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E-Verify

https://e-verify.uscis.gov/web/PﬁntCaseDemils.aspx?CaseVerN

SENSITIVE BUT UNCLASSIFIED
Case Verification Number: 20181 030930418V

Report Prepared: 04/1 3/2018

cOmegx Information

Company ID: 47429

Emgloxee Information

Company Name: Employer Solutions Staffing Group

Last Name: Willlams
Date of Birth: 12/14/1972
Hire Date; 04/13/2018

Document Information
N

First Name: Marlena
Soclal Security Number; *** = 2703
Citizenship Status: A citizen of the United States

List B Document: Drivers license or ID card lssued bya U.s. state or
outlying possession

Document Name: Driver's license

Driver's License or ID Card Number:

List C Document; Sociaj Security Card

Document State: Minnesota
Document Expiration Date: 12114/2019

Case Status Information
———lOTTHIALION
Final Case Resuit: Employment Authorized

Case Submitted On; 04/13/2018
Closed On: 04/13/2018

Employer Case ID;
Case Submitted By: 2ZFP3284
Closed By: ZZEP3284

SENSITIVE BUT UNCLASSIFIED

4/13/2018 R-21 Ana



Employment Eligibility Verification USCIS
Department of Homeland Security Form I-9
U.8. Citizenship

. ; 4 OMB No. 1615-0047
and gration Services Expires 08/31/2019

.
T N - Sl e oty T SREEATE K IR T

S £y

d ) ] :  hire or continue to employ
an individual because the documentation presented hes a future explration date may aiso constitute lllegal discrimination,

[Section T Eméioyee Information and Atlestalion (Employees must complets ong 8ign 8eotion 7 of Form 19 ng loter
than the first day of employnient, but nat heforg &ocepling a fob oftar 2.

Last Name (Femlly Nam) | First Name (Given Neme) [ Middle Inttia) | Other Last Names Used (7 any)
Williams | Marlena N/A | bourne, Lee

Address (Strest Number and Name) Apt. Number | Clly or Town State  |z1P Coge

1312 Chicago Ave N/A St. Paul Park MN 66071
Dale of Birth (mmAddlyyyy) | U.s. socm Security Number | Employee's E-mall Address Employes's Telsphone Number
12/14/1972 iﬁﬁq@j . DTH marlenalee3@yahoo.com 763-742-7346

1 am aware that foderal law Pprovides for imprisonment andfor fines for falge statements or uge of
connection with the completion of this form.

| attest, under penaity of parjury, that | am {check one of the following boxes);
(@) 1. A ciizen of the United States

() 2. A noncitzen national of the riien States (See instructians)

() 2. Alawtul permanent resigant (Alen Registration Number/USCIS Number): N/A

@ Py Ty — Wwork  unth (exgiration date, it appicabls, mmiddyyyy) NA
Eome aflens may write "N/A” In the explration date faid, (Ses Instructions)

false decuments in

Aliens authenzed to work must provigs only one of the following document numbers to compiete Form 1.9: G Coda~Gakon’ -
An Alien Regisiretion NumberfUSCIS Number OR e s o Admission Number O Forelgn Passpart Number. R A B b
1- Allen Reglstrafion Namber/USCIS Number: N/A
OR
2, Form 1-94 Admission Number: N/A
OR
3. Foreign Passpart Number: N/A
i_ Country of Issuancas N/A
Signature of Employea MMM_ Today's Data f /]
catcia Wil Uay's Dats fmmtidyyyy, Apr 12,2018
Preparer andjor Translator Certification (check one);
I did not use g preparer or transiator. @ A preparer(s) and/or translator(s) assisted the employes in Complating Section 1.
{Fiekds below must be completed and signed when preparers and/or translators assist an employes in completing Section 1 )

1attest, under penaity 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 trye and correct,

Signature of Preparer or Translator Today’s Date {mmfdafyyyy)
Last Name (Family Name) First Name (Given Name)
Address (Street Number and Nams) Clty or Town Stats ZIP Code

@ Emplover Completes Noxt Page i @

Form1-9 071717 N Pago 1 of 3



Employment Eligibility Verification
Departient of Homeland Security

NCr/; e — . OMB No. 16150047

; us. Citizenship and Immigration Services Expires 08312019
ection 2, Employer or Ay orized Representative Review and Verification

(Employers or thair authorized representative must complete and sign Secflan 2 within 3 business days of the emplayes's first day of employment. You

