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EVerify

Oups://e-veriry.uscis.gov/web/PrintCaseDetails.aspx ?Case VerNum=3

SENSITIVE BUT UNCLASSIFIED

Case Verification Number: 2018065120612GU

Report Prepared: 03/068/2018
Company Information

Company ID: 47420

Employes Information

Company Name: Employer Solutions Staffing Group

Last Name; Franco
Date of Birth: 11/27/1998
Hire Date: 03/06/2018

Document information

First Name: Josephine
Social Security Number: *** ** 4576
Citizenship Status: A citizen of the United States

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

Document Name: Driver's license

Driver's License or ID Card Number:

Case Status Information

List C Document: Social Security Card

Document State: Minnesota
Document Expiration Date: 11/27/2019

Final Case Result: Employment Authorized
Case Submitted On: 08/06./2018
Closed On: 03/06/2018

Employer Case ID:
Case Submitted By: KRIT7027

Closed By: KRIT7027

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

SENSITIVE BUT UNCLASSIFIED

3/6/2018, 11:06 AM



Employment Eligibility Verification j USCIS

Form 1-9
Department of Homeland Security
U.S. Citizenship and Immigration Services o

) . Expires 08/31/2019
h

P 8TART HERE: Raadluswuuronsaareﬂ.dlybaforemmmgmmmmmmmmmmsmmmmmm.
duﬂngmplmlonofﬂusform.smployam are liabls for esrurs in the completion of this form.

Beclion 1. Employee Information and Attestatlon (Empiayess must complete and sign Section 1 of Form -0 no fater

than the first day of employment, but not before accepting 3 fob affer.) '

Last Name (Family Nams) First Name (Given Nams) Muddle inftial | Other Last Names Used (Fany)
Franco Jospehine N/A N/A

Address (Strast Number and Name) Apt. Number |CityorTown ~ |Stte  |ZPCode

6569 Falstaff Ter N/A Woodbury MN 55125

Date of Birth (mmAlddyyy)  {U.S. Social Sscurity Number Empioyes's E-mall Address Employes's Telsphone Numbsr

11/27/1998 Eﬁﬁ‘mm - | [T | | Jjosephinefranco50@gmail.com 6513872163

1 am aware that federal law provides for imprisonment and/or fines for false statoments or usa of false doouments In
connaection with the completion of this form,

| attest, under penalty of perjury, that | am (chack one of the following boxes):
gu\mmﬁeumsmm” L

£9] 2 A nonciizen nionalof the Unfed Stalas (808 etrucions) =i
() 3. A tawiul permanant reidant _(Allen Registration NumberUSCIS Number): N/A

4. An slien authorized to work  unfil (expiration date, I applicable, mmiddiyyyyl -
Somd aflena mely write "NJA® In the expiration date fleld. [See instructiong) ~ WA——————

Aliens authorized to work must provide only one of the following docurment numbers to comglate Form 1-0: e Svea |
An Alten Reglstration NumberAUSCIS Numbsr OR Farm 1-64 Admission Number OR Forelgn Passport Nuribser. Do Nat Wil Ja Ths Shace

1. Alleh Registration Number/USTIS Numbsr: N/A
OR
2. Form 1-84 Admission Numbeg: N/A
OR
3. Forelgn Passport Nunber: N/A
Country of Issuance: N/A

‘W S Frangorehs) 2u1E) oey's Date (mmkidhyy) Feh 27, 2018

reparer and/or Transiator Certjfication (check one):
| did not use a preparer or {ranslator, A preparer(s) and/or translator(s) assisted the smployes in compisting Saction 1,
(Fields below must be completed and signed when preperers and/or translators assiat an employee in completing Section 1.)

attest, undar penalty of perjury, that | have assisted In the completion of Section 1 ofthlsfnnnandﬁmtwﬂmhaatofmy
knowisdge the Information Is true and correot,

Signature of Preparer or Translator Today's Dete (mm/defyyyy)
Last Name (Family Nams) First Name (Given Name)
Address (Streef Number and Neme) City or Town State  |2IP Code

@ e Comaies Vi Pige @

Form 18 01717 N Page 1 of' 3



EmploymentEligibﬂuy Verification USCIS
Department of Homeland Security Form 1-9

U.S. Citizenship and Immigration Services el !

: n 2. Employer or # . : i catic
(Emp{nyemormeb'aulhmfzsd &cﬁan?uﬂﬂrlnSbmnpssmnﬂhe & first day of amployment. Yau,
_ qum%MWAdRandmmwmmammmm from List C ag listed en the “Lists

ol ST Imﬁ?—“ me (Given Name) WM W

Identity and EmploymemAuumiuoon
Document Titie

Docment ile D

Dactinent Number Tor AL S B
Expiration Date (7 anyjfmrvaayyy)
Dpoument Title

Tesuing Aoy ' Addifional Information

Date (if ﬂ!md&yyy)

QR Cod-Secions 349
Do Net Wilte In This Spans

Dotumant Number
Expiration Date (I anyj(mmAdhyyy)
Docuinant Title

issting Authority

Document Numbar
| Expiration Dats (7 anyJtmmidahyyy)

Cartification: | attest, under penaity of parjury, that (1) | have examined the documant(s) presented by tha ahove-named employee,
(%) the above-listad doaument{s) appear to be gonuine and to ralate fo the employee named, ang (3) to the best of my knowladge the
employae is authorlzed to work In the United States,

. The employee's first day of employment (mmvddiyyyy): 3- lo- !2 {Sse instructions for examptions)
. ployer or Authorized Representative Today's Date (mm/ddfyyyy) | Titia of Employer or A Represantalive

3-12-2016 On-Si 1, D

Wmn?mm Represantative v}mwsmmoyuorMownapmm Fmployar'sausmm or Grganization Name
\

Ernplpyefs Business or Organizafion Address (Streal Numbar and Name) | Clty or Town {51313 24P Coda

Section 3 7§ev€tﬁdaﬁen aﬂdﬁ,,A_Rehi‘ms (’i’a be compfetsd and signed by amplqyar or aythorized reproseritative.)

A New Nama (Fegpficablell ~ . 7 e |8, Hatd of Rebirs (#applioahle). | .
Last Nama (FamlIme) Flm Nams (lean Nama) Mlddle mmal Date (mm/ddiyyyy)

G, FHREmen r STpEaH S a0 e pﬁwgémmforﬁambr : tgmoatﬁt S SR
gonfin ioyment auce ﬂﬂ@? : ifary et A

Dozument Title Document Number Emh'aﬁon Date (Ifany) {mm/dd/jmo

 attast, under penalty of parjury, thatfo the best of my knowledge, this emplpyea is autharizad to work in the United States, and if
the employes pressnted dogument(s), the dboument{s) | have examined appearto be genulne and tq relats fo the indivigual,

Signeture of Emplayer or Authorized Represantative Today's Date (mm/ddiyyy) Name of Employer or Authortzed Representativa

Form1-9 071717 N Page 2 of 3
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www.esgstaffingsolutions.com

employer solutions staffing gm

UP.e

New Hire Application

Personal Data~ PLEASE PRINT LEGIBLY IN INK

Last Name Franco

Street Address 6569 Falstaff Ter

First N Jospehine

PO Box 46270

Minneapolis, MN 55344-9956

Tel: 952.835.1288

Middte Inittal

City/State/Zip _ Woodbury, Minnesota

55125

Phona Numher 6513872163

Apste NA

Soclal Security Last Four Y00(-XX- 4576
Emall Address Josephinefranco50@gmail.@m

Staffing Agency/Recruitment Partner CMG

Are you legally authorized to work in the Unitet! States of America? @Yes QINO

| authorize Entployer Solutions Staffing Group (ESS
qualifications for employment, | authorize E8SG

DIrooT of i

ana ieaal an

Applicant Certification and Authorization

regarding my previous duities, responsibliities, parformancs, compensation and eligbliity for rehfre.

1 undsrstand that & comprehensive background check may be

3

G) to use the information andatatammmntainadhmisappuoaﬂonwdetaminemy
to meks inquiries of my former emplayers, except as indicatad in this application,

cantucted to detsrmine my eligiblity for hire by certain cflents of ESSG.

