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Case Verification Number: 2017268120833YD
Report Preparad: 09/26/2017
Company Information 2
Company ID; 47420 Company Name: Employer Solutions Staffing Group
Employse Information
Last Name: houska First Nams: rodney
Date of Birth: 08/08/1994 Social Sacurity Numbar: ** ** 5495
Hire Date: 09/28/2017 Ciiizenship Status: A itizen of the United Statea
Document Information
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Cass Status Information
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-

www.esgstaffingsolutions.com

employer solutions staffing group..

New Hire Application

PO Box 46270

Eden Prairle, MN 55344-9956

Tel: 952.835.1288

Per;onal Data-- PLEASE PRINT LEGIBLY IN INK

Last Name Jl_o@ko\,

Street Address (592 Ar'l,'n?ﬁm Ave

City/Staterzip_St. oot 4

Phone Number £S[-RU~640X

Staffing Agency/Recruitment Partner

N.} sSleb

First Name M% Middle Initilal__ C
East Apt/Ste

Social Security Last Four XXX-XX-5U4 &
Email Address @

All offers of employment are conditlonal upon satisfactory proof of id

and legal abil

to work In the U.S.A.

Are you iegally authorized to work in the United States of America? ﬂ YES [INO
Applicant Certification and Authorization

| authorize Empioyer Soiutions Staffing Group (ESSG) to use the information and statements contained
qualifications for employment. i authorize ESSG to
regarding my previous duties, responsibilities,

1 understand that a comprehensive background check m:
This may inciude but is not iimited to, investigations of ¢

riminal

make inquiries of my former empioyers,
performance,

required by clients, govemment reguiations or by ESSG poiicies.

in this application to determine my
except as indicated in this appiication,
compensation and eiigibility for rehire.

ay be conducted to determine my eiigibility for hire by certain clients of ESSG,
and/or conviction records, driving records and/or a drug screen test as

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

1 certify that aii statements made in my appiication are true and accurate and that | h

ave not omitted any materiai information or provided

faise or misieading information. i understand that any material omission or misrepresentation wili result in my disqualification from

consideration for empioyment or,

if discovered after | begin empioyment, wiii result in my termination.

if hired, i agree to abide by the policies and procedures of ESSG.

ﬂa&c% oSl
Name (Pri e)

L 265 T ‘;\;Ré-l zZ

A copy or facsimlile ("fax") will be consldered the same as an briginal signature. Emall will ONLY be used for employment correspondence

For ESSG Office Use Only
DOH NHW -9 8850 w4
Emergency ContactInfo | Background Release Form Background Resuits Unemployment Letter ESC Application
(If applicable)
For ESSG Client Use
DOH ROP Work Site Loc. WC Code
ES8G -

Rev. 04/2017



Form W-4 (2017)  Feamrmamrw—morvs  Nembens s e

Basic Instruotions. If you aren't exempt, complete gonsider maldng estimated tax payments using Form
Purpose, Complete Form W-4 so that your the Personal Allowanzes Worksheat%télow. ghe 1230 ﬁ?'ﬂ%ﬁ;ﬁ&?&?ﬁ:& Othe|
oo oy G e s, gl o e e Sl i
W-4 each aarnga when your pe?son or financlal deducﬂonsg, certain oredits, adjustments to Income, acjust your withholding on Form W-4 or W-4p,
situation changes, or two-samers/multiple jobs situations. Twr?d eamers or multiple jobs. r{f 3}0{; thm ath
Exemption from withholding, If you are exem Complete all workshests that apply. However, you yrarking spouse or more than one job, figurs the
complets only lines 1, 2, 8, 4, and 7 tnd slgn thp;’ may clalm fewer (or zero) allowa:gggy. For mgularyo m,’}g’gg;"sﬁf al“l'%wr'g\hmy%gm; or?d 1o claim
Torm to valldats it. Your exemption for 2017 eagﬂras wages, withholding must be based on allowarnces W-4. Your withholding usually will be{uos?l om
Febngav 15, 2018, See Pub. 505, Tax Withholding you claimed and may not be a fiat amount or when all Bllowances agra claimed on the For:“’sv“_':ta
and Estimated Tax, percentage of wages. for the highest paying job and 2ero allowanoes are
Note: If ancther person can claim you as a dependent Head of houshold Generdlly, you can cla! head clalmed on the pthers, Sea Pub. 505 for dataile.
e e Lo ottt e sty Ly ST et . T e st s
inciudes more uneam! income (for n a nome for yourself and your D
Tomi e da LA e e
(1] » mptions, ugtion, an 80K your olaing. Our F-orm
W"{,’: o employes may ba abls to claim Filing Information, for information, sffect, use Pub, 50 to 556 how the amount you are
Sxgrmption from withholding even If the employee Is having withheld com to your projected ‘total tax
& dapendant, if the employea: mmm"“"“‘;jpﬂmﬂm?“ L) for 2017, Sae Pub, 505, espedialy 1 your earmina:
* Is age 85 or older, moldlr?g glloﬁnyge‘g. Credita fo?nmld or dependent excead §130,000 (Single) or $180,000 (Married).
= [s blind, or cars expenses and the child tax aredit may be claimed Future developments, Information about any future
= Will claim adjustments to Incoms; tax credits; or g’ '"%‘.2" E&"fg"?'nfﬁ' lo:‘ﬁa “°§’ Work:tt]:aet "3"’,,"{.‘, f"";:.' - &‘mem%rﬁﬂm&‘i%ﬁe osted
temized deductions, on his or her tax returm, ;:}ns into wnmr,om:m ,,1,8,',',5,','0‘;3',‘ B o ;g www.Irs.goviw4, 2
Personal Allowances Worksheet (Keep for your records.)
A Enter“1"foryoursalfifnooneelsecanclaimyouasadependent. © © 0 0 0 0 0 56 0 9.0 0 0 o o o o /A
* You're single and have only one job; or
B  Enter*1"if; * You're married, have only one job, and your spouss doesn't work; or 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 spouss. But, you may choose to enter “-0-" if you are married and have either a working spouse or mare
than one job. (Entering *-0-" may help you avold having too little tax withheld) . . . . ., . . , . ., . (o]
D Enter number of dependents {other than your spouse or yourself) you will claim on yourtaxretum . . . . . . D
E  Enter “1" if you will file as head of househoid on your tax return (see conditions under Head of household above) E
F  Enter *1” if you have at least $2,000 of child or dependent care expenses for which you plan to ciaim a credit F

