3 v h
-employer solutions staffing group. i ot
Leveraging Resources in a Changing Market Tel: 952.835.1288

www.esgstaffingsolutions.com

New Hire Application

Personal Data— PLEASE PRINT LEGIBLY IN INK

Last Name_h oS, FirstName _ Danie) Middle Initial_A-
street Address_{ 34D 71" Ave. . AptiSte
cityistateizip_S0. St- Pal AN SS o676 social Security Last Four X00tXX-79

Phone Number (661 YHY - 089 7] Email Address_At\ 0 5\994@) @ Ymail. comn
Staffing Agency/Recruitment Partner M &

All offers of employment are conditional upon 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? mYES [INO
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, responsibliities, performance, compensation and eligibility for rehire.

| understand that a comprehensive background check may be conducted to determine my eligibility 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, government regulations or by ESSG policies.

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

| certify that all statements made in my application are frue and accurate and that | have not omitted any material information or provided
faise or misleading information. | understand that any material omission or misrepresentation will result in my disqualification from
consideration for employment or, if discovered after | begin employment, will resuit in my termination.

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

-

Davu&\ ?—5\'0 5 22-720-20171

Name (Print or type) Applicant’s Signature Date

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

For ESSG Office Use Only
DOH NHW 19 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 - Supermoms CMG Rev. 05/2015



- 0850 Pre-Screening Notice and Certification Request for

(Rev, March 2016) the Work Opportunity Credit OMB No. 1545-1500

F?m.;""mﬁ“ﬁe"&:,ﬁg%lm Y P> Information about Form 8850 and its separats instructions Is at www.irs.gov/form8850.

Job applicant: Fill in the lines below and check any boxes that apply. Complete only this side.

Yourname _KDpwie] (AP b) Social security umber> 570 - 29- 7449
Streetaddress whereyouive {340 ] Aue. G0

Chyortown, state, and ZPcode S, &b, P MN SS9

conty  Oakote Telsphoneumber (65 () Y44 - 6597

If you are under age 40, enter your date of birth (month, day, year) l O [ | ':l z ag ? l-{

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

2 [] Check here if any of the following statements apply to you.
* | am a member of a family that has received assistance from Temporary Assistance for Needy Famllies (TANF) for any 9
months during the past 18 months.
* | am a veteran and a member of a famlly 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 stats, an empioyment network under the Ticket to Work
program, or the Department of Veterans Affairs.

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

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

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

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

3 [ Check here if you are a veteran and you were unemployed for a period or periods totaling at least 6 months during the past
year.

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

8 [ Check here if you are a veteran entitled to compensation for a service-connected disability and you were unempioyed for a
period or periods totaling 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 least the past 18 months; or
* Received TANF payments for any 18 months beginning after August 5, 1997, and the earllest 18-month period beginning
after August 5, 1997, ended during the past 2 years; or

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

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

Signature—All Applicants Must Sign

Under penalties of perjury, | daclare that | gave the above information to the employer on or before the day | was offered a job, and it Is, to the best of my knowledge, true,
correct, and complete.

Job applicant's signaturq" .

bete}g 2. 20- 7ot
For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 228511 orm 8850 (Rev. 3-201 6)7




-

Form W-4 (2017)

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

Exemption from withhoiding. if Jou are exempt,
complete anly lines 1, 2, 3, 4, and 7 and sign the
form to validats it. Your exemption for 2017 expires
Feg 185, zqrm. See Pub. 505, Tax Withholding

an ax.

Note; if another person can claim you as a dependent
on his or her tax retumn, you can't claim exemption
from withholding If your total income exceeds $1,050
and includes more than $350 of uneamed Income (for
example, interest and dividends).

ns. An employee may be able to claim
exmmm wlthhgld ng even If the empioyee Is
a dependent, if the employee:

* Is age 65 or oider,
s Is blind, or

* Wil claim adjustments to Income; tax credits; or
itemized deductions, on his or her tax retum.

The exceptions don't apply to supplemental wages
grsatarthgl?'l m.ooo.ong. b g

Basic instructions. if you aren't exsmpt, compiete
the Peraonal Aliowances Worksheet below. The
workshests on page 2 further adjust your
withhoiding allowances based on itemized
deductions, certain oredits, adjustments to iIncoms,
or two-eamers/multiple jobs situations.

