~ Vg PO Box 46270

www.esgstaffingsolutions.com S50 Minneapols, MN 55344-9956

@y ) Tel: 952.835.1288

emrioyer soli.mions staffing group..
] L] o
New Hire Application

Personal Data- PLEASE PRINT LEGIBLY IN INK
Last Name _Fearson First Name _Deshwayne Middle Initial €
Street Address _ 752 fullerave Aptiste _N/A
CityiState/zip _Saint Paul MN 55104 Soclal Security Last Four JO0G-XX-
Phone Number _612-404-5671 Emall Address _Df287267@gmall.com @

Staffing Agency/Recruitment Partner N/a

Are you legally authorized to work in the United States of America? @vyes Ono
Applicant Certification and Authorization

This may includs hist is not limited to, Investigations of criminal and/or conviction records, driving records and/or a drug scraen test as
required by ciients, govemment regulations or by ESSG policies.

lralmeEsseandotherparsonaorenﬁﬂesﬁ'amanydalmamatmlgmbebasadonESSG‘sdecisbnboonductabadcgroundcheok.
!aeﬂﬂﬂtataﬂstatmmtsmdehmyappllmﬁmmmandmmandﬂm!hwsnotomittedanymabrlal Informafion or provided
false or misleading information, ImdmmmatawmmlonﬂsshnormhrepmmﬂmmmuRMmydlsquanﬁoaﬁonmm
consideration for employment or, if discovered after | begmemploymemwmtamlmmyteunlnaﬂm

lfhhed,lagmewab!debymepolldesandpmwduresoﬂisse.

Deshwayne Fearson %%,%m Mar 15,2018

Name (Printor typs) - Applicant’s Signature Date

A copy or facsimile ("fax") will be considered the same as an original signature. Emall will ONLY be used for employment correspondence

For ESSG Office Use Only
DOH NHW 18 8850 w4
Emergency Contact Info | Background Release Form Background Results Unemployment Letter ESC Application
{if applicabls)
For ESSG Client Usa
DOH ROP . | WorkSite Loe. WC Code

ESSG - CMG-NSTW4 Rav, 04/2017



Form W4 (2018)

Future developments. For the latest
lnfonnaﬁonaboutanyfumdave!omnama
related to Form W-4, such as legisiation
enacted after it was published, go to
www.irs.gov/FarmWa,

Purpose. Complete Form W-4 go that your
employer can withhold the correct federal
income tax from your pay. Consider
completing & new Form W-4 each year and
when your parsonal or financial 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 o a refund of all
fedaralincmnataxwlmhaldbmuseyou
had no tax lablfity, and

* For 2018 you expact a refund of all
federal income tax withheld heeauss you
axpect to have no tax liabllity,

if you're exemipt, complste anly fines 1,2,
3, 4, and 7 and sign the form to validate it,
YourmmpﬂonforzmaexplreaFebruary
15, 2019, See Pub. §05, Tax Withholding
and Estimated Tax, to leam more about
whethar you qualify for exemption from
withholding.

General Instructions
If you aren't exempt, follow the rest of
these instructions to determine the number
of withholding allowances you should claim
for withholding for 2018 and any additional
amount of tax to have withheld, For regular
wages, withholding must be based on
allowances you claimed and may not be a
fiat amount or percentage of wages.

You can also use tha calculator at
www.irs.gov/W4App 1o determine your
tax withholding more acourately, Gonsider

Fom W"4 '

using this caloulator i you have & more
complicated tax situation, such as if you
havaawuﬂdngspouse.moremanonejob.
or a large amount of nanwage Income
outside of your job, After your Form W-4
takes effect, you oan also use this
caloulator to see how the amount of tax
you're having withheld compares to your
projeoted total tax for 2018. If you uss the
calculm.youdon’tneedtocmnpbteany
of the workshaets for Form W-4.

Note that if you have too muoh tax
wlhheld,youwﬂlmedveamfundwhenyou
file your tax retum. if you have too Iittls tax
withheld, you will owe tax when you file your
taxrehm,andyoutrﬂgbtoweapenalty.
Filers with mistiple jobs ar working
spouses. If you have more than one job at
atims, or if you're marred and your
spousa Is also working, read all of the
Instructions including the Instructions for
the Two-Eamers/Muitiple Jobs Worksheat
bafore baginning,

Nonwage Income. If you have a large
amount of nonwage Incoms, such as
Mordlvidends.comidermaldng
estimated tax payments using Form 1040-
E8, Estimated Tax for Individuals,
Otherwise, you might owe aciditional tax,
Or, you can uga the Dedugtions,
Adijustiments, and Other Income Worksheet
on page 3 or the caloulator at www.lra.gov/
W44pp to make sure you have enough tax
withheld from your paysheck. If you have
pansion ar annuity Income, eee Pub. 505 or
usa the caloulator at www.lrs.gov/W4App
o find out if you should adjust your
withholding on Form W-4 or W-4P.
Nonresident alien. If you'rs a nonresident
allen, sae Notice 1382, Supplamental Form
“W-4 Instrustions for Nonresident Allens,
before complsting this form.

