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

\ Are you legally authorized to work in the United States of America? %‘(ES [INO

Applicant Certification and Authorization

| authorize Employer Solutions Staffing Group (ESSG) to use the information and statements containad in this application fo determine my
gualifications for employment. | authorize ESSG to make inquiries of my former employers, except as indicated in this application.
regarding my previous duties, responsibilifies, performance, compensation and efigibility for rehire.

| understand that a comprehensive background check may he conducted 1o determine my sligibility for hire by certain clients of ESSG.
This may include but is not fimited to, investigations of eriririal and/or conviction records, driving records andlor a drug screen test as
required by clients, government regulations or by ES8G policies.

i release ESSG and other persons or entifies from any claims that might be based on ESSG's decision to conduct a background check.

| certify that all staternents made in my application are true and accurate and that | have not omitted any material information or provided
false or misleading information. 1 understand that any material omission or misrepresentation will result in my disqualification from
consideration for employment or, if discovered after | begin employment, will result in my termination.
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L lfhired, lagree to abide by the policies and procedwas’i%d{ ESSG.
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A copy or facsimile (“fax") will be considered the same as an original signature. Et‘;{ail will ONLY be used for employment correspondence
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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. 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
conseguences of such conduct; (c) my rights under the policy and the consequences if |
exercise certain rights; and (d) that certain events as described in the policy may result
in adverse personnel action, including my termination from employment with ESSG. |
understand that this policy in any form, and any employee handbook including this
policy, are not a unilateral employment contract or offer thereof.

3. I hereby voluntarily consent to ESSG, or its health service providers, or
other persons or entities acting for or with them, to 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 1o the test,
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SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6
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DRUG AND ALCOHOL TESTING POLICY

L PURPOSE

Alcohol and drug abuse adversely affects job performance, the kind of work an employee
performs and an employee’s opportunities for successful employment. It is the intent of this document
to provide employees with ESSG’s [hereafter “the Company’] policy regarding the use of drugs and
alcohol while at work. The Company does not intend to intrude into the private lives of its employees,
but strongly believes that a drug-free workplace is in the best interest of employees and non-
employees alike.

I SCOPE

This policy applies to all applicants for employment and to all employees including contract or
temporary employees. The policy is applicable at Company facilities or whenever Company
employees are performing company business.

A DISCLAIMER

Employment at the Company is at-will. This policy is not a unilateral employment contract and
should not be interpreted as creating a unilateral employment contract.

IV.  PROHIBITIONS

A, No employee shall report to work under the influence of alcohol, any controlled
substances, or any other drugs or medications that may affect the employee's alertness, coordination,
reaction, response, judgment, decision-making, or safety.

B. No employee shall operate, use, or drive any equipment, machinery, or vehicle of the
Company or any client of Company while under the influence of alcohol, any controlled substances, or
any other drugs or medications that may adversely affect the employee’s ability to operate such
equipment, machinery, or vehicle. Employees are under an affirmative duty to immediately notify their
supervisor if they are notin an appropriate mental or physical condition to operate, use, or drive any
equipment machinery, or vehicle or otherwise safely perform their job duties.

C. No employee shall unlawfully manufacture, distribute, dispense, possess, transfer, or
use a controlled substance in the workplace or wherever the Company’s work is being performed.

D. Engaging in off-duty sale, purchase, transfer, use or possession of illegal drugs or
controlied substances may have a negative effect on an employee’s ability to perform his/her work for
the Company. In such circumstances, the employee is subject to discipline.

E. When an employee is taking medically authorized drugs or other substances that may
alter job performance, the employee is under an affirmative duty to notify their supervisor of the
temporary inability to perform his or her job duties.

F. The Company shall notify the appropriate law enforcement agency, licensing boards,
and other relevant authorities when it has reasonable suspicion to believe that an employee may have
illegal drugs in his or her possession at work or on comparny premises,



G, Employees shall not consume alcoholic beverages during lunch periods, dinner
periods, or breaks when returning immediately thereafter to perform work on behalf of the Company.
in situations where the employee conducts the Company's business after the intake of alcohol, the
employee shall be subject to discipline up to and including discharge.

V. ALCOHOL AND DRUG TESTING

As part of the Company’s commitment fo an alcoho! and drug-free workplace, the Company
reserves the right to require that applicants and employees submiit to drug or alcohol testing in
accordance with the provisions of applicable law. This policy represents the notice required under
applicable law and a copy will be provided to all applicants and employees who are requesied to
undergo testing. In the event of any conflict between this policy and applicable law in affect at the time
of the test, the law will control.

A, Who May be Subject to Testing.

1. Job Applicants. The Company may require that all applicants for a particular
position be tested for drugs or alcohol after receiving a conditional offer of employment. If the
applicant tests positive for drugs or alcohol, the conditional offer may be withdrawn.

2. Routine Physical Examination Testing. The Company may require employees
to undergo a drug or alcohol test once a year as part of a routine physical examination. Affected
employees will be given two weeks written notice that they will be tested for drugs or alcohol as part of
a routine physical.

3. Random Testing. The Company may require employees in safeiy»«sehsitive
positions to undergo testing on a random selection basis. Once the random selection has been made,

the Company will not waive the selection of any employees identified through the random process.

4. Reasonable Suspicion Testing. The Company may require an employee 1o

undergo drug or alcohol testing if the Company reasonably suspects that the smployee:

a. is under the influence of drugs or aicohol;

b. has violated the Company's written work rules prohibiting drug and alcohol use;
C. has sustained or caused another employee to sustain personal injury; or

d. has caused a work-related accident or was operating or helping to operate

machinery, equipment or vehicles involved in a work-related accident.

