, . h
employer solutions staffing group. e 0
Leveraging Resources in a Changing Market Tel: 952.835,1288

www.esgstaﬂ?ngsolutions.com

New Hire Application

Personal Data-—- PLEASE PRINT LEGIBLY IN INK

Last Name _Qém%m;z, First uamem Middle Initial M

Street Address_$655 @14t 61 4 AptiSte
Citystateizip_C.0tHg e, 5ol Social Security Last Four XXX-XX.£
Phone Number 65 |~279~ 651) 5 Email Address nio 1 @ all . Loy

Staffing Agency/Recruitment Partner

All offers of employment are conditional upon Satisfactory proof of identity and legal ability to work in the U.S.A.
Are you legally authorized to work in the United States of America? MIYES [JNo

Applicant Certification and Authorization

required by clients, government regulations or by ESSG policies,

I release ESSG and other persons or entities from any claims that might be based on ESSG's decision to conduct g background check.
| certify that al} statements made in my application are true and accurate and that | have not omitted any materia] Information or provided
false or misleading information. | understand that any material omission or misrepresentation will result in my disqualification from
consideration for employment or, if discovered after | begi_n employment, will result In my termination.

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

\ A

Name (Print or type)

For ESSG Office Use Only
DOH —_— I NHW I-9 8850 w4
Emergency Contact Info Background Release Form Background Resuits Unemployment Letter ESC Application
(If applicable)
For ESSG Client Use
DOH ROP Work Site Loc. WC Code
ESSG - Supermoms CMG Rev. 052015



o SO0 Pre-Screening Notice and Certification Request for

(Rev. March 2016) the Work Opportun]ty Credit OMB No. 1545-1500
Dapartment of the Treasury .
Internal Revenue Service » Information about Form 8850 and its separate Instructions is at www.irs.gov/form8850.

Job applicant: Fill in the lines below and check any boxes that apply. Complete only this side.

Your name A\(\\-m{\\ 6 OOM.\V\O)\)‘&Z Social security number P> ‘/ 79- i 3 = L/? L[ 7

vy
Street address where you live ME 3 gl’*’, {}. §

City or town, state, and ZIP code COP( @% 9‘ b})@ 5 M 2 5;0 l é
County SM C\Qh‘\ f 9..Lﬂh C@UVH—’V Telephone number & l - 9.7& - 66 t/ 5
If you are under age 40, enter your date of birth (month, day, year) O l_/l Z Q Q Z l 996

1

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

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

© | am a member of a famlly that has received assistance from Temporary Assistance for Needy Famllles (TANF) for any 9
months during the past 18 months.

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

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

® | am at least age 18 but not age 40 or older and | am a member of a family that:
a. Received SNAP benefits (food stamps) for the past 6 months; or
b. Recelved SNAP benefits (food stamps) for at least 3 of the past 5 months, but is no longer eliglble to receive them.

* During the past year, | was convicted 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.

[0 Check here if you are a veteran and you were unemployed for a period or periods totaling at least 6 months during the past
year.

[ Check here if you are a veteran entitled to compensation for a service-connected disability and you were discharged or
released from active duty in the U.S. Armed Forces during the past year.

[] Check here if you are a veteran entitled to compensation for a service-connected disability and you were unemployed for a
period or periods totaling at least 6 months during the past year.

[J Check here If you are a member of a famlly that:
* Received TANF payments for at least the past 18 months; or
* Received TANF payments for any 18 months beginning after August 5, 1997, and the earllest 18-month period beglnning
after August 5, 1997, ended during the past 2 years; or

* Stopped being eligible for TANF payments during the past 2 years bacause federal or state law limited the maximum time
those payments could be made.

[J Check here If you are in a period of unemployment that is at ieast 27 consecutive weeks and for all or part of that period
you received unemployment compensation.

Signature—All Applicants Must Sign

Under penalties of perjury, | declare that | gave the above information to the employer on or before the day | was offered a job, and it Is, to the best of my knowledge, trus,
correct, and complete.

