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ITIp8://e-Verity.uscis.gov/web/FrintCaseDetails.aspx7Case VerNum=2,

SENSITIVE BUT UNCLASSIFIED

Case Verification Number: 2018087150754VG

Report Prepared: 03/28/2018

Company Information

Company ID: 47429

Employes Information

Company Name: Empioyer Solutions Staffing Group

Last Name: Ford
Date of Birth: 11/28/1980
Hire Date: 03/28/2018

Document Information

First Name: Larissa
Soclal Security Number: *** ** 7108
Citizenship Status: A citizen of the United States

List B Document: Driver's license or ID card Issued by a U.S, state or
outlying possession

Document Name: iD card
Driver's License or ID Card Number:

Case Status Information

List C Document: Social Security Card

Document State: Minnesota
Document Explration Date: 11/26/2020

Final Case Result: Employment Authorized
Case Submitted On: 03/28/2018
Closed On: 03/28/2018

Employer Case ID:
Case Submiited By: ZZEP3284
Closed By: ZZEP3284

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

SENSITIVE BUT UNCLASSIFIED

3/28/2018, 2:09 PV



Employment Eligibility Verification USCIS

Department of Homeland Security OMII:::.III‘J;%D 3
U.S. Citizenship and Immigration Services Expires 093122019

PSTART HERE: Read instructions carefully before complsting this form. The Instructions must be avallable, either in paper or electronioally,

during completion of this form. Employers are liable for arrors in the completion of this form.

ANTI-DISCRIMINATION NQTICE: It is illsgal to discriminate against work-authorized individuals. Employers CANNOT specify which
document(s) an employee may present to establish employment authorization and identity. The refusal to hire or confinue to amploy
an individual bacause the documentation presented hes a future expiration date may also constitute illegal discrimination.

[Becticn 1. Employee Information and Attestation (Employses must eompléte and sign Sestion 1 of Form 1-9 no later

thah the first day of employment, but not before accepling a job offer ) , ; ey 2:5@‘ )

Last Name (Family Nams) First Name (Given Name) Middle inftial | Other Last Names Used (if any)
Larissa Ford None None

Address (Street Number and Name) Apt. Number | City or Town Stats ZIP Code

1232 albemarle st 2 St paul Mn 55117

Date of Bitth {mm#ddfyyyy)  1U.8. Social Sesurily Number Employee's E-mall Address Employee’s Telephone Number
11/26/1980 l apﬂeq | l - I { [ ! I 7106 6124432368

| am aware that faderal law provides for imprisonment and/or fines for faise statements or use of faise documents in
connection with the completion of this form.

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

(®) 1. Acitizen of the United States

{Q) 2. Anoncitizen national of the United States (See insin/afions)

() 3. A lawtul permanent resident  (Allen Reglstration Number/USCIS Number): N/a

§J 4. An allen authorized towork  untl (expiration date, f applicable, mmiddiyyyy): N/a
' Some allens may write "N/A" in the explration date field. (Sse instuctions)

Aliens authorized to work must provids only one of the following document numbers fo complete Form 1-9: | B EAL
{l An Alien Registration NumberflSCIS Number OR Form 1-84 Admission Number OR Fareign Passport Number. I
| 4, Allen Registration Number/USCIS Number: N/a
. OR
i 2.Farm 1-94 Admission Number: N/a |
3. Forelgn Passport Number: N/a {
Country of issuanca: N/a ,I
Signatura of Employse

Today's Date (mmAldhyyy)  Mar 27, 2018

ik forcl\hedr a7, 7 104

Preparer and/or Translator Certification (check one):
| did not use & preparer or transiator, Q} A preparer(s) and/or translator(s) assisted the employes in compisting Section 1.
(Fleids below must be complsted and signad when preparers and/or translators assist an employes in completing Section 1.)

§ attest, under penalty of perjury, that | have assiated In the completion of Section 1 of this form and that o the hest of my
knowledge the Information is true and correct,

Signature of Preparer or Transiator Na Today's Date (mm/ddiyyyy)
Na
Last Name {Family Neme) Na First Name (Given Name) N
a
Address (Street Number and Nams) City or Town State ZIP Code
Na Na Na Na

# " Bmployer Completes Next Page’ @

Form1-9 0717717 N Page | of 3



Employment Eligibility Verification USCIS

I i Form 1-9
% o ey Sk S ty OMB No. 1615-0047
U.S. Citizenship and Immigration Services Expires 08/31/2019

Peeﬂbn 2. Employer or Authorized Representative Review and Verification

(Emplayers ar their ai‘}manzed representative mus! so te and sign Sestfan 2 within 3 business days of the employee’s first day of ampioyment. You
must physically exarnine ans document from List A OR & cambingfion of ane dacument from List 8 and ene document from List © as listed on the 1.ists
of Ageeptable Documents.”)