5. Treatment Proaram Testing. The Company may require an employee who has
heen referred for chemical dependency treatment or evaluation or is participating in a treatment
program under an employee benefit plan to undergo drug or alcohol testing on a random basis and
without advance notice during the evaluation or treatment period and for up to two years following the
completion of any treatment program. '

Lo



8. Conducting the Testing.

1 Consent, All employees required to undergo testing will be required to complete
and sign the employee consent form attached as Appendix A,

2. Refusal to Participate. An employee or job applicant has the right to refuse
testing. However, a refusal of testing will be treated as a failure to comply with Company policy and
may result in withdrawal of a job offer or disciplinary action up to and including termination of
employment.

3. The Laboratory. The Company will use a laboratory certified by the National
institute on Drug Abuse (NIDA) or its successor, the College of American Pathologists (CAP), or the
New York State Department of Health or other licensing body recognized by applicable law to perform
all drug and alcohol tests.

4, Test Resulls,

The laboratory will conduct both an initial test and a confirmatory test if the initial test is positive. A
negative result on either the initial or confirmatory test will be deemed a negative test result (i.e.
the employee passed the test). A positive result on both the initial and confirmatory test will be
deemed a positive test result (i.e. the employee failed the test.)

a. Negative Test Result. An employee or applicant who tests negative for
drugs or alcohol will be given written notice that they passed the test within three working days of the
Company receiving the test results from the testing laboratory.

b, Positive Test Result. An employee or applicant who tests positive for
drugs or alcohol will be given written notice that they have failed the test within three working days of
the Company receiving the test results from the testing laboratory. The employee or applicant will
then be given the opportunity to provide any information to explain the positive result, including any
over-the-counter or prescription medications the employee or applicant may have taken. An employee
or applicant who wishes to submit any explanatory information must do so within three working days

after being notified of the positive test result.

An employee or applicant who has a positive test result may also request a
retest of the original sample by the same or different certified laboratory at his or her own expense.
An employee or applicant who wishes to conduct 2 retest must notify the Company in writing of their
intention o conduct such a retest within five working days after being notified of the positive test result.
If the results of the retest are negative, the test will be considered a negative test result.

C. Right to Test Result. An employee or job applicant has the right to
request and recelve from the Company a copy of the test result report on any drug or alcohol test.

C. Costs. All costs related to alcohol and drug testing will be paid by the Company, with the
exception of any retests requested by the employee or applicant following a positive test result.

D. Disciplinary Action in Response to a Positive Test Result.

1. Interim Discipline and Action: The Company reserves the right to temporarily
suspend an employee or fransfer the employee to another position at the same rate of pay pending
the outcome of any drug or alcohol test. An employee who is suspended without pay will be reinstated
with back pay if the test or any requested retest is negative.




2. Applicants. The Company reserves the right to withdraw the conditional job
offer of any job applicant with a positive test result, without the opportunity to complete evaluation or
treatment.

3. Emplovees - First Positive Test Result - Termination: The Company will not
discharge an employee for the first positive test result. Instead the employse will be given the
opportunity to participate in an appropriate drug or alcohol counseling or rehabilitation program as
determined by a certified chemical use counselor or physician trained in the diagnosis and treatment
of chemical dependency chosen by the Company. The employee will be responsible for paying all
costs associated with any evaluation and subsequent treatment themselves or pursuant to coverage
under an employee benefit plan. An employee who refuses or fails to participate in, cooperate with, or
complete the evaluation or recommended freatment may be terminated. An employee who
successfully completes treatment may be subject to random follow-up testing for a period of up to two
years in accordance with section V.A.5. of this policy.

4, Emplovees - First Positive Test Result—Discipline: The Company reserves the
right to take any other disciplinary action short of discharge it deems warranted following a first
positive test result,

3 Emplovees-Subsequent Positive Test Result: An employee who has more than
one positive test result may be terminated immediately following any second or subsequent positive
test result without referral to or the opportunity to complete additional chemical dependency
counseling or rehabilitation.

E. Privacy of Test Results.

1. Test results and other information acquired as a result of the testing program
are private and confidential information and will not be disclosed by the Company or the testing
laboratory to another employee or {0 third party individuals, government agencies, or private
organizations without written consent of the employee or applicant being tested.

2. Evidence of a positive test result, however, may be used in an arbitration
proceeding pursuant fo a collective bargaining agreement, an administrative hearing, or a judicial
proceeding, provided the information is relevant to the hearing or proceeding. Such evidence may also
he disclosed to any federal agency or other unit of the United States government as required under
federal law, regulation, or order. Evidence of a positive test result may also be disclosed to a
substance abuse treatment facility for the purpose of evaluation or treatment.

3. The Company will provide an employee with access to information in the
employee's file relating to positive test result reports and other information acquired in the testing
process as well as conclusions drawn from or actions taken based upon such information.
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Form W-4 (2017)

Purposge. Complate Form We$ so that your
smployer can withold the corrsct faderal income
tax from your pay. Consider compieling @ new Form
Wi-4 each year and when your personal or financial
situation changes,

Exgmption from w&thhoidmg H you are sxemptl,
complste only nes 1, 2.3, 4, and 7 and sign the
{orm 1o validaie i Your exerption for 2017 expires
February 15, 2018, See Pub. 505, Tax Withhoiding
anc Estimatad Tax.

Note: if another person can clalm you @ a oependent
ar: his or her tax return, you car't claim exemption
fram withiolding i vour tolal income sxcaeds 51.05C
and ncludes more then $350 of uneamed noome {fcr
example, intarest and dividands}.

Exceptions. An employes may be able to claim
exemption from whnholding even i the employee is
@ dependent, ¥ the smployes:

* 15 808 65 or olger,
« g blind, or

» Will olaim adiustiments 1o ncome; tax credts; of

The exceptions don't apply 10 supplermental wages
greater than §1,000,000,

Basic instructions. If you aren’t exempt, complaie
the Personal Allowances Worksheet below, The
worksheets on page 2 further adjust your
witttholding alfowances based on itemized
ceductions, ceriain credits, adustimsnts o income,
or twe-samers/multiple jobs st Huations.

