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https://e-verity.uscis.gov/web/PrintCaseDetails.aspx?Case VerNum=2,

SENSITIVE BUT UNCLASSIFIED

Case Verification Number: 2018088102821EZ

Report Prepared: 03/29/2018

Company Information

Company ID: 47429

Employee Information

Company Name: Employer Solutions Staffing Group

Last Name: Muldrow
Date of Birth; 10/24/1984
Hire Date: 03/28/2018

Document Information

First Name: Elijah
Social Security Number; *** ** 8188
Citizenship Status: A citizen of the United States

List B Document: Driver's license or ID card Issued by a U.S. state or
outlying possassion
Document Name: ID cand

Driver's License or ID Card Number:

Case Status Information

List C Document: U.S. birth certificate (original or certified copy)

Document State; Minnesota
Document Expiration Date: 10/24/2020

Final Case Result: Employment Authorized
Case Submitted On: 03/29/2018
Closed On: 03/29/2018

Employer Case ID:
Case Submitted By: ZZEP3284
Closed By: ZZEP3284

Closure Statement: The employee continues to work for the employer after receiving an Employment Authorized resuit.

SENSITIVE BUT UNCLASSIFIED

3/29/2018, 9:32 AM



Employment Eligibility Verification USCIS

Deperimant of Hosaciand Secaric oNB e a0
U.S. Citizenship and Immigration Services Enplres 08312019

P START HERE: Read instructions carefully bafors complsting this form. The instructions must ba avallable, elther in paper or electronically,
diring completion of this form. Employers are fiable for errars in the complstion of this form.

ANTI-DISCRIMINATION NOTICE: It is illegal to discriminate against work-authorized individuals, Employers CANNOT specify which
document(s) an employee may presant to establish employment authorization and identity. The refusal to hire or continue to employ
an individual because the documentation presented has a future expiration date may aiso constituts illegal discrimination.

[Saction 1. Employee Information and Attestalion Empioyses must smpisie and sign Sestion 1 of Fagm 1-9 no Jater,

than thg first day of émployment, but not before accepling & joh offer ) ‘_ . ;

Last Nama {Family Name) First Name (Given Nams) Middle Inittal | Other Last Names Used {if any)
Muldrow Elijah c N/A

Address (Street Number and Name) Apt. Number | Clty or Town Stale | ZIP Code

6915 Humboldt ave N 105A Brooklyn center MN 55430

Date of Birth {mmAfdfyyyy) | U.S. Social Seourily Number | Employee's E-mall Address Employas's Telsphone Nurber
10-24-1994 | 4-popagal | -1 | | | || elijahmuldrowg4@gmail.com 612-404-7234

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

1 attest, under penalty of perjury, that | am (check one of the following boxes):
(@) 1. A citizen of the United States

Q) 2. A noncitizen national of the United States (See insiructians)

(D} 3. A lawful permanent resident  (Allen Registration Number/USCIS Number): N/A

1] 4. An allen authorized towork  until {expiration date, tf applicable, movdd/yyyy): N/A
Some allens may write "N/A” in the expiration date fisid. (See instructions)
Aljsns authorized to work must provida only ans of the following document numbars {o compiote Form I-8: oo N,,“’w,i";‘,,,.,,ﬂ,‘“"m
An Alian Registration NumberfUSCIS Number OR Farm 1-94 Admission Number OR Faraign Passport Number.
1, Allen Registration Number/USCIS Number: N/A
OR
2. Form 194 Admission Number; N/A
OR
8. Foreign Passpart Number: N/A
Country of Issuance; N/A
Signeture mmnlww%%mz_ Today's Date (mm/idiyyyy) - Mar 19, 2018
[T L7 19,2058

Preparer and/or Translator Certification (check one): :
(®)] | did not use a preparer or translator, (] Apreperer(s) andior transiator(s) assisted the empioyee in com %ﬁg& Section 1.
(Fistds below must be completed and signed when preparers and/or transiators assist an employee in completing Section 1.)

Tattast, under penaity of perjury, that | have assisted In the complstion of Seotion 1 of this form and that to the best of my
knowledge the information is true and comect.

Slgnature of Preparer or Translaor Today's Date (mmAldAyyy)
Last Name {Famlly Neme) First Name (Given Name)
Address (Sirest Number and Name) City or Town Stale ZIP Code

@ Emplever ('am%tes Next Page g

Form1-9 071717 N Page 1 of 3



Employment Eligibility Verification USCIS

Department of Homeland Security oxvnl: g:";;;_gmm
U.S. Citizenship and Immigration Services Expires 08/312019

m yew Aulforleed Representative Review ind Veroaton "
DRI OF mm mmmm Segtion @ within WW emplo
: ”‘Im mfmgg;mmmmmmumaww%mm 45 listad ‘ zsgm

Employes Info from Section 1 Lﬂ:\me ( ﬂyName) Fi T‘m\e éiivl:\n Name) &! dl’g‘ﬂpnmmlgraﬂon Status
‘ ListA ListB AND ListC _
identity and Employment Authorization Identity Employment Authorization
Document Titie Docurpent Title
e Bl D f@?—’h Cieale of B
lssuing [¢] Issu] w&
D nt Numb : D:gntN b 0€. MU ';&%ﬁe'bnﬂ MM
ocument Number ment Number m umber
TArEE,, ' LU oo I oS T]
Expiration Date (if any)(mm/dd/jyyyy) | | Expiration Date (if any)(mm/dd/yyyy) Explration Date (i any)(mm/AddAryyy)
L Ib—24-2p20
Document Titla
Issuing Authority Additional Information BN T Ay
Document Number
Expiration Date (if any){mm/ddyyyy)
Document Title
Issuing Authority
Docurnent Number
"Expiration Date (if any)(mm/ddiyyyy)

Certification: | attest, under penalty of perjury, that (1) | have examined the document(s) presented by the ahove-named employes,
(2) the above-listed document(s) appear to be genuine and to relate to the employee named, and (3) to the best of my knowledge the
employee Is authorized to work In the United States.

