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E-Verify

SENSITIVE BUT UNCLASSIFIED

Case Verification Number: 2018010164731PX
Report Prepared: 02/01/2018

Company Information
Company ID: 47429 Company Name: Employer Solutions Staffing Group

Employee Information

Last Name: Khu First Name: Kyaw Gho

Date of Birth: 01/01/1995 Social Security Number: *** ** 0428

Hire Date: 01/10/2018 Citizenship Status: A lawful permanent resident
Document Information

List A Document: Permanent Resident Card or Alien Registration Receipt Card (Form 1-551)
Alien Number: 212309879

Card Number: LIN1490542866 Document Expiration Date:
Case Status Information

Final Case Result: Employment Authorized Employer Case ID:

Case Submitted On: 01/10/2018 Case Submitted By: KRIT7027
Closed On: 01/10/2018 Closed By: KRIT7027

Closure Statement: The empioyee continues to work for the employer after receiving an Employment Authorized result.

SENSITIVE BUT UNCLASSIFIED

1ofl 2/1/2018, 10:53 AM



Employment Eligibility Verification ' USCIS

Department of Homeland Security Form 1-9
" . I bt OMB No. 1615-0047
U.S. Citizenship and Immigration Services Expires 08/3120]9

P START HERE: Read instructions carefully before completing this form, The instructions must be available, 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 illegal to discriminate against work-authorized individuals. Employers CANNOT specify which
document(s) an employee may present to establish employment authorization 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.

Other Last Names Used (if any)

Last Name (Family Name) First Name (Given Name) Middle Initial

Wy ko
Address {Street Numbq anq Name) Y Apt. Number | Cily or Town Sﬁ’(/le , ZiP Code )
41— Plaav_ Ave ¢t ol U] g log
Date of Birth (mm/ddfyyyy) U.8. Social Security Number Employee's E-mail Address Employee’s Telephone Number

0l,01,1995 KR FAl- DB, Sower1a95@hamalon 65, 348, 0595

lam aware that federal law provides for imprisonment and/or fines for false statements or use of false documents in
connection with the completion of this form.

I attest, under penalty of perjury, that | am {check one of the following boxes):

g 1. Acitizen of the United States

Q} 2. A noncitizen national of the United States (See instructions)
Qfa A lawful permanent resident  (Alien Registration Number/USCIS Number); Zlq/ - 3 Déﬂ - '277-% q

Q 4. An alien authorized to work  until (expiration date, i applicable, mm/dd/yyyy):
Some aliens may write "N/A" In the expiration date field. {See instructions)

Aliens authorized to work must provide only one of the following document numbers to complete Form 1-9: Do 33‘(‘,’5;1 ;,fg;tfg;m

An Alien Registration Number/USCIS Number OR Form 1-94 Admission Mumber OR Foreign Passport Number,
1. Alien Registration Number/USCIS Number:

OR
2. Form i-94 Adrnission Number:

OR

3. Foreign Passport Number:

Country of Issuance:

. l 4 3 t
Signature of Employee . Today's Date (mm/ddfyyyy) A0 joi ) 12

LR

| attest, pletion of Section 1 of this form and that to the best of iny
knowiedge the information is true and correct.

Signature of Preparer or Translator Today's Date (mm/itidyyyy)

Last Name (Family Nams) First Name (Given Name)

Address (Street Number and Name) City or Town State ZiP Code

Form I-$ 07/17/17 N Page 1 of 3



Employment Eligibility Verification USCIS

Department of Homeland Security o Mg ;’;"1‘611;90047

U.S. Citizenship and Immigration Services Expires 08/31/2019

Section 2. Employer or Authorized Representative Review and Verification

(Employers or their autharized representative must complete and sign Section 2 within 3 business da ys of the employee’s first day of employment. You
must physically examine one document from List A OR a combination of one document from List B and one document from List C as listed on the 'Lists
of Acceptable Documents. ")

st Name (Family Name, First Name (Given Nami ML | Citi hip/lmmigrati
Employee Info Section 1 L&,\ e (Family Name) {Give, e) ze% If) mmigration Status
[ NG
ListA OR ListB AND ListC
Identity and Employment Authorization identity Employment Authorization
cument Title Document Title Document Title
Pranent Resident
Issying Auth rigj'\ //‘}’{/)’LQM i Issuing Authority Issuing Authority
Uiiked States (4
Document Nﬂr’lber Document Number Document Number
AU -0 -5 H
Expiration Date (if any)(mm/ddyyyy) Expiration Date (if any)(mm/dd/yyyy) Expiration Date (if any)(mm/dd/yyyy)
(0D -9y
Document Title
. - = - QR Code - Sections 2 & 3
Issuing Authority Additional information Do N ofwme ;j‘ T‘;‘:Spm
Document Number

Expiration Date (if any)(mm/dd/yyyy)

Document Title

Issuing Authority

Document Number

Expiration Date (if any)(mm/dd/yyyy)

Certification: | attest, under penalty of perjury, that (1) | have examined the document(s) presented by the above-named employee,
(2) the above-listed document(s) appear to be genuine and to relate to the employee named, and (3) to the best of my knowledge the
employee is authorized to work in the United States.

