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SENSITIVE BUT UNCLASSIFIED

Case Verification Number: 2017284165339EM
Report Prepared: 10/11/2017

Company Information

Company ID: 47428

Employee informsation

Company Name: Employer Solutions Staffing Group

Last Name: BERHANE
Date of Birth: 08/21/1997
Hire Date: 10/11/2017

Document information

First Name: ARIAM
Social Security Numbar: *** ** 1227
Citizenship Status: A citizen of the United States

List B Document: Driver's licanse 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: Soclal Security Card

Document State: Minnesota
Document Expiration Date; 08/21/2018

Final Case Result: Employment Authorized
Case Submitted On: 10/11/2017
Closed On: 10/11/2017

Employer Case ID:
Case Submitted By: KRIT7027
Closed By: KRIT7027

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

SENSITIVE BUT UNCLASSIFIED

10/11/2017, 3:54 PM



*

www.esgstaffingsolutions.com

New Hire Application

Personal Data— PLEASE PRINT LEGIBLY IN INK

Last Name Berhane

Street Address 3152 Jersey Avenue Street

First Name Ariam

PO Box 46270

Minneapolis, MN 55344-9956

Tel: 952.835.1288

Clty/State/Zip Saint Louis Park, MN 55426
Phone Number _7632217838 Email Address
Staffing Agency/Recrultment Pariner CMG

Middle Initial K
Apt/Ste

Soclal Security Last Four XXX-X0(- 1227

ARIAM.ZERE@GMAIL.COM@

Are you legally authorized to work in the United States of America? @1YES (JINO
Applicant Certification and Authorization
1 authorize Employer Solutions Steffing Group (ESSG) to use the information and statements contalned in this application fo determine my

qualifications for employment. | authorize ESS® to make inquiries of my former employers,

regarding my previous dutiss, responsibilitles, performance, compensation and aligibility for rehire.

) understand that a

comprehensive background check
This may Include but is not limited to, Investig

required by clients, government regulations or by ESSG policies,
| release ESSG and other persons or entities from any claims that might be hased on ESSG's decision to conduct a background check.

| certify that all statements made in my application ara true and accurate and
false or misleading information, 1 understand that any materia) omissio
consideration for employment or, if discoverad after | bagin empl

It hired, | agree to ablde by the policies and procedures of ESSG.

Berhane Ariam

Seshane Adam {Det 11,9017)

except as indicated in this application,

may be conducted to determine my eligibility for hire by certain cllents of ESSG.

ations of criminal and/or conviction records, driving records and/or a drug screen test as

that | have not emitted any material information or provided
n or misrepresentation will resuilt in my disqualification from
oyment, will result in my termiination.

Oct 11,2017

Name (Print or type)

Applicant's Signatura

Date

A copy or faceimile ("fax™ will be considered the same as an original signature. Email will ONLY be usad for employment correspondence

For ESSG Office Use Oniy
DOH NHW 8 8850 w4
Emergency ContactInfo | Background Release Form Background Results Unem oyl'?.engl I.)etter ESQC Application
appiicanle 3
For ESSG Client Use
DOH ROP Work Site Loe, WC Code __
ES8G- CMG-CO . Rev. 04/2017
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Employment Eligibility Verification USCIS

Department of Homeland Security OME ;:nllﬁf;%o s
U.S, Citizenship and Immigration Services Expires 08/31/2019

———————_—______““
> START HERE: Read Instructions carefully before completing this form, The Instructions must be avall
during complstion of this form. Employers are liable for errors In the completion of this form.

ANTI-DISCRIMINATION NOTICE: It Is illegal 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 to employ

able, elther In paper or electronically,

dividual because the documentation presented has a future expiration date may / aiso constitute illegal discrimination.

2
HOVF i

Middie Initial | Other Last Names Used (if any)
TERHANT ARI AN K-
Address (Street Number and Name) Apt. Number | City or Town State ZIP Code
SNSZ2 JERSEN ~ye..S LS Paw e M) |SSX
Date of Birth (mm/ddAryyy) U.S. Social Security Number Employee's E-mall Address Employese's Telephone Number
0% /21 /iover+ ([0S -ERE - [ R’ ARIAM. zZere@Oheonl [TT3-Z2\ -8R

| am aware that federal law provides for Imprisonment and/or fines for false stataments or use of false documents in
connection with the completion of this form. ' :

I attest, under penalty of perjury, that | am (check one of the following boxes):
bl 1. A citizen of the United States

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

D 3. A lawful permanent resident  (Allen Reglstration Number/USCIS Number):

D 4. An allen authorized to work  until (expiration date, if applicable, mm/ddiyyyy):
Some allens may write "N/A" In the explration date field, (Ses instructions)

Allens authorized to work must provide only one of the following document numbers to complete Form I-9: m%ﬁ,m}:ﬁ:&w
An Alien Registration Number/USCIS Number OR Form I-94 Admission Number OR Forsign Passport Number.
1. Alien Registration Number/USCIS Number:
OR
2, Form [-94 Admission Number:
OR
3. Foreign Passport Number:
Country of Issuance:
? 4 2 ST~
Slgnature of Employes / Today's Date (mm/dd/yyyy) =
; 44/_— — =B -2z010

¥ ! y i fy i Iﬁ 4 Y
Aok, Jr Saabsainadl e W dod v i yRe I dompeting Qbulon 19
| attest, under penaity of perjury, that | have assisted in th completion of Section 1 of this form and that to the best of my
knowledge the information Is true and correct.
Signature of Preparer or Translator Today's Date (mm/ddfyyyy)
Last Name (Family Name) First Name (Given Name)
Address (Street Number and Name) City or Town State ZIP Code

FormI-9 07/1717 N Page 1 of 3



Employment Eligibility Verification USCIS

Department of Homeland Security Form I-9
US. Citizenship and Immigration Services i 0RI0LS.
pIbYeF b7 AUthonzed Ropresantaiive RevIswW AREV SGaten SR Ret :
Employes Info from Section 1 % e (F""B Name) Hmﬂge GIA?{Namo) ML c‘g‘“‘"‘”‘"‘_’:“f"“"’.‘ Status
ListA OR ListB AND ListC
Identity and Employment Authorization Identity ___ Employment Authorization
=T [ e A Qe
Issuing Authority . Wo& \\'\L\’\\’\Qg CJOCQ Issuing Auémrl% O
::::::t::z;n”{mmw) EE% Dateber W%}'yg\% \;)r gjﬁé‘::?% m
o] : on a 0 anyj{m
Document Title a\ g—@lt ’
Issuing Authority Additional Information Zﬁg’“;;fg,%gp:;
Document Number .
Expliration Date (if any)(mm/idsyyyy)
Document Title .
Issuing Authority
Document Number .
Expiration Dats (if any)(mm/ddiyyyy) :

