v rrEM T E-Verify: Print Case Details - Preview

EVerify

. SENSITIVE BUT UNCLASSIFIED
Case Verification Number: 2017353154300P8
Raport Prepared: 12/19/2017
Sompany information
e - CompemriDeS7ae Company Name; Empbywsmsmu&wp
Emgm Information
Last Name: Pastrana First Name; Jufian
Date of Birth: 08/28/1897 Sodalsaclnﬂynwnbm""'ﬂﬁ
Hire Date: 1211802017 cmummpsmndﬂmnfmumum
Document Information
unanoumnnmmmmmmuuwaus.Mwmmum menmmsmmmcam
Document Name; Driver's licanss Document State; Minnesota
Dﬂvafhl.loumcrlncammlmbﬂ: Dmmmamuanmnmmanm
Sase Status Information _
Final Case Result:; Employment Authorized Employer Caga ID;
Case Submiitad On; 12/19/2017 Case Submitted By: KRIT7027
Closed On: 12/18/2017 Closed By: KRiT7027
Closure Statement; The employes eontinues to work for the empluyerafbrmaivhu an Employment Authorized result,
SENSITIVE BUT UNCLASSIFIED
hﬂps:lle-varify.uscls.govlwab/PrlntCasaDatalIs.aspx?CaseVerNum=201 7353154300PS A

T
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‘Fhis card is the official verification of your. SO
Please:sigh it right away. Keep it in a safe plac]- i
[mpf'iiﬁ,e'nusefof this card orpumber by anyonc js punishable by fine,
imprisonment or both. . = 4 3
This cz’x;d'belongs.lo the Social Security Admir stration and you must:
relumj}.if we ask for it- - :
ewrmit L =
please returg it to:

| 1f you find a card that isn’t yours,
i) Social Security Administration ;

S P.O. Box 17087, Baltimore, MD . 1235,

For any offier Social Scohrit&'business/infd__ ation, contact your

[ f you write toil above address for any

acal Social Security office. 1 ]
ing-a-found card, ifwill take {onges_ for us

busineds other @ 1 §
to answer your lettey. : LR == B
Social Security Admlnlstyatlon’ £ 4 8 )i g 23 5,6

‘Form SSA-3000 (+-95)




Employment Eligibility Verification USCIS
Department of Homeland Security Form I-9

Tasra)
ENLM S o ) T 4 OMB No. 1615-0047
T U.S. Citizenship and Immigration Services Bxpires 08/31/2019
ection 2, Employer or Authorized Representative Review and Veri ication '
{Emplayers or their authorized representative must complete and Sign Section 2 within 3 business days of the employee's first day of employment. You

must physically examine one document from List A OR @ combination of one document from List B and one document from List C as listed on the “Lists
of Acceptable Dacuments. )

_—_—‘—"——'—"——F__"‘—“_ :
Employes Info from Saction 4 e (Family Nemme) F}m-y%m i{\GN.T i t cmfwmm i
ListA— OR ListB D ListC
Identity and Employment Authorization Identity Employment Authorization

Document Title Document Title Document Title

eonCaoincn C axd A
Issuing Authority Ing Authormb Issuing Authority

gbif (o) B!QDS SQ'\:_CB S . S g
Document Number Document Number Document Number

F&amﬂﬂlS@@tg 16\Q -GF ~uwig

Expiration Date {ifany)(mmlud/yyyy) Expiration Date (i any)(mm/ddfyyyy) Expiration Date ﬂfany)(mm/dd/yyyy)

k-3p- CiP

Document Title

Issulng Authority Additional information ,,%R,,mgmggg

Document Number

Expiration Date (ﬂ’any)(mm/dd/yyyn

Document Title
Issuing Authority
Document Number

Explirafion Date (i any)(mm/ddfyyyy)

Certification: | attest, under Penalty of perjury, that (1) I have examined the document(s) presented by the above-named employea,
(2) the above-listad document(s) appear to be genuine and to relate to the employes named, and (3) to the best of my knowledge the
employee Is authorizad to work in the United States,

The employee's first day of employment (mnvdd/yyyy): 3‘2- \9 -2 @3.(333 instructions for exemptions)
Signaty gr fir Authorized Representative Today's Date {mm/ddsyyyy) A

DIy )
i ANITAF -180-2¢1y.
Last Namg of Employer or Authorized Representative F\\T)b)&ne of Emplayer or Authorized Representative Empl

hittex

Employer's Businpe\ss or Organhaﬁt‘n Address (Street Number and Name) Cf}y or T
—THOC Bluing Clud Dr. Suite. 200 | E8en Doy o

Section 3. Reverification and Rehires (To be completed and signed by employer or authorized

A. New Name (if applicabla) [B. Date of Rehire (i applicable)
Last Name (Family Nams) First Name (Given Name) Middle Initial Date {mm/ddjyyyy)

C. if the employee's previous grant of employment authorization has expired, provide the Information for the document or receipt that establishes
continuing employment authorization in the space provided below.

