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PO Box 46270
Minneapolis, MN 55344-9956

Tel: 952.835.1288

www.esgstaffingsolutions.com

employer solutions staffing group..

New Hire Application

Personal Data~ PLEASE PRINT LEGIBLY IN INK

Last Name kasten _ First Name denill Middie Initial @
Street Address_13803rd ave AptiSte nfa
City/State/Zip __hewport 55055 Soclal Security Last Four Y00t-XX- 9537
Phone Number 6517687973 Email Address dkasten37@yahoo.com @

Staffing Agency/Recruitment Partner M8

Avre you legally authorized to work in the United States of America? @IYES (INO
Applicant Certification and Authorization

| authorize Employer Solutions Staffing Group (ESSG) to use the information and statements cantained in this application to determine my
qualifications for employment. | authorize ESSG to meke inquiries of my former employers, except as indicated in this application,
regarding my previous duies, responsibilities, parformance, compansation and elighility for rehire.

ldndemtandﬂuétacomprehansivebackgroundmadtmaybewndumdmdabmﬂnemyaﬂgibnuymmmbycemmdlemaomsse.
This may include but is not fimited to, investigations of criminal and/or conviclion records, driving racords andfor a drug screen test as
required by clients, govemment regulations or by ESSG policies, .

I release ESSG and other parsons or entities from any claima that might be based on ES8G's decision to conduct a background check,

] certify that all statements made in my application are true and accurate and that | have not omittad any material information or provided
felse or misleading Information. | understand thet any material omission or misrapresentation will result in my disqualification from
consideration for employment or, if discovered after | bagin employment, will result in my tarmination,

Ifhired, 1 agree fo abide by the policies'and procedures of ESSG.

denill kasten ' %% Jan 18,2018
Name (Print or type) Applicanf’s Signature "Dete

A sopy or facsimile ("fax™) will be conslidered the same as an original signature, Email will ONLY be used for employment sorrespondence

For ESSG Office Use Only
DOH NHW -9 8850 w4
Emergency Confact info | Background Rolease Form Background Rosults Unemployment Letter ESC Application
{if applicable)
For ESSG Cllant Use
DOH ROP __ o Work Site Loe. WC Codae

ESSG - CMG-CO Rev. 04/2017



Form W4 (2017)
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withhojding
deduatlms. gertain credits, ﬁmﬁmﬂm to Income,
or two-eamers/multiple Jobs

adjust your withholding on Form W~3 or W-4P,
Twomusormﬁﬂeéa:&ﬂwuhma

a‘"&w withholding. If axempt, Complate all warishests that apply. However, you el one} oh.

1, d fower owances 1! to claim
B a1 Your 2 nmmzmdgmm %’“’J;"mnma:ﬁ%’ﬁ'?’“ oot D ol n ol joke “'"ﬂnmmm Yo o
Feb%s.m 8es Pub, 505, Tax Withholding you glaimed andmay ba a fiat amount or whah all allowances th o Form We4
and Estmated T Reroentage of wag mwmwmbhmmaummm
Notas if anolher person can da&nynuasadspendem Haudo!hnnnhold.eenamw. oan claim head olaimed on the See Pub, 505 for details.
onhlsorhamxrahnngu 't claim examption of household statuson taxratumo |4 Nonresident allen. If you are a nonresident alien, see
fmmwﬁmmldingil‘ tal Income excesds $1,050 you are mmsnmf Nt 1900, you mmlmm
and inciudies mors ihan $350 of uneamed income for ~ costs of Inaam Wmd& N er A B I yctor
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prtuciis kil ev"gg%na:’:ni:lwh Filng nmaton, for iformat usePuh.iostomhaw‘{i?uamuntyaum
a dependent, if the employas: Taxwdlts.‘louoantakapmjecledimmdmlm ng;dﬂmddm Mm
- age 85 orcder SR Sl St Sy Sapendan SN e YT
» Is blind, ar vare axpenses and eclﬁldtaxwedltmay ntu'-a mmmwlgnabomanymmm
ihel'umnaull Worksheet ments affeoting Form
e e et B ub. 08 o ot oncomminayourOer ailhonchsd i we rlass Wi b post
Personal Allowances Worksheset {Keep for your records )
A Enter*1”foryowself frooneelsecanciaimyouasadependent. . . . . . . . . . . . . . . . .. A
* You're single and have only one job; or
B Enter*1"if: { * You'rs married, have only one job, and your spouse doesn't work; or o o ot 3
® Your wages from a second job or your spouse's wages (or the total of both) are §1,500 or less,
C  Enter *1” for your spouse. But, you may chaose to enter ®-0-* if you ara married and have either a working spouse or more

than one job. (Entering *-0-" may help you avoid having too littetaxwithheld) . . . . . . . . . . . . . c
D Enter number of dependents (other than your spouse or yourself) you will ofaim on yourtax retum . . . s o [

E  Enter “1” if you will file as head of household on your tax retumn {see conditions under Head of household above) S
F  Enter ®1” if you have at least $2,000 of child or dependent care expenses for which youplanto claima credit . . F

(Nm Do not include child support payments. See Pub. §08, Child and Dependent Cara Expenses, for detalls.)

