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SENSITIVE BUT UNCLASSIFIED

Case Verification Number: 2017319112326ZA
Report Prepared: 11/15/2017

Company Information
Company ID: 47429 Company Name: Employer Solutions Staffing Group

Employee Information

Last Name: Castillo First Name: Danlel

Date of Birth: 02/14/1989 Soclal Security Number: *** ** 4947

Hire Date: 11/14/2017 Cltizenship Status; A citizen of the United States
Document Information

List B Document: 1D card Issued by a U.S. federal, state or local List C Document: Social Security Card
government agency

Case Status Information

Current Case Result: Employment Authorized Employer Case ID:
Case Submitted On: 11/15/2017 Case Submitted By: GLUI1009
SENSITIVE BUT UNCLASSIFIED

1ofl 11/15/2017, 10:23 AM



Employment Eligibility Verification
Department of Homeland Security
U.S. Citizenship and Immigration Services

USCIS

Form I-9. .
OMB No. 1615-0047
Expires 08/31/2019

—_—_————— R R R R EEE————
P>START HERE: Read instructions carefully before completing this form. The instructions must be availabls, either In paper or electronically,
during completion of this form. Employers are liable for errors In the compietion of this form.

ANTI-DISCRIMINATION NOTICE: It Is fllegal to discriminate against work-authorized individuals. Employers CANNOT specify which
document(s) an employee may present to estabilsh employment authorization and Identity. The refusal to hire or continue to employ
Section 1. Employee Information and Attestation (Employees must complete and sign Section 1 of Form -9 no later
than the first day of employment, but not before accepting a job offer.)
Last Name (FamﬂyName) First Name (Glven Name) Middle Initial Other Last Names Used (if any)
| Gast\la e
Address (Street Number and Name) Apt. Number | City or Town State ZIP Code
A4 % : 25 1) /‘I '4. iy £ W Mi‘ L—LSLS b
T U.S. Social Security Number Employee’s‘E-mall dress Employes's Telephone Number
,? - [l 2ol by p [y 3
14959 Mz {8 MR Qunie | Cabillo 81l @amel £51-33S-2302
| am aware that federal law provides for Imprisonment and/or fines for false statements or use o'f E@qacuments in

connection with the completion of this form.
I attest, under penalty of perjury, that | am (check one of the following boxes):

I 1. A citizen of the United States

|:] 2. A noncitizen national of the United States (Sse instructions)

|:| 3. A lawiui permanent resident  {Allen Registration Number/USCIS Number):

OR
2. Form 1-84 Admission Number:

D 4. An alien authorized to work  until {expiration date, if applicable, mm/ddiyyyy):
Some aliens may write "N/A" in the expiration date field. (See instructions)

Allens authorized to work must provide only one of the following document numbers to compiete Form I-9;
An Allen Registration Number/USCIS Number OR Form I-94 Admission Number OR Foreign Passport Number.

1. Allen Registration Number/USCIS Number:

OR
3. Foreign Passport Number:

Country of Issuance:

QR Code - Section 1
Do Not Write In This 8pace

Z D /f'

Today's Date (mm/dd/yyyy) | ( /IVI /aOL:F

| did not use a preparer or translator.

Préparer and/or Translator Certification (check one):

[:| A preparer(s) and/or translator(s) assisted the employee in compieting Section 1.
(Fields below must be completed and signed when preparers and/or transtators assist an employee in completing Section 1.)

| attest, under penalty of perjury, that | have assisted In the com
knowiedge the information is true and correct.

pletion of Section 1 of this form and that to the hest of my

Signature of Preparer or Translator Today's Date (mm/ddhryyy)
Last Namne (Family Name) First Name (Given Name)
Address (Stresf Number and Name) Clty or Town State ZIP Code

@ Employer Completes Next Page

Form1-9 07/17/17 N

Page 1 of 3



Employment Eligibility Verification USCIS

Department of Homeland Security Form I-9
U.S. Citi hip and ioration Servi OMB No. 1615-0047
.S. Citizens p Imm.lgr o6 SErvices Expires 08/31/2019
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 employee's first day of employment. You
must physically examine one document from List A OR a combination of one document from List B and one document from List C as fisted on the "Lists
of Acceptable Documents.”)
72 First Name (Given Nam J. | Citizenshi S
Employee Info from Section 1 L{a\s: riar;\e. {ﬁamlly Name) am _( ve? 8) M. itizenship/immigration Status
L P 0 | S SN RN Yl
ListA OR ListB AND ListC
Identity and Employment Authorization Identity Employment Authorization
Document Title Document Title Doc_zument Title
I“df'_ﬂ'i-r 15: e LA G_Lf C{ ‘\::_—)% CL\.("(_‘\
Issuing Authority Issulng Authority Issuing Authority
AR 9B
Document Number Document Number Document Number
Hiole& ANT1S G A0 Y11 --H94 7]
Expiration Date (if any)(mm/dd/yyyy) Expiration Date (if any)(mm/dd/yyyy) Expiration Date (if any)(mm/dd/yyyy)
03/14 /ooy

Document Title
Issuing Authority Additional Information Do Not ke I e e
Document Number
Expiration Date (if any)(mm/dd/yyyy)
Document Title
Issuing Authority
Document Number
Expiration Date (i any)(mm/dd/fyyyy)

Certification: | attest, under penalty of perjury, that (1) | have examined the document(s) presented by the abhove-named employee,
{2) the ahove-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 employes’s first day of employment (mmv/dd/yyyy): | | / 4 ] ApY]  (See instructions for exemptions)

Signature of Employer or Authorized Representative Today's Date (mm/dd/yyyy) | Title of Employer or Authorized Representative
LG e o W/AAS[R0Y) -Oa_u‘ oy S dasywwenvouve
st leyer or Authorized Representative Flrgt Name of Emp!ofer or Authorized Representative | Employer's Business or Organization Name
M AL VTN O e e
Employer's Business or Organization Address (Street Number andj\lame) 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) B. Date of Rehire (if applicable)
Last Name (Family Name) First Name (Given Name) Middie Initial Date (mm/dd/yyyy)

C. if the employee’s previous grant of employment authorization has expired, provide the information for the document or receipt that eslablishes
continuing employment authorization in the space provided below.

