Personal Data-—- PLEASE PRINT LEGIBLY IN INK

Last Name “DL\\DJS.

First Name Lﬁt\{&

employer solutions staffing group.

l.everaging Resources in a Changing Market

7301 Ohms Lane Suite 405
Edina, MN 55439

Tel: 952.835.1288
www.esgstaffingsolutions.com

New Hire Application

Street Address __ZﬂLP oxe AVA S

Cityistaterzip \ LIS SAin-uuk
Phone Number \_QAQ_LQL“Q’\ '9_04

Staffing Agency/Recruitment Partner

All offers of employment are conditional upon satisfacto

Email Address )

LIY\%

\

Middle Initial S ‘_j S

aptiste CIOH
Social Security Last Four XXX-xX-8~ |\

roof of identity and legal abili

to work in the U.S.A.

Are you legally authorized to work in the United States of America? [EPYES [INO

Applicant Certification and Authorization

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

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

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

| certify that all statements made in my application are true and accurate and that 1 have not omitted any material information or provided
false or misleading information. | understand that any material omission or misrepresentation will result in my disqualification from
consideration for employment or, if discovered after | begin employment, will result in my termination.

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

\aha Yool

> I\ Oty

H9VY

Name (Print or type)

@bﬂcant’s Signature

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

Date

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

ESSG - Supermoms CMG

Rev. 05/2015



- 8850 Pre-Screening Notice and Certification Request for

(Rev. March 2016) the Work Opportunity Credit OMB No. 1545-1500
Fnﬁema]' F?émf‘;’slwm y P Information about Form 8850 and its separate instructions is at www.irs.gov/form8850.

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

Your name m& \s(i\)\)(Y\}f; Social security number B> M”’OQW
Strest address where you live 'ZD—:H-Q \J\O\}I \L e E W C,QO@

City or town, state, and ZIP code m v Vaul M B\ R
County "L B.\ONA Telephone number { ¢ \o LN\

If you are under age 40, enter your date of birth (month, day, year) D’-\—\ o\xaes

1 [0 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 TP 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 Familles (TANF) for any 9
months during the past 18 months.
s | am a veteran and a member of a family that recelved Supplemental Nutrition Assistance Program (SNAP) benefits (food
stamps) for at least a 3-month period during the past 15 months.

o | 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.

o | 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. Received SNAP benefits (food stamps) for at least 3 of the past 6 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.

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

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

3 [ Check here if you are a veteran and you were unemployed for a period or periods totaling at least 6 months during the past
year.

4 [ Check here if you are a veteran entitied to compensation for a service-connected disability and you were discharged or
released from active duty in the U.S. Armed Forces during the past year.

5 [] Check here if you are a veteran entitled to compensation for a service-connected disability and you were unemployed for a
period or periods totaling at least 6 months during the past year.

6 ¥ Check here if you are a member of a family that:
* Received TANF payments for at least the past 18 months; or
*» Received TANF payments for any 18 months beginning after August 5, 1987, and the earliest 18-month period beginning
after August 5, 1997, 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.

7 [0 Check here if you are in a period of unemployment that is at least 27 consecutive weeks and for all or part of that period
you received unemployment compensation.

Signature—All Applicants Must Sign

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

Job applicant’s signature »> /\"PW&\Q_A Date 2+ Oh» _\’Dj‘

For Privacy Act and Paperwork\R}él‘lcl:lon Act Notice, see page 2. Cat. No. 22851L Form 8850 (Rev. 3-2016)




Form W-4 (2017)

Pumpose. Complats Form W-4 so that your
employer can withhold the carract federal income
tax from your pay Consider completing a naw Form
W4 each yaar when your persanal or financlal
SMDI'I

on from withholdlng it Iin:u ara exempt,
competaonlyllnss‘l 2,8,4, an 7andslgn1ha

it. Your examption for 2017 expiras
Februa 15 2018 Sae Pub, §05, Tax Withholding
and mated Tax.

Nate: if another person can claim you as a dependent
on his or her tax ralum ﬁu oan't claim axamptlon

from withholding ¥ a] Income exceeds $1
and includes mora 50 of uneamed lncoma ffor
exampls, intarest and dividends),

lons. An emplo! ba able to claim
mmﬁon from wlthhg dﬁ e"v;:yn ifthe employee is
a dependent, if the employes:
= |s age 65 or older,
¢ |8 blind, or

= Will claim adjustments to incoms; tax cradits; or
itemized deductions, on hig or her tax retum.

