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Report Prepared: 03/21/2018

Company Information

SENSITIVE BUT UNCLASSIFIED
‘Case Verification Number: 2018080162648MiM

Company ID: 47429

Employes Information

Company Name: Employer Solutions Staffing Group

Last Name: Voss
Date of Birth: 10/30/1997
Hire Date; 03/21/2018

Document Information

First Name: Paige
Social Security Number: *** ** 8234
Citizenship Status: A citizen of the United States

List A Document: U.S. Passport or Passport Card
Passport or Passport Card Number: 527502788

Case Status Information

Document Explration Date: 01/22/2025

Final Case Resuit: Employment Authorized
Case Submiited On: 03/21/2018
Closed On: 03/21/2018

Employer Case ID:
Case Submitted By: ZZEP3284
Closed By: ZZEP3284

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

SENSITIVE BUT UNCLASSIFIED

3/21/2018, 3:27 P\



Employment Eligibility Verification ' USCIS

Department of Homeland Security e
U.S. Citizenship and Immigration Services Expires (18/31/2019

R R e e B B e T e T e ey
P>START HERE: Read instructions carefully before complsting this form. The instructions must be avallable, elther in papsr or electronically,
during completion of this form, Employers are flable for errors in the complstion of this form,

ANTI-DISCRIMINATION NOTICE: it is lilegal to discriminate against work-authorized individuals, Employers CANNOT specify which
document(s) an employee may present to establish employment authorization and identity. The refusal to hire or continue to employ
an individual because the documentation presented hes a future expiretion date may also constituts fllegal discrimination.

[Bectlon 1. Employes Information and Attestalion (Empioyees must complete and slgn Secfion 1 of Fanm 1.9 no loter
thah the first day of employment, but not hefore aweé'ﬁ'qg a fob offer ) i
Last Name {Femily Name) First Name (Givan Nams) Middie Initial  { Other Last Names Usad (f any)
Voss Paige Vv N/a
Address (Sireet Number and Name) Apt. Number | City or Town Stals  |ziP Code
1203 sHryer ave e N/a Maplewood Mn 55109
Data of Birth {mm/ddlyyyy) | U.S. Social Seourity Number | Employee's E-mail Address Employae's Telephone Number
10301997 pﬁiqmm -[TTT1| Vosspaige@gmail.com 7637030214

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

| attest, under penaity of parjury, that 1 am (check ons of the following boxes):
(@) 1. Aciizen of the United States

(D 2. A nonciiizen nationsl of the United States (See instructions)

:Q 3. A lawful permanent resident  (Allan Registrotion Number/USCIS Number): N/a

{(J 4. An alen authorized to work  unti (expiration date, i applicable, mmyddiyyyy): N/a
| Some aliens may write “N/A” in the expiration date field, (Ses instruclions)

| Alisns authorized fo work must provide only ane of the following document numbers to complate Form 19
|

| G Gota - Badion 1
An Allen Reglsiration NumbsriUSCIS Number OR Form 1.04 Adrmission Number O Forefgn Passport Number. | SONL RIS tpeh

| 1. Allen Registration Number/USCIS Number: Nja :
| & Form mmmmongmnhan N/a

3, Foreign Passpart Number: N/a
Gountry of lssuanca: N/a

smammufEumlmemMm = Today'’s Date (mmtidiyy)  Mar 21, 2018

Preparer andlor Transiator Gertification (check one):
@ i did not use & preparer or transiator. ()] A preparer(s) and/er translator(s) assisted the empieyes In complating Section 1.
(Flelds below must be completed and signed when preparars and/or transtaltors assist an employes in complsting Section 1. )

1 attest, under penaity of perjury, that | have assisted In the completion of Section 1 of this form and that to the best of my
knowledge the information is true and correct.

Signature of Preparer or Transigtor Today's Date (mmiddhyyy)
Last Name {Famlly Name) First Name (Given Nams)
Address (Sireet Number and Name) City or Town State 1ZIP Code

@ _Ffmglo_ver C'br;lﬁleies»ngxl ﬁl&fl E g
Form1-9 071717 N Page 1 of 3




Employment Eligibility Verification USCIS

Form 1-9
Wt of Homeland Securlty OMB No. 16150047
U.S. Citizenship and Immigration Services Expires 08/31/2019

[Bection Z. Employer or Authorjzed Representative Review and Verfiication )
|(Emplayars or their auitiorized reprasentative must sompfete and sign Sastian 2 within 3 business daye of the employee’s first day of employment. You
must physiatly examine ane dooument from List A OR & cambination of one dooument from Ligt B and ene document from List C o5 iéfad on ﬁe “Lists
of Agoeptsble Decuments.®)

Name@ﬂams} 1 Hm-pma- (Given Name) BE Wm migration Stahis |
Employee info from Ssction 1 \ )n ! “’9 W 04\.
ListA OR ListB i AND I%L

idaentity Eud Employment Authorization Identity Employment Authorization

MWP@ @0("\’ Dotumsnt Tille Document Title
18suing Authorlty U S ﬁ issuing Authortty Iesuing Authority