Job applicant’s signature > \\ w & Date OQ’ / { 7 / / 7

For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 22851L Form 8850 (Rev. 3-2016)



Vo omvia (2017)

Purpose. Complete Form W-4 so that your
employer can withhold the correct federal Income

from your pay. Consldsr completing a new Form
W-4 each ‘Y‘ear and when your parsonai or financial
situation changes.

Exemption from withholding. If you are axempt,
complets only lines 1, 2, 8, 4, and 7 and sign the
form to validate it. Your exemption for 2017 explres
Febrm 15, 2018. See Pub, 505, Tax Withholding
and Estimated Tax.
Note: If another person can claim you as a dependent
on his or her tax retum, you can't claim exemption
from withholding i your total Income exceeds $1,050
and Includes more than $350 of uneamed Income (for
example, Interest and dividends).

Exceptions. An empl| may be able to claim
exemption from wlthhgldmg even if the employee Is
a dependent, if the employes:

* |s age 65 or older,
* |s blind, or

» Wil claim adjustments to Income; tax credits; or
itemized deductions, on his or her tax return.

The exceptions don't a 1o supplemental wages
greater 111,;?1 $1,000.008.p|y Pe J

Basic Instructions. If you aren’t exsmpt, complate
the Personal Allowances Worksheet below. The
workshaets on page 2 further adjust your
withholding allowances based on itemized
deductions, certaln credits, adjustments to Income,
or two-eamers/muitiple jobs situations.

Complste all workshests that apply. However, you
may claim fawar (or zero) allowances. For regular
wages, withholding must be based on allowances
you olaimed and may not be & fiat amount or
percentage of wages.

Head of housshold. Generally, you can claim head
of household ﬂllng status on your tax return or&' if
you are unmayried and pay more than 50% of the
costs of keaping utﬁ a home for yourseif and gour
degfnden 8) or other qualifying individuals. Ses
Pub. 501, Exemptions, Standard Deduction, and
Flling Information, for Information,

Tax credits, You can take projected tax credits Into
account In figuring your allowabls number of
withholding allowances, Credits for child or dependent
cars expenses and the child tax credit may be claimed
using the Personal Allowances Workshest below.
Ses Pub, 505 for Information on converting your other
credits Into withholding allowances.

Nonwage income. If you have a large amount of
nonwage Income, such as Interest or dividends,
conslder making estimated tax aﬁ?é""m using Form
1040-ES, Estimated Tax for In uals. Otherwise,
you may owe additiona] tax. If H)ou have penslon or
annuity income, see Pub, 505 fo find out if you should
adjust your withholding on Form W-4 or W-4P,

Two eamers or multiple jobs. If you have a
working spouse or more one job, figurs the
total number of allowances you are entitled to claim
on all jobs using workshests from only one Form
W-4, Your withholding usually will be most accurate
when all allowances ara clalmed on the Form W-4
for the highest ng job and zero allowances are
clalmed on the others. See Pub. 5§05 for details.

Nonresident alien. If you are a nonrealdent allen, see
Notice 1382, Supplemental Form W-4 Instructions for
Nonresident Aliens, baiore completing this form.
Cheok your withholding. After your Form W-4 takes
use Pub. 505 to se how the amount you are

“having withheld eorggsares 1o your projected total tax
, 85

eclally if |
exceed $130,000 (Single) o? &1 BI'!){DD%O(‘I\‘/'I.:}ﬂaTd?.gs

Future developments. Information about any future
developments affecting Form W-4 (such as
legislation enaoted after we release it) will be posted
at www.lrs.gov/iw4.

