‘ 8/28/2017 E-Verify: Print Case Detafls - Praview

‘EVerify

SENSITIVE BUT UNCLASSIFIED

Case Verification Number: 2017241114249HD
Report Prepared: 08/20/2017

Company Information

Company ID: 47428 Company Name: Employer Solutions Staffing Group

Employee Information

Last Name: frankiin First Name: evans
Date of Birth: 12/18/1998 Soclal Sscurity Number: *** ** 5592
Hire Date: 08/28/2017 Citizenship Status: A citizen of the United States

Document Information

List B Document: Driver's license or ID card issued byaU.S. stateor  List C Document; Soclai Security Card

outlying possession
Document Name: Driver's license - Document State: Wisconsin
Drivers License or ID Card Number; 1522419845800 Document Expiration Date: 12/18/2023

Case Status Information

Current Case Result; Empioyment Authorized Empiloyer Case ID:
Case Submitted On: 08/29/2017 Case Submitted By: SGLAG832

SENSITIVE BUT UNCLASSIFIED

hHnodin waslficoinata Lt tmmram - e e -



PO Box 46270
Minneapolis, MN 55344-9956

Tel:.952.835.1288

www.esgstaffingsolutions.com

employer solutions staffing group..

New Hire Application

Personal Data~- PLEASE PRINT LEGIBLY IN INK

Last Name_C Viaf First Name P r8n ki A Middle Initial _4
Street Address ] 3 Y 5 Farnn 4 Fdn C+ Apt/Ste 4 ﬁ

City/State/Zip _ $q1n } Eq(/l AN 5517 ___Social Security Last Four XXX-XX- 2
Phone Number _§ [~ 599, ‘_{[gg 2 Email Address -Efﬂﬂj—Eﬂﬁ-hi‘"‘ @ LOLKEEMY;|. (o

Staffing Agency/Recruitment Partner __|

All offers of employment are conditional upon satisfactory proof of ide: and lsgal abiiity to work In the U.S.A.
Are you iegally authorized to work in the United States of America? VES CINO
Applicant Certification and Authorization

I authorize Employer Solutions Staffing Group (ESSG) to use the information and statements contained in this application to determine my
qualifications for employment. | authorize ESSG to make inquiries of my former employers, except as indicated in this application,
regarding my previous duties, responsibilities, performance, compensation and eligibility for rehire.

| understand that a comprehensive background check may be conducted to determine my elligibility for hire by certaln clients of ESSG.

This may include but Is not imited to, investigations of criminal and/or conviction records, driving records and/or a drug screen test as
required by clients, government regulations or by ESSG policies.

I release ESSG and other persons or entities from any claims that might be based on ESSG's decision to conduct a background check.
I certify thet all statements made in my application are true and accurate and that | have not omitted any material information or provided
faise or misleading information. | understand that any material omission or misrepresentation will resuit in my disqualification from
consideration for empioyment or, if discovered after | begin employment, will result in my termination.

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

ORI (2 1flrel1 7
Name (Print or type) Applicant’s Signature Date

A copy or facsimlle (“fax") will be considered the same as an original signature. Emall wiil ONLY be used for employment correspondence

For ESSG Office Use Only
DOH NHW I-9 8850 w4
Emergency Contact Info | Background Release Form Background Results Unemployment Letter ESC Appiication
(if applicable)
For ESSG Client Use
DOH ROP Work Site Loc. WC Code

ESSG - CMG_SM Rev. 04/2017



Employment Eligibility Verification USCIS

Department of Homeland Security OME g?;;;go v
U.S. Citizenship and Immigration Services Expires 08/31/2019

R I | e e e e e T T I T e e T

P>>START HERE: Read instructions carefully hefore completing this form. The instructions must be avallable, either in paper or elactronically,

during completion of this form. Employers are llable for errors 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 present to establish e = and ide e refusa B e {o emplo

lén 1. Employee Information and Atieatation (Empioyeas myst sompiets and sign Seation { of Farm 1-4 nd later
than the finst day of smployment but nat bsfore 4ucspting a ob offer) _

i l
Last Name (Family Name) First Name (Given Name) Middle Initia} Other Last Names Used (if any)

Evanj Fetypicn | A

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

1345 FQprinqton S+ 61 fain ¥ fouf mn | §51i7

Date of Birth (mm/ddZVyyy) U.S. Social Security Number Employee's E-mail Address
1 1gliges “[ulg] - [slrlal ! ewyn

| am aware that federal law provides for Imprisonment and/or fines for false statements or u§
connection with the completion of this form.