The exceptions don't g to supplemental es
greatertlg:lm 000,01 gply S Y

Baslc instructions. If you aren't exempt, com, lete
the Parsonal Allowances Worksheaet below.
worksheets on page 2 further adjust your
withholding allowances based on itemized
deductions, certaln credits, adjustments to Income,
ortwo-eamerslmulﬁpla]oba ations.

Complete all worksheets that apply. However, you
may olaim fawer (or zero) allowances. Fo! lar

es, withholding must be based on allowanges
you clalmed and may not be a flat amount or
percentage of wages.

Head of household, Generally, you can claim head
of housshald ﬁll;lg status on your tax retum on lf
you are unmanied and pay mora than 50% of
costs of keeping n“"mP ahome for yourself and your
dzgand S’n er qualifying individuals, See
mptions, Standard Daeduction, and
Filing lnfbmmlon. for Information.

Tax credits. You can take projected tax cradits into
account lnﬂgmlng your allowable numbper of
withholding atiowances. Credits for child or dependent
care expenses and the chlid tax credit may be claimed
using the Personal Allowances Worksheet balow.
Sae Pub, 506 for information on converting your ather
credits Into withholding allowances.

Nonwagse income. If you have a large amount of
nonwage income, such as Interest or dividends,
consider making estimated tax dn' é!msnts using Form
1040-ES, Esﬂmatad Tax for Int Otherwiss,
you may 'owe additional tex. If you have pension or
annuity income, sea Pub. 505 to find out lfyou should
adjust your withholding on Form W-4 or W-4P.

Twa eamers or multiple jobs. if you have a
working spouse or mare one job, ﬂgura the
total number of atlowances you are entitied to claim
on all jobs using worksheets fram only one Form
W-4. Yuurwnh olding usually will be most acourata
when all allowances are claimed on the Form W4
for the highest %glng Job and zero allowances ars
claimed on the See Pub. 505 for detalls.

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

Check your withholding. After your Form W-4 takes
effect, use Pub. 505 to see how the amount you are
having withheld compares to your ﬁro]ectad total tax
for 2017, Sea Pub, especially xuur earnings
exceed $130,000 (smgle) or $180,000 (Married).
Futura devalopmems. Information about any future
davelo ing Form W-4 (such as
laglsl an enaulsd aftar we releass it) wlll be posted
at www.irs.goviw4.

Personal Allowances Worksheet (Keep for your records)

A Enter “17 for yourself if no one else can claim you as a dependent .

B  Enter*”if {

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

Your’re married, have only one job, and your spouse doesn’t work; or }

= Your wages-from a second job or your spouse’s wages {or the total of both) are $1,500 or less.

C  Enter “1” for your spouse. But, you may choose to enter “~-0-" if you are married and have either a working spouse or more

than one joh. (Entering “-0-* may help you avold having too little tax withheld.) .

mmo

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

ﬂ"ﬁ"

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

G Child Tax Credit (including additional child tax credit). See Pub. 872, Chlld Tax Credit, for more information.
= [f your total income will be less than $70,000 {100,000 if married), enter “2” for each eligible child; then less “1” if you
have two to four eligible children or less “2” if you have five or more eligible chiidren.
= If your total Income will be hstween $70,000 and $84,000 ($100,000 and $119,000 if married), enter 1" for each eligible child,. G

H  Add lines A through G and enter total here. (Note: This may be different from the number of exemptions you ciaim on your tax retum.) > H
k] If u plan to itemize or claim adjustments to Income and want to reduce your withholding, see the Deductions

For accuracy, Adjustments Workshest on page 2.
complete all

worksheets

that apply. to avaid having too little tax withheld.

i

L lf you are single and have more than one job or are mamried and you and your spouse both work and the combined
s from all jobs excead $50,000 ($20,000 if manied), see the Two-Eamers/Multiple Jobs Worksheet on page 2

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

Form W""4

Department of the Treasury
Internal Ravenus Service

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

Employee’s Withholding Allowance Certificate

P Whether you are entitled to clalm a certain number of allowances or exampt'lun from withholding is
subject to review by the IRS. Your employer may he required to send a copy of this form to the JRS.

OMB No. 1645-0074

2017

Your fitst name and middie inftial

16 N L.\

m%;s

2 Your social security number

B0 9\G

Home address (number and street or rural routs)

V|

Clty or town, state, and ZIP code

LM&‘:‘::\— W M BB0S

3 B single [ Manted [ Manied, but withhold at higher Single rate.

Note: if manied, but legally separated, or spousa is a nonresident allen, check the “Singla”® box.