Compkete all workshsety that apply. However, you
may claim fewaer {or zera) altowances. For reguiar

wages, withhoiding must be based on allowanses
you claimed ard may not be @ flat amount or
pergeniage of WAges.

Head of household. Generally, yoU Gan claim head
of housshold rximfg status on your tax return only #
you are unmaried wd pay more than 50% of the
costs of keeping up & horme for vourself and your
depender\tm or othar gualifving ingdividusls, Sse
Pubs. 501, Exerplions, Standard Deduction, and

o inforpation, for information.

Tax eredits, You can taks projested tex aredits inlo
accourt in figuing youw sliowable number of
withholding allowances. Credits for child or depandent
care expenses and the chilt tax credil may be claimed
using the Personal Allowances Worksheet below.
See Pub, 505 for information an convarting your other

#

Nonwage income. If you have & farge amount of

NONWagE INCome, such a8 interest or dividends,

consider razking estimated tax payments using ?orm
1040-E8, Estimaied Tax for Indwiduals. Otherwiss,

you miay owe additional te H you have pengion or

arnuity Income, see Pub, 505 to find out i you should
acdjust vour w;imaidmg on Form Wed or W-AR,

Two earners or srultiple jobs, I you have g
working spouse o1 morse than one job, figure the
sotal mjmtsm of alfowances you are entitisd to claim
on all jobs using worksheets from only ons Form
Wed, Your withholding usually will be most acoursts
when alf allowances ame claimed on the Form Wed
for the highast paying lob and zere gllowances are
claimed on he oihers, See Pub. 505 {or details.

Wonresident glien. If you am a nonresidant alien, se
MNodice 1392, Supplemertal Form W4 Instructiong f{zr
Nanresident Aliens, hefore completing this form.

Sheok your withholding. After your Form West takes
affect, use Pub, 505 tc sas how tha armount you we
having withhaid compares 1o vour projected otal tax
for 2617, See Pub. 505, espedially if your eamings
axcesrd $130,000 Single) or $180.000 Married).
Future developments. information about any future
éeveiﬂpmezms affecting Form Wed {such as
legistation enacted after we release it} will be posted

itemized deductions, on hig of her 1ax retum, sredits ino withholding allowances. at www s goviwd.
Personal Allowances Worksheet (Keep for your records,)
A Enter*1" foryowself fnooneelsecanclaimyouss adependent . . . . . . . . o o A
= You're single and have only one job; or
« You're married, have only one job, and your spouse doesn’t work; or . . . B
« Your wages from z secand job or your spouse’s wages (or the total of both) are $1.500 or less.
¢ Enter “1° for your spouse. But, you may choose to enter "-0-" if you are married and have sither a working spouse or more
than one job. (Entering “-0-" may help you avoid having too little tax withheldy . . . . . . .
o Enter number of dependents (other than your spouse or yourself) you will claim on your tax return .
E  Enter “1° if you will file as head of household on your tax return (see conditions under Head of household abeva}
F Enter ™ 1" if you have at least $2,000 of child or dependent care expenses for which you plan to claim a credit
(Note: Do not include child support payments, See Pub, 503, Child and Dependent Care Expenses, for details.)
& Child Tax Credit {including additional child tax credit). See Pub. 872, Child Tax Credit, for more information.
s i your total income will be less than $70,000 ($100.000 i married), enter *2” for sach eligible child; then less “1" i you
have two to four eligible children or less “2” If you have five or more eligible children.
» }f your total income will be between $70,000 and $84,000 {($100,000 and $118.000 if married), enter *1" for each efigible child. G

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

B Enter*1"ik

om0

s | you plan to ftemize or clalm adfustments to income and want 1o reduce your withbolding, see the Deductions

and Adjustrments Worksheet on pags 2.

w if you are single and have more than one job or are married and you and your spouse both work and the combined
earnings from all jobs excead $50,000 (520,000 i married), see the Two-Earners/Multiple Jobs Worksheet on page 2
to a\rosd having 100 little tax withheld.

« If peither of the above situations applies, stop hare and enter the number from line H on line § of Form W-d below.

For accuracy,
complete all
worksheets
that apply.

Separate here and give Form W-4 to your employer. Keep the top part for your records. - -

Employee’s Withholding Allowance Certificate

OB No. 1545-0074
Doparmant of the Treasuy ¥ Whether you are entitied to claim & certain number of allowances or exemption from withholding is 2,5 @ 1 7
ternal ;;C;w, e Gervice subject o review by the IRS. Your employer may be required to send a copy of this form to the IRS. e

1 cur first name ?ﬂG mxdf?mmt Last na?; / i f 2 Your social security number
JoarRy | . Axwél 4SO 1255
Hcm» ;mcifsés fnumber and ;tree: o rura?rcuta} 3 1 singe [ maries ] Maried, but withhold at higher Single rate. \f‘l
g}}gj ffgyégg Al 2}3 3:“}?& Lt ad Note: If married, but legally separated, or spouse Is a nonvesident allen, chack the *Single” box, ¥

o W=4

Cifyor town, stpte, apg'Zi cson 4 ¥ your last name differs from that shown on your social security card,
M ; W «gﬁ’ﬁg« {,\—» {M} ,4%; é}{,}ﬁ Lo check here. You must call 1-800-772-1213 for a replacement card. & ]
5§  Tothl number of allowances you are claiming (from ine M above or from the applicable workshest on page 2} 5 ,g’;i%’ ‘ “‘é{
&  Additional amount, if any, you want withheld from each paycheck . . . . g5 a

7 |claim exemption from withholding for 2017, and | certify that | meet both of the fo!iowmg coﬁdtiiorzs 3‘0! exempttczn
« Last year | had a right to a refund of all federal income tax withheld because | had no tax liability, and
« This year | expect a refund of all federal income tax withheld because | expect to have no tax liability.
If you mest both conditions, write "Exempt” here. . . . 4 . Py %
Under penalties of perjury, | declare that | have é&ammed this %@g\ﬂ & § gé}d to the be§t cf /X Kﬁbwiedgs and belied, ¥ is true, correct, and complete.