Complete all worksheats that apply. Howaver, you
may clalm fewer (or zero) allowances. For regular
wages, withholding must be based on allowances
you ciaimed and may not be a flat amount or
percentage of wages.

Head of household. Generally, you can claim head
of housshoid flllng status on your tax return only if
you are unmarried and pay more than §0% of the
oosts of keeping ol-'lﬁ a home for yourself and your
dej endent(ss,or er qualifying Individuals, See
Pub. 501, Exemptions, Standard Deduction, and
Filing information, for Information.

Tax credits. You can take projected tax credits Into
account In figuring your allowabie number of
withholding allowances. Credits for chiid or dependent
care expenses and the child tax credit may be clalmed
using the Personal Allowances Warksheet below,
Ses Pub. 506 for Information on converting your other

cradits Into withhaiding allowances.

Nonwage income, if you have a large amount of
nonwags income, such as Interest or dividends,
cansider making estimated tax agmants using Form
1040-ES, Estimated Tax for In uals. Otherwise,
you may ows additional tax. if you have pension or
annuity income, see Pub. 505 fo find out if you should
adjust your withhoiding on Form W-4 or W-4P,

Two earners or multiple jobs. if you have a
working spouss or more than one job, figure the
total number of allowances you are entitled to claim
on all jobs using worksheets from only one Form
W-4, Your withholding usually wili be most accurate
when all allowances are clalmed on the Form W-4
for the highest paying job and zero allowances are
claimed on the others. See Pub. 505 for detalls.

Nonresident alien, If you are a nonresident allen, ses
Notice 1382, Supplemental Form W-4 instructions for
Nonresident Allens, before compieting this form.

Check your withholding. Aftar your Form W-4 takes
use Pub, 506 to see haw the amount you are
having withheid compares to your Emjected total tax
for 2017, See Pub, 505, especially if your eamnings
exceed §130,000 (Single) or §180,000 (Married).

Future developments. information about any future
developments affecting Form W-4 (such as
legislation enacted after we release it) will be posted
at www.irs.goviwg.

“Personal Allowances Worksheet (Keep for your records.)

A Enter “1” for yourself If no one else can claim youas a dependent .
= You're single and have oniy one job; or

B Enter*1”if { * You're married, have only one job, and your spouse doesn’t work; or }
® Your wages from a second job or your spouse’s wages (or the total of both) are $1,500 or less.

S o AT

|

C  Enter*1” for your spouse. But, you may choose to enter “-0-" if you are married and have elther a working spouse or more
than one job. (Entering “-0-" may help you avold having too little tax withheld.) . . a B

mmo

Enter number of dependents (other than your spouse or yourself) you wili claim on your tax return . o T
Enter *1” if you will file as head of household on your tax return (see conditions under Head of household above)
Enter “1” if you have at least $2,000 of child or dependent care expenses for which you plan to claim a credit

MMOO

1]

{Note: Do not inciude child support payments. See Pub. 503, Child and Dependent Care Expenses, for details.)
G  Child Tax Credit (including additional child tax credit). See Pub. 872, Chiid Tax Credit, for more information.

* |f your total Income wiil be less than $70,000 ($100,000 if married), enter “2” for each ellgible child; then less “1” if you
have two to four eligible children or less “2” if you have five or more eligible chiidren.

® If your total Income will be between $70,000 and $84,000 ($100,000 and $119,000 if married), enter “1” for each eligible child. G

H  Add ines A through G and enter total here. (Note: This may be different from the number of exemptions you claim on your tax retum.) B H
Income and want to reduce your withholding, see the Deductions

* If you plan to itemlze or claim adjustments to

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

worksheets eamings from all jobs exceed $50

that apply. to avoid having too little tax withheld.

* If you are single and have more than one job or are married and you and your spouse both work and the combined
,lIJOO {$20,000 if married), see the Two-Eamers/Multiple Jobs Worksheet on page 2

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

=,
Formw 4

Department of the Treasury
Intemal Revenue Service

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

Employee’s Withholding Allowance Certificate

P> Whether you are entitied to claim a certain number of allowances or axemption 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

2017

1 Your first name and middle initial

Dam el A

Last name

“?\\ [}

2 Your social security number

170 -29 - 2944

Home address (number and street or rural routs)

Aue. S

RUe Tt

3 lET Single D Married D Married, but withhold at higher Single rate.
Note: if manied, but legally separated, or spous is a nonresldent allen, check the "Single® box.