The employee’s first day of employment (mm/dd/yyyy): 07 - / -} S (See instructions for exemptions)

Signature of Employer or Authorized Representative Today's Date (mm/ddfyyyy) | Titlg of Employer or Authorized Representative
A I :
o= - n-S,10
Last Name of Employer or Authorized Representative Fi%ame of Employer or Authorized Representative | Employer's Business or Organization Name

! A

Employer's Business or Organization Address (Street Number and Name) | City or Town State ZIP Code

Section 3. Reverification and Rehires (To be completed and signed by employer or authorized representative.)
A. New Name (if applicable) B. Date of Rehire (if applicable)
Last Name (Family Name) First Name (Given Name) Middle Initial Date (mm/ddiyyyy)

C. if the employee's previous grant of employment authorization has expired, provide the information for the document or receipt that establishes
continuing employment authorization in the space provided below.

Document Title Document Number Expiration Date (if any) (mm/dd/yyyy)

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

Signature of Employer or Authorized Representative | Today's Date (mm/dd/yyy) Name of Employer or Authorized Representative

Form1-9 07/17/17 N Page2 of 3



Card Expires: 10/22/2 .
Y. ResidentSince: 12/13/12 . °
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PO Box 46270
Minneapolis, MN 55344-9956

‘ Tel: 952.855,1288
employer solutions staffing ENOUD.
New Hire Application
Personal Data— RLEASE PRINT LEGIBLY IN INK
Last Name_Kyaw Gho First Name __KhU iiddie Inittal M@
Strpat Address 1411 Blair Avenue _ AptiSte
Phone Number _ 6513480595 Emall Address @

Staffing Agency/Recruitment Partner  CMG

Are you legally authotized to work in the United States of America? @1vEs Qino
Applicant Cartification and Authorkeation

lmmmmmmbmmmmmmhu-ﬁm\bmm
quaiiications Tor employment. 1 authorize ESSG t make inquiries of my former employers, except as indicated In fhis
appiication,

il offers of smbioymont are conditional unon nat RGOy pioof o

!MM&WWMmhmwm eligihiity for hire by cantain clients of ESSS.
mmmuahmwummmwmmmme&ammma
required by cliants, govemment ragulafions or by ESSG polisies.
lMMWmeWMmMWWthWMbWaWM
immwmmmmywpmmmmmmauMlananMuuMMwm
WUMMMIMMWmmmeWMM disqualtication from
mmmmammmrmwxmwwmmwmm ™

Kﬁmﬁimhmwmmmmmmasdﬁs&

Kyaw Gho Khu Luaw G K. Jan3,2018

Name {Prinit of type) Applicants Sgnature “Baw
Awuammmwmummwmnmommmmwmmwmwmwhvmmmm
For ESSG Office Use Only

POH NHW 3 8850 e

Emargency Confaatinfo | Background Relosse Form Backgraund Results UMWMW ESC Appiication
For ESSG cnentUsev

Do ______ = |Rop Work Site Loe. WC Code

EBSG -~ CMG-CO Rev. 0422017



employer solutions staffing group..
Wage Payment Method Authorization (Minnesota)

Employees have the option of receiving wages by Direct Deposit and/or Payroll Debit Card.
If you do not provide a written election, wages will be paid by paper Check.
;| SECTION 1 BASIC INFORMATION

Employee Name | - } ] @ Effective Date

SECTION 2 PAYROLL ELECTION
irect Deposit (Please complete Sections 3 and 5 below)  Note: Direct Deposit accounts may take up to 7 days to be activated

- Payroll Debit Card (Please complete Sections 4 and 5 below) ! Paper Check (Please complete Section 5 below)
SECTION 3 DIRECT DEPOSIT

\ ] [] Update Bank Account I understand and acknowledge that if I do not provide a

o~

voided check with this direct deposit form, I am

Bank Name: . ..
0 0() @é responsible for any delays in payroll or extra costs

Routing# aZ q i 0 'H,* i C‘? é incurred if the account number that I provide is incorrect.

