Employer

::'“““’ 7301 Ohms Lane / Suite 405
9 . . . Edina, MN 55439
Group LLC New Hire Application T:952.835.1268 / F:952.835.4881
Personal Data-- PLEASE PRINT LEGIBLY |N INK
FLEASE PRINT LEGIBLY IN INK
Last Name __sy i, (725 First Name __ /<o <=7 Middle Initial_J -

Street Address 95 / > . MEXCE gy .
City/State/Zip __ Depvese. o o247

Home Phone _303 - 750 - 57 % cgll/l@e_jo‘s —252 - 775
Company/Employer BAST

All offers of emplo ent are conditional u n satisfactory proof of Identity and legal a lity to work In the .S.

Are you legally authorized to work in the United States of America? QYES ONo
Applicant Certification and Authorization

| understand that a comprehensive background check may be conducted to determine my eliglbility for hire by certain clients of ESSG.
This may include but Is not limited to, Investigations of criminal and/or conviction records, driving records and/or a drug screen test ag
required by clients, govemment regulations or by ESSG policies.

| release ESSG and other persons or entities from any clalms that might be based on ESSG's decision to conduct a background check.

I certify that all statements made in my application are true and accurate and that | have not omitted any material information or provided
false or misleading information, | understand that any material omission or misrepresentation will result in my disqualification from
consideration for employment or, If discovered after | begin employment, will result in my termination.

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

ForT 3. Moegs ~ZZ oﬁé/ 7,// >

Name (Print or type) Icant's Signature —

A copy or facsimlie will be conslidered the same as an original signature,

For ESSG Office Use Only

DOH NHW -9 8850 w4

Emergency Contact Info Background Release Form Background Results S Day Letter ESC Appllication
(If applicable)

ESSG Rev. 0572011




Employment Eligibility Verification

USCIS
Form I-9
Department of Homeland Security OMB ,3:",' 615-0047
U.S. Citizenship and Immigration Services Expires 03/31/2016

AL AR PN
Middle Initial | Other Names Used (if any)
MYe2S —
Address (Street Number and Nams) Apt. Number City or Town State Zip Code
9912 . pMevico A€ - NI Pepver &s] o247
Date of Birth (mnvddyyyy) |U.S. Sodal Security Number | E-maii Address

Telephone Number
0(;/ o 5/ 1970 ' 55 CHASKEr ) B JioTreks £ ot

| am aware that federal law provides for Imprisonment and/or fines for false statements or use of fal
connection with the completion of this fo

se documents In
m.

| attest, under penalty of perjury, that | am (check one of the following):

[3 A citizen of the United States

(] A noncitizen national of the United States (See Instructions)

(] A lawtul permanent resident (Alien Reglstration Number/USCIS Number):

[J An alien authorized to work unti
(See instructions)

(expiration dats, if applicable, mm/dd/yyyy)

- Some aliens may write "N/A" in this fleld,
For allens authorized to work, provide your Allen Registration Number/USCIS Number OR Form 1-94 Admission Number:
1. Alien Reglstration Number/USCIS Number:

OR

3-D Barcode
Do Not Write In This Space
2. Form 1-84 Admission Number:

If you obtained your admission number from CBP In connection with your amival in the United
States, include the following:

Forelgn Passport Number:

Country of Issuance:

Some aliens may write "N/A"

T
penalty of perjury,

form and that to the best of my knowledge the
Information Is true and correct.
Signature of Preparer or Translator: Date (mm/ddfyyyy):
Last Name (Family Name) First Name (Given Name)
Address (Street Number and Name) City or Town

State Zlp Code

Form 19 03/08/13 N

Page 7 of 9



Employee Last Name, First Name and Middie initial from Section 1:

Expiration Date (if any)(mm/ddfyyyy):

ListA OR ListB AND ListC
Identity and Employment Authorization Identity Employment Authorization
[Document Title: “Document Title: d
Issuing Authority:
Document Number;
Explration Date (f any)(mm/ddyyyyy): Explration Date (i any)(mmv/ddyyyy):
Document Title: )
Issuing Authority:
Document Number:
Expiration Date (# any)(mm/ddlyyyy):
3-D Barcode
Document Title: Do Not Write In Thia Space
Issuing Authority:
Document Number:

Certification

| attest, under penalty of perjury, that (1) | have examined the document(s) presented
above-listed document(s) appear to be genuine and to relate to the employee named,

employee Is authorized to work In the United States.
The employee's firat day of empioyment (mm/dd/yym:_\\ . \9- _\_(;

(See Instructions for exemptions.)

