9/26/2017 E-Varify: Print Case Detalls - Praview

“EVerify

SENSITIVE BUT UNCLASSIFIED
Case Verification Number: 2017269085626EN
Raport Prepared: 08/26/2017
— Sowpewylafommiion = S
Compeny ID: 47428 Company Name; Employer Solutions Staffing Group
Employsa Information
Last Name: mccarthy First Name: gary
Date of Bisth: 11/17/1878 Soocial Security Number: *** ** 2489
Hire Date: 09/26/2017 Citizanship Status: A cilizen of the United States
Documsnt information
Liat B Document; Driver's licenss or ID cerd issued by a U.S. sizts or outlying possession List C Document: Social Security Card
Document Name: Driver's licenss Document State: Minnesata
Driver's Licenss or ID Card Number: Dogument Explraticn Date: 11/17/2020
Cass Status Information
Current Case Resuit: Employmant Authorized Employer Case ID;
Case Submitted O 08/26/2017 Cases Submitted By: SGLABES2
SENSITIVE BUT UNCLASSIFIED

htps://e-verify.uscis.goviweb/PrintCaseDetalls.aspx?CaseVerNum=2017269085626EN 1M



~ PO Box 46270
{ Ly Eden Prairle, MN 55344-9956

www.esgstaffingsolutions.com i
Tel: 952.835.1288

employer solutions staffing group..

New Hire Application

Personal Data-- PLEASE PRINT LEGIBLY IN INK

Last Name _Gary McCarthy First Name _ 1111 12avse Middle Initial """
Street Address__ 1111 12thavse Aptiste _ 5504
City/Statejzip _Stcloud MN 56304 Social Security Last Four XXX-XX- 2469
Phone Number ___ 3203804413 Emall Address __garywmccarthy@gmail.con@

Staffing Agency/Recruitment Partner  Schelby

Alj offers of employment are conditional upon satisfactory proof of identity and legal abliity to work In the U.S.A.

Are you legally authorized to work in the United States of America? YES [ JINO
Appiicant Certification and Authorization

1 authorize Employer Solutions Staffing Group (ESSG) to use the information and statements contained in this application to determine my
qualifications for employment. | authorize ESSG to make inquiries of my former employers, except as indicated in this application,
regarding my previous duties, responsibllities, performance, compensation and eligibliity for rehire.

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

| release ESSG and other persons or entities from any claims that might be based on ESSG's decision to conduct a background check.

| certify that all statements made in my application are true and accurate and that | have not omitted any material information or provided
false or misleading information. 1 understand that any material omission or misrepresentation will result in my disqualification from
consideration for employment or, if discovered after | begin employment, will result in my termination.

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

1

Gary McCarthy g V= Sep 25,2017
Name (Print or type) Applicant's Signature Date

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

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

ESSG - CMG-MN Rev. 04/2017



Form W4 (201.7) Grostr w1 Q0036 - PRl wages - Noruage lnoome. f ou v < erge smourd of

