5192017 E-Verify: Print Case Detsils - Praview

' E-Verily

SENSITIVE BUT UNCLASSIFIED
Case Verification Numbsr: 20171390938292U
Report Prapared: 05/18/2017
Company Information
Company ID: 47429 Company Name: Empioyar Solutions Steffing Group
Employee information
Last Name: Nguyen First Name: Van Hung
Date of Birth: 08/24/1885 Soclal Seourity Numbar: *** ** 0384
Hire Date: 05/18/2017 ’ Citizenship Status: A lawful permanent resident
Document information

List A Dooument: Permansnt Residant Card ar Alien Registration Recelpt Card (Form 1-551)
Alian Number: 085621847

Card Number: [OE0741620786 Document Expiration Date:
Cana Status Information

Final Case Resull: Employment Authorized Employer Case ID:

Case Submiited On: 05/19/2017 Case Submitted By: YMOUS845
Closed On: 05/18/2017 Closed By: YMOUS5845

Clogure Statement: The employse continues to work for the employer after recelving an Employment Authorized result,

SENSITIVE BUT UNCLASSIFIED

hitps://e-verify.uscis.goviweb/PrintCaseDetails.aspx?CaseVerNum=2017439093820ZU n



gy PO Box 46270
7 ' Minneapolis, MN 55344-9956
i “ L Tel: 952.835.1288

A

employer solutions staffing group..

www.esgstaffingsolutions.com

New Hire Application
Personal Data-- PLEASE PRINT LEGIBLY IN INK

Last Name __ [N G{{U7( First Name _—-L{( N[ £~ Middle Initial _\44\

Street Address gm; !md‘m [n = Apt/Ste

City/State/Zip NG My €£5i4g Social Security Last Four Xxx-xx- 036 4
Phone Number b | 4‘(?02253 Email Address __M&gﬁ@%m
Staffing Agenf:yIRecruitment Partner al QI&N MN

All offers of employment are conditional upon satisfactory proof of Ide and legal ability to work in the U.S.A.

Are you legally authorized to work in the United States of America? [JYES [J]NO

Applicant Certification and Authorization
| authorize Employer Solutions Staffing Group (ESSG) to use the information and statements contalned In this application to determine my
qualifications for empioyment. | authorize ESSG to make inquiries of my former empioyers, except as indicated In this application,
regarding my previous duties, responsibllities, performance, compensation and eligibility for rehire.
| understand that a comprehensive background check may be conducted to determine my eligibliity for hire by certain clients of ESSG.
This may Inciude but is not iimited to, Investigations of criminal and/or conviction records, driving records and/or a drug screen test as
required by cllents, govemment regulations or by ESSG policles.
I release ESSG and other persons or entities from any claims that might be based on ESSG's decision to conduct a background check.
| certify that all statsments made in my application are true and accurate and that | have not omitted any material Information or provided
faise or misleading Information. | understand that any material omission or misrepresentation will result in my disqualification from
conslderation for employment or, if discovered after | begin empioyment, will result In my termination.

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

—
Hiwe Newery  Lbe—— _osag 2047

Name (Print or type) ~Applicant's Signature

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

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

ESSG - CMG Rev. 04/2017



Form W4 (201.7)

Purpose. Complete Form W-4 so that your
employer can withho!d the correct federal income
tax from your pay. Conslider completing a new Form
W-4 each and when your personal or financlal
situation changes.

Exemption from withholding, If you are exempt,
complete only lines 1, 2, 8, 4, and 7 and sign the
form to validate it. Your examption for 2017 expires
Fabmnui, 2018. See Pub., 505, Tax Withholding
and ated Tax.

Note: If another person can claim you as a dependent
on his or her tax retum, you can't claim exemption
from withholding if your total income exceeds $1,050
and Includes more than $350 of uneamed Income (for
example, Interest and dividends).

ns. An employee may be able to claim
examption from withholding even if the employee is
a dependent, if the employee:

* |s age 65 or older,
e s blind, or

* Will clalm adjustments to income; tax credits; or
ftemized deductions, on his or her tax retum.

The exceptions don't a to supplemental wages
greater m':g $ ,ooo,omg'.p B e

Basic instructions. If you aren’t exempt, complete
the Personal Allowances Worksheet below. The
worksheets on page 2 further adjust your
withholding allowances based on itemized
deductions, certain credits, adjustments to income,
or two-samers/multiple jobs sftuations.

