employer solutions staffing group

L everaging Resources in a Changing Market

Personal Data-- PLEASE PRINT LEGIBLY IN INK

Last Name (/5300

7301 Ohms Lane Suite 405
Edina, MN 55439
Tel: 952.835.1288 « Rax: 952.835.1255
www.esgstaffingsolutions.com

New Hire Application

First Name (_ /7/%/2/%

- 3 4
Street Address _/ /() 60‘10&‘/’;?' L
City/State/Zip /i//75/p17445]/¢.

CIL O

Middle Initial <~

Apt/Ste

G

Phone Number 3/ AV [Nlé‘)\

Company/Employer

Email Address <1/ #) \

@ [, A

All offers of employment are ¢onditional upon satisfactory proof of |dentity and legal ability to work in the U.S.A.

Are you legally authorized to work In the United States of America? Oyes [No

i authorize Employer Solutions Staffing Group (ESSG) to use the information and statements
qualifications for employment. || authorize ESSG to make in
regarding my previous dulies, responsibilities, performance,

| understand that a comprehensive background check may be conducted to determin
This may include but is not limited to, investigations of criminal and/or conviction reco

Applicant Certlfication and Authorlzation

required by clients, government regulations or by ESSG policies.

quiries of my former employers,
compensation and eligibility for rehire.

contained In this application ta determine my
except as indicated in this application,

e my eligibility for hire by certaln clients-of ESSG.
rds, driving records and/or a drug screen test as-

I release ESSG and other persons or entilies from any claims that might be based on ESSG's decision to conduct a background check.

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

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

{ have not omitted any material information or provided
presentation wilf result in my disqualification from
ult in my termination.

Ly

- P - —/’ // 7 4/
Name (Print or type! Applicant’s Sigfature Date
A copy or facsimile (“fax") will be consldered the same as an original signature. Email will ONLY be used for employment correspondenc:
For ESSG Office Use Only
DOH NHW 1-9 8860 w4
Emergency Contact Info | Background Release Form Background Results Unamployment Letter ESC Appllcation
{If applicable)
For ESSG Client Use

DOH ROP Work Site Loc. WC Code

ESSG - CMG-CO

Rev. 19/2013.



Form W-4 (201.3)

Purpose. Complete Form W-4 so that your
employer can withhold the correct fedaral income
tax from your pay. Consider compleling a new Form
W-4 each year and when your personal or financlal
siluation changes.

Exemption from withho!ding. If you are exempt,
complete only lines 1,2, 3, 4, and 7 and sign the
form to validale it. Your exemption for 2013 explras
February 17, 2014, See Pub. 505, Tax Withholding
and Estimated Tax.

Note. If another person can clalm you as-a )
dependent on his or her tax return, you cannot clain
exemption from withholding If your income exceads
$1,000 and Includes more than $350 of unearned
Income (for example, interest and dividends).

Basle Instructions. If you are not exempl, complste
the Personal Allowances Workshest helow. The
workstheets on page 2 further adjust your
withholding allowarces based on itemized
deductions, certaln credits, adjustments to income,
ar two-eamers/multiple jobs situations.

Complete all worksheets lhat apply. Howsver, ?cou
may claim fevser {or zero).allowances. For regular
wages, withho!ding must be based on allowances
you claimed and may not be a flat amount or
percentage of wages.

Head of household. Generally, you can claim head
of household filing stalus on your tax return eniy {{
you are unmairied and pay more than 5056 of the
costs of keeping up a-home for yourself and your
dependanl(s) or other qualifying individuals. Sea
Pub. 501, Exemptions, Standard Deduclion, and
Filing Information, for information,

Tax credits. You can take projected tax credits into
actount In figuring your ailowable number of
withholding allowances. Cradils for child or
dependent care expenses and the child tax credit
may ba claimed using.the Personal Allowances
Worksheet below. See Pub, 505 for information on
converting your other credits into withholding
allowances.