7/ y f 7 f Date b &?f 09 fﬁg? fé} ‘%ﬁ

w”?"% i T
10 cnl};&" e%sf*g 1/@‘%91&:(3; 10 Empoyesgzdem:ﬁs%mn nureabier (£

Employes’s signature
{Tnis form is not valid unless you sign it) »

8 Employer's name and address (Employen Comp ste tm‘ Brans

%

8 Gifice code {oplional)

For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 102200 Form W-4 (2017



This form cannot be used for emplovees hired prior to September 1, 2014,

Revision Date: 09/01/14
Expiration Date: 10/01/17
Affirmation of Legal Work Status
Pursuant to § 8-2-122. Colorado Revised Statutes

-~ oy
}%f&npk}yee Name: <SS 011 /1985
] Date c}?}é%t’th

,;%Socia} Security Number: j Y& g;‘i Y. 12¢5 Date of Hire:
. e f\ &

In accordance with § 8-2-122, C.R.S.. within 20 calendar days
listed above.

viter hiring the new employee

I affirm all four of the following by signing this form:
1. 1have examined the legal work status of the abpde named emplovee.

2. 1have retained file copies of the documents yequired by 8 U.S.C. sec. 1324a.
3. I have notaltered or falsified the employ#e’s identification documents.

4. 1 have not knowingly hired an unauthfrized alien.

Print Name of Emplover (or Designdted Representative)  Official Title

(MM/DDYYYYY)
Signature of Employer {or Designated Representative) Date Signed by Employer
Business or Organizdtion Name Employer Phone Number

The provision
significant fi

false or fraudulent information on this form may subject the employer to a
¢ and/or additional penalties.

the documents required by 8 ULS.C. see. 1324a: that the emplover has not altered or falsified the employee’s identification
documents; and that the emplover has not knowingly hired an unauthorized alien. The employer shall keep a written or electronic
copy of the affirmation, and of the documents required by 8 ULS.C. sec. 13244, for the term of employment of cach emplovee.

This mandatory affirmation i provided by the Colorado Division of Labor. Visit wow solorado goviedic/ove for more information.




Employment Eligibility Verification USCIS

Department of Homeland Security Form 1-9

R . L OIMB No. m<~{su4'
U5, Citizenship and Immigration Services Expires 6873172019

B START HERE: Read instructions carefully before completing this form. The instructions must be available, either in paper or electronically,
during completion of this form, Emplovers are liable for errors in the completion of this form,

ANTI-DISCRIMINATION NOTICE: it is llegal 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 mdmduai because the c}ocumentamn presented hasa future sxp iration date may also constitute a!iega! d scrimination.

Lesst Name (Famxiy i\iagne} Fzmt Name {Q:vgn Mame} Mimj’@ fnitial Other Last Names Used {f any)
A ‘“} “t”
f% @%W&i i { ’@f?ﬁ“ i P
Address (Street Number and Name) A{;}t. Number City or Town State ZiP Code
S0 Motwivs STae  [Lawt UaSau 2 Xe CO| Ro010.
Date Of Birth 1 (mm/ddfyyyy) 0.8, Social Security Number Employee's E-mail Addys Employes’s Telephone Number

09/t 1954 |QHE) B4 - (K5 itodeagm Caueoflice, el |720-232.9% /3

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

i attest, under penaily of periury, that | am {check one of the following boxes):

» A citizen of the United States

[} 2. A noncitizen national of the United States (Ses instructions)

{:E 3. Atewful permanent resident  (Allen Registration Number/USCIS Number):

ﬁf 4. An alien authorized towork  untll {expiration date, if epplicable, mmiddiyvyyy): e
Sorne aliens may write "N/A” in the expiration date field. (See instructions)

Allens authorized fo work must provide only one of the Tollowing document numbers to complete Form i-&: Do ﬁ‘i f,:;ti ,f;;scggaw
An Alien Registration Number/USCIS Number OR Form 1-94 Admission Number OR Foreign Passport Number. \
1, Alien Registration Number/USCIS Number: RS
OR
2. Form 1-84 Admission Number: \»sg.«
OR
3. Foreign Passport Number: K%“
Country of 1ssuané§% ' e

3 £
57 X
£ 3

Signature of Empiaveé

! %ttest, under penalty of perfary, that | have assisted in the completion éf Section 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/ddivyyy)
Last Name (Family Name) First Name (Given Nams)
Address (Street Number and Name) City or Town State ZiP Code

Form 19 0717717 N Page 1 of 3



Employment Eligibility Verification USCIS
Form 1.9

OMR No. 16130047

Expires 08312019

Department of Homeland Security
U.S. Citizenship and Immigration Services

. Last Narne (Family Name) First Name (Given Nama) #.. | Citizenship/immigration Status ‘
Emplovee Info from Section 1 k —-—g v
Max el aceu ) A Ctizen
List A OR List B Q) ARD ListC
identity and Employment Authorization Identity Employment Authorization

Document Title | Document Title Document Title

U5 {>a f;énor%- :
Issuing mthortty - Issuing Authority ssuing Authority

L5 og Soe, |
Document Nudb&r Docurnent Number Document Number

ST A
Expiration Date (if any){mmy/ddfyyyy) | Expiration Date (if any){mmAdd/yyyy) Expiration Date (if anyi{mm/ddiyyyy}
oul 24| 2023
Document Tide |
QR Code -

Issuing Authority 1 | Additional Information IR Gode - Socions 2
¢ Onbiot Wi In Thes Space

Document Number

Expiration Dats (f any){mm/ddlyyyy)

Document Title

issuing Authority

Document Number

Expiration Date [ anymm/ddiyyyy)

