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E-Verify: Print Case Detalls - Preview

SENSITIVE BUT UNCLASSIFIED

Casag Verification Number: 2017271153949DE
Report Prepared: 00/20/2017

Information

——Company I 374 Company Name: Employer Solutions Staffing Group

Em| Information
Last Name: PERKINS Firet Name: MARZELLE
Date of Birth: 05181888 Soclal Security Number: *** ** 8331
Hire Date: 09/28/2017 Ciiizenship Status: A clizen of the United States

Documant Information

LlstBDowmmtDﬂvafalbommlDwdhuudhyau.&m«wﬂmen List C Document: Social Security Card
Document Namae: Driver's license Documant State: Georgia

Driver's License or (0 Card Number: Document Expiration Dats; 0508/2024
Casa Status Information

Final Case Rasult: Emplayment Authorized Employer Case ID;

Case Submitted On: 09/28/2017 Crse Submitted By: KRIT7027
Closed On: 09/28/2017 Closed By: KRIT7027

Closurs Statemant: The employes continues to work for the employer after racelving an Employment Authorized resuit.

SENSITIVE BUT UNCLASSIFIED

hitps://e-verify.uscis.gov/web/PrintCaseDetalls.aspx7CaseVerNum=2017271153848DE
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PO Box 46270
Eden Prairie, MN 55344-9956
Tel: 952.835.1288

www.esgstaffingsolutions.com

employer solutions staffing group..

New Hire Application

Personal Data-- PLEASE PRINT LEGIBLY IN INK

Last Name B-g&’ms First Name £924.2 N E Middle Initial

Street Address §4/ A/ AsbrV <7 Aptiste _/D)

City/State/Zip MQL 255/ Social Security Last Four XXX-XX-& 23/
Phone Number 5/ ~20% -355 2 Email Address go@2grat, 24 @ %z..‘,z ¢ 0 h

Staffing Agency/Recruitment Partner _ﬁ)’?

All offers of employment are conditional upon satisfactory proof of identity and legal ability to work in the U.S.A.
Are you iegally authorized to work in the United States of America? - YES [INO

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

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

Hapzelle ?Egl/rt.;z e T A L P4
Name (Print or type) Applicant's Signature Oate 7

\

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

For ESSG Office Use Only
DOH NHw | X:] 8850 w4
Emergency Contact Info Background Release Form Background Resuits Unemployment Letter ESC Application
(If applicable)
For ESSG Client Use
DOH ROP Work Site Loc. WC Code

ESSG - Rev. 0412017



‘The excaptions don't apply to su lemental es Nonwage Income. if you have g | e amount of
F Ol‘m W'4 (201 7) graatarﬁtgz m.ooo,oo&p i e R nonwagge Income, such as lnterestal':gr dividends,

Basic instructions, If you aren't exem complets conslder making estimated tax ents using Form
Purposs. Complats Form W-4 so that your the Personai Allowanxlgs Worlmheat%télow. The 1040-ES, Es“’;‘;éﬁ' Ta’,‘& 'l?mg'n"& Oth o
employer can withhold the correct federal Income worksheats on page 2 further adjust your you mﬂl{ ows Oggb o 1‘1"11 danﬂ p“an on ﬁr i
from your pay. Consider completing a new Form withholding ellowances based on ftemized a"'l'_'“s'tty "mﬁt?{h“& o Form Voo W _&%‘ Shou
W-4 each ysar and when your personal or financial deduotions, certaln credits, adjustments to Income, adjust your oiding on Form W-4 or .
on changes, or multiple jo ons. earners or multiple Johs. if you have a
situati two-eamers/multiple jobs sftuat] mr?d itipk ba.lf]bt;] th
on from withholding, If you are exempt, Compiete all workshests that . However, you Horyng apousa or more than one job, figure the
oomp?ete onlyfines 1, 2, 8, 4, an!g and sign mp; may clalpm fewer (or zslg allowa:pcgé.y For regularyo m‘a’""“’gs s"l"f allowﬂ:;‘cgéyg%ara 5""'?"“ g‘g claim
form to validats it. Your exemgﬂon for 2017 expires wages, withholding must bs based on allowancas w by #t,:ur m 8’,";]“9 u:ually wit g';'%.%’é? m’g‘m
:negrgﬁryn‘[&ggj& 8ee Pub. 5085, Tax Withholding ly)t:nu clalmeéd o?nu?a rg:sy not be a flat amount or when all allowances are clalmed o, the Form W-4

for the highest pa ing job and zero all are

a8

Note: If another person can claim you as a dependent Head of househoid. Generally, you can claim head
retum, ERETID U-Radesheig filing statts o vodress =

