PO Box 46270
Eden Prairle, MN 55344-9956
Tel: 952.835.1288

www.esgstaffingsolutions.com

employer solutions staffing gr'dupu

New Hire Application

Personal Data— PLEASE PRINT LEGIBLY IN INK

Last Name_t/ohnson | First Name __Cheylexis Middle Initial "V
Street Address 5513 Brookdale Dr Apt/Ste 206
City/State/Zip Brooklyn Park, MN Pt Social Security Last Four YO(X-XX- 4273
Phone Number __952-333-3577 Email Address __young.chey@gmail.com @

Staffing Agency/Recruitment Partner  Shelby CMG

Avre you legally authorized to work In the United States of America? @ vyes OIno

Applicant Certification and Authorization
1 authorize Employer Solutions Staffing Group (ESSG) to use the Information and statements contained in this application to determine my
qualifications for employment. | authorize ESSG to make inquiries of my former empioyers, excapt as indicated in this application,
regarding my previous duties, responsibiiities, performance, compensation and eligibility for rehire,
1 understand that a comprehensive background check may be conducted to determine my eligibility for hire by certain clients of ESSG.
This may include but is not limited 1o, investigations of criminal and/or conviction records, driving records and/or a drug screen test as
required by clients, govemment regulations or by ESSG policles.
| release ESSG and other persons or entities from any claims that might be based on ESSG's decision to conduct a background check,
| certify that all statements made in my application are true and accurate and that | have not omitted any materiai information or prbvided
false or misleading information. 1 understand that any material omission or misrepresentation wili result in my disqualification from
consideration for employment or, if discovered after | begin empioyment, will result in my termination, _

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

Cheylexis Johnson %me _' Sep 26,2017

Name (Print or type) Applicant's Signature Date

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

For ESSG Office Use Only
DOH NHW 19 8850 w4
Emergency Contact Info | Background Release Form Background Resuits Unemployment Letter ESGC Application
(if applicable)
For ESSG Client Use
DOH ROP Work Site Loc. WC Code

ESSG - CMG-MN Rev. 0412017




The excaptions don't to supplemental es Nonwage Income. If you have a large amount of
F Ol'm W-4 (2 017) graatarm'g m.mmmaﬁp'y i i nonulrsgs mme, at.:d lqgmaag edlmv!]d'?usld;.':o
Basic Instructions. If you aren't exempt, com leto cons cer making estim ng Form

Purpose. Compiate Form W-4 so that your the' Personal Allowanzga Woﬂmhae":%télow. !l"he 103035;'5?'3‘%;:]‘&'3“&3‘?;‘& og‘lgl’:"ns:;
smplayer can withhold the corect federa) Income Wworkehests on page 2 further adjust your gruﬁyﬂ{nmm 888 Pub, 605 to e et Should
tax from your pay. Consider eompleti,g? a new Form withholding allowances based an ftemized ks wﬂhol Form Wea o w_‘f‘"’,"
W-~4 each year and when your personal o financial deductions, certaln credits, aﬂnugnam to income, adjust yo ding on o
situation changes, or two-eamars/multiple jobs ans,
Eumruonfmmwlmhol . If you are exem Complste all workshests that . However, you
t:cnm;:veteonlyllnas1.2,5..1'4'.g 7andsignmpat' maydaplmfawa-(ormzallowama?iyﬁrragularyo

m to validate it. Your exemption for 2017 explres wages, withholding ba based on allowances
Fab 18, 2018, See Pub, 05, Tax Withholding you claimed and may not be a fiat amount or
and Tax. Ppercentage of wages,
No%mislfa;lwﬁl;pemnm olaim you as a dependent Head : ¥, ¥ou can clalm pialmied on te ol ' ,
on or her Bitn fOU can 2im-exempiion of housahs atus on
L e e e e e
e e iy SRRl SeeimTmoan