Certification: | attest, under penalty of perjury, that (1) 1 have examined the document(s) presented by the above-named employes,

(2) the above-listed document(s) appear to be genulne and to relate to the employee named, and (3) to the hest of my knowlsdge the
employee is authorized to work in the United S i

The employes's first day of employment (mmvddiyyyy):  \()-\\- 12 - (See Instructions for exemptions)

Wﬁpmm Today's Date(mm/ddyyyy) | Title of Emp| or Representative
. W-1-aa¢\3 | On- q&o ‘

of Employer or Authorized Representative | Fi of Emplayer or Authorized Representative Employer’s Business or Organization Name
\ 8\ EMPLOYER SOLUTIONS STAFFING GROUP LLC

Employer's Business or Organization Address (Street Number and Name) | City or Town State ZIP Code
7301 OHMS LANE  SUITE 405 EDINA MN

I Wiy 1
Sl & 5L

55439

T bbbin Bl icimio as

(mmiddyyyy)

'emﬁ E 1‘ ‘ 'l”':lv' ‘A h :"':"
continuing employrne nip the spacg provided belpw. S s
Document Title Document Number Expiration Date (ifany) (mmaidsyyyy)

| 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 Employer or Authorized Representative Today's Date (mm/dd/yyyy) Name of Employer or Authorized Representative

Form1-9 11/14/2016 N







Fom W'4 (2017) mm’mm&?g”tg’whm"mmmwa mmwm;m&amwg&%

Basic Instryotions, If you aren't exsmpt, complsta uonstﬁemm
Pmposa.completel’mnw-dsoMyow the Persanal Allowanyas Workaheet taiow, 1040-E8, Estimated Tax

carract federal income warkehests 2 further adjust you oweaddﬂlmalmn ranahn
tax{romyour ﬁ“w%amm wﬂhtwldlngm;:esbw:donmryn?gd %S. fyougnd should
dadutions, certaln credits, adjustments to incame, ad]ust wlﬂmldlngon
or two-samers/muRiple jobs Twio eamaers or multiple

workeh However, working usaormoraJm ‘fgg,

mogllmﬂ.&&&wxwmddynm iy Ldon WM nYoU foka mumber of lowances
Wﬂaﬂ&wﬂhho anowames
15.2018.839Puh. Tmtmmoldlng youdaﬁnedmdnwmtbeaﬂnmwm::r
percentage of wages.

Nmumapmumclslmmasadmldem

hclalm

, you ¢an clalm head

Headof Gﬂ'ﬂ%
————onvhis-arhar tax relum; you can't claim axampticn
Maeunu%mmu&mmm%ﬁ

m
wﬂhha!m m@n&ymwsﬂ%
mnls,mmm'd

maybeabls 10 claim

fmmwﬂ!ml aven if the s
a dependent, if the empl ol o
» 18 age 65 or older,
¢ Ja bilnd, or

Personal Alfowances {
* Wil elaim onts 10 income; tax credits; or
Sl llamiﬂ g‘ub.sosmhﬁomnﬁonmmnvmungmm l,aahlﬂummdmwetﬂem wﬁeposted

an his or her tax retum. allowanoes. at www.
Personal A!Iowances Warksheet {Keap for your records.)

Enter “1° foryourself froone elsscanclaimyouasadependent . . . . . , . . . . . . . ., « . . A
= You're single and have only one joby; or

Enter “1” if; { * You'ra marrjed, have only one job, and your spouse doesn't work; or } o D ©
* Your wages from a second Job or your spouse's wages (or the total of both) are $1,500 or less.

Enter “1° for your spouse. But, you may choose to enter *-0~" if yau are married and have either a working spouse or more

than one job. (Entering “-0-" may help you avold having too ittletaxwithheld) . . . . . . . . . . . . . .

Enter number of dependents {other than your spouse or yourself) you'will clsim on yourtaxreum . . . . . o ©

Enter"1"lfyouwillﬁleaaheadofhouseholdonyaurtaxrettm(moondlﬂonaundarﬂeadnfhouaaholdabove) o ©

Enter “1” if you have at least §2,000 of child or dependent care expenses for whichyou planto olaimacredit . . .

(Note: Do net include child support payments. See Pub. 503, Child arid Dependant Care Expenses, for detalls,)

Child Tax Credit (noluding additional child tax credit). See Pub. 872, Child Tax Crediit, for more information.

« If your total income will be less than §70,000 ($100,000 if married), enter "2 for each eligible child; then lass *1” if you

have two to four eligible childran or less “2” if you have five or more ellgible children.

» If your total Inconte will be betwean $70,000 and $84,000 {$100,000 and $119,000 }f married), enter “1* for each eliglblechiid. G

H AddllnasAthnmghGmdeﬂbrwmmmmamaybadlmmmammbwofmmpﬂmsmdmonymxrtaxtatizm.) > H

TMO 6 W >
TmooO

lan to itemize or claim adjustments to income and want to reduca your withhal sae the Deduotions
For accuraay, undlgam onts Worksheet on page 2. 5 e
complete all ifyouaresmgleandhavemﬂnnone]oboraremanledandmandyourspousebomﬂrkandﬂtemmblned
%rkaha;h angs from an Iobs amsed $50.000 {620,000 if mantied), see the Two-Eamers/Multiple Jobs Worksheet on page 2
apply.

s if Merofmeaboveenmﬂona applies, stop here and enter the number from ling H on line & of Form W-4 below.
Separate here and give Form W-4 to your employer. Keep the top part for your records,

