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SENSITIVE BUT UNCLASSIFIED

Case Verification Number: 2018082112044KQ
Report Prepared: 03/23/2018

Company Information

Company ID: 47429

Employee Information

Company Name: Employer Solutions Staffing Group

Last Name: Bemy
Date of Birth: 12/19/1964
Hire Date: 03/23/2018

Document Information

First Name: Denise
Social Security Number: *** ** 8282
Citizenship Status: A citizen of the United States

List B Document: Briver’s license or ID card issued by a U.S. state or
outlying possession

Document Name: Driver's license
Driver’s License or ID Card Number:

Case Status Information

List C Document: Social Security Card

Document State: lllinols
Document Expiration Date: 12/19/2019

Final Case Result: Employment Authorized
Case Submitted On: 03/23/2018
Closed On: 03/23/2018

Employer Case ID:
Case Submitted By: ZZEP3284
Closed By: ZZEP3284

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

SENSITIVE BUT UNCLASSIFIED

3/23/2018, 10:21 AV



Employment Eligibility Verification USCIS

Deparhnem of Hnmel.and Secnrity omg ::Taf;gm 7
U.8, Citizenship and Immigration Services Expires 08/31/2019

R s e e N e e e e

P START HERE: Read instructions carefully befors completing this form, The instructions must ba available, efther in paper or electronioally,
during completion of this form, Employers are llable for errars in the completion of this form,

ANTI-DISCRIVINATION NOTICE: It is lllegal to discriminate against work-authorized Individuals. Employers CANNOT spacify which
document(s) an employee may present o establish employment authorization and identity. The refusal to hire or continue to amploy
en individual because the documentation presented has a future explration date may also constituts illegal disorimination.

[Séction 1. Employee Information and Attestalion (Employees must complets and sign Becfion 1 of Earm 1810 later,

than the first day of employment, but not before accepling & job offet ) ' i 5

Last Name (Family Name) First Name (Given Nams) Middle initial | Other Last Names Used (i any)
Berry Denise R N/A

Address (Street Number and Name} Apt Number | City or Town Stals ZIP Code

2418 Emerson Ave North A Minneapolis Mn 55411

Date of Birth {mm/ddfyyyy) | U.S. Sacial Security Number Employee's E-mail Address Employae’s Telephone Number
12/19/1964 | 3p7dooped | | - { | ]] || niccieberry@yahoo.com 6122745726

| am aware that federal law provides for imprisonment andfor fines for false statements or use of false documents in
connection with the compietion of this form.

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

‘() 2. Anoncitizen national of the United States (Sae Instruatians)

() 3. A tawful permanent resident (Allen Registration Number/lUSCIS Number): N/A

g 4. An allen authorized to work  until {expiration date, if applicable, mm/ddlyyyy): N/A
E Bome allens may write "N/A" in the explration date field. (See instructions)

————at

| Allens authorized to work must provids cnly ane of the fellowing document numbers to complote Form 19: | e W
| An Alian Registration Number/USCIS Number OR Form 1-84 Admission Number OR Forelgn Passport Number. [
| 1. Alien Registration Numben/USCIS Number: N/A ;
| OR -
| &, Form 1-84 Admission Number: N/A |
i OR i
| 8, Foreign Passport Number; N/A |
]. Country of Issuance; N/A !
Signature of Employse Today's Date {mm/Addfyyyy)
dnﬂu&nwz-,zum Mar 22, 2018

Preparer and/or Transiator Certification (check one):
| did not use a preparar or iransiator. Q A preparer(s) and/or transiator(s) assisted the employes in compieting Section 1.
{Fields below must be completed and signed when preparers and/or translators assist an smployee in completing Section 1.)

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

Signature of Preparer or Transiator Today's Date (mmAddyyyy)
Last Name {Famfly Name) First Nama (Given Nams)
Addrass (Strest Number and Name) Clty or Town State  |ZIP Code

@ . Employer i’bﬁ@lz&;ﬂgﬂ Pg&g il @]
Form1-9 07117/17 N Page 1 of 3




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

USCIS

Form 1-9
OMB No. 1615-0047
Expires 08/31/2019

[Bection 2. Employer or Authorized Represéntative Review and Verileation
te and sign Section 2 wathin 3 business days of the empioyes’s first dq

(Emplayqrs or their authonzed rapmsenmtfvo st eamg g of emplnymsnl You
m;lsr physically &xarmine ane iment from Ligt A OR & combination of one doomnpn!!mm List B and ene dooument from List O g8 fisted on a “Lists
of Agoeptable Documests %) Ty i
(Femlly Name) Name (Given Name) | al Status
Employee Info from Section 1 e T &n \5e. 2 0 E—eﬂ'
ListA OR ListB C
Idsutity and Employment Authorization identity Employment Authorization
Documant Tillp Tile - Do
e R B nverd U Censt CaNL
ng O] Issul o I

o = gﬁmﬂ %;\lmvlb sg'bul%aswuﬂkq
Document Nui cument Number DPogument N r
X el Ble 1Ml d b - -qQArg R
Expiration Date (if any)(mm/ddiyyyy) Expiration Date (# anw(m_m/dddlrm Explration Date (ffany)(mm/ddmv)

