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., This card balangs to the Social Sec urity Administration and you must

return it if we ask for it,
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offier than teturning a found card you will Dot recutve g sesponse.
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Health Plan Options ey uldtie gt
Employee KEEPS e
this page Two great plans to choose from! SNG
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SIGN UP IS AVAILABLE DURING YOUR
FIRST 20 DAYS OF EMPLOYMENT

Enhanced MEC_Plan 1 Fixed Indemnity_Plan 2

» MEC wellness/preventive plans starting at o ESC Fixed Indemnity plans starting at
$24.00/week $20.25 per weekly payroll deduction

» Covers 63 mandated benefits AND $20
office visit copay, 510 generic prescripﬂon ° Medical, Rx, vision and dental benefits

drug copay, $10 CVS Minute Clinic copay
and morel

o Eliminates employee individual mandate tax o Wellness benefit of $100
for those enrolled

» Doctor office visit benefit of $100 per day

o No pre-existing condition limitations

® Options for family coverage o No waiting period or deductibles on medical

Weekly payroll deduction — month by month coverage e First Health Network

o Visit www.essghealth.com for info and tools o Unbundled choices-you do not need to have medical to
' choose the vision, dental, term life, or short term
® PHCS Network disability
ESSG offers a Enhan ini Covi e 1) which is administrated by Health EZ. The

Minimum Essential Coverage (MEC) plan is ACA qualifying. There are copays for services like doctor's visits,
x-rays, and generic prescription drugs. Please note - hospitalization is pot a covered benefit.

ESSG offers a Fixed Indemnity Plan (Plan 2) which is administrated by Planned Administrators Inc. (PAl). The
Fixed Indemnity Plan offers limited benefits at an affordable price, specifically for the staffing industry. Premiums
will be automatically deducted from your weekly paycheck. This means you are buying it with pre-tax dollars.
What does pre-tax dollars mean? it simply means the premium comes out before taxes are taken out, which
means you're taxed on less income. Affordable medical, dental, vision, disability, and life insurance benefits are
available.

You have 30 days from the start of your employment to change your benefit elections.

The 3rd plan is offered to only qualifying employees*. It's an ACA qualifying Bronze Plan with Essential
StaffCARE (ESC). Once you qualify, you will be notified by ESC that you are eligible, and will be given the
opportunity to enroll. You should receive this after you have been on assignment for approximately 35 - 45
days. The offer will be mailed to the address we have on file. It is your responsibility to update your address
if needed.

If you have any questions, please contact the Health Benefits Team at Employer Solutions Staffing Group.

*An employee will be deemed qualifying any time after 30 days on assignment(s), and their status Is

working 30+ hours per week or more than 1560 total hours in a calendar year. They must be ESSG

employees.*
m
Health Benefits Team

Employer Solutions Staffing Group

PO Box 46270 | Minneapolis, MN 55344

Phone: 952-767-9519 | Fax: 952-767-9515
health@employersolutionsgroup.com

http:/ /ESSGHealth.com




Effective 1/1/2018 | 888-701-2875 | www.EmployerSolutionsBenefits.com
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None

Calendar Year Deductible None
Coinsurance None None
Out-of-Pocket Maximum None None
Preventative Care 100% Covered No Coverage
HealthiestYou Telemedicine Services 180% Covered 100% Covered
Primary Physician Office Visit $20 Copay No Covérage
Specialist Office Visit $50 Copay No Coverage
CVS Minute Clinic $10 Copay No Coverage
Urgent Care $50 Copay No Coverage

Emergency Services

No Coverage

No Coverage

Hospital Services ~ Inpatient & Outpatient Care

No Coverage

No Coverage

Mental Health / Chemical Dependency

No Coverage

No Coverage

CT/MRI or Outpatient Testing

Prescription Drug Coverage

Generic

Durable Medical Equipment $50 Copay No Coverage
Labs & Scans
Diagnostic Lab & X-Ray ~ In Office £60 Copay No Coverage

No Coverage

No Coverage
No Coverage

No Coverage

Preferred Brand A 100% Copay

Non-Preferred Brand No Coverage

Speciaity No Coverage
Employee Only $24.00
Employee + Spouse $38.00
Employee + Child(ren) $36.00
Family $63.00

NOTES: This serves as a summary of your kenefit plan only. Please refer 1o your Sumrary Plan Deseription for actual

caverage, limitation and exclision provisions,
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Fixed Indemnity Medical Benefits_Plan 2
LIMITED BENEFITS SUMMARY o Policy Number - 219301-E5G-1

FIXED INDEMNITY MEDICAL BENEFRIT

The Fixed lndemmg Medlaaﬁg’lan 2 Ks a flat amoynt for a coVered eVénfcaused by an accndentbrnllnass I the covered event casts
tne - :

more, you pay the differénce. But i covered svert costs [ess, you keep ’the différence, R
<§} * Oytpatient Benefits ' : LA
b4 Phiysician Office Visit : -$1 00 per day $300 per day
Diagnostic tab) = : i i $75 ‘pér day- $500 per day
Diagnostic iRyl  PW0perdey 3500 perday
Ambulancs Services . -_$300 perday . " $700 perday
_Physlcal Spesch, or Occupatlonal Therapy - 850 per day - Skilled ! 7 _$100par day
Emergency Room Benefit - Sickness ~ -~ $200 Jperday First | ospita 5_§I0l1 (’[ Fer year} $280 . et
Efnergericy Room Benefit - -Accident . $/50 per day . A Maxlmum‘* . _I_"'Nd Eimit, T
QutpatientSurgery .~ %/80perday gt
.;-Ahesthesmlpgy It R $300 per day : Wq!lnesé::Care (one per Year) - $10_Q
Anmlal OufpatientMaxlmum fiie _ $2,250 s -Preacriptlon Dru_gs (via relmbursgment)""’ :

. i : AL o . Annugl Mwmum R 5600

2 Per Dayr s e n T 8§30

ialf autpaﬁent baneﬂts are sub]ect to the DUtpaﬁent méximum 2 pays in addltlomto standardl care badiefit® for sﬁys ia sk!lled nurafng fadllty sftera hOSpital s&ty g
4Subject to intemal llmfts ofgmlan 5not sulyéct to outpatient r'na:amum 6 To ﬁ!e & elélm for ra:mburgement, save your receipt a and Mt to ) PIannedAdinlnlstraMrs, Ine.

m W;lltirlg Period/qunsurance ' Annual Maximum Benefit $750 Deductible $50

T Coverage A None/100% Exams, Cleanings, Intraoral Films and Bitewings

W/ CoverageB  3Months/60% Fillings, Oral Surgery, and Repairs for Crowns, Bridges and Dentures
____ CoverageC 12 Months/50% i Periodontics, Crowns, Bridges, Endodontics and Dentures

VISION BENEFIT ln-Nam' A s T D T UTE ourofNetwork
G ' A BE o Planfe g YeuPay o Planpan
@:ﬁ Eye Examinaﬁnn‘ (Including distor)’ - $10Copay . * 100% . i 100% 0 $35
-ExamOpttons(Standard or Premium Contactl.ensﬁt) Upto$550r]0%cffRelall Pncg $0 - S 100%  upto$40-
Frames2 £ "_'__':"&)%,afuﬁmalbwarbe $100allowance,20%oﬁ i 100% . $45
Standard Plasucitenses (i, b'fnbalf-tﬁfoﬁab.‘__ $10Copsy 100% 825855
Lens i . $15Copay fite (00K 80 T
Contact Lanss | b $°°9P%85%°f'9ma'“'"9 j00% - . %64
: Medlcally I\Ienessary Coniad; Lensest $0 éopay A $0° $200 -

_lOnaeeveJy12monﬂls?Once»every24months HRy

""_'f$5000 -
___$1000
= n __'_55:000 1
b lnfa_gyﬁm_;_nt (15 daysioémos) - $25000
SHORT-TERM DISABILITY BENEFIT - :
%‘-‘ 0 Benefit Amount Seniic 60% ofSalag up to $150 perweek
@ Wail:ing Period]Maxlmum Beneﬁ; Periad SR 7days. up t026 weels: G L
Medl  Dental  Vidon Tenmife S
EmployeaOnly oa e T R T T L R0 T eRA7 e L 6020 $4.20
Employee + 1 5o Shdraan o $4190  $1234  $492 $0.90 -
Employee + Family : $54.88 $20.34 $6.56 $1.80 -

This is an Essential StaffCARE Enrollment Form.
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Enhanced MEC_Plan 1 ESNG
Benefits Enroliment Form [T New Emplovee ._@'.,,-:%;.,1 o &M‘

Employee liifformation

[[] Rehire Rehire Date

Name (First and Last) Soocial Security Number

21 QSN o Z ;m D %—% ?AO/
|SF3T bt ave 5 pimmeagolis \my |55 Lrp b
OB i s :f?,.dé:é, Y10

|Phone Number:

B/31/1<

Please Select Desired Coverage:

Employee Only - Employee+Spouse - Employee+Child(ren) - Family -
$24.00/Week $38.00/Week $36.00/Week $63.00/Week
| Dependent i
FEET T Birth Date | 96X Relationship
Q1 Male Ol Spouse Q] cChild
i Ayl ] e Q0 Fomale J l’5I Domestic Partner
[Bependent’
Social Security # Birth Date | Sex Re]aﬂonship
First Name ML Last Name g FM:II;IS l sgunmauﬁwc Partner
[Bependent NG
Social Security # BirthDate | Sex Relationship
Pt NamS ML TastNarms | e Q1 s DQI Child

Other coverage information including Medicare/Medicaid

EFF. DATE
EFF. DATE
EFF. DATE

Employae Asknowledgement and Authorization -1 hareby apply for the group benefit{s) as Indicated. | acknowledgs that all antries are true and complets and that
Jany misstatements or failure to report Information may be used as tha basis for cancellation of coverage for me and my dependentys), if any, from the original
effective date. Further, | authorize my employer to make the hecassary payroll deduction of premiums for coverages | have elected,

IF ENROLLING - YOU MUST SIGN HERE

Employee Signatura

EMPLOYEES DEGLINING EZ | am DECLINING coverage

T understand that | and/ar my dependents, if any, waive any coverage and desire to participats in the plan at a later date. liwe may be considered a late enrolles and
must meet the requirements defined In the Cerfificate of Coverage for the company’s medical or dental plans. If | dacline enrollment for myself or my dependents
(including my spouse) hecause of other coverage, 1 may, in future be ahle to enroll mysalf or my depen: in this plan, provided 1 request enroliment within 31
days after the other coverage ends. In addition, if a new dapendent relationship forms as a result of marriage, birth, adoption, placement for adoption of parting sult
of adoption, ] may be able to enroll myself or my dependent, provided I request enroliment within 31 days of the event.

