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SENSITIVE BUT UNCLASSIFIED

Case Verification Number: 2018089111540XJ
Report Prepared: 04/02/2018

Company Information

- e et S s T e

" T

Company ID: 47429 Company Name: Employer Solutions Staffing Group

Employes Information

Last Name: Burton First Name: Kristin

Date of Birth: 04/04/1994 Social Security Number: *** ** 4056

Hire Date; 03/30/2018 Citizenship Status: A citizen of the United States
Document Information

List A Document: U.S. Passport or Passport Card

Passport or Passport Card Number: 5680822623 Document Expiration Date: 01/25/2027
Case Status Information

Final Case Result: Employment Authorized Employer Case ID:

Case Submiited On: 03/30/2018 Case Submitted By: ZZEP3284
Closed On: 03/30/2018 Closed By: ZZEP3284

Closure Statement: The employee continues to work for the employer after receiving an Empioyment Authorized resuit.

SENSITIVE BUT UNCLASSIFIED

4/2/2018, 9:51 Al



Employment Eligibility Verification USCIS

Department of Homeland Security OME::I:\J;’;W
U.S. Citizenship and Immigration Services Ll el

B START HERE: Read Instructions carefully befora completing this form. The instructions must be available, elther in paper or electronically,
during completion of this form, Employers are liable for errors in the compistion of this form.

ANTH-DISCRIMINATION NOTICE: It is lllegal to discriminate against work-authorized individuals. Employers CANNOT specify which
document{s) an employes may present to establish employment authorization and identity. The refusal to hire or continus to employ
an individual bacause the documentation presented hes a fulure expiration date may also constituts illegal discrimination.

[Section 1. Employee Information and Attestation Employsaes must eompfete arid signGection 1 of Farm 1-9 no later

thah the first day of employment, but not bsfore aqt:eﬁ'flng afob offer ) w 3

Last Name (Family Name) First Name (Given Name) Mlddle Initial Othef Last Names Usad (i any)
Burton Kristin R N/a

Address (Strest Number and Name) Apt. Number | Clty or Town 8tate  |ZIP Code

7601 36th ave north 324 New Hope Mn 55427

Date of Birth {mm/ddfyyyy) | U.8. Social Security Number | Employee's E-mail Address Employee’s Telephone Number
04/04/1994 | spedospsg | |- | | | || B.krsitin19@icloud.com 3126843133

| am aware that federal law provides for imprisonment and/or fines for false statements or use of false documents in
sonnesction with the complation of this form.

1 attest, under penalty of perjury, that | am (check one of the following boxes):
(@) 1. A ciizen of the United States

IQ) 2. A noncitizen national of the United States (See instruatians)

{() 3. A lawiul permanent resident  (Allen Reglstration Number/USCIS Number): N/A

182 4. An alen authorized to work  unti (expiration date, if applicable, mmidd/yyyy): N/A
j Some allens may wiite "N/A" in the expiration date fiald. (Sse nstructions)

| Aflons authonized fo work must provida eniy ane of the following document numbers to complete Form 15: | L T
An Allan Reglsiration NumberfUSCIS Number OR Form 184 Admission Number OR Foreign Passport Number, |

| 4. Allen Registration Numben/USCIS Number: N/A |

l OR

‘ 2. Form 1-94 Admission Number: N/A }

| 8. Foraign Passpart Number: N/A :

f Country of \ssuance: N/A :

Signature of Employese 4714 Borfon Today's Date (mm/Add/yyyy)

< Reit0n Eave: (Rar T, 0Ly Mar 28, 2018

reparer andior Transiator Gertification (check one):
(@) | did not use a preparer or transiator. ()] A preparer(s) and/or translator(s) assisted the empioyes In complating Section 1.
(Fields below must be completed and signed when preparers and/or translators assist an empioyes in completing Section 1.)

1attest, under penalty of perjury, that | have assistad In the completion of Section 1 of this form and that to the hest of my
knowladge the information Is true and correct.

Signature of Preparer or Translator A Today's Date {mmildiyyyy)
N/ 03/28/2018
Last Name (Family Nameg) First Name (Given Nams,
ame (Family N/A J] N/A
Address (Sirest Number and Namae) Chy or Town State ZIP Code
N/A N/A N/A | N/A

@ : E;Mp)en’er Cémg;lf;{e"?é]\?exl Page ﬁ

Form 1.9 071717 N Page 1 of 3




Employment Eligibility Verification USCIS

Department of Homeland Security oml: ::'?6:;_900"
U.S. Citizenship and Immigration Services Expires 08/312019

ection Z. Employer or Authorized Representative Review and Verification

(Ernpiaysrs or their authonized repmggntative must eompleta and sign Seatfan 2 wathin 3 @uslnesavda“ys of the employee’s first da ({ of employment. You
must physically examine one document from List A OR @ ecmbinafian of one document from List B and ene dooument from List C as listed’on the Lists
of Agseptable Documents.”)

me (Femily Name) First Naim_a (Glven Name) MJ. | Clizenship/immigration Status |
Employse info from Section 1 Uf_j s _\{—-rt.ﬁ ! - n R CL 2.e
ListA OR ListB AND ListC
Idantity and Employmant Authorization Identity Employment Authorization

[»] 1 D Dy nt Titls
Iﬂﬂaﬂm X Stma\DGL'SS O U("\-— ocume::mme acume!
SN 0 Issuln; ority igsuing Authority
Un el Skocte ’ ’