Certification: | attest, under penalty of perjury, that {1} | have examined the document{s} presented by the above-named employee,
{2} the above-listed document{s) appear to be genuine and to refate 1o the employee named, and {3} to the best of my knowledge the
employee is authorized to work in the United States,

The employee's first day of employment (mm/dd/yyyy) P _(23,] QQ(? (See instructions for exemptions)

Si;?ure of Employer or ﬁc;tprize‘d Representative Today's Date (mnvddfyyyy) | Title of Employer or Authorized Representative
7 a4y 02l 0% | 20\¥ Aorive. Asaistaat

,vés{ Name of Employer or Authorized Representative | First Name of Emplcy'ar or Authorized Representative | Emiployer's Business or Organization Name

f (\d L 0 A{W@ A EMPLOYER SOLUTIONS STAFFING GROUP LLC
Employer's Business @Orgamzaﬁm Address (Street Number and Nams) | Cily or Town State ZIP Code
7480 FLYING CLOUD DRIVE  SUITE 200 EDEN PRAIRIE MN 35344

A New Name (if applicable] T T T IB.Date of Rehite (fapplicable).
Last Name (Famfly Name) First Name (Given Nams) Middie initial Date (mnvddiyyyy)

C. f the employee’s previous grant of employment authorization has ex
continuing employment uthorization in the space. provided balow. -+

d, provide the mfmmatmn %fzr &he dooumem of. rasespt fhai es’eabizshes g L
Document Title Dccuzment Number Exmratton Date {;f any} {mxw’ddzyww

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

Signature of Employer or Authorized Representative | Today's Date (mm/Addyyyy) Name of Employer or Authorized Representative

Form -9 071717 N Page 2 of 3
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EVerify

Company Information

SENSITIVE BUT UNCLASSIFIED

Case Verification Number: 2018039130005HH
Report Prepared: 02/08/2018

Company ID: 47429

Employee Information

Company Name: Employer Solutions Staffing Group

Last Name: Maxwell
Date of Birth: 07/17/1956
Hire Date: 02/08/2018

Document Information

First Name: Darryl
Social Security Number: ™ ** 1255
Citizenship Status: A citizen of the United States

List A Document: U.S. Passport or Passport Card
Passport or Passport Card Number: 504216726

Case Status Information

Document Expiration Date: 04/24/2023

Final Case Result: Employment Authorized
Case Submitted On: 02/08/2018
Closed On: 02/08/2018

Employer Case ID:
Case Submitted By: AFIN3846
Closed By: AFIN3846

Closure Statement: The employee continues to work for the employer after receiving an Employment Authorized resuilt.

SENSITIVE BUT UNCLASSIFIED







EMPLOYER SOLUTIONS STAFFING GROUP
BACKGROUND CHECK AUTHORIZATION

i

i
”N?% 7 s g,gf / /
Employee Name: =7/ };%gﬁ@gg i 35%@‘?’(§€§ fg‘g X C ¢ /
(First) / ~ (Middle) {Last)

Former Namel{s) and Dates Used:

Current Address Since: {% %g?f; w:’; ééﬁ%ﬁg}mﬁ f‘;}@@g@ﬁ% Z{é@-.@%&ﬁ{g gﬁéfé ﬁﬁ;&é

{Mﬂ/ Yr) (Street) (City) o {State/Zip)

Previpus Address From:

{(Mo/yr) {Street) {City) {State/Zip)

Previous Address From:

{Mo/Yr) {Street) (City) {State/Zip)
3 EF P . f s e
Social Security Number: (g y5-0 Y- 125 )] pos:__ {2 i»;}ff? 14BN
Phone Number: f}ﬁf - gﬁ& *”@E?f g é‘

Driver's License Number/State: @(ﬁ - ; gég - g;?ig«g‘ {;j 5; ,{*} f@fﬁz‘fﬁﬁ
/

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.

| further authorize any individual, company, firm, corporation, or public agency to divulge any and all information, verbal
or written, pertaining to me, to Employer Solutions Staffing Group, LLC or its agents. | further authorize the complete
release of any records or data pertaining to me which the individual, company, firm, corporation, or public agency may
have, to include information or data received from other sources. Employer Solutions Staffing Group, LLC and its
designated ag‘?nts and remesentat}vesgshaﬁ maintain all information received from this authorization in a confidential
manner in Ofdgrzo protect the apyl xca;’ats personal mfarmatmn including, but not limited to, addresses, social security

i
numbers, and dtes ofh;rthﬁ‘ %
% J i

it‘ *‘& i ,f i ;,A r’ ;
Signature: E%%%"“w e ,@g/f §§f§ ot / fgff Date: f:’} g? fiﬁi’?é}} ‘)&
a7y A Ly A=y
Notice to CA, MN, and OK Résidents: =~ / / f

Please check the box below if you wish téﬁreceive a copy of a consumer report that is requested.
{3 1 wish to receive o copy of any Background Check Report on me that is reguested.



EMERGENCY CONTACT INFORMATION

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

)(,{’

N
«“E el f
Employee Name: % § yi @@%f% & it é’? AN 2 Lf‘

H

™, g S

wmw

Address: 3 ; fﬁ%&ﬁ L {ij gﬁ!‘i‘i« gﬁ&rﬁ»

Home Phone: 3{} fé é: g“} ) QM} éf?

Contact #1 Home Phone: 47 ¢ - cob-77 7 ?
m;”* fg .
Name: Mg 2 éﬁgﬁffj@ éﬂ,&éé /e | ; Cell Phone: ?6;3{:} m%’ﬁé}w gﬁ}g?
P
Relationship: wé} jffﬁx Work Phﬁneig 03 g{gif B E{i}é @
05~ 624
Contact #2 Home Phone:
s I
Name: gfg Al Byt f?gg ﬁé:gwgﬁg f? g%’- e Cell Phone: i} £{} - 6§ {~0g 25
v
7
Relationship: 3‘3 I Work Phone:
5% bt gx&%

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

5

@&} W f%gewy - f&mf?’%f ﬁigéf”’@ a‘si '
f” wf

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



Direct ‘{)epasxtf?a} roll l}ebrt Card Authorization

Employees have the option of receiving wages by Direct Deposit and/or Payroll Debit Card,

D Update Bank Account

Bank Name: >

Routing# \

AoeountE

Account Type: ] Céacdm ng [ Savings [l Other

1f vou do not provide a mxnm aiu{mn wages will be paid by Payroll Debit Card.

