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PO Box 46270
Eden Prairie, MN 55344-9956
Tel: 952.835.1288

www.esgstaffingsolutions.com

New Hire Application

Personal Data— PLEASE PRINT LEGIBLY IN INK

Last Name H owvs First Name l ) gun g (1 Middle Initial ) 5
Street Address__ I ([ |1) ool d ale anve Aptiste )/t

City/State/Zip b.? e Social Security Last Fc?ur XXX-XX-§Y41 2
” 9l
Phone Number lg 12 2553111 Email Address__d@(ﬂ (l L\ﬁﬂ"ls |‘i‘l@ Opa) (>on

Staffing Agency/Recruitment Partner

All offers of employment are conditional upon satlsfacto;z proof of Identity and legal ability to work in the LLS.A,
Are you legally avithorized to work in the United States of Ameriga? MfYEs CINO

Applicant Certification and Authorization

false or misleading Information. | understand that any material omission or misrepresentation will result in my disqualification from
consideration for employment or, if discovered after | begin employment, will result In my termination.

If hired, | agree to abide by the policles and procedures of ESSG,

Deonell ocro 72 Apds Sl 5007
Name (Print or type) nt's Signatire g Date

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

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

ESSG - Rev. 04/2017



Form W4 (2017)

Purpose. Compiste Form W-4 g0 that your
employer can withhold the cormect federal Income

The exce, ons don't apply to su lemental es Nonwage income. If you have a large amount of
greater thl:?l $1 .OD0.0ag.p Y o U nonwagge income, sucxoas lntaremao";' dividends,
Basic instructions. |f you aren't exempt, com}I:_Leta

the Personal Allowanges Worksheet below. The
heets on page 2 further adjust your

you may owe additional tax, If yoy havztpsnslun or

from your pay. Consider completing a new Form Withholding allowances based on Rermiesd Sty Inome, see Pub. 505 {o find out 1f you shoud
W-4 eacﬁm "é'ﬁu when your ps?ao or financlal deductlong certain credits, mmn Income, adjust your withholding on Form W-4 or W-4p,
situation changes, or two-samers/multiple Jobs ons, Ngdneamars or mumplu;‘bs. If )]rog r;lgve ath
Exemption from withholding. if you are exempt, Complets all worksheats that . However, you totel D Epousa or mare than one job, figure the
complets only lines 1, 2, 3, 4, and 7 and sign 'thpat may clgm fewer (or zero) allnwa:ggy. For nagularyo m;}gg's 3’; ]'r"f ml?&a Y?rl; l;lg ;ﬂﬂi:g th"clljalm
SEmEETENy  SaaRSomismRnl” s T ling Ll oA o P e
s . Ses Pu b oldin, U ol an 8 & flat amount or 0
and’givmw Tax, . goementage of wagg. f','fr' I " " _.
No?:ia I agntig( '::t'usm can clalm you as a dependent Head of househoj s h*"?ﬂ_—ﬁfmsd on the others, 8eo Pub. 505 for detalls,
an or her m, You can't olaim exem plion e — status on ur return on|
rom withholding 7 Jour total income exceeds $1,050 you are unmanied and Rey more than £0% oftha #&"ﬁg&m&'ﬂéﬁbﬁ%‘vﬁﬂ@ :"ug"n-:fg?
and includes more $350 of uneamed Income (for Costs of kesping utm a home for yourself and ggur Nonresident Al P befo mpleting this fo
example, Interest and dividends), dependent(s) or other qualifying Individugls. San NS, before completing fteih
ns, An employse may be abie to claim Pub. 501, ptions, Standard Deduction, and Check your withholding, Aftsr your Form W-4 takes
2 P Te ay Filing Information, for rmation. use Pub, 505 to see how the amount you are
exemption from withholding even If the emplayes Is having withheld compares b ur projected totel tax
@ depandent, Ifthe employse: :&mﬁu mmg’,ﬂm%ﬁm i for 2017, See Pub, & especylgl‘;y vour eamings
ols :gedﬁﬁ or oider, e "%%&%’3% for i ordoncen eusad :130',000 (Slngf?';r $1a 00 (MaIﬂedf)':uu
® |s biind, or oare expenses and the Ci e claim uture developments, rmation about an re
* Wil claim adjustments to Income: tax credits: or gsin%e:!?e ggamfgnrl mgllu;luanm Worlmnrgyet below. Fe‘ﬁlo T‘emm Form"al W-4 (Bi{.)lsl“’ln s u
ustm 'y ) siatio ease 8 posted
ftemized deductions, on his or her tax retum, craé.;msu%]o w,,’,.,.d,,,""augﬂ,:,'.‘c?;{‘ verting your otfer :tg www.lra.%ﬁ L rwe :

Personal Allowances Worksheet (Keep for your records.)

