PO Box 46270

www.esgstaffingsolutions.com Minneapolls, MN 55344-9956
7 A _ Tel: 952.835.1288
employer solutions staffing group..
o a L]
New Hire Application

Personal Data— PLEASE PRINT LEGIBLY IN INK
Last Name_Richardson First Name _-2"Y Middle Initial 1"
Street Address 580 westby Dr. ‘ Aptists T
City/Statefzip _Fridley,Mn 55432 Social Security Last Four YXXX-XX. 3294
Phone Number (612)458-0519 Emall Address Magnoliaoldside@yahoo.c¢

Staffing Agency/Recrultment Partner Cmg

Ase you legally authorized to work In the United States of America? @IYES (QINO
Applicant Certification and Authorization

1 authorize Employer Solutions Staffing Group (ESSG) to use the information and statements contained in this epplication to determine my
qualifications for employment. lauﬂ\omsssewmalelnqulﬂssofmyfumeremplom mptaslnﬂlmdmmappueaﬁon.
regarding my previous dutiss, responsihiiities, perfonmance, compensation and eligibility for

lundamandmata comprehensive background check may be conducted to determine my eligibility for hire by certain clisnts of ESSG.
This may include bitt is not Imited to, investigations of criminal and/or canviction recards, driving records and/or a drug screen test as
required by clisnts, government regulations or by ES8G policies.

1 release ESSG and other persons or entitiea fram any claima that might be based on EBSG's denision to conduct a background check.
1 certify thet all statements made in my application mmmmandﬁutlhawnotmmuanymmmmmaﬁonorpmﬂded
false or misleading information. | understand that any material omission or misrepresentation will result in ry disqualificetion fro
cansideration for employment or, i discovered after | begin employment, will result in my termination.

If hived, | agree to abide by the policles and procedures of ESSG.

Larry Richardson u—wm% Dec1,2017
Name (Print or type) Applicant’s Signature "Date

A sopy or facsimile ("fax") will be considered the same as an original signature. Emall will ONLY be used for empioyment mmmmlence

For ESSG Oftice Use Only
DOH NHW X 8850 w4

Emergency Contactinfo | Background Release Form Background Results Uneapbyﬂllg)aw ESC Application
applica

For ESSG Client Use
ROP Work Sits Loo. . WC Cutla

DOH

B88G - CMG-CO Rev. (142017



Form W-4 (201.7)

ma%&n}gﬂvh supplemental wages

anmmmpt,m%?

In a large amount
Nomse mwm mdlvl of
mmngmmd using Form

Purposs. Complate 1040-EB, Estimated Tox for Ontuwiea.
emplgyer can mmw«m':ﬁmmm g‘:wwalwnmuuumr ugt your WWMWW"{W
FEmath e Smmtmeetetoin | ERSG
Wcmuas. o poraielodiadioa i i g ' meuﬁﬂm %havaa
mn narou m% mm:nwmmmmwr.you W one
&3.43 anda may olalm fewar (or aliowances, For all hhaenfmmon maFonn

vaﬂa mea.wlﬂmnldhg hebasadunal!nwmm ) {"“m i be "

16, 2016, Son P, E05. T Wilthoraing. wlmmﬁmmw four withh

H et s o i yo 2 8 deponcet fr i hpert oo b ol alowantn
onhtsovhemmum, ofhnunhow stamsmyuwmmm ﬂ

um otallrmem%m miore than 603 of m:ﬂmummamwmm

mmm Amtamed hoame (ior and Supplemental Form W4 Instructions far
example, interest and deanda). w Nomatd 'Aliena, before comploting this form

m m;ba ., d Daduotion, and your withtiolding, ARer wurFomw-d»wm
mn mnﬂﬂ:aemp!oyeaie el i m“"mm”“"g’”’“m
dapanduu.um mbyaa- mmw ¢ % %@
» 19 a0 85 ar older, %mmﬁm or ol e topendant s”mﬁmfe)wﬂ m%q wm
{3 biind, or mmmmmummuwmwm Fmdmgm abmnanyfumm

Allgwances Workaheet beiow, devel
o Wi s austents o name s crcies o %mmmgmmmmywom ;..twm%.:mmwwﬁ““mm
Pamna! nees Wo (Keep for vour records.)
A Enter*{"foryourselfifnooneelssoanclaimyoussadependant. . . . . . . ¢« . 4 ¢ ¢ « 2 « s+ s+ - A2
» You're single and have only one job; or
B  Enter™f"if: { » You're manied, have only one job, and your spouse doesn't work; or } ... B
* Your wages from a second job or your spouse's wages {or the total of both) are $1,500 or lssa.

