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Case Verification Number: 2017228093915AX
Report Prepared: 08/16/2017

Company Information

Caompany ID: 47429 Company Name: Empioyer Solutions Staffing Group

Employee Information

Last Name: PETERS First Name: ALICIA

Date of Birth: 01/26/1987 Soclal Security Number: *** ** 2622

Hire Date: 08/16/2017 Citizenship Status: A citizen of the United States
Document Information

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

Document Name: Driver's license Document State: Minnesota

Driver's License or ID Card Number: Document Expiration Date: 01/26/2021
Case Status Information

Current Case Result: Employment Authorized Employer Case [D:

Case Submitted On: 08/16/2017 Case Submitted By: SGLA6832

SENSITIVE BUT UNCLASSIFIED

https://e-verify.uscis.gov/iwab/PrintCaseDetalls.aspx?CaseVerNum=2017228083915AX

n




PO Box 46270
Minneapolis, MN 55344-9956
Tel: 952.835.1288

www.esgstaffingsolutions.com

employer solutions staffing group..

New Hire Application

Personal Data— PLEASE PRINT LEGIBLY IN INK

Last Name .&_ﬁ/‘% First Name MCMACQ A a e Middle Initial Y-
street Address NSNS Nouein Eoay D AptiSte

City/State/Zip oclal Security Last Four mx_w

"
i A
Phone Numbe = Email Address e\ 1.Com

Staffing Agency/Recruitment Partner

All offers of employment are conditional upon satisfactory proof of Identity and legal ability to work In the U.S.A.

Are you [egally authorized to work in the United States of America? s [INO

Applicant Certification and Authorization
| authorize Employer Solutions Staffing Group (ESSG) to use the information and statements contalned in this application to determine my
qualifications for employment. | authorize ESSG to make Inquiries of my former employers, except as Indicated In this application,
regarding my previous duties, responsibilities, performance, compensation and ellgibility for rehire. :
| understand that a comprehensive background check may be conducted to determine my eligibility for hire by certaln cllents of ESSG.
This may Include but is not limited to, Investigations of criminal and/or conviction records, driving records and/or a drug screen test as
required by clients, government regulations or by ESSG policies.
I release ESSG and other persons or entities from any clalims that might be based on ESSG's decision to conduct a background check.
1 certify that all statements made In my application are frue and accurate and that | have not omitted any material Information or provided
false or misleading information. 1 understand that any material omission or misrepresentation will result In my disqualification from
consideration for employment or, if discovered after | begin employment, will result in my termination.

If hired, | agree to ahide by the policles and pracedures of ESSG.

Ao Qeanns W B8\
Name (Print or type) Appliednt's Slgrigtiire : Date :

A copy or facsimlle (“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 I-9 8850 W4
Emergency Contact Info | Background Release Form Background Resuits Unempioyment Letter ESC Application
(if appilcabie)
For ESSG Client Use
DOH ROP Work Site Loc. WC Code

