9/28/2017

& Verify

Case Verification Number: 2017271115508TW
Report Prepared: 09/28/2017

Company information

E-Verify: Print Case Detalls - Preview

SENSITIVE BUT UNCLASSIFIED

Company 1D: 47420
Em Information

Company Nams: Employer Solutions Staffing Group

Last Name: robinson
Data of Birth: 12/0511891
Hire Date; 08/28/2017

Document Information

First Name: makesha
Social Security Number: *** ** 8053
Chiizenship Status: A citizen of the United States

Lusnmmtmmmwau.s.m,muwwmmmmm List C Dacument: Social Security Card

Casa Status Information

Curment Case Resuit: Employment Authorized Employer Casa ID;

Case Submitted On: 08/28/2017 Case Submitted By: SGLABBS2
SENSITIVE BUT UNCLASSIFIED

hltps:lle-veﬂfy.uscls.govlweblPﬂntCaseDelnlls.aspx?CaseVerNum=2017271115508TW

n



PO Box 46270
Eden Pralvie, MN 55344-8956
Tel: 952.835.1288

wwwv.esgstaffingsolutions.com

s,

employer solutions staffing group..

New Hire Application

Peracnal Data—~ PLEASE PRINT LEGIBLY IN INK

Last Name gfﬁi!kﬁﬂ! ) First Name QS}Y)‘ Middie nitlal______

Straet Addreas £A o Dnve Aptists )
onystetazip S CLDOCAL MMV 56303 socim securty Last Four o0 953

Phone Number S57() - 80/ D]QS mmmmntﬁbmmﬁ@%m._

Staffing Agency/Recruitment Partner

Amyoullnﬂlyaumﬂmdiomﬂunmaumbdsmhsofmmm [21yes CIIno
Applicant Cartification and Authorization
1 authoriza Emplayer Seittions Staffi em(esse)muummmmmmwmmmmhmm“
quhmmlam?mmmmlmmd ﬁ:nnwﬂﬂﬂmmmaslndwmﬁsamaﬁm. L
regarding my pravious duties, responeibiiies, parformance, com, and eligibility for nefire.
lmdmmmﬂmmmwmmwmmﬂmhmmmmma oligibllity for hire by certain clisnts of ESSG,
Thismylndudabutlsuomnmuto.WmdMWmmmmgydmmmwmaMMnMas
required by clients, government regulations or by ESSG policies,
llﬂeauﬁsseandnmwmwwﬁﬂesﬁnmwdﬁmsmatMMbeMmEsmmhuﬂuaamd@wwm.
3Hﬁymaldlshtemmhmdahmyapﬂuﬁmmtueammamunﬂmmmm material information or provided
falee or mislaading Information. | undemhndﬂmtanymhﬂﬂunhﬁmWniumm ma;tyh my disgualification from
mmmmmmmamw.wmmlwnmmmmmsmmmwmmm

lfhlrad.lagmetuabldebymapormsaﬂpmaduresdesm

s /

A copy or facsimile (fax™) will be considared the same as an original signature. Email wij| ONLY be used for employment correspondsnce

__For ES56 Office Use WFL
8850

e 19

w4

Emergency Gontact Info | Baokground Relesse Farm |  fiackground Results Ilnoat'plommlfhr ESC Application

For Glient Use
ROP —_— Work 8ita Log, WC Gode
BSSG - CMG-MN Rev. 04/2017

¢1/EB 3ovd FSNADE0D G5900H202E T ¢1:9T 1182/92/606
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Form W-4 (2017) i A T T