Daoument Number Dacument Number Pocument Number

SO AS FD

Explration Date (i any){imm/ddiyyy) Expiration Date (i any){mm/ddiyyyy) Expiration Date (i any){mm/ddlyyyy)

Dooumant Title

Tesuing Authorty Additional Information - 00 Mok Vi e Bt

Document Numbar

 Expiration Date (7 any){mmiddiyyyy)

Document Title

Issuing Authority

Document Number

Expiration Date (i any)(mmyddfyyyy)

Certification: | attest, under penalty of parjury, that (1) 1 have examined the document{s) prasented by the above-named employee,
{2) the above-listed document(s) appear to be genuina and to ralate to the employee named, and (3) to the best of my knowledge the
employes Is authorized to work In the United States.

The emﬂo__yeg % ﬁrst d_gy_“o\f smployment (mmv/ddiyyyy): QY |0 )-|20]% (See Instructions for exemptions)

pidver or Authorizeth Representative Today‘r Date jmm/vdwyy) Employer OrAL‘IEﬁ_?;d Representative
. A
‘ ‘ OH/0g 201 ¥ eCry )
First Name Emp}oyeror Authorized Representative | Employer's Business or Organization Nama
2 \.‘L [ W,\ EMPLOYER SOLUTIONS STAFFING GROUP LLC
Employers Bhisiness or Organization Address (Straet Number and Name) | Gy or Town [Stﬁte ZIP Code
MN

7480 FLYING CLOUD DRIVE  SUITE 200 EDEN PRAIRIE 55344

Section 3. Reverification and,Rehires (7o bs complsled and sighed by employer or authorized reprasentative )
& NewNaro (iffpplicable] -~ = SRR . I8, Ot of Rehird if apnlizalile)
Last Nama (Fam/ly Name) First Name (Given Name) Middle iniial | Date (mm/adiyyyy)

]

iont heg bxpifad, frovie thi Inforfmation for the Gebufnent or Tecdiat fial éstabilehes ™
Document Title Document Number Expiration Date (i any) (mm/ddyyyy)

1 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/yyyy) Name of Employer or Authorized Representative

Form -9 0711717 N Page 2 of 3






www.esgstaffingsolutions.com

arroloyer solutions

o VRS

staffing group.-

New Hire Application

Personal Data-~- PLEASE PRINT LEGIBLY IN INK

Last Name Burton

Street Acddress

7601 36th ave north

First Name _ Kristin

PO Box 46270

0 Minneapolls, MN 55344-9956

Tel: 952,835.1288

Phone Number

3126843133

Middle Initial

Aptste 324

Soclal Sscurity Last Four XXX-XX-

Email Address B.krsitinl9@icloud.com @ -

Staffing Agency/Recruitment Partner

Jamie Steady

Are you legally authorized to work in the Unitsd States of America? @I YES (INO
Applicant Certification and Authorization

| authorize Employer Solutions Staffing Group (ESSG) to use the Information and statements contained in this application to determine my
qualifications for employment. | authorize ESSG o make Inquiries of my former employers, except as indicated In this application,
regarding my pravious duties, responsibilifies, parformancs, compensation and eligibiity for rehire.

1 understand that a comprehensive background check may be conducted to determine my eligibility for hire by certaln clients 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 clients, govemment regulations or by ESSG policies,
1 release ESSG and other persons or entities from any claima that might be based on ESSG's dacision to conduot 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 thet 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 to ablda by the policles and procedures of ESSG.

Kristin Burton

Keigtin Burton (Mar 29, 70118)

Mar28, 2018

Name (Prirt or type)

A copy or facsimlla ("fax"™) will be considered the same as an original signature, Emall will ONLY be used for employment correspondence

Applicant’s Signature

Date

For ESSG Office Use Only
DOH NHW 8 8850 w4
Emergency Contact info | Background Reiease Form Background Results Unemployment Letter ESC Application
{if applicable)
For ESSG Client Use
DOH ROP Work Site Loe, WC Code

ESSG - CMG-NSTW4

Rev. 04/2017



Form W-4 (201.8)

Future developments. For the latest
information about any future developments
related to Form W-4, such as legisiation
enacted after it was published, go to
www.irs.gov/iFormWa,

Purpose. Complete Form W-4 so that your
employer can withhold the conest federal
incoma tax from your pay. Consider
completing a new Form W-4 each year and
when your parsonal ar financial situation
changes.

Exemption from withholding, 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 because you
had no tax liablity, and

= Far 2018 you expeot a refund of all
federal income tax withheld because you
expest to have no tax liability.

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

General Instructions

if you aren’t exempt, follow the rast of
thess Instructions o determine the number
of withholding allowances you should claim
for withholding for 2018 and any additional
amount of tax to hava withheld. For regular
wages, withhoiding must be based on
allowanoes you claimed and maynotbe a
flat amount or parcentage of wages,

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

using this caloulator if you have a more
complicatad tax situation, such as if you
have a working spouse, more than ons job,
or a large amount of nonwage Income
outside of your job. After your Form W-4
takes effect, you can also use this
caloulator to see how the amount of tax
you're having withheld compares to your
projected total tax for 2018, if you use the
calgulator, you don’t need to complete any
of the workshssts for Form W4,

Note that # you have too much tax
withheld, you will repsive a refund when you
file your tax retum, If you have too littie tax
withheld, you will owe tax when you file your
tax return, and you might owe a pensity.
Filers with muttiple jobs or working
spouses. If you have more than one job at
a time, or if you're married and your
spouse la also working, read all of the
Instruotions inoluding the instruotions for
the Two-Earners/Muitiple Jobhs Warkshest
before beginning.

