Y i ) 7301 Ohms Lane Suite 408
W employer solutions staffing group. Edins, N 55439

Leveraging Resources in a Changing Market Tel: 952.835.1288 » Fax: 952.835.1255
wwaw. esgstafiingsolutions.com

‘New Hire .App,lica'tion
Personal Data—PLEASE PRINT LEGIBLY IN INK

Last Name _&‘ (ing First Name _Dw'?\)"\ﬁ’ Middie niial
Streethrese_I_; 656 "me-vu' I,V\ _'_& . _ AptiSte H &
Pmuuumbu(}\ 2) 375 o34x EmallMdm_A,_@\e_l«i—_ coMbtngd @ korres|  con-

Staffing Agency/Recrultment Partner

Are you legally authorizad to work in the United States of America? [(IYES [JNO

Applicant Certification and Authovization

| authorize Employer Sciutions Staffing Group (ESSG) to usa the information and statemants contained In this application to datermine my
qualificationa for employment. | authorize ESSG to makes inquiries of my former employers, except as indicatad In thia application,
regarding my previous duties, responsibiities, performance, compansation and eligibiiity for rehire.

| understand that a comprehensive background check may be conducted tn determine-my aligibiity for hire by certain dients of ESSG.
This may include but is not limited o, investigations of cziminal and/or conviction mcords, driving records andfor a drug screen test as
required by clients, gavemment regulations or by ESSG poficies.

I release ESSG and other persons aor antties from any daims that might be based on Esse%d-&imb conduct a baciqground chacke
| certify that all staternents made in my application are frus and accurats and that | have not omitted any materisl information or provided
fajss or mislaading infarmation. | undaretand that any matearial omission or misreprassntation Wil result In my disqualifieation from
consideration for smploymart or, if discovered after | begin employment, will result in my termination,

If hirsd, | agres to abide by the policies and procedursa of ESSG.

N Gy ~ W o Dti-s- i

Name {Print or type) s Signature

A copy or facaimile (“fax") will be considered the same as an original signature. Emall will ONLY be used for employment correspondence

For ESSG Office Use Only
po ________iwNww ____ {6 e |EEED R
Emergency Contact Info | Background Release Form Baciground Results Unamployment Letter ESC Application
(i applicahia)
For ESSQ Client Use
| DOH ROP Work Silaloe WC Cods:

ESSQ - Storeroom Solutions Rev. 13/2013



[ ] apply. However, Incoms, see Puh. 505 to find out if ghould adjwect
FOlm W'4 (2013) may clalm fawer (ar 2at0) alnwances, reg mMmanMu“m.
, must ba hasnd on Twe etmars or multiple jobe. f you have a
Compilata Form W4 5o that your you claimad and may nat be a flat emount or 3 mamﬂmnh:.mh
amployar can withhald the carmect federal incoma percantags of wages. intal number of allowances you are to claim
1ax from your pay. Conaider answ Form Headl of housshold. Ganerally, you can claim head on all johs only one Form
W4 sach yoar and when your parsonal or financial aof housshold siafus on yoir tax retum only if Wed. Your withholding ususlly will ba most accureta
Emepin - oosta of knaping v e hen 80% of the for e hghast paying [ med an he Fomn W-4
. upa p
.complete anly lines 1, 2, 3, :ly;g:n'd#h 01 wmmm%: clgimer an ths athera. Saa Puh. 505 for detalle,
mmmmvwmwmsm t Standard Deduction, Monresident allen, if you are a norsesident afian,
February 17, 2014, Bee Pub. 505, Tux Withhoiding Fling information, for information. : 90 Notion 1982, Buppamental Form U s
and Tax tumvummmdumm Inabructions for Nonresidem Aians, betorn
Nuto, i anothar person ean claim you az acoourd in your aliowshis number of ocomplsting this form.
dependent on his or har tat nstum, you canmnt claim G::""""‘: Chaol yoawr your Form W4 takea
fram ¥ youx inoome encesds m the child tax crenit effoct, uso Puh. SD5 to ses how the amoimt you are
§1.000 and Inchudes more then $350 of unearmed may ba disimad Alormmecs bhewtng compares 1o your projected foted tax
inberes? dividands), mde.seoMMhrMm hm&hmm‘w'mm
Baslc Insiructions, If you am not exampt, complets Ll o o exosed $130,000 {Single) or $180,000 (Marriod),
tha Persansf Allowmnces Worksheet baiow. The Ruure developmants. information aboutt sny fubure
worksheets an paga 2 further adjust your Nomengs incame. i you have a lage amount of davelopmnnis affecting Fomm Wod euch an |
withhelding aliowances hasad on itamized flonwaga incoms, such as intarest or dividandla, lagiaiation enacted aftar wa relessa Ity wil be postod
dechirtiong, cartain credits, adjustmants to income, mﬂ‘“'ﬂwlmmh" 'mlllw"'";“ af www b govid,
ummmmm may owe additionsl tx. ¥ you have “I ‘;‘h’-“
Personal Alowances Workahaet [