A Enter 1" for yourself if no one eise can clalm you as a dependent . © 9 0 0 6 o o 4

® You're single and have only one job; or

® You're married, have only one job, and your Spouse doesn't work; or }

® Your wages from a second job or your spouse’s wages (or the total of both) are $1,500 or Jess,

C  Enter®1*for your spouse. But, you may choose to enter “-0-* i Yyou are married and have elther a working spouse or more
than one job, (Entering “-g-» may help you avoid having too little tax withheld) . . . | | | 9 0 0 0 4 o o o

c
Enter number of dependents (other than your spouse or Yyourself) you wili claim on yourtaxretum., ., , , .« . D
E

F

B Enter*1”if {

Enter *1* if you wiil file as head of household on your tax return (see conditions under Head of household above)
Enter “1* if you have at least $2,000 of child or dependent care eéxpenses for which you plan to claim a credit

mmo

G Child Tax Credit (including additional child tax credit). See Pub. 872, Child Tax Credit, for more Information.

® If your total Income will be less than $70,000 (31 00,000 if married), enter “2” for each eligible chiid; then less “1* if you
have two to four ellgible children or less 2" if you have five or more eligibie children.

* If your total Income will be between $70,000 and $84,000 ($100,000 and $119,000 i married), enter “1" for each eigiblechild. @
H  AddlinesA through G and enter total here. (Note: This may be different from the number of exemptions you claim on your tax rstum.) > H 3
* If you plan to itemize or claim adjusttanenis to Income and want to reduce your withholding, ses the Deductions

——

Foraccuracy, | and Adjustments Worksheet on page :

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

® If neither of the above situations applles, stop here and enter the number from line H on line 5 of Form W-4 below.
Separate here and give Form W-4 to your employer. Keep the top part for your records,

Employee’s Withholding Allowance Certificate

» Whether you are entitled to slalm a certain nhumber of allowances or axemption from withholding is
subject to review by the IRS. Your employer may he required to send a copy of this form to the IRS,

OMB No. 1545-0074

= W-4 2017

Department ofthe Treasury
Intamal Revenus Sarvice

1 ﬁ;m;n;\nee ami llnlddle lanZ

Last ny
Torv s

2 Your soclal Sseourity numher

M(-22.-5n3

"@Ef Agcress (number and street or rural roue) 3 [ singie L] Marieg L] Married, but withhold st higher Single rate,

Oa o\~ & Note: If manied, but legally separated, or spouse I8 a nonresidant allen, check the “Single” box.
Chty or toyn, state, and ZIP code 4 Hyour last name difers from that shown on your social security card,
N\ Do check here. You must call 1-800-772-1213 for a replacement card. P[]

2

§ Total number of allowances you are claiming (from line H above or from the applicable worksheet on page 2) 5
6  Additional amount, if any, you want withheld from each paycheck 9 © 9 .0.90.0 0 6 9 o'b g o 6%
7 iclaim exemption from withholding for 201 7, and | certify that | meet both of the following conditions for exemption.

® This year | expect a refund of all federal income tax withheld because | expect to have no tax liability.
If you mest both conditions, write “Exempt” here. . . 2 >l7]

Under penalties of perjury, | declare that | have examined this certificate , Jazthe best of my knowledge and bellef, it is trus, correct, and complete.
T
/ ¥ Date » .j:gﬂ'//(/ 20,‘7

plete llnes®and 10 only i sending to the IRS.) 9 Office code {optional) | 10 Employer Identification number (EIN)

Employee's signature
(Thls form is not valld unless you sign it) »
8 Employer's name and address (Employe

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



Employment Eligibility Verification

USCIS
Department of Homeland Security OME 1‘;:11116:1[;900 47
U.S. Citizenship and Immigration Services Expires 08/31/2019

ata constitute lllegal discrimination,
&ctlon 1. Employee Infarmation an On (Employsas must eomplete and sign Secfian 1 of Form 1-§ na tater
than the first gay of employment, but nat hefore anospling a job affer

