7301 Ohms Lane Suite 405
Edina, MN 55439
T:952.835.1288 « F:952.835.4881

New Hire Application

Personal Data-- PLEASE PRINT LEGIBLY IN INK

Last Name

ﬂoc\x\&uu':

Street Address 1990 £ o) Ao\ o\

First Name _yA\2 xo,wAe(

Middle Initial
Apt. Lod* {0

City/State/Zip Labony e Colomde

deo026

Home Phone

Company/Employer

BASE

Cell / Message Phone @ 303-945= AL\

to work in the U.S.A.

Are you legally authorized to work in the United States of America?

I authorize Employer Solutions Staffin

nderstand that a comprehensive backgrou

I release ESSG and other persons or entities from any claims that might be based on ESSG"

| certify that all statements made in my application are true and accurate and
false or misleading information. 1 understand that any material omission or
consideration for employment or, if discovered after | begin employment, wi

[4YEs [OnNO

Applicant Certification and Authorization

g Group (ESSG) to use the information and
qualifications for employment. | authorize ESSG to make inquiries of my former e
regarding my previous duties, responsibilities, performance, compensation and eligi
lu nd check may be conducted to determine m
This may include but is not limited to, investigations of criminal and/or conviction records,

required by clients, government regulations or by ESSG policies.

if hired, 1 agree to abide by the policies and procedures of ESSG.

statements contained in this application to determine my
ployers, except as indicated in this application,
bility for rehire.

y eligibility for hire by certain clients of ESSG.
driving records and/or a drug screen test as

s decision to conduct a background check.
that | have not omitted any material information or provided

misrepresentation will result in my disqualification from
Il result in my termination.

Aorander fslbgrez, A > slighis
Name (Print or type) Applicant's Signature Date
A copy or facsimile will be considered the same as an original signature.
For ESSG Office Use Only
DOH NHW -9 8850 w4
Emergency Contact info | Background Release Form Background Results Unemployment Letter ESC Application

(If applicable)

ESSG - CMG-BC

Rev. 08/2012




Form W-4 (2012)

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

Exemption from withholding. If you are exempt,
complete only lines 1, 2, 3, 4, and 7 and sign the
form to validate it. Your exemption for 2012 expires
February 18, 2013. See Pub. 505, Tax Withholding
and Estimated Tax.

Note. If another person can claim you as a
dependent on hls or her tax return, you cannot claim
exemption from withhaolding if your income exceeds
$950 and includes more than $300 of unearned
income (for example, interest and dividends).

Basic instructions. If you are not exempt, complete
the Personal Allowances Worksheet below. The
worksheets on page 2 further adjust your
withholding allowances based on itemized
deductlons, certain credits, adjustments to income,
or two-earners/muitiple jobs situations.

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

Head of household. Generally, you can clalm 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
dependent(s) or other qualifying Individuals. See
Pub. 501, Exemptions, Standard Deduction, and
Filing Information, for information.

Tax credits. You can take projected tax credits into
account 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
nonwage 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. If you have pension or annuity

Income, see Pub. 505 to find out if you should adjust
your withholding on Form W-4 or W-4P.

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

Nonresident alien. If you are a nonresident allen,
see Notice 1392, Supplemental Form W-4
Instructions for Nonresident Aliens, before
completing this form.

Check your withholding. After your Form W-4 takes
effect, use Pub. 505 to see how the amount you are
having withheld compares to your projected total tax
for 2012, See Pub. 505, especlally if your earnings
exceed $130,000 (Single) or $180,000 (Married).

Future developments. The IRS has created a page
on IRS.gov for information about Form W-4, at
www.irs.gov/iw4. Information about any future
developments affecting Form W-4 (such as
legislatlon enacted after we release it) wlll be posted
on that page.

Personal Allowances Worksheet (Keep for your records.)

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

Ay

* You are single and have only one job; or

B Enter “1" if: * You are married, have only one job, and your spouse does not work; or B \
* Your wages from a second job or your spouse's wages (or the total of both) are $1,500 or less.
C  Enter “1” for your spouse. But, you may choose 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 little tax withheld.) . c O
D  Enter number of dependents (other than your spouse or yourself) you will claim on your tax return . L. D O
E Enter “1” if you will file as head of household on your tax retumn (see conditions under Head of household above) E 0O
F Enter “1" if you have at least $1,900 of child or dependent care expenses for which you plan to claim a credit F Q
(Note. Do not include child support payments. See Pub. 503, Child and Dependent Care Expenses, for details.)
G  Child Tax Credit (including additional child tax credit). See Pub. 972, Child Tax Credit, for more information.
* If your total income will be less than $61,000 ($90,000 if married), enter “2” for each eligible child; then less “1" if you have three to
seven eligible children or less “2" if you have eight or more eligible children.
* If your total income will be between $61,000 and $84,000 ($90,000 and $119,000 if married), enter “1” for each eligibie child G @
H  Add lines A through G and enter total here. (Note. This may be different from the number of exemptions you claimon yourtaxretum) » H QO

