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www.esgstaffingsolutions.com

employer solutions staffing group..

New Hire Application

Personal Data~ PLEASE PRINT LEGIBLY IN INK

Last Name Mi€r

First Name Joshua

PO Box 46270

Minneapolis, MN 55344-9956

Tel: 952.835.1288

Clty/State/zip __Ellsworth Wi

54011

Phone Numher 7158214167

Middis Initial 3
Apt/ste Jay

Social Security Last Four XXX-XX. 3856
Emall Addrese _Jmier3456@hotmail.com @

Staffing Agency/Recruitmant Partner ES Staffing solutions

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

1 understand that a comprehe
mlamylndudebutlsnotﬂrnlbdh.lnmugaﬁomofmmm

Applicant Certification and Autharization
Staffing Group (ESSG) to use the information and statements contained in this application to determine my

| authorize ESSG to make
responsibiiities, performance, compensation and gligibility for rehire.

nsivahachgrmmdclmkmaybamnducbdtodetemﬂnemyel!gihllﬂyforhlmbywwnonemsaflisse.
and/or conviction records, driving records and/or a drug screen test as

Inquiries of my former employers, except as indicated in this application,

by clients, govemment regulations or by ESSG policias.
| releass ESSG and other persons orentniasﬁumanyclalmamamﬂghtbabmdonESSG'sdedaiontoeonductabadcgroundched&.

Joaﬂfyﬁataﬂstabmenhmadahnwapmmﬂanammandaccmandﬁmum

not emitted any materlal information or pmvlda_d

false or misleading information. 1 understand that any material omission or misrepresentation will result in my disqualification from
consideration for employment or, i discovered after | begin employment, will result in my termination,
If hired, } agree to abids by the policles‘and procedures of ESSG.
Joshua mier %m,% Mar5, 2018
Name (Print or type) Applicant’s Signature “Date
A copy or facsimile ("fax") will be considered the same as an original signature, Email will ONLY be used for smployment correspondence
For ESSG Office Use Only :
DOH NHW 19 8850 w4
Emergency Contact Info | Background Release Form Background Resuits Unemployment Letier ESC Application
{if appllcabie)
For ESSG Client Use
DOH Rop Work Site Log. WC Code
ESSG- CMG-CO Rev. 04/2017



Form W+4 (2017) Grese 1 D30 P g R oo, o T Ao

Baslo instruotions, f you aren't considar making tax using Form
mwmmm»wmm"w m&uﬁmﬂmﬁgﬁum WH&W
{5 from your pay. Conslder anew Form withholding allowances based on itefized wmmm%%wmwd
W+4 each and when your or financial grwmmmmwmmo. e “mm h%& h"’"m

are axampt, Compiate all warkshests that However, d
Wc‘n&%}&&mﬁm the mmﬁ%mwm you om{(m Ygg;"mwm;gm
16, 2018, See Pub, YO Gl a0 Hay Nt 56 2 e Aot o ag"'mwga"gg’ym
N:t's:u clalm you as a dependent ol ry arally, you can claim head lwmmmshg 'ge%aosbrm
on his or her tex ratum, nly?d‘:nmmﬂon of housshold filing status on your tax retum only if m&nmu 19 8 nenresident aisn, 0
from ﬂ% Ingome exceeds $1,050 unmaion more than 509 of Ngﬂcum&lpphn% 8 MM”
andlndudsmuamd $350 of uneamed income (for esping mxg:r Nanresident Allens, befors compisting
mﬁmﬁmﬂ%%wﬂg?mwb l ation, for Informatio m%mbmmmamwmmw
held compares to. t
a dependent, if the employss: Taw?vmmmmmmw:'mm mmmwm
el e e G U livwory o OO 0 PO
. , OF axpenses may on any
the Personal Allowances Workshest below, di ments affecting Form {such
Ao laim eclustents 1o incometx crech; o 8ea s, 805 f informafion on convertig your ofher gmﬂmmmr&mm&m
Personal Allowances Wo est for your records,
A Emer“1”foryourselflfnooneelseuandalmyouasadapendem. © 0 0 0000000 00000 oo
* You're single and have only one job; or
B Bnter®i®if: { -You'ramarried.hmonlyonejob,andyomapousadoem‘tvmﬂcor <« . B
-Yourwageaftomaswmd]oboryuurspouae'swagea(orthetatalofbo!h)arem.aut)orlese.