/
Last Name (Famity lame) First Name (Given Name) Middle Initia} Other Last Names Used (ffany)
Qrvd oving 1
Address (Street Number and Name) Apt. Number | City olz;-v‘én State ZIP Code
12 dukdele e |Dip |Tonsd o peud fn 5112
Date of Birth (mm/ddyyyyy)  |u.s. Social Security Number Employee's E-mail Address Employee's Telephone Number
A1) (2 3 (347 owntllvee o G2 Conenl (]2 257 —2117]
I'am aware that federaj law provides for imprisonment and/or fines for false statements or use of false documents In
connection with the completion of this form.
| attay, under penalty of Perjury, that | am (check one of the following boxes):
WA A citzen of the United States
[ 2. Anoncitizen national of the United States (See Instructions)
D 3. A lawful permanent resident  (Aflen Registration Number/Uscls Number);
E 4. An allen authorized to work until (expiration date, applicable, mm/dd/yyyy):
Some allens may write "N/A" In the expiration date field, (See Instructions)
Aliens authorized to work must bravide only one of the following document numbers to complete Form |-9; Do ﬁ’;%‘,ﬁ%ﬂ“ﬁ,}m
An Allen Registration Number/USCIS Number OR Form 1-94 Admission Number OR Forejgn Passport Number,

1. Alien Registration Number/USCIS Number:
OR

2. Form -84 Admission Number:
OR
3. Forelgn Passport Number:

Country of Issuance:

Signature of Employee

reparer andler Tranglator Geriifioation {ehetk one):
[] !4 0t uts & prepart or trangtatr (] A areparer(s) andsor wanaistor(s) aneisted the employee in completing Seotian 1.

(Pigldg below musf he damplsted ang signed when Proparers endhur franslators assist an empioyge in completing Beptien 1 )

l attest, under Penalty of perjury, that | have assisted in the completion of Section 1 of this form and that to the best of my
knowledge the information is true and correct.

g

- =i |
Today's {mm/ddfyyyy)
,m Z, J /7

Signature of Preparer or Translator Today's Date (mm/ddiyyyy)
Last Name (Family Name) First Name (Given Name)
Address (Street Number and Name) City or Town State ZIP Code

0 Employer Complotes Next Page @

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




Employment Eligibility Verification USCIS
Department of Homeland Secarity o Mll: ::‘:‘611;3 -
U.S. Citizenship and Immigration Services Expires 08/31/2019

S orized Representative Review and Verlloation
D 15 o e ol sy o
Employ 1 et i’ g:ﬂ N!a"'! f_*_;.':a’" Ty Name) ENP"'E {‘G:'l””!- ! e
LstA OR ListB AND
Identity _iEd_Emmoymant Authorization Identity

Document Title ent Title R

Issuing Authority .

Document Number \ \ _ a .

Expiration Date (7 any)(mm/ddfyyyy) Expiration Date (ifanw(mm/dd/yyyy) Expiration Date (i any)(mi /)
Document Titie - -

Issuing Authority Additional Information D‘f,";j{’"ﬂ&fﬁ,"“ﬁﬁgpﬁé
Document Number
Expiration Date (F any)(mm/cddlyyyy)

Document Titlie

Issulng Authority

Document Number

Expiration Date (if any](mm/dciyyyy)

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

(2) the above-listed document(s) appear to be
employee Is authorized to work In the United States

The employee’'s first day of employment (mnvdd/yyyy):

genuine and to relate to the employee named, and (3) to the best of my knowledge the

9;5-3@3: (See instructions for exemptions)

nature of loy&ror Authorized Representative

Today's Date (mm/ddyyyyy)

013

NWImrmAMOmd Representative

q TtCt;e of Eméloxer orA Representative
> SR -
Fi11 ?ame of Employer or Authorized Representative Employer's Business or Organization Name

EMPLOYER SOLUTIONS STAFFING GROUP LLC

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
Beetlon 3. Reverfisatlon and Rehlres (7 he compioted o signed by empibyer or aulhoriaéyl represeniaiive )
A, New Name (i applicable B. Dafe of Rehire (7 applicatile)

Last Name (Family Name)

First Name (Given Name) Middle Initial

Date {mm/ddsyyyy)

G, If the 8Mmhloyee's previois

gran! of employment aulhqrizalion has expired provide Hie Information for The doBlrment or reoelpl that éslabilshes
“pntinying employment autharization In the space pravided below. ‘

Document Title

Document Number

Expiration Date (if any) (mm/ddfyyyy)

| attest, under penalty of perjury, that
the employee presented document(s)

to the best of my knowledge, this em
, the document(s) | have examined appear to

ployee is authorized to work in the United States, and if

be genulne and to relate to the indlividual.

Signature of Employer or Authorized Representative

Today's Date {mm/ddfyyyy)

Name of Employer or Authorized Representative

Form1-9 0717717 N

Page 2 of 3



CERTIFICATE OF BIRTH

STATE FILE NUMBER 1991-MN-012908

FULL NAME DARNELL BENJAMIN HARRIS
DATE OF BIRTH MARCH 06, 1991
TIME 07:37 PM
PLURALITY SINGLE (1)
SEX MALE
PLACE OF BIRTH SAINT PAUL RAMSEY MEDICAL CENTER
SAINTPAUL  RAMSEY  MINNESOTA

PARENT SHIRLEY ANN HARRIS

FIRSTMARRAGE ~ HARRIS

DATE OF BIRTH SEPTEMBER 14, 1967

3 PLACE OF BIRTH MISSISSIPPI

A PARENT LESTER PHILLIP HOWELL

DATE OF BIRTH ~ JUNE 02, 1964

PLACE OF BIRTH MINNESOTA

ANY AMENDMENT MADE PRIOR TO 08/08/2000 FOR THIS RECORD IS NOT NOTED ON THIS CERTIFICATE.

