www.esgstaffingsolutions.com

PO Box 46270

Minneapolis, MN 55344-9956

amzloves sohrion: stafing group..

New Hire Application

Personal Data- PLEASE PRINT LEGIBLY IN INK

Last Name ROSS

Tel: 952.835.1288

Middle Inittal =

City/State/Zip Minneapolis , Mn 55411

Phone Number 6122744771

Staffing Agency/Recruitment Partner

Rachel

Apt/Ste

Soclal Security Last Four XXX-XX-
Emall Address latricepretty34@gmail.con@ -

Are you legally authorized to work In the United States of America? @vyes Qino
Applicant Certification and Authorization

1 authorize Employer Solufions Steffing Group (ESSG) to use the information and
qualifications for employment. 1 authorize ESSG to make inquiries of my

regarding my provious dities, responsibifities,

1 understand that a comprehensive background cheok
This may include but s not limited to; Investigations of
required by cllents, government regulations or by ESS

former employars,
performance, compensation end eligibiiity for rehire.

may be conducted to detarmine my eligibility for hire by certaln clisnts of ESSG,
éﬂndnal“mandlor conviction records, driving records and/or a drug screen test as
po

statemnants conteined in this appiication to determine my
except as indlcated in this application,

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

{ cartify that all statements meade in my application are true and acourate and
false or misleading Information. | understand that any materlal omission or
cansideration for employment ar, if discovered after | begin employment,

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

Danielle

Cariells Por &, 2000)

that | have not omitted any meterial informafion.or provided
misrepresentation will result in my disqualification from
will result In my tarmination,

Apr24,2018

Name (Print or type)

Applicant’s Signature

Date

A copy or facsimile (*fax”) will be considsred the same as an original signatura, Emali 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 Lettar ESC Application
{if applicable)
For ESSG Client Usa
DOH ROP Work Site Loa. WC Code

ESSG - CMG-NSTW4

Rev. 042017



Form W4 (2018)

Future developments. For the latest
information about any future developments
related to Form W-4, such as legisiation
enacted after it was published, go to
www.irs.gov/Formwa.

Pupose. Complete Form W-4 so that your
employer can withhold the correct federal
income tax from your pay. Consider
completing a new Form W-4 each year and
when your parsonal or financial situation
changes,

Exemption from wRhholding, You may
claim exemption from withholding for 2018
if both of the following apply.

» For 2017 you had & right to a refund of all
federal Incomne tax withheld because you
had no tax llablfity, and

» For 2018 you expect a refund of all
{adieral income tax withheld bacause you
expect to have no tax liebility,

¥ you're exempt, complsts only lines 1, 2,
3, 4, and 7 and sign the form to validate it,
Your exemption for 2018 expires February
15, 2010, Ses Pub. 505, Tax Withholding
and Estimated Tax, to leam more about
whsther you qualify for exemption from
withholding.

General Instructions
If you aren't exempt, follow the rest of
these instructions to detarmine the number
of withholding allowances you should claim
for withholding for 2018 and any additional
amount of tax to have withheld. For regutar
wages, withholding must be based on
allowances you claimed and may not be a
flat amount or percentage of wages.

You can also uge the calculator at
www.irs.gov/W4App to determine your
tax withholding more accurately, Consider

Form W"'4

using this calculator if you have a mora
complicated tax situation, such as if you
have a worldng spouse, more than one Job,
or a large amount of nonwage Income
outside of your job. After your Form W-4
takes effect, you oan also use this
caloulator to see how the amount of tax
you're having withheld compares to your
projeoted total tax for 2018. If you use the
calculator, you don’t need to complete any
of the worksheets for Form W-4.

Note that if you have 0o much tax
withheld, you will receive a refund when you
file your tax retum. If you have too little tax
withheld, you will owe tax when you file your
tax retum, and you might owe a penaity.
Filers with multipie jobs or working
spouses. If you have mare than one job at
a time, or if you're married and your
spousa Is also working, read all of the
{nstructions Including the instructions for
the Two-Eamers/Multiple Jobhs Worksheat
befors beginning.

Nonwage income. If you have a large
amount of nonwage incoms, such as
interest or dividends, consider making
estimated tax payments using Form 1040-
£8, Estimated Tax for Individuals.
Otherwise, you might ows additional tax.
Or, you oan uss the Deductions,
Adjustments, and Other Income Workshest
on page 3 or the calculator at www.irs.gov/
W+4App to make sure you hava enough tax
withheld from your paysheck. If you have
pension or annuity Income, see Pub. 505 or
use the calculator at www.irs.gov/W4App
to find out if you should adjust your
withholding on Form W-4 or W-4P,
Nonresident alien. if you'rs a nonresident
allen, sea Notios 1382, Supplemental Form
‘W-4 Instructions for Nonresident Allens,
before completing this form.

Separate here and give Form W-4 to your empioyer. Keep the workshset(s) for your records.

Employee’s Withholding Allowance Certificate

Specific Instructions

Personal Allowances Worksheet

Complste this workshest on page 3 first to
determine the number of withholding
allowances to claim.

