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DEPARTMENT:
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FAX TRANSMISSION COVER SHEET

lity Motice; The document(s} accompanying this fax contains confidential information which may be legally privileged. The infonmation is intended
only Lot the use of the intended recipient named above. ITyou ave not the intenided recipient, you ore hereby notified that any disclosure, eopying, distibution or
that taking of any action in reliance on the contents of this iclecopicd information except its direct delivery of the intended recipicnt named above is sivictly
prohibited. It you have recetved this fax in crror, please notify us immediately by telephone to arrange for return of the oripinal documents to us,

/3. ﬁ,;tﬁ:s w?f& Cover Shedt™
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7301 Ohms Lane Suite 405

q“*;, employer solutions staffing group. Edina, MN 55439
- Tel: 952.835,1288 » Fax: 952.835.1255
www,esgstaffingzolutions,com

New Hire Application

Leveraging Resources in a Changing Market

Personal Data-- PLEASE PRINT LEGIBLY IN INK

Last Name /‘4:1110.7Lo First Name E c [tcm:{ . Middle Initial E-

Street Address_| /WA =YY TR ud o U Ridew Rd. Apt/Ste
City/State/Zip __J— X r Y7 ng 'f‘a u A H  pzs7sT
Phone Number (602 = 75 f - Y423 Emall Address 7 Jud W&t_é? @

Staffing Agency/Recruitment Partner

! .
N Far e ?‘“
A4

All offers of smploymant are conditional upon satisfactory proof of identity and legal abllity to work In the L1LS.A
Are you legally autherized to work in the United States of America? [XYES [JNO

Applicant Certification and Authorization
| authorize Employer Solutions Staffing Group (ESSG) to use the information and statements contained 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, responsibiliies, parformance, campensation and eligibllty for rehire.
I understand that a comprahensive background check may be conducted to determine my efigibility for hire by certain clients of ESSG,
This may include but is not limited to, investigations of ¢riminal and/or eonviction records, driving records and/or a drug screen test as
required by clients, government regulations or by ESSG policies.
| release ESSG and other persens or entities from any claims that might be based on ESSG's decision fo conduct a background chack.
| 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. | undarstand that any materiat omission or misrepresentation will result in my disqualification from
conalderation for employment or, If discovered after | begin employment, will result in my termination,

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

?rfl\arcl R, A4 mcﬂfﬂ

Narne {Frirt or type)

2 -/ —=/5

Date

Applicant's Signature

A copy or facsimile ("fax"} will be considerad the same as an original slgnature. Emall will ONLY be usad for employment correspondance

For ESSG Office Usa Only

DOH NHW : I B850 |wa

Emergency Contact Info Background Refease Farm Background Results Unemployment Letter ESC Applicatien
{(If applicabia)

For ESSG Client Use

DOH rROP Waork Site Loc. WC Code

ESSG - LakeRepionMedical NoStute Rev, 1172013
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DISCLOSURE AND AUTHORIZATION [IMPORTANT -- PLEASE READ CAREFULLY BEFORE 5IGNING AUTHORIZATION]

DISCLOSURE REGARDING BACKGROUND INVESTIGATION

Emplover 5olutions Staffing Group LLC {ES5G) may obtain information about you for employment purposes from a third party consurmer reporting
agency. Thus, you may be the subject of a “consumer report” and/or an *Investigative consumer report” that may include information about your
character, ganeral reputation, personal characterlstlcs, and/or mode of Iving, and that can Involve personal interviews with sources, such as your
neighbors, frlands, or assoclates, These reports may contaln information regarding your credit history, criminal history, social security number
validation, mator vehicle records {"driving recards”), verification of your educatlon or emplayment histary, er other backgreund checks. Credit
history will only be raquested where such information is substantially related to the duties and responsibilities of the pasition for which you are
applylng. You have the right, upon written request made within a reasonable time, to request whether a consumer report has been requested and
compiled about you, and disciosure of the nature and scope of any investigative consumer report and to request a copy of your report. Please be
advised that the nature and scope of tha most common form of Investigative consumer report obtained with regard to applicants for emplaymant
is an investigation inte your education and/er employment history conducted by Orange Tree Employment Screening, 7275 Qhms Lane,
Minnezpolis, MN 55439, Tel.: 800-886-4777 or 952-941-9040. Fax; 800-888-0774 or 952-941-9041. ORANGE TREE EMPLOYMENT SCREENING's
website Is at www.orangetreescreening.com, or another cutside organization. The scope of this notice and authorization is all-encompassing,
however, allowing ESSG to obtaln from any outside organization all manner of consurmer reports and investigative consumer raports now and
throughout the course of your employment to the extent permitted by law. As a result, you should carefully consider whethar to exercise your
right to request disclosure of the naturz and scope of any Investigative consumer report.

