Employment Eligibility Verification USCIs

Department of Homeland Security OME:??;;’;,O 47
U.S. Citizenship and Immiigration Services Explres 08/312019

o B e e e 07 e A A A8 A T s B P s T A, SO T |

P> 8TART HERE: Read instructions carefully before complsting this form, The instructions must ba available, either in paper or elactronically,

during completion of this form, Employers are liahle for arrors in the complstion of this form.

ANTI-DISCRIMINATION NOTICE: it is llegal o discriminate against work-authorized Individuals. Employers CANNOT spacify which

document(s) an employee may present to establish employment authorization and identity. The refusai to hire or continus to employ
an individual tecause the documentation presented has a future expiration date may also constituts lllegal discrimination.

Bection 1. -Eﬁéfoye‘e Information and Attestafion (Employess must compiste gp‘? slgn Sestion 1°F Férm 1-9 no latér

than the first day of empfamyment, but not before accepting a job offer) % i »

Last Nama (Famlly Name) First Name (Given Nams) Middle Initial | Other Last Namas Used (# any)
Tate Landis [ Robinson

Address (Street Numbsr and Name) Apt. Number | CRy or Town Stats ZIP Code
6534 Central ave ne 1 Fridley Mn 55432

Date of Birth (mm/ddlyyyy) | U.S. Socal Security Number | Employee's E-mail Address Employes's Telaphone Number
01/29/1987 1 Mu]m] | | - ] { ] | | mrstate03212013@gmail.com 763-218-7367

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

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

@) 1. Aoitizen of the United States

IQ) 2. A noncitzen nationel of the United States (See instructions)

{C) 3. A lawful permanent resident  (Allen Registration Number/USCIS Number): n/a

'L 4. An aflen auihorized to work  until (expiration date, if applicable, mmddiyyyy): n/a
t Some aflens may write "N/A" in the expiration date field, (See instructions)
Aliens authorized to work must provide only ons of the following document numbers to complets Form I-9: o O Do~ Gaciay L
An Alian Registration NumberZUSCIS Nurmber OR Foim 1-84 Admission Number OR Foralgn Passport Number.
4. Alien Registrafion Numbet/USCIS Number: n/a
OR
i 2. Form 1-94 Admission Number: _nfa
| OR =
3. Foraign Passport Number: n/a
| Country of Issuance: n/a
Signature of Empioyee /zz4/7 Today's Date (mmAldyyyy)  Apr9,2018
L Tt gt S0 F)
Preparer andlor Translator Certification (check one): B

I did not use a preparer or transiator. ()] A preparer(s) and/ar transiator(s) assisted the employee in completing Section 1.
(Flalds belew must be completed and signed when preparers and/or translators assist an employee in completing Section 1.)

1attest, under penaity of perjury, that | have assisted in the completion of Section 1 of this form and thatto the best of my
knowledge the information is true and correct.

Signature of Preparer or Translator Today's Date {mmAidlyyyy)
Last Name {Family Name)} First Name (Given Nams)
Address (Street Number and Name) Clty or Town State  {ZIP Code

@ {s E’mpio er C&m%;esgyzn ﬁagg 0

Form 1-9 07.17/17 N

Page 1 of 3
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6534 CENTRAL Al {
FRIDLEY, MN 5543
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www.esgstaffingsolutions.com

New Hire Application

Personal Data-- PLEASE PRINT LEGIBLY IN INK

Last Name Tate

First Name _Landis

PO Box 46270

Minneapolls, MN 55344-9956

Tel: 952.835.1288

Middie Initial 5

CitylStatelZIp Frldley

Phone Number 763-218-1367

Email Address

Staffing Agencylkacrultment Partner

Jamie Ready

Aptiste 1

Sooial Sscurity Last Four XXX-XX-
mrstate03212013@gmail.c@n -

Are you legally authorized to work In the United States of America? (@)l YES QOino
Applicant Certification and Authorization

1 authorize Employer Solutions Staffing Group (ESSG) to use the information and statements contained in this application to determine my
qusiifications for employment. | authorize ESSG to make inquiries of my former employars, except as indicated in this application,
regarcing my previous duties, responsibiliies, performance, compensation and eligibllity for rehire.

1 understand that a comprehensive background check mey be conducted to dstermine my eligibility for hire by cartain clients of ESSG,
This may Include but is not imited to, Investigations of criminal and/or conviction records, driving records andfor a druy screen test as

required by cllents, government regulations or by ESSG policies.
| release ESSG and cother parsons or entiiss from any claims that might be based on ESSG's dscision to sonduct a background check.

| certify that all statements made in my appfication are true and accurate and that | have not omiited any material information.ar provided
false or misleading information, | understand that any material omission or
conslderation for employment or, if discovared after | begin employment, will result in my termination,

If hired, | agrea fo abida by the policies and procedures of ESSG.

