnt frem List A
LL ftizenship/immigration
IEmployealnfofromSacﬂon‘l Last Name (Family Names) Name (Given Name) ML [C Status

ListA OR

Identity and Employment Authorization
FJommam Tile

and gign Section 2 within 3 b 38 days 6f the employee’s first day of amployment. You
.demmﬂmawmfwdmmmw a8 listed an the “Listé

Issuing Authority

Document Number

Expiration Date (if any){mm/ddfyyyy)

Document Title

Testing Authorty Additional Information Do ot Wi i Trs oo

Document Number

Expiration Dats (if any)(mm/ddiyyy)

Documant Title

issuling Autharity

Document Number

Expiration Date (i any)(mm/adiyyyy)

2 _.‘ tion: | attest, undar penalty of perjury, that (1) | have examined the document(s) presented by the above-named employes,
thizabove-listed document(s) appear to be genuine and to relate to the employee named, and {3) to the best of my knowledge the
8e 15 authorized to work In the United Statas,

dyee's first day of employment (mm/ddyyyy): 07/‘16 "L@ ]fx mﬁucﬁ‘,ﬂs for exemptions)
TEmD jrfor @ Representative P 3%{%} TK%Em(fljy;ror orized Bepresentative

B8 e Represantative | Fi 8 g Authorized Representative | Employer's Business or Organization Name

Elﬁployal‘s Business or Organizafion Address (Slraa{ Number and Name) | City or Town ’State ZIP Code

g T IR LT e A 3
1] ql v
P S (T (I SO e 1 |

Last‘Name {Family Name, Fica I 'Flrsl Name (Glven Name)

Document Title Document Number | Explration Date (Fany) fmmidcygy)

| attest, under penalty of perjury, that to the best of my knowledge, this employes Is authorized to work in the United States, and if
the employee presanted documant(s), the document(s) | have examined appear to be genuine and to ralate to the Individual.

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

Form1-9 07/17/17 N Page 2 of 3







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 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 Falr 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 s 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: Crystal Z 201 Cruz
First Middie (OO Last
none)
Other names used:
Current county of residence:

Current and former addresses:

current 525 Humboldt Ave N Minneapolis MN 55405
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.

12221988 477197246

Date of birth Soclal security number
Z676207827119

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:

ﬁ&mlo;‘ebum Feb 23,2018

Signature Date




EMERGENCY CONTACT INFORMATION

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

Employee Name: Crystal Cruz
Address: 525 Humboldt Ave N Minneapolis MN 55405

Home Phone: 6512799601

Contact #1 Home Phone: 612 279 9601
Name: Jolene Collins | Cell Phone:
Relationship: God Mother 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:

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 have the option of receiving wages by Direct Deposit 'or Payroll Debit Card.
I you do not provide a written election, wages will be paid by Payroll Debit Card.
SECTION [ BASIE [N ORI A TIE

Employes Name ¢ vetal Cruz

SEGIHONTZER AN @ [N S G R i
\J| Direct Deposit (Please complete Sections 3 and S below)  Nofe: Direct Deposit accounts may take up to 7 days to be activated,
Payroll Debit Card (Please complets Sections 4 and 5 below)

SECHION 3 DIRECE DEROSEH

Y understand and acknowledge that if  do not provide a
voided check with this direct deposit form, I am
responsible for any delays in payroll or extra costs
incurred if the acconnt number that I provide is incorrect,

uitial ©MC pas FD 232018

*  Tohelp us avoid making an eor, please sttach & copy of a voided check. (a deposit slip will not work)
- lfyunnhmpbmks,donmdmymddhmkammﬁmdhmdmoaﬁhaamdnﬁambm&wﬁdlmaynhzpaypuiods.

