e Teutr E-Verify: Print Case Details - Preview

EVerify

———— - ————— e

SENSITIVE BUT UNCLASSIFIED
Case Verification Number: 2017353153845GM
Repart Prepared: 12/19/2017
Company Information
- Company T 47a2y Company Name: Employer Solutions Staffing Group

Employse Information
Last Name: Ho First Name; Tyler
Date of Birth: 12/02/1885 Sodial Sscurity Number; *+* +* 7273
Hire Date: 12/18/2017 mmupsumAmwmumm
Document information
List B Document: Dﬂmﬂummlnwdmuadhyaus.ahtewnuﬂylngmmm List C Document; cemnnaﬂonnfRsponnthﬂI(FnuuDB-‘lSW)
Document Nama: Driver's ficense Document State: Minnesata
DMUMNDMNM Dmmmmmmmm
Case Status Information _
Final Case Resuli: Employment Authorized Employer Case I0;
Case Submittad On; 12118/2017 Case Submittad By: KRIT7027
Closad On: 12119/2017 Closed By: KRIT7027
Closure Statement; The ampioyse continues to wark for the employer after recelving an Employment Authortzed result,

SENSITIVE BUT UNCLASSIFIED

httpr.lla—verify.uscis.govlweblPrlntCasaDetails.aspx?CaseVerNum=20173531 53845GM n




Employment Eligibility Verification USCIS
Department of Homeland Security Form I-9

KTTF A U.S. Citizenship and Immigration Services mobggt%?
P START HERE: Road instructions carefully before completing this form. The Instructions m

an lﬂdeual bmuse ie Goclimentation.o

|||||||

5 may aleo constituts flisgal discrimination.

Section 1. Employee Information and Attestation (Employees must complete and sign Section 1 of Form 1-9 no later

than the first day of employment, but not before accepting a job offer.)

Last Name (Family Nameg) First Name (Given Name) Middle initial | Other Last Names Used (7 any)

H-o Tyle— J

Address (Strest Number and Nams) Apt. Number | City or Town State  (ZIP Code
2320 Golf Dr, W o0d buney Mn | 8512 9

Date of Birth (mmddsyyyy) [u.s. Soclal Security Number | Employee's E-mag Address 4 i Employee's Telephone Number
12/02] 1946 Ihhl 3; El'{ﬂzl @Ier hor 12y @gmar ] .Ceny Cr-g1e-58sy

| am aware that federal law provides for Imprisonment and/or fines for false statements or use of
connection with the completion of this form.

1 attest, under penaity of perjury, that 1 am (check one of the following boxes):
[A'1. A citzen of the United States

L] 2. Anonitizen national of the United States (See Instructions)

[] 3. Alawful permanent resident (Alien Registration Number/USCIS Number):
[J 4. An allen authorized to work untll (expiration date, if applicable, mm/ddiyyyy):

false documents in

Some allens may write "N/A" in the expiration date fleld. (See Instructions)
Aliens authonized to work must provide only one of the following document numbers to complete Form 1-g: e T e
An Alfen Reglstration Number/USCIS Number OR Form I-94 Admission Number OR Foreign Passpart Number,

1. Allen Registration Number/USCIS Number:
OR

2. Form -84 Admission Number:
OR

3. Foreign Passport Number:
Country of Issuance:

Today's Date (mm/ddpyyyy)

l12f£18/1

E?parer and/or Trnslator Certification (check one):
I d

id not use a preparer or translator. D A preparer(s) and/or translator(s) assisted the employee in completing Section 1.

(Fields below must be completed and signed when preparers and/or franslators assist an employee in completing Section 1. )
| attest, under penalty of perjury, that | have assisted In the complietion of Section 1 of this form and that to the best of my
knowledge the information is true and correct.

