‘p

www.esgstaffingsolutions.com

New Hire Application

PO Box 46270

Minneapolis, MN 55344-9956

Tel: 952.835.1288

Personal Data— PLEASE PRINT LEGIBLY IN INK

Last Name _Hudspeth

First Name __DeOD Middle Initial B
Street Address 1520 Highway 23 E apt 302 Aptiste 302
56304 Social Security Last Four XXX-XX- o4 [ -

cnylmmp St Cloud MN

Phone Number

612-434-7978

Staffing Agency/Recruitment Partner  AMYy

Emall Address deonhudspeth13@gmail.cq@

Are you legally authorized to work In the United Stetes of America? @1YES (QJINO
Applicant Certification and Authorization
p (ESSEC) to uee the information and statements contained in this application to determine my

| authorize Employer Solutions Staffing Groy

qualifications for employment. | authorize ESSG to make inquiries

regarding my previous duties, responsibiiities,

| understand thata

comprehensive
This may include but Is not limited to,

of my former

compensation and eligibifity for rehire,

of ariminal and/or conviction reco

required by clients, govemment regulations ar by ESSG policies. )
| release ESSG and other persons or entities from any claims that might be basad on ES8G's declsion to conduot a background check,

| cartify that all statements made in my application are frue and accurats and
false or misleading information. | understand that any material omission or
consideration for employment or, If discovered after | begin employment,

If hired, | agres to abide by the policies and procedures of ESSG.

sttt

Deon Hudspeth

employers, except as indicated in this application,

hackgroundcheckmaybacondumdtodetamhemyeﬂglhlmyforhhshyoartalncuentsofESSG.
rds, driving reconds and/or a drug sereen test as

that [ have not omitted any matsrial information or pravided
misrepresentation will result in my disqualification from
will result in my termination,

Nov 11,2017

Name (Print or type)

A copy or facsimiie ("fax™) will ba considered the same as an original signature, Email will ONLY be used for employmaent correspondence

Applicants Signature

—

Date

For ESSG Office Use Only
DOH NHW 18 8860 W4
Emergoncy Contactinfo | Background Relsase Form Background Results Unemployment Letter ESC Application
{if applicable)
For ESSG Cilent Use
DOH ROP Work Site Loc, WC Code
E8SG - CMG-CO