¥ ki ; bt enta using Posm
SRewnUshl, ShmTEsnisoman  RCEESASREEA
T ey S e B e T

Mhhmm Mﬂmu&mmwm
b e T ‘whan afl sliowantes are cluimed on the Form Wad
Pementags of wagss,

aadspandent  Mead of houseliol. Geners Yo can i bend m%m‘mwm

SR SR S T

m-mm Hyou are

7 winhholdl

your withhokiing, Aftaryour taiom
ng’ﬁmk %u dsnshm:wmamm&a;
« I 20 &5 o cder, &.&mﬁ-’% ﬁﬁ =4
-[aMw F sy “,“.'. » o ,...|". Mwm
o e R Y e s o arwsa ) Mo poe
A Enlz'!‘formdwnomelasmnldmyouasadlpmm.................. A |}
) -You'mmnyeandhaveordyanajob:or
B Emer®1”it l -You'mmmhd,hmmlyum]ub,andmmdoesn'tmﬂqor } g 0
-Yourwageaﬁmaomﬂ]obnrmam’swm(wmemurbum)areﬂ,sonerlas.
] Emar"r'foryaurspoue.But.ywmayuhumhm*-o-'uyoumnwmmameramumwmm
Mmhb.ﬁnﬁaﬂng%”myhelpywmﬂ%bullﬂhﬂ%ﬂ&). L -
D &hmmﬂdbmmmmammmMmmdﬁnmwmmm. o o A | E
g EIMﬂ’lfynuwIlﬂouhﬂqﬂﬂmmwmmmemmmamﬂ-ﬂdmmahm) s g [
F Emar-1'nmmmmsmwmuwmhmwmmrmmmmeqm . « F
{Huummwmmmnmmmmm,mmnwmmwfmdmm
@  Child Tax Credi (incuding additional child tax orecli). Sea Puh. 972, Child Tax Gredit, for more information.

mmmwmmmnm«m-rummﬁmummgmm.
-Immhwmﬁﬂmmm,mwmmmﬂﬂhndﬂ1mifnmﬂad).elnerﬂ”fnreaahehuaclﬂd. <]
H MdiuhﬂmmGarﬂmtermalmmmmmmmmmmmmmmdalmmmmmmDH '3
o
For , Wﬁmhﬂucmg"wnimm mwmmmmmumnm

completeall | o ityuy are single and have Yhian ana Job or are marvied and you end your spouse both work the combined
worksheots s fm#jobs = 'lﬂimmmaoh o P

axceod if maniad), 2
atopply, | 1o ol ming Ma e 300,00 e o
"ermmemmmﬂhﬂoﬂtdenhrhmmharﬂunlimﬂonﬁneﬁﬂ&nnw-4habw.
M e m
ﬁnmhm-umhmw4ummm.lhephhpmmwmm
i w.4 Employee’s Withholding Allowance Certificate OMB No, 13450074
P Whethor et Gertain munhar of slicwsnasn or snetgsiion fram withhulding
et o U Toeastny mnmmhumﬁhmmhgwmuu:-mmummummh 2©1 7
) o - oI S00ia] BeciiTty Romber

~fi@ ~XG5.3
igle L) Merried () Married, but withhold at highor Sisgie rate.

Hala HMMMMUﬂHaMMMhE!m
[ Hmhl!ummlhm'lﬂdmnmmmmm

- % ! _ MMM“M#MMMBM:MM&
& allowances you are ﬂﬁng(ﬁmnllneHabwowfmmiheapﬂhathMmmz) 8] %
8 Addlﬂmalmunt,ifmy,ymmmmheldftumeaohpmk ...... “ - v s e - ., |88
7 | claim exsmption from withholding for 2017, and | certify $hat | meet hoth of the following conditions for exomption, (I ol g
-LaatyearlMaﬂgmmamnmdofdfsﬂ&wmmﬁxmbmlhadnowxllablllty.md i R Sl
-WWIMammamlmmmwmmammmmm R
it ya menmovndmmm”hmm‘hem ........ RO 0 0 o[>
e o . ﬂ"““ / / O
8 form is not valld unless you sign it) » U"{f Mo 40 /.L Bata > & I
8  Empioysr's name and addiess (Emplover Co m-aﬂ1enb'nm 8 Offies ciwde foptionat) | 10 number (EIN)

mmmmwmmmumz Cat. No, 102000 Fom V-4 @y



89/26/2017 16:86 13282480655 COBORNSE -.PAGE ' B5/87

ey

Form 1.9
OME No. 1615947
08312019

Some afiens By write "Nja® m(ml "ation data, ﬁ‘PP"cable.

date felg, | —
Aﬂenuuﬂmmm,,wm%’m field. (Ses natructions) — e

mmidfyyyy 0

knowledaos the nnaﬂn 1[5 trua and coned.