Lgﬁﬁ @Nsma) Thjst NamajEivan Neme) M1 ] CH \_‘:l;@nr‘nfgmnon Status
Employee info fram Section 1 SSG\ i Yy zs; 'l_
ListA ListB AND ListC
idantity and Employmant Authorization identily Employment Authorization
[ Document Tile '

C i Jde TD Eniiah Secunty Oad
S— e Y SELETsecurii Al
i A LAl502 20917 BlAsTa 1100

Expiration Dals (I any)lmmiayyy) Expiralon Date (7 any)imm/cyyyy) S et ‘
|~ = 2020 N

Dopumant Title

tesuing Authority Additional Information sl e HLA

Document Numbsar

 Expiration Date (7 any)(mm/ad/yyyy)

Document Title

Issuing Authorily

Document Number

Explration Date (if any){(mm/ddAyyy)

Cartification: | attest, under panalty of parjury, that (1) | have examined the document{s) prasentsd by the above-named employee,
{2) the above-listad document(s) appear to be genuine and to relate to the employes named, and {3) to the best of my knowledge the
employee Is authorized to work In the United States,

The employes's first day of employment (mm/dclyyyy): 03] 3\6’, 20| (See instructions for exemptions)

r resentative Toda; (mmkichyyy) | Tlenf Empioyer oré rized Representative
X rZ?T poll's ﬁp 2L XV,
st TER First Nﬂ’\q‘o‘ﬁnpl ror Authorized Representative | Employer's Buginess or Organization Name
nA EMPLOYER SOLUTIONS STAFFING GROUP LLC
Employer's Bcglness or Organization Address (Streat Number and Name) | City or Town ’31313 ZIP Code
7480 FLYING CLOUD DRIVE SUITE 200 EDEN PRAIRIE §5344
Eiactinn 3. Reverification ; and Rehlres (T ] Be complslad and slgped by empioyer or sithorzed representative’)
&, Now Noime (7 dogloabile] . ; 8 Dase of Rehirs (7 amnlichiile)
Last Name {Family Name) Flrst Name (leen Name} Mlddle lnma! Date (mmAidiyyy)

miloymant-dithopizatias A’“S"bipll'éﬂ. provite the lnform n for ﬂfs ABoument or raﬁé]b’t that ésﬁbllihé
. yr in 1 spaps provided below. :
Dacument Titla Ducument Number Explraﬂm Date (# any) {mmsidiyyyy)

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 genuing and to relate to the individual,

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

Fom 1-9 07/17/17 N Page 2 of 3
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www.esgstaffingsolutions.com

employer solutions st

R

2ifing group.

o

New Hire Application

Personal Data-- PLEASE PRINT LEGIBLY IN INK

Last Name Larissa

Strest Address 1232 albemarle st

First Name _Ford

PO Box 46270
Minneapolls, MN 55344-9856

Tel: 952.835.1288

ciwlsmmp St. Paul Minnesota 55117

Phone Number

6124432368

Staffing Agency/Recruitment Partner

Middle Initial N2

Apyste _Na

Soclal Security Last Four XXX-XX-
Emall Address /106

Are you legally authorized to work In the Unitsd States of America? @1 YES (INO
Applicant Certification and Authorization

1 authorize Employer Solufions Stafiing Group (ESSG) to use the informafion and statements tontained in this application to determine my
quelifications for employment. | authorize ESSG to make Inquiries of my former employers, except as indicated in this application,
regarding my pravious duties, responsibiiiies, performancs, compensation and eligibility for rehire.

1 understand that a comprehensive background check may be canducted to determing my eliglbility for hire by certain clients of ESSG.

This may include but is not limited to,

required by cllents, government regulations or by ESSG policies,
1 release ESSG and ather persons or entities from any claims that might be based on ESSG's decision to conduct a background check,
| certify that all statements made in my application are true and accurate and that | have not omilted any material information.or provided
false or misleading information. | understand that any material omission or misrapresentation will result in my disqualffication from
consideration for employment or, if discovered after | begin employment, will resuit in my termination.

If hired, ] agres o abide by the poficies and procedures of ESSG.

mm‘yzr.mx)

larissa ford

ons of criminal and/or conviction records, driving records andfor a drug scraen test as

Mar 27, 2018

Name (Print or type)

A copy or facsimila {"fax”) will be considerad the same as an original signature, Emall will ONLY be used for employment comrespondence

Applicant's Signature

Date

For ESSG Office Use Only
DOH NHW -8 8850 w4
Emargency Contact Info | Background Relsase Form Background Resuits Unemployment Letter ESC Application
{if appiicable)
For ESSG Client Use
DOH ROP Work Sita Lo, WC Code

ESSG - CMG-NSTW4

Rev. 04/2017




Form W4 (2018)

Future developments. For the latest
information about any future developments
related to Form W-4, such as legisiation
enacted after it was publishad, go to
www.lrs.gov/FormW4,

Purpose, Complete Form W-4 sa that your
employer can withhold the corract federal
incoms tax from your pay. Consider
completing a new Form W-4 each year and
whsn your parsanal or financial situation
changes.

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

* Far 2017 you had a right to a refund of all
federa) income tax withheld becatse you
had no tax liability, and

» Far 2018 you expect a refund of all
federal income tax withheld because you
expeot to have no tax liability,

If you're exempt, completa anly lines 1, 2,
8, 4, and 7 and sign the form to validate it.
Your exemption for 2018 axpires February
15, 2018, Ses Pub, 505, Tax Withholding
and Estimated Tex, to leam more about
whether you qualify for axemption from
withholding.