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

1 attest, under penaity of perjury, that to the best of my knowiledge, this employse Is authorized to work in the United States, and Iif
the employee presented document(s), the document(s) | have axamined appear to be genuine and to relate to the individual.

Signature of Employer or Authorized Representative | Today's Date {mm/ddiyyyy) Name of Employer or Authorized Representative

Form1-9 07/17/17 N Page 2 of 3







This card belongs to the Social Security z’:dministration and you must .

1

return it if we ask for it. %
if you find a card that isn’t yours, please return it to: )
. Social Security. Administration

P.O. Box g3008 Baltimore, MD 21 290-3008

For any other Soclal Security: business/information, contggt your local.
. Social Security office. If you write to the above address for any busmess
/'_othbr than returning a found card you will not receive a response

Social Securlty Administration EE.;
Form SSA-3000 (08-2011) £ G11895383
 pz N i o ‘l- '-‘. o : .a,

g




PO Box 46270
Minneapolis, MN 55344-9956

Tel: 952.835.1288

www.esgstaffingsolutions.com

employer solutions staffing group..

New Hire Application

Personal Data— PLEASE PRINT LEGIBLY IN INK

Last Name _Castillo First Name _ Daniel Middle Initial NA
Street Address_21232nd Ave AptiSte
City/State/zip _Newport MN 55055 Soclal Security Last Four XXX-XX-
Phone Number _ 651-335-2302 Email Address @

Staffing Agency/Recruitment Partner __CMG

All employment nd upon satisfactory proof of ide: and legal abllity to work in the U.S
Are you legally authorized ta work In the United States of America? @&]YEs (JINO

Applicant Cortification and Authorization
| authorize Employer Solutions Staffing Group (ESSG) to uge the information and statements contained in this application to determine my
qualifications for employment. | authorize ESSG to make inquiries of my former mployers, except as indicated In this application,
regarding my previous duties, responsibilities, performancs, compensation and eligibility for rehire.
1 understand that a comprehenaive background check may be conducted to determine my eliglbility for hire by certain clients of ESSG.
This may include but is not limited to, investigations of criminal and/or conviction recards, driving records and/or a drug scresn fest as
required by clisnts, government regulations or by ESSG policies,
| release ESSE and other persons or entities from any claims that might be based on ES8G's decision to conduct a background check.
| certify thet all statements made in my application are true and aceurate and that | have not omitted any material informetion 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.

Daniel Castillo Dl Cartity Nov 15,2017
Name (Print or type) Applicant’s Signatura 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
POH | NWW -9 8850 w4
Emergency Contactinfo | Background Release Form Background Results Unempioymant Letter ESC Appilcation
(if applicable)
For ESSG Client Use
DOH ROP Work Site Los, WC Code

ES3G - CMG-CO Rev. 04/2017



Form W4 (2017)  Peomwbir - Tt

Baslc instructions, mmpt complete considar maldruesﬂmmdm ualngFonn
Purpuss. Complsts Form Wod oo thatyour the Peraonal Magg\?w ow. ‘Mmmgg‘g‘m“
em withhold the comect workshests on page 2 further adjust additl uf""“"“
tax from) ur pay, Cansidar com 4 new Form wmwldmganm based on Remizad %QWP""-W&‘W shouid
aad‘a antd when your p or financial deduotbns.oenalnmadns. ustmenta to income, ‘MV""’
mes. ar two-samers/multiple jobs xnmngmm%m:m
from withholding. are axempt, Complets all workshesgts that However, rking THEE) d
compia lb'les;bg.a.%arggumdd?nma mey alim fewer or zao IMWW ™ total number of allowances you are etled to i
February 16, 2018, Se P Tax Withho! - youclaimed &nd nesy ot be 2 flat emount or e usually will be mast acaurata

percentage wagss claimed on the Form W-4
L : baud i 8 are

onhlaorhsrtaxwm c!almmmpﬁ ufhamelmldﬂll Manynur olw wwm" amammascdantaﬂm.aee
withholding if %’m you are and pay nore then 50% of you
m?mﬁmﬁm“mw et m:&mmmww
may o ablato clsim Pub. 501, Exa: 3, Standard Dedustion, and Check your withh Form W-4 takes
%ﬂmﬂﬂwmmh Filing Infarmation, for fnformi eﬁam,usemsosmeeahow ammmt&m
& Gepancar i the empioyes: e D %79& WW kil
» Is age 85 or oider, i dependem "”m
» Is blind, or W%ﬂdﬂd&c@mmm lnfomtaﬁonm anymhu's
& W laim aclugtmenta to nooms; tax radh;or m%mmmmm"mmmmywam« mmmwmmwmnapm
Personal Allowanm %orksheet (Keap for your moords.)
A  Enter *1” for yourself if no one eisa can claimyouasadependent . . . o 0.0 0 o o L
» You're single and have only one job; or
B Enter*1”if [ » You're married, have only one job, and your spouse doesn’t work; or } o oo I
* Your wages from a second job or your spouse’s wages (or the tota! of both) are $1,600 or less.
C  Enter*1" for your spouss, But, you may choose ta enter *-0-” if you are married and have either a working spouse or more
than one job. (Entering *-0-" may help you avold havingtoo fittletexwithheld) . . . . . . . . . . . . « . ©
D  Enter number of dependents (other than your spouss ar yourself) you will claim on yourtexretum . . . o m o o= P
E Enwr"f'ifyouwillﬁleasheadofhouseholdonyowtaxrehun(seeeondhionsunderﬂeadofhomholdabove) .. E
F  Enter *1”  you have at least $2,000 of child or depandent care expenses for whichyouplantoclaimacredit . . . F

(Note: Do not include child support payments, 8ee Pub, 503, Chlld and Dependent Care Expenses, for details.)
Child Tax Credit (including additional child tax credif), Sea Pub, 872, Child Tax Credit, for more Information,

» }f your total income will be less than $70,000 ($100,000 if married), enter “2” for each eliglble chiid; then less “1* if you
have two to four eligible chlildren or less “2” if you have five or more eligibie children.