This may include but is nuthMh,invasﬂgaﬂomofmlm&mlMurmnﬂoﬁonmﬁs.dﬁvlngmmﬁsmﬂora screen testas
mqulmdbydlanﬁs,govemmemmulaﬁnnsarbyﬁsseponclas. i

| release BSBG and other parsons or entities from any claima that might be based on ESSG's decislon to condust a background cheok,

1 carlify that all statements made in my application are true and accurate and

ﬂaatlhavanotomhdanymataﬂaﬂnfumaﬁonorpmvidad

false or misleading information. | understand that any material omission or misrepresentafion will result in my disqualification from
consideration for amployment or, if discovered after | begin employment, will resuit in my termination,
If hired, { agres o abide by the policles and procedures of ESSG.
Josephine Franco ,%%@F%& Feb 27,2018
Name (Print or type) Applicanfs Signature “Date
A oopy or facsimile {"fax”) will be considered the same as an original aignature. Emall will ONLY be usad for employment correspondence
_For ESSG Office Use Only D '
DOH NHW e 8850 ws
Emergengy Contactinfo | Backgropnd Release Form Background Resuits Unemploymesnt Letter ESG Application
{if applicabia)
For ESSG Cllent Use _
DOH ROP Work Site Log, WC Gode

ESSG- CMG-CO

Rev. 0412017



Form W+ (2017) G o GO0 o PPl e owngs oo oo e e

Basl I " mmmmmmmm
e R e e B i e S D e D
0 ) annufty sa8 Pub, 605 to find out it you should
m’&ﬁ""%%&mm m mmaﬂmmmmwsw a1 ncome ﬂamwn;wmmmlgm
Exemption from withholding, if Sxernpt, Compiata ll workshests thet spply. However, mm& alowances you amw mclalm
mp%ﬂnu‘l.za%anzguﬁdyn mnyclalml’uwurw(:r mFﬂ'Wm % o mm’guur?mlymgm
farm Io &Yw%mwm wages, withholding must be based on allowances - Usualy wil b0 moet ancorts
Faiy 1s.ag1éseam Tax Withh mwgmwmm:mmmw when all aliowances are claimed on the Form W-4
Mote I ancihar pereon omn lelm you s adependent  Hoesd of bousshold, Generaly. you can cimbead.  Sran ot D0 /o0 8nd 2er cllowanass are
mmwwmmm‘mmmﬁn ofhmmmldﬁhl gmmmwm"w alien. If you &re a nonvesident alien, see
from withholding it income excests $1,050 you are unmarried and pay ntrs than 509 of mu&wmm Farm W-4 Instructions for
andlnelmlmnmw $350 of unsamed incame for tasping up a homs for mg Nonresident Allans, befors compleing this form.
P e, e mw’“mmm%mﬁwmm =
a depsndent,  the employss; mmmwmm&?ﬁmmm  Gon :
» I age 65 qr oldar, md"ggmg mmwmwm gﬂeﬁﬂwm wﬁﬂ(ﬁw

¢ Is blind, or mwmﬁmummum %::m
» WIll olaim acfjustments to income; tax creds; or e o e

Persona)
300 i acstmart o lcome: o rec g%wu%mmmm laga e we posted
Personal ﬂiowms Workshest @ for @ reco@s.i .
A Emerﬂ”foryomsalﬂfnooneelsaoannlalmyouasadapmdem. . Ao

* You're single and have anly one job; or
Enter *17 ifs [ 'You'ramrrlad.haveomyonalob.andyowapqmdoesn'twoﬂcor ]

-Yourmgeafromasemd]oboryonrspuusa’awaga(orﬂmbtalofbmnraﬂ.ﬁﬂ!)orm
Batar'1”foryourmm8ut,younaychoosetoem"—o-'ﬂyuuaremardedandhavaelmeraworklngspmormam
thanonejob.Mg“ﬁ-'mhﬂpmm]dhwhgboﬁwemxwmmld.) 5 0 0 0o o o
Erﬂernmnberofdependenh(oﬂwerﬂmnyourspouaeoryomselﬂyouwmo!almonyoumxremm. 6 004 o & o
Entar‘1”lfyouwmmeasheudalhomholﬂonywmmnhMBODnmonsmderHeadolhomholdabWe) o o
Emar"'l"lfyouhaveatleastsz,ou!)ofchlldordapendemaanmenmforwhbhyouplmtoctalmaoredn o' 0
{Note: Do not include child support payments. See Pub. 508, chudandoepammmapmmmrdm.)
chlldTaxﬁmdlt(lmludhgaddlﬂonalohﬂdmmdm.SeePuh.972,chlldTthredlt,formoralnfnmaﬂon.

* if your total income will be isss than $70,000 {$100,000 ummam,eﬂar“?furead)aﬂglbledﬂld;ﬂamlmﬂ”ﬂyw
havammfowanglblachﬂdmnmhss%'ﬂyoulmvaﬁvemmnmengibladmm

OIfyowtutallnoomawmbebetweenm.OOOandW.Dmmmmmﬁ19.ow&mﬂad).mﬂ°hreachdlglblechﬂd. (< I
H AddlInesAthmughGmmwmmmmmmmmemmdmﬁommmmmmmmbH 0
i lan to ftemize or claim atjustments to inco: d want to reduce withholdi, the Deductions

For acouracy, ;xlde:‘IJﬂ:;nmwcwghmmmaz. ke e A

complete all * if you are e and have more than one obwmumrﬂadandyoua:dyourepomhoﬂamrkandmoombmad

worksheets from excsed §50,000 ,000 i 3 J ricah 2
m to%etm smli {320, mayried), see the Two-Eamera/Multiple Jobs Worksheston page

Oﬂnm”dmaahovasmmﬁomm.mmraandmmanmberm line H on lind 5 of Form W4 below.

Separate huumddwhm%hmamplww.mepmhpmbrwwm

Employee’s Withholding Allowance Certificate

>mmmmumammuwmwmmmm1mu
aub]ectwredmbyﬁnms.vwemploywwbemumnm:mofﬂmmmmm&

- . L) . - . . L]

‘uTmg [+] w
Tmoo

]

OMB No, 1545-0074

2017

Yaurr first name Last nume 2
Jospehine Franco 473354576
Home address {rumber and street o rural route) 3@ singe O Mamiea O Manied, but withhold e higher Single rats,
6569 Falstaff Ter N/A Notes f married, but o spouss I8 & nonvesident alen cheak the *Singie® bax.
Gty or town, skale, and ZIF code i 4 Hyour last name diftars from that shown on ypur sooial seeurity card,
Woodbury, Minnesota 55125 sheok here, You rust call 1-600-772:1213 for a replacement card, D[]
5 Tatﬁ]nwnberofaﬂmneeayquareclaluﬂng(ﬁomlineHabovawfmmwaappnoahiewonsheatonpagez) 3K
L Addltionalamoum.lfany.youwantwimheldfmmaanhpaymadt 9 0.0 00 000 an0o0 o600 HIE

7 |clalm exemption from withholding for 2047, and | certily that | meet both of the following conditions for aexemption,
= Last year | badaaighttoamadﬂﬂnmlhwamwﬂhhddbemlhadmmﬂabﬂny.m
* Thip year | expest a refund of all faderal income tax withheld hecaysa ] expect to have no tax llabllity.

If you mest bath ponditions, wiite *Exempt*here, . . . . . . « 2 e v o 4« o720
Undarpanﬂ%uﬂ’mw.ldadmﬂntlhmmnﬂnedmlswﬁﬂmand.toﬂwbasufwm edge and belief, it istrue, comrect, and complets,
Employee's signaiure JLedlihe Fanco.