* if you plan to itemlze or clalm adjustments to Income and want to reduce your withholding, see the Deductions

For accuracy,
complete all
worksheets
that apply.

and Adjustments Worksheet on page 2.

avoid having too little tax withheid.

* if you are single and have more than one job or are married and you and your spouse both work and the combined
eamings from all jobs exceed $40,000 ($10,000 Iif married), see the Two-Earners/Multiple Jobs Worksheet on page 2 to

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

Form W"'4

Department of the Treasury
Internal Revenue 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 are entitled to claim a certain number of allowances or exemption from withholding is
subject to review by the IRS. Your employer may be required to send a copy of this form to the IRS.

OMB No. 1545-0074

2012

1

Aleyonde(

Last name

RoMiguer

Your first name and middle initial

2 Your social security number

STt-14-yées

N4%0 E Sourh ﬁuu\égj

Home address (number and street or rural route)

3 %I_e
Q.

D Married D Married, but withhold at higher Single rate.
Note. If married, but legally separated, or spouse is a nonresident alien, check the “Single” box.

City or town, state, and ZIP code

4 [f your last name differs from that shown on your social security card,
check here. You must call 1-800-772-1213 for a replacement card. P |

ladoyette . (NQ
5

Total number of allowances you are claiming (from line H above or from the applicable worksheet on page 2) 5 7
6  Additional amount, if any, you want withheld from each paycheck e e e e e e 6|$ (63
7  Iclaim exemption from withholding for 2012, and | certify that | meet both of the following conditions for exemption.

* Last year | had a right to a refund of all federal Income tax withheld because | had no tax liability, and
* This year | expect a refund of all federal income tax withheld because | expect to have no tax liability.

If you meet both conditions, write “Exempt” here . . . . . > (7]

O

Under penaities of perjury, | declare that | have examined this certificate and, to the best of my knowi

Employee’s signature
(This form Is not vaiid unless you sign it) »

1

edge and belief, it Is true, correct, and complete.

Date b 5\\%‘ \3

Employer’s name and address (Employer: Complete lines 8 and 10 only if sending to the IRS.) 9 Office code (optional)

10  Employer Identification number (EIN)

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

Cat. No. 10220Q

Form W-4 (2012)
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If you are applying for direct depostt, please make sure that you are mark whether the account Is a savings or checking. Fallure to provide this information can
result in the deposit being delayed for several days. Please also note that it Is possible for your direct deposit to be delayed a day or two the first week that your
direct deposit is processed. Every bank is different and, aithough this doesn't happen frequently, it does happen. If you cannot wait a day or two past pay day
for your deposit, then we suggest staying with a paper paycheck. The time that the money goes Into your account on pay day varles by bank.

Pleass allow until at least 10 am on your pay date for the deposit to show.

Check one of the following Effective Date Please initial one of the following:

O start [4As Soon As Possible 1 would like to receive a printed pay stub

O stop [JFuture Paydate | would like to receive my pay stub by email
[0 Change / Y / until further notice (provide email and sign below)

Social Security Number

Name (Last, First, Middle initiai)

Home Addrass Straet Clty State Zip Code

Date Empioyee Signature Daytime Phone Number

SUBMISSION OF THIS FORM MEANS YOUR ENTIRE

PAYROLL CHECK WILL GO TO THIS FINANCIAL INSTIYUTION v

Financlal Institution Name (Bank, Savings institution, Credit Unlon, etc.)

Type of Account .
OChecking 1 savings [0 Money Market Checking  [J Money Market Investment Requires Submisslon of ACH form from your broker

| authorize Employer Solutions Staffing Group to direct deposit funds to my account in the financial institution fisted above. If funds to which | am not
entitied are deposited in my account, | authorize Employer Solutions Staffing Group to Initiate a correcting (debit) entry. 1 understand that the
authorization may be rejected or discontinued by Employer Solutions Staffing Group at any time. If any of the above information changes, [ will promptly
complete a new authorization agreement. If the direct deposit is not stopped before closing an account, funds payable to you will be retumed to
Employer Solutions Staffing Group for distribution. This will delay payment of funds to you.