L 12 -9 ~20(9 NA

Dogumant Titie
Issuing Authority Additional Information .ﬁuﬁmw.?;&
Document Number
 Expiration Date (7 any)(mm/do/yyyy)
Doecumant Title
Issuing Authority
Document Number
| Expiration Date (7 any)(mm/dd/yyyy)

Cartification: | attest, under panalty of perjury, that (1) | have examined the document{s) prasented by the above-named employse,
{2) the ahove-listed document{s) appear to be genuine and to relats to the employes named, and {(3) to the best of my knowladge the

mploysalsautlmrlzedtowork In the United States,
pyes'e-first-day ofemplolm'lent{mmldd/yyy_w Dﬁz 2[1{ {See Instructions for exemptions)
Date of Employeror Autherized Representative
%\;rg(

20| E—
F‘E rt rorAuﬂmﬂmd Representative | Employer's Business or Organization Nama
a\ EMPLOYER SOLUTIONS STAFFING GROUP LLC
Employer's Business or Organization Address (Street Number and Name) cworTovm State | ZIP Code
7480 FLYING CLOUD DRIVE  SUITE 200 EDEN PRAIRIE 55344

Bection 3. Reverification : aﬂd Rehiﬁs (T abe oomplamd and signed by emplbyer or aithorzed mpmsemative ¥
A New Bﬂmﬂ {7 aoplioabls) : 4 ] :

Last Name (Fam/ly Nams)

&

First Name (lean Name} Mlddle Initial

, ProVias thirinfornafion.for ﬂi'é Wm of Tceipt tat'estatilshes =
-Dncumem Number Exp!raﬂon Date (4 any) (mmﬁdﬁm)

1 attest, under psnalty of perjury, that to tha 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 Emplayer or Authorized Representative | Today’s Date (mm/dd/yyyy) Name of Employer or Authorized Representative

Form1-9 071717 N Page 2 of 3
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PO Box 46270
Minneapolis, MN 55344-9956
Tel: 952.835.1288

vww.esgstaffingsolutions.com

o O

ernployer sciutions statfing group.

New Hire Application

Personal Data-- PLEASE PRINT LEGIBLY IN INK

Last Name__BEMTY First Name _Denise Middle Initial *

Strest Address 2418 Emerson Ave North Apt/Ste A
City/Stateizip_55411 Soolal Security Last Four xx:xx- A2 ZI .
Phone Number 6122745726 Emall Address hiccieberry@yahoo.com @ -

Staffing Agency/Recruitment Partner____CMG

Are you legally authorized to work In the United States of America? @ YES (JINO
Applicant Certification and Authorization

| authorize Employer Solufions Staffing Group (ESSG) to use the information and statements contained in this application to determine my
qualificetions for employment. | authorize ESSG to make inquirles of my former employers, except as indicated in this application,
regarding my previous disties, responsibiliies, performance, compensation end eligibiity for rehlre.

1 understand thet a camprehensive background check mey be conducted to dstermine my eligibility for hira by certaln cilents of ESSG.
This may include but is not fimied to, investigations of criminal and/or conviction records, driving records and/or a drug screen test as
required by clients, govamment regulations or by ESSG palicies.

| release ESSG and other persons or entitiss from any claims that might be based on ESSG's decision to oonduct a background check.
| certify that all statements made in my application are true and accurate and that | have not omitted any material information.ar provided
false or misleading information. | understand that any material omission or misrepresentation will result in my disqualification from
consideration for employment or, i discovered after | bagin employment, will tesult in my termination.

If hired, | agrea fo abida by the policies and procedures of ESSG.

Denise Berry sl Mar 22, 2018

Name (Prirt or type) - Applicant’s Signature “Date

A copy or facsimlle {"fax") will be sonsidered the same as an original signature, Email will ONLY be used for employment corraspondence
For ESSG Office Use Only
boH ___ . (NWW ___ |8 8850 w4
Emergency Contact info | Backpraund Relsase Form Background Results Unamployment Letter ESC Application
{ifapplicable)
For ESSG Client Use

DOH ROP Work Site Log, WC Code

ESSG - CMG-NSTW4 Rev, 04/2017



Form W4 (2018)

Future developments. For the latest
information about any future developments
related to Form W-4, such as legisiation
enacted after it was published, go to
www.irs.gov/iFormW4,

Purpose, Complete Form W-4 so that your
employer can withhold the oorrect faderal
incoms tax from your pay. Consider
completing & new Form W-4 each year and
when your parsonal or financlal situation
changes.
Exemption from withholding. You may
claim exemption from withholding for 2018
if both of the following apply.

 For 2017 you had a right to a refund of all
federal Income tax withheld becausse you
had no tax liabliity, and

» Far 2018 you expeot a refund of all
federal income tax withhald becauss you
axpeot to have no tax liabliity.

if you're exempt, complets only lines 1, 2,
3, 4, and 7 and sign the form to valldate it.
Your exemption for 2018 expires February
18, 2019, 8es Fub. 505, Tax Withholding
and Estimated Tax, to leam more about
whether you qualify for exemption from
withholding,

General Instructions

if you aren’t exempt, follow the rast of
these instructions to determine the number
of withholding allowances you should claim
for withhalding for 2018 and any additional
amount of tax to have withheld. For regular
wages, withhoiding must be based on
allowanees you claimed and may notbe a
fiat amount or parcentage of wages.

