PO Box 46270
Minneapolis, MN 55344-9956

Tel: 952.835.1288

www.esgstaffingsolutions.com

employer solutions staffing gnjoup.‘e

New Hire Application

Personal Data~ PLEASE PRINT LEGIBLY IN INK

Last Name DeCoteau First Name _Fi0FENCE Middie Initial R
City/State/Zip _ Minneapolis MN 55418 Soclal Security Last Four XXX-XX- 6683
Phone Number _612-309-6148 Email Address _fdecoteau2512@gmail.com@

Staffing Agency/Recruitment Partner cMe

Applicant Certification and Authorization

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

} thdmtandthétammpmhensivehadtgmndMmaybaeonductedtodetamﬂnamyallgih]l&yfnrhlmbywﬁnc!lentsofESSG.
This may includs but Is not limited fo, investigations of criminal and/or conviction records, driving records and/or a drup scresn test as
required by clients, govemnment regulations or by ESSG policies.

| release ESSG and ather persons or entities from any claims that might be based on ES8G's decision to conduct a background check,

| certify that all statements made in my application are frue and accurate and that | have not omitted any material information or provided
false or misleading information. 1 understand that any material omiasion or misrepresentation will result in my disqualification from
consideration 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.

Florence DeCoteau P s o B Nov 20, 2017
Neme (Print or type) Applicant’s Signature “Data

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

For ESSG Office Use Only
DOH NHW )9 8850 w4
Emergency Contactinfo | Background Release Form Background Results Unempioyment Letter ESC Application
{if applicable)
For ESSG Client Use
DOH ROP Work Site Los, WC Code

E88G - CMG-CO Rev. 0412017



Form W4 (201.7) W.ﬂﬁﬂ;?mmm:mg :% % ’Eﬁ Wo’:ﬂm

Purposs. Complets Farm W= 8o that your the Personal Allowsntes Workshast balow, 104068, Estimated T

can withhold the correct feddral inoome workshsats on page 2 further adjust your Ly o, st P B0t Lo vy lon O
mmwm.mmemm withhojding allowances based on itemized aclust your wiliiokding On Form Wes of WosE
WAead\mmdwhenm or finanoial dwmmmmtomeame. yo M
shtuation ges, or two-eamers/multiple jobs Twao eamers orguﬂplo&g&ml;ﬂ have alhe
m‘mmuymmmm Complets all workshests that spply. Howaver, you wmwmlm?&”‘uﬂlu‘m‘“xam‘nu mm‘ dlaim
WQV&%&I&&Q ngngm m!ras %mom&'ﬁ??ummﬁm g m%""’ dm%‘mgm

Pub.gbs.Taanhhmny you claimed and may not ba a fiat amount or WA, Your wit usually wil be mast acourate

mw.ama.s»

Nola; if another person can clalm you as a dependent Haad of household, Ganerally, you can claim head clpimed datails.
on his or her tax retum, oan'tgl:uimmmon of housshold mmf%m [ iy e e

fmm withholding I income exoeeds $1,050 you re unmaried and pay mare than 50% of mmm%mﬁ
il T Ty
oo T W REr s iy be sblato o, Fiing Infaemation, or nformefion. ffect, Uca Pu, 505 £ 598 hcw he mourt yoi s
a dependent, if the amplayse: Tax credits, You can toke 1ax oredils into mmﬂg&"m fo.your mﬁ%ﬂ
» Js gge 85 or oldar, mwéw%wmmw mﬂmmmﬂmm
» Is blind, or oara expenses and the child tax cradit may be claimed developments, an about any futura
the Personal Allowances Worksheet below, aﬂecﬂngqum
R e T " Soohh T bt o o yow o gyt s st o poied
Personal Allowances Worksheet (Kesp for your records.)
A  Enter "1” for yoursslf it no one else can claim you as adependent . . . . . . . . 0O 0 0o 0 o 0o 5 oo LS5
* You're single and have only one job; or
B Enter®1"if { * You're married, have only one job, and your spouse dossn't work: or ] . B
-Yourwagaafmmaseuond]oboryourspouse'swagas(orthetmalofbuth)ara&.BOOorlese.
c Enter“‘!"furyourspomBut.yourrsaychoosetoemer"-o-”lfyonaramrnedmdhavaalmeraworklngspouaeormora
tlmlona]ob.(Enbﬂng“%"mayhdpywavnidhwmgtunmuataxwhhhald.) D
D Emarnumbarufdepmdm(mherthmyourspouseoryoumlﬂyouwmnlalmonyourtaxremm. o 0o oo oo @A
E Entar"1”tfyouwmﬂleasheadul‘homhnldonyourtaxremm(eeeoondlﬂonsundarﬂeadolhouseholdabovs) .+ E1
F Enmr“‘l"lfyouhaveatleaatsz.uouofchlldordependammaxpansesforwmohyouplmtoclaimacmdu 5 9. o P
{Note: Do not includs chiid support payments. See Pub. 508, Child and Dependent Cara Expensss, for detalls.)
G Child Tax Credit (including additional child tax credit), See Pub, 972, Child Tax Credit, for more Information.

