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

www.esgstaffingsolutions.com

New Hire Application

Pgrsonal Data-- PLEASE PRINT LEGIBLY IN INK

ast Name _IK's SHPY First Name Jo m’a 7 ' Middle initial j_

Street Address 7)

- 29145 B_} 5 Apt/Ste “H
citystateizip __ (oot ' /i

: Soclal Security Last Four XXX-XX- Z?ﬁs
LY [
Phone Number Email Address M @ M@M
Staffing Agency/Recruitment Partner (:M (9

All offers of employment are conditional upon satisfactory proof of identity and legal abillty to work in the U.S.A.
Are you legally authorized to work in the United States of America? EK?ES [INO

UL & /

Applicant Certification and Authorization

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

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

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

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

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

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 correspondence

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 - Rev. 04/2017



Form W-4 (201.7)

Purpose. Complete Form W-4 so that your
employer can withhold the correct federal Income

The exceptions don’t a; to supplemental wages
graetertl'ﬁltrli $1,000,00 gply =

Basic Instructions. If you aren*t exempt, com; lete
the Parsonal Allowanoces Worksheet below.
workshests on page 2 further adjust your

Nonwage income. If you have a large amount of
nonwage lncome. suc|

as lntarest or dividends,
conslder making estim

40-E8, Estimated Tax for In
you 'owe adtditional tax. If Lnu utp
annuity income, ses Pub. 505 {o find out if you should

tax from your Conslider completing a new Form withhalding allowances based on itemized

W4 eaehyo pe'xd when your persol - nrg or financial dedudﬁoneg. cartan credits, ad ustmenteto income, adjust your withholding on Form W-4 or W-4P.

situation or two-eamers/multiple jobs Twr?deamers or muitiple Jobs, If )l'og hﬂave ath

Exemption from withholding. Complete all warksheets that apply. However, you o “9 0UsSe ar more than one Job, figure the
f’" onlyllnes1 2,8,4, en!gendslgnthe may oldefewer(orzero allowanog;.yFormgu R i bsa’m“""wﬂg"hﬁy?r';m ed:__:oelalm

form 1o validate k. Your exemption for 2017 expires wages, withholding must be based on allowances W Sy #ourwlth c‘:’lvt?lng uataly wlRl g’;%g;? egeug“rete

Enab 18, 201& See Pub. 505, Tax Withholding gou clelmead oafnvsagg. not be a fiat amount or when all allowances are claimed on the Form W-4

ﬁ'amwiﬂ'nhol if u ere u and pay more than 50% of e

and lrgilel.:t.lieedmgreand n &3 3?1 ol uneamed income (for de end kess: ; Netater ygurself and eeur Ngﬂgﬁ En“a%gl'eéﬂm mlewu:gm"ﬁm for
ns. An emplo be able to claim Pul mpﬁone. Standard Deduction, and Check your withholding, After your Form W-4 takes

exemption from withholding % ifthe employee Is ang Infon'neﬂon. for information. effect, use Pub. 605 to see how the amount gﬂm

having withheld com

a dependent, if the employee: Tax ﬁﬂ'ﬁ" » You Gﬂﬂm Pmlegd ﬁ;;’:f“s Into for 2017. Ses Pub.

* Is age 86 or older, wm,mho,d,ng howarces, Crodio or onle oy dependent  €xoeed $130,000 iSinglo or$180,00¥°(Merrled)

» I biind, or care expenses and the child tax credit may be claimed Fulure developments. Information about any future

T clall ]
ur¥:m| Income exeeeda $1 050

» Wil claim adjustments to Income; tax credits; or
itemized deductions, on his or her tax ratum.

Headofhoueehold. /0L can
of hou monyowmxreturnon ﬂ

the Personal Allowances Worksheet below.
See ub, 505 for Information on canverting your other
credits Into withholding allowances.

forthehlghest payi jobandzeroallowaneeeare

Nonresident ellen. If you are a nonresident aflen, sse

agmente affecting Form W-4 (such as
legisl on enacted eﬂer we release if) will be posted
at www.irs.gov/iwd.

Personal Allowances Worksheet (Keep for your records.)

A  Enter ®1” for yourself if no one else can claim you as a dependent .

