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https://e-verify.uscis.gov/web/PrintCaseDetails.aspx?Case VerNum=2.

SENSITIVE BUT UNCLASSIFIED

Case Verification Number: 2018108084842CW

Report Prepared: 04/18/2018

Company Information

Company ID: 47429

Employee Information

Company Name: Employer Solutions Staffing Group

Last Name: Anderson
Date of Birth: 02/26/1978
Hire Date: 04/18/2018

Document Information

First Name: Nicholas
Social Security Number: *** ** 3706
Citizenship Status: A citizen of the United States

List B Document: Driver's license or ID card issued by a U.S. state or
outlying possession

Document Name: |D card
Driver's License or ID Card Number:

Case Status Information

List C Document: Social Security Card

Document State: Minnesota
Document Expiration Date: 02/26/2021

Final Case Resuit: Employment Authorized
Case Submitted On: 04/18/2018
Closed On: 04/18/2018

Employer Case |D;
Case Submitted By: ZZEP3284
Closed By: ZZEP3284

Closure Statement: The employee continues to work for the employer after receiving an Employment Authorized result.

SENSITIVE BUT UNCLASSIFIED

4/18/2018, 7:49 AN



Employment Eligibility Verification USCIS

Department of Homeland Security OMS::“:J;?W,
U.S. Citizenship and Immigration Services Expires 08/31/2019

» START HERE: Read instructions carefully before completing this form, The Instructions must be available, either in paper or electronically,
during eompletion of this form. Employers are liable for errors in the complstion of this form.

ANTI-DISCRIMINATION NOTICE: It Is illegal o discriminate against work-authorized Individuals. Employers CANNOT specify which
document{s) an employee may present to estahlish employment authorization and identity. The refusal to hire or continue to amploy
an individual because the documentation presented hes a future expiration date may also constituts illegal discrimination.

Fe_cﬁon 1. Employee information and Attestation (&mployees must eomplsta and sign Sestion 1 of Form -9 no later

thah the first day of empjoyment, but not hefore acceplmg a job offer ) :

Last Name (Family Name) | First Name (Given Name) Middle Initial | Other Lest Names Used (Fany)
Anderson 1_ Nicholas D I NA

Address (Street Number and Name} Apt. Number | Clty or Town Siate ZIP Code

4018 Janet LN NA Minneapolis MN 55429

Date of Birth fmm/ddlyyyy) | U.S. Soclal Securily Number | Employee's E-mall Address Employae's Telephone Number
02/26/1978 l rimam - ﬂ-mj norskenik@gmail.com 6516668586

| am aware that federal law provides for imprisonment and/or fines for false statements or use of false documerts in
connection with the completion of this form.

| attest, under penaity of perjury, that | am (check one of the following boxes):
(@) 1. Acitizen ofthe Unfied States

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

g 3. A lawful permanent resident  (Allen Registration Number/USCIS Number): NA

Lg 4. An afien authorized to work  until {expiration date, if applicable, mm/dd/yyyy): NA
Some allens may write "N/A" in the expiration date field. (Sse instructions)

Alians authorized to work must provids only ane of the following document numbers o complete Form 1-9: e o

! An Alien Registration NumberfUSCIS Number OR Fomm 1-84 Admission Number OR Farelgn Passport Number,

" 1. Allen Reglstration Number/USCIS Number: NA

] OR

; 2. Form 1-84 Admissiop Number: NA

3. Foraign Passparl Number: NA
Country of Issuance: NA

- P ]

Signature ol Empioyee __ A \D Today's Date (mmAldlyyyy) - Apr 10,2018
s on | Akt 8, A

Preparer. and/or Translator Certification (check one):
| did not use a preparar or fransiator. Q] A preparer(s) and/or translator(s) assisted the amployes In completing Section 1.
{Fietds below must be completed and signed when preparers and/or translators assist an employee in completing Seetion 1.)

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

Signature of Preparer or Translator NA Today's Date (mm/ddlyyyy)
NA
Last Name {Family Name) First Name (Given Nams)
NA NA
Address (Street Number and Name) Clty or Town State ZIP Code
NA NA NA | NA

@ Emplayer Completes Next Page @

Form 1-9 0717/17 N Page | of 3




Employment Eligibility Verification USCIS

Department of Homeland Security 0\45 ;?116};1“7
U.S. Citizenship and Immigration Services f:xplrcs 087312019

§eetlon 2 Emﬁloybr or Aufhorized ﬁepresenl:aﬂve ﬁ?view and Veriﬁoati’on
(Employars or their authorized represantative must eomgfete and sign Section 2 Wftilln 3 business days 6f the employse’s first da(‘( of employment. You

must physically examine one dopument from List A OR a eombinafion of one dacument from List 8 and one document fram List

&s llsted on the “Lists
of Aceeglable Dosumeants.”)