A t# & e s
ot ZL 0. 028A0E Initial Date
Account Type: %hecking [ savings Oother

PR
- O

- Z 7

«  To help us avoid making an error, please attach a copy of a voided check. (a depoesit slip will not work)
« Ifyou g}lange banks, do not close your old bank account until your direct deposit has started at the new bank, which may take 2 pay periods.

SECTION 4 PAYROLL DEBIT CARD (GLOBAL CASH CARD)

Federal law requires all financial institutions to obtain, verify, and record information that identifies each person who opens an account. In order to
request a Payroll Debit Card for you, we must provide all of the following information that will enable the financial institution to identify you. If
you do not submit a Direct Deposit/Payroll Debit Card Authorization, ESSG will provide the necessary information and issue you a Payroll Debit
Card to pay your wages. For your protection, the financial institution may ask you to provide them additional identification information so they can
verify your identity.

Except for the routing and account number, ESSG does not have access to any information regarding your Payroll Debit Card account or
transactions. On your first payday, you will receive your new Payroll Debit Card, and a packet containing all of the terms and conditions. You will
then sign acknowledging that you received the Payroll Debit Card and packet. Your Payroll Debit Card will be reloaded on each payday you receive
wages.

CARDHOLDER INFORMATION (as you want your Payroll Debit Card to be issued)

First Name M.L Last Name Date of Birth
Street Address (PO BOX NOT ACCEPTABLE) Social Security#
City State Zip Cell Phone (mobile)
RECEIPT OF PAYROLL DEBIT CARD (to be completed when you pick up your Payroll Debit Card)
Payroll Debit Card Routing # Payroll Debit Card Account #

073972181

1 have received my Payroll Debit Card, welcome brochure, program fees, program terms, conditions, and disclosures. By activating my Payroll Debit Card,
I am agreeing to the program terms, conditions, and disclosures that are included or made available to me from time to time from the financial institution. I
authorize the financial institution to debit my Payroll Debit Card account for the fees described in the fee schedule that is part of the program terins,
conditions, and disclosures.

1,22 )13

Employee’s Signature: / Date:
-
SECTION 5 AUTHORIZATION

I authorize ESSG to directly deposit my periodic wages/compensation payments, net of required tax withholdings, other required withholdings
or authorized deductions, into my account(s) as designated above and to initiate, if necessary, debit entries and adjustmentsfor any credit entries

made in error to my account(s). * E-mail is required for pay stub information.

*E-mail: @
this information will only be used to send your paystubs electronically

: Date: {i galjg
£ :

Employee's Signature:
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i % & « e o
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EMPLOYER SOLUTIONS STAFFING GROUP

BACKGROUND CHECK AUTHORIZATION

Employes Name: __Kyaw Gho Khu

{First} {Middie} {Last)
Former Namels} and Dates Used:
Current Address Since: 1411 Blalr Avenue Saint Paul, MN 55104

(Mo/Yr} {Street) | {City) {State/Zip)
Previcus Adidress From:

{Mafvr) fStreet} {City) {State/Zip)
Previous Address From;

{Mo/¥r) {Street) {city} {Stete/Zip)
Soclal Security Number; ___ 404750428 pos. 01/01/1995

Phone Number: 6513480585

Driver’s License Number/State:

mmmmmmmmmdewm

lmwmmsmpmsowmmem LLC and its designated agents and representatives to conduct &
mmﬂmﬁwm&wdmyhad@nmdmuﬁngammmmnmd]mmmvmmmmmpmmhe
generated for employment purposes, !ummmmmmafﬂmmmwmmmmr
mmnmmmghmhmmmmﬁmfdmmwﬂﬂwmofmlmﬂwmmw;weﬁtmm,
mmdpmmmmmmhm.mmmmmmmmmmm
ammmmmmmmmmmmmmanmmm,mwmm
records, birth records, and any other public records.

Hurther authorize any individual, company, firm, corporation, or public agency to divulge any and al] information, verba)
or written, pertaining to me, to Employer Salutions Staffing Group, LLC or its agents. | further authorize the completa
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 ather sources, Employer Splutions Staffing Group, LLC and its
mmmmmmmumﬂmmmmmmmmnmmm
manner in arder to protect the applicants personal information, including, but not limited to, addresses, social security
numbers, and dates of birth,

Signature: i Date; Jan3,2018

Pleasethe lwlshm receive 8 copy of a consumer report that is requested,
lw&hmmmﬁmampyofaaysuckymadmwkmmﬂumﬂmtsmm



EMERGENCY CONTACT INFORMATION

S ———— R

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

Employee Name: Kyaw Gho Khu
Address: 1411 Blair Avenue Saint Paul, MN 55104

Home Phone: 6913480585

Relationship: | Work Phone:
_ D .
Neme: Cell Phone:
Relationship: Wark Phone:

Additional Information you want Employer Solutions Staffing Group and our clients to know in the event
of an smergency: ‘

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



This agreement made this !fcay of t.ozm,__, between
Employer Solutions Staffing Group LLC, hereinafter referred to as *employer”,
and hereafter referred to as “employee®.

