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Casa Verification Number: 2017346161658DN
Company Information
Company ID: 47420 Company Name: Employer Solutions Staffing Group
Employse information
Last Name: Hivblar First Nama: Wililam
Date of Blrth: 05/04/1887 Social Becurity Number: * ** o322
Hira Date; 12/12/2017 Cliizanship Status: A oitizan of the Unitsd States
Document information
List B Document; DﬂmﬂwmwmmmuyaUS.Mnrwﬂylnym Liat G Documant: Soclal Security Cand
Dacument Name: 1D card i Documant State:; Minnesota
Driver's Licenss or ID Card Number; Dovument Expimtion Date: 0504/2021
Casa Status Information
Final Case Result: Emplayment Autharized Employer Casa ID:
Casa Submitted On; 12M2/2017 Casa Submiited By: RPRI1628
Clasad On: 12/12/2017 g Closed By: RPRI1528
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Employment Eligibility Verification ' USCIS
Department of Homeland Secarity Form -9

U.S. Citizenship and Immigration Services et el

P>START HERE: Read instruotions carefully bafore comp!

eﬂngmhfommmshucﬂommustbsavanahle,elthaln paper or electronically,
during complation of this form, Emp!oyemmllableforemlnmaeompleﬁon of this form.

ANTI-DISCRIMINATION NOTICE: it Is fllegal to dis: ainst work-aut mmammmmm——‘—'
document(s) an employee may present to establish mploymant authorization and identity. The refusal to hire or continue to employ
anindlvldualbecemathedocumamaﬂonpresentadhasafummlmﬂondatemayaboconﬁh:taﬂlegaldlmlnﬂnaﬁon.

ecﬂompluyep Information and Aflestation (Empioyees must complete and.sfgn 8vction 1 of Form -8 na fater

than the first day of employment, but not befors accepting a job offer) .
Last {Family Namg) Firet Name (Given Nams) Middla Inftlal  {Other Last Names Used (7 any)
1 bl W\ o,

{Strest Number and Name) Apt. Number | City or Town |State  1ZIP Code
M'gﬁg Bt maonkpve v wAPIS Wy | SS9
Date of Birth fmmAdd/yyyy) U.S. Sogial 8ecurlly Number | Employee's E-mall Address Employse's Talephone Numbor
06 Jos( 11987 |E]“ Pl BBl wittvas lok 613 (012331

| am aware that federal lawpmddeafarimprlsonmentandlorﬁneafnrfalseshbmamsormoﬂalsedocumenbh
connection with the completion of this form.

| attest, underpanaltyofpedury,ﬁmtlam(checkomofﬂwfaﬂowins boxes):
1. A citizen of the United States

K] 2 A noncitizen netional of the United Statas (Soe mratmuctions)

(J] 2. Alawtul parmanent resident (Alien Reglstration Numben/ISCIS Number):
@Anamaummmm untll {expiration date, f epplicable, mmiddlyyyy):
Maaﬂmmaywma'NIA'lntheexpmmaﬁaﬁaw.{SaaMmﬂom)

Alisns aulhartzsd to work misst provide only on of the following dooument numbers to complate Farm 1-6: QR Cody - Hocton 1
An Alfen Reglstration Numbet/USCIS Number OR Fonm +84 Admisslon Number OR Foreign Passpart Nember, e e e

1. Alien Registretion Number/USCIS Number:
OR .

2. Form 1-84 Admission Number:
OR

3. Forsign Passport Number:
Country of Issuance:

S Y e Wy Yz

\\Preparer and/or Translator Certification (check one):
did nol use a praparer or translator. A praparer{s) and/or trangiator(s) assisted the employes in completing Seation 1.
below must be compieted and signed when preparers and/or transiators assist an employes in complefing Section 1. )

{ attest, under penalty ofpaduq,ﬂxatlhaveasslsbdlnmowmpbﬂ"o_nof%cﬂm1 ufthﬁﬁmandmbmahsstofmy
lmowlagggtha Information Is true and correot,

et ———————————

————

Signature of Preparer or Translator Today's Date (mm/ddfyyyy)
Least Name {Family Nams) First Nams (Given Name)
Address (Strest Numbsr and Nams) City or Town State ZIP Code

# Employer'Comp/etes-ﬁ"éx} Pég@ e @

Form1-9 OM17N7T N Page 1 of 3



Employment Eligibility Verification

USCIS
Form I-9
Department of Homeland Security
U.S. Citizenship and Immigration Services ot

Employee Info from Section 1

| —
List ListB D
Identity and Employment Authorization Identity

Document Titie

Issuing Authority 0] S

t N logument N “Document Nirrb,

Document Number ‘ A by . : Document NuTher i
| Expiration Daie {4 any)(mm/ddfyyyy) .- on Date (if any)(mm/dd/yyyy, Expiration Date {ifan/y)p_nm/dddryyy)

Document Title )

1ssuing Authority Addltional information [;?Nmﬁﬁ",’,?g;;

