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EVerify

SENSITIVE BUT UNCLASSIFIED

Case Verification Number: 2017291111617HF
Report Prepared: 10/18/2017

Company Information

Company ID: 47428 Company Name: Employer Solutions Staffing Group
Employee Information

Last Name: Arevalo Cordova First Name; Ricardo

Date of Birth: 04/13/1963 Soclal Security Number; * ** 4361

Hire Date; 10/17/2017 Citizenshlp Status: A lawful permanent resident

Document Information

List A Document: Permanent Resident Card or Alien Registration Receipt Card (Form 1-551)
Alien Number: 095435157
Card Number: IOE0800205658 Document Expiration Date;

Case Status Information

Current Case Result: Employment Authorized Employer Case ID;
Case Submitted On: 10/18/2017 Case Submitted By: GLUI1009
SENSITIVE BUT UNCLASSIFIED

lofl 10/18/2017, 10:16 AM
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employer solutions staffing group..

New Hire Application

Personal Data-- PLEASE PRINT LEGIBLY IN INK

LastName__ nevatn First Name AL 0an Lo Middle Initial _ A~
Strest Address_ 707 VAN Dhe aptiste 102
City/State/Zip <T. ?M L MN. 55)119 Social Security Last Four XXX-XX- 34/
Phone Number ( %qu [0 ~0%40 Email Address_£2/ ACALDOVA @ & taarL, G
Staffing Agency/Recruitment Partner

All offers of emplovment are conditional upon satisfactory proof of ide and lagal abllity to work in the U.S.A.
Are you egally authorized to work In the United States of America? I ;e:ls [JINO

Applicant Cerﬁﬂcatlon and Authorization

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

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

| release ESSG and other persons or entities from any claims that might be based on ESSG‘s_ declsion to conduct a background check.

| certify that all statements made in my application are true and accurate and that | have not omitted any material Information or provided
faise or misleading information. | understand that any material omission or misrepresentation will result In my disqualification from
consideration for empioyment or, if discovered after | begin employment, will result in my termination.

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

m Arsvedp JQMA.’LM Roaels / 0/ / 7/ /zo I}

Name (Print or type) Applicant's Signature Date

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

For ESSG Office Use Only
DOH NHW -9 8850 w4
Emaergency Contact Info | Background Release Form Background Results Unemployment Letter ESC Application
(if applicable)
For ESSG Client Use
DOH ROP Work Site Loc. . WC Code

ESSG - Rev. 04/2017



Form W-4 (201.7)

Nonwage Income. If
nonwage income, su
conslder making estimated tax

The exceptions don't a| to supplemental wages
greatefmpai}i 3] ,ODO,DDg.ply PP :

Purpose. Complete Form W-4 so that your
employer can withhold the correct federal income
tax from your pay. Consider completing a new Form

Basic instructions, If you aren't exempt, com%eta
the Personal Allowances Worksheet below. The
workshests on page 2 further adjust your
withholding aliowances based on ftamized

1040-ES, Estimated Tax for In
annully income, see Pub, 505

u have a large amount of
as Interest or dividends,

ents using Form
uals. Otherwise,

I} owae additional tax. if you have pension or
it find oulplf you should

W-4 each year and when your personal or financial deductions, certain eredits, adjustments to Income, adjust your withholding on Form W-4 or W-4P,
situation ges. or two-eamers/multiple Jobs situations. Ngdneamers or multiple jobs. lf)]mg hﬂEVE ath
Examption from withholding. If you are exempt, Complste all workshests that apply. However, you Warking spouse or more than one Job, figure the
fc:mpto ateatlmly llt&.eay 1,2,38,4, 71:"2(’0?'-?" thleres may cld'?m fewg] (or zero) gnowa:gals.y l;tlylr regular m;‘&:’gg g"sl‘” m?&)'% :ll’% o :g 'g; rtrﬂnalrn
m idate it Your exemption for wages, withholding must be based on aliowances
gﬁ , Tax Wlthhg,l‘glng ycaug claimed and rgﬂy not be a fiat amount or W-4. Your wml:ﬂ"'d""g ususlly will be most accurate

February 16, 2018, See Pub.
and Estimated Tax.

o
when all allowances are clalmed on the Form W-4

percentage of wages. for the highest ob and zero allowan

Note; if another person can claim you as a dependent Head of hoh Id. Generally, you can claim hag.d claimed .?n mem,l See Pub. §05 for ds:u’;m
on his or her tex retum. vou can't clalm exemption of houssheld fillng status-op your toretum - onh

