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6/65/2017 E-Verify: Print Case Details - Preview

EVerify

SENSITIVE BUT UNCLASSIFIED
Case Verification Numbar: 20171251450170v
Report Prepared; 05/05/20
Company information
Company ID; 47429 Oumpmwm&ipbyer&hﬂnmsmmup
Emm Information
I.as_t Name: va First Name: ohristopher
Date of Birth: 01/13/1986 Soclal 8acurity Number: e e 5303
Hira Date: 05/05/2017 Ciizenship Status: A clizen of the United States
Documant Information
List B Document; Dmarebemnrmmbauedbyaua.ahhornuwmpmmbn Lhthwmnsm:sonlalaecurlyeard
Dooument Name: Drivers license Document Stata: Minnesota
Driver's License or ID Card Number; Documeant Expiration Date: 01/13/2019
Casa Status Information
w
Current Case Result; Employment Authorized Employer Case ID:;
Cass Submitted On: 05052017 Cass Submitted By: SGLAGES2
SENSITIVE BUT UNCLASSIFIED

hupsvle-va'ﬂymcls.govMehlPﬂntCaseDstalls.asp(?CaseVe-Num=2017125145017JV
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employer solutions staffing group..

New Hire Application

Personal Data-- PLEASE PRINT LEGIBLY IN INK

Last Name _LD\I |3 First Name OW ( S{OQI\U Middle Initial ﬁ

Street Address m&ﬁu p&lt \W. Apt/Ste

CHyIStateIZip_QMA&{ M\l-l SOLK Social Security Last Four XXX-XX- !a%c‘g
Phone Number b‘ 9{‘@-”@5& Email Address @

Staffing Agency/Recruitment Partner

All offers of empiovment are conditional upon satisfacto roof of ide and legal abjlity to work In the U.S.A.
Are you legally authorized to work In the United States of America? OYES [Ino

Applicant Certification and Authorization
| authorize Employer Solutions Staffing Group (ESSG) to use the information and statements contained in this application to determine my
qualifications for employment. | authorize ESSG fo make inquiries of my former employers, except as indicated in this application,
regarding my previous duties, responsibilities, performance, compensation and eligibility for rehire.
1 understand that a comprehensive background check may be conducted to determine my eligibility for hire by certain clients of ESSG.
This may include but Is not limited to, investigations of criminal and/or conviction records, driving records and/or a drug screen test as
required by clients, government regulations or by ESSG policies.
I release ESSG and other Persons or entities from any claims that might be based on ESSG's decision to conduct g background check,
| certify that all statements made in my application are true and accurate and that | have not omitted any material information or provided
false or misleading information. | understand that any materiai omission or misrepresentation will result in my disqualification from
conslderation for employment or, if discovered after I begin employment, will result in my termination.

If hired, | agree to ablide by the policles and procedures of ESSG.

Uristoone, Love _ (nidiphs Yo sgamit

Name (Print or type) Applicant's Signattre Date

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

For ESSG Office Use Only
DOH NHwW -9 8850 w4
Emergency Contact Info Background Release Form Background Results Unemployment Letter ESC Application
(If applicable)
For ESSG Client Use
DOH ROP Work Site Loc. WC Code

ESSG - CMG Rev. 04/2017



Form W+4 (2017)

Purpose. Complste Form W-4 so that your

employer can withhold the comact federal income
m from your pay. Consider completin
situation
Examrﬂon from withholding. if Jnu are exempt,
f?mpetaonlyllna%tz.a.man 7 and sign the

aaot::mr and when your psrsona? or financial

8 new Form
ges,

The exceptiona don't apply to lsmental es
gmatarﬂgg $1,000,0ng.py - wing

Basic Instruotions, If Yyou aren't exempt, oom%‘ata
the ﬂl:set::ggal Anowag?uaram woa“&?uhstm below. The
wol on page er ur
s ehotes o i

uotio n ncome,
ortwo-aan:-;em/mumple ]obs%ona.

Complste all workshests that apply. However, you

may clalm fewer (or zaro) allowances, For regular

m to valldate R, Your exemption for 2017 explres es, withholding must be based on allowances
Febnj%w, 2018. 8es Pub. 505, Tax Vwmhg,l‘c'l:lng yw:L? claimed and ngay not be a flat amount or
and ated Tax, percentage of wages.

