' \ PO Box 46270
. Eden Prairle, MN 55344-9956
' Tel: 952.835.1288

www.esgstaffingsolutions.com

employer solutions staffing group..

New Hire Application

Personal Data~ PLEASE PRINT LEGIBLY IN INK

‘ L]
Last Namew_ First Name _CQ_L‘HL_P’) Middie Initial_ T
Street Address [ @ Apt/Ste
City/State/Zip \ Social Security Last Four XXX-XX-

Staffing Agency/Recruitment Partner

Phone Number LO@I 273 qﬂ% Email Address ca;‘\'\\_‘ﬂ-—'pll'f’ PL@QU'H%M#
Wi

All offers of employment are conditional upon satisfactory proof of ide and legal abillity to work In the U.S.A.
Are you legally authorized to work In the United Stetes of America? [JYES [NO
Applicant Certification and Authorization

1 authorize Employer Solutions Steffing 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 appiication,
regarding my previous duties, responsibilities, performance, compensation and eligibility for rehire.

I understand that a comprehensive background check may be conducted to determine my ellgibliity for hire by certain clients of ESSG,

This may Include but is not limited to, investigations of criminal and/or conviction records, driving records and/or a drug screen test as
required by clients, government reguiations 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.
| certify that all statements made In my application are true and accurate and that | have not omitted any material information or provided
false or misieading information. 1 understand that any material omission or misrepresentation will resuit in my disqualification from
conslderation for employment or, if discovered after | begin employment, will result in my termination.

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

Ooii Ficey-

Name (Pri type)

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

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

ESSG - Rev, 0472017



Form W4 (2017) i T e é’s"lﬁ"t:&“{#m"'%‘i%‘e“

Basio Instructions. If you aren't exempt, complste consider making estimated ents using Form
Purpose. Complste Form W-4 so that yo the Personal Allowanz:a Worksheet below. The 1040{&&“2%%;:"‘&'# w:hu:vb.e 0“‘9"”'“
employer can withhold the correct federal Income worishests on page 2 further adjust your uit;"noome, sse Pub. £05 {‘u’:nﬂnd omf’" e should
tax from your pay. Conslder compl a new Form withholding allowances based on temized adjusi ur withholding on Form W-4 or W-4P.
W4 eac cxe‘:rgand when your personal or financial deductions, certaln credits, ad ustmenusto Income, yo g an Form
shtuation or two-samers/muRtiple jobs mggmom ug m% ob%n "e% havl::tm
from withhelding. if you are exempt Caomplste all workshests Howeveryou

compm onlyfines 1, 2, 8, 49'ant¥g and sign the may clalm fower (or zero allowances. For regular ?‘:'“"‘;bs er l‘"‘f a""wrgl‘ﬁgﬁ ekl ﬁadgnc’l‘alm

Your exemption for 2017 expires vwagae, withholding musz be based on allowances n our ;Jvlsmgoldlng Layaly geﬁwmm
e 15, 29?&8& Pub. 505, Tax Withholding 'y:ou clalme::l an“t’la;lg not be a fiat amount or when all allowances are olaimed on the Form W-4

for the hlghem

Note: I enother pereon can cliy you as  dependent __ Head of housshold. Gane iy, you can ol head fing job and zsco allowances are
from withholding If your total Income excaeds 1,050 yOu &re unmarried and pay more than B0% of the W& [ YU A8 ot e saa
arcl incuces maro fhan 8350 o unsame incoms lr XL T ;ggg'u?y,fg;!;gg',;ﬁ"u;fgg% Nonreeident Allrs, btors Sompiaing s fom,
mpons. Al Elcyoe may be ale gl e o oo, o1 mmmaz%mmxgg:
a dependent, if the employee Tax oredits, You can take projected tax oredits into ;mn 1;vlt§h‘e§ld Lo to aé';%’& rolegted L
» Is age 85 or older, e e O pendent 40880 $190,000 (Singls) o $130,000 Maried)
» |3 blind, or oare expenses and the child tax credit may be claimed Future developments. Information about any future
o Will clalm adjustments to Income; tax credits; or 32? E&?&?ﬂm%%?ﬁgﬂv’?;ﬁ’mﬂ%e g’oval'eg Ll Fomr:avga-ge( lﬂnwhlll be posted
itemized deductions, on his or her tax return. oredne into withholding allowances. at www.lla.govlw4
—_Personal Allowances Worksheet (Keep for your records.)