Signature ployer or Authorized R tive Date (mmvddyyyy) Title of Employer or Authorized Representative
ﬂ( w M2 | Rec ) Mﬂz
t Name (Family Name) First Name (Given Name) Employer's Business or on Name

\~co\ NiNna_

Employer's Business or Organization Address (Street Number and Name) | City or Town

State Zip Code

Nahlre

?”:‘.‘E’*ﬁ:ﬁ”ﬁm’-ﬂ’i‘ﬂ?‘tﬁ\"i"“fﬁﬁ:fﬁ:‘ﬁi’\‘mg"':"‘E-l_-“f_“.:?."“ﬂ;@‘“t’??.'k"‘"f‘n. *ﬁﬂ's‘;&‘nﬂ’fi?,-ﬁ&&&’eiﬂ‘
g‘;-. ‘.L ades = FTUSUTIR G |

. ¥ _' W wr‘._ T‘"I .
'm:&m 1&:&&:&% il ichie o srovicl lu.‘fm—}i‘ix; . STRE R A | sttt iosliamid dos : A
A. New Name (if applicable) Last Name (Family Name) First Name (Given Name) Middle initial | B, Date of Rehire (¥ appilcable) (mmvddyyyy):

presented that estabilshes current employment authorization in the Space provided below.,

C. lfemployedspmvlousgmmdanploymemauﬂla'lzaﬂonhasemlmd. provide the Information formodowmunfmmUstAorletcme employee

Document Title: Document Number:

Expiration Date (# any)(mnvddyyyy):

| attest, under penaity 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) | have examined appear to be genuine and to relate to the Individual.

Signature of Empioyer or Authorized Representative: Date (mm/dd/yyy): Print Name of Employer or Authorized Representative:

Form -9 03/08/13 N

Page 8 of 9



SENSITIVE BUT UNCLASSIFIED

Page 1 of 2

Department of Homeland Security

Report Prepared: 11/18/2013

E-Verify Page: 1 0of 1
Case Verification Number: 2013322104626DQ

Case Information:

Employee Information:

Last Name: Myers First Name: Kurt

Middle Initial: Other Names Used:

Social Security Number: % % 9076 Date of Birth: 09/03/1970

Citizenship Status: A citizen of the United States Email Address:

Document Information:

. . Driver's license or ID card issued by aU.S. | . . . .
List B Document: state or outlying possession List C Document: Social Security Card
Document Name: Driver's license Document State: Colorado
Elr:;::e:, License or ID Card Document Expiration Date:  09/03/2016
Alien Number: 1-94 Number:;

Additional Information:

Hire Date; 11/18/2013 Employer Case ID:

Three-Day Rule Reason: Three-Day Rule - Other:

Submitted By: CKRO8357 Submitted On: 11/18/2013
Initial Case Result:

Case Result: Employment Authorized

Employee Referred to SSA:

Referred By: Referred On:

Case Result from SSA (after SSA Tentative Nonconfirmation):

Case Result:

Response Date:

Resubmitted to SSA (after Review and Update Employee Data):

Last Name: First Name:

Middle Initial: Other Names Used:
Social Security Number: Date of Birth:
Resubmitted By: Resubmitted On:
Case Result from SSA (after Resubmission):

Case Result:

Request Name Review:

Comments:

Submitted By: Submitted On:

Case Result from DHS (after DHS Verification in Process):

Case Result: Response Date:
Employee Referred to DHS:
Referred By: Referred On;

Case Result from DHS (after DHS Tentative Nonconfirmation):

Case Result:

Photo Matching Results:

Response Date:

Determination:

https://e-verifv.uscis.gov/emn/BnCaseDetailsl etter aeany?Cace VerNnm=20122771N4K74

117170112



Page 2 of 2

Employee Referred to DHS (Additional):
Referred By: Referred On:

Case Result from DHS (after Additional DHS Tentative Nonconfirmation):
Case Result: Response Date:

Case Closure:

Closure Statement:
Closed By: Closed On:

SENSITIVE BUT UNCLASSIFIED

https://e-verify.uscis.gov/emn/BoCaseDetails] .etter asnx?Case VerNnm=2013322104A26 117181012
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Mmm

Employee Name: __ /y.72$ JLoii_ SArod a3 /o 36/3 20
Last First Middle Date of

Social Security Number: s 23 - 3¢ . Jo7¢ Date of Hire:

In accordance with § 8-2-122, C.R.S,, within twenty days after hiring the new employee listed
above,

T affirm all four of the following:

L Ihaveeuminedtheleplworkmmofhlbovemmedemployee.

I have retained file copies of the documents required by 8§ U.S.C. sec. 1324a.
3. Ihave not altered or falsified the cmployee’s identification documents,

4. Ihnvenotknowinglyhiredanlmmﬂwﬁzeddien.

N

Print Name of Employer (or Designated Representative)  Official Title

Signature of Employer (or Designated Representative) Date Signed
Corporate Management Group 12000 N. Washington Street #290

Thornton, CO 80241 303-920-1425
Business or Organization Name Employer Phone Number

1324a, fotﬁelumofemploymntofudnqloyu.

This aﬁrmntionmdﬂledoclmenurequiredbysus.c. sec. 1324 (copies or electronic copies)
will be retained for the duration of the above named individual’s employment.

mmsm-.wuummdun.




Form W-4 (2013) ey ol o s e Yoy o g o e ey Sk o
Wances

you ot Khholding must be based on all Two earners or multipis jobs. If you have a

Purposs. Complete Form W-4 5o that your you cleimed and may ot be a flat amount or Working 8pouse or mare than one job, figure the
employer can withhold the correct federal Income percentage of wages. . toh’:d:ugmbaofaﬂowmyoumenﬂuodtodabn
taxfromyourpayConsldereompbﬂnganewFonn mnamﬁmnny.vwmchlmhead on all jobs us worksheets from only one Form
w-4eadryearandwhanyowpemnalorﬂnmcld of househoid smnaonyowmmumonlylf w&vowwlmmumauaanywwbemoatmm
situation chan, youmav:' unmanledupand payn;:'rammso;‘sdo;mﬂ: fv:rh::e a:'l’:ﬂoh;tmm u,::l:’lzedonmohmw-4
it CO:! koeplng a home yourself paylng mmm
f:,:mﬁx",',m““,“,”z". o you and sign e dopendent(s) r other qualying indiduse See claimed on the others. See Pub. 505 for dai,
form to validate it. Your exemption for 2013 o ires + Exemptions, Standard ) Nonresident alien. if nonresident i
Fert's“ru:ryﬂ. 2014. Ses Pub, gm.mwumﬁng Flling tnformation, for information, see Natice 1382, Sy Mm.Form W4
and tod Tax. Tnerwh.Youcanwwprojocudtaxendlblnb lnltruetlomforNonreddunAnma.befon
Nmnanoﬂnrpomoncmdalmyouasa aceoumlnﬁguﬂngyowdlomblonumborof completing this form,
dependent on his or her tax retum, you cannot claim Withhokding allowances. Credits for chid or Chaak your withholding. After your Form W4 takes
Sxemption from withholding If your income exceeds dependent care axpenses and the chid tax credit effect,uaaPuh.SOShomhowﬂlemwnyoum
si.wtundlneludumontfunWMUnmd ’"'V“d"'"“’“‘"‘g'h""'“m havlngwlthheldmpmbyowpmhcbdtowm
income (for example, intorest and dividendi), Workshest below. Ses Pub. 505 for information on lor 2013, See Pub. 505, especially if your samings
Basic eonvmhgyowommumwlmholding mswomml’fﬂwmm
hntucﬂmlfyougunotaxampt.co?g.lato allowances, i \
the Personal ABowances orksheet below. Future developments. Information about future
w:msheetsonpagezfunherad]uatyour Norwage income. If you have a large amount of developments affecting Form W4 (such ay
Withholding allowances based on itemized mm“‘d‘“"w“m mmm«mmmmmmm
deductions, certaln cradits, adjustments to income, mm"ﬂe . I““""MM""I yments l OI“""F’ IFu"y::u at www.Jrs.gov/wd.
or ra/multiple jobs o nuyowoMﬂondtax.llywthmoramw
ersonal Allowances Wo eet (Keep for your records.)
A Enter"1"foryourselllfnooneelsecanclalmyouasadependem. R A [
* You are single and have only ane Job; or
B  Enter“1" i * You are married, have only one job, and your spouse does not worl; or B O
* 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 "-o-”lfyouaremarrledandhave eltheraworldng Spouse or more
than one job. (Entering “-g- may help you avoid having too iittle tax withheld,) . . . T R - T
D  Enter number of dependents (ather than your Spouse or yourself) you will claim on your tax retum e e .. D D
E  Enter “1” if you will ﬂleasheadofhousehold 0N your tax retum (see conditions under Head of household above) E o
F F o