Note: if another person can clalm you as a dependent
on his or her tax retum, %oan't clalm exemption

Head of househoid, Generally, you can claim head
of household filing status on your tax return

I
from withholding if your Ingome exceads $1,050 U are unmarried and pay more than 6096 of the
and includes nrr‘gre gan $360 of uneamed Income (for gsts of heeglng OI'IR a8 h’;?nys for yourself and gnur
example, interest and dividends). dzgandenga or ather qualifying individuals, Sea

. An empl may be able to clalm Pub, 501, ptions, Standard Deduction, and
exsmption from withholding eve f fos empioyee Is Filing Information, for Information,
adependent, if the employes: Tax m T:t: go?rno m g&m ;r:fdlb Into
* I8 age 65 or older, wilhholding allowances, Gredits for child cr dependent
o I3 blind, or care etxhpsg:es a'r;ngl :11? child tax cﬁdlltwmg c;lalmsd

us o Perso owances Wor elow,

» Will slaim adjustments to Income; tax credits; or Selg%ub. 505 for Informati converting your other

ftemized deductions, on his or hertax retum,

on on
gredits into withholding allowances,

___Personal Allowances Worksheet

Nonwage income, If
CONSIGEr e seto e
conside,
1040-ES, .

u ‘owe additional tax, If you have
annuiy &
adjust your withholding on Form W-4 or W-4p,

for the highest ob and zero
claimed E#Mewng y

Nonresident aflen, If you are g nonresident allen, see
Notice 1882, Suppbmyoenml Form W-4
Nonresident Allens, before completing this form,

Check your withholding. After your Form W-4 takes
having withheld co

for 2091 7. Sea Pub, 505, espec
excead §130,000 (Singfe) or $1

Future developments, Information
Bg\{;lggments la:'ﬂ‘acrting Form W-4 (such as

U have a large amount of
as Interest or dividends,
ents using Form
duals. Otherwise,
pension or
find out if you should

Tax for In
Income, see Pub, 505

allowances are
ers. Sse Puh. 505 for detalls,

Instructions for

use Pub, 505 to ses how the amount you are

mgams to your projected total tax
5, laléy your earnings

80,000 (Married).

WWW.Irs.gov/w4,

A

mTmg

Enter “1” for yourself if no one else can claim you as a dependent .
® You're single and have only one job; or

Enter *1* if; { * You're married, have only

* Your wages from a second Job or your spouse’s

one job, and your spouse doesn't worl; or

than one job. (Entering *-0-" may help you avoid having too little tax withheld.) .

Enter number of dependents (other than your spouse or

Enter ®1 if you wiil file as head of household on your tax return (see conditions under Head of housshold above)
Enter *1” if you have at least $2,000 of child or dependent care

{Keep for your records,)
wages (or the total of both) are $1,500 or less, }

Enter “1” for your Spouse. But, you may choose to enter *-0-" If you are married and have either a working spouse or more

yourself) you will ciaim on your tax retum .

|

H

* If your total income will be less than $70,000 ($100,000 i marnied), enter “2” for each eligible child; then less *1* if you
have two to four eligible children or less “2* i you have five or more eligible children.

* If your total income will be between $70,000 and $84,000 ($100,000 and $119,000 i married), enter 17 for each eligblechid @G

Add lines A through G and enter total here, (Note:

For accuracy,
complets all
worksheets

that apply. to avo

This may be different from the number of exemptions you claim on your tax retum) > H

® If you plan to ftemize or clalm adjustments to income and want to reduce your withholding, see the Deductions

and Ad]ﬁshnams Workshest on page 2,

® |f you are single and have more than one job or are married and you and your Sspouse both work and the combined
eamln?s from all jobs exceed $50,000 ($20,000 if married), see the Two-|

d having too fittle tax withheld,

* |f nelther of the above Situations applies,

Eamers/Multiple Johs Worksheet on page 2
stop here and enter the number from line H on line 5 of Form W-4 below.

Form w-4

Separate here and give Form W-4 to your employer. Keep the top part for your records.

Employee’s Withholding Allowance Certificate

OMB No. 1545-0074

Department of the Treasury P> Whether you are entitled to claim a certain number of allowances or exemption from withholding is 2 @ 1 7
Intemal Revenua Service subject to review by the IRS, Your employer may be required to send a copy of this form to the IRS,

Your first name and middie Initial name 2 Your social se rity numb:

1
Cnihoner 0. ) oG-l reqn

Home address faumber and stragt or rural routs 8 4 single (] Married [T Married, but withhor at higher Single rate,
% A Note: If married, but legally separated, or 8pousa Is a nonresident allen, check the “Single” box.

City or town, state, and ZIP §ode _ 4 it your last name differs from that shown on your soclal security card,

-} O % check here. You must caij 1-800-772-1213 fora replacement card, D

N o ol

Total number of allowances you are claiming (from line H above or
Additional amount, if any, you want withheld from each paycheck
I claim exemption from withholding for 201 7, and | certify that | meet b

If you mest both conditions, write “Exempt” here .

from the appilcable worksheet on page 2) 5

CRE

Employes’s signature
(This form Is not valld uniess you sign it) »

Under penalties of Perjury, | declare that | haV(\

Employer's name and address (Employer: Cémplete

» 1

A ;

ined this certificate and, to the best of my knowledge and belief, it is true, correct, and complete,

Date » S‘S‘QC)\‘?‘

lines 8 ard 10 only if sending td the IRS)

8 Ofiice code (optiona)

10  Employer identification number (EIN)

For Privacy Act and Paperwork Reduction Act Notice, see page 2.