New York and Maine appiicants or amplayees only: You hava the right to Inspect and recelve a copy of any investigative cantumar repert requested by ESSG by
contacting the consumer reparting ageney ldentified above directly, You may also contact ES3G to request the name, address and tglepheng number of the
nearast unit of tha consumer reporting agency designated to handle inguiries, which ESSG shall provicle within 5 days,

New York appllants or employees onty: Upan request, you will be informed whether or not a consumer report was requested by ES5G, and If such report was
requestad, Informed of the name and address of the consumer reporting agency that furnished the report, By signing balaw, you also acknowledge recelpt of
Atticle 23-A of the New York Correctlon Law,

Oregon appllcants or employeas only: Information desiribing your rights under federal and Oragon law regarding consumer identlty theft protection, the storage
and disposal of your credit information, and remedes avallabla should you suspect or find that ESSG had net malntalned secured records |s avallable to you upon
rayuest,

Washington State applicantt or atployess only: You also have the right to request from the consumer reporting agency & written sumenary of your rights and
remeadias under tha Washingten Fair Credlt Reparting Act

ACKNOWLEDGMENT AND AUTHORIZATION

| acknowladge recelpt of the DISCLOSURE REGARDING BACKGROUND INVESTIGATION and A SUMMARY OF YOUR RIGHTS UNDER THE FAIR CREDIT
REPORTING ACT and certify that | have read and understand both of these documents, | hereby authorlze the obtalning of “consumer reports”
and/or “investigative consumer raports” by ESSG at any time after recelpt of this authorization and throughout my employment, If applicable. To
this end, | hereby autherize, without reservation, any law enforcement agency, administrator, state or federal agency, Institution, school or
unlversity (public or private), information service bureau, company, or insurance company to furnish any and all background information requasted
by Qrange Tree Employment Screening, 7275 Ohms Lane, Minneapolls, MN 55438, Tel.: 800-886-4777 or 953-941-3040. ORANGE TREE
EMPLOYMENT SCREENING's wahsite Is at: www.orangetreescreening cam, snother outside organization acting on behalf of the company, and/or
the company itself. 1 agree that a facsimlle (“fax”), electronic or photographic copy of this Autharization shalt be as valid as the original.

York apph 2 By slgning below, you also acknowladge rocaipt of Article 23-A of the New York Corraction Law.
Minnesota and Oklahoma appllcants or gmployees only: Please chack this box If you would like to recelve # copy of a conzumer report if aoe is abtalned by ESSG.

D {Must include email aderess: }

s;gt(\-;ﬁm[P @uﬁﬁé—/ ovter R 15

BACKGROUND INFORMATION

Last Name: /4 m‘ﬂ{b First: aF/Aa.r‘/t/ Midelle: ’Q

Other Names/Alias:

Soclal Security#*___ O B~ 3= 7O 4 E Date of Birth (mm/dd/yyyy}*: L ~27- 4
brivers Ucense #:_ O H AL R 429/ stae of ver's censes A/

Present Address: | 7 ‘/l/h;r‘p;annrub r[/ Q!‘c{f;é’ ﬁ(i[.-‘TelethnE#(Primary}: (o3, 755 4G -
City/State/Zip: =y #?-f‘mﬂ ; M F/ CEAR3S “

*This informiation will be used for bockground screening purpases enly and will not be used s hiring criterla,
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Employment Eligibility Verification USCIS

) Form I-9
Department of Homeland Security OME No. 1615-0047

1.8, Citizenship and Immigration Services Expires 03/31/2016

FSTART HERE. Read Instructlons carefully before completing this form. The instructions must be avallable during completion of this form.
ANTI-DISCRIMINATION NOTICE; 1t iz illegal to dizgriminate against work-authorized individuals, Employers CANNOT specify which

document(s) thay will accep! from an employee. The refusal to hire an individual because the decumentation presentad has a future
expiration date may also constitute illegal discrimination.

Section 1. Employee Information and Attestation (Employess must complate and sign Section 1 of Form 1-8 no later
than the first day of employment, but not before accepting a job offor.)

Last Neme (Famnily Name) First Name (Given Name) Middle Inittal | Other Names Uzed (If any)

Amaitr Bichaid R,

Addrass (Street Number and Name Apt. Number | City or Town State Zlp Code

17 \it/}j?ppawww“?:c{qé RA, }CZ\,r-m;,'lf,Tgﬂ /VH 03ﬁ55-4

Date of Birth (mm/ddAwyy) |U.S. Seclal Security Number | E-mail Addrass {Talaphone Number
| . ! - . N > el -
4 -29- 4, [OBIEHDEIB) 1 jnawdle € mybirpod nel| pes 755-%23
| am aware that federal law provides for imprisenment and/or fines for false statements or use of false documents in
connaction with the complation of this form.

| attest, under pentalty of perjury, that | am {(check one of the following):
X' A citizen of the United States