B  Enter“1"if: {

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

» You're marnried, have only one job, and your spouse doesn't work; or
* Your wages from a second job or your spouse’s wages (or the total of both) are $1,500 or less.
C  Enter *1” for your spouse. But, you may choose to enter *-0-" if you are married and have either a worklng spouse or more

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

mmo

Enter number of dependents (other than your spouss or yourself) you will claim on yourtaxretum . ., .
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 plan to claim a credit

AT e S O
}...e_f_

l“t'-Tl"

(Note: Do not include child support payments. See Pub. 503, Child and Dependent Care Expenses, for details.)
G  Child Tax Credit (including additional child tax credit). See Pub. 972, Child Tax Credit, for more Information.

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

* If your total Income will be between $70,000 and $84,000 ($100,000 and $118,000 if married), enter “1” for each eliglble child. G
H  Addines A through @ and enter total here. (Note: This may be different from the number of exemptions you claim on your tax retum,) > H Q

» if you plan to itemlze or claim adjustments to income and warit to reducs your withholding, sse the Deductions

Foraccuracy, | and Adjustments Worksheet on page 2.

complete all ® |f you are single and have more than one Job or are manried and you and your spouse both work and the combined
worksheets earnings from all jobs exceed $50,000 ($20,000 if married), see the Two-Eamers/Muitiple Jobs Worksheet on page 2
that apply. to avoid having too little tax withheld.

o If nelther 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 o your employer. Keep the top part for your records.

Employee’s Withholding Allowance Certificate

OMB No. 1545-0074

Additlonal amount, if any, you want withheld from each paycheck

8 (3

Department of the Treasury P> Whether you are entitfed to olaim a certaln number of allowances or exemption from withholding Is 2 @ 1 7
Intemal Revenue Service subject to review by the IRS. Your employer may he required to send a copy of this form to the IRS,
1 Your first e and middle Initial Leet name 2 Your soclal segurity number
an Kissqper % [-86-7940
Home address (number il et of el "°“*9) § 3 34 singls [ Maried [J Manied, but withhold &t higher Single rate.
’ d? Q Rd Note: If married, but legally separated, or spouse Is a nonresident allen, check the “Single” box.
°""°‘”“' stats, P code 4 H your last name differs from that shown on your soclal seourity oard,
C N 1y 550;( check here. You must call 1-800-772-1218 for a replacement card, » [ ]
§ Total nuihber of allowances you are claiming (from line H above or from the applicable worksheet on page 2) 5
6
7

I claim exemption from withholding for 2017, and | certify that | meet both of the following conditlons for exemptlon il
s Last year | had a right to a refund of all federal income tax withheld because | had no tax llabllity, and g
* This year | expect a refund of all federal Income tax withheld because | expect to have no tax llability.

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

k.

Rakl

Under penalties of perjury, | declare that | have examined this certificate end to thw my knowledge and bellef, it Is true, carrect, and complete.

Employee's signature
(This form is not valld unless you sign it) »

o 14/¢7/17

/’ 7727

Employer's name and address (Employer: fa p!ete lines 8 and™0 only T 9 Office code (optional) | 10 Employer [dentification 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 0M11: ;:?J;:o -
U.S. Citizenship and Immigration Services Expires 08/31/2019

P> START HERE: Read instructions carefully before completing this form. The instructions must be avallable, either In paper or elsctronically,
during complstion of this form. Employers are liable for errors In the completion of this form.

ANT]-DISCRIMINATION NOTICE: It is llegal 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

Last Name (Famlly Neme) First Name (Giyen Name) Middle Initial

Kissner Tordan

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

" %120 E Pt Dowgles RIS 14 e Crove MM 55016

Date of Birth (mm/dd/yyyy) U.8. Social Security Number Employee's E-mall, Address Employee's Telephone Number

03, 17',/1%1 5[1]-[814) - _ijricky k@ omail.com| g47-£37-1p77

| 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.

