www.esgstaffingsolutions.com

New Hire Application

Personal Data- PLEASE PRINT LEGIBLY IN INK

Last Name Hart

Street Addrass 1420 10th Ave. Apt6

First Nama _Lee

PO Box 46270

Minneapolis, MN 55344-9956

Tel: 852.835.1288

CityIStateIle Newport,MN 55055

Phone Number

651-404-9028

Staffing Agency/Recrultment Partner

CMG

Middie Initial &
Apit/Ste 6
Soclal Security Last Four JOX-XX~

Emall Address hartl1632@gmail.com

@

Are you legally authorized to work in the United States of America? @JYES (QJINO
Applicant Certiflcation and Authorization
| authorize Employer Solutions Staffing Group (ESSG) to use the information and statements contained in

qualifications for employment. | authorize ESSG to
regarding my previous duties, responsibliities, p

| understand that a comprehensive background cheok m
This may Include but is not limited to, Investigations of

criminal

maks Inquiries of my former employers, except as indl
erformance, compensation and eligibllity for rehire.

gy be conducted to determine my eligibility for hire by certain cllents of ESSG,
and/or conviction records, driving records and/or & drug screen test as

required by cllents, govamment regulations or by ESSG policies,
1 release ESSG and other persons or entities from any claima that might be based on ESSG's decision o conduct a background check,

1 cerfify that all staternents made in my ap;
false or misleading information. | u
consideration for empioyment or,

plication are true and accurate and that | have not omitted
nderstand that any material omission or m
if discovered after | begin employment, will result in my termination.

If hired, | agres to ablde by the palicies and procedures of ESSG.

Lee AHart

tama Kor {Anr 20, 2500

this application to determine my
cated In this application,

any material informafion or provided
larepresentation will result in my disqualification from

Apr24,2018

Name (Print or iype)

Applicant’s Signature

Date

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

For ESSG Office Use Only
DOH NHW 19 8850 w4
Emargency Contact info | Background Release Form Background Results Unemployment Lattar ESC Application
{if applicable)
For ESSG Client Use
DOH ROP o | WorkSite Loc. WC Code

ESSG - CMG-NSTW4

Rev. 0472017



Form W4 (2048)

Future developments. For the latest
Information about any future developments
related to Form W-4, such as legisiation
enactad efter it was published, go to
www.irs.goviFarmW4,

Purpose. Complete Farm W-4 so that your
employer can withhold the correct federal
income tax from your pay. Consider
completing a new Form W-4 each year and
when your personal or financial situation
changes.

Exemption from withholding. You may
clalm exemption from withholding for 2018
if bath of the following apply.

* For 2017 you had a right to a refund of all
federal income tax withheld because you
had no tax liablfity, and

«» For 2018 you expeot a rsfund of all
{adsral income tax withheld hecause you
expect to have no tax lability.

if you're exempt, complete anly lines 1, 2,
3, 4, and 7 and sign the form to valldate it,
Your exemption for 2018 expirss February
18, 2018, See Pub, 505, Tax Withholding
and Estimated Tax, to leam more about
whether you qualify for exemption from
withholding.

General Instructions
if you aren’t exempt, follow the rest of
these instructions to determine the number
of withholding allowances you should claim
for withholding for 2018 and any additional
amount of tax to have withheld. For regular
wagss, withholding must be based on
allowances you claimed and may notbe a
flat amount or percentage of wages.

You can also use the calculator at
www.irs.gov/W4App to datermine your
tax withholding more accurately. Conslder

Form W"'4

using this caloulator if you have a more
complicated tax situation, such as if you
have a working spouse, more than one job,
or a large amount of nanwage income
outslds of your Job, After your Form W-4
takes effect, you can also use this
calcutator to see how the amournt of tax
you're having withheld compares to yaur
projested total tax for 2018. If you use the
calculator, you don’t need to complets any
of the workehests for Form W-4.

Note that if you have too much tex
withheld, you will receive a rafund when you
file your tax returm. if you have too little tax
withheld, you will owe tax when you file your
tax retum, and you might owe a penalty.

Filers with multiple jobs or working
spouses. If you have more then one job at
a time, or if you'rs married and your
spousa is also working, read all of the
Instructions including the instructions for
the Two-Eamers/Muitiple Jobs Workshest
before beginning,

Nonwage income. if you have a large
amount of nonwage incoms, such as
intarest or dividends, consider making
estimated tax payments using Form 1040-
E£8, Estimated Tax for Individuals,
Otherwise, you might owe additional tax,
Or, you can uss the Deductions,
Adjustmants, and Other Income Workshest
on page 3 or the calculator at www./rs.gov/
W4App to make sure you have enough tax
withheld from your paysheck. If you have
pension or ennulty income, see Pub. 505 or
use the calculator at www.irs.gov/W4App
to find out if you should adjust your
withholding on Form W-4 or W-4P,
Nonresident allen, If you'ra a nonresident
allen, see Notice 1392, Supplemental Form
"W-4 Instruotions for Nonresident Allens,
before completing this form.

Separate here and give Form W+4 to your employer. Keep the worksheet{s) for your recortls,
Employee’s Withholding Allowance Certificate

» Whether yoir're antitied to clalm a certaln munber of

Specific instructions

Personal Allowances Worksheet
Compiete this workshest on page 3 first to
determine the number of withholding
allowanges to claim. .

