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SENSITIVE BUT UNCLASSIFIED

Case Verification Number: 2017297152845FA

Report Prepared: 10/24/2017

Company information

Company iD: 47429

Company Name: Empioyer Solutions Staffing Group

Employee information
Last Name: McKenzie First Name: Dietrick
Date of Birth: 12/05/1972 Social Security Number; *** ** 5618

Hire Date: 10/24/2017

Document Information

Citizenship Status: A citizen of the United States

List B Dooument: Driver's license or ID card issued by a U.S. state or
outlying possession

Document Name: Driver's license

Driver's License or ID Card Number:

Case Status Information

List C Document: Social Security Card

Document State: Minnesota
Document Expiration Date: 12/05/2020

Final Case Result: Empioyment Authorized
Case Submitted On: 10/24/2017
Closed On: 10/24/2017

Employer Case iD:
Case Submitted By: KRIT7027
Ciosed By: KRIT7027

Cilosure Statement: The empioyee continues to work for the employer after receiving an Empioyment Authorized resuit.

SENSITIVE BUT UNCLASSIFIED

10/24/2017, 2:29 PM



www.esgstaffingsolutions.com

| | S«
employer solutions staffing group..

New Hire Application

PO Box 46270

% ) Minneapolis, MN 55344-9956

Tel: 952.835,1288

Personal Data— PLEASE PRINT LEGIBLY IN INK

Last Name McKenzie First Name Dietrick
Strest Address 3650 Rolling View Driver

City/State/Zip White Bear Lake, MN 55110

Phone Number _ 8513347818 Emall Address
Staffing Agency/Recruliment Partner _ CMG

Middle Initlal "2
Apt/Ste
—— Social Security Last Four XXX-XX-

| atthorize Empioyer Solutions Staffing Grou
qualifications for employment. 1 authorize E

Applicant Certification and Authorization

regarding my previous duties, responsibilities, performancs, compensation and eligibiiity for rehire.

| understand that a comprehensive background check
This may include but is not imited

may be conducted
o, investigations of criminal

required by cllanls,l govemment regulations or by ERSG policies.
1 release ESSG and other persons or entities from any claims thet might be based on ESSG's decision to conduct a background check.

| certify that all statements made in my application are true and a
false or misleading Information, | understand thetany
consideration for employment o, #f discovered after | beginemp

It hired, | agrea o abide by the policies and procedures of ESSG,

LA

v v

p (ESSG) to use the information and statements contalned in this application to determine my
S8G to make inquiries of my former employers, except as indicated in this application,

to determine my eligibilty for hire by cartaln olients of ESSG.
and/or conviction reco

rds, driving records and/or a drug soreen test as

courate and that  have not omitted any material information or provided
material omission or misrepresentation will result in my disqualification from

loyment, will result in my temmination,

Dietrick McKenzie Dietrir wekeraie (Oct 23, 2017) Oct 23,2017
Name (Print or typs) Applicant’s Signature “Date

A copy or facsimile (“fax™) will be considered the same as an original signature. Emall will ONLY be used for employment corraspondence

For ESSG Office Use Only
POH NHW -9 8850 w4
Emorgency Contact Info | Background Release Form Background Results Unemployment Lotter ESC Application
(if appiicabie)
For ESSG Client Use .
DOH ROP Work Site Lac, WC Code
ESSG- CMG-CO v

Rav. 0412017



Employment Eligibility Verification - USCIS

Department of Homeland Security 01\411: gﬁf‘:;;iw
U.S. Citizenship and Immigration Services

QT _ Expires 08/31/2019

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

ANTI-DISCRIMINATION NOTICE: It is liegal to discriminate against wark-authorized individuals. Employers CANNOT specify which

an individual because the documentation presented has s

‘document(s) an empioyee may present to establish employment authorization and identity. The refusal to hire or continue to employ

Section 1. Employee Information and Attestation (Employees must complete and sign Section 1 of Form 1-9 no fater
than the first day of employment, but not before accepting a job offer.)

Last Name (Family Name) First Name (Given Name) Middle inifial | Other Last Names Used (ifany)
P74Rege <, 5c | Oietrer o 5
Address (Streat Number and Name) Apt. Number | City or Town State | ZIP Code
. e ws D Wwh' 76 Beor Lake | P72y 557¢0,
Date of Birth (mm/dd/yyyy) .S. Social Security Numbar | Empioyee's E-mall Address Employees Teiephone Number

/Y575 35EH-ER 53
| al; aw;re that federal law provides for imprisonment and/or fines for false statements or use of false documents In
connection with the complstion of this form.
| attest, under p.enalty of perjury, that | am (check one of the following boxes):

1. A citizen of the United States
L] 2. A noncitizen national of the United States (See instructions) .
|:| 3. A lawiul permanent resident  (Alien Registration Number/USCIS Number);

[:I a_t. An allen authorized to work  until (explration date, if appiicabie, mm/ddlyyyy):
Some allens may write “N/A” in the expiration date fleld. (See instructions)
Allens authorized to work must provids only one of the Tollowing document numbers to complets Form 1-8; mﬁzm}m"&m
An Allen Registration Number/USCIS Number OF Form -84 Admission Number OR Foreign Passport Number.

1. Alien Registration Numbsr/USCIS Number:
OR

2. Form -84 Admission Number:
OR

3. Foreign Passport Number:
Country of issuance;

Sign of loyee Today's Daje (mm/dd/yyyy)
bW | LALEV
Preparer and/or 'rrgét;;ertiﬁcation (check one): o

[] 1 did not use a preparer or tranglator. D A preparer(s) and/or translator(s) assisted the employee in completing Section 1.
(Fields below must be completed and signed when preparers and/or transiators assist an employee in completing Section 1.)

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

Signature of Preparer or Transiator Today's Date (mmvddAyyy)
Last Name (Family Name) First Name (Given Name)
Address (Strast Number and Name) City or Town State ZIP Code

@ Employer Completes Next Page @

FormI-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
BExpires 08/31/2019

1 o -:: T Q,pf ‘ f‘l§ 6 o .::- vT "WI I"‘I Ir'__"- '] ’ \l_;'_l".r: gy ? 2 e : { aneits |
3 of thelf euthoriand reprogantatve my b o1l mign Qwithin @ 41 the emploves's st day ol emgloyment Yig
e G e 4 X et S er ot o e A ST
0 5 i 7 : : i 3 E
Employes Info from Section 1 g Name (Famjly Name) lﬁQaS (Given ﬁma} M.L CE. hip/iImmigration Status
ListA —©OR —— IiD AND ListC
Identity and Employment Authorization Identity Employment Authorization
[ Document Titie et Title ) Document Title
issuing Authority ] \l L ‘ -
ssuing 0 g Authority iasui rity
oM B
Document Number nent Number Do umber
\88): AD ; ; -\ga -DL\g
Expiration Date (i any)(mm/dd/yyyy) Expiration Date (if any){mm/ddfyyyy, Expiration Date (if any){mm/ddfyyyy)
Document Title
Issuing Authority Additional Information 50 Nk TS s e
Document Number
| Expiration Date (7 any){mm/ddfyyyy)
Document Title
issuing Authority
Document Number
| Expiration Date (# any) fmm/ddyyyy)