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

@ Employer Completes Next Page @

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




Employment Eligibility Verification USCIS

Department of Homeland Security oml: ,‘3:",'5,1;3047

RS U.S. Citizenship and Immigration Services Bxpires 08/31/2019
Section 2. Employer or Authqrized Representative Review and Verification

Emplayes Info from Section 4 Last Name (Family Name) First Name éelven Name) M.1.
L OR ListB ; AND

Identity and Employment Authorization Identity Employment Authorization
Document Title ocument Title I Document Title
——— f)mg:cs Licenge LenBrare of Ry

ssul 0 0 . g Authority
D—Qunmm_ NaGe ok W\ _#Mﬂmﬂ_sgﬁ_cu
Document Number Document Number Document Number
AQS UAPRRSTT AN 1% \4234
Expiration Date (7 any)(mm/ddiyyyy) Expiration Date (i any)(mm/ddfyyyy) Expiration Date (it any)(mm/ddfyyyy)
Lo - 202\

Document Title
Issuing Authority Additional Information 00 Nt votn  ors 283
Document Number
Explration Date (if any)(mm/ddpyyyy)
Document Title
Issuing Authority
Document Number
Expiration Date (i any)(mm#ddiyyyy)

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 he genulne 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): \2- 3@- 3 . (See instructions for exemptions)

8j of Employer or orized Representative Today's Date {mmsddlyyyy) | Titie of Employer or Authorized Representative
ﬁm&%m VL-1Q- 301+ C)\n'S\L@&Q

Lﬁ\sér:ame of Employer or Authorized Representative | Firgt Name of Employer or Authorized Representative Employer's Business or Organization Name
\ \73&3& \

™Me\ Lhere cygﬂ
Employer's Business or Organization Address (Street Number and Name) | City or Town State ZIP Code
LMed Fivion, Cloud O Quikp 3

; Q¢ | ecenVoine MN [S534Y

Section 3. Reverification and Rehires (7o be completed and signed by employer or authorized representative.)

A. New Name (if applicable)

B. Date of Rehire (if applicable)

Last Name (Family Name)

First Name (Given Name) Middie Initial Date (mmv/dd/yyyy)

C. If the employee's previous
continuing employment authol

grant of employmenl authorizalion has expired, provide the infermation Tor the document or receipt that esfablishes
rization in the space provided below.

Document Title

Document Number Explration Date (if any) (mm/ddiyyyy)

the employee presented d

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

ocument(s), the document(s) | have examined appear to be genulne and to relate to the individual.

Signature of Employer or Authorized Representative Today's Date (mm/sdd/yyyy) Name of Employer or Authorized Representative

Form 19 07/17/17 N

Page 2 of 3
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PO Box 46270
Minneapolis, MN 55344-995¢

Tel: 952,835,1288

www.esgstaffingsolutions.com

employer solutions staffing Eroup..

New Hire Application

Personal Data— PLEASE PRINT LEGIBLY IN INK
—— T SIBL T ININK

Last Name HO First Name __ TYler Middle Initia] N2
Street Address_ 2320 Golf Drive Apt/Ste
City/State/Zip _ Woodbury, MN 55129 Soclal Security Last Four XXX-XX-
Phone Number _ 612-876-5854 Email Address @

Staffing Agency/Recruitment Partner CMG

All offers of empl 8nt are conditional upon satisfacto; roof of Ide and legal abllity to work In the U.S.A.
Are you legally authorized to work In the United States of America? @ ves Qino
Applieant Certification and Authorization

I understand that a comprehensive background check may bs 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 parsons or entities from any claims that might be based on ESSG's decision to conduct a background check,

I certify that ali statements made in my applioation are true and accurate and that | have not omitted any material information or provided
false or misieading Information. | understand that any material omission or misrepresentation will result in my disqualification from
consideration for employmant or, if discovered after | begin employment, wilf result in my termination.

If hired, 1 agree to abide by the policies and Procedures of ESSG,

Tyler Ho %!%Lm Dec 19, 2017

Name (Print or type) Applicant’s Signature Date

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

For ESSG Offics Use Only
DoH __ | NHW —— e 8850 W4
Emergency Contact info Background Release Form Background Results Unemployment Letter ESC Application
{if applicahle)
For ESSG Client Use
DOH ROP Work Site Loc. WC Code