IF DECLINING-YOU MUST SIGN HERE

A -%/2/ /18

Employer Solutions Staffing Group Health Benefits Team
PO Box 46270
Minneapalis, MN 55344
Phone: 852-767-8519 Fax; 852-767-9515
Emall: Health@employsrsolutionsgroup.com

Date




Fixed Indemnity Medical Benefits_Plan 2

for i  arnrie b -~ B L T P P, ey A EE e et e b — —— e e

VSl 219301-ESG-1 _IOFFCEUSEONLY LOCATION _ " Rehire Date__/

= /S

ENROLLMENT FORM ESC CUUNAC-MN) P1v18.2

P T i s S S8 W i Pl

Name Social Security Home Phone Sex
Mwney/) BEz8ozze e T e _

‘Address Aot
5’?3’%&&%@4& 5 mnn_@@zalc_i_. e g el BT o
 pumeapons, L AN R eSERES [SpuRE s

B. DO YOU OR ANY OF YOUR DEPENDENTS RECEIVE MEDICARE BENEF[TS"
; Medlcal’e Health lnsurance Claum Number (HICN) L 8

"Name of ¢overed Fersqn (s) T e e

T Payro B iesily Raies

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.
's;l.Ecr COVERAGE LEVEL g ”‘En':gg'lgi’l‘_",“m DENTAL VISION TERM LUFE | SHORTTERM
Employee Only (O s2025 [ se17 )| s2e2 T s0e0 L) sez0 [5)
Employee + 1 $41.10 $12.34 $4.92 $0.90
Employee + Family [O] $54.88 $20.36 $6.56 $1.80
NO ’coALL Baneﬁts gl 1 -1‘??_!N°_ _ . Yes . No ! st .No -Yes . No b!}g{@_!\_lgp

-‘Thls ‘coverage is not avanlable_j:g residents of NH, HI or PR z.SITD'l.s not avallable 0 E;erséns Who_work in CA Hi, NJ, NY, or RI.

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

N e ETeLL W S e D w1 Reltionshipl LY
» () RED DEP ) R L)
Name Social Security # | Date of Birth Sex Relatlonshlp Ty
44 THFA) [Nspousel] chitdEll Domestic Partner
Name Social Security# Date of Birth  Sex Relationship
e MRl ) % S | A i of RN NN/ . E]Spouseﬂ:l] Chlld. —l Domestic Partner
Name Social Securrty# Date of Birth _ Sex Relationshi
e N e L . -Spouse[&l Chnld. | Domestic Partner
Name ' Social Security# Dete of Birth | Sex Relationshi
i AL : -__. §pous® Chlld.Domestlc Partner

T T

You MUST SIGN AND DA

E. REQUIRED SIGNATURE

| have read the benefit packet and: $it6 limits tand that o-pen .enrollmen.t |s'on!y available for
a Iimrtecf ﬁme and | understand th m_._'enefit selecﬂoq is a declihation bf féoverage.

owe B 1B/ (F . sowve Ll

*This Plan DOES NOT Alleviate the Individual Mandate Penalty*

This is an Essential StaffCARE Enroliment Form.
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Daytime Phona: ) Home phiine: Emall:
S je g 3 0 o 1=
Date of Qualifying Event: O Add Dependent O Change Name
LIOpen Enroliment I COBRA/ Temm. of Employment O Drop Dependent LI Change Address
T New Enroliment O Medicare O Birth/ Death O Gther
| O Readuction in Hours O Other Coverage [ Marriage / Divorce

o

!Ea[P SO E TE

1. Plan Election

clude on medical plan
O Mediocal
O Medical
0 Medical
O Medical

EFga Rformtic I PIsZEeEhEeR

federal Marketplace 1 | have other insurance coverage | i rance oo rage but cancel that coverage
Pollcyholders Name: ; Policyhoiders Date of Biith;
Insurance Co. Name: Policy Number: Group Number:

Names of covered individuals:

L '. : A .--‘~—_ "-._.__. =7 eﬂ -——

[ Yes, | would like fo set up a Health Savings Account (This option s avallable if you enroll in the HSA plan).

Your annual deduction will be divided into equal amounts and deducted from each pay period throughout the year.

1 elect to have an ANNUAL dedufﬂ nof$, acr’maxlmum of $3,450 for empl n‘g coverage, or $8,800 for. all other levels of covera eg reduced
0 relmb jth i to e HEA Bi

By e e e o el S

B= e FART e

a araie e bei . by the p Insurance Ca under ERISA ons Include Healt coverages. | have reviewed
and understand the bensfit options and requirements presented herein. | understand that | may not be aligible to enrofl dnilgaelf and dependents if | desire to
apply for coverage at a later date, unless | qualify 1o enroll at a later date in accordance with the special enroliment condifions.

_ oyCe Authorizatic -
| understand I have the option to pay the premiums for my employer-sponsored health plan through a before-tax reduction of my salary. | understand that if
this amount increases ar decreases during the plan year, my salary reduction will be adjusted to reflect that increase or decrease,

I hereby apply for the coverage for which T am now or may be sligible under this group polley. | hereby authorize the deduction from my earnings of the
required contribution, if any, toward the cost of such coverage. | authorize payment of medical benefits fo all providers, where applicable, for those charges
covered by my group insurance benefits. | authorize release to or by HealthEZ of any medical Information including copies of medical records or insurance
information s necessary for claims adjudication, utilization review, or coordination of benefits.

To the best of my knowiedge and belief, the information | have provided on this form is complete and correct. | acknowledge that the terms of the Summary
Plan Description govern all payments made by the Plans.

Employse Signatura Date




LIMITED BENEFIT EXCLUSIONS AND LIMITATIONS
These are the s}andard limitations and exclusions. As they may
varlx by state, please see your summary plan description (SPD) for
a more detailed listing.

FIXED INDEMNITY MEDICAL
No benefits will be paid for loss caused by or resulting from:

® Intentionally self-inflicted injuries, suicide or any attempt while
sane or insane

Declared or undeclared war
Serving on full-time active duty in the armed forces
The covered persons commission of a felony

Work-related injury or sickness, whether or not benefits are
payable under workers’ compensation or similar law

No benefits will be paid for:
[ J

Eye examinations for glasses, any kind of eye glasses, or vision
prescriptions
® Hearing examinations or hearing aids

® Dental care or treatment other than care of saund, natural
teeth and grms required on account of injury to the covered
erson resuiting from an accidept that happens while such
erson is covered under the policy, and rendered within 6
months of the accident

® Services rendered In connection with cosmetic sufgery, except
cosmetic surgery that the covered person needs for breast
reconstruction following a mastectomy or as a result of an
accident that harﬁpens while s%ch person is cqvered under
the r',goli(:y. Cosretlc surgery for an accidental injury must be
performed within 90 days of the accident causing the injury
and while such person’s coverage is in force

° Servlecjs rovided by a member of the covered person’s
immediate family.

The fixed indemnity medical plan is not available to residents of

Hawaii, New Hampshire or Puerto Rico.

DENTAL

The plan will pay only for ;:Locedures specified on the Schedule
of Covered Procedures in the group policy. Many rocedures
covered under the f)lan have waiting periods and limitations
?n how often the CP an will pay for them within a certain time
rame. For more detailed information on covered pro
limitations, please see your summary plan description.
VISION

Nao benefits are payable for services or materials connected with,
or charges arising from:

® Orthaoptic or vision trainin?e, sub-normal vision aids, and any
associated supplemental testing;

® Aniseikonic lenses;

® Medical and/or surgical treatment of the eye, eyes, or
supporting structure;

® Cormective eyewear required by an employer as a condition pf
emn70ymen , and safec!y eyewear unless specifically covere

ures or

under plan;
® Services provided as a result of any Worker's Compensation law;

® Plano non-prescription lenses and non-prescription sunalasses
(except for%ﬂ% cﬁscountz; B Pt .

® Services or materials provided by any other group benefit
providing for vision care;

® Two pair of glasses in lieu of bifocals.
PRESCRIPTION DRUGS

No benefits will be (E)aid for aver-the-counter products or
medications or for drugs and medications dispensed while you
are in a hospital.

SHORT-TERM DISABILITY

No benefits are payable under this coverage in the following
instances:

¢ Attempted suicide or intentionally self-inflicted In!ury

® \Voluntary taking of poison; voluntary inhalation of gas;
voluntary taking of a drug or Themical. This does not apply to
the extent administered by a licensed physician. The fﬁ giclan
nlt;st not be you or your spouse, you or your sopouse’ child,
sibling or parent, or a person who resides in your home

® Declared or undeclared war or act of war

Your commission of or attem?t to commit a felony, or any loss
sustained while incarcerated for the felony

Your participation in a riot

If you engage in an illegal occupation

Release of nuclear energy

Oﬁeratin L ridlr‘}% in, or descending from any aircraft (including
a an? glider). This does not apply while you are & passenger
on a licensed, commercial, nonmilitary aircraft; or

® Work-related injury or sickness.

Short-Term Disability benefits are not avallable to persons who
rvlork Jn California, Hawaii, New Jersey, New York, or Rhode
slan

TERM LIFE AND ACCIDENTAL DEATH & DISMEMBERMENT

yo Life Insurance benefits will be payable under the tEeollcy for
e&th use suicide or self-destruction, or any attempt at it
ithin 24 months after the person's coverage under the policy
ecame effective.

tor Awg':nft:: Deathl and Dlsmiemvlv:he:inent il;eneﬁtsbnwﬂl not
e paya 0ss caused in dle or rt or

resulting in whc?lzy or in part ﬁm, the fo owm'g

Attempted suicide of intentionally self inflicted injury; bodi|y

or mental infirmity; disease of any kind; or rgedicél or syrgical

treatment for that infirmjity or disease. This does not include

bacterial infections resulting from m&idental cut or wound or

accidental in?estion of poisonous spbstance; voluntary taking

of poison; vo unta:;y inhalation of gas; voluntary ga‘dng of a drug

or chemical. This does not apply tb the extent administered by a

licensed physician. The physiclan must not be you, your ?geua}a or

domestic partner; you, your spouse's or domestic partners child,

sibling or agnt; ora ;)ers?n who resides in your hgme; declared

or undeclared war or act of war; your commission of or attempt

to commit a felony, or any loss sustained while incarcerated for

the telony; your participation in a riot; if you engage in an illegal

accupation; release of nud?tar energy; operating, ridin%!.n, ar

descending from any aircraft (including & hang glider). This doss

not apf)ly while you are a passenPer on a licensed, commerdal,

nonmilitary aircraft; work-related Injury or sickness.

