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Case Verification Number:
2018117170040GQ

Report prepared: 04/27/2018
Company Iinformation

Company ID: 1284996 Company Name: ESSG -
Corporate Management
Group

Client Company 1D: 1284996Client Company Name:
ESSG - Corporate
Management Group

Employee Information

Name: Darncess G. Date of Birth: 12/17/1983
Nicholson

U.S. Social SecurityNumber:Employee's First Day of
k%4369 Employment: 04/27/2018

Citizenship Status: U.S.
Citizen

Document Information

List B Document: ID card issued by a U.S. federal, state or
local government agency

List C Document: Social Security Card

Case Information

lofl 4/27/2018, 2:27 P}



Employment Eligibility Verification USCIS
Department of Homeland Security omf :";'?J;io 7
U.S. Citizenship and Immigration Services Expires 0831/2019

B> START HERE: Read instructions carefully hefore completing this form. The instructions must be avaflable, elther In papar or slectronically,
during completion of this form, Employers are liable for arrors in the complstion of this form,

ANTI-DISCRIMINATION NOTICE: It is lilegal to discriminate against work-authorized Individuals. Employers CANNOT specify which
document{s) an employee may present to establish employment authorization and identity. The refusal to hire or continue to employ
an Individual bacause the documentation presented hes a future expiration date may also constitute lllegal discrimination.

[Seetion 1. Employee information and Attestation (Employess must semplate and sign Section 1 of Ferm 1-9 no later

than the first day of employment, but nol before aacepling a job offer ) i i e

Last Name (Family Name) First Name (Given Name) Middle Initlal Other Last Namas Used {if any}
nicholson darncess n/a n/a

Address (Strest Number and Name) Apt. Number | City ar Town State ZIP Code

84 wabasha sts 347 st paul mn 55107

Date of Birth (mm/ddAyyyy)  §U.S. Soclal Security Number | Employee's E-mall Address Employee's Telephone Number
12/161983 l 3{10‘444‘361 { I - l i l 1 I non/a 33177186034

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

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

g 2. A noncitizen national of the United States {See instructions)

g 3. A lawful permanent resident  {Allen Registration Number/fUSCIS Number).

g 4. An aflsn authorized to work  until {(expiration date, if applicable, mm/ddivyyy):
Some allens may wiite "N/A" In the expiration date field. (Sse instructions)
. T Cotie - Bechon 1
Aliens authonzed to work must provids only one of the foflowing document numbers io complete Form 1-8 Do Not Wi's 'n T:us Space
An Alien Registration Numbar/USC!S Number OR Fomm 1-94 Admission Number OR Fareign Passport Number

1. Allens Ragistration Number/USCIS Number:
OR

2, Form 1-94 Admission Number:
OR

3. Foreign Passpart Number:
Country of lssuance: |

Signature of Employee _ o Today's Date fmm/ddiyyyy) Apr 26,2018

£ enate fpt, T

Preparer andlor Translator Certification (check one):
I did not use a preparer or translator. ()] A preparer(s) andfor translator(s) assisted the empioyea in completing Section 1.
{Fialds below must be completed and signed when preparars and/or translators assist an employee in completing Section 1.)

1attest, under penalty of perjury, that | have assistad in the completion of Seotion 1 of this form and that to the best of my
knowledge the information is true and correct.

Signature of Preparer or Translator Today's Date (mm/dd/iryyy)
Last Name (Famlily Name) First Name (Given Nams)
Address (Street Number and Name) City or Town State  |ZIP Code

@ Emplover Completes Next Puge @

Form1-9 0717%/17 N Page 1 of 3




Employment Eligibility Verification UsSCIs
Department of Homeland Security Form 1-9

U.S. Citizenship end Fmmigration Services Sl

Bection 2. Employer or Authorized Repreasentafive Review and Vérification

{Emplayers or their aﬁmonzed rapresentative musl complete and sign Section 2 within 3 business éays of the employsee’s first dag of employment. Yoy
must physically examine one decument from List A OR & eombinatian of ane decuntent from List B and ene dacument fram List C as fisted o the "Lists
of Agceptable Documents ')

Tast Name (Femily Name) First Name (Oiven Namej M1, | C pfimmigration Status
oyee from Sectl S i ~
P il it Bl WX £ gi&or\ ﬁarag:ggs (|1 Cit] 2een

ListA OR ListB AND ListC
Identity and Employment Authorization Identity
Document Titie Dt:u:un';antTﬂg_| i lD i ; -
Issuing Authority 'Wo o pe r ;,mr\c\ Autho W ‘
%= _,-E_ ﬁ { Qg@ &gx Lig] M
Dogument Number ent Number Dogument Number ,
i ) 449 223 — Y - -
Expiration Date (if any){mm/dd/yyyy) Expiration (H any)(mm/ddlyyyy) Expiration Date (if any)mmiddlyyyy)
VA

Documeant Title

Tesung Authorly 1 | [Additional Information N T
Documant Number
|_ A

Explration Date (if any)(mm/ddiyyyy)

Document Title

issulng Authority

Document Number

Expiration Dats (if any)tmm/ddtyyyy)

