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www.esgstaffingsolutions.com

employer solutions staffing group..

New Hire Application

Personal Data—~ PLEASE PRINT LEGIBLY IN INK

Last Name Morris

First Name

Street Address 4215 Oregon ave

Michael

PO Box 46270

Minneapolis, MN 55344-9956

Tel: 952.835.1288

Middle Initial A

AptiSte A

City/State/zip New hope, mn

55428

Phone Number 6124623967

Social Security Last Four_XXX-x%- 6132

Emall Address Morrismichael227@gmail.a@n

Staffing Agency/Recruitment Pariner Jamie

Are you legally authorized to wark in the United States of America? @I YES (INO
Applicant Ceriification and Authorization

| authorize Emplayer Solutions Staffing Group (ESSG) to uss the information and statements contained in this application to determine my
qualificafions for employment. | authorize ESSG to make inquiries of my former employers, except as Indicated in this applicafion,
regarding my pravious duties, responsibilities, performance, compensation and eligibility for rehire.

| understand that a comprehensive background check may be conducted to datermine my eligibility for hire by certain cllents of ESSG,
This may inciude but is not imited to, Investigations of criminal and/or conviction records, driving records andfor a drug screen test as
required by clients, government regulations or by ESSG policies.
| release ESSG and other persons or enfities from any claims thet might be based on ESSG's detision fo conduct a background check.

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

if hired, | agres to abide by the policies-and procedures of EGSG.

Michael morris

Michas! marr: (Febd, 2015)

Feb9,2018

Name (Print or type)

A copy orfacsimile {"fax™) will be considerad the same as an original signature, Emall will ONLY be used for employment correspondenca

Applicant’s Signature

Datg

For ESSG Office Use Only
DOH NHW -8 8850 w4
Emergency Contact Info | Background Release Form Background Results Unemployment Lotter ESC Application
{if applicabls)
For ESSG Client Use
DOH ROP Work Site Loc. WC Cods

ESSG - CMG-CO

Rev. 0412017



pmdo 't Nonwage unt
Form W-4 (201.7) et A BT DD D0 T P s R oo b as vt o dhandae
cnnalder esﬂmahd entsualngForm
Bnlninsmmﬂnm.l!yu U aren't enampt. cum;;ha Estimated Tax Olharwl
mplwummmwzsa Tecloral fncome ﬂv:rlmhests onm mgcfg.}ihve‘rad] VW “d"m”"' i Yoitmee
e from your pay. corzeldermmlerﬁanwl‘om withholding all n@"ﬁn’besbaasd W“W Eh totad "_?;'"“‘“‘"
Maanh ar financlel dedustions, tolrmme. b
ar maanmmlmulﬂplejnhs mneamormulﬁple oba.lfyouhma
e vy ehd Pl bt e Aol anowﬁ.gngs.{y Forrogular Yo arb et 103
formito validate Yoﬁr examption for 2017 expires wayes, wittholding mus} be bazed o allowances on ‘“{""" mmm only ong fgﬁ'm
Febrww.ams.&el’ub. , Tax Withholding youulalmeéd:’ndmay be a flat amount or clalmadon aFormW~4
Erli s i vl T
S O DO L R T e
and Incjudes mare sssom)‘neam incoms {for cosls h? %a ma ryﬁma andg:e mwmmm"m‘}ﬁmm
ahleto Gheck
Mmm anglnro ation, far sffect, mmsuswseehnw e amount you are
S aamancant Tora o %Ynm"”'“mp"”” B quyonedis, You can ek ko projcted taxcrdits o having withheld com ”WW froectad teial o
e mﬁl&%m chidor dependent ~ Sxceed $130,000 e ar $80,00b Pt~
« s dlind, or % %mp andﬂ:edxﬂdtaxnradﬂmaybeclalmad ogmonh.ng any future
» Wil igm adidsiments o Inoom: ax ,:,,'f,;‘{fw or Bee ub. [ sl WI T e mﬁm W‘s.m%mgi:mm:: i Emﬂﬁmpm
Persaonal Allowances %orkshaet {Keep for your records.)
A  Enter*1”"foryourself fnooneelsecanclaimyouasadependent. . . . . . . . . . . < . . . . . . A1
» You're single and have only one job; or
B  Enter“1®if » You're married, have only one job, and your spouse doesn't work; or 5 o o [ 8
*» Your wages from a second job or your epouse’s wages (or the total of hoth) are $1,500 or less.
C  Enter *1” for your apouse. But, you may choose to enter “-0-" if you are marmied and have either a working spouse or more
than one job. (Entaring "~0-" may help you avoid having too fittletaxwithheld) . . . . . . . , . . . . . co
D  Enter number of dependents (other than your spouse or yourself) you will claim on yourtaxretum . . . . .. b2
E  Enter *{" if you will file as head of household on your tax return (see conditions under Head of househoid above) .. E1
F  Enter"1" if you have at least $2,000 of child or dependent care expenses for whichyouplantoclaimaoredit . . . F ¢
{Note: Do not Include child support payments. See Pub. 508, Child and Dependent Care Expenses, for detalils,)
G  Child Tax Credit (inchuding additional child tax credit). 8ee Pub. 872, Child Tax Credit, for more Information.
» If your total income will be iess than $70,000 ($100,000 if manad), enter “2* for each efigible child; then less *1” i you
have two to four gligible children or less “2” if you have five or more eligible children.
= If your total income will be between $70,000 and $84,000 ($100,000 and $119,000 if married), enter *1” for each eligiblechiid. G o
H  Addlines A through G and enter total here, (Note: This may be different from the number of exemptions you claim on yourtaxretum) > H 4
dvou plan to ftemize or claim ad]ustmenh 1o income and want to reduce your withholding, see the Deductions
For ascuracy, Adjustments Workeheet on page 2.
complete all ® }f you areslngleandhavam thanomjob or are married and you and your spouse both wark and the combined
worksheets wni;sfmm all jobs emedsso Q00 ($20,000 if married), see the Two-Earners/Mulfiple Jobs Workshest on page 2
that apply. d having too little tax withheld.
» |f neither of the above situations appllss, stop here and enter the number from fine H on fine 5 of Form W+4 below.
Separate here and give Form W-4 to your employer. Keep the top part for your reconds.
w_,4 Employee’s Withholding Allowance Certificate OMS No. 1645-0074
Departmont Treesury » Whether you are entitied to claim a certain mumber of allowances or sxemption from withholding Is
lnwnw:m’&m sub]edhrmﬂmbyﬁalﬂ&?owamﬂmwhemqu&adhunﬂnmpypgtﬂﬂafmhﬂ\am 2©1 7
1 Yourfirsi name and middie initel Lest name “|2 Your social security number
Michael Morris | 436656132
Home address {number and strest or rural roiste) 3@ singe (Xl Mamied Q] Maried, but withhold at higher Single rate.
4215_0regon ave A Note: If manied, but lsgally separated, or spous Ia a nonresident aflen, check the *Single® bo,
Gity or town. etats, and ZIP oode 4 Hyour last nama ditfers from that shown on your social security card,
New hope, mn 55428 | check here, Yon must all 1-800-772-4216 for @ repiscement card. > [
§ Total number of allowances you are claiming (from fine H above or from the applicable warksheet on page 2) 8|4
8  Additional amount, if any, you want withheld from each paycheck ., . . . . 5 o ... |8]§0
7 | claim exemption fram withholding for 2017, and | certify that | meet both of the followlng oundmons for exemption,

» Last year | had a right to a refund of all federal income tax withheld because | had no tax liabllity, and
* This year | expect a refund of all federal income tax withheld becauss | axpect to have no tax liability.
it you meet both conditions, write “Exempt"here. . . . g 0.t Bl e N A

Under pensliies of perury, | deciare that | have examined this cartificats and. ta the best of my knowledge and belief, it is trus, comeqt, and complete.

