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Case Verification Number: 2018121200147 &

Report prepared: 05/01/2018

COmpang Informatlon o &S0 2 S |

Company ID: 1284996 Company Nam Qe:m e y 4,;,
Management Grou;. "{ A uﬁ., n 'T;"il»{“'

Client Company ID: 1284996 Client Company Name: ESSG - t.orporate
Management Group

Employee Information

Name: KADAR A. OSMAN Date of Birth: 01/01/1971

U.S. Social Security Number: *EA%.3151 Employee's First Day of Employment:

05/02/2018

Citizenship Status: Lawfu Permanent Resident Alien/USCIS Number: A21231 8356

Document Information

e e e e o e e o e

List A Document: Permanent Resident Card or Alien Registration Receipt Card (Form I-551)
Document Number: LIN17901 94527

Case lnformatlon

Current Case Result: Closed Case Submitted By: Jeymi Campos

Case Status: Employment Authorized Reason for Closure:; Employment Authorized
Auto Close



a0 Employment Eligibility Verification USCIS

s b Department of Homeland Security omf ;:l?sll;zo p
W, U.S. Citizenship and Immigration Services Expires 08/31/2019

P> START HERE: Read Instructions carefully before completing this form. The Instructions must be avallable, either in paper or electronically,

during completion of this form. Employers are liable for errors In the completion of this form.

ANTI-DISCRIMINATION NOTICE: It Is lllegal to discriminate against work-authorized individuals, Employers CANNOT specify which
document(s) an employee may present to establish employment autho

rization and identity. The refusal to hire or continue to employ
an individual because the documentation presented has a future expiration date may also constitute illegal discrimination,

¢ « SMployes Informh and Al O (Empioymes m 0 8ign Seatin' T of Farm 19 no (arer
that he Pt day of emple il bohin wowig eigboe T T e e
Last Name (Family Name) First Name (Given Name) Middle Initia) Other Last Names Used (T any)
M a v lcoda r - .
Address (Street Number and Name) Apt. Number City or Tqwn State ZIP Code
SUSTENt ave S P~ Minigapp LS MW L)
Date of Birth {mm/ddfyyyy) U.S. Sociai Security Number Employee's E-mall Address Employee's Telephone Number
SO Bl BR BT kadaresmangamy G2 XBRPIf)-
I am aware that federaj law provides for Imprisonment and/or fines for false statements or uss of false documents in
connection with the completion of this form.,

lattest, under Penalty of perjury,
L] 1. Acitizen of the United States

D 2. A noncitizen nationai of the United States (See instructions)

fT3-A lawlul permanent resident (Allen R

eglstration Number/USCIS Number); R R-Z1X —SSa
[ 4. An aflen authorized to work gy (expiration date, if applicabie, ‘

mm/ddlyyyy):
Some aliens may write "N/A" in the expiration date figid. (See instructions)

Allens authorized to work must provide only one of the following d

that I am (check one of the following boxes):

ocument numbers to compiete Form 1g: ~ ﬁ':,"ﬁ;',:;,?;;:‘,:’ggm
An Allen Registration Number'USCIS Number OR Form i-94 Admission Number OR Forelgn Passport Number,
1. Alien Registration Number/USCIS Number:
OR '
2. Form -84 Admission Number;
OR

3. Foreign Passport Number:
Country of Issuance:

Signature of Employee M Today's Date (mmiidyyy) (5] ~ (&

1 attest, under Penalty of perjury, that | have assisted In the completloh of Section 1 of thié form Iand' th.at to the best of my
knowledge the Information is true and correct.

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

@  Eritopr comiaici gy &)

Form1-9 0711717 N Page 1 of 3



Employment Eligibility Verification USCIS
Department of Homeland Security ' OMS::“]‘J;'z =
U.S. Citizenship and Immigration Services 0

Expires 08/31/2019

lead Representalive Review ahd Verfioation - _ -
" 4 s o the smekyie's frt way of smalapment You
[};ﬁop,qm,,, mmmmuwmmm&ﬁémmwggmﬂmgwm

Emplwee Info from on g |lest hwlgm‘?\ Name G’(Vi" ‘LVame) ﬁ CfﬂZBn: : mmigration Status
ListA ~  OR List B AND ListC
Identity and Employment Authorization Identity Emplayment Authorization
D .’ Title , \ : D‘o ment Title Document Title
ssuing Authority ~ | [Tissting Authority Issuing Authority
H%— Document Number Document Number
Expiration Date (if any)(mm/ddfyyyy) Expiration Date (if any)(mm/ddsyyyy)
Document Title
Issuing Authority Additional Information ;R,gg;,gm";gp:;
Document Number
Expiration Date (7 any){mm/ddfyyyy)
Document Title
Issuing Autﬁbrﬂy
Document Number
 Expiration Date (i any) (mm/ddiyyyy)

