Leveraging Rescuices in a Changing Market
Tel: 952.835.1288 o F ax: 952.835.1255 www.esgstaffingsolutions.com

New Hire Application

Personal Data-- PLEASE PRINT LEGIBLY IN INK

Last Name ’L&u.s By

JR.

Street Address_6 3 OO Fimeh

City/Stateizip 21 em ph, s

301 Ohms Lane Suite 405 Edina, MN

55439

First Name (J ///iam

74l

IR/

Middle Initial __&_

Apt/Ste

Phone Number 901 - 365 - 7S5 4L &

Staffing Agency/Recruitment Partner _C o2 0ATe  /Man/pgenesl

Gnup

Email Address Lk ;.l‘!'ﬁg E.aws L'v @ Aol, Com

All offers of employment are conditional upon satisfactory proof of identity and legal ability to work in the U.S.A.Are

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

Aves ONo

Applicant Certification and Authorization

I authorize Employer Solutions Staffing Group (ESSG) to use the information and statements contained in this application to determine
my qualifications for employment. | authorize ESSG to make inquiries of my former employers, except as indicated in this application,
regarding my previous duties, responsibilities, performance, compensation and eligibility for rehire.

| understand that a comprehensive background check may be conducted to determine my eligibility 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 as
required by clients, government regulations or by ESSG policies.

I release ESSG and other persons or entities 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 | 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.

Willian £ Bush, T4, Zge £.3

Name (Print or type)

g-15-201Y

Applicant’s Signature

=l

Date

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

correspondence
For ESSG Office Use Only
DOH NHW 19 8850 w4
_Emergency Contact Info Background Release Form Background Results Unemployment Letter ESC Application
(if applicable)
For ESSG Client Use
DOH ROP Work Site Loc. WC Code

ESSG - Storeroom Solutions

ATTN E fﬁf] Amon
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Employer Solutions Staffing Group Direct Deposit Authorization

If you are applying for direct deposit, please make sure that you are mark whether the account is a savings or
checking. Failure 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, although 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 varies by bank.

Please allow until at least 10 am on your paydate for the deposit to show.

Please print

Check one of the following Effective Date

k& Start [CJAs Soon As Possible

O stop [Future Paydat

uture Paydate
Social Security Number
4)3-92-57073

Name (Last, First Middle Initial)
Busby 3k W:)lham &

Home Address Street City State Zipcode
éSDD ?If"b“ RJ. )emph. s TA/ 38/9/
Date (Mo/Day/Yr) Employee Signature Daytime Phone Number

3-15-200N |G/ ler L. @«/}{}é ) - 35-ISLE

SUBMISSION OF THIS FORM MEANS YOUR ENTIRE
PAYROLL CHECK WILL GO TO THIS FINANCIAL INSTITUTION v

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

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

1 authorize Employer Solutions Staffing Group to direct deposit funds to my account in the financial institution listed above. If funds to which I am
not entitled are deposited in my account, T authorize Employer Solutions Staffing Group to initiate a correcting (debit) entry. I 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
returned to Employer Solutions Staffing Group for distribution. This will delay payment of funds to you.

y \
/ WILLIAM E. BUSBY, JR. : \

CAROLYN S. BUSBY
6500 FINCH PH 001-365-7568
MEMPHIS, TN 38141
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Form W-4 (2014)

Purpose. Complete Form W-4 so that your employer
can withhold the comrect 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 2014 expires
February 17, 2015. See Pub. 505, Tax Withholding
and Estimated Tax.

Nota. If another person can claim you as a dependent
on his or her tax retum, you cannot claim exemption
from withholding if your income exceeds $1,000 and
Includes more $350 of uneamed Income (for
example, Interest and dividends).

Exceptions. An empl may be able to claim
exemption from wlthholding even if the employee is a
dependent, if the employee:
¢ Is age 65 or older,

e Is blind, or

» Wil claim adjustments to Income; tax credits; or
itemized deductions, on his or her tax retum.

The exceptions do not apply to supplemental wages
greater than $1,000,000. ¢

Baslic 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
deductions, certain credits, adjustments to Income,
or two-eamers/multiple jobs situations.

Complete al! worksheets that apply. However, rou
may claim fewer (or zero) allowances. For regular
wages, withholding must be based on allowances
you claimed and may not be a fiat amount or
percentage of wages.