Basic instructions. if you aren't axempt, complete oonsider making estimated tax ents using Form
Purpose. Complete Form W-4 so that your the Parsonal Allowanses Wnrksheatgt'elow. he 1040-ES, w&&lﬁd@gm Othe;wlse
Smeloyer can Wit comat sl ncome | Werahetsan g’ e achst vour e e Sy P peneincr.
m your A nsigar com) a new rorm 0TI, owances on item; A
W-4 eaol¥° p:xd when your pa?sonlﬁor financial deducﬁong. cartaln oredits, adjustments to income, adjust your withholding on Form W-4 or W-4P,
situation o‘%as. or two-samers/multiple jobs sftuations, Twrl':deamem or mulﬂplet'!‘ohs. i :]rog t}lgve ath
Exemption from withholding. if you are exem Complete all worishests that apply. Howsver, you yorking spousa ar mora than one job, figure the
complete only lines 1, 2, 8, 4, and 7 and sign thpet' may Clatn fowey {or zero alluwa:ggg. For mgularyo ?rfaallln:'l':'s 3’;‘" %%ﬁy%ﬁﬁ.ﬁwﬁmm
form to validats it. Your exemption for 2017 expires wages, withhoiding must be based on aliowances Wed. Your MEﬂoldln usually wil b m%’é?
February 15, 2018, See Pub. 505, Tax Withhokding you claimed and may not be a flat amount or Whits o v e clairaed on the an
and Tax. percentage of wages. for the highest paying Job and zero sliowances are
Note: if another person can claim you as a dependent _-.:-.--.— jd. Ganstal _.--—:u olalm.h " claimed-ontheothers: Ses Pob; E0S Tordetals, ™
———onhis BT THX TEtO Vol can't clak mon (s] Ts] mlao ur 'at"rn on
from withholding if m lotal income exceeds 81,050 you are unmanied and pay my:ra than 50% of tze ﬂ&ﬂ.ﬂg@w&%‘%ﬂ%ﬂg&?ﬁ% ol
and inciudes more than $350 of uneamed incoms (for costs of kesping ol.tlg a home for yoursalf and your Nonresident. Alleng before completing this fo ons for
example, interest and dividends), ge 928'1’ sgorpu er qgm?d lrgzld:ﬁals. s% ol wllhh. i pisting W"-:.
ub, » o] ugtion, an your olding. After your Form takes
alzpetfﬂuns. An empl may be able to ciaim Flling information, for information. sffect, use Pub, 505 to sge'a howxﬁos amount you are
exsmption from withholding even if the employee is having withheld o i otedgml
a dependent, if the emplayee: Tax m«{lﬂ. Yﬁu can ml:i, p‘:l-;]giahd taxbsfcr:gns into for 2"0917 seeePuﬂ espacyigﬁ; ro. enr oamin gatax
* s age 65 or older, “Mﬂlc?loldll?gﬁgl?mngnyg Cr%dns feo?gmld or dependent exueed §130,000 (Single) or $1 BO,DDKD(Mamed).
= Ig blind, or cara expenses and the child tax credit may be clalmed Future developments. information about any future
o WII clalm adjustments to Income; tax = gslngﬂ}: Persfgnlal Allowances Worksheet bemovt‘ﬁ ldevi:llo cr’mams a:ggcgr‘}gr ;r:\e ;N-4 (Su% iag
y s -]
itemized deductions, on his or her tax retum. &'ﬁé@%ﬁﬂ&'ﬂgﬁﬁg‘mw YOUr O WWWLTR govwg. o o reiease i will be
Personal Allowances Workshest (Keep for your records.)
A  Enter “1” for yourself if no one eise can ciaim you as a dependent . e+ e v 4 s 4 v e o v« v+« A stcloud
* You're single and have only ane job; or
B Enter*1”if; * You're married, have only one job, and your spouse doesn't wori; or B 56304
® 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 choosa to enter *-0-" if you are married and have either a working spouse or more M
than one job. (Entering “-0-* may help you avoid having too iittle taxwithheld) . . . . . . . . . . . . . . c n
B Enter number of dependents (other than your spouse or yourself) you will claim onyourtax retum. . . . « . . D
E  Enter 1" if you will file as head of household on your tax retum (see conditions under Head of household above) . ., E
F  Enter *1” if you have at least $2,000 of chiid or dependent care expenses for which you plan to claim a credit F

{Note: Do not inciude child support payments. See Pub. 503, Chliid and Dependent Care Expenses, for detalls,)
G  Child Tax Credit (inciuding additional child tax credit). See Pub, 872, Child Tax Credit, for more information.

» if your total income wili be less than $70,000 ($100,000 if married), enter “2” for each eligible chlld; then less *1” if you

have two to four eligible chiidren or less “2” if you have five or more eligibie children.

* If your total Income wili be between $70,000 and $84,000 {$100,000 and $119,000 if married), enter “1 for each eligbiechid. G
H  Add lines A through G and enter total here, (Note: This may be different from the number of exemptions you claim on your tax retum.) B H

® if you plan to itemize or claim adjustments to Income and want to reduce your withholding, see the Deductions
Foracouracy, | and Adjustments Workshest on pags 2.

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

® If neither of the above situations applies, stop here and entsr 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.

s W"4 Employee’s Withholding Allowance Certificate OME No. 1645-0074
m
Departm P Whether you are entitied to clalm a certain number of allowances or exemption from withholding Is
intemal ﬁﬁgﬁm‘” subject to review by the IRS, Your employer may he requlred to send a copy of this form to the IRS. 2 @ 1 7
1 Yourfirst name and middle Infiial Last name 2 Your social security number
Gary McCarthy 3203804413 An
Home address (number and strest or rural routs)

3[7] singie /1 Mamied[_] Manied, but withhoid at higher Singie rate.
Note: If manied, but legally separated, or spouse s a nonresident allen, chack the "Single” box.
4 I your last name differs from that shown on your soclal seourity card,

1111 12thavse
City or town, state, and ZIP code

St.cloud MN 56304 check here. You must call 1-800-772-1213 for a replacement card. > O
§ Total number of allowances you are claiming (from line H above or from the applicable workshest on page 2) 5 | 502802469
6  Additional amount, if any, you want withheld from each paycheck . . . 8%

7 | cialm exemption from withholding for 2017, and | certify that | meet both of the following conditions for exemptlon.
® Last year | had a right to a refund of all federal income tax withheld because | had no tax liability, and
* This year | expect a refund of all federal income tax withheld because | expect to have no tax ilability.