4 It your last name differs from that shown on your social security card,
check here. You must call 1-800-772-1213 for a replacement card. > [_]

Total number of allowances you are clalming (from line H above or from the applicable waorksheet on page 2) 5

6 Additional amount, if any, you want withheld from each paycheck

7 | claim exemption from withholding for 2017, and | certify that | meet both of the followlng condlﬁons for exemption
= | ast year | had a right to a refund of all federal Income tax withheld because | had no tax liabllity, and
© This year | expect a refund of all federal income tax withheld because | expect to have no tax liability.

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

A

6%

>z

Under psnalties of perjury, | declare that | have examined this certificate and to the best of my knowledge and belief, it is true, correct, and complets.

Employee’s signature

(This foim is not valid unless you sign it) -,R? C{ﬁ M{Q«W\L&

Date» 5+ G\ Y-

8  Employer's name and address (Employh{(yﬁplata fines 8 and 10 only if sending to the IRS)

9 Office cade (optional}

10 Employer Identification number (EIN)

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

Cat. No. 10220Q

Form W-4 (2017)
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EmploymentEngibﬂﬁjVeriﬁcaﬁon Ty - .. USCIS. .

' Form o
Department of Homeliand Security.
U S. Cxtizenship and Itnmigmtion Semces m%b?n’&%‘i‘;’

PSTAR'I' HERE Read instructions carefully before Mpbﬁnaﬂin form, The Instruétions niust be mllablo. sither in paper or electronically, I
during completion of this fortn: Efiployers are liable for srors in the completion of this for, ;

ANTI-DISCRIMINATION NOTICE: It is illegiél to discriminate against work-authorized individuals, Employers CANNOT specity which -

document(s) an employee may present to establish employmant authorization and identity. The refusal to hire or continue to employ
an indeupi heoausa the dowmentaﬁon presentad haa a futum explmﬂnn date may alsq canstiute lllegal dlscrlminaﬂqn. .

Dats of Birth {manwyy) ms Social Seeumy Number

Tnohaxl |5zl o - AR

1 am aware that federal law provides for imprllénment andlor fines farﬁlah statements o
connaction with the completion of this form.

/1 attest, urider penalty of perjury, that | am (ehack onq of th- followlng bmm)
m 1. A citzen of the Unied sw

_ _ _ — 0D - 0‘2; I“I e {l
] 3. A lawful permanent m!danr (Allen Registration Numbarluscls Numbér):
|:] 4. An alien authorized to Work  until (expiration dats; if applicable, mmiddiyyyy): -

Some glians, maym"nm'rp the expiration date field. (See insiructions)

Aliens authorized fa work must provide only ane afmibmmmmmnmummmwmw [ T T

An Allen Registration MumbeyfUSCIS Number OR Form 1-64 Admission Number OR Forsign Passport Number: et

1. Allen Regm_Nnmhsrmsms Number;
OR

2. Form |-84 Admission Number:

3, Foraign Passport Number
Country of Issudnce: :

knowledge the lnformaﬁnn is true and correct. Salp

Signature of Preparer or Translator Today's Date (mmvdd/yyyy)
Last Name (Family Name) First Name (Given Name)

Address (Streat Number and Name) City or Town State  |2IP Code

; m o
4 LR St
. WEER AT
.

Form I-9 11/14/2016 N



Employment Eligibility Verification USCIS

Department of Homeland Security Form I-9
7, . i A OMB No. 1615-0047
U.S. Citizenship and Immigration Services Expires 08/31/2019

Wouﬂmlﬁyaimuﬂa Naprenentath o) @ withi 4 tid mﬁ‘*“afmyea mm wmawa
Mm @#«%M%ﬁ%Wm%mmmm% mmmwmmw a&:wmmw

Employee Info from Section 1 I-ﬁﬁ???@ly Name) w iven Name) m RH ?lpll Hg]raﬂon Status
List A OR List B AND ListC
Identity and Employment Authorization Identity Employment Authorization

Document Title ﬁ%mlm T.D. card _%nuﬂe Secunm Ca'd

Issulng Authority '{E lssgniA% E g _‘c g gfgan ] n _{ I
Document Number . | Doc tw? 3 4 3 c% qumbe“ Ll s_' ‘q

