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EVerify

https:ﬂe—veriiy.uscis.gov/web/PrintCaseDetails.aspx?CaseVerNum=

SENSITIVE BUT UNCLASSIFIED

Case Verification Number: 201 8102085541QwW

Report Prepared: 04/12/2018

COmm Information

Company ID; 47429

Emglgxee Information

Company Name: Employer Solutions Staffing Group

Last Name: Washington
Date of Birth: 08/08/1993
Hire Date: 04/12/2018

Document Information

First Name: Ray
Social Security Number: ** * 2739
Citizenship Status: A citizen of the United States

List B Document: Driver's license or ID card Issued by a U.S. state or
outlying possession

Document Name: ID card
Driver's License or ID Card Number:

Case Status Information

List C Document: Social Security Card

Document State: Indiana
Document Expiration Date: 09/09/2018

Final Case Result; Employment Authorized
Case Submitted On: 04/12/2018
Closed On: 04/12/2018

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

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

SENSITIVE BUT UNCLASSIFIED

4/12/2018, 7:56 AM



Employment Eligibility Verification USCIS

Department of Homeland Secarity OME::TJ;:W
U.S. Citizenship and Immigration Services Expires 08/31/2019

PSTART HERE: Read instructions carefully bafore completing this form. The Instructions must be available,
during completion of this form. Employers are llable for esrors In the compistion of this form,
ANTI-DISCRIMINATION NOTICE: % s llegal to discriminate against work-authorized individuals. Employers CANNOT specify which
document(s) an employes may present to establish employment authorization and identity. The refusal to hire or continus to amploy
an Individual bacause the documentation presentad has a future expiretion date may also constituts fllegal discrimination.

I T e

either in paper or electronically,

n 1. Employsee Information and Atftestalion (Employses must complste end sign Sestion 1 of Form 18 no later

than the first day of emiploymént, but not before fgz_:_ep&ng a job oftet J CRORE S A% ] as e
Last Name (Family Name) First Name (Given Name) Middle Iniia)  { Other Last Names Used (? any)

Washington ray j } n/a
Address (Street Number and Name) Apt. Number | City or Town Stale  |ZIP Code

1220 Morgan ave n 6 Minneapolis mn 55411

Data of Birth {mmAtdfyyyy) | U.S. Sacial Security Number Employee's E-mall Address Employse's Telaphone Number

09/09/1993 - [ﬂ"ﬂ Divboo45@gmail.com 2193088815

| am aware that federal law provides for imprisonmant andfor fines for false statements or use of false documents in
connaction with the completion of this form.

1 attest, under penalty of perjury, that 1 am (check one of the following boxes):
(@) 1. A ciizen ofthe United States

Q) 2. Anancitizen nationel of the Urited States (See insrucdons)

Q) 3. Alawhul permanent resident  (Aflon Reglstration NamberUSCIS Number  n/a

{2 4. An atien authorized towork _umtl (expiration date, tf applicable, mmAddiyyyy): n/a
| Some allens mey write "N/A" in the explration date fisld, (Ses instniciions) b

Alfena euthorized to mmmmmsmmwmammdmmwmwmmmm as;-m.m‘ nd
| #in Allen Registration NumberA/SCIS Number GR Form 1-94 Admission Number OR oraign pesem mmber. | Sl il
| 1 Alen Reglstraion Number/USCIS Number: n/a
' OR

2. Form 194 Admisslon Number: n/a
' OR

3. Forelgn Passport Number; n/a

Country of issuance; n/a _'
Signeture of Employes _Byff Today's Dste fmm/ddlyyy)  ppr 11,2018
WL 1 AL 220G

Preparer and/or Transiator Certification (check one):
| did not use a8 preparer or transiator. CII A preparer(s) and/or translator(s) assisted the employee in complating Section 1.
(Fields below must be completed and signed when preparers andfor translators assist an employee in complsting Section 1. )

I 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/dd/yyyy)
Last Name (Family Name) First Name (Given Nams)
Address (Strest Number and Name) Chly or Town State ZIP Code

@ ﬁfmpiover Completes Next F“age : @

Form 19 0717/17 N Page 1 of 3




Employment Eligibility Verification
Department of Romeland Secarity
U.S. Citizenship end Immigration Services

AT Expires 08312019
ection 2, Employer or Authorize epresentative Review an

USCIS

Form 1-9
OMB No. 16154147

erification
(Employers or their authorized representative must complete and &lgn Section 2 within 3 husiness days of the employse’s first deg of employment. You
must physically examine one decument from List A OR a combination of ane decument from List B and one documeant from List C a¢ listed an'the “Lists
of Acceptable Dectments 7
1 L L
Employes Info from Seution 4 iwCLS o i C—-\
ListA ListB ]
identity and Employment Authorization ldentity Ermployment Authorfzation
Document Tile Documant Title
b L . %'e— Al e all
Issuing Authority issuing asying Authority, e
+€ O M A AN ol LV (LA WOV
 Document Number Doty ; oenmant
305 - 15 -2
Expiralion Date {1 any)mmiddiyyyy) ] Exprration Dats {if any) fration | any)r
DA-p9-2018 N/a
Dosumeant Titls ‘
tssuing Autharily Additional Information i o F 13
(Dosument Nomber
[Expiration Date (Fany7mmiddyin)
§
"TSSung Acthorty
;_Tmntﬁu_nm '
=D s ] !
1 i i
Cortification: | attest, undar penalty of perjury, that (Ht haveewnlnedthedowmenus) pmsantadbyﬂ:eabovemmedemployea.
{2) the ahove-listed documentys) appsar to be genuine and to relate to the employee named, and {3) to the best of my knowletige the
emp!oyaohauﬂmﬂzadtoworklnﬁleumhﬂsm .

