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www.esgstaffingsolutions.com

New Hire Application

PO Box 46270

Minneapolls, MN 55344-9956

Tel: 952.835.1288

Personal Data- PLEASE PRINT LEGIBLY IN iNK

Last Name © UMP First Name _J0SePh Middie Initial A
Street Address 10820 Xavis AptiSte 2
City/State/Zip __Coon Rapids 55433 Soclal Security Last Four 00X 8484

Phone Number 7734259998

Emall Address Josephplump3_bvx@indeeg@@mail.com

Staffing Agency/Recruitment Partner R2chel

Avre you legally authorized to work in the United States of America? @ YES (INO
Applicant Certification and Authorization

| authorize Employer Solutions Staffing Group (ESSG) to use the information and stetements contalned in this appiication to determine my

qualifications for employment, | authorize ESSG to make inquiries of my former employers, except as indicatad in this application,
regarding my previous duties, responsibilities, perfarmance, compensation and eligibiiity for rehire,

!unde!standmatacomprahensivahadmundcmdmaybeuonductadtodetsmhemyengibmyfuﬂurabymmwmafEsse.
This may include but is not limited to, invesfigations of criminal and/er conviction records, driving records and/or a drug screen test as
required by clients, govemment regulations or by EBSG policies.

1 relsase ESSG and other persons or entities from any cialms that might be based on ESSG's decislon to conduct a background chack.
1wuwmtanmmmmmyappnmnmmmmmuwmmmwmm information or provided
false or misleading information. | understand thet any material omission or misrepresentation will reauit in my disqualification from
consideration for employment or, if discovered after § bagin employment, will result in my termination,

if hired, ! agree to abide by the policies-ant procedures of ESSG.

Jasep“.a ;lump [ ns.%

Applicant’s Signature
A copy or facsimile ("fax") will ba considered the same as an original signature. Emall will ONLY be used for employment correspondence

For ESSG Office Use Only
19 8850

Joseph Plump

Dec 18,2017
Name (Print or type) D

Data

DPOH NHW w4

Background Release Form Background Resuits Unemploymeant Letter

{if applicable)

Emergency Contact info ESC Application

For ESSG Client Use

Work Site Loo.

DOH Rop WC Code

F88G- CMG-CO Rev, 04/2017



Form W+ (2017) e Y

Basio instructions, if you aran't considar making estimated tax using Form

Purpnse, Complete Form W-4 8o that your wwmwmmwm Wm&‘{,“%
employer can withhold the conest fedsral income workshsets on pags 2 further adjust your mﬁ%m%@ﬁ&mﬁ%d
tax from pay. Consider anew Form withhoiding allowsnces based on ftemized adjust an Farm Weq or We4P,
w4 and when your or financial dstiuctions, centain credits, to Incam, your withtiokiing "
situation ar two-eamers/muttiple johs Mmu&uﬂﬂo o:gyj:ihaveam

{from withholding. I you are exempt, Complate all worksheats that apply. However, Wwarlting more
%Uﬂul.&&&&ﬂﬁ the mmmwmmmmm m dmywm mbm
form to vaildate . Your far 201 wages, wilhholding must b based on allowances w-«#mmnum

18, 2D18. See Pub. 505, Tax you alaimed and may nat be a fiat amount or our

et e o G Gopcrt oo hmshold S s o o

Er et e R B

mnpia.lntam:t"anddl\ddmds). o Kdotte Jour mmummwmmﬂ%@&mm
e et ueicyes ay be ke to Filng Infdrmation, for informatic effect, use Pub. 505 £ 560 how the amount you &re
e = e 1T w”‘”ﬁ'wsom%s“
« Is age 86 or older, %mmwmww @xcoed $130,000 or $180,000 Mantod).

e Is hiind, or 4 vara expensed and the child tax credit may be clalmed Future devalopments. information about any future
Persona] Allowances Worksheet below, affecting Form
* Will clsim adjustments to income; tax crerfs; or MWummmmm ;mdﬂmﬁﬁwﬂew

Remizad deductions, on his or her tax retumn. oredils into withholding allowances,
PemnalAliowamsWhorlmlmat for your
Enter “1° for yourself ff no ono else canclaimyoussadependent . . . . . . . . . . . . . . . . AN

* You're single and have only ona job; or }
B

Enter *1% if; { * You'ra married, have only one job, and your spouss doasn't work: or