Complete all worksheets that apply, However, you
may claim fewer (or zero) allowances. For regular
wages, withholding must be based on allowances
you claimed and may not be a flat amount or
percentage of wages.

Head of household. Generally, you can claim head
of household filing status on your tax return only if
you are unmanied and pay more than 60%6 of the
costs of keeping ul-tlﬂ a home for yourself and gour
dependsntfs) or other qualifying Individuals. See
Pub. §01, Exemptions, Standard Deduction, and
Filing Information, for Information.

Tax credits. You can take projected tax credits into
account In figuring your allowable number of
withholding allowancss. Credits for chiid or dependent
care expenses and the child tax credit may be claimed
usln%tha Parsonal Allowances Worksheet below.
See Pub, 505 for Information on converting your other
credits into withholding allowances.

Nonwage Income. If you have a large amount of
nonwage Income, such as Interest or dividends,
consider making estimated tax payments using Form
1040-ES, Estimated Tax for Individuals, Otherwise,
you may owe additional tax, if {:u have penslon or
annuity Income, see Pub, 505 fo find out if you should
adjust your withholding on Form W-4 or W-4P,

Two earners or multiple johs. If you have a
working spouse or more one job, figure the
total number of allowances you are entitled to claim
on all jobs uslng workshests from only one Ferm
W-4, Your withholding usually wilt be most accurate
when all allowances are claimed on the Form W-4
for the highest paying job and zero allowances are
olalmed on the others, See Pub. 505 for detalis.

Nonres!dent alien, If you are a nonresident alien, see
Notice 1392, Supplemental Form W-4 Instructions for
Nonresident Allens, before completing this form.

Check your withholding. After your Form W-4 tekes
sffect, use Pub, 505 to see how the amount you ara
having withheld compares to your ?fm]ectad total tax
for 2017, See Pub, 505, especially if your earnings
exceed $130,000 (Singfe) or 180,000 (Married),

Future developments. Information about any futura
develﬁmems affecting Form W-4 (such as
legisiation enacted after we release it) wil! be posted
at www.irs.gov/w4.

_Personal Allowances Worksheet (Keep for your records.)

A Enter *1" for yourself if no one else can claim you as a dependent .
* You're single and have only one job; or

B  Enter*1"if: { » You're married, have only one job, and your spouse doesn’t work; or }
» Your wages from a second job or your spouse's wages (or the total of both) are $1,500 or less.
C  Enter “1” for your spouse. But, you may choose to enter *-0-" if you are married and have either a working spouse or more

than one Job. (Entering “-0-" may help you avold having too little tax withheld.) .

mmQo

Enter number of dependents (other than your spouse or yourself) you will claim on yourtax retum . . . . . .
Enter “1" if you will file as head of household on your tax return (see conditions under Head of household above)
Enter “1” if you have at least $2,000 of child or dependent care expenses for which you plan to claim a credit

A

TmMmOoOoO

[N

(Note: Do not Include child support payments. Ses Pub. 503, Chlld and Dependent Care Expenses, for detalils.)

G Child Tax Credit (including additional child tex credit). See Pub. 872, Child Tax Credit, for more information.
» If your total Income will be less than $70,000 ($100,000 if married), enter *2” for each eligible child; then less “1” If you
have two to four eligible chlldren or less *2” if you have five or more eliglble children.
® If your total Income will be between $70,000 and $84,000 ($100,000 and $118,000 if married), enter “1* for each eligible child. G {

H  Add lines A through G and enter total here. (Note: This may be different from the number of exemptions you claim on your tax retum.) » H

For accuracy, ani
complete all
worksheets

that apply. to avo

eamlnFs from all jobs exceed $50
id having too little tax withheid.

. Ifdyou plan to itemize or claim adjustments to income and want to reduce your withholding, see the Deductions
Adjustments Workshest on page 2.

® If you are single and have more than one job or are married and you and your spouse both work and the combined
,OcllJO ($20,000 if married), see the Two-Eamers/Multiple Jobs Worksheet on page 2

® If neither of the above situations applies, stop here and enter the number from line H on line 5 of Form W-4 below.

Form w-4

Depariment of the Treasury
Intemal Ravenue Servica

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

Employee’s Withholding Allowance Certificate

P Whether you are entitied to claim a certain number of allowances or exemption from withholding is
subject to raview by the IRS. Your employer may he required to send a copy of this form to the IRS.

