Case Result from DHS (after DHS Verification

in Process):

ey s sau sy ASGGLD = CIGVIEW Page 1 of 2
SENSITIVE BUT UNCLASSIFIED
Department of Homeland Security Report Prepared: 08/27/2015
E-Verify Page: 1 of 1
Case Verification Number: 2015239105146NT
Case Information:
Employee Information:
Last Name: Robinson First Name: Donte
Middle Initial; Other Names Used:
Soclal Security Number; 4 226104 Date of Birth; 10/14/1981 I o
_ (_litlzenslﬂPStau_ls __Acitizen of the United States Bomil Adiress:
Document Information;
Driver's license or ID card issued byaU.S. .
List B Dooument: state or outlying possession List C Document; Social Security Card
Document Name; Driver's license Document State; Minnesota
Lt o TE Document Expiration Date:  10/14/2019
Alien Number: 1-94 Number:
Additional Information:
Hire Date; 08/27/2015 Bmployer Case ID:;
Three-Day Rule Reason; Three-Day Rule - Other;
Submitted By: KRIT3361 Submitted On; 082772015
Initial Case Result:
Case Result: Employment Anthorized
Employee Referred to SSA:
l-h?nrred By: Referred On;
Case Result from SSA (after SSA Tentative Nonconfirmation):
Case Result: Response Date;
Resubmitted to SSA (after Review and Update Employee Data):
Last Name: First Name;
Middle Initial; Other Names Used;
Social Security Number: Date of Birth:
Resubmitted By: Resubmitted On:
Case Result from SSA (after Resubmission):
Case Result:
Request Name Review:
Comments;
Submitted By: Submitted On;

Case Result: Response Date;
Employee Referred to DHS:

Referred By: Referred On;
Case Result from DHS (after DHS Tentative Nonconfirmation):

Case Result; Response Date;
Photo Matching Results:

https://e-verify.uscis.gov/emp/BpCaseDetailsLetter.aspx?CaseVerNum=201 5239105146NT 8/27/2015



Emplover Solutions Staffing Group. LLC
— 7301 Ohms Lane. Suite 405

—Edina, MN 56430
—(952) 835-1288

COMMERCIAL DRIVER APPLICATION
FILLIN Mnmxs&rnowmu &menmmn nEles'mn-rnmr OR TYPE

T3 ®ssseccsrense Sossscaasecrsnesea 4028005000000 000 000000 0000000000

Date:
‘Name: i ) Mmdlecﬂcg_g, W M&I
Address,gg Q % d jUé. Home telephone:&S/ -P95-6 S&3

CIWSLM State MA/ _7Zip SS/0F Cellular telephone: £5S (- Sis-o06s 3
Date of Birth; _,Q = Q“ 95\ Social Security Number: KLY -dJo . ong

your an g (4K E [RAL B8 ontinpe REIC Delow 1o covel

1 Street "d(ac\ M Avg. Dates: Fromed 00 To20 1.7
cyST.@Aul State MM _Zip SS/oy

Mt Al b LI LI T T PP “P0000 00 0e0 et 000 rrecccnrscesnsecersrsene #9000 ursccrsenverrssenonncesrencansen LI T Y PP T Y YTy

2 Street Dates: From To
City State Zip
3 Street Dates: From To

State !!I M Number_&(‘_%ﬂ'l 7 Expiration Data¢2° } g

State__ ___ Number Expiration Date
State Number Expiration Date
Experience;
“Tenle @Qﬁéls_nw.zm —&gbé;mm-mar-—-
e ofvehitle ates p eage
to
€0 g " Dates — Approximate mileage driven—————
to
Type ofvehicle driven Dates Approximate mileage driven
All Accidents. last 3 vears: (If none, write NONE)
Date Describe__ Y\pA & Fatalities Injuries
Date Describe , Fatalities Injuries
Date Describe V/ Fatalities Injuries

revised 08/04



ears: (If none, write NONE)

Violation ‘& bn& State Commercial Vehicle: Yes / No

Date

Date Violation ) State Commercial Vehicle: Yes / No
Date Violation State Commercial Vehicle: Yes/No
Date Violation ]; State Commercial Vehicle: Yes / No
Date : ___ Violation \ f - ——State Commercial Vehicle: Yes / No
Date Violation .\u‘i P State Commercial Vehicle: Yes / No
Date Violation Y State Commercial Vehicle: Xes/No
Date Violation State Commercial Vehicle: Yes/No

‘Have you ever had any driver license denied, suspended, revoked or canceled by any issuing state agency?

es  [INo  Ifyes;state of issuanee; explanation: Sl 1Sifze 54 gd ! l ] &k FERY

(If owner/operator, list carriers leased ta)

1) Emplnyer'g & ?M%L%__ Dates: lal ol ¢

Address; Snpervisor'
City, State, Zip code°SZ gag_‘, maul S:S[Q ¥ Telephone; éf I*HZZ O_Li 1'2!_-{
Were you subject to the Federal Motor Carrier Safety Regulations during this period? CINe

Were you snbject to 49 CFR part 40 controlled substance and alcohol testing during this period? m CINo

Reason for Leaving: S +4\\ g 00t g
~7

I L Y YT T TPy haAR A LA d LI LT R T Y POy Seee0ce 000 ertetrrretertestrnteresen sne Gteeeteestescrsienctetticcsrannse s LXXYY T

Dates: O l& 1O toijggi_g_

2) Employer: (s

Address; hﬁ "“{ 4 . Supervisor:_cal'g. (
Clty, State, Zip code: Telephone: __ 113- §70- 995 2_—
Were you subject to the Federal Motor Carrier Safety Regulations during this period? Oes Mo

Were yon subject to 49 CFR part 40 controlled substance and alcohol testing during this period? [JYes M)