o} [=his,
on his or her , you can't claim exemption ] : 58X return on
rom withtwiding it your total Income exceeds $1,050 are unmarriad and pay more than 509 of the Nonresident allen. if you are a nonresident allen, see
and Inclzludes ‘more damso g)uneamed incame (for égum odf ms:lng up s hguzillyi?yflgr xoglraelf and your “gﬁce ?:ft' ﬂ"&g’%“mcmx%mcggm for
example, Interest an ends), en s) or other g g individuals, Ses nresl d g
Pub. 6§01, Exemptions, Standard Deduction, and Cheok your withholding. After your Form wW-4 takes

m,,,“’,,’ig;ﬂ“,‘,’:;nmmhg{gﬁ;;‘,}:g ﬁ%,?fm‘g,g';g,s Filing lrrfnmxaﬂog?for fnfnrrnatlon. use Pub, 605 to see howxﬂge amount you are
a dependent, ff the employee: Tax t:ur‘-ﬂns. mu can w:il pvr;]glctad tag cr:fdlts Into :,‘Dal_"g'oq .‘;”?;':Eu?'gggfz: ;"BBY,:};; ﬂf;{;ﬁt:gmt‘ﬁ';“
* Is age 65 or older, mnldlr?gﬂg"w?gnygelg. Credita feo;lgmlde;r dependent exceed $130,000 (Single) or $180,000 (Maned).
® |3 blind, or cara expenses and the child tax credit may be alaimed Future developments, Information about any future
* Wil clalm adjustments to income; tax credits: or gsln ‘Ithbe Persfgnlal Allowances Work:r:éleai below. fle\'r:llo ments m Ft:mnrel W-4 (su%I}" tlasb

4 3 rmati (o] osted
femized deductions, on his or her fax retum. crecits it Withon o ancry o COTVertng your ter ot W govved, o e reiease I wil be p

Personal Allowances Worksheet (Keep for your records.)
A Enter “1” for yourself if no one eise can claim you as a dependent . 90 © 0 0 0 6 06 o o o
* You're singie and have only one job; or
B Enter*1"if { ® You're married, have only one job, and your spouse doesn't work; or }
* 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 enter *-g-* If you are married and have either a working spouse or more
than one job. (Entering *-0-* may help you avoid having too little tax withheld) . . . . ., . | 5
Enter number of dependents (other than your spouse or yourself) you will claim on your tax retumn . 5 o o
Enter *1” if you will file as head of household on your tax retum (see conditions under Head of household above)
Enter *1” if you have at least $2,000 of child or dependent care expensas for which you plan to claim a credit
(Note: Do not include child Support payments, See Pub. 503, Child and Dependent Care Expenses, for detalls,)
G Child Tax Credit (including additional child tax credit). See Pub. 872, Child Tax Credit, for more Information.

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

* If your total Income will be between $70,000 and $84,000 ($100,000 and $119,000 i married), enter *1” for each eligble chiid, G
H  Addlines A through G and enter total here. (Note: This may be different from the number of exemptions you claim on your tax retum.) > H <1

® If you plan to temize or claim adjustments to income and want to reduce your withholding, see the Deductions
Foraccuracy, | ap Adjustments Workshest on page 2.

A

o0

T

mmo
TMmoOO

complets all ® If you are single and have more than one job or ars married and you and your spouse both work and the combined
worksheets eamings from all jobs excesd $50,000 ($20,000 if married), see the Two-Eamers/Multiple Jobs Worksheet on page 2
that apply. to avoid having too little tax withheld,

® If nelther of the above situations applles, Stop here and enter the number from line H on line 5 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. 1546-0074
SRS | et iy M Vo e el camton e wibanats | (0) 7
1 Your first name and middie Initial name 2 Your sacial security number
Yurzey, *i‘lé’nw G2-02 -~ 232/
Home address {number and strest or rural route) 34 singe L1 Maried L1 Married, but withhold at higher Single rafe.
Sy o AsBur Y 87 Note: If married, but legally separated, or spouse Is & nonresident alien, chack the *Single” bax.
City or town, state, and ZIP code 4 Ifyour iast name differs from that shown on Your social security card,
_O7 Yau/ M 55 check here. You must call 1-800-772-1218 for a replacement card. > []
5 Total number of allowances you are claiming (from line H above or from the applicable worksheet on page 2) | 6 | ;
6 Additional amount, i any, you want withheld from each paycheck . . 5 0 0 0 6 0o 5 o o o & o 6|9
7 | claim exsmption from withholding for 2017, and | certify that | mest both of the following conditions for exemption. i
® Last year | had aright to a refund of all federal Income tax withheld because | had no tax llability, and
® This year | expect a refund of all federal Income tax withheld because | expect to have no tax liabliity.
If you meet both conditions, write “Exempt” here. . . ., . 00,9206 9 0 6 a0 0%
Under penalties of perjury, I declare that | have examined this certificate and, to the best of my knowledge and bellef, it Is true, correct, and complete.
Employee’s signature ~
(This form is not valid unless you sign it) » A

