Personal Data-- PLEASE PRINT LEGIBLY IN INK

Last Name QQL'\}\OJ\ &J’(

7301 Ohms Lane Suite 405
Edina, MN 55439

Tel: 952.835.1288
www.esgstaffingsolutions.com

New Hire Application

First Name OHO_O)\'\(\Q:/

Middle Initial (M

Street Address _ o1 § iQ—%Qf\%

s

Apt/Ste

v
City/State/Zip %ﬁgif\}m . (D »0[o0\
Phone Number 3 0-~30| - | 1

Email Address _hluumon [0 1S

Staffing Agency/Recruitment Partner

m——

Social Security Last Four XXX-XX- S 77/

@3%1.@/\4

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? ﬁ YES [JNO

Applicant Certification and Authorization

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

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

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

| certify that all statements made in my application are true and accurate and that | have not omitted any material information or provided
false or 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 policies and procedures of ESSG.

Neather Voonra-d Xk

lo/3[ o

Name (Print or type)

Appli

Date

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

For ESSG Office Use Only
DOH NHW 1-9 8850 w4
Emergency Contact Info Background Release Form Background Results Unemployment Letter ESC Application
(If applicable)
For ESSG Client Use
DOH ROP Work Site Loc. WC Code

ESSG - CMG-CO

Rev. 05/2015






Form W-4 (2016)

Purpose. Complete Form W-4 so that your employer
can withhold the correct federal income tax from your
pay. Consider completing a new Form W-4 each year

and when your personal or financial situation changes.

Exemption from withholding. If you are exempt,
complete only lines 1, 2, 3, 4, and 7 and sign the form
to validate it. Your exemption for 2016 expires
February 15, 2017. See Pub. 505, Tax Withholding
and Estimated Tax.

Note: If another person can claim you as a dependent
on his or her tax return, you cannot claim exemption
from withholding if your income exceeds $1,050 and
includes more than $350 of unearned income (for
example, interest and dividends).

Exceptions. An employee may be able to claim
exemption from withholding even if the employee is a
dependent, if the employee:

* [s age 65 or older,
e Is blind, or

* Will claim adjustments to income; tax credits; or
itemized deductions, on his or her tax return.

The exceptions do not apply to supplemental wages
greater than $1,000,000.

Basic instructions. If you are not exempt, complete
the Personal Allowances Worksheet below. The
worksheets on page 2 further adjust your
withholding allowances based on itemized
deductions, certain credits, adjustments to income,
or two-earners/multiple jobs situations.

Complete all worksheets that apply. However, you
may claim fewer (or zero) allowances. For regular
wages, withholding must be based on allowances
you claimed and may not be a flat amount or
percentage of wages.

Head of household. Generally, you can claim head
of household filing status on your tax return only if
you are unmarried and pay more than 50% of the
costs of keeping up a home for yourself and your
dependent(s) or other qualifying individuals. See
Pub. 501, Exemptions, Standard Deduction, and
Filing Information, for information.

Tax credits. You can take projected tax credits into account
in figuring your allowable number of withholding allowances.
Credits for child or dependent care expenses and the child
tax credit may be claimed using the Personal Allowances
Worksheet below. See Pub. 505 for information on
converting your other credits into withholding allowances.

Nonwage income. If you have a large amount of
nonwage income, such as interest or dividends,
consider making estimated tax payments using Form
1040-ES, Estimated Tax for Individuals. Otherwise, you
may owe additional tax. If you have pension or annuity
income, see Pub. 505 to find out if you should adjust
your withholding on Form W-4 or W-4P.

Two earners or multiple jobs. If you have a
working spouse or more than one job, figure the
total number of allowances you are entitled to claim
on all jobs using worksheets from only one Form
W-4. Your withholding usually will be most accurate
when all allowances are claimed on the Form W-4
for the highest paying job and zero allowances are
claimed on the others. See Pub. 505 for details.

Nonresident alien. If you are a nonresident alien,
see Notice 1392, Supplemental Form W-4
Instructions for Nonresident Aliens, before
completing this form.

Check your withholding. After your Form W-4 takes
effect, use Pub. 505 to see how the amount you are
having withheld compares to your projected total tax
for 2016. See Pub. 505, especially if your earnings
exceed $130,000 (Single) or $180,000 (Married).
Future developments. Information about any future

developments affecting Form W-4 {such as legislation
enacted after we release it) will be posted at www.irs.gov/w4.

Personal Allowances Worksheet (Keep for your records.)

A Enter “1” for yourself if no one else can claim you as a dependent .
* You are single and have only one job; or

B Enter “1” if:

C  Enter “1” for your spouse. But, you may choose to enter “-0
” may help you avoid having too little tax withheld.)

than one job. (Entering “-0-

m O

¢ You are married, have only one job, and your spouse does not work; or
* Your wages from a second job or your spouse’s wages (or the total of both) are $1,500 or less.
-" if you are married and have either a working spouse or more

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

A

w

s b H

(Note: Do not include child support payments. See Pub. 503, Child and Dependent Care Expenses, for details.)

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 $119,000 if married), enter “1” for each eligible child . . G

H  Add lines A through G and enter total here. (Note: This may be different from the number of exemptions you claim on your tax return.) » H 12

¢ If you plan to itemize or claim adjustments to income and want to reduce your withholding, see the Deductions

For accuracy,
complete all
worksheets
that apply.

and Adjustments Worksheet on page 2.

* |f you are single and have more than one job or are married and you and your spouse both work and the combined
earnings from all jobs exceed $50,000 ($20,000 if married), see the Two-Earners/Multiple Jobs Worksheet on page 2
to avoid having too little tax withheld.

e [f neither of the above situations applies, stop here and enter the number from line H on line 5 of Form W-4 below.

o W=4

Department of the Treasury
Internal Revenue Service

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

Employee's Withholding Allowance Certificate

P Whether you are entitled to claim a certain number of allowances or exemption from withholding is
subject to review by the IRS. Your employer may be required to send a copy of this form to the IRS.

OMB No. 1545-0074

2016

1 Your first name and middle initial Last name 2 Your social security numb%_ ’%,(_1
Neadhor M Y8S - (-5
Home address {number and street or rural route) 3 E Single [ Married [] Married, but withhold at higher Single rate.
a \“ C\ iM S“( Note: If married, but legally separated, or spouse is a nonresident alien, check the “Single” box.
City or towh, state, and ZIP code 4 If your last name differs from that shown on your social security card,
% (\\‘O/‘Y\)\‘U\ @O(QO\ check here. You must call 1-800-772-1213 for a replacement card. P D
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

7  |claim exemption from withholding for 2016, and | certify that | meet both of the followmg condmons for exemp’uon
» Last year | had a right to a refund of all federal income tax withheld because | had no tax liability, and
* This year | expect a refund of all federal income tax withheld because | expect to have no tax liability.

If you meet both conditions, write “Exempt” here .

6%

>|7] —

Under penalties of perjury, | declare that | have examined this cert[ﬁcate and to the best of my knowledge and belief, it is true, correct, and complete.

Employee’s signature
(This form is not valid unless you sign i

(7>

Date » Lo/j / [ b

8 Employer’s name and address (Employer: (fomplete lines 8 afd40 only if sending to the IRS.)

9 Office code (optional) | 10 Employer identification number (EIN)

For Privacy Act and Paperwork Reduction Act Notice, see page 2.