Email address where you would like electronic wage statements sent:

| authorize Employer Solutions Staffing Group to provide me with an electronic version of a wage statement for direct deposit of funds to my account In
the financial institution I have designated. 1 understand that ! may revoke this authorization at any time in writing. Please remember that emails of wage
statements are not encrypted and cannot be guaranteed to be secured or error-free as Information could be intercepted, corrupted, lost, destroyed,
arrive late or Incompiete, or contaln viruses. The sender therefore does not accept llabllity for any errors or omisslons in the contents of this message
that arise as a result of email transmission.

Employee Signature Date

e \

v' Attach a voided check HERE or photocopy of a check for checking account.
DO NOT ATTACH A DEPOSIT SLIP.

\_ | /

4/23/2012



Revision Date: 01/11/12

Affirmation of Legal Work Status
Pursuant to § 8-2-122, Colorado Revised Statutes

Employee Name: M%h&.{& Mexandel aaleglgso
Las’

First Middle Date of Birth

Social Security Number: §Z0 - 79 - Y425 Date of Hire: (MM/DD/YYYY)

In accordance with § 8-2-122, C.R.S., within 20 days after hiring the new employee listed above,
I affirm all four of the following by signing this form:

1. I'have examined the legal work status of the above named employee.

2. Thave retained file copies of the documents required by 8 U.S.C. sec. 1324a.

3. Thave not altered or falsified the employee’s identification documents.

4. Ihave not knowingly hired an unauthorized alien.

Print Name of Employer (or Designated Representative)  Official Title

(MM/DD/YYYY)
Signature of Employer (or Designated Representative) Date Signed by Employer

Business or Organization Name Employer Phone Number

The provision of false or fraudulent information on this form may subject the employer to a
significant fine and/or additional penalties.

This form and the documents required by 8 U.S.C. sec. 1324 (copies or electronic copies) will be
retained for the duration of the above named individual’s employment.

§ 8-2-122(2), C.R.S.: On and after January 1, 2007, within twenty days after hiring a new employee, each employer in Colorado
shall affirm that the employer has examined the legal work status of such newly-hired employee and has retained file copies of
the documents required by 8 U.S.C. sec. 1324a; that the employer has not altered or falsified the employee’s identification
documents; and that the employer has not knowingly hired an unauthorized alien. The employer shall keep a written or electronic
copy of the affirmation, and of the documents required by 8 U.S.C. sec. 1324a, for the term of employment of each employee.

This affirmation is provided as a courtesy by the Colorado Division of Labor.




OMB No. 1615-0047; Expires 08/31/12

Department of Homeland Security FOI.'m I.-.9, Em ploym .ent
U.S. Citizenship and Immigration Services Ellglblllty Verification

Read instructions carefully before completing this form. The instructions must be available during completion of this form.

ANTI-DISCRIMINATION NOTICE: It is illegal to discriminate against work-authorized individuals. Employers CANNOT
specify which document(s) they will accept from an employee. The refusal to hire an individual because the documents have a
future expiration date may also constitute illegal discrimination.

Section 1. Employee Information and Verification (To be completed and signed by employee at the time employment begins.)

Print Name: Last First Middle Initial | Maiden Name
foMguez fexsdor
Address (Street Name ‘dnd Number) Apt. # Date of Birth (month/day/year)
e
0920 & seM Beold @ LV 2o oaltgligao
City State Zip Code Social Security #
G2 ST TA-YEs
. Lattest, under penalty of perjury, that I am (check one of the following):

I am aware that federal law provides for [ A cit _
imprisonment and/or fines for false statements or A citizen of the United States
use of false documents in connection with the D A noncitizen national of the United States (see instructions)
completion of this form. D A lawful permanent resident (Alien #)

W A D An aljen authorized to work (Alien # or Admission #)

/) until (expiration date, if applicable - month/day/year)

Ao s

Employee's Signature Date (month/day/year)

Preparer and/or Translator Certification (To be completed and signed if Section 1 is prepared by a person other than the employee.) I attest, under
penally of perjury, that 1 have assisted in the completion of this form and that to the best of my knowledge the information is true and correct.

Preparer's/Translator's Signature Print Name

Address (Street Name and Number, City, State, Zip Code) Date (month/day/year)

Section 2. Employer Review and Verification (To be completed and signed by em loyer. Examine one document from List A OR
examine one document from List B and one from List C, as listed on the reverse of this form, and record the title, number, and
expiration date, if any, of the document(s).)

