Ar vaAuy. CIUIL UHNE LSTELS - FTEVIEW https:/le-verify.uscis.gov/web/PﬁntCaseDetails.aspx?CaseVerNum#‘

E-Verify

SENSITIVE BUT UNCLASSIFIED
Case Verification Number: 2017290163659LC
Report Prepared: 10/17/2017
Company Information
Company ID: 47429 Company Name: Employer Solutions Staffing Group
Employes Information
Last Name: Olgard First Name: David
Date of Birth: 05/27/1967 Social Security Number: *** ** 3485
Hire Date: 10/17/2017 Citizenship Status: A citizen of the United States

Document Information
List B Document: Driver's license or ID card issued byaUsS.slateor  List C Document: Social Security Card

outlying possession
Document Name: Driver's license Document State: Minnesota
Driver's License or ID Card Number: Document Expiration Date: 05/27/2018

Case Status Information

Current Case Result: Employment Authorized Employer Case ID;
Case Submitted On: 10/17/2017 Case Submitted By: KRIT7027
SENSITIVE BUT UNCLASSIFIED

l1of1l 10/17/2017, 3:37 PM
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www.esgstaffingsolutions.com

N

employer solutions staffing group..

New Hire Application

PO Box 46270

Minneapolis, MN 55344-9956

Tel: 952.835,1288

Personal Data-~- PLEASE PRINT LEGIBLY IN INK

Middie Initial T

Last Name _Olgard First Name __David
Strest Address _ 1257 Rice Street

cny’wp Saint Paul, MN 55117

Phone Number _ 6513540106 Emall Address

Staffing Agency/Recruitment Partner _ CMG

Aptiste 1

Soclal Security Last Four XXX-XX-

| authorize Employer Solutions Staffi

Applicant Cortification and Authorization

ng Group (ESSG) to usa the information and statements cortained in this application to determine my

qualifications for employment. | authorize ESSG to make Inguiries of my former employers, except as indicated in this application,
regarding my previous duties, responsibilities, performance, compensation and eligibiiity for rehire,

| understand that a com

prehansive baciground check may be conducted to determine
This may include but is nat Iimited to,
mqﬂmdbydlen;s.gommmerdmgulaﬁmaorby&SSG

policies.

my eligibility for hire by certain clisnts of ESSS.
investigations of criminal and/or convietion records, driving records and/or & drug screen test as

| releass ESSG and other persons oremmesfrumanydalmsmatuughthebasedouEsse'adeclslunboonductahad@nundchack

| certify that all statements made in my appiication
false or misleading information. | understand that
cansideration for employment or,

are true and accurate and that |
any material omission or mis
it discovered after | begin

If hired, | agree to abide by the policies and progedures of ESSG,

have not omitted any material information or
representation will result in my disqualification from
employment, will result in my termination,

David T Oigard %% Oct 17,2017

Name (Prirt or typs) Applicant’s Signature "Dats

A copy or facsimile ("fax™) will be considered the same ag an original signature, Email will ONLY be ussd for employment correspondence
For ESSG Office Use Only
DOH NHW 9 8850 w4
Emergency Contactinfo | Background Relsase Form Background Results Unamployment Letter ESC Application
{if appiicable)
) For ESSG cu_gnt Use -
DOH | Rop e | WOTK Siite Loe, WC Cods )
ESSG - CMG-C0 Rev. 04/2017



Form W-4 (2017) S Sy e vage  Normge e Vo s g e

ends,
Basio instructions. if you aren’t com gmldarmmesﬁmateum using Form
Purpose, Complate Form W-4 5o that the Personal Altowances Workshest below, 040-E8, Tax for
mmmww&uﬁm% mmmazmag)'ryo%w o m’”%ﬁﬂggfm&
m%mm e or fnancia) dedua:ona.gmmum to Incoms, adjust your withholding en Farm W-4 or W-4P,
gltuation or two-garmners/muitipls joba Memwm m&ﬁmam
mmhommluwaramm, Complate all workshegts that apply. However, you w"'“’”’n@mg“d
m 1, 7 the fawer sllowanges, For regular you are to claim
fnrmtnvnﬁ.gge%auraa'" ot w"?ﬁg.m m‘gmbabasedmaumm w mﬂ%mm :

for 201
ST e A e

g youdﬂneda'ndmaynothuﬂatamouruor
Nots; if ancther oan claim at e

e T S L Sp ot houssholi {ling status on your tax retum only if Nonresidtent alisn. it you are a nonrasidant ellen, see
Sammepoeey SEUEHGSRUE  EmSdansnnsc
o Dosptom M groree ey e i £ 87, Smicrs B B, L. s ot e
& depandent, I the employes: S You oan talce projocted tex crecis nfo for 2017 B Lt S08 sapatal 7 s samiran
S o O LU ey S 00 Gra RO Ot
*bend, o the Personal Allowanges Workeheet beiow, developments Form W-4
Ao s e g e m@mmmmmf,umwmmwm R ey oo e

' y Personal Allowances Warkshegt for your records.

