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SENSITIVE BUT UNCLASSIFIED

Case Verification Number: 2018080123025HU

Report Prepared: 03/21/2018

Company Information

Company ID: 47420

Employee Information

Company Name: Employer Solutions Staffing Group

Last Name: Brooks
Date of Birth: 12/12/1998
Hire Date: 03/21/2018

Document information

First Name: Mer'sade
Social Security Number; *** ** 7733
Citizenship Status: A citizen of the United States

List B Document: 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: U.S. birth certificate (original or certified copy)

Document State: Minnesota
Document Expiration Date: 03/06/2020

Final Case Result: Employment Authorized
Case Submitted On; 03/21/2018
Closed On: 03/21/2018

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

Closure Statement: The employee continues to work for the employer after receiving an Employment Authorized resuit.

SENSITIVE BUT UNCLASSIFIED

3/21/2018, 11:30 AM



Employment Eligibility Verification USCIS

epartmen Security Form 19
o g it ofHomel.and. 4 OMB No. 1615-0047
U.S. Citizenship and Immigration Services Expires 0873172019

h

PSTART HERE: Read Instructions carefully before complsting this form, The Instructions must be available, either In papsr or efectronically,
curing completion of this form, Employers are liable for errors in the complstion of this form,

ANTI-DISCRIMINATION NOTICE: It is lllegal to discriminate against work-authorized individuals, Employers CANNOT specify which
dacument(s) an employee may present {0 establish employment authorization and identity. The refusal to hire or continue to employ
an individual bacause the documentation presanted hes a future expiration date may also constituts llegal discrimination,

[Bection 1. Employee Information and Attestalion Empiyses moet camplate end sign Bestion 1 of Farm (-0 no loter
than the flrst day of employment, but not bsfore agoepling a Jjoh offsr) - ;
Lest Name (Family Nams) First Name (Given Nams) Middle Iniial [ Other Last Names Used (# any)
Brooks Mersade A N/A
Address (Stroat Number and Name) Apt Number | City or Town State  |ZIP Code
617 Lowry ave north 301 Minneapolis MN 55411
Date of Birth fmmAddfyyyy) | U.S. Social Securlty Number | Employee's E-mall Address Employes's Telsphone Number
12/12/1996 Fﬁﬂnﬂ_l . [T]T] Brooksstar24@yahoo.com 6126019342

| 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.

1 attest, under penalty of petjury, that 1 am (check one of the following bo:es):
(@) 1. A citizen of the United Stetes

() 2. A noncitizen netions! of the United States (See instructians)

() 2. Alawiul permanent resident (llen Regletration NumberUSCIS Namber): N/A

[CX 4. An alen authorized to work _unil (expiration date, if applicable, mmiddiyyyy): N/A =
Some allens may write "N/A” in the explration date field, (Sse instructions) |
Aliens authorized to work must provids only ans of the following document numbsrs fo complete Form 19: hs S
An Alien Reglsiretion NumberAJSCIS Number OR Form 1-94 Admission Number OR Forslgn Paseport Number NN 125 oow
1. Align Registration Number/USCIS Number: N/A |
OR
2, Form 194 Admission Numbey: N/A
OR ]
8. Foreign Passport Number: N/A
Country of Issuance: N/A
Signature of Employee g g / * Today's Date (mmAldlyyyy)  Mar 20,2018
Muwit'ebrooky oS, 3

reparer andlor Translator Certification (check one):
I dd not Use & preparer or transiator. ()] A ﬁrepamr(s) and/or translator{s) assisted the employee in complating Section 1.
(Frelds bélow must be completed and signed when preparers and/or transiators assist an employes in completing Section 1.)

laﬂest,mtderpenﬂtyofper]umﬁaatlhaveasslshdlnﬂtacompleﬁonof&ecﬂon1 ofthlsfnunmdﬂmtothabegtofmy
knowledge the Information is true and comect.

Signature of Preparer or Transiator Today's Dete (mmddyyy)
Last Name (Family Name) First Name (Given Nams)
Address (Strest Number and Name) City or Tawn State ZIP Code

@ : _F’mﬁpigé’e}_(.for’ng},etésquxtfage : °|

Form19 071717 N Pagel of 3



Employment Eligibility Verification USCIS

Department of Homeland Security OME ;:nllsf;gw
U.S. Citizenship and Immigration Services Expires 08/31/2019

Section 2. Employer or Authorized Representative Review and Verification

(Employers or their authorized representative must complete and sign Section 2 within 3 business days of the employee's first day of employment. You
must physically examine one document from List A OR a combination of one document from List 8 and one document from List C as listed on the “Lists
of Acceptable Documents.”)