Document Title Document Number Explration Date (i any) {mm/ddiyyyy)

1 attest, under penaity of perjury, that to the best of my knowledge, this employee is authorized to work In the United States, and if
the employee presented document(s), the document(s) | have examined appear to be genuine and to relate to the individual.

Signature of Employer or Authorized Representative Today's Date {mm/ddyyyy) Name of Employer or Authorized Representative

Form1-9 07/17/17 N Page 2 of 3



www.esgstaffingsolutions.com

employer solutions staffing group..

New Hire Application

PO Box 46270

Minneapolis, MN 55344-9956

Tel: 952.835,1288

Personal Data~ PLEASE PRINT LEGIBLY N INK
——— T =uiBL Y IN INR

Last Name Pastrana

First Name __JJulian

Middle initia] 13

c‘tyIStatelz'p Saint Paul, MN

Phone Number

Apt/Ste

55109 Soclal Security Last Four XXX-XX-
6512780762 Emall Address @
Staffing Agency/Recruitment Partngr CMG
loyment ars co itional upon sa ctory proof of ide d legal abllity to wo n the U.S.A.

All offers of e

Are you legally authorized to work in the United States of America? @1YES (INO
Applicant Certification and Authorization

| authorize Employer Solutions Staffing Group
qualifications for employment. | authorizs E
regarding my previous duties, responsibiliti

| understand that & comp

This may Include but Is not limited to, investi
required by clients, government regulations or by ESS

| certify that all statements made in my application are true and accurate and

rehensive background check m

igations of

false or misieading information, | understand that any

consideration for employment or,

(ESSG) to use the Information
SSG to maks Inquiries of my fo
, performancs, compansation

criminal and/or co
G policies.

IF hired, | agree to abide by the poncie.s and procedures of ESSG.

Ll Zattramg

Jultan Pastiana {Dec 18, 2017)

Julian Pastrana

nviction records, driving

and statements contained in this application to detemine my
rmer employers, except as indicated in this application,
and eligibility for rehire,

8y be conducted fo determine my eligibility for hire by certain clients of ESSG,
records and/or a drug screen test as

that | have not omitted any material information or provided
meterial omission or misrepresentation will result in my disqualification from
if discovered after | begin employment, will resuit In my termination.

Dec 19, 2017

Name (Print or type)

A copy or facsimile ("fax") will ba considerad the Same as an original signature, Emall wiij ONLY he used for employment correspondence

Applicant's Signature

Date

For ESSG Office Usa Only
DOH —_— | NHw -9 8850 w4
Emergency Contact Info Background Release Form Background Resuits Unemployment Letter ESC Application
(it applicabls)
For ESSG Client Use
DOH ROP Work Site Loe. WC Code
BSSG-~- CMG-CO Rev. 04/2017