A Enter "1” for yourse!f if no one else oan claim you as a dependent, . . ., , D 0¥ o0 b 00 0 o o0 0 0 o
® You're single and have only one job; or

B Enter*1°if: { * You're manied, have only ons job, and your spause dossn’t work; or } 5 oty B(:)
* Your wages from a second job or your spouse's wages (or the total of both) ara $1,500 or less,

o3 Enter“‘l"»foryowspouse.Bm.ywﬂlayohoosetoentar“-o-”lfyouaremardedandhaveemmrawumspousaormora

thanonejob.(Enteﬂng“-ﬂ-'mayhe!pwuavoldhavlngtooﬂtﬂetaxwiﬂlhald.). © 00 0o 000000 o0 (@

D Etﬁarnmnbefdd&pandﬂh(oﬁerﬂmyourapomorymﬂyouwﬂlchﬁnmmtaxnatum. 5 o0 000 o0 WO

E Enter“1”ffyouwﬂliﬂeasheadofhomholdonyowtaxrahmheemndlﬁomunderﬂeadofhnuseholdabuve .+ E

P Emar"1"ifyouhavaatIeastﬂﬂooddmuwdepmdemmmenmforwhlohywphntoclalmamn o 0 o B

(Note: Do not Include child support paymenta, Ses Pub. 508, Child and Dependent Care Expenses, for detalls.)
Child Tax Credit (including additional child tax credit), See Pub. 972, Child Tax Credit, for more information.

* if your total income will be lese then $70,000 {$100,000 §f married), enter “2° for each eligible child; then less “1” if you
have twa to four eligible children or less “2” if you have five or more eligible children.

-lfyamtomllnoomewmbebetweenm,oouandm,oon($100.000and$119.000lfmmed).emar'1"foreachallglblechﬂd. G
H AddllnaaAmmughGandemartutalhm.(Notesmsmaybediﬂamﬁommenmnberofempumywolahnunyowmm) »H

o if to temize or claim adjustmenis to incoms and want to reduce ur withholding, see the Deductions
For acouracy, andymnum Worksheet on gue 2. - g
complate all * it you are single and have more than one Job or are married and you and your spouse both work and the comblned

warksheets from alf jobs exceed $50,000 000 if married), see the Two-Eamers/Multiple Jobs Workshest on page 2
that apply. mmdhavmtgonwamanhhem (620, o) Peg

¢ |f nelther of the abovasﬂuaﬂomggp& stop here and enter the number from line H on fine § of Form W-4 below,

Smmhmandgleme4wynwenm!nyw.Keapﬂmhppanmmmorda.

& w_ Employee’s Withholding Allowance Certificate OMB No. 1648-0074
Ds:hmdﬂn’rwwy )Wheﬁuryauaraomﬁbdm:mrhlnmmbwdanawmmwmpﬂonmmwmmmu 2@1 7
Imamal Reyenus Sarvica subject to review by the IRS, Your employer may he required ta send a sopy of this form to the IRS.
1 Yourfirst nama and middie Nt Laat name Oigard 2 Your sociel securiy RUMBer
David T ga 477823485
Home addreas (numbsr and strast or rural route) 3 D single @) Mamed Q) Magried, bt withihold at higher Singla rate,
1257 Rice Street

Nots: H manied, buttegally separated, or spouse is a nanresident akien, cheok the *Single” baox.,
Cty or town, state, and ZIF cade : 4 Hyour last sams differ from that shown on your soala) security card,
Saint Paul, MN 55117 chack hore. You st call 1-800-772-1218 for & replacament card, ¥

8 Tctalnumberofaﬂowancasyouwsclaluﬂng(mmlinaﬂabovaorfromﬂloappnoableworlehaatonpagez) 5| !

8  Additional amount, Jf any, you want withheld fomeashpayoheck . . . . . . , . ., , . . . |8

7 lclalmexempﬂonfmmwnhhnldingfnrem?,mdloerﬁfyﬁatlmaetboﬂnofhefoﬂowkuomdﬁhnsformmpﬁon.

oLastywlhadaﬁghtbardmdofallfedara!Inoomataxwlﬂﬂxaldbmuselhadmtaxnabmty.aud

-Thisyearlexpeatarafundofalmdera;lnmmemwnhhddbemsalexpecttohavenotax.ﬂab
If you meet both conditions, write “Exempi® here

Under penalties of perjury, | deciara that | have examined this certificate and, to the ot my knowledge and belist, it i3 true, comrect, and complate,

Employee’s signature MZ%M
(T8 o e vkt eniess yousign ) b e s Dater  Oct17,2017
B Enployersmmdadm@mpbmcompmunesaandwon?yﬂsendmhmala&) 9 Offis cods {opficnal) | 10 Employer identification number (EIN)

For Privacy Aot and Papsrwork Reduction Act Notice, see page 2, Cat. No. 102200 Form W-4 (2017)



Employment Eligibility Verification USCIS

Department of Homeland Security 0M1l: ::'TJ;%W
U.S. Citizenship and Immigration Services Expires 08/31/2019

“\\
P>START HERE: Read instructions carefully before completing this form. The Instructions must he available, either In paper or electronlically,
during completion of this form. Employers are liable for errors In the completion of this form.