I at;est, under penalty of perjury, that | am (check one of the following hoxes):
Qf1. A citizen of the United States

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

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

D 4. An alien authorized to work  until (expiration date, if applicable, mm/dd/yyyy):
Some allens may write "N/A" in the explration date field. (See Instructions)

Aliens authorized to work must provide only one of the following document numbers to complete Form 1-9: D,‘:,’:,",,;,;:-,,f;,,“,:ggm
An Allen Registration Number/USCIS Number OR Form 1-84 Admission Number OR Forelgn Passport Number.

B,
Other Last Names Used (if any)

1. Alien Registration Number/USCIS Number:
OR

2, Form |-94 Admission Number:
OR

3. Foreign Passport Number:
Country of Issuance:

Signature of Empioyee

FIyits ko fel b dormpielsu diat sigrieet Wher Arepérers Bk rensitors
| attest, under penalty of perjury, that | have assisted in the completion of
knowledge the information is true and correct.

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

@ LR @

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

Employes Info from Section 1 Lf/m.N £am é(n iNa’me) Firgt N.a‘m L — Name)
STt IOV LAUA ] _
ListA OR ListB AND ListC
Identity and Employment Authorization Identity Employment Authorization
Document Title i | Document Title cument Title
o i Diryexe License al (a
s8| o | Issuing Authority !;julng ﬁo& : :_‘ ’
D nt Numb | D t Numb = bercuy‘jh S
ocument Number ‘| Documept Number Document Num
1Zd962607371314  Za)- £¢ 150G
Expiration Date (if any)(mm/dd/yyyy) r Expiration, Date {if any)(mm/ddfyyyy) = Expiration Di any)(mm/ddyyyy)
1 0317 12020
Document Title ,JF
issuing Authority Additiona! Information &RN?S;,;S;“}‘,’;]?S”;;
Document Number
Expiration Date (F any)(mm/aayyyy) |
Dogcument Title ;_
Issuing Authority
:
Document Number .
Expliration Date (if any) (mm/dd/yyyy) ;

Certification: | attest, under penalty of perjury, that (1) | have examined the document{(s) presented by the above-named employee,

above-isted document(s) appear to be genuine and to relate to the empioyee
is authorized to work in the United States. n\ M

The gmployee’s first day of employment (mnvdd/yyyy):

, and (3) to the best of my knowledge the

/w ﬂ (Sel? Igstructions for exemptions)

i e il

r dr,Autho Representative

R T v sl

mea\finﬁ;er or Authorized Representative

Tt

Employe?‘s' Business or Organization Name
EMPLOYER SOLUTIONS STAFFING GROUP LLC

Employer’s Business or Organization Address (Street Number and Name) | City or Town State Z|P Code
7480 FLYING CLOUD DRIVE SUITE 200 EDEN PRAIRIE MN 55344
. & Bk ki Eoihhi o . Q’ '.w‘ e
o i {ir & _.[e 5 f E' ﬁt@ m#a ) i}

Last Name (Family Name) First Name (Given Name) Middie Initial Date (mm/ddyyyy)

4, I e Grmpltyed's breviol frant of employment BulnbrEanon fias expired, Provids e Iarmanan Tof The datumment of feelnt Bt eSIahETe .
continuing employmant autharzatidn in the épace prhvided belaw. oy, L R RN AN
Document Title Document Number Expiration Date (if any) (mm/dd/yyy)

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

Signature of Employer or Authorized Representative | Today's Date (mm/dd/yyyy)

Name of Employer or Authorized Representative

Form1-9 071717 N

Page 2 of 3
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==

1 - i '. ol P ) T ok = 4
! Do not laminate this card. o p o GO S Ty I
L \ 3
. Thiscard is invalid if not signed by the number holder unless :
" prevents signature. '

b EL:,*. L
’mpfoper use ol‘thf?:'c"mm - amber holde;

| _Of any other person is punishable by fine, {

Thls card is the pr y of the Social Security Admmxs(rmon nnd
-ﬁ request. If found, return to:
SA'-* i : . S‘ . CARD

: : office for any tﬁe mattes - p

l» reudul' this card: # 3 1 ﬂ
Department of Health and ‘k-u k“

: Social Security Admmmmﬁ"m C 4 17 82 185

! Form OA- 702 (1:88) i s o o ;




EMPLOYER SOLUTIONS STAFFING GROUP
BACKGROUND CHECK AUTHORIZATION

Employee Name: j;zm)a | J;MP S hﬁ sney”
(First) (Middle) (Last)