Certification: | attest, under penaity of perjury,
employee Is authorized to work In the United S

that (1) | have examined the document(s) presented by the above-named empioyes,
(2) the above-listad document(s) appear to be genuine and to relate to the employee

named, and (3) to the best of my knowiedge the

The employee’s first day of employment (mm/dd/yyyy): MIQHJ_B_ (See instructions for exemptions)

SW or Authorized Representative

T;id&'s éte{m H f

'ﬂﬂ(esf’rls\mp%pr orized Representative
-l

W loyer or Authorized Representative
\

Fm@w& or Authorized Representative

Empioyer's Buslnress or Organization Name
EMPLOYER SOLUTIONS STAFFING GROUP LLC

Empioyer's Business or Organization Address (Street N'urnber and Name)

City or Town ZIP Code

55344

7480 FLYING CLOUD DRIVE  SUITE 200

ry

B3 _1 )

fiegtian and Refies (75 e sorpiefed and sighed by empidyer ¢ dulorizad rogr

.. T

'-. r‘;“ MLk
me (Family Name) First Name (Given Name)

[ Date (mmsddyyy)

employeé’s previaulf raht of émiployie dlio
linking empiey h@ﬁ!@ﬂm!ﬂmﬁy; balow. ‘ i R e
Document Title Document Number Expiration Date (ifany) (mm/ddyyy)

the empioyee presented document(s), the document(s) | have exa

1 attest, under penalty of perjury, that to the best of my knowledge, this employee Is authorized to work In the United States, and if

mined appear to be genuine and to relate to the individual.

Signature of Employer or Authorized Representative

Today's Date (mm/dd/yyyy)

Name of Employer or Authorized Representative

Form 1-9 07/17/17 N

Page 2 of 3
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Form MCSA-5876 answaEEJsu OMB No. 21260006  Expiration Date: 8/31/2018

Public Burden Statement | f

A Federal agency may not conduct of sponsor, and a person Is not required to respond to, :Quﬁ__uvnﬂgvuEw.mﬂﬂmnmﬁ_ﬁéﬂgzaaﬂagigmnn?n&:cw_zgo:ucgmnwﬁﬁm requirements of the Paparwark Reduction Act uniess
that collection of | displays a current valid OMB Cantrol Number, The OMB Camtral Number fer this informaticn collection Is 2126-0008. Pubiic g&agwﬂ__ﬁg of information s estimated to be approximataly 1 minute perresponse,
Including the time for instructions, gathering the data needed, and completing and reviewing the coliection of Information. All responses to this collection of Information‘are mandatory. Send comments regarding this burden estimate arany
n ather aspect of this nﬂ_mnnj& information, including suggestions for reducing this burden to: Information Callection Clearance Officar, Federal Motor Carrier Safety Administration, MC-RRA, 1200 New Jersey Avenue! SE, Washington, D.C. 20580,

S, Darartment oM Tiamsportation & | Medical Examiner's Certificate
Safety Administration | (for Commerdial Driver Medical Certification)

I certify that | have examined| Last Name: _Mckenzie FirstName: Dlefrick i accordance with (please check only one);

(®) the Federal Motor Carrier Safety Regulations (49 CFR 391.41-391.49) and, with knowledge of the driving duties, | find this person is qualified, and, if applicable, only when (checkall that apply) OR
O the Federal Motor Qiﬂ‘“wﬂ! Regulations (49 CFR 391.41-391.49) with any applicable State variances {which will only be valid for intrastate operations), and, with knowledge of the driving duties,
nses

Ifind this person is qualifiad, and, if applicable, only when (checkall that apply):
(] Wearing corrective [JAccompanied bya : walvér/exemptionr [ Driving within ar exsmptintracity zone (49 CFR 391.62) (Fedéral)
1 Wearing hearing aid [ JAccompanied by a Skill Performance Evaluation (SPE) Certificate [ Qualfied by operation of 49 CFR 391.64 (Federa))

[ Grandfathered from State requirements (Statz)

i Medical Examiner's Cerfificate Expiration Date
The information | have provided regarding this physical examination is true and complete. A complete Medical Examination Report Form, (m m] ﬁ

MCSA-5875, with any attachmients embadies my findings completely and correctly, and is on file in my office,

Medical Examiner's Telephone Number Date Certificate Signed
(320) 227-2595 Apr 05,2017
: @MD O Physician Assistant O Advanced Practice Nurse
Thomas, Roger _ : Obo  Q chiropractor O Other Practitioner (specify)
Medical Examiner's State License, Certificate, or Registration Number Issuing State National Registry Number
9585 . MN 6835729074
Driver's mﬁ:nn.& Q‘ \ B Driver's License Number Issuing State/Province
. \m\, 5820188762220 MN

Driver's Address CLP/CDL Applicant/Holder
Street Address: _3650 Rollingview Drive City: White Bear Lake State/Province MN  Zip Code: 55110 ®Yes ONo




"a; ksﬁ

anglhg Market
Card Authorization
Bmployeeshavetheopﬁonofreceivingwagesbth'ectDepoaitand/orPayroﬂDebitCard.
If yondo not ide a written i will be paid by Payroll Debit Card.
0 O
Emplo  Name . - \ SSN# (last 4 digits) — Effeotive Date
O
Direct Deposit (Please complete Sections 3 and 5 below)
Payroll Dehit Card (Please complete Sections 4 and 5 below)
D
[J Update Bank Acconnt Inndmtandandaeknuwledgethatiﬂdnnntprwldea
Bank Nams; vnidedched:wlththlsdh'ectdepnmmrm,lam
ﬁ K responsible for any delays in payroll or extra costs

Routing# O [(HOHOD g 2 Incurred if the account number that I provide is incorrect,

i/ 250 dra LA ks DS Y witsl L2257 Daie_JE/ 2/(D

Account Type: [ Checking [ Sevings [lOther
. Tohelpmawidm.ﬁngmm,plmenﬂmhawpynfavddedchuk(adamﬂtsﬂpwﬂmtmm
. I -

St DIETRICK L. MCKENZIE SR i
m * 3650 ROLLING VIEW DR 101

WHITE BEAR LK MN 551 10-4926

Federal law req order to
request a Payro Date _ y you. If
yon do not suln e T all Debit
Card to pay yo
vedfyyourider  SRCIOTHE oot =3 1$
Except for the
mm 22 e — Dol [

oo Obank.
First Name ¥
A Mmoo _ [//C)/ Z\ =yl

1209500002218 A0L?ASH37PLEND 20 %

HHIEHE

City
GET'!'EXTALER’!‘S,whanyowpaychcckisdepositadonyunremd! [JYes, sign me up, for text alests
Allweneedbknowyonreeﬂphoneservicepmviderandmobﬂemunberabwe! My mobile service provider is:
RECEIPT OF PAYROLL DEBIT CARD (o be completed when you pickup your Payroll Debit Card)