Head of household. Generally, you can claim head
of household filing status on your tax retum only if
you are unmarried and pay more than 50% of the
costs of k lngottjﬁahomeforyourselfandggeur
dependent(s) or other qualifying Individuals.

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 withhoiding 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.

“Personal Allowances Worksheet (Keep for your re

Nonwage income. If you have a large amount of
nonwage income, such as interest or dividends,
consider making estimated tax ents using Form
1040-ES, Estimated Tax for individuals. Otherwise, you
may owe additional tax. If you have pension or annuity
lincome, see Pub. 505 to find out Wou should adjust
your withholding on Form W-4 or W-4P.

Two eamers or multiple jobs. If you have a
working spouse or more than one job, figure the
total number of allowances you are ed to claim
on ail 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 allen. if you ars 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 ﬁro]ected total tax
for 2014, See Pub. 505, especlalll)y your eamnings
exceed $130,000 (Single) or $180,000 (Married).

Future developments. Information about any future
developments affecting Form W-4 (such as legislation
enacted after we release i) will be posted at www.irs.goviw4.

cords.)

A Enter “1” for yourself if no one else can claim you as a dependent .
* You are single and have only one job; 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

B  Enter“1"if: [ * You are married, have only one job, and your spouse does not work; or

than one job. (Entering “-0-* may help you avold having too little tax withheld.) .

D  Enter number of dependents (other than your spouse or yourself) you will claim on your tax return . e ..
E  Enter “1” if you will fiie as head of household on your tax retum (see conditions under Head of household above) . .
F  Enter “1" if you have at least $2,000 of child or dependent care expenses for which you plan to claim a credit

. . A

mTmMmOO

=11

(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 $65,000 ($95,000 if married), enter “2" for each eligible child; then less “1” if you
have three to six eligible children or less “2” if you have seven or more eligible children.
* I your total income will be between $65,000 and $84,000 ($95,000 and $119,000 if married), enter “1” for each eligiblechild . . . G

H  Add lines A through G and enter total here. (Note. This may be different from the number of exemptions you claim on your tax retum.) » H

iy

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

For accuracy,
complete all
worksheets
that apply.

eamings from all jobs exceed $50,000 ($20,000 if married),
avoid having too little tax withheld.

and Adjustments Worksheet on page 2.

* If you are single and have more than one job or are married and you and your spouse both work and the combined
see the Two-Eamers/Multiple Jobs Worksheet on page 2 to

e If neither of the above situations applies, stop here and enter the number from line H on line 5 of Form W-4 below.

Form W'4

Department of the Treasury
Intemal 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 Whather you are entitied to clalm 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

2014

1 Your first name and middle initial

W-'U.'am E .

Last name

aIR.

2 Your soclal security number

H413-92- 5703

Home address (number and street or rural route)

’Ru_s,.by

—

3 [] single E4-Mamed [ Married, but withhoid at higher Single rate,
Note. i married, but legally separated, or spouse Is a nonresident allen, check the “Single” box.

€S58y _Fivch R).

3514/

4 I 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> []

m“"PQ;J Tnl -
5

Total number of allowances you are claiming (from line H above or from the applicable worksheet on page 2) 5 -
6  Additional amount, if any, you want withheld from each paycheck

7 | claim exemption from withholding for 2014, and [ certify that i meet both of the following conditions for exemption.
o 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. . . . .

6|$

.>[7]

Under penalties of perjury, | declare that | have examined this certificate an

Employee’s signature

(This form Is not valid unless you sign it.) DM Z‘ - ﬂ WA,

d, to the best of my knowledge and bellef, it is true, correct, and complete.

3-l5-2919

Date »

8  Employer's name and address (Empioyer: Complete lines 8 and 10 only if sanding

e IRS.)

9 Office code (optional} | 10 Employer Identification number (EIN)

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

Cat. No. 10220Q

Form W-4 (2014)
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S L2 246 Employment Eligibility Verification USCIS
=g Form I-9
%4;\\_ 35 Department of Homeland Security OMB No. 1615-0047
aND st U.S. Citizenship and Immigration Services Expires 03/31/2016

P»START HERE. Read instructions carefully before completing this form. The instructions must be avallable during completion of this form.

ANTI-DISCRIMINATION NOTICE: itis 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 documentation presented has a future
expiration date may also constitute illegal discrimination.