@  Child Tax Cradit (including additional child tex oreciif), 8ee Pub, 872, Child Tax Cretiit, for mora information.

* If your total income will be less than $70,000 ($100,000 if married), enter *2” for each eligible child; then less *1” if you

have two to four eligible children or less “2" if you have five or more eligible children.

* If your total income will be between §70,000 and $84,000 ($100,000 and $119,000 if married), enter “1” for each diigible child. @

H  Addlines A through G and enter total here, (Note: This may be different from the rumber of exemptions you claim on your tax retum.,) » H
* If you lantoihmlza or claim aqlustmamsto income and want o reducs your withholding, see the Deductions

For am dyo 3 Worksheet on page 2. = o

comp » lfyou arealn le and have more than nnelob or ara married and you and your spouse both work and the combined

worksheels yogs agll jobs exosed $m.000 {$20,000 i married), seethahv:o Eam?tslmspul%pla Johs Workshest on page 2

that apply. d having tao Tittle tax withhel

» lf neither of the above situations applias. stop here and enter the number from line H on line 5 of Form W-4 below.
Separate here and give Form W-4 to your employer, Keep the top part for your records.
P w_4 Employee’s Withholding Allowance Certificate OMB No. 1545-0074
m
Depariment veasury bmwummhMamanmmcrmpﬂmmmmmh
mmﬁg‘m subject to review by the IRS, Your smployer may be raquirad o send a. copy of this form 2o the IRS, 2©1 7

1 Yourfirst name and middie Last name 2 Your social security number
denlll kasten 471749537
Home address [number and streel or rural route) 3Q singie @ Mamied O] Married, but withhold st higher Single rate,
by duf n/a Note: f maried, bt legallyseparater, or spousa s a nonvesident alin, ohack the *Single bax.
Gity or tawn, state, and ZIP cods 4 Htyourlast name differs from that shown on your social security oard,
newport 55055 shook hers. You must call 1-800-772-1213or a replacement oard. ™[]

5
8
7

Total number of allowances you are claiming {from line H above or from the applicable worksheet on page 2) §l]0
Additional amount, if any, you want withheld from each paycheck ., . . . . . d 6|3
I claim exemption from withhelding for 2017, and | certify that | mset both of the lollowing eondlﬁons for exemphon.
* Last year | had a right to a refund of all federal income tax withheld because | had no tax liability, and
» This year | expact a refund of all federal income tax withhsld because 1 axpacttohavenotax liabi
if you mest both conditions, write *Exampt® here. . . . q o 7]

Hnder penalties of perjury, | deolare that | have mmlned this certificate and. to the best of my lmuwledge and bellef, it is trus, correct, and complete.

Employse’s signature
{This form is not valid unless you sign it) wdenl kasten (Jan 13,2018

pate» Jan 18,2018

Employer's name and address (Employer: Complete lines 8 and 10 only if sending to the IRS) | 9 Office vade {oplional} | 40 Employer identification mumber (EIN)

For Privacy Act and Paperwork Reduction Act Natice, see page 2.

Oat. No, 102200 Form W-4 (2017)



. DEPARTMENT
£ OF REVENUE W-4MN

2017 Minnesota Employee Withholding Allowance/Exemption Certificate

Employeas

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

¢ Claim fewer Minnesota withholding allowanses than your federal allowances

» Cialm more than 10 Minnesota withholding allowances

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

* Claim to be exsmpt from federal withholding or claim to be exampt from Minnesota withholding

Do not complete this form if you are oiaiming the same number of Minnesota allowances as federal and the number olaimed is 10 or less.

#7:  Employed's et nameand initial Last name ! Employes’s Boola) Ssourity number
S denill kasten 2 471749537
Permanent address j Warital status {chock ons box) )
03t v SR e
oy ; Sum T code ©7 Marred
newport 55055 1 Married, but withhold st higher Single sate

Employsas: Read Instructions on back, completo Seotion 1. OR Section 2, sign and give the compisted form to your employer.
{Po not compiete hoth Section 4 and Seotion 2. Gompleting both sections will maks the form invalld.)

{Z section 2 Determining Minnesota allowances

Complete Seotion 1. if you olaim fewer Minnesota allowances than your federal allowances, AND/OR ¥ you want additional Min-
nesota withholding deducted each pay period,

1 Total number of federal allowances ¢laimed on federal FormW-4 ............ 000000000000060BO000 1
2 Total number of Minnesots allowances (fine 2 cannot be MOre than e 1) ...eeveevseecsoncsoness 2
3 Additional Minnescta withholding you want deducted each pay period ...... 00age00a 0000000000Ga00 &) M

[” section2— Exemption from Minnesota withholding
Complete Section 2 if you elaim to be exempt from Minnesota income tax withholding (see Ssction 2 instructions for qualifica-
tions), if applicable, check one box below to indicate the reason why you bellsve you are exempt:
1 meet the requirements and claim exempt from both federal and Minnesota Income tax withholding,
Even though | did not clalm exempt from federal withholding, | olalm exempt from Minnesota withholding because | had no

Minnesota inoome tax flabllity last yaur, | reselved a refund of all Minnesota income tax withheld, AND | expect to have no Min-
nesota incoms tax llability this year.

