BE-Verify: Print Case Details - Preview https://e-verify.uscis.gov/web/PrintCaseDetails.aspx?Case VerNum=2

EVerify

SENSITIVE BUT UNCLASSIFIED

Case Verification Number: 2017300105628QB
Report Prepared: 10/27/2017

Company Information

Company ID: 47429 Company Name: Empioyer Solutions Staffing Group
Employee Information

Last Name: Dang First Name: Tran

Date of Birth: 03/15/1985 Social Security Number; *** ** 3433

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

Document Information

List B Document: Driver's license or ID card Issued by a U.S. state or  List C Document: Social Security Card

outlying possession

Alien Number: 062121020

Document Name: Driver's license Document State: Minnesota

Driver's License or ID Card Number: Document Expiration Date; 03/15/2021

Case Status Information

Current Case Result; Employment Authorized Empioyer Case ID;
Case Submitted On; 10/27/2017 Case Submitted By: GLU!1009
SENSITIVE BUT UNCLASSIFIED

1of1 10/27/2017, 9:57 AN



PO Box 46270
Minneapolis, MN 55344-9956

Tel: 952.835,1288

www.esgstaffingsolutions.com

employer solutions staffing group..

New Hire Application

Personal Data~ PLEASE PRINT LEGIBLY IN INK

Last Name _D2n8 _ First Name __ 1120 | Middle Initial 2
Street Address 7485 Jordan Avenue South Apt/Ste
City/State/Zip __Cottage Grove, MN 53106  soclal Security Last Four XXX-XX-
Phone Number _ 6512423527 Emall Address ____ | @

Staffing Agency/Recruitment Partner_ CMG _

Are you legally authorized to work in the United States of America? @1YEs QINO
Applicant Certification and Authorization

| authorize Employer Solutions Staffing Group (ESSG) to usa the informafion and staternefits contained in this applicatiof to determine my
qualifications for employment. | authorize ESSG to maka inquiries of my former employers, except as indicated in this application,
regarding my previous duties, responsibilities, performance, compensafion and eligibliffy for rehire,

1 understand thet a comprehensive background check may be conducted to determine my eligihility for hire by certain ollents of ESSG.
This may include but is not fimited to, investigations of criminal and/or conviction records, driving records and/or a drug screen fest as
requirad by clients, government ragulations or by ESSG policies.

1 release ESSG and other persons or entities from any claims that might be based on ESSG's decision to conducta background check.
lcerﬁfymatallstatamamsmadalnmyappﬂcaﬁonaretruaandamaﬁaandthatlhavenotommaanymateﬁalmwaﬁonorpmvidad
false or misleading information. | understand that any material omission or misrepresentation will result in my disqualification from
considergtion for employmant or, i discovered after | begin employment, will result in my temination,

If hired, 1 agrae fo abide by the policies and procedures of ESSO,

Tran Dang %— T

Name {Print or typs) Applicant’s Signature Date

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

For ESSG Office Use Only
DOH NHW 9 8850 wa
Emoergency Confactinfo | Background Release Farm Background Results Unemployment Letter ESC Application
{1t applicable)
. ' ‘ For ESSG CllentUse it
DOH : ROP Work Site Loc. ! WC Code

ESSG - CMG-CO Rev. 042017



Employment Eligibility Verification USCIS

2 Form 1-9
Delfa'rtmexft of HoMmd .Secunt)" OMB No. 1615-0047
U.S. Citizenship and Immigration Services Eaxpires 08/31/2019

»START HERE: Read Instructions carefully before completing this form, The Instructions must be avallabis, 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 s illegal to discriminate against work-authorized individuals. Employers CANNOT specify which
document(s) an employee may present to establish employment authorization and identity. The refusal to hire or continue to employ
an individual because the documentation presented has a future expiration date may also constitute iilegal discrimination.

ection 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 Nams) Middle Initial Other Last Names Used (if any)
DANG

Address (Strest Number and Name) Apt. Number | City or Town State ZIP Code

425 Tokoon AUE S WTTAGE SROFE | MM 55 CIG

Date of Bith (mm/dddyyy) | U.S. Soclal Security Number Employee's E-rz;g Address Employee's Telephone Number ®

, 5 A huy en 96 L L g :

03-ic-lggs | ZBE] Bl Qg et o sn@ gl erloc, o ggre |

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

I attest, under penaity of perjury, that 1 am {check one of the following boxes):
[] 1. Actiizen of the United States
M Anoncitizen national of the United States (See instructions)

[3¥5” Alawtul permanent resident _(Allen Registrafion NumberUSCIS Number: VG2 - 421 - 2O

]:] 4. An alien authorized to work  until (explration dats, if appllcable, mm/dd/yyyy): l

Some alisns may write "N/A® in the explration date fisld. (See instructions)

Allens authorized to work must provide only one of the following document numbers fo complets Form 1-9: mﬁg%}fm“s‘;m
An Allen Registration Number/USCIS Number OR Form 1-94 Admission Number OR Forelgn Passport Number,

1. Alien Reglstration Number/USCIS Number:
OR

2. Form 1-94 Admission Number:
OR

3. Foreign Passport Number:
Country of Issuance;

Slgnature of Employss'\/bt/ 8 Today's Date (mmv/ddfyyyy)

LI |
Preparer and/or Translator Certification (check one):
D 1 did not use a preparer or transiator. I:] A preparer(s) and/or transtator(s) assisted the employee in completing Section 1.
(Fields below must be completed and signed when preparers andfor transiators 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.