ESSG- CMG-CO Rev. 04/2017



Form W4 (2017) — eowmamgr—moe o

| W you aren't leta consider making estimated tax nis using Form
Purposs, Complets Fors Wek s et yenr o Porsonas Alowansos Wor e Jhd Estimad T for i, Girarvin
employer can withhold the cormeot federal Income warishests on page 2 further adjust your you may cwe Pob. m{,",‘,‘ndw!’" “;m,d
fax from your pay. Consider completing a new Form withholding allowanoces based on itamizad ;5]""";'“!' mm on Form Wed or Woap,
W-4 each year and when your p or finanoial deduotions, certaln credits, adjustmants t inoome, your ding -
situation cz::;aa or two-samers/multiple jobs ons, mﬂ::mm or m obao. r{fa ylgg' have am
from withholding. if Complete sl workshests that apply. However,
BLCUSUharE, g SASSSRES,
Februsty 15, 2015, Soe Pub, 505, Tax R yv::al?cla'lmedua'ndmaynotbeaﬂatamownor °""’°
i L Percentage of wans, mad-an the
&8 adependent Head of household, Ganerally, you can claim head mﬂ&"?mm’&%fwdm“
on his or her tax retum, u can't claim exemption of housshald status on your tax retum only # Nonresident alien, if you are a nonresident allen B8
o eicing {ran S350 o oo axce amfa’.s"(?'.ir &aﬁfmﬁg agdhgmaya"f‘:@omﬁdﬁ "u""n“m;m?"l’us il u“"m""m‘”" Inairuotians for
i S thlendy. Sﬁi‘g‘m w;{EqutandardlDeduuﬂo d 2heck de::-wllhhuldlng After m&mm@
mmﬂgﬂmem 32,,‘;"5,,;';,‘3‘,;3,8 Filing Information, for fnformafion. o - effoct, e Pub 508 to s how the ameur yousre
a depandsnt, if the employes: Tax aredits, You oan take projeoted tax credits into %ws;“ggfggg!?g your g"’lmﬁ*
© Is age 85 or older, ho ,Mm%%%%ﬂwmm excead §130,000 (Single) or §1 Bg.uogotMarﬂeco.
TS o i Widhe T o devlenmers, et bt sy
Cp i o ek T S e e
Personal Allowances Worksheet (Keep for your records,)
A Entar“1”furyouraell‘ifnooneelsecanclalmyouasadependent. 9 0 0 0000000000000 0O
* You're single and have only one job; or
B  Enter*1”if; { * You're married, have only one Job, and your spouse doesn't worls; or o B
» 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 chooss to enter *-0-" If you are married and have either a working spouse or more

then one job. (Entering “-0-* may help you avold having too Iittle tax withhed) . . . ., ., , . . . . 0 60 c
D Enter number of dependents {other than your spouse or yourseif) you will claim on your tax retum . . © 0 o 0 o o
E  Enter “1" if you will fils as head of household on your tax retum (see conditions under Head of househoidabove) , . E
F  Enter *1" if you have at least $2,000 of child or dependent care expenses for which youplantocleimaeredit . , . FE

(Note: Do not include child Support payments. See Pub. 503, Child and Dependent Care Expanses, for details.)
G  Child Tax Credit (nciuding additional child tax credif). See Pub, 972, Child Tax Credit, for more Information,

» If your total income will be less than $70,000 ($100,000 it manied), enter “2” for each eligible child; then less “1” |f you

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

* If your total Incoms will he betwaen $70,000 and $84,000 ($100,000 and $119,000 if married), enter *1* for each eligiblechild. &
H  Addines A through G and enter total here, (Note: This may be different from the number of exsmptions you claim on your tax retum,) » H

. dyou plan to itemize or olalm adjustments to Income and want to reducs your withholding, see the Deductions
For accuracy, | andAdjustments Workeheet on page 2.
complete all ® It you are single and have more than one job or are married and you and your spouss both work and the combined
waorksheets samings from all jobs exceed $50,000 ($20,000 If married), sea the Twe-Eamners/Multiple Jobs Worksheet on page 2
that apply. to avoid having too ittle tax withheld,

* if neither of the above situations applies, stop here and entar the number from line H on line § of Form W-4 below.

Form W"4

Dapastment of the Treasury
Intemnal Revenus Sarvice

Separate here and give Form W-4 to your employer. Keep the top part for your records.
Employee’s Withholding Allowance Certificate

» Whether you are entitied 1o claim a cartain 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 1o the IRS,
Initlal Last name

OMB No, 1545-0074

2017

Ho 2 Your social security number

Tyler na 477317273

2320 Golf Drive

Home addrass {number and street or rural route) 3 [® singe O Mamen O Marrled, but withhold at higher Singe rate.

