- 1

PO Box 46270
Minneapolis, MN 55344-9956

Tel: 952.835.1288

www.esgstaffingsolutions.com

employer solutions staffing group..

New Hire Application

Personal Data~ PLEASE PRINT LEGIBLY IN INK
— e LT TNV INR

Last Name YOUNE First Name _MII0 Middie Inftial 9
Street Address 720 lawson ave e Apt/Ste d

M
Clty/State/Zip _St. paul 55106 Soclal Security Last Four XXX-Xx- 1286
Phone Number 612-407-0032 Emall Address Miloyoungsr@gmail.com @

Staffing Agency/Recruitment Partner €MPloyer solutions staffing group

Applicant Cartification and Authorization

| authorize Employer Solutions Staffing Group (ESSG) to use the information and statements contained in this application to determine my
qualifications for employment, | authorize ESSG to meke inquiries of my former employers, except as indicated in this application,
regarding my previous duties, responsibilities, performance, compensation and eligibility for rehire,

1mWMammmmmmmeaybemmmmmemmwmmwmenamsafssse.
Thiamaylncludebutisnotmuadb, hmﬂgaﬁomﬁwhhmlan&ormmwﬂnmmuﬂwngmmadmgmmﬂ
required by cllents, government regulations or by ESSG policies.

I release ESSG and ather parsons or entities from anyclahnamatmightbabmdonEsse'ededslonmconductabadtgrmmdchm
| cerlify that all statements made in my application mtuaandaccumaandmatlhavanotommadanymawﬁal Information or provided
false or misleading Information, | understand that any material omiasion ormtsmpmsenhﬂmvmlmunmmydisquam@aﬂonm
cansideration for employment o, # discovered after | begin employment, will result in my termination.

If hired, | agree to abide by the policles and procedures of ESSG,

Milo Young %% Feb 13, 2018

Name (Print or typa) Applicants Signature “Date
A capy or facsimile ("fax") will be considered the same s an original signature, Emall will ONLY he used for employment corragpondence
__For ESSG Office Use Only '
boH ____ | nHw sl o LTS 8860 w4
Emergency Contactinfo | Background Release Form Background Resuits Une‘t;ploy:l?ent Lotter ESC Application
applicabla)
For ESSG Client Use
POH _____ = |Rop ——e | Work Site Log. WCCode

ESSG- CMG-CO Rev, 04/2017



Form W4 (2017) oy oo i

es dividends,
making estimated tax using Farm
Purpoao.mcomm Fommw-tmmmm maPmnain Auowannuwmabmw"ma 1040-68, EsﬁmTufwmmmommw

employer can Withhold the coect foriaral mmmzmmml SRy bnotrme o . I you he 1 you should
W4W%mm%§m wm&%mmaﬁm.mmmmo. acjust your witholding on Form W-4 or W-4P.
e&.aﬂmagaas. ©or two-eamsre/multiple jobs memﬁhavaam
withhol [ 4 axempt, anwwumﬂmm.nm. mmmu"mu“
W%uzﬂ’mﬂﬁﬂ;ﬂw m‘wwaﬂmmmwu tutaaln dwygum%m mw
farm to &Yowm&uwm wages, withholding must ba bassd on ellowances &%mwm%m
Fe 15.29.,1&&9% Tax vwclnhmdlgldimaymmtbnﬂﬂmmm‘ whan all allowances are clainted on the Farm W.4

O i o o permon oan ol you as & dependent.  Haad of housaholl, General, you e claim bead ko Shest paying ob and zem llowances are

his or her tax ratum, oan't clalm examption
%Wgwmmmm
mrple.!utamstanddl\ﬁmds)

of uneamed inooms {for

An may be able ta claim o SIAndar b o
on fram even If the employes Is | gffeqt, use Pub, 505 to see how amount you are
a dependent, i the employes; Tex aredits, You aan teks projeted tax oredits Into withheid toyour =
» e 85 or ler, sibioking owiicos o oy e gt Sonot $1S0On e S Ly e
» I8 blind, or m%&mm%mmwﬂmw A memﬁ?m
ozt Gosbona, o oo o e crels; cr St I o e on conveting your ther e e o s i s gt
Personal Allowances %oﬂmhaetﬂ(mpforyuur records.)
A Enter“1”foryoursemfnoonaebeoanclalmyouanadependem. 0 © 0000000000000 0606 T5a
® You're single and have only ans job; ar
B  Enter®1®i { -You’ramarried,haveonlyonajob.andyowspousadoam’twnﬂcor } . B 1
OYourwagesfromamd]nborynurspouae’swagm(orﬂnatotalofboth)ara$1.5000rless.
(+] Enter"1”foryourspomBut,youmychooaementar"%'ﬂyouaramarrledandhaveeltheraworidngspouseormom
thanona]ub.(Elmﬂng“-o-"mayhelpyouavnldhavmmmunaxwuhheld.) I 0 blg Gea ofohn 8 Sl b e
D Enternumberofdepandm(oﬂ'aarﬂmyourspouseoryoumlt)youwlllclaimonyourtaxretum. S il R, D5
E Enter“1"IfyouwmmaasheadofhomhnldonyourtaxremmMeoomnﬂonsunderl-leado!houaeholdabove) .. EB1
F Enhar"1"lfyouhaveatleast&.muofohﬂdordependemcareexpemesforwhichyouplantoclalmamdlt s o F 1

