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employer solutions staffing group..

New Hire Application
Personal Data— PLEASE PRINT LEGIBLY IN INK

Last Name {20\ Oy W ((eCFirstName_MQv\ S AnOreld-Qy  middie nitial ﬂ

Street Address 74 2% Tow\oV o) NE AptiSte
City/stateizip_ (v~ A\ ¥ N Social Security Last Four XXX-XX- H\o\

Phone Number _L \7_— N6 ~\E30 Email Address ‘@{‘_ \W\VYih o £ @Yyl . con
Staffing Agency/Recruitment Partner

All offers of employment are conditional upon satisfactory proof of Identity and legal abliity to work in the U.S.A.

Are you legally authorized to work in the United States of America? Z’VES [INO
Applicant Certification and Authorization

| authorize Employer Solutions Staffing Group (ESSG) to use the information and statements contained in this application o determine my
qualifications for empioyment. | authorize ESSG to make inquiries of my former empioyers, except as indicated in this application,
regarding my previous duties, responsibilities, performance, compensation and eligibllity for rehire,

1 understand that a comprehensive background check may be conducted to determine my eligibility for hire by certain clients of ESSG.
This may include but is not limited to, Investigations of criminal and/or conviction records, driving records and/or a drug screen test as
required by clients, government reguiations or by ESSG policies.

1 release ESSG and other persons or entities from any claims that might be based on ESSG's decision to conduct a background check,
| certify that ali statements made in my application are frue and accurate and that | have not omitted any material information or provided
false or misieading information. 1 understand that any material omission or misrepresentation will result In my disqualification from
consideration for employment or, if discovered after | begin employment, will resuit in my termination.
If hired, | agree to abide by the policles and procedures of ESSG,

nava hnget) Cy

Pt o Anoe\\ o 2.\ Aoy
Name (Print or type) Applicant’s Signature

o2 1C 1201y
Date

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

For ESSG Office Use Only
DOH NHW 1-9 8850 W4
Emergency ContactInfo | Background Release Form Background Resuts Unemployment Letter ESC Application
(If applicable)
For ESSG Client Use
DOH ROP Work Site Loc. WC Code

ESSG - CMG-NSTW4 Rev. 04/2017



Form W4 (2017) Greter han 800G 00, = PPlemental wiges.— Norwege noome, I you e  rge ot o

Basic instructions, If you aren't exempt, complete considsr making estimated tax payments using Form
Puimoss. Complste Form W~4 so that your the Personal Allowanoces Wnrlnheet%télow. e 1040-E8, addlﬁngxlg:.lrf h":"";e 0“'9{‘”'”'
employer can withhold the correct federal income worksheets on page 2 further adjust your you maylnows Pab. 808 f?flllnd omp‘?ns un:r I
tax from your pay. Consider completing a new Form withholding allowances based on temized annuity m”f un Form Wea w_’;"’," Snou
W-4 each year and when your personal or financial deductions, certaln credits, a:ilustments to Income, adjust your withholding on Form W-4 or 0
situation changes. or two-eamera/muitiple jobs ons, 'lwr?deamsn or multiple jobs. If glmg' lhgva am
on from withholding. If you are exempt, Complets all worksheats that . Howsver, you woriing spouse or more than one job, figure the
mmmm anly fines 1, 2, 8, 4, and 7 and sign thpg may TR s (or zera) anowa:g&.y For ragularw “’taa'“"“’gs ’g ‘""m‘gg%“ el 9",%‘"‘"5‘"“
form to validate it. Your examption for 2017 expires wages, withholding must be based on allowances W-4 i m ""’d‘? w?llll ggly ‘gg Yato
February 16, 2018, See Pub. 505, Tax Withholding you clalmed and may not be a fiat amount or NOLI olding usually most acou
and Tax. percentage of wages. gh%‘n aﬂ] al'!lg\gtanues arja glaln&ed on atﬁ\a FormW-4
rthe hig ’?ﬂ-uyhg job and zero allowances are
Note: If another person ean clalm you as a dependent Head of housshold. Generally, you oan claim head clalmed on the . See Pub. 505 for details.
: can'tgl:lmexemped?n of household filin slatusonyl{:u’:'omxratumo if i Pu

from withholding if your

on hlsorhsrtaxmm,gu
$36

tal

income exceeds $1,050 you are unmarried and pay more than 50% of the Nonresident allen. If you are a nonresident aflen, see

