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This *nformation is avallable n oler forms to people with disebilzes by calling the um
users and those with speech difficulties, please contect your
-te-Speech Relay).

ty worker on this form. For TDD
county werker through the Minnesota Pelay at 711 or

[ cca []ews

Case Number SMI Person No. Date

2407157

1-800-527-352% (TOD) or 1-877-627-3948 (Speech
Case Information
Citent Name
Hason Jugef
.

Worker Mame

ol

e ef)er Q? 0L

Phone Number

B2 572 608Y

- o e |

Em p!@yezé information

| Employee Name _ Soclal Security No.  Dabe of Birth
Hage  ~{uoep RATCL 456l LLOL-6F
l Employer Name

|

|_Af02 57 arys Place /e

SE.. Wimeepliy  mp- 55U

9 Empiover Address

s

Address Line 2

State ZIP Code

Authorization for Release of Information

Consefjuances: State and Federa! privecy laws pristect
o Wiy I arm belng asied to release tils information

consent, the Infonmaten will nat be releassd u

tha agenoy has alreany requasted

Eiving Permission: I give pesmission for the perrson_/orgaﬁ:zattnn sbove
akove agency. This InforTnation is used to figure my elgibbity for public ass'stenre andfor senkces.

@ I do not have to consent o this authorization, but it may affect 1oy
o That, generally, I must gve my writken consent for s persanfag
nless the law otheruise aitows &
= T sy stap this anthorization with a vaitten rotice at amy thme, bt this «

te release the requested irformetion to the

V¥ records. I know:

banefts or services If 1 do net give my consent
RiCY to give cut this infiormation, but i I do not

HWieh notice vl ok afecs Nt on

& The parson or agency who gets my information may be abe Pass it on o cthers

o If my Infizrmation Is passed on to others by DHS, It may not longer be protected by this autirotization

This authorization wil end one year from the date I sign i, uniess the jaw allows for & longer serjad.

; L 9? -~ ,‘g_ - [';z =
Cilent Signetune — s -
1EEED
Sigrelure of Spouse/Guaii@an/aunthorized Yepresentiative Sare ——

Cwiginal «opy for auency, Provide coorr B it

DHSZ2T46 (0412} Page 1 uf 2



F‘ﬁ]epnepg_m Cown D0 20520265 q %
Human Senvices ar;d Publlc Health Departnient

Chifd Cera Assistanoe? Phore Bi3-248-5%37
Atins [ese Asgignament P 612-305-7580
0 Box 107 vy hernepin.us

Mirneapolis, Mi¢ 55440-0%07

EMPLOYMENT WERIFICATION

social Security Number:

.r?p&ovee Manve:

: oﬁered bw/ Henmepin Counv:y aﬁd/Ul’ fis eontracted serv'ce provrdars P&ease pmwde aﬂl Tﬁefm-ma@mn requesfoed aad
' retum tn the agency listed above.

| Employer Name:
! Employer Address: , ,

|
|

tl:l if this person never worked at your company, STOP HERE. CHECK THE BOX. Sign and date below.

| select reason person no longer empioyed:
[1 Leave of Absence {with pay} [] strike/Lockout [ Layofi  [] Voluntary quit  [] Involuniary quit
[] Leave of Absence (without pay) '

can employee return to wark? [] Yes [] No  If Yes, when?

e aaldr s wes ae s i mm i eme e =

End date of employment . D&le of final ;_:h,e_f.k Gross amauwsy of Fnal check
|1 Eplomen sartdote 2. Dateof frstchecx | Grossamount of Arstcaeck . Gross selry oer pay period

7 i o et rems smauinE ot neat chach! 15, Dy of Wk check recetved | 61 Poy traquancy - - |
17. Hourty pav o B é;,,' Lot I e:'bé;ﬁﬁ‘u‘, mé* s = e s m s o o e

8. Apgro:.'mate Gate of next raise  Houry e of next ralse

-

10. Does ’ch s emnployee moﬁk overiime? [I ves [ No  If yes, what is the overiime rate?

How many hours of overtinie L1 pay fmmj OR Year to
cues thie person average? L] wee date Total
= [_1 month
Tips
11. Check If empioyee receives: [ | Commissions Aveiage fﬂpﬁ/commlsslons/ YTD
[l Bonuses horuses per”pay peried [ - - -

! 12. Are th:.re 3ny compar y-patd fiex’ble benefits avallable to be taken W cash? CR &re
ary ‘T nd” (nen-crEh) tenefils reoaived (2.g., @ housiig 2Cienie o7 an GRRmmeny D7 ves [T No

If yes, piease list the amount here and explain:

13. List below actusl hows worked each day. (Please Tl in below®t.)

S Mo Ties Vied Thus =i Sat
| St e
| End tirne
FNIF e scheduie varies, sttach last 30 davs of posted wavk
| =cheq BEs o cunpleted thne sheets, If sthesul= cha 1ged, inddcater! 14 pramber of haurs
| shange o thive date: worked perwsel
| B

T

B

T

I

ki st Y bt

. S

OHEII4E (Na/13)  Pece Zof2

Client Name Case Number




Hénnepin County D10 {GI/25/2015)