Nonwage Income. !f you have a large amount of
noniwage income, such as interest ar dividends,
consider making estimated tax paymants using Form
1040-ES, Estimated Tax for individuals. Otherwise, you
may owe additional tax. i you have pension or annuity

Incoms, see Pub. 505 1o find out If you should adjust.
your vithholding on Form W-4 ar W-4P,

Twa earners or multiple jobs. If you havea
working spouse-or mare than onejab, figure the
total numbser of allowances you are entitled 1o claim
on all jobs using workshests fram only ong Form
W-4. Your withholtling usually wiil be most accurate-
when all allowances are claimied on the Form W-4
for the. highest paying job and zero allowances:are
claimed on the others, See Puby. 505 for delails.

Nonreslident allen. if you are a nonresident alfen,
see Notice 1392, Supplemental Form W-4
Instructlons for Nonresident Allens, befare
compleling this form.

Check your withholding. Aftar your Form W-4 lakes
effect, use Pub. 505 ta sea how tha amount youare
having withhald compares fo your projected total lax:
for 2013, See Pub. 505, especlally fFyour eamings:
exceed $130,000 (Single) or $180,000 (Marred),
Future developments. informalton about any future
developments affecting. Form W-4 (such as
legistation enacted after we retease ity will be-posted
at www./rs.goviwd,

Personal Allowances Worksheet {Keep for your records.)

A Enter “1" for yourself if no one else can claim youasadependent. . . . . . . %= £ P ., . . A
* 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,) . . . . . . . . . . . . . .
Enter number of dependents (other than your spouse or yourself) you will claimonyourtaxreturn . . . . . . . .
Enter "1” If you will file as head of household on your tax return (see conditions under Head aof household above) .
Enter “1" if you have at least $1,800 of chlld or dependent care expenses for which you plantoclaimacredit , . .
(Note. Do not Include child support payments, See Pub. 508, Chlid and Dependent Care Expenses, for detalls.}
G Child Tax Credlt (including additional child tax credit). See Pub. 972, Child Tax Credit, for more informatian.

* If your total Income will be less than $65,000 ($95,000 if married), enter “2" for each eliglble chiid; then less “1* If you

have three to slx eligible children or less “2" If you have seven or more eligible childran.

* It your total Income wiil be between $65,000 and $84,000 (335,000 and $119,000 if marred), enter “1” for each eliglblechild . . . G
H  Add linesA through G and enter total here. {Note. This may be different from the number of exemptions you ¢iaim on your tax retum.) B H
* [f you plan to jtemize or claim adjustments to Income and want to reduce your withholding, see the Deductions

MmO

1]

mmog

For accuracy, and Adjustments Workshest on page 2.

complete all * If you are single and have more than one job or are marrled and you and your spouse hoth work and the comblned
worksheets earnings from all jobs exceed $40,000 ($10,00Q if married), see the Two-Earners/Muitiple Jobs Workshest on page 2 to
that apply. avoid having too litite tax withheld.

¢ If nelther of the above situations applles, stop hers and enter the number from line H-on iine 5 of Form W-4 below.

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

Employee's Withholding Allowance Certificate

OMB No. 1545-0074
> Whether you are entitled to clalm a certaln number of allowances or axemption from withholding Is 21 3
‘subject to review hy the IRS. Your employer may be required to send a copy of this form to tha IRS.

1 Your first name and middle inifial Last name 2 Your soclal security number
CHal s L VALY ; GHY-F 535 2
y ‘Home address ("fj"‘fj'd“‘)“ stregt or rural route) 3 [ singls [ Married [ Marrisd, but withhold at higher Single rate.
. (_.f\/ /{/ /C J-‘.)L / il Note. If married, but legally separated, or spouse Is 2 nanvesident afen, chack the “Single® box.
ty or town, stats, and ZIP code 4 Ifyour fast name differs from that shown on your soclal security card,

o W-4

Department of the Treasury
Intemnal Revenue Senvice

WS Ji HIMT I () (72| _ cheok here. You must call 1-800-772-1213 or a replacement card. b []
6  Total number of allowances you are claiming (from line H above or from the applicable workshest on page 2} 5 A
6  Additional amount, If any, you want withheld from each paycheck , . . . . . ., , . . ... 6|9

7  Iclalm exemption from withholding for 2013, 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 liabllity, and
* This year | expect a refund of all federal income tax withheld because | expect to have no tax (iability.
If you mest both condiitions, write “Exempt"here. , . . . . . . . . . . . . .p {7] .
Under penalties o‘f per]m};.f_ dégiare :/f ,avw this certificate and, to the best of my knowledge and belief, It is true, correct, and complete.

owen /)t [/

8 Offics code optional) | 10 Employer idenlification number (EIN)

g~ 1

Employee’s slgnaturg’-7
{This form is not valid/ unleg€A
8  Employer's nameand address {Employer; Complete linds 8 a

10 only If sending 1o the IRS.)

