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www.esgstaffingsolutions.com

Last Name WLy

employer solutions staffing g.r.z:-aupmc

New Hire Application

Personal Data- PLEASE PRINT LEGIBLY IN INK

Strest Address 935 Beech St.

First Name Desmond

PO Box 46270

Minneapolis, MN 55344-9956

Tel: 952.835,1288

Clty/State/Zip _ St. Paul

55106

Phone Number _612-414-6308

Middle Initia) -
Aptists 2
Soclal Security Last Four Xo0t-Xx. 8257
Emall Address Wesley9295@yahoo.com @

Staffing Agency/Recrultment Partner J2Mie Ready

| authorize Employer Solutions Staffing Group (ESSG
qualificaions for empioyment. | authorize ESSG to

regarding my previous duties, nesponsibilities, parform

round check may be conducted to
nvestigations of criminal

1 understand thata

comprehansive
This may include but is not imited to, |

pitisiactory proof of

Are you legally authorized to work In the United States of America? @JYES (INO

dentity and lapa

Applicant Cerfification and Authorization

ive backg

make

required by cllents, govermment regulations or by ESEG policies.
| release ESS®G and other parsons or entities from any claims Mmigmmbwedonﬁsse'sdenisiunmmnductabadtgmm check.

| certify that all statements made In

my application are tnie and accurate and

)m?seﬂwlngma::nmdsm}ammt?medhmmaﬁ%mmmmmy
nquiries of my former employers, except as inticatsd application,
ence, compensation and eligibifity for rehire.

detarmine my eligibility for hire by certain clients of ESSG.
andlorcanvtnﬂonmmds,dﬂvingramrdsandloradmgmanﬁaﬂas

that | have nat omitted any material information or provided

falsa or misleading information. | understand that any matsrial omission or misrepresentation will result in my disqualification from
consideration for employmant or, if discovered after | begin employment, will resuilt in my termination,
if hired, | agree to abide by the policies and procedures of ESSG.
Desmond Wesley gmm%- Jan 16,2018
Neme {Print or type) Applicant’s Signature “Date
A gopy or fangimile ("fax") will be conaidersd the same as an original signature, Emall will ONLY be used for employment correspondence
For ESSG Office Use Only '
DOH NHW 9 8880 W4
Emergency ContactInfo | Background Release Form Background Results Unemployﬂlk;mr EBC Application
j applica
ForE Client Use
BOH _____ | ROP Work Site Loe, WG Gode
BS8G - CMG-CO Rev. (422017



Form W4 (2017) el

Basio iInstructions, If you aren't exemp!, complets conglder making estimated ¢ax uging Form
Purpose, Complate Farm Wed sy il ) Rt Sompls 1080-E8, Eetimated Yax for Otherwise,
mplwwmwmwmang&?gmm Mnmoaiunm Bt your . ﬁmm%%gmmm&d
B e A S Moo gt e e e ehimieg v AW
situntion ormamnmfmulﬂplajnh:&mm m?”“’m&ﬁﬁm“m
eom%ﬂtmt&ath . 7aﬁ'¢?elgnm mymm.'eﬂ'w%rm&wmw'm?&m bosihyrens S o o ot Ll
form to n.Ywmnggnfwzm expres waiies, wiihholding must ba based on allowenoes nalliobs using wo muaxwmgumm
16, 2018, See Fub, 505, Tax Wilhnolding you claimed and may not be a flat amount or bl iy g oty
and V. peruentago ot wages, for the highest paying job and zero llowanges e
Notes H anuther person can claimyou asa depsndert  Head of household, Ganerally, you oan cloim head claimed G 016 oUiers. s U 608 foy dotans.
onhhwhsmum&m'malmemmn of housshold Mmmmm%t Monvesident aiien, i you are a nonresident alien, see
mummmum Ingome exoeeds $1,050 you are and pay more than 50% of Namtaez,aspp:m!&"mmw-aummm
mmmmw $350 ot uneamed incoma {for Cos1s of kes) wc\g:homslwynmuandg‘w Nonresident Allens, biefors complefing this form,
mmm ey be ableto clalm ﬁm.ﬁ:‘ﬁ";m Deduction, and m%ﬁw%ﬂmmm
awmmmw i Gwen ;f:gmvmn;mm tax oredits into "‘qu € uewmgm%ag‘
e 2017, Ses Pub, eamings
» lnage 86 or older, mmumag%mmm vonsd S1E0000 Singl o B0 0 T,
o I3 biind, o vare expenses and the child tex credit may be claimed mmm%mmmwaMm
the Persanul Allowanoes Worksheot below, sffecting Fom W4
‘mm”%ﬁ%m&“““?" %ﬁ&uﬁmﬁnnmcmﬂmmm maﬂwmmm%ﬁem
Personal Allowances Worksheet (Keep for your records.)
A  Enter“1”foryourself fnoonselsscanclaimyoussadependent . . . . . . . . . . . . . . . . . . A
* You're single and have only one job; or
B Enter“t®i * You're manied, have only one job, and your spouse doesn't work; or . B
* Your wages from a sacond job or your spouss's wages (or the total of both) are $1,600 or lesa.
c Emﬂ“mrwmmsm,wumayohmbmw-”ﬂyoummbdmhavaenharawoﬂdngspousaormum
than ons job. (Entering *-0-* may help you avold havingtoo tletaxwithheld) . . . . . . . & . . .+ « . . (e}
D Enter number of dependents (cther than your spouse or yourself) you will claimonyourtexretum . . . . . . . . D
E Euiarﬂ"ﬂywwiﬂﬂleasheadcrhmehﬂdmyaurmm(asemndiﬁonsmderﬂeadofhmahnldabwa) ... E
F  Enter™1”if you have at least $2,000 of child or dependent oare expenses for whichyouplantoolaimacredt . . . F