{Note: Do not includs chiid suppert payments. See Pub. 503, Child and Dependent Cara Expenses, for detalls.)

Child Tax Credit (noluding addiﬁonalohﬂdtaxmadﬂ.SaePuhmcdemchdn,formorelmnnaﬂon.
'Hyourtotallrmmawﬂlbalmﬂmmonomoﬂ.oﬂonnmnad),emar“Z"foreachellglblaclﬂld;ﬁmlmﬂ”lfyou
havamtofourellglblauhudrenorhss“z"ﬂyouhavaﬁvaormoreellgﬁ:loohﬂdran.
-lfyourtotalincomawmbebetwesnm,ﬂmandw.om($100.000md$119.000ﬁ'mamd).enter"‘l"fnreacheltglblechﬂd. G 1
AddllneshmmughGandememta!here.mmsmqybadimnﬁommenwnberofmmpﬁonsyoudalmmyowtameu) »H

® if you lanmiwmbaorc!aimadjushnamtnmmaandmmbmdum r withholding, ses the Deductions
&fam. an Aﬂﬂshmnhwmtsheeton pege 2, - A

com| * If you are sin leandbavemoreﬂzanonalohormmamadandyouand ur spouse both work and the combined
workshests sam);gu from all jobs excead $50,000 ($20,000 if marriad), gee ths M-Eatn!:amapul%pledobswﬂlwhm on page 2

that apply. to avold having too little tax withheid.

-ﬁmrofmaabovaswcmappnes.mphamandmmemberﬂwn line H on line 5 of Farm W-4 below,

8

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

Employee’s Withholding Allowance Certificate

Pwueummammﬂthdhehmamwmhwuanmwmmpﬂmmmwmgb
anbjeottomlmbyﬂulﬂs.’lmemphwwbemqmmdhmawwwﬂuamwmm

OMB No. 1545-0074

2017

Last name 2 Your
milo young 470-08-1286
Home address fnumber and strest or rural route) 3Q singe @ Mariea Q] Married, but withhold et higher Single rate,
720 lawsonave e d Notar ! mare, but ogallyseparste, or spousa s orveidentalen, hck the *Sngie” b,
Chy or tawn, state, and ZIP code 4 uymhnmmmmnmmmmmwm
st. paul 55106 cheok hers. You must call 1-800-772-1218 for a replcement card, >l

8
8
7

Totalnumberofaﬂowancesyouareclairnlng{fromlineﬁabovaorﬁomﬂwsappnoahlewoﬂcsheetonmez) §] 10
Addlﬁonalmnnmu.lfany.yonwamwimheldﬁumeachpaynheok C et e e e e e e .. e om
1 olalm exemption from withholding for 2017, and | cerlify that | meet both of the {oliowing condifions for exemption.
-Lastyear!hadarlgrutuarmndo!allfederalincomewtwnhheldbacauselhadnotaxuablnty.and
oThIsyearlempaotarefundofalmderalinoometaxwmmddbemsalmtpecttohavenotaxll
ﬂyounwstbuhnondiﬁons.wrﬁa“&cemm'hem. e L i e e

nder penalties of perjiry, | declare that | have examined this certificate and, 1o the beat &y knowledge and belief, 1 is true, somect, and complate,
Employes’s signature MQ Zﬂ%

{This form Is not valid unless you sign it} »Miis Young (Feb 15 2638) Date » Feb 13,2018
ST e TOWD YOU SIGN I,

'Emplmﬁanameandadglmﬁmploymcwnpmﬁnnaand 10 only ¥ sending to the JRS) 9 Offics cade (optiona) | 10 Empbywldmmwmmmbw(am

For Privacy Act and Paperwark Reduction Act Notice, see page 2. , Cat. No, 102200 Form W~4 po17)