General Instructions

if you aren’t exempit, follow the rest of
these Instructions to detarmine the number
of withholding allowances you should claim
for withholding for 2018 and any additional
amount of tax to have withheid. For regular
wagas, withholding must be based on
allowanoss you claimed and may notbe a
fiat amount or parcentage of wages,

You oan also use the calcuiator at
www.irs.gov/W4App to determine your
tax withholding more accurately. Consider

using this caloulator if you have a more
complicated tax situation, such as If you
have a working spouse, more than ons job,
or a large amount of nonwags income
outside of your job, After your Form W-4
takes effect, you can also uss this
caloulator to sea how the amournt of tax
you'ra having withhald compares to your
projeoted total tax for 2018, If you use the
oalculator, you don't nged to complete any
of the worksheets for Form W-4,

Note that if you have too much tax
withheld, you will receive a refund when you
fils your tax retum. if you have too little tex
withhald, you will owe tax when you file your
tex retum, and you might owe a penafty,
Filers with multiple jobs or working
spouses, if you have more than one job at
a tims, or if you're married and your
spouse I8 also working, read all of the
Instructions inoluding the Instructions for
the Two-Earners/Multiple Jobs Waorkshest
before beginning.

Nonwage Income. if you have a large
amount of nonwage Incoms, such es
interest or dividends, consider making
estimated tax using Form 1040-
ES, Estimated Tax for Individuals.
Otherwise, you might owe aciditional tax.
Or, you can usa the Deduations,
Adjustments, and Other Income Workshest
on page 3 or the caloulator at www.irs.gov/
W4App to make sure you have enough tax
withhald from your paychack. if you have
pension or annuily income, see Pub. 606 or
use the calculator at www.ins.gov/W4App
o find out if you should adjust your
withholding on Form W-4 or W-4P,
Nonresident allen. If you're a nonresident
alian, see Notice 1382, Supplemental Form
‘W-4 Instructions for Nonresident Allens,
bafore completing this form.

Separate here and give Form W4 to your employer. Keep the worksheet{s) for your racords.

Employee’s Withholding Allowance Certificate

» Whether you're entitied to slalm a certain numbar of allowances or exemption from wititholding is

Specific Instructions

Personal Allowances Worksheet
Complete this workshsst on page 3 first to
dstermine the number of withholding
allowances to olaim.

Line G.HaadafhomehnldplaaaQnm
Gerigrally, you can claim head of
household filing status on your tax return
only If you're unmarried and pay more than
50% of the costs of kesping up a home for
yourself and a qualifying individugl, See
Pub. 601 for mors information about filing
status.

Line B. Child tax credit. When you file
your tax return, vou might be aligible to
claim a cradit for each of your qualifying
children. To quallfy, the child must be
under age 17 as of December 31 and must
be your dependent who lives with you for
more than half the year. To leamn more
about this credit, ses Pub. 972, Child Tax
Credit, To reduce the tax withheld from
your pay by taking this credit into acoount,
follow the instructions on line E of the
worksheet. On the worksheet you will be
asked about your total income, For this
purpose, total incame inciudes all of your
wages and other incoms, including income
eamed by a spouss, during the year.

Une F, Cradit for other dependents.
When you fife your tax raturn, you might be
eligibie to claim a credit for each of your
dspendents that don't qualify for the ohild
tax credit, suoh as any depsndent children
age 17 and oider. To learn more about this
oredit, ses Pub. 508, To reduce the tax
withheld from your pay by taking this credit
into acoount, follow the Instructiona on line
F of the workshset. On the workshest, you
will be asked about your total income, For
this purpose, total Income includes all of

OMB No. 1645-0074

2018

ikt L Kot subject o reviaw by the IRS, Your employer may be required to send a copy of this form o the IRS.
1 Yourfirst nams and middie initial Last name 2 Your social seourity number
Ford Na Larissa 319727106

Home address (number and street or rural routs) 3(@single () Manied ()] Married, but withhold at highar Single rata,
lzszaEemarlest Note: if manriad filing separately, check *Married, but withhold a1 higher Single rate.”
Chy or town, stats, and ZIP code 4 i your Iast name differs from that shown on your social seounity oard,

St. Paul Minnesota 55117

check here. You must oall 800-772-1213 for a replacement card, >g

§ Total number of allowances you'ra claiming {from the applicable workshest on the following pages) . .

8  Additional amount, ¥ any, you want withheld from each paycheck . . . .

7 | claim exemption from withholding for 2018, and 1 certify that | mest both of the following oondltlons for exempﬁon.
+ Last year | had a right to a retund of afl fadaral income tax withheld because | had no tax llablility, and
» This year | expect a refund of all federal Income tax withheld because | expect to have no tax ﬂabll

i you meet both conditions, wiite "Exempt™here . . , , . oy

5|3

8 5 o 48 65 Na

#

ey

INa

Undar panalties of perjury, | declare that | have examined this certificate and, to 1he baa of my knowledge and bellef. it Is true, comrect, and complete.

