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EVerify

SENSITIVE BUT UNCLASSIFIED

Case Verification Number: 2017300105937DW
Report Prepared: 10/27/2017

Company Information

Company ID; 47429 Company Name: Employer Solutions Staffing Group
Employee Information

Last Name: Vo First Name: Thanh

Date of Birth: 12/23/1953 Social Security Number; *** ** 1938

Hire Date: 10/26/2017 Citizenship Status; A lawful permanent resident

Document Information

List A Document: Permanent Resldent Card or Allen Registration Receipt Card (Form |-551)
Alien Number; 065539906
Card Number: IOE0885038118 Document Expiration Date:

Case Status Information

Current Case Result: Employment Authorized Employer Case ID:
Case Submitted On: 10/27/2017 Case Submitted By: GLUI1008
SENSITIVE BUT UNCLASSIFIED

lofl 10/27/2017, 10:00 AV



www.esgstaffingsolutions.com

Personal Data-- PLEASE PRINT LEGIBLY IN INK

Last Name Y0

First Name __Thanh

Strest Address 7485 Jordan Avenue South

New Hire Application

PO Box 46270

Minneapolis, MN 55344-9956

Tel: 952.835,1288

Middle Initial M@

City/State/Zip Cottage Gr6ve, MN

55016

Phone Number _ 6123085858

Emall Address

Staffing Agency/Recrujtment Partner CMB

1 authofizs Employer Sclutions Staffing Group (ESSG) to use the information and statements
qualifications for employment. | authorize ESSG to make
regarding my previous duties, responsibilities,

} understtind that a comprehensive
This may include but is not Imited fo,

Apt/Ste

Soclal Security Last Four XXX-XX-

UEIILILY 8nG

Are you legally authorized to work In the United States of America? @1YEs (JINO

Applicant Certification and Authorization

of criminal and/or convi

required by cllents, govemmaent regulations or by ESSG policies.
| release ESSE and other persons or entities from any claims thet might be based on ESSG's deision to conduct a background check.

| certify that all statements mads in my application are e and accurate and that |
false or misleading information, | understand that
cansiderafion for employment or,

any material omission or misrep
it discovered after | begin employment, will resu

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

inquiries of my former employers,
performance, compensation and eligibilily for rahire,

badgmmdcha&maybamducbdhdstanninamyeﬂgibﬂﬂyfcrﬁmbycamm cllents of ESSG,
iction records, driving records and/or a drug screen test as

contained in this application to determing my
exuept as indicated In this application,

have not omitted any matarial information or provided
resentation will result in my disqualification from
it in my termination,

Thanh Vo oy e Oct 26,2017
Name (Print or type) Applicant’s Signature Date
A copy or facsimile ("fax™) wiil be considered the same as an original signature. Email will ONLY be usad for employment correspondence
For ESSG Office Use Only
DOH NHW 19 8850 w4
Emergency Contactinfo | Background Release Form Background Results Unemployment Lotter ESC Appliication
(if applicable)
_ ‘ _ For EBSG Client Use _ -
DOH ROP Work Sits Loc. WC Code
ESSG- CMG-CO

Rev, 0472017



Employinent Eligibility Verification . USCIS

Department of Homeland Security owl: :Tllsfzm
U.S. Citizenship and Immigration Services Expires 08/31/2019

“
- e RO,

P START HERE: Read Instructions earefully before completing this form. The instructions must be available, either in paper or electronically,
during completion of this form. Employers are ilable for errors In the completion of this form.

ANTI-DISCRIMINATION NOTICE: It is lllegal to discriminate against work-authorized individuals. Employers CANNOT specify which
document(s) an employee may present to establish employment authorization and Identity. The refusal to hire or continue to employ
Iscrimination.— -

_______@nindiidual because the documentation presented has a future expiration date may also constitute lliegal d

'Section 1. Employee information and Attestation (Employees must complete and sign Section 1 of Form I-9 no later
than the first day of employment, but not before accepting a job offer.)

Last Name (Family Name) First Name (Given Name) Middis Initlal ~ | Other Last Names Used (if any)
a— [ ]
\/O [HAVH | 101

Address (Sireat Number and Nams) Apt. Number City or Town State ZIP Code

Doas/ sk COTINGE GVWE |Mw | STO!

| Date of Birth (mm/ddyyyy) | U.S. Social Security Number Employse's E-mail Address Emploype'a Telephone Number

- 23- (453 |GIS8-EI8- 7-0-

I am aware that federal law provides for imprisonment and/or fings
connection with the completion of this form.

I attest, under penalty of perjury, that 1am (check one of the following boxes):
[[] 1. Acitizen of the United States
[[] 2. Anoncitizen national of the United States (Sse instructions)

% 3. Alawiul permanent resident _ (Allen Registraion Numberiuscis Number: - ()b U {447 4 06y

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. (Sse Instructions)

Alians avithorized to work must provide only one of the following document numbers fo complete Form J-9: ,,o?;m',: -?h“,;uégm
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 1-94 Admission Number:
OR

3. Foreign Passport Number:
Country of lssua_nce:

Signature of Employee ' Today's Date (mmvdd/yyyy)
: W o - 20— 2.4 :,‘

Preparer and/or Translator Certification (check one):

! [:] I did not use a preparer or translator. D A preparer(s) and/or translator(s) assisted the employea in complsting Section 1.
(Fields below must be completed and signed when preparers and/or translators assist an employee in completing Section 1.)

| attest, under penalty of perjury, that | have assisted in the completion of Section 1 of this form and that to the best of my
knowledge the information is true and correct.