T oFevmeT W-4MN
2017 Minnesota Employee Withholding Allowance/Exemption Certificate

Employees

You must complste and give this form o your employer if you do any of the following:

* Claim fewer Minnesota withholding allowances than your federal allowances

* Claim more than 10 Minnesota withholding allowances

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

* Claim to be exempt from federal withholding or claim to be axempt from Minnesota withholding

Do not complete this form if you are claiming the same number of Minnesots allowances as federa) and the number alaimad is 10 or Jess,

4" Erpioyes's tretnams andinkial Lest name Emplayes’s Boclal Seourity number

o B Milo Young : 470-08-1286

IS 'W  Permanem address status (chincK one baxj

) Single: Manfisd, but legally separated: or
: E“ _@lawsonavee @B&bancﬂmﬁd&n@gﬂm

1 Manted

on Maried, but withhoid at higher Single rate

5 g Complete Seotion 1 if you claim fewer Minngsota allowances than your federal allowancas, AND/OR if you want additional Min-

0, o nesota withholding deducted each pay period,

%é 1 Total number of federal &llowances claimed on federal Formw-4 . ............ “erevecenctcncanne VT =N -
; 2 Tota!numberofMlnnesotaallowancas(nnezcamatbemaremanllne:l) R R PRI OpOry - R
%‘.}_' i 38 AddltlonalMlnnasotawnhholdingyouwantdadumdeachpaypeﬂod A L LTI PP RPRCORONS - B S

{ section 2~ Exemption from Minnesota withholding

Complete Section 2 if you claim to be exempt from Minnesota Incame tax withholding {see Section 2 instructions for qualifica-
tions). If applicable, gheok ane box below to indicate the reagon why you believe you are exempt:

E I mast the requirements and clalm exempt from both federal and Minnesota Income tax withholding,

My spouse is a milltary service member assigned to a military location In Minnesota, my domiofle (Iagal resldence) is In another
state, AND lam in Minnesota solely to be with my spouse. My state of domicile is
Ej ! am an American Indian Iving and working on a reservation. :
[} 1 am @ member of the Minnesata National Guard or an active duty U.S. military member and claim exempt from Minnasota
withizolding on my military pay.
mi I recelve @ mifitary pension or other military retirement Ray as calculated under Title 10, 1401 through 1414, 1447 through
1455, and 12733 and claim exempt from Minnesota withholdIng on this retirement pay.

. 1 certify that all information provided in Section 1 OR Section 2 is corract. ! understand there is a $500 Penalty for filing & false with-
g holding allowange/exemption certificate.
i 53_‘ Employen s s@nature

h
Feb 13,2018 poainde]

' Emplo&e%iva the completad form to your employer,

Employers

ifyou are required to send a capy of this form to the Dspartment of Revenue (ses Instructions), you must enter the employsr information below
and mail this form t0: Minnesota Revenue, Mall Station 6501, 8t. Paul, MN 55146-6504. {Incomplete forms are considered invalid,) A $50
Penalty may be assesaed for each ragulred Form W-4MN not filed with the department.

Keep a copy for your regords.
oy g Nome of employer Federal employer ID number (FEIN) | Minnesota 1% 1D umbar
_ E Address Ciy St 2P oote

:rimimea Questlons? Wabsite: www.revenug.state.mn.us. Emall; withholding.tax@state.mn.us, Phone: 651-282-9988 or 1-800-657-3594.,



Department of Homeland

Employment Eligibility Verification

U.S, Citizenship and Immigration Services

USCIS

Form 19
OMB No, 1615-0047

ewfusaltohkeoreomtnuatoemploy
an individual because the documentation presentsd has a future explration date may aiso constitute fllegal discrimination.
on 1. Employe rmation and Attestation (Employess must complete and sign Seotion 1 of Farm 1-9 no later
than the first day of employment, but not before aocepfing 4 job offer.)
Last Name (Family Nams) First Name (Givan Nams) Middls Initial OherLastNamesUsed(Fam
young milo d n/a
Addrass (Strest Number and Nams) {Apt. Number | City or Town State  |Z1P Coda
720 lawson ave e l n/a st, paul mn 55106
Date af Birth {mmAddlyyyy) |8, Social Sscurity Number Employes's E-mail Address Employeo's Telsphone Number
06/25/1986 W - [ [ | [ | miloyoungsr@gmail.com 612-407-0032
* 1am aware that faderal law provides for imprisonment and/or fines for false statements or use of false documents in
connection with the completion of this form.

| attest, under penalty of perjury, that [ am (check one of the following boxes):