{Note: Do not Include child support payments. See Pub, 503, Child and Depsndent Care Expenses, for detalls.)

Child Tax Credit (including additional child tax credif), See Pub, 872, Child Tax Credit, for more information,
'lfyourhtallnmmewmbalessﬂ\anm.ﬂﬁo($1ﬂo,unouuwrled).emw“2"foraachellgmledhﬂd;mlasa"1"lfynu

have two to four eligible children or less “2" if you have five or mare eligible children.
-'lfynurmannwmewmbebammm.OOOmdmoooﬁim.woandmmmmfnmw).enwrﬂ”mfeadlanglhlachnd, a
Add fines A through G and enter total here, (Notes This rmay be different from the number of exemptions you clalm anyour tax rstum,) > H

ol lan to itemize or claim adjustments to Income and want 1o raduce withholding, see the Deductions
For acouracy, Amﬁamm‘mrksheﬂunpagae. .
completeall | o yfygyamasingle more than one Job or are manted spouse both work and the combined

and have and you and your
eal trom ommmssmmmmoambu).seamnﬂmw io Jobs Workshant an page 2
that apply. hmhaﬂmtgnmamwm o0 -+

-unmrafﬂwabovealnaﬂm@nes.mmmd anter the number from line M on line § of Form W-~4 below.,

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

= W'4 Employee’s Withholding Allowance Certificate OMB No, 1545-0074
- P Whether you am entitied to olaim o cortaln number of allowances or exemption from withholding is
P subjoct 0 roview by the RS, Your employer may be required 1o send a copy of his farm to the IRS. 20 17
1 our tiret ruma and middle el Last name " 2 Yous social secirily number
Desmond WESIEY 413718257
Vioma addvess (romber a7d stemt oF rural 3 2@ singie Q] Mamea Q] Maried, bt witihald ot bighor Single rate,
835 Beech St, Note: 1 marrod, bt iegally separaind, o spovse I @ nanvesident aen, chesk the "Siugla” bax,
Cily ortowm, state, and ZIF code 4 T your last name differa from that shown on your social security carnd,
St. Paul 55106 ohool hiere, You must cal 1-800-772-1218 for a rophacement card, LT

8
8
7

Total number of allowances you ars claiming {from line H above or from the applicable workshest on page ) 8§
Additional amount, if any, you want withheldfromeachpaysheck . . . + . « +» . & ¢« +» +» - . |8
1 clalm exemptinn from withholding far 2017, and | certify that | meet both ot the following conditions for exemption. ]_
» Last ypar | had a right to a refund of all federal income tax withheld because | had no tax liabifity, and |
 This year | expeot a refund of all federal income tax withheld because | expect to have notax | A

If you mest both conditions, writs “Exempt"here. . . . . . . . . . . . . . . »[7] Eempt

Under penaities of per]ury. 1 declare that 1 have examined this certiticate and, to the best of my knowledge and bellef, It is true, comect, and complete.

's sl

Bm) gnature
Uhig'f‘;’r:: Is not valid uniass you sign it) HBesmond Westey (ian Date» Jan 16,2018

Employer's nama and address (Employer: Complete ines 8 and 10 only if sending 1o the RS ] 9 Offioe coge{optionall | 10 Employer identification number (EIN)

For Privacy Act and Paperwork Reduction Act Nofice, see page 2. Cat. No, 102200 ) Form W~ (2017)



T DEPARTMENT Mi
*. OF REVENUE W-aMN

2017 Minnesota Employee Withholding Allowance/Exemption Certificate
Employses

You must complete and give this form to your employer ifyou do any of the following:

* Claim fewer Minnesota withholding ellowances than your federal sllowances

* Claim more than 10 Minnesota withholding allowanoes

* Want additional Minnesota tax withheld fram your pay each pay period

+ Ciaim to be exempt from federal withhokiing or claim 10 be exempit from Minnesota withholding

Do nat complete this form if you are claiming the same number of Minnesote allowances as federal and the number glaimed is 10 or less,

Emplimes's ('t naene gnd inltial Last name Emplayse's Social Secunty numbar
Desmond Weslay 413718257
Fermanant atuoss + Nintital SEatis (GREoK 016 B
8385 Beech St. Lol @ m&;agbd.w?;lggmmm
iy State ZPootis E Marrigd
St. Paul 55106

Q7 mentsd, sutwithiold at Bigher Singe e
Employaes: Read Instructions on bagk, complete Saotion 1 OR Seotion 2, sign and give the completad form to your employer.
(Donatcompmebothswnniandsm”zcunmamgmwomwmmakemmlt_wallu.)

