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Casa Verification Number: 2017207083413W2

Report Prepared: 07/28/2017

Information
e Compey D 47495 Company Name: Eupbyumm&wp

Empioyse Information

Last Nama: haji First Name: mutas

Dato of Birth: 01/01/1888 Sacial Sacurity Numbsas: *** = 0574

Hire Date: 077202017 MMAMWMUMSW

Documeant Information

wawmmﬂmmmwau&m«mm uatcnommmsmm

Dooument Name: Driver's license Document Stats: Minnesota

DﬂmebmmorlDleNmnbm Dooument Explration Data: 08/29/2018

Cass Statua Infonnation

Currant Case Regutt: Employment Authorized Employer Case ID:

Gase Submitted On; 070282017 Casa Submitied By: 86LASSI2
SENSITIVE BUT UNCLASSIFIED
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) PO Box 46270
www.esgstaffingsolutions.com ,_{_ | Minneapolis, MN 55344-9956
e Tel: 952,835.1288
Nl e

employer solutions staffing group..

New Hire Application |

Fersonal Data— PLEASE PRINT LEGIBLY IN INK
————— iDL Y IN INK

Last Name M@j"\ First Name !\/\W& Middle initial M
Street Address ' '

cystaterzi_ RO WAy (A
Phone Number &(& il 63 \—- 66 SW

Staffing Agency/Recruitment Partner

All offers of employment are conditional upon satisfactory proof of Identity and legal ability to work In the U.S.A.
Are you legally authorized to work in the United States of America? OYES [ONo

Applicant Certification and Authorization

I authorize Employer Solutions Staffing Group (ESSG) fo use the information and statements contained in this application to determine my
qualifications for employment. 1 authorize ESSG o make inquiries of my former employers, except as indicated In this appiication,
regarding my previous duties, responsibliities, performance, compensation and eligbility for rehire,

| understand that a comprehensive background check may be conducted to determine my eligibllity for hire by certain cllents of ESSG.
This may inciude but is not limited to, investigations of criminal and/or conviction records, driving records and/or a drug screen test as
required by clients, government regulations or by ESSG policies.

I release ESSG and other persons or entities from any claims that might be based on ESSG's decislon to conduct a background check.

| certify that all statements made in my application are true and accurate and that | have not omitted any material Information or provided
false or misleading information, | understand that any material omission or misrepresentation will result in my disqualification from

consideration for employment or, if discovered after I begin employment, will result in my termination,

If hired, | agree to abide by the policles and procedures of ESSG.
Name (Print or type) Appiicant's Signature Date

Ny

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

For ESSG Office Use Only

DOH NHW 1-9 8850 W4

Emergency Contact Info Background Releass Form Background Results Unemployment Letter ESC Application
(if applicable)

For ESSG Client Use

DOH ROP Work Site Loc. WC Code

ESSG - CMG Rev. 04/2017




Form W4 ( 2017) Groter a5 D500 1 SUPPITEa ages e R I

Basio Instructions, If you aren't exempt, complets Sonalder making estimated tax payments using Form
Purpose, Compiste Form W-4 so that your the Personal Allnwangs Worksheatgtélowr?jlj'he 1040-E8, At };gl"g',?dw,‘?"& Oth d
emplayer can withhold the correct federal income Worlhests on page 2 further adjust your you rna)'y owe o b. 508 o i d’“ﬁﬁ?"‘ on:r 1d
from your pay. Consider completing a new Form withholding allowances based on Remized annuity "Wmﬁ; dlh Fo v{,‘ 5 w_ﬁ" Sshoul
4 each xear and when your personal or financial deductions, certaln credits, a%uggnems 1o Income, adjust your oicing an Form W-4 or .
situation changes, or two-samers/multiple Jobs situations, Twr?deamers or mulﬁpletégnba. if )Irog r}lave ath
Examption from withholding. if you are exem Complets all workshests that apply. However, you fotal g 8pousa or more than ans job, figure the
complste only lines 1, 2, 8, 4, and 7 and mpet, may cla’im fawer (or zaro) allowa:pcg;.y Far ragularyo m‘a'"'}“’ga er of allowﬂgnheas y?r: are) :,"‘"fed #igtgl‘alm
form to valldate it, Your exemption for 201 expires \wages, withholding must be based on allowances w by Ygur:rlth Ydlong ugggily w'lTl‘l Eei'n%'l? Pl
l;nagm 185, 29"_!& 8ee Pub. 505, Tax Withholding you olﬂg?o?:a?;y. not be a flat amount or when all allowances are cigined on the Form Wog

for the highest paying Job and zero allowances are
Eimeg on tha others. Bus Pub A0S Hetalls