Signature of Preparer or Translator Taday's Date (mmvddfyyy)

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

Address (Street Number and Name) Clty or Town Stats ZIP Code

“ Employer Completes Next Page @

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



Employment Eligibility Verification USCIS

Department of Homeland Security e
U.S. Citizenship and Immigration Services Expires 08/31/2019

Section 2. Employer or Authorized Representative Review and Verification

(Employers or their authonized representative must complete and sign Section 2 within 3 business days of the employee's first day of employment. You
must physically examine one document from List A OR a combination of one document from List B and one document from List C as listed on tha "Lists
of Acceptable Documents.”)

Last Name (Family Name) First Name (Given Name) M.I. | Citizenship/immigration Status
Employee Info from Section 1 VCD . - o E(L

ListA OR ListB “AND ListC
Identity and Employment Authorization Identity Employment Authorization
Document Title 3 . Document Title Document Title
S ' |
Issuing Authority Issuing Authority Issuing Authority
Usia

Document Number Document Number Document Number

OS5 209 O\,
Explration Date {if any)(mm/ddfyyyy)
|_o0)80.Ja0a)

Document Title

Explration Date (if any)(mm/ddfyyyy) Explration Date (7 any)(mm/dd/yyyy)

Issuing Authority Addltional Information O o ST LS

Document Nurober

Expiration Date (if any)(mm/dd/fyyyy)

Document Title

Issulng Authority

Document Number

| Expiration Dats (if any)(mm/ddyyyy)

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

The employee's first day of employment (mm/dd/yyyy): \O[31)A ) (Seeinstructions for exemptions)

Signature of Employer or Authorized Representative Today's Date (mm/ddfyyyy) | Title of Employer or Authorized Represantative
bomy 10311300 el Pam i adrrecvoe
: ployer or Authorized Representative | First Name of Employer or Authorized Representative | Employer's Business or Organization Name
Loive M Ceoe e, Enpis e ¢ Srofinee Goovp
Employer's Business or Organization Address {Straet Numbenshd Name) | City or Town State 2ZIP Code
€D 'F\\‘nm\‘c \avd DrSovt oo Eden Bnicic MNON | 5534
Section 3. Reverification and Rehires (To be completed and signed by employer or authorized representative.)
A. New Name (if applicable) B. Date of Rehire (if applicable)
Last Name (Famlly Name) First Name (Given Name) Middle Initial Date (mmvddyyyy)

C. It the employee's previous grant of employment authorization has expirad, provida the information for the document or receipt that establishes
continuing employment authorization in the space provided below.

Document Title Document Number Expiration Date ( any) (mm/ddyyyy)

| 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 genulne and to relate to the Individual.

Signature of Employer or Authorized Representative | Today's Date (mmvdd/yyyy) Name of Employer or Authorized Representative

Form 1-9 07/17/17 N Page 2 of 3
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. employer solutions staffing group
everaging Resources in a Changing Market
Direct Deposit/Payroll Debit Card Authorization

Employees have the option of receiving wages by Direct Deposit and/or Payroll Debit Card.
If you do not provide a written election, wages will be paid by Payroll Debit Card,
SECTION | BASIC INFORMATION

Employce Name ,rH, \/ ¢ SSN# (1ast 4 digits) !ﬁrz Effective Date

2 ]
7 - MR W K O RN A = et My

AL S M NS

SECTION 2 PAYROLL BFLECTION

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

| _| Payroll Debit Card (Pleaso complete Sections 4 and 5 below)
SECTION 3 DIRECT DEPOSIT

A [ Update Bank Account T understand and acknowledge that if1 do not provide a
(O Bank Nams; volded check with this divect deposit form, I am

0 responsible for any delays in payroll or extra costs

E Routing# incurred if the account number that X provide is incorrect.
] ot Initial Date

Account Type: [ Checking [ Savings [lOther

To help us avoid making an errar, please aitach a copy of a voided check. (a deposit sip will not work)
Ifyuuchangebanks,dnnntclnseyuuroldbmkamnntuntﬂyuurdhwtdeposithasslarladatﬁcncwbank,whichmaytathaypednds.

SECTION 4 PAYROLL DEBIT CARD (GLOBAL CASH CARD)

Federallnwmquiresaﬂﬁnmnialinsﬁmﬂnnatoobmin,vaﬁfy,andmcurdinﬁmnﬂﬁnnﬂmtidenﬂﬁesmhpmnnwhoopmanamum.lnmderm
reqnestaPayrollDebitCndforyun.wemustpmvldeaﬂofﬂmﬂ:ﬂowinghfnmnﬁmﬂmtwﬂlembhﬂmﬂnmcialinsﬁmﬁmmidmﬁfyymIf
youdomtsnhmitaDheaDepoﬁﬂPaymﬂDebitCardAlﬂnﬁmﬁon,ESSGwﬂlprovidetlmnccesmyinfmnnﬁnnandismyouaPaymIlDebit
Cardtnpayyom'wages.memmﬁmmnﬁnmdﬂhsﬂuﬂmmsyaakymmmﬁdammﬁdiﬁmﬂﬁmﬁﬁmﬂmwmsoﬁw
verify your identity.