Line C. Head of housshold please note:
Generally, you can claim head of
househald filing status on your tax return
only if you're unmarried and pay more than
50% of the costs of keeping up a homa for
yourself and a qualifying individual. See
Pub. 501 for more Information about filing
status,

Line E, Child tax credit. When you file
your tax raturmn, you might be eflgible to
cialm a credit for each of your qualifying
children. To qualify, the child must be
under ags 17 as of December 31 and must
be your dependent who lives with you for
more than half the year. To learn more
about this credit, see Pub. 872, Child Tax
Credit. To reducse the tax withheld from
your pay by taking this credit into account,
follow the instructions on line E of the
workshest, On the warksheet you will be
asked about your total Income, For this
purposs, total incame includes all of your
wages and other income, Including income
eamed by a spouse, during the year.

Line F. Cradit for other dependents.
When you fila your tax return, you might be
eligible to claim a credit for each of your
dependents that don't qualify for the ohild
tax oredit, such as any dependent children
age 17 and older. To leam more about this
oredit, see Pub. 506, To reducs the tax
withheld from your pay by taking this cradit
into ancount, follow the instructions on line
F of the worksheet. On the workshest, you
will be asked about your total Income. For
this purposs, total Income includes al of

OMB No. 1545-0074

Departmant Treasury aliowances or exemption from withholding is

mm‘;’mm. subject to review by the IRS. Your employer may be required to send a oopy of this form to the IRS, 2©1 8
1 Yourfirst nama and midcdla initial Last nams 2 Your soctal seourity number
Lee A Hart 473029139

Home address (mumber and street or rural routs) 3@ singe Manied ()] Married, but withhald a higher Singla rate,
1420 10th Ave. Apts a3 Note; it marrled filing separataly, check "Married, but withold at highar Single rate.”

City or town, state, and ZIP code 4 it your last name differs from that shown on your sootal security card,
Newport,MN 55055 check here. You must call 800-772-1213 for a replacement card, »

§ Total number of allowances you're claiming (from the applicable workshest on the following pages) . .
6  Additional amount, if any, you want withheld from each paycheck . . . . .
7  Iclalmexemption from withhoiding for 2018, and | certify that | mest bath of the fol

liowing conditions far exemption.
¢ Last year i had a right to a rafund of all federal income tax withheld besause | had no tax Tabllity, and
s This year | expact a ratund of all federal Incoms tax withheld beoause | expect to have no tax Yabllity.
i you mest both conditions, write "Exempt®here. . . . . > l'%b]L

. 18]1
. 8

Under penalties of perjury, | declare that | have examined this certificate and,

Employee's

signature
(This form Is not valld unless you sign ) &= Hetlieaisog

to the best of my knowledge and beflef, i i3 true, comact, and complete.

TN Apr 24,2018

8 r's hame and address [Erapl Complets boxes 8 and 10 if sending 1o IRS and complete 9 Firstdate of 10 Employer identflication
o 5, a0 Haangress [Euployer Complets b Hires) = i employment rumber N
For Privacy Act and Paperwork Reduction Act Notice, see page 4. Cat. No. 102200 Form W-4 (2018



DEPARTMENT W-4MN
OF REVENUE

2018 Minnesota Employee Withholding Allowance/Exemption Certificate

Employees

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

o Clalm fewer Minnesota withholding allowances than your federal allowances

» Claim more than 10 Minnesots withholding allowances

* Wart additional Minnesota tax withhald from your pay each pay period

* Claim to be exempt from federal withholding or clalm to be exempt from Minnesota withholding

Do not completa this form If you are claiming the same number of Minnasota allowances as federal and the number ciaimed Is 10 or less,

Employee's first name and Initial Last name Employen's Social Security numbar
Lee AHart ) 473029139
Permanent atidress Marital status fcheck one box)
1420 10th Ave. Apts (@) Sowies Mwrech It by sepucasad or
Tty State ZIP code Married
Newport,MN 55055 Married, but withhold 2t higher Single rate
\J

Employees: Read Instructions an back, complete Saction 1 OR Section 2, sign and give the completed form to your employer. (Do not complate
both Section 1 and Section 2, Completing both sections will make the form invalld.}

_ section 1 — Determining Minnesota allowances

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

1 Total number of federal allowances claimed on federal FOFMW=8 «.vevnnnrseeennnnnnns. 000350600000 4, e

2 Toial number of Minnesota allowances (fne 2 cannot be more than line 3} ......... 000000000 9000000000 2 -1*__.
1

3 AddlﬁonalMmmwﬁhholdfngyouwamdeductedeacbpayparlod........ ........ otiobooo0odnd goget) S =

[ section2 — BExamption from Minnesota withholding
Complste Section 2 If you clalm to be exempt from Minnesoia income tax withhoiding fsee Section 2 Instructions for qualifications), if applicable,
check on2 box below to indleate the reason why you belisve you are exampt:

E | meet the requirements and claim exempt from both fedesal and Minnesata income tax withholding.

Even though | did not claim axampt from federal withholding, ! claim exempt from Minnesota withholding bacause | had no Minnesota
income tax lisbility Jast year, | recelved a rafund of all Minnesota fncome tax withheld, AND | expect to have no Minnesota income tax Rability
this year.