Date» < 77
8 Employer’s name and address (Employer: Complete lines 8’and 10 only if sending to the l’hS’.’ 9 Office code (optional) | 10 Empidyer Idedtification 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 s
U.S. Citizenship and Immigration Services Expires 08/31/2019
P>START HERE: Read instructions carefully hefore completing this form. The instructions must he aval

during completion of this form, Employers are liabls for errors in the completion of this form,

ANTI-DISCRIMINATION NOTICE: It is liiegal to discriminate against work-authorized Individuals, Empioyers CANNOT specify which
document(s) an employee may present to establish employment authorization and identity. The refusal to hire or continue to employ

an individual because the documentation presented has a future expiration date ation

Egy

S n 9. Employee Infermation and Attestation (Employees must compiete and sign Seafian 7 of Farm +8 no later
than the first ddy of emplo

Yt but nat befor auospting a job affer ) ) _
Name (Family Name) First Name (Given Name) Middie Initial Other Last Names Used (it any)
bas 721
Address (Street Number and Name) Apt. Number | City or Town State ZIP Code
sBurY <7 D Sr Pl MN | §5 1/

Date of Blrth (mm/ddlyyyy)  |u.S., Social Security Number Employee's E-mall Address Employee's Telephone Number

05/07//77 |BE) b -Fldsy Wazaratly 26@0Gpe/) 457 -2p5- 7552

| am’awapé that federal law provides for imprisonment andfor 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. A citizen of the United States

|j2. A noncitizen national of the United States (Ses instructions)
|:] 3. A lawful permanent resident (Allen Registration Number/USCIS Number):

[[] 4. An atien authorized towork unti (expiration date, if applicable, mm/ddyyyy):
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; Do ‘,‘,’,},?,;’,:';;,f;,'?;’g;m
An Allen Registration Numbsr/USCIS Number OR Form 1-94 Admission Number OR Foreign Passport Number.

1. Alien Registration Number/USCIS Number:
OR

2. Form |-94 Admisslon Number:
OR

3. Forelgn Passport Number:
Country of Issuance;

-

Slgnature of Employee

Today'’s Date (mmtd/yyyy)
e L0817
rgbarer andlor Tranalator Geriiflaation (chenk anal: '
"i.-"' | 8 bt ysa @ repare o ranalatar [7] A preparet(s) andrar Warsislof(s) astialed the employes in eampisting Sectign 1.

(Frelda below must be gompleted and slgned when préparets énefor transigtirs dssist an emplayee in completing Seetion 1)

! a 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 Translator

Today's Date (mmAddpyyyy)

Last Name (Family Name) First Name (Given Name)

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

@  rvlover Complees Nt Pge - @

Form I-9 07/17/17 N Page 1 of 3



Employment Eligibility Verification
Department of Homeland Security
U.S. Citizenship and Immigration Services

USCIS

Form 1-9
OMB No. 1615-0047
Expires 08/31/2019

autharized represeniative must camplets end n Begtion £ wihin 3 business daya of the employee's first dia of emplgyment You
; daaument fram List A onammxznwmmmmuuagumdéwammw as listed on tha “Lists
Name_(-l"’;mlly Name) First Name (Given Name) M.l C!tizenshlll:/lmuﬂgmﬂnn Status
! Info from Section 1 . i
e tion ’T’eﬂq nS iGr2-2lle 1
List A OR List B AND ListC
Identity and Employment Authorization Identity Employment Authorization
Document Title Dacument Title . A cument Title
-‘M GCACA
Issuing Authority ng 0l I Issuing Authority
ale of Georgi
Document Number Document Numbg{ Document Number
él.a g;uf AN A5
Explration Date (# any)(mm/ddfyyyy) Expiration Date (i any)(mm/ddfyyyy) Expiration Date (i any)(mm/ddfyyyy)
O - 29 gy
Document Title
Tssting Authorfy Additional Information LR )
Document Number
Expiration Date (# any)(mm/ddfyyyy)
Document Title
Issuing Authority
Document Number
Explration Date (7 anyj(mm/idsyyyy)
Certification: | attest, under penalty of perjury, that (1) | have examined the document(s) presented by the above-nam

(2) the above-listed document(s) appear to be genuine
employee is authorized to work in the United States,