Member Services:

For frequently asked questions and network information for the the Fixed Indemnity Medical Plan, please go to

www.essentialstaffcare.com/FAQVSI.

PLEASE NOTE: To make changes or cancel coverage by telephone call (800) 269-7783. Your pin code for enrolling/making changes
is 140 + . __ _(last four digits of your SSN). Your Company has chosen to take somef/all of your payroll deductions on a Pre-Tax
basis. Please contact Customer Service at 1-866-798-0803 and a Representative will assist you in identifying the deductions that

are taken Pre-Tax.
Essential StaffCARE Customer Service: 1-866-798-0803

* Once enrolled, members can call this number for questions regarding plan coverage, ID card, claim status, and policy booklets and

to add, change, or cancel coverage.

» Customer Service Call Center hours are M - F; 8:30 a.m. to 8 p.m. Eastern Standard Time.

Bilingual representatives are available.

* Members can also visit www.paisc.com and click on “Your Plan” and enter your group number.

This Is an Essential StaffCARE Enrollment Form.



Frequently Asked Questions

When can | enroll in a plan?
As a part-time or full-time employee, you are able to enroll within 30 days of your hire date, or during the
annual open enroliment for the plan. If you do not enroll in one of those periods, you can only enroll if you
have a qualifying life event. You have 30 days from the date of the qualifying life event to enroll.

What is a gualifying life event?

A qualifying life event is defined as a change in your status due to one of the following:
o Marriage or divorce

 Birth or adoption of a child(ren)
Termination
Death of an immediate family member

Loss of dependent status
* loss of prior coverage

When can | cancel off of the plan?

As our plans are pre-tax, you are only allowed to make changes/enroll/cancel during certain times of the
year. The above listed times (your first 30 days of employment, during open enrollment, or within 30 days
of a qualifying life event) are the only times you are able to change/enroll/cancel.

If 1 fill out a form, and do not get placed on assignment right away, do | need to fill out a new

form?

Your form will stay valid for 6 months. If you are placed on assignment after 6 months of the signature
date, you will need to fill out a new form to enroll in the plans. If you worked for a period of time and
had deductions, and then stopped working for 6 consecutive weeks, you are considered a re-hire, and
would need to fill out a new form to re-enroll. if you miss less than 6 consecutive weeks, the Fixed
Indemnity insurance will continue without penalty or the need to re-enrall. After 3 missed weeks the
Enhanced MEC coverage will be cancelled.

When will my deductions start and coverage begin?

Fixed Indemnity Plan — Deductions will begin about 2 weeks after we at ESSG receive the form, coverage will
begin the Monday following the first deduction

Enhanced MEC Plan — Deductions will begin the first of the month after we at ESSG receive the form,
coverage will begin on the first of the month following one month of deductions

When will | receive my insurance card?

Fixed Indemnity Plan — It should come about a week after vour first deduction.
Enhanced MEC Plan — It should come about 10 days prior to your effective date,

Additional Fixed Indemnity Plan Information:

This plan does not qualify as minimum essential coverage as defined under the Affordable Care Act
(ACA). This plan is a supplement to health insurance and is not a substitute for major medical coverage.
Lack of major medical coverage (or other minimum essential coverage) may result in an additional
payment with your taxes.

ANY PERSON WHO KNOWINGLY PRESENTS A FALSE OR FRAUDULENT CLAIM FOR PAYMENT OF A LOSS OR BENEFIT
OR KNOWINGLY PRESENTS FALSE INFORMATION IN AN APPLICATION FOR INSURANCE IS GUILTY OF INSURANCE
FRAUD AND WILL BE PROSECUTED.

The Essential StaffCARE Fixed Indemnity Medical, Prescription Drug, and Dental Plans are underwritten by BCS Insurance Company, Oakbrack Terrace, Hlinols
under Policy Series Numbers 25.1204, 26.1801, 26.212, and 26.213. The Term Life, Accidental Death and Dismemberment and Short-Temm Disability Plans are
underwritten by 4 Ever Life Insurance Company, Oakbrook Temrace, (llinols under Pollcy Series Number 62.200. The Vision Plan is underwritten by Companion
Life Insurance Company.

For questions or assistance, please call Essential StaffCARE Customer Service at 1-866-798-0803.

~ . Essential StaffCARFE

ESG ESC CU(UNAC-MN) P1 v18.2




PO Box 46270
Minneapolis, MN 55344-9956

Tel: 952,835.1288

www.esgstaffingsolutions.com

New Hire Application
Personal Data~ PLEASE PRINT LEGIBLY IN INK

Last Name_am First NmeMmLmaale inital_ £2297€

Are you legally authorized 1o work in the United States of America?

Applicant Certification and Authorization
| authorize Employer Soluions Staffing Group (ESSG) to use the information and statements contained in this applicafion to determine my
qualifications for employment. | authorize ESSG to maks inquiries of my former emplaysrs, except as indicated in this application,
reganding my previous duties, responaibilities, perfarmance, compensation and eligibility for rehire.
1 undarstand that a comprehensive background check may be conducted 10 determine my eligibilty for hire by certaln clients of ESSEG.

This may include but is not limited 1o, investigations of criminal and/or conviction records, driving records and/or a drug screen test as
requirad by clients, government regulations or by ESSG poliies.

| release ESSG and other parsons or entities from any claims that might be based on ESSG's decision to conduct 8 background check.
| certify that all statements made in my applicafion are true and accurate and that | have not omitted any material information or provided
false or misleading information. i understand that any material omission oF misrepresentation will resuilt in my disqualification from
consideration for employment or, if discovered after | begin employment, wil result in my termination.

If hired, | agrea to abide by the policies and procedures of ESSG,

/)
.@aédzzmzef (4
ame (Print or lype) g Applica

icant’s 5

gﬁ/?//,/z

A copy or facsimlle {"fax") will be considered the same as an original signatura. Emall will ONLY be used for amployment cotrespandence

gneture

For ESSG Office Use Only
| POH NHW 12 8850 w4
Emergancy Contactinfo | Background Release Form Background Results Unomployment Letter ESC Application
(i applicable)
For ESSG Client Use
DOH ROP . | Work Sito Lon, WG Coda
ESSG- CMG-NSTW4

Rev. 0472017



Form W-4 (2018)

Future developments. For the latest
information about any future developments
related to Farm W-4, such as legisiation
enacted after it was published, go to
wavw.ira.gov/FormWa,

Purpase, Complete Form W-4 so that your
employer can withhold the comract federal
income 1ax from your pay. Consider
completing a new Form W-4 each year and
when your personal or financial situation
changes,

Exemption from withhalding, You may
claim axemption from withholding for 2018
# 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 liabllity, and

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

If you’re exampt, complets only lines 1, 2,
8, 4, and 7 and sign the form fo validate It.
Your axemption for 2018 axpires February
16, 2018, See Pub, 605, Tax Withholding
and Estimated Tax, to learn more about
whether you qualify for examption from
withholding.

General Instructions

it you aren't exempt, follow the rest of
these Instructions to datermine the number
of withholding allowances you should claim
for withholding for 2018 and any additional
amournt of tax to have withheld. For reguiar
wages, withholding must be based on
alowanass you claimad and may not be a
flat amount or percentage of wages.

You can also uss the caloulator at
www.lrs.gov/W4App to determine your
tex withholding mare acouratsly. Considar

Fatm W"

using this caleulator if you have a more
complicated tax situation, such as if you
have a working spouss, mora then one job,
or a large amount of nonwage income
outside of your job, After your Form W-4
takes affest, you can &lso use this
caicuiator o see how the amount of tax
you'ra having withheld compares to your
projected total tax far 2018, If you usa the
calculator, you don't nead to complete any
of the workehsets for Fonm W-4,

Nots that if you have too much tax
withheld, you will raceive a rafund when you
file your tax return. i you have too little tax
withheld, you wilt owe tax when you file your
tex retumn, and you might cwe @ penalty,
Fllers with multiple jobs or working
spouses. If you have more then one job at
a time, or if you'ra married and your
spotse is also working, read all of the
instructions including the instructions for
the Two-Eamens/Multiple Jobs Workshest
before beginning,

Nonwage income. if you have a large
amount of nonwage incoms, such as
Interest or dividends, cansider meking
estimated tax payments using Form 1040-
EB, Estimated Tax for Individuals.
Otherwise, you might owe additional tax.
Or, you can use the Deductions,
Adjustments, and Other Income Workshest
on page 3 or the caloulator at www.irs.gov/
W4App to make sure you have enough tax
withheld from your paycheck. if you have
pension or annuily Income, see Pub. 505 or
uss the calculator at www.irs.gov/WéApp
to find aut if you should adjust your
withholding on Form W-4 or W-4P.
Nonresident allen, if you're a nonresident
allan, see Notice 1382, Supplemental Form

‘W4 instructions for Nonresident Alisns,

before completing this form.

Separate hore and give Form W4 2o your employer. Keep the workshoat(s) for your records.
Employee’s Withholding Allowance Certificate

» Whothor you'ra ontitied to cisim a cortain number of allowanses or examption fram withholding is

Specific Instructions

Personal Allowsnoes Worksheet
Cumplote this workshest on page 8 firstto
detarmine the numbar of withholding
allowanoes to claim.

Line C. Head of household please note:
Qenerally, you can claim head of
houssheld filing status on your tax return
only if you're unmnanied and pay more than
§0% of the gosts of keaping up a home for
yourseif and a qualitying Individual, See
Pub, 591 for more Informatian about filing
status,

Line E, Child tax credit. When you file
your tax retum, you might be gligible to
clalm a cradit for each of your qualifylng
childran, To qualify, the child must be
under age 17 as of December 87 and must
ba your dapendent who tives with you for
more than half the year. To learn more
about this oredit, see Pub, 872, Child Tax
Credit. To reduce the tax withheld from
your pay by tgking this credit into account,
{ollow the instnictions on fine € of the
worksheet, On the worksheet you will bs
asked about your total incoms, For this
puiposs, total income nchudes all of your
wages and other incoma, Including income
eamed by a spousa, during the year.