IE My spouse Is a mifitary service member assigned to 2 military location In Minnesata, my domicile {legal residence) is in ancther state, AND |
am In Minnesata sofely to be with my spouse, My state of domiclle Is

D | am an American Indian living and working on @ ressrvation.

E | am a member of the Minnesota National Guard or an active duty U.S, military member and clalm exempt from Minnesata withhalding on

my military pay.
IQ | racaive a military pension or other military retirament pay as calculated under Title 10, 1401 through 1414, 1447 through 1455, and 12733
and claim exempt from Minnesota withhelding on this retirement pay.
I certify that afl information provided In Section 1 OR Section 2 is correct. | understand there is 9 8500 penalty for filing a folse withholding allow-
ance/exemption certificats. ;

oSO Lo et " Apr24,2018 S 651-404-0028

sefhatliar 8 o)

e

Employaes; Give the completed form o your employen

Employers

if you are required to send a copy of this form 1o the Department of Revenue fsee Instructions), you must enter the employer 'nformation below
and mafl this form to: Minnesota Revenue, Mail Station 6501, St Paul, MN 55146-6501. {Incomplete forms are consldered invalid.) A $50 penalty
may he assessed for each required Form W-4MN not filed with the department,

Keep a capy for your records.

Name of employer Federal employer 1) number (FEIN) } Minnesota tax ID nunvbar
; i

Address ity State 2P code

tee3217) Questions?  Website: www.revenue.state.mn.us. Email: withhalding tax@state.mn.us. Phone: 651-282-9929 or 1-800-657-3594.



Employment Eligibility Verification USCIS

PBTART HERE: Read instructions carsfully before completing this form. The instructions must be avaliable, eRther in paper or electronically,
during completion of this form. Employars are liable for errors in the completion of this form,

ANTI-DISCRIVINATION NOTICE: It is illega! to discriminate against work-authorized Individuals. Employers CANNOT specify which
document(s) an employee may present to establish employment authorization and identity. The refusal to hire or continue o employ
an individual because the documentation presented has a future expiration date may also constitute flegal discrimination.

Department of Homeland Security owg?qﬂo};?bmw
U.S. Citizenship and Tmmigration Services ; :

ires 08/31/2019

PRI F R AT T AT £

[Section 1. Employes Tnformation and Aftestalion [Empioyees most sompiot s aigh Section 1 of Form -9 no fafer

than the first day of employmsnt, but not bsfore accspting a fob offsr ) :

lLast Nams (Family Nams) First Name (Given Name) Middle Initlal | Other Last Names Used (i any)
Hart Lee A na

Address (Straet Number and Name} Apt Number | City or Town State | ZIP Code

1420 10th Ave. Apt6 6 Newport MN 55055

Dats of Birth [mm/ddlyyyy) | U.8. Social Security Number Employea‘s E-mall Address Employas's Telaphone Number
11/30/1983 ] Fﬁiﬂum - rrm hartl1632@gmail.com ; 651-404-9028

| am aware that federal law provides for Imprisonment and/or fines for false stataments or use of false documents in
connection with the completion of this form.

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

() 2. A noncitizen nafional of the United States (Ses instructions) 7
3. A lawful permanent resident  (Allen Reglstration Numbes/USCIS Number).

{J 4. An alten autharized to work until (expiratian date, Ifapplicable, mmiddlyyyy):
| Some allens may wiite "N/A" In the expiration date field. (Sea Instructions)

Allans suthorized to work must provids only ane of the following document numbers to complete Form 1-6: e i
An Alien Raglstratian Number/USCIS Number OR Form 1-94 Admission Number OR Fareign Passpart Number.

| 1, Alien Registraion Number/USCI8 Number:
OR

2. Form 1-94 Admission Number;
OR

3. Forelgn Passport Number:
Country of lssuance;

Signature of Employee .
UohHing pret, o
Preparer and/or Translator Certification (check one):
| did not use a preparar or transiator. @ A preperer(s) and/or translator(s) assisted the employes in completing Sectien 1.
(Fields below must bg aompleted and sighed when preparers and/or translators assist an employse in completing Section 1.}

| atiest, under penaity of perjury, that | have assisted in the completion of Section 1 of this form and that to the hest of my
knowledge the Information is true and correct.

Today's Dats {mmildyyyy) - Apr 24,2018

Signature of Preparer or Transiator Today's Date (mm/ddfyyyy)
Last Name (Family Nems) First Name (Given Nams)
Addrass (Streef Number and Name) City or Town State ZIP Code

@ Employer Completes Next Page @

Form1-9 07717117 N Page | of 3



Employment Eligibility Verification USCIS

Department of Homeland Secarity (.Ml; ::To:s-znm
U.S. Citizenship snd linmigration Survices Lxpirs G831:2019

[Section 2. Employer or Authorized Representative Review and Verification

(Employers or their authorized representative must complaie and sign Section 2 within 3 busingss days of the employee’s first dacy of employment. You
must physically examine ona document from List A CR a combination of ane document from List B and one document from List G ag listad on tite “Lists
of Acceptsble Documants ) |

R o j=7 2, Wl ven Name) %l L Stas |
i v l! T
AND ListC
" Employment Authoiization

ListA
{dentity and Employment Authorization

rﬁ_wmnent"ﬁﬂe

Issuing Authority
Dogument Number

"Expiraion Dale (7 any immiaayyy)

Expiraﬁ: m (W anplmmicelyyyy;
i B

1
%lssuingmﬂmty | | |Additonal Information A’f{;‘,’&%ﬁ“{ﬁ;‘; ] j

| Dogumant Number

Document Title

{
1
}
]
|
1
|
|
i
1
1
{
i
|
H
.