Payroll Debit Card Routing # Payroll Debit Card Account #

073972181

canditions, and disclosures,
Employee’s Signature; Date:
SECTION 5 AUTHORIZATION

payments, net of required tax withholdings, other required withholdings
or anthorized 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: & ol @
this information will only be used to send your paystubs electronically

Employee's Signature: /) W M Date: ,-;?_/‘2 Z / :
: L A

4




EMPLOYER SOLUTIONS ST, AFFING GROUP
BACKGROUND CHECK AUTHORIZATION

A)

(First) (Middle) (Last)

HEBrmar-Mmue(s).a;;;1_0‘,,;¢,_.-L,_,sedL___________

Employee Name: .lej‘ £le R Lo @ gl?fﬂ? 202 SF

Current Address Since:‘ffﬂ’ i 3@&&&'4‘9 vi< s ol Bile 77727 4)'{/__/(7
(Mo/Yr) (Street) (City) (State/zip)

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

Previous Address From:

(Mo/¥r) — (Street) _ (cy) (State/zip)

Social Security Number: 3 {a “CH~%¢) & DOB: g@g %2?&

Phone Number:_&£ 7 -3 % 424
Driver’s License Number/State: -5 71 q / 75’7@ g&g,@

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

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

and criminal history records from any criminal justice agency in any or all federal, state, county jurisdictions; driving
records, birth records, and any other public records.

| further authorize any individual, company, firm, corporation, or public agency to divulge any and all information, verbal
or written, Pertaining to me, to Employer Solutions Staffing Group, LLC or its agents. | further authorize the complete
release of any records or data pertaining to me which the individual, company, firm, corporation, or public agency may
have, to include information or data received from other Sources. Employer Solutions Staffing Group, LLC and its
designated agents and representatives shall maintain al| information received from this authorization in a confidential

manner in order to protect the applicants personaj information, including, but not limited to, addresses, social security
numbers, and dates of birth,

Signature: /), W Date: ZCBZZ ; [/
— [ 3 ’
Notice to CA, MN, and OK Residéfts:

Please check the box bejow if you wish to receive a copy of a consumer report that is requested.




F w"4 2017 The exceptions don't agply %o supplemental wages Nonwage income. if you have a large amount of
orm greater than $1,000,000. nonn;gge lng'?“r:'ne, eggc a?esdlmresl or edlngsld:gds,':
Bagic instructions. If you aren't exempt, complete consider making estim ng Form
Purpose. Complate Form W-4 so that your the Personal Allowanoes Workaheet’l,:t'elnw. e 1040-E8 E“im I':l"g’{ ';}d,‘)"ag,‘?als- 0”:':'""‘39:
employer can withhold the correct federal Income workshests on page 2 further adjust your you '"“l{ ows GP b 205 g;““ ave pension or
from your pay. Conslider completing a new Form withholding allowances based on itemized annuity Income, ses Pub.

_Personal Allowances Worksheet (Keep for your reco

find out if you should
-4P

W-4 each year and when your personal or financial deductions, certaln credits, adjustments to Income, adjust your withholding on Form W-4.or W-4P.
sgituation changes. or two-earmners/multiple jobs sftuations, 'l’wr:')deamers or multiple jobs. If 3}03 lgava ath
Exemption from withholding. If you are exam Complate all worksheets that apply. However, you Jworiing spouss or more than one job, figure the
compr;ﬂfe only lines 1, 2, 8, 4, a7 and sign thpet' may clalm fewsr (or zero) allnwancgs. For regularyo gm'au'}g'gs mwm%%mﬁw o:gg:"f“m
;oe? = v%llg ?61‘%! Ysot;” ;x%m og anor %oghol o wagefa'lrwn'g’dh:rlugmn?am m%a bai?:id el al#wa" — W-4. Your withholding usually will be most accurate
» . See Pub, 505, Tax u ol not be a flat amount or 0
and Estimatod Tax. " Bercentag of wages, e eaowsnces afo cime on te Form W-4
Note: If ancther person san-elaim yo as-a depends ot of household, Generally, you can claim head claimed on the others. 8ee Pub. 505 for detalls.
on his or her tax retum, &uﬂm‘t claim exsmption of housshold filing status on your tax raturn ontlg if Nonresidant aflen, If mu nresident al
from withholding It m income exceeds $1,050 you are unmarried and pay more than 50% of the Notios 1382 & el ; % Foa ""w_‘;ﬂmwa"' sf%e
and Includes more than $350 of uneamed Income (for costs of keeping up a home for yourself and gour Nonresidert, N:‘F’P °g1m "“w thie fo ons for
exampls, intsrest and dividends). ge egg? as:'orwd er qualn)gg?d Igggdggls. a% c:"'e: 8! wi:hn;. = rs:;r:p “QFO 8 w";'
ub. 501, Examptions, Stan uction, an ok your olding. After your Form takes
Exceptions. An emplg?' ee may be able to claim Filing Information, for Information. effect, uys.s Pub, 505 to s%e howxﬂloe amount you are
exemption from withholding even i the employee Is having withheld com to your projected total tax
e ey Tmax mﬁﬁg‘fxﬁﬁﬁgmf e mﬁﬁeﬁ'}m i, for 20% 7. Sse Pub. Smpeglallyﬂ our earnings
® Is age 65 or older, withholding allowances, Crediits for child or dependent exceed §130,000 (SII‘IQIB) or 5180,00% (Married),
* Is blind, or care expenses and the child tax credit may be claimed Future developments. information about any future
» Will claim adjustments to Inoome; tax credits: o galn ﬂ:’e ggsrsfgnrgfgllo;vﬁances Work;liwet bslovgl.1 ldev'aallu n"l‘ents gglaoﬁng thv:enn YV-4 (%val;n Ia!s, »
3 n on enacted after we releass @ posts
itemized deductions, on his or her tax retum, cr?;ﬂtglnto wlthll:noldlr?gn aﬂgmc‘;:. e aetg www.irs.gov/w4.

A Enter *1" for yourself if no one else can claim youasadependent, . . .

B Enter*1”if; {

C  Enter "1” for your spouse, But, you may cho
than one job. (Entering *-0-"
Enter number of dependents (other than
Enter #1”
Enter *1"

Tmo

* You're single and have only

one job; or

{Note: This may be different from the number of exempti
® [f you plan to itemize or claim ad

For accuracy, and Adjustments Worksheet on page 2,

complete all

that apply. to avol

® if you are single and have more than on
workshests eamlnFs from all jobs excesd $50,000 ($20,000 if married),
d having too little tax withheid.