A VT
Lass Name {Fam) )]

3 %Nrﬂu GivenName) | 7 !
= ] City or Town S
et wd Drive  [SFtued  [G5E503

il ! Page 1 of 3
formi® T 1TN



Employment Eligibility Verification USCIS
Department of Homeland Security Wit
U.S. C:ﬁzanshipand Inimigration Suviees - : Expiies 08131/2019

RS O S U 4 PR £ 1 S 4 T S St L . S 0 T S S e S 4 SRS . T N e S S B 1 -t

|

Employee Info fram Sactien 1

oy

Y

Identity and Employment Authorization

[ Document Title

ssuing Authority

Document Number

"Expiration Date (Fany)mmiddlyyyy)

R T AT T ST

Document Title L

lesuing Authority Additional Information i . mﬁ":“mi':i:m" ’apm'z

Document Number

Expiration Dat; (7 any)(mmididiyyyy)

Document Title

Tasuing Authority
: Document Number
[ Expiration Date (i any)(mm/ddlyyyy)

BT T TR YIS ST R T T

Certification: | attest, mdnrpemuyofpudury,ﬁut(‘l)lhavommlnodﬁ:cdocumsnt(a)prdunhdbyhahuumdmployn.
(ﬂﬂnabwo-ﬂmddoc lmbhmlmmdhmlﬂhhemployummﬁ,and(S)tollnbmdmymwg-m

Today's Date (mm/dd/Ayyy) Tmc of Empioyer or Authorized Representative

a& "a\c 1 1 Recruiter -
of Emplayer or Authorized Represéntative Employer's Business or Organization Name
Shellby Employer Solutiom Staffing Gro
Orglanization Address (Street and Name) | City or Town State | ZIP Code
Drive Suite 200 Eden Prairie MN 55344

ng Clo

T TR s
.« e £ S

0 u-un pm 71

I

R s wvw"vva"

e """WT‘T
5 g ﬁ
| e T ey ] 'Ll-ckrm“d

i
u“i'u

[ Explmllon Date my) (mnwmy)

laMundorpnnaltyofporjmy,thathﬁubnto!myM this employse Is authorized to work in the United States, and if
*  the empioyes presented document(s), the document(s) | have examined wtoh.gunulmandtomlmhmolndlvldual

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

Form I-9 07/17/17 N : ] Page 2 of 3









Employment Eligibility Verification

UsCIs
Form X-9
OMB No, 1615-0047

ONTACT

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

Neme: HNOF 0N ‘5**\\'\31 Coll Phane: 1713 (B 3- 3‘{qu
Relationship: NONE( Work Phons:

Contact #2 Home Phone;
Name:Ql&TD\\{ﬂ Sm\'\a\l Cen@: 113-L\b- \D0=2
Relatonship: C\( andmother Work Phose:

Additional information you want Employer Solutione Staffing Group and our clients to know in the evant
of an emargency:

This information will remain confidential and will onfy be used in the case af an emergency.

21/18 3vBYd TENMOE0D S5906HZBZET Z1:9T L168Z/9%/60



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

Bmployees hiuve the option of receiving wages Direct Deposit and/or Payroll Debit Card,
If you do not provide a written e paper Chook,

2 Sl H%f B OERTLS ] LT

ilvative Date

RACKEIIT ATy T R D
® % n f @

o 0 [ e 8

\2 | Dijpect Deposit (Please complots Sections 3 and S halow) Notes Diroct Deposit accovints may take up 20 7 days to be agtivated
(D4 Payroll Debit Cord (Pleass complete Sections 4 and § below) () | Paper Check (Please complet: Section 5 below)

JEGE S0 e ]

[0 vpdate Bank Account 1 understand and acknowledge that i do not provide a
Bunk Name: volded cleck with this direct deposit form, | am

respansibie for any delnys in payroll or exixa costs
Ronting# fucurred if the accopat number that ¥ provide is incorvect,
Acuount? )

Account Type: 2] Chuoking id Savings Ol other

. '!‘ohﬂpusmidmnﬁngmm,plmamohamnhmmmtn depasit slip will not work)

. lfmchanpbanks,donmohnymoldhukummﬂmdimdmhmmmdatlhnmbmk.whlnhmaym?.paypﬂiodu.