ExceptfnrthemuﬁngmdaccoMmmbm,ESSGdoesnmhavamsmmyinﬁ:maﬂmngudingymnPaymﬂ Debit Card account or
tmumﬁnns.Onyonrﬁrstpayduy,youwmmodwymnmeaymﬂDobﬁCMmdapackntcnnmhhgaﬂofﬂmhmsmdmdiﬁms.mem
thensignacknowhdghgﬂmtyoumdvedﬂ:ePaymﬂDebﬁCndmdpmhtYomPaymnDethndwillberelnadedoneaohpnydayynureceive
wagges,

22N
CARDHOLDER INFORMATION (as you want your Payroll Debit Card to € isdued)

T AN M Lo [P yb TI72- 1403
R Fors e . [/ evy =t (435
oTTATE e |V | P ow0ls] /[T - 0P 9947

GET TEXT ALERTS, when your paycheck is deposited on your [[JYes, sign me up, for text alerts
All we need to know your cell phone service provider and mobile er above! My mobile service provider is;
RECEIPT OF PAYROLL DEBIT CARD (to be oomp]awdwhmbunpinknp your Payroll Debit Card)
Payroll Debit Card Routing # Payroll Debit Card Account’#

073972181

I am agresing to the program terms, conditions, and disclosures that are incinded or made available to me from time to time from the finanolal institution, T
authorizeﬂmﬁnancialinsﬁtnﬁnnmdehitmyPaymllDebitCatdaccountﬁrﬂmfeesdesodbedinﬂmﬁeacheduleﬂmtispartofﬂmpmgmmtama,
conditions, and disclosures.

Employee’s Signature: Date:l_@f 2b - / 3
SECTION 5 AUTHORIZATION
IauthnﬂzeESSGtodhecﬂydepoﬂmypeﬁodicwagedmmpmsaﬁmpaymmﬁ,netofmquiredhxwﬁhhoﬁhgs,ot.herreqlﬁredwithholdings
mauﬁoﬁzed@dncﬁm.hhnwmoum(s)udedgnmdabowmdmhiﬁm,ifnmm,debitenhiesandadiustmenmforanymditentries
mads in error to my account(s). * E-mail is required for pay stub information.

*E-mail; Féﬂdeiﬁﬁﬁﬁg PAYANC, %ot Copn
this Mﬂmﬂyhe send your paystubs electronically

Employee's Signature: Date: [ (- Zg - / a—

rhavemccivedmyPnymnDehitCuﬂ,wdmmehrmhnu,mgmmﬂm,pmgmmhms,cmdiﬁms,anddisnlntyaoﬁvuﬁngmyPaymllDebitCard,




Form W-4 (2017) g S0 L35 0 supplemecta wages wmwmmmﬁlm

Basio instrusfions. ummwww consider makdng

anpmmwmmumawmmmme m n page 2 further adjust your mmmmmuguwmm
tan from urpaycomldaroomp a new Form allowances based on Rsmlzad withh on Form W-4
W-4 and when or finencial decuations, carain redits, adstmert to inagme, adjust your withholding
gituation u& or two~eamera/multiple joba Momwm jobs. i mavaam°
axamm, Complete all workehests that apply \
W nneai,z.s.A. and sign the may i ewer o or)alnses. For A ?.Fummm'”ﬁ‘&?m e
1a.zma.3aw°m "5 Tmmm’m“ yougddnmd'andmavnotbeaﬂatmnunm m“““@m"ﬁm“mm
_ peroentage of wages, - fcrﬂmhlghes! job and zero allowanges are
m!mm cleiny you e a dependent Head of housshold. Ganerally, you can claim head 'Bﬂmmﬁfdm
uﬂ&“hlsorhenmmmm Yol o 'lclalmmp&u'%m ;’ww,mmwmﬂ%%d if Nmasldem youmammmmn.m
and inchidles more ﬂ mmmdumme(fnr W ahmnafuryoumﬂugf mwmmﬁ‘“ww
Pub, 8§01, mwmmmd Check withholding. After Form W4 takes
A" wmggmmb Fillng Information, for information. MN%MNG&&W%’M uere
a dependent, if the employes: ‘l‘axmull;lu. You mwu«g& Into %7’“"8@“&\:. Mm
© la age 65 or cider, WhoKing Alowanoes. ges. Credha or chldor dspendert 5"-““(3'“9 oo e
(s biind, or axpmaesmdm child tex gredil may be claimed Puhndau!opmm any futura
nel Allowances Warksheet affecting
« Wil olsim acljstments to income; tax greciis; or fwmmmmmngy&'ﬁ m’f’uﬁmmﬁm ‘wil'be posted

O wWmo O W >

emized desluotions, on ms of her tax retum. lmovmhol
Personal Allowances Wﬂorksheet {Keep for your records.)

Enter “1” foryourself fnoone elsecan claimyouasadependent, . + o o o . . . I
* You're single and have only one job; or

Enter “4” if: { » You're mayried, have pnly one job, and your spousa dossn’t work; or ] A o e L)
» Your wages from a second job or your spouss’s wages (or the tota! of both) are $1,500 or less,

Enter *1* for your spouse, But, you may chooss to enter °-0-" if you are married and have either a warking spouse or morg

than one job. {Entering “-0-" may help you avold havingtoo fittletaxwithheld) . . . . . . . . . . . . . .

Enter number of dependents (other than your spouse or yourself) you will claimonyourtaxretum. . . . . . .

Enter “1” if you will file as head af household on your tax retisn (see conditions under Head of household above) .

Enter *1” if you have at least $2,000 of child or depentient care expenses for which you planto claimacredit . .

{Note: Do not include child aupport payments. See Pub. 5083, Child and Dependent Care Expenses, for detalls.)