IIIJ My spouse is a military service member assigned to 8 military location In Minnesota, my domiclle (iegal residence) is In another
state, AND | am in Minnesota solely to be with my spouse. My state of domicile is
1 am an American Indian living and working on a reservation.
[II} 1am & member of the Minnesota National Guard or an active duty U.S. military member and dlaim exempt from Minnesota
withholding on my military pay.
11 receive a millitary pension or other military retirement pay as calculated under Title 10, 14071 through 1414, 1447 through
1455, and 12733 and claim axempt from Minnesota withholding on this retitement pay.

3 | certify that all information provided In Section 1 GR Section 2 Is corract. | understand there is a $500 penalty for filing a false with-
g é holding allowance/exemption certificate.

2
§
é

1! . D ho:
e Lo " Jan 18,2018 Gusdeicld

"ﬁmployees: Give the completed form 1o your employer.

Employers

{f you are required 10 send a copy of this form to the Dapartment of Revenus (see instructions), you must enter the employer information below
and mail this formto: Minnesota Revenue, Mail Station 6501, St. Paul, MN 55146-6601. (Incomplete forms are considered invalid.) A $50
penalty may be assessed for sach required Form W-4MN not filed with ihe department.

Keep a copy for your records,

i g  Nomoofemployer Federal employer ID number (FEIN) | Minnesota tax 1D number
_ § E © Address Sy ' State ZiPends
e 337267 Questions?  Website: www.revenua.state.mn.us. Emall; withholding.tax®state.mn.us. Phone: 651-282-9996 or 1-800-657-3594.






Authorization

Authorization: By signing below, you authorize: (a) backgroundchecks.com ("BGC”) and/or Orange Tree
Employment Screening to request information about you from any public or private information source;
(b) anyone to provide information about you to BGC and/or Orange Tree Employment Screening; (c)
BGC and/or Orange Tree Employment Screening to provide Employer Solutions Staffing Group, LLC one
or more reports based on that information; and (d) Employer Solutions Staffing Group, LLC (*ESSG”) to
share those reports with others for legitimate business purposes related to your employment. BGC
and/or Orange Tree Employment Screening may investigate your education, work history, professional
licenses and credentials, references, address history, social security number validity, right to work, crimi-
nal record, lawsuits, driving record, credit history, and any other information with public or private infor-
mation sources. You acknowledge that a fax, image, or copy of this authorization is as valid as the origl-
nal. You make this authorization to be valid for as long as you are an employee of ESSG.

The Consumer Financial Protection Bureau's “Summary of Your Rights under the Fair Credit Reporting
Act” Is attached to this authorization. If you are a New York applicant, a copy of New York’s law on the
use of criminal records is attached. By signing below, you acknowledge receipt of these documents.

Personal information: Please print the Information requested below to identify yourself for BGC,

Printed name: denill n/a kasten
First Middle (3 Last
none)
Other names used;  Strantz, yates
Current county of residence:
Current and former addresses:

03/1999 current 1380 3rd ave newport 55055
from Mo/Yr to Mo/Yr Street City, State & Zip
from Mo/Yr to Mo/¥r Street City, State & Zip
from Mo/Yr to Mo/Yr Street City, State & Zip

Some government agencies and other information sources require the following information when
checking for records. BGC will not use it for any other purposes.

03/19/1967 471749537

Date of birth Social security number
2406293315810 denill ann kasten

Driver’s license number & state Name as it appears on license

Report Copy: If you are applying for a job or live in California, Minnesota, or Oklahoma, you may request
a copy of the report by checking this box:

Genill kasten Jan 13, 2018) Jan 18,2018
Signature ' Date




EMERGENCY CONTACT INFORMATION

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

Employes Neme: denill kasten

Address; 13803rdave newport 55055

Home Phone; 6517687973

e " EMERGENCY CONTACTS. = | REE
- Ploase lls&mmgple (ha fﬂﬂﬂtfbt’d&l wha dould be contacted in case of an er @;gency--"- '

Contact #1 Home Phone: 651-500-0117

Name: chris kasten Cell Phone:

Relationship: husband Work Phone:
Contact #2 Home Phone: g51.769-8571

Name: alaine oftedahl Cell Phone:

Relationship: mother Work Phons:

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

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



Emplqymeut Eligibility Verification USCIS

Department of Homeland Security Form I-9

o ' ol 4 CIMB No, 1615-0047
U.8. Citizenship and Immigration Services Expires 15/31/2019

eotlon mployer or Authorized Representative Review and Verification

(Employ;?s or the:ra«dhnnzed rapmssnlahve must complets and sign Sestion 2 within 3 business days of the employee's first day of employmient. You
, ust physically sxaniine one document from List A OR'S combifiation of one dosument from List B and one document from List C aa listed on the "Lists

pf Acgeptable Dacyments.”) % L2l —
"“ e, 1 N i
e o 1 ?Wmma) ‘@ ﬂmm Name) ﬁ ] cufenahfpllnmigrauon Siatus
(47~ W 0 it B AND ‘ st G
{dentity and Employment Authorization Bmploymem Authorlzaﬂon

[Document Tile

%Esuing Aithorty

Document Number

"Expivation Data (7 anyjimm/ad/yyyy)