Fadem| law roquins all ﬂm@hﬁﬁmuwm.w,mmhﬁmﬁmm:ﬁmﬁuewhmwyommmmmm»

Initial Date

Bxcept for the routin; and account number, ESSCH doss not have aocess to any infarmation ruganding Payroil Debit Card acoonat or
mﬁnns.Onngntpwdw,ymwﬂl mmwmuwpmmw:mm;mmm;amfmmmwmvmw
Ilwnalgnm:mwlsdglnslhutyonmmlwdMPWHMMMMYWWMMMMMWMMMMW

| R, - “PBainaory XS

TE TR EERA Doie ___ [BEF-$03
A C\opd [V [® 50303 [SBFSEQ) - 5147

RECEIPT OF PAYROLL DEBIT CARD (to be comploted when yon plekup your Paysoll Debit Card)

Payroll Debit Card Routing # Payroll Debit Card Acoonnt # ‘1?55 2 L{QOQ-§5 1 _: lo-s

1 have reccived hwﬂnwkmiwemmmm@m&e&mmmwﬂmm&ummmﬁvﬁnumyPaymllDubitCard. :
lamngm&ing:gtepmmlems.coudldom.mddlsclommthumindudadormuiewaihbhmmaﬁ'omﬁmctoﬁmeﬁumlheﬁmncmimdwﬂmI l
1anﬂmizedlcﬁnanniallnsﬂmﬂonlndubitmyl'lymllDcﬁt&xdmmfuﬁsﬁwdamdmmefwmmﬂismofmmmm
conditinns, and disclosnnes.

eotly depasic odic wages/compensation payments, net of reguived tax withholdings, other required v iholdings
orauﬂmduddedncﬁms.inomymcoum(s)asdesmdubwcmdwiniﬁmifnwa_mry,dabh'mniusmdndjnsmmsﬁ)rmymdnam
‘made in errer to my account(s). * E~-mafl is required for pay stub information.

€1/21 Hovd FENN0F0D S5906bZ0ZET ¢1:9T L102/9Z/60



EMPLOYER SOLUTIONS STAFFING
, GROUP
BACKGROUND CHECK AUTHORIZATION

Employee Name: —MQ&:B\X\
Min%

{First) (Middle) o T
Current Address Since: D5/ /] 8 5 i QQM : =
Y r— (C,WP"“’E' (5’;;’9'};” 26503

PeSSous Adkdroes FWN%Q——LMAL#@LMM&LQLMiﬁ 3
(Mo/¥r) {Streat) (City) (State/zip) v 3630]
revossisesromDlfle 203 yest ST Chings Te._hbys2.
{Mo/¥r) {Street) &
o

{City) {State/zip)
-2 oon_12 /05 /9]
Phone Number: Mﬁ

Driver’s License Number/State: 4 15

Social Security Number;

The Information contained In this application is correct to the best of my iowledge.

| 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 inciude, but is not limited to the following areas: verification of social security number; credit reports,
current and previous residentes; emplayment histary, 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.