= from withholding it your totsl income excesds $1,060 u are unmarried and pay more than 609 of the Nonresident afien. If you are a nonresident allen, sge
and inciudes more than $350 of uneamed Income (for tosmat kesping upa M Jor yourself and yor u"ﬁgﬁ%’ Ns;applege?gtal F°""lsvg'4 m"""""’ for
example, interest and dividends). do enden‘Eegor er qualifying Individuals. See or ens, beiore completing s

Exce 5. An empl may be abls to claim Pub, 6§01, ptions, Standard Deduction, and Chesck your withholding, After your Form W-4 takes

exemption from withhol g even if the employee Is _Flllng Information, for Tnfnn'natlon. effect, use Pub, 505 to see how the amount you are
a dependent, if the employee: Tax cul:tdl?. You can tal:il proje[:;tad tag cr:fdlts Into Poarv;%% ;’“g::’gu%“’g es;Deoylg'lJl; %mmuﬁfx
* Is age 85 or older, withholding alluwanygelg. Credits fo?lémldegr dependent exceed §130,000 (Single) or $180,000 (Married).
* Is blind, or ocare expenses and the child tex credit may be claimed Future developments. Information about any future

e WIll ciaim adjustments to income; tax credits; or
temized deductions, on his or her tax retum.

using the Personal Allowances Workshest below,
See Pub, 505 for Information on converting your other

credits into withholding allowances. at www.irs.goviwd.

devallggmems affeoting Form W-4 (such as
legisiation enacted after we reiease it) will be posted

__Personal Allowances Worksheet (Keep for your records.)

A  Enter *1” for yourself if no one else can claim youasadependent. . . . . . . . . . . . g A ﬂ
@ You're single and have only one job; or
B Enter*1”if: { * You're married, have only one job, and your spouse doesn’t work; or } B ©
» Your wages from a second job or your spouse’s wagss (or the total of both) are $1,500 or less.
C  Enter "1” for your spouse. But, you may choose to enter “-0-" if you are married and have either a working spouse or more
than one job. (Entering “-0-" may help you avold having too little tax withheld)) . o o0 o0 o c
D Enter number of dependents (other than your spouse or yourself) you will claim on your tax retum . a o o D
E  Enter "1 if you wiii file as head of housshold on your tax return (see conditions under Head of household above) E
F  Enter "1” if you have at least $2,000 of child or dependent care expenses for which you plan to claim a credit F
(Note: Do not Include child support payments. See Pub. 503, Chiid and Dependent Care Expenses, for detalls.)
G Child Tax Credit (Including additional chlld tax credit). See Pub. 972, Child Tax Credit, for more information.
* If your total income will be less than $70,000 ($100,000 if married), enter “2* for each eligible child; then less “1* if you
have two to four eligible chlidren or less 2" if you have five or more eligible children.
e If your total Income will be between $70,000 and $84,000 ($100,000 and $118,000 if married), enter “1” for each eligible child. G
H  Add lines A through G and enter total here. (Note: This may be different from the number of exemptions you claim on your tax retum.) » H
e If you plan to itemize or claim adjustments to income and want to reduce your withholding, see the Deductions
For accuracy, andy Adjustments Worlkshest on page 2.
complete all * If you are single and have more than one job or are married and you and your spouse hoth work and the combined
workshests earnings from all jobs exceed $50,000 ($20,000 if married), see the Two-Earners/Muitiple Jobs Worksheet on page 2
that apply. to avoid having tao little tax withheld,
® If neither of the above situations appiies, stop here and enter the number from line H on line 5 of Form W-4 below,
Separate here and give Form W-4 to your employer. Keep the top part for your records.

] w_4 Employee’s Withholding Aliowance Certificate OMB No. 1645-0074
BESRRSTSIT" | o ooy . Voo ey e e meose | 2017
i Your first name and middle initiai Last name . I 2 Your soclal security number
Ricazvo A- Anevdn E3/ 223 ~F)~ Y56/

M

0%
3T

Home address (number and street or rural routs) 8 E] Single

MODLE ST # /02

-Czor wn, and ZiP code
= 3

AV MN 5549

arried [ Married, but withhold at higher Single rate.
Note: If married, but legally separated, or spouse is a nonresident allen, check the “Single” box.
4 [t your last name differs from that shown on your soclal security card,
check here. You must call 1-800-772-1213 for a replacement card. P> [ ]

5
6
7

Total number of allowances you are claiming (from line H above or 5

from the applicable worksheet on page 2)

Additional amount, if any, you want withheld from each paycheck 6

I claim exemption from withholding for 2017, and | certify that | meet both of the following conditions for exemption.
* Last year | had a right to a refund of ali federal Income tax withheld because | had no tax llabliity, and
= This year | expect a refund of all federal income tax withheld because | expect to have no tax liability.