ESSG - CMG Rev. 042017




The exceptions don't a 1o supplemental es Nonwage income. If you have a large amount of
FOI'm W"4 (2 017) greaterﬁwpa?n $1.000.Dog.p'y o L nonvﬁgerlr?ac“?me, suc%lrgrestsg ednlgdmlgs,,:
Basic Instructions. If you aren’t exempt, complete consicer making estim using Form
Purpose. Complate Form W-4 so that your the Persanal Allowanxogs Worksheet below. The 10303'%:'3%’0;3‘&"’; "'u g“": og":f”'“'
employer can withhold the correct federal Income warkshests on page 2 further adjust your Zgnumﬂy oo GGa LS RaL ﬂndaomplf o:nsr?;uld
from your pay. Consider completing a new Form withholding allowances based on Remized st urwl!?w'h olding on Fo W4 or WXSP
W-4 each xaar and when your personal or financlal deductions, certain credits, adjustments to Income, adjust yo g on Form J
situation changes. or two-samers/multipls jobs sftuations. 'lwr?deamafs or multiple johs, if )]mg I'fllgva ath
Exemption from withholding. If you are exampt, Complete all worksheets that apply, However, you svorkdng spousa or more than one job, figure the
complate only ines 1, 2, 8, 4, and 7 and sign the may clalpm fawer (or zero) allowa:ggs. For regular m;‘:’gs 9","" allowﬂ:?’%y%arz: oed 1o ciaim
form 1o validsts it. Your axemgﬂon for 2017 expires wages, withholding must be based on allowances Wa %our ;'v'im"ﬂ:gl ally wlt'lll bely o';?' m"rata'
Febi 15, 2018. See Pub. 605, Tax Withholding you claimed and may not be a fiat amount or when il o cesnagrgzlualmed on th'g Fom 4
and Tax. percentage of wages. for the highest ;;amylng Job and zero allowances are
Note: if another person can claim you as a dependent Head of housshoid, Generally, you can claim head claimed on the others. See Pub. 505 fordlatalls,
on his or her tax retum, m’wﬂ claim exemption of household fil i Nonresident allen. If you ere a nonresident alen, ses
and Includes more than $350 of uneamead Incoms (for yamu = of ke ing u ﬂdhﬁewmhﬂnmsﬁdﬂog r’g"”“’ 1(,392',“8,“”"3{.‘;%“"' F°"",ev¥u"4 'fmm for
exampl, Interest and dividends). de enderis) or other qualfying Individuals. See onresident Allens, before completing .
ns. An empl may be able to cialm Pub. 501, ptions, Standard Deduction, and Check your withholding. After your Form W-4 takes
B"ﬁ’"" g{“ Filing Information, for Information. use Pub. 605 to see how the amount you are
exemption from withholding even ifthe employss is having withheid oo s Jected Total tax
a dependent, if the employee: Tax mdlta.um : You can 1315 pvrgheobdle tag t:reclof its Into for2017, Sea Pui B — Tl ﬁ'r;our eamings
® 18 age 65 or older, WHTHOKTNG Slowtess. o o AToer dependent ~ excsed §130,000 (Single) or $180,000 (Married).
* |s blind, or care expenses and the child tax credit may be claimed Future developments. Information about any future
» Wil claim adj ents to Income; tax credts; or gsm%tul;;e g&mfgnr’:fgllmnm Worksheet below, lesa'lo ments am Form \'Iv-4 (auc‘:’lv'au iag
Rtemized deductions, on his or her tax retun, meedm into wm'o,mg":,’fgmc?;mng D e astgwww.c;’n&egr:w/w4. -l ) i

A

mmogo

Enter “1*

Enter *1” if; {

* Your wages from a second
Enter “1" for your spouse. But, you may cho!
than one job. (Entering “-0-"

Enter number of dependents (other than

Personal Allowances Worksheet (Keep for your records,)
for yourself if no one eise can claim you as a dependent . © 0 0 o o o g

* You're single and have only one job; or
* You're married, have only one Iob, and your spouse doesn’t work; or

Job or your spouse’s wages (or the total of both) are $1,600 or less.

0se to enter *-0-" if you are marri

may help you avoid having too little tax withheld.)
your spouse or yourself) you will claim on your tax return .

ed and have either a working spouse or more

Enter “1” if you will file as head of household on your tax retum (see conditions under Head of housshold above)
Enter “1” if you have at least $2,000 of child or dependent care expenses for which you plan to claim a credit

(Note: Do not Include child Support payments. See Pub. 503, Child and Dependent Care Expenses,

for details.)

Child Tax Credit (including additional child 1ax credit). See Pub, 872, Child Tax Credit, for more Information,

@ if your total Income will be less than $70,00
have two to four eliglbie children or less “2*

* If your total income will be between $70,000

For accuracy, and Adjustments Workshest on page 2.

compliets all ® If you are singie and have more than one

worksheets eamings from all jobs exceed $50,000 ($20,000 if married), see
that apply. to avoid having too little tax withheld,

* If neither of the above situations applies,

if you have five or more eliglble c|
and $84,000 ($100,000 and $119,000 if married), enter “1” for each ellgible child.
Add lines A through G and enter tota] here, {Note: This may be different from the number of exem

@ If you plan to itemize or claim adjustments to Income and want to reduce your withholding, see the Deduetions

0 ($100,000 if married), enter “2"

for each eligible chiid; then less *1* if you
hildren.

A

MTMmUO

1]

T

ptions you claim on your tex retum,) » H

iob or are manried and you and your spouse both work and the combined
the Two-Eamners/Multiple Jobs Workshest on page 2

stop here and enter the number from line H on ilne 6 of Form W-4 below.

Form W"4

Department of the Treasury
Internal Revenue Sarvice

P> Whether you ars entitied

subject to review by the IRS. Your employer may be re

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

Employee’s Withholding Allowance Certificate

to clalm a certain number of

allowances or exemption from withholding Is
quired to send a copy of this form to the IRS.

OMB No. 1545-0074

2017

\ % qua address (number and strest or rural routs)

Your first name and middie Initial
N\

1S Mot

| Erers

2 Your soclal security number

L6~ 33~ 2CID

3 [ sing

Oc

L Married [T Married, but withhold at higher Single rats.
Note: I married, but legally separated, or spouse Is a nonresident allen, check the *Single® box.

