Employment Eligibility Verification USCIS

Depariment of Homeland Security owf ::in:J;-g()o«;7
U.S. Citizenship and Immigration Services Expires 08/3172019

P START HERE: Read instructions carefully hefore completing this form. The instructions must be available, either in paper or electronically,
during completion of this form. Empiloyers 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
document(s) an employee may pnesent to establlsh employment authonzetlon and identity The refusal to hlre or continue to employ

Section 1. Employee Informatlon and Attestation (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 (Famlily Name) First Name (Given Name) Middle Initiat Other Last Names Used (if any)
; LVE Lo
Address (Street Number and Nams) Apt. Number | City or Town State ZIP Code

SY9 Epund Ax. SL Gl

MmN | sSRT
Date of Birth, (mm/dd/yyyy) | U.S. Social Security Number Employee's E-mali Add Employee's Telephone Number
03/eY,785 _|F1E0)- 1A TEEB e he M cloed con| ¢51-28573/78

] am aware that federal law provides for imprisonment andlor fines for false statements or use of false documents in
connection with the complstion of this form.

1 atl:eft, under penalty of perjury, that | am (check one of the following boxes):

[I#1. A citizen of the United States

[] 2. A noncitizen national of the United States (See instructions)

I:I 3. A lawful permanent resident  (Allen Registration Number/USCIS Number):

I:I 4, An alien authorized fo work  until (expiration date, if applicable, mm/dd/fyyyy):
Some allens may write "N/A" in the explration date field. {Sse instructions)

Alfens authorized to wark must provide only one of the following document numbers fo compiete Form I-9: mﬂzm]f%"ggm
An Allen Registration Number/USCIS Number OR Form 1-94 Admission Number OR Foreign Passport Number.

1. Alien Registration Number/USCIS Number:
OR

2. Form 1-84 Admission Number:
OR

3. Foreign Passport Number:
Country of issuance:

Signature of Employee Today's Date (mm/ddAryyy)
. ﬁ . ; // /4 5/60/ 7

rgparer and/or Translator Certification (check one):
| did not use a preparer or transfator. [:] A preparer(s) and/or translator(s) assisted the employee in completing Section 1.
1§/ds below must be completed and signed when preparers and/or translators assist an employee in completing Section 1.)

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

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

o Employer Completes Next Page @

Form I-9 07/17/17 N Page 1 of 3
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“ o notTaminate this card.

This card is invalid if not signed by the number holder unless
health or age prevents signature. }

Improper use of this card and/or number by the number hoider
or any other person is punishable by fine, imprisonment or both, - 4

This card is the property of the Social Security Administration and' |
must be returned upon request. If found, return to: t
'SSA-ATTN: FOUND SSN GARD
P.O. Box 17087 Baltimore'Md. 21203
Contact your locai Social Security office for any other matter
regarding this card. Y

Social Security Administration

Form OA-102 (4-84) - 'B21010 773,f "
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emﬁ{?'er solutions staffing group..

Wage Payment ethod Authorization (Minnesota)
s
Employees have the option of recelving wages by Direct Deposit and/or Payroll Debit Card,
If you do not de a written electio will be er Check.
Employee N; SSN# (last4 dj Effective Date

X | Bmployes Name - 7123 27/074ak
(, Deposit may take up to 7 days to bs activated

- ] case complete Sections 4 and § below) Paper Check (Please complete Seotion 5 below)

[ Update Bank Account

I understand and acknowledge that if I do not provide g
Bank Name:

volded check with this direct deposit form, I am
responsible for any delays in payroll or extra cosgs
Routing# incurred if the account number that I provide is incorrect,
Initial Date

Account Type: [ Checking [] Savings [JOther -

®  Tohelpus avoid making an error, pleaseattach a copy of a voided check. (s depasit slip will pot work)
- lfynnchangnba_nks,donoteloseyouroldbankawomtmﬁlyourdirectdcposlthasslamdmhcnewbank,whichmay take 2 pay periods,

the financial institution to identify you, If

you do not submit a Direct Deposit/Payroll Debit Card Authorization, ESSG will provide the ne information and issue You a Payroll Debit

to pnyiyour wages. For your protection, the financial institution may ask you to provide them additional identification information sp they can
verify your identity,

Except for the routing and account number, ESSG does not have access to any information regarding your Payroll Debit Card account or

ons, On your first payday, you will recgive Your new Payroll Debit Card, and a packet containing all of the terms. and conditions, Yoy will
then sign acknowledging that You received the Payroll Debit Card and packet. Your Payroll Debit Card will be reloaded on each payday you recejve