Cat. No. 10220Q

Form W-4 (2017)



Employment Eligibility Verification USCIS
Department of Homeland Security Form I-9

AR
L5 U.S. Citizenship and Immigration Services o L
P START HERE: Read Instructions carefully before completing this form. The Instry

ection 1. Employee Information an Stavion (Employess mylst camplets and sign botian 1 of Farm 1-4 no later
ménmwwmwfqmm but not batare agoepting &fobaffer) ;

Last Name (Famiy Name) Nam? (Given Name) Middie Initial Other Last Names Used (if any)

N (istophxs

Address (Street Number and Name) Apt. Number or Town State ZIP Code
ISR Daclonay, Bue \W. rouart o
Date of Birth (mmiddiyyy) |U’s. Soclal Security Number Employee's E-mail Address Employea's Telephone Number
Cinznole  |1gH-ER -BRAR (ol -EXT-LR2¢E

I am aware that federal law provides for imprisonment and/or fines for false statements or use
connection with the completion of this form.

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

of false documents in

1. A citizen of the United States

D 2, A noncitizen national of the United States (See instructions)

l:l 3. Alawful permanent resident (Allen Reglstration Number/UsCis Number):

[[] 4. An alien authorized to work _ungi

(explration date, if applicable, mm/ddlyyyy):
Some allens may write "N/A"

in the explration date field. (See Instructions)

Aliens authorized to work must provide only one of the following document numbers to compiete Form I-9:
An Alien Registration Number/USCIS Number OR Farm i-94 Admission Number OR Foreign Passport Number.

1. Alien Registration Number/USCIS Number:
OR
2. Form -84 Admission Number:

OR
3. Foreign Passport Number:

Country of Issuance;

———

QR Cods - Section 1
Do NatWI'RalnﬂﬂsSpaea

Signature ofEmployee(‘ ‘a R E ” ] ;Z

=]

prarer andior Trandlator Certifiaation (§he ertiication (6heok

M diet nat uge a preparer or transtator.
voldp below must bg wompleted end signed when pheparers

¢
Oa

fraparar(s) andfar

Today's Date {mm/dd/yyyy)gQ S"‘ &O[ xF_
onej R R

tphsistor(s) gsalsted the ehbla;@a in aompleting Section 1.
e leisiators qgaist oh empiayee iy aanipipting Seation 1)

| attest, under penalty of perjury,

that | have assisted in th

knowledge the Information Is true and correct.

e completion of Section 1 of this form and that to the best of my

Slgnature of Preparer or Translator

Today's Date (mm/ddfyyyy)
Last Name (Famiy Name) First Name (Given Name)
Address (Street Number and Name) City or Town State ZIP Code
@ Employer Completes Next Page @

Form I-9 11/14/2016 N



(220 Employment Eligibility Verification USCIS
NENC A Department of Homeland Security F0m61-9
& HY g g g g OMB No. 1615-0047
— U.S. Citizenship and Immigration Services Expires 08/31/2019
Bection 2. Employer or Authorized Representative Review and Verification |
(Employers or their authorized representative must complete and sign 8ection 2 within 3 business days of the employee's first day of employment. You
must physically examine one document from List A OR a combination of one document from List B and ane document from List C as listed on the "Ligts
of Acceptable Documents. )
Employee Info from Section 1 | -85t Name (Family Name) aﬂama ( 3) @ Cmmmgmﬁon Status
YA =
ListA OR ListB ListC
Identity and Employment Authorization Identity Employment Authorization
Document Title Title Do e
™0 L Lo
I8suing Authority Autho, I
SXote of MA  =ipageay,
D ent Number er, Do Nymber
s me'-&:z O ooy l
Expiration Date (% any)(mm/dafyyyy) Expiration Date (7 mm/dd/yyyy]
ol - s~ %\ 5 |
Document Title ’
Issuing Authority Additional Information gﬁummgpg;
Document Number
Expiration Date (7 any)(mm/ddfyyyy)
Document Title
Issulng Authority
Document Number
Expiration Date (it any)(mm/adpyyyy)

Certification: | attest, under Renalty of perjury, that (1) 1 have examined the document{s) presented by the above-named empioyee,
{2) the above-listed document(s) appear to be genuine and to relate to the empioyee named, and (3) to the best of my knowledge the
employee Is authorized to work in the United States,

employee's first day of employment (mmvddiyyyy): 05 |0S {261 “Psee instructions for examptions)

|

=

First ‘E,Toner Auth
: Q»C X

antative Today's Date(mm/dddlyyy) Title of Emy I or Authorized Representative
L] yuite(
Representative Employer's Business or Organtization Name