City or town, state, and ZIP code

Peaaie. MV 6SAH G

4 If your last name differs from that shown on your soclaj security card,
chack here. You must call 1-800-772-1213 for a replacement card, P 0

Total number of allowances you are claiming (from line H above or

Additional amount, if any, you want withheld from each paycheck

| claim exemption from withholding for 2017, and | cert
® Last year | had a right to a refund of all federal incom
* This year | expect a refund of all federal income tax
If you meet both conditions, write “Exempt” here .

from the applicable worksheet on page 2)

ify that | meet both of the followIng conditions for exemption.
e tax withheld because | had no tax liability, and
withheld because | expect to have no tax

5

]

6%

liabllity.

. hl7]

Under penalties of perjury, | declare that | have examined this certifi

Employee’'s signature
(This form is not valld uniess yousignit) »

e and, to the best of my knowledge an

d belief, it Is trus, correct, and complete.

omer B 1SV

Employer’s name and address (Employer: Ogmptéte lines 8

.) | 9 Office code {optional)

10 Employer identification number (EIN)

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

Cat. No. 10220Q

Form W-4 (2017)



Employment Eligibility Verification USCIS
Department of Homeland Security OME ;:Ts};-%o w
U.S. Citizenship and Immigration Services 0

. Employers CANNOT specify which
mployee may present to establish employment authorization a

nd identity. The refusal to hire or continue to employ
e the documentation presented has a future al discrimination,
ea Tl ation and K =

- Employde et nph nmplele &nd sign 8aotion 1 of Form 18 T Tarer
man#umedayoimmmmam 6gpting & jab ffer) :

Last Name (Fam?ﬁne) Fi ame (Gjven Name) Iddle lniﬁai Other Last Names Used (if any)
Uortt Xha 5]

Address (Street Number and Name Apt. Number Cod
\SULS Norén . Cooune MY [RBUC,
Date of Birth (mmrddyyyyy)  |us. Social

ity Number Employee's E-mall Address Employee’s Telephone Number
(2G| 1ag -B3-

Iam awars that federal law provides for Imprisonment and/or fines for false séﬂame [ le‘seCda:zl\;e;m in
connection with the completion of this form,

| atteft, under penaity of perjury,
K& Actizen of the United States

[ 2. A noncitizen national of the Uniteq States (See instructions)
[[] 3. Atawtul permanent resigent (Allen R

[[] 4. An alien authorized to work until
Some aliens may write "N/A"

City or Town State

ul

that | am (check one of the following boxes):

egistration Number/USCIS Number);

{explration date, if applicable, mm/dd/yyyy):
in the explration date field, (See instructions)

= (r':llR Cc:u‘le-l S#ng 1
ot Wiite
OR Foreign Passport Number: =

1. Alien Reglstration Number/USCIS Number:
OR

2. Form I-94 Admission Number:
OR

3. Foreign Passport Number:

Country of Issuance:

ar Translavor Ge
dld hdt uke & frenarat or tianalstor

{lelas below must ba campleteqd and signed when greparery

l attest, under Penalty of perjury,

that | have assisted in the completion of Section 1 of this form and that to the best of my
knowledge the Information Is true and correct.
Signature of Preparer or Translator Today's Date (mmAddsyyyy)
Last Name (Family Name) First Name (Given Name)
Address (Street Number and Name) City or Town State ZIP Code

@ Emplnyer Can;_aletes Next Page @

Form1-9 11/14/2016 N




Employment Eligibility Verification USCIS

Department of Homeland Security T
U.S. Citizenship and Immigration Services Expirea 08/31/2019

" o bt b s Aes- s 15 : o sk
Employee info fram Section 1 ¥ Wimerigration
ListA ; ste
identity and Employment Authorization Employment Authorization

[ Document Tile | Document Titie Document Title
TN OC SSc

Issuing Authority | Issuing Autho Issuing Authority
| ok e oC M il

Document Number 4 Document Number Document Number
1 \W 39532779 35710 Qb-23-A6 2 D>

Expiration Date (if any){mm/ddyyy) Expiration Date (if any)(mm/dd/yyyy) Expiration Date (if any)(m /)

' _ 1 ol-26-202.) NS A

Document Titie

Issulng Authority Additional Information mﬁf,%fm:m

Document Number

[ Expiration Date (7 any)(mm/ddyyyy)

Document Title

Issuing Authority

Document Number

Expiration Date (¥ any)(mm/dd/yyyy)

Certification: | attest, under penaity of perjury, that (1) | have examined the document{s) presented by the above-named employee,
(2) the ahove-listad document(s) appsar to be genulne and to relate to the employee named, and (3) to the best of my knowledge the
employee Is authorized to work In the United States,

The employee's first day of employment (mmv/dd/yyyy): S$-1(-Z7®1 "] (See instructions for exemptions)

SIQ‘ mofEmployﬂW Today's Date (mm/dd/yyy) | Titie of Employer or Authorized Representative
OJA ) G KL-1-2 Ol ] |Recruiter