The employee's first day of employment {mm/dd/yyyy):

ed employee,

and to relate to the employee named, and (3) to the best of my knowledge the

(See instructions for exemptions)

Signature of Employer or Authorizad Representative

Today's Date (mm/ddlyyyy)

Titie of Employer or Authorized Representative

Last Name of Employer or Authorized Representative

First Name of Employer or Authorized Representative

Employer's Buslness or Organization Name

EMPLOYER SOLUTIONS STAFFING GROUP LLC
Employer's Buginess or Organization Address (Street Number and Name) | City or Town State ZIP Code
7480 FLYING CLOUD DRIVE  SUITE 200 EDEN PRAIRIE MN 55344
[Betlon 3. Revarification and Rehires (75 ba comprored ahd signed by employer or authorigad reprasentative)
A, New Name (i applioable) ' . B. Date of Rehire (#appiicable)
Last Name (Family Name) First Name (Given Name) Middle Initial Date (mm/ddfyyyy)

]& lfﬁ‘iti bmployes's brevigus grant o employmérf authofizalion has axp
sontinuing employment autho zatian In the space provided below.

red, provide the nformation Tor the dobuhanT oF recelpt thal eslabliehis

Document Title

Document Number

Explration Date (it any) (mmsddsyyyy)

I attest, under penaity of perjury, that
the employee presented document(s)

to the best of my knowledge,
, the document(s) | have exa

this employes is authorized

to work In the United States, and if
mined appear to he genuine a

nd to relate to the individual,

Signature of Employer or Authorized Representative

Today's Date (mm/ddyyyy)

Name of Empioyer or Authorized Representative

FormI-9 07/17/17 N

Page 2 of 3
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Acknowledgement of Receipt Antiharassment Policy

Icertify that T have received a copy of Employer Solutions Staffing Group’s Antiharassment Policy. |
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 952.835.1 288/1.866.496.7573 with
any questions | may have about this policy. | agree to comply with ESSG's policy on Antiharassment

* and understand failure to comply is grounds for disciplinary action, up to and including termination.

| also agree that if at any time during my employment | am involved in any employment dispute or | am
subjected to any type of discrimination, including discrimination because of race, sex, age, religion,
color, national origin, disability, marital, sexual orientation or veteran status, or if | am subjected to any
type of harassment including sexual harassment, | will immediately contact my supervisor, manager,
director or ESSG’s Human Resource Department at 952.835.1288/1.866.496.7573 in order to obtain
assistance in the resolution of such matters. _

Employee Name (Please Print)

Horzelb Doty

Emp[oyee’s Signature:

WMM %ﬁ :2% Date: ¢é? /77

22



EMPLOYER SOLUTIONS STAFFING GROUP
BACKGROUND CHECK AUTHORIZATION

{
f

qﬁ:nployee Name: MQIZEI/E %05

, (First) (Middle) (Last)

/

Former Name(s) and Dates Used:

1

! 4
Current Address Since: (@ 4/ s Mf 544 r vl I
(Mo/Yr) (Street) (City) (State/Zip)

"l]SignawreM&(/M Date: %/ ,QZ/Z/ Z

Previous Address From:

(Mo/Yr) (Street) (City) (State/Zip)

Previous Address From:

(Mo/Yr) (Street) (City) (State/Zip)

Social Security Number: éﬁé -02 - L.??L DOB:05— / 0 f//%ﬁ
( /4
Phone Number; és—? ’4 G¥ ~ 3652

Driver’s License Number/State: 0o ) 2212 52

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

report may include, but is not limited to the following areas: verification of social security number; credit reports,
current and previous residences; employment history, education background, character references; drug testing, civil
and criminal history records from any criminal justice agency in any or all federal, state, county jurisdictions; driving
records, birth records, and any other public records.

I further authorize any individual, company, firm, corporation, or public agency to divulge any and all information, verbal
or written, pertaining to me, to Employer Solutions Staffing Group, LLC or its agents. | further authorize the 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.

Notice to CA, MN, and OK Residents:
\l—l‘\

lease check the box below if you wish to receive a copy of a consumer report that is requested.
O 1 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: W[”;S
Address:Mﬂ;y 57-

Home Phone: &5°/- J 0% ~-355.2

T T EMERGENCY CONTACTR
Please list two peaple (in priority order) Wwho oould be contagted in case of an emargency
Contact #1 Home Phone:
/) IName: /‘/&ﬂ’}@ﬂ V. HHmeeD Cell Phone: 5/ -8/5- DJ’Z/
Relationship: fyfﬂl frienp 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.



empioyer solutions staffing group..
Wage Payment Method Anuthorization (Minnesota)

Employess have the option of receiving wages by Direct Deposit and/or yroll Debit Card.
If you do not provide a written election, v ages will be pai ;

)N
|| Direct Deposit (Please complets Sections 3 and 5 below)  Note: Direct Depasit accounts may take up tn 7 days to be activated
b/ | Payroll Debit Card (Please complete Sections 4 and 5 below) [ Paper Check (Ploase complete Section 5 below)
SECEION 3 DIREGE D EROSER
I understand and acknowledge that if I do not provide a
voided check with this direct deposit form, I am
responsible for any delays in payroll or extra costs
incurred if the account number that I provide is incorrect.