Employes's signature m%ﬁmf_
(This form Is not valid unless you slgn it ) »  Iwiw B=sieios s > Mar 27, 2018
Em, g o and address Ietebmsaandww to IRS and G 9 Fimst date of 10 Identification
& p‘m ), nam agma g b@a%ow of New Hires) vonod oy employment mmr?;"
For Privacy Act and Paperwork Reduction Act Notice, see page 4. Cat. No, 102200 Form W4 (2018)



m DEPARTMENT W-4MN
OF REVYENUE

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:

+ Claim fewer Minnasota withholding aliowances than your fedsral allowances

* Claim more than 10 Minnesota withholding allowances

¢ Want additional Minnesota tax withheld from your pay each pay period

o Clalm i be exempt from federal withholding or clalm to be exempt from Minnesota withholding

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

Employee's fint name and inittal Lastnsme Employae's Social Sacurity number
larissa ford . 319727106
Permanen; sddress Marital status fcheck one box}
1232 albemarle st ® mﬁmﬂvnm& S
Oty State 2P code Married
St. Paul Minnesota 55117 Married, but withhold at higher Singla rate

Employees: Read Instructions on back, complate Section 1 OR Section 2, sign and give the completed form to your amployer. {Do not complste
both Section 1 and Section 2, Completing both sections will make the form invalid.)

) section1 Determining Minnesota allowances

Complete Section 1 if you claim fawer Minnasota allowances than your federal allowances, AND/OR If you want additional Minnesota withhold-
Ing deducted each pay period.

1 Tota! number of federal allowances claimed on federal Form W4 ......co00eeaee 000000 0GP 000056 000 00 3 =
2 Total number of Minnesota allowances (line2connotbemorethan lne 1} .vveevveiinriiivnniivociesase @ 3
Na
3 Additional Minnesota withholding you want deducted each pay period.......0veveee.. s e 0906000006 8] B

{73 Section 2 — Exemption from Minnesota withholding
Complete Section 2 if you claim to be exernpt fram Minnesota Income tax withhalding {see Section 2 Instructions for qualifications). ¥ applicable,
check one box below to indicate the reason why you belleve you are exempt:
1 mest the reguirements and cJaim exempt from both federal and Minnesota income tax withholding,
Even though | did not clalm sxempt from federal withholding, 1 clalm exempt from Minnesota withholding because | had no Minnesota

income tax liabllity last year, | received a refund of all Minnesota income tax withheld, AND | expect to have no Minnesota Income tax /lability
‘this year.

[ﬂ’ My spouse Is a2 miifary sarvice member assigned to a military location in Minnesota, my domicile (legal residance) Is In anothar state, AND |
am In Minnesota solely to be with my spouse. My state of domicile 1s M

D | amn an American Indian living and working on a reservation.

E 1am a member of the Minnesota National Guard or an active duty U.S, military member and claim exempt from Minnesota withholding on
my military pay.

. 1 recatve a military pansion or other mifitary retirement pay as calculated under Title 10, 1401 through 1444, 1447 through 1455, and 12733
and claim exempt from Minnesota withholding onthis retirament pay.

1 certify that oll information provided in Section 1 OR Section 2 Is coprect. | understund there is a$500 penalty for filing a false withhalding allow-
ancefexemption cerrb?mte.

Employess signature Baytime ph
Hd e, ™ Mar27,2018 TePe 6124432368

Employees: Give the completed form ta your emplover.

Employers

If you are requilred to send a copy of this form to the Department of Revenue {see instructions), you must enter the employer Information below
and mall 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 required Form W-AMN not filed with the department.

Keep a copy for your records.
Name of employer Federal employer ID number (FEIN) Minnesota tax 1D number
Address City State 21P code

fpev 1217 Questions?  Website: wwwi.revenue.state.mn.us. Ermall: withholding.tax@state.mn.us, Phone: 651-282-8999 or 1-800-657-3594,



EMPLOYER SOLUTIONS STAFFING GROUP
BACKGROUND CHECK AUTHORIZATION

larissa ford
{First) {Middie) (Last)

Employee Name:

Former Name(s) and Dates Used: N@

Current Address Since: 1252 albemarle st St. Paul Mn 55117
(Mo/Yr) {Street) - {City) (State/Zip)

(Mo/¥r) {Street) (City) (State/Zip)
Previous Address From; Na

{(Mo/Yr) {Street) (City) (State/Zip)
Social Security Number: _ 318727106 pos;_11/26/1980

Phone Number: 6124432368

Driver’s License Number/State: S$279150930917

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

| hereby authorize Employer Solutlons Staffing Group, LLC and Iits 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.