If you meet both conditions, write "Exempt*here. . . . . . . . . . . . . .. pl7 garywmccarthy@gmail.com
Under penalties of perjury, | declare that I 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 valld unless you sign it) » = Necer @ 0ot 207 Date» Sep 25,2017

8 Employer’s name and address (Employer: Gomplets fines 8 and 10 only if sending to the IRS.) | 8 Offica code {optional) | 10 Employer Identification number (EIN)

For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 10220Q Form W-4 (2017)



Employment Eligibility Verification USCIS

Department of Homeland Security OMI; ;:TJ;%O 47
U.S. Citizenship and Immigration Services Expires 08/31/2019

Tt NI :
M—“ﬁ_l.ll-.

P>START HERE: Read instructions carefully before completing this form. The instructions must be avallable, either in paper or elactronically,
during completion of this form. Employers are liable for errors in the completion of this form.

ANTI-DISCRIMINATION NOTICE: It is lllegal to discriminate against work-authorized individuals, Employers CANNOT specify which
docun?ent(s) an employes may present to establish employment authorization and identity. The refusal to hire or continue to employ

N INQIVIOLRL DECALISE The gdoclimeniaton presaent

S OISO tne Hetal oSt [gizfe{aip

8ectlon 1. Employee Information and Aftestation (Employees must complete and sign Section 1 of Form I-9 no later

than the first day of employment, but not before accepting a job offer. )

Last Name (Family Name) First Name (Given Name) Middle Initial Other Last Names Used (if any)
McCarthy Gary w

Address (Street Number and Name) Apt. Number | City or Town State ZIP Code
111112thavse Na St.cloud MN 56304

Date of Birth (mm/ddpyyy) U.S. Social Security Number Employee's E-mall Address Employee's Telephone Number
11/17/1978 An] - - garywmccarthy@gmail.com 3203804413

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

| attest, under penaity of perjury, that | am {check one of the following boxes):

1. Acitizen of the United States

Q 2, A nonciiizen national of the United States (See instructions)

3. A lawful permanent resident  (Allen Reglstration Number/USCIS Number): Na

4. An allen authorized to work  until (expiration date, if applicable, mmidd/yyyy): Na
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 I-9; m%mbﬁ'ﬁ,"ggﬁ
An Allen Registration Number/USCIS Number OR Form -84 Admission Number OR Foreign Passport Number.

1. Allen Reglstration Number/USCIS Number: Na
OR

2. Form |-84 Admisslon Number: Na
OR

3. Forelgn Passport Number: Na
Country of Issuance: Na

Signature of Employee

Today's Date (mm/ddyyy) Sep 25,2017

San W go.i

- i ;
parer andlor Translator Certlfication (check one):
did not use a preparer or transiator. A preparer(s) and/or translator(s) assisted tha employee in completing Section 1.

(Rields below must be completed and signed when preparers and/or translators assist an employee in completing Section 1.)

1 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 (mm/dd/yyyy)
09. 25. 2017 30
Last Name (Family Name) First Name (Given Name)
10/2/2017
Address (Strest Number and Name) City or Town State ZIP Code
Drive

0 Employer Completes Next Page @

Form 19 07/17/17 N Page 1 of 3



Employment Eligibility Verification USCIS

Department of Homeland Security owl: g:nllﬂl;%w
U.S. Citizenship and Immigration Services ' Expires 08/31/2019

8ectlon 2. Employer or Authorized Representative Review and Verification
(Employers or their authonzed representative must complete and sign Section 2 within 3 buginess days of the employee's firat day of emptoyment. You

must physically examine ane document from List A OR a combination of one document from List B and one document from List C as iisted on the "Lists
of Acceptable Documents.”)

Employes Info from Section 1 lm N;TE{F‘MW Name) wame {flvan Name) N‘;.I. Clﬁze;"lshlpllmmlgraﬁon Status

ListA ~ OR ListB "AND ListC

Identity and Employment Authorization W, Identity Employment Authorization
Document Title . : Documa?S C,
issuing Authority rsuing Authori] ) (\/ Issuing Aulho% A
LANXNEC & “ _ S
Document Number Document Number \ ‘ S-“ﬂocumﬂumber j
Expiration Date (if any)(mm/dd/yyyy) i Expiﬁon DE %any){mm/dd/yyyy Expl . n Date (i any)K/dd/Yyyy)
W\ -\ Wl

Document Title l
Tssuing Authorlty Additional Information O o aas
Document Number
Expiration Date (if any)(mm/dd/yyy)
Document Title
Issuing Authority
Document Number
Expiration Date (# any)(mm/dd/yyyy)

Certification: | attest, under penalty of perjury, that (1) | have examined the document(s) presented by the above-named employee,

(2) the above-listed document(s) appear to be genuine and to relate to the employee named, and (3) to the bast of my knowledge the
employee is authorized to work in the United States.