The employea's first day of employment (mm/dd/yyyy):

oy l [21 20| ¥ (See nstructions for exemptions)

Taday's Date (mmvddsyyyy) Empbye:: or Autharized Represeniative
PY/12 )20 & Cov fe

Empicyorys Arzsd Reprosoniaov: aittmf o Authorized Representafive
! \ 474
Employer's iness or Organization Address {Street Number and )} | City ar Town

Employer's Busingss or Organization Name
EMPLOVER SOLUTIONS STAFFING GROUP LLC

lale  {71P Cade
7480 FLYING CLOUD DRIVE  SUITE 200 EDEN PRAIRIE MN §5344
Section 3. Reverification and Rehires (To be compieted and Stgned by employer or authorized representative )
New Name (7 apinucatic) G s B. Date of Rehirs ( spplicable)
Lagt Name (Family Name) First Nams (Given Namg) Middle initiel  § Date (mmiidAyyy)
G If tfe enijiléyeo's frevigils grant of om eyntent authorization has expliet, grovide the | r fhe docuitient or it that égfablishies
vontinuing empioyment authqrization in the space provided baloy, 7 £ i
| Document Tiie Documant Number Expiration Date (i any) immiddiryyy)
1 attast, under penalty of perjuty, that 1o the bestof|

the employee presented document(s), the docum

my knowledge, this smployee Is authorized to work in the United
ent{s) ! have examined appear to he genuine and to relate to the tndividual,

Signature of Employer or Authorized Representafive

Today's Date (mm&idhyyy) | Name of Employer or Autharized Represantative

Faom1-9 071717 ¥

Page2 of 3















e O PO Box 46270
R, i) ] Minneapolls, MN 55344-9956
ot J! Tel: 852.835.1288

www.esgstaffingsolutions.com

ermploysr solions stafing group..

New Hire Application

Personal Data-- PLEASE PRINT LEGIBLY IN INK
—_— T =uIDLTININK

Last Name _Washington First Name _ray Middle Initiat 1
Strest Address 1220 Morgan aven Apt/Ste 6
City/State/zip Minneapolis Minnesota 55411 Soclal Seourity Last Four XXX-XX-
Phone Number _2193088815 Emall Address _Divboo45@gmail.com @

Staffing Agency/Recruitment Partner cmg

Are you lsgally authorized to work in the United States of America? (8] YES QiNo

Applicant Certification and Authorization
qualifications for employment. | authorize ESSG to make inquiries of my former employers, except as indicated in this application,
regarding my previous disties, responsibilifies, performance, ©ompensation and eligibility for rehire,
| understand thata comprehensive background check may be conducted 1o dstermine my eligibility for hire by certain clients of ESSG.
Thismayhcludebutlsmtmnltodm. onsofcrlrrﬁmlandlarmnvlcﬂonramrda,dﬂvhgmcordsandloradmgsmaenteﬁas
required by cilents, govamment regulations or by ESSG policies,
lrelaaaessssandoﬂwrpemonsoremmesﬂumanyolamma!migfubabasedon ES8G's decision to conduct a background check,
1oerﬁfythatallstatememsmadelnmyappﬂuaﬁonarehuaandacwmteandﬂxatlhavanotomlﬁedmymateﬂalhfomﬁon.arprovided
false or misleading Information, | understand that any material omission or misrepresentation will result in my disqualification from
conslderation for employment or, If discovered after | bagin employment, will result in my termination.

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

ol

washington Nirgon T E T3 Apr11,2018
Neme (Print or type) - Applicant’s Signature Date
A copy or facsimlila ("fax") will be considered the same as an original signature. Emall wil] ONLY be used for employment correspondance
For ESSG Office Use Only
DOH NHW 18 8850 w4 -
Emergency Contact Info Backpround Release Form Background Results Unempioyment Letter ESC Application
: {if appiicahie)
For ESSG Client Use
DOH ROP s e § WOTK Site Lop, WC Code

ESSG - CMG-NSTW4 Rev, 04/2017



Form W4 (2018)

Future devalopments. For the latest
information about any future developments
related to Form W4, such as legisiation
enacted after it was published, goto
www.lrs.gov/Farmw4,

Purpose, Complets Form W-4 so that your
smployer can withhold the correct faderal
Income tax from your pay. Consider
completing & new Form W-4 each year and
when your parsonal or financial situation
changes.

Exemption from withholding, You may
claim exemption from withholding for 2018
if both of the following apply.

© For 2017 you had a right to a refund of all
fedaral Incoms tax withheld becauss yau
had no tax liabifty, and

» Far 2018 you expeat & refund of all
faderal Income tax withheld becauss you
expect to have no tax liabllity.

If you're exempt, complets anly lines 1, 2,
3, 4, and 7 and sign the form to validate it.
Your exemiption for 2018 expires February
15, 2018, See Pub. 505, Tax Withholding
and Estimated Tex, 1o leam more about
whether you qualify for exemption from
withholding.