. w_4 Employee’s Withholding Allowance Certificate OMB No. 1845-0074
Department Treesury » Whethier you are entitied o olaim a gertain sumber of allowances or sxemption fram withholdlng Is
i subject to review by the IRS, Your employer may he required to send a copy of this form to the IRB. 2©1 7
1 {ast nama 2 Your social saonyity mynber
Ariam K Berhane 475331227
Home addresa (rumber and street of rural rute) 3(@© single (O Maried () Mamisd, but withhoid at higher Singla rta,
3152 Jersey Avenue Street : Note; 1fmanied, but legelly separated, or spouse is & nonvesidiant alien, check the “Single” bos,
Oty or town, state, and ZIP code 4 ifyour last name diffsrs from that shawn of your soclal seourty oard,
Saint Louis Park, MN 55426 cheok here. You must call 1-800-772+1218 for a replacement pard, > (]

§ Total number of allowances you are claiming (from iine H above or from the applicahle workshest on page 2)

8 Additional amount, if any, you want withheld fromeach paycheck . . . . . ’ o 4o ‘o $

7  |claim exemption from withholding for 2017, and | gertify that 1 meet both of the fallowing condiﬁons for exemption, |5
» Last year | had a right to & refund of all federal income tax withheld beoause | had no tax liabllity, and
*» This year | expeot a refund of all federal income tax withheld because | expect to have no tax liabl

if you meet bath condiitions, write “Exempt”"hsre. . . .

Under penalties of perjury, | declare that 1 hava examined this certificate and, io me best of my knowigdge and belief, it is trus, corect, and complete,
Employes's signature
{This form 18 not valld unjess you sign Jt) » _Berhanenam (ot 12 2017 patey Oct 11,2017

8  Employer's name and address (Employar; Completeines 8 and 10 only if sending tu the IRS.) | 9 Offcs oode (optional)| 10 Employer (dentification humber EN)

For Privacy Act and Paperwork RaduoﬁénActNoﬁm, ses page 2, Cat. No, 10220Q Form W-412017)



employer solutions staffing gupu
Wage Payment Method Authorization (Minnesota)

option of receiving wages by

157 15 1k O ot

] Update Bank Acconnt

Bank Name:;

- TCF Bowyv
Routhed > 101000 )

Account#

Account Type: [ Checking [] Savings Clother

To help us avoid making an error, please attach a copy of a voided check. (a deposit slip will not work)
Ifyonglmgebanks,donotclouyomoldbmkammtmﬁlyomditectdeposithasstartedatthnnewbank,whichmythpaypﬁods.

T < T R o D o e i B S s

Federal law requires all financial institutions to obtain, verify, and record information that identifies each person who opens an account. In order to
requestaPayrollDebitCardﬁryommmunpmvldenﬂofthefoﬂowinghfnmaﬂonthatwlﬂenabletheﬁnmominsﬁtuﬁonmldentifyyon.If
youdonotsuhmitaDirectDeposithaymllDebitCardAuﬂmﬂmﬂon,ESSGwﬂlprovideﬂteneeessaryinﬁ:rmaﬁonandlssneyouaPayrollDebit
Cardtopayigourwages.meourpmtecﬁon,theﬁnmcialinsﬁtuﬁonmayaskyoubprovidethamaddiﬂnnalidenﬂﬁnaﬁnninﬂnmaﬁonsothcycan
verify your identity.

Except for the routing and account number, ESSG does not have access to any information regarding your Payroll Debit Card account or
transactions. On your first payday, yon will receive your nsw Payroll Debit Card, and a packet containing all of the terms and conditions. You will
then sign acknowledging that you received the Payroll Debit Card and packet. Your Payroll Debit Card will be reloaded on each payday you receive
wages.

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

1 understand and acimowledge that if I do not provide a
voided check with this direct deposit form, I am
responsible for any delsys in payroll or extra costs
incurred if the account number that I provide is incorrect.

Initial Date

First Name ML Last Name Date of Birth
Street Address (PO BOX NOT ACCEPTABLE) Social Seourity#
City “State Zip Cell Phone (mobile)
RECEIPT OF PAYROLL DEBIT CARD (to be completed when you pick up your Payroll Debit Card)
Payroll Debit Card Routing # Payroll Debit Card Account #

073972181

1 have received my Payroll Debit Card, welcome brochure, program fees, program terms, conditions, and disclosures. By activating my Payroll Debit Card,
T am agreeing to the program terms, conditions, and disclosures that are included or made available to me from time to time from the financial institution, 1
authorize the financial institution to debit my Payroll Debit Card account for the fees described in the fee schedule that is part of the program terms,
conditions, and disclosures.

Employee’s Signature: Date:
NIRRT (1 0 10t [N 8 [F4 g

I authorize ESSG to directly deposit my periodic wages/campensation payments, 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 to my account(s). * E-mail is required for pay stub information.

*E-mail: 3= @ k
this information will only be used to send your paystubs electronically

Employee's Signature; Date:




This form cannot be used for employees hired prior to September 1, 2014.

Revision Date: 09/01/14
Expiration Date: 10/01/17

n of ork Status
Pursuant to § 8-2-122, Colorado Revised Statutes

Employee Name:

Last First Middle Date of Birth

Social Security Nurober; Date of Hire: {MM/DD/YYYY)

In accordance with § 8-2-122, CR.S., within 20 calendar days after hiring the new employee
listed above,

I affirm all four of the following by signing this form:

1. Ihave examined the legal work status of the above named employee.

2.  Ihave retained file copies of the documents required by 8 U.S.C. sec. 1324a,
3. Thave not altered or falsified the employee’s identification documents.