OMB No. 1645-0074

2017

1 Your ﬂﬁ name a:éi middte Initial

Last name

N GU4E

2 Your soclal security number

T07-%0-036s

i 77 T Hafna adndrr:ss

umber and street or rural route}

EU crlym'tuwn,state.ar.?;ZEm:;dj\'\@?LQAALQ_{:L&;I‘A'Dr E l[q

3 [ single [ Married [ Married, but withhold at higher Single rats,
Nota: If married, but legally separated, or spouse is a nonresident alien, check the "Single” box.

4 It your last name differs from that shown on your soclal security card,

00 | S § [TH check here. You must call 1-800-772-1218 for a replacement card. » ]
5 number of allowances you are clalming (from line H above or from the applicable worksheet on page 2) 5 [iB
6  Additional amount, if any, you want withheld from each paycheck . . . . 8|

]

| claim exemption from withholdlng for 2017, and | certify that | meet both of th
® Last year | had a right to a refund of all federal Income tax withheld because | had no tax liabliity, and
* This year | expect a refund of all federal income tax withheld because | expect to have no tax liabllity.

If you meet both conditlons, write “Exempt*here. . . . .

e following conditions for exemption.

T

. »l7]

Under penalties of perjury, | declare that | have examined this certificate and, to the best of my knowledge and belief, It is trus, correct, and complete.
Employee’s signature A/ G
{This form Is not valld unless you sign it.) » Date » 0( '{ g 2 0 I 7

8 Employer's name and address (Employer: Compléte lines 8 and 10 only If sending to the IRS.)

9 Office code (optional) { 10  Employer identification number (EIN)

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

Cat. No. 10220Q

Form W-4 (2017



Employment Eligibility Verification USCIS

Department of Homeland Security OME ;:Ts};zo -
U.S. Citizenship and Immigration Services Expires 08/31/2019

P>START HERE: Read Instructions carsfully hefore completing this form. The Instructions must he avallable, either In paper or electronically,
during completion of this form. Employers are liable for errors in the completion of this form.

ANTI-DISCRIMINATION NOTICE: It is lilegal o discriminate agalnst work-authorized individuals. Empioyers CANNOT specify which
document(s) an empioyee may present to establish empioyment authorization and Identity. The refusal to hire or continue to employ
an individual becauss the documentation presented has a future expiration date may also consiilute illegal discrimination.

Secllon 1. Employee lfﬁqihm'lpn and Attestation (énwlby?ea must samplete and sign &eq%an 1 of Form -9 na latsr

than the fifst day of employmen bt net before gocepling @ job affor) ) R

Last Name (Family Name) First Name (Given Name) Middle In Other Last Names Used (ifany)
NG U3 eN o & VA

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

23] loudry jgu E N[& P‘%&Iﬂﬁ Mn | 519

Date of Birth (mm/ddAryyy) U.S. Social Security Number Employee's E-mall Address Empioyee's Telephone Number

8 [24 [4466 |[T[dlT]-[dlp] - OBER]| lackomydong@ gmaif, Go 651 447 1853

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.

1 attest, under penalty of perjury, that 1 am (check one of the following boxes):
[[] 4. Acitizen of the United States
[] 2. A noncitizen national of the United States (See instructions)

[X 3. Alawlul permanent resident  (Allen Registration Number/USCIS Number): ()6 & ~(y L[ ~ ¢

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

Allens authorized to work must provide only one of the following document numbers to complete Form 1-9: mﬁ':tcvﬂf,:]ns-}'ﬁ:g;m
An Allen Registration Number/USCIS Number OR Form I-94 Admission Number OR Foreign Passport Number.

1. Alien Registration Number/USCIS Number:
OR

2. Form |-94 Admission Number:
OR
3. Foreign Passport Number;

Country of Issuance;

Signature of Employee W = Today's Date (mm/dd/yyy)
L Y 17 14 ,/,20 17
: S E—

[Fepater andlor Translator Gertification (ahaak ona): ,
()1 di ot use & preparer of translator. [} A prefiaret(s) antfor trandialar(s) aasisted the émwegee in chmpleting Sactian 1,
(Fislda below must be oampidled and signetl wheh préparers angfor irénslétirs besist an erriployse ih pgripleting Bestion 1)

I 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 Transiator Today's Date (mm/dd/yyyy)
Last Name (Family Name) First Name (Given Name)
Address (Street Number and Name) City or Town State ZIP Code

@ Employer Completes Next Page @

Form I-9 11/14/2016 N



Employment Eligibility Verification . uscis

Deparfment of Homeland Security _ Form X9
U.S. Citlzenship and Imyuigration Services | : — oMy Na, :glms-%(:?