* Your wages from a second Job or your spouse’s wages (or the total of both) are §1,500 or less.
Enwr“v’foryourspomBut.youmyclmosamenmr“-o-“uyouarammwandhaveemwawomgspmaormom
than one job. (Entering *-0-° may help you avald having too little tax withheld) . . . . . . . . . . 0
Enternumbarofdependems(othermanyourspomoryoumu)youwmolalmonyourtaxmn. oo o g B &
Bltar'f'lfyouwiﬂﬂeashaadafhomholdonyowtaxretummemndiﬂonsundarl-leado!honseholdabave o o
Entar"1”ﬂwuhavemlaam&.ﬂ%mahﬂdm&mndamaamexpemhrwﬂahywpmmcwmam 5 o o
(Nota:Donothcludachlldsupportpaymerua.SeePub.ﬁos.chndandbepmmeara&penmfnrdmus.)
Child Tax Credit (including additional ohild tax oredif). 8es Pub, 872, Child Tax Credit, for more information,
-lfyourtotallnonmewlllbalassmanmooomoo.ooonnwﬂad),m“z'foreacheﬂgtbladﬂ!d;mmlass"“lfyou
havatwotnfoureﬂglblachlldranorless"z'ﬂyouhavaﬂvaormorae!lglbladﬂldmt.
-nmwmnawmbebemenm.ooomsm.ommmmmmsmoumw,mﬂ"foremangmchnd. Q
H Addllnelemugheandemtotalmmmmmaybemﬁmmmmmmberofmmpﬁommdmonynwtaxratum.)bH

* if you pian to itemize or claim adjustments to income and want to reduoe your withholdl see the Deductions
Form. Adiustments Workahest on pege 2, = =
com * If you are single and have more than one Job or are married and you and your spouse both work and the combined
worksheels enn%gu toma?l']obsmsso.mo(szo, 00 i married), see the Eamyaoalululﬁpla‘lohsvmrhheetmpagaz
that apply. toa\mft:ls having tao Iittle tax withheld.

® Hndﬂmarofmeabovasmmﬂonsa_ppuas.atopNmandentermenmnberﬁomllmHununeSumembalow.

smhmaudmhmmwyowemplm.l«»ﬁwwpmwyowm

8 Tmg O o »
nTmouo
l“l

Employee’s Withholding Allowance Certificate OMB No, 1845-0074
P> Whether you are enfitied to clsim a certain number of allowances or exemption from withholding is 2@1 ¥ 4
subject to review by the IRS, Your emplayer may be required to send a copy of this form to the IS,
n Last name ? Yoursoolal security number
Joseph Plump 353848484
Home address frumber and streed or rural route) 3@ eingle (U Married Q1 Married, but withhold st higher Single rate,
10850 Xavis 2 Notes f married, bt legally separates, or spouse i a nonrasiientallen, ahack the *Slngle” hox.
City or town, state, and ZIP cods 4 Myour tast name differs trom that shows on your anclal sacurity card,
Coon Rapids 55433 ahook here. You must cull 1-600-772-1213 for a replacement card, > [
5 Totalmmbmofallowaneasyouareclahnlng(frmﬁneHaboveorﬂommaappBoablewoﬂmhastonpagea) 5|6
ﬂAudltionalamount.ifany.youwmwlmheld&omeachpaynheek.,............30

7 lclaim examption from withholding for 2017, and | cerlify that | mest both of the following conditions for exemption,
-Lastyearlhadaﬂgmmammndofaﬂfadamlhwmemwimheldbmselhadmtaxnablmy.m

* This year | expeot a refund of all federal income tax withheld because | expect 1o have no tax liabl
i you mest both conditions, write “Exempt” here. .

1rue, comect, and compleate.

(rhlsfombnotvaudrfaﬂasswu signit) r% Date» DeC 18,2017

8 mpmﬁmwwdmiﬁmnmmcmmmmamwmamwmm 9 Offive cogo {oplionall | 10 Emplover identiiication mumiber {EIN)

For Privacy Aot and Paperwork Reduotion Act Notice, see page 2, Cat. No. 102200 Famﬁ%(amn



. DEPARTMENT wW-4M
m ¢ OF REVENUE 2

2017 Minnesota Employee Withholding Allowance/Exemption Certificate

Employees
You must complets and give this form to your employer if you do any of the following:
e Claim fewer Minnesota withholding allowances than your federal allowances

