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EVerify

Case Verification Number: 2018235202309GE r.:.-

Report prepared: 08/23/2018

E-Verify Case Processing: View/Print Details
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Company Information P
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Company ID: 1284996 Company Name: E&Cﬁ% o {3% 4
Group f ,:l N D 5-,&!(:.

Client Company ID: 1284996 Client Company Name: ESSG - CopTae™
Management Group

Employee Information

Name: Justin Greenleen Date of Birth: 12/12/1996

U.S. Soclal Security Number; #9755 Employee's First Day of Employment: 08/23/2018

Citizenship Status: U.S. Citizen

Document information

List B Document: Driver's license or ID card issued by a U.S. state or outlying possession

Expiration Date: 12/12/2021

State: Minnesota

List C Document: Certificate of Report of Birth (DS 1350)

Case Information
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Current Case Resuit: Closed
Case Status: Employment Authorized

htips://everify.uscis.govic/cases/20 8235202308GE/view
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Case Submitted By: Rachel Prickett

Reason for Closure: Employment Authorized Auto
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PO Box 46270
Minneapolis, MN 55344--995¢
Tek: 952.835.1288

www.esgstaffingsolutions.com

New Hire Application
onal Data~—- PLEASE PRINT LEGIBLY IN INK

Lastﬂame_@%lgf First Name _ 3 USH i Middile :n:ﬂa:_@

All offers of smplovmant gre conditional upon satlsfacton RIooT of Identity and leaal ah
Arayoulegaﬂyauthoﬂzadtownrkintthrﬁbd&atesofAmerim? &@ves Cino
Applicant Cartification and Authorization

| undarstand that a comprahensive background check may be conducted to dstermine my eligibility for hire by certain clisnts of ESSG.
mismayincludebmtsnotﬂnﬁbdto. irwesﬂgaﬂonsofcrknhalandlormnvlcﬁonmrds.dﬂv records and/or a drug sereen test as
requirad by clisnts, govemment regulations or by ESSG poligles,

lremEssaandotharparsonaorentmesfmmanynialmsthatmigrnbebasedon ESSG\sdacislonmmnductabad(gmund chetk.
| certify statamemsmadainmyappﬂmﬁonareh’uaandaccurateandﬂtatlhavemtomlltadanyma!ariannrounaﬁonarpmvided

that all
false or misleading information. | understand that any material emission or misrepresentation will result in my disqualification from
consideration for employment or, if discovered after | begin employment, will result in my termi h

If hired, | agree 1o abide by the policies and procedures of E8SG.

A copy or facsimile {"fax") will be considered the same s an original signature, Emall will ONLY be used for employment carrespondence

For ESSG Office Use Only
DOH NHW —eeoeee, | 18 8850 w4 e
Emsrgency Cantact Info Background Reloase Form Background Resuits Unemployment Lettar ESC Application
{if applicable)
For ESSG Client Use
BOH e [ROP oo | WOIK Site Log, WeCoda,

ESSG- CMG-NSTW4 Rev, 042017



Employment Eligibllity Verification UsSCIs

Department of Homeland Security omgx‘i::l?bﬁw
U.S. Citizenship and Iromigration Sorvices Broires OR312019

P> START HERE: Read instructions carefully beforo somplsting this form, The instructions must he avallabls, sithar In paper or ¢lectronically,

during completion of this form, Employers aro tlable for emors in the completion of this form.

- Employee Information and Attestation {Employeas must
ihan the first day of employmant but not before aocspling a job offsr,)

Last Name (Family Name) ﬂ:j)mm:{mﬁahTWF“' ( Mideig Jnitial Jomer,v Used (Jany)
Gloegle shin |5
Address (8ireat

gomplete and sign Section 1.of Form -9 no later

Pumber end Name) ber SF: [V ZIP Code ]
Date of Eirth fmmAddsyyyy) U.8. Social Securty Number Employee's Talephone Numibar i

b 2 l
Eﬂ?%ﬂm_mm WSirgesatiee Ewnrlion _45]~785~972 |
| am aware faderal law provides for imprisonment and/er fines for faise statamonts or use of false documents in

connection with the completion of this form.
I attest, under penaity of perjury, that t am (check one of the foliowing boxes):
1. A citizan of the Unfied States

gz‘x;;;;&;;.;;;;m;m@mmmmw L h o
() 3. A lawhul permanent residont  (alon Registration Number/USCIS Number):
Q 4. An alien authorized to work unth (expiration date, # applicalis, mmiddiyyyy): o

Same allens may write "N/A” in the expiretion date fleld, (See instructions) B S TITEe F s

= . | QR Coun - Senion §

i e e e S
1. Allen Registration r\éu;memsscss Number: '

2. Form 1-94 Admissian Number:
OR

3. Foralgn Passport Numbar;
Country of issuance;

e ]

I did not use a preparer or transiator Q] A preparer(s) andlor translator(s) assisted the employee In completing Saction 1.
(Fields below must be completed and sighed when preparers and/or {ranslators assist an employse in completing Section 1.)