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

Last Name (Family Name) First Name (Given Name) Middle initial} Other Names Used (if any)
, Bu.Sbv k- k)lime L. 73.))

Address (Stréet Number and Name) Apt. Number | City or Town State Zip Code

(500 Fweh RO MempPhis v | 351
Date of Birth (mm/dd/yyyy) |U.S. Social Security Number { E-mail Address Telephone Number

Y13 [995703]
™™ - L « Co
09702/ 1454 - Wiine EBvSby € #oL ccom 9) - BS-15CE

| 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.

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

A noncitizen national of the United States (See instructions)
A lawful permanent resident (Alien Registration Number/USCiS Number):

OO0

An alien authorized to work until (expiration date, if applicable, mm/dd/yyyy) —___________Some aliens may write "N/A" in this field.
(See instructions)

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

1. Alien Registration Number/USCIS Number: 3-D Barcode
Do Not Write In This

OR Space
2. Form 1-94 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 aliens may write "N/A" on the Foreign Passport Number and Country of issuance fields. (See instructions)
Form1-9 03/08/13 N




g - 5
Signature of Employee: ZJ ez . 2 0/3 % 7 Date (mm/dd/ywy).o -/ 20

Preparer and/or Translator Certification (To be completed and signed if Section 1 is prepared by a person other than the
employee.)

| 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/dd/fyyyy):
Last Name (Family Name) First Name (Given Name)
Address (Street Number and Name) City or Town State Zip Code

@ -

Employer Completes Next Page



e e———————————————

Section 2. Employer or Authorized Representative Review and Verification

(Employers or their authorized representative must complete and sign Section 2 within 3 business days of the employes's first day of employment. You
must physically examine one document fram 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 title,
issuing authority, document number, and expiration date, if any.)

Employee Last Name, First Name and Middle Initial from Section 1:

List A OR ListB AND ListC
Identity and Employment Authorization Identity Employment Authorization
Document Title: Document Title: Document Title:
' (NS p
Issuing Authority: | Issuing Authority: Issuing Authority:
S S admin

Document Number: Document Number: Document Numbagr:

BUINRBES 01%-92- S0
Explration Date (if any)(mm/dd/yyyy): |Explration Date (if any)(mm/dd/yyyy): Expiration Date (if any)(mm/ddfyyyy):
Document Title:
Issuing Authority:

Document Number:

Expiration Date (if any)(mm/dd/yyyy):

3-D Barcode
Do Not Write in This Space

Document Title:

Issuing Authority:

Document Number:

Expiration Date (if any)(mm/dd/fyyyy):

Certification

| attest, under penalty of perjury, that (1) | have examined the document(s) presented by the above-named employee, (2) the
above-listed 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): 5 -24-\d (See instructions for exemptions.)

Signature of Employer or Aut@zi)resemaﬁve Date (mm/dd/yyy) Title of Employer or Authorized Representative
(P> 232\ Peed Mac,
st Name (Family Name) First Name (Given Name) Employer's Business or d!banizaﬁon Name
'aYa s\l \ina
Employer’s Business or Organization Address (Street Number and Name) | City or Town State Zip Code

Section 3. Reverification and Rehires (To be completed and signed by employer or authorized representative.)
A. New Name (if applicable) Last Name (Family Name) First Name (Given Name) Middle Initial | B. Date of Rehire (if applicable) (mm/dd/yyyy):

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

Document Title: Document Number: Expiration Date (if any)(mm/dd/yyyy):

| 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) | have examined appear to be genuine and to relate to the individual.

Slgnature of Employer or Authorized Representative: Date (mm/ddfyyyy): Print Name of Employer or Authorized Representative:

Form 19 03/08/13 N Page 8 of 9






REPORTING ACT and certify that | have read and understand both of these documents. | hereby authorize the obtaining of “consumer reports”
and/or “investigative consumer reports” by ESSG at any time after receipt of this authorization and throughout my employment, if appiicable. To
this end, | hereby authorize, without reservation, any law enforcement agency, administrator, state or federal agency, institution, school or
university (public or private), information service bureau, company, or insurance company to furnish any and ail background information requested
by Orange Tree Employment Screening, 7275 Ohms Lane, Minneapolis, MN 55439, Tel.: 800-886-4777 or 952-941-9040. ORANGE TREE
EMPLOYMENT SCREENING'’s website is at: www.orangetreescreening.com, another outside organization acting on behalf of the company, and/or
the company itself. 1 agree that a facsimile (“fax”), electronic or photographic copy of this Authorization shall be as valid as the original.