Last Name of Employes£f Authorized Representative \ | First Name of Employer or Authorized Representaive | Employer's Business or Organization Name

Glasby Shelby Employer Solution Staffing Gro
Empioyer's Business or Organization Address Number and Name) | City or Town State ZIP Code
7480 Flying Cloud Drive Suite 280 Eden Prairie MN 55344

Hiotion 3 Reveriiicelion snd RaRF ol e B
o e ‘=‘=J¥.§.‘ﬁ4¢.*sgw{fv.w “elibse ':-.":'1.’;'& ot S
A Now Neme (f apploabie) '

Last Name Na i First Name (Given Nama) : ] MMGIB Initial

[6- e ariployéda pravidus granl of empleymanl authorzallon has expired: provida 1Ha Infapmalion fof 1 document of Fecelpt That eclabiahas
coniing employmant UESION 1 0 33000 prIOdDelow. e 8 docuny o Tecab el eeabate
Document Title Document Number Expiration Date (¥ any) (mm/dd/yyy)

| attest, under penaity of perjury, that to the best of my knowiedge, this employes is authorized to work In the United States, and if
the employes presanted 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/dd/yyyy) Name of Employer or Authorized Representative

FormI-9 0717117 N Page 2 of 3
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/ LR S

’!{ns card belongs to the Social Secunty Admlmstratlon and youmust }_‘"

return it if we ask for it. = 1.
f -
/ If you find a card that isn’t yours, please return it to: :u‘;
Social Security Administration ¥

P.O. Box 33008, Baltimore, MD 21290-3008. e

Ll

e

For any other Social Security busmuss/'lnformatl&n, contact your jocal

Il Social Security office. If you write to the above address for any busjness;;,..

other than returning a found card you will not recew‘e a response

o 4 ... R L
s \' S B ‘:l ‘

: A i [ £S =

Y Boclal Security Administration .0

?}ivqm‘ss,\-soofl 102007 F 8 2 7 4 62 8 l:_.i




£V 1 13700ZUB008

@ - IDENTIRICATION Caro/InsTRuCTION Prrarr ArrucaTion : =~

% IYPE RX Elaso S tl] gﬁm @
REG O TESTS PASSED [0 MC ORIGINAL
(STATE EXAM USE ONLY) [0 MC RENEWAL Oﬁ. PASS with Ct
OaAa Ooupr Qo > [0 ADD/REMOVE O INCOMPLETE
s abur mMc f [0 ATTACHED:
= Ooup [ mMeop At
,m D Oobur pQek FEES PAID
OPROV Obpup O AR >vv:n>._._oz.\\ ADEDITRL
OD  poup [coms s 250 FROPRRID
_ . 0O msop. Opup- - o DBL/TRIPLE -+ & & o MYES Owno
i §Z.N:I_.|IIII..|| Commers Lass Nawg i e [J PASSENGER £ Emm § b ~\
O REG IP 0O scHooOL BUS MC SB PHYS
[ TANKER $ $
Egbﬂﬂgﬁ.ﬂzﬁf!ﬂsﬂg v INDICATORS 0O HAZMAT
O SENIOR '@ow REIN FEE  OTHER
Ponmm\ 5 () \S snwr N oy 0 LTD MOBILITY Ooj 8
: - OWMOBILE [J RT Passed
‘m‘ mﬁv@ﬁ Y AN S FIREARM CLRT-aived ) ORGAN DONATION
MN Couery OSor1C L $
gggaﬂﬁ!nﬁﬂ!ﬂggnﬁdﬁ Eagqigoasﬁzﬂagﬁng O VETERAN
ﬂigaﬁgrﬂéggsa!gﬁsgsﬁgé ggggggg ADDIRESS 55.0W.

s T responsibilities, and penalties cuttined | Em?%ﬁ&ﬁéﬁ?&g f children araund
=L s o | g e

(DVs USE ONLY)

Visit aé.nnmsz.ng to:

. %&M.C.SMZA. IS A RECEIRT FOR THE TYPE OF CARD INDICATED,
. M@ the status of <or_. driving privileges

~ ANDISNOT A STANPALONE IDENTIFICATION DOCUMENT

ot
*  This receipt, i &%n&o: with an invalidated Previous license, instruction

ule a road test _ e
permit or i may be used as identification,

i

validation stamp, for 3 Smxm:._c% of 60 days from the application

§ : . EXEIR 2 . A g ;
Dcmmﬁ-O:m.w ngﬁmnﬁ Us: = M = This _.ﬁ&.w is valid for the type of card indicated, when stamped with the
Dri icense Questions: 651-297-3298 sees te shown above. R
EMW”WBEM available N_p\.w 651-284-1234 mlw. *  This receipt is void if the muﬁ# not in compliance with all restrictions
DVS ions: 651-297-2005 N indicated on the driving recofd.
Motor Vehicle Questions: 651-297-2126 S * Not vaiid as m:.s..%q!w License (EDL) for border crossings.
TDD/TTY: 651-282-6555