Reason for Leaving: MQ\&ZJ_J DU‘L o-c STATE.,

MR LR LLE LI LT T T N MR L LY Y T P T T S SUSeres st eretnr vttt st srtnuvenrn nn R e L T T Y Y T T T P LXTY TS

revissitae




3) Employer: Dates: to

Address: Supervisor:
City, State, Zip code; Telephone:
Were you subject to the Federal Motor Carrier Safety Regulations during this period? CJyes CINe

Were you snbject to 49 CFR part 40 controlled substance and alcohol testing during this period? [JYes CInNe

Reason for Leaving:
4) Employer: _ Dates; to
Address: Supervisor:
City, State, Zip code Telephone:
Were yon subject to the Federal Motor Carrier Safety Regulations during this period? Oves CInNo

Were you snbject to 49 CFR part 40 controlled substance and alcohol testing during this period? [JYes CINe

Reason for Leaving;
5) Employer: Dates: to
Address: Sapervisor:
City, State, Zip code; Telephone:
Were you subject to the Federal Motor Carrier Safety Regulations during this period? Oves CInNo

Were you subject to 49 CFR part 40 controlied substance and alcohol testing during this period? [Jves OnNe

Reason for Leaving:
6) Employer: Dates: to
Address: Supervisor:
City, State, Zip Code; Telephone:
Were you subject to the Federal Motor Carrier Safety Regulations during this period? Oves CInoe

Were you subject to 49 CFR part 40 controlled substance and aleohol testing during this period? [JYes CINo

Reason for Leaving:

Ml L L Ty P P AR Al Al LA L T Y SO0 0000 srtrnn st aatsentranron et cersccecnentactctcennrtncennns LXTETY I

fevised unue
e



7) Employer: Dates; to

Address: Supervisor:
City, State, Zip code: Telephone:
Were you subject to the Federal Motor Carrier Safety Regulations during this period? Oves CINe

Were you subject to 49 CFR part 40 controlled substance and alcohol testing during this period? [JYes CINo
Reason for Leaving:

For driver applicants of commerecial motor vehicles that require a Commereial
Driver License (CDL) the applicant must disclose their controlled substance and
alcohol status per the requirements of 49 CFR part 40.25(j).

As a prospeotive driver employee, you have the right to review information provided by previous employers. You have the
right to have errors in the information corrected by the previous employer(s) and for that previous employer(s) to re-send the
corrected information to the prospective employer; the right to have 3 rebuttal statement attached to the alleged erroneous
information, if the previous employer and the driver cannot agree on the accuracy of the information,

years, and wish to review previous employer provided investigative information, must submit g written request to the
prospective employer, which may be done at anytime, including when applying or as late as thirty (30) days after being

prospective emplayer receives the requested safety performance history information. If the driver has not arranged to pick up
or receive the requested records within thirty (30)days of the Pprospective employer making them available, the prospective
motor carrier may consider the driver to haye waived their request to review the recg 5

Certification
“I certify that this application was completed by me, and that all entries on it and information in it are true
plete to the best of my knowledge.” _
e ]

. _%2@0 /S

Applicant's Signature Date Signed
TO BE COMPLETED BY THE EMPLOYER;
Application received by: Application reviewed for completeness by:
Name Name
He | — TR ity — =

SIGNIFICANT DATES;
Date of Hire:

Time & Date of Pre-Employment CST:

Time & Date of Pre-Employment CST Results Received:

Date First Used in Safety Sensitive Position:

Date of Termination:

ToVISEG vorug



Employer Solutions Staffing Group
7301 Ohms Lane, Suite 405
Edina, MN 55439
Tel. 952,835.1288

Rl

Driver's Name

Driver's Operators Lic, No.
35)-70-61 oYy
Driver's Social Sac, No.

Dear

The above listed individuai has made application with us for employment as a driver. Applicant has Indicated
that the above numbered operator's license or permit has been Issued by your State to applicant and that it is in
good standing. i

In accordance with Section 391.23(a)(1) and (b) of the Federal Motor Carrier Safety Regulations, we are
required to make inquiry into the driving record during the preceding 3 years of every State in which an
applicant-driver has held a motor vehicle operator's license or parmit during those 3 years,

Therefore, please certify to us what the individual's driving record Is for the preceding 3 years, or certify that
no record exists if that be the case.

in the event that this inquiry does not satisfy your requirements for making such inquiries, please send us
such forms of yours as are necessary for us to complete our inquiry into the driving record of this Individual.

Respectfully yours,

{printed) name of person making inquiry

Llient Services Diractar

Title of peraon making inquiry

Emplover Solutions Staffing Group LLC

Motor Carrier Name

—7301 Ohms Lane, Suite 405 Edina_ MN 55424

Street City State Zp




2@ employer solutions staff] ng group

~ Leveraging Resources in 2 Changing Market

AUTHORIZATION FOR CONTACTING CURRENT
EMPLOYER PERMISSION OF PERSPECTIVE
EMPLOYEE

I am currently employed with another organization.
(Please read the following statements and sign below if you consent)
(Applicant's name below)

I, C. (125 in hereby authorize Employer Solutions
Staffing Group, LL.C (ESSG) and thejr designated agent, GIS, to contact my
current employer regarding work performance and work history relating to
my employment with them.

I further release and hold harmless both ESSG and

(staffing client company’s name) from
any and all liability that may potentially result from the release and/or use of
such information. I understand that any information released by my
employer will be held in strictest confidence, that it will be viewed only by
those involved in the hiring decision, and that neither I nor anyone else not
80 involved will not have the right to see the information.

@152@% ' 3?/;,?7/.,%13'

Applicant’s Signature Date

Dk ¢.

Print Employee's Name




This document is required to be a separate form and may not be made a part or attached to the Employment Application,

C- Wy Background information and Reiease Authorization

1 authorize T P et R SR TP ranas. and Trusted Employees to conduct a background investigation
as part of its employment screening and selection process. This Information In part or in whole will be provided to the
company In the form of a report provided by Trusted Employees.

I authorize and consent, without reservation to the retrieval of Information that may Include but is not limited to
employers to Include wages, educational institutions to include release of grade point averages, organizations,
govemment agencles, credit reporting agencies, federal, state or county level agencies, Insurance sources, driving
and criminal history.