® |f neither of the above situations applies,

. L R Y

e job or are married'a

* You're married, have only one job, and your spouse doesn’t work; or J
* Your wages from a second job or your spouse's wages (or the total of both) are $1,500 or less,
ose to enter “-0-" if you are married and
may help you avold having too little tax withheid) . . . . . , ,
your spouse or yourself) you will claim on your tax retum . o g
if you will file as head of household on your tax retum (see conditions under Head of household above) .
if you have at ieast $2,000 of child or dependent care expenses for which youplantoclaimacredit . , .
{(Note: Do not include child support payments, See Pub, 503,
G Child Tax Credit (including additional child tax credit)
* If your total income will be less than
have two to four eliglble children or |
* If your total income will be between $70,000 and $84,000
H  Add lines A through G and enter total here,

rds.)

have either a working spouse or more

.+« . . A

o« o e LI

HAS (P15

TMmoOO

, Child and Dependent Care Expenses, for details.)
). 8ee Pub. 972, Child Tax Credit, for more information,

$70,000 ($100,000 if married), enter “2” for each eligible child; then less “1” if you
less “2" If you have five or more eligible children.

($100,000 and $119,000 I married), enter “1” for each eligible chiid, G /
ons you claim on your tax retum.) > H
ljustments to income and want to reduce your withholding, see the Deductions ot

nd you and your spouse bath work and the combined
see the Two-Eamers/Multiple Jobs Worksheet on page 2

stop here and enter the number from line H on line & of Form W-4 bsiow,

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

3 W"4 Employee’s Withholding Allowance Certificate OMB No, 1546-0074
orm

partm » Whether you are entitled to olaim a gertain number of allowances or exemption from withholding is
F,:amm fm::;mw subject to review by the IRS. Your employer may be required to send a copy of this form to the IRS, 2 @ 1 7

1

Dletciek B

Your first name and middle Initlal Last name =

MiKenzlie

2 Your sooial security number

358 tR50:L8

3l

B Aol V160 T3k

3 D 8ingle

Wlmmed [ Married, but withhold &t higher Single rate.

Note: I marded, but lagally separated, or Spouse Is a nonresident alien, chesk the *Single® box.

e Beas laks M 55110

Wh

Under penalties of perjury, | declare that | have examined this certificate and, to the best of my knowiedge an
Employee’'s signature A
(This form Is not valid unless you sign it) » /2 W,‘% Y

City or town, state, and"#P code

4 If your last name differs from that shown on yaur sooial security card,
check here. You must call 1-800-772-1218 for a replacement card. » []

Total number of allowances you are claiming

{from line H above or from the applicable worksheet on page 2) 5

Additional amount, if any, you want withheld from eaoh paycheck

| claim exemption from withholding for 2017, and | ce
* Last year | had a right to a refund of all federal Inco
* This year | expect a refund of all federal income t

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

v .

rtify that | meet both of the following conditions for exemption.
me tax withheld because | had no tax llabllity, and

ax withheld because | expect to have no tax liability.

.7 —

6% <

d belief, it is true, correct, and compiete.

Dater 19/ 2 2/7

Employer's name and address (Empleffer: Complete lizés 8 and 10 only If WRS.)

8 Offica code (optional)

10 Employeﬂdentlﬂcatl{n number (EIN)

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

Cat. No. 10220Q

Form W-4 (2017)



Form W-4 (2017) o D e e sy g o

Basio instrucHons. if you aren't exsmpt, com making estimated tax using Form
Purposs, Complate Form W-4 o that your mpmanmmmmmuwuw.# 1mm;g&*gm. )
employer can withhold the correst federal income workshests on page 2 further adjust your you — m%umm v
mmﬁmm:nthnmyow oo or fnanoie) Man e toIncoms, adjust your withholding on Form W-4 or W-4P.
smmﬂonw%aa wwawnmmnhm ‘Two eamars or multiple jobs, il you havsa

fram withholding, H you are examp, Complete all workshegts that apply. However, you m«:rmt&mbb,ﬂ the
lines 1, allowances you are 10 glaim
mlu 2,9,4, :ﬁg"#ﬂmg wdﬂmm%mnﬂumhrm worksheets

Your wages, be based an allowances o1 Slljobs using v from only one Form
16, 2018. See Pub, u claimed and may not be a fiat amount or lding usually will be mast acourate
s Fe el A A
t8s & enoiner parson oan olalm vou a Cepanoan el et Bea Pub. 65 for datsl
on his or her tax retum, you cen't claim sxemption
from withholding if ﬁ)hmmemda allen, #f you are a nonraaidant allen, sea
mwmm%wm&’m% umiﬁ.WFomWAW
An b able to claim Gheck your withholding, ARer your Form W-4 takes
from withholcing even f he erpliyes is th eft, uss Pub, 05 1o s how o amott you e
a dependent, if the employes; Tax oredits, You oan tax credits into - 7“'”""3"‘1.8“',"%?: gwb
o 1s 29 65 or okder, m‘"wwmmcmamﬁ%%mmm noaad $130,000 (Single) o 180,000 Phamiaeye”

* I3 blind, or care 1he child tex credlt may bs cialmed %Mﬂpmmgomatbnatg,mwﬁmm
ualng the Personal Allowancea Workeheot below, d ans m a3
*Will 4
mwﬁﬁmg@w?w sas"?vu%waoafor on convarting your ather gwﬂ;%"ﬁ}%wm@éﬁwmmm
' Personal Allowances Worksheset p for your records.,)
Enter *1” for yourseif If no one else can claim you as a dependent, . . . , . . 9 06 0 0 o 0 0 O

. . A
* You're single and have only one job; ar

Enter “1° if; { * You're married, have only one job, and your spouse doesn’t work; or } ... B
* Your wages from a second job or your spouse's wages (or the total of both) are $1,600 or less.

Emer“ﬂ“faryowspouse.Bm.youmydmosetoentar“-o-”lfyouaremarrledandhavaeimaraworlﬁngspouaaormora

thanone]ob.{Enteﬂng“-o-'mayhelpyouavoidhavlngtoomﬂetaanhheld.). Tt e e e e e s e e ©

Enternumberofdependents(omermanyuurspomoryourselijouwillclatmonyourtaxm. 5 o ollo. 6 o o [

Enter“1’ﬂyouwlnﬂleasheadoi‘homholdbnyourtaxrehm(seeoondmonaundarﬂaadufhouseholdabova) + + E

Entar“1"ifyouhavaatleaataz,oooofdindordependentcareexpensesforwhlohyonlantoclalmﬂmd& o B F

{Note: Do not Include child support payments. 8se Pub, 508, Child and Dependent Care Expenses, for detalls.)

Child Tax Credit (including additional child tax credit). See Pub, 872, Child Tax Credit, for more information.

-lfyourtotalIneomewmbalesemmm,boomoo,(mifmarﬂad),enta“Z"fareamellglblech;menleas“1"ifyou

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 $118,000 If married), entar “1” foreach gligblochild, @
H  Addlines Athrough G and entarmmlhm(NmMmaybediﬁemﬁommenumberofexempﬂomyouolalm onyour tex retumn.) > H

® if you to itamize or clalm adjustments to Income and want to reduce your withhol , see the Deductions
For acouraoy, andyxm% Worksheet o:;';ga 2, 4 . S
complate all * It you ars single and have more than ane Job or are married and you and your spouse both work and the combined

workshoets from all jobs exceed 000 000 if married), see the m-samwmmple Jobs Workshest on page 2
thatapply. | 15 et e b e oo foond0 {820, = =

-lfnall!wrofﬂmahovasnuaﬂonaggpnea,shghmmdemermenumbsrfrmn line H on line 5 of Form W-4 below,
Separate hereandieFormWAbyowemployar.Keepﬂmhppartfarmmorda.