Employse's
{This form s not valid unless you sign it) wiicheel maris (Feb s, 20187

Sgnatice pate» FED9,2018

Employer's name and address (Employer: Compiste lines 8 and 10 only i sending tn the IRS) | 8 Officecode (optiona} | 90 Employer identification number (EIN)

For Privacy Act and Paperwark Reduction Act Notice, sse page 2,

Cat. No. 10220Q Form W4 2017)



Forrm W-4 (2017) Page 2

Deductions and Adjustments Worksheet
Note: Use this worksheet anly If you plan o itemize deduations or claim certaln oredits or adjustments to income.

1 Enteran ssfimate of your 2017 ftemized deduciions, Thess mclude qualifying home mortgags interest, charftable contribufions, state
and local taxes, medical expenses in excess of 10% of your income, and miscelianeous deductions, For 2017, you may have to reduce
itamuddeducﬁousﬂynwincomlsomsma,anomyou'mmnisdmlng]ulnﬂyarynmaqualﬁymwldwmw680
lfynu’mhesnufhwsehdd.sam,soonw'mmgle.MWdhmwmnmaqwmwmﬂamwﬁsmﬁmm
manisd fing separately, Sae Pub, 508 for dstalls g ot B ol 1

$12,700 if meniad filing jointly or quallfylng Wtdnw(er) i
Enter: { $9,350 if head of household } Flo a0 6 b 0 B0 o
$6,350 if single or married filing separately
Subtract line 2 from line 1. if zero or less, enter *-0-" . . g a o g o 5o
Enter an estimate of your 2017 adjustments to income and any addﬂional standard dedndﬂon (see Pub. 506}
Add lines 8 and 4 and enter the total, (Include any amount for credits from the Converting Credits o
Withhalding Allowances for 2017 Form W-4 warkshestinPub.506). . . . . .« + . . . . .
Enter an estimate of your 2017 nonwage income (such as dividends orinterest) . . . .
Subtract line & from line &, if zero or less, enter*-0-"~>, , , , , , 0 o'o 6 o0
Divide the amount on line 7 by $4,050 and enter the resuit here. Drop anyfracﬁon A eAg
Enter the number from the Parsonal Allowances Worksheet, ineH,page1 . . . . .
Add ines 8 and 8 and enter the total here, If you plan to use the Twao-Earners/Multiple Jobs Worksheet, -
also enter this total on line 1 belaw QOtherwise, stop here and enter this total on Form W-4, line 5, page1 10
mo-EamemeuIﬂg!e Jobs Worksheet (See Two earmners or multiple Jobs on page 1.)
Nots: Use this worksheet only if the Instructions under Iine H on page 1 direot you here,
1 Enterfhe umber from line H, page 1 (or fram line 10 above if you used the Deductions and Adjustments Worksheet) 1
2  Find the number In Tahle 1 below thet applies to the LOWEST paying job and enter it hers, Howsver, if

yuuareman-iedﬂlmg]olntly and wages from themghest paying job are $65,000 or less, do not enter more
DN fo B0 b 580 0 olld D rosg oo D h g o

]

L )
o O

wlen (o

N,
€5

DLO~NO

-

3 Iitinet lsmomthanorequalto llnaz,sumractllnezfmm line 1, Enter the rasult hera(ﬂzero,anw
*-0-") and on Formn W-4, fine §, page 1. Do not use the rest of thisworksheet , . . . . . . 3
Nota: If line 1 is less than line 2, enter "-0-" on Form W-4, line 5, page 1. Complete lines 4 through 8 balowto
figure the additional withholding amount necessary ta avold a year-end tax bill.
4 Enterthenumberfromine2ofthisworkshest- . . . . . . . . . . 4
5 Enterthenumberfromiine 1 ofthisworkshest . . . . . . . , . . &
6 SubtractineSfromined4. . . . . 5 o <]
7  Find the amount in Table 2 below that appllastothe HIGHEST paylng ]ob and enter Ithem 5 0 o o 7 8
8  Multiply fine 7 by line 6 and enter the nesult here. This Is the additional annual withholding needed . . 8 §
9  Divide line 8 hy the numbsr of pay perlods remaining in 2017. For example, divide by 25 if you are paid every iwo .
waeks and you complete this form on a date in January when thers are 26 pay periods remaining in 2017, Enter
the resuit hers and on Form W-4, fine 8, page 1. This is the additional amount to be withheld from eachpaycheck 9 §
" Table 1 Tabie 2
Married Filing Jointly All Others Married Filing Jolntly All Others
it wages frum LOWEST | Enteron if wages from LOWEST | Enteron 1 wages from HIGHEST | Enteron 1t wages from HIGHEST | Enter on
paying job ara— {ne 2 abova | peying jobare~ fine2ahaove | paying job are— line 7 above | paying job are— {ins 7-above
$0 - $7,000 0 $0 - 83,000 0 80 - 875,000 $810 $0 - $38,000 $610
7,001 - 14,000 1 8,001 - 18,000 1 75,001 ~ 135,000 1,010 38,001 - 85,000 1.010
14,001 - 22,000 2 16001 - 26,000 2 135,001 - 205,000 1,180 86,001 - 185,000 1,130
22,001 - 27,000 3 26,001 - 94,000 8 208,001 - 380,000 1,340 185,001 - 400,000 1,840
27,001 - 35,800 4 84,001 - 44,000 4 960,001 - 405,000 1,420 400,0M and over 1,600
35,001 - 44,000 ] 44,001 - 70,000 5 405,001 and over 1,800
44,001 - 55,000 8 70,001 - 85,000 8
856,001 -~ 65,000 7 85,001 - 110,000 7
65,001 -~ 75,000 8 110,001 - 125,000 8
75,001 - 80,000 8 125,001 - 140,000 9
80,001 - 95,000 10 140,001 and ovar 10
95,001 - 115,900 1
118,001 - 130,000 12
130,001 - 140,000 13
140,001 - 150,000 14
150,001 and over 18
Privacy Actand Papeywork Reduction Act Notice, W askfor the information on this form You are not required o provids the information requested an a form that is
{0 oarry out the Intamal Revenue laws af the United States, intemal Revenua Cots sections subjest to the Papaerwork Reduction Aat uniess the form displays a valld OMB

3402(11(2) and 6108 and thelr reqiations require you to provida this information; your employer oontrol number, Books or records relating to a form or its instructians must be
mnwdmmmmemmmmmpm% retainad as long as thelr contents may become material in the administration of
completad form will result in your being treatad as a single person who clalms 9 any Intemnal Revenus law. Generally, tex retums and retum nformation am
a(gl;wﬁ;nm% M?mesgﬁwfgmwﬁd confidential, as required by Code section 6108,

oymation ghving Department of Justica jon; to
tlas, states, the Disirict of Columbis, and LS. * Hsa s Fasaaion fortich b Theavaragaﬂmeandsxpmsssmqu!redtommplataandﬁbmmwmvary

wmwmmmmmmmmmmmmuummmmm ma"“,’;%ygmnml auummmlm“ A I e )
the National Diractory of New Hires. We may aiso discioae this information to other sountries
under a tax treaty, to federa] and stats agencies to anforcs federal nontax oriminal laws, or to It you have suggestians for making this form simpler, we would ba happy to hear

faderal law enforgement and intaligance agencies io combat tenrorism, from you, Ses the instructions for your income tax return.



“» DEPARTMENT AN
i. OF REVENUE W N

2017 Minnesota Employee Withholding Allowance/Exemption Certificate
Employees -

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

¢ Ciaim fewer Minnesota withholding allowances than your federal allowances

¢ Claim more than 10 Minnesota withholding allowances

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

= Claim to be exempt from federal withholding or claim to be exempt from Minnesota withholding _

Do not complete this form if yvou are claiming the same number of Minnesots allowances as federal and the number claimed Is 10 or less.

Employas's first name and initial Last name Employee’s Sooial Sesurity numbar
Michael morris 436656132
Permanent addrass Wirital atatus (chesk one b
Sutheee TR gy
State ZIP ande T Marved
New hope, mn 55428 (] Married, but withnold at higher Single rats

Employees: Read instructions on back, completo Section 1 OR Seation 2, sign and glve the completed form o your employer.
(Do not complete both Section 4 and Section 2, Completing both seotions wilj make the form invalld,)

L Section 1.— Determining Minnesota allowances

Complete Section 1 if you claim fewer Minnesota allowanoes than your faderal allowances, AND/OR if you want additional Min-
nesota withholding deducted each pay period.