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

You can also use the caleulator at
www.irs.gov/W4App to determine your
tax withholding more accurately. Conslider

Farm W"4

using fiis calculator if you have a more
compileatad tax situation, such as If you
have & working spouse, more than one job,
or & large amount of nonwage icome
outside of your job. After your Form W-4
takes effact, you can also usa this
calculator to see how the amount of tax
you're having withhalc Compares to your
projected total tax for 2018. If you use the
calculgtar, you don't need to complete any
of the warksheats for Form W-4,

Nate that if you have too much tax
withheld, you will recelve a refund when you
fllo your tax retum. i you have too little tax
withheld, you will owe tax when you file your
mremmandyaumlgl'rtoweapenalty.
Filers with muitiple jobs or working
spauses, i you have more than one job at
atime, orlfyau’rama:ﬂedandyour
Spouse Ia alao working, read ali of the
Instrustions Including the instructions for
the Two-Earners/Muitiple Jobs Workshset
before beginning.

Nenwage income, If you have a large
amount of nonwage Income, such as
Interest or dividends, consider making
estimated tax payments using Form 1040~
ES, Estimated Tax for indlviduzls,
Qtherwise, you might owe additional tax.
Cr, you can use the Deductions,
Adjustments, and Othsr Income Workshest
on page 3 or the calculator at www.lrs.gov/
memmkemyouhaveenoughtax
withheld from your paycheck. i you have
pension or annuity Income, see Pub. 505 or
use the calculator gt www.irs.gov/WdApp
to find out if you should adjust your
withholding on Form W-4 or W-4P,
Nonresident allen, if you're a nonresident
alien, ase Notice 1392, Supplemental Form
‘W4 Instruotions for Nonresident Aliens,
bafore complating this form.

Separate here and give Form W-4 to your employer. Keep the warksheet{s) for your recornds,
Employee’s Withholding Allowance Certificate

Specific Instructions

Personal Allowances Worksheet
Camplets this worksheet on page 3 first to
datermine the number of withholding
allowancas to claim. ;

Line C. Head of household please note:
Gerierally, you can claim head of
household filing status on your tax retum
only if you'ra unmarried and pay more than
§0% of the costs of keeping up a home for
yoursalf and a qualifying individual, See
Pub, 501 for more iInformation about filing
status,

Line E, Ghild tax credit. When you file
your tax return, you might be eligible to
claim a eredit for each of your qualifying
children. To quallfy, the chiid must be
under age 17 as of Dacember 81 and must
be your dependant who Ives with you for
mora than half the year. To leam more
about this oredit, ses Pub. 872, Child Tax
Credit. To reduce the tax withheld from
your pay by taking this credit into account,
follow the Instructions on line E of the
worksheet. On the workshsst you will be
asked about your total income, For this
Purpose, fotal income includes all of your
wages and other income, including income
eamed by a spouse, during the year,

Line F. Gredit for ather dapendents,
Whenyouﬂleyourtaxrahmyou might be
allgiblatoota!mac!edltforeaohofyour
dependents that don't qualify for the child
tax aradit, such as any dependent childran
agoe 17 and older. To learn more about this
credit, see Pub. 505, To reduce the tax
Wwithhald from your pay by teking this oredit
into aoount, follow the Instructiona on line
Fofﬁwaworlaheet.Onthawm'kaheet,you
will be asked about your total Income. For
this purpose, total Income Includes all of

OMB No, 1545-0074

Department Tregsury » Whother you're entitied to claim a certain number of allowances or exemption from withholding is

wmﬁu?smba aubjecttomvlmby&alﬂﬂ.?ourempbyarmbemqulredhMammofﬂﬁsfomhmm 2@1 8
1 Yourfirst name and middls Inffial [ Last name 2 Your soclal security number
o i Washington 305152789

Home address (number and street or ural routa)L

1220 Morganaven

[ 8@8inge  (Mared

Muarried, but withhald at higher Single rate.

| Note: it married filing separately, cheok “Manied, but wilhhold at higher Single rate*

Gity or town, state, and ZIP code

7 lclaim exsmption from withholding for 2018, and | certify that | m
* Last year | had a right to a refund of all fadera) income

['4 Hyourizst name differs trom that shown on your sootal seoirity card,

Minneapolis Minnesota 55411 | check here. You must call 800-772-1213 for a replacement card, D
5 Total number of allowances you'ra claiming {from the appficable workshest on the following pages) . . . 5 3[ 2
6  Additional amount, i any, you want withheld from each paycheck . . . O b Bl 1

i you mest both conditions, wrils *Exempt™ here. . .

eat both of the follawing conditions for exemptian. |

Y

* This year | expest a refund of all federal income tax withheld begause | expect 1o have no tax Jabildy. I
7 T

Under penalties of perjury, | declars that | have sxamined this certificate and, to the best of my knawledge and bellef: it is true, camect, and complete,