A Enter 1" foryourself if no one else can claimyouasadependent . . . . . . . . . . . . . . . . . . A

* You're single and have only one job; or
B  Enter"1”if; [ ® You're married, have only one job, and your spouse doesn’t work; or } B

* Your wages from a second job or your spouse’s wages (or the total of both) are $1,500 or less.
C  Enter "1 for your spouse. But, you may choose to enter *-0-" if you are married and have elther a worklng spouse or more

than one job. (Entering “-0-" may help you avoid having too little tax withheld)) . - Y o

D Enter number of dependents (other than your spouse or yourself) you will claim on your tax retumn . 5 D
E  Enter*1” if you will file as head of household on your tax retum (see conditions under Head of household above) E
F  Enter “1” if you have at least $2,000 of child or dependent care expenses for which you plan to claim a credit F

(Note: Do not include chlld support payments. See Pub. 503, Child and Dependent Care Expenses, for details.)
G Child Tax Credit (including additional child tax credit). See Pub, 872, Child Tax Credit, for more information.

® If your total income wili be less than $70,000 ($100,000 if married), enter “2” for each eliglbie child; then less *1” if you
have two to four eligible children or less “2” if you have five or more eligible chiidren.

» if your total income will be between $70,000 and $84,000 ($100,000 and $119,000 if married), enter *1* for each eligblechld,. G
H  Addlines A through G and enter total here. (Note: This may be different from the number of exemptions you claim on your tax retum.) » H

® If you plan to itemize or clalm adjustments to income and want to reduce your withhoiding, see the Deductions
Foraccuracy, | 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
worksheets eamln s from all jobs exceed $50,000 ($20,000 if married), see the Two-Eamers/Multiple Jobs Worksheet on page 2
that apply. avoid having too Iittie tax withheld.

° lf 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.

i w_4 Employee’s Withholding Allowance Certificate OMB No. 1545-0074

Department of the Treasury P Whethsr you are entitied to clalm a certaln number of allowances or exemption from withholding Is 2 @ 1 7
Intemal Revenus Servica sub]eotto review by the IRS. Your employer may be required to send a copy of this form to the IRS.

1 Your first name and midde Initial . Your social seourhy number
TPhcek- U\ =, 123l
; ome (number and straet or rural routs) 3

H Single D Married D Married, but withhold at higher Single rate.
E 2 ‘ q Note: If married, but legally separated, or spouse is a nonresident alien, check the "Slngle” bax.
City or town, d P code 4 Hyour last name differs from that shown on your soclal seourity card,
m \ n q N MN %DZ L{ cheok here. You must call 1-800-772-1213 for a replacement card. » [ ]
Total numberdf allowances y you are claiming (from line H above or from the applicable worksheet on page 2) |5 |O
Additional amount, if any, you want withheld from each paycheck . . . 6 |9
| cleim exemption from withholding for 2017, and | certify that | mest both of the following condltions for exempﬂon
® Last year { had a right to a refund of all federal income tax withheld because | had no tax liability, and
= This year | expect a refund of all federal Income tax withheld because | expect to have no tax liabllity,
If you meet both conditions, write “Exempt” here. . . . ekl
Under penalties of perjury, | declare that | have examined this certificate and to the best of my knowledge and belief, It is true, correct, and complete.

Employee's signature Pate >0q "‘0{'{) 3 IT

-

(This form is not valid unless you sign it.) »/.2%5 . i
8  Employer's name and address [Employar Cof] pleta fine$84nd 10 only if sending tothe IRS,) | © Office code {optional) | 10 Employer Identification number (EIN)

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



Employment Eligibility Verification USCIS

Department of Homeland Security OMll: ;:nllsf;.gom7
U.S. Citizenship and Immigration Services Expires 08/31/2019

P START HERE: Read instructions carefully before completing this form. The Instructions must he avaliabls, either In paper or electronically,
during completion of this form. Employers are liable for errors In the completion of this form.

ANTI-DISCRIMINATION NOTICE: It is iilegal to discriminate against work-authorized individuals. Employers CANNOT specify which
document(s) an employee may present to establish employment authorizetion and identity. The refusal to hire or continue to employ

NAIVIGLUA! DRCALISA TN& Jqocumenmtion nre (=ta

Bentlon 1, Employee Informallon and Aleatation (Employeas must camplele end sign Sealian 1 of Form 1-8 o lafer

than the first day of employment but nat hafaré aadspting a job offer)

Last Name (Family Name) First Nal.ne (Given Name) Middle Initial Other Last Names Used (if any)

Acld.ress (Streat Number and Name) Apt. flumber City or Town State ZIP Code

Syl 826 5H) falmngien  IMN[S502y

Date of Birth (m ) U.S. Social Security Number Employee's E-mail Add Employee's Telephone Number
O7-1(0-) 1\ -135) - [112l36] T e Lca ot

1 am aware that federal law provides for imprisonment and/or ﬂnes for false statements or i ke
connection with the completion of this form.