If you meet both conditions, write “Exempt”here. . . . . . >[7]

Under penalties of perjury, | declare that | have examined this certificate and, to the best of my knowledge an

Employee’s signature
{This form is not valid unless you sign it) »

Kieado pravelo

d belief, It Is true, correct, and complete.

ounr 10))7) 201 #

Employer’s name and address (Employer: Complete lines 8 and 10 only if sending to the IRS.) | 9 Office cods (optional)

10  Employer identification number (EIN)

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

Cat. No. 10220Q

Form W-4 (2017)



Employment Eligibility Verification USCIS

Department of Homeland Security OMBF ON:TJ;?OO 47
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 eiactronically,
during completion of this form. Employars are liable for errors in the completion of this form.

ANTI-DISCRIMINATION NOTICE: it is illegai to discriminate against work-authorized Individuals. Employers CANNOT specify which
document(s) an employee may present to establish em

ployment authorization and identity. The refusal to hire or continue to employ
an individuai becauee the documeniation presente has a future expiration date may also cons

m WP (g !W5M 5 amg wnﬁmw

‘ i
-.Ai_; b )AAL.‘._A .“ '2'-$¥‘{|

First Ne (leen Mlddie Initial Other Last Names Used (if any)
AReA Lo Al cpp D A

Address {Street Number and Name) Apt. Number | City or Town

[0F7 \aNBYYE of- o | oL =

55719
Date of Birth (mm/dd/yyyy) | u.S. Social Security Number Employee's E-mail Address Employee's Telephone Number

01131963 |BIaDI-Bl -HEES| 21acaeboir® cmpirad (7Y g0~ 0890

1am 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

Last Name (Famlly Name) z

| attest, under penalty of perjury, that1 am (check one of the following boxes):
[[] 1. Acitizen of the United States

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

@/3. Alawful permanent resident  (Alien Registration Number/USCIS Number);

|:| 4. An allen authorized to work  until (expiration date, if applicable, mm/dd/yyyy):
Some allens may write "N/A" in the explration date field. (See Instructions)

Aliens authorized to work must provide only one of the following document numbers to complete Form I-9:

A4 095-~43S —45%F

QR Cods - Section 1
Do NniWrﬂ: In ‘?‘hlso gpene
An Alien Reglstratlon Number/USCIS Number OR Form i-94 Admission Number OR Forelgn Passport Number.
1. Allen Registration Number/USCIS Number:
OR
2. Form 1-94 Admission Number:
OR

3. Forelgn Passport Number:
Country of Issuance:

Signature of Employee Today's Date (mm/dd/yyyy)
Qa' p A . w‘dz

/o//‘r/ =01}

- gid e q ik ek % e B B
@ L 3' -5
lrh mmé @iwwfmﬁmé dagpayy
g oy ‘aigned wWhen gropareirk ahdAir i Wnsiatars aadis eqamfewww o
1 attest, under penalty of peﬂury, that I have assisted in the com

pletion of Section 1 of thls ferm and that to the best of my
knowledge the Information Is true and correct. _

Signature of Preparer or Translator Today's Date (mm/ddAryyy)
Last Name (Family Name) First Name (Given Name)
Address (Street Number and Name) City or Town State ZIP Code

@ " Kl e i @

Form 19 07/17/17 N Page 1 of 3



Employment Eligibility Verification USCIS

Department of Homeland Security OME :ﬂ;foo .-
U.S. Citizenship and Immigration Services Expires 08/31/2019
_;‘F e Iq: '| :\'. : [;nﬁy: ;_;:;!:. : m‘ :'u.| 1..1 .:. ?“ F.._‘Itn'. e Il. \. ‘ Il!,:’ “.’..:- 4 _‘. v

kil

i dp1imiise af &t ;‘,;:_, W Mm‘ -? ,: .- [’ ; ) iy gé gy o I : .i. : ww% M
S SO SRRSO SRR R SRR/ kit il d
Employes Info from Section 1 Last Name (Family Name) First Name (Given Nams) M.l. | Citizenship/immigration Status
ListA OR ListB AND ListC
Identity and Employment Authorization Identity Empioyment Authorization
Document Title . Document Title Document Title
| 1ssuing Authority .| Issuing Authority Issuing Authority