Document Number
Explration Date (if any)mmvidiyyy, w |

Document Title

Issuing Authority

Document Number
[ Expiration Data (if any)(mm/ddiyyyy)
Cortification: | attest, under penalty of perjury, that (1) ] have examined the document(s) presented by the abova-named employea,
(2) the above-jistad document{s) appear to be genuine and to raiate to the employee named, and (3) to the best of my knowledge the
employee Is authorized to work in the United States,

The employes's first day of employment {mnvddlyyyy): 12-\2- \™} . (Ses instructions for exemptions)

natyre of ) or Autharized Representative Today's Data {mm/ddyyyy) | Title of Emplgyer or Authorized Representative

. Name of Employer or Authorized Representative

\1’ \2’ 22'-} ¢ »
Wployar or Authorized Representative Employer's Business or Organization Name

-

Y

ganization Address (Street Number and Name)

First Name (Given Name)

o, Clow N, Eden Prawie vy 8534y
SEETHG 3. Revorifostion Shd B S S Y e o suereed mpresarTadea T
A. Ngw Name (if applicabie} B. Date of Rghira (if appiivable)
Last Name (Family Name)

Middle Initlal | Date (mm/ddiyyyy)

G- WHhe employee's previous grant of employrhent aulhorizalion has
cantinuing employment aythorization in the Spece provided below:

expired, provide the information for the documeni ar mmesmsw it

Document Title

Document Number Explration Date (i any) (mm/dd/yyyy)

the employee presented document(s), the docu

1attest, under Renalty of perjury, that to the best of my knowledge, this employee Is authorized to work in the United States, and if

Signature of Employer or Authorized Representative

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

Form I-9 07/17/17 N
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PO Box 46270
Minneapolis, MN 55344-9956

Tel: 952.835.1288

www.esgstaffingsolutions.com

employer solutions staffing group..

New Hire Application

Personal Data— PLEASE PRINT LEGIBLY IN INK

Last Name _Hibbler First Name __ Willlam Middle Initial_"2
Street Address 5113 Freemont Avenue North Apt/Ste
City/State/zjp _ Minneapolls, MN 55412 Soclal Security Last Four XXX-XX-
Phone Number _ 6126012339 Emall Address @

Staffing Agency/Recruitment Partner CMG

All offers of employment are conditional upon satisfactory proof of Identity and Iegal abllity to work In the U.S.A.

Are you legally authorized to work In the United States of America? @1YES (Q1NO
Applicant Certification and Authorization

| authorize Employer Solutions Staffing Group (ESSE) to use the Information and statements contained in this application to determine my
qualifications for employment. | authorize ESSG to make inquiries of my former empioyers, except as indicated in this application,
regarding my previous duties, responsibiliities, performancs, compensation and eligibility for rehire.

| understand that a comprehensive background check may be conducted to determine my ellgibility for hire by certsin cllents of ESSG.,
This may inciude but is not limited to, Investigations of criminal and/or conviction records, driving records and/or a drug screen test as
required by clients, govemment reguletions 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 ali statements made in my application are true and accurate and that | have not omitted any matsrial information or provided
false or misleading information. | understand that any material omission or misrepresentation will result in my disqualification from
consideration for empioyment or, if discovered after | begin empioyment, will resuit In my termination.

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

William Hibbler Willjam toobler Dec 12, 2017

Willlam Hibbler (Dec 12, 2017)
Name (Print or type) Applicant’s Signature Date

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

For ESSG Office Use Only
DOH NRwW -8 8850 w4
Emergency ContactInfo | Background Release Form Background Results Unemployment Letter ESC Application
(If applicabla)
For ESSG Cllent Use
DOH ROP Work Site Loc. WC Code

ES88G- CMG-CO Rev. 0412017



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

Employees have the option of receiving wages by Direct Deposit and/or Payroll Debit Card.
If you do not provide a written electio ages will be paid by paper Check.
SECHON T BASICTNEORN A FION

Employee Name

SSN# (last 4 digits) Effective Date

SEEEORE R DN D C I G O N
|| Direct Deposit (Please complete Sections 3 and 5 below)  Note: Direct Deposit accounts may take up to 7 days to be activated
D] Payroll Debit Card (Please complete Sections 4 and 5 below) || Paper Check (Pleass complete Section 5 below)
SEGHON N DIRE G D OS]
" 1 Update Bank Account 1 understand and acknowledge that if I do not provide a
Bank Name: voided check with this direct deposit form, I am

responsible for any delays in payroll or extra costs
Routing# incurred if the account number that I provide is incorrect,
Account#
Initial Date

Account Type: [ Checking (1 Savings [lOther

To help us avoid making an errar, please attach a copy of a voided check. (a deposit slip will not work)
lfyouchansebanks.donmehnmddbmkammwﬂyumdﬁmdepommmduﬁcmbmk,wbichmaylakezpaypnriods.

SECTION =L PANROLE DEBEE ¢ ARD

~

verify your identity.