-lfyourtotallnoomewlllbobetwem865.000and$84,000($95.0008ndS119.000l1mamed).m“1'fnread|ellglblechlld. .. @ _F»*o0

H AddnnesAthroughGandentertotalhem.(Nou.mbmaybedlﬂmmfromthenumberofaxempuomyoudalmonyourtaxreum.) > H /

For accuracy, ustme on page 2.

complete ali ® If you are sin, mdhmmmﬁunom]oborammhdmdyouandyour M\nrkandmecomblned
worksheets eamings from uﬂ'].obe exceed $40,000 ($10,000 i married), see the Mmmﬂoh Worksheet on page -2 to
that apply. avold having too littie tax withheld,

® lfnoltheroﬂheabovesltuaﬂons applles.stopha'andenterthenumberfmn llneHonllne5ofFormW—4 below.
SopamhmandglvoFomW4bmomphyw.Knpﬂnhppmforyowrmm

] w_4 Employee's Withholding Allowance Certificate OMB No. 1545-0074

> Mmmcmuheuntmmdmwmmmwhgb
It oo o Troasuny mmhmmbyunmvwommnnyumumamammbmlu 2(@1 3

1 Your first name and middie initial Last name 2 Yourloddnamwnumbor
(o O™ M S 523-33-907&,
Home address umber and street or Fral Fouts) 3 [1 single & Marroa L] Married, but withhold at higher Single rate.
33/3 T MEXICO  pus, mnmu,mmw,wmnmwmmmmwm
or town, state, an code 4 Hmhunmdhhmmmmmmmmm
Depoyex . oo Q> check hers. You must call 1-800-772-1213 for a replacement card »[]
8  Total number of allowances you are claiming (from line H above or from the applicable worksheet on page 2) ] /

6 Addmonalamoum.tfany.youwammmneldfmmeachpaycheck A )
7  lclaim axemption from withholding for 2013, and 1 certify that | meet both of the following conditions for exemption.

Employee's signature £
(This form is not valld uniess yo signit) » Yy : Dats » ///7// 3
"8 Employers name ang address (Employer: Zﬁ%; %mé%zﬁm theIRS) |9 Offce code (optona) | 10 Empioy& identification number (EiN)

For Privacy Act and Paperwork Reduction Act Notice, see page 2, Cat. No. 10220Q Form W-4 2012




v employer solutions staffing group..

Leveraging Resources in a Changing Market

Important/importante
LOST OR STOLEN PAYCHECKS

If a paycheck is lost (missing, misplaced, destroyed, lost in the mail, efc.), you
must notify your staffing recruiter that the check cannot be found. If it can be
verified that the check has not been cashed, ESSG will stop payment on the
check and re-issue the check to you, deducting a fee of between $25-$35.

