Employment Eligibility Verification USCIS

Department of Homeland Security OME ;:TJ;_%M.,
U.S. Citizenship and Immigration Services Expires 08/31/2019

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

ANTI-DISCRIMINATION NOTICE: 1t is lllegal to discriminate against work-authorized Individuals. Empioyers 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 has a future expiration date may also constitute illegal discrimination.

Séction 1. Employes Information and AHestation (Empioyesa must camplets and sign Seatlpn 1 af Form (-8 na lafer
thar{ the firat déy of employment but not tieforg satepting afoboffer) " '

Last Name (Family Name) Fi ame (Given Name) Middle Initial Other Last Names Used (i any)
Ad(d: QD Ny b d Name) %::}L‘O;ﬁ City or T State ZIP Cod
U NeSSe v [T RUQo0\ [ [B06

Date of Birth (mm/ddAryyy) U.S. Social Security Number Employee's E-mall Address Emcl)oyee‘s Telephone Number

Y [ 1 /2 000|ARS -] - BBz fertwiand Thiwesl @ Qyoan| (5| 535-294 |

| am aware that faderal law provides for Imprisonment and/or fines for false statements or use of false documents In
connection with the completion of this form.

| aftest, under penalty of perjury, that | am (check one of the following boxes):
M] 1. A citizen of the United States

[] 2 A noncitizen national of the United States (Ses instructions)

E] 3. A lawiul permanent resident  (Allen Registration Number/USCIS Number):

E] 4. An alien authorized to work  until (expiration date, if applicable, mm/dd/yyyy):
Some aliens may write "N/A" In the expiration date field. (See Instructions)

Allens authorized to work must provide only one of the following document numbers to complete Form I-9; Do ok ke 11 Tt e
An Allen Registration Number/USC/IS Number OR Form 1-94 Admission Number OR Foreign Passport Number.

1. Alien Registration Number/JUSCIS Number:
OR

2. Form 1-84 Admission Number:
OR
3. Forelgn Passport Number:

Country of lssuance:

S loyee )\ - ;
gnature of Empl oyee’q‘\ UL\“ 00\ CM\(- Today's Date (mm/dd/yyyy)g /%_-_g / ?ﬁ ‘g
[Preparer aridlor Translator Geriifiaatlon (chéak onel: BTN
1'did hot uss a pregérer of translator. A praparer(s) afilfot transtator(s) assiated the emplayea I cdmplating Sectian 1.
{

9 balow thust be dampleted and sighed when phepérers end/ur translefars agsist an emplayee in oampeting Seghion 1)

| 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 (mm/ddiryyy)
Last Name (Family Name) First Name (Given Name)
Address (Street Number and Name) City or Town State ZIP Code

@ " Employer Completes Nexi Page e

Form 1I-9 07/17/17 N Page 1 of 3
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CERTIFICATE OF BIRTH

STATE FILE NUMBER  2000-MN-023249
FULL NAME RA'JION JAMES COOPER ' :

DATE OF BIRTH ! MAY 01, 2000
TIME i 03:298 PM
PLURALITY SINGLE (1)
8BEX MALE

PLACE OF BIRTH : NORTH MEmﬁlr DICAL CENTER '
ROBBINSDALE- NNEP]N-~ . MINNESQTA

PARENT. /YOLA‘!B#?FL]'GF thNngr»;h 2 «E“‘}*“*
NAME PRIOR TO/ :
FIRST MARRIAGE < HUNTER

i -JSJ'J
DATE OF BIRTH, & Jima’ad\fsar- el 2 7
PLACE OF BlRmz lL’.!(@ls'i
n“‘a‘ :
PARENT o _aunnav .COOPER
DATE OF amﬁ"’r o :
PLACE OF BIR.I‘H

""f 28

ANY AMENDMENT MADE PR]ﬂR Toommzadt Fl?JR

THIS 18 A TRUE AND GORRECT RECORD OF BIRTH REGISTERED IN THE. MINNESOTA OFFICE OF VITAL RECORDS.