You oan also ues the calculator at
www.lre.gov/W4App to-determine your
tax withholding more ascurately. Consider

Form W"'4

uging this calculator if yous have a more
complicated tax situation, suoh as If you
have a working spouse, more than one job,
or a large amount of nonwage Income
outside of your job. After your Form W-4
takes effect, you can also use this
calculator to sse how the amount of tax
you're having withheld compares to your
projected total tax for 2018, If you use the
caloulator, you don't need to compiete any
of the warkshests for Form W4,

Noto that if you have too much tax
withheld, you will receive a refund when you
file your tax retum. if you have too little tax
withheld, you will owa tax when you file your
tax retum, and you might owe a penafty.
Filers with multiple jobs or warking
spouses. If you have more than one job at
a time, or If you'ra marnried and your
spouse Is also working, read all of the
instructions inoluding the instructions for
the Two-Earners/Multiple Jobs Workshest
before beginning.

Nonwage incomae. if you have a large
amount of nonwage Income, such as
Interest or dividends, consider making
estimated tax payments using Form 1040-
ES, Estimated Tax for Individuals.
Otherwise, you might owa additional tax.
Or, you can uss the Deductions,
Adjustments, and Other Incorne Workshest
on page S or the caloulator at www.irs.gov/
W4App to make sure you have enough tax
withheld from your paycheck. if you have
pension or annuity Income, ees Pub. 605 or
uss the calculator at www.irs.gov/W4App
to find out if you should adjust your
withholding on Form W-4 or W-4P,
Nonresident alien. if you're a nonresident
alien, see Notice 1382, Supplemental Form

‘W-4 Instruotions for Nonresident Allens,

before completing this form.

Separate hore and give Form W-4 to your employer. Keep the workshset{s) for your racords,

Employee’s Withholding Allowance Certificate

» Whaether you're entitiad to clalm & certain number of allowances or exemption from witbholding is

Specific Instructions

Personal Allowances Worksheet
Complets this worksheet on page 8 first to
daterming the number of withholding
allowaneas to clalm.

Lﬁu&HsaddhoMoldplsa»nm
Gerierally, you can claim head of
housshold filing status on your tax retum
only if you're unmarried and pay more than
50% of the costs of kesping up a home for
yourself and a qualifying individual, Ses
Pub. 601 for mors information about fiing
status,

Line E. Child tax credit. When you file
your tax return, you might be ellgible to
claim a credit for each of your qualifying
children. To qualify, the chiid must be
under age 17 as of Dacembar 31 and must
be your depandent who lives with you for
more than half the year. To learn more
about this oredit, ses Pub. 972, Child Tax
Credit. To reduce the tax withheld from
your pay by taking this credit into ascount,
follow the instructions on line E of the
workshest, On the worksheet you will be
asked about your total income. For this
purposae, total incame includes all of your
wages and other income, including income
eamed by a spouse, during the year.

Line F. Credit for other depencdents.
Whsn you fils your tex return, you might be
eligible to claim a credit for each of your
depsndents that don't qualily for the child
tax oradit, such as any dependent chiidran
age 17 and oider, To learn more about this
credit, sse Pub, 505, To reduce the tax
withheld from your pay by taking this credit
into account, follow the instructions on line
F of the workshest. On the workshest, you
will be asked about your total Ingome. For
this purpose, total income Includes all of

OMB No. 1545-0074

2018

Friscbberkabip s ol subjeot o review by the IRS. Your emplayer may be required to send a copy of this form to the [RS,
1 Yourfirst name and middle mitial [Last name 2 Your social security number
Denise ] Berry 337608202

Haome address (number and street or rure! route)

a(@8ingie ()Manied ()] Maied, but withhoid et higher Single rate.

2418 Eﬂ\_etsonAve North S Nots: if married filing separately, cheok “Married, but withhold at higher Single rate”
City or town, state, and ZIP coda 4 It your inst name differs from that shawn on your social security card,
55411

check hers, You must call 800-772-1213 for a repiacement card. > ]

6 Total number of allawanoes you'ra claiming {from the appficable workshest on the following pages)
8  Additional amount, if any, you want withheld from each paycheck

o O 0

. .

B T
. e v .. |BB O

7 claim exsmpfion from withholding for 2018, and | certify that | mest hoth ofthafoﬂowlng conditions for exemption.
+ Last year| had a right to a refund of all federal income tax withheld bacauss | had no tax flabiiity, and
» This year | expesct a refund of all federal iIncome tax withheld because | expest to have na tax liabii

. i you mest bath conditions, wiite “Exempt” here .

R e e e O

> !

Undsr panaities of parjury, 1 declare that | havamnhadﬁﬁscamﬂmand,tomebeaofmyknowledgaandbaw it s true, comeat, and complate.

Employes’s signature Dot
(This form s not valid unless you sign i) s Feves e ad , Mar22,2018
100 1 8 Ide
] Empmysn:'9 m?n o addmgss (&n%w wwﬂgim sending to IRS and completa 5% &agg‘ 10 Em’gl:”yumnﬁwm
For Privacy Aat and Paperwork Rsduction Act Notice, see page 4, Gat, No, 102200 Form W4 2018)



m‘ DEPARTMENT W-4MN
OF REVENUE

2018 Minnesota Employee Withholding Allowance/Exemption Certificate

Employees

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

+ Clalm fewer Minnesota withholding allowances than your federal allowances

» Clalm more than 10 Minnesots withholding allowances

» Wart additional Minnesote tax withheld from your pay each pay period

¢ Claim to be exempt from federal withholding or claim to be exempt fram Minnesota withholding

Do not complete this form if you are claiming the same number of Minnesota allowances as federal and the number claimed 15 10 or less.