Personal Allowances Worksheet (Keep for your records.)
A Enter“1"foryourselfifnooneelsecanclalmyouasadependent. 0 o0 0 oo 9. 0.0 0 O o oLB 6.6 B o [

-t

B  Enter“1”if: { * You're married, have only one job, and your spouse doesn’t work; or
* Your wages from a second job or your spouse's wages {or the total of both) are $1,500 or less.
C  Enter *1” for your spouse. But, you may choose to enter *-0-" i you are married and have either a working spouse or more
than one job. (Entering ®-0-" may help you avold having too little tax withheld) . . . . . . . . . .
D  Enter number of dependents (other than your spouse or yourself) you will claim on your tax return . o © o
E  Enter “1” if you will file as head of household on your tax return (see conditions under Head of household above)
F  Enter®1” if you have at least $2,000 of child or dependent care expenses for which you plan to clalm a credit
(Note: Do not inciude child support payments, See Pub. 5083, Chiid and Dependent Care Expenses, for detalils.)
G  Child Tax Credit (nciuding additional child tax credit). See Pub. 972, Chlld Tax Credit, for more Information.

* If your total income will be less than $70,000 ($100,000 if married), enter “2" for each eligible child; then less *1” if you
have two to four ellgibie children or less *2" i you have five or more eligible children.

» If your total income will be between $70,000 and $84,000 ($100,000 and $119,000 if married), enter *1” for each eiigiblechiid. G
H  Add iines A through G and enter total here. (Note: This may be different from the number of exemptions you claim on your tax retum.) » H
® [f you plan to itemize or claim adjustments to Income and want to reduce your withholding, see the Deductions

@ You're single and have only one job; or }

mTmoOOo

1]

|

For accuracy, and Adjustments Worksheet on page 2.

complete all ® If you are single and have more than one job or are married and you and your spouse both work and the combined
workshests earings from all jobs exceed $50,000 ($20,000 if married), see the Two-Eamers/Multiple Jobs Worksheet on page 2
that apply. to avoid having too little tax withheid.

® If neither of the above situations applles, stop here and enter the number from line H on line 5 of Form W-4 below.

Separate here and glve Form W-4 ta your employer. Keep the top part for your records.

Employee’s Withholding Allowance Certificate

OMB No. 1645-0074
Department of the Treasury P Whether you are entitied to claim a certaln number of allowances or exemption from withholding Is 2 @ 1 7
Internal Revenue Service subject to review by the IRS. Your emplayer may be required to send a copy of this form to the IRS.

Your first name and middle Initial Last name 2 Your soclal security number
[ ! i 3
Wwono M &JMI@UEZ Y72-31- 4747
,,Home address (number and street or rural route) 3 X singie [] Marred L] Merried, but withhold at higher Single rate.
g65 5 o 5 / 5"? a 6+ Y 5 Note; If married, but legally separated, or spouse is a nonresldent allen, check the “Single” box.
City or town, stats, and ZIP code 4 Hfyour last name differs from that shown on your soctal security card,
CO-HQQ@ Q{’au’e 4 M N 3 550 \ (7 check here. You must call 1-800-772-1213 for a replacement card. P ]
5  Total number of allowances you are claiming (from line H above or from the applicable worksheet on page 2) 5 ‘3
6 Additional amount, if any, you want withheld from each paycheck . . . . . . . . . . . . .. 6($ g
7 | ciaim exemption from withholding for 2017, and | certify that | meet both of the following conditions for exemption.
® Last year | had a right to a refund of all federal income tax withheld because I had no tax liabliity, and

* This year | expect a refund of all federal Income tax withheld because | expect to have no tax flabiiity.
If you meet both conditions, write “Exempt” here . .>l7]

Under penalties of perjury, | declare that | have examined this certificate and, to the best of my knowledge and belief, it Is true, correct, and complete.
Employee’s signature

(This form Is not valid unless you sign it 5 Date > 09 / } 7 / 20 I ’7

8 Employer's name and address (Employer: Compiete lines 8%and 10 only if sending to the IRS.) 9 Office code (optional)| 10  Employer Identification number (EIN)

Form W-4

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



Employment Eligibility Verification USCIS

Department of Homeland Security OME ;:":J;i o
U.S. Citizenship and Immigration Services 0

Expires 08/31/2019

» START HERE: Read instructions

carefully before completing this form. The instructions must be available, either in paper or electronlwally,
during completion of this form. Employers are Hable for errors in the completion of this form.