ANTI-DISCRIMINATION NOTICE: it Is illegal to discriminate agalinst work-authorized individuals

document(s) an employee may present to establish employment autt]orizatlon and Identity. Th

an Individual because the documentation Presented has g futu

. Employers CANNOT specify which

irie G g iy O ,' il worn MU G 81N ; i GIT6 i, ':"’..':‘"g{i;,- s ¥;-‘.;_:_?[u‘,;;' ., “ ,_‘f
Last Name (Family Name) First Name (G[veAName) Middle Initial Other Last Names Used (if any)

1 v
Address {StraetNumber_andName) Apt. Number | City or Town State ZIP Code

1S Rice [ \ -%r P oA
Date of Birth (mm/ddfyyyy) | U.S. Social Security Number Employee's E-mall Address Employee's Telephone Number
o< [nlia |73 B3 bl

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

| atsgst, under penalty of perjury, that | am (check one of the following boxes):
] 1. Actizen of the Urited States

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

|:| 3. Alawful permanent resident  (Allen Registration Number/USCIS Number):
[[] 4. An allen authorized to work  unil (expiration dats, if applicable, mm/dd/yyyy):

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

Allens authorized to work must provide only one of the following document numbers to complete Form I-9: Do ‘,‘,’:,",,,‘,’,‘;‘:;::,"‘;;"g;m

An Allen Registration Number/USCIS Number OR Form 1-94 Admission Number OR Foreign Passport Number.

1. Allen Registration Number/USCIS Number:
OR

2. Form 1-84 Admission Number:
OR

3. Forelgn Passport Number;

Country of Issuance; 7/ / /

B ot o o —

77 7 7 7
M /’ Today's Date (mm/did/yyyy) /0 //7 //7

ol et

il PR

A '-* "Q-;.I’b.i’. b
1 [ 5 Rene

isted in the completion of Section 1 of this form and that to the best of

B g Hrtirrha g

of perjury, that | have

under pen

attest, alty

my
knowledge the information is true and correct.

Slignature of Preparer or Translator Today's Date (mm/dd/yyyy)

Last Name (Family Name) First Name (Given Name)

Address (Street Number and Name) City or Town State  [ZIP Code

Vi CampHIgT NG Py

Form1-9 07/17/17 N Page 1 of 3



Employment Eligibility Verification USCIS
Department of Homeland Security Form I-9

y i N A OMB No. 1615-0047
U.S. Citizenship and Immigration Services Expires 08/31/2019

£ : ; % . ”_._.__:;I-:”I.-:: - 5 .' -'_ oo oaii ae 'gs i w mﬁ ‘.;'"‘:\. .!.. :
RSt e Dok L OR e i o e e %%févda&g@ﬁw{%;
tT‘N(‘:kE E lly Name) Tﬂﬁ?_\agn%?‘vwvam) M.. | Citizenshipimmigration Status |

e TOR DmB o AND TetC

Identity and Employment Authorization Identity Employment Authorization
c il 1ORVES Licoxse BT Qen ity
e {OHP8E Mineako  =4games o

Document Number Document N r
ViR el p AP AT B - 7485
Expiration Date (if any)(mm/ddfyyyy) Expiration D$ QW) Expiration Date (if any)(mm/dd/yyyy)
. . - " j e

Document Title

Issuing Authority ' Additional Information &Rﬁ:m::u;;:g;;

Document Number

Expiration Dale (i any)(mm/ddiyyyy)

Document Title .

Issuing Authority

Document Number
Expiration Date (if anyj)(mm/ddiyyyy)

Cortification: | attest, under penaity of perjury, that (1) | have examined the document(s) presented by the above-named employee,
(2) the above-listed document(s) appsar to be genuine and to relate to the employea named, and (3) to the best of my knowledge the
employse is authorized to work in the United States, ;

The employee's first day of employment (mm/dd/yyyy): \CQ— \?[ - \f} " (See instructions for exemptions)

S ployer or Authorized Representative Today's Date(mm/dd/yyyy) e of Emp| or Autho Representative

- ﬂiﬁ:%fk ,\¢~ - QP - %h— %E{’cu% :

Last Employer or Authorized Representative Name of Employer or Authorized Representaive | Employer's Business or Organization Name
m'\"é\' %’\‘e 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 55439
SEEWEN 1. Ravantoalon
Last Name (Family Nams) First Name (Given Name) Middle Initial Date (mm/dd/yyyy)
" ..» ‘\.4 s .,s r f ’- -.. ~' n e .-«— e 3 .. '3 .4...d .' v‘ﬂ,,.
pritinuing enpleyment aulhdrizatioh in ovidles < , i , : , et
Document Title Document Number Expiration Date (ifany) {mmAdiyyy)

| attest, under penaity of perjury, that to the bast of my knowledge, this employee is authorized to work in the United States, and if
the employese 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






i
Y
Ty,
r i ?‘"'-w—- -‘: ua-v\ﬂ‘-m-ﬁ--»w--.a‘. el 7o '\('-,' '.b
Do not! laminate thxscard 2 St i, e

' This card i is. lnvﬁlid if qot sngned by the numbcr hoider unlessf
3 heﬁth or' nge prevents signature. . AP

Improper use of this ¢ card and/or number by thenumber h(‘ﬁ;‘lcr,— AN
or any othesperson Is ’punishabl! by ﬁhe. lmprlsonment or both. *

,ﬁhls cal;d i¥the properly ofthe Soclal Secunty Admimsttatqon and
ust b¢ returned ugon request. If found, returnto:’ _

SA-ATTN: FGUND SSN CARD 't-‘-s_’? W
7 .0. Box 17087 Baltimore Md. 21203 = .
st 1tact your local Sacial Secumy ot’ﬁce I'or any other mstter
regardmg this card..

