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www.esgstaffingsolutions.com

employer solutions staffing group..

New Hire Application

Personal Data— PLEASE PRINT LEGIBLY IN INK

Last Name Tillman

First Name

Street Address 40 St Michael Parkway

Noah

PO Box 46270

Minneapolls, MN 55344-9956

Tel: 952.835.1288

Middle Initial K

City/State/Zip _ St Michael

55376

Phone Number 917-736-8599

Aptiste K
Social Security Last Four XXX-Xx- 5920

Email Address Noah.tillman@gmail.com @

Staffing Agency/Recruitment Partner Zhil Zepeda

Are you legally authorized to work in the United Stetes of America? @I YES (JINO
Applicant Ceriification and Authorization

| authorize Employer Solutions Staffing Group (ESSG) to use the Information and stetements contained in this application o determine my
qualificafions for employment. | authorize ESSG to make inquiries of my former employers, except as Indicated in this application,
regarding my pravious dufies, responsibilities, performance, compensation and eligibility for rehire.

| understand that @ comprshensiva background check may be conducted to dstermine my eligibility for hive by certain cllents of ESSG.
This may include but Is not imited to, Investigations of criminal and/or conviction records, driving records and/or a drug screen test as
required by clients, government regulations or by ESSG policies.
| release ESSG and other persons ar entifies from any claims that might be based on ESSG's decision to conduct a background check.

| cartify that all statements 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
consideration for smployment or, if discovered after | begin employment, will result In my termination,

I hired, 1 agres 1o abide by the policies and procedures of ESSG.

Noah Tillman it Mar 6, 2018
Name (Print or type) Applicants Signature “Date

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

For ESSG Office Use Only
DOH NHW 18 8850 w4
Emergency Contactinfo | Background Release Form Background Resuits Unemployment Letter ESC Application
(it applicabis)
For ESSG Client Use
DOH ROP Work Site Loc. WC Coda

ESSG - CMG-CO

Rev. 0412017



Form W-4 (2017)
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Parsonal Allowances Worksheet (Keep for your reoords)

A  Enter*1" for yourself if no one eise can claimyou asadependent . . . . 3 5 0.8 oo, o0 [
» Yau'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 ] o oo 1D A
* Your wages from a sscond job or your spouse's wages (or tha total of hoth) are $1,500 or less.

©  Enter "1 for your spouse, But, you may choose to enter *-0-" if you are married and have either a working spnuse or more

than one job. (Entering "-0-" may help you avold having too [ittie tax withheld.) . g d ¢ o o0 MO

D  Enter number of dependents {(other than your spouse or yourself) you will olaim on yourtaxretum. . . . 6 o (8

E  Enter *1” if you will file as head of housshold on your tax return (see conditions under Head of household abova) o o 30

F  Enter *1” if you hava at least $2,000 of chiid or dependent care expanses for which you plan to claim a oredit . F 0o

(Note: Do nat include child support payments. Ses. Pub, 503, Child and Dependent Cars Expenses, for details,)

Q  Child Tax Credit {inoluding additional chlld tax credit). See Pub, 872, Child Tax Credk, for more Infarmation.
« 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 ohildren or less “2" if you have five or more eligible children.

s [f your total income will be between $70,000 and $84,000 (100,000 and $119,000 if married), enter *1” for each sligible child. @
H  Addlines A through G and enter total here, (Note: This may be different from the number of exemptions you claim on your tax return,) » H
. lf plan to itemize or claim adjustmants to income and want to reduce your withholding, see the Daductions

ofwn

For accurasy, Adjustments Workshest on page 2.

complete all a lfynu are single and have more than one job or are married and you and your spouse both work and the combined
worksheets n?a from all jobs exceed $50, 000 {$20,000 if maried), see the Two-Eamers/Multiple Jobs Worksheet on page 2
that apply. to avoid having too liitle tax withheld

» |f neither of the above situations appllaa. stop here and enter the number from line H on lina 5 of Form W-4 below,

Form W"4

Depammm of the Trepsiry
Revenus Service

Saparate here and give Form W-4 to your employer. Kesp the tap part for your records.
Employee’s Withholding Allowance Certificate

P Whather you are entitied to claim a certaln number of sllowances or exemption from withholding is
suhject 1o review by the IRS. Your employer may be raquired to send a copy of this form to the IRS.

OME No. 1646-0074

2017

1 Your first name and midcile Jitiel Tast name 2 Your &ocial securny nimber
Nozh Tillman 098565920
Home address {number and streat or rural routs} 3@ single O Mamied Q1 Married, but withhold at higher Single rate.
40StMichael Parkway K Note: If maried, bt lgally separatad, or spouss I8 & nonvesident aflen, check the *Single® bax,
Gity or fown, state, and ZIP code 4 Myour last name diffors from that shown on your sacial security card,
St Michael 55376 ghack here, You must call 1-800-772-4218 for a replacement card, > [

8 Total number of allowances you are claiming (from line H above ar from the applicable worksheet on page 2) 52
6  Additional amount, if any, you want withheld fromeachpaycheck . . . . . .

7 | claim exemption from withholding for 2017, and | certify that | meet both of the followlng oondnlons for exempﬂon.
* Last year | had & right to a refund of all federal income tex withheld because | had no tax liabliity, and
» This year | expect a refund of all federal income tax withheld becauss | expect to have no tax liability.

H you mest both conditions, write “Exempt® hera., . . g

ol 8 [$ 0

L >7] 0

Undar penalties of perjury, | declare that | have examined this certmuata and, to the baat of my knowladge and beliet, It ia true, comeot, and complete,

Employee's signature
(This form is not valid unless you sign it.)

ré, 2013}

pates Mar6,2018

8  Employer's name and address (Employer. Complste lines 8 and 10 only # sending to the IRS.)

9 Office code foptional} | 10  Employer identification number (EIN}

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

Cat. No. 10220Q

mﬁ4m1n



Forrm W-4 (2017)

1

o hw

DEeBNO

-2

Deductions and Adjustments Workshest

Note: Use this workshest anly If you plan to itemize deduaotions or claim certain oredits or adjustments to Income.

Enter an estimate of your 2017 Hemized deductions, Thesa includs qualifying homs mortgage interast, charRabla contributions, state
and Iocal taxes, metlical expenses in excess of 10% of your income, and miscellaneaus deductions, For 2017, you may have to reduce
your Remized deductions If your income Is over $313,800 and you're married fiing Jaintly or you're a qualifying widow(er); $267,650
1f you're head of household; $261,500 if you're single, not head afhmatm!dandnntnquallfyhzgvadmw ors*lss,aootfyou’ra
married filng separately, See Pub, 505 fordstalls . . . . 5 duo

$12,700 if married filing jointly or quallfylng wldow(ar) }

$9,350 if head of household

$6,350 if single or married filing separately
Subtract line2 fromline 1. if zero or less, enter®-0-> . ., ., , . o o g
Enter an estimate of your 2017 adjustments to income and any addltional standa:d deducﬂon (sae Pub 505)
Add lines 3 and 4 and enter the total. (Include any amount for credits from thaConverﬂng Credits to
Withholding Allowanices for 2017 Form W-4 worksheet in Pub.5058). . . . . . o a0
Enter an estimate of your 2017 nonwage income (sucln asdividendsorinterest) . . ., . . .
Subtract line 6 from fine 5. If zero or less, enter *-0-" 6 06 0 0 0 o © 60 0o 0 o6 o
Divide the amount on [ine 7 by $4,050 and enter the rasun here, Drap any fracﬂon oo g ob % o
Enter the number from the Parsonal Allowances Warksheet, line H, page1 . . .
Add lines 8 and 8 and enter tha total hers, f you plan to use the Twu-EamarsIMulﬁple ans Wcrksheet.
also enter this fotal an line 1 below, Otherwise, stop here and enter this total on Form W-4, line §, page 1

-

D

(-3 -

10

”l”f ¥

2|p jeh

€A

1

Two-Eamers/Multiple Jobs Worksheset (See Two eamers or multiple Jobs on page 1.)

