PO Box 46270
Minneapolis, MN 55344-9856

Tel: §52.835.1288

www.esgstaffingsolutions.com

New Hire Application

Personal Data-- PLEASE PRINT LEGIBLY IN INK

Last Name ﬁ: f/{g © «??Mi”’ First Name / :) §/ i Mh& z ! z’)in Middle Initial

street Address /00 () INSSISSIEPI Ale. aptiste L/ O r

City/State/Zip i{%&"}{aix} Y}‘g Naer ;siz;éj:}ﬁ;; Social Security Last Four JOUX-0( o ?é‘\j

Phone Number 03 7/ ] =4/ Email Address /)€, feerdz (1l @ 5};3%@; [ con
"

Y
Staffing Agency/Recruitment Partner (7 / /} (2

All offers of emplovment are conditional upon satisfactory proof of identity and legal ability to work in the US A,

;
Are you legally authorized to work in the United States of America? [AYES [JNO
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 smployment. | authorize ESSG to make inquiries of my former employers, except as indicated in this application,
regarding my previous duties, responsibilities, performance, compensation and eligibility for rehire.

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

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

{ ceriify that ail stalernents made in my application are true and accurate and that [ have not omitied any material information or provided
false or misleading information. | understand that any material omission or misrepresentation wilt result in my disqualification from
consideration for employment or, if discovered after | begin employment, will result in my termination,

if hired, | agree to abide by the policies and procedures of ESSG.

/7 fsj}& [l L feer]” / / fifgf A T ,7 52‘ {i i’ {/MAM W:.S AT-D17

Name (Print or type) Applichnt's Signature ,) Date

A copy o facsimile ("fax"} will be considered the same as an original signature. Email wilt ONLY be used for employment correspondence

For ESSG Office Use Only
DOH NHW -8 8BS0 We
Emergency Contact Info Background Release Form Background Results Unemployment Lefter ESC Application
(if applicable}
i
For ESSG Client Use
DOH ROP Work Site Loc, WO Code

ESSG - CMG-CO Rev. 042017



Form W-4 (2018)

Future developments. For the latest
information about any futurs developmants
related to Forme W-4, such as legisiation
enacted afier & was published, goe o
v s guviFarmid.
Purpose. Compiets Form We4 50 that your
employer can withhold the corrent federal
incame tax from vour pay. Consider
completing a new Form W-4 sach year and
when your personal of financlal situation
changes.
Exemplion from withholding. You may
olaim sxemption from withholding for 2018
i both of the fullowing apply.
* For 2017 vou had a right 1o a refund of all
faderal incoms tax withheld because vou
had no tax lability, and
» For 2018 you sxpect a refund of all
{ederal incoms tax withheld because you
gxpact 1o have no tax liabilty,
I you're exempt, complaie anly lines 1, 2,
3, 4, and 7 and sign the form 1o validate i
Your exemption for 2018 explives February
15, 20718, See Pub. 505, Tax Withhalding
and Fatimated Tax, to learn more about
whether you gualify for exemption from
witnholding.

General Instructions

1 vou aren’t examm, foliow the rest of
thase instructions o determine the numbsr
of withholding sllowances you should claim
for withholding for 20018 and any additioral
amount of 18X 1o have withhald, For regular

wages, wittholding must be based on
allowances you claimed and may not be a
Hat amount or peroentage of wages.

You can also use the caleulator at

wwew.irs.gov/WaApp to delermine your
1ax withhokding more sccurately, Consider

= wﬁ
Frrte 4

Leprremen of ing Treasury
sl Bwverns Servine

using this calculaior i you have g more
cormplicated tex situation, such as i you
have a working spouse, more than one job,
or & farge amount of nonwage income
outside of vour joba. After vour Form W4
takes effect, vou can also use this
satoulator to see how the amount of tax
you're having withheld compares 1o vour
projected total tax for 2018, If you use the
zalculatorn, vou don't need to complete any
of the workshaets for Form W-4,

Note thal I you have too much tax )
withheld, vou will receive a refund when you
fite your tax return. I you have foo little {ax
withiheld, vou will owe tax whan vou file your
tax refum, and you might owe a penally.
Filers with multiple jobs or working
spouses. If you have more than one job at
a e, or if vou're married and vour
spouse s also working, read all of the
instructions including the instructions for
the Two-Eamers/Muttiple Jobs Worksheet
before baginning.

Nonwage income. If you have alarge
amount of nonwage income, such as
interest or dividends, consider making
estimated 1ax payments using Form 1040-
£8, Estimatad Tax for individuais.
Otharwise, you rught owe additional tax
Or, vou can uss the Deductions,
Adustments, and Other income Workshest
on page 3 ar the calculator at waww.irg.gov/
WaApp o make sure vou have enough tax
withheid from vour payvcheck. If you have
pansion o annuity income, ses Pub. 808 or
ves the caloulator st www.irs.gov/Wddpp
o findd out if you should adjust your
withholding on Form W-2 or W-4P,
Nonresident alien. If you're a norresident
alien, see Notice 1382, Supplamental Form
Wed instructions for Nonresident Allens,
before completing this form.

Spegcific instructions

Personal Allowances Worksheest
Complete this worksheet on page 3 st io
cetgrming the number of withhwlding
allowangzes fo claim.