sotion 1, Emple mmation an petation (Empioyees must oom b 8nd sign Beetion 1 of Parm |8 1o Iater

fhafithe firet day of employment, bu not befaro acgmpsing a job offer,) : . el
Last Narrlle (Family Name) First Name (Given Name) Middle Initial Other Last Names Used (i any)
Pommnguez Arvtonio M

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

| 6655 415t 5+.4 Cottage O(ove Mw | 550\;

Date of Birth {mm/ddtyyyy) U.S, Social Security Number Employee's E-mail I‘iddress'u Empioyee's Telephone Number
o4 /0% /9s 41#3]~[3]1] - [4[7l4]7]| tonie 64 pamingues @gmai.eon 651-339-65 45

| 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.

| attest, under penalty of perjury, that | am (check one of the following boxes):

1. A citizen of the United States

l':]‘ 2. A noncitizen national of the United States (Ses instructions)

D 3. A lawful permanent resident {Alien Registration Number/USGIS Number):

[[1 4. An allen authorized to work _unti (explration date, if
Some aliens may write "N/A"

Aliens authorized to work must provide only one of the following document numbers to complets Form 1-9; Do ?,2,‘33;:;::;;}';"3;“

An Alien Registration Number7USCIS Number OR Form 1-94 Admission Number OR Foreign Passport Number.

1. Alien Registration Number/USCIS Number:
OR

2. Form 1-94 Admission Number:
OR

3. Foreign Passport Number:

applicable, mm/dd/yyyy):
In the expiration date field. (See instructions)

Country of Issuance;

Signature of Employee ‘M@’ Today's Date (mm/ddfyyyy) o /16 /20 IpA

1 et riet useg fBr o itafelator, A preparan(s) Brdior ranslalans) agaisted the pityed in pamiploting Sactian 1.
_%wwm%mmmw 1ed whai preparer awﬁanaz%%bmfﬁim smployes In coffpleting Seation 1)
| attest, under Penalty of perjury, that | have assisted in the compietion 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 Name)
Address (Straet Number and Name) City or Town State ZIP Code

@ Emplayer Completes Next Page @

FormI-9 11/14/2016 N




Employment Eligibility Verification USCIS
Department of Homeland Security Form I-9

0q a 5 q 5 OMB No. 1615-0047
U.S. Citizenship and Immigration Services Exgpires 08/31/2019

T

"

ployer or Authe ' Nepresentaiive " wgn Ve aoen o mwé v 1va
W!&W' tive Compiby Ak i 3 bugingss amplyed's va.
aming 7' M%Mmew&"&mm mmuew%mwmmmw a4 lsted on (e Yists
thud ik s

- . r;lame ;m'ly A}ame) First Nﬁme {‘Gi;'en Name) M:l. .Ciﬁzer‘!shlp/llmmlgraﬂon S;atus
Employee Info from Section 1 L%ﬂﬁra ez Vl-‘l' onig M
ListA OR ListB ° AND ListC
Identity and Employment Authorization Identity Employment Authorization
Document Titie | Document Title ' Docyment Title
| Driver’s L EnSe Yivih Cordit;cade.

issuing Authority Iss| Authority

o 'P M Issuing Authority 0 -P M {1}

Document Number Do%egt g?aro Cop .7 c? ) [23 Document Ns}rﬁar
Ex é
6L

Expiration Date (if any){mm#didiyyyy) : plration Date (if any)(mm/ddsyyyy) Expiration ?Vatf ﬁf any)(mm/ddfyyyy)
/0G /207

Document Title ; i =

Issuing Authorty Additional Information 1,2“"9,;’53,,;5;1“‘1',,?:;;

Document Number

Expiration Date (if any)(mm/ddfyyyy)

Document Title

lssuing Authority

Document Number

Expiration Date (i any)(mm/ddfyyyy)

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

(2) the above-listed document(s) appear to be genuine 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 employee's first day of empioyment (mm/dd/yyyy): ()2/ ‘7 I 25, 7 (See instructions for exemptions)
Slgnature of Employ’ir or Authorized Representative Todgs Date(m, Qw) Title of Empioyer or Authorized Representative