c Errter“1“foryourspom.aut,yuumayohoosetoenter“-&"ifyouaremﬂedandhavaemzeraworldngapouseormore
thanone}ob.(Emaﬂng’-o-’mayhalpynuavaldhavinghoIitﬂetaxwﬂhhald.) © 0 0 0000 06600606 o g
] Enternumharofdependents(oﬁerﬁmnyourspomoryoumlﬂyouwmclalmonyourtaxrstum. o= BN L6
E Emar“1"ifyouwmﬂleashsadulhouseholdonyourtaxremm@eeoondlﬂonsunderﬂeadolhomholdabove)
F Entar“‘l'lfyouhaveatlsaat&&ﬂﬂﬂofchﬂdordapandeuﬂcammmaforwmhyuuplantoclalmamdlt o
{Note: Do not includs child support payments. See Pub. 508, Child and Dependent Care Expenses, for detafls.)
G Ghlld'l'axcmdlt(includlngaddltlonalohﬂdtmtmdlt).SeePuh.WZ.ChﬂdTmchdlt,formoreMnnnaﬁon.
® If your total income will be less than $70,000 {100,000 it married), enter “2” for each eligible child; then less *1” if you
havetvmtofourellglblschudrenor!m“z"ﬂyauhsvaﬁvaormoreellgihlaolﬂdran.
-lfyourtatalimomawmbabetweanm.onl)andm.om(3100.000and$119.000ﬂma:ﬁed),erwar“‘l"foreachallglblechnd, Q
AcldllnesAmroughGandenwwmlhem.(ﬂmmamaybadlmmﬁommenwnberofmmpﬁonsyoudﬂmonyowtaxmhm.) PH s

* if vou lantoltamluorclalmaﬂ!ushmmtoinwmomdwwnbmdum ur withholding, see the Deductions
an Amzmamwmaon pege 2, iy 4

complets all * If you are sin laandhmmorethanomlohormmamadanﬂwuandyonrspnmboﬂlmrkmmeeomblned
worksheets eamin fmmgl ba exceed $50,000 0,000 if married), see the Two-Earmers/Multi 8 Jobs Worksheet on page 2
bmaﬂlsmmmlgmﬂeucwg&ld. g o i

s lfnenharufmeabwasmaﬂnnsappnas.shphmandemarmsnmnbwﬁum lina H on fine 5 of Farm W-4 below.
SeparatahmaudglveFomWAbmamplow.Kupﬂletuppm!oryom-mm

Employee’s Withholding Allowance Certificate

)Merwumeﬂﬁbnhhawhhnmhwﬁaﬂmnmwmpﬂonﬂmwﬂhhtﬂugh
mmwwwwvammwmummmmamwmmumm

mTmUo

=

OMB No, 1545-0074

2017

@ Initial Lestname | 2 Your
Joshua Mier ATT173856
Home address {rumber and street or rural route) 3@ singe Ol Mamea Q1 Married, but withhold at higher Single rate,
540 west caims st Jay Note: f maried, but or spousa ja  nonresident allan, checkthe Singie® bax.
Chy or town, state, and ZIP cods 4 U your lest name differa from that shown on your solsl sacurity card,
Ellsworth Wi 54011 oheok hers. You misst oall 1-800-772+1218 for  replacement aard, b [
5 Totalnumbarofalluwmcasyouarao!alnﬂngﬂmmlimﬂabmwﬁammaappnoablemmwonpagez) ;_5]5
6 Addittional amount, i any, you want withheld from each paycheck . . . . Sele = s SR g e

7 Iclaim exemption from withholding for 2017, and | certify that | mest both of the following conditions for exemption,
-Lastyearlhadauigmmamlundofallﬁderanncometaxwmhaldbecauselhaduntaxllablw.and

-Thlsyearlwcpaclamﬁmdufallfaderanncometaxwlthheldbmausalaxpeonohavenotaxuabl!y.

If you mest both conditions, write "Exempt* here, . . . . . 0.0 0 0. 0B bone oG]

nder penalties of perjury, dmeﬂm!hmsxam!nedmwﬁﬂmand.tomgbestofw tnig, correct, and complate.
loyse's signature
{Emmlgfombnotvaudwﬂassvnusig_nlt)rmuam;mm.zm Data » Mar 5, 2018

8 Emplmv‘sumamladdrass(Emp‘wmccmplcblineseandwm!yﬁandlngtoﬁwlm 9 Offioe cade {optiopal) | 10 Employer idenification number (EIN)

For Privacy Act and Paperwork Reduction Act Notice, ses page 2. Oat. No, 102200 Form W4 (2017)



————— e e

. DEPARTMENT wW-4M
& OF REVENUE N

2017 Minnesota Employee Withholding Allowance/Exemption Certificate

Employees

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

* Claim fewer Minnesota withholding allowances than your federal allowances

* Claim more than 10 Minnesota withholding ellowances

* Want additional Minnesota tax withheld from your pay each pay period

* Claim to be exempt from federal withholding or claim to be exempt from Minnesota withholding