Landis Tate

andis Tate {\pr 8, 2015)

on will result in my disqualification from

Apr9,2018

Name ('ﬁrint or type)

A copy or facsimile {"fax") will be considered the same as an original signature. Emall will ONLY be used for employment correspondance

Applicant’s Signature

"Date

For ESSG Office lise Only
DOH NHW I8 8850 w4
Emergency Contact Info | Background Relsase Form Background Results Unemployment Letter ESC Application
{if applicahle)
For ESSG Client Use
DOH ROP Work Site Log, WC Code

ESSG - CMG-NSTW4

Rev. 0472017




Form W4 (201.8)

Future developments. For the latest
information about any future developments
related to Form W-4, such as legislation
enacted after it was published, go to
www.lrs.goviFarmW4,

Purpose, Camplete Form W-4 so that your
employer can withhold the correct faders)
incoms tax from your pay. Consider
completing a new Farm W-4 each year and
when your parsonal or financial situation
changes.

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

¢ Far 2017 you had a right to a refund of all
federal income tax withheld because you
had no tax liabifity, and

» For 2018 you expect a refund of all
federal income tax withheld because you
expeot to have no tax llabliity.

If you're exempt, complets anly lines 1, 2,
38, 4, and 7 and sign the form to validate &t
Your exemption for 2018 expires February
15, 2018, 8ee Pub, 605, Tax Withholding
and Estimated Tax, to learn more about

whether you qualify for exemption from
withholding.

General Instructions

if you aren’t exampt, faliow the rast of
thesae instructions to determine the number
of withholding aliowances you should claim
for withholding for 2018 and any additional
amount of tax to have withheld. For regular
wages, withholding must be based on
allowanoss you claimed and may nothe a
fiat amount or psroentage of wages.

You can also use the calculator at
www.irs.gov/W4App to determine your
tax withholding more ascurately. Conslider

Form W"‘4

Department of the Traasury
Intemnal Rovenue Ssrvice

using this caleulator if you have a more
complicatad tax eituation, such as if you
have a working spouse, more than one job,
or a large amount of nonwage Income
outside of your job, After your Form W-4
takes effest, you can also uss this
calculator to ses how the amount of tax
you're having withheld compares to your
projectad total tex for 2018. if you use the
caleulgtor, you don't need to complete any
of the workshests for Form W4,

Note that if you have too much tax
withheld, you will receiva a refund when you
file your tax retum. if you have too ittle tax
withheld, you will owe tax when you file your
tax return, and you might owa a pensafly,
Filers with multiple jobs or working
spouses. if you have more than one job at
a time, or if you're married and your
spouse Is also working, read all of the
Instructions inoluding the instructions for
the Two-Eamers/Multiple Johs Workshest
before beginning.

Nenwage income, if you have a large
amount of nonweage income, such as
Interest or dividends, consider making
estimated tax payments using Form 1040~
ES, Estimated Tax for Individuals,
Otherwise, you might owae ariditional tax.
Or, you can use the Deductions,
Adjustments, and Other Income Workshest
on page 38 or the caleulator at www.irs.gov/
W4App to make sure you have enough tax
withheld from your paycheck. If you have
pension or annuity income, sea Pub. 605 or
use the calculator at www.irs.gov/W4App
1o find out if you should adjust your
withhoiding on Form W-4 or W-4P,
Nonreskdent allen. If you're a nonresident
allen, ssa Notice 1392, Supplemental Form
‘W-4 Instructions for Nonresident Allens,
before completing this form.

Secparate here and give Form W-4 {0 your empioyer. Keep the worksheet{s) for your recoris,

Employee’s Withholding Allowance Certificate

» Whether you're entitiad to clalm a certaln number of allowances or exemption from withholding Is
subject to yeview by the IRS, Your employer may be requiretd to send a copy of this form to the IRS.

Specific instructions

Personal Allowances Worksheet
Complets this worksheet on page 3 first to
dstermine the number of withholding
allowances to olalm.

Line C. Head of household please note:
Gerierally, you can cfaim head of
housahold filing status on your tax return
only if you'ra unmarried and pay more than
§0% of the costs of keeping up a home for
yowssif and a qualifying individual, See
Pub. §01 for more Information about filing
status,

Line E. Child tax credit. When you file
your tax refurn, you might bs eligible to
claim a crediit for each of yaur qualifying
children. To qualify, the chlid must be
under ags 17 as of Dacembar 31 and must
be your dependent who fives with you for
more than half the year. To learmn more
about this credit, ses Pub. 972, Child Tax
Credit. To reduce the tax withheld from
your pay by teking this credit into account,
follow the instrustions on line E of the
workshaet. On the workshset you will be
asked about your total Income, For this
purpose, total incomsa Includes all of your
wages and other income, including income
eamed by a spouse, during the year.