U Siatliny Coowirade

Tag Name of Employer or Authorized Representative First Name T.IEmployer or Authorized Representative Employer's Business or Organization Name
)/an L& Otre~ EMPLOYER SOLUTIONS STAFFING GROUP LLC
Employer's Business or Organization Address (Street Number and Name) | City or Town State ZIP Code
7301 OHMS LANE SUITE 405 EDINA MN 55439 .t
A0E Rahires (70 be aamplated and signed by Brrployer o sileri 7 e | T
: ' 9 @ (If apphicable)
First Name (Given Name) Middie Initial Date {mm/dd/yyyy)

C. e employes's previgus grant of 8mployment aulharzalich R
cantinuing employment authorization In the 8paca provided balow.
Document Title

8 ¢

xpired, provide thé Ttormalion To7 he dogliment or Fecalpt that establishes |

Document Number Explration Date (if any) (mm/ddhyyy)

| 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 empioyee 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 (mmvddiyyyy)

Name of Employer or Authorized Representative

Form I-9 11/14/2016 N
EE———
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- CERTIFICATE OF BIRTH

STATE FILE NUMBER ~ 1896-MN-017801
FULL NAME ANTONIO MIGUEL DOMINGUEZ

DATE OF BIRTH _ APRIL 09, 1996
TIME 06:18 PM
PLURALITY ' SINGLE (1)
SEX MALE
PLACE OF BIRTH ST PAUL RAMSEY MEDICAL CTR
SAINTPAUL  RAMSEY  MINNESOTA
PARENT ANDREA DOLOREZ DOMINGUEZ
NAME AT BIRTH DOMINGUEZ
DATE OF BIRTH - DECEMBER 29, 1980
PLACE OF BIRTH MINNESOTA
PARENT JESSE J. GARCIA
DATE OF BIRTH JULY 14, 1970
PLACE OF BIRTH MINNESOTA

ANY AMENDMENT MADE PRIOR TO 08/08/2000 FOR THIS RECORD IS NOT NOTED ON THIS CERTIFICATE.

THIS IS A TRUE AND CORRECT RECORD OF BJRTH REGISTERED IN THE MINNESOTA OFFICE OF VITAL RECORDS.

MR&C Certificate ID
8822626

FILED: APRIL 24, 1998

Wolby udsly Gl

Molly Mulcahy Crawford
STATE REGISTRAR

RAMSEY COUNTY DEPT. OF PUBLIC HEALTH

ISSUED: JUNE 04, 2014

THIS CERTIFICATION IS VALID ONLY WHEN REPRODUCED ON WATERMARKED SECURITY PAPER
cecciins.. WITH A RAISED BORDER AND RAISED STATE SEAL OF MINNESOTA.




2117/2017 E-Veerify: Print Case Details - Preview

E-Verify

SENSITIVE BUT UNCLASSIFIED

Case Varification Number: 201 7048140243HB
Report Preparad: 02/17/2017
comgl_g Information -
Company ID: 47428 Company Name; Employer Solutions Staffing Group
Employes Information
Last Name: Dominguez . Firat Name; Antonio
Data of Birth: 04/08/1298 Sooclal Security Numbers o A47
Hira Date; 02/17/2017 Ciiizenship Status: A olizen of the United States
Document Information
List B Document: Driver's lioense or ID card lssuad by a U.S, stata or outlying possession List C Dooument: L1.S, birth certificats (original or cerified oopy)
Oosumant Name: Driver's ficanas Dooument State: Minnesota
Driver's License or ID Card Number; Dooument Expiration Data; 04/08/2017
Cane Status Information
——————UN .
Current Case Result; Employment Authorized Employer Case ID;
Cass Submitted On; 02/17/2017 Casa Submitied By: LYAN0374

SENSITIVE BUT UNCLASSIFIED

hﬂpsdle-verify.mcls.govMeHPﬂntCaseDeialls.asp(?CaseVerNum=2D17048140243HB




Authorization

Authorization: By signing below, you authorize: (a) backgroundchecks.com (“BGC”) and/or Orange Tree