]:l A noncitizen national of the United States (See instructions)

]:| A lawful permanent resident (Alien Reglstration Number/USCIS Number):

] An alien authorized to work until (expiration date, if applicable, mm/ddiyyyy) . Soma aliens may write "NA" in this fiakl,
{See instructions)

For aligns authorized fo work, provide your Alien Registration Number/USCIS Number QR Form 1-94 Admission Number:

1. Alien Registration Numbet/USCIS Number:

3-D Barcode
OR Do Not Write in This Space

2. Form 154 Admission Number:

if you obtained your admission number from CBP in connection with your arrival in the United
States, include the following:

Foreign Passport Number:

Country of Issuance:

Some aliens may write "N/A" on the Forelgn Passport Number and Country of 1ssuance fields. {See instructions)

Signature of Employée'-:- le[{f /&J.F{l ‘pt A‘Vl.;éﬂ:- Date (mmddiyyy): 2= /2= /.j_-.
s

Preparer and/or Translator Certification (To ba complated and signed if Section 1 /s prepared by a person other than the
smployes.)

I attest, undar panalty of perjury, that | have assisted in the completion of this form and that to the bast of my knowledge the
information Is true and correct.

Signature of Preparer or Translator: Date (mm/ddivyyy):
Last Name (Family Nama) ' Firat Mame (Given Nama)
Address {Street Number and Name) : City or Town State Zip Coda

@ Employer Completes Next Page @

Form I-9 03/08/13 N
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EMERGENCY CONTACT INFORMATION

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

Employee Name: ’[Q !c, Ag’ r J ?\?{ Q PL&?Lﬁ
Address: _/ 7 \/1//:} ‘,"ﬂlpnr‘: {8 ;'// ﬁ r:/f;é /.Qn(’

Home Phone: bozs 765 - L/[ CRAT
EMERGENCY CONTACTS
Please list two people (in priority order) who could be contacted in case of an emergency
Contact #1 Home Phone: (0% 765 - L'/é 2 _?
Name: j{,ui:‘fh /‘-q_ wta l¢) Cell Phone:  £03 ‘?49 -Gl
Relationships W :'{\L“i Work Phone:
Contact #2 Home Phone:
Name: Cell Phone:
Relationship: Work Phone:

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

This information will remain confidentiol and will only be used in the case of an emergency.
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q"‘j;;} employer solutions staffing group.

Leveraging Resources in a Changing Market

STATEMENT OF CONFIDENTIALITY

This agreement made this day of , 201 __, between
Employer Solutions Staffing Group LLC, hereinafter referred to as “employer”,
and hereafter referred to as “employee’.
WITNESSETH:

For the duration of my employment and after resignation or termination of
this employment with employer, for any reason whatsoever, the employee shali
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,

T ihaed 12 e

Employee Signature

Employer Solutions Staffing Group LLC, Representative
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m; employer solutions staffing group.

Leveraging Resources in a Changing Market

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 frorm 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 accommeodated.

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 avery 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.

# 7/ 12
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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 employer immediately of any new injuries or conditions that impact
vour 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.

I have :'gg_q_rgy rej7ohsibilities and agree to abide by these guidelines.

Signed: kgﬁ ,(ﬂt'z‘_“( (; ﬂ—#ﬂ
Printed Name: ?r ;m r-r( 2 Ar ML{}Z‘

# 8/ 12
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~ employer solutions staffing group.

~

Leveraging Resources in a Changing Market
Direct Deposit/Payroll Debit Card Authorization

Employees have the option of receiving wages by Direct Deposit and/or Payroll Debit Card.
If you do not provide a written clection, wages will be paid by Payroll Debit Card.
S NI N TR A I TR T RS W RTERS R (A

Employee Name " SEN# (last 4 digits) Effective Date
Rechard B. Aualy

SEo e 2 PAY ol b 1t o

SEe e 5 LHETe T T ros) ]
D Tpdate Bank Aceaunt T onderstand and acknowledge that i T do not provide a
Bank Name: voided check with this direct deposit form, I am
"T" D Brﬁ,ﬂ /< responsible for any delays in payroll or extra costs
Routing# 5 L oS 0 7] incurred if the sccount number that T provide is incorrect,
Accomtt G2 H 29T 4 T4 mitol_R @A Dute_2-t{-1¢

Account Type: EI Checking O Savings Oother

*  Tohelp us avoid making on exror, plaase attach a copy of a voided check. (a deposlt slip will not work)
= Ifyou change banks, do not close your old bank account until your direct deposit has started ot the new bank, which muy take 2 puy periods,

SEC IO PP O T s 0 SR G AL s AR

Federal law requires all financial institutions to obtain, verify, and reeord mformation 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 ingtitution to identify you, IT
you do not submit a Dircct Deposit/Paytoll Debit Card Authorization, ESSG will provide the necessary information and issue you a Poyroll Debit
Card to pay your wages, For your protection, the finaneinl institution may ask you to provide them additional identification information so they ¢an
verify your identity.