Document Number - 4 Document Number Document Number
Cas -4AS ~ 18] '

Expiration Date (i any)(mm/ddAyyy) ‘| Expiration Date (i any)(mm/ddfyyy) Expiration Date (if any)(mm/dd/yyyy)

S _

Document Title |

§
Issuing Authority 1 [Additional information 53 ol ke e i o
Document Number i
4553

Expiration Date (if any)(mm/dd/yyyy) ;

Document Title ?

Issuing Authority ¢

Document Number i

Expirafion Date (F any) (mm/ddyyy) '

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

The employee's first day of employment (mm/dd/yyyy): ! 0 ’!j , QD \_) (Seeinstructions for exemptions)

Signature of Employer or Authorized Representative Today's Date (mm/dd/yyyy) | Title of Employer or Authorized Representative
SRS A T e T MO NG | an\] 2 COA\ B o' STt e
ﬁ\ﬂ‘ uthorized Representative | First Name of Employer or Authorized Representative | Employer's Business or Organization Name
> \ VAV 0 ™ T L EMPLOYER SOLUTIONS STAFFING GROUP LLC
Employer's Bugiihess or Organlzatior;&ddress (Street Number andjlame) ] City or Town State ZIP Code

7480 FLYING CLOUD DRIVE  SUITE 200

55344

]
oplloable

Name) First Name (Given Name) Middle Initial

. i thie Brnhltiyed's previous gi employinie ariatiof has expired, pravids the INformalion Tar 1he dacUment of recel] hal Selablshes
contihuing employment autharization in the space provided balaw ) : ,
Document Title Document Number Expiration Date (if any) (mm/dd/yyyy)

1 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 reiate to the individual.

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

Form1-9 07/17/17 N Page 2 of 3



EMPLOYER SOLUTIONS STAFFING GROUP
BACKGROUND CHECK AUTHORIZATION

Employee Name: %QR&VD A- Aﬁ@ N Lo

(First) (Middle) (Last)

Former Name(s) and Dates Used: =l

Current Address Since; I D?' ?— VAW OyEe 51— / 02 57 _P?(UL Mﬂ/ 55114

(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: DOB;

Phone Number:(:"rv'b) 1.0 ~0o890
Driver’s License Nu-mber/State: N 31 g'“ 4‘7’4&7 0@

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
records, birth records, and any other public records.

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

Signature: )aiﬁtwa@o & - MIO Date: [ 0// 77;/ 20/ 7~

Notice to CA, MN, and OK Residents:
Please check the box below if you wish to receive a copy of a consumer report that is requested.
01 1 wish to receive a copy of any Background Check Report on me that is requested.,




EMERGENCY CONTACT INFORMATION

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

Employee Name: Rﬁ@mﬁo A . MI\@Q.@
Address: (033 NaN DY/e ST. 4 joz S'WML fp 5’51/7
Home Phone: ( 9’03 QI 0 - ?)8 7’0

' o -’i" U '-2':_...:;-: r .:_tf:
Proen o el bl b o i
Contact #1 Home Phone:
0~}
Neme: RN Prrevalo Lofeg Cell Phone: (‘:,c-o;) 35%- 0819
Relationship: |, 1'{:2 _ Work Phone:
Contact #2 Home Phone:
Name: Cell Phone:
Relationship: Work Phone:

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

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




fyou do not

S Gl NS

[ Update Bank Account

L PAYINGLL ELE
|| Direct Deposit (Please complete Sections 3 and 5 below)

|| Payroli Debit Card (Please complete Sections4 and 5 below)
SEERIORNS DIREGE DEROSEE

GHEIGN

provide a written election

SECTIONTE - BASIC TN EORNENFION

= Ri g pats [

Bank Name:

Routing#

Account#

Account Type: [ CheclcingD Saving;DOther e

empioyer selutions staffing group..
Wage Payment Method Authorization (Minnesota)

Employees have the option of receiving wages by Direct D
I

Note: Diract Deposit accounts may take up to 7 days to be activated
|| Paper Check (Please complete Section 5 below)

I understand and acknowledge that if I do not provide a

eposit and/or Payroll Debit Card.
ages will be paid by paper Check.

voided check with this direct deposit form, I am

Initial

responsible for any delays in payroll or extra costs
incurred if the account number that I provide is incorrect.

