y N PO Box 46270
"‘ www.esgstaffingsolutions.com .- ._i_’»: | Eden Prairie, MN 55344-995¢
12
S AN d Tel: 952.835.1288
employer solutions staffing groun..
L] -] ]
New Hire Application
rsonal Data-- PLEASE PRINT LEGIBLY IN INK
Last Name _{ o5 Qo021 First Name 2> |\ o ~ o) — Middle Initial & 2.
StrestAddress lg(D\ |5+ W, o Aptiste /.4
City/State/zip h\.;) | fo) n A S35 & — Social Security Last Four XXX-XX- 72 7

Phone Number ol 2-3 0% _ >y ¢ (). , Email Address Ciaspers, @

|
Staffing AgencyIRecruitment Partner

All offers of employment are conditional upon saﬂsfactog proof of Identity and legal ablilty to work In the U.S.A.
Are you legally authorized to work in the United States of America? ﬁ#ES OONo

| 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, responsibliities, performancs, compensation and eligibility for rehire,

| understand that g comprehensive background check Mmay be conducted to determine my eligibliity for hire by certain clients of ESSG.
This may include but is not limited to, Investigations of criminal and/or conviction records, driving records and/or a drug screen test as
required by clients, govemment reguiations or by ESSG policies,

If hired, 1 agree to abide by the policles and Procedures of ESS

chav/ i v ' 12>
Name (Print or type) @lﬂant’s Signature ' Date =

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

For ESSG Office Use Only
DOH —_ | Naw _— |18 —_— | sss0 —_— | ws

Emargency Contact Info | Background Release Form Background Resuits Unemployment Letter ESC Application
(f appilcable)
For ESSG Client Use ‘
DOH ROP Work Site Loc, WC Code
—_— . o '
ESSG -

Rev. 04/2017



form W4 (2017) — resammngr v o

Basic Instructiona, If you aren‘t exsmpt, complete gonsider making estimated tax payments using Form
Purposs, Complets Form W-4 8o that your the Persanal A!lowanz:a Worksheet%téluw. ,lJ'he 1040-E8, %DI;"& 'Ed&ag}?"j'e Oth o
employer can withhold the correct federal Incoma Workshests on page 2 further adjust your g%u’l';y ‘;‘a’;e see Pub. £0n f?f"i'ndaoutpl?mu ght;uld
from your pay. Consider complsﬂny a new Form withhoiding allowances based on Remized d withhoiding o Form W-4 orw-%?’
W-4 each cmaﬂ;and when your personal or financiai deductions, certain credits, adjustments to Income, adjust your ng on Form g
situation es., or two-eamera/multiple jobs ons, m:;me:’s I.lsoer ;:_urlnltgale nb% ':fa ngg t;lgv:rgme
on from withholding. U are exempt, Complete all workshests that . However, you g
oomp?ete only lines 1,2, 3, 4, anrYg and sign the may clalpm fewer (or 2ero) anowa:gg.y Faor ragularyo m"g’gs :"a,',’: m&%m; mg ,;'gn"r"a""
form to validate k. Your exemption for 2017 expires wages, withholding must be based on allowances vy

February 15, 2018, See Pub. 505, Tax Wihholcing U claimed and may not be & flat amount ar W-4. Your withholding usually will be most accurate
e e Bz ol e s S o e P W4