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

Fh‘stN:;ud; n LastName A :ate i:i:ilﬂ:os /2 ? /8 c
Street ; 0

—-tree s (PO N.D'I‘ACEI’MBLE) M ] ¢ Q’W- oL, 223
CityS! @ / s% N Zip 2 Cell Phone (mobile) ( o5 J Z 8 5"‘ 3 /78
RECEIPT OF PAYROLL DEBIT CARD (to be co .

mpleted when yon pick up your Payroll Debit Card)
Payroll Debit Card Routing # Payroll Debit Card Account #

I have received my Payroll Debit Card, welcome brochure, program fees, program terms, conditions, and disclosures, By activating my Payroll Debit Card,
1 am agreeing to the Program terms, conditions, and disclosures th

at are included or made available to me frong time to time from the financia} institution. |
authorize the financial institution to debit my Payroll Debit Card

awmmtfurthcfeesducribedinthefeeschedﬂethntispmofﬂwpmmtenna,
conditions, and disclo, 5

to direc other required withholdings
or authorized deductions, into m 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: Mfﬂ?.éff&/ @ v ‘6/ am/

this information will only be used g seﬁmﬁ;ﬂr
Employee's Signature: % Date: ///// %’7
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employer solutions staffing group..

Notification of Minnesota Law Requirement —
Unemployment Acknowledgement

According to Minnesota Statute section 268.095, subdivision 2, paragraph (d), an
applicant who, within five calendar days after completion of a suitable

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

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

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

En‘?ﬁé@/ Date: /‘/'// "’//17
%ﬁs %f

Employee (pleds€ print your name here)

CMG_SM - Rev. 09.2013



DRUG AND ALCOHOL

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

understand: (a) the policy and its contents; (b) what conduct the policy prohibits and the
consequences of such conduct; (c) my rights under the policy and the consequences if |
exercise certain rights; and (d) that certain events as described in the policy may result
in adverse personnel action, including my termination from employment with ESSG. |
understand that this policy in any form, and any employee handbook including this
policy, are not a unilateral employment contract or offer thereof.

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

P )
Individual’'s Name

Y i

Date = “

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



Acknowledgement of Receipt Antiharassment Policy

DL Sys-hpdlala

ertity tha B rece ons-Staffing Group’s-Antiharassmen
. understand that it is my responsibility to read this policy and ask my supervisor, a member of
management or to telephone Employer Solutions Group (ESSG) at 952.835.1288/1.866.496.7573 with
any questions | 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)
14 o/a
[

*®

| Employee’s Signature:
%—-\,- Date:_ /. ,///%7

22



———Handbook,

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

| 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 conditions 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 1 have questions regarding the content or interpretation of this Handbook, | will bring them to the
attention of ESSG.

DATE /5// ‘,///’7

EMPLOYEE
NAME %ﬂ% 741/&

“PLEASE PRINT
EMPLOYEE //
SIGNATURE
W e
ESSG
REPRESENTATIVE

23



L‘ 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

du rentaton Akg‘ql a

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

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

Date: i //// ‘/I// i
Associate's Signature: %I —

Associate's Printed Name: %@ ,7/,4/‘

Orientation provided by:

24



.. * employer solutions staffing group.

Sveaing Resources i y Changing Market

Benefits Enroliment Form LI New Empig, e [] Rehire Rehire Date .
Employce Informauon =
Name (First ang Last)

Sacial Sscurity Number
.£ -

= - e Pm
T g T NV S 770
Gender "3 Malo Harﬁl s:u :’Il Single ' I"Dats of Birgp J glv{’ Date of l_r;—-z-""'
/ L Female | I3 Marrieq [ Divorceg //{lll/{/?z
Phone Number; ¥
f (o6s) 285-3/93 /céu Y o
f_.f Please Sejgct Desired Coverage:

Employee Only - D Employee-l-Spouse - DEmployee-l-Chlld(ran) - Family -
$24.00/Week $38.00/Week