If your paycheck was stolen, you must first file a police report before we can re-
issue the check. Once you have done S0, you must provide a copy of the policy
report to your staffing recruiter that the check was stolen. If the check has not
been cashed and if the loss of the check was not your fault, ESSG will issue a
new check and no fee will be deducted.

CHEQUES DE PAGO PERDIDOS O ROBADOS

Si un cheque de pago se pierde (que falta, fuera de lugar, destruido, perdido en
el correo, etc), usted debe notificar a su reclutador de personal que el cheque no
se puede encontrar. Si se puede verificar que el cheque no ha sido cobrado,
ESSG se detendra el cheque de pago y reemitir el cheque a usted, descontando
un cargo de entre $ 25 - $ 35.

Si su cheque de pago fue robado, primero debe denunciar el robo a la policia
antes de que podamos volver a emitir e 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 emitira un nuevo cheque y no hay cuota se deducirs.

AGREED/SE ACUERDA—

Name/Nombre (con letra de molde): /-7 1. MSer S

Signature/Firma: jﬁéﬂ )/ A



- 0890 Pre-Screening Notice and Certification Request for

(Rev. August 2009) the Work Opportunity Credit OMB No. 1545-1500
Department of the Treasury
internal Ravenue Service » See separate Instructions.

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

Your name Mol I Y ez S Social security number » _s23%-39- %07 ¢

Street address where you live _34/ 2 = LENICE  poe

City or town, state, and ZIP code _ D¢/ =7, Qs o2/

County _A#aprrte  uwow . Telephone number (63 ) 752 - §o >3

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

1 D Check here if you are completing this form before August 28, 2009, and you lived in the area impacted by Hurricane Katrina
on August 28, 2005, If so, please enter the address, including county or parish and state where you lived at that time,

2 D Check here if you recelved aconditional certification from the state workforce agency (SWA)ora participating local agency
for the work opportunity credit,
s O 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 stamps) for at least a 3-month perlod 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 Recelved SNAP benefits (food stamps) for the past 8 months, or
b Received SNAP benefits (food stamps) for at least 3 of the Ppast § months, but is no longer eligible to recelve them.

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

® [ received supplemental security income (SSI) benefits for any month ending during the past 60 days.

® | am a veteran and | was discharged or released from active duty In the U.S. Armed Forces during the past 5 years
and, for at least 4 weeks during the past year, | received unemployment compensation.

® | am at least age 16 but not age 25 or older, and:

a During the past 8 months, | have not attended a secondary, technical, or post-secondary school for more than
an average of 10 hours per week, not counting periods during which the school was closed for scheduled
vacations, and

® Discharged or released from active duty In the U.S. Armed Forces, or
® Unempioyed for a period or periods totaling at least 6 months,

5 [ Check here If you are a member of a family that:
® Received TANF Payments for at least the past 18 months, or

® Raceived 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 1o the employer on or before the day | was offered a job, and 1t Is, to the best of my
knowledge, true, correct, and complete.

Job applicant's signature » Date /7 /7 /)=

For Privacy Act and Paperwork Réuction Notice,“ee p(ag/ez Cat. No. 228511 Form 8850 (Rev. 8-2009)




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

PLEASE CHECK "YES" OR "NO" AND ANSWER ALL QUESTIONS
Name__ Kuw<g - T Myerns

Address__ 99,3 ~. MEXrCE oy,
City_ bepyeor State_c~ Zip_$oz:4> Social Security # >3 39- G076
Date of Birth_o¢ _ o= - 2z _Age y=

Please CHECK ONE ANSWER for each of the followin uestions, and complete uestion #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 D No E’
3. Have you received Supplemental Security Income (SSI) benefits in the
past sixty (60) days? Yes D No E’
4. Are you part of the Ticket to Work program? Yes [ ]| No [V
5. Name of person who received benefits
Relationship City & State where benefits received
6. Are you a veteran? Yes B’ No D and Disabled due to service? Yes D No E/
Service Dates: From: y /g To: Y /9¢ Branch: ___ A/ v Y
7. Have you been unemployed at any time during the la;t 12 months? Yes Q/ No D
If yes, dates of unemployment: From: _i-j—-'/-r-z— T3 To:__ CetitenT
Did you receive unemployment compensation at anj point during your unemployment?
If yes, dates received compensation: From: To: Yes D No m/
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 Ig'
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 D No m’
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 E/