Nonwage income, If you have 2 large
amount of nonwage Incomse, such as
interest or dividends, consider making
estimated tax payments using Form 1040~
ES, Estimated Tax for Indlviduals,
Otherwise, you might owa additional tax.
Or, you can usa the Deductions,
Adjustments, and Other Income Workshest
on page 8 or the calculator at www.irs.gov/
W4App to make sure you have esnough tax
withheld from your paycheck. If you have
pension or annuity income, sea Pub. 606 or
use the caloulator at www.irs.gov/W4App
1o find ount if you should adjust your
withholding on Form W-4 or W-4P.
Nonresident allen. if you're a nonresident
alien, sse Notice 1392, Supplemental Form
‘W-4 Instruotions for Nonresident Allens,
before completing this form.

Separate here and give Form W-4 to your employer. Keep the worksheet(s) for your records,
Employee’s Withholding Allowance Certificate

» Whether you're entitied to olaim a certain numbher of allowances or axemption from withholding is
subject to raview by the IRS, Your employer may be required 1o send a copy of this foyrm to the IRS,

Specific Instructions

Personal Allowances Worksheet
Complete this worksheet on page 8 first to
datarmine the number of withholding
allowances to olaim,

Lhnc.HsadofhomehoIdplnaonm
Gerierally, you can claim head of
housshold flling status on your tax retum
only if you're unmarried and pay more than
509% of the costs of keeping up a hams for
yoursaif and a qualifying Individual. Sse
Pub, 601 for more information about filing
status,

Line E, Child tax oredit. When you file
your tax retum, you might be aligible to
claim a credit for each of your qualifying
children. To quallfy, the child must be
under age 17 as of Desembar 31 and must
be your dependent who fives with you for
maura than half the year. To leam more
about this credit, ses Pub. 872, Child Tax

- Credit. To reduce the tax withheld from

your pay by taking this credit into account,
follow the instructions on line E of the
worksheat, On the workshset you will be
asked about your total income, For this
purposs, total income includes all of your
wages and other income, incluting income
earnad by a spouss, during the year.

Line F. Credit for other dapendents.
Whan you file your tax retum, you might be
eligible to alaim a credit for each of your
dependents that don't qualify for the child
tax credit, such as any dependent children
&ge 17 and older. To learn more about this
credit, see Pub, 505. To reduce the tax
withheld from your pay by takin this credit
Into acoount, follow the Instructions on line
F of the workshast. On the worksheet, you
will be asked about your tolal income. For
this purpose, total income includes all of

OMB No, 1645-0074

2018

Last name

Burton

2 7uursoclalscwﬂv- number
328904056

Home address (number and street or rural routs)

7601 36th ave north

3(Singie ((IManied (@) Mamied, but withhold at higher Single rate.
Note: if married tfiing separately, cheok *Married, but withhold at higher Single rate,”

Gty or town, state, and ZIF code
55427

4 It your lnst name differs from that shown on your social security card,
chack here, You must call 800-772-1213 for & replacement card. B>

& Total number of allowances you're ciaiming (from the applicable workshest on the following pages) . . .

6  Additional amount, if any, you want withheld fromeachpaysheck . . . . . .

7 ickimexemption from withholding for 2018, and | certify that | meet hoth of the following conditions for axempﬂon.
« Lagt year | had a right to a retund of all federal Income tax withheld because | had no tax liability, and
» This year | expect a refund of all federal Income tax withheld becatise | expect to have no tax llablh X

i you meat both conditions, wrte"Exempt here . . . . . . .

8110

8 |8 Exempt

" 7| Exempt

Under penalties of perjury, Ideclarathatlhaveaxamlnadthlsoerﬁﬂmmd tothabmofmyknow!edgeandbeuef it is true, correct, and complete.

Employes's signature
{This form Is not valld unless you sign it) »

b {4 Burton {kar 23, 7016

" Mar 28, 2018

8 s name and address Gompiats baxes B and 10 if sending to IR and compiete |9 Firnt ciate of 10 identifioation
E‘o?}sswfs.anmo lfmmmmwam 6w Hires) - emplayment ?mm
For Privany Aot and Paperwork Reduction Act Notice, see page 4, Gat. No, 102200 Form Wi~4 (2018)



m1 DEPARTMENT W-4MN
OF REVENUE

2018 Minnesota Employee Withholding Allowance/Exemption Certificate

Employees

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

o Clalm fewer Minnesota withholding allowances than your fedsral allowances

o Clalm more than 10 Minnesota withholding aflowances

» Want additional Minnesota tax withheld from your pay each pay perlod

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

Do not completa this form If you are claiming the same numbar of Minnescta allowances as federal and the number claimed s 10 or less.

Employee’s first nama and inittel Lastname 1 Employee’s Sacial Security number
Kristin Burton _ 328904056
Permanens scddress Miarital status fcheck one box}
7601 36th ave north O S tmiecdeile - isasiogald
City State 2IP code Married
55427 e Married, but withhald at higher Single rate

Employees: Read instructions on back, complete Section 1 OR Section 2, sign and giva the completed form to your amployer. (Do not complete
both Sectfon 1 and Section 2, Completing both sections will make the form invalid.)