Note: If manied, but legally separated, or spousa Is a nonresident allen, check the *Single* hox,

City or town, state, and ZIP code 4 ifyour last name differs from that shown on your sacial security card,

Woodbury, MN 55129 check hers. You must call 1-800-772-1213 for a replacement card. )

b
8
7

Total number of allowances you are cleiming (from line H above or from the applicable workshest on page 2) 5[0
Additional amount, if any, you want withheld from each paycheck N Y [

| claim exemption from withholding for 2017, and | certify that | mest both of the following conditions for exemption,
* Last year | had a right to a refund of all federal Income tax withheld becauss | had no tax liabliity, and

* This year | expect a refund of all federal income tax withheld because | expect to have no tax llablility.

If you meet both conditions, write “Exempt” hera. . . . N R S P A |
Under penalties of perjury, | declars that | have examined this certificate and, to the best of my knowledge and bellef, itIs true, correct, and complete,
Employee's signature
(This form Is not valld unless you sign it) »  T97rHo (5ec 19, 2077 Dates Dec19,2017

Employer's name and address (Emplaysr: Complets lines 8 and 10 only if sending tothe IRS)) | 8 Office code {optionsl} | 10  Employer Identification number (EIN)

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



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

If you do not © a written electio will be pai er Check,
Employes Name SSN# (last 4 digits) Effective Date
’ 7yl jro 27-2/- 72713 =
D, ous 3 and 5 below) Notgbhwbepmacmmmaytaka@wdaymbucﬁw
Payroll Debit Carg (Pleass complete Sections 4 and § below) Paper Check (Please complets Section § below)
[J Update Bank Account Tunderstand ang acknowledge that if I do not provide
Bank Name: voided check with this direct deposit form, 1 am
Ywells Fara e responsible for any delays in Payroll or extry costy
Routing# = incurred if the account number that I proyide is incorrect,
Account# s nitial Date .
Acconnt Type: [/ Checking [] Savings [JOther = S

Tohelpnsavoidmakhganelmr, DPlease attach a capy of & voided check. (a deposit slip win not work)
lt‘yonchangebaukn,donutclnseyouroldbnnkawoummtﬂyomdimctdcpoaithasswtedatthanewbmk,whichmayhkapqpeiods.

Federal lawrequh'esallﬂnancialinsﬁmﬁonstnohtain, verlty.andrecordinﬁnmaﬂonﬂmﬂdenﬁﬁeseachpersonwho opens an account, In order to
request a Payroll Debit Card for yon, we mugst Provide all of the following information that will enable the financial institution to you. If
You do not submit 5 Direct Deposit/Payro]) Debit Card Authorization, ESSG will provide the Recessary information and

Card to pay your wages, For yoyr Protection, the financig] institution mmay ask you to provide them additiona] identification information gq they can
verify your identity,

> access to any information
On your first payday, you will recejye your new Payroll Debjt Card, and a packet containing all of the terms and conditions, You wil)
then sign aclmowledging that you received the Payroll Debit Card and packet, Your Payroll Debit Carg will be reloaded on
wages,

CARDHOLDER lNFORMATION (as you want Your Payroll Debjt Card to be issued)
First Name Ml ' Last

Name Date of Birth

Street Address (POBOX NOT ACCEPTABLE) ; Social Security#

City Sue [z Coll Phone (mabiis)

RECEIPT OF PAYROLL DEBIT CARD (to be completed whep you pick up yoyr Payroll Debit Card)

Payroll Debit Card Routing # Payroll Debit Card Account #
lhavereceivedmyPayrull Debit Card,welcomabmchxre,pmgramkes,pmgmm terms, conditions, and disclosures, By activating my Payroll Debjt Card,
Iam agreeingmtl_leprogmm terms, conditions, and disclosures that are included ormadeavaﬂabletomeﬁ'om time to time from the ﬁnmcialinstimrion. I
authorize the financig] institution to debit my Payrol) DebitCardaccomﬂwrtheﬁaesdesaibedhﬂ:eﬁesdﬂdﬂethatispmoﬂhepmgrmumms,
conditions, and disclosures,

Employes’s Signature:

Date:

wages/compensation payments, net of required tax withholdings, other required Wwithholdings
account(s) as designated above and to initiate, if necessary, debit entries ang adjustmentsfor any credit entries
* E-mail is required for pay styh information,

*E.mai]: 7’(-@(A°-2 IZ‘I @ ‘qMa:[ . CQ.M
this informgﬁoWﬂlEybe used to send your paystubs electronically iy
Employee's Signature, Date: 12 -)g~
- \

[




EMPLOYER SOLUTIONS STAFFING GROUP
BACKGROUND CHECK AUTHORIZATION

Employee Name: __1¥ler Ho
| (First) (Middle) T

Former Name(s) and Dates Used:

Current Address Since: 2320 Golf Drive Woodbury, MN 55129
(Mo/¥r) {Street) (City) (State/Zip)
Previous Address From:
(Mo/Yr) (Street) (City) (State/Zip)
Previous Address From: :
(Mo/Yr) (Street) (City) (State/Zip)
Social Security Number: ___ 477317273 pop;_12/02/1995
Phone Number: 612-876-5854

Driver’s License Number/State;

The information contained in this application is corvect 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. 1 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.