» If your total income will be between $70,000 and $84,000 ($100,000 and $119,000 If married), enter *1” for each efigible child. @
H  Addlines A through G and enter total hera. (Nate: This may be different from the number of exemptions you clalm on your tex retum.) » H

= |f you plan to Remize or claim adjustments to Income and want to raduce your withhokling, see the Deductions
For acouracy, andyAdlashnauls Warksheat on page 2. =

complets all * If you are singla and have more than one Job or are manied and you and your spouse both work and the combined

worksheets n?sfromanlobs axceed 650,000 {20,000 if married), see the Two-Eamers/Multiple Jobs Workshest on page 2
that apply. d having too litle tax withh
o Il‘namxaroftheabovaaftuaﬁmﬂ s, stop here and enter the number from line H on line § of Farm W-4 below.
Separate hers and give Form W-4 1o your employer. Keep the top part for your records.
" W"'4 Employee’s Withholding Allowance Certificate OMB No. 1545-0074
m
P> Whsther you ars entitiad to clalm a certain number of allowances or exemption from withholding is
oo it syl subjoct to review by the IRS, Your employer may be required to send a copy of this form to the IRS, 2© 17
1 Yourfirst name and middia nigal Tagtname Castillo 2 Your social security number

Home address (number and street or rural routs)
21232nd Ave

Chy or town, siate, and ZIP code

3 [® singis (J Marmied CJ Marrod, but withhold at higher Single rate.
Nots: If married, but legally separated, or spouse is a nopresident ellen, check the "Single” box.
4 1 your last nama differs from that shown on your sonlal segurity cerd,

Newport MN 55055 oheck hers, You mast oall 1-800-772-1213 for a replacement card, ».
5 Total number of aliowances you are claiming (from line H above or from the applicable worksheet on page 2) §| 1
8 Additional amount, If any, you want withheld fromeachpayoheok . . . . . . . + « + « . & als

7  1claim exemption from withhoiding for 2017, and | certify that | meet hoth of the following conditions for axamptlon.
» L ast year | had a right to & refund of all federal income tax withheld hacause | had no tax liability, and
 This year | expeot a refund of all federal income tax withheld because | expect to have no tax llablpi_ty.
7

Braret s

1f you meet both conditions, write “Exempt’here. . . . . o - s e e o P
Under penalties of perjury, | deciare that | have examined this certificate and, to the bsst of knuwlsdgaand bellef, it is true, carrect, and complete.
Employee's signature Taniel Cartitte
('rmgl form is not valid unless you sign it) p- _BenielCasilo iNav 15,2017 pate» Nov 15,2017

8  Employers name and address {Employer; Complete lines 8:and 10 only if sanding to the IRS.) | 8 Office cuda {optlonal) | 10  Employer [dentiication number (EIN)

For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. Na. 102200 Form W-4 (2017)



EMPLOYER SOLUTIONS STAFFING GROUP
BACKGROUND CHECK AUTHORIZATION

Danfel Castillo
(First) (Middle) (Last)

Employee Name:

—Former Name(s}-and Dates Used:

Current Address Since: 2123 2nd Ave Newport MN 55055
(Mo/Yr) (Street) {City) (State/Zip)
Previous Address From:;
{Mo/Yr) (Street) {City) {State/Zip)
Previous Address From:
{Mo/¥r) (Street) (City) {State/Zip)
Social Security Number;___ 477174947 pog:_02/14/1989
Phone Number: 651-335-2302
Driver’s License Number/State:

The Information contained in this application is correct to the best of my knowledge.

I hereby authorize Empioyer Solutions Staffing Group, LLC and its designated agents and representatives to conduct a
comprehensive review of my background causing a consumer report and/or an investigative consumer report to be
generated for employment purposes. | understand that the scope of the consumer report/ investigative consumer
report may include, but is not limited to the following areas: verification of soclal security number; credit reports,
current and previous residences; employment history, education background, character references; drug testing, civil
and criminal history records from any criminal justice agency in any or all federal, state, county jurisdictions; driving
records, birth records, and any other public records,

| further authorize any individual, company, firm, corporation, or public agency to divulge any and all information, verbal
or written, pertaining to me, to Employer Solutions Staffing Group, LLC or its agents, | further authorize the complete
release of any records or data pertaining to me which the individual, company, firm, corporation, or public agency may
have, to include information or data received from other sources. Employer Solutions Staffing Group, LLC and its
designated agents and representatives shall maintain all information received from this authorization in a confidential
manner in order to protect the applicants personal information, including, but not limited to, addresses, sacial security

numbers, and dates of birth,
Signature: ULl nate: NOV15,2017

Notice to CA, MN, and OK Residents:
Please check the box below if you wish to receive a copy of a consumer report that Is requested.
1 wish to receive a copy of any Background Check Report on me that is requested.



Para Informacidn en espaliol, visite www.consumerfinance.gov/leammare o escribe a la Consumer Finamcial Protection Bureay, 1700 G Strest N.W., Washington,
DC 20552,

| A SUMMARY OF YOUR RIGHTS UNDER THE FAIR CREDIT REPORTING ACT |
The federal Falr Credit Reporting Act {FCRA) promotes the accuracy, falmess, 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 agencles that sell information about check writing histories, medical
recards, and rental history records). Here is @ summary of your major rights under the FCRA. Far mors information, Including Information about additiona) rights, go
o www.consumerfinance.gov/iearnmore or write to: Consumer Financial Protection Bureau, 1700 G Strest N.W., Washington, DC 20552,

® Youmust ba told if information in your file has been used against you. Anyone who uses a credit report or ancther type of consumer report to dany your appll-
cation for credit, insurance, or employment - or to take ancther adverse action against you — must tell you, and must give you the name, address, and phone
number of the agency that provided the information.

s Yoeu have the right {0 imow what 13 In your file, You may request and obtaln 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 disclosura will be free, You
are entitled to a free file disclosure if:

® a person 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;

* your file contains Inaccurate information as a result of fraud;

® you are on public assistance;

o you are unemployed but expect to apply for employment within 60 days,
In addition, all consumars are entitled to one free disclasure every 12 months upon request from each nationwide credit bureau and from nationwide speciaity con-
sumer reporting agencles. See w sumerfinance govflearnmare for additional iInformation,

& 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 cradit score from consumer reporting agencies that create scores or distribute scores used in residential real property loans, but you will have to pay for
it In some mortgage transactions, you will recelve cradit 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 disputa Is frivolous. See www.consumerfinance.gov/learnmars for an explanation of dispute
procedures.