Note: If another person can claim you as a dependent Head of househoid, Generally, you can claim head
on his or her tax retum, OU can't claim exemption 2 Nousannid filing slatus on yourtax 1o iy i

Nonresident alien. If you are a nonresident allen, see

from withholding if your tatat Income exmesrz & 050 you are unmarried and pay mora than 50% of ]
it L T ey e e
lons. An emph may be able to claim Pub. 6§01, mpﬁonafm' dard Deduction, and Check your withholding. After your Form W-4 takes
e,;m from Mmho,g,‘;,";m Ifthe employee Is Filing Information, for rmation. mct, use Pub, 605 to see how the amount you are
& dependent, if the employes: Tax cradits. You can take projected tax credits Into g ;fné‘.f‘:"guf%‘gg’:;"m%‘;ﬁ; ’%eu‘:begmt‘l’%ga"
® Is age 65 or older, mmﬁ:g,mm m'f%?uc%t&%%speﬂdem exceed $130,000 (Slngl'e) or $180,000 (Manried).
° oare expenses and the child tax be claimed Fi evelo; o ut
Mo s o e o Vo~ Co e o e e
Remized deduations, on his or her fax retum. credits into withholding allowarnces. at www.lrs.gov/w4,
Personal Allowances Worksheet (Keep for your records.)
A Enter"1”foryourselflfnooneelsecan clalmyouasadependent R i e B B - e s
® You're single and have only one job; or
B Enter*1” i { ® You're married, have only one job, and your Spouse doesn't work; or } 5 B
® Your wages from a second job or your spouse’s wages (or the total of both) are $1,500 or less.

C  Enter ™17 for your Spouse. But, you may choose 1o enter *-0-" if you are married and have either a working spouse or more

than one job. (Entering #-0-* may help you avold having too little tax withheld) . . , . ., . © 0 5 o o o o c
D  Enter number of dependents (other than your spouse or yourself) you will claim on your tax return , . 5 o o D e
E  Enter *1” if you will file as head of household on your tax retum (see conditions under Head of household above) E
F  Enter“1" if you have at least $2,000 of child or dependent care expenses for which you plan to claim a credit F £

{Note: Do not include chiid Support payments. See Pub. 503, Child and Dependent Care Expenses, for detalls) 4
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 ($100,000 if married), enter “2" for each eligible child; then less “1” if you

have two to four eligible children or less “2" if you have five or more eligible children,

® If your total income will be between $70,000 and $84,000 ($100,000 and $118,000 it married), enter “1” for each eligible chid. G

H AddlinesA through G and enter total here, (Note: This may be different from the number of exemptions you claim on your tax retum) > H

® If you plan to itemize or cjaim adjustments to Income and want to reduce your withholding, see the Deductions
Foraccuracy, | angd Adjustments Worksheet on pags 2,

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

* if neither of the above situations applles, stop here and enter the number from line H on fine 5 of Form W-4 beiow,

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

X w_4 Employee’s Withholding Allowance Certificate OMB No. 1645-0074
m
Departm Treasury » Whether you are entitled to claim a certain number of allowances or exemption from withholding Is
Intemal g';’.,';,'u‘ﬂ';w.,, subject to review hy the IRS. Your employer may be required to send a copy of this form to the IRS, 2 @ 1 7
1 Your first name and middle Initial Last name T 2 Your soclal ss rity number
e
My 4 7Y L, W =T %7 Y

ome address (number and ’“'5:5"'5' route) (_7?, 3 4 singe [J Maniea L) Married, but withhold at higher Single rate,
| V\, B ?\ w& [ Note: If manied, but legally separated, or 5pouse Is a nonresident allen, cheok the “Single® box.

J and e 4 Hyour jast name differs from that shown on Your soclal security card,
Uﬁ M 66 l[ 3 1 check here. You must call 1-800-772-1213 for a replaceme >
& “Total number of allowances you are claiming (from line H above or from the applicable workshest on page 2) 5
6 Additional amount, if any, you want withheld from each paycheck © 9 0 5 8 0 080 0 o o g (AL
7 Iclaim exemption from withholding for 2017, and | certify that | mest both of the following conditions for exemption.