Employes Info from Section 1 ame (Family Name) N? ‘(‘lesn e) K C?'ig‘lze_r*:s‘:lpllmnﬂgmﬂon Status
ListA OR ListB AND ListC
Identity and Employment Authorization Identity Employment Authorization

T o ction Perpit T
X e oc Minnesota 22

Document Number Document Number Document Number

é”ja,gg-?gggoang 27 (2-0000SHYRR |
Expiration Date (i any){mm/ddiyyyy) Expiration Date (if any)(mm/ddiyyyy) Expl

iration Date {if any)(mm/ddpyyy)
| D2-06 —2020 N

Document Title

Issuing Authority Additional Information e e

Document Number

[ Expiration Date (i any)(mmiddiyyy)

Document Title

Issulng Authority

Document Number

Expiration Date (if any)(mm/ddiyyyy)

Certification: | attest, under penalty of perjury, that (1) ] have examined the document(s) presented by the above-named employes,
(2) the above-listed document(s) appear to be genuine and to relate to the employee named, and (3) to the best of my knowledge the
employee Is authorized to work in the United States.

The employee's firet day of employment (mm/dd/yyyy): Q&la’_’ 5 (See Instructions for exemptions)
Si y Representative Today's (mm/ddlyyyy) of Emplay(er or Authorized Representative
U 02 o1& %tkf

Representative | First an‘}e(fEm loyer or Authorized Representative | Employer's Business or Organization Name
ZC\» a\ea.

Z a

Employer's Bsiness or Organization Address (Strest Number and Name) | City —cr T‘a? State | ZIP Code
HOoY Broadway) Ave St Paw | Park (un [85507]

Section 3. Reverification and Rehires (To be completed and signed by employer or authorized representative.)

A. New Name (if applicable) B. Date of Rehire (if applicable)

Last Name (Family Name) First Name (Given Nameg) Middie Initial Date (mm/dd/yyyy)

C. if the employee's previous grant of empioyment authorization has expired, provide the information for the document or receipt that establishes
continuing empioyment authorization in the space provided below

Document Titie Document Number Expiration Date (if any) (mm/ddfyyyy)

1attest, under penalty of perjury, that to the best of my knowledge, this employee 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.

Signeture of Employer or Authorized Representative Today's Date (mm/ddivyyy) Name of Employer or Authorized Representative

Form I-9 07/17/17 N Page 2 of 3
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\ PO Box 46270
{ Minneapolls, MN 55344-9956
' Tel: 952,835.1288

www.esgstaffingsolutions.com

=

b

ermployer solutions staffing group..

New Hire Application

Personal Data-- PLEASE PRINT LEGIBLY IN INK

Last Name_Brooks First Name _Mersade Middle Initial
Street Address 617 Lowry ave north Apt/Ste 301
City/State/zip _Minneapolls Minnesota 5411 Soolal Security Last Four XXX-XX-
Phone Number 6126019342 Emall Address Brooksstar24@yahoo.com@ :

Staffing Agency/Recruitment Partner Indeed

Are you legally autharized to work in the United Statss of America? @ YES (JINO
Applicant Certification and Authorization

| 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, responsibiliiss, parformance, compensation and eligibility for rehire,

lundemandﬂwtaoomprahmslvebaclmhmchadtmaybaconducbdhdetemﬂnemyellglbllﬂyforlﬂrebyeanelncllemsofESSG.
This may include but is not imited to, investigations of criminal and/or conviction records, driving reconds and/or a drug screen test es
required by diients, government regulations or by ESSG policies,

1 release EsseandotlwpemnsorenﬁﬁesﬂumanyolaimsmawﬂghtbabmedonEsss'sdeclslonbmndmtabackgmundm
1 certify that all statements mada in my application are true and accurate and that | have not omittsd any material information.or provided
false or misleading Information. | understand that any material omission or misrepresentation will result in my disqualification from
conslderation for employment or, if discovered after | begin employment, will result in my termination,

if hired, | agrea to abida by the pollcies and procedures of ESSG.

Mersade brooks a—ﬁ&*&#‘ Mar 20, 2018

Name (Frintor type) - Applicant's Signature “Date
A copy or facsimile (“fax") will be consldered the same as an original signature. Emall will ONLY be used for employment comrespondence
For ESSG Office Use Only

DOH - NWW W lgsso w4

Emergancy Contact Info | Background Relsase Form Background Results Unem onlltl::an;l l.;mer ESGC Application

app o
For ESSG Client Use

DOH ROP ____ .. | WorkSiteLoo, WC Code

ESSG - CMG-NSTW4 Rev. 042017



Form W4 (2041.8)

Future developments. For the latest
information about any future devalopments
related to Form W-4, sitch as legisiation
enacted after it was published, go to
www.irs.gov/FarmW4,

Purpose, Complete Form W-4 8o that your
employer can withhold the comract federal
income tax from your pay. Consider
completing a new Form W-4 each year and
whan your personal or financial situation
changes.

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

& For 2017 you had a right to & refund of all
federal Income tax withheld because you
had no tax liabllity, and

* For 2018 you expeact a refund of all
faderal Income tax withheld bacause you
expeat to have no tax flabliity.

If you're exempt, complets only lines 1, 2,
8, 4, and 7 and sign the form to valldats it.
Your exemption for 2018 expires February
15, 2079, See Pub, 505, Tax Withholding
and Estimated Tax, o learn more about
whether you qualify for exemption from
withholding,

General Instructions
i you aren’t exempt, follow the rast of
these instructions to determine the number
of withhalding allowances you should claim
for withholding for 2018 and any additional
amount of tax to have withhesld. For regular
wages, withholding must be bassd on
allowanaes you claimed and may notbe a
flat amount or parcentage of wages.