e Consumer reporting agencies must correct or delete inaccurate, Incompleta, or unverifiable information. Inaccurate, incompleta or unverifiable Information
must be removed or corrected, usually within 30 days. However, a consumer reporting agancy may continue to report information it has verified as accurate,

e Consumer raparting agencies may not report outdated negative information. in mast cases, a consumer raporting agency may not report negative Information
that is more than seven years old, or bankruptcies that are more thon 20 years old,

o Access to your file Is limited. A consumer reporting agency may provide Information about you only to peaple with a valid need - usually to consider an applice-
tion with a creditor, insures, employer, landlord, or other business. The FCRA specifies those with a valld need for access,

e Youmust give your consent for reports to he provided to employers. A consumer reporting agency may not give out information about you to your employer, ar
a potential emnluyet wlthoutyourwrlt!en mnsant glventothe amployar. Written consent generally is not required in the trucking Industry. For more infor-

» Youmay limit "pmuned" uﬁelsofmditand Insurance you get based on information In your credit report, Unsolicited “prescreened” offers for credit and
insurance must include a toll-free phone number you can call if you choose to remove yaur name and address from the lists these offers are based on. You may
opt-out with the nationwide cradit bureaus at 1-888-567-8688.

* You may seekdamages fram violators. if a consumer raporting agency, or, in some cases, a user of consumer reports or a furnisher of information to a consumer
reporting agency vinlates the FCRA, you may be able to sue in state or federal court.

o ldentity theft victims and active duty military personne) have additional rights. For more information, visit www.consumerfing

States may enforce the FCRA, and many states have thelr own consumer reporting laws, In some cuses, you muybmmmﬂm undersmelaw. Formorelnlw-

mation, contact your state or loca] consumer protaction agency or your state Attorney General, For Information about your federai rights, contact: ‘

TYPE OF BUSINESS: CONTACT:
3.2, Banks, savings associations, and credit unlons with total assets of over a, Bureau of Consumer Financial Protection
$40 hillion and thelr affiliates. 1700 G Street NW
Washington, DC 20552
b- Such affiliates that are not banks, savings associations, or credit unions also | b, Federal Trade Commission: Consumer Response Center — FCRA
should fist, n addition to the Bureau: Washington, DC 20580
{877) 382-4357

2. To the extent not included In item 1 above:
@ National banks, federal savings associations, and federal branches and fed- | a. Office of the Comptroller of the Currency
eral agencies of forelgn banks Customer Assistance Group

1301 McKinney Street, Suite 3450

Houston, TX 77010-8050

b. State member banks, branches and agencies of foreign banks (other than b, Federal Reserve Cansumer Help Center
federal branches, federal agencies, and Insured state branches of foreign P.0. Box 1200

banks), commercial lending companies owned or controlied by forelgn banks, | Minneapolls, MN 55480

and organizations operating under section 25 or 25A of the Federal Reserve

Act .

c. Nonmember insured 8anks, Insured State Branches of Foreign Banks, and ¢. FDIC Consumer Response Center
insured state savings assaciations 1100 Walnut Street, Box #11
Kansas City, MO 64106

d. Federal Credit Unlons d. National Credit Union Administration




EMERGENCY C_)_QNTAQT INFORMATION

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

Employee Name: Daniel Castillo

Address: 21232nd Ave Newport MN 55055

651-335-2302

Home Phone;

i éo;t;ct #1 | .I.-I-on.xe é: B
Name: Amanda Cell Phone: 651-728-0846
Relationship: Work Phone:
Contact #2 Home Phone:
Name: Cell Phone:
Relationship: Work Phone:

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

This information will remoin confidential and will only be used in the case of an emergency.




et

employer solutions staffing group..

STAT TO IDE Ty

This agreement made this day of, , 201__, between
Employer Solutions Staffing Group LLC, hereinafter referred to as “employer”,
and hereafter referred to as “employee”.

WITNESSETH:

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

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

Danle] Qustillo (Nov 15, 2617}

Employee Signature

Employer Solutions Staffing Group LLC, Representative



employer solutions staffing groﬁpm
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.

No 0 loyer immediately of any new injuries or conditions th ct

your physical condition.

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

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

Signed: wmﬁn{(_}gw 15, 3m7)

Printed Name: Daniel Castillo




Important/importante
LOST OR STOLEN PAYCHECKS

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

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

CHEQUES DE PAGO PERDIDOS O ROBADOS

8i un cheque de pago se pierde (que falta, fuera de lugar, destruido, perdido en
el correo, etc), usted debe notificar a su reclutador de personal que el cheque no
se puede encontrar. Si se puede verificar que el cheque no ha sido cobrado,
ESSG se detendra el cheque de pago y reemitir el cheque a usted, descontando
un cargo de entre $ 25 - $ 35.

Si su cheque de pago fue robado, primero debe denunciar el robo a la policia
antes de que podamos volver a emitir el cheque. Una vez hecho esto, usted
debe proporcionar una copia de la denuncia a su reclutador de personal que el
cheque fue robado. Si el cheque no ha sido cobrado y si la pérdida del cheque
no fue su culpa, ESSG emitird un nuevo cheque y no hay cuota se deduciré.

AGREED/SE ACUERDA—

Name/Nombre (con letra de molde): Paniel Castillo

Signature/Firma;  banielcsstio oy 15,2007)




It is ESSG’s policy that all employees should be able to enjoy a hazard free and safe
work environment. It is ESSG’s duty to:

(1) Ensure that its clients provide you with g workplace free from serious

recognized hazards and comply with standards, rules and regulations issued
under the OSH Act.

(2) Ensure that its clients perform a job hazard assessment in order to identify

and eliminate potential safety and health hazards and to determine
necessary training and protections for employees at the facility.

(8) Make sure employees have and use safe tools and equipment.
(4) Establish or update operating procedures and communicate them so that

employees follow safety and health requirements.

(6) Provide safety training in a language and vocabulary workers can

understand.

ESSG is committed to vigorously enforcing its OSHA Compliance Policy.

To help ensure a safe workplace, you have certain responsibilities too, which include
the following:

Responsibility to work in compliance with OSHA laws and regulations
Responsibility to use personal protective equipment and clothing as directed
by the host employer

Responsibility to report workplace hazards and dangers

Responsibility to work in a manner as required by the employer and use the
prescribed safety equipment.