Do nat complete this form if you ere olalming the same number of Minnesota allowances as federal and the number alaimed is 10 or less,

{ 4 Employes's firet name and inftial Lest name Employeo’s Social Senurity number
R Joshua mier 477173856
Pormanent address ois
540 west calms st ﬂ Singl: ertied, butegallysaparto: o
State ~ ZPcode Mamed
Ellsworth Wi 54011 K1 Marted, but withiold at higner Single rate

Employees: Read Instructions on baok, complete Section 1 OR Section 2, sign and give the campisted form to your employer.
{bo mmmmswonimawonzcommmmmmwm make the form invalld,)

[_ section 1~ Dstermining Minnesota allowances

Complete Section 1 If you olaim fawer Minnesota allowances than your federal allowances, AND/OR if you want additional Min-
nhesota withholding deductsd each pay period,

5
1 TotalnumberoffedwalaMncasclaimedonhderalFonnWA 5000000000000 500000 0000000 000000 1
5
2 TotalnumberofMlnnaaotaallawancas(lIne2oannatbemorathanllnel) R P | 5
3 AcldltlonalMlnnesolawfthholdmyouwantdedumdeachpaypaﬁod Tesrrcceeacirretncssinereere & S

%
%" [ seotion 2~ Exemption from Minnesota withholding

Complete Section 2 if you claim to be axempt from Minnesots income tax withholding (see Section 2 instructions for qualifica-
tons), if appilaable, check one box below to Indicate the reason why you belleve you are exempt:

2 g I mestthe requirements and claim exempt from both federal and Minnesota income tax withholding,

2% [T even though 1 did not claim exempt from federal withholding, | claim exempt from Minnesota withholding because | had o

5 f Minnesata Income tax llability last year, | regelved a refund of all Minnesota income tax withheld, AND | expect 1o have no Min-
nesota Income tax liability this year,

§ My spouse Is a military service member GBSlgﬂEd toa mwtary looation In Mlnneao_ta. my domiolle (legal realdence) is In another

| state.ANDlamlthnesotasolelytobewithmapouse.Mystateofdonﬂcﬂeis_Mlmm
£l E} 1am an American Indian fiving and working on a reservation.
: ["1am a member of the Minnesota National Buard or an active duty U.S. military member and claim exempt from Minnesota
withholding on my military pay,
I receive a military pension or other military retirement pay as calculated under Title 10, 1401 through 1444, 1447 through
1488, and 12733 and claim exempt from Minnesota withholding on this retirement pay.

1 1 cortify that all information provided In Section 1 OR Section 2 Is corract. | understand there is a $500 penalty for filing a false with-
% % halding allowange/exemption certificate.

Employes’s signature Date Mar 5’ 2018 Daytime phane
Employoes: Give the completad form 1o your employer,
Emplovers

if you are required to send a copy of this form to the Department of Revanue (see instructions), you must enter the amployer informatlon below
and mall this formto: Minnesota Revenue, Mail Station 6501, St. Paul, MN 56146-6501. (Incomplete forms are considered invalid.) A $50
penally may be assesaed for sach raquired Form W-4MN not filed with the department.

Keep a copy for your regords,
. E Y Nomo of employay Federal employer ID number (FEIN) Minnesata tax ID number
; E g Address City State ZIP code

$E f

mw.:mm Questions?  Wabsite: www.revenue.state.mn.us. Emall; wlthholdlng.tax@state.mn.ﬁs. Phone: 651-282-9889 or 1-800-657-3594.
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Employment Eligibility Verification ' USCIS

Form 1-9
Deqa‘rtmel!t of Homeland Securlty OMB No. 1615.0047
U.S. Citizenship and Immigration Services Explres 08/31/2019

P>START HERE: Read instructions sarefully

mmmmgmmmmmmmmmmmmmommm,
dudngmplsﬂondﬂﬂsmsnmbymmﬂahhformmﬂwwmpleﬁonomﬂsm

ANTI-DISCRIMINATION NOTICE: Itis flegal to discriminate against work-authorized Individuals, Employers CANNOT specify which

'Section 1. Employes Information and Attestation (Emplayees must eomplete and sign Section 1 of Foim -0 ng lotor

than the first day of employient, but not Befure accepting & fob offer.) R ] & _

Last Nama (Family Nams) First Name {Given Nams) Middle intial | Other Last Names Used ( any)
Mier Joshua jay None

Adtress (Straet Number and Nems) Apt. Number | City or Town State  |ZIP Code

540 west cairns st 3 Ellsworth Wi 54011

Dats af Birth (mmfidfyyyy) | U.S. Social Security Number | Employes's E-mall Addross Employes's Telephone Number

06291989 ﬂ?f;}s]‘ [‘] -] 'ﬂ |‘| Jmier3456@gmail.com 7158214167

1 am aware that foderal law provides for imprisonment andlor fines for false statements or use of false documents in
connection with the completion of this form.