You can also uss the calculator at
www.irs.gov/W4App to determine your
tax withholding more accuratsly. Consider

Form W""4

uging thia ealeulator if you have a more
compiicated tex situation, such as if you
have a working spouse, more then ons job,
or a large amount of nonwage income
outside of your job. After your Form W-4
takes effest, you can also uss this
calouiator to sse how the amount of tax
you're having withheld compares to your
projected total tax for 2018. If you use the
caloulator, you don't need to complete any
of the workshests for Form W-4.

Note that if you have too much tax
withheld, you will recelve a refund when you
file your tax retumn. I you have too little tax
withheld, you will owe tax when you file your
tax retumn, and you might owe a penafty.
Filers with multiple jobs or working
spouses. if you have more than one job at
a time, or if you're married and your
spouse la also working, reed all of the
Instruotions including the Instruotions for
the Two-Eamners/Muitiple Jobs Warkshest
before beginning.

Nanwage income. If you have a large
amount of nonwage Income, such as
interest or dividends, consider making
estimated tax payments using Form 1040~
ES, Estimatad Tex for Individuals.
Otherwise, you might owe additional tax.
Or, you can uss the Deductions,
Adjustments, and Other Income Worksheet
on page 3 or the calculator at www.irs.gov/
W4Anp to make sure you have enough tax
withheld from your paycheck. i you have
pension or annuity income, see Pub. 505 or
uss the caloulator at www.lrs.gov/W4App
to find out if you should adjust your
withholding on Form W-4 or W-4P,
Nonresident allen. If you're a nonresident
allen, see Notice 1392, Supplamental Form
‘W-4 Instruotions for Nonresident Allens,
before completing this form.

Separate here and give Form W-4 to your employer. Keep the workshest(s) for your records,

Employee’s Withholding Allowance Certificate

Specific Instructions

Personal Allowances Workehset
Complete this worksheet on page 3 first to
datermine the number of withholding
allowances to claim. .

Line C. Haad of household please note:
Gerierally, you can claim head of
household filing status on your tax retum
only Iif you're unmarried and pay more than
§0% of the costs of keeping up a home for
yowself and a qualifying individual, Ses
Pub. &01 for more Information about filing
status,

Line E, Child tax credit. When you file
your tax return, you might be aligible to
claim a crediit for each of your quslitying
children. To quallfy, the ohlid must be
under age 17 as of December 31 and must
be your depandent who lives with you for
mare than half the year. To leam more
about this credit, ses Pub. 872, Child Tax
Credit. To reduce the tax withheld from
your pay by taking this credit into account,
follow the instructions on line E of the
workshest. On the workshest you will be
asked about your totel income, For this
purposs, total income includes all of your
wages and other income, including income
earned by a spouss, during the year.

Line F. Cradit for other dapendents.
When you file your tax retumn, you might be
sligible to claim a crediit for each of your
dependents that don't qualify for the child
tax credit, such as any dependent childran
age 17 and older. To learn more about this
oredit, ses Pub, 505. To reduce the tax
withheld from your pay by teking this credit
into account, follow the Instructions on line
F of the workshest. On the worlshest, you
will be asked about your total income. For
this purpose, tatal income inoludes all of

OMB No. 1645-0074

Department Treasury » Whether you're entitied to clalm a certain number of allowances or exemption from withholsding Is

mmv::em subject o raview by the IRS. Your employer may be required to send a copy of this form to the IRS, 2©1 8
1 nams and middle initial Last name 2 Your soolal security number
Mersade A Brooks 1737788

Home address {number and street or rural route)

617 Lowry ave north

3(@tinge (Manied ()] Maied, but withhold at higher Single rats,
Note: it married tiing sepsratsly, oheok “Mamied, but withhold &t higher Singls rate.”

Gty or town, state, and ZIP code
Minneapolis Minnesota 55411

4 1t your Irst name differs from that shown on your soolal security card,
check here. You must call 800-772-1218 for a replacement card. >_g

6 Tatal number of aliowances you're elaiming (from the applicable worksheat on the following pages) . . .

6  Additional amount, if any, you want withheld fomeachpaychesk . . . . . . .
7 iciaim'exsmption from withholding for 2018, and 1 certify that | meet both of the following conditions for exemption. @.