€  Enter *1" for your spouse. But, you may choose to enter °-0-" if you are manied and have elther a working spouse or more

than ons job. (Entering *-0-" may help youavoid havingtoo iRletaxwithheld)) . . . . . . . . . . . . . . @
D  Enter number of dependents (cther than your spouse or yourself) youwill claimon yowr texretum . . . . .« . D
E Enterﬂ’lfyauwmﬂ!easheadorhousehﬂdmyuurmwmm(aeemndiﬁunsundarﬂeaﬂothmsalmldabwe) « » B
F  Enter “1” if you have at least $2,000 of child or dopendent care expenses forwhichyouplantoclaimacradt . . ., F :

{Niote: Do not include child support payments. Ses Pub. 508, Child and Dependent Care Expenses, far details)
G Child Tax Credit (including additional child tax credif). See Pub, 872, Child Tax Credlt, for more information.

o |f your total Income will be less than $70,000 {$100.000 if married), enter °2" for each eligible child; then less *1” If you
have two to four eligible children or lass “2" if you have five ar more sligible children.

o {f your total income will be between $70,000 and $84,000 ($100,000 and $119,000 if married), enter *1° for each eligiblechiid,. @
H  Addlnes Athrough G and enter total here. (Notes This may be differant from the number of exemptions you claim onyourtax retum) B H

For;;cura:%. ;;fdynuﬁmwmwehmmmmummmmmmummmmmmWWum
complets -n are single and have than one Job or are married and you and your spouse both work and the cambined
workshests W%ﬁomaﬂhbsemd%ﬁ.ﬁﬂﬁ&bﬂﬂﬂﬂmm eeethe Nifiple Johs Workshast on page 2
that apply. having too [Rtie tax withheld.

» nmﬂmdmaabovesinaﬁmnappnn.mmmmmemwmm line H on line & of Form W-4 below.
Soparate hare and giva Farm W-4 to your employer. Keap the top part for your records.
Employee’s Withholding Allowance Certificate

» Whether yon are enfitiod to claim a certain number of allowances or exemption from withholding is
subjectto review by the IRS, Your employer may be required 40 send a copy af this form to the IRS,

Lany e Richardson TZZ‘;;M

Homa addrasa {number and strest or niral route) 3@ Single Mamied Q] Married, but withhold at highst Single rale,
e T Rotes ffmartiod, bus egally separatod, or spouse s nonvesidert alin, cheok the Bingle” bk,
Ciy or town, siale, and ZIF cade 4 Hyouriastname difiers from that shown on your social security card,
Fridley,Mn 55432 cheok hore. You must eall 1-800-T72-1218 for a replasement card, » O
5 Total number of allowances you are claiming {from line H above or from the applicable worksheet an page 2) 5|1
8  Addhtional amount, if any. you want withheld fromeachpaycheok .« . « « » &+ « &+ &+ o + & ., L8
7 {claim exemption from withholding for 2017, and | cerlify that | meet both of the following conditions for axempﬁon. |
» Last year | had a right to a refund of all federal income tex withheld because | had no tax fiability, and 1
« This year | expect a refund of all federal income tax withheld bacauss | expect to have no tax |
Ifyou mest both conditions, wite"Exempt®here. . . . . . . . . ., . . . . P ]
Underpenamesofpadury.ldeclmthstlhmmlnedmtscemﬂmand.wmebeswfmyMIedgaandbeﬂef,ltlstrue.comot.anﬁoompleﬁa.

pate» DEC1,2017
# Offce ooge foptions) | 10 Emplayer identification number (EIN)

QOMB No, 1545-0074

2017

number

Employes's signature
{This sorm Is not valid unless you sign it) Blany Richanison (Dec3,2017)
8  Employer's name and addrass (Employer: Complste lines 8 and 10 only i sending tothe IRS.)

For Privacy Act and Paperwork Reduction Act Nofice, see page 2. Cat. No, 102200 Form Wind (2017)



"y DEPARTMENT ]
. OF REVENVUE W-4MN

2047 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 Minnesota withholding allowances then your federa] allowances

» Claim more than 10 Minnesota withholding allowances

« Want additional Minnesota tax withheld from ycur pay each pay period

+ Claim to be exempl from federa! withholding or ¢laim to be exampt from Minnesota withholding

Do not complete this form If you are claiming the s8me number of Minnesota allowances as federal and the number olaimed is 10 or less,

Emplayee's 1t nashs end tnibal Temt mame Empiayos's So0ial Serurity rumber
o B Larry Richardson 434253204
Y ’ews VRS [ G 5
E 580 westhy Dr. - @ Sone oo nonsminncren
State 2P antle t Marrisd
Fridley,Mn 55432 Q1 Manied, but withiold et higher Singge rate

Employees: Read instractions an back, complete Section 1. OR Seation 2, sign and give the completed form to your employer.
{Po not compliste both Section 4 and Seotion 2. Complating both sections will make the form Invalid,)

 gection 1. — Determining Minnesota allowances

Complete Section 1 if you claim fewer Minnesota aflowances than your federal aliowances, AND/CR ¥ you want additional Min-
nssofe withholding deducted each pay period.

