www.esgstaffingsolutions.com

employer solutions staffi

New Hire Application

Personal Data-- PLEASE PRINT LEGIBLY IN INK

Last Name ) 'HA,OM/

Street Address?) 9 ¢ 2p9 <} </

First Name _AC L\,a//ccl

PO Box 46270

Minneapolis, MN 55344-995¢

Tel: 952.835.1288

City/State/zip y 4 +F DAP k MAs
Phone Number ZZO ——62_?_3 — Ciqq,‘?

Email Address

Staffing Agency/Recruitment Partner

All offers of employment are conditional up

Middle Initial 7)),
Aptiste ) / 7/

Social Security Last Four XXX-XX-S¢% 2”‘{

@

Cne-RIH

on satisfactory proof of identity and legal ability to work in the U.S.A.

Are you legally authorized to work in the United States of America? E]’YES [INO

Applicant Certification and Authorization

| authorize Employer Solutions Staffing Group (ESSG)

qualifications for employment. | authorize ESSG to mal

regarding my previous duties, responsibilities, perform

to use the information and statements contai
ke inquiries of my former employers, except
ance, compensation and eligibility for rehire.

ned in this application to determine my
as indicated in this application,

understand that a comprehensive background check may be conducted to determine my eligibility for hire by certain clients of ESSG.

I
This may include but is not limited to, investigations of criminal and/or conviction records,
required by clients, government regulations or by

ESSG policies.

driving records and/or a drug screen test as

| release ESSG and other persons or entities from any claims that might be based on ESSG's decision to conduct a background check.

| certify that all statements made in m
false or misleading information. 1 und
consideration for employment or, if di

y application are true and accurate and that | h
erstand that any material omission or misre
scovered after | begin employment. will res

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

A houria

IZ{LC P -V747)

ave not omitted any material information or provided
presentation will result in my disqualification from
ult in my termination.

[~€-19

Name (Print or type)

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

Applicant's Signature

Date

For ESSG Office Use Only
DOH NHW 1-9 8850 w4
Emergency Contact Info | Background Release Form Background Results Unemployment Letter ESC Application
(If applicable)
For ESSG Client Use
DOH ROP Work Site Loc. WC Code

ESSG - CMG-NSTW4

Rev. 042017




MINNESOTA

DRIVER'S

ACHALLA L OTHOW 3 :
224 3RD ST APT 2
WAITE PARK, MN'56387
Date of Birth 06-&2&952
Sex Eyes .-Class
E BRN
Height ~Weight °
5.9 150

M\\A

W783235356218 /

')56é7

N ESmﬂL1SHED FDR




Form W-4 (2019)

Future developments. For the latest
information about any future developments
related to Form W-4, such as legislation
enacted after it was published, go to
www.irs.gov/Formw4.

Purpose. Complete Form W-4 so that your
employer can withhold the correct federal
income tax from your pay. Consider
completing a new Form W-4 each year and
when your personal or financial situation
changes.

Exemption from withholding. You may
claim exemption from withholding for 2019
if both of the following apply.

* For 2018 you had a right to a refund of all
federal income tax withheld because you
had no tax liability, and

= For 2019 you expect a refund of all
federal income tax withheld because you
expect ta have no tax liability.

If you're exempt, complete only lines 1, 2,
3, 4, and 7 and sign the form to validate it.
Your exemption for 2019 expires February
17, 2020. See Pub. 505, Tax Withholding
and Estimated Tax, to learn more about
whether you qualify for exemption from
withholding.

General Instructions

If you aren’t exempt, follow the rest of
these instructions to determine the number
of withholding allowances you should claim
for withholding for 2019 and any additional
amount of tax to have withheld. For regular
wages, withholding must be based on
allowances you claimed and may not be a
flat amount or percentage of wages.