The eployee 8 first d ay,_of{ ployment (mm/dd/yyyy): D 5[& [’24) ¥ {See Instructions for exemptions)

origediRepresentative Today's Date (mm/dd/yyyy) ! %f Ernployer r Authorized Representative
D3/27| 22§ Oy tee
orized Representative e gf Employer or Authorized Representative | Employer's Business or Organization Name
i < S EMPLOYER SOLUTIONS STAFFING GROUP LLC
Employer's Business or Organlzaﬂon Address (Street Number and Ne}me) City or Town State ZIP Code
7480 FLYING CLOUD DRIVE SUITE 200 EDEN PRAIRIE 55344
dtin 3 1 Rehlres (7o he WIMWRMW I guthen A;_ jeshtgtys) T
: 4 3. T of ,,_[e(ifeéhﬂoablbl
Last Name (Famlly Name) First Name {Givan Name) Middle Initial Date (mm/ddiryyy)

B, Fihe emplayea’s pravious Grant of emplayment aulRGnzatin has expired, provide tHa qumﬂon for me daaument or receipt thal estEbliahes
egnfinuing enpigyment autharizafitin In the space prayided below. .

Document Title Document Number Explraﬁon Date {lf any) {mm/dd/yyyy)

I attest, under penalty of perjury, that to the best of my knowledge, this smpioyee is authorized to work In the United States, and if
the employee presented document(s), the document(s) | have examined appear to be genulne and to reiate to the individual.

Slignature. of Employer or Authorized Representative | Today's Date (mm/dd/yyy) Name of Employer or Authorized Representative

FormI-9 0771717 N Page 2 of 3



MINNESOTA | i
IDENTIFICATION G KRB
—=3 NOT A DRIVER'S LICENSE
1 ELIJAH CHARLES MU
"| 6915 HUMBOLDT Mé%%?ﬂ ;
BROOKLYN CENTER, MN 55430-
Dato of Birth 10-26-4984 %
Eyos ~Class. = v = =
BLK -
Height  Waight . ™ g
5-4 152 y .
1SSUED 02-2018 expmes 10-24-2020
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www.esgstaffingsolutions.com

erploysr soliticns o

afing group..

New Hire Application

Personal Data-- PLEASE PRINT LEGIBLY IN INK

Last Name Muldrow

Street Address

6915 Humboldt ave N

First Name _Elijah

PO Box 46270
Minneapolis, MN 55344-9956
Tel: 952.835.1288

Middle Initial ©

Aptiste _105A

City/Stateizip _Brookiyn Center 55430

Phone Number

612-404-7234

Staffing Agency/Recruitment Partner

Soglal Security Last Four XXX-XX-
Email Address elijahmuldrow94@gmail.cgh -

Zhilgheam Zepeda

Are you lsgally authorized to work in the United States of America? @YES O NO
Applicant Certification and Authorization

1 authorize Employer Solutions Staffing Group (ESSG) to use the information and statements contained in this application to delermine my
qualifications for employment. | authorize ESSG to make inquiries of my former employers, sxcept as indicated in this application,
regarding my previous duties, responsibilifies, performance, compensation and eligiblitty for rehire.

1 understand thet a comprehensive background check may be conducted i determine my eligibiity for hire by certain clients of ES8G.

This may include butis not imited to, investigations of criminal and/or conviction records, driving records and/or a drug screen test as

required by cilents, government regulations or by ESSG policies.
1 release ESSG and other persons or entities from any claims that might ba based on EBSG's decision to conduct a background check.
| certify that all statements made in my application are true and accurate and that | have not omitted any material information.or provided
false or misleading Information. | understand that any material omission or misrapresentation will result In my disqualification from
conglideration for employment or, if discovered after | begin employment, will result in my termination.

I hired, 1 agree to ablda by the poilcies and procedures of ESSG.

elijahmuldrow %
Name (Print or type) Applicant's Signature

Mar 19, 2018

"Daie

A copy or facsimile ("fax”) will be considered the same as an original signature, Emall will ONLY be used for empioyment correspondance

For ESSG Office Use Only
DOH NHW -8 8850 w4
Emergency Contact Info | Background Release Form Background Resuits Unemployment Letter ESC Application
{if applicable}
For ESSG Client Use i
DOH ROP Work Site Loc. WC Code

ESSG - CMG-NSTW4

Rev. 04/2017



Form W-4 (2018)

Future developments. Far the latest
information about any future developments
related to Form W-4, such as legislation
enacted after it was published, go to
www.irs.gov/FormWa4,

Purpose, Complste Form W-4 so that your
employer can withhold the correct federal
incoma tax from your pay, Gonsider
completing a new Form W-4 each year and
when your parsonal or financlal situation
changes.

Exemption from withhoiding. You may
slaim exasmption fram withholding for 2018
if both of the following apply.

e For 2017 you had a right to a refund of all
federal income tax withheld because you
had no tax liabifity, and

s For 2018 you expect a refund of all
federal income tax withheld because you
expeot to have no tax liabllity,

If you're exempt, complets only fines 1, 2,
3, 4, and 7 and sign the form 1o valldate &,
Your exemption for 2018 expires February
15, 2019, See Pub, 505, Tax Withhoiding
and Estimated Tax, to leam more about
whsther you qualify for exemption from
withholding,

General Instructions

if you aren’t exempt, follow the rest of
thess instructions o determine the number
of withholding aliowances you should claim
for withholding for 2018 and any additional
amount of tax to hava withheld. For regular
wages, withholding must be based on
allowanoes you claimed and may not be a
flat amount or parcentage of wages.