Separate here and give Form W4 to your employer. Keep the workshset{s) for your records,
Employee’s Withholding Allowance Certificate

Specific Instructions

Personal Allowances Worksheet
Complste this worksheet on page 8 first to
datannmemenmnhewrmm
allowanges to oleim, 3

Lins C. Head af housshold please note:
Gerierally, you oan olaim head of
household filing status on your tax return
aonly if you're unmarried and pay more than
50% af the coats of keeping up a home for
yourself and a qualifying individusl. See
Pub. 501 for more information about filing
status,
Uuaﬁ.chudtaxmdn.Whanyoume
Yyour tax return, you might be efigible to
claimam*edtforeaohofym:rqmnfylng
children. To qualify, the child must be
under age 17 as of Decamber 31 and must
be your dependent who lives with you for
more than half the year. To lsarmn more
about this oredit, ses Pub, 972, Child Tax
Crediit. To reduce the tax withheld from
your pay by taking this credit into account,
follow the instructions on line E of the
worksheat, On the warksheat you will be
asked about your total income, For this
purposs, total income Includes all of your
wages and other income, including Income
eamed by a spouss, during the year.

Uine F. Cretiit for other depandents.
Whenyouﬂleyowtaxrehm.wunﬂghtbe
eligible to claim a credit for each of your
dependents that dan't qualify for the child
tex oredit, such as any depandent childron
age 17 and older. To leam more about this
oredit, see Pub. 605. To reduos the tax
withheld from yaur pay by taking this eredit
into account, follaw the inatructions en line
Fofﬂ'xeworhhset.Onmewomsheet.you
will be asked about your total income. For
this purposs, total income includes afl of

OMB No. 1645-0074

b%ehwnmmmnmammudauowmwmmpﬂmhm is

memﬂwﬂml snb}snunmﬂwbyﬁnlﬂ&.?wrmphyumhmedhmdammdﬁhhm 2@1 8
1 9owﬂmnmmdmlddlelnlﬂal Last nama 2  Your saoial security number
Deshwayne c Fearson 470-25-9757

Homaddmss(numberandstreatormralmm)

782 fullerave

8@singe (Y Maried ()] Marmied, but witihoid st Highar Singia o
Note: if maried fling separately, oheck "Married, but wifhtold ot higher Single rate.*

City or town, stete, and ZIP code
Saint Paul MN 55104

4 Hmlmmmmmﬂmmmonmwmwm
check here. You must call 800-772-1213 for a veplacemant card, P

§ Total number of allowances you're claiming {from the applioable workshaet on the
8 Addlﬂonalmunt,ffany,yauwamwmmeldfwmmhmheck S 0 o0 o b
7 lclaun'mpuonﬁumwmmdmgforzma.andloenﬂyﬂmtlmeﬁbnﬂwfthefoll
® Last ysar | had a right to a refund of all federal in
» This year 1 expest a refund of all federal income

-!fynumastbnhonndlﬁone,wﬂte“%mpt‘hem. e 0 o

following pages) . . . |5]
9 ¢ 000 o060 o TG
lowing conditions for exemption.
oome tax withheld because | had no tax Nlabliity, and
mwmahewbmmlmmmhmnowxﬂeblﬂy%
. > 74;

Under penalties of parjury, | declare that | havs examined this oentificats and, 1o the best of my knowledge and beliet, t is trus, comract, and complete.

signature Lallugone Rarion
ﬂhlsfomlsnatvaﬂdunlessyoueign_m» BesimsqTn Folon (v 15, 2010

Employea’s

m’_Mar 15,2018

8 Empl and loyer G 8and 107 and complete ls } idenil
T S e R e e Moo (3 Fenl 10 e cnanion
i
For Privacy Act and Paperwork Reduction Act Notice, see page 4. Ost, No, 102200 Form We4 (2018



m1 DEPARTMENT W-4MN
OF REVENUE
2018 Minnesota Employee Withholding Allowance/Exemption Certificate

Employees

You must complete andgﬁvethlsfvmtoyouremplwarlfvou do any of the following:

¢ Claim fewer Minnesota withholding allowances than your faderal allowances

* Clsim more than 10 Minnesota withholding allowances

* Want additional Minnesota tax withhaid from your pay each pay period

* Clalm to be exampt from federa) withholding or claim to be exampt from Minnesota withholding

Do not complete this form if you are claiming the same number of Minnasota aflowances as federal and the number claimed Is 10 or less,

Employee’s first name and initial Last name Employsa’s Soclal Saturity number
Deshwayne Fearson . 470-25-9757
Permenent adidress WMarkal status [check one b
T G e e
@ > TP code Married
Salnt Paul MN 55104 Msrried, but withhold st higher Singla rate

Employees: Read Monmmmmsmnxmsmzmmdmwe complatad form to your employer, {Do not complete
both Section 1andSecﬂon2.Cwnplaﬁngbothsecﬁonswmmkathefom Invalicl.)