Line F. Cradit for other dapendents.
When you file your tax retumn, you might be
eligibie to clalm a credit for each of your
depsndents that don't qualify for the child
tex oradit, such as any dependent children
age 17 and older. To learn more about this
credit, ses Pub, 505. To reduce the tax
withheld from your pay by taking this credit
into acoount, follow tha Instructions on line
F of the workshest. On the worlshest, you
will ba asked about your total income. For
this purpose, total income includes all of

OMB No. 1545-0074

2018

1 Yourfirst name and middle initial Last neme 2 Your soaial security number
Landis Tate 468111031
Home address (number and sireet or rural routs) 8(@8Single ((JJManied ()] Married, but withhold at higher Single rate,
6534 Central ave ne e Notes it married filng separately, oheck "Married, but withizoll at higher Single rate*
City or town, state, and ZIP code 4 I your Inst name differs from that shown on your social secunity ard,
Fridley check here, You must call 800-772-1218 for s replaceiment card, Q
8 Total number of allowances you're claiming {from the applicable workshest onthefollowing pages) . . . (812

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

7  iclaimvexamption from withholding for 2018, and { certify that | mest both ofthefolluwlng conditions for exampﬂan
« Last year i had a right to a refund of al federal income tax withheld becausa | had no tax liability, and
= This yeer | expeot a refund of all federal income tax withheld because ! expect to have no tax labllity,

- If you meet both conditions, write “Exempt hers, . . , . g el

(2]

.. l7] 2

Under penalties of perjury, 1 declare that | have examined this cartificate and, to the best of my knowledge and belief, it is trve, correot, and complete.

Employes's signature Lol Tate
{This form is not valid unless you sign it) 1= a7, 2ie ns_g! GRIrEH
; playars Corupiels bexes 8 sending complets '8 Firstdate 0 Employss ideritioalion
s wgm1ﬂdmo% rectory of Naw med‘mﬁ i ;H;:?pmym:& umber (EIN)
For Privacy Act and Paparwork Reduction Act Notice, see page 4, Cat. No, 102200 Form W4 2018)



m‘ DEPARTMENT W-4MN
OF REVENUE

2018 Minnesota Employee Withholding Allowance/Exemption Certificate

Ermnployees

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

¢ Clalm fewer Minnesota withholding allowances than your federal allowances

» Claim more than 10 Minnasota withholding allowances

» Want additional MInnesota tax withheld from your pay each pay period

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

Do not complete this form if you are claiming the same number of Minnesota allowances as federal and the number claimed Is 10 or less.

Employee’s first neme and inittal Lastname Employee’s Sotial Security number
Landis Tate ) 468111031
Permanen; address Miarital statun fcheck one box)
6534 Central ave ne O ﬂ‘ﬁ”ﬂmzﬂmﬂi‘f Y separate: os
oty State 2IP code Married
Fridiey Married, but withheld at higher Single rate

Employees: Read instructions on back, complete Section 4 OR Section 2, sign and give the completed form to your amployer. (Do not complete
both Section 1 and Section 2. Completing both sections will make the form invalld.)

£ section 1 — Determining Minnesota allowances

Complete Saction 1 if you claim fewer Minnesota allowances than your federal allowances, AND/OR If you want additional Minnesota withhold-
ing deducted each pay period.

1 Total number of federal allowances claimed on federal FOrM WS . .ovvvverrcvereteertornrssorsenneons 1 E
2 Total number of Minnesota allowances (fine 2 cunnot be more than line 1} .v..vvveeeeenvesssacecnes R 1
3 Additional Minnesota withholding you want deductad each pay period. . .....0vvveen, 006000000000006 Lagse s e 7

[ section2 — Exemption from Minnesota withholding

Complete Section 2 if you clalm to be exempt from Minnesota Income tax withhalding (see Section 2 instructions for qualifications). ¥ applicahle,
check one box beiow to indicate the reason why you believa you are exempt:

| meet the requirements and ¢laim exempt from both federal and Minnesota income tax withholding,

Even though | did not claim exempt from federal withholding, | claim exempt from Minnesota withholding bacause | had no Minnesota
Income ta liabllity last year, | recalved a refund of all Minnesota income tax withheld, AND | expect ta have no Minnesota income tax liablity
this year.

Iﬁ} My spousa Is a miltary service member assigned to a milRary location in Minnesota, my domicile {legal residence) is In another state, AND |
am in Minnesota solaly to he with my spouse. My state of domidlle is

D | aman American Indlan living and working on a reservation.