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

[[] 2. A noncitizen national of the United States (See instructions)

|:| 3. A lawful permanent resident  (Allen Registration Number/USCIS Number):

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

Allens authorized to work must provide only one of the following document numbers to complete Form I-9; Dnﬁlz,cver‘,’,: ;,?;“;,;Pg,}m
An Alien Registration Number/USCIS Number OR Form 1-94 Admission Number OR Forelgn Passport Number.

1. Allen Registration Number/USCIS Number;
OR

2. Form 1-94 Admission Number:
OR

3. Foreign Passport Number:
Country of Issuance:

Signature of Employeg S >/ 74 Today'sW
oz e Hoy 4o Y hrd

fleation [check one):
{! did hat use a dreparer or rahalatol. [ ] A pregiarer(s) and/or tranalator(s) assisted the amployed In dampleting Geotion 1.
widg below must be pemplisted and signed when preparers andver iranslatars essiat an emplayes in pampleting 8eotioh 1)

1 athest, 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/dd/yyyy)
Last Name (Family Name) First Name (Given Narne)
Address (Street Number and Name) City or Town State ZIP Cade

e Employer Completes Next Fuge ! @

Form1-9 07/17/17 N Page 1 0of 3



Employment Eligibility Verification USCIS

Department of Homeland Security OMll: ;:"1‘6};3 .
U.S. Citizenship and Immigration Services Expires 08/31/2019
Seaflon 2. Employer or Authorized Repreceniative Review and Verffioalion
{ Fwwwwwmmmm“mwzmswmmmmmmw it emphygmant. Yau
must physically examing ona docliment fram List A OR a combination of ane daaument from List B and ane duument from List © a8 fisted on the “Lists
Employaee Info from Section 1 P.'.l. 1' shipfimmigration
ListA ListC
identity and Employment Authorization Employment Authorization
Document Title Lt\/
ssuing Authority \
Document Number :
Expiration Date (7 any)(mm/ddiyyy) (i any)(mm/ddlyyyy)
Document Title
18suing Authority Additionai Information ; &“Nﬁ,“v;;f;”ﬁ”f‘?gp‘;;
Document Number
Expiration Date (i any)(mm/ddyyyy)
Document Title
Issuing Authority
Document Number
Explration Date (if any)(mm/dd/yyyy)

Certification: | attest, under penalty of perjury, that (1) | have examined the document(s) presentsd by the above-named employee,

(2) the document(s) appear to be genulne and to relate to the employee named, and (3) to the best of my knowledge the
emplgyee is d to work In the United States.
The )mploy 's figst day of employment (mm/dd/yyyy): ] (8 (See insthuctions for exemptions)

Sign : of er 0 o;1zed resentative Today's Date (mmfddAyyy) Employer or Authorized Representative
o e [ Zeiiszf%?———ﬁ-\ 6‘7/6@/'2@!7 Citti T

Employer or Authorized Representative of Employer or Authorized Representative | Employer's Business or Organization Name
o ,w,‘ C/Ci 764—— a.f L / EMPLOYER SOLUTIONS STAFFING GROUP LLC
E?nployer's Business or Organization Address (Street Number and Name) | City or Town State ZIP Code
7480 FLYING CLOUD DRIVE SUITE 200 EDEN PRAIRIE MN 55344
Beatian §, Reverifioation and RéHlres (o be aompisted and sigried by eypplayer ar aulharlzed represehtaive)
A, N&v Name (i applicaple) , B. Date of Rehire (i applicahle)
Last Name (Family Name) First Name (Given Name) Middle Initial Date (mm/dd/yyyy)

[6, e employee's previbus grant of employment altharization has expired, pravide e Infarmatlon for the doourment of recelpl ihal eslabliehes
continuing employment autharization in the space provided below. , :
Document Title Document Number Expiration Date (if any) (mmv/ddAryyy)

1 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 empioyee presented document(s), the document(s) | have examined appear to be genuine and to relate to the individual.

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

Form 19 07/17/17 N Page 2 of 3
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CERTIFICATE OF BIRTH

STATE FILE NUMBER  1998-MN-043247 b
FULL NAME CAITLYN FAITH FLICEK-ROCHA
DATE OF BIRTH SEPTEMBER 16, 1998
TIME 03:03 PM
PLURALITY SINGLE (1)
SEX FEMALE
PLACE OF BIRTH FAIRVIEW RIDGES HOSPITAL
. BURNSVILLE DAKOTA  MINNESOTA
PARENT JESSICA SHEREE FLICEK
NAME AT BIRTH FLICEK
DATE OF BIRTH MARCH 31, 1975
PLACE OF BIRTH MINNESOTA
PARENT JOSUE ROCHA
DATE OF BIRTH SEPTEMBER 02, 1972
PLACE OF BIRTH TEXAS |
ANY AMENDMENT MADE PRIOR TO 08/08/2000 FOR THIS RECORD IS NOT NOTED ON THIS CERTIFICATE. i

THIS IS A TRUE AND CORRECT RECORD OF BIRTH REGISTERED IN THE MINNESOTA OFFICE OF THE STATE REGISTRAR.