— section 1 — Determining Minnesota allowances

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

1 'IbtalnumbaroffederalallowancasdalmadonfedemlFonnm........-... ............ 00500980000 )
2 To‘:alnumbaruthnsutaal!owanm{llnemeatbemamtﬁanﬂnel} Serecesrnictitacecrecetron o B o
3 Addlﬁonathnmwiﬂtholdlngyouwamdeductedeachpaypenod................................3 -

DSecaona-BnmpﬁonﬁomMManﬂmoms
Complete Section 2 If you clalm to be exempt from Minnesota Income tax withholding fsee Section 2 Instructions for qualifications), If applicable,
check one box below to indicate the reason why you beligve you are exampts
It meet the requirements and claim exempt from both federal and Minnesata Income tax withholding,
Even though | did not clalm exempt from federal withholding, 1 claim exempt from Minnesota withholding because | had no Minnesota

Income tax liability last yaar, | recelvad a refund of all Minnesata income tax withheld, AND | expect to have no Minnesota income tax fiability
this year.

My spouse Is a military service member assigned to a military location in Minnesota, my domicile (legal residence) is in ancther state, AND |
am In Minnesota solely to be with my spouse. My state of domicila is

DlamanAmeﬂcanhdlan Iiving and working on a reservation.

| am a member of the Minnesota Nationa!l Guard ar an active duty U.S. military member and claim exempt from Minnesota withhalding on
my mifitary pay.

) receive a military pension or other military retirement pay as calculated under Title 10, 1401 through 1414, 1447 through 1455, and 12733
and claim exempt from Minnesota withholding on this retirement pay.

i certify thatall information provided In Section 1 OR Section 2 is correct. | understand there is 6 £500 penalty for filing a false withholding allow-
ance/exemption certificate. ;

Employes's signature Dare Paytime phone

s oy Mar 15,2018 612-404-5671
Employees: Give 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 anter the employer information below
and mall this form to: Minnesota Revenue, Mail Station 6501, St. Paul, MN 55146-6501. {incomplete forms are considered Invalid.) A $51 penalty
may be assessed for each requirad Form W-2MN not filed with the department,

Keep a capy for your records,
Name of employer Faderal employer ID numbar (FEIN) Minnesota tax ID numbar
Address City State 21P code

{Rer. 12/t  Questions? Wabsite: www.revenue.statemn.us. Email: withhaldingtax@state.mn.us. Phone: 651-282-9998 or 1-800-657-3594,



Employment Eligibility Verification USCIs
Department of Homeland Secarity mf::lr':‘ll;gw
U.S. Citizenship and Immigration Services

Bxpires 08/31/2019
g

START HERE: Readlnm:uonsca:efunyMmmmmmmemmmmmmemmewebmw.
during completion of this form, Employers are liahls for errors in the completion of this form.

Séction 1. Erhployes Informatioh antl Aflestatlc

~

n (Emplaysss must complele ang 8ign Seation 1.0f Form 1-9 no fater
than the tirst day of employment but not before ecaspling a job offer J

ok .
Laat Name (Family Nams) First Name (Given Name) Middle Infta) | Other Last Names Used (i any)
Fearson Deshwayne (of N/a
Address (Strest Number and Name) Apt. Number | Clly or Town Stete  |ZIP Cade
782 fuller ave N/a St Paul Mn 55104
Dats of Bisth {mm/ddyyyy) [ U.8. Sacial Security Number Employee's E-mall Address

Employes's Talephone Number
03/26/1992 Eﬂzzpvﬂj -[TTT]| ptesr267@gmait.com 612-404-5671

| am aware that federal iaw provides for imprisonmant andfor fines for false statements or use of false documents in
connection with the completion of this form.

| attest, under penaity of parjury, that | am (check ons of the following boxas):
(@) 1. A citizen of the United States
I 2. A nonoittzen rational of the United States {Sea Instructions)

() 3. A tawhl permanent resident _(Allen Registration Number/USCIS Numbery: N/a
. 4. An allen authorized to work _unil (expiration date, Hfappiicabls,

S
mmiddiyyyy): N/a
| Some allens may write "N/A” in the expiraion date fleld. (See Instructions)
' Aﬂama%onhMmﬂmﬂdaon&madmthhgmnwmmwmmmm
AnANenRegisuanbanmwsclsmnerORFoml-w

Covs - 1
Admission Numk ORFOIWMPG : : | Do Not Writs in This Space

| 1. Allen Registration Number/USCIS Number: N/a :
. OR
| zFonnmAdmks!oon Number: N/a

R
| 3. Foreign Passport Number: N/a

Country of Issuance; N/a
nature of Em T Dete

Stanetre of Emeloyee Zeshusung Fagrion odays Dete fmatidhyn) ~ Mar 15,2018
Preparer and/or Translator Certification (check'one):

| did not use a preparer or transiator. @ A preparer(s) and/or translater(s) assisted the employee In compl%ﬁhg Section 1.
(Fiaids helow must be completed and signed when p

reparers and/or tranglafors assist an sfmployes In cor%pleb‘ng Section 1)
1 attest, under penalty of perjury, that 1 have assiated in the com

pletion of Section 1 of this form and that 1o the hest of my
lmowledgg the information is true and correct.
Signature of Preparer or Translator Today's Date (mm/ddfyyyy)
Last Name (Family Name) First Name (Given Nams)
Address (Sirest Number and Name) Cliy or Town State  |ZIP Code