EMWD;_YK 8 | Document Number Document Number

Explration Date (if any){mm/dalyyyy) Expiration Date (i any)(mm/ddiyyyy) “Expiration Dafe (i sny)(mm/ddiyyyy)

s

oiog Faioily Additional Information © Do Nok Wit oo Bpaee

Expiration Date (7 any)(mm/ddiyyyy)

Document Title

issuing Authority

Dosument Number
Expiration Date (7 any)(mm/ddlyyyy)

Cortification: | attest, under penalty of parjury, that (1) | have examined the document{s) presented by the above-named employsa,
{2) the above-iistod document(s) appear to be genuine and to relats to the employee named, and (3) to the best of my knowladge the
employes Is authorized to work In the United States,

00'0-first employment (mm/dd/yyyy): !aazal ‘ IE {See Instructions for exemptions)

fRuthgrided Representafive Today's Date ) |Title Employer or Authorized Repressntaive
' 03001 [l R e

: Employenor g udeeptasamaﬁva First ame rorAftmuﬂndRepreswtaﬂve Employer's Business or Organization Name
% 2.Ad A Aq EMPLOYER SOLUTIONS STAFFING GROUP LLC

Employer's Elisiness or Organization Address (Street Number and Name) | City or Town State | ZIP Code
7480 FLYING CLOUD DRIVE SUITE 200 EDEN FRAIRIE MN

55344

Sectibn 3. Reverification apd Rehires (To be compleféd and signed by empioyer or adthorized ropreseniative)

4 Now e : o, T6 otk of Rebid iapRtablel . .
Last Name (Famlily Nams) First Name (Given Name) Middie Initial | Date (mm/adddyyyy)
BYep's previbus grant of Employment duthczation has
Yt hodeaton in 1 dpgi povi ol

D-tacmhem;l'nle DﬁcunxetnNumbér ) : . ExphatlmDataﬂfEW)(mmwyyyy)

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

Signature of Employer or Authorized Representative | Today's Date fmm/dd/yyyy) Name of Employer or Autharized Representative

Fam1-9 0721717 N Page 2 of 3
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www.esgstaffingsolutions.com

ernployvar solutions

23]

PO Box 46270

Minneapolis, MN 55344-9956

staffing group..

New Hire Application

Personal Data-- PLEASE PRINT LEGIBLY IN INK

Last Name _VOSS

Street Address

1203 sHryerave e

First Name _Paige

Tel: 952.835.1288

Middle Initiat V

City/State/ZIp Maplewood mn 55109

Phone Number _7637030214

Staffing Agency/Recruitment Partner

Cmg

Apt/Ste

Soclal Security Last Four XO0(-XX-
Emall Address V0sspaige@gmail.com

@

Are you lsgally authorized to work in the United States of America? @ YES (INO
Applicant Certification and Authorization

| authorize Employer Solufions Staffing Group (ESSG) to use the information and statements contained in this application to determine my
qualifications for employment. |1 authorize ESSG to make Inquiries of my former employers, except as indicated In this application,
regending my previous dutties, responsibilifiss, performance, compensation and eligibiiity for rehire.

iundemandmataeomprahmslvebackgmhndcheckmybawnductedhde!emlnamyeﬂglblwmrmrabyceﬂalncﬂamsafESSG.
This may include but is not limfed to, investigations of criminal and/or convittion records, driving records and/or a drug screen test as
required by cllents, govarnment regulations or by ESSG policies.
| release ESSG and other persons or entities from any claima that might be based on ESSG's decision to condunt a background check,
| certify that all statements made in my appiloation are true and accurate and that | have not omitted any material information.or provided
faise or misleading information, | understand thet any material omission or misrepresentation will result in my disqualification from
consideration for employment or, If discovered efler | begin employment, will resuit in my termination.

if hired, | agres to ablda by the policies and procedures of ESSG.

g

Paige voss T ST Mar 21,2018

Name (Print or type) Applicant’s Signature “Date

A copy or facsimile ("fax") will be considered 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 Results Unemployment Letter ESC Application

{if applicable)
For ESSG Client Use

DOH ROP Work Site Loc. WC Code

ESSG - CMG-NSTW4

Rev, 04/2017



Form W-4 (2018)

Future developments. For the lateat
information about any future developments
related to Form W-4, such as legisiation
enacted after it was published, go to
www.irs.gov/FarmW4,

Purpose. Camplste Form W-4 go that your
employer can withhold the corract federal
incoma tax from your pay. Consider
completing & new Form W-4 each year and
when your parsonal or financial situation
changes.
Exemption from withholding. You may
claim exemption fram withholding for 2018
if both of the following apply.

* Far 2017 you had a right to a refund of all
faderal income tax withheld beoause you
had no tax fabliity, and

» For 2018 you expect a refund of all
federal incorne text withheld because you
expect to have no tax flablity.