SECFION

Pedemllawreqtﬁreaallﬂmcinlinstituﬁnnsmobmin,varlfy,mdmemﬂinﬁnmaﬁonﬂmtidenﬁﬂeseachpmnwhoopmanmomlnordarw
mqueﬂaPaymﬂDebﬁCudhrmmmﬂmvﬁdaaﬂofﬁeﬁnowhghﬁmaﬁmﬁnwmmnbhﬁeﬁnmﬁdinsﬁhnionmidanﬁi’yyou.lf
youdowsnhmhaDMDepnﬁmeuDMCudAnmmmﬁomESSGﬁnmﬂdeﬁemhﬁmﬁmmdmymaPayxnllDehit
Gndmpayyowwagea.Forymmmcﬁon.ﬁ:ﬁnmﬁdhsﬁmﬂmmayaakyonmmwidsﬁm i identification information so they oan
Emmﬁrﬁemuﬁngmdmmmbu,BSSGdoumhweambmyhfomaﬂmngmﬁhgymPaymﬂ Debit Card account or
transantions.Onyonrﬁratpayday,yauwﬁlmedwyomnewPaymHDebﬁCmﬂ,mdapaclmmnminhgaﬂofﬁetwmamdmdiﬁmYouwm
mmﬁgnaehuwbdgingthatyoumodvedﬂxePaymnDebitCardaudpaulmt?ourPaymﬂDebitCardwﬂlbereloadeduneanhpaydayyoumeeive
wages.

CARDHOLDER INFORMATION (as yon want your Payroll Debit Card o be issued)

PANROIT DERIE CARD (Gl OBAL CASTHTCARD)

FirstName Cpycta ML y LastName (-py, Date of BIth 19551089
Street Address (P0 80X NOT ACCEPTARLE) 525 Humboldt Ave N Social S%

Ci  Minneapolis S uN | 2P 55405 Cell Fhone (moblle) ¢.1-290601

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

Payroll Debit Card Routing # Payroll Debit Card Account #

073972181
lhnverwaivedmyPaymllDebitCard,wulmabmdnm,progmmﬁu,ptogrmmmdiﬂms,mdmnlom&BywﬁvaﬁngmyPsymnDebitCard,
Iamagmeingtoﬁxepmgmmtmns,mdﬁmmdﬁsdomﬁumhdndedmmdewﬂnﬁemmﬁmﬁmemﬁmemmwmﬁmﬁml
anﬂmrlzeﬁmﬁnanﬁalinstitutiontodehhmyPaymllDabitCm'damumﬂ:rﬂmfeesdesuﬂwdinﬂmﬂeschednleﬂmispmmﬂhepmmm
conditions, and disclosures.

?_‘#m
Employee’s Signature: Cruz [Feb 28,2018) Date: F€D232018

SEGTIONT S AR G REZ A BLOG
I anthorize ESSG to dhﬁydmﬂmpﬁoﬁowngﬂmpmaﬁmpmmmqumdmwﬂhm;gomaqumdmhthp
mmﬂmheddeducﬁms,hnomymomt(s)udesignmdabowmdminiﬂm,tfnmm,debitenhiasandadiustmmforanymditenuies
made in error to my account(s). * E-mail is required for pay stub information.

crystalcruz61@gmail.com @
this information will only be nsed to send your paystubs electronically

L F
Employee's Signature: % Date: €D 23,2018

*E-mail:




ST,

This agreement made thisZ day
Employer Solutions Staffing Group LLC, he
and hereatter refe

20\12 between

after referred to as “employer”,
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.

G

El’;nplo ee $ignature
\

'.yer Solutions Staffing Group LLC, Representative



employer solutions staffing group..
INJURY MANAGEMENT PROGRAM

Injured Worker’s Responsibilities

As your employer, we are concerned about your full recovery. Reasonable and
necessary medical care will be paid for any compensable work injury. Medically
authorized time away from work will be reimbursed in accordance with the State
of Minnesota workers’ compensation laws. Wherever possible light duty
restrictions imposed as a result of your injury will be accommodated.