and Inojudes more of uneamed Income (for costs of keeping up & home for yourself and your Notioe 1382, Suppiemental Form W-4 Instructions for
example, Interest and dividends). o gggan& a?o g;?gsr qsumyliﬁdggl& ggg md’“ :‘;‘:’ "’;f:: complsﬁngF?la ':v":
3 . ons, uction, an your 0| . After your Form takes
E’ﬁ"""ﬁ":' Amp{gﬁe Inay, #%,abb tolalalm‘s Filing Information, for information, sffect, use Pub. 50510 oo how the amount you are
G T 0 cing even If the employes having withheld com 1o your ro]ectadgmltax
L L oy —= cﬁd'?. T.?:" = talg p&'}ﬁf‘” t’;’,‘ “;'?m s for 2017, See Pub. EEEI?Bpsclally Lr earnings
* 1s age 85 or older, il Syning yoLr lowshie number dependent ~ @xsed $130,000 (Single) or $180,000 (Marmied),
= |3 blind, or care expenses and the child tax credit may be claimed Future developments. Information about any future
oo A amertafo Income txoreds o oo B, 603 for mmaon on cemvenig Yoo e LojmloEments aecting Farm Wt o s
ftemized deduotions, on his or her tax retum. .,,Z%u;‘ Into wllhl:nldln auos,g,?cg' Lo b L aefg www.irs.gov/w4, e
Personal Allowances Worksheet (Keep for your records.)
A Enter “1” for yourself if no one else can claim you as a dependent . © 0 00 0 o 6 o A
* You're single and have only one job; or
B  Enter*1”if * You're manried, have only one job, and your spouse doesn't work; or B
* Your wages from a second job or your spouse's wages (or the total of both) are $1,500 or less,

C  Enter “1” for your spouse. But, you may choose to
than one job. (Entering “-0-" may help you avold having too little tex withheld)) . . . . . 0

Sspouse or yourself) you will claim on your tax retum . ° o o

Enter ®1” if you will file as head of household on your tax return (see conditions under Head of household above)

Enter “1” if you have at least $2,000 of child or dependent care expenses for which you plan to claim a credit

Tmo

Enter number of dependents (other than your

enter “-0-" if you are married and have either a working spouse or more

TmMmOO

1]

(Note: Do not include child support payments. See Pub. 6083, Child and Dependent Care Expenses, for details.)
G Child Tax Credit (including addHtional child tax credit). See Pub. 872, Child Tax Credit, for more Information.

® If your total Income will be less than $70,000
have two to four ellgible children or less #2”

($100,000 if married), enter “2" for each efigible child; then less “1” if you
if you have five or more elligible children,

® If your total income will be between $70,000 and $84,000 ($100,000 and $119,000 if married), enter “1” for each efigble chiid. G
H  Addines A through G and enter total here. {Note: This may be different from the number of exsmptions you claim on your tax retum.) > H
® if you plan to itemize or claim adjustments to income and want to reduce your withholding, see the Deductions

For accuracy,
complete all
worksheets
that apply.

and Adjustments Workshest on page 2,

* if you are single and have more than one job or are married and you and your spouse both work and the combined
eamings from all jobs exceed $50,000 ($20,000 if married), ses the Two-Eamers/Multipie Jobs Worksheet on page 2

to avoid having too little tax withheld.

@ [f neither of the above situations applies, stop here and enter the number from line H on iine § of Form W-4 below.

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

w_4 Employee’s Withholding Allowance Certificate OMB No. 1545-0074
Fa P Whether you are entitled to claim a certain number of allowances or exemption from withholding Is 2 @ 1 7
m&gﬂgﬁ:w subject to review by the IRS, Your empioyer may he required to send a copy of this form to the IRS,

1 Your first name and middie Initial Last name 2 Your social security number
Novio A Rodriovez. Her(erd CIB-51-\HIY

Home address (number and strest or rural route)

Q422 wy\oy

€

3 [ single EA"Married [ Maried, but withold t higher Single rats,
Nate: If maried, but legally separated, or Spouse is a nonresident allen, check the “Single® box.

City or town, state, and ZIP code

4 Ifyour last name differs from that shown on your soolal security card,
check here. You must call 1-800-772-1213 for a replacement card. P EI

LHoAdeY mn B555292
5

Total number of aliowances you are claiming (from line H above or from the applicable workshest on page 2) 59
6 Additional amount, if any, you want withheld from each paycheck

7 | claim exemption from withholding for 201 7,and [ ce
* Last year | had a right to a refund of all federal income tax withheld because | had no tax liability, and
* This year | expect a refund of all federal income tax with

If you meet both conditlons, write “Exempt” here .

rtify that | meet both of the following conditions for exemption,

held because | expect to have no tax liability.

o o5

7]

Under penalties of perjury, | declare that | have examined this certificate and, to the best of my knowiedge and belief, it is true, correct, and complete.

Employee’s signature

Mang A vxcs(_\‘, Yy

(This form Is not valid unless you sign it.) » 2.\

pate> (5 | |6 /2018

8 Employer's name and address (Employer: Complete lines 8 and 10 anly Iif sendingtothe IRS)) | 9 Office code (optional) | 10 Employer Identification number (EIN)

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

Cat. No. 10220Q Form W-4 (2017)



Employment Eligibility Verification USCIS

Department of Homeland Security vt
U.S. Citizenship and Immigration Services Expires 08/31/2019

P>START HERE: Read instructions carsfully before completing this form. The Instructions must be avaliabie, either in paper or electronically,
during completion of this form. Employers are flable for errors In the completion of this form.