Nots: Use this worksheet anly if the Instructions under line H on page 1 direct you here,

Enter the number from line H, page 1 {ar from line 10 above if you usad the Deductions and Adjustments Worksheet}

1

2  Find the number In Tabie 1 bslow that applies to the LOWEST paying job and enter it hera, Howaver, if
you are marrled filing jointly and wages from the highest paying Job are 365,000 or less, do not enter more
3 [fliine 1 Is more than or equal to fine 2, subtract line 2 from llna‘l Emartheresutt here (if zero, entar
*-0-") and on Form W-4, line &, page 1. Do not use the restof thigworksheat . . . . . , , | a3
Notea: if line 1 is less than line 2, entar “-0-" on Form W-4, line &, page 1. Complete lines 4 through 8 balowto
figure the additional withholding amount necessary to avold a year-snd tax biil.
4  Enterthe number fromline2 ofthisworkshest: . . . . . . . . . . 4
85  Enterthe numberfromiine ofthisworkshest ., . . . . . . ., . . 5
6 Subtractline&fromlined ., . . . o g 0 ol 6
7  Find the amount in Table 2 below that appllas to the HIGHEST pnylng ]ob and arrher It here SRl P 7 8
8  Muiltiply fine 7 by line 8 and enter the result hers, This is the additionel annual withholding needed . . 8 8
9  Divide line 8 by the number of pay periods remaining in 2017, For example, divide by 25 i you ars paid every two
waeks and you complete this form on a data in January when there ara 25 pay periods remalining In 2017, Enter
the result here and on Farm W-4, fine 8, page 1. This is the additionsl amount to be withheld from eashpaycheck 9 §
Table 1 Table 2
Married Filing Jointly All Others Married Flling Jolntly All Others
If wages from LOWEST | Enteron if wages from LOWEST | Enteron if wagss from HIQHEST | Enter on i wagss from HIQGHEST | Enteron
paying job ara-— line 2 abova | paying jobare— fine2above | paying jobare—~ line 7 sbove | paying job are—~ line 7-ahove
$0 - $7,000 1] $0 - 88,000 0 $0 ~ 875,000 $610 $0 - $38,000 $610
7001 - 14,000 1 8,001 - 18,000 1 765,001 - 135,000 1,010 38,001 - 85,000 1,010
14,001 - 22,000 2 16,001 - 28,000 2 135,001 - 205,000 1,130 85,001 - 186,000 1,180
22,001 - 27,000 3 26,001 - 94,000 3 205,001 - 360,000 1,340 185,001 - 400,000 1,840
27,001 - 35000 4 84,001 - 44,000 4 460,001 - 405,000 1,420 400,001 and over 1,600
35,001 - 44,000 & 44,001 - 70,000 5 405,001 and over 1,600
44,001 - 55,000 8 70,001 - 85,000 6
55,001 ~ 85,000 7 85,001 - 110,000 7
85,001 - 76,000 8 110,001 ~ 125,000 8
75,001 - 80,000 [ 125,001 - 140,000 9
80,001 - 95,000 10 140,001 and aver 10
95,001 - 116,000 11
118,001 - 130,000 - 12
130,001 - 140,000 18 |
140,001 - 150,000 14 |
350,001 and over 15 !
Privacy Act and Paperwork Reduction Aot Natice, We askforths information on this form You are not required to provids the information requested on a form thatis

10 cany out the Internal Revenue laws of the United States, Intemal Revenus Code sactions
8402(0{2) and 6108 and their regulations raquire you tn provide this information; your employer
uses Rto determine your federal income tax withholding, Fallire to provide a properly

subjent to the Paperwork Raduction Agt uniess the form displays a valid OMB
oontrol number. Books or racords relating to a form or fis instructions must be
retalped as long as their contents may become matesial in the administration of
faw. Generally, tax retumns and return :nformation are

mmmwmwmmmmmummmmmmMg any Internal Revenus
fraudutent information may subjest you to penalties. Routine uses of canfidential, as raquired by Code section 8103,
{his information include nmmmwwmhmwmwmmm

and possassi
administaring thetr tax laws; and to the Depariment of Haaith and Human Services for uss in
the Natlonal Direclory of New Hires, We may also discloss this information 1o other countries
under a tax treaty, to federal and state agencies to enforcs federal nontax oriminal laws, orto
faderal law enforcement and inteligence agencies to combat terrarism.

The average tima and expensas required 1o complats and file this form wili vary
depending on individual cireumstannes. For estimated averages, see tha
Instructions far your income tax retum,

If you have suggestions for making this form simpler, we would be happy to haar
from you, See the instructions for your Insome tax retumn.



" DEPARTMENT
m %l OF REVENUE W-4MN

2017 Minnesota Employee Withholding Allowance/Exemption Certificate

Employees

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

* Claim fewer Minnesota withholding allowances than your federal allowances

¢ Claim more than 10 Minnesota withhalding allowances

» Want additional Minnesota tax withheld from your pay each pay period

« Claim to be exempt from federal withhaiding or clalm to be exempt from Minnesota withholding

Do not complete this form if you are alalming the seme number of Minnesots allowances as federal and the number claimed is 10 or less,

Employes's first name and intial Last name Employes's Sopial Security number
Noah Tillman 098565820
Permanent address | Wiarital status (check one box)
405t Michael Pariway @1 Spaseelsanonrestientanan
State ZIP oode Matried
St Michael 55376 (0 Married, but withhold at higher Single rate

Employees: Read Instructions on back, complete Section 1. OR Section 2, sign and give the completed farm to your employer.
{Do not complete both Section 1 and Section 2. Completing both sections will make the form Invalid.)

{7 section 1. Determining Minnesota allowances

Complste Seotion 1 if you claim fewer Minnesota allowances than your federal allowances, AND/OR if you want additional Min-
nesota withholding deducted each pay period.

2
1 Total number of faderal allowances claimed onfederal FormW-4 .. ... vuiivieiriciveciantconneas 1
: 2
2 Total number of Minnesota allowances (fine 2 cannot be more than line 1) .......... Q60800TdB0I60 2 5
3 Additional Minnesota withholding you want deducted each pay period ...........0. 00006060000pa00 &) e

_ Segtion 2~ Exemption from Minnesota withholding
Sty Complete Section 2 if you olaim to be exempt from Minnesota Income tax withholding (see Sectlon 2 instructions for qualifica-
tlons). if applicable, check one box below to indicate the reason why you believe you are exempt:
s [ 1 meet the requirements and claim exemnt from both federal and Minnesota income tax withhoiding.
Z [ 5ven thougn | i not olaim exempt from federal withholding, | claim exempt from Minnesota withholding because | had no
e Minnesota Incoma tax liability last year, | regaived a refund of all Minnesota income tax withheld, AND | expect to have no Min-
nesota Income tax llability this year,
§ g @ My spouse is a military service membaer assigned to a mifitary location in Minnesota, my domiolle (legal residence) is in another
state, AND | am In Minnesota solely to be with my spouse. My state of domiclle is __Minnesota
é El jam an American Indtan living and working on a reservation.
@ 1am a member of the Minnesata National Guard or an active duty U.S, military member and claim exampt from Minnesota
withholding on my military pay.
I receive a milltary pension or other military retirement pay as calculated under Title 10, 1401 through 1414, 1447 through
1455, and 12733 and claim exempt from Minnesote withholding on this retirement pay.