"Expiration Date (if anyjmmiceiyyyy)

Document Title |

“Tesamg Aumharlly i : f

Davument Number - !

"Expiration Date (7 any)immVadiyyyy)

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

ployea’s first day of employment (mm/ddfvyyy): dLl [90 »g ,{Baum’mcﬁons for exemptions)

pof Evploypror Authorized Reprosentative | Tod D it yy)‘- Empioyer d) Au Representative _!
V9 ~—— N 04 €N ~;
gl En or Authorized Representalive | s it Empigyer or Alfherized Representaive | Employer's Busingss or Organlzation Nama
- ; { ' EMPLOVER SOLUTIONS STAFFING GROUP LLC |
| Employer's Business ar Organization Address (Street Number and Name) ; City or Town Slate | ZIP Code :’
7480 FLYING CLOUD DRIVE SUITE 200 | EDEN FPRAIRIE MN 55344 _}
Beetion 3. Reverification and Rehires (7o be completed and signed by employer or authonzed raprasentative )
A, New Name (if appiicabic) : : . : _ |8, Date of Rehire (i applicable)
Last Nams (Family Name) First Name (Glvan Name) Middle Initial | Date (mmittdsyyyy)

JC.Ti the Empioyee & Brevials grant of amployment authgrizalibn fids expiret; provida the information for the document o receipt [hal estabiienes
soritinuing employment authorization in the spase provided batoly. / 3

focument Title Documant Number Expiration Dale (f any) [mmieidiyyy)

1 attast, under penalty of perjury, that to the best of my knowledge, this employes is authorized to work in the United States, and If
the employee presented document(s), the document{s) | have examinad appear to be genulne and to relate to the Individual,

| Signature of Employer or Authorized Representafive Today's Date (mmidd/yyyy) Name of Empioyer or Authorized Representative

Form1-9 071717 N Page2o0l3



IDENTIEICATION CARD
NOT A DRIVER'S LICENSE

' LEE ANDREW HART JR

2626221557214

1420 10TH AVE APT 6 '~
NEWPORT, MN §5055

Date of Birth 11-30-1983
Sex Eyes Class

M BRN ID
Height Weight

55 274 DoNoR /(U]
1ISsueo 01-2018 EXP:RES 11-30-2021




EMPLOYER SOLUTIONS STAFFING GROUP
BACKGROUND CHECK AUTHORIZATION

Lee AHart
(First) (Middle) {Last)

Employee Name:

Former Name(s) and Dates Used:

Current Address Since: & MO 1420 10th Ave Apt6 Newport MN 55055
{Mo/¥r) (Street) (City) (State/Zip)
{Mo/¥r) (Street) (City) (State/Zip)

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

Social Security Number: __ 473029139 DOB: 11/30/1983

Phone Number: 651-404-9028

Driver’s License Number/State: 2626221557214 ID

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

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

I further authorize any individual, company, firm, corporation, or public agency to divulge any and all information, verbal
or written, pertaining to me, to Employer Solutions Staffing Group, LLC or its agents. | further authorize the compiete
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 malntain all information recelved from this authorization in a confidential
manner in order to protect the applicants personal information, including, but not limited to, addresses, social security
numbers, and dates of birth.

Signature;  oomeAdte Date;  Apr24,2018
Notice to CA, MN, and OK Residents:

Please check the box below if you wish to receive a copy of a consumer report that is requested.
811 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: LeeA Hart
Address: 1420 1oth Ave. Apt6
Home Phone: 651-404-9028
EMERGENCY CONTACTS o '
Please list two people (in priority order) who could be contacted in case of an emergenoy
Contact #1 Home Phone:
Name: Nicole Parranto Cell Phone: 651-404-9092
Relationship: girlfriend Work Phone:
Contact #2 Home Phone:
Name: Earnesteen Hart Cell Phone:  763-412-6771
Relationship:  mother 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.



eMmpiove: solutons stal g BWU
Direct Deposit/Payroll Debit Card Authorization

Employees have the option of recciving wages by Direct Deposit and/or Payroll Debit Card.
_ If you do not provide a written election, wagus will be paid by Payroll Debit Card.
ESECTH O BISTEH NED RIVIET O S i gt : AL S
S e T N LT
LS SO PNROED EEECTIeN & ' L] R A R
®)| Direct Deposit (Please complute Sections 3 and S below)
()| Payroll Debit Card (Please complete Sections 4 and 5 below)
SN DIRECT DERGSITY :
Update Bank Account Notes Direct Dsposit accounts may take up to 7 days to be activates
' 1 understand and acknowledge that if I do not provide a
BankNeme:  wellFargo volded check with this direot deposit form, 1 am
Routimg# 091000019 responsible for any delays in payroll or extra costs
g incurred if the acconnt number that I provide Is incorrect,
Account# 8501090792

Account Me:_uCheckinﬂ Sevings[LlOther .____._.__§ Initial Date

To help us avoid making an eror, pleasc attach o copy of a voided check. {a deposit slip will not work)
1f'you change banks, do not eloss your old bank account until your direc! deposit has startud at the new bank, which may teke 2 pay periods.