R R

THIS IS A TRUE AND CORRECT RECORD OF BIRTH REGISTERED IN THE MINNESOTA OFFICE OF VITAL RECORDS.

MR&C Certificate ID
10757179

,mm”"m!!)!ulmlm!,!!mﬂn FILED: MARCH 18, 1991
Wty el e,

Moily Mulcahy Crawford A

STATE REGISTRAR
2 . ISBUED: JuLY 28, 2017 WASHINGTON COUNTY - - PUBLIC HEALTH - CG :
; Ay y?»’v ja THIS CERTIFICATE IS VALID ONLY WHEN PRINTED ON OFFICIAL WATERMARKED el
g 7 ! ;\ . SECURITY PAPER WITH A SECJR'TY THREAD AND STATE SEAL OF MINNESOTA. IR R
by %“%@—a& 'ﬂ“ .'h* — m Mwreve——
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EMERGENCY CONTACT INFORMATION

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

Employee Name:

Address:

Home Phone:

EMERGENCY CONTACTS

Contact #1

Name: W Lol la H oveia

Relationship: s P‘e v

Pleasa list two peaple (in priority rdar) wha could be vontaated In case of an emeargericy

Home Phone: (g\} —3ys — 2| u;
Cell Phone; w Sl — 2 ob~ Vg4

Work Phone:

Contact #2

Name: ‘/\/\‘( £ Thomg s

Relationship: B /o 4 'I‘-‘V

Home Phone:

Cell Phone: & D 202 -y

Work Phone:

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




employer solutions staffing group..
Wage Payment Method Authorization (Minnesota)

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

If you do not provide a written election, wages will be paid b paper Check,

SECTION T BAS|E INEO RN ON
Employee Name ’ _ SSN# (lpst 4 disits) Effoctive Dato
=N L) g || Hogero 17 /M)
FION 2 DANRO| LEIDEGTR O N

7 Direct Deposit (Please complete Sections 3and Sbelow)  Note Direct Deposit accounts may take up to 7 days to be activated

l! Payroll Debit Card (Please complete Sections 4 and 5 below) L_| Paper Check (Please complete Section 5 below)
SECTEION 3] DIREGE DEPOST]

B O Update Bank Accomt
B Bank Name: et _\'jc-\- Bfaﬂ O
Rewiod (93 UZ 027 ©

feomt 124 04120944

Account Type: Checking [ Savings [Other

I understand 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 provide is incorrect,

wia A ve_Zp5s9

i thatwillenablethaﬁnancialinsﬁmﬁontoidenﬁﬁyou,lf
ide the necessary information and issue you a Payroll Debit
ide them additional identification information so they can

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

First Name ML Last Name Date of Birth
Street Address poBox NOT ACCEPTARLE) 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 #

NUTHORIZ TGN

[ authorize ESSG to directly deposit my periodic wages/compensation payments, net of required tax withholdin
or autharized deductions, into my account(s) as designated above and to initiate, if necessary, debit entries and
made in error to my account(s). * E-mail is required for pay stub information.

g8, other required withholdings
adjustmentsfor any credit entries

“E-mait._(Nevel| Neweis “al @ amMai) \ cem

this information will only be used to sehd your paystubs electronically

Employee's Signature: — "M ? é Date: ?/ / 5/ 17




EMPLOYER SOLUTIONS ST, AFFING GROUP
BACKGROUND CHECK AUTHORIZATION

Employee Name: 1) Gvind 1 l )Z‘fly\_}&m S }’{ G vy
(First) (Middle) (Last)

Former Name(s) and Dates Used:

Current Address Since; _ZMEO' (4 '(?4} oalecde e _ave— %@M A/\ h_ 55118
(Mo/Yr) (Street) (City) (State/Zip)

Previous Address From:

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

Previous Address From:

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

Social Security Number: b_”? l = 23 o = 3 LV] .3 DOB: ?/_Q_'[ / 6’ a /
Phone Number: Lﬂ I/?,'— ?53"3, 1
Driver’s License Number/State:. _M ql , q I ) l Lla LQ;

report may include, but is not limited to the following areas: verification of socjal security number; credit reports,
current and previous residences; employment history, education background, character references; drug testing, civil
and criminal history records from any criminal justice agency in any or all federal, state, county jurisdictions; driving
records, birth records, and any other public records,

| further authorize any individual, company, firm, corporation, or public agency to divulge any and al) information, verbal
or written, pertaining to me, to Employer Solutions Staffing Group, LLC or its agents. | further authorize the complete
release of any records or data pertaining to me which the individual, company, firm, corporation, or public agency may
have, to include information or data recejved from other sources, Employer Solutions Staffing Group, LLC and its
designated agents and representatives shall maintain all information received from this authorization in a confidential
manner in order to protect the applicants personal information, including, but not limited to, addresses, social security

numbers, and date€o} birth.
Signature: ﬂ' n Date: @_ 7’/ 5{/ / 7

Notice tonCA MN, and OK Residents:

gsgge’clheck the box below if you wish to receive a copy of a consumer report that is requested.
1 wish to receive g copy of any Background Check Report on me that is requested,




employer solutions staffing group..

STATEMENT OF CONFIDENTIALITY

This agreement made this \5 rgay of&%m_, 2012, between
Employer Solutions Staffing Group LLC, hereina¥ter referred to as “employer”,

and hereafter referred to as “employee”,

WITNESSETH:

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

A

EmpiSyer Solutions Staffing/Group LLC, Re@e



employer solutions staffing group..

INJURY MANAGEMENT PROGRAM

Injured Worker’s Responsibilities

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

RESPONSIBILITIES OF THE INJURED WORKER:

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

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

Obtain a Report of Workability from your physician at every appointment, a
minimum of once every two weeks. M.R. 5221.0420 requires that your physician

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 restfictions 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.

Ifit is necessary to miss scheduled work due to a work injury, you must be seen
by your primary health care provider the same day in order to receive
compensation for the time away from work. The physician must complete a
Report of Workability.

I have read my responsibilities and agree to abide by these guidelines.
Signed: {bgl_/(l{ !/ Cyvy

Printed Name: Mﬂ'




e i group..

Important/Importante
LOST OR STOLEN PAYCHECKS

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

AGREED/SE ACUERDA—
Name/Nombre (con letra de molde): (D(N"' 4 / / M Crv u

Signature/Firma: WA




{ | .:I"‘ i
\S.! Sy

: Vs
S '-'!.‘::\-'"f»* ;
g

employer solutions staffing group..

ESSG WORKPLACE SAFETY POLICY

It is ESSG’s policy that all employees should be able to enjoy a haza1jd free and safe
work environment,. It ig ESSG’s duty to:

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

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

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

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

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

ESSG is committed to vigorously enforeing 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 bhe informed about actual and potential dangers in the
workplace

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



*

Acknowledgement of Receipt of Workplace Safety Policy

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

I also agree that if at any time during my employment I am believe that I am
working in an unsafe or dangerous work environment, I will immediately contact
my supervisor, manager, director or ESSG’s Safety Director at
952.835.1288/1.866.496.7573 in order to obtain assistance in the resolution of such
matters.

Employee Name (Please Print) .

Dame // Hl"w’u

Employee’s Signature:
ﬁ/ %L Date:_? /..{ / /7




om OO0 Pre-Screening Notice and Certification Request for

{Rev. March 2016) the Work Oppgrtunlty Credit OMB No. 1545-1500
E&%ﬁ’?&&'ﬁﬂﬂm"&“” P Information about Form 8850 and its separate instructions is at WWW.irs.gov/form8sso,

Job applieant: Fill in the lines below and check any boxes that apply. Complete only this side.
Your name @ﬁ { I ) H el Social security number » lf 7/ —23~-& W’D

Street address where you live I’)O?f O;M'& e Y&f&{ 2l

City or town, state, and ZIP code U&Sf S“( {)M /V\lf\ I ;S, /j
County D‘ukp {w Telephone number _{ 02 —{58 - 2111

if you are under age 40, enter your date of birth {month, day, year) i B_Z 6 (g_ l | ﬁ 4 /

1 [ Check here if Yyou received a conditional certification from the state workforce agency (SWA) ora 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 family that has recelved assistance from Temporary Asslstance for Needy Famllles (TANF) for any 9
months during the past 18 months,

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

* | was referred here by a rehabllitation agency approved by the state, an employment network under the Tickst to Work
program, or the Department of Veterans Affalrs.

* | am at least age 18 but not age 40 or older and | am a member of a famlly that;
a. Received SNAP benefits (food stamps) for the past 6 months; or
b. Received SNAP benefits (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.

® | recelved supplemental security income (SSI) benefits for any month ending during the past 80 days.

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

3 [J 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:
* Recelved 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 being eliglble 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
you recelved unempioyment compensation.

