]

www.esgstaffingsolutions.com

Last Name Gomez

employer solutions staffing group..

S

New Hire Application

Personal Data~ PLEASE PRINT LEGIBLY IN INK
——— DLV ININR

Street Address /7414 west Cir NE

First Name Eduart

PO Box 46270

Minneapolis, MN 55344-9956

Tel: 952.835.1288

Middie Initlal ______

City/State/Zip

Fridley

55432

Phone Number 6122320239

Staffing Agency/Recruitment Partner Jamie

Aptsts N/a

Soclal Security Last Four XXX-Xx. 9951
Emall Address _BOMez.eduari@yahoo.com@

ROTIEN

ant

America? @1YES (JINO

Applicant Certification and Authorization

ES8G to make Inquiries of

regarding my previous duties, responsibiiities, performance, compensation and eligibility for rehire.

1 understand that a comprehe
‘msmylncludebutisnatﬂmmdb.

nsivehackgmundched(maybemndmtedmdatemﬂna
invasﬂgaﬁonaofmimtnalandlormnvioﬂonteoo

required by cilents, govemment regulations or by ESSG policies,

I release ESSG and cther persons crentmesfmmawclalmamatmightbebmd onE8

; lnartﬂyﬁwataﬂstaﬁameutamadehmyappucaﬂonaremmdaccmand
felse or misleading informati
oonsideration for employment or,

on. 1 understand that

any material omission or misrepresentati
if discovered after I'begin employment, will rasuit In my termination,

It hired, ! agrea to abide by the policies' and procedures of ESSG.

that | have not omitted an
ion will resuilt in my

taffing Group (ESSG) to use the Information and statements contained in this application to determine my
my former employars, except as indicatsd in this application,

myeliglbmwnrtﬂmbyoamlnc!lemsafESSG.
.drtvlngsacordsandlaradrugsmaentastaa

8C's decision to conduct g background cheok,
y material information or provided
disqualification from

Eduartg g%m Mar 6, 2018
Neme (Print or type) Applicant’s Signature Dets
A copy or facsimile ("fax") will be considered the $ame as an original signature, Emall wilj ONLY he used for employment correspondence
For ESSG Office Use Only
DoH ____ | NHw I8 8850 ws
Emergency Contact info Background Release Form Background Results Unamployment Latter ESC Application
{if applicabla)
For ESSG Cllent Uss
DOH | Rop e | Work Site Log, WC Code
ES8G- CMG-CO Rev. 04/2017



Tha exceptions don’t o lemental wages Nonwags incoma, If you have amount of
Form W4 (2017) areatar i 91,000,005, 7 > P n mmﬂpg&%mwm
inatruotions, It T 040-E8, Estimated mﬁﬁ erwise,
mgmm%mmmm"n &?&mﬁﬂ%ﬁ% ;ou mmﬁg.n um%w
3 Form workshoets annuity see Pub. 505 to find olxt i you should
i~ T e e it e e
two-eameans/muliiple
Exem from withho) H you are axampt, cmmﬂmﬂmmm.nm, Wﬂmmﬂemm one job, the
Complets outy ey o . I You ave exennpt, ooy i fewer (or 2610 allowanoes For reguler’ oy I W s entiled fo olaim
fmntomgaﬂﬂw n for 2017 expires yages, wihalding must be based on allowanoces Mmmmmwumm
Tebruary 16, 2018, See Pub. Withaiding Wmlw‘;ﬂﬁmwm‘m“““m“ whan all allowances are ciaimed on the Form W4
Notes i gen iaim you s a dependent  Had of housshold, Genaraly, you can cisim head m@%m&%‘%%mm
mhbwhamm%mﬂch&nmmuon of housshold 8tatus on your tax retum only if Nonresitiant alien, if you are & nonresident ali seo
from withholding i Ingome exceeds $1,050 you are and pay miora than £0% of mwgge.mmum mmm"&w
andhdudummm $250 of unearned income o815 of I wmwm&g Norresident Allens, before completing this form,
”‘"””""“‘"’"M Mu%nm Pub. 501 ng, Standard Deduotion, and Cheok your withholding. After your Form W-4 tekes
exem; from withhol even if the empioyee Is withheld com 0. %m
a depencient, f the Gmployan Tax credits. You oan take projested tax oredhs Intp ,"g'gg,.s”m WE‘”’““W
» Is age 85 or oldar, i mm@-mé’&m exceer $130,000 wﬂ&mﬁ&amm
» Is biind, or oare expenses and the child tex credit may be claimed memmnmﬂmabumwm
* Wil claim 10 tax credis; or -
ltemized decuctions, an his or her fetum,

Entar *17 if: {

TmU O w »

ndent

Or your spouse’s

{Note: Do not include child support payments. See Pub. 508, Child and Depandent Cara Expenses, far detalls,)