GCertification: | attest, under penalty of perjury, that (1) | have examined the documentis) presented by the above-named employes,
{2) the above-listed document(s) appear to be genuine and to relats to the employas named, and (3) to the best of my knowledge the
employee is authorized to work In the United States,

The employes's irst day-of smployment (mm/dd/yyyy): (2[—_{’[.}7“ ' (See Instructions for exemptions)
loyer =

e
of

ooz
Signatury Authori pres { Today's Date i ) e bf Employer qr Authorized Representative
LT R O B Tie (Rt

of Empioyanpr Auihorized Representative Fm ployeror Authorized Representaive | Empioyer's Business or Organization Name
ﬁ%{& ﬁ\- 4 A~ EMPLOYER SOLUTIONS STAFFING GROUP LLC
Employer's ess or Organization Address (Strest Number and Nam) | City or Town State | ZIP Code
7480 FLYING CLOUD DRIVE SUITE 200 EDEN PRAIRIE MN 55344

Section 3. Reverification and Rehires (To be complsted and signed by empioyer o authorizéd representative )

A, Mew Narie (f doglicable) © A DR .. |BDutegiRehid (fepplbelle)
Last Nama (Family Name) First Name (Given Name) Middie Initial Date {mm/ddfyyyy)

G. i the &rrip[byes pr:mnauss'rant' -6mploent dljthortzation ha eXpifed, Groyide the fnfonmation for the GBCUMment of rece|at tat estapienes
pontiAuing employment authonizatin in thie spage provided balow, i L2 _

Document Title Document Number Expiration Date (#f any) (mm/ddiyyyy)

1 aftest, under penalty of perjury, that to the best of my knowledge, this employee is authorized to work in the United States, and if
the employee presented dacument(s), the document(s) | have examined appear to be genuine and to relate to the individual.

Signature of Employer or Authorized Representalive | Today's Date (mm/Add4/yyy) Nams of Employer or Authorized Representative

Form 1-9 07/17/17 N Page 2 of 3
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www.asgstaffingsolutions.com

PO Box 46270

Minneapolis, MN 55344-9856

aranlover schatione £t3ding group..

New Hire Application

Personal Data-- PLEASE PRINT LEGIBLY IN INK

Last Name hichoison

Streat Addrass 84 Wabashasts

First Name

darncess

Tel: 952.835.1288

Middle Initial

CityIStatelZip st. paul ,mn 55107

Phone Number

33177196034

Email Address ON/a

Staffing Agency/Recruitment Partner

Aptista 347

Soclal Security Last Four J00(-XX-~

Are you legally authorized 1o work In the United States of America? @I YES (OINO
Applicant Certification and Authorization

lauthorize Employer Solufions Steffing Group (ESSG) to use the informafion and statements conteined in this application to determine my
qualifications for employment. | authorize ESSG to maks Inquiries of my former employars, except as indicated in this application,
regarding my previcus duties, responsibilifies, performance, compensetion and eligibility for rehire.

| understand that & camprehensive background check may be condudted to determine my eligibility for hire by certain clients of ESSG,
This may include but is not limited to, investigations of criminal and/or conviction records, driving records and/or a drug screen test as
required by cllenis, govemment regulations or by ESSG palicies,
1 releass ESSG and other persons or entities from any olaims that might be based on ESSG's decision to condust a background check.
| certify that all statements made In my application are true and acourate and that | have not omitted any material information.ar provided
false or misieading information. | understand that any material omission or misrepressntation will result in my disqualification from
consldsration for employment or, If discovered after [ begin employment, will result in my termination,

i hired, | agree to abids by the policles and procedures of ESSG,

darnicholson

darnicinlsen {25, Mi8;

Apr 26,2018

Neme (Print.or type)

A copy or facsimile ("fax”) will be conslidered the same as an original signature. Email will ONLY be used for amployment comrespondence

Applicant's Signature

Date

For ESSG Office Usa Only
DOH NHW 2] 8850 w4
Emergency Contact Info | Backpraund Release Form Background Restits Unemployment Letter ESC Application
(If applicable)
For ESSG Client Use
DOH ROP Work Site Loc. WC Code

ESSG - CMG-NSTW4

Rev. 04/2017



Form W4 (2018)

Future developments. For the latest
Information about any future developments
related to Form W-4, such as legislation
enacted after it was published, go to
www.irs.gov/FormWa4.

Purpose. Complste 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
whan your parsonal or financial situation
changes.

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

» For 2017 you had a right to a refund of all
federal income tax withheld becatise you
had no tax iiabiiity, and

» For 2018 you expect a refund of all
{federal Income tax withheld because you
expeot to have no tex llabllity.