I attest, under panalty of perjury, that | have assistad in the completion of Section 1 of this form and that to the best my
knowledgae the information is trus and corract,

Signature of Preparer or Transiaior Totay's Date {mmfddyyvyj
Last Name {Family Mame) First Name (Given Name)
Address {Siraet Number end Name) Clty or Town Stats 2iP Code

@ Employer Completes Next Page @]
Form1-9 071717 N Page 1 of 3




Employment Eligibflity Verification USCIS

' Form 1-9
Department of Bomeland Security S
U.S. Citizenship aud Immigration Services OVIE No. 161501047

Expires 08312019
[Bectlion 3. Empioyer or Authorized ﬁepreééntaﬁve Review and Ve

rification
(Employers or their sutherized representative must complete and slgn Sectlon 2 within 3 business days of
must physically examine one decument from List A OR a combination of ane document from List 8
of Accapiable Documents ')

f the employss’s first day of amployment. You
and one dosument from Lsst C a5 listed on the "Lsts

[ Chlzenehiprimmigration Sizius |

Employes Info from Seotion 1 | [ 8T8

ListA
Idantity and Employment Authorization
Document Tile

Issuing Authorily
Document Number

ListC
Employment Authorizatidn

Expiralion Date {7 any kg anyirmm/ddlvyyy)

Dooument Title

(Tesong ALTory Additonal Information P2 R
[Dosument Numbsr

| Expiration Date (f any)mmiddiyyyy)

/ Document Titis

“Tsaiing Authorlly

( Expiration Dete (7 any) oimvdeyyy]

]

iiioalion: | attent, under panalty of parjury, that (1) | have examined the document{s) presented by the above.named amployee,
abdye-listed dmmww{s)appearbbagenulneandto Blats toﬂmeemployeenamed,andis)tothebestofmylmowladgethe
R [S\authorized to work In the Unitad States.

byqe's first day of employment _(mmlddlyyyy)g 3

£

/

! AN & l .

| Employer's Business or Organzzation Address (Streat Number and Name} | City ar Tawn Slare | 21p Code
{7480 FLYING CLOUD DRIVE SUITE 200 EDEN PRAIRIE | MN } 55344
Seetion 3. Reverification and Rehires (To be completed and signed by employer or authorized reprasentative }

A, New Name (if applicahic)

[B. Date of Rehre (7 appizabic)
Last Name (Family Name) Middie iniial | Date {mmidelyyyy)

| Employers Business or Organization Name _.
EMPLOVER S8OLUTIONS STAFFING GROUP LLC |

Firgt Name (Given Nama)

E‘. e empbyes s Rrovilis gram of employment authorization ha
aontnving employment authorization in the Space provided below.
Document Tille

s éxpifed, grovide e ivarnabon 161 Th6 doaurient oF reBaipT Jiat esfabiishes

| Bocument Number Expiration et {7 any) {mmideifyyyy)

1 attest, under penally of perjuty, that to the best of my knowjed
the employee presentad documentys), the document{g) | have

g6, this employee Is authorized to work in the United States, and if
Signature of Employer or Authorized Representative

examined appear to be genuineg and o relate to the individual,
Today's Oale (mmdatiyyyy) Neme of Employer or Authorized Representative

Form 19 971717 N Page 2 of 3



JUSTIN GERAL
1436 LAUREL AV
‘8T PAUL PA




CLASS: 0} - VALID SINGLE UNIT
LBS BVWR, ALL REGREATIONA

- ENDORSEMENTS: NONE

AND COMBINATIONS UP TO 26000

L & FARM VEH, (M.8. 171.08)

i IV

i gl



CERTIFICATE OF BIRTH

STATE FILE NUMBER  1996-MN-058230

FULL NAME JUSTIN GERALD GREENLEE

i DATE OF BIRTH DECEMBER 12, 1996
i TIME 09:05 AM
:’1 PLURALITY SINGLE (1)
b SEX MALE d
i PLACE OF BIRTH ST JOHNS REGIONAL HOSPITAL
k REDWING GOODHUE  MINNESOTA
L PARENT CAROL JEAN GREENLEE
{ NAME AT BIRTH KORTUS |

DATE OF BIRTH AUGUST 17, 1968
I PLACE OF BIRTH MINNESOTA
3; PARENT JEFF GLEN GREENLEE
‘3‘; DATE OF BIRTH OCTOBER 18, 1963

& PLACE OF BIRTH IOWA

g
' ANY AMENDMENT MADE PRIOR 7O 08/08/2000 FOR THIS RECORD IS NOT NOTED ON THIS CERTIIFICATE.

THIS IS A TRUE AND CORRECT RECORD OF BIRTH REGISTERED IN THE MINNESOTA OFFICE OF VITAL RECORDS.

lgl;%(gzierﬂﬁcate ID
ORTAmLAT
- 000128357

FILED: DECEMBER 23, 1996

MW@‘W

Molly Mulcahy Crawford
STATE REGISTRAR

ISSUED: SEPTEMBER 08,2014  DAKOTA COUNTY VITAL STATISTICS - HAST

THIS CERTIFICATION IS VALID ONLY WHEN REPRODUCED ON WATERMARKED SECURITY PAPER °
WITH A RAISED BORDER AND RAISFD STATE SEAL OF MINNESOTA ;

st et R i R e R




Form W-4 (2018)

Future devalopments. For the latest
information about any future developments
releted to Form W4, such as legialation
enacted after it was published, go to
www.irs.goviFormw4,
Pumosa.CompleteFomW-Aquyour
employer can withhold the comect federal
income tax from your pay. Consider
completing a new Form W-4 each year and
when your personal or financial situation
changss..

Mpmnhwnwmmldlng.voumay
o!almexempﬁonfromvvhholdlngforzma
i both of the following apply.

* For 2017 you had a right to a refund of al]
federal muometaxwrmhaldbeoausayou
had no tax liahiiity, and

* For 2018 you expect a refund of all
faderal income tax withheld because you
expect to have no tex fiabifity.

If you're examp?, aomplete anly lines 1,2,
3, 4, ant 7 and sign ths form to validats it.
Your exemptlon for 2018 expires February
18, 2019.8eePub.505.Tameholdlng
and Estimated Tax, to leam more ahout
whether you qualify for examption from
withholding.

