Personal Data-- PLEASE PRINT LEGIBLY IN INK

f‘
Last Name ,,, &) h:ﬂ San_

 employer solutions staffing group.

Leveraging Resources in a Changing Market

7301 Ohms Lane Suite 405
Edina, MN 55439

Tel: 952.835.1288
www.esgstaffingsolutions.com

New Hire Application

First Name mmf /

Street Address // _é; W_ﬂ

CityiStateizip_Se - Yotee[ Yue .

Phone Number _Q/ 9’ "/ﬂ é < "/_348

Email Address

Staffing Agency/Recruitment Partner

Crnn

Middle Initial _7_

Apt/Ste
Social Security Last Four XXX-XX- 2092

@

All offers of employment are conditional upon satisfactory proof of identity and legal ability to work in the U.S.A.

Are you legally authorized to work in the United States of America? J[2YES [INO

| authorize Employer Solutions Staffing Group (ESSG) to use the informatio
qualifications for employment. | authorize ESSG to make inquiries of my fo
regarding my previous duties, responsibilities, performance,

| understand that a comprehensive background check may
This may include but is not limited to, investigations of crimi

Applicant Certification and Authorization

required by clients, govemment regulations or by ESSG policies.

nal and/or conviction records,

n and statements contained in this application to determine my
rmer employers, except as indicated in this application,
compensation and eligibility for rehire.

be conducted to determine my eligibility for hire by certain clients of ESSG.
driving records and/or a drug screen test as

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

1 certify that all statements made in

my application are true and accurate and that | have not omitted any material information or provided

false or misleading information. | understand that any material omission or misrepresentation will result in my disqualification from

consideration for employment or, if discovered after |

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

Wishpe [ T Tah

Name (Print or type)

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

i

begin employment, will result in my termination.

2r7/r7
Date

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

ESSG - Supermoms CMG

Rev. 05/2015




- 0850 Pre-Screening Notice and Certification Request for

(Rev. March 2016) the Work Opportunity Credit OMB No. 1545-1500

Department Teasury
ln?ama] nmormgm@ » Information about Form 8850 and its separate instructions is at www.irs.gov/form8850.

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

go—

Your name ;7 r4:% 4 Social security number» &/73~G 2~ 5050

Street address where you live // ; L W _4

Gity or town, state, and ZIP code .. Pwm | ?H K fla S/r 7

County W&,n’gﬁqh Telephone number [ { & 4/PL. -~/ %5

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

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

2 [1 Check here if any of the following statements apply to you. :
* lam a member of a family that has received assistance from Temporary Assistance for Needy Families (TANF) for any 9
months during the past 18 months.
° | am a veteran and a member of a family that received Supplemental Nutrition Assistance Program (SNAP) benefits (food
stamps) for at least a 3-month period during the past 15 months.

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

1 am at ieast age 18 but not age 40 or older and | am a member of a family that:

a. Recelved SNAP benefits (food stamps) for the past 6 months; or

b. Recelved SNAP benefits (food stamps) for at least 3 of the past 5 months, but is no ionger eiigtble to receive them.

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

* | received suppiemental 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.

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

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

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

6 [ Check here if you are a member of a family that:
» Received TANF payments for at ieast the past 18 months; 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 eligible for TANF payments during the past 2 years because federal or state law limited the maximum time
those payments could be made.

"

7 [] Check here if you are in a period of unempioyment that Is at least 27 consecutive weeks and for ali or part of that period
you received unemployment compensation.

Signature—All Applicants Must Sign

Under penalties of perjury, | declare that | gave the above Infarmation 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 p> /7 o dsd e . Date } // 7 //7

For Privacy Act and Paperwork Reduction Act Notice, ses{3 ge2. Cat. No. 228511 Form 8850 (Rev. 3-2016)



)

oy e
" Form W-4 (201.7)

Purpose. Complete Form W4 so that your
employer can withhold the correct federal income

tax from your pay. Consider completi
W-4 eat:hyo et

situation
Examrﬂon from withholding. If

anew Form
and when your personal or financial

ges.
Ll are exempt,

complete only lines 1, 2, 8, 4, and 7 and sign the
form 1o validate it. Your exsmption for 2017 explres