Cat. No. 10220Q

Form W=-4 (2016)






This form cannot be used for employees hired prior to September 1, 2014.

Revision Date: 09/01/14
Expiration Date: 10/01/17

Affirmation of Legal Work Status
Pursuant to § 8-2-122, Colorado Revised Statutes

Employee Name: r\D\{.'_',\.\’\\’W(Zfdti WW Marie [>-(5-82

Last First Middle Date of Birth
Social Security Number: Y4&S - (353 Date of Hire: (ﬁ/ 3{ 00! M/DD/YYYY)

In accordance with § 8-2-122, C.R.S., within 20 calendar days after hiring the new employee
listed above,

I affirm all four of the following by signing this form:

1. Ihave examined the legal work status of the above named employee.

2. Thave retained file copies of the documents required by 8 U.S.C. sec. 1324a.
3. Ihave not altered or falsified the employee’s identification documents.

4. T have not knowingly hired an unauthorized alien.

Print Name of Employer (or Designated Representative)  Official Title

(MM/DD/YYYY)
Signature of Employer (or Designated Representative) Date Signed by Employer

Business or Organization Name Employer Phone Number

The provision of false or fraudulent information on this form may subject the employer to a
significant fine and/or additional penalties.

This form and the documents required by 8 U.S.C. sec. 1324 (copies or electronic copies) will be
retained for the duration of the above named individual’s employment.

§ 8-2-122(2), C.R.S.: On and after January 1, 2007, within twenty days after hiring a new employee, each employer in Colorado
shall affirm that the employer has examined the legal work status of such newly-hired employee and has retained file copies of
the documents required by 8 U.S.C. sec. 1324a; that the employer has not altered or falsified the employee’s identification
documents; and that the employer has not knowingly hired an unauthorized alien. The employer shall keep a written or electronic
copy of the affirmation, and of the documents required by 8 U.S.C. sec. 1324a, for the term of employment of each employee.

This mandatory affirmation is provided by the Colorado Division of Labor. Visit www.colorado.gov/cdle/evr for more information.







Employment Eligibility Verification USCIS

. Form I-9
Department of Homeland Security OMB No. 1615-0047

U.S. Citizenship and Immigration Services Expires 03/31/2016

»START HERE. Read instructions carefully before completing this form. The instructions must be available during completion of this form.
ANTI-DISCRIMINATION NOTICE: It is illegal to discriminate against work-authorized individuals. Employers CANNOT specify which

document(s) they will accept from an employee. The refusal to hire an individual because the documentation presented has a future
expiration date may also constitute illegal discrimination.

Section 1. Employee Information and Attestation (Employees must complete and SIgn Section 1 of Form I-9 no later
than the first day of employment, but not before accepting a job offer.)

Last Name (Family Name) First Name (Given Name) Middle Initial | Other Names Used (if any)

Address (Street Number and Name) Apt. Number City or Town State Zip Code

94 Zabert st — R gt o | 80O

Date of Birth (m#r/dd/yyyy) U.S. Social Security Number | E-mail Address Telephone Number

3/1‘5 [1983 btowml’o’tls@gmt,@m 230- 30 -3\

I am aware that federal law provides for imprisonment and/or fines for false statements or use of false documents in
connection with the completion of this form.

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

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

D A lawful permanent resident (Alien Registration Number/USCIS Number):

[] An alien authorized to work until (expiration date, if applicable, mm/dd/yyyy) . Some aliens may write "N/A" in this field.
(See instructions)

For aliens authorized to work, provide your Alien Registration Number/USCIS Number OR Form [-94 Admission Number:

1. Alien Registration Number/USCIS Number:
OR 3-D Barcode
Do Not Write in This Space

2. Form |-94 Admission Number:

If you obtained your admission number from CBP in connection with your arrival in the United
States, include the following:

Foreign Passport Number:

Country of Issuance:

Some aliens may write "N/A" on the Foreign Passport Number and Country of Issuance fields. (See instructions)

Signature of Emwm Date (mm/dd/yyyy): '9’/ IS /’983

Preparer and/or Translator Certification (To be completed and s:gned if Sectlon 1is prepared by a person other than the
employee ) ~ ; .

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

Signature of Preparer or Translator: Date (mm/dd/yyyy):

Last Name (Family Name) First Name (Given Name)

Address (Street Number and Name) City or Town State Zip Code

FormI-9 03/08/13 N






. ** DO NOT SCAN OR FAX THIS PAGE **
T S B T N
LISTS OF ACCEPTABLE DOCUMENTS
All documents must be UNEXPIRED

Employees may present one selection from List A

or a combination of one selection from List B and one selection from List C.

LISTA

Documents that Establish
Both Identity and
Employment Authorization

LISTB

Documents that Establish
Identity
AND

LISTC

Documents that Establish
Employment Authorization

. U.S. Passport or U.S. Passport Card

Permanent Resident Card or Alien
Registration Receipt Card (Form [-551)

Foreign passport that contains a
temporary 1-551 stamp or temporary
I-551 printed notation on a machine-
readable immigrant visa

Driver's license or ID card issued by a 1.

State or outlying possession of the
United States provided it contains a
photograph or information such as
name, date of birth, gender, height, eye
color, and address

Employment Authorization Document
that contains a photograph (Form
I-766)

2. ID card issued by federal, state or local
government agencies or entities,
provided it contains a photograph or

A Social Security Account Number
card, unless the card includes one of
the following restrictions:

(1) NOT VALID FOR EMPLOYMENT

(2) VALID FOR WORK ONLY WITH
INS AUTHORIZATION

(3) VALID FOR WORK ONLY WITH
DHS AUTHORIZATION

information such as name, date of birth, | 2.

gender, height, eye color, and address

For a nonimmigrant alien authorized
to work for a specific employer
because of his or her status:

a. Foreign passport; and

b. Form 1-94 or Form I-94A that has
the following:

(1) The same name as the passport;
and

(2) An endorsement of the alien's
nonimmigrant status as long as
that period of endorsement has
not yet expired and the
proposed employment is not in
conflict with any restrictions or
limitations identified on the form.

Certification of Birth Abroad issued
by the Department of State (Form
FS-545)

School ID card with a photograph

. Voter's registration card

Certification of Report of Birth
issued by the Department of State
(Form DS-1350)

Military dependent's ID card

3
4
5. U.S. Military card or draft record
6
7

U.S. Coast Guard Merchant Mariner
Card

Original or certified copy of birth
certificate issued by a State,
county, municipal authority, or
territory of the United States
bearing an official seal

8. Native American tribal document 5.

Native American tribal document

9. Driver's license issued by a Canadian 6

government authority

U.S. Citizen ID Card (Form [-197)

Passport from the Federated States of
Micronesia (FSM) or the Republic of
the Marshall Islands (RMI) with Form
1-94 or Form I-94A indicating
nonimmigrant admission under the
Compact of Free Association Between
the United States and the FSM or RMI

For persons under age 18 who are
unable to present a document
listed above:

Identification Card for Use of
Resident Citizen in the United
States (Form |-179)

10. School record or report card

11. Clinic, doctor, or hospital record

12. Day-care or nursery school record

Employment authorization
document issued by the
Department of Homeland Security

lllustrations of many of these documents appear in Part 8 of the Handbook for Employers (M-274).

Refer to Section 2 of the instructions, titled "Employer or Authorized Representative Review
and Verification," for more information about acceptable receipts.