Note: lfanohetperaoncanclalmyouasadepandam Head of housshold. Genesally, vou can-lakn head cliaimed on the ot .
rom withholcling ' otalincome excesda 81,050 | o oueold fling st Pay mora than 809 or e Notios 1358, Somiaryol 1o @ nonresident aen, see
g ce 3 Bm m ons for
S, e s it o o o Sopordni o i ORI Nayasion A g o W4 ot
ns. An empl may be able to clalm Pug. §01, pﬂons‘, Standard Deduction, and Check your withholding. After your Form W-4 takes
n ’gﬁ" &, Flling Information, for information, effest, use Pub. 505 to see how the amount you are
exemption from withholding even if the employes Is having withheid 10 oted 5
a dependent, If the employee: Tax credits. You can take projected tax credits nto o sggl,uﬁgggﬁ;pmv,gf& J‘j‘r m‘flgzls
* Is age 85 or older, m‘gﬂw{ggﬂguugxgggmmmmmmm excead $130,000 (Single) or $180,00D (Martfoc),
° d, enses and the child tax credit may be olaimed Future devel Infol about
Wl st o e st R D o Wt~ e i L
ltemized deductions, on his or her fax retum, cr?dn: into Mﬂ,ﬁm.ﬁ'“‘“gaug,',’,:.’,‘é&" k) at www.irs.gav/w4, i i
Personal Allowances Worksheet (Keep for your records,)
A Enter“1"foryourselfifnooneelsecanclalmyouasadependent. ° 9 © 0 900000000 0 05 o o I
® You're single and have only one job; or
B Enter*1”if * You're manied, have only one job, and your spouse doesn't work; or B
* Your wages from a second job or your spouse’s wages (or the total of both) are $1,500 or less,
C  Enter *1” for your spouse. But, you may choose to enter *-0-" you are married and have either g working spouse or more
than one job. (Entering *-0-* may help you avoid having too little tax withhed) . ., . ., . ., . . . o 0 0 o0 o (B
D Enter number of dependents {other than your spouse or yourself) you will claim on your tax retum . 5 o o o D
E  Enter 1" if you will flle as head of household on your tax return (see conditions under Head of housshold above) E
F  Enter *1” If you have at least $2,000 of child or dependent care expenses for which you plan to claim a credit F

(Note: Do not Include child Support payments. See Pub, 503, Child and Dependent Care Expenses, for detalls,)
G  Child Tax Credit (including additional chiid tax credit). See Pub. 872, Child Tax Credlt, for more information,

® If your total income will be less than $70,000 ($100,000 if married), enter *2” for each eligible child; then less “1” i you
have two to four eligible children or less “2” if you have five or more eligible children,

* If your total income will be between $70,000 and $84,000 ($100,000 and $118,000 f married), enter *1* for each eligblechid. &
H  Add lines A through G and enter total here. (Nota: This may be different from the number of exemptions you claim on your tax retum,) > H
® if dyou plan to ftemize or alalm adjustments to Income and want to reduce your withholding, see the Deductions
an

For accuracy, Adjustments Worksheet on page 2.
complete all ® If you are singis and have more than one job or are married and you and your spouse hoth work and the combined
worksheets eamings from all jobs exceed $50,000 ($20,000 if Mmarried), see the Two-Eamers/Multiple Jobs Worksheet on page 2
that apply. to avoid having too [ittle tax withheid,
* If nelther of the above situations applies, stop here and enter the number from fine H on line 5 of Form W-4 below.
Separate here and give Form W-4 to your employer. Keep the top part for your records,
Fo w_4 Employee’s Withholding Allowance Certificate OMB No. 1545-0074
rm
Departm » Whether You are entitied to clalm a certain number of allowances or exemption from withholding is
Internal mﬂm‘“’ subject to review by the IRS. Your employer may be required to send a copy of this form to the IRS. 2 @ 1 7
1 Your first name and middie Initiaj l Last naﬁ 2 Your social security number
ic.ho Y L_ |8 Jasprre, Y9-30- 2345
Home address (number and strest or rural routs 3 Csingie [T Marted [] Married, but witihoia ot higher Single rate,
[ 2 U | 5+ Aye = Note: Wtmarie, butlegaly sspersted, or spouse i a norvesdnt allen, check the Singl” b,
_ City or town, stats, and ZIP code 4 Hyour iast name differs from that shown on your sogial security card,
WPl Wy i 55 9% check here. You must call 1-800-772-1218 for a replacement card. B[]
5  Tofal number of allowances you are claiming (from line H above or from the applicable worksheet on page 2) 5

6  Additional amount, if any, you want withheld from each paycheck . . ., ., ., . | | o © oo &0 6

7 | clalm exemption from withholding for 2017, and | certify that | meet both of the following conditions for exemption.

* Lastyear | had arightto a refund of all fed ome tax withheld because I had no tax liability, and
el

® This year | expect a refund of all federal jricopé tax withheld because | expect to have no tax liabllity.
if you meet both conditions, write “Exe: 7]

Under penalties of perjury, | declare that | ha\7an}u€d this certificate and, to the best of my knowledge and bellef, It is true, correct, and complete.

. .