Except for the routing and accomnt number, ESSG does not have access to any information regarding your Payroll Debit Card account or
transactions, On your first payday, you will receive your new Payroll Debit Card, and a packet containing all of the terms and conditions, You will
then sign acknowledging that you received the Payroll Debit Card and packet. Your Payroll Debit Card will be reloaded on each payday you receive
wages.

CARDHOLDER INFORMATION (as you want your Payroll Debit Card to be issued)

First Name Ml Name - Date of Birth
| NaOrz.elle M o5 /o
Street Address (PO BOX NOT ACCEFTABLE) Socidl Se
i &y 37 3«79’--65:” ez
i State Zip - Cell Phone (mobile
5/ Gote My | eg e LS -0 -3552,
RECEIPT OF PAYROLL DEBIT CARD (to be completed when you pick up your Payroll Debit Card)
Payroll Debit Card Routing # Payroll Debit Card Account # ~

ctly deposit my periodic wages/compensation 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.

*E-maﬂ:%éde)y/ﬁ @m,\/ a4

this information will only be used to send your paystubs electronically

Employee's Signature: M&‘ %ﬁ’&% Date: :Vﬁ ;fy/ 7




This agreement made this day o ’ 20'3/_1 , between
Employer Solutions Staffing Group LLC, héteihafter referred to as “‘employer”,
and hereafter referred to as “employee”.

WITNESSETH:

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

In view of the difficulty of determining the amgtint of damages which may
result to the employer from a violation of any of the_provisions Wereof, the
employee agrees to pay to the employer the sulm of $10,000 as liquidated
damages for every such violation; provided, howeveh,. that the B aynient 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.

L i

@?&i’ Solutions Staffing Group LLC, Representative




employer solutions staffing group..
INJURY MANAGEMENT PROGRAM

Injured Worker’s Responsibilities

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

RESPONSIBILITIES OF THE INJURED WORKER:

Minnesota Rule Sec. 5221 -0430, Subp. 1 requires that you choose one primary
health care provider. Subpart 2 places limitations on your right to change
primary health care providers. Discuss with your employer any change in health
care provider.

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

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

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

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

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



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

your physical condition.

If it is necessary to miss scheduled work due to a work injury, you must be seen
by your primary health care provider the same day in order fo 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: 2/72x Az /x/ / <z

~ £

Printed Name: }5’ f;ﬁr
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Important/Importante
LOST OR STOLEN PAYCHECKS

If a paycheck is lost (missing, misplaced, destroyed, lost in the mail, ete.), 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 wiil 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,

dra el cheque\de pago y reemitir el cheque a usted, descontando

ESSG se _.,_,
un cargo dgentre $ 25 - $ 35.

Si su cheque q§ Pago fue rgbado, primero debe denunciar el robo a la policia
antes de que podamos volfer a emitir | cheque. Una vez hecho esto, usted

debe proporcionaruna
cheque fue robado. Si el cheque no ha sido cobrado y si la pérdida del cheque

/ AGREED/SE ACUERDA—

Name/Nombre (con letra de molde): /W»WZG‘ZE ég/ //;{5

Signature/Firma: %%M
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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 health requirements.

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

ESSG is committed to vigorously enforcing its OSHA Compliance Policy.

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

* Responsibility to work in compliance with OSHA laws and regulations

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

° Responsibility to report workplace hazards and dangers

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

You have the following basic rights:

® Right to refuse unsafe work

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

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

Acknowledgement of Receipt of Workplace Safety Policy

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

I also agree that if at any time during my employment I am believe that I am

working in an unsafe or dangerous work environment, I will immediately contact

my supervisor, manager, director or ESSG’s Safety Director at

952.885.1288/1.866.496.7573 in order to obtain assistance in the resolution of such
atters.