General Instructions
it you aren’t exemnpt, follow the rest of
thesse instructions to determine the numbar
of withholding allowancas you should elaim
for withholding for 2018 and any additional
amount of tax to have withield. For regular
wagss, withholding must be basedon .
allowances ynu claimad and may not be a
fiat amount or peroentage of wages.

You can also use the calculator at
www.irs.gov/W4App to determine your
tax withholding mare acourately. Consider

» Whether you're entitied to claim a
subject to reviaw by the IRS. Your o

using this calaulator i you have a more
complicated tax situation, such as if you
haveawoﬂﬂngspouss,moraﬁmone;ob,
or a large amount of ronwage income
cutside of your job, After your Form W-4
takes effeot, you oan also use this
calculator to see how the amount of tax
you're having withheld compares to your
projected total tax for 2018, If you use the
calcuiator, you don't nesd to complete any
of the workshests for Form W-4.

Note that if you have too much tax
withheid, you will recaive a refund wien you
file your tax retumn. If you have too little tax
Mmhald,youwmowetaxwhenyoufﬂemr
taxretum.mdyuumigmoweapmny.
Fllers with multiple jobs or working
spouses. If you have more than ane job at
atime, or if yau're married and your
8poiiso Is also worlking, read all of the
Instructions including the instructions for
the Two-Eamers/Multipls Jaha Workshset
bsfore beginning.

Nonwage income, # you have a large
amount of nanwage incoms, such as
intarest or dividents, consider making
estimated tax payments using Form 1040»
ES, Estimated Tax for Individuals,
Otherwise, you might owe additiona) tax.
Or, you can use the Deductions,

&nd Other income Workshest
on page 3 or the caloulator at www.lrs.gov/
WaApp to make sure you have enough tax
withhe!d from your paycheck. if you have
pension or annuity Incoms, see Pub. 505 or
use the calculator at www.irs.govw/WeéApp
to find aut if you should adjust your
withholding an Form W-4 ar W~4P.
Nonresident alien. If you're a nonresident
allen, see Notice 1382, Supplemental Form

‘W-4 Instructions for Nonresident Aliens,

befars complsting this form,

mhmmdamtmmbmwm.xmmamemerm
Employee’s Withholding Allowance Certificate

contain number of allowances or examption from withholding is
mployor may bo required to sand a copy of this form to the IRS,

Specific Instructions

Personal Allowances Worksheet
Complste this workshest on page 3 first to
dstermine the number of withholding
allowanoes to claim. s

Line C. Hsad of household please note:
Qerierally, you can claim head of
housshold flling status on your tex return
only if you're unmarried and pay more than
§0% of the cosets of keaping up a home for
yoursolf and a qualitying individual, Ses
Pub. 801 for more Information about filing
status,

Line E, Child tax cradit. When you file
your tax ratumn, you might be eflgible to
clahnacrecﬁtforeaehofwurquamyhm
ohildren, To quallfy, the ahild must be
under age 17 as of Decomber 31 and must
bsyourdspendemwhotivaswlthyoufur
more than half the yesr. To leam mors
about this credt, ses Pub, 972, Child Tax
Cradit To reduce the tax withheld from
your pay by taking this credit into account,
follow the instructions on line E of the
warksheet, On the workshest you will be
asied about your total incomne, For this
Purposs, total income includes afl of your
wages and other incoms, including income
eamed by a spouse, during the year,

Line P, Credit for other dopendents,
When you file your tax return, you might be
eﬁglhletoclabnamdltfnraachofyour
dependsnts that don't qualily for the ohild
tex oredht, such as any depandent children
age 17 and older. To learn more about this
eredit, see Pub. 508, To reduce the tax
withheld from your pay by taking this oredit
into acoount, follow the Instructions on lins
F of the worksheet, On the worksheet, you
will be asked about your total income, For
this purposs, total income includes all of

OMB No. 1545.0074

2018

[2 Yoursonial security number

N22-3)-%35

e

(O Mertian () Maniod, but witnhoid 2t bghor Single rato.

| s({single
{ Elmarﬁedfmngecpmly, check "Maried, but withhold at higher Singls rate.”

Cily or town, siate, and ZIP cade

S Total number of aliowances you'ra clalming (from the appiicable

%— nzomrﬁmmmmj

5 4 nymmmmmmtmmmmshmoumwelalmmm

i nhenkhmvwmsuaumm-ﬂmhramlmemmm. »
workeheston the following pages) . . . 15|

6  Additional amount, If any, you want withheld from eaghpaychegk . . . . . .

7 !ctaimaxamptbnfmmwithholdlngforzma. andicertﬂythatlmaatbuuwﬂhefollovdngcandmonsforexampﬁon.3
* Last year | had a right to a refund of all fedaral income |
* This year | expect a rafund of all faderal income
ﬂynumaalhoﬂmonﬂiﬁous,wma“&empt"hafe. A g o

6§

e S

tax withheld beoause | had no tax lablity, and |
{ax withheld beoause 1 expect 1o have no tax liability, |
AL s oo M B

Under panalties of perjury, | decje that | have e

z‘ned this cerdificate and, to the best of my knowledge and belief, it is trus, cormeet, and complate.

‘Employee's signature :
{This form Is not valid unless gn it)» . Date b ﬁﬁz 2}/2033
8 d address (Em; baxes 8 and 10 7 sending 1o IR and ot |8 Firstd 1o i
B, O #ui 0FSomsine s mpucger, Comelelo bees 8and 10 sandio 1o 173 s commp e smploymy e Shostion
For Privacy Act and Paperwork Reduction Act Notice, ses page 4, Cat. No, 10220Q “Form W-4 2015



— .