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

{2) the above-listed doc ent(s) appear to be genuine and to relate to the mployee named, and (3) to the best of my knowledge the
employee Is authorized rk i the United h ]

The employee's first of s;nly yW (mnydd/yyyy): Ds O | ' &O' &ee Instructions for exemptions)

0!
[ZEl0 ‘(; ESeiat

e A I IS e e e
M1 il /7977 ol o

m EMPLOYER SOLUTIONS STAFFING GROUP LLC
Employer's Eﬁslnes5 or Organization Address (Street Number and N?ame) City or Town State ZIP Code
7480 FLYING CLOUD DRIVE SUITE 200 EDEN PRAIRIE MN 55344
atian 3, Reverifiation und Rehlres |, 3 b WWWW@WMMMMW'WJ L
A. New Name fif: . ' + Dats of Rehire [ applioale)
Last Name (Family Name) First Name (Given Name) Middle initial Date (mm/ddfyyyy)

Document Number ‘ Expiration Date (if any) (mm/ddsyyyy)

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

Signature of Employer or Authorized Representative Today's Date (mm/ddyyyyy) Name of Employer or Authorized Representative

Form1-9 07/17/17 N Page 2 of 3
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PO Box 46270
Minneapolis, MN 55344-995¢

Tel: 952.835.1288

www.esgstaffingsolutions.com

New Hire Application
Personal Data-- PLEASE PRINT LEGIBLY IN INK

LastName (N SV VIR L First Name jLﬂc—ffd r Midcle Initial /-£828%
Street Address (| { 2lidt ave s Aptste _ o2

City/State/Zip M&M [VI N Social Security Last Four XXX-XX-

Phone Number w ????“ Email Address oGp @
Staffing Agency/Recruitment Partner C M F)‘

All offers of employment are conditional upon satisfacto roof of ide: and legal ability to work in the U.S.A. _
Are you legally authorized to work In the United States of America? ;El YES []NO

Applicant Certification and Authorization

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

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

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

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

M r @eﬁf ar-{— N
Name (Print or type) Applicant's Signature Date

A copy or facsimile ("fax") wili be consldered the Same as an original signature. Email wiii ONLY be used for empioyment correspondence

For ESSG Office Use Only
DOH NHW 1-9 8850 w4
Emergency Contact Info Background Release Form Background Results Unemployment Letter ESC Application
(If appllcable)
For ESSG Client Use
DOH ROP Work Site Loc. WC Cods

ESSG - CMG-NSTW4 Rev. 0412017



———————

Form W-4 (2018)

Future developments. For the Iatest
Information about any future developments
related to Form W-4, such as leglsiation
enacted after it was published, go to
www.irs.gov/FormwA4,

Purpose. Complete Form W-4 so that your
employer can withhold the correct federal
Income tax from your pay. Conslder
completing a new Form W-4 each year and
when your personal or financlal situation
changes.

Exemption from withhoiding. You may
claim exemption from withholding for 2018
if both of the following apply.

* For 2017 you had a right to a refund of all
federal Income tax withheld becatse you
had no tax labllity, and

* For 2018 you expect a refund of all
federal Income tax withheid because you
expect to have no tax llabliity.

If you're exempt, complete only lines 1, 2,
3, 4, and 7 and sign the form to valldate it.
Your exemption for 2018 expires February
15, 2019, See Pub, 505, Tax Withholding
and Estimated Tax, to leam more about
whether you qualify for exemption from
withhoiding.

General Instructions
if you aren’t exempt, follow the rest of
these instructions to determine the number
of withholding allowances you should claim
for withholding for 2018 and any additional
amount of tax to have withheld, For regular
wages, withholding must be based on
allowances you claimed and may not be a
flat amount or Percentage of wages,

You can also use the calculator at
www.irs.gov/W4App to determine your
tax withholding more accurately, Consider

Form w-4

Department of the T
intemnal Revenue Servica

Separate here and give Form W-4 to your employer.