Tot
&mﬂ'formulifnomdnmdahnywasadm. - e e ..
-_Ywmshdamdlwuoriyomhh;a
B Enter*1"§: [ -Ymmmniad.hmnrlyomjob.mdymrmdoesmwuhw ] - - .

-Yowmesﬁmnamndjobormm’amguhﬂamﬂloibuﬂaaS‘l.SMc:rh-.

c Enw"‘l'foryowmBut.younuychooaetumtu'-o-'lfywnmrhdandhuadﬁuawuhgmeurmm
: thmonajnb.(&rtuim“-o-“nnyhahyouavuldhmhgtoommxwlhhdd.) L T TS, !'Q(_
D Emermmarddm(mmmmmmmmmmmwmmmmm. s+ s - ... D _§g
E Enhr"‘!’Hli&uMdmmmtmmn(mmdehmw - . E i
F Entar"1'Ifyouhav‘cdmﬂ.mmdﬂmmmmfumquumtochimacmdn . . F 1

-Nywwmwlbelmmssiwom.mImurled).m’z'faeachdgbhcﬁld:vmbs;ﬂ'nyou
hmﬂrutoﬂ:ohlbhdﬂdmahn'?ﬂynuhvammormmdlﬂedﬂdm 3
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worksheats -P%:fv&n mmmmmm&mh o Jobcwuh:.uo:paaezto
that spply. avold foo Ftfle tax withheld,

-Indﬂnrdmommmamln.mpI-.andmhmmmhﬂmllnoSdFammbebw.
lmmhn“ghhmmhmw.hqhhpmfumm

Employee's Withholding Allowance Certificate

e W= _ -
;..;.;""':"“"'.I."..:“', ’mbwnm;v*:mmu:wuu-:-muuﬁ:nhhu- 2@)13
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Cat. No. 102200



Employment Eligibility Verification FUSCIIS
orm 1.9
Department of Homeland Security OMB No. 1615-0047

U.S. Citizenship and Immigration Services Expires 03/31/2016

PSTART HERE. Read instructions carefully before complating this form. Tha instructions must be avalisbia during compietion 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 employes. The refusal i hire an individual bacause the documentation presentad has a future
expiration date may also constitute flegal discrimination, .

P R A DT B S e

; o Enethensior st <iiicoi Boron Sk st ettt Sl S
Laat Name (Famiy Nems) Firet Name (GAven Meme) mmlaumumam
Go b D
Addrass (Stest Number and Nams) APC Number | Clty or Town State Zip Code
1265¢ voosoedd [ K 2 Ernsboced co € 1o~
Dale of Birth (mmfddfyyyy) |U.S. Sockal Securily Number | E-mail Addrees hd Telephone Number
o7-22- 1459 [ZN\Ha4- chestshb. o Wros B@MWoinl| 213 375 05U

L)

I am aware that federal law provides for imprisoament andfor fines for false stataments or use of false documents In
connection with tha completion of this form. '

1 attest, under penalty of perjury, that! am {check one of the fallowing):
XA citizen of the United States