You can also use the calculator at
www.irs.gov/W4App to determine your
tax withholding more accurately. Conslder

Form W‘4

using this celoulator if you have a more
complicated tax situation, such as if you
have a working spouse, more than one job,
or a large amount of nonwage income
outside of your job. After your Form W-4
takas effect, you can alsa use this
calculator to see how the amount of tax
you're having withheld compares to your
projected total tax for 2018, If you use the
calculator, you don't need to complete any
of the workshests for Form W-4,

Note that if you have too much tax
withheld, you will recelve a refund when you
file your tax retum. if you have too little tax
withheld, you will owe tax when you file your
tax return, and you might owe a penalty.
Filers with multiple jobs or working
spouses. If you have more than one job at
a time, or if you're married and your
spouse Is also working, read all of the
instructions Including the instructions for
the Two-Eamers/Multiple Jobs Worksheet
before beginning.

Nonwage income. If you have a large
amount of nonwage Income, such as
Interest or dividends, consider making
estimated tax payments using Form 1040-
ES, Estimated Tax for Indlviduals.
Otherwiss, you might owa additional tax.
Or, you gan usa the Deductions,
Adjustments, and Other income Workshest
an page 3 or the caloulator at www./rs.gov/
W4App to make sure you have enough tax
withheld from your paycheck. if you have
pension or annuity income, see Pub. 505 or
use the calculator at www.irs.gov/W4App
1o find out if you shouid adjust your
withholding on Form W-4 or W-4P,
Nonresident aflen. if you're a nonresident
allen, see Notice 1392, Supplemental Form
‘W-4 instructions for Nonresident Allens,
before compisting thia form.

Separate here and give Form W-4 to your empioyer. Keep the worksheet{s) for your records.

Employee’s Withholding Allowance Certificate

Specific Instructions

Personal Allowances Worksheet
Complete this worksheet on page 3 first to
datermina the numbar of withholding
allowances to claim,

Line C. Head of homholdpleasa note:
Gerierally, you can claim head of
housshold fillng status on your tax retum
only if you're unmarried and pay more than
50% of the costs of keeplng up a home for
yourssif and a qualifying Individual, See
Pub. 501 for more information about filing
status.

Line E, Child tax credit. When you file
your tax retum, you might be alligible to
claim a credit for each of your qualifying
children. To qualify, the chiid must ba
under age 17 as of Decembaer 31 and must
be your dependant who fives with you for
mora than half the year. To leam mare
about this credit, see Pub. 972, Child Tax
Cradit. To reduce the tax withheld from
your pay by taking this credi into acocount,
follow the Instructions on fine E of the
worksheet. On the workshseet you will be
asked about your total incame, For this
purpose, total incame includes all of your
wages and other income, including income
eamed by a spouse, during the year.

Line F, Credit for other dependents.
When you file your tax retumn, you might be
gligible to olaim a credit for each of your
dependents that don't qualify for the child
tax credit, such as any dependent childran
age 17 and oider. To iearn more about this
credit, sse Pub, 505, To reduce the tax
withheld from your pay by taking this cradit
into acoount, follow the instructions on line
F of the workshest. On the workshest, you
will be asked about your total income. For
this purpose, total income includes all of

OMB No. 1645-0074

Department Treasu » Whether you're entitied 20 clalm a certaln number of allowances or exemption from withholding is
mgﬁﬂ’m" subject to review by the IRS. Your employer may be required to send a copy of this form to the IRS. 2(@ 1 8
1 Your first nams and middle initial ‘_l.astname 2 Your social security number
, Muldrow

Elijah

Home address (number and street or rural muta)

471-29-8188

3(@singie () Maried ()] Married, but withhoid at higher Single rats.

6915 Humboldt ave N =t Note: if married tlling separately, cheok *Manied, but withhold at higher Single rate.”
GCity or town, stats, and ZIP coda 4 It your last name differs from that shown on your social seourity card,
Brooklyn Center 55430

cmuhm.voummauaoo-nz-mamammmm ».

& Total number of allowances you'ra claiming (from the applicable 'workshaat on the following pages} . .

6  Additional amount, if any, you wan$ withheid from each paycheck . . .

7 Iclaim exemption from withholding for 2018, and | certify that | mest both of thefollowlng oondmons for exernption.
« Last year | had a right to a retund of all federal Income tax withheld because | had no tax llability, and

» This year | expeot a refund of all federal income tax withheld because | expect ta have no tax llablgl«_ry'.

7]

if you meat both conditions, write *“Exempt” here .

's]0
(81§ o

>

Under penalties of perjury, | declare that | have examined this certificate and to the best of my knowledga and belief, it Is true, comect, and complate,

Employee's signatura eljatmmtelon
(This torm Is not valid unless you sign i) » = Pewdwipas s Date» Mar 19, 2018
8 6 and address (Em) mvpletebuxessandwumﬁ‘ to IRS and eto 8 First date of 10 identification
E‘J&s"‘&f‘é‘f m 1€?fs:nd1ngto( State rectoty of New Hiroa} i Ll smployment mmm
For Privacy Act and Paparwork Reduction Act Notice, see page 4. Cat. No. 10220Q mew-4 2018)



m‘ DEPARTMENT W-4MN
OF REVENUE

2018 Minnesota Employee Withholding Allowance/Exemption Certificate

Employees

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

+ Claim fewer Minnesota withholding allowances than your federal allowances

s Claim more than 10 Minnesota withholding allowances

o Want additional Minnesota tax withhe!d from your pay each pay period

* Claim to be exempt from federal withholding or clalm to be exampt from Minnesota withholding

Do not compiete this form if you are claiming the same numbar of Minnesota allowances as fedaral and the number clalmed is 10 ar less.