4 Total number of Tedsral aliowanses claimed on federal FOM Wed c.ovirvienvacnnscnsssnnsocsacess &
2 Tota! number of Minnesota allowances (fine 2cannot De MOre thaN liNe 1) .vsvsvescsresevesnsnnse &
8 Additional Minnesota withhelding you want deducted each pay periot <. .cvcevivresosvnsonnoosione 8 S

] Seation 2~ Bxamption from Minnesota withholding
Complete Seaction 2 if you ¢laim to be exempt from Minnesota Income tax withholding (see Section 2 instructions for qualifica-
tians). if applicable, check one box below to indicate the reason why you belleve you are exemph

| meet the requirements ang olaim exsmpt from both {ederal and Minnesata incomns tax withholding.

@ Even though | did not olaim exempt from federal withholding, | olaim exempt from Minnesota withholding bacause | had no
Minnesota income tax liability last year, | recewed a refund of all Minnasota income tax withheld, AND | expect 10 have no Min-
nesota income tax Gabflity this year.

35 My spouse is @ military service member essigned to a miltary location in Mimnesota, my domicile {lagal residence) Is in another
stats, AND i am in Minngsota solely to be with my spouse. My state of domicile is

EZ J am &n American Indian fiving and working on a reservation.

[0 1 am & member of the Minnesate National Guard or an active duty U.S. military member and clalm exempt from Minnesota
withholding on my military pay.

1 recelve a military pension or other military retirement pay as caleulated under Title 10, 1401 through 1414, 1447 through
1455, and 12733 and clalm exempt from Minnesota withtholding on this retirement pay.

e 1 cortify that all information providsd In Section 1 OR Section 2 s corract. ] understand there is a $600 penalty for filing a false with-
g holding allowance/exemption certificate.

w = Employee'ssignature Date

A

‘ 'y nm .’ ; -. R

Drytime phonp
Dec 1,2017 (612)458-0519

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 enter the employer information below
and mail this form to: Minhesota Revenus, Mail Station 6601 St. Paul, MN 86146-6504. {Incomplste forims are consitered invalid,) A $50
penalty may be assossed for each required Form W-SNVIN not filed with the department,

HKeep a copy for your records,
‘@ Nemsof amployer " Federal amployes ID number {FEIN) Minnesota 2X1D number
:% . Address ; ity Stete 2P code

.mxmm Questions? Website; www.revenue.statesnnus, Email withholdlng.tax@state.mn.x}s. Phone: 6561-282-89989 or 1-800-657-3524.



Employment Eligibility Verification USCIS

Form 1-9
Department of Homeland Security OMB No. 1615.0047
U.S. Citizenship and Immigration Services Expires 08/31/2019

e

P> START HERE: Read instructions carefully before completing this form. The Instructions must be avallable, sither In paper or electronioally,
during complation of this form. Employers are fiabla for errors in the complstion of this form.

ANTIDIBCRIMINATION NOTICE: s flogel o discriminato aganat work uthortzd il Ermployars GANNGT specly wich
il Bécage the dorumenition eeTn fiire eaEkolion Gass Ty alts Sondlits aod) dRsitiaion

'Beclicn 1. Employes Information and Attestation (Employees must complete and sign Section 1 of Form I-8 o later
than the first day of empleyment, but not before accepting a Job offer.)
Last Name {Family Nams) +Flmmme {Given Name) . Middla Initial | Olher Last Names Used (i any)

Richardson | Lamy T N/A

| Address {Streat Number and Nams) | Apt. Number | ity or Town Stats  |ZIP Code

{580 westby Dr. I N/A Fridley |MN 55432
Dale of Bitth {mmAldAyyy) | U.S. Boclal Security Number Employea's E-mail Address | Employaa’s Telaphone Number l
07/22/1973 kakadazba| | | -[ T[] | Magnoliaoldside@yahoo.com | (612)458-0519 |

1 i i

1 am aware that fedaral law provides for imprisonment and/or fines for false statements or use of false documents in
conneotion with the completion of this form.