Except for the routing and account number, ESSG doesnothavoacoessmanyinfonnaﬁnnregmdhgyonrhymll Debit Card account or
transactions, On your first payday, you will receive your new Payroll Debit Card, and a packst containing ail of the terms and conditions, You will
then sign acknowledging that you recetved the Payroll Debit Card and packet, Your Payroll Debit Card will be reloaded on each payday yon receive
wages,

CARDHOLDER INFORMATION (as you want your Payroll Debit Card to be issued)
irst Ni 1. N Date of B

(ko m | R bie 65 log 1145

Street Address o Box NOT ACCEFTARLE) Social Securi

N — 339-77% 33 e R

C S Zi obi

WAl M1 "Y1y LT Bar2339

. "

RECEIPT OF PAYROLL DEBIT CARD (to be completed when you pick up your Payroll Debit Card)
Payroll Debit Card Routing # Payroll Debit Card Account # % 3 be

lhavereoeivedmyPaymHDethard,wdmmehnchme.pmgrmﬁes,pmgmans.enndiﬂons,mddmclosmes.ByacﬁvaﬁngmyPaymllDebitCard,
Iam agreeing to the program terms, conditions, and dlsclosmesﬂmtareincludedurmadenvaﬂahlemmeﬁ'omthnetoﬁmeﬁomﬂ:eﬂnmnialinstitution.l
antharize the financial institution to debitmyPayrollDebitCardacwnntﬁ:rﬂleﬁesdesm'ﬂ:edinﬂwﬁeachedulethatispmofthapmgmmmrms,
conditions, and disclosures.

Employee’s Signature: ¢A~¢/44 L Date: ?-'" - 7
SECHION S N TORTZAN FTON
I authorize ESSG to directly deposit my periodic wages/compensation payments, net of required tax withholdings, ofher required withholdings
or authorized deductions, into my account(s) as designated above and to initiats, if necessary, debit entries and adjustmentsfor any credit entries
made in error to my account(s). * E-mail is required for pay stub information.

*E-mail: y | S @94ma. y~
this information will only be used Yo send your paystubs electronically

¥ L3
Employee's Signature:W Date:




Form W-4 (2017) — Deswvii e o

consider estimated tax m
Basio Instructions, if you aren‘t exempt, aom%gs 1040-58.%

Complate Farm W~4 2o that the Peraonal Allowances Worksheet Tax for In Oth
%ﬁm%mmw&fewy&"{mm worksheets o mazmad]ustyour %y m“ﬂ%ﬂ‘gﬁmfmﬁ%
%@&ww%mmwﬁéﬁ?&m dadugtians, cestaln credits, otgtmmtohmma. adjust your withhoiding on Farm W-4 or W-4P.
gituation c%ea. or two-eamers/multiple ]nbsﬂmﬂnm. mno;um or m19 m gg.hava athe

from withholding, If Complets all workshests that apply. However,
m:&mmtz.&%anz'oll:mm:mﬂ% mﬂmb«w(vﬁ%ﬁﬁm@m %WWWWWW
farm to valldate it. Your exem) onhrzmwhmlras wages, withhalding be based on allowances M%muhg Wil be naat actutate

18, 2016, See Pub. 505, Tax Ing you olaimed and may not be a fiat amount or hes ol Blorwana g ueuelly wil be most accure
Mate: I another pereon oan olalm you s a dependent  Head of housshold, Generally, you can cisim head Caime et peying jab and zerm alowencea are
an his or her tax retum, oan't claim exemption ofhnusalmldﬁm;gmonyowmmonggf Nonresident allen, If you are & nonresident ellen, see

ﬂmr ingome excesds §1,050 you are unmerred and pay niore than 5096 of Noﬁea1382.8upplsn§1“talFonnW-4Mucﬂnn'afw
%Wmmmmmowmmmg sasping ahmnaforycmseuandg:;w Nonresident Aliens, before compisting this form,

An be mptions, Standard Daduction, and Check your withholding. After your Form W-4 takes
maﬁomnﬁnmmwm gawﬂmmmb Qmehsosmmmmemm%m
a dependent, if the employes: Tuwa%hvmmhﬁpm]mtaxa:?nam fhghmw “gmguleugggmmm
» s sge g5 rolcr Wiy Sovicen, Croh o R or opendert  Seed $TS0000 (0l o 1350k B

, enses and the child tax credit may be olaimed Future rmetion about any future
::ml:n::n:r SR . s :ﬁmmemmwmﬂab:m MGE%%O%%%W4%5%?
Remized daductions, on his or her tax retum. mmm%mkfmgﬂmw]% B l:tgwww.ba.guvm sl

Personal Allowances Workshest (Keep for your records.)
A Entarﬂ”foryourselfﬂnooneebeeanclalmyouasadepandent. © 00 0¥ 0 0 a0 o000 60 009
* Your're single and have only one job; or
B  Enter 1" if; * You're manied, have only one job, and your spouse doesn't work; or o B
-Yourwagesfmmamndjoboryowspouse'swagss(ormetotalofboﬂ1)ara$1,5000rless.

Enter ®1" for your spouse. But, you may choose to enter *-0-" if you are marnrled and have either a working spouss or more
than one job. (Entering *-0-" may help you avold havingtoo ittle tax withheld)) . . . . . , . . . . . 0 0 o
Enter number of dependents {other than your spouse oryourself) you will claimonyourtaxretumn . , . . . . . .
Enter *1” if you will file as head of househald on your tax return (see conditions under Head of household above) . .
Enter “1” if you have et least $2,000 of child or dependent care expenses for which youplantociaimacredit . , .
{Note: Do net include child support payments, Ses Pub. 5§03, Child and Dependent Care Expenses, for details.)