1 attest, under penalty of perjury, that | am {check one of the following boxes):
1. A citizen of the United States
2. A noncitizen national of the Unitsd States (Ses Instrugtions)
% 9, A lawful permanent resident  (Allen Registration Number/USCIS Number): N/a

4. An alien authorizad to work  unfll (explration date, If applicable, mmiddlyyyy}: N i
Some allens may write “N/A" In the expiration date fisld, {See instructions) |
Alians authorized to work must pravide anly one of the following document numbers to complate Farm 19; QR Codo - Secton 1
An Allen Reglstration NumbsifUSCIS Number OR Form 1-64 Admission Numbear QR Forsign Passpart Neimber. | S Ve i e o
1. Allen Registration Number/USCIS Number: N/a
OR
2. Form 1-4 Admission Numbet: N/a
OR
3. Forelgn Passport Number: N/a
Country of lssuance; N/a
Signature of Employee é e Todey's Date (mmkidiyyy) \jay 5, 2018
mlarmars.w

[Breparer andlor Transiator Caa]maatfon {check one):

[ | did not use a preparer or transiator. A preparer{s) and/or Iranslator(s) assisted the empioyea In complating Section 1.

(Fiatds befow must be completed and signed when preperers and/or translatars assist an employee in cornpleting Section 1.)
1 attest, undar penalty of perjury, that | have assisted in the completion of Section 1 of this form and that to the best of my
knowiedge the information Is true and correct,

Slgnature of Preparer or Transiator Today's Date (mm/idyyy)
Last Name (Family Nams) First Name (Given Name)
Address (Sireet Number and Name) City or Town State  |ZIP Code

0' Employer Gompletes Nexi Page . g

Form I-9 0M17/17 N Page ! of 3



Employment Eligibility Verification USCIs

Form I-9
Department of Homeland Security s
USS. Citizenship and Immigration Services e U

/aection £. Employer or Authorlzed Reprasentative Review and Veri catlon

{{Employers or thew authonized repressntative must camplste ang 3ign Sealion 2 within 3 busmess days of the emplayee's firsi day of amploymient. You
must physisally examine one document from List A OR @ -combination of one do ent from Ligt B and ane document from List C as lisfed on the “Lists

Acceplabls Docupents.) / i
Employae info from 8sction 1 Lﬂ;i ‘:(F!; 5 "y

ListA
identity and Employment Authorization
;Eownmmme < Title T <

laawngAuﬂery g Aufio
|

{ Document Numbser Number,

Expiration Dais (F ey &ﬂTn Date {if anyjiamiccdiyyyy) Em%nmmm o,

\§ Vi E

| Document Title

Tesuing AThory Additional information covmme s | |
i'ﬁmumm Number

I"'éxpﬁu&n Date (7 any)(mmidalyyy)

i Document Titls B
Issuing Authonty
me
W a

on: | attest, undar panalty of perjury, that (1) | have examined the document(s) presentad by the above-named employse,
listad documant{s) appesr to be genuine and to mlaﬁamthaemployaammsd,and(&)bthe best of my knowledge the

alis authorized to work In the Unitsd States,
— of employmaent {mm/ddlyyyy):a %Los— /w)mmcﬂm for exemptions)

horized Re ve ) Totlay's Date (mmAiddyyy) | Jie of or Authorized Reprasentative |
. plo yep or Autiorized Representative | & lenysrorl\uﬁmrized Ropresentative | Employer's Business or Organizefion Name
YL AL
: foyeBu

A i
siness or Organizatinn Address (Slresi Number and Name) i City or Tawn lm ZIP Code

Section 3. Reverification and Rehires (To be completed and signed by smployer or authorized representative.) 2
ANew Nam (eblicalle) .~ i B Dato &f Réhice (f appioable)
Last Name (Famlly Name) First Name {Givan Name) Middte inftial | Date immrddiyyy)

L

PIOYaE BrEVIBLE G of eRBGya A SUNGTZBten Fas 3 07 ToRTT TSt SATaTAR
Pn_gﬁﬁwinwmehg}mam@%aibnmﬂw' e providpd below,  * L G, s : I
Dooument Title Document Mumber Explration Date (7 any) (mm/ddsyyy)

. IFiie emiployaé

| attest, under penalty of perjury, that to the best of my knowiedge, this employes Is authorized fo work in the United States, and If
the amployese prasantad document{s}, the document{s) | have examined appear o be genuine and fo ralata to the Individual,

Signatura of Emplaysr or Authorized Representative Today’s Date fmmiddyyyy) Nare of Empioyer or Authorized Represantative

Foun19 0717117 N Page 2 of 3






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, lawsults, 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: Joshia Jay Mier
First Middle (03 Last
none)
Other names used:
Current county of residence;
Current and former addresses;
12/18 current 540 west cairns st Ellsworth Wi 54011
from Mo/¥Yr to Mo/Yr Street City, State & Zip
01/2002 12/18 4550 cemtral ave ne lot 1255 columbia helghts mn 55421
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.