Deputmem of Health ani Humnn éervlces c & é 9 2 3 4 5 1

‘.'ocmlSecurity’Admlmslrahon (s r
Vorm OA-702 (168) .
f‘ S s ¥

| EAL e s ..--pdr
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Back to Health
6944 Nicollet Ave So
Richfield, MN 55423
(612)861-8854 .







EMPLOYER SOLUTIONS STAFFING GROUP
BACKGROUND CHECK AUTHORIZATION

David T Oigard
{First) (Middle) (Last)

Employee Name:

~————Former Name{s}-and Dates Used:

Current Address Since: 1257 Rice Street Saint Paul, MN 55117
(Mo/Yr) (Street) (City) (State/Zip)
Previous Address From: :
(Mo/Yr) (Street) (City) (State/Zip)
Previous Address From:; :
(Mo/¥r) (Street) (City) (State/Zip)
Saclal Security Number: 477823485 pos;_05271967
Phone Number: 6513540106
Driver’s License Number/State:

The information contained in this application Is correct to the hest 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. 1 understand that the scope of the consumer report/ investigative consumer
report may include, but is not limited to the following areas: verification of soclal security number; credit reports,
current and previous residences; employment history, education background, character references; drug testing, civil
and criminal history records from any criminal justice agency in any or all federal, state, county jurisdictions; driving
records, birth records, and any other public records.

| further authorize any individual, company, firm, corporation, or public agency to divulge any and all information, verbal
or written, pertaining to me, to Employer Solutions Staffing Group, LLC or its agents. | further authorize the complete
release of any records or data pertaining to me which the individual, company, firm, corporation, or public agency may
have, to include information or data received from other sources, Employer Solutions Staffing Group, LLC and its
designeted 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,
Stgnature: AT 0. pate: OCt17,2017

to CA, MN, and O dents:
Please check the box below if you wish o receive a copy of a consumer report that Is requested.
1 wish to receive a copy of any Background Check Report an me that Is requested.



Pmuhqunddnmapm&mwumm@umm%wmmomnhmwmwm!mcmuwg Washington,
DC 20552,

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

ThefedaralFakaedltRemrﬁnsM(FCRA)pmmmesthemracy.fwmandpﬂvawofinfomaﬂmhthemsofmnsumermmamde&mmmmmy
tvpaufcunmarreporﬁngamdas.m:ludmamdnbwmandspedanvmndes(sudlasagmdesﬂlatsenlnfomﬂonahout:heckmghlstoﬂes,medlw
rem:da,andrenmhlmrymds).HembasummtyofvowmajwdghlsundetmemMmmmmmmmm&mmmu,p
w.consumerfinance.gov/ieammore WWMQWMMWIMQSMN.WqWWDCM

° Ywmbatnldilhnfomtimhmﬂahubeenmﬂmkmmmnewho mesaaedltreponoramﬂmtypaofmnwmenepmtodenyyourappﬂ-
caﬂonforaadlt.hmne.orempluyment-ortotakamﬂmadvmawonasa!nstyou-musttellynu.andmustglveyoutlmname.addtmandphone
number of the agenty that provided the information.

. Yoummengmmknmwhamlnmmg.mumaymnmmdchtaluan lhemformﬁnnaboutyoumthefuesdawnmermpmﬁngagenq(ynur“ﬁh

dlsdosute').vouwlllbewqulredwpmvldepropertdmﬂﬂcaﬂomwhlmmaymdndeyoutSodalSewﬂtynumber.lnmanyﬁses.thedlsdnsurawﬂl be free. You
are entitied to a free file disclosure i

© aperson hasﬂkenaﬂmactbnagahstyoubemuseoﬂnfumﬁonhvmaadnmpom

® you are tha victim of identity theft and place a fraud alart in your file;

 your file contalns 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, allnunsumelsamenﬁtledtnonefrssdlsdomreewvnmonﬂmuponrequutfmm eaclmatlmwldewemtbureauandfmnnaﬂonwidespwanycon-
sumar reporting egencies. See www.consumerfinance gov/learnmore for additional information.

® Ywhwﬁeﬁﬂnhakbraaadﬂm&edﬂsmmmmmaﬂalmmﬂmqfwwuedk«mmmmedmmmaﬂmhm credit bupeaus, You may
reguest a credit score from nonsumerreporﬂngagenclesthatn‘.eatescoresordlnrlbmescorasusedlnraslﬂenﬂalmlpmpanylom but you will have to pay far
lt.msomamnrtgagauansacﬂons,youwmrecelvemdltscorelnfomﬁunfnrfresfmmﬂ\emongagelander.