If you're exempt, complets only lines 1, 2,
3, 4, and 7 and sign the form to validate it
Your examption for 2018 expires February
15, 2018. 8es Pub, 505, Tax Withholding
and Estimated Tax, 1o leam more about
whether you qualify for exemption from
withholding,

General Instructions
If you aren’t exempt, follow the rast of
these Instructions to determine the number
of withholding allowances you should ciaim
for withholding for 2018 and any additional
amount of tax to have withheld. For regular
wages, withholding must be based on
allowances you claimed and may notbe a
flat amount or percentage of wages,

You can also uss the calculator at
www.irs.gov/W4App to determine your
tax withhoiding more accurately. Consider

Form W"4

Departmont of the Treasury
Intemnat Ravenue Borvice

uging this caloulator if you have a more
complicated tex situation, such as if you
have a working spouse, more than one job,
or a large amount of nonwage Income
outside of your job. After your Form W-4
takes effect, you can also uss this
calculator to sse how the amount of tax
you're having withheld compares to your
projected total tax for 2018, If you use the
calculator, you don't need to complete any
of the workshests for Form W-4.

Note that if you have too much tax
withheld, you will recelve a refund when you
file your tax return. If you have too little tax
withheid, you will owe tax when you file your
tax return, and you might owe a penafty.
Fllers with multiple jobs or working
spouses, if you have more than one job at
a time, or if you'ra married and your
spouse Is also working, read ali of the
Instructions including the instructions for
the Two-Earners/Muitiple Johs Workshaat
before beginning,

Nonwage income, if you have a large
amount of nonwage income, such as
Interest or dividends, consider making
estimated tax payments using Form 1040-
ES, Estimatad Tax for Individuals.
Otherwise, you might owe aciditional tax.
Or, you can uss the Deductions,
Adjustments, and Other income Workshest
on page 8 or the caleulator at www.irs.gov/
W4App to meke sure you have enough tax
withheld from your payoheck. If you have
pension or annuity Income, see Pub. 505 or
use the caleulator at www.irs.gov/W4App
1o find out if you should adjust your
withholding on Form W-4 or W-4P,
Nonresident alien. If you'ra a nonresident
allen, ses Notice 1382, Supplemental Form
‘W-4 Instructions for Nonresident Allens,
befare complsting this form,

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

Employee’s Withholding Allowance Certificate

» Whaether you're entitied to clalm a certain number af allowances or exemption from withhelding is
subject to review by the IRS. Your employer may be required to send a copy of this form to the IRS,

Specific Instructions

Personal Allowances Worksheet
Complets this worksheet on page 3 first to
determine the number of withholding
allowances to olaim.

Line C. Head of household pleaae note:
Gerierally, you can cleim head of
housshold filing status on your tax return
only If you're unmarried and pay more than
§0% of the costs of kesping tp a home for
yourself and a qualifying Individugl. See
Pub. 601 for mors informetion about filing
status.

Line E. Child tax crodit. When you file
your tax return, you might be eligible to
claim a credit for each of your qualifying
children. To quallfy, the child must be
under age 17 as of Dacember 31 and must
be your dependent who lives with you for
more than half the year. To lsam more
about this oredit, ses Pub. 972, Child Tax
Credit. To reduce the tax withhsld from
your pay by taking this credit into account,
follow the instructions on fine E of the
workehest, On the worksheet you will be
askad about your total income, For this
purposs, total income includes all of your
wages and other income, Including income
eamed by a spouss, during the year.

Line F. Credit for other dependents,
When you file your tax retum, you might be
sligible to claim & credit for each of your
dependents that don't qualify for the child
tax oradit, such as any depandent children
age 17 and older. To learn more about this
credit, sse Pub, 505, To reduce the tax
withheld from your pay by taking this cradit
into account, follow the Instructions on line
F of the workshast. On the worksheet, you
will be asked about your total income. For
this purpose, total income includes all of

OMB Nao. 1646-0074

2018

1 Yourfirst name and middle initial
darncess

]
i nicholson

2 Your social security number
320744369

Home address (number and street or rural routs)

84 wabashasts

3(@)Single

"y Maried ()] Married, bnst withhold at higher Single rate.
Note: if married flling separately, check "Marrled, but withhold at higher Single rate.”

City or town, stats, and ZIP code
st, paul ,mn 55107

4 }f your last name differs from that shown on your social security nard,

cheok here, You must call 800-772-1213 for a replavement card, [ .

6§ Total number of allowances you're clalmirg {from the applicable workshest on the following pages) .

6 Additional amount, if any, you want withheid fromeachpaycheck . . . . . .

7  Iclaim examption from withholding for 2018, and | certify that | mest both of the foliawing eondztlons for exarnpﬂan.
» Last year | had a right 10 a ratund of all feders] income tax withheld because | had no tax llability, and

* This year | expect a refund of all federal Income tax withheld because ! expect to have no tax ﬂabl_n_ty

X 71

i you meet both conditions, write "Exempt” here. . 0 oD

513
A0

. >

Under penalties of perjury, | declare that | have examined this certifioate and to 1he best of my knowledge and belief, it is trua, comect, and complete.