Employee Name (Please Print)

Mopzelle  Potinse

Employee’s Signature:

s Date: /?/ﬂf'/ 7




. 8850 Pre-Screening Notice and Certification Request for

(Rev. March 2016) the Work 0pportunity Credit OMB No. 1645-1500
Dapartment of the Treasury - .
Internal Revenue Service » Information about Form 8850 and its separate Instructions is at Www.irs.gov/form8850,

Job applicant: Fill in the lines below and check any boxes that apply. Complete only this side.

our name MPM’[ 775 Soclal security number 3?3 ~dlz - G333
Street address where you live 5‘2 7 Al ,4 sBusr V s7

4

County Mé Telephone number @ 9/-768 - 3 S5 3

If you &re under age 40, enter your date of birth (month, day, year) £)57 /ﬂf/ 15 8¢
T

City or town, state, and ZIP code %7 UL M/
4

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 hereif any of the following statements apply to you.

* | am a member of a famlly that has recelved asslstance from Temporary Asslstance for Needy Famllles (TANF) for any 9
months during the past 18 months.

® | am a veteran and a member of 3 family that received Supplemental Nutrition Asslstance 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 famlly that:

. Received SNAP benefits (food stamps) for the past 6 months; or

b. Received SNAP benefits (food stamps) for at least 3 of the past & 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,

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

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

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

6 [ Checkhersif you are a member of a family that:
* Received TANF payments for at least the past 18 months; or
° Received TANF payments for any 18 months beglnning after August 5, 1997, and the earllest 18-month period beginning
after August 5, 1997, ended during the past 2 years; or

* Stopped being eliglble for TANF payments during the past 2 years because federal or state law I'mited the maximum time
those payments could be made,

7 [ Check here if you are In a period of unemployment that is at least 27 consecutive weeks and for all or part of that period
you recelved 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 ajob, and it is, to the best of my knowledge, true,
correct, and complete,

b
~— Jpb applicant’s signature p> 'ﬂ,ﬂ!z’w é Zé :_;g Date %f 7
Fo)\grivacy Act and Paperwork Reduction Act otice, see page 2. Cat. No. 228511 “ Fo 50 (Rev. 3-2016)
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Form A (rev. 03/2017) TAX CREDIT QUESTIONNAIRE
EMPLOYER SECTION:

PasiCratht Adiminisiratinn

Client: Company:

Location: Position: Starting Wage: $

EMPLOYEE SECTION:

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

Mae2€E Ferkins 56H A/ &Yy L sEm

this company hefore?

Hi3-62 -3 3 o0s/ o5 /1958 Yes[] No

\ SSi#. g Age: Have you worked for | If Jes, location:

Please complete all qnestions,/and s(gn and date the form. Yes

No

1. Have you or has anyone living with you received Temporary Assistance to Needy Families (TANF) O
at any time since August 5, 19977 (If yes, please provide information below.)
Name of the person receiving benefits: Relationship to you;
City: County: State;

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

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

4. Have you received any type of vocational rehabilitation services within the past two years? ]
If yes, please indicate which type of agency you worked with and provide their location information below:
[ Vocational Rehabilitation Agency [] Dept. of Veterans Affuirs [ ] Employment Network (Ticket to Work Program)
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,

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

Dates of Service - From: To;
Branch of Service:

Are you entitled to or are you receiving compensation for a service-connected disability?

O

O

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

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

Of O oOon;

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:

P

Wasthisa [] Federal or [ state conviction? If State - County: State:

O O og

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

PLEASE READ, SIGN, AND DATE:
Under penalties of perjury, 1 declare the information above 1o be true and accurate to the best of my knowledge, and 1 hereby authorize any agency, organization, or

ind) is to supply such verification or information that may be needed to determine tax credit eligibility to my employer, employer representative (Associated
Conswlipnts, Inc. dba Retrotax), or the Department of Labor

Nkeva mployee Signature: W&% Date: f/ ot f// 7




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.
ployers or consult bmit this SAF to the State Workforce Agency with IRS Form 8850 or if filed

.

i ear] on request filed for the new target

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

New Hire’s Signature: 7 Date ?[2';[/ 7

New Hire Name: iAgrze i€ '%f/( S

Social Security Number: 3%93-62 - (, 33/
Employer Name: Mpr2.€lle &rk i7.

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  Ideclare that | have been in a period of unemployment since

(Enter start date)

Privacy Act Notica:

The Intsmal Revenue Code of 1986, Section 51, as amended and fis enacting legistafion, P.L. 104-188, Specify that the State Workforce Agencles are the
"designated” agencies responsible for administering the WOTC cerfification procedures of this program. The information you have provided completing this
form will be disclosed by your employer fo the State Workforce Agency. Provislon of this information Is voluntary; however the informatfion Is required fo
determine your employer's eligibility for the federsl tax credit

M e e O

Persons are not required to respond o this collection of information unless it displays a currently valid OM B control number, Respondents' obligation o
complete this form is required to obtain or retaln benefits (P.L. 111-5). Public reporting burden is esfimated o average 10 minutes per response, including the
fime for reviewing Instructions, searching existing data sources, gathering and maintaining the date: needed, and complefing and reviewing the collection of
Information, Send comments regarding this burden esfimate tothe U.S, Department of Labor, Division of National Programs Tools Technical Assistance,
Room C-4510, Washington, D.C. 20210 (Paperwork Reduction Project 1 205-0371). Please do not submit compieted forms fo this address.