1am a member of the Minnesota National Guard or an active duty U.S, military member and claim exempt from Minnesota withholding on
mymittary pay.
| receive a military pension or other milltary retirement pay as calculated under Title 10, 1404 through 1414, 1447 through 1455, and 12733
and cla'm exempt from Minnesota withholding on this revirement pay.
1 certify that all information provided in Section 1 OR Section 2 Is correct, | understand there is a 5500 penaity for filing a false withhalding allow-
ancefexemption certificate.

smpxwusmmﬁ% ** Apr9,2018 PRrmEEteT® 163-218-7367

Employees: Give the completed form to your employer,

Employers

If you are required to send a copy of this form to the Department of Revenue {see Instructions), you must entar the employer information below
and mail this form to: Minnesota Revenue, Mal Station 6501, St. Paul, MN 55146-6501. (Incomplete forms are considered invalid.) A $50 penalty
may be assessed for each required Form W-4MN not filed with the department.

Keep a copy for your records.
Neme of employer Federal employer I number (FEIN} Minnesata tax ID number
Address City State ZiP code

{ree.222i7 Questions?  Website: www.revenue.state.mn.us. Email; withholding.tax@state.mn.us, Phone: 651-282-9999 or 1-800-657-3594.



employer se oS m.ﬁ?rg goun.,
Direct Deposit/Payroll Debit Card Authorization

Employets have the option of receiving wages by Direct Deposit and/or Payroll Debit Card.
1f vou do ot provide a written ele: ln;__:,y;u will be paid by Payroll Debit Card.

il (VN P3S] E N O RN AT N

‘Eaployee Naze Landis Tate

SR NI DL o U GO

(®)] Direct Deposit (Please complete Scctions 3 and S below) '

o) v (Ploase 12 Seorions 4 and 5 ; [[] Paper Chesk (Option available to GA NH and N¥ residents only)
ML DIRE G PRSI

Update Bank Account

Bank Name:

Routing#

Note: Diract Deposit accounts may take up to 7 days to be activated.
I understand and acimowledge that if I do not provide a
voided check with this direct deposit form, Y am
responsible for any delays in payroll or extra costs
incurred if the account number that I provide is incorrect,

o 04/09/2018

Initiay ISt

Account Type: Ch I Savings Othcr_..__._

*  To help us avoid making an crror, please attach a copy of a voided check. {(a deposit slip will not work)
*  1fyou change banks, do not close your old bank account until your direct deposit has started at the new bank, which may take 2 poy periods.

SECTIANT S AN ROUD DEGIT GARD

Federal law requires all financial institutions to obtain, verify, and record information that identifies each parson who gpens an account. In order to
mquestnPayroﬂDethatﬂforyau,wemustpmwdealldmeﬁnmmmmmmmhmewmmmidmymlf
you do not submit a Direct Deposit/Payroll Debit Card Authorization, BSSG will provide the necessary information and issue you a Payroll Debit
Card to pay your wages, Por your protection, the fineancial institution may ask you to provide them additional identification information so they can
verify your identity.

Exoept for the routing and account rumber, ESSG does not have access to any infonmation reganding your Payroll Debit Card account ar

transactions, On your first payday, you will receive your new DebitCud,andapaclwtmaminganofﬂ:emmdmdtﬁmYoumn
ﬂwnsisnacknowledghgthatyoumeivedthel’aymﬂDebit pankat.YourPaymﬂch:tCmﬂwﬂlhmloadedonmhpaydayyomedve
wagss.

 CARDHOLDER INF NFORMATION (e¥ you want your Payroll Debit Card o be xsmed)

| FirtName | o i Ml g LestNewe  Tote Date of Bith 1) 120/1087
Strest Adcress (0 BOXNOT ACCTFTABLY) - 6534 Central ave ne Social Securty® 468111031
G Fridley S n (2P 55432 Cell Phone tmobils) - 7637187367

RECEIPT OF PAYROLL DEBIT CARD (io be completad when you pick up your Payroll Debit Card)

Payroll Debi Card Reting # | Payroll D Card Aot | A 22 LI DDA 7S S

I'have seceived my Payroll Debit Card, welcome broohure, program fses, program temms, conditioms. and disclosures. By uctivating my Payroll Debit Card,
1am agreeing to the program terms, conditions, and disclosures thid ere included or made available to me fom time to time from the financial instinttion. 1
suthorize the financial institution 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;_LandisTete (Aprs, 2015)
SECTION 5 AUTHORIZATION
T authorize ESSG fo directy deposit my pariodic wages/conpensation paymants, net of roquired tax withhoidings, other required withholdings
or anthorized deductions, into my account(s) as deslgnated above and 1o initiate, if necessary, debit entries and adjustmenssfor any credit entries
made in errar to my account(s). * E-mail is required for pay stub information.