Employee’s Withholding Al

» Whether you're entitied to claim a certain number of allowances or exemption from withholding is
subject to review by the IRS. Your employer may be requ

using this calculator i you have a more
complicated tax situation, such as if you
have a working Spouss, more than one job,
or a large amount of nonwage income
outside of your job. After your Form W-4
takeseffect.youcanalsousemls
calculator to see how the amount of tax
you're having withheid compares to your
Projected total tax for 2018, if you use the
calculator, you don't need to complete any
of the worksheets for Form W-4,

Note that If you have too much tax
withheld, you will receive a refund when you
file your tax retum. If you have too little tax
withheld, you will owe tax when you file your
1ax return, and you might owe a penaity,
Filers with multipie jobs or working
Spouses, if you have more than one job at
a time, or if you're married and your
Spouse is also working, read all of the
instructions including the instructions for
the Two-Eamers/Multiple Jobs Worksheet
before beginning,

Nonwage income, if you have a large
amount of nonwage income, such as
Interest or dividends, conslder making
estimated tax payments using Form 1040-
ES, Estimated Tax for Individuals,
Otherwise, you might owe additiona) tax.
Or, you can use the Deductions,
Adjustments, and Other Income Workshest
on page 3 or the calculator at www.irs.gov/
W4App to make sure you have enough tax
withheld from your paycheck. If you have
pension or annuity income, see Pub, 505 or
use the calculator at www.irs.gov/W4App
to find out If you should adjust your
withholding on Form W-4 or W-4p,
Nonresident allen. If you're a nonresident
allen, see Notice 1382, Supplemental Form
W-4 Instructions for Nonresident Allens,
before completing this form,

Specific Instructions

Personal Allowances Worksheet
Compiete this workshest on page 3 first to
determine the number of withholding
allowances to claim,

Line C. Head of housshold please note:
Generally, you can claim head of
housshold filing status on your tax retumn
only if you're unmarried and pay more than
50% of the costs of keeping up a home for
yourself and a qualifying individual, Ses
Pub. 501 for mors Information about filing

status.

Line E, Child tax credit. When you file
your tax return, you might be eligible to
clalm a credit for each of your qualifying
children. To quaiify, the child must be
under age 17 as of December 31 and must
be your dependent who lives with you for
more than half the year, To leamn more
about this credit, see Pub, 972, Child Tax
Credit. To reduce the tax withheld from
your pay by taking this credit Into account,
follow the instructions on fine E of the
worksheet. On the worksheet you will be
asked about your total Income, For this
Purpose, total income Includes all of your
wages and other Income, Including Income
eamed by a spouse, during the year,

Line F. Credit for other dependents.
When you file your tax retum, you might be

eligible to claim a credit for each of your
dependents that don't qualify for the chiid
tax credit, such as any dependent children
age 17 and older. To leamn more about this
credit, see Pub. 505, To reducs the tax
withheld from your pay by taking this credit
Into account, follow the Instructions on line
F of the workshest, On the worksheet, you
will be asked about your total income, For
this purpose, total Income Includes all of

Keep the worksheet(s) for your records,
lowance Certificate

lredtosandacopyofmisformtolhelns.

OMB No. 1545-0074

2018

1 Yourfirst name and middle Jnitial

Last name

LS Nig

2 Your social security number

=He5” 5320 §)

3 = i
EAlie TP

] 3 []single 7 Maried m

.., Note; If matried fillng separately, check

arried, but withhold at higher Single rate,
“Married, but withhold at higher Single rate.”

City or town, state, and ZIp code

nincapole{ pN SO

4 K your last name differs from that shown on your social security card,
check here. You must call 800-772-1213 for a replacement card,

>

Total number of allowances you're claiming (from the applicable worksheet on the following pages)
6 Additional amount, if any, you want withheld from each paycheck . . gl
7 lclaim exemption from withholding for 2018, and | certify that | mest both of

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

the following conditions for exemption.
held because | had no tax liabllity, and
ecause | expect to have no tax liabillity,
7]

5| /In
6[$

Under penaities of perjury, | declare that | have examined this certificate and, to the best of my knowledge

Employee’s signature
(This form Is not valid unless you slgn it.) »

and belief, it is trus, corrsct, and complets,

Date» ﬂ(‘f: [— ’g

8 Employer's name and address loyer: Complste boxes 8 and 10 if sending to IRS and complete 8 First date of 10 Emplo 'ldenﬁﬂc%ﬂon
boxas%, 8, and 10 If sending to(ESqi'a't)a Directory gf New Hires.) = g employment nurv?be){'e(rElN)
For Privacy Aot and Paperwork Reduction Act Natice, see page 4. Cat. No. 10220Q Form W-4 (201 8



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

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

ou do not provide a written election, v

ages will be paid by Payroll Debit Card,
aBCTHON T S IE TN O AT

SECTION & FAYROLL, BLECTION
] Direct Deposit (Please complete Sections 3 and 5 below)

Paper Ch y NYF
L] Payroll Debit Card (Please complete Sections 4 aud 5 below) || P*Per Check (Option available 1o GA NF and residenis anly)
SEGTIGON 3 DIREGE DEPOSE