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

Empioyee's Telef:hone Number

ﬂf;%se documents in

bsl-sq2 - Ysog

[14'1. A citizen of the United States

[] 2 Anoncitizen national of the United States (Ses instructions)

|:] 3. A lawiful permanent resident  (Alien Registration Numbar/USCIS Number):

|:| 4. An alien authorized to work  until (expiration date, if applicable, mm/dd/yyyy):
Some aliens may write "N/A" in the explration date field. (See instructions)

Aliens authorized to work must provide only one of the following document numbers to complete Form 1-9: mﬁﬁ%‘;]ﬁﬂ;’g;m
An Alien Registration Number/USCIS Number OR Form |-94 Admission Number OR Fareign Passport Number.

1. Alien Registration Number/USCIS Number:
OR

2, Form 1-84 Admission Number:
OR
3. Foreign Passport Number:

Country of Issuance;

Signature of Employee M /L/ in Today's Datedfwl )’ Vo

rgparef andlor Translator Gertifiuation (ehiegk one)i : |
[ did 18t use @ preparer or translstor. [ ] A praparer(s) dndjar trdnsiator(s) assisted the employee in eampléfing Ssdtion 1.
9 below must bp bemplpted and signed when areparers @ndior iranslafors assist an emplayes in campleting §egtion 1)

| attest, under penalty of perjury, that | have assisted In the completion of Section 1 of this form and that to the best of my
knowledge the information is true and correct.

Signature of Preparer or Translator Today's Date (mm/ddAryyy)
Last Name (Family Name) First Name (Given Name)
Address (Street Number and Name) City or Town State ZIP Code

@ Employer Completes Next Page @

Form I-9 11/14/2016 N



Employment Eligibility Verification N USCIS

Form I-9
Department of Homeland Secnrity -

. Identity and Employment Authortzation Idantity 8 Employment Authortztion
Document Tiie Document Title
Tssuing Authorfly SoC,
Document Number T SA
um 4
s \4-b4s &80 - 1S SS9
Expiration Date (i any)(mm#idfyyyy) k BtplraﬁonDab{lfany){mmldwyyyy) Expiration any)(mmiddlyyyy)
. i\~ \¥- 200>
Issuing Authority E Additional information T : W' '
]
[ Document Number .
8 I
 Explration Date (7 any)(mm/ddyyyy) 'r
' £
Document Title E
Tasuing Authorfty
[Expiraion Date (7 any){mm/aanyyy) ;

corllﬂcatlon'laﬂnt,uwpemltyofpoduly,ﬂmmlmmmlmdhdocumem(a)prdunhdhyuuabmnamdomplcyu,
(d) the above-listed document(s) appsar to ba genuine and to relate to the employeo named, and (3) to the best of my knowledge the
:;&y;mmmmmmmmuwm

pléyes's first day y g pmployment (mmvldyyyy): aOR-0A-22 2 (Seo Instructions for exsmptions)

8 of Employer of Aithgfizeld Representative Today'a Date (mmiAidlyyy) | Titlie of Employer or Authorized Representative
' L 69 -7 ol "\|recruiter

Firat Name of Employer or Authorized Representative | Employer's Business or Organization Namse

Glasby

Shelby Employer Solution Staffing Gro
Employer's Business or Organization Address (Sjfee Cily or Town State | ZIP Code
7480 Flying Cloud Dx"ive Suite 2 Eden Prairie MN 55344

v )q an” '.ﬂ’&""‘l( z - nxuv:q (. lnm\ Buu ﬁ’, o n ;é‘
contifiuig emirioyme Mum.m 3 m.,ua,.\-ei.;n; PO e ‘.’

] attest, undorpenaltyofpoljury,thathllnbatofmymmbmpluynhaummudbmrklntmuﬁmsm andif
the employee presented document(s), the document(s) | have examined appear to ba genuine and to relate to the lndlvldual

Signature of Emplayer or Authorized Representative | Today's Date (mmvtid/ryyy) Name of Emplayer or Authorized Representative

Date (lfany) Py

Form 19 07/1717 N . . Page 2 of 3
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Form W4 (2017)

The exceptions don't a to supplemental es
graatartlgril ] .ooo,ooap'y oy —

Nonwage income. If you have a large amount of
nonwage Income, such as Interest or dividends,