3

{Family Name) ' Qlame. (Glven Naire) 4. | Cilzenghipfimmigration Statis
iRy Y Lr\m\er‘sor\ Nichale D Citi2en
ListA ListB AND
idantity and Employment Authorization Identity Employment Authnrizatlon
Document Titls | Document ntTiﬂe =
= tede T TEHAL Seourik
lsguing Autho Issling A@ g Authomw S q
Document Number D nt Numb 'd-e— O-ﬁLd“U Nmbef {- 1
o um| I er nt Nu
1 S9754910 "L T =L -370S
Explration Date (i any)(mmiddiryyy) Expiration Date (i any){mm/ddiyyyy) “Expiration Date (if anyMmmy/ddlyyyy)
P22l - 0| ¥

Dogument Title

Issuing Authority | | |Additional Informetion o A
Documant Number
 Expiration Date (7 any)(mm/ddfyyyy;

Document Title

Issuing Authority

ocument Number
Expiration Dats (if any)(mm/ddfyyyy) l

Certification: | attest, under penalty of parjury, that (1) | have examined the dooument{s) presented by the ahove-named employea,
{2) the above-listed document{s) appear to be genuine and to ralate to the empioyee named, and {3) to the best of my knowladge the
employes Is authorized to work In the United States.

of employment (mnvddlyyyy): 2Dl (See Instructions for exemptions)

:ﬁ: Ral‘resemﬁve ,ngy'; %fmzy&y rpeﬁa?yber or ko(%d Representative

loye! u@ﬁrxzau Represantative % cmphtfmau rized Represe! Employer's Business or Organization Name

A EMPLOYER SOLUTIONS STAFFING GROUP LLC
Employer's Bua‘ness or Organization Address (Straet Number and NJme) City orann State ZIP Code
7480 FLYING CLOUD DRIVE SUITE 200 EDEN PRAIRIE MN 55344
Seotion 3. Reverification and Reh ires (Ta be completed and gigned by empiayer or auithorzed rspnesentatf ve )
A. New Nome (Fapglcahie) ~ i 8; Oats of Refilre (it apaficable)
Last Name (Family Nams) First Name (lesn Name) Mlddla Inifial Data (mmAddlyyyy)

[eiTiiihe empibyes's previbus grant of GMpioyment aufhoylz;ﬁnﬂ\as exilfad dﬁﬂdﬁ the informafion for thaaﬁcumeﬁt or fabeipt that' e;lébll‘shes
cpntifuing employment authorzation in the spage provided baiow.

Document Title Document Number Explraﬂon Date (if any) (mm/ddyyyy)

1 attest, under psnalty of perjury, that to tha hest of my knowledge, this employee is authorized to work in the United States, and If
the employee presented documant(s), the document{s) | have examined appear to be genulne and to relats to the individual.

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

Form 1-9 07:17/17 N Page 2 of 3
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www.esgstaffingsolutions.com

New Hire Application

Personal Data-- PLEASE PRINT LEGIBLY IN INK

Last Name Anderson

First Name Nicholas

Street Address

4018 Janet LN

PO Box 46270

Minneapolis, MN 55344-9956

Tel: 952.835.1288

City/State/Zip Minneapolis MN 55429

Phone Number

6516668586

Emall Address  Norskenik@gmail.com

Staffing Agency/Recruitment Partner

Corporate Management

Middle Initial °

Aptste NA
Soclal Security Last Four XXX-XX-

@

Are you legally authorized o work In the United States of America? @I YES (INO
Applicant Certification and Authorization

| authorize Employer Solutions Staffing Group (ESSG) to use the Informafion and statements contsined in this application to determine my
quaiifications for employment. | authorize ESSG to make Inquiries of my former employers, except as indicated in this application,
regarding my previous duties, responsibiliies, parformance, compensation and eligibility for rehire.

| understand that a comprehensive background check mey be conducted to determine my eligibility for hire by certain cllents of ESSG,
This may Include but is not limited fo, investigations of criminal and/or conviction records, driving records andfor a drug screen test as
requirad by cllents, government regulations or by ESEG policiss.

| release ESSG and othsr persons or entities from any olaima that might be based on ESSG's decision to conduct a background check.
| certify that all stalements made In my application are true and acourate and that | have not omitted any material information.or provided
false or misleading Information, | understand that any material omission or misrepresentation will result in my disqualification from
considsration for employment or, if discovered efter | begin employment, will result in my tarmination,

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

Wk Ftrdstean ii\é ;l‘,%

Nik Anderson

Apr 10, 2018

Name (Print or type)

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

Applicant's Signature

Date

For ESSG Office Use Only
DOH NHW I8 8850 w4
Emergency Contact Info | Backpround Relsase Form Background Resuits Unempioyment Letter ESC Application
{if applicable)
For ESSG Client Use
DOH ROP Work Site Loc. WC Code

ESSG - CMG-NSTW4

Rev. 04/2017




Form W-4 (201.8)

Future develapments. Far the latest
information about any future developments
related to Form W-4, stich as legislation
enacted after it was published, go to
www.irs.gov/FormWa,

Purpose, Complete Form W-4 so that your
employer can withhold the correct faderal
income tax from your pay. Gonsider
completing a new Form W-4 each year and
whan your personal ar financial situation
changes.

Exemption from withholding, You may
clairn exemption from withholding for 2018
if both of the following apply.