If you're exempt, complete anly lines 1, 2,
8, 4, and 7 and sign the form to validats it.
Your exemption for 2018 expires February
18, 2018, S8ee Pub. 508, Tax Withholding
and Estimated Tex, to leam more about

whether you qualify for exemption from
withholding.

General Instructions
if you aren't exempt, follow the rast of
these instructions to determine the number
of withholding allowances you should claim
for withhalding for 2018 and any additional
amount of tax to have withheld, For regular
wages, withholding must be based on
allowances you claimed and may notbe a
flat amount or parcentage of wages.

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

o W=

Deapartment of the Treasury
Intemnal Revenue Sarvice

using this calculator if you have a more
complicated tax situation, such as if you
have & working spouse, more than ane job,
or a large amount of nonwage income
outside of your job. After your Form W-~4
takes effect, you can also uss this
calpulator to sse how the amount of tax
you're having withheld compares to your
projected total tax for 2018. If you use the
calculator, you don't need to complete any
of the worlkehests for Form W4,

Note that if you have too much tax
withheld, you will secelve a refund when you
file your tax retum. if you have too [ittle tax
withhslid, you will awe tax when you file your
tax return, and you mipht owe a penafty,
Filers with multiple jobs or working
spouses. If you have more then one job at
a time, or if yau're married and your
spouse Is also working, read all of the
Instructions including the instructions for
the Two-Eamers/Mutiple Jobs Warkshest
bhafore beginning.

Nonwage incomoe. if you have & large
amount of nonwage Incoms, such as
Interest or dividends, consider
estimated tax payments using Form 1040-
ES, Estimated Tax for indivicuals,
Otherwise, you might ows additiona! tax.
Or, you oan usa the Deduations,
Adjustments, and Other income Workshest
on page 8 or the calculator at www./rs.gov/
W4App to make sure you have enough tax
withheld from your payoheck. If you have
pension or annuity Income, see Pub. 606 or
use the calculator at www.irs.gov/W4App
to find out if you should adjust your
withholding on Form W-4 or W-4P,
Nonresident allen. If you're a nonresident
allen, see Notice 1392, Supplemental Form
W-4 Instructions for Nonresident Allens,
before complating this form.

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

Employee’s Withholding Allowance Certificate

» Whether you're enfitied to clalm a certain number of allowances or axemption from withholding Is
subjesct 1o review by the IRS. Your employer may be required to send a copy of this form 1o the IRS.

Specific Instructions

Personal Allowances Worksheet

Complets this warksheet on page 3 first to
dstermine the number of withholding
allowances to claim.
lec.H'adothoIdﬂaaaonm
Geriarally, you can olaim head of
housshold filing status an your tax return
only if you're unmanied and pay more than
§0% of the costs of keeping up a homs for
yourseif and a qualifying individual, See
Pub, §01 for mors information about filing
status,

Line E. Child tax credit. When you file
your tax retumn, you might be eligible to
claim a credit for each of your qualifying
ohldren. To quallfy, the child must be
under age 17 as of Dasember 31 and must
be your depandent who lives with you for
mora than half the year. To learn more
about this oredit, sea Pub. 872, Child Tax
Credit, To reduce the tax withheld from
your pay by taking this credit into account,
follow the instructions on line E of the
workshest. On the worksheet you will be
askad about your total income. For this
purposs, total incomse includes all of your
wages and other income, including incoms
eamed by a spouse, during the year.

Line F. Credit for other dependents.
When you file your tax retum, you might be
sligible to olaim a credit for each of your
dependents that don't qualify for the child
tax cradit, such as any dependent childran
age 17 and older. To leamn more about this
credit, ses Pub. 505, To reduce the tax
withheld from your pay by taking this oredit
into account, follow the instructions on line
F of the workshaet. On the workshest, you
will be asked about your total income. For
this purpose, tatal income includes all of

OMB No. 1§456-0074

2018

1 ‘our first nams and middle initial
Paige A

Lastname
Voss

2 Your sootal securily number
474338234

Home address (number and street or rural route)

1208 sHryerave e

8 (@single

(OJManied () Married, but withhold 2t higher Single ras.
Note: it marriad tiing separately, check “Married, but withhold i higher Single rate®

Gity or town, state, and ZIP code
Maplewood mn 55109

4 If your laat name differs from that shown on your social secunty eard,

| check hare. You mast osil 800-772+1218 for a replacement card,  »[]

8  Total number of allowances you're claiming {from the applicable workshest on thefollowing pages) . , . |80
6 Additional amount, ¥ any, you want withheld from eachpayoheck . . . . . .

7  lclainvexamption from withholding for 2018, and | certify that | mast both afthefollowlng condﬂlonsforexempﬂon.
+ Last year | had a right 1o a refund of all federal income tax withheld because | had no tax fiahility, and
» This year | expect a refund of all federal income tax withheld because | expect to havenntaxﬂab|ﬂ_ﬂy.
if yau maet both canditions, writa “Exempt” here . 7|

L T T T S S N I

e e ... |8

- . e

Under penalties of perjury, 1 daciare that | have sxamined this certifioate and, to tha best of my knowledge and belief, it 1a true, comeat, and complete.