Basic Instructions. if you aren't exempt, com_?hlste
the Personal Allowances Worksheet below. The
worksheets on page 2 further adjust your

consider making estimated tax wmenh using Form
1040-EB, Estimated uals, Otherwise,

Purpose, Complete Form W-4 so that your you may owe additional tax, if you hava pension or

employer can withhold the correct federal Income

fax from your pay. Consider completing a new Form withholding allowances based on itemized annulty Income, see Pub. 505 fo find out if you should
Wed cach y "&'?':u when your pa?so or financlal deductlong, cartain credits, adjustments to incoms, adjust your withholding on Form W-4 or W-4P,
situation es, or two-samers/multiple jobs & ons. er':deamers or multiple jobs, if )jvog' t}iave ath
Exemption from withholding. If you are exempt, Complste all warkshests that apply, However, you working spousa ar more than one job, figure the
complete only lines 1, 2, g.u;.g 7 and sign the may claplm fewer (or zero allowa:geé.y For regular m;’g’ggm mﬁ%mﬁw o:g l;'g:""'m
SO e T
, 2018. Ses Pub. 505, Tax an not be a flat amourt or o
and Estimated Tax., %oamentage ofwar;g. halll l ° --.
— Noterifanother parsei cah claim you as a dependent Head of househald. Generally, you can claim head claimed on the athers. See Pub. 505 for details.

&n his or her tax retum, you can't iaim exemption Nonresident allen. if you are a nonresident allen, see

from withholding if I excesds $1,050 el unmugg d onyowt?;x 50%:‘;‘%"
Tt e T s I g ) o r o vaon <3 Notice 1382, Supplemental Form W-4 Instructions for
and includes more than $350 of uneamed income ffor costs of keeping up a home for yourself and your 06 1592, Supplem )
example, Interest and dividends). depende &) OF other qualitying ndids. Nonresident Allens, befors completing this form.
ns, An emp may be abia to claim Pub, §01, ptions, Standard Deduction, and Check your withhalding. After your Form W-4 takes
exemption from wmho:gﬁ:evan ifthe employes Is Fliing Information, for information, mt, m I;gll:j. goog to ssetlguw l:l;la ;Toum you agx
& depandent, if the employee: :::ofm" dllnlaﬂ.gm: mﬁm@ﬂgﬁuﬁ; o ek for 2017, Sea Pub. 583. espeoylzlly i your eamings
* |s age 85 or older, withhalding allowgncea for child or dependent exceed $130,000 (Single) or $180,000 {Married).
o Is blind, or care expenses and the child tax credit may be claimed Future developments. Information about any future

usln%tha Personal Allowances Worksheet below,
See

developments affeoting Form W-4 (such as
ub. 505 for Information an converting your other

o Wil claim adjustments to Income; tax credits; or legislation enacted after we release H) will be posted

ftemized deductions, on his or her tax % credits into withhol allowances, at www.irs.gov/iw4.
Personal Allowances Worksheet (Keep for your records.)
A  Enter “1” for yourself if no one else can claim youasadependent. . . . . . . . . . . . . ... .. A

@ You're single and have only one job; or
* You're married, have only one job, and your spouse doesn’t work; or } o o
* Your wages from a second job or your spouse's wages {or the total of both) are $1,600 or less.
C  Enter “1” for your spouse. But, you may choose to enter “-0-* if you are married and have either a working spouse or more
than one job. (Entering “-0-" may help you avoid having too little tax withheld) . . . . . . . . . . . .
Enter number of dependents (other than your spouse or yourself) you will claimonyourtaxretum. . . . . .
Enter “1 if you will file as head of household on your tax return (see conditions under Head of household above)
Enter *1” if you have at least $2,000 of child or dependent care expenses for which you plan to claim a credit
(Note: Do not include child support payments. See Pub. 508, Child and Dependent Care Expenses, for detalls.)
G  Child Tax Credit (including additional child tax credit). See Pub. 872, Child Tax Credit, for more Information.
s If your total income will be less than $70,000 ($100,000 if married), enter “2” for each ellgible child; then less *1" if you
have two to four ellgible children or less “2° if you have five or more eligible children.
» If your total income will be between $70,000 and $84,000 ($100,000 and $119,000 if married), enter “1° for each eligiblechid. &G
H  Add lines A through G and enter total here. {Note: This may be different from the number of exemptions you claim on your tex retum.) » H

» If you plan to itemize or ciaim adjustments to Income and want to reduce your withholding, see the Deductions

|

B  Enter*1"if {

MTmMOoOO

1]

mmo

|

For accuracy, and Adjustments Worksheet on page 2,

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

® If neither of the above situations applies, stop here and enter the number from line 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.