S ECNONME RO DT ND i o

(] Paper Check (Option available o GA NH and NY residenis onby) |

Fedaral law requires all financial institutions to obtain, verify, and record information fhet identifies cach person who opens en account, In order to
raqucstaPaymlchbltCm‘dﬂnyou,wenmstmvidaallofﬂmfoﬂowhginfmmaﬂanﬂmwmenabletheﬁnmdalimﬁmﬁonmidmﬁﬁyou.If
youdnnotmbmitaDhectDepoxiﬂPaymnDebitGardAuﬂmﬁzuﬁon,BSSGwﬂlprovidethoneeessmyinfumaﬁunmdismeyouaPayrollDebit
C?rdﬁ}ytopay'gmwways.Foryuurpmmcﬁon,theﬁnaucialinsﬂtuﬁunmayaskyoutopxwideﬂmmaddiﬂonalidauﬁﬁcaﬁonhfmmaﬁonsoﬂwym
verify your identity.

Except for the i Mammmmhet,BSSGdounothavemmmmyinﬁnmaﬁmngardmgyourPaymﬂDebitCnrdaccountor
| transactions. On your first payday, you will receive your nsw Payroll Debit Card, and a packst contatning ail of the terms and conditions, You will
:thwsignacknowledgingthmyoumeivedﬁxel'ayroll Debit Card and packet, Your Payroll Debit Card will be reloaded on each payday you receive
| wages.

| CARDHOLDER INFORMATION (as you want your Payroll. Debit Card fo be issued)

["First Name ML Last Nane Datz of Birth
| Street Address (R0 BOXNUT ACCEPTABLE) Social Socurity#
[City Swte Zip I Cell Phone (mobile)

| RECEIPT OF PAYROLL DEBIT CARD (to bo complcted when you pick op your Payroll Dubit Card)
Payroll Debit Card Routing # Payrol} Debit Card Account #

Thuve received my Puyroll Debll Card, welcome brochure. program fezs, program terms, conditions. and disclosures, By activating my Poyroll Dabit Card. |
1 am agresing to the program torms, conditions, and disclosures tht are included or made available to me from time {o time from the finencia) institation. ] |
wuthorize the financial institusion to debit my Payroll Debit Card accotns for the fees described in the fee sehuduly that fs pant of the program termns, i
conditions, and disclosures,

Employee’s Signature:_ima ~mmpv"=!u ) Date; APr24,2018
SECTICN S AGTHORIZATION 1% '

Tauthortzc BSSG 1o directly deposit my periodic wages compenstion paymants, not of requinwd tax withholdings, other reguined withholdings |
or guthorized deductions, into my account(s) as designated above and to initiate. i necessary, dobit antries and adjustmentsfor ooy credit enies |
made {n ersor to my accountfs), * E-mail is required for pay stub information.

*E.mail: hartl1632@gmail.com : @
this infarmetion will only be used fo send yonr paystubs electronically

I Employee’s Signature: _Em Date:_ApPr 24,2018




This agreement made this ﬁ&i day of\. .208, between
Employer Solutions Staffing Group LLC, hereinafter referred to as “employer”,
and hereafter referred to as "employee”.

WITNESSETH:

For the duration of my employment and after resignation or termination of
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 o 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 llquidated
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.

P g

Employeg Signature

[ | TILAIA
Emplbyer Solutions Staffing Group LLC, Representative




: oyer solutions seaffing sroup .
INJURY MANAGEMENT PROGRAM

Injured Worker’'s Responsibilities

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

RESPONSIBILITIES OF THE INJURED WORKER;

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

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

Obtain a Report of Workability from your physician at every appointment, a
minimum of once every two weeks. M.R. 5221,0420 requires that your physician
cooperate with retumn 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 wark may or may not be on your
usual shift.



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

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

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

I have read my responsibilities and agree to abide by these guidelines.
Slgned: u;eAmz_mprms.z-:m

Printed Name: __LeeAHart




smrlover solmions "af"’m. EIOLP.
Important/importante
LOST OR STOLEN PAYCHECKS

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

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

CHEQUES DE PAGO PERDIDOS O ROBADOS

Sl un cheque de pago se pierde (que falta, fuera de lugar, destruldo, perdido en
el correo, etc), usted debe notificar a su reclutador de personal que el chegue no
se puede encorttrar. 8i se pusde verificar que el chegue 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 denunclar el robo a Ia policia
antes de que podamos volver a emliir el cheque. Una vez hecho esto, usted
debe proporcionar una copia de la denuncia a su reciutador de personal que el
cheque fue robado. Si el cheque no ha sido cobrado y si la pérdida de! cheque
no fue su culpa, ESSG emitird un nuevo cheque y no hay cuota se deducira.

AGREED/SE ACUERDA—

Name/Nombre (con letra de molde): -e¢AHart

_S_i_g_naturelF“:rma: Lo, Hout {\pr 23, 20169
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ESSG WORKPLACE SAFETY POLICY

It is ESSG’s policy that all employees should be able to enjoy a hazard free and safe
work environment. It is 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 vocabulaty workers can
understand.

ESSG is committed to vigorously enforcing its OSHA Compliance Policy.