For Privacy Act and Paperwork Reduction Act Notice, see pags 2. Qat. No. 102200 Form W=4 (2013)



This form cannot be used for employees hired prior to September 6, 2012.

Revision Date: 09/06/12
Expiration Date: 10/01/14

Affirmation of Legal Work Status

Pursuant to § 8-2-122, Colorado Revised Statutes

Employee Name: M/) / C_’/‘?ﬂ@/ﬁg /- ﬁl[’é{ﬂzj

Last First Middle

Social Security Number:ljgy -jo L/LBSOI Date of Hire: _/ Z'Zﬁél (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. Thave examined the legal work status of the above named employee.

2. Ihave retained file copies of the documents required by 8 U.S.C. sec. 1324a.
3. I'have not altered or falsified the employee’s identification documents.
4

I have 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, wilhin twenly days after hiring a new employee, cach employer in Colorado
shall affirm that the employer has examined the legal work status of such newly-hired employee and has retained file copics of
the documents required by 8 U.S.C. scc. 1324a; that the employer has not altered or falsified the employce’s identification
documents; and that the employer has not knowingly hired an unauthorized alien, The cmployer shall keep a writlen or electronic
copy of the affirmation, and of the documents required by 8 U.S.C. scc. 1324a, for the term of employment of each cmployee,

This mandatory affirmation is provided by the Colorado Division of Labor. Visit www.colorado.gov/cdie/evr for more information.




Employment Eligibility Verification USCIS

. Form I-9
Department of Homeland Security
U.S. Citizenship and Immigration Services

PSTART HERE, Read instructions carefully bofore completing this form. The Instructions
ANTI-DISCRIMINATION NOTICE: It is illegal to discriminate against work-authorized individuals. E
document(s) they will accept from an employee. The refusal to hire an indi
expiration date may also constitute illegal discrimination.

mployers CANNOT specify which
vidual because the documentation presented has a future

OMB No. 1615-0047
Expires 03/31/2016

must be avallable during.completion of thig form.

Section 1. Employee Information and Attestation (Employess must complete and sign Sectlion 1 of Form I-9 no later
than the first day of emplayment, but not before accepting a Job offer.)

Last Ngme (Family Name) First Name (Given Name) Middle Inltial | Other Namas Used (if any)
Enitp CHARLES (— | CIHRLE,
Address (Street Number and Name) Apl. Number | Cily or Town

State Zip Code

GES Wi00) LA ST ) |50t/

Date of Blrth {mm/dd/yyyy] u.s. SocialSecuﬂly'tTlumber E-mail Address . Telephone Number"
G0~ (959 G (s @/,.@/@JA ; ’/5/@‘ Vi

| am aware that federal law provides for Imprisonment and/or fines for false statements or use of false documents in
connection with the completion of this form.

I attest, under penalty of perjury, that | am (check one of the foltowing):
K] A citizen of the United States

[ A noncitizen national of the United States (See instructions)

] Atawiui permanent resident (Alien Registration Number/USCIS Number):

D An alien authorized to work until (expiration date, if applicable, mm/dd/yyyy)

. Some aliens may write "N/A" in this fleld.
(See instructions)

For aliens authorized to work, provide your Alien Registration Number/USCIS Number OR Form -94 Admission Number:
1. Allen Registration Number/USCIS Number:

3-D Barcode:
OR Do Nof Write In This Space
2, Form 1-84 Admission Number:

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

Foreign Passport Number:

Country of Issuance:

Some allens may wirite "N/A" on the Foreign Passport Number and Counitry of Issuance fields. (See instructions)

<7 2 J :
Signature of Employezg /Z/ M/ /&f’"% Date (mm/dd'}'yyy)."df -1y - R, ﬂ/

Preparer and/or Translator Certification
employse. )

(To be completed and signed if Section 1 is prepared by a person other than the

| attest, under penalty of perjury,

that | have assisted in the completion.of this form and that to the best of my knowledge the
Information is true and correct.