Child Tax Credit (nciuding additional child tax credif), See Pub. 972, Chiid Tax Credit, for mora information.

s if your total Income will be lesa than $70,000 {$100,000 if married), enter “2° for each eligible child; then less “1" if you

have two to four eligible children or less “2” If you have five or more eligible children,

« |t your iotal incame will be between $70,000 and $84,000 ($100,000 and $110,000 if maied), enter *1” for each eligiblechild,. @

Add nnesAmmghGand enter totel here, (Note: This may be different from the number of exemptions you clalm on your tex ratum.) » H

u an to temilze or claim adjustments to Income and want to reduce withhol see the Beductions
For agcuraoy, Alﬂg]alm!ma orushseton;ggez v —

complete all . ltyouawmingl le and have mere than one Jol amman‘ladandynu andynurspousabathworkand the comblined

worksheets obs excaed $50,000 ifmarrl see the Two-Eamers/Multiple Jobs Workshest on page 2
that apply. having tgolitﬁetaxwithh i = g

» lf nehher of the abave situations applies, stop here and enter the number from line H on fine § of Form W-4 helow,

Tmoo

> e e

Form

Separate here and give Form W-4 to your employer. Keep the tap part for your records.
w..4 Employee’s Withholding Allowance Certificate OMB No. 1545-0074

Doprnrsof o oy P Whsther you are aniftied to gleim a certaln number of allowances or sxsmption from withbolding Ia 2017
Reverue Benice

subjest to revisw by the IRS, Your employer may ba requirad to send a copy of this form to the IRS.

1

Your first name and midoie Inkel Testname (W "2 YOur Social SoGuriy DUMReT

Thanh na 658661938

7485 Jordan Avenue South

Fama address (umber and strest or rural foute) 8 D Single (&) Maried () Married, byt wihhold at higher Singla rate.

Cottage Grove, MN 55016

Note: i maried, but legelly ssparated, or spouse s a nonresident afien, cheok the "Singie” box.
4 tryour last namwe differs from that shown op your soalal security cand,
check hors. You musat call 1-80D-772-1213 branp!awmm )

City ortown, stats, and ZIP code

&
8
7

Totel number of aliowances you ara clalming (from line H abova or from the applioable workshest on page 2) 5] ¢
Additional amount, if any, you want withheld fromeachpaychesk . . . . . . . « + -+ , . . 8
| claim exemmption from withholding for 2017, and | certify that | mest both of the following conditians for exampﬁon.
» Last year | had a right to a refund of all federal income tax withheld because | had no tax liabllity, and

¢ This year | expsct a refund of all federal Income tax withheld bepause ) expact to have no tex lisb SRt

If you meet both conditions, wiite “Exempt®hera, . . . . . « , .+ . Booenpl B 7 2
Underpenalﬂsspfperlmy.Idaularematlhmmmlnedtlﬁacemﬂoataand.toﬂlebestdmvkmwlmandbenef.ulsirua.correet.imdeomp'ete-
Employes®s signature /i
crmsfmntanotvalmumessyouslgn ) »  Thonhvo (ort2s, i pate» Oct 26,2017

8

Employer's name and address (Employer: Complete lines 8 and 10 only If sending to the IRS) | 9 Office coda (optional} | 10 Employer idemtification number (EIN)

For Privacy Act and Paparwork Reduction At Notics, see page 2. Tat. No, 102200 Form W4 o17)



EMPLOYER SOLUTIONS STAFFING GROUP
BACKGRQUND CHECK AUTHORIZATION

Employee Name: __1hanh Vo . _
{First) (Middle) (Last)
~ Former Name(s) and Dates Used:
Current Address Since: 7485 Jordan Avenue South Cottage Grove, MN 55016
(Mo/¥r) (Street) (City) (State/Zip)
Previous Address From: o
{Mo/Yr) (Street) (City) (State/Zip)
Previous Address From; : _
(Mo/¥r) (Street) (City) (State/Zip)
Social Security Number: 658661938 pop;_12231953

Phone Number: SaZiIEeEas

Driver’s License Number/State:

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

| hereby authorize Employer Solutions Staffing Group, LLC and its designatad agents and reprasentatives 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 divuige 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 Selutions Staffing Group, LLC and its
designated agents and representatives shall maintain all information received from this authorization in a confidential
manner in arder to protect the applicants personal information, including, but not limited to, addresses, soclal security
numbers, and dates of birth,

Signature: 24l — _ Date: OCt26,2017
otice to CA, MIN, and O idents;

Please check the hox helow if you wish to receive a copy of a consumer report that is requested.
1 wish to receive a copy of any Background Check Report on me that Is requested.




Para Informacidn en espaiiol, visite www.consumerfinance.gov/iearnmore o escrite a lo Consumer Finemeial Protection Bureoy, 1700 G Street N.W., Washington,
DC 20552

A SUMMARY OF YOUR RIGHTS UNDER THE FAIR CREDIT REPORTING ACT

The federal Fair Credit Reporting Act {FCRA) promates the accuracy, falmess, and privacy of information in tha files of consumer reporting agencies. There are many
types of cansumer reporting agencles, including credit bureaus and speclalty agancies {such as agencies that sell information about check writing histories, medical
records, and rental history records). Here is a summary of your major sights under the FCRA, Far more information, including information about additional rights, go
to www.consumerfinance gov/lesmmare or write to: Consumer Financlal Protection Buresy, 1700 @ Street N.W., Washington, 0C 20552,

° Younmtbetnldi!hﬂmﬂunhvommehasbunmdasﬂmlmemwhoumaaaﬂRmponmmmtypedwnwmermpmmdmymam
catlonfntuadlt.hmmce,mmplovment—ortntalmanotheraﬂvemacﬂunagamstyou-mustwl!vou,andmuststveyouﬂiename,address,andphone
number of the agency that provided the information : = = .

e You have theright to imow what is in your file. You may request and ohtain all the information about you in thefiles of a cansumer reporting agency {your “file
disdlosure®), You will be required to provide proper identification, which may include your Social Security number. In many cases, the disclosure will be free, You
are entitled to a free file disclosure if;

& a person has taken adverse action against you hecause of Infarmation in your credit report;
# you are the victim of identity theft and place a fraud alert in your file;

& your file contalns inaccurate information a5 a resuit of fraud;

e you are gn public assistance;

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

In addition, all consumers are entitied to one fres disclosure every 12 months upon request from each nationwide credit bureau and from nationwide specialty con-

sumer reporting agentigs, Spe www.consumerfinance gov/learpmore for additional information,

 You have tha right to ask for  credit scare. Credit scores are numerical summyaries of your credit-worthingss based en information from gredit bureaus. You may
request a credit score fror consumer reporting agenclas that create scores or distribute scores used in residentis) real proparty lpans, but you will have to pay for
it. In some mortgage transactions, you will raceive credit scora infarmation for frea from the mortgage iander.