[7] Anoncitizen natianal of the United States (See Instructions)
[ Alawhul permanent resident (Alien Ragistration NumberfJSCIS Number):
Dmmmmmmmmmmm.nmmmmm) - Some aliens may wiite *N/A" in thia field.
(See instructions)
For allens authorized to work, provide your Alien Registration NumbesfUSCIS Number OR Form 104 Admission Number:

1. Alien Registration NumberfUSCIS Number:
gl OR . 3-D Barcade

Do Mot Write in This Spaca
2. Form 1-94 Admission Number:

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

Foreign Passport Number:
Country of lssuance:
Soma aliens may wiite "NJA" on the Fareign Passport Number and Country of Issuance fields. (Ses insfructions)

WMWWM_M; o mmmmmoq"eg’;)m'-{

i

lalh:t, under panaity of perjury,

5

that | have asalsted in the completion of this form and that to the best of my knowledge the
information Is true and correct
qsmommuum Dete (mmtdfyyyy):
Last Name (Famiy Name) First Name {Ghen Name)
_MMISMNMMMNM:) Cily or Town State Zip Code

Form -9 03/0%13 N



Employes Lust Name, Firet Name and Middia (nitial from Section 13
ListA OR . ListB AND LiastC
Identity and Employmant Authorization Identity Employment Authorization
ACa
[ Authorlly:
Document Number: Documant Number:
A1 1-Y-1545
Expiration Date (if any)(mmYdiyyy): Expiration Date (i any) fmmitiddyyy):
Documeant Titla:
Authorty:
Documant Number-
any)fmmbalyyy).
3-D Barcade
nt Title: Do Not Wrile in This Space
II!IingAM:
lDocunlerur:
Exmomm-mmmm
Cartification

| attest, under penalty of perjury, that (1) | have examined the dacument(s) prasented by the above-named employes, (2) the

above-listed document(s) appear to be genuine and to refate to the employse named, and (3) to the hﬂofmy knowiedge the
employes is authorized to work In the Unitad States.

mmmsnmmammmmmm; 4.1y (Sve Instructions for exemptions.)
Employer or Represantative Date (mmtid}yyy) Tile of Employer or Authorized Representative

Zﬂa _,:2 AW [Ace A Mac

|uuum{Fmvym Firat Name (G/ven Name} Empioyar's Business or Otgynization Name

Yo\ \W'\c-._. EMPLOYER SOLUTIONS STAFFING GROUP LLC

|Empioyer's Business or Organization Address mummnum Clly or Town State Zip Code
‘7381 OHMS LANE SUITE 408 EDINA MN 5548

r

Y ruw'ﬂ

B i e T

sl Binbe e shyhinr i aiwswhtwm."‘ .'..sm.n.mua?: l-ueﬂ ahr' o Jmmmm. il vl e ckiaa

A'mmmmmummmmm Riret Name (Givan Name) Middle Initial am«mwmm

C. nwmmdmmmm provide the informetion for the document fram List A or List C the employes
Mhﬂﬂnmmwmnhmw below.

Dacument Title: Docisnent Number: * [Expiration Date (i any)fmmidyyyy):

lMunﬂuMery,Mbh-hudmkMﬂgqmmlwu Is authorized to work in tha United 8tates, and if
the employes Mmmq.mmnhmmwbhmhuubmahbmlndeual

WOfEnplowoerlm Representative: Date (mmfidiyyyy): Print Nams of Employer or Authorized Representative:

Form 19 03/0%/13 N






EMERGENCY CONTACT INFORMATION

EMPLOYER SOLUTIONS STAFFING GROUP
IN CASE OF AN EMERGENCY - NOTIFICATION INF ORMATION

Employee Name: _BQ. S'P

Address:

Home Phone:

Contact #1
Name: TQ,SM a Corodor

Relationship: S‘ §+{f

HomePhane: 2Y 8§ 746 V\
Cell Phone: AU§ A0 €433

Work Phone:

Contact #2

Name: (\\yk& Lad\'%'\ (¥ 2ol N
Relatianship: be\h_s‘\,\

HomePhone: 334 333 7 uy g

Cell Phone:

Wark Phone:

Additional information you want Employer Solutions Slaffing Group and aur clients to knaw in the event

of an emergency:

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



employer solutions staffing group.
Leveraging Resources in a Changing Market
Direct Deposlthayroll Debit Card Authorization

EmploychawtlnopﬁmofrweivhlgmbkaectDepositmﬂmPaynﬂlDebitCard.
If ou do not o |-'-—-l.|| VB '_.n, naid by Pavroll m'bhcm

- - SSN# (faat 4 digits)
s N -

PG] Direet Deposit (Ploase complet: Sections 3 aad 5 below)
n Payrulll Deblt Card (Flease complete Scetions4 and 5 below)

Iumderstand and acimowledge that if I domat provide s
vulded check with this direct depoalt form, I sm
respansible for any delsys in payroll or extra costs
incorved if the account mumber that I provide is imenrrect.

mid DBC  pa L(-'S‘LH'

[0 Update Bank Acconnt

: _Bank Name: lﬁé— Q K
i 1076050 U
focunt VI (OO (U
Account Type: L] Checking [f Savings [JOther

. Tohbmamm;nmﬂmm;cmi;w&a&.(l depoait sllp will mot work)
- Hyﬁ&nphmh,domdmeymddhd;mnﬂymﬁnadwhnm‘nmlmh-t.wﬁ:hmyuhzuym

Fedemllnvmqlitesllﬁnmddhsﬁmﬁmnobﬁmveﬁ&nﬂmaﬂhﬁmnﬁmﬁdihﬁﬁuenbpmwhmmmhmm
request a Payroll Debit Card for you, mmmmﬁknﬂofﬁe&ﬂowhgiﬂomaﬁmhwmcnaﬂehwiuﬁmnmidmﬁfymﬁ
you do not submit a Direct Deposit/Payroll Dobit Card Authorization, ESSGwiﬂmﬁdeﬂemwh&mﬁonMimeyw a Payroll Delit
Cmdinpl.yyom:wngcs. For your protection, hﬁmﬁdhﬁﬁmm&mbmﬁh'aﬂiﬁoﬂﬂaﬂuﬁmhﬁnﬂhﬁmhycm

wages.
CARDHOLDER INFORMATION (aa you want your Payroll Debit Cand to be issued)

1305k cooeeid- Ln 8 WO . qLgus
C » { J ‘S& b}‘_ W Ccllﬂonefngileg o b(,}

GET ALERTS, when your paycheck is deposited on your card! ) ez, sign me up, for text elerts
All we need to know your cell phone service provider and mobile mmsber shove! ly maobile service provider is:
RECEIPT OF PAYROLL DEBIT CARD (o be completed when you pick up your Payroll Debit Card)

Payroll Debit Card Routing # Payroll Debit Card Account #

122242597 i

Ihvu:eciwdmyraymllDﬂmmhﬁgmﬁummuﬁﬁmﬂm.mvﬁgmy?ammm
Inmmtemmm:mdﬁmﬂﬁmMnhﬁMcmwﬂnﬂcmmﬁmﬁnmm&mhwiﬂfmﬁmI
i lhnﬁn-cal. ial ingtitotion to debit my Pavroll Debit Cand

wmﬁmizaddedwﬁungiﬁnnymmt(i)uddmdnhwcﬂmmﬁmifmuy,dcbhcmiundaﬁnunmmﬁ:rnycm&temiu
made in eror to my account(s). * E-mail is required for pay stub information.
*E-maii: MT\N-U’“P“S A4 @ Nw\ = LB ¥

thililfonnaﬂunwillnlybcudtoundyuurm&cunnically

g LA UL v Yopoiu




employer solutions staffing group.

Leveraging Resources in a Changing Market

STATEMENT OF CONFIDENTIALITY

This agreement made this Z day of_P\pct \ , 201 Y, between
Employer Solutions S&If‘ling Group LLC, hereinafter referred to as “employer”,
and G-\~ hereafter referred to as “employee”.

WITNESSETH:

For the duration of my empioyment and after resignation or 1erminauc
this employment with employer, for any reason whatsoever, the employee shall
not use or disclose to any other person or company, and confidential or
proprietary information or know-how related to the business of the employer.