Slgnature of Praparer or Translator Today's Date (mm/ddAyyy)
Last Name (Family Name) First Name (Glven Name)
Address (Strest Number and Name) City or Town Stats ZiP Code

@ Employer Completes Next Page @

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



Employment Eligibility Verification
Department of Homeland Security

U.S. Citizenship and Immigration Services

USCIS
Form I-9

OMB No. 1615-0047
Expires 08/31/2019

Section 2. Employer or Authorized Representative Review and Verification _
(Emplayers 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 8 and one document from List C as listed on the “Lists
of Acceptable Documents.”)
Last Name (Family Name) First Name (Eivan Name) M.L C—iizsnshlpllmmlgraﬁon Status

Employee Info from Section 1 5 -

B e AR aTe __|

TistA [7;) List B *"AND ListC

Identity and Employment Authorization Identity Empioyment Authorization

Document Title Document Title Document Title
Diners Vicecae M&W
issuing Authority | Issuing Authority lesuing Authority
N IN O et B o) 2
Document Number Document Number Document Number
_ oS e XS4 ) A4S - B3~ DB
Explration Date (if any)(mm/dd¥yyy) Explration Date (if any)(mm/dd/yyyy) Explration Date (#f any)(mm/dd/yyyy)
D IS 309N
Document Title '
QR Code - Seotions 2& 3

Issuing Authority Additional Information Do Not Wite In This Space
Document Number
Expiration Dats (7 any){mm/dd/yyyy)
Document Title
lssuing Authority
Document Number
Expiration Date (if any)(mm/ddiyyy)

Certification: | attest, under penalty of perjury,
(2) the above-llsted document(s) appear to he

employee Is authorized to work in the United States.

that (1) | have examined the document(s) presented by the above-named employee,
genuine and to relate to the employee named, and (3) to the best of my knowledge the

The empioyee's first day of employment (mm/dd/yyyy): lo I| 27117 (Ses instructions for exemptions)
Signature of Employer or Authorized Representative Today's Date (mm/dd/yyyy) | Title of Empioyer or Authorized Representative
A aCITE ~ 10/a71) A0\ | W) A SIS GO

lln@ Iﬁnployer or Authorized Representative

First Name of Employer or Authorized Representative

Employer's Business or Organization Name

luite ~ PovEee Ye & Emploner Scivfiens)
Employer's Business or Organization Address (Street Nurnbar@m Name) | City or Town State ZIP Code
_:[H,ﬁuﬂ;_%ihr\(;\oud P }%u vt oo Erecn Creoinae mnd | 55344

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 (Family Name)

First Name (Given Name)

Midcle initial

Dats {mmv/ddAyyy)

C. If the employee's previaus grant of employment authorization has expired, provide the information for the document or receipt that establishes
continuing employment authorization in the space provided below.

Document Tile

Document Number

Explration Date (i any) (mm/ddfyyyy)

| attest, under penalty of perjury, that to the best of my knowledge, this employee is authorized to work In the United States, and if
the employee presented document(s), the document(s) | have examined appear to be genuine and to relate to the Individual.

Slgnatura of Employer or Authorized Representative

Today's Date (mmv/dd/yyyy)

Name of Employer or Authorized Representative

Form 19 07/17/17 N

Page2 of 3
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This card belongs to the Sociaj Security Administration and you mupf =
return it if we ask for it. el

If you find a card that isn’t yours, please return it to: ;

Social Security Adminisfation 4

S P.O. Box 33008, Baltimare, MD 21250-3008

For ay pther Bociaf Security business/information, contagt Your iocal

Social Sequrity office, If you write to the above.addresg for Brty busingsy

other thar feturning & foung card yoy Will hot receive 8 fespongp,

: Soctnl’seéﬁmyAdht_lgii-t;aﬂén .
" : Form ssA,—sooo(m-zd_ s




employer solutions staffing group..
Wage Payment Method Authorization (Minnesota)

Employees have the option of receiving wages by Direct Deposit and/or Payroll Debit Card.
If you do not provide a written election, wages wil} be paid by pa

SECEON T BASIE INEORNALION
SSN# (last 4 digits) 3433

EmployeeName. Tpoam DANG,
Note: Direct Deposit accounts may take up to 7 days to be activated

SECEHIONE 2 PAN RO L PLEON

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

[_] Payroli Debit Card (Please complete Sections 4 and 5 below) | | Paper Check (Please complets Section 5 below)
SECHON S PIREEE DEPOS]]

[J Update Bank Accotmt
Bank Name:

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

Routing#
Account#
Account Type: (] Checking [] Savings ClOther

*  Tohelp us avoid making an emor, please attach a copy of a voided check. (a deposit slip will not work)
- lfyonchangebanks,donotcloseyouroldbankamummﬂyomdﬁentdcposﬁhasshrbdaﬂwnewbmk,wlﬂchmayﬂlmZpaypuiods.

SECEION EPANROLT BEREE G 2D

Initial Date

Federal law requires all financial institutions to obtain, verify, and recard information that identifies each person who opens an account. In order to
request a Payroll Debit Card for you, we must provide all of the following information that will enable the financial institution to identify you, If
you do not submit a Direct Deposit/Payroll Debit Card Authorization, ESSG will provide the necessary information and issue you 8 Payroli Debit
Card to pay your wages, For your protection, the financial institution may ask you to provide them additional identification information so they can
verify your identity.

Except for the routing and accouutnumher,ESSGdoesnothaveawesstoanyinﬁ)rmaﬂonregardingyomPaymll 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 recsived the Payroll Debit Card and packet, Your Payroll Debit Card will be reloaded on each payday you receive
wages,

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

Pirst Name ML Last Name Date of Birth
DAarE DA-IC—IG 8K .
Street Address (Po 50X NOT ACCEPTABLE) . Social Security#
2 SE 4 - — - 29%-33 -34%7 R
tate i one (mobile
coTrAGE CxovE [Un [Throe  [CEERTE. 0 _goc g
RECEIPT OF PAYROLL DEBIT CARD (to be completed when you pick up your Payroll Debit Card)
Payroll Debit Card Routing # Payroll Debit Card Account #

IhavemceivedmyPaymnDebﬁCmd,welwmehmcmne,pmgmmmes,pmgramMms, conditions, and disclosures. By activating my Payroll Debit Card,
1 am agreeing to the program terms, conditions, and disclosm-esﬂmtateincludedormadeavailabletomeﬁ’umﬁmetoﬁmeﬁomtheﬁnmcialinstituﬁon. 1
authorize the financial institution to debit my Payroll Debit Card account for the fees described in the fee schedule that is part of the program terms,
conditions, and disclosures.