(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, Child Tax Credit, for more information,

* If your total Income will be less than $70,000 ($100,000 i married), enter “2" for each eligible child; then less “1” if you
have twe to four eligible children or less “2” you have five or more ellgible children.

* |f your total income will be between $70,000 and $84,000 {$100,000 and $119,000 i married), enter “1” for each eligible child. G
H  Addines A through G and enter total here, (Note: This may be different from the number of exemptions you claim on your tax retum,) » H

® if you plan to itemize or clalm adjustments to Income and want to reduce your withholding, see the Deductions
For accuracy, and Adjustments Worksheet on page 2,

complete all * If you are single and have more than one job or are married and you and your spouse hoth work and the combined
worksheets eamnings from all jobs exceed $50,000 ($20,000 if married), see the Two-Eamers/Multipie Jobs Worksheet on page 2
that apply. to avoid having too iittle tax withheld.

o |f neither of the abovea situations applles, stop here and enter the number from iine H on line & of Form W-4 below.
Separate here and give Form W-4 to your employer. Keep the top part for your records.

h W"4 Employee’s Withholding Allowance Certificate OMB No. 1545-0074
orm
» Whether you are entitled to clalm a certain number of allowances or axemption from withholding is
m&gﬂgﬁi‘” subject to review by the IRS. Your employer may be required to send a copy of this form to the IRS. 2 @ 1 7
1 Your first name and middie Inftial Last name 2 Your soclal security number

Bodner ¢ Hows le. e ; U7 -aa-Sla s
1 Home addreSe {number and strest or rural route) 3 M single [J Married L] Married, but withhold ot higher Single rate.
_Lgsa Af‘ [ ;h aﬁlﬂ &y't E‘Ng ’{' Note: If married, but legally separated, or spouse Is a nonresident allen, chack the "Bingle® box.
City or town, » and ZIP cods 4 Hyourlast name differs from that shown on your social security card,
check here. You must call 1-800-772-1213 for a replacement card. P ||

§  Total number of allowances you are claiming (from line H above or from the applicable worksheet on page 2) 5(3
8  Additional amount, if any, you want withheld from each paycheck . . . . . . SRR 1 [ =
7 | claim exemption from withhoiding for 2017, and I certify that | meet both of the followling conditions for exemption. S

® Last year | had a right to a refund of ail federal income tax withheld because | had no tax liability, and ; '

* This year | expect a refund of all federal income tax withheld because | expect to have no tax liability.
if you meet both conditions, write “Exempt” here. . . ., . P [ 7 [

Under penalties of perjury, | declare that | have examined this certificate and, to the best of my knowledge and bellef, it Is true, correct, and complete.

Employee’s signatu
(Thia form Is noh vall unless you sign it) » ZM«A Ao 1AM pate» A A 6-) i

8 Employer's name and address (Employer: Complete lines Bﬁd 10 only If sending tothe IRS.) | 9 Office code {optional) | 10  Employer identification number (EIN)

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



Employment Eligibility Verification

USCIS
Department of Homeland Security oml: ::TJ;_%O -
U.S. Citizenship and Immigration Services Expires 08/31/2019

P-START HERE: Read Instructions carefully before completing this form.