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

B Ll GO,

Employee/Signature

Employer Solutions Staffing Group LLC, Representative



Pre-Screening Notice and Certification Request for

Rev. Jamuary 2012) the Work Opportunity Credit OMB No. 1545-1600
Dapartment of tha Traamuy b Ban separate Insiructions.

in tha fines below and check any boxae that apply. Compiets only this side. '
Your name @\ﬂ\\y\ - Q—L\M . Social security number > 2W\-6M- LSUs

Suaetaddranmyw%ve 12666 roosedt | 404 2N

City or town, state, and 2P cod _'Ev;\\?k,weoc\ Co soll

County _ﬂ%‘@ss Telephonenumber 213 "377¢™ QSN
I you are under age 40, entar your date of birth (month, day, ve) _©7 - 2 2 -1 G '§4

1 L] Gheck hers if you received a conditional certification fram the stats workioros agency (SWA) or a paricipating local Bgency
for tha work opportunity eradit.

2 [J Check here it any of the following statemants apply to you.

a la‘namembaofafam"ythathasmcdwdmlstancaﬁunﬁnmyﬂdsﬂnmtamedy&mlha(l'ANF)foranyB
months duting the past 18 months.

* | am a vetaran and a member of a family that received Supplemental Nutrition Asslstance Program (SNAP} benefits (food
atamps) for at least a 3-maonth peried during the past 15 months.

= 1'was referred here by a rehabiiitation agency appraved by the state, an employment network under the Tickst to Wark
program, or the Department of Veterans Affaira.

* | am at lsast age 18 but not age 40 or alder and | am a mamber of a family that:
a Receivad SNAP banefits (food stampe) for the past 8 months; or
b Racelved SNAP benefits (food stamps) for at least 3 of the past 5 months, bat Is no longer eligible to recelve them.

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

= | recaivad supplamental security incoma (S5I) banafits for any month ending during the past 60 days. :

. lmaut-auwdlwasummrawbdapalodswngathm4wemmmﬁmsmonthsdurlnglha

s O Gheckhamifyouamavaﬁsranardyoumumnﬂnyadtanpeﬁodcrparinatntaﬁagatlemamnm:dmihepant
year.

4 DCheckharelfyoumaw&anuﬂﬂedhwmmsaﬂmfwammddhahtmymdywWemdlschargedor
relsased from activa duty in the U.S. Armed Farcea during the past year. -

5 [ Check here if you ara a veteran entitled 10 compansation for a sarvice-connected disability and you ware unemployed for a
period or perlods totsling at least 6 months during the past year. '

6 [ Check hera If you are a member of a famliy that:
» Recelved TANF payments for at least the past 18 months, or
* Receivad TANF payments for any 18 monthsa beginning after August 5, 1997, and the earllest 18-month period beginning
after August 5, 1997, ended during the past 2 years, or
* Stopped bsing sligible for TANF paymants during the paat 2 years bacausa federal or atata law limitad the maximum time
those payments could be madae,

: w—ﬁwmmﬁirn
Undupendndpmldedyemlgmlhonbmmhhnuﬂmtoﬂunﬂuywonumohdulmoﬂamd-hb.mdilh.mhhuldmthbdge.m
cosrect, and compiste,

Job applicant's eignature b M@Qﬁﬁ m %;5 ”‘h‘{

Faor Privacy Act and Paperwork Reduction Act Natics, oee page 2. Gal. No. 228511 Fomm 8850 (Rov. 1-2012)




Form A (rev. 08/12) TAX CREDIT QUESTIONNAIRE RETRTAX.
' (Sl P A0 P | o Ay s )

EMPLOYER SECTION:
ESG FEIN#: ESG Client Name & State:
Hiring Manager: Position: Starting Wage: $
EMPLOYEE SECTION: i
Employee Name: Street Address: City/State: 2
pw,\w Co\\os 2%k mm\l\-\h Wi Endumaad (B |€OW R

2N - 64-15s | o1, 3o v\ ITve"pane

Date of Birth: Have you worked for | K yes, Iocation:

Please complete all questions, and sign and date the form. Yes No

1

Have you or has anyone living with you received Temporary Assistance to Needy Families (TANF) O ®
st amy thme since Angast 8, 19977 (i yes, please provids infunsation below.)
Name of the person receiving benefits: Relationship to yoi:
City: County: State:

mMuhmmﬂmmanmm(mnmmmthpstlsnmﬂn? O K
(if yes, pleaso provide information below.)