{(This farm Is not valid unless you sign It) pesephifsFrancn Febat, 1018) pate» FED 27,2018

8 Emplmr’anmandaddrass(ﬁ'ﬂmmcompleblluesaandwwusmﬂlnghhla&) 9 Offios vagie {optionad | 10 Employer identiticalion sumber (EIN)

For Privaoy Aot and Paperwark Retiuction Act Notice, see page 2, Oat, No. 102200 Form W4 {2017)



Form W-4 (2017)

uctions ustments Wo

1

SOy o LK

-l

Note: Uise this workshest only It

mmmmmmvwmmmmmemmmmmmbwmam
walmmadwalwmhmmo%afyowmwmwmmwmmwzmmmmMm
mmmwmmﬁwwm&wasma.aooandyou'mmmbdfﬂing}olwyoryou’m widowlel); $287,650
Ifwu’mheadufhnusehdd:&ﬁ'!.ﬁoolfyumamgla.mthaadoﬂwmmandmtaqwfym @) or $168,900 # you'rs
manied fling separately. Ses Fub, 508 fordstalls , , . o= It

$12,700 if married filing Jaintly or qualifying widow(er)
Enter: { $9,380 if head of housahold J 5o oo o L o o

§6,360 if single ar manied filing separatoly
Subtrgctlne 2 from Jine 1. ifzero or less, enter*-0-* ., ., . . . . . . . . . 0% O s b
Enter an estimate of your 2017 adjustments to income and any additional standard deduction {see Pub. 505)
Add lines 8 and 4 and enter the total, {include any amount for credits from the Converling Craediis to
Withholding Allowances for 2017 Form W-4 worksheet in Pub.0B). . . . . . . ., ., ,
EntaranasﬂmataofyourZM'lnonwagaIncgme(sucbasdlvldandsorlntemst) % 0 0 w0 o a
Subtraot line 6 from line 5, If zerg oriess, enter ®-0-" >, , . . . 5 0 H 9 0 0o a o
DMdetheamountonllna?byM,DSDandemarmeresuhhera.Dmpanyfracﬁon b 010
EntsrﬂxanumberfrommaPmnalAuowanmwmssheﬂ,llneH.page1 5 0 0 o o o .=
Astl lines 8 and 9 and enter the total hers, If you plan to use the Two-Eamers/Multiple Jobs Worksheet,
gjso anter this total on ling 1 below, Otherwise, stop here and enter this total on Form W-4, line &, page 1

»
. » *

o & +

you plan to itemiza deductions or claim cerialn cradits or adjustments 10 income.

10

> W

LB ]

Two- le Jobs Worksheet (See Two eamers or multiola Jobs on

2

3

Co~Ng G

Naote: Uss this warkshest only if the instructions under line H on page 1 direct you hers,
1

Enter the humber from line H, page 1 {or from fine 10 above if you used the Dedustions and Adjustments Worksheef)
Find the number in Tahle 1 below that applies to the LOWEST paying job and entar it here. However, if
you are matried fifing jointly and wages from the highest paying job are $85,000 or less, do not enter more
mm“r Io . » - L - - - . - 3 . - [ * A L] . . - . » . - - . - - * LI
It iine 1 is more than or equal to fine 2, subtract line 2 from line 1. Enter the reault here (if zeru, entar
“-0-")andnnFomW—4,llnes, pege 1. Do not use the rest of thisworishest , , . . ., . .

Note: if line 1 Is less than line 2, enter *-0-" on Form W-4, line 6, page 1. Complete lines 4 through 9 below to

figure the additional withholding amount necessary to avald a year-end tax bill,

Enter the number from line 2 of thisworkshest . . . . . . L 4
Enter the number from line 1 of this worksheet . . ., ., . T S 5
Suhtraut!lnesfmmllne«t.........................
FlndmaamuuntlnTableabelowmntappﬂsstomemeﬂssrpaylnginbandenwrlthere 0 0 o g
Muitiply line 7 by line 8 and entar the result here. This Is the additional anrmal withholding needed . .
DMdslInaabyﬂtarmmbarofpaypeﬂodsramalnmginamlFormmple.dlvldeby%lfyouarepaldavarym
Weeks and you complete this form on a date In January whan there are 25 pay periods remaining in 2017, Enter
the result here and on Form W-4, line 8, page 1. This is the additional amount 1o be withheld from each paychack

e1)

1

0w

M TP

8 §

Table 1 Table 2

Married Filing Jointly All Others Married Filing Jointy

All Qthars

1t wages from LOWEST | Enter on {fwuges from LOWEST | Enterop if wages fmm HIGHEST | Enteron ¥ wages from HIGHEST | Enteron
paying job are— line2 ahove | paying johare— fing 2 above | paying job ara— line 7 above | paying job are— line 7-above

5

2

1]

&
BOENVNARAPLN S

80,001 ~ 85,000 19 140,001 and aver

50 oy va

50‘* sa:m
~ 14,000

8001 ~ 18,000
18,001 - 28,000
26,001 - 34,000
34,001 - 44,000
44,001 - 70,000
70001 - 85,000
85,001 ~ 110,000
116,001 - 125,000
126,001 - 140,000

78,001 - 136,000 1.010

Bomwonpaunan
8
8
8
i
ks
8

-t

$0 - 875,000 §610 §0 - $38,000 8610
83,001 ~ 86,000 1,010
185,001 -~ 205,000 1,180 85,001 - 185,000 1,130
205,001 - 360,000 1340 185,001 ~ 400,000 1,340
350,001 - 405,000 1.420 400,001 and over 1,600

Privany Aot and Paperwork Reduction Ast Notine, We ask for the information on fhis fom You are not required to provida the information requasted.an a form that Is
1o gany out the intemal Revenue laws.of the United States, intemal Revanua Gode sections subjeot o tha Paperwork Reduction Act ynless tha form displays a valid QM8
3402(1(2) ancl 6108 and their regulations require you ta provida Infomation; your empioyer oonitrol number. Books or recards ralating to a form or its Instructions ruet be
umestto mwwmmnmmwnmm.mmmam retained as long as their gontents may bacame materal in the administration of
mmﬂmdfmwﬂmﬁhmbﬁum»awmmmmwwm wmmamuslm.aemny,mmmudmmmmaﬁmm

maxmeqmw%mnmmmaf confidential, as required by Code section 6103,

6eg; 1
this Information Include giving it to the Department of Justis for and oriminal ifigation; to
cities, statas, the Distriot of Columbla, and U8, commonwealths and possessians for use ln dmamm le mmnq"a;ggam‘m : upl!siaw and fils this farm wil vary
the Nt gty of e ps ot o e O T Lok Instruations for your inoome tax retum,
of New ] i o
under a ax treaty, to federsf and mmmmmhmmwmmmm Ifyou hava suggestions tor making this form simpler, we would be happy to hear
federal law enforcament and intelligenca agencien to cambat teradsm. from yau. Ses the instructions for your Income tax retum. 2

avérages, ses the



DEPARTMENT W-4MN

. OF REVENUE

2017 Minnesota Employee Withholding Allowance/Exemption Certificate
Employees

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

* Claim fewer Minnesota withholding allowances than yourfedersl allowances

* Claim more than 10 Minnesota withholding allowanges

* Want additional Minnesota tax withheld from your pay each pay period

= Claim to bs exempt from federal withholding or claim to be exempt from Minnesota withholding

Do not complete this form if you are claiming the same number of Minnesota allowances as federal and the number claimed is 10 or less,

e

. Exsmpttom
. Minnesota WRitholding

#

Employes’sTirst name and initia) Last nama Employes’s Sacial Sacurity number =i
Josephine Franco 473354576
Pemmanent ddress WiarRal status (ehueh abe bag ]
Pt Ter (@ S o ety
Gy ' ' i " State "ZIRcode | Maned
Woodbury, Minnesota 55125 KO~ Married, but withhold et higner Single rate

Employsas: Read Instructions on back, complete Sectian 1 OR Sectlon 2, sign and give the completed form to your employer,
{Do not complete both Section 1 and Seotion 2. Qompleting hoth sections will make the form invalid.)

{3 Sastion 1. — Determining Minnesota allowances

Complete Seation 2. if you clatm fewer Minnesota allowances then your federal allowances, AND/OR if you want additional Min-
nesota withholding deducted each pay period,

1 Total number of federal allowances olaimed on fsderal Form W-4 60900000600A0000BOTO IS0 BIVEOH 00 1
2 TutalnumberofMinnesotaallawannes{line2nannotbemorethanllnei) Geventvensaserecsevicee B e
3 AddiﬂunalMlnnmtathholdmgyouwantdeducmdeanhpaypaﬂod ........... racaseesnocensave @ S

[~ Section 2 — Exemption from Minnesota withholding

Complete Section 2 if you alaim to be axempt from Minnesota income tax withholding (see Section 2 Instructions Yor quallfica-
tions). ¥f applicable, check one box below o indicate the reason why you belleve you are exempt:

t meet the requirements and claim exempt from both federal and Minnescta income tax withholding,

: Evan though | did not clalm exempt from federal withholding, 1 claim exempt from Minnesota withholding because | had no
Minnesata Incomae tax lishilRty l=st vear, ] recelved a refund of all Minnesota income tax withheld, AND | expeot to have no Min-
nesota income tax liabifity this year,

My spouse Is a mijitary service member assighed to a military location In Minnesota, my domioile (legal resldence) is In ancther
state, AND 1 am In Minnesota solely to be with my spouse, My state of domiglle is
Il am an American Indian living and working on a reservation.
I:g} 1am a member of the Minnesata National Guard or an active duty U.S. military member and claim exempt from Minnesota

withholding on my mifitary pay.
I eceive & military pension or other military retirement pay as caleulated under Title 10, 1401 through 1414, 1447 through
1455, and 12733 and cizim exempt from Minnesota withholding on this retirement pay.