The instructions must be avaliable, either in paper or electronically,
during complstion of this form. Employars are llable for errors In the completion of this form.
ANTI-DISCRIMINATION NOTICE: it is liilegai to discriminate against work-authorized individ

uals. Empioyers CANNOT specify which
document(s) an empioyee may present to estabiish employm

ent authorization and Identity. The refusal to hire or continue to empioy
an lndlvldusee documentation presented has a future expiration date mav also constitute llegal diserimination.
BEETIen 1. Employes Inlarmatian and AVGataion (Rl e anipile and Wigh Boah 1 o Prm T8 i aer
m'mbﬁmwgwmm But nt bofore §adepling & fob o) GRS
Last Name (Family Name) : " | First Name (Given Name) Middle Initial Other Last Names Used (¥ any)

Hous ke A C

Address (Strset Number and Name) Apt. N City or Town State ZIP Code
1S53 At tfoun Ave East St.Pav MmN |SSle b |
Date of Birth (m ) |U.8S. Social Security Number Employee's E-mail Address Employee's Telephone Number
06/o8/ e (AN -] - £S16 HU 3

1am aware that federal law provides for imprisonment and/or fines for false statements or use of false documents In
eonnection-with the eompletion of this form. -

| attest, under penalty of perjury, that | am (check one of the following boxes):

1 1. Acitizen of the United States
[] 2. Anoncitizen national of the Urited States (See instructions)
]:] 3. A lawful permanent resident  (Alien Registration NumberfUSCIS Number):
[:| 4, An alien authorized towork  until (expiration date, if applicable, mmiddiyyyy):
Some allens may writs "N/A" In the expiration date field, (See instructions)
Allens authorized to work must provide only one of the following document numbers to complete Form 1-9; D,?,':,?,;";;;,?:;‘::g;m
An Allen Registration Number/USCIS Number OR Form 1-84 Admission Number OR Foreign Passport Number.
1. Allen Registration Number/USCIS Number:
OR
2. Form |-84 Admission Number;
OR
3. Forelgn Passport Number:
Country of Issuance:
Signature of Employee - Today's Date (mm/dd/yyyy)
N & KR OLSN/ 20 O [/ /&L‘T
PR andlan FIEalatel Barifc Ton Tohaak 8 ﬂ“ —— T RS B
'65"'-'& N _ iﬁa .
) o ot v 0 prgparr St anaotor. (] & pteparerts) el yfselris sssiee prmcingeq M qumpiting Saction 1.
m*‘* W&“& p‘ -*s _;-."_:‘ :.. _;: :|_:';_ sgcly _-,-_..-._:.: "T Biia m . el “' 8 1_. :
| attest, under penalty of perjury, that | have assisted In the completion 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/dd/yyyy)
Last Name (Family Name) First Name (Given Name)
Address (Street Number and Name) City or Town State ZIP Code

@  Bhwhyet Compids Next Pge ™ (@

Form I-9 07/17/17 N Page 1 of 3



Employment Eligibility Verification USCIS

Department of Homeland Security oml: 3:1?6};3047
U.S. Citizenship and Immigration Services Expires 08/31/2019

of i

a8 A d&mg@gﬂﬂ W&% ::W&

f Auceptabla Pocumant S8l HALA . I Citzenship/imm 1
Employee info from Section 1 IL?;ﬂ!! ameU(F":(”;NZ, D Z = " g. TTgreren Statue
ListA OR ListC
identity and Employment Authorization Employment Authorization
Document Title i Dﬁ\ument'ntle Docyment Titl
N T D\ _QLQF_BA_CA-_—D
Issuing Authority Isguing Auth =t Issujing Autho
ok o0 N HRP, oC
Document Number Document Number

Document Number
\qauk- mA s sulg

Expiration Date (i any)(mm/dd/yyyy) Expiration Date .-ny mm/ddiyyy) Expiration Date (i any)(mm/ddfyyyy)
VWV _—22-201 ) N II.A

Document Title .

Issuing Authorily | [Additional information i TEBE

Document Number

Expiration Date (i any)(mm/ddiyyyy)

Document Title

Issuing Authority

Document Number

 Expiration Date (7 any) (mmiddiyyyy)

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 genulne and to relate to the empioye [:] d (3) to the best of my knowledge the
employee Is authorized to work in the United States. O — -yzznl _

&e employee’s first day of employment (mm/dd/yyyy): 7 (See instructions for exemptions)

Today's Date (mm/ddAyyyy) JTH loyer or Authol Representative
A 2070\ ) X lor e

e of Employer or Authorized Representative Employer's Business or Organization Name
EMPLOYER SOLUTIONS STAFFING GROUP LLC

State ZIP Code

EN PRAIRIE MN 55344
s B ’ y '- S LT 3y g s .
R S )
Last Name (Family Nams) First Name (Given Name) Middle Initiai Date (mm/dd/yyyy)

g g af ) Oymﬁ 1 a[ﬂ arizat] ] 8
: NG empig AUhO) .*Qﬂ.'ﬂmespﬂ%l’mvm- : . s N AT LMY
Document Title Document Number Expiration Date (i any) {mm/ddfyyyy)

| attest, under penalty of perjury, that to the best of my knowiedge, 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/ddiyyyy) Name of Empioyer or Authorized Representative

Form I-9 07/17/17 N Page 2 of 3
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_____ s
Mminesota DeparTverT of PusLic m»m.mﬂ., .