3. Total numbsr of federal allowances claimed on federal FOMW-4 .. ..vieeeevieaneatenensnocenenen i
2 Total humber of Minnesota allowances (line 2 cannot be more than line 1) ...... 5GU00000860000000 2
3 Additional Minnesota withholding you want deducted each pay periot . ccoeevevrrcencesrncroavese & S

__ Section 2 — Exemption from Minnesota withholding
Complete Section 2 if you claim to be exempt from Minnesota income tax withholding (see Section 2 instructions for qualifica-
tions), If applicable, check ane bax below to indicate the reason why you belleve you are exempt:
1 meet the reguirements and claim exempt from both federal and Minnesota Income tax withholding,
E'I Even though | did not laim exempt from federal withholding, | claim exempt from Minnesota withholding because | had no

Minnesota Income tax Bability last year, | received a refund of all Minnesota income tax withheld, AND | expect to have no Min-
nesota income tax liability this year,

Iﬂ} My spouse is @ militery service member assigned to a military location In Minnesota, my domiocile {legal residense) is In another
state, AND | am In Minnesota solely to be with my spouse, My state of domicile is
| am an American Indian living and working on a reservation.

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

mi 1 receive a military pension or other military retirement pay as calculated under Title 10, 1401 through 1414, 1447 through
1455, and 12733 and claim exempt from Minnesota withholding on this retirement pay.

{ cortify that all information provided in Section 1 OR Sestipn 2 is correct. | understand there is & $500 penaity for filing a false with-
% g holding allowance/axemption cartificate.

Employes s signature Date Feb 9’ 2018 Daytime p:,one

Employees: Give the completed form to your employer,

Employers

if you are required to sand a copy of this form 1o the Department of Revenue (see Instructions), you must enter the employer Information below
and mail this form to: Mivnesota Revenue, Mall Station 6501, St. Paul, MN 56146-6504. {(Incomplete forms are consldered invalid,) A $50
penalty may be assessed for oash required Form W-4MN not filed with the department.

Keep a copy for your records,
i E : Nnme of emplayer Federal employer ID number (FEIN) Minnesata tax ID number
‘E. ] Address City Stete 2IP code

aov. 12200 Questions?  Website: www.revenua.state.mn.us., Emall: withholding.tax®@state.mn.us. Phone: 651-282-9898 or 1-800-657-3594.



" DEPARTMENT
. OF REVENUE

Form W-4MN Instructions

Do not complete this form if you are claiming the same number of Minnesota alfowances as federal and the number

claimed Is 10 or fess,

Emplovee Instructions

What's New? -
Beginning with tax year 2016, you may
not have to pay Minnesota income tax on
your military pension ar other military
retirement pay calculated onder Title 10,
1401 through 1414, 1447 through 1455,
and 12733, When you file your Minnesote
individual income tax return, cormnplete and
file Schedule M1M, Income Additions and
Subtractions, fo subtract this incomne from
your Minnesota taxable income.

Hyou claim this aubtraction, yon may

not claim the credit for past military
service (reported on Schedule M1C, Other
Nonsefundabla Credits) which is a credit
available to individuals whose Adjusted
Gross Income {AGI) is less than $37,500.

Should | complete Form W-4NN?

‘Complete Form W-4MN and pravide it to
your employer, if yon do any of the follow-
ing:

» Claim fewer Minnesots allowances than
federal allowances (You may not claim
mare Minnesota allowances than federal
allowances)

¢ Claim more than 10 Minnesota allow-
ances

» Request additional Minnesota withhold-
ing be deducted each pay period

» Claim to be exempt fram Minnesota
income tax withholding (see Section 2
instructions)

Before you camplete Form W-4MN, deter-
mine the umber of federal withbolding
allowances you are claiming on federal Form
‘W-4. Then, determine the number of your
Minnesota withholding allowances.

Consider completing a new Form W-4MN #
your personal or financial sitmation changes.
if'you have not had sufficient income tax
withheld from your wages, interest and/or
penalty charges may be assessed when you
file your individual income tax return,

Your employer may be required to snhmit
copies of your Form W-4MN to the de-
partment.

Note: You may be subject to a $500 penalty
if yon submit a false Form W-4MN.

Section 1 — Minnesota Allowances
Claim the correct number of allowances. If
you expect to owe more income tax for the
year than will be withheld:

+ claim fewer allowances

+ request additional Minnesota 1axes to be
withheld from your wages (camplete line
3)

Section 2 — Minnesota Exemption
Your employer will not withhold Minnesota
taxes from yonr pay if you are exenpt from
withholding. To claim exemption, you must
meet ane of the following requirements:

» You meet the federal re you
claim exempt from federal withholding
on Porm W-4; you had no Minnesota
income tax liahility in the prior year; you
received a full refund of Minnesota tax
withheld; and you expect to have no Min-
nesota income tax liability for the current
year.

« Youare the sponse of a military member
assigned to duty in Minnesots, you and
your sponse are domiciled in another
state (the same state as one another) and
are present in Minnesota solely to be with
your active duty military member spouse,

» Yon are a member of an American Indian
tribe living and warking on the reserva-
tion of which you are an enrolled member.

« Your wages are for Minnesota National
Guard (MNG) pay or for active duty US,
military pay. MNG and active duty US.
military members can ciaim exempt from
Minnesota withholding on these wages,
even if taxable federally. For additional
information, see Income Tax Fact Sheet 5,
Military Personnsl.

» You receive a military pension or other
military retirement pay calculated under
Title 10, 1401 through 1414, 1447 through
1455, and 12733, }fyou receive this
income, you may claim exempt from Min-
nesota withholding on this income even if
taxable federally. _

Note: In order to avaid owing tax at the end
of the year, you may not want te claim
exempt if you {and/or your spouse when fil-
ing a joint return) expect to have other forms
of incorne subject to Mionesota tax.

If yon claim exempt from Minnesota with-
holding, you must provide yoor employer
with a new Form W-4MN by February 15th
of each year,

If another person can claim you as a depen-
dent on his or her federal tex retrn, you
cannot claim exempt from Minnesota with-
holding if your annual income exceeds $950
and includes mare then $300 of unearned
jncome,

| Use of Information

{ All information on Form W-4MN is

| private by stute law. Jt cannot be given

| to others withont your consent, except

| tothe Internal Revenne Service and to

| other states that guarantee the same

| privacy. Your name, address and Social |

| Security mumber are required for
identification. Information about your

| allowances is raquired to determine

{ your correct tax. We agk for your phone

| number so we can call you if we have a

question,

i
|

Bmployer instructions are on the next page.



T /3(\ Employment Eligibility Verification U80189
Form }-
R0y Department of Homeland Security OMB No. 1615-0047
U.8. Citizenship and Immigration Services Explres 0873172019
T e e e R e e e ey

P> START HERE: Read instructions carefully bafore completing this form, The instructions must be avaflable, elther in paper or eleuh'onlcany.
during complation of this form, Employers are liable for errors in the complation of this form.