You have the following basic rights:

Right to refuse unsafe work

Right to know or be informed about actual and potential dangers in the
workplace

Right to review copies of appropriate standards, rules, regulations and
requirements that the host employer is required to have available at the
workplace.
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workplace, appropriate precautions to take, and procedures to follow if
involved in an accident or exposed to hazardous substances
» Right to gain access to relevant personal exposure and medieal records,

You can have your name withheld from the host employer and any other entity, by
request, if you sign and file a written complaint. You can request to be advised of
OSHA actions regarding a complaint, and request an informal review of any
decision not to inspect the site or issue a citation. And, you can file a complaint if
you are punished or discriminated against for acting as a “whistleblower” under the
OSH Act or 18 other federal statutes for which OSHA has jurisdiction, or for
refusing to work when faced with imminent danger of death or serious injury and
there is insufficient time for OSHA to inspect. Retaliation or reprisal taken against
anyone who has expressed concern about workplace safety is illegal.

If you believe that your right to a safe workplace has been violated, you can make a
report to a manager of the host worksite employer and/or ESSG (by telephoning
952.885.1288/1.866.496.7578) and asking for the ESSG Safety Director. You can
also contact OSHA directly with any concern. ESSG recognizes the serious nature
of ensuring workplace safety will endeavor to protect any employee who may have
been subjected to unsafe or hazardous worksite conditions.
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Acknowledgement of Receipt of Workplace Safety Policy

I certify that I have received a copy of Employer Solutions Staffing Group’s ESSG
WORKPLACE SAFETY POLICY. I understand that it is my responsibility to read
this policy and ask my supervisor, a member of management or to telephone
Employer Solutions Group (ESSG) at 952.885.1288/1.866.496.7578 with any
questions I may have about this policy. I agree to comply with ESSG’s policy on
ESSG WORKPLACE SAFETY POLICY and I understand failure to comply is
grounds for disciplinary action, up to and including termination.

1 also agree that if at any time during my employment I am believe that I am
working in an unsafe or dangerous work environment, I will immediately contact
my supervisor, manager, director or ESSG’s Safety Director at
952.886.1288/1.866.496.7578 in order to obtain assistance in the resolution of such
matters.

Employee Name (Please Print)
Daniel Castillo

Employee'’s Signature:
Z U

Danlel Custillo (Nov 15,2G17) Date: Nov 15,2017




- 0850 Pre-Screening Notice and Certification Request for
{Rev. March 2016) the Work Opportunity Credit OMB No. 1545-1600

Depariment of the Treasury

Internal Ravenus Service P Information about Form 8850 and RRs saparate Instructions is at www.irs.gov/form8850.

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

Yourname Daniel Castillo Social security number > 477174947
Strest address whereyoulive 2123 2nd Ave

City or town, state, and ZIP code ___Newport MN 55055

County Telephone number  651-335-2302

If you are under age 40, enter your dats of birth {(month, day, year) 02/14/1989

9 Check here if you received a conditional certification from the state workforce agenoy (SWA) or a participating local agency
for the work opportunity credit.

2 [TH Check here if any of the following statements apply to you.

* | am a member of a familly that hes received aeslstance from Temporary Assistance for Needy Families (TANF) for any 8
months during the past 18 months,

* | am a veteran and a member of a family that received Supplemental Nutrition Asslstance Program {SNAP) hanefits (food
stamps) for at least a 3-month perlod during the past 15 months.

» | was referred here by a rehabliitation agency approved by the state, an employment network under the Ticket to Waork
program, or the Department of Veterans Affairs.

» | am at least age 18 but not age 40 or clder and | am a member of a family that:
a. Received SNAP bensfits (food stamps) for the past 8 months; or
h. Received SNAP benefits (food stamps) for at least 3 of the past § months, but is no longer efigible to receive them.

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

= | raceivad supplemental sacurity Income (S8I) benefits for any month ending during the past 60 days.

= | am a vateran and | was unemployed for a period or periods totaling at least 4 weeks but less than 6 months during the
past year.

8 [Tl Check here if you are a veteran and you were unemployed for a period or periods totaling at least 8 moniths during the past
year.

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

& m] Check here if you are a veteran entitled to compensation for a service-connected disability and you were unemployed for a
period or periods totaling at least 8 months during the past ysar.

8 @ Check here if you are a member of a family that:
» Received TANF paymenits for at least the past 18 months; or
» Recelved TANF payments for any 18 months beginning after August 5, 1897, and the eariiest 18-month period beginning
after August 5, 1887, ended during the past 2 years; or

» Stopped being sligible for TANF payments during the past 2 years because federal or state law limited the maximum time
those payments could be made,

7 [t Checls hers if you are In a period of unemployment that Is at least 27 consecutive weeks and for all or part of that period
you recelved unemployment compensation.

Signature—All Applicants Must Sign

Under penalties of perjury, | declare that | gave the abova Information to the employer on or before the day | was offered & job, and it is, 1o the bast of my knowledge, frue,
oorrect, and complete,

” v,

Job applicant’s signature B _ Dane castloov 15017 Date NOV 15,2017

For Privacy Act and Paperwork Reduction Act Notice, see page 2, Cat. No, 22851L. Fonn88-50mev. 3-2016)
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Form A (rev. 03/2017) TAX CREDIT QUESTIONNAIRE  [QIE I ied JAX
EMPLOYER SECTION: S i

Client: Company:
Location: Position: Starting Wage: $
EMPLOYEE SECTION:
First Name: Last Names: Suffixs Street Addresss City/State: Zip:
IDaniel Castillo 2123 2nd Ave Newport MN 55055
Ssi Date of Birth: Aguw Have you worll::fdofo; 1f yes, Jocation:
477174947 this company before
02/14/1989 Yes[] No[]]
Please complete all questions, and sign and date the form. Yes No
1. Have yon or has anyone living with you received Temporary Assistance to Needy Families (TANF) o A
at any time since August 8, 19977 (ifyes, pleass provide information below.)
Name of the person receiving benefits: ______ Relationshiptoyow:

City: County: State:

2. Havsyon or has anyone livingwit)h yon received Food Stamps (SNAP) at any time dnring the past 15 months? O a

(If yes, please provide information below.
Name of the person recelving benefits: ______ Relationshiptoyou:
City: County: Stats:
3. Have yon received Supplemental Security Income (SS]) at any time within the past 3 months? (@] Q

Please note, this is not the same as Social Seourity benefits (SS) or Social Security Disability (SSDI) benefits.
*[f 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? a Q
If yes, pleass indioate which type of' 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:
*f you checked yes please provide a copy of your active Individual Work Plan and Ticket io Work documentation.