Child Tax Credit (inoluding additional chiid tax creciit). See

) Hyomtotallncnmewmbelasammmmomon.oowmam
havemtnfouraﬂglbleohlldrenorlesa“z‘lfyou have five or more eligible children,

* if your total incoma will be betwesn $70,000 and $84,000 ($100,000

Pub. 972, Child Tax Credit, for more Inforrnation,
entar “2” for each eliglbie child; then leas *1*

the Personal Allowances below, developments affecting Form as
adjustments %&sh%mm&@mm gﬁmwmm&%bﬁm
Personal Allowances WoﬂmheetTKTeEfor your records,)
Er:mr“1”foryoursamfnooneelsaoanclalmyouasadepmdm. 0 o o

* You're single and have only one job; or
* You'ra married, have only one
» Your wages from a second Job
Enter “1” for your spouse. But, you may chooss to enter *-0- if
than ons job. (Entering “-0-"mthalpynuavoldhavlnginollwa
Emernmnberofdspmdenn(omenhmyourspouseoryo
Emar"‘l”lfyouwlllfﬂeasheadofhomhold on your tax
Entar *1” if you have at least $2,000 of child or depe

job,andyourspomedoasn’twoﬂqor } o
wages (or the total of both) are $1,500 or less,

yauarammadmdhavaelmerawomﬂgapousaormom

texwithheld) . . . . ., a

if you
and $118,000 if manied), entar “1° for sach eligible child,

[ [

TMU o

1T

T

H AcldllnesAtmoughGaudmmalham.(NmmsmqybediﬂawnﬂnmmenmerofmmpﬁomyoudalmonyowmmmD-l-l
oif lan to claim to and want to red oldl the Dedlu
&'mma“' mdvoupan ilauvllluor Ay income uce your withholding, ses ctions
com| -ﬁyoualaslna%leandhavamoreﬂmnonejobormmamumdyoumdyowspomhoﬂammmdmembmw
workshests eamings from all jobs exceed $50,000 000 if manted), see the Two-Eamers/Multi 8 Jobs Worksheset on page 2
that apply. bavu%a mwngmjgnwatawma L - £

» nnmrmmamammappm.mmmmrmemm fins H on line 5 of Form W4 below.

Separate here and give Form WAtoyouramplovw.Kupﬂmtoppmforyonrmm
Employee’s Withholding Allowance Certificate

OMB No, 1545-0074

PMmmmhMamumuaﬂmmeMWIﬂmh

opranent of the Tressury 2ubiock o review by the RS, Your employer may be require! 1o send & cory of fhis feres oo o L 2@ 17
‘our first name and middie Last name 2 Your soclal sacurity number

Eduart Gomez 678259851

Hanaadd:m(nwnberandateﬂornmlmub)

77414 west Cir NE

2@ singe O Mariea Q] Maried, but witthold &t higher Single rate,
Nota ummnmwwmhammmwku'&wm

Gty or town, atate, and ZIP code
Fridley

55432

4 umhmmdmmmmwmmmanwmm

ohiook here, You must call 1-800-772-1213 fora

cement card, B [}

§ Total number of allowances you are clalming (from line H above or from the applicable worksheat on page 2)

8 Addlﬂonalamount.tfany,youmntwl&nhaldﬁomeadmaymeck
7 lclalmexampﬂonfmmwlﬂ\huldingforzml

ﬁyoumﬂbnhcondtﬂons,wﬁte“&empt‘hem

and | certify that | mest both ofﬂaeloﬂovdngoondmonsformnpﬁon.

4 o+ 2 & o a

© O 0 0 0 0 0o 0o o o o o .

b
)

s s o 7]

* = & o

Undarpenalﬁofpﬂiw. l dadareﬁmlhavammedﬂtboemnmand.

%W

Employes's signature
nhig‘fomisnotvavd unless you sign it)

%o the best of my kn,

owlecige and belief, it s true, comrect, and complate,

pate» Mar6,2018

8 anplwammuNdmmMpMHnwswwmwnwmhﬂ»m

9 Offics vode {opfiora)

10 Employer identification fumber {EIN)

For Privacy Aot and Papemrkﬂeduuﬂuul\ctﬂoﬁae, 888 page 2,

Ont. No. 102200

Form W-4 (2017)



T: DEPARTMENT
& OF REVENUE W-4MN

2017 Minnesota Employee Withholding Allowance/Exemption Certificate
Employees

You must completaanugvemlsformmyouremployarifyou do any of the following:

¢ Claim fewer Minnesota withholding allowanoes than your federal allowances

* Claim more than 10 Minnesota withholding aliowances

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

* Claim to be exempt from federal withholding or claim to be exempt from Minnesota withholding

Do not complete this form if you are glaiming the same number of Minnessta allowances as faderal and the number claimed is 10 or less.