] section 2 ~ Determining Minnesota allowances

Complete Saction 1 If you claim fewar Minnesota allowances than your federal allowances, AND/OR if you want additional Minnesota withhald-
Ing deducted each pay pariod.

1 Total number of federal allowances cleimed onfederal FOrm W= ......cccvietrcsrsrrsicosracssressaed N/A
2 Totel number of Minnesota allowances (fine 2cannotbe more than llne 1) .....ov.cevvsisssssvsseseese @ N/A
0
3 Additional Minnesota withhalding you want deducted each pay perfod. ... .vveenvenaan 08600000 e o el Lo | S e ————

{7 section 2 - Exemption from Minnesota withholding
Complete Section 2 if you cialm to be exemnpt from Minnesota Income tax withhalding {see Section 2 Instructions for qualifications), if applicable,
check one box below to indicate the reason why you beliave you are exempt:

1 meet the requirements and caim exempt from both federal and Minnesata income tax withholding.

Even though 1 did not clalm exempt from federal withholding, | claim exempt from Minnesota withholding bacause | had no Minnesota
fncome tax llabHity last yéar, | recelverd a refund of all Minnesata income tax withheld, AND | expect to have no Minnesota income tax /fabliity
this year,

[ﬁ My spouse Is 3 military service member assigned to a military location In Minnesota, my domicile (legal residence) Is In another state, AND |
am in Minnesota solely to be with my spouse. My state of domicile is VA

E 1 aman Amarican indlan living and working on a reservation,
E 1am @ member of the Minnesota National Guard or an attive duty U.S. military member and claim exempt from Minnesota withholding on
my mifltary pay.
| receive a military penslon or other milttary retirement pay as calcuiated under Title 10, 2401 through 1414, 1447 thraugh 1455, and 12733
and claim exempt from Minnesota withholding on this ratirement pey.
}certify that all informution provided in Section 1 QR Section 2 Is carrect. | understand there is a 8500 penalty for filing a folse withholding allow-
ancefexemption certificate.

Remployess sgrwinte (LIS °® Mar 28,2018 Payime phote 3126843133

¥pstinPurion (Nar2), 2045}

Employees: Give the completed form to your employer.

Employers

If you are required to send a copy of this formto the Department of Revenue (see instructions), you must enter the employer information below
and mail this form to: Minnesota Revenue, Mall Station 6501, St. Paul, MN 55146-6501. {Incomplete forms are considerad invalid.) A $50 penalty
may be assessed for each requirad Form W-AMN not filed with the department.

Keep a copy for your racords.
Name of employer Federal employer ID number (FEIN) ! Wilnnesota tax 1D number
Adsiress CRy State 2P code

mev22177 Questions?  Website: www,ravenuestate.mn.us, Email: withholding.tax@state.mn.us, Phone: 651-282-9999 ar 1-800-657-3594.



er~240y2r scluiiors sia ﬁ' g gMup
Direct Deposit/Payroll Debit Card Authorization

Employees huve the option of recemngwages byDu'ect Depom andlorr Payroll Debit Card.
Iy § a8 will b , .

O SEOTHONTT BASTE NEOINAT

P AT ORI ERE G AN
Directnqwsit (Please complete Sections 3 and S below)
(@)| Payroll Debit Card (Pleass complete Sections 4 and 5 below)
SRIRETHIE M BETNEC T IR R R
Update Bank Account
Bank Name:

[] Paper Check (Option availabla to GA NH and NY residents only)

I understand and acknowledge that if I do not providea
voided check with this direct deposit form, 1am
responsible for any delays in payroll or extra costs
incurred if the account number that 1 provide is incorrect,

Account Type: Checking]["] Sevings[CJOther . Iniial KB Daze 03/28/2018

To help us avoid making an error, please attach a copy of a vaided check, (a deposit siip will not work)
1f'you change banks, do not close your old bank account until your direct deposit has started at the new bank, which may take 2 pay periods.

Routing#

SECHION A PadROLIE DERIT Galll

Federal law requires all financial institations to obtain, verify, and record informstion that identifies each person who opens an account. In order to
roquest & 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/Payrall Debit Card Authorization, ESSG will provide the necessary information and igsue you a Payroll Debit
Card to pay your wages, For yoor protection, the finacial institution may ask you to provide them additional idestification information so they can
verify your identity.

Bxceptforthemnthngandamnntmmber ESSG does not have aceess to any information regarding your Payroll Debit Card account or
transactions. On your first payday, yon will recsive your now 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 wani your Payroll Debit Card to be issued)

First Name M.L Last Name Date of Birth
Streot ATess (P0 BOXNOT ACCTRTABLE) Social Security#
“Chy Stare Zip Cell Phone (mobils)

RECEIPT OF PAYROLL DEBIT CARD (to be completed when you pick up your Payroll Debit Card)
Payroll Debit Card Routing # Payroll Debit Card Account #

1'bave received my Payroll Debit Card, welcome brochure, program fies, program terms, conditions. and disclasures. By activating my Payroll Debit Card,

1am agraeing 1o the program terms, conditions. and disclosures that are included or made available to me from time to fime from the financial institton, 1
suthorize the financial instiution to debit my Payroll Debit Card account for the fees described in the fee schedule that is part of the program terms,
conditions, and disclosures,

() [

Employee's Signature:_Kistin Suton (Mor 28, 3 Date; Mar28,2018

SECTION 5 AUTHORIZATION

T authorize BSSG 1o directly deposit my periodic wages compensation paymants, net of roqaired tax. withholdings, other required withho!gs '
er amthorized dedustions, into nry account(e) as designated above and to initiate, if necessary, debit entries and adjustmentsfor emy credit entries
made in ervor to my account(s). * E-mail is required for pay stub information.

