weoeuir E-Verify: Print Case Detalls - Preview

EVerify

SENSITIVE BUT UNCLASSIFIED
Case Verification Numbar- 2017178130038HF
Repart Prepared: C8/28/201
Information
Company ID: 47420 Company Nama: Euphyu&lﬂmnsmemup
Employse information
Last Name: Her Firat Nams: Jim
Dats of Elritr: 11/14/1884 Saocial Sscurity Numbar; *** * 4979
Hirs Date: 08/27/2017 Giiizenship Stetus: A cifizen of the United States
Document Information _
LMBDWOMMMID&MWW&U&MWMM menmmmmnycam
Dooumant Name: Driver's licensa Document Stats; Minnesota
Driver’s Licensa or ID Card Numbey: Domuumﬁwhaﬂonbah:mm‘ls
Case Biatus Infonnation
Final Case Regult: Employment Authorized Employer Case ID;
Gass Bubmitted On: 08/28/2017 Casa Submitted By: YMOLISB45
Closed On: 08/28/2017 Closad By: YMOLISB45
Closure Statement: mmmwmmhmmmemmmmmgmmwmmmmu
SENSITIVE BUT UNCLASSIFIED

https:lle-veﬁfy.uscls.govlweblPdntCaseDaInlls.aspx?CaseVerNum=20171 79130038HF
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o \\{"{5 S Tel: 952.835.1288

www.esgstaffingsolutions.com

employer solutions staffing group..

New Hire Application
Personal Data-- PLEASE PRINT LEGIBLY IN INK

Last Name # ﬁé First Name EZ@ 1 Middle Initial

Street Address /u Apt/Ste
City/State/Zip (27 B /4 S f / Z ‘,' -' Social Security Last Four 200¢-XX- ﬂ??
Phone Number _ £.57 3L/0 - 374 % Email Address &rﬂ& @ !& &M éaﬂj

(4 4

L4

Staffing Agency/Recruitment Partner

All offers of empio ent are conditional upon gatisfactory proof of Ide and legal ability to work In the U.S.A.
Are you legally authorized to work In the United States of America? I;Z;S ONo

Applicant Certification and Authorization

I release ESSG and other persons or entities from any claims that might be based on ESSG's decislon to conduct a background check,
| certify that all statements made In my application are true and accurate and that | have not omitted any materiaj Information or provided
false or misieading information, | understand that any materiaj omission or misrepresentation will result in my disqualification from
conslderation for employment or, if discovered after I begin employment, will result in my termination.

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

Tam%wﬁ” W I t-27-/7

App s Signature Date

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

For ESSG Office Use Only
DOH NHw I-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 - CMG Rev. 0412017



F w _4 20 17 The exceptions don't agplyto suppiemental wages Nonwage Income. if you have a large amount of
Ol'm grester than $1,000,000, nonwage income, such as interest or dividends,
e

Purpose. Compiste Form W4 8o that your the Personal Aliowances Worksheet below, 1040-Es, Estimated Tax for indviauals, Otherwise,
RO or ey Gt oot ey Vaeta o g’ ter ety Sty oo P 208 0 0
W4 eactgaar and when your persnnﬁ or financial deductions, certaln creciits, wm to Incomes, acust your withhoiding on Form W-4 or W-4P.
situation changes. or two-eamera/multiple jobs ons, Two earners ar multiple johs. if 3Jrog l}lgve ath
Exemption from withholding, If you are exem Complete all workshests that apply. However, you Workdng spouse or more than one Job, figure the
complete only lines 1, 2, 8, 4, and 7 and sign ﬂ'np;' may clalpm fewer (or zaro) anowanc&.y For regular m, pe ﬁ"sl?-uf m&% arg:lnufed ,?;n","""“
form to validate . Your exemption for 2017 expires Wages, withhoiding must be based on allowances W-4. Your withhoane nee v;,““ o o';?
February 15, 2018. See Pub. 505, Tax Withholding you claimed and may not be a fist amount or when all allowsncas are olalaen o g oo, SooUrate
and Tax. percentage of wages. for the highest %amylng Job and zero aliowanoes are
Note: If another person can claim you as a dependent Head of household, Generally, you can clalm head claimed on the others. Ses Pub, 505 for detalls.
on his or her tax retum, you cen't clalm exemption of househoid status on youir tax return only if Nonrssident allen, If you are a onresident al
from withhoiding if mw Income exceeds $1,050 you ars unm and pay mors than 60% of the Notics 1350 Su;nfamﬁwml:on: iy ,mwg“n':f:?
and includes mora $350 of uneamed income (for costs of kesping oltlﬁ a home for yoursalf and gnur Nonresident Alie, P before complsting this fo
example, interest and dividencls), depend afor er qualifying Individuals, See s completing (0
ns. An empli be abie to claim Pub. 6501, ptions, Standard Deduction, and Check your withholding, After your Form W-4 takes