*_Clalm more than 10 Minnesota withholding aliowanoes

* Want additional Minnesota tax withheld fram your pay each pay period
* Ciaim to be exempt from federal withholding or claim to be exempt from Minnesota withholding
Do not complete this form if you are ¢laiming the same number of Minnesots allowances as federal and the number olaimed is 10 or less,

$507"  Employeos tretnsme end inibal Last nama Employes's Socia) Seourity number
o B Joseph Plump 353848484
ﬁ mmﬁﬁns?@.?uwmm
_ 10830 Xavis . @ pous o o norresdent aan
State ZIP coda Manted
Coon Rapids 55433 (31 Married, but withhold et higher Singe rate

Employees: Read instructions on back, completo Section 1 OR Sestion 2, sign and give the completed form to your employer.
(Donotcomp!eteboﬂ:&eeﬁonlaudswona.compleﬂngboﬂlseuﬂomwmmakeﬁlafomhmnd.) ;

(Z Seotion 1 — Determining Minnesota allowances

Complete Section 1 if you claim fewsr Minnesota allowances than your federal aflowances, AND/OR if you want additional Min-
nesota withholding deducted each pay period. 6

4 Total number of federal allowances claimed on ToderBl FOM WS .. ...vu.eeennnsrneeenonssonnnns i
6
2 TotslnumberofMlnnesataallmncas(ﬂne2cannotbemmethanline.t) 000E000000T0000600006000 2 0
3 Additional Minnesota withholding you want deducted each pay perod .......c.u.u... 0006006006060 .38

[T section 2 — Exemption from Minnessta withholding

Complete Section 2 if you claim to be exempt from Minnesota Income tax withhelding (see Section 2 instructions for qualifica-
tions). If appiicable, check one bux below to indicate the reason why you believe you are exempt:
1 meet the requirements and clalm exempt from both foderal and Minnesota Income tax withholding,
Even though | did not claim exempt from federal withholding, | olaim exempt from Minnesota withholding because | had no
Minnesota income tax llabiiRty lest year, | received a refund of all Minnesota income tax withheld, AND | expect to have no Min-

§§ nesola Income tax llabllity this year.

m} My spouse Is a military service member assigned to a mifitary location In Minnesota, my domiolle {(lsgal resldence) is In another
state, AND | am In Minnesota solely 1o be with my spouse. My state of domiclle is

1 am an American Indlan living and working on a reservation. :
[ I 1 am & member of the Minnesota National Guard o an active duty U.S., military member and clalm exempt from Minnesota
withholding on my milllary pay.
[ET 1 receive & miltary pension or other military retirement pay s calculated under Title 10, 1401 through 1414, 1447 through
3455, and 12733 and claim sxampt from Minnesota withholding on this retirement pay.
ST L cortify that all Information provided in Section 1 OR Section 2 Is corract. / understand thers Is a $500 penalty for filing a false with-
i @  holding allowange/exemption cortificate.
% ?‘5_ Emplayed's ignature

Dec 18,2017 syt

Employees: Glva the completad form 1o your employer.

Employers
if you ars required to send a copy of this form to the Department of Revenus {see Instructions), you must enter the employer informatlon below
and mall this form to: Minnesota Revenue, Mall Station 8504, St. Paul, MN 55146-6501. (Incomplete forms are considered Invalid.) A $50

penalty may be assasaed for each raquired Form W-4MN not filed with the department.

Keep a oopy for your regords,
&edl Nomoof employr Feoaral employer ID aumber {FEIN) | Minnesota tex ID nwnber
g  Rdress Chy ' Stete 2 cota

mevwzu) Questions?  Website: www.revenue state.mn.us. Emall; wimnoldlng.mx@state.mn.bs. Phone: 651-282-8899 or 1-800-657-3594.



Employment Eligibility Verification ' USCIS

Department of Homeland Security oml: :ﬂ;&,
U.S. Citizenship and Immigration Services Expires U8/31/2019

m——mmm
P START HERE: Read instrucfions carsfully before completing this form. The instructions must ba 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 filegal to discriminate against work-authorized Individuals. Employers CANNOT specify which

document(s) an employee may.

Wmmp]que Information and Attestation (Employees must complete and sign Section 1 of Form 18 no later

then the first day of employment, but not JBeforé accepting & job offer)

Last Name (Family Nams) First Name (Given Name) Middie Initial | Other Last Names Used (i any)
Plump Joseph 2 na

Addrass (Street Number and Nams) Apt. Number | City or Town State | ZIP Gode

10890 Xavis 2 Coon Rapids MN 55433

Date of Birth (mm/ddfyyyy)  {U.8. Social Security Number Employee's E-mafl Address Employea's Telephons Number

08/26/1990 W] | I - l | ' I I J_plump99@yahoo.com 7734259998

| 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.