@1.Admnomeummsm

-

%}2.AnondﬁzsnnaﬂonaluﬂheUnﬂed8tatas(Seelnstruwnns)

must provide o mo!ﬂzefoﬂowlmdommmmmm
An Afien Registration NumbsiUScis =/

3. A lawful permanent reafdent {Allen Registration Number/USCIS Number): n/a
4. An allen authorized to work  unti] {explration date, i applicable, mm/ddfyyyy): /
Somae allens may write "N/A® In the expiration date fisld. (Ses instructions)
Aliens euthorized to work

complale Form 1-9;
anberRFmMAdnﬂwonNumbafORFomlyn

- Saclon
Do Not Write In This Space

Passpart Number,

1, Allen Registration NumberfUSCIS Numbsr: n/a
OR
2. Form 1-04 Admission Number: n/a
OR
3. Forelgn Passport Number: n/a
Country of Issuance: n/a

|

{ Signeture of Employee A4/ 175,
Milo Feh

Today's Date (mmiddyy) £opy 13,2018

Preparer andlor Transiator Cortificat]

| did not use a preparer or translator,
(Fietds hefow must be complsied and sign

on (check one):

A preparer(s) and/or Iransiator(s) assisted tha smployas in complaling Section 1.
ed when preparers and/or translators assist an

amployee in gampleting Section 1.)

| attest, underpenauyofpeﬁmy,matlhmassmd In the complefion of Sscfion 1 cfﬂﬂsformandﬂmtothebestofmy
knowledge the information Is true and correst.

Signature of Preparer or Translator Today's Date {mmbddfyyyy)

Last Name (Famity Namo) First Name (Glven Name)

Address {Street Number and Nams) City or Town Stats  |ZIP Code

@ o v e e @y

Form1-9 07/17/17 N

Page 1 of3
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(Bmploysrs or their autharized raprasentative must compiste angd

g Expires 0873172019
fﬁaﬁn 3. Employer or Authorized Representative Review and Verlficat '

sign 8ection 2 within 3 business days of the emplqyse's first day of employment. You
must physjeally exanmiine one dosument from List A OR @ combination of one dogument from

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

erification

UsiBandmedocmmpHmmUstaaaﬁafedonlha'U&s
of Agtptable Docurpents. ) ;
Employee info from Section 1 |
ListA \
Idontity and Employment Autharization
[ Dooument Tiie
Testing Autarly
lDocumenthmber
Explmnnnbate{lfam(mmﬁdlyyyy)
Document Title
Tesiing Aoy [Addiional infarmation it ——1 |
iDncummfﬂumbu i
:’Emvaﬂmoate(lfw{mwm)
Toailing Aoty -
:WNumbsr I
Fmiranm_oam' (W eny)fmr/edlyy; !
Ger&ﬂnaﬁamlaltast,undarpmnydperjury.ﬁtat(1)lhavommnedthedmment(s)pmmdbyﬂuabmmmwemmme,
{2) the abgve-listed domment(s)appaarbbeganulneandtom!atamﬂzaampluyaenmnad.andmhﬂwbestofmymowledseﬂw
smployee [SNguthorized to work In the United States,
m y ‘sﬂmdayofemploymem{mm/ddyyyy): / 78 {Sesl nctions for exemptions)
“.ﬁf’ ployr.or A f Reprasentative | Today ddhyyy) | -;;I,!.)- playRLal A ihprized Representative |
| Leji Nagiog -, Atm_aﬁzeﬂRepresenlaﬂve "'n"i Br gr Authorized Representative Employer's Business or Organization Nems
1 (U X | /’ ;
 Sfhployar's Business or Organization Adlress (Street Number and Name) ;cmmr'l‘own Stats | ZIP Coge
Section 3. Reverjfication and Rehires {To bé completed and sigred by employér or autharized reprosentative. )
&Nmﬁamfa'af.e@“ s R e R S AR .| B Dilta of Rghive (T apolicabio) T
Last Nams (Family Nams) First Nams {Given Nams) Middie initiaj Date fmm/ddyyy)
TR REYFeTY aUINONZE60 a8 exp fad, Brovids Bia ] ol GUbTheE
o avthaiealion inihe fndos pvidedbeiaw, . . S .
Dooument Number Expication Date { any) fmm/ddsyyyy)
1 attest, undes penalty of perjury, that to the best of my knowladgs, this employes Is authorized to work in the United States, and if
the employee presantad dosumentf(s), the dacument{s} | have examinad appear fo be genuine and fo relats to the Individual,
Signature of Employer or Authordzed Representative Todey's Date (mmiddiyyy) Narne of Empioyar or Authorizad Representative

Fomm 1.9 07/1717 N

Page 2 of 3



Authorization

Authorization: By signing helow, 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 he 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” Is attached to this authorization, If you are a New York applicant, a copy of New York's law onthe
use of criminal records is attached, By signing below, you acknowledge receipt of these documents.