Employae’s first name and inittal Last ame Employae’s Sotial Security number
elijahmuldrow . 471-29-8188
Permanens stdress Marital stetus {check one box)
6915 Humboldt ave N ()] e WA b oy sovgzatect of
Gty State 2ZiP code Married
Brooklyn Center 55430 Married, but withhold at higher Singla rate

Employees: Read instructions on back, complete Saction 1 OR Section 2, sign and give the completed form to your emplover. (Do not complete
both Section 1 and Section 2, Completing both sections will make the form invalid.)

{) section 1 ~ Determining Minnesota aflowances

Complete Section 1 if you claim fewer Minnesota allowances than your federa| allowances, AND/OR if you want additionsi Minnesots withhold-
Ing deducted each pay period.

1 Total number of federal allowances clalmead on federal FOrM WA . .o.vvuieieereceocrrocecnrersonenresd
2 Total number of Minnesota allowances (line 2 connot be more than line 4} ..... 0000000000 d00T00000A0 2
3 Additional Minnesota withholding you want deducted each pay period. o oo ovveevnnrans Tyl oy oy N S————

£ section 2 — Exemption from Minnesota withholding
Complete Section 2 if you claim to be exernpt fram Minnesota Income tax withhelding {see Section 2 Instructions for qualifications). i applicable,
check one box below to indicate the reason why you belleve you are exempt:
{ maet the requirements and claim exempt from both federal and Minnesota income tax withholding,
Even though | did not cleim exempt from federal withholding, | clalm exempt from Minnesota withholding bacause | had no Minnesota

Income tax llabiiity last yaar, | received a refund of all Minnesata income tax withheld, AND | expect to have no Minnesota Income tax liability
this year.
My spousa Is 8 military sarvice member assigned o a military location in Minnesota, my domicile (legal residence} is in another state, AND |
am in Minnesota solely to be with my spouse, My state of domicile Is
1aman American Indian living and working on a reservation.
lam a member of the Minnesota National Guard or an active duty U.S, milltary member and claim exempt from Minnesota withholding on
my mititary pay.
| recesve a military pension or other military retirement pay as caleutated under Title 10, 1401 through 1414, 1447 through 1455, and 12733
and claim exemnpt from Minnesota withhelding on this retirement pay.

1 certify that ail Information provided In Section 1 OR Section 2 is correct. | understand there is a $500 penalty for filing o fulse withholding allow-
ance/exempiion certificate.

St S g amulslron °** Mar 19,2018 PRrime TS €12-404-7234

Employees: Glve the completed form to your employern

Employers

If you are required to send a copy of this form to the Department of Revenue (see instructions), you must enter the employer Information below
and mall this form to: Minnesota Revenue, Mall Station 6501, St. Paul, MN 55146-6501. {Incomplete forms are considered invafid.) A $50 penalty
may be assessed for each requirad Form W-4MN not filed with the department.

Keep a copy for your records.
Name of employer Federal employer ID number {FEIN) Minnesota tax ID number
Address City State 21P code

rer.12/17) Questions?  Website: wwwi.revenue. state.mn,us. Email: withholding.tax@state.mn.us. Phone; 651-282-9999 or 1-800-657-3594,



empiover schstions skt rg group
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, wages will be paid by Payroll Debit Card.

PECC O R BRSO EOIG A O

(= phurow [ oe gigp D i
CSECTiobs 2 Pay ROt B TN

| ) Direct Deposit (Please complete Sections 3 and 5 below)
(@)] Payroll Debit Card (Please complets Sestions 4 and 5 bolow)
SEEHORNSC R DIREE Y PE ST

Update Bank Accomnt
Bank Name:

[] aper Check (Option available 1o GA NH and NY residents oniy)

Note: Direct Deposit accounts may take up to 7 days to be activates
1 understand and acknowledge that if 1 do not provide a
voided cherk with this direct deposit form, I am
responsible for any delays in payrell or extra costs
incurred if the account number that 1 provide is Incorrect,

Routing#
Accounth

Account Type: DChackm Savings | LIl Other e

To help us avoid making an ecror, please attach a copy of & voided check, (a deposit slip will not work)
I'you change banks, do not close your old bank account until your direct deposit has started at the new bank, which may teke 2 pay periods,

Inhtial €M Dste 3/19/18

SECHION L PANROLUL DI GARD

Federal law requires all financial instimtions to obtain, verify, and record information that jdentifies each person who gpens an account. In arder to
mequest a Payroll Debit Card for you, we must provide all of the following information that will ensble the financial institution to identify you, If
you do not submit a Direct Deposit/Payroll Debit Card Authorization, ESSG will provide the necessary information and issue you a Payroll Debit
Card to pay your wages, For yoor protection, the financial institution may ask you to provide them additional idestification $uformeation so they can
verify your identity.