* Lagt yeer | had a right to a refund of all faderal income tax withheld beoause | had no tax [iability, and
» This year | expest a refund of all federal income tax withheld because | expect to have no tex liability.
\ you mest bath conditions, write “Exempt™hers, . , . . .

e e v e o

51
e

..l

Under penafties of pesjury, | declare that | have examined this certificate and, to the best of my knowledge and belief, it Is true, torreat, and complets,

Employen's signature
(This form Is nat valld unless you sign i) s resbociaaln av) Date» Mar 20,2018
d add 10 identificatio
Banp%w::g adi rasgom Omlgtleﬁbegmsam if sending to IRS and completa smdmw 10 WW(ENQ)" isation

For Privacy Aot and Paperwork Retuction Act Notice, see page 4,

Cat, No. 102200

Form We4 z01g)



m DEPARTMENT W-4MN
OF REVENUE

2018 Minnesota Employee Withholding Allowance/Exemption Certificate

Employees

You must complete and give this form to your employer i you do any of the following:

¢ Claim fewer Minnesata withholding allowances than your federa! allowances

s Claim more than 10 Minnesata withholding allowances

* Want additional Minnesota tax withheld from your pay each pay period

* Ciaim to be exempt from federal withholding or claim to be exempt from Minnesota withholding

Do not complete this form If you are ciaiming the same number of Minnesota allowances as federal and the number claimed is 30 or less.

Employee’s first name and inlifal lastname Employae’s Satial Security number
Mersade brooks ] 477317733
Permaneni address Marital stati fcheck ons box)
617 Lowry ave north O wmm -
City State 2ZIP code Married
Minneapolis Minnesota 55411 Married, but withhold at higher Single rate

Employees: Read nstructions on back, complete Saction 1 OR Section 2, sign and give the complated form to your employer. (Do not compiete
both Section 1 and Section 2, Completing both sections will make the form invalld.)

£ section 1 — Determining Minnesota allowances

Complete Saction 1 if you claim fewar Minnesota allowances than your federal allowances, AND/OR If you want additional Minnesota withhold-
Ing deducted each pay period.

1 Total number of federal allowances clalmed on federal Form W4 ..., 0000000000000 00000009000000000 i v
2 Total number of Minnesota allowances (fine 2 connot be more than line 1) ..... 0000000 00503000060660 2 ....9______
3 Acditional Minnesota withholding you want deducted each pay Berfof. ..o . vveeeverneereeeveossessenss 3 3.2_....___.

£ section 2 ~ Exemption from Minnesots withholding

Complete Section 2 if you clalm to be exempt from Minnesota Income tax withhalding (see Section 2 instructions for qualifications). i applicable,
check one box below to Indicate the reason why you befiave you are exempt:

{ maet the requirements and claim exempt from both federal and Minnesota Incoms tax withholding,

Even though | did not claim exempt from federal withholding, | clalm exempt from Minnesota withholding because | had no Minnesota

Income tax llability last yéar, | recelved a refund of all Minnesota income tax withheld, AND | expect to have no Minnesota income tax fabllity
this year,

[ﬂ My spouse Is a mifitary service member assigned to a military location in Minnesots, my domiclle {legal residenca} is in another state, AND |
am in Minnesota salely to be with my spouse. My state of domiclle is

Dl am an American Indlan Jiving and working on a reservation.

1am a member of the Minnesota National Guard or an active duty U.S. military member and claim exempt from Minnesata withholding on
my milltary pay.

| recaive a milltary pansion or other military retirement pay as caleulated under Title 10, 2401 through 1414, 1447 through 1455, and 12733
and claim exampt from Minnesots withhalding on this retirement pay.

1 certify that all information provided in Sectian 1 OR Section 2 Is correct. | understand there is a $500 penalty for fillng a false withholding allow-
anre/exemption certificate. .

Employes’s signature Date Paytime phone
o Mar 20, 2018 SPhE 6126019342

Employees: Give the completed form to your employer.

Employers

if you are required to send a copy of this form 10 the Department of Revenue (see instructions), you must enter the employer information below
and mail this form to: Minnesota Revenue, Mall Station 6501, St. Paul, MN 55146-6501. {Incomplete forms are considerad invalid.) A $50 penalty
may be assessed for each required Form W-AMN not filed with the department.

Keep a copy for your records.
Name of employer Federal employer ID number {FEIN) Minnesata tax ID number
Ardress City State ZIP code

thee22217) Questions?  Website: wwwi.revenue.statemn.us, Emall; withholding.tax@state.mn.us, Phone; 651-282-8995 or 1-800-657-3584.



employer schstions stafiing gz'::lup.
Direct Deposit/Payroll Debit Card Authorization

Employees have the option of receiving wages by Direct Deposit and/or Payroll Debit Card.
Ifyao j electi WEZES wmb ol 3 Payi q

do not provide a written election
L SEGHON L BASIG N ARNIAT N

SO N R LT i N
' Direct Deposit (Please complete Sections 3 and 5 below)
Payroll Debit Card (Please complets Sections 4 and 5 below)

[[] Paper Check (Option avaiiable to GA NH and NY residerts anty)

I amderstand and acknowledge provide a
voided check with this direct deposit form, I am
responsible for any delays in payroll or extra costs

incwnved ff the account number that 1 provide is incorrect,

Indtial Date

To help us avoid making an error, please attach a copy of ' voided check. (1 deposit slip will not work)
f'you dnngebmﬂa,&mdmmddhmkmmmmmdmwmwumemmmchmytalepaypwiod:.

