PO Box 46270
Minneapolis, MN 55344-9956

Tel: 952.835.1288

www.esgstaffingsolutions.com

employer solutions staffing gri)upm

New Hire Application

Personal Data- PLEASE PRINT LEGIBLY IN INK

Last Name_'10Mas First Name _CYSt21 Middle Inttial A
Strest Address_321 3rd Ave Aptiste N/A
City/State/zip _ Minneapolis Mn 55414 Soclal Securlty Last Four Xo.xx. 5274
Phone Number 6124075500 Email Address _CTystalthomas612@yahoo.@m

Staffing Agency/Recruitment Partner CMG

All offers of employment are eonditional upon satisfactory proof of identity and lega SBIEY 10 WO
Are you legally authorized to work in the United States of America? @IYES (JINO
Applicant Cortification and Authorization

| authorize Employer Solutions Staffing Group (ESSG) to use the infarmation 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, parformance, compensation and efigibility for rehire.

ldndmtandﬂzétacomprehensivebackgmundMmaybamnductedbdetamﬂnemyeﬂghﬁﬂybrhlmbyoe@ndlm&dm&
This may includs but Is not limited to, investigations of criminal and/or conviction records, driving reconds and/or a drug screen test as
required by clients, government regulations or by ESSG policles,

{ release ESSG and other persons or entities from any ciaims that might be based on ESSG's decision to conduct 8 background check.
1 certify that all statements made in my application are frue and accurate and that | have not omitted any material information or provided
false or misleading information. | understend that any material omission or misrepresentation wil result in my disqualification from
consideration for employment ar, if discovered after | begin employment, will result in my termination,

If hired, 1 agree to abide by the policles'and procedures of ESSG.

Crystal Thomas Cruttal Tioniar Dec2,2017

Name (Print or type) Applicants Signature Dats
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 ContactInfo | Background Releass Form Background Results Unemployment Letter ESC Application

{if applicable)
For ESSG Client Use

DOH ROP | WorkSits Lon. WC Code

ES8G- CMG-CO Rev. 04/2017



Form W-4 (2017)

greater than §1

mmmwmammm!m

Nonwege income. if you have unt of
ncom, such g ereet o Gica

Instructions, If t co making estimated tax using Form
Purpoas. Complats Form W-4 80 thet your &@&mﬂmﬂm%?ﬁ ng‘u e e
employer ¢an withhold the coneat tncomo workshaats on page 2 further adjust mmﬂwmmmmsgum ¥ vou ehauld
tax from your pay. Consider answ Form withholding allowsnces based on ttemized adust Fom Wed w&%‘
W4 gach yeor andd when your or financial deductions, certain credits, to income, your withholding on orW-4P,
situation or two-eamera/multiple jobs Mwmorm&uwg l'lamumg
mm lﬂus.ﬂyouaramm. Complate all worlshests that apply. However, you w""'”‘m of allowances you are to claim
mwwm%:fuza& 1%&?\1% Mmm(w babmdm?iawm 3,“.:"” jing warksheets from only one Farm
L m‘l&m&s&m , Tax ou claimed end me b6 A flat amound MM ol ] e Climad o5 he Form Wall
e W e ca. for the highest job and zero allowances are
Haad of 3
G ST et S syt okt et e Fu G o
8 S o o taoome excescis 91,050 you re and pay more tan 80% of Notice 1303, Suppismertal Form W4 Iospuations for
and Includes $360 of unaarmed income (for 5 of kesping wm ur Nonresiclent Allens, before completing this formm,
ane. An may be ebia to claim gormaion, © e S oifoat, 658 Pub. GU510 age W b ety s
ey e L SO Y Seer pe
» Is 6ge 85 or older, winoking Shovages, Gradh o CRIG s ependert  @io06d 150,000 Sngle) of S1BQ0LY Paamocy
» Isblind, or vara axpenses and the child tax credit may be olaimed Future developments, Information about any future
the Personal All Worksheat o ments affecting Form {auch
b o T e el O S bu, S v oo o ey it Sl chace e e ks T Wi beposta
‘Personal Allowances Worksheet {Keep for your records.)
A Enter*1"foryourselfifnooneelsacanclalmyouasadependent. . . . . . . . . . . . . . . . A
 You're single and have only one job; or
B Enter®*1®it { * You're married, have only one job, and your spouse dossn't work; or o o o [}
® Your wages from a second job or your spouse’s wages (or the total of both) are $1,500 or less.
c Enter“'l"foryourspomBut,yuumaychoosetoentar“-o-'ltyouaremnhdmdhavaelmeraworldngspouseormo
thmonajob.(Entaﬂng“-ﬂ-'myhelpyouavoldhavingtooﬂtﬂetaxwﬂhhe!d.) L
D Emernmnbarofdependm(omerwanyourspauaeoryoumlt)youwmdalmonyourmm. S 00 0 6 o D
E Entar"1"Ifyouwlllﬂleasheadathomholdonyourmremrn@eemndlﬂmundarﬂeaddhonsahnldabave .. E
P Entar"‘l"Ifyouhavaatlaastsz.mofchildordapendemaanexpensesforwhlchyouplantochimamdlt v « » F
(Note: Do not Includse child support payments. Ses Pub. 5§03, Child and Dependent Care Expenses, for detalls.)
(] chlld‘l'axcmdlt(lncludlngaddﬂlmdchﬂdtaxmedlﬂ.&aPuh.W&ChﬂdTmCmdltfnrmoreMomaﬂom
-lfyourtotallnoomewlllbeleaﬂmns’lo.ooomoo.ooonmamw.emar“z"foyeaeheugtblaehild;menlm“1"ifyou
have two to four efigible children or less “2" if you hava five or mere eligible children,
® if your total income will he batwesn $70,000 and $84,000 ($100,000 and $119,000 if mamied), enter “1° for each eligiblechiid. @
H AddltnesAthroughGandemwwmlhere.(Nommbmaybedlﬂmmﬁummanumberofmmpuonsyoudalmonyowmmnm) » H
* if you plan to temize or claim adjustments to income and want to reduce your withhold) , se8 the Deductions
For acouracy, auuyoAd]gsunsnhWMcshea!onpagez. - -
complets all -lfyoumsinagnleandhmmﬂmnonejoborammameﬂandwuandyourspomhoﬂlmrkandmembined
workshests eaglg?sfmm Joba exseed §50,000 ($20,000 if married), see the Two-Eamers/Multiple Jobs Workshest an page 2
that apply. 40 avold having tao littie tax withheld.