Employes’s signature m
ﬂ'mafonnlsnntvalldwﬂmyoudgnu.)b ) Dater Mar21’ 2018
d add! ote d i
Emplo{faﬁ:an:ldugg?f ad NWWSW 10 if sending to IRS and comp! Sglas;b?:af 10 mﬁﬁnﬁfm
For Privacy Act and Paperwork Reduction Act Notice, see page 4, Cat. No. 102200 Form W-4 (2038)



m‘ DEPARTMENT W-4MN
OF REVENUE

2018 Minnesota Employee Withholding Allowance/Exemption Certificate

Employees

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

* Claim fewer Minnesota withholding allowancas than your fadera! allowances

» Claim mare than 10 Minnesots withhalding allowances

° Want additional Minnesota tax withheld from your nay each pay period

*» Clalm to be exempt from federal withholding ar cleim to be exempt from Minnesota withholding

Do not complete this form If you are claiming the same number of Minnesota allowances as federal and the number claimed i5 10 or less.

Employee’s first name and inldal Lastname Employae’s Solal Security number
Palge voss _ 474338234
Permaneny etress Marital statua fchack one box)
1203 sHryerave e O %ﬁmw"
Gty State ZIP code Married
Maplewood mn 55109 Married, bt withhold at higher Single rate

Employees: Read Instructions on back, enmpletesécﬁon 1 OR Section 2, sign and give the completed form to your employer. (Do not complate
both Section 1 and Section 2. Completing both sections will make the form invalid.)

{.] section 1 — Determining Minnesots allowances

Complete Section 1 if you claim fewar Minnesota allowances than your faderal allawancas, AND/OR If you want additional Minnesota withhald-
Ing deducted each pay period.

1 Total number of federal allowances clelmed on federal FOrmW- . .c.ovveerieeenranees 500000E00G0000aa i
2 Total number of Minnesots aflowancas (fne 2 connot be more than B L) «....cuveeeecsessssnsvensece 2
3 Additional Minnesota withholding you want deducted each pay period. ... ..o0 vevvan. 0000000000000000 ) e ————

] section 2 — Exemption from Minnesota withholding

Complate Section 2 If you ciaim to be exempt from Minnesota income tex withhelding see Section 2 instructions for qualifications). If applicable,
check one box below to indicate the reason why you befieve you are exampt:

!meettherequhamamsand claim exempt from both federai and Minnasota income tax withholding.

Even though | did not claim exempt from federal withholding, 1 claim exempt from Minnesota withholding because | had no Minnesots

Income tax llability last year, | recelved a refund of all Minnesota intome tax withheld, AND | expect to have no Minnesots income tax fabHity
this year,

My spousa Is a military service member assignad to a miitary [ocation in Minnesota, my domiclle (legal residence) Is In ancther state, AND |
am in Minnesata solely to be with my spouse. My state of domicile is
m 1 am an Amarican Indian fiving and working on a reservation,
1am a member of the Minnesota National Guard or an active duty U.S, military member and claim exempt from Minnesota withholding on
my military pay.
1 racaive a military pension or other military retiremeant pay as calculatad under Title 30, 1401 through 1414, 1447 through 1455, and 12733
and claim exempt from Minnescta withholding on this rettrament pay.
4 certify that all information pravided In Section 1 OR Section 2 is carrect. | understand there is a$500penaltyfarﬁling a false withhalding allow-
ance/exmption certificate.

Friviopess fimsicie Baytime phon
o e e ™ Mar21,2018 “Pet 7637030214

Employees: Give the completed form to your employer.

Employers

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

Keep a copy for your records.
Name of employer Fedaral employer 1D number {FEIN) Minnesota tan 1D number
Address oy State ZIP code

hee3217) Questions?  Webhsite: www.revenuestatemn.us. Email: withholding tax@state.mn.us, Phone: 651-282-8959 or 1-800-657-3594,



. b

eroployer schrions sinff o gnuo
Direct Deposit/Payroll Debit Card Authorization

Payroll Debit Card.

LG ON I S N G o

Employee Name. . |ge voss

3 HONREE D EANEOU ST S G O N

© Dlmctl)eposl {Please compleze Sections 3 and 5 below) '
Payroll Debit Card (Please complete Sections 4 and 5 below) [} Paper Check (Option avatlable to GA NH and NY residents anly)

CEHONE DIREGT D EPOST
) Deposit accounts may take up to 7 days to be activated,
1 understand and acknowledge that i I do not provide
voided check with this direct deposit form, ] am
responsible for any delays in payroll or extra costs
incurred ff the account number that 1 provide is incorract,

il PV D 3/21/2018

. Tohelpmkvuidmkinganm.plmmubampyofawidedchuk. {a deposit slip will not work)
. 1 you change banks, do not close your old bank aceount urtil your direct deposit hes stasted at the new bank, which may teke 2 pay periods.