Signature — All Applicants Must Sign

Under penalties of perjury, | declare that | gave the above Information to the employer on or before the day | was offered a job, and it Is, to the best of my knowledge, true,
correct, and complets.

Job applicant’s signature > W ,ﬁ\ Date Q/f /17

For Privacy Act and Paperwark Hedlction Act Notice, see page 2. Cat. No. 228511 Form 8850 (Rev. 3-2016)
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Form A (rev. 03/2017) TAX CREDIT QUESTIONNAIRE
EMPLOYER SECTION:

Client: Company:

Location: Position:

EMPLOYEE SECTION:

First Name; Bast Name; Suffix: Street Address: City/State:

775 (17 coabdele— o g}

ALATY LN

Date of Birth: Age; Have you worked for If yes, loeation:

-8S#; 3./ this company before?
T Bl ouiar | o | S

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

1. Have yon or has anyone living with you received Temporary Assistance to Needy Families (TANF)
at any time since August 5, 19972 (ifyes, please provide information below.,)
Nams of the person receiving benefity; __ Relationshiptoyon: ____
City: County: State;

(If yes, please provide information below.)
Name of the person receiving benefits: —— Relationship to you;
City: County: State:

2. Have you or has anyone living with yon received Food Stamps (SNAP) at any time during the past 15 months?

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

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:

Name of Agency: Phone #:
City: County: State:
*If you checked yes please provide a copy of your active Individual Work Plan and Ticket to Work documentation,

[ Vaocational Rehabilitation Agency [] Dept. of Veterans Affuirs [J Employment Network (Ticket to Work Program)

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

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

O

6. Have you been 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?
If yes, in which state did You receive unemployment compensation? ___

O

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

——

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

[ R 1] S 1 ]

Additional Tax Credits

IEC (Native American): Are you or your spouse a member of a Native American Tribe?
Ifyou checked yes please provide a copy of your CDIB card,

SC Residents: [] Do you receive Family Independence Benefits?

CA Residents: [] Are you the child of foster parents? [] Do you receive CalWorks? [J Workforce Investment Act?
[ Areyoua migrant or seasonal farm worker? [J Have Yyou ever been convicted of a misdemeanor?

PLEASE READ, SIGN, AND DATE:

Under penalties of perjury, I declare the information above 1o be frue and accurate (o the best of my knowledge, and | hereby authorize any agency, organization, or

indtviduals to supply such verification or information that may be needed to determine tax credit eligibility to my employer, employer representative (Associated

Consultants, Inc, dba Retrotax), or the Deparyme r.
New Employee Signature: % ’A Date: 2/5'/ / 7




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

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

instructions: This Self-Attestation Form (SAF) is to be completed, signed, and dated by the new hire only.
Employers or consultants submit this SAF to the State Workforce e Form 8

separately, wi orm for each certification request filed for the new target
group.

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

New Hire’s Signature: %// )4’ Date 715 /7

New Hire Name: _@a{\l nel) H [
Social Security Number: Y711 —22-34y13

Employer Name:

Please check the statements below if they apply to you.

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

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

(Enter start date)

Privacy Act Noice:

The Intemal Revenue Cods of 1986, Section 51, as amended and s enacting legislation, P.L. 104-188, specify that the State Workforce Agencles are the
*designated" agencies responsible for administering the WOTC cerfification procedures of this program, The Information you have provided complefing this
form will be disclosed by your employer to the State Workforce Agency. Provision of this Informafion is voluntary; however the Information is required to
determine your employer's eligibility for the federal tax credit

.._..—u—.._.._..—..—.._.._..—..—..—.._.._.'_..—..—.._.._.._..—

Public Burden Statement:
Persons are not required to respond to this collection of information unjess t displays a currently valid OM B control number, Respondents' obligation to
complete this forrq Is required to obtain or retain benefits (P.L 111-5). lf'ubﬁc reporting burden is estimated to average 10 minutes per response, Including the

..—..—.._.._.._..—.._.._.._.._.._.._..

Room C-4510, Washington, D.C, 20210 (Paperwork Reduction Project 1205-0371). Please do not submit completed forms to this address,
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employer solutions staffing group..