06291989 477173856
Date of birth Social security number
T220295932204 Joshia jay mier
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:

% Mar5, 2018

Signature Date




EMERGENCY CONTACT INFORMATION

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

Employee Name: Joshua mier
Address: 540 westcaims st Ellsworth Wi 54011
Home Phone; _7158214167

%&Y COﬁT 18

Plﬁm llst;txo peppla {ln prfaﬂty LEﬂ\’) wg‘o

gould be coﬂtacted.imcasa of'an emargeqﬁoy

Contact #1
Name: Jason mier

Relationship: grothar

Home Phone: 6123887854

Cell Phone:

Work Phone:

Contact #2

Name: Heather mier

Relationship: Sister in l[aw

Home Phone: 123861659

Cell Phone:

‘Work Phone:

Additional information you want Employer Solutions Staffing Group and our clients o 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 Aunthorization

EmployeeshavetheopﬁonofreceivingwagesbyDiremDepositandlorPaymll Debit Card.
If you do not provide & written election, wages will be paid by Payroll Debit Card.

S G LASIE BN ORIV FTOR
SEERONTE PANROEL ELEGE QR

| Direct Deposit (Plosse oomplete Sections 3 and S below)  Note Direct Deposit accounts may take up to 7 days to be activated,
D] Payrof Debit Card (Please completo Sections 4 znd S below)

SECHIONG 3 BIRECE BERPOSH

: Update Bank Acoount 1 understand and acknowledge that if | do not provide
B Tk Nome: voided check with this divect deposit form, I am

Q) Wells fargo responsible for any delays in payrall or extra costs

S Routing# 091000019 incurred if the acconnt number that I provide is incorrect,

N Account? 88763286637 ., Jm 03052018
— Initiel Date
Asoomt Type; [ 1] Checkingl L) Savingsl 111 Other

Tohclpmavnidmldngmmplmuﬂaohawpyofavnidedcbeck (a deposit slip will not work)
If you change banks, donotdosayourthmkamanymdwdepuﬂbsmdnmembmk.whiuhmaymknpaypedods.

SECTHEON L PAN ROLL BRI CART (GE DAL 6 s o Vi

Fedm-allawrem:ﬁesallﬁmdalWmmomw,mdnmmmtdmﬂuamhmmmmmhmm
requestaPayrollDebltCatdﬁrymmmmuﬁdaaﬂofﬁabﬂuwh;hhmaﬂouﬁnwﬂmﬂeﬁeﬂnmdﬂhsﬂnﬁmmﬁmﬁyymlf
yondnnntsnhmitaDimctDaposit/PaymllDabitCudAuﬂmbaﬂmBSSGvﬁﬂpmvideﬁunmmhﬁ:maﬁonmdimeywaPaymﬂDebh
%mmwamhywm&oﬁomﬁeﬁmcmmﬁmﬂmwukyoummﬂdeﬁmwﬁmidmﬂﬁcaﬁonhxﬁormaﬁonsoﬂwym
verify your identity.

onumﬁrﬁemuﬂngmdmmmmbu,ESSGdoumhwmwmhﬁmmﬁmnmﬂbngmn Debit Card account or
transanﬁons.Onyonrﬁratpayday,youwmmeaivayonrnew?aymchbitCard,andapanketominingallofﬂwmandoondiﬁons.Yonwill
thenaignacknowledgingthutyoumceivedthe?ayronDebitcsrdandpacketYomPaymnDehitCmdwinbemloadedmeauhpuydayyoumeive
Wages,

CARDHOLDER INFORMATION (as you want your Payrol]l Debit Card to bo issued)

FirstName jochya ML jay LastName \jjar Datz of Birth gg291089
Street Address (0 Box NOT ACCEPTABLE) 540 west calms st apt3 ' Social S%

€% Ellsworth Sue i | ZP ga011 Coll Phons (mablle) 1 20514167
RECEIPT OF PAYROLL DEBIT CARD (o be completed when you pick up your Payroll Debit Card)