= If your total income will be less than $70,000 (3100,000 if married), enter “2" for each sligible chiid; then less *1” i you
have two to four efigible children or less “2" if you hava five or more eligible children.

* if your total income will be betwsen $70,000 and $84,000 ($100,000 and $119,000 if maried), enter “1° for each eligible child, @
H  Addlines A through G and enter 1otal here, mmamwbadimnﬁnmmenmnbarofmmpﬁonsyoudalm on your tax retum,) > H
* i you plan to ftamize or claim adjustments to income and want to reducs ur withholding, ses the Deductions
For acouracy, mdyomgshnm Worksheet on page 2. i i

completeall | s it you are single and have more than one Job or are married and you and your ouss hoth work and the combined
worksheets ea:eg?sfmm 3 Jobs excesd $50,000 (320,000 if married), mmsmuwp!e Jabs Warksheet on page 2
that apply. o avold having too little tax withheld.

s it nelther of the abova situations applies, stop here and enter the number from line H on line 5 of Form W4 below.

- Separate here and give Form W-4 to your employer, Keep the tap part for your records.
Form W"'4

oin

Employee’s Withholding Allowance Certificate OMB Na, 1545-0074
» Whether you are entitied 1o olaim a certaln number of aflowances ar exemption from withholding is
s s g 3ubiook 1 raviow by the IRS, Your employer may be requied o send 8 copy of i form o the IS, 2_r©1 7
‘aur first name and middle Last name 2 Yoursocial ssourity number
Florence DeCoteau 501966683
Home address {rumber and street or rural route) 3@ singie (O Manied Q] Manied, but withhold et higher Single rate,
2517 Fillmore Street R Note: 1 maned, but legally separated, o spouse s & nonresirent allen, cheok tha *Single® box.
City or town, ataie, and ZIP code 4 Hyourlast name differs from thot ehown on your soaial security card,
Minneapolis MN SEY oheok here. You must call 1+800+772-1213 for 8 raplacement card, D

§  Total number of allowances you are clalming {from fine H above or from the applicable workshest on page 2) 6|5
6  Additional amount, f any, you want withheld fromeachpaycheok . . . . . . . . . . . . . . |6l$
7 lclalm exemption from withholding for 2017, and | certify that | meet both of the Tollowing canditions for exemption,
* Lastyear | had a right to a refund of all federal income tex withheld because | had no tax liability, ans
*This year | expect a refund of all federal income tax withheld because ] expact to have notax [l A

Hfyou mest both conditions, write “Exempt*here. . . . . . ., . . ., . . . .P» 71
nder penal perjury, | declare that | have examined this certificate and, to the best of my knowiedge and belief, it is tue. comest, and complete,
Employes’s signature -
(This form is not valid unless you sign It »iorence Decotsas (Novas, 017 pate» NOV 20,2017

8  Employer's name and addmess {Employer; Complete lines 8 end 10 anly i sending to the IR8) | 9 Offie code (oplional} | 10 Employer identification number (EIN)

For Privacy Aot and Paparwork Reduction Act Notice, see page 2. Oat, No. 10220Q Form W4 (2017)



% DEPARTMENT W-4MN
&l OF REVENUE

2017 Minnesota Employee Withholding Allowance/Exemption Certificate

Employees

You must complete and give this form to your employer if you do any of the following:
¢ Claim fewer Minnesota 0lding allowances than your federal allowances

L e tdl 3 IV

cisls)es

* Want additional Minnesata tax withheld from your pay each pay period
« Ciaim to be exempt from federal withholding or claim to be exempt from Minnesota withholding
Do not complete this form if you are clalming the same number of Minnesois allowances as faderal and the number claimed is 10 or less.

e

R ; Emplayes's firat name and inftial Last nama Employes’s Sopial Sasurity number
- Florence DeCoteau 501966683
‘2 Permanemt address . status (efinc ons bio)
B! 2517 Filmore Street ®1 Spiums s rorrssdonaren
State ZiF code Marred
Minneapolis MN 55418 " Married, but withhold at higher Single rate

Employees: Read Instructions on back, complete Section 1 OR Seotion 2, sign and give the complsted form to your employer.
{Do not complete hoth Section 1 and Seotion 2, Complating hoth seotions will make the form tnvalld.)