v
exceptions don't 1o nwage Income, if [l of
Form W-4 (2017) Gresis s B DS 5P  SUBplemerta wages Mm&&‘&’?ﬁ&’iﬁm%m
Baslo Instiuctions. if you aren't gansidar making m"‘"‘“
Purpase, Complete Form W-4 so that your the Peraanal Aaungng Woﬂmm%‘élw% 1040-£8, %ﬁg{'ﬂ ,','.?';og’&"‘m":;
smployer can withhold the oorrect fedéral income Worlshests on page 2 further adjust your mm 588 Pub. 505 80 fing ol ehould
VW ot et o e compieing & nw o deciotrd oo i Sy e s e Gl
situation dviggas. i or two-eamens/multiple jobs ne. ww or m u{;l:sén "a’f:uh, l'agva athe
Exam) withho! It exempt, o] all . However,
compl etva:%&:ﬁ:aa 1,2, lg.l:.s'm!ginar:dgn the w°o:"5:'u” M“TW Fnrragularyo" m er “mﬁ”"m h ogg’:l!ﬁlm
form to it. Your exem, nnfurzmn:ﬁgas Wages, withhoiding must be based on allowanpes Mmmwm Will b Inoat actuate
16, 2018, Ses Pub. 508, Tax Withholding you ciaimed and may not be a fiat amount or whmallaﬂuwmmammoa e
and Tax, percantage of wages, fean cisle oy Torthe highest marum&umm
___Noh:lfmmherpmeané%mm =3 - onyo'-u?t:xm“:nml?d claimed an the Seo Puh, 505 for detalls,
I trom withhalding nmﬁ income exoeeds $1,050 you are unmarried and pay more than 5096 oftza m alten, If %"‘ﬂ%’j"&&%ﬁ
&nd inoiudes more han $350 of uneamed Inooms (for coats of keg ;ﬁ;hnmeforyomseﬂandg:ew Nommwbehmco lating fhis oo,
exampls, interest and dividends), de, an% ualiying Individuals, mpieting
Anem be able to cialm ' n, and Check your withholding. After your Form W-4 takes
aémwmg avmglfihaemplayeela Filing Information, for offeat, use Pub, 505 to ses how the amount you ars
withheld com 10 your projected total tax
a dependent, if the employes; Taxmm%.vauoauw:ﬁ%egwmamm f";‘gﬁmm,msgé? pro el
* I8 age 66 or cider, WnOI Gying your Craditafor oMl ordependent oot S1m s {Single) or $180,000 aceat
s blind, or maxpmandmadmdtaxmdnmybaolahnsd Future developments, Information about any future
« Will i enta to Inoome; tax e L ﬂueg&pf:rnlalAumnmwmshmbsluw. {:Ievelo nm%&% -4 mwmaga B
emized, Qodumm: on his o her tex retn rectS 10 Wihep g o O Canverting Your ofher W, oy, o release g
Personal Allowances Workshest (Keep for your records,)
A Entarﬂ’mryaumeﬂﬁnooneelsecanclaimyouasadependent. ° 0200000000000 a0.5 0
* You're single and have only one job; or
B Enter*1”if; { » You're married, have only one job, and your spouse doesn't work; or o B
* Your wages from a second fob or your spouse's wages (or the total of both) are $1,600 or less,
C  Enter 17 for your spouse, But, you may chooss to enter “-0-" if you are married and have either a working spouse or more
than one job, {Entering *-0-» may help you avold having too fittle tax withhed) . ., . , ., . . o 0 0. 0 o o c
D  Enter number of dependents (other than your spouse or yourself) you will elaim on your tax retum o D
E  Enter 1 if you will file as head of household on your tax retumn (see conditions under Head of housshoid above) . , E
F  Enter“1” If you have at least $2,000 of chiid or dependent care expenses for which you plan to claim a credit N
{Note: Do not include child Support payments, See Pub. 503, Child and Dependent Care Expenses, for details,)
G  Child Tax Credit (including additional ohild tax credit). Sea Pub. 972, Child Tax CredH, for more information,
* if your total income will be jess than $70,000 ($100,000 if married), enter “2” for each eligible ohild; then less *1~ ifyou
have two to four eligible children or leas “2° i you have five or more eligible children,
* If your total income will be betwsen $70,000 and $84,000 ($100,000 and $118,000 if married), enter *1” for each eligble chiid. @
H Add lines A through G and enter total here, (Nota:ThIsmaybedﬁferantfrom manumberofexamptlonsyouclalm onyour tax retum.) b H

® If you plan to Remize or claim adjustments to income and want to reduce your withholding, see the Deductions
For accuracy, | gan Adjustments Workshest on pags 2.
complete all * If you are single and have more than one job or are married and you and your spouse hoth work and the combined
worksheeis eamln?a from all jobs exceed $50,000 ($20,000 if married), ses the Two-Eamers/Multiple Johs Workshest on page 2
that apply. to avold having too little tax withheld.

® if neither of the ahove siuations applies, stop here and enter the number from line H on line & of Form W~4 below.

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

5 w_4 Employee’s Withholding Allowance Certificate OMB No. 1645-0074
o » Whether yon are entitied to slaim a certain numher of allowances or exemption from withholding ja 2@ 1 7
Suhject to review by the IRB. Your ampioyer may be required to send a copy of this form to the IRS,

Initial Last name 2 Your socla] security number
Julian = Pastrana 619984145
Home address (number and strat or rural rous) 3 [® singe O Marod Q Married, but withhola &t higher Singfe rate,
1481 Sixth Street East Nota: 1f marred, but egally separsisd, or spouse s 8 norvesident e, chack the "Single” bax.
Chty or town, state, and ZIP code 4 Myouriastname differs from that shown on your soclal security card,
Saint Paul, MN 55109 check here. You must call 1-800-772-1213 for 5 replacement card, P
5  Total number of allowances youare claiming (from line H above or from the appiicable worksheet on page 2) §| 2

6
7

Additional amount, if any, you want withheld from eachpaycheck ., , , , . 0 Yo 20 o] o R 6%
1 clalm exemption from withholding for 2017, and | certify that | mest both of the following conditions for exemption, [Eaiarwd e
» Last year | had a right to a refund of all federal inoome tax withheld because | had no tax liabllity, and " '
* This year | expect a refund of all federal Income tax withhald because | expact to have no tax liability.

lfyoumeetbothcondiﬁons,write“Exempt”hara. L B R S R k1
Under penelties of perjury, | dedlara that | have examined this certificats and, to the best of my knowledge and bellef, it is trus, correct, and complets,
Employee’s signaturs
(This form Is not valid unless you sign jt) »  Jullan Pastrana (Dac 29, 2017) Date» Dec 19,2017
8  Employer's name and address {Emplayer: Complate lines 8 and 10 only if sending to the IR8) | 8 Officacode {optional) | 10 Employer Identification number (EIN)
For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 102200 Form W~4 2017)



copy of a voided check. (2 deposit slip win not work) ’
bmkawoumMymd&mdmmhuMdnmambmthdlmyMkezWModa.