Form I-9 03/08/13 N

** DO NOT SCAN OR FAX THIS PAGE **




Section 2. Employer or Authorized Representat:ve{Rev:ew and Verification

(Employers or their authonzed representaflve must complete and szgn ;Sew ion 2 within 3 buszness days of the empioyee s f rst day of employment You
must physically examine one document from List A OR examine a  combination of one document from List B and one document from List C as Ilsted on
the “Lists of Acceptable Documents "on the next page of this form For each documen you ', vrew record z‘he followmg mformat/on docament title,
issuing authority, document number, and expiration date :f any) : . L ,

Employee Last Name, First Name and Middle Initial from Section 1: M(\h@fd‘\' ue_aj:\r\p,(‘ m

List A OR List B AND ListC
Identity and Employment Authorization Identity Employment Authorization

Document Title: ocument Title: Documegt Title:
Issuing Authority:

“MSeke o8 on 450

Issuing Authority:

Document Number: ocument Number: Document Number:

HE5-1%- 5114 ygs- 13-5114
Expiration Date (if any)(mm/dd/yyyy): xpiration Date (if agy)(mm/dd/yyyy): Expiration Date (if any)(mm/dd/yyyy):
12 1\, [209Q
Document Title: ¥ 1
Issuing Authority:

Document Number:

Expiration Date (if any)(mm/dd/yyyy):

3-D Barcode
Do Not Write in This Space

Document Title:

Issuing Authority:

Document Number:

Expiration Date (if any)(mm/dd/yyyy):

Certification

| attest, under penalty of perjury, that (1) | have examined the document(s) presented by the above-named employee, (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
employee is authorized to work in the United States.

The employee's first day of employment (mm/dd/yyyy): Ol OA !_-QQN ¢ _(See instructions for exemptions.)

Slgn?ure of Employer or Authofized Representative Date (mm/dd/yyyy) Title of Employer or Authorized Representative
il o Ooloalzolle | Aderin. Pesighnk
st/ Name (Famlly Name) First Name (Given Nam'e) / Employer's Business or Organization Name
. EMPLOYER SOLUTIONS STAFFING GROUP LLC
Fi {\o\\eeu Acclcen
Employer's Businggs or Organization Address (Street Number and Name) | City or Town State Zip Code
7301 OHM NE SUITE 405 EDINA MN 55439

Section 3. Reverification and Rehires (To be completed and signed by employer or authonized representative.)

A. New Name (if applicable) Last Name (Family Name) First Name (Given Name) Middle Initial |B. Date of Rehire (if applicable) (mm/dd/yyyy):

C. If employee's previous grant of employment authorization has expired, provide the information for the document from List A or List C the employee
presented that establishes current employment authorization in the space provided below.

Document Title: Document Number: Expiration Date (if 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 genuine and to relate to the individual.

Signature of Employer or Authorized Representative: Date (mm/dd/yyyy): Print Name of Employer or Authorized Representative:

Form I-9 03/08/13 N
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Employment Eligibility Verification
SENSITIVE BUT UNCLASSIFIED

Case Verification Number: 2016155172247PJ
Report Prepared: 06/03/2016

Company Information

Company 1D: 47429 Company Name: Employer Solutions Staffing Group

Emploeyee Information

Last Name: Reinhardt First Name: Heather
Date of Birth: 12/15/1982 Social Security Number: *** ** 5774
Hire Date: 06/03/2016 Citizenship Status: A citizen of the United States

Document Information

List B Document: Driver's license or ID card issued by a U.S. state or List C Document: Social Security Card

outlying possession
Document Name: Driver's license Document State: Colorado

Driver's License or ID Card Number: Document Expiration Date: 12/15/2019

Case Status Information

Final Case Result: Employment Authorized Employer Case ID:
Case Submitted On: 06/03/2016 Case Submitted By: AFIN3846
Closed On: 06/03/2016 Closed By: AFIN3846

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

SENSITIVE BUT UNCLASSIFIED






Authorization

Authorization: By signing below, you authorize: {8) backgroundchecks.com {"BGC”) to request infor-
mation about you from any public or private information source; {b} anyone 1o provide information
about you to BGC; {c} BGC to provide Employer Solutions Staffing Group, LLC one or more reports based
on that information; and (d) us to share those reports with others for legitimate business purposes re-
jated to vour employment. BGC may investigate your education, work history, professional licenses and
credentials, references, address history, socia! security number validity, right to work, criminal record,
lawsuits, driving record, credit history, and any other information with public or private information
sources. You acknowledge that & fax, image, or copy of this authorization 15 as valid as the original, You
make this authorization to be valid for as jong as you are an applicant or employes with us.

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

Personal Information: Please print the information requested below to identify yourself for BGC.

Printed name: /T{QCLSVY\QJ’ MQ/* (B J

First Middle (T Last
nong}

Other names used: DN A&

Current and former addressas:

S/{\g - current - 2344 Zq oot ¢4, %r‘\q}’\j‘% (O pooN
from Mo/Yr 10 Mo/Yr Street " City, State & Zip
EYARY AL 9% S, [ethant ATLC Boioben (0 §060L
f{\c:}on; 1M to Mo/Yr Street City, State & Zip
W qu /s 82 tyuiltow ¢ Lochhwie (0 8060 |
from Mo/Yr to Mo/Yr Street City, State & Zip

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

3-1S-13%2 UBS - 13 STEI

Date of birth Social securlty number
CO- 99 -343 &SI mikgﬁxfwurmf%wmw&f
Driver's license number & state Name as it appears on license

Report Copy: if vou are applying for a job or live in California, Minnesota, or Okdahoma, you may reguest
- a copy of the report by checking this box: £

(jG%Z%gZZ%:> /3w

Signature ° Date




Para informocin en espofiol, visite www,consumerfinance.gov/iearnmore 0 eseribe o lu Consumer Financial Protection Bureay, 17006
Street NJW., Washington, DC 205582,

A SUMBARY OF YOUR RIGHTS UNDER THE FAIR CREDIT REPORTING ALY

The federal Fair Credit Reporting Act [FURA} promotas The accuracy, fafrness, and privecy of information in the files of consumer reporting
sgencies. Thare ars many types of consumer reporting sgencies, including credit burssus and specialty agencies {such as sgantias that sellin-
formation about chack writing historias, medical records, and rental histary records). Here is 2 summary of your major rights under the FCRA.
For more information, including information about additional rights, go 1o www.consumerfinance gov/isarnmore or write to: Consumer Fie
nancial Protection Bureau, 1700 § Streat LW, Washington, DU 20552,

»  You must be told i information in your file has been used against you. Anvone who e585 3 cradit report or another type of consumer re-
port to deny your application for credit, insurance, or employment — of 16 take another advarse sction against you - must 1l you, and must
give you the name, stitress, and phone number of the agency that provided the information.