Employes’s signature w
(This form is not valid unless yousignit)» ebwmoielaen Date» Apr 11,2018
8 Em, 'y d add ? Complete baxes 8 andt 10 i d complets 9 of 18 Em identifisation
Do G, e T aancing 12 Shete Bomeuampl New Firemy T 10 1 sendlg 19 1R and comp plate A
For Privacy Act and Paperwork Redugtion Act Notice, see page 4, Cat. No, 102200 Form W4 2018)



m1 DEPARTMENT ' : W-4MIN
OF REVENUE
2018 Minnesota Employee Withholding Allowance/Exemption Certificate

Employees

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

¢ Clalm fewer Minnesota withholding allowances than your federal allowances

* Clalm more than 10 Minnesota withholding allowances

* Want additional Minnesota tax withheld from your pey each pay pariod

* Clalm to be exempt from federal withholding or claim to be exempt from Minnesota withholding

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

Employee’s first name and initfal Last nama Employse's Soeial Security number
washington ! 305152789
Permenen: address Marital status {check one box)
1220 Morgan ave n O w:mmamlealalmmd:m
City Sate 2P code Married
Minneapolis Minnesota 55411 Married, butwithhold at higher Single rete

./
Employees: Read Instructions on back, complete Section 1 OR Section 2, slgn and give the completed form to your amployer. {Do not compiste
both Section 1 and Section 2. Completing both sections will make the form invalid.)

DSecﬁunl-—Dehermhﬂnanmataallm

Complete Saction 1 If you claim fewer Minnesota allowances than your fedaral allowances, AND/OR If you want additional Minnesota withhald-
Ing deducted each pay perind,

1 Total number of federal allowances ciaimed on faderal FormWe4 ............... Pt s sttt tneteananas 1 -2—_......_...._.__..
2 Total number of Minnesota allowances {fine 2 cannot be more thanlined) ............ 00000G 600006000 2
3 Additional Minnesota withholding you want deducted each pay period. ..... Petentonetennisnas ceesees3 S

£ Saction 2 — Exemption from Minnesota withholding

Complete Section 2 if you clalm to be exempt from Minnesota income tax withholding fsee Section 2 Instructions for qualifications). ¥ applicahle,
check one box below to indicate the reason why you believe you are axempt

: mest the requirements and claim exempt from both federal and Minnesota income tax withholding,

Even tough | did not claim exempt from federal withholding, | claim exempt from Minnesota withholding because | had no Minnesota
Income tax llabfity last yéas, | recelved a refund of all Minnesota ncome tax withheld, AND | expect to have no Minnesota incoma tax Nablfity
this year.

[@ My spouse Is 8 military serv'ce member asslgned to a miiitary location in Minnesata, my domicile (legal residence] Is In another state, AND |
am In Vinnesota solely to bs with My spouse. My state of domiclle Is

UI am an Americen Indian fiving and worling on a reservation,

E ) am a member of the Minnesota National Guard or an attive duty U.S, military member and clalm exempt from Minnesata withholding on
my millltary pay.
IQ | receive a military penslon or other military retirament pay as calculated under Title 30, 1401 through 1414, 1447 through 1455, and 12733
and claim exemat from Minnesota withhelding on this retirement pay.
i certify that all information provided in Section 1 OR Secifon 2 I3 correct. | understand there is o $500 pensity for filing a false withholding allow-
ance/exemption certificate. :
Employes's signatire w

W dun el 4,0055)

2 Aprii,2018 i 193088815

Employees: Give the completed form ta your employer.

Employers

If you are required to send a copy of this form 1o the Department of Revenue {see instructions), you must enter the employer information below
and mafl this form to: Minnesota Revenue, Mail Station 6501, St. Paul, MN 551456-6501, {Incomplete forms are considered Invalid.) A $50 penaity
may be assessed for each requirad Form W-4MN not filed with the department,

Keep a copy for your records.
Name of employer | Federat employar D number (FEIN) | Minnesata tax 1D number
Addrass City State ZIP cotie

fee12/17) Questions?  Website: www.revenue.state.mn,us, Emal: withholding tax@state.mn.us, Phone; 651-282-9958 or 1-800-657-3584.



er-ploser se sons st "% S
Direct Deposit/Payroll Debit Card Authorization

irect Deposit and/or Payroll Debit Card,
5 i";_“: ald : :1 l ebit

CSLCTION S D ARG L RGN

| $] Direct Deposit (Plcase complese Sections 3 and 5 below

)| Payroll Debit Card (Pleass complete Sections 4 and 5 below)
+ =

psii fake up to 7 day. ba act

Lund andaclmawladgetlmtﬂ‘ldonntprwmea
voidadche&wiﬂ:tlﬂsmrectdepomform,lam

responsthlethranydelaysinpaymnorexh'amts

incurred ff the account number that I provide ts Incorrect,
Accoynth 5956 1128 7055

' : - 11/2018
Account Type: [] Checkingl") Savings[TJOmer Initia) TW Due 94/11/2

; Tohelpusavnidmaldnganm.plmeanuchacapyofamidcdubeck.(a deposit sitp wild not work)
. 'u‘ynuchangehanks.donotc!myouroldbmkamnmmﬂmdhmdepoﬁ:hsmdmmewbmk,wlﬁchmymnayma