According to the Falr Credit Reporting Act (FCRA), | amanﬂﬂedmbﬂnfameé#-empbymemis-daﬂaﬂmé of
informetion obtained by my prospective employer from a consumer-reporting agency. | understand that if this occurs
| will be advised and provided with the name of the agency or source of the information.

My slgnature below Indicates my authorization for your company to obtain a consumer credit report and/or
investigative consumer report about me from a consumer-reporting agency. i further understand that | am entitled to
a copy of my consumer report directly from the credit bureau free of charge by checking the appropriate box below:

Are you applying for employment In California, Minnesota® or Oklahoma*? Yes o
Would you like a copy of the consumer report prepared on you? Yes No
If yes, would you like the report sent via e-mall? (Fastest option) Yes _ZNG
E-mail:

* Minnesota and Oklahoma residents are entitled to a free copy of their report.

Notice to California Appiicants: Under section 1786.22 of the California Civil Code, you may view the file
maintained on you by Trusted Employees during normal business hours, You may also obtain a copy of this file upon
submitting proper Identification by appearing at Trusted Employees In person or by mail. Mall requests should be
directed to Trusted Employess, 701 5" Street South, Hopkins, MM 55343, You may also receive a summary of the
file by telephone at 1-888-389-4023/952-545-3953. The agency is required to have personnel avallable to explain
your file to you and the agency must explain to you any coded information appearing In your file. if you appear In
person, a persan of your choice may accompany you, provided that this person fumished proper identification.

exception gf employment In California) this authorization will remain in effect throughout the term of my employment.
Date: 2 Signature: C.
SSN: 35/-7¢ Lloy Printed Name; (400 5

Note: The following Information will be used In verifying Information on your Employment Application.

it ST & XY

Street Address City State Zip Code
E Xbouney3s) - 2019 IO-1Y-1a91
Driver's License Number State of License Expires On Date of Birth

List any other cities and states in which you have lived during the previous 7 years.

List any other LAST NAMES you have used during the previous 7 years or have been known by at an
educational institution

May 2012



This document is required to be q separate form and may not be made a partor attached to the Employment Application,
Motor Vehicie Records and Driving History Releasa Authorization

| authorize and Trusted Employees to conduct a background investigation
as part of its emplo: screening and selection process. This information In part or in whole will be provided to the
company In the form of a report provided by Trusted Employees.

| authorize and consent, without reservation to the retrieval of information to Include motor vehicle records and driving
history,

According to the Falr Credit Reporting Act (FCRA), | am entitled to be informed if employment Is denled because of
Information obtained by my prospective employer from a consumer-reporting agency. | understand that if this occurs
I will be advised and provided with the name of the agency or souree of the information;

My signature below Indicates my authorization for your company to obtain a consumer report and/or
investigative consumer report about me from a consumer-reporting agency. i further understand that | am entitled to
a copy of my consumer report directly from the reporting agency free of charge by checking the appropriate box below:

Are you applying for employment in California, Minnesota* or Oklahoma*? Yes b/No
Would you Iike a copy of the consumer report prepared on you? Yes _3~No

* Minnesota and Oklahoma residents are entitled to a free copy of thelr report.

Notice to California Appilcants: Under section 1786.22 of the California Civil Code, you may view the file
maintained on you by Trusted Employees during normal business hours. You may also obtain a copy of this file upon
submitting proper identification by appearing at Trusted Employees In person or by mail. Mail requests should be
directed to Trusted Employees, 701 5" Street South, Hopkins, MN 55343, You may also receive a summary of the
file by telephone at 1-888-389-4023/952-545-3953, The agency Is required to have personnel available to explain
your file to you and the agency must explain to you any coded Information appearing In your file. Kfyou appear In
person, a person of your choice may accompany you, provided that this person furnished proper identification.

Date: Signature: " .

/
SsN: 357 - Jo- 6(054 Printed Name: 4 Doy Je Zoéin Soa,

Note:  The following Information wili be used as identification purposes only In verifying information on your
Employment Appilcation.

280, LAfl, S7.PAcl vy Ss/o ®
Street Address City State Zip Code
F29¢ o4, / 20 |4 (O6-)4 -9 ¢
Driver's License Number State of License Expires On Date of Birth

List any other cities and states in which you have lived during the previous 7 years.

List any other Last Names you have used during the previous 7 years.

December 2014



DRUG AND ALCOHOL
TESTING CONSENT FORM

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

2. I have read the entire contents of this policy and | am aware and fully
understand: (a) the poliey 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 result
in adverse personnel action, including my termination from employment with ESSG. |
understand that this policy in any form, and any employee handbook including this
policy, are not a unilateral employment contract or offer thereof.

4, 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 resuits of my drug and/or alcohol test and other information

related to the test.
leual’s Name .

2 (S

Date



O employer solutions staffing group.
@ Leveraging Resources in a Changing Market

AUTHORIZATION FOR EMPLOYER TO
RELEASE CDL/DOT FILE INFORMATION
TO STAFFING CLIENT

(Please read the following statements and sign below if you consent.)
I, I Zgzﬂ 'g (. E blgé nSen) , hereby authorize

my employer, Employer Solutions Staffing Group LLC, to release any or all of

the following information relating to my application for federal Department of
Transportation driver qualification file to LM C’)
(staffing client company's name).

(Check items you consent to release)—

L'/The driver’s application for employment completed in accordance with the FMCSRs

/Records relating to the investigation of driver’s safety performance history

——

“'/Acopy of the initial driver’s motor vehicle record check(s)

——

A -copy of the driver’s road test or a copy of the driver’s CDL, which the motor carrier may
accept as equivalent to the driver’s road test

%opies of the annual driver’s motor vehicle record check, the annual list of violations provided by
the driver and certification of the annual review

"‘/A' copy of the driver’s medical examination/certification. (Exception: A CDL holder who has
submitted his/her medical certification to the state of licensure and indicated the status as non-exempt
[meaning he/she is subject to driver qualifications] will have his/her medical certification status
information appearing on the motor vehicle record. A carrier must obtain the driver’s motor vehicle
record and place it in the driver qualification file.)