MO

Haw Emplayes’s first name and Initial Last name Employes’s Bagial Sacurity number
i Eduart g 678259951
Permansnt address status (check onp
77414 west Cir NE g g&mmﬁmm”
Gy ) State ZIP code Married
Fridley 55432 ™ Marien, but wthhold et highr Single rate

Employsas: Read Instruations on hack, completo Section 1. OR Section 2, sign and give the compisted form to your employer.
{Do nutoumplﬂaeboﬂa%nland&ecﬁonz.cnmp!eﬂngbothsecﬂomwm make the form tnvalld,)

 Section 1~ Determining Minnesota allowances

Complete Section 1. if you olaim fewar Minnssota allowances than your federal allowances, AND/OR if you want additional Min-
nesota withholding deducted each pay period,

-

1 Total number of federal allowances claimed on federal FormW-4 ......................... 060000 .1
-l
s 2 Totalnumberofmnnesmaallowanoes{llnezcannotbemorethanlinei) e T M S0
sl
i‘;‘;" } 3 AddlﬁonalMlnnasotawtthholdmgyouwantdeducwdeachpayperiod D T 3 &
*’;& Esswonz—ampﬂonfmmwnnmwmmmg

T

Complete Section 2 If you elaim to bs exempt from Minnesota income tax withholding (see Section 2 instructions for qualifica-
i tions). if applicable, check one box helow o indicate the reason why you belisve you are exempt:
' 1 mest the requirements and claim exempt from both federal and Minnesota Income tax withholding. :
1 IB Even though | did not clalm exempt from federal withholding, | olailm exempt from Minnesota withholding because | had ng
45 Minnesota Income tax liability legt year, | recelved a refund of all Minnesota income tax withheld, AND | expect to have no Min-
nescia income tax liability this year,
E My spouse Is & military service member assigned to a mifitary location In Minnesota, my domicile {legal residence) is in another
2 state, AND | am In Minnesota solely 1o bs with my epouse. My state of domiciie is
s 8 | am an American Indian fiving and working on a reservation,
o ; ml I am a member of the Minnesota Netional Guard or an active tuty U.S, military member and claim exempt from Minnesota
' ) withholding on my military pay.
m] 1 receive a military pension or other military ratirement pay as caleulgted under Title 10, 1401 through 1414, 1447 through
1455, and 12733 and ¢laim sxempt from Minnesota withholding on this retirernent pay.

i 1 certify that all Information provided In Section 1 OR Section 2 is c¢orrect. ] understand there is a $500 penalty for filing a false with-
%j, é hoiding allowangs/exemption certificate.

Employed's signatire Date Mar G, 2018 Daytime phane
' Empl:;;es Give the completed form 1o your employer.
Employers

if'you are required o send a copy of this form to the Dapartment of Revenus (see instructions), you must enter the employer information below
and mall this form : Minnesota Ravenue, Mall Station 6501, St. Paul, MN 65146-6501. {incomplete forms are considared invalid.) A $50
penalty may be assessed for each required Form W-3MN not filed with the department.

Keep a copy for your regords.
g = Nemeofempioyar Fadesal employer ID number (FEIN) | Minnesots tax 1D Aumber
{ g E Aidroes Cty . St ZiP cods

amww Questions? Website: www.revenue.state.mn.us. Email: withholdlng.tax@state.mn.ﬁs. Phone: 651-282-9989 or 1-800-657-3594.



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

CNE T
" USS. Citizenship and Immnigration Services e ia e
P START HERE: Raadlm:tuoﬁomoarsfmlybahracompleﬂngﬂﬁafnmm

. Employee i : on (Emplayegs must complete and 8ign Section 1 of Fom1 1-8 no later

than the first day of employment, but not before aocepting a job affer.) = _ _
Last Name (Family Nams) First Name {Givan Namas) Middis Infiall | Other Last Names Used (7 any)

Gomez Eduart N/a N/A
Address (Strest Number and Name) Apt. Number | City or Town Stale | 2iP Code
77414 west Cir NE N/a Fridley Mn 55432
Date of Biith {mm/ddfyyyy)  1U.S. Social Sscurity Number Employee's E-mail Address Empioyes's Telaphone Number
08/26/1998 Wl{ - ] 1] || Gomez.eduart@yahoo.com 6122320239

lamawanthatfederallawprovldasforimpmonmentandlorﬂm for false statements or use of false dosuments in
connaction with the completion of this form.

| attest, under panalty of perjury, that | am (check one of the following boxas):
1. A citizen of the United States
2. Anoncitizen national of the United States (See instruations)
@a Alawlul permanent resident  (Allen Reglstration Number/UBCIS Number): 205-807-926