Bw;ifﬂ" = P ey Filing information, for fnfunmtlon. sfieot, use Pub, 505 to ses how the amount you are
exemption from wnhholging evan if the employee Is having withhaldl oo, A rojactedgtal o
& depsndent, if the employes: I&mgm: mmgg,,m%ﬁ“ ) for2017, See Pub, 53?,'3';;:93'1';1 ?fyour eamings
* 15:8ge 85 o oider, wilhholding allowanoea, Greahs fo opac o dependent  exceed $130,000 (Singie) or $180,000 (Marriec),
* |8 biind, or care expenses and the child tax credit may be claimed Future developments. information about any future
* Will claim adjustments to Income; tax credits; or gs' n%tl.lil!le. EgSmfgnlalnfoArll]'naﬁo 0:8 WOrk?aleat bal"m Fevlsel'ggl;'r‘la:rgmd aggr?%gésﬁ%ﬁe osted
ftamized deductions, on his or her tax retumn, cr?dns Into wmﬂl;o]d]n gno\'f‘,a;?g?: g yourdihec aetg www.irs.gov/iw4, g

Personal Allowances Worksheet (Keep for your records.)

A Enter *1” for yourself if no one eise can claim youasadependent. . . . , ., . ., . . © 0 o 0 o o
* You're singie and have only one job; or

B  Enter*1”if; { » You're married, have only one job, and your Spouse doesn't work; or } 9
* Your wages from a second Job or your spouse’s wages (or the total of both) are $1,500 or less.

C  Enter *1” for your spouse, But, you may choose 1o enter *-0-* |f you are married and have either a working spouse or more

than one job. (Entering #-0-" may help you avoid having too little tax withheld,) . 9 0 0 0 0 0 B 6 0 6 o a

Enter number of dependents {other than your spouse or yourself) you will claim on your tax retum 5 o o dlo

Enter “1” if you wiil file as head of houssehold on your tax retum (see conditions under Head of househoid above)

Enter “1" if you have at ieast $2,000 of ohild or dependent care expenses for which you pian to claim a credit

. . A

Fh

TmMmoOoO

1]

mTmo

G  Child Tax Credit (including additional chiid tax credit). See Pub. 972, Chlid 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 fess *1” if you
have two to four eligibie children or less “2” if you have five or more eligible chiidren,

* if your total Income will be between $70,000 and $84,000 ($100,000 and $118,000 if married), enter *1* for each eligblechid. &
H  Add lines A through G and enter total here. (Note: This may be different from the number of exemptions you clalm on your tax retum.) > H

* if you plan to itemize or claim adjustments to income and want to reduce your withholding, see the Deductions
Foraccuracy, | and Adjustments Worksheet on page 2.

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

¢ If neither of the above situations applies, stop here and enter the number from fine H on fine 6 of Form W-4 beiow.
Separate here and give Form W-4 to your employer. Keep the top part for your records,

W"4 Employee’s Withholding Allowance Certificate OMB No. 1545-0074
:rrn ent of the P Whether you are entitied to claim a certaln number of allowanoes or exemption from withholding is 2 @ 1 7
m;mm Revenus sﬂﬂ;ﬁmy subjeot to review by the IRS. Your employer may be required to send a copy of this form to the IRS.