Explration Date (7 any)(mm/dd/yyyy) Explraﬁb,?Te (if ani/)(mm/d Explmﬁorﬁa? K any){mm/dd/yyyy)

Document Title

ssulng Authority | |Additional Information e

Document Number

Expiration Date (if any)(mm/ddfyyyy)

Document Title

Issuing Authority

Document Number

Explration Date (if any)(mm/dd/fyyyy)

Certification: | attest, under penalty of perjury, that (1) | have examined the document(s) presented by the above-named employee,
(2) the above-listed document(s) appear to be genuine and to relate to the employee named, and (3) to the best of my knowledge the
employee is authorized to work in the United States.

sfirst day of employment (mm/dd/yyyy): 03 l (8] | 2017  (See instructions for exemptions)
presentative Today's Dahe{mm/dd/yyyy) e of Employer or Authorized Representative

03[ 01 (707 mistrative Asst

Last Namvmr Authorlzed Representative Fhslqy\e of Empioyer or Authorized Representaﬁve Employer's Business or Organization Name

EMPLOYER SOLUTIONS STAFFING GROUP LLC

Empioyer's Business or Organization Address (Street Number and NJme) City or Town State ZIP Code
7301 OHMS LANE  SUITE 405 55439
loyer or aulfiorieed reprossclative)
| (e ) 8. Bete of Rehire fmmw
Last Narne (Famﬂy Name) First Name (Given Name) Middle Initial Date (mm/ddfyyyy)

G Tthe employee's previaus grant of employment authorizalion has expired, provide the Information for the document of recelpt that esiabishes
gontinuing employmant autharization in the spaoce provided below.

Document Title Document Number Expiration Date (if any) (mm/ddfyyyy)

| attest, under penaity of perjury, that to the best of my knowledge, this employee is authorized to work In the United States, and if
the employee presented document(s), the document(s) | have examined appear to be genuine and to relate to the Individual.

Signature of Employer or Authorized Representative | Today's Date {mm/dd/Ayyy) Name of Empioyer or Authorized Representative

Form1-9 11/14/2016 N
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"]
This card belongs to the Social Security Administration and you must
return it if we ask for it.

If you find card that isn’t yours, please retum it to:
Social Security Administration
P.O. Box 33008, Baltimore, MD 21290-3008

For any other Social Security business/information, contact your local
Social Security office. If you write to the above address for any business
other than returning a found card yeu will not receive a response.

Social Securlty Administration %
Form SSA-3000 (08-2011) G67011968
i : i

e — - e e ————




Authorization

Authorization: By signing below, you authorize: (a) backgroundchecks.com (“BGC”") and/or Orange Tree
Employment Screening to request information about you from any public or private information source;
(b) anyone to provide information about you to BGC and/or Orange Tree Employment Screening; (c)

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

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

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

Printed name: \ g@o\ \\ }\G N _\A-ﬁ\m
== First Middle (CJ “Last
. none)

Otfier names used: v\—\O\
Current county of residence:

Current and former éddresses:

LN _curem PO Wk Bup € WS D] TS

from Mo/Yr to Mo/Yr Street . City, State & Zip
2%\ AZHN2 DTSN S W@—C&Jﬁkﬁ ZAGLh
from Mo/Yr to Mo/Yr Street City, State & Zip
from Mo/Yr to Mo/Yr Street City, State & Zip

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

1 O™ U4 -0 -81\9

Date of birth Social security number
“E\2238\Q Latha Masis P
Driver’s license number & state Name as it appears on license

Report Copy: If you are applying for a job or live in California, Minnesota, or Oklahoma, you may request
a copy of the report by checking this box: C1.

%@%m 2\ A\
ature Date




EMERGENCY CONTACT INFORMATION

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

Employee Name: Lém *\D\W&

Address: _ 22 1\g \.N.LY“\L Yne & RO« D0 WX Somul \\/\5}. 65\\%
Home Phone: U\QML\L\«\Q(}L\r

W,._ ..w PTE——— V,f : .1 r — T ey ‘_
—....ease ligt two poopla (In priority arder) who dould be dontasted in pase of pn omitganoy
Contact #1 Home Phone:
Name: CaAY \ SandeeS Cell Phone:\ 9\ 3, 19 B30
Relationship: £ OG- 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.