*E-maijl: B.KRISTIN19@ICLOUD.COM @
this information will anly be nsed to send your paystubs electronically

Employee's Signature; st frion far 23, 1013 Date: Mar 28,2018




EMPLOYER SOLUTIONS STAFFING GROUP
BACKGROUND CHECK AUTHORIZATION

Kristin Burton
{First) (Middle) (Last)

Employee Name:

Former Name(s) and Dates Used: None Applicable

Current Address Since: 1002 36th Ave North Apt 324 New Hope Mn/55427

{Mo/¥r) (Street) (City) {State/Zip)
Previous Address From:; None applicable

{Mo/Yr) {Street) (City) (State/Zip)
Previous Address From: None applicable

{Mo/Yr) {Street) (City) {State/Zip)
Sacial Security Number: 328904056 DOB:; 04/04/1994

Phone Number: 3126843133

Driver's License Number/State: 560822523

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

| hereby authorize Employer Solutions 5taffing Group, LLC and its designated agents and representatives to conduct a
comprehensive review of my background causing a consumer report and/or an investigative consumer report to be
generated for employment purposes. 1 understand that the scope of the consumer report/ investigative consumer
report may include, but is not limited to the following areas: verification of social security number; credit reports,
current and previous residences; employment history, education background, character references; drug testing, civil
and criminal history records from any criminal justice agency in any or all federal, state, county jurisdictions; driving
records, birth records, and any other public records.

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

Signature; ALl Bl Date:  Mar28,2018

Notice to CA, MN, and OK Residents:
Please check the hox below if you wish to recelve a copy of a consumer report that is requested.
[&)7 wish to receive a copy of any Buckground Check Report on me that is requested.



EMERGENCY CONTACT INFORMATION

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

Eiplayse Nae: Kristin Burton
Address: 1601 36TH AVEAPT 324
Phons: 3126843133
8 ~ “EMERGENCY Cﬁ)N‘TACTS '
Please list two people (in priotlty oerder) who could be contacted in case of an emergency
Contact #1 Home Phone: N/A
Relationship:  MOTHER Work Phone:  N/A
Contact #2 Home Phone: N/A
Name: SAMANTHA MATTHEWS Cell Phone: 6124657892
Relationship:  SISTER Work Phone: N/A

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

NONE

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



RS

emplover solutions staffing frovp..

TATEMENT OF CONFIDENTI

This agreement made this ‘_’l day of_A/n ‘ . 201 & between
Employer Solutions Staffing Group LLG, hereinafter referred fo as “employer”,
and_¥X-mstin hereafter referred to as "employee”.

WITNESSETH:

For the duration of my employment and after resignation or fermination of
this employment with employer, for any reason whatsoever, the empioyee 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.

Kristin Burton (Mar 28, 2018)

Employee Signature

o ore ot ot mmnng g
————
ey,

ng Group LLC, Representative
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epnployer solutions stafing 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 possibie light duty
restrictions imposed as a resuit of your injury wiil be accommodated.

RESPONSIBILITIES OF THE INJURED WORKER:

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

Attend all scheduled appointments. While on physical limitations, visits should
be a minimum of once every two weeks. Fallure 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 iwo weeks. M.R. 5221.0420 requires that your physician
cooperate with return to work planning and that you be released to retumn 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. 3

No our emplover immediately of any new injuries or conditions that impact

your physical condition.

If it is necessary to miss scheduled work due to a work injury, you must be seen
by your primary health care provider the same day In order to receive
compensation for the time away from work. The physiclan must complete a
Report of Workability.

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

Signed: Kistin Burion (Mar 28, 7016)

Printed Name: __ Kristin Burton
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Important/importante
LOST OR STOLEN PAYCHECKS

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

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

CHEQUES DE PAGO PERDIDOS O ROBADOS

8i 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
se puede encontrar. Si se puede verificar que el cheque no ha sido cobrado,
ESSG se detendré el cheque de pago y reemitir el cheque a usted, descontando
un cargo de entre $ 25 - $ 35.

Si su cheque de pago fue robado, primero debe denunciar el robo a la policla
antes de que podamos volver a emitir el cheque. Una vez hecho esto, usted
debe proporcionar una copia de la denuncla 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 emifira un nuevo cheque y no hay cuota se deducira.

AGREED/SE ACUERDA—

Name/Nombre (con letra de molde); _Kristin Burton

§!gnah.|ralF frma: Keistin Buslon (Mar 28, 2018)
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amplcyer soluticns staffling group..
ESSG WORKPLACE SAFETY POLICY

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

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

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

(5) 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:

o Responsibility to work in compliance with OSHA laws and regulations

o Responsibility to use personal protective equipment and clothing as directed
by the host employer

¢ Responsibility to report workplace hazards and dangers

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



emplover soiutions staffing group.