1 Your first e agd middle initial Last name 2 Your soclal security number
o V) 24— 76- YO

s ﬁ singie [ Married (] Married, but withhoid at higher Single rate,
Note: If manied, but iegally separated, or spouss is a nonresident allen, chack the “Single® box,
4 K your last name differs from that shown on your soglal security card,

1 drd check here, You must call 1-800-772-1213 for a replacement card. P[]
iming (from I1f& H above or from the applicable worksheet on page 2) 5] ¢

Additional amount, if any, you want withheld from each paycheck ©'0 6 06 0 0 0 o o o (AE]
7 |claim exemption from withholding for 2017, and | certify that | meet both of the following conditions for exemption, |
* Last year | had a right to a refund of ali federal income tax withheld because | had no tax liabllity, and
® This year | expect a refund of all federal income tax withheld because | expect to have no tax llabliity,
lfyoumeetbothcondtﬁons,write“Exempt"here. SRS 3 kA |
Under penalties of perjury, | declare that | have examined certificate and, to the best of my knowledge and belief, it Is true, correct, and complete.

: - beor 6~27 /7

nes B and 10 only if sending to the IRS.) 9 Office cods (optional) | 10 Employer identification number'(ElN)

Employee’'s signature
(This form Is not valid uniess you sign it.) »
8 Employer's name and adtress (Employer: Compl

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 ;:";611;30 -
U.S. Citizenship and Immigration Services 0

» 7 Expires 08/31/2019
P START HERE: Read Instructions carefully before completin

g this form. The Instructions must be avaliable, either in paper or electronically,
during compietion of this form, Employers are llable for errors In the compietion of this form.

ection 1. Employed Infarmatlon and Atteslation (Empioyess must oamplete and sign Segtian 1 of Form 18 ha later
tian the first day of employment but nat hefore agospting a job affer ) e : v ‘
Last Name (Family Name) First Name (Gjven Name) Middie initial Other Last Names Used (iFany)
Y. i/ 4 | rm
Address {ZbaetNumberandNage) Apt. Number | City or Town S;;A/ ZIP Code / F
Date of Birth (m /] U.S. Social Security Number Employee's E-mail Address * Empioyee's Telep;one Number
p
[F-1%- (7 _|§RW-T18- (- 24D~ 474

Iam aware that federal jaw provides for Imprisonment and/or fines for false statements or use of false documents in
connection with the complistion of this form.
| at?ﬁt, under penaity of perjury, that | am (check one of the following bhoxes):

[ 1. Acitizan of the United States
|:| 2, Anoncitizen national of the United States (See instructions)
[:I 3. A lawful permanent resident (Alien Reglstration Number/USCIS Number):

D 4. An allen authorized to work  until (expiration date, if applicable, mm/ddiyyyy):
Some allens may write "N/A" In the expiration date field. (See Instructions)
Allens authorized to work must

provide only one of the following document numbers to complete Form 1-9; Do 3’;‘33,;:—,,5;2,':{;;“
An Allen Registration Number/USCIS Number OR Form 1-94 Admission Number OR Forelgn Passport Number,

1. Allen Registration Number/USCIS Number:
OR

2. Form 1-94 Admission Number:
OR
3. Forelgn Passport Number:

Country of Issuance;

Signature of Employee

W______‘ Today's Date (mm/dd/yyyy) é _ 27_ /_7

: rer and/or Transld erfifioation [ahedk ona); ' !
7| | did nat uge & preperer br ranelater. [ ] A preparer(s) andvor transiator(s) assisted the employée in ahmpleting Seoting 1.
(Fleldy below myst by epmpleled and sigried when preparsra andfor trensletrs esslst 4n emplayee in eampleting Saatin 1)

I attest, under penaity of perjury, that I have assisted in the completion of Section 1 of this form and that to the best of my
knowiedge the information is true and correct,

