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https://e-veﬁfy.uscis.gov/web/PrintCaseDetaﬂs.aspx?CaseVerNum

SENSITIVE BUT UNCLASSIFIED
Case Verification Number: 20172841 65102VW

Report Prepared: 10/11/2017

Comm Information

Company ID: 47429

Emglozae Information

Company Name:; Employer Solutions Staffing Group

Last Name: THOMPSON
Date of Birth: 05/02/1989
Hire Date: 10/11/2017

Document information
M

First Name: ASHLEY
Soclal Security Numbar: ** ** 1603
Citizenship Status: A citizen of the United States

List B Document: Driver's license or ID card Issued by a U.S, state or
outlying possession

Document Name: ID card

Driver's License or ID Card Number:

Case Status Information
\

List C Document: Soclal Security Card

Document State: Minnesota
Document Expiration Date: 05/02/2019

Final Case Result; Employment Authorized

Case Submitted On: 10/11/2017

Closed On: 10/11/2017

Closure Statement; The employee continues o work for the employer

Employer Case ID:
Case Submitted By: KRIT7027
Closed By: KRiT7027
after recelving an Employment Authorized resut,

SENSITIVE BUT UNCLASSIFIED

10/11/2017, 3:51 PM



PO Box 46270
Minneapolis, MN 55344-9956

Tel: 952,835.1288

www.esgstaffingsolutions.com

D
employer solutions staffing group..

New Hire Application

Personal Data— PLEASE PRINT LEGIBLY IN INK

Last Name _ThOMpSON First Name Ashley Middie Initiat M
Street Address 750 North Milton Street | Apt/ate 1011
City/State/zip _Saint Paul, MN o . Social Security Last Four XXX-XX- 1603
Phone Numbs; 6514322363 Emall Address _ ASHLEYMOODY419@YAHGR.COM

Staffing Agency/Recruitment Partner CMG

Are you legally authorized to work in the United Stetes of America? @IYES (JINO
Applicant Certification and Authorization

| understand that a comprehensive background checkmaybamnduchadtodahmﬂnemyeﬁglhnnymrmrebycammmamsomssa.
This may include but is not limited to, investigations of criminal and/or conviction records, driving reconds and/or a drug screen test ag
required by cllents, govemment regulations or by ESSG policies,

1 release ESSG and other persons or entities from any claims thet might be based on ESSG's decision to oonduct & background check,
1 certify that all statements made In my eppfication are true and accurate and that | have not omitted any material information or provided
felse or mislsading information. 1 understand that any meterial omission or misrepresentation will resultin fy disqualification from
conslderation for employment or, if discovered after | begin empioyment, will resuit in my termination,

If hired, 1 agree 1o abide by the policles and procedures of ESSG,

Ashley Thompson m Oct 11,2017

Name (Print or type) Applicant’s Signatura Date
A copy or facsimile ("fax™) will be considered the same as an original signature. Emall will ONLY be usad for smployment correspondence
: For ESSG Office Use Only L
DOH NHW 19 8850 w4
Emergency Contactinfo | Background Releass Form Background Results Uneglfloymem Letter ESC Application
applicahle) o

For ESSG Client Use

DOH ____  IROP ____ | workSiteLoe WC Code

BBSG - CMG-CO ' Rev. 04/2017
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Employment Eligibility Verification USCIS

Department of Homeland Security OME ;??6};30 Ve
U.S. Citizenship and Immigration Services Expires 08/31/2019

P>START HERE: Read instructions carefully before completing this form. The Instructions must be avallable, either In paper or electronically,
during complstion of this form. Employers are ltable for erTors in the completion of this form.

ANTI-DISCRIMINATION NOTICE: It Is llegal to discriminate against work-authorized individuals. Employers CANNOT specify which
document(s) an employee may present to establish employment authorization and Identity. The refusal o hire or continue to employ
Individual because the documentation presented al discrimination. _

¥ 4
3 A

; i 1' ¥ { 3

@ (Family Name) First Name (Given Name) Middle initial Other Last Names Used
Them P20 n Le~ M |
Address (Strest Number and Name)

1So N i Hon sk i;gﬂber c%:r}n.m?(ug( i oSt

_ , mn |SS5[064
Date of Birth (mm/ddlyyyy) | U.8. Social Security Number Employee's E-mall Address

Employee's j".e:ﬁho,f Number
0c/02 | | 959 |BED -1 (1 . ahc.. e,
lam aware t;mt federal law provides for Imprisonment and/or fings for false s
connection with the completion of this form.

ments or use of false documents lnu"aw
| attest, under penaity of perjury, that 1 am (check one of the following hoxes):
J&L A citizen of the United States
[[] 2. A noncitizen national of the United States (See Instructions)
[:] 3. A lawful permanent resident  (Allen Registration Number/USCIS Number);
D 4. An allen authorized to work  until (expiration dats, if applicable, mm/dd/yyyy):

Some aflens may write "N/A” in the expiration date field. (See instructions)

Aliens authorized to work must provide only one of the following document numbers to complete Form 1-9: mﬁzcv;%:]f#:g;m

An Alien Registration Number/USCIS Number OR Form 1-94 Admission Number OR Forsign Passport Number,

1. Allen Reglstration Number/USCIS Number:
OR

2. Form i-94 Admission Number:
OR

3. Forelign Passport Number;
Country of Issuance;

i) Y O e B

el

: v ; i) ; 1
SRR TR P R TR Y SR SEOAT WG Orepeiniy Snaii ahalaters uesis! on R B T R
| attest, under penalty of perjury, that | have assisted in the completion of Section 1 of this form and that to the best of my
knowledge the Information Is true and correct.
Slignature of Preparer or Translator Today's Date (mm/dd/yyyy)
Last Name (Family Na#e) First Name (Given Name)
Address (Street Number and Name) City or Town State ZIP Code