1 attest, under panalty of perjury, that | am (check one of the following boxes):
@.Adﬂan of the United States
€] 2. A nonditizen national of the United States (Ses instructions)

(] 3. Alawiul permanent resident  (Allen Registration Number/USCIS Number): na
(] 4. An alien euthorized to work _unth (expiratian date, i appiicable, mddyyyyR
Same allens may write "N/A” in the expiration date fisid. {See instructions) =
Aligns authorizad to work must provide only ane of the following document numbers to complets Form 1: GR Gode - Saczon §
An Allen Registration Numbst/USCIS Number OR Form 1-64 Admission Number OR Forsign Passport Number. | e g
1. Alien Registration NumberfUSCIS Number: na
OR
2. Form 1-94 Admission Number: ) 1
OR
8. Forelgn Passport Number: na
a Country of issuance; na
Signatwre of Employee ﬂ[%&% Today's Dats (mmAidlyyyy) pac 18,2017
"EE” "SEE

[Preparer andlor Translator Gerflficatioh (check one): ]
| 1 did not use a preparer or translator. A preparer(s) and/or lranslator(s) assisted the employaa in compleling 8ection 1.
{Fields befow must be completed and signed when preperers and/or translators assist an employee in completing Section 1.)

'lattnst,mmwdmdw,malmmwm%wmplmofwm1 of this fonm and that to the best of my
knowledge the information is true and correot.

Signature of Preparar or Trans!ator Today's Date (mm/dd/vyy)
Last Name (Family Name) First Name (Glven Name)
Address (Street Number and Name) City or Town State  |ZIP Code

“}e " Emplover Cé_r_npleie_s Next Page @

Form1-9 0717717 N Page 1 of3




Employment Eligibility Verification USCIS

Departmeut of Homeland Secarity sl
U.S. Citizenship and Immigration Services Expires (83172019
ection Z. Employer or Author epregentative Review and Verification

J{Emplayem or thier authorized reprasentalive must camplate and sign Seation 2 within 3 business days of the employee’s first day of smployment. You
must physically éxamine one bopumgpt from List A OR a combinatien of ong dogument from List B and une dosyrment from List C aa ifsied on the “Ligts
of Acgeptable Basurnents,”)

114 ()7 va—
=3 ANG ¢
identity and Employment Authorization Identity ~ Employment Authorization
: . avign ‘l,lq_ ""' £ L’ (AMiA .
ey 159020 , OF) G
Expiration Date (F anyjmomadvyyy) T T B :
'J) 1
Documant Tifle
Tesuing Authordy Addiional infarmation ]
Docurrar Number
[Exalation Date (7 ey fmm/adyyy)
?DowmentTﬂla
;;mmmimmy
%ﬁamvmﬂmhw
é’é@haﬁmm'ﬁam’(mmwmfy)

Cartification:  attest, under panalty of perjury, that (1) | have examined the document{s) presanted by ths above-named employaa,
4 R #hove-listed document(s) appear to be genuine mdt;?mju employes named, and {3) to the best of my knowledge the
= l%

e Is authorized to work In the United States, I
mcﬂmﬁrmpﬂm)

mployee's first day of employment (mm/dd/yyyy):

iir%?mmw ;nwbwuwmdﬂepramm '"

Representafive l 5 Empm‘wrmmnm Representaive | Employer's Business or Organization Name

{ Empioyer's Business ar Organization Adtress (Strest Numbar and Name) I.fcity or Town ]E_m ZIP Code
Ffectiq_n 3. Reverification and Rehires (To be completad and signed by emplayer or authorized representative.)
A, New Name (f ahlicablo] G PR R £ ; , Dpts of Rghire il appiivable)
L.ast Nemo (Family Nems) First Name (Glven Nams) j Middie Infigt

[G-TF¥ie ampiGyee's pravious Rgnt of BMployrgRt ALIGTIZEON Hab Expifed, Rrowis the Hioriston for e AGGman: 67 608
gontinipg emploimard authorizalipn inthe Spece providedbeiows, . o
Dooument Title Document Number

Expiration Date () (middiyyy)

1 attest, under penally of perjury, that to the best of my knowiedgs, this employes Is authorized to work in the United States, and i
the employes presented document{s}, the dooumeant(s) | havs examined appear to be genuine and to ralats to the Individual.