[J Update Bank Account

Note; DirectDepn.ritaccmmtsmay ake up to 7 days to be activated,
T understand and acknowledge that if I do not provide a
voided check with this direct deposit form, I am
responsible for any delays in payroll or extra costs
incurred if the acconnt number that I provide is incorrect,

Date_{)-5"~= €

Bxceptforthemuﬁngandaccomtnmbar, ESSG does not have access to any information regardi
transactions, On your first payday, you will receive your new Payroll Debit Card, and a packet containing ail of the termg and conditions, You will
then sign acknowledging that you received the Payroll Debit Card and packet, Your Payroll Debit Card will be i
wages,

QARDHOLDER INFORMATION {as yon want your Payroll Debit Card to be issued) i
240 A d [ %a), e olor)97)
SV SENEFANE.S - Z2eC %31 5/
Minn cayolis Panl*™ Kooy e o G| St 5 1 i

RECEIPT OF PAYROLL DEBIT CARD (to be completed when you'pickup your Payroll Debit Card)
Payroll Debit Card Ronting # Payroll Debit Card Account #

SECTIONTS (1 LORTZ NN

I authorize ESSG to directly deposit my periodic wages/compensation payments, net of required tax withholdin
or authorized deductions, into Iny account(s) as designated above and to initiate, if necessary, debit entries and
made in error to my account(s), * E-mail is required for pay stub information,

*E-mail; MI‘WQ’“ §800 @f VYLCLE[ “Com -

this information will only be used to send Your paystubs electronically

Employee's Signature: = v Date: [2‘5 S [ Bl s ’\?

g8, other required withholdings
adjustmentsfor any credit entries




EMPLOYER SOLUTIONS STAFFING GROUP
BACKGROUND CHECK AUTHORIZATION

Employee Name: M{ mb&i ﬁ Srna e

(First) (Middle) (Last)

Former Name(s) and Dates Used:

Current Address Since: [5 j ’éﬁ: 51/ f 5/ IBRLV’C S Ml rmfﬂP” )B:Y MM m 3?‘

(Mo/¥ry (Street) (City) (State/Zip)

Previous Address From: (3€He==S505= 25ty A - b
(Mo/Yr) (Street) (City) (State/zip)

Previous Address From:g"’ 3’ [ S.- 34‘41"20 M 5- M1 nq@?ﬂ v\"s f\/‘ 1/\" m}
(Mo/Yr) (Street) (City) (State/Zip)

Social Security Number:g é(" K gl (‘“ ,’ DOB:_@_{ /'@l '\, 7})
Phone Number: _,é! A - 4395 ?_?1'?‘
Driver’s License Number/state: (/U 49\79\ 4‘f /?'{éé ‘ SV

The information contained in this application is correct to the best of my knowledge.

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

| further authorize any individual, company, firm, corporation, or public agency to divulge any and all information, verbal
or written, pertaining to me, to Employer Solutions Staffing Group, LLC or its agents. | further authorize the complete
release of any records or data pertaining to me which the individual, company, firm, corporation, or public agency may
have, to include information or data received from other sources. Employer Solutions Staffing Group, LLC and its
designated agents and representatives shall maintain all information received from this authorization in a confidential
manner in order to protect the applicants personal information, including, but not limited 1o, addresses, social security

t —_— =

numbers, and dates of hjrth. y
Date:&f = / s ’
Notice to CA, MN, and OK Residents:

Please check the box below if you wish to receive a copy of a consumer report that is requested,
0 1 wish to receive a copy of any Background Check Report on me that is requested,

Signature:




rue# 125181 : OSMAN, KADAR A, https://ezscreen.insmsmen.neﬂeditor/pﬁntkeportmz?ﬁle=125

Background Screening Report

o w4 Scree EZ Screen Solutions
Tt i St 5994 S. Holly St. Ste. 151

Loa
»

Greenwood Village, CO 80111
Phone: 800-429-5303

FLENUMBER 125181 REPORTDATE  05-01-2018

REPORT TO CMG Staffing (1353) ORDERDATE  05-01-2018
12000 N Washington St Ste, 350 REFERENCE  SUPERMOMS
Thomton, CO 80241 TYPE

Phone: (303) 920-1425 CMG Staffing PKG - National Criminal

Fax: (303) 736-7767

Application Information

APPLICANT OSMAN, KADAR A. SsN X00¢- DoB 01-01-
XX-3151 000
E-MAL ZHIL@CORPMGMTGROUP.COM
ADDRESS(ES) 404 BROADWAY AVE CTY/STATE/ZP SATINT PAUL PARK, MN 55071
Investigative

National Criminal Database Search

RESULTS No Reportable Records Found

NAME SEARCHED OSMAN, KADAR A. SEARCHDATE  05-01-2018 1:55 PM MDT
DOB SEARCHED  1-01-XXXX SEARCH SCOPE

JURISDICTION  NATIONWIDE

JURISDICTION(S) SEARCHED

The search you have selected is a search of our criminal database(s) and may not represent 100% coverage of
all criminal records in all jurisdictions and/or sources. Coverage detalls available upon request.