Form I-9 07/17/17 N Page 1 of 3



Employment Eligibility Verification USCIS

Department of Homeland Security Form I-9
U.S. Citizenship and Immigration Services m%;glg;g‘;f
:'.'P‘;“.‘-f'.‘f""l T Bmnlalt ','1"5_' : }'_:-’h-;'.'-'?‘?;.- s ey y f'f;‘ _'.,.,__.:r. _l.‘_ r—— it
e s i e 5y Y By e ot b
B (SERSING Senuments. b e o AR T U AU o e B0, SO T T
Ployea lnfom Section1 | HN;{";{‘:,.{{?R%’@Z)\ F'"FE'{;:(\‘?’V&" Neme) [, C?éwhmmnﬂm-;mﬂwm_
Identity and Eml;::ytrﬁem Authorizaﬁoraw lﬁ?ﬂ% oy EmplomF::tthMoﬂnﬂon

ey AP God T et )
—F ERIEC Minuscte Seeeely 0
T [ EEE T gy PO
Expliration Date (i any)(mm/dd/yyyy) | Expiration Date (i any)(mm/dd/yyyy) Expiration Date (i any){mm/dd/yyyy)
Document Title . U)g_ @a Q —
Issuing Authority Additional Information Pl
Document Number
Expiration Date ( any)(mm/dd/fyyyy)
Document Title j
Issuing Authority
Document Number
Expiration Date (¥ any)(mm/dd/yyyy)

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

The employee's first day of employment {mm/dd/yyyw: |(ﬁ al l {— | —} ¢+ (See instructions for exemptions)

[v] of Empl or Authorized Representative Today's Datefmm/ddAryyy) of Em| or Authorized Representative
A A, 0-1U-3073 | Oh o eg Bon
’ Name of Employer or AuthoriZed Representative ams of Employer or Authorized Representaive | Employer's Business or Organization Name
| ' % EMPLOYER SOLUTIONS STAFFING GROUP LLC
State | ZIP Code

MN 55439

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

i I i

Document Title ' A Document Number Expiration Date (if any) {mmrddyyyy)

| 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 relats to the Individual.

Signature of Employer or Authorized Representative | Today's Date {mm/ddAyyy) Name of Employer or Authorized Representative

Form I-9 11/14/2016 N
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employer solutions staffing group..
Wage Payment Method Authorization (Minnesota)

Employees have the option of receiving wages by Direct Deposit and/or Il Debit Card.
If ‘do not PO de g Written election, wages will be paid b er Checle.

it Ny A
|_| Direct Deposit (Please coriiplote Sections 3 and S below)
_| Payroll Debit Card (Please complete Sections4 and S beloy
o TenE § I R B A Y AN

' [] Update Bank Account

Note: Divect Dposit accounts may take up to 7 days to be activated.
| Paper Check (Plzase complete Section § below)

lundnrnhndanduhmledgethatﬂldonotpmvlde_a
voided check with this direct deposit form, I am
responsible for any delays in payroll or extra costs
incurred if the account number that I provide is incorrect.

Account#

AccountType: [ Chookin_gfl:l Savings [JOther

Tohelpusawidmaldnganm,pleasemhawpyofavnidcdcheck. (n deposit slip will not work)
lfyoucabmgubmks,donotcloseyonroldbankamnntmﬂymdﬁeﬁdmmhusmdnmemm&whiﬂlmaymepaypaioda.

T8 PRI T (7 [ [ (R I8 I Rl Y [T

FadarallawrequiresallMmdﬂhmmﬂmmobﬁmvmiﬁ,mmmmmmmlmuwpmnwmommmmhoﬁum
mquestaPaymllDebitCardﬁmyou,wemustprovldeaﬂoftheﬁsﬂomnginﬁ!maﬁonthatwiﬂembhtheﬁnmchlinsﬁmﬂmmidenﬁfyyowlf
youdonotsuhmitaDirectDepoaiﬂPnymllDebitCatdAnﬁnrbaﬁnn,ESSGwillpmvidatheneeessaryinﬁ)rmntionmdiasueyouaPaymllDebit
Cm'dtopnyiyourwngea.Foryourpmwcﬁnn,ﬂxeﬁnancialinsﬂmﬂonmsyaskyoutopmvidethamaddiﬂonalidenﬁﬁcaﬂonintbrmaﬂonsotheym
verify your identity,

Exceptforthemuﬂngandaccoumnumber,ESSGdocsnothaveamtoanyhlﬂ:rmaﬁonregardingyomPaymll Debit Card account or
transaeﬁnns.Onyonrﬁrstpayday,youwillmceiwyomnewPaymﬂDebitCud,andapacketmnmhingaﬂofthetermsmdmdiﬁmYouwill

thensignacknowledgingthatyoureeeivedthePayrollDebitCaxﬂmdpacket. YourPayrollDebitCardwillbereloadedoneachpnydayyourecalve
wages,

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

Initial Date

First Name M, Last Name Date of Birth
Strest Address (Po BOX NOT ACCEPTABLE) Social Security#
City State Zip . Cell Phone (mobils)

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

Payroll Debitharc; i!ouﬁng # Payroll Debit Card Account #

. — .
IMNWNedmmeﬂDMCmiwdwmemmWymﬁu,mmmMmmdMBm By activating my Payroll Debit Card,