I further authorize any individual, company, firm, corporation, or public agency to divuige any and all information, verbal
or written, pertaining to me, to Employer Solutions Staffing Group, LLC or its agents. | further authorize the complete
release of any records or data pertaining to me which the individual, company, firm, corporation, or public agency may
have, to include information or data received from other sources. Employer Solutions Staffing Group, LLC and its
designated agents and representatives shall maintain all information received from this autharization 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: eI A Date: Mar27,2018

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.
[B]# wish to receive a copy of any Background Check Report on me that is requested,




EMERGENCY CONTACT INFORMATION

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

Employee Name: larissa ford

Address: 1232 albemarle st St. Paul. Mn. 55117
6124432368

Home Phone:

: ' BMERGENCY CONTACTS
Please list two people (in griodty order) who could be contacted in case of an emergeney

Contact #1 Home Phone: Na

Name: Tahliaford Cell Phone: 6512631940

Relationship: Daughter Work Phone: Na
Contact #2 Home Phone: Na

Name: Chovon collins Cell Phone: 6513368055

Relationship:  Friend Work Phone: Na

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

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



ernsloyer schsions siaffirg gnz.: :
Direct Deposit/Payroll Debit Card Authorization

Employees have the option of receiving wages by Direct Deposit and/or Payroll Debit Card.
If you do not provide a written election, wages will be paid by Payroll Debit Card.

ST CHION I RS SN G ATTON
| Bmployee Name | o £ 1 SSN& flostd digin) 770 Eraho Mar 27,2018 |
RIBLTHEORY S8l R IR IO NEGIN

(©)] Direct Deposit (Plsase complete Sections 3 and 5 below)

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

ONT DIREGT DEPOSET
Update Bank Account
Bank Name: Na
Routing# Na
Acconnth Na

Account Type: [ Cheoking]l'] Savings [[JOther __.___

1 understand and acknowledge that if I do not providea
voided check with this divect deposit form, I am
responsible for any delays in payroll or extra costs

incurred if the account number that I provide is incorrect,

ot LF Dae 03/25/2005 ‘

To help us avoid making an error, please attach a copy of a voided check. {a deposit slip will not work)
If'you change banks, do not close your old bank account uatil your direct deposit has started at the new bank, which may take 2 pay periods,

SECHON 4 ANHOUIS DI T

Federal law requires all financial institutions to obtain, verify, and record informstion that identifies each person who opens an account. In order to
request a Payroll Debit Card for you, we must provide all of the following information that will eteble the financial institution to identify you. If
you do not submit a Direct Deposit/Payroll Debit Card Authorization, ESSG will provide the necessary information and issne you a Payroll Debit
Cwﬁtopay_yowwagu.?m'ycmpmtecﬁmgﬂwﬂnmdﬂinsﬁmﬁmmyaskmmpmvideﬂ:emaddiﬂonalidnmlﬁcaﬁnnhformaﬁunsotheycan
verify your identity.

Exoept for the routing and account number, ESSG does not have aceess to any information regarding your Payroll Debit Card account or
transactions, On your first payday, yon will receive your now Payroll Debit Card, and a packet containing all of the terms and conditjons. 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 recoive
wages,

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

FirstName | o rissa ML Na LagtNeme £ Dete of Birth 49 126/1980
Streot Address (0 BOXNOTACCTTABLS - G54 van Buren ave Social Sccurity? 319727106
Cry St paul Stare e 12 pprgo Cell Phone (mobils)  £194432368

RECEIPT OF PAYROLL DEBIT CARD (to be completed when yon pick up your Payroll Debit Card)

Payroll Debit Card Routing # Payroll Debit Card Account # 1 Igsé qgog "75(_,{41 ‘D@ Z l

1ave recejved my Payroll Debit Card, welcome brochure, program fizes, program terms, conditions. and disclosures. By activating my Payroll Debit Card,
1 am agreeing 1o the program terms, conditions, and disclosures that are included or made avaflable to me from time to time from the finencial institution. I
authorize the financial institution to debit my Payroll Debit Card account for the fees desoribed in the fee schedule that is part of the program terms,
conditions, and disclosures,

Employee’s Signature: ééhm%ﬁd_m 127, 2018 Date: Mar 27,2018

SECTION 5 AUTHORIZATION

T authorize BSSG 10 directly deposit my pariodic wages/votpensation paymants, et of required tax withholdings, other required withholdings

or autharized deduotions, into my acoount(s) as designated above and to initiate, if necessary, debit entries and adjustmemsfor any credit entries
made in errorto my account(s), * E~-mail is required for pay stub information.

*E-mail: Larissaford64@gmail.com 1 @
this information will only be used to send your paystubs electronically

o Date;_Mar 27,2018 |




emplover seiutions staffing groun.

STATEMENT OF CONFIDENTIALITY

This agreement made thi&_&day of N\.MLI/\ , 201 & between
Employer Solutions Staffing Group LLC, hereinafter referred to as “employer”,
and :tﬁ»@ A 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.

lesimsnford m!m.zm)

Employee Signature

—

J eda)

Emlmhs Statfing Grolip LLC, Representative




amplover solutions su’“ﬁrsg g%c;up
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 resuit 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 fo 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. 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 ohce every two weeks. M.R. 5221.0420 requires that your physician
cooperate with retur 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 physlcal restrictions at home and at wark.
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.



Malntain 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. .

0 our emplover Immediately of any new injuries or conditio impact
your physicai condition.