Employes’s signature
{Thisform Is not valid unless you sign t) b “imdve v s Date» Apr 26,2018
8 jover's name and adciress } Complete boxas 8 and 10 If sending o IRS and complets @ Firsi date of 10 Employsr identificati
Empesa%e, 8, and 10 T sending tu{‘émta’;:g?rgmmy gt New Hirog) ’ i aaccomg employment 0 nun':boaﬁ's(l;EIN?n '
For Privacy Aat and Paparwork Reduction Act Notice, see page 4, Cut, No. 102200 Form W4 o+8)



DEPARTMENT W-4MN
OF REVENUE

2018 Minnesota Employee Withholding Allowance/Exemption Certificate
Empiloyees

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

+ Claim fewer Minnesota withholding allowancas than your federal aliowances

» (lalm more than 10 Minnesota withholding allowances

» Want additional MInnesote tax withheld from your pay each pay period

* Clalm to be exempt from federal withholding or claim to be exempt from Minnesota withholding

Do not complate this form if you are claiming the same number of Minnesota allowances as federal and the nember clalmed is 10 or less.

Employee’s first name and inittal Last neme Employee’s Sotial Seturity number
damicholson : 320744369
Permanen; address [ Marital statas fcheck one box)
84 wabashasts @ m'l"s?in%n mbm’ﬂdmlgﬁmtedm
Gty State ZIP code Married
st, paul ,mn 55107 Marriad, but wizhhold at higher Single rate

\J
Employees: Read Instructions on back, complete Section 1 OR Section 2, sign and give the complated form to your amployer. (Do not complste
both Section 1 and Section 2, Completing bath sections will make the form invalld.)

£ section 1 — Detarmining Minnesota allowances

Complete Section 1 if you claim fewer Minnesota allowances than your federal aliowances, AND/OR If you want additional Minnesota withhold-
Ing deducted each pay period.

1 Total number of federz} allowances claimed on federal Form W4 .......... 90000000000000008000000009 3
2 Total number of Minnesota aflowances (fine 2 connot be more than finel) ........cevess 200003000000 2
3 Additional Minnesota withholding you want deducted each pay pariod. ......ooovvheen 0060000000000000 £} e

] section 2 ~ Exemption from Minnesota withholding

Complete Section 2 if you clalm to be exampt from Minnasota income tax withholding (see Sectian 2 Instructions for qualifications). I* applicahle,
cheack one box below o indlcate the reason why you belleve you are exempt:

1 mest the requirements and c'aim exempt from both federal and Minnasota income tax withholding.

Even though | did not claim exempt from federal withholding, 1 clalm exempt from Minnesota withholding because | had no Minnesota
{ncome tax liability lzst year, | received a refund of all Minnasata income tax withheld, AND | expect i have no Minnesota income tax Tabllity
this year.

[ﬂ My spouse is a miiltery service member assigned to & military iocation in Minnesota, my domicile (legal residence) Is In another state, AND |
am In Minnesota solely to be with my spouse. My state of domicila is

D | am an American Indlan fiving and working on a reservation.
E lam a member of the Minnesota Natienal Guard or an active duty U.S. military member and claim exempt from Minnesota withholding on
my military pay.
| receiva a military pansion or other milltary retirement pay as calculated under Title 10, 1401 through 1414, 1447 through 1455, and 12733
and claim exemat from Minnesota withholding on this retirement pay.
i certify that all Informatian provided in Section 1 OR Section 2 is carrect. | understand there is a $500 penalty for filing a false withholding allow-
anee/exemption certificate.

e ™" Apr26,2018 T 33177196034

Employees: Give the caompleted form to your employer.

Employers

if you are required to send a copy of this form to the Department of Revenue (see Jnstructions), you must enter the employsr information below
and il this form to: Minnesota Revenue, Mail Station 6501, St. Paul, MN 55146-6501, {Incomplete forms are consldered Invaiid.} A $50 penaity
may be assessed for each required Form W-AMN not filed with the departmant.

Keep a capy for your records.
Name of employer | Federal empioyer ID number {FEIN) Minnesata tax 1D number
Address Gy " State 2P code

v 27 Quastions?  Website: www.revenue state.mn,us, Email withholding tax@state.mn.us. Phone: £51-282-9999 or 1-800-657-3594.



e D 5¢ £105 54 €"‘ A -at.p
Direct Deposit/Payroll Debit Card Authorization

Employees have the option of recemngwages by Direct Deposit and/or Payroll Debit Card.
) udonotprovidea wntﬁenelec O] wawillbe paid by Payroll DebitCar

SECTION I BASTE N ORNIAY : e j

| LR damlcholson
[] Paper Check (Option available to GA NH and NY residenis oniy)

S NI S B G O

(©)] Direct Deposit (Please complete Sections 3 and 5 below)
)] PnyrollDebitCardl,FleawmpleteSemqumdsbelm)
r,m S DTREGTED PG ST :

[ Update Bank Account

Bank Nama:

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

wells fargo
Routing# 122105278
Account$ 2427709619

Account Type:  [I/] Checking[T] Savings [T Other

To help us uvoid meking an error, please attach & copy of a voaded check. {a deposit slip wilt not work)
Ifyouchnugeham(s.dunotoloseymwoldbml.accoumunﬁlyowduectdepomthasmwdmﬁlencwbank,w}ucbmaymz paypmds.