Signature of Preparer or Translator: Date (mm/ddiyyyy):
Last Name (Family Name) First Name (Given Name)
Address. (Slrest Number and Nama) Cily or Town State Zip Code

@ Employer Completes Next Page @

Form1-9 03/08/13 N




W Employer Completes This Page T

Section 2. Employer or Authorized Representative Review and Verification

(Emplayers or their authonized representative must complete and sign Section 2 within 3 business days of the employee's first day of employment. You
must physically examine one document from List A OR examine a combination of one document from List B and one document from List C as listed on
the “Lists of Acceptable Documents® on the next page of this form. For each document you review, record the following information: document litle,
issuing authority, document number, and expiration dale, if any.)

Employee Last Name, First Name and Middle Inltia! from Section 1:

List A OR List B AND ListC

Identity and Employment Authorlzation Identity Employment Authorlzation

Document Title: cument Tille: Dgaument Title:
[ ; Q i et
Issuing Authority: ssuhe:\e{h)orily: l?ylrgl)\ulhorlly:
Document Number: Doctlin t Number: Document Number:
[ 99124 o500 \OS -$3-\ g0y
Expiration Date (if any)(mm/dd/yyyy): “| Expiration Date (If alz)((mm/dd/yyyy): Expiration Date (if any)(mmv/dd/yyyy):
Documant Tltle:
Issuing Authority:
Document Number;
Expiration Date (if any)(mm/dd/yyyy).
3-D Barcode

Document Title: Do Not Write in This Space
Issuing Authaority:
Document Number:
Expiration Date (if any)(mm/dd/yyyy):

Certification

| attest, under penaity of perjury, that (1) | have examined the document(s) presented by the above-named employee, (2) the
above-llsted document(s) appear to be genuine and to relate to the employee named, and (3) to the best of my knowledge the
employee Is authorized to work In the United States.

The employee's first day of employment (mm/dd/yyyy): \-20-\4 (See Instructions for exemptions.)

Signalure of Employer or Authorized Repgesentative Date (mm/ddfyyyy) Title of Employer or Authorized Representative
L O 1204 | Becd Yac,

¥ast Name (Family Name) First Name (Givan Name) Employer's Business or Or&&ﬂzaﬂon Name
¢ SO
V\(\O \ \ "ave EMPLOYER SOLUTIONS STAFFING GROUP LLC
Employer’s Business or Organization Address (Street Number and Name) | City or Town State Zip Code
7301 OHMS LANE SUITE 405 EDINA MN 55439

Section 3. Reverification and Rehires (7o be completed and signed by employer or authorized representative.)
A. New Name (If applicable) Last Name (Family Name) First Name (Given Name) Middle Initlal | B. Date of Rehire (if applicable) (mm/ddfyyyy):

C. If employee's previous grant of employment atuthorization has expired, provide the Information for the document from List A or List C the employee
presented that estabilshes current empioyment authorization in the space provided below.

Document Tltie: Document Number: Explralion Date (if any)(mm/dd/yyyy):

| attest, under penalty of perjury, that to the best of my knowledge, this employee Is authorlzed to work In the United States, and If
the employee presented document(s), the document(s) | have examined appear to be genulne and to relate to the individual.

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

FormI-9 03/08/13 N



SENSITIVE BUT UNCLASSIFIED

Department of Homeland Security

Report Prepared: 01/20/2014

E-Verify Page: 10f1
Case Verification Number: 2014020143826HG

Case Information:

_—m—m—m—mm—m——_—— e

Employee Information:

Last Name: Knapp First Name: Charles

Middle Initial: Other Names Used:

Social Security Number: ~ *** ** 5352 Date of Birth: 06/01/1958

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

Document Information:

List B Document: Driver's hceqse or D ca{d issued by a US. List C Document: Social Security Card
state or outlying possession

Document Name: Driver's license Document State: Colorado

Driver’s License or ID Card Document Expiration Date: 06/01/2017

Number:

Alien Number: 1-94 Number:

Additional Information:

Hire Date: 01/20/2014 Employer Case ID:

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

Submitted By: CKRO8357 Submitted On: 01/20/2014

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: Response Date:

Photo Matching Results:

Determination:

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



S| DEPARTMENT OF HEALTH
| EDUCATION AND WELFARE .