MR&C Certificate ID
8564271

—_—
] :
=

FILED: SEPTEMBER 30, 1998

d@AW

Heidi Granlund
ACTING STATE REGISTRA

ISSUED: DECEMBER 24, 2013 DAKOTA COUNTY VITAL STATISTIC - BURNS
- THIS CERTIFICATION IS VALID ONLY WHEN REPRODUCED ON WATERMARKED SECURITY PAPER
._,."‘gg_ WIiTH A RAlSED BORDER AND RAISED STATE SEAL OF MINNESOTA
T T¥arad o s e 1 0 T N BT s

.A.Q.‘“ BhT I"‘t ll.:x n:nh.et' lTinl vea L T a ber e b TV e em e e e o

B .




EMPLOYER SOLUTIONS STAFFING GROUP
BACKGROUND CHECK AUTHORIZATION

Employee Name: M\_ m‘*\f\' F\.\Cm

(First) (Middle) (Last)
— Former Name(s) and Dates Used:
Current Address Since:
(Street)

~RrevieusAddressFroms

(Mo/Yr) (Street) (City) (State/Zip)
Previous Address From:

{(Mo/Yr) (Street) (City) (State/Zip)

Social Security Numbenﬁ’“ 24 '72 5{@ DOB: _@:MQ-—WS’
Phone Number: @52‘ 5’2 Z i ngg

Driver’s License Number/State: éié{'ﬁ [Q le 7 lﬁ Z) // M /l[

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

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

| further authorize any individual, company, firm, corporation, or public agency to divulge any and all information, verbal
or written, pertaining to me, to Employer Solutions Staffing Group, LLC or its agents. | further authorize the complete
release of any records or data pertaining to me which the individual, company, firm, corporation, or public agency may
have, to include information or data received from other sources. Employer Solutions Staffing Group, LLC and its
designated agents and representatives shall maintain all information received from this authorization in a confidential

manner in order to protect the applicants personal information, including, but not limited to, addresses, social security
numbers, and dates of birth.

Date: W"O@ ‘/'_7

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




EMERGENCY CONTACT INFORMATION

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

lﬂ —
Employee Name:
Address: 2 nd % 4) &m_l’ﬂg@_; } WN %
Home Phone: @)I 373 qZ% i
Pleasa liat two people (In priomy ordar) who opuld he contacted In case of an emergency
Contact #1 ome Phone:
>Q Name: ’a\ /OM ,l_ f’ g (@L’ Cell Phone: (06 | .23 /ﬁ 672 (/
Relationship: ﬁ . Work Phone:
Nce
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:

AlUvgic 40 genicilion £ omoxi cillion

This information will remain confidential and will only be used in the case of an emergency.



empioyer solutions staffing group..
Wage Payment Method Authorization (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.
S [ G g] @] BASEE NGO RN ON

SSN# (last 4 digits) EffectiveDate

e — ! [ 7= v‘/
SEEHO R PN RO EPEEHON
|| Direct Deposit (Pleass complete Sections 3 and 5 below)  Note: Direct Deposit accounts may take up to 7 days to be activated
T2 Payroll Debit Card (Please complete Sections4 and § below) [ ] Paper Check (Please complete Section 5 below)
SEGRIONT S DIREEE DEPOSEE
(\. [0 Update Bank Account 1 understand and aclmowledge that if I do not provide a
B Bank Name: voided check with this direct deposit form, I am
) responsible for any delays in payroll or extra costs
f_ Routing# incurred if the account number that I provide is incorrect.

BN Acconnt#
Acconnt Type: [] Checking [ Savings [lOther

*  Tohelp us avoid making an error, please attach a copy of a voided check. (a deposit slip will not work)
- Ifyonchnngabanks,donotcloseyomoldbmkaccountnnﬁlyowdﬁ‘ectdeposithnsstarﬁdatﬁenewbmk,whichmaylnkeZpaypmiods.

Initial Dats

SEEELON L RANROETL DESEE GARD

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 Depogit/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 packet contnining ail of the terms and conditions, You will
;lmn sign acknowledging that you received the Payroll Debit Card and packet, Your Payroll Debit Card will be reloaded on each payday you receive
wages.