0 o) uction, an eg| o 3 ur Form

exemption ﬁom%ﬂgmgeen;m?y ﬂ%,':b':mtgwh Filing Information, fo':'a'hfunnaﬂnn. effect, use Pub, 505 to see huwlt'hoa amount you are
a dependent, if the employes: Tanwmhgpmjegbd mwm:'dmmm mwguﬂm eg'grr ro}zgtgg;ﬁi;l :ix
et S e ey St i e To

Is blind, care expenses and the evelopments. Information about re
" b ol usl % Personal Allowances Works"l‘l:yet balow. developments lf,d!f“a(:ting Form W~4 (such asany

» Will olaim adjustments to Income; tax credits; or
femized ¢ edﬂgl ctions, o his of her tax rena! Saen‘?’ugl.tgos furcl'llz:'?nngltllon on cg:.nvartlng your other laetglsl g’n& m@ after we releass it) will be posted
Personal Allowances Worksheet (Keep for your records.)

A Enter“‘l”foryourselflfnoonselsecanclalmyouasadepandent °© 5 o o SR R AT

* 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 J

* Your wages from a second Job or your spouse’s wages (or the total of both) are $1 /500 or less.
C  Enter "1” for your spouse. But, you may choose to enter *-g-* if you are married and have either a working spouse or more

than one job. {Entering "-0-* may help you avold having too little tax withheld) . , . , |, | | S 6 a0 o0 o o g

Enter number of dependents (other than your Spouse or yourself) you will claim on yourtexretum. , ., , . , |,
Enter ®1” if you will file as head of housseholid on your tax retum (see conditions under Head of household above)

|

TmoOoO

1]

mmg

G  Child Tax Credit {including additional child tax credit). See Pub. 972, Chlild Tax Credit, for more Information,

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

® If your total income will be betwsen $70,000 and $84,000 ($100,000 and $118,000 if married), enter *1” for each elighlechild. @
H AddlinesA 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 pian to itemize or claim adjustments to income and want to reduce your withhoiding, 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 mamied and you and your spouse both work and the combined
worksheets eamlni;s from all jobs exceed $50,000 (520,000 if married), ses the Two-Eamers/Multiple Jobs Worksheet on page 2
that apply. to avold having too little tax withheld.

* If nelther of the above situations applies, stop here and enter the number from line H on iine & of Fbrm W-4 beiow,
Separate here and give Form W-4 to your employer. Keep the top part for your records.

£ w_4 Employee’s Withholding Allowance Certificate OMB No. 1645-0074
m
» Whether you are entitied to olaim a certain number of aliowances or exempfion from withhalding is
o e O Trameiry Sublect to review by the IRS. Your employer may be regquired to send & som e o form to the IRS, 2@ 1 7
1 Yourfirst name and middle intial Last name 2 Your soclal security numbar
Cheylexis W Johnson 469314273

Home address (number and street or rural routs) 3@ single I Marriea QO Maried, bt withhold at higher Single rate,

5513 Brookdale Dr | Note: If maried, butfegally separated, or spouse Is a nonresident ailen, cheak the “Single” box.
City or town, state, and ZIP cods 4 i your last name differs from that shawn on your social security card,
Brooklyn Park, MN 55443 check here. You must call 1-800-772-1213 for a replacement card. > []
5  Total number of allowances you are clalming (from line H above or from the applicable worksheet on page 2) 5|1
6  Additional amount, if any, you want withheld from each paycheck 9 00 0 0 0 a0 o8 o'E 6%
7  lclaim exemption from withholding for 2017, and | certify that | meet both of the following conditions for exemption.
* Last year | had a right to a refund of all federal Income tax withheld because | had no tax llabllity, and
® This year | expect a refund of ali federal Income tax withheld because | expeot to have no tax llabllity.
lfyoumeetbothconditions,wrfte"Exempt"hera. s W=l . - . .. pf7]
Under penalties of perjury, | declare that | have examined this certificate and, to the best of my knowledge and bellef, it Is trus, carrect, and complete.
(Er%lsﬂf%yn‘:ral': rsilog'\'lzltll:inimless yousignit) » SNIY Date» Sep 26,2017
8 Employer's name and addrass (Employer: Complete lInes 8 and 10 only if sending to the IRS,) | 8 Office code {optiona)) | 10 Employer Identification number (EIN)