Line F, CrodRt for other dependants,
When you fila your tax raturn, you might be
eligible to claim & aredit for each of your
dependents that don't qualify for the child
tax credit, such as any dependent children
age 17 and older. To learn more about this
credit, see Pub. £08, To raduce the tax
withheld fram your pay by taking this eredit
into account, follow the instructions on line
F of the worlsheet. On the workshest, you
will be asked about your total income. For
this purpose, total ingome includes all of

QOMB No. 1545-0074

2018

ot blidon bt aubject to review by the IRS. Your employer may be resuired to semd 5 copy of thistarm to the RS,
Tl Tiesi nane
emey | OSman

T2  Your soainl security number
3 6o
TS (fSnge (JMarmon () Marldd, tut wihhold at higher Singla rate.

| Note: if manied (fing separntoly, oheck "Morried, but withtold ot higher Singla rata”

Hems atldreas mumbetg street ot rural routs)
6
City or town. slatn,m/dZIF code

il S SHob

p4 I your last name differs from that shown on your sociat seouvity card,
check hero, You must call 800-772-1218 for a replacement oard, Pg_

_Mmmﬁfo (i3
§  Total number of allowancas you'rs claiming ffrom the applicable worksheet on the following pages) . . . 181 1

6  Additionsl amount, if any, you want withheld fromeachpaychesk . . + o & « o & + o+ o .+ . .
7  lclsim exemption from withholding for 2018, and | certify thet | meet bath of the tollowing conditions for exemption. |

6§

» Last year | had a right to a refund of all federa income tax withheld because ) had no tax liabiiity, and |
-Tbisyearlexpeotatefundofall’federalinmmetaxwithheldbmuseiexpecttohavenotax'liablmy. 1

... >[7]

i you mest hoth condifions, write “Exempt*here. . . . . . . . . .
Under penattios of parjury, | declara that | have examined this

Employee's signature
{This form is not vajiid unless you signit)»

T,

fe and, to the best of my knowledge and bella, it is frus, correst, and compiste.

ouer 2/2(/18

d . 1, . - >
‘\;:. % 2::;3) 'Z:‘"n %‘m %mm‘? iz bn}wic% M‘f sanding to IRS un:i anpmplate [} eﬂr";a': lg;'t“e e%’t Eﬂ\ mmﬁﬁmrf cation
P gemen ;3 il Pork, M ssort | 9/3//18 -
For Privacy Act and Paperwork Reduction Act Notioe, ses page 4, Oat, No, foag0q ' Form W-4 (018)



m1 DEPARTMENT W-4MN
OF REVENUE
2018 Minnesota Employee Withholding Allowance/Exemption Certificate

Employees

You must complete ang give this form 1o your employer if you do any of the following:

s Clam fewer Minnesata withholding allowances than your federal aflowances

¢ Claim more than 10 Minnesota withholding aliowances

» Want additional Minnasota tax withheld fram your pay each pay perlod

» Claim to be exempt from faderal withholding or claim to be gxempt from Minnesata withhelding

Do mot complets this form if you are clalming the same numbar of Minnasots allowances as federal and tha number claimed s 10 or less,

Empioyeasfint name andigitsl lastpame Employee’sSotial Security aumbec
_Nabhbmes! DéMaan \

Permanant address ita] ot one

) Single; Mé:ried, but legally segaratad: or
_313, . Spouteisa aomesident alipn
AL

| Married
| Married, ingwithinold st higher Singla Tate

Enmployees: Read instructions on back, complete Saction 1 OR Section 2, sign and give the completad form to your emplayer. {Do hot complete

bgth Section 1 and Section 2. Completing both sections will make the form invalid.) .

A\ Section 1 — Determining Minnesota allowanees
Complete Section 1 if you claim fewer Minnesota allowances than yourfederal allowances, AND/OR if you want additiona! Minnesots withhold-

State

ing deducied each pay period.

1 Total number of federal allowances claimed on fedaral FOrmW-4 ..o v ivvivnererrerecrenrnnernninnnd \

2 TbuzlnumbnrofMinnasotaallowancas{FmeZmnatbemarethmllnei} 50 0050000 000EEC0000 000 ToraSd cee

3 Additional Minnesota withholding you want deductet! each pay period. ........... Rt r 0000006000500E) P

L3 Section 2~ Exemption from Minnesots withholding
Complete Section 2.if vou clalm to be exempt from Minnesote income tax withholding fsee Section 2 instructions for qualifications). ¥ applicable,
check one box below to Indicate the reason why you believa you are exampt:
D 1 meat the requiraments and claim exempt from both faderal and Minnesata income tax withholding.
E Eventhough { did oot claim axempt from federal withholding, 1 claim exempt from Minnesota withholding because | had no Minnasota
income tax fiability last year, | recelved a refund of all Minnesors income tax withheld, AND | expect to have no Minnesota income tax liability
this year, .
@ My spouse Is & miltary service member assigned to a military location in Minnesota, ry domiclle {legal residance) is in another state, AND !
am in Minnesots solely to be with ny spouse, My state of domiciie I
E I'am an American indian Jiving and working on a reservation,
1am a member of the Minnesota National Guard or an activa duty U.S. military member and clalm exemnpt from Minnesots withho ding on
my military pay.
1 maceive & military pension ar other milit_ary retirernent pay as caleulated under Title 10, 1401 through 1414, 1447 through 1465, and 12733
and claim exampt from Minnesota withholding on this retirement pay.

I certify that all information provided in Section 1 OR Section 2 is correct. | understand there Is o 8500 penalty for filing a false withholding allow-

ance/exemption oerﬁﬁcz E / /
Employedissignatune Date Z -g / / z Daytime phone
r—— frobeantfoonf Lo

Employaes: Give the completad form to your emplayer,

Employers

lfyn:f arezequlred %o send a copy of this form to the Department of Revenue fsee Instructions), you must enter the employer information below
and mail this form t0: Minnesota Revenue, Mall Station B303, St, Paul, MN 55146-6501. {incompleta forms are considered invalld.) A $50 penalty
iy be assessed for each vequired Form W-SMN not filed with the department,

Keep 8 copy for your records,

Naroe of mp:oyar: /7 Federal amployer I0 numnbear {FEIN} innestts 1ot 1D number
Addresy . p .
- 4 r p ¢

b . Nt T (f - ¢ Vs y S /
Fer2zrn Questions?  Website: www.revenue state.mn.us. Emall: withholding.tax®state.mn.os. Phone: 851~282-9599 or 1-800-657-3594.

I?mm’f’!




m1 DEPARTMENT
OF REVENUE

Form W-4MN Instructions

Do notcomplete this form if you are clalming the same number of Minnesota ollowances as federal and the number

elalmad Is 10 or Jess,

Employee Instructions

Should | complete Form W-4MN?

Commpletz Fora W=IMN and provide it to
your amployer, if you do any of the follow-
ing:

-

* Claim fewer Minnesota allowaneces than.
federal allowanoes (You may not chim
more Minnesota allowances than federal
allowances)

» Claim more thim 10 Minnesote aliow-
ances

* ' Reruest additions! Miunesots withhald-
ing be dedueted cach pay period

- » Claim to b2 exempt from Mnnesom
lacome i wiibholding {vee Svetion 2
. dasirucikonsy

Befure yon complete Fonn W-VIN, dater-
mine the namber of federal withholding al-
lowamees you mre glaiming on federal Foom
‘W-d. Then, determine the muabsr of your
Minnesota withhaldiog allowances,

Consider sompleting a new Foim W-OMN if
¥our pessonal or foancisl sitnation changes,
Wyou bave not bad sufficient income tnx
withheld from your wages, interost andfor
penulty charges may be assessed when you
file your individual income fax return.

Your emplover may be required to suh-
mit copies of your Form W~IMN to the
depariment.

Note: You muy be subject 70 1 5500 penaly
if you subinli a fhise Form W-4MN,
Section 1 — Minnesota Allowances
Clair the coirect number of slowances, If

you expect to owe more income tax for the
year than will be withheld:

+ claim fewer allowamees

* request ndditional Mionesota taxes to be
withheid fromn your wages (cumplete ling
&)

Section 2 — Minnesota Examption
Your employer will not withhold Minnesom
1axes from your pay if you are exeropt from
withholding. To claim exemption, you mnust
ineet vne of the following reqrirements:

+ You mest the foderal requiremnents: you
claim exempt from federal w lthholding
on Form W4 you had no Minnesota
incoma tax Hability in the prior year; you
reseived a full refimd of Minnesotn tax
withheld; and yon expect to have no Min-
nesatn incame tax fiability for the current
year,

*» Youare the spouse of s military member
assigned 0 duty in Minnesota, vou and
your spouse are domicfled fs emother
state (the same stule a5 one another) and
are present in Minnesora solaly 1o be with
vour active duty military saember spouse.

You are a member of an American Indion
tibe Hving and working om the resenva.
tion of which you ass an enrolled member,
* Your wages are for Minncsota National
Guard (MNG) pay or for active duty U.S.
wilitery pay. MNG and active duty U.S.
military members cim claim exempt from
Mimmesety withbolding on these wages,
even if tnnble federally. Por additional
informnation, see Income Tax Fact Shest
3. Mitiary Personnel.

* Youyeceive @ military pension or other
military retirenient pay calculuted under
Title 10 1401 through 1414, 1447 through
1455, and 12733, If you receive this
income, you may claim exempt from Min-
nesota withholding on this income even if
taxghle federally.

*

Notes Tn ordar 10 avoid owing tax ar the end
of the year, you may not want to ¢lainy
exenpt if you (and/or your sponse when fil-
ing 4 jolnt return) expect to have other forms
of income subject to Minnesots mx.

If you claim exenipt from Minnesotn with-
holding, you must provide vour employer
with & new Form Wo4MN by February |5th
of each year.

If another parson cay claim yov 85 &
depundent on ls or her federal tax retum,
you capnot claim exempt from Mimesota
wifhholding if your annual income exceeds
8850 and includes more than $300 of un-
carped jncome, '

Use of Information

All information on Form W-4MN

is private by stele iawe. Jt caonot be

i glven to othgrs without your consent,
except to the Imernal Revenus Service
and to other states (hat goarantee the
same privacy, Your name, address and

| Socinl Security mumber are vequired for

' identification. Information abont vour
allowsnces is required 1o determine
your correct tex. We ask for your phone
number so we can call you if we have a
question, .

Emplaver instructions are on the sext page,



** DO NOT SCAN OR FAX THIS PAGE »*
M
e

LISTS OF ACCEPTABLE DOCUMENTS
All documents must be UNEXPIRED

Employees may prasent one selection from List A
or a combination of one selection from List B and ane selection from List C.