Lins C. Head of household please note:
Gerierally, you can claim head of
housshaold filing status an your tax retumn
only if you're unmarried and pay more than
50% of the costs of kesping up a hama for
yourself and & quallfying individual. See
Puh. 501 for more Infarmetion about fillng
status,

Line E, Child tax credit. When you file
your tax raturn, you might be eligible to
claim a credit for each of your qualifying
children. To qualify, the child must be
under age 17 as of December 31 and must
be your dependent who lives with you for
more than half the year. To lsam more
about this credit, see Pub, 872, Child Tax
Credit. To reducs the tax withheld from
your pay by taking this credit into account,
follow the instructions on line E of the
workshest. On the workshest you will be
asked about your total income. For this
purpose, total incame includes al of your
wages and other income, including income
earned by a spouse, during the year.

Line F. Credit for other dependents.
When you file your tax return, you might be -
eligible to claim a credit for each of your
dependents that don't qualify for the child
tax credit, such as any depandsent children
age 17 and older. To leam more about this
oredit, see Pub, 506, To reduce the tax
withheld from your pay by teking this cradit
into ascount, follow the instructions on line
F of the worksheet. On the worksheet, you
will be asked about your total income, Far
this purposs, total income includas gl of

OMB No, 1545-0074

P Whether yoirre entitied to clalm a certain number of aliowances or exemption from withholding is
el e iy subjeot tn review by the IRS, Your employar may be required to send & copy of this form o the IRS, 2(@ 1 8
1 our first nams and middla initial Last name £ Your social security number
Danielle DR : Ross 328804711

Homa address (number and street or rural routs) 8 @smgle o Married Married, but withhold at higher Singla rata,
1118 24thAve N Note; if married fling separately, check *Married, but withhold at higher Single rate.”
City or town, state, and ZIP code

Minneapolis , Mn 55411

4 ifyour last name differs from that shown on your social security card,
shesk here. You must call 800-772-1218 for a replacement card. D'

8  Total number of allowancss you're claiming (from the appliesble worksheast on the following pages) . . .

8 Additional amount, if any, you want withheld from sach paycheck . . . . .

7 |claimexsmption from withholding for 2018, and | cerlity that | meet both of the fol
* Last year | had a right o a refund of all federal income tax withheld beoause | had no tax liabiity, and
» This year | expect a refund of all faderal Income tax withheld because | expeot to have no tax llability,

Hf you mast both conditions, write “Exempt®hera. . . .

llowing conditions far axemption.

5|2
. 1818

. . Pl

Under penalties of perjury, | declare that | have examined this cartificate and, to the best of my kn

owledge and bellef, it Is true, comant, and complets.

Employee's si
{This form s not valid unless you slgn t)»  FEE T im Dates \PF 24,2018
8 Employar e and atidress i O fete boxes 8 and 101" sending t and complete 9 Firat date ot 10 Empl Identiicati
iy B, Aa 70 K e 1o B B gompiets bowse Band 10 sending to RS . employment O By rgnicaton
For Privacy Act and Paperwork Reduction Act Notics, see page 4, Cat, No. 102200 Fom We4 (2018}



m1 DEPARTMENT W-4MN
OF REVENUE
2018 Minnesota Employee Withholding Allowance/Exemption Certificate

Employees

You must complete and give this form to your employer if you do any of the following:

* Clalm fewer Minnesota withholding aliowances than your federal allowances

¢ Clalm more than 10 Minnesots withholding allowances

° Want additional Minnesota tax withhald from your pay each pay period

* Clalm %0 be exempt from federa withholding or clalm to be exempt fram Minnesota withholding

Do not complete this form if you are claiming the same number of Minnesota allowances as fedaral and the number claimed is 10 or less.

Employee's first name and inttial Last name Emplayer’s Saclal Sacurity number
Danlelle . 328904711
Permanent address Marital status {check one box)
111824th Ave N (@ e e, S penineicy
Gty Stata P eode Merried
Minneapolis, Mn 55411 Married, but withhold at higher Single rate

Employees: Read Instructions on back, complete Saction 1 OR Section 2, sign and give the complated form to your employer. (Do not complete
both Section 1 and Section 2, Completing both sections will make the form Invalidl.)

_1 section 1 — Determining Minnesota allowances

Complete Section 1 If you clalm fewer Minnesota allowances than your federal allowances, AND/OR If you want additional Minnesota withhald-
Ing deducted each pay period,

1 Tota) number of federal allowances claimed on federal Form W-4 ....... ool 50600008008 HEAGIET R | -
2 Total number of Minnesota allowancas {line 2 cannot be more than line b ¥ 000060006000 5000000 2 2
3 Additional Minnesota withholding you want deducted each pay period. . ... . 000000000 AOTCHR ooooaooos) Be

[ section 2 — Exemption fram Minnesota withholding

Complete Section 2 If you clalm to be exampt from Minnesota income tax withholding (see Section 2 Instructions for qualifications). If applicahle,
check one hox below to indicate the reason why you befieve you are exampt:

! meet the requirements and claim exempt from both federal and Minnesota income tax withholding.