» &nd record information thyt
rovide all of the following information that will enabls the financial institution g iden
submit a Direct Deposit/Payrol) Debit Card Authorizati provide the necessary information and issue you g Payroll Debit
Card to payiyour wages, For youy Protection, the financig] institution may ask you to provide them additiona identification
verify yonr id

tify you, If

Bxceptﬁ)rthemuﬁngandaccoumnumber,ESSGdoesnmhaveaccmmany!nﬁmnaﬁon

regarding your Payroj) Debit Card account or
transactions. On yoyr first payday, You will receive your new Payroll Debit Card, and g packst containing ail of the terms and conditions, You wil
then sign acknowledglng that you received the Payroll Depit Card and packet, Your Payroll Debit Card will be reloaded on each payday yoy receive
wages, :

information gg they can

CARDHOLDER INFORMATION (as you want Jour Payroll Debit Card to be issued)
iim Name I\I\QV\ Ml Last Name QO\°J \"(\0 C ate of Birth 6 2-8 __Q\-\’
Street Address (roaoxnmAcczrrsts) \'\{B\ g\y\a\,\ S’N‘ &{}t % sgwsw AL )
St Qo R, (% Cs\ba S
RECEIPT OF PAYROLL DEBIT CARD (to be completed when yoy pick up your Payroll Debit Card)
Payroll Debit Card Routing # Payroll Debit Carg Account

"HAS3 -dooy 19499 ooqg
I havemuivedmyPaymll Debit Card, welcomehmchmc, pmgmnﬁes,pmmtenna,cmdiﬁons, and disclosures, Byacﬁvaﬁngmy Payroll Debit Card,
Iamameh:gtothepmgmntennx,condiﬁons,anddisclosm'esﬂ:atmincludedormadeavaﬂablammc&omdmto
authorize the finan,

time from the financia] institution, I
cial instimu‘ontodabitmyPaymuDebitCardammtﬂwrﬂneﬁesdeswibedinﬂneﬁeachedulethatis
conditions, and disclosures,

Employee’s Signature:

to dire Wwages/compensation payments, net of required tax withholdings, other required withhaoldings
or authorized deductions, into my account(s) as designated aboye and to initiate, ifneeessmy, debit entries and adjustmentsfor any credit entries

made in error to my account(s), * E-mail is required for Pay stub information,

*E-mail:

this information wii] only be used to seng your paystubs electronically
Employee's Signature; =l

Date;

e




EMPLOYER SOLUTIONS ST, AFFING GROUP
BACKGROUND CHECK AUTHORIZATION

Employee Name: Jullan Pastrana
(First) (Middle) (Last)
_FQBneLName(s)sndBntesUsadr- S e e e )
Current Address Since: 1481 Sixth Street East Saint Paul, MN 55109
(Mo/Yr) (Street) (City) (State/Zip)
Previous Address From:
(Mo/Yr) (Street) (City) (State/Zip)
Previous Address From:
{Mo/Yr) (Street) (City) (State/Zip)
Social Security Number: __ 619984145 pos;_06/28/97
Phone Number: 6512780762

Driver’s License Number/State:

The Information contained in this application is correct to the best of my knowledge,

| 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 residences; employment history, education background, character references; drug testing, civil
and criminal history records from any criminal justice agency in any or all federal, state, county jurisdictions; driving
records, hirth records, and any other public records,

| further authorize any individual, company, firm, corporation, or public agency to divulge any and all Information, verbal

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

Signature: W Date: Dec 19, 2017

Notice to CA, MIN, and Ok Residents: :
Please check the box below if You wish to recejve a copy of a consumer report that is requested.
1 wish to receive a copy of any Background Check Report on me that is requested,



Para informacidn en espafiol, visite www.cansumerfinance.govflearnmore o escribe a la Consumer Financial Protection Bureay, 1700 G Street N.W., Washington,

DL 20552,

The federal Fair Credit Reporting Act (FCRA) promates the accuracy, faimess, and privacy of information in the files of consumer
types of consumer reporting agencles, including credit bureaus angd specialty agencies (such as agencles th
recards, and rental history records), Herelsa summary of your major rights under the FCRA, For more Information, including information about additional rights,

