; SENSITIVE BUT UNCLASSIFIED

Page | of 2

Departmer:lt of Homeland Security Report Prepared: 04/30/2012
E-Verify Page: 1 of 1

| Case Verification Number: 2012121152547RH
Case lnfor:fnation:

Employee lnft.%prmation:

Last Name: ; Johnson First Name: Jamaal
Middle Initial;; Maiden Name:

Social Securityl Number: *EE K% 5044 Date of Birth; 05/12/1979
Citizenship Status: A citizen of the United States

Dacument lnfbrmation:

: Driver's license or ID card issued by a U.S.
slate or outlying possession .
Document Name: Driver's license Document State: Tennessee

Driver’s License or ID Card Document Expiration Date:  05/12/2014

List B Document; List C Document: Social Security Card

Number:

Alien Number: [-94 Number:

Additional Information:

Hire Date: ' 04/30/2012 Employer Case 1D);

Three-Day Rule Reason: Three-Day Rule - Other:

Submitted By:* KSIK1977 Submitted On; 04/30/2012

Initial Casé Result:

Case Result: Employment Authorized

Employee Referred to SSA:

Referred By: - Referred On:

Case Result from SSA (after SSA Tentative Nonconfirmation):

Case Result; Response Date:

Resubmitted to SSA (after Review and Update Employee Data):

Last Name: First Name;
Middle Initial: Muaiden Name:
Social Security Number: Date of Birth:
Resubmitted By: Resubmitted On;

Case Result from SSA (after Resubmission):

Case Result:
|

Request Name Review:

Comments:
Submitted By: Submitted On:

Case Result from DHS (after DHS Verification in Process):

Case Result: - Response Date:

Employee Referred to DHS:

Referred By: | ‘ Referred On:

Case Result from DHS {after DHS Tentative Nonconfirmation):

Case Result: Response Date:

Photo Matching Results:

Determination;

Employee Referred to DHS (Additional):

https://e-verity.uscis.gov/emp/BpCaseDetailsLetter.aspx ?Case VerNum=2012121152547RH

4/30/2012



Page 2 of 2

Referred By: Referred On;

Case Result from DHS (after Additional DHS Tentative Nonconfirmation):
Case Result: Response Date:

Case Closure:

Closure Statement: The employes continues to work for the employer after receiving an Employment Autherized result.
Closed By: | KSIK1977 Closed On: 04/30/2012

SENSITIVE BUT UNCLASSIFIED

hitps://e-verify.uscis.gov/emp/BpCaseDetailsLetter.aspx?Case VerNum=2012121152547RH 4/30/2012






Employer

Solutions 7301 Ohms Lane / Suite 405

Staifing ] o Edina, MN 55439
Group LLC New Hire Application T:952.835.1288 / F:952.835.488]

Personal Data--

—_— R
l.ast Name lt‘) L\f\ 5@!\ First Name ‘\szmda / Middle Initial I

StreetAddress! /0g /\47-47 57[("6‘8‘1( wa 4‘94 3/

PLEASE PRINT LEGIBLY IN INK

City/State/Zip ‘ ‘_ j’)'(,ﬁ_s-f-fr‘ 4 ﬂﬂIU ¥ 5 ‘quL/
Home Phone 6I7735 @7 /“‘ @9% Cell / Message Phone
CompanylEmpI;oyer € 8%67

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

Are you legally authorized to work in the United States of America? gYES OwNo
' Applicant Certification and Authorization

| autharize Employirer Solutions Staffing Group (ESSG) to use the information and statements contained in this application to determine my
qualifications for employment. | authorize ESSG to make inquiries of my former employers, except as indicated in this application,
regarding my previous duties, responsibilities, performance, compensation and eligibility for rehire.

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

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

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

If hired, 1 agree tojabide by the policies and procedures of ESSG.