1 further authorize any individua), 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 complate
release of any records or data pertaining to me which the individual, company, firm, corporation, or public agency may
have, to Include information or data received from other sources, Employer Solutions Staffing Group, LLC and its
designated agents and representatives shall maintain all information received from this authorizationin a confidential
mannar in order to protect the applicants personal information, Including, but not limited to, addresses, social security

Date: m_/;ﬁ#j__

P : elow you wih to receive a copy of a consumer report that is requested.
E)dﬁl’:kmm o copy of any Background Check Report on me that is requestad.

iy

LB/L@ FBvd

SISNA0F0D S5368b2ZBZET 98:9T L1BZ/9Z/60



B9/26/2017 16:06 13202488655 COBORNSE PAGE @2/87

This agreement made thisAS _day of_ﬁi%gmb;a 20177, between
Employer Solutions g Group LLC, herein referred to as “employer”,
and ﬂz]dl«eg BQ Egzrﬁﬂ'hereaﬁer referred fo 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 fo 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 releass or waiver hy
the employer of the right to prevent any such violation in equity or otherwise.

LLC, Representative
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employer solutions staffing group..

lmportantllmportante

if a paycheck is lost {missing, misplaced, destroyed, jost jn the mai, ete.), yoy
Must notify your Staffing recruiter that the check ¢annot be foynd, if it can be
verified that the chaek has not been cashed, ESSG wij stap payment on th
check and re-iasye the check to yay, deducting a fee pf between $25-335,

I your paychecic was stolen, you must first file a police Teport before we can re-
Issue the check, Onee you have done so, yoy must provide g copy of the policy
report to your staffing recruiter that the check wag stolen. If the check has not
been cashed and if the loss of the check was not your fault, ESSG wi) Issue a
hew check and no feg will be deducteg,

CHEQUES DE PAGO PERDIDOS o ROBADOS

Si un cheque de Pago se pierde (que falta, fuera ge lugar, destruido, perdide en
el corrag, ete), usted debe hotificar a su reclutador de personal que &) chequs no
$e puede encontrar, 5j §e puede verificar que el cheque no hg sido cobrado,

G se detendrs e cheque de Pago y reemitir o} cheque a usted, descontandg
Un cargo de enire § 25 - § 35,

Si su cheque de Pago fue robado, primere debe denunciar el raho a la policia
antes de que podamos vaiver a emitir ef cheque. Una vez hecho esto, ysted
debe proporcionar una Copia de la denuncia a su reclutador de personal que el
cheque fue robado. 5j g eheque no ha sido cobrado y si la pérdida daj cheque
no fue su culpa, ESSG emitird un nueva cheque y no hay cuota se deducira.

AGREED/SE ACUERDA—
Name/Nombre (con letra de moide): ‘ua,b e5 LQ& Zﬂ bi N3P
SgnaturelFinm: [ua &f g& é :(2& QQT\




ram DO Pre-Screening Notlce and Certification Request for
{Rov. March 2018) the Work Opportunity Credit OMB Ne. 1545-1500

w‘g_._.’é’."m“‘ rmmmmmummunw

Jok app ow andd check any boxes that apply. Complete only this aids.
PT—— s W T e

Ilve ‘%ﬁ(:ﬁ|m&g& ‘ | %ﬁ o
Oty or tovm, state, and ZIP cods 0", C\Bld, M/ He3nd
oy __ Syearns Toisphone rumber 380 -0 | -0195

If you are under sge 40, enter your date of birth (month, day, year) 12/ D

4 [[TJCheck hara If you received a concitionsl certification from the state workforee agancy (SWA) or a participating local agency
far the work apportunity credit,

2 [Jlcheok here if sy of the following atatements apply to you,

® | am a member of a family that has receivad assistance from Temporary Assistance for Neady Famillas (TANF) for amy 6
months during the past 18 months.

» | am n veteran and & member of a family that recaived Supplements! Nutrtion Assistance Progran: (SNAP) benefits (food
stamps) for at least a 3-manth period during the past 156 months.

o | was reformsd here by a rehabilitation agency appraved by the stats, an employment netwark under the Tloket to Work
program, or the Dapariment of Vetarsns Affalrs,

= | am at least age 18 but not age 40 or older and | am 2 member of a family that:
2. Recoived SNAP benefits (fond stamps) for the past 6 months; or
b. Recalved SNAP banefita (focd stamps) for at least 3 of the past 5 months, but is no longer eligibis to receive them.

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

* | received supplemantal security income (SBJ) benefits for any month ending diring the past 60 days.