Expjaﬂon T mm/dd(m:ﬂ
Documant Title

Tesuing Aathority Addifional information s?nm,mhmé‘;:

| Dacumeant Number

"Expiration Date (F anyjlmmiadyyy)
i

5 Dooument Titls
i -
| Issuing Authority

L

! Expiration Date {if any, (mm/adlyyy)

hoveplistod domment(s)appearhhagenuinaandtomlatatomaemployeenamed,and(a)bthebestofmylmnwledgemo
5 utharlzedtowork!n the United States,

ba's ﬁrst day of employment (mm/ddyyyy): 0 l / 3/ ;g {Seq Irf?ucﬁons for sxemptions)

W‘“""“‘“‘“" JTRIGR™ "TUCI """

Imp of, mplﬁm»:md Representative ’ aror Aulhonzed Repressntative | Employer’s Business or Organizafion Name
|

| et - A
| Employer's Business or Organizatiun Address (Straet Number and Nama) | City or Town State | ZIP Code
| | J

Section 3. Reverification and Rehiros (Tobe complated and signed by employer or authorized represantative )

A, New Name ( snalioable] ; " |B. Dbta of Rahire (d appiivabie)

Last Name (Family Nema) Fmst Narme (Given Name) Widdie Inmal Date (mmiddiyyyy}

‘_‘p TFa employes's previous gra mgﬁm of employment aLhANZaton Has expired, Frowiae the uﬂnm"'aﬁ"_bn Tor e fGaurent o7 recelpt Ihal GeiAblsngs
eentinuing employmerd guthorzation inthg spage nroﬂm below,

Document Title Document Number Exptraﬂnu Date {f any) (mmldd/mvy)

} attest, under penalty of perjury. that to the best of my knawladga, this employes is authorized to work in the United States, and if
tha employes presented document(s), the dosument(s) { have examined appsear to ba genuine and fo ralats to the individual.

Signature of Employer or Authorized Repressntaiive | Today's Date (mm/ddfyyyy} Name of Emplover or Authorized Representative

Form [-9 07117 N Page 2 of 3



employer solutions staffing group.-
Direct Deposit/Payroll Debit Card Authorization

Employees have the ophon of recewing wages by Direct Deposit and/or Payroll Debit Card.
ele es will b :

S o PANIE ]1\.'.I ORNNEION

Employse Name djanij| kasten SSN# (ast4 diglts) ooy

Stptmiiope2 s DAN RO B E e e

)| Direct Deposit (Please complete Seotions 3 and 5 below)
Y] Payroll Debit Card (Please complete Sections 4 and § below)
S HORM 3 PIRECT DERGSEE
Update Bank Account

Bank Name:

Note; Direct Depnsit accounts 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 acconnt number that I provide is incorvect,

mitial 9K Date_01/18/2018

us bank

Routing? 091000022

Account# 195746540

Acooutt Type: |11 Checking L) Savingd 111 Other

= Tohelp us avaid making an error, please attach a copy of a vaided check. (a deposit slip will not work) '
= Tfyou change banks, do not close your old bank account until your divect deposit has started at the new bank, which may take 2 pay pesiods.

SEGTENT T PANROEL BEBIEERDIGEORNTE NS IIE R

Federal Iaw requires all financial institutions to obtain, verify, and record information that identifies each person who opens an account, In order to
requeataPaymllDebitCardﬁxryou,wcmuatpmvxdeanofthefnnowinginfnnnaﬁonthatwmenableﬁxeﬁnanoialinMonmidenﬁfyyou.lf
you do not submit a Direct Deposit/Payroll Debit Card Anthorization, ESSG will provide the necessary information and issue you a Payroll Debit
Card to pay your wages. For your protection, the financial institution may ask you to provids them additional identification information so they can
ify your identi

Exoept for fhe routing and account number, ESSG doas not have access to any information regarding your Payroll Debit Card account or
transactions. On your first payday, you will receive your new Payroll Debit Card, and a paciket containing all of the terms and conditions. You will
then sign acknowledging that you received the Payroll Debit Card and packet, Your Payroll Debit Card will be reloaded on each payday you receive
wages,

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

FirstName M1 LastName Date of Birth
Strest Address (P0 BOX NOT ACCEPTAHLE) Soclal Security#
City Stats Zip Cell Phone {mobile)

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

1 have received my Payroll Debit Card, welcome brochure, program fees, program terms, conditions, and disclosures. By activating my Payroll Debit Card,
1 am agreeing to the program terms, canditions, and disclosures that are included or made available to me from time to time from the financial institution. 1
authorize the financial institution to debit my Payroll Debit Card account for the fees described in the fee schedule that is part of the program terms,
conditions, and disclosures,

A
Employee’s Signature; _derliiesten|an 15, 2016) Date:
SECRHON s ATFEHTO A E IO -
T autherize ESSG to directly deposit my periodic wages/compeusation payments, net of required tax withholdings, other required withholdings
or authorized deductions, into my account(s) as designated above and 10 initiate, if necessary, debit entries and adjnstmentsfor any credit entries

01/18/2018

made in error to my account(s). * E-mail is required for pay stub information.
*E-mail: dkasten37@yahoo.com . @ ~
thig information will only be used to send your paystubs electronically
deni masiey Date; 2N 18,2018

Employee's Signature: _desiliacinaltan.8, 2006




This agreement made this 1 ® | } : y 20&, between
Employer Solutions Staffing Group oup LLC, herel E* referred to as “employer”,
and hereafter referred’to as “employee”.