T saction 1.~ Determining Minnesota allowances

Complete Seation 1. if you claim fewer Minnesota allowances than your federal allowances, AND/OR if you want additional Min-
nesota withholding deducted each pay petiod, 1

4 Total number of federal allowances olaimed on federal FOM W4 .....oovennnnnn.. 000000005 cos000 &
1
2 Total number of Minnesata aliowances (fine 2 cannot be more than imel) ....

seeasessisrencrnies B

3 Additional Minnesota withholding you want deducted each pay periot vesrrsenaseenacsarasarsonore & S
s L seotion 2~ Exemption from Minnesota withholding

it ‘ Complete Section 2 if you claim to be exempt from Minnesota income tax withholding {see Sectlon 2 instructions for qualifica-
W tions). if applicable, cheek ane box below to indicate the reason why you belleve you are exempt:

' I meet the requirements and clalm exempt from both federal and Minnesota income tax withholding,

Even though | did not claim exempt from federal withholding, | olaim exempt from Minnesota withholding because | had no

Minnesota Income tex Nlebility last year, ] received a refund of all Minnesota Ingome tax withheld, AND | expeot to have no Min-
nesola income tax llability this year.

EE My spouse Is a military service member assigned t0 a military jocation In Minnesota, my domioile (legal residence) is In anoiher
state, AND | am In Minnesota solely 1o be with my spouse. My state of domicile is
1 am an American Indlan living and working on a reservation.

[ 1am a member of the Minnesota National Guard or an active duty U.S, military member and dlaim exempt from Minnesota
withhalding on my military pay.

I:E | receive a military pansion or other military retirement pay as caleulated under Title 10, 1401 through 1414, 1447 through
1455, and 12733 and claim sxempt from Minnesota withholding on this retirement pay.

T lcertify that all Information provided in Section 1 QR Section 2 Is correct. | understand there Is a $500 penalty Tor filing a false with-
% g holding allowange/exemption certificate.
LA

Employes's signature Date Nov 20’ 2017 Daytime phone

ey
Employees: Give the completad form to your employer.
Employers
if you are required %o send a copy of this form to the Department of Revenue {see instructions), you must enter the employer Information below

and mal this formto: Minnesota Revenue, Mail Station 656041, St. Paul, MN 65146-6501. {incomplete forms are considered invalld.) A $50
penaity may be assassed for each raquired Form W-4MN not fled with the department.

Keep a copy for your records,
" g Nampofemployer Fedaral empioyer ID number (FEIN) | Minnesota tax ID numbor
. % Addresa Gy State ZIP code

{Rav. iz}m Questions?  Wabsie: www.revenua.state.mn.us. Email; withholding.tax@state.mn.us. Phone: 651-282-89899 or 1-800-657-3594.



Employment Eligibility Verification ' USCIS

& = Department of Homeland Security oml: :?]1 sfs-’;)m
T U.8. Citizenship and Immigration Services Expires 08/31/2019

m

P>START HERE: Read instrustions carsfully before complating this form. The instructions must ba avallable, sither in paper or electronloally,

during somplation of this form, Employers are fiable for envors in the completion of this form.

ANTI-DISCRIMINATION NOTICE: It is fllegal to discriminate against work-suthorized individuals. Employers CANNOT specify which
ment{s}an pioyee-may presant to-estebiish-employment authorization g Hentty, The e salmﬁhgormnﬂnugmgmp[gy
because the documentsation presented has a future expiration date may also constitute illagal discrimination.

individual

’m‘on T Employse Information and Attestallon (Employess musf compiaie and sign Saplion 7 pf Formt 10 o oar

then the first day of employment, but not befors acoppting a job .oﬂbé) ¢

Last Name (Family Name) First Name (Givan Nams) Middle Initial | Other Last Names Used (if any)
DeCoteau Florence R Nelson

Address (Strast Number and Name) { Apt. Number | City or Town State 2P Code

2517 Fillmore Strest | 2 Minneapolis _Mn 55418

Date of Birth (mm/ddAyyyy) | U.8. Social Security Number | Employee's E-mall Address Employes's Telephone Numbsr

08/02/1991 %m - [‘]‘ﬂ' | fdecoteau2512@gmail.com 612-309-6148

1 am aware that faderal law provides for imprisonment andfor fines for false statements or use of false documents in
connection with the completion of this form,

1 attast, under panalty of parjury, that I am (check one of the following boxes):
@] 1. A cltizen of the Unlted States

()] 2. A noncitizen national of the United States (Se instruations)