Employee’s first name and il Lestname Employes’s Sotial Security number
Denise Berry ] 337608292
Permanent addrass Marital statea fohack one box}
2418 Emerson Ave North O Jrisadretoatard gl sl
City Site 1P code Married
55411 Married, but withhold st higher Single rate

Employees: Read Instructions on back, camplete Section 1 OR Section 2, sign and give the completed form to your employer. {Do not complste
both Section 1 and Section 2, Completing both sections will make the form invalid.)

1] section 2 -~ Determining Minnesota allowances

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

1 Total number of federal allowances claimed on federal FOMM WS <. cvevvererererrocesoserssessssaasrsed 1

2 Total number of Minnesota aflowances (line 2 connot be more than line 3} ...ovveeeveenns 00000000000 &3 _1______._..
0

3 Additional Minnesota withholding you want deducted each pay period. ......v.oveenn, 0000000a 5000000083 e

£ section 2 — Exemption from Minnesota withhalding

Complete Section 2 if you claim to be exempt from Minnesota income tax withhelding fsee Section 2 Instructions for qualifications). i applicable,
check one box below to indicate the reason why you balleve you are exempt:

E! maet the requirements and clalm exempt from both federal and Minnesota iIncome tax withholding.

Even though | did not claim axempt from federal withholding, 1 claim exempt from Minnesota withholding because | had no Minnesata
Income tax liabifity last year, | received a rafund of all Minneseta incorne tax withheid, AND | expect to have no Minnesota income tax fabifity
this year,

My spouss is a miltary service member assigned to 2 military [ocation in Minnesota, my domicile {legal residence} is In another state, AND |
am In Minnesota solely to be with my spouse. My state of domicile Is

D 1 am an American Indlan living and working on a reservation,
1am a member of the Minnesota National Guard or an active duty U.S, millkary member and clalm exempt from Minnesota withholding on
my mifitary pay.
3 receive a military pension or other military retirement pay as caleulated under Title 10, 1401 through 1414, 1447 through 1455, and 12733
and clalm exempt from Minnesota withholding on this retirement pay.
1 certify that all informution provided in Section 1 OR Section 2 Is correct, | understand there Is a$500 penclty for filing o false withholding allow-
ancefaxerption certificate.

Employed's signature Daytime phone
=t ™= Mar22,2018

6122745726

Employees: Giva the completed form to your employer.

Employers

if you are required to send a copy of this form to the Department of Revenue {see instructions), you must enter the employar information below
and il this form to: Minnesota Revenue, Mail Station 6501, St. Paul, MN 55146-6501. {Incomplete forms are considerad Invalid.) A $50 penalty
may be assessed for each requirad Form W-AMN not filed with the department.

Keep a copy for your records.
Name of employer Federal employer ID number (FEIN) Minnesata tas 1D number
Address iy State 2P code

pev1217) Questions?  Waebsite: wwwi.revenue state.mn.us. Email; withholding.tax@state.mn.us. Phone; 651-282-8958 ar 1-800-657-3594,



eroplover solations smfiing gous -
Direct Deposit/Payroll Debit Card Authorization

Employees have the option of receiving wages by Direct Deposit and/or Payroll Debit Card.
If yo provide a written election, wages will be paid by Payroll Debit Card.
SEEH O BASTE NI

Baployee Neme o nise Berry SSN# (a4 digi®) 33760907

SEETION & L BLECT N

()] Direct Deposit {Please complete Sections 3 and 5 below)

(®)| Payroll Debit Card (Please complete Seotions 4 and 5 below)
STCEONT S8 DIREET DEPO S

[[] Paper Check (Option available to GA NH and NY residents anly)

Note: Direct Deposit accounts may take up o 7 days to be activated
1 umderstand and acknowledge that if I do not provide a
voided check with this direct deposit form, I am
responsible fox any delzys in payroll or extra costs
incurred if the account number that I provide is incorrect,

Initial Date

Account Type: [} Cheakingf[] Savings [TJOtmer . .___

«  Tohelp us avoid making an error, please attach a copy of & vuided check. (a deposit slip will not work)
=  1f'you change hanks, do not close your old bank account until your direct deposit has started at the new bank, which may take 2 pay periods.

S ECHON & PANVPOLLE DERBTE GARD

Federal law requires all financial institutions to obtain, verify, and record information that identifies each person who opens an account. In order to
request a Payroll Debit Card for you, we must provide all of the following information that will enable the financial institution to identify you. If
youdonutsuhmitaDhectDeposlthayrollDebitCmﬂAnﬁnﬁuﬁun.ESSGwﬂlprwidethonecessuryinfnunaﬁonanﬂissueyuuaPayrollDebh
Cat.dtopay.yonrwagcs.mempmmcﬂon,ﬁeﬂnmﬁﬂhaﬁuﬁmmyaakmmmvﬁaﬁmﬁdiﬁonﬂld&ﬁﬁcaﬁmhﬁrmnﬁmmtheym
verify your identity.