1 am agreeing to the program texms, conditions, and disclosures that are included or made available to me from time to time from the financial institution, 1
anthorize fhe financial institution to debitmyPaymIlDethndamnmﬁrﬂxeﬁudmwibedhﬁcﬁuchedﬂematiapmdthepmmm
conditions, and disclosures,

-,

Employee’s Signature: ¢A.)
o S G ) N O RN o

T authorize ESSG to directly deposit my periodio wages/compensation 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: @ ~ =
this information will only be used to send your paystubs electronically

Employee's Signature: Date:

’




of
Form W-4 (2017)  — meewsmas - =—-=re  EmEsiism
Purp Complste Farm W-4 eo m’%mmal "mmmﬁ&"‘%ﬁ’ consldar Wmm
Ve oA ) the corract federal income warksheats on page 2 further adjust yo m“‘wmm"gm”{m
tax from your pay. anew withhoiding altowrances based on fezad m
aacr,\ and your ar dadumhu.oenalnaadns. ustnamtultmms.
en, ar two-eamere/multiple jobs Meamemnrgump!e uhwlgﬁMa
mmnuuf"“m’” WW‘".&’QWWMWWM e iber of slancan o e sl o G
mnggg'n be based on allowances Wi Yorr Wil b moot sumle
16.201&8&3 “Tex Withho youclatmedmdmaymthaaﬂatamuuntnr o 0 UTUEY Wil be most ancurs
parmtm “‘9”- forthe Job and zero are
onhlsarhsrmmm, c!atm oamption of humarm!d sta!uscnmm tetumonh? Nomesi::\t ummm anm.
dyouarma ) §80
::"m mﬁmum% %mb,m?ﬁ"“w Nounmz.ammnmwmw-msmumh
" Anem able to clalm %ummm Check your withholding, gv:?ormw-ﬂalwa
emnﬁm p{gﬁmﬂmemmmb i Musamsnsmmhow
a dependent, If th employes; mmmmm e o 0 oy for 2017, Sea %: eamltm
=13 age 65 o7 oldgr, dmdordapmdem axceed §130,000 %‘W
» I3 biind, or ﬁn&d Puhradmlopmmhﬂmnaﬂm& anyfum
Farm {
'nwmi“ﬂ“‘“ mlliﬁg&mﬁ*&?‘“ Saa&lb, furh\fumwononmmemwwomw Wm regasamwnﬁepasted
Personal Allowanm Wor’EE (Keap foryourrecordsl
A Enter “1° for yourself if no one elss can claim youasadependent . . . o 8 g 5 000 00 o b
* You're single and have only one job; or
B  Enter™"ii { * You're married, have only ona job, and your spouse doesn't wark; or .., B
* Your wages from a seoond job or your spouse’s wages (or the total of both) are $1,600 or less.
C  Enter “1” for your spouse. But, you may choose to enter “-0-" if you are marriad and have either a working spouse or mpre
than one job. (Entering “-0-" may help you avold having oo little tex withheid) . . . . c o oo 00090 @
D Enter number of dependents (other than your spouse or yourself) you will claimonyourtexretum . . . . . . . . D
E  Enter *1” if you will file as head of household on your tax retum (see conditions under Head of householdabove) ., . E
F  Enter “1” If you have at least $2,000 of child or dependent care expenses for which you plan to olaim a oredit . . F

{Note: Do not inciude ohild support payments. See Pub, 503, Child and Dependent Care Expenses, for detalls))

Chiid Tax Credit (inciuding additional child tax creciif). Ses Pub. 872, Child Tax Credit, for more information.

* If your total income will be less than $70,000 ($100,000 if mayried), enter "2° for each eligible child; then less “1* if you
have two to four eliible children or less “2" if you have five or more eligible ohildren.

* If your total income will be between $70,000 and $84,000 ($100,000 and $118,000 i married), enter “1° fof each eligible ohild. @
H  Add fines A through G and enter total here, (Note: This may be different from the number of exsmptions you clalm.on your tax retum) > H

For aoomawau.

complete ot ia and
worksheets yon;‘are

that apply. to avoid having too

have more than ob manied and
Iobs emeed $50.000 6%%?({00 i?;n:r:led). see the ‘I{::—Eam

;'l‘fdvouplmbmmorclalmadlushnemsmmmandwamtnreduoeyowvdmholdlng.seeﬂ\eneduoﬂons
ustments Worksheet on page 2.

your spouse hoth work and the combined

era/Multiple Jobs Worksheet on page 2

) OIfnmherofmeabovesmnauonaappﬂes. stop here and enter the numbar from line H on lina 5 of Form W-4 below.

Form W"'4

Depatmoﬂmm

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

Employee’s Withholding Allowance Certificate

» Whether you are entitied to claim a vertain number of allowances or exemption fram withholding s
subject to review by the IRB. Your employer may be raquired to send a copy of this form to the IRS.

OMB No. 18450074

2017

1 2 %mmamﬂnnmbw
Ashley M Thompson 470191603

D e A Do e W 3 Jo () Marisd () Manted, bt witshold at higher Single rate,
750 North Milton Street 1011 © snge O O Martec, Igher Bing

Note: if manted, but lsgeily separated, or spouse is & nonmesident alten, check the “Single” box.

City or town, state, and 2IP ands
Saint Paul, MN

55104

4 i your last name differs from that shown on your soclal seourtty card,
chiouk hers, You must call 1-800-772:1218 for a raplacement card. > (1

§  Total number of allowances you are claiming (from ling H abaye or from the applicable workshest on page 2) B
@ Additional amount, if any, you want withheld fromeach paycheok . . . . . . .