Bank Name:

green dot
Routing# 124303120

Fedmllawmquiresallﬂnancialinsﬁtutionstoobmimvm.mdmudinfomaﬁmwidenﬂﬁesewhpmmwhoopmmammhmduw
mqucnaPayronchiICardforyan.wemustprovidull oftheﬁoﬂowinghﬁmon&atwmmmbhtbeﬁnandalinsﬁmﬁonmldmﬁ&m If
youdonotsubmitaDimctDeposit/PaymllDebitCadinthnﬁuﬁon,BSSGwﬂlpmvidethenecessmylnfmmﬁnnandissueyou a Payroll Debit
Cat_tlmpayyom:mges.Poryuurpmtecﬁon,ﬂ:cﬂnanciﬂinsﬁmﬁonmayaxkyoummvldeﬂmnaddiﬁonaliﬂmﬂﬁmﬁminfomaﬁmsotheyean

Bxceptforthemnﬁngandaccomtnmbar,BSSG doesnothavu&cmbmyinfommtlonregm‘dingm?aymﬂ Debit Card account or
u'ansacﬁona.Onyourﬁmpayday.youwillreoeivayomnewl’aymnDebitCard,andapackatcomhﬂngallnfﬂ:emnmandcondiﬁons.Youwlll
thenai,gnwknowledgingthatyoureceivedthePaymﬂDebitcmﬂmdpacket.YourPaymllDebitCardwillbereloadedoneauhpaydnyynumceive
wages,

{ CARDHOLDER INFORMATION {es you want your Payroli Debit Card to be issued)

First Name ML Last Name Date of Birth
Strest Address (o BOX NOT ACCTRTABLE Sorial Security#
| City State ; Zip i Call Phone (mubile)

RECEIPT OF PAYROLL DEBIT CARD (to be completed when you pick 1p your Payroll Debit Card)
Payroll Debit Card Routing # Payroll Debit Card Account #

v
Employee’s Signature: e i : Date: Apr11,2018
SECTIONT5E AUTHORIZATION i ] _
1 authortze BSSG 10 dircctly deposit my perivdic wages vompensation payments, net of roquired tax withholdings, other required withholdings
or authorized deduetions, into my fecouni(s) as designated above und to initiar, if necessary, debit entries and adjnstmentsfor any credit entries
made in error o my aceount(s), * E-mail is required for pay stub information.

*E-maijl: Divboo45@gmail.com @
tis information will only be nsed to send your paystubs electronically

w
Employee's Signature: _TCown Ferimm Date:_Apr 11,2018

L.




EMPLOYER SOLUTIONS STAFFING GROUP
BACKGROUND CHECK AUTHORIZATION

Employee Name: washington
(First) (Middle) (Last)

Former Name(s) and Dates Used:

Current Address Since: 1220 Morgan ave n Minneapolis Minnesota 55411

(Mo/¥r) (Street) (City) (State/zip)
Previous Address From; 3850 w Broadway ave apt 11 robbinsdale Minnesota 55422

(Mo/¥r) (Street) (City) (State/zip)
Previous Address From: 1010 currie ave n Minneapolis Minnesota 55403

(Mo/Yr) {Street) (City) {State/zip)
Social Security Number; __ 305152789 DOB; 05/09/1993

Phone Number: 2193088815

Driver’s License Number/State: 5360112214

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

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 lurisdictions; driving
records, birth records, and any other public records,

I further authorize any individual, company, firm, corporation, or public agency to divulge any and all information, verhal
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 1o, addresses, social security
numbers, and dates of hirth.

Signature: % Date: Aprll, 2018

Notice to CA, MN, and OK Residents:

Please check the box below if you wish to receive a copy of a consumer report that is requested.
[@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: washington
Address: 1220 Morgan ave n Minneapolis mn

Home Phone: 2193088815
' EMERGENCY CONTACTS
Please list two people (in priarity order) who could be contacted In case of an emergency
Contact #1 Home Phone:
Name: Denise bailey Cell Phone; 2198880441
Relationship: mom Work Phone:
Contact #2 Home Phone:
Name: Jesse mayes Cell Phone: 6126184398
Relationship:  friend Work Phone:

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

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



EmMoaver soiutions staiving grou..

STATEMENT OF CONFIDENTIALITY

This agreement made this | 2~ day of A'IPF | , 201, between
Employ? Solutions Staffing Group LLC, hereinafter referred to as “employer”,
and _d.ull 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 difficuity 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.,

1%
washingiot [Apr 11, 2016

Employee Signature

.,

L7l

u Ql_ls_,ﬁtaﬁr?g Group LLC, Representative




e e e o et O
wmiployer solutions saffing sroud .

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 appointments. While on physical limitations, visits should
be a minimum of once every two weeks. Fallure 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 physiclan at every appointment, a
minimum of once every two weeks. M.R. 5221.0420 requires that your physician
cooperate with returf to work planning and that you be released to return to work
at the earllest appropriate time.

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

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

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



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

Notify your employer immediately of any new injuries or conditions that impact
Your physical condition.

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

I have read my responsibilities and agree to abide by these guidelines.
W
Signed: wasringban (i 13, 2016

Printed Name: Washington
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Important/importante
LOST OR STOLEN PAYCHECKS

If a paycheck Is lost (missing, misplaced, destroyed, lost in the mail, ete.), 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 fes 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 80, 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

81 un cheque de pago se pierde (que faita, fuera de lugar, destruido, perdido en
el correo, efc), usted debe nofificar a su reclutador de personal que el cheque no
8@ puede encontrar. Si se puede verificar que el cheque no ha sido cobrado,
ESSG se detendré el cheque de pago y reemitir el cheque a usted, descontando
un cargo de entre $ 25 - $ 35,

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

AGREED/SE ACUERDA—

Name/Nombre (con letra de moide); Washington

W
Signature/Firma: Wit gon (Ans 13, 2678
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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 hagzards 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.