I attest, under penalty of perjury, that 1 am {chack one of the following boxes)
®) +. A citzen ot the United States

Q 2 A nonottizen national of the Unitad States (See instructions) {
(1 3 Alawiut permanent resident  (Allen Regletration Numbet/USCIS Number): _NA____

Q] 4. A alien euthorized towark  untl {expiration date, i appioable, mmiddiyyyy): N2
Some aliens may write "N/A in the expiration date fisid. (Ses instructions}

Alians authorized to work must provide only one of the following document mumbers to camplate Form 18: e A
An Alien Registration Numbst/USCIS Numbar OR Form -84 Admisston Number OR Foreign Passport Number.

1. Alien Registration NumberUSCIS Number: N/A
OR

2. Form 194 Admission Number N/A
' OR

3. Foreign Passport Number: N/A
| Country of lesyance: N/A

Signatire of Empioyee _ Fraws feohme | Today's Date (mm/dd/yyy]
iamy Richardson {Dec 2, 2017) i Dec 1,2017
reparer and/or Transiator Gerjification {check one):
| did not use a praparenar translater. | A préparer(s) andlor t;anslator(g) assisted the employes in completing Sedtiony 1. =
(Fialds below must be completed and signed when preparers and/for translafors assist an employsee in completing Section 1.)

] attast. under panaity of perjury, that | have assisted In the completion of Section 1 of this form and that to the best of my
knowiedge the information is true and gorrect.

Signature of Preparer or Translator Today's Date (mm/iddinyy)
{ Last Name (Family Name) First Name {Glven Name)
Address (Street Number and Nams) City or Tawn Swmts  [ZIP Code

a ‘ Empiayer C‘dmp?eté& Nexi Pa_g-e' ‘. m

Form 1-9 07/1717 N Page 1 of 3




Empk_)yment Eligibility Verification USCIS

Departmet of Homeland Security o L
U.S. Citizenship and Immigration Services Expires 0831/2019

Section mployer or Autharized Representative Review and Verification
{Emplayers or therr authorized reprasentafive must complats and sign Seetion 2 within 3 busmess days of the emplayes's first day of amployment. You

must physically examine one dogument fram List A OR a combination of one dosument from Ligt B and ane dogument from List C as listed on the "Ligts
of Agceptable Dacuments.”)

Employae Info from Section 1

ListA
idontity 1_nd Employmoent Authorization
; Dosument Title
"Tosuing Auihory

| Dosument Number
|

| Expiration Date (f enyj{mm/ddlyyyy)

Document Tifle

{1ssuing Authority Additional Infarmation 3R Ooda - Soctons 2 6.3 |
'j'fmumam Number i

[Expiration Date (F anyj(mm/adiyyy)

| Dogument Title
’ Tesuing Author iy
i‘-émmon Date (i any, (mrivodlyyyy)

Cerﬁﬁcaﬂou: 1 attest, under penalty of perjury, that (1) | have examined the dosument{s) presentad by the above-named employae,
{2) the abovelisted dosument(s) appsar to he genuine and to ralate to the employes named, and (3) to the bast of my knowlerige the
employaelaauﬂmlzedwwmklnthe United States,

1whﬂmdaycfemploymem{mm/dd/ywy), 41/%[7

Instructions for exemptions)

Employer's Business or Organization Nams

&m}oyer‘s Business or Organization Address (Straat Number and Name) !clty or Town Stals | ZIP Code

Lasmame'{samay:vm; ' First Name fGivon Name) T idals inftal ﬁate(ldede)

0. T8 empioyas's RAVIGUS Grant of BmpIGYTant aUTGrzeUan has expiren, frovids | ms““""'“l on"'fpr""pia doca' m"‘ﬁta o rec?fﬁ't'ﬁ%a; esmﬁgs
continying employment authe !ipn In;the space pravidet belaw.

Documsant Title Docnment Number Ematlnn Date (VW) (mmlddMy) =

1 attost, under penalty of perjury, that to the best of my knowledge, this employee s authorized fo work inthe United States, and if
the employes presented document(s), the dosumant{s) | have sxamined appear o be genuine and to relate to ths individual.

Signature of Employer or Authorizad Representative | Teday's Date [mm/deiyyy) Name of Employer or Authorized Represantative

Form1-9 071717 N Page2 of 3









‘Authorization

Authorization: By signing below, you authorize: {a) backgroundchecks.com (“BGC”) and/or Orange Tree
Employment Screening to request information about you from any public or private information source;
(b) anyone to provide information about you to BGC and/or Orange Tree Employment Screening; (c)
BGC and/or Orange Tree Employment Screening to provide Employer Solutions Staffing Group, LLC one
or more reports based on that mformation, and (d) Employer Solutions Stafﬂng Group, ue ("ESSG”) to

andlor Orange Tme Emp}oyment Scmerﬁns may mvesngate your education, work histow, prof&ssional
licenses and credentials, references, address history, soclal security number valldity, right to work, crimi-
nal record, lawsuits, driving record, credit history, and any other information with public or private infor-
mation sources. You acknowledge that a fax, image, or copy of this authorization is as valid as the origi-
nal. You make this authorization to be valid for as iong as you are an employee of ESSG.