® ‘Yau have the right to dispute incomplgte or inaccurate Information. If you identify information in yaur fife that is Incomplete or Inaccurate, and report it to the
consumer reporting agancy, the agency must investigate ynless your dispyte is frivolpus. Sep www.consumerfinance gov/learnmore for an explanation of dispute
procedures,

s Consumer reporting agencies must correct or delete inaccurate, incomplete, or unverifisble Information. Inaccurate, Incomplete ar unverifiable information
must be removed or carrected, usually within 30 days. However, a consumer reporting agency may continue to report information it has verified as accurate,

¢ Consumer reporting agencies may not report outdated negative Information. In must cases, a consumer raporting agency may not repart negative infarmation
that Is more than seven years old, or bankruptcies that are more than 10 years okl,

¢ Atcess to your file is linftetl, A consumer reporting agency may provide information about you only to people with a valid need - uswally to cansider an applica-
tion with a creditor, Insurer, employer, landlord, or other business. The FCRA specifies thuse with a valld need for access,

» You must give your consint for saports to be provided to employars. A consumer reporting sgenty may not give out information about you to your émployet, or
a patential employer, without your writtan consent given to the employer. Written consent generally is niot required in the trucking Industry. For more infor-

insurance must Include a toll-free phone number you can call if you chaose to ramove your name and address from the lists these offers are based on. You may
opt-out with the nationwide credit bureaus at 1-888-567-86BB.

» Youmay seek damages from violators. if a consumer reporting agency, ar, In some cases, a user of consumer reports or a furnisher of infarmation to a consumer
reporting agenty vinlates the FCRA, you may be able to sue In state or federal tourt.

« identity theft victims and active duty military personnel have additianal rights, For more Information, vish www.consumerfing :

States moy enforce the FERA, und muny states have thelr own consumer reporting laws. In some cases, you may have more rights under state law, For more infor-

mtion, contact yaur state or Jocal consumer protection agency or your state Attorney Generol, For infarmation about your federal rights, contact:

TYPE QF BUSINESS: CONTACT:

1.a. Banks, savings associations, and credit unions with total assets of over a. Bureau of Consumer Financlal Prataction

$20 hilfion and their affiliates, 1700 G Street NW
Washington, DC 20552
b. Such affillates that are not banks, savings assoclations, or credit unlonsalso | b. Federal Trade Commission: Consumer Response Center ~FCRA
should list, in addition to the Bureau; Washington, DC 20380
3824357

2, To the extent not included in item 1 above:
8, National banks, federal savings assaciations, and federal branches and fed- | a. Office of the Comptroller of the Currency
eral agencies of foreign banks Customer Assistance Group

1301 McKinney Straet, Suite 3450

Houston, TX 77010-8050

b, Statemember banks, branches and agencigs of foreign banks {gtherthan | b, Federal Reserve Cansumer Help Canter
federal branches, federal agencles, and insureg state branches of forelgn £,0.Box 1200

banks), commercial lending companies owned or contralled by foreign banks, | Minnenpolis, MN 55480

and organizations operating under section 25 ar 25A of the Federal Reserve
Act -

c. Nopmember insured Banks, insured State Branches of Foreign Banks, and ¢, FDIC Consumer Response Center
insured state savipgs assaciations 1100 Walnut Street, Box #11
Kansas City, MO 64106

d. Federal CredR Unigns d. National Credjt Union Administration




EMERGENCY CONTACT INFORMATION

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

Employee Name: Thanh Vo

Address: 7485 Jordan Avenue South Cottage Grove, MN 55016

Home Phone: 6123085858

Contact #1 Home Phone:
Name: Jennifer Hugnh Cell Phone: 6123085858
Relationship: Work Phone:

Contact #2 Home Phone;
Name: Cell Phone:
|Relationship: Work Phone:

Adgitional 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 useéd in the case of an emergency.



employer solutions staffing gnoup.c.

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.

(i

Thanh Vo {Qct 26,2017)

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

Attend all scheduled appointments. While an physical limitations, visits should
be a minimum of once every two weeks. Fallure to have current medical support
for disability may result in termination of benefits. Schedule your next

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

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 earllest appropriate time.

Immediately following your apppintment, 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 depariment, The work may or may not be on your
usual shift.



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

DIITY YOUr employe

your physical condition.
If it Is necessary to miss scheduled work due fo 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 thesa guidelines.

(i
Signed: __mpmveiase 2

Printed Name: ___ThanhVo




~ employer soiutions staffing group.

Iimportant/importante
LOST OR STOLEN PAYCHECKS

If a paycheck is lost (missing, misplaced, destroyed, lost in the mail, 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 recrulter 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

S1 un cheque de pago se pierde {que falta, fuera de lugar, destruldo, perdido en
el correo, etc), usted debe nofificar 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 denunciar el robo a la palicia
antes de que podamos volver a emitir e} cheque. Una vez hecho esto, usted
debe proporcionar una copia de la denuncia a su reclutador de personal que el
cheque fue robado. Si el cheque no ha sido cobrado y si la pérdida del cheque
no fue su culpa, ESSG emitira un nuevo cheque y no hay cuota se deducira.

AGREED/SE ACUERDA—
Name/Nombre (con letra de molde): Thanh Vo

Signature/Firma: %
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— ESSGWORKPLACE SAFETYPOLICY

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

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

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

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

ESSG is committed to vigorously enforcing its OSHA Compliance Policy.