EMPLOYER SOLUTIONS STAFFING GROUP LLC

“
on

Wmmber and Name)
SUITE

Employer's Business or Organﬁ Ad
7480 FLYING CLO

City o Town

MINNEAPOLIS

State  [2ip Code
MN 55344

8ection 3. Reverification and Rehires (To be completed and signed b ¥ employer or authonzed representative. )

A. New Name (# applicable)

B. Date of Rehire (i applicable)

Last Name (Family Name)

First Name (Given Name) Middle Initial

Date (mm/dd/yyyy)

€. ihe employee's previous grant of em
continuing employment authorization In the 8pace provided below.

ployment authorization has expired, provide the Tnformatlon Tor The document or receipi thal eslablishes

Document Title

Document Number

Expiration Date (If any) (mmaicyyyy)

1 attest, under Penalty of perjury, that to the best of my knowledge, this employee Is authorized to work in the United States, and if
the employee presented document(s), the document(s) | have examined appear to be genuine and to relate to the individual,

Signature of Employer or Authorized Representative

Today's Date (mm/ddiyyyy)

Name of Employer or Authorized Representative

Form1-9 11/14/2016 N






Eoper se ofthlscard andloﬁ-n‘ﬁmber by. then miber

or aﬂy otlfer person is punishable by fine, imprisorﬁnem or. bot

_- %t be céturned upon request. If found, return to:
..,‘1 SA- TTN: FOUND SSN CARD
“P.Q. Box 17087 Baltimore Md. 21203
ur local Social Secumy ofﬁce for any other matter

i Th\s card S the property of t e%ocial Security Adm.mlstrauon amﬁu,,

e



EMERGENCY CONTACT INFORMATION

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

Employee Name: S V] LQQ_.
Address: S 5

| M\ SSER
Home Phone; (0\1:@7 = L*Q&Q

—

P | E‘Mﬂﬁaamv t‘ignmc*rs e
__Please list two people (in priority order) who could be sonfaatad I case of an emargency

Contact #1 Home Phone: (QS\ "SL"' Ll- KJQ.") |
ame: \ ™S (3 one: N [ '7 73
N .Dore.“’&/ Qolvs Cell Phone: (O\x-<L\} % S
Relationship: I\/\Q)N\ ﬂ-’ Dm Work Phone:
Contact #2 Home Phone:
Name: Q,d’\l lh Lm@_ m- Cell Phone: -Kgg"g%}q HW’Q
Relationship: b(@‘“’\Q’( 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.



employer solutions staffing group..
Wage Payment Method Authorization (Minnesota)
Employees have the option of receiving wages by Direct Deposit and/or Payroll Debit Card.

If you do not provide a written election, v ages will be paid by paper Check.
SECTION BASTC INEORN A TTON

SIECTIORS & ] DL GO N,
b ] Direct Deposit (Please complete Sections 3 and 5 below) Note: Direct Deposit accounts may take up to 7 days to be activated
| | Payroll Deblt Card (Please complete Sections4 and 5 below) |_| Paper Check (Ploase complete Section 5 below)
SECGEION S PIRLCT DIEPOSE
(\ O Update Bank Account
S Bank Name;

T understand and acknowledge that if I do not provide a
voided check with this direct deposit form, I am

() e ‘S 2CC10O responsible for any delays in payroll or extra costs

R Routing# 0% 100001 q ) incurred if the account number that I provide is incorrect,
Aosout | QUS| )| T wnOPL. 50 S-S 90/F
Account Type: N, Checking [ Savings Clother

. Tohelpusavoidmnkinganm.pleaseattachacopyofavoidedcheck(a deposit slip will not work) R

. Ifyouchangebanks,donmdoseyomoldbmkamumuntﬂyomdﬁwtdeposhhaashﬂedatﬂlenewbmk,wlﬂchmayhkaZpaypeﬁods.
SECTION T PANR O]

DEBEE CARD (GLOBAL CAST CARD)

Except for the routing and account number, ESSG does not have access fo any information regarding your Payroll Debit Card account or
transactions, On your first payday, you will receiveyonrnewPayrollDebitCard, and a packet containing ail of the terms and conditions. You will
then sign acknowledging that yon received the Payroll 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 to be issued)