e employee's first day of employment (mm/dd/yyyy): Oﬁ._'Z{ZZQl}ee Instructions for exemptions)

8 of Empl or orT Repregentative Today's Date (mm/dd/yyyy) | Title of Em r or Authorized Representative
BN 0A-21-2017 . Ve con
ame of Empl orAW Representative rst Name of Employer or Authorized Representative Employer's Business or Organization Name
LA \ Al -1 EMPLOYER SOLUTIONS STAFFING GROUP LILC

Employer's Business or C‘)-Snizaﬂon MM NumbeF and Nam—e)_ City or Town State ZIP Code

7480 FLYING CLOUB DRIVE SUITE 200 PRAIRIE MN 55344

— - - - = r A

Section 3. Reverification and Rehires (To be completed and signed b;,&nployer or authonzed representative.)
A. New Name (#f applicable) B. Date of Rehlre (if applicable)
Last Name (Family Name) First Name (Given Name) Middle Initial | Date (mm/ddjyyyy)

€ lhe employee's previous grant of employment authorizafion has expired, provide the informallon Tor the document or receipt that establishes
continuing employment authorization in the space provided below.

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

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

Signature of Employer or Authorized Representative Today's Date (mm/ddAyyy) Name of Employer or Authorized Representative

FormI-9 07/17/17 N Page 2 of 3












EMERGENCY CONTACT INFORMATION

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

Employee Name: Qaryccarthy

Address: 1111 12thavse St.cloud MN 56304

Home Phone: 3203804413

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

Contact #1 Home Phone:

Name: Cell Phone:
Relationship: 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.




employer solutions staffing group..
Wage Payment Method Authorization (Minnesota)

Employees have the option of receiving wages by Direct Deposit and/or Payroll Debit Card.
If you do not provide a written election, wages will be paid by paper Check.

SEEGLONTE BASIE LG RNT A E O
Emp| S 4 digi Effective Date
loyeo Nemo Gary McCarthy SN#E(I::: digit) 0 e

B25, 2017

SUZBUZ40
s IEERE 2 [PAYTROLL [ELIsCTIoN

ol Direct Deposit (Please complete Sections 3 and 5 below) Note: Direct Deposit accounts may take up to 7 days to be activated
®) | Payroll Debit Card (Please complete Sections4 and 5 below) () | Paper Check (Please complete Section 5 below)
SECLTONT 3 DIRECE DEROSTH

8 [T Update Bank Account

T understand and acknowledge that if I do not provide a

(

B Bank Name: voided check with this direct deposit form, I am

it responsible for any delays in payroll or extra costs

BN Routing# incurred if the account number that I provide is incorrect,
N Accounti

Initial GM Date Sep 25,2017

Account Type: 2] Checking £ Savings Qlother

*  Tohelp us avoid meking an error, please attach a copy of a voided check. (a deposit slip will not work)
- Ifyouchangebanks,donotclnseyonroldbmkaccountunﬁlyonrdﬁ’ectdeposhhasmdatﬂ:enewbank,whinhmuymkezpaypeﬁods.

SEC O RAN RODT DEBEE ¢ VR

Federallawrequiresnllﬁnancialinstimﬁonstoobtnin,veﬁfy,andrecordinﬁnmaﬁonthntidenﬂﬂeseachpersonwhoopensanmount.Inorderm
requestaPayrollDebitCmdforyou,wamuﬂprovideaﬂofthefoﬂowhginfmmaﬁmﬂ:ﬂwﬂlmabbﬂmﬁnmniﬂinsﬂtuﬁontoidentifyyou.If
youdonMsnbmﬁaDﬁectDeposﬁ/PayroﬂDebﬁCmdAnﬂmrbaﬁon,ESSGwﬂpmﬁdemenesmyinﬂ)rmaﬁonandissueyou a Payroll Debit
Cardtopayyourwages.memmbcﬁomﬁeﬁnmﬂdhsﬁhﬁmmayaskyoubmﬁdeﬁmadﬂﬁmﬂﬁeﬁﬂuﬁmhﬁmaﬁmmﬁwm
verify your identity.

Exceptforﬂ;erouﬁngandaccountnmnber,ESSGdoesnnthaveaccesstoanymformaﬁnnmgardingyom'Payroﬂ Debit Card account or
transactions, On your first payday, you will receive your new Payroll Debit Card, and a packet containing ail of the terms and conditions. Youn will
thensignacknnwledgingﬂmtyoureceivedﬂ:ePﬂyroﬂDebitCardandpacketYourPayrollDebitCmdwﬂlbereloadedoneanhpaydayyoumceive
wages, :

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

First Name ML Last Nams Date of Birth
Street Address (p0 BOX NOT ACCEPTABLE) Social Security#
C State Z Cell Pho; bile