S SRR AR °
Form A (rev. 03/2017) TAX CREDIT QUESTIONNAIRE . = | (o TAX
| Specialists ia Tax Crodit Samirisiration
EMPLOYER SECTION: -
* } Client: Company:
Location: Position: Starting Wage: $

EMPLOYEE SECTION:
First Name: Name: Suffix:

B il Ave St ol Borse | B0z

SS#: Date of Birth; Age: Have you worked foz 1f yes, location:
Mz2-31-9295 | (Z/iz/896 |1\ | gy ore
Please complete all questions, and sign and date the form. Yes No
1. Have you or has anyone living with you recelved Temporary Assistance to Needy Families (TANF) Q KR

at any time since Augnst 8, 19977 ryes, please provide information holow,)
Name of the persan receiving benafits: ~——— Relationshiptoyou: _____
City: County: ____ State: __

2. Have you or has anyons living with ou reseived Food Stam {SNAP) at any time during the 15 months?
ﬂfyu,*p?mwovidcm’;:maﬁmbglw:) o - - o i O &

Namnofthepmsonreoei\'h\gbunaﬁm: . Rellationshiptoyor, __

3. Haveyon received Supplemental Security Income (SSI) at any time within the past 3 months? & O
Please note, this is not the same a3 Social Sccurity benefits (SS) or Social Security Disability (SSDI) benefits,
*ifyou checked yes please provide a copy of vonar S5 dociumemation,

4, Hmymmhedanytypeof-mﬁonaluhabﬂhﬁmmﬂmwmmemmmn? & N
If yes, please indicate which typeofagancyyouworkedwiihandproﬁdeﬂwirlocaﬁon information belows
Voeational Rehabilitation Agency ﬂ Dept. of Veterans Affirs Employment Network (Ticket to Work Program)

Neme of Agency: ____ Phone&: ot
City: ____ County: State:
*if wou checleed yes pleaw provide a capy of your active Individual Work Plan and Ticket to Work documentation,

S Areyou s Veteran of the U.S, Military? *{fves, please provide a copy of your D214 and letter of separatian Y]
(Irycz Please provide saformation helow, :f“nlz p!e:yse continup tn’;{uenion ﬂb?m ) 4 O ‘
Dates of Service - From: —To: i
Branchof Servioes

Anmanﬁﬂedhormzonmh@gwmpmmﬁonforamwmdmmy? M

6. Bave you been uaemployed at any time doring the last 12 months?

1 yes, dates of unemployment - From: (Y/)6'T0: Preg.f
Did you recelve unemployment compensatioh at any point during your unemployment? O
Q

a———r

Ifyes, in which state did you receive unemiployment compensatiou? __

R A G

7. Have you been convicted of a felony or released from prison for a felony conviction in the past 12 monthg?
Conviction Datw: Relosse Date;
Was this & [ Fedaral or [ State conviction? 1£5tmts - County: State;
g e e Additional Tas Credits _ _
IEC (Native Americany Ave You ar your spouse 4 member of a Native American Tribe? O &
{yen checked ves please provide a copy of your CDIB card,
CA Residents: [T Are you the child of foster parexts? [T Do you receive CalWorks? [ Workforee Tavestment Act®

[T Are you u migoant ar seasonal fimm worker? [ Have you ever been convicted of a misdemeanor?
SC Residents; Do you receive Family Independence Benefits?

PLEASE READ, SIGN, AND DATE:
Under pevalries of perury, 1 declare the fyformation above to ba irue and accurate to Use best of my mowledge, and 1 hereby anthorize any agency, organtzation, or

dividuals vo supply such verification or dnfariation that may be needed 1o derermine tax aredit eligibility to my emplayer, emplover representative. Assouiates
Consultants, Inc. dba Retrsay), or she et of Labar,

LQNew Employee Signature; Date: _{ 2&2 4 32 ﬁ lﬁ




mi‘ DEPARTMENT W-4MN
OF REVENUE
2018 Minnesota Employee Withholding Allowance/Exemption Certificate

Employees

You must complete and glve this form to your employer if yov do any of the foliowing:

¢ Clalm tewer Minnesota withholding allowances than your fedaraf allowances

¢ Clain more than 10 Winnesota withholding aliowances

o Want edditional Mihnesota tax withheld from your pay eath pay period

* Claim to be exempt from faderal withholding ar cfaim to be examp? from Minnesota withholding

Do niot complets this form if you are claiming the same number of Minnesota aflowances s federal and thz number claimed is 15 or Jess,

fg;mm 0¢’s Sutkal Secudty siumbar

T e 5 e

Permanent addrers Mﬂg;rMI‘ d,b?!gg ﬂv L
Vot ally seperated: o
L @ Spouse i3z nonves dent alion

e S b codn Married
M MN___3507] Marrie, st withnold at igher Singdarote

Emp!oyaes:keaummmnsmback.eemglmsmn 1085euionz.sisnmdglvaﬂ:ecompleuadfamtoyouremplom {Do not complete
both Section 1 and Section 2. Compieting both sections will mala the form invafld.)

[} section 1 — Detarmining Minnusota allowsnces
Complete Section 1 if you clalm fewer Minnesota aliowances than your federal allowances, AND/OR I you want additiona! Minnesots withholg-

ing deducted each pay period.
1 Totalnumbsroffedmtalbwamda!madonfademlﬁmw-tt....................................:.
2 Tbm!numberothmasmaﬂomm{ﬁne.?mnatbﬁmnred:mﬂne!} SOCHBBB00600005G 00000660006 o) e
3 Adn‘lﬁunalMlnnesomwithholdlngyoumtdeduc&ndeachpaypeﬂod .............. B00EI000008060006 8 3 s

 Sectton2— Exemption from Minnesota withholding
Completa Sectian 2 # vou claim to be exempt fram Minnesot income tax withholding fsee Section 2 fnstructions for qucliications). if applicable,
check ane box balow to indicate the reason why you belleve you are exempts .