L Vauhawtheﬂmumwelnwmmauwmmhmmmm.lfynuldenﬁfymfomaﬂonlnyautﬂleﬂlaﬂslnwmpletaorlnamurate,andmpwtittnﬁle
consumer reporting agency, the agency must Investigate unless your dispute is frivalous. See www.cons i gov/lea 8 for an explanation of dispute
procedures.

HSriaTiLe. K

» Consumer reporting agencles must correct or delate Inaccurats, Incomplate, or unverifiable information. Inaccurate, incamplete or unverifiable information
must ba removed or corrected, usually within 20 days. Howaver, a cansumer reporting agency may continue to report Information {t has verified as sccurate,

& Consumsr raporting agencias may not report sutdated negative infarmation, In mast cases, a consumer reporting agency may not refiart negative Infarmation
that s more than seven years old, or benkruptuies that are more than 10 years old,

¢ Access to your file is limited, A consumer reporting agency may provide inforiiation about you ohly to people with 3 valid need - usually to tonsider an applica-
tion with a creditar, insurer, employer, landiord, or other business. The FCRA specifies those with a valld need for access.

= Youmust give your consant for repoits to ba provided to employers. A consumer reporting agency mdy not give out Information abaut you to your employer, or
a potential emplayer, without mnmmgwantoﬂmemp!oyer.wnmmmmwmllvtsnotreqw In the trucking industry. For more infor-

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

» Youmay seek damages from violators, it a consumer reporting agency, or, in some cases, a ﬁseral‘consumerrepnm or a furnisher of information to a consumer
reporting agency violates the FCRA, you may be able to sue In state or faderal court.

. !daﬂyﬁmﬂﬁcﬂmmdacﬁveduwmmwypemmmnddmmﬂmmmmlmmaﬁmm www.consumerfinance. gov/learnmore
States may enforce the FCRA, Mmmm:hmtheirammsumu-repmlnylaw.ln:omemwumwhmmomdghumdumlm.rwmmhwh
!

mation, sontact your state or local consumer protection agency or your state General, For ation about contact:
TYPE OF BUSINESS: X CONTACT:
1.3, Banks, savings associations, and credit unions with total assets of over 8, Bureau of Consumer Financial Prataction
$10 hilllon and their affiliates. 1700 G Street NW
Washington, DC 20552
B. Such affiliates that are not kanks, savings assogiations, ar credit unlonsalso | b. Federal Trade Commission; Consumer Response Center~FCRA
should list, In arddition to the Sureai: Washington, DC 20880
{877) a82-4357

2,To the extent nat included in item 1 aboye:
&, Natlonal banks, federal savings assoclations, and federal branches and fed- | a. Office of the Comptroller of the Currency
eral agencies of fareign banks Customer Assistance Group

1301 McKinnay Street, Suite 3450
Houston, TX 77010-9050

h. State member banks, branches and agencies of foraign banks {otherthan b, Federal Reserve Consumer Help Canter
federal branches, federal agencles, and insured state branches of foreign P.0. Box 1200

banks), commarcial lending companies owned or controlled by forelgn banks, | Minneapolis, MN 55480

and organtzations operating under section 25 or 25A of the Federal Reserve

m .

¢. Nonmember Insured Banks, Insured State Branches of Foreign Banks, and ¢, FDIC Consumer Response Center
Insured state savings associations 1300 Walnut Street, Box #11,
Kansas City, MO 64106

| d. Federal Credit Unlons , , — d, National Credjt Union Administration




EMERGENCY CONTACT INFORMATION

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

Employee Name: David T Oigard

Address: 1257 Rice Street Saint Paul, MN 55117

Home Phone: 6513540106

Contactl #l | Home l;ho;xe;
Name: Kris Oigard Cell Phone: 6513669597
Relationship: Work Phone:

Contact #2 Home Phone:
Name: Scot Fortune Cell Phone:  1-218-380-5031
Relationship: Waork 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 wifl only be used in the case of an emergency.




employer solutions staffing group..

| STATEMENT OF CONFIDENTIALITY

This agreement made this day of — 201__, between
Employer Solutions Staffing Group LLC, hereinafter referred to as “"employer”,
and _ hereafter referred to as “employee”.

WITNESSETH:

For the duration of my employment and after resignation or termination of
this employment with employer, for any reason whatsoever, the employee shall
not use or disclose 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.

David T 2tgiird (Oct 5@, 2047}

Employee Signature -

Employer Solutions Staffing Group LLC, Representative



INJURY MANAGEMENT PROGRAM

Injured Worker’s Responsibilities

As your employer, we are concerned about your full recovery. Reasonable and
necessary medical care will be paid for any compensable work Injury, Medically
authorized time away from work will be relmbursed 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. §221.0430, 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 physlcal limitations, visits should
be a minimum of once every two weeks. Fallure to have current medical support
for disability may result in termination of benefits. Schedule your next

appointment immediately after your doctor visit, before you leave the clinlc if
possible.

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

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

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

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



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

No our emplover immediately of ew injuries or conditio at |
ou Ical dition.

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 Workabllity.