USCIs
Form 1.9

must physically examine ong dagument from List A OR a combination of ane document from List B and one document from List C{ s listed an the “Lists
of Acteptable Dociiments 9 _
Lagt N Namg, Name) M.l | Citizen n Status
CETPIoyes Info from Seation 1| ﬂ ELC’LmB C MA| CiHze,,
ListA OR ListB AND Liste
dentity and Employmmmmzaﬁun Identity Sm!ommAmhoﬂzaﬂon
l Document Tile Documant S . ‘ t Tutle X .
J ﬁbrt}[-er‘i license SB'HQQ &gsmﬁ(}el
mmﬂﬂw | Ssuing otity M the = : HA
Dooument Nismber Do umber gument Nymbar !
R et s 85553 010 5 59" lb-270% |
Explration Daia 0 eny)mmidciyyyy) f Expiration Dafe (i any)fm Exp Date fif anyjimm/iddlyyyy)
Dooumant Titl =
Issuing Authoriy ‘ Additional Information R T L [
;LrTmmem Number 1 }
Epiration Dais fang; AmmAacyyy, "‘)““1 |
| |
| Document Title E
| |
.' ‘ssuing Autharlty ;"
[ Document Nomber J
Expiaton Dats (Fanyj iy | l
Cortification: ) attast, under Penalty of perjury, that (1) L have examined the document{s) prasenteg by the above-named employaa.*
{2) the above-listed document{s) appear to be gonuine and to relate to the employee named, and {3} to the hest of my knowletige the
employes is autharized to work In thoe United Statos.
The employee's first day of employment {mm/ddfyyyy): f ) H t 3 l 30( 5’{&3 Instructions for exemptions)
A :alj-‘d..‘lﬁ EMBIGVeI AL 750 i N 4
g (" F }Wlm Repmen!ama Today's (mmaictyyyy) et Employet or Authorized Representative
Last OOy U AUt Repretentatve. | Fimt 2 of Employer o Authorized Representatiye Employer's Business or Organtzation Nams
& 'ZKL ana EMPLOYER SOLUTIONS STAFFING GROGP LLC
Employer's Business or Organization Address (Street Number and me) | City or Town i Stafe | 71P Code
7480 FLYING CLOUD DRIVE SUITE 200 EDEN PRAIRIE MN §5344

Section 3. Reverification an

employer or, suthionized represantative J

New Name (F appjicania) s B. Date of Rehira (1 appjicabie]
Last Nams {Family Nanmg) First Name (Given Name) Middie Initial | Date {mmidddlyyyy)

@, 8 emplyees fre olis
lontinuing gmmnyman_l au

zatioh has &xpled, provide oo T
fow,

Document Tile

Bocument Number

Expuaﬁon‘oah {ifany) fmm/adiyyyy)

| attest, under penalty of perjury, that
the employes presented dogument|s)

to the best of
s the documentys) I hays examined

ap

my knowledge, this employee is authorized to work In the United i &
pear to be genuine and o relate to the individual,

nd if

Signature of Employsr or Authonzed Representafiva

Today's Date (mm/ddlyyyy)

Name of Employar or Authorized Representative

Form I-9 071717 N

Page 2 of 3
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< - T T ;
Thix cand belanws 1 the Soctal Security Adusdnistution and you must et
it if we sk for it
If you find a card that isn’t yours, please return it to:
Social Secutity Administration
P.U. Box 33008, Baltimore, MIJ 21290-3008 4
Tmproper use of this caxd or nmiibér by anyone is punishablo by fine, .
- imprisonment or both,
- Protect Your Number and Card to Prevent Theic Misuse
» _Sign your card right away and keep it in a safe place.
¢ DO NOT carry ir with yor . f
_ Forany other Social Secusity busioessfnformation, contact your focal Social
Security affice. IF yoo write o the above addmess for any business other than.

" retuming a found cand, it will take longer for us to answer your latter.

. i F12127972




™y S PO Box 46270
: Minneapolis, MN 553443956
Tel: 952.835.1288

www.esgstaffingsolutions.com

&rloyar soluticns stadfing SrouD..
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New Hire Application

Personal Data-- PLEASE PRINT LEGIBLY IN INK
——— T SEIBLY IN INK

Last Name _Williams First Name _Marlena Middle nitial ____
Street Address 1312 Chicago Ave ' Apt/Ste

City/State/zip _St. Paul Park Social Security Last Four XXX-0t-
Phone Number 763-742-7346 Email Address _Marlenalee3@yahoo.com @ -

Staffing Agency/Recruitment Partner  CMG

pon satisfactory proof of idg ntity and legal ah
Are you legally authorized to work In the United States of America? @IYES CINO

Appiicant Certification and Authorization
{ authorizs Employsr Solutions Staffing Group {ESSQ) to use the Information and statements contzined in this application to determine my
qualifications for employment, | authorize ESSE to make Inquiries of my former employers, except as Indicated In this application,
regarding my previous dutiss, responaibilities, performancs, compensation and eligibility for rehire.
| understand thet a camprehensive background check may be conducted to determine my eligibiity for hire by certain efients of ES8G,

This may include but is not limfted to, Investigafions of criminal and/or conviction records, driving records and/or a drug screen test as
required by cllents, government regulations or by ESSG policies.

Marlena Williams %@—@%ﬂ Apr 12,2018

Name (Pnint or type) - Applicant’s Signature Date

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

For ESSG Office Use Only
DoH I Nuw ——— e lses0 —_— WA
Emergency Contact Info Background Rejease Form Background Resuits Unempioyment Letter ESC Application
{if applicabls)
For ESSG Client Use
DOH i ROP | WorkSitaLog, WG Code
ESSG- CMG-NSTW4 Rev. 04/2017



Form W-4 (2018)

Future developments. For the latest
information about any future devalopments
related to Farm W-4, such ag legisiation
enacted after it was published, go to
www.irs.gov/Formwa,

Purpase. Compists Form W-4 80 that your
employer can withhold the corract faderal
Incoma tax from your pay. Consider
completing a new Form W-4 each year and
when your parsanal or financial situation
changes.