» Far 2017 you had a right 0 a refund of al}
federal Income tax withheld becatise you
had no tax liabliity, and

» For 2018 you expect a refund of all
faderal income tax withheld because you
expect to have no tax liabllity.

If you're exempt, complete only lines 1, 2,
3, 4, and 7 and sign the form to validate it.
Your exemption for 2018 expires February
16, 2018, See Pub. 506, Tax Withhalding
and Eastimated Tax, to learn more about
whether you qualify for exemption from
withholding,

General Instructions

If you aren’t exampt, follow the rast of
thesa Instructions to datermine the number
of withholding allowances you should claim
for withholding for 2018 and any additional
amount of tax to hava withheld. For regular
wages, withholding must be based on
allowances you claimed and may notbe a
flat amount or percentage of wages.

You can also use the calculator at
www.irs.gov/W4App to determine your
tax withholding more accurately, Consider

Form W"'4

using this calculator if you have a more
compllcated tax situation, such as if you
have a working spouse, more than one job,
or & large amount of nonwage Income
outside of your job, After your Form W-4
takes effaot, you can also use this
calculator to see how the amount of tax
you'ra having withheld compares to your
projected total tax for 2018, [f you use the
calculator, you don't nead to complete any
of the workshests for Form W-4,

Note that if you have too much tax
withheld, you will receive a refund when you
file your tax return. if you have too little tax
withheld, you will owe tax when you fila your
tax return, and you might owe a penalty,
Filers with multiple jobs or working
spouses, It you have more than ane job at
a time, or if you're married and your
spouse Is also working, read all of the
Instructions including the instructions for
the Two-Eamers/Muitiple Jobs Worksheat
before beginning.

Nonwage income. If you have a large
amount of nonwage income, such as
Interast or dividends, caonsider making
estimated tax payments using Form 1040-
ES, Estimated Tax for Individuals,
Otherwise, you might owe additional tax.
Or, you can use the Deductions,
Adjustments, and Other Income Worksheat
on page 3 or the calculator at www.irs.gov/
W4App to make sure you have enough tax
withheld from your paycheck. if you have
pension or annuity income, see Pub. 605 or
use tha caloulator at www.irs.gov/W4App
to find out if you should adjust your
withholding on Form W-4 or W-4P,
Nonresident allen. If you're a nonresident
alien, see Notice 1382, Supplemental Form
W-4 Instructions for Nonresident Aliens,
before complating this form.

Separate here and give Form W-4 to your employer., Keep the worksheet{s) for your records.

Employee’s Withholding Allowance Certificate

Specific Instructions

Personal Allowances Worksheet
Complete this worksheet on page 3 firstto
datermine the number of withholding
allowances to olaim.

Line C. Head of household please note:
Gerierally, you can claim head of
household filing status on your tax retum
only if you're unmarried and pay more than
50% of the costs of keeping up a home for
yourseif and a quallfying individual, S8ee
Pub, 601 for more Information about filing
status,

Line E, Child tax credit. When you file
your tax return, you might be aligible to
claim a credit for each of your qualifying
children. To qualify, the child must be
under ags 17 as of Deaember 31 and must
be your dependent who lives with you for
mora than half the year. To learn more
about this credit, sea Pub. 872, Child Tax
Cruadit. Ta reduce the tax withheld from
your pay by taking this credit into account,
follow the Instructions on line E of the
workshest. On the workshset you will be
asked about your total income, For this
purposa, total income includes all of your
wages and other Income, ingiuding income
earned by a spousae, during the year.

Line F. Credit for other dapendents,
When you file your tax retum, you might be
sligible to claim & credit for each of your
dependents that don’t qualify for the child
tax aredit, such as any dependent childran
age 17 and alder. To learn more about this
oredit, see Pub, 505. To reduce the tax
withheld from your pay by taking this oredit
into account, follow the Instructions on Jine
F of the workshast, On the workshest, you
will be asked about your total Income. For
this purpose, total Income includes all of

OMB No. 1646-0074

» Whether you're entitied to olalm a certain number of allowances or exemption from withholding is
e o1 e sy subject to review by the IRE. Your employer may bs required to send a opy of this form to the IRS. 2© 18
1 Your first nams and midile initial Last name 2 Your soclal security humber
Nicholas D Anderson 473943705
Home address (number and sireet or rural routs) 8(@)single (Maried ()] Maried, but withhoid et higher Single rate.
4018 Janet LN Note: if maried fillng separatsly, check *Married, hut withhold at higher Single rate.”

City or town, state, and ZIP code 4 1 your last name differs from that shown on your social security card,
Minneapolis MN 55429 check here, You must call 800-772-1218 for 8 replacement card, rg
8 Total number of allowances you'ra claiming (from the applicable warksheet on the following pages) 5|1
6  Additional amount, if any, you want withheld from each paychack 818 o

7 |claimexsmption fram withholding for 2018, and | certify that | meat hoth of the follawing oondmons for exempﬂon.
 Lagt year | had a right o a refund of all federal iIncome tax withheld because | had no tax liabliity, and
» This year | expest a refund of all federal iIncome tax withheld because | expect to have ne tax liability.

If you mast both conditions, write “Exempt” here .