- WITNESSETH:

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

In view of the difficulty of determining the amount of damages which may
result to the employer from a violation of any of the provisions hereof, the
employee agrees to pay to the employer the sum of $10,000 as liquidated
damages for every such violation; provided, however, that the payment of such
amount as liquidated damages shall not be construed as a release or waiver by
the employer of the right to prevent any such violation in equity or otherwise.
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employer solutions Ing gré;spm
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
heaith 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 shouid
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 physiclan
cooperate with return to work planning and that you be released to return to work
at the earliest appropriate time.

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

Follow all physical restrictions at home and at work.

Report to work and perform physically suitable tasks as assigned. These may or
may not be in your regular department. The work may or may not be on your
usual shift.



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

No our r immediately of a w injuries or conditions that ct
your physical condition.

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

1 have read my responsibilities and agres to abide by these guidelines.
/A

Signed: denllikasbsn (3on 15, 2038)

Printed Name: denill kasten




employer solutions staffing group..

Important/importante
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-$35.

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

CHEQUES DE PAGO PERDIDOS O ROBADOS

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.

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

AGREED/SE ACUERDA—

Name/Nombre (con letra de molde);  denill kasten

_§_i_gnaturelFinna: denlliasten (Jan 18, 2018)




employer 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, Complian('ae 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

e Responsibility to report workplace hazards and dangers

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

You have the following basic rights:

» Right to refuse unsafe work

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

o Right, to review copies of appropriate standards, rules, regulations and
requirements that the host employer is required to have available at the
workplace.



employer solutions staffing group..

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

» Right to gain access to relevant personal exposure and 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 13 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
962.885.1288/1.866.496.7578) and asking for the ESSG Safety Director. You can
also contact OSHA divectly 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.



employer solutions staffing group..
Acknowledgement of Receipt of Workplace Safety Policy

1 certify that I have received a copy of Employer Solutions Staffing Group’s ESSG
WORKPLACE SAFETY POLICY. I understand that it is my responsibility to read
this policy and ask my supervisor, a member of management or to telephone
Employer Solutions Group (ESSG) at 962.885.1288/1.866.496.75673 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 Director at
952.885.1288/1.866.496.75738 in order to obtain assistance in the resolution of such
matters.

Employee Name (Please Print)
denill kasten

Employee’s Signature:
denill basiey Date: 120 18,2018

et ten (o0 18,2008
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- 3850 Pre-Screening Notice and Certification Request for
o, Warch 26 the Work Opportunity Credit OMENo. 546160

!E:t’armalI mngRgevam . » Information about Form 8850 and its separate instructions is at www.irs.gov/formB850.

Job applicant: Fill in the lines below and check any boxes that apply. Complete only this side.
Yourname  denill kasten Soclal security number > 471749537

Street address where you live 13803rd ave

City or town, state, and ZIP code ___newport 55055

County washington Telephane number 6517687973

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

1 [[J Check here if you recsived a conditional cartification from the state workforce agency (SWA) or a ﬁartlclpating local agency
for the work opportunity credit.

2 [[0 Check here if any of the following statements apply to you.

» | am a member of a family that has raceived assistance from Tempotary Assiatance for Needy Familles {TANF) for any 9
months during the past 18 months,

« | am a veteran and a member of a family that received Supplemental Nutrition Assistance Program (SNAF) benefits (food
stamps) for at least a 3-month period during the past 16 months.

s | was referred here by a rehabliitation agency approved by the state, an employment network under the Tioket to Work
program, or the Department of Vetarans Affairs.

« | am at least age 18 hut not age 40 or oider and | am a member of a family that:
a. Recelved SNAP benefits {food stamps) for the past 8 months; or
b. Recelved SNAP benefits {food stamps) for at least 3 of the past § months, but is no longer efigible to rsceive them.

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

o | raceived supplemental secutity income (SS) benefits for any month ending during the past 60 daya.

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

3 [ﬂ] Check here if you are a veteran and you were unemployed for a period or periods totaling &t least 6 months during the past
year,

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

5 H] 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 8 months during the past year.

6 [[J Check here if you are a member of a family that:
» Received TANF payments for at least the past 18 months; or
» Recsivad TANF payments for any 18 months beginning after August 5, 1987, and the earliest 18-month pariod 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 payments could be made.

7 El Cheok here If you are in a period of unemploymant that is at Isast 27 consecutive weeks and for all or part of that period
you recelved unemployment compensation,

Signatura—All Applicants Must Sign

Under penalfies of perjury, 1 declare that | gave the abave information to the employer an or before the day | was offered 2 job, and it is, to the best of my knowledge, trus,

correct, and complete,

(/

Job app“ms signatum P donilliasten (Jan 18, 2028) Data Jan 18’ 2018

For Privacy Act and Paperwork Reduction Act Notics, see page 2, Cet No. 228511 Form B850 (Rev, 5-2016)



Form A (rev. 03/2017)