Employee’s signature
{This form Is not valld unless you sign it) » Datep ; 2-1Z- 17

8 Employer's name and address (Employe!l'ympleta lines 8 and 10 only if sendingtothe IRS.) | 9 Offios code (optional) { 10 Employer Identification number (EIN)

For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 10220Q Form W-4 (2017)



Employment Eligibility Verification USCIS
Department of Homeland Security 01\15 ;:Ts¥;3m7
U.S. Citizenship and Immigration Services 0

Bxpires 08/31/2019

PSTART HERE: Read Instructions carefully bsfore completing this form. The Instructions must be avallab

during completion of this form, Employers are ltabls for errors In the completion of this form.

ANTI-DISCRIMINATION NOTICE: it Is Niegal to discriminate against work-authorized individuals, Employers CANNOT specify which

al to hire or continue to employ

document(s) an employee may present to establish employment authorization and Identity. The refus
an individual b mentation pregente S8 Julure-expiration-date-may also cormtitie

PP Ly

( Middle Initial Other Last Names Used (ifany)

Jesorrs en Richerd L

Address (Street Number and Name) Apt. Number | City or Town State

oY |57 Buo=

Date of Birth (mm/dd/yyyy) U.8. Sociaj Security Number Empioyee's E-mail Address

Lkl gial

Z|P Code

Employee's Telephone Number

azlh-v} G2 "l | P \esosrsond Yheored  b[2-382-c2

Iam 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.

1 attest, under penalty of perjury, that | am {check one of the following hoxes):
citizen of the United States

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

|:| 3. A lawiul permanent resldent (Allen Registration Number/USCIS Number):

|:| 4. An allen authorized to work until (expiration date, if applicabie, mm/ddlyyyy):
Some aliens may write "N/A" in the expiration date fieid. (See Instructions)

Allens authorized to work must provide only one of the following document numbers to complete Form 1-9: Do 3‘;‘33,‘;;;,?:;;“,"3;‘,
An Alien Registration Number/USCIS Number OR Form 1-94 Admission Number OR Foreign Passport Number,

1. Allen Registration Number/USCIS Number:
OR

2. Form -84 Admission Number:
OR

3. Foreign Passport Number:
Country of Issuance: /

£
Signature of Empioyes ) %-w—\

5=

Today's Date (mm/ddAyyyy)
12-ig-23:r7

TR

AR kR & danidm s, pliEy

G .%q di .' .; : £ 2 ;

. NSO i oo b g Bachon 1,
{CIRIG beibw iy P HE ow ane ag i G Y TACHE R .' AT Hel oh vnpig ee i 4o : QW m; N i o
| attest, under penalty of perjury, that I 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/ddyyyy)
Last Name (Family Name) First Name (Given Name)
Address (Street Number and Name) City or Town State ZIP Code

@ ISR G @

Form I-9 07/17/17 N Page 1 of 3
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Employment Eligibility Verification USCIS
Department of Homeland Security oml: :r:nllsll;gow
U.S. Citizenship and Immigration Services 0

Expires 08/31/2019

Employsee Info from Section 1

AND

ot LANANTA

ListA
Identity and Employment Authorization
Document Titie

Issuing Authority

Document Number

Explration Date (if any)(mm/ddfyyyy) ddfyyyy)

Document Title

Issuing Authority Additional information QR Coda - Sections 2 & &

Do Not Write In This Space

Document Number 1

Expiration Date (7 any)(mm/ddhyyy) i

Document Title

Issuing Authority ]

Document Number

[ Expiration Date (T any) (mm/ddiyyyy)

s

tion: | attest, under penaity of perjury, that (1) | have examined the documentys) presented by the above-named employes,

e-listed document(s) appear to be genulne and fo relate to the employee named, and (3) to the best of my knowledge the
emprpyeajs authorized to work in the United States,

e Pmpjoyee's first day of employment {mm/dd/yyyy): 7»0 ” (See i ctions for exemptions)
M L

m Xdpb I Py —————. 7 Tﬁj“ %1 %/ryfym) Wﬂm Representative

Authorized Representative of Empfloyer or Authorized Represertative Employer's Business or Organization Name
EMPLOYER SOLUTIONS STAFFING GROUP LLC

ZIP Code

Ce

Empioyer's BUslneé‘s or Organization Address (Streét Number and ﬁame) City or Town
7480 FLYING CLOUD DRIVE SUITE 200

RGVRHTRRIR B
Last Name (Family Name) First Name (Given Name) Middle Initial
l‘ éeﬁ) b’e‘lw— a: 6 g p T‘ ﬁ” .Pj:.iy'.‘_:ulﬁ:*cw«: ide the i+ a for Fe dasL anééé ‘r-: :11;:
Ntinuing employment va atian In the 8pace provided tielayy. e I ] il ‘
Document Title Document Number Explration Date (i any) (mm/ddiyyy)

| attest, under Ppenaity 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 individuai.

