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7301 Ohms Lane  Suite 405

@ gn employer solutions staffing group. Eding, MN 55439
ploy g

Leveraging Resources in a Changing Market Tel: 952.835.1288 « Fax: 852.835.1255
www.esgstaffingsolutions.com

New Hire Application

Personal Data-- PLEASE PRINT LEGIBLY IN INK

Last Name__ /] orenQ First Name F'ef' & OL o Middie Inltlal ____
street Address_ & | Wintey Serina Place Apt/Ste

cityistatezip_ €. | Paso . _r)l(' %q Q28

Phone Number _ 16~ SY9-2172. Emall Address F‘q\} moreno @ [ive.com
Staffing Auéncylﬁocrultment Partner Emp’o 9 (A S [ ]uh’af\ S S‘h\ FQV‘I 3 6 You .‘D

Are you legally authorizad to wark in the United States of Amarica? [FIYES [CINO

Applicant Certiflcation and Authorlzation

I authorize Employer Solutions Steffing Group (ESSG) to uae tha information and statsmants contalned In this application to detarmine my
quailflcations for employment. | authorize ESSG to make inquiries of my former amplayars, excapt as indicated in this application,
regarding my previous duties, responsibliities, performance, compensation and eligibility for rehira,

I understand that a comprehensive background check may be conducted to determing my eliglbility for hire by certain clients of ESSG.
This may include but is not limitad to, investigations of criminal and/or conviction records, driving records and/or a drug screen test ae
requirad by clients, govarnment regulations or by ESSG policles,

| ralpase ESSQ and other peraons or entities from any claims that might he hased on ESSG's decision to conduct a background check.

| cartify that all stetements mada in my application ars true and accurate and that | have not omitted any material information or provided
false or misleading information. | undarstand that any materal omlaslon or misrepresantation will result In my disqualification from
congideralion for smployment ar, If discoverad aftar | begin employmant, will result In my terminetian.

If hired, | agree to abide by tha polictes and procadures of ESSG. . ,
x A A, e
Namae (Print or typs) Applicant's Sighature ' Date

A copy or faceimlle ("fax") will ba censidersd the same as an original signature. Email will ONLY be used for smployment corrsspondence

For E&SG Office Use Oniy
DOH NHW 18 Bas0 Wé
Emargancy Contact info | Background Release Form Background Resulta Unemplioyment Letter ESC Application
(If applicabla)
For ESSG Cllent Use
DOH ROP e Work Site Loc, WC Code

BS8G - LakeRagionMedical_NoState Rev, 1172013
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Form W-4 (2015)

Purpose, Complate Form W-4 o that your smploysy
oar withiold the correct federal Income tax from your
pay. Gonaldler completing & new Form Wed each year

and whan your pargonal or finencial slituetion changes.

Exsmption from withhelding. If c¥uu are uxemﬁt.
pomplata enly linea 1, 2, 3, 4, and 7 and algn the form
to validata R. Your axemption for G015 exp) reT

Fabruary 16, 2016. 38e Pub, 606, Tax Withhalding
and Estimated Tax.

Note: If another parson can clalm ¥ou a5 a dependent
on hig or har 1ax return, you cannot claim exemption
from wnhhafdlng i your Income exceats $1,060 and
includes more than $350 of uneamsd Incoma {far
axample, Interazi and dividends),

The sxaeptions do hot to supplamental wages
prestar thp:n ET.DOU.OUOGPPW el od

Basle Inatruntjona. If you are nat exempt, cumﬁlata
the Peracnal Allnwancas Warksheat below. The
workahests on page 2 further adjuat your
withhalding sllowangess based on temized
detluctions, certein credite, adjuatments to incoma,
ar two-earners/multipls joba elluationa,

Completa all warlsheets that epply. Howaver, you
may clalm fawer (or zaro) allowances, For regular
wages, withholding muat be baged an allowances
you claimed &nd may not ba g lat amount or
pareantage of waogea.

HMead of housahold. Generally, you an alalm head
of household flllng statua an yaur iex ratum nniﬁ it
you ars unmarred and pay more than 50% of the

Nonwage ineeme. If you have a large amoun! of
npnwage income, suah 88 interest or dividends,
canalder making astimatad tax payments Using Form
1040-ES, Estimaled Tax for Individusls. Clherine, you
may owa addllional 1ax. If you have pimalon or ahndity
Income, sse Pub. 808 to find out l!vyuu should adjust
your withholding on Farm W=4 or W=4P,

Two earnars or muliipie Jobs. f you have a
waorking spoues or mers thn one job, ﬂFum the
1otal numbar of allowancss you ars sntitisd to olaim
on all Jobs using worksheste from only ond Form
W-4, Your withholding Ueusity will bs most asourste
when all ellowances are olalmed on the Form W-4
1o the higheat paying Job and zero allowances ars
clalmed on the others. Ssa Pub, 605 for datalls.

Nonraaldant allen. H you ere a nonrasident altan,
aaa Nollce 1882, Bupplemental Forn W-4

coste of keaping up a homa for youraelf and gnur
dlglndome ar ather quallfying Individunls, &es
Pub, 501, Exemplipna, Btandard Daduction, and
Fling Infarmatian, for information.

Inatructions for Nonresident Allens, before
complating this form.

Ghenok your withholding. Aer your Form W4 takes
effact, use Pub. 505 to aas how the amount you ara
having withhsld Wrggnrea to your fm)uctud otal tax
for 2015, Boe Pub. 505, sspaclaléy f your parnings
sxosed $130,000 (BIngle) or 180,000 (Marrled).

Fi devalnpmente. Informalion sboul sny fulure

davalopmants attecting Form W-4 (euch s lglslation
_ _ anactad after we release {1} will bs posted at www.im.goviwd.
Parsonal Aliowances Workshest (Keap for your records.)
A Enter"1"foryourmsH lf noone eles canclaimyouasadependent . . . . . . . . . . . . . . . . . . A
v You ate eingle and have only one Jols; or
B  Enter""if: { * You ara mariad, have only one job, and your spouse does not work; or }
* Your wagss from a second job or your spouse's wages (or tha total of hoth) are $1,500 or lass,
¢  Enter "1" for your spouge. But, you may choose to enter "-0-" If you are married and have either B working apouse or more
than ona Job. (Entsring “-0-" may help you avold having too liths tax withhald,) .
Enhter number of dapendenta (other than your spouss or yourself) you will claim on yourtaxraturn . . . . .
Entar *1" If you will flle ag head of housahold on your tax raturn (ses conditions undar Head of hausshold abova)
Entar “1" if you have at least $2,000 of child or dependant care expenses for which you plan to claim a cradit
(Note. Do not includs child support peymants. See Pub, 503, Child and Dependent Care Expenges, for details.)
Q  Chiid Tax Credit (including additional child tax credit). Bee Pub. 872, Child Tax Gredit, for more Information,
= If your total income will be less than $85,000 ($100,000 f married), enter “2" for each eligible child; then less 1" if you
have twa to four allgibla childran or lsas 2" If you hava flve or more sliglble childran,
* |l your total Incoms wiil ba betwesn 885,000 and $84,000 (§100,000 and $119,000 If married), enter “1" for each eligllechlid. . . @
H  Add linas Athrough @ and enter total hara. (Note. This may be difterant from ths numbar of sxamptians you clalm on your tax retum.) » H

* If you plan to Remize or clelm adjuetments to inoome and want to reduce your withholding, ses the Daductions

tions, An smploves may ba abls to clalm
axemption from withholding even if the employas la 8

dapendeart, If 1he employee:
» I3 aga 06 or older Tax qradita. You oan taka projectad tax cradite Inio account
g ' In figuring your allowabts numbar af withhalding aflawancas,
v Ia blind, or Cracllis Yor child or dependent cars expansgs and the child
16 cradh may be clelmead uaing the Personal Alawances
« Wll glalm adjuatmenta to Incoms; tax oredits; or Workaheat balow, See Pub, 505 for Informetion on
ltemizad deductions, on his or har {ax ratum. oonverting your ather arediie Into withhalding allswances.

|

Mmoo

m g

For accuracy, and Adjustmante Workshest on pags 2.

complats all = If you ars alngle and hava more than one Job or ara marvad and you and your epouss both work and the comblned
workshesis egrnings from all jobs excaed $50,000 ($20,000 If mamisd), =aa the Two-Eamars/Multiple Jobs Workshest on page 2 to
that epply. avoid having too littte tax withhald,

* If neither of the above situations applles, stop hare and enter the number from line H on line 6 of Form W-4 below.