11. Did you receive a high school diploma or GED? if yes, date received: %( 90 Yes B’ No D
Have you been employed or been admitted to technical school or college since then? Yes E/ No D

12. How much in gross wages have you earned TOTAL in the past six months? $ ge "o

1 hereby authorize any agercy, organization, or individuals to supply such verification or information that may be needed to determine tax credit

eligibility to my employer, employerrupmsenfaﬂvo, or the Department of bor,
—> NEWHIRE SIGNATURE DATE _u!/7 / 2 >

Questions below to be completed by manager
Starting Wage Position

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




U.S. Department Labor

Employment and Train ing Administration Expiraﬁgyga?gn::l 535;23052331

YOUTH SELF-ATTESTATION FORM
Work Opportunity Tax Credit Program

only. Employers or consultants submit this SAF to the State Workforce Agency with Form ETA 9061 for
each certification request filed.

New Hire Name: Mo . /’4}/&7z_<

Social Security Number: s2.3 39 o2& Date of Birth:__a7-03.- 7 5
Employer Name: Employer Solutions Staffing Group

Employer Federal ID (EIN) Number:

Please check all the statements that apply to you. Sign and date this form where
indicated below.

- In the past 6 months, | have not attended a secondary, technical or
Postsecondary school for more than an average of 10 hours per week, not
counting periods during which the school is closed for scheduled vacations.

O I do not have a High School Diploma or GED certificate.

E/ I have a High-School diploma or GED Certificate awarded more than 6 months
ago and | have not attended or been admitted to a technical or post-secondary
school. | also have not held a job (other than occasionally) since receiving my
High-School diploma or GED certificate,

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

New Hire’s Signature: ///,%/7 %o—\ Date /// 2/ 7 >

Privacy Act Notice:

The intemal Revenue Code of 1986, Section 51, as amended and its enacting legislation, P.L. 104-188, specify that the Slate Workforce Agencies are
the *designated" agencies responsible for administering the WOTG certification procedures of this program. The information you have provided
completing this form, including the Social Security Number, wil be disclosed by your employer to the State Workforce Agency. Provision of this
Information is voluntary; however the information is required to determina your employer's eligibifity for the federal tax credit

o — ._..—..—..—.‘_.._..-_.._.._.._.._..—..—..—..—..—..—.

ETA Form 9154 (Rev. May 2010)



INJURY MANAGEMENT PROGRAM

Injured Worker’s Responsibilities

of Colorado workers’ Compensation laws. Wherever possible light duty
restrictions imposed as a resuit of your injury will be accommodated.

RESPONSIBILITIES OF THE INJURED WORKER:
. I have been hurt on the job, what do | do?

If you experience a life or limb threatening injury on the job, seek immediate
medical attention at the nearest emergency room and then notify your supervisor
in writing. A life or limb threatening injury means an injury that you believe

If your employer has designated a medical provider before or at the time of the
injury, you will be required to see that provider for medical care. If you choose to
seek your own medical care it may result in nonpayment of medical benefits and
you may be liable for your medical costs. If your employer does not direct you to
a medical provider, you may seek treatment from the provider of your choice.

By law, you must notify your employer in writing within four working days of an
injury, even if you have advised them verbally. If you do not report your injury to
your employer in writing within four working days, you may be penalized and lose
up to one day's compensation for each day's delay, provided that your employer
has posted a sign requiring four days' written notice. You may still file a claim for
benefits even if you are late reporting the injury to your employer.

Your employer has the right in the first instance to designate the medical provider
that injured employees must use. If your employer does not do so at the time of
the injury, you may choose your own medical provider.

After the claim is filed, the insurance company may request that you be
examined by another doctor of its choice, at its expense. If you do not go to this
examination, the insurance company may ask the Division for permission to stop
your benefits.

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.

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 répresentative advised of your
status.