WITNESSETH:

For the duration of my employment and after resignation or termination of
ﬂ\isamphymemmmamplayer,foranymsonvdmsower.meempbmshau
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.

lnviewofthedﬁﬂaultyofdetennirﬁngﬂxeamomtofdamageswhldmmy
result to the employer from a violation of any of the provisions hereof the
unp!oyeeagreestopaytoﬁwampluyertheswnofﬂo,owasﬁqmdabd
damages for every such violation; provided, however, that the payment of such
amount as liquidated damages ehall not be construed as a release or waiver by
the employer of the right to prevent any such violation in equity or otherwise.

gmmmm

Employee Signature

Employer Solutions Staffing Group LLC, Representative



e R
employer solutions staffing 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 pald for any compensable work Injury. Medically
authorized time away from work will be reimbursed in accordance with the State
of Minnescla workers’ compensation laws, Wheraver possible fight duty
restrictions imposed as a result of your injury will be accommodated.

RESPONSIBILITIES OF THE INJURED WORKER:

Minnesola Rule S8ec. 5221.0430, Subp. 1 requires that you choose one primary
health care provider. Subpart 2 places fimitations on your right to change

primary health care providers. Discuss with your employer any change in health
care provider,

Attend ail scheduled appointments. While on physical imitations, visits should
be a minlmum of once every iwo weeks, Fallure to have current medical support
for disabifity may result in termination of benefits. Schedule your next
mmmmmmwmrwmmmmmmmamu

Obtain a Repart 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 o retum to work
at the earliest appropriate time,

Immediately following your appointment, provide a capy of the report fo the
designated employer representafive. 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 1o work and parfbxm physically suitable tasks a= assigned, These may or

may not be in your regular department, The wark may or may not be on your
usuai 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

primeary health care provider. Keep the claims representative advised of your

ﬁ&hmwmm&smeduhdwmkduebammry,mmu&bem
by your primary health care provider the same day In order to receive
compensation for the tine away from work. The physiclan must complete a
Report of Workability.

lhavemadmymmslbmﬂasandagmﬁoamwmmgmdem




LOST OR STOLEN PAYCHE

If a paycheck is lost (missing, misplaced, destroysd, lost In the mail, efc.), you
must nolify your staffing recruiter that the check cannot be found. If i can be
verified that the check has not been cashed, ESSG will stop payment on the
check and re-Issue the check 1o you, deducting a fee of between $25-$35.

If your paycheck was stolen, you must first file a police report before we can re-
issue the check. Once you have done so, you must provide a copy of the policy
report to your staffing recrulter that the check was stolen. If the cheek has not
been cashed and if the loss of the check was not your fault, ESSG will issue a
new check and no fee wiil be deducted.

CHEQUES DE PAGO PERDIDOS O ROBADOS

Siunchsquadapagosepiema(wefaka,fuemdemar.demwo,mmen
el correo, ete), usted debe notificar a su reclutador de personal que el cheque no
se puede encontrar. 8i se puede verificar que el cheque no ha sido cobrado,
ESSG se detendrd el cheque de pago y reemitir el cheque 2 usted, descontando
un cargo de entre $ 25 - § 35.

Si su cheque de pago fue robadp, primero debe denunclar el robo a la policta
antes de que podamos volver a emitir el cheque. Una vez hecho esto, usted
dahepmpamhmmmiadehdenunﬁaasumdutadwdepem;alqueei
chequemembadu.Sielohequenohasidooobmdoysilapérdmdalcheque
no fue sy culpa, ESSG emitira un nuevo cheque y no hay cuota se deducirs.

AGREED/SE ACUERDA—
Name/Nombre {con letra de molde); Kyaw Gho Khu

AW (0 [l
Signature/Firma: &Rl




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 warkpiace free from serions
recognized hazards and eomply with standards, rules end regulations issued
under the OSH Act.

(2) Ensure that its clients parform a job hazard asgessment; in arder to identify
and eliminate poteniial safety and health hazards and to determine
necesgary training and protections for employess 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

(5) Provide safety training in a langnage and vocabulary workeys can
understand.