(O] 4. An alien authorizad o work_andl (expiratian date, if applicable, mmiddyyyy): N
Soma allens may writs "NIA" In the expiration date feld, (Ses instructians)

Mmmmmmmmmmadmmmmmmmmmymmmw I R Code- Bacion 1
An Alen Reglstation Numiben/USCIS Numbsr OR Fom 164 Admission Number OR Forolgn Pemsorms enber, | | 00N Witeis s Spcn

|

1. Allen Registration Number/USCIS Number: Na l

OR {

2. Form 1-94 Admission Number: Na ]

OR i

3. Forelgn Pesspart Number: Na i
Country of Issuance: Mexico ] '
{smmofsmpnom uﬁi — Today's Date (mmidyyyy) Mar 6, 2018 :

reparer and/or Transiafor Certification (check one):
1 did not use a prepareror translator. A preparer(s) and/or Iranslator(8) assisted the amployae in completing Saction 1.
(Fields befow must be completed and signed when Preparers and/or transfators agsiat an amployee in carmpleting Sectio“q; 1)

Munderpenanyofpedury,matlhavaassmd in the completion of Section 1 omﬂsfonnandmatbthobestofmy
knowledge the information is true and correct.

Signature of Preparar or Transiator Todry's Date (mm/ticfyyyy)
Last Name (Famlly Nems) Firet Name (Given Nams)
Address (Street Number and Name) City or Town State  {ZIP Coda

@ ovtover Completes 151 page &

Form 19 07717117 N Page ] of 3
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Emplqyment Eligibility Verification
Department of Homeland Security
U.S. Citizenship and Immigration Services

_ . Employer or
I(Emplaydfu&or their authorized reprasantative must ca
mus{ physically examine ene dosument fram List A O

mplate and sign Section 2 within
R a sombinstion 6f one dooumen

3 business days of the employee s firs! day of esmployment You
t from Ligl B and ane document fram List C &s listed on the ‘Lists

USCIS

Form I-9

OMB No. 1615-0D47
Expires 08/31/2019

Employee info from Ssction 1

List A
Identity and Employment Authorization

‘gf Aeceplabls Dgcumnents.’)

Tile

|
i

Tosuing Adinority
Dosument Numbar

Expiration Date (if eny){mmfadiyyyy)

LAl
ooument Nurfije:

|

Bocument Tifle

Tesuing Athorly
Documant Number
[Expiration Date (7 enyj{mnvadyyy,)
: Document Titla

fssuing Authonty

Do Namber
e
§

QR Code -Soolions 28 3
Do Nol Wilo In This 8psto

atm&,underpemltyafpar}ury.
eveisted document(s) appear to be genuine
Is authorized to work in the United States,

'p|oyes's first day of emplayment mm/ddyyyy);

and to relate to the

Sl efopl)_

thatmlhavemnﬂmdﬂmdocumanus)pmanhdbyﬁwahmmmad
employes namead, and {3) to the best of my kn

Employer's Business or Organizstion Nams

lsm ZIP Cade
rifleation and Rehires (To be complated and signed by employer or authorized representative )
gl N T e . |B ObwofRehird W poplicabe)
First Name {Given Nams) Middie Inftiaj Date fmm/dd/yyyy)

' : T Wit
Expiration Date (7 any) (mmiddsyyy)

1 attest, under pe of perjury, that
the employes J:ra?alr?bd dosument(s), the documant{s) § have examined

to the best of my knowladge, this employes is authorized to work in the United 8tatos, and If
appear to be genuine and 1o relate to the Individual.

| Signature of Employer or Authorized Repraseniative Today's Date (mnv/ddhryyy)

Neme of Employer or Authorizad Represemative

Form I-9 0741717 N

Pagelof3



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 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 empioyment. BGC
and/or Orange Tree Employment Screening may investigate your education, work history, professional
licenses and credentials, references, address history, social security number validity, right to work, crimi-
nal record, lawsults, 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” s 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 recelpt of these documents.

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

Printed name: Eduart N/a Gomez

First Middle (3 Last

none)

Other names used:
Current county of residence;
Current and former addresses;

current 77414 west Cir NE Fridley 55432
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 Straet 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.