- Minnesara Drwver’s Licewse/Ibeimirication Caro ApLcaTion PERMISSIBLE USES OF MOTOR VEHICLE DATA AS PROVIDED IN

 TENNESSENWARMNG . unensTaThS cODR TITLE 18, SECTION 2721
.gwo_ﬁ.p NT: READ THIS NOTICE BEFORE . "+ Foruse w:é %awﬁﬁ%é inclding any court e_%gaﬁama
; : : : , In canyi b rivate p ertity a on

YOU COMPLETE THE APPLICATION e Dl o 8 fclr, ek, O el Apencs e e, o Gy acting

! : * . For ase{rxconnection with matters of totar vehicla or driver safety and theft;
NOTICE ! - motor vehiele emissions; motor vehicle product aiterations, recalls, or advisories;
e - _ performance monitoring. of motor vehicles, motor vehicle parts, and dealers: motg
“vehicle market research activities, including survey research; and removal of non-

Why arelais being asked to stiafe thls information,and how will it be used? - . _ - owmer records from the.original owner records of ator vehicle manufacturers,

The Department of Public Safety (DPSY Will use the information to Identify you as a person, to igentify » Foruse In the-normaf course of business by a legitimate business or its agbnts,.

‘your driving record, to determine your m_@gsﬁoﬂ a driver's permit, license or identification card, - -employees, or contractors, but only: - .

prevent fraud, o acess your record for any fullire service transactions and/or Inquiries, and to (A) to verify the accuracy of personal Information submitted by the individual to

comply with-state and a%.ﬁ__ _ms\mu o 1] i . the business or Its agengies, employees, or contractors; and

State and federal lawe require colfection of this Information. = ; .-+ (B)ifsuch information ag.so submitted is not correct or is no longer correct,

| o ok i g i . to obtain correct infopmation, but anly for the purposes of preventing fraud by,

Minnesota Statutes §§ 171.06, 221.031, and 221.0314, and federal mator caner safey regulations pursuing legal remedles against, or recovering on a debt or security intsrest

(48 C.FR. §§ 383.71 and 383.153) ,_-me._._a.&._m%n: of this information. _ against, the individual.

Consequences of mmum.ﬁa_ .or refusing &chuv_.w_ requested information, ; : . "uo_. :mwm ﬁ. Swwﬂm%z E_E,_ m_a. am._. criminal, mnu_mﬁgm%o. om mazﬁﬁawmma_zn
& H _ n any federal, » O lacal court or agency or before any self-requ ody,

If you supply the requested Information. DPS will be able to determine whether to fsste you a driver's _=o__._w_=m the service of process, sﬁmammao.w: in m:m%maw: of _ﬁm@mﬁz.ﬂzn 4«0

permit, license, or identification

card. The information may be used by other statas tomaks deeislons execution or enforcement of judgments and orders, or pursuant to an order of a

nss, perfii, or wlentification-card. The requested-informgation- federal, state, or lovat court.
e providers {o determine efigibifity for automabile insurance coverage. * Foruise in fesearch activities, and for use in producing statistical raports, o long
If you don't provide the information requested, DPS cannat Issue you a driver's permit, license, or as mum_wm.oam_ Informetion is nat publishied, re-disclosed, or used to contact
: Individua

identification card, and your ting driving priviieges, if any, may be affected.

v T . . ;
How Is the requested Informiation shared véith othier agencles? For use by any insurer or insurance support organization, or by a self-insured

: 5 entlty, or its agents, employess. or contractors, in connection with claims
to local, state, and federal government agencies only as authorized or Investigation activities, antifraud activities, rating, or underwriting.