Feg 15, 2018, See Pub. 605, Tax Withholding
an

Tax,

Note: Iif another person oan claim you as a dependent
on his or her tax return, {gu can't claim exemption

from withholding i your
and includes more

tal Income exceeds $1,050
$350 of uneamed Ingome {for

example, Interest and dividends), :

examﬁon from withhol

ns, An emplgyae may be able to olaim
ng

even if the employes is
a dependent, if the employes:
* |3 age 65 or older,
* |s blind, or

* Will claim adjustments to Incoms; tax oredits; or
temized deductions, on his or her tax retumn.

The exceptions don’t apply to supplemental wages
greatar ﬂ'l':!l $1 ,ooo.ooo.p Y =

Basic Instructions. if you aren't exempt, complete
the Personal Allowances Worksheet below. The
workshests on page 2 further adjust your
withholding allowances based on itsmized
deductions, certaln credits, adjustments to incoms,
or two-eamers/multiple jobs situations.

Complste all workshests that apply. However, you
may claim fewer (or zero) allowances. For regular
wages, withholding must be based on allowanoes
you claimed and may not be a fiat amount or
percentage of wages.

Head of houssehold. Generally, you can claim head
of housashold fillng status on your tax return or;lg if
you are unmanied and pay more than §0% of the

up a home for yourself and your
lgrgotger qualifying Individuals. Ses

Repencs
. dependent(s]
Pug Gm?‘éxsmpﬁons. Standard Deduction, and

Fliing Information, for Information.

Tax credits. You can take projected tax credits Into
account In figuring your allowable number of
withholding allowances, for child or dependent
care expenses and the ohild tax credit may be claimed
using the Personal Allowances Worksheet below.
Ses Pub. 506 for Information on converting your other
cradits Into withholding allowances,

Nonwage Income. If you have a large amount of
nonwage Income, such as Interest or dividends,
consider making estimated tax ents using Form
1040-ES, Estimated Tax for Individuals. Otherwise,
you may owe additional tax. If you have penslon or
annuity income, see Pub. 605 to find out if you should
adjust your withholding on Form W-4 or W-4P,

Two earners or multiple jobs. If you have a
working spouse or more one job, i
total number of allowances you ars entitied to clalm
on all jobs using worksheets from only one Form
W-4. Your withholding usually will be most acourate

the

when all allowances are claimed on the Form W-4
for the highest ng job and zero allowances are
claimed on the others. See Pub. 505 for details,

Nonresident alien. If you are a nonresident allen, see
Notice 1382, Supplemental Form W-4 Instructions for
Nonresident Allens, before complsting this form.

Check your withholding. After your Form W-4 takes
effect, use Pub, 505 to see how the amount you are
having withheld compares to your Rrojectad total tax
for 2017, See Pub, 505, especially if your earnings
excead §130,000 (Single) or $180,000 (Married),

Future developments. Information about any future
devalaogments affecting Form W-4 (such as
leglslation enacted after we releass it} will be posted
at www.irs.gov/wd.

Personal Allowances Worksheet (Keep for your records.)

A

mmo

Enter "1 for yourself if no one else can claim you as a dependent .

Enter *17 if: {

» You're single and have only one job; or
* You're married, have only one job, and your spouse doesn't work; or
* Your wages from a second job or your spouse’s wages (or the total of both) are $1,500 or less.

A_1

|

Enter *1" for your spouse. But, you may choose to enter “-0-" if you are married and have either a working spouse or more
than one Job. (Entering “-0-" may heip you avold having too little tax withheid.) .

Enter number of dependents (other than your spouse or yourseif) you wiil claim on your tax return . 5 i -
Enter *1” if you will file as head of household on your tax retum (see conditions under Head of household above) .,
Enter “1” if you have at least $2,000 of child or dependent care expenses for which you pian to claim a credit

TMOO

1]

(Note: Do not inciude child support payments. See Pub. 503, Child and Dependent Care Expenses, for detalls))
Child Tax Credit (including additional child tax credit). See Pub. 872, Child Tax Credit, for more information.