Personal Information: Please print the information requested helow to identify yourself for BGC.

Printed name: milo d young

First Middle (O Last

none)

Other names used:
Current county of residence:
Current and former addresses:

current 720 lawson ave e st. paul 55106
from Mo/Yr to Mo/Yr Street City, State & Zip
from Mo/Yr to Mo/Yr Street City, State & Zip
from Mo/Yr to Mo/Yr Street City, State & Zip

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

06/25/1986 470-08-1286

Date of birth Social security number
M283141389513 470-08-1286

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 report by checking this hox:

v

2 Feb 13,2018

Milo Young {Feb

Signature ' ’ Date




EMERGENCY CONTACT INFORMATION

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

Employes Name: Milo Young

Address: 720lawsonavee st, paul 55106

Home Phone: _612-407-0032

L e e R CoRG R
- Plemse'fist two péople (I ptiotity ordér)who'dould be contacted in case of-an emergency
Contact #1 Home Phone: 612-990-7105
Name: tinisi togba Cell Phone:
Contact #2 Home Phone: 615 7864457
Name: rick gresham R
Relationship: cousin Work Phone:

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

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



employer solutions staffing

grou
Direct Deposit/Payroll Debit Card Authorization

Employees have the option of receiving wages by Direot Deposit and/or Payroll Debit Card,
If you do not provide a written electi ages will be paid by Payroll Debit Card,

[E NG CRMA L6 |
ot 2

Note; wabcpmmucyhkuq»b7dmmb¢m

SECEION

2

IO 2 DANRGLEL ELEE QIR
] Direct Deposit (Please complete Seotions 3 and 5 below)
O)] Plymlll)cbitCaM(PlaasacompleteSeeﬁoandSMuw)

SECTIONS 3 S IBIINECT RO

‘ Update Bank Account

I understand and acknowledge that if I do not providea

Bonk Name: 1ota Bank

1
|
()
1
1

voidedcheckwiththisdh‘udcpmﬁﬁ)rm,lm
responsible for any delsys in payroll or extra costs

Routing#  g73972183

incurred if the acconnt number that 1 provide is incorrect,

Acconnt# 70008562922426

To help vs avaid making an exror,

Asoout Typs: [ Chockingl[) Sevingd THloter

todtiar MDY Date_02-13-2018

If you change banks, do not close

please attach & copy of 8 vaided cherk. (a deposit slip wilt not work)

mﬁ@kmmﬂmd&uwmmnmcmmmdxwmzmm

NROLL BEGE G GO ST CAST A i
obtah,varify,andmordinﬁ:maﬁonthatidnnﬂﬂasaachpm

mquestaraymnDethudfnryon,mmstmvidaallofﬂm thatwmmbln_the

information o If
you do not submit a Direct Debit Card A ESSG will provids the uﬂblmaﬂonandlssneyouaPaymllDebit
Ca:dtnmymnwages.Foryowp:Mon.ﬂ:eﬁnmml‘ mmhmﬂonmukmnmmwdeﬂ?:madﬁﬁmdmuﬁmhbmﬂm&ﬁqm

At ST HGING o TR,

verify your identity.

Except for the routing and acoount
transations, On your first payday,

then sign acknowledging that you
Wages.

anmber, ESSG does not
you will receive your new
received the Payrall Debit Card and

have access to information reganding P Debit Card account
PaymllDebitCar;,uyandapanbt T o o o a

oonminingallofﬂzemsandmdiﬁons.Youwm
packst. Your Payroll Debit Caxﬂwmbemloadeduneaohpaydayyoumaive

| CARDHOLDER INFORMATION (es you want your Payroll Debit Card to be isaned)
Firat Name milo

Ml d Last Name young
Street Address {POBOX NOT ACCEFTABLE) 720 lawson ave e

CHY st paul H mn

RECEIPT OF PAYROLL DEBIT CARD (10 be
Payroll Debit Card Routing #
, 1

Date of Birth

Social Swgn'l_xg:m

Cell Phons (mobile) ¢12 407-0032

ZP 55106

mmplewdwhmyunpicknpyowl’aymll Debit Card)
Payroll Debit Card Account #

Ml Zo%
Mila Young (Feh ]

mmmmmpmmmofmwmwmmmmmmdwnmmm
ormthuﬁmddeduuﬁons,hmmyamunt(a)nsduigmdaboveandmhﬂtim,ifnmmy,debitmieaandadiustmemsfu:mymditm

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

miloyoungsr@gmail.com
thshﬁmmmwmyhenwdwmdwupmmhsdmﬁﬁ

Employee's Signature: % Date:_FeP 13,2018

Employes’s Signature;

Date; 02/13/2018

*E-mail:




A OF CONF

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 to any other person or company, and confidential or
proprietary information or know-how related to the business of the employer.