DPS releases this infor

required by state and federal [aw. This means that the _naqzmnon may be shared with the following: *  Foruse in providing noticg to the owners of towed or impounded vehicles.
Soclal Steurity Adrninistration * " MN Department of Commerce . *  Foruse by any licensed privae investigative agency or licansed security service
Selective Servics System < MN Altorney General’s Office for any purpose permitted under this syhsection. _ _
Federal Department of Lator : MN Office of the Secretary of State «  Foruse by an employer or its agent or insurer to obtain or verify information
MN Departenent of Human| Services ~ MN Department of Natural Resources - i relating to a holder of a commercial driver's ficense that is required under the
MN Department of Revenuc MN Department of Veterans Affairs ' : Commercial Motor Vehicle Safety Act, 49 U.8.C. §§ 31301-17, [

S Lot 5 . i .o facilities,

In‘addition, your persenal informafion mav be disciosed es authorized by United States Cad fitle 1 For use In connection sa: the onm_am_oa of cnﬁm.a__ transportation

section mﬂmw ) F o : : oy e ) < Forany other use in response to requests for individual motor vehicle records if

the state has obtained the express consent of the person to whom such personal
number, information pertains. 2

rity number according to M:S. § 471.08 and the Sociel mg ¢ Forbulk distribution for surveys, marketing, or solicitations. if the state has

A note about your Soclal 8¢

You must provide your Social
Act, 42 U.8.C. § 866(a) (13). Ypur Social Securlty number s also required fo determine your eligibility + ' obtained the express consent o the person to whom such personal information

. for a commercial driver’s licange under federal motor carder safety regulations, 49 C FR. § 383,153, pertains. .
it Is used to administer child support enforcement programs and locate Individusls to establish *  For use by any requester, If the requester demanstrates It has obtained the writter
Patamity. It s aiso used to coniirm your identity and residential address with the Soclal Sscurity consent of the individual to whdm the information pertains. _
Administration, the Minnesata partment of Revenue, the Intemal Revenue Service, Minnescta *  Forany other use specifically authorized under the law of the state that holds the
Department of Natural Resour

s; and the Minnesota Depariment of Human Servieas. record, if such use Is related to the operation of a motar vehicle or pubiic safety

— ey
:_ﬂwmh_ﬂﬁ-w..!au. PS33100. 48




' DATEOFBIRTH
G TIMEL
. PLURALITY
SR LT
 Paceorem

NAME PRIOR TO
. . FIRST MARRIAGE
. DATE OR BIRTH
‘.. PLACEOFBIRTH
_ DATEOFBIRTH
 LAGE OF BIRTH

e = UL NAME——— = -

 TAMARA KAY HAREJING

CERTIFICATE OF BIRTH

ROBNEY CHARLES HOUSKA 11

JUNE 08, 1994

- 11:36 AM -

SINGLE (1)
MALE &
SAINT JOSEPHS HDSPITAL, SAINT PAUL

SAINT PAUL MSEY  MINNESOTA
HARDING

JANUARY 04, 1971
MINNESOTA

- RODNEY CHARLE& HOUSKA JR.

FEBRUARY 07, 1965,
CANADA

4]

STATE FILE NUMBER

1994-MN-045497
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EMERGENCY CONTACT INFORMATION

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

Employee Name: ﬁa&&f_"’a_L
Address _ig\. AP‘UM? "'6':1 A‘MC E § ~

Home Phone; 4556 = 8\")9. év!" L’ 3

: Plgaaa st t% heapLe (lﬁ pylorll,y orden) W Ta?a’ in vawi; ut‘pt; ci;tégeﬁ;!”
Contact #1 Home Phone:
Name: U\)gh-cl le Cholc Cell Phone: 4|2~ o 7.362\';\
Relationship: Fr A 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..
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, will be paid er Check.

Employee Name SSN# (last4 digits) Effective Date
odne s Housle o O ->bm)Z

&

Direct Deposit (Please complete Sections 3 and 5 below)  Note: Direct Deposit accounts may take up tv 7 days to be activated

Payroll Debit Card (Please complete Sections 4 and 5 below) Paper Check (Please complete Section 5 below)
[ Update Bank Account T 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 payroil or extra costs
Routing# incurred if the account number that I provide is incorrect,
unt#
i Initial Date

Account Type: [] Checking [] S_avings Oother

To help us avoid making an error, please attach a capy 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,

4 PANROLL DEBTE CARD

SLEC O

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 ail of the terms and conditions. You will
then sign acknowledging that you received the Payroll Debit Card and packet, Your Payroll Debit Card will be reloaded on each payday you receive
wages.

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

First o ML c Last Name ! = e Dazi%?irg:ty# o

Ad nﬁm‘.«ccm'mn Social Securi
1850 Al e dem hve Eost H7 \ S -6Ua &
CE_'-’ P&\ ?gb& Z1p5$ lO é Cel]Plxonet(mnbilm)ésl_.a‘._,',a~ "6")” §

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

Payroll Debit Card Routing # Payroll Debit Card Account # Uugs2x-Updo- § SaAD- ﬁ&

I have received my Payroll Debit Card, welcome brochure, program fees, program terms, conditions, and disclosures, By activating my Payroll Debit Card,
1 am agreeing to the program terms, conditions, and disclosures that are included or made available to me from time to time from the financial institution. 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;

. Date: 4"9\6“1 7
SO NEEHOREZN LN

SECEION S
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: @ éfY\é\,l (.o
this information will only be used to send your paystubs electronically
Employee's Signature: W Date: g‘_ —aé-/ d

| a—




EMPLOYER SOLUTIONS STAFFING GROUP
BACKGROUND CHECK AUTHORIZATION

Employee Name: % Ched |_§.S Jf’ﬁl&gg,ih
irst

(Middle) (Last)

———Former Name(s) and Dates llsed: —_—

Current Address Since:
(Mo/Yr) (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: DOB:

Phone Number:

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.