LIST A - LISTB LISTC
Documents that Establish Documents that Establish Pocuments that Establish
Both identity and idantity Employment Authorization
Employment Authorization oOR AND
1. U.8. Passport or U.S. Passport Card 4. Dnver's icense or /D card issued bya | 1. A Social Securiy Account Number
2. Permanent Resident Card or Aln Diiled G proding R Cormdre's | e S b uten o o
s S o FonR oS ) phalograph e {1} NOT VALID FOR EMPLOYMENT
3. Foreign pasaport that contains & color, and addieay o OB o) \ALID FOR WORK ONLY WITH
temporary I-851 starip or temporary INS AUTHORIZATION
1651 printed notation on 2 machine- 2. 1D card issued by federal, state or local
readable immigrant visa - ment agencies or entites, (3) VALID FOR WORK ONLY WITH
e DHS AUTHDRIZATION
4. Employment Authorization Document provided it contains & phalograph or i i
: information such as name, date of birth, | 2. Certificafion of report of birth issued
ihat containg a photograph (Form gander, height, eye color, and address by the Department of Stele (Forms
1-768) D8-1350, F8-545, F8-240)
- 3. School ID card with a photogreph
8. Fora nonimmigrant allen authorized i 3. Original ar cerfifisd copy of birth
to work for a speoific employer 4. Voler's registration card certificate lss‘;:g] m&;yte
because of his or her status: gounty, muni ority. or
8. U.S, Military card or draft record teritory of the United States
a. Forelgn passport; and : an official seal
b. Form 1-84 or Form 14A thet hes | |8- Miltary dependent's ID card =
the following: 7. U.S. Coast Guard Merchant Mariner 4. Native American tribal document
RIS S pee s e pastport — 5. U.S.Citizen ID Card (Form -187)
8. Native American tribal dacumant
{2) Anendorsement of the alien’s e 6. ldentification Card for Uss of
nonimmigrant stetus as long as | |8, Driver's license issued by a Canadian Resident Cltizen in the United
that peried of endorsement has govemnment authority States (Form 1+178)
rot yet expired and the RS
proposed empioyment is not in For persons under age 18 who are { 7 Employment az:;wgnz;uon
confiict with any restrictions or unable to present a document documant issued by the
limitations ientified on the form. listed above: Depariment of Homeland Security
6. Passport from the Federated States of
Micronasta (FSM) ar the Republic of 10. School racord or report card
the Marshell lslands (RMI) with Form 11. Clinic, dostor, or hospital racord
1-84 or Form 1-94A indicating
nonimmigrant admission under the 12, Day-care or nursery school record
Caompact of Free Association Betwsen
the United Ststes and the FSM or RMI

Examples of many of these documents appear in Part 13 of the Handbook for Employers (M-274).

Refer to the instructions for more information about acceptable receipts.

Form 1.9 071717 N ** DO NOT SCAN OR FAX THIS PAGE ** Page3of3



Q Em_ployet; Completas f’his Page Q

Section 2. Employer or Authorized Representative Review and Verification
(Empiloyers or their authorized representative must complete and sign Section 2 within 3 business days of the employee's first day of employment. You
must physically examine one document from List A OR examine a combination of one document from List B and one document from List C as listed on
the “Lists of Acoeptable Documents” on the next page of this form. For each document Yyou reviaw, record the folfowing information: document titie,
issuing authorily, document number, and expiration date, if any.)
Employse Last Name, First Name and Middle Initial from Section 1: DsMO\V‘ M&V’)Q\N\ld O MCY'
ListA OR ListB AND ListC
Identity and Employment Authorization - Identity y Employment Authorization
Document Titie: Document Tile: _ . _ Document Title:
4,. ' £y * ¥
Issuing Authorily: Issuing Authority: . Issuing Authority: S .
L ' MinnesotQ nigvatiby
Document Number: Dooument Number: Document Number:
a1 di412%a4\v _ B2 -3¢~ 0%BZ.
Expiration Date (iF any){(mm/dd/yyy): Expiration Date (i any)(mm/dd/yyyy)- Expiration Date (i any)(mm/dd/yyyy):
14 :
Document Titie;
Tssuing Authorfty:
Document Number:
Expiration Date (if any){mm/dd/yyyy):
3-D Barcode
Document Title: Do Not Write in This Space
Issuing Authority;
Document Number:
Expiration Date (lf any)(mm/dd/yyy):
Certification

1 attest, under penalty of perjury, that (1) | have examined the document(s) presented by the ahove-named employaee, (2) the
above-listed document(s) appear to he genuine and to relate to the employee named, and (3) to the best of my knowledge the
employee Is authorized to work in the United States.

The employee's first day of employment (mm/ddyyyy): 08|3\ | 2018 (See Instructions for exemptions.)
Signature of Employer or Authorized Representativa Dats (mm/dd/yyyy) Title of Employer or Authorized Representative
08/21]201¥ | Reurviyey

Last Name (Family Nams) First Name (Given Name) Employer's Business or Organization Name
dey Son MAYI EMPLOYER SOLUTIONS STAFFING GROUP LLC

Employer's Business or Organization Address (Strest Number and Name) | City or Town State Zip Code
7301 OHMS LANE SUITE 405 EDINA MN 55439

Sectlon 3. Reverification and Rehires (To be completed and signed by employer or authorized representative.)
A. New Name (i applicable) Last Name (Family Name) First Name (Given Name) Middle Initial |B. Date of Rehire (i7 applicable) {mm/dd/fyyy):

C. If employee's pravious grant of employment authorization has expired, provide the information for the document from List A or List C the employee
presented that establishes current employment authorization in the space provided below.

Document Title: Document Number: Expiration Date (i any)(mm/dd/yyy):

| 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 employes presented document(s), the document(s) | have examined appear to be genuine and to relate to the individual.

Signature of Employer or orized Representative: Date (mm/ddyyyy): Print Name of Employer or Authorized Representative:

771 B0m 0®/2] 201 | Mavi Fnderson

Form I-9 03/08/13 N




Employment Eligibility Verification USCIs

Department of Homeland Security s
.S, Citizenship and Tromigration Services Expites 08312019

P-8TART HERE: Read Instructlons earetally bafore complating this form. The instructions must be available, sither in paper or elegtronically,
dusing completion of this form. Employers are lable Jor errors In the completion of this form,

ANTI-DISCRIMINATION NOTICE: It is illegal to discriminate against work-authorized individusls. Employers CANNOT specify which
document{s) an employee may present to establish employment authorization and identity. The refusal 1o hire or continue o empioy
an Individual because the decumentation presanted has a future expiration date may also constitute llegal disciminatian.

Section 1. Employee Information and Attestation {Employees must complele and sign Section 1.of Form I-9 no later
than the first day of employment, biit not before aceepling a job offer)

| Last Name (Famiy Nama) , Firgt Name (Given Nama) !) Middle Initial iomer Last Mames Used (Fany)
|

| L2V € ﬂm 6’4’ ]
| Address {Street Number and Name, Ten State | ZIP Cotle

n neq 2Ol MM\ 8S SpE |

all Address. Emplayee’s Talephone Number

Date of Birth {mmiddivyyy} | U.8. Socirl Security Number

| am aware that federal law provides for imprisonment and/or fines for false statements or use of false documents in
connection with the completion of this form.
} u;(ast. under penaity of perjury, that 1 am {check one of the following boxes):

(@) 1. Acitizen of the United Siates

g

2. A noncitzen national of the Uniled States (See instruotions)
g 3. A lawful permeanent resident  {Afien Registration Number/USCIS Number):

4. An alien authorized to work  until (expiration date, if applicable, mmidd/yyyv):
Some aliens may write “NFA” inthe explration data fleld. (See inslructions)
Aflens authorized to wark must provide only ane of the foflowing dooument numbars o complete Form I-. I o B
An Alisn Registration Number/USCIS Number OR Form -84 Admission Number OR Foreign Passport Numbsr,
1. Alien Registration Mumber/¥SCIS Number:
! OR
2, Form -84 Admission Mumber:
OR

3. Foreign Passport Number:
Country of Issuance:

it

Signature of Employee Today's Date {(mmaddiryyy)

Preparer and/or Transiator Gertification {check one}):
| did not use a preparer or translator. @ A preparer(s) andfor transiatoi(s) assisted the employee In compieting Sestion 1.
(Flelds lslow must be completed and signed when preparers and/or translators assist an employes in completing Section 1.)

Tattest, under penalty of perjury, that | have assisted in the completion of Seotion 1 of this form and that to the best of my
knowledge the information is true and correct.

Signatura of Preparer or Transialor Today's Date (mmfdiyyyy)
Last Name (Family Name) First Name {Given Nemg)
Aditress (Strest Number and Name}) City or Town Slate  |Z2IP Coda

@ Emp‘loyer' Completes Next Page @

Form19 071717 N Page 1 of 3



EMPLOYER SOLUTIONS STAFFING GROUP
BACKGROUND CHECK AUTHORIZATION

Employee Name: Wﬂ/ Wf %m’“’

(First) {Middle) {Last)

Former Name(s) and Dates Used:

mrthdeinmzl%&.m&Vﬁﬁ 'ﬂ&ﬂﬂt’ﬂﬁafd.m /Z/ 55‘ 9“
{Ma/Yr) Street) (City) (State/Zin)

Previous Address From;

(Ma/¥r) {Street) (City) (State/Zip)

Previous Address From:,
{Mo/¥r} (Street) (City) (State/zZip)

Social Security Number:___B.-% % LLO???Z pos,___ O 0. _\afL
Phone Number: (v, l?— o\ q"i“k‘l
Driver's License Number/State: N 57"1 ‘ ""i 1 'L‘éqq t ¥ '/ M N

The information contalned 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 he
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 soclal security number; credit reports,
current and previous residences; employment history, education background, character references; drug testing, civil
and criminal history records from any criminel justice agency in any or all federsl, state, county jurisdictions; driving
records, birth records, and any other public records.

I further authorize any Individual, company, firm, carporation, 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 complete
release of any records or data pertalning to me which the individual, company, firm, corporation, or public agency may
have, to include information or data received from other sources. Employer Solutions Staffing Group, LLC and its
designated agents and representatives shall maintain all information received fram this authorization In a confidential
manner in order to protect the applicants personal information, including, but not limited to, addresses, social security

numbers, and dates of birth.
Signature: Date: M—
d asl H

Natice 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,
[G3lt wish to receive a copy of any Background Check Report on me thot is requested,




FPara Informaclin en espaiiol, visite wwesconsamerfinance.gov/iearmmare o escribe o in Consumer Financial Protection Bureay, 1700 G Street W, Washington,
DE 20552,

A SUMMARY OF YOUR RIGHTS UNDER THE FAIR CREDIT REPORTING ACT j

The federal Fair CredR Raporting Act (FCRA) promates the aceuracy, falmess, end privacy of information in the hies of consumer reporting agencies. There are many
types of consumer reporting agendes, induding credit buraaus and specialty agencies [such as agencies that sell infarmation about check writing histaries, madical
records, end rental histary records). Hera Is @ summary of your major rights ander the FCRA, For more Information, inclading information about additional rights, go
to www consumerfinance. gov/learnimors or write to: Consumer Financial Protaction Bureau, 1700 G Streot NW.,, Washington, DC 20552,

° Youmust be told if information in your filz has heen used agalnst you. Anyone who uses 2 cradR report of anather type of consumer raport to deny ydur gppli-
&ation for eredit, insurance, of employment —or to take ancther adverse action agsinst you —must tel you, and must give you the name, addrass, and phone
‘number of the agency that provided the infarmation.