X ANITE JHIT

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: gml‘;;: s
U.S. Citizenship and Immigration Services G

Expires 08/31/2019

P>START HERE: Read Instructions carefully before completing

this form. The instructions must be avallable, either In paper or electronically,
during complstion of this form. Employers are liable for errors in the completion of this form.
ANTI-DISCRIMINATION NOTICE: It is flegal to discriminate against work-authorized individuals. Employers CANNOT specify which
document(s) an empioyee may present to establish empioyment authorization and identity. The refusal to hire or continue to empioy
an individual because the documentation presented has a future expiration date 0 constitute illegal-diserimination:

gy =2isl

Sectlon 1. Employee information and 2 ttestation (Employees must complete and sign Section 1 of Form 1-9 no later
than the first day of employment, but not before accepting a job offer.)

Last Name (Family Name) First Name (Given Name) Middle initial | Other Last Names Used (ifany)
Johnson Cheylexis w N/A

Address (Strest Number and Name) Apt. Number | Ciy or Town State ZIP Code

5513 Brookdale Dr 206 Brooklyn Park MN 55443

Date of Birth (mm/ddAyyyy)  |U.S. Social Security Number Employee's E-mall Address Employee's Telephone Number
10/11/1995 469314773 | - young.chey@gmail.com 952-333-3577

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

| attest, under penalty of perjury, that | am (check one of the following boxes):
1. A citizen of the United States

g 2. A noncitizen national of the United States (See Instructions)
3. Alawiul permanent resident  (Alien Registration Number/USCIS Number): N/A

4. An allen authorized to work  unti] (expiration date, if applicabie, mm/dd/yyyy): N/A
Some allens may write "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; m%&% ;,f;"::g;m

An Alien Registration Number/USCIS Number OR Form 1-94 Admission Numbsr OR Foreign Passport Number,

1. Allien Registration Number/USCIS Number: N/A
OR

2, Form 1-84 Admission Number: N/A
OR

3. Foreign Passport Number; N/A :

Country of issuance; N/A
Signature of Empioyee

Today's Date (mm/ldfyyyy) Sep 26,2017

Preparer andlor Translator Gerilfication (check onej):
I did not use a preparer or translator. &l

A preparer(s) and/or translator(s) assisted the employee in completing Section 1.
(Fields below must be completed and signe

d when preparers and/or transiators assist an em

ployee in completing Section 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 informatlon is true and correct.
Signature of Preparer or Translator Today's Date (mm/ddiyyyy)
Last Name (Family Nams) First Name (Given Nams)
Address (Street Number and Name) City or Town State  |ZIP Code

o Employer Completes Next Page o

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




Employment Eligibility Verification
Department of Homeland Security

U.S. Citizenship and Immigration Services

USCIS

Form I-9
OMB No. 1615-0047
Expires 08/31/2019

083 days of the employee's first day of employment. You
ent from List A OR & combination of one document from List B and one dacument from List C as listed on the “Lists
Employes Info from Section q | -5 N&M® (Famiy Name) First Name (Given Name) M.l | Citizenship/immigration Stahis
ListA OR ListB TAND ListC
Identity and Employment Authorization Identity Employment Authorization

[Document Tie Document Title Document Title

Issuing Authority Issuing Authority issuing Authority

Document Number Document Number Document Number

Expiration Date (i any)(mm/ddyyyy) Expiration Date (if any){mm/ddlyyyy) “Expiration Date (7 any)(mm/ddlyyyy)
Document Title .