>l 2

Under panalties of perjury, | declare that | have examined this certificate and to the bast of my knowledga and bellef, it is true, corract, and complete.

Employes's signature
(This form is nat valid unless you sign it} *is-re etk Apl’ 10,2018
s name and address (Em) Complete buxes 8and 10 i sending to IRS and compista 8 Firstdate of 10 Empl identification
53&'%"9 and 10 if sending to( B g rectory gr New Hires.} - = empioyment nuu’: Wa(%lN)
For Privacy Act and Paperwork Reduction Act Notice, see page 4. Cat. No. 102200 Form W-4 (2018)



DEPARTMENT W-4MIN
OF REVENUE

2018 Minnesota Employee Withholding Allowance/Exemption Certificate

Employees

You must complete and give this form to your employer if you do any of the following;

s Claim fewer Minnesota withholding allowances than your federal allowances

» Clalm more than 10 Minnaesota withholding allowances

* Went additional Minnesota tax withheld from your pay each pay period

» Ciaim to be exempt from federal withholding or claim to be exempt from Minnesota withholding

Do not complete this form If you are claiming the same number of Minnesota aliowances as faderal and the number claimed is 10 or less.

Emloyae’s first came and initial Last name Erployee’s Social Security number
Nik Anderson 473943705
Permanen: address Marital status fchack one box}
o i O
Gty Sate ZIP code
Minneapolis MN 55429 Matrlzd, st vithhold at higher Singie rate

u
Employees: Read instructions on back, completa Section 1 OR Section 2, sign and give the completed form to your amployer. {Do not complete
both Section 1 and Section 2, Compieting both sections will make the form invalid.)

[ section 1 — Detarmining Minnesota allowances

Complete Section 1 If you claim fewer Minnesota allowances than your federal allowances, AND/OR if you want additiona! Minnesota withhald-
ing deducted each pay period.

1 Tota) number of federal allowances claimed on federal Form w4 . ...... R e, o S e 00 G0 o i L
2 Towl number of Minnesote allowances (fine 2 connot be more than Ined} ......... 001900090 GATIOIOTHID €3
0
3 Additional Minnesota withholding you want deducted eachpayperiod. .....oo oo v voeevvenciinaneieeee 3 &

_ section 2 — Exemption from Minnesota withholding
Complete Section 2 if you claim to be exernpt from Minnesota Income tax withhelding {see Section 2 instructions for qualificotions). if applicable,
check one box helow to indicate the reason why you believe you are exempt: -
1 mest the requirements and claim exempt from both federal and Minnssota Income tax withholding,
Fvan though 1 did not claim exempt from federal withholding, | claim exempt from Minnesota withholding bacause | had no Minnesota

income tax llabjlity last year, | received a refund of all Minnesota income tax withheld, AND | expect to have ne Minnesota Income tax llability
this year,

Dj My spouse Is 3 military service member assigned to a military location in Minnesota, my domicile (legal resldence} Is In another state, AND |
am in Minnesota solely to be with my spouse. My state of domiclle Is

D ! am an American indlan living and working on a reservation,

lam 2 member of the Minnesota National Guard or an active duty U.,S, military member and claim exempt from Minnesota withhalding on
my miftary pay.

{31 raceive a military pension or ather military retirement pay as calculated under Titie 10, 1401 through 1414, 1447 through 1455, and 12733
and claim exempt from Minnesota withhalding on this retirement pay.

! certify that all informotion provided in Section 1 OR Section 2 Is correct. | understand there is a $SDD penaolty for filing a false withholding allow-
anvefexemphion certificate.

Employee’s signature i“% Apl’ 10’ 2018 i’ 6516668586

Employees: Give the completed form to your employer.

Employers

If you are required to send a copy of this form to the Department of Revenue (see instructions), you must enter the employer Information below
and mall this form to: Minnesota Revenue, Mall Station 6501, St. Paul, MN 55146-6501. {Incomplete forms are consldered invalid.) A $50 penalty
may be assessed for each requirad Form W-4MN not filed with the department.

Keep a copy for your records.

Name of employer ' Federal employer ID number {FEIN) Minnasota tax 1D number
|

Address City State 2P code

mev.12/17) Questions?  Website: www.revenue.state.mn.us. Email; withholding.tax@state.mn.us. Phone: 651-282-9999 or 1-800-657-3594,
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Direct Deposit/Payroll Debit Card Authorization
Employees have the option of receiving wages by Direct Deposit and/or Payroll Debit Card.

If you do ot provide a written election, wages will be paid by Payroll Debit Card.
TRLNE _ T .

An
AR TGO
osit {Please complete Sections 3 and 3 below)

Note: Direct Deposit accounts may take up to 7 days to be activated
I understand and acknowledge that if I do not provide a
voided check with this direct deposit form, 1 am
responsible for any delays in payroll or extra costs
incurred if the account number that I provide is incorrect,

Update Bank Account
Bank Name: NA

Routing# NA
Account NA

Account Type: [ Cheoling[[] Ssvings [CJOter ______ |

= Tohelp us avoid making an error, plouse attach a copy of @ voided check, {a deposit slip will not work)
*  you change banks, do not close your old bank account umil your direct deposit has started st the new bank, which may take 2 pay perivds,

S ON A RO LIS DB GARL) '

Federal law requires all financial ingtittions to obisin, 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 neessary information and issue you a Payroll Debit
Cm:dtopay.yom:wages. For your protection, the financia] institution may ask you to provide them additional identification information so they can
verify your identity.