Notify your employer immediately of any new injuries or conditions that impact
your physical condition. ‘

If it is necessary to miss scheduled work due to a work injury, you must be seen
by your primary health care provider the same day in order to receive
compensation for the time away from work. The physician must complete a
Report of Workability.

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

Printed Name: Ijzu/t//_\:l\ . Moo x4 Signature: %47/ %
DATE: _/ ;/7/// >




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

Name: 4oz, s7 7 Yot s

Address:_ 94,2, .. LEXICD fo . PNVERE, 5 Foz o >
Home Phone;__ 3203 --><s> ~-3> 2%

Person(s) to contact in case of an emergency on the job (in order of preference):
1. Name: [ ST~ Yo HotS

Phone (work):_30> - 62 ¢ — epee 84257/

Phone (home):___ > 3. 555 - 57 2T

2. Name:__/ /AWQ;Y MLe7e S
Phone (work): N [A
Phone (home):__ %3 — 355 me TN




Employer
Solutions
Staffing
Group LLC

Notification of Colorado Law Requirement -
Unemployment Acknowledgement

According to Colorado Statutes section 8-73-105.3. A temporary employee who
is given a notice that the employee is required to contact or notify the employer
upon completion of an assignment and to be available to work, as agreed upon
at the time of hire, during a specified period of time, on specified dates, or upon
call by the employer on an as-needed basis and who does not contact or notify
the employer upon completion of an assignment in compliance with the notice
and is not available to work at the agreed-upon times is deemed to have
voluntarily terminated employment for the purpose of determining benefits
pursuant to section 8-73-108 (5) (e). Also, a temporary employee who agrees to
work on an as-needed basis and refuses all work within three separate pay
periods when contacted by the employer is deemed to have voluntarily
terminated employment for reasons that may or may not allow an award of
benefits pursuant to section 8-73-108.

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.

I understand by signing this form that | am responsible to contact or notify ESSG
once an assignment ends. | also acknowledge that | have received a separate
copy of this form. %/V(Initial)

LT e )l
Emplogee Signﬁu(e: Zd Date:’
L) T ffSerS

Employee (please print youf name here)

CMG-08/2011 |



Employer Solutions Staffing Group Direct Deposit Authorization

Please print

Check one of the following Effective Date
BT stan [JAs Soon As Possible
[0 stop
F
0 Change [CIFuture l;aydate ,

Soclal Security Number

523-39-907 &

Name (Last, First Middle Initial)

Home Address " Street City State Zipcode
313 & Mevyco Ave Depvart_ (e FRy >
Date (Mo/Day/Vr) Employee Signature Daytime Phone Number

H/?/’B //Jf;j- /7@_ 2225 ~F72F
SUBMISSION OF THIS FORM MEANS YOUR ENTIRE

PAYROLL CHECK WILL GO TO THIS FINANCIAL INSTITUTION ¥

Financlal Institution Name (Bank, Savings institution, Gredit Union, etc.)

157 Ban L

Type of Account
mcking D Savings D Money Market Checking D Money Market Investment Requires Submission of ACH form from your broker

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

returncd to Employer Solutions Stafting Group for distribution. This will delay payment of funds to you.

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

\_

1074/2011



employer solutions staff ing group.

. Leveraging Resources in a Changing Market

To: Ail Employees
Qulen: Todos Empleados

From: Corporate Management Group & Employer Solutions Group
De: Corporate Management Group y Employer Solutions Group

Re: Stop Payment Check Fee
Re: Tarifa de cheque parado

S€ra procesado. Despues de obtener una copia del reporte de Policia, un cheque nuevo sera procesado usando
los mismos procedimientos mencionados arriba,

If you have any questions regarding this new policy, please contact Your On-Site Representative or the
Corporate Office (303-920-1425). Si usteqd tiene preguntas sobre estq poliza, por favor contacte o su
representante de CMG ¢ la oficina corporal al (303-920-1425)

Thank you for your continued dedication and hard work!

Gracias por su dedicacion continua!