Employee’s Withholding Allowance Certificate

P Whether you are entitfed to claim a certain number of allowances or exemption from withhoiding Is

OMB No. 1545-0074

Form w-4

m&ﬁ;ﬁgmm b subject to review by the IRS. Your employer may be required to send a copy of this form to the IRS. 2 @ 1 7
1 Your firat name and middie Initial Last name 2 Your social security number
franniy A Evangs Yay-|f- 55a2

Home address {number and strest or rural route) 3 [JBingle [ Mamied [] Married, but withhold st higher Single rate.

l 7 I‘ 5 F‘ & rt - ; { L 6' 9 Note: [f maried, but legally separated, or spouse is a nonresident aflen, check the “Single® box,
City or town, state, and ZIP code 4 It your last name differs from that shown on your soclal security card,

5 [ } J i check here. You must call -800-772-1218 for a replacement card. » []
& Total number of allowances you are claiming (frt':m line H above or from the applicable worksheet on page 2) 5| 4

6 Additional amount, if any, you want withheld from each paycheck . . . . . . . . . ., . . .. CAES
7 | claim exemption from withhold!ng for 2017, and | certify that | meet both of the following conditions for exemption. |
® | ast year | had a right to a refund of all federal income tax withheld because | had no tax llability, and
® This year | expect a refund of all federal income tax withheld because | expect to have no tax llability.
If you meet both conditions, write “Exempt” here . 0 0.9 0. b 9 o b oo et AEH
Under penalties of perjury, i declare that | have examined this certificate and, to the best of my knowledge and belief, it Is true, correct, and complete.
Employee’s signature
{This form Is not valid unless you sign it,) »
8 Employer’s name and address (Employer: Complete lines 8 and 10 only if sending to the IRS.)

pate> G0 g9 ] (7

10 Empltﬁar iderttification number (EIN)

9 Office code (optional)

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



~ employer solutions staffing group.

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

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 paper Check.
SEGIHIONT | BANIE FNEORN A FON

Bmployee Name L =177 Ya) SNi# (lagt 4 digits)

-_ ot .4,-

fanht m = T 6, "l
MG e 2 PANTTNEALIL BICTECTHICRN
| \¥/Direct Deposit (Please complete Sections 3 and 5 below)  Note Direct Deposit accounts may take up to 7 days to be activated
[] Payroh Debit Card (Please ‘complete Sections 4 and 5 below) | _|Paper Check (Please complete Section 5 below)
SECEIONT 3 DIRECGE DEROSTEE
(\. [ Update Bank Account I understand and acknowledge that if I do not provide a
BN Bank Name: voided check with this direct deposit form, I am
) responsible for any delays in payroll or extra costs
N Ronting# incurred if the acconnt number that I provide is incorrect.

B Ac t#
== misl € pwe_(Y] 7. 17

Account Type: %ﬂn:kln_gDSavhgs Cother

To help vs avoid making an errar, please attach a copy of a voided check. (a deposit slip will not work)
lfyouchangebmks,donotcloseyonroldbmkamnntnnﬁlyomdirectdepoaithnsmtedatﬂxenewbank,whichmayinkeZpaypeﬁods.

CLLENN

LOPANROETDEBFE CARD (G OB CASTEEARD)

Federal law requires all financial institutions to obtain, verify, and record information that identifies each person who opens an account. In order to
request a Payroll Debit Card for you, we must provide all of the following information that will enable 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 your protection, the financial institution may ask you to provide them additional identification information so they can
verify your identity,

Except for the routing and account number, ESSG does not have access to any information regarding your Payroll Debit Card account or
transactions. On your first payday, you will receive your new Payroll Debit Card, and a packst 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 iasued)

First Name Ml Last Name Date of Birth
Street Address ("0BOX 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

1 have received my Payroll Debit Card, welcome brochure, program fies, program terms, conditions, and disclosures. By activating my Payroll Debit Card,
1 am agreeing to the program terms, conditions, and disclosures that are included or made available to me from time to time from the financial institation. 1
authorize the financisl institution to 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: W Date: 4221?«51 t l Z
SECGEHION S NUHTORTZA FTON

T 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:_[= vin) Egn kln @ _rolhedma’l ¢ Cam

this information wiJl“l_only be used to send your paystubs electronically

Employee's Signature: W Date: MML




Direct Deposit / Automatic Payment
Information Form

The fastest, most convenient way to manage your everyday financial transactions - and it's free!
Benefits To Yo

Convenient - Your money Is deposited automatically for You, even when you are Iii, on vacation or too busy to get to the bank,
Your check Is depasitar] o 3 o your Wells Fa

Retronicall Ao accou

Fast - You have immediate access to your money an the day of deposit.
Safe - Never worty about checks getting lost, deiayed or stolen.
Automatic saving - Watch your account grow when you have at least part of your pay directed to your account.