In view of the difficulty of determining the amount of damages which may
result to the employer from a violation of any of the provisions hereof, the
employee agrees to pay to the employer the sum of $10,000 as liquidated
damages for every such violation: provided, however, that the payment of such
amount as liquidated damages shall not be construed as a release or waiver by
the employer of the right to prevent any such violation In equity or otherwise.

Mp Za%
Milo Youmg (Feb

Employee Signature

Employer Solutions Staffing Group LLC, Representative



v v
-

employer solutions staffing group..

INJURY MANAGEMENT PROGRAM
Injured Worker’s Responsibilities

As your employer, we are concemed about your full recovery. Reasonable and
neceesary 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. Wheraver 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
heaith care provider. Subpart 2 placas 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. Fallure to have current medical support
for disability may result in termination of benefits, Schedule your next
appointment Immediately after your doctor visit, before you leave the clinic if
possible,

Obftain 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 o the
designated empioyer 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 department. The work may or may not be an your
usual shift,



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

N our e er immediately of injuries or conditions that | ct
our cal conditio

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 ablde by these guidelines.
Y
Signed: mmsfzb

Printed Name:  Milo Young
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- Important/Importante
LOST OR STOLEN PAYCHECKS

If a paycheck is lost (missing, misplaced, destroysd, lost in the mail, efe.), 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

81 un cheque de pago se pierde (que falta, fuera de lugar, destruido, perdido en
el correo, etc), usted debe nofificar a su reciutador 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,

81 su cheque de pago fue robado, primero debe denunclar 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 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 moide):  Milo Young

Signature/Fimma: %%




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 ESSQ’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}‘obhazardassessmentinordertoidenﬁfy
and eliminate potential safety and health hazards and to determine
necessary training and protections for employees at the facility.

(8) Make sure employees have and use safe tools and equipment,

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

(5) Provide aaﬁatytraininginalanguageandvocabularyworkem can
understand.

ESSG is committed to vigorously enforcing its OSHA. Complianée 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

* Responeibility to use personal protective equipment and clothing as directed
by the host employer

¢ Responsibility to report workplace hazards and dangers

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

You have the following basic rights:

* Right to refuse unsafe work

* Right to know or be informed about actusl and potential dangers in the
workplace

* Right to review copies of appropriate standards, rules, regulations and

requirements that the host employer is required to have available at the
workplace.
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° 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 ar exposed to hazardous substances

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

You can have your name withhald from the host employer and any other entity, by
request, ifyousignandﬁleawrittencomplaint. You can request to be advised of
OBHA actions regarding a complaint, and request an informal review of any
decisionnottoinspectthesiteorissueacitation. And, you can file a complaint if
you are punished or discriminated against foracﬁngasa“whisﬂeblower”underthe
OSH Act or 13otherfederalstatutesforwhichOSHAhasjurisdicﬁon, or for

anyone who has expressed concern about workplace safety is illegal,

If you believe that your right fo a safs workplace has been violated, you can make a
report to a manager of the host worksite exployer and/or ESSG (by telephoning

of ensuring warkplace safety will endeavor to protect any employee who may have



o
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Acknowledgement of Receipt of Workplace Safety Policy

I certify that I have received a copy of Employer Solutions Staffing Group’s ESSG
WORKPLACE SAFETY POLICY. I understand that it is my responsibility to read
this policy and ask my supervisor, a member of management or to telephone
Employer Solutions Group (ESSG) at 952.835.1288/1.866.4986.7573 with any
questions I may have about this policy. 1 agree to comply with ESSG’s policy on
ESSG WORKPLACE SAFETY POLICY and I understand failure to comply is
grounds for disciplinary action, up to and including termination.