By signing below you are confirming that you understand the above policy.
Con su firma abajo usted esta confirmando que entiende Ig poliza descrita,

Signature/Firma: W//%e\

7
Date/Fecha: / f /7/// 2
Address ' Telephone  952.835.1288 Web www.ESGStaffingSolutions.com
7301 Ohms Lane, Suite 405 Facsimile  952.835.1255 Email info@ESGStaffingSolutions.com

Edina, Minnesota 55439



v employer solutions staff Ing group..

Leveraging Resources in a Changing Market

Important/Importante
LOST OR STOLEN PAYCHECKS

If a paycheck is lost (missing, misplaced, destroyed, lost in the mail, efc.), you
must notify your staffing recruiter that the check cannot be found. If it can be
verified that the check has not been cashed, ESSG will stop payment on the
check and re-issue the check to you, deducting a fee of between $25-$35.

If your paycheck was stolen, you must first file a police report before we can re-
issue the check. Once you have done so, you must Provide a copy of the policy
report to your staffing recruiter that the check was stolen. If the check has not
been cashed and if the loss of the check was not your fault, ESSG will issue a
new check and no fee will be deducted.

CHEQUES DE PAGO PERDIDOS O ROBADOS

Si un cheque de pago se pierde (que falta, fuera de lugar, destruido, perdido en
el correo, etc), usted debe notificar a Su reclutador de personal que el cheque no
Se puede encontrar. Si se puede verificar que el cheque no ha sido cobrado,
ESSG se detendra el cheque de pago y reemitir el cheque a usted, descontando
un cargo de entre $ 25 - $ 35.

Si su cheque de pago fue robado, primero debe denunciar el robo a la 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): z{_,,i:(\:\)& Y AN

Signature/Firma: /%




VSI-IND 219301-EMP

OFFICE USE
ONLY

ReHire Date____’r___”____

EMPLOYEE INFORMATION

(Must Be Eilled Out)

ENROLLMENT FORM - PLLAN 2

USE BLACK o BLUE INK ONIY
LESC CUNAVESAD) P2 VEZD

£22-329-902 6
092/03 /19 20 Sox

Social Security Number

Date of Birth

r Do you or any dependents have Medicare? ——————
[(1Yes [MRo If Yes:
Medicare Health Insurance Claim Number (HICN)

Name #w!:/_ O pMver s

Street Address 97 13 £ ,MC:X’CO SvE -

/ /

Medicare Effective Date

City Trepsvepl

Home Phone

State £O ZipX. S 2 42 .

Names of Covered Person(s)

& )

BENEEIE SELECTION
MEDICAL

D $20.91 Employee Only

Weekly

Rates

I:l $42.44 Employee + One

!:] $56.67 Employee + Family

[L1NO to MEDICAL, TERM LIFE, and STD benefits.

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

REQUIRED DEPENDENT INEFORMATION

Name
Social Security Number _________~______~_
DateofBirth ____/___ /____ _ _ sex @

Relationship: [JSpouse []Child [ Domestic Partner

DENTAL

D $ 5.99 Employee Only

D $11.98 Employee + One

D $19.77 Employee + Family

[ o

Name
Social Security Number .~
DateofBirth ____/__ _ /______ _ sex @.

Relationship: []Spouse []Child []Domestic Partner

a
TERM LIFE l:‘Jl\
D YES $0.60 Employee Only
$0.90 Employee + One
D NO  $1.80 Employee + Family
o R [

SHORT-TERM DISABILITY

[ ] ves
[0

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

&

$4.20 Employee Only

Name

Social Security Number

DateofBirth ___ /_ _ /___ _  sex @.
Relationship: [1Spouse [JChild [0 Domestic Partner

BENEFICIARY INFORMATION

For Term Life / Accidental Death & Dismemberment, please write
in your beneficiary information.

NAME OF BENEFICIARY
Ly ST A BN upfaS
R,ELATIONSHIP ’
Wi~ £

Accidental Death & Dismemberment is part of the Term Life Benefit.

I have read the benefit packet and understand its Jimitations. I understand that open enrollment is only available for a limited time and I

understand that making no

D> Signature

clination of coverage.

Date J_/_/_Q.Z/_gQ_Li