Soparats here and glve Form W-4 to your amployer. Kasp the top part for your reaords.

Employee's Withholding Allowance Certlficate

OMB Ng, 1545-0074
¥ Whether you are antitied to claim a oartaln number of allowanoss or exempilon from withholding Is 2 @ 1 5
subject to review by the IRE. Your smploysr may be requirad to ssnd a copy of this form to the IRS.

Laat name 2 Your soolel ssourty number

Movreno .~ 45 - 65 -02.1)

5 & Singls L Married L] Marrind, bout whhhold at higher Single rats.
Note. H matrind, bif logally separated, or spouse Iy a honresldent aken, chiesk the "Single” box,
CB or town, state, and AP code & I your last name differs from ihst shown on your soalal seourity osrd,
E ’ Q50 T X 7 q q 2 g check here. You must call 1-800-772-128 for & replacemeant card. B[]
5  Total numbdr of allowancss you are elalming from lins M above or from the applicable worksheet on page 2) B A
6  Addltional amount, If any, you want withheld from eachpayeheck . . . . . . . . « . + . . . [RE
7 Iclaim exemption from withholding for 2015, and | certify that | meet both of the following condliions for exemption. |J5k
* Laat year | had a right to a refund of all faderal Income tax withhald bacause | had no tax lability, and
* Thig yaar | sxpact a refund of all federal Income tax withheld because | expect to have ne tax liability.
If you mest bioth conditiona, write "Exempt” hera. . . . .
Undar penaltles of perjury, | declars that | have examiped this certificate dge and belief, It la true, correct, and complets,

Datew 5 20— /&

9 Offica sode (optlonel) | 10 Employer ideniicatlen numbar (EIN)

[
Fnrmw 4

Dapariment of the Treasury
Intemal Ravanue Service

1 Your first hame and niddhs initial

Eernono o

Home address (number end strest or rural route)

Qa1 Winter Speina Place

eah of gy k

and, to the

Employes's signature e
{This form I not valld unlesa you sign it.) »

8 Emplover's nama ahd address Employer: Complate lines 8 aHd 10 only [f sending te the IR3.)

Far Privacy Act and Paperwork Reduotion Aot Naotics, ses page 2. Gt No. 102200 Form W=4 (2015)
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Employment Eligibility Verification USCIS
Form I-9
Department of Homeland Security OMB No. 1615-0047
U.8. Citizenship and Iinmigration Services Expires 03/31/2016

mBTART HERE. Read Instructione carefully before complating this form. The Instructions must be avallable during campletion of this form,
ANTI-DISCRIMINATION NOTICE: It Is lllegal to discriminate against work-autharizad individuals, Employers CANNOT spaclfy which
document(a) they will accapt from an employes. The refusal to hire an individual bacause the documentation presented has a future
explration date may also constitute lllzgal discrimination.

8ectlon 1. Employee Information and Attestatlon (Employass must complete and sign Section 1 of Form 1§ rio later
than the first day of employment, but not before accepting a job offer.)

Last Name (Family Nama) First Name (Givay Neme) Middie Initial | Other Names Used (i any}
Meoreno Fernondo

Address (Streef Number and Neme) Apt. Numbar | Clty or Tow:p Siale Zip Code

H9 | WinterSprina Place aso TY |79928

Dats of Birlh (mmAfdAyyy) |UNS. SociglBecurily Number | B-mall Addrese Telephore Number
05‘//5//980 0RB1] Fa)moren.@ live .com |ats- 549-2174

Tam awam that faderal law provides for Imprisonment and/or fines for falsa statements or use of falsa documants In
connaction with the completion of this form.

;ﬁlyﬂ, under penalty of parjury, that | am {chsck one of tha following):
A

cltizen of the United Gtates
[[1 A nongltizen national of the Unitad Statas (Ses insiructions)

[ A lawful permanant resident (Allen Registration Numbar/JSCIS Numbar):

7] An allen authorizad to work until (expiration dats, if applicabls, mm/dd/yyyy) . Some allans may write "N/A™ in this fiald.
{Sae instructions)

For aliens authonzed to work, provide your Alien Registration Number/UJSCIS Number OR Form 1-04 Admission Number:
1, Allen Ragiztration Numbar/USCIS Number:
3-D Barcode

OR Do Not Write in This Space
2. Form 1-84 Admission Number:

If you obtalned your admission number frorm CBP in connection with your arrival In the Unitad
States, include the following:

Foraign Passport Number:

Country of [ssuanca:

Some aligns may write "N/A” on the Foraign Paasport Klumber ang Oountry of lssuance flelds, (Ses nstruotions)

Stpnature of Empluyaaj r———-""&?/r }, w Date (mm/ddiyyy): O & / 20 / /S‘
7 7

Praparer and/or Translator Certification (7o be completed and signed if Section 1 Is prepared by a person other than the
employes.)

| attent, under panalty of perjury, that | have asalsted In the complaetion of this form and that to the best of my knowladge the
Information 1% true and corract,

Signature of Preparar or Translator: Date (mmsddiyyyy):
Laat Nams {Femily Name) First Name (Given Nameg)
Addrags (Streat Number end Name) Cliy or Town State Zip Cade

@ . Eeptoyer Completes Next Puge . )

Form I-9 03/08/13 N
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LISTS QF ACCEPTABLE DOCUMENTS

All documents must be UNEXPIRED

Employees may present ona selaction from List A
or 8 combination of one selection from List B and ane sslection from List C.

LISTA LISTB LISTC
Documents that Extablish Documents that Establish Documents that Establish
Both Identity and Identity Employmant Authorization

Employment Authorization

AND

U.S, Paesport or U.8. Paseport Card

Permanent Residant Card or Alien i
Registration Recaipt Card (Form 1-651) |84

Driver's license or ID card lseued by a
Slate or outlying poseesaion of the
Unlted States providad it contains a
photograph or information such as
nama, date of birth, gander, halght, eys

A Social Sacurity Ascount Numbar
card, unless the ¢ard includes ong of
the folfowing restriclions:

{1} NOT VALID FOR EMPLOYMENT

b. Form -84 or Form [-D4A that has

Milltary dapandent's ID card

the fallowing;

U.8. Coast Guard Marchant Mariner
Card

and

Native Amerlcan tribal document

3. Forelgn pasapor that containg & color, and address {2) VALID FOR WORK ONLY WITH
temporary I-651 stamp or tamporary INS AUTHORIZATION
[-551 printed notation on a machine- 2. 1D card issuad by faderal, state or locat R WORK ONLY WITH
readable Imimigrant visa govarnmerit agencies or entities, @ gﬁg%S'?HOR!ZATION W

provided it containg & photograph or

4, Employmant Authorization Document Information auch as name, date of birth, | 2. Cartification of Birth Abroad issued
that contelns & photegraph (Farm gender, height, aye color, and address by the Depertmant of State (Form
-766) F&-545)

3. School 1D card with a photograph

B. For a nonimmigrant alien authorizad / phofoarap 3. Certification of Report of Birth
to work for a specific employer 4. Voter's reglsiration card lasued by the Department of State
bacause of his or her status: 5 U5 Wit oo or et record (Form DS-1350)