ANTI-DISCRIMINATION NOTICE: It is lliegal to discriminate agalnst work-authorized ind

document(s) an employee may present to estabilsh empioyment authorization and ide
an individual because the do

Section 1, Emp

ividuais. Empioyers CANNOT specify which

ntity. The refusali to hire or continue to empioy
entation presented has a future explration date may also constitute iliegal discrimination.

T 1-9 nt later

Last Name (Family Name) First Name (Given Name) Middie Initial Other Last Names Used (i any)

fodrviver Rerfera (marvt g A

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

JA23 Tuy\or g+ NE Fvid\ey . rmn |554 372

Date of Birth (mm/ddfyyyy) | U.S. Social Security Number Employee's E-mail Address Employee's Telephone Number
OB 02 )1oow |[EF - B - 1P| KeWy 2L @ @vmaititon |12 562153 6

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

| attest, under penaity of perjury, that | am (check one of the following boxes):
[[] 1. Acitizen of the United States
[[] 2 Anoncitizen national of the United States (See instructions)

[EX8. Alawiul permanent resident  (Allen Registration Number/USCIS Number): 200~1649~-Q @ \
|:| 4. An alien authorized to work  untfl (expiration date, if applicable, mm/ddfyyyy):
Some allens may write "N/A" in the expiration date field. (See instructions)

Allens authorized to work must provide only one of the following document numbers to complete Form 1-9: D,‘,‘,’;,“,,;,;g-,,?;’;,;"g;m
An Allen Registration Number/USCIS Number OR Form 1-94 Admission Number OR Foreign Passport Number.

1. Allen Reglstration Numberiuscis Number: 2 YO —\ 6 — A&\
OR J

2, Form i-84 Admission Number;
OR

3. Foreign Passport Number;
Country of issuance:

Signature of Empicyee A &Y+ c‘ﬂ"‘\'; T\ Cy Today's Date (mm/idyyyy) -, Z l 16/ 2018
reparer ahd/ar Tranglator Oerifflaation [oheok one):

[]1 4k nat use a preparer o transiatar. A preparer(s) andfor translators) assiated the arpleyes in eampleting Seotian 1.

(Pieldg helow must be gamplefed and signad whan preparers ahefor transletars eagist an emplayee in egmpleting Seation 1)
| attest, under penalty of perjury, that | have assisted in the completion of Section 1 of this form and that to the best of my
knowledge the information is true and correct.

Signature of Preparer or Transiator Today's Date (mm/dd/yyyy)
Last Name (Family Name) First Name (Given Name)
Address (Street Number and Name) City or Town State  |ZIP Code

e E}np]oyér‘(i‘pin‘pietéa Next Paga @

Form I-9 07/17/17 N Page 10f3



Employment Eligibility Verification USCIS

Department of Homeland Security OME ;:Tsf;-%m7
U.S. Citizenship and Immigration Services Bxpires 08/31/2019

[Gection B, Employer of xm olgsa Representative Review and Vertioallon

(Employers or thelr suthorized regresentat must eamplete. and slgn Seation 8 within @ businegs days of the amplqm'swqagqumm You
W‘ _ mmmeqh noument frain List A Mammwmmmmmmuaaammmmm Ligt € &8 lisfed o the Listy
| A ny ix 4 + = _ e s 5 [ 3
Employee Info from Section1 | st N:[. e (famlly Nam%)- Hmﬁ:ir:la;'e{.l(\ei:;n Name)t IAI- Citizenship/immigration Status
ListA OR ListB AND ListC
Identity and Employment Authorization Identity Empioyment Authorization
D ent Title . | Document Title Document Title
en

ﬁutnq utho! . Issuing Authority issuing Authority

Document Number : Document Number Document Number

i' 00 -1 - 9&|

Expiration Date (i any)(mm/dd/yyyy) Expiration Date (if any)(mm/dd/yyyy) Expiration Date (i any)(mm/dd/yyyy)
L 0G-29- 202 (n

Document Title

issuing Authority Addlitional information O N e
Document Number

Expiration Date (i any)(mm/dd/yyyy)

Document Title

Issuing Authority

Document Number

Expiration Date (i any)(mm/dd/yyyy)

Certification: | attest, under penalty of perjury, that (1) | have examlned the document(s) presanted by the above-named employes,
(2) the above-listed document(s) appear to be genuine and to relate to the employee named, and (3) to the best of my knowledge the
employes is authorized to work In the United States.