CAUTION: Based on the information provided EZ Screen Solutions searched for public records in the sources
referenced herein for criminal history information as permitted by federal and state law. 'No Reportable Records
Found' means that our researchers could not locate a record that matched at least two personal identifiers (i.e.,

Disclaimer

This report is furnished to You pursuant to the Agreement for Service between the parties and in compliance
with the Fair Credit Reporting Act. This report is furnished based upon your certification that you have a
permissible purpose to obtain the report. The information contained herein was obtained in good faith from
sources deemed reliable, but the completeness or accuracy Is not guaranteed.

*** End Of Report **

lof1 5/1/2018.2:55 PM



EMERGENCY CONTACT INFORMATION

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

Employee Name; _L@da_r “A‘ 5 D;f YvViAa L—
aawes: LIS Flipta e &
Home Phone: ‘é/ 59 4—%_?3? ?7/ :,;

. Pleasa list two pedple (it prlotity order) who npuldg; dontasted In ddad of an egrgency
Contact #1 Home Phone:

Name: H’Q h VV\’D..A : HQT"U n Cell Phone: é | 9@@477?
Relationship: Mn W C?—e Work Phone: |
Contact #2 Home Phone:

Name: ABDU "MI’U n Cell Phone: ,6 [ (9 Lfﬂ ’ g0 l S’\
Relationship:, m Hﬁﬁ. v={m L'WA Work Phone:

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

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



employer solutions staffing group..

STATEMENT OF CONFIDENTIALITY

This agreement made this @] _day of » 2012, between
Employer Solutions Staffing Group LLC, hereinafter ferred 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.

Signature

L

Em oyer Solutions Staffing Group LLC, Representative




i

Q,

employer s!ons sta*'ﬂng group..
INJURY MANAGEMENT PROGRAM

Injured Worker’s Responsibilities

As your employer, we are concerned about your full recovery. Reasonable and
necessary medical care will be paid for any compensable work injury. Medically
authorized time away from work will be reimbursed in accordance with the State
of Minnesota workers’ compensation laws. Wherever possible light duty
restrictions imposed as a result of your injury will be accommodated.

RESPONSIBILITIES OF THE INJURED WORKER:

Minnesota Rule Sec. 5221.0430, Subp. 1 requires that you choose one primary
health care provider. Subpart 2 places limitations on your right to change
primary health care providers. Discuss with your employer any change in health
care provider.

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

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

Immediately following your appointment, provide a copy of the report to the
designated employer representative. You should deliver this in person so that
changes in work restrictions may be addressed and any questions answered.

Follow all physical restrictions at home and at work.
Report to work and perform physically suitable tasks as assigned. These may or

may not be in your regular department. The work may or may not be on your
usual shift.



Maintain regular, weekly, communication with your employer if you are unable to
return to work. Contact your employer a minimum of after every visit with your

primary health care provider. Keep the claims representative advised of your
status.

Notify your emplover immediately of anv 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.
A

Signed:

Printed Name: —ﬁé’-@[_i_amér_m,_




QTR . T
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employer solutions staffing group..

Important/Importante
LOST OR STOLEN PAYCHECKS

If a paycheck is lost (missing, misplaced, destroyed, lost in the mail, efc.), you
must notify your staffing recruiter that the check cannot be found. If it can be
verified that the check has not been cashed, ESSG will stop payment on the
check and re-issue the check to you, deducting a fee of between $25-$35.

If your paycheck was stolen, you must first file a police report before we can re-
issue the check. Once you have done so, you must provide a copy of the policy

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 0O ROBADOS

Si un cheque de pago se pierde (que falta, fuera de lugar, destruido, perdido en
el correo, etc), usted debe notificar a su reclutador de personal que el cheque no

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

AGREED/SE ACUERDA—
Name/Nombre (con letra de molde):m ' ./4 . in’ﬂ a Vv

Signature/Firma: M




| L
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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:

(1) Ensure that its clients provide you with a workplace free from serious
recognized hazards and comply with standards, rules and regulations issued
under the OSH Act.

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

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

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

(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 manner as required by the employer and use the
prescribed safety equipment.

You have the following basic rights:

* 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.
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employer solutions staffing group..