__MR&C Certificate ID
7 710868313

e G LT Jes

|||||||||Ug|| .
62A-000728007 _ _ Moty Wadesky ] il

Molly Mulcahy Crawford
STATE REGISTRAR

ISSUED: JUNE 02, 2017 RAMEEY COUNTY DEPT. OF PUBLIC HEALTH

THIS CERTIFICATE IS VALID ONLY WHEN PRINTED ON OFFICIAL WATERMARKED
SECURITY PAPEH' WITH A SECUR%TY THREAD AND STATE SEAL OF MINNESOTA
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www.esgstaffingsolutions.com

employer solutions staffing group .

s

New Hire Application

Personal Data-- PLEASE PRINT LEGIBLY IN INK

Last Name _CfO OM

étreet Address _.)

4 Jessie s\

First Name %O\Q } Oﬂ

PO Box 46270

< Minneapolis, MN 55344-9956

Tel: 952.835.1288

Middle Initial \)

Apt/Ste %

City/State/Zip

Scant

e\

55 [%_ Social Security Last Four XXX-XX- 337

Phone Number _@ ‘ . %3 T Q_QH l Email Address f\)wO‘fWP(_Md RHW)@@ 4 W‘Oll , -Lom

Staffing Agency/Recruitment Partner (: w1 %

All offers of empio

ent are conditional upon satisfacto

roof of identity and legal abilll

fo work in the U.S.A.

Are you legally authorized to work In the United States of America? IS{YES ONO

Applicant Certification and Authorization

1 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 eligibility for rehire.

1 understand that a comprehensive background check may be conducted to determine my eligibility for hire by certain clients of ESSG.
This may Inciude 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 reguiations or by ESSG policles.

1 reiease ESSG and other persons or entities from any ciaims that might be based on ESSG's decision to conduct a background check.

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

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

Redion (O %o oo (oo

Name (Print br type)

?).-

30 -o\¢

licant's Signature

Date

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

For ESSG Office Use Only
DOH NHW I-9 8850 w4
Emergency ContactInfo | Background Release Form Background Results Unemployment Letter ESC Application
(Iif applicable)
For ESSG Client Use
DOH ROP Work Site Loc. WC Code