E I meet the requirements and clalm exempt from hoth federal and Minnssata income Y withholding,

Even though | did not clzim exempt from federal withholding, | ciaim exempt from Minnescta withholding because | hag no Minnesota
income tay; liability last year, | recaived a refund of afl Winnesots income tax withheld, AND 1 expect to hava no Minnesota lncome tax Hability
this veay,

Ej My spouse Is & military service member assigned to 8 military iocation in Minnesots, my domiclle {{egal residenca) is in another steza, AND
am in Minnesota salely to be with my spouse, My state of domicile is

Elamanl\merlcantnﬁ'nﬂvhxgamwoﬂdngonamsemﬁm
1 am a member of the Minnesata National Guard or an active duty J.S. military member and claim exemnpt from Minnesota withhoiding on
my miiitary pay.
irecelve 8 mifitary pension or other military retirement pay as caleuiatad under Title 10, 3401 through 1414, 1447 through 1485, and 12733
and clalm exempt from Minnesots withholding on this retirement pay.
1 ceriffy that all information pravided in Section 1 OR Section 2 is correct. { understand there is a $500 penalty for filing a false withholding allow-
ancefeemption certificate, .

i ,"4 Duto Daytiroe phone

A el 08/72 /2008 _ 451~ 7951922

Icvaes: Give the completed form to your amplover.

Employers

if you are required to send a copy of this form to the Department of Revanue fsee instructions}, you must enter the ernployer information below
and mail this form to: Minnesota Revenue, Mall Station 6501, 5t. Paul, MN 55146-6501. (incomplete forms are tonsidered Invalid.) A $50 penalty
mzy be assessed for each raquired Form W-SMIN not filed with the department.

iteep a copy for your records,

Nama of etnployer ;Paderak empicyar 1D humber{FEIN} Minnesoto @ {d aumber

Address Tty Stare ZPcode

Reedorn Questions?  Website: www.revenus, state.mn.us, Email: withholding. tex@®state.mn.us. Phone: 651-222-9999 or 1-800-657-3594.



EMPLOYER SOLUTIONS STAFFING GROUP
BACKGROUND CHECK AUTHORIZATION

ployee Name: QM.&'H UA) (’w@ ‘ p

{First) (Middle) (Last)

Former Name(s) and Dates Used:

Current Address Since: 7 LAUUEA [y Jl-(oul fare M
{Mo/¥r} {Street) (City) {State/Zip)
Previous Address From:
{Mo/Yr) {Street) (City) {State/Zip)
Previous Address From:
(Mo/Yr) {Street) {City) {State/Zip)
Social Security Number:_"l]]:ﬂ:izgi DOB; ﬂZﬂ‘Zl 1994
Phone Number: _é£1 ~745-9z2. |

Driver’s License Number/State:

The Information contained in this application Is correct to the best of my knowledge,

| 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. 1 understand that the scope of the consumer report/ investigative consumer
report may include, but is not limited to the following areas: verification of social security number; credit reports,
current and previous residences; employment history, education background, character references; drug testing, civil
and criminal history records from any criminal Justice agency in any or all federal, state, county jurisdictions; driving
records, birth records, and any other public records.

I further authorize any individual, company, firm, corporation, or public agency to divuige any and all information, verbal
or written, pertaining to me, to Employer Solutions Staffing Group, LLC or its agents. | further authorize the complete
release of any records or data pertalning 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 fram this authorization in a confidential
manner in order to protect the applicants personal Information, including, but not imited to, addresses, social security

umbers, and dgtes of birth.
s Date: OB/ 22/ 70
VEHEESY

Please check the box below if you wish to receive a copy of a consumer report that is requested,
[Bl# 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 Nome: _QUstin, € Gipeales

nowres: W3 laupd Pve  Shpd Bk Ssol

Home Phone: 451 — 7951922

EMERGENCY CONTACTS
Please list two people (in priority order) who could be contacted in case of an emergency
Contact #1 Home Phone:

e Jeff Creylec Call Phone: 5|~ 235-384Y
Relationship: FQ‘J\'W Work Phone:

Contact 2 Home Phone:
Name: Cell Phone:
Relationship: Work Phone:

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

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



This agreement made thi day of_K 20?{. between
Employer Solutions Staffing Group LLC, hereinaftbr 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
resuit to the employer from a violation of any of the provisions hereof, the
employee agrees to pay to the employer the sum of $1 0,000 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.

v

ée Signature

Employer Solutions Staffing Group LLC, Representative
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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 disabllity 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 retur to work planning and that you be released to return to work
at the eariiest appropriate time.

immediately following your appointment, provide a copy of the report to the
designated employer reprasentative. 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
retumn 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 e I iatelv of any new injuries or conditions that im
your physical copdition.

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 physiclan must compiete a
Report of Workability.
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Important/Importante
LOST OR STOLEN PAYCHECKS

If @ paycheck Is lost (missing, misplaced, destroyed, lost in the mail, etc.), you
must notify your staffing recrulter 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-lssue the check to you, deducting a fee of betwesn $25-335.