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

Responsibility to work in compliance with OSHA laws and regulations
Responsibility to use personal protective equipment and clothing as directed
by the host employer

Responsibility to report workplace hazards and dangers

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

You have the following basie rights:

Right to refuse unsafe work

e Right to know or be informed about actual and potential dangers in the
workplace

» Right to review copies of appropriate standards, rules, regulations and

requirements that the host employer is required to have available at the
workplace,



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

» Right to gain access to relavant personal exposure and mediral records.

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

If you believe that your right to a safe workplace has been violated, you can make a
report to a manager of the host worksite employer and/or ESSG (by telephoning
952.835.1288/1.866.496,7578) and asking for the ESSG Safety Director. You can
also contact OSHA directly with any concern. ESSQG 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.



ampraver sclutions staffing grous

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 952.835.1288/1.866.496.7573 with any
questions I may have about this policy. I agree to comply with ESSG’s policy on
ESSG WORKPLACE SAFETY POLICY and I understand failure to comply is
grounds for disciplinary action, up to and including termination.

I also agree that if at any time during my employment T 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)
Lee A Hart

Employee’s Signature:

- che A At :
Lee AHart ARt 24, 2036} Date: API’ 24,2018




om SO0 Pre-Screening Notice and Certification Request for

(Fiev. Maroh 2016) the Work Opportunity Credit OB No. 1546-1500

an’mgu?szwm’ P information about Form 8850 and its separate instrucions is at www.irs.gov/form8550,

Job applicant: Fill in the fines below and check any boxes that apply. Complete only this gide.
Yourname LeeAHart Soclal seourity number p- 473029139

Streetaddresswhereyoulve 1420 10th Ave, Apt6

City or town, state, and ZIP code  Newport,MN 55055

County Washington Telephone number 651-404-9028

If you are under age 40, enter your date of birth (month, day, year)  11/30/1983

1 Cheok hers if you received a conditional certifioation from the state warkfarce agency (SWA) or a participating local agenoy
for tha work opportunity crediit.

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

* |1 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.

* ] am a veteran and a member of a family thet received Supplemental Nutrition Assistance Program (8NAP) bensfits (food
stamps) for at least a 3-month period during the past 15 months,

*» | was referred here by a rahabllitation agency approved by the state, an amployment network under the Ticket to Work
program, or the Department of Veterans Affairs.

* | am at least age 18 but not age 40 or older and | am a member of a famlly that:
a. Received SNAP benefits (food stamps) for the past 6 months; or
b. Recelved SNAP benefits (food stamps) for at least 8 of the past 8 months, but is no longer eligible 1o recelve them.

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

* | received supplemental security income (SSi) benefits for any month ending during the past 60 days.

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

3 Check here if you are a veteran and you were unsmployed for a period or periods totaling at least 6 months during the past
yenr.

4 Gheck here if you are a veteran entitled to compensation for a service-connected disability and you were discharged or
released from active duty in the U.8. Armed Forces during the past year.

5 Iﬂ Check here if you are a veteran entitled to compensation for a service-connected disability and you were unemployed for a
period or periods totaling at least 8 months during the past year.

Check hera if you are a member of a famlly that:
* Received TANF payments for at ieast the past 18 manths; or
* Recelvad TANF payments for any 18 months beginning after August 5, 1897, and the earllest 18-month perlod beginning
after August 5, 1897, ended duringthe past 2 years; or

* Stopped being eligihle for TANF payments during the past 2 years because faderal or state law limited the meximum time
those payments could be made,

7 Check hers if you are in a perjod of unemployment that is at least 27 consecutive weeks and for all or part of that period
you raceived unemployment compensation,

Signature—All Applicants Must Sign

Under panalties of patjury, | deciare that | gave the abova Information 1o the employer on or betora the day | was offered a Job. and it is, to the hest of my knowledge, trus,
comest, and complets, z

Job applicant's signature B = a tan (2 22, 2014, Date Apr24,2018

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



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

ISApsietigniing SACmInI S atiar

EMPLOYER SECTION;
Client: Company:
Location: Position: Starting Wage: $
EMPLOYEEFE SECTION;
First Name: Last Name: Suffix: Street Address: City/State: Zip:
Les A Hart 1420 10th Ave, AptS Newport 55055
SSi: Date of Birth: Age: Have you worked for | 1f yes, location:
this co before?
473029139 11/30/1983 34 | "YealJ No na
Please complete all guestions, and sign and date the form. Yes No
1. Have you or has anyone living with you received Temporary Assistance to Needy Families (TANF) O @ i
at any time since Angust §, 19972 (f yes, please provide information below.) 1
Name of the person receiving benefits: ____ Relationship to you:
City: County: State:
2. Have you or has anyone living with you received Food Stamps (SNAF) at any time during the past 15 months? O] O
(f yes, please provide information below.)
Name of the person receiving benefits: ____ Relationshiptoyou: ____
City: County: State: ____
3. Have you received Supplemental Security Income (SSI) at suy time within the past 3 months? O @
Please note, this is not the same as Social Security benefits (SS) or Social Security Disability (SSDI) benefits,
¥Ifyou checked ves please provide a copy of your SSI documentation.
4. Have you received any type of vocational rehabilitation services within the past two years? O @
If yes, please indicate which type of agency you workei with and provide thelr location information below:
[l Vocations! Rebabiitation Agoncy  [J] Dept. of Veterans Affeirs [[]] Emplayment Network (Ticket to Work Program)
Name of Agency: _____ Phone #
City: County: State:
3{f you checksd yes please provide a copy of your active Individual Work Plan and Ticket to Work documentation.
S. Areyona Veteran of the U.S, Military? *Ifyss, please provide a copy of your DD-214 and letter of separation. O @ |

(1f yes, please provide information below. Ifno, please continue to question #6.)