/\je:maa/ ja’)n S8

Y-35- 20/2

Name (Print or type) Date
i
A copy or facsirﬁile will be considered the same as an original signature.
I
|
For ESSG Office Use Only
DOH i NHW -9 8850 w4
|
Emergency Contact Info | Background Release Form Background Results 5 Day Letter ESC Application
i (If applicable)

ESSG . Rev. 05/2011



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

Name:/-)’&m =aY / ’\jz%n Vil
Address:_ /0§ /G.ﬂ’ Steed 5. . f’(b( l-mf)-[z'fr, Y718 V. 55?(59/
Home iPhone: 0733 47/‘ éD ?9/5\- /4;04 .‘_5'/

l
1
|
|
|

Person(s) to contact in case of an emergency on the job (in order of preference):

1. éName: Nﬂ‘lﬁ“;/’?q grry
EPhone(work): @/9\) 797%- 024/

l Phone (home).

2. éName: 5’0&:’&(’&‘ Sm‘r-?éé
%Phone (work): (773) 565~ /975
Phone (home): (70%) Y39 éég7

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




Employer
Solutions
Staffing
Group LLC

 INJURY MANAGEMENT PROGRAM

Injured Worker’s Responsibilities

Emﬁnloyges are required to report all job-related injuries to your Manager or
Human Resources immediately after the occurrence. The Manager along with
the Employee will conduct an accident investigation. Human Resources or the
Manager may provide first aid treatment. 1f your injury needs to be seen by a
medical provider:

1. A medical referral form must be picked up from the Human Resources
or the Manager to take along to the medical provider before each medical
visit (except for emergencies).

2. 'I'he completed medical referral form must be returned immediately to
the Human Resources after the medical provider’s visit along with the date
and time of next appointment, ‘

3. Any change in attending medical providers must be approved by the
Insurance Carrier or coordinated with the Human Resources.

If y(:>urjob assignment aggravates an already existing physical condition, notify
your immediate Manager and Human Resources. A review of your job
assignment will be made. ‘

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
restlrictions imposed as a result of your injury will be accommodated.

|

RESPONSIBILITIES OF THE INJURED WORKER:

MirInesota 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
carfa provider.



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

Obtlain 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 retum to work planning and that you be released to return to work
- at trie earliest appropriate time.

imrr{edlately following your appomtment provide a copy of the report to the
desngnated employer representative. You should deliver this in person so that
changes in work restrictions may be addressed and any questlons 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.

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

|
Notify your employer immediately of any new injuries or conditions that impact
you'r physical condition.
If it 15 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
compensatlon for the time away from work. The physician must complete a
Re;?ort of Workability.

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

S|g1ned

Pnnted Name: lgm [ L. \_\hﬁn‘ﬁeﬂ




Form \M-4 (2012)

Purpose. Complete Form W-4 so that your
employer can wnhhold the correct federal income
tax from your pay. Consider completing a new Farm
W-4 each year anjwhen yeur personal or financial

situation changes.

Exemption from withholding. If you are exempt,
complete onby Imés 1,2, 3, 4, and 7 and sign the
form to validate it. Your exemption for 2012 expires
February 18, 201BTSee Pub. 505, Tax Withholding
and Estimated Tax!

Note. If another person can claim you as a
dependent on his or her tax cetum, you cannot claim
exemption from withholding if your income exceeds
$950 and Includes nore than $300 of unearned
income (for examplla interest and dividends).

Basic instructlons. If you are not exempt, complete
the Personal Allowances Worksheet below. The
worksheets on page 2 further adjust your
withhelding allowances based on itemized
deductions, certain credits, adjustments to income,
or two-earners/multiple jobs situations.

Complete all worksheets that apply. However, you
may claim fewer (or zero} allowances. For regular
wages, withholding must be based on allowances
you claimed and may not be a flat amount or
percentage of wages.

Head of household. Generally, you can claim head
of household filing status on your tax return only if
you are unmarried and pay more than 50% of the
costs of keeping up a home for yourself and your
dependent(s} or other qualifying individuals. See
Pub. 501, Exemptions, Standard Deduction, and
Filing Information, for information.

Tax credits. You can take projected tax credits into
account in figuring your allowable number of
withhelding allowances. Credits for child or
dependent care expenses and the child tax credit
may be claimed using the Personal Allowances
Worksheet below. See Pub. 505 for information on
converting your other credits into withholding
allowances.