« | am a veteran and | was unemployed for & peried or periods totaling at loast 4 weeks but loss than 6 months during the
past year.

g [Th Cheok hera i you are a veteran and you wera unemployed for a period or periods totaling at lsast 6 months during the past
year,

4 [TV Check here if you are a veteran entitisd to compensation for a service-oannected disabllity and you were discharged or
relsasad from active duty in the LS. Armad Forces diting the past yeer.

5 Check hers if you re a vetaran entitied to compensation for a service-gonnected disahilty and you were unampioyed for a
perind o periads totaling st Iaast 6 months during the past year.

6 Chack here if you are a member of & family that:
» Recaivied TANF payments for at least the past 18 months; or !
» Recalvad TANF payments for any 18 months beglnning after August $, 1097, and the earfiest 18-month period beginning
after August 5, 1997, ended during the past 2 years; or : _
« Stopped being efigible for TANF payments during the past 2 years bacause faderat or state law limited the maximum time
could

W ba mads.
7 Chec here if you are in a pariod of unemploymant that is at least 27 consecutive weeks and for all or part of that pariod
you regsived unemployment compsnaation.

“Signature—All Applicants Must Sign
Uncdor penalties ot perjiny. 1 deciare that | gave the bove nfarmation to the smpioyer on or belors the dy | was afferad & job and |t s, 10 Tha best of my knowiedge, tnua,
ocorect, snd oomplete,

Job applicant's aignature &
For Privacy Act and Paparwork Reduttion

pate 03 /25/ 771

. 8-20116)

Cat. No. £2851L

¢1/1T1 3Bvd FSNADEDD 65908 Z02E T C¢T:8T LTB2/9Z/60



Form A (rev. 03/2017) TAX CREDIT QUESTIONNAIRE TTAX.

X oo [
Age: Have you worked for 1 If yes, location:

Rirth; e ?
2 Ho R A 0T /‘H AD | YaliNe Dl | 449 Qfl’dZS'*ree‘/’n}J
Mmmucnﬂqnuﬁmandﬂgna;ﬂmmmm Yes No

L. Have you or has anyane living with you reccived Temporary Assistance to Needy Families (TANF) 0O BT
at any time since August §, 19972 (1 yiz:, plegse provide Information below.)
Nome 0fthe prrson receiving benofits; Relationship to you: ____
City:__ Coumty: . __ State

2. Have yon or hat anyons living with you received ¥ood Stamps (SNAP) at a. thue during the past 15 months? e
(i yos, pleass pravide information below,) i . n E-

Name of the pesson veosiving benafits: Relationshiptoyou:
City: ____ Comfy: Bwta:

3, Havo you recelved Supplements) Security Income 1t any time within the 3 tha? I g
rmmmnmmmuwmmmﬁ(gm;;{mmwmnﬁ;(ﬂm
f you checkayl yey please provide a cagy af yaur SSI documentation,

4. Have you received any type of vocational rehaliitution services within the past tw years? 8 81
T¥yes, plesss indionto which types of. worked with sud provid their Iocation infarmation below:
Vocational Rehabilitation Agency Dept. of Vsterans Affairs Employment Netwosk (Ticket to Wark Program)

NameofAgency: ___ Phone #:
City: County: State:
*¥ you checked ves please provide a copy of your active Individual Wark Plan and Tickst to Work dorumentation.

$. Areyou a Veteran of the .S, Military? * eave provide 4 DD-224 and lester of ssparation, =
{1 yes, ploags provide information below, Enqp&%ﬂ@ﬁﬁm#sw#m =
Dates of Bervice - From: Ta:
Brgnch of Servige: b
Are you entitled to or are you receiving compensation for n service-connected disability? m] m
6. Haveyou been memployed of any Hime during the last 12 months? a et

1fyus, dates of unemployment - From: _____ Tor
Mynnrﬂmmmphymm&nnmypﬁndnﬂymrww MQ
IT'yes, in which state did you receive qnemployment compensation? —Ml aAn