Exemption from withholding. You may
claim exemption from withholding for 2018
if both of the following apply.

*For2017youhad a right to a refund of al
fedaral Income tax withheld beoause you
had no tax lfabifity, and

* For 2018 you expect a refund of all
federal incoma tax withheld becauss you
expect to have no tax liability.

If you're exempt, complate only lines 1, 2,
3,4, and 7 and sign the form to validate it,
Your exemption for 2018 axpires Feb

15, 2019, Ses Pub. 605, Tax Withholding
and Estimated Tax, to leam more about
whether you qualify for exemption from
withholding,

General Instructions
If you aren't exampt, follow the rest of
these Instructions to datermine the number
of withholding allowances you should clajm
for withhaiding for 2018 and any additiona)
amount of tax 1o have withheld, For regular
wagas, withholding must be based on
allowanoes you claimed and maynothea
flat amount or percentage of wages.

You can also use the calculator at
WWw.irs.gov/WaApp to determine your
tax withholding more accurately. Considar

Form W"'4

Department of tha
Intemal Revenus Sarvice

Separate here and give Form W-4 to your employer.

Employee’s Withholdin

using this ealculator i you have a more
complicated tax situation, such as if you
have a working Spouse, more than one job,
or a large amount of fnonwage income
outside of your job. After your Form W-4
takes Yyou can aiso use this
caloulator to see how the amount of tax
you'ra having withheld com 1o your
Pprojected total tax for 2018, if you use the
caloulator, you don't nesd to complete any
of the workshests for Form W4,

Note that if you have too much tax
withheld, you will receive a refund when you
file your tax retum,. if you have too little tax
withheld, you will owe tax when you file your
tax retumn, and you might owe a penalty,
Filers with muitiple jobs or warking
Spouses, If you have more than ane jobat
a tme, or if you're mamried and your
Spouse Is also working, read all of the
instructions Including the instructions for
the TWo-EamersIMulﬂple Johs Workshsat
before beginning,

Nenwage income, If you have & large
amount of nonwage income, such as
interest or dividands, consider making
estimatad tax payments using Form 1040-
ES, Estimated Tax for Individuals,
Otherwise, you might owa additional tax,

» YOU can usa the Deductions,
Adjustments, and Other income Worksheot
on page 8 or the calculator at www.irs.gov/
W4App to make sure you have enough tax
withheld from your paychscit. if you have
pension or annulty Income, ses Pyb. 505 or
use ths calculator at www.irs.goviWaApp
to find out if you should adjust your
withholding on Form W-4 or W-4p,
Nonresident alian, If you're a nonresident
allen, ses Notice 1892, Supplemental Form

"W-4 Instructions for Nonresident Aliens,

before complsting this form.

Keep the worksheet(s) for your records,
g Allowance Certificate

» Whether you're entitied to claima certain number of allowances nrmpﬂmfmmwmiholcangts
subjectto raview by the IRS, Youremployermaybetaqulredh send a sopy of this form to the IRS,

Specific Instructions

Personal Allowances Warksheet
Camplsts this worksheet on page 3firstto
dstermine the number of withholding
allowances tq claim,

Line C. Head of household please note:
Garierally, you can claim head of
housshold fillng status on your tax return
only if you're unmarried and pay more than
£0% of the costs of keeping up a hame for
yourself and a quallfying individual, See
Pub., 601 for more information about filing
status,

Line E, Child tax credit. When you file
your tax return, you might he eligible to
claim a credit for each of your quslifying
&hildren. To qualify, the child must be
under age 17 as of December 31 and must
be your dependsnt who lives with you for
mors than half the year, To leam more
about this credit, ses Pub, 872, Child Tax
Credit, To reducs the tax withheld from
your pay by taking this credit into account,
follow the instruotions on fine E of the
Workshest. On the workshagt you will bs
asked about your total income, For this
Purposs, total income Includes alf of your
wages and other income, including income
eamed by a spouse, during the year,

Line F. Credit for other dapendents,
When you file your tax retum, you might be
siigible to olaim a credit for eaoh of your
dependents that don't qualify for the child
tax credit, such as any dependent children
age 17 and older. To learn mare gbout this
credit, see Pub. 505, To rsduce the tax
withheld from your pay by taking this credit
into account, follow tha Instructions on Iine
F of the workshast, On the workshest, you
Will be asked about your tota) income. For
this purpose, total income Includes ali of

OMB No, 1545-0074

2018

1 Yourfirstnams angd middle inttial
Marlena

i g Williams

2  Your soofal Security number
339662703

Home address (number and street or rural routs)

Married, but withhold at higher Single rate.