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

ESSG is committed to vigorously enforcing its OSHA Compliance Policy.

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

» Responsibility to work in compliance with OSHA laws and regulations

* Responsibility to use personal protective equipment and elothing 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
o Right to review copies of appropriate standards, rules, regulations and
requirements that the host employer is required to have available at the
workplace,



groloyer sciutions stzifing oo,

* Right to request information about safety and health hazards in the
workplace, appropriate precautions to take, and procedures to follow if
involved in an accident or exposed to hazardous substances

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

You can have your name withheld from the host employer and any other entity, by
request, if you sign and file a written complaint. You can request to be advieed of
OSHA actions regarding a complaint, and request an informal review of any
decision not to inspect the site or issue a citation., And, you can file a complaint if
you are punished or discriminated against for acting as a “whistleblower” under the
OSH Act or 18 other federal statutes for which OSHA has jurisdiction, or for
refusing to work when faced with imminent danger of death or serious injury and
there is insufficient time for OSHA to inspect. Retaliation or reprisal taken against
anyone who has expressed concern about workplace safety is illegal.

If you believe that your right to a safe workplace has been violated, you can make a
report to a manager of the host worksite employer and/or ESSG (by telephoning
952.885.1288/1.866.496.7578) and asking for the ESSG Safety Director. You can
also contact OSHA directly with any concern. ESSG recognizes the serious nature
of ensuring workplace safety will endeavor to protect any employee who may have
been subjected to unsafe or hazardous worksite conditions.



e T ” by 4o - wdam JT0 o LT
EMLQSr SolUUang steitfing sroug .

B SRR T A A T

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 952.885.1288/1.866.496.7573 with any
questions I may have about thig policy. I agree to comply with ESSQ’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 Tam
working in an unsafe or dangerous work environment, I will immediately contact
my supervisor, manager, director or ESS®s Safety Director at
962.886.1288/1.866.496.7578 in order to obtain assistance in the resolution of such
matters.

Employee Name (Please Print)
washington

Employee’s Signature:

[ .
vasingon (Apr 11, 74,.3) Date: Apr 11, 2018




DRUG AND ALCOHOL
TESTING CONSENT FORM

1. I have bsen aliowed to read and inspect a written copy of ESSG policy on
drugs and alcohol.

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

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

(¥
washingion (Apr 1%, 2015

Individual’s Name

Apr11,2018
Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



Pre-Screening Notice and Certification Request for
the Work Opportunity Credit
bmmwmmhmmmm»mmmwmmhmmemlm

Job applicant: Fill in the lines below and check any boxes that apply. Complete only this side.
Yourname __washington Soclal security number > 305152789

Strest address where you five 1220 Morgan ave n

OMB No, 1845-1500

Clty or town, state, and ZIP code Minneapolis Minnesota 55411

County Hennepin Telephone numbsr 2193088815

If you are under age 40, enter your date of birth (month, day,year) 09/09/1993

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

2 Checkheraifanyofﬂaefollowlngstatemamsapplytoyou.
. lamamemberofafarrdlytl'nathasmoeivedasslstancefromTemporaryAsaisbameforNaedyFamlllae (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 least a 3-month period during the past 15 months.

* | was referred hers by a rehabilitation agency appraved 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 & member of a famlly that:
8. Received SNAP benefits (foodstamps)formepastsmonms or
b. Received SNAP benefits (food stamps) for at least 3 of the past § 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,

* | racejved supplemental securily income (8SI) bensfits for any month ending during the past 80 days,

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

3 Check here i you are a veteran and you were unemployed for a period or periads totaling at least 8 months during the past
year,

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

[D Check here if you are a veteran entitled to compensation for a service-connected disability and you were unemployed for a
_ periad or periods totaling at least 8 months during the past year.

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, 1997, and the earflest 1 &-month pearlod beginning
after August 5, 1997, ended during the past 2 years; or

* Stopped being eligible for TANF Payments during the past 2 years becauss federal ar state law Imited 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
Yyou recsived unemployment compensation,

Signature~All Applicants Must 8ign

Under penaities of parjury, ! deciare that | gave the abovs infermation to the employer on or before the day | was of‘ered 8 Job, and it's, to the bast of my knowledge, tnie,
eorect, and complate,

: g
Job applicant’s signature I w=tington ey 11705 Date APrli, 2018

For Privacy Act and Paperwork Redustion Act Notice, see page 2. Cat. No, 228511 Form 8850 Rev. 3-2016)
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Form A (rev. 03/2017) TAX CREDIT QUESTIONNAIRE | |7 @ 4.7
EMPLOYER s ON: e e L e e R Tk 4 (Y
Client: Company:
Location: { Position: Starting Wage: §
EMPLOYEE SECTION: o
First Name: Last Name: Suffix: Street Address: City/State: Zip:
washington 1220 Morgan ave n Minnegpolis Minnesota 55411
SS#; Date of Birth: Age: Have you worked for | If yes, location:
‘ this company before?
305152789 09/09/1993 24 Yes No n/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 @

at any time since August 5, 19979 (I yes. picase provide information below,)
Name of the person receiving benefits; —— Relationship toyon; _____
City: County: ____ State:

2. Have you or has anyone living with You received Food Stamps (SNAPF) at any time during the past 15 months? ® O
(1 yes, please pravide information below.)