7. Have you been convicted of 2 felpny or reieased from prison for  felony conviction in the past 12 months? Qo O
Conviction Date: Ralease Date:
Waa this o (O Poderal or()] Stare comvistion? 1£State - Comnty: __ Soamer
TEC (Native Amwrican): Are you o your spouse & member of & Native American Tribe? Q D“'"
Ifyou checked e provide a copy of your CDIB card,

CA RealdentstIE] Ace you the ohild of fister parents? [I] Do you recsive CalWorks? [ Workfurce Investment Act?
Are you 4 migean? or seasanal farm worker? [T Have you ever been eonvicted of u misdemeanor?
8C Residents: [T Do you receive Family Independence Benefits?

PLEASE READ, SIGN, AND DATE:
Usictor pamaliies of perjury, I dixiare the information abave to be trug and accupate fo the bess iy knewledge, and I hervhy authorize uny uyency, orgunisation, or

irciividuals to sxpply swoh verification or infarmation, shat bes noudud ts desarvaine s ellgibillly ta my emplayer; empluyer vepreseniative (davociuted
Consubants, Inc, dba Retromn), or the Labar, =~
New Employee Signature; m_lﬂ éﬂ /5&7’} Date: 09’/ 5!5' / /7

¢l/8T7 3vvd ISNN0F0D S5988b2ZE2ZET ¢1:91 L182/92/608




U).5. Department Labor OMB Control No. 1205-0371
Bmployment 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 t
Employers or consultants submit this SA -x= ate : thIR by

new hire only.

INIONCE

separately, with ETA Form 9081 (or ETA Form 9062) for each certification for the new target

group

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

New Hire's Signature; ﬂﬂ-&m—m&ﬂﬂﬁ'ﬂ DatE_ﬁZéM ]
New Hire Name: _MQI@L!L'ZM’?

Please ¢ e statements below if they apply to you,
| 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.

E I daclare that | have been in a period of unemployment since
(Enter start date)

Public: Burign Statemant:

mmmmmumummammnmamwwawmmmm

compists this form is required i oblzin or relain benefils (P.L 111-5). Publio reporting burden is esimated to average 10 minutes per response, Indiusing the

m&mmm.mwmmw mainisining the dats naaded, snd compleling and reviewing the collection of

Informeticn. Serd comments regarding this ealimala to fa U.8. Depariment of Labor, Division of National Pragrams Taols Technicsl Assisiance,
04510. Ly o 'D,c,mo .i'".' e M e mﬂ mwmm GO mbmsm

ETA Form 8175 (Rev. November 2016)
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Zegh employer solutions staffing group.

™

Leverzgng Resources i o Changing Market

Notification of Minnesota Law Requirement —

Unemployment Acknowledgement

According to Minnesota Statute section 268,095, subdivision 2, paragraph (d), an
applicant who, within five calendar days after completion of a suitable

Job assignment from a staffing service, (1) fails without good cause to

affirmatively request an addiitional suitable job assignment, (2) refuses without good
cause an additional suitable job assignment offered, or (3) accepts employment with
the cllent of the staffing service, Is considered fo have quit employment.

This paragraph applies only I, at the time of beginning of employment with the staffing
service, the applicant signed and was provided a copy of a separate document written
In clear and concise language that informed the applicant of this paragraph and that
unemployment benefits may be affected.

It is your responsibility to contact ESSG through Corporate Management Group (for
instance, by calling 303-920-1425 or using any other form of contact) for additional
assignments. If you faii 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, Bm ___(Initial) '

. Sep 26,2017
Employee Signature: Date:
Briana Mullen

Employee (please print your niame here)

Telephone: 303-920-1425
12000 N. Washington Street Suite 350
Thornton, CO 80241

-MN_02.2013



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 policy and the consequences if |
exercise certain rights; and (d) that certain events as described in the policy may result
in adverse personnel action, including my termination from employment with ESSG. 1
understand that this policy in any form, and any employee handbook including this
policy, are not a unilateral employment contract or offer thereof.