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

@ Employer Completes Next Page @

FormI-9 11/14/2016 N



Employment Eligibility Verification USCIS
Department of Homeland Secnrity Form I-9
U.S. Citizenship and Immigration Services OMB N"b;gllii%‘}‘;

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

The employee's first day of empio

. , o o o ' frst day of emplayment. Yoy
fram List A OR a carmbinatin of one dagumeint fran 8 andl ane desumant from Lixt Q a4 Uisted o the “Listy
Last Name {Il=al;11Iy Name) First ) a;ne‘ (Given Name) M. Ciﬁzenshlpllrrynlgraﬂt-m Status
Empioyae Info from Section 1 ﬁ' DA $hn l ) VUL CH
ListA OR ListB AND ListC
Identity and Empioyment Authorization identity Empioyment Authorization
Document Title " | Document Title Document Title . r )
[ 1
issuing Authority issuing Authority Issuing Authority
Sl Zh Mo XA
Document Number Documept Number Document Numher
ARSI LI -upna
Expiration Date (¥ any)(mm/ddsyyyy) Expiration Date (if any)(mm/ddsyyyy) Expiration Date (i an ) (mm/ddAryyy)
05182)2.504 N b
Document Title
Issuing Authority Additional Information D@?ng,,;:;,wgggg;;;
Document Number
Expiration Date (iF any)(mm/ddfyyyy)
Document Title
issuing Authority .
Document Number
Explration Date (i any)(mm/ddfyyy)
Certification: | attest, under penalty of perjury, that (1) | have examined the document(s) presented by the above-named employee,

genuine and to relate to the employes named, and (3) to the best of my knowledge the
es.

Vyyy): _&Q’l tgl 2 (See Instructions for exemptions)

Signature of Employer or A o Bay’s DatefmmAidiyyyy) | Title of Empioyer or Authorized Representative
| ol T1h017 ks
Last Name of Emp| A ai\lmd Repl B U First Name of Empioyer or Authorized Representative Employer's Business or Organization Name
N‘ J M’\Q\ _ EMPLOYER SOLUTIONS STAFFING GROUP LLC
Employer's Business or (-)rg‘a'nlzation Address (Street Number s@' Name) an; or Town State ZIP Code
7301 OHMS LANE SUITE 405 EDINA MN 55439
e % Reverificatlon and Rahires (75 2o eafplofed and signed by employer o authorizad reprasefitalive )
ale, 8. Date of Rehire (# appiicable]
First Name (Given Name) Middie initial Date (mm/dd/yyyy)

, If the 8mployed'® previGus grant of & ip

Nt althiori2ation hak expired, provide The Tnfarmation for The doourtient or recgipl hal establishés

the employee presented document(s)

confinying empioyment autha ation In the space pravided below.
Document Title Document Number Expliration Date (if any) (mm/Adiyyy)
| attest, under penalty of perjury, that to the best of my knowledge, this employes Is authorized to work in the United States, and If

, the document(s) | have exa

mined appear to be genulne and to reiate to the Individual.

Signature of Employer or Authorized Representative

Today's Date (mm/ddlyyyy) Name of Employer or Authorized Representative

Form1-9 11/14/2016 N
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. This ‘card is the official venfication of your Social Securlty number.
. Please sign it right away. Keep it in a safe place.

Improper use of this card or number by anyone is pumshable by fine,
". imprisonment or both.

i Thxs card belongs to the Social Security Admlmstmuon and you must
regum 1t if we ask for it.

»Jf you find a card that isn’t yours, please return it to:
§ Social Security Administration
P.O. Box 17087, Balumore ‘MD 21235

For any other Social Security busmesslmformanon, contact your

- local Sacial Security office. If:you write to the above address for any '

busmess other than returning a found card, it will tak é longer for us
Lo answer your letter. *

'Social Security Administration

S SR : :

\ Form SSA-3908 (1-94)(Formerly OA-702), & 3, 060902 .