Name of the person receiving benefits: —— Relationshiptoyou; ____
City: County: State: ____

3. Have you received Supplemental Secarity 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 vou checked yes pleass provide a copy of vour SSI documentarion,

4. Have you recelved any type of vocational rebabilitation services within the past two years? O O]
1f yes, plense indicate which type of agency you worked with and provide their location information below:

u Vocational Relabilitation Agency g Dept. of Veterans Affuirs [ﬂ] Employment Network (Ticket to Work Program)
Namsof Ageoey: ___ Phomed:

Chy: County: ___ Staer ____

*¥f you checked yes please provids a copy of your active Individual Work Plan and Ticket to Work documentation.

Q
©

5. Are you a Veteran of the 1).S, Military? *[fves, please provide a eopy of your DD-214 and letter of separation,
(If yes, please provide information below. 1f o, please continue to question #6.)

Dates of Service - From;

Branch of Service:

Are you entitled to or are yon receiving compensation for a service-connected disahility?
6. Have you been unemployed st any fime during the last 12 months?

Ifyes, dates of unemployment - From: To:

Did you recelve unemployment compensation at any point during your unemployment?

If yes, in which state did you receive unemployment compansation? __

To;

————

ol 0 @p
@ @ a@

7. Have you heen convicted of a felony or released from prison for a felony couviction in the past 12 months?
Conviction Date: Releass Date;

Was thisa []] Fedaral or [ State conviction? 7 State - County: ____ State: ____
A S ] ~ Atditional Tax Cesdits
IEC (Native American); Are vou or Your spouse & member of 8 Native American Tribe? O @
If you checked yes please provide a copy of yaur CDIB card,
CA Residents: Are you the child of foster parents” Do you recsive CalWorks? Q Workforce Investment Act?
Are you a nugrant or seasons] farm worker? ﬂ:] Have you ever beon convietod of a misdemeanor?
SCResidents; [[] Do yon receive Family Independence Benefits?

PLEASE READ, SIGN, AND DATE:

Under penaliies afnuj'ag, ddsclare the information above to be trie ond accurate to the best of my knowledge, and I hereby authorice any ugency, organization, or
individuals tn sugply such veriffcation or information that may be needed 1o deteruming tox credis aligibility to 1ny enplayer, employr representative (dasocioted
Cansultanss, Inc. dba Retrotax), or the Department of Labor.

° W
New Employee Signatwre: = mmass Date: Apr11,2018




WJJE: Employment and Training Administration Expiration Date: January 31, 2020

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

3 gji? U.S. Department Labor OMB Control No. 1205-0371

Instructions: This Self-Attestation Form (SAF) is to 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 ff filed
separately, with ETA Form 9061 (or ETA Form 9062) for each certification request filed for the new target

gro
Under penalties of perjury, I declare that this information is true and correct to the best of my
knowledge.
W
New Hire’s Signature:; —M——p R AR Date APrii, 2018

New Hire Name; __ washington

Social Security Number: 305152788
Employer Name:

Please check the statements below if they apply to you.

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

compensation.
Y | declare that | have been in a period of unemployment since
04/01/2016 i
(Enter start date)

Privacy Act Nofige: ;

Tha Intsmal Revenus Code of 1986, Secfion 51, as amended and #s enaciing logislaion, P.L. 104-188, speclly that the Siate Woridorce Agencies ara fhe
'dadymd'agmdamspmwmbfnrammbmgmewmcmm:asofmpmglam.Thelnfmnaﬁuuyouhavapmvldedmmp!eﬁngWs
fumwﬂbedlsdmedbymemployarmmeShteWorkaMMmcy. Pmﬂsbnofﬂrbhfomaﬂmbvdwmmhmﬂmmmﬂonismqmdm
d@mﬂnayuuramployafsellgiblﬂlyfwﬂmfedemﬂaxmd&

Pemmaremtmqtﬁmdm:aspondmﬂllswlhcﬁmufmnmﬁnnmlmﬂdbp!ayaammyvaﬁdomamnﬁdmmba. Respondents’ obligation to
mp!elathtsfmnismtﬁtedtonbtainormhbanaﬁs(P.L111-5). Pubﬁcmporﬁmbmdanbaﬁmtedhawmgﬂﬂnﬂnutespemspomhdumﬂm
mmmmmmmwmm@mmmgmmmmmﬂmﬁmmmmmmmmmmmmm
mmmm&mwmmm Mmammmmeus.mmmdumeWmofNaﬂMPmme!sTwmm

Room C-4510, Wasfingion, D.0.20210(Papsm1kReducﬂoan]ect1205-ﬂ371). Ploase do not submit complated forms to tis address,

117-

ETA Form 9175 (Rev. November 201 8)
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Enhanced MEC_Plan 1 ~SNG