&mmfbrmemdemmbu,BSSGdoutheacmmehfmumﬁmmmmumn 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. You will
tbmdgnachowledglmﬁﬂmmﬁwdﬁchﬂDebﬁGmﬂmdpacke&YowhymﬂDebﬂCudwmhereloadedoneachpaydayyoumceive
Wages,

CARDHOLDER INFORMATION (as yau want your Payroll Debit Cand to be issucd)
[P Name oreade ML, LestName o o Dats o Bt 1511 11998
Streot Addross rosoxNoTACCTFIAILE 617 Lowry ave north apt 301 Soctal Security? 477317733
"Ciy Minneapolis State 3

% 55411 | Coll Phons (mobile) 6126019342
RECEIPT OF PAYROLL DEBIT CARD (to be completed when you pick up your Payroll Debit Card)

Payroll Debit Card Routing # Paymnnehi:cmmlm:#_,:] &52 00 22 2([8 gza a z l

lhavemcciwdmyl’aymllchhCmﬂ,wehomebmhure.ymgramfm.PmsrmumcmdiﬁmmddwdmmByacﬁvaﬁngmyPnymﬂ Debit Card,
1 am agreeing 10 the program tetms, conditions, and disclosures that are included or made available to me from tme to sime from the financial instiuxnion. 1

guthorize the financis) h:sﬂtnﬁontodcbhmnymollDebitCardaocoumforﬂwfbudmlbedinmemewhednbﬂmhpmoﬁhemgmmms.
conditions, ard disclosures,

Employes’s Signature: EM%‘ Date: Mar20,2018

CSECTIONTST AUTHORIZATI N :
T authorize BSSG 1o directly deposit my periodic wages/componsation paytants, net of roquised tax withholdings, uther required withholdings
or autherized dednetions, into my acoouni(s) as designated above and to initiate, if necessary, debit entries and adfustmenssfor any credit entries
made in errar to my acconni(s). * E~-mail is required for pay stub information.

*E-mafl; Brooksstar24@yahco.com @ e [
this information will only be used to send your paystubs electronically
Emp]gyea‘s Siwnn'g; ﬂ%ﬂ* Date: Mar 20, 2018




EMPLOYER SOLUTIONS STAFFING GROUP
BACKGROUND CHECK AUTHORIZATION

Mersade brooks
(First) (Middle) (Last)

Employee Name:

Former Name(s) and Dates Used:

Current Address Since: 017 Lowry ave north apt 301 Minneapolis Minnesota 55411

{Mo/¥r) (Street) (City) (State/Zip)
Previous Address From: 2000 west Broadway ave north apt 203 Minneapolis Minnesota 55411

(Mo/Yr) (Street) (City) (State/Zip)
Previous Address From: 2636 pillsburry ave south minneapolis Minnesota 55401

(Mo/Yr) (Street) {City) (State/Zip)
Social Security Number:__ 477317733 DOB: 12/12/1996

Phone Number: 6126019342

Driver’s License Number/State: E725074560214.

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

| 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, clvil
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 representstives 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; __ mitealelfet Date:  Mar20,2018

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.

[/ wish to receive a copy of any Background Check Report on me that is requested.




EMERGENCY CONTACT INFORMATION

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

Fmployes Name: Mersade brooks
Address; 017 Lowry ave north apt 301
Jome Phone 6126019342
' ; EMERGENcigﬁONTAc’rS
Please list two people (in priority order) wha could be contasted in case of an emergency
Contact #1 Home Phone:
Name: RunieGlover CellPhone: 162964704
Relationship: Mother Work Phone:
Contact #2 Home Phone:
Name:  Tiffany cobb Cell Phone: 6132058667
Relationship:  Sister 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.



empicver soluuons staifing group..

STATEMENT OF CONFIDENTIALITY
This agreement made thisc2| _day of uggr( h , 201K, between

Employe Soh.lltions Staffing Group LLGC, hereinafter referred to as “employer”,
and u erS a& = 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.

Mersade brooks kl!). g!

Employee Signature




Nl

mplover solutiors staffing gr(;up
INJURY MANAGEMENT PROGRAM

Injured Worker’s Responsibilities

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

RESPONSIBILITIES OF THE INJURED WORKER:

Minnesota Rule Sec. 5221.0430, Subp. 1 requires that you choose one primary
health care provider. Subpart 2 places limitations on your right o 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 iwo weeks. Failure to have current medical support
for disability may result in termination of benefits. Schedule your next
appointment immediately after your doctor vislt, before you leave the clinic if
possible.

Obtaln 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 raturn to work
at the earllest appropriate time.

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

Follow all physical restrictions at home and at work.
Report to work and perform physically sultable 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, weekiy, communication with your employer If you are unable to
return fo work. Contact your employer a minimum of after every visit with your
primary health care provider. Keep the claims representative advised of your
status. :

No ur employer Immediately of anv new injuries or conditions that I
0 | dition,

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.

| have read my responsibilities and agree to abide by these guidelines.
Signed: Wersado brooks 18)

Printed Name: Mersade brooks




employer solutions steing group..