Employee’s Signature: W

) Date: _J(-2¢ -47]

T authorize ESSG to directly deposit my periodic wages/compensation payments, net of required tax withholdings, other required withholdings

or anthorized deductions, into my account(s) as designated above and to initiate, if necessary, debit entries and adjnstmentsfor any credit entries
made in error to my account(s). * E-mail is required for pay stub information.

*E-mail: n 093¢ 2272 @ gl .
this information will only be used td/send your paystubs electronically

WL/ Date: “2’ Zé_ [7

Employee's Signature: (\v




EMPLOYER SOLUT!ONS STAFFING GROUP -
BACKGROUND CHECK AUTHORIZATION

Employee Name: 1 AA NEOC, HuM e DATHE
(First) (Middle) (Last)

— Former Name(s) and Dates Used:

Current Address Since:  JA4&H TWOON BNE S CeTTAGE SYAOUE M (¢

(Mo/Yr) (Street) {City) (State/Zip)
Previous Address From:
(Mo/Yr) (Street) (City) (State/Zip)
Previous Address From: _ .
(Mo/Yr) (Street) (City) (State/Zip)
Social Security Number: 295~ 33~ 3433 DOB:
Phone Number: Q'SJ = S Zg o 8 558’
Driver’s License Number/state: = ONG O G A 8K 411

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

| hereby authorize Employer Solutions Staffing Group, LLC and its designated agents and representatives to conduct a
comprehensive review of my background causing a consumer report and/or an investigative consumer report to be
generated for employment purposes. 1 understand that the scope of the consumer report/ investigative consumer
report may include, but is not-limited to the following areas: verification of soclal security number; credit reports,
current and previous residences; employment history, education background, character references; drug testing, civil

and criminal history records from any criminal justice agency in any or all federal, state, county jurisdictions; driving
records, birth records, and any other public records.

| further authorize any individual, company, firm, corporation, or public agency to divulge any and all information, verbal
or written, pertaining to me, to Employer Solutions Staffing Group, LLC or its agents. | further authorize the complete
release of any records or data pertaining to me which the individual, company, firm, corporation, or public agency may
have, to include information or data received from other sources. Employer Solutions Staffing Group, LLC and its
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/b[i&h./

Signature: f\ e Date: lO~ ?é i /l 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.
O 1 wish to receive a copy of any Background Check Report on me that is requested.




Form W-4 ( 2017) o 08 ponr Y 1o supplements! wages "g,m?:‘mw have s erge emourt of

Basi ) 't congider maldng astimated tsuslng Form
Purpone, ot Vo et oy ey retbiel boM i ok -l %;gglgm thesien,
employercanwmlhuldthaon emllncoapgm wwkeheetsonpagezmnhaad]myow a%% Pub. mg‘“ ¥ usl?;um
taxfrom ur pay. Consider complating a new withhalding aliowanoces based on tefmized ac!]uatynurwwmold!ngun?nmw#orwﬁ
rand when yaur pi or financlal deductions, certaln credits, snts to incoma, o
anuaﬁon uX:ug rtwo-enmatalmulﬂplaloba ‘Two eamers or multiple jobs. if you havea
ety St il L
il el mamgggn Weges, wﬂhnnldlng e b o e gnekjshe w‘"gummﬁov;ﬁoulvwl’wm
Februsry 15, 201&8&9Pub. Tax Wthholdlnn you claimed and may not be a fiat amount or W I wug iy mmmﬁg‘;m
. . R o e percentage of wages, il __fnrﬁmhighsstpaﬁ]obandmaﬂowamm
h!a ‘her tax retum, m:pﬂm status mramm
ffom withholding i m"al Inomue excegds §1,050 youmunma% onyour oft """"‘1'%“"‘:; "%”mefm
lncludesmore $350 of uneamad income {for lng&vﬁernomefnr ggs Nenresident All m”“mgom this fomm,
ik S Priognes Pub, 501 qSlami"Sl lmdm Glmck yourwl’mhnldiug.Aﬂaryou'l"g Form W-4 takes
10 claim ’
mmﬁnnfmmwlhhom“mm:yng‘:hagsnplwaals Filing Information, for {“"’"’“ﬁ" P"% aeatl;aw the “""“’““t “5'9
adependent, ifthe emplayee- 'l‘axm?ls. You oan take wmmmw for 20%7 s“FuW“' ‘"’9 WW
« 1o age 85 oo, T Tt
G e e o e m.,m%mww
Wil nts to | ’
Wit asim edmmmargow m&eﬂm Seo bt 0% o ifommalon o comvaring yaur e teiatio Tx")wn?%epom
Personal Allowances Worksheet (Kesp for your rer.urds.)
A Enter*1”foryourselfff nooneelsecanglaimyouasadependent, . . « - . + . 5 oed o 0 OhOy0 %
* You're single and have only one job; or
B Enter™"if *» You're married, have only one job, and your spause dossn’t work; or Als o S
* Your wages from a second job or your spouse’s wages (or the total of both) are $1,500 or less,
¢ Enter *1” for your spouse, Butt, you may chaose to enter “-0-" If you are married and have sither a worldng spouae or mare
than ene job. {Entering *-0-" may help you avoid having toa fittletexwithheld . . . . . . . . . . . . . . ©
D  Enternumber of dependents (other than your spouse or yourself) you willclalmonyourtaxretum. . . . . . . . D
E  Enter*1” if you will fiile as head of househol? on yiur tax return (see conditions under Head of householdabove) . . E
P Enter “1" if you have at least $2,000 of child or depandant care expenses for whichyou plantoclaimacredt . . . F

{Note: Do not Include child support payments, See Pub, 503, Child and Dependentt Care Expenses, for detalls.)
G  Child Tax Credit {including additional chiid tax oradit), See Pub, 872, Child Tax Credit, for mora information.

s if your total income will be less than $70,000 {$100,000 f maried), erter “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 eligibie children.