ANTI-DISCRIMINATION NOTICE: It is Hllegal to discriminate against work-authorized individuals. Employers GANNOT specify whlch

document(s) an smployee may present to establish employment authorization and identity. The refusal fo hire or continus to employ
an individual because the documentation presented has a future expiration date may also constitute fllegal discrimination.

ection 1. Employee [nformation and Attestation (Employses must complete and:sign Ssction 1 of Farm I-8 no fater
than the first dai}“’ofemgloymem, but riot.before aocepting 4 fob affer | a0
Last Name (Family Nama) First Name {Given Name) Middle initial 1 Other Last Names Used (Fany)

Morris Michael A N/A

Address (Strest Number and Nams) Apt. Number | City or Town State | ZIP Code
4215 Oregon ave 611 New hope Mn 55428
Date of Birth (mm/ddfyyyy)  |U.8, Soclal Security Number Employea's E-mail Address Employsa's Telephone Numher
03/26/1987 babagerz[ | |- | | | ]{Morrismichael227@gmail.com 6124623967

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

] attest, under penalty of perjury, that | am (check one of the following boxes):
(1 1. Aclizen of the United States

(O] 2. A noncitizen national of the Unitsd States (See insiructions)

Q[ 3. A lawful permanent resident  {Allen Registration Number/USCIS Number); N/A

(] 4. An alien euthorized to work  untl {expiration date, if applicable, mmYddyYyy):  \/a T
Same allens may write "N/A”" In the expiration date fisld. (See instructions) _
Afiens autharizad to work must provide only one of the following document numbers to complate Form 1-9: N
An Alien Registration Numben/USCIS Number OR Fonm 1-94 Admission Number OR Forelgn Passport Number.
4. Allen Registration Number/USCIS Number: N/A
OR
2. Form 1-84 Admission Number: N/A
3. Forelgn Passport Number: N/A
Country of Issuance: N/A
Signature of Employss M Today's Date (mm/ddyyy)
Ty TR Feb9,2018

reparer and/or Transiator Certification (check one):
| did not use a preparer or transiator: A preparer{s) andfor translator(s) assisted the employes In completing Seation 1.
(Fiekis below must be compfeled and signed when preparers-and/or transfators assist an employee in completing Section 1.)

Tattest, under penalty of perjury, that | have assisted in the completion of Section 1 of this form and that to the hest of my
knowladge the information is true and correct.

Signature of Preparer or Translator Today's Date (mm/ddiyyyy)
Last Name (Family Nemo) First Narne (Given Nama)
Address (Strest Number and Name) City or Town State  |ZIP Code

@ § ."mloj;gf Co}r;blefg; Next;thzge a

Form [-9 0771717 N Page 1 of 3




Employment Eligibility Verification USCIS

Department of Homeland Security oml; :,:‘?J;zw
U.S. Citizenship and Immigration Services Enpires 08/31/2019

mployer or Authorized Representative Review and Verification

3 of heir aulforized re sntafive must and éeeaon 2 within 3 bbsznasa days of the smployes's first
st physica examineonq mgémusiA ewnbiqa;‘gnnofane@cpmamﬂ'omU#Bqndmdomamnamgstd%éqnsfedeﬁuﬁ‘a’Lisﬁ
af Acceptable D?Q“Iﬂeptg'l i W
: o {Fann?yNama) Name Namii TR | Clizensipimmigraiion St
Employee Info from Section ¢ 3 DEC : ?h C ae. l. e
ListA OR ListB AND ListC
Identity and Employment Authorization Idantity
Fvomnt Tiie B nent Title L
Issuing Authority .
 [Document Numb ‘| Dpcument Numb A et
oowment Number cum er
o o 22809
Explration Date {if any)(mm/dd/lyyyy) Expiration Date (if any){mm/ddyyyy) Explraﬂnn Date (if any}{mm/ddfyyyy)
|03-2-20\9 N (A

Daocument Tille

Tesuing Authority Additional Infarmation e ]
Document Number
[Expiration Date (i any){mmidayyy)

Document Title

1ssuing Autharity

Dooument Number
 Explration Date (if any){mm/ddlyyyy)

Cartification: | attest, under penalty of perjury, that (1) | have examined the dosument(s) presented by the above-named employeas,
(@) the abave-isted document(s) appear to be genuine and to relate to the employee named, and (3) to the best of my knowledgs the
employse is authorized to work in the United States,

_The emplo; gf\\ employment (mm/ddiyyyy): (See Instructions for exemptions)

8l %mﬁve Today'g Date j ‘Ww uthorized Representative
| 0309 2018 | Relrin
Laﬂ?@plwormhww First Name of Employer or Authoiized Represeniative | Emplayer's Business or Organization Name
TPea R W\ g ann

Employer's Business or Organizafion Address (Strest Number and Name) | Clty or Tawn ’Sﬁl@ ZIP Code

|§eehnnf~3 Revgmﬁcahen and Rehites (76 be sompletad apd wgn o T ey =
Héﬁﬁm@ﬁﬁ_ TR LT '"m \‘F;“.__ E‘P—Ey ) m T
Last Nar (Famiy Narme) First Name (Given Name) Middle Intial | Date {rmm/dayyyy)

Jié’» L i B R

dockment or Teseint fhat egteblisties
.l I_'k 7

=P L L e

Document Title Documant Number Expiration Date {iFany) {mm/dd/yyyy)

| attest, under penalty of perjury, that to the bast of my knowledge, this employee Is authorized to work in the United States, and if
the employee presanted document(s), the document{s) | have examined appear to ba gennine and fo relate to the Individual.

Signature of Employer or Authorized Reprasentative | Today's Date {mm/ddfyyyy) Neme of Employer or Authorized Representative

Form1-9 0717117 N Poge2of 3
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Authorization

Authorization: By signing below, you authorize: (a) backgroundchecks.com ("BGC”) and/or Orange Tree
Employment Screening to request information about you from any public or private information source;
{b) anyone to provide information about you to BGC and/or Orange Tree Employment Screening; (c)
BGC and/or Orange Tree Employment Screening to provide Employer Solutions Staffing Group, LLC one
or more reports based on that information; and {d) Employer Solutions Staffing Group, LLC ("ESSG”) to
share those reports with others for legitimate business purposes related to your employment. BGC
and/or Orange Tree Employment Screening may investigate your education, work history, professional
licenses and credentials, references, address history, social security number validity, right to work, crimi-
nal record, lawsuits, driving record, credit history, and any other information with public or private infor-
mation sources, You acknowledge that a fax, image, or copy of this authorization is as valid as the origi-
nal. You make this authorization to be valid for as long as you are an employee of ESSG.

The Consumer Financial Protection Bureau’s “Summary of Your Rights under the Fair Credit Reporting
Act” s attached to this authorization. if you are a New York applicant, a copy of New York's law on the
use of criminal records is attached. By signing below, you acknowledge receipt of these documents.

Personal Information; Please print the information requested below to identify yourseif for BGC.

Printed name: Michael A Morris
First Middle (I Last
none)

QOther names used:

Current county of residence:

Current and former addresses:
04/2016 current 4215 Oregon ave New hope, mn 55428

from Mo/Yr to Mo/¥r Street City, State & Zip
04/2015 04/2016 1417 10th St. N\W New Brighton, mn. 55112

from Mo/Yr to Mo/Yr Street City, State & Zip

from Mo/Yr to Mo/¥r Street City, State & Zip

Some gaovernment agencies and other information sources require the following information when
checking for records, BGC will not use it for any other purposes.

03/26/1987 436656132

Date of birth Social security number
S009134723809 Michael morris

Driver’s license number & state Name as it appears on license

Report Copy: if you are applying for a job or live in California, Minnesota, or Oklahoma, you may request
a copy of the repart by checking this box:

At Febg, 2018
Signature Date




Puara informaridn en espafial, visite www.consumerfinance.gov/learnmore o escribe a la Consumer Finemcial Protection Bureay, 1700 G

Strast N.W., Washington, DC 20552,

I A SUMMARY OF YOUR RIGHTS UNDER THE FAIR CREDIT REPORTING ACT

q

The federal Fair Credit Reporting Act {FCRA) promotes the accuracy, falmess, and privacy of information in the files of consumer reporting

agencias. Thera are many types of consumer reporting agencles, including credit bureaus and specialty sgencies (such as sgencies that sellin~
formation about check writing histories, medical records, and rental history records). Here Is a summary of your mejor rights undar the FCRA,
For more information, including information about additional rights, go to www.consumerfinance gov/learnmora or write to: Consumer Fi-
nancial Protection Bureau, 1700 G Street N.W., Washington, DC 20552,

= You must be told if information in your file has been used against you. Anyane who usas.a credit report or another type of consumer re-
portto deny your application for cradR, Insurance, or employment ~or to take another adverse action against yon — must tefl you, and must
give you the name, address, and phone number of the agency that provided the information.