EMERGENCY CONTACT INFORMATION

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

Employee Name: mﬁ) W

Address:

V)

Home Phone: éS! ,ﬂﬂ 371'{3

Pléasa list two paopla (in prlorlty ou;

BRGENCY CONTACTS
dt) Who could be santactdd in case of ah ame_rg_ney

Contact #1

Name: ke@ V‘mﬂ

Relationship: o ST\

Home Phone:

Cell Phone; @Sf " 36 >-17 gl

Work Phone:

Contact #2

Name:

Relationship:

Home Phone:

Cell Phone:

Work Phone:

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

Employees have the option of receiving wages by Di posit and/or Payroll Debit Card.
If you do not provide i

|

SEGEION 2 PR WL L CEEEON
| ] Direct Deposit (Please complete Sections 3 and 5 below) Nnthmeepnsﬂacmmmcytakeuptu?dmmbauﬂvatad
[M" Payrol Debit Card (Ploase completo Sections 4 and 5 below) _| Paper Check (Please complete Section 5 below)

T understand and acknowledge that if T 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.

Initial Date

Tohelpusavoidmaldnganarmr,pleasenunchaoopyofavoidedchedc. (a depositnlipwillnotwork)
- Ifynnnhangebanlm,donotcloseyouroldbankamnmnnﬂlyomdimctdeposﬂhassmrtedatﬂlenewbmk,whinhmaymkﬂpaypmiod&

Except for the routing and account number, BSSG does not have access to any information
transactions, On your first payday, you will receive Yyour new Payroll Debit Card, and a packet containing all of the terms and conditions, You will
then sign acknowledging that

regarding your Payroll Debit Card account or
you received the Payroll Debit Card and packet, Your Payroll Debit Card will be reloaded on each payday You receive

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

:‘::;N:;sa‘{m i | M.I. Last Name HW DateofBirﬂT/”Iq_q‘?

) Social Security#
S%Agy/f Z;“ w Cell Phone (mobile) M

RECEIPT OF PAYROLI, DEBIT CARD (to be completed when you ;ickup Yyour Payroll Debit Card)
Payroll Debit Card Routing # Payroll Debit Card Account #

i 073972181 ’2" S‘g-zz S-

1 received my Payroll Debit Card, welcome brochure, program fees, program terms, canditions, and disclosnres, 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 ti i

authorize the financial institution to dehit my Payroll Debit Card account for the fees described in the fie sche
conditions, and disclosures,

irectly deposit my periodic wages/compensation payments, net of required tax withholdings, other required withholdings
or authorized deductions, into my account(s) as designated above and to initiate, if necessary, debit entries and adj

{justmentsfor any credit entries
made in error to my account(s). * E-mail is required for pay stub information.

*F-mail;




Authorization

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

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

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

Printed name: JiM
First Middle (O “Last
none)

Other names used:
Current county of residence:

Current and former addresses:

current
from Mo/Yr to Mo/Yr Street City, State & Zip
from Mo/Yr to Mo/Yr Street City, State & Zip
from Mo/Yr to Mo/Yr Street City, State & Zip

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

W1y [ d7f 624 -7 Lo

Date of birth Social security number

D dm Hey
Driver’s license number & tate Name as it appears on license

Report Copy: Ifyou are applying for a job or live in California, Minnesota, or Oklahoma, you may request
a copy of the report by checking this box: 1.

g =277

Signature Date




employer solutions staffing £roup..

STATEMENT OF CONFIDENTIALITY

This agreement made this 2- z dayof __ ¢ ﬁ%ﬂL , 2011, between
Employer Solutions Staffin Group LLC, hereinafter referred to as “employer”,
and y ({44 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.

foup LLC, Representative



employer solutions staffing 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

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,

Si su cheque de pago fue robado, primero debe denunciar e 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): S ZE éﬂ él&

_§i§nature/Firma: ‘ﬂ/mﬁgéj/\/
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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 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 your 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.