@ Employer Completes Nex: Page ﬁ
Form1-9 0717717 N

Page | of 3



Employment Eligibility Verification USCiIs

Department of Homeland Security Form 1-9
fry 5 SN OM8 No. 1615147
U.S. Citizenship and Immigration Services Expires 08/33,2019
Bection 2. Employer or Authorized Representative Review and Verification |
(Empleyers or their autherized representative must complete and slgn Ssation 2 within 3 business days of the employse's first dacy of employment. You
must physically examine ong decument fram List A OR & eombination of ane document from List & and one document from List C as listed on the "Lists
of Accaptsble Docitments %)
T
Employee Info from Ssction 1 i I Wineg
ListA (o] List ListC
Identity and Employment Autherization ldentity Employinent Avthorlzation
Document Tiie & : E
issuing Authority
Document Number
Expiration Dale g7 anygmmiadiyyy)
Dosument Tille
ilasuingnwm Additional Information Bohetilrc 3 L5
Dooument Number
"Expiration Dats (7 ery) (rmVaaRyyy] '
L
! Document Title
tasuing Authority ;
;' Document Numbsr
,i Date [ anyjORmiedyy)
2

|
Certification: | attest, under penalty of porjury, that (1) 1 have examined the document(s) presented by the above-named employes,
iy th@@bove-listed document|s) appoar to be genuine and to re to the emp| and {3) to the best of my knowiedge the
i lsau&nrlmdtowomlnmeunnedsmles. 0?
“ ioyea's first day of employment {mm/dd/yyyy): / %/Y {Seo uctions for examptions)

v e q J,f." Rmﬂy\ B'?]/DW” Tii BE.WW"W”

Employer's Business or Organization Name
EMFPLOVER SOLUTIONS STAFFING GROUP LLC

1

Employer's Business or Organizstion Address (Strest Namber and Name) | Cly or Town ale | ZIP Code
{7480 FLYING CLOUD DRIVE SUITE 200 EDEN PRAIRIE MN §5344
?E_eetion 3. Reverification and Rehires (To be completed 57d signed by employer or authorized representative I
A, Now Naré (i anpricatie) B Date of Rahig [ applicabls)
| Last Name (Family Name) First Name {Given Name) Middle inftial | Date fmm/idAyyy)
{ :
I_Gg‘lm\?gmp,byeefa Previals orant of employment BuThaTE3Tior % extired, provids e Ifformaton for e dQCUReRT o TRCRIpt et esfablisies |
pontinuing efmploymant authorization in the space provided below, i

Document Tille

Boocumant Number Exgiration Date (if any) fmmidhyyyy)

1 attest, under panalty of perjury, that to fhe best of my knowledge, this emplayee Is authorized to work in the United States, and it
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 Representefive | Todsy's Date {mm/ddiyyyy) Name ot Employar ar Authorized Representative

Form1-9 071717 N Page2of3
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EMPLOYER SOLUTIONS STAFFING GROUP
BACKGROUND CHECK AUTHORIZATION

Employee Name: Deshwayne Fearson

(First) {Middle) {Last)
Former Name(s) and Dates Used:
Current Address Since: 03/92 782 fuller Ave st. Paul. MN/55104

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

{Moy/yr) (Street) (City) (State/Zip)
Previous Address From:

{Mo/¥r) (Street) (City) {State/Zip)
Soclal Security Number:___ 470-25-9757 DOB; 03/26/1992

Phone Number: 612-404-5671

Driver’s License Number/State;

The information contained in this application Is correct to the best of my knowledge,

I hereby authorize Employer Solutions Staffing Group, LLC and its designated agents and representatives to conduct a
comprehensive review of my background causing a consumer report and/or an investigative consumer report to be
generated for employment purposes. 1 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, LLE 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 recelved 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; Dby FTen 1 et Date: Mar 15,2018

Notice to CA, MN, and OK Residents:

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,




EMERGENCY CONTACT INFORMATION

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

Employee Name: Deshwayne Fearson

Address: 782 fuller ave

Home Phone: 612-404-5671
Pléase list two people (in psiodmgf; E%f?oﬁ«?gt ?OEtEfted in case of an emeirgenoy.

Contact #1 Home Phone:

Name; Sandrafearson Cell Phone: 6514031820

Relationship: Mom Work Phone:
Contact #2 Home Phone:

Name: Cell Phone:

Relationship: Waork Phone:

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

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




eniove - solutions stz g ro o
Direct Deposit/Payroll Debit Card Authorization
Employees have the option of receiving wages by Direct Deposit and/or PayrolI.Debit Card.

If you do not provide a written election, wagus will be paid by Payroll Debit Card.
G O N D e n G .

SECEION 20 PAVROLL LLECTIEN

\J| Direct Deposit (Please complete Sections 3 and 5 below)

0 Paper Check (Option avallable to GA NH and NY restdents only)

Note: Dmmpultmnubmcymupb7dmbbc activa
llmdmdaudscknowledgeﬁmlﬂdomtprwldea
voidedchukwtﬂlﬂlhdireetdepoaitibrm,lam
responsible for any delays In payrall or extra costs

lncmndiftheamuntnumbwﬂmlpmvldelslnmct.