List A OR List B AND List C

Dosument e Tdentiticationfacd S cacd ,
Issuing authority: QO 3 m' _1q 'th

Expiration Date (if any): qLZML
Document #:

Expiration Date (if any):

CERTIFICATION: I attest, under penalty of perjury, that I have examined the document(s) presented by the above-named employee, that
the above-listed document(s) appear to be genuine and to relate to the employee named, that the employee began employment on

(month/day/vear) ‘\ A and that to the best of my knowledge the employee is authorized to work in the United States. (State
employment agencies may omit the date the employee began employment.)

Signature of Employer or Authorized Reppgsentative Print Name Title
@h‘ /{ o Xeol DcCox ¥l
u

siness or Organization Name and Address (Street Name and Number, City, State, Zip Code) Date (month/day/year)
EMPLOYER SOLUTIONS STAFFING GROUP 7301 OHMS LANE, STE 405 EDINA, MN 55439

Section 3. Updating and Reverification (T-o_be completed and signed by employer.)
A. New Name (if applicable) B. Date of Rehire (month/day/year) (if applicable)

C. If employee's previous grant of work authorization has expired, provide the information below for the document that establishes current employment authorization.

Document Title: Document #: Expiration Date (if any):

1 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
document(s), the document(s) 1 have examined appear to be genuine and to relate to the individual.

Signature of Employer or Authorized Representative Date (monti/day/year)

Form I-9 (Rev. 08/07/09) Y






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

Employee Name: A\Q‘LO\MQL «_BM'QQZE—.
Address: 1\090 €. Sauth Bode( A Let®210
Home Phone: K"Soi\‘i‘w-q 12\

Person(s) to contact in case of an emergency on the job (in order of preference):

1. Name: QU\"O\‘\‘\G\ Galdien,
Phone (work):__(110) 51%- 7643

Phone (home):

2. Name: A\ww. Cald
Phone (work): (0 0\ 366 -7k

Phone (home):

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




» & employer solutions staffing group

4

STATEMENT OF CONFIDENTIALITY

This agreement made this_ |{ _day of Mavteh , 2013 , between
Employer Solutions Staffing Group LLC, hereinafter referred to as “‘employer”,
and LY \ 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.

0w £

Employeé Signature

Employer Solutions Staffing Group LLC, Representative



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.

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.
Signed: W A)

Printed Name: W%w KOMQ‘}UGX/




o 8850 Pre-Screening Notice and Certification Request for

{Rev. January 2012) the Work O ppo rtunity Credit OMB No. 1545-1500
Department of the Treasury ;
Intemal Revenue Service P See separate instructions.

Job applicant: Fill in the lines below and check any boxes that apply. Complete only this side.
Your name R\Qﬁ ande( 0\0&1{%\}% Social security number»> & Z.C-19~Y62s-
Street address where youlive  [|4%0 £, Soidh Gould (A &'zto
City or town, state, and ZIP code  ( qfcyetle Lo Yote
county USA Telephone number  303- 949534 T\

If you are under age 40, enter your date of birth (month, day, year) QY "‘[X\ RQ(D

1 [J 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 [ Checkhereif any of the following statements apply to you.

* | am a member of a family that has received assistance from Temporary Assistance for Needy Families (T, ANF) 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
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.

* | 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 longer eligible to receive them.

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

* lreceived 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 totaling at least 4 weeks but less than 6 months during the
past year.

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

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

5§ [ Check here if you are a veteran entitled to compensation for a service-connected disability and you were unemployed for a
period or periods totaling at least 6 months during the past 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 being eligible for TANF payments during the past 2 years because federal or state law limited the maximum time
those payments could be made.

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 b /M /\/ Date 3] L% , ( 3

e o
For Privacy Act and Paperwork Reduﬂon Act Notice, see page 2. Cat. No. 228511 Form 8850 (Rev. 1-2012)




Form A (revised 07/09) WORK OPPORTUNITY TAX CREDIT

PLEASE CHECK "YES" OR "NO" AND ANSWER ALL QUESTIONS

Name_RAlxomdol Vo dlpues

Address_\490 E.Scuth Boc\dr AL B

City Lafovetie State (o Zip_J60TL Social Security # <2z -79- Y625
Date of Birth_ <478} (500 Age 27

Please CHECK ONE ANSWER for each of the following questions, and complete question #5:
1. Have you or any family member living with you received Temporary Assistance to Needy Families (TANF)

or Aid to Families with Dependent Children (AFDC) during the past 24 months? Yes D No