_ Segtion 1 — Dstermining Minnesota allowances

Completa Section 1 if you claim fewar Minnesota allowances than your federal allowances, AND/OR if you want additiona! Min-
nasota withholding deducted each pay period.

1 Total number of federal allowances clalmed on fBderal FOmM W «....vueeneeserenneseonnsnnnen s 1
2 Total number of Minnesola allowances {ine 2 canNOt BE MOMB AN N L) ..vveuevnossreseressans Pl e
3 Additianal Minnesote withholding you want deductSd €8CH BEY PEMAOE « o4 uneeeeeonensrmnrosocsoe. 3 oo

[ Sestion 2 — Exemption from Minnesota withholding
Campleta Sectlon 2 if you claim to be exempt from Minnesota Income tax witihtholding (see Section 2 instructionss for qualiica-

3 tians). If applicable, check one box below to Indicate the reasan why you befleve you are exempt:
[ )
t2 | meet the requirements and claim exsmpt from both faderal and Minnesota incorma tax withholding.
' Ei Even though | ditt not clatm exempt from federal withholding, | olaim exempt from Minnesata withholding because | had no
. Minnesota incoms tax fabillty iast ysar, | received a refund of all Minnesota Income tax withheld, AND | expect to have no Min-
%3 niesots Income tax Hability this year.
é § My spousa is a military service member assigned to a mifitary location in Minnesota, my domicila {legal residence) Is in anather
state, AND ] am in Minnesota solely to be with my spouse, My stete of domioile is
: § 13 | am an Ameriean Indian iiving and working on a reservation,
f [ZFF 1am a member of the Minnesota National Guard or an active duty U.S. military member and olaim exempt from Minnesota
withhoiding on my military pay.
I recelve a military pension or other military retirement pay as caleulated under Tile 10, 1401 through 14414, 1447 through
1488, and 12733 and claim exempt from Minnesota withholding on this retirement pay.
7.7 | certify that all informatien provided in Seation 1 OR Section 2 is correat. | understand there is a $500 penatty for filing a false with-
ég holding allowanse/exemption oertificate.
Bz Smploveessigneture Date

Jan 16,2018 o lead

Employses: Glva 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 employer information helow
and mail this form to: Minnesota Revenus, Mail Station 6503, St, Paul, MN B5146-6504. {incomplete farms are considered Invalid) A $50
ponally may be assessed for each raquired Form W-SMN not fllod with the department.

Keep a copy for your records,
' &  Nameofempioyer ] Federal employer 1D number (FEIN) | Minnesoto tax D number
g : Address

City Statn 2P cade

;mzézaa Questlons?  Website: www.revenue,state.mn,us, Emall: wimr\oldlng.mx@state.mn.ds. Phone: 661-282-8999 or 1-800-657-3604,



Employment Eligibility Verification USCIS

Department of Homeland Security omf ':1?'15115-3)047
U.S. Citizenship and Tmmigration Services xpires 087312019

m
T e e e —————————

P>START HERE: Read instrustions carefully before completing this form, The Instructions must b avallabls, sither In paper or slectronically,
during completion of this form. Employers are fiable for arrors in the complation of this form,

ANTI-DISCRIMINATION NOTICE: It Is illegal to discriminate against wark-authorized individuals, Employers CANNOT specify which
dooument(s) an smployee may present to establish employment authorization and identity. The refusal to hire or continue to employ
an individual because the dosumentation presented has a future expiration date may also constitute ilegal discrimination,

Bection 1. Employee Information and Attestation (Employess must complete and sign Section 1 of Form I-9 no later |
than the first day of employment, but not before accepling a Job offer.)
Last Name (Family Name) First Name {Given Name) Middle Infdal | Other Last Names Lised (7 any) |
| Wesley | Desmond 2 l N/A :
Address (Strest Number and Name) IApL Number | Clly or Town ' iStata ZIP Code
1935 Beech St. | 2 St. Paul {MN 55106
Date of Birth (mm/did/yyyy) | U.8. Eoclal Security Number Emplayes's B-mail Addreas Employae's Telephons Number
06/23/1992 \padrfadr[ T]-[T 77 || wesley5295@yahoo.com . 612-414-6308 |

1am aware that federal law provides for imprisonment and/or fines for false statements or uss of false dacuments in
conneotion with the completion of this form,

1 attest, under penalty of perjury, that 1 am {check one of the following boxes):
©)] 1. A citzen af the United States

QI 2. A noncitizen netional of the United States (See insiructions)
Q] 3. Atawhul permanent resident  (Alien Registrafion NumbedLISCIS Numbery: N/A
Q) 4 An alien auhorizsd to work _wntll {expiration dats, § appioatie, mmiddyyyry .