Rev. 04/2017



Form W-4 (201.7) e O S P s N i rye o o
mmwmumm&mm”mgﬁa mmmwwmm
below. erwisa,

: Form W. P
mpoyer Gt WDhOK e CoreoL SR Toome oo dances Workshest bd you may owe addionaax,fyou e pensionof.
mww Fand when yot?io ;'»'lp :r'f‘l'}lwm?lal}n m cartaln mdlte. [ustmenta 1o fncome, adjust your wilholding on Form W-4 or W-4P.
shtuation a8, or two-eamers/multiple jobs mm or m oheénlfasgg haveam
Exemption from withholding. if Gomplete all worksheets that apply. However, a
comp%lhsﬂ,zg? gua:rgam&p;, woc%ﬁw(wwgrmmm m;‘ madmﬁm;"gw
formto #t, Your exemption for 2017 expires wages, withholding be based on allowances Wea, {“m%n usially will ba most acaurats
i i . - S = T
Note: it another-person-can-claim-vou-as-a denandan laad-of housshold; Sanerally, w arroiaimhoard alrad ars, Bea Pub, 605 for details,
tus
o wioiden o G Dcome oosBSTAE0 Yot ol ey o S o Nowr ot alen i ou s a nonesidat alle, see
and Includes mare 0 of uneamed incoms {for Gosts of u ahomaforyourselfandg;v NomndduﬂMsr&be!nrammp!eﬁn his forrm
example, interest and dividends). depandentie) or ather quallying Individusia, 9 g
An bo abla to claim Pub, 501, Standard Deduotion, and Ghevk your withholding. Aftar your Form W4 tales
#rom withh evm:gn‘thaemployeals Flling Information, for 5 eﬂaot,use!’ub.soswseahowmearmnmara
a dependent, if the employee: mﬁmm““"ﬁwm&;‘}mm m%&?ﬁ;”mmmﬁ
» i3 age 86 or okler, moﬁ&ﬂgﬂm Credits formdtlld or dependent axceed $180,000 (Bing )m.
L e Ll
s Wil glaim adjustments to income; tax oredits; or h
o eﬂll ; mmmwh“% ge:wgﬁmsuswwmoung’mmngmom gggww nmﬂt:'d.amrwatﬂeasamwmbepomad
Personal Allowances Workshest (Keep for your racords.)
A Enterﬂ”mryoumeﬂﬂnoonaebecanclatmyouasadepandent. 9 0 © 00 00 0 0 %5 D 0 0 0.0 oo L
- * You're single and have only one job; or
8 Enter"1”i: » You're marnied, have only one job, and your spouse doesn’t work; or o o o L
* Your wages from a second job or your spouse'’s wages (or the total of both) are $1,600 or Jess.
C  Enter“1" for your spouse, But, you may choose o entsr -0-" If you are married and have either a working spouse or more
thanone]ob.(Emﬂng“-c-”mayhelpyouavoldhavlngtoomtletaxwimheld.) 5 00 000060000090 (O
D Enter number of dependents (other than your spouse or yourself) you will olaim on yourtexretum. . . . . . . ., D
E  Enter 1" if you will file as head of household on your tax retumn (see conditions under Head of housahold above) . . E
F  Enter®1” f you have at least $2,000 of child or depandent care expenses for whichyouplantoclaimacredt . . . F
(Note: Do not include ohild support payments. See Pub, 508, Child and Dependent Cara Expensss, for detalls.)
G Child Tax Credit (including additional child tax credi), S8ee Pub. 872, Child Tax Credit, for more information,

* if your total Income will be less than $70,000 ($100,000 if married), enter “2” for sach efigible chid; then less “1” if you
have two to four eligible ohildren 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 i marrled), enter *1” for each eligiblechild. G
H  Addiines A through & and enter total hera, (Note: This may be different from the number of exsmptions you claim on your tex retum,) B H

* if you plan to itemize or clalm adjustments to Income and want to reduce your withho , 8es the Dedustions
For agcuracy, andyAd]':thenhWoﬂmhwmg’agaz. Y iding

complets all * If you are single and have mare than one Job o are married and you and your spouse both work and the combined

worksheels eamings from all jobs axceed $50,000 ($20,000 if mamied), see the Two-Eamers/Multiple Jobs Warkshest on page 2
that apply. o avold having ThoTRte o witshan. 020 - ; g

d Ifnemteroﬂhaabovasnuaﬂonagmﬂes.swphmandemarme number from line H on line § of Form W-4 below.

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

o W"4 Employee’s Withholding Allowance Certificate

Depastment of the Treesury » Whather you are entitiad to clalm a certuin number of allowances or exemption from withholding is
Internal Revanua Bervice w&jsﬂhmbwhylhelﬂ&?owanmlcyarmaybammﬂmdhmﬂanopyumﬂsfnmtnﬂums.

1 Yourfirst rame and middia inftial Tastname 2  Your social security number
Do B Hudspeth 494-15-8041

Home addresa (number and street or rural rauste) 3 [® Singia CJ Manted CJ Merled, but withild at higher Single rate,
1520 Highway 23 E apt 302 Nots: 1 manied, but legaly seperaled, or spouse i & nomresidsni allen, cheok the *Bingle” box.
Oty artawn, state, and ZIP aade 4 Hyow last nams diffars from that shown on your soslal security card,
St Cloud MN 56304 check here, You must call 1-800-772-1218 for a replacement oard, >
§  Total number of allowances you am olaiming ffrom line H above ar from the applicable workshest on page 2) 5 I 2
8  Additional amount, If any, you want withheld fromeachpaycheok . . . . . . . « . . . . . . 8
7  lclalm exemption from withholding for 2017, and | certify that | meet hoth of the followi conditions for exemption. | sl
-Laatyearlhadaﬁgmtoarefmdofauhderalmataxwﬁhheldhecmelhadnotaxllabllmv.and WL T f
-Thlsyearlexpeotarefundofallfaderallncoma!aanhhe!dbeoawelaxpemtohavanotaxllabl 5 St 1
if you meet both conditions, write *Exempt” here. . . . o . . « .+ 4 . 4 . . . 7]
Under penalties of perjury, | declare that | have exarmined this certifioate and, to tha best of my knowledge and belief, it Is trus, corraot, and complete.