Child Tax Credit (ncluding additional ohlld tax credit), Ses Pub. 872, Child Tax Credtt, for more information,

© if your total income will be less than $70,000 ($100,000 if married), enter “2” for each eliglble child; then less *1” if you
have two to four eligible children or jeas “2” if you have five or more eligible children.

* If your total income will be between $70,000 and $84,000 (100,000 and $118,000 if married), enter “1* for each eligblechid,. G

H  Addlines A through G and enter total here, (Ncb:ThlsmaybedIﬁarentfmmmemmberofexempﬁonsyouclabn on your tax retumn.) » H

;;f Jau plan to itemize or claim adjustments to Income and want 1o reduce your withholding, see the Deductions

nmmo (2}
mTmoo

1]

For accuracy, Adjustments Worksheet on page 2.
complets all ¢ If you are single and have more than one Job or are married and you and your spouss both work and the combined
waorksheets s from all jobs exceed $50,000 ($20,000 if married), ses the Two-Eamers/Multiple Johs Worksheet on page 2
that apply. to avoid having too little tax withheld.
® if neither of the above situations applies, Stop here and enter the number from line H on line 5 of Form W-4 below.
Separate here and give Form W-4 to your employer. Keep the top part for your records.
i W"4 Employee’s Withholding Allowance Certificate OMB No. 1545-0074
Department of the Tressury P> Whethar you are entitied o olaim a certain number of allowances or exemption from withholding is 2 @ 1 7
Internal Revers Service suhject to review by the IRS, Your employer may be requirad to send a copy of this form to the IRS.
1 Yourfirst name and middie inftlal Last name Hibbler 2  Yoursocial sacurity number
William na . 338780322
Home address (rumber and street or rural routs) 8 [® singie (I Mamied (3 Married, but withhold at higher Singis rate.
5113 Free_m|__ontAvenue North Note: If maried, but or spause s a nonresident alien, check the "Singie” bax.
City or town, state, and ZIP cada 4 Myour iast nama differs from that shown on your social security card,
Minneapolis, MN 55412 oheck here. You must call 1-800-772-1218 for a replacement card. »

5  Total number of allowances you are claiming (from line H above or from the applicable worksheet on page 2) 6| 8
6  Additional amount, if any, you want withheid from each paycheck . . . . . . ., ., ., ., .. .. PYE]
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 all federal income tax withheld because | had no tax liability, and
* This year | expect a refund of all federal Income tax withheld because 1 expect to have no tax liability.
if you meet both conditions, write “Exempt* hera. . . . . s e v o o o . 7]
Under penalties of perjury, | declare that | have examiped this certificate and, to the best of my knowledge and bellef, it Is frue, correct, and complste.
ﬁﬂﬂ'f‘.’,",ﬁﬁg :Lgtlmr:mm yousign it) »  Willam Hibbler {bec 12, 2017) pate» Dec12,2017
8  Employer's name and addreas (Emplayer; Complete lines 8 and 10 only if sending tothe IRS)) | 8 Office cods {optional) | 10 Employer identification number (EIN)

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



EMPLOYER SOLUTIONS STAFFING GROUP
BACKGROUND CHECK AUTHORIZATION

William Hibbler
(First) (Middie) (Last)

Employee Name:

Former Name(s) and Dates Used:

Current Address Since: 5113 Freemont Avenue North  Minneapolis, MN 55412

(Mo/Yr) (Street) (City) (State/Zip)
Previous Address From:

(Mo/Yr) (Street) (City) (State/Zip)
Previous Address From:

(Mo/Yr) (Street) (City) (State/Zip)
Soclal Security Number:___ 339780322 pop; 05/04/1987

Phone Number: 6126012339

Driver’s License Number/State:

The information contained in this application is correct to the best of my knowledge.

I hereby authorize Employer Solutions Staffing Group, LLC and its designated agents and representatives to conduct a
comprehensive review of my background causing a consumer report and/or an investigative consumer report to be
generated for employment purposes. | understand that the scope of the consumer report/ investigative consumer
report may include, but is not limited to the following areas: verification of social security number; credit reports,
current and previous residences; employment history, education background, character references; drug testing, civil
and criminal history records from any criminal justice agency in any or all federal, state, county jurisdictions; driving
records, birth records, and any other public records.

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

Signature: % Date: Dec 12,2017

Notice to CA, MN, and OK Residents:
Please check the box below if you wish to receive a copy of a consumer report that Is requested.
I wish to receive a copy of any Background Check Report on me that is requested.