S ECTION P ARG HED R GATTN

Federal law requires all financial institutions to obtain, verify, mdreoordinformaﬁonﬂmtldemﬁeseaohpmonwhoopmanaccomlnmdum
reguest a Payroll Debit Card for you, we must provide all of the following information that will ensble the financial institution to identify you. If
yuudonotmbmﬁaDMDwoﬁVhymﬂDebﬁCmdAuﬁmhm,ESSGmﬂmdeﬁanmmﬂmﬂbnaMksuem a Payroll Debit
Card to pay your wages. For your protection, the financial institution may ask yon to provide them additional identification informetion 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
tmnsactions. On your first payday, you will receive your asw Payroll Debit Card, and a packet containing all of the terms and conditions. You will
tbenaignacknuwledg!ngthatyoureceMdthoPayrollDebxtCardandpackat_,YourPaymllDabxtCardwdlbereloadedonaachpaydnyyourecewe
wages,

{ CARDHOLDER INFORMATION {as youwant your Payroll Debit Card to be isguel)

Initial Date

| Pirat Name Ml Last Name Date of Birth
| Streot Address (o BOX NUT ACCTPTABLE) Social Security#
City State lZip l Cell Phone (mobile)

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

1'have recejved my Payrall Debit Card, welcome brochure, program faes, program terms, conditions, and disclosures, By activating my Payroll Debit Card,
1 am ngreeing 1o the program farms, conditions, and disclosures that are included or made available to me fom time to time from the financial institution. 1
authorize the financial instirution 1o debit my Payroll Debit Card account for the fees described in the fee schednle ihat is past of the program terms,
conditions, and disclosures.

Apr 26, 2018

h e
Employee’s Signature:_dmshalson (Aprss, 2008 Date:
SECTION 5 AUTHORIZATION

T authorize ESSG to direetly deposit my periodic wages‘compensation psymants, net of required tux wmthdings. other required withholdings
or autherized dednetions, into my acsouni(s) as designated above and to indtiaw, I necessary, debit entries and adfustmensfor any credit entries

made In errar to my zecount(s). * E-mail is required for pay stub information,

| *E-mail: necie.nicholson@yahoo.com @
1‘ this information will only be used o send your paystabs electronically

Date: Apr26,2018

P . ——
Enlployee's Simul'e: '8 nt noleon Y év, “5LE)




EMPLOYER SOLUTIONS STAFFING GROUP
BACKGROUND CHECK AUTHORIZATION

darnicholson
(First) (Middle) (Last)

Employee Name:

Former Name(s} and Dates Used:

EurTent Addess Sinca- &1 wabasha st s #347 st. paul,mn 55107
{Mo/Yr) (Street) (City) {State/Zip)

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

{Mo/Yr) {Street) (City) {State/Zip)
Social Security Number: 320744369 DOB; 12/161983

Phone Number: 33177196034

Driver’s License Number/State:

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, 1o 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 autharization 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: T T Date: Apr26, 2018

Notice to CA, MIN, and OK Residents:
Please check the box below If you wish to recelve a copy of a consumer report that is requested.
[l wish to receive a copy of any Background Check Report on me that is requested.




EMERGENCY CONTACT INFORMATION

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

i darnicholson

Address: 84lwabasha st s 347
33177196034

Home Phone:

~ BEMERGENCY CONTACTS
Please list two peaple (in priurit; order) wha could be contacted in case of an emergenecy
Contact #1 Home Phone: 3179200825
Name: briankeith Cell Phone:
Relationship: Work Phone:
Contact #2 Home Phone:
Name: Cell Phone:
Relationship: Work Phone:

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

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



erniover salutions sTaiTing mond.

STATEMENT OF CONFIDENTIALITY
This agreement made thlsa_day of A’Pﬂ ‘ 201? between
Empl Solutions Staffing Group LLC, hereinafter referred to as employer”
and :; ArNEes S 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 viclation 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.

damicholuon iAo 16, 2218)

Employee.Signature

Ul ey

er Sclﬁtlons(StafF ng Group'.L.C, Representative




VST 80 ...G"’"';“'“‘i SrOUD -
INJURY MANAGEMENT PROGRAM

Injured Worker's Responsibilities

As your employer, we are concerned about your full recovery. Reasonable and
necessary medical care will be pald 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 Workabiiity 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 o 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 dellver 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.



Maintaln regular, weekly, communication with your employer If you are unable to
return to work. Contact your employer a minimum of after every visit with your
primary health care provider. Keep the claims representative advised of your
status.

Notify vour emplover immediately of any new injuries or conditions that i
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 physiclan must complete a
Report of Workability.

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

Y
Signed: ___ &moron iw2ses

Printed Name: darnicholson




employer solutions stzfing 2moun..
Important/Importante
LOST OR STOLEN PAYCHECKS

If a paycheck Is lost (missing, misplaced, destroyed, lost in the mall, elc.), 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-lssue the check to you, deducting a fee of between $25-$35.

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

CHEQUES DE PAGO PERDIDOS O ROBADOS

Si un cheque de pago se pierde (que falta, fuera de lugar, destruido, perdido en
el correo, 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.

8i su cheque de pago fue robado, primero debe denunciar el robo a la policla
antes de que podamos volver a emifir el cheque. Una vez hecho esio, usted
debe proporcionar una copla de ia 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 emifird un nuevo cheque y no hay cuota se deducira.