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

i O S A e = LeaNeme LT @~ BTN ~ s

Street Address (poBox NOY cial Security#
S0 tapper 1820 St ¢ 1l 2% 123¢0
City, Cel}Phone (mobile)

_Q_Lmjkt%gm M\ | P8sezy Al 37123 A2%
RECEIPT OF PAYROLL DEBIT CARD (to be completed when you pick up your Payroll Debit Card)

Payroll Debit Card Routing # PayrollDebitCm‘dAccomlt#_LL%g 2 - q o O - S=2 2 ~7()

T'have received my Payroll Debit Card, welcome hrochnre, program fees, program terms, conditions, and disclosures, By activating my Payroll Debit Card,

am agreeing to the program terms, conditions, and disclosures that are incloded or made available to me from time to time from the financial institution. 1
autharize the financial 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 Signaturey/e®7Z

~——

SECHONIST U EHTORIZN TTON

1 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: @
this information will only be used to send your paystubs electronically

\

-

\ Employee's Signature: my Date: ~ Ol ~




This agreement made this @ day of ) A e 2 01¥between
Empl o%le[ Solutions Stafﬁng Group LLC, here Gite to as “employer’,
and = eafter 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.

amount as liquidated damages sh’all not be construed as a release or waiver by
the employer of the right to prevent any such violation in equity or otherwise.
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employer solutions staffing group..

INJURY MANAGEMENT PROGRAM

Injured Worker’s Responsibilities

As your employer, we are concerned about your full recovery. Reasonable and
necessary medical care will be paid for any compensable work injury. Medically
authorized time away from work will be reimbursed in accordance with the State
of Minnesota workers’ compensation laws. Wherever possible light duty
restrictions imposed as a result of your injury will be accommodated.

RESPONSIBILITIES OF THE INJURED WORKER:

Minnesota Rule Sec. 5221.0430, Subp. 1 requires that you choose one primary
health care provider. Subpart 2 places limitations on your right to change
primary health care providers. Discuss with your employer any change in health
care provider.

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

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

Immediately following your appointment, provide a copy of the report to the
designated employer representative. You should deliver this in person so that
changes in work restrictions may be addressed and any questions answered.

Follow all physical restrictions at home and at work.
Report to work and perform physically suitable tasks as assigned. These may or

may not be in your regular department. The work may or may not be on your
usual shift.



Maintain regular, weekly, communication with your employer if you are unable to
return to work. Contact your employer a minimum of after every visit with your
primary health care provider. Keep the claims representative advised of your
status.

Notify your 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.

Printed Name: Sl
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mportant/Importante
LOST OR STOLEN PAYCHECKS

If a paycheck is lost (missing, misplaced, destroyed, lost in the mail, etc.), you
must notify your staffing recruiter that the check cannot be found. If it can be
verified that the check has not been cashed, ESSG will stop payment on the
check and re-issue the check to you, deducting a fee of between $25-$35.

If your paycheck was stolen, you must first file a police report before we can re-
issue the check. Once you have done so, you must provide a copy of the policy
report to your staffing recruiter that the check was stolen. If the check has not
been cashed and if the loss of the check was not your fault, ESSG will issue a
new check and no fee will be deducted.

CHEQUES DE PAGO PERDIDOS O ROBADOS

Si un cheque de pago se pierde (que falta, fuera de lugar, destruido, perdido en
el correo, etc), usted debe notificar a su reclutador de personal que el cheque no
se puede encoptrar. e-puede verificar que el cheque no ha sido cobrado,
ESSG se deténdra ef’cheque™de pago y reemitir el cheque a usted, descontando
un cargo de eptre $ 25 - $ 35.

Si su cheque de page pado, 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): (‘ ai:l:“ En El 'l Cg E-... IZC L’lc;
Signature/Firma: %& "@(
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employer solutions staffing group..

ESSG WORKPLACE SAFETY POLICY

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

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

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

(3) Make sure employees have and use safe tools and equipment.

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

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

ESSG is committed to vigorously enforcing its OSHA Compliance Policy.

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

* Responsibility to work in compliance with OSHA laws and regulations

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

o Responsibility to report workplace hazards and dangers

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

You have the following basic rights:

o Right to refuse unsafe work

o Right to know or be informed about actual and potential dangers in the
workplace

* Right to review copies of appropriate standards, rules, regulations and
requirements that the host employer is required to have available at the
workplace.