Para informacién en espafipl, visite www.consumesfinance.gov/leammore o escribe a lu Consumer Financial Protection Bureay, 1700 G Street N.W., Washingtan,

DC 20552,
A SUMMARY OF YOUR RIGHTS UNDER THE FAIR CREDIT REPORTING ACT
The federa) Fair Credit Reporting Act (FCRA) promotes the accuracy, falrmess, and privacy of information in the files of consumer reporting agencies. There are many

types of consumer reporting agencies, lndudlnsaedubureausandspedaltyagendes(sudnasagendesﬂtatsdllnfonnatlonaboutcheckwﬂﬂnghlstoﬂes, medical
records, and rental history records). Here Is a summary of your major rights under the FCRA. For more Information, including information about additional rights, go
n_wwmmmmmmmmmmmerMMnsmm:masmu.w..wmmgmmncznssz.
° Youmustbatnldiflnfomaﬂnnlnynurfﬂehubeenuudagabmyuu.Anyonewhousesacredltreportoranothertypeofmnsumarraporttodenyyuutappll-
atlonforcredlt.lnsuranne,oremplownent—ortotakeanotharadverseactlonamstwu-m 5t tell you, an) give you the name, address and nhane
ie Informeation.

® You have the right to know what is in your file, You may request and obtain all the information about you in the files of a consumer reporting agency (your “file
disclosure®). You will be required to provide proper Identification, which may include your Sacial Security number. In many cases, the disclasura will be free. You
are entitled to a free file disclosure if:
® a parsan has taken adverse action against you because of information In your credit report;
® you ara the victim of identity theft and place a fraud alert inyour file;
® your file contains Inaccurate Information as a result of fraud;
® you are on public assistance;
© you are unemployed but expect to apply for employment within 60 days.
In addition, all consumers are entitled to one free disclosure every 12 months upon request from each nationwide credit hureau and from nationwide specialty con-

sumer reporting sgencies. See www.consumerfinance.gov/learnmore for additiona) information.

® You have the right to ask for a credit score. Credit scores are numerical summarles of your credit-worthiness based on Information from credit bureaus, You may
request a cradit score from consumer reporting agencies that craate scores or distribute scores used in residential real property ipans, but you will have to pay for
it. In some morigage transactions, you will receive credit score information for free from the mortgage lender,

= You have the right to dispute Incomplete or inaccurate Information, if you identify Information in your file that is incomplete or inaccurate, and report it to the

consumer reporting agency, the agency must invastigate unless your dispute s frivolous, See Www.consumerfinance.gov/learnipora for an explanation of dispute
procedures.

e Consumer reporting agencies must corract or delete inaccurate, incomplete, or unverifiable information. inaccurate, incomplete or unverifiable Information
must be removed or carrectad, usually within 30 days. However, a consumer reporting agency may continue to report information it has verified as accurate,

@  Consumer reporting agencies may not report outdated negative infarmation. in most cases, a consumer reporting agency may not report negstive information
that s more than seven years old, or bankruptcies that are more than 10 years old,

® Access to your file is limited. A consumer reporting agency may provide information about you only to people with a valid need - usually to consider an applica-
tion with a creditor, insurer, employer, fandlord, or other business, The FCRA specifies thase with a valld need for access.

@ Youmust give your consent for reports to he provided to employers. A consumer reporting agency may not give out information about you to your employer, or
a potential employer, without your written consent given to the employer. Written consent generally Is not required In the trucking Industry. For more infor-

(L0 IMUST 8N

s Youmay lHmit “prescreened® offers of credit and insurance you get hased on Information in your cradit report. Unsolicited “prescreened” offers for credit and
Insurance must Include a toll-frae phone number you can call if you choose to remove your name and address from the lists these offers are based on. You may
opt-out with the nationwide credit bureaus at 1-888-567-8688,

® Youmay seek damages from violators, If a consumer reporting agency, or, in some cases, a user of consumer reports or a furnisher of information to a consumer
reporting agency violates the FCRA, you may be able to sue in state or federal court.

* ldentity theft victims and active duty military personnel have additional rights. For more Information, visit www.consumerfinance gov/isarnmore,
States may enforce the FCRA, and many states have thelr own consumer reporting laws, In some cuses, you may have more rights under state law. For more infor-

mation, contact your state or local consumer on agency or your state Attorney General, For information about your federal rights, contact:
TYPE OF BUSINESS: CONTACT:

1.3, Banks, savings assoctations, and credit unions with total assets of over a, Bureau of Consumer Financia! Protection
$10 billion and their affillates, 1700 G Street NW
Washington, DC 20552

b. Such affiliates that are not banks, savings assaclations, or credit unlons also | b. Federal Trade Commission: Consumer Responsa Center - FCRA
should list, in addition to the Bureau; Washington, DC 20580
(877) 382-4357

2, To the extent not included In item 1 above:
a. Natlonal banks, federal savings associations, and federal branchesand fed- | a. Office of the Comptroller of the Currency
eral agencies of forelgn banks Customer Assistance Group

1301 McKinney Street, Suite 3450

Houston, TX 77010-9050

b, State member banks, branches and agencies of foreign banks {other than b. Federa) Reserve Cansumer Help Center
federal branches, federal agencies, and insured state branches of foreign P.0.Box 1200

banks), commercial lending companies awned or controfled by forelgn banks, Minneapolis, MN 55480

and organizations operating under section 25 or 254 of the Federal Reserve

Aﬂ -

¢. Nonmember insured 8anks, Insured State 8ranches of Foreign Banks, and €, FDIC Consumer Response Center
Insured state savings associations . 1100 Walnut Street, Box #11
Kansas City, MO 64108

d. Federal Credit Unlons d. National Credit Unlon Administration
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Notification of Minnesota Law Re uirement —

Unemployment Acknowledgement

According to Minnesota Stetute section 268, 098, subdivision 2, paragraph (d), an
applicant who, within five calendar days after completion of a sultable

Job assignment from a staffing service, (1) fails without good cause fo

. affirmatively request an additional suftable Job asslgnment, (2) refuses without good
cause an additional suitable job assignment offered, or (3) accepts employment with
the client of the staffing service, Is considered fo have quit employment.