Some aliens may write "NIA™ in the expiration date fleld, {See Instructions)

Aligns authorized o work must provids only ane of the foflowing document numbers to complste Form 18: L U
An Alien Registration NumberAJSCIS Number OR Form 1-84 Admission Number OR Forsign Passport Number.

1. Allen Registration rg:;berluscxs Number: N/A

2, Form 194 Admfsalgt l;n.mmr: N/A

3. Foreign Passpost Number: N/A
County of Issuance; N/A

Signatura of Employse | Today's Date (mm/dd

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

I attost, under penalty of perjury, that | have assisted in the compietion of Ssction 1 of this form and that 1o Tie beai of my
knowledge the information Is true and corvect.

Signature of Preparer or Transtator Today's Date fmm/idd/yyyy)
Last Name {Family Name) First Name (8iven Narme)
Adcress (Street Number and Name) Chty or Tawn State  [2ZIP Code

0 " Emplo y_'é-zl' -C,'oriléle_zles Next Page @

Form 19 071717 N Page 1 of 3




Erployment Eligibility Verification
Department of Homeland Seenrity
U.S. Citizenship and Immigration Services

mployer or Authorized Representative Review an

must physically examine ene document fram List A
of Acoeplable Dacurnents.?)

- eritication
(Employers or their authorized reprasentative must complete and sign Seetion 2 within 3 Business ¢ays of the employes's first day of employrent. You
OR a-combifiation of one dosument from Lisi B and ane document from List C as listed on the “Lists

USCIS
Form I-9

OMB Na, 161540047
Expires 06/31/2019

Employes Info from Section1 | | 1] t] WTSWI 1) |

_E;l:“mind Empl.::;:am.ﬂuﬂmiuﬂon e Emp;oymau:ttfu&g_ﬂ:aﬂon .
ent Tiile |

§an.4uﬂmmv A 3 ? M1 t Wy 5[ ’ :

?'ﬁowmant Number i 8.1 ’i

' Explration Dats (7 eny)(mm/aclyyyy) men mﬁfawl{mwdw T

Document Tille L4 :

Tesuing Asthorly Additional information e e LTNE S

| Dacument Number

"Expiration Date {7 anyj(midahyyy]

oo |

;'Issumm

;l?ﬁmm"_mmmw

;?mraﬁnn Bate fif any)(mm/adlyyyy)

| e

attest, undar penalty of perjury, that
do\s authorized to work In the United States,

> e (200

(Sea igfftru

{1) | have sxamined the document(s) presentad by the above-named employse,
ed document{(s) appear to be genuine and o ralate to the employes named, and {3) 1o the bast of my knowladge the

cfions for exemptions)

yee's Hirst day of employment (mm/dd/yyyy):
=TT ¢ ;i.i_l.:.-x 2ed Raprasentative

VaNkilirC 4117 el

of Representative | Fj iployer pr Authorized Repressniative
l el

(It

Employer's Business or Organization Name

mployer's mees or Organization Address (Straef Number and Nams) | City or Town

‘|sz Cade

il

Section 3. Reverification and Rehiros (To bé completed and

signed by amplay'é“’-; or authonized repressntstive.)

the employes presanted document(s),

. New Name (f soalicable] L B Bew of Réhire W appicable)
Last Name (Family Name) First Name {Given Name) Middie Intlal | Date fmm/ddAnyy)
B. 1718 bimployeds previ rq;ﬂt o amployment SUTrEAtGR Fav & Tor 6 gooamar o7 TeGEIRT ol eeaBihes
eontinuing emplpymant aythdrzation in:the spoe provided Belaw, P i e ; Lt et
Dooumant Title Document Number Enxpiration Date {fany) (mmfddSyyy)
| attest, under penaity of perjury, that o the best of my knowiedges, this employaee is authorized fo work in the United States, and If

the dosument(s) 1 have axamined appesr to be genuine and fo ralate to ths Individual.