F understand and acknv@iﬁge that if  do not provide a
voided check &x’iﬁxff%iﬁ direct deposit form, I am
responsibie for dm delays in pavroll or extra costs
invarred if the xcgé;mt number that I provide ix incorrect

| Effective Date

Date

Initial _/~

verify vour ademm

E;};cept 'fm‘ the muzmg zmd awouw

W :iff ;»S

Federal law requires al} financial institutions m\oq
rf:qﬂuﬁ a Payroll Debit Card for vou, we must pro
you do not submit g Direct T}epmtt Pavroll Debit C ]
Card w pay your wages. For vour protection. the fi mnc}ai fnstitution ma

»  Tohelp us avoid making an error \f,\]caw attach & copy of a voided check. (s depasit ship mii not work)
H you change banks. do not close vour old bank aceount untll your direet deposit has amreed at the new bank, which may take 2 pay perinds.

hS

m}mbu’ S

. verify, and record information that identifies each person who opens an account. In order to
¢ all of the following zs&f;,mmfmn that sill enable the financial institution to identify you. If
ard Authorization, ESSG sill provide the necessary information and issue vou a Pay roll Debit

ask vou to provide thom additional identification information so they can

s toany information regarding vour
gb;l Lm d, cmd a pad\u wlmmmﬂ all c)f’ ihu urms and wnd imm Yuu mEi

Payroll Debit Card account or

CARDHOLDER INFORMATION (as you want vour Pavroll ;?Efc:’sit (1331';371 10 be issued)

=

First Name ML A Last Name. Dyase of Birth
s \\v
Street Address »0 BOX NOT ACCERTABLE g Y Soctal Security¥
Y
City State Zip \Ceil Phone mobile)

RECEIPT OF PAYROLL DEBIT

CARD {to be Lémp cted when vou pick up veur Pay mij Debir Card)

Payroll Debit Card Routing #
972181

Pavroll Dt}?ﬂ Card Accoumt # N

",

N

made in error ta my XLCQGIEU\If)

*E-mail: eé

* E~-mail is required for pay stub information.

@

Dhave received my Payroll Debit Card. welcome bséa hure, program fees. program ferms. conditions, and disclosures, By activating my Payroll Debit Card,
1 am agreeing o the program terms, conditions,
authorize the financial institution to debil my §
conditions, and disclosures.

sind disclosures that are included or made available to me Tmm time to time from the Anancial institution. 1
ol Debit Card account for the fees deseribed in the fee acixaggisin that is part of the program: terms.

or zmth{mmd deduc;mm into m\ a“"(mmf( s} as dx,wsmind a‘ba\ eand to mmak 1?“ nECessary, dsi’uz entries &nd 'idju%im msfor any credit entries

otha reqmmé wit ’ah(ﬁdm;.x

Employee's Signature:

this information will only be used to send your paystubs electronically

Date:




STATEMENT OF CONFIDENTIALITY

This agreement made this ﬁﬁ day of f"géw@m; 2012, between
Employer Solutions Staffi §g Group LLC, hereinafter referred to as ‘employer’,
and ‘”%gm j gﬁ%@fw’&%% hereafter referred to as “employee”.
WITNESSETH:

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

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

J e
Emp%ay&r Soxwf/@ns Stafﬁng Gmup LLC Represeniatwe




INJURY MANAGEMENT PROGRAM

Injured Worker's Responsibilities

As your employer, we are concerned about your full recovery. Reasonable and
necessary medical care will be paid for any compensable work injury. Medically
authorized time away from work will be reimbursed in accordance with the State
of Minnesota workers’ compensation laws. Wherever possible light duty
restrictions imposed as a result of your injury will be accommodated.

RESPONSIBILITIES OF THE INJURED WORKER:

Minnesota Rule Sec. 5221.0430, Subp. 1 requires that you choose one primary
health care provider. Subpart 2 places limitations on your right to change
primary health care providers. Discuss with your employer any change in health
care provider.

Attend all scheduled appointments. While on physical limitations, visits should
be a minimum of once every two weeks. Failure to have current medical support
for disability may result in termination of benefits. Schedule your next
appointment immediately after your doctor visit, before you leave the clinic if
possible.

Obtain a Report of Workability from your physician at every appointment, a
minimum of once every two weeks. M.R. 5221.0420 requires that your physician
cooperate with return to work planning and that you be released to return to work
at the earliest appropriate time.

Immediately following your appointment, provide a copy of the report to the
designated employer representative. You should deliver this in person so that
changes in work restrictions may be addressed and any questions answered.

Follow all physical restrictions at home and at work.
Report to work and perform physically suitable tasks as assigned. These may or

may not be in your regular department. The work may or may not be on your
usual shift.



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

Notify vour employer immediately of any new injuries or conditions that impact
vour physical condition.

I 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 1o receive
compensation for the time away from work. The physician must complete a

Report of Workability.

ities and agree to gﬁ%de by these guidelines.

i

o
45

| have rea&?%py resporsibil

Signed: W et
e

ey
N

LV #

Sl

hY

. /T /4 L/
Printed Name: _..| J4¢ ,éf;ff Sawmeg VY s wli |

[
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LOST OR STOLEN PAYCHECKS

If a paycheck is lost (missing, misplaced, destroyed, lost in the mail, etc.), 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 $25-335.

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

CHEQUES DE PAGO PERDIDOS O ROBADOS

Si un cheque de pago se pierde (que falta, fuera de lugar, destruido, perdido en
el correo, ete), 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 - 5 35.