» ﬂnelﬁerofmaabovasmaﬁumg_ppﬂas.mphmandemermanmnbsrﬁomunaﬁ on line 6 of Farm W-4 below.

: Separate hera and give Form W-4 to your amployer, Keap the top part for your records.
Form W-4

Employee’s Withholding Allowance Certificate

bmmmmmmmamnmawmwmmnmmmm
Subject to review by the IRS, Your emplayer may be required 2o send a copy of fhis form to the IRS,

OMB Na. 1545-0074

2017

Lt neme R Your social sscurity number
Crystal Thomas 306048274
+Home address {number and street or rural route) 3@ single O Manied Q1 Manied, but withhold &t higher Single rate,
3213rd Ave o N/A Note: I maied, but egally ssparatad, or spousa s nanresident alen, check the “Singla” box.
City or town, atate, and ZIP code 4 Myouriast name differs from that shown on your soalol security cand,
Minneapolis Mn 35414 ohook here, You must czll $-800+772-1218 for & replacement card. » [

5 Totalnmnherofallowancesyauareclaimlng(fmmﬂneﬂaboveorfrumﬂaaappﬂoabievmmshaetonpagez) |2

6  Additional amount, if any, you want withheld fromeachpaycheok . . . . . . . . . . . . . . |8

7 1cisim exemption from withholding for 2017, and | certify that | meet both of the following conditions for exemption,
-Lastyearlhadaa-lgtntoamfundofallhdwalincometaxwimheldbecausslhaduotwﬂlabmty.and
vThIsyearlexpectarafundafallfaderallncomstaxwlmheldbeaauselexpact!ohavenomﬂab&y.
if you meet both gonditions, write “Exernpt® here. . T

.:_ . - - * » . - - * ’. 7
Undarpenalﬂaaofpamry.ideolamthatlhwaemﬂnedmboemﬂmand.toﬂlebes!ofwﬁiuwledgaandhommawe.oomandaomplsta.