5§, Are you a Veteran of the U.S. Military? *6'yes,plemmvideaoopyofyowDD—214andlcﬂerofaeparaﬁan Q Q
(1f yes, please provide information below. 1fno, pleass continue to question

Dates of Service - From: To:
Branch of Service:

Are you entitled to or are you receiving compensation for a service-connected disability? Q g Z
6. Haveyou been unemployed at any time during the last 12 months?

a O

If yes, dutes of unemployment - From: To:
Did you receive unemployment compensation at any point duving your unemployment? Q Q
Q ¢

If yes, in which state did you receive unemployment compensation? __

7. Have yon been convicted of a felony or released from prison for a felony conviction in the past 12 months?
Conviction Date: Release Date:

Washis a [C} Federat or [ .Smmnviuﬁon? If State - Connty:

State:
_ i & Additional Tax Credits S o S
IEC (NativeAmu'im) AreynnorymrsponsaamamberofaNaﬂveAmeﬁm'l‘ribe? @) d

Ifyou checked yes please provide a copy of your CDIB card.

CA Residents: [L] Are you the child of foster parents?[ ]| Do you raeeive CalWorks? [ Worldforce Tnvestment Act?
] Are you a migrant or seasonal farm worker? [} Have you ever been convicted of a misdemeanor?

SC Residents: [[] Do you receive Family Independence Benefits?

PLEASE READ, SIGN, AND DATE:

Under penalties of perjury, 1 declare the infornmation above ta be true and oceurase 1o the bast of my knowledge, and 1 heredy autharize any agency, argamizarion, or
individuals to supply such verification or information that may he necded to determine tax credit eligibility to mp employer, employer representative (4ssaciated
Consultants, Inc. dba Retrotax), or the Department of Labor.

New Employee Signature: o Date: Nov 15,2017
TR ROV IS, 20T

o




U.S. Department Labor OMB Control No. 1205-0371
Employment and Training Administration Expiration Date: January 31, 2020

LONG-TERM UNEMPLOYMENT RECIPIENT SELF-ATTESTATION FORM
Work Opportunity Tax Credit (WOTC) Program

Instructions: This Self-Attestation Form (SAF) is to be completed, signed, and dated by the new hire only.

Employers or consultants submit this SAF to the State Workforce Agency with IRS Form 8850 or if filed
Senarmte-with i D SO0 O ET A FD U4 O &8 ertncan o

EaCh certification request filed Tor the new target

2

Under penalties of perjury, 1 declare that this information is true and correct to the best of my
knowledge.

New Hire’s Signature: nwwmww.mé!" Date Nov 15,2017

New Hire Name: Daniel Castillo

Social Security Number: 477174947
Employer Name:

Please check the statements below if they apply to you,

| declare that | was in a period of unemployment that is at least 27
consecutive weeks and for all or part of that period | received unemployment
compensation.

O 1declare that | have been in a period of unemployment since

»

(Enter start date)

Privacy Act Notice;

The Intemal Revenue Coda of 1886, Section 51, as amended and its enacling legisiation, P.L. 104-188, specify that the State Workforce Agendles am the
*designated” agencles responsibie for administering the WOTC ceriifiaation procedures afthis program. The information you have provided completing this
form wil be disclosed by your employer to the State Workfore Agency. Provision of this information Is voluntary; however the information Is retuired fo
datermine your employer's ellgibiity for the faderal tex oredit,

- csemose saune =

Public Burden Stafement

Persons are not required to respond to this collecion of information unless it displays & cumently valid OM B control number, Respondents’ obligafion o
completa this form s required to obtzin or retein benefits (P.L. 111-5), Public raporting burden Is estimatad to average 10 minutes per response, inoluding the
fime for reviewing instruofions, searching existing data saurces, gathering and mainteining the data needed, and compleiing and reviewing the collestion of
information. Send comments regerding this burden estimaleto the U.S. Depariment of Labor, Division of National Programs Tools Technical Assistance,
Room C-4610, Weshington, D.C. 20210 (Paperwork Reduction Project 1205-0371). Please do not submit completed forms to this address.

OD S50 CmD 8 6 Are 4 9GS €9 A S U S0 AREP G 9 GHEDT 4 TS 3 0 ¢ @ e 7 3 T @ e @ S 99 G ¢ § PG § A man 4O NS ¢ P 9P on b b

117-

ETA Form 9175 (Rev. November 2016)



employer solutions staffing group..
Wage Payment Method Authorization (Minnesota)

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

If you do not de a written electi will be paid er Check,
loyee N; . 8 digits) E
p o _
Direct Deposit may take up 10 7 days to be activated
lease complete Sections 4 and 5 below) Paper Check (Plsase complete Section 5 below)

[J Update Bank Acconnt I understand and acknowledge that if I do not Provide a
Bank Name: voided check with this direct deposit form, I am
responsible for any delays in payroll op exira costs
Routing# incurred if the account number that 1 Provide is Incorrect,
Initial Date

Account Type: [ Checking [J Savings [lother ]

= Tohelpus avoid making an error, pleast attach a copy of a voided check. (2 deposit slip will not work)
. lfyuuchangebmks,douot closcyowoldbmkammtlmﬁlyonrdhmdeposithasstamdmhcnewbank,whichmay take 2 pay periods,

SEC e

IPRAN RO] U S ST

Federal law requires al] financial institutions tp obitain, verify, and record information that identifies each person who opens an account, In order to
request a Payroll Debit Card for you, we must provide all of the following information that will enable the financial institution to identify you, If
you do not submit a Direct Deposit/Payroll Debit Card Authorization, ESSG will Provide the necessary information and issue you a Payroll Debit

to payiyour wages. For your protection, the financial institution may ask you to provide them additional identification information so they can
verify your identity,

Except for the routing and account number, ESSG does not have access to 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 ail of the terms. and conditions, You will
then sign acknowledging that You received the Payroll Debit Card and packet, Your Payroll Debit Card will be reloaded on

wages,

each payday you recejve
CARDHOLDER INFORMATION (as you want your Payroll Debit Card to be is:ued)
o i D
:- Lntel Y, st 4] 1959

OXYOT ACCEPTABLE) S ] '
City, [ Zip Cell (m
N |* spss ST-235-230
RECEIPT OF PAYROLL DEBIT CARD (to be completed when you pickup your Payroll Debit Card)
Payroll Debit Card Routing # Payroll Debit Card Account # | ¥

NCTHORIZN [~
1 authorize ESSG tn directly deposit my periodic wages/compensation 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 entries
made in error to my account(s). * E-mail is required for pay stub information.