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

6. Have you been unemployed at any time during the Iast 12 months?

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

=

o] @ QP
Q@_@

e

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

Wasthisa [] Federal or []] Stete conviction? 1£State - County: __ State:

——

Additional Tax Credits
IEC (Native American): Are you or your spouse a member of a Native American Tribe? O
Ifyou checked yes please provide a copy of vour CDIB card.
CA Residents: [L] Are you the child of foster parents? [[T] Do you receive CalWorks? [[]] Workforce investisent Act?
Are you a miigrant or seasonal farm warker? [ Have you ever been convicted of a misdemeanor? _
I SCResidents; [[] Do you receive Family Independence Benefits? |

@

PLEASE READ, SIGN, AND DATE:

nder penalties of perjry. 1 declare the infarmation above 1o be true and occwvate 1o the best of my knowledge, and 1 hureby authorize any agency, organi=ation, or
individuals & supply such verificauon or information that may be needed ia derermine tax credit eligibility to my employer, employer representative (Associuted
Consultants, Inc. dba Retrorax). or the Depariment of Labor.

New Employee Signature: M Date: Apr 24,2018




U.S. Department Labor OMB Control No. 1205-0371
Employment and Training Administration Expiration Date: January 31, 2020

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

Instructions: This Self-Attestation Form (SAF) is to be completed, signed, and dated by the new hire only.
Employers or consultants submit this SAF to the State Workforce Agency with IRS Form 8850 or if filed
separately, with ETA Form 9061 (or ETA Form 9062) for each certification request filed for the new target
group.

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

New Hire’s Signature: st Date APr24,2018

New Hire Name: __Lee AHart

Social Security Number: 473o20139
Employer Name:

Please check the statements below if they apply to you.

| 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.

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

(Enter start date)

Privacy Act Nofica; :

The Intemal Revenus Cods of 1986, 8action 64, as amended and fis enacling legisiafion, P.L, 104-188, specify fhat the State Workforce Agancies are the
"designated” agencies responsible for administering the WOTC cerfification procedures of this program. The Information you have provided complefing this
fom wil be disclosed by your employer to the Stats Workforce Agency. Frovision of this information Is voluntary; however ths informafion Is required to
determine your amployer's eligibiity for the federal tax credit

Public Burden Statement:

Persans are not required fo respond to this collection of information unless & displays a currently valid OM B cantrol number, Respondenis’ obiigation i
complate this form Is required to obiain or retain bensfits (P.L. 111-5). Public reporting burden is estimated to average 10 minutes per response, including the
iimefunevlevdnghs!mcﬂms.semﬂngsﬂsﬁmdauwmm.mmmdmmﬂmmm.mdmmmmmmmmm
Informafion. Send comments regarding this burden estimata to the U.S. Department of Labor, Division of National Programs Tools Technical Asslstance,
Room G-4510, Wasfiingion, D.C. 20210 (Paperwork Reduation Project 1205-0371), Please do not submit completed form o this address.

117-

ETA Form 9175 (Rev. November 2016)



DRUG AND ALCOHOL
TESTING CONSENT FORM

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

2, | have read the entire contents of this policy and | am aware and fully
understand: (a) the policy and its contents; (b) what conduct the policy prohibits and the
consequences of such conduct; (c) my rights under the policy and the consequences if |
exercise certaln rights; and (d) that certain events as described in the policy may result
in adverse personnel action, inciuding my termination from employment with ESSG. |
understand that this policy in any form, and any employee handbook inciuding this
policy, are not a unilateral empioyment contract or offer thereof.

3. | hereby voluntarily consent to ESSG, or its health service providers, or
other persons or entities acting for or with them, to collect a body component (blood,
urine, breath, or any combination thereof) from me for testing for alcohol and/or drugs. 1
understand that the laboratory selected by ESSG may conduct testing and other
analysis on the sample provided by me. | further volunitarily consent to the laboratory’s
disclosure to ESSG of the results of my drug and/or alcohol test and other information
related to the test.

Le2 /i Hart {(8pr 24, 2058)

Individual’'s Name

Apr 24,2018
Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10
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Enheanced MEC Plan 1 S MG

TR0 DK R
Bensfits Enrollment Form — Rebine Rebire Dat S
e minlos g i o R S i S S R L
Nams (First and Last)
Lee Hart

Address City () ~ 1 2ip Coue

1420 10 ave. Apt 6 Newport . I 55055
Gonder N1 wale | Weritel Status B] Sgie | Dot of Bt T Deta of Fire

[[] Femate !D Marded [] oivorsed e J.

hone Number: ' Emall Address:

i K 651-404-9028 hartl1632@gmail.com

Please Sclect Desired Coverage:
Employee Only - [[T]| Employee+Spouse - Employee+Child{ren) - [T] Family -
O o i