Nonwage income. If you have a large amount of
nonwage income, such as interest or dividends,
consider making estimated tax payments using Form
1040-ES, Estimated Tax for Individuals. Otherwise, you
may owe additional tax. If you have pension or annuity

income, see Pub. 505 to find out if you should adjust
your withholding on Form W-4 or W-4P,

Two sarners or multiple Jobs. If you have a
working spouse or more than one job, figure the
total number of allowances you are entitled to claim
on all jobs using worksheets from only one Form
W-4. Your withholding usually will be most accurate
when all allowances are claimed on the Form W-4
for the highest paying job and zero allowances are
claimed on the others. See Pub. 505 tor details.

Nonresident allen. If you are a nonresident alien,
see Notice 1392, Supplemental Form W-4
Instructlons for Nenresident Aliens, before
completing this form.

Check your withholding. After your Form W-4 takes
effect, use Pub. 505 to see how the amount you are
having withheld compares to your prolected total tax
tor 2012, See Pub. 505, especially if your earnings
exceed $130,000 (Singls} or $180,000 (Married).

Future developments. The IRS has created a page
on IRS.gov for information about Form W-4, at

- www.irs.gov/wd. information about any future

developments affecting Form W-4 {such as
tegislation enacted after we release i) wil be posted
on that page.

Personal Allowances Worksheet (Keep for your records.)

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

| « You are single and have only one job; or
B Enter“1” if: » You are married, have only one job, and your spouse does not work; or .. . B
’ * Your wages from a second job or your spouse's wages (or the total of both) are $1,500 or less.
C  Enter “1” for your spouse. But, you may choose to enter “-0-" if you are married and have either a working spouse or more
than one job (Entering "-0-" may help you avoid having too little tax withheld.) . ;

Enter nurqber of dependents (other than your spouse or yourself) you will claim on your tax return .
Enter “1” if you will file as head of household on your tax return (see conditions under Head of household above)
F Enter “1" if you have at least $1,900 of child or dependent care expenses far which you plan to claim a credit
(Note. Dd not include child support payments. See Pub. 503, Child and Dependent Care Expenses, for details.)
G Chid Ta)(1 Credit {including additional child tax credit). See Pub. 972, Child Tax Credit, for more information.
« I your total income will be less than $61,000 ($20,000 if married), enter “2” for each eligible child; then less “1” if you have three to
seven ellglble chiidren or less “2” if you have eight or more eligible children.
* if your toltal income will be between $61,000 and $84,000 ($30,000 and $119,000 if married), enter “1" for each eligible child .
H  Add lines A through G and enter total here. (Note. This may be different from the number of exemptions you claim on your tax retun.} » H "2

* |f you plan to itemize or claim adjustments to income and want to reduce your withholding, see the Deductions
and Adjustments Worksheet on page 2.

m o

EEF\Z a4

Far accur'acy.

i

completq all * If you are single and have more than one job or are married and you and your spouse both work and the combined

worksheets eamings from all jobs exceed $40,000 ($10,000 if married), see the Two-Earners/Multiple Jobs Worksheet on page 2 to
avoid having too little tax withheld.

]
that apply.
i « If neither of the above situations applies, stop here and enter the number from line H on line 5 of Form W-4 below.

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

Employee's Withholding Allowance Certificate

OMB No. 1545-0074
P Whether you are entitled to claim a certain number of allowances or examption from withholding s 2 @ 1 2
subject to review by the IRS. Your employer may be required to send a copy of this form to the IRS.

Last parme 2 Your social security number

ohn<er) e DT 220-C8- 9L/
Single Marti Married, but withhold at higher Single rate.
/% 3} 3 gl ed t g lel

Form w-4

Department of the Tréasury
internal Ravenue Service

1 Your first name and middle initial

Tamaer] L

Home addiess (number and street or rural route)

/bg Clty/ﬁh;c.';: stﬁd ZIP code 5’ w :
% tch ., 55964/

“Total number of allowances you are claiming (from line H abave or from the applicable worksheet on page 2) 5
6 Addltlopal amount, if any, you want withheld from each paycheck . . . . | 6 | $ &
7 | claim exermption from withholding for 2012, and | certify that | meet both of the followmg condltlons for exemptlon

* Last yearl had a right to a refund of all federal income tax withheld because | had no tax liability, and

+ This year | expect a refund of all federal income tax withheld because | expect to have no tax liability.