. ? 56304 7 (m0518) 3903804413
RECEIPT OF PAYROLL DEBIT CARD (to be completed when you pick up your Payroll Debit Card)
Payroll Debit Card Routing # Payroll Debit Card Account #

IhavereceivadmyPaym]lDebitCard,walcomehmchnre,progmmﬂ’.es,pmgrmntanns,mndiﬁons,anddisclnsmes.ByacﬁvaﬁngmyPaymllDebitCard,
1 am agresing to the program terms, conditions, and disclosures that are included or made availahle to me from time to time from fhe financial institution, T
authorize the financial institution to debit my Payroll Debit Card account for the fees described in the fee schedule that is part of the program terms,
canditions, and disclosures.

are Sep 25,2017
Employee’s Signature: #n. i, =0 Date:
SECGRION S NT R TOREAN O
T authorize ESSG to directly 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-mail: garywmccarthy@gmail.com @
this information will only be used to send your paystubs electronically
i

Date; S€P 25,2017

Employee's Signature:




EMPLOYER SOLUTIONS STAFFING GROUP
BACKGROUND CHECK AUTHORIZATION

Gary McCarthy
(First) (Middle) (Last)

Employee Name:

— Former Name(s) and Dates Used:

Current Address Since: 12/2014  111112thavse St.cloud MN 56304
(Mo/Yr) (Street) (City) (State/Zip)

Previous Address From:
{(Mo/Yr) (Street) (City) (State/Zip)

Previous Address From:
{(Mo/Yr) (Street) (City) (State/Zip)

Social Security Number:___An DOB;

Phone Number: 3203804413

Driver’s License Number/State:

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

I hereby authorize Employer Solutions Staffing Group, LLC and its designated agents and representatives to conduct a
comprehensive review of my background causing a consumer report and/or an investigative consumer report to be
generated for employment purposes. | understand that the scope of the consumer report/ investigative consumer
report may include, but is not limited to the following areas: verification of social security humber; 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.

Signature; P 1 AR Date: Sep 25,2017

Notice to CA, MN, and OK Residents:
Please check the box below if you wish to receive a copy of a consumer report that is requested.
1 wish to receive a copy of any Background Check Report on me that is requested.




Para Informacidn en espaffol, visite www.consumerfinance.gov/learnmore o escribe a la Cansumer Financial Protection Bureau, 1700 G Street N.W., Washington,
DC 20552,

{ A SUMMARY OF YOUR RIGHTS UNDER THE FAIR CREDIT REPORTING ACT |
The federal Fair Credit Reporting Act (FCRA) promotes the accuracy, fairness, and privacy of information In the files of consumer reporting agencies. There are many
types of consumer reporting agencies, Including credit bureaus and specialty agencies (such as agencies that sell information about check writing histories, medical
records, and rental history records). Here Is a summary of your major rights under the FCRA. For more Information, Including information about additional rights, go
to www.consumerfinance.gov/learnmore or write to: Consumer Financial Protection Bureau, 1700 G Street N.W., Washington, DC 20552.

® You must be told if information in your file has heen used against you, Anyone who uses a credit report or another type of consumer report to deny your appii-
cation for credit, Insurance, or empioyment — or to take another adverse action against you —must tell you, and must give you the name, address, and phone
number of the agency that provided the information,

= You have the right to know what Is In your file, You may request and obtain all the Information about you in the files of a consumer reporting agency (your *file
disclosure”), You will be required to provide proper Identification, which may include your Social Security number. in many cases, the disclosure will be free. You
are entitled to a free file disclosure if;
® a person has taken adverse action against you because of information in your credit report;
e you are the victim of identity theft and place a fraud alert in your file;
e your file contains Inaccurate information as a result of fraud;
o you are on public assistance;
» you are unemployed but expect to apply for employment within 60 days.
In addition, all consumers are entitled to one free disclosure every 12 months upon request from each nationwide credit bureau and from nationwide speciaity con-
sumer reporting agencies. See www.consumerfinance.gov/learnmore for additional information.

& You have the right to ask for a credit score. Credit scores are numerical summaries of your credit-worthiness based on information from credit bureaus. You may
request a credit score from consumer reporting agencies that create scores or distribute scores used In residential real property loans, but you will have to pay for
it. In some mortgage transactions, you will receive credit score information for free from the mortgage lender.

® You have the right to dispute incomplete or Inaccurate information. If you Identify information in your file that Is incomplete or inaccurate, and report it to the

consumer reporting agency, the agency must investigate unless your dispute Is frivolous, See www.consumerfinance.gov/learnmore for an explanation of dispute
procedures.