Automatic Payment®* You can also use your routing number (RTN) and account number to setup automatic payment of your tecurring
bills from your account, _ i _ 3 x
e ~ Three Easy Steps to Set up Your Direct De

posits or Automatic Payments

Step 1. Use Aécount Information Provided Below

You must provide your information about the account where the money will be deposited or withdrawn. Tt
Customer Name: Routing Number (RTN):  Account Number: Account Type:

[FRANKLIN A EVANS 1091000019 12149637726 ICHECKING

Step 2, Contact Your Employer or Payor

Conta;_&iyogr'employe( or payar dirgctly to see if they offer direct deposit service, Where direct deposit is avallable, provide your account
informatioq:' Your payor may rieet] you to complete a form and provide a voided check or Command check to process your request,

Step 3. Monitor Your Account:

For Direct Deposit, itmntake ore'to two months fora Ppayor to process your request and to begin receiving electronic deposits,
Questions? Wells Fargo Phone Bank™ is available 24/7 at 1-800-TO-WELLS (1-800-869-3557)

Bankgr Nisme: ' Banker AU: Banker MAC;

[RACHEL ANDERT 10009946 [N9144-011

Page 1 of 1
CNS9300 (8-16 SVP)



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 employment. 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, lawsuits, driving record, credit history, and any other information with public or private infor-
mation sources. You acknowledge that a fax, image, or copy of this authorization is as valid as the origi-
nal. You make this authorization to be valid for as long as you are an employee of ESSG.

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

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

Printed name: éam ki A g@\f
irst i Middle (O last

none)

Other names used:
Current county of residence:

Current and formeraodgr " 2ol 13 7W
bly Sact DIV a0l ¢ it i K

from Mo/Yr to Mo/Yr Street City, State & Zip

[2y —Lypeent _Emasm__,(,e_agﬂmw
from Mo/Yr to Mo/Yr Street ty, State & Zip IS
from Mo/Yr to Mo/Yr Street City, State & Zip

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

(2] 191 jgqp o e

Date of birth Social security number
_i'}_ﬁ_g—!im_”_&iﬁgjuﬂmf Fraauln A
Driver's license number & state Name as it appears on license

Report Copy: If you are applying for a job or live in California, Minnesota, or Oklahoma, you may request
a copy of the report by checking this box: [1.

e = i 07] 24) 7

Signature Date




EMERGENCY CONTACT INFORMATION

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

Employee Name: Ergn bin Luqnf

Address: __| }ﬂ‘ Fﬂ!‘a'qgtdﬂ ’jf €qing gaul "M ff// 7
Home Phone: _§ ] -—~§42 — Ysof

Mﬂmﬁadd? CONTACTS B e
Plgasa Ilst twp noopla (In priarity order) who gould tie qontacted In 9age of an emel’genay ;
Contact #1 Home Phone:
: Name: 7‘[)’5661 0ig 7 | Cell Phone: b},\, 097 ~14(}
Relationship: 6‘./ l ‘ e d Work Phone:
Contact #2 Home Phone:
Name: Cell Phone:
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.



~ employer solutions staffing group.

Leveraging Resources in a Changing Market

2011, between
referred to as “employer”,
as “employee”.

This agreement made this E! day o
Employer Solutions Staffing Group LLC, hereifa
and 'n__Evdn hereafter referred

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 amdunt of damases 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 a¥ liquidated
damages for every such violation; provided, however, that the payment of such
amount as liquidated damages shall not be construed as a Telease ér waiver by
the employer of the right to prevent any such violation in equity or otherwise.




_ employer solutions staffing group..

Leveraging

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 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-8ige puede verificar que el cheque no ha sido cobrado,
ESSG se detendfa €l chégugje pago y reemitir el cheque a usted, descontando

Si su cheque de pagoMug robaedo, 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 el cheque no ha sido cobrado y si la 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):  Fmnpi;n £\ !‘i"a

ﬂ"ature/Firma: W




- 3850 Pre-Screening Notice and Certification Request for

(Rev. March 2018) the Work Opportunity Credit OMB No. 1545-1500
Department of the Treasury ,
Intemal Revenue Service » Information about Form 8850 and its separate instructions Is at www.irs.gov/form8850.