2 * Lost, stolen and mupﬂamsgmﬂ.:ﬁw:o»rm
AZIHRY \




EMERGENCY CONTACT INFORMATION

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

Employee Name: _&\XJ\Q Q_Q_MS
Address: NOANVD  Noorn O
Home Phone: hg?)@\,‘ L“ %9’@

ENCY CONTACT ‘ .
_ Please |lst twp poopla (In priorlt,y mg y wha dmﬁd be qqniqgted In pasé of an emergency ‘
Contact #1 Home Phone (‘\/{,(;:E‘)L—\' (o-C3™ q

Name: TVW, M—W Cell Phone: UGB\ L2 -y ﬁ
Relationship: F\ (’)m— 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..
Wage Payment Method Authorization (Minnesota)

Employees have the option of receiving wages by Direct Deposit and/or Payroll Debit Card,
If you do not py videawrittenelectio ages will be paid b paper Check,
SEETEION BASIE INLO RN N ETORN

Effective Date

tacwth:maytakeuptn?daystabeacﬂvntsd
“aper Check (Please complete Section 5 below)

\

( [ Update Bank Account T understand and acknowledge that if I do not provide a
BN Bank Name: voided check with this direct deposit form, I am

(

[

) responsible for any delays in payroll or extra costy
incurred if the account number that I provide is incorrect,

I
Initial Date

Card to pay your wages. Foryourprotecﬁon,theﬁnannialinsﬁmﬁonmayaskyoutopmvida them additional identification information so they can
verify your identity,

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

First Nams M], Last Name Date of Birth
Street Address (POBOX NOT ACCEFTABLE) Social Security#
City State Zip Cell Phone (mobile)
RECEIPT OF PAYROLL DEBIT CARD (to be completed when Yyou pick up your Payroll Debit Card)
Payroll Debit Card Routing # Payroll Debit Card Account #

073972181

MUBHTOREZ G ETON
I authorize BSSG to dire i i i 18, net of required tax withholdings, other required withholdings
i i initiate, if necessary, debit entries and adjustmentsfor any credit entries
made in error to my accow).\ \ \q}% ail is required f; ay stub information.
Vera Wy Q™ M
\

*E-mail: @
this information will only be used to send your paystubs electronically

-
Employee's Signature: & Date: % ( \’g ],, \\7

TRl > ¥ 4




Authorization

(b) anyone to provide information about You to BGC and/or Orange Tree Employment Screening; (c)
BGC and/or Orange Tree Em ployment Screening to provide Employer Solutions Staffing Group, LLC one
Or more reports based on that information; and (d) Employer Solutions Staffing Group, LLC (“ESSG”) to

share those reports with others for legitimate business purpo. . BGT
ent Screening may investigate your education, work history, professional

licenses and credentials, references, address history, social security number validity, right to work, crimi-
nai record, lawsuits, driving record, credit history, and any other information with public or private infor-
mation sources. Yoy acknowledge that a fax, image, or copy of this authorization is as valid as the origi-
nal. You make this authorization to be valid for as long as You are an employee of ESSG,

The Consumer Financial Protection Bureau’s “Summary of Your Rights under the Fair Credit Reporting
Act” Is attached to this authorization, If you are a New York a pplicant, a copy of New York's law on the
use of criminal records is attached. By signing below, you acknowledge receipt of these documents,

Personal information: Please print the information requested below to identify yourself for BGC.
—=-=0nal Information;

Printed name; mm )

First Middle (O Last
none)

—

Other names used:
Current county of residence;

Current and former addresses:

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

Some government agencies and other information sources reguire the following information when
checking for records, BGC wili not use it for any other purposes.

Date of birth Social security number

Driver’s license number & state Name as it appears on license

Report Copy: if you are applying for a job or live in Caiifornia, Minnesota, or Oklahoma, you may request
a copy of the report by checking this box: [J,

Qs |7
waﬂ/g% S

Signature Date



. i
Vi "‘" .;‘)

e

employer solutions staffing group

STATEMENT OF CONFIDENTIALITY

This agreement made this]%y of &; {c: : EA , 201 etween
Employer Solutions Staffing Group LLC, hereinaft referred to as “employer”,
and hereafter referred to as “employee”,

WITNESSETH:

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

In view of the difficulty of determining the amount of damages which may
result to the employer from a violation of any of the provisions hereof, the




Oy B

.
Mg ar?

employer solutions staffin =

Importantllmportante

CHEQUES DE PAGO PERDIDOS O ROBADOS

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

AGREED/SE ACUERDA—

Name/Nombre (con letra de molde): M

Signature/Firma; (:W—



4

INJURY MANAGEMENT PROGRAM

Injured Worker's Responsibilities

As your employer, we are concerned about your ful| fecovery. 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:

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

Report to work and perform physically suitable tasks as assigned. These may or
may not be in your regular department. The work may or may not be on your
usual shift.