ESSG is committed to vigorously enforcing its OSHA Compliance Policy.

To help ensure a safe workplacs, you have certain responsibilitiss too, which include
the following:

e Responzibility fo work in compliance with OSHA laws and ragulations
« R ihility to nse 1 nrotacti . t and clothing as directed
by the host employer
* Responsibility to report workplace hazards and dangers
» Responsibilily to work in 8 manner as required by the employer and use the
prescribed safaty equipment.
You have the following basis rights:

¢ Right to refuse unsafe work

» Right to know or be informed sbout actual and potential dsngers in the
workplace

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



employer solutions staffing group..

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

¢ Right to gain access to relevant personal exposure and medical records,

Ymmhmewmmemﬁm&ammhmmdmmm,by
request, if you sign and file a wriiten complaint. You can request to be advised of
OSHA actions regarding a complaint, and request an informal veview of any
decision not to inspect the site or issne a citgtion. And, you can file a complaint if
you are punished or diseriminated against for acting as a “whistleblower” ymder the
OSHAﬂmlsmbdmmmhrwhichOSHAhasMsﬁc&m,mﬁr
reﬁ:dngwwmkwhenfawdwithhnminentdanguefdeathorseﬁmi:ﬁmyand
there is insufficient time for OSHA to inspect. Retaliation or reprisal taken against
anyomwhohasexpmaedmaboutworkpheessﬁetyiaiﬂegal

Ifyonbaﬁevethatmﬁghttoasaﬁeworkphmhasbeenviolateﬂ,yonmmakea
mpmtoamamguofthahostwmksﬁeemhyaraudlorESSG(bytelephming
204.845.1288/1.866.486.7679) and asking for the ESSG Safety Director. You can
also contact OSHA with any concern. ESSG recognizes the sariocus nature
ofenmﬁngwurkpm“aﬁatywmendeavormpmmanymhymwhomayhave
been subjected to unsafe or hazardous worksite conditions.




Acknowledgement of Receipt of Workplace Safety Policy

Imﬁ&MtIhmmwhedamdemMSohﬁmbﬁngGm’sESSG
WORKPIACESAFETYPOHGY.IW&MR%WWWW
thispolicyandaskmysupe&vimamembwofmanagmentormtelephom
Employer Solutions Group (ESSA) at 952.885.1288/1.866.496.7578 with any
questions I may have about this policy. 1 agree to comply with ESS@s policy on
ESSG WORKPLACE SAFETY POLICY and I understand failure to comply is

Iahoagreethatifatanyﬁmeduﬁngmyemphymntlambeﬁmthatlam
wmkinginanmafeordangamworkmﬁemmlwﬂlimmaﬁatalymm
my supervisor, manager, director or ESSG's Safaty Director at
852.885.1288/1.866.486.75678 in order to obtain assistance in the resclution of such
matiers,

Employee Name (Please Print)

Kvaw Ghn Khu

Employee’s Signature:

A Date: 1213,2018




ov. March 2018 the Work Opportunity Credit OMB Mo, 15484600
e ——

Yourneme __ Kyaw Gho Khu Soclel security mumber’> 404790428
Strest address whereyouiive 1411 Blailr Avenue '

Clty or town, state, snd ZP ode ~_ Saint Paul, MN 55104
County Telaphons number 6513480595
If you are under age 40, enter your diate of birth {month, day, yees) 01/01/1985

1 [ Check hara i you received a conditionsi oerfification from the state workioros agancy (SWA) or & particlpating looel sgency
for the work opportunity credit.

2 [Tl Gheck here it any of the following stataments apply o you,

» lmamdammmmmmmmmhmm{rmmms
menths during the past 18 months,

* imammamdammmwmmmmmm
stampa) for at least a 8-month period during the past 16 months,

® lmmmwammwwmmmmmmumwm
program, or the Department of Veterans Affairs,

© | am at Joast age 18 but not age 40 or clder and | am & member of a family that:
& Received SNAP benefits {food stamps) for the past 8 months; or
umwmmmfwawsaﬁmmsmmbmm«mwmm

L nmmapmm,lmmmddaumyammm&aﬁmy.

* | recsived supplemental securlly income (581 benefits for any month ending during the past 60 daye.

® xamavmmamlmmmwnmmmmam4mwmmsmmm
past year.