08/26/1998 678258951
Date of hirth 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 Okiahoma, you may request

a copy of the report by checking this hax:

E%W Mar 6,2018

Signature Date




EMERGENCY CONTACT INFORMATION

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

Employee Name: Eduartg
Addregg: 77414 westCir NE Fridley 55432
Home Phone; 6122320239
e R OBNGY CONTACTS | '
: spl;gié'jisgw PEE]@ (l!\ pﬁqtlg%r“dm‘l Eﬂf&tﬂd bg contacted in case of an emergency

Contact #1
Name: Sandra

Relationship: Gjstear

Home Phone:

Cell Phone; 6124371991

Work Phone:

Contact #2

Name: | inda

Relationship: Sister

Home Phone: 9524656105

Cell Phone:

Work Phone;

Additional information you want Em

of an emergency:

ployer Solutions Staffing Group and our clients to know in the event

This Informatjon will remain confidential and will only be used In the case of an emergency.
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employer solutions staffing group..
Direct Deposit/Payroll Debit Card Aunthorization

EmployeeshavetheopﬁonofmceivingwagesbyDMDepositandlorPnymﬂDabitCard.
If you do not provide & written election, wages will be paid by Pay oll Debit Card.

SECTEION T ASTC N B R T O

SSN# (tast 4 digits) 9951 Effective Date

SECHLON = AN ROLL FLECTE O
\J| Direct Deposit (Please completo Seotions 3 and 5 below)  Note: Direct Depostt accounts may take up to 7 days to be octivated,
@)] PlyrollDahitCard(PlemeompleteSecﬁm4md5below)
SECEION T BIREC T BEROST

Update Bank Account lundeuhndmdacknowledgeﬂutiﬂdonotprwldea
N Bk Nome: voided check with this direct deposit form, I am

(i responsible for any delays in payroll or extra costs

', Routing# incurred if the account number that I provide is incorrect,
Accounti . Date

Acoount Type: [T Checking L) Savingsl [T Other

Tohelpnsavnidmaldnganm,pluseauanhacopyofawldedchmk (a deposit slip will not work)
*  Ifyoun changs banks, donmdmwwnﬂbukammmﬂymdwadspmﬂhus&mdu&embﬂwﬁohwmuaym

S LN P ANIR O CI G CAR B (G o 21 s N R

Fedamllawmqtmuallﬂmndalmﬁunimtoobhh,vmfy,md information that identifies each who opens an aoccount, In order to

mqueataPayrolchanardﬁ:ryon,wamustp:widaallofﬂwﬂ: information that will enable ths financial o identify you. If

youdonmmhmnathtDBposithaymﬂDebitCardAnﬂmluﬂnn,BSSGmernuda niecessary information and issue you & Payroll Debit

mmmmmmmmmwmmmmmmummwm on so they can
your

Emmhhm@g@ammmba,&%doamhwmmmwmgmmngmn Debit Cerd sccount or
transactions, On your first payday, yon will medveyownawPaymﬂchﬁCud,mdapaohuomhhgaﬂofﬁwmmdmdiﬁanwwm
mmmommMmMﬁernMWdMMYumﬂW&dwmhmhﬁedmmpaydayyoumoeive
wWages,

| CARDHOLDER INFORMATION (a8 you want your Payroll Debit Card to be issued)

FirstName £l ML LastName Go o7 ochoa “Date of Birth (52671908
SmAddmwommmm 7414 west Virginia NE Social Seourity#
Y Fridiey = \n [ %P 5543, Cell Fhono mobil) ¢ 4656105

RECEIPT OF PAYROLL DEBIT CARD (to be completed when you plck up your Payroll Debit Card)
Payroll Debit Card Routing # Payroll Debit Card Account# /] vf" /

By
1 am agreeing to ﬂ:emgnmtmns,m&ﬁmmﬂdﬁdm&umh&&dmwﬂcavﬂaﬂcmmmmmwmmwmﬁmﬁml
anthorize the financial inatitution to dehltmyl’aymllDMCndamnmﬁw&eﬁesdmibedhﬁeﬁesﬂMulcﬂmﬂspmtoﬂhepmgmmmms,
conditions, and disclosures,

lmmBQSGdemdtmypeﬂoﬁcmgadmpmnﬁmpmmofmmdmm g8, other required withholdings
ormthoduddadnoﬁons,inmmynmnm(s)asdulgnmdabowandmhﬁﬁmifnmmy,dabkmmdadiumem:mymdﬂmdu
made {n egror to my account(s). * E-mail is required for pay stub information,

E-mail: gomez.eduart@yahoo.com

tMshfnmaﬁmwﬁTnlybeused»mdyonrpayshabadectmnimﬁy

Employees . -E%EF Date: Mar6,2018




f/

DENTIALITY

This agreement made this_L@_day of “ ':’ " ' 20}}6, between

Employer Solutions Staffing Group LLC, herelnafter 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 emplayer, for any reason whatsoever, the employee shall
not use or disclose to any other person or company, and confidential or
propristary 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 o prevent any such violation in equity or otherwise.