I 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. i 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 1o, addresses, social security
numbers, and dates of birth.

Signature: % Date: D€c19,2017

Notice to CA, MN, and OK Residents:

Please check the hox below if you wish to receive a copy of a consumer report that is requested.
1 wish to receive a copy of any Background Check Report on me that is requested.




Para informacidn en espaffol, visite Www.consumerfinance.gov/learnmore o escribe a Ia Consumer Financial Protection Bureay, 1700 G Street N.W., Washington,
DC 20552,

A SUMMARY OF YOUR RIGHTS UNDER THE FAIR CREDIT REPORTING ACT
The federal Fair Credit Reporting Act (FCRA) promotes the accuracy, falmess, and privacy of information In the files of cansumer reporting agencles. There are many
types of consumer reporting agencies, including credit bureaus and spectaity agencles (such as agencies that sefl information about check writing histories, 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, 8O
to orwma to: Consumer Financial Protection Bureau, 1700 G Street N.W., Washington, DC 20552,
* You must be told i information in your file has been used against you. Anyone who usesa credit report or another type of consumer report to deny your appli-
cation for credit, insurance, oremploymant-nrtotakeanotheradvarsaacﬂon against you ~ must tell you, and mu 18, addrass, and phone

Bl BIVE YD

numbo Or th gency thet o Lo

* 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 Pprovide proper identification, which may include your Soctal Security number. in many cases, the disclosure will ba free. You
are entitled to a free file disclosure If:
® a person 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 in your file;
® your file contains inaccurate information as a result of fraud;

@ you ara on public assistance;
® you are unemployed but expect to apply for employment within 60 days.

In addition, afl consumers are entitled to one free disclosure every 12 months upon request from each nationwide credit bureau and from nationwide specialty con-

sumer reporting agencies, See _W_Wmmgjmgmmfor additional information,

® You have the right to askfor a credit score, Credit scores ara numarical summaries of your credit-worthiness based on Information from credit bureaus, You may
request a credit score from consumer reporting agencles that creste scores or distribute scores used in residential real property loans, but you will have to pay for
it. in some mortgage transactions, you will receive credit score Information for free from the mortgage lender.

® You have the right to dispute Iincomplete or Inaccurate information., if you Identify information In your file that is Incompleta or inaccurate, and report it to the
cansumer reporting agency, the agency must Investigate unless your dispute Is frivoious, Ses Mﬂl&mmmgu_mfw an explanation of dispute
procedures,

® Consumer reporting agencies must correct or delste inaccurate, incomplete, or unverifiable information. inaccurate, incomplete or unverifiable Information
must be removad or correctad, usually within 30 days. However, 2 consumer feporting agency may continue to report information it has verified as accurate,

® Consumer reporting agencies May not report outdated negative Information. in most cases, a consumer reporting agency may not report negative information
that Is more than seven years old, or bankruptcies that are more than 10 years ald,

® Access to your file is imited. 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, landlord, or other business. The FCRA specifies those with a valid need for access,

* You must give your consent for reports to be provided to empioyers, 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-
mation, go to

¢ Youmay imR “prescreened® offers of credit and insurance you get based on information In your cradit report. Unsolicited “prescreened” offers for credit and
Insurance must include a toll-free phone number you can cal) if you choose to remove your name and addrass 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 faderaj court.

o Identity theft victims and active duty military personnel have additiona) rights, For more information, visit nsu ance.
States may enfarce the FCRA, and many states have their own consumer reporting laws. In some cases, you may have more rights under state law. For more infor-

mation, contuct your stute or local consumer protection agency or your stata Attorney General, Forinformation about your federal rights, contact:
TYPE OF BUSINESS: CONTACT:

1.a. Banks, savings associations, and credit unions with total assets of gver a, Bureau of Consumer Financia) Protection