® Last year | had a right to a refund of all federal income tax withheld because I had no tax liability, and

* This year | expect a refund of all federal Income tax withheld because | expect to have no tax liabllity.
If you meet both conditions, write ‘Exempt'here. . . . ., ., . c . (7]
Under penalties of perjury, | declare that | have examined this cerlificate and, to the best of my knowledge and belfef, it is trus, correct, and complete.

T

Employee’s signature “7 / 9 \

{This form is not valid unless yousign it) p» . Date » Q EL’ \ /7/
8 Employer's name and address (Employer: Complete lines 8 and 10 only if sending to the IRS.) | 9 Office code {optional) | 10 Empioyer identification number {EIN)

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

-~
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Employment Eligibility Verification USCIS
Department of Homeland Security Form 1-9

% Crxte U.S. Citizenship and Immigration Services ‘,’,,";‘,2,?;,;,‘,‘,,2.5?;‘;7
5 instructions carefully before completing this form. The Instructio

rized individuals, Employers CANNOT specify which
and Identity. The refusal to hl or continue to employ

OIS Crnatinn

ection.|. Bmployae stion an

] Siation (Empioyees must compisto ang 8ign Seclion 1 of Form 1-9.no fater _
than the first day of employment, but not before aocepting a Job offer)

LastNan(uS {{wnllylvame) le\n/cm Name) Mla:jmm Otfer Last Names Used 7 anyy
ﬁ%’fi’%’ﬁb’) \ :e)&D B‘)‘Apt.mlmber c%;m V(\'L(@ Smndzwscg(g
Date pf Bjrth U.8. Social Security Number Employee's Address Employee's Telephg umber
ool [§% 717 - BT a4, g gl 2L4-55] sl

I am aware that federal law provides for im

connection with the completion of this fo

1 attest, under penalty of perjury,
1. A citizen of the United States

[] 2. Anenclizen national of the United Staes (Ses instructions)

L] 3. Atawtul permanent resident (Alien

prisonment and/or fines

for false statements 88 of false documents in

that | am (check one of the following boxes):

Registration Number/USCis Number):;
EI 4. An allen authorized to work  until (expiration date, if applicabje, mm/ddlyyyy):
Some aliens may write "N/A" in the expiration date field, (See Instructions)
Alfens authorized to work must provide anly one of the fallowing document numbers to compiets Form Lg: D 3'§,°°,,,f,,:;:::';,;°g;m
An Allen Registration Number/USCIS Number OR Form 1-34 Admission Number OR Forelgn Passport Number.

1. Allen Registration Number/usciIs Number;
OR

2, Form 1-94 Admission Number:
OR
3, Foreign Passport Number:

Country of issuance:

4

s} of Empi Em T D

e e SR
Breparer and/or Translator Certlfication (check one}:

Vdid not use a preparer or transiator. D A preparer(s) and/or translator(s) asalsted the employee in completing Section 1,
(Fields below:must be completed and signed when preparers and/or translators assist an employee in completing Section 1. )
| attest, under Penalty of perjury, that| have

assistad in the completion of Section 1 of this form and that to the hest of my
knowledge the Information is true and correct,

Signature of Preparer or Transiator Today's Date (mm/ddyyyyy)
Last Name (Family Name) First Name (Given Name)
Address (Street Number and Name) City or Town State  |ZIp Code

0 Employer Completes Next Page @

Form1-9 11/1472016 N



Employment Eligibility Verification USCIS

Department of Homeland Security OME ::‘?511;3047
U.S. Citizenship and Immigration Services . Expires 08/31/2019

sl

Baotion 3. B _mplnyero::_ﬁuthﬂﬂlid,Rep_r_‘e_santaﬂvn; Review arid Verification

(Employers or their autharized repressnistive must complete and eign Section € ythin 3 husiness days of the employee’s flmda , afampfayrﬁem You-
must physicaily exemine one dacument from List A OR @ combination of onie document from List B and-one: document from List 7 84 Nsted an the *Lisis |
of Acceplable Documents.”) pETIAT . R I At R R TTE s e i e

Employee Info from Section 1 Cast Name (Farmll Name) N %Wmm
Ho | IV\“E)'EZSW

TstA LsiC
identity and Employment Authorization Identity Employment Authorization
Document Title Document Title Do
- OcC R
Iss Auth | Ir: Autht:-ﬂ& Iss A%my
D umg Nomy § Numb 0Q m "E;"_
ocument Number -{ Document Number Do Number
Sl 07 42 \=77-0> ¥
Expiration Date (if any)(mm/ddiyyyy) Expiration Date (7 any)(mm/ddfyyyy) Expiration Date (i Nmm/ddfyyyy)
| ©3-3a- 20\ 8 Mié
Document Title - j
ssulng Authority | |Additional Information Do N a2
Document Number
Expiration Date (f any)(mm/sddiyyyy)
Document Title
Issuing Authority
Document Number
| Expiration Date (7 any)(mm/ddfyyyy)