. U8, raft reco par

4. Foreign paseport; and 24 4, Original or ceriified copy of birth

cartificate izsued by a Stata,
county, municipal authority, or
tarritary of the United States
bearing an officlal seal

. Passport from the Federated States of { l'"" School record or repart card

‘ 11. Clinic, doctor, or hospital record

(2) An sndorsament of the allen's 8. Native American tribal document
non]mm]gmn( status as long as Driver's licenss lssuad by a Canadlan 8. U.S. Gitizen ID Card (Form 1-197)
that period of endorssment has governmant authority .
not yet explired and the 7. Identification Card for Usa of
proposed employment is not in For persons undar ags 18 who are Ragident Citizan In the Unitad
confilct with any restrictions or [ unable to present a document States (Form -178)
limltatlons identifrad on the form. i listed above;

8. Employment autharization

Micronasia (FGM) or the Rapubllc of

the Marshall Islands (RMI) with Form
1-84 or Form 1-84A indlcating

nenimmigrant admlsslon under the
Gompact of Free Association Batwaan ({7
the United States and the FSM or RMI [}

12, Day-care or nursery school record

dotument lseuad by tha
Dapartment of Homeland Securlty

lllustrations of many of these documents appear In Part 8 of the Handbook for Employers (M-274).

Refer to Saction 2 of the Instructions, titied "Employer or Authorized Representative Review
and Verlfication,” for more information about acceptable receipts.

Form 1.9 (3/08/13 N

** DO NOT SCAN OR FAX THIS PAGE **




Section 2. Employer or Authorized Representative Review and Verification

(Employers or the/r authorized representative must complete and.-sign Section 2 w1th/n 3 business days of the employee 's first day of employment You
must physically examine one document from List A OR examine a combination of one document from List B and one document from List C as listed on
the "Lists of Acceptable Documents" on the next page of this form. For each document you review, record the following information: document fitle, -
Issuing authority, document number, and expiration date, if any.)

Employee Last Name, First Name and Middle Initial from Section 1:

List A OR ListB AND ListC
Identity and Employment Authorization Identity Employment Authorization
Document Title: | Document Title:; Document Title:

. Privers License SO0l Steunty Card
ssuing Authority: e ssuin uthorit
oA Calovado Vil SeCl ehatioN

A

ocument Number: ig ’Du ‘ ~ 06% Document Number: US\D’ (03'« O%\

xpiration Date (if any)(mm/dd/yyyy): Expiration Date (if any)(mm/dd/yyyy):

09 /19 /2420

Issuing Authority:

Document Number:

Expiration Date (if any)(mm/dd/yyyy):

Document Title:

Issuing Authority:

Document Number:

Expiration Date (if any)(mm/dd/yyyy):

3-D Barcode
Do Not Write in This Space

Document Title:

Issuing Authority:

Document Number:

Expiration Date (if any)(mm/dd/yyyy):

Certification

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

-~
The employee’'s first day of employment (mm/dd/yyyy): 06 I’)/O .’ 2015 (See instructions for exemptions.)
Signature of Employer or Authorized Representative Date (mm/dd/yyyy) Title of Employer or Authorized Representative

OtA QUN 000 O [H] 2615 | Adminghvanye Pesistant™

Last Name (Family Name) First Name (Given Name) Employer's Business or Organization Name

Cchol l Caflin Empler SluionS Group UL

Employer's Business or Organization Address (Street Number and Name) | City or Town State ip Code R
Tho\ gl tang St Yoh Edina MN | 25134

Section 3. Reverification and Rehires (7o be completed and signed by employer or authorized representative.)
A. New Name (if applicable) Last Name (Family Name) First Name (Given Name) Middle Initial | B. Date of Rehire (if applicable) (mm/dd/yyyy):

C. If employee's previous grant of employment authorization has expired, provide the information for the document from List A or List C the employee
presented that establishes current employment authorization in the space provided below.

Document Title: Document Number: Expiration Date (if any)(mm/dd/yyyy):

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

Signature of Employer or Authorized Representative: Date (mm/dd/yyyy): Print Name of Employer or Authorized Representative:

Form1-9 03/08/13 N Page 8 of 9
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DISCLOSURE AND AUTHORIZATION [IMPORTANT -- PLEASE READ CAREFULLY BEFORE SIGNING AUTHORIZATION)

NVESTIGATIO

Emplover Solutions Staffing Group LLC {ES5G) may abtaln Information about you for employment purposes from a third party consumer raporting
agency. Thus, you may be tha subject of a “consumér report” and/or an “Invastigative cansumer report” that may Include Information ahout your
charactar, ganaral raputetion, personal characteristics, and/or mode of living, and that can involve personal interviews with sources, such as your
nelghhors, friends, or assoclates. These reports may contaln information regarding your credit history, criminal history, soclal securlty number
valldatian, motor vehicle records (“driving records”), verification of your education ar emplayment histary, or other background checks. Credit
histary will only be requasted where such Information Is substantially related to the duties and rasponstbliities of the position for which you are
applylng, You have the right, upon written request made within a reasonable time, to request whether a consumer raport has baen requestad and
compiled about you, and disclosure of the nature and scope of any invastigative consumer report and to request a copy of your repprt. Pleasa be
advisad that the nature and scope of the most comman form of invastigative consumer raport obtained with regard to applicants far employment
it an Investigation Into your education and/or employment hlstery conducted by Orange Tres Employment Screening, 7275 Ohms Lane,
Minnaapolls, MN 55439, Tal.: 800-BE6-4777 or 952-941-8040. Faxi 800-BBE-0774 ar 952-941-9041, QRANGE TREE EMPLOYMENT SCREENING's
website 5 at www.arangetrasscraening com, or another outside organization. The scope of this notice and autharlzation Is all-encompassing,
hawever, allowing ESSG to obtain from any outeide organlzation all mannar of consumer reports and Investigative consumer reports now and
throughout the course of your employment to the extent permitted by law. As a rasult, you should carefully consider whethar to exarclse your
right to request disclosure of the nature and scope of any Investigative consumer raport.

Neow Yerk atd Malns appilcants or employess anly: You have the right ko inspect end recelva a copy of any lnvestigatlva consumar roport requeited by ES5G hy
contacting the consumer reporbing agancy idantified above ditectly. You may alto sontact ES5@ to request the name, address wnd telsphong number af the
naareat unlt of the consumer raparting agancy designatad to handle inquiries, which E55G shall provide within 5 days,

New York applieants ar employées only: Upon request, you will be Informad whethar or not o consumer repart wis réguested by ES5G, and I such report was
raquestad, Informad of the nama and address of the consumer reporting agency that furnished the report. By $laning belaw, yau slsn acknawledge recalpt of
Articla 23-4 of the New York Correction Law, )

Gregon applicants or employwes only: Information describlng your rights undar foderal end Qragon law ragarding Identity theft protection, the starage
urd dlapuoal of your coodIU v Uiy, and cooedlus svelleliv shoedd you suprnd we hod Uit ESS8 had ot avalntained secured recards It svaiisbia to vou upon
roguest.

Washingeon State applicants or amployass only: You also have the right to request from the consumer reporting egency a writtan summary of your righls and
ramedias ynder the Washingion Felr Crdit Repariing Act.