Name of the person receiving benefits: Relationship to yon:
City: County: State:

Have you reesived Supplemental Security Inceme (SSI) at eny time within the past 3 moaths? D E
Please note, this is not the same as Social Security bencfits (SS) or Social SummyDlsnhlny (SSDI) bencfits.
I you Mdmpkmpmdeacopyd)wm docismerdutioen.

4

Hmmmehedaqy‘ypolmﬂouluhbﬂhthsewhuwﬂhhthmtwoym? |
e&ﬂmemdcmwhchtypeofw worked with and provide their location information below:

Vocational Rehahilitation Agency Dept. of Veterans Affairs D Employment Network (Ticket 1o Wosk Program)
Name of Agency: - Phone #:
City: County: State:

*f you checked yes please provide a copy dymrmlndvﬁul Work Plan and Ticket to Work documentation.

X

Are you a Veteram of the U.S. Military? *If yes, please provide a copy of your DD-214 and letter of separation.
M yes, please provide informstion below. If o, please continne to guestion #6.)

Dates of Sarvics - From: / / To: / /

Branch of Service:

Are you entitied tn ar ave you receiving compensation for a service-commected disability?
Have you been encmplnyed at any tine during the last 12 months?

I yes, dates of unemploymeat - From: / / To: / /

Did you receive unemployment compensation at suy point during your e ployment?

O
B X

b

Oi0 0O
®|&Z

Have you been convicted of a felony or released from prison for a felony conviction in the past 12 months?
Comviction Date: )1 Releasc Date: 1
Was this a [_] Federal or [_] State coaviotion? If State - County: State:

lEC(NlﬁeAmarkm): Arejmmyomﬁsamb«afaNﬂichn&imTﬁb? . 0 m
*If you checkedyes please provide a copy of your CDIB card
CA Residents: Ase you the child of foster parems? [ DoEteeeiveCnIka!‘? ] workforce Investment Act?

Arc you s migrant or scasonal farm worker?
SC Residents: DoyumcuveFmilylndependenceBemﬁn?

Have you ever been convicted of a misdemennce?

PLEASE READ, SIGN, pATE.
Undler penalties of perjury, I de the haformetion above to be irue and accurate 1o the best of my knowledge, and 1 herely outhorize cny agency,

or individuals 1 supply swch verification or byformation ihat may be needed to determine tax credit eligibility to my employer, employer

argentzation,
represerdative (Amdddﬂmmm Retrotax), or the of Labor.
thﬂoyuﬂmﬂm‘éz\d/ AM Date: L‘ - $’ l‘{




employer stutl ons staff ing group.

Leveraging Resources 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 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 heaitn
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 dlinic if
possible.

Obtain a Report of Workability from your physician at eveary appointmeant, a
minimum of once every two weeks. M.R. 5221.0420 requires that your physician
cooperate with retum 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 reportto 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.



mGiMam reguiar, weakly, CommuniCation with your empioyer it you are unaoie to
retum 1o work. Contact your empioyer a minimum of after every visit with your
primary health care provider. Keep the claims representative advised of your
status. : '

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 responsibiiities and agree to abide by these guidelines.

Printed Name: ax + L Hr,«;




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 mall, etc.), you
must notify your staffing recruiter that the check cannot be found. if it can be
verffied 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 nrst nie a poliCe report Derore We Gais ix-
Issue the check. Once you have done so, you must provide a copy of the policy
raport 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

Siun cheque de pago se pierde (que falta, fuera de lugar, destruido, perdido en
el comeo, 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 vy si la pérdida del cheque
no fue su culpa, ESSG emitird un nuevo cheque y no hay cuota se deducird.

AGREED/SE ACUERDA—

Name/Nombre (con letra de moldei: %)# émhé
Signature/Firma: p U'Y)U(LJ- 4(,0 L\""s