1ssuing Authority Additional Information &RN‘:‘”W;“’T;T.%;;
Document Number

Expiration Date (i any)(mm/ddiyyyy)

Document Title

Issuing Authority

Document Number

Expiration Date (7 any)(mm/ddAyyyy)

Certification: | attest, under Penalty of perjury,
(2) the above-listed document(s) appear to be

employee is authorized to work In the United States.
The employee's first day of employment (mnvdd/yyyy):

that (1) I have examined the docu
genuine and to relate to the

ment{s) presented by the above-named employes,
employee named, and {3) to the best of my knowledge the

(See instructions for exemptions)

Signature of Employer or Authorized Representative

Today's Date (mm/ddyyyy)

Title of Empioyer or Authorized Representative

Last Name of Employer or Authorized Representative

First Name of Employer or Authorized Representative

Employer's Business or Organization Name
EMPLOYER SOLUTIONS STAFFING GROUP L1C

Employer's Business or Organization Address (Street Number and Name)
7480 FLYING CLOUD DRIVE  SUITE 200

City or Town
EDEN PRAIRIE

State ZIP Code
MN 55344

8ection 3. Reverification and Rehlres

(7o be completed and signed by employer or authorized representative.)

A. New Name (if applicable)

B. Date of Rehire (if applicable)

Last Name (Family Name)

First Name (Given Name)

Middle Initial | Date (mm/ddAryyy)

he space provided below.

G Whe emplayee's previous grant of employment authorization has expired, provide the informallon for the document or receipt that estabiishes
continuing employment authorization in t

Document Title

Document Number

Expiration Date (if any) (mm/ddiyyyy)

| attest, under Penalty of perjury, that
the employee presented document(s)

to the best of my knowledge, this em
, the document(s) | have examlned a

ployee is authorized to work In the United States, and if
ppear to be genulne and to relate to the Individual.

Signature of Employer or Authorized Representative

Today's Date (mm/dd/fyyyy)

Name of Employer or Authorized Representative

FormI-9 07/17/17 N

Page 2 of 3
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EMERGENCY CONTACT INFORMATION

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

Employee Name: _ _"cY!€Xis Johnson

Address: 5513 Brookdale Dr Brooklyn Park, MN 55443

Home Phone: _ 952-333-3577

EMERGENCY CONTACTS
Please list two people (in priority order) who could be contacted in case of an emergency
Contact #1 Home Phone: 763-587-1726
Name: Ch eyl an d a Cell Phone: 763-587-1726
Relationship: Work Phone: 763-587-1726
Mother
Contact #2 Home Phone: 612-432-5367
Name: Sandra Fle min g , Cell Phone: 612-432-5367
Relationship: Grandma : Work Phone: 612-432-5367

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.




Wage Paym

Employees have the option of receiving
If you do not provide

@) | Payroll Debit Card (Please
DIRECGT DR

(Please complete Sections 3 and § below)
complste Sections 4 and 5 below)

employer solutions staffing grv.dupu
ent Method Authorization

~ f

oo

(Minnesota)

wages by Direct Deposit and/or Payroll Debit Card,
8 written election, wages i

will be paid by paper Check.

Effective Dat

Sep 26, 2017

Sl

Natc:Dmeepmitacmmmaymkeuptn7dmtobucﬁv¢M

.J Paper Check (Please complete Section 5 below)

I understand and acknowledge that if I do not provide a

voided check with this direct deposit form, I am
responsible for any delays in payroll or extra costs

incurred if the account number that I provide is incorrect,

Date_Sep 26,2017

Bxceptformerouﬂngandaccomt

number, ESSG does not have access to
mceiveyournewPayrollDebftCard,andapacketc

ﬁePayxollDebitCm'dandp

transactions, Onyonrﬂrstpayday,youwil]
that you received

information
izati ESSG will provids the ne, information
uthnnzauon,mmm may ask you to provide thmc:aeﬂm’y additional identification information

inibrmaﬁnntlmtidenﬁﬁeseachpmonwho
on that will ensble the financig]

anyinfmmaﬁmwgardingyom'Paymﬂ Debit Card account or
in allofthetermsandcondﬂions.‘{ouwill

ackst, Your Payroll Debit Card will be reloaded on each Payday you receive

CARDHOLDER INFORMA'