BankNeme:  &roen dot bank
Routing# 124 303 120
1128 6591 4415

Fedmllaw:equﬁesallﬁnmnialMmﬁmwobmimveﬁfy.mﬂmﬂhﬁmaﬂmﬁuﬁdﬁuuahpmmmemmmhmw
request & Payroll Debit Card for you, we must provide all of the following juformation that will enable the fivancial institution to identify you, I
you do not submit a Direct Deposit/Payroll Debit Cand Authorization, ESSG will provide the necessary information and issus you a Payroll Debit
Card to pay your wages, For your protection, the financial institution may ask you to provide them additional identification information so they can
verify your identity,

Bxcept for the and account number, ESSG does not have access to any information regarding your Payroll Debit Card account or
transactions, On your payday, you will receive your new Payroll Debit Card, and a packst containing all of the terms and conditions. You will
then sign ecknowledging that you received the Payroll Debit Card and packet. Your Payroll Debit Casd will bs reloaded on each payday you receive
wages,

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

First Name ML Last Name Date of Birth
Street Address (Pu BOX NOT ACCTPTABLE) 0 Social Security#
City Statc Zip Cell Phone (mokilz)

RECEIPT OF PAYROLL DEBIT CARD (to be completed when yon pick up your Payroll Debit Card)
Payroll Debit Card Routing # Payroll Debit Cand Account #

{1 bave received my Payroll Debit Card, welcome brochure, program fues, progrum terms, conditions. and disclosures. By acfivating my Payroll Debit Card,

1 am agraeing 1o the program terms, conditions. and disclosures that are included or made avaflahle to me from thme to time from the finencial institotion. 1
authorize the financis] institution to debit my Payroll Debit Card account for the fees described in the fee schedule that is part of the program terms,
conditions, and disclosures,

Employee's Signature: wg cmlarzx.l e Date: Mar21,2018
L SECTHON 50 AU THORIZATION 8
1 suthorize EBSG 1o directly deposit my perindic wages/compensstion payments, net of roquired tax withholdings, other required withholdings
or anthorized deductions, into my scoouni(s) as designated above and to indtiate, if necessary, debit entries and adjustmentsfor any credit entries
made in ¢eror 1o my accovnt{s). * E~-mail is required for pay stmb information.

*E-mail; Vosspaige@gmail.com @
this infarmation will only be nsed send your paystubs electronically

Employee's Signature: % Date: _Mar21,2018 |




EMPLOYER SOLUTIONS STAFFING GROUP
BACKGROUND CHECK AUTHORIZATION

Paige voss
(First) {Middle) (Last)

Employee Name:

Former Name(s) and Dates Used:

Current Address Since: 2 Years 1203 sHryer ave e maplewood mn 55109

(Mo/¥r) {Street) (City) (State/Zip)
Previous Address From:

(Mo/¥r) {Street) (City) (State/Zip)
Previous Address From:

{Mo/Yr) {Street) (City) {State/Zip)
Sacial Security Number: __ 474338234 DOB; Ll

Phone Number: 7637030214

Driver’s License Number/State: T57°233960412.

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

I hereby authorize Employer Solutions Staffing Group, LLC and its designated agents and representatives to conduct a
comprehensive review of my background causing a consumer report and/or an investigative consumer report to be
generated for employment purposes. | understand that the scope of the consumer report/ investigative consumer
report may include, but is not limited to the following areas: verification of social security number; credit reports,
current and previous resldences; employment history, education background, character references; drug testing, civil
and criminal history records from any criminal justice agency in any or all federal, state, county jurisdictions; driving
records, birth records, and any other public records. .

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

Signature: L Date: Mar21,2018

Notice to CA, MN, and OK Residents:
Please check the box below if you wish to receive a copy of a consumer report that is requested.

[El7 wish to receive a copy of any Background Check Report on me that Is requested.




EMERGENCY CONTACT INFORMATION

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

Employee Name: Paige voss

A Oraes: 1203 sHryerave e
7637030214

Home Phone:

~ EMERGENCY CONTACTS
Please list two people (in prioﬂt_y order) who could bé'contasted in case of an emergéncy

Contact #1 Home Phone:
Name: Heather CellPhone: 518085515
Relationship: Mother Work Phone:

Contact #2 Home Phone: 6517706573
Name:; Vicky Cell Phone: s;13037242
Relationship: ~ Grandmother iWork Phone:

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

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



emplover sciutions stalfing grovp.

STATEMENT OF CONFIDE TY

This agreement made this) | day of _Mdrcih , 201, between
Emplo%' Solutions Staffing Group LLC, hereinafter referred to as “employer”,
and QA q e 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 agress 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.

?NSOE(NW?J.”W
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INJURY MANAGEMENT PROGRAM

Injured Worker's Responsibilities

As your employer, we are concerned about your full recovery. Reasonable and
necessary medical care will be paid for any compensable work injury. 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 appoiniments. 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 appoiniment, 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 retumn to work
at the earllest 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 fo work. Contact your employer a minimum of after every visit with your
primary health care provider. Keep the claims representative advised of your
status.

our lcal 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 physiclan must complete a
Report of Workability.