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

Yourname  Frip K In —C;(ﬂd Soclal security number p> 3 q Q—I i =5$Sa 2

Street acid ton  SF Lo

City or town, state, and ZIP code _faink faul  map 5117

County _MMM Telephone number ‘ 5 | = Egﬂ: Hfdg

If you are under age 40, enter your date of birth (month, day, year) 11, ) 12l 1996

1 [ Check here if you received a conditional certification from the state workforce agency (SWA) or a particlpating 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 Temporery Assistance for Needy Famliies (TANF) for any 9
months during the past 18 months.

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

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

* 1 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 6 months, but is no longer eligible to receive them.

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

* | received supplemental security income (SSI) benefits for any month ending during the past 60 days.

* | am a veteran and | was unemployed for a period or periods totaling at least 4 wesks 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 totallng at least 6 months during the past
year.

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

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

6 [ Check here if you are a member of a family that:
* Recelved 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.

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

Signature—All Applicants Must Sign

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

\\_Job applicant's signature > W Date Y19/ )7

For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 22861L Form 8850 (Rev. 3-'2016)



Form A (rev. 01/2016) TAX CREDIT QUESTIONNAIRE
EMPLOYER SECTION:

Client: Company:
Employer Solutions Group z
Location: Position: : Starting Wage: $
EMPLOYEE SECTION:
Employee Name: Street Address: City/State: Zip:
[ M . - T
Faaltn Ciaal [ 30E Forcpaion (2 gy 5917
SS#: ate of Birth: Age: Have you worked for | Ifyes, Iocation:
this company befope?
Wy ~VJ -5%q | il laas |4 | ey b
Please complete all questions, and sign and date the form. Yes No
1. Have you or has anyone living with yon received Temporary Assistance to Needy Families (TANF) O g/
at any time since Augnst 5, 1997? (ifyes, 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? |:| g
{If yes, please provide information below.)
Name of the person receiving benefits: Relationship to you:
City: County: State: y
3. 'Have you received Supplemental Security Income (SSI) at any time within the past 3 months? I:l

Please note, this is not the same as Social Security benefits (SS) or Social Security Disability (SSDI) benefits.
*If you checked yes please provide a copy of your SSI documentation.

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

S. Areyou a Veteran of the U.S. Military? *[fyes, please provide a copy of your DD-214 and letter of separation.
(If yes, please provide information below. If no, pleass continue to question #6.)

O

Dates of Service - From: / / To: / /
Branch of Service:
Are you entitled to or are you receiving compensation for a service-connected disabhility? D M
6. 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? |:| m/
If yes, dates received unemployment compensation - From: / / To: / /
7. Have you been convicted of a felony or released from prison for a felony conviction in the past 12 months? D U
Conviction Date; / / Release Date: / /
Was this a [_] Federal or [ ] State conviction? If State - County: State:

Additional Tax Credits

IEC (Native American): Are you or your spouse a member of a Native American Tribe? D Mr
*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? I:I Workforce Investment Act?
I:I Are you a migrant or seasonal farm worker? I:I Have you ever been convicted of a misdemeanor?
SC Residents: I:I Do you receive Family Independence Benefits?

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 1 hereby authorize any agency, organization, or

indjviduals to supply such verification or information that may be needed to determine tax credit eligibility to my employer, employer representative (Associated
Consultants, Inc. dba Retrotax), or the Department of Labor.

'w Employee Signature: Date: 0? I "Lq / ) 7




Client: Company:
Employer Solutions Group

Location: — \&n oyee ame: Ew" A‘ S%#;q it

EMPLOYEE:

Please check the statement(s) that apply to you and sign where indicated below.

[l I have been unemployed at any time during the last 12 months.

If applicable, dates of unemployment - From: To:
From: / / To: / /
From: / / To: / /
[0  Ireceived unemployment compensation during my unemployment.
If applicable, dates you received compensation - From: To:
From; / / To: / /
From: / / To: / /

Please read, sign, and date:

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

)JE,Employee Signature: % / i Date:

RetroTax®
3730 Washington Blvd.
Indianapolis, IN 46205

317-925-0553
wotc@retrotax-aci.com

www.retrotax-aci.com



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.

our employer immediately of any new injuries or conditions that impact

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.

| have read my responsibilities and agree to abide by these guidelines.