117-
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Notification of Minnesota Law Requirement —

Unemployment Acknowledgement

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

Job assignment from a staffing service, (1) fails without good cause 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,

I understand by signing tHis form that | a
calendar days once an assignment ends.
a separate copy of this f (L’@E itfal)

responsible to contact ESSG within 5
also acknowledge that | have received

/'\

ploysé Signature:
pilwochte il

LIS YA 14D
Employee (please print your name here)

CMG_SM - Rev. 00.2013



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 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. I 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.

Parzefle Lrk /i;é

Individual’'s Name

GYze//7

Date/

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



RECEIPT OF EMPLOYEE HANDBOOK AN EMPLOYMENT-AT-WILL STATEMENT

This is to acknowledge that | have read the Employer Solutions Staffing Group LLC Temporary
Employee Handbook and understand that it sets forth the terms and conditions of my employment as
well as the duties, responsibilities and obligations of my employment with the company. | understand

and agree that It is my responsibility to abide by the rules
" Handbook.

| also acknowledge that my employment with ESSG is not for a specified period of time and can be
terminated at any time for any reason, with or without cause or notice, by me or by the company. |
acknowledge that no oral or written statements or representations regarding my employment can alter
the foregoing. | also acknowledge that no manager or employee has the authority to enter into an
employment agreement, express or implied, providing for employment other than at-will.

siz

| also acknowledge that, except for the policy of at-will employment, ESSG reserves the right to
revise, delete and add to the provisions of this Employee Handbook. All such revisions,
deletions or additions must be in writing and must be signed by the CEO of the company. No
oral statements or representations can change the provisions of this Handbook. l also
acknowledge that, except for the policy of at-will employment, terms and conditions of
employment with the company may be modified at the sole discretion of the company, with or
without cause or notice, at any time. No implied contract concerning any employment-related
decision, term of employment or condition of employment can be established by any other
statement, conduct, policy or practice.

which the terms and conditions of my employment may change. | further understand that this
agreement supersedes all prior agreements, understandings and representations concerning
my employment with the company.

If | have questions regarding the content or interpretation of this Handbook, | will bring them to the
attention of ESSG.

DATE 4[2?[/ /7

EMPLOYEE

NAME M ﬂ
PLEASE PRINT

EMPLOYEE
SIGNATURE 1/

ESSG
REPRESENTATIVE ﬂf)]f‘

23



& ACKNOWLEDGMENT

The associate handbook was reviewed with me, and | have received my person

copy. | also
acknowledge that | have been given the opportunity fo as ~ORCerns

1. This handbook is intended as a guide and not an employment agreement that
creates a contractual relationship, and that the employment relationship may be
terminated at the will of either party at any time.

2. The changing needs of the business will require alteration in method, practices and
policies, and the company will unilaterally revise, as necessary, to meet these
changing needs.

3. lagree to notify my ESSG Consultant immediately of any change in my personal
data such as phone number, address, emergency notification, etc.

4. | am responsible for the information provided herein and will, upon my separation,
return this handbook to my ESSG Consultant.

Date: 4:/ J g/ / /

Associate's Signature: M—If
Associate's Printed Name: ﬂ')ﬂ

Orientation provided by: /M II’?

24



Fixed Indemnity Medical Benefits Plan 2

219301-ESG-1 OFFICE USE ONLY LOCATION

RehireDate _ _ /

. Vs
ENROLLMENT FORM

A. REQUIRED EMPLOYEE INFORMATION

ESC CU(UNAC-MN) P1 v18.2

PRINT USING BLACK or BLUE INK (Must Be Filled Out)

Name ] ' Social Security # Home Phone S 7
Wprzelle £rBins 372-08-633( (5] - 3oz 2582 |-
Add‘r’%,/ ( Apt. _#‘
%7 N _AHer] ST , =0
City  State ' Zip Date of Birth

k._.,.. .8 _72&{.& MA ssvY o5 1071 /% Eg

Medicare Health Insurance Claim Number (HICN)

Name of Covered Person (s): |
1. 2

! L___I__ Yes D No. I Yes, please continue.