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

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

Signed:

Printed Name: § QELSIQQQ &3&%@ S




rom OO0 Pre-Screening Notice and Certification Request for

(Rev. March 2016) the Work 0pportun|ty Credit OMB No. 1545-1500
.ﬂ;ﬁ%ﬁ:ﬁ%ﬁﬁ"’y » Information ahout Form 8850 and jis Separate instructions is at WWW.irs.gov/form8850,

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

Your name \,t \ . ___ Soclal security number p W ~

Street address where you live \SMNWS o G;(Xm 0 P e

County M\ !

w Telephone number \~

If you are under age 49, enter your date of birth (month, day, year) \ (, %\ %7

1

2

[J Check here if You received a conditional certification from the state workforce agency (SWA) ora particlpating local agency
for the work opportunity credit,

[J Check here if any of the following statements apply to you.
®* lam a member of a family that has recsived assistance from Temporary Asslstance for Needy Famiiles (TANF) for any 8
months during the past 18 months.
® | am a veteran and g member of a famlly that received Supplemental Nutrition Assistance Program (SNAP) benefits {food
stamps) for at least a 3-month period during the past 15 months,

* | was referred here by a rehabllitation agency approved by the state, an empioyment network under the Tickst to Work
Program, or the Department of Veterans Affairs.

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

* During the past year, | was convicted of 3 felony or released from prison for a felony.

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

[J Check here if you are a veteran entitied to compensation for a service-connected disabllity and you were unemployed for a
Period or periods totaling at least 8 months during the past year.

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

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

[0 Check here if you are In a period of unemployment that is at least 27 consecutive weeks and for all or part of that period
you recelved unemployment compensation.

Signature—All Applicants Must Sign

Under penalties of perjury, | declare that | gave the above information to the employer on or before the day | wag offered a job, and it Is, to the best of my knowledge, true,

comrect, and complete,
Job applicant's signature » W Date %\ \ l’ 7
For Privacy Act and Paperwork Reduction Act Notice, se“age o Cat. No, 228511 Form 8850 (Rev. 3-2016)
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Form A (rev. 03/2017) TAX CREDIT QUESTIONNAIRE

EMPLOYER SECTION:
Client: Company:
Location: Position: Starting Wage: §
EMPLOYEE, SECTION:
Fi ame: Last Name: Suffix: Sﬁ%ﬁl\dres% /State: Zip:
T N
bChe \ \ i)
SS#: A Date of Birth: Age: Have y, 0 1f yes, location:
q‘g—- g5 ] [% g g“) %6 this company before?
YesM No[]
Please complete all questions, and sign and date the form, Yes No
1. Have you or has anyone living with you received Temporary Assistance o Needy Families (TANF) ] O
at any time since August 5, 19977 (If'yes, please provide information below.)
Name of the person receiving benefits; Relationship to you;
City: County: State;
2, Have yon or hag anyone living with yon received Food Stamps (SNAP) at any time during the past 15 months? ] O
(Xf yes, please provides information below,)
Name of the person receiving benefits; Relationship to you:
City: County: State;
3. Have you received Supplemental Security Income (SSI) at any time within the past 3 months? O O
Please note, this is not the same a8 Social Security benefits (SS) or Social Security Disability (SSDI) benefits,
*If you checked yes please Provide a copy of your SST documentation,
4. Have yon received any type of vocational rehabilitation services within the past two years? O O
If yes, please indicate which type of agency you worked with and provide their location information below:
Vocational Rehabilitation Agency [ Dept. of Veterans A fhuirs [J Employment Network (Ticket to Work Program)
Name of Agency: Phone #;
City: County: State: .
*If you checked yes Please provide a copy of your active Individual Work Plan and Ticket 10 Work documentation.
S. Are you a Veteran of the U.S, Military? *If yes, please provide copy of your DD-214 and letter of. separation, O O
Yes, please provide information below. Ifno, 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 disability? O |}
6. Have you been unemployed at any time during the last 12 months? O O
If yes, dates of unemployment - From: To:
Did you receive unemployment compensation at any point during your unemployment? O O
If'yes, in which state did You receive unemployment compensation? ___
7. Have you been convicted of a felony or released from prison for a felony conviction in the past 12 months? O O
Conviction Date; Release Date;
Wasthisa [ ] Federal or [ State conviction? If State - County: State:
AT ' i  Additional Tax Credit
IEC (Native American): Are you or your spouse a member of a Native American Tribe? ] O
Ifyou checked Yes please provide q copy of your CDIB card,
CA Residents: [] Are you the child of foster parents? [] Do you receive CalWorks? [] Workforce Investment Act?
[J Areyoua migrant or seasonal farm worker? [ ] Have You ever been convicted of a misdemeanor?
SC Residents: [] Do you receive Family Independence Benefits?