Even though | did not clalm exempt from federal withhoiding, | clatm exempt from Minnesota withholding because | had no Minnesota
income tax liability last yesr, | received a refund of all Minnasata income tax withheld, AND | expect to have no Minnesota income tax labifity
this yaarn

My spouse Is a military service mamber assighed to a military laca'ion In Minnesots, my domiclle {legai residence) Is in ancther state, AND |
arn In Minnesota solely to be with my spouse. My state of domicila Is -

! am an American indlan living and working on 2 reservation.

1 am a member of the Minnesota National Guard or an active duty U.S. military member and claim exempt from Minnesota withholding on
my mifitary pay.

D | recaive a military pension or other military retirement pay as calculated under Title 10, 1401 through 1414, 1447 through 1455, and 12733
and clalm exempt from Minnesota withholding on this ratirement pay.

{ certify that all information provided in Section 1 OR Section 2 Is correct. { understand there Is g $500 penalty for filing a folse withhalding allow-
ance/exemption certificate, .

mm% =% Apr 24,2018 PRAmSEIONS €122744TT1

Employees: Give the completed form to your employer,

Employers

If you are required to send a copy of this form to the Department of Revenue (see instructions), you must enter the employer ‘nformation below
and mall this form to: Minnesota Revenue, Mafl Station 6501, 5t. Paul, MN 55146-6501. {Incomplete forms are conslderad Invalid.) A $50 penalty
may he assessed for each required Form W-4MIN not filed with the department.

Keep 2 copy for your records, 3
Name of emplayer | Federal emplover ID number {FEIN) Minnesota tax ID numbar
Address City Stnte 21P code

e l2i7y Questions?  Website: www.revenue. state.mn,us. Emall: withholding.tax@state.mn.us. Phone: 651-282-9999 or 1-800-657-3594,



Employment Eligibility Verification USCIS
Department of Homeland Security Form 1.9

U.S. Citizenship and Immigration Services e e

B 8TART HERE: Read instructions carefully before completing this form. The instructions must be avaliable, either in paper or electronically,
during completion of this form. Employers are Hiable for emors in the complstion of this form.
ANTI-DISCRIMINATION NOTIGE: It is llegs! to discriminate agsinst work-authorized Individuals. Employers CANNOT speciy which

document(s) an employee may present to establish employment authorization and identity. The refusal to hire or continue to amploy
an individual because the documentation presented has a future expiration date may also constitute /llegal discrimination.

Geglion 1. Employes Information and Aftestation (Empioyses must compiets and sign Sedtion 1 6f Form 1-9 ne later

than the first day of employment, but nat hefore accepiing a job offer ) :

Last Name (Famlly Nama) First Name (Glven Name) Middle Initia) | Other Last Names Used (if any}
Ross Danielle L N/A

Address (Street Numbsr and Name) Apt Number | CHy or Town State  {ZIP Code

1118 24th Ave N N/A Minneapolis Mn 55411

Data of Birth fmm/Addiyyyy) | U.S. Soclat Security Number Employes's E-mall Address Employes's Telaphone Number
04/04/1994 | 3‘:&404?1:1 | ]- IR | latricepretty34@gmail.com 6122744771

1 am aware that federal faw provides for Imprisonment and/or fines for false stataments or uss of false documents in
connection with the completion of this form.

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

(®) 2. A nonoitizen national of the United States (Ses instructions)

3. A lawful permanent resident  (Allen Reglstration Number/USCIS Number):
) 4. An atien authorized to work _untl (expirtian date, if applicals, mmiddiyyyy):
Some allans may write “NIA" In the explration date fisld. (See Instructions)

Allans suthorized lo work must provids only ane of the following document numbers to complete Form 1-6: s T

An Alien Ragistration NumbgiAJSCIS Number OR Fonm 1-94 Admission Number OR Fareign Passport Number.

1. Alien Registration NumberUSCIS Number:
OR

2, Formn 1-94 Admission Numbser:
OR {

3. Foraign Passpart Number: _
Counttry of Issuance: |

e

Signature of Employee Bt Today's Date (mmAldynyy) - Apr 24, 2018

& ki, A

Preparer andlor Transiator Certification (check oneJ:
@ | did not use a preparer or translator. Q] A preparer|(s) andlor iranslator(s) assisted the employee In completing Section 1.
(Fields helow must be completed and sighed when praparers and/or translators assist an employse in completing Section 1.}

| attest, under panalty of perjury, that | have assisted in the compistion of Section 1 of this form and that to the best of my
knowledge the information is true and cosrsct, .