' Human 'Services and Pub.iz Health Department
Child Care Assistance Phone 612-248-5237
Attng Case Assicnment Fax 612-3£3-2082
PD Box 107 vk hennaginus

Mirseapolls, MN 55440-0107

EMPLOYMENT VERIFICATION

15, What s the cor est gate healty/dental/y s.or. benelits are avalable?
Is coverage avallable for: (check all that app'y} [ Empicyee [ Spouse [] Dapendents

. " . .
16. Emplovee cost per pay period: Empicyes: Spause: Dependents:
Monthly employes's amount paid oward healtly’dental/vizlon Insurance nremiumss

17. Name of Insurance Company: _ Group #:

13. Health benefits contact person Name: Phone:

13. 1s employee paying court-crdered child support? [[] Yes [JNo Amount per pay peried:
Please complete the monthly wage Income {or attach printout) for 2
from stazt of employment through prasent

Date Check Hours Gmss FICA & Feders| State Other
Received workerdl  wages Tios Medicare Tax Tax Deductions

I certify that this Information provided on this form is true and correct to the best of nw knowledge. T
-unilerstand that this form Is not a contract for services/’

Signature of Emplsyer Representative Dat=
Printed Name of Employer Represenzative and Tite Phone Nurnber
Ermplover Name : Feceral E*'reg'loy;} Identification Number

VHE2148 (04,13) Pape3cof3

Client Name Case Number






o207 E-Verify: Print Case Detalls - Preview

EVerify

SENSITIVE BUT UNCLASSIFIED

Case Verification Number: 201 7228125704CQ
Report Prepared: 08/16/2017

Company Information

Company ID: 47429 Company Name: Employer Solutions Staffing Group

Employes Information

Last Name: onyongo First Name: achala

Date of Birth: 1 2/20/1988 Soclal Security Number: *** ** 9138

Hire Date: 08/16/2017 Citizenship Status: A lawful permanent resident

Document Information

List B Document: Driver's license or ID card issued bya U.S. stateor  ListC Document: Social Security Card

outlying possesslon

Alien Number: 097068104

Document Name: Driver's license Document State: Minnesota

Driver's License or ID Card Number: Document Expiration Date: 03/01/2019

Case Status Information

Cuhant Cass Result: Employment Authorized Employer Casa ID:

Case Submitted On: 08/16/2017 Case Submiited By: SGLA6832
SENSITIVE BUT UNCLASSIFIED

hﬁps:lle-varifyuscls.govlwebIPlintCaseDetalls.aspx?CaseVerNum=20172281 25704cQ mn



¥ o N ‘--,h PO Box 46270
q ~ Minneapolis, MN 55344-995¢
~._‘3;-d /' Tel: 952.835.1288

www.esgstaffingsolutions.com

o u

employer solutions staffing gro

up..

New Hire Application

Parsonal Data~— PLEASE PRINT LEGIBLY IN INK

First Name _ﬁ&{&&/ o Middie Initial é

Al Upna y <4, 5 AptSte ) —
AW S e

City/State/Zip &= 7 {/ 7 Social Security Last Four XXX-XX é

Phone Number 65 , E[Qg, ﬂ-ZGﬁ Emalil Address _Qduj_/aﬁymg&q @jmfe¢oh_

Staffing Agency/Recruitment Partner

All offers of employment ara conditional upon satisfactory proof of Identity and legal abliity to work In the U.S.A.
Are you legally authorized to work in the United States of America? JBPES [JNO
Applicant Certification and Authorization

| authorize Employer Solutions Staffing Group (ESSG) to use the information and statements contained in this application to determine my
qualifications for employment. | authorize ESSG to make inquiries of my former employers, except as indicated in this appllcation,
regarding my previous duties, responsibilities, performance, compensation and eligibility for rehire.

| understand that a comprehensive background check may be conducted to determine my eligibility for hire by certain clients of ESSG.
This may include but Is not limited to, investigations of criminal and/or conviction records, driving records and/or a drug screen test as
required by cllents, govemment regulations or by ESSG policies.

I release ESSG and other persons or entities from any claims that might be based on ESSG's decision to conduct a background check.

| certify that all statements made in my application are true and accurate and that | have not omitted any material Information or provided
false or misleading information. | understand that any material omisslon or misrepresentation will result in my disqualification from
consideration for employment or, if discovered after | begin employment, will result in my termination.

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

bebalo Onpongo - auue==x=  4/jt/i+
Name (Print or type) Appli s. ature ate '

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

For ESSG Office Use Only
DOH NHW -9 8850 w4
Emergency Contactinfo | Background Release Form Background Resuits Unempioyment Letter ESC Appilcation
(If appiicable)
For ESSG Client Use
DOH ROP Work Site Loc. WC Code

ESSG - CMG Rev. 042017



The exceptions don't apply to su lemental es Nonwage Income. If you have a | e amount of
F OI"I'I'I W-4 ( 2017) greater th%‘ﬁ $1 ,Duo,uug.p 4 = N nonwvg;g Income, suc{ as lnterastag dividends,
Baslo Instructions. if you aren't xempt, complete conslder'maldng ““{."m mdﬁ%’ﬂ'&?ﬁ“oﬂfé""xﬁ""