EMPLOYER SECTION:
Client:
Location: Paogition: Starting Wage: $
EMPLOYEE SECTION:
First Name: Last Name: Suffix: Street Address: City/State: Zip:
denill kasten 1380 3rd ave newport,mn 55055
SS#: Date of Birth: Ages Have you worked for | If yes, location:
471749537 this company hefore?
03/19/1967 50 Yes ) No(®)
Please complete all questions, and sign and date the form. Yes No
1. Have you or has anyone living with yon received Temporary Assistance to Needy Families (TANF) Q @&
at any time since August 5, 19972 (If yes, please provide information below.)
Name of the person receiving benefits: Relationship to you:

City: County: State:

2. Have you or has anyone living with you received Food Stamps (SNAP) at any time during the past 15 momths? a ®
(If yes, please provida infoymation below.)
Name of the person receiving benefits: _____ Relationshiptoyon: ____
City: Comnty: _____ State: ___

3, Have you received Supplemental Security Income (SSI) at any time within the past 3 months? g @
Pleass note, this is not the same as Social Security benefits (SS) or Sacial Security Disability (SSDI) benefits.
*Jf you checked yes please provide a copy of your SSI documentation,

4. Have yon received any type of voeational rehabilitation services within the past two years? O @I
If'yes, please indicate which type of agency, you worked with and provide their location information helow:

[0} Vocational Rehabilitation Agenoy E1] Dept. of Veterans Affuirs ] Employment Network (Ticket to Work Program)
Mame of Agency: ______ Phone#: ____
City: County: ____ State:
*If you checked yes please provide a copy af your active Individual Work Plan and Ticket to Work documentation.
5. Are yon 3 Veteran of the U.S, Military? *If'yes, please provide a copy of your DD-214 and letter of separation.
(1f yes, please provide information below. If no, please continue to question #6.)

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

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

If yes, dates of unemployment - From: Ta:
Did you receive unemployment compensation at any point during your anemployment?
K'yes, in which state did you receive unemployment compensation? __

7. Have you been convicted of a felony or released from prison for a felony conviction in the past 12 months?
Conviction Date: Release Date:
Waathisa []] Pederal or [J] State conviotion? IfStete - County: ___ State:

T 25‘.. _ ™ .', : e

Q
@

Ql Q pi©
Pl @ B

T e e R A T Crd iy R B e
IEC (Nafive American): Are you or your spouse a member of a Native American Tribe?
Ifyou checked lease provide a copy of your CDIB card,

CA Residents: LI} Are yon the hild of fostor parents? [C} Do you recsive CaiWorks? [J] Woridforoe Investment Act?
[l Are you s migrant or seasonal farm worker? [] Have you over been convicted of a misdemeanor?
SC Residents: Do you receive Family Independence Benefits?

PLEASE READ, SIGN, AND DATE:

Under penalties of peryury, I declare the information above to be true and accurate 1o the best of my knowledge, and 1 hereby authorize any agency, organization, or
individunls to supply such verification or information that may ba nesded 10 determine tax credit cligibility to my employer, employer representative {Assoclated
Consultarus, Inc, dba Retrotax}, or ths Depariment of Labor.

New Employee Signature: AN hasten Date; J2N 18,2018
~— BT RSB (151 76, 20T

a
O




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

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

- Instructions: This Self-Attestation Form (SAF) is to be completed, signed, and dated by the new hire only.
Employers or consultants submit this SAF to the State Workforce Agency with IRS Form 8850 or if fited
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,

Aenill baston
New Hire’s Signature: __dmﬁu.mm Date Jan 18,2018
denill kasten

New Hire Name:

Social Security Number: = 471-74-9537
Employer Name:

Please check the statements below if they apply to you.

[  1declare that | was in a period of unemployment that is at least 27
consecutive weeks and for all or part of that period | received unemployment
compensation,

= | declare that | have been in a period of unemployment since

(Enter start date)

Privacy Act Nofice:

The Intemal Revenus Coda of 1886, Seclion 51, as amended and s enacling legislation, P.L. 104-188, spadify that the State Workforce Agencies are the
*deslgnated” agencies responsibla for administering the WOTC certificafian procedures of this pragram, The information you have provided completing this
form wil be disclosed by your emplayer to tha State Workforee Agency. Provision of this information is voluntary; however the information is required to
determine your employer's elighility for the fedsral tax cred.

Pensons are not required fo respond to this collection of informafion unless it displays a qunently valid OM B control number. Respondenis' obligation to
complete this form is required to obtein or retein benefits (P.L. 111-6). Public reporiing burden is estimated to average 10 minules per response, including the
{ime for reviewing instruciions, sesmhing existing data sources, gathering and meinteining the data nesded, and complefing and reviewing the collaction of
Information. Send comments regending this burden esimatato the U.S. Depariment of Labor, Division of Naional Programa Tools Technioal Assistancs,
Room(‘«4510.Washhgton. D.C. 20210 (Paparwork Reduotion Project 1205-0371). Please do not submit completed forms to this address,

117-

ETA Form 9175 (Rev. November 2018)
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Notification of Minnesota Law Reguirement —
Unemployment Acknowledgement

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

Job assignment from a staffing service, (1) fails without good cause to

affirmatively request an additional sultable job assignment, (2) refuses without good
cause an additional suftable job assignment offered, or (3) accepts employment with
the clfent of the staffing service, Is considered to have quit employment.