1312 Chicago Ave Note: if mamied tiing Separately, cheok *Married, but withhold at higher Single rate.*
Chy or t:kwn,state.anleP code 4 nyaurlaatmdiﬁmfmm that shown on your soclal security narq,
St. Paul Pa

check hers. You must call 800-772-1218 for o replagement card, b g

&  Total number of allowanoes you'ra elaiming (from the Applioable worksheet on the follo
6  Additional amount, if &ny, you want withheld from each payoheck . , , | |

7  lclaimexsmption from withhalding for 2018, and | ce

i you meet hoth conditions, wrile “Exempt" here. . ., .

wing pages) . . . [§]2

Under panaties of pexjury, | declare that | have sxamined this certificate and, to the best of my knowledge and belief, it is true, coneot, and somplete,

Employes’s signature
(This form is nat vafid unjess you Signit) b v wrew o Date p Apr12,2018
8 oyer' and adi [ ki lete 8 104 to d { 9 1 I icat
e BT SR g e oo o v oo [ SR
For Privacy Aot and Paperwork Reduotion Act Notice, see page 4. Cat. No. 10220Q Form W-4 r2078)



' DEPARTMENT W-4MIN
% B OF REVENUE
2018 Minnesota Employee Withholding Aﬂawance/Exempﬁon Certificate
Employees

You must compiete and give this form to your employer  you do any of the following;

¢ Claim fewer Minnasota withholding allowancas than your federal aliowances

* Clalm more than 10 Minnasota withholding allowances

* Went additional Minnesota tax withheld fram your pay each pay period

* Claim {0 be exempt from federal withholding or claim to be exempt from Minnesota withholding

Do not complete this form if you are claiming the same number of Minnesota allowances as federal and the number claimed is 10 or less,

Employee’s first name and mitia) Last name Employen's Sucal Security number
Marlena Williams { 339862703
Permenen: address Marital status fcheck one box)
1312 Chicago Ave @) Jnal ﬁﬁﬁ&?ﬁ;‘fm‘:’am‘” Co
City State ZIP coda Married
St. Paul Park Married, but withhold at higher Singia rate

Empioyees: Read Instructions on back, complete Section 1 OR Section 2, slgn and giva the completed form to your amployer. (Do not complete
both Section 1 and Section 2, Completing both sections will make the form Invalid.)

O3 section1 — Determining Minnesota allowances

Complete Section 1 i you claim fewer Minnesota allowances than vour federal allowances, AND/OR If you want additional Minnesota withhold-
Ing deducted each pay pariod,

1 Total number of federa} allowances claimed on federa] Formw-4 ................... 00000000006008 000 LS TRe TR S
2 Total number of Minnesota aﬂowances{lfancannatbenmre thanlinel) ....................... 960009 —L.*____
3 Additional Minnesota withholding you want deducted each Rayperiod............ il terbosans 38

£ section 2~ Exemption fram Minnesota withholding
Compiete Section 2 you clalm to be exempt from Minnesota Income tax withhalding fsee Section 2 Instructions for qualificotions), ¥ applicable,
check one box below to Indicate the reason why you belleve you are exempt:

{ maet the requirements and claim exempt from both federa} ang Minnesota income tax withholding,

[T} &ven though ! cid not claim E¥empt from federal withholding, | clalm exempt from Minnesota withholding because | had no Minnesotg
Income tax llability lzst year, | received a refund of all Minnesota income tax withheld, AND | @xpact to have no Minnesots income tax labiiity
this year,

My spouse Is a military service member assigned to a military location in Minnesota, my domiclle {legel residence) Is In another state, AND |

am In Minnesota solely to be with my spouse. My stete of domicile Is
dizman Ametican Indian fiving ang working on a reservation,

{am a member of the Minnesota National Guard Oran active duty U.S. milttary member and clalm exempt from Minnesota withholding on

my milltary pay.

| receive a military pansion or other milltary retirement pay as caleulated under Titje 10, 1401 through 1414, 1447 through 1455, and 12733

and claim exemat from Minnesota withholding an this retirement pay.

1 certify that oll information Aravided in Section 1 OR Section 2 is correct. | understand there is o $500 Penaity for filing a faise withholding allow-
ance/exemption certificate. g

i darlang bl ™ Apr12,2018 e 63-742-7346

Employees: Give the completed form to your employer.

Employers

If you are required to send a copy of this form 0 the Department of Revenue (see instructions), you muyst enter the employer information below
and mail this form to; Minnesota Revenue, mail Station 6501, St. Paul, MN 551468501, {Incomplete forms are considered Invalid.) A $50 penalty
may be assessed for each requirad Form W-AMN not filed with the department,

Keep a copy for your records,

Name of employer | Federal employer D number {FEIN] WMinnesots tax 1D numbsr
! 1

Address City State 2P code

fRer. 32717} Questions? - Wabsite: Www.revenue.state.mn.us, Emall: withholdrng.tax@sme.mn.us. Phone: 651-282-5959 or 1-800-657-3594,



erploerse o, 47 g g
Direct Deposit/Payroll Debit Card Authorization
Employees have the
If you do

S ST O L T G T
| $©] Direct Deposit (Please compiere Sections 3 and 5 below)
Deblt Card (Pleass complete Sections 4 and 5 below)

ake up iv 7 days to be activates
1 understand and acknowledge that if I do not provide a
voided check with this direet deposit form, ] am
responsible for any delays in payroll or extra costs
incewrred if the account number that 1 provide is incorrect,

Initia] MW Date 04/12/2018 !