Payroll Debit Card Routing # Payroll Debit Card Acoount

L 073972181 o B e
lhavemdvedmy?aymﬂDebkCﬂﬂ,wdomnebmdmpmmﬁas.pmmms.oondiﬂons,anddisclnmes.nywﬁvnﬁngmyl’ayron Dehit Card,
I am agresing to ﬂmpmgrmtums,eondiﬁuns,mddhdomﬁumhchdedmmdeavaﬂahhmmmﬁnemﬂmeﬁmmwﬁmﬁmﬁmI

authorize the financial institution to dchitmyPaymllDahﬁCndammnﬁrﬂwﬁesdmibedinﬁefecschedﬂeﬁntispmtofmepmmm

Employee’s Signature: i“‘"‘m‘“‘”ﬂ”w Date: 03/05/2018

SERRTORIZN FIOLN

Ssl. LAy 5

1 mmESSGmdMydepositmypeﬁodicmgadmnmmaﬁonpnymm net of required tax withholdings other required withholdings
or authorized deductions, into my account(s) as dﬁi@mdabowmmhﬁﬂmifnmmw,debhmmdmmmymdﬁmniu
made in error to my account(s). * E-mail is required for pay stub information,

“E-maik: Jmier3456@hotmail.com @

this information will anly be used to send your paystubs electronically
Mars5, 2018
Employee's Signature; : Date: X




S

employer solutions staffing group.

T ENT OF CONFID

This agreement made this 5 day of 201_%_7, 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.

%mﬁulbﬂaf&,?ﬂlﬂ)




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 minlmum 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 physiclan
cooperate with retumn to work planning and that you be released to return to work
at the earllest 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.

I have read my responsibilities and agree to abide by these guidelines.
Signed: oshusa mist (Mar 3, 2018)

Printed Name: Joshua mier




employer solutions staffing group..

Important/Importante
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. Ifthe 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

3i un cheque de pago se pierde (que falta, fuera de lugar, destruido, perdido en
el correo, etc), usted debe notificar a su reciutador 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,

8i 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 proporclionar una copia de la denuncia a su reclutador de personal que el
cheque fue robado. Si el cheque no ha sido cobrado y sl 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 letra de molde):  Joshua mier

SignaturelFinna: %




employer solutions staffing group..
ESSG WORKPLACE SAFETY POLICY

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

¢} Ensure that its clients provide you with a warkplace free from serious
recognized hazards and comply with standards, rules and regulations issued
under the OSH Act.

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

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

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

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

ESSG is committed to vigorously enforcing its OSHA Compliance Policy.

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

¢ Responsibility to work in compliance with OSHA laws and regulations

*» 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 mauner as required by the employer and use the
prescribed safety equipment.

You bave the following basic rights:

» Right to refuse unsafe work

* Right to Jmow or be informed about actual and potential dangera 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 groﬁ;u-.

o Right to request information about safoty and health hazards in the
workplace, appropriate precautions to take, and procedures to follow if
involved in an accident or exposed to hazardous substances

e Right to gain access to relevant personal exposure and medieal records.

You can have your name withheld from the host employer and any other entity, by
request, if you sign and file a written complaint. You can request to be advised of
OSHA actions regarding a complaint, and request an informal review of any
decision not to inspect the site or issue a citation, And, you can file a complaint if
you are punished or discriminated against for acting as a “whistleblower” under the
OBSH Act or 13 other federal statutes for which OSHA has jurisdiction, or for
refusing to work when faced withimminem;dangerofdeathorseriousinﬁuryand
thereisinsuﬂﬁenttimefarOSHAtoinspacl;. Retaliation or reprisal taken against
anyone who has expressed concern about workplace safety is illegal.

If you believe that your right to a safe workplace has been violated, you can make a
report to a manager of the host warksite employer and/or ESSG (by telephoning
952.836.1288/1.868.496.7578) and asking for the ESSG Safety Director. You can
also contact OSHA divectly 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.
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Acknowledgement of Receipt of Workplace Safety Policy

employer solutions staffing

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 952.885.1288/1.866.496.7578 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
952.885.1288/1.866.496.7578 in order to obtain assistance in the resolution of such
matters.

Employee Name (Please Print)

Joshua mier

Employee’s Signature:

Y — - Date: Mar 5, 2018




e 3850 Pre-Screening Notice and Certification Request for
(Rev. March 2016) the Work Opportunity Credit OMB No. 1645-1500
e Ravenun Servis” | > Infarmation about Form 8850 and it separste Instructions I at www.irs.gov/fonmassh,
Job applicant: Fill in the lines below and check any boxes that apply. Complete only this side.
Your name Joshua mier Soclal seourity number» 477173856

Street address whereyoulive 340 westcaimsst

City or town, state, and ZIP code Ellsworth Wi 54011
County Plerce Telephane number (198214167

if you are under age 40, enter your date of birth (month, day, year) 06291989

| [D Cheok hera if you received a conditional certification from the state workforce agency (SWA)ara ﬁm’ﬂclpatlng joosl agency
for the wark opportunity oredit.