This paragraph applies only if, at the time of beginning of employment with the stafiing
service, the applicant signed and was provided a copy of a separafe document written
In clear and concise languags that informed the appficant of this paragraph and thaf
unemployment henefifs may be affected,

It is your responsibifity to contact ESSG through Corporate Management Group (for
instance, by calling 303-820-1425 or using any other form of contact) for additional
assignments, If you falil to do so, it may affect your unemployment benefits.

I understand by signing this form that | am responsible to contact ESSG within 5
calendar days once an assignment ends. | also acknowledge that | have recelved a

separate copy of this form, dk _(Initial)

[/

denfl kasten (Jan 18, 2018) Jan 18,2018
Employee Signature: Pate;
denill kasten

Employes (please print your name hera)

Telephone: 303-920-1425
12000 N. Washington Street Suite 350
Thornton, CO 80241

.MN_02.2013



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 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. 1 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 to the test.

A

denil kasten (Jan 18,2018)
Individual's Name

Jan 18,2018
Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



o RS e STRlesmsdlitens ptp.

HearTerEZ
Enhanced MEC_Plan 1

Benefits Enrollment Form [T New Empiovee

Employeelinformation

Rehire Rehire Date_"/3

Name (First and Last) Soclal Sscurity Number
denill kasten 471749537
Address City State Zip Code
1380 3rd ave hewport mn 55055
Gender [ Male | Warital StatusILl Single | Date of Birth Dats of Hire
B Fomale | Bl Mamed py Divorced 03/19/1967 01/18/2018
. "Emall Address:
e ""T;;; 3rd ave s dkasten37@yahoo.com
|Please Select Desired Coverage:
Employee Only - Employee+Spouse - I:I Employee+Child(ren) - Family ~
$24.00/Week $38.00/Week $36.00/Week $63.00/Week
|W—
ECRALE SR Birth Date | SeX Relationship
newport
6517687973 n/a @1 mate Spouse @ Child
Lol WL S heme i @1 Female €l Domestic Parter
Depandan ;
- Soolal Sacurity # . Birth Date | Sex Relationship
o use Child
[First Name M Last Name g F“?lmale s Domestlcn Pariner
[Bependent =
55055 iy e o b Relationship
"First Name W TastName | ' mﬂa '») Sp&use D@ Child

Other coverage information including Medicare/Medicaid

NAME OF PERSON COVERED (FIRST, LAST):
dkasten37@yahoo.com EFF. DATE

EFF. DATE

Employea Acknowledgement and Autharization - I haraby apply for the group banefit(s) as Indicated. | acknowiedgs that all antries are true and complete and that
jany misatatements or fallurs to report Information may be used as the basis for cancallation of coverage for me and my depandent{s), if any, from the original
effective date. Further, | authorize my employer to make the necassary payroll deduction of premluma for coverages | have elected.

IF ENROLLING - YOU MUST SIGN HERE

Employee Signature Date 01/18/2018

EMPLOYEES DECLINING | am DECLINING coverage

1 understand that | and/or my depsndents, If any, walve any coverage and dasire to participate In the plan st a later dats, liwe may be considered a late enrolies and
must mest the requirements definad In the Certificate of Covernge for the company’s medical or dental If 1 decline enroliment for myself or my dependents
(Including my spouse) because of other caverags, | may, In future be abis to enroll myself or my depen In this plan, provided | request enroliment within 31
days after the other coverags ends. In addition, if a new dependent relationship forms as a resuit of marriage, birth, adoption, placemant for adoption of parting suit
of adoption, | may be able to enroll myself or my dependent, provided | request enroliment within 31 days of the event.

IF DECLINING- YOU MUST SIGN HERE

Employee Signature denili kesten (Jan 18, 2018) Date 01/ 18/ 2018

Employer Solutions Staffing Group Heaith Benefits Team
PO Box 46270
Minneapolis, MN 55344
Phone: 952-767-9519 Fax: 852-767-9515
Email: Health@employersolutionsgroup.com




Fixed Indemnity Medical Benefits_Plan 2

VS| 219301-ESGA __ OFFICEUSEONY  LOCATION________  RehieDate__/__/ ___
ENROLLMENT FORM ESC CU(UNAC—MN) P1v18.2
A. REQUIRED EMPLOYEE INFORMATION PRINT USING Eﬁéﬁ:&iﬁﬁﬁﬁ—(ﬁust Be Filled Out)

Name  jonill kasten §Somal Security # ' Home Phone Sex EI
I 1 e e
e Z]p W hot,, S AUER RN Dat?ofB;_nh_-.‘__

S moscadu il T Tal CEE

Rt Payroll Dedimted Wenld!jatem_

You MUST select a coverage level before any benefits in Section C, Your coverage |eve| for the all benefits in Section C will be
identical. The Fixed Indemnity Medical Plan, Dental Plan, Term Life Plan, and Short-Term Disability plans are underwritten by BCS

i lnsurance Company The Vislon plan is underwritten by Companion Life Insurance Company.