IZ A copy of the skills performance evaluation certificate or MN/DOT medical waiver, if applicable

t/ Documentation indicating the carrier verified the driver was medically certified by a medical
examiner listed on the National Registry of Certified Medical Examiners.

I further release and hold harmless both Employer Solutions Staffing Group LLC
and (_ M 47 (staffing client company's name)
from any and all liability that may potentially result from the release and/or use of
such information. I understand that any information released by Employer
Solutions Staffing Group LLC will be held in strictest confidence, that it will be

viewed only by those involved in the hiring decision, and that neither I nor

anyone else not so involved will have the right to see the information.

Gl

Signature of Employee

Dc:n& C. (/Zaéamﬁpn)

Employee's Name - Printed

Date Signed: %27,/}%/5




“

Acknowledgement of Receipt Antiharassment Policy

I certify that | have received a copy of Employer Solutions Staffing Group’s Antiharassment Policy. |
understand that it is my respo_ns_ibility_tp_[egdihjamﬁcyand.ask_my superviser; amemberof —
managemEﬁf'or'fb'féIe_ﬁﬁbﬁ'é"Employer Solutions Group (ESSG) at 952.835.1288/1.866.496.7573 with
any questions | may have about this policy. | agree to comply with ESSG's policy on Antiharassment
and understand failure to comply is grounds for disciplinary action, up to and including termination.

type of harassment including sexual harassment, | will immediately contact my supervisor, manager,
director or ESSG’s Human Resource Department at 952.835.1288/1.866.496.7573 in order to obtain
assistance in the resolution of such matters.

loyee Name (Please Print)

/4] . ¥

loyee’s Signature:

@' ) Date: Pé? 7/ (7 VAY

22



RECEIPT OF EMPLOYEE HANDBOOK AND EMPLOYMENT-AT-WILL STATEMENT

This is to acknowledge that | have read the Employer Solutions Staffing Group LLC Temporary
Employee Handbook and understand that it sets forth the terms and conditions of my employment as

and agree that it is my responsibility to abide by the rules, policies and standards set forth in the
Handbook.

I'also acknowledge that my employment with ESSG is not for a specified period of time and can be
terminated at any time for any reason, with or without cause or notice, by me or by the company. |

| also acknowledge that, except for the policy of at-will employment, ESSG reserves the right to
revise, delete and add to the provisions of this Employee Handbook. All such revisions,
deletions or additions must be in writing and must be signed by the CEO of the company. No

employment with the company may be modified at the sole discretion of the company, with or
without cause or notice, at any time. No implied contract concerning any employment-related
decision, term of employment or condition of employment can be established by any other
statement, conduct, policy or practice.

agreement supersedes all prior agreements, understandings and representations concerning
my employment with the company.

If | have questions regarding the content or interpretation of this Handbook, | will bring them to the
attention of ESSG.

DATE 2¢

EMPLOYEE

NAME ' 4 de ?oéh 1504
PLEASE PRINT

EMPLOYEE -

SIGNATURE - :

ESSG

REPRESENTATIVE

23



v/

ACKNOWLEDGMENT

The associate handbook was reviewed with me, and | have received my personal copy. | also
acknowledge that | have been given the opportunity to ask questions and express concerns
during my orientation. Additionally, | understand and support the following:

i1

Date:

Associate's Signature:

Associate's Printed Name: %LZ&M

This handbook is intended as a guide 'and not an employment agreement that
creates a contractual relationship, and that the employment relationship may be
terminated at the will of either party at any time.

The changing needs of the business will require alteration in method, practices and
policies, and the company will unilaterally revise, as necessary, to meet these
changing needs.

I agree to notify my ESSG Consultant immediately of any change in my personal
data such as phone number, address, emergency notification, etc.

I am responsible for the information provided herein and will, upon my separation,
return this handbook to my ESSG Consultant.

Orientation provided by: [iﬂ')é

24



Th do not apply to suppi N Inoome. If you have | t of
Form W4 (2015) Groater than §1,000,006 " ™ SUPPlementa wages n:%?ﬁ?mcﬂ inorsst o il

Baslo Instructions. If you are not exempt, cor_nrﬁleeta Wg’ ng m%g%rﬁ"dmm using Form