I certify that all information provided in Section 1 OR Saction 2 Is correct. | understand there Is a $500 penalty for filing a false with-

holding aliowsnce/exemption gertificate.

Employea’s signatung Date

h
Feb 27,2018 s i

| Bmployee::r Give the completed torm 1o your empioyer.

Employers
If you are required to.send a copy of this form to the Department of Revenue (see instructipns), you must enter the employer infarmation below

ang

majl this form to: Minnesota Revenue, Mall Station 8501, §t. Paul, MN &8146-6501. (Incomplete forms are considered Invalid) A $50

penalty may be assessed for sach required Form W-3MN not filed with the department.

Keep a copy for your records.
Name of empioyer Federal employer ID number (FEIN) Minnesota tax ID numbar
Address - ‘i City Statg ziP gode

i

ma-:.-:ma, Questions?  Wabsite: www.revenue.state.mi.us. Emall; withholding tax@state.mn.us. Phone: 651-282-8988 or 1-800-857-3504.



.. DEPARTMENT
. OF REVENUE

Form W-4MN Instructions

Do not complete this form if you are claiming the same number of Minnesota allowances as federal and the number

clalmed Is 10 or less.

Employee Instructions

What's New? :

Beginning with tax year 2016, you may
nat have to pay Minnesota income tax on
your military pansion or other military
retirement pay calculated under Title 10,
1401 throngh 1414, 1447 throngh 1455,
and 12733, When you file your Minnesota
individug! income tax return, complete and
file Schedule M1M, Income Additions and
Subtractions, to subtract this income from
your Minnesota taxeble income.

1 you claim this spbtraction, you may

not claim the eredit for past

service on Schedule M1C, Other
Nonrefuindable Credits) which is a credit
avellable to individuals whose Adjusted
Gross Income {AGT) is less than $37,500.

Should | complete Form W-2NIN?
*Complete Form W-4MN and provide it to
your employer, if you do any of the Follow-
ing

» Claim fewer Minnesota allowsnces than
federal allowances (You may not daim
:more Minnesota allowances than federal
allowsmces)

+ Cilaim more then 10 Minnesota allow-
ances

* Reguest additional Minnesota withhald.
ing be deduncted each pay period

« Claim to be exempt from Minnesota
income tax withholding (see Saction 2
instructions)

Before you complete Form W-4MN, dister-
mine tg:nmnberoffedaalwithh
allowances you are claiming on federal Form
W-4, Then, determine the number of your
Minnesota withhalding allowances,

Consider completing a new Form W-4MN if

your personal or financial situation changes.
If you have not had sufficient income tax
withheld from your wages, interest and/or

penalty charges may be assessed when you
file your individual income tax return,

“Your employer may be required o subymit
copies af your Form Wr4MN to the de-
partment.

Note: You may be subject to a $500 penalty
it you submit a false Form W-4MN.

Seotion 1~ Minnesota Allowances
Claim the correct number of allowances, Iif
You expect to owe more income tex for the
year than will be withheld:

* claim fewer allowances

* request edditional Minnesota taxes to be
withheld from your wages (complete line
3)

Section 2 — Minnesota Exemption
Your employer will not withhold Minnesota
taxes fram your pay if you are exempt from
withholding, To claim exemption, you must
meet ane of the following requirements:

» You meet the federal requirements; you
clatm exempt from federal
on Form W-4; you had no Minnesgta
{ncome tax Hability in the prior year; you
received a foll refund of Minnesots tax
withheld; and you expect to have no Min-
nesota income tax liability for the cnment
yeas,

= Yon are the sponse of a military member
assigned to duty in Minnesots, you and
your sponse are damiciled in another
state (the same state as one another) and
are present in Minmesota solely to be with
your active duty military member spouse.

You area member of an Americen Indian
tribe living and on the reserva-
$iom of which yon are an enrolled member,

» Your wages are for Minnesota National
Guard (MNG) pay or for active duty US,
military pay. MNG and active duty US.
mﬂkarymembmcandaﬁnexemptfmm
Minnesota on these wages,
even if taxnble federally, For additional
information, see Income Tax Fact Sheet 5,
Millwary Persprmel,

» You recejve a military pension or gther
military retirement pay calcplated under
Title 10, 1401 through 1414, 1447 through
1455, and 12733, If yon recelve this
income, you may claim exempt from Min-
nesota withhelding on this income even if
taxable federally,

Note: In arder to avoid owing tax at the end
of the year, you may not want 10 claim
exempt if you (and/or your spouse when fil-
ing a joint return) =zpect to have other forms
of income subject to Minnesots tex.

If you dlatm exempt from Minnesota with-
helding, you must provide your employer
with a new Form W-4MN by February 15th
of each year,

Ifanother person can claim you es a depen-
dent on his or her federal tax return, you
cannat claim exempt from Minnesota with-
holding if your annua] income exceeds §950
and includes more than $300 of inearned
income.

_} Use of Information

| All information on Forn W-4MN is

1 Private by state law. It cannot be given

| to others without your consent, except

[ to the Interne] Revepme Service and to

{ other states that guarantee the same
privacy. Your name, address and Social

! Security number are required for

| identification. Information about your

!' allowances i required to determine

| your correct tax. We gk for your phone

f number so we can call you  wehavea |

; guestion, I

Employer instructions are o the next page,




Authorization

Authorization: By signing below, you authorize: (a) backgroundchecks.com (“BGC”) and/or Orange Tree
Employment Screening to request information about you from any public or private information source;
(b) anyone to provide information about you to BGC and/or Orange Tree Employment Screening; (c)
BGC and/or Orange Tree Employment Screening to provide Employer Solutions Staffing Group, LLC one
or more reports based on that information; and (d) Employer Solutions Staffing Group, LLC (*ESSG”) to
share those reports with others for legitimate business purposes related to your employment. BGC
and/or Orange Tree Employment Screening may investigate your education, work history, professional
licenses and credentials, references, address history, social security number validity, right to work, crimi-
nal record, lawsults, 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 origl-
nal. You make this authorization to be valid for as long as you are an employee of ESSG.

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

Personal Information: Please print the information requested helow to identify yourself for BGC,

Printed name: JosephineFranco N/A Franco

First Middle (I3 Last

none)

Other names used:  Phina
Current county of residence:
Current and former addresses: _

current 6569 Falstaff Ter Woodbury, Minnesota 55125
from Mo/Yr to Mo/Yr Street City, State & Zip
from Mo/Yr to Mo/Yr Street City, State & Zip
from Mo/Yr to Mo/Yr Strest 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,

11/27/1998 473354576

Date of birth Social security numher
11/27/1998 473354576

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 Okiahoma, you may request
a copy of the report by checking this box:

&%%& Feb 27,2018

Signature Date




Mﬁﬁnmﬂéamamaﬁdvbﬂemmﬂﬁwwvﬂmmnmﬁeab&mnuﬂamﬂdmwmam 19006
Straet N.W., Washington, DC 20552,

l ASUMMARYOFYOURRIMUNDB;THEFAIR CREDIT REPORTING ACT I
The faderal Falr Credit Reporting Act (FCRA) promates the acauraty, falmass, and privacy of information in the files of consumer reparting

agmﬂes.Thmatemanytypewfmnmnerrepmﬂngagencles,mﬂudmuadnbmusandspwanyagendas(sudusammmm-
funmﬂanaboutmeckwﬁﬂnghlstnns,msdlcalremrds,andmmthmmLHmhaammdmmjmﬂQmMrmem
For more Information, Including information about addiional sights, g0 10 www.consumerfinance.a leay

nanclal Protectipn Bursay, 1700 G Strest N.W,, Washington, D 20552,

*  Youmust ha told lfhfomaﬂmhvwﬁlehashmmﬂagalnstmmewhomamdltmpurtorannﬂmtypeufwnsumwre-
port to deny your application for credR, Insurance, ar employment ~or to take another adverse action against you — must tell you, and must
give you the name, address, and phong number of the agency that provided the Information.