Acknowledgement of Receipt of Workplace Safety Policy

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

I also agree that if at any time during my employment I am believe that I am
working in an unsafe or dangerous work environment, I will immediately contact
my supervisor, manager, director or ESSG’s Safety Director at
952.835.1288/1.866.496.7578 in order to obtain assistance in the resolution of such
matters.

Employee Name (Please Print)

Employee’s Signature:




o 8850 Pre-Screening Notice and Certification Request for

(Rev. March 2016) the Work Opportunity Credit OMB No. 1545-1500

E[?gmg]l agv;maswce ) » 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.

Your name MMH\ Soclal security number » ét Zl 3§ 74 3(;
Strest address where you live W@A <+ ///)

City or town, state, and ZIP code muggj_bj’) MN %2(—,

County M Telephone number

If you are under age 40, enter your date of birth (month, day, year) “, o~

1

2

[[] Check here if you received a conditional certification from the state workforce agency (SWA) or a participating local agency
for the work opportunity credit.

1 Check here if any of the following statements apply to you.

* | am a member of a family that has received assistance from Temporary Assistance for Needy Families (TANF) for any ©
months during the past 18 months.

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

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

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

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

o | 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 weeks but iess than 6 months during the
past year.

[] Check here if you are a veteran and you were unemployed for a period or periods totaling at least 6 months during the past
year,

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

[ Check here if you are a veteran entitied 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.

[ Check here if you are a member of a family that:
» Received TANF payments for at least the past 18 months; or
* Recelved TANF payments for any 18 months beginning after August 5, 1897, and the earilest 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.

L1 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 penaities of perjury, | declare that | gave the above information to the employer on or bafore the day | was offered a job, and it Is, to the best of my knowledge, true,
correct, and complete.

kj_gb applicant’s signature P, ﬂ % : A pe9 Y Date 7@ —£ é ’/7

For Privacy Act and Paperwork B

117-

Cat. No. 22851L Form 8850 (Rev. 3-2016)



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

EMPLOYER SECTION:
Client: Company:
Location: Position: Starting Wage: $

UTI 35 T123¢,

Have yon worked for
this company before?
Yes[] No @"

O9lo-1995 | 1¥

Please complete all questions, and sign and date the form.

1.

Have yon or has anyone living with yon received Temporary Assistance to Needy Families (TANF)
at any time since Angust 5, 1997? (If yes, please provids information below.)

Name of the person receiving benefits: ___ Relationshiptoyou: __

City: County: State:

Have yon or has anyone living with yon received Food Stamps (SNAP) at any time during the past 15 months?
(If yes, plsase provide information below.)
Name of the person receiving benefits: Relationship to you:

City: County: ___ State: _

Have yon received Supplemental Security Income (SSI) at any time within the past 3 months?
Please note, this is not the same as Social Security benefits (SS) or Social Security Disability (SSDI) benefits,
*1f you checked yes please provide a copy of your SSI documentation.

Have you received any type of vocational rehabilitation services within the past two years?
If yes, please indicate which type of agency you worked with and provide their location information below:

[J Vocational Rehabilitation Agency [] Dept. of Veterans Affairs [ ] 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.

Are you a Veteran of the U.S. Military? *If yes, please provide a capy of your DD-214 and letter of separation.
(If yes, please provide information below. Ifno, please continue to question #6.)

Dates of Service - From: To:
Branch of Service:

Are you entitled to or are you receiving compensation for a service-connected disability?

O

[

Have youn 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?
If yes, in which state did you receive unemployment compensation? __

7.

Have yon been convicted of a felony or released from prison for a felony conviction in the past 12 months?
Conviction Date: Release Date:
Wasthisa [] Federalor [] State conviction? If State - County: _____ State:

Oof O O

O O Opg

Additional Tax Credits
IEC (Native American): Are you or your spouse a member of a Native American Tribe?
Ifyou checked yes please provide a copy of your CDIB card.
CA Residents: [[] Are you the child of foster perents? [] Do you receive CalWorks? [] Workforce Investment Act?
[ Are you a migrant or seasonal farm worker? [ ] Have you ever been convicted of a misdemeanor?
SC Residents: [] Do you receive Family Independence Benefits?

PLEASE READ, SIGN, AND DATE:

Under penalties of perjury, I declare the information above 1o be true and accurate to the best of my knowledge, and 1 hereby authorize any agency, organization, or
individuals to supply such verification or information that may be needed to determine tax credit eligibility to my employer, emplayer representative (Associated
Consultants, Inc. dba Retrotax), or the Dapamnim of Labor.