(Mo/Yr)  (Street) T a2 (State/Zip)

roe M 590l

(State/Zip)

Previous Address From;

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

Soclal Security Number:_z_.g / ’% = 7 7‘1’0 DOB: 0?"7 ~[99/
Phone Number: % Cf7 —622( , 027

Driver’s License Number/State: M N

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.

| further authorize any individual, company, firm, corporation, or public agency to divulge any and all information, verbal
or written, pertaining to me, to Employer Solutlons Staffing Group, LLC or its agents. i 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 iimited to, addresses, social security

/ Date: l '&%22 2
Notice to CA, MN, and OK Residents:

Please check the box below if you wish to receive a copy of a consumer report that is requested.
1 I 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: _Lm,ﬂ.ﬂ_&iﬁw

Neme: Gare)  Kissher
Relationship: U MC f&

Home Phone:

Cell Phone: sz - 554"’ 5307

‘Work Phone:

Contact #2

Name: j&ﬂe E@ﬂﬁo n

Relationship: MO‘H(&F

Home Phone:

ot Phone: $%7-£89-1027

Work Phone:

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

of an emergency:

e

L %

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




employer solutions staffing group..
Wage Payment Method Authorization (Minnesota)

Employees have the option of receiving wages by Direct Deposit and/or Payroll Debit Card.

If you do not provide a written election, wages will be paid by paper Check.
SECTION L BASIC IMEORN A FION

oy Nene 3= Vo |Cisoper [T ogpn [
“ - | _tF~r>= __________| I Iy ]

212771
SEELIC T D WNIRO P IVEP G o

\/| Direct Deposit (Please complete Sections 3 and 5 below)  Note: Direct Deposlt accounts may take up to 7 days to be activated
[] Payroll Debit Card (Please complete Sections 4 and 5 below) [ Paper Check (Please complete Section 5 below)
SECHON 3 DIREGT DEROSEE

B [ Update Bank Account

-

I understand and acknowledge that if 1 do not provide a
voided check with this direct deposit form, I am

(( ) Bank Name: -"_C F: Bﬂ.ﬂ h responsible for any delays in payroll or extra costs
S Routing# 2q 1070001 incurred if the account number that I provide is incorrect.

N 2ot 95 979611 T o
Acmnt'l'}'pg Checking [ ] Savings []Other M_ULD W

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

SECHIORN D PANROLE DEBEE GARD

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 Authorization, ESSG will provide the necessary information and issue you a Payroll Debit
Card to pay your wages. For your protection, the financial institution may ask yon to provide them additional identification information so they can
verify your identity.

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

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

First Name MI Last Name Date of Birth
Street Address (P0 BOX NOT ACCEPTABLE) Social Security#
City State Zip Cell Phone (mobile)

RECEIPT OF PAYROLL DEBIT CARD (to be complsted when you pick up your Payroll Debit Card)
Payroll Debit Card Routing # Payroll Debit Card Account #

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

Employee’s Signature: Date:
SECHION S AUTHORIZNEION
T authorize ESSG to directly deposit my periodic wages/compensation payments, net of required tax withholdings, other required withholdings
or authorized deductions, into my account(s) as designated above and to initiate, if necessary, debit entries and adjustmentsfor any credit entries
made in error to my account(s). * E-mail is required for pay stub information.

*E-mail: { )‘f" l&dhyk @ @Mcﬂ/a 47 m

“~this informatfon will Zy be used to'send your paystubs electronically
Employee's Signature: 74 ¢ W Date: ‘ :y 22 2 2




employer solutions staff' ing groupuc

STATEMENT OF CONFIDENTIALITY
This agreement made this 1 day of 2011 between
Employer Solutions Staffing Group LLC, hereinafter referred to as "employer”,
and ;Eiang’an J Eifgsﬂgﬁ 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.

amount as liquidated damages shall not be construed as a retease-0r waiver by
the employer of the right to prevent any such violation in equity or othenmse

hployer Solutions Staffing Group LLC, Representative



employer 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
health care provider. Subpart 2 places limitations on your right to change
primary health care providers. Discuss with your employer any change in health
care provider.