20 www.co! El

L] Vounmsthetoldiﬂnfonnaﬂnnhyuurﬁlehubm used against you, Anyone who uses a credit report or an:
cation for credit, insurance, or employment — or to take another adverse action against

number of the agancy that provided the information. =

® You have the right to inow what is In your file, You may request and obtain al) the information about you in the files of a consumer reporting agency (your “file
disclosure”). You will be required to provide proper Identification, which may include your Social Security number. in many cases, the disclasura will be free, You

are entitied to a free file disclosure if;

® a person has taken adverse action against you because of information in your credit repori;

*® you are the victim of identity theft and place a fraud alert In your file;

e your fila contains inaccurate information as a result of fraud;

® you are on public assistance;

® You are unemployed but expect to apply for employment within 60 days.

In addition, all consumers are entitled to one free disciosure every 12 manths upon request from each

sumer reporting agencles. See Mmmmmmmm for additional information,

® You have the right to askfora credit score, Credit scores are numerical summaries of

other type of consumer report to deny your appli-
you—mustteﬂwu,andmustglvewuﬂlenamgmmdmg e

nationwide credit bureau and from nationwide specialty con-

your credit-worthiness based on information fram credit bureaus. You may

request a credit score from consumer reporting agencies that craate scores or distribute scores used in residential real property loans, but you will have to pay for
It. in some mortgage transactions, you will recelve credit score Information for free from the mortgage lender,

® You have the right to dispute Incomplete or inaccurate information, if you Identify Information in
consumer reporting agency, the agency must Investigate unless your dispute Is frivolous, Ses www.consumerfinance.gov/learnmore

procedures,

© Consumar reporting agencies must correct or delete inaccurate, incomplete, or unverifiabie Information,
must be removed or correctad, usually within 30 days. However, a consumer reporting agency may contin

® Consumer reporting agencies may not report outdated negative information, In most cases, a consumer

your file that is incomplete or inaccurate, and report it to the

jare for an explanation of dispute

that is mora than seven years old, or bankruptcles that are more than 10 years oid,

@ Access to your file Is limited. A consumer Teporting agency may provide Information about you only to peaple with a valld need ~ usually to consider an applica-

tion with a creditor, insurer, employer, landlord, or other business, The FCRA specifies those with a valid need for access,
® You must give your consent for reporis to be provided to employers. A consumer reporting agency may not give out information about you to your employer, or

a potential employer, withoyt your written consant given to the employer. Written consent generally is not required in the trucking industry. For more Infor-

mation, goto www.consumerfinance.gov/learnmore,

o Youmay limit “prescreencd” offers of credit and insurance you get based on Iinformation
insurance must include a toll-free phone number you can call i you choose to remove your name and address from the lists these offers are based on, You may

opt-out with the nationwide credit bureaus at 1-888-567-8688,

¢ You may seek damages from violators, if @ consumer reporting agency, or, In some cases,

reparting agency violates the FCRA, yau may be ahle to sue in state or federal court,

o [dentity theft victims and active duty military parsonne! have additional vights, For more information, visit www.consu na:
States may enforce the FCRA, and many states have their own consumer reporting laws, In some cases, you may have more rights under state law,

Inaccurate, incomplete or unverifiable Information
ue to report information It has verified as accurate,

repaorting agency may not report negative information

In your credit report, Unsolicited “prescreened” offers for credit and

b. Such affiliates that are not banks, savings associations, or credit unions also
should list, In addition to the Bureau:

mation, contact your state or local consumer on or your state Attorney General, For ation about your federal ri; hts, contact:
TYPE OF BUSINESS: CONTACT:
1.a, Banks, savings associations, and credit unions with total assets of over &, Bureau of Consumer Financial Pratection
$10 billien and their affiliates. 1700 G Streat NW

Washington, DC 20552

b. Federal Trade Commission: Consumer Response Center ~ FCRA
Washington, DC 20580
{877) 382-4357

2.To the extent not included in item 1 above:
a. National banks, federal savings assoclations, and federal branches and fad-
eral agenties of farelgn banks

b. State member banks, branches and agencles of foreign banks (other than
federal branches, faderal agencles, and insured state branches of foreign
banks), commercial lending companles owned or controlled by forelgn banks,
and organizations operating under sectian 25 or 25A of the Federal Reserve
Act .