If you q"qeet both conditions, write “Exernpt” here . . . . . LaE
Under penalties of perjury, | declare that | have ex, mined this certificate and, to the best of my knowledge and belief, it is true, correct, and complete.

Date » L/_ 36 ’%/2

9 Office code (optional) | 10 Employer identification number (EIN)

Note. |f married, but tegally separated, or spouse is a nonresident alien, check the "Single” box.

4 If your last name differs from that shown on your sociat security card,
check here. You must call 1-B00-772-1213 for a replacement card. ™ [}

Employee’s signature
(This form is not valid unless you sign it,) »
8 Employe]r s name and address (Employ:

omplete lines B afid J&only if sending to tha IRS.)

For Privacy Ac:t and Paperwork Reduction Act Notice, see page 2. Cat. No. 10220Q Form W-4 (2012)



Department of
U.S. Citizenship

OMB No. 1615-0047; Expires 08/31/12
Form I-9, Employment
Eligibility Verification

Homeland Security
and Immigration Services

Read instructio

ANTI-DISCR
specify which
future expirat

hs carefully before completing this form. The instructions must be available during completion of this form.

IMINATION NOTICE: [t is illegal to discriminate against work-authorized individuals. Employers CANNOT

document(s) they will accept from an employee. The refusal to hire an individual because the documents have a
jon date may also constitute illegal discrimination.

Section 1. Em

loyee Information and Verification (To be completed and signed by employee at the time employment begins.)

Print Name: Last/_ Fi_r'i'___' Middle Initial | Majden Name
1
bhassn amac | L et Oushe Y
Address (Street Name and Number) Apt. # Date of Birth (month/day/vear)
oF JGth Sheel Sy ¢ 3/ les-1d. 1629
[ State Zip Code Social Secunity # ”

(:Q@C_{r\{s«

Jec /hn) 55904  1230-6%-05YY

1 am aware that federal law provides for

imprisonmen

|

use of false documents in connection with the

completion of]

1 attest, under penalty of perjury, that I am (check one of the following):

%

D A lawful permanent resident {Alien #)

I__—] An alien authorized to work (Alien # or Admission #)
until (expiration date, if applicable - month/day/year)

and/or fines for false statements or A citizen of the United States

A noncitizen national of the United States (see instructions)
this form.

-

mployee's Signature)K

>

Date (month/day/vear) ¥, C_/ - _E - D?d_)/ i

m-l"reparer andf

or Tra nslator Certification (To be completed and signed if Section 1 is prepared by a person other than the employee ) I attest, under

penalty of perjury.that | have assisted in the completion of this form and that 1o the best of my kmowledge the information is true and correct,
Preparers/Translator's Signature Print Name
(Street Name and Number, City, State, Zip Code)

Address|

Date {month/day/year)

Section 2. Emi:oloyer Review and Verification (To be completed and signed by employer. Examine one document from List A OR
examine one dbcument from List B and one from List C, as listed on the reverse of this form, and record the title, number, and

expiration date,

if any, of the document(s).)

i
Document title:

List A List B

T2 Qiusners Licenat

AND List C

ssuing authority:

Document #:

ol T
/10152594 1

Expiration Déte {if any):

Document #:

5 jR 1Yy

Expiration Da:

te (if any):

CERTIFICATI:ON: 1 attest, under penalty of perjury, that I have examined the document(s) presented by the above-named employee, that

the above-listedl
(month/day/year

document(s) a

ppear to be genuine and to relate to the employee named, that the employee began employment on
§ and that to the best of my knowledge the employee is authorized to work in the United States. (State

employment agencies may omit the date the employee began employment.)

]
yﬁ f Emplioyer om m

me

P%
-" = y

?iness or OIrff?za
mployer—3clutions Staffing Group

-
tion Name and Address (Street Name and Number, Cigf 30 X

Section 3. Up

dating and Reverification (To be completed and signed by'e

A, New Name (if

applicable)

B. Date of Rehire (manth/dﬁy/year} (if applicable)

C. I[f employee's frevious grant of work authorization has expired, provide the information below for the document that establishes current employment authorization.