ACKNOWLEDGMENT AND AUTHORIZATION

1 acknowladge racelpt of the DISCLOSURE REGARDING BACKGROUND INVESTIGATION and A SUMMARY OF YOUR RIGHTS UNDER THE FAIR CREDIT
REPORTING ACT and certify that | have read and understand both of these documents. | hereby authorlze the obtalning of “consumer reports”
and/or “investigative consumer reports” by ESSG at any time after recalpt of this authorization and throughout my employment, If applicable. To
this end, | hereby authorize, without resarvation, any law enforcement agency, administrator, state or federal agency, institutlon, school or
university (public or private), information service bureay, company, or Insurance company to furnish any and all background Information requested
by Orange Tree Employment Screenlng, 7275 Ohms Lane, Minnespolls, MN 55439, Tel. 800-886-4777 or 952-941-9040. ORANGE TREE
EMPLOYMENT SCREENING’s website is ot: www orangetresscreening.com, another outslde organizatlon actng on behalf of the company, and/or
the company itself. | agree that s facsimile (“fax”), dlactranic or photographic copy of this Authorlzatian shall be as valld as the original,

mwmnmmnmm By ¢laning balow, vau alss poknowiadge recalpt of Article 23-A of tha Naw York Correction Law.

Minnsxcts snd Oklshoms spplicants or smployssr only: Pleaze check this box If yvou would like to receive & copy of » consumer report i ona I3 olitined by ESSG.

D {Must Include emall address: . )

Slgnatura; Date:
BACKGROUND INFORMATION

Last Namae: M oreng First: ‘F_;MMAQ___Mlddle:

Other Names/Allas:

socil security#%:_ S b = (6= 0723 | Date of Birth (mim/dd/yyyy)*:_© S / 15 / /1980
priversticenses:_/ 5 =0 b [0S 3% state of brivers License: L 01 0 €. Gk o
present Address: 1.9 | b\);n’{'a’ Son hj \ola €@, Telephone s (primary:_ NS = SHG-2 172
crysstaterzis_E | £ $0 / TJ X "9924% |

*This information will be used for background screening purposes only and will not be used os hiring criteria,
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A Summary of Your Rights Under the Falr Cradit Reporting Act

The federal Falr Credit Reporting Act {FCRA) promotes the accuracy, fairness, and privacy of informatlon In the files
of consumer reporting agencles, There are many types of consumer reporting agencles, including credIit bureaus
and speclalty agencles (such as agencles that sell Informatlon about check writing historles, medical records, and
rental history recards). Here Is a summary of your major rights under the FCRA. For more Information, Including

information about additional rights, g0 to www consumerfinance gov/learnmare of write to:

Consumar Financial Protaction Bureau, 1700 G Street N.W., Washington, DC 20552,

= You must be told If Information In your flle hag baen used agalnst you. Anyons who uses a credit report or
anather type of consumear report to deny your application for credlt, insurance, or employment - or to take
another adverse actlon agalnst you ~ must tell you, and must give you the name, address, and phane
number of the agency that provided the Information.
*  You hava the right to know what Is In your flle. You may request and obtaln all the Information abaut you In
the flles of a consumer reporting agency {your “flle disclosurs”). You will be required to provide proper
‘Identification, which may Include your Soclal Security number, In many cases, the disclosure will be free. You
are entitlad to a free file disclosure if:
* 3 person has taken adverse actlon agalnst you because of Information In your credit report;
« you are tha victim of Identity theft and place a fraud alert In your flie;
» your file contalns inaccurata Information as a result of fraud;
= you are on public assistance;
* you are unemployed but expect to apply far employment within 60 days.

tn addltlon, all consumers are entitled to one free disclosure every 12 maonths upon request from each nationwide
credt bureau and from nationwlde speclalty cansumer  reporting  agencies,
Ses www consumerfinance gov/learnmors for additional Infermation.,

= You have the right to ask for a credit score. Credit scares are numerlcal summarles of your credit-worthiness
based on Informatlon from credit bureaus. You may request a cred't score from consumer reporting agencies
that create scores or dlstribute stores used In resldentlal real property loans, but you will have to pay for [t
In some mortgage transactions, you will recelve credit score Information for free from the mortgage lender.

»  You hiave the right to dispute jncomplete or Inaccurate Information. 1f you [dentify Information in your file that
is incornplete or inaccurate, and repart it to the consumer reporting agency, the agancy must Investigate
unless your dispute is frivolous, See; www.consumerfinance.gov/learnmore for an explanation of dispute
praceduras.

«  Consumer reporting agencles must correct or delets Inaccurate, iIncomplste, or unverifiable
Informatlon, inaccurste, incomplete or unverlflable Information must be removed or corrected, usually
within 30 days. Howavar, a consumer reporting agenty may cantinue ta report information [t has
verifled as accurate.

= Consumar reporting agencies may not report outdated negative Information. In most cases, a corsumer
reporting agancy may not rapart negativa information that (s more than seven years old, or bankruptctes that
are more than 10 years old.

= Accass to your file is limited, A consumer reporting agency may provide Information about yvou only to people
witha valid need - usually to consider an appllcation with a creditor, Insurer, employer, landlord, or other
businass. The FCRA specifies those with a valld need for access.

=  You must give your consent for reports to be provided to employers. A consumer reporting agency may not give
out Information about you to your employer, or a potentlal employer, without your written consent glven to the
employer, Written consent generally [s not requirved In the trucking Industry. For more Information, go
to www.consumerfinance.gov/learameore.

*  You may limlt “prascraenad” offars of cradit and lnsurance you get based on information In your credit report,
Unsoliclted “prescreened” offers for credit and insurance must Include a toll-free phone number you can call if you ;
chogse to remove your name and address from the lists these offers are based on. You may opt-out with the l
natlonwlds credit bureaus at 1-888-567-8688,

*  You may seek damages from violaters. If a consumer reporting agency, or, In some cases, s user of cansumer
reports or a furnisher of Information to a consumer reporting agency violates the FCRA, you may be able to sue In

state or federal court,
= |dentity theft victims and activa duty military personnel hava additional rights. Far mare Informatian, visit

www.consumerfinance gov/learnmore Consumer Financlal Protection Bureou, 1700 G Street N.W., Washington,
DC 20552,
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EMERGENCY CONTACT INFORMATION

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

Employee Name: F;r"ﬂ CU’\C‘J_Q M oreno
Address: qq. Win '!"tv" S{Q [ine PIQC&

Home Phone; q’S"g—qQ' 2'-7%_ ‘

Co #1 ] Home Pne: 'M Sci -21772
Name: Clhristine E)vera Cell Phone: G—70) - 41 5= 3987
Relationship; g4/ ,‘ F e Work Phone:

Contact #2 Home Phone:
Name: O 052 (darurman Cell Phone: UG- 525~ 02073
Relationship: [£yw ’H\w LA ‘ A ) Work Phone:

Additional information you want Employer Solutlons Staffing Group and our ¢lients to know in the event
of an emergency:

This Information wilf remain confidentiol and will only be used in the case of an emergency.
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: 4
: ,‘:. RECEIVE YOUR PY WITHOUT DELAY ~ ‘ -
v ~y a N '. [ :
R g e

In order for you to continue to receive your pay each week without delay we are
encouraging all employees to use direct deposlit or Global Cash Card. It s
becoming more and more difficult for employees to cash checks without fees or
delay due to increased securlty at all banks, Also, If your check Is lost or stolen
you will have to wait 3 days for another check.

GLOBAL CASH CARD
If you don’t have a bank account, computer access or don’t want to use direct
deposit you can use Glabal Cash Card which works like a Visa.

e There are NO FEES for the card for your first transactlon as a cash
withdrawal at an ATM or If you use It ke a credit card (not debit) to make
Individual slgnature purchases.

e |f you don’t have access to a computer you can recelve TEXT notifications
for your pay check amount on pay day as well as what the current balance
is. You can also recelve low balance notifications set to the dollar amount
that you determine on the attached form.

» You may call Customer Service 24 hours a day, 7 days a week, 365 days a
year at 888-220-4477 for balance inquiries or other questions. (Para
Espafiol, apriete dos)

e You can pay bills with the GCC (by phone/internet/in person). You can also
set up your online account to make automatic payments.