Date

request a Payroll Debit Card for you,

verify your identity.

you do not submit a Direct Deposit/Payroll D
Card to pay your wages. For your protection,

Except for the routing and account number, ESSG does not have access to any information regarding your Payroll Debit Card account or

transactions. On your first payday, you will receive your new Payroll Debit Card, and a packet containing all of the terms and conditions. You will
then sign acknowledging that you received the Payroll Debit Card and packet. Your Payroll Debit Card will be reloaded on each payday you receive

SECHONI RPANROEE DLEBEE GARD

Federal law requires all financial institutions to obtain, verify, and record information that identifies each person who opens an account. In order to
provide all of the following information that will enable the financial institution to identify you. If
ebit Card Authorization, ESSG will provide the necessary information and issue you a Payroll Debit

the financial institution may ask you to provide them additional identification information so they can

‘we must

*  Tohelp us avoid making an error, please attach a copy of a voided check, (a deposit slip will not work)
- Ifyouchangebanks,donntcloseyomoldbmkaccomtunﬁlyonrdh'ectdepnsithasMedatthenewbmk,wlﬁchmaymkeZpaypmiods.

wages.
CARDHOLDER INFORMATION (as you want your Payroll Debit Card o be issued)
First Name M. Last Name Date of Birth
Street Address o BOX NOT ACCEPTABLE) Social Security#

City

State

Zip

Cell Phone (mobile)

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

Payroll Debit Card Routing #

Payroll Debit Card Account #

conditions, and disclosures.

Employee’s Signature:

made in error to my account(s).

SEEEION S AL ORIZNTFION
T authorize ESSG to directly deposit my periodic wages/co
or authorized deductions, into my account(s) as designated above and to initiate, if necessary, debit entries and adjustmentsfor any credit entries

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

Date:

mpensation payments, net of required tax withholdings, other required withholdings

* E-mail is required for pay stub information.

*E-mail: R{ ACRRDOV A

@ G MAIL. Coma .

this information will only be used to send your paystubs electronically

Employee's Signature: 2\0&/\.&,0 A ‘ f-\/\&/\/ﬂ-ﬂo

Date: /0//7 /26/?'




7

employer solutions staffing group..

STATEMENT OF CONFIDENTIALITY

This agreement made this_{T- day of gl-tﬂnbm , 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.

MAW&

Employee Signature

WA —

Employer Solutions Sfaffing Group LLC, Representative




employer soi%ons staﬁng group .
INJURY MANAGEMENT PROGRAM

Injured Worker’s Responsibilities

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

RESPONSIBILITIES OF THE INJURED WORKER:

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

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

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 perform physically suitable tasks as assigned. These may or

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



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

Notify your employer immediately of any new injuries or conditions that impact

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 Workability.

I have read my responsibilities and agree to abide by these guidelines.
Signed: M A M/\/aﬁo
Printed Name: Ri catdo A Aeevalo.




employer solutions sta rOUD.:

Important/Importante
LOST OR STOLEN PAYCHECKS

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

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

CHEQUES DE PAGO PERDIDOS O ROBADOS

Si un cheque de pago se pierde (que falta, fuera de lugar, destruido, perdido en
el correo, etc), usted debe notificar a su reclutador de personal que el cheque no
se puede encontrar. 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 gue el
cheque fue robado. Si el cheque no ha sido cobrado y si la pérdida del cheque
no fue su culpa, ESSG emitira un nuevo cheque y no hay cuota se deducira.

AGREED/SE ACUERDA—

Name/Nombre (con letra de molde):  A(CARDO A. Alevalo

\
Signature/Firma: Q?;pm&p A Aeyads -
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employer solutions staffing group..

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 fraining and protections for employees at the facility.

(3) 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
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.



A l*'iil_;?“ ,,
employer solutions staffing group..

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 ESSG’s policy on
ESSG WORKPLACE SAFETY POLICY and I understand failure to comply is
grounds for disciplinary action, up to and including termination.

I also agree that if at any time during my employment I am believe that I am
working in an unsafe or dangerous work environment, I will immediately contact
my supervisor, manager, director or ESSG’s Safety Director at
952.835.1288/1.866.496.7573 in order to obtain assistance in the resolution of such
matters.