Bxoept for the routing and account number, ESSG does not have access to any information rogarding your Payrofl Debit Card account or
transactions. On your first payday, you will receive your now Payroll Debit Card, and a packet containing all of the terms and conditions. You will
then sign acknowledging that you received the Payroll Debit Card and packet, Your Payroll Debit Card will be reloaded on each payday you receive
wages,

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

First Name ¢ icah ML o LestNeme  uiidrow Data of Bith 10.94-1994
Streat Addross po BoxNoTACCTFTABLE 6015 humboldt ave n Social Security? 471-29-8188
'C#y  brooklyncenter | St TZp poaan | Cell Phone mobile)  £19_g04 7734

RECEIPT OF PAYRQLL DEBIT CARD (to be completed when you pick up your Payroll Debit Card)

Payroll Debit Card Routing # Payroll Debit Card Account # I/, gs 3 [_,,DDQ -7}‘48 ;;7 ;

1'have received my Payroll Debit Card, welcome brochure, program fees, program terms, conditions. and disclosures, By activating my Payroll Debit Card,
1 am agresing to the program terms, conditions, and disclosuses that are included or mads availahle to me from time 70 time from the financial institution. 1
awthorize the financial instiution to debit my Payroll Debit Card account for the fees described in the fee scheduls that is part of the program terms,
conditions, and disclosures.

Employee’s Signature: elﬂo'gmuldmw! (Har 1,3018) Date; Mar 19,2018

SECTION & AUTHORIZATION
T authorize BSSG to directly deposit my perindic wages'sompensation paymants, niet of reqaired tax withholdings, other requited withholdings
or autherized dedustions, inlo my account(s) as designated above and to initiate. if necessary, debit entrias and adjustmentsfor any aredit entries

made in error to my uccount(s), * E-mail is required for pay stnb information.

*E-mail: _ @
this information will anly be used to send your paystubs electronically

Employee's Signature: _é%& Date:_Mar 19, 2018 |




EMPLOYER SOLUTIONS STAFFING GROUP
BACKGROUND CHECK AUTHORIZATION

elijahmuldrow
(First) {Middle) {Last)

Employee Name:

Former Name(s) and Dates Used:

Current Address Since; _0-17 colfax uptown uptown 55433
(Mo/¥r) {Street) (City) (State/Zip)
Previous Address From:_-14
(Mo/¥r) {Street) (City) {State/Zip)
Previous Address From:; 6-12
{Mo/Yr) {Street) (City) {State/ZIp)
Social Security Number:___471-23-8188 DOB: 10-24-1394

Phone Number: 612-404-7234

Driver’s License Number/State:

The information contained in this application is correct to the best of my knowledge.

| hereby authorize Employer Solutions Staffing Group, LLC and its designated agents and representatives to conduct a
comprehensive review of my background causing a consumer report and/or an investigative consumer report to be
generated for employment purposes. 1 understand that the scope of the consumer report/ investigative consumer
report may include, but is not limited to the following areas: verification of soclal security number; credit reports,
current and previous residences; employment history, education background, character references; drug testing, civil
and criminal history records from any criminal justice agency in any or all federal, state, county jurisdictions; driving
records, birth records, and any other public records.

| further authorize any individual, company, firm, corporation, or public agency to divulge any and all information, verbal
or written, pertaining to me, to Employer Solutions Staffing Group, LLC or its agents. | further authorize the complete
release of any records or data pertaining to me which the individual, company, firm, corporation, or public agency may
have, to Include information or data received from other sources. Employer Solutions Staffing Group, LLC and its
designated agents and representatives shall maintain all information received from this authorization in a confidential
manner in order to protect the applicants personal information, including, but not limited to, addresses, social security

numbers, and dates of birth.
Signature: ___ SAdllny Date: __Mar 19,2018

Notice to CA, MN, and OK Residents:
Please check the box below if you wish to receive a copy of a consumer report that is requested.
[E1# wish to receive a copy of any Buckground Check Report on me that is requested.




EMERGENCY CONTACT INFORMATION

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

Pmployes Natas: elijahmuldrow

Address: 6915 humboldt aven
612-404-7234

Home Phone:

% EMERGENCY CONTACTS '
Please list two people (in priority order) who could beé contasted In case of an emergéncy

Contact #1 Home Phone:
Name: Mikejackson Cell Phone: 612-940-0366
Relationship:  brother Work Phone:

Contact #2 Home Phone:
Name: joe Cell Phone: 612-824-7645
Relationship: ‘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.



emplover soiutions staffing group..

STATEMENT OF CONFIDENTIALITY

This agreement made this®Z]_day of Martin , 2015, between
Employer Slqlutlont\Stafﬁng Group LLC, hereinafter referred to as “employer”,
and hereafter referred to as "employee”.

WITNESSETH:

For the duration of my employment and after resignation or termination of
this employment with employer, for any reason whatsoever, the employee shall
not use or disclose to any other person or company, and confidential or
proprietary information or know-how related to the business of the employer.

In view of the difficulty of determining the amount of damages which may
result to the employer from a violation of any of the provisions hereof, the
employee agrees to pay to the employer the sum of $10,000 as liquidated
damages for every such violation; provided, however, that the payment of such
amount as liquidated damages shall not be construed as a release or waiver by
the employer of the right to prevent any such violation in equity or otherwise.

%mulﬂmw {Mar 18,2018)

Employee Sig nature

ng Group LLC, Representative
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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 fo 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 appoiniment, a
minimum of once every two weeks. M.R. 5221.0420 requires that your physician
cooperate with returh 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. .

[¢) ur emplover immediately of a ew injuries or conditions that im
your physical condition.

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

1 have read my responsibilities and agree to abide by these guidelines.
Signed: W idrow (Mar 18, 2018)

Printed Name: elijahmuldrow
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Important/importante
LOST OR STOLEN PAYCHECKS

If a paycheck is lost (missing, misplaced, destroyed, lost in the mall, 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

81 un cheque de pago se plerde (que falta, fuera de lugar, destruido, perdido en
el correo, etc), usted debe nofificar a su reclutador de personai 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 resmitir el cheque a usted, descontando
un cargo de entre $ 25 - $ 35.