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

Signed: P Voss (Mar 3%, 200%

Printed Name: __Paige voss
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Important/importante
LOST OR STOLEN PAYCHECKS

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

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

CHEQUES DE PAGO PERDIDOS O ROBADOS

Sl un cheque de pago se pierde (que falta, fuera de lugar, destruido, perdido en
el correo, etc), usted debe nofificar a su reclutador de personal que el chegue no
se puede encontrar. Sl 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 ia 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 sl la pérdida del cheque
no fue su culpa, ESSG emitird un nuevo cheque y no hay cuota se deducira.

AGREED/SE ACUERDA—

Name/Nombre (con Ietra de molde); _PalBe voss

Signature/Firma: . .

Pargr vess {Mar21, 2016)
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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.

(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.

(B) 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

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

¢ Responsibility to report workplace hazards and dangers

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

You have the following basic rights:

o Right to refuse unsafe work

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

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

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

You can have your name withheld from the host employer and any other entity, by
request, if you sign and file a written complaint. You can request to be advised of
OSHA actions regarding a complaint, and request an informal review of any
decision not to inspect the site or issue a citation. And, you can file a complaint if
you are punished or discriminated against for acting as a “whistleblower” under the
OSH Act or 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
952.885.1288/1.866.496.7578) 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.
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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 (ESSQG) at 952.885.1288/1.866.496.7673 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
962.885.1288/1.866.496.7578 in order to obtain assistance in the resolution of such
matters.

Employee Name (Please Print)
Paige voss

Employee’s Signature:

Palgevoss [Mar 21, 2008) Date: Mar 21, 2018




DRUG AND ALCOHOL
TESTING CONSENT FORM

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

2. | have read the entire contents of this policy and | am aware and fully
understand: (a) the policy and its contents; (b) what conduct the policy prohibits and the
consequences of such conduct; (c) my rights under the policy and the consequences if i
exercise certain rights; and (d) that certain events as described in the policy may resuit
in adverse parsonne! action, including my termination from employment with ESSG. |
understand that this policy in any form, and any employee handbook including this
pollcy, are not a unilateral employment contract or offer thereof.

3. I hereby voluntarlly 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. i
understand that the laboratory selected by ESSG may conduct testing and other
analysls 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.

Wg (Mar21, 201€)

Individual's Name

Mar 21,2018
Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



- S850 Pre-Screening Notlee and Certification Request for

Departmant of the Traasury

(Rev. March 2016) the Work Opportunity Credit l OMB No, 1545-1500
Intemal Reveruo Sorvico P Information about Form 8850 and Ra separate instructions is at www.rs.gov/form8850.

Job applicant: Fill in the lines below and check any boxes that apply. Complete only this side,
Yourname  Paigevoss Soclal security number > 474338234

Street address where you live 1203 sHryeravee

City or town, state, and ZIPcode  Maplewood mn 55109
County Ramsey Telephone number 1051030214

If you are under age 40, enter your date of birth (month, day, yea) 10301997

1 Chsck here if you received a conditional certification from the state workfarce agency (SWA) or a participating local agency
for the wark opportunity credit.

2 Cheok hers if any of the following statements apply to you. :
* | am a member of a family that has received assistance from Temporary Assistance for Needy Famifies (TANF) for any 9
months during the past 18 months.
s 1 am a veteran and a member of a family that recelved Supplemental Nutrition Assistance Program (SNAP) bensfits (food
stamps) for at least a 3-month period during the past 15 months.

» | wes referred here by a rehabllitation agency approved by the stats, an smployment network under the Ticket to Work
program, or the Depariment of Veterans Aifairs.

* | am at [east age 18 but not age 40 or older and | am a member of a famlly that:
a. Recsived SNAP benefits (food stamps) for the past 8 months; or
b. Received SNAP benefits (food stamps) for at [east S of the past 5 months, but is no longer efigible to receive them.

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

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

¢ | am a vsteran and | was unsmpioyed for a period or periods totaling st least 4 wesks but less than 6 months during the
past year.

3 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.

P

Gheck here if you are a veteran entitied to compensation for a servica-connected disability and you ware discharged or
releasad from active duty in the U.8. Armed Forces during the past vear.

8 [D Cheok hera if you are a vetsran entitied to compensation for a service-connected disability and you were unemployed for a
_ period or periods totaling at least 8 months during the past year.

Cheok 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 beglnning after August 5, 1997, and the earliest 18-month pariod beginning
after August 5, 1987, endad during the past 2 years; or

¢ Stopped being eligible for TANF payments during the past 2 years bacause federal or stats 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 sonssoutive wesks and for all or part of that period
you received unemployment compensation.