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

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

You can have your name withheld from the host employer and any other entity, by
request, if you sign and file a written complaint. You can request to be advised of
OSHA actions regarding a complaint, and request an informal review of any
decision not to inspect the site or issue a citation. And, you can file a complaint if
you are punished or discriminated against for acting as a “whistleblower” under the
OSH Act or 18 other federal statutes for which OSHA has jurisdiction, or for
refusing to work when faced with imminent danger of death or serious injury and
there is insufficient time for OSHA to inspect. Retaliation or reprisal taken against
anyone who has expressed concern about workplace safety is illegal.

1f you believe that your right to a safe workplace has been violated, you can make a
report to a manager of the host worksite employer and/or ESSG (by telephoning
952.885.1288/1.866.496.7578) and asking for the ESSG Safety Director. You can
also contact OSHA directly with any concern. ESSG recognizes the serious nature
of ensuring workplace safety will endeavor to protect any employee who may have
been subjected to unsafe or hazardous worksite conditions.
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Acknowledgement of Receipt of Workplace Safety Policy

1 certify that I have received a copy of Employer Solutions Staffing Group’s ESSG
WORKPLACE SAFETY POLICY. I understand that it is my responsibility to read
this policy and agk my supervisor, a member of management or to telephone
Employer Solutions Group (ESSG) at 952.835.1288/1.866.496.7573 with any
questions I may have about this policy. I agree to comply with EBSG’s policy on
ESSG WORKPLACE SAFETY POLICY and I understand failure to comply is
grounds for disciplinary action, up to and including termination,

1 also agree that if at any time during my employment I am believe that I am
working in an unsafe or dangerous work environment, I will immediately contact
my supervisor, manager, director or ESSG’s Safety Director at
952.835.1288/1.866.496.7578 in order to obtain assistance in the resolution of such
matters.,

Enployee Name (Please Print)
Kristin Burton

Employee’s Signature:

%ﬂ%ﬁ " Date: Mar 28, 2018




DRUG AND ALCOHOL
TESTING CONSENT FORM

1. Ihave 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 certaln 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
poficy, are not a unilateral employment contract or offer thereof.

3. | hereby voluntarily consent to ESSG, or its health service providers, or
other persons or entities acting for or with them, to collect a body component (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.

Kristin Buston dar 23, 2008)

Individual’'s Name:

Mar 28,2018
Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



- 3850 Pre-Screening Notice and Certification Request for
(Rev. March 201€) the Work Opportunity Credit OMB No. 1545-1500

Deperiment of e T1884% | ). information about Form 8850 and its separate instructions is at wwiw.ir.gov/form8B50.

Job applicant: Fill in the lines below and check any boxes that apply. Complete only this side,
Yourname Kristin Burton Social security number®> 328904056

Street address where you live 7601 36th ave north

City or town, state, and ZIPcode 55427
County HENNIPIN Telephone number 3126843133

1 you are under age 40, enter your date of birth (month, day, year) _04/04/1994

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

2 Check here if any of the following statements apply to you.
= | am a member of a family that has raceived assistance from Temporary Assistance for Needy Families (TANF) for any 8
months during the past 18 months.
» ] am a veteran and a member of a family that received Supplemental Nutrition Assistance Program (SNAF) hensfits (food
stamps) for at least a 3~-month period during the past 15 months,

» | was referred here by a rehabilitation agency approved by the state, an empioyment network under the Ticket to Work
program, or the Depariment of Veterans Affairs.

» | am at least age 18 hut not age 40 or older and | am a member of a famlly that:
a. Received SNAP benefits (food stamps) for the past 8 months; or
b. Recelved SNAP benefits (food stamps) for at least 3 of the past 5 months, but is no longer eligible to receive them.

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

* | raceived supplemental security income (SS) bensfits for any month ending diring the past 60 days.

e | am a veteran and | was unemployed for a period or periods totaling at least 4 weaks but less than 8 months during the
past year.

L]

Chack here if you are a veteran and you were unemployed for a period or periods toteling at least 6 months during the past
year.

o

Oheck here if you are a veteran entitled to compensation for a service~connected disability and you were discharged or
released from active duty in the U.S, Armed Forces during the past year.

5 [[J Check here if you are a veteran entitled to compensation for a service-connected disabllity and you were unemployed for a
period or periods totaling at least 6 months during the past year.

Check here if you are a member of a famlly that:
» Recelved TANF payments for at least the past 18 months; or
« Recsived TANF payments for any 18 months beginning after August 5, 1987, and the eariiest 18-month period beglnning
after August 5, 1997, ended during the past 2 years; or

» Stopped being efigible for TANF payments during the past 2 years bacauss federal or state law limited the maximum time
those payments could be madea.

L

Check here if you are in a period of unemployment thet is at least 27 consecutive weeks and for all or part of that period
you recaived unemployment compansation.

Signature—All Applicants Must Sign

Under panalties of petjury, § deciars that | gavs the above information to the emplayer on or before the day | was offered a Job, and itls, to the best of my knowladge, trus,

corect, and complete.