¢ You have tha right to know what is In your file. You may request and obtain ali the information about you in the files of a consumer report-
Ing agency (your “file distlosure”). You will be required to provide proper identification, which may include your Soclal Security number, in
many cases, the disclosure will be free. You are entitled to a free file disclosure if;
» a person has taken adverse action against you because of information in your credit report;
* you are the victim of identity theft and place a fraud alert in your file;
» your flle contains inaccurate Information as a result of fraud;
» you are on public assistance;
» you are unamployed but expect to apply for employment within 60 days.
in addition, all consumers ara entitied to one free disclosure every 12 menths upon request from each nationwide credR hureau and from na-
tionwide specialty consumer reporting agencles. See www.consumerfinance.gov/learnmore for additional Information.

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

® You have the right to dispute incomplete or Inaccurate Information. If you identify information in your file that is incomplete or inaccurate,
and report it to the consumer raporting agency, the agency must investigate unless your dispute Is frivalous. See www.consum-
erfinence gov/iearnmore for an explanation of dispute procedures,

« Consumer reporting agencies must correct or delets inaccurate, incomplete, or unverifiable Information. Inaccurate, incomplete or unver-
ifiable information must be removed or corvected, usually within 30 days, However, a consumer reporting agency may continue to report
Information it has verified asaccurate,

o Consumer reporting agancias may not report ontdated negative information, In most cases, a consumer reporting agency may naot report
negative information that is more than seven years old, or bankruptcies that are more than 10 years old,

e Access to your fila is limited. A consumer reporting agency may provide information abaut you only to people with a valid need - usually to
consider anapplication with a creditor, insurer, employer, landlord, or sther business. The FCRA spectfies those with 8 valld need for access,

¢ You must give your consent for reports to be provided to employers. A consumer reporting agency may not give aut information about you
to your employer, or a pptential employer, without your written consent given to the employer, Written consent generally Is not required in
the trucking industry, For more Information, go to www.consumerfinance.gov/lesramore,

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

= Youmay seak damages from violators, if a cansumer reparting agency, or, In some cases, a user of consumer yeports or 3 furnisher of infor-
mation 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 parsonnal have additional rights. For more Information, visit www.consum-
erfinance.gov/learnmore.

States may enforce the FCRA, and muny states have their awn consumer reporting laws. In some cases, you may heve more rights under

state law, For more information, contact your state or locel consumer protection agency or your state Attomey Generdl, For information

about your federal rights, contuct;

TYPE OF BUSINESS: CONTACT:
1.3, Banks, savings assoclations, and credit unions with total assets | a. Bureau of Consumer Financial Protection
of over $10 hitlion and thelr affillatas, 1700 G Street NW

Washington, DC 20852

b. Such sffiliatas that are not banks, savings associations, or credit
unions also shoutd list, in addition ta the Bureawu:

b, Federa] Trade Commission: Consumer Responsa Center - FCRA
Washington, DC 20580
{877) 382-4357

2. Tothe extent not Includet 1n item 1 above:
a. National hanks, federal savings associations, and federal
branches and federal agencies of foreign banks

a8, Office of the Comptroller of the Cusrency
Customar Assistance Group
1301 McKinney Street, Sulte 3450




EMERGENCY CONTACT INFORMATION

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

Employee Name: Michael morris

Address: 4215 Oregon ave . New hope, mn 55428

Home Phone; 6124623967

EMERGENCY CONTACTS T
Blaiaa {ist two people fin,pti@ity ol‘dér) who gould be contacted in casg&gﬁan emergenay

Contact #1 Home Phone: 678-923-1580
Name: Teresa dupree Cell Phone:
Relationship: Spouse Work Phone:

Contact #2 Home Phone: g51-925-9416
Name: Terrell dupree CelliEaane:
Relationship: Brother Work Phone:

Additional information you want Employer Solutions Staffing Group and our clients to know in the event
of an emergency:

This information wiil remain confidentiol and will only be used in the case of an emergency.



employer solutions staffing group..
Direct Deposit/Payroll Debit Card Authorization

Employees havetheopﬁonofreceMngwagesbyDuect Deposit and/or Payroll Debit Card.

ou do not provide a writien ele yages will be paid by Payroll Debit Card,

Stz R ORI S TE I.'l ORUTN Lo
SEGEION T PN ROQEE B EC O

()] Direct Deposit (Please complete Scotions 3 and 5 below)
(8)] Payroll Debit Card (Please complste Sections 4 and 5 below)
SEETHON S DIREC T BERPOSER
: Update Bank Acoount

Bank Name:

Routing?
Accomnt)
| Acoount Type: [T CheckinglT) Savingel [11Other

*  Tohelp us avoid making an emor, please attach a copy of a voided check. (a deposit slip will not work)
=  Ifyon change banks, do not close your old bank account until your direot deposit has sterted at the nsw bank, which may take 2 pay periods.

Note: Direct Deposit accounts may take up to 7 days to be activated,

X understend and acknowledge that if I do not provide 2
voided check with this direct deposit form, I am
responsible for any delsys in payroll or extra costs
incurred if the account number that I provide is incorrect,

Initial Date

SECGTION S PASYROLE DERFE AR (GLGEAL CASEHE AR

Fedmllawmquiresallﬁmmalmstimﬁunsmohnin,veﬂfy and record information that identifies each person who opens an accouot, In order to
request a Payrall Debit Card for yon, we must provide all of the following information that will ensble the financial institution to identify youn. If
you do not submit a Direct Deposit/Payroll Debit Card Authorization, ESSG will provide the necessary information and issue you a Payroll Debit
Card to pay your wages. For your protection, the financial institution may ask yon to provide them additional identification information so they can
verify your identity.

Except for the ronting and account number, BSSG does not have access to any information regarding your Payroll Debit Card account or
transactions. On yonr first payday, you will receive your new Payroll Debit Card, and a packet containing all of the terma and conditions. You will
ﬂ:msignanknowledgingﬁnyourweivedthu?aymllmbitcmandpaoketYoanaymﬂDeanmdwmbemlmdedoneauhpaydaywnmeive
wages.

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

FirstName Michael ML a Last Nawe porris Datz of Birth 03/26/1987
| Strest Address gosaxNorAccErTARS) 457 5 Oregon Ave apt. 611 seERET

CBY  Newhope State 1 Zip 55428 Cell Phone (moblc) 6124623967

RECEIPT OF PAYROLL DEBIT CARD (fo be completed when you pisk up your Payroll Debit Card)

Payroll Debit Card Routing # Payroli Debit Card Account #

_ 073972181 ————e e e

T have received my Payroll Debit Card, welrome brochure, program fees, program terms, conditions, and disclosures, By activating my Payroll Debit Card,

T am agreeing to the program terms, conditions, and disdlosures that are included or made available to me from time to time from the financial institution.
authorize the financial institution to debit my Payrofl Debit Card account for the foes desaribed in the fee schedule that is part of the program terms,
conditions, end disclosures,

P
Employee’s Signature; _Mchacimomls Feb 2015) e

SECHGON s Al R e R P2 A IO

1 anthorize BSSG to direotly deposit my periodic wages/compensation payments, nst of required tax withboldings, other required withholdings
or smthorized deductions, into my account(s) as designated above and to initiate, if necessary, debit entries and adjusimentsfor any credit entries

made tn error to my account(s). * E-mail is required for pay stub information,

morrismichael227@gmail.com @
thisinformaﬁonwﬂ-lcnlybensedmsendymupaysmbselmnaﬁy
AT Date: Feb9,2018

Employee's Signature: _shzalmosss raba anizy

*E~mail:




employer solutions staffing gr;cmpuc

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:

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 fo 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 fo 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 liguidated 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.