21 PUBLIC HEALYH SERVIOE
i FormV.S. 15

PRV ]

BIRTH No, 105.._ 5_8-4_84_04

¢ . \-.r.u-. LTI TS T

 State ot Colorado : ;
. CERTIFICATE OF LIVE BIRTH REGISTRAR'S @8843_:»51:_5&'

41 1. PLACE OF BIRTH . 2, USUEL NESIDENCE OF MOTHER- (B/bere does mother livel) i T
«. COUNTY )  Deaver P sm.ua folovadn . CO| Denver ‘
2 5. OITY, YOWH, OR LOCATION L < GIFY, TOWH, OR LOGATIGH -
Ho o . Denver Denver W .
e AN OF (1f cot fo bospnd, gve set addesi). d. STREET ADDRESS TR B}
3l iNsTITuTION Ste Joseph's Eospital 1206 West N6th Avenue vy :
8 d. (8 PLAGE OF BIRTH INSIDE CITY LiBiTs? I} «. |8 RESIDENCE, INSIDE CITY LiM[¥S? | l’l #. 18 RESIDENCE ON A FARM?
i YESX1 B0 ’ » S Mog | L YeS[D  ROOX
# | 3. NAME First o Middle . | /. Let |\ . | T ;
i {Typaor ; \ LN ! i i
HS | ey Charles Jiewis : Knapp ., ' | :
3 9. 50t | 6. THIS BIRTH . "] 64 1P TWIR OR TRIPLET, W/AS CHILD BORR -~ | & Dﬂ'ﬁr' Horth—  Dey  Yew
i | Male SINGLE [ WIR O TRIRLET 0 | 17 20 [} spfy | emn’ June 1, 1958 _
7. HAME, it N _ FATE [ VBt 8. COLOR OR RACE |
. Jamesg . " Be . White ' . s
9. AGE (A¢ tme of 1bis birth) 10, BIRTHPLACE (Staté or forcign country) | 114+ USUAL OCOUPATION 116, KIND OP BUSINESS OR INDUSTRY. '
\ k6 voms Missourd Driver Carnation Dry Clesners
|| 2 twoen e P e 13, COLOR OR RACE _ :
2 " Almee Rovers White i
£S5 | 14. AGE (Ar cime of 1hls birub). 15, BIRTHPLACE (State of forelgn country) 16, PREVIGUS DELIVERIES YO MOTHER (Do NOT include this birth)-
!  3fenns Africa STRER Siinin| hitdren ;:'..""s..‘f.”.’g ‘g%:”‘i"&."’:&‘&“‘i:
iE 17. MOTHER'S SIGNATURE | are now living? | but are now ded? time after com- |
- E ¢eprion)?
| Flve None ; One :

i} 16 HOTHER'S MAILING o ADDRESS

1206 West 46th Avenne

Denver, Colorado

that this ¢
was Born alive
on the date

1 hereby ""”, 18a. S5jagyTUns
wid|  (F

.l—__:‘.;.é_l.. M.

3600 ATVELENIR AT B
MO ¥ DO, (3 MIDWIFE (3 OYHER (Specify) i

184. DATE SIGNED-

0o an - -5 - 3’?/ '

21, DATE O§ wuum GIVEN NAME ADDED
BY (Regltirar)

DATEISSUED

S H AR A AR A L AR HH M R L e

THIS IS TO CERTIFY THAT THIS IS A TRUE AND-CORRECT COPY OF THE OFFICIAL RECORD WHICH IS IN MY CUSTODY.