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

» Responsibility to work in compliance with OSHA laws and regulations

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

» Responsibility to report workplace hazards and dangers

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

You have the following basis rights;

o Right to refuse unsafe work

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

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



employer solutions staffing group..

—* Right to request information about safoty and health hazar
workplace, appropriate precautions to take, and procedures to follow if
involved in an accident or exposed to hazardous substances

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

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

It 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
952.835.1288/1.866.496.7678) and asking for the ESSG Safety Director. 'You can
also contact OSHA directly with any concern. ESSG recognizes the serious nature
of ensuring workplace safety will endeavor to protect any employee who may have
been subjected to unsafe or hazardous worksite conditions.



‘\ij
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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'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 environtment, I will immediately contact
my supervisor, manager, director or ESSG’s Safety Director at
952.835.1288/1.866.496.7578 in order to obtain assistance in the resolution of such
matters,

Employee Name (Please Print)
Thanh Vo

Employee’s Signature:

6
Tk Vo OxT, 7 Date: OCt26,2017




o SO0 Pre-Screening Notice and Certification Request for
(R Murch 2016) the Work Opportunity Credit OMB No, 1546-1600

Deparimeant of the Treaswy

Internal Revenue Service » information about Farm 8850 and its separate instruotions s at wwwi.irs.gov/form8850,

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

Yourname  ThanhVo Social security number > 658661938
__Street address where you live __ 7485 Jordan Avenue South.

City or town, state, and ZIP code ___ Cottage Grove, MN 55016

County Telephone number _ 6123085858

If you are under age 40, enter your date of birth (month, day, year) 12231953

1 [ Checks here if you received a conditional certification from the state workforoe agenay (SWA) or a participating lopal agency
for the work opportunity credit,

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

* | am a member of a family that has racslvad assistange from Temporary Assistance for Needy Families (TANF) for any 9
months dyring the past 18 months,

¢ | am a veteran and a member of a family that received Supplemental Nutrition Asslstance Program (SNAP) benefits {food
atamps) for at least a 3-month period during the past 16 months.

o | was referred here by a rehabilitation agenoy approved by the state, an employment network under the Ticket to Work
program, or the Department of Veterans Affairs.

* | amat least age 18 but not age 40 or oider and 1 am a member of a family that:
&, Received SNAP benefits (food stamps) for the past 8 months; or
b, Reoceived SNAP bensfits (food stamps) for at least 3 of the past 5 months, but s no longer eligible to receive them.

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

* | recelved supplemental security income (8SI) benefits for any month ending during the past 80 days.

* | am a veteran and | was unemployed for a period or periods toteling at least 4 weeks but less than 6 months during the
past year.

| Eﬁl Cheok here if you are a veteran and you were unemployed for a period or periods totaling at least 8 mantha during the past
year.

4 [T check here i you are a veteran entitled to compensation for a service-connected disabllity and you wers discharged or
released from activa duty in the U.8, Armed Forces during the past year.

5 Eﬂ] Check here if you are a veteran entitled to campensation for a service-gonnected disability and you were unemployed for a
period or periods totaling at least 6 months during the past ysar.

6 @ Check here If you are & member of a family that:
*» Racelved TANF payments for at least the past 18 months; or
* Recelved TANF payments for any 18 manths beginning after August 5, 1987, and the earllest 18-manth period beglnning
after August 5, 1887, ended during the past 2 years; or

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

7 [LJ! Gheck here if you are in a period of unemployment that la at least 27 conseoutive weeks and for gl or part of that period
youl received unemployment compensation.

Signature~ Al Appiicants Must Sign

Under penaities of perjury, | declara that | gave the abave information to the emplayer on of betore the day | was offered & Job, and R s, o the beet of my knowlerlge, frug,

aoirect, and complete,

(i
Jdob applicant's signature > bV 0cia6, 2057 pate OCt26, 2017

For Privacy Act and Paperwork Reduction Act Notice, 568 page 2. "~ Gut. No. 22881L Form BB (Rev. 3.2016)
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Form A (rev. 03/2017) TAX CREDIT QUESTIONNAIRE E? ’

EMPLOYER SECTION:
Clients Company:
Loeations Position; Starting Wage: $
EMPLOYEE SECTION:
First Name: Last Name; Suffix: Street Address: City/State: Zip:
_|ThanhVo | 7485 Jordan Avenue South | Cottage Grove, MN | 55016
S5k Date of Birth: Ages Have yon wor:ed fo: If yes, location:
658661 this company before?
i A=
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) o A
at any time since August §, 1997? (if yes, pleass provide information below.)
Name of the person receiving benefits: ___ Relationship toypu; ______
2. Have you or hias anyone living with yon received Food Stamps (SNAP) at any time during the past 15 months? (@]
(If yes, please provide information below,)
Name of the person receiving benafits: . Relationshiptoyon: _____
City: Comty: |, State; .
3. Have you received Supplemental Security Incore (SSI) at any time within the past 3 montlis? a a
Pleass note, this is not the same as Soxial Security benefits (SS) or Social Security Disahility (8SDI) benefits.
*[f you checked yes please provide a copy of your SSI documentation, ' .
4. Have you recelved any type of vocational rehabilitation sexvices within the past two years? a g
1f yes, please indicate which type of worked with and provide their location infiumation below:
] vocationa! Rehsbilitation Agenoy Dept. of Veterans Aflhirs Bmployment Network (Tioket to Work Program)
Nemeof Agency: ____ Phoned: ___

City: _____ Connty: State:
*Hf you checked yes please provide a copy of your active Individual Work Plan and Ticket to Work documentation,

S. Areyou a Veteran of the U.S. Military? *Jfyes, please provide a capy of your DD-214 and letter of separation,
(If' yes, please provide information below. 1fno, please continus fo question #6.)