The Consumer Financial Protection Bureau’s “Summary of Your Rights under the Fair Credit Reporting
Act” is attached to this authorization. If you are a New York applicant, a copy of New York’s law on the
use of criminal records is attached. By signing helow, you acknowledge receipt of these documents.

Personal Information: Please print the information requested below to identify yourself for BGC,

Printed name: Larry e, L Richardson

First Middie ({J Last

none) '

Other names used:
Current county of residence:
Current and former addresses:

current 580 westby Dr. Fridley,Mn 55432
from Mo/¥r to Mo/yr Street City, State & Zip
from Mo/Yr to Mo/Yr Street City, State & Zip
from Mo/¥r to Mo/Yr Street City, State 8 Zip

Some government agencles and other information sources require the following information when
checking for records. BGC will not use it for any other purposes.

07/22/1973 434253204
Date of birth Social security number
Driver’s license number & state Name as it appears on license

Repart Copy: if you are applying for a job or live in California, Minnesotas, or Oklahoma, you may request
a copy of the report by checking this box:

Lamy Richardson (Dec 3, 2007) Dec 1, 2017
Signature Date




EMERGENCY CONTACT INFORMATION

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

Employee Name: Larry Richardson

Addresg: 580 westby Dr. Fridley,Mn 55432

Home Phone; (6124580519

' ' EMERGENCY CONTACTS
Pleasa list two people (tinapnopity ordér) who could be contacted in case of an emergency

Contact #1 - Home Phone: (763)639-5134

Name: Abang adams Cell Phone:

Relationship: Friand ‘Woark Phone:
Contact #2 Home Phone: (504)220-9160

Name: Marshall Jackson ST

Relatlonship: Farther ‘Work Phone:

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

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



T o

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

Bmployeesﬁveﬂxeophmdmdvhgmgesbynhwbepommﬁmwmcm

12 gt ] ()0 G RN < 08 [ (R R (N

\J| Direct Doposit mumwmsmuww) Nots: Direct Deposis accosnts may take up to 7 days to bs activated,

T understand and scknowledge that i1 do not provide s
volded check with this direct deposit form, ¥ am
responsible for amy delays in payroll or extra costs
incurred if the account number that 1 provide is jucorvect.

Initial Date

. hMpmdemamgmm.plmamhamdavdadM(adquﬁlﬂpwmmmlﬂ
. lfyunchngabum.dom:humohbmkmmmﬂmﬁmdwhmﬂn&nwm%mmzmm

AN L DERT ocaRE

Fedoral law requires all financial institntions to obisin, verify, and record informetion that identifies cech parson whoopmaumnm.lnotdarb
mueeummnnawcmmmwemmamdmammmmmmmwmmm
you do not submit a Direct DepositPayroll Debit Card Authorization, ESSG will provide the necezsary information and issus you a Payroll Debit
Cand to pay your wages. For your protection, the financia] institution may ask you to provide them additional identification information so they can
verify your idemtity.
Except for the routing and account number, ESSG doss not have access fo any informstion regerding your Payroll Debit Card sccount or
mnﬂnns.Onyonrﬁtstpayday.yonwmMummmummmawummmofﬂnmmdmﬁﬁm%nwm
them sign acknowledging that you received the Payroll Debit Card and packet. Your Payroll Debit Card will be reloaded on each payday you receive

WagES.
"CARDHOLDER INFORMATION (es you wast your Payroll Debit Card to be issued)

FirstName ) opry ML T LastName pichardson Date of Bisth 07/22/1973
Street Addrss (POBCXNOTACCRFIABLE) gq westby Dr. . ] M%

O Fridley Sa% o 2P 5543 CellPhone Gmablle) (6171458 0519
RECEIPT OF PAYROLL DEBIT CARD (o be completed when you plok up yous Payroll Debit Cand)

Payroll Dabit Card Routing # | mmnmwcmmm#q A y

| 073972181 s
T have reosived my Payroll Debit Cerd, welcoms brochurs, program fites, program terms, conditions, and disclosures, By activating oy Payroll Debit Card,

1 am agresing to the progrem terms, conditions, and disclosures that are included nrmade availahble to me from time o tims from the finsnrial istitution. 1
|authorize the financial {nstitution to debit my Payroll Debit Card accomnt fur the foes described in the fo sehedule that {5 part of the program torms,

oonditious, and disclommres.