CT COVERAGE LE ;:; e T | DENTAL VISION Termure | SHORETERM
e OO 2025 () $6.17 $2.02 ) $0.60 ) sa.20 [
Employee + 1 $41.10 $12.34 $4.92 $0.90

Employee + Family $54.88 $20.36 $6.56 $1.80
. NowalBeefts O | Hlves OIno | Eves Oino | Dlves OlIno | Clves Hino | Clves Hno

_ 1Thls coverage is not avallable to résuldents"of NH, Hl , or PR. 25TD is not available to persons who w0rk in CA, Hi, NJ, NY, or RI.

For Term Life / Accidental Death & Dlsmemberment, please write in your beneﬂdary information. / Accidental Death &
Dismemberment is part of the Term Life Benefit.

IOMERW TS Ll M SEE e oo Relationship | (NS0 ol
Name Social Security # Date of Birth Sex Relatlonshlp
e, o MSys _ _ _ . [D]SpouseD] Chlld. Domestic Partner
Name ‘Social Securlty# Date of Birth  Sex Relationship

- 2 (e .. Q]Spqqg_eﬂ:l_] Chlld.Domestlc Partner
Name ' Social Securlty # Date of Birth Sex Relationshi

" SL My B " e s [ 3 .. -Spouselﬁl Chlld. Domestlc Partner
Name Social Secunty # Dateof Birth Sex Relationshi

Y, _ .. __S_pous&&l Chlld.Domestlc Partner

E. REQUIRED SIGNATURE ‘{OU MUST SIGN AND DATE, EVEN IF YOU DECLINE COVERAGE

L have read the benefit packet and uhderstand its Iimltaﬂons. L understand that open enrollment Is only available for
a limited time and | tihderstand that making no beheﬁt selectionis 8 declmatlon of coverage.

DATE e oty B B RS PS]GNATURE

s

e e e e racirte s e T

*This Plan DOES NOT Alleviate the Individual Mandate Penalty* T O e ST ARE o



] ""’\
ol ol oot ot HeaLTHEZ.

" First Name: 471749537

SSNE Date of Hire: 1380 3rd ave
[ Daie of Birth: 03/15/1987 GenderQ)l M or@ F Marital Status: 0171872018

Address: 1380 3rd ave I Cily: newport I State: mp I Zip: 55055
[ Daytime Phone: (g517687973 Home phane: (n7a ) Emall: dikasten37@yahoo.com

FBICRAAGe oE StathisiCoverags

Date of Qualifying Event: O Add Dependent I Change Name
Il Open Enroliment O COBRA/ Term. of Employment I Drop Dependent L Change Address
| OO New Enroliment I Medicare 1 Birth/ Death 1 Other
1 Reducton In Hours I3 Other Caverage O Martiage / Divorca 01/15/2018

1. Plan Election
2. Coverage Election | L

Include on medical plan
O Medical
L3 Medical
T Medioal
K1 Madical

Name (Last, First, Ml) Reiationship

FETOther Ihstircnce Coverade Information Please checkione:

ed thru the state O ave othe
“federal Markotpiacs . oo Q1 1 have other insurance but intend to cancel that coverage "
| Pollcyhoiders Name: Pollcyholders Date of Bifh:
insurance Co, Name: Pollcy Number: Group Number:
Insurance Co. Address: Names of covered Individuals:

LR HESRG SAViRGSIACCE Ut

[ Yes, | would like to set up a Health Savings Account (This option Is avallable if you enroll in the HSA plan).

Your annual deduction will be divided into equal amounts and deducted from each pay period throughout the year.

1 elect to have an ANNUAL dedgfﬂ N of § 2asareniman_(maximum of $3,450 for employee-only covarage, or $8,900 for all other levels of coverage) reduced
to g d |P lly !

Sy sty btre e e e Coptad o bl e s cort o (S B

IGlEnrolitient Waiver (check box only if declini, e H TR TR e '

understand the benetits provided by Sroup Insurance Caontrac] '.':l =A F"n. clude "|'-T?1'-l'..* Dental eoverag. 8 aviewed
and understand the henefit options and requirements presented herein, | understand that | may not be eligible to enroll (l’nfgaelf and dependents if | desire to
apply for coverage at a later date, unless | qualify to enroll at a later date In accordance with the special enroliment conditions.

O] underatand by not enrolling In this plan or a Marketpiace heaith plan as mandated by PPACA, that | may be subject to a tax penalty.

FHY ERTDIGVE S AU RO TiZation

| underatand I have the option to pay the premiums for my employer-sponsored heaith plan through a before-tax reduction of my salary. | understand that if
this amount Increases or decreases during the plan year, my salary reduction will be adjusted to reflect that Increase or decreass.

1 hereby apply for the coverage for which | am now or may be eliglble under this group policy. | hereby authorize the deduction from my samings of the
required contribution, if any, toward the cost of such coverage. | authorize payment of medical benefits to ali praviders, where applicable, for those charges
covered by my group Insurance benefits. | authorize release to or by HealthEZ of any medical information Including coples of medioal records or Insurance
Information as necessary for clalms adjudication, utilization review, or coordination of benefits.

To the best of my knowledge and belief, the Information | have provided on this form is complste and correct. | acknowledge that the terms of the Summary
Plan Description govem all payments made by the Plans.

deniil kusten (Jan 18, 2018) Jan 18,2018
Employee Signature

Date




Signature: denillkesten (Jan 18, 2015)

Email; dkasten37@yahoo.com