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

6. Have you heen vmemployed at any time during the last 12 months?
If yes, dates of unemployment - From: To:
Did you recelve unemplsyment compensation at any peint during your unemployment?
Ifyes, in which state did you recatve unemployment compenssation? __

D
@)

7. Have you been convicted of a felony or released from prisen for a felony conviction in the past 12 months?
Conviction Date: Release Date;
Wasthisa [4 Federsl or 1 State conviction? YeStase - County: ____ Stater____

of O o

Ql p OR

TP 5
Additional Tax  redits

Hyou checked yes please provide a copy af your CDIB cord,

CA Residents: [[] Are you the child of foster parents?[ Tl Do you receive CalWorks? a Woskforce Investment Act?
[] Are you a migrant ar seasonal farm worker? [[] Have you ever been copvicted of a misdemesmor?

SCResidents: [[] Do you receive Family Independence Benefits?

IEC (Nutive American );Areynuory;mrspouseamsmber ofaNative Amerioan Tribe? s aQ d

PLEASE READ, SIGN, AND DATE:

Under penalties of perjury, 1 declare the information above to be trus and accurate 10 the best of my knowledge, und | hereby authorize any agency, organization, or
indeviduals o supply such verification or tiformation that may be needed to determine tax credis eligibility to my employer, enployer representative {Associated

Consultants, Inc. dba Retrotax), ar the Depariment of Labor.
New Employee Signature: JAWAID Date: OCt 26,2017

“TRETTYS (ORI, Q0L T)




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 Warkfarce Agency with IRS Form 8850 or if filed
separately, with ETA Form 9061 (or ETA Form 9062) for each certification request filed for the new target
group.

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

New Hire’s Signature: _Trensvo/0rtas 27 Date_9¢t 26,2017

New Hire Name: __ThanhVo

Social Security Number; 658661338
Employer Name:

Please check the statements below if they apply to you.

1 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.

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

(Enter start date)

Privacy Act Notite:

The Intemel Revenue Code of 1688, Section 51, 28 amended and is enacing legislation, ... 104-188, specify that the Stats Warkforce Agendies ara the
“deslgnated agencies responsibie for administering $he WOTG eertification procedures of this program. Theinformation you have provided compiefing this
form will ba disciosed by your employer to the State Workfore Agency. Provision of this information Is voluntery; however e information Is reguired fo
determine your employer's eligibifity for the federal tax credit,

Public Burden Statement:

Persana are not required fo respond o this collection of information unless R displaya acumently velid OM B control number. Respondanis’ obligation i
complets this form s required to obtein or retaln bensfis (P.L, 114-5). Public reporfing burden Is esimated to average 10 minulss par response, including the
ime for reviewing instructions, seerching exisfing data souroes, gathering and meintaining the data needed, and completing and reviewing the collection of
Informaion. Seng comments regarding this burden estmate tothe U.S, Depariment of Lebor, Division of Nafional Programa Tools Technical Assistancs,
Room G-4510, Washington, D.C, 20210 (Paperwork Reduofion Project 1205-03741). Pleass do not submit complated forms 1o this address,

117-

ETA Form 9175 (Rev. November 2016)
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o Adobe Sign Document History 10/26/2017
e - - Created: 10/26/2017
By: Jamie Ready (jamle@corpmgmtgroup.com)
Status: Signed
B U Transaction ID: CB.CHBCAABAA_nzjEsBxi-ZNazih3AeXDygHo5PsSbON

"ESG New Hire Paperwork - MN" History

T Document created by Jamie Ready (jamie@corpmgmtgroup.com)
10/26/2017 - 9:59:42 AM MDT- IP address: 68.46.20.81

i Document emalled to Thanh Vo (kate@cmgjob.com) for signature
10/26/2017 - 9:58:44 AM MDT

T Document viewed by Thanh Vo (kate@cmgjob.com)
10/26/2017 - 10:00:30 AM MDT- IP address; 68.46.20.81

%% Document e-signed by Thanh Vo (kate@cmgjob.com)
Signature Date: 10/26/2017 - 10:03:47 AM MDT - Time Source: server- IP address: 68.48.20.81

2 signed document emailed to Thanh Vo (kate@cmgjob.com) and Jamie Ready (lamle@corpmgmtgroup.com)
10/26/2017 - 10:03:47 AM MDT

Adobe Sign
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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

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

W to-26- 12

Employee Signature: Date:

THA /D

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

b

Individual’'s Name

lo- Lb-[|7F

Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



weeks. M.R. 5221.0420 requires that your physician cooperate with return to work planning and that
you be released to retumn to work at the eariiest 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 questionsanswered,

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.

| have read my responsibilities and agree to abide by these guidelines.

Signed:

Printed Name: ’)/-PI' A1\/ H \/ 9]

21



RECEIPT OF EMPLOYEE HANDBODK AND EMPLOYMENT-AT-WILL STATEMENT

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

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

| also acknowledge that, except for the policy of at-will employment, ESSG reserves the right to
revise, delete and add to the provisions of this Employee Handbook. All such revisions,
deletions or additions must be in writing and must be signed by the CEO of the company. No
oral statements or representations can change the provisions of this Handbook. 1 also
acknowledge that, except for the policy of at-will employment, terms and conditions of
employment with the company may be modified at the sole discretion of the company, with or
without cause or notice, at any time. No implied contract concerning any employment-related

decision, term of employment or condition of employment can be established by any other
statement, conduct, policy or practice.