ESSG - CMG-NSTW4

Rev. 04/2017



Form W-4 (2017) s B B oD Bl s e ool o ks e

Basig instruoti [ 't exem| lete conslder making estimated tax ents using Form
Purpose. Complete Form W-4 so that your the Pcersonal Aﬁxangg: %:nﬂsheet%télmrpgha 1040-E8, Esmgdagnsg E:fg:'g gals. Olhe{wlae,
employer can withhold the correct federal income workshests on page 2 further adjust your yoLpyeylowe OP b. 805 %"H d‘"&plfn’ mt?ruld
tax from your pay. Consider completing a new Form withholding allowances based on ftemized annuity "“mgih“lﬁm“ i Fo thl _4° w_‘fl':'," Sho
W-4 each year and when your parsonlg or financlal deductians, certain credits, adjustments to Income, adjust your oiding on Form W-4 or .
sftuation cﬁe& or two-samers/multiple jobs situations. ngdnaamats or mulﬂpleﬂ]g‘:a.;f ﬂog' l}‘gva ath
Exemption from withholding. if : Complete all workshests that apply. H 2 WeIRng s poUselonmoieranioneliolangie;iie
oumpﬁogognly mas 1, 2?3. 2? 7u;‘r: mp; may tr:nlalpm fawe:"v (%l' Zero) allowa:gg.y Fo?wr:g:lraryou mt"a'""“g's m d'°mﬁy?r‘;“ en‘m?sd lt=° claim
form to valldate it. Your exsmption for 2017 expires wages, withholding must be based on allowances \%‘ ¥y ¢° wlthﬁ vl?ln i w'}‘“ gnly iR
Fehi 15, 2018. See Pub. 505, Tax Withholding you claimed and may not be a flat amount or her ﬂtl,ll{lrll oiding lallyed ?hmFan
and Tax. percentage of wages. gr%':a hlghg'tmﬁ;rj:g anrg za:!g1 all:wan"cga are
Note: If another person can claim you as a dependent Head of household. Generally, you can claim head claimed on mﬂm See Pub. 505 for detalls.
on his or her tax retum, you can’t claim exemption of housshold filing status on your tax ratumn only if Nonresident allen. If Ident al
from withhoiding ﬂm income exceeds $1,050 you are unmarried and pay more than 50% of the Ngﬂ a8s gu"'i %ﬂ:: ""V’\‘,’_?mgﬂe"' af%e
and Includes more than $350 of uneamed income (for costs of keeping dl.ltﬁ a home for yoursalf and gour N mfalderﬂ' Al PP s;nefo rmlsﬂ T8 1o Onajion
example, Intarest and dividends), dzgandarrgg&:: er qualifying Individuals. See = SiSaatare compiatng i
Anempl may be able to claim Pub, 601, ptions, Standard Deduction, and Chesk your withholding. After your Form W-4 takes
exemption from wm,ho,g{?:m if the employee Is Flling Information, for Information. effest, use Pub, 506 to see how the amount you are
a depandent, if the employes: Tax credits. You can take projected tax credits into fh;"'zﬂnlgl wsguﬁ?ﬂs“ﬁw% Emfm a1ax
* |3 age 65 or oider, mﬁﬁgﬁmﬂmmm‘mmmm exceed $130,000 (Slngfe) or $180,00D (Married).
s |3 blind, or care expenses and the child tax credit may be claimed Future developments. Information about any future
« Will clalm adjustments to Income; tax credits; or gslngthe Personal Allowances Workshest below, Fw}:llggmems affgcggg Furn'lal W-4 (sut‘::;“ la‘s:
itemized deductions, on his or her tax ratum._; c;em‘:smmgmm:; 21'}33,2,?32';" Tl B AL :tg wwwsg.gavlwd. il ] L
Personal Allowances Worksheet (Keep for your records.)
A  Enter *1" for yourself if no one else can claim you as a dependent . o o A
* 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 B
» Your wages from a second Job or your spouse’s wages (or the total of both) are $1,600 or less.
C  Enter *1” for your spouse. But, you may choose to enter “-0-" if you are married and have either a working spouse or more
than one job. (Entering “-0-" may help you avoid having too little tax withheld.) . o o o o (]
D  Enter number of dependents (other than your spouse or yourself) you will claim on your tax retum . o 6 o D
E  Enter 1" if you will file as head of housshold on your tax retum (see conditions under Head of household above) E
F  Enter“1” if you have at least $2,000 of child or dependent care expenses for which you pian to claim a credit F
(Note: Do not Include child support payments. See Pub. 503, Child and Dependent Care Expenses, for detsils.)
G  Child Tax Credit (including additional child tax credit). See Pub. 972, Child Tax Credit, for more information.
e If your total income will be jess than $70,000 ($100,000 if married), enter *2” for each eligible child; then less *1” if you
have two to four efigible chiidren or less “2” if you have five or more eligibie chiidren.
» if your total income will be between $70,000 and $84,000 ($100,000 and $118,000 if married), enter “1” for each eligible child. G
H

Add lines A through G and enter total here. (Note: This may be different from the number of exemptions you claim on your tax retum,) » H ﬂ
* If you plan to itemize or claim adjustments to income and want to reduce your withholding, see the Deductions