Date; APrS,2018

+*E-mail; mrstate03212013@gmail.com @
this information will anly be nsed o send your paystubs electronically

Date: APr9,2018

, Lam[ Tate
Employee's Signature: _ LudbTatetiprs, 03)




EMPLOYER SOLUTIONS STAFFING GROUP
BACKGROUND CHECK AUTHORIZATION

Landis Tate
{First) (Middle) (Last)

Employee Name:

Former Name(s) and Dates Used: _RObinson 01/29/1987-03/21-2013

Current Address Since: 0934 Central ave ne Fridley Mn 55432

(Mo/¥r) (Street) (City) (State/Zip)
Previous Address From:

(Mo/Yr) {Street) (City) (State/Zip)
Previous Address From:

{Mo/Yr) {Street) (City) (State/Zip)
Social Security Number:___ 468111031 DOB; 01/29/1987

Phone Number: 763-218-7367

Driver’s License Number/State: W37320337131.3

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

1 hereby authorize Employer Solutions Staffing Group, LLC and its designated agents and representatives to conduct a
comprehensive review of my background causing a consumer report and/or an investigative consumer report to be
generated for employment purposes. | 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. 1 further authorize the complete
release of any records or data pertaining to me which the individual, company, firm, corporation, or public agency may
have, to include information or data received from other sources. Employer Solutions Staffing Group, LLC and its
designated agents and representatives shall maintain all Information received from this authorization in a confidential
manner in order to protect the applicants personal information, including, but not limited to, addresses, social security
numbers, and dates of birth.

Signature: % Date:  Apr9,2018
Notice to CA, MN, and OK Residents:

Please check the box helow if you wish to receive a copy of a consumer report that Is requested.
[Gl7 wish to receive a copy of any Buckground Check Report on me that is requested.




EMERGENCY CONTACT INFORMATION

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

R iy N Landis Tate

Address: 9934 Central ave ne apti#1 Fridley mn 55432
763-218-7367

Home Phone:;

s EMERGENCY CONTACTS
Please list two people (in pnorfty order) who could be contasted In cass of an emergency
Contact #1 Home Phone:
Relationship: mom Work Phone:
Contact #2 Home Phone:
Name: RonnieRoland Cell Phone:  612-272-5044
Relationship: ~ Brother ‘Work Phone:

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

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




emplover solutcns staifing group

STATEMENT OF CONFIDENTIALITY

This agreement made this &] _day of Aoril , 201 &, between
Employelz_Soluti ns Staffing Group LLC, hereinafter referred to as “employer”,
and Cu'\cg S hereafter referred to as “employee”.

WITNESSETH:

For the duration of my employment and after resignation or termination of
this employment with employer, for any reason whatsoever, the employee shall
not use or disclose to any other person or company, and confidential or
proprietary information or know-how related to the business of the employer.

In view of the difficulty of determining the amount of damages which may
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.

Landls Tate (Apre, 2m8)
Employee Signature
et T e e

mployer Sol fion Stafﬂr@oup LLC, Representative




Yo E .‘., _’.

g

amigy@r solutions staffing g*rbup
INJURY MANAGEMENT PROGRAM

Injured Worker’s Responsibilities

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

RESPONSIBILITIES OF THE INJURED WORKER:

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

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

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

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

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

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

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



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

Notify your employer immediately of any new injuries or conditions that impact
your physlcal condition.

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

1 have raad my responsibilities and agree to abide by these guidelines.

Signed: Lands Tote (o3, 2003)
Printed Name: __ L2ndis Tate




Pawt

eﬂi@ye:* solutions s{a?’ing g%)ﬁg:z.—.
Important/importante
LOST OR STOLEN PAYCHECKS

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

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

CHEQUES DE PAGO PERDIDOS o ROBADOS

Sl 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,
ESSC 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 policia
antes de que podamos volver a emitir el cheque. Una vez hecho esto, usted
debe proporcionar una copla de la denuncia a su reclutador de personal que el
cheque fue robado. Sl el cheque no ha sido cobrado y si la pérdida del cheque
no fue su culpa, ESSG emitird un nuevo cheque y no hay cuota se deducira.

AGREED/SE ACUERDA—

Name/Nombre (con letra de molde): L@ndisTate

_§_§_gnaturaIFInna: Lendis Tate (Apre, 2019)
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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 BSSG's duty to:

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

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

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

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

(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:

» Responsibility to work in compliance with OSHA laws and regulations

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

» Responsibility to report workplace hazards and dangers

o Responsibility to work in a manner as required by the employer and use the
prescribed safety equipment.

You have the following basic rights:

- o Right to refuse unsafe work
o Right to know or be informed about actual and potential dangers in the
workplace
» Right to review copies of appropriate standards, rules, regulations and
requirements that the host employer is required to have available at the
workplace.



emplayer solutions statfing 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

e 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.

If you believe that your right to a safe workplace has been violated, you can make a
report to a manager of the host worksite employer and/or ESSG (by telephoning
952.835.1288/1.866.496.7573) 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.



emplever solutions stefiing group. ‘

Acknowledgement of Receipt of Workplace Safety Policy

I certify that I have received a copy of Employer Solutions Staffing Group’s ESSG
WORKPLACE SAFETY POLICY. I understand that it is my responsibility to read
this policy and ask my supervisor, a member of management or to telephone
Employer Solutions Group (ESSG) at 952.885.1288/1.866.496.7678 with any
questions I may have about this policy. I agree to comply with ESSG’s policy on
ESSG WORKPLACE SAFETY POLICY and I understand failure to comply is
grounds for disciplinary action, up to and including termination,

I also agree that if at any time during my employment I am believe that I am
working in an unsafe or dangerous work environment, I will immediately contact
my supervisor, manager, director or ESS(’s Safety Director at
952.885.1288/1.866.496.7578 in order to obtain assistance in the resolution of such
matters.