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

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

pate__ [0 - 26-/4-
S Thi/ Y v

PLEASE PRINT

EMPLOYEE
SIGNATURE

ESSG W
REPRESENTATIVE___ [

23



Acknowledgement of Receipt Antiharassment Policy

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

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

Employee Name (Please Print) W

Employee's Signature:

TH'A'WJH VQ Date; (O - Zé’- /?

22



M ACKNOWLEDGMENT
The associate handbook was reviewed with me, and | have received my personal copy. | also
__acknowledge that | have been given the opportunity to ask questions and express concerns
during my orientation. Additionally, | understand and support the following:
1. This handbook is intended as a guide and not an employment agreement that
creates a contractual relationship, and that the employment relationship may be
terminated at the will of either party at any time.
2. The changing needs of the business will require alteration in method, practices and
policies, and the company will unilaterally revise, as necessary, to meet these
changing needs.

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

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

Date: (O — Zé = [ :?_
Associate's Signature: (.W
Associate's Printed Name: __ 7 +} AnH /O

Orientation provided by:

24



S

-+ VS| 219301-ESG1 | OFFICE UsE ONLY LOCATION ___

Prxed Indemnity Medical Benefits_Plan 2

Rehire Date ____ lI___1

ENROLLMENT FORM ESC CU(UNAC-MN) P1 v18.2

PRINT USING BLACK or BLUE INK (Viust Be Filled Outy
Name -,L,"ﬁ' H ' Social Security g ' Home Phone Ay
| 658 66- (437 o ]

e CSl-020-vigp = KAE

T | -
U T0PPon/ AvE . R - T

Chy State zZ ' Date of Birth
" COoTTRGE Grove M T rI94 12793 19.0%

DYes ...D.No;,lf_Yew'eﬁss% continue.

Medicare Health Insurance Claim Number (HICN) | Medicare Effective Date
Name“df Covered Person (5): . i i iz = . |
hl y 2, |3.

You MUST select a coverage level befo

re 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. :

FIXED INDEMNITY SHORT-TERM

_SE"_E‘_:T covsmge LEV.EL.. MEDICAL® I?ENTAI. ylslqn TERM LIFE DISABILITY 2
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Employee +1 | | $41.10 $12.34 $4.92 $0.90
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iThis coverage is not available to residents of NH, HI, or PR. 25TD is not available to persons who work in CA, Hi, NJ, NY, or RI.
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Name Relationship
Name . Social Security # Date of Birth | Se; Relationship

Sex
i L /| MITE] | [T Spouse [ Chitd [ Domestic Partner

‘Name Sociéiéecurity # Date of Birth | Sex Relationship
iy ARG ~../ /| IMI[E] [Jspouse[]chid[Domestic Partner
Name ' Social Security# Date of Birth | Sex 5 Relationship

- /7 IMI[E] (] spouse ] chiid [ Domestic Partner :
}Social Security # Date of Birth | Sex fRelationship

L7 IMITE] Cspouse [ child[Jpomesti Partner

e Yo T iGN AND BATE, EVEN i YOU DRCLING COVERAGE

I'have read the benefit packet and understand its limitations. | understand that open enrollment is only available for
2limited time and | understand that making no bensfit selection is a declination of coverage.
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This is an Essential StaffCARE Enroliment Form.
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Employea lniormation

[ Rehire Rehire Date

Social Security Number

THAVH  \Jo \65P -C4-193F
— TAddress———— == Sy . Zip Code
gﬂ%r Dos/ AVE |. e/ | SIOUF
Gehder ale | Marital Status [J Single | Date of Birth A Dats of Hire
Female | Marmed [ Divorced [ -22 - (453 IO"%_[_?"
|Phone Number: ! : Emalil Address:
681- )9 - Y19 J friory -
Please Select Desired Coverage: v
Employee Only - Employee+Spouse - Employee+Child(ren) - D Family -
$24.00/Week $38.00/Week $36.00/Week '$63.00/Week
Soctal Security # Birth Dats | Sex | Relationship
m_ TN Last Name E FM:,:;, o s%mnon?uﬁcwl’mar
= So@ s;mmy# § Birth Date 8!3:. : g Rglaﬁonshjp
(Fifst Name ML LastName | E L‘.,";.,Le Dspgm DnEesuC::mdParmer
) é;:dall Saulll'ﬂy# BirthDate | Sex Relationship
O Domestic

EFF. DATE
EFF, DATE
EFF. DATE

Employee Acknowladgamant and Authorization - | herehy apply for the group bencfit{s) as indicated. 1 acknowledge that all entries are true and complete and that

any misstatements or fallure to report information may be used as the basis for cancsllation of caverage for me and my dependentqs), if any, from the original
Ieﬂ‘ectiva date, Further, | authorize my employer to make the necessary payroll deduction of premiums for coverages | have electead,

IF ENROLLING - YOU MUST SIGN HERE

Employes Signature pate  JAN ~26 — 200D
EWMPLOYEES DECLINING O 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 date, lfiwe may be conslidered a Iate enrolles and
must meet the requirements defined in the Coartificate of Coverage for the company's medical or dental plans. If | decline enroliment for myself or my dependents
(including my spouse) because of other sovarage, | may, in future be able to enroll myseif or my depend:h in this plan, provided | request enroliment within 31
days after the other covarage ends. in addition, if a new dependsnt relationship forms as a result of marriage, hirth, adoption, placement for adoption of parting suit
of adoption, | may he able to enroil myseif or my dependent, provided | request enrollment within 31 days of the event.

IF DECLINING- YOU MUST SIGN HERE
Employee Signature M Date 'LD -—2__6 | ZOJ?\

Employer Solutions Staffing Group Health Benefits Team
PO Box 46270 Minneapolis, MN 55344-9958
Phone: 852-787-9619 Fax: 952-767-9515
Email: Health@employersolutionsgroup.com