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. | 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.

Date: Q—aé; = I 7

Signature:

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.

1 1 wish to receive a copy of any Background Check Report on me that is requested.



employer solutions staffing group..

STATEMENT OF CONFIDENTIALITY

This agreement made thi&‘o*?ay o&,}%_c&,_, 201_-Zbetween
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 fo 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.

Employee Si%ure

ﬂ—/yr//é
mploysr Solutioﬁ?Stafﬁn@C, Representatim
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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 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 pierde (que falta, fuera de lugar, destruido, perdido en
el correo, etc), usted debe notificar a su reclutador de personal que el cheque no
se puede encontrar. Si se puede verificar que el cheque no ha sido cobrado,

ESSG se detendra el cheque de pago y reemitir el cheque a usted, descontando
un cargo de entre $ 25 - $ 35.

Si su cheque de pago fue robado, primero debe denunciar el robo a la policia
antes de que podamos volver a emitir el cheque. Una vez hecho esto, usted
debe proporcionar una copia de la denuncia a su reclutador de personal que el
cheque fue robado. Si el cheque no ha sido cobrado y si la pérdida del cheque
no fue su culpa, ESSG emitira un nuevo cheque y no hay cuota se deducira.

AGREED/SE ACUERDA—

Name/Nombre (con letra de molde): F’oénc.g P‘auﬁko\ :t ZJ!

iignature/FirmwM?M\/Lﬂ——




€Mployer SoIUtions staffing group..

INJURY MANAGEMENT PROGRAM

Injured Worker’s Responsibilities

As your employer, we are concerned about your full recovery. Reasonable and
necessary medical care will be paid for any compensable work injury. Medically
authorized time away from work will be reimbursed in accordance with the State
of Minnesota workers’ compensation laws. Wherever possible light duty
restrictions imposed as a 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 health 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 result in termination of benefits. Schedule your next

appointment immediately after your doctor visit, before you leave the clinic if
possible.

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

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

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

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



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

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

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

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

Signed:

Printed Name:




om OGO | PreScreening Notice and Certification Request for

{Rev. March 2016) the Work 0ppo|-tunity Credit OMB No. 1545-1500
ﬂ?@%’&“ﬁgkﬂﬁ%m"” 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 w HDUS' é'. o~ Soclal security number B> L-]' 7 [~ ~S HQ é
L] L Wy
Street address whereyou live [ Q7). o lin Y o Ave b gmg /

. ~
City or town, stats, and ZIP code S\-, L ‘ 5

County Mf_ i Telephone number és I- AH - éq X ’3
if you are under age 40, g;(er your date of birth (month, day, year) Oé /Liﬁ 2 iqqQ L\

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 [ Checkhere if any of the following statements apply to you.

* 1am a member of a family that has received assistance from Temporary Assistance for Needy Familles (T; ANF) 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 rehabllitation agency approved by the state, an employment network under the Ticket to Work
program, or the Department of Veterans Affairs.

* |am at |east age 18 but not age 40 or older and | am a member of afamlly 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 5 months, but is no longer eligible to receive them.

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

* | recelved supplemental security income (SS1) 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.

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

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

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

6 [ Checkhere if you are a member of a family that:
* Recelved TANF payments for at least the past 18 months; or
* Received TANF payments for any 18 months beginning after August 5, 1897, and the earliest 18-month period beginning
after August 5, 1997, ended during the past 2 years; or

* Stopped belng eliglble 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 ali or part of that period
you received unemployment compensation.,

Signature—~All Al:iplicants Must Sign

Under penalties of perjury, | declare that | gave the above Information to the employer on or before the day | was offered a job, and it is, to the best of my knowledge, true,
correot, and complete.

Date 4-9\6-17

Cat. No. 22851L Form 8850 (Rev. 3-2016)

Job applicant's signature >
For Privacy Act and Paperwork Reduction A

117-

otice, see page 2.