Docum

B

nt Title: Dacument #: Expiration Date (if any):

I attest, under pe
document(s), the

1alty of perjury, that te the best of my knowledge, this employee is authorized to work in the United States, and if the employee presented
document(s) | have examined appear to be genuine and to relate to the individual.

Signature of Emp

oyer or Authorized Representative

Date (month/day/vear)

Form [-9 {Rev. 08/07/09) Y Page 4



Background Investigation Information Release Form

Plaase read this form carefully and be aware that by allowing Employer Solutions Staffing Group
LEC to investigate your background with state and federal agencies, you will be waiving and
releasing all claims for damages you might sustain arising out of the criminal and driving record
background check and review.

I understand that a successful criminal and driving record background investigation is a

copdition of my employment by Employer Solutipns Staffing Group LLC to work at
facilities of: (z %

anld further, that Emp}byer So!utlons Staffing Group may, at its discretion, conduct
periodic criminal and driving record background investigations on me during the course
of |rny employment with Employer Solutions Staffing Group.

I abree to waive and relinquish all claims | may have against Employer Solutions Staffing
Group LLC and its officers, agents, servants and employees as a result of my
partmapat:on in any criminal and driving record background investigation.

I do hereby fully release and discharge Employer Solutions Staffing Group LLC, its
respectwe officers, agents, servants, and employees from any and ali claims from
damages that | may have or that may accrue to me on account of the results of any
aspect of any criminal and driving record background investigation.

| flimher agree to indemnify and hold harmless and defend Employer Solutions Staffing
Group LLC, its respective officers, agents, servants, and employees from any and all
claims resulting from damages sustained by me or arising out of, connected with, or in
any way associated with, any of the activities of any criminal and driving record
background investigation and review.

| have read and fully understand this Waiver and Release of All Claims.

136-165-06I S/ //613594 7 Tl

Social Secunty Number Driver’s License No: State
jé‘wr\lShm /\)—E}maa / L

Last Name First Name M.

i
Maiden and/or Other Last Names Used

8 1*h Shecd S A 20;&{210’,&]{1 /dms-/a:r/ UN 5558¢/

Current Address City and County State and Zip Code
0“)/)9»//977 ircle One: ,O’J-;Ll 3/
Date of B|rth { Female

I
i
E‘;tgnature . . Date: 9 - 30 '991/2




Employer
Solutions
Staffing
Group LLC

STATEMENT OF CONFIDENTIALITY

ThIS agreement made this A0 _OU day of W , 201~ between
Employer Solutions Staffing Group LLC, hereinafter referred to as “employer”,
and‘g. Emaal hasor hereafter referred to as “employee”.

WITN|ESSETH:

'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.

A

mployee Signatdre

Evbﬁoy:aﬁlntions\gtafﬁng Group LLC, Representative




o 8&50 Pre-Screening Notice and Certification Request for

(Rev. August 2009) the Work Opportunity Credit OMB No. 1545-1500
Department of the Treasury
Internal Ravenus [Service » See separate instructions.

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

Your name—UZﬂ? aal) L. Johnsep Social security number » _ & 2O = CE-GYY
Street address where yau live / 0y / b *h ‘514;-(7& SAA . 4'{) 4.35]

City or town, state, and ZIP code 26(‘ hes Jer M), 5570/

couny _Mmetead Taeprons rurber (7731 670 - CRYS™

If you are upder age 40, enter your date of birth {month, day, year) 5 Z Ial [97 C}

1 Ch]eck here if you are completing this form before August 28, 2009, and you lived in the area impacted by Hurricane Katrina
on:August 28, 2005. If so, please enter the address, including county or parish and state where you lived at that time.

1
2 [] Ch‘eck here if you received a conditional certification from the state workforce agency (SWA) or a participating local agency
for the werk oppoartunity cradit.

3 m Chleck here if any of the following statements apply to you.
& || am a member of a family that has received assistance from Temporary Assistance for Needy Famnilies (TANF) for any

9 months during the past 18 months.

* il am a veteran and a member of a farnily that received Supplemental Nutrition Assistance Program {SNAP) benefits
(food stamps) for at [east a 3-month period during the past 15 months.