Signature of Emplayer or Authorizad Representative

Taday's Date (mmidoiyyyy)

Name of Employer or Authorized Representative

Form I8 071717 N

Page 2 of 3
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Authorization

Authorization: By signing below, you authorize; (a) backgroundchecks.com (“BGC”) and/or Orange Tree
Employment Screening to request information about you from any public or private information source;
(b) anyone to provide information about you to BGC and/or Orange Tree Employment Screening; (c)

BGC and/or Orange Tree Employment Screening to provide Employer Solutlons Staffing Group, LLC one
or more reports based on that information; and (d) Employer Solutions Staffing Group, LLC ("ESSG”) to
share those reports with others for legitimate business purposes related to your employment. BGC
and/or Orange Tree Employment Screening may investigate your education, work history, professional
licenses and credentials, references, address history, soclal security number validity, right to work, crimi-
nal record, lawsuits, driving record, credit history, and any other information with public or private infor-
mation sources. You acknowledge that a fax, image, or copy of this authorization Is as valid as the origi-
nal. You make this authorization to be valid for as long as you are an employee of ESSG.

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

_Eg;_gngl_l_t_ajggﬁgm Please print the Information requestad below to identify yourself for BGC.
Printed name: Desmond 2 Wesley
First Middle (I3 - Last
none)
Other names used:;
Current county of residence:
Current and former addresses:
08/2017 current 935 Beech St. St. Paul 55106
from Mo/¥r to Mo/Yr Street City, State & Zip
01/2016 07/2017 1540 Ragan St. Memphis TN 38106
from Mo/Yr to Mo/Yr Street City, State & 2ip
from Mo/Yr to Mo/Yr Street City, State & Zip

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

06/23/1992 413718257

Date of birth ~ Social security number
111433691 Desmond LaShun Wesley
Driver’s license number & state Name as it appears on license

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

Desmand Wasley [.-mrég- Jan 16,2018

Signature Date




EMERGENCY CONTACT INFORMATION

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

Employee Name: Desmond Wesley

Address: 935Beechst. St. Paul 55106

Home Phone; 612-414-6308

o i EMERGENCY CONTACTS AR IR,
. Please list two people (in‘priority order) who could be contacted in case of‘an emergency
Contact #1 Home Phone: 901-247-5501
Name: Patricia Wesley Cell Phone:
Relationship: Grandma Woark Phone:
Contact #2 Home Phone: go1-430-7080
Name: Dominique Wesley AL
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 will remain confidential and will only be used in the case of an emergency.
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empioyer solutions staffing aroup..
Direct Deposit/Payroll Debit Card Authorization

Employees have the option of receiving wages by Direct Deposit and/or Payroll Dehit Card.
¥ - eletion, wages will be paid by Pay

<

ou do not pro

SECPTEON T ASTE TN QRN o

Eeke i et T

SN AN RO R Gt e

] Direct Deposit (Please oomploto Sections 3and S below)  Notes Direct Deposit accosuits may take up 10 7 days 0 be aclivated,
()] Payroll Debit Card (Please complete Sections 4 and 5 below)

SEETTON S DR DEROSEDE

8 Update Bank Account Tunderstand and acknowledge that If I do not provide a

BN " Bank Name: voided check with this direct deposit form, X am

Wb Money Network Bank respoasible for any delays in payroll or extra costs

S8 Routing# 034003907 incurred ifthe secount number that 1 provide is incorrect.
Ascount Type: [T Cheokingl L] Savings [1]Other ___

*  Tohalpus avnid making an errar, please attach a copy of s voided check {a depuilttﬂpwﬂl not work)
. Ifyunclmgebmﬂcs,idonotelmyowoldbmkmomunmyontdﬁmdqmﬁthumdammbmk.wmdawmnqym

SETRHGINT A SR R AR (G BAE e

Faderallawmquhasallﬁnmclulhsﬁmﬁmmobhin.vm,mdmmrﬂinﬂamaﬁonthmldeuﬁﬁesmhtﬂ:mnwhoopensmammmm:rm
sequest a Payroll Debit Card for yon, we must provide all of the following information that will enahls financial institution to identify youn, If
mdoMmhmﬁaDhmDmMmoﬂkaCmﬂAnﬁuﬂMmBSSGﬁﬂmvﬁehnmmhfbmﬂmuﬂlssnaynuanmelDebit
Cardmw{wl’otmmmeﬂnmoialimhuﬁunmayaskyoumpmvidommaddiﬁmaliﬂmﬁﬁmhﬂbmﬁmsotlmyoan
verify yoor .

Except for the routing and accownt aumber, ESSG doss not have access to any informatien regarding your Paysoll Debit Card account or
transactions, On your first payday, you will reseive your new Payroll Debit Card, and a packet containing ail of the terms and conditions, You will
ﬂ:ensignadmowbdgingthatyoumeivedthePaymllDabitCndmdpuhb?m?wmnnebhmﬂwmbsmbadedmeadtpaydayymm
wapes,

[ CARDHOLDER INFORMATION (es you wast your Payroll Debit Cand 1o be issucd)

First Name Ml LastName ' Daute of Birth
Street Adiiress (POBOXNOT ACCEPTARLE) Sooial Security#
City State Zip Cell Phone (mobiic)

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

e e e e e it et o)
1 havs resctved my Payroll Debit Card, weloome brochure, program foes, program terms, conditions, and disclosures, By activating my Payroll Debit Card,
T am agreeing to the program terms, conditions, and disclosures that are inginted ormade available to me from time t 1ime fom the financial institution, T
anthorize the financis] institution to debit my Payroll Debit Card account for the fees describad in the feo schedule that is part of the program tenms,
conditions, and disclosures.