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

@ employee's first day of employment (mm/ddlyyyy): 01— e-DO1) {See instructions for exemptions)
of Empi or Representative Today's Date (mm/iddyyyy) | Title of Empioyer or Authorized Representative
() _) ""Zb ’;0\7 Recruiter

Last Name of Employer or rized Repmﬁva First Name of Employer or Authorized Representative Employer's Business or Organization Name
Glasby Shelby Employer Solution Staffing Gro

Employer's Business or Organization Address (Street Number and Name) | City or Town State ZIP Code
7480 Flying Cloud Drive Suite 200 Eden Prairie MN 55344

[Bection 3. Reverification and Rehires (To be:completed and signed by employer or sutharized representative)

A. New Name (if applicable) 8. Date of Rehirg (i 8pplicablg)
Last Name (Family Name) First Name (Gjven Name) Middle Inftial | Date (mmfddyyyy)

. Wihe employed's previous grant of employment authorizalion has expired, provide the Informalion for the document o récelpl thal establiahes
continuing employment authorization in the 8paca provided below.

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

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

Signature of Empioyer or Authorized Representative | Today's Date (mm/ddyyyyy) Name of Employer or Authorized Representative

Form 19 07/17/17 N Page 2 of 3
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| This card belongs to the Social Security Administration and you must .

return it if we ask for it, L

I If you find a card that i8n’t yours, please return it to:
#  Social Security Administration

P.O. Box 33008, Baltimore, MD 21290- 30()8

For any other Socml Yecurity busmess/mformatmn cahtact your local,
. Social Security offige. If you write to the above address fof gny business
- other thnn returnlhg 4 qungi card you wall not recglve 8 responsef

",
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o Visit to: THIS DOCUMENT IS A RECEIPT FOR SE TYPE OF INDICATED,

. k the status of yo _« driving privileges
= S¢hedule a road test _

%

This receipt, in conjunction with an invalidated previous license, instruction
permit or ID card, may be used as identification.

*  This'receipt is valid for the type of card indicated, when stamped with the
proper validation stamp, for a maximum of 60 days from the application

% AND IS NOT A STANDALONE IDE, FICATION UMENT

Questions? Contact Us:

Drivef License Question 651-297-3298 H_a LT gg\“.__" 5 _ n

i canfes 1. 284 ¢ This receipt is void if the applicant is not in compliance with all restrictions
__w_ nm.___wn m“w_“c:w. g_mw_m «un MMM.-WMM.MHMMM ' indicated on the driving record.

_Soﬂo._, Vehidle .Dcmwao:mu 651-297-2126 *  Notvalid as Enlianced Driver's Licanse (EDL) for border crossings.

*_ Lost, stolen and duplicate EDL cards are deactivated and may not be
* used for border crossings. .

o 651-282-6555
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EMERGENCY CONTACT INFORMATION

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

Employee Name: I\}\\W\S D(G\- D i
Address: “M C_,Q_UV\‘M q{d BL}\ W
Home Phone: _@qu ég ' ] @@ 9 q

e S E‘ﬁﬁ’ﬁﬁizw‘cv CONTACTS :
_Zogsa l1st twa peaple (In priority ordet) who couid be gantacted Ih gase of an eiergenpy
Contact #1 Home Phone:

e ASL1 WOGSAMEL catrns: (15(~ MO~ Q4
Relationship: M(”) V\ Work Phone:

Contact #2 Home Phone:
Name: Cell Phone:
Relationship: Work Phone:

Additional information you want Employer Solutions Staffing Group and our clients o know in the event
of an emergency:

This information will remain confidential and will only be used in the case of an emergency.
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employer solutions staffing group..
Wage Payment Method Authorization (Minnesota)

Employees have the option of receiving wages by Direct Deposit and/or Payroll Debit Card,
I . : :

you do not pro de a written election, wages will be paid
2L CHLONT I BNSTE N O RN 0

e (G T

B

IEVION B ARG RSN

ACrstand and acknowledge that if I do not provide a
voided check with this direct deposit form, I am

responsible for any delays in payroll or extra costs
incurred if the account number that I provid

s MU o 1 151117

&avin
® Tohelp ’us,avoid making an efor, please a copy of a voided check, (a deposit slip will not work)