*E-mails ‘, i\\é _- _ l w . & ltm . LA

. ] yeed sgifnd your paystubs electronically
b .‘ /I & " 4'
LA/ A= Date:
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Enhanced MEC

Benefits Enroliment Form O New

Employee Information

Name (First ang Las)

AW A

ployee

A

(s

€
Z1-1 &

1
-;ltu".w;ﬁ.ﬁkm =
Gender =% Malp
J Fomaie
Phone Number:

[ Rehire Rehire Date

—\__—

p—

8oclal Security Number

Wﬂo\ |

LY

Please Select D

esired (':overage:

D Employee-l-Spouse -
$38.00NVeek :

Employeg Only -
$24.00/Wee)

Employee+cm|d(ren) :
- $36.00/Week

L,

Family -
63.00/Week

O Male
O Female

EISpEn O child

Domestic Partner
NAME QF PERSON COVERED {FIRST, LAST) ;

EFF. DATE

EFF. DATE

TS EFF. DATE
Employee Acknmadgamnm and Authorization . | harehy apply for the Sroup henafitie) 2y Indicated, § acknowiedge that all entrieg are trug ang Somplete and thag
any m nta or faliure o report Informatio may be used as the basis for Cancaliation of covarage for me and my dependentya), i any, from the original
sffective data, Fy 97, | authorize my smpioyer to make the Necessary payrol] deduction of Premiums for caverages | haye slected,
PF ENROLLING - Yoy MUST SIGN HERE
Employes Signature . Datg
H

EMPLOYEES DECLINING lam DECLINING Coverage
1 underatand thay | and/or my dop-naanh. ifany, waive any covarage and desire to Participata in the plan at a latey dats. fwg may be conslidersd g lats snrolige and
must meet the requiremeants defined In the Certifieaty of Coverage for the Sompany's mecjea) or denta| . ] deciing enrolimant for myself or my dependents
(including my Spouss) becauag of other Covarage, | may, in future be able tg enrol ormy de, Inthia piap, Provided | requoat anroliment withip 31
days after the other Soverage ends, iy addlition, if 5 new dependant ul;uoruhlp forms as g result ofmnrmau, birth, adoption, Placamant for adoption of Parting suijt
of adoption, | may be able to anrolf ormy dlpondml. provided request enrolimant within 31 dayg evant,

IF DECLINING.-
Employse Signaturs ,

9 Group Healh Benefits Team
PO Box 48279 Minneapolls, MN

519 Fax: 962-767-8515
Oyersolutionsgroup.com

55344-g95g




— —--ulﬂ_r l.ilﬂ. ‘
- VSl 2190tEseq TNy - ..EQE?ATJQ,N_.%M. ~...RehreDate__, _,

ENROLLMENT FORM

ESC CU(UNAC-MN) P1y
2 EVPLOYEE INFORMATION PRINT USING BLACK or BLUE INK (Must Bo Filled Out)
Name Dﬂfﬁ el &S ) ' Social Security !

| Home Phone

£ | I 5155-Boa = WA
Reﬁ ‘&\A_Q&.&[ ..__Lf.t_:—'g";h :

SEREE=—S T I PSS05S RO N

B. DO YOU oR ANY OF YOUR DEPENDERN

_ DY&: M No. If Yes, please continue,
Medicare Health Insurance Claim Number H . Medicare Effective Date

Name of Coyereq Person (s): ‘

1.. s - v - i ey ;o 2.... - e — - e iy gy " - - - . 3

C. LIMITED BENEFITS PLAN SELECTION

You MUST seject a coverage level before any benefits in Section C, Your cbvéfééé level for the all benefits in Section C will b
identical. The Fixed Indemnity Medical Plan, Dental Plan, Term Life Plan, and Short-Term Disability plans are underwritten by BC
Insurance Company. The Vision plan is underwritten b

- j'éy_rgl_l_ bad-l;cﬁed‘ WeoklyRatc

y Companion Lifg Insurance Company,
SELECT COVERAGE Levg, F S Renr ity S MR VISION | rERm g DisADTERM
Employee Only [ ] $2025 TR 4647 wd|  s242 S|  soeo | sz L
Employee + 1 [] $41.10 $12.34 $4.92 $0.90
Employee + Farhily D 55481 $20.3¢ $6.56 $1.80 '
NOtoALL Benefits E’ D Yes D No D Yes D No D Yes D No D Yes D No D Yes D No
. This coverage is not available to re

.

For Term Life / Accidenta] Death & Dllmcmbnrment, please writafn ;;u;' beno;ldaty info;maﬂonzécldantal Daath~h& i
Dismemberment |5 Part of the Term Lifg Benefit,
Name

T e et it ot o

e _Relationship

D. REQUIRED DEPENDENT
‘ Name

INFORMATION

e e v

Fom e Bir;kh"l.g o Eefa;io;lshhnphh” R
. i . e @ [Spouse [ Jchilg [ IDomestic Partner
Name Soclal Security # Date of Birth |Sex Relationship

‘ ) /7 . @ _ ; D.SE°953 [ Child[_] Domestic Partner
Name * Social Security # Date of Birth | Sex  Relationship
i 5 /1 ’ @ ] Spouse[ ] Child[] Domestic_: Partner
Name

.Social Sécurity# Date of“Birth ! Sex Relationship

. : hai S _ | @ [JSpouse [Cchild [ JDomestic Partner
E. REQUIRED SIGNATURE YOUN!_UST {lGN AF!PW_I}Q'T;E.EVEN II?Y ou DECLINECOVERAGE e |
I hav d the benefit packet and understand its fimitati

mitations, | understand that open enrol}

ment is only availlébl'é'ﬁ:'r' i
a limit e ; 1at making no beneﬂtselection is a deglinatiof of cove 98,/ , /)
DATE ,_LL/,U:(/__/E(_&’__‘C - P> SIGNATURE 'ﬁ/ﬂ;yv{/( %

This is an Essentja/ StaffCARE Enrollment Form,
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Notification of Minnesota Law Requirement —
Unemployment Acknowledgement

According to Minnesota Statute section 268.095, subdivision 2, paragraph (d), an
applicant who, within five calendar days after completion of a suitable

Jjob assignment from a staffing service, (1) fails without good cause to
affirmatively request an additional suitable job assignment, (2) refuses
without good cause an additional suitable job assignment offered, or (3)
accepts employment with the client of the staffing service, is considered to
have quit employment.