Line C. Mead of household please note:
Generally, you can claim head of
houssheld filing status on your tax retum
only if yw re unmarried and pay mors than
50% of the costs of keeping up & home for
vourself and & qualitving individual, Ses
Pubs. 501 for more information about filing
siatus,

Line E. Child tax credit. When you file
your tax rafurn, you might be sligible 10
claim & cradit for sach of vour qualifying
children. To gualify, the chiid must be
under age 17 as of Decernber 31 and must
be your dependent who lives with vou 3
maore than half the year, To learmn mors
about this cradi, sse Pub. 872, Thitd Tax
Credit, To reducs the tax withheld from
vour pay by taking this credit into account,
follow the Instructions on ling E of the
worksheet, On the worksheet vou will be
askead about vour total income, For this
purpose, total incoms includas all of vour
wages and other income, inchading incoma
sarned by & spouss, duwing the vear.

Line F. Credit for other dependents.
When you il vour @ return, you might be
sligibie 1o claim a credit for sach of vour
dependenis that don't quality tor the child
fax credit, such ax any dependant children
age 17 and older. To learn more about this
cradit, see Pub. 305, To reduce the tax
withheid from your pay by taking this credii
into account, follow the instructions on fine
F of the workshest, On the workshest, vou
will be asked aboul your total income. For
this purpose, tolal incoms includes afl of

Separate here and give Form We4 to your employer. Keep the worksheet{s) for vour records,  «o-mmrmmmm s csmmmnas:

Employee’s Withholding Allowance Certificate

= Whether you're entitied to clalm a certain cumber of sllowances or sxemption from withholding is é{“ {’\3 8
subisct 1o review by the IRS, Your employer roay be reguired to send & sopy of this form o the IRS,

O48 Mo, 1545-0074

~
3

9 chr f;rs( rxamﬁ and migdie inttial

f { s" z\wfép ffzx f}j

Lagt rname

2 Your souial sscurity numbar

FH fxs:/”;x

fw "’;j i

»mméﬂ ac:i:i%% (n,mbar and streel or sl mum

?‘f o W T SS iS5 1

3 ¥ Single DMameS

Hote: i married fing separately, sheck “Maried, bul withhoid & Higher Single rale.”

j Marriad, bm withhold &t higher Singls rais.

m or ’w wn, staty, and 219 code
PPN
/ fel 7T e el {0y

X }f::';t:;:}*;?

4 i your last name differs from that shown on your social security card,
check here, You must call B00-772-1213 for a veplacement card.

>

A
5 Total number of aliowances you're claiming ffrom the applicabls

&  Additional amouwn, if any, you want withheld from each paycheck . . . . .
7 1claim exemption from withhoiding for 2018

workshest on the T

1f you mest both conditions, write "Exempt” here . . ., . N

Howing pages) . . . 5

. and | certify that | meet both of the mliawshg Mor\uhons for examption.
= Last year | had a right to a refund of al federa! incoms tax withheld because | had no tax liability, and
« This year | expect a refund of all federal income tax withheld because | expect to have no iax iability,

. AN 88

.7

Under penalties of perjury, | declars that | have exa*m"gad this cem?maie am:i &\:\J?xe best of my knowladgs and beinef # s rue, correct, and complete.

Emplovee’s signature oy

{This form is not valid unless you signitye ¥

g7 f{g’g'(//:{;wwém

Datew« 7 ‘”’“

B Emplover's name and address {Employen: Complats Hoxes 8 and 10§ sending 1o 138 and complets
hoxes §, 8, and 10 sending to State Directory of New Hires.)

8 Firgt daie of
employmeard

0 Employer dentific
aumber {8;

cation

For Privacy Act and Paperwork Reduction Act Notice, see page 4.

Cat. No, 108200

Form W-4 {2018}



T

Form WL 2035

Persanal Allowances Worksheet (Keep for your records.)

w

Entar 1 for yourssl .
Enter *1" § you will file as mar rwd 1‘" fling jointly .
Enter "1 ¥ vou will file as head of housshold R
« You're single, or mamied filing %aparatgiy, and have :miv o job or
Ernter “1if: ¢ » You're marrisd filing jointly, have only one job, and vour shouss dossn’t work: or
» Your wagas from a saeond job or yow spouse’s wagss {or the total of hoth) are $1,300 or iess.
Child tax credil. Sse Pub. 872, Child Tax Credit, Tor more information.
= If your total incoma will be less than 568,801 ($101,401 i married fling jointly), enter °4” for sach eligible child.
» If vour total income will be from $68.801 1o $175,550 ($101.401 10 8339,000 if maried filing jointly), enter “2" for azo

sligible ohild.

« ¥ vour total income will be from $175,551 to $200,000 ($338,001 to $400.000 # maried fling jointly), snter 17 for
aligibie child.

« ¥ vour fotal income will be higher than $200,000 ($400,000 i married filing jointhy, snter -0~

Credit for other dependents.
= vour total income will be less than 568,801 §1 \1 Am ¥ married filing jointly), enter °1” for sach sligible dependen,
= if your total income will be from $68,801 1o §175,850 ($101,401 1o $339,000 i married filing jointhy), anter °1° for every

fwo dependants {for exarmple, "-0-7 for one @epmsam:, "I you have two or thres dependsnis, and “2% if you have
four dependenis).

» }f your total ncoms wili be higher than $175,550 ($339,000 if mared filing jointly), arnter “-0-" .