Signature—All Applicants Must Sign

Under penalties of parjury, | daclara that | gave ths above informafion to the empioyer on or bafore the day | was offerad a Job, and it 1, 1o the best of my kngwiedgs, true,
correct, and complets,

Job applicant’s signature P Fuign v (Mer 21, 2016) Date Mar21,2018
For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat, No, 228511 Form 8850 {Rov, 3-2016)




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:
Paige voss 1203 sHryeravee Maplewood mn 55109

S8 { Date of Birth: Age: Have yon wurked for | If yes, location:

474338234 10301997 20 |TpeEgeEr? | Nja

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

1. Have you or has anyone living with you received Temporary Assistance to Needy Families (TANF) g @
at any time since Augnst §, 19972 (If yes, plesse provids 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? O @
(X yas, plesss provide information below.)
Name of the parson receiving benafits: . Relationshiptoyom: _____
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 (SSDT) benefits.
*f vou checked yes please provide a copy of your SSI documentation.

@

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

[ Vocational Retibilitation Agency ] Dept. of Veterans Affuirs [[]] Employment Network (Ticket to Work Program)
Name of Ageacy: Phoned: ___
Chy: ____ County: _____ Stater ___
*if you checked yes please provide a copy of your active Individual Work Plan and Ticket to Work documentation.
5. Areyou a Veteran of the U.S. Military? *Ifyes, please provide a copy of your DD-214 and letter of separation.
(If yes, pleass provide information below. If no, please continue to question #6.)
Dates of Service - From: To:
Branch of Service:
Are you entitled to or are you receiving compensation for a service-connected disahility?

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

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

@

Q
©

g

ol Q aQ
e @ @p

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

Was thisa [[]] Federal ar [] State conviction? 1 State - County: ____ State:_____

i s _ Abditional s Crofits
TEC (Native American): Are yon or your spouss a member of a Nattve American Tribe®
Ifyou checked yes please provide a copy ¢f your CDIB card,
CA Residents: [L] Are you the child of foster parents? [C] Do you receive CalWosks? [[] Worlkforce nvestment Act?
Are you & migrant or seasonal farm worker? [[] Have you ever besn convicted of a misdemeanor?
SCResidents: [ Do you receive Femily Independence Benefits?

PLEASE READ, SIGN, AND DATE:

Under penalties of perjury, | declare the Information ebove to be frue and accurete to the best of my kmowledge, and 1 hershy autharize any agency, arganization, or
individuals to supply such vesifleation or information thar may be needed 1o determine tex eredit aligibilit to my wnplayer, employer representative (Associated
Cansultants, Inc. dba Retrotaz), or the Deparment of Labor,

New Employee Signature: 53%en. hme Date: Mar21,2018

Q
@




U.S. Department Labor OMB Cantrol No. 1205-0371
Employment and Training Administration Expiration Date: Jarmary 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 thet this information is true and correct to the best of my
knowledge.

New Hire’s Signature: —MW T I Date Mar21,2018

New Hire Name: ___Paige voss

Social Security Number: 474338234
Employer Name:

Please check the statements below if they apply to you.

01 1declare that | was in a period of unemployment that is at least 27
‘consecutive weeks and for all or part of that period | received unemployment
compensation.

O | declare that | have beenina period of unemployment since

(Enter start date)

Privacy Act Nofice: : :

The Intemei Revenue Coda of 1888, Seclion 51, as amended and fis enacing legisiafion, P.L. 104-188, specify that the Siate Workforce Agencies are the
“designated" agencies responsible for administering the WOTC corification procedures of this program. The information you have provided compieting this
Torm will be distlosad by your employer to fhe Stata Workiorce Agency. Provision of this information s voluntery; howaver the information is required o
dsiamine your employar's efigihility for the fedanml tax credit

VD 60 AP o PR D | BID © ) D T DS P B ) 9 B S0 GLE S S G 9 ) IR0 S TS O O P % R €4 Y 0 0 e # O WS 3§ S @ S Gy 0 S YR & O 4D AU PP UIP O B GT 0 0 UD % PN ¢ £ O § T MM § + dme - ST § Aoowt  $ e § § —y &

Public Burden Statement:

Pasons are not required o respand to fhis collection of information unless i displays a currenfly valid OM B contro! number. Respondenis’ abligation to
complale this form is required 10 obizin or retain benefits (P.L. 111-5), Public reporing burden s estimated to average 10 minules per response, including the
fimo for reviewing insinuclions, ssarching existing data sources, gathering and meintzining the data needed, and completing and reviewing the collection of
Information. Send comments regarding fhis burden estimate to the U.S. Dapartment of Labar, Division of Nefional Programs Tools Technical Assistance,
Room C-4610, Wasfington, D.C. 20210 (Paperwork Reduciion Project 1205-0371), Flease do not submit complate forms to this address,

117-
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Bensfits Enroliment Form Reh

Acdress City State Zip Code

Gender L] Male | Werital States L] Single | Date of BUth Data of Hire
[] remate {[] Maried Divoroed

Phone Number: Email Addrass:

Please Select Desired Caverage:

Employee Only - [ ] Employeet+Spouse - Employee+Chiid{ren) - [J] Family «
El $24.00/Week $38.00/Week I_D—_l $38.00/Week 83.00/Week

e SRR M PR ‘ EM::* 9 qu’:l:wn
T G RN R = ‘EI : mﬁmp
D Male
BFF. DATE
EFF. DATE
EFF, DATE

Impiteen ASintwiad gemen. 2ntl futheraton - | hereby apply for the group bensfitis) es indioated, | acimowledge that all entries are true and complete and that
any misstataments or fallure to rapost information may be used as the basis for capceflation of coverage for me and my dependsntis), if any, from tha original
effactive date, Further, | authorize my employer to make the necessary payroll dsduction of premiums for coverages | hava elected.