Employee’s signature MMV
(This form is not valid unless you sign it) » pate» Nov1,2017
8  Employers name and addresa {Employer: Complate lines 8 and 10 only faendingtotha IRS) | 9 Office cods {optional) | 10 Emplayar identification number {EIN)

OMB No. 1545-0074

2017

For Privacy Act and Paperwork Reduction Act Notics, see paga 2. Cat. No. 10220Q Form W-4 (2017)



Employment Eligibility Verification USCIS

Department of Homeland Security S
U.S. Citizenship and Immigration Services Expires 08/31/2019

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

ANTI-DISCRIMINATION NOTICE: It Is llegal to discriminate against work-authorized individuals. Employers CANNOT specify which

document(s) an employee may present to establish employment authorization and Identity. The refusal to hire or continue to employ
an Individual because the documentation presented has a future exniration egal discrimination.

Section 1. Employee Information and Attestation (Empioyses must complete and sign Section 1 of Form 1-9 no later
than the first day of employment, but not before accepting a job offer.)

Last Name (Family Name) First Name (Given Name) Middle Initial Other Last Names Used (if any)
Hudspeth Deon B N/A

Address (Street Number and Name) Apt. Number | City or Town State ZIP Code

1520 Highway 23 E 302 St Cloud MN |56304

Date of Birth (mm/ddfyyyy) | U.S. Social Security Number | Employee's E-mail Address Employec's Telephone Number
01/18/1999 491-15-804] - deonhudspeth13@gmail.com |612-434-7978

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

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

2, A noncitizen national of the United States (See instructions)

j] 3. A lawful permanent resldent {Alien Reglstration Number/USCIS Number): N/A

i | 4. An allen authorized towork  until {expiration date, if applicable, mm/dd/yyyy): N/A
Some allens may write "N/A" in the expiration date fieid. (See Instructions)

Allens autharized to wark must provide anly one of the following document numbers to complete Form 1-9; o Mok W b T e

An Alian Registration Numbern/USCIS Number OR Form I-94 Admission Number OR Foreign Passport Number,

1. Allen Reglstration Number/USCIS Number: N/A
OR

2. Form 1-94 Admission Number; N/A
OR

3. Forelgn Passport Number: N/A

Country of Issuance: NA
Signature of Employee _M_ Today's Date (mm/dd/yyyy) Nov 1,2017
D o,

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

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

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

@] Employer Completes Next Page @

FormI-9 07117/17 N Page 1 of 3




Employment Eligibility Verification USCIS

Department of Homeland Security B Ny 15008
U.S. Citizenship and Immigration Services Expires 08/31/2019

Section 2. Employer or Authorized Representative Review and Verification
(Employers or their authorized representative must complete and sign Section 2 within 3 business days of the employee's first day of employment. You

must physically examine one document from List A OR a combination of one document from List B and one document from List C as listed on the "Lists
of Acceptable Documents.”)

Employes Info from Ssction 1 Last Nama (Famfily Name) First Name (Given Name) M.L. | Citizenship/immigration Status
ListA OR ListB AND ListC
" Identity _e_m'd Employment Authorization Identity Employment Authorization
Document Title Document Title Document Titl
Driners Licensy Soueﬂrl'\ i’lcuv (avdl
Iesuing Authority Issuing Authority . Issuing Authority - -
Pl Dg LSS Social Sequrity Mmnisdvickion
ocument Number ocument Number D Number

ne E 3 AR5 E 04 |

Expiration Date (i any)(mm/ddfyyyy) Expiration (i any)(mm/dd/yyyy) Expiration Date (i any)(mm/dd/yyyy)

011182020 NIA

Document Title

esuing Authority Additional Information Do it v e B

Document Number

Explration Date (i any){mm/dciyyyy)

Document Title

Issuing Authority

Document Number

Explration Date (i any)(mm/ddfyyyy)

Certification: | attest, under penalty of perjury, that (1) | have examined the document{s) presented by the above-named employes,

(2) the above-listed document{s) appear to be genulne and to relate to the employee named, and (3) to the best of my knowledge the
employee Is authorized to work in the United States.