1 have read my responsibilities and agree to abide by these guidelines.
signed: _ X704t

Printed Name: David T Oig_grd




Important/Importante
LOST OR STOLEN PAYCHECKS

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

If your paycheck was stolen, you must first file a police report before we can re-
issue the check. Once you have done so, you must provide a copy of the policy
report to your staffing recruiter that the check was stolen. If the check has not
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, destruldo, perdido en
el correo, efc), 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 detendrd 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 denunclar el robo a la policfa
antes de que podamos volver a emitir el cheque. Una vez hecho esto, usted
debe proporcionar una copia de |a denuncia a su reclutador de personal que e)
cheque fue robado. Si el cheque no ha sido cobrado v 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); David T Oigard

Signature/Firma; &M%Mm aai;




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 seripus
recognized hazards and comply with standards, rules and regulations issued
under the OSH Act.

(2) Ensure that its clients perform a job hazard asgessment 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 fllowing:

» 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;

» 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,
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workplace, appropriate precautions , 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
OBHA actions regarding a complaint, and request an informal review of any
decision nof 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 13 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 a manager of the host worksite employer and/or ESSG (by telephoning
9652.885.1288/1.866.496.7578) and asking for the ESSG Safety Director, You can
also contact OSHA directly with any concern. ESSG recognizes the serious nature
of ensuring workplace safety will endeavar to protect any employee who may have
been subjected to unsafe or hazardous worksite conditions.
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Acknowledgement of Receipt of Workplace Safety Policy

I certify that I have received a copy of Employer Solutions Staffing Group’s ESSG
WORKPLACE SAFETY POLICY. I understand that it is my responsibility to read
this policy and ask my supervisor, a member of management or to telephone
Employer Solutions Group (ESSG) at 952.885.1288/1.866.496.7578 with any
questions I may have about this policy. I agree to comply with ESSG’a 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 ESSQ’s Safety Director at
952.835.1288/1.866.496,7878 in order to obtain assistance in the resclution of such
matters,

Employee Name (Please Print)
David T Oigard

Employee’s Signature:

Davii TOlgerd (o:t:é.mn Date: Oct 17, 2017




o 3890 Pre-Screening Notice and Certification Request for
{Rov. March 2010) the Work Opportunity Credit OMB No. 1545-1600

m’mﬂ”m‘ . P information about Form 8850 and its separate Instrutions is at www.irs.gov/form88s0,

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

Yourname __ David T Oigard Social security number > 477823485
Strest address whereyou live 1257 Rice Street

City or town, state, and ZIP code Saint Paul, MN 55117

County Telephone number 6513540106

If you are under age 40, enter your date of birth (monith, day, year) 05271967

1 Chagk here ¥ you recsived a conditional certification from the state workforce agency (SWA) or a participating local agenay
for the work opportunity creiit.

2 Check here It any of the following statements apply to you.
* | am a member of a family that has receivad assistance from Temporary Assistance for Nesdy 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
stamps) for at least a 3-manth period during the past 16 months,

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

° | am et least age 18 but not age 40 or older and | am a member of a family that:
a. Recelved SNAP benefits (food stamps) for the past 8 months; or
b. Reocsived 8NAP benefits (food stampes) for at least 3 of the past § months, but is no longer eligible to receive them,

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

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

s m] Check here if you ars a veteran and you were unemployed for a period or periods totaling at least 6 months during the past
year.

4 m] Check hers 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] Chegk here if you are a veteran entitlad to compenssation for a service-gonnegted disability and you wers unemployed for a
period or periads totaling at least 6 months during the past year.

8 Eﬂ] Check here If you are a member of a family that:
* Recelved TANF payments for at least the past 18 months; or
* Received TANF payments for any 18 months beginning after August 5, 1997, and the earliest 18-manth period beginning
after August 5, 1887, ended during the past 2 years; or

* Stoppad being eligible for TANF payments during the past 2 years because federal or state law limited the maximum fime
those payments could be made.

7 [Ll Check hera if you are in a period of unemployment that is at least 27 consscutive weeks and for all or part of that period
you received unemployment compensation,

~ Signature~All Applicants Must Sign

UMBrpummesofmrluw.ldaclmﬂmIgavamea,havslbhrmﬂonb%emmowonmbﬂmmadgylwasoﬂmd aJob, and R s, to the best of my knowlegdge, true,
eorrect, and complete,

Job applicant's signiature > umzi 70ifard [Oet :&.xmﬂn Date Oct 17,2017

For Privacy Act and Paperwork Redution Act Notics, s6e pags 2. et No, 28511, Form B850 (Rev. 3-2016)
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Form A (rev. 03/2017) TAX CREDIT QUESTIONNAIRE
EMPLOYER SECTION:

Clent: Company:

Location: ' Positlon: Starting Wage: $

EMPLOYEE SECTION:

First Name: Last Name:  Suffix: Street Addresst City/State; Zip:
David T Oigard 1257 Rice Street Saint,Paul, MN 55117

88#: ~ | Date of Birth: Age: Have you worked for | If yes, location:

477823485 05271967 e A

Please complete all questions, and sign and date the form. Yes

No

at any time since Angust §, 1997? (if yes, please provide information below.)
Name of the person recejving benefits: ____ Relationshiptoyom:
City: _____ County: State:

r—

1, Have yon or has anyone living with you reccived Temporary Assistance to Needy Families (TANF) o O

(if yes, please provide information below,)
Name of the person receiving benefits: ___ Relationshiptoyow: _____
City: County: State: B

2. Have you or has anyone living with yon received Food Stamps (SNAP) at any time during the past 15 months? d @]

3. Have you received Supplemental Security Income (SS1) at any time within the past 3 months? a
Please nots, this is not ths same a5 Social Security benefits (SS) or Social Security Disability (SSDI) benefits.
*If you checked yes pleass provide a copy of your SSI documsantation.