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

St un cheque de pago se plerde (que faita, fuera de lugar, destruido, perdido en

e correo, efc), yetsddebe nolificar a su reclutador de personal que el cheque no
RECniEr. Pugde verificar que el cheque no ha sido cobrado,

ESSG sefdetendrénel cheque e pago y resmitir el cheque a usted, descontando

Si su cheque ds pago Tu Tobado, primero debe denunciar ef rebo a la policia
entes de que podamos volver a emitir el cheque. Una vez hecho esto, usted
debe proporclonar una copia de la denuncia a su reciutador de personal que el
cheque fue robado. Si el cheque no ha sido cobrado y si la pérdida del cheque
no fus su culpa, ESSG emitira un nuevo cheque y no hay cuota se deducira.

ACREED/SE ACUERDA—
—S%Namemombre (con letra de molde):

Justh  Greenlec
Signature/Firma:

Gt ol
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ESSG WORKPLACE SAFETY POLICY

It is ESS@’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 sericus
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
uecessary 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 Compliancs Policy.

To help ensurs 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 manner as required by the employer and use the
prescribed safety equipment,

You have the following basic rights:

e Right to refuse unsafe work

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

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



errployer sohuions stafing eroun..

b

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

» Right to gain access to relevant personal exposure and medical records.

You can have your name withheld from the host employer and any other entity, by
request, if you sign and file a written complaint. You can request to be advised of
OSHA actions regarding a complaint, and request an informal review of any
decision not to inspect the site or issue a citation. And, you can file a complaint if
you are punished or discriminated against for acting as a "whistleblower” under the
OSH Act or 13 other federal statutes for which OSHA has jurisdiction, or for
refusing to work when faced with imminent danger of death or serious injury and
there is insufficient time for OSHA to inspect. Retaliation or reprisal taken against
anyone who hae expressed concern about warkplace 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 worksite employer and/or ESSG (by telephoning
262.835,1288/1.866.496.7578) and asking for the ESSG Safety Director. You can
also contact OSHA directly with any concern. ESSG recognizes the serious nature
of ensuring workplace safety will endeavor to protect any employee who may bave
been subjected to unsafe or hazardous worksite conditions.



Acknowledgement of Receipt of Workplace Safety Policy

I certify that I have received a copy of Employer Solutions Staffing Group’s ESSG
WOREKPLACE 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
952.835.1288/1.866.496.7578 in order to obtain assistance in the resolution of such
matters.

Employee Name (Please Print)

o dusth  Gralec

Date:_%l.ZZ[.Zmﬁ




Pre-Screening Notice and Cerilfication Request for
the Work Opportunity Credit

QMB Na. 1645-15CD

sraemddmswhmyounva M [gm[ ‘ﬁvc_

City or town, state, and ZIP code ﬁ; Pg”] ek o071
County JA@M&M Teipronemumber 5] 795 |97z

1t you are under age 40, entar your date of birth {month, day, yean) \*L

1 Eﬂ] Gheokhereifyouracalvedacondittonalceﬁiﬂoaﬂonfmmtheamewoﬂdomagemy(SWA)waparﬁcipaﬁngbwagency
for the work opportunity credit.

2 checkhereitwofmeioﬂowmmtsapplytoyw. :

. lamamemberofafamllythathasmelvedasslstamefmmTempmyAaa!stancefurNeedyFamiﬁes[l'ANF)foranya
months during the past 18 months.

. iamavetaranandamemberafafamﬂyﬂmtrecelvedSupplememalNumonAssMoergmmisNAP)benm(food
starnps)foratleasta%mrﬁhpaﬂoddumgthepaatwmonms.

® | was refetred hsrebyarrahabmhﬂonagencyappmvad by the state, an employment network under tha Ticket to Work
pragram, or the Department of Vaterans Affalrs,

. lamatleastagewaautuotageworolderandlamamemberofafmllyﬂaat:
a.%celvedSNAPbmeﬁta(foodsbmpﬂtorﬂtapastSmonthq;or
b.RacalvadsNAPbenaﬁb(foodstamps)foratleaswofmapaswmomha,bmisnolormereﬁglblamreoefvethem

L Dwmgthepastyear,lwascnn\ﬂmaofafe!unyorraiemdfrompﬁsonfwafshny.

U lreoervedsupplamentalsewﬂwtnuome(ssobaneﬂtsforanymonﬂ:endmg during the past 60 days.

e lamavetermandlwastmemp!oyedforapemodorpedodstma‘nngatlaw4wmbmlessthanBmonmadurhgiha
past year.

Cheokheralfyouaraaveteranandyouweraunsmployedforaperlodorpertodstotallngat?eastamomhsduﬂngthepast
year. s

@

Check here if you are a veteran entitied to compensation for a service-connected disabllity and you wera discharged or
released from active duty in the U.8. Armed Forces during the past year,

o

8 [ﬂ Check here if you are a veteran entitled to compengation for a senvice-connected disahility and you were unamployed for a
period or periods totaling at least 8 months during the past year.

-]

Chack here if you are @ mamber of a family that:
*» Received TANF payments for at least the past 18 months; or
* Receivad TANF payments for any 18 months beginning atter August 5, 1887, and the earliest 18-month period beginning
after August §, 1997, ended during the past 2 years; or
* Stopped being sligible for TANF payments during the past 2 years beoause federal or stata law limited the maximum time
thoss payments could be mads,

~

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

Signature—All Appiioants Must Sign
Under penalties of perjury, | declere that ) gava the above infermation to the anployer on or befors the day | was offered a Job, and itIs, to the hest of my knowledge, trus,
somrest, and gompleta,

&Q Job applicant’s signature

For Privacy Act and Paperwork Red page2. Cat, No, 228511 Form {Rev. 3-2016)




U.S. Department Labor OMB Control No. 1205-0371
Employment and Training Administration Explration 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
separately, with ETA Form 9061 (or ETA Form 9062) for each certification request filed for the new target
group.

