www.esgstaffingsolutions.com

e : :
s ova sofupon: staifing eroug..

PO Box 46270

Minneapolis, MN 55344-9956

New Hire Application

Personal Data~ PLEASE PRINT LEGIBLY IN INK

Last Name _C0leman

Street Address

830 orange ave east

First Name _janell

Tel: 952.835.1288

Middle Initlal _____

City/State/Zip saint paul, mn, 55106

Phone Number

6127305531

Staffing Agency/Recruitment Pariner

rachel

Aptste 11

Soclal Security Last Four JOO(-XX~
Emall Address Yvettecoleman762@gmail.@dm:

Are you legally authorized to work in the United States of America? @JYES (CINO
Applicant Certification and Authorization

1 authorize Employer Solutions Staffing Grou
qualifications for employment. | authorize
regarding my previous duties,

p (ES8G) to use the information and statements contained In this application to determine my
ESSG to make inquiries of my former employers, except as indicated in this application,
responsibifitles, performance, compensation and eligibiity for rehire.

1 understend that a comprehensive background chegk may he conducted to determine my eligibiily for hire by certaln clisnts of ESSG.

This may Include but is not fimited to, investigations of criminal and/or co

required by clients, government regulations or by ESSG policies.
1 release ESSG and other persons or entities from any claims that might be based on ESSG's decision to conduct a background check.

-] ceriify that all stetements made In
{alse or misleading information. u

conslderation for empioyment or, if discovered after | begin employment, will result in my termination.
¥ hired, | agree 1o abide by the policles and procedures of ESSG.

Janell Coleman

2en@) Ledang fing 24, POAL}

nviction records, driving records andfor a drug screen test as

my appiloation are true and accurate and that | have not omitted any material information or provided
nderstand that any material omisslon or misrepresentation will resuilt in my disqualification from

Apr24,2018

Name (Print or type)

Applicant’s Signature

Dats

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

For ESSG Office Use Only
DOH NHW 19 | aaso w4
Emargency Contact Info | Background Release Form Background Resulls Unemployment Letter ESC Application
{if applicable)
For ESSG Client Use
DOH ROP Work Site Loc. WC Cade

ESSG - CMG-NSTW4

Rev. 04/2017



Form W-4 (201.8)

Future developments. For the latest
information about any future developments
related to Forrn W-4, such as legisiation
enacted after it was published, go to
www.irs.gov/FormWs,

Purpose, Complete Form W-4 so that your
employer can withhold the correct federal
incoma tax from vour pay. Conslder
complating a new Form W-4 each year and
when your parsonal or financtal situation
changes,

Exemption from witbholding. You may
claim exemption from withholding for 2018
if both of the followlng apply.

= Far 2017 you had & right 0 a refund of all
federal incoms tax withheld because you
had no tex llabliity, and

» For 2018 you expeoct a refund of all
faderal income tax withheld hecause you
expect to have no tax liability.

if you'rs exempt, complste only lines 1, 2,
8, 4, and 7 and sign the form to validate it.
Yaur exsmption for 2018 expirss February
18, 2019, Ses Pub, 505, Tax Withholding
and Estimated Tax, to learn more about
whsther you qualify for exemption from
withholding.

General Instructions

If you aren’t exempt, foliow the rest of
these instructions to determine the number
of withholding allowances you should claim
for withholding for 2018 and any additional
amount of tax to hava withheld, For regular
wages, withholding must be based on
allowances you claimed and may nothe a
flat amount or percentage of wages.

You can also use the calgulator at
www.irs.gov/WaApp to determine your
tax withholding more acourately. Considar

W-4

Form
Departmant of the Treasury
Intetnal Revenus Sarvios

using thie caloulator if you have a more
complicated tax situation, such as if you
hava a warking spouse, more than one job,
or a large amount of nonwage income
outside of your job. After your Form W-4
takes effect, you oan also yse this
oaloulator to ses how the amournt of tax
you're having withheld compares to your
projeoted total tax for 2018. If you use the
caleulator, you don’t need to complete any
of the worksheets for Form W-4.

Note that if you have too mugh tax
withheld, you will receive a refund when you
file your tax retum, i you have too little tax
withheld, you will owe tax when you file your
tax retum, and you might owe a penaity,
Fllers with multiple jobs or working
spouses. If you have more than one job at
a tima, or if you're married and your
spousa Is also working, read all of the
Instructions including the Instructions for
the Two-Eamers/Multiple Jobs Workshest
before beginning,

Nonwage income, If you have a large
amount of honwage income, such as
interast or dividends, consider making
estimated tax payments using Form 1040-
E8, Estimated Tax for individuals.
Otherwise, you might owe additionsi tax,
Or, you ean usa the Deductions,
Adjustments, and Other Income Workshest
on page 3 or the calculator at www.irs.gov/
W4App to make sure you have enough tax
withheld from your paycheck. If you have
pension or annuity Income, see Pub. 605 or
use the calculator at www.irs.gov/W4App
to find out if you shauld adjust your
withholding on Form W-4 or W-4P,
Nonresident alian. If you'rs a nonresident
allen, see Notice 1392, Supplemental Form
‘W-4 Instructions for Nonresident Allens,
before completing this form.