[iF ENROLLING - YOU MUST SIGN HERE

Employse Signature Dat Mar 21,2018
EPLY BES BECLILIG | am DgCUEW@ coverage

luntiarstanci that | and/or my dependants, Fany, walve any coverage and desira to participate inthe plan at a tater dote. (hwe may ba considaratl a late anroflee and
must mest the requirements dsfined in the Cartificats of Coveraga for the company's medical or dentat If 1 desling enroliment far myself or my depandents
(including my spouss) baoauss of ather covarage, § may, in futura bo able to enrol) myseif or my de In this plan, provided | request snroliment within 89
days efier the other coverags enus, in addifion, if 2 new dependant relationship forms 2s a result of manriage, birth, adeption, placement for adaption oipmtlugsuitr
of adoption, § may ke nbia 1o envail myseif or my dapandent, provided ] requast anvoliment within 81 days of the event, .

IF DECLINING- YOU MUST SIGN HERE

Employee SIgnature Py vous (Mar 21,7035 oate Mar21,2018
Employer Soluilons Staffing Group Health Bansfits Team
PO Box 48270
Minneapolls, MN 85344

Phone: £52-T87-8519 Fax: 952-767-8518
Email: Health@employemeolutionsgroup.cam



Fixed Indemm’cy Medical Benefits_Plan 2

ENR@LLMEN‘T FORM ZSC CUUNAC-MN) P1 v18.2
NULTON I PRINT USING BLACK or BLUE INK (Miust Be Filled Out)
Social Saeuraty ry Home Phone SQD@.D
Apt &
e - 5E o L ivan olll .éé“?dgjﬁs

B L T P P T - s =t e dv——  rv——————

Med:cara l-’ea!th !nsurance Claim Number {HICN) - | M;-&Tca; E#ec.we Date il

Name of Covered Person (s): b Al
1' ' . . smman .. 2' 3.

wma o v T -

i b i > o —

Payroﬂ Deﬂuctad | Weekly Rates

You MUST se!ect a coverage level bafore any benefits in Section C. Your coverage jevel for the all benefits in Section C will ba
identical. Tha Fixed Indemnity Medical Plan, Dental Plen, Term Life Plan, and Short-Term Disability plans are underwritten by BCS

Insurance Company. The Vision plan is underwritten by Companion Life Insurance Company.
SELECT COVERAGE LEVEL "UCo NORVINITY | pantar VISION - | TERMUFE | SHORETZRM
Employse Only $2025 “ , $6.17 .:'F $2.42 {?ﬁ $0.60 ‘E‘ $4.20 k A
Employes + 1 $41.10 $12.24 $4.92 $0.50
Employee + Family $54.88 $20.26 $6.56 $1.80
NO 0 AL Benefis O] | Dlves Olne | Dlves Dine | Olves Olne | Dyes Olne | Olves Ono

1This coverage is not available to residents of NH, Hi, or PR. *STD is not available to pesons who wark in CA, 5, NJ, NY, or Rl

For Term Life / Accidental Death & Dismemberment, piease write in your beneficiary information. Accidental Death &
Dismemberment i3 part of the Term Life Benefit.

Namg Relationship

by e L et 8 (ot N Sty W

Social Security # Date of Birth_ Sex Relationshi
// D@E:Iﬂ:ﬂ SpouseE Child D Domestic Pariner

Name Social Securfty # DeteofBirth_Sex lationship

(¢ 0O @ Spouse] ] Child [ JDomestic Partnar
Name Social Security # Date of 33r:h Relationship

/7 @ [[kpouse [ crid [ Domestic Pariner
Name Social Security # Date of Birth  Sgx Re ationship

17 E@EB] .Spouse[:](:‘a lc. Domestic Partner

FRZeINS S [ NVNEIEEE YOU MIUST SIGN AND DATE, EVEN IF YOU DECLINE COVERAGE
| have read the benefit packet.and understand its limitations, | understand that open gnrcliment is only available for
8 limited time and | understand that making no bensfit selection s a declination of coverage.

DATE Mar?,l 201? - P~ SIGNATURE 7V piar 2, 018

——— - o e > AEIE LL 1§ e b owaion o — SR D o 5 g s e B 1 ek e L bErewn o retem et

*This Plan DOES NOT Alleviate the Individual Mandate Penalty* e il e—
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