5 w.4 Employee’s Withholding Allowance Certificate OM8 No. 1645-0074
m

P Whsther yon a thmhammdﬂm«mmmmwmmeh
i ol Thowmry subiaothyr:vle:bymelmvmmmrwhammhmdamdmﬂommmm& 2(@1 7
"_Ra1 varE Tirst niama and middie Intiel Lagtnama McKenzi 2 Your social security mmbor
Dietrick na ) 358625618

__ Home address (number and strast or rural rovie) 3 O single (&) Marleq () Maried, byt wihhold at higher Singla rats.
3650 Rolling View Driver Nota: If maried, but logelly saparate, or spous is a nanresident allen, sheok the *Single® bor.
Chty or town, state, and ZIF oode 4 Hyour last name differs from that shown on your soclal secuyity cerd,
White Bear Lake, MN 55110 checls hers. You must call 1-800-772-1218 for a replacement card, ]
8 Total number of allowances you are glaiming (from line H abova or fram the applicable worksheet on page2) |6] 4
8 Additional amount, If any, you want withheld from eachpaychesk , . . . . . , , . . v e .. |al8
7 Iolaim exemption from withholding for 2017, and ! certify that ) mest hoth of the following conditions for examption, e
oLastyemhadaﬁghttoarefundofallfadara!mcomataxwmheldbmmlhadnotaxnabillt_y. and
» This year | expect a refund of all federaj income tax withheld because | expect to have no tex tability.

mTmo o w >

If you meet both conditions, writa "Exempt®here. . . . . . . . 0, . e . . . . »izl
Under penalties of parjury, | declare that | hmaegmmegﬁ)hwﬁﬁcateapd. to the best of my knowledge and bellef, it is frue, correat, and compiste.
Employee's signature
mgfonnlsnotvaudumqssyoualgn 1ty b Delrikiscieme 1act 23, 2017) Date» Oct 23,2017

8  Employer's name and address (Emplayer: Complets lines 8 and 10 only if ssnding fothe IRS.) ] 9 Gifias code {opional} } 10 Employer identification number (EIN)

For Privacy Act and Paperwork Reduction Act Notice, s¢e page 2. Cat. No. 102200 Form W-4 (2017)




EMPLOYER SOLUTIONS STAFFING GROUP
BACKGROUND CHECK AUTHORIZATION

Employee Name; _ Dletrick McKenzie
(First) (Middle) (Last).
————FormerName{(s)and Dates Used:
Current Address Since: 3650 Rolling View Driver White Bear Lake, MN 55110
{Mo/Yr) (Street) {City) (State/Zip)
Previous Address Frpm: Taa:
{Mo/¥r) (Street) (City) (State/Zip)
Previous Address From; ] ] .
(Mo/¥r) (Street) (City) (State/Zip)
Social Security Number;___ 358625618 bog;_12/05/1972
Phone Number: 6513347818
, Driver’s License Number/State:

The information contained in this application Is correct to the hest 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. 1 understand that the scope of the consumer report/ investigative consumer
report may include, but is nat limited to the following areas: verification of soclal security number; credit reports,
current and previous residences; employment history, education background, character references; drug testing, civil
and crimina) 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 divuige 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 informatign, including, but not limited to, addresses, social security

numbers, and dates of birth,
Signature: W Date: O¢t23,2017

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 recelve a copy of any Background Check Report on me that is requested.



Para Informaridn en espafiof, wisite Www.consumerfinance.gov/iearnmore o escribe a la Consumer Finaneial Protection Bureay, 1700 G Street N.W,, Washington,

DC20552.
A SUMMARY OF YOUR RIGHTS UNDER THE FAIR CREDIT REPORTING ACT
The federal Fair Credit Reporting Act (FCRA) promotes the accuracy, falmess, and privacy of information in the files of consumsr reporting agencles, There are many

types of consumer reporting agencles, including credit bureaus and specialty agancles (such asagencles that sell information about check writing histories, medica)
records, and rental history records), Here isa summary of your major rights under the FCRA. Far more Information, Inciuding information about additional rights, go
ummmwgwmeMWmmmnmnmmmmm

° Ywmmhmwmmmmrmemmmmimmmnewho umaaadurepono:anoﬂtertypeufmnmmeﬂepomodeuyywapplb
cation for credit, insurance, or employment - or to take another adverse action egainst you - must tell you, and must give you the name, address, and phone
number of the agency thet provided the nformation, —

® Yoummmmwmmmbhwmmvoumayrequwandnbtamaﬂ the information about you in the files of a consumer reperting agency (your “file
disciosure”). You will be required to provide praper identification, which may include your Soclal Security number. In many cases, the discinsure wil be free, You
are entitled to a free file disclosure if:
® a person has taken advarse action against you beceause of information In your credit report;
® you are the vietim of Identity theft and place a fraud alert in yaur file;
®» your file contains Inaccurate information as a result of fraud;
® you arg on public assistance;
* you ara unemployed but expect to apply for employment within 60 days.
In addition, all consumers are entitied to one free disclosure every 12 months upon request from each nationwide credit bureau and from nationwide spechalty con-
sumer reporting agencies, Sge sumertinance gov/learnmors for additional Information,

* You hava the right to ask for a cradit score. Cradlt Scores ara numerical summartes of your credit-worthiness based o information from cradit bureaus, You mgy
request a credit score from consumer raporting agencles that create scores or distribute scores uzed In residential rga) praperty loans, but you will have to pay for
it. In some mortgage transactions, you will recelve credit score infarmation for free from the mortgage landar,

» Yauhmtherls!uwdlmmelummplmnrlnamumhfomaﬂon.liynuldauﬂfymmﬂonInyuurﬂletimttslnmmple!aorlnamte.andrepnrtlttuﬂle
conaunetmponlngaganw,theagencymustinvesﬂxateunlessyourdlspmlsfmolpus.na ¥.consumerfinance gov/icarymore for an explanation of dispyte
proceduras.

o Constover reporting agencles must correct or delete Inaceurate, incomplete, ar unverifiable information, Inatcurate, incamplete or unverifiable Information
must be removed or carrected, usually within 30 days. However, a consumer reporting agency may continue to report information it has verifled as accurate,

*  Consumer raporting agenties may not report ontdated negative Information, In mast cases, a consumer reporting agancy may not repart negative information
that is more than seven years old, or benkruptcies that are more than 10 years oid,

* Accoss to your file Is imited. A consumer reporting agency iay provide Information aboiit you only to people with avalid need ~ ustrlly to consider an applica-
tion with 8 creditor, insurer, employer, landlord, or other business. The FCRA specifies those with a valld need for access,

* You must giva your cansent for raports to be provided to €mployars. A consumer reporting sgenty may not give out Information aboutybu to your employe?, 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/leammore

. voumwnmn"pmmad'oﬂeuwmmanulnmmyoummed on Information in your credRt report, Unsolicited “prescreened” offers for credit and
insurance must include a toll-fres 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,

» Youmay saek damages from violators, ¥ a consumer reporting agency, o, In some cases, a user of consumer reports or a furnisher of Information to a consumer
reporting agency violates the FCRA, you may he able to sue in state or federal court.