Other credits. If vou have other credits, see Worksheet 1-6 of Puti. 508 and erer the amount from that workshset hers

Add linee A through G and entar the iotal here s

» [f you plan 1 temize or claim adjustments fo Income and ward {0 reduce your withholding. or if you
fizve a large amount of nopwags income and wamt © increase vouwr withholding, sse the Deduchcms,

For agcuracy, Adjustments, and Additional income Worksheet below.
complets all « If vou hrave more than one job at g time or are marred filing jointly and you and your spouss hoth
workshoets w{);’k ang the combined sarnings from alt jobs excesed $52,000 $24,000 i married filing jointly), sss the
that apply. Two-Earners/Multiple Jobis Workshest on page & to aveid having too ittls tax withhsid,
¥ neither of the above situations applies, stop here and enter the numbear from ing M on ine 5 of Form
Nué abiove,

w

b S o+ Ba 1]

Deductions, Adjustments, and Additional Income Workshest

E:N

s IR BE VI ¢

0

Mote:r

Use this worksheat only if you plar 1o itemize deductions, claim certain adjustmerts 1o income, or have a largs emount of nonwags

income.

Enter an estimate of vour 2018 lemized deductions. These include gualifying bome morigags intarest,

charitable contributions, state and local taxes {up 1o §10,000), and medical axpensas in excess of 7.5% of

vour incomas. See Pub. 505 for details . . S 18
§24,000 ¥ you're married fiing mmtiy or qualifying widow{en

Enter: $18,000 if you're head of household P 2 %
$12,000 if you're single or married filing separatsaly

Subtract line 2 from line 1.1 zero or less, enter “-0-" . . . L. 3 &

Enter an estimate of your 2018 adjustments {o income and any add fzonas s‘tamard csedu tion for age or

blindness {see Pub, 505 for information about thess tems) .

Addlines 3and ¢ and enterthe total . . . . .

Enter an estimate of your 2018 nonwage incoms {z:mm as d;vxaends or ink r@s‘i)

Subtract ling 6 from line 5. i zere, enter *-0-". ¥ less than zero, enter the amount in parentheses

Divide the amount on ling 7 by $4,150 and anter the result hers. i 2 negative amourt, enter in ;zarc"st*ases

Drop any frastion N

Erger the number from the Personal Allowances Worksheet, ineHabove ., . . s e <]

Add fines B and 8 and enter the total here. If zero or less, enter “-0-". ¥ you plan to use the Two-Earners/

Wultiple Jobs Worksheet, also enter this folal on line 1, page 4. Otherwise, stop here and enter this total

opFormW-4 dineS paget . . . . . L o 0000 4p

3 ot b

o




Employment Eligibility Verification USCIS
Form 1-9

OMB No. 1615-0047

«pires 08/3172019

Department of Homeland Security
U.S. Citizenship and Immigration Services

 START HERE: Read instructions carefully befors sompleting this form. The instructions must be available, pither in paper or electronically,
during completion of this form. Employers are Hable for errors in the completion of this form.

ANTI-DISCRIMINATION NOTICE: Itis fllegal to discriminate against work-authorized individuals. Employers CANNOT specify which
document(s) an employee may present to establish employment authorization and identity, The refusal to hire or continue o employ

an individual because the documentation presented has a future expiration date may also constitute itegal discrimination.

e

Section 1. Employee Informatio and Attestation (Employees must complete a 1 Sech

2 Middie Initial Other Last Names Used (if any)

fe S T s e A - L v YL e

[ AffeiTz /e el a7l (7 o0 re.

Address (Strest Number and Name) Apt. Number Gity of Town State 2P Code
JOB0 (L IMISSISSHE AEL oG | SAKawond CO | {OAI
Date of Birth (mm/ddAiyyy)  1ULS. Social Security Number Employee's E-mall Address Employes's Telephone Number

J—

/1/) ;z;/gc;;{g; ¢ BBl TR -BER| 7 eAter 72 (G Ogmevl com (A7) TE 1-5K|

{ arm aware that federal law provides for imprisonment andlor fines for false statements or use of false documents in
connection with the completion of this form.

*

I attest, under penalty of perjury, that i am {check one of the following boxes):

¥ 3 1A citizen of the United States

D 5 A noncitizen national of the United States (See instructions)

{:} 3. A lawful permanent resident  (Afien Registration Number/USCIS Number).

D 4. An alien authorized to work  until (expiration date, i applicable, middlivyyyi f”“ / ;
Same aliens may write “NA" in the expiration date fieid, (Bee instructions) )
Aliens authorized fo work must provide only one of the foliowing document numbers fo complete Form 1-9: - %ﬁﬁjﬂifﬁ;’ggw
An Alien Registration Number/USCIS Number OR Eorm 1-84 Admission Number OR Forsign Passport Number.
1. Alien Registration Number/USCIS Nurmbier: £ /;? ,f_gf
OR I
2. Form -84 Admission Number: /) / fi?
OR ¥
3. Foreign Passport Nurmber, 77/ /f-:,}
‘,
Country of Issuance: 7/ A

Today's Date {mm/cfdfw}’}? 75 w»{:;&«?” ) {} / (:zf

L

Signature of Employee .~ /"~ i
T Tl
4

wite T1). /] ety

ification {chec

Preparer and/or Translator C

{Fi 2, k i ators as 10} smpleting Sectio

i attest ‘ '}ider penalty of perjury, that | have assisted in the completion of Section 1 of this ft:ar;:n aﬁd ihat tﬂyﬂthyé Bést sfmy ]
knowledge the information is true and correct,

Signature of Preparer or Translator Today's Date (mm/dd/yyyy}
Last Name (Family Name) First Name {Given Name)}
Address (Street Nurmber and Name) City or Town State ZiP Code