Date

Accoun Type: ] Chocking]T] Sovings [Clomer . Tkl

Tohalplmam'dmakinganm.pleueatwhacopyofa vaided check. (a deposit slip will not work)
lfynuchangebmla,donotclonyourwdhmkmmnmﬁlyowdhwdeposlthuuamdmmen:wbank,wlﬁchmaylakdpuypeﬂods.

SECTHON A P QT DR R R D

Fedemllawxequimmwmmmmobwn,vm.mmhhmﬁmmwmﬁﬁuuohpmwhowmmhmw
mquastaPaymlchbithrdforyou,wemwpmviﬂeaﬂofthefoﬂowhghfomaﬁmthﬂwﬂmablctheﬁnmdalimﬁmﬁonmidmﬁfymlf
youdonotsubmltaDireotDepoWPaymuDethudiuthmiuﬁon,BSSGwﬂlmvidnthenmmyinﬁomaﬁonandissmyonaPaymllDdﬁt
Cm:dtnpayigourwammemmdm&eﬂmdﬂimﬁmﬂmmyukmmmvﬁe&madd&ﬁonﬂiﬂmﬁﬁmﬁminﬁnmaﬁonsoﬁwym
vexify your ideatity.

Excmtmrmermhgmdnmmmbu.mscdounmhavewmwammaﬁmmdhgmhymn Debit Card account or
hanueﬂons.Onyomﬁmtpayday.youwiﬂnodveyomnew?aymnDebi!Gud,andapackutminhgaﬂofﬂmmmdcmﬁﬁmYonwm
thensignncknowledgtngthatyonmceivadﬂw?aymﬂbcbitCmﬂandyacketYomhymﬂDebitCmﬂwﬂlbetﬂoadedcneachpaydayynnreenive
wages,

| CARDHOLDER INFORMATION (a3 you wamt your Payroll Debit Card fo be issued)
M1,

First Name Last Name Date of Birth
:Lsnwt Address (0 BuX NoT ACCEPTARLE) Sucial Securitys#
= =T e
| RECEIPT OF PAYROLL DEBIT CARD (to be campleted when you pick up your Payroll Debit Card)
Payroll Debit Card Routing # Payroll Debit Card Account "DQP ° !

lhavemeivedmyl’uymllDebltGnﬂ.welcmnehochmn,pmgxmfau.pmmmmcmdﬂiuns.anddisclmﬂyuﬁvaﬁngmyhymﬂ Debit Card,
] am agreeing o the program terms, conditions, mddimbmu&atmhclndndwmadewnﬁablabmeﬁnmﬁmemﬁmcﬁvmﬂwﬁnmminaﬁm}on.l
authorize the financial institution mdebitmyPaymnDabitCardacommfurﬁ:oﬁudcm%dinﬁuﬁesohedﬂeﬂ:ukmdtheprommm
conditlons, and disclosures,

]
Employee’s Signature: %mﬁ%&%m Date; Mar15,2018 .

*E-mail:

@
this information wmonlybeusedmaendyoutpaysmbselemmny

Employee's Signature: ﬁﬁk%% Date: Mar 15,2018




e

emaicyer selutions afling goup.

STATEMENT OF CONFID

This agreement made this_|_day of 20, 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 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.

iy,
ployer Solutions Staffing Group LLC, Representative

(Er



arnployer soluticns staffing group .

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 heaith
care provider.

Attend all scheduled appointments. While on physical limitations, visits shouild
be a minimum of once every two weeks. Faijlure to have current medical support
for disabiiity 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 avery appointment, a
minimum of once every two weeks. M.R. §221.0420 requires that your physician

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 depariment. The work may or may not be on your
usual shift.



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

Notify vour emplover immediately of an new injuries or conditions that im
r Ical 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
compenegation for the time away from work. The physician must complete a
Report of Workabillty.

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

O,
Signed: ___detwayme redron piaris, soia)

Printed Name: Deshwayne Fearson




T b *
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Important/importante
LOST OR STOLEN PAYCHECKS

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

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

CHEQUES DE PAGO PERDIDOS O ROBADOS

S1 un cheque de pago se pierde (que falta, fuera de lugar, destruido, perdido en
el correo, etc), usted debe notificar a su reclutador de personal que el cheque no
se puede encontrar. Si se puede verificar que el cheque no ha sido cobrado,
ESSG se detendra el cheque de pago y reemitir el cheque a usted, descontando
un cargo de entre $ 25 - § 35.

Si su cheque de pago fue robado, primero debe denunciar el robo a Ia 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. S 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):  Deshwayne Fearson

Signature/Firma: %WWJ%L




smiployer solutions staffing group..
ESSG WORKPLACE SAFETY POLICY

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

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

(2) Ensure that its clients perform a job hazard assessment in order to identify
and eliminate potential safety and health hazards and to determine
uecessary 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.