Purpase. Complste Form W-4 the P 1Al Worksheet beiow. Estimated 8. Otherwiss, you
can Wi e comae e pnmd o iooty (o pomaralAlowances Worlanact o s ows et e o o o iy
pay. Gonsider completing & new Form W-4 each year withholding allowances based on itemized "m%mdl" Form e o oud acjust
and when your parsona) o financial shuation changes. deductions, certain credits, adjustments to Income, your ng on Form W-4 or o
Exemption from withholding. If you are exempt, or two-eamers/multiple jobs s| ations, Two eamers or multlpletAobs. if you have a
mmpg?e onlylines 1, 2, 3, 4 and 7 snd o n the form Complets all workshests that apply. However, you Wworking o Of Shnare then °"°l°b,;{,'§e"‘;°m"’7a]
to validate it. Your exemption for 2015 expires may olaim fewer (or zero) allowances, For regular m:'"""'g‘s 3"8' %ﬁwﬁg:‘m:l ol
16, 2016, See Pub, 505, Tax mholdlng wages, withholding must be based on allowances wa \l'?:ur wn;: "l"d," uatally wil oy ‘(’g?m"g'm
Tax. you alaimed and may. not be a fiat amount or Fan el Shows g lal'yavdv m"‘Fo Wea
ercentage ufwages. when owances are claimed on e Form
Note. If ancther person can claim Yyou as a dependent P for the highest ing job and zero allowances are
on his or her tax retum, cannot alaim exemption Head of housshoid. Generally, you can clalm head claimed on the mm. See Pub. 505 for details,
from wﬂhholdllgal:;your ncome exceeds $1,060 and of housshold ﬁllgg status on youir tax raturn ontlg if Nonresident alien. If Ident ali
Includes more than $350 of uneamed Incorme (for you are unmarried and pay niore than 50% of the o Notl °‘.}' °g' Vl"“ “";}:I ',}gg':’w_:"t en,
example, Interest and dividends), costs of kaeflng up a home for yourseif and your 8ea Notioe 2?2& Upplame e
dependent(e) or ather Individusle. See. - Nonresident Aliens, before
o Wi DioY=. may be sbie to olaim Pub. 50T, Exemptions, Standard Deduction, and completing this form.
epaeia from wihholding even if e empioyea & a Filing Information, for Informas ; k holding. After your Form W-4 takes
dependent, if the employes: ng lon, for Information, Cheok your withho| ng. r your Form
« I8 age 85 or old Tax oredits, You can take projected tax credits Into aocount use Pub. 505 ta see how the amount you are
S age 85 or older, Infiguring your allowable number of withholding aliowances. having withheid B ahares to your ?frojaatad total tax
* Is biind, or Gredtts for child or dependent care expenses and the child for zmﬁé.lsé?&%b‘s? : espsclgltl,y b eamings
tax credit may be clalmed using the Personal Allowancea exceed $130,000 (Single) or $180,000 (Married).
st o e T Rt o SR, Lot gyt
A o 0l
SR o i o o g s v e i
Personal Allowances Worksheet (Keep for your records.)
A Enter“1"foryourselfifnooneelsecanclalmyouasadependent. 0°0 B 0 dlb oo fo=AER T ol SR |
* You are single and have only one job; or
B  Enter*1”if; * You are married, have only one job, and your Spouse does not work; or B
* Your wages from a second Job or your spouse’s wages (or the total of both) are $1 800 or less,
C  Enter *1” for your spouse. But, you may chooss to enter #-0-* if 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) . . . . ., . . L O
D  Enter number of dependents (other than your spouse or yourself) you will claim on yourtaxretum., . , , . ., | - D _o
E  Enter*1” if you wlll file as head of household on your tax return (see conditions under Head of household above) E |}
F  Enter*1”if you have at least $2,000 of child or dependent care expenses for which you plan to claim a credit F ,
{Note. Do not Inciude child Support payments. See Pub, 603, Chiid and Dependent Cars Expenses, for details.)
G  Child Tax Credit (including additional child tax credit). See Pub. 972, Child Tax Credlt, for more information.
® If your total Income will be less than $65,000 ($100,000 if married), enter “2” for each eligible chlid; then less “1” if you
have two to four eligible chlidren or less “2" if you have five or more eliglble children,
* If your total income will be between $65,000 and $84,000 ($100,000 and $119,000 if married), enter “1” for each eliglechiid. . . @
H  Add lines A through G and enter total here. (Note. This may be different from the number of exemptions you claim on your tax retum,) » H
® If you plan to itemize or claim adjustments to Income and want to reduce your withholding, see the Deductions
For accuracy, and Adjustments Worksheet on page 2,
complete all * If you are slna?le and have more than one Job or are married and you and your spouse both work and the combined
worksheets eamings from all jobs exceed $50,000 ($20,000 if married), see the Two-Eamers/Multiple Jobs Worksheet on page 2 to
that apply. avoid having too little tax withheld.
® If neither of the ahove situations applies, stop here and enter the number from Iine H on line 5 of Form W-4 below.
Separate here and give Form W-4 to your employer. Keep the top part for your records.
i w_4 Employee's Withholding Allowance Certificate OMB No. 1546-0074
m
Teasury » Whether you are entitied to clalm a certaln number of allowances or exemption from withholding is
m 55.1,‘3,'.,';‘%1,‘,,“ subject to review by the IRS. Your employer may he required to send a copy of this form to the IRS. 2 @ 1 5
1 Your first name and middis Initial name 2  Your social security number
% g;; NSows X 25~ 20 -Cfoy
Home address (umber and street or rural routs) 8 [T single & Mariea L] Married, but withhold at higher Single rate,
(d L i A Note, If manied, but legally separated, or 8pousa is & nonresident aflen, check the “Single” box.

L
¢
V.

City or town, state, and ZIP code 4 I yourlast name differs from that shown on your social security card,

check here, You must call 1-800-772-1213 for a replacement card, P[]
Total number of allowances you are ciaiming (from line H above or from the applicable worksheet on page 2) 5 l
Additional amount, if any, you want withheld from each paycheck T N Y [ [ 227
| claim exemption from withholding for 2015, and | certify that | mest both of the following conditions for exemption.
® Lastyear| had arightto a refund of all federal income tax withheld because | had no tax liability, and

If you meet both conditions, write “Exempt” here. . . . . rl7]

Under penalties of Perjury, i deciare that | have examined this certificate and, to the best of my knowledge and beiief, It is true, correct, and complete.
Employee’s signature

(This form is not valld uniess you signit) » Q& C , FEE'L sk ad Dater 3 /9 7/;70( <S

Employer's name and address (Employer: Complete lines B and 10 only if sending to the IRS.) 9 Office code (optional) | 10 Employer Identlﬂoa_tl;; number (EIN)

For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 102200 Form W-4 (2015)



Employment Eligibility Verification USCIS

] Form 1-9
Department of Homeland Security OMB No. 1615-0047

U.S. Citizenship and Immigration Services ' Expires 03/31/2016

PSTART HERE. Read Instructions carefully hefore completing this form. The Instructions must be avallable during complstion of this form.

ANTI-DISCRIMINATION NOTICE: |t s llegal o discriminate against work-authorized individuals. Employers CANNOT specify which
document{(s) they will accept from an employee. The refusal to hire an individual because the documentation presented has a future
expiration date may also constitute llegal discrimination.