Signed: W

Printed Name: /£ /7n A A E M




employer solutions staffing group..

Notification of Minnesota Law Re uirement —

Unemployment Acknowledgement

According to Minnesota Statute section 268. 095, subdivision 2, paragraph (d), an
applicant who, within five calendar days after completion of a suitable

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

| understand by signing this form Ykat | am responsible to contact ESSG within 5
calendar days once an a§signment &nds. | also acknowledge that | have received
a separate copy of this form. vitial)

174\ a”?

Employee Signature: Date: i

rd (o) a
Employee (please print your name here)

PRI A Da.. AN AN



DRUG AND ALCOHOL

TESTING CONSENT FORM
1. | have been allowed to read and inspect a written copy of ESSG policy on
2, I have read the entire contents of this policy and | am aware and fully

understand: (a) the policy and its contents; (b) what conduct the policy prohibits and the
consequences of such conduct; (c) my rights under the policy and the consequences if |
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.

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

- Evan j
Individual’s Name

S 7[2ag1 7

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



e R iR P T e WA S e

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 responsibility to read this policy and ask my supervisor, a member of
management or to telephone Employer Solutions Group (ESSG) at 952.835.1288/1.866.496.7573 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.

I also agree that if at any time during my employment | am involved in any employment dispute or | am
subjected to any type of discrimination, including discrimination because of race, sex, age, religion,
color, national origin, disability, marital, sexual orientation or veteran status, or if | am subjected to any
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.

Employee Name (Please Print)
E@ag]rﬂ A Ezﬂﬂ}

Employee’s Signature;

_W_ Date: égl%“ [

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
well as the duties, responsibilities and obligations of my employment with the company. | understand
and agree that it is my i i jei

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. |
acknowledge that no oral or written statements or representations regarding my employment can alter
the foregoing. | also acknowledge that no manager or employee has the authority to enter into an
employment agreement, express or implied, providing for employment other than at-will.

| 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
oral statements or representations can change the provisions of this Handbook. | also
acknowledge that, except for the policy of at-will employment, terms and conditions of
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.

| understand the foregoing agreement concerning my at-will employment status and the
company’s right to determine and modify the terms and conditions of employment is the sole
and entire agreement between me and ESSG concerning the duration of my employment, the
circumstances under which my employment may be terminated and the circumstances under
which the terms and conditions of my employment may change. | further understand that this
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, I will bring them to the
attention of ESSG.

DATE lzg 1‘1{4{ L7

EMPLOYEE
NAME F(ﬁn kl.n _Cuans

PLEASE PRINT
EMPLOYEE W_
SIGNATURE

ESSG y @
REPRESENTATIVE ‘

23



E 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 concermns

1. 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.

2. 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.

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

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

Date: 0{/ /‘M ({1
Associate's Signature: W -

Associate's Printed Name: égg 2552 4 LCugnS
Orientation provided by: ‘( =
| 4

24



Sl GO0 ESNG g9

PR %0 1wt Vo W ow covisen, oo e rben 5 9o B sanr,

Enhanced MEC Plan_Plag 1 s '

n—

5 : . Wit ragl N 3577
Soncir a2 &%ﬁ%mw

Date of Hire
O Fomals | O Mamied 1 pivorcen | =~
PhonLNumbm Emall Addrass:

[ —$41 =49 H QY Ergalit @ LOCLeIr 9| ¢ am
Please Select Desired Coverage:

Employee Only - Employee+Spouse - 'Employea-l-cmld(ren) -] .Family -
\' $24.0,OI|I!Iee|I(y D D E

$38.00/Week $36.00/Week ‘353.00/\”&0!!
= Soclal Securily # Bisth Daty | Son . Relaﬁonuhip
: ' 1 Male CSpouse [] Chua
hisiadan 3 Last Name L1 Femaie O Domestic Partner
Social Security 8 Birth Date | Sex Relaﬁonshjp f
Malo [1Spouse 3 Child
(00 WL LastName | E Fomale 1 Domestic Partner
Socil Ma Bith Date | Sex Relationship
"Firet Name—— Tt Nams— O mae 8 Child
ame o sme LI Femsie [ Spoe meuucrm
NAME OF PERSON COVERED {FIRaT, LAST):
EFF, DATE
EFF. DATE
EFF. DATE
Em, Asknowlsdgomant Authorization - | for henefit] Iindicated, | that all entries are trug
%wfﬂhwﬂm atl ;q"?omnm?h:?;rmmndmwmmm » o) Hany, —
effective date. Further, | authorize my smployer ta