4. Ihave not knowingly hired an unauthorized alien,

Print Name of Employer (or Designated Representative) ~ Official Title

(MM/DD/YYYY)
Signature of Employer (or Designated Representative) Date Signed by Employer

Business or Organization Name Employer Phone Number

The provision of false or fraudulent information on this form may subject the employerto a
significant fine and/or additional penalties,

This form and the documents required by 8 U.S.C. sec. 1324 (copies or electronic copies) will be
retained for the duration of the above named individual’s employment,

§ 8-2-122(2), CR.S.: On and after Jamary 1, 2007, within twenty days after hiring a new employee, each employer in Colorado
shall affirm that the employer has examined the legal work status of such newly-hired employee and has retained file copies of
the doouments required by 8 U,S.C. sec. 1324a; that the emplayer has not altered or falsHisd the amployes’s identification
dosuments; and that the employer has not knowingly hired an unanthorized alien. The employer shall keep a writtan or electronio
copy of the affirmation, and of the documents required by 8 U.S.C, sec, 1324a, for the term of employment of each employee,

‘This mandatery affirmation is provided by the Colorado Division af Labor Visitsww.coloradg.govicdle/evy for mors infarmstion,




EMPLOYER SOLUTIONS STAFFING GROUP
BACKGROUND CHECK AUTHORIZATION

Employee Name: __Ariam K Berhane
(First) (Middle) (Last)
_Former Name(s)and DategUsed:
Current Address Since: 3152 Jersey Avenue Street Saint Louis Park, MN 55426
(Mo/¥r) (Street) (City) (State/Zip)
Previous Address From:
(Mo/yr) (Street) (City) (State/Zip)
Previous Address From:____
{Ma/¥r) (Street) (city) (State/Zip)
Social Security Number;_____ 475331227 pog. 08211997
Phone Number: M A
Driver’s License Number/State:

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 nat 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, statg, county jurisdictions; driving
records, birth records, and any other public records.

I further authorize any individual, company, firm, corporation, or public agency to divulge any and all information, verbal
or written, pertaining to me, to Employer Solutions Staffing Group, LLC or its agents. 1further 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 maintaln all information received from this authorization in a confidential
manner in order to protect the applicants personal information, including, hut not limited to, addresses, social security
numbers, and dates of b}rth.

Signatyre: e et an Date: Oct 11,2017

Notice to CA, MN, and OK Residents:

Please check the box helow if you wish to receive a copy of a consumer report that is requested.
[Th 7 wish to receive a copy of any Background Check Report an me that Is requested,




Para informacién en espafial, visite www.consumerfinance.gav/learnmore o escribe o ln Cansumer Financial Protection Bureau, 1700 G Street N.W, Washington,
DC2g552,

ASUMMARYOFYOURRIWUND!RTHEFAIRCREDITREPORTINGACT
The federal Falrmnwmgm(mmmmmemw,wmes,mdpﬁvawdmwm In the files of consumer reporting agencles. There aremany
types af consumer reporting agencies, Including credit bureaus and specialty agencies (such as agencies that sel] information about check writing histories, medical
records, and rental history records). Here isa summryofyourmjorrlgmsmderﬂwmmemhﬁomaﬂommmmmm:ddmmm.au
1o ¥ Consumerfinence gov/isarmmeora or write to: Consumar Financial Protection Bureau, 1700 G Street N.W., Washington, DC 20552,

o ?oumhmﬂﬂhﬁmbnmwﬁlehabeenmdasﬂmwmmwhomauwnmn oranothertypeofconsumerrepnrttndmyyourappn-
cation for credit, insurance, orempluymnt-ortutaheanoﬂ:eradvarseacﬂonagahstynu-musttellyau,andmustslveyouﬁnename,address,andphone
number of the agency that provided the information, :

® You hava the right to know what Is In your file. You may request and obtain all the information about you in ths files of aconsumer reporting agency fyour *flle ————
disclostre”]. You will be required to provide proper identification, which may Include your Soclal Security number. In many cases, the disclasura will be frae. You
are entitied to a free file disclosure If:
» & person has taken adverse action against you because of information In your credit report;
® you are the victim of identity theft and place a fraud alert in your file;
& your file contains Inaccurate information asa result of fraud;
® you are on public assistance; .
° vouamunempbvadbutmentoapplyfnramplomautwlﬂﬂnsodsys.
Inaddition, all consumers are entitled to ane free disgl every 12 manths upon raguest from each nationwide credit bureau and from nationwlde spacialty cop-
sumer reporting agencies, See www.consumerfinance gov/leammore for additional Information,

® You have the right to ask for a credit scora, Credit scores are numarical summariss of your credit-warthiness based on information from cradit bureaus. You may
requesta credit score from congumer reparting agencies that create scores or distribite scores used in residential real property loans, but you will have to pay for
it, In some mortgage transactions, you will recaive credit score Information for free from the martgage lender,

» You have the right to disputa incomplete or inaccurate information. it you identify information in your file that is incomplete or inaccurate, and report R to the
consumer reparting agency, the agency must investigate unless your dispute s frivolous, See www,consumerfing {leammarg for an explanation of dispute
procedures,

¢ Consumer repiorting agencies must correct of delets Inacourate, incomplete, or unverifiable Information, Inaceurate, Incomplete or unveritiable nformation
fhust be removed or correctad, usually within sndmﬂnwew.amnmmermpomngagancymaymnﬂnuato report Information i has verified as accurate,

¢ Consumer reporting agencles may not report outdated negative information, in most cases, a consumer reporting agancy may not report negative information
that Is more than seven years old, or bankrupteies that are more than 20 years old,

o Amtnmrﬂlelallmlted.Amnme’rrepm‘tlngagenwmym‘uvldelnfonnaﬁonaboutyouonlytopeoplew&havaﬂdnaed—usuaﬂytnconsweranappuw
tion with a creditor, Insurer, employer, bndhrﬂ,oruthsrhusmassmemspedﬂesﬂzmwubavandneedfcramss.

* You must give your consent for reports to be provided to emplayers, A consumer reporting agency may not give out information aboutyou to your employer, ar
a potential employer, without your written consant given to the emplayer. Written consent generally is not required in the trucking industry, For more infor-

jnenueiee.ga

* Youmay Emit “prescreaned® offers of cradit and Insurance you get hased on information In your credR raport. Unsalicited “prescreaned” offers for cregitand
Insurance must includea toll-free phone number you can call If you chouse ta remove your neme and address from the lists these offers ara based on, You may
opt-out with the nationwide credit bureaus at 2-888-567-8688.