Document Number : Documerit Number - " Document Number

IDEG741029790 :

Expiration Date any)[mm/dd/yyyy) { Expiration Date (i any)(mm/dd/yyy) Expiration Date (if any)(mm/dd/yyyy)
0l - :

Document Title

" | Additional Information ORCode-Gocions 243 |

Issuing Authority Do Not Witte In This Space

Document Number

Expiration Date (i any)(mm/ddlyyyy)

Document Title

lssuing Authorily

PTEY  ITPR IR T RO TR T TN Ty Ty e—r—ny - _l' [} -

Document Number
Expiration Date (if any)(mm/dd/yyy)

e

Certification: | attest, under penalty of pirjury, that (1) | have examined the document{s) presentad by the above-named employes,
(2) the above-ilated document(s) appear to be 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 ﬂ_nt day of employment (mm/dd/yyyy): ’77 I q / 20 \ 7 (See instructions for exemptions)
By - : 'roday'spm(mm/ddmyyy) Title of Empioyer or Authorized Representative
05 /A 7311 | Recruidesr
First Name of Emplayer or Authorized Representative | Employer's Business or Organization Name
EMPLOYER SOLUTIONS STAFFING GROUP LLC

Empioyer's Busingss of Organization Address (Strest and | City or Town [State  12ip code
7480 FLYING CLOUD DRIVE  SUITE 200 MINNEAPOLIS MN .55
Last Name (Family Name) First Name (Given Name) ‘ Middle initial | Date (mm/AddAyyy)

RE o

DB NG Expiration Date (I any) (mmtidyyy)

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

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

Form I-9 11/14/2016 N









EMERGENCY CONTACT INFORMATION

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

Employee Name: ‘J‘k m&—- N G ((86 W
Address: X?l z (md;‘n ﬂmﬂ/ € MMUOO’ \ NL {Cug

Home Phone: QYI 4—(7:12 &3

rr;,,‘ v .!L..{ , rgdr 0NﬂCTB s " — ; . ?;——
. Pleaag list two poople (In prlarlty ordar) wh w% conld be gontadted In case of an emorgericy .
Contact #1 Home Phone:
Name: N‘\'H. N&‘-@E'N Cell Phone: Q 1.2 5?4 ZS'GI Q
Relationship: gfg-fg,/ Work Phone:
Contact #2 Home Phone:
Name: ..LOCI/N N 6’([96\{\‘ Cell Phone: G (L ,5 4 q 0&"&7 5
Relationship: QTQ"E?QJ’}/ Work Phone:

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

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



v

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

Employees have the option of receiving wages by
If you do not provide a written election, v
SEGEIONTT BASIE ENEORNAELON
Employee Name
Hin(e- NEUyEN

SECTIOR 2 PANINCOILIL IBILIBCHREN
\\IN_ [ | Direct Deposit (Please complete Sections 3 and 5 below)  Nots: Diract Deposit accourts may take up to 7 days to be activated
! Payroll Debit Card (Please complete Sections4 and 5 below) Paper Check (Please complete Section 5 below)
SECHON S DIRECGHE DIEPOSER
[0 Update Bank Account
Bank Name:

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

T 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#

Initial Date

Account Type: ] Checking [ Savings [JOther

e Tohelp us avoid making an error, please attach a copy of a voided check. (a deposit slip will not work)
=  Ifyon change banks, do not close your old bank account until your direct deposit has started at the new bank, which may take 2 pay periods.

SECRION L PANROLL DEBEE CARD (GEOB N EASHEEARD)

Federal law requires all financial institutions to obtain, verify, and record 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 a Payroll 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 account number, ESSG does not have access to any information regarding your Payroll Debit Card account or
transactions. On your first payday, you will receive your new Payroll Debit Card, and a packet containing all of the terms and conditions. You will
then sign acknowledging that you received the Payroll Debit Card and packet. Your Payroll Debit Card will be reloaded on each payday you receive

wages,
CARDHOLDER INFORMATION (as you want your Payroll Debit Card to be issued)
First Name ML Last Name Date of Birth
Street Address (P0BOX NOT ACCEPTABLE) - Social Security#
City State Zip Cell Phone (mobile)

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

Payroll Debit Card Routing # Payroll Debit Card Account #
073972181
Thave received my Payroll Debit Card, welcome brochure, program fees, program terms, conditions, and disclosures. By activating my Payroll Debit Card,
I am agreeing to the program terms, conditions, and disclosures that are included or made available to me from time to time from the financial institution. 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 E Date: D( [/{ ? [’Z 0 ”

T authorize ESSG to directly deposit my periodic wages/compensation payments, net of required tax withholdings, other required withholdings
or authorized deductions, into my account(s) as designated above and to initiate, if necessary, debit entries and adjustmentsfor any credit entries
made in error to my account(s). * E-mail is required for pay stub information.