» ‘You have the right to lnow what is In your file. You may tequest and obtain all the infarmation abowut you in the files of 2 consumer reporting agency {your “file
disclosure”}, You wll be required to provide proper identification, which may include your Sagia! Secwity number. In many cases, the disc/osure will ba free. You
are entitled to a free file disclgsure if:

* upersan hias taken adverse action againstyou because of Information in your crefiy report;
*» you are the victim of identity theft and place a fraud alert in your file;
* youir file contains inaccurate Information s a resultof fraud;
= youare on public assistance;
* youare unemployest hut expect to 2pply for employment within 60 days.
Tn gddition, all consumers are entitied to one frea disciosure every 12 months upon request from each rationwide credit buveau and from nationwide spetialty con-

sumer reporting agencies. Sea www.consumeriinance qov/leammears for addltionsl Information,

‘s You havethe right to ask for a credit score. Credit scores are numerical summaries of your credit-worthiness based on information fram credit bureaus. You may
raquast a credit score fram consumer reparting agenties that create scores or distribute scores used in residential real ‘praperty Inans, but you will have to pay for
it. insome mortgage transactions, you will recelve credit score information for free from the mortgage lender.

¢ Yau have the right to dispute incomplete or Inaccurate Information, if you identify information in your file that is incompleta or inaccurate, and report it to the
consumes reparting agency, the agency must invest(gete unless your dispute is frivolous, See www ronsumerfinance.gov/learnmare for an explanation of dispute
pracedures,

# Consumer raporting agencles must corrett or delete Inaccurate, Incomplete, or unverifiable information. Inaccurate, incomplete or unverifiable information
musthe removed or corracted, usually within 30 doys, However, a consumer reporting ‘agancy may continue to raport Information R has verifled as aceurate.

» Consumer reporting agencles may not7eport outdated negative information, in most cases, a consumar Teporting agency may not report negativa information
that is more than seven years old, or bankrupteies that are more than 10 years old.

o Accass to your file Is limited. A consumer rporting agency may grovide infarmation about you only 4o peopla with a valid need - vsually to consider an applica-
tion with a creditor, insurer, employer, landiord, or ather business, The FCRA specifies those with a valld need for access,

* You mustgive your consent for reports to be provided to employers. A consumer reporting agency may not give out infarmation about you to your employer, or
a potential employer, without your written consent given to ths employer, Written consent ganerally Is not required in the trucking industry. For more infor.
Tration, go to yoww.consumarfinence.gov/ieanmapre,

o You may imR “prescreened” offers of credit and insurance you get based on Information in your credit repart. Unsolicited “prescraened” offers for credit and

Insurance must include a tollfree phona number you can call if you choose to ramove your name end address from the lists these offers are based on, You may
apt-out with the nationwide cradit buresus at 1-888-567-8688.

* You may seek dameuges from violators, If a consumer reporting agency, or, In some cases, 8 vser of consurner reports or a furnisher of information %0 a consumer
reporting aganty vialates the FCRA, you may ba abla 1o sua In state or fedarg| court.

* identity theRt victims and active thuty military personnel hava additional rights, For more information, visit oy,

Stotes may enforce the FCRA, and many states bave their own cansumer reporting faws. In some coses, you may have mare sights under state law, For more infore

mation, contact your state or local consumer protection wgency or your stute Attomey Genergl, For information about your federol rights, contoct

TYPE OF BUSINESS: CONTACT:
1.2, Banks, savings associations, and credit unions with total assets of over 8. Bureau of Consumes Financial Protection
$10 billion and thelr affillates. 1700 G Street NW
‘Washington, DC 20552
b. Such affillates that.are not banks, savings assnciations, or credit unlons alse | b Federe! Trade Commission: Consumer Response Center ~FCRA
should list, In addition to the Bursau: Washington, DC 20580
1877) 382-4357

2, Torthe axtent notincluded in item 1 above:
2. National banks, federal savings assaclations, and federal branches and fed- | 2, Officeof the Compiroller of the Currency
eral agencles of foreign banks Customer Assistanca Group

1301 McKinney Street, Suito 3450

Houston, TX 77010-9050

h. State member banks, branches and agencies of foreign bunks {other than h. Federal Reserve Consumer Help Center
federal branches, federal sgencles, and insyred state branches of foralign P.0, Box 1200

banlks), commercial lending companies owned or controlled by forelgn banks, | Minneapols, MN 55480

and organizations operating under sectinn 25 or 25A of the Federal Reserve

Act

¢. Nanmember Insured Banks, nsured State Branches of Forelgn Banks, and <. FDIC Consumer Response Center

insured state savings associations 1100 Walnut Street, Box #11
Kansas City, MO 64108

d. Federal Credit Unions . d. National Credit Union Administration




EMERGENCY CONTACT INFORMATION

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

Employee Narae: MW/’ st

Addms:w ave 8§ iinmriea £QZ ”7/1/
Home Phone: _éégz_é _OL ’quf(’/

EMERGENCY CONTACTS
Please list two people (in priority order) who could be contacted in case of an emergency

Contact #1 Home Phone: ?0 éﬂ,wué gna tyf

(s
Name: ,«4/\ OMeY €46 mMér |cen phone: \/1;1‘;/5 gnnaﬂfa

| Retarionship: bm%e r b2 531U /S 6

Contact #2 Home Phone:
Name: Cell Phone:
Relationship: Wark 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.
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Direct Deposit/Payroll Debit Card Authorization

Employces have the optlon of receiving wagss by Direes Deposit and/or Paynoil Debit Card,

If you do nut provide a writien eloction, wages will be paid by Payrofl Debit Card.

| SECTION | BASIC INFORMATION

| Emplovee Nawe . 2 As SSN# flust 4 dighs) | Effectivg Date
eQ CYMey 2-

. 1
AV \ () 5 %5° k) 20 ) 5’
SECTIGN 2 PAYVROLL ELECTION

Q] pirect Deposit (lcase complute Seetions 5 and 5 below)
(\J| Payroll Debit Card {Please complete Seetions 4 and § below)
ION 5 DIRECT DEPGSIT
; o Note: Direct Deposit acconuts may take up to 7 days to be activated,
Gniote Duk Ao, 1 understand and acknowledge that if I do not provide a ‘
o volded check wih this direct deposit form, 1 am *
responsible for any delnys in payroll or extra costs
incurved if the acconnt mumber that 1 provide is incorrect,

[] Paper Check fOption available 1o GA NH and N residemts oni)

Routing#
AcconntF

A

Accout Tvpe:  |LY Checkine] T Savings [LloOMer . ...

To help ns avoid muldug an crror, plesse ottuch 1 copy of a wided check, & deposit stip will not work)
*  Tyonchange banks, dn not clost your old bank uceonnt until your direet deposit s stesved u the new benk, which way tahe 2 pay perios,

SECTION 4 PAYROLID DEBIT CARD

Initinl Date

Except for the routing and aceomnt mumber, BSSG toes not have access to auy information reganding your Payroll Debit Card account or
tromsactions, On your first payday, you will recvive your new Paiymll Debit Card, and a packet containing all of the terms and concitions, Yon will

then sign acknowledging that you recelved the Payroll Debit sugd packet, Yaur Payroll Dehit Card wall be reloaded on each payday you receive
wages.

CARDHOLDER INFORMATION (a3 you wunt yonr Payroll Debit Card 1o be Baied) ; '
TSt N M.L. Last™N I Due of Birth
i omer ™™ Osman. /936

1 AQATess ¢P0 BOX NOTACCT PIABLE) b | Social Sceurity#”
Cit ‘ Sre’ra 2 23 ﬂ%f 07/‘ g Call Phone (mobil i 2
N 2M T SS Lol | T 650 8 (G

RECEIPT OF PAYROLL DERIT CARD'(tobc completed when vou pick up your Pryroll Dibit Card)
Payroll Debis Card Routing # | Payiall Debit Cird Account 2
otoign 25” 44z 3

1 have veceived iy Payroll Deblt Card, welcome brachwre, progeam foes, program tewras, couditions, and disclosures, By activating my Payrall Debit Card,
} aw agreeing 1o the program tams, conditions, and disclosures that are incTuded or made availabls to me from time o uma from the Anancial mstitution. 1

authorize the financial invtingion to debit ray Payroll Deliit Card accouut for the fies described in the fee scheduls that is pari of the program terms,
ocunditioly, and disclosares.

Employee’s Signature: :
SECTION S AUTHORIZATION

I autharize BSS(3 1o directly deposit my perfodie wages' compensation peyments, et of requined X withhaldhigs, other required withholdings
or authorized deductions, into ey accoumt(s) as designated above and to initiate, if neeessary, debit entries and adjustmenmfor any credit entrics
made i erxor £ my account(s), % E-mail is required for pay stub information.

Iy Ce (&M

=d'to send your paystubs electronically

Date: 8(%!“8




www.employersolutionsgroup.com www.MyPayESG.com
Employee Keeps This Form

NOTICE: ESSG Electronic Pay Stubs

_ ATTENTFION

ESSG provides employees with electronic pay stubs. You are able to view your pay stub by
using either of the following methods:

1. Yau canview your check stub by logging into the employee portal at www.MyPayESG.com

Your username is the first four letters of your last name followed by the last four numbers of your SSN.
The lag-1n Is case sensitive, 50 be sure that you eapiiiize tha first letter ot vors st mocre.

Foar example: John Woods SSN: 111-22-3333 would have a username of Wood3333

Your password will initially be Temp12341, and you will be directed to change it when you first log in. Be
sure to write down and keep your log-in Information in a secure location. For support please emall
MyPayESG@MyPayESG.com

2. You can also receive your check stub by emall by providing us with your email address on page 1 of this packet.
** Your check stub will come from payroll@MyPayESG.com, be sure to check spam folder.

Empleado Toma Coplar
BERER AV E T G T R ORI AT E N GO N T e S R e

ESSG proporciona a los empleados con los talones de pago electrénicos. Usted
puede examinar su talon de pago utilizando cualquiera de los métodos siguientes:

1. Usted puede ver sutaién de cheque por la tala en el portal electrdnico del empleados en www.MyPayESG.com

Su nombre de usuarlo son las cuatro primeras letras de su apellido seguido por los cuatro tltimas digitos de
su nimero de seguro social.