Bxcept for the routing and account number, ESSG does not have access to any information regarding your Payroll Debit Card account or
transections. On your first payday, you will receive your new Payroll Debit Card, and a packet containing ail of the terms and conditions. You will
ﬂwasignadmowledgingﬁmyoumeivedthePaymIlDebitCa:ﬂandpankeLYourPaymﬂDebitCardwillhareloadedoneachpaydxyyonmcaive
wages.

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

First Name oo ML o LastNams  popry Dete of Bith 1101964
Strest Addross PoBGXNOTACCHTABLE: 2418 Emerson Ave North Apt A Soctal Secucity¥ 337609292
CHy  Minneapolis R | Cell Phioue (moblle) - 6399745796

RECEIPT OF PAYROLL DEBIT CARD (1o be completed when you pick up your Payroll Debit Card)

Pl Cud Botog # [ el Cord hecotd LS S3 L{ DD 2 18 pASH

I'have received my Payroll Debit Card, welcome brochure, program fees, program texms, conditions. and disclosures. By activating my Payroll Debit Card,
1 am agrecing to the program terms, conditions. and disclosures that are included or made available to me from time 10 shoe from the fnancial institation. 1
euthorize the financal instirstion to debit my Payroll Debit Card account for the fees desoribed in the fee scheduly diat s part of the program terms,
conditions, and disclosures.

Employee’s Signature:_besesery ar 2,208 Date: Mar22,2018

SECTHON & AUTHORIZATIGN
Tauthoritze ESSG to diroctly deposit my periodic wages'oompensation payments, net of required tax withhoklings, other requirad withholdings
or autharized deduotions, into my account(s) as designated above and ta initiats, if necessary, debit entries and adjustmentsfor any credit entries

made in error to my aecount(s), * E-mail is required for pay stub information,

*E-mail; hiccieberry@yahoo.com @
this information will only be nsed to send your paystubs ¢lectronically

Date: Mar22,2018

e
Employee's Signature; _ tefsbey o2 235




EMPLOYER SOLUTIONS STAFFING GROUP
BACKGROUND CHECK AUTHORIZATION

Denise Berry
(First) (Middle) (Last)

Employee Name:

Former Name(s) and Dates Used:

Current Address Since: 03/2018 2418 Emerson Ave North APT A Minneapolis, MN 55411

{Mo/Yr) {Street) (City) (State/Zip)
Previous Address From: 03/2012 3725 North Taylor Ave St Louis, Mo 63115

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

{Mo/Yr) {Street) (City) (State/Zip)
Social Security Number:__ 387609262 DOB; 12/19/1964

Phone Number: 6122745726

Driver’s License Number/State: R6°°'1766'4969

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. J understand that the scope of the consumer report/ investigative consumer
report may include, but is not limited to the followlng 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, verhal
or written, pertaining to me, to Employer Solutions Staffing Group, LLC or its agents. | further authorize the complete
release of any records or data pertaining to me which the individual, company, firm, corporation, or public agency may
have, to include information or data received from other sources. Employer Solutions Staffing Group, LLC and its
designated agents and representatives shall maintain all information received from this authorization in a confidential
manner in order to protect the applicants personal Information, including, but not limited to, addresses, social security
numbers, and dates of birth,

Signature: B Erir pate: Mar22,2018

MN, and OK 2
Please check the box below if you wish to receive a copy of a consumer report that is requested.
[El# wish to receive a copy of any Buckground Check Report on me that is requested.



EMERGENCY CONTACT INFORMATION

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

Buployee Name; Denise Berry
Address: 2418 Emerson Ave North APT A

Home Phone: SRS
Please list twlro people (in prioﬁt? ?3&?51:5 %ﬁg‘g&gg@ in case of aﬁ‘emergen#y

Contact #1 Home Phone:

Name: Alexis Harris CellPhone: 128664319

Relationship; Sister Work Phone:
Contact #2 Home Phone:

Name: Diana Berry Cell Phone: 3147281571

Relationship:  Sister ‘Work Phone:

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

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




emplover solutions staffing grouo..

STATEMENT OF CONFIDENTIALITY

This agreement made this23 day of Mar ch , 201& between
Employer Solutions Staffing Group LLC, hereinafter referred to as “empioyer”,
and __ \ NS 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.

P CU

Denlse Barty [Mar 22, 2018)

Employee Signature

~

v 7 [edi)
Solt Staffing Group LLC, Representative




T,

v

smployer solutions s’r’rT ol ;:;;‘c}up
INJURY MANAGEMENT PROGRAM

Injured Worker’s Responsibilities

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

RESPONSIBILITIES OF THE INJURED WORKER:

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

Attend all scheduled appointments. Whiie on physical limitations, visits should
be a minimum of once every two weeks. Failure to have current medical support
for disability may resuit 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 fo 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.



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

0 ur emplover immediaiely of anv new injuries or conditions that impact
your physleai condition.

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

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

Signed: "Fh—m Berry (iar 72,2018)

Printed Name: __ Denise Berry




o3 st
e

smployer siutfoa*as stafing g;;oa.'nz:».-.
Important/importante
LOST OR STOLEN PAYCHECKS

If a paycheck is lost (missing, misplaced, destroyed, lost in the mall, efz.), 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 {0 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, destruldo, perdido en
el correo, etc), usted debe notificar a su reclutador de personal que el cheque no
se puede encontrar. 8] se puede verificar que el cheque no ha sido cobrado,
ESSG se detendra el cheque de pago y reemitir el cheque a usted, descontendo
un cargo de entre $ 25 - $ 35.