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

o W=4

Depariment of the Treasury
Internal Revenue Service

using this calculator if you have a more
complicated tax situation, such as if you
have a working spouse, more than one job,
or a large amount of nonwage income not
subject to withholding outside of your job.
After your Form W-4 takes effect, you can
also use this calculator to see how the
amount of tax you're having withheld
compares to your projected total tax for
2019. If you use the calculator, you don’t
need to complete any of the worksheets for
Form W-4.

Note that if you have too much tax
withheld, you will receive a refund when you
file your tax return. If you have too little tax
withheld, you will owe tax when you file your
tax return, and you might owe a penalty.

Filers with multiple jobs or working
spouses. If you have more than one job at
a time, or if you're married filing jointly and
your spouse is also working, read all of the
instructions including the instructions for
the Two-Earners/Multiple Jobs Worksheet
before beginning.

Nonwage income. If you have a large
amount of nonwage income not subject to
withholding, such as interest or dividends,
consider making estimated tax payments
using Form 1040-ES, Estimated Tax for
Individuals. Otherwise, you might owe
additional tax. Or, you can use the
Deductions, Adjustments, and Additional
Income Worksheet on page 3 or the
calculator at www.irs.gov/W4App 1o make
sure you have enough tax withheld from
your paycheck. If you have pension ar
annuity income, see Pub. 505 or use the
calculator at www.irs.gov/W4App to find
out if you should adjust your withholding
on Form W-4 or W-4P,

Nonresident alien. If you're a nonresident
alien, see Notice 1392, Supplemental Form
W-4 Instructions for Nonresident Aliens,
before completing this form.

Specific Instructions
Personal Allowances Worksheet

Complete this worksheet on page 3 first to
determine the number of withholding
allowances to claim.

Line C. Head of household please note:
Generally, you may claim head of household
filing status on your tax return only if you're
unmarried and pay more than 50% of the
costs of keeping up a home for yourself and
a qualifying individual. See Pub. 501 for
more information about filing status.

Line E. Child tax credit. When you file your
tax return, you may be eligible to claim a
child tax credit for each of your eligible
children. To qualify, the child must be under
age 17 as of December 31, must be your
dependent who lives with you for more than
half the year, and must have a valid social
security number. To learn more about this
credit, see Pub, 972, 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 worksheet you will be asked about your
total income. For this purpose, total income
includes all of your wages and other
income, including income eamed by a
spouse if you are filing a joint return.

Line F. Credit for other dependents.
When you file your tax return, you may be
eligible to claim a credit for other
dependents for whom a child tax credit
can’t be claimed, such as a qualifying child
who doesn’t meet the age or social
security number requirement for the child
tax credit, or a qualifying relative. To learn
more about this credit, see Pub. 972. To
reduce the tax withheld from your pay by
taking this credit into account, follow the
instructions on line F of the werksheet. On
the worksheet, you will be asked about
your total income. For this purpose, tatal

Separate here and give Form W-4 to vour employer. Keep the worksheet(s) for your records. -

Employee’s Withholding Allowance Certificate

> Whether you're entitled to claim a certain number of allowances or exemption from withholding is
subject to review by the IRS. Your employer may be required to send a copy of this form to the IRS.

OMB No. 1545-0074

2019

1 Your first name and middie initial

Ad/\ﬂ (PN

Last name

Dtho K

2 Your social security number

HT5-49-569 7

V& Sl

ome address (n‘vmber ancf street or rural route)

~ South

3 [Single

[ Married
Note: If married filing separately, check “Married, but withhold at higher Single rate,”

["IMarried, but withhold at higher Single rate.

City or town, state, and ZIP code

4 If your last name differs from that shown on your social security card,
check here. You must call 800-772-1213 for a replacement card. P L—_]

waike Pl AN 563%77

Total number of allowances you're claiming (from the applicable worksheet on the following pages) . . . . Syt

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

7 | claim exemption from withholding for 2019, and | certify that | meet both of the following conditions for exemption.
e Last year I 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 liability.