$10 billion and their affiliates. 1700 G Street NW
Washington, DC 20552
b. Such affiliates that are not banks, savings assoctations, o credit unions also b. Federal Trade Commission; Consumer Response Center ~ FCRA
should list, in addition to the Bureau; Washington, DC 20580
{877) 3824357

2.To the extent not included in item 1 above:
a. National banks, federal savings assactations, and federal branches and fed- | a, Office of the Comptroller of the Currency
eral agencies of forelgn banks Customer Assistance Group

1301 McKinney Street, Suite 3450

Houston, TX 77010-8050

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

banks), commercial lending companies owned or controlled by forelgn banks, Minneapolis, MN 55480

and organizations operating under section 25 or 25A of the Federal Reserve
Act .

c. Nonmember Insured Banks, insured State Branches of Forelgn Banks, and €. FDIC Consumer Response Center
Insured state savings associations 1100 Walnut Street, Box #11
Kansas City, MO 64106

d. Federal Credit Unions d. National Credit Union Administration




EMERGENCY CONTACT INFORMATION

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

Employee Name: Tyler Ho
Address: 2320 Golf Drive Woodbury, MN 55129

Home Phone: 612-876-5854

éontact #1 | G e;
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 Eroup..

STATEMENT OF CONFIDENTIALITY

- This agreement made this day of , 201__, between
Employer Solutions Staffing Group LLC, hereinafter referred to as “employer”’,
and hereatfter 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 liguidated
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.

;@nﬂmum‘n

Employee Signature

Employer Solutions Staffing Group LLC, Representative



eployer solutions staffing grvoupuc
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.

Aftend all scheduled appointments. While on physical limitations, visits should
be a minimum of once every two weeks. Failure fo 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.

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 perfbrm 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.

Signed: _ S04L1%

Printed Name: Tyler Ho




L

employer solutions staffing group..

Important/Importante
LOST OR STOLEN PAYCHECKS

If a paycheck is lost (missing, misplaced, destroyed, lost in the mail, efe.), 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 80, 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 plerde (que faita, fuera de lugar, destruido, perdido en
el correo, efc), 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 detendrg 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): Tyler Ho

Signature/Fima: 4L




employer solutions staffing group..

ESBG WORKPLACE SAFETY POLICY

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

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

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

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

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

(5) 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 ag 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..

e Right to request 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 concern 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
952.835.1288/1.866.496.7573) 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,



employer solutions staffing group..

LSRR e SRR e S N

Acknowledgement of Receipt of Workplace Safety Policy

I certify that I have received a copy of Employer Solutions Staffing Group’s ESSG
WORKPLACE SAFETY POLICY. I understand that it is my responsibility to read
this policy and ask my supervisor, a member of management or to telephone
Employer Solutions Group (ESSG) at 952.835.1288/1.866.496.7573 with any
questions I may have ahout 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 thatI 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)
TylerHo

Employee’s Signature:

@% Date;_Dec 15,2017
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Notification of Minnesota Law Re uirement —

Unemployment Acknowledgement

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

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

I 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. 7- #. (Initial)

Emp ignature: Date;

[y ler [Ho

Employee (please print your name here)

CMG_SM - Rev. 09.2013



Acknowledgement of Receipt Antiharassment Policy

ut this policy. | agree to comply with ESSG’s policy on Antiharassment
and understand failure to comply is grounds for disciplinary action, up to and including termination,

I also agree that if at any time during my employment | am involved in any employment dispute or | am
subjected to any type of discrimination, including discrimination because of race, sex, age, religion
color, national origin, disability, marital, sexual orientation or veteran status, or if | am subjected to any
type of harassment including sexual harassment, | will immediately contact my supervisor, manager,

director or ESSG’s Human Resource Department at 952.835.1288/1.866.496.7573 in order to obtain
assistance in the resolution of such matters. ;

Employee Name (Please Print)

[yt o

Employee’s Signature:

%{; /,é Date: /2 ~/8-17

22



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

which the terms and conditions of my employment may change. I further understand that this
agreement supersedes ajl prior agreements, understandings and representations concerning
my employment with the company.

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

DATE (2~ (8->

EMPLOYEE

NAME Jylar (e
. ... PLEASE PRINT A A e
T EMPLOYEE
SIGNATURE___ / Mo M
ESSG
REPRESENTATIVE

23



v ACKNOWLEDGMENT

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

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

4. |am responsible for the information provided herein and will, upon my Separation,
return this handbook to my ESSG Consultant. '

Date: | /7//€//7
Associate's Signature; ﬁh %
Associate's Printed Na% 73/9, (7>
Orientation provided by:

24
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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.