= Consumer reporting agencies must correct or delete inaccurate, incomplete, or unverifiable information. Inaccurate, iIncomplete or unverifiable information
must be removed or corrected, usually within 30 days, However, a consumer reporting agency may continue to report information it has verified as accurate.

o Consumer reporting agencies may not report outdated negative information. in most cases, a consumer reporting agency may not report negative information
that is more than seven years old, or bankruptcies that are more than 10 years oid,

® Access to your file Is limited. A consumer reporting agency may provide information about you only to people with a valld need — usually to consider an applica-
tion with a creditor, insurer, empioyer, landlord, or other business, The FCRA specifies those with a valid need for access.

® You must give your consent for reports to be provided to employers, A consumer reporting agency may not give out information about you to your employer, or
a potential employer, without your written consent given to the employer. Written consent generally is not required In the trucking industry. For more infor-
mation, go to www.consumerfinance.gov/learnmare,

s You may limit “prescreened” offers of credit and insurance you get based on information in your credit report, Linsolicited “prescreened” offers for credit and
Insurance must include a toll-free phone number you can call if you choose to remove your name and address from the lists these offers are based on. You may
opt-out with the nationwide credit bureaus at 1-888-567-8688,

¢ You may seek damages from violators. If a consumer reporting agency, or, in some cases, a user of consumer reports or a furnisher of information to a consumer
reporting agency violates the FCRA, you may be able to sue In state or federal court.

» Identity theft victims and active duty mititary personnel have additional rights. For more information, visit www.consumerfinance.gov/learnmore.
States may enforce the FCRA, and many states have thelr own consumer reporting laws. In some cases, you may have more rights under state law, For more Infor-

imation, contact your state or local consumer protection agency or your state Attorney General, For information about your federal rights, contact:

TYPE OF BUSINESS: CONTACT:
1.a. Banks, savings associations, and credit unions with total assets of over a. Bureau of Consumer Financial Protection
$10 billion and their affiliates. 1700 G Street NW
Washington, DC 20552
b. Such affillates that are not banks, savings assaciations, or credit unlonsalso | b. Federal Trade Commission: Consumer Response Center — FCRA
shouid list, In addition to the Bureau; Washington, DC 20580
(877) 382-4357

2. To the extent not included in item 1 above;
a. National banks, federal savings associations, and federal branchesand fed- | a. Office of the Comptroller of the Currency
eral agencies of foreign banks Customer Assistance Group

1301 McKinney Street, Suite 3450

Houston, TX 77010-9050

b. State member banks, branches and agencies of foreign banks (other than b. Federal Reserve Consumer Help Center
federal branches, federal agencies, and insured state branches of forelgn P.0. Box 1200

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

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

Act

¢, Nonmember Insured Banks, Insured State Branches of Foreign Banks, and ¢. FDIC Consumer Response Center

Insured state savings assoclations 1100 Walnut Street, Box #11
Kansas City, MO 64106

d. Federal Credit Unions d. National Credit Union Administration




employer solutions staffing group..

STATEMENT OF CONFIDENTIALITY

This agreement made this) [,Haay of&k)ﬁm@ 201_/, between
Employer Solutions Staffing Group LLC, hereinatter referred to a 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 amount of damages which may
result to the employer from a violation of any of the provisions hereof, the
employee agrees to pay to the employer the sum of $10,000 as liquidated
damages for every such violation; provided, however, that the payment of such
amount as liquidated damages shall not be construed as a release or waiver by
the employer of the right to prevent any such violation in equity or otherwise.

o Ml {Sern 0, 0l

Employee Signature

U‘\Qirg\fh—\

b
E y oluti%s Staffing Grovp LLC, Representative

/




g wo
Important/Importante

LOST OR STOLEN PAYCHECKS

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

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

CHEQUES DE PAGO PERDIDOS O ROBADOS

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

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

AGREED/SE ACUERDA—

Name/Nombre (con letra de molde); a1y McCarthy

Signature/Firma:




St

-employer solutions ng Eroup..
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.

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

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

I have read my responsibilities and agree to abide by these guidelines.

Printed Name; Gary McCarthy

Signed:




- 8850 Pre-Screening Notice and Certification Request for

(Rev. March 2016) the Work Opportunity Credit OMB No. 1546-1600
Depariment of the Treasury
Intemal Revenue Service P> 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.
Your name Gary McCarthy Soclal security number»  An
Street address where you live PR
City or town, state, and ZIP code St.cloud MN 56304
County Schrburn Telephone number 3203804413

If you are under age 40, enter your date of birth (month, day, year) =~ 11/17/1978

1

(7]

£

Gheck here if you recelved a conditional certification from the state workforce agency (SWA) or a particlpating local agency

for the work opportunity credit.

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

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

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

* | was referred here by a 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 & family that:
a. Recelved 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.

m] Check here if you are a veteran and you were unemployed for a period or periods totallng at least 6 months during the past

year.