City or town, stats, and ZIP code

MN  Sco1s

4 If your last name differs from that shown on your social security card,
check here. You must call 1-800-772-1213 for a replacement card. > [ ]

50. S4 . ewl
5

Total number of allowances you are claiming (from line H above or from the applicable worksheet on page 2) 5 _ﬂ_

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

7  lclaim exemption from withholding for 2017, and I certify that | meet both of t
® Last year | had a right to a refund of all federal Income tax withheid because | had no tax llabllity, and
* This year | expect a refund of all federal income tax withheld because | expect to have no tax llabllity.

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

he following conditlons for exemption.

6%

- >7]

Under penalties of perjury, | declare that | have examined this ,gg_(t[ﬁ%nd. to the best of my knowledge and bellef, it Is true, comrect, and compiete.

Employee’s signature
(This form Is not valid uniess you sign it.) » 7/
8 Employer's name and address (Employer:

plste lines 8 and 10 only if sending to the IRS.)

Dater p2 -20-201N

9 Office code (opfional) [ 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 OME ;:TJ;?OO V7
U.S. Citizenship and Immigration Services Expires 08/31/2019

»START HERE: Read Instructions carefully before completing this form. The instructions must be avallable, either In paper or electronically,

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

ANTI-DISCRIMINATION NOTICE: It is illegal to discriminate against work-authorized individuals. Empioyers CANNOT specify which

document(s) an employee may present to establish employment authorization and identity. The refusal to hire or continue to employ
an individual because the documentation presented has a future expiration date may also constitute lllegal discrimination.

Iﬂwﬂﬁh 1. Employee Information and Akestation (&Wayaee mum mwaie ana Hign Mkm V6f Farm -4 1nd iater

n the first day of emplayment. hut not before aopaniing & job pifer) ; z -
Last Name (Family Nams)  First Name (Given Name) Middle Initlal Other Last Names Used (if any)
R Daviel A
Address (Stresf Number and Name) Apt. Number | City or Town State ZIP Code
RUD 1t Awe. s, Ss. St Caul MN | 25015
Date of Birth (mm/ddfyyyy) | U.S. Social Security Number Employee's E-mail Address Employee's Telephone Number
10/14 {1944 Wi7ls| " [2l9] " [7lqlyigl] AtVes \ U@ o ymas(. om] (651) H4Y -0 @17

| 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 hoxes):

[\ 1. A citizen of the United States

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

|:| 3. A lawful permanent resident  (Alien Registration Number/USCIS Number):

|:| 4. An allen authorized to work until (expiration date, if applicable, mm/dd/yyyy):
Some aliens may writs "N/A" In the explration date field. (See instructions)

Aliens authorized to work must provide only one of the following document numbers to complete Form I-9; Do ‘:,':,33;‘;;::;}’3;“
An Alien Reglstration Number/USCIS Number OR Form 1-94 Admission Number OR Foreign Passport Number.
1. Alien Registration Number/USCIS Number;
OR
2. Form |-84 Admisslon Number:
OR
3. Foreign Passport Number:

Country of Issuance:

Signature of Employee m Today's Date (mm/dd/yyyy)

s D2 I 2 f?.gr-?

el R e R

% Mw ctr wmw o .l. Aa) antiine tranalalons) mmm amm in tamplefing Bection 1.
r%uﬁt b nampleld and algned when praparens ancior trndlatnis aésist Br) eimployes it completing Sentian 1.)

l attest, under penalty of perjury, that I have assisted in the completion of Section 1 of this form and that to the best of r;ly
knowledge the information is true and correct.