¢. Nonmember Insured Banks, Insured State Branches of Forelgn Banks, and
Insured state savings associations

d, Federal Credit Unions

a, Office of the Comptroller of the Currency
Customer Assistance Group

1301 McKinney Street, Sulte 3450
Houston, TX 77010-9050

b, Federal Reserve Consumer Help Center
P.0. Box 1200
Minneapolis, MN 55480

¢. FDIC Consumer Response Center
1100 Walnut Street, Box #11
Kansas City, MO 64106

d. Natlonal Credit Union Administration

@ user of consumer reports or a furnisher of Information to a consumer

For more infor-



EMERGENCY CONTACT INFORMATION
=—=du=Nu T LUNIACT INFORMATIO)

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

Employee Name: Julian Pastrana
Address; _ 1481 Sixth Street East Saint Paul, MN 55108

Name:  Mariano Fernandez Cell Phone: 651-278-0762
Relationship: Work Phone;
Contact #2 Home Phone:
Name: Cell Phone:
Relationship: Work Phone:

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

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



employer solutions staffing group..

STATEMENT OF CONFIDENT IALITY

This agreement made this day of , 201__, between
Employer Solutions Staffing Group LLC, hereinafter referred to as “employer”,
and hereatfter 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 provislons hereof, the
employee agrees to pay to the employer the sum of $10,000 as liguidated
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,

.:"uuan Pannmai {Dec 19, 2007)

Employee Signature

Employer Solutions Staffing Group LLC, Representative



employér solutions staffing gnoup
INJURY MANAGEMENT PROGRAM

Injured Worker's Responsibilities

As your employer, we are concerned about your full recovery. Reasonable and
necessary medical care will be pald 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 possibie 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.min.imum of once every two weeks. Failure to have current medical support

possible.

Obtain a Report of Workability from your physician at every appointment, a
minimum of once every two weeks, M.R. 56221.0420 requires that your physician
cooperate with return to work planning and that you be released to return fo 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 suitabie 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, 3

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.

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

Signed: M‘MM‘W“ Pastrans (bec 15, 2017)

Printed Name: Julian Pastrana




employer solutions staffing group..

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.

been cashed and if the loss of check was not your fault, ESSG will issue a
new check and no fee will b educted.

CHEQUES DE/PAGO PERDIDOS O ROBADOS

8i un cheque de pago se plerde (que falta, fuera de lugar, destruido, perdido en
el correo, etc), usted debe notificar a su reclutador de personal que el cheque no

Si su cheque de Pago fue robado, primero debe denunciar el robo a Ia policia
antes de que podamos volver a emitir g cheque. Una vez hecho esto, usted

AGREED/SE ACUERDA—

Name/Nombre (con letra de molde): Jullan Pastrana

Signature/Firma: Julian Pastrana (De: 19, 2017)
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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,

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

e 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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employer solutions staffing group.. ;)

° —Righﬂorequestiﬁfm&nauon about safety and health hazards in the

workplace, appropriate precautions to take, and procedures to follow if
involved in an accident or exposed to hazardous substances
® Right to gain access to relevant personal exposure and medieal records,

You can have your name withheld from the host employer and any other entity, by

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 g
report to a manager of the host worksite employer and/or ESSG (by telephoning
952.835.1288/1.866.496.7573 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 (ESSG) at 952.835.1288/1.866.496.7573 with

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 ESSQ’s Safety Director at
952.835.1288/1.866.496.7573 in order fo obtain assistance in the resolution of such
matters.

Employee Name (Please Print)
Julian Pastrana

Employee’s Signature:

Jdy ity Date: Dec19,2017




rom 0890 Pre-Screening Notice and Certification Request for

(Rev. March 2016) the Work Opportunity Credit OMB No. 1645-1600
ieie v oty |, 1otormation about Farm 8860 and ts separate instructions Is &t www.irs.gov/formaasn,

Job applicant: Fill in the lines below and check any boxes that apply. Complete only this side.
Yourname _ Jullan Pastrana Soclal security number» 619984145
Strest address where youlive 1481 Sixth Street East ) i
City or town, stats, and ZIP code  Salnt Paul, MN 55109
County Telephone number 6512780762

¥ you are under age 40, enter your date of birth (month, day, year) 06/28/97

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

2 [TH Check hers If any of the following statements apply to you,

* lamamemberofa family that has received assistance from Temporary Assistance for Needy Familles (TANF) for any 9
months during the past 18 months.

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

* | was referred here by a rehabillitation 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 amember of a family that:
a. Recslved SNAP benefits (food stamps) for the past 6 months; or
b. Reoceived SNAP benefits (food stamps) for at least 8 of the past & months, but is no longer €ligible to receive them.

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

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

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

Check here if you are a veteran and you wers unemployed for & period or Periods totaling at least 8 months during the past
year.