$36.00/Woek $83.001Week

LR Sy e T
bl 4 ghala br e |

T e T e Ty S e iy
kil "--";’-'J"L'x-:"f.l{ i £ el

(S e ST e
BirthDate | Sex Rela
3 Maje [ Spouse 0O chig
O Female O Domestc Partner
IR S ki Ty AR VR b
Birth Date | Sex Relationship
O Mae CISpouse [ chitg
[ Femala 0 Domestic Partner
T Birth oaty T ‘Rélaﬁunship
O wae Spouse [] chid
O Female e Domestic Partner
EFF, DATE
EFF.DATE e
EFF, DATE
Employee Acknowlodgnmom and Authorizatigp . | haraby apply for the group bansfit(g) ag Indicated, | Scknawisdge that all entriea arp true ang complets and thas |
any or fallure to reparp may ba used ag the basis for Cancalistion of coverage for meand my dcpomi-ntm, ifany, from the original
sffactive dats, Furthar, | authorizg My smpioyer tn Mmaka the Necessary payroj| deduction of Premiums for coverages | have olected,
’lF ENROLLING . YOU MusT SIGN HERE
Employse Signature P Date
M
—PLOYEES DECLNNG lam D CLINING COverage
understand that § and/or my depmdonh, i any, walve any caverage ang deaira to Participaty In the Plan ata later dats, Ifwe may be conaidareg 2 lats enroflee ang
| must meet the requiremants defined in the Cortificate of Coverage for the Company's Medical or denta| Plans, If ] deciing enroliment for myssif or my dependents
| {including my Spousg) becausa of other Coverage, | s I future be abie to enrolj myseif or my domd# Inthis plap, Provided | requant enrollment withip a1
1 days after the other Coverage ends, | addition, If new dent nlauoluhlp forms ag » resujt of marriagg, birth, adoption, Placement for adoption of Parting sult
'\ ofadomlon. I may be able to enroit myssif or my dnpcmlont. provided § requast snroliment within 31 days of the event,
\ IF DECLINING- YOU MUsT SIGN HERE




T weawasid I 2
© VSl 21901ese - OFFICE UsE Oy ... LOCATION

T RebiDae_
ENROLLMENT FORM ESC CUUNAC-My p1 ,
¥ A- REQUIRED EMPLOYEE INFORMATION PRINT Using BLACK or BLUE INK (Must Be Filled Out)
o SLACK or BLY oo o |
/ Name % e"b 44 Social Se(cuZ 3# ﬂé ! :ome Phone | Sex @
! Address / ve 71t Apt. # =
[ 55 Ae. | , — —
——Chy :
=

. Payra Daductad Waskly Rt
ect a coverage Jeve| before any benefits in Section C, Your coverage level for the aff benefits in Section C wij |
identical, The Fixed lndemnlty Medical Plan, Dental Plan, Term Life Plan, and Short-Term Disabili }
Insurance Company, The Visi

3  Date of Birsh,

R e R 5503 B3 apge

D Yes Eﬁp/, If Yes, please continue,

.' Medicare Effective Date

PENDENTS RECEIVE MEDICARE BENEFITS?
umber (HICN)

Medicare Health Insurance Claim N

Name of Covered Person (s):
1.

You MUST sel

SELECT COVERAGE Levg, F "‘E,}I’E'D"',zﬂ"f"" DENTAL VISION TERMLIFE | SHORETERM

DISABILITY 2
Employee Only [ ] $20.25 &g s6.17 ;) $2.42 {3 s0.s0 20

$4.20 f1

Employee + 1 ] $41.10 $12.34
Employee + Family ] $54.98 $20.36 $656 | 4180

NOtoALLBeneﬁts [Z' DYes DNO DYes DNO DYes DNO DYes DND |

... I8 COverage 's not available to osidents of NH, HI, or PR, 25 Hte I o e 2 Persons who wark i ¢
For Term Life / Accidental Death & Dlsmcmborment, please write In your beneﬁdary information,
Dismemberment i5 Part of the Term Lifg Benefit,

$4.92 $0.90

Accidental Death 8
LEme. 8N e Feletionsyp el B i
—CC-2EPENDEN T INEORMATION e Sl e o e d N
" Name ' Social Security # Date of Birth | Sex ' Relationship
) ‘ o _ /1 HMI[E LI Spouse [ chilg [Jbomestic Partner
Name ' Social Security # Date of Birth | Sex Relationship
; D i ,E 'D__Sp_oqse DIChildDDomestic Partner
Name Social Security # Date of Birth | Sex : Relationship
o sul=, /1 , ,E _ DSpouse_ ] Child[ ] Domestic Partner
Name . Social Security # Date of Birth | Sex : Relationship
_ . ) /1 : @ [Jspouse [ child [J Domestic Partner
£ “EQURED dcnune o o AN AT, VN Y00 G Covama
I have read the benefit packet and understand it limitation

s. | understand that open enrollm

a limited time ang I underst_and _t}_:at making no benefit selection is 5 declinatio,

DATE [/ /;/ .'{/_Z_E’ TR/

ent s only available for
n of Coverage,

|
SIGNATURE
Ged 7 e

This is an Essential StaffCARE Enrollment Form,