Purpose. Complete Form W-4 so that your the Personal Allowances Worksheet below. The 1040-E8 x for in|
employer can vemhold the correct fedeyrgl Income Workshests on page 2 further adjust your Y°“u"" owe addlﬂaogalbm;.og o ?V&Pl?nsiml_?r -
tax from your pay. Consider completlna? a new Form withholding allowances based on ftemized mnmw Some, e Weo W, ooy
W-~4 each year and when your personal or financial deductions, certaln credits, ad!ustmentam Income, adjust your withholding on Form W-4 or .
situation changes, or two-samers/muiltiple jobs ons, Nr?deamars or multiple jobs, if )jrog l;lgve ath
Exemption from withholding. If you are exem Complete all worksheets that . However, you working spouse or mare than one job, figure the
complete only lines 1, 2, 8, 2?an 7 and sign e, mayt':'l.g?m fewer (or zero) auowa:pc-?;.y For reguinr Wfaal'p"g ﬁ’l?‘f wOmﬁYggam enﬁﬂedgv clalm
form to validate it. Your exemption for 2017 explres wages, withholding must be based on allowances W ¥y 4° \Iﬁthﬁ Vﬁn u:lnll gnly %’;? orm
Feb, 16, 2018, Ses Pub. 505, Tax Withholding you claimed and may not be a fiat amount or - Your olding 8 most accurate
and'mnmd Tax, percentage of wages. fv;h%_ln aﬂlall_llc;:ltancea are gl:lnmded on the Form W-4
Nota:lfanuﬁa'pemonoanclalmyouasadapendem . Generally, you can claim head clalmec . e s

m exemptio tetuson your tax e VT

on his or her tax retum, you can't olal fior ST on N ' Fyou .. :
rony withhofding 1t your Tofal income exceeds §1,060 and pay micre than 5096 of the Ngﬁmqlidein an. ! You ere a nonresident allen, see
and includes more than $350 of uneamed Incoma ffor casts of keeping up a home for yourself and your Ge 1382, Suppiemental Form W-4 Instructions for
example, Interest and dividends). b dapende ) or other ualtying indicua. So Nonresiclent Allens, before complating this form,
5. An empl be able o olaim Pub. 501, ptions, htandard Deduction, and Check your withholding. After your Form W-4 takes
m WD ooy s 1oyen is Flling Information, for fnformation, effect, use Pub, 505 to sss how the amount you are
& donption from withholding even if the employee having withheld compares to your projected Jota) tax
a dapendent, if the employee: :&m Y,ﬁ: “"m,?&'}bﬁﬁ,’,‘ﬁ" L) for 2017, See Pub, Ggg.me.;paclalll)yrf our eamings
I8 age 85 or older, withholding alowe o, Eredis jor e o dependent  Sxosed $130,000 (Singie) or $180,000 (Marrise).
s |3 blind, care expenses and the child tax oredit may be clalmed Future developments, Information about any future
R \;ﬂl :Ialr: radju stments to Income; tax credits; or gsln%etxhg ggsrsfnnlal Allowances Workshgyet below. ldevl:llo r;:'ents:uggnggg Form Yv—4 (susnr;" Ias:ny
y ) . [o] osted
itemized deductions, on his or her tax retum, = um wm?.’,.,'.‘&".?"&’.’g&’,:,’,‘g‘ e R tey aetg www.lla,sg':aavm. o el =P
Personal Allowances Worksheet (Keep for your records.)
A Enter"1”foryourselflfnooneelsecanclalmyouasadependent. © 0 o0 0000 00 0o 06 0 oo TN i
e You're single and have only one job; or
B Enter*1"if © You're manied, have only one job, and your spouse doesn’t work; or B
* Your wages from a second Iob or your spouse's wages {or the total of both) are $1,500 or less,

C  Enter “1” for your spouss, But, you may choose to enter "-g-* if you are married and have either aworking spouse or more
than one job, (Entering “-0- may help you avold having tao little tax withheld)) . Ct s e e e e e,

Enter number of dependents {other than your spouse or yourself) you will claim on your tax return , . 5 o o

Enter “1” if you will file as head of housshold on your tax returmn {see conditions under Head of household above)

Enter *1” if you have at least $2,000 of child or dependent care expenses for which you plan to clalm a credit

I

mTmog

® If your total income will be less than $70,000 ($100,000 f married), enter “2” for each eligible child; then less 1" if you

have two to four eligible chiidren or less “2” if you have five or more eligible children.

* If your total income will be between $70,000 and $84,000 ($100,000 and $119,000 if married), enter “1” for each eligible child. &
H  Add lines A through G and enter total here, (Note: This may be different from the number of exemptions you claim on your tax retum,) B H

L] lLyou plan to itemize or claim adjustments to income and want to reduce your withholding, see the Deductions
For accuracy, and Adjustments Workshest on page 2,

complets all ® If you are singie and have mare than one lob or are married and you and your spouse both work and the combined
worksheets eamings from all jobs exceed $50,000 ($20,000 if married), see the Two-Eamers/Multiple Jobs Worksheet on page 2
that apply. to avold having too little tax withheld.