First Name MI Last Name Date of Birth
Street Address (POBOX NOT ACCEPTABLE) Social Security#
City State Zip Cell Phone (mobile)
RECEIPT OF PAYROLL DEBIT CARD (to be completed when you pick up your Payroll Debit Card)
Payroll Debit Card Routing # Payroll Debit Card Account #

| 073972181

SECEIONT S NUFHORIZN FTON

[ authorize ESSG to directly deposit my periodic wages/compensation payments, net of required tax withholdings,
or authorized deductions, into my account(s) as designated above

other required withholdings
and to initite, if necessary, debit entries and adjustmentsfor any credit entries

made in error to my account(s). * E-mail is required for pay stub information.
*E-mail: ‘ O\/QQP\ \g @ \JQ‘{\OO . Q.O/Y\

this information will only Ee used to send your paystubs electronically
Employee's Signature: QMW)’ wﬂ’/ Date; g,g ﬂé’ol F




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 information; and (d) Employer Solutions Staffing Group, LLC (“ESSG”) to
share those reports with others for legitimate business purposes related to your employment. BGC
and/or Orange Tree Employment Screening may investigate your education, work history, professional
licenses and credentials, references, address history, social security number validity, 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 long 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 below, you acknowledge receipt of these documents.

Personal Infor| n: Please print the information requested helow to identify yourself for BGC.,
Printed name: % 1 \S)DDW 7—&\1@,

First = Middle (OO Last
none)

Other names used:
Current county of residence:

Current and former addresses: 5

current l% M\\;&(\) kew %M* 1MN

from Mo/Yr to Mo/Yr Street ! City, State & Zip y
LT Nodiew Rk @4 . Eoopn MIN SSIX

from Mo/Yr to Mo/Yr Street City, State & Zip

from Mo/Yr to Mo/Yr Street City, State & Zip

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

=12~ 19 \o4-(R- 3972

Date of birth Social security number
Doy KXC706oH Qb('\&hpk&r po.ul Love,
Driver’s license number & state Name as it appears on license

a copy of the report by checking this box:

' —E))’U’l) ;!B\.&_ S-S200

Signature Date

Report Copy: If you are applying for a job -&IWE in California, Minnesota, or Oklahoma, you may request
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employer solutions staffing group..

STATEMENT OF CONFIDENTIALITY

\ e YN '
This agreement made th|5 day of , 2012 between
Employer Solutions Staffing Group LLC, hereinafter r erred to as “employer”,

and hereafter referred to a mployee”.

WITNESSETH:

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

In view of the difficulty of determining the amount of damages which may
result to the employer from a violation of any of the provisions hereof, the
employee agrees to pay to the employer the sum of $10,000 as liquidated
damages for every such violation; provided, however, that the payment of such
amount as liquidated damages shall not be construed as a release or waiver by
the employer of the right to prevent any such violation in equity or otherwise.
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employer solutions staffing group..

Important/Importante
LOST OR STOLEN PAYCHECKS

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

If your paycheck was stolen, you must first file a police report before we can re-
issue the check. Once you have done 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

Si un cheque de pago se pierde (que falta, fuera de lugar, destruido, perdido en
el correo, etc), usted debe notificar a su reclutador de personal que el cheque no
se puede encontrar. Si se puede verificar que el cheque no ha sido cobrado,
ESSG se detendrs el cheque de pago y reemitir el cheque a usted, descontando
un cargo de entre $ 25 - $ 35.

Si su cheque de pago fue robado, primero debe denunciar el robo a Ia policia
antes de que podamos volver 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. Si el cheque no ha sido cobrado y si Ia pérdida del cheque
no fue su culpa, ESSG emitira un nuevo cheque y no hay cuota se deducira.

AGREED/SE ACUERDA—

Name/Nombre (con letra de molde): Q,\(\( \ S)(OPhU L—OVQ—

Signature/Firma: UMW&L) ;&)"L
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employer solutions staffing group..

INJURY MANAGEMENT PROGRAM

Injured Worker’s Responsibilities

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

RESPONSIBILITIES OF THE INJURED WORKER:

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

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

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

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

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

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



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

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 physician must complete a
Report of Workability.
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employer solutions staffing group..

ESSG WORKPLACE SAFETY POLICY

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

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

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

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

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

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

ESSG is committed to vigorously enforcing its OSHA Compliance Policy.

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

® Responsibility to work in compliance with OSHA laws and regulations

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

* Responsibility to report workplace hazards and dangers

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

You have the following basic rights:

* Right to refuse unsafe work

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

* Right to review copies of appropriate standards, rules, regulations and
requirements that the host employer is required to have available at the
workplace.
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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 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
952.885.1288/1.866.496.7573 in order to obtain assistance in the resolution of such
matters.

ployee Name (Please Print)

fiStopher Love

E%Signature:
o o~ | <-<oe19




o SO0 Pre-Screening Notice and Certification Request for '
(Rev. March 2016) the Work Opportunity Credit OMB No. 1546-1500

E;em' al Ra,uém; esgvafc?ry » Information about Form 8850 and its separate instructions is at www.irs.gov/form8s50.

b applicant: Fill in the lin?elow and check any boxes that apply. Complete onl{ this side.