Please complete the attached form and turn It In to your manager as soon as possible indlcating
whether you would like direct deposit or Global Cash Card. Please makea sure you include an

email address. '
Fill Out This Form! IS
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employer solutions staffing group.

Leveraging Resources in a2 Changing Marlket
Direct Deposit/Payroll Debit Card Authorization

Emplayees have the option of receiving wages by Divect Deposit and/or Payroll Deblt Card.
If you do not provide a written elsction, wages will be paid by Payroll Debit Card.

SECTION | i SINTORMATTON

Employee Name m SSN¥ (last 4 digits) Lffegilve Dam
’ 0L g% - /5

SEOTION 7 i‘/\nlx()l oL ECTION

O Direct Depostt (Please complste Sections 3 and 5 below)
|| Payroll Debit Card (Please complete Sectlons 4 and 5 below)
SECHON S CDIRECT 1D IOsET

(\ O Update Bank Aceount T understand and acknowledge that If I do not provide &
&8 ook Name: voided check with this direct deponit Form, T am

0} G E C' M respdnsible for any dglays in payroll or extra costs

0] ;
N Routing# '3 l?__ Og , 0 g (‘.‘1 incurred ikth ber that T provide is Incorrect.

i ot 2994 6990 il b § = 2015
Account Type: ﬂ Checking O Savings Oother

= To help us avoid making an errar, please attach & copy of & voided check. (a deposlt slip will not work)
*  |I'you change banks, do not closc your old bank account until your dircct deposit has started at the new bank, which may tuke 2 pay perieds.

SECTTON L PAYROH, DI AR (GHLORNL CARI OCARDY)

Federal law requires ell financial institutions 10 obtain, verify, and record information that identifies each person who opens an account. In order to
recuest & Payroll Debit Card for you, we must provide all of the following information that will enable the finencial instituiion to identify you, If
you do not submit a Direct Depoait/Payroll Debit Card Authorization, TSSQ will provide the necessary information and isse 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 Deblt Card account or
transactions, On your first payday, vou will recaive your new Payroll Debit Card, and a packet containing all of the terms and conditions. You will
then sign aoknowledglag that you recelved the Payiell Debit Card and packet. Your Payroll Debit Card will be reloaded on each payday you recelve

wages.
CARDHOLDER INFORMATION (as you want your Payroll Debit Card to be [ssucd)

Firgt Name M.L Last Name Date of Birth
Strect Addross (0 BOX NOT ACCEPTABLE) Social Sacuriiyd
City ' State Zip Cell Phone (mobile)

RECEIPT OF PAYROLL DBEBIT CARD (to be completed when you piek up yanr Payroll Debit Card)

Payroll Dobit Card Routing # Payroll Debit Card Aecount #

173972181

1 have received my Payroll Debil Card, welcame brochure, program fees, program (erms, conditions, and disclosures. By aciivating my Payroll Debit Card,
I am agreeing to the program tetms, conditions, und disclosure thet arc included or made available to me from time to time from the financial institution, [
authorize the finunelal institulion lo debit my Payrolt Debit Card acoount for the fees described in the fee sohednle that is part of the program tetms,
conditions, and disclosures.

Eimployee's Signature: Date:

SECTION 5 AUTTTIOREAATTON
T authorize ES8G to directly depasit my periodic wages/compensation payments, net of required tax withholdings, other required withholdinge
or nuthorized deductions, into my account(s) as designated above and to Initlate, if necessury, debit entries and adjustmentsfor any credit entrlea

made In exror (o my account(s). * E-mall Is required for pay stub information.

“E-mail: Camr\ere.v\o @ . I ‘v& ool dd

this information will anly be uge t send hr Lubs electronically

Date: 5—"'20"15—

Ermpl s &1 .
mployee's Signature, vi % -
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employer solutions staffing group.

lLeveraging Resources in a Changing Market

STATEMENT OF CONFIDENTIALITY

A

This agreement made this 20 day of Ma . 2015 , between

Employer Solutions Staffing Group LLC, hereinafter referrad 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 viclation 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 viclation in equity or otherwise.

Employee Sigifature

Employer Salutions Staffing Group LLC, Representative
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- 3880 Pre-Screening Notice and Certification Request for

(Rov. January 2012) the Work Opportunity Credit OMB No. 1645-1500
%m 5&'.?4&2%3&%“"’ b Sna separate Instructions.

Job applicant: Fill In the lines below and check any boxes that apply. Gomplete only this side.
vorname Fovnando /Moceno socist security rumper» 456 -6 5~023)
Street address whars you live Lf‘ cf { w A ’h. Y S;Dr[w = \DI ace,
Clty or town, etate, and ZIP code & | P"( 50 —lr')( J 79928

County E { Pﬂ 50 Telaphone number 1 { S_" 5 ‘-{ q9-2 [12-
If you are under ape 40, enter your date of birth {month, day, year) 0 S / / 5 / I ‘? 8 C)
i 4

1 [] Check hara If you recalved a conditional certification from the state workforca agency (SWA) or a patticipating local agency
far tha work opporiunity credit,

2 [J Check here If any of tha following stataments apply to you.
« | am a member of a family that has recsived asslstance from Temporary Agsistance for Needy Familtes (TANF) for any 8

months during the past 18 montha,

= | am a veteran and a member of a family that recelved Supplemantal Nutrition Asslstance Program (SNAP) benefits (food
starnps) for at least a 3-manth patlod during the past 1§ months.

« | was rafarred here by a rehabillitation agency approved by the state, an employment network uncier the Ticket to Work
pragram, or the Department of Veterans Affalrs.

* {am at least age 18 but not age 40 or older and | am a member of a family that:
a Receivad SNAP benefits (food stamps) for the past 8 months, or
b Raceivad SNAF benafite {(food stampg) for at leaet 3 of tha past &5 monthe, but [z na jonger sligibls to recalva tham.

+ During the past yaar, | wag convictad of & felony or relaased from prison for a falony.

* | recelvad supplemental securlty Income (E81) benefits for any month ending during the past 80 days.

* | am a veteran and | wae unemploysd for a period or perlods totaling at least 4 wesks but less than 6 manthe during the
past yesr,

3 [ Check here if you are a veteran and you were unemployed for a perlad or perlods totaling at lsast 6 mantha during the past
year,

4 [ Cheok here If you are a veteran entltied to compensation for a service-connected disability and you were discharged or
released from active duty In tha U.S. Armad Forcee durlng the past year.

5 [J] Check hera If you ara & veteran entitled to compensation for a service-connected disabllity and you wara unemployed for a
pariod or pariods totaling at Ieast 8 months durlng the past year.

6 [ Check here i you are a member of a famlily that:
* Recelved TANF payments for at least the past 18 monthe, or
+ Recelved TANF paymenta for any 18 months beglinning after August 5, 1887, and the sarllest 18-month perlod beginning
after August 5, 1887, ended during the past 2 yasrs, or
« Stopped being eligible for TANF payments during the past 2 years becauss federal or state law Umited the maximum time
those payments could ba mada.

Signatura=All Appllcants Must Sign

Undar penalliss of patjury, | declare that | gava the abova informstion to (he employer an or betors the day | was atferad & Job, snd it 13, to the best of my knowlscge, trus,
carrect, ang complete.