Attend all scheduled appointments. While on physical limitations, visits should
be a minimum of once every two weeks. Failure to have current medical support
for disability may result in termination of benefits. Schedule your next
appointment immediately after your doctor visit, before you leave the clinic if
possible.

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

Immediately following your appointment, provide a copy of the report to the
designated 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 vour 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.

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

Printed Name JQ@H K 55”("?"




Important/ Im portante
LOST OR STOLEN PAYCHECKS

If a paycheck is lost (missing, misplaced, destroyed, lost in the mail, 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 (que falta, fuera de lugar, destruido, perdido en
el correo, etg}, usted tebe notificar a su reclutador de personal que el cheque no
se puede e cont s@\puede verificar que el cheque no ha sido cobrado,
ESSG se dgten de pago y reemitir el cheque a usted, descontando

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

AGREED/SE ACUERDA—
Name/Nombre (con lefra de molde): ,{)p"b{mﬂ K 9 5ﬁg’

C e
Signature/Firma:
= V4




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.

(b) 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:

o 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

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

You have the following basic rights:

e Right to refuse unsafe work

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

o 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..

Acknowledgement of Receipt of Workplace Safety Policy

I certify that I have received a copy of Employer Solutions Staffing Group’s ESSG
WORKPLACE SAFETY POLICY. I understand that it is my responsibility to read
this policy and ask my supervisor, a member of management or to telephone
Employer Solutions Group (ESSG) at 952.835.1288/1.866.496.7578 with any
questions I may have about this policy. I agree to comply with ESSG’s policy on
ESSG WORKPLACE SAFETY POLICY and I understand failure to comply is
grounds for disciplinary action, up to and including termination.

I also agree that if at any time during my employment I am believe that I am

working in an unsafe or dangerous work environment, I will immediately contact

my supervisor, manager, director or ESSG’s Safety Director at

952.835.1288/1.866.496.7573 in order to obtain assistance in the resolution of such
atters.

Employee Name (Please Print)

Jordan Kissner

Employee’s Signature:

Date: , ZJ/QZ/ 7




- 3890 Pre-Screening Notice and Certification Request for

(Rev. March 2016) the Work Opportunity Credit OMB No. 1545-1600
Deparhnem of the Treasury
Ttemal Revenus Service » 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.

our name I@-@,ﬂﬂ K\ g gﬂff Sacial security number > :& 9 z - Zz — Z’i ‘IE

Street address where you live 7/24 F PQL Q@g@ PJ q

City or town, state, and ZIP code ‘&z@w M iv ’; 50 f(
County MIW Telephone number 2 ZZ——A 2 MZ Z

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 [ Check here if any of the following statements apply to you.

¢ | am a member of a family that has received assistance from Temporary Assistance for Needy Famiiles (TANF) for any 8
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 156 months.

¢ | 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.

* jam at ieast 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 6 months; or
b. Received SNAP benefits (food stamps) for at least 3 of the past 5 months, but is no longer eligible to receive them.

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

* | received supplemental security income (SSI) benefits for any month ending during the past 80 days.

® | am a veteran and | was unemployed for a period or periods totaling at least 4 weeks but less than 8 months during the
past year.

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

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

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

6 [ Check here if you are a member of a family that:
» Received TANF payments for at least the past 18 months; or .
* Recelved TANF payments for any 18 months beginning after August 5, 1997, and the eariiest 18-month period beginning
after August 5, 1997, ended during the past 2 years; or
» Stopped being sligibie for TANF payments during the past 2 years because federal or state law limited the maximum time
those payments couid be made.

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

Y

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

Job applicant's signature b Date | @/ ?’% 7

For Privacy Act and Paperwork Redfiction Act Nofich, see page 2. Cat. No. 22851L Form 8850 (Rev. 3-2016)
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Form A (rev. 03/2017) TAX CREDIT QUESTIONNAIRE

EMPLOYER SECTION:
Client: Company:
Location: Position: Starting Wage: $
LOYEE SECTION:

| First Name: Last Name: Suffix: Street Address:

S8 :
65/ -84 7 7% 03/[7/”7, z[ ﬂl;{’ :In:llpaan") befpre?