® If neither of the above situations applies, stop here and enter the number from ilne H on line 5 of Form W-4 below.
Separate here and give Form W-4 to your employer. Keep the top part for your records,

£ w_4 Employee’s Withholding Allowance Certificate OMB No. 1545-0074
rm

» Whether Yyou are entitied to claim a certain number of allowances or exemption from withholding is
m%fﬁm‘” subject to review by the IRS. Your employer may be required to send a copy of this form to the IRS. 2 @ 1 7

1 Your first name and middls Initial name 2  Your soclal security number
ﬂﬁa&lgt_@_\ 0 Y64 51 q)3€
Home addfess (nuMfBer and street or rural roits) v 3 single [J Marrled L] Married, but withhold at higher Single rate.

7 P Note: if marred, but legally separated, or spouse Is a nonresident alien, check the “Single” box,
City or town, stats, oode ™ 4 Wyour last name differs from that shown on your social security card,
_S,ﬂv. ‘pm / ( IA)\, /\T "%‘ﬁ 0 7 check here. You must call 1-800-772-1213 for areplacement card. » [
~ Total number of allowances you are claiming (from line H above or from the applicable worksheet on Page 2) 5| %
Additional amount, if any, you want withheld from each paycheck e R e S R N Tai 5
| claim exemption from withholding for 2017, and | certify that | meet both of the following conditions for exemption,

® Last year | had a right to a refund of all federal income tax withheld because i had no tax liabllity, and

® This year | expect a refund of all federal Income tax withheld because | expect to have no tax liabllity.
f you meet both conditions, write “Exempt” hera, . . . . I O e e e A
Under penalties of perjury, | declare that | have examined this certificate and, to the best of my knowledge and bellef, it Is true, correct, and complete,

ﬁmglf%y:nel': :::gt'\‘/:ltllgznless yousignit) » /{gM (88 %M’O Date p- % 6 / / 7

8 Employer's name and address (Employef: Complete lines 8 and 10 onWsendlrffto the IRS.) 9 Office code (optional) | 10 Employer Identification number (EIN)

Caz TETRTITYT TR

N o of

For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 10220Q Form W-4 (2017)



Employment Eligibility Verification USCIS

Department of Homeland Security oml; ;:nl’ﬁfgzw
U.S. Citizenship and Immigration Services Expires 08/31/2019

»START HERE: Read instructions carefully hefore completing this form. The instructions must be avallabis, either in paper or electronically,
during completion of this form, Employers are llable for errors In the completion of this form.

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

an Individual because the documentation presented has a future expiration date may also constitute 0
ectlen 1. Employec Informalion and AReatation (Bmployaes myst domplete and sign Beclian 1 of Form (-8 ho lafer

than the first glay of émployment, but nat heforb aavepting & job offer | =22
Last Name (Family Name) First Name (Given Name) Middie Initial Other Last Names Used (i any)
vorg p A hals
dress (Street flumber and Name) Apt. Number | City or Town State  |ZIP Code
: : 2 %Ei 20/ MN 710~
Date of Birth (m U.S. Social Security Number | Employee's E-fail Address Employee's Teléphdfie'Number
12/20/2¢  |RER-K)]-BIBlE edxonyongou@grol (e 65 ) Yug 224 0

1 am awars that federal law provides for imprisonment and/or fines for faise statements or use of false documents In
connection with the completion of this form.

| attest, under penalty of perjury, that | am (check one of the following boxes):

[] 1. A citizen of the United States

[] 2. Anoncitizen national of the United States (See Instructions)

ﬂa. A lawful permanent resident (Allen Registration Number/USCIS Number): % "{ T(?b ' Du

l:l 4. An alien authorized to work: until {explrafion date, if applicable, mmiddlyyyy):
Some aliens may write "N/A” in the explration date field. (See Instructions)
Allens authorized to work must provide only one of the following document numbers to complete Form 1-9: Doﬁ':,?;,’,,“;;,?;,;";;’g;m
An Alien Registration Number/USCIS Number OR Form 1-94 Admission Number OR Forelgn Passport Number.

1. Allen Registration Number/USCIS Number:
OR

2. Form -84 Admission Number:
OR

3. Foreign Passport Number;
Country of Issuance:

; Slgnatuz ofﬂzplﬂyee Z gg g’ Todt;y's Date (mm/ddfyyyy) g gl { é\ 1 ;Z

[Freparer andltr Translator Barifioation [Ghaok one)i
1 did not yah a prapydrer or tranélator g A grepamr(s) snd/or trandiatar(s) desisted th emplayer I admpleting Section 1.
Pigitis befow miust b bompleted bny Algnad whan preparers apd/or ranstatars asslat an employee I opltiplting Beetibn 1)
| attest, under penalty of perjury, that | have assisted in the completion of Section 1 of this form and that fo the best of my
knowledge the information Is true and correct.