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

AGREED/SE ACUERDA-—

v
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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 ESS5Gs 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.

(3) 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.

(5) 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:

e Responsibility to work in compliance with OSHA laws and regulations

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

¢ Responsibility to report workplace hazards and dangers

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

You have the following basic rights:

e Right to refuse unsafe work

e 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.



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
Emplover Solutions Group (ES5G) at 9592.835.1288/1.866.496.7573 with any
questions I may have about this policy. 1 agree to comply with ESSG’s policy on
ESSG WORKPLACE SAFETY POLICY and 1 understand failure to comply is
grounds for disciplinary action, up to and including termination.

1 also agree that if at any time during my employment I am believe that Iam
working in an unsafe or dangerous work environment, I will immediately contact
my supervisor, manager, director or ESSG's Safety Director at
952.835.1288/1.866.496.7573 in order to obtain assistance in the resolution of such
matters.

Emplovee Name (Pieﬁgeg?rizit)

e £ 'f
o] J. WAXweEl]
s
/
Date: fﬁﬁrs@ 712018
7 ;

M

o



- 885@ Pre-Screening Notice and Certification Request for

(Rev. Warch 2016) the Work Opportunity Credit OMB Mo, 1545-1500
Departmert of the Treasury . . . . . .
w?&‘w %‘mm& Service » Information aboul Form 8850 and its separate instructions Is at www.irs gov/form8850.

Job appizcam F;H m;the fines b?!ogfv and check any boxes that apply. Complete only this side.
Yourname . J Jiie / {g"% B3 by f' L é Social security number b S Y - £0 (™

e

Street address where you live ;§ »g jgﬁmg ;;_;;g ?g& W?ZM
City or town, state, anf* ZIPcode  / ﬁff s fm » Wﬁ‘ @%@é}?f{,@ {;

County ;g é 5 ;?§ f@»‘” Telephone number ’?{}2& *ﬁ:’;ﬁ - @5{ i @

if you are under age 40, enter your date of birth {(month, day, year)

1 {71 Check here if you received a conditional certification from the state workforce agency {SWA) or a participating local agency
for the work opporiunity credit.

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

» | am a member of a family that has received assistance from Temporary Assistance for Needy Families (TANF} forany @
months during the past 18 months.
| am a veteran and @ member of a family that received Supplemental Nutrition Assistance Program (SNAP} benefits (food
stamps) for at least a 3-month period during the past 15 months,
| was referred here by a rehabilitation agency approved by the stale. an employment netwaork under the Ticket to Work
program, or the Department of Veterans Affalrs.
| am at least age 18 but not age 40 or older and | am a member of a family that:
a. Received SNAP benefits (food stamps) for the past 6 months; or
b Received SNAP benefits ffood stamps) for at least 3 of the past & months, but is no longer eligible 1o receive them.
During the past vear, | was convicted of a felony or released from prison for a felony.
{ received suppiemental security income (881 benefits for any month ending during the past 60 days.
| am a veteran and | was unemployed for a period or periods totaling at least 4 weeks but less than B months during the
past year.

®

®

®

&

%

3 [7] Check here if you are a veteran and you were unemployed for a period or periods totaling at feast 6 months during the past
year.

4[] Check 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.

5 {71 Chack here if you are a veteran entitled to compensation for a service-connected disability and you were unemployed for a
period or periods totaling at feast 6 months during the past year.

v

6 [ Check here if you are a member of a family that:
e Received TANF payments for at least the past 18 months; or
= Recelved TANF payments for any 18 months beginning after August 5, 1997, and the earliest 18-month period beginning
after August 5, 1997, 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
those payrments could be made.

7 7] Check here 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 Applicants Must Sigﬂ

Under penalties of perjury, | deciare that | gave the above information to the einployer on or before the day s offered a job. and & is, to the best of my knowledge. ue,
correct, and complete. i

i
]
%

oute 02/07 f 018

Cat. No. 228511 Foim 885,@ Rev. 3-2016)

Job applicant's signature B / .
For Privacy Act and Paperwork Re\ég\étaer%ct N{sngé see pff;




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

EMPLOYER SECTION:
Client: Company:

Location: Position: Starting Wage: %

EMPLOYEE SECTION:

E\qz Name: Ldsi Name: /1 Suffix Street Address: ~r 3 City/State; Zip:
ety | Mepcwed] 340 HogsivgS e/ e O I3
B | Al 40 Hotuivad IR Liwe Liforyo SO0
[ Date of Birth: Age: 4 | Haveyou worked for | I ves, I{}{:ﬁ{m’g. -
B o BN e
hi o § W R 8 i A i S
&0y~ 12557 |0)-17-/45L 16| “Tow jon L2/
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 (TANE) ] "@
at any time since Augnst §, 1997" {1 ves, please provide information below.) o
Name of the person receiving benefits: Relatonship to your _
City: County: _ States
2. Have vou or has apyone living with vou received Food Stamps (SNAP) at any time during the past 15 months? O
{If ves, please provide information below.) #
Name of the person veceiving benefits: Relationship to yow
City: County: State:
3. Have you received Supplemental Security Income (SS) at any time within the past 3 months? O @
Blegse note, $his is not the same as Social Security benefits {8S) or Social Security Disability (58D benefits, s
I vou checked ves please provide o copy of your S5 documentation.
4. Have vou received any tvpe of vocational rehabilitation services within the past two years? 1 4
i

f ves, piia‘ﬁ indicate which wpe of agency vou worked with and provide thelr Jocation information below:
7 Vocational Rehubiliation Agency  [] Dept. of Veterans Affairs  [] Employment Netwark (Ticket to Work Program)

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

I vou checked yes please provide a copy of vour active Individual Work Plan and Ticket vo Work documemation.