RESPONSIBILITIES OF THE INJURED WORKER:

Minnesota Rule Sec. 5221.0430, Subp. 1 requires that you choose one primary
health care provider. Subpart 2 places limitations on your right to change
primary 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
appointment immediately after your doctor visit, before you leave the clinic if
possible.

Obtain a Report of Workability from your physician at every appointment, a
minimum of once every two weeks. M.R. 5221.0420 requires that your physician
cooperate with return to work planning and that you be released to return to work
at the earliest appropriate time.

Immediately following your appointment, provide a copy of the report to the
designated employer representative. You should deliver this in person so that
changes in work restrictions may be addressed and any questions answered.

Follow all physical restrictions at home and at work.
Report to work and perform physically suitable tasks as assigned. These may or

may not be in your regular department. The work may or may not be on your
usual shift.



Maintain regular, weekly, communication with your employer if you are unable to
return 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.

otify your emplover immedlately 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.
(Y]
Signed: #&W

Printed Name: __Crystal Cruz




employer solutions staffing group..

Important/Importante

LOST OR STOLEN PAYCHECKS

If a paycheck is lost (missing, misplaced, destroyed, lost in the mai, etc.), 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, perdidoen -
el correo, etc), usted debe notificar a su reclutador de personal que el cheque no
se puede encontrar. S| se puede verificar que el cheque no ha sido cobrado,
ESSG se detendra el cheque de pago y reemitir el cheque a usted, descontando
un cargo de entre $ 25 - $ 35.

Si su cheque de pago fue robado, primero debe denunciar el robo a la policia
antes de que podamos volver a emitir el cheque. Una vez hecho esto, usted
debe proporcionar una copia de la denuncia a su reclutador de personal que el
cheque fue robado. Si el cheque no ha sido cobrado y si Ia pérdida del cheque
no fue su culpa, ESSG emitira un nuevo cheque y no hay cuota se deduciré.

AGREED/SE ACUERDA—

Name/Nombre (con letra de molde):  Crystal Cruz

(9
_S_ignatureIFirma: 'W%F&W




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.

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

ESSG is committed to vigorously enforcing its OSHA Compliance Policy.

To help ensure a safe workplace, you have certain responsibilities too, which include
the following:
» Responsibility to work in compliance with OSHA laws and regulations
* Responsibility to use personal protective equipment and clothing as directed
by the host employer
* Responsibility to report workplace hazards and dangers

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

You have the following basic rights:

o Right to refuse unsafe work

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

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



employer solutions staffing group..

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

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

You can have your name withheld from the host employer and any other entity, by
request, if you sign and file a written complaint. You can request to be advised of
OSHA actions regarding a complaint, and request an informal review of any
decision not to inspect the site or issue a citation. And, you can file a complaint if
you are punished or discriminated against for acting as a “whistleblower” under the
OSH Act or 13 other federal statutes for which OSHA has jurisdiction, or for
refusing to work when faced with imminent danger of death or serious injury and
there is insufficient time for OSHA to inspect. Retaliation or reprisal taken against
anyone who has expressed concern about workplace safety is illegal.

If you believe that your right to a safe workplace has been violated, you can make a
report to a manager of the host worksite employer and/or ESSG (by telephoning
952.885.1288/1.866.496.7573) and asking for the ESSG Safety Director. You can
also contact OSHA directly with any concern. ESSG recognizes the serious nature
of ensuring workplace safety will endeavor to protect any employee who may have
been subjected to unsafe or hazardous worksite conditions.
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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 952.885.1288/1.866.496.7578 with any
questions I may have about this policy. I agree to comply with ESSG's policy on
ESSG WORKPLACE SAFETY POLICY and I understand failure to comply is
grounds for disciplinary action, up to and including termination.

I also agree that if at any time during my employment I am believe that I am
working in an unsafe or dangerous work environment, I will immediately contact
my supervisor, manager, director or ESSG’s Safety Director at
952.836.1288/1.866.496.7573 in order to obtain assistance in the resolution of such
matters.