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

7;//-9r JHo
Individual’'s Name
{2~ 18-)7
Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



o 0890 Pre-Screening Notice and Certification Request for
o ) the Work Opportunity Credit OMB No. 1546-1500

obme v b | b Information about Form 8850 and its separate Instructions Is at www.irs.gov/form8a50,

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

Yourname  TylerHo Soclal security number > 477317273
City or town, state, and ZIP code Woodbury, MN 55129
County Telephone number  612-876-5854

If you are under age 49, enter your date of birth (morith, day, yesr) 12/02/1995

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

* lam at least age 18 but not age 40 or older and | am a member of a family that:
a, Recsived SNAP benefits (food atamps) for the past 8 months; or
h. Received SNAP benefits (food stamps) for at lsast 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.

* | racelved supplemental security income (SSi) benefits for any month ending during the past 60 days,

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

m] Check here if you are a veteran and you wers unemployed for a period or periods totaling at Ieast 6 months during the past
year.

4 m'_l 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,

m] Check here if you are a veteran entitled 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,

ml 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 beglnning after August 5, 1897, and the earllest 18-month period beginning
after August 5, 1887, 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.

-

[D] Check here if you are In a period of unemployment that Is at least 27 consscutive weeks and for all or part of that period
Yyou recelved unemployment compeansation,

___ Signature—All Applicants Must Sign

Under penalties of perjury, | declare that | gave the abave Information to the employer on or before the day | was offered a Job, and it is, to the best of my knowledgs, true,
correct, and complete.

Job applicant’s signature > @Hﬂmm ) pate D€C19,2017
For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 228511 Form 8850 (Rev. 5-2015)




Form A (rev. 03/2017)
EMPLOYER SECTION:

Specialists

TAX CREDIT QUESTIONNAIRE RETROTAX.

fax Cradit Adminisirntion

Client; Company:

Location: Position: Starting Wage: $

EMPLOYEE SECTION:

First Name: Last Name: Snffix: Street Address: City/State:

Tyler Ho 2320-Golf Drive Woogbury, MN

55129

S8 Date of Birth: Age: Have yon worked for | If yes, location:

4773172.73 12/02/1995 ﬂl‘i(s :Epa;{' beuf?“‘?

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

Yes No

ll

Have you or has anyone living with You received Temporary Assistance to Needy Families (TANF)
at any time since August 5, 199772 (Ifyes, please provide information below.,)
Name of the person recelving 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 yes, please provide information below.) :
Name of the person receiving benefits; Relationship to you;

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

Have you received any type of vocational rehabilitation services within the past two years?
lfyes,pleasehldlmtewhichtypeof worked with and provide their location information below:

[ Vocations! Rehabilitation Agency Dept. of Veterans Affirs  [[] Employment Network (Ticket to Work Program)

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

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

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

@)
o

Have you been unemployed at any time during the Iast 12 months?
If yes, dates of unemployment - From; To:

—

Did you receive unemployment compensation at any point during your unemployment?
If yes, in which stats did you receive unemployment compensation? __

Was this a [0} Federal or [ State conviotion? IfStato - Connty: ____ State:

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

——

o O QR
Ql b OR

FEe)

i IECm(Nat;ve Am:;lcaln.).: Ar; y(ni or your spouse a member of a Native American Tribe? "

T Al e

i SR

R e e
Ifyauchackedyaspleasepravidaacopyquaurﬂ)mcard —
CA Residents; [D Are you ﬂ:echildofﬁ)nterpnrents? Do you recaive CalWorks? Workforce Investment Act?

D]Are You a migrant or seasonal farm worker? D Have you ever been convicted of a misdemeanor?

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

e

e VG e nes e

a g

PLEASE READ, SIGN, AND DATE:

Under penalties of perjury, 1 declare the information above to be true and accurate to the best of my knowledge, and 1 hereby authorize any agency,
1o supply such verification or information that may be needed to determine tax credit eligibility to my emplayer, emplayer representative

Consultants, Inc. dba Retrotax), or the Department of Labor.