New York applicants or employees only: By signing below, you also acknowledge recelpt of Article 23-A of the New York Correction Law.
Minnesota and Okiahoma applicants or employees only: Please check this box if you would like to receive a copy of a consumer report if one is obtained by ESSG.
(Must Include email address: )
1 1 . G
Signature: J =45 - 2ol y Date:

BACKGROUND INFORMATION

Last Nameﬁﬂib_)(—:"ﬁs First Lad vl 120m Middle: & 24 §eal @

Other Names/AIias:j i1
Social Security #*: 1 | 3-92-5903 Date of Birth (mm/dd/yyyy)*: & 9{/_0_ 1,/ /198 Y

Drivers License#: 042 OIS 3 %S State of Driver’s License: __Z_ €AW/ €SS € e

Present Address:_ém_ili.‘-"_ﬂﬂﬁﬁl__ﬂ(_ Telephone # (Primary): fot-3e5 . VLY

. 3%4/
City/State/Zip: L] € Ph s s y oY) 2y /

*This information will be used for background screening purposes only and will not be used as hiring criteria.



A Summary of Your Rights Under the Fair Credit Reporting Act

The federal Fair Credit Reporting Act (FCRA) promotes the accuracy, fairness, and privacy of information in the
files of consumer reporting agencies. There are many types of consumer reporting agencies, including credit
bureaus and specialty agencies (such as agencies that sell information about check writing histories, medical
records, and rental history records). Here is a summary of your major rights under the FCRA. For more
information, including information about additional rights, go to www.consumerfinance.gov/learnmoreor
write to:Consumer Financial Protection Bureau, 1700 G Street N.W., Washington, DC 20552.

*  You must be told if information in your file has been used against you. Anyone who uses a credit report or
another type of consumer report to deny your application for credit, insurance, or employment — or to take
another adverse action against you — must tell you, and must give you the name, address, and phone number of
the agency that provided the information.

*  You have the right to know what is in your file. You may request and obtain all the information about you in
the files of a consumer reporting agency (your “file disclosure”). You will be required to provide proper
identification, which may include your Social Security number. In many cases, the disclosure will be free. You
are entitled to a free file disclosure if:

* aperson has taken adverse action against you because of information in your credit report;

* you are the victim of identity theft and place a fraud alert in your file;

s your file contains inaccurate information as a result of fraud;

® you are on public assistance;

* you are unemployed but expect to apply for employment within 60 days.

In addition, all consumers are entitled to one free disclosure every 12 months upon request from each nationwide
credit bureau and from nationwide specialty consumer reporting  agencies. See
www.consumerfinance.gov/learnmorefor additional information.

*  You have the right to ask for a credit score. Credit scores are numerical summaries of your credit-worthiness
based on information from credit bureaus. You may request a credit score from consumer reporting agencies
that create scores or distribute scores used in residential real property loans, but you will have to pay forit. In
some mortgage transactions, you will receive credit score information for free from the mortgage lender.

* You have the right to dispute incomplete or inaccurate information. If you identify information in your file that
is incomplete or inaccurate, and report it to the consumer reporting agency, the agency must investigate unless
your dispute is frivolous. See: www.consumerfinance.gov/learnmorefor an explanation of dispute procedures.

* Consumer reporting agencies must correct or delete inaccurate, incomplete, or unverifiableinformation.
Inaccurate, incomplete or unverifiable information must be removed or corrected, usually within 30 days.
However, a consumer reporting agency may continue to report information it has verified as accurate.

¢ Consumer reporting agencies may not report outdated negative information. In most cases, a consumer
reporting agency may not report negative information that is more than seven years old, or bankruptcies that
are more than 10 years old.

* Access to your file is limited. A consumer reporting agency may provide information about you only to people
witha valid need —usually to consider an application with a creditor, insurer, employer, landlord, or other
business. The FCRA specifies those with a valid need for access.

* You must give your consent for reports to be provided to employers. A consumer reporting agency may not
give out information about you to your employer, or a potential employer, without your written consent given
to the employer. Written consent generally is not required in the trucking industry. For more information, go to
www.consumerfinance.gov/learnmore.