“

Acknowledgement of Receipt of Workplace Safety Policy

I certify that I have received a copy of Employer Solutions Staffing Group’s ESSG
WORKPLACE SAFETY POLI CY. 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 952.835.1288/1.866.496.7573 with any

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
Iy 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)
_todar A~ @sria i~
- Employee’s Signature:

Date; @rf‘l ("7?




Notification of Minnesota Law Reguirement —

Unemployment Acknowledgement

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

Job assignment from a staffing service, (1) fails without good cause fo
affirmatively request an additional suitable job assignment, (2) refuses
without good cause an additional suitable job assignment offered, or (3)

accepts employment with the client of the staffing service, is considered to
have quit employment.

It is your responsibility to contact ESSG (for instance, by calling 952.277.5227 or
using any other form of contact) for additional assignments. If you fail to do so, it
may affect your unemployment benefits.

I understand by signing this orm that | §m responsible to contact ESSG within 5

calendar days once & assignment ends\ | also acknowledge that | have received
a separate copy of thik form. ’[Q_ (Initigl)

_of-1— I8

Employee Signature; Date:

Employee (please print your name here)

CMG_SM - Rev. 09.2013



Drug & Alcohol Testing Consent Form for Applicants Who Have Received a
Conditional Offer of Employment — MRQ. .

Acknowledgement Receipt

I also understand that test results and other information acquired in the drug and alcohol testing process
may be disclosed to angd discussed with 3 Medical Review Offices (MRO). | herby consent to such test
results and other information being disclosed to and discussed with an MRo.

Dot B |~ 2

Employee Signature

K M2 day 4 - OLMip v~
Employee Name (Printed)

Date:

Witness Signature

Witness Name (Printed)




TEST RESULTS RECORD
Test Refrance Number—‘iuﬂll_ Name of Collector

GCOMPANY INFORMATION

T —— L ok
Mm_@fmmw o }Qmmm_,@—éf/ 0'?‘,’\:5“
¥

il ;.;'_5‘:;'-_-_ _Fju_l :]};5!{)(1

AlG - Q Q
Amphetamine w o/ g g
Time Intespreted Buprenorphine BUP IB/ o [a]
Benzodinzeping 520 5 Q a
NOTE: Lab obiai specimen samples Side of Device Cacaing coc Q Q
S pae e b e - w o o g
out the sample, Marfuana m @ g o
Msthadons WD A Q Q
Methamphetaming MET 2( Q Q
Oplates m # g g
T Oxycadons w o g 4
Phencyeiiding P oy Q a)
\/
Cut out this panel to Lab emwanpom [m} Q
_—_—
€0py or span results a a 9
Nalas/mmmenh

D620 osr2
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rom OBD0) Pre-Screening Notice and Certification Regquest for

(Rev. March 2016) the Worlk Opportunity Credit OMB No. 1545-1500
ﬂﬁm‘ nw;.f:ge sLm,u v P Information about Form 8850 and its separate instructions is at www.irs.gov/form8850,

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

Your name r. i @ 9’777)@ ) Soclal security number » S &6 ST—_«\.?/ ?C/
Strest address where you live ?f/rEfra—!r @i/ L. "{’ 5
City or town, state, and ZIP cods M]ﬂm @W'Potgs M n . (IéLﬂq‘

County —%ﬁ_ﬂ_&.@ 11— Telephone number  £2, / !94!-2 g@ 7_2?.

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

1 [ Check here if you recelved a conditional certification from the state workforce agency (SWA) or a participating local agency
for the work opportunity credit.

2 [ Check hers if any of the following statements apply to you.
® | am a member of a family that has received assistance from Temporary Assistance for Needy Familles (TANF) for any 9
months during the past 18 months,
® | am a veteran and a member of a family that received Supplemental Nutrition Assistance Program (SNAP) benefits (food
stamps) for at least a 3-month period during the past 15 months,

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

° |am at least age 18 but not age 40 or older and | am a member of a family that:
a. Received SNAP benefits (food stamps) for the past 8 months; or
b. Received SNAP benefits {food stamps) for at least 3 of the past & months, but Is no longer eligible to receive them,

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

| received supplemental Security Income (SSI) benefits for any month ending during the past 60 days.

I am a veteran and | was unemployed for a period or periods totaling at least 4 weeks but less than 6 months during the
past year,

3 [ Check here if Yyou are a veteran and you were unemployed for a period or periods totaling at ieast 8 months during the past
year.

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

§ [ Checkhereifyouarea veteran entitled to compensation for a service-connected disabliity and you wers unemployed for a
period or periods totaling at least 6 months during the past year.