Employee’s signature
(This form Is not valid unless you sign it | Thoman Dec:. 20a7) Date» DEC2,2017
8 Emplmfamwﬂaddm(ﬁnpmcompmmamwmﬂaeMngwmm 10 Employer identification sumber (EIN)

9 Offioe code (opliona))

For Privacy Act and Paperwork Reduction Act Notice, see page 2. Oat. No, 102200 Form'W-4 (2017)



7. DEPARTMENT
L OF REVENUE W-4MN

2017 Minnesota Employee Withholding Allowance/Exemption Certificate
Employees

You must complete and give this form to your employer if you do any of the following:
¢ Clalm fewer Minnesota withholding allowances than your federal allowances

o] H Vi Igs0iE TR BHOV arzl

* Want additional Minnesota tax withheld from your pay each pay period
* Claim to ba exempt from federal withholding or clalm to be exampt from Minnesota withholding
Do not complete this form if you are olalming the same number of Minnesota allowances as federal and the number olaimed is 10 or less,

A Emplayes's first name and Initial Lest nams Employes’s Soctal Sgourity number
AL Crystal Thomas - 306048274
Permanent address d status e
s3niAve 9 S s Sy e
State 7P code 21 Manted
Minneapolis Mn 55414 )~ Married, but withhold at higner Single rate

Employees: Reat Instructions on back, complete Section 1. OR Sactlon 2, sign and give the comploetad form to your employesr.
{Do not complate both Section 1 and Seotion 2. Complating both sections will make the form tnvaild.)

L Section 1.~ Determining Minnesota allowances

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

1 Total number of federal allowances claimed on federal FOMW-8 ............ooeveneennn.. 000600 1
2 Tutalnumberafmnnesmaallowanm{ﬂnezoannotbemmthanllneza “esressrtecscvserrrnnes B e

#2411 3 acditiona! Minnesota wthholding you want deducted each pay period e, S, Lot .38
¥ [ section 2 —~ Exemption from Minnesota witkholding

Yo Complete Section 2 if you claim to bs exempt from Minnesota income tax withholding (see Section 2 Instructions for qualifica-
tions;. If applicable, check one box bslaw to indicate the reason why you belleve you are exempt:

I mest the requirements and claim exempt from both federal and Minnesota Income tax withholding.

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

Minnesata Income tax liebllity lsst yaar, | regeived a refund of all Minnesota inoome tex withheld, AND | expect 1o have no Min-
nesota income tax liability this year.

Ijl My spouse Is & military service member assigned to a military location In Minnesota, my demiclle {isgal residence) is in another
state, AND | am In Minnesota solely to be with my spouse, My state of domicile is
! 1 am an American Indian fiving and working on a reservation. :
ml | am a mamber of the Minnesota National Guard or an active duty U.S. military member and claim exempt from Minnasota
withholding on my miltasy pay.
| receive @ military pension or other military retirement pay as calculated under Title 10, 1401 through 1444, 1447 through
1455, and 12733 and claim axempt from Minnesota withholding on this retirement pay.

! 1 certify that all Information provided in Section 1 OR Section 2 Is correct. | understand there is a $500 penalty for filing a false with-
%& holding allowance/exemption certificste.

Employen's signsture Date Dec 2’ 2017 Daytime Ph:'le

Emploneé: Giva the comnpleted form to your empleyer,
Employers
if you are required to send a copy of this form to the Department of Revenus {see instructions), you must enter the employer information below
and mail this form to; Minnesota Revenue, Mafl Station 6501, St. Paul, MN 55146-6504. (Incompiete forms are considerad invalid.) A $50
penally may ha assessed for each regulred Form W-4MN not filed with the department.

Keap a copy for your records,

" Nome of empioyer Fadaral employer ID number (FEIN) Minnesata tax ID number
g

§§ - o LN

aw.wm Questions? Website; www.revenue.stete.mn.us, Email: withholding tax@state.mn.us, Phone: 651-282-9989 or 1-800-657-3594,



Employment Eligibility Verification : USCIS

Department of Homeland Security omf :,:"1'6‘:;:04.,
U.S. Citizenship and Immigration Services Explres 0873172019

e e e L e e T e e e

P>START HERE: Read instructions carefully before completing this form. The instructions must be avallable, sither in paper or elestronically,
during complation of this form. Employers are Hable for errors in the completion of this form.

ANTI-DISCRIMINATION NOTICE: It is lllegal to discriminate against work-authorized individuals, Employers CANNOT specify which

document{s) an employee may present to establish employment sutharization and idantity, refusal to hire or continue fo employ
an individual because the documentation presented has a future explration date may also constitute flegal discrimination.