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

5 Eﬂ] Check here i you are a veteran entitied to compensation for a service-connected disabllity and you were unemployed for a
period or periods totaling at least 6 months during the past year,

El Check here if you are a member of a family that:
* Received TANF payments for at least the past 18 months; or
* Received TANF payments for any 18 months beginning after August 5, 1897, and the earljest 18-month period beginning
after August 5, 1987, ended during the past 2 years; or

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

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

Signature—Ail Applicants Must Sign

Under penalties of perjury, | declare that 1 gave the abave information to the employer on ar before the day | was offered a job, and it i8, to the best of my knowledgs, frue,
sorrect, and complste,

Job applicant's signature >  Julln Pastrana (oec 13, 2517) Date D€C19,2017
For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 228511 Form 8850 (Rev. 3-2018)
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 J
. Form A (rev. 0322017 TAX CREDIT QUESTIONNAIRE RETROTAX
OYER SEC’I'IONg =0 bk FhkE R (PR »‘;dm;m:;zr:‘n::(:(w
Client: Company:
Location: Position; Starting Wage: $
EMPLOYEE SECTION:
First Name: Last Name: Snffix: Street Address: City/State: Zip:
Julian Pastrana 1481 Sixth StreetEast — | Sainf,Paul, MN 55109
SSi#: Date of Birth: Age: Have you worked for | If yes, location:
this company hefore?
619984:!.45 06/28/97 = UP NoL]
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) @ a

at any time since Angust 5, 1997? (If yes, please provide information below.)
Nameofthepemnreoelvingbeneﬁts: ~—— Relationshiptoyou: _____
City: __ County: ____  State:

2, Have you or has anyone living with yon received Food Stamps (SNAP) at any time during the past 15 months? O 0]
i below.)

Name of the person receiving beneﬁt;: ~—— Relationship to you; —_—
City: County: State:

4. Have yon received any type of vocational rehabilitation services within the past two years? (]I Q
Ifyes, Please indicate which type of worked with and provide their location Information below:

[D Vocational Rehabilitation Agency Dept. of Veterans Affhirs Employment Network (Ticket to Wark Program)
Name of Agenoy: Phone#: __
City: ___ Coumnty: State;
*If you checked yes please Dprovide a copy af your active Individual Work Plan and Ticket to Wark documentation,
5. Areyona Veteran of the U.8, Military? *}fyes, please provide a ofyour DD-214 and lotter af separation, Q Q
(lfyas’;plcasepmvideinﬁ:rmaﬁunbelm If no, pleass continue to question#ﬁ?py
Dates of Service - From: To:
Branch of Service; ——

| Are you entitled to or are you receiving compensation for a service-connected digability? g ! g Z

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

a g

Ifyes, dates of unemployment - From: To:

Did you receive unemployment compensation at any point during your unemployment? Q D
Q ¢

If'yes, in which state did you receive unemployment compensation? ___
7. Have yon been convicted of 3 felony or released from prison for a felony conviction in the past 12 months?
Convistion Date; Release Date;
Was this a [} Federal or Bl state conviotion? IfStato- Connty: ____ State:

X"

CA Residents: [T} Are yon the child of foster parents? [ T]] Do you recsive CalWorks? E Workforce Investment Act?

Are you a migrant or seagonal farm worker? D Have you ever been convicted ofa misdemeanor?
SC Residents: [[] Do you receive Family Independence Benefits?

Under penalties of perjury, 1 deciare the information above 1o be true and accurate to the best of my knowledge, and 1 hereby authorize any agency, organization, or
individuals to supply such ver{fication or information thas may be needed to determine tax credit eligibility to my employer, employer representative (Associated

New Employee Signature; ‘MMZ_ Date: Dec 19,2017
TSP (DR X 2




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 ne ——
Employers or consul = to-th Agency with IRS Form 8850 or if filed

Separately, with ETA Form 9061 (or ETA Form 9062) for each certification request filed for the new target
group.

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

New Hire’s Signature: Jmmmmmumn Date Dec19,2017

New Hire Name: __ Julian Pastrana

Social Security Number; 619984145

Employer Name:

Please check the statements below if they apply to you,

L 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 been in a period of unemployment since

(Enter start date)

Privacy Act Nofice;

The Intemal Revenue Code of 1686, Section 51, as amended and its enacling legislaion, P.L. 104-188, specify that the State Workforce Agencies ars fhe

“designated" agencles responsible for administering the WOTC certification procedures of this Program. The information you have provided complating this

form will be disclosed hyyouremployertomeStataWorkfomeAgencm Provislon of this Informafion i valuntary; however the Information is fequired fo
credit,

..—..—.n—'o—u—n—..—u—.o.—.n—u—n.—.n—.u—.u—u.—n

117-

ETA Form 9175 (Rev. November 2016)



Notification of Minnesota Law Re uirement —

Unemgloyment Acknowledgement

According fo Minnesota Statute section 268.095, subdivision 2, paragraph (d), an
applicant who, within five calendar days after completion of a suitable

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

It is your responsibility to contact ESSG (for instance, by calling 952.277.5227 or
using any other form of contact) for additional assignments. If you fail to do S0, 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. (Initial)

“Juian Qusm W-19-10)

Employee Signature; Date:

IuRan Qo \vepmen

Employee (please print your name here)

CMG_SM - Rev. 09.2013



RECEIPT OF EMPLOYEE HANDBODK AND EMPLOYMENT-AT-WILL STATEMENT

employment with the company may bhe 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.

my employment with the company.