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

Form1-9 07/17/17 N Page 2 of 3
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EMPLOYER SOLUTIONS STAFFING GROUP
BACKGROUND CHECK AUTHORIZATION

mployee Name: ;¢ har r*' Loe Jes sty
(First) (Middle) (Last)
Former Name(s) and Dates Used:
/ Current Address Since: bk)‘-{ | 5T pﬂ)(\‘- ) ™m, Dl o) e SSYI {L
(Moy/yr) (Street) (City) (State/Zip)

Previous Address From:

{Mo/Yr) (Street) (City) (State/Zip)
Previous Address From:

{Mo/Yr) (Street) (City) (State/zip)
Social Security Number:_ % .90 -234 = DOB:

Phone Number: 0|2 -39 7 - a7 €

Driver's License Number/State: H 0380k 32 bot 7

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

| hereby authorize Employer Solutions Staffing Group, LLC and its designated agents and representatives to conduct a
comprehensive review of my background causing a consumer report and/or an investigative consumer report to be
generated for employment purposes. | understand that the scope of the consumer report/ investigative consumer
report may include, but is not limited to the following areas: verification of social security number; credit reports,
current and previous residences; employment history, education background, character references; drug testing, civil
and criminal history records from any criminal justice agency in any or all federal, state, county jurisdictions; driving
records, birth records, and any other public records,

I further authorize any individual, company, firm, corporation, or public agency to divulge any and all information, verbal

or written, pertaining to me, to Employer Solutions Staffing Group, LLC or its agents. | further authorize the complete

release of any records or data pertaining to me which the individual, company, firm, corporation, or public agency may

have, to include ihformation or data received from other sources. Employer Solutions Staffing Group, LLC and its

designated agents a representatives shall maintain all information received from this authorization in a confidential

0 pfotect the applicants personal information, including, but not limited 1o, addresses, social security
of birth.

Date: /2 /- /2

Please check the box below if you wish to receive a copy of a consumer report that is requested.
L1 1 wish to receive acopy 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; L. Q2 A
Address: [p( O] 127 Pue S M v, [~ W n 354y &

Home Phone: _{h, | 7. - 392‘02’.’0&‘7

onct 1 | e Home Phone:
Name: Che . Han ACewn an Cell Phone: |31 2.~ 20]'-‘48?.\-{
elationship: 1| Fryu, o Work Phone: j, | 2-@7,3 -73(8
Contact #2 Home Phone:
Name: Cell Phone:
Relationship: Work Phone:

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

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



employer solutions staffing group.. |
Wage Payment Method Authorization (Minnesota)

by Direct Deposit and/or Payroll Debit Card,
1, _, wi"be aid erCheck.

Employees have the option of receiving wages
If you do not provide a written electio,

SUNEORNEGEON

» # _gt% ? :ll‘g_l\t!) Effective Date

7 2 10 W
e S VL —

-h Direct Deposit (Please complote Sections 3 and 5 below)  Note Direct Deposit accounts may take up to 7 days to be activated
[ ] Payrol Debit Card (Please complete Sections 4 and 5 below) [} Paper Check (Please complete Section 5 below)
SECHION S S DIREGE D ERPOSET

% 7 Update Bank Account
BN Bank Name:

UH% BMK
" 041 pooe 2
o 1pY 180 229012
Account Type: 2} GCheoking [ Savings [1Other

To help us avoid making an error, please attach a copy of a voided check. (a deposit slip will not work)
- Ifyouchangebnnks,donotcloseyomoldbankamnntmﬁlyonn-dimctdepoaithnssmnedatﬁlenewbank,whichmaymkwpaypmiods.

SECHON T PANROIT DR CARD

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

Initial &  Date / Z-/p- L)

request a Payroll Debit Card for you, we must provide all of that will enable the financial institution to identify you. If
you do not submit a Direct Deposit/Payroll Debit Card A ) e necessary information and issue you a Payroll Debit
Card to pay your wages, For your protection, the financial insti vide them additional identification information so they can
verify your identity

Bxcept for the routing and account number, ESSG does not have access 1o 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
wages.