ON (@s you want your Payroll Debit Card to be issued)

First Name Cheylexis

Last Name

w Johnson

Date of Birth 10/11/1995

Street Address a'onoxnomccmm

5513 Brookdale Dr apt 206

Social §
kel 3%14273

€y Brooklyn Park

S
tuteMN

2P ora43

Cell Phone (mobile)

952-333-3577

RECEIPT OF PAYROLL DEBIT CARD

(to be completed when You pick up your Payroll Debit Card)

Payroll Debit Card Routing #

Payroll Debit Card Account #

*E-mail:

young.chey@gmail.com

this information will only be used to send your

e NN
Employee's Signature: —h_m.u 2azni

@

paystubs electronically

Date: S€p 26,2017




EMPLOYER SOLUTIONS STAFFING GROUP
BACKGROUND CHECK AUTHORIZATION

Employee Name: Cheylexis Johnson

(First) (Middle) (Last)
Former Name(s) and Dates Used: _ N/A
Current Address Since: 09/17 5513 Brookdaler Brooklyn Park, MN 55443

(Moy/Yr) (Street) (City) (State/Zip)

10/16 5028 Fremont ave. N Minneapolis, MN 55430

Previous Address From:

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

(Mo/Yr) (Street) (City) (State/Zip)
Social Security Number: ___ 469314273 DOB;__10/11/1995

952-333-3577

Phone Number:

Driver’s License Number/State:  X864219300618

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

Signature: TR Date: Sep 26,2017

Notice to CA, MN, and OK Residents:
“l__l\

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




employer solutions staffing group..

T. NT ONFIDEN I
This agreement made this&(!lhaay of %F (1%@4 . 2011 between
Employer Solutions Staffing Group LLC, hereindfter 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




LOST OR STOLEN PAYCHECKS

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

If your paycheck was stolen, you must first file a police report before we can re-
issue the check. Once you have done so, you must provide a copy of the policy

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 detendrs 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 Ig policia
antes de que podamos volver a emitir el cheque. Una vez hecho esto, usted

AGREED/SE ACUERDA—

Name/Nombre (con letra de molde): Cheylexis Johnson

Ui it on (e p 26 piseksd

Signature/Firma: s




gy

employer solutions fﬁng 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.

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 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 emplover 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.

Printed Name: Cheylexis Johnson




rom OO0 Pre-Screening Notice and Certification Request for
(Rev. Maroh 2016) the Work Opportunity Credit OMB No. 1545-1500
mwﬁ%w » Information about Form 8850 and its separate instructions is at www.irs.gov/form8s50.

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

e e PRI ol Social security number®» 469314273
Street address whers you live 5513 Brookdale Dr

City or town, state, and ZIP coge ~ BY0Klyn Park, MN 55443

County __Hennepin Telephone number 292-333-3577

I you are under age 40, enter your date of birth (month, day, year)  10/11/1995

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

2 [JIcheck here if any of the following statements apply to you, .
® | am a member of a family that has received assistance from Temporary Assistance for Needy Famllles (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 {SNAP) benefits (food
stamps) for at least a 8-month period during the past 15 months.

e | was referred here by a rehabliitation agency approved by the state, an employment network under the Ticket to Work
program, or the Department of Veterans Affairs,

® | am at least age 18 but not age 40 or older and | am a member of a family that:
a. Received SNAP benefits (food stamps) for the past 8 months; or
b. Received SNAP benefits (food stamps) for at ieast 3 of the past 6 months, but is no longer eligible 1o receive them.