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

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

Signed: lartssa ford ‘&n.mm

Printed Name: larissa ford
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Important/importante
LOST OR STOLEN PAYCHECKS

If a paycheck is lost (missing, misplaced, destroyed, lost in the mall, 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 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

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,
ESSG se detendra 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. Si el cheque no ha sido cobrado y si la pérdida del cheque
no fue su culpa, ESSG emitira un nuevo cheque y no hay cuota se deducira.

AGREED/SE ACUERDA—

Name/Normbre (con letra de molde): _‘arissa ford

_S_.ignamraIFirma: w%ﬂ‘.mw 21,0




amiployver solsticns staffing group..
ESSG WORKPLACE SAFETY POLICY

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

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

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

(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.

(6) Provide safety training in a language and vocabulary workers can
understand.

ESSG is committed to vigorously enforcing ite 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
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:

s 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.
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amployer solutions stefing group..

¢ 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.

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
952.885.1288/1.866.496.7578) 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.



It

employer solutions staffing group.

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 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.

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
952.885.1288/1.866.496.7578 in order to obtain assistance in the resolution of such
matters.

Employee Name (Please Print)
|arissa ford

Employee’s Signature:

ludssablﬂiggﬂ,mm) Date: Mar 27,2018




DRUG AND ALCOHOL
TESTING CONSENT FORM

1. | have been allowed to read and inspect a written copy of ESSG policy on
drugs and alcohol.

2. | have read the entire contents of this policy and | am aware and fully
understand: (a) the policy and its contents; (b) what conduct the policy prohibits and the
consequences of such conduct; (¢) my rights under the policy and the consequences if |
exercise certain rights; and (d) that certain events as described in the policy may resuit
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. 1 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. 1
understand that the laboratory selected by ESSG may conduct testing and other
analysis on the sample provided by me. | further voluntarily consent to the Iaboratory’s
disclosure to ESSG of the results of my drug and/or alcohal test and other information
related to the test,

L/
tarirsa ford Qﬂ. 018

Individual's Name

Mar 27,2018
Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



- 8850 Pre-Screening Notice and Certification Request for

(Rev. Meroh 2016) the Work Opportunity Credit OMB No. 1545-1500

D o iy | > Infonmation about Form 8850 and its separate instructions is at www.irs.gov/form885D.

Job applicant: Fill in the lines below and check any boxes that apply. Complete only this side.
Yourname __larissaford Social security number > 319727106

Strest address where you live 1232 albemarle st

City or town, state, and ZIP code St Paul Minnesota 55117
County ___Ramsey Telephone numbey 6124432368

f you are under age 40, enter your date of birth (month, day, year)  11/26/1980

1 Check hers if you received a conditional certification from the state workforce agsncy (SWA) or a participating local agency
for the work opportunity cradit.

2 Check here if any of the following statements apply to you.

= | am a member of a family that has recelved assistance from Temporary Assistance for Needy Families (TANF) for any 8
months during the past 18 months. '

s | am a veteran and a member of a family that recelved Supplemental Nutrition Assistance Program (SNAP) benefits (food
stamps) for at least a 3-month period during the past 15 months.

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

» | am at least age 18 but not age 40 or older and | am a member of a family that:
a. Recelved SNAP henefits (food stamps) for the past 68 months; or
h. Received SNAP bensfits (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 felony or released from prison for a felony.

* | received supplemental security incomas (SSI) bensfits for any month ending during the past 60 days,

» | am a veteran and | was unempioyed for a period or pericds totaling at least 4 weeks but less than 8 months during the
past year.

Check here if you are a veteran and you were unemployed for a period or periods totaling at least 6 months during the past
yesr,

w

»

Check here if you are a veteran antitied to compensation for a service-connected disability and you wers discharged or
roleasad from active duty in the U.S, Armed Forces during the past year.

[D Chack here if you are a veteran entitled to compensation for a service-connected disability and you were unemployed for a
_ perlod or periods totaling at least 8 months during the past year.

Check hers If you are & member of a famlly that:
» Receivad TANF payments for at least the past 18 months; or
» Received TANF payments for any 18 months beginning after August &, 1987, and the sarliest 18-month period beginning
after August §, 1897, andad during the past 2 years; or

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

7 Check hers if you are In a period of unemployment that Is at least 27 consecutive weeks and for all or part of that period
you received unemployment compensation,

Signature—All Applicants Must Sign

Under penalties of perjury, | dectara that | gave tha above information $o the empioyer on ar bafore the day | was offerad a job, and itis, to the best of nry lmowladge, tnus,

correct, and complete,

Job applicant’s signature P> larissa “ord (En PTIE) pate Mar2i, 2018

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



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

I TR RTINS

27

L

OTAX

Client: Company:

Location: Position: Starting Wage: $

EMPLOYEE SECTION:

First Name: Last Name: Snffix: Street Address: City/State:
larissa ford 1232 albemarie st St payl

Zip:
55117

SS##: Date of Birth: Age: Have you worked for | If yes, location:
319727106 11/26/1980

this company before?
37 Yes No @ ha

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

Yes No

1L

Have you or has anyone living with you received Temporary Assistance to Needy Families (TANF)
at any time since Angust §, 19972 (If yes. please provide information below,)

Name of the person recejving henafits: ____ Relationshiptoyow: ______

City: %mm i ol larissa ford

Have you or has anyone living with you received Food Stamps (SNAP) at any time during the past 15 months?
(I yes, pleass provide information below.)