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

| _Ngr_n_e (Family Name) __ First Name ﬁm&m oo .WEML | Other Names Ysed (fFany) -
ﬁ;g&;g :Qm

Address (Street Number and Name) Apt. Number | City or Town - State Zip Code
AU Lafond Auz S7.PAce M | SS/e2
Date of Birth (mm/ddAyyyy) |U.S. Social Security Number | E-majl Address Telephone Number

o (Ml BENHE HE o Ml oty e se12 briasea rirtil o (651~ 315005’

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

y&' under penaity of perjury, that ! am (check one of the following):
A citizen of the United States

[] A noncitizen national of the United States (See instructions)
I:] A lawful permanent resident (Alien Registration Number/USCIS Number):

I:] An alien authorized to work unfil (expiration date, if applicable, mm/dd/yyyy) . Some aliens may write "N/A" in this field.
(See instructions)

For allens authorized to work, provide Yyour Allen Registration Number/USCIS Number OR Form 1-94 Admission Number;

1. Alien Registration Number/USCIS Number:
3-D Barcode
OR Do Not Write In This Space

2, Form |-94 Admisslon Number:

If you obtained your admission number from CBP in connection with your arrival in the United
States, include the following:

Foreign Passport Number:

Country of Issuance:

Some allens may write "N/A" on the Foreign Passport Number and Country of issuance fields. {See instructions)

Slignature ofEmponee:'Z/;‘;'ﬁ/ C’: (/? ( 2 Y Date (mm/ddfyyyy): 8/971&0{5‘

Preparer and/or Translator Certification (To be completed and signed if Section 1 is prepared by a person other than the
employee.)

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

Signature of Preparer or Transiator: Date (mm/ddhryyy)::
Last Name (Family Name) First Name (Given Name)
Address (Street Number and Name) City or Town State Zip Code

@ Employer Completes Next Page @

FormI-9 03/08/13 N



Employer Completes This Page

| attest, under penaity of perjury, that (1)  have examined the docu
above-listed document(s) appear to he genuine and to relate to
employee Is authorized to work in the United States.

The employee's first day of employment (mnvdd/yyyy). O 9

Section 2. Employer or Authorized Representative Review and Verification
(Employers or their authorized representative must complete and sign Section 2 within 3 business da ys of the employee's first da y of employment. You
must physically examine one document from List A OR examine a combination of one document from List B and one document from List C as listed on
the "Lists of Acceptable Documents” on the next page of this form. For each document you review, record the following information: document title,
issuing authority, document number, and expiration date, if an y.)
Employee Last Name, First Name and Middle Initial from Section 1:
ListA OR ListB AND ListC
identity and Employment Authorization Identity Employment Authorization
Document Title: Document Titie: Document Tite:
Mn) DRIVERS Licgnse Sowal/ Seeurity CarD
-fissuing-Authority: — Issuing Authority: Issuing Authority: ¥
STaTé of AMuw . Sotiel Sequnty Aomas
[Document Number: Document Number: Document Number:
F29% 040 642517 55/(.%7a.6/10%
Explration Date (i any)(mm/dd/yyyy): Expiration Date (if any)(mm/dd/yyyy): Expiration Date (if any)(mm/ddiyyyy):
0l l¥/2019
Document Title:
Issuing Authority:
Document Number:
Expiration Date (if any){mm/ddiyyyy):
3-D Barcode
Document Title: Do Not Write In This Space
Issuing Authority:
Document Number:
Expiration Date (if any)(mm/ddfyyyy).
Certification

ment(s) presented by the above-named employee, (2) the
the employee named, and (3) to the best of my knowledge the

/0 2 /ZOIQSee instructions for exemptions.)

Slgga:ﬁ.ployer or Authorized Representative
"h"/\_%__’—

Date (mmvd /)

o8 /27 20/8 ?téloud/ Mwajt”—-

Title of Empioyer or Authorized Representative

e A

Last Name (Family Name) First Name (Given Name)

ANYE /

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

7301 OHMS LANE  SUITE 405

Employer's Business or Organization Address (Street Number and Name) | City or Town

EDINA MN 55439

State Zip Code

Section 3. Reverification and Rehires

(To be completed and signed by employer or authorized representative.)

A. New Name (if applicable) Last Name (Famlly Name)

First Name (Given Name)

Middle initiai |B. Date of Rehire (if applicabie) (mm/ddiyyyy):

C. Iif empioyee's previous grant of employment authorization has expired, provide the information for the document from Llist A or List C the employee
presented that estabiishes current employment authorization in the space provided beiow.

Document Title:

Document Number:

Expiration Date (if any)(mm/ddiyyyy):

| attest, under penalty of perjury, that to the best of my knowledge, this employee Is authorized to work in the United States, and If

the employee presented document(s), the document(s) | have examined appear to be genuine and to relate to the Indlvidual.

Signature of Employer or Authorized Representative:

Date (mm/ddsyyyy):

Print Name of Empioyer or Authorized Representative:

Form I-9 03/08/13 N
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w.sgxss.rltgnllulag 49 CFR 291

m_..“ﬁilflia;_!stgcgspghﬂrﬁ

ﬂ

“?ail!l

| O wearing hesring aid

| O accompanied by & Walves/smrmption
Dgili.gisgg.s
Dgsssgggﬁa

| Clquaiified by apemation of 49 CFR 591.6¢
:‘g_gggiiiﬁ compiata,
A égssggg igheosd

EEEEE offica.

SIGRATYRS OF ; R




EMERGENCY CONTACT INFORMATION

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

Employee Name;

Addressac]fg Lﬁﬁid Ave  ST. beé W My SSjoz
Home Phone: m&u%

EMERGENCY CONTACTS
Please list two people (in priority order) who could be contacted in case of an emergency
Contact #1 Home Phone: &S’ 536583
< .
Name:’i!F"C}'e ‘ %b’ T Cell Phone: &5 » 347 - Xy
Relationship: {4/ i fe Work Phone: (.S} ~Q4% -52 1|/
Contact #2 Home Phone: 0 )= 48 3-255C
Name: MAryA A Br"""ﬁm Cell Phone: § IS -907-7¢ 1
Relationship: MDM 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

STATEMENT OF CONFIDENTIALITY
This agreement made this 2.7 day of ﬁ‘%‘ st , 2015 , between
Empleyer Solutions Staffing Group LLC, hereinafter referred to as “employer”,
and C. 7 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

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.