Exoept for the routing and account mumber, ESSG does not have access to any information regarding your Payroll Debit Card account or
transactions, On youor 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 fas you want your Payroll Debit Card to be issued)

Initial NA pae NA i

FirstName Nicholas D [L““N‘m Anderson Date of Bith 15 196/1978
Streot Address o B NOTACCTPTABLY 4018 Janet LN Social Security# 473943705

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

Payroll Debit Card Routing # Payroll Debit Card Account# | L!(}55 HpOD 2>~ S {i _ﬂ D lp__l_g__

1 have received my Payrall Debit Card, welcome brochure. program fees, program terms, conditions. and disclosures. By activating my Payroll Debit Card,

| am agreeing 1o the progrm terms, conditions. and disclosures thut are included or made availnbla to me ffrom time io time from the financia! institution, 1
authorize the financial insiration 1o debit my Payroll Debit Card account for the fees described in the fee schedule that s part of the program terms,
conditions, and disclosures.

Employee’s Signature:_Niandencn dlrin 28 Date;_APr10,2018
SECTION 5 AUTHORIZATION
Tauthorlze ESSG o direcily depostt my perivdic wages-vowpensation paymants, not of required tax withholdings, other required withholdings
or anthorized dednetions, into my acoouni(a) as desigmited above and to initiate, if necassary, debit entries and adfustmensfor any credit entries

made In ecror to my account(s), * E-mail is required for pay stub information.
*E-mail; norskenik@gmail.com @
this information will only be used fo send your paystubs electronically {

o Date: Apr 10,2018 '

Whiwcemaniahris, g

Employee's Signature:




EMPLOYER SOLUTIONS STAFFING GROUP
BACKGROUND CHECK AUTHORIZATION

Nik Anderson
(First) {Middle) {Last)

Employee Name:

Former Name(s) and Dates Used: NA

Current Address Since: 04/18. Janet LN. Minneapolis. MN 55429
{Mo/¥Yr) {Street) {City) {State/Zip)
{Mo/¥r) {Street) (City) {State/Zip)
Previous Address From: NA
{Mo/Yr) {Street) (City) {State/Zip)
Social Security Number: ___ 473843705 DQB; 02/26/1978
Phone Number: 6516668586

Driver's License Number/State: K541159754919 MN

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

1 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 social security number; credit reports,
current and previous residences; employment history, education background, character references; drug testing, civil
and criminal history records from any criminal justice agency in any or all federal, state, county jurisdictions; driving
records, birth records, and any other public records.

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

Signature: _I_ﬂﬂﬁg&-_ Date: Apr10,2018

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.
[E311 wish to receive a copy of any Background Check Report on me that is requested,




EMERGENCY CONTACT INFORMATION

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

Priployes Neme: Nik Anderson
Address: 1018 Janet LN Minneapolis MN 55429
Phone: 6516668586
EMERGENCY CONTACTS
Please list two peaple (in priority order) wha could be contacted in case of an emergency
Contact #1 Home Phone: NA
Name: Elizabeth Hoagland Cell Phone: 9525295465
Relationship: Girlfriend Work Phone: NA
Contact #2 Home Phone: NA
Name: JeffValentin Cell Phone: 6515929989
Relationship:  Friend Work Phone: NA

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

NA

This information will remain confidentiol and will only he used In the case of an emergency.



STATEMENT OF CONFIDENTIALITY

This agreement made this l ? day of A \ ] 2012 between
Employer So {/\, Stafﬁng Group LLC, hereinafter referred to as “employer”,
and _0\)ic¢ 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 difficuity of determining the amount of damages which may
result to the employer from a violation of any of the provisions hereof, the
employee agrees io 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.

N\DPA

i Anderson (A 10, 2018

Employe,e,&gnatute

Solutions-Staffing eroufo LLC, Representative
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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. Medlcally
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 ali 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.

Foilow 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.

No our emplover 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.

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

Signed: Nk arasan (i 19, 201,

Printed Name: Nik Anderson
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Important/im portante
LOST OR STOLEN PAYCHECKS

If a paycheck is lost (missing, misplaced, destroyed, lost in the mail, ete.), 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.

'a*_i

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

CHEQUES DE PAGO PERDIDOS O ROBADOS

Si un cheque de pagoe 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 robadoe. Si el cheque no ha sido cobrado y si la pérdida del cheque
no fue su cuipa, ESSG emifird un nuevo cheque y no hay cuota se deducira.

AGREED/SE ACUERDA—

Name/Nombre (con letra de moldg); NIk Anderson

S_ignature/Fil'maI alk Anderuan (Abr 10, 2018)




emplcyer selutions staffng group.
ESSG WORKPLACE SAFETY POLICY

It is ESSG’s policy that all employees should be able to enjoy a hazard free and safe
work environment. It is ESSG's duty to:

(1) Ensure that its clients provide you with a workplace free from serious
recognized hazards and comply with standards, rules and regulations issued
under the OSH Act.