Employee Name (Please Print)

Beade N Manplo

Employee’s Signature:

Poasrdo N povals - Date:_J0)3)201F




- 38950 Pre-Screening Notice and Certification Request for

(Rev. March 2016) the Work Opportunity Credit OMB No. 1545-1500
Depariment of the Treasury A
Intemal Revenus Sarvice » Information about Form 8850 and its separate instructions is at www.irs.gov/form8850,

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

Your name ?\?\W A hovila Social security number> 42273 ~9)~{5%6]

Street address where you iive }0}} AN rD\“LE: . 10&

City or town, state, and ZIP code 3T 2&\)1’ MM 5’5” ‘7

County Telephone number _&{}Lﬁ 10 — of9D

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

1 [0 Check here if you received a conditional certification from the state workforce agency (SWA) or a particlpating local agency
for the work opportunity credit.

2 [ Check here if any of the following statements apply to you.
* | am a member of a famlly that has recelved assistance from Temporary Assistance for Needy Families (TANF) for any 8

months during the past 18 months.

* lam a veteran and a member of a family that recelved Supplemental Nutrition Asslstance Program (SNAP) benefits (food
stamps) for at least a 3-month period during the past 15 months.

* lwas referred here by a rehabillitation agency approved by the state, an employment network under the Ticket to Work
program, or the Department of Veterans Affairs.

* | am at least age 18 but not age 40 or older and 1 am a member of a family that:
a. Recelved SNAP benefits (food stamps) for the past 6 months; or
b. Recelved SNAP benefits (food stamps) for at least 3 of the past 5§ months, but is no longer eligible to receive them.

® During the past year, | 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.

* iam a veteran and | was unempioyed for a period or periods totaling at least 4 weeks but iess than 6 months during the
past year.

38 [ Check here if you are a veteran and you were unemployed for a period or periods totaling at ieast 6 months during the past
year.

4 [ Check here if you are a veteran entitled 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 [] Check here if you are a veteran entitled to compensation for a service-connected disability and you were unemployed for a
period or periods totaling at least 6 months during the past year.

6 [ Check here if you are a member of a family that:
* Received 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-month period beginning
after August 5, 1997, ended during the past 2 years; or

® Stopped belng eligible for TANF payments during the past 2 years because federal or state law limited the maximum time
those payments could be made.

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

Signature —All Applicants Must Sign

Under penaities of perjury, ! declare that | gave the above Information to the employer on or before the day | was offered a job, and it Is, to the best of my knowledge, true,
correct, and complete,

Job applicant’s signature b REQ@/\_Q,{J i - MWLO Date j 0 / /1 / ZOﬁ

For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 22851L Form 8850 (Rev. 3-2016)
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Form A (rev. 03/2017) TAX CREDIT QUESTIONNAIRE

EMPLOYER SECTION:
Client: Company:
Location; Position: Starting Wage: $
EMPLOYEE SECTION:
First Name: Last Name: Suffix: Street Address: City/State: Zip:
TReptv 0 AYeyalo [0 VAN Dyfest 02 | M S5119
S5i: Dateof Birth: Age: E?ve you worll::fd for rlf yes, location:
is company befo
223-9)-436 | 04)p3]1963 Yl Nl |

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

Yes

No

1.

Have you or has anyone living with you received Temporary Assistance to Needy Families (TANF)
at any time since August 5, 1997? (Ifyes, please provide information belaw.)

Name of the person receiving benefits: Relationship to you:
City: County: State;

2.

Have you or has anyone living with you received Food Stamps (SNAP) at any time during the past 15 months?
(If yes, please provide information below.)

Name of the person receiving benefits; Relationship to you:
City: County: State:

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

2

Have you received any type of vocational rehabilitation services within the past two years?
If yes, please indicate which type of agency you worked with and provide their location information below:

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

City: County: State:

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

N

Are you a Veteran of the U.S. Military? *If yes, please pravide a copy af your DD-214 and letter of separation.
(If yes, please provide information below. Ifno, please continue to question #6.)

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

O

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

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

Was thisa [ ] Federal or [ State conviction? If State - County: State:

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

o O 0Op;§

| AR R

: ; f\dditional Tax Credits :

IEC (Native American): Are you or your spouse a member of a Native American Tribe?

Ifyou checked yes please provide a copy of your CDIB card.