Ef portal es caso delicado, asegiirese de que la primera letra da su apellido ses mayisculs.

Por ejemplo: Juan Garcia SSN: 111-22-3333 tendrio un nombre de usuario de Garc3333

Su contrasefia iniciaimente serd Temp1234l, y usted ser dirigicdo a cambiarla fa primera vez que inicie
sesion, Asegiirese de anotary guardar su informacion de registro en un lugar seguro. para apoyar emall:
MyPayESG @ MyPayESG.com i

2. También puede recibir su talén de cheque por corven electrénico, al proveir su correo electronico en la
pagina 1 de este paquete
#* Su talén de cheque vienen de payroll@MyPayESG.com, asegiirate de revisar la carpeta de spam



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 havards and comply with standards, rules and regulations issued
under the OSH Act.

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

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

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

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

ESSG is committed to vigorously enforcing its OSHA 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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¢ Right to request information about safety and health hazards in the
workplace, appropriate precautions to take, and procedures to follow if
involved in an accident or exposed to hazardous substances

» Right to gain access to relevant personal exposure and medical records.

You can have your name withheld from the host employer and any other entity, by
request, if you sign and file a written complaint. You can request to be advised of
OSHA actions regarding a complaint, and request an informal review of any
decision not o inspect the site or issue a citation. And, you can file a complaint if
you are punisbed or discriminated against for acting as a “whistleblower” under the
OSH Act or 13 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 warkplace safety is illegal.

If you believe that your right to a safe workplace has been violated, you can make a
report to a manager of the host worksite employer and/or ESSG (by telephoning
952.885.1288/1.866.496.7578) and asking for the ESSG Safety Director. You ean
also contact OSHA directly with any concern. ESSG recognizes the serious nature
of ensuring workplace safety will endeavor to protect any employee who may have
been subjected to unsafe or hazardous worksite conditions.



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 852.885.1288/1.866.486.7573 with any
questions I may have about this policy. 1 agree to comply with ESSG’s policy on
ESSG WORKPLACE SAFETY POLICY and I understand failure to comply iz
grounds for disciplinary action, up to and including termination.

1 also agree that if at any time during my employment I am believe that I am
working in an unsafe or dangerous work environment, I will immediately contact
my supervisor, manager, director or ESSG's Safety Director at

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

Employee Name (Please Print)
_ OSmen~

Employes’s Signat | )
.\% Date: 531'3/1 /g




o OO0 Pre-Screening Notice and Certification Request for
Bl the Work Opportunity Credit OME No. 1645-1500

TiEma s e " | P Information about Form 8850 and s separate Instruictions Is at wwwirs.gov/formaasn.
Job applicant: Fifl in the Il o below and check any boxes that apply. Complete only this side.

Yourname /7.4 _ (L 971 AaA Social seourity number B W
Street address where you live A4/ ' 1A 42 (7 3

£
City or town, state, and ZIP code {g 4/;0 5
comy (/54 rsnorsnntr_ 0 [, O0 [ FLL S

It you are under age 40, enter your date of birth {month, day, year) t g g é

1 [II Check hers if you recsived a conditional certification from the state workforce agency (SWA) or a participating loosl agency
tor the work opportunity aredit.

2 Check here it any of the following statements apply to you,

¢ | am a member of a famlly that has recaived assistance from Temporary Assistance for Needy Familiss (TANF) for any 8
maonths during the past 18 months.

* | am a veteran and a member of a family that recelved Supplemental Nutrition Aesistance Program {ENAP) benefits {food
stamps) for at least a 3-month period during the past 15 months.

* | was referred here by a rahabilitation agency approved by the state, an employment natwork uncler the Tickst to Wark
program, or the Department of Vaterans Affairs.

* Jam at least age 18 but notage 40 or oider and | am & member of g family that:
8. Recslved SNAP banefits (food stamps) for the past € months; or
b. Reneived SNAP bensfils (food stamps) for et least 3 of the past § months, butis no longer eligible to receive them.

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

* | recelved supplemental security incoms (S8I) benefits for any month ending during the past 80 days.

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

3 Chesk here if you are a vateran and you were unemployed for a period or periods totaling at least 8 months during the past
year,

4 Cheok here if you are a veteran entitied to compensation for a service-connected disability and you were discharged or
released from active duty in the U.8, Armed Foroes during the past ysar,

[D Check here If you are a veteran entitled to compansation for a service-connected disabllity and you were unemployed for a
period or periocs totaling at least 8 months during the past year.

Check hera If you are & mamber of a family that;
* Received TANF payments for at least the past 18 months; or
* Received TANF payments for any 18 months beginning after August 5, 1897, and the earllest 18-month period beginning
after August 5, 1087, 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 fime
thoss payments could be made,

-~

Cheok hers i you are In a period of unemployment that is at least 27 consecutive weels and for all or part of that period
you recelved unemployment compensation,

“Signature~All Appiicants Must Sign

Under penaltiea of perjury, | deciare that | gava ihe abova Infarmation te the employer on or befors the day | wag offered a jab, and it is, to the bast of my knowledge, trus,
carrect, and sompleta,

Job applicant's signature > e Date g
Form

For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 228511 , 3-2016)



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

EMPLOYER SECTION:
Cilient: Company:
| Loeation: Pasition: Starting Wage: $§
EMPLOYEEL SECTION:

| First Name: Last Name: Suffix: | Street Address:

City/State:

—
.

__Nabiomed 22 z_&g«% QeS| [ inneapolis

SS#: | Date of Birth: A | Have you worked for | 1fyes, lecation:”

B2626%832 (7% B

.|

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

Yes No /

l'

Have you or has anyone living with you recelved Temporary Assistance to Needy Families (TANF)
at apy time since Angust 5, 19977 {if yes, pleswe provide information beluw.)

Name of the person recciving beneflts: ____ Relationshiptoyow:

Citys; . County: _____ State:

a 4

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

Namo of the persan recoiving banofits: ______ Relationshiptoyom
City: County: ____ State: __

a

.30

Have you received Supplemental Security Income (SST) at any time within the past 3 months?
Pleasa note, this is not the same as Social Sseurity bensfits (SS) or Soctal Secucity Disabitity (SSDI) benafits,
YIfyou checked yes plaase provide a copy af your SST documentation,

Have you received any type of vocational rehabilitation services within the past two years?

I yes, please indicate which type of agency you worked with and provide their location information below;

m Vocational Relmbilitation Agency g Dept. of Voterans Aifhirs Employment Network (Ticket to Work Program)
Nemeof Agency: _____ Phoneds __

Ciy: ____ County: _ _ . State ___ _

U vou checked yes please provide a copy of your active Individual Work Plan aud Ticket to Bork documentation.

8.

Areyou a Veteran of the U.S. Military? ¢{fves, please provide a copy ofyonr DD-214 and letier of separation,
{If yes, please provide information txdow: 11'no, plense continus 1o question 46.)

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

Hgave you been nnemployed at any time duriog the last 12 months?
1f yes, dates of nnemployment - From: To:
Did you receive unemployment compensation at any point during your uncmployment?
1fyes, in which state did you receive unemployment sompensation? __

Q
\ b\b@ : _‘QL_..___&__ 6\ Qj(

N

7.

Have you heeu convicted of a felony or released from prison for a felony conviction in the past 12 months?
Conviction Datis; Relgase Dute:

Was this a []] Federal or [T] State conviction? 1£State - County: _____ State:

i

Oof © QP

8

Additiongl Tax Credits

1EC (Native American): Are yon or your sponss 4 member of a Native American Tribe?

¥ you checked yes please provide a copy of your CDIB vard,

CA Residents: [L1 Are you the cirild of foster parents® [} Do yonreceive CalWorks? [ Wotkforee Investment Act?
Are you a migram ar seasona] form worker? [ Have you ever been convicted of a misdemeanor?

SC Residents: [[] Do yon meeive Family Independence Beefits?

PLEASE READ, S81GN, AND DATE:
Under peyoltivs of perjury, 1 declare the infornation above to be trve and acourmte to e best of ny knovledge, and 7 hereby anthariza any agency, ovgenization, or

individunls to supply such verification or information that way be needed to determine tax credit eligibility to iy emplaver, emplover representative (Associated

Consultanrs, Ine. dba Retrow), or e Department of Labor.
R e G/2/ /15



U.S. Department Labor OMB Control No. 12050371
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, | declare that this information is true and correct to the best of my
| knowledge,

New Hire’s Signature: % . Date 2 Z:g[ / /z
New Hire Name: Wﬁ?ﬁ OS2tc1.

Social Security Number:

Employer Name: g/&% 3 6 o 3 3¢8

Please check the statements below if they apply to you.
L1  1declare 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,

[0 | declare that | have beenina period of unemployment since

(Enter start date)

Privacy Act Nofice:

The intemal Ravenua Code of 1888, Saciion 81, as amended and fis enacling lagisiation, P.L. 104-188, spacify fhat the State Workiore Agencies ara the
"designated" agencies respansible foradminitering the WOTC certiication procetiures of fhis program. The information you hava previded complaing thls
form wil be disciosed by your employer {o the State Warkioros Agency. Provisian ofhis information 's voluntary; owavar the information is sequired fo
detenming your smployer's eligibllity for {he federal tax cradit,

e e i e R T i T D e P QU U U PN

Publlc Burden Statement:

Parsors are nol ragquired 1o respond 1o ihis coliection of infomation unisss itdisplays @ cumently valid OM B control number, Respondents' abfigation to
complets this form is required to obtainor vetain benefits {P.L. 141-8). Public reporiing burden is esimated to average 40 minulss per fesponse, including the
fime for reviewing Insiruaions, sesrotiing exisfing data sources, gathating and mainizining the data areded, and complsting and reviewing tha collaction of
Informetion. Send cormments 1egarding ihis burden estimate to the U.S. Departmant ofLaber, Divisian of National Programs Toals Technical Assistance.
Roor C-4640, Wasfiington, D.C. 20210 {Paperwork Reduction Project 1208-0371), Please do notsubrit complatet! forms to this addrese.