Job applicant's signature b "-““ J)/Ww Dete 5“'2:0 - / S_‘

For Privaoy Aat and Paparwork Reduction Act Noticadese pags 2. Cat./No. 228511, Form B850 Rav. 1-2012)
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Form A (rev. 08/12) TAX CREDIT QUESTIONNAIRE RETROTAXP

spacinlintain Tnk Gradit Adminintratlon

EMPLOYER SECTION:
ESG FEIN#:! ESG Client Name & State:
Hirlog Manager: Position: Starting Wage: $
EMPLOYEE SECTION;
Employee Name; Street Address: . City/State: Zip:
| Fernan oli_) Moren o | 451 WiaterSpana Place] E1 Pa s0, 1X[79928
S5#: Date of Birth: Age: Have you wotked for | If yes, location:
_ _ this company before?
454 65-023] | 2545198035 | " TR KN
Please complete all questions, and sign and date the form. Yes No
1. Have you or has anyone Hving with you recelved Temporary Assistance to Needy Families (TANF) I:I L
at any time since August 8, 199772 (If yos, ploase provide information below.,)
Name of the person receiving benefits: Relationship to you:
Clty: County: State: '
2. Have you or has anyone Jiving with you received Food Stamps (SNAF) at any time during the past 15 menths? O K
(If yas, pleaae provide information balow,)
Name of the person receiving benefits: Relationship to you:
Clty: County; State:
3. Have you receivad Supplemental Security Income (SSI) at any time within the past 3 months? D

Ploass note, this is not the same as Social Security benefits (S5) or Social Security Disability (SSDI) benefits.
Mf you checked yes please provide o copy of your S8 decumantation,

™

4. Have you received any type of vecational rehabilitation services within the past two ycears? D
If yes, please indicate which type of agency you worked with and provide their Iocation informetion below;
Vocational Reohabilitation Agency Dopt. of Veterans Affairs D Employment Network (Ticket to Work Program)

Neme of Agency: Phone #
City: County: State:
*[fyou checked ves please provide a copy of your active Individual Work Plan ard Ticket to Work documentation.

O
S

in

Are you a Veteran of the U.S, Millitary? *{fves, please provide a copy of your DD-2i4 and letter of separation.
(If yes, please provide informatlon below. Ifno, please continue to questlon ¥6.)

Dates of Service - From: / / To; / /

Branch of Scrvice:

Are you entitled to or are you receiving compensation for a service-connecied disabiflty? ]
Have you been unemployed at any time during the lnat 12 montha? b

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

L0 oo
HX

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

Conviction Date: / / Release Date: / /
Was this & [_] Federsl or [_] State conviction? If $taie - County; Stafe;

o Addltipnal, Tax Crodity T .
IEC (Native American): Are you or your spouse a member of a Native American Tribe? D E

CA Residonts; Arc you the child of foster paronts? D Do you reccive CalWorks? D Workforee Investment Act?
Are you a migrant or seasonal farm worker? Have you ever heen convioted of a misdemeanor?
SC Resldents: D Do you recsive Family Independence Benefits?

I vou checked yes élease provide o copy af your CDIB card.

PLEASE READ, SIGN, AND DATE;
Under penalties of perjury, I declare the information ubove 1o be true and acgurate 10 the best of my knowledge, and I hereby authorize any agency,
-arganization, or Individuals to supply such verification or information ihat mqy be neaded (o detgrming tax credit ellgibility to my emplayer, employer

representative (Associated Ccmsuha% dba Relgtax). or the Departmesl o
New Employee Signature: /)/’Vf?’ Date: Sﬁ -20- I 5

7~
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m cployer solutions staffing group.

Leveraging Resources in a Changing Market

INJURY MANAGEMENT PROGRAM

Injured Worker's Responsibilities

As your employer, we are concerned about your full recovery. Reasonable and
hecessary medical care will be paid for any compensable work injury. Medically
authorlzed time away from work will be relmbursed 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
haalth care provider. Subpart 2 places limitations on your right to change
primary health care providers. Discuss with your employer any change in health

care provider.

Attend all scheduled appointments. While on physical limitations, visits should
he a minimum of once every two weeks, Fallure to have current medical support
for disability may result in termination of benefits. Schedule your next
appolntment immediately after your doctor visit, before you leave the clinic if
possible.

Obtain a Report of Workability from your physician at every appointment, a
minimum of onece every two weeks. M.R. 5221.0420 requires that your physician
cooperate with réturn to work planning and that you be released to return to work
at the sarliest appropriate time.,

Immaediately 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 answersad.

Follow all physical restrictions at home and at work.

Report to work and perform physlcally sultable tasks as assigned. These may or
may not be in your regular department. The work may or may not be on your
usual shift.
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Maintain regular, weekly, communication with your amployer 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.

r employer im j f any naw injuries or hat impa
your physical condition,

If it is necessary to miss scheduled work due to a work injury, you must be sean
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 m 7/spunslbllltles and agre Ide py these guldelines.
Signed: /9 - -/9:; %)

Printed Name: F-V”Mvwo/o MO("&VLG
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employer solutions staffing group.

Leveraging Resources in a Changing Market

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 & 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 chack and no fee will be deducted.

CHEQUES DE PAGOQ PERDIDOS O ROBADOS

8i un cheque de pago se pierde (que falta, fuera de lugar, destruido, perdido en
el correo, etc), usted debe notificar a su reclutador de personal que el cheque no
se puede encontrar. Si se puede verificar que el cheque no ha sido cobrado,
ESSG se detendra el cheque de pago y reemitir el cheque a usted, descontando
un cargo de entre $ 25 - $ 35.

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

AGREED/SE ACUERDA—
Name/Nombre (con letra de molde): Ff rn o ,\OP 0 M OrenoO

_gnatum/Flrma—M Q/W%_
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Employee Keeps This Form

Healthcare Notice of Exchange

As your employer, we are requlred to provide you with the following information under Sectlon 1512 of the Affordable Care Act:

What Is the Health Insurance Marketplace?

The Marketplace i designed 1o help you find health insurance that meets your neads and fits your budget. The Marketplace offers
"one-afop shopping" to find and compare private health Insuranca options. You may slsc be aligible for & hew kind of tax credit that
fowers your manthly premium right away. Qpen enroliment for health Insurance coverage through the Marketplaca begins In October
2013 for covarage starting as early as January 1, 2014,

Can | Save Money on my Health Insurance Premlums In the Marketplace?

You may qualify t save monsy and lowar your monthly pramium, but anly If your employer doas not offer coverage, or offars coverage
that doean't rmest certain stendards. The savings on your premium that you'rs eligibile far dapends on your household income.

Doss Employer Health Coverage Affect Eligibility for Premium Savings through the Marketplace?

Yes. If you have an offer of heslth coverage from your employar that meets cartaln standarda, you will not be sligible for & tax credit
through the Marketplaca and may wish to enroll in your employar's health plan. However, you may be allgible for & tax credit that lowara
your manthly pramium, or a raduction in cartsin cost-sharing if your employer doea not offer coverage to you at all or daas not offer
coverage that meets certain standards. If the ¢ost of a plan from your employer that would cover you (and not any other members of
your family) Is maors than 8.5% of your household income for the year, or i the coverage your employer provides does not mest the
"minlmum valug" standard set by the Affardahie Cars Act, you may be aligible for a tax cradit. 1

Note: If you purchese & health plan through the Marketplace Instead of accepting health covarage offerad by your employer, then you
may lose the employer contribution {If any) to the employer-offared coverage. Aleg, this employar conlribution -as well as your
smployse contribution to employer-offerad coverage- Ie often excluded from income for Federal and State Income tax purposes. Your

payments for coverage through the Marketplace ans made on an after-tax basis.
**The Marketplace can help you evaluate your coverage options, including your aligibllity for coverage

through the Marketplace and its cost. Please visit HealthCare.gov. for more information,

Inciuding an online application for health Insurance coverage and contact Information for a Health

« Insurance Marketplace In your area™*
If you declde to complate an application for covaraga In ths Markatplace, you will be asked to provide this Information;

Employer Name: Employer FEIN:

Employer Solutions Staffing Group, LLC . 20-8084369

Employer Address: Phone Number for Health Behefits Team:

7301 Ohms Lane Suite 405 Edina, MN 55439 8952-767-9519

Insurance | Who is Eligible? Meets Meets When Is it éffective? Wwill | be

Plans Minimum | Minimum penalized If |

Available: Valye Essential only have
Standard? | Coverage? this plan?