® Yonhavathaﬂghttohmwwhmsinyuwﬂle.wumymqustmdnbﬁnanmahﬂomaﬁmahwtyoumthamesofaeonmrepm-

lngagemy(vaur'medlsclme").\’auwmhamqmmdmpmvmpmperldenﬁﬂcaﬂon,mkhmymmm&dﬂsmtymher.ln

many cases, the disclosure will be frae. You are entitled to 2 free file disclosure i:

» 3 person has taken agverse action against yau because of iInformation in your-credit raport;

* you are the victim of identity theft and place a fraud alert in your file;

» your file contains ineccurate Information a5 a result of frand;

* you are on public assistance;

» you are unemployed but expect to apply for employment within 50 days.
lnaddltlon,allwnmmmareenﬂﬁedwpnefraemsdosuteevenlzmmﬁuuponrequestfromeachnnﬂonmdemdnbumuandfmmna-
tionwide speciaity consumer raporting agencies. See www.cons 2.80v/learnmore for additional Information.

s Yoy have'ﬂmrlgtntn sk for a cradit score, Credi scores are numerical summaries af your credit-worthiness based on information from
credit bureaus. You may reguesta credit score fram consimer reporting agenties that creste scores or distribute scores used in residential
real property loars, but you will have to pay for It. In soma mortgage transactions, you will recslve credit score infarmation for free from the
mortgage lender,

= You have the right to dispute incomplete or inaccurate Information, if you identtfy Infarmation in your file thit Is incomplete or inatcurate,
and repiort it to the consumer repbriing agency, the Sgency must investigate uriless your dispiite Is frivoldus, See www.consum-

priinance.gov/learnmars for an explanation of dispute procadures,

o mmwgmmmmmnmdmmmmmmwmmhmm. Inaccurate, incomplete or unvar-
ifiable information must be removed or corracted, usually within 80 days. However, a consumer reporting agency msy continue to raport
Information it has verified asacourats,

» ummnmwﬂummmmmuemlmmmmnam,amnsumerramrﬂngagencymymtrepm
negative Infarmation that is mare than seven years oid, or bankruptcles that are more than 10 yesss old,

- Awauwwnrfual:llmltan.Aconsumerrepurﬂngagano;maypmidemforrnaﬁonahnutyouonlvtupeoplewlm“nndnwd-umnyte
consider anapphication with a creditor, insurer, emgloyer, landlord, or other business. The FCRA specifies those with a valid need for access,

* You must give yaur consent for raports to be provided to emplayers, A consumer reporting agency may not give out Information about you
o your employer, or 2 potential employer, without your written tonsent given th the employer, Written consent generally Is not required In
the trucking industry. For more information, go to www.consumerfinance.gov/iearnme e

L Ywmmwmnﬂmmmmgawmmmﬁmhmmw Unsplicited *prescreened”
affers for credit and insurance must include a toll-fras phene number you can call if you choose to remove your name and address from the
lists these affmambasedon.%umayopt-nutwnhﬁ;emﬂmldeuednbmusatHas-s&'lm .

¢ You may sepk damages from violators. If a consumer reporting agency, or, In some cases, a user of cansumer reports or a furnisher of iInfor-
mation to a consumer raporting agency violatesthe FCRA, you may be ableto sue in state or federal court.

theft victims and active duty mliitary persannel have additional tights. For more information, visit www,.consum-

reparting laws, in some cases, you may have more rights under
state Jow. Far more information, contagt your stete or Jocal Sonsumer protection agency ar your state Attorney General, For informution

[ TYPE OF BUSINESS: CONTACY:
1.2, Banks, savings asspciations, and credit unlons with total assets 8, Bureau of Cansumer Flnancial Protection
aof ovar $10 billlon and their affillates. 1700 G Streat NW

Washington, DC 20552
b. Such affiliates that are not banks, savings associations, or credit | b, Federal Trade Commission: Consumer Response Center — FCRA

unions also should list, in addition to the Bureay Washington, DC 20580
{B77) 382-4357
% To the extent not Inciuded in item 1 abpve;
@ Natipnal banks, federal savings associatipns, and federa) 8, Office of the Comptroller of the Currancy
branches and federal agencies of forelgn banks Customer Agsistance Group

{ 1301 McKinney Strest, Suite 3450



EMERGENCY CONTACT INFORMATION

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

Employee Name:

Josephine Franco

Address: 6569 Falstaff Ter

Woodbury, Minnesota 55125

Home Phone; 6513872163

BMERGENCY CONTACTS

P}Bqﬁb llst EWQ pl.‘,gp]e (ln pt‘loﬂty brder) who gould be contacted i in case of an;mgpergenc)

Contact #1

Name: Tara Franco

Relationship: Mother

Home Phone:
Cell Phone: gy pg 057

Work Phone: 651-659-2210

Contact #2

Name:  Sim Franco

Relationship: Father

Home Phone:

Cell Phone;
651-717-8554

‘Work Phone:

Additiona] information you want Emp

of an emergency:

loyer Solutions Staffing Group and our clients to know in the event

This information wifl remain confidential and will only be used in the case of an emergency.
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Direct Deposit/Payroll Debit Card Authorization
Employees have the option of receiving wages by Direct Deposit and/or Payroll Debit Card.
If you do not provide & written el apes will be paid by Payrol) Debit Card.
SRR PUASTE BN ELO
BuployeoNawe j5sephine Franco BSNA (a4 digis) 457¢ SRS
S EE @SSR VW G (RIS U s ] )

&} Direct Deposit (Pleass complete Seotions 3 and § below) ~ Note; Direct Depasit accounts may take up to 7 days to be octivated,
()| Payroll Debit Card (Please complste Sections 4 and 5 below)
SE @i ONESEE | RE S 0 2005 16

Update Bank Account Y understand and scknowledge that if 1 do not provide a

)
BCRON, ¥

N SN " volded check with this direct deposit form, T am

0 €lis rargo responsible for any delsys in payroll or extra costs

1‘\‘ Routing# 91000019 ineurred if the sccount number that I provide is incorrect,
BN Accovntf 9876737942 Initial JF Date 02/27/2018

Account Typs: [T Chooking] L) Savingd I Other

*  Tohelp us avoid making an civor, ploass attach 8 copy of a voided check. (a depodtsnpwmnntwﬁrk)
- Ifyonnhmgebanlm,donmdmwwddbmkammmﬂywdbmdamhhsmndn&:mbmkwﬁohmnthypeﬂod&

SECTHTONTL L PANREE L BEREE GARD (GLOBAL U ST e AR

Fedarallnwmqnﬁesallﬁnannialhmmﬁommobﬁmw,mwhﬁmﬁmimmt{:mmmmmhmm
request a Payroll Debit Card for you, we must provide all of the following information that will enable finoncial institution to identify you. If
youdnnotsnbmitaDimutDeposit/.PaymuDabitCm'dAnﬂmimﬂon,BSSGwillpruvldcﬁmnmmyinﬁrmnﬁnnmdinmmaPm Debit
MmmmmmMmmw&mmqummmmwmmmwwmoan
verify your identity.

WMMWMWW,BSSGMWMWMNWMWmPW Debit Card account or
mmﬂons.Onyoutﬁratpayday,yonwmmedveyomnmpaymchlﬂtCatd,mdammmmmofﬂmedmdiﬁmmem
thennignacknuwledgingthﬁyonmeeivedﬂw?aymnmcndandpacket.YoanaymlchbitCudwmbemhadedmaachpaydayymmiva

WaEES,

[ CARDHOLDER INFORMATION (a3 you want your Payroll Debit Cavd 1o be iswued) —

First Name ML Last Name Date of Birth
Street Address (F0 BoX NOT ACCEFTABLE) Soclal Security#
City State Zip Cell Phone (mobile)

RECEIPT OF PAYROLL DEBIT CARD (to be complated when you pick up your Payrofl Debit Card)
Payroll Debit Card Ronting # Payroll Debit Card Account #
T2

lhavcmeivadmy}’mﬂ])ebitcud,mmammmmﬁe&mmmmﬁﬁmmmByMgmymn Dehit Card,
1 am agreeing to the program terms, conditions, and disclosures that are inclnded or made availsbie to me from time fo tims fiom the financial institution. 1
anthorize the finangial institution to dehit:myPaymﬂDebitCﬂdammnm'ﬂmfmdmdmmﬁomedﬂcﬁmhpmd&epmmm
conditions, and disclosures,

Employeeﬁs sme: Jémph‘% Fraren (Febar,sms) ‘ Dﬁ&! 02/ 27/ 2018

SEETTON 50 SR HORTZ A TIOM
1mmammwwmmmcmmmmmofmmm holdings, other required withholdings
ormhnﬁwddeduuﬂons,inmmyammt(s)udeﬁgnmdabowmdmmw,ﬂmmmy,debﬂmﬁumdammWcreditemries
made in error I my account(s). * E-mail is required for pay stub information.