Notification of Minnesota Law Re uirement -

Unemployment Acknowledgement

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

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

It is your responsibility to contact ESSG (for instance, by calling 952.277.5227 or
using any other form of contact) for additional assignments. If you fail to do SO, it
may affect your unemployment benefits.

| understand by signing this form that | am responsible to contact ESSG within 5
calendar days once an assignment ends. | also acknowledge that | have received
@ separate copy of this form. /¢4 _ (Initial)

jé;//%\ 7/5) 17

Employee Signature: Date:

cvnt ‘ [ H&w/‘u
Employee (please print your name here)

CMG SM - Rev. D8 2013



DRUG AND ALCOHOL
TESTING CONSENT FORM

1. I have been allowed to read and inspect a written copy of ESSG policy on
drugs and alcohol.

2, I have read the entire contents of this policy and | am aware and fully
understand: (a) the policy and its contents; (b) what oonduc;t the policy prohibits and tr]e

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

Davne /l l'/a//,_‘

Individual’s Name

95/ 17

Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



“

Acknowledgement of Receipt Antiharassment Policy

Employer Solufions Staffing Group's Antiharassment Policy. |
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 952.835.1 288/1.866.496.7573 with
any questions | may have about this policy. | agree to comply with ESSG's policy on Antiharassment
and understand failure to comply is grounds for disciplinary action, up to and including termination.

| also agree that if at any time during my employment | am involved in any employment dispute or | am
subjected to any type of discrimination, including discrimination because of race, sex, age, religion,
color, national origin, disability, marital, sexual orientation or veteran status, or if | am subjected to any
type of harassment including sexual harassment, | will immediately contact My supervisor, manager,
director or ESSG’s Human Resource Department at 952.835.1288/1.866.496.7573 in order to obtain
assistance in the resolution of such matters.

Employee Name (Please Print)
arnell Howves

Empl 's Signature: '
-@V #\ Date: 7/5/ 17

22



RECEIPT OF EMPLOYEE HANDBOOK AND EMPLOYMENT -AT-WILL STATEMENT

This is to acknowledge that | have read the Employer Solutions Staffing Group LLC Temporary

Employee Handbook and understand that it sets forth the terms and conditions of my employment as

well as the duties, responsibilities and obligations of my employment with the company. | understand

and agree that it is my responsibility to abide by the rules, policies and standards set forth in the -~

I also acknowledge that, except for the policy of at-will employment, ESSG reserves the right to
revise, delete and add to the provisions of this Employee Handbook. All such revisions,
deletions or additions must be in writing and must be signed by the CEO of the company. No

employment with the company may be modified at the sole discretion of the company, with or
without cause or notice, at any time. No implied contract concerning any employment-related
decision, term of employment or condition of employment can be established by any other
statement, conduct, policy or practice.

If I have questions regarding the content or interpretation of this Handbook, I will bring them to the
attention of ESSG.

DATE 4/5,/ /7

EMPLOYE
NAVE. 1) cavne | Hewrys
=4 PLEASE PRINT

EMPLOYEE M
SIGNATURE

L
ESSG
REPRESENTATIVE

23



E ACKNOWLEDGMENT

The associate handbook was reviewed with me, and | have received my personal copy. | also
acknowledge that | have been given the opportunity to ask questions and express concerns
during my orientation. Additionally, | understand and support the following:

1. This handbook is intended as a guide and not an employment agreement that
creates a contractual relationship, and that the employment relationship may be
terminated at the will of either party at any time.

2. The changing needs of the business will require alteration in method, practices and
policies, and the company will unilaterally revise, as necessary, to meet these
changing needs.

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

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

Date: Stpt 5,207
Associate's Signature: M /4———'
Associate's Printed Name: Da mel/ l’!ﬂ oy ()3
Orientation provided by:

24
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.« employer solutions staffing group. @ / N G 00
Leveraging Recournes in a Changing [Marke: WNW”W!;';P employer skt et grags,

Benefit Plan Administrators, Inc,

Enhanced MEC Plan_Plan 1

Benefits Enrollment Form I3 New Emplovee [ Rehire RehireDatﬁ\

Employeeilnforimation
Social Security Number

Name (First ang,Last) '
Deintl)  Harys _ Pl
N7) o=lcdele tve w St ped M (eg))s

Gender = z:::l ) %Tmmﬁd Date of Birth D? /0(_0 ) 174/ Date of Hire
Phone Number; Emall Address; 7
(22 -258- %17 fng [l havrro 99/ o gmeil . gri

Please Select Desired Coverage:

Employee Only - l: Employee+Spouse - Employee+Child(ren) - Family -
$24.00/Week

$38.00/Week $36.00/Week $63.00/Week

Soctal Security # | amhnat; sex Relationship
s YRV |O0Spouse [J cChild
L Last Nams 3 Femate 0 Domestic Partner
¥ e —; 5 gt & . e H i 3 F 'ﬂ- 1 b : : 1 T { i -: Y}i b 4 é
Social Seourlty # Birth Date | Sex Relationship
O Mae [1Sponse [ Child
~ M Last Name [0 Female [0 Domestic Partn
i Socil Secury# | Eith Date | s ' Rehﬁomhjp
[ Spouse [ Child
Domestic Partner

Other cévera-ge information including Medicare/Medicaidl

NAME OF PERSON COVERED (FIRST, LAST):

EFF. DATE
EFF. DATE
EFF. DATE

Employse Acknowledgemesnt and Authorization - | heraby apply for the group benefit{s) as indicated, | acknowledge that all entries are true and complete and that
any misstatements or fallure to report Information may be used as the basis for cancellation of coverage for me and my dependent(s), if any, from the original
effective date. Further, ] authorize my employer to maks the necessary payroll deduction of premiums for coverages | have elected.