Your name ig‘l'O‘DW M\ \/\6\4{ Soclal security number g (O%' (dgqg

Street address where you live | SRS M\M .
NA

City or town, state, and ZIP code Q@W . gdﬁ
County DQKG LO\_ Telephone number _@Q’ E‘ i M

If you are under age 40, enter your date of birth (month, day, year) ‘ = ‘ g ‘Q(O

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

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

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

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

* | was referred here by a rehabiiitation agency approved by the state, an employment network under the Ticket to Work
program, or the Department of Vsterans Affairs.

* | am at least age 18 but not age 40 or older and | am a member of a family that;
a. Received SNAP benefits (food stamps) for the past 6 months; or
b. Received SNAP benefits (food stamps) for at least 3 of the past 5 months, but is no longer eligible to receive them.

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

* | 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 8 months during the
past year.

8 [ Check here if you are a veteran and you were unemployed for a period or periods totaling at least 6 months during the past
year.

4 [ Check here if you are a veteran entitled to compensation for a service-connected disabllity and you were discharged or
released from active duty In the U.S. Armed Forces during the past year.

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

6 [ Check here if you are a member of a family that:
* Received TANF payments for at least the past 18 months; or
® Recelved TANF payments for any 18 months beginning after August 5, 1997, and the earilest 18-month period beginning
after August 5, 1997, ended during the past 2 years; or

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

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

Signature—All Applicants Must Sign

Under penalties of perjury, | declare that | gave the above information to the empioyer on or before the day | was offered a Job, and it Is, to the best of my knowledges, true,
carrect, and complets,

Job applicant's signature > Oj W@ :—i@,ﬁ\ Date >~ 201}

For Privacy Act and Paperwork Reduction Act Nofice, see page 2. Cat. No. 22851L Form 8850 (Rev. 3-2016)
117-




Form A (rev. 03/2017) TAX CREDIT QUESTIONNAIRE TAX
EMPLOYER SECTION: S
Client: Company:
Loecation; Position: Starting Wage: $
EMPLOYEE SECTION:

! Name: Last Name; Suffix: Street Address: ity/State: Zip:
Worldpree Love: |1t ot A Camors  PEaR
SS#: Date of Birth: Age: Have yow'worked for | If yes, location:

- - thi efore?
lHSRARI? | |-12-RWo [ | "Yarl™
Please complete all questions, and sign and date the form. Yes No
1. Have you or has anyone living with you received Temporary Assistance to Needy Families (TANF) | [

at any time since Angust 5, 19972 (If yes, please provide information below.)
Name of the person receiving benefits; —— Relationshiptoyou: _
City: County: State: _

2. Have you or has anyone living with yon received Food Stamps (SNAP) at any time during the past 15 months? | I
(If yes, please pravide information below.)
Name of the person receiving benefits; Relationship to you:
City: County: State:

3. Have you received Supplemental Security Income (SSI) at any time within the past 3 months? O I:l

Please note, this is not the same as Social Security benefits (SS) or Social Security Disability (SSDI) benefits,
*If you checked yes please provide a copy of your SSI documentation,

4. Have you received any type of vocational rehabilitation services within the past two years? [ El
If yes, please indicate which type of agency you worked with and provide their location information below:
[ Vocational Rehabilitation Agency [ ] Dept, of Veterans Affirs L1 Employment Network (Ticket to Work Program)
Name of Agency: _ Phone#: i
City: Connty: State:
*If you checked yes please provide a copy of your active Individual Work Plan and Ticket to Work documentation.

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

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

O
O

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

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

O] O oO|;
(S TR =] S [=]§ 5]

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:

Was thisa [] Federal or [] State conviction? If State - County: State;

Additional Tax Credits
IEC (Native American): Are You or your spouse a member of a Native American Tribe? |l |
If you checked yes please provide a copy of your CDIB card,
CA Residents: [] Are you the child of foster parents? [] Do you receive CalWorks? [] Workforce Investment Act?
[0 Are you a migrant or seasonal farm worker? [ ] Have you ever been convicted of a misdemeanor?
SC Residents: [] Do you receive Family Independence Benefits?

PLEASE READ, SIGN, AND DATE:
Under penalties of perjury, 1 declare the information above to be true and accurate to the best of my knowledge, and I hereby authorize any agency, organization, or
individuals to supply such verification information thas may be needed to determine tax credit eligibility to my employer, employer representative (Associated

Consultants, Inc. dba Retrotax), or bor,
M ) %)\ Date: g‘ S-’;ZD { “7'-/

New Employee Signature:




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 Signatuyge: Mb J&u\ e Date S’S“J@"P
New Hire Name: “gm L@\I;Q.

Social Security N@v\ ( (d'{ N (& - (02073

Employer Name: (@W L&g

Please check the statements below if they apply to you.