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

6 |$

7]

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.

Employee’s signature

(This form is not valid unless you sign it) » Adr\éf / [ a @‘ﬂ(/ﬂ’w

Date »- @//J? /{ﬁ’

8 Employer's name and address (Employer: Gomplete boxes 8 and 10 if sending to IRS and complete
boxes 8, 9, and 10 if sending to State Directory of New Hires.)

9 First date of
employment

10 Employer identification
number (EIN}

For Privacy Act and Paperwork Reduction Act Notice, see page 4.

Cat. No. 10220Q

Form W-4 {2019)




Employment Eligibility Verification USCIS

Department of Homeland Security oMggzl?é{;zo -
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 liable for errors in the completion of this form.

ANTI-DISCRIMINATION NOTICE: It is illegal to discriminate against work-authorized individuals. Employers CANNOT specify which
document(s) an employee may present to establish employment authorization and identity. The refusal to hire or continue to employ
an individual because the documentation presented has a future expiration date may also constitute illegal discrimination.

Section 1. Employee Information and Attestation (Employees must complete and sign Section 1 of Form I-9 no Jater
than the first day of employment, but not before accepting a job offer.) ; : Gl - o

Last Name (Family Name) First Name (Given Name) Middle Initial Other Last Names Used (if any)
Othow Achalla L N/A

Address (Street Number and Name) Apt. Number | City or Town State ZIP Code
224-3rd Street South 21%A Waite Park MN 56387

Date of Birth (mm/dd/yyyy) U.S. Social Security Number Employee's E-mail Address

Employee's Telephone Number
06/02/1982

4{7|s{"{4]9| "|5|e|o|7||N/A (320) 223-9447

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

| attest, under penalty of perjury, that | am (check one of the following boxes):

[X] 1. A citizen of the United States

D 2. A noncitizen national of the United States (See instructions)

[:| 3. A lawful permanent resident  (Alien Registration Number/USCIS Number): N/A
f:] 4. An alien authorized to work  until (expiration date, if applicable, mm/dd/yyyy): N/A
Some aliens may write "N/A" in the expiration date field. (See instructions)
Aliens authorized to work must provide only one of the following document numbers to complete Form I-9: Do (,3,!; ?,3:12 ],? %ft,f g;ace
An Alien Registration Number/USCIS Number OR Form 1-94 Admission Number OR Foreign Passport Number.
1. Alien Registration Number/USCIS Number: N/A
OR
2. Form 1-94 Admission Number:  N/A
OR
3. Foreign Passport Number:  N/A
Country of Issuance: N/A
Signature of Employee v ) Today's Date (mm/ddiyyyy) .=, 7 / .
ALevia Ol /oR (5019

Preparer and/or Translator Certification (check one): S
g 1 did not use a preparer or translator. [ 1A preparer(s) and/or translator(s) assisted the employee in completing Se_ction 4 o
(Fields below must be completed and signed when preparers and/or translators assist an employee in completing Section 1.)

! éttest, 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 Name)
Address (Street Number and Name) City or Town State ZIP Code

& Erployer Completes Next Page . B

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




Employment Eligibility Verification

Department of Homeland Security
U.S. Citizenship and Immigration Services

USCIS

Form I-9
OMB No. 1615-0047
Expires 08/31/2019

Section 2. Employer or Authorized Representative Review and Verifi cation
{Employens or their authorized representative must complete and sig
must physically examine one documem‘ fmm Lfsz OR a

n Section 2 within 3 business days of the empféyee s fil rst day of empioyment You
combmatlon of one document fmm List B and crne document from L:st G as {:sted on the “Lists

of Acceplable Documents e
. Last Name (Famﬂy Name) First Name (Given Name) M.I. Cltlzenshlpllmmlgration Status
Employee Info from Section1 | gtnow Achalla N/A |1
List A OR List B AND ListC
Identity and Employment Authorization Identity Employment Authorization