* You may saek damages from violators, If a Consumer reporting agency, o, In some cases, a user of consumer reports or a furnisher of Information to a consumer
reporting agency violates the FCRA, you may be able to sue In state o federal court,

® ldentity theft victims and active duty military personnel have additional rights, For more information, visit www.consumerfiance. gov/learnmore,
States may enforce the FCRA, and many states have their own consumer reporting laws. In some cuses, you may have more rights under state law, For more infor-

mation, contoc your state or local consumer on or your state Attomey General, For Information about your federn] rights, cantact:
TYPE OF BUSINESS:

CONTACT:
1.2, Banks, savings associations, and credit unlons with totel sssets of over &, Bureau of Consumer Financial Protection
$10 billion and thelr affiliates, 1700 G Stragt NW

Washington, DC 20552

b, Such affiltates that are not banks, savings associations, or cradit unions also | b, Federal Trade Commission; Consumer Response Center - FCRA
should list, In addition to the Bureaw: Washington, DC 20580

(877) 3824357

2, To the extent notincluded in item 1 above:
&. National banks, federal savings associations, and federal branches and fed- | a. Office of the Comptroller of the Carrency
eral agencies of foreign banks Customer Assistance Group

1301 McKinney Stregt, Suita 3450
Houston, TX 77010-9050

b. State member banks, branches and agencies of forelgn banks {other than b, Federal Reserve Consumer Help Center
federal branches, federal agencies, and insured state branches of forelgn P.0. Box 1200

banks), commercial lending campanies owned or controlled by foreign banks, | Minneapolls, MN 55480

and organizations operating under saction 25 or 254 of the Faderal Reserve
Act

¢. Nonmember Insured Banks, Insured State Branches of Forelgn Banks, and ¢. FDIC Consumer Response Center
Insred state savings agsociations 1100 Walnut Street, Box #11
Kansas City, MO 64106

d. Federal Credit Unlons d. National Credit Union Administration




EMERGENCY CONTACT INFORMATION

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

Employes Name: Berhane Ariam

Address: _3152 Jersey Avenue Street SEt s Carkc N 20120
Home Phone; _ 7632217838

e L EMERGENCY. @gtrr gﬁ;n " 27
: PI:ase list two pspple gin priority order) whe coul &coy tict ted in case af an amergency
Contact #1 Home Phone: 952-201-2693
[Name: Stham Cell Phone:
Relationship: Work Phone:
Contact #2 Home Phone:
Name: Cell Phone:
Relationship: Work Phone:

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

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

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.

Berhime Aram (Ocz 11, 2047)

Employee Signature

Employer Solutions Staffing Group LLC, Representative
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INJURY MANAGEMENT PROGRAM

Injured Worker’s Responsibilities

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

RESPONSIBILITIES OF THE INJURED WORKER:

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

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

Qbtalin a Report of Workability from your physician at every appointment, a
minimum of once every iwo weeks. M.R. 6221.0420 requires that your physician
cooperate with return to work planning and that you be released to return to work
at the earliest appropriate time.

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

Follow all physical restrictions at home and at work.

Report to work and perform physically suitable tasks as assigned. These may or
may not be in your regular department. The work may or may not be on your
usual shitt.



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.

Noti ur emplover immediately o new injuries or conditions that
your physical condition.

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

I have read my responsibilities and agree to abide by these guidelines.
Signed: _ sstwestr (Oet11, 2017

Printed Name; Berhane Ariam
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Important/importante
LOST OR STOLEN PAYCHECKS

If a paycheck is lost (missing, misplaced, destroyed, lost in the mail, efc.), you
must notify your staffing recrulter that the check cannot be found. If it can be
verifled that the check has not been cashed, ESSG will stop payment on the
check and re-issue the check to you, deducting a fee of between $25-$35.

If your paycheck was stolen, you must first file a police report before we can re-
issue the check. Once you have done so, you must provide a copy of the policy
report to your staffing recruiter that the check was stolen. If the check has not
been cashed and if the loss of the check was not your fault, ESSG will issue a

' new check and no fee will be deducted.

CHEQUES DE PAGO PERDIDOS O ROBADOS

Si un cheque de pago se pierde (que falta, fuera de lugar, destruido, perdido en
el correo, etc), usted debe notificar a su reclutador de personal que el cheque no
se puede encontrar. 8i se puede verificar que el cheque no ha sido cobrado,
ESSG se detendra el cheque de pago y reemitir el cheque a usted, descontando
un cargo de entre $ 25 - $ 35,

Si su chegue de pago fue robado, primero debe denunciar el robo a la policia
antes de que podamps 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 emitira un nuevo cheque y no hay cuota se deducira.

AGREED/SE ACUERDA—

Name/Nombre (con letra de molde); Berhane Ariam

K r
§jgnamrelFima: Berhons Aam Oy £11, 2007)
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ESSG WORKPLACE SAFETY POLICY

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

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

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

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

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

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

ESSG is committed to vigorously enforcing its OSHA Compliance Policy,

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

Responsibility to work in compliance with OSHA laws and regulations

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

* Responsibility to report workplace hazards and dangers

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

You have the following basic rights:

e Right to refuse unsafe work

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

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



employer solutions staffing group..
° Right to request information about safety and health hazards in the

workplace, appropriate precautions to take, and procedures to follow if
invalved in an accident; or exposed to hazardous substances
o Right to gain access to relevant personal exposure and medical records.

You can have your name withheld from the host employer and any other entity, by
request, if you sign and file a written complaint. You can request to be advised of
OSHA actions regarding a complaint, and request an informal review of any
decision not to inspect the site or issue a citation, And, you can file a complaint if
you are punished or discriminated against for acting as a “whistleblower” under the
OSH Act or 18 other federal statutes for which OSHA has jurisdiction, or for
refusing to work when faced with imminent danger of death or serious injury and
there is insufficient time for OSHA to inspect. Retaliation or reprisal taken against
anyone who has expressed concern about workplace safety is illegal.

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

52.885.12 .486.7678) and asking for the ESSG Safety Director. You can
also contact OSHA directly with any concern. ESSG recognizes the serious nature
of ensuring workplace safety will endeavor to protect any employee who may have
been subjected to unsafe or hazardous worksite conditions.



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 ar to telephone
Employer Solutions Group (ESSG) at 952.835.1288/1.866.496.7578 with any
questions I may have about, this policy. I agree to comply with ESSG’s policy on
ESSG WORKPLACE SAFETY POLICY and I understand failure to comply is
grounds for disciplinary action, up to and including termination.