Signature of Preparer or Translator Today's Date {mm/dd/yyyy)
®/l6/]1
Last Name (Family aame)l—r‘r First Name (Given Name)
0 - Edur
Address {Stneer'Number and Name) City or Town State ZIP Code
iz : LE ,.%“_r A/ ooy

@ Employer Completes Next Page @

Form I-9 11/14/2016 N




Employment Eligibility Verification FUSCIIS,
Department of Homeland Security i
U.s. Ciﬁzanahip and lmmigmﬁon Se_rvices Expires 08/31/2019

Emplayes info from Section 1

w N = |

Identity and Employment Autharization

Document Title B

lssuing Authority

Document Number : D ent Number

Z

27302 3L 45 (-q\3b
Explration Date (i any) mm/ddpyyy) M Heyyyy E:ﬂ%? Date ,\{”Jany mKwyyyy)

o Iration Date
Expl 33 = o(lflan!)w

Document Title

\

lssulng Authority

Additional Information

Document Number

Expiration Date (if any)(mm#iddiyyyy)

Document Titie

Issuing Authority

Document Number

| Expiration Date (i any){mm/idiyyyy)

QR Code - Saction 2
Do Not Wite In This Space

Certification: | attest, under penalty of perjury, that (1) | have examined the docume
(2) the above-listed document{s) appear to he 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,

employes's first day of employment (mm/ddlyyyy): G ¢ - L6 ’7_0 V?s« Instructions for exemptions)

nt(s) presented by the above-named employes,

g re of Employer or

Last UWWWRM

Representative Today's Date (mmiddfyyyy) | Title of Employer or Authorized Representative
\ t/\{\ )% \ =26 \ ™) |Recruiter
First Name of Employer or Authorized Rejresentative Employer's Business or Organization Name

Glasby _ }{Shelby Employer Solution Staffing Gro
Employer's Business or Organization w Number and Name) | City or Town Stata ZIP Code
7480 Flying Cloud Drive 0 Eden Prairie MN 55344

' _LastName {Family Name) First Name (Given Name) Middie Initial Date (mm#tidAyyy)
6. W The employeds pravious g i of employment auliiorizalion has-eXpired; provide The Infa or hece otal
Document Title : Document Number Expiration Date (i any) (mm/ddyyyy)

| attest, under penalty of perjury, that to the best of my knowledge, this employse Is
the employee presented document(s), the document{(s) I have examined

authorized to work in the United States, and if

appear to ba genuine and to relate to the Individual.

Signature of Employer or Authorized Representative

Today's Date (mm/cidAyyy)

Name of Employer or Authorized Representative

Form I-9 07/1717 N

Page 2 of 3
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- " . "
S =
t 'I‘h1§ cand belongs to the Soc_laf' Sec'f.mty dmnmstmnon and you must f
i retum mf‘we ask’, for it. ' gead

e H' VRN ey
l'f.you ﬁnd a card that isn’ ryours please return: 1; to: i -'{-J
Yer ,:,. (No2g Social Securlty Administration "' <L)

P : P.Q. Box 33008 'Balnmore. ‘MD 2]290 3003

SN2
d

~For any other Social Secunty busmess/mfonnanon contact your locaf
Socnal Security office. If you write to the above address for any busmess..‘
other than returning a found, card you wm not recewe a response.. M;

-

3 ] ® ; i

' Soclal Sécurity Administration
F21125494J

Form SSA-3000 (l 1-2006)
". St LAt -ﬂ""h-—\ sk

4
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EMERGENCY CONTACT INFORMATION

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

Home Phone: MMQ

vyaiete

SE (ol pofy

T Sl 'EM'{E%)ENE? (?QNTACTE' e a
Please list two peaple (jn priotity order) wha gould be contaated in case of an gmargenoy

Contact #1

Name: OAU[ 0}1 W
Relationship: 57—% /

Home Phone:

Cell Phone: é/‘)/ 5_0[ CP775
Work Phone: 6/£ g?/ ﬁﬁqq

Contact #2

Name:(")fs.19 @w&

Relationship: %; _}M 7/

gxt-2(D

Home Phone:

Cell Phone: 6 [ 2 LZ'7 9 Z[/, D

Work Phone:

Additional information you want Em

of an emergency:

ployer Solutions Staffing Group and our clients to know in the event

This information will remain confidential and will only be used in the case of an emergency.
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Pl
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employer solutions staffing £roup..
Wage Payment Method Authorization (Minnesota)

by Direct Deposit and/or Payroll Debit Card.
n, wages will be paid b paper Check.

Employees have the option of receiving wages
If you do not provide a written electio;
INEORNENEION

Bffective Date
4 ' (7
---‘--""A"“—

| SECTION 2 PANROLE LG RHON

| ] Direct Deposit (PleasecompleteSecﬁnns3and5below) n.f.‘, t accounts may take up to 7 days to be activated
|| Payroll Debit Card (Please complete Sections4 and 5 below) | pq Paper Check (Please complete Section 5 below)
SEGEIONS S IR DEROSE
if [ Update Bank Acconnt

S Bank Name:

)
Account#
Account Type: [ Checking [] Savings [JOther _

. Tohelpusavoidmakmganm,pleaseauachacupyofnvoidedchedc. (a deposit slip will not work)
- Ifynuchmgebanks,donotcloseyouruldbankacoumnnnﬁlyum'ditectdeposithnsstartedatﬁenewbank,whichmaytakﬂpnypeﬁods,

SECEIONRANROEL DEBEE CARD (GEOBNLGASTEARD)

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

Initial Date

Except for the routing and account number, BSSG does not have access to any information regarding your Payroll Debit Card account or
transactions, On your first payday, you will receive your new Payroll Debit Card, and a packet containing all of the terms and conditions. You will
then sign acknowledging that you received the Payroll Debit Card and packet. Your Payroll Debit Card will be reloaded on each payday you recetve
wages,

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

First Name MI Last Name Date of Birth
Street Address (PO BOX NOT ACCEPTABLE) Social Security#
City State Zip Cell Phone (mobile)
RECEIPT OF PAYROLL DEBIT CARD (to be completed when yon pick up your Payroll Debit Card)
Payroll Debit Card Routing # Payroll Debit Card Account #

073972181

conditions, and disclosures.