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

Individual’s Name

Sep 26, 2017
Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



Maintain regular, weekly, communication with your smployer if you are unable to
return to work. Contact your employer & minimum of after every visit with your
primary health care pravider. Kesp the claims represeniative advised of your
status.

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
compeneation for the time away from work. The physiclan must complete a
Report of Workability.
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89/26/2017 16:86 13202400655 COBORNSE PAGE @1/87

Acknowladgement of Receipt of Workplace Safety Policy

I certify that I have received a eapy 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 ar to telephone
Employer Solutions Group (ESSG) at 952.835.1288/1.866.496.7573 with any
questions I may have about this policy. I agree to comply with ESSG’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 T am believe that I am
working in an unsafe or dangerous work environment, I will immediately contact
my supervisor, manager, director or ES8SG’s Safety Director at
952.836.1288/1.866.496.7573 in order to obtain assistance in the resolution of such
matiers.

Employee Name (Pleage Print)
in 50N
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leed Indemnity Medical Benefits_Plan 2
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LOCATION

RehireDate__ _ / _ ¢/

ENROLLMENT FORM

ESC CU(UNAC-MN) P1 v18.2

e R ETOM Fin S BLACK or BLE NI et B

FilledOuty
N : Social Security # Home Ph
°™ Briana o™ Bl e sex [ilE]
Address Apt. #
City  st.cloud State Mn Zip 56303 [Date/ OfB/irth

B. DO YOU OR ANY OF YOUR DEPENDENTS RECEIVE MEDICARE BENEEITS? Y&‘QNO s plaae s
ol ¢4

ntinue.

Medicare Health Insurance Claim Number (HICN) Medicare Effective Date

Name of Covered Person (s):

1. 2 3

C. LIMITED BENEFITS PLAN SELECTION Payroll Deducted Weekly Rates

You MUST select a coverage level

before any benefits in Section C. Your coverage level for
identical. The Fixed Indemnity Medical Plan, Dental Plan, Term Life Plan, and Sho

rt-Term Disab

the all benefits in Section C will be
ility plans are underwritten by BCS

Insurance Company. The Viajon plan is underwritten by Companion Life Insurance Company.
SELECT COVERAGE LEVEL mgi';"ci{“?"" DENTAL VISION TERMLIFE | SHORLTERM
Employeg Only b/l | “'s2028 () $6.17 ) $242 O $0.60 $4.20 %)
( - Employee + 1 z] ’3)1.10 $12.34 $4.92 $0.90
Employee + Family $54.88 $20.36 $6.56 $1.80
NO to ALL Benefits - Cves Eino Clves MiIno | Clves Mno | Mves Clino | BYes Cino

_'This coverage is not available to residents of NH, Hl, or PR. 2STD is not available to persons who work in CA, HI, NJ, NY, or RI.

For Term Life / Accidental Death & Dismemberment,

Dismemberment is part of the Term Life Benefit.
Name Briangmullen

Relationship Self

please write in your beneficiary information. Accidental Death &

D. REQUIRED DEPENDENT INFORMATION

Social Security # Date of Birth

Name
Marcus baldwin

09272010

BE

}aﬁomhip
D Spouse ﬂ Child D Domestic Partner

Name Social Security # Date of Birth gk [] Relationship
" /7 T IE O Spouseu Child Domestic Partner
Name Social Security # Date of Birth $ed[]  Relationshi
_____ s 3 1 _@_ O Spouse& Child ] Domestic Partner
Name Social Security # Date of Birth  §ek[ ]  Relationshi

/

@ U] Spouse

b Child ] Domestic Partner

E. REQUIRED SIGNATURE

YOU MUST SIGN AND DATE, EVEN IF

I have read the benefit packet and understand its limitations. | unde
a limited time and | under_stand_ that making no_beqeﬁt_selgcti_on is

DATE 09 25/ _2.2517]

P> SIGNATURE %_ ol ' :

YOU DECLINE COVERAGE

rstand that open enrollment is only available for
a declination of coverage.

This Is an Essential StaffCARE Enroliment Form.