2. Have you or any family member living with you received Supplemental Nutritional Assistance Program

(SNAP) (Food Stamps) at any time during the past fifteen (15) months? Yes [ | No [T
3. Have you received Supplemental Security Income (SSI) benefits in the
past sixty (60) days? Yes D No B
4. Are you part of the Ticket to Work program? Yes D No B/
5. Name of person who received benefits
Relationship City & State where benefits received
6. Are you a veteran? Yes D No ]3/ and Disabled due to service? Yes I___] No B/
Service Dates: From: To: Branch:
7. Have you been unemployed at any time during the last 12 months? Yes |Z] No I:]
If yes, dates of unemployment: From: (>'L‘ Zoil To: 031013
Did you receive unemployment compensation at any point during your unemployment?
If yes, dates received compensation: From: To: Yes D No B
8. Have you been convicted of a felony or released from prison in the last 12 months?
Date of Conviction: Date of Release: Yes D No B
Parole Officer's Name: Parole Officer's Phone #

9. Have you received rehabilitation services from a State approved or Department

of Veterans Affairs approved Vocational rehabilitation agency? Yes I___] No [Z[
Name of Agency Phone #
Address of Agency Counselor's Name

10. Have you attended High School, College or Technical School for more than an average of
10 hours per week at any time during the last 6 months? Yes D No B

11. Did you receive a high school diploma or GED? If yes, date received:  700Y  Yes [j No D
Have you been employed or been admitted to technical school or college since then?  Yes I___] No D

12. How much in gross wages have you earned TOTAL in the past six months? $ 5,700

| hereby authorize any agency, organization, or individuals to supply such verification or information that may be needed to determine tax credit
eligibility to my employer, employer representative, or the Department of Labor.

— NEW HIRE SIGNATURE Wy Z-.— DATE 3|53

Questions below to be completed by manager
Starting Wage Position

Has employee worked for this company before? If yes, date and location




NOTICE OF WAIVER FROM ANNUAL LIMIT REQUIREMENT

The Affordable Care Act prohibits health plans from applying arbitrary
dollar limits for coverage for key benefits. This year, if a plan applies a
dollar limit on the coverage it provides for key benefits in a year, that
limit must be at least $750,000.

Your health insurance coverage, offered by BCS Insurance Company
does not meet the minimum standards required by the Affordable
Care Act describe above. Instead, it puts an annual limit on the
following plans offered:

Annual Limit Plan :
Both inpatient & outpatient benefits $10,000
Outpatient benefits only $1,500
Prescription drugs Subject to outpatient

maximum of $1,500

In order to apply the lower limits described above, your health plan
requested a waiver of the requirement that coverage for key benefits
be at least $750,000 in 2011. That waiver was granted by the U.S.
Department of Health and Human Services based on your health
plan’s representation that providing $750,000 in coverage for key
benefits in 2011 would result in a significant increase in premiums or
a significant decrease in access to benefits. This waiver is valid for
one year. '

If the lower limits are a concern, there may be other options for health
care coverage available to you and your family members. For more

information, go to www.HealthCare.gov

If you have any questions or concerns about this notice, contact the
Essential StaffCARE Customer Service at 866-798-0803.

In addition, you can contact:
Minnesota Department of Commerce
Consumer Concerns
Toll-free- (800) 657-3602 / Main — (651) 296-2488

219301-EMP Employer Solutions Group



*219301-EMP|OFFICE USE ONLY ReHire Date [ [ V[ T 1]

EMPLOYEE INFORMAFION '
(Must Be Filled Out) ENROLLMENT FORM - 10k PLAN USE BLACK or BLUE INK ONLY.

) D dependents have Medicare? =~ ———————
Social Security Number @'- r l___]0;'60: or anyo eI[;e;e sttnts ave Medicare
Date of Birth / / EI Sex @ Medicare Health Insurance Claim Number (HICN)

Name H%ﬂdd ﬁggemg
Medicare Effective Date E"_I/ HE/RRENR

Street Address 440 gul . ( of 4 0 Names of Covered Person(s)
1.

City chg;/cye State zipl€lle o] e fe] §
Home Phone li"_0_||}_|'|_“_||ﬂ_"§_|'|i||_\_"1-uj \i J

* You MUST enroll in the Medical Insurance Plan before adding STD or Term Life.
* Your coverage level for Term Life will be identical to your medical plan selection.