Form 149 071717 N Page 1 of 3



Employment Eligibility Verification
Department of Homeland Security
U.S, Citizenship and Immigration Services

USCIs
Form 19
OMB No. 16150047
xpires 087312019

mus , ]
of Acceptable Documents.’)

~~~~~~~~~

Nate & CO

e ol S
Last Name (Family Name . whipdmmigrati
Employee Info from Section 1 ( y J C;tizersm;f t%:wngraimn Status
y ESSesclz M U4 CaXizen
List A OR List B AND ListC
igentity and Employment Authorization ldentity Employment Authorization
Document Title 4 Document Title Document Title
' ‘ Lo cwer Ueense AO- Ay Cocd
tssuing Authority . lssuing Authority issuing Authority

Bedk. & VPeal¥n 4 HS

Documsni Number

- Document Number :

Q9.- o4 - 32lo

Expiration Date {f any)(mm/dd/yyyy)

Expiration Date (if any)fmm/Addlyyyy)

Docuthent Number

54~ Q%8 - Y1

Expiration Date (#f any){mm/ddiyyyy)

Document Titde

fgsuing Authority

Document Number

Expiration Date (f any){mm/ddlyyyy)

Document Title

Issuing Authority

Document Numbsar

Expiration Date (if any){mm/ddyyyy)

h'lm !ano

Additional information

R Code - Sections 24 &
Do ot Wiits In Thas Space

certification: | attest, under penalty of perjury, that (1) | have examined the document{s} presented by the above-named employee,
(2} the above-listed document(s) appear to be genuine and to relate to the employee named, and (2) to the bast of my knowledge the
empioyee is authorized to work in the United States.

The employee's first day of employment (mm/dd/yyyy):

03! Qg LQQ)? (See instructions for exemptions)

Signature of Employer or @réz&d Representative

Today's Date {mmddiyyyy)
ozlag]ao€

Title of Employer or Authorized Representative

Gxrecotive, Kesickonk

Lnglasa V. BN

L{ﬁt@ame of Employar or Authorized Representatl

F\‘(\Mkm B

First Name of Emp-ioylar or Auttiorized Representative

Andcear

Employer's Business or Organization Name
EMPLOYER SOLUTIONS STAFFING GROUP LLC

Employer's Business or

anization Address (Street Number and Name)
74808 FLYING CLOUD DRIVE  SUITE 200

t§ty or Town

EDEN PRAIRIE

State ZiP Code
BN 53344

Section erification and R

A New Nams{f apﬁ:fioab}ag

1B, Date of Rehire (if applicable

Last Name (Family Name)

First Name {Given Name)

Middle initial

Date {mm/dd/yyyy}

C.if the employes's previous grant of gquymeni authorization has expired, provide the informati
contintiifig-employment authorization in the spaceprovided below. e

e document o receipt that establishes

Document Title

Document Number

Expiration Date {if any) (mmvddiyyy)

| attest, 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,

Signature of Employet or Authorized Reprasentative

Today's Date (mm/ddiyyyy)

Name of Employer or Authorized Representative

Form 19 071717 N

Page 2 of 3






‘EVerify

SENSITIVE BUT UNCLASSIFIED

Case Verification Number: 2018088130108YA
Report Prepared: 03/29/2018

Company Information

Company ID: 47429

Employee Information

Company Name: Employer Solutions Staffing Group

Last Name: Effertz
Date of Birth: 11/10/1966
Hire Date: 03/28/2018

Document Information

First Name: Michelle
Social Security Number: ** ** 4763
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: Social Security Card

Document State: Colorado

Document Expiration Date: 11/10/2020

Final Case Result: Employment Authorized
Case Submitted On: 03/29/2018 ‘
Closed On: 03/29/2018

Employer Case ID:
Case Submitted By: AFIN3846
Closed By: AFIN3846

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

SENSITIVE BUT UNCLASSIFIED




EMPLOYER SOLUTIONS STAFFING GROUP
BACKGROUND CHECK AUTHORIZATION

e P
Employee Name: ¢ /L el e [l larie j ~{rerie

{First) {Middle) {last)

Former Name(s) and Dates Used: / ;3/ 1t i{f! & z’?}';‘ff S é’} ? oore, ¢ G401 Cf{?j

E— / fsri“;if
NI VA e < < ) i

Current Address Since.wj j{?g{w}"ib ) j}%& w ik e D ﬁéﬁ}v %C j C {&Lag f“?’aﬁj»

(Mo/Yr) {Street) (City) {State/Zip) i O {w»} E)gw
Previous Address From: f“;}:}f’! {,“;K }M} ‘;% D%‘& 5« {ff{:}fi{(f‘ ) ‘i Q (':f OF }i-}/

(Mo/Yr) (Stre&t} {City) {State/Zin}
Previous Address From:

{Mo/Yr) {Street) {City) {State/Zip)

Social Security Number: fﬁ 2/ {“’?%}Z -4 ?if ti} DOB: f’{f ;/ & f'jf?{?@{f
Smma N I T e A ]
Phone Number: {fugm,,% ) K{ff: / DO/

Driver’s License Number/State: {:35?2 j{f {7; :w}*a éQ C«}

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

| further authorize any individual, company, firm, corporation, or public agency to divulge any and all information, verbal
or written, pertaining to me, to Employer Solutions Staffing Group, LLC or its agents. | further authorize the complete
release of any records or data pertaining to me which the individual, company, firm, corporation, or public agency may
have, to include information or data received from other sources. Employer Solutions Staffing Group, LLC and its
designated agents and representatives shall maintain 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 ::}f bi rth

Signature: 7 ; f;/lefﬁfif 7 /)/ // }/\:ﬁmléw Date: __¢ % W{‘%«? ““CQ i:)f{?

L,” w, , ;{»—M‘””

Notice fo CA, MN, and OK Residents:
Please check the box below if you wish to receive a copy of a consumer report that is requested.
[T f wish to recefve o 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

Employee Name: / 7#"? féj X A ég ” {{ £ ”fr@w
address: 100300 (W (QUSSIESS 1841 A2 /ig:"ﬁ“ e
Home Phone: ! fm%xﬁm‘é‘%> Z:? é7 7 - }t} ;}Mff | ;/

{ Feil /?

Contact #1 Home Phone:
m——— ) B s e ey e
Name: [/ /777 ;/w{\j" F Y] w?‘i‘f Cell ?hane{ j &3};} ““/7? @*) - j :i)j {i;’

Relationship: “ifx;i:;y/? Work Phone:

Contact #2 Home Phone:
Name: a0 Ul B Cell Phone: (70/) 290 ~lp 35/

Relationship: /77y A5/ 1) 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 wil only be used in the case of an emergency.
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AR

Direct I}égasxtl?afyraﬂ“ﬁéi}wit Card gétherimtiﬁn