= [fyour total iIncome will be betwesn $70,000 and $84,000 ($100,000 and $119,000 i matried), enter “1” for sach gligible child, @
H  Addiines Athrough G and enter total here. (Note: This may be different from the number of exemptions you dlalm on your tex ratum.) ¥ H

s if an to temize or clalm adjustments to Income and want to reduce your withhol see the Deductions
For accuraoy, dynmﬂpl Workshest on g]me 2, yol ding,
complete all o It you are single and have more than one Job or are married and you and your spouse both work and the combined
worksheets all jobs exosed $50,0DD (320,000 if married), see the Two-Eamars/Multiple Jobs Workshest on page 2
that apply. 10 avol havlngtnonwaiax
« |f naltherof the abovasﬂuaﬂons applies. stop here and anter the numberfrom fine H on lina & of Form W-4 helow.
Separate hera and give Form W-4 to your employsr. Keep the top part for your records.
L) w_4 Employee’s Withholding Allowance Certificate OMB No. 1845-0074
m
m“mm » Whather you are antitied to glalm a cartain number of allowances or exemption fram withhelding is
“””slﬁ”?;” suhlegtwravlewbymelHS.Yonremphyermayhomqmmdhmdamomﬂshmﬁoﬂwm& 2©1 7
1 Yourfirst name and middle Inftial Lastrame [ 2 Your sooial securily numBer
Tran na g 295333433
Home address (number and strest or nural royte) 3 [©) Single (J Manied (J Meried, bit withhold at higher Single rate.
7485 Jordan Avenue South E Note: If manisd, but Iagally separated, or spouse Is & nonresident alien, cheok the "Single” box,
Gity or town, atata, and ZIF sade 4 Hyour last name differs from that shown on your sacial security card,
Cottage Grove, MN 55106 check bera. You must call 1-800-772-1213 for a replacement card, B 51 =
6 Total number of allowances you are claiming (frem line H above or from the appiicable worksheet on page 2) 51 2
8 Additional amount, jf any, you want withheld from each paycheck . . . 0 6 0 6 0 o 8 5_ _ :

7  1claim exemption fram withholding for 2017, and [ gertify that | mast heth of the following conditions for exampﬁon.
o Last year | had a right to a refund of all federal Income tax withheld because | had no tax liability, and
« Thia year | expect a rafund of all federal Income tax withheld because | expect to have no tax liabliity.

It you meet both conditions, write “Exempt® hera. . . . <. P71
Under penalties of perjury, 1 deciare that | have examined this certificate and to thp best of my knowledge and bellef, it is trus, correot, and complete.
Employea's signature M%
(rhig foy:na;s nogt valid unless yoy sign i) p  7ranDans [0ct26 2817) pate» Oct 26,2017

8  Employer's name and address (Employer: Complete lines 8 and 10 only If sending to the [RS.) | 9 Offica code [opfional) | 10 Employer identification number (EIN)

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



EMPLOYER SOLUTIONS STAFFING GROUP
BACKGROUND CHECK AUTHORIZATION

Tran Dang
(First) {Middie)  {Last)

Employee Name:

~ Former Name(s) and Datesused: ___ ——— — ———————— — —

Current Address Since: 7485 Jordan Avenue South Cottage Grove, MN 55106
(Mo/Yr) (Street) {City) (State/Zip)
Previous Address From: :
{Mo/¥r) {Street) (City) (State/Zip)
Previous Address From: _ .
(Mo/Yr) (Street) (City) (State/Zip)
Soclal Security Number: 295333433 pop:;_ 03151985
Phone Number: 6512423527
Driver’s License Number/State:

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

I hereby authorize Employer Solutions Staffing Graup, 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 Salutions 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 rapresentatives 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, spclal security
numbers, and dates of birth.

Signature: ___ 2l - _  pare; Oct26,2017
tice to OK Residents:

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




Para Informucldn en espafiol, visite www.consumerfinance.gov/iearnmore o escribe a ln Consumer Fingncig) Protection Bureoy, 1700 G Street NW,, Washington,
DC 20552,

| ASUMMARY OF YOUR RIGHTS UNDER THE FAIR CREDIT REPORTING ACT ]
Tha federal Falr Credit Reporting Act (FCRAJ promotes the accuracy, falmess, and privacy of Information in the files of consumer reporting agencies. There are many
types of consumer reporting agencles, including credit byreaus and specialty agencies (such as agencies that sell information about check writing histories, medical
recards, and rentel history records), Here is a summary of your major rights under the FCRA, For more Information, including information about additional rights, go
to www.consumerfinance.gov/leammore or write to: Consumer Financial Protaction Bureau, 1700 G Street N.W., Washington, DC 20552,

s Youmust ha tald f information in your fila has been used against you. Anyone who uses a credit report or another type of consumer report to deny your appli-
caﬁnnfurcredlt.lnswmce,manmloymem-ortotakaanuﬂleraﬁvsrseacﬁonBsainstyou-musttellvnu,and mustglvayoumeme,addms,andphnne
number of the egency that provided the informetion. — ———— ——

0 Youhavethaﬂgltthhwwhaﬂshyuurﬁledoumayrequeﬂandobtamallthemfonnsﬁnnabomyuummeﬁlsofamnsmerrepomnsamw(your‘ﬁle
disclosure”), You will be required to provide proper identification, which may include your Social Security number. In many cases, the disciosure will ba free, You
are entitled to a frea file disclosure if:
® @ person has taken adverse action against you because of ioformation in your credit report;

» you are the victim of identity theft and place a fraud alert In your file;

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

e you are on public assistance;

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

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

sumer reporting agenties. See www.consumerfinance gov/learnmore for additional information,

» You have the right to ask for a credit score. Crpdit scores are numerical summuaries of yoyr credit-worthingss based on information from credlt bureaus, You may
request a credit score fram consumer reporting agencies that create scores or distribute scores used In residential real property loans, but you will have to pay for
it. In some mortgage transactions, you will receive cradit scora information for fre from the mortgage lendar.