This paragraph applies only If. at the time of beginning of employment with the staffing
service, the applicant signed and was provided a copy of a separate document written
In clear and conclse language that informed the applicant of this paregraph and that
unemployment benefits may be affected,

It Is your responsibility to contact ESSG through Corporate Management Group (for
instance, by calling 303-820-1425 or using any other form of contact) for additional
assignments. If you £ echay affect your unemployment benefits.

| understand by signing this| at 1'gm responsible to contact ESSG within 5
calendar days once gn ass
parate copy of this Tegn, PV

Ll e =g 17
Employee 8 : Date:

m 1bb/

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

-MN_02.2013



EMERGENCY CONTACT INFORMATION

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

Employee Name:
Address;

William Hibbler

5113 Freemont Avenue North Minneapolis, MN 55412

Home Phone; 6126012339

‘. onct 1 B Home Phone:

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

Name: Cell Phone:
Relationship: 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.



employer solutions staffing group..

STATEMENT OF CONFIDENTIALITY

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

WITNESSETH:

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

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.

William Hibbler (Dec 12,2017)
Employee Signature

Employer Solutions Staffing Group LLC, Representative



employer solutions staffing gr;:c;upuc
INJURY MANAGEMENT PROGRAM

Injured Worker’s Responsibilities

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

RESPONSIBILITIES OF THE INJURED WORKER:

Minnesota Rule Sec. 5221.0430, Subp. 1 requires that you choose one primary
health care provider. Subpart 2 places limitations on your right to change
primary healith care providers. Discuss with your employer any change in healith
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 resuit in termination of benefits. Schedule your next
appointment immediately after your doctor visit, before you leave the clinic if
possible.

Obtain a Report of Workability from your physician at every appointment, a
minimum of once every two weeks. M.R. 5221.0420 requires that your physician
cooperate with return o work planning and that you be released to return to work
at the earllest 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 heaith care provider the same day in order to receive
compensation for the time away from work. The physician must complete a
Report of Workability.

1 have read my responsibilities and agree to abide by these guidelines.

Hiltiam tipbler .

Signed: __saan ibier Bec f2.200m
Printed Name: William Hibbler
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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 willl 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.

8i 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 moide); William Hibbler

Signature/Firma:  Wiiamibbier fec 3, 2017




e —— —
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ESSG WORKPLACE SAFETY POLICY

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

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

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

(8) 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.

(56) 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.
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° Right to requesi information about safety and health hazards in the
workplace, appropriate precautions to take, and procedures to follow if
involved in an accident or exposed to hazardous substances

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

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

If you believe that your right to a safe workplace has been violated, you can make a
report to a manager of the host worksite employer and/or ESSG (by telephoning
952.885.1288/1.866.496.75678) and asking for the ESSG Safety Director, You can
also contact OSHA directly with any concern, ESSG recognizes the serious nature
of ensuring workplace safety will endeavor to protect any employee who may have
been subjected to unsafe or hazardous worksite conditions.
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EE A e e e Tl

Acknowledgement of Receipt of Workplace Safety Policy

I certify that I have received a copy of Employer Solutions Staffing Group’s ESSG
WORKPLACE SAFETY POLICY. I understand that it is my responsibility to read
this policy and ask my supervisor, a member of management or to telephone
Employer Solutions Group (ESSG) at 952.835.1288/1.866.496.7578 with any
questions I may have about this policy. I agree to comply with ESSG’s policy on
ESSG WORKPLACE SAFETY POLICY and I understand failure to comply is
grounds for disciplinary action, up to and including termination.

I also agree that if at any time during my employment I am believe that T am
working in an unsafe or dangerous work environment, I will immediately contact
my supervisor, manager, director or ESSQ’s Safety Director at
952.885.1288/1.866.496.7578 in order to obtain assistance in the resolution of such
matters,

Employee Name (Please Print)
William Hibbler

Employee’s Signature:

Willam Hibbler (Dec 12, Z017) Date: Dec 12,2017
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o S0D0 Pre-Screening Notice and Certification Request for
{(Rev. March 2016) the Work Opportunity Credit OMB No. 1645-1600

lm'nevgu?s;vu’ PhﬂomuﬁonahomFomaasomdlmsepammsuuWomhatwwmmwﬂwmsam

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

City or town, state, and ZIPcode ~ Minneapolis, MN 55412
County Telephone number 6126012339

If you are under age 40, enter your date of birth (month, day, year) 05/04/1987

1 m] 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 Check here if any of the following statements apply to you.