It is your responsibility to contact ESSG (for instance, by calling 952.277.5227 or
using any other form of contact) for additional assignments. If you fail to do so, it
may affect your unemployment benefits.

| understand by signing this form that | am responsible to contact ESSG within 5
calendar days once an assignment ends. | also acknowledge that | have received
a separate copy of this form. (Initial)

[l /ﬂf//BOF/'

Date:

Employee Slgnature

_DQ{\I(‘\ ﬁ,;\'(\

Employee (please print your name here)

CMG_SM - Rev. 09.2013



DRUG AND ALCOHOL

TESTING CONSENT FORM
1. I'have been allowed to read and inspect a written copy of ESSG policy on
drugs and alcohol.
2. I have read the entire contents of this policy and | am aware and fully

understand: (a) the policy and its contents; (b) what conduct the policy prohibits and the
consequences of such conduct; (c) my rights under the policy and the consequences if |
exercise certain rights; and (d) that certain events as described in the policy may result
in adverse personnel action, including my termination from employment with ESSG. |
understand that this policy in any form, and any employee handbook including this
policy, are not a unilateral employment contract or offer thereof.

3. I hereby voluntarily consent to ESSG, or its health service providers, or
other persons or entities acting for or with them, to coliect a body component (blood,
urine, breath, or any combination thereof) from me for testing for alcohol and/or drugs. |
understand that the laboratory selected by ESSG may conduct testing and other
analysis on the sample provided by me. | further voluntarily consent to the laboratory’s
disclosure to ESSG of the results of my drug and/or alcohol test and other information
related to the test.

lo
Indiv’]dual’s Name

Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



Acknowledgement of Receipt Antiharassment Policy

-

na Nave ‘=] 3 mnpiove: piLtions stating Sroun's-Antiharasement-Palia
understand that it Is my responsibility to read this policy and ask my supervisor, a member of
management or to telephone Employer Solutions Group (ESSG) at 952.835.1288/1.866.496.7573 with
any questions | may have about this policy. | agree to comply with ESSG'’s policy on Antiharassment.
and understand failure to comply is grounds for disciplinary action, up to and including termination.

I also agree that if at any time during my employment | am involved in any employment dispute or | am
subjected to any type of discrimination, including discrimination because of race, sex, age, religion,
color, national origin, disability, marital, sexual orientation or veteran status, or if | am subjected to any
type of harassment including sexual harassment, 1 will immediately contact my supervisor, manager,
director or ESSG’s Human Resource Department at 952.835.1288/1.866.496.7573 in order to obtain
assistance in the resolution of such matters. :

Employee Name (Please Prinf)

DOaniel zashlle

22



RECEIFT OF EMPLOYEE HANDBOOK AND EMPLOYMENT-AT-WILL STATEMENT

This is to acknowledge that | have read the Employer Solutions Staffing Group LLC Temporary
Employee Handbook and understand that it sets forth the terms and conditions of my employment as
well as the duties, responsibilities and obligations of my employment with the company. | understand
and agree that it is my responsibility to abide by the rules, policies and standards set forth in the
— Handbook,

| also acknowledge that my employment with ESSG is not for a specified period of time and can be
terminated at any time for any reason, with or without cause or notice, by me or by the company. |
acknowledge that no oral or written statements or representations regarding my employment can alter
the foregoing. | also acknowledge that no manager or employee has the authority to enter into an
employment agreement, express or implied, providing for employment other than at-will.

| also acknowledge that, except for the policy of at-will employment, ESSG reserves the right to
revise, delete and add to the provisions of this Employee Handbook. All such revisions,
deletions or additions must be in writing and must be signed by the CEO of the company. No
oral statements or representations can change the provisions of this Handbook. | also
ackniowledge that, except for the policy of at-will employment, terms and conditions of
employment with the company may be modified at the sole discretion of the company, with or
without cause or notice, at any time. No implied contract concerning any employment-related
decision, term of employment or condition of employment can be established by any other
statement, conduct, policy or practice.

I understand the foregoing agreement concerning my at-will employment status and the
company'’s right to determine and modify the terms and conditions of employment is the sole
and entire agreement between me and ESSG concerning the duration of my employment, the
circumstances under which my employment may be terminated and the circumstances under
which the terms and conditions of my employment may change. | further understand that this
agreement supersedes all prior agreements, understandings and representations concerning
my employment with the company.

If | have questions regarding the content or interpretation of this Handbook, | will bring them to the
attention of ESSG.

DATE_|] Z['j Zﬂf)l%

EMPLOYEE = \ [;. i n
NAME Dﬂ'\_ \€. ‘3)‘"1 o

PLEASE PRINT
EMPLOYEE |
SIGNATURE f 4

ESSG A |

REPRESENTATIVE | oty & .

Y g

23



A

ﬂ ACKNOWLEDGMENT

The assoclate handbook was reviewed with me, and | have received my personal copy. | also
acknowledge that | have been given the opportunity to ask questions and express concerns

QUNng m e e oy — - RO PSR O - SR - S H O e Al n e

1. This handbook is intended as a guide and not an employment agreement that
creates a contractual relationship, and that the employment relationship may be
terminated at the will of either party at any time. ‘

2. The changing needs of the business will require alteration in method, practices and
policies, and the company will unilaterally revise, as necessary, to meet these
changing needs.

3. lagree to notify my ESSG Consultant immediately of any change in my personal
data such as phone number, address, emergency notification, etc.

4. |am responsible for the information provided herein and will, upon my separation,
return this handbook to my ESSG Consultant.

Date:

Associate's Signature:

Associate's Printed Name:

Orientation provided by:
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