® Yau have the right to dispute incomplete or Inaccurate Information, if you identify information In yuurﬂ!ethat lslnwmpleta or lnaczurate, and report it to the
consumer reporting agency, the agency must investigate unless your dispute Is frivolous. See www.consumerfing
procedures.

» Consumer reporfing agencles must correct or delets inaccurate, incomplete, or unverifiable Information. Inaccurate, incomplete ar unverifiable information
must be removed or corrected, usually within 30 days. However, @ consumer reporting agency may continue to report information it has varified s sccurate,

o Consumer reporting agencies may not raport outdatad negative information, In mast cases, a consumer reporting agency may not repori negative infanmiation
that Is more than seven years old, or bankruptcles that are more than 10 years old.

¢ Accoss to yourfile is limitedl. A consumer reporling agency may provide information ahout you only to people with 3 valid need — usudlly to consider an applica-
tion with a treditor, Insurer, employar, landlord, or other business. The FCRA specifies those with a valld need for access,

= You must give your cansent for réports to be provided to empioyers. A consumer reporting agenty miay not give out information about you to your employer, or
amnﬂalemplayer wm\ontyuurwrmen consentslvenmﬁse employer. Written consent generally 15 not required in the trucking industry. For mare infor-

¢ You may imit pmmnad’oﬂmufuemmmmmevaugetwonmmadmmmaedmemm Unsolicited “prescreened” offets for credit and
insurance must include a toli-free phone number you can call if you chqose to remove your name and address from the lists these offers are based on. You may
opt-out with the nationwide credit bureaus at 1-888-567-8688,

» You may seek damages from violators, if a consumer reporting agency, or, In some cases, a user of consumer reports or a furnisher of infarmation to a consumer
reporting agency vialates the FCRA, you may be able'to sue in state or federal court.

s jdentity theft victims and active duty military personuel have additional rights. For more information, visit www

Stutes may enforce the FCRA, and muny states have their own consumer repprting laws, In some cases, yaumayhm mnra rlglm andsrm Iaw. Farmm infor-

mation, contact your state or Jocal consumer protection agency or your state Attorney General, For Information about your federal rights, contal

TYPE QF BUSINESS: " CONTACT: _
1.9. Banks, savings associations, and credn unions with tatal assets of over 3. Bureau of Consumer Financial Protection
$10 biffion and their affillates, 1700 G Street NW

Washington, DC 20552

b. Such affilistes that are not banks, savings assoclations, or credit uniansalso | b, Federal Trade Commission; Consumer Response Center ~FCRA
should list, in addition to the Bureau: Washington, DC 20580

(877) 382-4357

2, To the extent not included In item 1 above:
a. National banks, federal savings assaciations, and federal branches and fed- | a, Office of the Comptrolier of the Currency
eral agencias of forelgn banks Custorger Assistange Group

1301 McKinney Straet, Suite 3450
Houston, TX 77010-8050

h, State member banks, branches and agencias of foreign banks {otherthan b, Federal Reserve Cansumer Help Center
federal branches, federal agencies, and insured state branches of forelgn 2.0, Box 1200

banks), commerdial lending companies owned or controlled by foreign banks, | Minneapolis, MN 55480

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

Act F

¢ Nonmember insurad Banks, Insured State Branches of Foreign Banks, and ¢, FDIC Consumer Rasponse Center
Insured state savings assaciations 1100 Walnut Street, Box#11
Kansas City, MO 64106

{_d. Federal Credit Unians : d. National Credit Union Administration




EMERGENCY CONTACT INFORMATION

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

] —

Employee Name: Tran Dang

Address: 7485 Jordan Avenue South Cottage Grove, MN 55106

6512423527

Home Phone:

Contact #1 | Home Phone:
Name: Cell Phone:
Relationship: Work Phone:
Contact #2 Home Phone;
Name: Jennifer Hugnh Cell Phone: 6123085858
Relationship: Wark 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 dn emergency.
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employer solutions staffing group

STATEMENT OF CONFIDE

This agreement made this day of , 201__, between
Employer Solutions Staffing Group LLC, hereinafter referred to as "employer”®,
and 3 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.

Tran vammz«,%n

Employee Signature

Employer Solutions Staffing Group LLC, Representative
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| employer solutions staffing group;

INJURY MANAGEMENT PROGRAM

Injured Worker's Responsibilities

As your employer, we are concemed about your full recovery. Reasonable and
necessary medical care will be pald for any compensable work Injury. Medically
authorized time away from wark 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
healith 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. 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 earliest appropriate time.

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

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

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



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

Noti lover immediately of any new injuries or conditions that impa
__your physical condition,

If it is necessary to miss scheduled work due to a work injury, you must be seen
by your primary heaith 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: __ L2004

Printed Name: ____Tran Dang




Important/importante
LOST OR STOLEN PAYCHECKS

If a paycheck is lost (missing, misplaced, destroyed, lost in the mall, 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 s0, you must provide a copy of the policy
report to your staffing recruiter that the check was stolen. If the check has not
been cashed and if the loss of the check was not your fault, ESSG will issue a
new check and no fee will be deducted.