. II was referred here by a rehabilitation agency approved by the state, an emplayment network under the Ticket to Work
jprogram, or the Department of Veterans Alfairs.

e || am at least age 18 but not age 40 or older and | arn a member of a family that:
‘a Recelved SNAP benefits {food stamps) for the past 6 months, or

!b Received SNAP benefits (food stamps) for at least 3 of the past 5 months, but is no longer eligible to receive them.

¢ ;During the past vear, | was convicted of a felony or released from prison for a felony.
. il received supplemental security income (SS1) benefits for any month ending during the past 60 days.

® || am a veteran and | was discharged or released from active duty in the t).S. Armed Forees during the past 5 years
-and, for at least 4 weeks during the past year, | received unemployment compensation.

. |I am at least age 16 but not age 25 or older, and:

‘a During the past 6 months, | have not attended a secondary, technical, or post-secondary school for more than
an average of 10 hours per week, not counting periods during which the school was closed for scheduled
| vacations, and
|b During the past & months, if | was employed, during each consecutive 3-month period within the past 6 months,
i | earned less than | would have earned if | had worked for the applicable minimum wage 30 hours every week
! during the 3-month period, and
;c 1 do not have a certificate of graduation from a secondary school or a General Education Developrment (GED)
i certificate or | have a certificate that was awarded at least 6 months ago and | have not held a job {other than
| occasionally) or been admitted to a technical or post-secondary school since | received the certificate.
a [ Check here if you are a veteran entitled to compensation for a service-connected disability and, during the past year,
you were:
.I Discharged or released from active duty in the U.S. Armed Forces, or
g Unemployed for a period or periods totaling at least 8 months.
5 [ Check here if you are a member of a family that:
o{ Received TANF payments for at least the past 18 months, or
! Recelved TANF payments for any 18 months beginning after August 5, 1997, and the earliest 18-month period beginning
! after August 5, 1997, ended during the past 2 years, or
ol Stepped being eligible for TANF payments during the past 2 years because federat or state law limited the maximum
time those payments could be made.

Signature—All Applicants Must Sign

Under penalti:es of perjury, | declare that | gave the above information to the employsr on ar before the day | was offered a job, and it is, to the best of my

knowledge, mlxe. correct, and complete,
Date L/ 1 2 @/2

page 2. Cal. No. 22851L Form 8850 (Rev. 8-2009)

Job appliq]ant’s signature >

For Privacyi Act and Paperworl duction Act Notice,



Form A (revised 07/09) WORK OPPORTUNITY TAX CREDIT

PLEASE|CHECK "YES" OR "NO" AND ANSWER ALL QUESTIONS

Name"”]amau Yy ~18hnss h
Addr 16y /6*h 2keel 6 Ap]. 3]

City Lﬁﬂ State_MaA)_Zip__ %5 S Social Security #2330 -G ¥ -CF/ Y
Date of Birth__&~/2- /979 Age_1322

Please CHECK ONE ANSWER for each of the following questions, and complete question #5:
1. Have you or any family member living with you received Temporary Assistance to Needy Families (TANF)

or Aid to Families with Dependent Children (AFDC) during the past 24 months?  Yes D No

2. Have you or any family member living with you received Supplemental Nutritional Assistance Program

(SNAP) {Food Stamps) at any time during the past fifteen (15) months? Yes E No
|
3. Have y|ou received Supplemental Security Income (SSI) benefits in the
past sixty (60) days? Yes I:] No @
4. Are you part of the Ticket to Work program? Yes |:] No ﬂ

5. Name| of person who received benefits " Idma<, )| “TdlnSo M
Relationship _ /M€ City & State where benefits received ;

6. Are you a veteran? Yes [_] No Q and Disabled due to service? Yes [_] No E
Se=rvice Dates: From: To: Branch:
7. Have you been unemployed at any time dufing the last 12 mont s7? Yes E No |:|
If yas, dates of unemployment. From: To:
Did yciu receive unemployment compensation at any point during your unemployment?
If yes, dates received compensation: From: To: Yes |_—_| No g
8. Have {(ou been convicted of a felony or released from prison in the last 12 months?
Date bf Conviction: Date of Release: Yes D No 8
Parole Officer's Name: Parole Officer's Phone #
9. Have i/ou received rehabilitation services from a State approved or Department
of Vetferans Affairs approved Vocational rehabilitation agency? Yes D No E
Name jof Agency Phone #