(] 3. Alawiul permanent resident (Allen Registration Number/USCIS Number): N/A

] 4 An allen authorized o work _ untl (expiation dete, f applicabie, mriddiyyyyy NiA =
Some allens 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 1-9: | R Cioda - Becion 1
| An Alisn Regetration NumbenUSCIS Number OR Form --94 Admission Number OR Forelgn Passpart Number, | | T et Wil Ths 8p0ca
| 1. Allen Registration Number/USCIS Number: N/A
OR
2. Form -84 Admission Numbes: /A
OR |
3, Foreign Paseport Number: N/A
| Couny of lssuance: N/A
Signature of Employse _ o Today’s Date {mm/ddyyy)
Fiorence DCoteau (Nov20,2017) Nov 20, 2017

[Breparer andlor Translator Gerflfication [check one):
3

1 did not use a preparer or translator. A preparer(s) and/or translator(s) assisted the employaa in completing Section 1.
(Fietds befow must be complsted and signed when preparaersand/or translators agsist an employee in campleting Section 1.)

1 attest, under penalty of perjury, that 1 have assisted In the compietion of Seation 1 of this form and that to The Best of my
knowledge the information Is true and correst,

Signature of Preparer or Translator Today's Dete (mm/ddyyy)
Last Name (Family Name) First Name (Glven Name)
Address (Street Number and Name) City or Town State  1ZIP Code

@ EwlojTCimpleies [ page T ()

Form 1-9 07/17/17 N Page ] of 3




Employment Eligibility Verification USCIs

Form I-9
Department of Homeland Security OMB No. 16150047
U.S. Citizenship and Immigration Services Expiras 087312019
action 2. Employer or Authorized Representative Review and Verlification

.;-(Employers or their autharized reprasentative must cemplets and sign Seatior, 2 within 3 business days of the emplayas’s first day of amployment. Yau
must physically @xamine ene dogument from List A OR & combination of one document from Ligt B and ane document from List C 25 fisted on the "Lists
of Acqeplable Dacuments.”) :

\

T
4 orAumﬁndRapmmlaave jKthmmmmm IEmplayersBushessorOmmlzaﬁm Neme

Employes Info from Section 1 | | A g |

TistA e
identity and Employment Authorization
[ Document Tiie

IDEOIMER

N W

] vy Auth
',!t i UL
21 18T b

| lssuing Authority
;

| Dosument Numbar

| Explration Date (7 any)(mmiod/yyyy)

Docurment Title

18suing Authorty Additional information CoNa VS TS ey

Docoment Nwnber

[ Expiration Date {Ff anyj(mmidalyyyy)
|

;Documam‘l'ma

Temuing Authonly

i

[Bxiration Date (if any,(mm/adiyyy] _ |
| ' !
ifiegtion: 1 attest, under penalty of parjury, that (1) | have sxamined the dooument{s) presantad by the above-named employse,

isted document(s)appearhbagannﬁ:aandtomlahtoﬂwampluyeemed.and@)tothe best of my knowledge the
authorized to work in the United States,

oyee's Hirst day of employment (mmfddfyyyy): ‘\]_m o (Sealpstructions for exemptions)
N evar on Sutho éTiﬁ

v W 77l /7 ami—

1

| Employer's Business or Organization Address (Strest Number and Name) | City or Tawn ' Jsm ZIP Code
Section 3. Reverification and Rehires (T o.be&”’c"oﬁtﬁpleted and signed by smployer or autharized representative.) -
A New Rate (f nnlicatie] s s R ' : '|B, D of Rohira d anplicahle)

Last Nams (Famlly Nems) FistName (Given Name) | Viddis Infial | Dats {rmmAidAyys)

Grai of smpiGymar BUThBrEa00h iag ekpe0, 7

0. Iftha miployed's Hrevi

Gontinuing employmard aythortzalion e ivege providedbeiog, ; e
Document Titis Document Number Expiration Date {Fany) (mm/ddsyyy)

1attest, under penalty of perjury, that to the best of my knowledge, this empioyes 1s authorized to work In the United States, and it
the smployee prasanted dogumant{s), the daoument{s) | have examinad appear to he genuina and to relats fo the individual.

Sigrature of Emplayer or Authorized Representative | Today's Date (mmiddAyyy) Name of Employer or Authorized Representative

Form 19 07/17/17 N Page 2 of 3




...__:_o _<__===m=_ wm____ .: n____.emim __.___m__m
BELCOURT, NORTH DAKOTA

Florence Rose Umooﬂmm:
208 omanzmm*

Umﬁm of mi:







Authorization

Authorization: By signing below, you authorize: (a) backgroundchecks.com ("BGC”) and/or Orange Tree
Employment Screening to request information about you from any public or private information source;
(b} anyone to provide information about you to BGC and/or Orange Tree Employment Screening; (c)
BGC and/or Orange Tree Employment Screening to provide Employer Solutions Staffing Group, LLC one
or more reports based on that information; and (d) Employer Solutions Stafﬂng Gmup, u.c ("ESSG") to

share those reports with others for legitimate

and/or Orange Tree Employment Screening may Investlgate your education, work history, profasslonal
licenses and credentials, references, address history, social security number validity, right to work, crimi-
nal record, lawsuits, driving record, credit history, and any other information with public or private infor-
mation sources. You acknowledge that a fax, image, or copy of this authorization is as valid as the origi-
nal. You make this authorization to be valid for as long as you are an employee of ESSG.