The employes's first day of employment (mnvdd/yyyy): (See instructions for exemptions)
Signature of Employer or Authorized Representative Today's Date (mm/ddfyyyy) | Title of Employer or Authorized Representative

Last Name of Employer or Authorized Representative | First Name of Empioyer or Authorized Representative Employer's Business or Organization Name
EMPLOYER SOLUTIONS STAFFING GROUP LLC

Employer's Business or Organization Address (Street Number and Name) | City or Town State ZIP Code
7480 FLYING CLOUD DRIVE SUITE 200 EDEN PRAIRIE MN 55344
Geatlon 3. Reverffiaafion &nd Rehires (70 ke complbied a7 slgned by empfayer ar aiithorized represenitajive.)
A, New Name (i appiicable) 8. Date of Rehire (f applloahls]
Last Name (Family Name) First Name (Given Name) Middie initial Date (mm/dd/yyyy)

G. Thé émployee's previols Grant of employrient autharization has expired, pravias he INTaraion far B dosurient oF recelpl that establlshes
confinuing employment authorization in the space pravided below.

Document Title Document Number Expiration Date (if any) (mm/ddyyyy)

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

Signature of Empioyer or Authorized Representative | Today's Date (mm/ddiyyyy) Name of Employer or Authorized Representative

Form -9 07/17/17 N Page 2 of 3
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This card belongs to the Social Security Administration and you must

return it if we ask for it.
If' you find n card that isn’t yours, please return it to: 5
il Social Security Admjnistration

" PO. Box 33008, Baltimore, MP 21290-3008

For ahy ofhyr Social Secunty busmms/mﬁmnntion, contact your local
Social Seeyirity office. If you write to the above address for any business
otlier than returning a found card you will not repétve a response.

|

sbclﬂi Se&lrity Administration

A=

! W :

| Form §§A-3000 (08-2011) @ G24891862°
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EMPLOYER SOLUTIONS STAFFING GROUP
BACKGROUND CHECK AUTHORIZATION

Employee Name: _MOW |\ O A" Q'Oé(‘s XS 14 Hefter 7
(First) (Middle) (Last)

Former Name(s) and Dates Used:

Current AddressSince: “JL1 29 xovor ey nge £ v QY i~ g5437
(Mo/¥r) (Street) (City) (State/Zip)

PreviousAddressFrom: £, 7 & £oth aue ™ aft 105 Byoor\y Loy 5 542¢
(Mo/Yr) (Street) (City) (State/Zip)

Previous Address From:
(Mo/¥r) (Street) (City) (State/Zip)

Social Security Numben_@. e ? 5~ ?)":}’\Ll (9 DOB:Q_Q [ O?/ [ L}
Phone Number:__ @ \2_— 4 EL -\530
Driver’s License Number/State: ‘p \obHI\3 23560 3

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

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

| further authorize any individual, company, firm, corporation, or public agency to divulge any and all information, verbal
or written, pertaining to me, to Employer Solutions Staffing Group, LLC or its agents. | further authorize the complete
release of any records or data pertaining to me which the individual, company, firm, corporation, or public agency may
have, to include information or data received from other sources. Employer Solutions Staffing Group, LLC and its
designated agents and representatives shall maintain all information received from this 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: nw"qﬂ\'\qf\gt\\ oy Date:Dﬁ / \ 6 lZD\%

Notice to CA, MN, and OK Residents:
Please check the box below if you wish to receive a copy of a consumer report that is requested.

01 I wish to receive a copy of any Background Check Report on me that is requested.




EMERGENCY CONTACT INFORMATION

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

Employee Name: M_O\‘ AV\(?J\'C\\. (©N ﬂo&@gUC'Z L!({V‘Cfc’
Address: B 3N 223 Toy\ov ot Ne {ridVe) enn 55432
Home Phone: 6\2—-—Q62“\§30

e RN CONTRCTEL
Please list two peaple (in priority order) wha ould cantactad in case of an emergency
Contact #1 Home Phone:
Name: Ao, Rodi\Quer Cell Phone: G\ Z —-600—67F 1|
Relationship: 5\ o ey Work Phone:
Contact #2 Home Phone:
Name: Cell Phone:
Relationship: Work Phone:

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

This information will remain confidential and will only be used in the case of an emergency.
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employer solutions staffing group..
Direct Deposit/Payroll Debit Card Authorization

Employees have the option of receiving wages by Direct Deposit and/or Payroll Debit Card.
If you do not provide a written election, wages will be paid by Pe 0]l Debit Card.
SECHION E BASIG INEORAE Y TION

ORI Aana pege S S odngoer [TheEtden T B g
BEC O 3

PANROET ELECETON
| ¥ Direct Deposit (Please complete Sections 3 and 5 below) ‘
; Paper Check (0 ilable to GA NH and NY residents
[ ] Payroli Debit Card (Please complste Sections 4 and 5 below) [] Paper WA LD R )
SECIION A DIRECT DERONSEE
\

D [KE e gchivailen

; ] Update Bank — Note: Direct Deposit accounts may ttpto7da;uto ]
x I understand and acknowledge that if I do not providea
| Donk Name: voided check with this direct deposit form, T am
| Routing# responsible for any delays in payroll or extra costs
i incurred if the account number that I provide is incorrect.
BN Account#

Acount Type: [ Checking [ Savings [JOther el o

Tohelpusavoidmnldngmm,plmeaﬂnchacopyofavoidedcheck. (a deposit slip will not work)
Ifyuuchangebanks,donmdoseyomoldbmkammunﬁlyumdﬁectdeposithumrtedatmenewbmk,wlﬁnhmaytakeZpaypminds.