. Ifyouchangebanks,donntdoseynmoldbmkawonmunﬁlyumdhactdeposithassmﬂedatﬁenewbmk,which

may take 2 pay periods,

owmgmformauunthatwﬂlmbletheﬁnancialinsﬁmtionmidenﬁﬁyou.lf
youdonotsuhmitaDirectDeposithaymll DethmdAuﬂzoﬁzation, ESSGwillprovidethenscessmyinformaﬁonandissue you a Payroll Debit
. o L identification i

ion 8o they can

Exceptfnrthemuﬁngandacmuntnumber, ESSG doesnothaveaceesswanyinfmmaﬁonregardingyourhymll
tmnsactions.Onyourﬁrstpnyday,youwillreceiveyomnewPayrollDebitCard,andapacketconminingallofthetmms
then sign acknowledging that yon recei

wages,

Debit Card account or
received the Payroll Debit Card and packet. Your Payroll Debit Card

and conditions. You will
wﬂlbemloadedoneachpaydayyoureceive

CARDHOLDER INFORMATION (as you want your Payroll Debit Card to be issued)
First Name Ml Last Name Date of Birth
Street Address roBax NOT ACCEPTABLE) Social Security#
City State Zip Cell Phone (mobile)
RECEIPT OF PAYROLL DEBIT CARD (to be completed when You pick up your Payroll Debit Card)
Payroll Debit Card Routing # Payroll Debit Card Account #

| 073972181

Thave received my Payroll Debit Card, welcome brochure,

Employes’s Signature: Date;
SECHEION S N IRIZN IO
T anthorize ESSG to directly depo,

sit my periodic wages/campensation payments, net of required tax withholdings, other required withholdings
or authorized deductions, into my account(s) as designated above and to initiate, if necessary, debit entries and adjustmentsfor any credit entries
made in error to my account(s). * E-mail is required for pay stub information.

r WS WO g g 01N

q ! ! i;wg will only be used to send your paystubs electronically 7
Employee's Signature: Date: L




Authorization

Authorization: By signing below, you authorize; (a) backgroundchecks.com ("BGC”) and/or Orange Tree
Employment Screening to request informatlon 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 Em ployment 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 rel loyment. BGC
aﬂdforﬁrangefmﬂ?mbﬁyment Screening may investigate your education, work history, professional

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

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

Personal Information; Please pr.\%the information requested below to ldeqtify yourself for BGC.,

Printed name; M H’U‘«'\ \

First Middie (O Last

:7ne)

Other names used: \ M 5 _(I_) YV l { ngL (\, V)‘a\ v UU )
Current county of residence: b - s
Current and former addresses:

current
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 Street City, State & Zip

Some government agencies and other information sources require the following information when

checking for records. B%V}lﬂl '(°t ‘2; rfq;lf'y other purposes, u/} l .__"/l /’ — 0 37 %

Date of birth Social security number

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: [J.

A ot % =

Signature Date
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employer solutions staffing group..

STATEMENT OF CONFIDENTIALITY

This agreement made this2%5 ‘E:y of bl s , 201_/, between
Employer Solutions Staffing Group LLC, hereinafte;slrferred to as "employer”,
and hereatter referred to employee”,
WITNESSETH:

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

Empidyer Solutions Staifind Group LLC, Representitive



employer solutions staffing group:

Important/importante

LOST OR STOLEN PAYCHECKS

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

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

CHEQUES DE PAGO PERDIDOS O ROBADOS

Si un cheque de pago se pierde (que falta, fuera de lugar, destruido, perdido en
el correo, etc), usted debe nofificar a Su reclutador de personal que el cheque no
se puede encontrar. Si se puede verificar que el cheque no ha sido cobrado

Si su cheque de pago fue robado, primero debe denunciar el robo a la policia
antes de que podamos volver a emitir el cheque. Una vez hecho esto, usted

AGREED/SE ACUERDA—

Name/Nombre (con letra de molde):




employer soiutions ag gr‘:;upu
INJURY MANAGEMENT PROGRAM

Injured Worker’s Responsibilities

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

RESPONSIBILITIES OF THE INJURED WORKER:

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

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

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

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

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



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

Noti

your physical condition.

Ifitis necessary to miss scheduled work due to a work injury, you must be seen
by your primary heaith 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 mi r@ponsibilities and agree to abide by these guidelines.