] 1 eertify that all information provided In Section 1 OR Section 2 Is correct. | understand there is a $500 penaity for filing a faise with-
% @ holding allowance/examption certificate.
-1

R

/! ' signatul Dats
sl e Mar 6, 2018 P ey

. Emp’oyaas: Give the completed form to your emplayer.

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 6601, St. Paul, MN 65146-6601. (Incomplete forms are considered invalld,) A $50
penalty may be assessed for each required Form W-2MN not filed with the department.

Keep a copy for your records.
j g Nome of employor Fedaral employer 1D numbsr (FEIN) Minnesata tax ID number
B E  AMdes City Stata ZIP code

i

Rew. 126 Questions?  Website: www.revenuestate.mn.us. Emalil: withholding.tax®state.mn.us. Phone: 651-282-9999 or 1-800-657-3594.



DEPARTMENT
OF REVENUE

I

Form W-4MN Instructions

Do not complete this form if you are claiming the same number of Minnesota allowances as federal and the number

clalmed is 10 or less.

Employee lnstructions

What's New?

Beginning with tax year 2016, you may
not have to pay Minnesota income tax on
your military pension or other military
retirement pay calculated under Title 10,
1401 through 1414, 1447 through 1455,
and 12753, When you file your Minnesota
individual income tax return, complete and
file Schedule M1M. Income Additions and
Subtractions, to subtract this income from
your Minnesota taxable income.

If you. claim this subtraction, you may

not claim the credit for past

service (reported on Schedule M1C, Other
Nounrefundable Credits) which is a credit
available to individuals whose Adjusted
Grass Income (AGI) is less than $37,500,

Shouid | complete Form W-24MIN?
Complete Form W-4MN and provide it to
your employer, if yon do any of the follow-
Ing:

o Claim fewer Minnesota allowances than
federal allowances (Yon may not claim
moare Minnesota allowances than federal
allowances)

» Claim maore than 10 Minnesota allow-
ances

» Request additional Minnesota withhald-
ing be deducted each pay period

» Cluim to be exempt fram Minnesota
income tax withholding (see Section 2
instructions)

Before you complete Form W-4MN, deter-
mine the number of federal withholding
allowances you are claiming on federal Form
'W-4, Then, determine the number of your
Minnesota withholding allowances.

Consider completing a new Form W-4MN if
vour persanal or financial situation changes.
If you have not had sufficient income tax
withheld from your wages, interest and/or
penalty charges may be assessed when you
file your individual income tax return.

Your employer may be required to submit
copies of your Form W-4MN to the de-
partment.

Note: You may be subject to a $500 penalty
if'you submit a false Form W-4MN.

Section 1. — Minnesota Allowances
Claim the cosvect number of allowances. If
Yyou expect to owe more income tax for the
year than will be withheld:

o claim fewer allowances

» request additional Minnesota taxes to be
withheld from your wages (complete line
3)

Section 2 — Minnesota Exemption

Your employer will not withhold Minnesata

taxes fram your pay if yon are exempt from

withholding. To claim exemption, you must
meet one of the following requirements:

» You meet the federal requirements; you
claim exempt from federal withholding
on Form W-4; you had no Minnesota
income tax liability in the prior year; you
received a full refand of Minnesota tax
withheld; and yon expect to have no Min-
nesota income tax lability for the current
year.

« You are the spouse of a military member
assigued to duty in Minnesota, you and
your spouse are domiciled in another
state (the same state as one another) and
are present in Minnesota solely to be with
your active duty military member spouse,

« You are a member of an American Indian
tribe living and working on the resarva-
tion of which you are an enrolled member.

« Your wages are for Minnesota National
Guard (MNG) pay or for active duty US,
military pay. MNG and active duty US.
military members can claim exempt from
Minuesota withholding on these wages,
even if taxable federally. For additional
information, see Income Tax Fact Sheet 5,
Military Personnel.

You receive a military pension or other
miljtary retirement pay celculated under
Title 10, 1401 through 1414, 1447 through
1455, and 12733, 1f you receive this
income, yon may claim exempt from Min-
nesota withholding an this income even if
taxable federally.

*

Note: In order to avoid owing tex af the end
of the year, you may not want to claim
exempt i you {and/or your spouse when fil-
ing a joint return) expect to have other forms
of incame subject to Minnesota tax.

If you claim exempt from Minnesota with-
holding, you must provide your emplayer
with a new Form W-4MN by February 15th
of each year,

¥ anather person can claim you as a depen-
dent on his ar her federal tax return, you
cannot claim exempt from Minnesota with-
holding if your annnal income exceeds §950
and includes more then §300 of unearned
income.

| Use of Information

| All information on Form W-4MN is

| private by state law. It cannot be given

| to others without your consent, except
to the Internal Reverme Serviceand to |

| other states that guarantee thesame |

| privacy. Your narne, address and Social

| Security mumber are reqnired for

| identification, Information about your

| allowances is required to determine

| your correct tax, We ask for your phone

| number so we can call you if we have a

|

Employer instructions are on the next page,



E-VEriry: FIIOT UHESE LJCTHUS ~ FTEVIEW OUPS://S-VETILY. USCIS.E0V/ WeD/ F TIN50 LICTHS. a5pX (UASe VErNUmM=2,

EVerify

SENSITIVE BUT UNCLASSIFIED

Case Verification Number: 2018066102720MM
Report Prepared: 03/07/2018

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

Employee Information

Last Name: Tillman First Name: Noah
Date of Birth: 01/12/1975 Social Security Number: *** ** 5_920
Hire Date: 03/07/2018 Citizenshlp Status: A citizen of the United States

Document Information

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

outiying possession
Document Name: Driver's license Document State: Minnesota
Driver's License or ID Card Number: Document Explrafion Date: 01/12/2021

Case Status Information

Final Case Result: Employment Authorized Employer Case ID:
Case Submitted On: 03/07/2018 Case Submitted By: ZZEP3284
Closed On: 03/07/2018 Closed By: ZZEP3284

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

SENSITIVE BUT UNCLASSIFIED

1of1 3/7/2018, 9:28 A
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Employment Eligibility Verification USCIS

Department of Homeland Security omg ::'?6‘};1047
U.S. Citizenship and Immigration Services Expires 08/31/2019

P START HERE: Read instructions carefuily bafore complsting this form, The instructions must be avallable, either In paper or elactranically,
during complatiow of this form. Employers are liahle for errors in the complation of this form.

ANTI-DISCRIMINATION NOTICE: It is fllegal to discriminate against work-authorized individuals. Employers GANNOT specify which

document(s) an employee may present to establish employmant authorization and identity. The refusal to hire or continue fo employ
an individual because the documentation presentsd has a future expiration date may also constitute fllegal discrimination,

éstien 1. Employee Information and Atlestatlon (Empioyess must complete and ‘T%gaao‘n 1 of Ferm 1-9 n later
than the first dayof employment, but not b:t%re aooep!lnwgg?i jopofferj @gg‘ , :
Last Name {Family Nams) First Name {Given Nams) Middie Initial  |-Other Last Names Used (#any)
Tillman Noah K N/A
Address (Street Number and Name) Apt, Number | City or Town State ZIP Code
40 St Michael Parkway 409 S Michael MN 55376
Date of Blirth fmm/ddAyyy) U.8. Social Security Number Employea's E-mail Addrass Employee's Telaphone Number
01/12/1975 bg#s#sgizoi | l - | ] i l | Noah.tillman@gmail.com 917-736-8599

| am aware that federal law provides for iImprisonment andlor fines for false statements or use of false documents in
connection with the completion of this form.