BENEFIT SELECTION REQUIRED DEPENDENT INEORMATION

MEDICAL
L_‘.l‘$20.91 Employee Only Social Security Number l_" " I'I "*H_" " "_I

I:I $42.44 Employee +1 Date of Birth DD/DD/L " " " I Sex IM"FI

Relationship: []Spouse [] Domestic Partner [] Child
D $56.67 Employee + Family

Weekly Rates

Name

Name
w NO to MEDICAL, TERM LIFE, and STD benefits .
Social Security Number I " " H " H_" " "—I
pate ot i LI V] S
DENTAL Rel:ti(;nship: [J Spouse [] Domestic Partner [] gl(ljld
I:I $5.99 Employee Only Name

[_]$11.98 Employee +1 Social Security Number EERIEEERER
I:' $19.77 Employee + Family Date of Birth L " ]/L " I/[ " " "_l Sex @

E/NO Relationship: [] Spouse [] Domestic Partner [] Child
Name
TERM LIFE Socia ScurityNamber | I T L]
[[]YEs $0.60 Employee Only Date of Birth HARRN |_||__"_||_J Sex |M"£|
$0.90 Employee +1 Relationship: []Spouse []Domestic Partner [] Child

[IN0 5130 Employee + Family BENEFICIARY INFORMATION

For Term Life and Accidental Death & Dismemberment

SHORT-TERM DISABILITY please write in your Beneficiary information.

[[]¥Es $4.20 Employee Only NAME OF BENEFICIARY

RELATIONSHIP

Short-Term Disability is not available to persons who work in
California, Hawaii, New Jersey, New York, or Rhode Island.

Accidental Death & Dismemberment is part of the Medical Benefit.

I have read the benefit packet and understand its limitations. I understand that open enrollment is only available for a limited time and
I understand that making no benefit selection is a declination of coverage.
paee L VL VLT[

P> Signature

Form: ESC CU(ESG) 10K v10.3

e

S




Employexr
Solutions
Staffing
Group LLC

Notification of Colorado Law Re uirement —
Unemployment Acknowled ement

It is your responsibility to contact or notify ESSG once your assignment ends.
If you fail to do so, it may affect your unemployment benefits.

Aiplzenz
Employee Signature: Date:

4{&9 ndol ﬂc-‘éﬂ?: oz
Employee (please print’your name here)

CMG-08/2011



® employer solutions staffing group.

Leveraging Resources in 3 Changing Market

To: Al Employees
Qulen:; rogos Empleados

Re: stop Payment Check Fee
Re: 73ify de cheque Parado

m—

Effective Immediately, 1o replace a lost or stolen check, $50.00 will be deducted from the replacement chec for
2 stop payment fee and fora Teprocessing fee. Efective inmediatamenle, Para reemplazar yn cheque de Sueldo
Pperdidp o robado, $50,0p de tarifa serq deducido de ¢f cheque reemplazadp Parapargr ¢f cheque original y
#£ara procesarlo depyeyy, . :

If your check is stolen, we wil] firgt eed a copy of the Police report before a new check can be reissued, A fier
We receive copy of the police Teport, a new check will be issued following the same Procedures as Jigteq
above. i sy cheque es robado, necesitaremos ung copia de ¢} reporte de policiq antes de que yp cheque nueyo
Sera procesqdy, Despues de obtener ynq copia del reporte 4, Ppolicia, un cheque nueyq Sera procesadp usando
los mismos Procedimientog mencionados arripg,

If you have any questions regardin
Corporate Office (303-920-1425).

Thank yoy for Your continued dedication and hard work!

Graciags Por su dedicacion continyg!

By signing below you are confirming that you understand the above policy.
Con su firmq abajo usted esyq confirmandp que entiende Ig pol;zq descritg,

Signature/F irma;

Date/Fecha:

dress Telephone 952.835.1288 Web www.ESGStafﬁngSolutions.com
)l Ohms Lane, Suite 405 Facsimile 952.835.1255 Email info@ESGStafﬁngSoIutions.com
13, Minnesota 55439

—




Backirack

EMPLOYMENT SCREENING SPECIALISTS

8850 Tyler Bivd., Mentor, OH 44060 Phone (440) 205-8280 Fax (440) 205-8355
Visit our website at: www.backtracker.com or emaif us at: btsearches@backtracker.com

BACKGROUND INFORMATION FORM FOR BACKGROUND CHECK

BackTrack, Inc. is an

employment screening company that conducts background checks OR prospective employees/employees Jor our

clients as part of their standard hiring procedure. In order 10 perform this check, we need Jyou to provide the following information.