AGREED/SE ACUERDA—

Name/Nombre (con letra de molde); _damicholson

. - S —
_S_l_gnaturalFirma. damicholien Apros, 200




srpicyer solutions staffing group..
ESSG WORKPLACE SAFETY POLICY

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 a 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:

o Responsibility to work in compliance with OSHA laws and regulations

» Responsibility to use personal protective equipment and clothing as directed
by the host employer

o Responsibility to report workplace hazards and dangers

o 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
o 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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erployer solutions steffing groum.

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

o Right to gain 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 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 952.885.1288/1.866.496.7678 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 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 Divector at
952.885.1288/1.866.496.7578 in order to obtain assistance in the resolution of such
matters.

Employee Name (Please Print)
darnicholson

Employee’s Signature:

sl 2 -l o] .
damichoba Apr 76, 20t Date: Apr 26,2018




DRUG AND ALCOHOL
TESTING CONSENT FORM

1. | have been allowed to read and inspect a written copy of ESSG policy on
drugs and alcohol.

2, | 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 righis 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 empioyment with ESSG. 1|
understand that this policy in any form, and any employee handbook including this
policy, are not a unilateral employment contract or offer thereof.

3. | hereby voluntarily consent to ESSG, or its health service providers, or
other persons or entities acting for or with them, to 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 sampie provided by me. | further voluntarily consent to the laboratory’s
disclosure to ESSG of the resuits of my drug and/or alcohol test and other Information
related to the fest.

e i
domichole:n (Aps 76, 26

Individual’s Name

Apr 26,2018
Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



- 3050 Pre-Screening Notice and Certification Request for
(Rev. March 2016) the Work Opportunity Credit OMSB No. 1645-1600
v bonea | 1 Information about Form 8850 and fta separate Instructions is at www.ir.gov/ormB88so,

Job applicant: Fill in the lines below and check any boxes that apply. Complets only this side.
Yourname  darnicholson Soclal security number» 320744369

Street address where you live 84 wabashasts

City or town, state, and ZIPcode st. paul ,mn 55107

County Telsphone number 33177136034

If you are under age 40, enter your date of birth (manth, day, yea) 12/161983

9 Cheek hers if you received a conditional certification from the state workforce agency (SWA) or a participating local agency
{for the work opportunity credit.

2 Cheack hera if any of the foliowing statements apply to you.

» | am a member of a family that has recelved assistance 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 Assistance Program (SNAP) benefits (food
stamps) for at least a 3-month perlod during the past 15 months.

» | was referrad here by a rehabllitation agency approved by the state, an employment network under the Ticket to Work
program, or the Depariment of Veterans Affairs.

* | am at least age 18 but not age 40 or older and | am a member of a family that:
a. Recelved SNAP benefits (food stamps) for the past 6 months; or
b. Rageived SNAP bensfits {food atamps) for at least 3 of the past 5 months, but is no longer eligible to recelve them.

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

« | raceived supplemental security income (SSI) bensfits for any month ending during the past 60 days.

« | am a veteran and | was unemployed for a period or periods totaling &t least 4 weeks but less than 6 manths during the
past year.

Chagck hers if you are a vateran and you were unemployed for a period or periods totaling at Isast 6 months during the past
year. '

©w

Ohack here If you are a veteran entitied 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.

L3

5 |D Check here if you are a veteran entitled to compensation for a service-connected disabllity and you were unemployed for a
period or periods totaling at least 6 months during the past year.

Check here if you are a member of a family that:
» Recelved TANF payments for at least the past 18 months; or
* Received TANF payments for any 18 months beginning after August 5, 1987, and the earllest 18-month period baginning
after August 5, 1987, ended during the past 2 years; or

= Stopped being eligible for TANF payments during the past 2 years because federal or state law limited the maximum time
thosa payments could be made.

7 Check 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 received unemployment compensation.

Signature—~All Applicanis Must Sign

Under penaltias of perjury, | declare that | gave the above infarmation to the employer on or before the day | was offered a job, and it is, to the best of my knowledge, trus,
cosract, and complate.

ST LR
Job applicant’s signature B> o7 asas 4o 25, 0i0) pate APr26,2018

For Privacy Act and Paperwork Redustion Act Notice, see page 2. Cat. No. 228511 Form 8850 (Rev. 3-2018)
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ISpacialisia e TaE Cradil Administration

EMPLOYER SECTION:
Client: Company;
Loeation: Position: Starting Wage: §
EMPLOYEE SECTION:
First Name: Last Name: Suffix: Street Address: City/State; Zip:
darnicholson 84 wabashasts st payl 55107
SS#; Date of Birth: Age: Have you worked for | If yes, location:
this company before?
320744369 12/161983 Yes 03 N [®) n/a
Please complete all questions, and sign and date the form, Yes No
1. Have you or has anyone living with you received Temporary Assistance to Needy Families (TANF) O @
at any time since August §, 1997? (if yes, please provide information below.)
Name of the persan recejving henefits: Relationship to yon:
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, piease provide information below.)