SECEIONTL PANROLE DEBEE GARD

Federallawrequiresallﬁnancialinsﬁmﬁonstoobtain,vaﬁfy,mdrecordinﬁnmaﬁonthatidenﬁﬁeseanhpmonwhoopensmmomlnorderto
requeataPaymllDebitCardforyou,wemustpmvideallofthefonowinginfomaﬁmﬂlnwiﬂenabletheﬁnmcialinsﬁwﬁmmidenﬁﬁyomIf
you do not submit a Direct Deposit/Payroll Debit Card Authorization, ESSG will provide the necessary information and issne you a Payroll Debit
Cardtopayyomwages.Foryomprotecﬁon,ﬂmﬁnmﬁﬂhsﬁ%onmayaskyouhmoﬁdethemaddiﬁmﬂidanﬁﬂcﬂimhfomaﬁmmﬁeycm
verify your identity.

Except for the routing and account number, ESSG does not have access to any information regarding your Payroll Debit Card account or
transacﬁons.Onyom'ﬁrstpayday,youwi]lreceiveyournewPaymllDebitCard,andapncketconminingallofthetexmsandcondiﬁons.Youwill

then sign acknowledging that you received the Payroll Debit Card and packet. Your Payroll Debit Card will be reloaded on each payday yon receive
wages,

CARDHOLDER INFORMATION (as you want your Payroll Debit Card to be issued)
First Name MU Last Name Date of Birth

Street Address (PoBox NOT ACCEPTABLE) Social Security#

City State Zip Cell Phons (mobile)

RECEIPT OF PAYROLL DEBIT CARD (to be completed when you pick up your Payroll Debit Card)
Payroll Debit Card Routing # Payroll Debit Card Account #

T'have received my Payroll Debit Card, welcoms brochure, program fees, program terms, conditions, and disclosures. By activating my Payroll Debit Card,
I am agresing to the program terms, ounditions,anddisclosuresﬂmtnreincludedormadeavailahletomeﬁnmﬁmetoﬁmeﬁnmtheﬁnancialinsﬁtutiun.I

authorize the financial institution to dehitmyPaymllDehitCardaccomltforthefeesdescxibedinmeﬁeschedulethatispartofthepmgmntemm,
conditions, and disclosures.

Mo, o Anoc )\ ¢
2, % 9 e/

Employee’s Signature: Date: (O 2| [ 6 / 2.¢l 9
I authorize ESSG to directly deposit my perindic wages/campensation payments,

net of required tax withholdings, other required withholdings
or authorized deductions, into my account(s) as designated above and to initiate, if necessary, debit entries and adjustmentsfor any credit entries
made in error to my account(s). * E-mail is required for pay stub information.

Emai\K ¢ \\ Y hZ20@ @ A ma, \.com

this information will only be used to send your paystubs electronically

Employee's Signature: Date:




employer solutions staffing grdupu

STATEMENT OF CONFIDENTIALITY

This agreement made this(y)_day of_{'c V> coayy |, 201 £, between
Employer Solutions Staffing Group LLC, hereinafter referred to as “‘employer”,
and hereafter referred to as “employee”.

WITNESSETH:

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

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

Maria Arae\) ey
P\

Employee Signature

Employer Solutions Staffing Group LLC, Representative
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employer solutions staffing group..

INJURY MANAGEMENT PROGRAM

Injured Worker’s Responsibilities

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

RESPONSIBILITIES OF THE INJURED WORKER:

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

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

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

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

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

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



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

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

your physical condition.

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

| have read my responsibilities and agree to abide by these guidelines.
signed: _"A"Y A, krac\ar

Printed Name: r ) \ v- ez Hevrery
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employer solutions staffing group..

Important/Importante
LOST OR STOLEN PAYCHECKS

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

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

CHEQUES DE PAGO PERDIDOS O ROBADOS

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

Si su cheque de pago fue robado, primero debe denunciar el robo a la policia
antes de que podamos volver a emitir el cheque. Una vez hecho esto, usted
debe proporcionar una copia de la denuncia a su reclutador de personal que el
cheque fue robado. Si el cheque no ha sido cobrado y si la pérdida del cheque
no fue su culpa, ESSG emitira un nuevo cheque y no hay cuota se deducira.

AGREED/SE ACUERDA—

Name/Nombre (con letra de molde): A oyl o h nOet Cau e dy] 9 44

Mo 6, e\l C
Signature/Firma: i o,‘a,,; 2 7
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employer solutions staffing group..