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

First Name MI. Last Name Date of Birth
Street Address (POBOX NOT ACCHPTABLE) Social Security#
City State Zip 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 #

Thave received my Payroll Debit Card, welcome brochure, programﬁes,pmgramterms,mdﬂinns,anddisclosnres.Byacﬁvaﬁngmy Payroll Debit Card,
T'am agreeing to the program terms, conditions_asthd closmesthatmincludedormndeavaﬂahletomeﬁnmﬁmetoﬁmeﬁnmtheﬁnancialinsﬁtuﬁnn.I
authorize the financial institution to debit ¢ Pavs DebitCardaccountﬁxrtheﬁesdesuibedinﬂleﬁeschedulethatispartofthepmgmntenns,

Employee’s Signatiy et/l

Date: [2-12-) {
SECETIONT ST AUWEHORIZN TTON

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

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

Employee's Signature: Date:




This agreement made this [4/ day of , 201 { , between
Employer Solutions Staffing Group LLC, hereinatfter referred to as ‘employer”,
and hereafter referred to as “employee”,

WITNESSETH:

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

In view of the difficulty of determining the amou

Of damages which may
result to the employer from a violation of any of t

y provisions hereof, the
N\$10,000 as liquidated
damages for every such violation; provided, however, that 1k
amount as liquidated damages shall not be construed as a reléase or waiver by
the employer of the right to prevent any such violation in equity or otherwise.




Y O

employer solutions staffing group..

INJURY MANAGEMENT PROGRAM

Injured Worker’s Responsibilities

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

RESPONSIBILITIES OF THE INJURED WORKER:

care provider.

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

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

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

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

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



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

Noti

your physical condition.

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

I have read responsibilities and agree to abide by these guidelines.
Signed: ﬂ/—\ 212~

Printed Name: o hai~d stg,:ggu
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Important/Importante
LOST OR STOLEN PAYCHECKS

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

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

CHEQUES DE PAGO PERDIDOS O ROBADOS

Si un cheque de pago se pierde (que falta, fuera de lugar, destruido, perdido en
el correo, efc), us {ficar a su reclutador de personal que el cheque no
verificar que el cheque no ha sido cobrado,
ESSG se detendra el cheque d¢ pago y reemitir el cheque a usted, descontando

AGREED/SE ACUERDA—

Name/Nombre (con letra de  neide): M/\/ % A%;z’w'g

Signature/Firma: / /



e e

employer solutions staffing group..

ESSG WORKPLACE SAFETY POLICY .

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

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

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

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

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

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

ESSG is committed to vigorously enforcing its OSHA Compliance Policy.

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

® Responsibility to work in compliance with OSHA laws and regulations

* Responsibility to use personal protective equipment and clothing 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

e Right to review copies of appropriate standards, rules, regulations and
requirements that the host employer is required to have available at the
workplace.



employer solutions staffing group..

Acknowledgement of Receipt of Workplace Safety Policy

I certify that I have received a copy of Employer Solutions Staffing Group’s ESSG
WORKPLACE SAFETY POLICY. I understand that it is my responsibility to read
this policy and ask my supervisor, a member of management or to telephone
Employer Solutions Group (ESSQG) at 952.835.1288/1.866.496.75'73 with any
questions I may have about this policy. I agree to comply with ESSC’s policy on
ESSG WORKPLACE SAFETY POLICY and I understand failure to comply is
grounds for disciplinary action, up to and including termination.

I also agree that if at any time during my employment I am believe that I am
working in an unsafe or dangerous work environment, I will immediately contact
my supervisor, manager, director or ESSG’s Safety Director at

52.835.1288/1.866.496.7573 in order to obtain assistance in the resolution of such
matters.

Employee Name (Please Print)
' Riah o Jﬁéé&l’%’én

gyee’s Signature:

Date: (2] 2-] 7
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Pre-Screening Notice and Certification Request for

" (Rev. March 2016) the Work Opportunity Credit OMB No. 1645-1600
mx@m’y » Information about Form 8850 and its separate instructions js at WWW.irs.gov/form8850.
Job applicant: Fill in the lines below and check any boxes that apply. Complete only this side.
Yourname {] 3o L’L_ﬁ ~of ~] jﬁ}y 3% i Soclal security number > 44, 9- 4 7 = >
Streat aridress where youlive | 3 L] it nye =
City or town, state, and ZIP code _;y D | < ma <59
i
County iJenn Telephone number i)z - FE -0tk €

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

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

2 [ Check here if any of the following statements apply to you.