Hichael mamis (Feb 9, 20:3)

=
2t F )

‘ fiing Group LLC, Representative




employer solutions staffing group
INJURY MANAGEMENT PROGRAM

Injured Worker’s Responsibilities

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

RESPONSIBILITIES OF THE INJURED WORKER:

Minnesota Rule Sec. 5221.0430, Subp. 1 requires that you choose one primary
health care provider. Subpart 2 places limitations on your right to change
primary health care providers. Discuss with your employer any change in health
care provider.

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

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

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

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

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



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

N ur emplover immediately of new Injuries or conditions that impact

your physical condition.

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

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

Signed: Wicharl marms (Feb 2, 2006)

Printed Name: Michael morris




employer solutions staffing 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 s0, you must provide a copy of the policy
report to your staffing recruiter that the check was stolen. If the check has not
been cashed and if the loss of the check was not your fault, ESSG will issue a
new check and no fee will be deducted. :

CHEQUES DE PAGO PERDIDOS O ROBADOS

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

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

AGREED/SE ACUERDA—

Name/Nombre (con letra de moide):  Michael morris

_MoATs—
_§_ignatu refFIrma:  Werea mords (Fea, 2018)




employer solutions staffing group..
ESSG WORKPLACE SAFETY POLICY

It is ESSG’s policy that all employees should be able to enjoy a hazard free and safe
work environment. It is ESSG’s duty to:

(1) Ensure that its clients provide you with a workplace free from serious
recognized hazards and comply with standards, rules and regulations issued
under the OSH Act.

(2) Ensure that its clients perform a job hazard assessment in order to identify
and eliminate potential safety and health hazards and to determine
necessary training and protections for employees at the facility.

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

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

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

ES50 is committed to vigorously enforeing ita OSHA Compliance Policy.

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

» Responsibility to work in compliance with OSHA laws and regulations

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

e 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 bagic rights:

e Right to refuse unsafe work

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

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



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 esposed to hazardous substances

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

You can have your name withheld from the host employer and any other entity, by
request, if you sign and file a written complaint. You can request to be advised of
OSHA actions regarding a complaint, and request an informal review of any
decision not to inspect the site or issue a citation. And, you can file a complaint if
you are punished or discriminated against for acting as a “whistleblower” under the
OSH Act or 18 other federal statutes for which OSHA has jutrisdiction, 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.



employer solutions staffing group..
Acknowledgement of Receipt of Workplace Safety Policy

I certify that I have received a copy of Employer Solutions Staffing Group’s ESSG
WORKPLACE SAFETY POLICY. I understand that it is my responsibility to read
this policy and ask my supervisor, a member of management or to telephone
Employer Solutions Group (ESSG) at 952.885.1288/1.866.496.7573 with any
questions I may have about this policy. I agree to comply with ESSG’s policy on
ESSG WORKPLACE SAFETY POLICY and I understand failure to comply is
grounds for disciplinary action, up to and including termination.

I also agree that if at any time during my employment I am believe that ] am
working in an unsafe or dangerous work environment, I will immediately contact
my supervisor, manager, director or ESSG’s Safety Director at
952.885.1288/1.866.496.7578 in order to obtain assistance in the resolution of such
matters.

Employee Name (Please Print)

Michael morris

Employee’s Signature:
Moz Date: Feb 9, 2018

o S ESHEE IO 1R 0, 20060




- 8850 Pre-Screening Notice and Certification Request for
(Rev. March 2016) the Work Opportunity Credit OME No. 1545-1600

DepertmentcftheTreasury |, ormation abaut Form 8850 and its separats nstructions is at www.irs. gov/fonmB850.

Job applicant: Fill in the lines below and cheok any boxas that apply. Complete only this side,
Your name Michael morris : Social sscurity number B> 436656132

Street address whereyoulive 4215 Oregonave

City or town, state, and ZIP code __New hope, mn 55428

County Telephans number 6124623067

if you are under age 40, enter your date of birth (month, day, year) 03/26/1987

1 [[J Check here if you received a conditional certification from the state workforce agenay (SWA) or a participating local agency
for the work opportunity credit.

2 [T1 Check here if any of the following statements apply to you.

* | am a member of a family that has received assistance from Temporary Assistance for Needy Families {TANF) for any 8
months during the past 18 months.

e ] am a veteran and a member of a family that recelved Supplemental Nuirition Assistance Program {SNAP) henefits {food
stamps) for at east a 8-month period during the past 15 months.

o | was referred here by a rehabilitation agenoy approved by the state, an employment network under the Tickst to Work
program, or the Department of Vetarans Affalre.

» | am at least age 18 but not age 40 or older and ! am a member of a family that:
a. Reosived SNAP benefits (food stamps) for the past 8 months; or
h. Received SNAP henefits (food stamps) for at least 8 of the past 5 manths, but is no longer eligible to racaive them.

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

» | recelved supplemental security Income (SSI) bensfits for any month ending during the past 60 days. .

e | am a veteran and | was unemployed for a period or periods totaling at least 4 weeks but less than 8 months during the
past year. :

L] 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
yeer,

4 [ﬁ] Check here If you are a veteran entitled to compensation for a service-conneoted disability and you were discharged or
released from active duty in the U.S. Armed Foroes during the past year.

5 m] Check here if you are a veteran entitied to compensation for a service-connected disabllity and you were unemployed for a
period or periods totaling at least 6 months during the past year.

8 [[J Check here if you are a member of a famliy that:
* Recelved TANF payments for at least the past 18 months; or
« Reosivad TANF payments for any 18 months beginning after August 5, 1987, and the earliest 18-month period beginning
after August &, 1987, ended during the past 2 years; or
» Stopped being eligible for TANF payments during the past 2 years because facleral or state law limited the maximum time
those payments could be made.

7 E] Check hers if you are in a perlod of unemployment that is at least 27 conssautive weeks and for all or part of that pericd
you recelved unemployment compensation.

Signature —All Appiicants Must Sign

Underpenalﬁesofpﬂwy,ldechrathaxlgavaihaahovemfmmbmeemplowmofbefmmaday1moﬁeteda]ob,andith.toﬁ\absstofmylmwledge,m,

caeat, and complete,

_Mope
Job applicant’s signature P> Michzeimors (Feb, 2018) Date Feb9,2018

For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 228511 Form 8655 {Rev. 3-2018)
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Form A (rev. 03/2017) TAX CREDIT QUESTIONNAIRE R 1.8

EMPLOYER SECTION:
Client: _ Company:
Location: Position: Starting Wage: $
EMPLOYEE SECTION:
First Name: Last Name: Snffix: Street Address: City/State: Zip:
Michael morris 4215 Oregon ave New hope 55428
8S#: Date of Birth: Age: Have you worked for | 1f yes, location:
estze1a2 03/26/1987 0 | No‘g""”
Please complete all questions, and sign and date the form. Yes No
1. Have you or has anyone living with you received Temporary Assistance to Needy Families (TANF) Q @l
af apy time since Angust 5, 19977 (If yes, please provide information below.)
Name of the person receiving benefits: _____ Relationshiptoyow: _____
City: Comty: ____ State:
2. HmyouorhasanyonellvmgthhyouuceivchnodStamps(SNAP)slanyﬁmedumgﬂnepastlSmonﬂm? a (O]
{If yes, please provids information below.)
Name af the person receiving benefits: _____ Relationship to you:
3. Have yon received Supplemental Security Income (SS1) at any time within the past 3 months? (]
Pleass note, this is not the same as Social Security benefits (S8) or Social Security Disability (SSDI) benefits,
*Ifyou cheoked yes please provide a copy of your SSI documentation.
4. Have yon received any type of vocational rehabilitation services within the past two years? @
If yes, please indicate which type of’ you worked with and provide their location information below: !
[[] Vooational Rehabilitation Agency Dept. of Veterans Affsirs [ Employment Network (Ticket to Work Program)
Name of Agency: Phone#: _____
*If you checked yes please provide a copy of yowr active Individual Work Plan and Ticket to Work documentation.
5. Areyou a Veteran of the U.8, Military? */fyes, pleass pravide a copy of your DD-214 and letter of separation, Q @
(If yes, please provide information below. Ifno, please continue to question #6.)
Dates of Service - From: To:
Branch of Service:
Are you entitled to or are yon receiving compensation for a service-connected disnhility? Q] 9
6. Have you been unemployed at any time during the last 12 months? @) ®
If yes, dates of unemployment - From: To:
Did yon receive unemployment compensation at any point during your unemployment? Q @
I yes, in which state did you receive unemployment compensation? __
9. 'Have you heen convicted of a felony or released from prison for a felony conviction in the past 12 months? g @
Conviction Date: Release Date:
Was this a D]Fedemtox gStatcconvicﬁon? IfState - Connty; ____ Stater
Y B A T e ) 2 e T 7 Y E
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TEC (Native Amecican): Are yam o your spouse a meaber of a Native Ameriosn Tribe? g ®@
Ifyou checked yg3 please provide a MPIWMCDIB%
CA Residents: Areyonthe child of foster Do you recelve CalWorks? [[]] Workfores Investment Act?
! Ase you a.migrent or seasonal farm worker? D Have you ever been convicted of a misdemeanor?
SC Residents: L] Do you receive Family Independence Benefits?