Slgnature of Preparer or Translator Today's Date (mm/dd/yyyy)
Last Name (Family Name) First Name (Given Name)
Address (Street Number and Nams) City or Town State ZIP Code

@  Emplaper Completes Nevi Page €D

Form1-9 11/14/2016 N



Employment Eligibility Verification USCIS

Department of Homeland Security Form I-9
A . S A OMB No. 1615-0047
U.S. Citizenship and Immigration Services Expires 08/31/2019

Rithoriued Ropreséntafive Roview ana Vartoation —— — -
e

Las; N;me Mﬂy ;;Iame) = First Nam; (Eive;w Nar}:e) \ M.Ij Clﬂz;nsillbnmmlgréﬁo;i Status
_Employee Info from Section 1 P" 03 AD]e , Ed 4
List A OR ListB AND ListC
Identity and Employment Authorization Identity Employment Authorization
Document Title | Document Title 3 Document Title o
peiet’s  Licese cocia | SEaun't)
Issuing Authority Issuing Auth Issulng Authorfty'
- Lot of Ad Dept OF Ho¢
Document Number - | Document Nymbe Document Number
. c6 1411157722 "B vauq
Expiration Date (if any)(mm/dd/yyyy) | Explration Date (if an}y(mm/d Expiration Date (if any)(mm/dd/yyyy)
lof /4 [ 2ol
Document Title ;
Issuing Authority .| [Additional Information D0 Not Wtk I Trs apese
Document Number
Expiration Date (if any)(mm/dd/yyyy)
Document Title ri
Issuing Authority
Document Number
Expiration Date (7 any)(mm/dd/yyyy) f

Certification: | attest, under penalty of perjury, that (1) | have examined the document{s) presented by the above-named employee,
(2) the above-listed document(s) appear to be genulne 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): 0'2/‘ 7 / 20'7 (See instructions for exemptions)

Signature gf Employer or Authorized Representative Today's Dal (mm/dd/y_.yyy) Title of Empltiy'er or Authorized Representative
Mﬂu— j"V 02 1?2017 9#’\‘9 ‘g Cecs(redey

Last Name of Employer or Authorized Representative | First Name of Employer or Authorized Representative Employer's’Business or Organization Name

Ow\o\_ a wi~. EMPLOYER SOLUTIONS STAFFING GROUP LLC
Employer's Buslness or Organization Address (Street Number and Name) | City or Town State ZIP Code
7301 OHMS LANE SUITE 405 EDINA MN 55439
BEGGn . Revermeation AnH Nanires (75 ke vompleted and signed by employer of Authorized roprosefiltive)
, me (if agpiicable) Ly 8, Date of Rehi
Last Name (Famlly Name) First Name (Given Name) Middie Initial Date (mm/dd/fyyy)

G/ T 6 employee's previous grant of employmant authonzalion has expiied, provide The Tnformanian Tor The Babument or recalpt thal eslabliehes
cantinying emplayment authorigation in the spege pravided below. !

Document Title Document Number Explration Date (if any) (mm/dd/yyyy)

1 attest, under penalty of perjury, that to the best of my knowiedge, thls employee is authorized to work In the United States, and If
the employee presented document(s), the document(s) | have examined appear to be genulne 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 11/14/2016 N






201712017 E-Verify: Print Case Details - Preview

E-Verify

e et ot o et o ot 4§ 4 e i 8 et e e

. , SENSITIVE BUT UNCLASSIFIED
Case Verification Number: 2017048145338EF
Report Prepared: 02/17/2017
Company information
Company ID: 47429 Company Name: Emplayer Salutions Staffing Group
Employee Information
Last Name: Rios First Name: Daniel
Date ot Birth; 10/14/1884 Saclal Security Number: *** ** 7848
Hire Date: 02/17/2017 Citizenship Status: A chtizen of the United States
Document information
List B Dosument: Driver's license or ID card issuad by a LS. stata or cutlylig possession List C Document: Soclal Security Card
Documant Name: Driver's lcanse Document Stats; Minnesota
Driver's License or [D Card Number: i Document Expiration Date; 10/14/2019
Cass Status Information
Current Case Resuit: Employment Authorized Emplayer Case ID;
Case Submitted On: 02/17/2017 Case Submiited By: LYAN0374
SENSITIVE BUT UNCLASSIFIED .

hitps://e-verify.uscis.gov/weh/PrintCaseDetails.aspx?CaseVerNum=2017048145338EF "