UG 161990

Do not accept unless. prepared on security paper with cngraved border displaying the Colorado state
seal and signature of the Registrar. PENALTY BY LAW, Section 25-2-118, Colorado Revised
Statutes, 1982, i any person alters, uscs, aticmplts to use or furnishes to another for deceptive use
any vital statistics record. NOT VALID IF PHOTQCOPIED.

JOSEPH D, CARNEY
STATE REGISTRAR:

YR 10DS 8/88

H HAd e s B Bk ik iU o 300w 1

[ ——







EMERGENCY CONTACT INFORMATION

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

Employee Name: CAIRLY, | IV

Address: CZ[QSZ‘ &2{2 up{_)& Q(&S‘: [Q(é‘d{;?jzﬂﬂ' e, QM/

Home Phone: _ :? / l/ é% -*’7’(3@)7
EMERGENCY CONTACTS
Please list two people (in priority order) who could be contacted in case of an emergency
ame Phane- - “AfRED
Contact #1 Home Phone: 5~ 444 -4/
Name: J W Cell Phone: 755 7 - W 7
Relationship: (/7 /)~ Work Phone; - L3359 74
Home Phone:
Contact #2
Name: Cell Phone:
Relationship: Work Phone:

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

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




employer solutions staffing group.

€7 leveraging Resources in a Changing Market

STATEMENT OF CONFIDENTIALITY

This agreement made this_/ ¢/ _day of Jn/ , 2014/, between
Employer Solutions Staffing Group LLC, hereinafter referred to as “employer”,
and CHALLA. MM 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 ta 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.

/7 %%

Employee Signature

Employer Solutions Staffing Group LLC, Representative



employer solutions staffing group.

lLeveraging Resources in a Changing Market
3 e -y &)

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 8Spoy sibilities and agree to abide by these guidelines.
Signer( l/
Printed Name: ﬁ_[ﬁ(z& 2 Y’/l/ﬁ}’//




_employer solutions staffing group.
‘\> Leveraging Resources in a Changing Market

Important/Importante
LOST OR STOLEN PAYCHECKS

If a paycheck is lost (missing, misplaced, destrayed, 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 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, efc), 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 emitir4 un nuevo cheque y no hay cuota se deducira.

AGREED/SE ACUERDA~—
Name/Nombre (con letra de molde): }?//}’WS /6(/7’/

_S_i_gnature/Firma‘///l///Z
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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 avallable 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 (For example, by calling 303-
920-1425, or using another means of contact) 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, CA~_(Initial)

v '.'I -; 7 /;

s { _/. // A

(o] gy Ll
Employee Signature: 7 Date:
CHHALLS SRy

Employee (please print your name here)

CMG-09/2013



Employee Keeps This Form

/New Health Insurance Marketplace Coverage Form oproved
Options and Your Health Coverage OMB No. 1210-0149

(expires 11-30-2013)

PART A: General Information
When key parts of the heaith care law take effect in 201 4, there will be a new way to buy health insurance: the Heaith

Insurance Marketplace. To assist you as you evaluate options for you and your family, this notice provides some basic
information about the new Marketplace and empioyment-based heaith coverage offered by your employer.

What is the Health Insurance Marketplace?

The Marketplace Is designed to help you find health Insurance that meets your needs and fits your budget. The
Marketplace offers "one-stop shopping" to find and compare private health Insurance options. You may aiso be eligible
for a new kind of tax credit that iowers your monthly premium right away. Open enroliment for health Insurance
coverage through the Marketplace begins in October 2013 for coverage starting as early as January 1, 2014,

Can | Save Money on my Health Insurance Premiums In the Marketplace?

You may qualify to save money and lower your monthiy prem lum, but only If your employer does not offer coverage, or
offers coverage that doesn't meet certaln standards. The savings on your premium that you're eligible for depends on
your household Income.

Does Employer Health Coverage Affact Eligibliity for Premlum Savings through the Marketplace?

Yes. If you have an offer of health coverage from your employer that meets certaln standards, you will not be sligible
for a tax credit through the Marketpiace and may wish to enrolt In your employer's healith plan. Howevar, you may be
eligible for a tax credit that lowers your monthly premlum, or a reduction In certaln cost-sharing If your employer does
not offer coverage to you at all or does not offer coverage that meets certain standards. If the cost of a plan from your
employer that would cover you (and not any other members of your family) is more than 9.6% of your household
income for the year, or If the coverage your employer provides does not meet the “minimum value" standard set by the
Affordable Care Act, you may be ellgible for a tax credit.’