[ Tohelpusuvoidmaldnganm,pluuamwnpyoﬁvoidedclmck.(adepodtlnpwmuotwork)
. Ifyouchangebanh.donotcloaeyowoldbmkaccoumunﬂlyowdirectdeposithasmwdmthencwhnk,vdﬁchmymnaymﬁod;

Bank Name:

Wells Fargo
091000019

Federl lawzequﬁtsaﬂﬁnancialinsﬂm&onstoobmin.vard‘y' .mdmdinﬁxmaﬁanﬂmidmﬁﬁasmhpmonwhocpmmammlnordwto
mquestaPaymﬂDebitCaxﬂforyou,womustpmv!deaﬂ oftbcfonowinginfonnaﬂonthatwﬂlanbletheﬁnaucial instimﬁunmidnnﬁfyyou.lf
youdonotmbmitaDimctDeposithaymllDebitCm'd i i

WhﬁmmMueyouaPaymuDebit
Cm'dhopayyom:wages.memﬁan,mcﬁnauciﬂinsﬁwﬂonmayaskyuummwidcﬁmaddiﬁonalid

euﬁﬁcaﬂnninformaﬁcnsolheycan

varify your §

Bmeptfarthewnﬁngmdmnmnumbw,ESSGdonothWemmmyhfmmﬁon your Payroll Debit Card account or

g;anmgtiom. yomﬁmtpayday,youwiﬂreceivayomnyw?aymﬂDebitCard,andapwket j all of the terms and conditions, You will
en

sign acknowledgingthatyou recelved the Payrull DebxtCm-daudpanket.YourPaymll Debit Card will
wages,

CARDHOLDER INFORMATION (a8 yom want your Payroll Debit Card o be issucd)
Fitst Name Ml Lasr Name Dats of Birth
Streot Address (o Bax NoT ACCTFTATLS Social Secarity#

Cell Phone {mobile)

City State { Zip

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

Employee’s Signature: o (1w iy -2 ae Date;_APr 12,2018
SECTION 5 AUTHORIZATION! T
1 authorize ESSG 1o directly deposit my periodie WagLs conopensation payments, nct of required tax withholdi

other required withholdings

gk,
or autherized dednetions, into ay account(s) as designated above and to iniriate, if necessary, debit entries and adjnstmenrsfor any credit entries
mede in vrior to my account(s), * E~mail is required for pay stab information. |
*E-mail: Marlenalee3@yahoo.com @

this information will anly be used to seqd your paystubs electronically

Employee‘s signammz Martena 30ems Jip 17, 2000 D&te: Apr 12’ 2018 ]




EMPLOYER SOLUTIONS STAFFING GROUP
BACKGROUND CHECK AUTHORIZATION

Marlena Williams
(First) {Middie) (Last)

Employee Name:

Former Name(s) and Dates Used; Marlena Bourne Birth -1993, Marlena Lee 1993-2007

Current Address Since; /2016 1312 Chicago Ave St Paul Park MN 55071
(Mo/Yr) (Street) (City) {State/Zip)

(Mo/¥r) (Street) (City) (State/zip)
Previous Address From; 122424 Ave N Mpls MN 55411

(Mo/Yr) (Street) (City) (State/zin)
Socfal Security Number: 339662703 DOB: 12/14/1972

Phone Number: 763-742-7346

Driver's License Number/state; RG08182533214

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

I hereby authorize Employer Solutions Staffing Group, LLC and its deslgnated 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, hirth records, and any other pubilic records,

i further authorize any individual, company, firm, corporation, or public agency to divuige any and ali Information, verhal
or written, pertaining to me, to Employer Solutions Staffing Group, LLC or its agents. | further authorize the compiete
release of any records or data pertaining to me which the individual, company, firm, corporation, or public agency may
have, to include information or data received from other sources. Emplover 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 persona) Information, including, but not limited to, addresses, social security
numbers, and dates of birth,

Signature; 0l illiamy Date:  Aprl2,2018

Notice to CA, MN, and OK Residents:
W

Please check the box below if yau wish to receive a copy of a consumer report that is requested.
(B! wish to raceive o 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: Marlena Williams
Addregs; 1312 Chicago Ave St. Paul Park MN 55071

Home Phone: 763-742-7346
Please list two peaple (in pr;odt; ﬁifggg;ﬁ? &ﬁtﬁw in case of an emergency

Contact #1 Home Phone:

Name: John Williams Cell Phone: 763-843-6299

Relationship:  significant other Work Phone:
Contact #2 Home Phone:

Name: Noah Lee Cell Phone: 7636075132

Relationship:  son | Work Phone:

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

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



empiover soluuons staifing troup.

STATEMENT OF CONFIDENTIALITY

This agreement made this} 3 day of ﬂ-@f l \ , 201 _& between
Employ olutions Staffing Group LLC, herein&fter referred to as “employer”,
and (s ¥ hereatter referred to as "employee”.

WITNESSETH:

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

In view of the difficulty of determining the amount of damages which may
result to the employer from a violation of any of the provisions hereof, the
employee agrees fo 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.

“ariena \illiamns Aps 12, 2016}

Employee Signature

———
e,

mployer Solutiors Staffing"Sroup LLC, Representative
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INJURY MANAGEMENT PROGRAM

Injured Worker’'s Responsibilities

g

As your employer, we are concerned about your full recovery. Reasonable and
necessary medical care will be pald 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 Ieave the clinic if
possible.