-mail: josephinefranco50@gmail.com
this Information will anly be ssed to send your paystubs electronicafly

] e W Date: Feb 27,2018
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ENT ON

This agreament made this day of , 201__, between
Employer Solutions Staffing Group LLC, hereinafter referred to as “employer’,
and _heresafier referred to as "employee”.

WITNESSETH:

) For the duration of my employment and after resignation or termination of
this employment with employer, for any reason whatsoever, the employee shall

not use or disclose to any other person or company, and confidential or

proprietary information or know-how related to the business of the employer.

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

5m9% Fransp (Feb 27, 2q14)

Employee Signature

Employer Solutions Staffing Group LLC, Representative
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INJURY MANAGEMENT PROGRAM

Injured Worker’s Responsibilities

As your employer, we are concerned about your full recovery. Reasonable and
necessary medical care will be pald 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. 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 fwo weeks. M.R. §221.0420 requires that your physician
cooperate with retum to work planning and that you be released to retumn to work
at the earliest appropriate time.

Immediately following your appaintment, provide a copy of the report to the
designated employer representafive. 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 wark 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.

[0} emplover immediatelv o ew Injuries or conditions
our cal ditio

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 physiclan must complete a
Report of Workability. ‘

I have read my responsibilities and agres to abide by these guidelines.
Signed: Josuyhifis Franco (b 27, 2018)

Printed Name: Josephine Franco
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Important/importante
LOST OR STOLEN PAYCHECKS

If a paycheck is lost (missing, misplaced, destroyed, lost In the mail, efe.), you
must notify your staffing recruiter that the check cannot be found. If itcan 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 80, you must pravide a copy of the policy
report to your staffing recruiter that the check was stolen. If the cheek has not
been cashed and if the loss of the check was not your fault, ESSC 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, perdide en
el correo, etc), usted debe nofificar a su reciutador de personal que el cheque no
se puede encontrar. Si se puede verificar que el cheque no ha sido cobrado,
ESSG se detendra el cheque de pago y reemitir el cheque a usted, descontando
un cargo de entre $ 25 - § 35.

Si su cheque de pago fue robado, primero debe denunciar el robo a la policfa
antes de que podamos volver a emitir el cheque. Una vez hecho esto, ysted
debe proporcionar una copia de la denuncia a su reclutador de personal que el
cheque fue robado. 8i el cheque no ha sido cobrado y sl 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 moldg):  -/osephine Franco

_S_ignature,Fhma: Jmeph%ano(FﬁbT{.!ﬂ.‘;?)




ESSG WOREPLACE 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 warkplace free from serigus
recognized hazards and comply with standards, rules and regulations issued
under the OSH Act.

(2) Ensure that its clients perform a job hagard assessment in order to identify
and eliminate potential safety and health hazards and to determi
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 belp ensure a safe warkplace, 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 basie rights:

* Right to refuse unsafe work

* Right to know or be informed abont actual and potential dangers in the
workplace

 Right to review coples of appropriate gtandards, rules, regulations and
requirementa that the host employer is roquired to have available at the
workplace,



employer solutions staffing group..

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

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

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

If you believe that your right to a safe workplace has been violated, you can make a
report to a manager of the host worksite employer and/or ESSG (by telephoning .
952.885.1288/1.866.496.7578) and asking for the ESSG Safety Dirvector. You can
also contact OSHA directly 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.



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 if. is my responsibility to read
this policy and ask my supervisor, a member of management or to telephone
Emplayer Solutions Group (ESSG) at 952.885.1288/1.866.496.7673 with any
questions I may have about this policy. I agree to comply with ESSG's policy on
ESSCG 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
952.835.1288/1.866.496.75678 in order to obtain assistance in the resolution of such
matters.

Erployee Name (Please Print)

Josephine Franco

Date: Feb27,2018




.

o 3850 Pre-Screening Notice and Certification Request for

(Rev. March 2016) the Work Opportunity Credit OMB No. 16451500

m'mgm?s;vm“! » information about Form 8830 and its separate instructiona is at www.irs.gov/forms850,

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

Yourname __ Josephine Franco Soclal security number > 473354576

Street address where youlive 6569 Falstaff Ter

City or town, state, and ZIPcode  Woodbury, Minnesota 55125

County USA . Telephone number 6513872163

f you are under age 40, enter your date of birth {month, day, year) November, 27th, 1998

1 [ Check here if you recsived a conditional certification from the state workforce agency (SWA) or a pﬁrﬁcipating local agency
for the work opportunity credit.

2 [[J Check here if any of the following statements apply to you.

* | am a member of a famlly that has received assistance from Temporary Assistance for Needy Familles (TANF) for any 9
months during the past 18 months.

* | ama veteran and a member of a famlly that recsived Supplemental Nutrition Assistanoe Program (SNAF) benefits (food
stamps) for at least a 3-month period during the past 16 months.

» j'was referred hers by a rehabilitation agency approved by the state, an employment network under the Ticket to Work
program, or the Department of Veterana Affalrs.

* | am atleast age 18 but not age 40 or older and | am a member of a family that:
a. Received SNAP bensfits (food stamps) for the past 6 months; or
b.ReoelvadSNAPbaneﬂts(foodslamps)foratleastsoithapastamonms,butlanolungereﬂgiblatorecalvemm

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

* | receivad supplemental security income (SS) benefits for any month ending during the past 60 daya,

* | am a veteran and | was unemployed for a period or periods totaling at least 4 wasks but less than 8 months during the
past year.

3 E] Ghackhareifyouweavetaranandyouwereunemployedfarapadodorpeﬁodawhaungatlsastemonﬂnsduﬁngﬂ\epast
year.

4 I]'_'Il Check here If you are a veteran entitled to compensation for a service-connested disabiiity and you were discharged or
released from agtive duty in the U.S. Armed Foroes during the past yesr.

5 G:l Check hera If you are a veteran entitled to compensation for a service-conneoted disability and you were unemployed for a
period or periods totaling at least 8 months during the past year.

6 [ Check here if you are & member of a famlly that:
» Recelved TANF payments for at least the past 18 months; or
» Recaived TANF payments for any 18 months beginning after August 5§, 1887, and the earliest 18-month period beginning
after August &, 1997, ended during the past 2 years; or

* Stopped being eligible for TANF payments during the past 2 years bacause federal or state law limited the maximum time
those payments eould be made.

Y d El Check here if you are in a period of unsmployment that is at least 27 conseoutive weeks and for all or part of that periad
you recsived unsmployment compengation.

Signature—All Applicants Must Sign

Undler penaltles of perjury, | declara that 1 gave the shova Information 19 the employer on o befora the day 1 was offered a job, and tis, to the best of my Knowladge, 1us,
carrect, and completa.

Joh applicant's signature > W pate FeD 27,2018

For Privacy Act and Paperwork Reduction Act Notics, see page 2, Cat. No. 22851L Form B850 (Rev. 3-2016)



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

EMPLOYER SECTION:
Client: Company:

Location: Position: Starting Wage: $

EMPLOYEE SECTION:
[ Wirst Name: Last Name:  Sufiix: Street Address: City/State; Zip:
Josephine Franco 6569 Falstaff Ter Woodbyyy, Minnesota 55125

S8#: Date of Birth: Ages Have you worked for | If yes, location:
473354576 11/27/98 I e g

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

L. Have you or has anyone living with you reccived Temporary Assistance to Needy Familles (TANF) Q @
at any time since August $, 19972 (i yes, please provide information below,)
Name of the person receiving benefits: ____ Relationshiptoyou: _____
City: County: State: . __

2. Have you or has anyone living with you received Food Stamps (SNAP) at any time during the past 15 months? a O]
(f yes, plepse provide tnformation below.)
Name of the person recelving benefits: _____ Relationshiptoyom: _____

3. Have you received Supplementa] Secarity Income (SST) at any time within the past 3 months? @
Please note, this is not the same as Social Security benefits (SS) or Soctal Security Disability (SSDI) benefits,
‘Ifmcheckedyexplsa:emvfdaamofyaw&’!daamdaﬂm

4. 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:
[ Vocational Rehabilitation Agency Dept. of Veterans Affairs [ Employment Network (Titket to Work Program)
NamsofAgency: ____ Phome#: _
Gty: ___ Comty: . States
*if you checked yes please provide a copy of your active Individual Work Plan and Ticket to Work documentatian,

8 Are 8 Veteran of the U.S. Military? *Ifyes, please provide a af your DD-214 and letter of separation.
(lfyu.%pmvidainfumﬁonbdow. anplwmnﬁmequcsﬁm#&cgpy

Dates of Service« From; _______ To;
Branch of Service:
Are yon entitied to or are you receiving compensation for a service-connected disability?