New Employee Signature; % Date: Dec 19,2017




Fixed Indemnity Medical Benefits Plan 2

VS| 219301-ESG-1 OFFICE USE ONLY LOCATION o e e, Rehire Date___/ ¢

ENROLLMENT FORM ESC CUUNAC-MN) P1 vi8.2
PRINT USING BLACK or BLUE INK (Must Be Filled Out)

Al REQUIRED EMPLOYEE INFOR_MATION

Name il Social Security # ' Home Phone Sex @
-Address I B (Apt. # —
—Cny State Zip I Date of Birth

ance Claim Number HICN)

C. LIMITED BENEFITS PLAN SELECTION

You MUST select a coverage level before any benefits in §
identical. The Fixed Indemnity Medical Plan, Dental Plan, Te

[nsyranc__e___ Company, The Vision plan is underwritten by Companion Life Insurance Company.
g P SN R E Lever  FIXED INDEMNITY SHORT-TERM
: SEI.ECT COVERAGE LEVEL . MEDICAL 1 DENTAL VISION TERMLIFE | BT
Employee Only [ ] s2025 [0  se17 B  s2.42 S soe0 | saso (3

Employee + 1 [ ] $41.10 $12.34 $492 | s090

Employes + Family [ ] $54.88 $20.36 $6.56 $1.80
NO 0 ALL Benefis 7 [Ives [Ino [ves Clno | [ves Cne | Clves [Cno
L, or PR, 2STD is not available to persons who work in CA, HI, NJ, NY, orRI

_Name

o ——— 3 o = . — e e e s ———————— - - e e e e e e s

Relationship

-
Name Social Security # Date of Birth Sex Relationship

L IMI[F]  [Jspouse[Jchid[] Domestic Partner

e e e = -t e e i e e o g s g Bt T ——— - -

‘Name Social Security # Date of Birth Sex Relationship
{2 IMIE] [JSouse[ Tchid[TDomestc Parner

Name Social Security # Date of Birth Sex Relationship
ame T e L2 TMITE] Dlspose [ chi [ bemeste Parmer

Name Social Security # Date of Birth Sex Relationship
il e L A MITE] | O Spouse [Tchial T Dormestic Partner

liment s oply avallablefor

alimited i & beriefit selection
DATE | /LB 6 sionatuge s e R

*This Plan DOES NOT Alleviate the Individual Mandate Penalty* This s an Essertial StaffCARE Enrollment Form,



HE AI.THEZ R S g s i W‘““"“!‘t’;
Enhanced MEC_Plan 1 |

L1 New Empla

Address City p Code

Gender LI Male | Warital Status [J Single | Date of Birth Date of Hire
[J Female | [ Manied [J Divorced

Phone Number; Emall Address:

Please Select Desired Coverage:
E' Employee Only - Employee+Spouse - Employee+Child(ren) - Family -

$24.00/Week $38.00/Waek $36.00/Week $63.00/Week

Sooial Security # Birth Date | 86X Relationship
Tt Nams—— 01 Male Clsponse [0 chad
. L Last Name I Female O Domestic Partner
Dependeni
Soolal Security # Birth Dato | Sax Relationship
Mal ClSpowse [ Child
First Namie ML LastNams g Femeale [] DomesticPariner .
Dependent
I Nams— = g O Mal Spouse Child
= = 0 Fameala = O DnEuﬁcl’athur
NAME OF PERSON COVERED (FIRST, LAST):
EFF. DATE
EFF. DATE
EFF. DATE

Employss Acimowlsdgement and Authorization -1 hereby apply for the group benefii{s) as Indicated, lacknowledge that all entries are trus and compiete and that
any miestatements or fallure to raport Information may be usad as the basis for canceliation of covarage for me and my dependentys), if any, from the original
effective date. Further, | authorize my employsr to make the necassary payroll deduction of pramiums for coverages | have elected,

IF ENROLLING - YOU MUST SIGN HERE
Employee Signaturs Date

_m_
EMPLOYEES DECLINING L | am DECLINING coverage
lundlmﬂuuandlormyd-plndmh,lfmy.wdnanymmanddnlubparﬂﬁmInlhoplanatalnhrdda.Hnmayhenmldandahhanmlhomd
)

s

Employse Signature 7-

Date /2 / / 9/ /7
Employer Solutions Staffing Group Health Benefits Team
PO Box 46270
Minneapolis, MN 55344
Phone: 852-767-8519 Fax: 852-767-8515

Email: HIﬂl@employemoluﬂonsgmup.oom