Obtaln a Report of Workabiliity from your physician at every appointment, a
minimum of once every two weeks, M.R. 5221.0420 requires that your physician
cooperate with return to work planning and that you be released to return to work
at the earllest 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 depariment. The work may or may not be on your
usual shift,



Maintain regular, weekly, communication with your employer If you are unabie 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 fo receive

I have read my responsibilities and agree to abide by these guidelines.
Signed: Hriens Wil fRor 12, 2036)

Printed Name: Marlena Williams
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Important/Importante
LOST OR STOLEN PAYCHECKS

If a paycheck Is lost (missing, misplaced, destroyed, lost in the mail, elfc.), 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 fo 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

S1 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. 51 se puede verificar que el chegue no ha sido cobrado,
ESSG se detendrs e cheque de pago y reemitir e cheque a usted, descontando
uncargo 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

cheque fue robado. Si ef cheque no ha sido cobrado Y sl la pérdida del cheque
no fue su culpa, ESSG emitird un nuevo cheque y no hay cuota se deducira.

AGREED/SE ACUERDA—

Name/Nombre (con letra de molde): Marlena Willlams

Signature/Firma: 4011203 £10 amms (s 13, 308,
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ESSG WORKPLACE SAFETY POLICY

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

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

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

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

(4) Establish or update operating procedures and communicate them so that
employees follow safety and bealth 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 safs 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 basie rights;

- » Right to refuse unsafs 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 to ingpect the site or issue a citation. And, you can file g complaint if
you are punished or discriminated against for acting as a “whistleblower® under the
OSH Act or 18 other federal statutes for which OSHA has jurisdiction, or for

If you believe that your right to a safe workplace has been violated, you can make a

"

report to a manager of the host worksite employer and/or ESSG (by telephoning
952.835.1288/1.866.496.7578) and asking for the ESSG Safety Director. You can
also contact OSHA directly with any concern. ESSG recognizes the serious nature
of ensuring workplace safety will endeavor to protect any employee who may have
been subjected to unsafe or hazardous worksite conditions,
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Acknowledgement of Receipt of Workplace Safety Policy

I certify that I have received a copy of Employer Solutions Staffing Group’s ESSG
WORKPLACE SAFETY POLICY. I understand that it is my responsibility to read
this policy and ask my supervisor, a member of management or to telephone
Employer Solutions Group (ESSG) at 952.885.1288/1.866.496.7578 with any
questions I may have about this policy. I agree to comply with ESSG’s policy on
ESSG WORKPLACE SAFETY POLICY and I understand failure to comply is
grounds for disciplinary action, up to and including termination.

I also agree that if at any time during my emaployment 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
952.835.1288/1.866.496,7578 in order to obtain assistance in the resolution of such
matters.

Employee Name (Please Print)
Marlena Williams

Employee’s Signature:

Herieaa Wilams { pr 12, 2016) Date: Apl" 12,2018




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. I have read the entire contents of this policy and | am aware and fully
understand: (a) the pollcy and its contents; (b) what conduct the policy prohibits and the
consequences of such conduct; () my rights under the pollcy and the consequences if |
exercise certaln 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 unitateral employment contract or offer thereof.

3. | hereby voluntarily consent to ESSG, or its health service providers, or
other persons or entitles 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
analysls on the sample provided by me. 1 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.

GareaeWiliams f\pr 32, 058

Individual’'s Name

Apr12,2018
Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



o OO0 Pre-Screening Notice and Certification Request for
(Rev. March 2016) the Work Opportunity Credit OMB No. 1545-1500
i R oasY | b, ntormation about Form 8850 and s separate instructions is at wwiw.irs. gov/fonmasn,

Job applicant: Fill in the lines below and check any boxes that apply. Complete only this side,
Yourname  Marlena Willilams Social security number > 328662703

Street address where you live 1312 Chicago Ave

City or town, state, and ZIP code St. Paul Park

County washington Telsphone number 1 63-742-7346

if you are under age 40, enter your dats of birth (month, day, year) 12/ 14/1972

1 Check here if you received a conditional certification from the state workforce agency (SWA) or a participating local agency

for the work opportunity credit.

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

* | am a member of a family that has received assistance from Temporary Assistance for Needy Famiiies (TANF) for any 8

months during the past 18 months,

¢ | am a veteran and a member of g family that received Supplemental Nutrition Assistance Program (8NAF) benefits (food

stamps) for at least a 3-month period during the past 16 manths,
» | was referrad here by a rehabiiitation agency approved by the state, an employment network under the Ticket to Work
Program, or the Department of Veterans Affairs,
* lam at least age 18 but not age 40 or older and | am a member of a family that:
8, Received SNAP benefits (food stamps) for the past 6 months; or
b. Received SNAP bensfits {food stamps) for at least 8 of the past 5 manths, butis no longer eligible to raceive them,
¢ During the past year, | was convictsd of a falony or released from prison for a felony.
* | recsived supplemental security income (SSI) benefits for any month ending during the past 60 days.

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

past yesr.

3 E 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 Oheck here if you are a veteran entitied to compensation for a service-connected disability and you were discharged or

releasad from active duty in the U.S. Armed Foress during the past yesr,

§ [D Check here if you are a veteran entitled to compensation fora service-connected disabliity and you wers unempioyed for a

_ period or periods totaling at least 6 months during the past year.