Important/importante
LOST OR STOLEN PAYCHECKS

If a paycheck Is lost (missing, misplaced, destroyed, lost in the mall, efc.), 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, destruldo, 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 cheque no ha sido cobrado,
ESSGC se detendra el chegue 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 Ia policia
antes de que podamos volver a emitir el cheque. Una vez hecho esto, usted
debe proporcionar una copla de la denuncla a su reclutador de personal que el
cheque fue robado. Si el cheque no ha sido cobrado y sl la pérdida del cheque
no fue su culpa, ESSG emitird un nuevo cheque y no hay cuota se deducira.

AGREED/SE ACUERDA—

Name/Nombre (con letra de molde): _Mersade brooks

Signature/Firma: Mﬁ#
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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.

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

ESSG is committed to vigorously enforcing its OSHA Compliance Policy.

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

* Responsibility to work in compliance with OSHA laws and regulations

o 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:

o Right to refuse unsafe work

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

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



arrplover solutions stzffing group.

o 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 (ESSG) at 952.885.1288/1.866.496.7578 with any
questions I may have about this policy. I agree to comply with ESSG’s policy on
ESSG WORKPLACE SAFETY POLICY and I understand failure to comply is
grounds for disciplinary action, up to and including termination.

I also agree that if at any time during my 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
962.835.1288/1.866.496.7578 in order to obtain assistance in the resolution of such
matters.

Employee Name (Please Print)
Mersade brooks

Employee’s Signature:

FM‘ Date: Mar 20,2018




DRUG AND ALCOHOL
TESTING CONSENT FORM

1. I have been allowed to read and inspect a written copy of ESSG policy on
drugs and alcohol.

2. I have read the entire contents of this policy and | am aware and fully
understand: (a) the policy and its contents; (b) what conduct the policy prohibits and the
consequences of such conduct; (¢) 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 personne! action, including my termination from employment with ESSG. |
understand that this policy in any form, and any employee handbook Including this
policy, are not a unilateral employment contract or offer thereof.

3. I hereby voluntarily consent to ESSG, or its health service providers, or
other persons or entities acting for or with them, to collect a body component (blood,
urine, breath, or any combination thereof) from me for testing for alcohol and/or drugs. |
understand that the laboratory selected by ESSG may conduct testing and other
analysls 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.

Individual’s Name

Mar 20, 2018
Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



wm 3850 Pre-Screening Notice and Certification Request for
Pl Mch e, the Work Opportunity Credit OMB No. 1645-1500
It v beiss” | Information about Form 8850 and lts separate insiructions is at www.rs.gov/TomBas0.

Job applicant: Fill in the lines below and check any boxes that apply. Completo only this side.
Yourname __Mersade brooks Soclel security number > _ 477317733

Strest address where you five 617 Lowry ave north

City or town, state, and ZIPcode  Minneapolis Minnesota 55411
County Hennepin Telaphone number 6126019342

If you are under age 40, enter your date of birth (month, aay, yea) 12/12/1996

1 Check hers if you received a conditional certification from the state workforce agency (SWA) or a perticipating local agency
for the work opportunity cradit.

2 [T Chack here if any of the following statements apply to you.
. !amarnsmberufafanmyﬂuthaswceivedasslstanoefromTemporaryAaslstanoefnrNaedyFamiﬂesrrANF)fnranye
months during the past 18 months.
* | am a veteran and a member of a family that received Supplsmental Nutrition Assistance Program (SNAF) benefits (food
stamps) for at least a 3-month period during the past 15 months.

* | was referred here by a rehabilitation agency approved by the state, an employment network under the Ticket to Work
program, or the Depariment of Veterans Affairs.

* | am at least age 18 but not age 40 or older and | am a member of a famlly that:
8. Recelved SNAP benefits (food stamps) for the past 6 months; or
b. Received SNAP bensfits (food stamps) for at least 8 of the past 5 months, but is no longer eligibls to recaive them,

* During the past year, | was convicted of a felony or released from prison for a falany.

¢ | raceived supplemental security income (SSI) bensfits for any month ending during the past 60 days.

. lamavetaranandlwasunamployedforapeﬁodorpaﬂndstotallngatleast4waahabutlassﬂtan6monthsduﬁngtha
past year.

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

4 Check here if you are a veteran entitied 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,

5 [D Check here if you are a veteran entitied to compensation for a service-connected disability and you wers unemployed for a
_ period or periods totaling at least 8 months during the past year.

Check here if you are a member of a family that:
* Recsived TANF payments for at [east the past 18 months; or
* Recsived TANF payments for any 18 months beginning after August 5, 1897, and the earilest 18-month petiod beginning
after August 5, 1887, ended during the past 2 years; or

* Stopped being efigible for TANF payments during the past 2 years bacause federal or state law Imited the maximum time
those payments could be mads.,

-~

Check here if you are in a period of unemployment that Is at least 27 conssoutive weeks and for all or part of that period
you recelved unempioyment compensation,

Signature—All Applicants Must Sign

Undafp;s:maso;'mdwy. 1 deciara that | gave the above information to the employer on or bafore the day | was offered a job, and it is, tothe bast of my knowledgs, trus,
cortect, and complete,

Job appiicant’s signature » Wm Date Mar 20,2018

For Privacy Act and Paperwork Redustion Act Notice, see page 2. Cat. No, 228511 Fomﬁim 3-2016)




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

EMPLOYER SECTION:
Client:

PO TRRTIIE AN
e 7 .':-"f'wl"a'_-] &

(__:‘ s /)

Company:

Location: Position: Starting Wage: 8

EMPLOYEE SECTION:

First Name: Last Name: Suffix: Strest Address: City/State;
Mersade brooks 617 Lowry ave north Minneapolis, MN

477317733 12/12/1996 21 Yes No[®

SSi: Date of Birth: Age: Have you worked for | If yes, location:

this co! before? N/A

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

Yes

No

1.