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

Parsonal Information: Please print the Information requested below to identify yourself for BGC,

Printed name: Florence R DeCoteau
First Middle (3 Last
none)
Other names used; Florence Rose Nelson (married name)
Current county of residence:
Current and former addresses:

04/2013 current 2517 Fillmore Street Minneapolis MN s5418
from Mo/¥r to Mo/Yr Street City, State & Zip
from Mo/Yr to Mo/Yr Street City, State & Zip
from Mo/Yr to Mo/Yr Street City, State & Zip

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

08/02/1991 501966683

Date of hirth Social security number
Florence Rose DeCoteau

Driver’s license number & state Name as it appears on license

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

s e Nov 20, 2017
Signature ' Date




EMERGENCY CONTACT INFORMATION

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

Employee Name: Florence DeCoteau

Address: 2517 Fillmore Strest Minneapolis MN 55418

Home Phone: 612-309-6148

At Rttj ROBNCY CONTACTS ' = _
P]pnﬁ }st‘ W%pgp]q (In pﬂqﬂfj' oF br) wha dpuld be contacted in cage of an emé’rgency_ -
Contact #1 Home Phone:
Name: Reginald king Cell Phone;  612-601-5054
Contact #2 Home Phone:
Name: Don na Decoteau Cell Phone: 763-442-1798
Relationship: Mother Work Phone:

Additional information you want Employer Solutions Staffing Group and aur cllents to know in the event
of an emergency:

Allergi_c to seafood, pollen, cat air... | do have an epi pen

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



employer solutions staﬁ'sng £roUp..
Direct Deposit/Payroll Debit Card Aunthorization

Bmployees havetheopnunofmawmgwagesbyDneot Deposnandlor Payroll Debit Card.
do ) res will

SHCTIoN © 1B

5 PAVIRQILL, BB

(J| Direct Deposit (Please complets Sections 3 and 5 below)
[)] Payroli Debit Card (Please complete Sections 4 and § below)
SECTTON 3 DIRECT DEROSET

Update Bank Account

o IO 2

Note: Direct Deposit accounts may take up to 7 days to be activated,

Y understand and acknowledge that if Y do not provide a
voided check with this divect deposit form, I am
responsible for any delsys in payroll or extra costs
incurred if the acconnt aumber that I provide is incorrect.

Initial Date

To help us avoid making an m.pluseatmd:aeopyofavnidedchedc. (a deposit slip will not work)
If you change banks, do not close your old bank account until your direct dsposit has started at the new bank, which may take 2 pay pesiods.

Shctilon s RAN ROLL BERET €

Federal law requires all financial institutions to obtain, verify, and record information that identifies each person who opens an account. In order to
requmaPaymnDeanmdﬁnryon,wamustmvideaﬂofﬁefoﬂuwmginﬁumaﬁunﬂmwmmhleﬂmﬁnmnlﬂmﬂmﬁonmldmﬁfymlf
you do not suhmit a Direot Deposit/Payroll Debit Card Authorization, ESSG will provide the necessary information and issue you a Payroll Debit
Cg}_ympayyowwuml‘oryourmmﬂon.theﬁnmdalinsﬁmﬁmmayaskyouhpmvldsﬂwmaddsﬂmﬂlﬂmﬁﬁuﬁminﬁmmﬂonaotheyoan
varify your identity

Except for the routing and acoount number, ESSG does not have acoess to any information reganding your Payroll Debit Card account or
mnmﬁons.Onyonrﬂrstpayday,youwm mveyowm?aymuDehitCﬂd,mdapackmmmmoﬂhemmdmdiﬁmewm
then sign acknowledging that you received the Payroll Debit Card and packet, Your Payroll Debit Card will be reloaded on each payday you receive
wages,

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

AR TGO AT CASE Gy

[ FistName Fiorence ML g LastName pecoteau Date of Birth g/02/1981
Street Address (FORGX NOTACCEFTABLY 951 7Eilmore Street #2 SR

City Minneapolis SE \n | 2P 55418 Cell Fhone (o) ¢1> 3006148

RECEIPT OF PAYROLL DEBIT CARD (o be complstod when you pisupyour ayrll Dbt Card)

PnymllDehtCardRonﬂng#

IhawmdvadmyPaymﬂDebitCmﬂ,wﬂmmehodme,mgmmfus.pmmmmdiﬁms,mddisdomByacﬁvaﬁngmyPaymnDebitCard,
1 am agreeing to the program terms, conditions, and disclosures that are indluded ar made available to me from time to time from the financial institntion. 1
sauthorize the financial institution to debit my Payroll Debit Card acoount for the fees described in the fee schedule that is part of the program terms,
conditions, and disclogures.