® If your total income will be iess than $70,000 ($100,000 if married), enter “2" for each ellgible child; then less *1” if you
have two to four eiigibie children or less “2” if you have five or more eligibie children.

* If your total income wiil be between $70,000 and $84,000 ($100,000 and $118,000 if married), enter “1” for each eligble child. G

Add iines A through G and enter total here. (Note: This may be different from the number of exemptions you claim on your tax retum)) » H
. dyou plan to itemize or claim adjustments to income and want to reduce your withhoiding, see the Deductions
an

For accuracy, Adjustments Worksheet on page 2.

complete aii

worksheets earnings from all jobs exceed $50,000 ($20,000 if married),
that apply. 1o avolid having too little tax withheld.

» If you are single and have more than one job or are married and you and your spouse both work and the combined
see the Two-Earners/Multiple Jobs Worksheet on page 2

® if neither of the above situations applies, stop here and enter the number from line H on line 5 of Form W-4 below.

Form w-4

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

Employee’s Withholding Allowance Certificate

OMB No, 1645-0074

CTTE | Pt e oy e T o st ey e e e s s | 2017
1 Your first name and middie Inftial La;:mame 2 Your social security number
ichitr! 7~ _Iohason 473 §F-00f0

Home address (number and street or rural routs) 3% singe [1 Married [ Married, but withhoid at higher Single rate.

// /; 4/’ /'5/ . Note: If manied, but legally separated, or spouse is a nonresident allen, cheok the *Single” box.
City.or town, , and ZIP code 4 It your last name differs from that shown on your social security card,

5. v/ }a;')(’ M 557/ > check here. You must call 1-800-772-1213 for a replacement card. » []

5  Total number of allowances you are cfaimlng (from line H above or from the applicabie worksheet on page 2) 5 1

6 Additional amount, if any, you want withheld from each paycheck N
7  iclaim exemption from withholding for 2017, and i certify that | mest both of th
* Last year | had a right to a refund of all federal income tax withheid because | had no tax liability, and

* This year | expect a refund of all federal Income tax withheld because i expect to have no tax liabllity.
If you meet both conditlons, write “Exempt” here. . . . . .

e following conditions for exemption.

65

. >[7]

Under penalties of perjury, i declare that | have examined tﬂls certificate an

d, to the best of my knowledge and bellef, it is true, correct, and complete.

pate» /710 7

7
Employee’s signature
(This form is not valid uniess you sign it.) » / /£ A > o P
8 Employer's name and address (Employér: (ﬁmplete lines 8 nly if sending to the IRS.)

9 Office code (opticnal)

10 Employer Identification number (EIN)

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

Cat. No. 10220Q

Form W-4 (2017)



Employment Eligibility Verification USCIS

Department of Homeland Security OMJI: ;ﬂsf;im7
U.S. Citizenship and Immigration Services Expires 08/31/2019

»START HERE: Read Instructions carefully before completing this form. The instructions must be available, either In paper or electronically,
during completion of this form. Employers are liable for errors In the completion of this form.

ANTI-DISCRIMINATION NOTICE: It is illegal to discriminate against work-authorized individuals. Employers CANNOT specify 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.

sectian 1, Bmpleyee Informaticn and Atlestatlon (Ermplopeds muet doraibte and slgn Beetion 1 of Farm 19 r lafer

fhan the first day of employment, bif not betors dovepling qjobotter) 0

Last Name (Family Nams) First Name (Given Nams) Middie initial Other Last Names Used (if any)

ToWnspu Aichwe | el

Address (Street Number and Name) Apt. Number | City or Town State ZIP Code

/I 7% SL. 5-fs?sw[ S k. w | Es5nz

Date of Birth (mm/dd/yyyy) | U.S. Social Security Number Employee's E-mall Address Employee's Telephone Number
85 (67  |A3]-[el] - pldal blF clol-4343

| 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):
k2 1. A citizen of the United States

[] 2. A noncitizen national of the United States (Ses instructions)

|:| 3. A lawful permanent resident  (Allen Registration Number/USCIS Number);