6. Have yon been unemployed at any time during the Iast 12 months?

If'yes, dates of nnemplaymest - From: Tos
Did you receive npemployment compensation at any point during your unemployment?
If'yss, in whih state did you receive unemployment compensation? __

7, Have you heen convicted of a felony or released from prison for a felony convigtion in the past 12 months?
Conviction Date: Release Dates
Westhisa []] Fedoralor []] Stete conviction? 1fState - County: ____ States
1IEC (Native Ameripan); Are you or your spouse a member of a Native American Tribe? O ®
If you checked provide a sopy of your CDIB pard,
CA Residents: Ll Are you the obild of foster parents? [Tl Do yon recsive CatWarks? (] Workforos Tnvestment Act?

[l Are you a migrant or seasonal farm worker? D Have you ever been convicted of & misdemeanor?
8C Residents: Dnmmaive Family Independence Benefits?

PLEASE READ, SIGN, AND DATE:

Under penalties of perjury, 1 declare the information above to be true and accurate 1o the bext of my knowledge, and 1 hereby authorice anp ageney, argamixation, ar
Individuals to supply such verification or information that may be needed to determine tax credit chigibility to my emplayer, employer represenialive (Avsociated
Consultants, Inc. dba Retrotax), or the Department of Labor.

New Employee Signature: , _ Date:_Feb27,2018

Et ]

@

Q

aQl Q@ o©
Pl & P @




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

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

Instructions: This Self-Attestation Form (SAF) 1s 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
separately, with ETA Form 9061 (or ETA Farm 9062) for each certification request filed for the new target
graup.

Under penalties of perjury, I declare that this informaﬁonistmeandcorrecttoﬂlebestofmy
knowledge.

New Hire’s Signature: ﬂ%@ Date Feb27,2018

Josephine Franco

New Hire Name:

Social Security Number: 473354576
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,

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

(Enter start date)

Privacy Act Nofica:

The Intemal Revenus Coda of 1986, Seclion 51, a5 emended and is enaciing Iegislation, P.L. 104-188, specify that fhe State Workforcs Agencies ere the
"designated® qmmmmmmmmmwmmmmmdwmmmmmmmmwmmmm
form will be disciosed by your emplayer to the Staie Workforos Agency. Provision of thia informafion 1s voluntary; however the Information Is required to
determine your employer's eligihlity for the fedsral tax credit

Pemaranotmqﬂmdtorasmndmﬂﬂscuﬂwﬂonoﬁnfwmaﬁonuﬂmndsphpawmnﬁyvaﬂdomammmmbm%pmwmwmh
complate this form Is required 1o obtein mmtdnhﬂwms(PM11-5).H1bﬁcrapmﬁmhmdaubesﬁmummme10nﬁmlas per responsa, including the
ﬁnebrmMMgimmmngadsﬁudahmgmmmdnﬂmMmedmnmmdmpleﬂrgandmdawmgﬁemuwmuf
Infoymation. Send comments regarding this burden esfimateto i U.S. Despartment of Lehor, Uivision of Nalonal Programs Tools Technical Assistange,
mwo.mm,mmommmmm1mm Piease do not submit complsted forms fo this address,

117-
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Employee Keeps This Form

Healthcare Notice of Exchange

As your employer, we are required to provide you with the following information under Section 1512 of the Affordable Care Act:
What is the Health Insurance Marketplace?

The Marketplace is designed fo help you find hsalth insuranca that

meets your needs and fits your budget. The Marketplace offers

“one-stop shopping” to find and compare private health insurance opfions. You may also ba eflgible for a new kind of tax credit that

lowers your manthly pramium right away. Open enrollment for heaith

2013 for coverage starting as early as January 1, 2014.

You may qualify to save monsy and lower your month|
that doesn't meet certain standards. The savings on

Can | Save Money on my Health Insurance Premiums in the Marketplace?

ly pramium, but only if your employer does not offer coverage, or offers ooverage
your premium that you're efigible for depencls on your household income.

Insurance coverags through the Marketplace begins in October

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

Yes. If you have an offer of health covera
through the Marketplace and m
your monthly premium,
coverage that meets

certaln standards. If the costof s
your family) is more than 8.5% of your household inco
*minimum value” standsrd sst by the Affordable Care

Note: If you purchase a health pian through the
may lose the empioyer contribution (if any) to the
employee cantribution to employer-offered
payments for coverage through the Marketplace are matie oh an

coverage- is often exclud

ge from your employer that meets certain standards, you will nothe eligible for a tax credit
ay wish to enroll in your employer's health plan. However, you may be aligible for a tax credit that lowers
or a reduction in certain opst-sharing if your employer does not offer coverags to you at all or does not offer
plan fram your emplayer that would cover yeu (and not any other members of
me for the year, or if the coverage your employer provides does not meet the
Act, you may be eligible for a tax credit.1

MaﬁcetplaeeWteadofampﬁnghaaihcovamgeoﬁemdbyyourempbym,ﬂmnyw
employer-offered covarage. Also, this employar contribufion -as well as your

ed frogual:l?me for Fedsral and Stats income tax purpases. Your
afterax

**The Marketplace can help you evaluate your coverage options, including your eligibility for coverage

through the Marketplace and its cost. Please visit HealthCare.gov, for more information,
including an online application for health insurance coverage and contact information for a Health
Insurance Marketplace in your area**

i you deoids to complets an application for covarags In the Marketplacs, you will be asked to provide this information:

Employer Name: Employer FEIN:

Employer Solutions Staffing Group, LLC 20-8084369

Employer Address: Phone Number for Health Benefits Team:

PO Box 46270 Minneapolis, MN 55344-9956 952-767-9519

Insurance | Who is Eligible? Meets Meets When is it effective? Will 1 be

Plans Minimum | Minimum penalized if 1

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

Fixed Everyone No No | Available immediately - Yes

Indemnity - offered upon hire

Plan

MEC Plan Everyone No Yes Available immediately - No

offered upon hire

Major Full time employees Yes Yes Within 60 days of being No

Medical after 120 hours are determined eligible

Plan metin 30 days

For more Information ahaut ESSG's Insurance options, contact:
The Health Benefits Team

Employer Solutions Staffing Group

9$52-767-9519 | health@employersolutionsgroup,com

ESSG_ParticipatingLocations_REV_12.2014




' o Y » - Fof ub
C o @Mbloyer soiutions staffing group
: . g M

2y -
Y Leverrpng Resouascer i s Chang

t
& Mevi
x

Notification of Minnesota Law Requirement —

Unemployment Acknowledgement

According fo Minnesota Statuts 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 causs to

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

This paragraph applles only I, at the time of beginning of employment with the staffing
service, the applicant signed and was provided a copy of & Separate document written
In clear and concise languags that informed the applicant of this paragraph and that
unemployment beneiits may be affected,

It is your responsibifity 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 fail fo do so, it may affect your unemployment benefits.

I understand by signing this form that | am responsible to contact ESSG within 5
calendar days once an assignment ends. | also acknowledge that | have received a
separate copy of this form, g (Initial)

m Feb 27,2018

Employes Signahire: Date:
Josephine Franco
Emplayee (please print your name hera)

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

~MN_02.2013



DRUG AND ALCOHOL TESTING POLICY

I PURPOSE

Alcohol and drug abuse adversely affects job performance, the kind of work an employee
performs and an employee’s opportunities for successful employment. It is the intent of this document
to provide employees with ESSG's [hereafter “the Company®] policy regarding the use of drugs and
alcohol while at work. The Company does not Intend to intrude into the private lives of its employees,
but strongly believes that a drug-free workplace is in the best interest of employees and non-
employees alike.