Check here if you are a veteran entitled to compensation for a service-connected disability and you were discharged or

released from active duty in the U.S. Armed Forces during the past year.

m] Check here if you are a veteran entitled to compensation for a service-connected disablility and you were unemployed for a

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

Check here if you are a member of a famlly that;

* Received TANF payments for at least the past 18 months; or
* Received TANF payments for any 18 months beginning after August 5, 1897, and the earliest 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 limited the maximum time
those payments could be made.

Ia Check here if you are In a period of unemployment that is at least 27 consecutive weeks and for all or part of that period

you received unemployment compensation.

Signature—All Applicants Must Sign

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

Job applicant’s signature > =

Date S€p 25,2017

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



Form A (rev. 03/2017) TAX CREDIT QUESTIONNAIRE RE? R
EMPLOYER SECTION: She

cidhalshnTix Cre

TAX

dit Adininistration

Client: Company:

Location: Position: Starting Wage: $

EMPLOYEE SECTION:

First Name: Last Name; Suffix: Street Address: City/State:
Gary McCarthy st.cloud MN

Zip:
56304

SS#: Date of Birth: Age: Have you worked for | If yes, location:
An 11/17/1978 38

this company before?
Yes 6 No (e}

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

Yes No

1‘

Have yon or has anyone living with yon received Temporary Assistance to Needy Families (TANF)
at any time since Angust 5, 19977 (If yes, please provide information below.)

Name of the person receiving benefits: Relationship to youn:

City: County: State:

0O =

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

Name of the person receiving benefits: Relationship to you:

City: County: State:

3.

Have yon received Supplemental Security Income (SSI) at any time within the past 3 months?
Please 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 yon received any type of vocational rehabilitation services within the past two years?
If yes, please indioate which type of u worked with and provids their location information below:

Vocational Rehabilitation Agency E Dept. of Veterans Affairs Employment Network (Ticket to Work Program)
Name of Agency: __ Phone#: _
City: County: State:
*If you chacked yes please provide a copy of: your active Individual Work Plan and Ticket to Work documentation,

L]

5.

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

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

[
&

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? ik

7.

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

Was this a O Federal arQl State conviction? 1¢State - County: State:

Additional Tax Credits
IEC (Native American): Are you or your spouse 8 member of a Native American Tribe?
Ifyou checked lease provide a copy of your CDIB card,
CA Residents: Are you the child of foster parents? Do you receive CalWorks? l]j ‘Waorkforce Investment Act?

I} Are you a migrant or seasonal farm worker? Q 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, I declare the information above to be true and accurate to the best af my knowledge,

and 1 hereby authorize any agency, organization, or

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

/]
New Employee Signature: -—&411%— Date: Sep 25, 2017




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 RS Form 8850 or if filed
separatety, with ETA Fornr 9061 (or ETA Form 90562) 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.

Date Sep 25,2017

New Hire’s Signature:

New Hire Name; Gary McCarthy

Social Security Number: __ -Bf300
(Enter last four digits)

Employer Name:

Please check the statements below if they apply to you.
I 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. -
= I declare that | have been in a period of unemployment since
05/15/2017
(Enter start date)

Privacy Act Notice:

The Internal Revenue Code of 1986, Section 51, as amended and its enacting legislation, P.L. 104-188, specify that the State Workforce Agencies are the
"designated” agencies responsible for administering the WOTC certification procedures of this program. The Information you have provided completing this
form will be disclosed by your employer to the State Workforce Agency. Provislon of this informafion is voluntary; however the information is required to
datermine your employer's eligibility for the federal tax credit,

-.—..—..-..u—..-—-.-—n—..—..—..—.u—n—u—-..—..—.._-.—..—..—..—..—u—u.—..—..—..—..—u.—-.—-.._..—..—-..—..

Publle Burden Statement: 5

Persons are not required to respond to this collection of information unless it displays a currently valid OM B control numbe. Respondents’ obligafion to
completa this form is required o obain or retain benefits (P.L. 111-5). Public reporting burden is estimated to average 10 minutes per response, including the
time for reviewing instructions, searching existing data sources, gathering and maintaining the data needed, and complefing and reviewing the collection of
Information. Send comments regarding this burden estimate to the U.S, Department of Labor, Division of Nafional Programs Tools Technical Assistance,
Room C-4510, Washington, D.C. 20210 (Paperwork Reduction Project 1205-0371). Please do not submit complated forms to this address.