Except for the routing ond account number, ES8SG docs not have access to 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 acknowledping that you received the Payroll Debit Card and packet. Your Payroll Debit Card will be reloaded on each payday you receive
wages,

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

First Name M.L Last Name Date of Birth
Strect Address (PO BOX NOT ACCEPTABLE) Social Security#
City State fip Cell Phone (mobile)
RECEIPT OF PAYROLL DEBIT CARD (to be completed when you pick up vour Payroll Debit Card)
Payroll Debit Card Routing # Payroll Debit Card Account #

073972181

1 hove reeeived my Payroll Debit Card, welcome brochure, program fees, program temmns, conditions, and disclosures, By activating my Payroll Debit Card,
1 am agrecing to the program terms, conditions, and divelesures that are included or made available to me from time to time from the financial institution, 1
authorize the financial institution to debit my Payroll Debit Card account for the foes deseribed in the fee schedule that is part of the program terms,
eonditions, and disclosures.

Employee’s Signature: Date:

o SR N L A o B I N LU I O I L BN

I authorize ESSG to directly deposit my petiodic 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 neceusary, debit eniries and adjustmentsfor any credit entries
made in error 1o my account(s). * E-mail is required for pay stub information.

*E-mail: [ .j j wa u:'\dd‘c: @ M */ 'Fc't;‘ rpo :“7,.’ # E7L

this information will only be used to send your paystubs electronieally
Employee's Signatur ;— te 4 - "‘ : H.E-:é % Date: A=/~ /§
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RICHARD & AMATO
UDITH A, AmATO

17 WHJF'FDC!FTWILL Ribge
FARMINGTON, Ny st ]

Fay to the
Ordler of

For

_‘_‘—-\—_.‘_“_‘____ m
.DJ.I.LDCJD'HI' '-'.'EI.E'?E‘?L'?L"' k51

———— — ‘ DDUEII'S 5:3‘::‘:‘:» '
TO BANK

# 10/ 12
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DATE’ OF“BIRTH
PLACE OF BIR’J.‘I-I"

Mass.

i"'f NAME OF FATHER-

- AML OF MOTHER- 1Eg

;_ . I hereby certify-that the aboy, e axtract from the Kecerds of
,f B prthis.dn anid: town,.;ns certified by " 7Eh

=W1tnesa :,my ha.nd snd the seal
o . ,Augus t

# 11/ 12
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Separate here and give romm W-4 10 YOur smployer. Keop We TOR pur o 1O YOur rcurd.

w_4 Employee's Withholding Allowance Certificate OMB No, 1545-0074
Farm
Department of tho Tramaury I Whathar you ara antitted to laim a certaln number of allowanaes o axamptlon from withholding is 2 @ 1 5
ntemal Bavanue Sorvice aubject to raviaw by the IRS, Your amployer mey be required to send a copy of this form to the RS

[] Yot fltat name ang middie initlal

Riohard K. B MBA m «To ~ i 5%/_%81? m‘?% 48

Home icldreaa (number and stroet or rural route 3 L] single [ Mamed (] Marmied, but withhold at higher Single rate,
I 7 W/'] L RO =l } } 72 {2 R C{ . Note, |f manied, but legally saparited, or spousa & & nonresidadt alin, check the “Single” box.
Clty or thwh, state, and ZIP code v = | & Ifyour st name diffars from that shown on your soctal seaurity card,
Treii- : 25
(4N ot T TC_"J' /{, H ﬂgg chipok Iets, You must call 1-B00-772-1213 for a replacement gard, W [ ]
5 Total number &f allowances’you are claifming (from lina H abova or from the appiicable worksheet on page 2) 5 )
6  Additional amount, if any, you want withheld from each paycheck . . . e e .. . |8l

7 | claim exemption from w:thhuldmg for 2015, and | certify that | meet both of the fnllowmg cond:tions for axemnption.
= Last year | had & right to a refund of all federal incoma tax withheld bacauss | had no tax labllity, and

» This year | expect a refund of all federal incomne tax withheld because | expect to have no tax llabllity.
If you mest both conditions, write "Exempt” here. . . . e a2kl

Undar penalties of parjury, | daclare that 1 have exarnined this certificate and to th b nf my:%nawladga and ballef, It is true, gorract, and complete.

Empi ignatu . -
e NG =7y N owon ol 18

a8 Emplayer's name and addrass {Employsrns Complete inoa 8 and 10 anly If sending totho IRS) | © Offles code (optional) | 10 Employer identification numbar (EIN)

For Privacy Act and Paparwork Reduction Act Notice, see page 2. Gat. No. 10230 Form W-4 2015)