$i 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 copla de la denuncla a su reclutador de personal que el
cheque fue robado. Si el cheque no ha sido cobrado y sl 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): _Penise Berry

Signature/Fima: S e
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ESSG WORKPLACE SAFETY POLICY

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

(1) Ensure that its clients provide you with a workplace free from serious
recognized hazards and comply with standards, rules and regulations issued
under the OSH Act.

(2) Ensure that its clients perform a job hazard assessment in order to identify
and eliminate potential safety and health hazards and to determine
necessary training and protections for employees at the facility.

(8) Make sure employees have and use safe tools and equipment.

(4) Establish or update operating procedures and communicate them so that
employees follow safety and health requirements.

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

ESSG is committed to vigorously enforcing its OSHA Compliance Policy.

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

e Responsibility to work in compliance with OSHA laws and regulations

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

s Responsibility to report workplace hazards and dangers

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

You have the following basic rights:

- o Right to refuse unsafe work
» Right to know or be informed about actual and potential dangers in the
workplace
» Right to review copies of appropriate standards, rules, regulations and
requirements that the host employer is required to have available at the
workplace.



emplover solutions staing group..

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

o Right to gain access to relevant personal exposure and medical records.

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

If you believe that your right to a safe workplace has been violated, you can make a
report to a manager of the host worksite employer and/or ESSG (by telephoning
962.886.1288/1.866.496.7578) and asking for the ESSG Safety Director. You can
also contact OSHA directly with any concern. ESSG recognizes the serious nature
of ensuring workplace safety will endeavor to protect any employee who may have
been subjected to unsafe or hazardous worksite conditions.
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Acknowledgement of Receipt of Workplace Safety Policy

I certify that I have received a copy of Employer Solutions Staffing Group’s ESSG
WORKPLACE SAFETY POLICY. I understand that it is my responsibility to read
this policy and ask my supervisor, a member of management or to telephone
Employer Solutions Group (ESSG) at 952.885.1288/1.866.496.7678 with any
questions I may have about this policy. I agree to comply with ESSG’s policy on
ESSG WORKPLACE SAFETY POLICY and I understand failure to comply is
grounds for disciplinary action, up to and including termination.

I also agree that if at any time during my emoployment 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
952.885.1288/1.866.496.75678 in order {o obtain assistance in the resolution of such
matters.

Employee Name (Please Print)
Denise Berry

Employee’s Signature:
e Mar 22, 2018

Danlve Berty (Mar 22, 2015) Date:




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 resuit
in adverse personne! 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. | 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. 1 further voluntarily consent to the Iaboratory’s
disclosure to ESSG of the results of my drug and/or alcohol test and other Information
related to the test.

O

Denise Beny (Mar 22, 2008)

Individual’s Name

Mar 22,2018
Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



n 3850 Pre-Screening Notice and Certification Request for
(Rsv. Maroh 2016) the Work Opportunity Credit OMB No, 1845-1500
inoma Raverio iz | Information about Form 8850 and ita separate instructions is at wwwirs.gov/fonmisesn,

Job applicant: Fill in the lines below and check any boxes that apply. Complete only this side.
Yourname Denise Berry Social security number > 337608282

Street address where you live 2418 Emerson Ave North

City or town, state, and ZIPoode 55411

County Hennepin Telephone number 6122145726

It you are under age 40, enter your date of birth (month, day, year)  12/19/1964

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

2 Check here If any of the following statements apply to you.

* | am a member of a family that has received assistance from Temporary Asaistance for Needy Families (TANF) for any 9
months during the past 18 months.

* | am a veteran and a member of a famlly that received Supplemental Nutrition Assistance Program (SNAF) bensfits (food
stamps) for at least a 3-month period during the past 15 months.

» | was raferred hera by a rehabilitation agency approved by the stats, an employment network under the Ticket to Work
program, or the Depariment of Veterans Affairs.

* | am at least age 18 but not age 40 or older and | am a member of a family that:
8. Received SNAP benefits (food stamps) for the past 6 months; or
b.RecelvadSNAPbansﬂhtfnodstamps)foratleastSofﬂmpastSmnmhs.butisnolongereliglblatoracsivetham

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

¢ 1 received supplemental security income (SSI) bensfits for any month ending during the past 60 days.

* | am a veteran and | was unemployed for a period or perioda totaling at least 4 wesks but less than 8 months during the
past year.

8 Cheok hers if you are a veteran and you were unsmployad for a period or periods totaling at least 6 months during the past
year,

4 cheek here if you are a veteran entitied to compensation for a service-connected disabllity and you were discharged or
releasad from active duty in the U.S. Armed Forces during the past vear.

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

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

* Stopped being ellgible for TANF payments during the past 2 years because federal ar state law fimited the meximum time
those payments could be mads.

~

Cheak here if you are in a period of unemployment that is at least 27 sonsscutive wesks and for all or part of that period
you received unemployment compensation.

Signature—All Applicanis Must Sign

Undarpm%tﬂssc;!psxjmy.l declara that 1 gave the above information to tha employar on or bafare the day 1 was offered a Job, and s, to the best of my knowledge, tus,
aorrest, and complete.