Address of Agency Counselor's Name

10. Havelyou attended High School, College or Technical School for more than an average of
10 hofurs per week at any time during the last 6 months? Yes E No |:|
| - ) |
11. Did you receive a high school diploma or GED? If yes, date received: l Yes E No |:|

Have you been employed or been admitted to technical school or college since then? Yes D No
1

12. How r%nuch in gross wages have you earned TOTAL in the past six months? $ O

i
| hereby authdrize any agency, orgam‘zétion. or individuals to supply such verification or information that may be needed to determine tax credit

eligibifity to m)} employer, employer representative, or theflepartment afLabor. .
—» NEW HIRE SIGNATURE / DATE &/-20-Jo/ .

/4 /4

Questions below to be completed by manager
Starting Wage Paosition

Has empld:yee worked for this company before? If yes, date and location




U.S. Department Labor

Employment and Training Administration OMB Control No. 1205-0371

Expiration Date: November 30, 2011

YOUTH SELF-ATTESTATION FORM
Work Opportunity Tax Credit 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 Form ETA 9061 for
each] certification request filed.

New Hire Name%m / [ rjz’ﬁ/]‘{ﬁﬁ

Social Security Number: 330 ~6%- éf%{)ate of Birth:__ 5 ~ /3\ - / g 7':;
Employer Solutions Staffing Group

Employer Name:
Employer Federal ID (EIN) NumberchZ " 7505)5(

Please check all the statements that apply to you. Sign and date this form where
indicated below.

i
[0 | In the past 6 months, | have not attended a secondary, technical or

+ postsecondary school for more than an average of 10 hours per week, not
counting periods during which the school is closed for scheduled vacations.

O] © 1donot have a High School Diptoma or GED certificate.

)%fi | have a High-School diploma or GED certificate awarded more than 6 months

ago and ! have not attended or been admitted to a technical or post-secondary
school. | also have not held a job (other than occasionally) since receiving my
High-School diploma or GED certificate.

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

New Hire's Signature: /%M/I pate &'~ 3020 /R
! .

Privacy Act Notice:
The Infemal Revenue Code of 1986, Seclion 51, as amended and its enacting legislation, P-L.. 104-188, specify that the: State Workforce Agenicies are
the 'désignated' agencies responsible for administering the WOTC cextification procedures of this program, The information you have provided

completing this form, ingluding the Social Security Number, will be disclosed by your employer to the State Workforce Agency. Provision of this
information is voluniary; however the informalion is required to determine your employer's eligibility for the federal tax credit

L

Pub!i(l Burden Statement:

Persohs are ol requived 1o respond to this collection of information unless if displays a currently valid GM B control number, Respondents' obligation to
compléie this form is required to obtain or retain benafits (P.L. 1115). Public reporting burden is esfimated fo average 5 minutes per response, inchuding
the tin'le for reviewing instructions, searching existing data sources, gathering and maintaining the data needed, and completing and reviewing the
collecton of information. Send comments regarding this burden estimate to the U.S. Department of Labor, Division of Adult Services, Room 34209,
Washington, ©.C. 202410 {Paperwork Reduction Project 1205-0371). Please do not submit completed forms to this address.

I : ETA Form 9154 (Rev. May 2010)

i



Employer
Solutions
Staffing
Group LLC

Notification of Minnesota Law Requirement —
Unemplovyment Acknowledgement

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

job assignment from a staffing service, (1) fails without good cause to
afﬁrmatively request an additional suitable job assignment, (2) refuses
w:%hout good cause an additional suitable job assignment offered, or (3)
accepts employment with the client of the staffing service, is considered to
ha|ve quit employment.

It |s your responsibility to contact ESSG (for instance, by calling (507) 398.4567
or usmg any other form of contact) for additional assignments. If you fail to 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. JJ (Initial)

//%4 Y- 36- /2

ployee Signatug Date:

s L. Idhodes!