D 4. An allen authorized to work until (expiration date, if applicable, mm/dd/yyyy):
Some aliens may write "N/A" In the expiration date fieid. (See instructions)

Allens authorized to work must provide only one of the following document numbers to complete Form |-9: Do ﬁ',}',",,c,‘,‘,:',,?;’;',l;’ggm
An Alien Reglstration Number/USCIS Number OR Form 1-94 Admission Number OR Foreign Passport Number.
1. Alien Registration Number/USCIS Number:
OR

2. Form |-84 Admission Number:
OR
3. Foreign Passport Number:

Country of issuance:

ﬁ Today's Date (mm/dd/Aryyy) 9_ // é // 7

%4 prparer or trarbiétor. [ A prepaers) ande "“ﬂggﬁm MASHI VA ppode g St -
(hust b completad and alirer when Arenaners Bndiar inglatne asblst an smployee in pompleting Seation 1)

lhattest, under penalty of perjury, that | have assisted in the completion of Section 1 of this form and that to the best of my
knowledge the information is true and correct.

- b TP

et

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

@ Emplqyer Completes Next Page @

Form 1-9 11/14/2016 N



Employment Eligibility Verification
Department of Homeland Security
U.S. Citizenship and Immigration Services

USCIS

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

n 4 B Authorized ﬁep%mﬁmgﬁgnﬁva aﬁ%p o
e EunoL i e Lo GRS o e ¥

'8 first oy pf employment.
o Lt 1 3 ol o o Vi

1 i SRl e s S P o 1 . e i P W e S e B F
Last e (Family Name) First Name (Given Name) M.l. | Citizenship/immigration Status
Employee Info from Section 1 %ﬁn“s& Aenaé) g T
ListA OR List B AND ListC
identity and Empioyment Authorization identity Employment Authorization
Document Title Docuppe! o Document Tit] X
B 0Es L (arse G6eia]  Secwn'ty
Issuing Authority Issuin| Issying Autho .
e GE o\ Yotial Becwity Adrin
Document Number Document Number Document Number
436 13125507 Ua- 12— 6090
Expiration Date (i any)(mm/dd/yyyy) Expiration Date (if any)(mm/dd/yyyy) Expiration Date (if any)(mm/dd/yyyy)
2620 N [/
Document Title
Issuing Authority Additional Information B e T e
Document Number
Expiration Date (i any)(mm/dd/yyyy)
Document Title
Issuing Authority ;1
Document Number
Expiration Date (if any)(mm/dd/yyyy) |

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

The employee's first day of employment (mm/dd/yyyy): QZ/ )6 I"l(.\’7 (See instructions for exemptions)

Slgnﬁr'e of Employer or Authorized Representative

i

Title of Employer or Authorized Representative
GHufliny  CooWdWHor

Last Name of Employer or Authorized Representative

4 anay

First Name of Employer or Authorized Representative

Empioyer's Business or Organization Name

Le Yo

EMPLOYER SOLUTIONS STAFFING GROUP LLC

Employer's Business or Organization Address (Street Number and Name) | City or Town State ZIP Code
7301 OBMS LANE SUITE 405 EDINA MN 55439
) & Raverimaation and Rehires (7o be dompleted and algned by employer of ifhorzed represenfaliye]
lew Name (if apnifcable) e 8, Date of Rehire (if applicable
Last Name (Family Name) First Name (Given Name) Middie Initial Date (mm/dd/iryyy)

. I the Bmployes's pravious grant of ermploymant authanaalion has explred, Aravide the [tormaTion Tor The GGGUTMERT or Fecalpt That BolABTaReE
gontinuing employment authorization in the space pravidad balow. :

Document Title

Document Number

Expiration Date (ifany) (mm/ddyyyy)

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

Slgnature of Employer or Authorized Representative

Today's Date (mm/ddAryyy)