Separate here and give Form W-4 to your employer. Keep the worksheet(s) for your records,

Employee’s Withholding Allowance Certificate

» Whether yot're antitied to clalm a certaln number of allowances or exemption from withholding is
suhject to review by the IR8, Your employer may be required to send a copy of this form 1o the IRS,

Spegific Instructions

Personal Allowances Worksheet
Compists this workshest on page 3 first to
determine the number of withholding
allowangces to claim, :

Line C. Head of household please note;
Gerierally, you can claim head of
household filing status on your tax return
only If you're unmarried and pay more than
50% of the costs of keeping up a home far
yourself and a qualifying individusl. Gse
Puhb. 501 for mare information about filing
status,

Line E, Child tax oredit. When you file
your tax return, you might be eligihle to
claim a credit for each of your qualifying
children. To qualify, the child must be
under age 17 as of December 31 and must
ba your dependent who livas with you for
mora than half the year. To leam mora
about this credit, sea Pub, 972, Child Tax
Credit. To reduce the tax withheld from
your pay by taking this credit into account,
follow the Instructions on line E of the
worksheet, On the warkshesat you will be
asked about your total Inagome, For this
purpose, total iIncome ineludes all of your
wages and other Income, including income
eamed by a spouse, during the year.

Line F. Credit for other dependents.
When yau file your tax retum, you might be
eligible to claim a credit for each of your
dependents that don't quality for the child
tax credit, such as any dependent children
age 17 and older. To learn more about this
oredit, see Pub. 505, To reduce the tax
withheld from your pay by taking this credit
intn account, follow the instructions on line
F of the worksheet. On the worksheet, you
will be asked about your total iIncome. For
this purpose, total income includes all of

OMB No. 1545-0074

2018

1 Yourfirst name and middle inftial
janell

Last name
coleman

2 Your social security number
475231792

Hame address (number and street or rural routs) 3(@single (JMaried ()] Maried, but withhold at kigher Singla rats,
830 orange ave east Nots: If manied fling separately, check "Manred, but withold at higher Single rate.”
City or town, steta, ang ZIP code 4 M your last name differs from that shown on your soclal security card,
saint paul, mn, 55106 check hera. You must call 800-772-1218 for a replacemamt oard, B
§ Total number of allowances you're claiming (from the applicable workshest on the following pages} , . . 5| v
8  Additional amount, if any, you want withheld fomeach paycheck . . . . . . . . . . . 8%

7 |clainvexemption from withholding for 2018, and | certify that | meet hoth of the following conditions far exemption.
* Last year | had a right to a rafund of all federal income tax withheld because | had no tax Rablity, and
» This year | expect a refund of all federal Income tex withheld benause 1 expsot 1o have no tax flability,

i you meet both conditions, write “Exempthers. . . . . . . . . . .

. .. l7]

Undar penaities of parjury, | declare that | have axamined this certificate and, 1o the best of my knowledge and bellef, & is trus, corract, and complets.

Employes's signaturs
{This form is nat valld unless you sign ft)» TSk A Date » Al 2
8 loyer's name and address {Empl Complats boxes 8 and 10 if sending 1o IRS and complete 9 Firstdats of 10 Em, identilicatiol
s B8, B0 T song o S on wompiets boxes 8.and 10 f sending g emplayment i g oaton
For Privaoy Aot and Paperwork Reduation Act Notice, see page 4. Cat. Ne. 162200 Form W-4 (2018)



m1 DEPARTMENT W-4MN
OF REVENUE
2018 Minnesota Employee Withholding Allowance/Exemption Certificate

Employees

You must complete and give this form to your employer if you do any of the following:

» Clalm fewer Minnesota withholding allowances than your faderal allowances

» Claim more than 10 Minnesots withholding allowances

* Want additional Minnesota tax withhald from your pay each pay perlod

¢ Claim to be exempt from fedaral withhalding or clalm to be exampt from Minnesota withhalding

Do not complete this form if you are clalming the same number of Minnasota allowances as federal and the number cialmed Is 10 or jess.

Employee’s first name and initial Lasy name Employee’s Sucls) Security number
Janell Coleman . 475231782
Rermanen? axidress E Marital status {check one box)
830 orange ave east Ot o Lot
o Stats 2P rode Married
saint paul, mn, 55106 Married, but withnold at nigher Singla rate

Employees: Read Instructions on back, complete Section 1 OR Section 2, sign and give the complatad form to your amployer. (Do not complete
both Saction 1 and Section 2. Completing both sactions will make the form invalid.)

_] section 1 — Determining Minnesota allowances

Complete Section 1 if you clalm fewer Minnasota allowances than your federal allowances, AND/OR If you want additional Minnasota withhold-
Ing deducted each pay period.