Have you or has anyone living with you received Temporary Assistancs to Needy Families (TANF)
at auy time since August 8, 19972 (f yes. plesse provide infarmation below.)
Name of the person receiving benefits: ___ Relationship toyow: _____

2-

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

Nams of the person recelving benefits: ____ Relationshiptoyouw: _____
City: County: State:

3.

Have you received Supplemental Security Income (SSI) at any time within the past 3 months?
Pleass note, this is ot the same as Social Security benefits (SS) or Soial Security Disability (SSDI) benefits,
*{f you checked yes pleass provide a copy of vour SSI documentation.

Have yon received any type of vocational rehabiiitation services within the past two years?

1f yes, please indicate which type of agency you worked with and provide their location informetion below:

[l Vocational Rebabilitation Agency  [J] Dept. of Vetarans Affiirs [[]] Employment Network (Ticket to Work Program)
Namsof Agenecy: _____ Phoned#: __

City: Counmty: ____ State: ____

*[f you checked yes please provide a copy of your active Individual Work Plan and Ticket to Work documentation,

@

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

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

Are you entitled to or are yon recelving compensstion for a service-connected disahility?

o

O

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

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

7.

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

Wasthis a [_] Federal or []| State conviction? 1fStato- Coumty: ____ Stuter ____

ol 0 ap
@ @ ep

H\!é TR -

Additfousk Tas Credity

[ IEC(NnﬁveAinaﬂm): AmmmymspéuuahembuofaNaﬁvnAmeﬁmTM

Ifyou checked yes please grovide u copy of your CDIB card,

CA Residents; [L] Are you the child of foster parents? [T} Do you recsive CalWosks? ] Workforce Investment Act?
[} Are you a migmant or seasonal farm worksr? [] Have you ever been convicted of a misdemeanor?

SC Residentss [] Do you receive Pamily Independence Benefits?

PLEASE READ, SIGN, AND DATE:

Under penalties of perjury, 1declare the
ndividuals to supply such v

Consultants, Ine. dba Remorax), or the Department of Labor.

New Employee Siganture: ibobelletn Date: _Mar 20,2018

Information above to be trve and aecurae to the best of my knowledge, and 1 hereby authorize any agency, organization, or
or information that may be needed to determine tax credit eligibliity to my employer, employer representative (Associated




U.S. Department Labor OMB Control No. 1205-0371
Employment and Training Administration Expiration Date: Janmary 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 {f filed
separately, with ETA Form 9061 (or ETA Form 9062) for each certification request filed for the new target
group.

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

New Hire's Signature; mikelddlda Date Mar20,2018

New Hire Name:  Mersade brooks

Social Security Number: srrairras

Employer Name:

Please check the statements below if they apply to you.

| declare that | was in a period of unemployment that is at least 27
consecutive weeks and for all or part of that period | received unemployment
compensation.

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

(Enter start date)

Privacy Act Notige: : ;

The Intemel Revenue Code of 1986, Secfion 51, s amended and fis enacing legisiaion, P, 104-188, specily that the Stats Workdorce Agencies arathe
'dasigtmt&fmendasmbhhammmmewmwmmmammmmmmmeMmeﬂeﬁmﬂﬁs
form wil be disdosed by your employer to the State Woskforoe Agency. Provislon of this information Is voluntary; however the information is required o
daterine your employers efigibllity for the federel tax credit

Public Burden

Pamsons are notraquired to raspandtoﬁﬂswﬁa:ﬁmufhfamaﬁonmlessndisplayaawmﬂyvaﬁdOMBmdmmma.Respondems'ubugaﬁonto
mmp!eiaﬂ:bfnrmhqumdbnbtalnwm&ahbeneﬁs(n111-5).%ﬁmpomhmdmisesﬁnmdtoavmagewnﬂuutaspenesmmdumme
mmmm@,mmmmmmmmmmmmmmmmandmmmmumnmof
Information. Sand comments reganiing this burden estmate tn the LS. Deparment of Labor, Division of Nafiora) Programs Tools Technical Assistance,
Room C-4510, Wesfiingion, D.C. 20210 (Papenwork Reduclion Project 1206-0571), Please tlo not submit completed forms to this address.