Signature of Employer or Authorized Representative | Today's Dale (mm/ddhyyy) Name of Emplayer or Authorized Representative

Form -9 071717 N Page 2 of 3



| nmuwmmt bLL9D

L402-4) aanss: B
: -5

W




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 legitlmate businass purposes related to your employment. BGC

llcenses and credentials, referenws, address historv, sodal secuﬂty number validlty, rlght 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 origl-
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 s attached. By signing below, you acknowledge receipt of these documents.

Personal information: Please print the information requested helow to identify yourself for BGC,
Printed name: joseph 2 Plump
First Middle (I3 Last
none)
Other names used:
Current county of residence:
Current and former addresses:

10-1-2016 current 10890 Xavis Coon Raplds 55433
from 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.

08/26/1990 353848484

Date of birth Social security number
Q677117596620

Driver’s license number & state Name as It appears on license

Report Cony: 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:

?m%l% Dec 18,2017

Signature Date




EMERGENCY CONTACT INFORMATION

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

Employee Name: Joseph Plump

Address: 10890 Xavis Coon Rapids 55433

Home Phone: _7734259998

S

o T BN oG e e e
43 i’]{qmp list two peofle (lnquﬂtyordbg_L c‘i%ﬁ be contacted In:case of‘an émergency”
Contact #1 Home Phone: 6308123754

Name: Azalea plump Cell Phone:

Relationship: MOM Work Phone: 7734261299
Contact #2 Home Phone:

Name: Cell Phone:

Relationship: Work Phone:

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

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



employer solutions staffing group,.
Direct Deposit/Payroll Debit Card Authorization

Employees have the option of receiving wages by Direot Deposit and/or Payroll Debit Card.
If you do not provide a written eleation, wages will be paid by Payroll Debit Card,

S ORI PASIC INEGRNEAFTON

EmploysoName jocanh Plump SSN# (test4 digia) ggaq

SECIONE AN ROLL SO
©| Direct Deposit (Plesse oomplete Sections3and S below) ~ Nater Direict Deposit accosnts may take up to 7 days to be activated,
()] PuyrollDabitCard(Pleaseoomplm Sections 4 and § below)
QLG ONEIDIREE B EROS R
; I Update Bank Account

" Name: Wells Fargo

S Routing# 91000019
Account# 7331994231

Account Type: [T] Checking L) Savingsl I Other

*  To help s avoid making an ewar, please attach a copy of a voided check. (a deposit slip will not work)
= I you changs banks, do not close your old bank account until your direct deposit has sterted at the new hank, which may take 2 pay petiods.

Effective Date

1 understand and acknowledge that if I do not provide a
voided check with this direct depasit form, { am
responsible for any delays in payroll or extra costs
incurred if the acconnt number that 1 provide is incorrect,

tuitiag P Dae_12-18-2017

SN PANROLL BEBEE CARD GGEDAL GRS EARE

Federa] 1aw requires all financial institutions to obtain, verify, and record information that identifies each person who opens an account, In order to
sequest a Payroll Debit Card for you, we must provide all of the following information that will enable the financial institution to identify you. If
youdonotsuhmitnDhectDeposulPaymllDabitCﬁdAnﬂmﬂmﬁon,BSSGwﬂlpmvidethenmmyhﬂ‘nrmmonmdissuemaPayrollDebit
Cardmpayyommemyommmcﬁan,ﬂ:eﬁnanmalinsﬁmﬁnnmyaakyoumprovidaﬂwmaddiﬁonalldenﬁﬁmﬁuninfonnaﬁnnsotheyoan
varify your identity.