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

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

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

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

EB8SG is committed to vigorously enforcing its OSHA Compliance Policy.

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

Responsibility to work in compliance with OSHA laws and regulations _

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

o Responsibility to report workplace hazards and dangers

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

You have the following basic rights:

Right to refuse unsafe work

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

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



arnplaver solutions steifing sroun.

» Right to request information about safety and health hazards in the
workplace, appropriate precautions to take, and procedures to follow if
involved in an accident or exposed to hazardous substances

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

You can have your name withheld from the host employer and any other entity, by
request, if you sign and file a written complaint. You can request to be advised of
OSHA actions regarding a complaint, and request an informal review of any
decision not to inspect the site or issue a citation. And, you can file a complaint if
you are 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
982.835.1288/1.866.496.7578) and asking for the ESSG Safety Director. You can
also contact OSHA directly with any concern. ESSG recognizes the serious nature
of ensuring workplace safety will endeavor to protect any employee who may have
been subjected to unsafe or hazardous worksite conditions.



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 952.885.1.288/1.866.496.7573 with any
questions I may have about this policy. I agree to comply with ESSG’s policy on
ESSG WORKPLACE SAFETY POLICY and I understand failure to comply is
grounds for disciplinary action, up to and including termination.

I also agree that if at any time during my employment I am believe thatI am
working in an unsafe or dangerous work environment, I will immediately contact
my supervisor, manager, director or ESSG’s Safety Director at
952.835.1288/1.866.496.75678 in order to obtain assistance in the resolution of such
matters.

Employee Name (Please Print)
Nik Anderson

Employee’s Signature:

ﬁﬁ%- D ate: Apr 108 2018




DRUG AND ALCOHOL
TESTING CONSENT FORM

1. | have been allowed 1o read and Inspect a written copy of ESSG policy on
drugs and alcohol.

2, | have read the entire contents of this policy and 1 am aware and fuily
understand: (a) the policy and its contents; (b) what conduct the policy prohibits and the
consequences of such conduct; (¢) my rights under the policy and the consequences if |
exercise certain rights; and (d) that certaln events as described in the policy may result
in adverse personnel action, including my termination from employment with ESSQ. |
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 coilect 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 sampie 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.

10k Andessaa (P17 15, 20E)

Individual’s Name

Apr10,2018
Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



- 3850 Pre-Screening Notice and Certification Request for
(Fev. March 2016) the Work Opportunity Credit OMB No. 1645-1600
B e siee” | b Information about Form 8850 and fis separate instructions is at www.ire.gov/formBas0.

Job applicant: Fill in the lines below and check any boxes that apply. Complete only this side.
Yourname  NikAnderson Soclal security number > 473843705

Strest address whereyoulve 4018 JanetLN

City or town, siate, and ZIP code Minneapolis MN 55429

County Hennepin 6516668586

Telaphone number

If you are under age 49, enter your date of birth (month, day, yea) 02/26/1978

1 Check here if you recelved a conditional certification from the state workforce agency (SWA) or a participating local agency
for the work opportunity credit,

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

» | am a member of a farmily that has recelved asslstance from Temporary Assistance for Needy Families (TANF) for any 8
maonths during the past 18 months,

* | am a veteran and a member of a family that received Supplemental Nutrition Assistance Program {SNAP) bensfits (food
stamps) for at least a 3-maonth perlod during the past 15 months.

» | was referred here by a rehabllitation agency approved by the stats, an employment network under the Ticket to Work
program, or the Depariment 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
h. Received SNAP bensfits (food stamps) for at least 3 of the past § months, but is no longer eligible to receive them.

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

* | recsived supplemental security income (8S) benefiis for any month ending during the past 60 days.

» | am a veteran and | was unemployed for a period or periods totaling at least 4 weeks but less than 8 months during the
past year.

[

Check hers if you are a veteran and you were unemployed for a period or periods totafing at least 6 months during the past
year,

4 Chack 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.

[D Check hera if you are a veteran entitled to compensation for a service-connected disabllity and you wera unemployed for a
period or periods totaling at least 8 months during the past year.

Check here if you are a member of a family that:
» Recelved TANF payments for at least the past 18 months; or
* Recelved TANF payments for any 18 months beginning after August 5, 1987, and the earilest 18-month period beginning
after August 5, 1987, ended during the past 2 years; or

«» Stopped being eligible for TANF payments during the past 2 years bacause federal or state law limited the maximum time
those payments could ba made,

-

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

Signature~All Applicants Must Sign

Under peneltias of parjury, | deciare that { gave the ahove inforrmation to the amplayar on or hefore the day | was of'ered a job, and it is. to the bast of my knowledge, true,

comrect, and complete,

Job applicant’s signature B> FicAmer 1 Abr i0, 20:8) Date APrio, 2018

Far Privacy Act and Paperwork Reduction Aot Notice, see page 2. Cat. No, 228510 Form 8850 (Rev. 3-2016)



Form A (rev. 03/2017)