Leveraging Resources in a Changing Market
Wage Payment Method Authorization (Minnesota)

Employees have the option of receiving wages by Direct Deposit and/or Payroll Debit Card.
If you do not provide a written election, wages will be paid by paper Check.
S E ] 0 M AN GRBNITE@ RN T L@

Employee Name | ~ SSN# (last 4 digits Effective Date
L XY\ O YY) 5 YT\ 0"-04 - '7

SIHC L IEN 2 FANWIRGILL, JELIECTTROIN
|| Direct Deposit (Please complete Sections 3 and 5 below)  Note: Direct Deposit accounts may take up to 7 days to be activated

%! Payroll Debit Card (Please complete Sectians4 and 5 below) [ | Paper Check (Please complete Section 5 below)
SECEION S DIREEE DIERGISEE

(\ O 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

O responsible for any delays in payroll or extra costs

‘ Routing# incurred if the account number that I provide is incorrect,
BN Account#

Initial Date

Account Type: O Checking O Savings O other

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

SECTION 1 PANROEE BEBIE CARD (GEOBNL CNSHCARD)

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

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

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

SirstN eC\ M.M Lagt Name ec, ls) ac:fs l\% _S':l"
treet Address BOXNOT ACCEPTAB 0CI [+
Manevnes Wk 208 gL () m-@f'&"\\q
() one (mobile
N Satedau || Bsane RERa

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

Payroll Debit Card Routing # Payroll Debit Card A " @55 n A
BYTO ;7;975"181 outing ayroll Debit Card Account LI, L}OD (’)lL_“ 5 ’\3 -

I have received my Payroll Debit Card, welcome brochure, program fees, program terms, conditions, and disclosures. By activating my Payroll Debit Card
I am agreeing to the program terms, conditions, and disclosures that are included or made available to me from time to time from the financial institution. I
authorize the financial institution to debit my Payroll Debit Card account for the fees described in the fee schedule that is part of the program terms,
conditions, and disclosures.

Employee’s Signature: gm Date: 3~ 9) . '7

SECHON S AUEFEORIZN TTON

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

*E-mail: )\ oK ANLES G @ L8900
this information will only be used to send your paystubs electronically

Employee's Signature: AMA’M Date: 2) ’(9 ) \’;‘“

Nt




DRUG AND ALCOHOL

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

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

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

: , 3 <
| dual’'s Name

RN -
Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



-employer solutions staffing group.

Leveraging Resources in a Changing Market

Notification of Minnesota Law Requirement —
Unemployment Acknowledgement

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

job assignment from a staffing service, (1) fails without good cause 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 fo
have quit employment.

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

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

, OO A LD S\t
loyee Signature: Date:

Employee (please print your name here)

CMG_SM - Rev. 09.2013



employer solutions staffing group.

Leveraging Resources in a Changing Market

STATEMENT OF CONFIDENTIALITY

This agreement made this_2. _day of_MaoX , 201 3, 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.

YLD

\Emiployee Signatur

1 by
Employer ons Staffing Group LLC, Representative




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

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

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

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

Slgnedfg ki ‘
Prmted Name: M\X\"\LS
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Enhanced MEC Plan_Plan 1 il '

Benefits Enroliment Form ee  [] Rehire Rehire Date

Employec information

Name (First and Last)

Social Security Number
Lloha Wlwes : 629 -o4-81 G
dress c State Zip Code

270 Vol Yas © Aph.cosk sk sroaw| My | E0\B

Gender Ll Male | Marital Status [§—Singie | Date of Birth Date of Hire
[@Female | [l Mamied [ pivorced 1}\0\ K5t ARG &
HPhone Number: Email Address:

"L OleN ol ANA AN BRI SSFAR Udne. COm
J

Please Select Desired Coverage:
I___I Employee Only - EI Employee+Spouse - EI Employee+Child(ren) - EI Family -
$63.00/Week

$24.00/Week $38.00/Week $36.00/Week

Soclal Security # Birth Date | SeX Relationship
[ Male [OSpouse [ Child
[ First Name M.l Last Name D Female D Domestic Partner
Soclal Security # Birth Date | Sex Relationship
O Mae OiSpouse ] Child
[First Name M. Last Name [ Femals [ Domestic Partner
Social Security # Birth Date | Sax Relationship
[ Flrst Name M.I. TastName | [ Maie O Sponse [ Child
[ Female

EFF. DATE
EFF. DATE
EFF. DATE

IEmployae Acknowlsdgement and Authorization - | herehy apply for the group benefit{s) as Indicated. | acknowledge that aii entries are true and complete and that
any misstatements or fallure to report information may be used as the basis for cancellation of coverage for me and my dependant(s), if any, from the originai
effective date, Further, | authorize my employer to make the necessary payroli deduction of premiums for coverages | have elected.