>'New Employee Signature:

2 Date: 67‘?'79@ -7



U.S. Department Labor OMB Control No. 1205-0371
Employment and Training Administration Expiration Date: January 31, 2020

LONG-TERM UNEMPLOYMENT RECIPIENT SELF-ATTESTATION FORM
Work Opportunity Tax Credit (WOTC) Program

Instructions: This Self-Attestation Form (SAF) is to be completed, signed, and dated by the new hire only.
Employers or consultants submit this SAF to the State Workforce Agency with IRS Form 8850 or if filed
SEparatelv, w =5 ' ol JARI] £ 5 (ot 10]e) EOUEs ] ETIEW

s ] - qfui 180 10 LAl BE

grop

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

New Hire’s Signature;

New Hire Name:

Social Security Number: éf‘ﬂ % 723(.9
Employer Name: CM&

Please check the statements below if they apply to you.

| I declare that | was in a period of unemployment that is at least 27
consecutive weeks and for all or part of that period | received unemployment
compensation.

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

(Enter start date)

Privacy Act Notice:

The Intemal Revenue Code of 1886, Section 51, as amended and its enacting legisiation, P.L. 104-188, specify that the State Workforce Agencles are the
"designated” agencies responsible for administering the WOTC ceriffication procedures of this program. The Information you have provided completing this
form will be disclosed by your employer to the State Workforce Agency. Provision of this information is voluntary; however the information is required to
determine your employer’s eligibility for the federal tax credit.

= ¢ e 4 ¢ ¥ — ¢ 0 3 G 4 Y A $ o M 4 ¢ M § S e § M 4 h e % S ¢ M D mam o ¢ M P ¢ e ¢ YA 4§ S o S S e S S S S S b M b 4w e o b — — s — 4 —

Public Burden Statement:

Persons are not required to respond 1o this callection of information unless it displays a currently valid OM B control number. Respondents' obligation to
complete this form Is required to obtain or retein benefits (P.L. 111-5). Public reporiing burden is esfimated to average 10 minutes per response, including the
fime for reviewing instructions, searching existing data sources, gathering and maintaining the data needed, and complefing and reviewing the coliection of
Information. Send comments regarding this burden estimate to the U.S. Department of Labor, Division of Nafional Programs Tools Technical Assistancs,
Room C-4510, Washington, D.C, 20210 (Paperwork Reducion Project 1205-0371). Please do not submit completed forms to this address.

117-
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Acknowledgement of Receipt Antiharassment Policy

oloi/ille DVEr & S tarHy

I cert at | have received s Antihs

kst

understand that it is my respo sibility 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)
. -

\ ~

Date:/ X7 -0t~ [




REGEIPT 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 responsibility to abide by the rules, policies and standards set forth in the

——Handbook

| 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.

1 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_{ QQ ‘{2@‘ ' {

EMPLOXEE . ,
NAMEz ;(M;‘dl 3}(3 ES\Q%L ~2ONhon
N PLEASE PRINT

/
EMPLOYEE 2

SIGNATURE(““2z87 = | -7
ESSG ) 'ﬁf/
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 concerns
duri entati ? and-and-support the following:

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

4. lam responsible for the information provided herein and will, upon my separation,
return this handbook to my ESSG Consuitant.

Date: &QDCO -/

Orientation provided by:

24
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Notification of Minnesota Law Requirement —
Unemployment Acknowledgement

According to Minnesota Statute section 268.095, subdivision 2, paragraph (d), an
applicant who, within five calendar days affer completion of a suitable

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

CMG_SM - Rev. 09.2013



DRUG AND ALCOHOL

TESTING CONSENT FORM
1. I have been allowed to read and inspect a written copy of ESSG policy on
drugs and alcohol.
2, | 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.

(h.‘ﬂgm £licey- By,
Individual’s’'Name

g ~0le~ )1

Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10
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employer solutions staffing group.

Leveraging Recources in a Changing Marker

Benefits Enroliment Form

Eniployeciinformation

ﬁ;
DL R LT m

Enhanced MEC Plan_Plan 1

O New

ESNG

el subdtons rcrwice: roup.
L e

S0

Benefit Plan Adminidirators, Inc.

1 Rehire Rehire Date

Name (First and Last) Soclal Security Number

-Address™—J Chy ~State Zip Code

ST Y 1620 St Farmington | My

Gender Male Marital Status Single | Date of Birth Date of Hire
DyFemale | O Manied 1 Divorced - -

Phone Number: all Address:

(Bl 273 gzes Z

Please Select Desired Coverag:

Employee Only - Employee+Spouse - Employee+Child(ren) - Family -
$24.00/Week $38.00/Week $36.00/Week $63.00/Week
Social Security # Birth Date | S8X Relationship
1 Male ESpouse [ Child
[Fist Name ML Last Name 1 Femate Domestic Partner
e T I oo i S e e e T T T
Social Security # Birth Date | Sex Relationship
[1 Mae [lSpouse [ Child
| Flrst Name M Last Name [] Female [0 Domestic Partner
BRgangen. s R D
Social Security # BirthDate | Sex Relationship
O Male S O chid
First Name ML Last Name O] Femeie O pgse .
O 0 0 0
NAME OF PERSON COVERED (FIRST, LAST):
EFF. DATE
EFF. DATE
EFF, DATE

affective date. Further,

Employee Acknowletigement and Authorization - | hereby
any misstatements or fallure to report information may he

apply for the group benefit{s) as Indicated. | acknowledge that all entrles are true and complete and that
used as the basls for cancallation of coverage for me and my dependent(s), if any, from the original
lauthorize my employer to make the necessary payroll deduction of premiums for coverages | have elected.

IIF ENROLLING - YOU MUST SIG

N HERE

=

h

Employee Signature

1 understand that | and/or my dependents, If any,
must meet the requirements defined in the Certificate of Coverage for the company’s medical or dental p

(including my spouss) because of other coverage, | may, in future be ahle to enroll myself or my depend
days after the other coverage ends. In addition,

of adoption, | may be ahle to enroll myself or my dependent, provided | request enroliment within 31 days of the event.

IF DECLINING- YOU MUST SIGN HERE

D‘“’M O/ 2 = A 4
ING coverage i '

walve any coverage and desire to participate In the plan at a later date. liwe may be consldered a late enrollee and
ns. If | decline enroliment for myself or my dependents

In this plan, provided I request enroliment within 31
if a new dependent relationship forms as a result of marriage, birth, adoption, placement for adoption of parting suit

am DECLIN

Date

Empioyer Solutions Staffing Group Health Benefits Team
PO Box 46270 Minneapolls, MN 55344-9956
Phone: 852-767-8519 Fax: 852-767-8515
Emall: Health@employersolutionsgroup.com



Fixed Indemnity Medical Benefits_Plan 2
. VS|  219301-ESG-1 | OFFICE USEONLY LOCATION Rehire Date____/___/

ENROLLMENT FORM ESC CU(UNAC-MN) P1 v18.2

PRINT USING BLACK or BLUE INK (Must Be Filled Out)

: Sogial Securi ' Home Phone I ex
e WA 7T 2R 1250 | 6351 573 Qopg™™ MEY
Addre%_r7b / ) iApt.#

A. REQUIRED EMPLOYEE INFORMATION

'_____% : _TState M A) Zp 2y 9024/ Date 723;% .

B. DO YOU OR ANY OF YOUR DEPENDENTS RECEIVE MEDICARE BENEFITS?

I:IYes D No. If Yes, please continue.
Medicare Health Insurance Claim Number (HICN) i Medicare Effective Date

Name of Covered 'Person (s): |
1. 2. : 3.

Payrol Declucted Weskly Rates

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

Insurance Company. The Vision plan is underwritten by Companion Life Insurance Company.
ELECT COVERAGE LEVEL FUCD NOEMNITY | ppypay VISION TERMLFE | SHORETERM
Employee Only DI s2025 |  sea7 s242 T s0.60 o s420 [§)
Employee +1 [_] $41.10 $12.34 $4.92 $0.90
Employes + Family [ $54.88 $20.36 $6.56 $1.80
NO tco ALL Beneﬁ?_ D L ___I;I Yes I:I No I:Iyt_a_snlj No L I:lYés I:l No D Yes D No I:lYes D No

This coverage is not availa;'k;l; to residents of NI:I;II, or PR.2STD is n;;c available to pers;;s v~vho work in CA, HI, NJ, NY, or RI.

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

Name Relationship

D. REQUIRED DEPENDENT INFORMATION

Name - Social Security # | Date of Birth | Sex 1-liela’cionship
. /1 Ml [ Spouse [ child[ ] Domestic Partner
Name Social Security # Date of Birth | Sex Relationship
' = - // I:I\ZI []Spouse [] Child[_] Domestic Partner
Name Social Security # | Date of Birth | Sex ; Relationship
e oo 1t IMI[F] [Ospouse[Tchitd[] Domestic Partner
Name Social Security # ' Date of Birth ' Sex Relationship

el s ol /7 IMI[E]  [spouse [ child[]Domestic Partner

VRSN YOU MUST SIGN AND DATE, EVEN IF YOU DECLI

I have read the benefit packet and understand its limitations. | understand that open enroliment is only available for
a limited time and | understand that making no benefit selection is a declination of coverage.

B b Ao P e

& s O2100ZolT > senarre 2

This is an Essential S5taffCARE Enrollment Form.