may
il o l el medieal or denta) lfl?:cllnunmihuntfwmﬂwwd-m-nh
{Ina ding my spousa) use oﬂurmnn may, In future be able to enroft or my depen: inth m.mhnlmum-nmmmmmm
after the other ends, In addition, it a m&-mm relstionship forma as & reault of marriage, birth, adoption, placsmant for adoption of parting suit
nf-dnpuon,lmnyhahlob enroll mﬂ!ormydapomm, mvuodluqummmltmﬂwlﬂllu 31 days of the

IF DECLINING- YOU SIGN.
Emplayes Signature Dats f{ % / ] =7
Employer SoluﬂonsSEW U

7301 Ohms Lane Suite 405
Edina, MN 55439
Phone: 852-767-8519 Fax: 852-787-9515
Email: Heallh@employemoluﬂonsgmup.com




— - g

J ATAwmALRALL ASRAIWALLI_ K LUk &
L L S

TiAVElL . 2193018561 [omrceussony  LOCATION Al = 5@__’,__:;:::

Sy A

ENROLLMENT FORM o AT g o

A REQUIRED ENPLG ORMATIO PRINT USING BLACK or BLUE INK (Must Bo Filled Ouy~ ™~~~ -
Name Sacial Security #

Home Phone

' ' .....-F/.".L"’!"ll.&_ ......EMQA{ : ..___:)qy "{ = gq’z-_.jl_ <y = m@@
! Addresij !( [ e l’ 5‘{ Apt. #

\—31ak a0 MA (7 =719 1199

B. DO YOU OR ANY OF YOUR DEPENDENTS RECEIVE MEDICARE BENEFITS?
Medicare Health Insurance Claim Number (HICN)

[l ves (31566, rves, please continue,

Mecilcare Effective Date -
T ofC‘.:ve‘reH'Per'sbn-(;): S e e B W .
5 2, 3
C. LiMITED BENEFITS PLAN SELECTION i -_h:_:_,,;‘_."‘!"" o '_'B"i'i""'..i'!.‘.'.: W';.';!im
You MUST select a coverage level before any banefits in Section C. Your coverage level for the all benefits in Section C will |
entical. The Fixed Indemnity Medical Pian, Dental Plan, Term Life Plan, and Short-Term Disability plans are underwritten by B¢

/" Insurance Company. The Vision plan is underwritten by Companion Life Insurance Company, .

/ FIXED INDEMNITY SHORTTERN
;'I' SELECT COVERAGE LEVEL _MED'CA_L 1 DENTAL ; Vl#lON TERM LIFE DISABILITY
| - EmployeaCily M s @ se7 OBl s2aa B soeo B sezo

Employee +1 [] $41.10 $12.34 $4.92 $0.90

= Employee-l-FamIlyD $8488 / 320.30

| pS656 o8 mao | T
.. NOwALBonefts ]| [ yeg Q(‘b | s O | Eﬁ"ﬂ No | [ves 9"!& Dves [ AN
1 This coverage is not available to residents of NH, Hl, or PR, 2STD is not available to pdrsons

who work'in CA, HI, NJ, NY,. orRL
For Term Lifa / Accidental Death & Dismembaerment, Please write In your baneficiary Information, Acddental Death &
Dismemberment Is part of the Term Life Banefit.
Name (A0 A4 4 ol r‘L Relationship
Name

Sacial Security # | Date of Birth Sex iRelationship
e Bocuicp o - HMITE]. {C]Spouse [T chid [ Domesti Partne
Sacial Security # | Date of Birth | Sex Relationship

A

Name S ok

. Name R

Socia seenn g oo | MU [ T]Spouse[ Tchild [ Domestic Partne
Social Security # : Date of Birth Sex Relationship

et SN | el IMI[E]_ |07 Spouse [ chid [oomestic Partne
Name Sacial Security # | Date of Birth Sex Relationship

e L e {[1Speuse ] child [T pomestic Partne

E. REQUIRED SIGNATURE s» EVEN IF YOU DECLINE COVERAGE
I have read the benefit packet and understand jts limitations. | understand that open enrollment is only available for

{ -2limited time and lunderstand that making no benefit selection is a dedlination of coverage.

TR 2512919012 | oo T

This Is an Essential StaffiCARE Enrollment Fon

YOU MUST SIGN AND DATE