Except for the routing and acoount mumber, ESSG doss not have acoess 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. Youn will
then sign acknowledging that you received the Payroll Debit Card and packet, Yonr Payroll Debit Cerd will be reloaded on each payday you receive
wages,
CARDHOLDER INFORMATION (as you want your Payroll Debit Card 1o be issucd)

FirstName jo5aph ML 5 LastName pjyymp Dato of Birth 08/26/1990
Strect Address (o ROXNOTACCRFTARLE) 1 380() yavjs B Sec

€4 coon Rapids =2 N | 2P 55433 Cell Phane (motil) 773 4259098
RECEIPT OF PAYROLL DEBIT CARD (to be completed when you pick up your Payroll Debit Card)

Payol Dt Card Roving # Payroll Debit Card Acoount #

1 have received my Payroll Debit Card, welcome brochure, program fess, program tenms, omdiﬁms,mddisdosmByanﬁvaﬁngm_yPaymnDebitCard,
1 am agreejng to the program terms, conditions, and disclogures that are included or made available to me from time to time from the financial institntion. 1
authorize the financial institution to debit my Payroll Debit Card account for the fiees described iIn the fee schedule that is part of the program terms,

cenditions, and disclosures,

0 -
Bmployee’s Signature; ‘W"gmf'(w”-”% Date: 12-18-17

SEERHT ORI FION
lwﬁthSSGwMydamsﬁmymﬁodicmgedwmpmaﬁmpmnanetofmqnmm withholdings, other required withholdings
nrm&nﬂmddaducﬁmmnvammt(s)nduigmdabmmdminiﬁm,ﬁnmm debit entries and adjustmentsfor any credit entries
made in etror to my account(s). * E-mail is required for pay stub information,

*E-mail: josephplump3_bvx@indeedfmail.t:@\
this information will only be used to send your paystubs electronically

' /A Dec 18,2017
Employee's Signature: %‘ Date




S

employer solutions staffing group..

STATEMENT OF CONFIDENTIALITY

This agreement made this day of , 201__, between
Employer Solutions Staffing Group LLC, hereinafter referred to as “employer”,
and hereafter referred to as “employee”.

WITNESSETH:

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

¢ 20,1% %
Joseph Rump (Dez 15,

Employee Signature

Employer Solutions Staffing Group LLC, Representative



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. §221.0430, 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
appoiniment Immediately after your doctor visit, before you leave the clinic if
possible.

Obtain a Report of Workability from your physician at every appointment, a
minimum of once every two weeks. M.R. §221.0420 requires that your physiclan
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 your emplover immediately of any new infuries 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.

Jﬂ.[% %%
Signad: Josach Flumnp (Dec 18, 2007,

Printed Name: Joseph Plump




Important/iImportante
LOST OR STOLEN PAYCHECKS

If a paycheck is lost (missing, misplaced, desiroyed, 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
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 plerde (que falta, fuera de lugar, destruido, perdido en
el correo, etc), usted debe notificar a su reclutador de personal que el cheque no
se puede encontrar. Si se puede verificar que el cheque no ha sido cobrado,
ESSG se detendra el cheque de pago y reemitir el cheque a usted, descontando
un cargo de entre $ 25 - $ 35.

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

AGREED/SE ACUERDA—

Name/Nombre (con letra de molde):  Joseph Plump

Signature/Firma: &?i%%




ESSG WORKPLACE SAFETY POLICY

It is ESSQ’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 {raining and protections for employees at the facility.

(8) 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.

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

ESSG is committed to vigorously enforcing its OSHA Complian"ae 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

s Responsibility to use personal protective equipment and clothing as directed
by the host employer

¢ Responsibility to report workplace hazards and dangers

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

You have the following basic righta:

o Right to refuse unsafe work

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

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



employer solutions staffing group..
o Right to request information about safety and health hazards in the

workplace, appropriate precautions to take, and procedures to follow if
involved in an acrident or exposed to hazardous substances
° Right to gain access to relevant personal exposure and medical records.

Youcanhaveyournamewithhaldﬁ-omthehostemployerandanyotherentity,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
OBH Act or 13 other foderal 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 expreased concern about workplace safety is illegal.

If you believe that your right to a safe workplace has been violated, you can make a
re:port to a manager of the host worksite employer and/or ESSG (by telephoning

5.486.7578) and asking for the ESSG Safety Director. You can
also contact OSHA dn'ecl'.ly 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 grbup.‘

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 952.885.1288/1.866.496.7673 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
952.885.1288/1.866.496.7678 in order to obtain assistance in the resolution of such
matters.,

Employee Name (Please Print)
Joseph Plump

Employee’s Signature:

_ gt By Date; Dec 16, 2017




- 3850 Pre-Screening Notice and Certification Request for

(Rev. March 2016) the Work Opportunity Credit l OMB No. 1645-1600

m’mgﬁ%’m’“’ » Information about Form 8850 and its separats Instructions Is at www.irs.gov/formBa50,

Job applicant: Fill in the lines below and check any boxes that apply. Complete only this side.
Your name Joseph Plump Soclal security number > 353848484

Street address whereyoullve 10890 Xavis

cﬁyon;)‘_”a’ mﬂﬁpw&ecoo;‘mmds R T

County USA. Telephone number 7734259998

¥ you ere undsr age 40, enter your date of birth (month, day, year) 08/26/1990

: [D Check here if you recelved a conditional certification from the state workforce agency (SWA) or a p&ﬁclpating local agency

for the work opportunity credit.