(EmBloyer Solutions Staffing Group LLC, Representative



I e

s
o

employer solutionng groupg
INJURY MANAGEMENT PROGRAM

Injured Worker's Responsibilities

As your employer, we are concermned 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 placas limitations on your right to change

primary heaith 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 Workabliity from your physician at every appointment, a
minimum of once every two weeks. M.R. 5221.0420 requires that your physician
cooperate with retum to work planning and that you be released to retumn 1o 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 ail 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 shitt.



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.

No ur over i diately of new Injuries or conditions that ct
our jcal condition.

If it is necessary to miss scheduied 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. |

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

Signed: E%W

Printed Name: _ Eduartg




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 §0, 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 reciutador de personal que el cheque no

81 su cheque de pago fue robado, primero debe denunciar el robo a Ia policfa
antes de que podamos volver a emitir el cheque. Una vez hecho esto, usted
debe proparcionar una copia de la denuncia a 8u reclutador de personal que el
cheque fue robado. Si el cheque no ha sido cobrado y si I 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);  Eduartg

Signature/Firma: ﬁ%m




oo g
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ESSG WORKPLACE SAFETY POLICY

ItisESSG’spo]icythatallemployees ehould be able to enjoy a hazard free and safe
work environment. It is ESSG's duty to:

¢))] Enmthatitsdientspmvideyouwithaworkplacefreeﬁvmserious
recognized hazards and comply with standards, rules and regulations issued
under the OSH Act.

(2) Ensure that its clients perform a job hazard assessment in order to identify
and eliminate potential safety and health hazards and to determine
necessary training and protections for employees at the facility,

(8) Make sure employees have and use safe tools and equipment,

(4) Establish or update operating procedures and communicate them so that
employees follow safety and health requirements,

(6) Provide eafetytraininginalanguageandvocabularyworkersoan

ESSG is committed to vigurously enforcing its OSHA Compliance Policy.

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

* Responsibility to work in compliance with OSHA laws and regulations

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

¢ Responsibility to report workplace hazards and dangers

. Responm’bﬂitytoworkinamannexaarequiredbythe employer and use the
prescribed safety equipment.

You have the following basic rights:

» Right to refuse unsafe work

* Right to kmow 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,



employer solutions staffing group..

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

° Right to gain access to relevant personal exposure and medical records,

youampunishedordiscdnﬁnatedagainstforacﬁngasa“whisﬂebhwefuderthe
OSH Act or 18 other federal statutes for which OSHAhaejuﬁsdiction, or for
mfusingtoworkwhenfacedwithimminentdangerofdeathmseﬁousinjuryand
themisinsuﬁdenttimaforOSHAtoinspect. Retaliationorrepﬁsaltakenagainst
anyone who has expressed concern about workplace safety is illegal.

If you believe that your right o a safe workplace has been violated, you can make a
report to a manager of the host worksite employer and/or ESSG (by telephoning
gsg,gs.;zss_a.sgy&zs?s) and asking for the ESSG Safety Director. You can
also contact OBHA directly with any concern. ESSG recognizes the serious nature
of ensuring workplace safety will endeavor to protect any employee who may have
been subjected to unsafe gr hazardous worksite conditions,



Acknowledgement of Receipt of Workplace Safety Policy

I certify that I have received a copy of Employer Solutions Staffing Group’s ESSG
WORKPLACE SAFETY POLICY. I understand that it is my responsibility to read
this policy and ask my supervisor, a member of management or to telephone
Employer Solutions Group (ESSQ) at 952.835.1288/1.866.496.7573 with any
questions I may have about this policy. I agree to comply with ESSG’s policy on
ESSG WORKPLACE SAFETY POLICY and I understand failure to comply is
grounds for disciplinary action, up to and including termination,

I also agree that if at any time during my employment I am believe that I am
working in an unsafe or dangerous work environment, I will immediately contact
my supervisor, manager, director or ESSG’s Safety Director at
952.885.1288/1.866.496.7578 in order to obtain assistance in the resolution of such
matters.

Employee Name (Please Print)
Eduartg

Employee’s Signature:

_a%m Date; Mar6, 2018
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o 3890 Pre-Screening Notice and Certification Request for
bl ol the Work Opportunity Credit OMB No. 1845-160

é'a%mm&'m‘%"slm : P Information about Form 8850 and its separate instructiona is at www.lrs.gov/formBasn,

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

Yourname _ Eduartg Social seourity number > 578259951
Strest address whereyoulive 77414 WestCirNE

City or town, state, and 2IPcode  Fridley 55432

County Anoka Telaphone number 6122320239

If you are under age 40, enter your date of birth {month, deay, yean) 08/26/1998

1 [D Check here if you recaived a conditional certification from the state workforce agency (SWA) or a ﬁarﬁcipating Jooal agency
for the work opportunity credit,

2 [[J 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 Familles (TANF) for any 8
months during the past 18 months,
* lam a veteran and a member of a family that recsived Supplemental Nutrition Assistance Program (SNAF) benefits {food
stamps) for at least a 3-month period during the past 15 months.