1 Total number of federal allowances claimed on federal FOrMW-8 ...v.riveiensrrennecensnosnns 060 GhD 1
2 Total number of Minnesota allowances fline 2 cannot be more thanline 1) ........... 0000000 0000006000 2 3
3 Additional Minnesota withholding you want deducted each pay period. . ... cvveveevnnne.., OhED0GTIoo00a 3 S

{3 section 2 — Exemption from Minnesota withholding
Complete Sectian 2 If you claim to be exempt from Minnesota income tax withhalding (s2e Section 2 instructions for qualffications), if applicahle,
check one hox helow to indicate the reasan why you belleve you are exempt:
E | meet the requirements and claim axempt from both federal and Minnesota incoma tax withholding.
Even though | did not clalm exempt from federal withholding, | claim exempt from Minnesota withholding because | had no Milnnesota

income tax llability fast yeas, | recelved a refund of all Minnesota income tax withheld, AND | expect to have ne Minnesota income tax Hability
this year,
Iﬁ‘ My spouse s & milltary servica member assigned to a military location in Minnesota, my domiclle (legal residence) Is In ancther state, AND |
am In Minnesata solely to be with my spouse. My state of domiclle is
DI am an American ladlan living and working on 2 reservation.
E 1 ama member of the Minnesota National Guard or an active duty U.S. military member and claim exempt from Minnesota withholding on
my milkary pay.
[Q | recalve a military pansion or ether military retirement pay as calculated under Title 10, 1401 through 1414, 1447 through 1455, and 12733
and claim exempt from Minnesots withholding on this retirement pay.
i certify thot ali information provided in Section 1 OR Section 2 is correct. { understand there Is a $500 penalty for filing a false withhalding allow-
gnve/exemption certificate. -

WMW it Apr 24,2018 Daytime phone

6127305531

Employees: Give the completed form to your employer.

Employers

If you are required to send a copy of this form to the Department of Revenue (see instructions), you must enter the employer Information below
and mall this form to: Minnesota Revenue, Mafl Station 6501, St. Paul, MN 55146-6501, {incomplete forms are considered Invalld.) A $50 penalty
may he assessed for each required Form W-4MN not filed with the department.

Keep a copy for your records,
Name of employer Faderal employer ID number {FEIN) i Minnesota tax 1D numbar
Address CRy State 219 code

thee 32217 Questions?  Website: www.revenue.state.mn.us. Email: withhalding.tax@state.mn.us. Phone; 651-282-8992 pr 1-800-657-3504,



Employment Eligibility Verification USCIS

Department of Homeland Security owl:::l?s};?om ;
U.S. Citizenship and Tmmigration Servic : Y

Evpires 08/31/2019

P 8TART HERE: Read instructions carefully before completing this form. The instructions must be available, either In paper or elactronically,
during completion of this form, Employers are lisble for errors in the completion of this form.

ANTI-DISCRIMINATION NOTICE: It is Wegal to discriminste against work-authorized individusls. Employers CANNOT gpecify which
document(s) an employee may present to establish employment authorization and identity. The refusal to hire or continue to employ
an individual because the documentation presented has a future expiration date may also constitute illegal discrimination.

[Bagtion 1. Employea Informatioh ahd Aftestation (Employees must complete and sign Beolian 1 of Formt 18 Ao fafer

than the first day of emiployment, but not before acaepiing a job offer ) . ‘ 2

Last Name (Family Name) First Name (Glven Name) Middie initial | Other Last Names Usad (i any)
coleman janell y none

Address {Stregt Numbsr and Name} Apt. Number | City or Town State ZIP Code

830 orange ave east 11 saint paul mn 55106

Date of Birth fmm/ddlyyyy) | U.S. Soclal Security Number Employes’s E-maj) Address Employae's Telaphone Number
08051991 | 4?5151?921 Vil ] ] yvettecoleman762@gmail.com 6127305531

1 am aware that federal law provides for imprisonment and/or fines for faise stataments or use of false documents in
connection with the completion of this form.

| attest, under penalty of perjury, that 1 am (check one of the following boxes):
{®) 1. A citizen of the United States
Q2. A nonciizen national of the United States (Ses instructians) "
3. Alawful permanent resident  (Allan Registration Numbe/USCIS Number):
&) 4. An alien authorizei to work  untl (expiration date, if applicable, mmiddlyyyy):
Some allens may wiile “N/A” In the expiration date field. (See instructions)

Aligns suthorized to work must provide only ane of the fallowing document numbers to complede Form 19: s R e
An Align Registration NumbemUSCIS Number OR Form 1-94 Admission Number OR Forelgn Passpart Number,

1. Alien Registration Numbes/USCIS Number:
OR

2. Form 1-84 Admission Number:
OR

3. Foreign Passport Numben
Country of issuance:

Signature of Employee

Jael Colerian_ Totay's Date (mmd
gk COURS S (AW o4, 17 1 ws m W Apr24, 2018

[Preparer and/or Translator Certification (check one):

@ | did not use a preparer or translator. @ A praperer(s) and/or translator(s) assisted the employee in cemplsting Section 1,
(Fields helow must be completed and signad when preparers and/or translaters assist an employee in eompleting Section 1.)