3 m;mmwmmammmmmmammmmmmsmmmm
year,

4 E}Mhmﬁmmammmmmwmﬁmhrammmmema
reieased from aotive duty in the U.S. Armed Forces diring the past year,

5 [Th checkhere if you are « veteran entitiad to compansation for 4 seyvice-connepted disabliity and you wers unemploysd for 8
period or perinds totaling at least 8 months duting the past year.

L] @3 Check hers if you are 2 member of a farlly that:
*» Raoeived TANF payments for at legat the past 18 months; or
* Received TANF payments for any 18 months baginning after August 5, 1867, and the sarfiest 18-month period beginning
aftar August 5, 1887, ended during the past 2 yaars; or
* Stoppad being eligihle for TANF paymants diring the past 2 yaars booause federal or state law Imited tha metimum time
those payments coyld be marle,

7 [0 Mm#wumhamﬂodduumbwmm&mmwmmmmd or part of that period
you recelved unempicyment compensation.

_Signature—All Applicants Must Sign

mwﬁm:mmrmmmmwﬁmmmmhm&nMammnawmm«mmm

Job applicant's signature b %%# Date Jan 3,2018
For Privacy Aot and Paperwork Reduction Act Notice, see page 2. Cat. No, 228811 Form SBBD (Rav. 3-2018)




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

Company:
Locations Positions
EMPLOYEE SECTION:
First Name: Last Ngme: Suffix: Strest Addresst City/State: Zip:
yaw Gho Khu N 1411 Blair Avenue Salng Paul, MN 55104
S6f: Date of Birth: Ags: | Bavoyou worked or | 1 yes, location: '
404790428 01/01/1995 Ymmﬂ
Please complets all guestions, and sign and date the form. Yes No
1, Fiave yon or kns anyone living with you received Temporary Assistance ty Needy Families (TANF) ol O

at any time since Angust §, 19579 (iPyes, plense provide infismation below.)
Name of tho pergon mociving bevefits: ___ Relationship teyou: _____

2, Hayve yon or hss suyone with yon received Food Stamps (SNAP) at any time during the past 15 montha? (@]}
afmﬁmmmmﬁ;ﬁw) it O

Name of the person rocelying benefite: . Relptionshiptoyou: ____

3. Have you received Supjiemental Seenrity Income of any thne within the past 3 mouthn?
mmﬁnmmmnwmh&%m’%mm&mm a
*3f you checked yes please provids a copy of yosr SS1 docmentation,

4, Have you received of vocational rekabilitation services withis the past two years? ® ]
Hyoa pleaes iadlosts Wil aypm of s you wosked with and provide their location informatien below: a
] Vocational Rebsbilitation Agenoy U\ Dept. of Veterms Affairs L} Ruployment Network (Tiiet to Wk Progeans)
Nams of Agency: Phoned: ___
City: ___ Comnty: ____ Stetes
WmMmp@m&amWwﬂmW#ﬂ?&mﬁMmmm

5. Areyou » Vetoran of tho U.S. Military? */yes, pleae provide a cogy of your DI-314 cnd letier of separation. Q Q
53, pleses rovids nfoompion b, umanﬁz'mmumx?
Daties of Serviea-From:____ Tox
Branchof Sarvies:

‘ Axe you eatitled fo or are you racslving compensstion for 2 servico-connected dizability’

6. Huveyou been nuemployed at any time during the Iast 12 montis?

a Q

K'yes, dates of unemspioyewmt - From: _ Tor
wmmmwnmmmymmw Q D
0!

———

1 yas, in which state did you recsive snemployment compengation? __

7 mmmmﬁa%nyum&uuphnhnhh-ymﬁwmhﬁamum
Conyiation Date: Relense Dein; :
Weathis LY Fodorator ] Statm cnnvistion? 1St Comnty: St ___

o TR puieatec e RO
IEC (Native American); Are you or your spouse 2 member of a Native American Teibe? 1 O
fyouchecked yes plense provide a zapy af your CDIB card.

CA Residents: [L] Are you the shitd of yster parents? [ T]] Do you receive CiWarks? 3 Workforos Investment A2
[Tl Are yon 2 migrant or seasonat fare sworker? [[] Have you evee bees convicted of s misdemennor?
SCResidentss [} Do you receive Family Independence Benafits?

a&rmiaum 4%!%«&%% b trae and. the bestof and § authorizs

i true and accurole 1o Terowleidge, hereby agenay, irganioiion,
m\uwmwmmmwmmm&umammmgmmmmmwﬁwnmm ol
Cansultants, Inc. dba Retrotaz), or the Department of Labor.