. lwasrefmadherebyarehabmtaﬂonagancyapprovedbymestate,an employment nietwork under the Tickst to Work
program, or the Department of Veterans Affairs,

. lamatleastage'labmmtage«worolderandlamamembarofafamuyﬂiat:
a. RwehedSNAPbenmﬁoodstamps)formepwamomhs;or
b, HmivedSNAPbenﬁﬂsﬁoodstamps)foratleastSofmapastamnnﬂw. but s no longer eligible to receive them.

. Durlngthepastyear,lwasconvlctedofafelunyorralaasadﬁ'ompﬁsonforafalony.

. lrecaivedsupplamemalsemuyincoma(ssobenaﬁnsforanymomhendingduﬂngﬁmpaatmdaya.

» lamaveteranandlwasunemployedforapaﬂudorpeﬂndstotallngatleasnweaksbutleasmansmomhsduﬂngthe
Pastm.

3 E] Check here if you are a vateran and you wera unemployed for a period or periods totaling at least 6 months during the past
yesr.

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

3 m:l Check here if you are a veteran entitled to campensation for a service-conneoted disability and you were unemployed for a
period or periods totaling at least 8 months during the past year,

6 [[J Check here if you are a member of a family that:
» Received TANF payments for at least the past 18 months; or
* Reoeived TANF payments for any 18 months beginning after August 5, 1987, and the earljest 18-month period beginning
after August §, 1997, ended during the past 2 years; or

* Stopped being sligible for TANF paymenta during the past 2 years because federal or state law limited the meximum time
those payments could ba made.

7 E] Check here if you are in a period of unemployment that i at Isast 27 consecutive waeks and for all or part of that period
Yyou received unsmployment compensation,

Signature—All Applicants Must Sign

Under penaltles of perjury, | declare that 1gave meabwehﬁomaﬂmwmammmmorhmmﬂ\adayl mnﬂmda]ob.andms.hﬂmbastdmylﬂmadge.m
Garveat, and compiste,

Job applisant’s signature » EM%@M Date Mar6,2018

For Privacy Aot and Paparwork Reduction Aot Notice, sos pags 2, Cat, No. 228811, Form 8B50 (Rev, 3-2018)



l;orm A (rev 03/2017)

EMPLOYER SECTION:
Client:
Location:
EMPLOYEE SECTION:
First Name: Last Name: Snifix: Street Address; City/State: Zip:
Eduartg 77414 west Cir NE Fridley gN 55432
S8k Date of Birth: Age: g::eyouwm:wdfor If yes, location:
678259951 e efore?
08/25/1998 19 Yes No(®
Please complete all questions, and sign and date the form. Yes No
L HaveyonorhasanyonelivlngwithyonmeivedTunpoqussislancatoNeedyFamﬂlu(TANFj Q @
at any time since August 5, 19979 (R‘yas.pleaaewovideinﬁmaﬁonbdaw.)
Nameofﬂwpmmceivhgheueﬁm: o Relationshiptoyou: _____
2. Haveyouorhaaanyonelivingwithyoureceivedroodsumps at any time during the past 15 months? a
(If yes, please provids information below.) iy @
Nanus of the person receiving benefits: — Relationship to you: .
3 D Statex
3. Have you receivedﬂnpplamanﬁnlSwuﬂtylncome(SSl)atanyﬁmewiﬂnhﬂlepastS months?
Plemnote,ﬂﬁslsnotﬂaesameasSooialSectwitybmeﬁm(SS)orSoninlSecmityDisabﬂhy(SSDI)baneﬁm. 0
*#‘wuchechdmplmmidaamqu&?doammm
4. Have you received any type of vocational rehabilitation services within the past two years? @
lfyes,plaascindlcauwhluhtypeof ynnwod:adwithmdpmvidethahlonaﬁoninﬁ)rmaﬁmbeluw: ,
VocaﬁonalkehabﬂitaﬁonAgancy Dept. of Veterans Affairs uﬂnq:loymemNetmrk('chttonknglam)
Name of Agency: Phone#:
City: _____ Couty: —_— State
'lfmchechdymplsmemvidaacapyafmacﬁwbxdivﬂm{?wk?knmdmmWarkdacwaemazian.
§. Areyoua Veteran of the U.S. *If'yes, a copy of your DD-214 and letter of a
G .ot v rmao b, 50 i e rove g o ®
Dates of Service - From: To:
Branch of Servipe;
Are you entitled fo or are you receivin wmpcmﬂonforasn'ﬁcmmemddisabﬂity? Q] @
T2 YOU entir’ed %o or are you receiving eo
6. Have you been anemployed at any time during the Iast 12 months? @) ®
Ifyes, dates of unemployment - From; To:
Did you receive uoemployment compensation at any point during your anemployment? Q (O]
Ifyeginvlhinhmdidyonmeivammploymemaompensaﬁnn?___
7. Have yon been convicted ofafelnnyorraleamdﬁ*ompﬁsonforafalonymnvlﬁoninthepastllmonths? O @
Conviction Date: Relesse Date;
Wasthisa [ Federal or [ Stoto conviction? 17 Stete- County:  Sager
TEC (Nafive American): Are you or your spouse a member of'a Native American Tribe? O ®
I you checked, ease provide a copy of your CDIB card,
CA Realdents: L[} Are yon the ohild of foster peronts? [L1 Do you recsive CalWorks? O] Workforce Investment Act?
! Are you a migrant or seasonal frm warker? Havaynuavubeeumnvimdamisdmmm?
SCRestdentst (31D you secsive Family Independence Bensfits?