The empioyee's first day of employment (mm/dd/yyyy): 1! ’ OZI 20171  (Sse instructions for axemptions)
Signature of Employer o Representative Today's Date (mm/dd/yyyy) | Tii Employer or Authorized Representative

: ul2/2di7 Qe ULEOA
Last Name of Employer or Authorized Representative | First Name of Employer or Authorized Representative | Empioyer's Business or Organization Name
m\mu& Vi Ca EMFLOYFR SOLUTIONS STAFFING GROUP LLC
Employer's Business or Organization Address (Strest Number and Name) | City or Town IStﬂte ZIP Code
MN

7480 FLYING CLOUD DRIVE  SUITE 200 EDEN PRAIRIE 55344

Section 3. Reverification and Rehires (To be completed and signed by employer or authorized representative.)

A. New Name (if applicable) B. Date of Rehire (i applicable)
Last Name (Family Name) First Name (Given Name) Middle Initial Date (mm/dd/yyyy)

C. if the employee’s previous grant of employment aulhonzalion has expired, provide the information for the document or receipt that establishes
continuing employment authorization in the space provided below.

Document Title Document Number Explration Date (if any) (mmv/dd/yyyy)

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

Signature of Employer or Authorized Representative Today's Date (mm/dd/yyy) Name of Employer or Authorized Representative

Fom 19 07/17/17 N Page2 of 3






EMERGENCY CONTACT INFORMATION

EMPLOYER SOLUTIONS STAFFING GROUP

IN CASE OF AN EMERGENCY - NOTIFICATION INFORMATION

Employee Name: Deon Hudspeth

Address: 1520 Highway 23 E apt 302

St Cloud MN

56304

Home Phone: 612-434-7978

Name: Mike Hudspeit

Home Phone:

Cell Phone: 651-248-8003

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

{Name: Deandra Hudspeth Cell Phone: 612-249-2469
Relationship: Brother Work Phone:

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

of an emergency:

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




.0 emplayer solutions staffing group.
\} Leveragig Resources ina Changing Market =
Direct Deposit/Payroll Debit Card Authorization

Employees have the option of receiving wages by Direct Deposit and/or Payroll Debit Card.
If you do not provide a written election, wages will be paid by Pa oll Debit Card.

SSN# (last 4 digits) 8041

NQO []

Direct Doposit (Please complete Sections 3 and 5 below)
[ ] Payroll Debit Card (Please complete Sections 4 and 5 below)

SECTION 3 DIRECT DEPOSIT
[l Update Bank Account Tunderstand and acknowledge that if I do not provide a

Note: Direct Deposit accountsmay takeupto7 daystobeactivated.

o

- i X voided check with this direct deposit form, I am

Y S Capital One responsible for any delays in payroll or extra costs

l\ Routing# 031176110 incurred if the account number that I provide is incorrect.
:

Accounty# 36039076312 o Nov 1,2017

IniﬂalB

Account Type; M Checking [ Savings [JOther

To help us avoid making an arror, please attach a copy of a voided check. (a deposit slip will not work)
lfyouchangebmks.donotclnseyomoldbankacwummﬁlyomdimctdeposﬂhasmmdatthenewbmk,wlﬂchmaymkﬂpaypaiod&

SECTION 4 PAYROLL DEBIT CARD

Exceptﬁ:rﬂ:smuﬁngandmonntnmnber,ESSGdoesnothmacmstoanyinibrmnﬁnnregmdhgyomPayrollDebitCm'damuntor
h‘ansacﬁons.Onyomﬁmtpaydny,youwiﬂreceiveyournewPaymﬂDebitCard, and a packet 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 (g8 yon want your Payroll Debit Card to be issued)

First Name ML Last Name Date of Birth
Street Address (Po BOX NOT ACCEPTABLE) Social Security#
[ City State Zip Cell Phone (mobile)

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

. Daon Holdpll
Employee's Signature: e tievs, 75 Date; NOv1,2017

[ Paper Check (Option available to GA NH and NY residents only)
SECTION 5 AUTHORIZATION

I authorize ESSG to directly deposit my periodic wages/compensation payments, net of required tax withholdings, other required withholdings or
authorized deductions, into my account(s) as designated above and to initiate, if necessary, debit entries and adjustmentsfor any credit entries
made in error to my account(s). * E-mail is required for pay stub information.