Employee (please print your name here)

CMG_RF - Rev. 02/2011



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

o4 | 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,
uring, 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
relat;ed to the test. .

dividual’s Name

3080/ 2

Date

SIéN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



O

Acknowledgement of Receipt Antiharassment Policy

| certify that | have received a copy of Employer Solutions Staffing Group’s Antiharassment Policy. |
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 952.835.1288/1.866.496.7573 with
any questians | may have about this policy. 1 agree to comply with ESSG’s policy on Antiharassment
and understand failure to comply is grounds for disciplinary action, up to and including termination.

| also agree that if at any time during my employment | am involved in any employment dispute or | am
subjected f any type of discrimination, including discrimination because of race, sex, age, religion,
color, natiohal origin, disability, marital, sexual orientation or veteran status, or if | am subjected to any
type of harassment including sexual harassment, | will immediately contact my supervisor, manager,
director or ESSG's Human Resource Department at 952.835.1288/1.866.496.7573 in order to obtain

assistance fin the resolution of such matters.

Employee Name (Please Print)

%& [ (. J5hn5647

Employee s Signature:
%\_/«(4 Date: C/'[ 30 l 23/ ;

22



RECEIPT OF EMPLOYEE HANDBOOK AND EMPLOYMENT-AT-WILL STATEMENT

This is to acknowledge that | have read the Employer Solutions Staffing Group LLC Temporary
Employee Handbook and understand that it sets forth the terms and conditions of my employment as
well as the duties, responsibilities and obligations of my employment with the company. | understand
and agree that it is my responsibility to abide by the rules, policies and standards set forth in the
Handbook.

| also acknpwledge that my employment with ESSG is not for a specified period of time and can be
terminated [at any time for any reason, with or without cause or notice, by me or by the company. |
acknowledg];e that no oral or written statements or representations regarding my employment can alter
the foregoing. | also acknowledge that no manager or employee has the authority to enter into an
employment agreement, express or implied, providing for employment other than at-will.

| also acknowledge that, except for the policy of at-will employment, ESSG reserves the right to
revise, delzte and add to the provisions of this Employee Handbook. All such revisions,
deletions or additions must be in writing and must be signed by the CEO of the company. No
oral statements or representations can change the provisions of this Handbook. | also
acknowledge that, except for the policy of at-will employment, terms and conditions of
employme*nt with the company may be modified at the sole discretion of the company, with or
without cause or notice, at any time. No implied contract cancerning any employment-related
decision, term of employment or condition of employment can be established by any other
statement] conduct, policy or practice.

i
| understand the foregoing agreement concerning my at-will employment status and the
company’s right to determine and modify the terms and conditions of employment is the sole
and entlre| agreement between me and ESSG concerning the duration of my employment, the
cwcumstances under which my employment may be terminated and the circumstances under
which the‘terms and conditions of my employment may change. | further understand that this
agreement supersedes all prior agreements, understandings and representations concerning
my employment with the company.

|
If | have qufestions regarding the content or interpretation of this Handbook, | will bring them to the
attention of ESSG.

DATE L/‘SO .90/9‘

EX;I!-EOYé Lo /L J@%S@t‘?

PLEASE PRINT
EMPLOYEE W /
SIGNATURE
o A ekl
REPRESENTATIVE

|
i




m ACKNOWLEDGMENT

The assodiate handbook was reviewed with me, and | have received my personal copy. | also
acknowlque that | have been given the opportunity to ask questions and express concems
during my orientation. Additionally, | understand and support the following:

1. ThIL handbook is intended as a guide and not an employment agreement that
cre?tes a contractual relationship, and that the employment relationship may be
terrrlnated at the will of either party at any time.

2. Thé changing needs of the business will require alteration in method, practices and
policies, and the company will unilaterally revise, as necessary, to meet these
cha|nging needs.

3. 1 aéree to notify my ESSG Consultant immediately of any change in my personal
datia such as phone number, address, emergency notification, etc.

4. | arln responsible for the information provided herein and will, upon my separation,
retum this handbook to my ESSG Consultant.

|
Date: | /’/'“ So- 590/9\
Assomate s Signature:

Associate' s Printed Name: \)G(W‘LQ(; \ j é)"wa&/Z/) -

Orientation provided by:

24