New Emplayee Mm,%@m% Date: _Jan 3,2018

@]




U.S. Department Labor ' OMB Control No, 12050371
Employment and Training Administration Expiration Date: January 31, 2020

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

Instructions: This Self-Attestation Form {SAF) Is to be completed, signed, and dated by the new hire anly.
Employers or consultants submit this SAF to the State Workfurce Agency with IRS Forms 8850w ff i
separately, with ETA Form 9051 (wﬂAFmM)fmwhwﬁﬁcaﬁme&rﬂﬁnewW

Under penalties of perjury, Immmmmmismmmmmmwm

New Hire’s Signature: g@%%ﬁﬁm Date “303:2018

New Hire Name: ___Kyaw Gho Khu

Social Security Number: 404730428
Employer Name:

Pleasaeckﬁaemmmbabwifﬂxey»plytom.
I declare that | was in a period of unemployment that is at least 27
mnmmweehandfwauormofﬂmtpeﬁod!maeivedmnpbymem
compensation,
| | declare that I have been in a pericd of unemployment since

(Enter start date)

‘Privacy ActNotics;

117-

ETA Form 9175 (Rev. November 2016)



employer solutions staffing group.

Notification of Minnesota Law Requirement —
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 to
affirmatively request an additional suitable job assignment, (2) refuses
without good cause an additional suitable job assignment offered, or (3)
accepts employment with the client of the staffing service, is 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.

| 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. (Initial)

/ig&?}fg

Employee Signature: Date:

Epey Gt Kl

Employee/please print your name here)

CMG_SM - Rev. 09.2013



Acknowledgement of Receipt Antiharassment Policy

I 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 questions | may have about this policy. | 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 to any type of discrimination, including discrimination because of race, sex, age, religion,
color, national 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 in the resolution of such matters.

Employee Name (Please Print)

%Vlﬁéz‘/ A

Employee’s Signature: )
%" Date: /l’ 39 ; lg

z

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 acknowledge 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.- |
acknowledge 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, delete 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
employment 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 concerning 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 entire agreement between me and ESSG concerning the duration of my employment, the
circumstances 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 I have questions regarding the content or interpretation of this Handbook, | will bring them to the
attention of ESSG.

DATE

o Vypy Gilo Ve

! EASE PRINT
EMPLOYEE
SIGNATURE 7

ESSG
REPRESENTATIVE




a ACKNOWLEDGMENT
The associate handbook was reviewed with me, and | have received my personal copy. | also
acknowledge that | have been given the opportunity to ask questions and express concerns
during my orientation. Additionally, | understand and support the following:
1. This handbook is intended as a guide and not an employment agreement that
creates a contractual relationship, and that the employment relationship may be
terminated at the will of either party at any time.

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

3. |l agree to notify my ESSG Consultant immediately of any change in my personal
data such as phone number, address, emergency notification, etc.

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

Date: /) é&,ﬁ,’; /fZ

Associate's Signature: Z .
Associate's Printed Name: k///ﬂic/ é{fé’v;," k &cn

Orientation provided by:

24



DRUG AND ALCOHOL

TESTING CONSENT FORM
1. I have been allowed to read and inspect a written copy of ESSG policy on
drugs and alcohol. '
2. I 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.

3. I hereby voluntarily consent to ESSG, or its health service providers, or
other persons or entities acting for or with them, to collect a body component (blood,
urine, breath, or any combination thereof) from me for testing for alcohol and/or drugs. |
understand that the laboratory selected by ESSG may conduct testing and other
analysis on the sample provided by me. | further voluntarily consent to the laboratory’s
disclosure to ESSG of the results of my drug and/or alcohol test and other information
related to the test.

Individual's Name

[, 50 , 707

Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



Fixed Indemnity Medical Benefits_Plan 2
VSl 219301-ESG-1  OFFICE USE ONLY LOCATION Rehire Date ___/___/

ENROLLMENT FORM ESC CUUNAC-MN) P1v18.2

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

S N T e s G
Address » ; Apt. #

14 / i IZ( P~ A\M, P
City é/% VW/ State MM Zip SSL&L{; oDa}e/gf,B/irt?Ci‘qg\

B. DO YOU OR ANY OF YOUR DEPENDENTS RECEIVE MEDICARE BENEFITS? - |zt NNV olease continue.
Medicare Health Insurance Claim Number (HICN) Medicare Effective Date

Name of Covered Person (s):