Date: 11/30/2017

Employee’s Signature: L2y Kichardson Dec1, 2017)
SECTTEN & SEETT GRS T
Tasthorize ESSG o directly do my periodio wages/compensation payments, net of required tax withholdings, other tequired withholdings
uauﬁmﬁuddcﬁuoﬁomﬂomymwm(s)asdesiymdahwnndminiﬂm,ifnemy dehit entries and adjustmentsfor any tredit ent i

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

magnoliaoldside@yahoo.com @
this information will only be nse to send your paystubs electronically

Employee's Signature: W Date: s Ay

*E-mail:




This agreement made this I dayof ___{
Employer Solutions Staffing Group LLC, hereinafter referred to as “employer”,
and hereatfter 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 walver by
the employer of the right to prevent any such violation in equity or otherwise.

/—% dwdson=(bac1.2m1)

Empiyyes Signature

mployer Solutions Staffing Group LLC, Representative



£

employer solutions sfaffing group..

INJURY MANAGEMENT PROGRAM

Injured Worker’s Responsibilities

As your employer, we are concemed about your full recovery, Reasonable and
necessary medical care will be paid for any compensable work injury. Medically
authorized fime 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. §221.0430, 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 heaith
care provider.

Attend all scheduled appointments. While on physical limitations, visits should
be a minimum of once every two weeks. Fallure to have current medical support
for disability may result in termination of benefits. Schedule your next
apg:gtment 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 an your
usual shift.



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

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

1 have read my responsibllities and agree to abide by these guidelines.
- Y Ty

Signed: ____ LenyRichardson Bec1, 2017

Printed Name:  L2"Y Richardson




Bigeliin]
(=1~ 5

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 s0, 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

8i un cheque de pago se pierde (que faita, 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.

8i su cheque de pago fue robado, primero debe denunclar el robo a la policia
antes de que podamos voiver a emitir el cheque. Una vez hecho esto, usted
debe proporcionar una copia de la denuncia a su reclutador de personal que el
cheque fue robado. 8i 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 deduciré.

AGREED/SE ACUERDA—

Name/Nombre (con letra de molde):  LarTy Richardson

e fedmad
glgnaturelFlrma: Tany Richardson (Dec 1, 2017)
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employer solutions staffing group..

Yy 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.

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

ESSG is committed to vigorously enforcing its OSHA Complianée Policy.

To help ensure a safe workplace, you bave certain responsibilities too, which include
the following:

e Responsibility to work in compliance with OSHA laws and regulations

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

e 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:

e Right to refuse unsafe work

o Right to kmow 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.



workplaca apprapnate precauuons to take and procadures 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 safs workplace has been violated, you can make a
report to & manager of the host worksite employer and/or ESSG (by telephoning
$52.835.1288/1.868.496.7578) and asking for the ESSG Safety Director. You can
also contact OSHA directly with any concern. ESSG recognizes the serious nature
of ensuring workplace safety will endeavor to protect any employee who may have
been subjected to unsafe or hazardous worksite conditions.
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employer solutions staffing gro-upg-.:

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 952.885.1288/1.866.496.7578 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)
Larry Richardson

Employee’s Signature:
g fdennd Date: Pec1,2017

w2 iChAQD (Do 120X
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Pre-Screening Notice and Certification Request for

(Rev. March 2016) the Work Opportunity Credit OMB No. 1645-1800
Dopartmmntof theTressuy | -, jysormation about Form 8880 en fts separat insiruotions 1o 6t www.irs.guv/formSasn :

Jobappncam:r-‘ﬂlmmenmbalwmdehwkanymﬂmtmly.complehomymlsdde.

Yournsme ___Larry Richardson Soolal security number > 434253204
580 westby Dr.

City or town, state, and ZIP code __ Fridley,Mn 55432

County Telephone number (612)458-0519

lfyouareundaragaw.emeryourdatedbm(monﬂl, day, year)

1 [0 chankhamlfyouraoalvedacondnlonalwﬁﬂnaﬂmﬁamﬂwstatawuﬂmagenoy(swn«aﬁarﬁclpwnglooalagemy
for the wark opporturity credit.

2 [T} Cheok here if any of the following statements apply to you.

U lmammnbwofamﬂymmsmcdmdaselmﬁmnﬁmpmm»fwmadyFamlllas(‘l’ANF)furanys
months during the past 18 months.

» lamaveteranandamambwufafaml!yﬂmtmoelvedSupplemema!NutﬁﬂonAssistancaPtogram(SNAP)bsneﬂtsmod
stmpdforatleastaa-mnﬂ\peﬁudduﬂngmapasﬂsmm

L] lwaerefamdhafebyaratmbmmnageﬂcyapwwedbymestata.anemploymantnstworkunderthanokettowm
program.ormebeparmmafvmsl\ﬁaim.