Authorization

Authorization: By signing below, you authorize: (a) backgroundchecks.com (“BGC”) and/or Orange Tree
Employment Screening to request information about you from any public or private information source;
(b) anyone to provide information about you to BGC and/or Orange Tree Employment Screening; (c)

BGC and/or Orange Tree Employment Screening to provide Employer Solutions Staffing Group, LLC one
or more reports based on that information; and (d) Employer Solutions Staffing Group, LLC ("ESSG”) to
share those reports with others for legitimate business purposes related to your employment. BGC
and/or Orange Tree Employment Screening may investigate your education, work history, professional
licenses and credentials, references, address history, social security number validity, right to work, crimi-
nal record, lawsuits, driving record, credit history, and any other information with public or private infor-
mation sources. You acknowledge that a fax, image, or copy of this authorization is as valid as the origi-
nal. You make this authorization to be valid for as long as you are an employee of ESSG.

The Consumer Financial Protection Bureau’s “Summary of Your Rights under the Fair Credit Reporting
Act” is attached to this authorization. If you are a New York applicant, a copy of New York’s law on the
use of criminal records is attached. By signing below, you acknowledge receipt of these documents.

Personal Information: Please print the information requested below to identify yourself for BGC.

Printed name: Davie # Q—i‘a S
First Middle (O Last
none)

Other names used:
Current county of residence:

Current and former addresses: &S 05
1 [ \qag current 13U0 7" Ave. So. Srudnge Rau| MN

from Mo/Yr to Mo/Yr Street City, State & Zip

from Mo/Yr to Mo/Yr Street City, State & Zip

from Mo/Yr to Mo/Yr Street City, State & Zip

Some government agencies and other information sources require the following information when
checking for records. BGC will not use it for any other purposes.

b-14 - 1944 U7o0- 24-74949

Date of birth Social security number
S6711179257322  MN _Mﬁ_&hm
Driver’s license number & state Name as it appears on license

Report Copy: If you are applying for a job or live in California, Minnesota, or Oklahoma, you may request
a copy of the report by checking this box: &~

o2- |1- 2017

Date




EMERGENCY CONTACT INFORMATION

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

Employee Name: _DM:- € ( Q—%D S
Address: _ L34 D ’)’“" Aue. $o. So. St Paud IV\N
Home Phone: __ (@51} Y44~ 09G]

= T

AT

' Plgaso list two peopl (In priorhty order) who bould bo gontie
Contact #1 Home Phone:

Name:ﬁvﬁ’\ﬂ )(\VOCJLA o Cell Phone: (5| - 703 -232 32
Relationship: M pine ™ Work Phone:
Contact #2 Home Phone:

Name: g-t-cj\) heuni € G olean Cell Phone: |,<,( - 777»; - G GTSB

Relationship: _F'-‘ oance. 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.

Leveraging Resources in a Changing Market
Wage Payment Method Authorization (Minnesota)

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 pa 8
SEC RGN T BASIC INEORNEN FTON
Employee Name &
Vo 2 Vi o

SECHION 2 PANROLE ELECEON

SECRION 3 PDIRECTE DEPOSEE
[0 Update Bank Account
Bank Name:

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 account number that I provide is incorrect.

Routing#

Account#
. Initial Dte

Account Type: [ Checking L 0O Savings [(Jother

*  Tohelp us avoid making an error, please attach a capy of a voided check. (a deposit slip will not work)
=  Ifyou change banks, do not close your old bank account until your direct deposit has started at the new bank, which may take 2 pay periods.

SECRION 4 PANROEL DEBEE GARD (GEOBNL EASITEARD)

Federal law requires all financial institutions to obtain, verify, and record information that identifies each person who opens an account, In arder 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 issne you a Payroll Debit
Card to pay your wages. For your protection, the financial institution may ask you to provide them additional identification information so they can
verify your identity.,

Except for the routing and account number, ESSG does not have access to any information regarding your Payroll Debit Card account or
transactions, On your first payday, 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 ML Last Name Date of Birth
Street Address (P0 BOX NOT ACCEPTABLE) 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 #

073972181

I have received my Payroll Debit Card, welcome brochure, program fees, program terms, conditions, and disclosures. By activating my Payroll Debit Card,
I am agreeing to the program terms, conditions, and disclosures that are inciuded or made available to me from time to time from the financial institution. I
authorize the financial institution to debit my Payroll Debit Card account for the fees described in the fee schedule that is part of the program terms,
conditions, and disclosures.