Document Title
N/A

Document Title
Driver's license issued by state/territory

Document Title
Social Security Card (Unrestricted)

Issuing Authority Issuing Authaority Issuing Authority

N/A Minnesota Social Security Administration
Document Number Document Number Document Number

N/A W783235356218 475495687

Expiration Date (if any)(mm/dd/yyyy)
N/A

Expiration Date (if any)(mm/dd/yyyy)
06/02/2022

Expiration Date (if any) (mm/dd/yyyy)
N/A

Document Title
N/R

Issuing Authority
N/B

Additional Information

Document Number
N/A

Expiration Date (if any)(mm/dd/yyyy)
N/A

Document Title
N/R

Issuing Authority
N/A

Document Number
N/A

Expiration Date (if any)(mm/dd/yyyy)
N/A

QR Cede - Section 2
Do Not Wirite In This Space

Certification: | attest, under penalty of perjury, that (1} I have examined the document(s) presented by the above-named employee,
be genuine 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 (mm/dd/yyyy): 01/08/2019 (See instructions for exemptions)

(2) the above-listed document(s) appear to

Signagure of Employer of Authorized Representative Toda Date( m/dd/yyyy) Title of Employer or Authorized Representative
M a_,Ol On-Site Representative

Last Name of Employer or Authorized Representative
Larson

First Name of Employer or Authorized Representative
Lori

Employer's Business or Organization Name
Employer Solutions Group, LLC

Employer's Business or Organization Address (Street Number and Name) | City or Town
7480 Flying Cloud Drive Suite 200 Eden Prairie

State ZIP Code
MN 55344

Section 3. Reverification and Rehires (7o be compieted and signed by employer or authorized representative.)

A. New Name (if applicable)

B. Date of Rehire (if applicable)

Last Name (Family Name) First Name (Given Name) Middle Initial

Date (mm/ddiyyyy)

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

Document Title

Document Number

Expiration Date (if any) (mm/ddfyyyy)

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

Signature of Employer or Authorized Representative Today's Date (mm/dd/yyyy) Name of Employer or Authorized Representative

Form I-9 07/17/17 N

Page 2 of 3
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Direct Deposit/Payroll Debit Card Authorization

' e e EE
“ ig gi Jx_,el

=

Employees have the option of receiving wages by Direct Deposit and/or Payroll Debit Card.
If you do not provide a written election, wages will be paid by Payroll Debit Card.

SS# (last4 dig,‘) S q 7 : ﬂ-cvig)a l [2)

to7daystobeactivated.

SECTION 2 ELECTRONIC PAY OPTIONS
|:| Direct Deposit (Please complete Sections 3 and 3 below)
. Payrell Debit Card (Please complete Sections 4 and 5 belov

otDirectDepasitaccowztsmay taken
v faperchecl

Y understand and acknowledge that if [ do net provide a
voided check with this direct deposit form, I am
responsible for any delays in payroll or extra costs

] | Routing# incurred if the account number that I provide is incorrect.

S Account#

Initial Date

Account Type: ] Checking 1 Savings DOtber

¢ To help us avoid making an error, please attach a copy of a voided check.
= IFyou change banks, do not close your old bank account until your direct d

SECTION 4 PAYROLL DEBIT CARD

(a deposit slip will not work)
eposit has started at the new bank, which may take 2 pay pen’ods.l

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 Payroli 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 fo any information regarding your Payroll Debit Card account or
transactions. On your first payday, you 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

CARDHOLDER INFORMATION (as you want your Payroll Debii Card 1o be issued)
First Name M.IL Last Name

Date of Birth

Street Address po sox noT ACCEPTABLE) Social Security#

City State Zip J Cell Phone (mobile)

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

Employee's Signature: Date:

D Paper Check (Option available to GA N and NY residents only)

| SECTION 5 AUTHORIZATION : A : - :
Tauthorize 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.