[3

]
Form A (rev. 03/2017) TAX CREDIT QUESTIONNAIRE TAX
T AdImsIsiTatian
EMPLOYER SECTION:
Client: Company:
Location: Position: Starting Wage: $
EMPLOYEE SECTION:
First Name: Last Name: Suffix: Street Address: City/State: Zip:
)]
: 1S5 A
———=. = s ate o g Have you worked for | If yes, location:
this company hefore?
171-2a-S8a€ | pgfog/1aaw | A | s compeny
Please complete all questions, and sign and date the form. Yes No
1. Have yon or has anyone living with you received Temporary Assistance to Needy Families (TANF) ] 3
at any time since Angust 5, 1997? (If yes, please provide information below.)
Name of the person receiving benefits; —— Relationshiptoyon; ____
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, piease provide information below.)
Name of the person recefving benefits: —— Relationshiptoyou: _
City: County: Stute:
3. Have you received Supplemental Security Income (SSI) at any time within the past 3 months? 1] |
Please note, this is not the same as Social Security benefits (SS) or Social Security Disability (SSDI) benefits,
*If you checked yes please provide a copy of your SSI documentation,
4. Have you received any type of vocational rehabilitation services within the past two years? O M|
If yes, please indicate which type of agency you worked with and provide their location information below:
[ Vocational Rehabilitation Agency [ ] Dept. of Veterans Affuirs [] Employment Network (Ticket to Work Program)
Name of Agency: Phone #;
City: County; State:
*If you checked yes please provide a copy of your active Individual Work Plan and Ticket to Work documentation.
5, Are you a Veteran of the U.S, Military? *[fyes, please paﬁde a copy of your DD-214 and letter of separation, | |
(If yes, please provide information below, If no, pieass continue to question #6.)
Dates of Service - From: To:
Branch of Service:
Are you entitled to or are you receiving compensation for a service-connected disability? [ ||
6. Have you been nnemployed at any time during the last 12 months? O r
If yes, dates of unemployment - From: To:
Did you receive unemployment compensation at any point during your unemployment? | O
If yes, in which state did you receive unemployment compensation? __
7. _ Have you _be_en convicted of a _felony or released from prison for a felony conviction in the past 12 months? O D
Conviction Date; Release Date:
Wasthisa [] Federal or [] State conviction? If State - County: State:
S T T e e : _
IEC (Native American): Are you or your spouse a member of a Native American Tribe? O O

Ifyou checked yes please provide a copy of your CDIB card,
CA Residents; [] Are you the child of foster parents? [J Do you receive CalWorks? [] Workforce Investment Act?

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

PLEASE READ, SIGN, AND DATE:

Under penalties of perjury, I declare the information abave 1o be true

and accurate to the best of my Imowledge, and I hereby authorize any agency, organization, or

individuals to supply such verification or information that may be needed to determine tax credi eligibility 1o my employer, employer representative (Associated
Consultants, Inc. dba Retrotax), or the Department of Labor.

‘ New Employee Signamn:&@é%w Date: 4"% ~J 7




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

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

Instructions: This Self-Attestation Form (SAF) is to be completed, signed, and dated by the new hire only.
Employers or consultants submit this SAF to the State Workforce Agency with IRS Form 8850 or if filed

—

Rt —WER A ey

group,

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

Employer Name:

Please check the statements below if they apply to you.

[l 1declare that I was in a period of unemployment that is at least 27
consecutive weeks and for all or part of that period | received unemployment
compensation.

[0 1declare that | have been in a period of unemployment since

(Enter start date)

Privacy Act Notice:
The Intemal Revenue Code of 1986, Seciion 51, as amended and its enacfing legisiation, P.L. 104-188, specify that the State Workforce Agencies are the
"designated" agencles responsible for administering the WOTC certificafion procedures of this program. The Information you have provided completing this

form wili be disclosed by your employer to the State Workforce Agency. Provision of this informaion is voluntary; however the information is required to
determine your employer's eligibility for the federal tax credit.

.-—..—u—o.—-u—..—...—o.—-.—..—..—..—..—..—..—..—.._..—..—..—..—..—..—..—..—..—..—u—.-—..—.._..—..—.-

Persans are not required to respond to this collection of Information unless it displays a curently valid OM B control number, Respondenis' obligafion to

. complete this form s required to obtain or retain bensfits (P.L. 111-5). Public reporting burden is esfimated to average 10 minutes per response, including the
time for reviewing Instructions, searching existing data sources, gathenng and maintaining the data needed, and compieting and reviewing the collection of
Information. Send comments regarding this burden esfimate to the U.S, Department of Labor, Division of National Programs Tools Technical Assistanc,
Room C-4610, Washington, D.C. 20210 (Paperwork Reduction Project 1205-0371). Please do not submit completed forms to this address,

117-

ETA Form 9175 (Rev. November 2016)



employer solutions staffing group..

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

Jjob 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 Jjob assignment offered, or (3)
accepts employment with the client of the staffing service, ‘is considered to
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.

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.‘&gﬂ_’fklnitial)

&

Vol haibe T A-de-|7
mployee Si ure: Date:

1

Employee (p{éase print your name Here)

CMG_SM - Rev. 09.2013



employer solutions staffing group..

ESSG WORKPLACE SAFETY POLICY

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

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

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

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

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

(6) Provide safety training in a language and vocabulary workers can
understand.