] attest, under panalty of perjury, that | am {check one of the following boxes):
191 1. A clizen of the United States

0] 2. A nonoftizen national of the United States (See Instructions)

Q} 3, A lawful permanent resident  {Alien Registration Number/USCIS Number): N/a

(O] 4. Anallen authorized to work _ untl (expiration date, if appiicable, mm/ddlyyyy): N
Same aliens may write "N/A” in the expiration date field. {See instructions)
Alisns aulhorized to wark must provide only one of the following document numbers ta complete Form 1-9: ol
An Allen Registration NumberUSCIS Numbsr OR Fonn 1-94 Admission Number OR Foreign Passport Numbar.
1. Alien Registration NumberUSCIS Number: N/a
OR

2. Form 1494 Admission Number: N/a
OR

3. Fareign Passport Number: N/a
Country of lssuance: N/a

Signalure of Employse Today's Date (mmAidyy¥) Mar 6, 2018
7 6, 2018

reparer and/or Transiator Certification (check one):
1 did not use a preparer or transiator. Q] A preparer(s) andlantrawgslator(s) assistad the empioyee in completing Bsction 1.
(Flelcis below must be completed and signed when preparers and/or translators assist an employee in compleiing Section 1.)

Tattest, 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 correot.

Signature of Praparar or Translator Today's Date (mm/ddiyyyy)
Last Name (Family Name) First Nams (Given Name)
Address (Streef Number and Nams) City or Town Stete  |ZIP Code

@ | B G Ve Foge ™ (B

Form I-9 07/1717 N Page 1 0of 3




Employmeut Eligibility Verification USCIS
Form I-9

Dapiirtment of Homeland Security E
U.S, Citizenship and Fmmigration Services g 68217019

Section 2. Employer o Authorized Representative Review and Ver g
[Employers or thair authpiized teprasehtaﬂva must camplete and sign Seetion 2 within 3 business days aﬁhe amplayee's first day of e{ndlayﬁ%nt. Yoy
muslphyslaeﬁymWnéogedggcﬁrwﬁomUdAGRaodmbkzaﬁonofunedowa;nmﬁnmugtaqndmedo,qqmamwwfz‘ésﬂs}admlﬁ%ﬁs

Employee Info from Section 1 L’-"_s""_??e (FamﬂyName) }Fh‘stl\lama (Given Name) [M1." T Cifzenship/immigration Status
\ ﬂm ] | a
ListA ListB AND ListC
Identity and Employmant Authorization identity Employment Authorization
Dooument 7itie magt Tiis . .
Issuing Authority  esuing Aufhority
‘ ZAS
Document Number ; Tem Number
Explraon Date (if any)(mmiid/yyyy) | Expiration Dats (i any){mm/ddiyyy) Explration Date [ any)rm/adiyyyy)
 Dl—(2-2021 Nia
Document Tille
Issuing Autharity Additional Infarmation ; fnw&mm
Doocument Number
 Expiration Date (if sny)(mm/dd/yyy) |
|
Documant Title
Issuing Authority
Document Number
Expiration Date (f any){mm/ddiyyyy)

Certification: | attest, under penalty of parjury, that {1) | have examined the dosument(s) presentsd by the above-namad employea,
{?) the above-listed document(s) appear to be genuine and to relate to the employee named, and (3) to the best of my knowiedge the
employee is authorized to work in the United States,

The employee’s first day of employment (mm/dd/yyyy): (See instructions for examptions)
5 orizeth\Representative Today's Date (mmAddyyyy) slof Employer or Authorized Repraen!atlve

alo >0 ¥ Oris

Hﬂs ployar or Aufhomd Representafive | Employar's Business or Organization Name

State ZiP Code

(Fobemmpletadanqsignedbyempfeyemramﬁzedmpmsentaﬂvs) P el

Ty o T " TE Bt o ReA F Belee)
Last Nama {Famliy Name) Flrst Name {Given Name) Mlddle Inmal Data {mm/dd/,\ulyy)

reviguS grant ofemployiment atiffic HEs axgired, pfoﬁdé?ﬁerrﬁbghaﬁﬁﬁform oeliant prrecsipt fhat estabishes
ubr%mmﬁemmmﬁan(mﬁquﬁuﬁmf@ mﬁ‘ﬁm : e e
Document Title Document Number Expiration Date (if any} (mm/ddiyyy)

1 attest, under penalty of perjury, that to the bast of my knowledge, this employes is authorized to work in the United States, and if
the employee presented document(s), the document(s) | have examined appear to ba genuine and to relats to the individual.

Signature of Employer or Authorized Representative | Taday's Date (mm/ddfyyyy) Name of Employer or Authorized Representative

Form I-9 07/17/17 N Page 2 of 3



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 ta BGC and/or Orange Tree Employment Screening; (¢)

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 investigata your education, wark 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: Noah K Tillman
First Middle (O3 Last
none)

Other names used:

Current county of residence:

Current and former addresses:
8/14 current 40 St Michael Parkway StMichael 55376

from Mo/Yr to Mo/¥Yr Street City, State & Zip
9/14 7/14 1801 25th StN

from Mo/Yr to Mo/Yr Street City, State & Zip
8

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.

01/12/1975 098565920

Date of birth Social security number
P306121050909 Noah Kalif Tillman

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:

S 2 e Mar 6, 2018

Signature Date




Para informacitn en espafiol, visite www.consumerfinance.gov/learnmore o escribe a la Consumer Finomcial Protection Bureau, 17006
Street N.W., Washington, DC 20552

A SUMMARY OF YOUR RIGHTS LINDER THE FAIR CREDIT REPORTING ACT

The federal Falr Credit Reporting Act {FCRA) promotas the accuracy, falmess, and privacy of information in the flles of consumer reporting
agencies, There are many types of consumer reporting agencles, including credit bureaus and specialty agencies {such as agencies that sell in-
formation abhaut check writing histories, medical records, and rental history records). Here is a summary of your major rights under the FCRA,
For more information, including Information about additional rights, go to www.consumerfinance. gov/learnmore or writa ta: Consumer Fi-
nancial Protection Bureau, 1700 G Street N.W,, Washington, DC 20552,

s You must be told if information in your file has been used against you. Anyone who usesa credit report or another type of consumer re-
port to deny your application for credi, insurance, or employment - or to take another adverse action against yon— must tell you, and must
give you the name, address, and phane number of the agency that provided the information.

» You have the right to know what Is In your file. You may request and obtaln all the information about you in the files of a consumer report-
ing agency [your *file disclosure), You will be required to provide proper identification, which may include your Social Security number, In
many cases, the disclosure will ba free. You are entitled to & free file disclosure i
» aperson has taken adverse action against you because of information in your credit report;
= you are the victim of identity theft and place a fraud alert in your file;

o your file contalns inaccurate Information as a result of fraud;
» you are on public assistance;
s you are unemployed but expect to apply for employment within G0 days.

In addition, ali consumers are entitied to one fraa disclosure every 12 months upon request from each nationwide credit bureau and from na-

tionwide specialty consumer reporting agencjes, See www.consumerfinance.gov/learnmore for additional information,

¢ You have the right $o ask for a cradit score, Cradit scores are numerical summaries of your credit-worthiness based on information from
credit bureaus, You may request a credi score from consumer reporting agencles that creste scores or distribute scores used In residential
real property loans, but you will have to pay for It. in some mortgage transactions, you will receive credit score information for free from the
mortgage lender.

s You hava the right to dispute Incomplete or inaccurate Infarmation, If you identify information in your file that is incompiete or Inaccurate,
and report 1t to the consumer reporting agency, the agency must investigate unless your dispute Is frivalous. See www.consum-
erfinance.gov/learnmore for an explanation of dispute pracedures.