° |amatlaas‘tage18butnotagaworo!detandlamamembarufafmnﬂytm
a. Recsived SNAP benefita {food stamps) for the past 6 months; or
b, WMSNAPbaneﬂtsﬂnodm;:s)fnratleastacf!hapastSmonha.hmlsnolongereﬂslblemmoalvatm

. Duﬂngﬁnapastyaar,lwasconvidtadofafelmymmlemdfrompﬂwnforafelcny. '

. lmaivedsupplamemaismnylnmme(ssubaneﬁtsfnranymumhandlngdwhgmapaateodm

» lamaveteranand|wasunsmp|oyedfnrapeﬁodorpeﬂodstotal!ngatlaasuweelebutlessthansmamhsduﬂngthe
past year.

8 @ Chaok hera if you are a veteran and you were unemployed for a period or pericds totaling at least 8 months during the past
m’

4 [ Chackheraﬂyouafeavateranenﬂﬂedtocompamaﬁmforasemoememd disability and you were dischargsd or
mlmedﬁomaoﬁvedutylntheU.S.ArmedFamesdmingmapaslym.

5 u] cbaokhereﬁyouareavatemnenﬁﬂedmoompmsaﬂonforaseMne-mnnectaddisabWandyouwamunemployedfora
period or periods totaling at least 8 moriths during the past year. !

8 [[J Check here f you are a member of a family that:
» Recelved TANF payments for at least the past 18 months; or
» Recsived TANF peyments for any 18 months beginning after August 5, 1887, and the earliest 18-month period beginning
after August 8, 1987, ended during the past 2 years; or

« Stopped being eligible for TANF payments during the past 2 years because federal or state law fimited the maximum time
those payments could be made.

7 E} 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 reosived unemployment compensation.

Signature—All Appiicants Must Sign

Under peraities of parjiury, | declare thak } gave the above information 1o the employer anor before the day | was offored a job, and it s, o the best of my knowiedge, irve,
comrent, and complete.

Job applicant's signature > 4% Richeon (ore s, me'n: Date pls il iy
For Privacy Act and Paperwork Reduotion Act Notice, sae page 2 Cat. No. 228511 Form B850 Rev. 3-2016)
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form . TAX CREDIT QUESTIONNAIRE  [Q& | I e

f

EMPLOYER SECTION:
Clent: Company:
Locations Position: Starting Wage: $
EMPLOYEE SECTION: 3 y
First Name: Last Names Suffix: Street Address: City/State: | Zip:
Lanry Richardson 580 westhy Dr. Fridley ijn 55432
s8#: Date of Birth: Age: | Haveyou worked for | If yos, location:
gt 07/22/1973 asf | B0 oppry Tepret
Please complete all guestions, and sign and date the form, Yes No
1. Have yon or has anyone living with yon veceived Temporary Assistance to Neody Families (TANF) Q @
at any time since August 8, 19972 (1fyes, please provide knfonuation below.)
Name of the person receiving benefite: _____ Relationshiptoyons _____

City: County: State:
2 Havayouorhmmonel!vingwlthywmehudedShmps(SNAP)atmﬁmaduﬂngﬂmpmwmﬂm? a (O]

(if yes, pleass provide infrmation below.)
Nams of ths person receiving benefits: _____ Relationshiptoyow ____
. City: . Coumty: _____ States ____
| 3. Have you received Supplementa} Security Income (SSI) at any time within the past 3 months? g @

Pleass note, this is not ths same as Social Security benafits (SS) or Sooial Security Disubility (8SDI) benefits.
*]fyou cheched yes please provide a copy of your SSI documentation.

4. Have you received any type of vocational rehabilitation services within the past two years? D O]
1fyes, please indicate which typs of you worked with and provide their logation information below:

] Vocational Rehabifitntion Agemsy =] Dept. of Veterans Affeirs [ ] Pmployment Network (Tickst to Work Program)
Nameof Agenoy: ___ Phone®:
*Jfyou checked yes pleass provide a copy of your active Individual Work Plan and Ticket to Work documentation.
8. Areyou a Veteran of the U.S. Military? */fyes, please provide a copy of your DD-214 and letter of separation.
{(If'yes, pleass provide infarmation below. Ian, please continue to question #6.)
Dates of Sarvics ~ From: To:
Brapch of Serviees
Ave you entitled to or are you receiving compensation for a service-connected disability?
6. FHave yon been unemployed at any time during the Inst 12 months?
If'yes, dates of unemployment - From: To:
Did yon receive unemployment compensntion at any point during your unemployment?
f'yes, 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?
Conviction Date: Release Date:
Wes thisa [_] Pederalor [J] State conviction? 1fState - Connty: ____ States____

= T T

Q

al @ o©
ol @ P@® @

R z Al Easart H i | e i Addld;'!f‘?ruc"#i.m & iy s
JEC (Nafive Americon): Are you or your spouse a member of a Native Amerioan Tribe?
meﬁlmmﬁeamdwwcwcﬁ
CA Residents: you fhe child of Soster parents? LTI Do you seceive CalWarks? []] Workfhres Investment Act?