* | am a member of a famlly that has received asslistance from Temporary Assistance for Needy Famllles (TANF) for any 9
months during the past 18 months.

* lam 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 here by a rehabilitation agency approved by the state, an employment network under the Ticket to Work
program, or the Department of Veterans Affairs.

* | am at least age 18 but not age 40 or older and | am a member of a famlly that:
a. Recelved SNAP benefits {food stamps) for the past 6 months; or
b. Received SNAP bengfits (food stamps) for at least 3 of the past & months, but is no ionger eligible to receive them.

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

® | recelved supplemental security income (SSi) benefits for any month ending during the past 60 days.

1 am a veteran and | was unemployed for a period or periods totaling at ieast 4 weeks 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 periods totaling at least 6 months during the past

year.

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

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

6 [ Check here if you are a member of a family that:
* Received TANF payments for at ieast the past 18 months; or
* Recelved TANF payments for any 18 months beginning after August 5, 1997, and the earllest 18-month period beginning
after August 5, 1897, ended during the past 2 years; or

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

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

e

o Signature — Al Applicants Must Sign

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

correct, and complete.

b applicant’s signature

Date j > - R-1=3

For Privacy Act and Pape|
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Form A (rev. 03/2017) TAX CREDIT QUESTIONNAIRE

EMPLOYER SECTION:
Client: Company:
Location: Position: Starting Wage: §
EMPLOYEE SECTION:
First Name: Last Name: Snffix; Street Address: City/State: Zip:
e Qvehord e Loy 2% RBves [ wpis iy, |stye
SS#: B e: Have you worked for | If yes, location:
this company hefore?
\ - %o-234y P2-(7-1%2 | 55| Ye[] Nofd.
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, 1997? (If yes, please provide information below.)
Name of'the person receiving benefits; Relationship to you:
City: County: State:
2. Have you or has anyone living with you received Food Stamps (SNAP) at any time during the past 15 months? O =T
(If yes, please provide information below.)
Name of the person receiving benefits: ——— Relationshiptoyon: _____
City: County: State:
3. Have you received Supplemental Security Income (SSI) at any time within the past 3 months? O -
Please note, this is not the same as Social Security benefits (SS) or Social Seourity Disability (SSDI) benefits,
*If you checked yes please provide a copy of your SSI documentation.
4. Have you received any type of vocational rehabilitation services within the past two years? O B
If yes, pleass indicate which type of agency yon wnrkedwithandprovidetheirlocatinninﬁ)rmaﬁonbelow:
[ Vocational Rehabilitation Agency [ Dept. of Veterans Afirs [ ] Employment Network (Ticket to Work Program)
Name of Agency: Phone #;
City: County: State:
*If you checked yes please provide a copy of your active Individual Work Plan and Ticket to Work documentation,
5. Are you a Veteran of the U.S, Military? *[fyes, please provide a copy of your DD-214 and letter of separation, O =71
(If yes, please provids information below, If no, please continue to question #6.)
Dates of Service - From: To:
Branch of Service:
Are you entitled to or are you receiving compensation for a service-connected disahility? | =
6. Have yon been unemployed at any time during the last 12 months? o B
If'yes, dates of unemployment - From: To:
Did you receive unemployment compensation at any point during yonr unemployment? [B] ==y
If yes, in which state did Yyou receive imemployment compensation? _ _
7. Have you been convicted of a felony or released from prison for a felony conviction in the past 12 months? N | +1
Conviction Date; Release Date:
Was thisa [] Federal or [ State conviction? If State - County: State:
R R . Addidonal Tux Crodi i
IEC (Native American): Are you or your spouse a member ofa Native American Tribe? o =
Ifyou checked yes please provide a copy of your CDIB card,
CA Residents: [] Are you the child of foster parents? [] Do yon receive CalWorks? [J Workforce Investment Act?
[ Areyous migrant or seasonal farm worker? D Have you ever been convicted of a misdemeanor?
SCResidents: [] Do you receive Family Independence Benefits?
\ PLEASE READ, SIGN, AND DA