For accuracy, and Adjustments Worksheet on page 2.
complete all

® |f you are single and have more than one job or are manied and you and your spouse both work and the combined

worksheets eamlnFs from all jobs exceed $50,0c?0 (620,000 if married), see the Two-Eamers/Multiple Johs Worksheet on page 2

that apply. to avoid having too little tax withheld,

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

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

F w_4 Employee’s Withholding Allowance Certificate OMB No. 1645-0074
m
reasury P> Whether you are entitied to clalm a certain number of allowances or exemption from withholding is
. m&g&mgmm subject to review by the IRS. Your employer may be required to send a copy of this form to the IRS. 2 @ 1 7
You‘r rgt name and middie Initial name lfl Vgso lr)curngnumbar
R . Cooe 15-29-2%9
q’ﬂﬂ“’“\(ﬂum‘g street or '"%T‘e) 3 N single [ Mamied [] Manied, but withhold at higher Single rate.
—\ 1 ‘e I te Note: If married, but legally separated, or apouse Is a nonresident allen, check the “Single® box.

City or town, state, and ZIP code

4 Hyour last name differs from that shown on your soclal security card,
check here. You must call 1-800-772-1218 for a replacement card. » []

5  Total number of allowances you are claiming (from line H above or from the applicable worksheet on page 2) 5
6 Additional amount, if any, you want withheld fromeachpaycheck . . . . . . . . . . . . . . |6[%
7 | claim exemption from withholding for 2017, and | certify that | meet hoth of the following conditions for exemption.

» Last year | had a right to a refund of all federal income tax withheld because | had no tax liability, and
* This year | expect a refund of all federal income tax withheld because | expect to have no tax ilability.
. >l7]

If you meet both conditions, write “Exempt” here. . . .

Under penalties of perjury, | declare that | have examined this certificate and, to the best of my knowledge and belief, it Is true, correct, and complete.

paer B/ D0/ [

Employee’s signature
(This form is not valid unless you sign it.) » ‘L /
8 Employer's name and address (Employer: Complstae tines 8 and 0 only if sending to the IRS.) | 8 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



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

Employess have the option of receiving wages by Direct Deposit and/or Payroll Debit Card.
If ide a written election, wag i id by Payroll Debit Card.

SECHEION T BASIE INFORNIA FHON
S TR
SECTHEN 2 EAYTROILL BLECT N

Direct Deposit (Please complete Sections 3 and 5 below)
Payroll Debit Card (Please complete Sections 4 and 5 below)

50 DIRECE DEPOSIT

[0 Update Bank Account
Bank Name:

[[] Paper Check (Option available to GA NH and NY residents only)

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

Routing#
Account#

Initial Date

Account Type: [ Checking [] Savings [lOther

To help us avoid making an errar, please attach a copy of a voided check. (a deposit slip will not work)
If you change banks, do not close your old bank account until your direct deposit has started at the new bank, which may take 2 pay periods.

SECETON L PAN RO DEBEE CARD

Federal law requires all financial institutions to obtain, verify, and record information that identifies each person who opens an account, In order to
request a Payroll Debit Card for you, we must provide all of the following information that will enable the financial institution to identify you. If
you do not submit a Direct Deposit/Payroll Debit Card Authorization, ESSG will provide the necessary information and issue 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.

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

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

FmNmJ\g_‘OL‘)‘\fo\(\ ML L,\ mng\ CDO W Datt'aofBirﬂt@/‘ IZ
SteetAddress_u’o;n_oxnmmAmx) .-)b\q A‘&SS;Q _S“S(\ Social Security#

City 5.‘_, &LU\ SR?\N Zip E)@loé Ce]lPhnne(mobile)éS ‘-Sgg"?_m |

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

Thave received my Payroll Debit Card, welcome brochure, program fies, program terms, conditions, and disclosures. By activating my Payroll Debit Card,
T am agreeing to the program terms, conditions, and disclosures that are included or made available to me from time to time from the financial institution. 1
autharize the financial institution to debit my Payroll Debit Card account for the fies described in the fee schedule that is part of the program terms,
conditions, and disclosures.