» Consumer reporting agancies must correct or delste inaccurate, incomplete, or unverifiable Information, Inaccurate, incomplete or unver-
{fiable information must be removed or corrected, usually within 30 days, However, a consumer reporting agency may continue to report
information it has verified as accurate,

* Consumer reporting agencies may not report outtiated negative information. in most cases, a consumer reparting agency may not report
negative information that is mora than seven years old, or bankruptcies that are more than 10 years old,

» Access to yourfils Is limitad. A consumer reporting agency may provide information about you only to people with a valid need - usually to
consider anapplication with a creditor, insurer, employer, landlard, or other business, The FCRA specifies those with a valid need for access,

* You must give your consent for reports to be provided to employers. A consumer reporting agency may not give out information about you
to your employer, or a potential employer, without your written consent given to the employer. Written consent generally Is not required in
the trucking industry. For more Information, 0 to www.consumerfinence.gov/learnmore.

s You may Imit "prescreaned” offers of credit and insurance you get based on information In your credit report. Unsoficited “prescreened”
offars for credit and insurance must inciude a toll-free phone number you can call if you chaose to remove your name and address from the
lists these offers are based on, You may opt-out with the nationwide credit bureaus at 1-888-567-8688.,

* You may seak damages from violators. If a consumer reporting agency, or, in some cases, a user of consumer reports or a furnisher of infor-
mation to a consumer reporting agency violates the FCRA, you may be able to sue In state or federal court,

» Jdentity theft victims and active duty miliiary personnal have additional rights. For more Information, visit www.consum-
erfinance.gov/learnmore.

States may enforce the FCRA, and muny states hove thelr awn consumer reporting laws. in some cases, you muy have mare rights under

state low, For more information, contuact your state ar local consumer protection agency or your state Attorney Generdl, for information

about your federal sights, contact:

TYPE OF BUSINESS: CONTACT:
1.a. Banks, savings associations, and credit unions with total assets | a. Bureau of Consumer Financlal Praotection
of over $10 hilllon and thelr affillates. 1700 G Strast N\W

Washington, DC 20552

b. Such afflliates that are not banks, savings associations, or credit | b, Federal Trade Commission: Consumer Responsa Center ~ FCRA

unlons alsa shouid list, In addition ta the Bureawu: Washington, DC 20580
{877) 8824357
2. To the extent not included in itam 1 above:
a, Nationai banks, federal savings associations, and federal a. Office of the Comptroller of the Currency
branches and federal agencies of foreign banks Customer Assistance Group

1301 McKinney Street, Suite 3450



EMERGENCY CONTACT INFORMATION

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

Employee Name: Noah Tillman

Address: 40 St Michael Parkway StMichael 55376

Home Phone: 917-736-8599

rese i \m- T s 1 - -
RS NCY CONTACTS

s Pleam Ilst wvu Faople fin p}‘iaﬂty order)‘whd c¢ould'be contacted in case 0£an cmergency L e
Contact #1 Home Phone: 612-865-1529

Name: Al wilkins Cell Phone:

Relationship: Father Work Phone:
Contact #2 Home Phone: 173820575

Name: \inter Cundiff Ll

Relationship: Son mother 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 confidentlal and will only be used in the case of an emergency.



employer solutiens staffing group..
Direct Deposit/Payroll Debit Card Authorization

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

S FHon | DASHE I EO RN BION

EmployesNeme Noah Tillman

SECEIONT AN ROLE BLECTION

(®)] Direct Deposit (Please onmplets Sections 3 and 5 below)

Note: Direct Deposit accounts may take up to 7 days to be activated.

SECHION 5 BIRECT DEPOSTI

Y anderstand and acknowledge that if 1 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 acconnt number that I provide is incorrect,

Initial NE Date 3/6/2018

Routing# 091000022
Accomnt# 104785217746

Account Type: |01 CheskingLJ 8 Other

«  Tohslp us avoid making an emor, please attach a copy of a voided chedk. (a deposit slip will not work)
=  Ifyon change banks, domdedbmkmmmmedehmmn&emhmk,wmmmaymzpwpedods.

S PANROLE RERIT CARD (GLOBAL CASH AR

Federallawmquﬁ'esallﬁnanoialinmonsmobnin,vaﬂfy,mmmmﬁwmmidmﬁﬁumhtggwnwhoopmmmmhoﬂum
mqueﬁaPaymﬂDebﬁCudfnryomwemﬂpmvldeaﬂoftheﬁ:ﬂnwhghﬁ;maﬁmtbﬂwmunable finanoial nstitution to identify you. If
youdnnotsnbmitaDirectDeposithayronDabitCudAuﬂmrizaﬁon.BSSGwiﬂpmvideﬂ:eneeeswyinfomaﬁmmdiasmyonal'ayrollDebit
Cardmpay%ourwages.l'oryunrpmtecﬁon,ﬁeﬂnmcialinsﬁtnﬁunmsyaskynnmpmvidethemaddiﬁonalidenﬂﬂcaﬁoninfnrmaﬁonmthnym
verify your identity.

Except for the routing and account mmmber, BSSG does not have access to any information regarding your Payrofl Debit Card acoount or
mmcﬁons.Onyonrﬁrstpayday,youwmmeiveyonrnawl’aymllDabitCard,andapackctaomniningallofﬁwmandcnndiﬁmYonwﬂl
theaslguaoknowledgingﬁnatyonreoeivedﬂxcPaymnDebitCurdandpanmYourPaymnDebitCmdwmberelnadednneachpaydayyonmeive
wages.

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

First Name ML Last Name Date of Birth
Street Address (POBOX 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 roceived my Payroll Debit Card, welcome brochure, program fees, program temms, conditions, and disclogures, By activating my Payroll Debit
T am agreeing to the program teyms, conditions, and disclosures that are included or made availsble to me from time to time fiom the financial institution. 1
autharize the financial institution to debit my Payroll Debit Card acoount for the fees described in the fie schedule that is part of the program terms,
conditions, and dizclosures,

Date: 3/6/2018

Employee’s Signature: m

SO S A TR O R 20 BEO RN
Iauﬂw:quSSGto&Imﬂydmdtmpedo&omg@mpmsﬁmpwmmmqummdmmnmmmmmmm
or autharized deductions, imo my account(s) as designated above and to initiate, if necessary, debit entries and adjustmentsfor any oredit entries

made {n exror to my account(s). * E-mail is required for pay stub information.
*E-mail: noah.tillman@gmail.com @

this information will only be nsed to send your paystubs electronicaily

Mar 6, 2018
Employee's Signature: .W Date:




employer solutions staffing group..

STATEMENT OF CONFIDENTIALITY

This agreement made this day of, , 201__, between
Employer Solutions Staffing Group LLC, hereinafter referred to as “"employer”,
and hereafter referred to as “employee”.
WITNESSETH:

For the duration of my employment and after resignation or termination of
this employment with employer, for any reason whatsoever, the employee shall
not use or disclose to any other person or company, and confidential or
proprietary information or know-how related to the business of the employer.

In view of the difficulty of determining the amount of damages which may
result to the employer from a violation of any of the provisions hereof, the
employee agrees to pay to the employer the sum of $10,000 as liquidated
damages for every such violation; provided, however, that the payment of such
amount as liquidated damages shall not be construed as a release or waiver by
the employer of the right to prevent any such violation in equity or otherwise.

e an

Employee Signature

Employer Solutions Staffing Group LLC, Representative



S

employer solutions ng g;;mp.v_
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 compensabie work injury. Medicaily
authorized time away from work will be reimbursed in accordance with the State
of Minnesota workers’ compensation Jaws. Wherever possible light duty
restrictions imposed as a resuit 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 heaith
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 depariment. The work may or may not be on your
usual shift.