ESSG WORKPLACE SAFETY POLICY

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

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

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

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

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

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

ESSG is committed to vigorously enforcing 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:

o Right to refuse unsafe work

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

o Right to review copies of appropriate standards, rules, regulations and
requirements that the host employer is required to have available at the
workplace.



employer solutions staffing group..

Acknowledgement of Receipt of Workplace Safety Policy

I certify that I have received a copy of Employer Solutions Staffing Group’s ESSG
WORKPLACE SAFETY POLICY. I understand that it is my responsibility to read
this policy and ask my supervisor, a member of management or to telephone
Employer Solutions Group (ESSG) at 952.835.1288/1.866.496.7573 with any
questions I may have about this policy. I agree to comply with ESSG’s policy on
ESSG WORKPLACE SAFETY POLICY and I understand failure to comply is
grounds for disciplinary action, up to and including termination.

I also agree that if at any time during my employment I am believe that I am
working in an unsafe or dangerous work environment, I will immediately contact
my supervisor, manager, director or ESSG’s Safety Director at
952.835.1288/1.866.496.7573 in order to obtain assistance in the resolution of such
matters.

Employee Name (Please Print)
Mary 6 anope\ ey Rodvigu ez Radel 9

Employee’s Signature:

o w%t“ A Date: (O 2 | ]bé IZCJ\ 8




«m 3850 Pre-Screening Notice and Certification Request for

(Rev. March 2016) the Work Opportunity Credit OMB No. 1545-1500
Department of the Treasury : -+ .
Internal Revenus Sarvice » information about Form and its separate instructions is at www.irs.gov/formBB50,
Job applicant: Fill in the lines below and check any boxes that apply. Complete only this side.
Your name Social security number P>

Street address where you live

City or town, state, and ZIP code

County Telephone number

if you are under age 40, enter your date of birth (month, day, year)

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

2 [ Check here if any of the following statements apply to you.
* | am a member of a family that has recelved assistance from Temporary Assistance for Needy Famliles (TANF) for any 9
months during the past 18 months.
* | am a veteran and a member of a famlly that received Supplemental Nutrition Assistance Program (SNAP) benefits (food
stamps) for at least a 3-month period during the past 15 months.

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

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

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

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

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

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

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

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

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

» Stopped being ellglble for TANF payments during the past 2 years because federal or state law limited the maximum time
those payments couid be made.

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

Signature—All Applicants Must Sign

Under penalties of perjury, | declare that | gave the above Information to the employer on or before the day | was offered a job, and it Is, to the best of my knowledge, true,
correct, and complete.

o \
Job applicant’s signature b AL Qp"*:\"%t \ Cy Date 0_2;L e /ZU,?

For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No, 22851L Form 8850 (Rev. 3-2018)




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

Spucialists in is

Hi Admigisiration

Client: Company:

Location: Position: Starting Wage: § ‘ 2_

EMPLOYEE SECTION:

First Name: Last Name: Suffix: Street Address: City/State:

Moviod. Zodradel Fu23 tanel SF NE €id)ey , AN

Zip:
S5432

SS#: Date of Birth: Age: Have yon worked for | If yes, location;

635-37- 119 of/oza |23 | Ve Noix

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

Yes No

1. Have you or has anyone living with you received Temporary Assistance to Needy Families (TANF)
at any time since Angust 5, 19972 (If yes, pleass provids information below.)
Name of the person receiving benefits: ______ Relationship to you:
City: Conuty: State:

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

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

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

Name of Agency: Phone#:
City: County: State:
*If you checked yes please provide a copy of your active Individual Work Plan and Ticket to Work documentation,

O Vocational Rehabilitation Agency [] Dept. of Veterans Affairs [] Employment Network (Ticket to Work Program)

5. Are you a Veteran of the U.S, Military? *Ifyes, please provide a copy of your DD-214 and letter of separation.
(If yes, please provide information below. Ifno, please continue to question #6.)

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

O
X

6. Have youn been unemployed at any time during the last 12 months?

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

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

Was thisa [ ] Federalor [ ] State conviction? If State - County: State:

o| o op
Sy e

* Additional Tax Credits

IEC (Native American): Are you or your spouse a member of a Native American Tribe?
Ifyou checked yes please provide a copy of your CDIB card.

CA Residents: [] Are you the child of foster parents? [] Do you receive CalWorks? [] Workforce Investment Act?

8C Residents: [] Do you receive Family Independence Benefits?

[ Are you a migrant or seasonal farm worker? D Have you ever been convicted of a misdemeanor?

PLEASE READ, SIGN, AND DATE:

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

Consultants, Inc. dba Retrotax), or the Department of Labor.