[N
N

C. LIMITED BENEFITS PLAN SELECTION ~ Payroll Deducted Weekly Rates

You MUST select a coverage level before any benefits in Section C. Your coverage 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 M -0 NDEMNITY | penrar VISION TERMLIFE | SHORTTERM
Employee Only 17 ] 52025 (& $6.17 1 s2.42 [ $0.60 L] sa.20 {3
Employee +1 [ | $41.10 $12.34 $4.92 $0.90
Employee + Family [ ] $54.88 $20.36 $6.56 $1.80
NO to ALL Benefits D D Yes Bﬁo @Y/es I:l No DYes Q/NO Ws D No D Yes ‘@{\Io

'This coverage is not available to residents of NH, HI, or PR. 2STD is not available to persons who work in CA, HI, NJ, NY, or Rl. )

For Term Life / Accidental 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
N . - » e N . [spouse[ ] Child D,D‘?meStiC,Pamer

Name Social Security # Date of Birth | Sex : Relationship
‘ ‘ ‘ i ’ [] Spouse D Child D Domestic Partner

Name Social Security # Date of Birth | Sex Relationship
; » ’ /7 » ‘ ] Spouse D Child D Domestic Partner

Name Social Security # Date of Birth - Sex Relationship
5 ’ / /’ DVS‘pous‘e [_]Child |:| Domestic Partner

E. REQUIRED SIGNATURE YOU MUST SIGN AND DATE, EVEN IF YOU DECLINE COVERAGE

I have read the benefit packet and understand its limitations. | understand that open enroliment is only available for
a limited time and | understand that making no benefit selection is a declination of coverage.

oare 01,30, 2010w sionatue %/

This is an Essential StaffCARE Enrollment Form.



G

empiloyer solutions group. employer solutions nationwice grotp.

Enhanced MEC Plan_Plan1

Benefits Enrollment Form [ ey Employee [ Rehire Rehire Date
Employee Information: S ai ; : o

Name (First and Last) Qyﬂ&j k[&“’ Soczf ;:Lu;ti ;m;e:— QL( g
141 (b1~ Ave ygjl %/ﬁ/%/ M cglol

Gender N Male Marital Status™}” Single | Date of Birth 0 / 7 ( @ @ g Date of Hire
[ Female | I Married [ Divorced / 0 / { ‘ 9 l I &
Email Address: ! i

6S1,242,059s]  Cpiwez19as @ QmAil, com
Please Select Desired Coverage: i

Employee Only - D Employee+Spouse - D Employee+Child(ren) - I:I Family -
$24.00/Week $38.00/Week $36.00/Week $63.00/Week

employer solutions staffing group.
L 2t in farket

Benefit Plan Administrators, Inc.

Phone Number:

Social Security # Birth Date | S€X

Relationship

[ Male [JSpouse [J Child
[ Female [0 Domestic Partner

irstName M.1. Last Name

Social Security # Birth Date | Sex RelationShip
O Male [ Spouse [ Child
[ Female [J Domestic Partner

First Name ML, Last Name |

Social Security # Birth Date Sex

Relationship

[0 Male DSpouse [Od Child
[J Female [0 Domestic Partner

First Name M.L. Last Name |

Other coverage information including Medicare/Medicaid
NAME OF PERSON COVERED (FIRST, LAST):

EFF. DATE

EFF. DATE

EFF. DATE

Employee Acknowledgemant and Authorization - | hereby apply for the group benefit(s) as indicated. | acknowledge that all entries are true and complete and that
any misstatements or failure to report information may be used as the basis for cancellation of coverage for me and my dependent(s), if any, from the original
effective date. Further, | authorize my employer to make the necessary payroll deduction of premiums for coverages | have elected.

IF ENROLLING<YOU MUST SIGN HERE

Employee Signature y Date ? ) éQ ) ’20/ Z
EMPLOYEES DECLINING O |am DECLINING coverage

I understand that | andfor my dependents, if any, waive any coverage and desire to participate in the plan at a later date. l/we may be considered a late enrollee and
must meet the requirements defined in the Certificate of Coverage for the company’s medical or dental plans. If | decline enrollment for myself or my dependents
(including my spouse) because of other coverage, | may, in future be able to enroll myself or my dependehts in this plan, provided | request enroliment within 31
days after the other coverage ends. In addition, if a new dependent relationship forms as a result of marriage, birth, adoption, placement for adoption of parting suit
of adoption, | may be able to enroll myseif or my dependent, provided I request enroliment within 31 days of the event.

IF DECLINING-YOU MUST SIGN HERE
Employee Signature Date i’ 3 % L[) ':LQZ %

Employer Solutions Staffing Group Health Benefits Team
PO Box 46270 Minneapolis, MN 55344-9956
Phone: 952-767-9519 Fax: 952-767-9515
Email: Health@employersolutionsgroup.com