Are yon a migrant or seasonsl farm worker? ] Have you ever been convicted of a misdemeanos?
SCResidentss (] Do yon recsive Famity Independence Benefits?

PLEASE READ, SIGN, AND DATE:

Under penalties of perjury, ] declara the informution above to be true and accirass 1o the best of my knowledge. and 1 hereby authorize any agency, arganizatios, or
Individnals 1o supply such verification or information thot may be resded 10 detsrmine fax credit ofigibility to my employer, emplayer representative (Associated
Consulrants, Inc. dba Retrotay). or the Department of Labor,

New Employee Signatures % Date; _DeC1,2017

o
®




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 ta 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 9052) for each certification request filed for the new target
group.

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

—i&‘i&h-
New Hire’s Signature: _Gm simamian e 20 Date Dec1,2017
New Hire Name: Larry Richardson

Social Security Number: 434-25-3294
Employer Name:

Please check the statements below if they apply to you.
03 i 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.

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

(Enter start date)

Privacy Act Nofica

Theintemel Revenue Coda of 1888, Saclion 51, e amended and its enacing legislalion, P.L. 104-188, specify that fhe Stale Woridorne Agendies are the
“designated’ agencies responaibla for administering the WOTC cerification procedures of this program. The informeation you have provided compising this
form will be disclosed by your emplayar io fhe State Workforee Agency, Provision of frus informagion is voluntary; however the information is tequised to
datermine your employer's eligilility for $he federel tax credit.

- oo vommo . anam PI TT TR AYE TR e Y

Public Burden Statsment:

Persons are not required to respond to this colleation of Information unless 1 displays a sumently valid OM 8 eontrol number, Respondents’ obligation to
complata this form s required fo abisin or retein benefis (P.L. 114-6), Public reporting burden fs esimated fo average 10 minutes per response, Including the
time for reviowing instructions, searching esasting dala sources, yahering and meinteining the dsta needed, and complefing and reviewing the oollection of
informafion. Send commants reganding this burden esfimatato the U.S. Deperiment of Labar, Division of Nafions) Pragrams Tools Technioal Assistance,
Room C-4510, Wi D.C. 206210 Reduation Projadt 1205-0871), Fease to notsubmitcompieted forms bo this acidress.

117-

ETA Form 9175 (Rev. November 2018)
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Notification of Minnesota equireme

Unemployment Acknowledgement

Accarding to Minnesota Statute section 268.098, subdivision 2, paragraph (d), an
applicart who, within five calendar days after completion of a suftable

Job assignment from a staffing service, (1) falls without good cause to

affirmatively request an additional suitable Job assignment, (2) refuses without good
cause an additional suitable job assignment offered, or (3) accepts employment with
the clfent of the staifing servics, Is considersd fo have quit employment.

This paragraph applies only I, at the time of beginning of employment with the staffing
service, the applicant signed and was provided a copy of a separafe document writlen
in clear and concise language that informed the applicart of this paragraph and that
unemployment benefits may be gffected.

It Is your responsibliity to contact ESSG through Corporate Management Group (for
Instance, by calling 303-820-1428 or using any other form of contact) for additional
assignments. if you fail to do so, it may affect your unemployment bensfits.

1 understand by signing this form that | am responsible to contact ESSG within 6
calendar days once an assignment ends. | also acknowladge that | have received a

separate copy of this form. LTR _ (Initial)

Lany Richardson {Dec 1, 2017) Dec 1,2017
Employee Signature: Data:
Larry Richardson

Employes (please print your name here)

Telephone: 303-920-1425
12000 N. Washington Street Suite 350
Thornton, CO 80241

_MN_D2.2013



DRUG AND ALCOHOL
TESTING CONSENT FORM

1. 1 h'ave been allowed to read and inspect a written copy of ESSG policy on
|

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 ifl
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, fo collect a body component {blood,
urine, breath, or any combination thereof) from me for testing for alcohol and/or drugs. |
understand that the laboratory selected by ESSG may conduct testing and other
analysls on the sample provided by me. 1 further voluntarily consent to the laboratory's
disciosure to ESSG of the results of my drug and/or alcohol test and other information
related to the test.

g Mot

Lany Richandson (Dec 1,2017)

Individual’s Name

Dec 1,2017
Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