Please be sure to fill out this Jorm completely and legibly.

APPLICANT INFORMATION (please print clearly & accurately)

Position Applying For: V{D&Lﬂ (.

q

Expected Salary: §14 0y,

Last Name T First Name /{1, \er Middle Name | 5| 1

Maiden Name Any Other Name(s) Used Phone (303 ) 9989/

Home Address 1\Q90_£_Sooth Beoldég @A Lot ¥ Ti0 E-Mail Address al. Callgz g gl Con
City LQFQY‘(H Q. State 00 \ of I AO Zip Bloéw County Ué‘ A From Mtiv/Yr To Mtiv/Yr

Social Security Number * Date of Birth ® Military Branch of Service

*For background screening purposes only 5‘ 2~19- qglr 09 } YA ﬂ 1490

Driver's License Number (3" ~TM0 - 0T

State License was lssued 7() 7]

High School (% \ o) [0 §

CityState Location [ ¢, [ov/¢ /fe (' Year Gradusted oGy Full Name Diplom Issued Underf] /gy 1 dof

Kod(.¢ e
If GED received, in what State City/State Location Date Received Name Used for GED ¢ iﬁ
College City/State Location Year Graduated
[ Deégree Rec'd”
[J Associate [J Bachelor [ Master [] Other Student ID Number: Full Name Used
18! vious (to cover Tast 7 years) .
Address City/State Zip
County From MivYr To Mthv/Yr
Address City/State Zip
County From MtlvYr To Mth/Yr

Are you currently employed? (] YES ['NO

May we contact your CURRENT EMPLOYER now? [J YES Eﬁo (If marked YES, we WILL contact. )

NOTE: The absence of any of the above information could resuls in a delay in processing your background. If Recessary, a representative from
background

BackTrack, Inc. will contact you for additional information in order fo expedite the

process. Thank you for your assistance.

—FOR CLIENT USE ONLY - DO NOT WRITE BELOW THIS LINE—
CLIENT INFORMATION SERVICES REQUESTED | | RUSH ORDER ($27 extra charge) |
: PACKAGE.
Name: L] Level I (employment, education, criminal search, credit or SSN search, driving)
Title: L Level I (employment, criminal search, credit or SSN search, driving)
: CJ Level I (employment, education, criminal search)
E-Mail Address: Ll Level IV (employment, criminal search, credit or SSN search)
vl - L] Level V (criminal and SSN search)
O3 Level VI (employment, education, criminal search, credit or SSN search)
Company Name: (Above packages check here for $ year emp. history___ check here for only 3 year_ )
I Criminal History (county) L Federal District Search
Address: O civil Liti .m"".“"’ L Statewide Search (where available)
City/State/Zip: O CrimeTrack (Criminal Datsbase and National Sex Offender Search)
[ GlobalTrack (Patriot Act Search)
If Applicable, Division or Code #: [ Credit Repont
Phone Number: L] Employment History L) Education L] Driving Record [ ] SSN Search
Fax Number: J Workers' Comp. I Military [J Credential [J Bus/Personal Ref
F10-1020

YOU MUST COMPLETE BOTH THE BACKGROUND INFORMATION FORM AND THE DISCLOSURE AND
AUTHORIZATION FOR BACKGROUND CHECK




Bat\d‘atk 8850 Tyler Bivd., Mentor, OH 44060 Phone (440) 205-8280 Fax (440) 205-8355
Visit our website at: www.backtracker.com or email us at: btsearches@backtracker.com

EMPLOYMENT SCREENING SPECIALISTS

DISCLOSURE AND AUTHORIZATION FOR BACKGROUND CHECK

wwmwmmﬂm

Employer (“the Company™) may obtain informatiop about you from a consumer reporting agency for employment purposes. Thus, you may

be the subject of a “consumer report” and/or an “investigative consumer report” which may include information about your character and
general reputation which can involve interviews with sources such as your friends and/or associates. These reports may contain information

regarding your credit history, criminal history from various state and private sources along with other public records available, social search,
motor vehicle records (“driving records”), verification of your education or employment history, or workers’ compensation claims. Credit

Maineg an EW K § ants/em ees only: You have the right to inspect and receive a copy of any investigative consumer report
requested by Employer by contacting the consumer reporting agency identified above directly. You may also contact the Company to request
the name, address, and telephone number of the nearest unit of the consumer reporting agency designated to handle inquiries, which the
Company shall provide within 5 days.
: I acknowledge receipt of a copy of Article 23-A of New York Correction Law. a
: Information describing your rights under federal and Oregon law regarding consumer identity theft

protection, the storage and disposal of your credit information, and remedies available should you suspect or find that the Company has not
maintained secured records is available to Yyou upon request.

shingion State apolications/emplovees only: You also have the right to request from the consumer reporting agency a written summary
of your rights and remedies under the Washington Fair Credit Reporting Act.