* You may limit “prescreened” offers of credit and insurance you get based on information in your credit
report. Unsolicited “prescreened” offers for credit and insurance must include a toli-free phone number you
can call if you choose to remove your name and address from the lists these offers are based on. You may opt-
out with the nationwide credit bureaus at 1-888-567-8688.

* You may seek damages from violators. If a consumer reporting agency, or, in some cases, a user of consumer
reports or a furnisher of information to a consumer reporting agency violates the FCRA, you may be able to sue
in state or federal court.



o Identity theft victims and active duty military personnel have additional rights. For more information, visit
www.consumerfinance.gov/learnmoreConsumer Financial Protection Bureau, 1700 G Street N.W., Washington,

DC 20552.
EMERGENCY CONTACT INFORMATION

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

Employee Name: Iilliam E. (RL).Sh 3K
Address: M ?/ y&l’\ [X)@m pth 7 3?/ ¥/
Home Phone: 90/ - \_3_és" 75__6 g

EMERGENCY CONTACTS
Please list two people (in priority order) who could be contacted in case of an emergency

Home Phone: Go) - 3¢5 -75(L D
Contact #1
Cell Phone: F0/- 4977 -85270

ame: Svue T3usby
WN Work Phone: 90/ - 580- 463 9

[Relationship: (w+ Fe

ontact#2 Pawwy E s57es Home Phone:
fName: Cell Phone: ?ol . q S/S'/_ 16 3 S/
Relationship: Dae sk Te Work Phone:

Additional information you want Employer Solutions Staffing Group and our clients to know in the event of
an emergency:
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RETROTAX
Form A (rev. 08/12)TAX CREDIT QUESTIONNAIRE EMPLOYER S e e e
SECTION:
ESG FEIN#: ESG Client Name & State:
Hiring Manager: Position: Starting Wage: $
EMPLOYEE SECTION:
Employee Name: Street Address: City/State: Zip:
SS#: Date of Birth: Age: Have you worked for | If yes, location:
_ _ / / this company before?
Yes No
Please complete all questions, and sign and date the form. Yes @
1. Have you or has anyone living with you received Temporary Assistance to Needy Families (TANF) at any time since August 5,
1997? (If yes, please provide information below.) A/ o
Name of the person receiving benefits: Relationship to you:
City: County: State:

2. Have you or has anyone living with you received Food Stamps (SNAP) at any time during the past 15 months?

(If yes, please provide information below.) N P
Name of the person receiving benefits: Relationship to you:
City: County: State:
3. Have you received Supplemental Security Income (SSI) at any time within the past 3 months? ,\/ 0

Please note, this is not the same as Social Security benefits (SS) or Social Security Disability (SSDI) benefits. *Jf
you checked yes please provide a copy of your SSI documentation.

4. Have you received any type of vocational rehabilitation services within the past two years? » o
If yes, please indicate which type of agency you worked with and provide their location information below:
Vocational Rehabilitation Agency Dept. of Veterans Affairs Employment Network (Ticket to Work Program)

Name of Agency: Phone #:
City: County: State:

*If you checked yes please provide a copy of your active Individual Work Plan and Ticket to Work documentation.

5. Areyou a Veteran of the U.S. Military? *Ifyes, please provide a copy of your DD-214 and letter of separation.

(If yes, please provide information below. If no, please continue to question #6.) rJ D
Dates of Service - From: / / To: / /
Branch of Service: ’

Are you entitled to or are you receiving compensation for a service-connected disability? Have
you been unemployed at any time during the last 12 months?

If yes, dates of unemployment - From: / / To: / /




Did you receive unemployment compensation at any point during your unemployment? L -
Conviction Date: / / Release Date: / / D D
Wasthisa  Federal or State conviction? If State - County: State:
IEC (Native American): Are you or your spouse a member of a Native American Tribe? D &
*If you checked yes please provide a copy of your CDIB card. =
CA Regsidents: IilAre you the child of foster parents? Ebo y ceive CalWorks? DWorkforce Investment Act? N 0

Are you a migrant or seas@ farm worker? Have you ever been convicted pf a misdemeanor?
SC Residents: D Do you receiveFamily Independence Benefits?