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

* Stopped being eligible for TANF payments during the past 2 years because federal or state law limited the maximum time
those payments could be made,

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

Signature—All Applicants Must Sign

Under penalties of perjury, | declare that | gave the ahove Information to the employer on or before the day | was offered a Job, and it Is, to the best of my knowledge, true,
correct, and complete.

Job applicant’s signature > M - Date (P4~ — 7 g

For Privacy Act and Paperwork Reduction Act Notice, sed’page 2. Cat. No, 22851L Form 8850 (Rev. 3-2016)




. Form A (rev. 0312017) TAX CREDIT QUESTIONNAIRE

EMPLOYER SECTION:

Client: Company:

Location: Position; Starting Wage: §
EMPLOYEE SECTION:

M~ | Foro)-

é{ 'ﬂ_@ /-6~ 74 4? ﬂ'}‘{’ ;'Epa;i bﬁ':re?

Firgt Name: Last Name: Snuffix: Street Address; o City/State;
@4}: OSMaw S H e S Miynesipls:
S Date of Birth: Age: Have you worked for | If yes, location:

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

1. MHave yon or has anyone living with yon received Temporary Assistance to Needy Families (TANF)
at any time since Angust §, 19977 (if yes, please provide information below.)
Name of the person receiving benefits; ——— Relationship to you:
City: County: State:

(If yes, piease provids information below.)
Name of the person receiving benefits: ——— Relationship to you:
City: County: — State: __

2. Have you or has anyone living with you received Food Stamps (SNAP) at any time during the past 15 months? O 11

3. Have you received Supplemental Secnrity Income (SSI) at any time within the past 3 months?
Please note, this is not the same as Social Security benefits (SS) or Social Security Disability (SSDI) benefits,
*If you checked Yes please provide q copy of your SSI documentation,

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

i

6. Have yon been unemployed at any time during the Iast 12 months?
Ifyes, dates of unemployment - From: To:
Did you receive unemployment tompensation at any point during your unemployment?
If yes, in which state did you receive unemployment compensation? __

rd

Conviction Date; Release Date:
Wasthisa [] Federal or [ Stute conviction? If State - County: —_ State:

7. Have yon been convicted of a felony or released from prison for a felony conviction in the past 12 months?

Ol o oo
dgu

& g

T T

Additionsl Tax Credits

SC Residents: [] Do Yyou receive Family Independence Benefits?

PLEASE READ, SIGN, AND DATE:

Under penalties of perjury, I declare the information above 10 be trye and accurate 1o the best of my knowledge, and | hereby authorize any agency, organization, or
individuals to supply such verification or information thas may be needed 1o determine tax credit eligibiligy to my employer. employer representative (Associated

Consultants, Inc, dbg Retrotax), or the De, or.

New Employee Signature; ‘ Date; _@S"“—- ﬂ i 78




U.S. Department Labor OMB Control No. 1205-0371
Employment and Training Administration Expiration Date: January 31, 2020

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

Instructions: This Self-Attestation Form (SAF) is to be completed, signed, and dated by the new hire only,
Employers or consultants submit this SAF to the State Workforce Agency with IRS Form 8850 or if filed

separately, with ETA Form 9061 (or ETA Form 9062) for each certification request filed for the new target
group.

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

$
New Hire’s Signaturej\ _W Dat?_‘@ E.. {.... ({
New Hire Name: % FM j

Social Security Numberz%g 6r r f i g ( S FK

Employer Name:

Please check the statements below if they apply to you.

O | 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,

O I declare that | have been in a period of unemployment since

(Enter start date)

Privacy Act Notice;

S e b o e e s -y e a— T e e st d e ey e e

Persons are not required to respond to this collection of nformation unless it displays a currently valid OM B control number, Respondents' obligation to
complate this form s required o obtain of retain benefis (P.L. 111-5). Public reporting burden Is estimated to average 10 minutes per response, including the
fime for reviewing Instrucfions, searching existing data Sources, gathering and maintaining the data needed, and completing and reviewing the collction of
Information. Send comments regarding this burden estimae to the LS, Department of Labor, Division of National Programs Tools Technical Assistancs,
Room C-4510, Washington, D.C. 20210 {Paperwork Reduotion Project 1205-0371). Please do not submit completed forms to this address.