1ssHel Bl E F Do

Date of Birth: Age: Have you worked for | If yes, locatlon'

Please complete all questions, and sign and date the form.

1. Have you or has anyone living with you received Temporary Assistance to Needy Families (TANF)

at any time since Angust 5, 1997? (if yes, please provide information below.)
Name of the person receiving benefits: Relationship to you:
City: County: State:

Have you or has anyone living with yon received Food Stamps (SNAP) at any time during the past 15 months?
(f yes, please provide information below.)

Name of the person receiving benefits; Relationship to you;
City: County: _____ State:

Have you received Supplemental Security Income (SSI) at any time within the past 3 months?
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 yes, please indicate which type of agency you warked with and provide their location information below:

[C] Vocational Rehabilitation Agency [] Dept. of Veterans Affairs [] Employment Network (Ticket to Work Program)
Name of Agency: __ Phone#:

City: County: State:
*If you checked yes please provide a copy of your active Individual Work Plan and Ticket to Work documentation.

S.

Are you a Veteran of the U.S. Military? *If yes, please provide a copy of your DD-214 and letter of separation,
(If yes, please pravide information below. If no, please continue to question #6.)

Dates of Service - From: To:
Branch of Service:
Are you entitled to or are you receiving compensation for a service-connected disability?

O

O

6.

Have you been unemployed at any time during the Iast 12 months?

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

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 thisa |:] Federal or D State conviction? If State - County: ____ State:

1) | = [T ]

O] O oO|d

r Addiﬁonal Tau Cmdi;s
IEC (Natlve A.mencan) Are you or your spouse a member of a Native American Tribe?
Ifyou checked yes please provide a copy of your CDIB card,
CA Residents: [] Are you the child of foster parents? [ ] Do you receive CalWorks? [] Workforce Investment Act?
[ Are you a migrant or seasonal farm worker? [ ] Have you ever been convicted of a misdemeanor?
8C Residents: [] Do you receive Family Independence Benefits?

155 el

PLEASE READ, SIGN, AND DATE:

Under penalties of perjury, 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

A=Y

, or the Department of Labor. S
Employee Signature: Mﬂ tfm L Date:




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

I~}

group.

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

.| knowledge.
/ ;. Date [2{%?22

A1/
New Hire Name: /A

Social Security Number: ‘95 / -*35 "’7 7 ‘f0
Employer Name: CM [

New Hire’s Signature:

Please check the statements below if they apply to you.
[0 1 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 been in a period of unemployment since

(Enter start date)

Privacy Act Notice:

The Internal Revenue Code of 1986, Secfion 51, as amended and fis enaciing legisiafion, P.L. 104-188, specify that the State Workforce Agencies are the
*designated” agencies responsible for administering the WOTC cerfification procedures of this program. The information you have provided complefing this
form will be disclosed by your employer fo the State Workforce Agency. Provision of this Information is voluntary; however the informafion is required to
determine your employers efigihility for the federal tex credit.

Public Burden Statement:

Persons are not required to respond to this collection of information unless it displays a currently valid OM B control number. Respondents' abligation to
complete this form is required to obtain or retein benefits (P.L. 111-5), Public reporfing burden s esfimated to average 10 minutes per responss, including the
fime for reviewing instructions, searching exisfing datasources, gathering and meintaining the data needed, and complefing and reviewing the collection of
information. Send comments regarding this burden esfimate to the U.S, Department of Labor, Division of National Programs Tools Technical Assistance,
Room C-4510, Washington, D.C. 20210 (Paperwork Reduction Project 1205-0371). Please do not submit completed forms to this address.

117-
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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 |1 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 resuit
in adverse personnel action, including my termination from employment with ESSG. |
understand that this policy in any form, and any employee handbook including this
policy, are not a unilateral employment contract or offer thereof.

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

Individual’s Name

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



employer solutions staffing group..

Notification of Minnesota Law Requirement —
Unemployment Acknowledgement

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

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 contast) for additional assignments. If you fail to do so, it
may affect your unemployment h€nefits.

| understand by signing|this fg responsible to contact ESSG within 5
calendar days once an gssignment ends. || also acknowledge that | have received
a separate copy of this fyrm. (Initigll)

Employee (please print your name here)

CMG_SM - Rev. 08.2013



. 0 employer solutions staffing group.