Employee’s Signature: . Date:

T authorize ESSG to directly deposit my periodic wages/compensation payments, net of required tax withholdings, other required withholdings
or authorized deductions, into my account(s) as designated above and to initiate, if necessary, debit entries and adjustmentsfor any credit entries

made in error to my account(s). * E-mail is required for pay stub information.

“E-mait:__ i p¢ (494C@) 0 @ dmeul. com

this information will only be used to Send your paystubs electronically

Employee's Signature: M Date: D2 -22-2 1M




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 coz{npletion of a suitable
—|—jeb-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 job assignment offered, or (3)

accepts employment with the client of the staffing service, is considered to
have quit employment.

It is your responsibility to contact ESSG (for instance, by calling 952.277.5227 or
using any other form of contact) for additional assignments. If you fail to do so, it
may affect your unemployment benefits.

| 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. (Initial)

b

@ Y 02-90 —20|7

Erffployee Signature: Date:

Pane| Eioc

Empibyee (please print your name here)

CMG_SM - Rev. 09.2013



o

\ employer solutions staffing group.

Leveraging Resources in a Changing Market

STATEMENT OF CONFIDENTIALITY

This agreement made this 20 day of +€Jb , 201__, between
Employer Solutions Staffing Group LLC, hereinafter referred to as “employer”,
and aed Er é}i hereafter referred to as “employee”.

WITNESSETH:

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

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

———

—

Employee Signature

——

— \\
Employer Solutiens-Staffing-Gréttp LLC, Representative




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 2K
status. —

Notify your employer immediately of any new injuries or conditions that impact

your physical condition.

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

I have read my responsibilities and agree to abide by these guidelines.
}f —_— 2
Signed:

Printed Name: __DM» el Ripe
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Leveraging Resources

Benefits Enroliment Form

Employee Information

Name (First and Last)

employer solutions staffing group.

r a Changing [Marke:

es

AN
X
54
employer solutions group.
e e 8 eupinncs b et Y3 | Shaiivr. e i swiver Vg @y ¢ we

EﬂyngEG Plan_Plan 1

Soclal Security Number

s 829)

‘Benefit Plan Administrators, Inc.

ol -Y44- 02971

Danel Rosg 170- 24- 2419
Address = City State Zip Code
U0 7M™ 4ve. SO 56-61-Par{ | MV 55015
Gender ale | Marital Status [Zh.Single | Date of Birth Date of Hire
[ Female | O] Mamied g pivorced . Lo~ |4~ 1gay
|Phone Number: Email Address:

Please Select Desired Coverage:

:l Employee Only -
$24.00/Week

Employee+Child(ren) - |
$36.00/Week

Aios (94Y @ gmail.com

Employee+Spouse -
$38.00/Week

|:| Family -
—$63.00/Week

FistName

NAME OF PERSON COVERED

Social Security # Birth Date | 96 Relationship
O Male OSpouse [J Child
T Last Name O Femate Domestic Partner
Soclal Security # Birth Date | Sex Relationship
O Mae CJSpouse [] Child
ML Last Name [0 Female [d Domestic Partner
' ‘Sociel Secufy # Birth Dats | Sex Relationship
=stNan O Male O Chid
M.L - LastName O] Female O SPE“ Domestic Partner

Other coverage information including Medicare/Medicaid

(FIRST, LAST):

EFF. DATE

EFF. DATE

EFF. DATE

Employee Acknowledgement and Authorization - | hereby apply for the group benefit(s) as Indicated. | acknowledge that all entries are true and complete and that
|any misstatements or failure to report Information may be used as the basis for cancellation of coverage for me and my dapendent(s), If any, from the original
effective date. Further, | authorize my employer to make the necessary payroli deduction of premiums for covarages | have elected.