PLEASE READ, SIGN, AND DATE:

Under penalties of perjury,

Individuals to supply such verification




U.S. Department Labor OMB Control No. 1205-037]
Employment and Training Administration Expiration Date; J anuary 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) fmceﬁiﬁeaﬁmmﬂat'ﬁteﬁ 1ar the new target

group-.

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

knowledge.
Date %h ‘fs l ‘ ]

New Hire’s Signature: \ X (/ { UG
New Hire Name: RS
Social Security Number: LXT16~23 - 295

Employer Name: B'\‘}CQOL %g

Please check the statements below if they apply to you.

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

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

(Enter start date)

Privacy Act Notice:
The Intemal Revenue Code of 1986, Section 51, as amended and its enacting legislation, P.L_ 1 04-188, specify that the State Workforce Agencies are the
‘deslgnated” agencies responslble for administering the WOTC certification procedures of this program. The Information you have provided complefing this

form wil be disciosed by your employerto the State Workforce Agency. Provision of this Information is voluntary; however the Information is required to
determine your employers ellgibilty for the federal tax credit

—u—-.—.._.._.._.._.._..—..—..—.._..—.._.._..—-._..—-,

Public Burden Statement:
Persons are not required fo respond to this collection of information unless it displays a currently valid OM B control number, Respondents' obligation to
complete this form Is required to obtain or retaln benefits (P.L 111-5) Public reporting burden is estimated 1 average 10 minutes per response, including the

Information. Send comments regarding this burden estimate fo the U.S. Department of Labor, Divislon of Néﬂona! Programs Tools Technlcal Assistance,
Room C-4510, Washington, D.C. 20210 (Paperwork Reduction Project 1205-0371). Please do not submit completed forms fo this address,

117-
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employer solutions staffing group..

Notification of Minnesota Law Re uirement —

Unemgloxment Acknowledgement

According to 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 fo
affirmatively request an additional suitable Jjob assignment, (2) refuses

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 assig t gnds. | also acknowledge that | have received
a separate copy of this form. nitial)

Employee (please print your name here)

CMG_SM - Rev. 09.2013
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employer solutions staffing group..

ESSG WORKPLACE SAFETY POLICY

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

under the OSH Act,

(2) Ensure that itg clients perform g Jjob hazard assessment in order to identify
and eliminate potentia] safety and health hazards and to determine
necessary training and Protections for employees at the facility.

° Responsibility to work in compliance with OSHA laws and regulations
* Responsibility to uge personal protective equipment and clothing as directed
by the host employer

* Responsibility to report workplace hazards and dangers

* Responsibility to work in a manner ag 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 potentia] dangers in the
workplace
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employer solutions staffing group..

“

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

I also agree that if at any time during my employment I am believe that T am
working in an unsafe or dangerous work environment, I will immediately contact
Iy supervisor, manager, director or ESSG’s Safety Director at
952.835.1288/1.866.496.7573 in order to obtain assistance in the resolution of such

Employee Name (Please Print)

‘@I\\'\OQCL

Employee’s Signature:

ate: OV |\




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

understand that this policy in any form, and any employee handbook including this
policy, are not a unilateraj employment contract or offer thereof.

Wicioo Q‘M

Individual’'s Name

SN

Date '

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10
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empl

P oyer solutions staffing group, - ESN Q)
Dl @ Leverasr'ng)l’!esoumes in & Changing Marketg & : emmoyer STReyer sohsiom rutkamwide pougs, b‘
| redavy Voa N iy, St o gt £ 83te wa.., Beueﬁl Flan Admi i
Enhanced MEC Plan_Plan 1 |
Benefits Enroliment Form

Eimployee Information

L1 New Employee

Soclal Sacurity Number

SSHUs

L Male

N Femate

Gender

Sy

hone Eumban E %\’q%? ?