Name of the person receiving benefits: ____ Relationshiptoyow: ____ |arissa ford
City: County: State; _____

3.

Have you received Supplemental Security Income (SSI) at any time within the past 3 months?
Please note, this is not the same as Social Security benefits (SS) or Sacial Security Digability (SSDI) benefits.
*f'you checked yes please provide a copy of your SSI docianemation,

4.

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

L Vocstional Rebabilitation Ageacy ] Dept. of Veterans Affuirs [[]] Employment Network (Tioket to Work Program)
Name of Agenoy: _____ Phoned; ___

City: County: State;

“If you checked yes please provide a copy of your active Individual Work Plan and Ticket to Work documentation.

Arsyou a Veteran of the U.S, Military? *Ifves. please provide a copy of your DD-214 and letter of separation.
(if yes, please provide information below. If no, please continue to question #6.)

Dates of Sexvice - From: To:
Branch of Service:
Are you eutitled to or are you receiving compensation for a service-connected disability?

—

Q
©

6.

Have you heen unemployed at any time during the last 12 months?

If'yes, dates of unemployment - From: To:
Did you receive unemployment compensation at any paint during your unemployment?
Ifyes, in which state did you receive unemployment compensation? __

7.

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

Was this a []] Federal or []] State conviction? If State - County.

State: _____

ol o ap
@ @ @

1

Adlditional Tax Credits
IEC (Nafive American): Are yon or your spouse a member of a Native American Tribe?
Ifyou checked yes please provide a copy of yaur CDIB card,
CA Residents: [[] Are you the child of foster parents? [L] Do you recsive CalWorks? ] Workforce lnvestment Act?
Are you a rmgrant or seasonal farm worker? [] Have you ever been convicted of a misdemeanor?
SC Residents: [[] Do you recsive Family Independence Benefits?

PLEASE READ, SIGN, AND DATE:

Undar penalties of perjwy, 1declare the informasion above to be true and accurate to the best of my knowledge, and 1 hereby authorize any agency, organization, or
individuals 1o supply such verification or information thar may be needed 10 deterwine tax credit eligibility to my emplayer. employer representative (Associated
Considtants, Inc. dba Retroiax), or the Department of Labor.

New Employee Signature: @% Date: Mar 27,2018




U.S. Department Labor OMB Control No. 1205-0371
Employment and Training A dministration 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: 4L/ Date Mar27,2018

New Hire Name; __larissa ford

Social Security Number: 319727108

Employer Name:

Please check the statements below if they apply to you.
B4  1declare that | was in a period of unemployment that s at least 27
consecutive weeks and for all or part of that period | received unemployment
compensation.

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

(Enter start date)

Privacy Act Nofica: ; :

Tha Intlemal Revenus Coda of 1988, Seclion §1, as amended and ils enacing legisiation, P.L.. 104-188, apecify that the Stals Wordorce Agencies are the
“designated” agencles responsible for administering the WOTC cerlification procedures of this program. The informaton you have provided complsting this
Torm will ba distiosad by your employer o the Stats Workforce Agency. Provision of this informafion is voluniary; however the Information is required fo
defsmine your employar's eligiility for the fedara) tax credit

TS 0O M G T @} UGS WD § 6T S S A S ¢ S €Y TP PG TN ¢ P HES 3 G e $9 MG § O ED S D s <9 WD 69 GAAD G OIS ¢ HHS O %y 9O Y 4 © SIS A PO WD €% T S S F S § 3 et 5 o 8 PR S —

Public Burden Statement:

Persons are not raquired to respond to fhis ooflsction of information unless # displays a cumently valid OM B contro! mumber. Respondehts' obligation to
complate this form is required to obtaln or retain beneffis (P.L. 114-8). Public reporfing burden Is esfimated to average 10 minules per response, including the
fime for reviewing instruclions, searching exisfing data sources, gathering and mainteining the data needed, and completing and reviewing the collection of
Informeiton. Send comments reganding this burden estimate to the U.S, Dapartment of Lahar, Division of Nafional Programs Tools Technical Assistance,
Room C-4610, Wesfiingion, D.C. 20210 {Paperwork Reduction Projact 1205-0371). Please do nof submit completed forms 1o this address,

117-

ETA Form 9175 (Rev. November 2016)



Fixed Indemnity Medical Benefits_Plan 2 . .
VS 219301-ESG1 OFFr...USEON,:r e J.QCA"'JON,____?__ Reivire Date VBN =

ENR@LLMENT FORM . ESC CURUNAC-MN) P1v18.2

- et A AL 6 N . TR &y SRS | g R S S o 8L o

PRINT US!NG BLACK er ILUE INK {Must Be Filled Out)

imuAL e U

Name - ] Soc:ai Sacurity # Homa Phone

Iarlssa ford 319727106 "y 6124432368 SQD@.-
Address 1232 albemarlest Apr. @
City stpaul | Siste MN Zip 55117 ‘ Date of 3irth
_______ i SPE Eol W o ko is U b E R o oweedydaTadn
. L Yes No. lers, pleasecontmua. L
Medacara Hesith Insurance Claim Number (HICN) Medicare Effestive Date
Name of Covered Persan () iy