Fixed Everyone No No Available immediately — Yes

Indemnity offered upon hire

Plan

MEC Plan | Everyorie | Ne Yes Avallable Immediatety - No

gffered upon hire

Major Fuil time employees Yes Yes Within 60 days of belng No

Medical after 120 hours are determined eligible

Plan met in 30 days

For mara information about ESSG's Insurance optlons, contact:
The Health Benefits Team
Employer Solutions Staffing Group
952-767-9519 | health@employersolutionsgroup.com

E$SG_Participatinglocations, REV_12.2014
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www.employersolutionsgroup.com www.MyPayESG.com

Employee Keeps This Form

NOTICE: ESSG Electronic Pay Stubs
ESSG provides employees with electronic pay stubs. You are able to view your pay stub by
using either of the following methods:

1. You can view your check stub by logging into the employee portal at www.MyPayESG.com

Your usernarme Is the flest four letters of your last name followed by the last four numbers of your 55N.
The log-In is casa sensitlve, so be sure that you capitallze the first letter of your last name.

For example: John Woods 55N: 111-22-3333 would have a username of Woud3333

Your password wiif Initially be Ternpl234, and you will be directed to change It when you first log in. Be sure
to write down and keep your log-in information In & secure jocation. For support please emall
MyPayESG@MyPayESG.com

2. You can also recelve your check stub by emall by providing us with your emall address on page 1 of this packet.
** Your check stub will come frem payroll@MyPayESG.com, be sure to check spam folder,

Empleado Toma Coplar
ESSG proporciona a los empleados con los talones de pago electrénicos. Usted
puede examinar su talon de pago utilizando cualquiera de los métodos sigulentes:

1. Usted puede ver su talén de cheque por la tala en el portal electrénico del empleados en www,.MyPavESG.com

Su nombre de usuario son las cuatro primeras letras de su apellido seguido por los cuatro Gltimos digitos de

su ndmero de seguro soctal.
€l portal es caso delicado, asegirese de gue |a primera letra de su apellido sea maytscula.

Por efemplo: Juan Garcla SSN: 111-22-3333 tendria un nombre de usuario de Garc3333

Su contrasefla inicialmente sera Temp1234, y usted sera dirigido a camblarla la primera vez que Inicie seslén.
Aseguirese de anotar y guardar su informacién de registro en un lugar seguro. para apoyar emall:
MyPayESG@MyPayESG.com

2. Tamblén puede reciblr su talén de cheque por ¢orreo electrdnico , al provelr su corran electronico en la

pagina 1 de este paguete
** 2y talén de cheque vienen de payroll@MyPeyESG.com, aseglrate de revisar la carpeta de spam
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Do you or any dependents have Medlcare?  ——————
Social Security Number 5‘ b .Q.s _Q..Z:.E_L 4 Y y . P )
n [ Yes B)No It Yos:
Date of Birth = o s / l 5 / q g O Seod [M FI Medicare Health Insurance Claim Number (HICN)
Name P:H'nﬁ.n._ig N Y AN . }
Medicare Effective Date "' _
Street Address Ll‘“ WII\"FC"' Sgnnd\ P’ﬂce-
Names of Covered Parson(s)
City €{ p"ts 0 State I.K Zip lj_j_q“ i .
2,
3.
\ Y -~
BENEERIE SELECTION PRI | Yon MUST enroll in the Medical Insurance Plan before adding Term Life
or STD. Your coverage level for Term Life will be ldentical to your
MEDICAL madical plan sclection.
[]$20.91 Employee Only REQUIRED DEPENDENT INFORMATION
D $42.44 Employee + One Namme Aﬂ -[-‘L bf\.\/ A MO reno
gﬁﬁ‘ﬁ" Employee + Family Social Security Number é’ ?2 q 2 9 6' o ....2..
Date of Birth Oé”l 22/ 2 O o ﬁ Sex
[ ] NO to MEDICAL, TERM LIFE, und STD beneflis. Relationship: [ Spouse ﬁﬂhﬂd O Domestic Partnet
DENTAL ' Name D‘\I‘;AV\ F’. MO‘-C—V\O
[]$ 5.99 Employee Only Social Security Number 31 -0%8-9 95 —_ ......
D $11.98 Employee + One Date of Birth .Q}_/J_.é. /12 D ° _’ Sex

Relationship: [J Spouse [R led D Domestic Partner
E $19.77 Employee + Family

DNO Name E‘];'Z"\LQ-'H'\ E Mo(‘@b‘\o
T o o Social Security Number _@_E.}_'Li‘}.i.& l

TERM LIFE AN | i O 1 2812009 g
J Relationship: [JSpousc PR Child [J Domestic Pariner
D YES $0.60 Employee Only

$0.90 Employco + One

[INO  $1.80 Employee + Family RENEFICIARY INFORMATION
. For Term Life / Accidental Death & Dismemberment, please writo
in your beneliciary information.
SHORT-TERM DISABILITY
(_/ NAME OF BENEFICIARY
[ ] yes
$4.20 Employee Only

[ ]~o RELATIONSHIP

Short-Term Disability is not available to persons who work in

California, Hawaii, New Jersey, New Yorlk, or Rhode Island. Accidental Death & Dismemberment is part of the Term Life Benefit,

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

mnderstand that moking nobenefit selegtion is s declipaidon o,
) B W ’
P Signature— ” = e 2512012018
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/

ReHire Data__._,/,._._.. [ —

EMPLOYER INFORMATION

(Viast Be Filled Oml)

ENROLLMENT FORM - PLLAN 2

Ll BEACK o BLGETNK N Y

AVERAD) P LA

Do you or any dependents have Medicare? ———

Social Security NUmber o e s s v s e [JYes [INo 1f Yes:
. / / . ) .
Date of Binth o e e Sex E Medicare Health Insurance Claim Number (HICN)
Name .
Medicare Effective Date .. / —— / e e, e e

Strect Address Names of Covered Person(s)
City SHAE e e ZJ) e e e e e ;"
Home Phone e T et s e 3.

A o

Weekly fates

BENEFIT SELECTION
MEDICAL
I:] $20.91 Employes Only

[ ] $42.44 Employec + One

D $56.67 Employee + Family

[ ] NO to MEDICAL, TERM LIFE, and STD beneilts.

Yoo MUST enroll in the Medical Insurance Plan before adding Term Life
or 8TD. Your coverage level for Term Life will be identical to your

medical plan selection.

REQUIRED DEPENDENT INFORMATION

Name C'L\VI‘S"‘; n & 6{0\"{5’\
Social Security Number ié_é;,él'ill :
pueorbih 9/ /&1 1T 19 s

Relationship: M{Spouse [JChild [J Domestic Partner

DENTAL
D § 5.99 Employee Only

L__l $11.98 Empioyee + One

D $19.77 Employcc + Pamily

[]n~o

TERM LIFE

[ ]ves
[ ]w~o

PN
J

$0.60 Employee Only
$0.90 Employee + One
$1.80 Employee + Family

Natne H€¢+0f I é? /ar:‘d\
Social Security Number éi,_'i—_é '.2.?' 5 q
DateofBith @4 / 1A/ 197 s@

Relationship: [ Spouse NChﬂd O Domestic Partnér

e Tulia R, Glocia
bH5 . 66-U 16

Sovial Security Number = = " 8 T e e

Date of Birth _9_1/__2_3_/_,_.111 Sex

Relationship: (JSpouse [IChild L1 Domestic Partner

SHORT-TERM DISABILITY
[ ]ves
[ ]w~o

Shori~Term Dizability is not available to persons who work in
Culifornia, Hawail, New Jersey, Now York, or Rhode Island.