Signed:

Printed Name: 01! ?\9 ( W




R 8850 Pre-Screening Notice and Certification Request for

{Rev. March 2016) the Work Opporl:unlty Credit OMB No, 1545-1500
Iutaml al R&,‘:.'%%L’S;..’E“” P Information about Form 8850 and its separate instructions is at WWW.irs.gov/form8sso,

Job applicant: Fill in the lines below and check any boxes that apply. Compilete only this side.
R G .
Your name M \3 \ Soclal security number p % ‘47(“‘ 71-0 ;

Street address where you live A'LW (DU V\ w Q& % Wﬁ }k —

City or town, state, and ZIP code *D‘{S‘g‘ Udr\g’ / I\AN ,)' 55“%
County Telephone number @ {q’ G Sll= éé g

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

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

2 [7 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 Families (T ANF) for any 9
months during the past 18 months,
® | am a veteran and a member of a famlly that recejved Supplemental Nutrition Assistance Program (SNAP) benefits (food
stamps) for at least a 3-month period during the past 15 months.
* | was referred here by a rehabilitation agency approved by the state, an employment network under the Ticket to Work
Program, or the Department of Veterans Affairs,
* | am at least age 18 but not age 40 or older and | am a member of a family that:
a. Received SNAP benefits (food stamps) for the past 6 months; or
b. Recelved SNAP bensfits (food stamps) for at least 3 of the past 5 months, but is no longer eligible to receive them,
* During the past year, | was convicted of a felony or released from prison for a felony.
I received supplemental security income (SSI) benefits for any month ending during the past 60 days.

I am a veteran and | was unemployed for a period or periods totallng at least 4 weeks but less than 6 months during the
past year.

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

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

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

6 [ Check here if you are a member of a family that;
* Received TANF payments for at least the past 18 months; or
* Received TANF payments for any 18 months beginning after August 5, 1997, and the earllest 18-month period beginning
after August 5, 1997, ended during the past 2 years; or

® Stopped belng eligible for TANF payments during the past 2 years because federal or state law limited the maximum time
those payments could be made,

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

Signature—Ali Applicants Must Sign

Under penalties of perjury, 1 declare that | gave the abave information to the employer on or before the day | was offered a job, and it Is, to the best of my knowledge, trus,
correct, and complete,

Job applicant's signature b > 2 o 0/? \ %\C)\\/‘}/

For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 228511 Form 8850 (Rev. 3-2016)
117-




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

EMPLOYER SECTION:
Client: Company:
Location: Position: Starting Wage: $
EMPLOYEE SECTION:
First Name: Last Name: +  Snffix: Street Address: City/State: Zip:
My4aS" R | 9 _cointd RO B preslivg, Nl [ B oz

Have you worked for | If yes, location:

%1—77—037 0[?0!/&{5 K[g% tis compays bfors?

=

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

1. Have you or has anyone living with you received Temporary Assistance o Needy Families (TANF) | O
at any time since Angust 5, 19977 (If yes, please provide information below.)
Name of'the person receiving benefita: Relationship to you:
City: County: State:

2, Have yon or has anyone living with you received Food Stamps (SNAP) at any time during the past 15 months? O -
(I yes, please provide information below.)
Name of'the person recoiving benefits; Relationshiptoyou: ___
City: County: State;

3. Have you received Supplemental Security Income (SSI) at any time within the past 3 months? O 0]
Please note, this is not the same ag Social Security benefits (SS) or Social Security Disability (SSDI) benefits.
*If 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? ] O
Ifyes, please indicate which type of agency you worked with and provide their location information below:

County; State:
*If you checked yes please provide q copy of your active Individual Work Plan and Ticket to Work documentation,

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

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

6. Have you bheen unemployed at any time during the Iast 12 months?

If yes, dates of unemployment - From: To:
Did you receive unemployment compensation at any point during your unemployment?
Ifyes, in which state did you receive unemployment compensation?