Medicare Effective Date

| 3,

C. LIMITED BENEFITS PLAN SELECTION

Payroll Deducted Weekl; I"!ates:

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

[SELECT COVERAGE LEVEL F ”‘En':e'glgi':_”?m DENTAL VISION TERMUFE | SHORETERM
;') Employee Only [ ] $20.25 ]:? $6.17 v $242 O $0.60 :E'P $4.20 }:‘
| Employee +1 [ $41.10 $12.34 $4.92 $0.90 |
Employee + Family [ ] $54.88 $20.36 $6.56 $1.80
__ NOtoALL Benefis J] | [ Jves [Ino | Dves [Ino | Clves [ No | [ ves [INo | [Tves Clvo

This coverage is not available to residents of NH, H|, or PR.

Ror Term Life / Accidental Death & Dismemberment, please write in your beneficiary information. Accidental Death &

Dismemberment is part of the Term Life Benefit.

Name Relationship ==l el =
D. REQUIRED DEPENDENT INFORMATION e . :

Name Social Security # Date of Birth - Sex Relatlon;i;l;; BT,
N S L IMITE] (D) Spouse [ Chid [ JDomestic Partner
Name Social Security # Date of Birth i Sex Relationship

| et !0 [MI[E] | [spouse [ Tchid[JDomestic Pariner
Name Social Security # Date of Birth | Sex Relationship

Nag™ oo A0 IMI[F]  CIspouse [ Jchid [ bomestic Paner
Name Social Security # Date of Birth ' Sex Relationship

e S A MIE] O spouse [ child [Jpomestic Pariner

E. REQUIRED SIGNATURE

YOU MUST SIGN AND DATE, EVEN IF YOU DECLINE COVERAGE

I have read the benefit packet and understand its limitations. | understand that open enrollment is only available for
ajlimited time and | qqderstgr_ld that _rpql_c?ng___qo benefit selection isa dgclina_tic_)n of coverage.

are 0719819017

> sianarure /2050l Sl

This is an Essentlal StafCARE Enrollment Form. -
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Enhanced MEC Plan_Plan 1 Benefit Plan Administrators, Inc.

Benefits Enroliment Form O New
Employee information

Name (First and Last)

M el rfl\ﬂs

¢ rY 6T o ST 2m)]
Gender Male Mai Status gle Date of Birth Date of Hire
e o /1583 D17

[ Female | [0 Married [J Divorced
|Phone Number: EmalfAddress:

65( -g08 ~355°2 MUACratf| 3G Al Come,( Com

lease Select Desired Coverage:
Employee Only - Employee+Spouse - Employee+Child(ren) - Family -

$24.00/Week $38.00/Week $36.00/Week $63.00Mfeek

Social Security # Birth Date | Sex Relationship
O male [JSpouse [] Child
[First Name ML Last Name [ Female O Domestic Partner
Social Security # Birth Date | Sex Relationship
D Male DSponse D Child
First Name Ml Last Name [] Female [0 Domestic Partner
prmep— BinDsto | Sex Relationship
O Mae ouse [} Child
| First Name MI Tast Name CJ Female DSPD Domestic Partner
O 0 0 0
NAME OF PERSON COVERED (FIRST, LAST):
EFF, DATE
EFF. DATE
EFF, DATE

LEmponea Acknowledgemant and Authorization - | hereby apply for the group henefit{s) as Indicated. | acknowledge that all entries are true and complete and that
any misstatements or fallure to report Information may be used as the bas|s for cancellation of coverage for me and my dependent(s), if any, from the original
effective date. Further, | authorize my employer to make the hecessary payroll deduction of premiums for coverages | have elacted.

(IF ENROLLING - YOU MUST SIGN HERE

Employee Signature Date

i e ——————————
{eweioveesoecunve ] | am DECLINING coverage
| understand that | and/or my dependents, If any, waive any coverage and desire to participate In the plan at a later date. liwe may be considered a late enrollee and
must meet the requirements defined In the Certificate of Coverage for the company’s medical or dental plans. If | decling enroliment for myself or my dependents

(including my spouse) because of other coverage, | may, In future be able to enroll myself or my depend In this pian, provided | requast enroliment within 31
daya after the other coverage ends. In addition, If a new dependent relationship forms as a result of marriage, birth, adoption, placement for adoption of parting sult
of adoption, | may be able to enrol] myself or my dependent, provided | request enroliment within 31 days of the event.

IF DECLINING- YOU MUST SIGN HERE

Employee Signsture W%&% pete ?ch}"'/ﬁ

Employer Solutions Staffing Group Health Benefits Team
PO Box 46270 Minneapolis, MN 55344-9958
Phone: 952-767-9519 Fax; 952-767-8515
Email; HeaIth@employersolutlonsgroup.com

Address City :