.
Job applicant’s signature B> Denis=Bery frarzz, 2005) Date Mar22,2018

For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No, 228511 Form 8850 (Rev. 3-2018)



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

SPCIR 1 L A TR G RN S0F s L cat

Client: Company:

Location: Position: Starting Wage: 8§

EMPLOYEE SECTION:

First Name: Last Name: Suffix: Street Address: City/State:
Denise Berry 2418 Emarson Ave North Minnegapolis

Zip
55411

SSik Date of Birth: Age: Have yon mr:;d fo; If yes, location:
this
337609292 12/19/1964 53 [“yel) Ne[® | NA

Please complete all questions, and sign and date the form.

Yes

No

1. Have you or has anyone living with you received Temporary Assistance to Needy Families (TANF)
at any time since August §, 19979 (if yes, please provide infarmation below.)
Nawe of the person receiving benefits: _____ Relationshiptoyow: ______
City: County: State:

2, Haveyon or has anyone living with you received Food Stamps (SNAP) at any time during the past 15 months?
(1f yes, please provids information below.)
Name of the person recelving benefits; ______ Relationshiptoyow; ____
City: County: _____ State: ___

3. Have you received Supplemental Security Income (SSI) at any time within the past 3 months?
Please note, this is not the sams as Social Security benefits (SS) or Social Secusity Dissbility (SSDI) benefits.
*{f you checked yes pleasa provide a copy of yowr SSI documentation,

4. Have yon received any type of vocational rehabilitation services within the past two years?
1f yes, please indicate which type of agency you worked with and provide their location information below:
]l vocational Retibilitation Agency  [J] Dept. of Veterans Affiirs [[1] Employment Netwark (Ticket to Work Program)
Namsof Agency: . Phope# __
City: County: _____ Stater _____
*{fyou checked yes please provide a copy of your active Individual Work Plan and Ticket to Work documentation.

@

S, Areyon a Veteran of the U.S. Military? *}fyes, please provide a capy of your DD-214 and letter of separation.
(I yes, pleass provide information below. If ne, please continue to guestion #6.)

Dates of Sexvice - From: To;
Branch of Service;
Anywmﬁﬂedhorauyonreuiviugmpunﬂonmramlwnnuted disability?

vy

o

@

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

Ifyes, dates of unemployment - From: To:
Did you receive unemployment compensation st any point during your unemployment?
Ifyes, 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: Releass Date:

Wasthisa []] Federal ar ] State conviction? 1£State - Comnty: _____ State: ____

(@] QOWQ
e @ ap

: Altditional Tax Credits

IEC (Native American): Are you or your spouss a member of a Native American Tribe?

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

CA Residents: [L] Are you the child of foster parents? [C] Do you receive CalWorks? [[]] Workforce Investment Act?
[} Are you a migramt or seagonel farm worker? [[J Have you ever been convicted of a misdemeanor?

SCResidents: [ Do you receive Family Independence Benefits?

o

®

PLEASE READ, SIGN, AND DATE:

Under penalties of perjury, 1 declare the infermation abovs to be trie and aveurate jo the best of my imovledge, and 1 hereby authorize any agency, organization, or

individuals to supply such verificanion or informuation that may be needed to determine tax credit eligibifity to my emplaysr, employer representative {Assaciated

Consulimts, Inc. dba Retrotay), or the Department of Labor.

New Employee Signature: S0t Date: _Mar22, 2018




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

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

Instructions: This Self-Attestation Form (SAF) is to be completed, signed, and dated by the new hire only.
Employers or consultants submit this SAF to the State Workforce Agency with IRS Form 8850 or if filed
separately, with ETA Form 9061 (or ETA Form 9062) for each certification request filed for the new target
group.

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

New Hire’s Signature: = o Date Mar22,2018

New Hire Name: __Denise Berry

Social Security Number: 337609202
Employer Name:

Please check the statements below if they apply to you.

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

O  1declare that | have beenin a period of unemployment since

(Enter start date)

Privacy Act Nofics: . .

The Intemal Revenus Coda of 1936, Ssciion $1, as amended and iis enacing legislagion, P.L. 104-168, specify hat the State Woridorce Agencies ara the
"designated" apencies responsible for administering the WOTC cerfification procedures of this program. The information you have provided compisting this
Torm will be distiosad by your employer fo the Siate Workforce Agency. Provision of this informafion is voluntary; however tha Information is required fo
detemine your employsr's ellgihilly for the fedaral tex credit
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Public Burden Statemant:

Persons are not required to respond o fhis collection of information unless it displaya a currenfly valid OM B control number, Respondenis' cbligation to
complate this form is required 1o obteln or retain benefits (P.L. 111-8). Public raporing burden Is esimated to avermge 10 minutes par response, ncluding the
fima for reviewing insiruciions, saarching exisling data sources, gatharing and maintaining the data needed, and compleing and reviewing fhe collection of
Informeion. Send comments regarding this burden estimate to the U.S, Daparment of Labor, Division of Nefional Programs Tools Tachnical Assistance,
Room C-4510, Wesfington, D.C. 20210 {(Papeswork Reduction Project 1206-0371). Plaase do not submit completed forms fo this address.,

117-

ETA Form 9175 (Rev. November 2018)
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Enhanced MEC_Plan 1 “SNG
Banefits Enroliment F I Ul XB T T
o . A
BobleWex GHa ey