«  You have the right to know what is in your file. You may request and obtain 2l the information about you in the files of & consumer repoart-
ing agency lvour “file disclosure®]. You will be reguired 1o pronide proper identification, which may include your Sogial Security numbet, in
ity cases, the disclosure will be free, You are entitled to 2 free file disclosure i
* & porson has teken adverse potion against you becsuse of information in your credit repory;

» you are the vistim of identity the?t and place & fraud alert in your file;

» your file conteins inecourats information as a result of freud;

* you are on public assistance;

*» you pre unemploved but expect $o spply Yor emplovement within 80 days.

in addition, 3 consumers sre entitled to one free disclosure evary 12 months upon request from each nationwide cradit bureas and from na-

tionwide specialty consumer Teporting sgenciss. See wwwconsumerfinanze sovflearnmore for additiona! information,

+  You have the right 1o 2sk for a credit score. Cradit scores sre numerical summariags of your credit-worthiness based on information from
credit buresus, You may regquest 2 credit score from consurner reporting sgancies thal create scores or distribute scores used in resideniial
real property loans, but vou will have To pay for i In soma mortgage transactions, you will receive credit score information for free from the
mgrtgage fender,

+ You have the right to dispute incomplete or inatcurate information. f vou igentify Informution in vour file that s incomplets of inaccurate,
and report iL1o the consumer reporting agency, the agency must investigate unless vour dispute & Frivolous. Ser www.consume-
edinance sovflearnmore for an explanation of dispute procedures,

+ Consumer reporting sgancies must correct or delete inaccurate, incomplate, or unverifiable information. Inacourate, incomplete of urver-
ifiable information must be removed or corrected, usually within 30 days, However, @ consumer reporting Sgency may continug 1o report
information it has verified as sccurata,

» Consumer reporting agenties may not report outdated negative information, in most 2ases,  CORSUMEY reporting agency may notreport
negative information that s more than seven years oit, or bankruptcies that are more than 10 years oid.

»  Access to your file Is Bmited, & consumer reporting agancy may provide information about you only 1o people with a valid need — usualy to -
ronsider sn application with e creditor, insurer, employer, landlord, or other business. The FCRA specifies those with a vaiid need for access.

*  You must give your consent for reports to be provided to employers. A consumer reporting agency may not give out information about you
o your employer, or s potential employer, without your written consent given (o the emplover, Written consent generally is not reguired in
the trucking industry. For more information, go to www.consumerfinance pov/isarnmore.

& You may Bmit “proscresned” offers of credit and insurance you get based on information in your credit report. Unsolicted “presereened”
offers for credit and Insurance must include 3 tolb-dres phone number vou can call if you choose fo remove vour name and address from the
fists these offers sre based pr. You may opi-out with the nationwide credit buresus at 1-888-567-8588.

»  You may seek demages from violstors, i & consumer reporting agency, or, In Some ceses, a user of consumer reports or a furnigher of infor
miation 1o § Lomumer repurting apency violates the FCRA, you may be sl to sue in state or federal court

+ dentity theft victims and active duty military personnel have additional rights. For morg information, visit woww consure
erfinsnce.sovliesrmmore. '

States moy enforce the FCRA, und muany states have their own consumer reporting faws. in some cases, you muay hove more rights under

state low. For more information, contoct vour state or locol copsumer protection agency or your stote Attorney General. For informution

about your federal rights, contact:

TYPE OF BUSINESS: CONTACT:
1.8, Banks, savings associstions, snd credit unjons with total pesets | & Buress of Consumer Financial Protection
of over $10 billion and their afiliptes. 1700 6 Street NW
Washington, DU 20852
. Such affiliztes that are not banks, savings assogiations, or credit | b, Federal Trade Commission: Consumer Response Center ~ FCRA
unions also should Ust, in addition to the Bureaw Washington, DC 20580
{877} 3824357
2. To the axtent not included in item L above:
. Mationa! banks, federal savings associstions, and federal & Office of the Compiroller of the Currenzy
sranches end federal ugencies of foreign banks Customer Assistance Group

1301 wickinney Street, Suite 3350



EMERGENCY CONTACT INFORMATION

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

Employee Name: W\QJ‘ W&j\’
Address: _ QY13 i%\oQJ‘* 5% BﬁW CO %Ob@(

Home Phone: __ +a O 30{ - k’)\i

Contact #1 Home Phone:  NJ&
Name: Roberk Reinhordk Cell Phone: 303 b4 B 1SHYD
Relationship: et~ Work Phone:  jJ,

Contact 2 Home Phone: 303 SS© 0730
Name: Ferocer Doan Cell Phone: 320 33l 000N
Relationship: sk Fewud Work Phone: 303 658 @34

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

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



/. RECEIVE YOUR PAY WITHOUT DELAY -,

-
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In order for you to continue to receive your pay each week without delay we are
encouraging all employees to use direct deposit or Global Cash Card. It is
becoming more and more difficult for employees to cash checks without fees or
delay due to increased security at all banks. Also, if your check is lost or stolen
you will have to wait 3 days for another check.

GLOBAL CASH CARD
If you don’t have a bank account, computer access or don’t want to use direct

deposit you can use Global Cash Card which works like a Visa.

e There are NO FEES for the card for your first transaction as a cash
withdrawal at an ATM or if you use it like a credit card (not debit) to make
individual signature purchases.

e If you don’t have access to a computer you can receive TEXT notifications
for your pay check amount on pay day as well as what the current balance
is. You can also receive low balance notifications set to the dollar amount
that you determine on the attached form.

e You may call Customer Service 24 hours a day, 7 days a week, 365 days a
year at 888-220-4477 for balance inquiries or other questions. (Para
Espafiol, apriete dos)

e You can pay bills with the GCC (by phone/internet/in person). You can also
set up your online account to make automatic payments.

Please complete the attached form and turn it in to your manager as soon as possible indicating
whether you would like direct deposit or Global Cash Card. Please make sure you include an

Fill Out This Form! IS

email address.




HEATHER M. REINHARDT 2 ae/10m0 1095
249 EGBERT PH. 720-232-6499

BRIGHTON, CO 80601
DATE

pyromE \\9“\7 B
< Q \wlv pOLLARs [@ B

AT BANK .

877-712-2265 or academybankco.com

© DELUXE WALLET OR DUPLICATE  SAFETY PAPER

MEMO

1230700 4LA &E ALO2990" 409
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Leveraging Resources in a Changing Marke

Direct Depaosit/Payroll Debit Card Authorization

(“)

Employees have the option of receiving wages by Direct Deposit and/or Payroll Debit Card.
If you do not provide a written election, wages wxl] be paid by Payroll Debit Card.
SECTION 1 BASIC INFORMATION

Employee Name ‘ SSN# (last 4 digits) | Effectiye Die
oo o ‘Rawr\ S-TL-S¥M 3]

 SECTION 2 PAYROLL ELECTION

) 4 Direct Deposit (Please complete Sections 3 and 5 bclow) Note: Direct Deposit accounts may take up to 7 days to be activated.
D Payroll Deblt Card (Please Lomplcte Sections 4 and § bciow)
' SECTION _ DIRECT DEPOSIT

[ Update Bank Account - I understand and acknowledge that if I do not provide a

Bank Name: voided check with this direct deposit form, I am

p( C,&d_WY\\J %Q)(\ \L responsible for any delays in payroll or extra costs

Routing# , @ —a, DO ’ Y g | incurred if the account number that I provide is incorrect.

Account# \ g{@ 9\%0.@ ' Initial.ﬂ7 Date (0/2/[ (9

| Account Type: 80 Checking [ savings Ll Other

ezcoho>

To help us avoid making an error. please attach a copy of a voided check. (a deposit slip will not work)
< Ifyou change banks. do not close your old bank account until your direct deposit has started at the new bank, which may take 2 pay periods.