* Identity theft victims and active duty military personnel have additfanal rights, For more mmmmwwmmmm@,
States may enforce the FERA, m:umymmhmmeirommmmwmﬂmlm {n some cases, you may have mure rights ender state low. For more lnfor-

mation, contact your state or focal consumer protection oagency or your state Attorney General, For information about your federal rights, contoct:
TYPE QF BUSINESS:

CONTACT:
L3, Banks, savings associations, and credit unions with total assets of ovar a. Bureau of Consumer Finandal Protaction
$10 hiflion and thelr affiliates, 1700 G Street NW
Washington, DC 20552
b. Suth affiliatas that are not banks, savings associations, or credit unlons also | b, Federal Trade Commission: Consumer Respanse Center—~FCRA
should list, in additian to the Bureau; Washington, DC 20880
{877) 382-4357

2.To the extent nat included in item 4 above:
2. National banks, federal savings assaciations, andfederal branches and fed- | a, Gffice of the Comptroller of the Currency

eral agenties of forelgn banks Customer Assistance Group
1301 McKinney Street, Suite 3450
Houston, TX 77010-8050
b. State member banks, branches and agencies of forelgn banks {otherthan | b. Federal Reserve Consumer Help Lanter
federal branches, federal agancies, and Insured state branches of forelgn P.0, Box 1200

banks), commercial lending companies owned or controlled by foreign banks, | Minneapolis, MN 55480
and organizations operating under section 25 or 25A of the Federal Reserve
Act

c. Nonmember Insured Banks, Insured State Branches of Forelan Banks, and ¢ FOIC Consumer Response Canter
insured state savings associations 1100 Walnut Street, Box #14,
Kansas City, MO 64106

d. Federal Credit Unlons . - -l d. National Credit Unlon Administration




EMERGENCY CONTACT INFORMATION

: :EMPLOYER SOLUTIONS STAFFING GROQUP
IN CASE OF AN EMERGENCY - NOTIFICATION INFORMATION

Employee Name: Dietrick McKenzie

Address: 3650 Rolling View Driver White Bear Lake, MN 55110

6513347818

Home Phone:

GNCY CONTAG
who cauld be co

Contact #1 Home Phone:
Name: Jacquline McKenzie Cell Phone: 651-334-7991
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 smergency:

This Infarmation will remain confidential and will only be used in the case of an emergency.
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employer solutions staffing gm;up,c

STATEMENT OF CONFIDENTIALITY

This agreement made this day of , 201__, between
Employer Solutions Staffing Group LLC, hereinafter referred to as “employer”,
and hereafter referred to as “employee”.

WITNESSETH:

Far 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 liguidated
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.

Dhtrick HzRenzic (Oct i3, 2017)

Employee Signature

\ w"

Employer Solutions Staffing Group LLC, Representative
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INJURY MANAGEMENT PROGRAM

Injured Worker’s Responsibiiities

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 clinlc 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 o work
at the earliest appropriate time.

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

Follow all physical restrictions at hame and at work.
Report to work and perfbrm physically suitable tasks as assigned, These may or

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



Malntain 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.

[e) 0 over immediately of any new injuries or conditions that impa
ou sical 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.

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

Signed: DieLrich Mefonziz.

m_ Mciiersia (Oct 25, 7077)
Printed Name: Dietrick McKenzie




employer solutions staffing group..

Important/importante

LOST OR STOLEN PAYCHECKS

If a paycheck is lost (missing, misplaced, destroyed, lost in the mall, efe.), yau
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 recrulter 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, efc), usted debe notificar a su reclutador de personal que el cheque no
se puede encontrar. 8 se puede verificar que el chegue no ha sido cobrado,
ESSG se detendrd el chegue de pago y reemitir el cheque a usted, descontando
un cargo de entre $ 25 - $ 35.

8i su cheque de pago fue robado, primero debe denunciar el robo a la policia
antes de que ppdamos 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 emitird un nuevo cheque y no hay cuota se deducira.

AGREED/SE ACUERDA—

Name/Nombre (con lefra de molde): Dietrick McKenzie

Signature/Firma;  baricsickenseipa 2, 2007




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 serigus
recognized hazards and comply with standards, rules and regulations issued
under the OSH Act.

(2) Ensure that its clients perform a joh 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) Eistablish 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:

* Responeibility 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 ta 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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employer solutions staffing group..

»Right to request information about safety and health hazards in the
workplace, appropriate precautions to take, and procedures to follow if
involved in an accident or exposed to hazardous substances

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

You can have your name withheld from the host employer and any other entity, by
request, if you sign and file a written complaint. You can request to be advised of
OSHA actions regarding a complaint, and request an informal review of any
decision not: to 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 18 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
952.885.1288/1.866.496.7578) and asking for the ESSG Safety Director. You can
also contact OSHA directly with any concern. ESSG recognizes the serious nature
of ensuring workplace safety will endeavor to protect any employee who may have
been subjected to unsafe or hazardous worksite conditions,
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Acknowledgement of Receipt of Workplace Safety Policy

I certify that I have received a copy of Employer Solutions Staffing Group’s ESSG
WORKPLACE SAFETY POLICY. I understand that it is my responsibility to read
this policy and ask my supervisor, a member of management or to telephone
Employer Solutions Group (BESSQG) at 952,835.1288/1.866.496.7578 with any
questions I may have about this policy. I agree to comply with ESSG's policy on
ESSG WORKPLACE SAFETY POLICY and I understand failure to comply is
grounds for disciplinary action, up to and including termination.

I also agree that if at any time during my employment I am believe that T am
working in an unsafe or dangerous work environment, I will immediately contact
my supervisor, manager, director or ESSG’s Safety Director at;
952.835.1288/1.866.496.7578 in order to obtain assistance in the resolution of such
matters,

Employee Name (Pleage Print)
Dietrick McKenzie

Employee’s Signature:

Diedrics iiritenrio {Usts3, 2017) Date: Oct 23, 2017




o 3890 Pre-Screening Notice and Certification Request for

(Rev. March 2016) the Work Opportunity Credit OMB No. 1646-1600
o Revenso Sas”_| I Information about Form 8350 and ts ssparate instructions s at wwwe e gov/fonméasa.