PLEASE READ, SIGN, %’?ﬁ!”ﬂb}'maﬂm above to be true and accurate to the best of my knowledge, and I
Under penalties of perjury, I that hereby authorize any agency,

organizationindividuals to supply such verification or infgrmation  may be needed to determine tax credit eligibility to my employer, employer represenfiitive
Associated Consultants, Inc. dba Retrotax , or the Department of Labor. (

New Employee Signature: M Date: __ 3~ /Y o’ L1 |

rg Rescurces in a Changing Market

INJURY MANAGEMENT PROGRAM

Injured Worker’s Responsibilities

As your employer, we are concerned about your full recovery. Reasonable and
necessary medical care will be paidfor 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 impactyour
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.

Signed: MIQ

Printed Name: [oi)), 0, & . J3usby T4




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
reissue 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 emitira un nuevo cheque y no hay cuota se deducira.

AGREED/SE ACUERDA—

Name/Nombre (con letra de molde):

Signature/Firma: Z/I c M
Employee Keebs This Form

New Health Insurance Marketplace Coverage Form Approved
1210-0149
(expires 11-30-2013)




Options and Your Health Coverage OMB No.

PART A: General Information

When key parts of the health care law take effect in 2014, there will be a new way to buy health insurance: the Health 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
employment-based health 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 also be eligible for a new kind of tax
credit that lowers your monthly premium right away. Open enrollment 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 monthly premium, but only if your employer does not offer coverage, or offers coverage that
doesn't meet certain standards. The savings on your premium that you're eligible for depends on your household income.

Does Employer Health Coverage Affect Eligibility for Premium Savings through the Marketplace?

Yes. If you have an offer of health coverage from your employer that meets certain standards, you will not be eligible for a tax credit through
the Marketplace and may wish to enroll in your employer's health plan. However, you may be eligible for a tax credit that lowers your monthly
premium, or a reduction in certain 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
9.5% 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 eligible for a tax credit.’

Note: If you purchase a health plan through the Marketplace instead of accepting heaith coverage offered by your employer, then you may
lose the employer contribution (if any) to the employer—offered coverage. Also, this employer 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 Marketplace are made on an aftertax basis.

How Can | Get More Information?

For more information about your coverage offered by your employer, please check your summary plan description or contact Emploger

Solutions Staffing Group LLC - 952-767-9519.

The Marketplace can help you evaluate your coverage options, including your eligibility for coverage through the Marketplace and its cost.
Please visit HealthCare.gov for more information, including an online application for health insurance coverage and contact information for a
Health Insurance Marketplace in your area.

PART B: Information About Health Coverage Offered by Your Employer

11. Phone number (if different from above) 12. Email address

1
An employer—-sponsored health plan meets the "minimum value standard” if the plan's share of the total allowed benefit costs covered by the plan is no less than
60 percent of such costs.



952-767-9519 ,' health@employersolutionsgroup.com X T

is section contains information about any health coverage offered by your employer. If you decide to complete an application for coverage in

the 3, Employer name 4. Employer Identification Number ( EIN)
Ma
-o-Lmplager Sentome Staffng Gronp LILE 20-8084369
::3 5. Employer address 6. Employer phone number
ac ——2301 Ohms Lane Suite 405
o 7.City 8. State 9. ZIP code
" MN 55439

o .
u 10. WEo can we contact about employee health coverage at this job?

' ESSG Health Benefits Team

asked to provide this information. This information is numbered to correspond to the Marketplace appiication.

Here is some basic information about health coverage offered by this employer:
. As your employer, we offer a health plan to:

All employees.

Some employees. Eligible employees are: Site by site basis, to employees who work 30+ hours/week, 1560+ hours/year

*  With respect to dependents:
We do offer coverage. Eligible dependents are: Dependents of enrolled employees working at sites that have elected insurance We do

not offer coverage.

If checked, this coverage meets the minimum value standard, and the cost of this coverage to you is intended to be affordable,

based on employee wages.

** Even if your employer intends your coverage to be affordable, you may still be eligible for a premium discount through the
Marketplace. The Marketplace will use your household income, along with other factors, to determine whether you may be
eligible for a premium discount. If, for example, your wages vary from week to week (perhaps you are an hourly employee or
you work on a commission basis), if you are newly employed mid—year, or if you have other income losses, you may still qualify
for a premium discount.