117-

ETA Form 8175 (Rev. November 2018)
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employer solutions staffin

Important/im portante
LOST OR STOLEN PAYCHECKS

If a paycheck Is lost (missing, misplaced, destroyed, lost in the mail, etc.), you
. must notify your staffing recrulter 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 80, 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 falte, fuera de lugar, destruido, perdido en
.8l correo, etc), usted debe notificar a su reclutador de personal que el chegue no
.se puede encontrar. Si se puede verificar que el cheque no ha sido cobrado,

ESSG se detendré el cheque de pago y reemitir el chegue a usted, descontando

un cargo de entre $ 25 - $ 35.

i su cheque de pago fue robado, primero debe denunciar el robo a la policia
antes de que podamos volver a emitir el cheque. Una vez hecho esto, usted
debe proporcionar una copia de la denuncia a su reciutador de parsonal gue 2l
cheque fue robado. 8! el cheque no ha sido cobrada y si la pérdida del cheque
no fue su culpa, ESSG emitird un nuevo chegque vy no hay cuota se deducira.

AGREED/SE ACUERDA—

Name/Nombre (con letra de molde): MW/

§_i_gnamrelFlrma:




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.

N our emplover immedi of any new injuries or conditions that impact
your physical condition.

Ifit 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
compenaation for the time away from work. The physician must complete a
Report of Workability.

| have read my res ibilities and agree to abide by these guidelines.
Signed: ﬁ

Printed Name:m pm/ | %lm
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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 appoiniments. While on physical limitations, visits should
be a minimum of once every two weeks. Failure fo 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. §221.0420 requires that your physician
cooperate with returi 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 waork.
Raport to work and perform physically sultable tasks as assigned. These may or

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



STATEMENT OF CONFIDENTIALITY

This agreement made this % |_day of :&Mg!lﬂi 2018, between

Employer Solutions Staffing Group LL.C, hereinafter referred to as “employer”,
and MMMM (3G 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 o 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.

Employee Slgnature
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Employer Solutions Staffing Group LLC, Representative




DRUG AND ALCOHOL TESTING POLICY

. PURPOSE

Alcohol and drug abuse adversely affects job performance, the kind of work an employee
performs and an employee’s opportunities for successful employment. It is the intent of this document
to provide employess with ESSG’s [hereafier “the Company”] policy regarding the use of drugs and
alcohol while at work. The Company does not intend to Intrude Into the private lives of its employees,
but strongly belleves that a drug-free workplace is in the best interest of employees and non-
employees alike.

I SCOPE

This policy applies to all applicants for employment and to all employees including contract or
temporary employees. The policy is applicable at Company facilities or whenever Company
employees are performing company business.

.  DISCLAIMER

Employment &t the Company Is at-will. This policy is not a unilateral employment contract and
should not be interpreted as creating a unilateral employment contract.

V. PROH ONS

A No empioyee shall report to work under the influence of aicohol, any controlled
substances, or any other drugs or medications that may affect the employee’s alertness, coordination,
reaction, response, judgment, decision-making, or safsty.

B. No employee shall operate, use, or drive any equipment, machinery, or vehicle of the
Company or any client of Company while under the influencs of alcohol, any controlied substances, or
any other drugs or medications that may adversely affect the employee’s ability to operate such
equipment, machinery, or vehicle. Employees are under an affirmative duty to immediately notify their
supervisor if they are not in an appropriate mental or physical condition {o operate, use, or drive any
equipment machinery, or vehicle or otherwise safely perform their Job duties.

C. No employee shall unlawfully manufacture, distribute, dispense, possess, transfer, or
use a controlled substance in the workplace or wherever the Company's work is being performed.

D. Engaging in off-duty sale, purchase, transfer, use or possession of illegal drugs or
controlled substances may have a negative effect on an employee’s ability to perform histher work for
the Company. In such circumstances, the employee is subject to discipline.

E. When an employee is taking medically authorized drugs or other substances that may
alter job performance, the employee is under an affirmative duty to notify their supervisor of the
temporary inability to perform his or her job duties.

F. The Company shall notify the appropriate law enforcement agency, licensing boards,
and other relevant authorities when it has reasonable suspicion to believe that an employee may have
liegal drugs in his or her possession at work or on company premises.



B. Gonduecting the Testing.

1. Consent. All employees required to undergo testing will be required to complete
and sign the employee consent form attached as Appendix A.

2. Refusal to Padicipate, An employee or job applicant has the right to refuse
testing. However, a refusal of testing will be treated as a fallure to comply with Company policy and
may result in withdrawal of a job offer or disciplinary action up to and including termination of

employment,

3. The Laboratory. The Company will use a laboratory certified by the National
Institute on Drug Abuse (NIDA) aor its successor, the College of American Pathologists (CAP), or the
New York State Department of Health or other licensing body recognized by applicable law to perform
all drug and alcohol tests.

4 Test Results.

The laboratory will conduct both an initial test and a confirmatory test if the initial test is positive. A
negative result on either the initial or confirmatory test will be deemed a negative test result (L.e.
the employee passed the test). A positive result on both the initial and confirmatory test will be
deemed a positive test result (L.e. the employee falled the test,)

a. Negative Test Result. An employee or applicant who tests negative for
drugs or alcohol will be given writien notice that they passed the test within three working days of the
Company receiving the test results from the testing laboratory.

. b. Posltive Test Result. An employee or applicant who tests positive for
drugs or alcohol will be given written notice that they have failed the test within three working days of
the Company receiving the test results from the testing laboratory. The employee or applicant will
then be given the opportunity to provide any Information to explain the positive result, including any
over-the-counter or prescription medications the employee or applicant may have taken. An employee
or applicant who wishes to submit any explanatory information must do so within three working deys
after being notified of the positive test result.

An employee or applicant who hes a positive test result may also request a
retest of the original sample by the same or different certified laboratory at his or her own expense.
An employee or applicant who wishes to conduct a retest must notify the Company in writing of thelr
intention to conduct such a retest within five working days after being notified of the positive test result.
If the results of the retest are negative, the test will be considered a negative test resuit.

C. Right to Test Result. An employes or job applicant has the right to
request and receive from the Company a copy of the test result report on any drug or alcohol test,

c. Costs. All costs related to alcohol and drug testing will be paid by the Company, with the
exception of any retests requested by the employee or applicant following a positive test result.

D. Disciplinary Action in Response to a Pos: u

1. Interim Discipline and Action: The Company reserves the right to temporarily
suspend an employee or transfer the employee to another position at the same rate of pay pending

the outcome of any drug or alcohol test. An employee who is suspended without pay will be reinstated
with back pay if the test or any requested retest is negative.



2. Applicants. The Company reserves the right to withdraw the conditional job
offer of any job applicant with a positive test resuit, without the opportunity to complete evaluation or
treatment. .

3. Employees - Firsi Positive Test Result - Termination: The Company will not
discharge an employes for the first positive test resuit. Instead the employee will be given the
opportunity to participate in an appropriate drug or alcohol counseling or rehabllitation program as
determined by a certified chemical use counselor or physician trained in the diagnosis and treatment
of chemical dependency chosen by the Company. The employee will be responsible for paying all
costs assoclated with any evaluation and subsequent treatment themselves or pursuant to coverage
under an employee benefit plan. An employee who refuses or falls to participate in, cooperate with, or
complete the evaluation or recommended freatment may be terminated. An employee who
successfully completes treatment may be subject fo random foliow-up testing for a period of up to two
years in accordance with section V.A.5. of this policy.

4, Employess - First Positive Test Result—Discipline; The Company reserves the
right to take any other disciplinary action short of discharge it deems warmanted following a first
pasitive test result. ]

5. Emplovees-Subsequent Positive Test Result; An employee who has more than
one positive test result may be terminated immediatsly following any second or subsequent positive
test result without referral to or the opportunity to complete additional chemical dependency
counseling or rehablilitation.

E.  Privacy of Test Results,

1. Test results and other information acquired as a result of the testing program
are private and confidential information and will not be disclosed by the Company or the testing
laboratory to another employee or to third perty individuals, government agencies, or private
organizations without written consent of the employee or applicant being tested.

2. Evidence of a positive test result, however, may be used in an arbitration
proceeding pursuant to a collective bargaining agreement, an administrative hearing, or a judicial
proceeding, provided the Information is relevant to the hearing or proceeding. Such evidence may also
be disclosed to any federal agency or other unit of the United States government as required under
federal law, ragulation, or order. Evidence of a positive test result may also be disclosed o a
substance abuse treatment facility for the purpose of evaluation or treatment.

3. The Company will provide an employee with access to information in the
employee’s file relating to positive test result reports and other information acquired in the testing
process as well as conclusions drawn from or actions taken based upon such information.



G. Employess shall not consume alcoholic beverages during lunch periods, dinner
periods, or breaks when returning immediately thereafter to perform work on behalf of the Company.
In situations where the employee conducts the Company’s businass after the inteke of alcoho), the
employee shall be subject to discipline up to and including discharge.

V. ALCOHOL AND DRUG TESTING

As part of the Company’s commitment to an alcohol and drug-free workplace, the Company
reserves the right to require that applicants and employees submit to drug or alcohol testing in
accordance with the provisions of applicable law. This policy represents the notice required under

applicable law and a copy will be provided to all applicants and employees who are reguested to
undergo testing. in the event of any confiict between this policy and applicable law in affect at the time
of the test, the law will control.

1. Job Applicants. The Company may reguire that all applicants for a particular
position be tested for drugs or alcohol! after receiving a conditional offer of employment. If the
applicant tests positive for drugs or alcohol, the conditional offer may be withdrawn.

Ica i gsting. The Company may require employees
1o undergo a drug or alcohol test once a year as par! of a routine physical examination. Affected
employees will be given two weeks written notice that they will be tested for drugs or alcohol as part of
a routine physical.

3. Random Testing. The Company may require employees in safety-sensitive
positions to undergo testing on a random selection basis. Once the random selection has been made,
the Company will not waive the selection of any employees identified through the random process.

4. Reasopable Suspicion Testing. The Company may require an employee to
undergo drug or alcchol testing if the Company reasonably suspects that the employee:

a is under the influence of drugs or alcohol;
b, has violated the Compény’s written work rules prohibiting drug and alcohol use;
has sustained or caused another employee to sustain personal injury; or

c.
d. has caused a work-related accident or was operating or helping to operate
machinery, equipment or vehicles involved in a work-related accident.

5.  Treatment Program Testing. The Company may require an employee who has
been referred for chemical dependency treatment or evaluation or is participating in a treatment
program under an employee benefit pian to undergo drug or alcohol testing on a random basis and
without advance notice during the evaluation or freatment period and for up to two years following the
completion of any treatment program.



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; () my rights under the policy and the consequences if |
exercise certain rights; and {d) that certain events as described in the policy may result
in adverse personnel action, including my termination from employment with ESSG. |
understand that this policy in any form, and any employee handbook Including this
policy, are not a unilateral employment contract or offer thereof.

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

Mahomed  Osmai

Individual’s Name
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Date V1

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6
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