Employee’s Signature: Date:

T amthorize ESSG to directly deposit my periodic wages/compensation payments, net of required tax withholdings, other required withholdings
or authorized deductions, into my account(s) as designated above and to initiate, if necessary, debit entries and adjustmentsfor any credit entries
made in error to my account(s). * E-mail is required for pay stub information.

e ORWON D [T A | . Covn

this information will only be used to sénd your paystubs electronically

Employee's Signature: Q‘\Q (\\\0\{\ ‘ QDW“‘QJ( Date: ')) / %O / / Z




EMPLOYER SOLUTIONS STAFFING GROUP
BACKGROUND CHECK AUTHORIZATION

Employee Name: Q’\O\- MO \Bﬁmeg C,O OM

... (First) (Middle) (Last)

Former Name(s) and Dates Used:

cmentsammmsns L D€ SHBU MmN Bhlog

(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: Lr‘% [ %_j LS %%’Z’-’ DOB:__E) / {/@ ZOOQ
Phone Nu‘mber: 6':) S %3 F:) = qu ‘

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, birth 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 confidential

manner in order to protect the applicants personal information, including, but not limited to, addresses, social security
numbers, and dates of birth.

Signature: %Y\Oﬂ (_G)OQQ( Date: (g / 50 / ’Z—G \g

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.
1 1 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: Q’\Cﬂ 5\0\(\\ QOOQQ‘C
Address: | \q ¢ XQSﬁ\ 2 S‘\(

Home Phone:

EMEKGBEJCY CONTACTS '
Please list two peupla (In priorlty order) who sould be gontacted in case of an emergency

Contact #1 Ho _ one:

Name: \] ) \O\“AU\ ;\"\U Y\*C( cell Phone: 651 - 31VS - [‘M ‘g
Relationship: N\OYV\ WorkPhione:

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 gron=.-.,

STATEMENT OF CONFIDENTIALITY

This agreement made this 36:nday of YY\(,N (), 201 %, between
Emplgyer Solutions Staffing Group LLC, hereinafter referred to as “employer”,
and a)ion CQOQ\_N" hereafter referred to as “employee”.

WITNESSETH:

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

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

\éﬂw&m (000

ployee Signature

(Dl
Ewmployer Solutibns-Stafft

ng Group LLC, Representative




employer solutions staffing group..

INJURY MANAGEMENT PROGRAM

Injured Worker’s Responsibilities

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

RESPONSIBILITIES OF THE INJURED WORKER:

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

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

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

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

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

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



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

Notify vour emplover immediately of any new injuries or conditions that impact
your physical condition.

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

| have read my responsibilities and agree to abide by these guidelines.
I:;s

Signed§( A'i(N\ (D@Q‘e‘(

Printed Name: w C_OM




employer solutions staffing group..

Important/Iimportante
LOST OR STOLEN PAYCHECKS

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

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

CHEQUES DE PAGO PERDIDOS O ROBADOS

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

e
Si su cheque de p € fobado, primero debe denunciar el robo a la policia
antes de que podamos volver a emitir el cheque. Una vez hecho esto, usted
debe proporcionar una copia de la denuncia a su reclutador de personal que el
cheque fue robado. Si el cheque no ha sido cobrado y si la pérdida del cheque
no fue su culpa, ESSG emitira un nuevo cheque y no hay cuota se deducira.

AGREED/SE ACUERDA—

Name/Nombre (con letra de molde):

Signature/Firmay /

A\



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 is ESSG’s duty to:

(1) Ensure that its clients provide you with a workplace free from serious
recognized hazards and comply with standards, rules and regulations issued
under the OSH Act.

(2) Ensure that its clients perform a job hazard assessment in order to identify
and eliminate potential safety and health hazards and to determine
necessary training and protections for employees at the facility.

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

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

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

ESSG is committed to vigorously enforcing its OSHA Compliance Policy.

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

e 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

e 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:

e Right to refuse unsafe work

o 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.