Employee Signature

<

(IF ENROLLING - YOU MUST SIGN HERE

Date

EMPLOYEES DECLINING

I am DECLINING coverage

IF DECLINING-
-

1 understand that | and/or my de;endenis, if any, waive any coverage and deslire to participate In the plan at a later dats. liwe may be consldered a late enroliee and
must meet the requirements defined In the Certificate of Coverage for the company's medical or dental p
(including my spouse) because of other coverags, | may, in future be ahie fo enroll myself or my depend

days after the other coverage ends. In addition, if a new dependent relationship forms as a result of marriage, birth, adoption, placement for adoption of parting suit
of adoption, | may be able to enroll mysaif or my dependent, provided ! request enroliment within 31 days of the event.

Ao B2 -20¢20(7

8. If | decline enroliment for myself or my dependents
in this plan, provided I request enroliment within 31

Employer Solutions Staffing Group Health Benefits Team

7301 Ohms Lane Sulte 405
Edina, MN 55439

Phone: 952-767-9519 Fax: 952-767-9515
Emall: Health@employersolutionsgroup.com



Flﬂed Indemnity Medmljgeﬁts Plan 2

oo s e 418 e 00 o St 2 42 et 86401 = et b e $400 S 0 5 S04 084 41 AP 8 b oA TR B s 2 e S o S S534 9 i SR e SRt et ettt o

'1§l 219301-ESG-1  |OFFICE USE ONLY LOCATION_____ ~~ RehireDate___/__/ __ __ __
ENROLLMENT FORM ESC CU(UNAC-MN) P1v18.2
e e N Ao TSI PRINT USING BLACK or BLUE INK (Must Be FilledOut)
Name Social Security # . Home Phone Sex [i]

; ... F

, bl ®0“’“ d Eo e o8 ‘.‘ITLQ.._:_ZQL:Jﬁiﬁ_....;__.@.él.Z.':L‘tl.?i.:Q.‘Bﬁ.;.".},.w _“_.w__,
Address ) {Apt. #

] (U0 7w Aue. 20. . A _i
 State | Zip 1 Date of Birth
50 9t Qe UMW 1* 85078 o tiagy
Medicare Health Insurance Claim Number (HICN) Medlcare Effectlve Date
T of'cavére}i'ﬁer;oﬁ"é)' : e SR ik i e i A
1. 2 3.

o e e i = S e e e S e

N Feyroil Deducted Vieskiy Rater

You MUST select a coverage level before any benefits in Section C. Your coverage level for the all benefits in Section C will be
identical. The Fixed Indemnity Medical Plan, Dental Plan, Term Life Plan, and Short-Term Disability plans are underwritten by BCS
Insurance Company. The Vision plan is underwritten by Companion Life Insurance Company.

SELECT COVERAGE LEVEL ' -0 INDEMNITY | penral VISION TERMLFE | SHORETERM
Employee Only [ ] s2025 (D 617 (J)| s242 [E| s0s0 o) )
Employee +1 [ ] $41.10 $12.34 $4.92 $0.90

Employee + Family [_] $54.88 $20.36 $6.56 $1.80

__NotwoAL Benefis | [ Ives BNo | [Tves [¥No | [lves Do | [lves [Aino | [ves Kno

1Thls coverage is not available to residents of NH, Hi, or r PR. 2STD is not available to persons who work in CA, HI, NJ, NY, or RI.

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

§INa i s 1 Relationship i 2 ol SR
Name Social Security # Date of Birth Sex Relationship

o . | 04 @. _[Ispouse[ ]child[ ] Domestic Partner
o el I .o Soclal Se(-:u-nty# CaCR Sex Rel'a_{ionship B el B RLA LS I U LML S
/! i @ [ ISpouse [ | Child[ ] Domestic Partner

R S e Soc;al sec.umy# e Rela'vci;nﬂs-};i';; = i S g el L

il B /7| IMI[E]  Clspouse ] child [] Domestic Partner

Name > gkt "~ Social Secunty# Date of Birth ESex Relationship .

M _._D?es’&!ﬁel;lF?h.."d.D.Dom?ﬂ?e_'_’?met__

EEEEEVA TN YOU MUST SIGN AND DATE, EVEN IF YOU DECLINE COVERAGE _

I have read the benefit packet and understand its limitations. | understand that open enroliment is only available for
alimited time and | understand that - making no benefit selection is a declination of coverage. O M

" pae 0212212217 Bianarure C

This is an Essential StafCARE Enroliment Form.