ESSG is committed to vigorously enforcing its OSHA Compliance Policy.

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

* Responsibility to work in compliance with OSHA laws and regulations

o Responsibi]ify 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:

e Right to refuse unsafe work

e 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..

B n e - SRS et e R

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 I am
working in an unsafe or dangerous work environment, I will immediately contact
my supervisor, manager, director or ESSG’s Safety Director at
952.835.1288/1.866.496.7578 in order to obtain assistance in the resolution of such
matters.

Employee Name (Please Print)
MW@K j’_I:T‘

Employee’s Signature:




DRUG AND ALCOHOL

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

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. 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,
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.

l%‘

&féggg l—lao,slf_a-\. 11
Individuaks.Name

A-26- |7

Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



R "5:, employer solutions staffing group.

Leveraging Resources in a Changing Market

o100 UTE 1000 490 Bt *og aput ¥, Susoninn ppbons dhin a0y dar

Enhanced MEC Plan_Plan 1 S

B Eployee nfonmation

g V)acﬁ'\c?s Hov S H7l-2n-SHa &

Bensfits Enroliment Form Ll New Empioyes_ ] Rehire RehireDate________

Sacial 8ecurity Number

Zip-Codo—

LSRR Mling fom e b _[GhPavt [my [Slec

[ Female | Ol Mamied 4 pivorced 06/0(7 //514\"')
Emall Address:

e Aua -6ty

$24.00/Week

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

$38.00/Week . $36.00/Week $63.00/Week

SN T N T = X ST ST W
T R W T T ) SR

i ER bl ol AR gR T

"First Name ML

NAME OF PERSON COVERED (FIRST, LAST):

O wal Child
—Tast Name | D&;ﬂ' l:ISpEuDD

EFF. DATE

EFF. DATE

EFF. DATE

'Employaa Acknowledgemant and Authorization

any miastatements or fallure to report Information may ba used as the basls for cancsllation of coverage for me and my dependentis), if any, from the original
effective date, Further, | authorizs my employer to mal the necessary payroll deduction of premiuma for coverages | have elected,

« | hareby apply for the group benefit{s) as indicated. | acknawledge that all etries are true and complete and that

Employas Signaturs

(IF ENROLLING - YOU MUST SIGN HERE

‘| EMPLOYEES DECLINING

daya after the other coverage ands, In addition,

| am DECLINING coverage

dants, If any, walve any coverage and desire to participats in the plan at a later date. live may be considered a late enrollee and
ned In the Certificate of Coverage for the company’s medical or dental . If | decline enroliment for myssif or my dependents
(including my spouse) becausd’of ather coverage, | may, In future he able to enroll myssif or my depen |{

of adoption, | may be able to enroll myseif or my dependent, provided | request enraliment within 31 daya of the event.

IF DECLINING- YOU MUST SIGN HERE

Employes Signsture Flg@g? 1 /},ﬂ@/ﬁ?\?ﬂj o AR~

n this plan, provided | request enroliment within 31
¥ a new dependant relationahip fonms as a resuit of marriage, birth, adoption, placement for adoption of parting sult

Empioyer Solutions Staffing Group Health Benefits Team
PO Box 46270 Minneapolis, MN 55344-9956
Phbne: 962-787-8518 Fax: 952-767-9515
Emall: Health@employersolutionsgroup.com



.
4

”

i

rrIxea inaemmty Medical Benefits_Plan 2

YSi~ * 219301-ESG-1 | OFFICE USE ONLY LOCATION

ENROLLMENT FORM ESC CU(UNAC-MN) P1 v18.

PRINT USING BLACK or BLUE INK (Must Be Filled Out)
l‘.\lamegu‘}ﬂC Social Security #

sy Weusbedll | TFIER s |URR 2o (E

Addre

Rehire Date____/

-—_/__. —

s Apt. # :
I%l&"l?n;ﬁn Ave £

}

Chy State TZip . Date of Bj
51 v | AN ; 5506 4 b6 /'72&6%

DYes_DNQ IfYes, please continue.
Medicare Effective Date

B. DO YOU OR ANY OF YOUR DEPENDENTS RECEIVE MEDICARE BENEFITS?

Medicare Health Insurance Claim Number (HICN)

Name of Covered Person (s): ; I |
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You MUST select a coﬁerage level before any benefits in Section C. You;g;;;rage 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.
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C. LIMITED BENEFITS PLAN SELECTION
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' This coverage is not availdble to residents of NH, HI, or PR. 2STD is not available to persons who work in CA, HI, NJ, NY, or RI,

For Term Life / Accide Death & Dismemberment, please write in your heneficiary information. Accidental Death &
Dismemberment is part df the Term Life Benefit.
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I have read the benefit packet and understand its limitations. | understand that open enrollment is'c;nly availablefor
2 limited|time and | understand that making no benefit selection is a declination of coverage.
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