I also agree that if at any time during my employment I am believe that I am
working in an unsafe or dangerous work environment, I will immediately contact
my supervisor, manager, director or ESSG’s Safety Director at
952.885.1288/1,866.496.7573 in order to obtain assistance in the resolution of such
matters,

Employee Name (Please Print)

Berhane Arlam

Employee’s Signature:

Bertane Ariant. Date; Oct11,2017

Behane At {0:13,2017)




o SO0 Pre-Screening Notice and Certification Request for

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

lmam' m“.!u‘.',"m Y > Information ahout Form 8850 and its separate instructions is at www.lrs.goviform8sso.

Job applicant: Fill in the fines below and check any boxes that apply. Complete only tflls side,
Your name Social security numberp> 475331227

Strest address where you live 3152 Jersey Avenue Street

City or town, state, and ZIP coda Saint Louls Park, MN 55426

County  Hennepin Telephone number 7632217838

If you are under age 40, enter your date of birth (month, day, year) 08211997

| ]ﬂ] Check here if you received a conditional certification from the state workforoe agency (SWA) or a participating local agenoy
for the work opportunity credit.

2 [T Check here If any of the following statsments apply to you, .

® lam amambercfafamﬂythathaareoaivedasslstancefromTemporaryAsslsmncaforNeedy Families (TANF) for any 9
months during the past 18 months.

* | am a veteran and a member of a family that received Supplemental Nutrition Assistance Program (SNAP) benefits (food
stampa) for at least a 3-month period during the past 15 months.

* | was referred hers by a rehabllitation agency approved by the state, an employment network under the Ticket to Work
program, or the Department of Veterans Affalrs,

* | am «t least age 18 but not age 40 or older and | am a member of a family that:
a, Received SNAP benefits (food stamps) for the past 8 months; or
b. Recelved SNAP benefits (foad stamps) for at least S of the past 6 months, but is no longer aligible to recsive them.

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

* Ireceived supplemental security income (SSI) benefits for any month ending during the past 80 days.

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

()

Check hers If you are a veteran and you were unemployed for a periad or periods totaling at least 8 months during the past
yesr,

4 [1 Gheck here if you are a veteran entitied to compensation for a service-connected disabllity and you were discharged or
released from active duty in the U.S. Armed Forces during the past year,

5 m] Chaok hera if you are a veteran entitled to compensation far a service-connacted disahility and you were unemployed for a
period or periods totaling at least 6 months during the past year.

68 [11 Check here if you are a member of a family that:
* Racelved TANF payments for at least the past 18 months; or
* Recelved TANF payments for any 18 months beginning after August 5, 1897, and the earijest 18-month period beginning
after August 5, 1987, ended during the past 2 years; or

* Stopped being eligible for TANF payments during the past 2 yoears because federal or state law limited the maximym time
those payments could be made,

7 EJ Gheck hers If you are in a period of unemployment that Is at least 27 consecutive weeks and for all or part of that perjod
yau received unemplgyment compensation,

Signature—All Applicants Must Sign

Under panaltiea of parjury, ldsdarothatlqavameabwamfmmﬂmtuﬂmamphywonorbsfommsdaylwasnﬁamdajub, éndlﬂa,tnﬂtsbsslofmylmmedge. true,
eorract, and somplete,

-

Job applicant’s signature B>  BrhareAram (Get 12,2017) Date Oct11,2017

For Privacy Act and Paperwork Reduction Act Notice, sae page 2, Gat, No, 228511 Form BBB0 fov, 5.0019



Form A rev. 0312017) TAX CREDIT QUESTIONNAIRE 212 1 [

EMPLOYER SECTION:
Client: Company:
Location: Position: Starting Wage: $
EMPLOYEE SECTION:
[ First Name: Last Name:  Suffix: Street Address; City/States Zip:
Berhane Ariam 3152 Jersey Avenue Street Saint Louls Park, MN 55426 |
"SSHh “Date of Birth: Age: Have you worked for | Ifyes, location: '
475331227 08211997 Sk
Please complete all questions, and sign and date the form. Yes No
1, Have you or has anyons living with yon received Temporary Assistance to Needy Families (TANF) a @

at any time since Augnst 5, 1997? (T yes, please provide information below.)
Name of the person receiving benefits: ____ Relationshiptoyow:
City: ___ County: _____ State:

2. Have you or has apyone living with yon received Food Stamps (SNAP) at any time during the past 15 months? QI O)
(1f yes, please provide information below.)

Name of the person recelving benefits: ____ Relstionshiptoyon:
City: __ County: _____ States

3. Have yon received Supplemental Security Iucome (SS) at any time within the past 3 months? Q @
| Plaasenote,ﬂﬂsisnotﬁxesameasSocialSecuriwbensﬁta(SS)orSoclalSectwluDisabﬂity(SSDI)bemﬁm
*If you checked yes please provids a copy of your 851 documentation,

4. Have you received any type of vocational rehabilitation services within the past two years?
If yes, please indlomwhiuhtypeofagen%vou worked with and provide their location information below:

[L11 Vosational Rehabilitation Agenoy [TJ Dept. of Vetorans Atfairs [Cl} Bmployment Network (Ticket to Wosk Program)
Nameof Agency: ____ Phone#: ____

City: County: ____ State:

*If you checked yes please provide a copy of your active Individual Work Plan and Ticket to Work documentation.

5. Are yon a Veteran of the U.S, Military? *If yes, please provide a copy qf your DD-214 and letter of separation.

(If yos, please provide information below. Ifno, please continus to question #6.) .

Dates of Service - From: ____To:
Branch of Sarvice:

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

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

If yes, dates of unemployment - From: To:
Did you receive unemployment compensation at any point during your unemployment?
1f yes, in which state did you receive unemployment compensation? __

0O
@

O
O]

a DO*D
ol @ e®

7. Have youn heen convicted of a felony or released from prison for a felony conviction in the past 12 months?
Canviction Dae; Releage Dates

Wasthisa [ Foderal o[} State conviotion? 1£Statp ~ Coumty: ___ States____
S : g _AMQlonal Tax {?{redlf_s :
IEC (Native American): Are you or your spouse 2 member of a Native Amerioan Tribe? O
I you checked yes please provide a copy of your CDIB i
CA Residents: ]D Are you the child of foster parents? Do you receive CalWarks? Workfores Tuvestment Act?
: [Tl Are you s migrant or seasonal farm worker? D Have you ever been canvicted of a misdemeanor?
SCResidents: [T Do you receive Family Independence Benafits?