IF ENROLLING - YOU MUST SIGN HERE

Employee Signature

EMPLOYEES DECLINING

1 undarstand that i and/or my depefidents’
must meet the requirements defi

Date

am DECLINING coverage

any, waive any coverage and desire to Participata in the plan at a later date, liwe may be consldered a Jate enrollee and
in the Certificate of Coverage for the company’s medical or dental Plans. If1 decline enroliment for myself or my dependents
(including my Spouse) because ¢f other coverage, | may, in future he able to enroii myself or my depend In this pian, provided | request enroliment within 31
days after the other coverage exds. in addition, if a new dependent relationship forms as a result of marriage, birth, adoption, placement for adoption of parting suit
of adoption, i may be able to entoll myseif or my dependent, provided 1 request enroliment within 31 days of the event.

IF DECLINING- U MUST SIGN HERE
Employee Signature / %_ Date 7 / 5 ' / /7

[

Employer Solutions Staffing Group Health Benefits Team
PO Box 46270 Minneapolls, MN 55344-9g56
Phone: 952-767-8519 Fax: 952-767-9515
Emaii: Health@employersolutionsgroup.com



Fized Indemnity Medical Benefits Plan 2

e VS| 219301-ESG-1 OFFICE USE ONLY LOCATION__ RehireDate____/ A== 3
ENROLLMENT FORM ESC CU(UNAC-MN) P1 v18.2
mrr USING BLACK or BLUE INK (Must Be Filled 0wy~~~

Name . ' Social Security # Home Phone Sex 7
w8 @m el| Has s  Y{-72-5473 A
Add Apt. # 5
= M ookdile v aptDin DM
City Siate Zip Date of Birth
el $4 puud Tanae sote ") B0 1194
E MEDICARE BENEFITS?

Medicare Health Insurance Claim Number (HICN) ' Medicare Effective Date
Name of Covered Person fs): | e e

1, 3.

P2
Payrol Deducted Weskly Rates
You MUST select a coverage level before any benefits in Section C. Your coverage level for the all benefits in Section C will be

identical. The Fixed Indemnity Medical Plan, Dental Plan, Term Life Plan, and Short-Term Disability plans are underwritten by BCS
Insurance Company. The Vision plan is underwritten by Companion Life Insurance Company.

SELECT COVERAGE LeveL FUGDINDEMNITY | o ) VISION TERMUFE | SHORETERM
Employes Only [ | s2025 {1 se17 [N sea2 CE|  sos0 33| sez0 iy
Employee +1 [ ] $41.10 $12.34 $4.92 $0.90

Employee + Family [ 7] | $54,88 $20.36 $6.56 $1.80

- NO to ALL l?enefitsn I gYe§ D No DYes D No DYes I:_!No__ DYgs D No l_:]Yes_ Q_No ]
' This coverage is not availdble to residents of NH, Hl, or PR. 2STD is not available to persons who work in CA, HI, NJ, NY, or RI. )
For Term Life / Accidentd] Death & Dismemberment, please write in your beneficiary information. Accidental Death &
Dismemberment is part of the Term Life Benefit. :

Name Relationship

Name Social Security # | Date of Birth , Sex Relationship =

E S S A N i e L1chitd[] Domestic Partner
Name Social Security # ' Date of Birth | Sex Relationship
L, /7 IMI[E] Dspouse [ chid[JDomestic Parner
Name Social Security # 3 Date of Birth | Sex Relationship

B _ /1 IMI[F] Clspouse [ chid (] pomestic Partner

Name : Social Security # Date of Birth ' Sex Relationship

e L 0 IMIEE] Dlspousel ] Child [ ] Domestic Partner

9.~!!9_§TQ'§!§NA!\_'!?IKTEEV§ﬁ.l??@iﬁééﬁ@ﬁéﬁﬁaﬁ i s
I have read the benefit packet and understand its limitations, | understand that open enrollment is only available for
2 imited fime and | understand that maing no benefit selection is a degja 3fion of coverage,

Bt e, D OEE

pate_E5=70 =t . P> SIGNATURE

This is an Essential StaffCARE Enrollment Form.