Note: If you purchase a health plan through the Marketplace Instead of accepting health coverage offered by your
employer, then you may lose the employer contribution (If any) to the employer-offered coverage. Also, this empioyer
contribution —as well as your employee contribution to employer-offered coverage— is often excluded from Income for
Federal and State Income tax purposes. Your payments for coverage through the Marketpiace are made on an after-
tax basis.

How Can | Get More Informatlon?
For more Information about your coverage offered by your emplo er, please check your summary plan description or

contact Emplg!el’ S()lutign§ S!a!ﬁng Gl’Oun LLC = 95 '767'9519

The Marketplace can heip you evaluate your coverage options, Inciuding your eligibliity for coverage through the
Marketplace and Its cost. Please visit HealthCare.gov for more Information, Inciuding an online appilication for health
Insurance coverage and contact Information for a Health Insurance Marketplace In your area.

1 An employer-sponsored health plan meets the *minimum value standard® if the plan's share of the total allowed bsnefit cosis covered
by the plan Is no less than 60 percent of such cosls.
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Direct Deposit/Payroll Debit Card Authorization

Employees have the option of receiving wages by Direct Deposit and/or Payroll Debit Card.

If you do not
SECTEION - BASIC INEORMAEION
Employee Name i
A y i /) ﬁ ’ 4

SECHON PAYROLE ELECEION
m Direct Deposit (Please complete Sections 3 and 5 below)
! Payroll Debit Card (Plcasc complete Scctions 4 and 5 below)
SECEION 3 DIREGTE DEPOSEE

ﬁl Update Bank Account

)

provide a wrilten election, wages will be paid by Pa

'roll Debit Card.

SSN# (last 4 digits). e [Jate:

I understand and ackuowledge that if T do not provide a

Bank Name: :
[SThpK

voided check with this direct deposit form, I am
responsible for any delays in payroll or extra costs

Routing#

Account# 1;/8 67 ,3 04 - %‘K

Acconnt Type: [ Checking [ Savings [(JOther

Incurred If the account number that I provide is Incorrect,

Initial C{‘fl Date / / 2242

To help us avoid making an crror, pleasc attach a copy of' a voided check. (a deposit slip will not work)
1f you change banks, do not close your old bank account until your direct deposit has started af the new bank, which may take 2 pay periods.

SECHION - PAY RO,

DEBEE CARD(GLOBATL CASHECARD)

Federal law requires all financial institutions to-obtain, verify, and rceord information that identifics cach person who
request a Payroll Debit Card for you, we must provide all of the following
you do not submit a Direct Deposit/Payroll Debit Card Authorization,
Card to pay your wages. For your protcction, the financial institution 1
verify your identity.

_ opens an accoutit. Int order ta
information that will enable the financial institution to identify you. I
ESSG will provide the nceessary information and issuc-you a Payroll Debit
nay ask you to provide them additional identification information so they can

Except for the routing and account number, ESSG docs not have access te any information regarding your Payroll Debit Card account or
transactions. On your first payday, you will receive your new Payroll Debit Card, and a packet containing all of the terms and conditions. You will

then sign acknowlcdging that you reccived the Payroll Debit Card and packet. Your Payroll Debit Card will be reloaded on each payday you receive
wages.

CARDITOLDER INFORMATION (as you want your Payroll Debit Card to be issucd)
First Name M.L Last Name

Datg of Birth

Street Address (o BOX NOT ACCEPTABLE) Sacial Security#

City State Zip Cell Phone (mobilc)

GET TEXT ALERTS, when your paycheck is deposited on your card?

[JYes. sign me up, for text alerts.
All we need to know your cell phone serviec pravider and mebile number above!