Zmployee Signature

Employer Solutions Staffing Group LLC, Representative




employer solutions staff INg group.
. Leveraging Resources in a Changing Market

~ Important/importante
LOST OR STOLEN PAYCHECKS

If a paycheck is lost (missing, misplaced, destroyed, lost in the mail, etc.), 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

Si un cheque de pago se pierde (que falta, fuera de lugar, destruido, perdido en
el correo, etc), usted debe notificar a su reclutador de personal que el cheque no
se puede encontrar. 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 la policia
antes de que podamos volver a emitir el cheque. Una vez hecho esto, usted
debe proporcionar una copia de la denuncia a su reclutador de personal que el
cheque fue robado. Si e| cheque no ha sido cobrado y sila pérdida del cheque
no fue su culpa, ESSG emitira un nuevo cheque y no hay cuota se deducira.

AGREED/SE ACUERDA—
Name/Nombre (con letra de molde): l )a le ’?Jo} 2Soal

sipawrerims Lot Roloin




om SS90 Pre-Screening Notice and Certification Request for

{Rev. January 2012) the Work 0pportunity Credit OMB No. 1545-1500
l?::emal mﬁﬂmmy » See separate instructions.

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

Your name , Lot Sacial securty number > 9 5™/ ~ Foet fogr
Strest address where you live LA (—c-.vd ,A T

Clty ortown, state, and ZPcode ST, PALL  MA)  SS/e2 ER, Y-

Gounty KA m 53‘[1 Telephone number &S (= 31S-pe5 3

if you are under age 40, enter your date of birth (month, day, year) | - [4-)q 2|

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 family that has received assistance from Temporary Assistance for Needy Families (TANF) for any 9
months during the past 18 months,
* |lam a veteran and a member of a family that received Supplemental Nutrition Assistance Program (S8NAP) benefits (food
stamps) for at least a 3-month period during the past 15 months,
* | was referred here by a rehabilitation 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 Reoceived SNAP benefits (food stamps) for the past 6 months, or
b Received SNAP benefits {food stamps) for at ieast 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.
| recelved supplemental security income (S8I) 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.

3 [ 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.

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

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

6 [ Check here if you are a member of a family 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 earliest 18-month period beginning
after August 5, 1997, 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.

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, true,
correct, and complete.

Job applicant’s signature » /\(ﬂ Gy : r/% Date 37 / Q?/égg 3

For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 22851L Form 8850 (Rev. 1-201 ]




Form A (rev. 08/12) TAX CREDIT QUESTIONNAIRE RE TOTAXG

Specialists in 1 Cradit Adniinigtr iitian
EMPLOYER SECTION:
ESG FEIN#: ESG Client Name & State:
Hiring Manager: Position: Starting Wage: $
EMPLOYEE SECTION:
Employee Name: Street Address: City/State: Zip:
Denle. Rbsinsen 296 tafond Ape ST.PhuL mua |SS1e3
SS#: Date of Birth: Age: Have you worked for | If yes, location:
- _ 38 this company before? |
351 =70 iy | 10114 11451 33 [ Yes o
Please complete all questions, and sign and date the form. Yes No
1. Have you or has anyone living with you received Temporary Assistance to Needy Families (TANF) I:I E/ [
at any time since August 5, 1997? (f Yes, please provide information below.)
Name of the person receiving benefits: Relationship to you:
City: County: State:
2. Have you or has anyone living with you received Food Stamps (SNAP) at any time during the past 15 months? M I:I
(If yes, please provide information below.) )
Name of the person receiving benefits: Relationship to you: {0} »S‘Q
City: ST.PALL County: State: __ M/

3. Have you received Supplemental Security Income (SSI) at any time within the past 3 months? |:|
Please note, this is not the same as Social Security benefits (88) or Social Security Disability (SSDI) benefits.
*If you checked yes please pravide a copy of your SSI documentation,

5

4. Have you received any type of vocational rehabilitation services within the past two years? |:|
If yes, please indicate which type of agency you worked with and provide their location information below:
Vocational Rehabilitation Agency Dept. of Veterans A ffairs D Employment Network (Ticket to Work Program)
Name of Agency: Phone #:
City: County: State;
*If you checked yes please Pprovide a copy of your active Individual Work Plan and Ticket to Work documentation.

9

O
=

5. Are you a Veteran of the U.S, Military? *Ifyes, please provide a copy of your DD-214 and letter of separation.
(If yes, please provide information below. If no, please continue to question #6.)
Dates of Service - From: / / To: / /
Branch of Service;

Are you entitled to or are You receiving compensation for a service-connected disability?
Have you been unemployed at any time during the last 12 months?

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

0|, 5%

R|0 OO

6. Have you been convicted of a felony or released from prison for a felony conviction in the past 12 months?

Conviction Date: E’ IS | F~0 /'R Release Date: 13 / ﬂ /e oly
Was thisa D Federal or Mte conviction? If State - County: Fn., ba.it State: Map>

Additional Tax Credits
IEC (Native American): Are You or your spouse a member of a Native American Tribe? D
*If you checked yes please provide a copy of your CDIB card.
CA Residents: D Are you the child of foster parents? D Do you receive CalWorks? D Waorkforce Investment Act?

Are you a migrant or seasonal farm worker? I:I Have you ever been convicted of a misdemeanor?
SC Residents: D Do you receive Family Independence Benefits?

O

PLEASE READ, SIGN, AND DATE:
Under penalties of perjury, 1 declare the information above to be true and accurate to the best of my knowledge, and I hereby authorize any agency,

organization, or individuals to supply such verification or information that may be needed to determine tax credi eligibility to my employer, employer
representative (Associated Co ts, Inc. dba Retrotax), or the Department of Labor.