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

@ Employer Completes Next Page @

Form1-9 07.17/17 N Pags 1 of 3




Employmeat Eligibility Verification USCIS
Form 1-9
Dega.rtmeqt of Homel.xmd .Securitg OMB No. 16154047
U.S. Citizenship and Immigration Survices I xpires /312019

Gection 2. Employer or Authorized Representative Review and Verificalion
(Employers or their authorized representative must complata and sign 8ecllon 2 within 3 business days of the employee’s first of employment. You

]
must physically examine one document fram Lisi A OR a combination of one document fram List B and one document from List g as listed an the "Lists
of Aoccepteble Doclirants ) /

T ————
Iimplnyee info from Seation 1 1% {rarly Narme)

ListA
{dentity and Emplayment Authorization

‘iDocumamﬁe ]
| !

mmigration Status |

Issuing Authority
"Document Number f

Explration Date (7 any, arimtadlyyyy)

mmte fifany)immstdtyyyy;

Dosumant Title

Qitade- Sact oAl &

Is3uing Autherity Additianal Information - DoXotWile In FrisSpace

]
| Dosument Numbsr

—t e

' Expiration Dale ( any)mmAddsyyyy)

"Document Tt

iasuing Authority

| Dozument Number
[Expiration Dalo (7 any) [numedlyyy)

on: | attest, under penalty of perjury, that (1) 1 have examied the document{s) presented by the abova-named employeas,
ove-listed document{s) appear 1o be genuine and to relate to the employee named, and {3) to the best of my knowledge the

Is authorized to work in the United Statas,
ployee's first day of employment {mm/ddmmzw for exemptions)

oruthorized Representative Ww) i ! %@ammmwe
| Tt ‘ ; Ropr { Ng#e of Employer rzed Representative | Employer's Business or Crganization Nama !
5 7 EMPLOYER SOLUTIONS STAFFING GROUP LLC |
| Employer's Business or Organization Address (Strest Nmber and Name) { City or Tawn

Slale 2P Code .
| 7480 FLYING CLOUD DRIVE SUITE 200 ! EDEN PRAIRIE | MN 55344 ]

Section 3. Reverification and Rehires (7o b completed and signed by employer or authorized representative )
A New Name (if appiicahle) [B. Date of Rehire /¢ applicabie)
Last Name (Family Namg) Date (mm/ddiyyyy)

First Name (Given Nams) Middie il

iC. it the employee s previols orant.of mploymant Suphorizalioh hes axpiied, previde the infformiatipn for the' doelitient or receip! [hat a3tabiishes
cgminpsng employment sutherizalon in the space provided yelow.

Document Titie

Dogumant Number | Expiration Date 6f oy fremveidiyyyy)

| attest, under penalty of perjury, that o the best of
the employee preseuted document(s),

the document(s) { have examined appear to be genulne and to relate to the ndividual,

my Knowledge, this employes is authorizad to work in the United States, and if

Signature of Employer or Authorized Representafive

Today's Date (mm/ddiyyyy)

Name of Employer or Authorized Represantativa

Form1-9 071717 N

Pate 2 of 3
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EMPLOYER SOLUTIONS STAFFING GROUP
BACKGROUND CHECK AUTHORIZATION

Employee Name: Danielle
{First) {Middle) (Last)
Former Name(s} and Dates Used:

Current Address Since: +11824Ave N Minneapolis Mn 55411
{Mo/Yr) {Street) (City) (State/Zip)

Previous Address From: 3651 Fremont Ave N Minneapolis Mn 55412

{Mo/¥r) (Street) (City) (State/Zip)
Previous Address From:

{Mo/Yr) (Street) (City) {State/Zip)
Soclal Security Number:__ 328904711 DOB: 04/04/1994

Phone Number: 6122744771

Driver’s License Number/State: E225028099009

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

I hereby authorize Employer 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 social 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.

1 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, LLE 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, social security
numbers, and dates of birth,

Signature: Fﬁ_ Date: Apr24,2018

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.

[ wish to receive a copy of any Background Check Report on me that Is requested.




EMERGENCY CONTACT INFORMATION

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

Einplovee Name: Danielle
Address: 1118 24thAve N
Home Phone: ST
EMERGENCY CONTACTS ' ;
Please list two people (in priority order) who could be contacted in case of un smergenoy
Contact #1 Home Phone:
Name: Keisha Cell Phone: 7635283968
Relationship: Mother Work Phone:
Contact #2 Home Phone:
Name: Janell Cell Phone: 6127305531
Relationship:  Friends ‘Wark Phone:

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

This Information will remain confidential and will only be used in the case of an emergenty.



elovEr SSlutors :t.-. TE M. e
Direct Depeosit/Payroll Debit Card Autherization

Employees have the option of recciving wages by Direct Deposit and/or Payrofl Debit Card.
_ If you do not provide a written election, wagos will b paid by Payroll Debit Card.
| SECHONEIE BRSICINED RMATION Ak =L S 1 '

| BaploeeName 1y nlelle SSNG (lam 4 digis) 4719 EffectiveDate ppr 24,2018

SONI PR D E ECT O N :
| ©J] Direct Deposit (Please complete Sections 3 and 5 below)

(@)] Payroll Debit Card (Please camplete Sections 4 aad S below)
S CC OO TRE G D ERD S :

Update Bank Account
Bank Name: First Data
Routing# 084003987

[T] Paper Check (Option avatlable to GA NH and NY residsnis only)

Note: Direct Deposit accoruwis may take up 10 7 days fo be activated
1 understand and acknowledge that if I do not provide a
voided check with this direct deposit form, I am
responsible for any delays in payroll or extra costs
Incurved if the account number that 1 provide is incorrect.
Acconnt# 5307060123423793

Acooum Type: ] Chocking]L] Savings [LOmer - mnitial DR  pate 04/24/2018

*  Tohelp us avoid making an arror, please attach a copy of a voided check. {1 deposit slip will not work)
*  If'you change banks, do not close your «ld hank account until your direet deposit has startud at the nerw bank, which may teke 2 puy pariods.