(5) Provide safety training ina 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:

° Responsibility to work in compliance with OSHA laws and regulations

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

* Responsibility to report workplace hazards and dangers

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

You have the following basic rights:

e Right to refuse unsafe work

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

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



evployer solisions stafing group,.

o Right to request information about safoty 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 relovant 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 ean request to be advised of
OSHA actions regarding a complaint, and request an informal review of any
decision not to inspect the site or issue a citation. And, you can file a complaint if
you are punished or discriminated against for acting as a “whistleblower” under the
OSH Act or 13 other federal statutes for which OSHA bas 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 safo 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.



employer sclutions staffing group,

e e W R T e i 1)

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 952.835.1288/1.866.496.7578 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
952.885.1288/1.866.496.7578 in order to obtain assistance in the resolution of such
matters,

Employee Name (Pleasg Print)

Deshwayne Fearson

Employee’s Signature:

2 .
Lellwge Togion Date; Mar 15,2018




Pre-Screening Notice and Certification Request for
the Work Opportunity Credit
Pparent of the Tregsury » information about Form 8350 and its separats instruntions is at www.irs,gov/formaasa,

Job applicant: Fill in the fines below and check any boxes that apply. Complete only this side,
Yourname Deshwayne Fearson Soclal security number >  470-25-9757

~m SGD0

(Rev. Maroh 20186)

Street address where you live 782 fuller ave

City or town, state, and ZIPcode  Saint Paul MN 55104

County Telephone number _612-404-5671

If you are under age 40, enter your date of birth (month, day, yea) 03/26/1992

1 Cheol here if you received a conditional certification from the stete workforce agency (SWA) or a participating locel agenoy
for the work opporhunity credit,

2 Checkheraifawofthefollowingmtementsapplytoyou. -

U lamatrmberofafamllymathasmoeivedassistancefmmTempomryAsslstanceforNaedyFammas(rANF)foranys
months during the past 18 months.

* | am a veteran andamemberofafan'dlymatmelvedSupplemental Nutrition Assistance Program (SNAP) bensfits (food
stamps) for at least a 3-month period during the past 15 months,

* | was referred herabyarahablllhﬂonagancyappmvadbyheatata.anemploymentnetworkunclermeﬂckettowm
program, or the Dapartment of Veterans Affairs,

® lamalIeastaga18butnutage400rolderandlamamemberofafarrﬂlythat
a RmNedSNAPbmeﬂta(foodstamps)forthapasthom; or
h.HecsiwdSNAPbenﬁh(fondstmnps)foratlaastSofﬂtepastSmmﬂxs,huttsnolongerellglblatoreoalvemem.

¢ During the past year, | was convicted ofafelonyorralemdfromprbonforafelony.

* | receivad supplemental security income (S8Y) benefits for any month ending during the past 60 days.

. lamaveteranandlwasunemploysdforapeﬂodorpaﬂodstotallngatlsast4weeksbutlassthanemomhaduﬂ_ngthe
past year.

n Cheokhemifyouaraavetarmandyouwam unemployad for a period orpaﬁodatalalingatlaastamonmsduﬂngﬂuepast
L] i

4 [lcheck here if you are a veteran entitied to compensation for a sarvice-conneoted disabliity and you were discharged or
released from active duty in the U.S. Armed Forces during the past year,

I]J Check here if you are a veteran entitied to compensetion for a service-connected disahility and you were unemployed for a
period or periods totaling at least 8 months during the past ysar.

Cheok here if you are a member of a famlly that:
* Rageived TANF payments for at lesst the past 18 months; or
* Regeived TANF payments for any 18 months beginning after August &, 1897, and the earfiest 18-month period beginning
after August §, 1897, ended during the past 2 years; or
» Stopped being eligible for TANF payments during the past 2 years because federal or state law limited the maximum time
those payments could be made,

=y

Check here if you are in a period of unemployment thet Is at least 27 conssoutive weeks and Tor all or part of that period
you received unemployment compensation,

Signature—All Applicants Miet Sign

Underpmmaso;paﬁnry.ldadmthaﬂgavaﬂmabmmfwmaﬁonmmemploywonorbetmmadaylwasoﬁmdajob,mdnls.mmabestufmyknowlque,m.
sorrest, and complsta,

17
Job applicant's signature » %%%Li Date Marl15,2018

For Privaoy Act and Paperwork Reduction Act Notics, ses page 2. Cat, No, 228511, Form 8850 (Rev. 3-2016)




(D) FRIEORG A7) 2
Form A (rev. 03/2017) TAX CREDIT QUESTIONNAIRE i R ‘}QT
LOYER ON: Sajiidchministeation
CHent: Company:
Location: Position: Starting Wage: $
EMPLOYEE SECTION:
First Name: Last Name: Suffix; Street Address: City/State: Zip:
Deshwayne Fearson 782 fuller ave SaintPaul 55104
SSik Date of Birth: Age: Have you worked for | If yes, location:
this before?
470-25-9757 03/26/1992 Yol) Mo[® | Ma
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 Familics (TANF) O @

at any time since August 5, 19972 (i yes, please provide information below.)
Name of the person receiving benefits; ~~— Relationshiptoyon: ___
City: County: Swte;

2. Have you or has anyone livin with you received Food Stamps (SNAP) at an time during the 1S months?
(lfyea,ypleaaepmvldelnﬁn'maﬂmbglow.) Y — O @
Name of the person receiving benefits: ____ Relationshiptoyow:

City: County: . State;

3. Have you received Supplemental Security Income (SSI) at any time within the past 3 months? O @
Please note, this i5 not the same a3 Socal Smﬁybeneﬂm(SS)orSooialSewﬂtyDisabﬂity(SSDnbcmﬁts.
'lfmchechdyesplempmvtdeawmquwabmm