Beclion 1. Employes Informalion and Atlestation (Empioyess sl complete and sign Seclion 1 of Form I-8 na later

then the first day of employment, but not before accepting § job affer.) _

Last Nams (Family Nams) First Name (Given Nams) Middls Inftial | Other Last Names Used (i any)
Thomas Crystal N/A n/a

Address (Strast Number and Name) Apt. Number | Chty or Town jm ZIP Code

321 3rd Ave nfa Minneapolis | MN 55414

Date of Birth (mm/ddfyyyy} | U.S. Social Security Number | Employee's E-mall Address Employee's Telephons Number

09/10/1986 P"M”I"l | | - | | | | | crystalthomas612@yahoo.com 6124075500

1 am aware that federal law provides for Imprisonment and/or fines for false statemants or use of false doguments in
connection with the completion of this form.

I attest, undar penalty of parjury, that | am (check one of the following boxes):
® 1. A citzen of the United States

1O 2. Anoncitizen national of the United States (Ses inatraations)

Q] 3. Alawlul permanent resident _ (Allen Reglstration Number/USCIS Number): n/a
Q1 4. An slien euthorized to work _untl (axpiratian dete, if applicabls, mmiddyyyy) i

Some allens may write "N/A® In the expiration date field. (See instructions) I
Allans authortzed to work must provide only one of the following document numbers to complets Form 19 | mm;,%@,;u
An Align Registration Numben/USCIS Number OR Form 104 Admission Number OR Foreign Passport Number,
|
| 1. Allen Registration Number/USCIS Numbar: n/a =
| OR i
2. Form 194 Admission Number: n/a |
. OR !
|8, Forsign Passpost Number: n/a

Country of Isauance: n/a : I

{
Signature of Employee Today's Date {mmAddlyyyy)

reparer andlor Transiator Gertjfication (check ones):
| did not use a prsp_araror franalator. A prepearer(s) and/or transiator(s) assisted the employas in compleling Section 1.
(Fietds below must be completed and signed when praparers-and/or translaters assist an amployee in completing Section 1.)

1attest, under penalty of parjury, that | have assisted in the compietion of Section 1 of this form and that o the best of my
knowledge the information is true and correst.

Signature of Preparer or Translator Today's Date (mm/ddiyyyy)
Last Name (Family Nams) First Name {@lven Nameo)
Address {Strest Number and Name) City or Town State ZiP Code

g Emplover Gompletes Next Page. o

Form I-9 07/17/17 N Page 1 of 3




Employwent Eligibility Verification UBCIS

Department of Homelsnd Secarity Wi
U.S. Citizenship and Immigration Services Espires 083122019
Seactlon ployer or Authorized Representative Review and Verlfication
E(Ermlaysra or therr authorized reprasentafive raust complete and sign Seetion 2 withn 3 busmess days of the employae's first day of amployment. Yau
fmust physically examine one documsnt from List A OR a combination of one dogument from Lisi 8 and ane dosument from List C a8 fisted on the “Lists
of Aggoptabla Bacurments,) : ¢
Employee info from Section 1 .ﬁ: | R
ListA =y : RN LstC
___Identity and Employment Autharization identity - Bmp!oymm Au!hmiaﬂnn
| Dosument Titie ' -~
[ )Y‘ ‘ ’
| Issuing Autho - i
[ | Jr W, /zm"ﬂﬂ/m" 7
{Document Number | | Document Numbey / sr*-r-‘m L) 79 !
'Expiration Date (¥ any){mmvidyyyy) W ,
Bocument Title il 1
lssuing Authorly Additional Information Emmm
Documeant Number
| Expiraiion Date (i anyj{mm/ddlyyyy)
Dosument Titie |
|
Tesulng Authorty f
M Oecme Namber
"Expiration Dae (# any,{mmaalyyy,

Certification: | attest, undar penalty of parjury, that (1) | have examined the document(s) presented by the above.named empioyas,

(2)theabave-llshd document{s) appear to be genuine and to ralats to the employes named, and {3) fo the best of my knowledga the
gelovee Is authorized to work 1n the United States,

i wyae-sﬂmaqownplaymem{mfduw w’/b} 20 1‘7me= for exemptions)

Hlaypt afiAltho: Reprssematxva I',‘ ?iabam( ]r\ Emplnyaror rized Representative |
[A 1
ul or Authorzed Rapresanmve H L'-.mpl yer or Authorzed Repnsamaﬁvs Employer's Business or Organization Nams

|Employer's Business or Organization Address (Sttaat Number and Name) | Chty or Town [siete | ZIp Code

s # B, Dals of Rehire [ angiiable).
Fﬂ'ﬁt Name fwvan Name) - Middia lnnlal Date fmm/ddiyyyy)