L
bl

i1
&

Are vou a Veteran of the UG, Military? *Ifyes, please provide o copy of vour DD-214 and letter of separarion.
(1 ves, please provide information below, 1 no, piw continue (o guestion £6.)

Datex of Service ~ Frome T
Branch of Service:
Are vou entitled fo or are you receiving compensation for a service-connected disability?

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

11 ves. datwes of unemploviment - Frons g}glgg To: m‘ﬁg

&
Did vou receive unemployment compensation at any point during yvour unemployment?

I AN

1f yes. in which state did you receive unemployment compensation? __

t

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

Was thisa ] Federal or L__] State copviction? If State - County:  Stae:

?i < {\ame Amer;ma} Are you or your Spn‘ix‘«;a. a zmmbcr af 2’ \am ‘\mencam i rxbu i g

If vou checked ves please provide a copy of vour CDIB card.

CA Residents: [ Are vou the child of foster parents? [ Do vou receive CalWorks? [ Workforce Investment Act?
[T} Are vou a migrant or seasonal farm worker? B Have vou ever been convicted of a misdemeanor?

$C Residents: [ Do vou receive Family Independence Benefits?

PLEASE READ, SIGN, AND DATE:

Linder penalties of perjury. | declare the informstion above fo ke trpe g gocurate 10 the best of my knowledge, and 1 hereby onthovize any agency. organization, or
individualy o supply such verification {:;zfamzaﬁoﬁ i mdy begweded 1o dotermme jax or ea’zr eligibility to my emplover, employer representarive {Associated
Consultants, Ine. dba Retrolax). ar the

k,gml trent (); zbar» g % / L/g‘%éi
§ kS - % z‘ggﬁd%g{ g ”?{445; o ﬁﬁ f{g’?? ﬁii{«;z;*}g‘g“}

Neow Franlovee Kionatnraes




U.S. Department Labor OMB Control No. 1205-0371
Employment and Training Administration Expiration Date: Janvary 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, [ declare that this information is true and correct to the best of my

knowledge.
New Hire’s Szgnatu{i: “fzfm%; > ;;g s :
§ 4 o ¢ i
New Hire Name: w@,?f\ﬁ;@g@;f I Wescde [/

el

Social Security Number: {Q

et

Employer Namer .

B
pa
s,
e,

R

Please check the statements below if they apply to you.
o | declare that | was in a perfod of unemployment that is at least 27
consecutive weeks and for all or part of that period | received unemployment
compensation.

E] | declare that | have been in a period of unemployment since

(Enter start date)

Privacy Act Notice:

The Intsmal Revenus Code of 1986, Section 51, as amended and iis enacting lsgisiation, P.L. 104-188, specify that the State Workforce Agencies are the
“designated” agencies responsible for administering the WOTC certification procedures of this program. The infarmation you have provided compleling this
form will be disclosed by your employer to the State Workiorce Agency. Provision of this information is voluntary; however the information is requirad o
datermine your emplover's eligibility for the faderal tax credit

Public Burden Statement:

Persans are not required o respond 1o this coflection of information unless it displays a currently valid OM B contrel number. Respondenis’ obligation o
complete this form s required to oblain o retain benefits (P.L. 111-5). Public reporiing burden is estimated to average 10 minutes per response, including the
time for reviewing instructions, searching existing dala sources, gathering and mainiaining the data needed, and completing and reviewing the collection of
Information, Send comments regarding his burdan estimate to the U.S. Department of Labor, Division of Nationgl Programg Todls Technical Assistance,
Room C-4510, Washington, D.C. 20210 (Paperwark Reduction Project 1205-0371). Please do nol submit completed forms 1o tis address,

117-

ETA Form 9175 (Rev. November 20186)
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Drug Screening Test Results

Company Information

Company Name: Corporate Management Group

Address: 12000 N, Washington 5t, Suite 350, Thornton, CO 80241

% - v/ ;
1= Ny VL AR .
Name of Collector: <l a UL L ¥~ (RO hong
AT ¥
(J

Donor Informstion . ) ;f
J Dt 1o /7
Donor First & Last Name: e‘%é’f%gf / iy §f§}"5mjwé§, /

Reason for Test: Pre-amployment $craem:*sg

Sereen Resylts

Ty -
» /g
Date Coliected: _>// £ a’i P

Test Pass Fail
Cocaine {COC)

Mariuana (THC)

Opiate (OPY)
Amphetamine [AMP)
Methamphetamine (MET)

R BIg P o Bt

Certification

| hereby agree to submit to a saliva analysis for the purpose of testing for drug metabolites. The
specimen provided is my pwn and has not been substituted or altered.

&
&

F N e 3

S R A «*” X —

et 00 L1 (SChong /7 Q()f 1)/ ¥
Collector Ezgﬁayw Date

\,,x‘



Notification of Colorado Law Requirement —
Unemployment Acknawfe’dqemem

According to Colorado Statutes section 8-73-105.3. A temporary employee who
is given a notice that the employee is required to contact or notify the employer
upon completion of an assignment and to be available to work, as agreed upon
at the time of hire, during a specified period of time, on specified dates, or upon
call by the employer on an as-needed basis and who does not contact or notify
the employer upon completion of an assignment in compliance with the notice
and is not available to work at the agreed-upon times is deemed to have
voluntarily terminated employment for the purpose of determining benefits
pursuant to section 8-73-108 (5) (e). Also, a temporary employee who agrees fo
work on an as-needed basis and refuses all work within three separate pay
periods when contacted by the employer is deemed to have voluntarily
terminated employment for reasons that may or may not allow an award of

benefits pursuant to section 8-73-108.

It is your responsibility to contact or notify ESSG (For example, by calling 303-
920-1425, or using ancther means of contact) once your assignment ends.
if you fail to do so, it may affect your unemployment benefits.

| understand by signing this form that | am responsible to contact or notify ESSG
once an assignment ends. | also acknowledge that | have received a separate
copy of this fofm.%%é g‘§ {Initial)
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