SECTION 4 PAYROLL DEBIT CARD (GLOBAL CASHCARD)

Federal law requires all financial institutions to obtain, verify, and record information that identifies each person who opens an account. In order to
request a Payroll Debit Card for you, we must provide all of the following information that will enable the financial institution to identify you. If
you do not submit a Direct Deposit/Payroll Debit Card Authorization, ESSG will provide the necessary information and issue you a Payroll Debit
Card to pay your wages. For your protection, the financial institution may ask you to provide them additional identification information so they can
verify your identity.

Except for the routing and account number, ESSG does not have access to any information regarding your Payroll Debit Card account or
transactions. On your first payday, you will receive your new Payroll Debit Card, and a packet containing all of the terms and conditions. You will
then sign acknowledging that you received the Payroll Debit Card and packet. Your Payroll Debit Card will be reloaded on each payday you receive
wages.

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

First Name M.IL Last Name Date of Birth
Street Address (o BOX 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
I have received my Payroll Debit Card. welcome brochure. program fees, program terms, conditions, and disclosures. By activating my Payroll Debit Card,
1 am agreeing to the program terms. conditions. and disclosures that are included or made available to me from time to time from the financial institution. 1
authorize the financial institution to debit my Payroll Debit Card account for the fees described in the fee schedule that is part of the program terms,
conditions. and disclosures.

Employee’s Sighature:

Date: {9 / 3 / ‘ (_0
SECTION 5 AUTHORIZATION
1 authorize ESSG to directly deposit my periodic wages/compensation payments, net of required tax withhol dings. other required w Lthholdmgs
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.

*F-mail: klumen 13LS @ gmaxl. Cpon

this information will only be used téJsend your paystubs electronically

Date: (0!3/{&;

Employee's Signature:




-employer solutions stsgﬂ‘ INg group.
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Leveraging Resources in a Ch g Market

STATEMENT OF CONFIDENTIALITY

This agreement made this 3 day of__N¢ong 201jCL between
Employer Solutions Staffing Group LLC, hereinafter referred to as “employer”,
and H catther Rounhadt 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.

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.

mployee S|gnature

Employer Solutions Staffing Group LLC, Representative



. 3850 Pre-Screening Notice and Certification Request for

(Rev. January 2012) the Work Opportunity Credit OMB No. 1545-1500
Department of the Treasury . .
Internal Revenue Service P See separate instructions.

Job applicant: Fill in the lines below and check any boxes that apply. Complete only this side.
Your name’“H(JQ(SU(\L(‘ %M‘ Social security number b \{8 S - ( 3 ‘ ﬁ(:ﬂ/
Street address where you live 8\49 f% [QLG\ /( Sf.
City or town, state, and ZIP code ?) R%MO(\ CD 8 Ob@\
County AM S Telephone number 3 20 - 0L - (2

If you are under age 40, enter your date of birth (month, day, year) ] 2- [ S . ( q 83.

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

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

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

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

* | am at least age 18 but not age 40 or older and | am a member of a family that:
a 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.

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

e | am a veteran and | was unemployed for a period or periods totaling 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 disability and you were discharged or
released from active duty in the U.S. Armed Forces during the past year.

5 [ 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 earliest 18-month period begmnlng
after August 5, 1997, ended during the past 2 years, or
e Stopped being eligible for TANF payments during the past 2 years because federal or state law limited the maximum time
those payments could be made.

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 complete.

Job applicant’s mgnat@ A /'5 /’? / ' Date b , 3( [

For Privacy Act and Paperwork Reduction Act Notlc, see page 2. Cat. No. 22851L Form 8850 (Rev. 1-2012)




Form A (rev. 08/12) TAX CREDIT QUESTIONNAIRE

EMPLOYER SECTION:
ESG FEIN#: ESG Client Name & State:
Hiring Manager: Position: Starting Wage: $

EMPLOYEE SECTION:

Employee Name: Street Address: City/State: Zip:

SSt: Date of Birth: Age: Have you worked for | If yes, location:
_ _ / / this company before?
]:I Yes D No

Please complete all questions, and sign and date the form. Yes
1. Have you or has anyone living with you received Temporary Assistance to Needy Families (TANF) D @
at any time since August 5, 1997? (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 you received Food Stamps (SNAP) at any time during the past 15 months? @

(If yes, please provide information below.)

Name of the person receiving benefits: ru'qm M&Rj\‘k Relationship to you: Sdf
City: % ({Q‘Q’\i’O/\ County: Adan State: (O

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

3. Have you received Supplemental Security Income (SSI) at any time within the past 3 months? [:l m

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:

D Vocational Rehabilitation Agency L__] Dept. of Veterans Affairs D Employment Network (Ticket to Work Program)
Name of Agency: Phone #:
City: County: State:

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

&

5. Areyou a Veteran of the U.S. Military? *[fyes, please provide a copy of your DD-214 and letter of separation. D [Ef
(If yes, please provide information below. If no, 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? X
Have you been unemployed at any time during the last 12 months? %
If yes, dates of unemployment - From: L‘/ / , / ] (o To: (() / a / \ (0
Did you receive unemployment compensation at any point during your unemployment? D X
6. Have you been convicted of a felony or released from prison for a felony conviction in the past 12 months? [] &
Conviction Date: / / Release Date: / /
Was this a D Federal or D State conviction? If State - County: State:

IEC (Native American): Are you or your spouse a member of a Native American Tribe? D E

*If you checked yes please provide a copy of your CDIB card.

CA Residents: D Are you the child of foster parents? D Do you receive CalWorks? [:] Workforce Investment Act?
D Are you a migrant or seasonal farm worker? ,E_Have you ever been convicted of a misdemeanor? /€53, o $O0\

SC Residents: D Do you receive Family Independence Benefits?

PLEASE READ, SIGN, AND DATE:
Under penalties of perjury, I declare the information above to be true and accurate to the best of my knowledge, and I hereby authorize any agency,
organization, or individuals to supply such verification or information that may be needed to determine tax credit eligibility to my employer, employer

representative (Associated Consultants, Inc. dba Retrotax, e Department of Labor.
New Employee Signatufe: 7/ /%/L Date: LO/3 /{ %)
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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 paid for any compensable work injury. Medically
authorized time away from work will be reimbursed in accordance with the State
of Minnesota workers’ compensation laws. Wherever possible light duty
restrictions imposed as a result of your injury will be accommodated.

RESPONSIBILITIES OF THE INJURED WORKER:

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

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

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

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

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

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



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

Notify vour employer immediately of any new injuries or conditions that impact
your physical condition.

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

I have read my responsibilities and agree to abide by these guidelines.
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Leveraging Resources in a Changing Market

Important/Importante
LOST OR STOLEN PAYCHECKS

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

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

CHEQUES DE PAGO PERDIDOS O ROBADOS

Si un cheque de pago se pierde (que falta, fuera de lugar, destruido, perdido en
el correo, etc), usted debe notificar a su reclutador de personal que el cheque no
se puede 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 policia
antes de que podamos volver a emitir el cheque. Una vez hecho esto, usted
debe proporcionar una copia de la denuncia a su reclutador de personal que el
cheque fue robado. Si el cheque no ha sido cobrado y si la pérdida del cheque
no fue su culpa, ESSG emitira un nuevo cheque y no hay cuota se deducira.

AGREED/SE ACUERDA—

Name/Nombre (con letra de molde): (\HQQ%Q/' W




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 to help you find health insurance that meets your needs and fits your budget. The Marketplace offers
"one-stop shopping” to find and compare private health insurance options. You may also be eligible for a new kind of tax credit that
lowers your monthly premium right away. Open enroliment for health insurance coverage through the Marketplace begins in October
2013 for coverage starting as early as January 1, 2014.