PLEASE READ, SIGN, AND DATE:
Under penalties of perfury, I declare tlie informetion above fo be true and accurate to the best of my knawledge, and 1 hereby authorize any agency, organization, or

individuals to supply such verification or mformation that may be needed to determing tax credit eligibility 1o my employer, emplayer represenlative (Associated
Consuliams, Inc. dba Retrotax), or the Department of Labor.

New Employee Signsture; _ SULABNE 1N Date: | OCt11,2017

@




U.S. Department Labor OMB Control No. 1205-0371
Employment and Training Administration Expiration Date; Jannary 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 esich 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: _sevmeatm@msinamg — Date Oct 11,2017

New Hire Name; Berhane Ariam

Social Security Number; 475331227
Employer Name:

Please check the statements below if they apply to you,

| declare that | was in a period of unemployment that is at least 27
consecutive weeks and for all or part of that period 1 received unemployment
compensation. :

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

(Enter start date)

Privacy Act Nofice:

The Intemel Revenue Code of 1986, Saction 51, as amendad and is enacling legislation, P.L. 104-188, specify thet the State Workforee Agencles am fie
"designated® agencies responsible for administering the WOTC certification procedures ofthis program. The Information you have provided complefing this
form will be disclosed by your emplayer to the Stais Workforos Agency. Provision of this Information Is voluntary; however the information is required to
determine your employer's efigibfity for the feders tax credit,

Public Burden Statement:

Persons are not required o respand to this collection of information unless it displays a currenily valld OM B confrol number, Respondents’ obiigation fo
complets this form s required to obiein or retain benafits (P.L. 111-5), Public reporting burdsn Is estimated to average 10 minutes per response, including the
ﬂmeformﬁanhghaﬂucﬁmamﬁnge&ﬂmdatasmmgatheﬂmmdmslntalnhgﬂwedatnneeded.mdmpleﬁmmmmlhemﬂeuﬂmuf
Information. Send comments regarding fhis burden esfimate o the U.S. Department of Labor, Division of Netfiona} Programs Tools Technical Assistancs,
Room C-4510, Washinglon, D.C. 20210 (Paperwark Reduction Project 1205-0371). Pleass do ot submit completed forms {o this address,

117-

ETA Form 9175 (Rev. November 2016)






m ACKNOWLEDGMENT

The associate handbook was reviewed with me, and | have received my personal copy. | also
acknowledge that | have been given the opportunity to ask questions and express eoncerns
during my orientation. Additionally, | understand and support the following:

1. This handbook is intended as a guide and not an employment agreement that
creates a contractual relationship, and that the employment relationship may be
terminated at the will of either party at any time.

2. The changing needs of the business will require alteration in method, practices and
policies, and the company will unilaterally revise, as necessary, to meet these
changing needs.

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

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

Date: 10 -\ =201

Associate's Signature:

Associate's Printed Nam#:

Orientation provided by:

24



RECEIPT OF EMPLOYEE HANDBODK AND EMPLOYMENT-AT-WILL STATEMENT

This is to acknowledge that | have read the Employer Solutions Staffing Group LLC Temporary
Employee Handbook and understand that it sets forth the terms and conditions of my employment as
well as the duties, responsibilities and obligations of my employment with the company. | understand
and agree that it is my responsibility to abide by the rules, policies and standards set forth in the
Handbook.

| also acknowledge that my employment with ESSG is not for a specified period of time and can be
terminated at any time for any reason, with or without cause or notice, by me or by the company. |
acknowledge that no oral or written statements or representations regarding my employment can alter
the foregoing. | also acknowledge that no manager or employee has the authority to enter into an
employment agreement, express or implied, providing for employment other than at-will.

I also acknowledge that, except for the policy of at-will employment, ESSG reserves the right to
revise, delete and add to the provisions of this Employee Handbook. All such revisions,
deletions or additions must be in writing and must be signed by the CEO of the company. No
oral statements or representations can change the provisions of this Handbook. | also
acknowledge that, except for the policy of at-will employment, terms and conditions of
employment with the company may be modified at the sole discretion of the company, with or
without cause or notice, at any time. No implied contract concerning any employment-related
decision, term of employment or condition of employment can be established by any other
statement, conduct, policy or practice.

| understand the foregoing agreement concerning my at-will employment status and the
company'’s right to determine and modify the terms and conditions of employment is the sole
and entire agreement between me and ESSG concerning the duration of my employment, the
circumstances under which my employment may be terminated and the circumstances under
which the terms and conditions of my em ployment may change. | further understand that this
agreement supersedes all prior agreements, understandings and representations concerning
my employment with the company.

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

DATE_IO-I{-Z0 1M

EMPLOYEE
NAME__/A .\ Ana REPWANME

PLEASE PRINT
EMPLOYEE

SIGNATURE

ESSG

REPRESENTATIVE / 4_/

23
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Acknowiedgement of Receipt Antiharassment Policy

e - ==

| certify that | have received a copy of Employer Solutions Staffing Group'’s Antiharassment Policy. |
understand that it is my responsibility to read this policy and ask my supervisor, a member of
management or to telephone Employer Solutions Group (ESSG) at 952.835.1288/1.866.496.7573 with
any questions | may have about this policy. | agree to comply with ESSG's policy on Antiharassment
and understand failure to comply is grounds for disciplinary action, up to and including termination.

| also agree that if at any time during my employment | am involved in any employment dispute or | am
subjected to any type of discrimination, including discrimination because of race, sex, age, religion,
color, national origin, disabllity, marital, sexual orientation or veteran status, or if | am subjected to any
type of harassment including sexual harassment, | will immediately contact my supervisor, manager,
director or ESSG’s Human Resource Department at 952.835.1288/1.866.496.7573 In order to obtain
assistance In the resolution of such matters.

Employee Name (Please Print)
an BER wANE

Employee’s Signatuge:

pate: 101\ - 2017

22



DRUG AND ALCOHOL

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

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

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

_ﬁmﬂuﬁm&
Individual’'s Name

10-\ 251
Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10
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employer solutions staffing group..