Employes’s Signature; ”“""’""W”‘W‘mgg Date; 01/16/2018

SN ST AU ORI ST G

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

wesley9295@yahoo.com @
this inforraation will only be used to send your ‘paystubs electronically

b sotnel ol Jan 16, 20
Employee's Signature: _Srmond ey ion 8 o) Date: e

*E~-mail:




A '-l 5

employer solutions staffing grt;upu

A F CO
This agreement made this day of , 201__, 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 fo 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.

Desmand Wesley (Jan ’;é %

Employee Signature

Employer Solutions Staffing Group LLC, Representative



employer solutions ﬁ'ang 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 paid for any compensable work injury. Medically
authorized time away from work will be reimbursed in accordance with the State
of Minnesota workers’ compensation laws. Wherever possible light duty
restrictions imposed as a result of your injury will be accommodated.

RESPONSIBILITIES OF THE INJURED WORKER:

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

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

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

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

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

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

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



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

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

1 have read my responsibilities and agree to abide by these guidelines.
Signed: Desmond Westey Uan

Pnnted Name: Desmond Wesley
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employer solutions staffing group..

Important/importante
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 s0, 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

8i un cheque de pago se pierde (que falta, fuera de lugar, destruido, perdido en
el coreo, 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 detendr4 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 policta
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 v si la pérdida del cheque
no fue su culpa, ESSG emitiré un nuevo cheque y no hay cuota se deducird.

AGREED/SE ACUERDA—

Name/Nombre (con leira de molde):  Desmond Wesley

Signature/Firma; Emm&%




CORPORATE MANAGEMENT GROUP

your warkforce manidgement & siqffing experisT

Drug & Alcohol Testing Consent Form for Applicants Who Have Received a
Conditional Offer of Employment — MRO

Acknowledgement Receipt

| acknowledge that | have received a job offer from Corporate Management Group (CMG) conditioned upon
my submitting to and passing a drug and alcohol test. | have also received, read and understand Corporate
Management Group’s Policy and Procedure an at — will basis and that this policy does not alter the at —will
nature of the employment relationship.

I herby agree to submit to drug and alcohol testing under the Company’s policy.

| also understand that test results and other information acquired in the drug and alcohol testing process
may be disclosed to and discussed with a Medical Review Offices (MRO). | herby consent to such test
results and other information being disclosed to and discussed with an MRO.

foate: Ol-|te [ @ 4)-*-*—""‘3

ployee Signature 7*
Vi »




d.r?

TEST RESULTS RECORD

Tmmmwmam

COMPANY INFORMATION

Type of identification Provided: () Driver's License {1 Employas Phato LD, {1 Other
Renason for test: ﬁl’m—empumneut QRandom ) Ressonablecauss ([ Post-accident (] Other

)Q) [G-lE ) 07p 1

mmmedﬂm that it was not substituted or

1]l

Date/Time

_ Date /Time recetved '

| TESTRESULTS. e,

Alcohol ALC Q a

Date/Time Collected Amphetamh AWP '}\ a o

Time Interprated Buprenorphine BUP \5\ a Q

Benzodiazepine < a Q

vl o smclmmaﬂmlea Side of Devics Coselno @ ¥ 0 o

dewﬂﬂﬂ EDDP EDDP ‘Q Q a

drawing out the sampie. Marfjuana THE 'E\ ) a

Methadons MD Q' o a

Methemphetaming MET 5\ o o

Oplates M b o a

e Oxycadone oy W 0 a

_ — Phencycidioe PP WS O 0

Cut out this panel fo Lab extraction ports a a o

e Q Q =}

Notes / Comments




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 (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 an
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 (Please Print)

Desmond Wesley

Employee’s Signature;

Date: Jan 16,2018
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- 3850 Pre-Screening Notice and Certification Request for

(Rev. Maroh 2016) the Work Opportunity Credit OMB No. 1545-1600

Pepariment aftha ¥ | b Information about Form 8850 and its separate instructions s at www.Jra,gov/formasst,

Job applicant: Fili in the lines below and check any boxes that apply. Complete only this side.
Yourname  Desmond Wesley _ Soofal seourity number » 415718257

Street address whereyou five 935 BeechSt.

Clty or town, stete, and ZIPcode  St. Paul 55106

County Ramsey Telephone number 512-414-6308

#you are under age 40, enter your date of birth (monith, dey, year) 06/23/1992

1 [IJ Check here if you reosived a conditional certification from the state workforce agency (SWA) or a ;iarﬁclpating local agency
for the wark opportunity credit.