ST AR RN I N
Security Number
Ray Washington | 305152789
Address Chy Code
1220 Morgan ave n Minneapolis mn 55411
Gonder W et | Wil et 1T S T BeR ST Dato of Hire
[ Femste | Mamed L] oppeoneg 09/09/1993 Aiznis
Emall Address:
2193088815 Divboo45@gmail.com

Please Select Desired Ceverage:
Employee Only - Employee+Spouse - @Employee-t-cmid(ren) - Family - |

$24.00Week $38.00/\Week

$38.00/\Week

$83.00/Week

: :
NG = TesiNarm ' | ELM“ spove L1 cta [
1
[
[

EFF, DATE
SEpitese A roddasmenl anl £t ootion -t heraby apaly for the mpwus;ummmrmm:mmwmmw"mmmmmdm

anymlssamozfaﬂmhmrﬂnbmnmym used as tha basis for cagceliation of covorage for mp and my dependent(s), it any, from the oiginal
effective date, Further, 1 authorize myamp!miomakathsmamrypayrdl dediuction of premiums for covarages | have elegted.

iF ENROLLING - YOU MUST SIGN HERE
W

Employeo Signature  ashington (o 17,2015 oate  Aprli, 2018
[P e oa { am DECLINING coverage
lundarmndﬁmlandlornwdapandanis.ﬁany.mhnanymmgamdeaﬂ'amm

provided | request enraliment within 81
days efler the other covaraga ends, In addition, if a new dopendont velafionshipforms as a result of marriege, birth, adoption, placement for adopan of parting suit
ofadopiinn,lmayheabbbmﬂmm&wmydmndantpmwadlmqnmmﬂmmﬁmnmdayaafﬁwmnt. .

IF DECLINING- YOU MUST SIGN HERE

Employee Slgnatune ome APrll, 2018

Empioyer Solufions Siafing Group Hesith Benefits Teanr
PO Box 48270
Minneapolis, MN 85344
Phone; 882-787-8518 Fax: 952-767-8515
Emajl: Health@amploye‘rsoluﬂunsgroup.oom




Fi_xed Imde_mni_ty Medical Bemcﬁts__?im 2

VS| 219301ESGA  OFFCIUSEONY  LOCATION Revire Date __/__

ENROLLMENT FORM E£SC CUUNAC-MN) P1 v18.2

SR RO e e e PRINT USING BLACK or BLUE INK (Wast S0 iled Oty
Name Sccial Security § Home Phone SQ,D@EI
Address 2 %

City | i | State Zp ' " Dataof Birth
;7

FI1, - E‘iﬂ.q&:ﬂ?mm:Ww”W‘wFﬂ*!qW:‘ﬁ?»-,"*—.‘l: e iz : .‘)‘}Eﬂ‘“:??‘ﬁ%q?w‘ BN = 1 FHs s ) — ——— 5 —a e e ...
A 3%%2@’;%& S w«%w I i b G §.-_s _[\!9, i Yes, please continue, .
Medicare Hes'th Insurance Claim Numnbar (HICN} Madicare Effective Date
Nemne of Covered Person (s): . i
1. 2 3.

——— a4 e ot L0454 et B e 5 SN han - ey ———

... __Peyroll Deducted Weskiy Rates

e AT
; ¥ s A,

You MUST select a coverage levsl bafore any ben=fits in Section C. Your co;ara.g;e level for the all benefits in Sactien C will be
identical. The Fixed Indemnity Medicai Pian, Dental Plan, Term Life Plan, and Short-Term Disability plans are underwritian by BCS
lnsurance Company. The Vision plan is underwritten by Companicn Life Insurance Company.

SELECT COVERAGE LEVEL FD‘E@E‘Q’FECA?W DENTAL VISION TERmMuFE | SHORETERM
Employee Only $2025 | set7 $242 | 5060 - $420 0
Employes + 1 $41.10 $12.34 $4.92 $0.90
Empioyee + Family $54.88 $20.35 $6.56 $1.80
NOQ 1o ALL Benefis Q] QjYas Q] No gYes Dine | O Yes QI No Yes i No Yes g No

'This coverage is not available ‘o residents of NF, Hj, or PR. *STD is not available to persons who work in CA, Hi, NJ, NY, or Rl

For Term Life / Accidental Death & Dismemberment, please write in your beneficiary information. Accidental Death &
Rismemberment is part of the Term Life Benefit. -

Nama Relationship

_ B b LI
Name Social Security # Dete of Birth  Sex Relationshi
_ l / O ME:I[H Spouse E Child D Domestic Partner
Name Social Security # Date of Birth  Sex ‘ lationship
/O IE i Spouse[ ] Chila []Domestic Partnar
Name Social Security # Date of Bith _Sex Reletioriship
/7 D ED ﬂ]SpsuseE Chiid ﬂ]]Domas’ﬁc Pariner
Name Social Security # Date of Binth  Sax Relationghip

/7 I:E_a@] Spa.tse[]Cnfl—::‘ Domastic Partner

o 0 m———

YOU MUST SIGN AND DATE, EVEN IF YOU DECLINE COVERAGE

| have rea the benefit packet.and understand its limitations. | understand that opan enroliment is oy available o
a limied time and i understand that making no benefit selection s a dec/ination of coversge,
L A - A N

R L 8 P it 1

*This Plan DOES NOT Alleviate the Indtvidual Mandate Penalty* Thi s an Esawroel StoflCARE Encolinpens Form,