Job applicant: Fill in the lines below and check any boxes that apply. Complete only this side.
Yourname Dietrick McKenzie Social security number®> 358625618
Street address where you live 3650 Rolling View Driver
City or town, state, and ZIP code White Bear Lake, MN 55110
County Telephone number 6513347818

If you are under age 40, enter your date of birth (month, day, year) 12/05/1972

1 [T} check here if you received a conditional certifieation from the state workforce agency {(SWA) or a participating lpoal agency
for the wark opportunity oredit,

2 [Tl Gheck here It any of the following statements apply to you.
* | am a member of a family that has racetvadmlstanqefmmTempomryAsslstanceforNeedyFamlllas(TANHforanye
manths dyring the past 18 months.
® | am a veteran and a member of a family that redaived Supplemental Nutrition Assistance Program {(8NAFP) benefits (food
stamps) for at Ieast a 8-month petiod during the past 16 months,

© 1 was referred here by a rehabilitation agenoy approved by the state, an employment network under the Ticket to Wark
program, or the Department of Veterans Affairs.

¢ | am at least age 18 but not age 40 or clder and | am a member of a family that:
a. Recsived SNAP benefits (food stamps) for the past 8 months; or
b. Received SNAP benefits (food stampes) for at least 3 of the past 5 months, but is no longer eligible to receive tham.

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

* Ireceived supplementa) security income (SSI) benefits for any month ending during the past 60 daya.

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

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

4 Eﬂ] Check here If you are a veteran entitled to compensation for a ssrvice-connected disability and you were discharged or
released from active duty in the U,8. Armed Forces during the past year,

5 m] Cheok hers if you are a veteran entitied to compensation for a service-connested disability and you wers unemplayed for a
period or periads totaling at lsast 6 months during the past year.

8 @ Check here If you are a member of a family that;
» Recelved TANF payments for at least the past 18 months; or
* Received TANF payments for any 18 manths beglnning after August 5, 1997, and the earliest 18-month period beginning
after August 5, 1887, ended during the past 2 years; or

» Stopped being eligible for TANF payments during the past 2 years because federal or state law limited the maximum tima
those payments could be made,

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

_ Signature—All Appiicants Must Sign

Under p:tr;mss oflgglury. | dec!mﬁmlqavaﬁeahweinhrmaﬁmfomaemp'owonm hefore the day | was offered a job, and R 7s, to mébestofmy lmowledge, true,
gorrast, and complate,

'D . ; (4 E E z Ei v
Job applicant's sigriature B DitackMdteine (02123, 2017) Date Oct 23, 2017

For Privacy Act and Paperwork Reduction Act Notice, see page 2. V oat. No. 228511 Form 8880 (Rw 3-2018)
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. Form A (rev. 03/2017) TAX CREDIT QUESTIONNAIRE

EMPLOYER SECTION:
Client: Company:
Locations Position: Starting Wage: $
EMPLOYEE SECTION: g
First Name: Last Name: Suffix; Street Address: City/State: Zip:
Dietrick McKenzie 3650 Rolling Vi White Bear Lake, MN_ | 55110
SS#: ' Date of Birth: Age: Have you w';rk:;lo for | ¥ yes, location: -
358625618 this company before?
: 12/05/1972 Yes] No (]l
Please complete all guestions, and sign and date the form. Yes No
1. Haveyon or has anyone living with you recelved Temporary Assistance to Needy Families (TANF) O G

at any time since August 5, 19972 (ifyes, pleass provide information below,)
Name of the person recelving benefits; Relationshiptoyow: _____
City: . County: ____ State: ____

2. Have you or has anyone living with you reccived Food Stamps (BNAP) at any time doring the past 15 months? @) @]
(I yes, please provide fnformation below,)

Name of the person receiving benefits: Relationship toyow: ______
City: County: State: _____

3. Have you received Supplemental Security Income (SSI) at any time within the past 3 months? a Q
Pleass nots, this is not the same as Social Seourity benefits (SS) or Social Security Disability (S8SDI) benefits.
*f you checked yes pleasa provide a copy of your SSI docuumentation.

4. Have you received any type of vocational rehabilitation services within the past two years? a g
If yes, please indicate which type of worked with and provide their focation information belowe

[0 Vocational Rehsbilitation Agency Dept. of Veterans Affairs Employment Network (Ticket to Wark Program)
Name of Agency: Phone #:

City: ____ Comnty: ____ Staes ____

*If you checked yes please provida a copy of your active Indivickeal Work Plan and Ticket to Work docmentation,

§. Areyou a Veteran of the U.S. Military? *ifyes, please provide a copy of your DD-214 and letter of separation, Q Q
{If yss, pleass provide information below, Ifno, please continue toquestion #6.)

Dates of Service - From: Ta:
Branch of Service:
Are you entitled o or are you receiving compensation for a service-connected disability? Q Q

6. Have you heen unemployed st any time during the last 12 months?

a Q
If yes, dates of unemplayment - From: To: "

Did you receive unemployment compensation at any poing during your nnemployment? Q D
1fyes, in which state dld you reeive unemployment compensation?

7. Have youn been convicted of a felony ar released from prison fora felony conviction in the past 12 months?
Conyiction Date; Release Dato;

Wes thiaa L3 Federat or E5] State convition? ¢ State - County: Stater

e %

Additional Tax Credits
TEC (Native American); Are you or your spouse a member of a Native American Tribe? a o
Ifyou checked yes please provide a copy of your CDIB card,
CA Residents: [T Aro you the ohild of foster paremts? [T]] Do you recsive CalWorks? =] Workfuree Investment Act?
[l Are you a migrant or seasons] farm worker? [[] Have you ever been comvicted of e misdemeanor?
SCResidents: [[] Do yon receive Family Independence Benefits?

PLEASE READ, SIGN, AND DATE:

Under penalties of perjury, 1 declars the information above to be trus and accurate o the best of my knowledge, and 1 hereby authorize any agency. orgamzation, or
individwals 1o supply such verification or information that may be rieeded to determing tax credit eligibility to my employer, enplayer representative {Associaled
Consuliants. Inc. dba Retrotax), or the Department of Labor.

New Employee Signature: _LISLLILA MK enze Date: OCt23,2017
T PTOR RO 2, 2T




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

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

Instructions: This Self-Attestation Form (SAF) is to be completed, signed, and dated by the new hire only.

Employers or consultants submit this SAF to the State Workforce Agency with IRS Form 8850 or $ flled

separately, with ETA Form 9061 (or ETA Form 9062) far 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.

0 v

New Hire’s Signature: _biiekvctersieioetzs, 2017 Date OCt23,2017

New Hire Name: Dietrick McKenzie

Sacial Security Number: 358625618
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.

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

(Enter start date)

Privacy Act Notice:
The Intemal Revenue Code of 1988, Seciion &1, &3 emendad and Its enaicting legfalation, P.L. 104-188, epecily thatthe Stais Workforos Agendies ams the

Public Burden Statement:
Pamumarenﬂqumdbmmdbﬁbw!beﬂmofﬁwmlbnuﬂmﬁdbﬂaysawmﬂyvﬂldOMBMﬁdnumba.Raspmthnh’obllgaﬂnum
mplshﬁﬁsfmnbmqukedboblﬂnamﬁnbemﬁts(&111—5).?ubﬂompoﬁng burden s esimated to average 10 minutes per response, Including the
mmrmmmmmmmdmmm.gmmmmdmﬁmmmedmmdﬂandcumpleﬁmmdrwiaaﬂmhamﬂeﬁmof
information. Send comments regarding this burden estimateto he U.S, Department of Labor, Division of Naianal Programs Tools Technlca) Assistance,
Room C-4510, Washington, D.C. 20210 (Paperwork Reduction Projeat 1205-0874). Please do not submit completed forms to this address.
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employer solutions staffing group..