Employees have the option of receivin

g wages by Direct Deposit and/or Payroll Debit Card,
ritt /

11 Debit Card

A;,:;;;;\e I)ate“f) ”?":Q:)

fete Scctions 3 and 5 below) Note: Direct Deposit accounts may fake up fo 7 days to be activated.
: ete Sections 4 and 3 below
I understand and acknowledge that if 1 do not provide a
voided check with this direct deposit form. I am
responsible for any delays in payroll or extra costs
incurred if the account number that I provide is fncorrect,

{nitial ! ?} i: Date j;]) WI‘Q‘? B :;zi’; ?g

1 Update Bank Account

Bank Namel__ 0 47 g, oy [
Routing? f,:}w;‘ﬂj} sj} é‘;j g;?

Account Typel E«j Checking | Savings 0ther .

-

To help us avoid muking an error, please attach a copy of a voided check. (a deposit slip will not work)
1l bank account until vour direct deposit has started o the new hank, which may ke 2 pay periods.

«  if vou change banks, do not ¢lose your o

"4 PAYROLL DEBIT CARD (GLOBAL CASHCARD)
Federal law requires all financial institutions 1o obtain, verify, and revord information that identifies each person who opens an account, In order w
request a Payroll Debit Card for you, we must provide afl of the Tollowing information that will enable the financial institntion to identfy you. If

vou do not submit a Direct DepositPayroll Debit Card Authorization. ESSG will provide the necessary information and fssue vou a Pavroll Debht
For your protection, the financial institution may ask vou to provide them additional identification information su they can

Card 10 pay vour wages. .
verify vour identity.

account number, ESSG does not have access to any information regarding vour Payroll Debit Card account or
Il receive vour new Payroll Debit Card, and a packet containing all of the terms and conditions. You will
Debit Card and packet. Your Payroil Debit.Card will be reloaded on each payday vou receive

Exeept Tor the routing and
transactions. On vour first payday, you wi
then sign acknowledging that you received the Payroll
wages.

CARDHOLDER INFORMATION (as vou want vour Payroll Debit Card 1o be jssued)

ks

dsdi e
Sogial Seeuritnyd

3 g

I‘»“‘i?;?’té*nw ; M.L / }? Last Name igfw {f{/»iqugw?; Dute of Birth { [g ; [ 0 ,; / {5{35

Street Address ¢ BOXNOTACCEPTABLEY. . o ™ Fa . i o i s ) e L.
IDALD U TN 155 PP e, ﬁfg:}‘f e - GY 4763

City . = State Zip o« . Cell Phone (mobilgl =2 =3 ™ CFUT ™Y ] rEf f
) LRY =) 9 5O "33 Y ) -H0H

RECEIPT OF PAYROLL DEBIT CARD (1o be completed when you pick up vour Payroll Debit Card)

Pavroll Debit Card Routlng # Payroll Debit Card Account #
973972181 .
program fees, program terms, conditions, and disclosures. By activating my Payroll Debit Card,

[ have recoived my Payroll Debit Card, welcome brochwre,
{ am agrecing 10 the program erms. conditions. and disclosures that are included or made available to me from time to time from the financial instintion, 1
anthorize (he Gnancial institution to debit my Payroll Debit Card account for the fees deseribed in the fee schedule that is part of the program terms,

conditions. and disclosures,

Employee’s Signature: Date:
'SECTION 5 AUTHORIZATION . . . : . -
[ authorize ESSG 1o direetly deposit my perfodic wages/ compensation payviments, net of required tax withholdings, other required withholdings
or authorized deductions, into my account{(s) as designated above and to initiate, if necessary, debit entries and adjustmentsfor any credit entries
made in error 10 My Account(s}. * E~-mail is required for pay stub information.

*E-mail: g?wfa%f{xiff?& lp {;; @ iij I 907 ;"f . COY

this information will only be used to s¢nd your paystubs clectronically

-7 TR 4z 5 ey ey 2
Jidil TT) flfets. v d)DOLY

o
Emplovee's Signature: / /

-y



STATEMENT OF CONFIDENTIALITY

e

R ”}fﬁr; B R o
This agreement made this o1 “day of_/ jfelien , 201 &, between

Employer Solutions Staffing Group LLC, hereinafter referred to as “employer,
and /7 1ir Jidlo F~A{f<s 1> 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
praprietary 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 fo 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.

gﬁf)wfmw 77/ H [t
Employee Signature o O

Employer Solutions Staffing Group LLC, Representative
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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 fo have current medical support
for disability may result in termination of benefits. Schedule your next
appointment immediately after your doctor visit, before you leave the clinic if
possible.

Obtain a Report of Workability from your physician at every appointment, a
minimum of once every two weeks. M.R. 5221 0420 requires that your physician
cooperate with return to work planning and that you be released to return to work
at the earliest appropriate time.

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

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

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



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

status.

Notify vour employer immediately of any new injuries or conditions that impact
vour 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.

| have read my mspms:bai;tseg and agme to abide by these guidelines.

o } ‘
Signed: “/ /7 {Lf 7/ f /,)/mf >

{ e b

Printed Name: f}}?L,fAfé f‘?i f”'z/ff«iﬂf‘fgt

12



LOST OR STOLEN PAYCHECKS

If a paycheck is lost (missing, misplaced, destroyed, lost in the mail, 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
heen cashed and if the loss of the check was not your fault, ESSG will issue a
new check and no fee will be deducted.

CHEQUES DE PAGO PERDIDOS O ROBADOS

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

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

AGREED/SE ACUERDA~—

Name/Nombre {con letra de molde): f?”?gd’x/ f {iw fi“f%“{lgﬂ 4,;?,1

s -3 . P P ,