Check here If you are a member of a family that:
* Received TANF payments for at least the past 18 months; or

* Reoeived TANF payments for any 18 months beginning after August 5, 1997, and the earflest 18-month period beginning

after August 5, 1987, ended during the past 2 years; or

* Stopped being ellgible for TANF Payments during the past 2 years becauss federal or state law limited the maximum time

those payments could be mads,

-~

You received unsmployment compensation,

Check here if you ars in a period of unemployment that Is at least 27 conseoutive wesks and for all or part of that period

Signature—All Applicants Must Sign

Under penalties of perjury, ! declare that | qave the above information to the employar on or before the day | was affersd a Job, and %t is, to the best of my knowledge, trus,
carrect, and complete,

Wi

Job applicant's signature B 17 <no - Zoris g Date APri12,2018

For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 228511 Form B850 (Rev. 3-201¢)



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

EMPLOYER SECTION:

Client: ] Company;

Location: Position; Starting Wage: §
EMPLOYEE SECTION:

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

Marlena Willlams 1312 Chicago Ave St. Paul Park 55071

SSik Date of Birth: Age: Have yon worked for | If yes, location:

this co; before?
339662703 12/14/1972 45 | YelJ No[® N/A
Please coniplete 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) O 5‘

at any time since August 5, 19979 (if yes, please provide information below.)
Nawe of the person receiving benefits: _____ Relationship to you:
City: Commty: ______ State: _____

2. Have you or has anyone living with you received Food Stamps (SNAP) at any time during the past 15 months? @) @
(I yes, pleass provide information helow:)
Name of the parson recelving banefits: ——. Relationshiptoyon: __
City: County: _____ State:

3. Have you received Supplemental Security Income (SSI) at any time within the past 3 months? OO @
Please nots, this is aot the same as Social Security benefits (SS) or Social Security Disability (SSDI) benaefits.
*{fyou checked yes pleass provide a copy of your 85I documentation,

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

m Vocational Rehabilitation Agency g Dept. of Veterans Affairs [ﬂ] Employment Network (Ticket to Work Program)
Name of Agenoy: _____ Phone#;
City: Connty: ____ State:
*¥ you checked yes please provide a copy of your active Individual Work Plan and Ticket to Work documentation,

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

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

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

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

Q
O]

o] @ ap
@ @ ep

7. Have you been convicted of a felony or released from prison for 8 felony conviction in the past 12 months?
Conviction Date: Release Date:

Was this a [} Pederal or [ State conviction? ¢ State - County: ____ State:

i , Additional Tgx Credits
| 1EC (Native American): Are you or your spouse 8 member of a Native American Tribe? O @
Ifyou checked yes please provide a copy of your CDIB card,
CA Residents: [[ | Aro you the child of foster parents? [[] Do you recsive CalWorks? £ Workforce nvastment Act? |
Are you & migrant or seasonal farm workor? I]:I Have you ever been convicted of 8 risdemeanos” |
[ SCResidents: [[] Do you receive Family Independencs Benofits? ;

PLEASE READ, SIGN, AND DATE:
Under penalties of perpury, 1declare the information above 1o be irue and accurats: to the best of my knowledge, and | hereby authorize any agency, erganization, or

individuals w supply such verification or informanon tha gy be needed to determine 1ax credit eligibility to my employer. employer representative (Associaied
Cansultanss, Inc. dba Remrotas), or the Department of Lahar.

New Employee Signature: W Date: Apr 12,2018




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

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

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

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

New Hire’s Signature; MMML@,@W i Date APri2,2018

New Hire Name: Marlena Williams

Social Security Number; 3assez703
Employer Name:

Please check the statements below if they apply to you.
O  1declare that I 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 Nofios: - :

The Intemal Revenue Code of 1985, Seclion 51, as amended and its enatfing lagisiation, P.L. 104-188, smmmasmwmmmmasamm
“designated” agencles responstble for administering the WOTC ceriification procedures of this progrmam. The informafion you have provided completing this
Tom wil beMmdbyywemployertnﬁeStatsWoﬂdomAgmcy. Provision of this information Is voluntary; howsver the information is Tequired fo
determine your employar's eligbify for the fedaral tax credit

T e v e

Persans are not required o respond 1o this coliection of information unless it displays & cumently valid OM B conrol number. Respondents' obfigation to
complate this fom is required 1o obtaln or retain banefits {P.L. 111-5). Public reporfing buﬁmbaﬁmaﬁbwmags10nﬂnutesmr% Including the
fime for reviewing Insiruciions, sarching exising deta sources, gatharing and maintaining the data needad, ang complating and reviewing the colleation of
mbmnmmmmregmmmmmmmmeuampmmfum Division of Nafional Programs Tools Technical

Room C-4510, Wasfiington, D.C. 20210 (Paperwork Reduction Project 1206-0371), Please do not submit complated forms 1o this adress,

117-

ETA Form 9175 (Rev. November 201 68)



Fixed Inde_mmi_ty Medig:aﬁ Bem_eﬁts_PEw 2

VH, . RIP0LESGY ofcsustony  lOCATION. i e RO DR i

ENRCOLLMENT FORRA ESC CUUNAC-MN;) 21 v18.2

i\i HITH o 556 ' .t # P Ph 2
™ Marlena Williams oy e~ Se[ [yl 1M
Address 1312 Chicago Ave o
Tty  STPaulPark i Siste MN Zp 55071 Date of Birth
e e 7. 77,
e IR o = 2 ot b o
oL @XesNe ffYes, plezse continue.