Employee Name (Please Print)
Landis Tate

Employee’s Signature:

Londls Tate (Apre, 2018) Date: Apr9,2018




DRUG AND ALCOHOL
TESTING CONSENT FORM

1. I have been aliowed 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
coneequences of such conduct; (¢) my rights under the policy and the consequences if |
exercise certaln 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. | 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 laboretory 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 aleohol test and other information
related to the fest.

Lardls Tate (AprS, 2008)

Individual’'s Name
Apr9,2018
Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



- 8850 Pre-Screening Notice and Certification Request for
(Rev. March 2016) the Work Opportunity Credit OMB No. 1845-1500

Department of the Treasury

Intamel Revenue Servioe > Information about Form 8850 and its separate instructions is at www.irs.gov/TormB350.

Job applicant: Fill in the lines below and check any boxes that apply. Complete only this side.
Yourname Landis Tate Social security number» 468111031

Street address whersyou ve 6534 Central ave ne

Clty or town, state, and ZIP code _ Fridley _
County anoka Telephone number 1 05-218-7367

If you are under age 40, enter your dats of birth (month, day, year) 01/29/1987

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

2 Chack hers if any of the following statements apply to you.

* | am a member of a family that has received assistance from Temporary Assistance for Needy Families (TANF) for any 9
months during the past 18 months.

» | am a veteran and a member of a family that received Suppiemental Nutrition Assistance Program {SNAP) benefits (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 employment network under the Ticket to Work
program, or the Depariment of Veterans Affaira.

* | am at least age 18 but not age 40 or older and | am a member of a famlly that:
8. Recelved SNAP benefits (food stamps) for the past 6 months; or
b. Received SNAP bensfits (food stamps) for at least 3 of the past 8 months, but is no longer eligible to recsive them.

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

* | raceived supplemsntal sscurity Income (88I) bensfits for any month ending during the past 60 days.

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

(]

Cheok here if you are a vateran and you wera unemployed for a period or periods totaling at least 6 months during the past
year,

Check here if you are a veteran entitied to compeneation for a service-connected disability and you were discharged or
released from active duty in the U.S. Armed Forces during the past year.

K'Y

5 D Check here if you are a veteran entitied to compensation for a service-conneoted disabiliity and you were unemployed for a
period or periods totaling at least 8 months during the past year.

Check here if you are a member of a family that:
* Received TANF payments for at least the past 18 months; or
» Reoejved TANF payments for any 18 months beginning after August 5, 1987, and the earflest 18-month perlod beginning
after August 5, 1897, endad during the past 2 years; or

» Stopped heing eligible for TANF payments during the past 2 years because federal or state law limited the maximum time
those payments could ba made.

7 Check here if you are in a period of unemployment that s at least 27 oonsecutive wesks and for all or part of that period
you racelved unemployment compensation.

Signature—All Applicants Must Sign

Under penaitias of perjury, | deciars that 1 gave the shove information to the employer on or bafore the day | was afferad & job, and it s, to the best of my knowledge, true,
camest, and complate,

Job applicant’s signature > Lendis Tate (Apre, 2018) pate APrs9, 2018

For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No, 228511 Form 8@ {Rev. 8-2016)



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

EMPLOYER SECTION:
Clieat:

{ Company:
Location: Position: Starting Wage: $

EMPLOYEE SECTION:

First Name: Last Name: Suffix: Street Address: City/State: Zip:
Landis Tate 6534 Central ave ne Fridley , 55432
SSik: | Date of Birth: Age: Have you worked for | Ifyes, locations

468111031 01/29/1987 31 | Tbeopam it | nra

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

1. Have you or has anyone living with you received Temporary Assistance to Needy Families (TANF) O
at any time since Angust §, 19977 (If yes, please provide fnformation below.)
Name of the person recefving benefits: Relationship toyon: ___
City: County: State:

2. Have yon or has anyone Jiving with you received Food Stamps (SNAP) at any time during the past 15 months? @
(I yes, please provide information below.)
Name of the person recelving bensfits: ______ Relationshiptoyom: ____ self
City: County: State:

3. Have you received Supplemental Security Income (SSI) at any time within the past 3 months? O
Please nota, this is not the same as Social Security benetits (SS) or Social Security Disability (SSDT) benefits.
*If'you checked yes please provide a copy of vour 85I documentation,

@z

@

4. Have you recelved any type of vocational rehabilitation services within the past two years? O
1f yes, please indicate which type of agency you worked with and provide their location information below:

1] Vocationsl Rebabilitation Agsncy 1] Dept. of Veteraus Affuirs [[1] Employment Network (Tioket to Work Program)
Name of Agency: ___ Pboned; ___
City: Couuty: —_— Shta: 0
*If'you checked yes please provide a wpydyawacﬁve Individual Work Plan and Ticket w Work documentation,
5, Areyoua Veteran of the U.S, Military? *}fyes, plmewavideacwameD-ﬂ#dewm-aj‘maum Q @
(¥ yes, please provide information below. 1 no, please continue to question #6.)