O
O

Of O oo
O O oo

7. Have you been convicted of a felony or released from prison for a felony conviction in the past 12 months?
Conviction Date: Reloase Date:

Wasthisa [] Federal or [] State conviction? If State - County: State;

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

PLEASE READ, SIGN, AND DATE:

Under penalties of perfury, 1 declare the information above 10 be true and accurate to the best of my knowledge, and 1 hereby authorize any agency, organization, or
individuals 10 supply such verification or information that may be needed to determine tax credit eligibility to my employer, employer repres

entative (Associated
* Consultants, Inc. dba Retrotax), or the Department of Labg \")(
New Employee Signature; /gg Dnte-‘CSY ! % ; E




U.S. Department Labor OMB Control No. 1205-0371
Employment and Training Administration Expiration Date: January 3 1,2020

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

Instructions: This Self-Attestation Form (SAF) is to be completed, signed, and dated by the new hire only.
Employers or consultants submit this SAF to the State Workforce Agency with IRS Form 8850 or if filed
or ETA Form 9062) for-each certifi

separately, with ETA Form 9061 ( cation request filed Tor 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: M Date 07 (()\S [ / 4’
New Hire Name: __ T\A v f\—% H'O\ ('b E
Social Security Number: Vt/l l S /l/’_’ Q—b‘qq

Employer Name: Mﬂﬂfb H (r 'b\

Please check the statements below if they apply to you.

0 | 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 Notice:

The Intemal Revenue Code of 1886, Section 51, as amended and s enacting legislation, P.L. 104-188, specify that the State Workforce Agencles ans the
"designated® agencies responsible for administering the WOTC certification Procedures of this program, The Information you have provided completing this
form will be disclosed by your employer to the State Workforce Agency. Provislon of this Information s voluntary; however the Information s required to
determine your employer's eligibility for the federal tax credit,

._.._.._.._.._u—o.—.._.._.._.._.._..—..

Public Burden Statement:
Persons are not required to respond o this collection of Information unless it dispiays a currently valid OM B control number, Respondents' obligation to
complete this form Is requlred to obtain or retein benefits (P.L. 111-5). Public reporting burden is esfimated to average 10 minutes per response, including the

Informetion, Send comments regarding this burden esfimate to the U.S, Department of Labor, Divislon of National Programs Tools Technical Assistance,
Room C-4510, Washington, D.C. 20210 (Paperwork Reduction Project 1205-0371). Please do not Submit completed forms to this address,

117-

ETA Form 9175 (Rev. November 2016)



employer solutions staff INg group.

Leveraging Resources in a Changing Market

Notification of Minnesota Law Re uirement -

Unemgloyment Acknowledgement

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

Job assignment from a staffing service, (1) fails without good cause to
affirmatively request an additional suitaple Job assignment, (2) refuses
without good cause an additional suitable job assignment offered, or (3)
accepts employment with the client of the staffing service, s considered fo
have quit employment.

It is your responsibility to contact ESSG (for instance, by calling 852.277.5227 or
using any other form of contact) for additional assignments. If you fail to 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 assign gnds. | also acknowledge that | have received
a separate copy of this form. 3? 3_1'@_\ (Initial)

Yz 1/ ?‘97( 5

En/pllezje ilna%ure: l /1,,0\ [) {r Date:

Employee (please print your name here)

CMG_SM - Rev. 09.2013
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employer solutions staffing group..

ESSG WORKPLACE SAFETY POLICY

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

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

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

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

(9) 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 rights:

* Right to refuse unsafe work

* 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 is required to have available at the
workplace.



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 952.835.1288/1.866.496.7573 with any
questions I may have about this policy. I agree to comply with ESSQ’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
952.885.1288/1.866.496.7573 in order to obtain assistance in the resolution of such
matters.

Employee Name (Please Print) ) (

MUES  HO

Employee’s Si% o 67 'f’)\g { / 7,.




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 Hrave tead the enfire contents of this policy and | am aware and fully
understand: (a) the policy and its contents; (b) what conduct the policy prohibits and the

3. | hereby voluntarily consent to ESSG, orits health service providers, or
other persons or entities acting for or with them, to collect a body component (blood,

MRS
lndmj:—él: \?:Zﬁ\ (\7 Lk%(

Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



oo @ ‘3 employer solutions staffing

leveraging Respurzes in 2 Changing Market

Bengfits Enroliment Form

Employee niormation

L1 New

group.