FCLTTTONT PR OIIE DERITIGARD

e Ryl

Federallawxequimanﬁnancialinsﬁtuﬂmstooblain,vexify,andmordinfmmsﬁonthatidmﬁﬂascanhpmonwhoopmanmmhordm‘to
requutaPamﬂDebitCﬂdﬁ:ryou,wemustprwideal]ofthefoﬂowh:glnformaﬁonthatwillmbletheﬁnmcialinsﬁmﬁmtoidmﬁfyyon.If
youdonotsubmitaDlrectDepus’anaymllDebithxﬁAuthnﬁnﬁon,BSSGwﬂlpmvideﬂmnmmyinﬁmnnﬁonandissuayouaPaymllDubit
Cm:dwpayigom'wagu.Foryuurmwcﬁon,ﬂ:eﬁnanciallnsﬁmﬁunmayukyoumprovideﬂmmaddlﬂmalideaﬂﬁwﬁonhfommﬁmsomeym
| verify your identity.

[E;ccptﬁarﬂxerm:ﬁngandamummbet,l!ssodoesnothmawesstomyinfomaﬁonmgmdhgyonr?aymll Debit Card account or
'u'ansaoﬁons.Onymn'ﬂmtpayday.youvdllmeivcyommwraymnDabitcard.mdapadatmmmgaﬂofﬁemmdcmdiﬁmYanwill
thensignacknowlcdgingthatyounceivedmePaymllDehithxdandpacket.YomPayrollDabitCardwillbemlondedoneanhpaydayyoureceive
" wages,

i

CARDHOLDER INFORMATION | (s you want your Payroll Debit Card to be issued)

FirstName panielle ML LastNams  Ross DeteoTBEh 04 104/1994
Streat Address roRcRNUTACCEFTARLS. 3651 Fremont Ave N Social Secusity? 328-90-4711
"Ciy" Minneapolis Sweyn 2P gegqo | Cell Phone (mobik) 6159744777

| RECEIPT OF PAYROLL DEBIT CARD (to be cumpleted when you pick up your Payroll Dubit Card)
| Payroll Debit Card Routing # Payroll Debit Card Account #

lhavemceiwdmy?aymllDebilCmd,wdmmbmehmpmgxnmfces,pmgrmmmndiﬁm&mddimmBymﬁvaﬁngmy Payroll Debit Card, ]
| am agreeing to the program tarms, conditions, and disclosures thet are included ar made available to me from tims {o time from the fnencia) institotion., |
euthoyize the financial institution to debit my Payrol] Debit Card account for the foes deseribed in the fee schedule that is part of the program terms,
conditions, and disclosures,

Employve’s Signature: il inr2s 201 Daute: Apr 24,2018

 SECTIONSSTNUTHORIZATION :

I'mrhorize BSSG 1o directly deposit my perfodic wages otmpnsntion payments, act of requirod tax withboldings, other required withholdings

or avthorized deductions, into my accomnt(s) as designated above nnd fo initinte, #f necessary, debit entries tmd adjustmemisfor any crediz entries |
made in error to my uecount(s). * E~mail is required for pay stub information.

*E-mail: Latricepretty34@gmail.com ¥ @
this information will only be used to send yonr paystubs electromcally

| Employee's Signature; . Bl rre, 13 Date:_APF 24,2018
| S

il e [ =5




N

empicyer solitions siaffing group.

20&, between

Employer Solutions Staffing Group LLC, hereina ’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 dieclose 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.




-
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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 relmbursed 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
healith 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. Fallure to have current medical support
for disabliity may result in termination of benefits. Schedule your next
appointment immediately after your doctor visit, before you leave the glinic if
possible.

Obtain a Report of Workability from your physiclan at every appointment, 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 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 sultable 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. .

0 our employer immediately of any new Injuries or conditions that impa

your physical condition.

If it is necessary to miss scheduled work due to a work injury, you must be seen
by your primary heatth 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 responsibliities and agree to abide by these guidelines.
Signed: Dinlella (A" 26, 2017
Printed Name: __Danielle
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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-
lssue the check. Once you have done so, you must provide a copy of the policy
report fo 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
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 iugar, destruido, perdido en
el carreo, etc), usted debe notificar a su reclutador de personal que el chegue 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 denunclar 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 denuricia a su reclutador de personal que el
cheque fue robado. Si el cheque no ha sido cobrado y si la pérdida de! cheque
no fue su culpa, ESSG emitird un nuevo cheque y no hay cuota se deducira.

AGREED/SE ACUERDA—

Name/Nombre (con letra de moldg): _P2nielle

_S_i_gnaturelFinna: Bl ar 24, 2R




ESSG WORKPLACE SAFETY POLICY

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

(1) Ensure that its clients provide you with a workplace free from serious
recognized hagzards 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

e 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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o Right to requust information about safety and health hagzards in the
workplace, appropriate precautions to take, and procedures to follow if
involved in an accident or exposed to hazardous substances

» Right to zain access to relevant personal exposure and medical 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 ar 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 muke a
report to a manager of the host worksite employer and/or ESSG (by telephoning
952.835.1288/1.866,496.7678) 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.