Signa{{w{'@ﬂ:irma A;j ;‘;{,«{%{i{f{;ﬁﬁ wa? f) " ’f ig/ /‘“{fwiﬂj
7 Cowvy



ESSG WORKPLACE SAFETY POLICY

It 1s 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 chients 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 chients 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 employvees 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.

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:

e Responsibility to work in compliance with OSHA laws and regulations

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

e Responsibility to report workplace hazards and dangers

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

You have the following basic rights:

s Right to refuse unsafe work

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

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



Acknowledgement of Receipt of Workplace Safety Policy

I certify that T 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 (ES5G) at 952.835.1288/1.866.496.7573 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 (o comply is
grounds for disciplinary action, up to and including termination.

I also agree that if at any time during my employment 1 am believe that I am
working in an unsafe or dangerous work environment, T will immediately contact
my supervisor, manager, director or ESSG's Safety Director at
952.835.1288/1.866.496.7573 in order to obtain assistance in the resolution of such
matters.

Employee Name (Please Print)

A lichelle Efferiz

Employee’s Signature:
o ; f . Y P . e
7/ Juhilir [ )} Jeh—  Dated B 1-21E

i N
Tty b ”*:f




. 8859 Pre-Screening Notice and Certification Request for

{Rev. March 2016} the Work Opportunity Credit OMB No. 1545-1500
Crepartment of the Treaswy . . . . . N
imtemal Revenus Rervics B information about Form B850 and its separate instructions is at www.irs.govlform8850,

Job applicant: Fill in the lines below and check any boxes that apply. Complete only this side,

Your name ;’??g ;| fi;z [ /:m.{fw{ie{f“fwé Social security number B 6:“3 /-9 M{f / Cfi)

Street address where you live / ?”in:\t} U, 7 7 5o ;}”ﬁjgﬁ;}f f‘?ﬁg{‘; j’“&\‘-{!ﬂﬂh y;}gkfj <

City or town, state, and ZIP code ji{:z ,{if{” i {”}%j{wf : ('j- D, i

County w:; éw»w@{fg/“ N Telephone number{ /'BA:}?}‘} 47 ? «} B ‘g'j}w}t?[ 2’{

it you are under age 40, enter your date of birth {month, day, year)

¢ [ Check here if you received a conditional certification from the state workforce agency {SWA) or a partictpating local agency
for the work opportunity credit.

9 71 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 received Supplemental Nutrition Assistance Program {SNAF) benefits {food
stamps) for at least a 3-month period during the past 15 months.
e ] was referred here by a rehabilitation agency approved by the state, an employment network under the Ticket 1o Work
program, of the Department of Veterans Affairs.
« |am at least age 18 but not age 40 or older and { am a member of a family that:
5. Received SNAP benefits (food stamps) for the past & months; or
t. Reoeived SNAP benefits ffood stamps) for at least 3 of the past & months, but is no longer eligible to receive them.
s During the past year, | was convicted of a felony or released from prison for a felony.
o | received supplemental security income (881 benefits for any month ending during the past B0 days.
{ am & veteran and | was unemployed for a period or periods totaling at least 4 weeks but Jess than 6 months during the
past ysar.

*

3 {71 Check here if you are a veteran and you were unemployed for a period or periods totaling at jeast & months during the past
year,
4 |71 Chack 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.8. Armed Forces during the past year.

5 [T Check hera if you are a veteran entitled to compensation for a service-connected disability and you were unemployed for a
period or periods totaling at least & months during the past year.

§ [ Chack here if you are a member of a family that:
« Received TANF payments for at Jeast the past 18 months; or
« Received TANF payments for any 18 months beginning after August 5, 1897, and the earliest 18-month period beginning
after August 5, 1997, ended during the past 2 years; or
« Stopped being eligible for TANF payments during the past 2 years because federal or state taw limited the maximum time
those paymertis could be made.

7 1 Check here if you arein a period of unemployment that is at least 27 consecutive weeks and for all or part of that period
you received unemployment compensation.

Signature — All Applicants Must Sign

Under penaltiss of perjury, | declare that § gave the above infarmation o the employer on or befors the day | was offered a job, and it is. to the best of my knowiedge, true,
correet, and compliste.

e

s T ’ .
f,,: ;} f ) f ) £ 4 fw’”‘;}’f} . - " o
Job applicant's signature » 7/ ;/ (LAY / /- / j7 7N Date f) “od /= A0 Y

For Privacy Act and Paperwork Heduction Act Notice, see page 2. 4 A CarNo. 22851L Form BEB0 Rev. 3-2016)




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

EMPLOYER SECTION:
Client: Compagy:

Location: Paosition: Starting Wage: $

EMPLOYEE SECTION:

First Name: Last Name: Suffix: Street Address: SO | City/State: Zip:

e I i ; g s . o g v 4 W o g LR 1 - 1 5 Ty
(1 lict vl e r iz |9 S0y W (PNHSSISSIHET AT S0 T3 b
S8#: Date of Birth: Age: Have vou worked for | Ifves, location:

TR eI T ; -~ / Ciidad 4 this company before?
S2i-GE-de3 (1107196 BT NG N ™

Please complete all questions, and sign and date the form. Yes No
1. Have von or has snyone living with you received Toemporary Assistance to Needy Families (TANE) 1 4

at any time since August 5, 19977 (3f ves, please provide information below.)

Name of the person receiving benefist | Relationship to you

Citye County: Stater
2. Have vou or has anyone living with you received Food Stamps (SNAP) at any time during the past 15 months? "