(b) anyone to provide information about you to BGC and/or Orange Tree Employment Screening; (c)
BGC and/or Orange Tree Employment Screening to provide Employer Solutions Staffing Group, LLC one
or more reports based on that information; and (d) Employer Solutions Staffing Group, LLC (“ESSG”) to
share those reports with others for legitimate business purposes related to your employment. BGC
and/or Orange Tree Em ployment Screening may investigate your ed ucation, work history, professional
licenses and credentials, references, address history, social security number validity, right to work, crimi-
nal record, lawsuits, driving record, credit history, and any other information with public or private infor-
mation sources. You acknowledge that a fax, image, or copy of this authorization is as valid as the 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 under the Fair Credit Reporting
Act” is attached to this authorization, If you are a New York applicant, a copy of New York’s law on the
use of criminal records is attached. By signing below, you acknowledge receipt of these documents.

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

Printed name: \0 M DDM‘\Y)Q vEez
First Middle (O last

none)

Other names used:
Current county of residence: US

Current and former addresses:

current @655 4 Iﬁf‘) 5,5 Cothage Glove M N/ 550
from Mo/Yr to Mo/Yr Street City, State & Zip
from Mo/Yr to Mo/Yr Street City, State & Zip
from Mo/Yr to Mo/Yr Street City, State & Zip

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

0U/09 /)94 Y23 -3 -Ynyy

Date of birth Social security number

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

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

. 0%/l /962

Signature Date




EMERGENCY CONTACT INFORMATION

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

Employee Name: _A“’\'C\‘(\'\ 6) OON\.\V\ avez
Address: $655 glj’k S‘*’_ 5.

Home Phone: Bﬁl "'89 0""‘_;&”5

Contact #1 Home Pﬁone:
Name: Andren. Domingues Cell Phone: 05 |- 55— )15
Relationship: f#] Work Phone:

Contact #2 Home Phone:
Name: pj "K e Cell Phone: (5 |~ gop ~ P27(
Relationship: §1.00 1 3 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.



- employer solutions staff Ing group.

Leveraging Resources in a Changing Market
Wage Payment Method Authorization (Minnesota)

Employees have the option of receiving wages by Direct Deposit and/or Payroll Debit Card,

If you do not pro ide a written election, wages will be paid by paper Check.
SEGHONTEBNSTEINEO RN o) |

per W 497 Ty |
SLEGRONT2E S AN RO ECHORN

|| Direct Deposit (Please complete Sections 3 and 5 below)
D¢l Payroll Debit Card (Please complete Sections4 and 5 below)
SECHION S DIREC) DIEROSEL
\

Note:DtreaDepasit_acco-uum may take up to 7 days to be activated
[\:, Paper Check (Please complete Section 5 below)

N [ Update Bank Account Yunderstand and acknowledge that if I do not provide a
(S
@ Bank Name: voided check with this direct deposit form, I am
: \ responsible for-any-deluys i payroll or extra costs
8 Routing#

Incurred if the account number that I provide is incorrect,

Pogomss i
nitig Date
Account Type: [] Checking [] Savings Cother

. Tohelpusavoidmaldnganexror,pleaseat!nchacopyofavoidednheck. (a depositslipwillnotwork)
*  Ifyou change banks, donotcloseyuuroldbmkaccountmﬁlyomdh‘actdeposithasstartedatthenewbnnk,which

transactions. On your first payday, you will receive your new Payroll Debit Card, and a packet containing all of the terms and conditions. You will
then sign acknowledging that you received the Payroll Debit Card and packet, i
wages,

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

R W e TR il Y/
City Sttéeéﬁ J_Z_?p_’ & 5-" : 5 Cell Phone (mobile) ,» L'J ?9. =3/~ Q7 q 7

041098 Gloy MN 550\ ] 5/ -274~ 654
RECEIPT OF FAYROLIL DEBIT CARD (to be completed when Yyou pick up your Payroll Debit Card) .
| Payroll D:];;tgsgrlt.; i{ouﬁng# Payroll Debit Card Account#)j Z ‘Sﬁ le q lZé lﬂlb—f

I'have received my Payroll Debit Card, welcome brochure, program fees, program terms, conditions, and disclosures, By activating my Payroi-laebit Card,
1 am agreeing to the program terms, conditions, and disclosures that are included or made available to me from time to time from the financial institution, T

the fee schedule that is part of the program terms,

¢ Date; 09//7/I7

SECTION 3 AU TORTZNFION

T authorize ESSG 1o dire 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.