*E-mail: [Q{ L&E Eg% @, afl C L4
orimition will only be” to send your paystubs electronically

Employee's Signature: W:”‘:‘ Date: Og/ / /(? / 'Za ( 7




Authorization

Authorization: By signing below, you authorize: (a) backgroundchecks.com ("BGC”) and/or Orange Tree
Employment Screening to request information about you from any public or private information source;
(b) anyone to provide information about you to BGC and/or Orange Tree Employment Screening; (c)
BGC and/or Orange Tree Employment Screening to provide Employer Solutions Staffing Group, LLC one
or more reports based on that information; and (d) Employer Solutions Staffing Group, LLC (“ESSG”) to
share those reports with others for legitimate business purposes related to your employment. BGC
and/or Orange Tree Employment Screening may investigate your education, work history, professional
licenses and credentials, references, address history, social security number validity, right to work, crimi-
nal record, lawsuits, driving record, credit history, and any other information with public or private infor-
mation sources. You acknowledge that a fax, image, or copy of this authorization is as valid as the origi-
nal. You make this authorization to be valid for as long as you are an employee of ESSG.

The Consumer Financial Protection Bureau’s “Summary of Your Rights under the Fair Credit Reporting
Act” is attached to this authorization. If you are a New York applicant, a copy of New York’s law on the
use of criminal records is attached. By signing below, you acknowledge receipt of these documents.

Personal Information: Please print the information requested below to identify yourself for BGC.

Printed name: ‘((M \/ﬁ'N N 6'“ WEN

First Middle (O
none)

Other names used:
Current county of residence:

Current and former addresses: i
Al[t]  cmem  RB[T (odm s B, Meplosood Mn €514
from Mo/Yr to Mo/Yr Street City, State & Zip

from Mo/Yr to Mo/Yr Street City, State & Zip

from Mo/Yr to Mo/Yr Street City, State & Zip

Some government agencies and other information sources require the following information when
checking for records. BGC will not use it for any other purposes.

g [24 (1965 HT Lo D364
Date of birth Social security number
Driver’s license number & state Name as it appears on license

Report Copy: If you are applying for a job or live in California, Minnesota, or Oklahoma, you may request
a copy of the report by checking this box: .

/M =" 040|201 %

Signaturs—" Date




employer solutions staffing group..

STATEMENT OF CONFIDENTIALITY

This agreement made this ﬁ day of Mggx 201:{__ between

Employer Solutlons 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.

Employee Signalu;re—/

Employer Sol{aj:ns S}aff ing Group LLC, Representative




;,'

: w _
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employer solutions staffing group..

Important/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 recruiter that the check was stolen. If the check has not
been cashed and if the loss of the check was not your fault, ESSG will issue a
new check and no fee will be deducted.

CHEQUES DE PAGO PERDIDOS O ROBADOS

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

Si su cheque de pago fue robado, primero debe denunciar el robo a la policia
antes de que podamos volver a emitir el cheque. Una vez hecho esto, usted
debe proporcionar una copia de la denuncia a su reclutador de personal que el
cheque fue robado. Si el cheque no ha sido cobrado y si Ila 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): -—H M N 6‘ UQ B N

Signature/Firma: /ﬂ_’v@’é_‘_,&‘:—"’,‘: =
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employer solutions staffing group.. .

INJURY MANAGEMENT PROGRAM

Injured Worker’s Responsibilities

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

RESPONSIBILITIES OF THE INJURED WORKER:

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

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

Obtain a Report of Workability from your physician at every appointment, a
minimum of once every two weeks. M.R. 5221.0420 requires that your physician
cooperate with return to work planning and that you be released to return to work
at the earliest appropriate time.

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

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

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



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

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

If it is necessary to miss scheduled work due to a work injury, you must be seen
by your primary health care provider the same day in order to receive

compensation for the time away from work. The physician must complete a
Report of Workability.

| have read my responsibjlities and agree to abide by these guidelines.
Signed: —

Printed Name: /T/\\; N G’ N & U i z Q




- 5850 Pre-Screening Notice and Certification Request for

(Rev. March 2016) the Work Opportunity Credit OMB No. 1546-1500
Dapartment of the Treasury -
Intsrnal Revenue Service » Information about Form 8850 and its separate instructions is at www.irs.gov/form85850.