Under penalties of perjury, 1 declare that this information is true and correct to the best of my
knowledge.

New Hire’s Signature: Ui Vb, (14 Date :
New Hire Name: J
Socfal Security Number:

Employer Name:

A

MO LS

Please check the statements below if they apply to you.

1  1declare 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,

O  1dedare that | have been 1n a period of unemployment since

(Enter start date)

Frivacy Act Nofice: : .
memmalﬂavanuecodaof19&8.8mﬂnq51.asanmuandﬂsenawug legislation, PL, 1M-1&.Mﬂmme&abwmmnﬁasmﬂm

Fammmndmmumdtommndmmbw)bcﬁmoﬂm‘omﬁmumm itdisplys a cumently valid OM B control number. Respandents’ bfigafiontn
completa s form is required fooblain or tetain benelis {P.L. 111<5). Public rapewting burden Isaﬂmatediommge‘l@mluumperrsspam. inclnding the
mwmwmmmgmmmmmmmmmmmmmmgammmwaconmof
1Mm8aﬂmmhrmﬂm%hﬂmesﬁmﬁemmauaﬂemmfhm Qivision of National Programs Toals Technicat Assistanoe,
Roam C-4610, Wastington, D.C. 20210 (Paperwork Redution Prolzot 1208.0371), Please gonot subnit conplated forms to 55 address,

117-

ETA Form 8176 (Rev, November 201 8)
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Direct Deposit/Payroll Debit Card Authorization

Employecs huve the option of receiviag wuges by Direet Deposit and/or Payrol? Debit Card,
If you do not nrovide o wiitten eluction wages will be paid by Peyrofl Debit Cord.
FSECTION | ERASHE INEOIMATION _
| Bmploveg Nony ) SSNY: (st 4 dighs)
»iIN el (> Eenter i
) ELECTION

Effoctive Dite

a

X | Paper Check fOprion available to GA NH and WNY residents only)
A

pier L)irec l'a:.,”

accotuts may take up to 7 days to be g ."'"""‘
lnndwnndaudaclmowledgaﬂmmdonotmvldea
volded check with this direct deposit form, 1 am
rusponsible for any delays in payrall or extra costs
Incurndﬂﬁxeamnmmmbuﬂmlmvmemmmm |

Account Tvpe: [ Che Indtial Date

To help usavaidma!dnganm.pleascamxwhucopyora woided chock. (a deposit stip will net work)
. “l!‘ytmchmgalsanl‘s,thmmdomyonwldbmvkammumﬂmdhwdmﬁtimsumdmﬂmwwhmk.wlﬁch muy tgke 2 pay periods.

Bmcptforthemuﬁngandacwummmbmﬂsscdoasmhmmto
uunsucﬁun&Onyourﬁmpuyday.youwinwnyommeaymchthnm,mdapwmcuminingand:heummdmdhimYonwill
thmsignacknowledgingthMyunmdvedmaPaymnDebitCmﬂandpackct.‘l‘ourPayronDebitCardwmbe

any irformation vegarding your Payroll Debit Card sccount ar

reloaded on each payday you receive

) e .

CARDHOLDER INFORMATION {as wou want whﬁﬁ Debit Card o be ismuod)

First Nome M1 Last Name ; Date of Birth

Steeet Address 0o noXNOT ACCERTABLE) | Soctal Scourttys
| City St Zip | Clil Phonc tmobils)

i

| RECEIPT OF PAYROLL DEBIT CARD (to be completod when yon plck up vour Payroll Dubit Curd)
! Payroll Debit Card Routing # { Payroll Debit Card Accoum ¥

1 have reeaived my Pavrofl Dehil Card, welcome brochnry, progrum fues. program temas, conditiogs.
J ern agrocing 1o the program torms, conditons, ard disclosures thut are included or mrade

{authorize the financial fnstitmion fo debit oy Payrolt Debit Card secowt for the foas ¢
conditions, and disclosnmex,

and disclosures, By activating niy Payroll Debit Card,
available to me rom time 1o thme fom ihs Auencial mstittion. |
etctibed in the foe sohedrile that is parlafthe program temms,

Employse’s Signature; . \ s
SECTION' S © AUTIHORIZATION _
T authorize ESSG 0 directly deposit my periodic: wages‘compensation pawnents, net of required tax withholdings, other required withholdings
or anthorized deductions, into my accomm(s) as designated above and to initlate, if necessary, debit entriss and adhustnentsfor any credit entries |
mede it error 1 My secount(s), * E-mail is required for pay stub information,

tizls information will only be used to send your paystubs electronically
Erployee’s Signature: Date;

*E-mails @ ’
|
|




DRUG AND ALCOHOL
TESTING CONSENT FORM

1. | have been allowed to read and inspectawriuencopyofESSGpollcyon
drugs and alcohol.

2. lhavereadﬂweenﬁrecontentsofthispollcyandlamawareandfuﬂy
understand: (a) the policy and its contents; (b) what conduct the policy prohibits and the
consegquences of such 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 personne! action, including my termination from employment with ESSG. |
undsrstand that this policy in any form, and any employes 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 persans 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 selscted 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.