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

« | em & member of a famlly that has raceived assistance from Temporary Assistance for Needy Familles (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 (BNAF) benefits (food

stamps) for at least a 3-month period during the past 15 months.
» | was referred here by a rehabilitation agency approved by the state, an employment network under the Ticket to Work
program, or the Department of Veterans Affelrs.
¢ 1 am at least 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 8 months; or
b. Recsived SNAP benefits (food stamps) for at least 8 of the past 8 months, but is no longer eligible to recsive them.
» During the past year, | was convioted of a felony or released from prison for a felony.
* | raceived supplemental secuilty 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 weels but less than 6 months during the

past year.

3 EI Check hers If you are & veteran and you were unemployed for a period or periods totaling at least 6 months during the past

year,

4 [IJ] Check here if you are a veteran entitied to compensation for a service-connected disability and you wers discharged or

released from astive duty In the U.S, Armed Forces during the past year.

5 m] Check here if you are a veteran entitied 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:
» Recelved TANF payments for at least tha past 18 months; or

» Recsived TANF payments for any 18 months beginning after August 5, 1887, and the earllest 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 yeara bacause federal or state law limited the maximum time

those payments couid be made.

7 ]EI Check here if you are in a period of unemployment that I3 at least 27 consecutive weeks and for all or part of that period

you received unemployment compensation.

Signature—All Applicants Must Sign

Under penaities of perjury, { declare that | gavs the above infarmation to tha smployer an or befare the day 1 was offered a job, and 1tis, to the best of oy knowledge, tnis,
correct, and complets,

Job applicant’s signature > %% Date Dec 18,2017

For Privacy Act and Paperwork Reduction Aot Notice, see page 2. Cat. No, 228511 Form BB50 (Rev. 3-2016)



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

EMPLOYER SECTION:
Client: Company:
Location: Position: Starting Wage: §
EMPLOYEE SECTION: :
First Name: Last Name: Suifix; Street Addresss City/State: Zip:
Joseph Plump 10890 Xavis Coon rapids 55433
-88#: — Dateof Birth:- —[Ages [ Baveyouworked for | Ifyes,doatioms [
AL 08/26/1990 L e o o
Please complete all questions, and sign and date the form. Yes No
1. Have you or has anyone living with yon received Temporary Assistance to Needy Familles (TANKF) Q O]
at any time since Angust §, 1987? (ifyes, please provide tuformation below,)
Name of the person receiving benefits: ____ Relationshiptoyou:

City: County: State:
2. Have you or has anyone living with you received Food Stamps (SNAP) at any time during the past 15 months? @) (O]

(If yes, please provide information below.)
Nare of the person receiving bemefits: _____ Relationghiptoyou: _____
City: Comty: _____ State: _____
3, 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 Seourity Disability (SSDI) bensfits,
*If you checked yes please provide a copy of your SSI documentation.

4. Have yon received any type of vocational rehabilitation services within the past two years? (@)
If yes, please indicats which typs of you wozrked with and provide their Jocation information below:
g Vocational Rehabilitation Agency Dept, of Veterans Affairs D Employment Network (Ticket to Work Program)
Name of Agenoy: _____ Phone#:
*If you checked yes please provide a copy of your active Individual Work Plan and Ticket to Work documentation.
5. Areyon a Veteran of the U.S, Militavy? *[fyes, please provide a copy of your DD-214 and letter of separation.
(I€ yes, please provide information below. Ifno, please continue to question #6.)
Dates of Service - From:
Branch of Service:
; Are you entitled fo or are you recelving compensation for a service-connected disability?