2 [[J Cheok here if any of the foliowing statements apply to you.

¢ | am & member of a family that has raceivad assistance from Temporary Assistance for Needy Famiiies {TANF) for any 8
monthe during the past 18 months,

* | am & veteran and a member of a famlly that recelved Supplemental Nutrition Assistance Program {SNAP) banefits (food
stamps) for at least a 3-month period durlng the past 156 months.

¢ | was refarred here by a rehabiiitation agenoy approved by the stats, an amplayment network uncler the Tiokst 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 famlly that:
a. Reosived SNAP bensfits {food stamps) for the past 6 months; or
b. Receivad SNAP benefits {faod stamps) for at least 8 of the past § months, but is no longer eligible to regelve them.

» During the past yesr, | was convistsd of & felony or released from prison for a felony,

* | received supplemental sacurity Income (881) benefits for any manth ending during the past 60 days,

» | am a vetaran and | was unemployed for a period or perinds totaling at least 4 weseks but less than 8 months during the
past year.

8 E@ Check hera If you ara a veteran and you were unamployed for a period or periods totaling at least 8 months during the past
yw.

4 [[JI Check here if you are a veteran entitied to compensation for a service-connested disability and you were discharged or
released from antive duty in the U.S, Armed Foroes during the past year,

8 ﬂ] Checls here if you are g veteran entitied to compsnsation for a service-connected disability antd you wera unemployed for a
period or perinds totaling at least 8 months during the past year,

8 [[] checkhere if you are a member of a family that:
» Received TANF payments for at least the past 18 manths; or
» Recelved TANF payments for any 18 months beginning after August 6, 1997, and the earliest 18-month period beginning
after August 5, 1987, ended during the past 2 years; or
* Stopped being eligible for TANF payments during the past 2 years bacause faderal or state law limited the maximum time
those payments could be made.

7 Ej Check here if you are in a period of unemployment that is at least 27 consscutive weeks and for all or part of that peripd
you recsived unemployment compensation,

“Signature—All Applicants Must Sign

Undwpanalﬂasmw,ldac!mmwavemeehwewmmaﬁonwmnemmmmmhmmﬁxa day | was offared a joh, and Rt s, to the best of my knowiedge, true,
oormaot, and complate.

Job applicant's signature > ﬁﬁﬁ%‘ Date 2N 16,2018

For Privacy Act and Paperwork Reduction Act Natios, sae page 2. Cat. No, 228511 Form B850 (Rev. 3-2016)



l;t;m Akrev. 03/2017) TAX CREDIT QUESTIONNAIRE R g?

EMPLOYER SECTION: :
Client: Company:
Locationt Positlon:
EMPLOYEE SECTION:
First Name: Last Names Suffix; Street Address: City/Btate: Zip:
Desmond Wesley 935 Beech St. St. Paul N 55106
S8#: Date of Birth: Age: | Haveyon wurmto; I yes, location:
413718257 this company before
06/23/1992 25 Yoo ) No@J
Please complete all gnestions, and sign and date the form, Yes No
1. Have you or hns anyone living with yon received Temporary Assistance to Needy Families (TANF) Q @

at any time since Aungust 8, 19977 (Ifyes, please provide infbrmation below.)
Nams of the person reeeiving benefits: ____ Relationship toyous _____
City:._ County: ___ State: _____

2. Have you or has anyone fiving with you received Food Stamps (SNAP) at any time during the past 15 months? Cﬂ O]
(1f yes, pleass provids infornmation helow.)

Name of the person receiving benafits: ___ Relationship to you: _____
City: County: . State: ____

3, Have yon received Supplemental Secarity Income (SSI) at any time within the past 3 months? a

Flease nots, this is not the same as Social Security benofits (S5) or Social Security Disability (SSDI) benefits,
*1f you cheched yes please provids a copy of your SSI documentation,

4. Have you received any type of vocational rehabilitation services within the past two years? @) @
1€yes, please indjcate which type of you worked with and provide their location information below:

g Vocational Rehabilitation Agenoy Dept. of Veterans Affairs E Pmployment Network (Ticket to Work Program)
Nams of Agency: Phone #:
Clty: County; . Stete:
*Jf you checked yes please provide a copy of your active Individual Work Plan and Ticket to Work documentation.
§. Areyou a Veteran of the U.S, Military? *f yes, please provide a of your DD-214 and latter of separation.
(ﬂfyaz'-'pleasa provide infonmation below. I¥no, p1£e continne to quesﬁm#gm
Dates of Service ~ From:
Branch of Serviees
Are you entitled 1o or are yon receiving compensation for a service-connected disability?
6. Fave you been unemployed at any time during the Inst 12 months?
Ifyes, dates of unemployment - From: To;
Did you receive unemployment compensation at any point during your unemployment?
If'yes, in which state did you recsive imemployment compensation? __

7. Have you been convicted of a felony or released from prison for a felony conviction in e past 12 months?
Conviction Date: Release Date:
Wasthisa [ Pederalor [} State canviction? [£State - County:

R T T

)

Ta:

on———

al © p©
@l @ P @

Stater ____

S R S T
IEC (Native American): Are you or your spouse 2 member of 2 Native American Tribe? O ®
dfyou checked ygs please provide a copy of yoyr CDIB ¢
CAanlemﬁ you fhe child ofmmupmm?ﬁ Do you reseive CalWorks? [J] Workforoe Investment Act?