S e

employer solutions staffing group..
(R e i v T e W )

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 any
questions I may have about this policy. I agree to comply with ESSG’s policy on
ESSG WORKPLACE SAFETY POLICY and I understand failure to comply is
grounds for disciplinary action, up to and including termination.

I also agree that if at any time during my employment I am believe that I am
working in an unsafe or dangerous work environment, I will immediately contact
my supervisor, manager, director or ESSG’s Safety Director at
952.835.1288/1.866.496.7573 in order to obtain assistance in the resolution of such
matters.

Employee Name (Please Print)

hedion CoodeC

Employee’s Signature:

\&\M\w\ Lo paw3/20 / /3
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Notification of Minnesota Law Requirement ~
Unemployment Acknowledgement

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

Job assignment from a slaffing service, (1) fails without good cause {o

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

This paragraph appltes only if, at the time of beginning of employment with the staffing
service, the applicant signed and was provided a copy of a separafe document wriflen
In clear and concise fanguags that informed the applicart of this paragraph and that
unemployment benefits may be affected.

It is your responsibility to contact ESSG through Corporate Management Group (for
instancs, by calling 303-820~1425 or using any other form of contact) for additional
assignments. If you fall to do so, it may affect your unemployment bensfits.

1 understand by signing this form that 1 am responsible fo contact ESSG within &
calendar days once an assi Eent ends. | also acknowledge that | have received a
separate copy of this form. {Initial)

1o C,OO‘PG/ %/30/20

Ignature

Employee (plesse print your name here)

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

_MN_D2.2018



DRUG AND ALCOHOL

TESTING CONSENT FORM
1. | have been allowed to read and inspect a written copy of ESSG policy on
drugs and alcohol.
2, I 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 |
exercise certain rights; and (d) that certain events as described in the policy may resuit
in adverse personnel action, including my termination from employment with ESSG. |
understand that this policy in any form, and any employee handbook including this
policy, are not a unilateral employment contract or offer thereof.

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

disclosure to ESSG of the results of my drug and/or alcohol test and other information
related to the test.

Medion (oo

Individual's Name

3/20 [ 20%

Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



- 8850 Pre-Screening Notice and Certification Request for

(Rev. March 2016) the Work Opportunity Credit OMB No. 1645-1500
E:t’amal ﬁg'vﬁﬁ%m" P Information about Form 8850 and its separate instructions is at www.irs.gov/form8850,

(Z pplicant: Fill in the lines below and check any boxes that apply. Complete only this side.
Your name

\Get }(\Oﬂ C oofRX Soclal security mumber> £ 159~ -31-%1)
e e Whareyo va =\ (’\Q\ d‘Q,%S € S’\"
Gty ortown,state, and ZP code Y 2 el VAN Y;\f\ 106
County (ﬂa\f\f\ﬁ%f Telephone number Q:)\ 7335"‘2-%\

If you are under age 40, enter your date of birth (month, day, year) E)Am

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

2 heck here If any of the following statements apply to you.

* | am a member of a family that has received assistance from Temporary Asslstance for Needy Famiiles (TANF) for any 9
months during the past 18 months.

» | am a veteran and a member of a family that received Supplemental Nutrition Assistance Program (SNAP) benefits (food
stamps) for at Ieast 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 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 eligible to receive them.

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

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

» | am a veteran and | was unemployed for a period or periods totaling at least 4 weeks but iess 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,

4 [7] 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 [] Check here if you are a veteran entitled to compensation for a service-connected disability and you were unemployed for a
period or periods totaling at least 6 months during the past year.

8 [ 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 §, 1997, and the earliest 18-month period beginning
after August 5, 1997, ended during the past 2 years; or

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

7 [ Check here if you are in a period of unemployment that is at least 27 consecutive weeks and for all or part of that period
you received 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 | was offered a job, and it is, to the best of my knowledge, true,
correct, and complete.