Name of the person receiving benedfits: Relationship to you:
City: County: State: _____

3. Have you received Supplemental Security Income (SSI) at any time within the past 3 months? O
Please note, this is not the same as Social Security benefits (§S) or Social Security Disability (SSDI) benefits.
*/f'you checked yes please provide a copy of vour SSI documentation.

@

4. Have yon received any type of vocational rehabilitation services within the past two years? O
1f yes, please indicate which type of agency you worked with and provide their location information below:

[ Vocational Retabilitation Agency  []] Dept. of Veterans Affirs Employment Network (Ticket to Work Program)
Nameof Agency: _______ Phomed#: __

City: County: State:

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

@

5, Areyou s Veteran of the U.S. Military? *Ifyes, please provide a copy of your DD-214 and letier of separation.
{If yes, pleass provide information below, If no, please continue to question #6.)

Dates of Service - From: To:
Branch of Service:
Are you entitled to or are you receiving compensation for a service-connected disability?

6. Have you been unemployed at any time during the last 12 months?

1f'yes, dates of unemployment - From: To:
Did you receive unemployment compensation at any point during your unemployment?
Ifyes, in which state did you receive unsmployment compensation? __

Q
©

ol 0 ap
@ @ apP

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

Wasthis a u] Federal or ﬂ State canviction? [f State - County: _____ State:

Additional Tax Credits
1EC (Native American): Are you or your spouse a member of a Native American Tribe? O @
Ifyou checked yes please provide a copy of your CDIB card,
CA Residents: Are you the child of foster parents? Do you receive CalWorks? g Workforce Investment Act?
Are you a8 migrant or seusonal farm worker? D Have you ever been convicted of a misdemeanor?
SC Residents: [[] Do you recsive Family Independence Benefits?

PLEASE READ, SIGN, AND DATE:

Under penalties of perjury, / declare the information above 1o be irne and accurate 1o the best of my kmawledge, and | hereby authorize any agency, organization, or
Individuals ro supply such verification or information thar may be needed to deternine 1ax credit eligihality 1o npy enployer, employer representative (dssociated
Cunsultemts, Inc. dba Retrotax). or the Department of Labor.

2 e e
New Employee Signature: = coramiiag Date: Apr 26,2018




U.S. Department Labor OMB Control No. 1205-0371
Employment and Training Administration BExpiration 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
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: meemssr Date APr26,2018

New Hire Name: __darnicholson

Social Security Number: 320744369

Employer Name:

Please check the statements below if they apply to you.

O 1 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.

3 | declare that | have beenin a period of unemployment since

(Enter start date)

Privacy Aot Nofice: i

The Intemal Revenue Code of 1938, Section 51, as amended and fis enacing logisation, P.1.. 104-188, specily that the State Workforce Agencies ara the
"desipnaled” agencies responsible for administering the WOTC cerfification procedures of this program. The informafion you have provided complefing this
Torm will be disclosed by your smployer to fhe Stale Workforce Agency. Provision of this Information s voluntary; howaver the information is requited fo
determine your emplayer's eligibility for the federe! tax credit

40 e ¢ B @ | S D ¥ $ T ¢ 2 D § & e ¢ W ¢ S $ S S SO AR S W Ghp P Y EAS L kW 8 Gwmte @ et 7 e T e 3% Y § 9 G b et ¥ i | 5 S A 5 — v 3 S S ——

Public Burden Statement:

Persans are not required fo respond to this colfection of informetion unless it displays a currently valid OM B control number. Respondafs’ obligation to
complate this form is required {o obtain or retain bensfits (P.L. 111-5). Public reporfing burden Is estimated to average 10 minules per responsa, ncluding the
fime for reviewing instruciions, searching exisfing data scurces, gathering and mainteining the data needed, and completing and reviewing the collction of
Informertian. Send comments reganding this burden esfimate to the U.S. Department of Labor, Division of National Programs Tools Technical Assistancs,
Room C-4510, Wasfiington, D.C. 20210 {Papenwork Reduction Project 1206-0371). Please do not submit completed forms o this address,

117-

ETA Form 9175 (Rev. November 2016)
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Enhanced MEC_Plan 1

Beneﬂﬁs Enronmant Form

- yrres Lraloper 1Ot s L grez y
’ (REp-MP Y. S

FRLUAY B VI F RGBT,

D N

MEOFPERSONCWERED(FIRST

Aodress City Stets TZip Cote
|
Gondar LI iaale 1 Marital Status || Single | Date of Birth Date of Hire
[] Female | Marrled vorced
Phone Numbsar; Email Address:
Please Select Desired Coverage:
[@] Employee Only - . Employee+Spouse - EEmployee*Cth(ren) . Family
§$24,00Meek $33.00/Week $358.00eek $83. QOIWeek
A R R R i R S S A T SR :
Socle! Secuwity # Bt Dare | 595 Relationship
| ! iiale snouse ] cwa L1
ERRane 3 R : { Famale D Domestic Partner
m &m B : TN r " § T A e ‘.I -— 3 - < e
Soclal Securly# ! BirthDate | 88% Relauonship
! i 1 [ v Spouse et [
CFITe, R T Las! Name } D Femsla [] Domestic Partner
@éﬂt .. ; " - - . —~ - : T._ ‘_.._, * ..- w— = - .._-.. = .. e ——
' Sactal Securty # | Birth Dats | Bex Relationship
| |
aam-j e ca ]

EFF. DATE

EFF, DATE

EFF, DATE

FRvienan Aalmvddivamend 200 Sathor2aEor - | hereby apply for the group benefit{s) as indicated. | acknowledge that all entries are true and complate and that
any misstataments or fallure to repost Information may be used as the basis for cancellation of coverage for me and my dependantis), it ariy, from the original
effectiva date. Further, | authorize my employer to maka the necessary payroll deduction of prem!ums for coverages | have slected.