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

Your name "hL(I M G N GLIGEN Soclal security number > l 0 }'~ giz - Q 56 Y
Street address whereyoulve o % [T Cﬁnﬂ[ﬁ! ,P@Hg, €

City or town, state, and ZIP code MJM—ME ggl I q

County

Telephone number gg i 4: | ;22 g g fz

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

1

2

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

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

* 1 am a member of a famlly that has received assistance from Temporary Assistance for Needy Famiiles (TANF) for any 9
months during the past 18 months.

® ] am a veteran and a member of a family that received Supplemental Nutrition Assistance Program (SNAP) benefits (food
stamps) for at least a 3-month period during the past 15 months.

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

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

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

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

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

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

[] Check here If you are a veteran entitied to compensation for a service-connected disabliity and you were discharged or
released from active duty in the U.S. Armed Forces during the past year.

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

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

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

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

Signature —All Applicants Must Sign

Under penalties of perjury, | declare that | gave the above information to the employer on or before the day | was offered a job, and It is, to the best of my knowledge, true,

correct, and complete.

4 ) e ar
Job applicant’s signature > X W Date 0{ / J g / ’{ 0'{ 7
For Privacy Act and Paperwork Reduction Act gose{see page 2. Cat. No. 22851L Form 8850 (Rev. 3-2016)
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Form A (rev. 03/2017) TAX CREDIT QUESTIONNAIRE

EMPLOYER SECTION;:
Client: Company:
Location: Position: Starting Wage: $
EMPLOYEE SECTION:
First Name: Last Name: Suffix: Street Address: City/State: Zip:
) N ;
NALUEN 2513 | v Waploubod by | STUG
SS#: Date of Birth: Age: ave you worked for | If yes, location:
, this company before?
F07-g0~ 0464 |§[2%] 4485 |52 | vall N
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 Ij
at any time since August 5, 1997? (If yes, please provide information below.)
Name of the person receiving benefits: Relationship to you:
City: County: State;
2. Have you or has anyone living with you received Food Stamps (SNAP) at any time during the past 15 months? | Iﬁ
(If yes, please provide information below.)
Name of the person receiving benefits: _____ Relatianship to you;
City: County: ___ State:
3. Have you received Supplemental Security Income (SSI) at any time within the past 3 months? O Iﬁ

Please note, this is not the same as Social Security benefits (SS) or Social Security Disability (SSDI) benefits,
*If you checked yes please provide a copy of your SSI documentation.

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

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

City: County: State:

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

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

O
=1

Dates of Service - From: To:
Branch of Service:
Avre you entitled to or are you receiving compensation for a service-connected disability? | |l
6. Have you been unemployed at any time during the last 12 months? O M
If yes, dates of unemployment - From: To:
Did you receive unemployment compensation at any point during your unemployment? | [
If yes, in which state did you receive unemployment compensation?
7. Have you been convicted of a felony or released from prison for a felony conviction in the past 12 months? O
Conviction Date; Release Date:
Was thisa [ ] Federal or [] State conviction? If State - County: State:
' Additional Tax Credits
IEC (Native American): Are you or your spouse a member of a Native American Tribe? | m

If you checked yes please provide a copy of your CDIB card.

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

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

PLEASE READ, SIGN, AND DATE:

Under penalties of perjury, 1 declare the information above to be true and accurate to the best of my knowledge, and I hereby authorize any agency, organization, or
individuals to supply such verification or information that may be needed to determine tax credit eligibility to my employer, employer representative (Associated
Consultants, Inc. dba Retrotax), or the Department of Labor.

New Employee Signature: ﬂﬁ/@c:;’ ) Date: 05' / /{ V / 920 ’{ 7




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

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

Instructions: This Self-Attestation Form (SAF) is to be completed, signed, and dated by the new hire only.
Employers or consultants submit this SAF to the State Workforce Agency with IRS Form 8850 or if filed
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: /LM Date S ME [_»20 (7

1 —
New Hire Name: 4 WG ‘\( Huge \|

Social Security Number: 7 07 - % 0— 0564 .

Employer Name:

Please check the statements below if they apply to you.