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

You may qualify to save money and lower your monthly premium, but only if your employer does not offer coverage, or offers coverage
that doesn't meet certain standards. The savings on your premium that you're eligible for depends on your household income.

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

Yes. If you have an offer of health coverage from your employer that meets certain standards, you will not be eligible for a tax credit
through the Marketplace and may wish to enroll in your employer's health plan. However, you may be eligible for a tax credit that lowers
your monthly premium, or a reduction in certain cost-sharing if your employer does not offer coverage to you at all or does not offer
coverage that meets certain standards. If the cost of a plan from your employer that would cover you (and not any other members of
your family) is more than 9.5% of your household income for the year, or if the coverage your employer provides does not meet the
"minimum value" standard set by the Affordable Care Act, you may be eligible for a tax credit.1

Note: If you purchase a health plan through the Marketplace instead of accepting health coverage offered by your employer, then you
may lose the employer contribution (if any) to the employer-offered coverage. Also, this employer contribution -as well as your
employee contribution to employer-offered coverage- is often excluded from income for Federal and State income tax purposes. Your
payments for coverage through the Marketplace are made on an after-tax basis.

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

through the Marketplace and its cost. Please visit HealthCare.qgovV. for more information,

including an online application for health insurance coverage and contact information for a Health

Insurance Marketplace in your area***
If you decide to complete an application for coverage in the Marketplace, 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:

7301 Ohms Lane Suite 405 Edina, MN 55439 952-767-9519

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

Plans Minimum | Minimum penalized if |

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 met in 30 days

For more information about ESSG’s Insurance options, contact:
The Health Benefits Team

Employer Solutions Staffing Group

952-767-9519 | health@employersolutionsgroup.com

ESSG_Participatinglocations_REV_12.2014




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 infrude 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.

I SCOPE

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

. DISCLAIMER

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

V. PROHIBITIONS

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

8. No employee shall operate, use, or drive any equipment, machinery, or vehicle of the
Company or any client of Company while under the influence of alcohol, any controlled substances, or
any other drugs or medications that may adversely affect the employee’s ability to operate such
equipment, machinery, or vehicle. Employees 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 their job duties.

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

D. Engaging in off-duty sale, purchase, fransfer, 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 mag
alter job performance, the employee is under an affirmative duty to notify their supervisor of the
{emporary 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 reasonable suspicion 1o believe that an employee may have
ilegal drugs in his or her possession at work or on company 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. ALCOHOL AND DRUG TESTING

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 alcohol 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 to
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 Subiject to Testing,

1. Job Applicants. The Company may require that all applicants for a particular
position be tested for drugs or alcohol after receiving a conditional offer of employment. [f the
applicant tests positive for drugs or alcohal, the conditional offer may be withdrawn.

2. Routine Physical Examination Testing. 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-sensilive
positions to undergo testing on a random selection basis. Once the random selection has been made,
the Company will not waive the selection of any employees identified through the random process.

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

a. is under the influence of drugs or aicohol;

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

d. has caused a work-related accident or was operating or helping to operate

machinery, equipment or vehicles involved in a work-related accident.

5. Treatment Program Testing. The Company may require an employee who has
been referred for chemical dependency treatment or evaluation or is participating in a treatment
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 consent 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 failure 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 other licensing body recognized by applicable law to perform
all drug and alcohol tests.

4, Test Results.

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

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

b. Positive Test Resulf. An employee or applicant who tests positive for
drugs or alcohol will be given written notice that they have failed the test within three 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
over-the-counter or prescription medications the employee or applicant may have taken. An employee
or applicant who wishes {o submil any explanatory information must do so within three working days
after being notified of the positive test result.

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

C. Right to Test Resull. An empioyee or job applicanthas the right to
request and receive from the Company a copy of the test result report on any drug or alcohol 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 result,

D. Disciplinary Action in Response to a Positive Test Result.

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




2. Applicants. The Company reserves 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 positive test result. Instead the employee will be given the
opportunity to participate in an appropriate drug or alcohol counseling or rehabilitation program as
determined by a certified chemical use counselor or physician trained in the diagnosis and treatment
of chemical dependency chosen by the Company. The employee will be responsible for paying all
costs associated with any evaluation and subsequent freatment themselves or pursuant {o coverage
under an employee benefit plan. An employee who refuses or fails to participate in, cooperate with, or
‘complete the evaluation or recommended treatment may be terminated. An employee who
successfully completes freatment may be subject to random follow-up testing for a period of up to two
years in accordance with section V.A5. of this policy.

4, Employees - First Positive 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 resull.

5. Emplovees-Subseguent 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 fo complete additional chemical dependency
counseling or rehabilitation.

E, Privacy of Test Resulls,

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 fested.

2. Evidence of a positive test resuit, 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 government as required under
federal law, regulation, or order. Evidence of a positive test result 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 fo 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. I have read the entire confents of this policy and | am aware and fully

understand: (a) the policy and its contents; (b) what conduct the policy prohibits and the
consequences of such conduct; {c) my rights under the policy and the consequences if |
exercise certain rights; and (d) that certain events as described in the policy may resuit
in adverse personnel action, including my termination from employment with ESSG. |
understand that this policy in any form, and any employee handbook including this
policy, are not a unilateral employment contract or offer thereof,

3. | hereby voluntarily consent to ESSG, or its health service providers, or
other persons or entities acting for or with them, to collect a body component (blood,
urine, breath, or any combination thereof) from me for testing for alcohol and/or drugs. |
understand that the laboratory selected by ESSG may conduct testing and other
analysis on the sample provided by me. | further voluntarily consent to the laboratory's
disclosure to ESSG of the results of my drug and/or alcohol test and other information
related to the test.

“Neathhe~ Reinhardd

Individual's Name

31l

Date




~employer solutions staffing group.
Leveraging Resources in a Changing Market

Notification of Colorado Law Requirement —
Unemployment Acknowledgement

According to Colorado Statutes section 8-73-105.3. A temporary employee who
is given a notice that the employee is required to contact or notify the employer
upon completion of an assignment and to be available to work, as agreed upon
at the time of hire, during a specified period of time, on specified dates, or upon
call by the employer on an as-needed basis and who does not contact or notify
the emplover upon completion of an assignment in compliance with the notice
and is not available to work at the agreed-upon times is deemed to have
voluntarily terminated employment for the purpose of determining benefits
pursuant to section 8-73-108 (5) (e). Also, a temporary employee who agrees to
work on an as-needed basis and refuses all work within three separate pay
periods when contacted by the employer is deemed {o have voluntarily
terminated employment for reasons that may or may not allow an award of
benefits pursuant fo section 8-73-108.

It is your responsibility to contact or notify ESSG (For example, by calling 303~
920-1425, or using another means of contact) once your assignment ends.
If you fail to do so, it may affect your unemployment benefits.