Dates of Service - From: To;
Branch of Service:

Are you entitled to or are you receiving compensation for a service-connected disability? Q @]
6. Have you been unemployed at any time during the last 12 months? O ®
If yes, dates of unemployment - From: To: :
Did you receive unemployment compensation at any peint during your unempioyment? 0 @
@ Qa

@

If'yes, in which state did you receive unemployment compensation? __

7. Have you heen convicted of a felony or released from prison for a felony conviction in the past 12 montha?
Conviction Date: Relemse Date:  (03/27/2018
Westhiaa Eﬂ Fedaral or u State conviction? If State - County: State: ____ ‘

) Aadiﬁoml 'fim Gugm _ :
IEC (Native Amerlm) Areyon oryour spouse a member ofaNativaAmeﬁcanTribe? O @
Ifyou checked yes please provide a copy of your CDIB card,

| CAResidents: [[] Are you the chuild of foster parents? [L] Do you receive CalWorks? || Workforce Investment Act?

! [C3 Ave you 8 migrmnt or seasonal farm workor? [] Have you ever been convicted of a misdemsanor?
|  SCResidentss [ Do you reseive Family Independence Benefits?

PLEASE READ, SIGN, AND DATE:
Under panalties of payjury, 1declare the information above to be trie and accurate o the best of my knowledge, and 1 hareby authorize any agency. arganization, or

individuals o supply such vevification ar information thm may be needed 1o determine tax credit aligibllity to my emplayer. employer represuntative (Assoclaied
Consultants, Inc. dba Retrotx), or the Department of Labor.

New Employee Signature: MM s au Date: Apr9,2018




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 Farm 9061 (or ETA Form 9062) for each certification request filed for the new target
graup.

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

New Hire’s Signature: % Date APr9,2018

New Hire Name: Landis Tate

Social Security Number; sea110m
Employer Name:

Please check the statemeni:s below if they apply to you.
1 |declare that | was in a period of unemployment that is at least 27

‘consecutive weeks and for all or part of that period | received unemployment
compensation.

74| | declare that | have been in a period of unemployment since
04/20/2016 .
(Enter start date)

Privacy Act Nofioe: : .

The Intemal Revenus Code of 1988, Section 51, as amended and iis enacling legisiation, P.L., 104-188, speciy that the Siate Woridorce Agencies are the
*designated” agencles respansible for administering the WOTC ceriificafion procedures of this program. The information you have provided complefing this
fom wil be disciosad by your employar to the State Workforce Agency. Provision of this information is valuntary; however the informetion is required o
determine your employer's eligibifity for the federal tex credit.

VD 80 I @G YR § ) WP Y UL 9§ Ami £ 0 At 9 A § 0 QI § ¢ SIS @ @ YOS 5§ VR § & ot 60 SIS § 4 ELP ¥ O UEL § v QI § G 3 SIS ¢ 5 S & [\ QD S S @ ® WD 8 ST § 9 I § | EE < At @ ¥ G @ 4 amwe v E PSS Gen S am . E

Public Burden Statemeant:

Pareans ame not required to respond {n this collection of informetion unless it displays a cumently vaiid OM B control number. Respondents’ obligation to
complete this form Is required to obiein or retain benefits (P.L. 111-5). Public reporting burden s estmated to average 10 minutes per response, including the
{fime for reviewing instruciions, searching existing data sources, gathering and maintaining the data needed, and compisiing and reviewing the collection of
Information. Send comments regarding this burden estmae to the U.S. Dapartment of Labor, Division of National Programs Tools Technical Assistance,
Room C-4510, Wasfiingion, D.C. 20210 (Papenwork Reduclion Project 1205-0371). Please do not submit complated forms to this address,

117-

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

R R s aninc ) fiia

VP sty e

‘Sontal Security

Landis Tate | 468-11-1031
Address City State Zip Code
6534 central ave ne Fridley mn 55432
Gender LI Male | Wirital Status || Single | Date of Birth Dete of Hire
Female |[] Marisd Divoroed | SR 04/09/2018
Number; Email Addrass: .
= . 763-218-7367 mrstate03212013@gmail.com

Please Select Desired Coverage:

[j_‘ Employee Only - Employee+Spouse - E Employee+Child(ren) - Family -
$24.00/Week $38.00/Week $38.00/\Week 83.00/Week

—_— mm A
FRETNETE AR e ' E:‘;"“
Social Securiy# Birth Date | Sex
[ e
[:l Famale
1
Male
D Female

EFF, DATE
EFF, DATE
EFF, DATE

Gmploee Assevdadgamen ann Aathaczation - | hareby apply for the group henafit{s) as indicated, | acknawledge that all entries are trus and complate and that
any misstatements or fallure to report information may be used as the basis for cancellation of coverage for me and my depsndantis), if any, from ths original
Ieﬂacﬂva dats, Further, | authorize my employer to maks the necessary payroll deduction of premiums far covarages | have elected.