6. Have yon been unemployed at any time during the Iast 12 months?

Ifyes, dates of imemployment - From: ______ To:
Did you receive unemployment compensation at any point doring your anemployment?
If yes, in which stats did you receive unemployment compensation? ___

@

0o

To:

7. Have you been convicted of a felony or released from prison for a felony conviction in the past 12 months?
Conviction Datn: Release Date;
Westhisa []] Federalor [J] State conviotion? 1fStete - Comty: ___ Stater ____

T T A e
TEC (Native American): Are you aryour spouse a member of a Native American Tribe? O O]
Y you checked ase provide a copy of your CDIB card.
CA Residents: LT Are you fhe ehfld of fostor perents? [T Do you seceive CalWorks? ] Workforoe Investment Aot?
)l Are you & migrant ar seasonal farm warker? [ Bave you ever been convisted of a misdemsanor?
SCRestdents: ] Do you receive Family Independence Bensfits?

PLEASE READ, SIGN, AND DATE:
Under penalties of perjury, I declare the information above 1o be rue and aceurae to the best of my knowledge, and 1 hereby authorize any agency, organization, or

individuals jo aupply such verification or inforination that may be needed 1o determine tax cred¥t eligibility to my emploper, employer seniative {Associated
Caonsidtarts, Inc. dba Retrotax), or the Depariment of Labar. i

New Employee m@m_‘éﬁ[gg@% Date: Dec 18,2017

al @ p©
Pl @ ® @




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 anly.
Employers or consultants submit this SAF to the State Workforce Agency with IRS Form 8850 or if filed

group.
Under penalties of perjury, I declare that this information is true and correct to the best of my
knowledge.
New Hire’s Signature: _ﬁ%ﬁ Date Dec18,2017
New Hire Name: __J0seph Plump

Social Security Number: 353848484
Employer Name:

Please check the statements below if they apply to you.
| 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.

= | declare that | have been in a period of unemployment since

(Enter start date)

Privacy Act Nofice:

The Intamal Revenue Code of 1686, Seclion 51, as amended and s enacling legisiaiian, P.L. 104-188, speaify that the Staie Workfoms Agencies ame the
*designated” agencies responsible for administering the WOTC ceriffioafian procedures of this program, The information you have provided complsting this
form wil be disclosed by your emplaysr io the Stale Workforoe Agency. Provision of this information is voluntary; however the Informafion is required to
determine your employer's eligihility for the fedsrel tax oreciit.

o s e oo o on e aswmee -y e e § > W 8 0 e s 6 g s ——oe 9000 06 s 00 e 4 g am o ¢ P § oy s ¢ o 4 s

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’ obligation to
oamplete this form Is required o obtain or retsin benefits (P.L. 111-5). Public reporiing burden is esimated to average 10 minules per response, including the
fime for reviewing instrucBons, searching existing data sources, gathering and maintaining the data needed, and complefing and reviewing the collection of
Information. Send comments regarding this burden esfimate to the U.S. Department of Labar, Division of Naional Programs Tools Technical Assistance,
RoomC-#ﬁW.Washhgton, D.C. 20210 (Paperwork Reduction Project 1205-0371), Please do not submit completed forms fothis address,

117-

ETA Form 9175 (Rev. November 2016)
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tification of Minnesota Law Requirement ~

Unemplovment Acknowledgement

According to Minnesota Statute section 268,095, subdivision 2, paragraph (d), an
applicart who, within five calendar days after completion of a suiable

Job assignment from a siaffing 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 considersd to have quit employment.

This paragreph applles only if, at the time of beginning of employment with the stafiing
8ervice, the applicant signed and was provided a copy of a separate document written
In clear and concise language that informed the applicant of this paragraph and that
unemployment benelits may be affected.

It is your responsibility to contact ESSG through Corporats Managesment Group (for
instance, by calling 303-820-1425 or using any other form of contact) for additional
assignments, if you fall fo 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. jp___ (Initial) -

‘ZM&M s 36, Dec 18, 2017

Employee Signature; Date:;
Joseph Plump
Employee (please print your name here)

Telephone: 303-920-1425
12000 N. Washington Street Suite 350
Thornton, CO 80241

MN_D2.2013



_ drugs and alcohol.

DRUG AND ALCOHOL
TESTING CONSENT FORM

1. | have been allowed to read and Inspect a written copy of ESSG policy on

2. | have read the entire contents of this policy and | am aware and fully
understand: (a) the policy and its contents; (b) what conduct the policy prohibits and the
consequences of such conduct; (c) my rights under the policy and the consequences if |
exercise certain rights; and (d) that certain events as described in the policy may 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. 1 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 resuits of my drug and/or alcohol test and other information

related to the test.

Jozsh Plump (Dt 18,

Individual’'s Name

Dec 18, 2017
Deate

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