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

Employee Name (Please Print)
Milo Young

Employee’s Signature:

ety Date: Feb 13, 2018




- 8850 Pre-Screening Notice and Certification Request for

(Fev. March 2016) the Work Opportunity Credit OMB No. 1645-1500

umnw;nfu?el‘wm ; » Information about Form 8850 and its separate Instructions is at www.irs.gov/formassn,

Job applicant: Fill in the lines below and check any boxes that apply. Complete only ﬂﬂs side.
Your name Milo Young Soctal security number»  470-08-1286

Street address whereyoulive ~ 720lawsonavee

City or town, state, and ZIP code st paul 55106

County ramsey Telephone number 612-407-0032

If you are under age 40, enter your date of birth (month, day, year) 06/25/1986

: | [D Check here if you recsived a conditional certification from ths state workforce agency (SWA) ora pértlo!paﬁng local agency
for the work opportunity credit.

2 [DCheckhereifanycfﬂxafollowMgstatamanbapplytoyou.

. lamamembarofafamﬂytl'lathasmcaivedasslstancefromTemporaryAsslatanceforNeedyFamﬂles(TANF)foranyQ
months during the past 18 months.

. lamaveteranandamemberofafanﬂiythatreceivedSupplamentalNutﬂﬂonAssiatanoeProgram(SNAP)banerﬁts(food
stamps) for at least a 3-month period during the past 15 months.

* | was referred here by a rehabiiitation agency approved by the state, an employment network under the Tickst to Work
program, or the Department of Veterans Affalrs.

* 1 am at least age 18 but not age 40 or older and | am a member of a family that:
@. Heceived SNAP benefits (food stamps) for the past 8 months; or
b. HecaivadSNAPbeneﬁte(foudmps)formlaastsof’d'tapastamomha,butlsnolongerellglbletoreeelvaﬁlm

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

* | received supplemental security income (S8I) benefits for any month ending during the past 60 days.

. lamavetaanandiwasunamployadfurapeﬁodorpaﬂodstalallngatlaast4wea!cabutlessﬂ1anGmonthsduringtha
past year,

< E;I Check hers if you are a veteran and you were unemployed for a period or periods totaling at least 6 months during the past
yesr, :

4 [ﬂ] Check here if you are a veteran entitied to compsensation for a service-connected disebility and you were discharged or
released from active duty in the U.S, Armed Foroes during the past year.

5 Eﬂ] Check here if you are a veteran entitled to compensation for a service-connested disabiiity and you were unemployed for a
period or periods totaling at least 8 months during the past year,

6 [I3 Check here if you are a member of a family that:
* Recelved TANF payments for at least the past 18 months; or
* Received TANF payments for any 18 months beginning after August 5, 1887, and the earliest 18-manth period beginning
after August 5, 1897, ended during the past 2 years; or

* Stopped being eligible for TANF payments during the past 2 years because federal or state law limited the mexdmum time
those payments could be made.

7 E} Chack hers If you are in a period of unemployment that ia at least 27 gonsecutive weeks and for all or part of that period
you regeived unsmployment compensation,

~_Bignature—All Appiicants Must Sign

Under penaitias of perjury, | dectare that 1 gave the abovs information to the empleyer an or before the day 1 was offered a job, and %t is, to the bast of my knowlecige, trus,

oorrect, and complete.

Mo Zo%
Job applicant’s signature ¥iloYourg reb 13:20%5) Date €P 13,2018

For Privacy Act and Paperwnrk Reduction Act Notice, s page 2, Cut. No, 228511, Form BB50 (Rev, 5-2018)
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Form A (rev. 03/2017) TAX CREDIT QUESTIONNAIRE

EMPLOYER SECTION:
Client: Company:
Location: Pasition: Starting Wage: §
EMPLOYEE SECTION:
First Name: Last Name: Suffix; Street Address; City/State: Zip:
Milo Young 720 lawson ave e mn/st. gaul 55106
S8 Date of Birth: Age: Have you worked for | If yes, Jocation:
470-08-1286 06/25/1986 31 ﬂu{’s :m Nogum?
Please complete all questions, and sign and date the form. Yes No
i HavayonorhaxanyonelivingwithyonmeivedTmpomryAsuixhnutoNeedyFamﬂles(TANF) Q @

at any time since Augnst 5, 19977 (Ifyes, please provids tuformation below.)
Name of'the person receiving benefits; —— Relationshiptoyou: _____
City: County: ____  State;

(If yes, please provide information below.)
Name of the person recsiving benefits: ~—r Relstionshiptoyon:
City: County: State:

2. HavcyonorhasanyonelivingwithyounceivedFoodSlumpa(SNAP)atanyﬁmednrmgthepastISmonths? a (O]

4. Have you received any type of vocational rehabilitation services within the pest two years?
If yes, please indicate which type of you worked with and provide their location information below:
gVocadonalRﬂhnbﬂimionAgmuy Dept, of Veterans Affairs DBmploymmthwnrkmclmmekl’mgm)
Nams of Agency: ___ Phone#: - &
City: ___ Comnty: ___ State: ____
i you chechdmplmapmvidaacwqunuracﬁvehdbmal Work Plan and Ticket to Work documentatian.