Job applicant's signature > { / %O\r}\[}\ﬂ CDO‘QQ\[\ Date 3 [ 30 / ﬁ’

For Privacy Act and Paperwork thuctfon Act Notice, see page 2. Cat. No. 22851L Form (Rev. 3-20186)
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Form A (rev. 03/2017) TAX CREDIT QUESTIONNAIRE

Speciatists in fox Cradii Administration

EMPLOYER SECTION:

Client: Company:

Location: Position: Starting Wage: $
EMPLOYEE SECTION:

&T Name:; Last Name: Suffix:

00 (CoDty S"“Lfd'\' "ESSe S

st a6

SS#: Date of Birth: Have you worked for | If yes, location:
o . g this company before?
Yn-31 VARV, ﬂ A
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) O ﬂ
at any time since August 5, 1997? (If yes, please provide information below.)
Name of the person recsiving 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? & a
(If yes, please provide information below.)
Name of the person receiving benefits: Relationship to you:
City: County: State:

3. Have you received Supplemental Security Income (SSI) at any time within the past 3 months? O ‘$
Please note, this is not the same as Social Security benefits (SS) or Social Security Disability (SSDI) benefits.
*If you checked yes please provide a copy aof your SSI documentation.

4. Have yon received any type of vocational rehabilitation services within the past two years? | ’ﬁ
If yes, please indicate which type of agency you worked with and provide their location information below:
[ Vocational Rehabilitation Agency [] Dept. of Veterans Affairs [ Employment Network (Ticket to Work Program)
Name of Agency: Phone #:
City: County: Stnte
*If you checked yes please provide a copy of your active Individual Work Plan and Ticket to Work documentation.

5. Are you a Veteran of the U.S, Military? *If yes, please provide a capy of your DD-214 and letter of separation. D B
(If yes, please provide information below. Ifno, pleass continue to question #5.)
Dates of Service - From: To:
Branch of Service:

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

If yes, dates of unemployment - From: Ta:

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

Did you receive unemployment compensation at any point during your unemployment?
If yes, in which state did you receive unemployment compensation? ___

Conviction Date: Release Date:

Was thisa [] Federal or |:| State conviction? If State - County; _____ State:

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

O
B
O
O

g
O

R
B

If vou checked yes please pravide a copy of your CDIB card.

Additional Tax Credits
IEC (Native American): Are you or your spouse a member of a Native American Tribe?

CA Residents: [] Are you the child of foster parents? [] Do you receive CalWorks? [] Workforce Investment Act?

[ Are you a 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, I declare the information above to be true and accurate to the best of my kmowledge, and 1 hereby authorize any agency, organization, or
individuals to supply such verification or information that may be needed to determine tax credit eligibility to my employer, employer representative (Associated

Consultants, Inc. dba Retrotax), or the Department of Labor.

New Employee Signature:QQf(1 S \\m (:_Od@'@\(

s o [ NS




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 ta be completed, signed, and dated by the new hire anly.
Employers or consultants submit this SAF to the State Workforce Agency with IRS Form 8850 or if filed
separately, with ETA Form 9061 (or ETA Form 9062) for each certification request filed for the new target
group.

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

New Hire’s Slgnature'\/ %6\0‘(\ CDW Date :?) / % / /g
New Hire Name: QQL\W\ (DOW
Social Security Number: 4 5 ~37- 3BT

Employer Name:

Please check the statements below if they apply to you.

O | declare that 1 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 Notice:

The Intemal Revenue Code of 1986, Section 51, as amended and its enacting legislation, P.L. 104-188, specify that the State Workforce Agencles are the
“designated® agencies responsibie for administering the WOTC ceriification procedures of this program. The information you have provided complsfing this
form will be disclosed by your employer to the State Workforce Agency. Provision of this information s voluntary; however the information is required to
determine your employer's efigibiiity for the federal tax credit.

Publlc Burden Statement:

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

117-
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