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 962.835.1288/1.866.496.7578 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.

I also agree that if at any time during my employment T am bslieve 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
952.885.1288/1.866.496.7578 in order to obtain assistance in the resolution of such
matters.

Employee Name (Please Print)
Danielle

Employee’s Signature:

Donn1a {hpr 29, 7016) Date: Apr24,2018




m 850 Pre-Screening Notice and Certification Request for

(Rev. March 2016) the Work Opportunity Credit ' OMB No. 1645-1600

D R oo™ | b information about Form 8850 and its saparste instuotions ts at wwwiire.goviformeasa.

Job applicant Fill in the fines below and check any boxes that apply. Complete only this side,
Yourname Danielle Social security numberp> 328904711

Strect address whers you live __ 111824thAveN

City or town, state, and ZIP code  Minneapolis, Mn 55411

County Telephone number 6122744771
If you are under age 40, enter your date of birth (month, day, year)  04/04/1994

1 Check here If you recsived a conditional certification from the state workforce agenay (SWA) or a participating local agency
for the work oppartunity credit,

2 Check here if any of the following statements apply to you,
¢ 1 am a member of a family that has recalved assistance from Temporary Assistance for Needy Families (TANF) for any 9
months during the past 18 months.
* | am a veteran and @ member of a family that received Supplemental Nutrition Assistance Program (SNAP) bensfits (food
stamps) for at least a 3-month period during the past 15 months.

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

* | am at least age 18 but not aga 40 or older and | am & member of a family that:
. Recelived SNAP benefits (food stamps) for the past 6 months; or
b. Recelved SNAP bensfits (food stamps) for at least 3 of the past 6 months, butis no longer aligible to raceive them.

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

* | recelved supplemental sscurity income (SS!) benefits for any month ending during the past 60 days.

* | am a veteran and | was unemployed for a period or periods toteling &t least 4 weeks but Jess than 8 months during the
past year.

«»

Cheak here if you are a veteran and you were unamployed for a period or pariods totaling at least 6 months during the past
year.

Check here If you are a veteran entitied to compensation for a service-connected disahifity and you were discharged or
released from active duty in the U.8, Armed Forces during the past year,

»

%]

[D Check here if you are a veteran entitied to compensation for a service-connected disability and you were unemployed for a
_ period or periods totaling at least 8 months during the past year.

Check here If you are a member of a family that:
¢ Repeived TANF payments for at least the past 18 months; or
* Racelved TANF payments for any 18 months beginning after August &, 1897, and the earflest 18-month perlod beginning
after August §, 19987, endsd during the past 2 years; or

* Stoppad heling eligible for TANF payments during the past 2 years becaurse federal or state law imited the maximum time
those payments could be made,

L ]

Check here if you are in a period of unemployment thet is at least 27 sonsscutive weeks and for all or part of that period
you received unemployment compensation,

Signature—All Applicants Must Sign

Under panatties of perjury, | destare that | gave the above informatinn to the employer on or before the day ) was ofiared a job, and it is, to the best of my knowledge, trus,
vomract, and complets,

Job applicant’s signature B> Soreieia 58,505 pate APr24,2018

For Privacy Aot and Paperwork Redustion Act Notice, ses page 2. Cat. No. 22851L Form 8850 (Rev. 5.2018)



Form A (rev. 03/2017) TAX CREDIT QUESTIONNAIRE | | ST *TAX

CreiHi /e o S5sL G

EMPLOYER SECTION: 3
Client: Company:
Location: Position: Starting Wage: $
EMPLOYEE SECTION:
First Name: Last Name: Suffix: Street Address: City/State: Zip:
Danielle 111824thAve N Minngapolis Mn
SSik Date of Birth: ] Age: Have yon worked for | If yes, location:
this co before?
328904711 04/04/1994 24 | ValJ No® N/A
Please complete all guestions, and sign and date the form. Yes No
1. Have you or has anyone living with you received Temporary Assistance to Needy Familles (TANF) O @

at any time since Angust §, 19972 (if yes, please provide information below.)
Name of the person recsiving benefits: Relationshiptoyou: _____
City: County: State:

2. Have you or has anyone living with you received Food Stamps (SNAP) at any time during the past 15 months? O @
(1f yes, please provide information below.)

Name of the person srecejving benefits: ____ Relationshiptoyon:; _____
City: County: _____ State: ____

3. Have you received Supplemental Secarity Income (SSI) at any time within the past 3 months? O @
Plense note, this is not the same as Social Security benefits (SS) or Social Security Disebility (SSDJ) benefits.
*If vou checked yes please provide a copy of your SSI documentation,

4. Have yon received any type of vocational rehabilitation services within the past two years? O
I yes, please indicate which type of agency you worked with and provide their locstion information below:

Vocational Rehebilitetion Agency g Dept. of Veterans Affairs Employment Netwark (Ticket to Work Program)
Namoof Agency: _____ Phoned: _

Chy: ____ County: ___ Stme:
*{fyou checked yes please provide a copy of your active Individual Work Plun and Ticket to Work documentation.