U LA

Job applicant’s signature P> Kistin Burton {Har 28, 2018) Date Mar2s,2018

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



[T, TR A ®
Yorm A (rev. 03/2017) TAX CREDIT QUESTIONNAIRE BOTAX
E OY]T‘_R SECTIONg SpenI M GtE L Tas Cradid Adminitiraticy
Client: Compsany:
Location: Position: Starting Wage: $
EMPLOYEE SECTION:
First Name: Last Name: Suffix: Street Address: City/State: Zip:
Kristin Burton 7601 36th ave north NEW HOPE 55427
S8 Date of Birth: Age: H?:e you wnrk;l fo: If yes, location:
. thi before?
328904056 04/04/1994 23 | Vel N N/A
Please complete all guestions, and sign and date the form., Yes No
1. Haveyou or has anyone living with you received Temporary Assistance to Needy Families (TANF) o @]
at any time since August §, 19972 (If yes, please provide information below.) .
Nams of the person recejving benefits: ___ Relationshiptoyom: ___ |
City: County: State: N/A |
—
2. Have yon or has anyone living with you received Food Stamps (SNAP) at any time during the past 15 months? (@) @ !
(1 yss, please provids information below.)
Name of the person receiving benefits: __ Relationshiptoyom: _____ N/A '
City: Conmty: ____ State: ___ |

3. Hsave you received Supplemental Security Income (SST) at any time within the past 3 months? _
Please note, this is not the same as Social Security benefits (S5) or Social Security Disability (SSDT) benefits. 1
*if you checked yes pleass provide a copy of your SSI docwumertation,

City: ___ County:

N/A

4. Haveyou recelved any type of vocational rehabilitation services within the past two years?
Ifyes, please indicate which type of agency you worked with and provide their location information below:
uVocaﬁmaIRelmbﬂiuﬁonAgmcy QDupLofVemansAﬁ‘airs m] Employment Network (Ticket to Wark Program)
Nameof Agenoy: __ FPhoned: |

Stete;

*Ifyou checked yes please provide a copy of your active Individual Work Plan and Ticket to Work documentation,

Dates of Service - From:
Branch of Service:

To:

N/

Ave you entitled to or are you receiving compensation for a service-tonnected disability?

5, Areyou a Veteran of the U.S, Militavy? *[fves, please provide a copy of your DD-214 and lester of separation.
(If yes, please provide information below. If no, please continue to question #6.)

Q
©

6. Haveyon been unemployed at any time during the last 12 months?
Ifyes, dates of unemployment - From:
Did you recelve unemployment compensation at any point during your unemployment?
Ifyes, in which state did you receive ynemployment compensation? __ N/A

To: N/A

Conviction Date:

N/A

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

Wasthis a [J] Federal or []] State conviction? IfState - County: _____ State: ____

o| o a
@ @ @@

Additiqns] Tax Credity

IEC (Native American): Ars you or your spouse 8 member of a Native Amencan Tribe?
If you checked yes please provide a copy of your CDIB card.
| CAResidents; [[T] Are you the child of foster parents? [[] Do you recsive CalWorks? [] Work£oroe Jovestment Act?
! Are you a migrant or seasonal farm worker? []
| SCResidonts: [C] Do you receive Family Independence Benefits?

Have you ever been convicted of a misdemeanor?

PLEASE READ, SIGN, AND DATE:

Undar penaities of peyjury, 1dectare the inforawation above to be true and acewrate to the best of my inowledge, and I hereby authorize any agency, organization, or
fndividuals to supply such verification ar information that may be needed to detarmine tax credit oligibility 10 my emplayer, employer represeniative {Associated

Consultants, Inc. dba Rewoms), or the Departmem of Labor.

Lrilttn Bokion
New Employee SIgnature: _Sisssut (s 0

Date:

Mar 28, 2018




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

New Hire’s Signature: W Date Mar28,2018

New Hire Name: __Kristin Burton

Social Security Number: 328504056
Employer Name:

Please check the statements below if they apply to you.

O 1declare that | was in a period of unemployment that is at least 27
‘consecutive weeks and for all or part of that period | received unemployment
compensation.

0 1 declare that | have been in a period of unemployment since

(Enter start date)

Privacy Act Nofica: :

The Intemal Revenus Code of 1988, Secfion 51, as amended and iis enacing legisiaBion, P.L., 104-188, specify hat the Stale Workforce Agencies are the
*designated” agencles responsibie for administeting the WOTC cerfification procedures of this program, The information you have provided completing this
form wil ba distlosed by your employer to the State Workforce Agency. Provision of this Information is valuntary; however the informetion is required to
detenmine your employer’s eligibifity for tha federal tax credit

O 88 54 S | P @ o 4 & S S B © S TIPS & Ania 3 S U £ Sl § S AU S SR S S Mg ¢ S TP © 0 WS B¢ MR 9T YD ¢ 4 SR @ S 98 W SUD O 5 P Y Y G T S GO T G @ A B Y T BT e £ O 4 A g 8

Public Burden Statement:

Persons are not required to respond to this collecion of information unless it displays a currently valid OM B control number. Respondets’ abligation o
compisle this form is required to obialn or relain benedits {P.L. 111-5). Public reporting burden Is esfimated to average 10 minutes per response, including the
fime for reviewing Instrucions, searching existng data sources, getharing and malnteining the data needed, and complefing and reviewing the collection of
Information. Send comments reganding this burden estimate to the U.S, Dapartment of Labor, Division of Nafional Programs Tools Technical Assistance,
Room C-4510, Wasiingion, D.C. 20210 (Paperwork Reduclion Project 1205-0371). Please do not submit completed forms 1o this address,

117-

ETA Form 9175 (Rev. November 2016)
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Enhanced MEC_Plan 1 ESNG

T ki
Rebire _Rehire Date '

R

,._

KRISTIN BURTON 328904056
Address City State Zip Code
MN 55427
Gonder Ll Male | Merital Status L] Single | Date of Birth Deta of Hirs
[] Femate |[] Mered [ oworced i
iPhone Number: Email Addrass!