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

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

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

m] Check here if you are a veteraﬁ and you were unemployed for a period or periods totaling at least 6 months during the past
year.

F -

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

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

(]

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

* Stopped being ellgible for TANF payments during the past 2 years because federal or state iaw limited the maximum time
those payments could be made, .

-

E Check here if you are In a period of unemployment that is at least 27 consecutive weeks and for all or part of that period
you recelved unemployment compensation.

Signature—AJl Applicants Must Sign
Under penalties of perjury, | declare that | gave the abova Information to the employer on or before the day | was offered a job, and it Is, to the best of my knowledge, true,

correct, and complete,

Job applicant’s signature 58T Date S€p 26,2017
For Privacy Act and Paperwork Reduction Act Notice, see page 2, Cat. No. 22851L Fommev. 3-2016)

Sl yohnsun feg




Form A (rev. 03/2017) TAX CREDIT QUESTIONNAIRE R ETR [

E SECVI'IONz Siecialis(s i Tax Grailit Acfiitenintrategn
Client: Company:
Location: Position: Starting Wage: $
EMPLOYEE SECTION:
First Nan_:e: Last Name: Suffix: Street Address: City/State: . Zip;
Cheylexis Johnson 5513 Brookdale Dr apt 206 Brookiyn Park, MN 55443
T Date of Birth: Age; Have you worked for | If yes, location:
this before?
469314273 10/11/1995 2 Yo | O No(®]
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) I]j
at any time since August 5, 19977 (If yes, pleass provide information below.)
Nameofﬂleperaonreeeivingbennﬁts: —— Rolationship toyou; _____
City: County: ___ State; MEanl
2. Have you or has anyone living with yon received Food Stamps (SNAP) at any time during the past 15 months? | 7]
(If yes, plesse provide information below.)

Name of the person receiving benefits; —— Relationship to you:

City: County: State;
3. Have you received Supplemental Security Income (SSI) at any time within the past 3 months? L 2
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?
If pleaseindicatewhichtypeofagen uwnrkedwiﬂlandprovideﬂleﬁ'loeaﬁoninﬁ)rmaﬁonbeluw:
Vocational Rehabilitation Agency 'H' Dept. of Veterans Affiirs | [1] Employment Network (Ticket to Work Program)
Nameof Agenoy: ___ Phone#: o
City: County: ___ State: i
*f you checked yes please provide a copy of your active Individual Work Plan and Ticket to Work documentation,

W)

5. Are you a Veteran of the U.S, Military? */fyes, please provide a copy of your DD-214 and letter of separation,
(If yes, please provide information below, Ifno,pleaseoonﬁnnatoquesﬁon%.)

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 unemployed at any time during the last 12 months?

If yes, dates of unemployment - From: To:
Did you receive nnemployment compensation at any point during your unemployment?
If'yes, in which state did yon receive unemployment compensation? __

[
W

——

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

Was this a O Federal 0rQ)] State conviotion? If State - County: State:

Q@ o QF
@ 0 eF

—

Additional Tax Credits

IEC (Native American): Are you or Your spouse 8 member of a Native American Tribe? Q @
Ifyou checked lease provide a copy of your CDIB card,
CA Residents: Are you the child of foster parents? Do you receive CalWorks? [E] Workforce Investment Act?
w Are yon a migrant or seasonal farm worker? E Have you ever been convicted of a misdemeanor?
SC Residents: [0} Do you receive Family Indspendence Benefirg?

PLEASE READ, SIGN, AND DATE:

Under penaities of perfury, I declare the information above to be true and accurate to the best of my knowledge, and I hereby authorize any agency, organization, or

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

New Employee Signature:

Date: _ Sep 26,2017

S Ve




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

orm 9062) for each certification request filed for the new target

group,

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

New Hire’s Signature: iﬁ%ﬂmL Date Sep 26,2017

New Hire Name: Cheylexis Johnson

Social Security Number: -BR0O0O
(Enter last four digits)

Employer Name:

Please check the statements below if they apply to you,

w I declare that | was in a Period of unemployment that is at least 27
consecutive weeks and for all or Part of that period I received unemployment
compensation.