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

No ur emplover immediately of any new injuries or conditions that impa
your physical condition.

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

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

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

Signed: L o T

Printed Nama; __ Noah Tillman




employer solutions staffing group..

Important/importante
LOST OR STOLEN PAYCHECKS

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

If your paycheck was stolen, you must first file a police report before we can re-
issue the check. Once you have done 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 falita, fuera de lugar, destruido, perdido en
el correo, etc), usted debe nofificar 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 detendréa el cheque de pago y reemitir el cheque a usted, descontando
un cargo de entre $ 25 - § 35.

8i su cheque de pago fue robado, primero debe 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 la pérdida del cheque
no fue su culpa, ESSG emitira un nuevo cheque y no hay cuota se deducira,

AGREED/SE ACUERDA—

Name/Nombre (con letra de molde):  Noah Tillman

Signature/Firma: st




employer solutions staffing group..
ESSG WORKPLACE SAFETY POLICY

It is ESS@’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 training and protections for employees at the facility.

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

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

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

ESSG is committed to vigorously enforcing its OSHA Compliance Policy.

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

» Responsibility to work in compliance with OSHA laws and regulations

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

o Responsibility to report workplace hazards and dangers

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

You have the following basic rights:

¢ Right to refuse unsafe work

 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,



employer solutions staffing group..

o 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 ar 13 other federal statutes for which OSHA has jurisdiction, or for
refusing to work when faced with imminent danger of death or serious injury and
there is insufficient time for OSHA to inspect. Retaliation or reprisal taken against
anyone who has expressed concern about workplace safety is illegal.

If you believe that your right to a safe workplace has been violated, you can make a
report to a manager of the host worksite employer and/or ESSG (by telephoning
952.835.1288/1.866.496.7578) 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.



b
¥

employer solutions staffing group..
Acknowledgement of Beceipt 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 Sohrtions Group (ESSG) at 952.885.1288/1.866.496.7573 with any
questions I may have about this policy. I agree to comply with ESSG’s policy on
ESSG WORKPLACE SAFETY POLICY and I understand failure to comply is
grounds for disciplinary action, up to and including termination.

1 also agree that if at any time during my employment I am believe that I am
working in an unsafe or dangerous work environment, I will immediately contact
my supervisor, manager, director or ESSG's Safety Director at
952.885.1288/1.866.496.7573 in order to obtain assistance in the resolution of such
matters.

Employee Name (Please Print)
Noah Tillman

Employee’s Signature:

- - e Date: Mar 6, 2018




- 5850 Pre-Screening Notice and Certification Request for
ey e T the Work Opportunity Credit OMS No. 1545-1500
Department e sy |, 1t ation about Form 8850 and its separats instruotions is at www.irs.gov/fanmBse0.

Job applicant: Fill in the lines below and check any hoxes that apply. Complete only this side.
Your name Noah Tillman Soclal security number p- 098565920

Street address whereyou [ive 40 StMichael Parkway

City or town, state, and ZIP code St Michael 55376

County Wright Telephone number J17-736-8599

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

1 [C] Check here if you recsived a conditional certification from the state workforce agency (SWA) or a p-articlpatlng local agency
for the work opportunity credit.

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

| am a member of a family that has received assistance from Temporary Assistance for Needy Familles (TANF) for any 8
months during the past 18 months.

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

o 1was referred here by a rehabiiitation agency approved by the stats, an employment network under the Ticket to Work
program, o the Department of Veterans Affairs.

» | am at least age 18 but not age 40 or clderand lama member of a family that:
a. Recelved SNAP bensfits (food stamps) for the past 8 months; or
b. Recaived SNAP benefits (food stamps) for at least 3 of the past & months, but is no longer eligible to receive them.

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

» | received supplemental secutity Income (SSI) bensfits for any month ending during the past 60 days.

« 1 am a veteran and | was unempioyed for a period or periods totaling at least 4 weeka but less than 8 months during the
past year,

] m] 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.,

4 [ﬂ] Check here if you are a veteran entitied to compensatlon for a service-connected disabllity and you were discharged or
released from active duty In the U.S. Armed Foroes during the past year.

5 m:l Cheok here if you are a vetsran entitied to compensation for a service-connected disabllity and you were unemployed for a
period or periods totaling at least 8 months during the past year.

6 [[J Check here if you are a member of a famlly that:
« Recelved 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 8, 1997, ended during the past 2 years; or
= Stopped being eligible for TANF payments during the past 2 years because faderal or state law limited the maximum time
those payments could be made.

7 E] Check hers if you are In a perlod of unemployment that is &t least 27 conseoutive weeks and for all or part of that period
you recelved unemployment compensation,

Signature —All Applicants Must Sign

Under penaities of perjury, ldeclamthatlgavameabovelnlumaﬂontomeemplwatonotbdommedaylwssnﬂuadajob. and R is, to the best of my knowledge, trua,
carrect, and complete.

Job applicant’s signature > Wm' Date Mar 6, 2018

For Privacy Aot and Paperwork Reduction Act Notice, sae page 2. Cat. No, 228511 Form 8850 (Rev. 3-2016)



* e

Form A (rev. 03/2017) TAX CREDIT QUESTIONNAIRE ﬁ =

Specialists i Tax Credit

EMPLOYER SECTION:
Client: Company:
Location: Position: Starting Wage: 8
EMPLOYEE SECTION:
First Name: Last Name: Suffix: Street Address: City/State: Zipe
Noah THllman 40 St Michael Parkway StMichael | 55376
S8 Date of Birth: Age; Have yon worked for | If yes, location:
098565020 this com| before?
01/12/1975 43 Yo I No@®
Please complete all questions, and sign and date the form. Yes No
1. Have you or has anyone Jiving with yon received Temporary Assistance to Needy Families (TANF) g @
at any time since Angust 5, 1997? (if yes, please provide information below.)
Name of the person receiving benefits: _____ Relationship to you:

City: County: State:

2. Have yon or has anyone living with you received Food Stamps (SNAP) at any time during the past 15 months? a (O]

(If yes, pleass provide information below.)
Name of the person receiving benefits: ____ Relationshipto you: _____
City: ____ County: States ____
3, Have you received Supplemental Security Income (SSI) at any time within the past 3 months? O @

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

4. Have yon received any type of vocational rehabilitation services within the past two years? D @
If yes, please indicate which type of you waorked with and provide their location information below:

g Vocational Rehabilitation Agenoy Dept. of Veterans Affairs E 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 Wark Plan and Ticket to Work documentation.
8, Areyou a Veteran of the U.S, Military? *[f yas, please provide a copy of your DD-214 and letter of separation,

(1f yes, please provide information below. 1f no, please continue to question #6.)

Dates of Service - From: Ta:

Branch of Servioe:

Are you entitled to or are you receiving compensation for a service-connected disability?

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

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

o

al @ ol©®
Pl @ P @

7. Have you heen convicted of a felony or released from prison for a felony conviction in the past 12 months?
Conviction Date: Releass Date:
Wasthisa []] Federal or [J] State conviction? If State - County: State:

YEC (Native American); Are you or your sponse a member of a Native American Tiibe?

Ifyou checked lease provide a capy of your CDIB

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

SC Regidents: Do you receive Family Independence Benefits?