UNDER THE FAIR CREDIT REPORTING ACT and certify that I have read and understand both of those documents, I hereby authorize
the obtaining of “consumer reports” and/or “investigative consumer reports” at any time after receipt of this authorization and, if I am hired,
throughout my employment. To this end, I hereby authorize, without reservation, any law enforcement agency, administrator, state or
federal agency, institution, school or university (public or private), information service bureau, Employer, or insurance company to furnish
any and all background information requested by BackTrack, Inc., another outside organization acting on behalf of Employer, and/or
Employer itself. I agree that a facsimile (“fax™), electronic or photographic copy of this Authorization shall be as valid as the original.

[J Please check this box if you would like to receive a copy of your consumer
report.

LUIDTIR applicanty/employees oply: By signing below, you also acknowledge receipt of the NOTICE REGARDING BACKGROUND
INVESTIGATION PURSUANT TO CALIFORNIA LAW. Please check this box if you would like to receive a copy of an investigative
consumer report or consumer credit report if one is obtained by the Company at no charge whenever you have a right to receive such a copy
under California law. []

vy 35l

Printed Name _{}} 03 0 nder QN-.%U&Z’- Company Applying To bAse




Alex Rodriguez
Al.cat1928@gmail.com
11990 E South Boulder Rd #210
Lafayette, Co 80026
(303) 995-9121

Education:
Centaurs High School Diploma May 2008
Lafayette, CO 80026

Languages: Fluent in English and Spanish

Proficiencies:

e Word PowerPoint

e Microsoft Word

e Microsoft word Excel
e QOutlook

Experience:

Nutraceutix Inc.

1400 Overlook Dr.

Lafayette, Co 80026

(303)665-3777

Production & QC February 2011 to March 2013
e Operate machinery (Heavy)

e Maintain work area clean

e Lift heavy items

e Beginning and end of day Inventory

e Set up, tear down and trouble shoot unipresses , DD2, and high speed encapsulator
e Forklift operator (Electric)

e Quality technician (Level 1 & 2)

e Final inspection of finished goods

e Daily, quarterly, and annual calibrations on most in-house equipment, including all scales,
presses and water activity meter

Skills:

e Apply time management and organizational skills

e Communication skills

e Fast adapting

e Punctual

e Wiling to learn

e Manufacturing, production, warehouse and quality experience

e Measuring instruments, calipers, hydrometer, calculators, mini tab



dcud‘ﬁ @1

Alex Rodriguez
Al.cat1928@gmail.com
11990 E South Boulder Rd #210
Lafayette, Co 80026
(303) 995-9121

Education:
Centaurs High School Diploma May 2008
Lafayette, CO 80026

Languages: Fluent in English and Spanish

Proficiencies:

e Word PowerPoint

e Microsoft Word

e Microsoft word Excel
e QOutlook

Experience:

A&Q cleaning

Longmont, CO 80503 November 2008 to march 2010
General cleaning

e Janitorial cleaning

Fusion specialties
2400 Industrial lane

Broomfield, CO 80027

(303)460-7700

Production June 2010 to February 2011
e Maintain clean are

e Pull and stage ready to be shipped materials

e Small machine operator

e Inventory count

e Loading and unloading delivery trucks using pallet jack, dolly etc.

e disassemble and reassembly of fiber glass molders

Nutraceutix Inc. \\F—&

1400 Overlook Dr. C‘\O%

Lafayette, Co 80026

(303)665-3777

Production & QC February 2011 to March 2013
e Operate machinery (Heavy)

¢ Maintain work area clean

o Lift heavy items

e Beginning and end of day Inventory

e Set up, tear down and trouble shoot unipresses , DD2, and high speed encapsulator

e Forklift operator (Electric)

e Quality technician (Level 1 & 2)

e Final inspection of finished goods

e Daily, quarterly, and annual calibrations on most in-house equipment, including all scales,
presses and water activity meter



Skills:

e Apply time management and organizational skills

e Communication skills

e Fast adapting

e Punctual

e Wiling to learn

e Manufacturing, production, warehouse and quality experience

e Measuring instruments, calipers, hydrometer, calculators, mini tab