Notification of Minnesota Law Re uirement —

Unemployment Acknowledgement

According to Minnesota Statute section 268, 095, subdivision 2, paragraph (d), an
applicant who, within five calendar days after completion of a suitable
Jjob 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 Jjob assignment offered, or (3)
accepts employment with the client of the staffing service, is considered to

have quit employment.

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

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

DDA m/ﬂgj// 5

Employee Sighature=—=—" Date:

fratric/ W Rern=i

mployee (please print your name here)

CMG_SM - Rev. 09.2013



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 certaln events as described in the policy may resuit
in adverse personnel action, including my termination from employment with ESSG. |
understand that this policy in any form, and any employee handbook including this
policy, are not a unilateral employment contract or offer thereof.

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

. / " .—5’
Individual’'s Name
/23] (7
Dat V4 b

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



e R S R G a3

Acknowledgement of Receipt Antiharassment Policy

I'certify 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 952.836.1288/1.866.496.7573 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)

Drefpre e FHbor =, - KeVa

Employee’s Signature:

f, 5
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RECEIPT OF EMPLOYEE HANDBODK AND 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, policies and standards set forth in the-
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.

| 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. | 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.

I understand the foregoing agreement concerning my at-will employment status and the
company’s right to determine and modify the terms and condltions of employment is the sole
and entire agreement between me and ESSG concerning the duration of my employment, the
circumstances under which my employment may be terminated and the circumstances under
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_ZZcfrie/( ./ /% ‘202
PLEASE PRINT

EMPLOYEE

SIGNATURE “

£ e
e [ —7
REPRESENTATIVE i k

23




m ACKNOWLEDGMENT

The associate handbook was reviewed with me, and | have received my personal copy. | also
acknowledge that | have been given the opportunity to ask questions and express concerns

- during my orientation. Additionally, | understand and support the following:

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. lagreeto notiff( 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 Consuitant.

2 0.
Date /¢ /@Z/'] —

Associate's Signature: 5

Associate's Printed Name: 72utr/e @)K =i 5/

Orientation provided by: %/7

4
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* xacu wuuemnity Medical Benefits_Plan 2
\_/§l 219301-ESG-1 {OFFICE USE ONLY LOCATION = N g RehireDate___ 7 4

ENROLLMENT FORM ESC CU(UNAC-MN) P1 v18.2

anr USING BLACK or BLUE INK (Must Be Filled Out
Name  Social Security # ,

Home Phone ' Sex ]

B. DO YOU OR ANY OF YOUR DEPENDENTS RECEIVE MEDICARE BENEFITS? DYSS;DNO i Yes pleasecontinue )
~ Medicare Health Insurance Claim Number (HICN) | Medicare Effective Date

City "State fZip | Date of Birth
I

Name of CO\}ered Persoh {s): i
'3,

1. 2 el
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.

FIXED INDEMNITY SHORT-TERM
SELECT COVERAGE LEVEL 'MEDICAL® DENTAL | Vision TERMUFE | AR,
i &0 %647 T

- Employeg Only [7]] | $20.55 | W s2e2 5B 50.60 ol sa.20 &
Employee +1 [ $41.10 $12.34 $4.92 $0.90
g N_O£OALL Beneﬁts | DYesID.Nz.:. .DYes DNO_ _ DYés DNo DYes DNo | DY_es DNO h

. 'This coverage is not'av d éble to residents of NH,I HI, or Pk. "’ST Dis not availéble to p'efs.ons vs)ho work in CA, Hi, NJ, NY, or RI.

AN T e et sttt sttt v e e bt st s 1 et e et

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

Name Relationship

D. REQUIRED DEPENDENT INFORMATION
Name Social Security # Date of Birth

Sex Relationship
Name e L L TMITE] | Spousel T chid [ emestic Parner
Name Social Security # ' Date of Birth Sex Relationship
St o Socut e MILE] [ Spouse [ chitd [ Domestic Parner
Name Social Security # ' Date of Birth Sex ‘ﬂReIationship
e L L MITE] | Cspouss [ chid ) Domestic Partner
Name Social Security # Date of Birth - Sex f Relationship

et IMITE] ' COspouse [ chia [ Domestic Partner

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
a limited time and | understand that making no benefit selection is a declination of coverage.
T e8P0 DBNENE sefection s a declination ¢ el

oate (0128, ners o sienaRE 2, V7 /4 ~=

e e o -

This is an Essential StaffCARE Enrollment Form,



@

o mmmnsee 080  ESNG g

‘hl‘m-\\u.\."'h-m hddo L Al L 3 Bmeﬁt Phn Adm. ms' 'm
Enhanced MEC Plan_Plan 1
Bensfits Enroliment Form 1 yew Emo [ Rehire Rehire Date
Name'(Flrst and Last) Soclal S8ecurity Number
— e [ State p Code

Gender Ll Male [ Warital Status L] Single | Date of Birth
[J Female | [ Married [J Divorced

Phane Number; Emall Address:

Date of Hire

Please Select Desired Coverage:

[:' Employee Only - D Employee+Spouse - Employee+Child(ren) - D Family -
$24.00/Week ‘ $38.00/Week $36.00/Week $63.00/Week

EFF. DATE
EFF. DATE
EFF. DATE

Employee Acknowlsdgemant and Autharization - | hereby appiy for the group benefit(s) as indicatad. | acknowledge that all entries are true and complete and that
any misstatements or failure to report information may be used as the basia for cancellation of coverage for me and my dependent(s), if any, from the original
effective date, Further, | authorize my employer to make the necessary payroll deduction of premiums for coverages | have elactad,

IF ENROLLING - YOU MUST SIGN HERE

Employes Signature Date

—
EMPLOYEES DECLINING | am DECLINING coverage
1understand that | and/or my dagfen , i any, walve any coverage and desire to participate in the plan at a later date, l'we may be conaidered a late enroliee and
must mest the requirements dofined In the Certificats of Coverage for the company’s medical or dental Plans, If1 decline enroliment for myself or my dependents
{including my Spouse) hecause of other covarage, | may, In future be ahle to enroll myself or my depend In this plan, providad | request enroliment within 31
days after the other covarage ends. in addition, if a new dependent relationship forms as a result of marriage, hirth, adoption, placement for adoption of parting suit

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

IF DECLINING- YOU MUST SIGN HERE
sl ST e e e 5/ 7 5/ /e
3 7 7 / 4

b
er Solutions Staffing Group Health Benefits Team
PO Box 46270 Minneapolls, MN 55344-9958
Phone: 952-767-9519 Fax: 8562-767-9515
Emaii: Health@employersolutlonsgroup.com