I attest, under panalty of perjury, that 1 have assisted in the complation of Section 1 of this form and that to the hest of my
knowledge the information is true and correct. :

Signature of Preparer or Translator Today's Date fmm/ddfyyyy)

Last Name {Family Nams) First Name (Given Name)

Address (Streat Number and Name) City or Town State ZIP Code

@ FEmployer Completes Next Page @

Form19 071717 N Page 1 of 3



Employment Eligibility Verificution USCIS

Departent of Homeland Secarity ovnl: ::n,"__}::m
U.S. Citizenship and Imigration Services Erpires 68312010

[Bection 2. Employer or Authorized Representafive Review and Verification

(Employers ar their authorized representative must gomplele and sign Sectlon 2 within 3 busingss days of the employea’s first day of employment. You
must physically examine one decument from Lisi A OR a combination of ane dogument from List 8 and one document from List C: as listed on the "L sts
! Accepiable Documents '}

Employse Info from Section 1

ListA
Idantity E_nd Employment Authorization
[Dosument THie

Tosuing Autorly
Documant Number

| A4l V) i ‘
Expiratiop Date §f any)(mmadiyyy) 7:«1@3:3 i anyimmseslyyyy) |
05 stZ%a;} /] |

Dosumant Titla ‘| L o

' Expiration Date (7 cayjimmiadiy.g)

[TsSuing Autheriy | | [Adcitional Information i B LT

L

| Dosumant Number

"Expiration Date (i any) mmvedyyy

QR ode-Sedonad Al 1
!
i
|
|

Dacument Title

| Issuing Authorlly

1

i

|

|

|

—

| Dncument Number _i
—

"Expiration Gato (if anylinmicerfyyy) -

HQn: | attast, under penaity of perjury, that (1) | have examined the dosument{s) presented by the above-named employes,
RoVR-listed document(s) appear to be genuine and 1o relate to the employee named, and {3) to the best of my knowledge the
5 authorized to work in the United States.

Syep's first day of employment {mm/ddlyyyw:dl/ 20, @mans for exemptions)

flaver oAutharized R"Pm Today's W) %imp!wor%mw Represeniative
12y 2[00 Y

Ve W Py Of Aozt Representaive F!Wurmﬁmﬂmd Representalive  |Employer's Business or Organization Name
7y ( ¢ EMPLOYER §OLUTIONS STAFFING GROUP L1C
! Emplover's Businass ar Organization Address (Stmet"«\lumherand Name) | City orTown ZF Cede
7480 FLYING CLOUD DRIVE  SUITE 200 EDEN PRAIRIE m 585344
Section 3. Reverification and Rehires (To be completed and signed by empfoyer or authorized representative. }
A Ney Name (if appicabic) . {B. Date of Refyre (7 applicable}

Last Nems (Family Name) First Name (Given Name) Middie Inital | Date i miociyyyy)

. If e empidyees previclis oram of employmenl auihanzation 188 expied, provide e Informalin for The documient or retelpt Jial eStabiishes
nontinuing employmen! authorization in the space proyided balow. :

Document Title Dooument Number Expiration Dale (if any) (mm/ddyyyy)

1 attest, under penalty of perjury, that to the bast of my knowledge, this employes is authorized to work in the United States, and if
the employee presented document(s), the document(s) | have examinsd appear to be genuine and to refate to the Individual,

Signature of Employer or Authonized Representative | Today's Gate (mmidc/ywyy) Name of Employaer or Authosized Reprasentsiivae

Form1-9 0771717 N Page20l3
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EMPLOYER SOLUTIONS STAFFING GROUP
BACKGROUND CHECK AUTHORIZATION

Janell Coleman
(First) (Middle) (Last)

£mployee Name:

Former Name(s) and Dates Used;

8/mo 830 arange ave east apt 11 saint paul mn 55106

Current Address Since;
. (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: __ 475231752 DOB; 08051991
Phone Number: 6127305531

Driver’s License Number/State:

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

| 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, clvil
and criminal history records from any criminal justice agency in any or all federal, state, county jurisdictions; driving
recards, birth records, and any other public records,

1 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, LLE 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
deslgnated agents and representatives shall maintain all Information received from this authorization in a confidential
manner in order to protact the applicants personal Information, including, but not limited to, addresses, social security
numbers, and dates of birth,

Sl Cobera
Signature: R lars g il Date: Apr 24! 2018
Notice to CA, MN, and OK Residents:

Please check the box below if you wish to receive a copy of a consumer repart that is requested.
[Bl1 wish to receive a copy of any Background Check Report on me that Is requested,




EMERGENCY CONTACT INFORMATION

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

Employee Name: Janell Coleman
Address: 830 orange ave east apt 11
Home Phone: 6127305531
EMBRGENCY CONTACTS e
Please list two people (in priority arder) who could be contacted in case of an emexgenoy
Contact#1 Home Phone:
R Cell Phone:
oSt Work Phone:
Contact #2 Home Phone:
Name: Cell Phone:
gl 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.




emplove: solt ons stafing 30w s

Direct Depaosit/Payroll Debit Card Aunthorization

Employees have tho option of recciving wages by Direct Deposit and/or Payroll Debit Card.
If you do not pro

| _ ido a written election, wages will be paid by Payroll Debit Card.
OSTRTION, 1 BASICINEORE hY ' ' : '

RN Jongl Coleman [N 4 q7gy [ orzg
LSOV R RO T TIECTI O N , s e s D i (HRES .
®)] Direct Deposit (Please complete Sections 3 and 5 below)

| ()| Payroll Debit Card (Please complete Seotions 4 and 5 below)

CTION =0 DINECT DEPGSI ; ; _ : ' ' {
activated)
Update Note: Direct Dsposit accounts may take up to 7 days to be
Bk Name - . 1 understand and acknowledge that if I do not providea
"% Bofifederal bank : volded check with this direct deposit form, 1 am

Rooting? 101089742 responsible for any delays in payroll or extrs costs
incurred if the account number that 1 provide i3 incorrect.