Employee’s Signature: .4 AN
SECTION S AUHTORIZN TTON
I authorize ESSG to directly deposit my periodic wages/compensation payments, net of required tax withholdings, other required withholdings
or authorized deductions, into my account(s) as designated above and to initiate, if necessary, debit entries and adjustmentsfor any credit entries
made in error to my account(s). * E-mail is required for pay stub information.

*E-mail: /:nfrm;owm 2 lf @gnai] . (T
~ (/ _thisinformation will only be used ¥4 send your paystubs electronically

Date: X//(S://' 7

Employee's Signature:

4 —




Authorization

Authorization: By signing below, you authorize: (a) backgroundchecks.com (“BGC”) and/or Orange Tree
Employment Screening to request information about you from any public or private information source;
(b) anyone to provide information about you to BGC and/or Orange Tree Employment Screening; (c)
BGC and/or Orange Tree Employment Screening to provide Employer Solutions Staffing Group, LLC one
or more reports based on that information; and (d) Employer Solutions Staffing Group, LLC (“ESSG”) to

share those reports with others for legitimate business purposes related to your employment. BGC

and/or Orange Tree Employment Screening may investigate your education, work history, professional
licenses and credentials, references, address history, social security number valldity, 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 belgwto identify yourself for BGC.

printedname: L1, 4 (o1 vona g
“Rirst "7 T Middle (O Last ( J
none)

Other names used:
Current county of residence:

Current and former addresses:
_ac,'ﬁb_gq_” current
from Mo/Yr to Mo/Yr

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

‘Li‘. ’%
City/s

Street te & Zip

from Mo/Yr to Mo/Yr Street City, State & Zip
Some government agencies and other information sources require the following information when
checking for records. BGC will not use it for any other purposes.

120/ 23 Uq-<)-9/3&

Date of birth Social security number

2346 2278909173 m@ﬂﬁm‘gﬂ_
Driver’s license number & state Name as it appears o 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: [J.

Signature Date

l@mpz&.&% els7
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employer solutions staffing group..

STATEMENT OF CONFIDENTIALITY

4~ :

This agreement made this \ (¢ day of &2 gg}ﬂ& . 20:1':2, between
Employer Solutjons Staffing Group LLC, hereinafterreferred to as “employer”,
and ﬁ@jq,%;_ 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.

Efnéloyer Solutions agfﬁnﬁ Group LLC, Regresentative



Important/Importante
LOST OR STOLEN PAYCHECKS

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

If your paycheck was stolen, you must first file a police report before we can re-
issue the check. Once you have done S0, you must provide a copy of the policy
report to your staffing recruiter that the check was stolen. If the check has not
been cashed and if the loss of the check was not your fault, ESSG will issue a
new check and no fee will be deducted. _

CHEQUES DE PAGO PERDIDOS O ROBADOS

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

Si su cheque de pago fue robado, primero debe denunciar el robo a la policia
antes de que podamos volver a emitir el cheque. Una vez hecho esto, usted
debe proporcionar una copia de la denuncia a su reclutador de personal que el
cheque fue robado. Si el cheque no ha sido cobrado y si 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): %fg&&%ﬂﬁ ua/)
’ )

ﬂ;rnaturelFirma:
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employer solutions f‘ﬁng Eroup.
INJURY MANAGEMENT PROGRAM

Injured Worker’s Responsibilities

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

RESPONSIBILITIES OF THE INJURED WORKER:

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

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

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

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

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

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



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

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

your physical condition.

If it is necessary to miss scheduled work due to a work injury, you must be seen
by your primary health care provider the same day in order to receive
compensation for the time away from work. The physician must complete a
Report of Workability.

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

Signed:

Printed Name: Mﬁ@w




- 8850 Pre-Screening Notice and Certification Request for

(Rev. March 2016) the Work Opportunity Credit OMB No. 1545-1500
P,,?am'a. amﬂ{.‘%m‘"’ » Information about Form 8850 and its separate instructions is at www.irs.gov/formasso.

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

/4] Social security number > Qég </ Ql Eé
onrirg St E.

Your name

Street address where you live

~ City or town, state, and ZIP code <£. Q\L)} MM C—C_’IO 7
7 [ 7 [ | e B [4
County _&mg &y Telephone number éz Z- E/ '-f LﬁZd’ ”

If you are under age 40, enter your date of birth (month, day, year) |2 / 2.0 / }? 2

1 [ Check here if you received a conditional certification from the state workforce agency (SWA) or a participating 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 9
months during the past 18 months.

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

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

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

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

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

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

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

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

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

6 [] 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, 1997, and the earllest 18-month period beginning
after August 5, 1897, ended during the past 2 years; or
* Stopped being eligible for TANF payments during the past 2 years because federal or state law limited the maximum time
those payments could be made.