New Employee Signature: | &, i Date: 5 / 27 /90/5'




@ employer solutions staff ing group
. Leveraging Resources in a Changing Market

Direct Deposit/Payroll Debit Card Authorization

Employees have the option of receiving wages by Direct Deposit and/or Payroll Debit Card.
If you do not provide a written election, v ages will be paid by Payroll Debit Card,
SECHON L BASTE INT ORREV O

Employee Name| | SSN# (lest 4 digits) Effective Date
O R N = i Y72

“u_l_( FIONT2 DAN ROWT 5] [ ILON
|| Direct Deposit (Please complete Sections 3 and 5 below)

|| Payroll Debit Card (Plcase complete Sections4 and 5 below)
SLCHON 3 DIRECT DI POIST

[ Update Bank Account

1 understand and acknowledge that if 1 do not provide a
voided check with this direct deposit form, I am
responsible for any delays in payroll or extra costs
incurred if the account number that I provide is incorrect.

Initial Date

Account Type: [] Checking [] Savings CJOther 22— Sml

To help us avoid meking an error, please attach a copy of & voided check, (a deposit slip will not work)
Ifyou change banks, do not close Yyour old bank acconnt until your direct deposit has started at the new bank, which may take 2 pay periods.

FHON D PAN RO

DEBET CARD (GEOAT GAST ARDY

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

First Name M1 Last Name Date of Birth
Street Address (o Box NoT ACCEPTABLE) Social Security#
City State Zip Cell Phone (mobile)
RECEIPT OF PAYROLL DEBIT CARD (to be completed when you pick up your Payroll Debit Card)
Payroll Debit Card Routing # Payroll Debit Card Account #

073972181

I have received my Payroll Debit Card, welcome brochure, program fees, program terms, conditions, and disclosures, By activating my Payroll Debit Card,
I 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. 1
authorize the financial institution 10 debit my Payroll Debit Card account for the fees described in the fee schedule that is part of the program terms,
conditions, and disclosures,

Employee’s Signature: o
SLCTON S NI HORIZ N F O

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

*E-mail: @

is information will only be used to send your paystubs electronically
L]
Employee's Signature: @zﬂ / ; % Date; doé é @U




@ employer solutions staff INg group
. Leveraging Resources in a 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.

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.

Notify your emplover immediatel

your physical condition.

Ifit is necessary to miss scheduled work due to a work injury, you must be seen
by your primary health care providerthe same day in order to receive
compensation for the time away from work. The physician must complete a
Report of Workability.

I have read.my responsibilities and agree to abide by these guidelines.
Signed: ’
Printed Name: / 2,3 Zg C. gé/a_' Soa

of any new injuries or conditions that impact




employer solutions staffing 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 da ys after completion of a suitable

Jjob assignment from a staffing service, (1) fails without good cause to
affirmatively request an additional suitable Jjob assignment, (2) refuses
without good cause an additional suitable Jjob 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.

I 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." 22 (Initial)

‘ yé 7ésu'

Employee Signature: Date:

rr2tean/

Employee (please print your name here)

CMG_SM - Rev. 09.2013



YSIIND 219301-EMP | OFFICEUSE 4 ooamon_

Rehire Date / /

ENROLLMENT FORM ESC UNAV P2M v15.
OPTION 1

IREQUIRED EMPLOYEE INFORMATION
PRINT USING BLACK or BLUE INK FIXED INDEMNITY PLAN Wecelly Rate

(Must Be Filled Out) SELECT COVERAGE LEVEL
Social Security Number 3-21— -20_ -QLD—SL You MUST select a coverage level before adding any benefits. Your

paeorpis £ O /{0 1] 48) Sex@zl covefage level will be identical for each benefit.
Name C . Employee Oaly D Employee + Family

2 D Employee + 1 D NO to all indemnity benefits

Street Address -M@J_L + ' '

City f 7. ﬂQuL Sute M M7, SBr0 3 FD INDEMNITY MEDICAL <&o
YE

$20.91 Employee Only

Home Phone bil_'_?__L:i'_Q.é_ig_ E’NO/S($42.44 Employee + 1

$56.67 Employee + Family
Do you or any dependents have Medicare? B

This coverage is not available to residents of New
[ Yes No If Yes: Hampshire, Hawaii, or Puerto Rico.
Medicare Health Insurance Claim Number (HICN) !
. ) / / 3 6.17 Employee Only i '

Medicare Effective Date e Y $12.34 Employee + 1

Names of Covered Person(s) $20.36 Employee + Family

1.

250 TE LIFE m
g3' J $0.60 Employee Only u

$0.90 Employee + 1
REQUIRED DEPENDENT INFORMATION o $1.80 Employee + Family
U=

Name —

SHORT-TERM DISABILITY :

Social Security Number - = T (5\
S
Date of Birth __/___/____ Sex @ %_:Eo__ $4.20 Employee Only

Relationship: [[]Spouse [ Child [] Domestic Partner

Short-Term Disability is not available to persons who work in
California, Hawaii, New Jersey, New York, or Rhode Island.

Name
Social Security Number SR (Y N OPTION 2 82]930_19'[‘4'E_M
BicioR E i S A SR @ | 7 ELLINESS/PREVENTTVE PLAN Moty Rates
i D $58.87 Employee Only
Relationship: []Spouse [ Child []Domestic Partner
87.73 Employee + 1

ENEFICIARY INFORMATION D > 4
or Term Life / Accidental Death & Dismemberment, please write |:| $186.99 Employee+ Family
1 your beneficiary information.

NAME OF BENEFICIARY MMEC Wellness/Preventive Plan

RELATIONSHIP

ccidental Death & Dismemberment is part of the Term Life Benefit.

[ have read the benefit packet and understand its limitations. I understand that open enrollment is only available for a limited time and I

nnderstand that mal;it@'ﬁb\benefil selection i lination of coverage.
» Signature - : pwe OF 1221204 5