I understand by signing this form that | am responsible to contact or notify ESSG
once an assignment ends. | also acknowledge that | have received a separate

copy of this form.<4/Z_ (Initial)

Qg Ll
mployee Sigriature: Date:

NootHhe Redhlrore &

Employee {please print your name here)

CMB-08/2013



. BaC\(‘ ‘ac-\( 8850 Tyler Blvd., Mentor, OH 44060 Phone 800-991-9694 Fax (440) 205-8355
Visit our website at: www.backtracker.com or email us at: btsearches@backtracker.com

EMPLOYMENT SCREENING SPECIALISTS

BACKGROUND INFORMATION FORM FOR BACKGROUND CHECK

BackTrack, Inc. is an employment screening company that conducts background checks on prospective employees/employees for our
clients as part of their standard hiring procedure. In order to perform this check, we need you to provide the following information.
Please be sure to fill out this form completely and legibly.

APPLICANT INFORMATION (please print clearly & accurately)

Position Applying For: 0~y Al ioN worker BpeedSalay: 1S - (G /e

Last Name 'RM(M First Name (NMM‘ Middle Name  [M\e ¢ {

Maiden Name A Any Other Name(s) Used DA Phone (320) 30t ([ U(
HomeAddress AUQ  § phhect sS4 EMail Address |y [ pnen | 30S @ amail.conm
City %dq\'\jﬁn 7 ste Co Zio RO LD Comty (L SA From Mi/Yr &7 vao Mib/Yr presod]
Social Securit; Number* Y B § -\ §F Y Dateof Bith* |- [ $ - B } Military Branch of Service ~ AJA

*For background screening purposes only

Driver's License Number (" 0 q 8 - %ﬂ/{ 3 - O}S?} State License was Issued (\ O

High School City/State Location Year Graduated Full Name Diploma Issued Under
If GED received, in what State C (’) City/State Location B VVMD’\ CO Date Received S’ 2 DOB Name Used for GED W
4 :
College o \'k s {L o City/State Location W Year Graduated M A
€gree Rec d:
[J Associate [] Bachelor [] Master [ Other Student ID Number: Full Name Used H’%W Q&:“,(/LQ)’M
List Previous Addresses (to cover last 7 years) .
Address 13 S [@h gt APT C City/State |3 ne h,fm Co Zip D00 (
N N
Comnty & damS From Mth/Yr 3 / 1S ToMth/yr S~ / [ (o

adress Qb3 L OMow  Drive Gyt Loda buwie o Ze 8D O3

County UJ&‘ d From mem%'/' Oq To Mth/Yr 3 / '5
Nt Syre exactiy

NOTE: The absence of any of the above information could result in a delay in processing your background. If necessary, a representative from
BackTrack, Inc. will contact you for additional information in order to expedite the background process. Thank you for your assistance.

-——FOR CLIENT USE ONLY - DO NOT WRITE BELOW THIS LINE---

CLIENT INFORMATION SERVICES REQUESTED D RUSH ORDER (827 extra charge)
Name: PACKAGE:
[ Level1 (employment, education, criminal search, credit or SSN search, driving)
Title: [J Level II (employment, criminal search, credit or SSN search, driving)
E Level Il (employment, education, criminal search)
. . Level IV (employment, criminal search, credit or SSN search)
E-Mail Address: [J Level V (criminal and SSN search)
[ Level VI (employment, education, criminal search, credit or SSN search)
Company Name: (Above packages check here for 5 year emp. history [] Check here for only 3 year [])
[ Criminal History (county) [_] Federal District Search
Address: [ Civil Litigation [ Statewide Search (where available)
City/State/Zip: ] CrimeTrack (Criminal Database and National Sex Offender Search)
[[] GlobalTrack (Patriot Act Search)
If Applicable, Division or Code #: [ Credit Report )
Phone Number: ] Employment History [_] Education [_] Driving Record [] SSN Search
Fax Number: 1 Workers' Comp. [] Military [ ] Credential [] Bus/Personal Ref.
F14-0304

YOU MUST COMPLETE AND RETURN THE BACKGROUND INFORMATION FORM, THE DISCLOSURE FORM
AND THE AUTHORIZATION FORM FOR A BACKGROUND CHECK




8850 Tyler Blvd., Mentor, OH 44060 Phone 800-991-9694 Fax (440) 205-8355
ac rac Visit our website at: www.backtracker.com or email us at: btsearches@backtracker.com |,

EMPLOYMENT SCREENING SPECIALISTS
DISCLOSURE REGARDING BACKGROUND INVESTIGATION

Employer (“the Company”) may obtain information about you from a third party consumer reporting agency for
employment purposes. Thus, you may be the subject of a “consumer report” and/or an “investigative consumer
report” which may include information about your character, general reputation, personal characteristics, and/or
mode of living, and which can involve personal interviews with sources such as your neighbors, friends, or
associates. These reports may contain information regarding your credit history, criminal history, social security
verification, motor vehicle records (“driving records”), verification of your education or employment history,
workers compensation claims or other background checks. Credit history will only be requested where such
information is substantially related to the duties and responsibilities of the position for which you are applying.
Workers compensation will only be requested in compliance with the ADA and/or any other applicable laws.

You have the right, upon written request made within a reasonable time, to request whether a consumer report has
been run about you, and disclosure of the nature and scope of any investigative consumer report and to request a
copy of your report. Please be advised that the nature and scope of the most common form of investigative
consumer report is an employment history or verification. These searches will be conducted by BackTrack, Inc,,
8850 Tyler Boulevard, Mentor, OH 44060, (800) 991-9694, www. backtracker.com. The scope of this disclosure is
all-encompassing, however, allowing the Company to obtain from any outside organization all manner of consumer
reports throughout the course of your employment to the extent permitted by law.

Signature (il 7/ ~ Date ;b /3 /i (O
Printed Name hNQR%Q( MM Company Applying To %QS F Q C M (’)\J

F14-0304




BaC\(‘ “ aC\( 8850 Tyler Blvd., Mentor, OH 44060 Phone 800-991-9694 Fax (440) 205-8355

Vi : . . : .
EMPLOYMENT SCREENING SPECIALISTS isit our website at: www.backtracker.com or email us at: btsearches@backtracker.com

ACKNOWLEDGMENT AND AUTHORIZATION FOR BACKGROUND CHECK

1 acknowledge receipt of the separate document entitted DISCLOSURE REGARDING BACKGROUND INVESTIGATION and A
SUMMARY OF YOUR RIGHTS UNDER THE FAIR CREDIT REPORTING ACT and certify that ] have read and understand both of
those documents. I hereby authorize the obtaining of “consumer reports” and/or “investigative consumer reports” by Employer at any time
after receipt of this authorization and throughout my employment, if applicable. To this end, I hereby authorize, without reservation, any
law enforcement agency, administrator, state or federal agency, institution, school or university (public or private), information service
bureau, employer, or insurance company to furnish any and all background information requested by BackTrack, Inc., 8850 Tyler
Boulevard, Mentor, OH 44060, (800) 991-9694, www. backtracker.com and/or the company. I agree that a facsimile (“fax”), electronic or
photographic copy of this Authorization shall be as valid as the original.

New York applicants only: Upon request. you will be informed whether or not a consumer report was requested by the Company, and if
such report was requested. informed of the name and address of the consumer reporting agency that furnished the report. _You have the

right to mspect and receive a copy of anv investigative consumer report requested bv the Companv bv contacting the consumer reporting

agency identified above directlv. By signing below. vou acknowledee receipt of Article 23-A of the New York Correction Law.

Washington State applicants onlv: You also have the right to request from the consumer reporting agency a written summary of your
rights and remedies under the Washington Fair Credit Reporting Act. .