Sl su cheque de pago fue robado, primero debe denunciar el robo a la policia
antes de que podamos volver a emitir ¢l cheque. Una vez hecho esto, usted
debe proporcionar una copia de la denuncia a su reclutador de personal que el
cheque fue robado. Si el cheque no ha sido cobrado y si la pérdida de! cheque
no fue su culpa, ESSG emitird un nuevo cheque y no hay cuota se deducira,

AGREED/SE ACUERDA—

Name/Nombre (con letra de moldg); _©llahmuldrow

§lg naturemma: ell]u’Emuldmw {Mur 19, 2013)




-

employer solsticns staffing group.
ESSG WORKPLACE SAFETY POLICY

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

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

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

(5) Provide safety training in a language and vocabulary workers can
understand.

ESSG is committed to vigorously enforcing its OSHA Compliance Policy.

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

e Responsibility to work in compliance with OSHA laws and regulations

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

o Responsibility to report workplace hazards and dangers

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

You have the following basic rights:

- » Right to refuse unsafe work
» Right to know or be informed about actual and potential dangers in the
workplace
o Right to review copies of appropriate standards, rules, regulations and
requirements that the host employer is required to have available at the
workplace.



amployer sclutions staffing group.

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

» Right to gain access to relevant personal exposure and medical records.

You can have your name withheld from the host employer and any other entity, by
request, if you sign and file a written complaint. You can request to be advised of
OSHA actions regarding a complaint, and request an informal review of any
decision not to inspect the site or issue a citation. And, you can file a corplaint if
you are punished or discriminated against for acting as a “whistleblower” under the
OSH Act or 18 other federal statutes for which OSHA has jurisdiction, or for
refusing to work when faced with imminent danger of death or serious injury and
there is insufficient time for OSHA to inspect. Retaliation or reprisal taken against
anyone who has expressed concern about workplace safety is illegal.

If you believe that your right to a safe workplace has been violated, you can make a
report toa manager of the host worksite employer and/or ESSG (by telephoning

56.496.7678) and asking for the ESSG Safety Director. You can
aJso contact OSHA d:rect]y with any concern. ESSG recognizes the serious nature
of ensuring workplace safety will endeavor to protect any employee who may have
been subjected to unsafe or hazardous worksite conditions,
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B

Acknowledgement of Receipt of Workplace Safety Policy

1 certify that I have received a copy of Employer Solutions Staffing Group’s ESSG
WORKPLACE SAFETY POLICY. I understand that it is my responsibility to read
this policy and ask my supervisor, a member of management or to telephone
Employer Solutions Group (ESSG) at 952.8385.1288/1.866.496.7678 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)
efijahmuldrow

Employee’s Signature:

emn'%uwmw(mrn,znm) Date: Mar 19, 2018




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. 1 have read the entire contents of this policy and | am aware and fully
understand: (a) the policy and its contents; (b) what conduct the policy prohibits and the
consequences of such conduct; (¢) my rights under the policy and the consequences if |
exercise 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. 1
understand that this policy in any form, and any employee handbook including this
policy, are not a unilateral employment contract or offer thereof.

3. ] hereby voluntarily consent to ESSG, or its health service providers, or
other persons or entities acting for or with them, to collect a body component (blood,
urine, breath, or any combination thereof) from me for testing for alcohol and/or drugs. |
understand that the laboratory selected by ESSG may conduct testing and other
analysis on the sample provided by me. | further voluntarily consent to the laboratory’s
disclosure to ESSG of the results of my drug and/or alcohol test and other information
related to the test.

s
%W&MB}

Individual's Name

Mar 19,2018
C_)ate

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



- 8850 Pre-Screening Notice and Certification Request for
(Rev. Merch 2016) the Work Opportunity Credit OMB No. 1545-1600

Department of the Tragsury

Intamal Revernue Service >mmnabomrmnaammmmpmmmwmnmmmgwmmm

Job applicant: Fill in the lines below and cheok any boxes that apply. Complete only this side,
Your name elijahmuldl’ow Soctal security number > 471-29-8188

Strest address whers you live 6915 Humboldt ave N

City or town, stats, and ZIP code _ Brookiyn Center 55430

County hennepin Telephons number 612-404-7234

If you are under age 40, enter your date of birth (month, day, year) 10-24-1994

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 Chesk here if any of the following statements apply to you.

e jam amembsrofafamﬂythathasmceWedmlstanoefmmTemporaryAssiatanoeforNaedy Families (TANF) far any 8
months during the pest 18 months.

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

» | was referred here by a rehabilitation agenocy approved by the state, an employment network under the Ticket to Work
program, or the Department of Veterana Affairs.

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

e During the past year, | was convicted of a felony or released from prison for a felony.

» | recelved supplemental security income (SSI) bensfits for any month ending during the past 60 days.

o | am a veteran and | was unemployed for a period or periods totafing at least 4 weeks but less than 6 months during the
past year.

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

(]

Check here if you are a veteran entitied to compensation for a service-connected disability and you were discharged or
released from active duty In the U.8, Armed Forces during the past year.

»

[D Check here If you are a veteran entitled to compensation for a service-connected disabliity and you were unemployed for a
_ period or periods totaling at least 8 months during the past year.

Check here if you are a member of a famlly that:
» Recelved TANF payments for at least the past 18 months; or
« Received TANF payments for any 18 months beginning after August 5, 1897, and the earilest 18-month patiod beginning
after August 5, 1997, ended during the past 2 years; or

» Stopped belng efigible for TANF payments during the past 2 years becauss federal or state law Iimited the maximum time
those payments could be made.