{1f ves. please provide infonmation helow )
Name of the person receiving benefitsr | Relationship to youw
City . Couniy: State:
3. Have vou received Supplemental Security Income (551} at any time within the past 3 months? M !
Please nole. this is not the same as Social Security benefits (85} or Social Security Disability (88D) bepefits.
*Ifyou checked ves please provide 4 copy of vour 88T documentarion.
4, Have vou received any type of voeational rehabilitation services within the past two years? O @
If ves, please indicate which type of agency you worked with and provide their focation information below:
[T Vocationsl Rehabiliation Agency (] Depr. of Veterans Affairs ] Employment Nevwork (Ticket to Work Progran)
Name of Ageneyvt Phone #:
Citye . Coumy - State:
#§f vou checked yes please provide a copy of vour active Individual Work Plan and Ticket to Work docramentaion.
5. Arevou a Veteran of the U.S. Military? *If ves, please provide a copy of your DD-2 14 and fetier of separation, n

{1f ves, please provide infornmation below. If no. please continue 10 gquestion
Dates of Service - From: Tor

Branch of Service: -

Are vou entitled to or are you receiving compensation for a service-connecied disability?

6. Have you been unemployed at any time during the last 12 months?

If ves. dates of unemployment - }*r&m:&@%& To: %4‘ Ly
7
Did vou receive unemployment compensation at any point during your unemplovment?

",

@%t}
B OEL

If ves, in which state did vou receive unemployment compensation?

o) o
=

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

Wasthisa || Federal or [ State conviction? If State - County: ____ Ster

redits

TEC (Native American}: Are you or Your spousc a member of a Native American Tribe? in [;}f
I vou checked ves please provide @ copy of vour CDIB card.
CA Residents: L1 Are vou the child of foster parents? 1 Do vou receive CalWorks? M workiorce Investment Act?
1 Are vou a migrant or seasonal farm worker? [7] Have vou ever been convicted of a misdemeanor?
SC Residents: [ Do vou receive Family Independence Benelits?

PLEASE READ, SIGN, AND DATE:

Under pesaltios of pesjury, I deciare the imformetion above to he trie and accurate fo the best of my knowledge, and | hereby mahorize any agency, organization. o
individualy io supply such verification or mformation fhuet iy be needed fo determing tax credit eligibiity io my eniplover. employer representative {Associaied
Consultants, fnc. dba Retrox), or the Department of Labor.

AN

p Y :
Now EBmnloves Sanatuver <7 7 F 77 Fai ;‘i{f i

I o M R TV



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

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

Instructions: This Self-Attestation Form (SAF) is to be completed, signed, and dated by the new hire only.
Employers or consultants submit this SAF to the State Workforce Agency with IRS Form 8850 or if 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 1o the best of my
knowledge.

# ot

4 ) \«Nﬁrﬂw»' ;,-’1 - ’? . ‘a‘ . X ,(’M\»"’ N 'A)é f ) pe Lo - o, - ;e
New Hire’s Signature: / / 1;’;‘ LILALL g’} / £ ;“,«2;{,@} 4 Date fj ol /= JONY

i =

W

New Hire Name: /7 J1chiefle  EAFerT2

o P T a s oF oy s w/z
A= GE—H D

5

Social Security Number:

Employer Name:

Please check the statements below if they apply to you.
L | 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.

F1 | declare that | have been in a period of unemployment since
Aty 2017

(EnteT start date)

Privacy Act Notice:

The laternal Revenue Code of 1988, Seciion 51, as amendsd and iis enacling legislation, P.L. 104-188, specify that the State Workforos Agencies are the
"designated” agencies responsible for administering the WOTC certification procadures of this program. Theinformation you have provided completing this
form will be disclosed by your employer to the Stats Workfore Agency, Provision of this information is voluntary; however the information is required fo
deterrning your employer's eligibility for the federal {ax credit

Public Burden Statement:

Parsons are not required o respond to this collection of information unless if displays a currently valid OM B contral number. Respondents’ obligation o
complete this form is raquired 1o obtaln or retaln benefits (P.L. 1118}, Public reporting hurden is estimated to average 10 minutes per response, including the
tirne for reviswing instructions, searching existing data sources, gathering and maintaining the data needed, and completing and reviewing the collection of
information. Send comments regarding this burden estimale to the U.S. Department of Labor, Division of National Programss Tools Technical Assistance,
Room C-4510, Washington, D.C. 20210 (Papenvork Reduciion Project 1205-0371). Please 6o not submit completed forms fo this address.

117-

ETA Form 8175 (Rev. November 2016)



Notification of Colorado Law Reauirement —
Unemployment Acknowledgement

According to Colorado Statutes section 8-73-105.3. A temporary employee who
is given a notice that the employee is required to contact or notify the employer
upon completion of an assignment and to be available to work, as agreed upon
at the time of hire, during a specified period of time, on specified dates, or upon
call by the employer on an as-needed basis and who does not contact or notify
the employer upon completion of an assignment in compliance with the notice
and is not available to work at the agreed-upon times is deemed to have
voluntarily terminated employment for the purpose of determining benefits
pursuant to section 8-73-108 (5) (). Also, a temporary employee who agrees to
work on an as-needed basis and refuses all work within three separate pay
periods when contacted by the employer is deemed to have voluntarily
terminated employment for reasons that may or may not allow an award of