Under penalties of perjury, I declare the inft ion above to be true and accurate to the best af my knowledge, and | hereby authorize any agency, organization, or

New

Date: /2 -/17-)7

ation that may be needed to determine tax credit eligibility to my emplayer, employer representative (Associated

Employee Signature:x ;



U.S. Department Labor OMB Control No. 1205-0371
Employment and Training Administration Expiration Date: January 31, 2020

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

Instructions: This Self-Attestation Form (SAF) is to be completed, signed, and dated by the new hire only.
Employers or consultants submit this SAF to the State Workforce Agency with IRS Form 8850 or if filed
ara Ni Orm or-ETAForm-90662 1 cerlinication request filed for the new target

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

v,
New Hire’s Si’gnature: K/f A— e Date
V4

New Hire Name: T)\Qlc, h a\r‘d. J wPﬂ\,_s_u

Social Security Number: Hb%-90 - 23

Employer Name:

Please check the statements below if they apply to you.

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

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

(Enter start date)

Privacy Act Notice;

The Intemal Revenue Code of 1 886, Secfion 51, as amended and its enacing legislation, P.L. 104-188, Specify that the State Workdorce Agencles are the
"designated” agencles responsible for administering the WOTC certification procedures of this program. The information you have provided complefing this
form will be disclosed by your employer fo the State Workforce Agency. Provision of this Information is volurtary; howsver the information is required fo
determine your empioyers ellgibility for the federal tex credit.

Public Burden Statement:
Persons are not required to respond to this collection of information unless it displays a cumently valid OM B control number, Respondents’ obligation to
complete ﬂ!ls fprm Is required to obtain or retain benefits (P.L. 111-5). Public reporfing burden is estimated to average 10 minutes per response, including the

Information. Send comments regarding this burden estimate to the U.S. Department of Labor, Division of Nafional Programs Tools Technical Assistance,
Room C-4510, Washington, D.C. 20210 (Paperwork Reduction Project 1 205-0371), Piease do not submit completed forms to this address,

117-
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DRUG AND ALCOHOL

TESTING CONSENT FORM
1. I have been allowed to read and inspect a written copy of ESSG policy on
drugs and alcohol.
2, I 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 pol!cy and the consequences if |

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 unilatera 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,

analysis on the sample provided by me. I 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 tgst.

LY
QZ J &z /2 ok ?:_’gé
ln;ividual’s Name 6=

2.0z — />
Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



employer solutions staffing group..

Notification of Minnesota Law Re uirement —

Unemployment Acknowledgement

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

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

have quit employment.

It is your responsibility to contact ESSG (for instance, by calling 952.277.5227 or
additional assignments. I you fail to do so, it

I understand by signing|this form that | a responsible to contact ESSG within 5
calendar days once an ssignment ends. Nalso acknowledge that | have received

/27 Z—/ 2
Date;

mployee Signature;

Eﬁployee (please print yo;;name here)

CMG_SM - Rev. 08.2013



¢ TITaved Denetits Pl 5
" VSl 219301880 _(OFFCE Ust oy

W tocamon.
ENROLLMENT Form

——————

e e e

I ——==lo
ESC CU(UNAC-MN) P1

A. REQUIRED EMP BLACK o BLUE Nk (Must Bg Filled Oyg)
O BLUE one e

> . Home Phone TS

Hlad-90-23 g™ hone iRk o
2iafy '
@ [Apt # Nﬁ
. i My s

Date of Birgf,
; TR 57
D Yes m No. If Yes, Please Continue,
Medicare Effective Date
ame of Covered Person {s): ] . /
' S 0 =S SHAy 2 e | A
I Coverage Jgyel befo
identica], The Fixed j

e Payral Deducted Weaidy iy
re any benefits jp, C. Your Coverage leve| for the al| benefits i, Section
ndemnity Medica Plan, Dentaj Plan, Term Life Plan, and Short-Term Disability plans arg und

ce Company. The Vision planjs underwrittep, by Companion Life Insurance Company.