Last Name (Fam!ly Name)

[B-T7ha empioyg& s pravieus g S of SR alhorization Has exgifed, provias the .mﬁmbn%armdqmmmgrm’“ﬁ:mﬁw- e
mmmsempﬁmmzﬂm Alion intheeymw?m;r%ﬁdww“g up ) Faon . e st
Dogument Tifle Duaument Number Expiration Date {Fany) (mm/dd4yyy)

| attest, under penaity of perjury, that to the best of my knowiedgs, this employea is authorized to work in the United States, and if
the employes presentad dosument(s), the documant{s) | have axamined appear o be genuine and fo ralata to tha individual.

Signature of Emplayar or Authorized Representatve | Today's Date imm/ddlyyy) Nane of Employar or Authorized Representative

FormI-9 0717117 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

Ei S LERLIS [EDOICS WItH OINEers 10

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

The Consumer Financial Protection Buraau's "Summary of Your Rights under the Fair Credit Reporting
Act” s 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: Crystal N/A Thomas

First Middle {3 Last

none)

Other names used:
Current county of residence:
Current and former addresses;

current 321 3rd Ave M]nneapo[]s Mn 55414
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.

09/10/1986 306048274
Date of birth Social security number
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:

)
%%&L Dec 2,2017

Signature Date




EMERGENCY CONTACT INFORMATION

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

Employee Name; __Crystal Thomas

Address: 3213rdAve Minneapolis Mn 55414

Home Phone: 6124075500

% A ‘EMER% UY CONTACTS - %
Plap{sé !lst lf\W pcpgla (in pﬁoﬂty ol’d q uld be contacted in case oﬂan emergency- :
Contact #1 Home Phone: 6124268535
Name: Christina Thomas Cell Phone:
Contact #2 Home Phone: 6128193080
Relationship: Mother ‘Work Phone:

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

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



employer solutions staffing group..
Direct Deposit/Payroll Debit Card Anthorization

Employees have the option of receiving wages
fvoudo g iz o

O TR 2 IBANWIRGILIL. [EILIBC TG

M| Direct Deposit (Ploase camplete Sestions 3 and § below)
D] Payroll Debit Card (Please completo Sections 4 £ud § below)

Sl @ [BIRECE BEPOST
: Update Bank Acoount 1 understand and acknowledge that it do not provide s
._“n voided check with this divect deposit form, I am

0 -h lb =7 responsible for ay delays in payroll o extra costs
l m’zmo U incurred if the account number that I provide is incorrect,
U vl s & pu 12T

Acoount Type: [TI] Cheakcingl U] Savings] (Other

*  Tohelpus avoid making an eor, please sttach & copy of a vaided check. (a depasit slip will not work)
=  Ifyow change banks, donutclouyom'oldbmkammunﬂymdhwd@ommwnmmhuwﬁchmaynhnaypﬁm

SECTTON S PANROLE DERLE GARD (GLORAL CASH G,

Fedaraliuwmquimsallﬁmﬁﬂhaﬁmﬁmmwmm,mdmmmmmmnﬂﬂanwhommmhmb
nquastaPaymnDebitCavd&rxmwmam&mofmﬁuowhghfqmﬁn?&uwmmbb@ethﬂmﬁmmMyomK

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

mmwmmmmmmmmmmwwmam on so they can
verify your b
for the routing and acoount rmmber, does not have acoess to any information reganding your Payroll Debit Card account ar
On your day, ygu will pecei new Payroll Rebit Card, and a of the terms and conditions. Yon will
| Card Your Card ed on day y
ystal | “ L W e omas ! - e 09)1)0/1b36
Adres 1%rd A ' cial 20 i
nfapollk i | iPissnid) {1 - (o) 1 anys
PA DEB. ' ck D
1l Debit Card # Pajtll D
72181

1 xeodvedmyPaymﬂDebitCard,walmebmohm.pmgtmﬂu.pmmmmdiﬂms,mddisdntyacﬂvaﬁngmyPaymnDebitCnd,
1 am agresing to the program terms, conditions, and disclosures that are included or made available to me from time to tims fiom the financia) institution. 1
authorize the financial institution to dehitmyPaymlchbitcm-dammnforﬂmfmdmmhﬁeﬁasd\ednlaﬁmispartoﬂhepmmm
conditions, and disclosures,