] Paper Check (Optton available 10 GA NH and NY residanis only)

Acconntf 47607251341682594

Account Type: Checklngﬁ:' Savings [Lllother ..

*  To help us avoid making an error, please attach 8 copy of a voided check. {8 deposit siip will not work)
*  Iyou change banks, do nut elose your old bank account until your dircet deposit has started at the new bank, which may teke 2 pay periocs.

LTINS P AV RO DEBITNEARE

Federal law requires all financial institutions to obtuin, varify, and record information that identifies each person who opens an account. I arder to
request a Payroll Debit Card for you, we must provide all of the following information that will enable the finsmeial institution to identify you. If
you do not submit a Direct Deposit/Payroll Debit Card Authorization, ESSG will provide the necessary information and issue.you a Payroll Debit
ICm'dmpayizonrwagas.Fm'yunrpmtecﬁon,ﬂwﬁuaucialhsﬁmﬁonmayaskyuumprovldemcmaddiﬁonﬂidmﬁﬁcaﬁminfmmaﬁmsomeym
| verify your identity.

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

4

| CARDHOLDER INFORMATION (as you want your Puyroj!l Debit Card to be issued)

Initial Date

{ First Name ML Last Name Date of Birth
Street Address (Fo BOX NUT ACCEPTABLE) Social Security#
iy St Zp T Cell Phons (mobils)

| RECEIPT OF PAYROLL DEBIT CARD (to be cumpleted when you piuk up your Payrofl Dubit Card)
Payroll Debit Card Routing # Payrol] Dabit Card Account #

|1 have received my Puyroll Debit Card, welcome brochure, program fees, program terms, conditions. and disclosures. By activating iy Payroll Debit Card, |
J am agreeing to the program terms, conditions. and disclosures thet are included or made avallabie to me from time to time from the finenciel fostitotion, |~ |
authorize the financlul institution to debit my Payroll Debit Cand account fur the fues deseribed n the fee schedule that is part of the program terms, i
conditions, and disclosures, |

Ewployue’s Signature; el Cotorer firin, 20:8) Date: Apr 24,2018

' SECTION 50 AUTHORIZATION

1awhorize BSSG 1w directly deposit my perlodic wages. coropensation paymonts, net of requinyd tax withheldines, other required withholdings

or anthorized deduotions, into my account{s) as designated above and to initiate, #f nocessary, debit entries and adjustmentsfor any eredis entries
made in ecror to my secount(s). * E~mail is required for pay stub information.

*E-mail: yvettecoleman762@gmail.com @
this information will only be used to send your paystubs clectronically

1
Date.  APr24,2018 |
|
)

Employee's Signature: ._noitanry Avz e




¥ &L ey v
armicyer soiutions Saffing group.

STATEMENT OF CONFIDEN

This agreement made this_g_bl_day 0 20}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 {o 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.

Epployee Signature

mployer Solutions Staffing Group LLC, Representative



e e T T s
L

snployer solutions staffing group .

INJURY MANAGEMENT PROGRAM

Injured Worker’s Responsibilities

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

RESPONSIBILITIES OF THE INJURED WORKER:

Minnesota Rule Sec. 5221.0430, Subp. 1 requires that you choose one primary
heaith care provider. Subpart 2 places limitations on your right to change

primary health care providers. Discuss with your employer any change in heaith
care provider.

Attend all scheduled appointments. While on physical limitations, visits should
be a minimum of once every two weeks. Fallure to have current medical support
for disability may result in termination of benefits. Schedule your next
appoiniment 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 retumn to work planning and that you be released to return to work
at the earliest appropriate time.

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

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

may not be in your regular depariment. 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. !

No our employer immediately of any new injuries or conditions that impact

your physical condition.

If it Is necessary to miss scheduied 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.

Signed: ____ fcicooran awas 2010

Printed Name: Janell Coleman




srmployver solutions st2ing group.

Im portantllm portante
LOST OR STOLEN PAYCHECKS

If a paycheck is lost (missing, misplaced, destroyed, lost in the mali, etc.), you
must notify your staffing recruiter that the check cannot be found. If it can be
verified that the check has not been cashed, ESSG will stop payment on the
check and re-issue the check to you, deducting a fee of between $25-$35.

If your paycheck was stolen, you must first file a police report before we can re-
issue the check. Once you have done so, you must provide a copy of the policy
report to your staffing recruiter that the check was stolen. if the check has not
been cashed and if the loss of the check was not your fault, ESSG will issue a
new check and no fee will be deducted.

CHEQUES DE PAGO PERDIDOS O ROBADOS

Si un cheque de pago se pierde (gue 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 carge de entre $ 25 - § 35.

81 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 emitir un nuevo cheque y no hay cuota se deducira.