AIF ENROLLING - YOU MUST SIGN HERE

Empioyes Signature pae  Apro9,2018

EMPLEVEES DECLINIIS lam DECUN!EG coverage

{undarstand that | andior my dapendants, Fany, walve any coverage and desir to partieipate Inthe plan at aiater date. Swe may ba considared a lste enrollee and
mustmest the mauirements dsfined in the Crrtificate of Covarage for the company's medical or dental if 1 ducling snrolimant for myself or my depandents
{incliding my spouse} bacause of ather coverage, | may, in future be abla to enroll myssif or my depantepls in this plan, provided | request enroliment within 84
sdays efter the other coverage onds, in addition, 1f a new dapondent relationship forms as 8 result of marriege, hirth, adoption, piecement for adoption of parting sult
of adoption, | may be able to enroll myself or my dependant, providad | request enralimant within 31 days of the avant. .

IF DECLINING- YOU MUST SIGN HERE

Employes SIgNAtUe Londis Tat. 1Apr®, 2018) pate APr9,2018

Employer Solufions Staffing Group Health Banefits Team
PO Box 48270
Minneapolis, MN 55344
Phone: 852.787-8519 Fax: 852-7687-8515
Emafl: Heafth@employersalutionsgroup.com



Fixed Indemnity Medical Benefits_Plan 2

VS 219%01BSG  omcioNs  (OCATON______  RevkeDate__ i/
ENROLLMENT FORM ESC CUUNAC-MN) P1 v18.2
i TILL PRINT USING SLACK or BLUE INK (Must Be Filled Ou)
Name Landis mwri‘yu Home Phone SG,D@..
Acdress 6534 Central ave ne Apt #

City Fridley = 3 State mn Z5 55432 Date of Birth

8 N S R g o R YesNo.hYes,pieasecon*unm L,
Medicara Rea'th Insurance Clairn Number (HICN) Med' icare Effective Date

Neme of Covered Person )

et T PR BRI o —

Payrotl Deéucted Weekg Rates

You MIUST select a coverage leve: before any benefits in Section C, Your ::-r:w:r;g;ie;e—l- for *he all benefits in Section C will be
iclentical. The Fixed Indemnity I\/achcal Pian, Denial Plan, Term Life Plan, and Short-Term Disability plans are underwritten by BCS
Insurance Company. The Vision plan Is undenwvristen by Companion Life Insurance Company.

SELECT COVERAGE LEVEL Do INOEMNTY | panray VISION TERM LIFE ﬁggﬁf;}%‘ﬂ
Employee Only $20.256 .ﬁl i $6.17 :’ $2.42 [;._ ; $0.60 . $2.20 & .-;'
Employee + 1 $41.10 $12.34 $4.92 $0.590
Employee + Family $54.88 $20.36 $8.56 $1.80
NQO t0 ALL Benefiis @ Q]Ya L INo Yes DinNo Yes No Yes DinNo | Olves M |No

1This coverage is not available 1o residents of NH, Hi, or PR. *STD 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. i

Name Relationship

e e A et v R $ oA ——— b

Sy - e A e i, i o e S e 7 SO

Name Sodai Secunty # Date of Birth_ Sex Relationshi
¢+ OmiEACT SpouseE child [] Domestic Partner
Name Social Security # Date of erth Sex lationship
1/ ﬁ Spouse[] Chila [ JDomestic Partner
Name Social Sscurity # Dat e of rth Relationshi
£ D- ﬂj_kpouse pﬁ Child ﬂ:ﬂ:)omesnc Pariner
Name Social Security # Date of Birth  Sex Relatienshio
T EDEB:I @Spcuse O crisld Domestic Partner

PRSI —— b oo 4 S TR

IE REGUIREDSIGNA URE I T sven AND DATE, EVEN IF YOU DECLINE EovshAGE

T A v~ - e o -

have read the benefit packet and mderstand its limitetions. | undarstand that open enroliment is on Yy available for
) hmrted time and | understand that making no bensfit selection is a declination of coverage.
oare N0 _ PsionauRe Donmoms

*This Plan DOES NOT Alleviate the Individual Mandate Penalty* L T n R M