If you decide to shop for coverage in the Marketplace, HealthCare.gov will guide you through the process. Here's the employer
information you'll enter when you visit HealthCare.gov to find out if you can get a tax credit to lower your monthiy premiums.

13. Is the employee currently eligible for coverage offered by this employer, or will the employee be eligible in the next 3 months?

Yes (Continue)

13a. If the employee is not eligible today, including as a result of a waiting or probationary period, when is the employee eligible for
coverage? Varies by site (mm/dd/yyyy) (Continue) No(STOP and return this form to employee)

14. Does the employer offer a health plan that meets the minimum value standard*? Yes (Go to question 15) No (STOP and retumn form to
employee)

15.  For the lowest-cost plan that meets the minimum value standard* offered only to the employee (don't include family plans): If the
employer has wellness programs, provide the premium that the employee would pay if he/ she received the maximum discount for any
tobacco cessation programs, and didn't receive any other discounts based on wellness programs.

a. How much would the employee have to pay in premiums for this plan? $Varies - $0 - $55.38
b. How often? Weekly Every 2 weeks Twice a month Monthly Quarterly Yearly

If the plan year will end soon and you know that the health plans offered will change, go to question 16. If you don't know, STOP and return
form to employee.

16. What change will the employer make for the new plan year?
Employer won't offer health coverage
Employer will start offering health coverage to employees or change the premium for the lowest-cost plan avallable only to the employee
that meets the minimum value standard.* (Premium should reflect the discount for wellness programs. See question 15.)
a. How much will the employee have to pay in premiums for that plan? $
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DISCLOSURE REGARDING BACKGROUND INVESTIGATION

, or any of its subsidiaries may obtain information about you from a

consumer reporting agency for employment purposes. Thus, you may be the subject of a “consumer report” conducted
by a consumer reporting agency which may include information about your character, general reputation, personal
characteristics, and/or mode of living and which can involve personal interviews with sources such as your neighbors,
friends, or associates. These reports may contain information regarding your credit history, criminal history (State and
Federal records), social security verification, address trace, motor vehicle records (“driving records”), verification of your
education or employment history, or other background checks. You have the right, upon written request made within a
reasonable time after receipt of this notice, to request disclosure of the nature and scope of any report conducted by a
consumer reporting agency. Please be advised NationSearch.com, LLC (NationSearch)—11184 Huron St. Suite 13;
Northglenn, CO 80234; (800)-827-9550—will be the consumer reporting agency conducting the background
investigation. The scope of this notice and authorization is all encompassing, however, allowing the Company to obtain
from any outside organization all manners of consumer reporting now and throughout the course of your employment
to the extent permitted by law. As a result, you should carefully consider whether to exercise your right to request
disclosure of the nature and scope of any report conducted by a consumer reporting agency.

ACKNOWLEDGEMENT AND AUTHORIZATION
I acknowledge receipt of the DISCLOSURE REGARDING BACKGROUND INVESTIGATION and A SUMMARY OF YOUR RIGHTS UNDER
THE FAIR CREDIT REPORTING ACT and certify that | have read and understand both of those documents. | hereby authorize the
obtaining of “consumer reports” by the Company at any time after receipt of this authorization and throughout my employment, if
applicable. | hereby authorize, without reservation, any law enforcement agency, administrator, state or federal agency, institution,
school or university (public or private), information service bureau, credit reporting agency, employer, to provide any and all
background information requested by NationSearch.com, LLC—11184 Huron St. Suite 13; Northglenn, CO 80234 (800)-827-9550—
another outside organization acting on behalf of the Company, and/or the Company itself. | agree that a facsimile (“fax”), electronic
or photographic copy of this Authorization shall be as valid as the original.

Notice to Californla Applicants:Notice to California Applicants: Under section 1786.22 of California Civil Code, you have the right to request from
NationSearch, upon proper identification, the nature and substance of all information in files pertaining to you, including the sources of
information, and recipients of any reports on you, which NationSearch has previously furnished within the two-year period preceding your
request. You may vlew the file maintained on you by contacting NationSearch during normal business hours. You may also obtain a copy of this
report(s) upon submitting proper identification. Upon making a written request, you may receive a summary of your report.

New York applicants or employees only: You have the right to inspect and receive a copy of any report conducted by a consumer reporting
agency and requested by the Company by contacting the consumer reporting agency identified above directly.