117-

ETA Form 9175 (Rev. November 2018)
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Enhanced MEC _Plan 1 ;ﬁ’%g

e e R e
R e R wEaplores, Rebize Rehirs Dute . . e

Gender Ll Miale | Miarital Status L] Single | Dats of Birth
[] Femete [[] meried 1 oivorced
r%mﬂmnber: Emall Addrass:

Date of Hire

Please Select Desired Coverage:

Employee Onily - [T] Employee+Spouse - | Employee+Child(ren) - [T] Family -
Lﬁ—l $24.00/Week $38.00Week $38.00/\Week $63.00!Week

FrNET o Tosi Nar ' J IE:l] oy e
M, ™ T ™ i T ST BT

8ax

1 mee

[T] Femsta

EFF. DATE

EFF. DATE

EFF, DATE

Zapitres AdLaoviet yemen antl Authorzation - | heraby apply for the group banafit(s) as indioated. | asimawiedge that all entries are true and compiste and that
|eny misstatemants or fallure to raport information may ke used as tha basis for canceliation of coverage for mp and my dependsntis), if any, from tha original
effective date. Further, | authorize my employer to make the necessary payroll deduction of premhams for covarages | hava elected,

iF ENROLLING - YOU MUST SIGN HERE

Employes Sgneture oate  Mar20,2018
EMPLOVEES DECLINING | am DECLINING coverage

) undsrstand that | andior my dependants, if any, waive any coverags and desire to partinipate in the plan at 2 later date, Iwe may be considered a late envolies and
must mest the requirements definad in the Cariificate of Coverage for the company's medisal or dental ¥ | decline enroliment for myself or my dependents
{inolutling my spouse) begause of ather coverage, | may, in future be ablato envoll myself or my d in this plan, providad | requast enroliment within 31

elays after the other goverage ends. In addifion, f a new dependent relationship forms as a result of marriage, birth, adoplion, plagsement for adoption of parfing sult}
«f adoption, | may be abls to enroll mysslf or my depandant, provided | request enroliment within 31 days of the event. -

IF DECLINING- YOU MUST SIGN HERE

Ty pate Mar20,2018
Employer Solufions Stafing Group Health Benefits Team
PO Box 46270
Minneapolls, MN 55344

Phone: 852-767-8518 Fax; 852-767-9516
Email: Heelth@employsrsolutionsgroup.com



Fixed Indemnity Medical Benefits_Plan 2 _ .. |
Vsl 219301-ESG-1 . OFF»CFUSEON' okl LOCA“]ON__“___ Rehire Date_ 1

ENR@LLMEN’T F@RM ESC CU[UNAC-MN) P1 v18.2

o e e e e e el b o T e P

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

— i a4 At - ar——m, & tme oy

‘Social Sa Samrity # Home Phone SQ’DD
Address s &
City oy e Siate ze “ 'D;teafrzzlirﬁi
i

et i . S 8 58 e e @ % ¢ i 1ot v £ | W #0 SA  * e S o A A Y S S £ B A § % e e 8 O B b0 o 36 S P S it | e A e ¥ 9 S G o Ytes 4 Mo 7 8 S S e

Medicare Health Insurance Claim Numbar (HICN) T e i S
Name of Covered Person (s): e
1. 2 3

P - T et b 05 e s {0 § DA Sy Y o

il Wl P&!O“ Deducted Weeldy Rates

You MUSI' seiect a coverage ievel before any oeneﬁts in Section C. Your ¢ caverage level for the all benefits in Sectron Cwillbe
identical. The Fixed Indemnity Madical Pian, Dental Plan, Term Life Plan, and Short-Term Dissbility plans are underwritien by BCS

Insurance Company. The Vision plan is underwritten by Companion Life insurence Company.
SELECT COVERAGE LEval FDCo INPEMINITY | penrar VISION TERMLIFE | SIORLIERM
Employes Only $2025 | $6.7 1 $242 () 5080 (il s420 {F)
Employee + 1 $41.10 $12.34 $4.92 $0.90
Employee + Family $54.88 $20.36 $6.56 $1.80
NO 1o ALL Benefis O] | Olves Olne | Blves Dlno | Olves Olne | Dlves Olno | Olves Tlno

1This coverage is not available to residents of NH, Hi, .or PR. *STD is not aveilable to persons who wark in CA, Hi, NJ, NY, or Rl

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

Name Relationship

Social # DateofBith Sex . Reladonshi
/7 O @ﬂ:ﬂ Spouse b Child D Domestic Partner

Name Social Secumy # Date of Birth lationship

¢+ Ol . spouse[ ] Chila [ JDomestic Partner
Name Social Security # Dste of Birth_Sex Relationship

/7 D@ [[kpouse [] child [IDomestic Partnar
Name Social Security # Date of Birth  Sex Relationship

/7 E@m .Spouseu C’n’ld. L} Domestic Partnar

ENREQUIREDSIGNATURE I YOU MUST SIGN AND DATE, EVEN IF YOU DECLINE COVERAGE

| have read the benefit packet and understand its limitations. | understand that opan enroliment Is only available for
a limited time and | understand that making no benefit selection is a declination of coverage,

DATE EaL%o et il P> SIGNATURE

—_—
Lt ——— Tl i e e e e 14 o e S o ST i et P A e S B A e 1 R S e A T T oo e e e iy e et

*This Plan DOES NOT Alleviate the Individual Mandate Penalty*

This is an Essential St2ffCARE Enrollment Form,