AGREED/SE ACUERDA—

Name/Nombre (con letra de molde): Janell Coleman

_&‘Li_g'naturelFlrma: Jancll Colomnn {Ap g, 2015
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ESSG WORKPLACE SAFETY POLICY

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

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

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

(8) Make sure employses 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 coramitted to vigorously enforcing its OSHA Compliance Policy.

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

® Responsibility to work in compliance with OSHA laws and regulations

» Responsibility to use personal protective equipment and clothing as directed
by the host employer
Responsibility to report workplace hazards and dangers

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

You have the following basic rights:

» Right to refuse unsafe work
Right to know or be informed about actual and potential dangers in the
workplace

« Right to review copies of appropriate standards, rules, regulations and
requirements that the host employer is required to have available at the
workplace.
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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 13 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
952.835.1288/1.866,496.7578) and asking for the ESSG Safaty Dirsctor. You can
also contact OSHA directly with any concern. ESSC recognizes the serious nature
of ensuring workplace safety will endeavor to protect any employee who may have
been subjected to unsafe or hazardous worksite conditions.
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emplayer sclutions staffing sroup .
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 (ESSQG) at 952.885.1288/1.866.496.7578 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
952.886.1288/1.866.496.7578 in order to obtain assistance in the resolution of such
matters.

Employee Name (Please Print)
Janell Coleman

Employee’s Signature:

~enell Clemar (Apr2d, 20153 Date: AP s 243.2018




o B850 Pre-Screening Notice and Certification Request for
L 2 0 the Work Opportunity Credit OMB No. 1646-1600

Dapartmant of the Treasury

Ivwemal Revenue Servios P information about Form 8850 and its separate instructions is at www.ire.gov/farm8850,

Job applicant: Fill in the lines below and check any boxes that apply. Complete only this side,
Yourname Janell Coleman Social security numberp 475231782

Street address whers you live 830 orange ave east

City or town, state, and ZIP code  saint paul, mn, 55106

County Telephone number 6127305531

If you are under age 40, enter your date of birth (month, day, year) 08051991

1 Check here if you received a conditional certification from the state workforce agency (SWA) ar a participating local agency
for the work opportunity credit.

2 Check here if any of the following statements apply to you.
¢ 1 am a member of a famlly that has received assistance from Temporary Assistance for Needy Familles (TANF) for any 9
months during the past 18 months.
* lam a veteran and a member of a famlly that received Supplemental Nutrition Assistance Program (SNAF) benefits (food
stamps) for at laast a 3-month period during the past 15 months.

* | was referred here by a rehabilitation agency approved by the state, an employmant network under the Ticket to Wark
pragram, or the Department of Veterans Affairs.

* | am at least ags 18 but not age 40 or older and | am a member of a family that:
2. Received SNAP benefits (food stamps) for the past 8 months; or
b. Reccived SNAP bensfits (food stamps) for at least 3 of the past § months, butis no longer ellgible to recelve them.

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

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

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

3 Check here if you are a veteran and you ware unemployed for a period or pericds totaling at least 8 months during the past
year.

E -

Tl cheok here i you are a veteran entitied to compenation for a service-connected disabllity and you were discharged or
released from active duty in the U.8. Armed Forces during the past year.

[[] check here i you are a veteran entitied to compensation for a service-connected disability and you were unemployed for a
_ period or periods totaling at least 8 months during the past year.

Cheok here If you ars a member of a famlly that:
» Received TANF payments for at least the past 18 manths; or
* Raceived TANF payments for any 18 months beginning after August 5, 1897, and the earliest 18-month period beginning
after August §, 1897, ended during the past 2 years; or

» Stopped beling eligible for TANF payments during the past 2 years because federal or state law limited the maximum time
those payments could be made.

-y

Check hers if you are in a period of unemployment that Is at least 27 conseoutive weeks and for all or part of that period
you received unemployment compensation,

Signature—Ail Applicants Muat Sign

Under penalties of parjury, | deolara that | gave the abova information to the employar on or befora the day | was oifered a job. and it Is, to the bast of sy knowledge, tue,
comsct, and complats,

Job applicant's signature P> JonellSrenan far2e, 016! Date APr24,2018

For Privacy Act and Paperwork Redustion Aot Notice, see page 2. Gat. No, 228611 Form B850 (Rev, 8-2016)



Form A (rev. 03/2017) TAX CREDIT QUESTIONNAIRE | & | |

ISPeCiENSuin T
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EMPLOYER SECTION:
Client: Company:
Location: Position: Starting Wage: $
EMPLOYEE SECTION:
| First Name: Last Name: Suffix: Street Address: City/State: Zip:
| Janell Coleman 830 orange ave east saint paul, mn 55106
| SSih Date of Birth: Age: Have you worked for | If yes, location:
| this company before?
| 475231792 08051991 Yes L) No @ N/A
Please complete all questions, and sign and date the form. Yes No
1. Have you or has anyone living with you received Temporary Assistance to Needy Families (TANF) O @

at any time since August 5, 19972 (3f yes, please provide information below.)
Name of the person receiving benefits: _____ Relationshiptoyouw: ____
City: County: State:

2. Mave you or has anyone living with you received Food Stamps (SNAF) at any time during the past 15 months? @ O ]

(If yes, please provide information below.)
Name of the person recejving benefits: _____ Realationshiptoyom: ____
City o : self: janell coleman
3. Have you received Supplemental Security Income (SSI) at any time within the past 3 months? O @

Plense note, this is not the same as Soctal 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
If yes, please indicate which type of agency you worked with and provide their location information below:

[ Vocational Rebabilitation Agency ~[J] Dept. of Veterans Affirs [[1] Employment Network (Tickst to Work Progrem)
Nemeof Agency: ____ Phone#: ___

City: County: ____ State: _____

*[f you checked yes please pravide a copy of your active Individual Work Plan and Ticket to Work documentation.