-
Employee’s sme. Fiorence DeCoteau (Nov 20, 2017} Date: 11/20/2017
SEERTGN S AU O A T
lmmiuBSSGdeemaﬁmypeﬂoﬁcwngad aymenis, net of required tax withholdings, other required withholdings
mmthnﬂuddeduuﬁmiﬂamammﬂs)ndesigmdabmandmhiﬁau,ifnem debit entries and adjustmentsfor any credit entries
made in error to my ascount(s). * E-mail is required for pay stub information.

fdecoteau2512@gmail.com
this information will only be tsed to send your paystubs electronically

. =7 - Nov 20, 2017
Employee's Signature: Sauacnnotossanpiaras, 013 Date:

*E-mail:




4

employer solutions staffing group..

STATEMENT OF CONFIDENTIALITY
This agreement made this7@® _day of Q{Xl , 2017, between

Employer Solutions Staffing Group LLC, hereinafter referred to as “employer”,
and __ hereatfter referred to as "employee”.

WITNESSETH:

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

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

%m—

ployer Solutions Staffing Group LLC, Representative




-

employer solutions staffing group..

INJURY MANAGEMENT PROGRAM
Injured Worker’s Responsibilities

As your employer, we are concemed 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. §221.0430, 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. Fallure 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 eatliest 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 shitt,



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

N r emplover immediately of any new injuries or conditions that ct

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.

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

i
Signed: Florer:ce DCoteau (Nov 20, 2017)

Printed Name: Florence DeCoteau
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Important/importante

LOST OR STOLEN PAYCHECKS

If a paycheck is lost (missing, misplaced, destroyed, lost in the mail, efc.), you
must notify your staffing recruiter that the check cannot be found. If it can be
verified that the check has not been cashed, ESSG will stop payment on the
check and re-issue the check to you, deducting a fee of between $25-$385.

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

CHEQUES DE PAGO PERDIDOS O ROBADOS

Si un cheque de pago se pierde (que falta, fuera de lugar, destruido, perdido en
el correo, etc), usted debe notificar a su reclutador de personal que el cheque no
se puede encontrar. Si se puede verificar que el cheque no ha sido cobrado,
ESSG se detendré 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 policfa
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);  Florence DeCoteau

—Rptbee
S_ignaturelFinna: Floricr DeCateas (iov2D, 3037)
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employer solutions staffing group..

Y 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 corply with standards, rules and regulations issued
under the OSH Act.

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

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

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

(6) Provide 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

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

¢ Responsibility to report workplace hazards and dangers

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

You have the following basic righta:

o Right to refuse unsafe work

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

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



workplace, appropnate precautlons to take and procedures to follow if
involved in an accident or exposed to hazardous substances
* Right to gain access to relevant personal exposure and medical racords.

You can have your name withheld from the host employer and any other entity, by
request, if you sign and file a written complaint. You can request to be advised of
OFHA actions regarding a complaint, and request an informal review of any
decision not to inspect the site or issue a citation. And, you can file a complaint if
you are punished or discriminated against for acting as a “whistleblower” under the
OBH Act or 13 other federal statutes for which OSHA has juvisdiction, or for
refusing to work when faced with imminent danger of death or serious injury and
there is insufficient time for OSHA to inspect. Retaliation or reprisal taken against
anyone who hag expressed concern about workplace safety is illegal.

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

335,12 8.496.7578) and asking for the ESSG Safety Divector. You can
also contact OSHA dn'ect.ly with any concern. ESSG recognizes the serious nature
of ensuring workplace safety will endeavor to protect any employee who may have
been subjected to unsafe or hazardous worksite conditions.




employer solutions staffing group..

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 952.835.1288/1.866.496.7578 with any
questions I may have about this policy. I agree to comply with ESSG’s policy on
ESSG WORKPLACE SAFETY POLICY and I understand failure to comply is
grounds for disciplinary action, up to and including termination.