*E-mail: deonhudspeth13@gmail.com @
this information will only be used to send your paystubs electronically

y : Bleon Hu Date: Nov1,2017
Employee'sSignature: ":Pd’nn "




EMPLOYER SOLUTIONS STAFFING GROUP
BACKGROUND CHECK AUTHORIZATION

Deon Hudspeth
(First) (Middle) (Last)

Employee Name:

Former Name(s) and Dates Used:

Current Address Since: 1520 Highway 23 E apt 302 St Cloud MN 56304
{Mo/¥r) (Street) {City) (State/Zip)
Previous Address From:
{Mo/Yr) (Street) (City) {State/Zip)
Previous Address From: .
{Mo/Yr) {Street) (City) (State/Zip)
Social Security Number; ___494-15-8041 pop:_01/18/1999
Phone Number: 612-434-7978
Driver's License Number/State:

The Information contained in this application Is correct to the best of my knowledge.

I hereby authorize Employer Solutions Staffing Group, LLC and its designated agents and representatives to conducta
comprehensive review of my background causing a consumer report and/or an investigative consumer report to be
generated for employment purposes. | understand that the scope of the consumer report/ investigative consumer
report may include, but is not limited to the following areas: verification of social security number; credit reports,
current and previous residences; employment history, education background, character references; drug testing, civil
and criminal history records from any criminal justice agency in any or all federal, state, county jurisdictions; driving
records, birth records, and any other public records.

| further authorize any Individual, company, firm, corporation, or public agency to divulge any and all information, verbal
or written, pertaining to me, to Employer Solutions Staffing Group, LLC or its agents, | further authorize the complete
release of any records or data pertaining to me which the individual, company, firm, corporation, or public agency may
have, to include information or data received from other sources. Employer Solutipns Staffing Group, LLC and its
designated agents and representatives shall maintain all information received from this authorization in a confidantial
manner In order to protect the applicants personal information, including, but not fimited to, addresses, social security
numbers, and dates of hirth,

Signature; ok~ pate: NOVv1,2017
to MN, and O idents:

Please check the box below if you wish to receive a copy of a consumer report that is requested.,
1 wish to receive a copy of any Background Check Report on me that Is requested,




employer solutions staffing group..

STATEMENT OF CONFIDE ITY

This agreement made this_! | day of Novemier , 20177, between
Employer Solutions Staffing Group LLC, hereinafter 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 llguidated 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.

sl

Employee Signature

\&P

Employer Solutions Staffing Group LLC, Representative




employer solutions staffing group..

Important/lmportante
LOST OR STOLEN PAYCHECKS

if a paycheck Is lost (missing, misplaced, destroyed, lost in the mail, efc.), you
must notify your staffing recruiter that the check cannot be found. If it can be
verified that the check has not been cashed, ESSG will stop payment on the
check and re-issue the check to you, deducting a fee of between $25-$35.

If your paycheck was stolen, you must first file a police report before we can re-
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 wlll lssue 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. 8i 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); Peon Hudspeth

Signature/Firma: a‘ﬂwM




INJURY MANAGEMENT PROGRAM

Injured Worker’s Responsibilities

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

RESPONSIBILITIES OF THE INJURED WORKER:

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

primary health care providers. Discuss with your employer any change in health
care provider.

Attend all scheduled appointments. While on physical limitations, visits should
be a minimum of once every two weeks. Fallure to have current medical support
for disablility may result In termination of benefits. Schedule your next

appointment immediately after your doctor visit, before you leave the clinic if
possible.