@

Q
®

§, Areyon a Veteran of the U.S, Military? *Ifyss, please provide a copy of your DD-214 and letier of separation.
(If yes, please provide information below. If no, please continue to question 46.)

Dates of Service - From: To: ‘
Branch of Service:
Are yon entitled to or are you recelving compensation for a service-connected disabllity?

6. Have you been unemployed at any time during the Jast 12 months?
If yes, dates of inemployment - From: To:

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

7. Have you been convicted of a felony or refeased from prison for a felony conviction in the past 12 months?
Conviction Dute: Releuss Date:

Wasthisa [J] Federal or [] Suate conviction? 1fState - County- _____ State:

f £ T

ol 0 apE
@ @ ap

B ]

- ! Addifiona) Tax Credits :
TEC (Natlve American): Are you or your sponse a member of a Native American Tribe? O @
Ifyou checked yes please provide a copy of your CDIB card,
CA Residents: [L] Are you the child of foster parants? [[] Do you receive CalWorks? [[J] Workforce Investment Act?

Are you a migrant or seasenal farm worker? D Have you cver been convicted of a misdemeanor?
SCResidents: [C] Do you receive Family Independence Benefits?

PLEASE READ, SIGN, AND DATE:

Under penaltles of perfury, 1 declare the infarmation above to be true and aceyrate 10 the best of my knuwledge, and 1 hereby authorize any agency, organzation, or
inciividuals to supply such verification ar information that may be needed to deterniing 1 eredit eligibitity to my employer, emplayur representative {Associated
Congultnts, Inc. Jdba Retromax), or the Depastment of Labor,

Janell Colemta
New Employee Signature: oo comioz 2w Date: Apr 24,2018




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
separately, with ETA Form 9061 {or ETA Form 9062) for each certification request filed for the new target
group.

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

New Hire’s Signature: &< Date APr24,2018

New Hire Name:  Janell Coleman

Social Security Number: 475231792
Employer Name:

Please check the statements below if they apply to you.

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

0 1declare that | have beenin a period of unemployment since

(Enter start date)

Privacy Act Notice: - ;

The Internal Revenua Cods of 1888, Saction 51, a3 amended and iis enacling legistafion, P.L, 104-188, speciy that the Stats Worklorce Agencies ars fhe
*designated” agencies responsible for administering fhe WOTC ceriification procedures of his program. The informafion you have provided complefing this
form wil be disclosed by your employer o the State Workiore Agency. Provision of fhis Informeiion is voluntary; howaver the information is required fo
determine your employar's efighliity for the federml tex credit

Public Burden Statement:

Persons are not required in respond to this coliection of information unless it displays a cumently vaid OM B control number, Respondepis’ obfigation to
completa this form s required to abiain or retaln bensfits (P.L. 111-6). Public reporting burden is estimated to average 10 minules per responss, including the
mmmwmmmmmmmmmmmmwmmmmmmm
Informefion. Send comments regarding this burden esfimata to the U.S. Department of Labor, Division of Nationa! Programs Toals Tecinical Assistance,
Room C-4510, Wasfington, D.C. 20210 (Papemwork Reduotion Project 1205-0371). Pleass do ot submit completed forms to fhis adress,

117-

ETA Form 8175 (Rev. November 2016)



DRUG AND ALCOMOL

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 polii:y 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 certaln rights; and (d) that certain events as describad in the policy may result
in adverse personnel action, including my termination from employment with ESSG, |
understand thet 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 comblnation thereof) from me for testing for alcohol and/or drugs. |
understand that the laboratory selected by ESSG may conduct testing and cther
analysis on the sample provided by me. | further voiuntarily consent to the laboratory’s
disclosure to ESSG of the results of my drug and/or alcohol test and other information
related fo the test.

sural Solentan {Apr 24, 25

Individual’s Name

Apr 24,2018
Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10
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Gonder Ll téals | Miaritel Status L] Sigis | Date 6T Bih "Dt of Hire
[] Female | Marted Divoroed i
hone Number: Emall Address:

Please Select Desired Coverage:
@ Empioyee Only - Employee+Spouse - E]Emp!@yee-mhiid(mn) - Family -

$24.00eek $38.00/Week $35.00/Week 63.00/\Week
SR R SR S o e R P o T g Do
|Social Securty 8 ialnhnm fex Relstionship -
' 1
B | : Male spouse[]  cra
: s T3} Name ] i Femala Domestic Purtur
| Boal Securty | autnpate | 8 Relatioaship
| 1 wee Spouse [_] Cauls
T, NBTB Vi Lesi Name E i [[] Femae D Domestic Partner
Diperdant i i N R o B R B B I A R
‘Suc!alSecmﬁv# Birth Date e Relationship
| O
O
EFF. DATE
EFF, DATE
EFF, DATE

Empieren Arlwnale foenosd 220 Auloriad s - | heraby apply for the group hanafitis) as indicated. | acimowledge that ail entrles ara trus and complate and that
anymmmorfamremmlnfomatlunmwbeussdasthebasisfuwamaﬂaﬁonofmmsafwmandmydepanﬂarﬂs).ﬁany,fmmthsoﬂglnal
aﬁecﬂvadats.l‘mﬂter.!mmﬂumyemp!wartommenscemypuymndaduubnofpmuﬂmforwmlhme{ecmd.