I also agree that if at any time during my employment I am believe that I am
working in an unsafe or dangerous work environment, I will immediately contact
my supervisor, manager, director or ESSG’s Safety Director at
952.885.1288/1.866.496.7673 in order to obtain assistance in the resolution of such
matters,

Employee Name (Please Print)

Florence DeCoteau

Employee’s Signature:

i Date: Nov 20, 2017
—Elattren DeCotezy (NgY20.2017) B




- 3850 Pre-Screening Notice and Certification Request for
(Rev. March 2016) the Work Opportunity Credit OMB No, 1545-1500
Department of e Tregsuny | oo mation about Form 8850 and its separate instruotions Is at www.ire.gov/fonmeash.

Job applicant: Fill in the lines below and check any boxes that apply. Complets only this side.
Your name Florence DeCoteau Soclal security number > 501966683

dress where you live 2517 Fillmore Street

City or town, state, and ZIP code Minneapolis MN 55418

County Henn Telephone number 512-309-6148

if you are under age 40, enter your date of birth (month, day, year) 08/02/1981

;] [D Check here if you received a conditional certification from the state workforce agency (SWA) or a barticipaﬁng jocal agency
for the work opportunity oredit.

2 [[J 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 Familles (TANF) for any 8
months during the past 18 months,

= } am a veteran and a member of a famfly that received Supplemental Nutrition Assistance Program (SNAP) bensfits (food
stamps) for at least a 3-month period during the past 15 months.

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

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

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

e | received supplemental security income (S8i) benefits for any month ending during the past 60 days.

» | am a veteran and | was unemployed for a perind or periods totaling at least 4 weeks but less than 8 months during the
past year,

3 @ Check here if you are a veteran and you were unemployed for a pariod or periods totaling at least 8 months during the past
ymc

4 [ Check here if you are a veteran entitied to compensation for a service-conneotad disabliity and you were discharged or
relsased from active duty in the U.S, Armed Foroes during the past year.

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

6 [[J Check hers if you are a member of a family that:
» Received TANF payments for at least the past 18 months; or
» Recsivad TANF payments for any 18 months beginning after August 5, 1897, and the earliest 18-month period beginning
after August 5, 1997, ended during the past 2 years; or

» Stopped being eligible for TANF paymenta during the past 2 years because federal or state law limited the meximum time
those payments could be made.

7 E] Check here if you are in a perlod of unemployment that is at lsast 27 conseoutive weeks and for all or part of that period
you received unsmployment compensation.

Signature—All Applicants Must Sign

Under penalties of parfury, | declare that | gave the above Information to tha employer on o before the day 1 was offered a job, and &1, o the best of my knowladige, trus,
correct, and complets,

e
Jok applicant's signature > Fiorence DeCabau {Nov 20, 2017) Date Nov 20, 2017
For Privacy Aot and Paperwork Reduction Act Notice, ses page 2, Cat. No, 22B81L Form 8850 (Rev. 5-2016)




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

EMPLOYER SECTION:
Clientz Company:
Location: Position: Starting Wage: $
EMPLOYEE SECTION:
First Name: Last Name: Snifix: Street Address: City/State: Zip:
Florence DeCoteau 2517 Fillmore Street Mpls, MY : 55418
S8 Date of Birth: Age: Have you worked for | If yes, locstion:
g ?
501966683 08/02/1981 36 “‘;’:B""N’o"c:]f"‘
Please complete all questions, and sign and date the form. Yes No
1. Have you or has anyone living with yon received Temporary Assistance to Needy Families (TANF) @ g

at any time since Angust 8, 19977 (ifyes, please provide uformation below.)
Name of the person receiving benefits: ¥ Relationship to you: _Seif
CityMels __ County:Hem __ State; M0

2. Have you or has anyone living with you received Food Stamps (SNAP) at any time during the past 1S months? a @

(If yes, please provide information below.) .
Name of the person recelving benefits; _____ Relationshiptoyouw _____
City: Couty: State:
3. Have you received Supplemental Security Income (SST) at any time within the past 3 months? g @

Please note, this is not the same as Social Security benefits (8S) or Social Security Disability (SSDI) benefits,
*f you checked yes please provide a copy of your SSI documentation.

4, Have yon received any type of vocational rehabilitation services within the past two years? @) @
If yes, please indioats which type of you worked with and provide their Jocation information below:
gVooaﬁonalRahabnimﬁnnAgmny Dept, of Veterans Affairs DEmploymenthtwork(’l‘inbthod;Pmm)
Name of Agency: _____ Phone#:
City: . Comty: _____ Stats; ____

*If you checked yes please provide a copy of yowr active Individual Work Plan and Ticket to Work documentation.

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

Dates of Service - From:
Branch of Service:
Are you entitled to or are you receiving compensation for a sexvice-connected disability?