Emii_Tohis 09 Donunguez @ gmail . fom
thjs.informaﬁ()n will only be used 1q fend your paystubs electronically
Employee's Signature: mm Date: Oa/ 19 / 27




employer solutions staff INg group.

Leveraging Resources in a Changing Market

Notification of Minnesota Law Re uirement -

Unemployment Acknowledgement

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

Job assignment from a staffing service, (1) fails without good cause to
affirmatively request an additional suitable Job assignment, (2) refuses
without good cause an additional suitable job assignment offered, or (3)
accepts employment with the client of the staffing service, is considered to

have quit employment.

It is your responsibility to contact ESSG (for instance, by calling 952.277.5227 or
using any other form of contact) for additional assignments. If you fail to do so, it
may affect your unemployment benefits.

| understand by signing this form that | am responsible to contact ESSG within 5
calendar days once an assignment ends. | also acknowledge that | have received
a separate copy of this form. (Initial)

. &B/17/ 17

Employee Signature: Date:
no Wgpe?

Employee (please print ydur name here)

CMG_SM - Rev. 09.2013



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. I 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 |

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
analysis on the sample provided by me. | further voluntarily consent to the laboratory’s
disclosure to ESSG of the results of my drug and/or alcohol test and other information
related to the test.

“

Individual's Name

0Y/1C /90)F

Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



_employer solutions staff INg group.

Leveraging Resources in a Changing Market

STATEMENT OF CONFIDENTIALITY -

_ This agreement made this i l day of Fd{*’ .201_1, between
Emplmﬁr %olutions 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.

the employer of the right to prevent any such violation in equity or otherwise.

2

Employee i u

\ /

Employer Soliftiofs Staffing Group LLC, Representative




employer solutions staff Ing group

Leveragirg Resources in o Changing Market

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. Failure to have current medical support
for disability may result in termination of benefits. Schedule your next
appointment immediately after your doctor visit, before you leave the clinic if
possible.

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.
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Enhanced MEC Plan_Plan 1 ke

Benefits Enroliment Form L1 New Em

Employeellnformation

[1 Rehire Rehire Date

Name (First and Last] Social Security Number

Address kh' i h‘ ,D D(}"h' - q Ue.b Clty q Zﬁa‘ 3/ -qup COd?
635 GIsT Y, 5 [Ty gy ool

Gender a l:::le ’gﬂn:alams:m—sf&t ’ Date ofBlrthO L] I(} q l | 'CK-% Date of Ere

T8 Sy SR

Please Select Desired Coverage:

Employee Only - l: Employee+Spouse - Employee+Child(ren) - D Family -
$24.00/Week $38.00/Week $36.00/Week $63.00/Week
Social Seourity # Blrl;l Anm Sax Rdaﬁonébié
— T e S i i
Social Security # Birth Date | Sex Relationship
Fist Name . T ML Last Name E :ﬂ:;:l:le DSPEWGDDE“::ZI,&M
e — : _ — o ~ . e
e Social Securty# < | Birth Date | Sex Relationship
"First Nama W, E ":V::; ] EISpEse O Child
Other covarage information including Medicare/Madicaid

NAME OF PERSON COVERED (FIRST, LAST):

EFF. DATE
EFF. DATE
EFF. DATE

Employea Acknowletigement and Authorization - | hereby apply for the group benefit{s) as Indicated. | acknowledge that all entries are true and complete and that
any misstatements or fallure 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 empioyer to make the necessary payroll deduction of premiums for coverages | have elected,