IF ENROLLING - YOU MUST SIGN HERE

Employee Signature pate  Apr24,2018

e e 51 O Tt
EIPLL TEER TSNS i am DECLINING coverage
:mmmxmmrwwmuw.mmmmmmmm inthe plan at a ister date. Hwe may ba oensldered a late anrailas and
imust mest tha requirements defined in the Curtificats of Coverags for the company's medical ar tantal pl‘ans. H 1 dacline anroliment for mysslf or my dapendants
|{Including my spouss) bacause of other covarags, § may, in futurs be able to anrol! myself or my depandents in this plan, provided ! request enroliment within 81
Coys after the other coveraga ends. in addition, i a new depundant relationship farms as a reult of mastiege, kisth, adoplion, plecament for adontilon of parting sutt
af adoption, ] may be able to enrali mysslf or my depandent, providad 1 request envaliment within 39 tays oftho event, .

iF BECLINING- YOU MUST SIGN HERE

Employse SIgatre Tncntwieman finr2s, 2018 Date Apr 24,2018

Employer Solutions Stafing Group Health Benefts Team
PO Box 46270
Minneapolis, NN 85344
Phone: 852-787-8519 Fax: 952-787-8615
Erail: Health@employarsolufionsgroup.com




Fixed Indemnity Medical Benefits_Plan 2

VS| 219B01BSG-1  OFFCEUSIONY  LOCATION . RehveDete__/__/____
ENR@L&MENT F@RM ESC CUNJNAC-MN) P1 v18.2
"0 PRINT USING BLACK or BLUE INK (Must Be Filed Out)
Socel Securaty # Home Pagna SQD@ .El
Ascress Apt 3
C“y e State : . Zip. ‘ .Cati of‘:B’-}rsl';

B e B NS e 08 S e e s e o m e w87 e S i 0 S = g vt ¢ e § i

i SENE AL ks !?fs..g}Ne-,ﬁstasLﬂbéﬁe cortinee.
Meolcare Heslth Insurence Cnalm Numbsr (HICN) Mac'?ca'e Effective Date

‘Nams of Covered Person (8):

Payro?! Dedwctad Weekiy Mes

You MUST select a coverage level bsfre any bval'aeﬁ‘sts in Secf ion C. Yom cweraae leve for the all benefts in Secsion C will be
identical. The Fixed Indemnity Madical Plan, Dental Plan, Term Life Plan, and Short-Term Disakiity plans are underwritten oy 3CS
Insurance Company. The Vision plan is unde~written by Compenicon Li‘e Insurance Company.

SELECT COVERAGE LEVEL Do INDEVRITY | bEwaL VISION TERM LIFE %ﬁ’&ﬁm
Zmployee Only $20.25 : $6.17 ': : $2.42 ©.1 . $0.60 .o $4.20 ,‘“ :
Employes + 1 $41.10 | $123¢ | sa9z $0.50
Employes + Family $54.88 $20.36 $6.56 $1.80 i
NO to ALL Bensfis Olves Olne | Olves Dl | Olves Clno | Pves Olno | Olves Ono

1This coverage is not availabla to residents of NH, HI, or PR. *STD is not available to persons who work in CA, HI, NJ, NY, or Rl.

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

Name Relztionship

o e—t = o~ e o pp—

D DR RN NGO A ATIONEA

A i

Nane Soctal Secunty # Date of Blﬂ'h Sex Ra;agaonshl

ey e e

77 OIWIETIT Spouse B chie L parmestic Parner
Name Sociai Security# Das of Birth_ Sex letionship

(0O @ﬂj Spouse[J Child [ IDomestic Partner
Name Social Securty # Deta of Birth Relztionship

17 D ﬂ:ﬂSpouseE Child DDomamc Pariner
Name Social Security # Daie of Birth  Sex Rew=tonship

17 @ QSPOJ‘SGDC- hDamasmc Partne

15 P e T % NSRRI W 18 ATy Y M7 4 i 44 P o e S . sy A A LD (e B i D e 0

iy | YOU MIUST SIGN AND DATE, EVEN 1F YOU DECLINE COVERAGE

| have read the bensfit packe: and understand | its limitations, | unciersterd the =pan gnrollment is only avalleble for
a limited time and | understand that making no bensfit selection is a declinatien of coverage.

DATE &P rzﬁ 201?—.——:——— . DrSIGNATURE  Teicimehoz,ais

*This Plan DOES NOT Alleviate the Individual Mandate Penalty*

Thisis an Seserve) SeaffCARE Eproliment Farm.