CA Residents: [] Are you the child of foster parents? [] Do you receive CalWorks? [0 Workforce Investment Act?
[ Are you a migrant or seasonal farm worker? D Have you ever been convicted of a misdemeanor?

SC Residents: [] Do you receive Family Independence Benefits?

=

PLEASE READ, SIGN, AND DATE:

Under penalties of perjury, 1 declare the information above to be true and accurate io the best of my knowledge, and 1 hereby authorize any agency, organization, or

individuals to supply such verification or information that may be needed to determine tax credit eligibility to my employer, employer representative (Associated

Consultants, Inc. dba Retrotax), or lh@]:mmem of Labor.
(-]
New Employee Signature: ‘\J’/\ﬁ'o N MVA«D Date: [0 / 12 / zb /¢




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

Gl Al WVILD ETA 206 =, [t B0 10T Lhe [arg

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

'New Hire’s Signature: Rf(’/ﬂ/\lﬁ A Mols Date /0'//?/20/;‘
New Hire Name: Rleal o  Areyalo -

Social Security Number: 223%~9)~43¢)

Employer Name:

Please check the statements below if they apply to you.

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

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

(Enter start date)

Privacy Act Notice:

The intemal Revenue Code of 1986, Secfion 51, as amended and iis enacting legislation, P.L. 104-188, specify thet the State Workforce Agencles are the
"designated” agencies responsible for administering the WOTC cerfificaion procedures of this program. The information you have provided complefing this
form will be disclosed by your emplayer to the State Workforce Agency. Provision of this information is voluntary; however the Information Is required to
determine your employer's elfgibility for the federal tax credit.

O 4 g ¢ ¢ ¢ ¢ 4o 0 b g e e S 0 s . sy o T et b ) a6t r e 4 ¢ ¢ g 4 1 1 —— o e —

Public Burden Statement:

Persons ara not required to respond fo this collection of information unless it displays a cummently valid OM B control number, Respondents’ obligation to
complate this form is required to obtain or retain benefits (P.L. 111 -5). Public reporting burden Is esfimated to average 10 minutes per response, inciuding the
fime for reviewing instructions, searching existing data sources, gathering and maintaining the data needed, and completing and reviewing the collection of
Information. Send comments regariing this burden estimate to the U.S, Department of Labor, Division of National Programs Tools Technical Assistance,
Room C-4510, Washington, D.C. 20210 (Paperwork Reduction Project 1205-0371). Please do not submit completed forms to this address,
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employer solutions staffing gro.up“

Notification of Minnesota Law Requirement —

Unemployment Acknowledgement

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

Jjob 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)
AR Ao A - frsls /0/r7 )z 0%
Employee Signature: Date:

Ricsrrvo A REVALD

Employee (please print your name here)

CMG_SM - Rev. 09.2013



DRUG AND ALCOHOL

TESTING CONSENT FORM
1. | have been allowed to read and inspect a written copy of ESSG policy on
drugs and alcohol.
2. | have read the entire 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.

ALCARDO  Alevalo

Individual's Name

19/r3 )20
Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10
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wtgloyer solutions staffing group.

Leveraging Resources in a Changing Market

employer solutions group.

e | R0 SMPPES V08 I g Wate,

Enhanced MEC Plan_Plan 1

ESNG g=m)

Wrrgu e g FU N o du N,

Social Security Number

Benefig Plan Administrators, Inc,

Ricarro Asyalo 223 ~9(~436/
—— 1 Addresa— 2ip-Code-—

013 VAN Dife 4T . 4 /02 ST-Ppvl MN  |S5/19

leondor v Male llmgrlhl Eﬁlngle Date of Bl P Date of Hire
[ Female q«%dmnnmm 9) ?;3 [963
|Phone Number; Emall Address;
0— 0§90 Z1 aCHEYNAL _Cpanil. cow
Pledse Select Desired Coverage:
IZ' Employee Only - D Employee+Spouse - ]| Employee+Child(ren) - Family -
- $24.00/Week ' $38.00/Week $36.00/Week $63.00/Week

BRI AR St A WA R

Fiin iRl ¥ Ul A0 00 1 U sl e

Social Security # Blith Date | Sex Relationship
0 Mse [1Spouse [ Child
D e Rela A0 AT TN ERTENR
[J Female I3 Domestic Partner
Gthar caveris iotnation i Ll arer s dieaig
E OF PERSON COVERED (FIRST, LAST):

EFF. DATE

EFF. DATE

EFF. DATE

Employee Acknowistigement and Authorization - | heraby apply for the
any misstatements or failure to report Information may be used as the

group bensfit{s) aa indicated. | acknowiedge that all entries are trus and complete and that
baais for cancsliation of coverage for me and my dependent(s), if any, from the original
affective date, Further, | authorize my amployer to make the necessary payroll deduction of premiums for coverages 1 have slected.