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

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

(Enter start date)

Privacy Act Notice:

The Intemal Revenue Code of 1986, Section 51, as amended and its enacting legisiation, P.L. 104-188, specify that the State Workforce Agencies are the
"designated” agencies responsible for administering the WOTC certification procedures of this program, The information you have provided completing this
form will be disclosed by your employer o the State Workforce Agency. Provision of this information is voluntary; however the information is required to
determine your employer's eliglbility for the federal tax credit.

Public Burden Statement:

Persons are not required to respond to this collection of information unless it displays a currently valid OM B control number. Respondsnts' obligation to
complete this form is required to obtain or retain benefits (P.L. 111-6). Public reporting burden Is esfimated to average 10 minutes per response, including the
time for reviewing Instructions, searching existing data sources, gathering and maintaining the data needed, and complefing and reviewing the collection of
Information. Send comments regarding this burden estimate to the U.S. Department of Labor, Division of National Programs Tools Technical Assistance,
Room C-4510, Washington, D.C. 20210 (Paperwork Reduction Project 1205-0371). Please do not submit completed forms to this address.
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. Employer
4 Solutions
5 Staffing

" | Group LLC

Notification of Minnesota Law Reguirement —
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 addjtional 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 (763) 568.4861
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 respbnsible to contact ESSG within 5
calendar days once an assignment ends. | also acknowledge that | have received
a separate copy of this form.4f- N (Initial)

Es su responsabilidad para ponerse en contacto con ESSG (por ejemplo, llamando al (teléfono)
(763) 428.2926 o usando de cualquier otra forma de contacto) para tareas adicionales. Si usted
falla de ponerse en contacto asi, para poder afectar sus beneficios de desempleo.

Comprendo que por firmar esta forma yo soy responsable para ponerse en contacto con

ESSG dentro de 5 dias de calendario después de finilzacién de una tarea. Yo también
reconozco que he recibido una copia aparte de esta forma. (con las iniciaies)

Nl 5/18/1 7

HUNGN e

Nombre de empleado (en letra de molde)

Firma:

CMG_SM(SP) - Rev. 04/2011
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fERgee s St e e g )

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 about this policy. | agree to comiply with ESSG's policy on Antiharassment
and understand failure to comply is grounds for disclplinary 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, disabllity, 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)

HONG NEQYe
Employee’s Signature:
M Date: 5—/{§/E—

==




2

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 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 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. 1 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.

DATE SJHQ'N_'?‘.

EMPLOYEE

NAME HING NG@Euyepn

PLEASE PRINT . .-
SIGNATURE _—
/

ESSG
REPRESENTATIVE




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: SRl

7 t ==

Associate's Signature: //’L" i
Associate's Printed Name: g NGUen
Orientation provided by:

24



DRUG AND ALCOHOL

TESTING CONSENT FORM
1. I have been allowed to read and inspect a written copy of ESSG policy on
drugs and alcohol.
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 certaln 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.

A £ NELYEN

Individual's Name

_0r/4¢ [ 2047

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



- employer solutions staffing group w

Levsraging Resowtes na Changing M. rke: emp,w,omm‘igm;,p' ermployer sobstions natiamde group. m

=y
i il T Benefit Plan Administrators, Tnc,

Enhanced MEC Plan_Pldn 1

Benefits Enroliment Form [ New Employee . [] Rehire Rehire Date

Employeciinformation

Name (First and Last) Soclal Security Number

Hog Newen 107 ~€0-0%64

Address 2Zip Code

City
AT l(’md)m Myve € Wﬂqy&/ \A}aocp Mg THg

Gender L Male | Marital Status L1 Single Date of Hire
@ Female | /B Maried [ Divorced -
rPhone Numb Emall Address:

MEQENS locoo dow @egmoil . Com
Please Select Desired Coverage:

Fiy
72
=
L

D' Employee Only - D Employee+Spouse - Employee+Child(ren) - D’ssza:)rgli‘l’){’ - .
'$63. es

$24.00/Week $38.00/Week $36.00/Week

.Soc;lal Sacurﬂy#‘ B.;.,, Date | Sex -y Relationship
| Firet Name ML Last Name g :I:r:xeala B splo:lus;oml:leaﬁcc;ﬂlr‘:nm'
Soclal Security # . Birth Date s.ax 3 MﬁomP
[ First Name I, Last Name E :‘A::ale Dspl;uaeDoEesﬂCl:Il’darmer
- Py T v
First Name ML TastName Ell ,1“: e O SP"E“I“ DDEW?;M@

Other coverage information including Medicare/Medicaid

NAME OF PERSON COVERED (FIRST, LAST):

EFF. DATE
EFF. DATE
EFF. DATE

Employee Acknowledgement and Authorization - | hereby apply for the group benefit{s) as indicated. | acknowledge that all entries are true and compiete and that
any misstatements or fallure fo report information may be used as the basis for cancellation of coverage for me and my dapendent{s), if any, from the original
effective date. Further, | authorize my employer to make the necessary payroli deduction of premiums for coverages | have elected.