Name of Empioyer or Authorized Representative

Form I-9 11/14/2016 N







2/16/2017 E-Verify: Print Case Details - Preview

E-Veriﬁ |

SENSITIVE BUT UNCLASSIFIED
Case Verification Number: 2017047114731RX
Report Prepared: 02/16/2017
cumm Information
Company 1D: 47429 Company Name: Employer Solutions Staffing Group
Employes Information
Last Name: Johnson Firat Nams: Michasl
Data of Birth: 08/26/1867 Soclal Security Number; **** 0080
Hire Date: 02/16/2017 Citizenship Status: A cltizen of the United States
Document Information
List B Dosument: Driver's ficense or 1D card issued by a U.S. stats or outlying possession Listhndumsnt:SonlaISeoumycard
Dooument Name: Driver's ficenss Doocument State: Minnesota
Driver's License or ID Card Number: Document Explration Date: 08/25/2020
Case Status information
Current Case Result: Emplayment Authorized Employer Cass ID;
Case Submiited On: 02/16/2017 ' Case Submitted By: LYAND374
SENSITIVE BUT UNCLASSIFIED

hitps://e-verify.uscls.goviweb/PrintCaseDatails.aspx?CaseVerNum=2017047114731RX

"



Authorization

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

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

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

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

Printed name: LVithde / 7T dohnson
First Middle (O Last
none)

Other names used:
Current county of residence:

Current and former addresses:

Vil current /[P S, g,SPM | %‘K winy 55117

fromh Mo/Yr to Mo/Yr Street City, State & Zip
from Mo/Yr to Mo/Yr Street City, State & Zip
from Mo/Yr to Mo/Yr Street City, State & Zip

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

8- 25 L7 Y73-9F ~&250
Date of birth Social security number
Driver’s license number & state Name as it appears on license

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

2-/e-/7

LY
4‘M /£ ;
gnature >4——’ Date




EMERGENCY CONTACT INFORMATION

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

—
Employee Name: _/Znﬁ # W/ 7 \/aéiisDPk
Address: //é’;‘ f/ flS[ X

Home Phone: &/ F 4D - “/.ﬁ_éf

Contact #1 Home Phone: £S5 ( 306 ~9743
Name: 7470,/1 :Z-;é NSOLA Cell Phone:
Relationship: /2, 574 =y Work Phone:

Contact #2 Home Phone:
Neme: /7 en 2. “Jokhns &e Cell Phone: 74 2 — 950 -~ 0975
Relationship: /57 4er— Work Phone:

Additional information you want Employer Solutions Staffing Group and our clients to know in the event
of an emergency:

This information will remain confidential and will only be used in the case of an emergency.




- employer solutions staffing group.
Leveraging Resources in a Changing Market
Wage Payment Method Authorization (Minnesota)

Employees have the option of receiving wages by Direct Deposlt and/orr Payro]l Debit Card.
If provide a written election, wages A

SECEION

SSN# (last 4 digits)
e NS L 73 "43"00?0

SEGHON 2 PANROEETEEEE IO N

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

’>¢ Payroll Debit Card (Please complete Sections4 and 5 below) [ ] Paper Check (Please complete Section 5 below)

SEGEION 3 DIRECE DEROSLT

[ Update Bank Account

Bank Name:

I nnderstand 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.

Routing#
Account#

Initial Date

Account Type: [ Checking [ Savings [1Other

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

SECHION D PANROLT DEBEE CARD (GLOBAL CASH CARD)

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

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

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

First Name W/m / ML -T' Last Name @nsam Da:;ZBirth (‘__ 25 -, _é 7

Street Address (Po BOXNOT ACCEPT. 4 ocial Securi

Ci b = //j} S?‘ Cell Phi bil S‘/ZZ Ey#"dﬂfﬂ
X Rkt Tockk "B | sppp e O ol 2= /0L - /245

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

Payroll D;g;tg(;;rlc; i{outing# Payroll Debit Card Account # llg A b Y 00| Y % {f 61 33

1 have received my Payroll Debit Card, welcome brochure, program fees, program terms, conditions, and disclosures. By activating my Payroll Debit Card,
I am agreeing to the program terms, conditions, and disclosures that are included or made available to me fram time to time from the financial institution. 1
authorize the financial institution to debit my Payroll Debit Card account for the fees described in the fee schedule that is part of the program terms,
canditions, and disclosures.