ETA Form 9175 (Rev. November 2016)



B1 221900-CMG 'OFFICE USE ONLY LOCATION Niaw Hira I Rahie | AN Dete M/ 0y

ENROLLMENT FORM ESC/MEC ES P2DM v18.2

PRINT USING BLACK or BLUE INK (Must Be Filled Out) Do you or any of your dependents receive

Name ' Home Phone Medi enefits?
~ Gary McCarthy { St.clgu d Y No. I Yes:

—_Swa!_smw# : !ga%a‘ef-%r — |a' -';-;!'Ci: g= =i i eaial 1oe ‘—' NHITIDE -'“‘ =
1111 12av se L .32035804413 5@ 502802469 ] _
Address t. # Medicare Effective Date
1111 12thavse e
City 3111 12th av se Zip 56304 _State N  Name of Covered Person(s):
2.
C. LIMITED BENEFIT PLAN SELECTION Payroll Deducted Weekly Rates

.You MUST enroll in the Fixed Indemnity Medical Insurance Plan before adding ar%(:dditional benefits in Section C.
Your coverage level for the additional benefits in Section C will be identical to your fixed indemnity medical plan selection.
This plan is underwritten by BCS Insurance Company.

ol I DENTAL vision | TeRmure | SHORETERM
" Employes Only BRG| ooea O e TE s D
El.'nployee + / $492 $090 o =
U Eployes + by [T sedz0. i L g7l

$6.56 7 | .. 4180 51
E S RGN ] .

- DYes m No 'es No [EI]Yes@ No DYes !'" No
1 This coverage s not avallaléle to residents of NH, Hl, or PR. 25TD is ﬁt available to persons who work in CA, Hl, NJ, NY, or RI.
For Term Life / Agcidental Loss of Life, Limb & Sight, please write in y6ur beneficiary information. Accidental Loss of Life, Limb &
Sight is part of the\Fixed Indemnity Medical Benefit. .

Name An Relationship Wife

D. REQUIRED DEPENDENT INFORMATION

Name Social Security # Dateof Birth Sex | Relationshi
garywmccarthy@gmail.com McCérthy m4] IZ[ISpouselﬁl Chilc@ Domestic Partner
Name Social Security # Date of Birth  Sex _ Relationshi

' : Gar{' / EE Spousel-ﬁl Child[_]] Domestic Partner
Name Social Security#  Dateof Birth Sex_. | Relationshi '

|
|| . 5
i /7 [mSPOUSEhChIIdD Domestic Partner
E. OPTIONAL MEC WELLNESS/PREVENTIVE BENEFIT SELECTION [T TN na v e bﬁqgﬁagmwmmi,s
Enrolling In the Optional MEG W@IM lP-v aventive Benefit ma msag ALIEY you from régeiving a subsidy from the health |
f_nsi,:ran:’?é exchange. ThI? 321 satisfles the fedérﬁ! Beahhr?are_ fér%orm Indlyidual Kﬁanda{g This is an offer %K(;A com"{sﬁ;ara

coverage and by purehas is plap, yau will not be taxed for failing ta purchase Insurance reatilred theAﬁordabieCare ct.
The MEgéWelangg/Preven; ) ag ANOT ungl writien yBG[}éJngur PzieC ﬁisabeqnueﬁt greé and previd_edbyy%t:r
menthly, i 1

ompany.

erployer, Retes for the MEC Wellness/Preventive Bensfit are bl

D e b e ke et o e — b+ e

$42.00 Employes Only §69.02 Bmployee + 1 $73.67 Employee + Farnily NGO ta MEC Wellness/Preventive r‘* .

B

VSN YOU MUST SIGN AND DATE EVEN IF YOU DECLINE COVERAGE

I have read the Benefits Summary and the Limitations and Exclusions for the Fixed Indemnity Medical Plan, | understand that | have been
offered ACA compliant coverage (MEC Wellness/Preventive), and open enroliment is only available for a limited time. | understand that
_rhaking no benefit selection is a declination of coverage.

pare 99 /5. 207 P> SIGNATURE

This Is an Essential StaffCARE Enroliment Form.
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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.

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

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

(b) 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:

o Responsibility to work in compliance with OSHA laws and regulations

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

o Responsibility to report workplace hazards and dangers

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

You have the following basic rights:

e Right to refuse unsafe work

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

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



workplace, appropnate precautmns to take, and procedures to follow if
involved in an accident or exposed to hazardous substances
o 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 inspect the site or issue a citation. And, you can file a complaint if
you are punished or discriminated against for acting as a “whistleblower” under the
OSH Act or 13 other federal statutes for which OSHA has jurisdiction, or for
refusing to work when faced with imminent danger of death or serious injury and
there is insufficient time for OSHA to inspect. Retaliation or reprisal taken against
anyone who has expressed concern about workplace safety is illegal.

If you believe that your right to a safe workplace has been violated, you can make a
report to a manager of the host worksite employer and/or ESSG (by telephoning
952.835.1288/1.866.496.7578) 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.



d
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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 952.885.1288/1.866.496.7573 with any
questions I may have about this policy. I agree to comply with ESSG’s policy on
ESSG WORKPLACE SAFETY POLICY and I understand failure to comply is
grounds for disciplinary action, up to and including termination.

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

Employee Name (Please Print)

Gary McCarthy

Employee’s Signature:
1

Date: Sep 25, 2017