@

S. Areyon a Veterau of the U.S, Military? *|fyes, please provide a copy of your DD-214 and letier of separation.
(if yes, please provide information below. Ifne, please continue to question #6.)

Dates of Service - From: To:
Branch of Servioe:
Are yon sntitled to or are you recelving compensation for a service-connected disability?

6. Have you been unemployed at any time during the Iast 12 months?
If yes, dates of unemployment - From: To:
Did you receive unemployment compensation at any point during your unemployment?
1f yes, in which state did you receive unemployment compensation? __

o
O]

ol o app
e @ @@

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

Wes this 8 []] Federal or ] State conviction? 1f State - County-

T TrRTS e GRS T

States

Additional Tax Credils
IEC (Native American); Are you or yous spouse a membar of a Native Amorican Tribe? O @
Ifyou checked yes please pravide a copy of vour CDIB card.,
CA Residents: || Are you the child of foster parents? [L] Do you recaive CalWarks? [ Workforce Investment Act?
Are you a migrant or seasonal farm worker? [[] Have you ever been convictedl of a misdemeanor?
SC Residents: ] Do you receive Family Independence Benefits?

PLEASE READ, SIGN, AND DATE:

Under penaltles of perjury, I deslare the infarmation above to be true and accurate 1o the best of my knowledgs, and 1 hereby authorize any agency, organization, or
tnelividugls o supply such veriication ar information that may be needed 10 derermine tox credit eligibutity tw my euployer, employer representutive (Associated
Conxyitunts, Inc. dba Retrotax). or the Department of Labar.

New Employee Signature: smmmnns Date: APr24,2018




U.S. Department Labor OMB Control No. 1205-0371
Employment and Training Administration Expiration Date: Jaguary 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
separately, with ETA Form 9061 (or ETA Form 9062) for each certification request filed for the new target
group.

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

New Hire’s Signature: mﬁ_- TR Date APr24,2018

New Hir_e Name: Danielle

Social Security Number: =28s04711
Employer Name:

Please check the statements below if they apply to you.

B  1declare 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 beenin a period of unemployment since

(Enter start date)

Privacy Act Nofia: ' .

The intsmal Revenus Code of 1988, Section 64, 2s amended and fis enaciing legisiafion, P.L. 104-188, apacily thet the Siate Worklorce Agencies ams the
"designated" agencies responsihle for administaring the WOTC cerfification procedures of this progeam. The informafion you have provided complefing this
form will be disclosed by your employer to the State Workioncs Agency. Provision of fhis Information is voluntary; however the informafion s required to
datermine your employer's elighbility for the federal tax credit

Public Burden Statement:
PersonsammlmqutredtompnndtoﬂﬁscoﬂecﬁanoﬂrﬁnmmmmmsphysamnﬂyvaﬂdOMBmmmlnumbar.Raspondems’obﬁgauontn
compigie this form Is required to oblain or retain beneffs (P.L. 111-5), Public reporiing burden Is esimaled o average 0 minutes per responss, including the
fime for reviewing instruclions, searching mmmmmmm-mmmammmdmmmmmmmmm
Informaiion. Send comments regarding this burden esfimate to the U.S, Dapartment of Labor, Division of Nafional Programs Tools Technicel Assistanca,
Room C-4510, Wasfingion, D.C. 20210 {(Papeiwork Reduction Project 1205-0371). Pleass do not submit completed forms to this address,

117-

ETA Form 9175 (Rev. November 2016)



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; (¢) my rights under the policy and the consequences if |
exercise certain rights; and (d) that certain events as described in the policy may resuit
in adverse personnel action, Including my termination from empioyment with ESSG. |
understand that this policy in any form, and any employee handbook including this
policy, are not a unilateral empioyment contract or offer thereof.

3. I hereby voluntarily consent fo ESSG, or its health service providers, or
other persons or entities acting for or with them, fo collect 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.

Individual’'s Name

Apr24,2018
Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10
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Rebhire

FRTIERE

Rehire

te

Sogial Seourity Number

‘Accress TChy ) T &in Cods
Gondar Lt wiais | it Sts ] Singe | Betm 18 "Data of Hire
[] Female ]EI Maried Divorsad J

shune Number | Smwil Address:

'Plezse Select Desired Coverage:

Employes Oniy - [T]EmpioveeSnouse - Empwyee-i-chifd(ren) . %gzrg;‘% - y
S0/Wee

$24.00/\Week $38.00/eek $38.00/Veek

! mirtn Pt Rﬂﬁﬂ%@ﬂ‘
‘ ,
- s ! Nlp | Spouse Chikl
mmj ; [ e La"ﬂ'st_ HrE il Fursate { Purmstic pariner
| $o0a Securve | Bithoste | Sex | Relutonstip
1 D Mele | Spousa D Sl D
TS e Loz Name i '
f D_smla 1 Pemestic Fartnar
[Oepenoect R T B G i R
‘ismswm:: Binthble | Bex , Relationship
N P