4. Have yon received ay type of vocational rehabilitation services within the past two years? O @&
If plmeindicmndﬂcbtypeofagmcyyouworbdwlﬁandpmv!deﬂwblauﬁm information below:
Eﬁu\llocuﬁonal Rehabilitation Agency Dept. of Veteraus Affirs [T] Employment Network (Ticket o Wark Program)
Name of Agency: ____ Phoned; _
City: ____ County: ___ State; S
*If you checked yes please provide a copy of your active Individual Work Plan and Ticket to Work documentation,

5, Areyou a Veteran of the U.S, Military? *}fyes, please provide a of your DD-214 and Ietier of separation,
(if yes, please provide information below, Ifno,plemenmmuetoquesﬁon#&‘:py

Dates of Service - From:
Brench of Service:

Aramanﬂﬂedtoormzou%mmpmwﬁnnﬁramﬁmmmmmm

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

(@)

If'yes, dates of unemployment - From: To:
Did you receive imemployment compensation at any point during your unemployment? O
a

@

Q

To:

P

Q

If yes, in which state did you recetve unemployment compansation? __

@ |
®
®
@

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:

Wes this a []] Federal or [] State conviction? 1£State - County: ___ State:

T T ik Sk i
- ] 3

- | Additlonal Tax Credits
IEC (Native American); Are you or your sponse a member of a Native American Tribe? O ®
.{fyowdm&admplamamvtdeaawqﬁwmm
CA Resilents: [L] Are you the child of foster parants? [T Do you receive CalWorks? ] Workforce Investment Act?
Ase you amigrnt oy seasunal farm wosker? [[] Have you ever been convicted of n misdemeanor?
SCResideats: [ Do you receive Family Independence Benefits?

PLEASE READ, SIGN, AND DATE:
Under penalties of perjury, ddeclare the information above 10 be true and accurete o the best of my knowledge, and 4 hureby authorize any agency, crganization, or

individuals to supply such verification ar nformation thar may be meeded (o determing tox credit eligibility to my emplayer, emplayer representotive (Associated
Consultants, Inc. dba Retrowms). or the Department of Lebor,

New Employee Signature: 3

Date; Mar15,2018




U.S. Department Labor OMB Control No. 1205-0371
Employment and Training Administration Expiration Date: Janmary 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

Under penalties of perjury, I declare that this informaﬂonisu'ueandcomtothebeetofmy
knowledge.

New Hire’s Signature; ;S8 ‘e pate Mar 15,2018

New Hire Name: Deshwayne Fearson

Socfal Security Number: 470250157
Employer Name:

Please check the statements below if they apply to you,

X  1declare that Iwasina period of unemployment that is at least 27
‘consecutive weeks and for all or part of that period | received unemployment
compensation. '

O 1 declare that | have been in a period of unemployment since

(Enter start date)

Privacy Act Nofica: :
mmuwmmmsss.smm.mmmwmwmmgm PL 1m1a&mmmsumwmm»gmasamﬂn
"designated” agenciss mmmrmmmmmmmmmmmmmmmmmmmwmmm
fmmwﬁlhetﬁsdwedbyyaweanartoﬂan!atszﬁomAgemy. vabbnnfﬁﬂsbﬁnmﬂmhvdmmhmermmmﬂunlmqmdb
Gateming your employer's eligihiliy for the feders tex credit

PmmmmwmmmmmﬁﬂsmmﬁmmmndsmammﬂyvamOMantrulmuﬂ:a:Respondems'obibaﬂonm

o g i, e b e P e P conetg and T i
SOUIes, an

hﬁomaﬂmmSaummmmmmmammmaus.Depmmmuflabor.ﬂivisbnofNaﬁmmlengthemmmlAssism

Roam C-4510, Wasfingion, D.C, 20210 {Paperwork Reduoion Project 1205-0371), Please do notsubmit completed forms to this address,

117-

ETA Form 9175 (Rev. November 2016)



DRUG AND ALCOHOL
TESTING CONSENT FORM

114 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 policy prohibits and the
consequences of such conduct; (¢) my rights under the policy and the consequences if |
exercise certaln 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 unilatera) employment contract or offer thereof,

3. I hereby voluntarily consent to ESSG, or its health service providers, or
other persons or entities acting for or with them, to collect a body component (blood,
urine, breath, or any combination thereof) from me for testing for alcohol and/or drugs. |
understand that the laboratory selected by ESSG may conduct testing and other

mm%wmm

Individual's Name

Mar 15,2018
Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



Enhanced MEC_Plan 1 3 N G

PORS AWy e,
BﬂmﬁtsEWlmamFm Rehire TRehire Date g g o

N

City Zip Code
Gondar Lt wale | el States L T Se Das o Birth Dats of Hire
[ Femais ([ mermed [ pivorged
{Phune Number: " Emall Address:

Please Select Desirad Coverage:

Employee Only - [ Employee+Spouse - 1| Employee+Child{ren) - Family -
@ $24.00eek $38.00eck $38.80/\Week $63.00\Week