.  SCOPE

This policy applies to all applicants for employment and to all employees including contract or
temporary employees. The policy is applicable at Company facilities or whenever Company
employees are performing company bueiness.

il.  DISCLAIMER

Employment at the Company Is at-will, This policy is not a unilateral empioyment contract and
should not be interpreted as creating a unllateral employment contract.

IV. PROHIBITIONS

A No employee shall report to work under the influence of alcohol, any controlled
substances, or any other drugs or medications that may affect the employee’s alertness, coordination,
reaction, response, judgment, decision-making, or safety.

B. No employee shall operate, use, or drive any equipment, machinery, or vehicle of the
Company or any cllent of Company while under the influence of ajcohol, any controlled substances, or
any other drugs or medications that may adversely affect the employee's ability to operate such
equipment, machinery, or vehicle. Empioyees are under an affirmative duty to immediately notify their
supervisor if they are not in an appropriate mental or physical condition to operate, use, or drive any
equipment machinery, or vehicle or otherwise safely perform thelr job duties.

C. No employee shall unlawfully manufacture, distribute, dispense, possess, transfer, or
use a controlled substance in the workplace or wherever the Company’s work is being performed.

D. Engaging in off-duty sale, purchase, transfer, use or possession of illegal drugs or
controlled substances may have a negative effect on an employee's ability to perform his/her work for
the Company, In such circumstances, the employee Is subject to discipline.

E. When an employee is taking medically authorized drugs or other substances that may
alter job performance, the employee is under an affirmative duty to notify their supervisor of the
temporary Inability to perform his or her job duties.

F. The Company shall notify the appropriate law enforcement agency, licensing boards,
and other relevant authorifies when it has reasonahle suspicion to bejjeve that an employee may have
flegal drugs in his ar her possession at work or on campany premises,



G. Employees shall not consume alcoholic beverages during lunch periods, dinner
periods, or breaks when returning immediately thereafter to perform work on behalf of the Company.
In situations where the employee conducts the Company’s business after the intake of alcohol, the
employee shall be subject to discipline up to and including discharge.

V. L. AND DRU NG

As part of the Company's commitment to an alcohol and drug-free workplace, the Company
reserves the right to require that applicants and employees submit to drug or aicohol testing in
accordance with the provisions of applicable law. This policy represents the notice required under
applicable law and a copy will be provided to all applicants and employees who are requested fo
undergo testing. In the event of any conflict between this policy and applicable law in affect at the time
of the test, the law will control.

A, Who May be Subject to Testing.

1. Job Applicants. The Company may require that all applicants for a particular
position be tested for drugs or alcohol after recelving a conditional offer of employment. If the
applicant tests positive for drugs or aicohol, the conditional offer may he withdrawn.

2 The Company may require employees
to undergo a drug or alcohol test once a year as part of a routine physical examination. Affected
employees will be given two weeks written notice that they will be tested for drugs or alcohol as part of
a routine physical.

3. Random Testing. The Company may require employees in safety-sensitive
positions to undergo testing on a random selection basis. Ones the random selection has been made,
the Company will not walive the selection of any employees identified through the random process.

4.  Reasonable Suspicion Testing. The Company may require an employee to
undergo drug or alcohol testing if the Company reasonably suspects that the employee:

a. is under the influence of drugs or alcohol;

b. has violated the Company's written work rules prohibiting drug and alcohol use;
c. has sustained or caused another employee to sustain personal injury; or
d.

has caused a work-related accldent or was operatiﬁg or helping to operate
machinery, equipment or vehicles involved in a work-related accident.

8,  Treatment Program Testing, The Company may require an employee who has
been referred for chemical dependency treatment or evaluation or is participating in a freatment
program under an employee benefit plan to undergo drug or alcohol testing on a random basis and
without advance notice during the evaluation or treatment period and for up to two years following the
completion of any treatment program.



B. Conducting the Testing.

1. Consent. All employees required to undergo testing will be required to complete
and sign the employee cansent form attached as Appendix A.

2. Refusal to Participate. An employee or job applicant has the right to refuse
testing. However, a refusal of testing will be treated as a fallure to comply with Company policy and
may result In withdrawal of a job offer or disciplinary action up to and including termination of
employment.

3. The Laboratory. The Company will use a laboratory certified by the National
Institute on Drug Abuse (NIDA) or its successor, the College of American Pathologists (CAP), or the
New York State Department of Health or ather licensing body recognized by applicable law to perform
all drug and alcohol tests,

4. est Resuits.

The Iaboratory will conduct both an initial test and a confirmatory test if the initial test is positive. A
hegative result on either the Initial or confirmatory test will be deemed a negative test result (.e.
the employee passed the test). A positive result on both the Initial and confirmatory test will be
deemed a positive test result (l.e. the employee failed the test.)

a Negstive Test Result,. An employee or applicant who tests negative for
drugs or alcohol will be given written notice that they passed the test within three working days of the
Company recelving the test results from the testing laboratory.

b. Posttive Test Result. An employee or applicant who tests positive for
drugs or alcohol will be given written notice that they have failed the test within thres working days of
the Company receiving the test results from the testing laboratory. The employee or applicant will
then be given the opportunity to provide any information to explain the positive result, including any
aver-the-counter or prescription medications the employee or applicant may have taken. An employee
or applicant who wishes to submit any explanatory information must do so within three working days
after being notified of the positive test resut.

An employes or applicant who has a positive test result may also reqjuest a
retest of the original sample by the same or different certified laboratory at his or her own expense.
An employee or applicant who wishes to conduct a retest must notify the Company in writing of their
intention to conduet such a retest within five working days after being notified of the positive test result,
If the resuits of the retest are negative, the test will be considered a negative test rasult,

C. Right to Test Result. An employee or job applicant has the right to
request and receive from the Company a copy of the test result report on any drug or alcahol test.

c. Costs, All costs related to alcohol and drug testing will be paid by the Company, with the
exception of any retests requested by the employee or applicant following a positive test resuit.

D. Disciplinary Action in Response to a Paos est Result.

1. Interim Discipline and Action: The Company reserves the right te temporarily
suspend an employee or transfer the employee to another position at the same rate of pay pending
the outcome of any drug or aleohol test. An employee who is suspended without pay will be relnstated
with back pay if the test or any requested retest Is negative,



2, Applicants. The Company resesves the right to withdraw the conditional job
offer of any job applicant with a positive test result, without the opportunity to complete evaluation or
treatment.

3. Employees - First Positive Test Result - Termination: The Company will not
discharge an employee for the first posifive test result. Instead the employee will be given the
opportunity to participate in an appropriate drug or alcohol counseling or rehabilitation program as
detsrmined by a certified chemical use counselor or physician trained In the diagnosis and treatment
of chemical dependency chosen by the Company. The employes will be responsible for paying afl
costs associated with any evaluation and subsequent freatment themselves or pursuant to coverage
under an employee benefit plan. An employee who refuses or falls to participate in, cooperate with, or
complete the evaluation or recommended treatment may be terminated. An employee who
successfully completes treatment may be subject to random follow-up testing for a period of up to two
years in accordance with section V.A.S5. of this policy.

4, Emplovees - First Posjtive Test Result—Discipline: The Company reserves the
right to take any other disciplinary action short of discharge it deems warranted following a first
positive test result.

5. Employees-Subsequent Positive Test Result: An employee who has more than
one positive test result may be terminated immediately following any second or subsequent positive
test result without referral to or the opportunity to complete additional chemical dependency
counseling or rehabilitation.

E. vacy of Test Results.

1 Test results and other information acquired as a result of the testing program
are private and confidential information and will not be disclosed by the Company or the testing
laboratory to another employee or to third party individuals, government agencies, or private
organizations without written consent of the employee or applicant being tested.

2, Evidence of a positive test result, however, may be used in an arbitration
proceeding pursuant to a collective bargaining agreement, an administrative hearing, or a judicial
proceeding, provided the information is relevant to the hearing or proceeding. Such evidence may also
be disclosed to any federal agency or other unit of the United States govemment as required under
federal law, regulation, or order. Evidence of a positive test resulf may also be disclosed to a
substance abuse treatment facility for the purpose of evaluation or treatment.

3. The Company will provide an employee with access to information in the
employee’s file relating to positive test result reports and other information acquired in the testing
process as well as conclusions drawn from or actions taken based upon such information.



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; (¢) 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. 1 heraby 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.

p LA

Individual’'s Name

Feb 27,2018
Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

Signature: e

Email: kate@cmgjob.com
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