Date: 2'//7//7

Employee’s Signature:

SECHION S NULTTORTZ N FION

I authorize ESSG 1o directly deposit my periodic wages/compensation payments, net of required tax withholdings, other required withholdings
or authorized deductions, into my account(s) as designated above and to initiate, if necessary, debit entries and adjustmentsfor any credit entries
made in error to my accournt(s). * E-mail is required for pay stub information.

)

*E-mail: @

rly be used to send your paystubs electronically

& Date: ?//7//7

<~ Employee's Sjénature:




employer solutions staffing group.

Leveraging Resources in a Changing Market

Notification of Minnesota Law Requirement —
Unemployment Acknowledgement

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

Job assignment from a staffing service, (1) fails without good cause to
affirmatively request an additional suitable job assignment, (2) refuses
without good cause an additional suitable job assignment offered, or (3)
accepts employment with the client of the staffing service, is considered to
have quit employment.

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

I understand by signing this form that | am responsible to contact ESSG within 5
calendar days once an assignment ends. | also acknowledge that | have received
a separate copy of this form. MT-1~ (Initial)

— —

G107/ 7
Employee Signalpres Date:

M inbime | T Jehson

Employee (please print your name here)

CMG_SM - Rev. 09.2013



‘\‘D

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

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

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

~~

Individual's Namfz

2-(6-/7

Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



employer solutions staffing group.

Leveraging Resources in a Changing Market

STATEMENT OF CONFIDENTIALITY

This agreement made this_| 7 _day of _feh , 2017 _, between
Employer Solutions Staffing Group LLC, hereinafter referred to as “employer”,
and _ %777 hereafter referred to as “employee®.
WITNESSETH:

—

For the duration of my employment and after resignation or termination of
this employment with employer, for any reason whatsoever, the employee shall
not use or disclose to any other person or company, and confidential or
proprietary information or know-how related to the business of the employer.

In view of the difficulty of determining the amount of damages which may
result to the employer from a violation of any of the provisions hereof, the
employee agrees to pay to the employer the sum of $10,000 as liquidated
damages for every such violation; provided, however, that the payment of such
amount as liquidated damages shall not be construed as a release or waiver by
the employer of the right to prevent any such violation in equity or otherwise.

:
gmployeeé ature D

Employer SWns Stafﬂnw, Representative




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

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

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

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

Printed Name: 27,742 [ 7 Iohus o




- employer solutions staffing group. I ESNG |
Leveraging Reseuries ia 2 Cranging Morke: e Ty empcyerskoen tiride g,
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Enhanced MEC Plan_Plan 1 Sagl Fen Moy o

Benefits Enrollment Form [ New Employes. [ Rehire  Rehire Date

Employeeiiniormation

Name (First and Last) Soclal Security Numbsr
| $74 -J SSen 6/ 5 ﬁ; ~20F
Address City State Zip Code
WIF #7PSH SNk | A | 5EW?
Gonder ! Male | Marital Status [0 Single | Date of Birth Date of Hire
1 Female [ [0 Maried [ Divorced
Phone Number: Emall Address:
Please Select Desired Coverage:
Employee Only - Employee+Spouse - Employee+Child(ren) - Family -
$24.00/Week $38.00/Week $36.00/Week $63.00/Week

Soclal Security # Birth Date | SeX Relationship
[ Male CJSpouse [J Child
M. Last Name O Femate O Domestic Partner
Social Security # Birth Date | Sex Relationship
Mal |:|Sponse D Child
| First Name M.L Last Name E Femeale [0 Domestic Partner
Bésandent R e EApEE : S T
Soclal Security # BirthDate | Sex Relationship
[ Male [3 [ Chid
fabaD iy e [0 Female 2 poDnse Domestic Partner

Other coverage informationincluding Medicare/Medicaid

NAME OF PERSON COVERED (FIRST, LAST);

Employee Acknowladgement and Authorization - 1 hereby apply for the group henefit(s) as Indicated. | acknowledge that all entries are true and complete and that
any misstatements or fallure to report information may be used as the basis for cancallation of coverage for me and my dependent(s), if any, from the original
effective date. Further, | authorize my employer to make the necessary payroll deduction of premiums for coverages | have elected.