SEG RGNS SRR [ 7

ImﬁmﬂnBSSGmdhewywmdmmpaymm,mmfmqnﬁedmwhhho dings, other required withholdings
or anthorized dadnoﬁons,intumyamumh(s)asdulgnmdabowandmhiﬁaw,ifnwmmy,debitmhsmdaﬁummmxmmdﬁm“
made in error to my account(s), * E-mail is required for pay stub informstion,

crystalthomas612@yahoo.com
this information will anly be ased to send your paystubs electranically

Employee's Signature: % Date; D22 2017

*E-mail:




ENT FID

This agreement made thisq-’ day of l M& , 201_{, between
Employer Solutions Staffing Group LLC, hereinafter referred to as “employer®,
and — hereafter referred to as "employee”.

WITNESSETH:

For the duration of my employment and after resignation or termination of
this employment with employer, for any reason whatsoever, the employee shall
not use or disclose to any other person or company, and confidential or
proprietary information or know-how related to the business of the employer.

In view of the difficulty of determining the amount of damages which may
result to the employer from a violation of any of the provisions hereof, the
employee agrees to pay to the employer the sum of $10,000 as liquidated
damages for every such violation; provided, however, that the payment of such
amount as liquidated damages shall not be construed as a release or waiver by
the employer of the right to prevent any such violation in equity or otherwise.

C%ﬂmnu {Des2,2m70)

loyee s—i_g,n_ature

AL /

mployer Solution$ Staffing Group LLC, Representative



employer solutions stang 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 resuit of your injury will be accommodated.

RESPONSIBILITIES OF THE INJURED WORKER:

Minnesota Rule Sec. 5221.0430, Subp. 1 requires that you choose one primary
heaith care provider. Subpart 2 places {imitations 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 et 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 depariment. 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.

Noti emplover immediately o ew infuries or conditions | ct

vour 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.
Signed: %%L

Printed Name: Crystal Thomas




employer solutions staffing group..

Important/importante
LOST OR STOLEN PAYCHECKS

If a paycheck is lost (missing, misplaced, destroyed, lost in the mail, 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 pollcy
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, ete), 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. '

8i 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 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);  ¢rystal Thomas

§_ignaturelFinna: %&%




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 hagard 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 OSI-{A Compliance Policy.

To help ensure a safe workplace, you have certain responsibilities too, which include
the following:

o Responsibility to work in compliance with OSEA laws and regulations

» Responaibility to use personal protective equipment and clothing as directed
by the host employer

e Respoosibility 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

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

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



: SYUES ' ot 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.

Youeanhaveyournamewithheld&omthehostemployerandanyotharentﬁw, by
request, if you sign and file a written complaint. You can request to be advised of
OBHA actions regarding a complaint, and request an informal review of any
decision not to inspect the site or issue a citation. And, you can file a complaint if
you are punished or discriminated against for acting as a “whistleblower” under the
OSH Act or 18 other federal statutes for which OSHA has jurisdiction, or for
refusingtoworkwhentacedwithimminentdangerofdeathorseﬁousinjurymd
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 violeted, you can make a
report to a manager of the host worksite employer and/or ESSG (by telephoning

$52.835.1288/1.866.496.7578) 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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employer solutions staffing group..

Acknowledgement of Receipt of Workplace Safety Policy

I certify that I have received a copy of Employer Solutions Staffing Group’s ESSG
WORKPLACE SAFETY POLICY. I understand that it is my responsibility to read
this policy and ask my supervisor, a member of management or to telephone
Employer Solutions Group (ESSG) at 952.835.1288/1.866.496,7573 with any
questions I may have about this policy. I agree to comply with ESSG’s policy on
ESSG WORKPLACE SAFETY POLICY and I understand failure to comply is
grounds for disciplinary action, up to and including termination.

I also agree that if at any time during my employment I am believe that I am
working in an unsafe or dangerous work environment, I will immediately contact
my supervisor, manager, director or ESSQG's Safety Director at
962.8865.1288/1.866.496.7578 in order to obtain assistance in the resolution of such
matters. .