$24.00/\Week $38.00/Week $38.00/\Week

3.00/Week

] D Meale | Spouse D Chiid
THelNGmE . LastNema ! D Female l [] Domestic Pariner
| Scclal Secury # gt o ) Relationship
i ’ | O O
T ,a-m,—i T Male Spouse Child
| = = O Famals Demoestic Fartner
& DRl £ 3 R e R R G T e L e R B e ARl
NAME QF PERSON COVERED {FIRST, LAST):
EFF. DATE
EFF, DATE
EFF., DATE

Emplesen Aularadadnen ord 230 fudmrhation - hareby apply for the group henafit]s) as indicated, | acknowledge that all entrias are true and complete and that
any misstatements or fallwe to repurt information iay be used as the basis for cagcellation of ooverage for mp ang my dependantis), if any, from tim original
uffective date.Fqﬂxer.!auﬂwrlze wy ampioyer to maks the necessary payroll deduction of premiums

far coverages | have elsuted.
iF ENROLLING - YOU MUST SIGN HERE

Employse Signature S
| SIPLOURES LECLINAD 1 am DECLINING coverage

T uindarstand that | andior my dammﬁm,wﬁvaanymwmgaanddmmpamﬂpwmﬂw plan at ¢ iater date, Iwe may ha considered a late entolles and

{must meat the requirements definad in tho Cenlificate of Coverage for the csompany’s medical or dental plans, If | dacline enroltment for mysalf or my dapendents
{Inchutting my spouse) because of other coverage, 1 may, in future be able o enroll mwysalf or my dependents in this plan, provitied | raquest enrollment within 31
«days after the othar Goverags ends. In addition, if 2 now de

pendent relefionship forms as a result of marviage, kirth, adoption, placement for adoption of parting suit
of adoption, } may be abla 1o enroll mysalf or my dependant, provided § request anrolimant within $4 days ofthe svant,

IF DECLINING- YOU MUST SIGN HERE

Empbyee Signature Log A Hort {An 74, 2018} Data Apl’ 24, 2018

Enployer Bolutions Stafing Group Fealth Benefis Team
PO Box 48270
Winneapolle. IVN 55344
Phone: 8562-7687-8518 Fax; 552-767-8515
Email: Health@amployersolutisnsgroup com

pate  Apr24,2018




Fixed ]Indemnity Medical Benefits Plan 2

\(S o 219301-556-1 OFFtCE us: OGNy ___‘LOCA'TI_QN NN Reh re D.;te sy A" i TR )
ENR@LLMENT F@F&ﬁfi ESC “Ls’U\A'.‘.-MN) P1viE2
| PRINT USING BLACK or r ELUZ INK {Must Be Filled ¢ ow
Social Security # Home Paona SQD-DD
Address Aps. &
C*y " | j | State )  Zin | Date of S}r‘h
!
BT o R sy > p\—mu«-vm-c T T TR N T e e ey := "' S ey e L U SRR e S i =R s LR
OB O O OB D FERDE NI G VE s esEra T H veo v, Yes, plesse cortinie.
Medacara Hreaitn insurence Claim ’Vumber ’HICN) Machare Effective Deta

han;aofcmedé’;rsmw = P s By S B B e

Payroll Deducted Weekiy 'ﬁates

You MUST select a ooverage ieve before any beneﬁ‘bs in Se:: tion C. You cwerage leve' for the all benefts in Secton C will be
identical. The Fixed Incemnity Medical Plan, Dental Plan, Term Life Plan, and Short-Term Disakility plans are underwritien by 2CS

insurance Company. The Vision plan 's underwritten by Companicn Li‘e insurance Compeny.
SELECT COVERAGE LEVEL " o0 INDBMNITY | paperay VISION TERMLFE | SHORTTERM
Zmployse Only $20.25 ' o $6.17 “:‘ i $2.42 . $0.60 ..“ $4.20 ,:'?
Employes + 1 $41.40 | $12.36 $a.92 $0.50
Employee + Family $54.38 $20.36 $6.56 $1.80
NO to ALL Benefis Olves @Ine | Olves ®lnio | Olves @no | Dlves @no | Olves @lno

'This coverags is not availabla to residents of NH, HI, or FR. *STD is not availzble 1o persons who worg in CA, HI, Né, NY, or R,

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

Name Re'stlonship

'W % "'; i I

IREQL MDENE# Nﬁ@@}"l@r TONE ——— e
Neme Sodial Security # Des ie of Birth_ Sax Relationshi
_ . !/ 7/ O @[E Spouse ﬁcm Id D Domestic Partner
Name Sociai Security# Date of Birth_ Sex lationship
¢+ OMEN Spouse[ ] Child [ ] Domestic Partrer
Name Social Securty # Dete of Birth Sex Ralationship
7/ [epeuse E’" hild UDomw: Parinar
Name Social Security# Daie of Bitth S\.x Rertionship

i @] @SpouseDC‘:ild Domestic Partner

ceim e 2 B g o o

7 YQU MUST SIGN AND DAT'E EVEN IF “(OU DECLINE COVERAGE

- —— e e —" e e —

| have read the bensft packe: and L.ndarstand its limitations. | unserstand that coen envoliment s only evailsh e for
a limited time and | unerstand that making nc benefit selection is a daclinetion of coverege.
pare  APr2f,2014 B SIGNATURE  —ae 4 &

*This Plan DOES NOT Alleviate the Individual Mandate Penalty*

This s an Sssenta! StaffCARE Erroliment Form,