Employee Name (Please Print)
Crystal Cruz

Employee’s Signature:

e Date: Feb23, 2018




~ 3850 Pre-Screening Notice and Certification Request for

(Rev. March 2016) the Work Opportunity Credit OMB No. 1645-1500
um]augu?sm’ P> Information about Form 8850 and its separate instructions Is at www.irs.gov/formB850,
Job applicant: Fill in the lines below and check any boxes that apply. Complete only this side.

Your name Crystal Cruz Soclal security number > 477197246

Street address whereyoulive 325 HumboldtAve N

City or town, stats, and ZIPcode ~ Minneapolis MN 55405

County Telephone number 6512799601

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) ora p;artlclpating local agency
for the work opportunity credit.

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

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

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

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

e | am at least age 18 but not age 40 or older and | am & 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 lsast 8 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 falony.

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

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

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

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

5 E_'_I Check hers if you are a veteran entitled to compensation for a service-connected disability and you were unemployad for a
period or periods totaling at least 6 months during the past 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, 1897, and the earliest 18-month period beginning
after August 5, 1897, ended during the past 2 years; or

e Stopped being ellgible for TANF paymentis during the past 2 years becauss faderal or stats law limited the maximum time
those payments could be made.

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

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,

w(p
Job applicant’s signature p>  CstelCriz{feb23,2015) Date Feb 23: 2018
For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 228511 Farm 8850 (Rev. 3-2018)




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

EMPLOYER SECTION: :
Client: Company:
Location: Position: Starting Wage: $
EMPLOYEE SECTION:
First Name: Last Name: Suffix: Strest Address: City/State: Zip:
Crystal Cruz 525 Humboldt Ave N Minneagolis 55405
SS#: Date of Birth: Age: Have you worked for | If yes, location:
477197246 this co before?
12221989 28 Yes D No(®
Please complete all questions, and sign and date the form, Yes No
1. Have you or has anyone living with yon received Temporary Assistance to Needy Families (TANF) (II @

at any time since Angust 5, 1997? (ifyes, pleass provide information below.)
Name of the person recaiving benefits: ___ Relationshiptoyou:

2. Have yon or has anyone living with you received Food Stamps (SNAF) at any time during the past 15 months? @ c
(if yes, please provids information below.)
Name of the person receiving benefits: 5 Relationship to you: 5

City:"pl' Comy:ﬂmnapln Stats: MN
3. Have you received Supplemental Security Income (SSI) at any time within the past 3 months? g @

Please note, this is not the same as Social Security benefits (8S) or Social Seourity Disability (SSDI) benefits.
*If you 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 @I
If yes, please indicate which type of you worked with and provide their location information below:

] Vocational Rehabilitation Agency Dept. of Veterans Affairs [} Bmployment Network (Ticket to Work Program)
Name of Agenocy: ____ Phone#: __
*If you checked yes please provide a copy of your active Individual Work Plan and Ticket to Work documentation,
S. Areyon a Veteran of the U.S, Military? *}f'yes, please provide a aof your DD-214 and letter of separation.
(If yes, please provide information below. Ifno,pleasamnﬁnustoquasﬁm#ﬁ.cgpy
Dates of Service - From: Ta:
Branch of Service: ,
Are you entitled to or are you receiving compensation for a service-connected disability?
6. Have you been unemployed at any time during fhe last 12 months?
If yes, dates of nnemployment - From: To:
Did yon receive unemployment compensation at any point during your unemployment?
If yes, in which state did you receive unemployment compensation? __

7. Have youn been convicted of a felony or released from prison for a felony conviction in the past 12 months?
Conviction Date: Release Date:
Wasthisa []] Federal or [J] State conviction? If Stats - County:
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IEC (Native American): Are yon or yobr spouse a

Ifyou checked Iea:eprovideacapyquaurCDBm%

CA Residents: LLI| Are you the child of foster parents? L} Do you receive CalWarks? [J] Workforee Investment Act?
O Are you a migrant or seasonal farm worker? D Have you ever been convioted of a misdemeanor?