ST SR B Payroll Deductsd Weaskly Rates

You MUST select a covera on C. Your coverage evel for the all benefits in Section C will be

identical. Tha Fixed lndemnuy Medical Plan, Dental Plan, Term Life Plan, and Short-Term Disability plans are undsrwritten by BCS

Insurance Company. The Vision plan is underwritten by Companion Life Insurance Company.
SELECT COVERAGE LevaL OO NOEMNITY | pawrar | vision TERMLIFE | SIoieieey
Employse Only s2025 | $ea7 $242 7| 9060 .|  $420
Employes + 1 $41.10 $12.3¢ $4.92 $0.90
Employee + Family $54.88 $20.36 $6.56 $1.80
NO o AL Benetis @] | Olves Tne | Blves Olno | Olves Bino | Dves OIne | Olves Olno

1This coverage is no* available to residants of N, HI, or PR. *STD is not available to persons who work in CA, i, 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.

Namg Relationship

o | 0 A - S —— o @ o R o 5 -

e e Sy Da‘eofBirth Sax___ Relationshi

@_ﬂ:ﬂ SpouseE Child D Domestic Partner

Name Soclal Securrty # Date of Birth__ Sex lationship
¢+ 0O @ﬂj Spouse[_] Ghile [ JDomestic Partner

Name . Social Security # Date of Birth_Sex Relationship
r EF]] [Okpouse ﬁ Child ﬂ:ﬂDomest\c Partner

Name Social Security # Date of Birth  Sax Relationship

14 E@@] .SPOJS:D '11:3. _l| Domastic Partner

P

S vyou MUST SIGN AND DATE, EVEN lF YOU DECLINE COVERAGE

- ...—.._..-.. o s b

' Have read the baneﬁt packet and understand its limitatons. | understand that open enrollment is an| y ‘available for
a limited time and | understand that making no benefit selection is 2 declination of coverage.

DA e »smmmmﬂm( i

*This Plan DOES NOT Alleviate the Individual Mandate Penalty” B DR e




HesitEE? b i i :
Enhanced MEC Plan 1 ’g E@G

IFEODY @ 1 MR FET T,

ey A g

---.. h-.. ..

Bensfits Enroliment Form

hire Date_.

Name (First and Lasf) Security Nurmbar
larissa ford , 319727106
Address City Steta Zip Gods
1232 albemarle st st paul ™ | 55117
i [ e o =
e 6124432368 il larissaford64@gmail.com

Please Select Desired Coverage:

[lj_l Employee Only - Employee+Spouse - @ Employee+Child(ren) - Family -
$24.00/Week $38.00/Week $38.00Veek $63.00/Week

- B —_— mm —- Mmmp
| na - ! na [ wmae spouse L] (.‘hildD
RS NETe ML Tosl Name | il [] Femais Domme?mw
Soclal Securlly# BithDate | S&x Relationship
na
1 mete spouse [] coua[]
[FTrel Name ML Last Nama i [] Femsie [] Pomestic Partner
Sooial Security # | BinhDate | Sax Reiationship
L] O O
IE'SE'_"I Male S Child
s e . [ remae Domestic Fartaer

EFF. DATE
EFF, DATE
EFF, DATE
Zuipitnsn Avmpvietaamen antl Aufhoreetion - | heraby apply for the group bansfit{s) as indicated. | acknowledge that all entries are true and complste and that

any misstatsmants or fallure to raport Information may ba usad as tha hasis for capsellation of coverage for me and my dependent{s), if any, from the original
effectiva date, Further, | authorizs my employer to make the necegsary payroll deduction of premiums for soverages | have elected,

iF ENROLLING - YOU MUST SIGN HERE

Bmployse Slgnature pate  Mar27,2018
£4PLL VEES DEGUIN D 1 am DECLINING coverage

lundarstand thet | andfor my dapendants, ¥ any, walve any coverage and desire to partiaipate inthe plan at a Jater date. fAve may ba considered a fats enrolice and
must mest the requiraments defined in the Certificate of Coverage for the company’s medical or dental plans. If 1 decling enroliment for myself or my dopandents
{Including my spouse) becausa of other covarage, | may, in futura bie able to anroll myseif or my depentdepts In this plan, provided | requast enrolimant within 81
doys afier the other coverage ends. In addifion, If 2 new depandont retationship farms a5 ¢ result of masriege, birth, adoption, placemant for adopiion of parting sult
of adoption. | may be abie to enroll myssif or my dependant, provided | request anroliment within 31 days of the event.

IF DECLINING- YOU MUST SIGN HERE

Emplayse SIgnature jajc, ward (ir27, 2028) oate Mar 27,2018

Employer Soluiions Staffing Group Health Benefits Team
PO Box 48270
Minneapolis, MN 55344
Phone: 952-787-8519 Fax: 952-767-9515
Email; Health@employersolutionsgroup cam