Please Select Desired Coverage:

El Employee Only - Employee-!-Spouse -@Empioyeei-cmid(ren) . %ggerg)ﬂ‘x';ek

$38.00/Week -

$24.00Week $36.00/Week

BithDate (5% Relationship
. Male spowse ] cnma L
i Famals Domestic Partner
! sirpate | 8 Relationship
] mee spouse [ ] cuitd
[7] Femew
- .si.“‘....n.
£l
|
EFF. DATE
EFF. DATE
EFF, DATE

Espleros ACinedati same and Authorsatioz - | haraby apply for the group bensfitls) as indicated. | acknowledge that all entries are trus and compiste and that
any misstataments or fallure to raport information may be used as the basis for cancellstion of coverage for me and my dependentis), if any, from tha original
effectiva date, Fusther, | authorizs my employes to maie the necessary payroll deduction of premiums for coverages | have elected.

IF ENROLLING - YOU MUST SIGN HERE

Employoe Signature pae  Mar28,2018
EWPLOVEES DECLINING | am DEGLINING coverage

1 undderstand thet | andior my depenciants, if any, walve any coverage and desire to participate inthe plan at a Iater date, Iiwe may be considered a lxte envollee and
muat meet the reguirements defined in the Certificate of Coverage for the company’s medical or dantal p

If | decline enroliment for myself or my dependents
{including my apouse) begause of ather coverage, | may, in futurs he ableto enroll myssif ar my deps; in this plan, provided | requast enroliment within 31

days after the other covarags ends, in addiion, if a new dependent ralationship furms as a result of marriags, bisth, adoption, placement for adoption nfparﬁngsmq
of adeption, | may be able to enroll mysalf or my dependent, provided | request anroliment within 31 days of the avert.

IF DECLINING- YOU MUST SIGN HERE

Sl nre Mar 28,2018

Employer Bolufions Stafiing Group Health Benefits Team
PO Box 46270
Minneapolis, MN 55344
Phone; 852-767-8518 Fax: 802-767-8515
Email; Health@employeraniutionsgroup.com




Figed Inde_mnity Mediqaﬁ Bengﬁts_?iap 2

VSi  21930%ESG-1  OFFCIUSEONY  LOCATION_ ReireDate __/__/__

ENROLLMENT FORM ZSC CUUNAC-MN) P1 v18.2
R D Ao REUS I PRINT USING BLACK or BLUE INK (Must Be Filed O
Name Social Sacurity # Home Phone SG’DEA-_]D
Address Ap‘ﬁ.#
L - g o e Lo . “Z’p” L S 'D-ateofS}rﬁ;”
1
R B s s vty ] ves Ll No. 1£¥es, please cortirue.
Medicara Health Insurance Claim Number {HICN) Meadicare Effective Dats
Name of Covered Person fs): 2
[ Payroli Deducted Wesky Rates

You MUST select a coverage levei before any benefits in Section C, You m'verage leve! for the all benefits in Section C will be
identical. The Fixed Indemnity Madicai Plan, Dental Plan, Term Life Plan, and Short-Term Disability plans are underwritten by BCS

insurance Company. The Vision plan is underwritten by Companien Life Insurance Company,
SELECT COVERAGE LEVEL "o INDEVNITY | penTar VISION TERMLFE | SHORETERM
Employse Only $20.25 E?: [§ $6.17 ; $2.42 .‘ $0.50 .«:L;\Z? $4.20 J
Employes + 1 $41.10 $12.34 $4.92 $0.90
Employee + Family $54.88 $20.36 $6.56 $1.80
NO 1o AlLL Benefits gl g]Y&s JNe Yes Dinoe | Mlves No Yes | No Yesg]No

1This coverage is not available 1o residents of NI, Hi, or PR. *STD is not available to persons who work in CA, Hi, NJ, NY, or Rl

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

Name Relationship

ey S = Yomme o e

Name Soclal Securlty# Dete of Birth_Sex _ Reltonship_.
_ I/ D[‘\ﬂﬂ:ﬂ SpouseE Child D Domestic Pariner
Narme Soclal Security # Date of Birth_ Sex lationship :
¢+ O @E:l ﬁ Spouaeml chila [JDomestic Partner
Name Social Security # Date of Birth_Sex Relationshi
g 7 DED ﬂ:ﬂSpousepﬁ Childi[IDomestic Partner
Name Social Security # Date of Birth  Sex Relationship

/7 @ Spcuse cnidlCl] Domestic Partrier

e R Y5U MUST SiGN AND DATE, EVEN IF YOU DECLINE COVERAGE
| have read the benefit packetand understand its limitations. | undarstand that open enrollment is only available for

3 limited time and | understand that meking no benefit selection is 8 declination of coverage.
pare Mardh 20 o D>SIGNATURE iimmmebernam.

e o ———— o o B

*This Plan DOES NOT Alleviate the Individual Mandate Penalty* e