SC Residents: 1] Do you receive Family Independence Bansfits?

ofa

PLEASE READ, SIGN, AND DATE:
tblderpmalduquedwy.IdulwﬂheWbmaﬂannbwembeﬁuemdummmﬁebmgfmykamledgs.and 1 hereby authorize any agency, organization, or
individuals to supply such verification or information ihat may be needed 1o determine tax credit eligibility to my employer, emplayer representative {Associated
Consultants, Inc. dba Retrotax), or the Department of Labor.

New Employee Signature: —%&‘?EEE‘- Date: F€023,2018




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

New Hire’s Signature: _ﬁﬁm Date Feb23,2018

Crystal Cruz

New Hire Name;

Social Security Number: 477197246

Employer Name:

Please check the statements below if they apply to you.
| declare that | was in a period of unemployment that is at least 27
consecutive weeks and for all or part of that period | received unemployment
compensation.

= | declare that | have been in a period of unemployment since

(Enter start date)

Privacy Act Nofica;

The Intemal Revenus Code of 1986, Seclion 51, as amended and its enacling legislzfion, P.L. 104-188, specify thet the State Workforce Agencies are the
“designated" egencies responsible for administering the WOTC certificaion procedures of this program, The information you have provided complefing this
form will be disclosed by your emplayer to the State Workforoe Agency. Provision of this Informafion Is voluntary; however the information s required fo
determine your employar’s efigibifity for the federal tax credit

sommas commee Voot - S 0 it 0 ¢ S ¢ 0 STED 00 s @ 0 5 6 S ¢ ¢ L ¢ ¢ g p ¢ by § 3 0 0wy o

Public Burden Statement:

Persons are not required to respond to this collection of informaiion unless it displays a cumently valid OM B control number, Respondanis' obiigefion fo
compate this form s required to obtain or retein henefits (P.L. 111-6). Public reporting burden is esfimatet o average 10 minutes per response, Including the
fime for reviewing instrucions, searching exisfing data sources, gathering and maintaining the data nesded, and complefing and reviewing the collection of
Information. Send comments regarding this burden estimate to the U.S, Depariment of Labor, Division of Nafional Programs Tools Tachnical Assistancs,
Room C-4510, Wmhlnglon. D.C. 20210 (Paperwork Reduction Project 1205-0374). Please do not submit completed forms to this address,

117-

ETA Form 9175 (Rev. November 2016)



- i employer solutions staffing group

% ~evirizeng Resosrces i 3 Changing Merken

-

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) falls without good cause io

affirmatively request an addiftional sultable Job asslgnment, (2) refuses without good
cause an additional suitable job assignment offered, or (3) accepts employment with
the cllent of the staffing servics, is considered to have quit employment.

This paragraph epplies only i, at the time of beginning of employment with the staffing
service, the applicant signed and was provided a copy of a separafe document writien
in clear and concise language that informed the applicant of this paragraph and that
unemployment benefits may be affected,

It is your responsibility to contact ESSG through Corporate Management Group (for
instance, by calling 303-020-1425 or using any other form of contact) for additional
assignments. If you fail fo 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 asslgnment ends. | also acknowledge that | have received a
separate copy of this form. cme  (Initial) :

'c:m"oulmmza.zom ’ Feb 23,2018

Employee Signatura; Date;

Crystal Cruz
Employee (please print your name here)

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

_MN_D2.2018



DRUG AND ALCOHOL

TESTING CONSENT FORM
1. I 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 inciuding 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 (biood,
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
analysls 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.

w
ﬁﬁlﬂﬁbz&mﬂ)

Individual’s Name

Feb 23,2018
Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6
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