IF ENROLLING - YOU MUST SIGN HERE

Empioyee Signature

ewLovesspsane 4| am DECLINING coverage

1 understand that | and/or my degféndsnts, if any, walve any coverage and desire to participate in the plan at a later date. l/we may be conslderad a late enrollee and
must meet the requirements defined in the Certificate of Coverage for the company's medical or dental plans. If | decline enroliment for myseif or my dependents
(inciuding my spouss) because of other coverage, | may, In future be abie to enroll myseif or my depend In this plan, provided | request enroliment within 31
days after the other coverage ends. In addition, if a new dependent ralationship forms as a result of marriage, birth, adoption, placement for adoption of parting suit
of adoption, | may be abie to enroli myseif or my dependent, provided i request enroliment within 31 days of the event.

IF DECLINING- YOU MUST SIGN HERE

+ | Employee Signature et : ™ Date ‘?-) '9’ = \':{'
{ ployer Solutions Staffing Group Heaith Benefits Team

7301 Ohms Lane Suite 405
Edina, MN 55439
Phone: 862-767-9519 Fax: 952-767-8515
Email: Health@employersolutionsgroup.com

Date




Ei’xed Indemnit_xMedical _Beneﬁts_Plan 2

- VS| 219301-ESG-1_OFFCEUSEONY  LOCATION e Rehire Date ___/___/__ __

ENROLLMENT FORM ESC CU(UNAC-MN) P17 v18.2
PRINT USING BLACK or BLUE INK (Must Be Fled Out)

‘Name - ' Social Security #

g Hones 1B 1Ty MIE

Address ~ | Apt. #
T MWAYe e © o {2
| State ! { Date of Birth

City A
WS- S vanl . MW RS =\ \ABF

Mt st e e e s 4 - SaRa 1 49 a4 R PSSO S

B. DO YOU OR ANY. OF YOUR DEPENDENTS RECEIVE MEDICARE BENEFITS? @Y;D‘;\Joml‘fY‘es[;;a;e;o;\;;:e
Medi(@aél’:h Insurance Claim Number (HICN) i Meaic_are Effective Date . B
ekoneax e B CA S \EANO N F s -

Name of Covered Person (s): ;

bﬂ.ﬁﬂléé\.%ﬂ_

C. LIMITED BENEFITS PLAN SELECTION e _ Payroll Deducted Weekly Rates

|
1
|
!

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

FIXED INDEMNITY : SHORT-TERM
SELECT COVERAGE LEVEL MEDICAL * DENTAL VISION TERM LIFE DISABILITY *
Employee Only [ ] $2025 O $6.17 ] s2.42 [0 50.60 4|  sa.20 ®
Employee +1 [_| $41.10 $12.34 $4.92 $0.90

Employee + Family [ ] $54.88 $20.36 $6.56 $1.80

NO to ALL Beneﬁts% _D _Y_es%o_ L “D_Yes__gﬂ_o : D Y_es %o l:l Yes Q\& l_:l Yes No L
'This coverage is not avéilable to residents of NH, Hl, or PR. 2STD is not available to persons who work in CA, HI, NJ, #Y, or Rl

For Term Life / Accidental Death & Dismemberment, please write in your beneficiary information. Accidental Death &
Dismemberment is part of the Term Life Benefit.

BEOE e ... Relationship ECR . .
Name Social Security # Date of Bnlrth—;( o Relationship i

-y b / / : IE [[]Spouse [_] Child D_Domestic_Partner _
Name j ‘Social Security # Dateof Birth | Sex _ Relationship
"7 |IMIE] [Ispouse[]chid[]Domestic Partner
Name Social Security # Date of Birth = Sex Relationship
208, [ | S .t/ IM[E] Ospouse[Tchid[]Domestic Partner
Name - Social Security # Date of Birth Sex : .R.elétionship ”

/ /| [MI[E] [Ospouse[]child[[]Domestic Partner

IEEEVREEIE VSV YOU MUST SIGN AND DATE, EVEN IF YOU DECLINE COVERAGE

| have read the benefit packet and understand its limitations. | understand that open enrollment is only available for
a limited time and | understand that making no benefit selection is a declination of coverage. S B

“oare 0%2/0220\ ___fk_s-siNArusﬁ.éde& _

This is an Essential StaffCARE Enrollment Form.