&

$4.20 Employee Only

BENEFICIARY INFORMATION
For Term Life / Accidental Death & Dismemberment, plense wrile
in your beneficiary information.

NAME OF BENEFICIARY

RELATIONSHIP

Accidental Death & Dismemberment is part of the Term Life Benefit,

I have read the benefit packet and understand its limitations. I understand that open enrollment is only available for a limited time and 1

understand that making no benefit selection is a declination of coverage.

P Signature

Date




DISCLOSURE REGARDING BACKGROUND INVESTIGATION

, or any of its subsidiaries may obtain information about you from a
consumer reporting agency for employment purposes. Thus, you may be the subject of a “consumer report” conducted
by a consumer reporting agency which may include information about your character, general reputation, personal
characteristics, and/or mode of living and which can involve personal interviews with sources such as your neighbors,
friends, or associates. These reports may contain information regarding your credit history, criminal history (State and
Federal records), social security verification, address trace, motor vehicle records (“driving records”), verification of your
education or employment history, or other background checks. You have the right, upon written request made within a
reasonable time after receipt of this notice, to request disclosure of the nature and scope of any report conducted by a
consumer reporting agency. Please be advised NationSearch.com, LLC (NationSearch)—11184 Huron St. Suite 13;
Northglenn, CO 80234; (800)-827-9550—will be the consumer reporting agency conducting the background
investigation. The scope of this notice and authorization is all encompassing, however, allowing the Company to obtain
from any outside organization all manners of consumer reporting now and throughout the course of your employment
to the extent permitted by law. As a result, you should carefully consider whether to exercise your right to request
disclosure of the nature and scope of any report conducted by a consumer reporting agency.

ACKNOWLEDGEMENT AND AUTHORIZATION
I acknowledge receipt of the DISCLOSURE REGARDING BACKGROUND INVESTIGATION and A SUMMARY OF YOUR RIGHTS UNDER
THE FAIR CREDIT REPORTING ACT and certify that | have read and understand both of those documents. | hereby authorize the
obtaining of “consumer reports” by the Company at any time after receipt of this authorization and throughout my employment, if
applicable. | hereby authorize, without reservation, any law enforcement agency, administrator, state or federal agency, institution,
school or university (public or private), information service bureau, credit reporting agency, emplovyer, to provide any and all
background information requested by NationSearch.com, LLC—11184 Huron St. Suite 13; Northglenn, CO 80234 (800)-827-9550—
another outside organization acting on behalf of the Company, and/or the Company itself. | agree that a facsimile (“fax”), electronic
or photographic copy of this Authorization shall be as valid as the original.

Notice to California Applicants: Notice to California Applicants: Under section 1786.22 of California Civil Code, you have the right to request
from NationSearch, upon proper identification, the nature and substance of all information in files pertaining to you, including the sources of
information, and recipients of any reports on you, which NationSearch has previously furnished within the two-year period preceding your
request. You may view the file maintained on you by contacting NationSearch during normal business hours, You may also obtain a copy of this
report{s} upon submitting proper identification. Upon making a written request, you may receive a summary of your repaort.

New York applicants or employees only: You have the right to inspect and receive a copy of any report conducted by a consumer reporting
agency and requested by the Company by contacting the consumer reporting agency identified above directly.

Notice to Maine Applicants: Under Chapter 210 Section 1314 of Maine revised Statutes, you have the right, upon request, to be informed
within 5 business days of such a request to whether or not a consumer report was requested. If such report was obtained, you may contact the
consumer reporting agency, NationSearch, and request a copy of the report(s) compiled.

Minnesota and Oklahoma applicants or employees only: Please check this box if you would like to receive a copy of a consumer report if one is
obtained by the Company

Last Name: First Name: Middle Name: A

Moreno Fernando
Other Names Used: SSN: Date of Birth:

456-65-0231 (For Employment 05/15/1980
Purposes Only)

Motor Vehicle Number & State of Issue: Current Address:
(Driver's License Number) .

15-061-0535 Co 491 WinterSpring Place

M "‘L"‘M May21, 2015

Signature: © Date:

Please initial this box in affirmation that you have been advised of your rights as it pertains to this consumer report, and
are aware of the consumer reporting agency conducting the background investigation: EM




ackground Screen
uthorization

Adobe Document Cloud Document ‘ May 21, 2015
History

Created: May 20, 2015

By: Caitlin Scholl (Cailin@corpmgmtgroup.com)

Status: SIGNED

Transaction ID:  XNLKVI4RQ587Z5J

“Background Screen Authorization” History

2 Document created by Caitlin Scholl (Caitlin@corpmgmtgroup.com)
May 20, 2015 - 11:01 AM MDT - IP address: 174.16.0.21

% Document emailed to Fernando Moreno (fajmoreno@live.com) for signature
May 20, 2015 - 11:01 AM MDT

o~ Document viewed by Fernando Moreno (fajmoreno@live.com)
May 21, 2015 - 10:43 AM MDT - IP address: 104.2.140.219

s Document e-signed by Fernando Moreno (fajmoreno@live.com)
Signature Date: May 21, 2015 - 10:49 AM MDT - Time Source: server - |P address: 104.2.140.219

& Signed document emailed to Fernando Moreno (fajmoreno@live.com) and Caitlin Scholl

(Caitlin@corpmgmtgroup.com)
May 21, 2015 - 10:49 AM MDT
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E-Verify - Print Case Details - Preview
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SENSITIVE BUT UNCLASSIFIED

https://e-verify.uscis.gov/emp/BpCaseDetailsLetter.aspx?CaseVerNu...

Department of Homeland Security
E-Verify

Report Prepared: 05/21/2015
Page: 1 of 1

Case Verification Number: 2015141120851GK

Case Information:

Employee Information:

Last Name: Moreno First Name: Fernando
Middle Initial: Other Names Used:

Social Security Number: wEE R (231 Date of Birth: 05/15/1980
Citizenship Status: A citizen of the United States Email Address:

Document Information:

Driver's license or ID card issued by a U.S.

. . List C Document:
state or outlying possession

List B Document: Social Security Card

Document Name: Driver's license Document State: Colorado
Driver’s License or ID Card Document Expiration Date: ~ 05/15/2020
Number:

Alien Number: 1-94 Number:

Additional Information:

Hire Date: 05/20/2015 Employer Case ID:

Three-Day Rule Reason: Three-Day Rule - Other:

Submitted By: CSCH4411 Submitted On: 05/21/2015
Initial Case Result:

Case Result: Employment Authorized

Employee Referred to SSA:

Referred By: Referred On:

Case Result from SSA (after SSA Tentative Nonconfirmation):

Case Result: Response Date:

Resubmitted to SSA (after Review and Update Employee Data):

Last Name: First Name:

Middle Initial: Other Names Used:
Social Security Number: Date of Birth:
Resubmitted By: Resubmitted On:
Case Result from SSA (after Resubmission):

Case Result:

Request Name Review:

Comments:

Submitted By: Submitted On:

Case Result from DHS (after DHS Verification in Process):

Case Result: Response Date:

Employee Referred to DHS:

Referred By: Referred On:

Case Result from DHS (after DHS Tentative Nonconfirmation):

Case Result: Response Date:

5/21/2015 11:09 AM



E-Verify - Print Case Details - Preview
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Photo Matching Results:

https://e-verify.uscis.gov/emp/BpCaseDetailsLetter.aspx?Case VerNu...

Determination:

Employee Referred to DHS (Additional):

Referred By: Referred On:

Case Result from DHS (after Additional DHS Tentative Nonconfirmation):

Case Result: Response Date:

Case Closure:

Closure Statement:
Closed By: - Closed On:

SENSITIVE BUT UNCLASSIFIED

5/21/2015 11:09 AM