CHEQUES DE PAGO PERDIDOS O ROBADOS

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

8i su cheque de pago fue robado, primero debe denunclar el robo a la policfa
antes de que podamos volver a emitir el cheque. Una vez hecho esto, usted
debe proporcionar una copia de la denuncia a su reclutador de personal que el
cheque fue rohado. Si el cheque no ha sido cobrado y si la pérdida del cheque
no fue su culpa, ESSG emitird un nuevo cheque y no hay cuota se deducira.

AGREED/SE ACUERDA—

Name/Nombre (con letra de molde): Tran Dang

Signature/Firma: %%‘




employer solutions staffing group..

————— ESSGWORKPLACE 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 serlous
recognized hazards and comply with standards, rules and regulations issued
under the OSH Act.

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

(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.

(5) 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:

o Responsibility to work in compliance with OSHA laws and regulations

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

o Responsibility to report workplace hazards and dangers

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

You have the following basig rights:

e Right to refuse unsafe work

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

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



employer solutions staffing group..

— = Right to request information about safety and health hagardsinthe

workplace, appropriate precautions to take, and procedures to follow if
involved in an accident or exposed to hazardous substances
e 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 fo inspect the site or issue a citation. And, you can file a complaint if -
you are punished or discriminated against for acting as a “whistleblower” under the
OSH Act or 18 other federal statutes for which OSHA has jurisdiction, or for
refusing to work when faced with imminent danger of death or serious injury and
there is insufficient time for OSHA to inspect. Retaliation or reprisal taken against
anyone who has expressed concern about workplace safety is illegal.

If you believe that your right to a safe workplace has been violated, you can make a
report to a manager of the host worksite employer and/or ESSG (by telephoning
952.885.1288/1.866.496.7678) 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.



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 952.885.1288/1.866.496.7578 with any
questions I may have about this policy. I agree to comply with ESSG's palicy on
ESSG WORKPLACE SAFETY POLICY and I understand fajlure to comply is
grounds for disciplinary action, up to and including termination.

1 also agree that if at any time during my employment I am believe that I am
working in an unsafe or dangerous work environment, I will immediately contact
my supervisor, manager, director or ESSG’s Safety Director at
952.885.1288/1.866.496.75878 in order to obtain assistance in the resolution of such
matters,

Employee Name (Please Print)

Tran Dang

Employee’s Signature:

L Py Date: Oct26,2017




- 0090 Pre-Screening Notice and Certification Request for
(Rev. March 2016) the Work Opportunity Credit OMB Na. 1545-1500
D e | b information sbout Form 8850 and its separate instruotions Is at www.irs.gov/forma880,

Joh aprilloant: Fill in the lines below and check any boxes that apply. Complete only this side.
Yourname TranDang Social security number > 295333433

7485 Jordan Avenue South

City or town, state, and ZIP code Cottage Grove, MN 55106

County _ Telephone number __ 6512423527
If you are under age 40, enter your date of birth (month, day, year) 03151985

9 Check here if you received a conditional certification from the state workforpe agency (SWA) or a participating local agenqy
for the work opportunity oredit.

2 Checkt here if any of the following statements apply to you.
* | am a member of a family that has received assistance from Temporary Assistance for Needy Families (TANF) for any 9
manths during the past 18 months,
» | am a veteran and a member of a family that received Suppiemental Nutrition Assistance Program (SNAP) beneiits (food
stamps) for at least a 8-month period during the past 15 months.

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

+ | am et Jeast age 18 but not age 40 or older and | am a member of a family that:
a. Recelved SNAP benefits (food stamps) for the past 8 months; or
b. Recelved SNAF bengfits (foad stamps) for at lesst 3 of the past 5 months, but Is no longer eligihle to redeive them.

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

* | received supplemsntal sscurity income (5SI) benefita for any month ending during the past 60 days.

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

3 m] Cheok here if you are a veteran and you were unemployed for a period or pariods totaling at least 6 months during the past
year.

4 m] Check here if you are a veteran entitled to compensation for a service-connected disability and you were discharged or
released from active duty in the U.S, Armed Forces during the past year,

5 Eﬂ] Chagk hers if you are a veteran entitled to compensation for a service-connected digabllity and you wera unemplayed for a
period or periods totaling at least 6 months during the past year,

] EI Check here if you are a member of a family that;
» Racelved TANF payments for at least the past 18 months; or
* Recelved TANF payments for any 18 months beginning after August §, 19087, and the earliest 18-manth period beginning
after August 5, 1887, ended during the past 2 years; or

» Stopped being eligible for TANF paymenta during the past 2 years because federal or state law limitad the maximum time
those paymerts could be made,

7 [IIil Check here if you are in a period of unemployment that 1s at least 27 consecutive weeks and for all or part of that period
you received unemployment compensation.

Signaiura-—l\ll Applicants Must Sign

Under p:t’;lﬂasofpﬂflwv, ldedmmlmameabwe!mmaﬁmbﬂlempm on .1 belore the day 1 was offered a job, and it s, fo the best of my knawledge, frus,
oowract, and complate,

Job applicant’s signature > TiaaBwg(act -!&%. Date Oct 26, 2017

For Privacy Act and Paparwork Reduction Act Notice, see page 2. P Cat. No, 228511 Form 8850 (aév. 3-2018)
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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 Addresss City/State: Zip:
[TranDang__ o}

S55: Date of Birth: Age: Have you worked for | If yes, location:

295333433 03151985 tll‘i{l e?ﬂ“l\l!:» lﬁﬁm’

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

No

at any time since Angust 5, 19972 (ifyes, plegss provide information below.)
Nemg of the person receiving benefits: ______ Relationship to yon:
City: _____ County: State:

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

(If yes, please provide information below,)
Name of the person receiving benefits: ____ Relationshiptoyow: _____
City: County: State: .

2. Have you or has anyone living with you received Food Stamps (SNAP) st any fime during the past 15 months? O (@]}

3. Have you received Supplemental Security Income (SSI) at any time within the past 3 months? a
Please nots, this is not the sams as Social Security benefits (SS) or Social Sscurity Disability (88DI) benefits,
31f you checked yes please provide a copy of yowur SS1 documentation.