E’ I declare that | have been in a period of unemployment since
09/15/17 . '

(Enter start date)

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

time for reviewing Instructions, searching existing data sources, gathering and maintaining the data needed, and complefing and reviewing the collection of
Information. Send comments regarding this burden estimate to the U.S, Department of Labor, Division of National Programs Tools Technical Assistance,
Room C-4510, Washington, D.C. 20210 (Paperwork Reduction Project 1205-0371). Please do not submit completed forms to this address,

ETA Form 9175 (Rev. November 2016)



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 ESSG’s duty to:

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

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

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

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

(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

* Responsihility to use personal protective equipment and clothing as directed
by the host employer

* Responsibility to report workplace hazards and dangers

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

You have the following basic rights:

* Right to refuse unsafe work

* Right to know or be informed about actual and potential dangers in the
workplace

* Right to review copies of appropriate standards, rules, regulations and
requirements that the host employer is required to have available at the
workplace.



employer solutions staffing group..

° Right to request information about s rds-inthe

4 B s v,

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 g
report to a manager of the host worksite employer and/or ESSG (by telephoning
952.835.1288/1.866.496.7573) and asking for the ESSG Safety Director. You can
also contact OSHA directly with any concern., ESSG recognizes the serious nature
of ensuring workplace safety will endeavor to Protect any employee who may have
been subjected to unsafe or hazardous worksite conditions,




employer solutions staffing group..

“

Acknowledgement of Receipt of Workplace Safety Policy

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

I also agree that if at any time during my employment I am believe that T am
working in an unsafe or dangerous work environment, I will immediately contact
my supervisor, manager, director or ESSG’s Safety Director at

Employee Name (Please Print)

Cheylexis Johnson

Employee’s Signature:

Date: Sep 26,2017

ShNAETs Jehnsen (Y 2, 21T




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 I have read the entire contents of this policy and | am aware and fully

exerclse 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 unilatera] employment contract or offer thereof,

3. | hereby voluntarily consent to ESSG, or its health service providers, or
other persons or entities acting for or with them, to collect a body component (blood,
urine, breath, or any combination thereof) from me for testing for alcohol and/or drugs. |

'5'077 *ds Jahnson (Bra i) 10T

Individual’s Name

Sep 26,2017
Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

Signature:

fiknrcns Johnser (8 23, ke oY

Email: young.chey@gmail.com

10
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Enbanced MEC Plan_Plan 1
Benefits Enrollment Form New pioyes || Rehire Rehire Date

Enmiployee nformation

Name (First and Last) Social Security Number

Cheylexis Johnson 469314273

Address iy Siate Zip Code

5513 Brookdale Dr Brooklyn Park MN 55443

Gender LI Male | Marital Status Single | Date of Birth Date of Hire

Female | [ Married Divorced | 10/11/1985 09/26/17

Phone Number: Emall Address:
| 952-333-3577 young.chey@gmall.com

Please Select Desired Coverage:

D' Employee Only - :] Employee+Spouse - Employee-l-ChiId(ren) - Family -

$24.00/Week $38.00/Week $36.00/Week $63.00/Week
pendent

Cheylexis W Johnson 469314273 10:;/1995 (] male use [] pChild
Fist Name L LastName Female Domestic Partner
Hependeol

Social Security # Birth Date | Sex Relationship
[1 Child
[First Name ~ ML LastName = :nezeale SIE“”DMD Partner
Bependent - :
Mal O chia

Tt Name W st Nams | e ] Spﬁse 2
Other coverage information inclhuding Medicare/Medcaid
NAME OF PERSON COVERED (FIRST, LAST):

Cheylexis Johnson —— ( F_\ EFF,DATE  o09/26/17

e W S\ EFF.DATE
pes / EFF. DATE

ployee Acknowledadment and Authorization - | hereby apply for the group benefit{s) as indicated, 1 ackn that all entries are true and complete and that
any misstatements orfaliure to report Information may be used as the basis for cancellation of covarage for me my dependent{s), if any, from the original
sffactive date, Furth 2 | authorize my employer to make the necessary payroll deduction of premiums for covaraged | have elactad.