Leveraging Resources in 5 Changing Market

ESNG g,

rop
Uu.-‘-—-—"l‘!lh -t

Benefit l'lanﬁdminilfmlm
/ Enhanced MEC Plan_Plap 1
BeneﬂhEnmllmamFonn O New & ployes [ Rehire Reh!reD"‘-\
Employae informatiog
f - (mamﬂ-m)

R i g e LT

Sacial Security Number
- N ° { = vy . 7
Jo y}yian Ky ssher L2 56 =247
- e = ‘—'ﬁ-—'-f,:“, y B W
SO — ove| MY |50
R - g : : e e ' .
Gender {4 Male Maritaj Statyg ﬁ Single Date of Birth Date of Hirg
0 Female | L1 Mapieq [ Divorceg O Z / :
Phone Number; ; EmallAddfegs: ' C
472 687 27 W T1chy k&) gma,] com
Please Select Desired 00verage:
] Employeg Only - E’ Employee+8pouse - DEmployee+Child(ren) - Family -
$24.00IWeek $38.00/Week S36.001Week 363.001Week
i it AR s e oy A ) J [ _;-ii"t' !iﬂ'-_
BithDate | Sex Relationship
O Maie 1 8pouse O chua
ju | Femala [ ] Domestic Partner
T A =k AR £ '_’_:L
Birth Date | Sex Relationghj
O Mas C1Spouse 0 Chid
BRI A = Domertic Partner
s b S RO P e & O SR, e e s”.;s;g'w’ bty a'ru;n.“ ..s'.x., T g SRR ) sl L Relaﬁ(;nshjp s
M EII ;ﬂ:;m DSpEuu O chyg
NAME OF PERSON COVERED {FIRST, LAST):
EFF. DATE
' EFF. DATE
EFF.DATE
Employee Aclmovmdgemmmhumnﬂuﬂnn =1 herehy apply for the group bensfit(s) ag Indicateq, acknowlerigy that all entrjee are trus and Complete and that
R m"'m:;:m::.m'sr:m:.-:.m:::;:,::r;::z.":':;:.,mm: e
yn= ENROLLING - yoy MUST SIGN HERg
Employee Signature y Date
EMPLOYEES DECLIING M lam ECLINING Coverage
! understand that ) and/or my depandents, i any, walvg any covarage and desire tn Participate In the Plan at 3 fater date. liwe may ba considerad g late enrolis ang
must mest the requirementy tefined jn the Corfificaty of Coveruge for the Gompany's Mmedieal op dental p ¥ duciing anrolim for myssif or my dependants
{including Ny Spouss) becauge of other mul,lmay. In fuhuhnbllh Strolf mynlformydcmd In this Plan, provided | mnnmllmnmwlmln ]
days aftor the other GOverage snd, fn addition, it a puy dependant relationahp forms ag o result of rringe, birth, adoption, Placemant for adaption of parting suit
of adoption, I may be ablg tn enroll mys ormy dtmud-nt, Provided | request enrollment withjp 31 days of the event,
IF DECLINING- YO MUST GN HERE
—
LEvviome s (Do,

Employer Solutions Staffing Group Health Benefits Team
PO Box 48277 Mlnneapalls, MN 55344-905¢
Phone; 952-787-9519 Fax; 952-767-9515

all; Heallh@employersoluﬂonsgruup.com




- — -u-“w—rm ‘

VS #aEset  omcrumowy _locamon__ - ReimDae__; _,
ENROLLMENT FORM ESC CU(UNAC-MN) P1v
PRINT USING BLACK or BLUE INK (Must Bo Filled OTJ Sl N
' Social Security # i Home Phone Sex @
1=88-700p | B17682-p2.7 " B

Apt.# J/Cf

Medicare Health Insurance Claim Number (HICN)

Name of Covered Person (s):
1.

ENDENTS RECEIVE MEDICARE BENEFITS?