Minnesota and Oklahoma_applicants onlv: Please check this box if you would like to receive a copy of a consumer report if one is
obtained by the Company. [_]

California applicants onlv: Under California Civil Code section 1786.22, you are entitled to find out what is in the CRA’s file on you
with proper identification, as follows:

. In person, by visual inspection of your file during normal business hours and on reasonable notice. You also may request a copy
of the information in person. The CRA may not charge you more than the actual copying costs for providing you with a copy of
your file.

. A summary of all information contained in the CRA file on you that is required to be provided by the California Civil Code will

be provided to you via telephone, if you have made a written request, with proper identification, for telephone disclosure, and the
toll charge, if any, for the telephone call is prepaid by or charged directly to you.

. By requesting a copy be sent to a specified addressee by certified mail. CRAs complying with requests for certified mailings shall
not be liable for disclosures to third parties caused by mishandling of mail after such mailings leave the CRAs.

“Proper Identification” includes documents such as a valid driver’s license, social security account number, military identification card,
and credit cards. Only if you cannot identify yourself with such information may the CRA require additional information concerning your
employment and personal or family history in order to verify your identity. The CRA will provide trained personnel to explain any
information furnished to you and will provide a written explanation of any coded information contained in files maintained on you. This
written explanation will be provided whenever a file is provided to you for visual inspection.  You may be accompanied by one other
person of your choosing, who must furnish reasonable identification. A CRA may require you to furnish a written statement granting
permission to the CRA to discuss your file in such person’s presence.

Please check this box if you would like to receive a copy of an investigative consumer report or consumer credit report at no charge if one
is obtained by the Company whenever you have a right to receive such a copy under California law. [_]

o _(0/3 /110
Printed Name "u MV M Company Applying To Wq;

Signature

F14-0804






vsl  219301-EMP OFFICEUSE | ocaTION Rehire Date ____/ /

ENROLLMENT FORM - PLAN 2 _Fixed Indemnity Plan ESC UNAV P2 v1:
REQUIRED EMPLOYEE INFORMATION BENEFIT SELECTION Weekly Raf
(Must Be Filled Out) , ,
ot ey Nmper L85 -1 3 -S TFTH Y || ou MUST ool bl adng n s You
Date of Birth L&JLSJL&.B.&. Sex l__—l Employee Only I___l Employee + Family
Name QUI O( ? Qb@f\‘k— S‘(’ g Employee + 1 D NO to all indemnity benef
U
sucerAddress 2492 gloert st FIXED INDEMNITY MEDICAL (g
City %r’(g)(\f—'o(\ State S_Q Zip BQ;Q_&__L 'VA/‘ yEs $20.91 Employee Only

$42.44 Employee + 1
HomePhone 2 O-3 0 -1\ [ ]NO  $56.67 Employee + Family
This coverage is not available to residents of New

7| S 7. i () . .. .
~ Do you or any dependents have Medicare’ Hampshire, Hawaii, or Puerto Rico.

[ 1 Yes E’No If Yes:
Medicare Health Insurance Claim Number (HICN) DENTAL H

vEs $6.17 Employee Only
$12.34 Employee + 1

/ /

Medicare Effective Date _______ " ___ ' ________ D NO $20.36 Employee + Family
Names of Covered Person(s)
1.
) TERM LIFE @
3. gYES $0.60 Employee Only

- - $0.90 Employee + 1

I:I NO $1.80 Employee + Family
REQUIRED DEPENDENT INFORMATION
Name Zebulan SHORT-TERM DISABILITY :

Social Security Number & J_ L‘L ) .3_ ‘_ B _Ci _(_O_ _J_l D YES G
N

Date of Birth Q_Q:_/_&:D:_/_%Q__QQ\_ Sex E

Relationship: [J Spouse JXJ Child [] Domestic Partner Short-Term Disability is not available to persons who work
California, Hawaii, New Jersey, New York, or Rhode Islanc

Name Ay BENEFICIARY INFORMATION

For Term Life / Accidental Death & Dismemberment, please write

$4.20 Employee Only

Social Security Number " ~_ in your beneficiary information.
NAME OF BENEFICIARY
: / / -
Dateof Birth " ' Sex Edouicw\
Relationship: [JSpouse []Child [J] Domestic Partner RELATIONSHIP
500
Name N Accidental Death & Dismemberment is part of the Term Life Benefit.

Social Security Number " "___

Date of Birth ____.__/_..__....../._..——-——-—-——- Sex

Relationship: []Spouse [ Child [] Domestic Partner

I have read the benefit packet and understand its limitations. I understand that open enrollment is only available for a limited time and I
understand that making no benefit seles igg,;s a declination of coverage.
. 5 i 2 -

P Signature 02 j e 061037301 G




o g o gt e
s staffing group.

Enhanced MEC Pian_Plan 1

[ Rehire Rehire Date

Benefits Enroliment Form

M New Employee

Employee Information
Name (Last, First, MI)

Lotnbpratk, oo M. YpS (13- 57

Address City State Zip Code

249 Labect ot Biigdw | Co eyeieye]
Gender U mate Ma\i{a\ljiatus B Single Date of Birth - fte of Hire

A Female [J Mawjed [J Divorced a‘ / ‘S' , q 89 729 /&{\('\

"0 20l 131 N\ Lo [3:[5 e qmail. o

Please Select Desired Cos‘e age:
Employee Only - Employee
$24.00/Week

Social Security Number

Employee+Child(r
$36.00/Wee

) - Family -
$63.00/Week

Social Security # Sex

Roinher
B zehuor R ©Y-3119%

Last Name First Name M.

Relationship
B’ Maie [ Spouse K Child

O Female 1 Domestic Partner

Social Security # ith Date | Sex Relationship

O Male [JSpouse [ Child
[] Female [0 Domestic Partner

Last Name First Name M.1.

Social Secyrty # Birth Date | \gex Relationship
: L. Male D Spouse D Child
Last Name First Name ML l O kemale [0 Domestic Partner

Other coverage information including Medicare/Medicaid
NAME OF PERSON COVERED (LAST, FIRST, Ml):

N\
/ EFF. DATE \
EFF. DATE \

/
/ 1 EFF. DATE \

Employee Acknowledgement and Authorization 1 hereby apply for the group Benefit(s) as indicated. | acknowledge that all entries are true and complete and that
any misstatements or failure 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 empjdyer to make the necessary payroll deduction of premiums for coverages | have elected.

IF ENROLLING - YOU MUST SIGN HERE

sl Dol 227 O | o of3 (1t

ENPLOYEES ECLINING O~ [am DECLINING /coverage

I understand that | and/or my dependents, if any, waive any coverage and desire to participate in the plan at a later date. I/we may be considered a late enrdllee and
must meet the requirements defined in the Certificate of Coverage for the tompany's medical or dental plans. If | decline enroliment for myself or my depentients
(including my spouse) because of other coverage, | may, in future be ableto enroll myself or my dependek\ts in this plan, provided | request enroliment within 31
days after the other coverage ends. In addition, if a new dependent relatiohship forms as a result of marriage, birth, adoption, placement for adoption of parting suit
of adoption, | may be able to enroll myself or my dependent, provided | request enroliment within 31 days of the event.

IF DECLINING- YOU MUST SIGN HERE

s o S

Employee Signature Date

Employer Solutions Staffing Group Health Benefits Team
7301 Ohms Lane Suite 405
Edina, MN 55439
Phone: 952-767-9519 Fax: 952-767-9515
Email: Health@employersolutionsgroup.com