ESNG

wnﬁmMm

b L TN Pt By vis. i,

Benefit Plan Administratos, 1

Ihl-‘H“\‘h'ﬂ".‘

Plan_Plan 1

Enhanced MEC

WS —6cH WIS WY T G enag

Name (First and Last) . Sactal Security Number

MUHS aq) - i
B (0 Ph R ROVl ] MN [SS1i3
eendel"Ez;b llljlﬂl;l:;hnu ~ r:d Date of Birth - Date of Hire
PhoneNumZ;_(q/

Pl Select Desired Coverage:
Employee Only - l: Employee+Spouse - Employee+ChiId(ren) - Family -
$24.00/Week ‘ $38.00/Weak $36.00/Week $63.00/Week
RS “.L‘; 1“-&“_-- -:l';;-i-lra-'t' '=l'f_.'1“"1’.-f\’-a\ﬂ.1“-n:i;¢_ T S
Social smly# Birth Date
ot Namia— ' |
Social Security # Birth Date
| 4'!a. :‘»‘;-’.3:‘}..:‘.1 ?WPJ“ Rahos l.i" b
Sccial Security # Birth Date
[Firet Nama ML ~ LastNamea |
INAME OF PERSON COVERED (FIRST, LAST):
' . EFF. DATE
EFF, DATE
EFF, DATE
Employee Acknowisdgameant aud Authorization - ) hereby apply for the group henofit{s) as Indicated. | acknowledge that aj entries are trus and complete and that
any misatatements or fallurg to report information may be used as the basjs for cancallation of coverage for me and my dependentfa), Hany, from the original
sffactive date. Further, | authorize my employer to maks the necessary Payroll deduction of premiuma for cavarages | have slected, :
IF ENROLLING - YOU MUST SIGN HERE
Employse Signature Date
EMPLOYEES DECLINNG N\ TN, | am DECLINING coverage
I understand that | and/or myd "'7‘""1‘,4\: any, walve any coverage and desire to Partiipats in the plan at a later dats, liwe may bie conaldered a fatg enrolles and
must mest the requirements defined In t"Certificats of Coverage for the company'a medical or dentai 1 dacline enroliment for myssif or my dependants
(Including my Spouss) because 4f other coverags, | may, In future be able to enrol) myself or my dep;:?lm this plan, provided | request enroliment within 31
days after the other Goverage aendls, In addition, ifa new depsndent relationship forms ag a result of nge, birth, adoption, placement for adoption of parting suit
of adoption, | may be ahle to enrg)] myself or my dependent, provided | request enroliment within 31 days of the evant, a -
IF DECLININ G ST SIGN HERE ﬁ / R% /7/
e a >
Employes Signatura/ +~ ! Dats
Employer Solutions Staffing Group Health Benefits Team
7301 Ohms Lane Suite 405
Edina, MN 55439
Phone: 952-767-9519 Fax: 952-767-9515

Email; Heallhemplnyersoluﬁonegmup.com



- T T arwaAARS DIl £

"oVSl. . 2193018564 jomiceustony  LOCATION RehireDate___/__,
OLLMENT FORM ESC CUUNAC-MN) 1 v18
SSSSUREDIEVEIQ ORMATIO PRINT USING BLACK or BLUE INK (Must Be Filied o T

Name

s‘\)ﬁ (s im‘ﬁ%%’l% Home Phone -

{
e o' B &AW - o T [ Do
—=Rose & — = FES U3 v o

B. DO YOU OR ANY OF YOUR DEPENDENTS RECE|VE MEDICARE BENEF(TS?
Medicare Health Insurance Claim Number (HICN)

Q!@D_N&'f..!@_d?zse continue,
Medicare Effective Date

Name of Covered Person (s): —
2,

SELECT COVERAGE LEVEL FIXED INDEMNITY

SHORT-TE
gl T i | e | S
(s Employesony [T 208 83 s s242 Q) s0e0 ) | 0
Employee + 1 [ $41.10 $12.34 $4.92

$0.90
E m P’qye A F‘anﬂly i) : 554.8! ' i 320.10 : “ _5‘ 51'80 B ki
NO to ALL Bengﬁt_;_ !l\ Y -INo_ | LlYes| INo | DYes D No
' This coverage Is not availalde to res; i HI, NJ, NY, or R, _
For Term Life / Accidental [ eath & please write in your beneficiary information. Accidentaj Death &
Dismemberment is part of the Term Life Benefit.
Name

Relationship

Name | Social Security # | Date of Birth | Sex i Relationship
e S | /“ / M [1Spouse DC_hildl:] Domestic Partner

Name .]-Social Security # | Date of Birth Sex f Relationship

19 /| MI[E] | spouse [1Child (] Domestic Partner

Name E Social Security # | Date of Birth | Sex i Relationship
L2 IMI[F] | CIspouse [ chid [ Domestic Partner

Social Security # | Date of Birth | Sex : Relationship
. @ O Spouse l:] Child D Domestic Partner

- . e e e

Aterme oo som m maaye

This is an Essential StaffCARE Enroliment Form.