EMPLOYER SECTION:
Client:
Location: Position: Starting Wage: $
EMPLOYEE SECTION:
First Name: Last Name: Suffix: Street Address: City/State: Zip:
Nik Anderson 4018 Janet LN Minneapolis MN 55429
SS#: Date of Birth: Age: Have you worked for | If yes, location:
this company before?
473943705 02/26/1978 20 | Vel N NA
Please complete all guestions, and sign and date the form. Yes No
1. Have you or has anyone living with you received Temporary Assistance to Needy Families (TANF) g @
at any time since August §, 19972 (if yes, please provide information below.)
Name of the person recelving benefits: Relationship to yoie
City: County: State: NA

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

Nama of the person seceiving benefits: ____ Relationshiptoyomw ____ NA
City: County: State:
3. Have you received Supplemental Secnrity Income (SSI) at any time within the past 3 months? O @

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

4. Have you received any type of vocational rehabilitation services within the past two years? O
1f yes, please indicate which type of agenoy you worked with and provide their location information below:

El Vocational Rehabilitation Agency Dept. of Veterans Affhirs Employment Network (Ticket to Work Program)
Namsof Agency: . FPhoned: NA

City: County: State: __-

*ifyou checkad yes please provide a copy of your active Individual Work Plan and Tickat to Work documentation.

@

8, Areyou a Veteran of the .S, Military? *}fves, please provide a capy of your DD-214 and lester of separation.
(If yes, please provide information below. If no, please continue to question #6.)

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

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

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

Q
®

o 0 @Q
@ @ ap

7. Have yon been convieted of a felony or released from prison for & felony copviction in the past 12 months?
Conviction Date: Release Date:  NA

Wasthis a [] Federal or [] State conviction? i State- County: ____ Stete: ____

7

; ; Ailditignal Tax Credits:

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

Ifyow checked yes please provide u copy of your CDIB card,

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

SC Residents: [[]] Do you receive Fumily Independence Benofts?

Q
@

PLEASE READ, SIGN, AND DATE:

Under penalties of perjwry, 1declare the informution above ta be frue and accurate (o the best of my inowledge, and ] hereby authorize any ugency, organizasion, or
individuals to supply such verification or information thet may be aeeded 10 dererimine tax credit eligibility to my enplayer. amnployer representative {Associated
Consultants, hic. dba Remrorax). or the Department of Labor.

New Employee Signature: Tz Date: Apr 10,2018




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: MAJQ%‘-“‘-W o pate APrio,2018

New Hire Name; __Nik Anderson

Social Security Number: 43s43ros

Employer Name:

Please check the statements below if they apply to you.

0] 1declare 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.
0 1declare that | have been in a period of unemployment since
NA .
(Enter start date)

Privacy Act Nofice: : ,

The Intema) Revenus Code of 1986, Seciion 51, as amended and fts enacling lagistafion, P.., 104-188, spaciy that the State Workforea Agendles ara the
*dasignated” agencles responsible for administering the WOTC certification procedures of this program. The information you have provided complefing this
form will be disclosed by your employer to the Stata Workforce Agency. Provision of this information is voluntary; howaver the informetion is required to
detenmine your employar's efigibifity for the federal tex credit.

S o0 P G 8 DG § T 9P N S S § A 0.0 NS 0 G o P S Gl OGP B9 Gyl 8 S P 4 TS €O G S T 3 SN @ 0 5 N P9 P £ Y Gep OO Ghm ¢ S e A T GEID @ ¢ e [ S v §§ v ¥ S — o

Puhlic Burden Statement:

Pessans are not required to respand fo this collection of information unless i displays a cumently valid OM B contro! number. Respondents' abfigation to
compiste this form is required to obiain or retain benefits (P.L.. 111-5). Public reporting burden is esimated to average 10 minutes per responss, including the
fime for reviewing instrucfions, searcting exisling data sources, gathering and meintsining the data needed, and compleling and reviewing the colection of
infosmation. Send comments regarnding this bimden esfimate to the U.S. Dapartment of Labor, Division of Nefional Programs Tools Technical Assistance,
Room C-4510, Wasfiinglon, D.C. 20210 (Psperwork Reduction Froject 1205-0371). Please do not submit completed forms o this address.

117-

ETA Form 9175 (Rev. November 2016)
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Enhanced MEC_Plan 1

Gender L Wale Mwitalsmﬁ_l Snge | Dete of Birth Data of Hive
] Femste {[] Divorced
iPhone Numbor: Emall Address:
Please Select Desired Coverage:
D] Employee Onfy - Employee+Spouse - @Empioyee-!—f:hﬂd(ren) - Family ~
$24.00/Week $33.60/Week $38.00M\Week $63.00/Week
R Lsnd &l
n Male cma [
s NEme : M. Last Nama ' %Fsmale Domest!c m.‘.
M" Soctal Sourty# O Muoﬁmp
| Spouse || Chiid
[ Fie) Name W Lagi Name 1 DD l?::ala [] Domestic Partaer
%ww wys | Eeba | B Relationahip
| | 'O
! i :
TNET W TN | 1 | O Fame RO et Parter
Q dicnG RS inrignlesnniEERN s s e e 2 R A L
NAWE OF PERSON COVERED (FIRST, LAST):
BFF, DATE
EFF, DATE
EFF. DATE