4

al
O

PLEASE READ, SIGN, AND DATE:

Under penalties of perjsay, I declare the information abave to be true and accwrate o the best of my knowledge, and 1 hersby authorize any agency, orgamnization, or
individuals to supply such verification or information that may be needed 1o determine iax credit eligibiliy 10 my employer, employer representative (Associated
Consultants, Inc. dba Retrotax), or the Department of Labor.

New Employee Signature: _ el Date: Mar6,2018




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: _Zmdtlerms Date_Mar 6,2018

New Hire Name: Noah Tiliman

Social Security Number: 098565920
Employer Name:

Please check the statements below if they apply to you.
[ 1 declare that | was in a period of unemployment that is at least 27
consecutive weeks and for all or part of that period | received unemployment
compensation.

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

(Enter start date)

Privacy Act Nofica:

“The Intemal Revenue Coda of 1986, Section 51, as amended and #is enacting legistation, P.L. 104-188, specify that fhe Stale Worklorcs Agencies ara the
*designated’ agencies responsible for administering the WOTC ceriifisafion procedures of this program, The informafion you have provided compleing this
form will be disclosed by your employer to the Stats Worklorce Agenoy. Provision of this information is voluntary; however the informafion s tequired io
determina your employer's efigibifty for the federal tax aredit.
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Public Burden Statements

Persons are not required to respond to this collection of informaiion unless t displays a cumently vafid OM B control number, Respondents’ obiigaton to
mpletathisfnrmisreqmredtoobtahmemh\bermmL111a5).meorﬂngburdenisasﬂmatadwawauﬂnmubspammhuudmw
time for reviewing Instructions, searching existing data souroes, gathering and meintaining the daia needed, and completing and reviewing the collection of
Information. Send commients regarding this burden estimate o the U.S, Department of Labor, Division of National Programs Tedls Technical Assistance,
Room C-4510, Washington, D.C. 20210 (Papenwork Reduction Project 1205-0371). Please do not submit completed forms to this address.
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Employee Keeps This Form

Healthcare Notice of Exchange

As your employer, we are required to provide you with the following information under Section 1512 of the Affordable Care Act:

What is the Health Insurance Marketplace?

The Marketplacs is designed to help you find health insurance that mests your needs and fits your budget. The Marketplace offers
"anie-stop shopping" to find and compare private health insurance options. You may also be sligible for a new kind of tax credit that
lowers your monthly premium right away. Open enroliment for health insurance coverage through the Marketplace begins in October
2043 for covarage starting as early as January 1, 2014.

Can | Save Money on my Health Insurance Premiums in the Marketplace?

You may qualify to save monsy and lower your monthly premium, but only if your employer does not offer coverage, or offers coverage
that doesn't meet certain standards. The savings on your premium that you're efigible for depends on your household income.

Does Employer Health Coverage Affect Eligibiiity for Premium Savings through the Marketplace?

Yes. if you have an offer of health coverage from your employer that meets certain standards, you will not be eligible for a tax credit
through the Marketplace and may wish to enroll In your employer's health plan. However, you may be eligible for a tax credit that lowers
your monthly premium, or a reduction in certain cost-sharing if your employer does not offer coverage to you &t all or does not offer
coverage that meets certaln standards, If the cost of a plan from your employer that would cover you (and not any other members of
your family) s more than 8.5% of your housahold income for the year, or if the coverage your employer provides does notmeet the
"minimum value” standard set by the Affordable Care Act, you may be eligible for a tax credit.4

Note: If you purchase a health plan through the Marketplace instead of accepting health coverage offered by your employer, then you
may lose the smployer contribution (if any) to the employer-offered coverage. Also, this employer contribution -as well as your
employee contribution fo employer-offered coverage- is often excluded from income for Federal and State income tax purposes. Your
payments for coverage through the Marketplace are made on an after-tax basis.

=*The Marketplace can help you evaluate your coverage options, including your ellgibility for coverage

through the Marketplace and its cost. Please visit HealthCare.qoV. for more information,

including an online application for heaith insurance coverage and contact information for a Healith
Insurance Marketplace In your area™*
If you decide to complete an application for covarage in the Marketplace, you will be asked to provide this information;

Employer Name: Employer FEIN:
Employer Solutions Staffing Group, LLC 20-8084369
Employer Address: Phone Number for Health Benefits Team:
PO Box 46270 Minneapolis, MN 55344-9956 952-767-9519
insurance | Who is Eligible? Meets Meets When is it effective? Will | be
Plans Minimum | Minimum penalized if |
Available: Value Essential only have

Standard? | Coverage? this plan?
Fixed Everyone No No Available immediately - Yes
Indemnity offered upon hire
Plan
MEC Plan Everyone No Yes Available immediately - No

offered upon hire

Major Full time employees Yes Yes Within 60 days of being No
Medical after 120 hours are determined eligible
Plan met in 30 days

For more information about ESSG’s insurance options, contact:
The Health Benefits Team

Employer Solutions Staffing Group

952-767-9519 | health@employersolutionsgroup.com

ESSG_Participatinglocations_REV_12.2014
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Notification of Minnesota Law Requirement ~
Unemployment Acknowledgement

According to Minnesota Statute section 268.096, subdivision 2, paragraph (d), an
applicant who, within five calendar days after completion of a suitable

Job assignment from a staffing service, (1) fails without good cause fo

affirmatively request an additional suitable job assignment, (2) refuses without good
cause an additional suitable job assignment offered, or (3) accepts employment with
the clfent of the staffing service, Is considered to have quit employment.

This paragraph applies only i, at the time of beginning of employment with the stafiing
service, the applicant signed and was provided a copy of a separafe document written
in clear and concise language that informed the applicant of this paragraph and that
unemployment benefits may be affecied,

It is your responsibility to contact ESSG through Corporate Management Group (for
instance, by calling 303-920-1425 or using any other form of contact) for additional
assignments. If you fall fo do so, it may affect your unemployment benefits.

| understand by signing this form that | am responsible to contact ESSG within 5
calendar days once an assignment ends. | also acknowiedge that | have received a
separate copy of this form. Nt (Initial)

et Mar 6, 2018
Employee Signature: Date:
Noah Tillman

Employee (piease print your name hers)

Telephone: 303-920-1425
12000 N. Washington Street Suite 350
Thornton, CO 80241

_MN_02.2013



DRUG AND ALCOHOL TESTING POLICY

L PURPOSE

Alcohol and drug abuse adversely affects job performance, the kind of work an employee
performs and an employee's opportunities for successful employment. It is the intent of this document
to provide employees with ESSG's [hereafter “the Company”] policy regarding the use of drugs and
alcohol while at work. The Company does not Intend to intrude into the private lives of its employees,
but strongly believes that a drug-free workplace is in the best interest of employees and non-
employees alike.

18 SCOPE

This policy applies to all applicants for employment and to all employees including contract or
temporary employees. The policy Is applicable at Company facilities or whenever Company
employees are performing company business,

. DISCLAIMER

Employment at the Company is at-will. This policy is not a unilateral employment contract and
should not be interpreted as creating a unilateral employment contract.

Iv. PROHIBITIONS

A No employese shall report to work under the influence of alcohol, any controlled
substances, or any other drugs or medications that may affect the employee's aleriness, coordination,
reaction, response, judgment, decislon-making, or safety.

B. No employes shall operate, use, or drive any equipment, machinery, or vehicle of the
Company or any client of Company while under the influence of alcohol, any controlled substances, or
any other drugs or medications that may adversely affect the employee's ability to operate such
equipment, machinery, or vehicle. Employees are under an affirmative duty to immediately notify their
supervisor if they are not in an appropriate mental or physical condition to operate, use, or drive any
equipment machinery, or vehicle or otherwise safely perform their job duties,

C. No employee shall unlawfully manufacture, distribute, dispense, possess, transfer, or
use a controlled substance in the workplace or wherever the Company’s work is being performed,

D. Engaging in off-duty sale, purchase, transfer, use or possession of illegal drugs or
controlled substances may have a negative effect on an employee’s ability to perform his/her work for
the Company. In such circumstances, the employee Is subject to discipline.