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

(Enter start date)

Privacy Act Nofice;
The Intemal Revenue Code of 1988, Section 51, as amended and s enacting legisiation, P.L. 104-188, specify that the State Workdorce Agencies are the
*designated" agencles responsible for administering the WOTC certfication procedures of this program. The Information you have provided complsting this

fime for reviewing Instructions, searching existing data sources, gathering and maintaining the data needed, and completing and reviewing the collection of
Information. Send comments regarding this burden estimate to the U.S. Department of Labor, Division of National Programs Tools Technical Assistance,
Room C-4510, Washington, D.C. 20210 (Paperwork Reduction Project 12050371), Piease do not submit completed forms to this address,

117-

ETA Form 9175 (Rev. November 201 6)
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Notification of Minnesota Law Regquirement —

Unemployment Acknowledgement

According to Minnesota Statute section 268.095, subdivision 2, paragraph (d), an
applicant who, within five calendar da ys after completion of a suitable

Job assignment from a staffing service, (1) fails without good cause fo
affirmatively request an additional suitable Jjob assignment, (2) refuses
without good cause an additional suitable Job assignment offered, or (3)
accepts employment with the client of the staffing service, is considered to
have quit employment.

It is your responsibility to contact ESSG (for instance, by calling 952.277.5227 or
using any other form of contact) for additional assignments. If you fail to do so, it
may affect your unemployment benefits.

I understand by signing this form that | am responsible to contact ESSG within 5

calendar days once an assimends. | also acknowledge that | have received
a separate copy of this form\ (Initial)

—

ephec= Ly SSomr

ployee Signature:;

ri b ’_Qw_&_

Employee (please print your name here)

CMG_SM - Rev. 09.2013



of
Mmanagement or 1o telephone Employer Solutions Group (ESSG) at 952.835.1288/1_.86_6.496.25?3 with
- any questions | May have about this Policy. | agree tp comply with ESSG's'pOIIcy'on Aﬁtiharés'sment
and understang failure to comply is grounds for discipllnary action, up to ang including termination,

e of harassment including sexual harassment, I will lmmediately contact my Supervisor, Manager,
director or ESSG’s Human Resource Department at 952.835.1288/1.866.496.7573 in order to obtain
i atters,

Oyee Name (Please Print)
m\( iStopher Loy

E’"@W}%zw e S ~S-201 %




—_—

RECEIFT OF EMPLOYEE HANOBOOK AND EMPLOYMENT-AT-wiL STATEMENT

my employment with the Company,

if 1 have Questions regarding the content or interpretation of this Handbook, I will bring them to the
attention of ESSG.

DATE =<3 -;2c>l_ 7

EMPLOYEE

ESSG




— - - —_—

The associate handbook was reviewed with me, and | have received My personal copy. | algo
acknowledge that | haye been given the Opportunity to ask questions and express concerns
during my orientation, Additionally, | understand and Support the following:

1. This handbook is intended as a guide and not an employmen_t_agreement that
creates a contractya| relationship, and that the employment relationship may be
terminated at the wilj of either party at any time.

2. The changing needs of the business wijj require alteration in method, practices ang

policies, and the company will unilaterally revise, as necessary, to meet thege
changing needs, :

- 3. lagreeto notify my ESSG Consuitant immediately of any change in my personal
data such as Phone number, address, emergency notification, etc,

4. |am responsible for the information Provided herein and will, upon my Separation,
return this handbook to my ESSG Consuitant,

Date: S: 5 :_%Ql Ea

! :
Associate's Signature: e, ZQ-\,

Associate's Printed Name:
Orientation provided by: N

24




DRUG AND ALCOHOL
TESTING CONSENT FORM
1o I have been allowed to read and inspect a written copy of ESSG policy on
drugs and aicohol.
2 | have read the entire contents of this policy and | am aware and fully

understahd: (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 |

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.

analysis on the sample provided by me. | further voluntarily consent to the laboratory’s
disclosure to ESSG of the results of my drug and/or aicohol test and other information
related to the test.

Ui e

ndividual’s Name

S-S 201+

Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10
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¥oo Xag' 10 oy e . V0w tne ot o e o, SEICT T Ve ki n.,

Enhanced MEC Plan_Plan 1 R

Soclal Security Number

(AL ~R9A3
IS2AL Dan Ave. \W. ﬁ@wb MN [SSo

Gender Male Marital O single | Date of Birth

O Female | O Mamied 1 piygrpeq 5 \g“%(D Dﬁ'g';m\w

PhEe Num:m&\} . H@@ Email Address;

Please Select Desired Coverage:

Employee Only - L—_I Employee+Spouse - Employee+Child(ren) - Family -
$24.00/Week