4. Have you received any type of vocational reliabilitation services within the past two years? (@)
If yes, please incdioate which type of worked with and provide thelr location information below:

] vocational Rehabilitation Agency Dept. of Veterans Affuirs Employment Network (Ticket to Wark Program)
Nemeof Agency: _____ Phone#:
City: ____. Comnty: State:

*If you chacked yes please provide a copy af your active Individual Work Plan and Ticket to Work docwumentation,

5. Areyoua Veteran of the U.S. Military? *[fyes, please provide a copy of your DD-214 and letter of separation, Q
(If y=s, please provide information below. 1fnp, pleass continue to question #6.)

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

6. Have you heen unemployed at any time during the last 12 months?
If yes, dates of unemployment - From; To:

1f yes, in which state did you recaive unemployment compensition? __

Are you entiﬂed fo or are you receiving compensation for 4 service-connected disability? Q S ZI

Q

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

Wasthisa Ll Foders! or [l State conviction? I£State - Connty: Stater

a O
Did you recelve unemployment compenaation af any ppint during your unemployment? Q D
o o

g Addftional Tax Credits

IEC (Native American): Are you oryour spouss a member ofa Native American Tribe? (@]
Ifyou checked yes please provide a copy of your CDIB card,
CA Residents: [} Are you the child of foster parents? [T]} Do you recelve CalWorks? [l Workfores Tavestment Act?
[] Are yan a migrant or seasonal farm worker? [[] Have you ever been convicted of a misdemesnor?
SC Residents: [[] Do you repeive Family Independence Benefits?

a

PLEASE READ, SIGN, AND DATE:

Under penalties of pexjury, 1 declare the information above to be trus and accurate o the best of my knowledge, oud 1 hereby authorize any agency, organization. or
udividvals to supply such verification or mformation that may ba needed to determine tax credit eligibility 1o my employer, emplayer representative {Assaclated
Consultants, Inc. dba Retrotax), ar the Department of Laboy.

New Employee Signature: % Dater OCt 26,2017



U.S. Department Labor OMB Control No. 1205-0371
Employment and Training Administration Expiration Date: January 31, 2020

LONG-TERM UNEMPLOYMENT RECIPIENT SELF-ATTESTATION FORM
Work Opportunity Tax Credit (WOTC) Program

Instructions: This Self-Attestation Form (SAF) is to be completed, signed, and dated by the new hire only.
__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: ‘m@mﬁ"%mm 1 pate Oct26,2017

New Hire Name: ____Tran Dang

Social Security Numper: 295333433
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.

3 1 declare that | have been in a period of unemployment since

(Enter start date)

Privacy Act Notice;

The Intsmal Revenue Code of 1886, Secfion &1, &s amended and s enacting legistation, PL.. 104-188, spedify that the Stats Woriforss Agencies am the
*designated’ agencles responeible for administering the WOTC certiffoation procedures of this program. The Information you have provided complefing this
form wil ba disciosed by your emplayer tohe State Worklore Agency. Provision of this information Is voluntaryy however the information is required jo
determina your employer's eligibiity for the federal tex credit.

TN S TGO TN ek A S TR YOI 4 1 TR0 e SO SR P IS S TR F S €O TS 0P P 00 U S Y 0 ¢ vy AT O Mo @ oy ain s €0 i 3 ot 8 S B B 69 e SO $ § WD 4 @ G $ 3 Wt 9 § S &

Publlc Burden Statsment:

Persans are not required to respond to this collection of information unless it displays & currently valld OM B control number, Respondants’ obiigafion fo
complets this form I8 required to obtzin or retein benefits (P.L. 111-6). Public reporting burden is estimated to average 10 mintes par respanse, including the
fme for reviewing instructions, searching exisfing data sources, gathering and meintaining the data needed, andcomplefing end reviewing the collection of
Inforefion. Sand comments regepding this burden estmatsto the U,S, Dapartment of Lebor, Division of Nafional Toois Teohnical Assistanos,
Room C-4610, Washington, D.C, 20210 (Paperwork Reducion Project 1205-0374), Please do not submit complated forms fo this address,

117-

ETA Form 9175 (Rev. November 2016)
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employer solutions staffing group..

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.

| 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)

(\fﬂt—;’ n-26 -47

Employee Signature: Date:
TRAH DANG

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. B - . e
2, I have read the entire contents of this policy and | am aware and fully

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

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

TRAN DANG,

Individual's Name

0= 2¢ -4

Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10
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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 (ESSC) at 952.835.1288/1.866.496.7573 with
any questions | may have about this policy. | agree to comply with ESSG's policy on Antiharassment
and understand failure to comply is grounds for disciplinary action, up to and including termination.

| also agree that if at any time during my employment | am involved in any employment dispute or | am
subjected to any type of discrimination, including discrimination because of race, sex, age, religion,
color, national origin, 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 952.835.1 288/1.866.496.7573 in order to obtain
asslstance in the resolution of such matters.

Employee Name (Please Print)

TPAN DANG .

Employee’s Signature;

\vg"‘ Date:_ |- 26 - 47

22



RECEIPT OF EMPLOYEE HANDBOOK AND EMPLOYMENT-AT-WILL STATEMENT

This Is to acknowledge that | have read the Employer Solutions Staffing Group LLC Temporary
Employee Handbook and understand that it sets forth the terms and conditions of my employment as
well as the duties, responsibilities and obligations of my employment with the company. | understand

-and agree that it is my responsibility to abide by the rules, policies and standards set forth inthe—

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

DATEjp-2C, ~ |7

EMPLOYEE

NAME TRAH DAttt
PLEASE PRINT

EMPLOYEE
SIGNATURE__— LP‘LV/é

ESSG
REPRESENTATIVE

23



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 notification, etc.