benefits pursuant to section 8-73-108.

it is your responsibility to contact or notify ESSG (For example, by calling 303-
920-1425, or using another means of contact) once your assignment ends.
If you fail to do so, it may affect your unemployment benefits.

| understand by signing this form that | am responsible to contact or notify ESSG
once an assignment ends. | also acknowledge that | have received a separate
copy of this form. /7 /£ (Initial)

- i 3’2
/ J /e ,£ (e {//{«{ f / f f,» / m{fj 2 o 2 w)ﬁ:},‘;é
Employee Signature: D Date:

Yiche /e EAferTz

Emplovee (please print your name here)

CMG-08/2013



DRUG AND ALCOHOL TESTING POLICY

L PURPOSE

Alcohol and drug abuse adversely affects job performance, the kind of work an employee
performs and an employee’s opportunities for successful employment. 1 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.

i SCOPE

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

i, DISCLAIMER

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

. PROHIBITIONS

A No employee shall report to work under the influence of alcohol, any controlled
substances, or any other drugs or medications that may affect the employee’s aleriness, coordination,
reaction, response, judgment, decision-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 circumstances, the employee is 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
temporary 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.

bt



G. Employees shall not consume alcoholic beverages during lunch periods, dinner
periods, or breaks when returning 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 o 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 o 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 reguire that all applicants for a particular
position be tested for drugs or alcohol after receiving a conditional offer of employment. I the
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. Randorm 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 Suspicion Testing. The Company may require an employee to
undergo drug or alcohol testing if the Company reasonably suspects that the employes:

a. is under the influence of drugs or alcohol;

b has violated the Company's written work rules prohibiting drug and alcohol use;
c. has sustained or caused another employee to sustain personal injury; or
d. has caused a work-related accident or was operating or helping to operate

machinery, equipment or vehicles involved 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 freatment 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 disciplinary 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 slcohol tests,

4, Test Resulis,

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 result (i.e.
the employee passed the test). A positive result on both the initial and confirmatory test will be
deemed a positive test result (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 Fositive Test Result. 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 fo 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 applicant 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 request a
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 fransfer 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
freatment.

3. Employees - 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 participate in an appropriate drug or alcohol counseling or rehabilitation 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 {o coverage
under an employee benefit plan. An employee who refuses or fails to participate in, cooperate with, or
complete the evaluation or recommended freatment 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. Emplovees-Subsequent Positive Test Result: An employee who has more than
one positive test result may be terminated immediately 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 results 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 employee 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 alse
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 facility 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.

Loy



DRUG AND ALCOHOL

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

undersiand: (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 personnel action, including my termination from employment with ESSG. |
understand that this policy in any form, and any employes 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 compenent (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 {esting and other
analysis on the sample provided by me. | further voluntarily consent to the laboratory’s
disclosure to ESSG of the resulis of my drug and/or alcohol test and other information
related to the test.

NN e Fhe S e
[Llicfelle Ffferiz
Individual's Name

ALV -20/Y
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SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6
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Drug Screening Test Results

Company information

Company Name: Corporate Management Group

Address: 12000 N. Washington St, Suite 350, Thornton, CO 80241

N " P/
Name of Collector: \ﬁ? 10324 ] L/
!

Doner information

AT g
Donor First & Last Name: __# /7 { f{.,jﬁ(’ [

Reason for Test: Pre-employment Screening

Screen Results -

i A

L 4

e“““\:g N
Date Collected: ‘ww*fil‘i I 5 4
Test Pasgs Fail
Cocaine {COC) X
Marijuana (THC) X
Opiate {OP]) X
Amphetamine (AMP) X
Methamphetamine (MET) X

Certification

| hereby agree o submit to a saliva analysis for the purpose of testing for drug metabolites. The

specimen provided is my own and has not been substituted or altered.

s 7 P

&
Donor Signature

W; 3 /( A e Py ;’g # /; y
;L Sd s 7 wE / 7 {} yury

{ hereby certify the specimen has been provided by the donor above.
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