7 Check hera If you ara In a period of unemployment that is at least 27 ponseoutive weeks and for all or part of that period
you received unemployment compensation,

Signature—All Applicants Must Sign

Under penaltias of perjury, | declare that { gave the above information to the employer on or belore the day | was afferad a Job, and it is, to the best of my inawladge, trus,
correst, and complete, :

Job applicant’s signature » u'ﬂgmlldml(ﬂarl‘l.ws) Date Mar19,2018

For Privacy Act and Paparwork Redustion Act Notice, see page 2. Cat. No, 228511 Form 8850 (Rov. 3-2016)



Form A (rev. 03/2017) TAX CREDIT QUESTIONNAIRE

EMPLOYER SECTION:
Client:

| Company:
| Location: Position: Starting Wage: $

EMPLOYEE SECTION:
First Name: Last Name: Suffix: Street Address: City/State: Zip:

| elijahmuldrow 6915 Humboldtave N brooktyn center 55430
SSik: Date of Birth: Age: Have you worked for | If yes, location:

471-29-8188 10-24-1994 23 ﬁ;,’gaaa béfm? N/A

Please complete all guestions, and sign and date the form. Yes No

1. Have you or has anyone living with you received Temporary Assistance to Needy Families (TANF) O @
at any time since August 5, 19972 (if yes. please provide information below.)
Name of the person recelving benefits: _____ Relationship to you:
City: County: State:

e s

2. Have you or has anyone living with you received Food Stamps (SNAP) at any time during the past 15 months? Q
(1f yss, please provide information below.)

Nama of the person recelving benefits: Relationship to you:
City: County: State:

3. Haveyou received Supplemental Security Income (SSI) at any time within the past 3 months? O
Please note, this is not the same as Social Security benefits (S8) or Sacial Seourity Disability (SSDI) benefits.,
*If you checked yes please provide a copy of your SSI docunentation.

@

AN . E————

4. Have you received any type of vocational rehabilitation services within the past two years? O
1f yes, please indicate which type of agenoy you worked with and provide their location information below:

D Vocational Rehabilitation Agency g Dept. of Veterans Affiirs Employment Network (Tickst to Work Program)
Name of Agency: ____ Phone#:
*[fyou checked yes please provide a copy of your active Individual Work Plan and Ticket 1o Wark documentation.

@l @

S, Areyou a Veteran of the U.S, Military? *[f’yes, please provide a copy of your DD-214 and letter of separation.
(If yes, pleass provids information below. fno, pleass continue to question #6.)

Dates of Service - From: Tos

Branch of Service:

Are you entitled to or are you receiving compensation for a service-connected disability?
6. Have you been nnemployed st any time during the last 12 months?

If yes, dates of unemployment - From: To:

Did you receive nnemployment compensation at any point during your unemployment?

If yes, in which state did you receive wnemployment compensation? __

Q
©

Ql @ aE
@ @ ap

7. Have you been convicted of a felony or released from prison for a felony conviction in the past 12 months?
Conviction Date: Release Date:

Was thisa [J] Federal or [ State conviction? If State ~ County: State: ____
c T T Aamemteegn 5

IEC (Native American); Are yon or your spouse a member of a Native Americav Tribe? O @
] Ifyow checked yes please pravide a copy of your CDIB card.
| CA Residents: [[] Are you the child of foster parents? [C] Do you receive CalWorks? [[]] Workforce lavestment Act?
. Ate you a migmnt or seasonal farm worker? [} Have you ever been convicted of a misdemeanor?
| SC Residents; [ Do you receive Pumily Indepondence Benefits?

PLEASE READ, SIGN, AND DATE:

Under penalties of perjuty, 1declare the information above to be true and qecurate tn the best of my knowledge, and | hereby authorize any agency, organization, or
individuals 1o supply such verification or inforwation that may be needed 1o determne tax crodit eligibility to my emplayer. employer representative (Associated
Cunsuliants, Inc. dba Retrotax). or the Deparimem of Labor.

New Employee Signature: Date: Maris, 2018




U.S. Department Labor OMB Control No. 1205-0371
Employment and Training Administration 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 Form 8850 or {f filed
separately, with ETA Form 9061 (or ETA Form 9062) for each certification request filed for the new target
group,

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

New Hire’s Signature: ;ﬁ% Date Marld, 2018

New Hire Name: __elllahmuldrow

Social Security Number: 471-29-8188
Employer Name:

Please check the statements below if they apply to you.

O 1declare 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.

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

(Enter start date)

Privacy Aot Nofice: '

The Intemal Revenus Code of 1986, Seciion 51, as amendex and is enacing lagisiafion, P.L. 104-188, specify fat the State Workforce Agencies ara the
*designaled” agencies responaible for administering the WOTC cerffication procedures of this program. The information you have provided complsting this
fom wil be distiosad by your emplayer to the State Workiorce Agency. Provision of tis Informeation is voluntary; howaver tha information is required to
determine your employar's eligihiBty for the fedars! tax credit

Public Burden 8tatement:
PemnsarenotqumdmraspmdhﬂﬁsmﬂaeﬁmdhfamﬁnnwlmﬁdiaplaysawmﬂyvaﬁdOManhdnumbet.Respondams‘obmﬁonto
complete this form is required to obtain or retain bensfits {P.L. 111-6). Public reporiing burden s estimated to average 10 minutes par response, including the
mwmmmmmmmmwmmmmmmmmmmmm
information. Send comments regaring this burden estimate to the U.S. Deparment of Lahor, Divisian of Nefional Programs Tools Technical Assistance,

Room C-4510, Washington, D.C, 20210 {(Papework Redugfion Project 1205-0371), Pleasa do nol submit completed forms to fhis address.