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

. lamamemberofafarrmymathasmoeivadasslstanoeﬁ’omTempnraryAss!stanceforNeedyFammearl'ANF)foranys
months during the past 18 months.

. lamavetaranandamembewfafanﬂlymmvadSupplemanmlNuMﬂonAsslstanoergmm(SNAP)beneﬂtsﬂood
stamps) for at least a 3-month period during the past 18 months.

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

* 1am at least age 18 but not age 40 or older and | am a member of a family thet:
a. Recelved SNAP benefits {food stamps) for the past 8 months; or
b. Rescelved SNAP benefits {food stamps) for at least 8 of the past & months, butis no longer eligible to receive them.

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

. lmcaivedsupplementalsacuﬂtylncoms(BSl)benentsfofanymonmendtngdmmgmapastwdays.

* Iamaveta:anmdlwasunemployedforapeﬂodorpeﬂodstotaltngatleast4weeksbutlassthan6monthsduringma
past year,

3 EI Check here if you are a veteran and you were unemployed for a pariod or periods totaling at least 6 months during the past
yesar.

4 [ﬂ] Chack here if you are a veteran entitied to compensation for a service-conneotad disability and you were discharged or
released from active duty in the U.S, Armed Forces during the past year.

5 m:l 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 8 months during the past year,

6 [[J Check here if you are a member of a famlly that:
*» Recelved TANF paymants for at least the past 18 months; or
» Recsived TANF payments for any 18 months beginning after August 5, 1897, and the earllest 18-month period beginning
after August §, 1887, ended during the past 2 years; or

» Stopped heing eligible for TANF payments during the past 2 years because federal or state iaw limited the maximum time
thoge payments could be made.

7 El Check here if you are in a perlod of unemployment that is at lsast 27 conseoutive weska and for all or part of that period
you received unsmployment compensation.

Signature—All Appiicants Must Sign

Uncler peniaities of perjury, | declare that | gave the ahove Information to the smployer an or befora the day | was offered a job, and tis, tothe bast of my knowledge, trus,
carreat, and complets,

Job applivant’s signature > f‘whmwmws-m Date Mars5,2018

For Privacy Act and Paperwork Reduction Act Notics, see pags 2, Cat. No, 228511 Form 8850 (Rev. 8-2018)



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

EMPLOYER SECTION:
Client: Company:

Location: Position:

EMFLOYEE SECTION:

First Name: Last Name: Snffix; Street Address; City/State: Zip:
Joshua mier 540 west caimns st Ellsworth Wi 54011
S84 Date of Birth: Age: Have you worked for | If yes, location:

477173856 06/29/1989 27 “‘{,‘:ﬁ"é"’"’

Please complete all questions, and sign and date the form, Yes No

1. Have yon or has anyone living with yon mdvedTmpoqusﬁmnutoNeedyFamines(‘l‘ANF) QI @
at any time since August §, 19972 (ifyes, please provids information below.)
Name of the pereon recelving benefits: _____ Relationshiptoyou: _____
City: County: State:

2. Have you or has anyone living with you mcaivedFoodSumps(SNAP)atanyﬁmadnrhgthepntlSmonths? a
(If yes, pleass provids information below.) @

Name of the person receiving bensfits: ___ Relationshiptoyou: _____
City: County: State: _____
3. Have you recelved Supplemental Secarity Income (SSI) at any time within the past 3 months? g @

Please note, this is not the same as Social Security benefits (S8) or Social Security Disability (SSDI) benefits,
*}f 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 typs of you worked with and provide their Joation information below:
3 Vocstional Rehabilitation Agensy Dept. of Veterans Affuirs ] Bmployment Network (Ticket to Work Program)
Name of Agency: ____ Phomed:
‘b’ywchechdye:pleanpmvidcacopyquwﬁwhdlvﬁal?ork?hnmdmwWm*dammematim

5, Areyoua Veteran of the U.8, 'b')m,pleaaapmvideacopyqubD—?Mmdldlnrqfnpmmu
(If yes, please provide information bdow%mmnﬁmmqumﬁm#ﬁ.)
Dates of Service - From:
Branch of Servioe:
Anyauenﬁﬁedmormyouucdvhjgiompmaﬂonfnramﬂce-mmemddimbﬂky?