@%n@e&eﬁ@am\\

cov
Please Selgct Desired Coverage: :
- | Employee Only - D Employee+Spouse - D !':'mployee-l-ChIId(ren) - D Family -
$24.00/Week $38.00/Week $36.00/Week 363.00Maek
I|
yai i e
Fist Nama—— L
=i ot Namg— O Mate (3 Child
e 4 i [J Femala e DnEesﬂc Partner
INAME OF PERSON COVERED (FiRsT, LAST);
EFF. DATE
EFF. DATE
EFF. DATE
Employee Acknowledgemant and Authorization - | hersby apply for the group benefit(c) as indicated. | ag| that all entries are trus and complete and that
any misstatements or fallure to report Information may be used as the basls for canceliation of caverage for me and my dependant(a), i any, from the originaj
effective date. Further, 1 a my employer to make the necessary payrol| deduction of premiumg F caverages | have efectad, :
IF ENROLLING - YOU MUST SIGN HERE
Employse Signature v Dats
EMPLOYEES DECLINING NING coverage
lunderstand that| and/or my any, waive any Coverage and desirs to participats In the plan at a later date, be considared a lata enraliee and
must maet the requiramaents ned In the Certificats of Coveragoe for the company’s medical or dental it decline enrofiment for myseif or my depandents
(Including my Spouss) bacaiise of other coverage, | may, In future be able to snrojl myssif or my domd‘::;n plan, pravided | request snroliment within 31
days after the other coverage ends, In addition, if a new dependent relationship forma as a result of marriage, birth, adoption, placement for adoption of parting suit
of adoption, | may be able to enrol) myself or my dependent, Provided | request anroliment within 31 days of the event,
IF DECLINING- YOU MUST SIGN HERE
) :
Employes Signature Date % \ \ ] \’ﬁ
A~ "Empioyer Solutions Staffing Group Health Benefits Team =

7301 Ohms Lane Suite 405
Edina, MN 55439
Phone; 952-767-8519 Fax: 952-787-9515
Email: Heallh@employersulutiunsgroup.com



4 T T ——vea ArwaswALLY_ L LRI &

VS| . »  219301-ESG1  |OFFICE UsE ONLY LOCATON RehireDate___ s,
ENROLLMENT FORM

—

ESC CUUNAC-MN) P1 v1g
PRINT USING BLACK or BLUE INK (Must Be Filled Owt)

.. &%\Q e Ravers S@#@%@%ﬁ%\:w S
1SE S NordN golon O

S -3 TR | Date %a}né
o e VY BLhE | T8
3 e
B. DO YOU OR ANY OF YOUR DEPENDENTS RECEIVE MEDICARE BENEFITS? DYesDNo. If Yes, please continue
Medicare Health Insurance Claim Number (HICN) Medicare Effective Data

g . e syt

Medicare Effective Date
ﬁam e ofCov;mdP;mon(;) - T e e e e e &
1. 2. , 3.

_ Payroll Deducted Weskiy Rate
You MUST select

a coverage level before any benefits in Section C. Your coverage level for the all benefits in Section C will be
identical. The Fixed Indemnity Medical Plan, Dental Plan, Term Life Plan

, and Short-Term Disability plans are underwritten by BC
Insurance Company. The Vision plan is underwritten by Companion Life Insurance Company.

SELECT COVERAGE LEVEL F© K MEDIIMNITY | DENTAL VISION TERMUFE | SHORETERM
o Erleescoy ) sanas @l 7l 2e @ w0l s a8
Employee + 1 [_] $41.10 $12.34 $4.92 $0.90

" Emiployes Famiy. [T g
NO to _ALL Benefits

T e el
Lves [Ino | [ves [Ino | [Clves o | Clves Clne

1This céverage is not Iabl-e 1o residents of NH, Hl, or PR. zSTD“izs not available to persons who work in CA I;l'l,. NJ, NY,nt;r Rl
0 J s PR, et s TNy NV,
For Term Life / Acci

ental Death & Dismemberment, please write in your beneficiary information. Accidental Dnﬁ? &
Dismemberment is part of the Term Life Benefit.
Name

Relationship

D. REQUIRED DEPENDENT INFORMATION
Name Social Security #  Date of Birth | Sex ! Relationship

S BR EL U S e e HMIE]D LI Spouse [ ] child [ ] Domestic Partner
‘Name | Social Security # | Date of Birth | Sex Relationship
s oo L | MI[F] ([ spouse[ chid [T bamestic Partner
‘Name ~ I'Social Security # | Date of Bir Sex |Relationship "
temmeee L L/ IMI[E] |[TSpouse[ Jchid[Jpomestic Partner
Social Security#i Date of Birth | Sex rRelia_tio'ns;l"lui; e
e 20 | IMIE]  CSpouse [ Jchig [1Domestic Partner

vou MUST SIGN AND DATE, EVEN IF YOU DECLINE COVERAGE

I have read the benefit packet and understand its limitations, | understand that open enrollment is only available for
2 limited time and | understand that making no benefit selection is a deglingtion of coverage.

_DATE -@;LS/Q&QJ;L e SIGNATURE

Name

This is an Essential StaffCARE Enrollment Form.