My mobile seryice provider is;

RECEIPT OF PAYROLL DEBIT CARD (to be completed when you pick up your Payrol Debit Card)
Payroll Debit Card Routing # Payroll Debit Card Account #
122242597

1 have received my Payroll Debit Card, welcome brochure, program fees, program terms, conditions, and disclosures. By activating my Payroll Debit Cand,
1 am agreeing lo the pragram terms, conditions, and disclosures that are included or made availuble to me from lime to time from the financial institution 1
authorize the financial institution to debit my Payroll Debit Card acconnt for thie fecs described inthe fee schedule that is part of the program terms,
conditions, and disclosures.

Employee’s Signature:
SECTION AUTHORTZA T

Tauthorize ESSG to directly deposit my periodic wages/compcensation payments, net of required tax withholdings, other required withholdings
or authorized deductions, into my account(s) as designated above and to initiate, if necessary, debit entries and adjustmentsfor any credit entrics
made in error to my accuunt(s). * E-mail is required for pay stub information.

*E-mail; / \//V/"/?{J 0/—/( @ C‘J /744,21

thigAnformation will only be uscd to send your paystubs electronically
Employee's Signature; M/// Date: / // f/ é 7
= 7 ’ ’

Date:

2




O DELUIC WALLEY OR DUPLICATT

FETE S ——— i s e 2 armrre

CHARLES KNAPP 2-504/1070

SANDRA KNAPP
9105W. 102ND PL. PH. 303-466-4262

WESTMINSTER, CO 80021 / : DATE

N
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VSLIND 219301-EMp | QRFICE USE ReHire Date / /

EMPEOYELE CORMAEION n ; oh S Lx i » : SEBLACK or BEUISINK 1Y
Moo 2 ENROLEMENEEORM - PLAN 2 S

T By t—— — Sy ey sttt S|

ESCLEUINAVESAD)Y D2 I3

lependents have Medicare?
S‘a 0 S?>g‘;- e _Doyouormlyt v ——
Social Security Number 9_ c_)l._ SR T [ Yes INo 1f Yes:

Dute of Birth _Q&/ ®) ! A ﬂ, S _& o Medicare Health Insurance Clains Number (HICN)
Name Q/\\Q-’\V \Q S th QD@ / /

. Medicare EffectiveDate  _____ ¢/ __ ¢/
sueet address UBS . Qé“"\ \DL  TrTiowe ibany

Names of Covered Person(s)
City \QQDXM\MM\M Slatc AN Zip ﬁ_bb > ‘ .

2.

tome Phone . -~ _ : 3. :
\.. J

BENEREFSELCEION WAAABIRISIEER | You MUST enroll in the Medical Insurance Plan before adding Term Life
MEDICAL ‘ or STD. Your coverage level for Term Life will be identical to your

medical plan selection.

D $20.91 Employee Only

'REQUIRED DERENDENE INFORMATION

I:] $42.44 Employee + Onc

Nane,
[[] $56.67 Employce + Family Social Security Number - -
Date of Birth _1_____1____..__._ Sex @.
NO to MEDICAL, TERM LIFE, and STD benefits. Relationship: [1Spouse [JChild [0 Domestic Partner
DENTAL "
Name
D $ 5.99 Employee Only _ Social Security Number _____.__ " -
D S| l .08 Emplnye-e + One Da(e OfBlﬂh ._.__..l_.._._[__..._._._..._. SEX @.

Relationship: [JSpouse [ Child [J Domestic Partner
D $19.77 Employce + Family

m NO Name

R Social Security Number _____ - -
TERM LIFE AN Dueorminn /I se
J Relationship: [JSpouse [Thild [J Domestic Partner

D vis $0.60 Employec Ouly
$0.90 Employee + One
EEI NO  $1.80 Empluyee + Family

BENEFICTARY INFORMATION
== et For Term Life / Accidental Death & Dismemberment, please write

| in your beneficiary information,
SHORT-TERM DISABILITY _ | _
> NAME OF BENEFICIARY
YES
$4.20 Employce Only
NO RELATIONSHIP
Short-Term Disability is not available to persons wha work in -
California, Hawaii, New Jersey, New York, or Rhode Tsland. Accidental Death & Dismemberment is part of the Term Life Benefit,
e — =

I have read the bencfit pag
understand that making

P> Signature

d understand its limitations. I understand that open envollment is only available for a limited time and T
endfit/kclection is a declination of coverage.