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

1
1]

&) Signature —All Applicants Must Sign

Under penalties of perjury, | declare that | gave the above Information to the employer on or before the day | was offered a job, and it Is, to the best of my imowledge, true,
correct, and complete,

Job applicant’s signature b Date 8/ /6 / /7
For Privacy Act and Paperwork’Reduction Act Notice, see pefge 2. Cat. No. 228511 Form 8850 (Rev. 3-2018)
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Form A (rev. 03/2017) TAX CREDIT QUESTIONNAIRE

EMPLOYER SECTION:

Client: Company:

Location: Position: Starting Wage: $
EMPLOYEE SECTION:

First Name: Last Name: Suffix: Street Address: City/State: Zip:

_Wﬁggﬂda : HA WorirX St & [Sz.o4.40. MY 5e159

4 Age: Have you worked for | If yes, location:
46 q;" glzt /7//Q0/g ),.87 ﬂ';{’:am;s;ﬁ?:e?

Please complete all questions, and sign and date the form. Yes No

1. Have you or has anyone living with you received Temporary Assistance to Needy Families (TANF) | ||
at any time since August 5, 1997? (If yes, please provide information below.)
Name of the person receiving benefits: Relationship to you:

City: County: State:
2. Have you or has anyone living with you received Food Stamps (SNAP) at any time during the past 15 months? || 4

(If yes, please provide information below.)
Name of the person receiving benefits: Relationship to you:
City: County: State:

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 benefits (SS) or Social Security Disability (SSDI) benefits.
*If you checked yes please provide a copy of your SSI documentation,

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

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

City: County: State;
*If you checked yes please provide a copy of your active Individual Work Plan and Ticket to Work documentation.

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

O
o

Dates of Service - From; To:
Branch of Service:
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 unemployment compensation at any point during your unemployment?
If yes, in which state did you receive unemployment compensation? __

[l S EIESE] ]
O O oOo-g

7. Have you been convicted of a felony or released from prison for a felony conviction in the past 12 months?

Conviction Date: Release Date:
Was thisa [ ] Federal or [ State conviction? If State - County: State:

—_—

Additional Tax Credits
IEC (Native American): Are you or Your spouse a member of a Native American Tribe? O O
If you checked yes please provide a copy of your CDIB card,
CA Residents: [] Are you the child of foster parents? [] Do you receive CalWorks? [0 Workforce Investment Act?
O Areyoua migrant or seasonal farm worker? |:| Have you ever been convicted of a misdemeanor?
SC Residents: [] Do you receive Family Independence Benefits?

PLEASE READ, SIGN, AND DATE:
Under penalties of perjury, 1 declare the information above to be true and accurate to the best of my knowledge, and 1 hereby authorize any agency, organization, or

individuals to supply such verification or information that may be needed to determine tax credit eligibility to my emplayer, emplayer representative (Associated
Consultants, Inc. dba Retrotax), or the Department of Labor.

New Employee Signature: M&W Date: ﬂk/ / 7




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

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

Instructions: This Self-Attestation Form (SAF) is to be completed, signed, and dated by the new hire only.
Employers or consultants submit this SAF to the State Workforce Agency with IRS Form 8850 or if filed
Jarace A £, 20b1 {0 prm- 905 DF-eatn-certneationrequest fited fo B TIEW targel

T U

1

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

New Hire’s Signature: ’M_QMJ%@VC)‘@ £ Date Z"[[é é:z
¢

New Hire Name: /il/i_l’l a. /4 a’l/) }//) ﬁg o)

Social Security Number: Lj4 4 S | 9136 -

Employer Name: ,&lm,}_;z\_@%@w 31 o)

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

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

(Enter start date)

Privacy Act Notice:

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

Public Burden Statement:

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

117-
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DRUG AND ALCOHOL

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

understand: (a) the policy and its contents; (b) what conduct the policy prohibits and the

in adverse personne| action, including my termination from employment with ESSG. |
understand that this policy in any form, and any employee handbook including this
policy, are not a unilateral employment contract or offer thereof.

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

Individual’s Name 17 %

/817

* Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10
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Notification of Minnesota Law Re uirement —

Unemployment Acknowledgement

According to Minnesota Statute section 268. 095, subdivision 2, paragraph (d), an
applicant who, within five calendar days after completion of a suitable

Jjob assignment from a staffing service, (1) fails without good cause to
affirmatively request an additional suitable Job assignment, (2) refuses
without good cause an additional suitable Job assignment offered, or (3)
accepls employment with the client of the staffing service, is considered to
have quit employment.

It is your responsibility to contact ESSG (for instance, by calling 952.277.5227 or
using any other form of contact) for additional assignments. If you fail to do so, it
may affect your unemployment benefits.

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

9 (16 //7
Erfiployee Signature: Date:
&
Empioyee (please priﬁ your %me here)

CMG_SM - Rev. 09.2013
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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 training and protections for employees at the facility.

(3) Make sure employees have and use safe tools and equipment.
(4) Establish or update operating procedures and communicate them so that

employees follow safety and health requirements.