E. When an employee is taking medically authorized drugs or other substances that may
alter job performance, the employee is under an affirmative duty to notify their supervisor of the
temporary inability to perform his or her job dutles.

=5 The Company shall notify the appropriate law enforcement agency, licensing boards,
and other relevant authorities when it has reasonable suspicion to believe that an employee may have
fllegal drugs in his or her possession at work or on company premises.



G. Employees shall not consume alcoholic beverages during lunch periods;, dinner
periods, or breaks when returning immediately thereafter to perform work on behalf of the Company.
In situations where the employee conducts the Company’s business after the intake of alcohol, the
employee shall be subject to discipline up to and including discharge.

V. ALCOHOL AND DRUG TESTING

As part of the Company’s commitment to an alcohol and drug-free workplace, the Company
reserves the right to require that applicants and employees submit to drug or alcohol testing in
accordance with the provisions of applicable law. This policy represents the notice required under
applicable law and a copy will be provided to ail appiicants and employees who are requested to
undergo testing. In the event of any conflict between this policy and applicable law in affect at the time
of the test, the law will control.

A, Who May be Subject to Testing.

1. Job Applicants. The Company may require that all applicants for a particular
position be tested for drugs or alcohol after receiving a conditional offer of employment. If the
applicant tests positive for drugs or alcohol, the conditional offer may be withdrawn.

2. Routine Physical Examination Testing. The Company may require employees
to undergo a drug or alcohol test once a year as part of a routine physical examination., Affected
employees will be glven two weeks written notice that they will be tested for drugs or alcohol as part of
a routine physical.

3. Random Testing. The Company may require employees in safety-sensitive
positions to undergo testing on a random selection basis. Once the random selection has been made,
the Company will not waive the selection of any employees identified through the random process.

4, Reasonable Suspicion Testing. The Company may require an employee to
undergo drug or alcohol testing if the Company reasonably suspects that the employee:

a. is under the influence of drugs or alcohol;
b. has violated the Company’s written work rules prohibiting drug and alcohol use;
c. has sustained or caused another employee to sustain personal injury; or

d. has caused a work-related accldent or was operatirig or helping to operate
machinery, equipment or vehicles involved in a work-related accident.

5. Treatment Program Testing. The Company may require an employee who has
been referred for chemical dependency treatment or evaluation or is parficipating in a treatment
program under an employee benefit plan to undergo drug or alcohol testing on a random basis and
without advance notice during the evaluation or treatment period and for up to two years following the
campletion of any treatment program.



B. Conducting the Testing.

1. Consent. All employees required to undergo testing will be required to complete
and sign the employee consent form attached as Appendix A.
2, Refusal to Participate. An employee or job applicant has the right to refuse

testing. However, a refusal of testing will be treated as a failure to comply with Company policy and
may result in withdrawal of a job offer or disciplinary action up to and including termination of
employment.

3. The Laboratory. The Company will use a laboratory certified by the National
Institute on Drug Abuse (NIDA) or its successor, the College of American Pathologists (CAP), or the
New York State Department of Health or other licensing body recognized by applicable law to perform
all drug and alcohol tests.

4, Test Results,

The laboratory will conduct both an initial test and a confirmatory test if the initial test is positive. A
negative result on either the initial or confirmatory test will be deemed a negative test result (l.e.
the employee passed the test). A positive result on both the initial and confirmatory test will be
deemed a positive test result (i.e. the employee failed the test.)

a. Negative Test Resuit. An employee or appilcant who tests negative for
drugs or alcohol will be given written notice that they passed the test within three working days of the
Company receiving the test results from the testing laboratory.

b. Positive Test Result. An employee or applicant who tests positive for
drugs or alcohol will be given written notice that they have failed the test within three working days of
the Company receiving the test results from the testing laboratory. The employee or applicant will
then be given the opportunity to provide any information to explain the positive result, including any
over-the-counter or prescription medications the employee or applicant may have taken. An employee
or applicant who wishes to submit any explanatory information must do so within three working days
after being notified of the positive test result,

An employee or applicant who has a positive test result may also request a
retest of the original sample by the same or different cerlified laboratory at his or her own expense,
An employes or applicant who wishes to conduct a retest must notify the Company in writing of their
intention to conduct such a retest within five working days after being notified of the positive test resuit.
If the results of the retest are negative, the test will be considered a negative test resuit.

C. Right to Test Result. An employee or job applicant has the right to
request and receive from the Company a copy of the test result report on any drug or alcohol test.

C. Costs. All costs related to alcohol and drug testing will be paid by the Company, with the
exception of any retests requested by the employee or applicant following a positive test result.

D. Discipiinary Actlion In Response to a Positive Test Result.

il Interim Discipline and Action: The Company reserves the right to temporarily
suspend an employee or transfer the employee to another position at the same rate of pay pending
the outcome of any drug or aicohol test. An employee who is suspended without pay will be reinstated
with back pay if the test or any requested retest is negative.



2. Applicants. The Company reserves the right to withdraw the conditional job
offer of any job applicant with a positive test result, without the oppartunity to complete evaluation or
treatment.

3. Employees - First Positive Test Result - Termination: The Company will not
discharge an employee for the first positive test result. Instead the employee will be given the
apportunity to participate in an appropriate drug or alcohol counseling or rehabilitation program as
determined by a certified chemical use counselor or physician trained in the diagnosis and treatment
of chemical dependency chosen by the Company. The employee will be responsible for paying all
costs associated with any evaluation and subsequent treatment themselves or pursuant to coverage
under an employee benefit plan. An employee who refuses or fails to participate in, cooperate with, or
complete the evaluation or recommended treatment may be terminated. An employee who
successfully completes treatment may be subject to random follow-up testing for a period of up to two
years in accordance with section V.A.5. of this policy.

4. Emplovees - First Positive Test Result—Discipline: The Company reserves the
right to take any other disciplinary action short of discharge it deems warranted following a first
positive test result.

5. Employees-Subseguent Positive Test Resuli: An employee who has more than
one positive test result may be terminated immediately following any second or subsequent positive
test result without referral fo or the opportunity to complete additional chemical dependency
counseling or rehabilitation.

E. Privacy of Test Results.

1. Test results and other information acquired as a result of the testing program
are private and confidential Information and will not be disclosed by the Company or the testing
lahoratory to ancther employee or to third parly individuals, government agencies, or private
organizations without written consent of the employee or applicant being tested.

2, Evidence of a positive test result, however, may be used in an arbitration
proceeding pursuant to a collective bargaining agreement, an administrative hearing, or a judicial
proceeding, provided the information is relevant to the hearing or proceeding. Such evidence may also
be disclosed to any federal agency or other unit of the United States government as required under
federal law, regulation, or order. Evidence of a positive test resuit may also be disclosedto a
substance abuse treatment facility for the purpose of evaluation or treatment.

3. The Company will provide an employee with access to information in the
employee’s file relating to positive test result reports and other information acquired in the testing
process as well as conclusions drawn from or actions taken based upon such information.



DRUG AND ALCOHOL

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

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

3. i hereby voluntarily consent to ESSG, or its health service providers, or
other persons or entities acting for or with them, fo collect a body component (blood,
urine, breath, or any combination thereof) from me for testing for alcohol and/or drugs. 1
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.

kb
Individual's Name

Mar 6, 2018
Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6
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