@

5. Areyou a Veteran of the U.S, Military? *Ifyes, please provide a of your DD-214 and letter of separation,
(If yes, please provids information below. Ifnn.pleanwnﬁnuemqnuﬁm#ﬁ‘f;py

Dates of Service - From:
Branch of Service:
Are you entitled to or are you roceiying compensation for a service-connected disability?

To

Q

6. Have yon been unemployed at any time during the Iast 12 months?
1'yes, dates of onemployment - From: To:

Did yon receive unemployment compensation at any point during yonr unemployment?
If yes, in which state did you receive unemployment compensation? ___

7. Have yon been convicted of a felony or released from prison fora felony conviction in the past 12 months?
Conviction Date: Relcass Date;
Wes thisa [ Federal ar [) Stete conviction? 1£State- Comty: State:____

al QO po

R @ @ @

Eea Tac P I BT ar on 2

.. Addtig TexOvedny |

4o
1%

Y you checked ase provide a copy of your CDIB

CA Resldents: LLI| Are you the ohild of foster perents? Do you zeceive CalWorks? []] Workforce Investment Act?
& Are you 8 migrant or seasonal farm worker? I:] Have you ever been convisted of a misdemeanos?

SCResidents: {31 Do you recsive Family Independence Benefits?

& T

TEC (Nafive American): Are you or your spouss a member of a Native American Tribe? g

¥

il

PLEASE READ, SIGN, AND DATE:

tbdapmakmmmjmlackrembfam:fanabonwbcmmwmhabwofmbvmwggw 1 hereby authorize any ageney, arganization, or
Individyals o supply such verification or information that may b naeded ta determine rax credit cligibility to my employer, Wm&mﬂiﬂ {(Assoctated

Inc, dba Retrotax), or the Depariment of Labor.

New Employee Signaturer ﬁ%ﬂ&% Date: F€b 13,2018




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

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

Instructions: This Self-Attestation Form (SAF) is to be completed, signed, and dated by the new hire anly.
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 to the best of my
knowledge.

New Hire’s Signature: _%K% Date_Feb 13,2018

New Hire Name: ___MiloYoung

Social Security Number: 470-08-1286
Employer Name:

Please check the statements below if they apply to you,

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

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

(Enter start date)

Privacy Act Nofice:

The Intemal Revenua Code of 1986, Seciion 51, as amended and fis enacting legislation, P.L. 104-188, &peaiiy fhat the State Workforcs Agencies ar the
*designated® qmmhmmmmwmmmﬁm prongheinfnmaﬁonyuummwﬂedmmﬂammb
fumwﬂlbedlsdosedbymenmhyutoﬂwem%ddmeﬁgmy. vahimofﬂlhlnfnmaﬂonlsvdmmmhwmarmeinfommﬁmbmqtdredh
determine your employer's efigihility for the federal tax oredit

Public Burden Statement:
Pemamnotmqmmdbtaspuwmmbmwmmnﬂm unless it displays a cumently valid OM B contyol number, denis’ obligation to
mpletemisfannlmqutredtonblammmmﬁh(nﬂﬁb).%mpmﬁumdeaissﬁmbmmﬂmmuw the

117-

ETA Form 9175 (Rev. November 2016)
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Notification of Minnesota Law Requirement —
Unemgloy_ment Acknowledgement

According fo Minnesota Statute section 268,095, subdlvision 2, paragraph (d), an
applicant who, within five calendar days after completion of a suitable
Job assignment from & staffing service, (1) fails without good cause to

it is your responsibility fo contact ESSG through Corporate Menagsment Group (for
instance, by calling 303-820-1425 or using any other form of contact) for additional
assignments. if you fail to do 80, it may affect your unemployment benefits,

| understend by signing this form that | am responsible to contact ESSG within 6
calendar days once an asslgnment ends. | alsg acknowledge that | have received a
separate copy of this form, .ndy__(Initial) -

mov:sungizb%mj d Feb 13, 2018

Employee Signatire; Dater
Milo Young
Employes (please print your name here)

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

~MN_D2.2018



DRUG AND ALCOHOL
TESTING CONSENT FORM

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

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

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

et

Individual's Name

Feb 13, 2018
Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