New Employee Signature: Mo c\@m\% i e ° Date: O? ’ l G [ 2 O \ 8




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

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

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

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

WA ANy \, C
s rjévf i 7 Date (f)ZHG[LD'%

New Hire Name: Mo’ o AnOe\ oy Rodviauer Wevler G

New Hire’s Signature:

Social Security Number: &3 6 - 373 —\4A \A
Employer Name: MG« o~ AN O \\ Ca rodr) ouecz Helfcl G

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

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

(Enter start date)

Privacy Act Notice;

The Intemal Revenue Code of 1886, Seciion 51, as amended and its enacting legistafion, P.L. 104-188, specify that the State Workforce Agencies are the
*designated" agencies responsible for administering the WOTC certification procedures of this program. The information you have provided completing this
form will be disclosed by your employer to the State Workforce Agency. Provision of this informafion is voluntary; however the Information is required to
determine your employer’s eflgibility for the federal tax credit.

Public Burden Statement:

Persons are not required to respond to this collection of information unless it displays a curently valid OM B conitrol number. Respondents’ obiigation to
complete this form s required to obtain or retein benefits (P.L. 111-5). Public reporfing burden is estimated to average 10 minutes per response, Including the
time for reviewing Instructions, searching exisfing data sources, gathering and maintaining the data needed, and completing and reviewing the collection of
Information, Send comments regarding this burden estimate to the U.S. Department of Labar, Division of National Programs Tools Technical Assistance,
Room C-4510, Washington, D.C. 20210 (Paperwork Reduction Project 1205-0371). Please do nat submit completed forms to this address.

117-

ETA Form 9175 (Rev. November 2016)



N

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

understand: (a) the policy and its contents; (b) what conduct the policy prohibits and the
consequences of such conduct; (c) 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. | hereby voluntarily consent to ESSG, or its health service providers, or
other persons or entities acting for or with them, to collect a body component (blood,
urine, breath, or any combination thereof) from me for testing for alcohol and/or drugs. |
understand that 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.

Moo Pnael ¢ 2odiiguc?

Individual’'s Name

o2 6] 20\8

Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



employer solutions staffing group.:

Notification of Minnesota Law Requirement —
Unemployment Acknowledgement

According to Minnesota Statute section 268. 095, subdivision 2, paragraph (d), an
applicant who, within five calendar days after completion of a suitable

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

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

| understand by signing this form that | am responsible to contact ESSG within 5
calendar days once an assignment ends. | also acknowledge that | have received
a separate copy of this form. M.A¢. y(Initial)

orna AN e\, Ly
v \} 3 Q&IIG/ZO\Q
Date:

Employee Signature:
Mo & Moreth tu_rodiigues

Employee (please print your name here)

CMG_SM - Rev. 09.2013



Fixed Indemnity Medical Benefits_Plan 2
VSl 219301-E5G-1 OFFlCE USE ONLY LOCATION Rehlre Date___ l___1

ENROLLMENT FORM ESC CUUNAC-MN) P1 v18.2

P e e e S (el =L W PRINT USING BLACK or BLUE INK (Must Be Filled Out)

™ MAc « Rodigues = 1yiq e e

o= SUST R . ...A.P;{#_____ —
-é:“,:;__..__... N o m = T W T = s{a{e A A -Z‘;p Rl 3 e B e --_..baté_t_).f.B_i.rﬂ;__..-
A |

C. LIMITED BENEFITS PLAN SELECTION S ' Payroll Deducted Weskly Rates.

You MUST select a coverage level before any benefits in Section C. Your coverage level for the all benefits in Section C w1|l bev
identical. The Fixed indemnity Medical Plan, Dental Plan, Term Life Plan, and Short-Term Disability plans are underwritten by BCS

lnsurance Company The Vision plan is underwritten by Companion Life insurance Company.
ELEC'H:OVERAGE Evey, FOXEDINDEMNITY | penar VISION TERMUFE | SHORTTERM
Employee Only ] s20.25 () $6.17 ) $2.42 O] $0.60 ) sa20 ()
Employee +1 [_| $41.10 $12.34 $4.92 $0.90
Employee + Family |:| $54.88 $20.36 $6.56 $1.80
e | [lves CINo | [ves [INo | [lves [Ino | [lves LINo | [lves [lno
fT_i)ls ggggga_g_e is not'_a_\(_g_llable to residents of NH, HI, or PR. 25TD _lg_l:lot available to persons who work in CA, HI, NJ, NY, or RI.