1
SRR ar et P Y

7 lclatmexempﬂonftqmwithholdingfnrzuﬂ.andlcertiﬁﬁatlmeetboﬂmfﬁablhwhgcondtﬁonsfcrexempﬁon. SRy 2

» Last year | had a right to a refund of all federal income tax withheld heoause | had no tax liability, and
»This year | expect a rafund of all federal income tax withheld beoause | expect to haye no tax lial

blﬂa_ty e i
. . el

If you meet both conclitions, write "Exempt* here, . . . R

Undarpanalﬂasofpedury.tdeclareﬂlaubmm&ndﬂﬁwrﬂﬂeateand,toﬂwbestafmylmowiedgeandbeﬂef. it Is true, correst, and complate.

A@ mﬂfz
{This form Is not valid unless you sign i) » _ AstleyThifnpson Oct. 18,2047}

Empioyes’s signature

bate» Oct11,2017

8  Employer's nams and address (Employer: Complete lines 8 and 10 only if sending to tha IRS)

B Qftice ouda {optiona) | 10

Employer Identification humber (EIN)

For Privacy Act and Paperwork Reduction Act Notice, see page 2,

Cat. No. 1022000

Form W=4 2017)



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

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

ation of Work Status
Pursuant to § 8-2-122, Colorado Revised Statutes

Employee Name:

Last Pirst Middle Date of Birth

Social Security Number: Date of Hire: (MM/DD/YYYY)

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

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

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

2.  Ihave retained file copies of the documents requited by 8 U.S.C. sec. 1324a.
3. Thave not altered or fulsified 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 employer to 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 gbove named individual’s employment.

§ 8-2-122(2), CRS.: On and after January 1, 2007, within fwenty days afier hiring & new employee, each emplayer 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 documents required by & U,S.C. sec, 1324a; that the employer has nat altered or falstfied the employee’s Identification
documents; and thet the employer has not knowingly hired an upauthorized align, The employer shall keep a written or electronio
copy of the affirmation, and of the documents required by 8 U.S,C, sec. 13243, for the term of emplayment of each employee.

‘This mandatory affirmation is provided by the Colorado Division of Labor. Visit wwweglomda gov/cdle/avr for more information.




EMPLOYER SOLUTIONS STAFFING GROUP
BACKGROUND CHECK AUTHORIZATION

Employee Name: _ Ashley M Thompson
(First) (Middle) (Last)

Former Name(s) and Dates Used:

Current Address Since: 750 North Milton Street Saint Paul, MN 55104
(Mo/Yr) (Street) {City) {State/Zip)
Previous Address From:
(Mo/Yr) (Street) (City) (State/Zip)
Previous Address From; . : —
{(Mo/¥r) (Street) (City) (State/Zip)
Social Security Number; ___ 470191603 pop:__ 05021989
Phone Number: 6514322363

Driver’s License Number/State; _ E225091317315

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

I hereby authorize Employer Solutions Staffing Group, LLC and its designated agents and representatives to conduct a
comprehensive review of my background causing a consumer report and/or an Investigative consumer report to be
generated for employment purposes. | understand that the scope of the consumer report/ investigative consumer
report may include, but is not limited to the following areas: verification of social security number; credit reports,
current and previous residences; employment history, education background, character references; drug testing, civil
and criminal history records from any criminal justice agency in any or all federal, state, county jurisdictions; driving
racords, birth records, and any other public records.

I further authorize any individual, company, firm, carporation, or public agency to divulge any and all information, verbal
or written, pertaining to me, to Employer Solutions Staffing Group, LLC or its agents. | further autharize the complete
release of any records or data pertaining to me which the individual, company, firm, corporation, or public agency may
have, to include Information or data received from other sources. Employer Solutions Staffing Group, LLC and its
designated agents and representatives shall maintain all information received from this authorization in a confidential
manner in order to protect the applicants personal information, including, but not limited to, addresses, social security
numbers, and dates of birth.

Signature; st twa B Date; Oct11,2017
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.
[ 1 wish to receive a copy of any Background Check Report on me that is requested.



Para Informacidn en espafial, visite www.consumerfinance.gov/learamore o escribe o la Consumer Financial Protection Bureay, 1700 G Street N.W.,, Washington,
DC 20552,

A SUMMARY OF YOUR RIGHTS UNDER THE FAIR CREDIT REPORTING ACT
The fedleral Falr Credit Reporting Act (FCRA) promotes the accuracy, Talrness, and privacy of information In the files of consumer reporting agencies. There are many
types of consumer reporting agencies, lndudlngcredlthureausanda:edaw/agendes(sumasagendsﬂmwlmfumﬂmabomdmkwrmnslﬂmm, medical
fecords, and rental history records), Here is a summary of your major rights under the FCRA. For more information, including information about additional rights, go
to www.consumerfinance gov/isarnmore or write to: Consumer Financlal Protection Bureay, 1700 G Street N.W., Washington, DC 20552,

] Youmnstbatulﬂl!hfnmntbnlnvoutﬂlehasbeeawedagalmvuu.Anymewbousesuderepm or another type of consumer report to deny your appll-
cuﬂonfnru’edit.hmmoremplwmu-ormtakeanotheradvatseacﬂonasalnstyowmmttallyou.andmustglveyouﬁuename,aﬂdmanﬂphuna
number of the agency that provided the informatign. :

e You hava the right to know what Is In your fie, You may rafusst-and ohtain 2l the information ehboutyou Inths files of @ consumer reporting sgency (your “file
disclosure®). You will be required to provids proper identification, which may include your Social Security number. in many cases, the disclosure will be fras. You
are entitled to o free file disclosure I
= @ person has taken adverse action against you becayse of information in your credit report;

@ you are tha victim of Identity theft and place e fraud alert in your file;

» your file contains inaccurate information as a result of fraud;

» you are on public assistance; .