IF ENROLLING - YOU MUST SIGN HERE

Employee Signature Date

emrovesspecune [ | am DECLINING coverage
funderstand that { and/or my dependents, if any, waive any coverage and desire to participate in the plan at a later date. l/we may be consldered a late enroliee and
must meet the requirements defined in the Certificate of Coverage for the company’s medical or dental plans. If | decline enroliment for myseif or my dependents
(including my spouse) because of other coverage, | may, in future be able to enroli myself or my depend In this pian, provided | request enroliment within 31
days after the other coverage ends. in addition, if a new dependent relationship forms as a result of marriage, birth, adoption, piacement for adoption of parting sult
of adoption, | may be able to enroll myself or my dependent, provided | request enroliment within 31 days of the event.

IF DECLINING- YOU MUST SIGN HERE II
Employee Signature ‘ Date ?‘// 7 //7
7

olutions Staffing Group Health Benefits Team
7301 Ohms Lane Suite 405
Edina, MN 55439
Phone: 862-767-9519 Fax: 952-767-9515
Email: Health@employersolutionsgroup.com




Fixed Indemnity Medical Benefits_Plan 2

¢ Vs 219301-ESG-1 OFFICE USE ONLY LOCATION RehireDate ___ /__ /[ ____ __ __

ENROLLMENT FORM ESC CU(UNAC-MN) P1 v18.2
T e N e GUAUISIN MM PRINT USING BLACK or BLUE INK (Must Be Filled Out)

Name SN | Social Security # ' Home Phone Sex ol

_M(’ oer L/ R3-FF —B29 | b/F “Pb- Y35 =
Address Apt. #
% g / P
City s 4[7‘— . ' State Zip Date of Birth
SRl NaiK > LA g 155147

B. DO YOU OR ANY OF YOUR DEPENDENTS RECEIVE MEDICARE BENEFITS? DYSSDNO I Yes, please continue
. 5 5

Medicare Health Insurance Claim Number (HICN) ' Medicare Effective Date -
mName of Covered Person (s): B P S o
1. 2 o

C. LIMITED BENEFEITS PLAN SELECTION Payroll Deducted Weekly Rates

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

FIXED INDEMNITY

SHORF-TERM

SELECT COVERAGELEVEL "“ynicq« | DENTAL | VISION TERMLIFE | Bigagiuiry?

Employee Only [ ] $20.25 {1 $6,17 $2.42 0.
Employee +1 [ | $41.10 $12.34 $4.92 $0.90
Employee + Family [ | $54.88 $20.36 $6.56 $1.80

NO to ALL Benefits @-

|—_—lYes DNO DYes |—_—INO DYes |—_—INO

_'This coverage is not available to residents of NH, Hl, or PR.2ST D is not available to persons who work in CA HI NJ, NY, or RI.

DYes |:l No

For Term Life / Accidental Death & Dismemberment, please write in your beneficiary information. Accidental Death &

Dismemberment is part of the Term Life Benefit.
Name

Relationship

D. REQUIRED DEPENDENT INFORMATION

Name | Social Security # Date of Birth | Sex | Relationship
I 1 S e e m___ﬂ___{ W/ i [Ispouse[ ] child[ ] Domestic Partner
Name ' Social Security # | Date of Birth ; Sex I Relationship
WESE 1" / / @ '[Spouse[ ] Child D Domestic Partner
Name ' Social Securlty # Date of Birth | Sex [ Relationship
E . T ity /¢ _|IMl[E] [spouse[]child[]Domestic Partner
Name Social Security # | Date of Birth | ‘ Sex Relationship
T /1| Iml[e] [Dspouse [ chitd[]Domestic Partner

E. REQUIRED SIGNATURE

| have read the benefit packet and understand its limitations. | understand that open enrollment is only available for

YOU MUST SIGN AND DATE, EVEN IF YOU DECLINE COVERAGE

a limited time and | understand that making no benefit selection is a declination of coverage.

DATE D2 //7 121

LR/

—

> SIGNATURE 270

This is an Essential StaffCARE Enrollment Form.