-swmv#" T TR | ,‘ Relationship -

I FAR hams W

E;J;liE:"c'ié-iE"m}-k’.}iiféfrﬁ}?:ﬁi:'i';:in"ci'n}'dih?}r.u_i:_'qh:%?:’-)rﬂ.é_i}'n'c_iij'i'i{-?-’:-- B OB T T I e T e B
NAME OF PERSON COVERED {FIRST, LASTY:

EFR. DATE

EFF, DATE

EFR DATR

Srpioyen Astnwdidipenseet ant Avdioruation » Vioralsy oppiy for the group bimafitis) as fndicated, | avimowiedge that all enries are trun and complata and thit
any misstatements or falime to report Information ey e used 25 the basls for canceliztion of covarage for mg ant my depandent{s), if any, from tha original
mmmw,tmﬂaauwmlowh makamammwwmudedumcfmfurmml have slented.

IF ENROLLING - YOU MUST SIGN HERE

Employe Signaturs : pate  Mar15,2018
|E¥ LS TEB DICLIYNG

1 understand that ! andler my dependeants, fany, vaive Eny coverage and desire to participate inthe plen 8t a tator date. e may be oonsiderad a late eniofiee and
must mastthe mauiremends dafinad in the Cartificats of Covarage for the sampany's medical or dents! pians. i1 decline enroliment for myself or my dapentants
{inuluring wmy spouse) basause ot athar Sovarags, § may, o futtire be ablatoanrol] mysolfor my 18 1n thia pian, provided ! requestenroliment within 31
days after the uﬁmcwmgecnds.lnadd&hn,ﬁamdepemmmhﬁmﬁmsasamm of marriage, hitth, adeption, plavemant for adoption of parting suit
of edoption. I mey bo shisto anrall myseif or my dependont, provided! request enveliment within 31 days of the event,

|IF DECLINING- YOU MUST SIGN HERE

Employee Stgnatare pme Mar 15,2018

Employer Solutions 8tafling Group Health Banefts Team
PO Box 48270
Minnaapolis, MN 55344
Phone; 862-787-9519 Fax: 852-757-8515
Email: Health@employsmolutionsgroup.com




Fmed I}iﬁemnity Medical Benefits_
VS ... 2ITB01ESG1  oFmceusEONy

L_OCA—TON — R—ah_a D‘Eﬁ“ Y S -
ENROLLMENT FORM ZSC CUIUNACVN 71 476.2
Social Sacurity # Home Paone SQD@D
Address Apt
City Stete Zip Ds:eof'éfrz:é
J ¢
g Syt T i _“.-?.fia‘.\!a.ii\_’?sgaiﬁasﬁ_smbﬁue__._ i o
Medicas Haslth Insuranse Claim Numier {HICN) Meadicare Efeciive Date
Neme of Covered Person &) i i
3. Iy L2 e v
- i S

You select 2 cove Iel any b":s in Section C, Your ;;:a;ge leve! for the
identical. The Fixed Indemnity Megicel Plan, Dental Flan, Term Life Pian, and Shon-Term Disabil
Insurance Cormpany. The Vision plan 's undersaritten by Companicn Life insurancs Cempany.,
FIXED INDEMNITY
SELECT COVERAGE LEVEL MEDICAL * DENTAL VISICN
Ernployee Orly $2025 | $6.47 |, s242
Employee + 1 $41.10 | $1238 $4.92
Emplayee + Family $54.58 $2026 | ¢6.36
NowAL Benelts O | Olves Olne | Olves Dlne | Olves Olive

"This coverage is not availzble %o residents of NH,

For Term Life / Acddental Death & Dismemberment,
Dismembarment is part of the Term Life Bonefit,

Name

Plan 2

AT R e e ape o o i i s v a

—a b ——

___Payroll Deducted Weeldy Rates

Relationship

I

TERM LIFE

$1.20
Yes ] No

al! benefits in Sect'en © wil be
fty plans are underwritten oy 5CS

SHORF-TERM
BISABILITY #

Yes 9] No

Hl, or PR. :STD is not availedls 1o perscns who work in CA, Hi, NJ, NY, ar Rl
plsase write in your beneficiary information. Accidental Death &

" Socal Securty# Date of Sy S ‘Reletiorship
. 4 OviEO Spcuseﬁ Child [JDomestic Parer

Name Socle! Security # Date of Birh Sax lationighip

] @ Speuse[ ] Child [JDomestic Partner
Name Social Security # Dete of Birth_Sex Relationship -

7 D ([kpouss [ chils [Joomestic Partnar
Neme Sozial Sscurity # Date of Birth  Sax Reiationship

’/

Spousa ] Ch idu} Domest'c Pariner

E. BEQUIREB SIGNATURE i §.YOU MUST SIGN AND DATE, EVEN IF YOU DECLINE COVERAGE
I have reed the benefit packet and undersrand its limitations. | understand that open enrollment is only available for
& limited time andl | understand thes making no bensfit selection is 2 declinstion of coverage,

wceee. P SIGNATURE

Ve W 8 s vt e e

e =Sifrove oo fimn S S B T T P,

*This Plan DOES NOT Alleviate the Individual Mandate Penalty*

WO Sap ve o ke e 124 o e Lt it e b

This 5 an Essenual S2fCARE Enmllment Form,