D Yes D No. If Yes, please continue,
| Medicare Effective Date

.. Payrell Decuctad Waakly Rote

el the all benefits in Section C willlbu
and Short-Term Disabil j

i ity plans are underwritten by BCt
i Y -ompanion Life Insurance Company.
FIXED INDEMNITY SHORT-TERM
SELECT COVERAGE LEvEL DICAL ! DENTAL Vision TERM LIFE DISABILITY &
Employee Only D $20.25 % $6.17 B $2.42 @ $0.60 a | $4.20 12
Employee +1 [] $41.10 $12.34 $4.92 $0.90
Employee + Family D $54.98 $20.36 $6.56 $1.80
NO 0 ALL Benefitg Er Cves TN [I¥es [Ine [es CIne Cves [N Clves [Ine
' This coverage '8 not available to residlents of NH, H, or PR, 257D js not available to persons who workin CA, HI, Ny, NY, or Ri
For Term Life / Accidental Death & D embarment, please write in your beneficlary information, Accidental Death 8.
Dismemberment i5 pPart of the Term Lifp Benefit,

D. REQUIRED DEPENDEN

T INFORMATION
Name '

' Socal Security # 6;te—;f_5-ll:ihm
iy iy

it T

Sex ' Relationship .

IE E - D Spouse[ ] Child ] Domestic Partner

Sex  Relationship

IMifE] 'D.Seo.t.!seD_Ch".dDP@meSﬁc.Pefm.er
! Sex

; Relationship
I[F]  spouse T Child

D Domestig: Eartp er
Sex : Relationship

Name ' Social Security # ' Date of Birgh
’ ' /7
Name ' Social Security # Date of Birth
! / i
Name | Social Security # Date of Birth
i A
E. REQUIRED SIGNATURE YOU musT SIGN AND b,
I have read the benefit packet and understand jts limitations, | understand th
| l'understand that making no benefit selection i

2 limited time and
N 12,2720 5

@ | Spousel D Child D Domestic Partner

This is an Essential StaffCARE Enroliment Form,



CORPORATE MANAGEMENT GROUP

“yout workforce mam:érmer»rg} flaffing experis”

Drug & Alcohol Testing Consent Form for Applicants Who Have Recelved a
Conditional Offer of Employment — MRO :

Acknowledgement Recelpt

I acknowledge that | have received a job offer from Corporate Management Group (CMG) conditioned upon
my submitting to and passing a drug and alcohol test. | have also received, read and understand Corporate
Management Group’s Policy and Procedure an at —will basis and that this policy does not alter the at —will
nature of the employment relationship.

I herby agree to submit to drug and alcohol testing under the Company’s policy.

| also understand that test results and other information acquired in the drug and alcohol testing process
may be disclosed to and discussed with a Medical Review Offices (MRO). | herby consent to such test
results and other information being disclosed to and discussed with an MRO.

we 1212717

Employee Name (Printed)

pate: 81871 W

Witness Signature

E riea \/"-" /‘m
Witness Name (Printed)




TEST RESULTS RECORD

mmm«mﬁm&_mmm

COMPANY INFORMATION

DONOR INFORMATION e

Lasthames __{S1 'S iney”
wpuumauunmmmvﬁ:mm QlEmploysePhotold, (1 Ofher
Reason for test: ﬁm-mp!cymam Ol Ramdom ) Reasonablecauss () Post-accident [ Other

12/27/217 193 P,

IWWMIWMWMMMMWMMMMWWMMEMMWW

171 ) Sapm
L

Date/ Time received

i . ol -~ -
. Lar '
I . | S g [7 2 frir s i g ey
=1 R e e A T W e A (N S Rl
S riaK 5 g s AT A T
M 5 'J"'-""x' ey o Sl it o L AR S

AL Q Q

Date/Time Coflected AMP a ‘a

Time Interproted BUP a (=]

a| (=]

NOTE: Lab obitain specimen samples  Side of Devl coc [®] o
WW onthe = 22

of device with & nesdle and syrings and EDDP EDOP N D

drawing out tha sampls. Marfjuana THE Q Q

Methadons MTD (=] Q

Methamphetamine MET 5 Q Q

Oplates om u (] Q

= a Oxycodons oxy = Q Q

— Phencycildine PCP a Q (]

Cut out this panel to Lab extraction porls Q (| (m |

copy or scan results =] Q Q

Notes / Comments