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

ENaERIE R S B O S P & ARelationsiip, TR TR 8 e el R
Name Social Security # | Date of Birth  Sex Relationship
et ImilE] COspouse [ child[C1Domestic Partner
Name Social Secunty# Date of Birth  Sex Relationship
4 IMIE]L Cspouse [l child [ Domestic Partner
Name Social Secunty# Date of Birth  Sex Relationship
et IMITE] L Cspouse ] child [T] Domestic Partner
Name * " Social Securlty# Date of Birth Sex Relationship

/7 [MI[E] [spouse[T]child[] Domestic Partner

ey s n

You m-:cl.ms covamea iy

*This Plan DOES NOT Alleviate the Individual Mandate Penalty*

ot e sl s e o e

This is an Essential StaffCARE Enrollment Form.



i
HearTaEZ

Social Security Number

Maria Rodeique g
Addross T City State Code

Gender L! Male | Marital Status [1 Single | Date of Birth Date of Hire
[ Fomale | O Maried 1 Divorced
Phone Number: Email Address:

Please Select Desired Coverage:
Employee Only - Employee+Spouse - [ | Employea+Child(ren) - E Family -

$24.00/Week $38.00/Week $36.00/Week '$63.00/Week

Dependent

Social Sacurity # Birth Dato | S°% Relationship
e e B, PO
[Benandent

Soclal Security # Blrth Date | Sex Relationship

3 [ISpouse [ Child

(P i Lo E Femeie [ Domestic Partner
3oponden§ ] .

Soolal Sscurity # BirthDate | Sex Relationship

EFF. DATE
EFF. DATE
EFF. DATE

Employee Acknowladgement and Authorization - | hereby apply for the group benafit(a) as Indicated. ] acknowledge that all antries are trus and compiets and that
any misstatemants or faflure to report Information may he used as the basia for cancellation of coverage for me and my depsndant{s), if any, from ths ariginal
effactive date, Further, 1 authorize my employer to make the nacassary payroll deduction of premiums for caverages | have elected.

[IF ENROLLING - YOU MUST SIGN HERE

Employee Signature Date

ewpLovessoecunne B | am DECLINING coverage

|1 understand that 1 and/or my depsndents, if any, waive any coverage and desire to participate In the plan at a later date. fwe may be considered a late enrollas and
must moet the requirements defined In the Cartificats of Coverage for the company’s madical or dental p If | dacline enroliment for myself or my dependents

(Including my spousa) becauss of ather coverage, | may, In future be ahle to enroll mysalf or my depen In this plan, provided | raquest anroliment within 31

days after the other coverage ends. In addition, if a new dependant relationship forms as a resuit of marriage, birth, adoption, placement for adoption of garting sult

of adoption, | may be able to enroll myself or my dependent, provided | request enroliment within 31 days of the event.

IF DECLINING- YOU MPE{ST SlG;‘: HERE M
avi eca At \)
Employee Signature £ W ) P e O [ | Cl20\9

Employer Solutions Staffing Group Health Bensfits Team
PO Bax 46270
Minneapoiis, MN 55344
Phone: 852-767-8518 Fax; 952-767-9515
Emall: Health@empioyersolutionsgroup.com




Stmmeﬁ
FoUirworktremanagentent 8 stafing exents*

Drug & Alcohol Testing Consent Form for Applicants Who Have Received a
Conditional Offer of Employment — MRO

Acknowledgement Receipt

I acknowledge that | have received a job offer from Corporate Management Group (CMG) conditioned upon
my submitting to and passing a drug and alcohol test. | have also received, read and understand Corporate
Management Group's Policy and Procedure an at—will basis and that this policy does not alter the at — will
nature of the employment relationship,

I herby agree to submit to drug and alcohol testing under the Company’s policy.

| also understand that test results and other information acquired in the drug and alcohol testing process
may be disclosed to and discussed with a Medical Review Offices (MRO). | herby consent to such test
results and other information being disclosed to and discussed with an MRO.

Moriaa Ange\ley

Date: O 7 | 6 [208& 2.\

Employee Signature

Mevi o MngeWee Redyiglez MWerrer
Employee Name (Printed)

Date:D(QgJ]Y /ZCE.I Z%:—L
2l P

Witness Name (Printed) |




TEST RESULTS RECORD

Test Refarance Number Name of Collector
COMPANY INFORMATION

LastName

Type of Wentifcaton Provided: ) Driver'sLiosnse ] Employes PhotolD, (3 ther
Reason for test: ﬁmﬂlp!oyment ClRandom () Reasonable causs [ Post-accidant [ Other

GCERTIFICATION

0 lmmmmmmnmmwmmmmummlmmmm
pmmtwwmmmmmfwmmmwm

2[16[1&

Data/Time
Date/Time received
AlC ' o a
Date/Time Coliected Amphetamine AMP " d Ia ] o
Time Interpreted Buprenorphine BUP d/ a a
Benzodiazepina RZ0 :; Q (=}
NOTE:Lab obtain specimen samples  Sida of Device Cocaine coc & Q
mmalabm@.’ynmmm EDDP EDDP ] Q
of device with & nesdle and syringe and B
drawing out the sample, Marfjuana ™M @ o Q
Mothadone MTD & a Q
Methamphetamine MT @ a q
Opiates (] @ o n)
] svesmcnrms> (Y Oyrodone oxY ! el =
e e— Phencyciidine P @ Qo a
Cut out this panel fo Lab extraction ports . a a
Copy or soan results El/
Q Q

Notes / Comments