Frpeven Asnri samecs anrl Axdhnrcator ~ | hareby apply for the group hensfit{s) as indisated, | acknowledge that all entries are trus and complate andthat
any misstataments or faflure to report informeation may be used as the basis for capcellation of coverage for mp and my dependent{s), if any, from the original
effectiva date, Further, | authorize my employer to maia the necessary payroll deduction of premtums for covarages | havs elested,

IF ENROLLING - YOU MUST SIGN HERE

Employes Signature
SUPLOERS FECLINING fam DECE:ENiﬁG;__covergg_ge

J undarstand that } andlor my dapendants, if any, walve any coverags and desire to participats in the plan at 2 later date, liwe may be considared a late snrolles and
must meet the ragquirements dafinad in the Ceriificate of Coverage for the gompany's medical or dental 1§ | daciine enroliment for mysslf or my dapendants
{inciuding my spouse) begause of gther coverage, | may, in future be able to snioll myself or my depend in this plan, providaed ! request enrollment within 31
days after the other coverage ends. In addition, if a new dependant relationship forms as a result of marriage, hirth, adoplion, piacement for adoption of parting sult
of adaption, | may ba able to enroll myssif or my depsndent, pravidad ! request enroliment within 31 days of the avent.

IF DECLINING- YOU MUST SIGN HERE

Employea Signature

pae  Apri0,2018

pate APr 10,2018

Employer Soluilons S:afing Group Health Benefits Taam
PO Box 46270
Minneapolis, MN 55344
Phone; 852-767-9519 Fax: 952-767-8515
Emeil: Health@employersoiutionsgroup.com




Fixedl Indemni_’cy Medical Beneﬁﬁs_?ﬁa;a 2

VS 29018 OmcruEony  IOCATON_____ . RevieDee__/ [ _
ENROLLMENT F@RM ESC CU(UNAC-VIN) 21 v18
e e e ATl L PRINT USING BLACK or ELUE INK (Must Be Filled Qut)
Narne Social Security # Homa Phone SG’D[@.EI
Adidress Aps. #

City Lk . Suate .Z’p . | . %.e‘ of B,irtn

i a6 e el (e wn WS MR A A o A A R et S % SWS 13 SIS | v L m—

W

. ?f@'@ OR’&@{@F**@%?EPWD? T RECAE HELEF h@Yss. No. i Yes, please continug,
WMedicare Heslth insurance Claim Numbar {(HICN) Madicare x:f‘ac.;ve Dats

’\a.:n.e o"f Cavered 5a.;§on {s):

o LA e+ L i 48 4+ o o 0 P e emn it smm e =

VD BENEEI IS DIAM SELEGA IO Payroil Decﬁucted Wee!dy Rates

Yeu MUST select a coverage level be‘fo-e any Denefrts in Sec‘non C. Your coverage leve! for the al! benefits in Section C will be
idantical. The Fixed Indemnity Medica Pian, Denwal Plan, Term Life Plan, anc Short-Term Disapility plans are underwrizten by BCS

Insurance Company. The Vision pian is underwritten by Companion Life insurance Company.
SELECT COVERAGE LEVEL " Tio NeaiiY | panTAL VISION TERMUFE | SHORETERM
Employee Only $20.25 ’.:; $6.17 ‘-r $2.42 * $0.60 ..‘\ ol | $4.20 h ]
Employes + 1 O] $41.10 $12.24 $4.92 $0.90
Employee + Family $54.88 $20.26 $6.56 $1.80
NO 0 AL Benetis O] | Olves Dlno | Blves Olnvo | Blves Olno | Blves Olno | Olves Olno

"This coverage is not available to residen:s of NH, Hi, or PR. *STD is not available 1o pe-sons who work in CA, Hi, NJ, NY, or Rl

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

Nemeg Relationship

e N .- oy s —— ]

ROz b DEPENBENTINEORMARON! ST L e e B
Name Social Security # Dete of Birh__Sax Relationshi

o (¢ @ﬂ:ﬂ Spouse E Child D Domestic Pariner

Name Social Security # Date of Birth_ Sex lationship
: // 1 iﬂj SpouseD] Chila DDomesﬁc Partner

Name Social Security # Date of Birth__Sex Relationskip
/8 D L—E_D [D]Spouseﬁ Child DDamaﬁc Partner

Name Social Security # Date of Birth  Sex Relationship

i EHEEB] .Spouse O C"uld Domestic Partner

T YOU MIUST SIGN AND DATE, EVEN IF YOU DECL!NE COVERAGE

e =431 o P S - =2 8 o 8 i ki ¢ e et ——

I have reac the bcneﬁt packet and ur-derstand it lrnitations. | understand that ooen enr oliment is on ly available ‘or
3 limiked time and | understand that making ro benefit selection is a ceclination of covarage,

parg APr1f,2013 D> SIGNATURE

*This Plan DOES NOT Alleviate the Individual Mandate Penalty*

This is an Esserta! StaffCARE Enrollment Form.