*H-mail: @

this information will only be used to send your paystubs electronically

EmploYee'sSignamra-{\ I LS I/ o Date: _ o




A
HrearraEZ
Enhanccd MEC Plan 1

Benefits Enrollment Form [ Rehire Rehire Date

O New Employee
Employee Information

Namg (First and Last) Social Security Number
challo Gthow s -H 9 -597
Address City . ) State Zip Code
o4 »dse- s Watk- L mA~ | 53 §7
Gender L mrate Marital Status Single Date of Birth : Date of Hire
q Female | [ Married [ Divorced ('0 —a-ﬂ g } Kc_—f\{ r e

Fhone Number: Email Address:

1-%-19

Please Select Desired Coverage:

D Employee Only - D Employee+Spouse - ':] Employee+Child(ren) - D Family -
$27.00/Week $41.00/Week $39.00/Week $66.00/Week
Dependent
Social Security # Birth Date | S€X Relationship
1 mMate [dSpouse [J Child
FsRHEDS ALk Lasi Name [ Female I Domestic Partner
Dependent
Social Security # Birth Date | Sex _ Relationship
Ol Male O Spouse [ Child
First Name M.1. Last Name > [ Female [0 Domestic Partner
Dependent ) ) ,
Social Security # Birth Date | Sex Relationship
- O male [ Spouse [ Child
First Name ML Last Name [0 Female P]:'[ Domestic Partner

Other coverage information Including Medicare/Medicald
NAME OF PERSON COVERED (FIRST, LAST):

EFF. DATE

EFF. DATE

EFF. DATE

any misstatements or failure to report information may
effective date. Further, | authorize my employer to make the necessary payroll deduction of premiums for coverages | have elected.

Employee Acknowledgement and Authorization - | hereby apply for the group benefit(s) as indicated. 1 acknowledge that all entries are true and complete and that
be used as the basis for cancellation of coverage for me and my dependent(s), if any,

from the original

IF ENROLLING - YOU MUST SIGN HERE

Employee Signature Date

eweLoveesoecuwne | am DECLINING coverage

I understand that | and/or my deper{dents, if any, waive any coverage and desire to participate in the
must meet the requirements defined in the Certificate of Coverage for the company's medical or dental pla
{inciuding my spouse) because of other coverage, | may, in future be able to enroll myself or my depende;

days after the other coverage ends. In addition, if a new dependent relationship forms as a result of marria
of adoption, | may be able to enroll myself or my dependent, provided | request enroliment within 31 days of the event.

IF DECLINING- YOU MUST SIGN HERE

Date

Emrfaloyee Signature /_C] @ L’L,‘O’L/ZOL

plan at a later date. I/we may be considered a late enrollee and
ns. If I decline enrollment for myself or my dependents

ts in this plan, provided | request enrollment within 31

ge, birth, adoption, placement for adoption of parting suit

1-§ 15

Emplayer Solutions Staffing Group Health Benefits Team
PO Box 46270
Eden Prairie, MN 55344
Phone: 952-767-8519 Fax: 952-767-9515
Email: health@employersolutionsgroup.com




EMERGENCY CONTACT INFORMATION

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

Employee Name: A C(/\-a / (G( L 6: ﬂ( 0

. : ,. : Sou AP 215 A, wadt Pork
Address: RQ\LF B'fi SF} 20 T—L] 'P‘f wal?\ﬁ’)'\63437

Home Phone: 32—0 e TS “C‘i G g7

Contact #1 Home Phone:
Name: ) JWOT ( /S%HN Cell Phone: 220 ~ 23T~ 16 YL
Relationship: _‘Lr o CE- Work Phone:

Contact #2 Home Phone:
Name: b‘(moie el Cell Phone: 39,()"?3“0*@@(4[

Relationship: ¢ AUy 1 M gig 3/6 e 5[ 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.