Signed:

Printed Nam¢/ [Fm MI/




s

employer solutions staffing 8roup..

Notification of Minnesota Law Requirement —

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.

Itis your responsibility to contact ESSG (for instance, by calling 852.277.5227 or
using any other form of contact) for additional assignments. If you fail to do so, it
may affect your unemployment benefits.

| understand by signing this form that | am responsible to contact ESSG within 5

calendar days once an assignment ends. | also acknowledge that | have received
a separate copy of this form. + _ (Initial)

Employeéignature: Date;
Employee (p;ease print your name here)

CMG_SM - Rev. 09.2013



employer solutions staffing group..

ESSG WORKPLACE SAFETY POLICY

It is ESSG’s policy that all employees should be able to enjoy a hazard free and safe
work environment. It is ESSQ’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 enforcing its OSHA Compliance Policy.

To help ensure a safe workplace, you have certain responsibilities too, which include
the following:

* Responsibility to work in compliance with OSHA laws and regulations

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

* Responsibility to report workplace hazards and dangers

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

You have the following basic rights:

* Right to refuse unsafe work

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

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




employer solutions staffing group..

“

Acknowledgement of Receipt of Workplace Safety Policy

I certify that I have received a copy of Employer Solutions Staffing Group’s ESSG
WORKPLACE SAFETY POLI CY. 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

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)

Jin_hey

Employee’s Signature:
Jj:;y\/ l&[/ Date: é"lZ’/;




rom OO0 Pre-Screening Notice and Certification Request for
(Rev. March 2016) the Work Opportunity Credit OMB No. 1545-1600

E[?gma[l Ré‘,,‘;,ﬂ}",‘%}'?f‘;“” » Information about Form 8850 and its separate instructions is at WWW.irs.gov/form8850,

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

Your name . lim W Soclal security number éLﬂ Zb Lfa 27

Street address where you live M AR N , g
City or town, state, and ZIP code __m_tda_é p ﬂ/in Q-SZQ ¥

County Telephone number éf’ / == 540*" ?7[} ’2‘

If you are under age 40, enter your date of birth (month, day, year) Il— ' LI - q’—{
i,

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

2 [] Check here i any of the following statements apply to you,
® lam a member of a famlly that has received assistance from Temporary Assistance for Needy Familles (TANF) for any 9
months during the past 18 months.
® |am a veteran and a member of a famlly that received Supplemental Nutrition Asslstance 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 olderand | am a member of a famlly that;
a. Received SNAP benefits {food stamps) for the past 6 months; or
b. Recsived SNAP benefits (food stampes) for at least 3 of the past § months, but Is no longer eligible to receive them.
During the past year, | was convicted of a felony or released from prison for a felony.
I received supplemental security income (SSI) benefits for any month ending during the past 60 days,
| am a veteran and | was unemployed for a period or periods totallng at least 4 weeks but less than 6 months during the

3 [J Check here if Yyou 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.

§ [] Checkhereifyouarea 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
® Recelved TANF payments for any 18 months beginning after August 5, 1997, and the earliest 18-month period beginning
after August 5, 1 897, ended during the past 2 years; or

* Stopped being eligible for TANF Payments during the past 2 years because federal or state jaw 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 unemployment compensation.

Signature—Ail Applicants Must Sign

Under penalties of perjury, | declare that | gave the ahove information to the employer on or before the day | was offered a Job, and it Is, to the hest of my knowledgs, true,
correct, and complsta,

Job applicant's signature > //,W\_, AM—" Date 46—/ 7 "/ 7

For Privacy Act and Paperwork Reduction ?‘oﬁce, see page 2. Cat. No. 22851 Form 8850 (Rev. 3-2016)
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Form A (rev. 03/2017) TAX CREDIT QUESTIONNAIRE
EMPLOYER SECTION:

Client: ESS Ca\ Company: C M (x
Location: Ut W _‘, 5 3¢ Position: PW Ol q o Starting Wage: § H.D‘)
EMPLOYEE SECTION:

First Name: Last Name: Suffix: City/State; Zip:
Jon_hao MV _|¢S72¢
SS#: Date of Birth: If yes, locatioh;
this company befope?
629 -7¢ oM 11-)1 - G4 | 27 | Mnmpeny et
Please complete all questions, and sign and date the form. Yes No j

1. Have yon or has anyone living with yon received Temporary Assistance to Needy Families (TANF) [

at any time since August S,1997? (ifyes, please provide information below.)