Notice to Maine Applicants: Under Chapter 210 Section 1314 of Maine revised Statutes, you have the right, upon request, to be Informed
within 5 business days of such a request to whether or not a consumer report was requested. If such report was obtained, you may contact the
consumer reporting agency, NationSearch, and request a copy of the report(s) compiled.

Minnesota and Oklahoma applicants or employees only: Please check this box if you would like to receive a copy of a consumer report if one is

obtained by the Company.

Last Name: First Name: Middle Name:
73055\/ IK. [4__)[“1M EUNGeve
Other Names Used: SSN: Date of Birth:

73:), H13'92'§’703 g::rployment O?-Ol‘l?fy




Purposes Only)

Motor Vehicle Number & State of Issue:
(Driver’s License Number)

042015385  Tewessee

Current Address:

6500 7’1;65

Nemphss  Tw 3814

Signature:

Gfpeer Z. 63k 2

Date:
03-/5 20!y

Please initial this box in affirmation that you havg been advised of your rights as it pertains to this consumer report, and

are aware of the consumer reporting agency conducting the background investigation:

Wwea



a (m}
FedEx Security Vendor ID Request
INSTRUCTIONSOriginal Renewal
* Use only BLACK ink or BLACK type. If Renewal, old ID number
* Complete ALL blanks. Use N/A if applicable, giving explanation when necessary
* Be sure to obtain ALL required signatures A
* For more information, type “IDBADGE” in Keyword field on the FedEx home page * For help, call 801 797-7278
TO BE COMPLETED BY THE VENDOR APPLICANT

Applicant's Name Age Date of Birth Height Weight
Uylinem &, Bushy IR s9 4-2-198Yy 59" 268
Present Address City State ZIP Social Security Number Present Telephone #(s)
CSoo “Fivch memPhis 7 n 31491 |H13-92-57073 G01-3L5 - 1S &
Drivers License Number State License Issued Emergency Contact Name Emergency Contact Telephone
o420l §3%5 Tewwessec Sve Busby G0 -4G7 -§270
PREVIOUS ADDRESS(ES) FOR LAST 10 YEARS, STARTING WITH MOST RECENT ADDRESS
1. From {9 ¥ Y To_PRESENT__ Address 4500 Fiuch City_7 om pAss _ State Twzp 3§74/
2. From To Address City State Zip

3. From To Address City State Zip

4. From To Address City State Zip

5. From To Address City State Zip
6. From To Address City State Zip
Name Of Company You Represent Name Of Company Manager/Supervisor
Company Address City State ZIP Telephone Number
Billing Address City State ZIP Telephone Number
Applicant's Company Supervisor Signature (BLACK INK) Date

CRIMINAL STATUS CHECK

Have you pled guilty to or been convicted of a CRIME in the last TEN (10) years, excluding traffic and parking tickets? [IYes KiNo
If Yes, please explain:

Agencies approved to conduct background checks for vendors: Vendors who have lived in one county for the past 10 years
Choicepoint 800-749-9556 contact their local law enforcement agency. Examples:
Blue Line Investigations 901-266-7100 Shelby County Sheriff's Department
National Information Agency 901-521-6763 DeSoto County Sheriffs Department
Carco Group Inc. 800-645-4556 Cook County Sheriffs Department

FEDEX STATUS

Have you been a FedEx employee? Taves O No If Yesllgrovude pmvuous F edEx employee ID#:

Give previous FedEXx job position(s): .

Cacl -Time HMHpb
Applicant's Signature (BLACK INK) Date
( LAl F. 3~15-201Y

NOTE: Vendor IDs expire one (1) year from d ed. For renewal, the Vendor or his/her company must submit the Vendor ﬁequest Form. Vendor and FedEx requesting
department are responsible for the actions of the Vendor while Vendor is on FedEx property and for return of expired or terminated card within five (5) business days
from receipt of new card or termination date. Any lost or stolen Vendor ID must be reported to FedEx Security at 801 797-7278.

TO BE COMPLETED BY FEDEX REQUESTING MANAGER

i i

Date Completed Form Sent To Security Requesting Department's Name Comail Address

Physical Address Where Vendor Will Be Working (NOT 3-LTR ID) Is FedEx Ramp Access Required? O Yes 0 No