PLEASE READ, SIGN, AND DATE:
Under penalties of perjury, I declare the information above to be irue and aveurate to the best of my lnowledge, and 1 hareby authorize any agency, organization, or

individuols to supply such verification or informetion that may be needed to determine 1ax credit eligibility to my employer, employer representative (Associated
Cansyltants, Inc. dba Retrotax), or the Department of Labar,

New

Employee Signature: Date: €D 39,2018




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

L.ONG-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 if filed
separately, with ETA Farm 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: M pate Feb9,2018

New Hire Name: Michael morris

Social Security Number: 436656132
Employer Name:

Please check the statements below if they apply to you.
1  1declare 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 Nofice:

The Intemal Revenue Coda of 1986, Saction 54, 2s amended and #s enacting legislation, P.L. 104-188, specify that the Stale Workforce Agencies are the
*designated* agencles responsible for administering the WOTC ceriificaion pmceedures of this program. The informafion you have provided compieting this
{orm will be disclosed by your employer to the Stale Workforee Agency. Provision of this information s voluntary; however the information s required to
detsrming your employer's eligibility for the federal tax oredit.
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Publlc Burden Statament:

Persons are not reruire to respond to this collection of information unless 1 displays a currently valid OM B cantrol number. Respondents’ obligafion to
complete this form s rexquined o obtain or retein benefits (P.L. 111-6). Publis reporfing burden is esimated {0 average 10 minutes per response, including the
timefor reviewing Instructions, searching existing data sources, gathering and maintaining tha data needed, and complefing and reviewing the collection of
Information, Send comments regarding this burdan estmata fo the U.S. Depariment of Labor, Division of Nafional Programs Tools Technical Assistanca,
Room C-4510, Washington, D.C. 20210 (Peperwork Reducon Project 1206-0371). Please do not submit complsted forms to this address,
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Employee Keeps This Form

Healthcare Notice of Exchange

As your employer, we are required to provide you with the following information under Section 1512 of the Affordable Care Act:

What is the Health Insurance Marketplace?

The Marketplace is designed to help you find heaith insurance that meets your needs and fits your budget. The Marketplace offers
“one-stop shopping” to find and compare private health insurance options. You may also be efigible for a new kind of tax credit that
lowers your monthly premium right away. Open enroliment for health insurance coverage through the Markstplace begins in Octobsr
2013 for coverage starting as early as January 1, 2014.

Can | Save Money on my Health Insurance Premiums in the Marketplace?

You may qualify to save monsy and lower your monthly premium, but only if your employer does not offer coverags, or offers coverags
that doesn't meet certain standards. The savings on your premium that you're eligibie for depends on your household income.

Does Employer Health Coverage Affect Eligibility for Premium Savings through the Marketplace?

Yes. If you have an offer of health coverage from your employer that meets certain standards, you will not be eligible for a tax credit
through the Marketplace and may wish to enroll in your employer's heaith plan. However, you may be eligible for a tax credit that lowers
your monthly premium, or a reduction in certain cost-aharing if your employer does not offer coverage to you at all or does not offer
coverage that mests certaln standards. If the cost of a plan from your employer that would cover you (and not any other members of
your family) 1s more than 8.5% of your househeld incoma for the year, or if the coverage your employer provides does not meet the
"minimum value” stanciard set by the Affordable Care Act, you may be eligible for a tax credit.1

Note: if you purchase a health plan through the Marketplace instead of accepling health coverage offered by your employer, then you
may lose fhe employer contribution (if any) to the employer-offered coverage. Also, this employer contribution -as well as your
employee contribution to employer-offered coverage- is often excluded from income for Federa) and State income tax purposes. Your
payments for coverage through the Markatplace are made on an after-tax basis,

**The Marketplace can help you evaluate your coverage options, inciuding your eligibillty for coverage

through the Marketplace and its cost. Please visit HealthCare.goV. for more information,
including an online application for health insurance coverage and contact information for a Health

Insurance Marketplace In your area™*
If you decide to compiste an application for coverage in the Marketplace, you will be asked to provide this information;

Employer Name: Employer FEIN;
Employer Solutions Staffing Group, LLC 20-80B4369
Employer Address: Phone Number for Health Benefits Team:
PO Box 46270 Minneapolis, MN 55344-9956 952-767-9519
Insurance | Who is Eligible? Meets Meets When is it effective? Will | be
Plans Minimum | Minimum penalized if |
Avalilable: Value Essential only have

Standard? | Coverage? this plan?
Fixed Everyone No No Available immediately — Yes
Indemnity offered upon hire
Plan
MEC Plan Everyone No Yes Available immediately ~ No

offered upon hire
Major Full time employees Yes Yes Within 60 days of being No
Medical after 120 hours are determined eligible
Plan met in 30 days
For more information about ESSG’s Insurance options, contact:
The Health Benefits Team

Employer Solutions Staffing Group
952-767-9519 | health@employersolutionsgroup.com

ESSG_Participatinglocations_REV_12.2014
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Notification of Minnesota Law Requirement —
Unemployment Acknowledgement

According fo Minnesota Statute ssction 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 edditional suitable jJob assignment, (2) refuses without good
cause an additional suitable job assignment offered, or (3) accepts employment with
the clfent of the staffing service, Is considerad fo have quit employment.

This paragraph applies only If, at the time of beginning of employment with the staffing
service, the applicant signed and was provided a copy of a separaie document written
in clear and conclse language that Informed the applicant of this paragraph and that
unemployment benefifs may be affected.

it is your responsibllity to contect ESSG through Corporate Management Group (for
instance, by calling 303-920-1425 or using any other form of contact) for additional
assignments, If you fell 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. Mm _ (Initial)

mﬁwel’ lm(ma.m Feb9,2018
Employea Signahure: Dats:

Michael morris
Employee {please print your name here)

Telephone: 303-920-1425
12000 N. Washington Street Suite 350
Thornton, CO 80241

~MN_02.2013



DRUG AND ALCOHOL TESTING POLICY

. PURPOSE

Alcohol and drug abuse adversely affects job performance, the kind of work an employee
performs and an employee's opportunities for successful employment. It is the intent of this document
to provide employees with ESSG's [hereafter “the Company”] policy regarding the use of drugs and
alcohol while at work. The Company does not Intend to intrude into the private lives of its employees,
but strongly believes that a drug-free workplace Is in the best Interest of employees and non-
employees alike.

.  SCOPE

This policy applies to all applicants for employment and to all employees including contract or
temporary employees. The palicy is applicable at Company facilities or whenever Company
employees are performing company business,

..  DISCLAIMER

Employment at the Company is at-will. This polley is not a unllateral employment contract and
should not be interpreted as creating a unilateral employment contract.

Iv.  PROHIBITIONS

A. No employse shall report to work under the influence of alcohol, any controlled
substances, or any other drugs or medications that may affect the employee’s alertness, coordination,
reaction, responsse, judgment, decislon-making, or safety.