Under o ’m%&mmm be true and the best of my knowledge, and 1

penalties of perjury, e to be true and accurate to ay know, and { mbyautlmr&remagmqv,mmﬂamor
Individuals to wiply such verification or formatio that may ba newded to determing 1ax credi {0 my employer, representative {Assoctated
Consultants, I:c dba Retrotax), or the Depariment ;'Labar. e Al e

New Employee Signature: _% Date; Mar6,2018




U.S. Department Labor
Employment and Training Administration

OMB Control No., 1205-0371
Expiration Date: January 31, 2020

LONG-TERM UNEMPLOYMENT RECIPIENT SELF-ATTESTATION FORM

Work Opportunity Tax Credit (WOTC) Program

Instructions: This Self-Attestation Form (SAF) is to be completed, signed, and dated by the new hire only.
Employers or consultants submit this SAF to the State Workforce Agency with IRS Farm 8850 or if filed
separately, with ETA Form 9061 (or ETA Form 9062) for each certification request filed for the new target
group.

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

knowledge,
New Hire’s Signature: % Date Mar6,2018
New Hire Name; __ Eduartg

Social Security Number: 678259951
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,
N

(Enter start date)

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

Privacy Act Notice:

mmmmcmmm.mstasmaummmwwm, PL. 104-188, spealy that the Stals Workforce Agencies am the

*designated" qmﬁsmmnmhmmmwmm procedures of this

pmram.mainformaﬁonynuhmmwidedmmpbmgmh

founmbedhclosedbyymrempluyarloﬂzesmlaWom:ueany. Provision of this Informetion I voluntary; however the Information s required to

datmu!naynmempbm'seﬁgwworﬁzafadaralmm

Public Burden Statement:

. .w"-w---u_.o—1.-n-..-.u-.--n—n-—-.—-n

PemalanumqmdtompundbﬂﬂsmﬂﬁmdinfwmﬁonmlasndhplanamuﬂyvauwMBmmmbm Respondents' obiigation fo
omnplebﬂﬁformlsrequlmdmhhmmatﬁnbemﬁts(P.L!ﬂﬁPublbmpwﬁngbwdeaistﬁdhme1Dmmutespamspunse,hchxdingﬂle
fimefor Mmes,samwangacbmgdahmmes,Mandmdnm:umemmded,andmmp!eﬂngmdraviefdngﬂremuawmof
lnbrmaﬂmSendmmmauaragmmisbumesﬁmahmﬁeU.a Departiment of Labor, DWonquaﬂmalemuaTodsTedmloalAssiataum.

Room C-4610, Washington, D.C. 20210 (Paperwork Reduotion Project 1205-0371), Please do not submit complatad foms to fhis address,

117-

ETA Form 9175 (Rev. November 201 6)
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Notification of Minnesota Law Reguirement —
Unemgloment Acknowlgggement

According to Minnésoia Statute ssction 268.095, subdivision 2, paragraph (d), an
applicant who, within five calendar days afier completion of a sultaple
Job assignment from a staffing servics, (1) fails without good cause to

Itis your responsibliity fo contact ESSG through Corporate Management Group (for
Instance, by calling 303-920-1425 or using any other form of contact) for additiona|
assignments. If you fail to do $0, it may affect your unemployment benefits.

| understand by signing this form that | am responsible to contact ESSG within 5
calendar days once an asslgnment ends. | alsg acknowledge that | have recsived a
separate copy of this form, E.ga _(Initial) :

sma% 62008  ° Mar6,2018

Employee Signature; Dater
Eduartg
Emplayee (please print your name hers)

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

~MN_02.2018



DRUG AND ALCOHOL
TESTING CONSENT FORM

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

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. 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. |

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,

G

IndividuaPs Name

Mar 6, 2018
Date

SIGN THIS VERSION OF CONSENT-—SAME ASPAGE 6

10