* you are unemployed but expect to apply for employment within 60 days.

in addition, all consumers are entitled to one free distinsure every 12 months upan request fram each nationwide credit bureau and from nationwide specialty con-

sumer reporting agencles. See www.consumerfinance.gov/learnmore for additional informatian.

® You hiave the right to ask for a credit score, Credit scores ara numarical summaries of your credit-worthiness based on information from cradit buveaus. You may
requesta credit score from consumer reparting agencies that create scores or distribute scores used in residential real property loans, but you will have tp pay for
It In some mortgege transactions, you will receive credi score Information for free from the mortgage lender,

® You have the right to disputa incomplete or Inaccurate information. if you identiy information In your file that Is Incomplete or Inaccurate, and report & to the
consumer reporting egency, the agency must investigate unless your dispute Js frivoloys, See www.consumerfing ]
procadures,

* Consumsr reporting sgancies must carrect or deleta Inaccurate, incomplate, or unverifiable Information. inaccurate, incomplete or unverifiable information
must be removed or corrected, usually within 30 days. However, a consumer reporting agency may continue to report information i has verified as accurate,

¢ Consumer reporting agencies may not report dutdated negative Information. n ranst cases, a consumer reporting agency may not report negative Information
that Is mora than seveh yesrs old, or bankruptcies that are more than 10 years old.

¢ Access to your file is limited, A consumer reporting dgency may provide information about you only to peopie with a vaild need - usually to consider an applica-
tion with a creditor, insurar, employer, landlord, or other busingss, The FCRA spacifies those with a valld need for access.

» Youmust give your consent for reports to be providesd to employers. A consumer reporting agency may not give out information about you to your employer, or
a potential employer, without your written consant given to the emplayar. Written consent generally is not retjuired In the trucking industry. For more infor-

[lsarmnniore,

. Youmynmn“prausenwmuufuedltaudMmmmmmmlmmnmwmmmm Unsplicited "prescreaned” pffers for creditand
Insurance must includeatoll-free phone number you can call I you choose to remove your name and address from the Iists these offers ara based on. You may
opt-out with the nationwide credit bureaus at 1-888-567-8488.

s Youmay seek damages from viclators, If a consumer reporting agency, or, in some cases, a user of consumer reparts or a fumisher of information to a consumer
reporting agency vialates the FCRA, you may be able to sue In state or federal court.

© dentity theft victims and active duty miltary persanne! have additional rights. For more Information, visit www.consumerfinanca.gov/learnmore.
States may enforce the FCRA, and mony stutes have their dwn consumer reparting laws. in some cases, you may have more rights under stote law, For more Infor-

motion, contact your stute or local consumer protection agency or your state Attorney General, For information chout your federal rights, contact:

TYPE OF BUBINESS: CONTALT:
1.2, Banks, savings assaciations, and credh unlons with totel assets of ovar a. Bureau aof Consumer Financial Protection
$10 billion and thelr affiliates, 1700 G Street NW
Washington, DC 20552
b. Such affiliates that are not banks, savings associations, or credit unions also | b, Federal Trade Commission: Consumer Response Center ~ FCRA
should list, in addition to the Bureau: Washington, DC 20580
{877} 3824357

2, Tg the extent notincluded in item 1 above:
8, National banks, federal savings associations, and federal branchesand fed- | a, Office of the Comptraller of the Currency
eral agencies of foreign banks Customer Assistance Group

1301 McKinney Street, Sulte 3450
Houston, TX 77010-9050

b, State member banks, branches and agencies of forelgn banks {ather than b. Federal Reserve Consumer Help Center
Tederal branches, federal agencies, and insyred state branches of forelgn P.O, Box 4200

banks), commerclal lending campanies owned or controlled by forsign banks, | Minneapolis, MN 55480

and erganizations operating under section 25 or 25A of the Federal Reserve
Act

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

. Federal Credit Unions d. National Credit Linion Administration




EMERGENCY CONTACT INFORMATION

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

Employee Name: 7 AshleyThompson

Address: __750 North Milton Street Saint Paul, MN 55104
Home Phone: _ 6514322363

e e CEMERGENC Y CONTAC TSRS e b R e e
: Plcaaa Hsrt twq peopl@(in prnqprity prder) who eould be.conticied in cas@of an emergency-

Contact #1 Home Phone: g51-399-3199

Name: Melody Thompson Cell Phone:

Relationship: ‘Work Phone:
Contact #2 Homa Phone: 651-492-4676

Name: Eron Wilson Cell Phone:

Relationship: Work Phone:

Additional information you want Emplayer 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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NT OF FID
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 provislons 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 walver by
the employer of the right to prevent any such violation in equity or otherwise.

Ashiay L fOct: mf
Employee Signature

Employer Solutions Staffing Group LLC, Representative



" employer solutions stang__g?ozxpm_ 5
INJURY MANAGEMENT PROGRAM

Injured Worker's Responsibilities

As your employer, we are concemed 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. ;

Obtain a Report of Workability from your physician at every appointment, a
minimum of once every two 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 earljest appropriate time.