IF ENROLLING - YOU MUST SIGN HERE

Employee Signature

pste

Apr 26,2018

SMPLOVERS DECLINNS

I am DECLINING coverage

tundarstand that | andior my dependents, ifany, walve any coverage and desire to participate in the plan at a tater date. liva may ba considered a fate enrolies and
must meat tba raquirements dafinad in the Cartificaie of Coverage for the company's medical or danta! plans, if | decling enroliment for myself ar my dapendants
{including my spouse) hucause of uther oovarage, | may, in future he abla to anroll myself or my dependeints In this plan, provided | request anroliment within 31

days after the other goverage ends. In addition, if a new dopendent relztionship farms as @ result of mardege, birth, adaption. plasement for adopiton of parting sult
of adoption, 1 may be nbie to enroll myself or iy depandant, provided | request anroilment within 31 days nfthe svent, :

IF DECLINING- YOU MUST SIGN HERE

Employee Sigmature 770 5o - or 25, 2028)

pate APr 26,2018

Employer Soluiions Stafiing Sroup Meahh Benefits Team
PO Box 48270
Minneapolis, MN 55344
Phonpe: §52-787-8518 Fax: 952-767-8518
Email: Heath@employersoiutionsgroup.com




Fixed Indemmty Medical Benefits PEan p

ENROLLMENT FORRM ZSC CU{UNAC-MN) P1 v18.2
T ST PRNT USING BLACK or BLUE INK Vs Bapilsd g
Narme ‘Sacial Sacu‘f*y # Hore Phone SG’D..D
Acdress Api &
City : ot State‘ | o - _ . D;ate of S;rm
‘

L=@Yes. No K Yes, blaase corinus,
Madicare Effacsive Date

‘w:mﬂw"‘ﬂ

ETSRQCE‘ME;M

e e meew s —— - e———

| Payrazl Deductad Weakiy Rates

‘!’cu MUST Iect a coverage leval bafo~e any ben=fts in Se*aon C. Your mvarage level for the all benefits in Section C will be
icensicel The Fixed Indemnity Memca: Plan, Dental Plan, Term era Plen, and Short-Term Disability plans are underwristen by BCS
insurarce Company. Tha Vision plan is underwritten by Companion Life Insurance Company.

SELECT COVERAGE LEvEL UUo NSRVNITY | pewmar VISION TERMLIFE | SIORLTERM
Zraployee Only O i $20.25 "L ; $6.17 :' $2.42 I“: $9.60 :1;} $4.20 \
Employee + 1 1] | $41.10 $12.34 $4.92 $0.90
Employee + Family ’ $54.88 $20.35 $6.56 $1.80
NQ 0 ALL Benefits @ { @Y&s Olne | Dlves Olno | Olves Olno [gYes Oinoe | Olves Olno

'This coverege is not availakle to residents of NI, Hi, or PR *STD is not avallable to persons who work in CA, Hi, NJ, NY, or Rl

For Term Life / Accidentsl Death & Disnemberment, please write in your beneficiary information. Accidental Dea‘ch &
Dismemberment Is part of the Term Life Benefit.

Name Relationship

. —— 4 — 1. om0 S

"m\t‘

N e R e A
REDDEPENDENTINFORMATION L L

- o — e o B Ao 8 T IS L

Name Social Secun‘y # Da\e of Birth_ Sex Reiano-ash'
: /7 DE]:]ID] SpouseE Child D Domestic Pariner
Name Social Security # Date of erth Sex lationship
/i Speuse[ ] Chio [ 1Domestic Partner
Name Social Security # Deteof & r‘ﬁ bex Relzticnship
AR []:l [kpouse [] crild[[CIpomestc Pariner
Name Social Security # Date of Birth  Sex Relztionship

/7 DE@ @Spouse O criell Domestic Partner

YOU MILST SIGN :&ND DATE, ?VEN IF YQU DECLll\.E COVE'RAGE

o m——— = — -

| "eve reac the ba*e‘xt packs-tand understard its limitetiors. | understand that open enrolimert is on yavaxlanle for
& lim#ed time and | understand that making no benefit selection is & declinetion of coverzge.
/T deme = Rl
pare APPZR20G  ___ PsieNaURE mimmme

*This Plan DOES NOT Alleviate the Individual Mandate Penalty*

Thiz is a7 Eesernaal S FCARE Enmliment Form,