Notification of Minnesota Law Re uirement —

Unemployment Acknowledgement

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

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

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

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

ﬁé%&&\/' _0-\\ 20
Empjbyee Signature; Date:

A2 P, ¢ BER RnANE

Employee (please print your name here)

CMG_SM - Rev. 00.2013



SANE? - 2193016564 |oFrcEus oy LOCATION

L EAGU .l.uuucu.l.u'l.!.y LVl.e(llCﬂ.l nenent_s_l_’lan Z

Date____/__ _./ i

T ey e e

Rehire

ENROLLMENT FORM ESC CU[UNAC-MN) P1 v18.

Pmm USING BLACK or BLUE INK (Must Be Filled Out)
Name . : ;

Social Security # Home Phone . Sex @ El
T T R S SN S R S '}thﬁ PRI
_____ —City——————————— State— P 3
/

B. DO YOU OR ANY OF YOUR DEPENDENTS RECEIVE MEDICARE BENEFITS? I-:lYGSDNo Iers,pleasecont.nue, 7
Medicare Health Insurance Claim Number (HICN) | Medicare Effective Date e
.Narhe of vaered Person (s): =1 ' '

1. ) ; A S S =Xy e

C. LIVITED BENEFITS PLAN SELECTION ..l ___ Payroll Deductad Weekly Rate:
You MUST select a coverage level before any benefits in Section C. Your coverage level for the all benefits in Section C will be

identical. The Fixed Indemnity Medical Plan, Dental Pian, Term Life Plan, and Short-Term Disability plans are underwritten by BC¢
Insurance Company. The Vision plan is underwritten by

y Companion Life Insurance Company.
SELECT COVERAGE LEVEL F"‘E,:E';m”!‘"" DENTAL VISIoN | TERMUFE | $HORLTERM
| Employee Only [ ]| - 520.2§ ﬁ - $617 B $242 @? $0.60 a $4.20 a
Employee +1 [ ] $41.10 $12.34 $4.92 $0.90
Employes + Family [ ]| ~ ssa88 . $20.36 $6.56 . $1.80 ) .
NO to ALL Beﬁeﬁts E' I___lYes I:l No I:IYes I___l No I___lYes DNO I___lYes I___l No DYes D No

_This coverage is not available to residents of NH, HI, or PR. 2STD s not avalable to persons who work in CA, Hi, Nd, NY, or R. .
For Term Life / Accidental Death & Dismemberment, please write in your beneficiary information. Accidental Death 3
‘Dismemberment is part of the Term Life Benefit,

Name

Relationship

D. REQUIRED DEPENDENT INEORMATION

Name . Social Security # | Date of Birth | Sex rRelationship

S e .8 Ll [MITE] - C1spouse [ child (] Domestic Pattner
Name ~ Social Security # | Date of Birth | Sex Relationship
= ek 0 IMITE] Cspovse [ chikd T Domestic Partrer
'Name . Social Secufity# ' Date of Birth | Sex " Relationshlp kT

- _ , | : i @ A8 Spouse [_] Child[_] Domestic Partner
Name : Social Security # - Date of Birth | Sex Relationship
S /8 rM—] ‘DSpguseDChildDDomgstic Partner

E. REQUIRED SIGNATURE YOU MU e

YOU MUST SIGN AND DATE, EVEN IF YOU DECLINE COVERAGE
I have read the benefit packet and understand its limitations. | understand that open enrollment is only available for
a limited time and | understand that making no benefit selection is a declination of cove gh

DATE M/_f_lu:_g 105 gb SIGNATURE

)

This is an Essential StaffCARE Enroliment Form



[ Agifgmnsrsmrs @OO ESNG ggm

Brovp. employer soksfions nationwide group,
s 500 T8 0Pt 199 0 5408 SIS, oo oyt a0 o8 sl

Enhanced MEC Plan_Plan 1 R e

Bonefits Enroliment Form O New

Employee nformation

[1 Rehirg Rehire Date

mpio

Name (First and Last)
— Zip-Codo——
Gender LI Mate [ Marital Status L1 Singie | Date of Birth Date of Hire
[ Female | LI Manied [ Divoreed
Phone Number: il Address:
Please Select Desired Coverage:
Employee Only - Employee+Spouse - Employee+Child(ren) - Family -
$24.00/Week $38.00/Week $36.00/Week $63.00/Week
Social Security 8 Birth Date | So% Relationship
1 mate COSpouse [] Child
it WL Lasi Name — O Femaie O Domestic Partaer
Social Security # Birth Date | Sex Relationship
Msla CISpowse [J Child
First Name ML Last Nema E Femals [ Domestic Partner
: i = = ? T e o i 5 ’ 3 il i o f g ;"W
Soctal Security # BithDate | Sax Relationship
O Male S Child
Fit Name' M ~Tast Name | E] Fomie m | pi!:tin O =U0
NAME OF PERSON (FIRST, LAST):
EFF, DATE
EFF. DATE
EFF. DATE
Employes Acknowlsdgemant and Authorization - | hershy apply for the group bensfit{) as indicated. | acknowledgs that ail entries are trus and complete and that
any misstatements or fallure to report information may be used as the basis far cancsilation of coverage for me and my dapendent{(s), if any, from the originat
affective date, Further, | authorize my employer to makae the necassary payroll deduction of premiuma for coverages | have elected,
[IF ENROLLING - YOU MUST SIGN HERE
Employes Signature N F Date
evproveesoectvne 1Y | am DECLINING coverage
lunderstand thet | and/or my depandents, if any, waive any coverage and desire to participate In the plan at a later date, liwe may ba considered a lats enrolles and
must mest the requirements definad In the Certificate of Coverage for the company's medical or dental plana. if | decline enroliment for myself or my depandents
{including my apouse) becausa of other caverage, | may, in future be abls to enroil myseif or my dopcndm. in this plan, provided | request enroliment within 31
days after the other coverage ends, In addition, if a new depandent relationship forms as a result of marriage, hirth, adoption, placement for adoption of parting auit
of adaption, | may ba able to enroll myaelf or my dehendent, provided | request envoliment within 31 days of the event.
IF DECLINING- YOU M §J'_%IGN HERE
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; LEARE o
; Employer Solutions Staffing Group Health Benefits Team
PO Box 468270 Minneapolis, MN 65344-9958
! Phone: 952-767-9519 Fax: 952-787-9515

Email; Health@employetsolutlonsgroup.com