Obtaln a Report of Workability from your physician at every appointment, a
minimum of once every two weeks. M.R. 5221.0420 requires that your physician

cooperate with return to work planning and that you be released to return to work
at the earliest appropriate time.

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

Follow all physical restrictions at home and at work.

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



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

No our employer immediately of any new injuries or conditions that impact

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.

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




- 0890 Pre-Screening Notice and Certification Request for

{Rev. March 2016) the Work Opportunity Credit OMB No. 1645-1500
ﬁammmw P Information about Form 8850 and its separate Instniotions is at wwav.irs.gov/form8850.
Job applicant: Fill in the lines below and check any boxes that apply. Complete only this side.
Yourname  Deon Hudspeth Social security number > 494-15-8041
—— Street-address whers you live—1520 Highway 23 E.apt 302
City or town, state, and ZIP code St Cloud MN 56304
County US2 Telephone number  612-434-7978

If you are under age 40, enter your date of birth (month, day, year) 01/18/1999

1 Chack here i 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 statemsnts apply to you.

* | am a member of a famlly that has received assistance from Temporary Assistance for Needy Families (TANF) for any 8
months during the past 18 months,

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

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

¢ | am at lsast age 18 but not age 40 or older and 1 am a member of a family that:
a. Received SNAP bensfits (food stamps) for the past 8 months; or
b. Received SNAP benefits (food stamps) for at least 3 of the past § months, but is no longer eligible to receive them.

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

* | received supplemental security income (SSI) benefits for any month ending during the past 60 days.

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

] ml Chack here if you are a veteran and you were unemployed for a period or periods totaling at least 8 months during the past
year.

4 m] Check here if you are a veteran entifled to compensation for a service-connected disability and you wers discharged or
released from active duty In the U.S, Armed Forces during the past year.

5 m] Check here if you are a veteran entitled to compensation for a service-connected disabllity and you were unempioyad for a
period or perlods totaling at least 8 months during the past year.

8 EI Check here if you are a member of a family that:
» Received TANF payments for at least the past 18 months; or
» Racelved TANF payments for any 18 months beginning after August 5, 1897, and the earliest 18-month period beginning
after August 5, 1897, ended during the past 2 years; or

» Stopped being efigible for TANF payments during the past 2 years because federal or state law limited the maximum time
those payments could bs made,

7 [II Check hers if you are in a period of unemployment that is at least 27 consacutive weeka and for all or part of that period
you received unemployment compensation,

Signature—All Applicants Must Sign

Under penalties of periury, | declare that | gave the above Information 10 the emplayer on or bafore the day | was offered a job, and it is, to the best of my knowledge, irus,
corract, and complete,

Job applicant’s signature b E%EMT Date NOV1,2017

For Privacy Aot and Paperwork Reduotion Act Notice, see page 2. Cat. No, 22851L Form 8850 [ev. 3-2016}




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

EMPLOYER SECTION:
Client: Company:
Locations Position: Starting Wage: $
EMPLOYEE SECTION:
First Name: Last Names Suffix: Street Address: City/State: Zip:
—————Deon Hudspeth 1520 Highway 23 Eapt 362 StCloudMN {56386
SS#: Date of Birth; Age: Have you wor:;ln for | If yes, Jocation:
-8041 this re?
494-15-804 01/18/1999 18 Yes[] No ]
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) Ol (O}
at any time since August §, 19977 (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 months? g @&
(If yes, pleass provide information below.)
Nams of the person receiving benefits: __ Relationshiptoyon: _____
City: County: State:
3. Have yon received Supplemental Security Income (SSI) at any time within the past 3 months? @

Please note, this is not the same as Social Security benefits (S8) or Social Seourity Disability (SSDI) benefits.
*If you checked yes please provide a copy of your SSI documentation.

4. Have you received any type of vocational rehabilitation services within the past two years? (@) @
If yes, please indicats which type of worked with and provide their location information below:

D Vocational Rehabilitation Agency Dept. of Veterans Affhirs Employment Network (Ticket to Work Program)
Name of Agenoy: ____ Phoned
City: County: State:

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

5, Areyou a Veteran of the U.8. Military? *}fyes, please provide a copy of your DD-214 and letter of separation. Q @
(If yes, please provide infonmation below, ¥ no, please continue to question #6.)