4. Have you received any type of vocational rehabilitation services within the past two years? Q
1f yes, pleaso indicate which type of waorked with and provide their location informetion below:

L[] Vocational Rehabilitation Agency Dept. of Veterans Affuirs Employment Network (Ticket to Work Program)
Name of Agenoy: Phone #:

City: ____ County: Stats:

*lf you checked yes please provide a copy of your active Individeal Work Plan and Ticket to Work dooumentation,

5. Areyou a Veteran of the U.S. Military? *}f yes, please provide a copy of your DD-214 and letter of separation, Q
(If yzs, please provids information below. Ifnn, pleass contiaus to question #6.)

Dates of Service-From: _~ To:
Branch of Service:

6. Have you been unemployed at any fime during the Jast 12 months?
If'yes, dates of unemployment-From: _____ To:

If yes, in which state did you receive unemployment compensation? __

a

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

7. Have you been convicted of a felony or released from prison for a felony convicﬁnn in the past 12 months?
Conyiction Date: Release Date:

Wasthiaa [ Foderal or (5] Statm conviction? 1¢8tate - Conntyr ____ State

s

a Q
Did you recelve unemployment compentution at any point during your unemployment? Q D
Q @©

123

Ve 51

Additional Tax Credits . EXEors

Ifyou checked yes please provide a copy of your CDIB cord,

CA Residents: [T] Are yon the child of foster parents? [L]] Do you receive CalWorks? [ Workfuroe Investment Act?
[1] Are yon a migrant or seasonal farm worker? [[] Have you ever been convicted of s misdemeanor?

SC Residentss [[T] Do you receive Family Independence Benefits?

mcmaﬁvéAmuican).;. AmmmmsbmmamémbuofaNaﬁveAmeﬁmme?' i O] @

PLEASE READ, SIGN, AND DATE:
Under penalrles of perjury, 1 declare the information above o be trim and accarate 1o e best of mp knowledge, and Ihereby authorize any ageitcy, organization, ar
Individuals to supply auch verification or information that may ba needed to determine tax credit eligibillty to my employer, ewiployer represeniative {Assaclated

Consultants, inc. dba Retrotas). or the Department of Labor.

New Employee Signature: Date: Oct 17,2017




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 anly.
Employers or consultants submit this SAF to the State Workforce Agency with IRS Form 8850 or ff filed

separately, with ETA Form 9067 (or ETA Form 9062) for each certification request filed for the new target
group,

Under penalties of perjury, I declare that this information is true and correct to the best of my
knowledge.

New Hire’s Signature: %ﬁ%% Date Oct17,2017

New Hire Name: ___David T Oigard

Sacial Security Number: 477823485
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 | received unemployment
compensation.

D 1 declare that I have been in a period of unemployment since

{Enter start date)

Privacy Act Nofice:

The Intemel Revenue Code of 1888, Seclion 59, &8 amendd and s enacting legisiaion, P 104-188, specify that the State Workforce Agendies are s
"deslgnaled” egendles responsible for edministering the WOTC cestifioation procedures of this program. The Information you have provided completing this
mmmwmwmemmmmmesmwmw. Provision of this Information Is voluntary; however the information Is requlred fo
datermine your employer's eligiifity for the federa] tex oredit

Publlc Burden Statement:
Pemmsaranctmqﬁradtmaspmdtoﬁlsodlecﬁonaﬂnfom&aﬁonunlessndspla}sawnanﬂyvaﬁdOManumbenRaspmdanb‘obﬂgaﬂmh
eumplalaﬂdsfmmismqulredbobtainomﬁnbenams(P.L111@.mmmmhammm1omswmqmmmm
Memrwmm,mgmdmm.gmmmﬁnﬁnimﬂwdatameded.mdmmeﬁm and reviewing the collection of
Informeation. Sand comments reganding this burden sstimals tothe U.S, Department of Lebor, Division of Nefional Programs Tools Technical Assiatanca,
Room G-4510, Washington, D.C. 20210 (Paperwork Reducfion Project 1205-0374). Pleass do not submit complated forms fo this address.