JJ&'&_G@LW“

{ndividuaFP's Name
09/2z 12018
Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10
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Please Select Deslred Coverage:
El Employee Only - Emplovee+Spouse - Employee+Child({ren) - Famity -
$24.00/Week $38.00/Weaek $358.00/\Week $63.00Week
RIS :
SocmiSanstyd | apmpa | B Relstionchip.
: Hale Sr Thald
TG s ~ e NamE _ E Somals awm,‘mﬁ‘.&,ﬁ;ﬂ.
Szoial Securly# Sitoa | Sen ] Mdgﬁgﬂp 0
= ; | Spouse | | chiss
T e g o By
Cependsar - : T T . L PIERR
Socly! Seeuntly# Birth Dato. i 8ax I Re?sl iﬂmhip
D Malo '! Sponse D mmD

{NAME OF PERSON COF ERED (FIRST. LAST):

EFF, DATE

,a {Fapioyrs Adandaiperic ol zod faditeatiune | horeby apply for the group deacfitls) es indicated, § acknowledge that afl entrles are true and complete and thit
f any misstatemants or faflure o report information may b9 used a5 the besls for canceliation of coverage for mp ang my dependent!s), 5t any, from the onginal
effective date, Further, | awthorice my employer to make the necessary payrol} sleduntion of Premiums for coverages | have elevted,

IF ENROLLING - YOU MUST SIGN HERE

Employan Sigrature
EFPLOVEE R DEQLINES
lmmwmalmdhtwmmmmﬁmmwmmm and desire fo partiolpate in the plan at a later aate, e may ha considered 8 late enrnlies and
must mast the reaniraments dsafinart in the Corfificate of Caverage for the company's medica) or denta) I § docling enmyoliman for nyself ar my dopandants
{including my spouss) hosauge of gther goverage, 1 may, In futuso bo ahls to aaroll myseifor my dopsndapie In this plan, provided § requast enrofiment within 8¢
cays after

the other coverags ends. In eddition, if anew depandant relationship forms as a result of marriaga, birth, adopiion, plasement for adoptian of parting sult
otadopiion, { may be ahizto enmll yaeif or my cdependont, providod T raquest enraliment within 31 days ofthe svent, .

IF DECLINING- YOU MUST SIGN HERE
% -%J& wn OBILL 17008

Employer Boiufions Saffing Croup Health Banafits Teem
PO Box ¢8270
Minneapolis, MN 55344
Phone; 952-787-8513 Fax: 852-767-6516
Email: Health@employersolutionsgroup.com

Data

Emainyeo Signature

v



Fixed Indemnity Medical Benefits_Plan 2

VI ... BISSOTESGA OFFCEUSEONY  LCCATION, frsben T

e * @rons cnm ' e et oy —

S el AN L b ARt 4y b g c g

ENROLLMENT FORM : ESC CUBINAC-VNY P17 v78.2
LN GRS PRINT USING BLACK ar BLU INK (Wiuss Be Filed O

| GO s FilledQug)
Nemez Sosial Sscurity # Fonve Phone 2 -
‘\,\ g Y *e’DiE]i F :D
Ac'-:fres:) i fenlec %77'35*9’7% {sl 295 7 ',z‘@—,. 2
434 lauy Ave - '

Ci " N Sten z : Date of Bir
ot fasl fark "My R

B TR PO RS, SPi - T TR e st e et 8 R v v oe Aoy o

PRI — — . 1 tae o

S el @.‘:'S’SNE.W?B! Plessecontiove,

K rsuranse Claim Nambaer {HICN) Mediczre Efective Dt

Madicars “p3

Nemz of Covered Parson fsk:
i 2. 3

LR AR ' e Payroll Declucted Weekly Rates

2 coverage lavel bafore any benafis in Section C. Your coverage level for the all benelits in Saction € will be
idsnticel. The Finad Ingemnity Medice! Plan, Cental Plan, Term s Pian, and Short-Term Disability plzms are undanvritten by BCS
Insurance Corrgany. The Vision pien s underwritien by Companicn Life lvsuranse Cempany,

FIXED INDEMNITY ‘ { SHORFTERM
SELECT COVERAGE LEVEL MEDICAL 1 BENTAL | wiSiON | TERM UFE DISABILITY 2

Erplope Oty O] | s202s $6.17 || S242 T s0e0 .| sz L
Empleyee = 1 O] $41.10 $1226 | a9 $0.50 -
Employee = Family $54.58 $20.26 $6.56 $1.20

NOmAL;.Smeﬁts@ @Y&@No Yesi\o Ys!No igYes@No YesNo

“This coverags is not evaileble % residents of N, M, or PR. *STD is net availeble 1o persons whe wark in CA, Hi, NJ, NY, e R,

Far Tern Life / Acridental Death & Sismemberment, plesse write in your beneficiary information. Accidental Desth &
Dismemberment is part of the Term Life Benefit,

Nema Relationship

’. A (7S e B 0 4 AR e b e b o 4% YO B v

| Daj’e f 3iﬂhD ﬁ@;ﬁ::j Child D Pomestiz Parter
Name P Da;e 3? BWWD E]:I };Z:i:haa Child [ Domestic Partner
Neme Sceial Securiv # Dafxe c;f Birehljb %!2::2% ;:h;!é Gt s
Nama P Saciity 8 De::’e 3{ amhnﬁ E‘;;zz?[] chisld] Demestic Pariner

Nemes | Scoial Securly &

L 2 T

e EOURE SICNTU SLYOU MUST SIGN AND DATE, EVEN ¥ YOU DECLINE COVRRAGE "

 have read the benefit packet ane undersiand pe imitatiors. | urdestand that open grrollment is enly available ior
& limited time and | undanstand thes reeking no benefit selection is

he ecliration ohcovergga,
pae 08./22/2018  msovawre g MML -

*This Plan DOES NOT Alleviate the Individual ManJate Penalty*

L T

This 1= an Sssenval Sra®OARE Enroliment Farm