ETA Form 9175 (Rev. November 201 6)
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tixed Indemnity Medical Benefits Plan 2
VS| 219301-ESG-1  |OFFicE UstonLy LOCATION Rehire Date ___/___

ENROLLMENT FORM EsC cu&LIJN,&c"-MN).e_ws.z

4. REQUIRED EMPLOYEE INFORMATION

PRINT USING BLACK or BLUE INK (Must Be Filled Out) k2

O e ST e g |

= 2 Florale S TS

City

Min neagors ¢ PN %) Bt

B. DO YOU OR ANY. OF YOUR DEPENDENTS RECEIVE MEDICARE BENEFITS? DYesDNo I Yes, please continue
Medicare Health Insurance Claim Number (HICN) ' Medicare Effective Date

Name of Covered Person (s):

1. 2.
PayrolDaducted Weskdy Rt
You MUST select a coverage level before any benefits in Section C. Your co

verage level for the all benefits in Section C will be
identical. The Fixed Indemnity Medical Plan, Dental Plan, Term Life Plan, and Short-Term Disability plans are underwritten by BCS
Insurance Company. The Vision plan is underwritten by Companion Life Insurance Company.

SELECT COVERAGE LeveL FUCIINDEMNITY | oo VISION TERMLFE | SHORETERM
~ Employee Only [ ] s2025 (@) se17 ol)| s T soeo o|  s4z0 (&
Employee + 1 [] $41.10 $12.34 $4.92 $0.90
Employee + Family [ ] 85488 |  g20.36 56.56 $1.80
NO to ALL Beneﬁts% D Yes D No I__—I Yes D No DYes D No DYes D No D Yes D No

'This coverage is not availb| to residents of NH, Hl, or PR. 2STD is not available to persons who work in CA, Hi, NJ, NY, or RI.

For Term Life / Accidefital Death & Dismemberment, please write in your beneficiary information. Accidental Death &
Dismemberment is part of the Term Life Benefit.

Name Relationship

D. REQUIRED DEPENDENT INFORMATION
Name ' Social Security # | Date of Birth
|

Sex Relationship

_ i . IE o] Spouse D_Child I:] Domestic Partner _
Name ] Social Security # | Date of Birth Sex Relationship

- 3 /7 @ ] Spouse[_] Child [ ] Domestic Partner
Name Social Security # | Date of Birth | Sex ' Relationship

= /7 @ iC] Spouse [_] Child[ ] Domestic Partner
Name Social Security # | Date of Birth | Sex Relationship

// I_M—I [ ISpouse[] Child[ ] Domestic Partner

This is an Essential StaffCARE Enrollment Form,
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Enhanced MEC Plan_Plan 1 Benelh Flay Adininiteators, I,

Benefits Enroliment Form New Empic

Employazinionmation
{Hoy

Name (First and Last)

Eada v @Smmn
Address ¥ City State Zip Cods
SN Elot ave S

Rehire Rehire Date

Soclal Security Number

T R[E = PR
Phone Number: Emall Addreds] 7
& 12 PRIT1 S

r GSmaw<s o Gj)éarmu‘( LB
Please Select Desired Coverage:
Employee Only - Employee+Spouse - D Employee+Child(ren) -

Family -
$24.00/Week $38.00/Week $36.00/Week $63.00/Week
Social Security # Birth Date | S&x Relationship
Narmo— Male Spouse Child
e e Female Domestic Partner
Soctal Securily # Birth Date | Sex Relationship
Male Spouse  Child
I Last Name Female Domestic Partner
! - PP — BithDats | Sex Relationshin
Male Child
[FiretName ML me e Spouge -
NAME OF PERSON COVERED (FIRST, LAST):
EFF. DATE
EFF. DATE
EFF. DATE
Employso Acknowladgoment and Authorization - | herehy apply for the group benefit{s) as Indicatad, | ackn

owledge that all entries are true and compiete and that
the basis for canceliation of coverage for me and my dependentys), if any, from the originai
d.

Employse Signature Date
_"—“-__
|EMPLOYEES DECLINING l am DECLINING coverage
1 understand that | and/or my dependents

, if any, walve any coverage and desira to participate in the plan ata later data. liwe may be considered a late enroliee and
must meet the requirements defined in the Certificate of Coverage for the company's medieal or dental plans. If | decline enroliment for myself or my dependents
{(including my spouse) because of other coverage, | may, in future be ahie to enroll myself or my depend In this pian, provided | request enroliment within 31
days after the other coverage ends. in addition, if a new dependent relationship forms ag a result of marriage, birth, adoption, placement for adoption of parting suit
of adoption, | may be able to enroli myself or my dependent, provided | request enrolimant within 31 days of the event.

IF DECLINING-

OU MUST SIGN HERE
Employee Signature . Date 05—-" I - ) 8

Employer Solutions Staffing Group Heaith Benefits Team
PO Box 46270 Minneapolls, MN 55344-9956

Phone: 952-767-9519 Fax: 962-787-9515
Email; Health@employersoluﬁonsgroup.com