4. 1am responsible for the information provided herein and will, upon my separation,
return this handbook to my ESSG Consultant.

Date; 0-2¢ - 17

Associate's Signature: _ l_/”l‘/__..-——-—-'"
Associate's Printed Name: _ T ARAac DA s

Orientation provided by:

24
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Enhanced MEC Plan_Plan 1

Benefits Enroliment Form

Employeailnionmation

[ Rehire Rehire Date

ESNG

bt
Wt Wl g e Mg a e

Benefit Plan Admislstrators, Inc.

Name (First and Laat)
———}Addrean- Stata ZpCode— |
Gender L Male | Marital Status L] Single | Date of Birth Date of Hire
O Female | LI Mamied 1 pivorced
|Phone Numbar: Email Addreas:
Please Select Desired Coverage:
Employee Only - Employee+Spouse - Employee+Child(ren) - Family -
$24.00/Week $38.00/Week $36.00/Week $63.00/Week

Social Security # Birth Date

CdSponse [0 child

Domestic Partner

TR T B SR s N e e R e |
Relationship

OdSpouse [ Child

O Male
[] Female

vy At T
Social Security # BisthDate | Sex
-] Male
] m
[ First Name ML anie O Female
Otherroverage miornation e luding Madicar o Bodic.
NAME OF PERSON COVERED (FIRST, LAST):
EFF. DATE
EFF, DATE
EFF. DATE

lsmployao Acinowledgement and Authorization - | hereby apply for the group ba:
any misatstemants or faliure to report Information may be used as the hasls for
effective date, Further, } authorize my smployer to

nefit{a) as indicated. | acknowledge that all antries ars trus and complete and that

cancslistion of coverage for me and my dependent{s), if any, from the original
maka the necessary payroll deduction of premiuma for coverages | have elected.

IF ENROLLING - YOU MUST SIGN HERE

Employse Signature {

EMPLOYEES DECLINING

(Including my spouss) hecauss of other coverage, | may,
dayn after the other covarage ends. In addition, if & new de
of adaption, | may be sbie to enrol) myself or my doe

IF DECLINING- YOU MUST SIGN HERE

Employee Signature !

_| am DECLINING coverage
| undarstand that 1 and/or my depe , if any, walve any coverage and desire to particlpate in the plan at a iater date. liwe may be considerad a late enroliee and
must maet the requirements defined In'the Certificate of Coverage for the company'a medical or dental

p
In future be able to snroll myseif or my dmm:;: in this plan, provided | requeat enroliment within 31
pendant relationship forms as a result of marriago, birth, adoption, placement for adaption of parting suit
ndent, provided | request envoliment within 31 days of the event.

Date

» If1 decline enroliment for myssif or my depsndents

[©-2¢C -7

)

Employer Sclutions Staffing Group Health Benefits Team

PO Box 46270 Minneapolis, MN 55344-9856
d Phone: 852-7687-9519 Fax: 952-787-9515
Emall: Health@employersolutionsgroup.com



o EASU. AAUCHLLLILY IVACUICAL DENENTS_Plan 2

_VAEI* = 219301-ESG1 [ochs USE ONLY LOCATION

ENROLLMENT FORM

Rehire Date / r /

FREIVe— U5,

ESC CU(UNAC-MN) P1 v18.:

QUIRED EMPLO ORMATIO PRINT USING BLACK or BLUE INK (Must Be Filled Out)
Name.. Social Security # i Home Phone | Sex @
T T |y iy s, ol I | e
e — —'rer :W
I

DXesQ.NQ. If Yes, please continue,

Medicare Health insurance Claim Number (HICN)

Medicare Effective Date
Narhé of vaered Person (s): S f

C. LIVITED BENEFITS PLAN SELECTION .. ... ____ Payroll Deductad Waskiy Rates
You MUST select a coverage level before any benefits in Section C. Your coverage level for the all benefits in Section C will be
identical. The Fixed Indemnity Medical Plan, Dental Plan, Term Life Plan, and Short-Term Disability plans are underwritten by BCS
Insurance Company. The Vision plan is underwritten by Companion Life Insurance Company.

FIXED INDEMNITY SHORT-TERM

SELECT COVERAGE LEVEL MEDICALS DENTAL VISION TERMLUFE | T ORTTERY

| EmployeeOnly [ ]| - s20.25° §BI  se17 ud $242 {53 $0.60 pJ|  sa.20 2
Employee +1 [ ] $41.10 $12.34 $4.92 $0.90

Employes + Family [ ] }¢ $sa8s | = sa0as $6.56 $1.80

NO o ALL Benetts 7] | [lves Lo Clves CINo | Clves Clno [ves [Cno [l

1This coverage is not a_\_/gi_lg_l_a”l_g__fcg residents of NH, HI, or PR, 2STD is not g_\@_i_l_a_hl_g_fc_g persons whg_yvork in CA, _H_I,N_J," NY, orRI.

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

Name

Relationship

Name ' Social Security # ' Date of Birth | Sex - Relationship
oo IMITE] Cdspouse[]child[]Domestic Patner
Name Social Security # : Date of Birth = Sex . Relationship
i i e e Sh S| IMITE] T Spouse [Jchid[ ] Domestic Partner
Name ' Social Security # Date of Birth | Sex Relationship
i 1 [MI[E] [Jspouse[]chid[] Domestic Partner
Name - Social Security # Date of Birth | Sex Relationship

S IE [_]Spouse [] child["] Domestic Partner

I have read the benefit packet and understand its limitations. | understand that ;pen enrollment is or{l); availablefor
a limited time and | understand that making no benefit selection is 3 declination of coverage.

patE \Q / 26/ M7 _ D> SIGNATURE "V-l//’__,

EEESNEEEY T YOU MUST SIGN AND DATE, EVEN IF YOU DECLINE COVERAGE

This is an Essential StaffCARE Enrollment Forn