®

To:
Q @
6. Have yon been memployed at any time during the last 12 months? ® D
Q @
g @

1fyes, dates of inemployment - From: ¥ __ To: b
Did you receive unemployment compensation at any peint during your memployment?
If'yes, in which state did you receive unemployment compensation? ___

7. Have you heen 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:

R R, A o AddfifnilFaxCredis , ,
JEC (Native American): Are you or your spouse a member of a Native American Tribe? ® D
Ifyou checkedy kmpmvideampydynwabme%
CARaldants:ﬁ Are you the ohild of foster parents? LIl Do you receive CalWorks? [J] Workforoe Investment Act?

E Are you g migrant or seasonal farm worker? D'Haveyonwerbeenconviotedofamisdemeanor?
SC Residents: 3] Do you receive Family Independence Benefits?

PLEASE READ, SIGN, AND DATE:

Under penalties of perjury. 1 declare the information above 10 be true and accurate to the best of my knowledge, and 1 heroby authorice any agency, organization, or
Individuais to such verification or igformation that may be needed 1o determine tax credit eligibility to my employer, employer repraseniative (Associated
Consultants, Inc, dba Retrotax), or the Depariment of Labor.

New Employee Signature: __Zdgtm Date: VOV 20,2017

AR ) s T




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 B850 or if filed

separately, with ETA Form 9061 {or ETA Form 9062) for each certification request filed for the new target
group,

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

- ——
New Hire’s Signature: _Sansbeommmmmzom Date Nov 20,2017

New Hire Name: Florence DeCoteau

Social Security Number: 501-96-6683

Employer Name:

Please check the statements below if they apply to you.

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

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

(Enter start date)

Privacy Act Notice:

The Intemal Revenue Cods of 1886, Section 51, a5 amended and fis enacling legislafion, P.L. 104-188, specify that the Stale Workforcs Agencles are the
*designated” agencics responsible for adminktering the WOTC oertifiaion procedures of this program, The information you have provided complating this
Form will be disclosed by your employer {o the State Workforcs Agency. Provision of this information is voluntary; however the information s required to
determine your employer's efigibiity for the federa) tax credit.
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Public Burden Statement:

Persons are not required to respond to this collaction of informafion unless & displays a currently valid OM B control number, Respondents’ obligation to
complets this form is required o obiein or retain bensfits (P.L. 111-6). Public reporting burden Is esfimated to average 10 minules per responsa, including the
fime for reviewing instructions, searching existing deta sourses, gathering and mainteining the data needed, and complefing and reviewing the collection of
Information. Send comments reganding this burden esfimate to the U.S. Department of Labor, Division of Nafional Programa Tools Technical Assistance,
Room C-4510, Washington, D.C. 20210 {Papenwork Redunfion Project 1205-0371). Please do not submit completed forms o this address.

117-

ETA Form 9175 (Rev. November 2016)



A » L]
20 S T g § g ey s Pﬁ’- e pd.-a-f..,....“ ot Fon
ST e AT YO SO OORS SIaT e EnODy
o 2 = e
W Leverrgng Rssogeter o3 Changng Mirke

Notification of Minnesota Law Reguirement —
Unemployment Acknowledgement

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

Job assignment from a staffing service, (1) fails without good cause fo

affirmatively request an additional sultable job assignment, (2) refuses without good
cause an additional sultable Job assignment offered, or (3) accepts employment with
the clfent of the staffing servics, Is considersd to have quit employment.

This paragraph applies only If, at the fime of beginning of employment with the staffing
service, the applicant signed and was provided a copy of a separafe document written
In clear and concise language that informed the applicant of this paragraph and thaf
unemployment benefits may be affected,

It Is your responsibiiity fo contact ESSG through Corporate Management Group (for
instance, by calling 303-820-1425 or using any other form of contact) for additional
assignments. If you fall to do so, it may affect your unemployment benefits.

| understand by signing this form that | am responsible to contact ESSG within 5
calendar days once an asslgnment ends. | also acknowlsdgs that | have received a
separate copy of this form, gp _(Initial) :

e e Nov 20, 2017
Employee Signatire: Date;
Florence DeCoteau

Employee (please print your name hers)

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

~MN_02.2013



DRUG AND ALCOHOL
TESTING CONSENT FORM

1. | have been allowed to read and inspect a written copy of ESSG policy on
drugs-and-aicchol;

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; (¢) my rights under the policy and the consequences if |
exercise certain rights; and (d) that certain events as described in the policy may resuit
in adverse personnel action, including my termination from employment with ESSG. |
understand that this policy in any form, and any employee handbook including this
policy, are not a unilateral employment contract or offer thereof.

3. 1 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 therecf) 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.

—

Individual's Name

Nov 20, 2017
Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