Denise Berry 337609292
Address City Stete Zip Code
2418 Emerson Ave North Apt A Minneapolis MN 55411
Gender L] Male msm'le Singls | Date of Birth Date of Hire
6122745726 niccieberry@yahoo.com

Please Select Desired Coverage:
Employee Only - Employae+Spouse - @ Employeet+Child(ren) - $ Family -

$24.00/Week $38.00/Week $36.00/Week 83.00/Week

FRSTNE W s Name ' me sambawcmpmnw
Social Securlly# BithDate | 88 Relationship
|
|

Srmployen Aclauhateiigenen aut Sadhorzation - | harehy apply for the group bansfitis) as Indloated. | acimawladge that alt entries are true and complate and that
any raisstatamants or fallurs to report information may be used as the hasis for cageeliation of coverage for me and my dependentis), i any, from tha original
eaffective date. Further, { authorizs my employer to make the necessary payroll daduction of premiums for coveragoe | have elected,

IF ENROLLIRNG - YOU MUST SIGN HERE

Ewployoe Signature Beny (War 23, 2018) pate  Mar22,2018

EXPLOVEES DEGLINIIG [ am DECLINING coverage

Tundarstand that | andior my dependants, if any, waive any coverage and desira to participate In the plan at  later date. liwe may be considarad a fate snralies and
must meet the requirements defined in the Carfificats of Covarage for the company's meslical or dantal plans, if ) decling enrolimant for myself or my dependants
(incluling my spouse) benanse of ather coverage, | may, in tuture bs able to erwoll mysalfor my dspe ¥n this plan, provided | request envoliment within 31
days oftar the other coverags ends. In addition, Ifa new dapendent relafionship forms as a result of marriage, hirth, adeption, placement for adoption of parting suit]
of adoption, | may be abla to enroll myself or my dependent, providad | requost enrolinent within 81 days of the event. .

IF DECLINING- YOU MUST SIGN HERE

Employan Signature Date Mar 22,2018

Employer Soluiions Stafiing Group Health Banafiis Team.
PO Box 48270
Minneapolis, MN 55344
Phone: 853-787-8519 Fex: 852-767-9518
Email: Heatth@employersolutionsgroup.com




Fixed Indemnity Medical Benefits Plan 2

VS| 219301-ESG  OFFcE USEQ"‘-’ .. OCA"“O\-———— AL Re“"enate—-—’—-—-’-—-T
ENROLLMENT FORM ESC CUUNAC-MN) P1 v18.2

5ot e gt A o ot e e e e e

'PRINT USING BLACK or BLUE INK {Must Be Filled Out)

per sl i

o s i e s o ——— eyt e e .- -t r— s @ v

Neme. penise Berry Erh s seOER
Address 2418 Emerson Ave North Apt A Api#

Ciy Minneapolis Swste MN Zp 55411 Dete of Birth
T Y e o L M e 112001 G

@]Yes No If Yes, please continuz, i
Medicara Hesalth insuranse Claim Numbar {(HICN) b/ecn:arP E‘ﬂec “ivg Date

Name of Covered Person {s);

1 AR o 1 QAT o N OSa n gampetis | ey 4 B R T T

Payro‘z’! Deéuctad | Weeldy Rates

You MUST select a coverage level bea‘ore any beneﬁts in Sec’aon C. Your cova-rag; level for the al! benefits in Section C will be
identical. The Fixed Indemnity Medica! Plan, Densal Plan, Term Life Plan, and Short-Term Disability plans are underwritten by BCS

Insurance Company. The Vision plan is underwristen by Companion Life Insurance Company.
SELECT COVERAGE LEVEL "G INCEVINITY | panray VISION TERMLFE | SIOREI=RM
Zmployee Only $2026 | $6.17 ;:T $2.42 1‘?..'1"1:r $0.60 ‘;2 $4.20 %“-?:3
Employee + 1 $41.10 $12.34 $4.92 $0.90
Employee + Family g $54.88 $20.36 $6.56 , $1.80
NO o AL Benefis O] | Olves Olne | @lves Dlno | @lves Olne | @lyes Olne | @lves Olne

"This coverage is not availakle to residerts of NH, Hl, or PR. *STD is not availeble to pesons who wark in CA, Hi, NJ, NY, or Rl

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

Name DianaBerry Relationship  gjster

e T T S U P ——

R —

" Soclal Security # Date of Blrth Sax ___ Relationshi

¢+ OM[A SpouseEChild [ Domestic Partner

Name Social Security 4 Date of Birth _ Sex lationship
/¢ 0O @L—EE SpouseD] Child []Domestic Partner

Name Social Security # Date o; f Birth i Reletionship
ﬂ]]Spouse Child DDomas‘tic Partner

Name Social Security # Date of Birth  Sax Relationshin
it E@@] .Spcuse D Ch'lu. LI Domastic Partner

s P v A

eI N YOU MIUST SIGN AND DATE., EVEN IF YOU DECLINE covsmsa

- -—~- i B -t

1 have read the benedit packet. and understand ts limitations. | understand that. opan gnrollmart is only available for
a limited time and | understand that making no benefit selection is a declination of coverage.

e MR poouamme st

RIS uireop ey

et ey e o el @ - —— ¢ o £ i

*This Plan DOES NOT Alleviate the Individual Mandate Penalty”

This is an Essential S:affCARE Erroliment Form,