Are you a migrant or seasonal farm worker? [_] Have you ever been convicted of a misdemeanor?
SCResidents: 31 Do you receive Femily Independence Benefits?

PLEASE READ, SIGN, AND DATE:
Under penalties of pugiury, 1 declars the information above fo be true and accurate fo the best of my Inowledge, and I hereby awthorize any agency, organisation, or

individuals io axpply such verification or information that may be needed 1o determine tax credit eligibflity to my enployer, emplayer representative (Associated
Consultans, inc. dba Retrotax). or the Deperiment of Labor.

New Employee Signature:

Dates Jan 16, 2018




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

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

.
AR

Instructions: This Self-Attestation Farm (SAF) 15 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 targst
mp.

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

knowledge,
New Hire’s Signature: _&= Date Jan 16,2018
New Hire Name: Desmond Wesley

Social Security Number: 413718257

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 | received unemployment
compensation.

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

{(Enter start date)

Privacy Act Notioe:

Thelintemal Revenus Code of 1988, Seclion 5%, &8 amended and iis enacing legisiafion, P.L. 104-188, specify that the State Workforoe Agencios am the
*designated” agencies mmmwmmmammmmmmmm-immmmpmmmm
form will be disolosed by your employar o the State Workforos Agency. Provision of this information ks vofuntary; however the information s requited fo
determiine your employe/'s eligibifty for the fedaral tax cradit.

- e O OE 4PN 3 MERT - BWE T A DO BT D SO O % S @ WS an o e o O 0 PRS § T D0 s ¢ 4 R @ e VB y

Publte Burden Statement:
PmnmmmmmmmdemmmmanamnﬂywdOMBonmlmmmmudems‘ub!lualimm
compiste his fom is required o ablain or retein benefis (P4 111-8). Publ reporting burden is estmated fo avemge 10 minutes per responss, including the
mwmmmmmmmmmmmmmmmmmmmma
Informaiion. Send comments regarding this burdan esfimate o the U.S, Department of Labor, Division of Nefionel Programs Tools Technioal Assistancs,
Room C-4610, Wes DC, 20210 Reduction Project 1205-0371), Please o nat submit Joums to this address,

117-

ETA Form 9175 (Rev. November 2016)
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otification of Minnesota Law Requirement —

Unemployment Acknowledgement

According to Minnesota Statute section 268. 096, subdivision 2, paragraph (d), an
applicant who, within five calendar days afler completion of a suitable

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

affirmatively request an addftional suftable Job assignment, (2) refuses without good
cause an additional suitable job assignment offered, or (3) accepts employment with
the clfent of the staffing service, is considersd to have qult employment.

This paragraph applies only ¥, at the time of beginning of smployment with the staffing
service, the applicant signed and was provided a copy of a separafe document written
in clear and concise languags that informed the applicartt of thig paragraph and that
unemployment benefits may be affected.

It is your responsibliity to contact ESSG through Corporate Management Group (for
instance, by calling 303-920-1425 or using any other form of contact) for additional
assignments. If you fail to do so, it may affect your unemployment bensfits.

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

Separate copy of this form. pw__ {Initial)

uasrmdwmq(mlﬁzué Jan 16, 2018

Employee Signaturs: Dater:
Desmond Wesley
Employes (please print your nams Fare)

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

-MN_D2 2013



DRUG AND ALCOHOL
TESTING CONSENT FORM

1. | have been éllowed 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; (c) 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 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. | hereby voluntarily consent to ESSG, or its health service providers, or
other persons or entities acting for or with them, to collect 2 body component (blood,
urine, breath, or any combination thereof) from me for testing for alcohol and/or drugs. |
understand that the Ilaboratory selected by ESSG may conduct testing and other
analysis on the sample provided by me. | further voluntarily consent to the laboratory's
disciosure to ESSG of the results of my drug and/or alcohol test and cther information
related to the test.

Individual's Name

Jan 16, 2018
Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10
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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 ESS®’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
necesgary 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)Providesafetytraininginalanguageandvocabu1aryworkerscan
understand.

ESSG is committed to vigorously enforcing its OSHA Compliaml:e 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

e Responsibility to report workplace hazards and dangers

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

You have the following basic rights:

» Right to refuse unsafe work

e Right to Jmow 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.