117~

ETA Form 9175 (Rev. November 2016)



ESG New Hire Paperwork - MN

Adobe Sign Document History 10/17/2017

Created: 10/17/2017

1o (8

i b E‘i.»‘r""‘w’—f T By: Jamie Ready (jamle@corpmgmtgroup.com)

T ESSIRNAS

1
WP

- i
e oL il g Status: Signed

T

e e e r e e et GBJGHBCAABAAS34HHUSBY03jURhwOB.jaz6WKnOYN-L

"ESG New Hire Paperwork - MN" History

% Document created by Jamie Ready (ilamle@corpmgmtgroup.com)
10/17/2017 - 1:25:15 PM MDT- IP address: 174.219.135.102

k< Document emalled to David T Oigard (kate@cmgjob.com) for signature
10/17/2017 - 1:26:18 PM MDT

2 Document viewed by David T Oigard (kate@cmgjob.com)
10/17/2017 - 2:08:01 PM MDT- IP address; 68.46.20.81

% Document e-signed by David T Olgard (kate@cmgjob.com)
Signature Date: 10/17/2017 - 2:17:36 PM MDT - Time Source: server- IP address: 68.48.20.81

2 signed document emalled to Jamie Ready (jamie@corpmgmtgroup.com) and David T Oigard
(kate@cmgjob.com)
10M7/2017 - 2:17:36 PM MDT

Adobe Sign




t'xed Indemnity Medical Benefits_Plan 2

« VSl 2193018561 lormceusony  Locanon RehireDate__/__,
ENROLLMENT FORM ESC CU(UNAC-MN) P1 v18.2
PRINT USING BLACK or BLUE INK (Must Be Filled Outy

Name ' Sodial Security # Home Phone [ Sex
B e — S S = T
Address | Apt. #
Chy ‘State ' Zip I Date of Birth
. ' / /

B. DO YOU OR ANY OF YOUR DEPENDENTS RECEVE MEDICARE BENEEITS? Clves INo, Yo b,ease‘;nﬁnup:
Medicare Health Insurance Claim Number (HICN) ' Medicare Effective Date

Name c;f Covered Person (s):
1. ! 2. [ e : 3’

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

SELECT COVERAGE Lever FIXO NDEMNITY | o rar VISION TERMUFE | SHORETERM
o oo (] sma @ s B e B weoP unm
Employee +1 [ $41.10 $12.34 $4.92 $0.90
- Employsarremiy 7| ssass | gmss | $6301 0 | e
NO to ALL Bgnleﬁts D " D.Yle; DNO DYesl DNQ | I':IYe__s..”Dl\l.o DYes D.N:o DYes. I_—_INo

.................--...,.._.-........_......._._.__......_...........-_._-—.__....._.‘—-..-.-—-.---.-—...--—_._........_.....«..._................._...‘-....-.... A tmaen 4 e s St st s e e ememen e et et e tomas st e e oot reemstons

For Term Life / Accidental Death & Dismemberment, please write in y;ur beneficiary infon"nation. Accidental Death &
Dismemberment is part of the Term Life Benefit.

Name Relationship :
:
Name | Social Security# Date of Birth | Sex Relationship
E il e L Lt L IMITF] C]spouse [Jchid [ Domestic Partner
Name Social Security # Date of Birth | Sex Relationship
Name Social Security # Date of Birth | Sex Relationship
___________________________________________ - . / 'E [ISpouse[ ] child[ ] Domestic Partner
Name Social Security # Date of Birth | Sex Relationship :
e L IR | Dl Spouse [ chid T Domestic Parner

u MUST SIGN AND DATE, EVEN IF YOU'BECJINE COVERAGE i

I have read the benefit Packet and understand its limitations, I understand th

This Is an Essential StaffiCARE Enrollment Form,



-

—————Address—

&

@ Cmployer solutions staffing group. GO ESNG

solutions group, employer schtion ratenwdde ran,

Fu e % SUKE €453 U b0 90 S

Enhanced MEC Plan_Plan 1

Benefits Enroliment Form [J New Empic

Employocmionnation

Name (First and Last)

W rmemisa A o O i,

L1 Rehire Rehire Date

Gender LI Male | MaritalStatus L] Single [ Date of Bivih

Dato of Hire
[J Female | [ Mamied 5 pivorgeg
{Phone Number: Email 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

EFF, DATE
'Employea Acinowledgement and Authorization -] hereby apply for the group henefit(s) as Indicated. | ackn
any misatataments or fallure to report information may be use as the basls for cancallation of coverage fol

effectiva date. Further, | authorize my employer to make the nacessary payroll deduction of premiums for caverages | have elected,

owiedge that all entries are true and complete and that
r me and my dependsnt(s), if any, from the original

[IF ENROLLING - YOU MUST SIGN HERE

Employes Signature

Date

EMPLOYEES DECLINING O 1am DECLINING coverage
—————%__L1_1am DECLINING coverage

1 understand that | and/or my dependents, if any, waive any coverage and desira to participate In the plan at a later d.
must meet the requirements defined In the Certificate of Coverage for the

enroll myself or my depend I
days after the other Govarage ends. In addition, if a new depes

of adoption, | may he able to anroll mysslf o] pendent,

IF DECLINING- YO T

atiohship forms as a resuit of marriage, birth,
priuest enroliment within 31 days of the event.

Employee Signature (,

ate, I'we may be considered a late enrollee and
company's medical or dental plans, If | deoline enroliment for myseif or my dependents
(including my apouse) because of other goverage, | may, In future be ahje to

n this plan, provided | request enroliment within 31
adoption, placement for adoption of parting suit

o [0)7 7

Employ&uﬂons Staffing Group Health Benefits Team

PO Box 46270 Minneapolis, MN 55344-8956
Phone: 852-767-8619 Fax: 952-767-8515

Email; Health@employersoluﬁonsgroup.com