6. Have yon been unemployed at any time luring the last 12 months?
Ii'yes, dates of unemployment - From: To:
Did you receive unemployment compensation at any point during your imemployment?

If'yes, in which state did you receive nnemployment compensation? ___

7, Have you been convicted ofafelnnyoruleasodfrnmpﬁsonfnrafclunymnvlﬁnninﬂmpastlZmonﬂas?

Conviction Date: Release Date:

Wasthisa [ Pederal or [ State conviction? 1State - Connty:
v T ,“T;g. Q37T = ey

@

Q

Tor .

al QO pi©
Pl @ @ @

State:____
i A T B e Add}ﬁnﬁl‘l‘ni’c:é&m R e e e s RGP
TEC (Native American): Are you or your spouse a member of a Native Amerioan Tribe? O @
Xfyou checked pmwdeammaj'yow-mmcﬁ
CA Resldents: LUl Are you the child of foster parents? L] Do you receive CalWorks? (] Workforce Investment Act?

- Are you amigrant or seasonal farm worker? D Have you sver been convioted of a misdemesnor?
SCResidents: [3]Do you receive Family Independence Bensfits?

Under penaltes of ’SI% ﬂmnf:m%m be rue and the bext of my knaw,

ler penal perjury, re the i ve 0 46 tyue anc! accurate io the best of my knawledge, and 1 hereby anthorice any agency, organization, or
Individuals fo bmwhm?ﬁmdonor#fomwtmﬂmmaybcmddwdmmmtaxmmgﬂﬂwm v, employer represeniative (Associated
Wmm!r%amw,wﬂubmmqhbm W R

New Employee Signature: __ 20 < Date; Mar5, 2018

4
A
Lo ree]
]




oty
i - \"ﬁ U.S. Department Labor OMB Control No. 1205-0371
sy Cmployment and Training Administration Expiration Date: Januery 31, 2020

LONG-TERM UNEMPLOYMENT RECIPIENT SELF-ATTESTATION FORM
Work Opportunity Tax Credit (WOTC) Program

Instructions: This Self-Attestation Form (SAF) is to be completed, signed, and dated by the new hire only.
Employers or consultants submit this SAF to the State Workforce Agency with IRS Form 8850 or if filed
separately, with ETA Form 9061 (or ETA Form 9062) for each certification request filed for the new target

group
Under penalties of perjury, I declare that this infonnaﬁonish'ueandcmrecttothebestofmy
knowledge,

New Hire’s Signature: _%MLW Date Mar5,2018

New Hire Name; __Joshua mier

Social Security Number: 477173856
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
11/2017 .

(Enter start date)

Privay Act Nofice;
‘The Intemal Revenus Coda of 19886, Seotion 51, as amended and #ls enaciing legistaion, P.L, 104-188, speaify that the State Workforce Agencles ar the
*designaied® agencies responsible for administaring the WOTC cerfificalion procedures of this program. The Information you have provided compisting this

I D000 G 6O P TS YOS Gym b @ s 4 8 o PR TPy -—-cq—v--n-—u-—o-—uv—nw-u—..—u-—cu—uu—u-—u—u—u—u-—---—.-

Public Burden Statement;

117-

ETA Form 9175 (Rev. November 201 6)
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o
'\%b LEvirzpeng Reaoaster v g Changiag Morket

Notification of Minnesota La eguirement —

Unemployment Acknowledgement

According fo Minnesota Statuts section 268, 095, subdivision 2, paragraph (d), an
applicant who, within five calendar days afler completion of a sultable

Job assignment from a staffing service, (1) falls without good cause fo

affirmatively request an addftional suitable Job assignment, (2) refuses without good
cause an additional sultable job assignment offered, or (3) accepts employment with
the client of the staffing service, Is considersd to have quit employment.

This paregraph applies only if, at the time of beginning of employment with the stafiing
service, the applicant signed and was provided a copy of a separate documsnt writien
In clear and concise language that informed the applicant of this paragraph and that
unemployment benefits may be affected,

Itis your responsibility fo contact ESSG through Corporate Management Group (for
instance, by calling 303-820-1425 or using any other form of contaot) for additional
assignments. If you fail fo do so, it may affect your unemployment benefits.

| 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, m _ (Initial) '

;osbua Thier (Mar5, 2008) Mar 5, 2018

Employee Signature; Dats;
Joshua mier
Employes (please print your name hera)

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

~MN_02.2013



DRUG AND ALCOHOL
TESTING CONSENT FORM

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

2 | have read the entire contents of this policy and | am aware and fully
understand: (a) the policy and its contents; (b) what conduct the policy prohibits and the
consequences of slich conduct; (¢) 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, Inciuding 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 (biood,
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.

one

Individual's Name

Mar5, 2018
Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