$38.00/Week $36.00/Week $63.00/Week

Social Securty # Birth Date | Sex Relationship
L3 Male CiSpowse [] Child
W Last Name ¥ [ Femals O Domestic Partner
Soclal Security # Birth Date | Sex Relationship
O Male [JSpouse [ Child
. Last Name O Female O Domestic Partner
- o - = Tr—— e o o— T —
Soclal Security # BirthDate | Sex Relationship
Frst Nam “TastName | O Male Spouse [J Child
ame ML ame CllFeRe O PD .
NAME OF PERSON COVERED (FIRST, LAST);
EFF, DATE
EFF. DATE
EFF. DATE

Employes Acknowledgament and Authorization - | herehy apply for the group benefit(s) as indicatad, | acknowledge that all entries are true and complete and that
any misstatemants or fallure to report information may be used as the basis for cancallation of coverage for me and my dependents), if any, from the origlnal
effective date. Further, | authorize my employer to make the Necessary payroli deduction of premiums for coverages ! have elected.

IF ENROLLING - YOU MUST SIGN HERE

Emplayee Signature Date

EMPLOYEES DECLINING 0O 1am DECLINING coverage

1understand that | and/or my depandents, If any, walve any coverage and desire to participate in the plan at a later date. l/we may he considered a late enralles and
must mest the requirements defined in the Certificate of Coverage for the company’s medical or dentaj Plans. If | decline enroliment for myself or my dependents
(including my spouss) because of other coverage, | may, in future be abla to enroll myself or my depandetm In this plan, provided | request enrollment within 31
days after the other coverage ands. In addltion, ifa new dapendent relationship forms as a result of marriage, hirth, adoption, placement for adoption of parting suit
of adoption, | may be ahle to enroll myself or my dependent, provided | request enrollment within 31 days of the event.

IF DECLININUO}J UST SIGN HERE
Emlployea Signature ' i—K Date g’-g ‘:;o’ \a‘

Employer Solutions Staffing Group Heaith Benefits Team
PO Box 46270 Minneapolis, MN 55344-9956
Phone: 862-767-8519 Fax: 852-767-9515
Emall: Health@employersolutlonsgmup.com




z ixed Indemnity Medical Benefits Plan 2
7 VSl 219301BSG1  omFceusoNy  LOCATION Rehire Date____/__

——

/ ENROLLMENT FORM = ESC CUUNAC-MN) P1 y18.:

A. REQUIRED EMPLOYEE INFORMATION PRINT USING BLACK or BLUE INK (Must Be Fillad . out)

Namy . . Speial Secyrity # Home Pho i ex
’\(E‘m,(_, Lo | ToT B0z 83! ¢ ™ W

Address l& ‘ g DC)ﬂb}M AVQ W | ' ’Apt.#

" Reemeunt RN ISsoee R,

B. DO YOU OR ANY OF YOUR DEPENDENTS RECEIVE MEDICARE BENEFITS?

edicare Health lnsuance Claim Number (HICN) ' Medicare Effective Date
N e e e e LTS I S e e
Name of Covered Person (s): E j
1. P2, L i3 n
C. LIMITED BENEFITS PLAN SELECTION Payroll Dedud:JWeeHy Rates

You MUST select a coverage level before any benefits in Section C. Your coverage level for the all benefits in Section C will be
identical. The Fixed Indemnity Medical Plan, Dental Plan, Term Life Plan, and Short-Term Disability plans are underwritten by BCS
Insurance Company. The Vision plan is underwritten by Companion Life Insurance Company.

SELECT COVERAGE LEVEL "0 INDEMNITY | - it VISION TERMUFE | SHORETERM
Employee Only [ ] s2025 {8  se17 all| 242 | - %060 | 840 gg%
Employee +1 [] $41.10 $12.34 $4.92 $0.90
Employee + Family [] $54.88 $20.36 $6.56 $1.80
NO to ALL Benefis DR[| [ ves [Ino | Clves [Io [ves Cne 1 Eves CINo | [ves [ o

;This coverage is not available to resndent;(-);‘ Ni—i, Hl:or_ PR.2STD is m;t available to persons who work in CA, HI, NJ, NY, or Rl

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

Name Relationship

e = .

D. REQUIRED DEPENDENT. INFORMATION

e o

Name ! Social Security # ' Date of Birth | Sex Relationship
Mgt 1| TMIF] |[T5pomeel] Child [ ] Domestic Partner
Name Social Security # | Date of Birth Sex ‘ Relationship

h : g et IMI[E] | [1Spouss (] chid ] Domestic artner
Name Social Security # | Date of Birth Sex Relationship

o el L2 |IMIF] DispouseJchid[oomesti partner
Name Social Security # | Date of Birth Sex Relationship

e L1 I | OSpousel T chid ] Domesti Pertnr

oG MLST SIGN AND DATE, EVEN IF YOU DECLINE COVERAGE

This is an Essential StaffCARE Enrollment Form.,