‘IF ENROLLING - YOU MUST SIGN HERE

Employes Signature \ Date
—

EMPLOYEES DECLINING | am DECLINING covera e

I understand that | and/or my deperjdfents, if any, waive any coverage and desire to participate In the plan ata

fater date. Iiwe may be considered a Jate enrailes and
must meet the requirements defined in the Certificate of Covarage for the company’s medical or dental plans. if | decline enroliment for myself or my dependents
(including my Spouse) because of other coverage, | may, In future he able to enroli myself or my depend

In this plan, provided | request enroliment within 31
days after the other coverage ends, In addition, if a new dependent relationshi;

p forms as a result of marriage, birth, adoption, placement for adoption of parting suit
of adoption, | may b ahi to enroll myself or my dependent, provided | request enroliment within 31 days of th

e event.
IF DECLINI

WGN HERE
Employee Signature ? \ Date 22 ! l ':I ! ' :'

b Employer Solutions Staffing Group Health Benefits Team
7301 Ohms Lane Suite 405
Edina, MN 55439
Phone: 952-767-9519 Fax: 952-767-9515
Email: HeaIth@employersolutlonsgroup.com
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I'xed indemnity Medical Benefits_Plan 2

gOFFICE USE ONLY

~ VS| 219301-ESG-1 _.IZOCATION Rehire Date __ /s
ENROLLMENT FORM ESC CU(UNAC-MN) P1 v18.2
A. REQUIRED EMPLOYEE INFORMATION (2Tt AT BLACK or BLUE INK (Must Be Filled Outy
Name AMT 4 ' Social Security # Home Phone ! Sex
DONIgUe?, ol ; i
~ Address | Apt. #
395 %It sk g | G s
City  State 'Zip ! Date of Birth
‘({HQO_)Q Gy e, . _ LY | '550% N7

B. DO YOU OR ANY OF YOUR DEPENDENTS RECEIVE MEDICARE BENEFITS? DYesDNo I Yes, please continue
Medicare Health Insurance Claim Number (HICN) '

Name of Cc.:.\;;r;d' Person (s): ]

1. L

; Medicare Effective Date

e el i s OGS S B L

;3.

‘ Payroll Deducted Weekly Rates

C. LIMITED BENEFITS PLAN SELECTION
You MUST select a coverage level befo

re any benefits in Section C. Your coverage level for the all benefits in Section C will be
identical. The Fixed Indemnity Medical Plan, Dental Plan, Term Life Plan, and Short-Term Disability plans are underwritten by BCS
Insurance Company. The Vision plan is underwritten by Companion Life Insurance Company.

SELECT COVERAGE LEVEL F"‘Eggggi'l‘_"!‘"w DENTAL VISION TERMUFE | SHORETERW
.Employee Only D $20.25 % $6.17 m $2.42 @ $0.60 @ “.20 m '
Employee + 1 [ ] $41.10 $12.34 $4.92 $0.90
Employee + Family [ ] $54,88 $20.36 $6.56 $1.80
oo AL Benete X LYes LINo | [lves CINo | Clves [INo | Clves o [ ¥es [ o

'This coverage is not availableo residents of NH, HI, or PR. 2STD is not available to persons who work in CA, HI, NJ, NY, or RI.

d ’

For Term Life / Accidental Death & Dismemberment, please write in your beneficiary information, Accidental Death &

Name

Relationship

D. REQUIRED DEPENDENT INFORMATION
Name Social Security # Date of Birth | Sex

AT

i

< Rel;fionsh ip

. [1Spouse [ ] child[ ] Domestic Partner

Name Social Security # Date of Birth | Sex Relationship

e ek !/ 1 IMI[E] | Cspouse[chid [ pomestc Partner
Name Social Security # Date of Birth | Sex Relationship
e Ll oo L0 TIMIE] D spouse (] child[JDomestic Partner
Name . Sacial Security # ' Date of Birth | Sex Relationship
s " L4 1 [wlF] [spouse [ child []Domestic Partner

E. REQUIRED SIGNATURE
!

YOU MUST SIGN AND DATE, EVEN IF YOU DECLINE COVERAGE

have read the benefit packet and understand its limitations. | understand that open enroliment js only available for
ad

This Is an Essential StaffCARE Enrollment Form.