EFF, DATE
BFF. DATE

Fraginyen scdviva i aerazal aod Aniiordzatiar < Yhareky apply for the group benefitis) as indicated. § ackeuwladge thatall entrlss are trus and cumplate and that
any misstztements or faliure to report Informeftion may e used as the hasis for canceliation of soverage for mp and my depandent]s), if any, fram the original
effective date. Further, { authorire my employer to maie the mezessary payrall daduction of pramiums for covarages | have elested,

{iF ENROLLING - YOU MUST BIGN HERE

Employen Signature pate  Apr24,2018
SHAPLO Y EES DR TG am DEELENEEG coversge

tunderstand that! andlor nyy dependents, if any, walve sny coverage and desire to participate In the plan at & later date, Uv/e may be considered a /ate envolle and
misst meat tha requiraments definard n the Certificste of Coverage for the company's medical or tientn! P ificlachine anmiment for myswif or my dopendants
{including wy spouse) besause of athor covarage, 3 may, in futum ba ahls to anrolt wyasif or my dependenis in fhis plan, provided | request enroliment witaln 3%
caye after the sther coverage ends. In addition, if anow depsndent rajationship forms as a rasult of marriage, hirth, adopfion, plzcement for adoption of parling sult
of adoption, | may be abisto enroll myself or my depsndont, provided 1 request enraliment within 3% ¢ays ofthe event. 3

IF DECLINING- YOU MUST SIGN HERE

Employeo Signatute pate APT 24,2018

Smployer Boluiions Stafing Group Health Sarefits Teant
PO Bex 46270
Minneagolis, MN 55344
Phone: 952-7687-2513 Fex; 852-757-8515
Email’ Heslth@empleyersojutionsgroup.com



FPixed Hndemmity Medical Benefits Plan 2

MR e SR et U S LOCAHON SR RehreDate /| —

ENROLLMENT FORM ESC CUUNAC-MN) P1 v4£.2

= — - S e SR A g em e L Teh MR b4 MmO e S el % me o -

QD SN QYR NEREITON [ ] PRINT USING BLACK or BLUE INK (Must Be Filled Ot

; ia! Security & Home Paon [P ——
Danielle Ross SocaiShity ik Selyi[1
Aadress 1118 24th Ave N Apt &
Cty Mlnﬁeapolis : ‘Stete Minnesota | Zic I55412 -.Date of Birth
e N L L e . DA/ has T o

e e WPT B s e
f@%ﬂ Qt{ﬂ e MR s M e E}:fes No. If Yes, piease contin.e. . T
Medicara Heslth Insurence Claim Number (HICN) Meaicare Efiective Date
‘Nems of Covered Person (s): k
h 2 3

T SeesErer T Payroll Deducted Weekly Rates.
You [fIUST select & coverage level bajore any benefits in Section C. Your coverage ievel for the all benefits in Secton C will be
identical, The Fixed Indemniy Medical Plan, Dantal Plan, Term Life Pian, and Short-Terr Disakility plans are undemwritizn by BCS

Insurance Company. The Vision plan Is undsrwritten by Companion Life Insurance Company.
SELECT COVERAGE LevEL o0 MORMNITY | penerar VISION TERMLFE | ShoEi=RM
Zmployee Only $2028 | $6.17 s$2.42 $0.60 '“, | $4.20 :-?‘3‘_
Employes + 1 $41.10 $12.26 $4.92 $0.90
Employee + Family $54.58 $20.25 $6.56 $1.80
NQ to ALL Bensfi's g @Yas 2 No Yes i No ®!ves Q] No Yes i No Yes Y |No

1This coverage is not available o residents of NH, Hi, or PR. *STD is not availabls 10 persons who work in CA, M}, NJ, NY, or Rl

For Term Life / Accidental Death & Dismemberment, please write In your beneficiary information. Accidental Death &
Dismemberment is part of the Term Life Benefit, .

Name Re'stionship

2 FEUNED SER AN =N NGO MO L ]
Neme  Socl Security # Date of Birth__Sex Relationshi T
Ke’ Dariea Ross 682-44-2706 06/27/2015 | _ /¢ OMEMI T spouse E Child [] Domestic Pertner

Name Sociai Security # Date of Birth_ Sex lationship

/7 IF ﬁ Spouse[] Child [ I Domestic Pa-tner
Name Socia! Securty # Dete of Birth__Sex Rel=tionshio

J D [ Mspouse ] chits [ Ioomestic Pariner
Name Social Security # Date of Birth  Sex Roatonsivp

7 @] D,Spouseﬂ chilsl]] Domestic Parner

- e e L A e ) 3 e e

| YOU MIUST SIGN AND DATE, EVEN TF YOU DECLINE COVERAGE

IR M e Ay R N PR | AT B S WA ey 5 ot (RAS i €4 M 1§ B i Mt

| nave read the benefit packet and understand its limitations. | understand thet open enrollmert 's only avalab e for
a limited ¥ime and | undarstand that maling no bensfit selection is 2 deslination of coverage.

parg APP2A2013 . psIGNATURE miteeoo

*This Plan DOES NOT Alleviate the Individual Mandate Penalty*

Thiz is an Sssenwal StaFCARE Sarolimant Form,