* lam a member of a family 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 family 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 rehabillitation agency approved by the state, an employment network under the Ticket to Work
program, or the Department of Veterans Affairs,

e | am at least age 18 but not age 40 or older and | am a member of a family that:
a. Recelved SNAP benefits (food stamps) for the past 6 months; or
b. Reoceived SNAP bensfits (food stamps) for at feast 3 of the past 5 months, but is no longer eligible to recsive them.

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

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

* lama veteran and | was unemployed for a period or periods totaling at Ieast 4 weeks but less than 8 months during the
past year,

(7]

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

5 m] Check here if you are a veteran entitlad to compensation for a service-connected disabllity and you were unemployed for a
period or periods totaling at least 8 months during the past year.

6 EI Chegk here if you ars 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, 1897, and the earllest 18-month period beginning
after August 6, 1987, ended during the past 2 years; or

* 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.

-y

[D] Check here if you are In a perlod of unemployment that Is at least 27 consscutive weeks and for all or part of that period
you received unemployment compensation.

Signature—Ali Applicants Must Sign
Under penalties of perjury, | declare that | gave the above information to the employer on or befora the day | was offared a job, and it Is, to the best of my knowledge, true,

coraat, and complete,
Dilliam tiobler bate DeC12,2017

Job applicant’s signature >  WilamHibbierBec12, 2017)
For Privacy Aot and Paperwork Reduction Aot Notice, see page 2. Cat. No. 228511 Form 8850 (Rev. 3-2015)




-

-

Form A (rev. 03/2017)

EMPLOYER SECTION:
Client:

Location: Position: Starting Wage: $

EMPLOYEE SECTION:
First Name: Last Name:

Suffix: Street Address:

5113 Freemont Avenue North

Age: Have yon worked for
this company before?
Yes No []]

City/State:
Minngapolis, MN
If yes, location:

8S#:
339780322

Date of Birth:
05/04/1987

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

1. Have you or has anyone living with you recelved Temporary Assistance to Needy Families (TANF)
at any time since Angust 5, 19972 (£ yes, please provide mformation below.)
Names of the person receiving benefits: ——— Relationshiptoyou: _____
City: County: State:

2. Have you or has anyone living with you received Food Stamps (SNAP) at any time during the past 15 months?
(If yos, please provide information below,)

Nams of the person recelving benefits: —— Relationshiptoyou; ____

3. Have yon received Supplemental Security Income (SSX) at any time within the past 3 months?

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

4. Have you received any type of vocational rehabilitation services within the past two years?
lfyea,pleaseindicmwhichtypaof wmbdwlthandprovidethairlocaﬂoninﬁ:rmaﬁnnbelow:

D Vocational Rehabilitation Agenoy Dept. of Veterans Affairs Employment Network (Ticket to Work Program)
Name of Agency: _ _ Phone#: —

City: County: State:

*if you chacked yes please provide a copy of your active Individual Work Plan and Ticket to Work documentation,

Yes No

(If yes, please provide information
Dates of Service - From:

5. Are you a Veteran of the U.S. Military? *Ifyes, please provide a copy of your DD-214 and letter of separation,

below. Ifno, please continus to question #5.)
To:

Branch of Servies;
Are yon entitled to or are you receiving compensation for a service-connected disability?

6. Have you heen nnemployed at any time during the last 12 months?
If'yes, dates of unemployment - From: To:
Did you receive unemployment tompensation at any peint during your unemployment?
If yes, in which state did you reseive unemployment compensation? __

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

Was this alL} Foderat or [T state conviotion? IfStato - Connty: ____ States____
i Lol L Adidenel Tax Credte

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

lfyoucheckzdyespleasepmvideacopyquaurCDchard

CA Residents: Areyouthechﬂdofﬂ)sterpnrmts? Do you recsive CalWorks? EWorkfm'ceInvestmentAot?

mAre You a migrant or seasonal farm worker? D Have you ever been convicted of a misdemeanor?
SC Residents; [D Do you receive Family Independence Benefits?

PLEASE READ, SIGN, AND DATE:

Under penalties of perjury, 1 declare the information above to be true and accurate o the best of my knowledge, and I hereby autharize any agency, organization, or

individuals to supply such verification or information that may be needed to determine tax credit eligibility to my employer, employer represeniative (Associated
Consultants, Inc. dba Retrotax), or the Department of Labor.

New Employee Signature: 'M&Mm

I BT (U X2, A7y

e b wrat oalnodeas i




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

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

AR ¢

Instructions: This Self-Attestation Form s to be completed, signed, and da

Vorkiorce Agency with IRS Form 8850 or if filed

INDLOVErS o

- EORSEREANTS SUDI 3 Hie
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
MM&@'_ Date Dec 12,2017

New Hire’s Signature: _wiam boler pec 12 2007

New Hire Name: William Hibbler

Social Security Number; 339780322

Employer Name;

Please check the statements below if they apply to you,

I 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  ideclare that | have been in a period of unemployment since

(Enter start date)

Privacy Act Notice:

The Intemal Revenue Code of 1886, Secion 51, a8 amended and fis enacting legislafion, P.L. 104-188, specify that the State Workforce Agencies are fhe
"designated" agencies responsible for administering the WOTC cerfification procedures of this Program, The Information you have provided complefing this
form will be disclosed by your employer to the Stats Workforce Agency. Provislon of this Information is voluntary; however the information is required fo
datarmine your emplayer’s eflglhiity for the federal tax credi,

it hiend A e d AL R PR Y P

Public Burden Statement:

Persons are not required to respond to this collaction of Information unjess it displays a currently valid OM B control number, Respondants’ obligation to
compiete this form Is required o obtein or retein benefiis (P.L. 111-6). Public reporting burden is estimated o average 10 minutes per response, Including the
fime for reviewing instructions, searching exisfing deta sources, gethering and maintaining the data needed, and completing and reviewing the collection of
Information. Send comments regarding this burden estimate to the U.8, Department of Labor, Division of Nafional Programs Tools Technical Assistance,
Room C4510, Was@gg, D.C. 20210 (Paperwork Reduction Project 1205-0371). Please do not submit complsted forms to this address,

117-

ETA Form 9175 (Rev. November 201 6)



HesarruE7
Enhanced MEC_Plan 1

L1 New Empla

Benefits Enroliment Form
Employse iniormiation

Name (First and Last)

Address ity State ip Coda
Gender Ll male | marital Status O Single | Date of Birth Date of Hire
[ Female | L1 Married [] Divorced
Phone Number: Email Address:
Please Select Desired Coverage:
Employee Only - Employee+Spouse - DEmployee-l-Chlld(ren) - Family -
$24.00/Week $38.00/Week $36.00/Week $63.00/Week
endent Lo
Social Seourity # Birth Date | Sex Relationship
S TNars— O male DlSpouse [] chag
Ta— L Last Name I Femaie O Deomestic Partner
Sooial Security # Birth Date | Sex Relationship
O Mae [18pouse [ Child
[ FretName —— L Last Name [ Femals [0 Domestic Partner
Do ndent
Social Security # BirthDate | Sex Relaﬁnnahip
0O Mae O chid
First Name — ML ~LastNams | ) e ) SpEu
NAME OF PERSON COVERED (FIRST, LAST):
EFF. DATE
EFF. DATE
EFF. DATE
Employes Asknowledgement and Authorization - | hersby apply for the group benefit(s) as indicated, | acknowledge that all sntries are true and complets and that
any miastatements or fallurs to report information may be used as the baais for cancsllation of coveraga for me and my dependent(s), if any, from ths original
. |effective dats, Further, 1 authorize my employer to make the necassary payroll deduction of Ppremiums for coverages } have elected,
IF ENROLLING - YOU MUST SIGN HERE
Employee Signature Date
—PLOYEESDECUNNG [ | am DECLIN ING coverage
lnndcnhndibauandlormydomndonb, Hlny,wﬂnnnymnmmddu!uhmnlclm In the plan atalahrdab.llmmuyba conaidered a late enroiles and
must meet the raquirements defined In tha Certificate of Coveraga for the company’s medical or dental If dacline enroliment for myself or my dependents
(including my spouss) hecause of other coverage, | may, in future be able to enroll mysaif or mydspmmn this plan, providad | request snrolimant within 31
days after the other coverage ends. In addition, if a new dependent relationship forms as a result of marrfage, birth, adoption, placement for adoption of parting sult
of adoption, | may be able toenroli myself or my dependeant, provided § request enroliment within 31 days of the avent.
IF DECLINING- YOU MUST SIGN HERE
Employes Signature Date
Employer Solutions Staffing Group Health Benefits Team

PO Box 468270
Minneapolis, MN 55344
Phone: 852-767-9519 Fax: 952-767-9515
Email: Healﬁ!@amployalsoluﬂonsgmup.com



Tracu anuemnity Medical Benefits_Plan 2
VSl 219301-E5G1  |oFFicE Useonty LOCATION____ Rehire Date____

e /RS

ENROLLMENT FORM ESC CU[UNAC-MN) P1 v18.2
A. REQUIRED EMPL PRINT USING BLACK or BLUE INK (Must Be Filled Out)

OYEE INFORMATION

Name | I Social Security # i Home Phone | Sex M
Address . - ] Apt. #
City : = | State , [ Zip ] : Bm; of Birth

YOUR DEPENDENTS R
HC’Q Numbe HICN) e i e

You MUST select a coverage level before any benefits in Section C, Your coverage level for the all benefits in Section C will be
identical. The Fixed Indemnity Medical Plan, Dental Plan, Term Life Plan, and Short-Term Disability plans are underwritten by BCS

____l_nsur_ang:_e _Cqmp_alnx.___ 'he Visiop plan is underwritten by Companion Life Insurance Company.
ORI B a iy L epemn INDEMNITY SHORT-TERM
s&u!c'rcmmamﬁg MEDICAL 1 DENTAL VISION TERMUFE | e ey
Employee Only [ ] $2025 (@) $6.17 ) 242 © 5060 ) s4.20 [
Employee + 1 [_] $41.10 $12.34 $4.92 $0.90
Employee + Family [ ] 3 $20.36 $6.56 $1.80
ﬂ_@‘to ALL Benefits [ ! DYes D No_} _Q_Yes l:_l__No DYes D No I:LYes D No
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