Employee Name (Please Print)
Crystal Thomas

Employee’s Signature:

W Date; Dec2,2017
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- 8850 Pre-Screening Notice and Certification Request for I
(Rav. Maroh 2018) the Work Opportunity Credit OMS No. 1645-1600
B e | b Information about Form 8850 and its separate instructiona i at www,ire.gov/form@ast,

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

Your name Crystal Thomas Soclal sacurity number > 306048274

Street address whereyou live  3213rd Ave

City or town, state, and ZIPcode  Minneapolis Mn 55414

County Hennepin Telephone number 6124075500

if you are under age 40, enter your date of hirth {month, day, ysar)

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

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

* | am a member of a famlly that has received assistance from Temporary Assistance for Needy Famillea (TANF) for any 8
months during the past 18 months.

* | am a veteran and a member of & family that recsived Supplemental Nutrition Assistance Program (SNAF) benefits (food
stamps) for at least a 3-month period during the past 15 months.

» | was referred here by a rehabifitation agency approved by the stats, an employment nstwork under the Ticket to Work
program, or the Department of Veteranas 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. Received SNAP benefits {food stamps) for at least 8 of the past 8 months, but Is no longer eligible to receive them,

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

» | raceived supplemental seourity income (851} benefits for any month ending during the past 60 daya,

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

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

4 |ﬂ Check here if you are a veteran entitied to compensation for a service-conneoted disability and you wers discharged or
released from active duty in the U.S. Armed Forees during the past year.

5 m] Check here if you are a veteran entitied to compensation for a service-conneoted disability and you were unemployed for a
periad 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
» Reosived TANF payments for any 18 months beginning after August 5, 1897, 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 oould bs made.

7 El Check hera if you are in a period of unemployment that Is at least 27 consecutive weeks and for all or part of that period
you regelved unsmployment compensation.

Signature—All Applicants Must Sign

Under penaliies of perjury, | daclare that | gava the sbove Information to the employer on or before the day ! was offered a job, and tt is, to the best of my knowledge, tris,
otrect, and complete,

Job applicant's signature > %ummmmzmn Date Dec2,2017

For Privacy Aot and Paperwork Reduotion Act Notice, see pags 2. Cat. No, 228511, Form 8850 (Rev. 3-2016)
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Form A (rev. 03/2017) TAX CREDIT QUESTIONNAIRE
EMPLOYER SECTION:

Client: Company:
Location: Position;
EMPLOYEE SECTION:
First Name: Last Name: Snuffix: Street Address: City/State: Zip:
Crystal Thomas 3213rd Ave Minneapolls MN 85414
[ Date of Birth; Age: ggeyouwor?dfor I yes, location: '
306048274 com efore?
09/10/1986 30 Yes No@
Please complete all questions, and sign and date the form. Yes No
A HaveyonarhasanyonallviugwithyonmdvedTmpoqusaisunumedyFamilhs(TANF) @ Q

at any time since August 5, 19972 (If yes, please provide information below.)
Name of the person receiving benefits: ____ Relationshiptoyou: ____
City: County: State;

2. Have you or has anyone living with you received Food Stamps (SNAF) at any time during the past 1§ months? @
(1f yes, please provids infarmation below,) a
Name of the person receiving benefits: _____ Relationship to you: e
City: Connty: State: _____

3. Hlave you received Supplemental Security Income (SSI) at any time within the past 3 months? @
Please nots, this is not the ssme as Social Secmitybenaﬁts(SS)urSouialSeum'ltkaalﬂlity(SSDl)bcneﬁts.
*lf you checked yes please provide a copy of your S51 documentation,

4. Have yon received any type of vocational rehabilitation services within the past two years? @)
I yes, please indicate which type of ag you worked with and provide their loeation information below:
[E] Vocational Rehabititation Agenoy Dept. of Veterans Affuirs [} Employment Network (Ticket to Work Program)
Name of Agency: Phoned: _____
City: County: State: ____
*}f you checked yes please provide a copy of your active Individual Work Plan and Ticket to Work documentatian,

s, ArayonaVetnranufﬂuU.S.Military?*b';m,plmapmvidsacopyquDD-Z]lmdkqufsepamum
(i€ yes, please provide information below. 1i no, please continue to question #6.)
Dates of Servios - From; To: i
Branch of Service;
Are you entitled to or are you roceiving compensation for a service-connected disability?