Dates of Service - From: To:
Branch of Service:

Are you entitled to or are you receiving compensation for a service-connected disability? G g !] ‘
6. Have you been ynemployed at any time during the last 12 months? O @

If'yes, dates of nnemployment - From; To:

Did yon receive unemployment compensation at any point during your unemployment? Q @

If yes, in which state did you receive unemployment compensation? ___

7. Haveyon been convicted of a felony or released froxs prison for a felony conviction in the past 12 months?
Conviction Date: Releass Date;
Wasthisa Federal or L1l State conviction? If State - Connty: States _____

: . Additionl Tax Credits 52995 o
IEC (Native American): Are you or your sponse 2 member of a Native American Tribe? @] @
K you checked yes please provide a copy of your CDIB card,
CA Residents: [LJ Are you the child of foster parents? [T]] Do you receive CalWorks? [l Workforce Investment Act?
ﬂ Are yon a migrant or seasonal faem worker? Have you ever been convicted of a misdemeanor?
SC Residents: [[] Do yon recsive Family Independence Benefits?

PLEASE READ, SIGN, AND DATE:
%a’pmalha of perjury, 1 declara the information above 1o be true and acciwase 10 the best of my knowledge, and 1 hereby authorize any agency, organization, or

viduals 1o supply such verification or information that may be needed to determine tax credit eligibifity 1o my employer, employer representative (dssociated
Consultants, Inc. dba Retrotax), or the Department of Labor.

New Employee Signature: M Date; Nov1,2017




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 hir;gnly.

i L L 2 Y L]

Empleyers-or consultants submit this SAF te orce Agen
separately, with ETA Form 9061 (or ETA Form 9062) for each certification request filed for the new target
group.

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

New Hire’s Signature: wm!'&%‘ Date NOv1,2017

New Hire Name: ___Deon Hudspeth

Social Security Number: 494-15-8041

Employer Name:

Please check the statements below if they apply to you,

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

% | declare that | have been in a period of unemployment since
6/17/17

(Enter start date)

Privacy Act Nofice;

The Intemel Revenue Code of 1888, Section 81, as amended and s enacling legislation, P.L. 104-188, specify hat the State Workforos Agencies are the
"designated” agencles responsihla for atiministaring the WOTC cerifficaion procedures of this program. The information you have provided compisting this
form vl be disclosed by your employer to the State Workforce Agency. Provision of this infonmalion is voluntary; however the information is required to
datermine your employer's afigihility for the federal tax credit,

—y o 9 3oy e somamsy asemmy D LD 39 e § 9 T € € SR B Y W § S U $4 SPUD T 9 LA § 4 T © 6 S ¢ ¢t ¢ ¢ GHIR 3§ Mt § § T OO I § @ R § 4 S0 S UG P D S P S

Publc Burden Statement;

Persons are not required to respond to this collection of informetion unless it dispiays a curently valld OM B control number, Respondents’ obligafion fo
completa his form is required to obtein or retzin banefits (P.L. 111-5). Public reporting burden I8 estimated to average 10 minutes per response, Including the
fime for reviswing instrucBions, searching exisfing data saurces, gathering and maintaining the daia nseded, and completing and reviewing the collection of
Informafion. Send comments regarding fhis burden estimale to the U.8. Depariment of Labor, Division of Naional Programs Tools Technical Assistanos,
Room C-4510, Weshingion, D.C. 20210 (Paperwork Reducion Project 1205-0371). Please da not submit complsted forms to this address.
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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 warkplace 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.

ESSQ is committed to vigorously enforcing its OSHA. Compliance Policy.

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

o Responsibility to work in compliance with OSHA laws and regulations

* Responsihility to use personal protective equipment and clothing as directed
by the host employer

* Responsibility to report workplace hazards and dangers

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

You have the following basic rights:

¢ Right to refuse unsafe work

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

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

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

¢ 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
OBH 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
952.835.1288/1.866.496.7578) 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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employer solutions staffing group..