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

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

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



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

No r lover immediately of any 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: m

Printed Name; Ashley Thompson
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Important/lmportante
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
verified that the check has not been cashed, ESSG will stop payment on the
check and re-issue the check to you, deducting a fee of between $25-$35.

| If your paycheck was stolen, you must first file a police report before we can re-

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

CHEQUES DE PAGO PERDIDOS O ROBADOS

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

Si su cheque de pago fue robado, primero debe denunciar el robo a la policia
antes de que podamos volver a emitir el cheque. Una vez hecho esto, usted
debe proporcionar una copia de la denuncia a su reclutador de personal que el
cheque fue robado. 8i el cheque no ha sido cobrado y s 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): Ashley Thompson

)
Signature/Firma: Shnmstewn naadzer,
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 ESSG WORKPLACE SAFETY POLICY

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

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

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

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

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

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

ESSG is committed to vigorously enforcing its OSHA Compliance Policy.

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

* Responsibility to work in compliance with OSHA laws and regulations

* 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
preacribed safety equipment.

You have the following basic rights:

¢ Right to refuse unsafe work

* Right to know or be informed about actual and petential 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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o Right to request information about safety and health hazards in the -
workplace, appropriate precautions to take, and procedures to follow if
involved in an accident or exposed to hazardous substances

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

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

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

952.835.1288/1.866.496.7678) 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 or to telephone
Employer Solutions Group (ESSG) at 952.885.1288/1.866.496.7573 with any
questions I may have about this policy. I agree to comply with ESSQ’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 Safoty Director at
952.885.1288/1.866.496.7573 in order to obtain asgistance in the resolution of such
mattera.

Employee Name (Please Print)
Ashley Thompson

Employee’s Signature:

é{%ﬁgﬁ_ Date: Oct11,2017




o B850 Pre-Screening Notice and Certification Request for

(Rev. Marah 2016) the Work Opportunity Credit OMB No, 1545-1500
it Fvamo e | _ > Information abiott Form 8850 and fis separets instruptions I at www.s.gov/form@850 '
Job applicant: Fill in the lines below and check any boxes that apply. Complete only this side.
Your name Social security numberp> 470191603
Street address where you live 750 North Milton Street __ 1011
City or town, state, and ZIP coda Saint Paul, MN 55104
Courty Ramsey : Telephone number 6514322363

If you are under age 40, enter your date of birth (month, day, year) 09021989

9 E] Cheok here If you received a conditional certification from the state workforoe agency (SWA) or a partiolpating looal agency
for the work opportunity credit.

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

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

* lam a veteran and a member of a family that received Supplemental Nutrition Assistance Program (SNAP) benafits (food
stamps) for at least a 3-month period during the past 15 months,

* 1was referret! here by a rehabilitation agency approved by the state, an employment network under the Tickst 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, Recelved SNAP banefits (food stamps) for the past 6 months; or
b. Recsived SNAP benefits (food stamps) for at least 3 of the past & months, but fs no longer eligible to receive them.

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

* 1 racelved supplemental security income {SSI) benefita for any month ending during the past 80 days.

¢ 1 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 hera if you are a vetsran and you were unsmployed for a period or periods totaling at least 8 months during the past
yedr,

4 [ check here i you are a veteran entitied to compensation far a ssrvice-connectad disability and you were discharged or
released from active duty in the U.8, Armed Forces during the past year,

m] Check here if you are a veteran entitled to compensation for a servics-connected disahility and you were unemployed for a
period or periods totaling at least 6 manths during the past year.

6 [TI1 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 &, 1867, and the earfiest 18-month period beginning
after August 5, 1897, ended during the past 2 years; or

* Stopped being ¢ligible for TANF payments during the past 2 years because federal or state law limited the maximum time
those payments could be made.,

7 Eﬂ] Check here If you are In a peried of unemploymant that Is at least 27 consecutive weeks and for all or part of that period
you received unemplgyment compensstion,

“Signature—All Applieants Must Sign

Under penalties of petjury, | declare that | gave the abovalnfnmuﬂmtnmsampbyerannrbafmﬁledsylwasnﬂamdajob.and itis, to the béstafmyimowleﬂge,m
cosrect, and somplate,

AJZZ% W{ﬂfz
Job applicant’s signatura >  Ashle/Thefnpson fact 17,2007 pate Oct11,2017

For Privacy Aot and Paperwork Reduction Act Notice, sae page 2, Cat. No, 228511 Form 8850 [ev. 3-2016)




Form A (rev. 03/2017)

EMPLOYER SECTION:
Client: Company:
Loeation: Position:
EMPLOYEE SECTION; -
First Name: Last Name: Suffix; Street Address: City/Btates Zip:
| Ashley Thompson 750 North Milton Street | Saint Payl, MN- 155104
884: Date of Birth: Ages Have yon workied for | If yes, location;
470191603 05021989 I b gk
Please complete all questions, and sign and date the form. Yes No
L Have you or has anyone living with you received Temporary Assistanca to Needy Families (TANF) aa

at any time since Angust 5, 19972 (ifyes, please provide informatian belpw,)
Neme of the person receiving benefits; ____ Relationship toyou: ____
City: County: State; -

2, Mave you or has anyone living with yon received Food Stamps (SNAP) at any time during the past 15 months? @ @)
(if yes, pleaso provids information helow,)

Name of the person recsiving benefits: ____ Relationship to you: .
CHy: ... County: ______ State: ____

3. Have you received Supplemental Security Incoms (SSI) at any time within the past 3 months?
Pleanentm.ﬂﬂsisnmﬂ:eaameuSoﬁalSecurnybmeﬁu(SS)wSoddSwurﬂyDisabﬂﬂy(SSDDbmeﬁm
’[fynuchackndyaspleasepmvldaacapy of your S8 documentation.