[IF ENROLLING - YOU MUST SIGN HERE
Employee Signatura M A + freaelo.

o (0/17/20/3

euprovessoeclnne (1 | am DECLINING coverage

{ undorstand that | and/or my depandents, it any, walve any coverage and desire to
must meet the requiremaents defined In the Cartificate of Covarage for the company's medical or dental P
(Inciuding my spausa) becauss of other coverage, | may, In future be able to anroll myaelf or my depand
days after the other coverage ends. in addition,

participate in the plan at a later date. Iiwe may be considersd a late enroliss and

if 2 new dependent ralationship forms as a result of marriage, birth, adoption, placement for adoption of parting suit

of adoption, | may he able to enroll myself or my do'lznndunt. provided | request enroliment within 31 days of the svent.
IF DECLINING- YOU MUST SIGN HERE
Employea Signature - Date

if | decline enroiiment for myseif or my dependents
In thia plan, provided | request enroliment within 31

L)

Employer Solutions Staffing Group Health Benefits Team

Phone; 962-787-8519 Fax: 952-767-8515

PO Box 46270 Minneapolis, MN 55344-9958

Email: Health@employersolutionsgroup.com



CIACG ANUCHLIULY IVIEWICAL enents_lan 2

“ il " 2193018861 |omceussony  LOCATION _ RehieDate__/__,
ENROLLMENT FORM ESC CU(UNAC-MN) P1 y18.:
PRINT USING BLACK or BLUE INK (Must Be Filled Out) T

AddreSS 1033 AN Dyke st ' Aot by,
ﬁvﬁ‘f—- .?NJL" . N . :ﬁpE'S'//? __;0’/’/3’/76;3

L_IYes XiNo. If Yes, please continue,
Medicare Effective Date

Medicare Health Insurance Claim Number {HICN)

Name of Covered Person (s): c J
1. 2

C. LIMITED BENEFITS PLAN SELECTION

... .. Payroll Deducted Weekly Rate:
You MUST select a coverage level before any benefits In Section C. Your coverage level for the all benefits in Section C will b
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 Lwy‘;ﬁﬁm"'?m DENTAL VISION TERMUFE | SHORETERM
 Employes Only so2s @ sew B sz B|  ses0 3P| se20 |
Employee +1 [ ] $41.10 $12.34 $4.92 $0.90
Employee + Family D ! 5!54'.8‘8‘ . . 1626'.36_ . 56.56 $1.80 :
NO to ALL Benefits [ | [fes [Ino [5Jes LNo | Clves [INo | Clves CIno | [Clves Clne

Q_lIh!asexe.régeis not available to residents of NH, Hi, or PR. 2STD is not available to persons who work in CA, HI, NJ, NY, or RI.

For Term Life / Accidental Death & Dismemberment, please write in your beneficiary lnf;rmatlon. Accidental Death &
Dismemberment is part of the Term Life Benefit. :

Name

Relationship

D. REQUIRED DEPENDENT INFORMATION

Name Social Security # = Date of Birth | Sex 5Relatlonship
e SN e NPT E M 1/ -'.I_E_.'DSpouseE]ChildDDomesﬁc_Pa"mef
Name Social Security # ' Date of Birth | Sex Relationship
A oo 0 IMITET [spouss [ chiid [l Domestic Partner
Name  Social Security # | Date of Birth | Sex Relationship '

. Em /7| MI[E] [Jspouse[Jchiid[Domestic Partner
Name - Social Security # - Date of Birth | Sex Relationship

(LN I IE [JIspouse [C]child [] Domestic Partner

E. REQUIRED SIGNATURE

YOU MUST SIGN AND

| have read the benefit packet and understand its limitations. | u
3 limited time and | understand that making no benefit selectio

DATE, EVEN IF YOU DECLINE COVERAGE
nderstand that open enroliment is only available for
n is a declination of coverage.

| :
. D> SIGNATURE ,Q\Zaaﬂba A . AREVA (D,

This Is an Essential StaffCARE Enrollment Forr