(6) 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

Responsibility to report workplace hazards and dangers

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

You have the following basic rights:

Right to refuse unsafe work

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

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..

R s s

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 (ESSQ) 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.

I 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
952.835.1288/1.866.496.7573 in order to obtain assistance in the resolution of such
matters.

Employee Name (Please Print)
&;[za [a__( ]& YV anrg /)
/ Ay

Employee’s Signature:

%M%ﬂ@@ Date:lg//lf’//’,7
Jd




E ACKNOWLEDGMENT

The associate handbook was reviewed with me, and | have received my personal copy. | also
acknowledge that | have been given the opportunity to ask questions and express concerns

during my orientation,

1. This handbook is intended as a guide and not an employment agreement that
creates a contractual relationship, and that the employment relationship may be
terminated at the will of either party at any time.

2. The changing needs of the business will require alteration in method, practices and
policies, and the company will unilaterally revise, as necessary, to meet these
changing needs.

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

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

Date: g”\(‘)"”l 7’
Associate's Signature: _ﬁCW\- /Dﬂ}kjﬁé
Associate's Printed Name: MML MO

Orientation provided by:

24



e e o R R AR AT

Acknowledgement of Receipt Antiharassment Policy

-t

| certify i received g baffi oup's Antiharassment Policy. |

A=t 11z = 4 S = ale AlEE —taalslle el OIGUOTS - ] <
understand that it is my responsibility to read this policy and ask my supervisor, a member of
management or to telephone Employer Solutions Group (ESSG) at 952.835.1288/1.866.496.7573 with
any questions | may have about this policy. | agree to comply with ESSG’s policy on Antiharassment
and understand failure to comply is grounds for disciplinary action, up to and including termination.

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

Employee Name (Please Print)

Aade- Drlsrap

Employee’s Signature:

Mfﬁg Date; ﬂ) - ?""7 ;L

22



RECEIFT OF EMPLOYEE HANDBOOK AND EMPLOYMENT-AT-WILL STATEMENT

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

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

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

| understand the foregoing agreement concerning my at-will employment status and the
company’s right to determine and modify the terms and conditions of employment is the sole

and entire agreement between me and ESSG concerning the duration of my employment, the
circumstances under which my employment may be terminated and the circumstances under

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

pate_$-12 A%

EMPLOY
nane_ fichalp. Oyt
PLEASE PRINT
EMPLOYEE |
SIGNATURE M_&W

ESSG ;
REPRESENTATIVE ﬂé’/\m&' @/%/éb

23



Leveraging Resourves in a Changing Market

e ‘9 employer solutions staffing group.

wmm

Nl-'.m\ﬂht"tm

Benefits Enroliment Form
Einployee information

Name (Firstand Last)

LI New Empic

L] Rehire Rehire Date

Enhanced MEC Plan_Plan 1

ESNG

Wi e o, Ml s e evivny

Benefit Plan Administratoys,

v o r it - .
SR S SR R FRRIL R AT bt

Social Security Number
9 Y951 q)3€
Lo @M:.m W ;%é% MU | serp
Ph Number: s
/12 4492140 MBI U & g ). cov
Please Select Desired Coverage: % -
Employee Only - D Employee+Spouse - Emp!oyee-l-Child(ren) - D Family -
$24.00/Week $38.00/Week $36.00/Week $63.00/Week

nformation inchuding

Maedicare

Medicand
NAME OF PERSON COVERED {FIRST, LAST):

Employse Signature
EMPLOYEES DECLINING

ro true and complate and that
lon of coverage for ma and my dependent{s), ¥ any, from the original
elected, :

{ understand that | and/or my d;
must maet the requirements

(including my 8pouss) beca
days after the other coverage ends, in addition,
of adoption, | may be able to enroll myaself or

Employas Signature ﬂf"/ / ﬁ.L 0 Date
7 il Emplo lutions ng Group Health Benefits Team

Il

7301 Ohms Lane Sulte 405
Edina, MN 55439
Phone: 952-767-8519 Fay: 852-767-9515
Email: Health@employersoluﬁonsgroup.com



w

. =7 Aravsusel UCUCIITS _Plan 2
° ~VSl. . 219301-SG1  |OFFice Ust oy LOCATION ______  RenmoDae e

Rehire Date__/__/
ENROLLMENT FORM

ESC CUUNAC-MN) p1 viE
A. REQUIRED EMPLOYEE INFORMATION PRINT USING BLACK or BLUE INK (Must Be Filled Out) %~
" Name /4 aloL O [n )/0 p Cf 0 | Social Security # Home Phone

a e [m]
Address

"9 Wyorirg st & A8 51-gr36° AL
= o Tesio7 7595

B. DO YOU OR ANY OF YOUR DERPENDENTS RECEIVE MEDICARE BENEFITS? DYESDNO ¥ Yes pleasecontinue
......... g . oo e
Medicare Health Insurance Claim Number (HICN)

-

Medicare Effective Date

'Name of Covered Person (5~ i e Tl

C_ LIMITED BENEFITS PLAN SELECTION S o I

You MUST select a coverage level before any benefits in S
identical. The Fixed In emnity Medical Plan, Denta| Plan, Te

Q
.-I

.

g

£

%

:

Ei
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This is an Essential StaffCARE Enrollment Form.