B. No employee shall operate, use, or drive any equipment, machinery, or vehicle of the
Company or any client of Company while under the influence of alcohol, any controlled substances, or
any other drugs or medications that may adversely affect the employee’s ability to operate such
equipment, machinery, or vehicle. Employees are under an affirmative duty to immediately notify their
supervisor if they are not in an appropriate mental or physical condition to operate, use, or drive any
equipment machinery, or vehicle or otherwise safely perform their job duties,

C. No employee shall unlawfully manufacture, distribute, dispense, possess, transfer, or
use a controlled substance in the workplace or wherever the Company’s work is being performed.

D. Engaging in off-duty sale, purchase, transfer, use or possession of illegal drugs or
controlled substances may have a negative effect on an employee’s ability to perform his/her work for
the Company. in such clreumstances, the employee s subject to discipline.

E. When an employee is taking medically authorized drugs or other substances that may
alter job performance, the employee is under an affirmative duty to notify their supervisor of the
tempeorary inability to perform his or her job duties.

F. The Company shall notify the appropriate law enforcement agency, licensing boards,
and other relevant authorities when it has reasonable suspicion to believe that an employee may have
illegal drugs in his or her possession at work or on company premises.



G. Employees shall not consume alcoholic beverages during lunch periods, dinner
periods, or breaks when retumning Immediately thereafter to perform work on behalf of the Company.
in situations where the employee conducts the Company’s business after the intake of alcohol, the
employee shall be subject to discipline up to and Including discharge.

V. ALCOHOL AND DRUG TESTING

As part of the Company’s commitment to an alcohol and drug-free workplace, the Company
reserves the right to require that applicants and employees submit to drug or alcohol testing in
accordance with the provisions of applicable law. This policy represents the notice required under
applicable law and a copy will be provided to all applicants and employees who are requested to
undergo testing. In the event of any conflict between this policy and applicable law in affect at the time
of the test, the law will control.

A. Who May be Subject to Testing.

1. Job Applicants. The Company may require that all applicants for a particular
position be tested for drugs or alcohol after recelving a conditional offer of employment. {fthe
applicant tests positive for drugs or alcohol, the conditional offer may be withdrawn.

2. Routine Physical Examination Testing. The Company may require employees
to undergo a drug or alcohol test once a year as part of a routine physical examination. Affected
employees will be given two weeks written notice that they will be tested for drugs or alcohol as part of
a routine physical.

3. Random Testing. The Company may require employees in safety-sensitive
positions to undergo testing on a random selection basis. Once the random selection has been made,
the Company will not waive the selection of any employees identified through the random process.

4, Reasonable Suspiclon Testing. The Company may require an employee to
undergo drug or alcohol testing if the Company reasonably suspects that the employee:

a. is under the influence of drugs or alcohol;

b. hes violated the Company’s written work rules prohibiting drug and alcohoi use;
c. has sustained or caused another employee to sustain personal injury; or
d.

has caused a work-related accident or was operatir;g or helping to operate
machinery, equipment or vehicles invoived in a work-related accident.

5. Treatment Program Testing. The Company may require an employee who has
been referred for chemical dependency treatment or evaluation or Is participating in a treatment
program under an employee benefit plan to undergo drug or alcohol testing on a random basis and
without advance notice during the evaluation or treatment period and for up to two years following the
completion of any treatment program.



B. Conducting the Testing.

1. Consent. All employees required to undergo testing will be required to complete
and sign the employee consent form attached as Appendix A.

2, Refusal to Participate. An employee or job applicant has the right to refuse
testing. However, a refusal of testing will be treated as a failure to comply with Company policy and
may result in withdrawal of a job offer or disclplinary action up to and including termination of
employment.

3. The Laboratory. The Company will use a laboratory certified by the National
Institute on Drug Abuse (NIDA) or its successor, the College of American Pathologists (CAP), or the
New York State Department of Health or other licensing body recognized by applicable law to perform
all drug and alcohol tests.

4, Test Results,

The laboratory will conduct both an initial test and a confirmatory test if the initial test is positive. A
negative result on either the initial or confirmatory test will be deemed a negative test resuit (l.e.
the employee passed the test). A positive result on both the Initial and confirmatory test will be
deemed a positive test resuit (i.e. the employee failed the test.)

a. Negative Test Result. An employee or applicant who tests negative for
drugs or alcohol will be given written notice that they passed the test within three working days of the
Company receiving the test results from the testing laboratory.

b. Positive Test Resuit. An employee or applicant who tests positive for
drugs or alcohol will be given written notice that they have failed the test within three working days of
the Company receiving the test results from the testing laboratory. The employee or applicant will
then be given the opportunity to provide any information to explain the positive result, including any
over-the-counter or prescription medications the employee or applicant may have taken. An employee
or appllcant who wishes to submit any explanatory information must do so within three working days
after being notified of the positive test result.

An employee or applicant who has a positive test result may also requesta
retest of the original sample by the same or different certified laboratory at his or her own expense.
An employee or applicant who wishes to conduct a retest must notify the Company in writing of their
intention to conduct such a retest within five working days after being notified of the positive test result.
If the results of the retest are negative, the test will be considered a negative test result.

C. Right to Test Result. An employee or job applicant has the right to
request and receive from the Company a copy of the test result report on any drug or alcohol test.

C. Costs. All costs related to alcohol and drug testing will be paid by the Company, with the
exception of any retests requested by the employee or applicant following a positive test result,

D. Disciplinary Action In Response to a Positive Test Result.

1. Interim Discipline and Action: The Company reserves the right to temporarily
suspend an employee or transfer the employee to another position at the same rate of pay pending
the outcome of any drug or alcohol test. An employee who is suspended without pay will be reinstated
with back pay if the test or any requested retest is negative.



2. Applicants. The Company reserves the right to withdraw the conditional job
offer of any job applicant with a positive test result, without the opportunity to complete evaluation or
treatment.

3. Emplovees - First Positive Test Result - Termination: The Company will not
discharge an employee for the first positive test result. Instead the employee will be given the
opportunity to particlpate In an appropriate drug or alcohol counseling or rehabllitation program as
determined by a certified chemical use counselor or physician trained In the diagnosis and treatment
of chemical dependency chosen by the Company. The employee will be responsible for paying all
costs associated with any evaluation and subsequent treatment themselves or pursuant to coverage
under an employee benefit plan. An employee who refuses or falls to participate in, cooperate with, or
complete the evaluation or recommended treatment may be terminated. An employee who
successfully completes treatment may be subject to random follow-up testing for a period of up to two
years in accordance with section V.A.5, of this policy.

4, Emplovees - First Positive Test Result—Discipline: The Company reserves the
right to take any other disciplinary action short of discharge it deems warranted following a first
positive test result.

5. Employees-Subseguent Positive Test Result; An employee who has more than
one positive test result may be terminated immedlately following any second or subsequent positive
test result without referral to or the opportunity to complete additional chemical dependency
counseling or rehabilitation.

E. Privacy of Test Results.

1. Test resuits and other information acquired as a result of the testing program
are private and confidential information and will not be disclosed by the Company or the testing
laboratory to another employes or to third party individuals, government agencies, or private
organizations without written consent of the employee or applicant being tested.

2. Evidence of a positive test result, however, may be used in an arbitration
proceeding pursuant to a collective bargaining agreement, an administrative hearing, or a judicial
proceeding, provided the information is relevant to the hearing or proceeding. Such evidence may also
be disclosed to any federal agency or other unit of the United States government as required under
federal law, regulation, or order. Evidence of a positive test result may also be disclosed to a
substance abuse treatment facllity for the purpose of evaluation or treatment.

3. The Company will provide an employee with access to information in the
employee’s file relating to positive test result reports and other Information acquired in the testing
process as well as conclusions drawn from or actions taken based upon such information.



DRUG AND ALCOHOL
TESTING CONSENT FORM

T | 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; (¢) my rights under the policy and the consequences if |
exercise certain rights; and {(d) that certain 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 condugct 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,

Pt

Michael moms (Feb S, 2018}

Individual's Name

Feb9,2018
Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10
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