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 (ESSQ) at 952.885.1288/1.866.496.7578 with any
questions I may have about this policy. I agree to comply with ESSG’s policy on
ESSG WORKPLACE SAFETY POLICY and I understand failure to comply is
grounds for disciplinary action, up to and including termination.

I also agree that if at any time during my employment 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
952.835.1288/1.866.496.7578 in order to obtain assistance in the resolution of such
matters.

Employee Name (Please Print)
Deon Hudspeth

Employee’s Signature:

s‘y&m&% Date; _Nov1,2017




DRUG AND ALCOHOL
TESTING CONSENT FORM

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

2. | have read the entire contents of this policy and | am aware and fully
understand: (a) the policy and its contents; (b) what conduct the pollcy prohibits and the
consequences of such conduct; (¢) my rights under the policy and the consequences if |
exerclse certain rights; and (d) that certain events as described in the policy may result
in adverse personnel action, including my termination from employment with ESSG. |
understand that this policy in any form, and any employee handbook Including this
policy, are not a unilateral employment contract or offer thereof.

3. I hereby voluntarily consent to ESSG, or its health service providers, or
other persons or entities acting for or with them, to collect a body component (blocd,
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 congent to the laboratory’s
disclosure to ESSQ of the results of my drug and/or alcohol test and other information
related to the test.

Hudapsth 1,20

Individual's Name

Nov1,2017
Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10
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Enhanced MEC Plan_Plan 1

Benefits Enroliment Form New Employee

Emiployecinfarmation

Name (First and Last) Soclal Security Number
Deon Hudspeth 494-15-8041
Address City State Zip Code
1520 Highway 23 E Apt 302 St Cloud MN 56304
Gender 0 Walo | WMarital Status [Z] Singis | Date of Birth Date of Hire
[D Female | L] Maried [ pivorced | 01/18/1989 111112017
[Phone Number: ‘Email Address:
rone N 612-434-7078 deonhudspeth13@gmail.com
Please Select Desired Coverage:
mployee Only - Employee+Spouse - I: Employee+Child(ren) - Family -
$24.00/Week $38.00/Week $36.00/Week $63.00/Week
e Bisth Date | 88% Relationship
FIETNEmE Wl TestName | :;| :::a,. 'E’E""Dmcfﬁm
Hepandent
: Social Seourity # Birth Date | Sex Relationship
FistName ML LastName | E l;;wr:ale slio:lmnml:l Chﬂdpm
.ﬁep_ondent _ :
Social Security # BirthDate | Sex Relationship
Fist Name ™ML LastName F?;n:;, SPE" Dumeotk: Chilr:mer
INAME OF PERSON COVERED (FIRST, LAST):
EFF. DATE
EFF. DATE
EFF. DATE

Employes Acknowledgement and Authurization - | hereby apply for the group benefit{s) as indicated. | acknowledge that all entries are true and complete and that
any misstatements or failure to report information may be used as the basis for cancellation of coverage for me and my dependent{s), if any, from the original
effective date. Further, | authorize my employsr to make the necassary payroli deduction of premiums for coverages | have electad.

IF ENROLLING - YOU MUST SIGN HERE

Employee Signature  DaonHudspath{Novi, Date NOV1,2017

meovessoecune ] | am DECLINING coverage

i understand that | and/or my dependants, if any, waive any coverage and desire to participate in the pian at a later date. llwe may be cansiderad a late enrollee and
must meat the requirements defined In the Certificate of Covarage for the company’s medical or dental i1 decline enroliment for mysaif or my dependents
(including my spouse) because of other coverage, | may, In future be able to enroll myself or my dape In this plan, provided I request enroliment within 31
days after the other coverage ends. in addition, if  new dapendent relationship forms as a resuit of marriage, birth, adoption, placement for adaption of parting suit
of adoption, | may be able to enroll myself or my dependent, providad | request enrallment within 81 days of the event.

IF DECLINING- YOU MUST SIGN HERE

Employee Signature Date NOV 1, 2017

Employer Solutions Staffing Group Health Benefits Team
7301 Ohms Lane Suite 405

Edina, MN 55439
Phone: 852-767-9519 Fax: 852-767-9515
Email: Health@employersolutionsgroup.com