Medicare Sfective Date

I . 10 et 8 04 et o P 0 o n s ser e s e —

- EIECTOT 0 . ____ _Peyroll Deducted Wooky Rates
You MUST select a coverage leve! before any penefits in Section C, Your coverage leve! for the all oenefiis in Seciion C wil be
identical. The Fixed Indemnity Medical Pian, Den-al Plan, Term Life Pian, ana Short-Term Disability plana are underwritten by BCS

insurance Comgany. The Vision plan is underwritten by Companien Life lsjsurance Company.
SELECT COVERAGE LevEL OCi0 WBEMNITY | poyipy) VISION TERMLIFE | 3HORETERM
Employee Only $2025 $6.17 ,;' $2.42 ,__".. 50.60 . v $4.20 ‘,3'%;
Employee = 1 $41.10 $1236 | $4.92 $0.90
Employee + Family $54.88 $20.36 $6.56 $1.80
NO to ALL Benefits @] @Y&s ®1no gYes ®ino | O] Yes No Yes @ No Yes @ No

'This coverage is not availakle %o residents of N, HI, or PR. *5TD is not available to persons who work in CA, Hi, NJ, NY, or Rl

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

Nams Relationship

DI Gl DL NDEN O T AT &k, L e L
Name Socia! Security# Dete of Birch  Sax Relationshi

/7 M LTl Spouse E Chitd [[] Domestic Partner
Name Social Security # Date of Birth  Sex lationship

(0O @@ Hl Spouse] ] Chile [[IDomestic Parner
Name Social Security # Cate of Birth_Sex Reletionship

/7 L—_IED [[Mhpovuse 0 chidbomastie Pariner
Name Sociel Security # Date of Bith  Sax Rertionshin

/! BTQ’B @] Spcuse O C’-:‘ld Domestic Partner

IYSP——

] YOU WUST SIGN AND DATE, EVEN IF YOU DECLINE COVERAGE

2t e

ol e ) 14t n o st v . [N R

| have reac tha benefi packet and understand its limitations. | understand that open enrelimens s anly evailable fer
& limited time and | understand that making re benefit selection 's a ceclination of coverage,

oare WAL psionatuRe A

*This Plan DOES NOT Alleviate the Individual Mandate Penalty*

Thisis an Essermal Ss8RCARE Enroliment Form,
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He:.rTsaE/~
Enhanced MEC_Plan 1

Name (First and Last)

Marlena Williams 339662703
TAddress City T 5w Zip Codo

1312 Chicago Ave 1 StPaul Park MN 55071
Gonder L1 e | theril 5555 1] ST B ST Dota of i

Female [ ] Memed [] pivorced 12/14/1972
Phone Number: “Emall Address:
7637427346 marlenalee3@yahoo.com
Please Select Desired Ceverage:
Employee Oniy - [ Employes+Spouse - Employee+Chiid(ren) - 7] Family -

E' $24.00/Week $38.00/\Week @ $38.00/\Week $63.001Week

=S 8
: i ! Femalo ﬁ Domwstic Partner
Soda) Securily# Eamm Sex Rela!ionship
- ! D Male Spruse D Chitd
T NG LY i a3t Nams ‘ [] Femais [T] Domestic Partner
m‘_‘m " ™ N e ..‘ - " s = T -. ‘1 P ; fi .-. , = ”_.. : _:. ‘.'_' T
TN | L]

1531 250 Ackmoadad remer zirt Sy atior - | haraby apply for the group bensfit{s) as indicated, | acknowledge that all entries are true amd complate and that
any misstataments or fallure to report information may ba used as tha basis for capcellstion of covarage for me and my tependentfs), if any, from the originat
effactiva date, Further, | authorize my employar fo make the necessary payroll deduction of premiums for covatages | have elested,

’IF ENROLLING - YOU MUST SIGN HERE

Emnployse Signature oale  Apr12,2018

E/DL) BES DECLIIG | am DECLINING cov e '

lundnmmndﬂmland!oruw dependents, Fany, walve any soverage and desim to participate inthe plan a: a fater date. tMemybaoonsldetedalmmlleamd
| must mest the requirements dsfined in the Curtificats ofCoveragafnrﬂwcompauy‘s metiical or dentat pians. If § decfina envoltment for myseif or my depandents
{ncluding my apouss) busause of ather qov s § may. In future be able to enroll myssif or my dependeinls in this plan, provided | Tequest snroliment within 94

[days after the othor covarage ends, In addition, it 2 new dapandant relafionship forms &5 o rasult of marriage, birth, adapfion, placement for adoption of parting sult
|- of adoption, ! may ba zbla to ensoll myself or my dependant, providad | vequest enrollmart within 81 dnys of the svant. :

IF DECLINING- YOU MUST SIGN HERE
f P

| Emplayee Signatute (7o s e feria pae APr 12,2018

Employer Scluilons Siaffing Group Heahi Benefits Team
PO Box 48370
Minneapolis, MN 55344
Phone; 052-767-8518 Fax; 852-767-8515
Emajl: Hatm@employe'rsolutlons;roup .eom