(IF ENROLLING - YOU MUST SIGN HERE

Employee Signature Date

emroversoeclvne [ | am DECLINING coverage

1 understand that | and/or my dependents, If any, waive any coverage and desire to participate in the plan at a later date. lfwe may be consldered a late enroliee and
must meet the requirements defined in the Certificate of Covarage for the company's medical or dental plans. if | decline enroliment for myself or my dependents
(including my spouse) hecause of other coverage, | may, in future be abie to anroll myself or my depend in this plan, provided | request enroliment within 31
days after the ather coverage ends. In addition, If a new dependent relationshlp forms as a result of marriage, hirth, adoption, placement for adoption of parting sult
of adoption, | may be able to enroil myself or my dependent, provided 1 request enroliment within 31 days of the avent.

IF DECLINING- YOU MUST SIGN HERE

—

Employee Signature et Date O_(' U Q { 201 7
——

Employer Solutions Staffing Group Health Benefits Team
PO Box 46270 Minneapolis, MN 55344-9956
Phone: 962-767-9519 Fax: 952-767-9515
Email: Health@employersolutionsgroup.com



Lixed Indemnity Medical Benefits_Plan 2

! vsi 219301-ESG-1 OFFICE USE ONLY LOCATION RehireDate__/__/__ _ _
ENROLLMENT FORM ESC CU(UNAC-MN) P1 v18.2
PRINT USING BLACK or BLUE INK (Must Be Filled Out)

Name _H_u N &’ N GﬂSEN ' Social Security # Home Phone - Sex @
Ad:{qgs LT A oufin Lome. © . =
fi'fy_p_\_& ’ W'D State MN Zip S_S__” q gge/ of B/irth

B. DO YOU OR ANY OF YOUR DEPENDENTS RECEIVE MEDICARE BENEFITS? DYESIXINO If Yes, please continue

Medicare Health Insurance Claim Number (HICNY

[ Medicare Effective Date

Name of Covered Per;;n (s):
1. 2.

i3,

C. LIMITED BENEFITS PLAN SELECTION

Payroll Deducted Weekly 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.
SELECT COVERAGE LEVEL ' m;;;gi’ff‘m_ DENTAL VISION TERMLFE | SHORETERM
~ Employee Only [ ] s2025 {f| sea7 )|  s242 )| soeo )| saz0 )
Employee +1 [ | $41.10 $12.34 $4.92 $0.90
Employee + Family [ | $54.88 $20.36 $6.56 $1.80
NO to ALL Benefits |Z| DYes I:l No | D Yes D No DY?_S_I,__—,L'_\‘_?_,__,I;!Xei I;'_.l:lg_* _l;lle"s._ I:INE)_ ~

_This coverage is not available to residents of NH,

HI, or PR.2STD is not available to persons who wor.k fn CA,“HI, NJ, NY, or Rl

For Term Life / Accidental Death & Dismemberment, please write in your beneficiary information. Accidental Death &

Dismemberment is part of the Term Life Benefit.
Name

Relationship

D. REQUIRED DEPENDENT INFORMATION

i

Name ! Social Security # Date of Birth | Sex Relationship

il oot !IME]  [Clspouse[]child[]Domestic Partner
Name : Social Security # Date of Birth | Sex , Relationship
o MITE] [Ospouse [ child [ Domestic Partner
Name ' Social Security #  Date of Birth | Sex Relationship

- . e 14 | IMlE] Cispouse[]chid[]Domestic Partner
Name  Social Security # Date of Birth | Sex : Relationship

' !/ [IMIE] Dispouse[]child[]Domestic Partner

E. REQUIRED SIGNATURE

I have read the benefit packet and understand its limitations. | understand that open enrollment is only available for
tand that making no benefit selection is a declination of coverage.

a limited time and | unders

oae 05 1 AK1 £01]

YOU MUST SIGN AND DATE, EVEN IF YOU DECLINE COVERAGE

. P> SIGNATURE

This is an Essential StaffCARE Enroliment Form.