F ENROLLING ,XOU/MUST N

[g:] gy TN Date 6, 2017
YEES DECLIMING | am DECLINING coverage
) erstand and/or my dependents, it any, waive any coverage and desire to pa ipate In the at a later date. I/we may be considered a late enrollee and
thefequirements defined In the Certificata of Coverage for the company's m ntal plans. i | decline enroliment for myseif or my dependents
(Including use) hecause of other coverage, | may, In future be abls to enrol or my dependem In this plan, provided | request enroliment within 31
days after @ ends, In addition, if a new dependent ms as & result of marriage, birth, adoption, placament for adoption of parting suit
of adoptiog, | may be able to Provided | request enrolime within 31 days of the avent.
IF DEC G- YOU MUST SIGN HERE
playse Signature eiles oA ARt ITT, Date S€P 26,2017
roup Heaith Benefits Team
ms Lane Suite 405
Edina, MN 55439

one: 852-767-9519 Fax: 852-767-9515
Email: Health@employersoluﬂonsgroup.com



Fixed Indemnity Medical Benefits Plan 2

Vs 219301-ESG-1 OFFICE USE ONLY LOCATION____ RehireDate____/__,
ENROLLMENT FORM ESC CUUNAC-MN) P1 v18.2
T oGS LAk o B T G 5 P 5
Name ' Social Security # Home Phone Sex M
Address Apt. #
“City State o Zip Date of Birth
. VAR

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

Yes D No. if Yes, please continue,
Medicare Health Insurance Claim Number (HICN) Medicare Effective Date

Name of Covered Person {s):

C. LIMITED BENEFITS PLAN SELECTION Payroll Deducted Weekly Rates

You MUST select a coverage level before any benefits in Section C. Your verage 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.
SELECT COVERAGE LEVEL F "‘En':E'I';'lgi'l‘_"!“'" DENTAL VISION TERMUFE | SHORETERM
Employee Only $2025 ) $6.17 1 $242 $0.60 $4.20 |5
Employee + 1 $41.10 $12.34 $4.92 $0.90
Employee + Family $54.88 $20.36 $6.56 $1.80
NO to ALL Benefits Dves CIno | Clives Ko | Dlves CIno | Clves Clino | Clves CIne

'This coverage is not available to resigents of NH, Hl, or PR. 2STD js not available to persons who work in CA, Hi, NJ, NY, or RI.

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

Name Relationship

D. REQUIRED DEPENDENT INFORMATION

Name Social Security # ' Date of Birth i Relationship
/7 | M] N _D _S_pgyg_hlk_@_ Domestic Partner !
Name Social Security # ' Date of Birth Bek [T Relationship
_ b @ O Spouse[]] Child Domestic Partner
Name Social Security # Date of Birth fed [] Relationship
L= mls !/ . @ _Q_Spouseg Child I Domestic Partner
Name Social Security # Date of Birth $ek ] Relationship

/7 @ u Spouse Q Child Q_O_r_nestic Partner

E. REQUIRED SIGNATURE YOU MUST SIGN AND DATE, EVEN IF YOU DECLINE COVERAGE

| have read the benefit packet and understand jts limitations. | understand that open enrollment is only available for
a limited time and | ungjta_rgtaqd that making no bepeﬁ’g selection isa decl_ir_la_tign_ of coverage.

DATE __ _/ __/__ _ P> SIGNATURE

s et T T e e e e e e e e e = st

This is an Essential StaffCARE Enroliment Form.