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. | 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 result
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.

b5 (_kg\,-@-t.f | O~

Individual's Name

( ra2 /(T
Date




Acknowledgement of Receipt Antiharassment Policy

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

I also agree that if at any time during my employment | am involved in any employment dispute
or | am subjected to any type of discrimination, including discrimination because of race, sex,
age, religion, color, national origin, disability, marital, sexual orientation or veteran status, or if |
am subjected to any type of harassment including sexual harassment, | will immediately
contact my supervisor, manager, director or ESSG’s Human Resource Department at
952.835.1288/1.866.496.7573 in order to obtain assistance in the resolution of such matters.

Employee Name (Please Print) ]
e Chall A L ﬂ W i

Employee’s Signature:

%L“ﬁ’a’ﬂ 0 [Lﬁu{f’i‘o Date:_() // 0 7/ [ ﬁ

31




RECEIPT OF EMPLOYEE HANDBOOK AND EMPLOYMENT-AT-WILL STATEMENT

This is to acknowledge that | have read the Employer Solutions Staffing Group LLC Temporary
Employee Handbook and understand that it sets forth the terms and conditions of my employment as
well as the duties, responsibilities and obligations of my employment with the company. | understand
and agree that it is my responsibility to abide by the rules, policies and standards set forth in the
Handbook.

| also acknowledge that my employment with ESSG is not for a specified period of time and can be
terminated at any time for any reason, with or without cause or notice, by me or by the company. |
acknowledge that no oral or written statements or representations regarding my employment can alter
the foregoing. | also acknowledge that no manager or employee has the authority to enter into an
employment agreement, express or implied, providing for employment other than at-will.

| also acknowledge that, except for the policy of at-will employment, ESSG reserves the right to
revise, delete and add to the provisions of this Employee Handbook. All such revisions,
deletions or additions must be in writing and must be signed by the CEO of the company. No
oral statements or representations can change the provisions of this Handbook. | also
acknowledge that, except for the policy of at-will employment, terms and conditions of
employment with the company may be modified at the sole discretion of the company, with or
without cause or notice, at any time. No implied contract concerning any employment-related
decision, term of employment or condition of employment can be established by any other
statement, conduct, policy or practice.

| understand the foregoing agreement concerning my at-will employment status and the
company’s right to determine and modify the terms and conditions of employment is the sole
and entire agreement between me and ESSG concerning the duration of my employment, the
circumstances under which my employment may be terminated and the circumstances under
which the terms and conditions of my employment may change. | further understand that this
agreement supersedes all prior agreements, understandings and representations concerning
my employment with the company.

If I have questions regarding the content or interpretation of this Handbook, 1 will bring them to the
attention of ESSG.

oare 01/07/ 19
SWPLOVEE 4 - ilen L plTicai)

PLEASE PRINT, /
EMPLOYEE _ «; .,/ » o L
sigNaTUrRe. /1 /t/uc%[(u VY. %Y

ESSG %d,u, %W
REPRESENTATIVE




n ACKNOWLEDGMENT

The associate handbook was reviewed with me, and | have received my personal copy. | also
acknowledge that | have been given the opportunity to ask questions and express concerns
during my orientation. Additionally, | understand and support the following:

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

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

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

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

pte: ol [07/19 |

Associate's Signature: _A ( allen ((/} / mvg’
pssociate's Printed Name:_ A Clia oy L D
Orientation provided by: f\OU/L f\W‘/\

33




- employer solutions staffing group.

Leveraging Resources in a Changing Market

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

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

Itis your responsibility to contact ESSG (for instance, by calling (320) 281.5617
or using any other form of contact) for additional assignments. If you fail to do so,
it may affect your unemployment benefits.

I understand by signing this form that | am responsible to contact ESSG within 5
calendar days once an assignment ends. | also acknowledge that | have received
a separate copy of this form. A ¢ (Initial)

Employee Signatu;e: Date:

Acldlion & O’ﬁbt@ w

Employee (please print your name here)
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