SELECT CoVERaGE Levg, FixeD CUDEMNITY

Cwillk

erwritten by BC
SHORT-TERM
MEDICAL | DENTAL vision | TERM LiFg DISABILITY 2
Employea Only [ ] | 52025 BB 54y Wd|  s242 2| soeo & sa20 &
Employee + 1 ] $41.10 $12.34 $4.92 $0.90
Employee + Famiy OV ssass 5036 | oo $1.80 |
NO 10 ALL Benepys [ Lves [ [ es e | [ ves LINo | [Tyes LINo | [Tye CIne
_’_Ib.i?.99!$I§§2..'E.!?Et.."i"!’..il‘i‘?.’.?_@_l‘??l‘i%ﬂ!f..9."_. .N.H_:..Hk.ec.ﬁﬁfle 's not available 1o
For Term Ligg / Accidenta) Death g e
llmemberment Is part

T et e,

e e e

! Sacial Security # Date of gy To

ate of Birth | Sex ““;’k?i;?i'éi;;%?p""m"“"""“'"'"“"w"“
. Wreeiie i O/ BTy [£] jEI_Ss?PuseD_Ch"dElDomesﬁ.c_Partne".
Name Social Security # . Date of Bjrth Sex Relaﬁonship
e W L | lm[F .._.;..,__.§e9%e_gﬁhf!#5Pemesﬁc.'??'m.ef..
Name Social Security # Date of Bji, Sex Relaﬁonship
R T e T Spot'_ssDChi.'dDDomesﬁsPam?e".
Name Social Security # Date of By, | Sex _.Relationship
, / _ = LISpouse[ ] Child[] Domestig: Partner
| Ry ‘h‘n‘a‘*srwrsmvmsm‘“i‘
I have reag the benefit Packet ang understand jyg limitationg, I'understap, oPen enroliment g only availabje for
a hmlted time and | gnQer;tqnq_thqt_maHng no be_neﬁt selection clingtion cove
m‘ LZ.1 1>y Loy =2 'bsnemruns




— ‘ employer solutions staffing group.
A

Sveraging Resources ina Changing Market

ESNG 29

‘\t-v-u-r-uu\-w-nw. 5----«.-«0--'.-‘-

Enhanced ppc Plan_plap ; e i

Benefitg Enroliment Form O NewE

Employee lnr'ormutlon

Na:no(nmandl.m)

socmﬂecumymmbar

N f S S B Sy
Qc_km\ _ JQ«.s : =0 1Yry=72 J

HEres, == '_"'_:E-“-“—‘-—__;__—____:—-:-—-:—'—-—F-;«f;rh-—-—--—— === m\
oty AVE =, ;

My 1= Win 5549
Gender ® | Marital Statg Gle | Date of Birmp =

Date of Hirp ]
nremal.| O Marieq Ll Divoresd | ¢y > - 1 2=l
Phone Numbgp;

- DEmployee-l-Spousa -DEmployea-l-cmld(mn) - D Family .
$38.00/Week _ $36.00/Weei $63.00/Weej

hvar

Tz ' O
[ u]

5 i -:|'..‘ss-r."|"-.|ri!';|p ||I-:':-'|=;|'!-'.-|g'_1_ .'.-T=_'--'JIr'_'.'|l'-'_=.'F.'|-.-rJ.r:.l.'-.'i'
NAME Of PERSONQOVERED(FIRST. LABT):

that all antyipg are trug ang Sompiete and that
on of covaragg fop meand my depnndnnua), ifany, from the origina)
Payroll deductig, of premiumsg for Soverages | have elected,
EMPLOYEES DECLINING

Date _
rage -
1 lmdarlhndﬂml and/oy ndants, i Participatg

my 3 nd desire tg Inthe pian ata later date, lwg may bs considered g [atg enrolles ang
must meet the Tequiramanty defined In the Cortificate ofcﬁ'nug. for the Sompany's Medical o dental p ¥! decling eftrolimaent
(lncludlng My spoung) becausp of

afte,

myssif or my dependents
Coveragg, | may, in futurs by able to enrgy nysslf or my depend Inthis Plan, provideq 1 requast enroliment within 31
rthe other I additioy, 1po N8w depandeng ralatio TS a8 & regyjy of ma; for

ofadomlon, Imay be able tp olf Or my depepg,

age, hirth, adoption, Placemang adoption ofpamng sult
od | request Snroliment within 31 days of the avent,

Employer Solutiong Staffing Group Hegj e
PO Box 46270 Mlnneapons, MN 66344-9ggg
Phone; 852-787.9519 Fax: 952-767-9515
Emalr; Heanh@empluyemoluﬁansgroup.com