4. Have you received any type of vocational rebabilitation services within the past two years? Q @&
If yes, pleate indinmwhlchtypeofagan%vou worked with and provide their location information below;

[ﬂ] Vocstional Rehabilitation Agency Dept. of Veterans Affhirs Employment Network (Ticket to Work Program)
Nameof Agency: ____ Phomedt __
Cit: ____ County: State:
*Ifyou checked yes please provide a copy of your active Individual Work Plan and Ticket to Work dacumentation.

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

{If yes, please pravids infhrmation below. 1f no, pleass continue to question #6.) .
Dates of Service - From: To:
Branch of Service;
Are you entitled o or are you receiving compensation for a service-connected disability?

6. Have you been unemployed at any time during the last 12 months?
If'yes, dates of unemployment - From: Ta:

Did you receive unemployment compensation at any pohnt during your unemployment?
1f yes, in which state did you receive unemployment compensation? -

Q
®

O
O]

—

Q DOXD
ol @ e©

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

Was thisa E Federalorm State conviction? IfState~Courty: _____ State:

Additionat Tax Credits :
IEC {Native Americap): Are you or your spouse a member of a Native American Tribe? O
If'you checked yes please provide a copy of your CDIB
CAResidents: [] Are you the ohild of foster pacents? [C] Do you receive CalWarks? [T Workforee Tavestment Act?
[D Are you g migrant or seasonal farm worker? D Have yon ever been convicted of a misdemeanor?
SC Residents: [T] Do you receive Family Independence Benefits?

PLEASE READ, SIGN, AND DATE:
Under penaliizs of perjury, I declare the information above to be true and accurate 1o the best of iy knowledge, and 1hereby authorize any agenty, organization, or

indyviduals 10 2upply such varification or tnformation that may be noedect to determine tax credit eligibillty 1o my eniployer, employer represemtative (Associated
Consultants, Iie, dba Retrotay), or the Department of Labor.

New Employee Signature: _g%{% Dute:  OCt11,2017

@




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 only.
_Emplayers or consultants submit this SAF to the State Warkforce 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
kmowledge.

e
New Hire’s Signature: mw,ﬁmwagm _ Date_OCt 11,2017

New Hire Name; Ashley Thompson

Socfal Security Number: 470191603
Employer Name:

Please check the statements below if they apply to you.

El | 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.

M 1declare that | have been in a period of unemployment since

(Enter start date)

Privacy Act Notice:

The Intemal Revenue Code of 1988, Seciion 51, as amended and its enaciing legistation, P.L. 104-188, specify that the State Workforos Agencies are the
*designated agencies responsible for administering the WOTC certificaiion procadures of this program. The Information you have provided compleing this
form will be disclosed by your employer to the State Woridoroe Agency. Provision of thig Informafion ks voluniary; however the information s required {o
detenmine your employsr's efigibility for the fedaral tax credit.

D Yy ey it adachhdndd el ddaaatd dund ek L L S e P S e A U —w

Public Burden Statement:

Persons are not required to respond to this collection of information unless it displays a currently valid OM B control number, Respondents’ obligation o
compiate this form is required fo obtain or retain bensfits (P.L. 111-5), Publio raporting burden is esimated to average 10 minufes per response, including the
time for reviewing instrucfons, searching exisfing datasources, gathering and mainteining fhe data needed, and complefing and reviewing the collection of
Informetion. Sand comments rogarding fhis burden esimatato the U.S, Department of Labor, Divison of Nefional Programs Togls Technical Assistance,
Room C-4510, Washington, D,C, 20210 (Paperwork Reduction Project 1205-0371). Plesse do no} submit completed forms to this address,

117-

ETA Form 9175 (Rev. November 2016)
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m ACKNOWLEDGMENT

The associate handbook was reviewed with me, and 1 have received my personal copy. |also
-acknowledge that | have been given the opportunity to ask questions and express concerns
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. lagree 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: /U“//"ZO/?"'

Associate's Signature: _ "4

Associate's Printed Name: g t

Orientation provided by: ‘{/

24



RECEIPT OF EMPLOYEE HANDBOOK 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 Tules, policies and standards set forth In the
Handbook.

I 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,

| 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 em ployment 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 employment 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, I will bring them to the
attention of ESSG.

pate_{0- (| 2017 .

EMPLOYEEA- |
NAME ]
LEASE PRINT

EMPLOYEE

SIGNATURE , r=—V N

ESSG
REPRESENTATIVE

23



Acknowledgement of Receipt Antiharassment Policy

I certify that | have recelved 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 empioyment dispute or i am
subjected to any type of discrimination, including discrimination because of race, sex, age, religion,
color, national origin, disability, 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)

Thompson

Employee's Sigyfature}

’ Date; 10 "[l L M

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. _ } g = =
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 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 alcohol test and other information
related to the test.