117-

ETA Form 9175 (Rev. November 2016)
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Enhanced MEC_Plan 1

Rehire Rehire Date

City State Zip Code

Gerdor L Wale | Warital Status || Single | Date of Birth
[] Femate |1 Mamied L1 pivoroed|
Phone Number: Emall Addrass:

Dete of Hire

Please Select Desired Coverage:

| Employee Only - [J]| Employee+Spouse - Employee+Child(ren) - [T] Family -
$24.00/Week $38.00/Week Lﬁ-‘ $38.00Week $63.001Week

S B A R e A i :
Pt T A I S AT

_ Soci) Securty # BithDate | 5% Relationship ‘1
o - Male 8 useD Clh‘lldD
rﬂﬁm ' o e Female E Domestic Partner
‘mr e TR R TR TR R A R B ST  RRARE = R ST O R T R R R B
Sacial Securily# BirthDate | S&% Relationship
s 1 stae spouss [ conal]
i I S — W w B R
; - e Rmn __P
O O
— Male Spouse Child
e i D Famsla Domestic Paytner
umonmsor;covma:msr.m
EBFF. DATE
EFF.DATE
EFF. DATE

Emploves Acinevistgsmen and Authoraztios - | hareby apply for the group benefit{s) as indicated. | acknawledge that all entrias are trua and complate and that
any misstatamants or faflure to report Information may be used as the basis for capcellation of coverage for me and my dependentis), if any, from the original
affectiva date, Further, | authorizs my employes to maks the necessary payroll deduction of premiums for coverages ) hava elected.

yﬁ ENROLLING - YOU MUST SIGN HERE

Employse Signature Date Mar 19, 2018
SNPLOVERS DECLINING lam DECLINING coverage

) understand that | and/or my depentiants, if any, walve any coverage and desire to participate in the plan 2t a later date, Ilws may be considered a fate enrolfise and
must mestthe mmmmmmmwﬁmmﬁrﬁwmmmmeﬂm or dental pi if) decline enroliment for myself or my dapendants
ﬂmlndlngmswm)bmseufcﬁtermmga,lmay,mﬁmmheablehmllmwalfurmdepend n this plan, provided | request enrollment within 39
days after ths other coverage ends, In addition, if 2 new dependent relationship forms es a result of marriage, hirth, adoption, placement for adoption of parting suit}
nfadnpﬂou.Imaybanblammmllnws\forwdependem.pmviﬁadlmquastanmﬂmautwtﬂdnm days of tha avent. .

IF DECLINING- YOU MUST SIGN HERE

e B oate Mar 19,2018
Employer Solutlons Stafiing Group Health Benefits Team
PO Box 46270
Minneapolis, MN 55344

Phone: 852-767-9518 Fax: 852-767-8515
Email. Health@employemsoiutionsgroup.com



Fixed Indemnity Medical Benefits Plan 2 :
VS 219801-ESG1  OFFCEUSEONY  (OCATION______ RedreDate__/__/__

— s e e mea o

T PRINT USING SLACK or BLUE INK (Must Be Filed Out]

Sodial Sacurity # rome Phone SQD@ Eﬁh

ENROLLMENT FORM £SC CUUNAC-MN;) P1 v18.2

BECOREDEVREGYEEIR

Acdrass Lpn
C:‘y Sate S | | Date of Birth
7 i

: Eb’?ﬁ No. If Yes, plesse continue,
Medicara Health Insurance Claim Numnber {HICN} Medicar= Effective Date

I\é;;a o-f Coveraa‘ F;e:.rsbn {s):

P o g e S o S b o

7 payroll Deducted Weskly Rates

You MUST select a coverage level before any benefits in Section C, Your ::ov;ag; leve! for the all benefits in Section C will be
identical. The Fixed Indemnity Medical Plan, Denal Plan, Term Life Plan, and Short-Term Disability plans are underwritten by BCS

T ial

fror e, i S

Insurance Company. The Vision plan is underwritten by Companion Life Insurance Company.
SELECT COVERAGE LEVEL T INEVINITY | penray VISION TERMUFE | SIORTTERM
Employee Only $2025 _, $6,17 ” $242 $0.60 ;:? $4.20 J“:\r
Employee + 1 $41.10 $12.34 $4.92 $0.90
Employee + Family $54.88 $20.36 $6.56 $1.80
NQ 1o ALL Benefis g . Yes I INo Yes Dino | Olves No Yes 1 No Yes M INo

1This coverage is not available %o residents of NH, Hi, or PR. *STD is not available to persons who work in CA, Hi, NJ, NY, or RL

For Term Life / Accidental Death & Dismemberment, please write in your beneficiary information. Accidental Daath &
Dismemberment is part of the Term Life Benefit.

Name Relationship

e e v by — A — - s - — e o W R —— S o — P Wy -

10N
Soclal Security # Date of Birth_ Sex Relationshi

/7 D@ﬂ:ﬂ SpouseE Child D Domestic Pariner
Name Social Security # Date of Birth__ Sex lationship

¢+ O3 @ﬂj a spouse[ ] Child [JDomestic Partner
Name Social Security # Date of Birth__Sex Relgtionship

/7 D [[Bpouseﬁ Child DDomestic Partner
Name Social Security # Date of Birth  Sax Relationship

¢+ CmED Ospouse [ chitdld] Domestic Partner

e e TSN YOU MUST SIGN AND DATE, EVEN IF YOU DECLINE COVERAGE
| have read the benefit packet.and understand its limitations. | undarstand that open enrollment is only available ‘or

a limited time and | understand that making no benefit selection is a declination of coverage.

Mar 19, 201 B> SIGNATURE

S

DN_.‘E sy - e e - Ty B T3

*This Plan DOES NOT Alleviate the Individual Mandate Penalty*

This is sn Essential Sta¥CARE Enroliment Form.