6. Have yon been unemployed at any time during the Inst 12 months?

Ifyes, dstes of unsmployment - From: 7 To; _¥7
Did you receive unemployment compensation at any point during your snemployment?
If'yes, in which stats did you receive unemployment compensation? =

@

Q

al O P
Rl @ D® @

7 Havoyoubcenconvmdofafelunyorrdmedﬁ'nmpﬁsunforafdonymnvicﬁnninthapastllmonﬂm?
Conviction Date: Release Date;
Wasthisa [ Federal or [ State conviotion? IfStats - County:____ States____

PR SEATRE A X A T ey LIRS T S ™ & : 7 T T Py = -
IEC (Nafive American): Are you or your spouse 2 member of a Native Amerioan Tribe? O O]
Ifyou checked kmpmvideacapyquowmm%

CA Residents: LUl Are you the ohild of foster parents? L Do you recsive CalWorks? 3] Workforos Investment Act?

O Are you a migrant or seasonal frm worker? ] Have you ever been convioted of a misdemeanos?

SC Residents: Doyonmeeivnl’mﬂylndmndmmneﬁts?

msmngq?nm,m%mANgmp&m: above 10 be sue and the beat of mp knawledge, and I hereby autho arganizat
Under penalties Information above 10 be bue and accurate 1o oW, I rite 1573 i
Individuals to supply such verification or information that Wumddtadmwaug%:y%w Waw%m?"
Consultants, Inc, dba Retratax), or the Department of Labor.

New Employee Signature: _%%m% Dates Dec2, 2017




U.S. Department Labor OMB Control No. 1205-0371
Employment and Training Administration Expiration Date: Janmary 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 BB50 or if filed

: orm or orm 9062) for sach certification request filed for the new target
group.

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

New Hire’s Signature: _btlll TAOMaL Date Dec2,2017

Crystal Thomas

New Hire Name:

Social Security Number: 306048274
Employer Name:

Please check the statements below if they apply to you.

I 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.

@ I declare that | have been in a period of unemployment since

(Enter start date)

Privacy Act Notice:

The Intemal Revenue Coda of 1836, Secficn 51, as amended and iis enacling leglsiation, P.L. 104-188, specify that the Staie Workiorce Agencles ams the
*designated” sgencies respansible for administering the WOTC oerifficalion procedures of this program. The Information you have provided completing this
mwmmmmmmmummasm%mmw. Provision of this informafion is voluntary; however the information s required io
determine your employer's elighbiity for the fedsre] tax oradit,

DB e e s e s g emm oo e csemms oo @m0 ¢ Sy s 55 s o o6 e —pesamae O A 08 it 9 o 9 ¢ s Oy WS 4o p

Public Burden Statement:
Pamarenotrequimdmrasmdtoﬂﬂswmmnm&munlessﬂcﬂspla;sawmﬂyvaﬂdOMBoon&dmmmeaspmMnbl{gaﬂmb
omnplslaﬁﬂsfamismqummbtﬁnmaﬁnhsnams(P.L111-5).Pubucmwﬂngbmdenisesﬁmhdtoaverage1Dmlnutespeﬂasponse.mcmhgﬁm
ﬂmeforravbﬁaminsbudms.mdﬂngaﬁhgd&mmgahﬁmmﬂnﬁnﬁﬂmmmmmwmmmmmmm
Information. Send comments regarding this burden esfimate tothe U.S. Department of Labor, Division of Nafional Programs Tools Technioel Assistance,
Room C-4610, Washingion, D.C. 20210 (Paperwork Redustion Project 1205-0374). Please do not submit completed forms to this address,

117-

ETA Form 9175 (Rev. November 2016)



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 sultable Job asslgnment, (2) refuses without good
cause an additional sultable job assignment offered, or (3) accepts employment with
the client of the staffing service, Is cansidered to have quit empioyment.

This paragraph applies only If, at the time of beginning of employment with the staffing
service, the applicant signed and was provided a copy of a separate documnent writien
In clear and concise language that Informed the applicant of this paragraph and that
unemployment benefits may be affected,

Itis your responsibliity fo contact ESSG through Corporate Management Group (for
Instance, by calling 303-920-1425 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. ¢t (initial)

%%%L Dec2,2017

Employee Signature: Date;
Crystal Thomas
Emplayes (please print your name hers)

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

2, Ihavereadtheanﬁrecontentsoftmspolicyandlamawaraandﬁ.llly
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. 1 hereby voluntarily consent to ESSG, or its health service providers, or
other persons or entities acting for or with them, to collect a body component (blood,
urine, breath, or any combination thereof) from me for testing for alcohol and/or drugs. |
understand that the laboratory selected by ESSG may conduct testing and other
analysis on the sample provided by me. | 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.

%mmzmn

Individual's Name

Dec2,2017
Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