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10
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Notification of Minnesota Law Re uirement —

Unemployment Acknowledgement

According to Minnesota Statute section 268 085, subdivision 2, paragraph (d), an
applicant who, within five calendar days after completion of a suitable

job assignment from a staffing service, (1) fails without good cause to
affirmatively request an additional suitable Job assignment, (2) refuses
without good cause an additional suitable Job 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)

%%L‘W 10-1[-207

| ]
Employee (please print ydur name here) ;

CMG_SM - Rev. 09.2013
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Enhanced MEC Plan_ Plan 1 e il

LI New Employes

Benefits Enroliment Form

Employce Informaiion

—HAddresa—— Stato— —
Gender LI Male | Marital Status [ Single | Date of Birth ) Date of Hire
O Female | O Mamled 1 Divorced .
|Phone Number: Emall 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
" [Boce Secury 8 ﬁmmn =y Relationship
= 7 male [dSponse [ cChild
FOR TR = : Last Name O Femate [ Domestic Partner
Social Security # Birth Dato | Sex Relationship
Male CJSpouse [ Child
[Fist Name ML Last Name E Female [0 Domestic Partner
Social Sacurity # Bisth Date | Sex Relatlomhip
EriName— Y § T Nama— 3 Male [ Child
i - [J Female . pcﬁm DoEutlc Partner
NAME OF PERSON COVERED (FIRST, LAST):
EFF, DATE
EFF. DATE
EFF. DATE
Employee Acknowledgemant and Authorization - | hereby apply for the group banefit{s) as indlcated. 1 acknowledge that all entries are trus and somplete and that
any misstatements or fallure to raport information may be used as the hasis for cancellation of coverage for ms and my dependent{s), if any, from the original
|e!l’lnﬂu date, Further, ! authorize my employer to make the necsssary payrolt deduction of premiums for coverages | have slected,
IF ENROLLING - YOU MUST SIGN HERE
Employse Signature Date
EMPLOVEES DECLINING I5_ Tam DECLINING coverage
| undarstand that | and/or my dependents, if any, walve any coverage and deaire to participate in the plan at a later date, liwe may be considersd a late enrolies and
must mest the requirements defined In the Certificate of Covarage for the company's medical or dental plans. if | decline enroliment for myself or my dependents
(including my spouss) bacausa of other caverags, | may, In future be able to enrojl myseifor my dnp;::i'F In thia plan, provided | request enroliment within 31
days after the other coverage ends, In addition, if a new dependent relationahip forma as a result of age, birth, adoption, placament for adoption of parting sult
of adoption, | may be able to enrall myseif or my d-b_ondcnt. provided | request snroliment within 31 days of the event.
IF DECLINING- YOU MUST . SIGN HERE
Employes Signature —2) - Date j& I~ 70173
L ] > 3

ployer Solfitions Staffing Group Heaith Benefits Team
PO 270 Minneapolls, MN 55344-0956
Phone: 952-787-8619 Fax: 952-767-9515
Email: Health@employersoluﬂonsgroup.com



- FTXea inaemnity Medical Benetits _Plan 2

l_.V5| <’ 219301-ESG-1 lomce USE ONLY LOCATION ' Wi Rehlre Date _./__/____—_._
ENROLLMENT FORM ESC CU(UNAC-MN) P1 v18.
PRINT USING BLACK or BLUE INK (Must Ee Filled Out) e
Name = 3% . lSoclal Security # tHome Phone Sex @E
P S, (R __h R [ e i
| ——Cy— —-=r=5taan j“—b}r EoF Bl =
5. DO YOU OR ANY OF YOUR DEPENDENTS RECEIVE MEDICARE BENEFITS? DYesDNo ,ers‘ please commue
Medicare Health Insurance Claim Number (HICN) | Medicare Effective Date
Nafne 6f Cevered.l.’erson (s): ==
1. __ . . I 2, " ~ N 3

EEIEESEREEITCE i beducid Weekiy e
Y

ou 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 Plan, Term Life Plan, and Short-Term Disability plans are underwritten by BC¢
Insurance Company. The Vision plan is underwritten by Companion Life Insurance Company.

SELECT COVERAGE LeveL "o INDEMNITY | - () VISIoN | TeRMure | SHORETERM
 EmployeeOnly [ ]| - s2025 @ s W $2.42 ) $0.60 33|  sa.20 L
Employee + 1 [ ] $41.10 $12.34 $4.92 $0.90
Employee + Family I:I $s4.88 @ | 520.36 56.56 | $1.80 &
NO to ALL Beﬁeﬁts C DYes D No DYes I:INO DYes DNO DYes I:lNo DYes D No

1This coverage is not available to residents of NH, HI, or PR. 2STD is not available to persons who work i kin CA, Hi, NJ, NY, or RI.

For Tarm Life / Acddenhl Death & Dismemberment, please write in your be;eﬂdaw Informatlen. Accidental Dnth &
‘Dismemberment is part of the Term Life Benefit.

Name

Relationship

D. REQUIRED DERPENDENT INFORMATION

Name - Social Security # . Date of Birth | Sex : Relationship
S M e ol PN e e IE. DSP°”5°DCh.iIdDD°m35_ﬂ? Paftner
Name Socnal Secunty# Date of Birth f Sex Relationship
e Ml e o /1 i IE []Spouse[Jchild[] Domestic Partner
Name Social Securrty # Date of Birth | Sex  Relationship
! ‘ Lt/ IE . N Spouse [_] Child[ ] Domestic Partner
Name Socval Security # Date of Birth | Sex Relationship
T A j IE {]] Spouse [ ] Child [_]Domestic Partner
E. REQUIRED SIGNATURE | YOU MUST SIGN AND DATE, EVEN IF YOUDECLINE COVERAGE

I have read the benefit packet and understand its limitations. | understand that of open enrollment is only available for
alimited time and | understand that ‘making no benefit selection is a dec ination of coverage.

oxx [0 N2 F | b o W"\‘

This is an Essential StafCARE Enroliment Form