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

DATE_\\~\™\~\_

EMPLOYEE
NAME

SN Qogkconge

PLEASE PRINT
EMPLOYEE
SIGNATURE JWN\a A Pons X LO~0\

ESSG W
REPRESENTATIVE

23



“

Acknowledgement of Receipt Antiharassment Policy

~— Icertify that | have received a copy of Employer Solutions Staffing Group’s Antiharassment Policy. |
understand that it is my responsibility to read this policy and ask my supervisor, a member of
management or to telephone Employer Solutions Group (ESSG) at 952.835.1288/1.866.496.7573 with
any questions | may have about this policy. | agree to comply with ESSG’s policy on Antiharassment
and understand failure to comply is grounds for disciplinary action, up to and including termination,

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)

T\ Qosd cowmpn

Employee’s Signature:

U Dot S Date; \\~\A~\"\

22



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 concemns

“during my orientation. Additionally, | understand and support the following:

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

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

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

4. lam responsible for the information provided herein and will, upon my separation,
return this handbook to my ESSG Consultant.

Date: W\~ \O\~ \Xr
Associate's Signature: " J\U\VQAWN QQLS\(TYN\O\

Associate's Printed Name: ) \J AN QO\:‘J\‘J‘O\/\O\
Orientation provided by:

24



Bt B o 1 | V'
S1Y301-EsG.g OFFICE use S A '-OCAT'Q'L..M,_\_. =S Rehire Date.:..ml: ..... /.
ENROLLMENT FORM ESC CUUNAC My ;
PE'!“!.!.S_'!,QLE!S::! SLUE ke (Must Be Filleq 07*’ e
N\ QQ\ Y Conen, | Social Security 4 ' Home Phone e
o R ,_ - 6\9-qg =WM9 I C..G\"'L'Vi'ﬁ"_‘7’\',""'L i ) ME
Address \W\Q\ AW, Gy erpen S ety ——
.......,.....-..__.., -..—. ..-:._. ... S . S : = = T e i = s P — -
= O\ —-2ILJID

D_YesDNo. IfYes, please ntinue
Medicarg Effectiv, Datg
Name of Covered Person {s):

.......... —— s 3 - .- by, i TP
NEFITS pLa coverage e - PAITON Dodictag Weskdy ey
You Must Select 5 Coverage lgyg) before any benefits ip, Section ¢, Your Coverage leyel for th

identica], The Fixed lndemnity Medica Plan, Denty Plan, Term Life p) i
Insurance Company. The Vision planis underwritre, by Cq

e.a-ll b in Séctit:-on- C wil) 1
an, and Short-Term D:sability Plans are underwri
MPanion Lifg Insurance Company.

Vision

SELECT coverage gyg, ""‘E;Eggﬁaym
Employee Only D

DENTAL

-A, Hi §NJ, NY, or Rl.m

Soclal Security Date of Birgy T Sex "wfié'i;}}gﬁsﬁﬁwm e
_ C s e s MI[F] Spouse[ ] chiy ] Domestic Partner
Name Social Security # Date of Birth | gex Relationship
: RS 45 vt e el Loal[F] SevvseD.Chi'dDDt’mestiC'?éfmef
Name ' Social Security # Date of gy, Sex Relationship
o _ " . 0 f Mi[] | Spouse[ T chilg [ Oomestic Partne;
Name Social Security # Date of Birth | Sex : Relatiénship :
] _ e ey A o @E g Spouse [ ] Child[] Domestic Partner
IeR DS vé@:@éz_siem@;az«:r_é;;e_fvea_;Ev;é.f.ifii:s.éti&i:@é'v*:s@é‘s‘1__ o
I have reaq the benefy Packet ang understang jis Iimitat!ons. ! understang that open enroliment g only availabje for
a lir_nl_t_ed time and| understand at makj 9 no benefit 5o ion s 5 d_ech‘nation of Coverage, "
barE 1\ 1@ 5 Ol x ‘> SIGNATURE Tuliaw, E’%\;M
This is an Essentia StaffiCARE Enrolimens Form,
.
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00/Week D $38.001Week D $36.0WWeek DS
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63.001Week