Name of the person recefving benefits; ~——_ Relationship to you; — =5
2. Have yon or has anyone living with you received Food Stamps (SNAP) at any time during the past 15 months? [

(If yes, please provide information below.)

Nams of'the person receiving benefits: —— Relationship to you: el

City: County: State: /
3. Have you received Supplemental Security Income (SSD) at any time within the past 3 months? ||

Please note, this is not the same ag Social Security benefits (S8) or Social Security Disability (SSDI) benefits,

*If you chacked yes please provide 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:

Vocational Rehabilitation Agency [] Dept. of Veterans Affairs [ 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. Areyon a Veteran of the-U.S. Military? *If yes, please Provide a copy of your DD-214 and letter of separation, O

(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?

—

6. Have you been unemployed at any time during the last 12 months?

0 O
0O
Ifyes, dates of unemployment - From; To: ﬁ
Did you receive unemployment compensation at any point during your unemployment? O
If yes, in which state did Yyou receive unemployment compensation? __
T O

7. Have you been convicted of a felony or released from prison for a felony conviction in the past 12 months?
Conviction Date: 2. [} ("L Relgase Date: Ji,(g 20!

Wasthisa [] Federal or [® State conviction? If State - County; Rﬂ' State: MV

Additional Tax Credits
IEC (Native American): Are you or your spouse 8 member of a Native American Tribe? O B/
Ifyou checked yes please Provide a copy of your CDIB card,
CA Residents: [] Are you the child of foster parents? [] Do you receive CalWorks? ] Workforce Investment Act?

O Areyoua migrant or seasonal farm worker? [] Have you ever been convicted of a misdemeanor?
SC Residents: [] Do you receive Family Independence Benefits?

PLEASE READ, SIGN, AND DATE:
Under penalties of perjury, I declare the information above to be true and accurate fo the best of my knowledge, and I hereby authorize any agency, organization, or
individuals to supply such verification or information that may b j igi my employer, employer representative {Associated

Date: é' 2’7'//7

New Employee Signature:




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

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

Instructions: This Self-Attestation Form (SAF) is to be completed, signed, and dated by the new hire only.
Employers or consultants submit this SAF to the State Workforce Agency with IRS Form 8850 or if filed
separately, with ETA Form 9061 (or ETA Form 9062) for each certification request filed for the new target
group.

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

New Hire’s Signature: %ﬁkx_/ Date é/ g Z" /7

New Hire Name:

Social Security Number: 624 - /6 —40 77

Employer Name: M

Please check the statements below if they apply to you.

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

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

(Enter start date)

Privacy Act Notice:
The Intemal Revenue Coda of 1886, Section 51, as amended and its enacting legislafion, P.L. 104-188, specify that the State Workforce Agencies are the

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

Public Burden Statement:

1sons are not required to respond fo this collection of information unless it displays a currently valid OM B control number. Respondents' obligation fo
complete this form is required to obtain o retein benefits (P.L. 111-5). Public reporting burden is esfimated to average 10 minutes per response, Including the
Time for reviewing instructions, searching existing data sources, gathering and maintalning the data needed, and completing and reviewing the callection of
Information. Send comments regarding this burden estimate to the U.S, Department of Labor, Divislon of National Programs Tools Technical Assistance,

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

117-
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DRUG AND ALCOHOL

TESTING CONSENT FORM
1. I have been allowed to read and inspect a written copy of ESSG policy on
drugs and alcohol,
2 | have read the entire contents of this policy and | am aware and fully

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,

h

Individual’s Name

__0"27-(7]

Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



