12/18/2017 E-Verify: Print Case Details - Previsw

‘EVerily

SENSITIVE BUT UNCLASSIFIED
Case Varification Number: 2017352152523CR
Report Prepared: 1218/2017
|- f——————Eompany Information—
Company ID: 47420 Company Nama; Emm&luﬂomsm Group
Employse Information
Last Name: Rodrquez Firat Name; Estheia
Date of Birth: 07/81/19681 &dﬂ&mﬂyﬂm""mi
Hirs Data: 12/18/2017 Citizanship Status; A lawful pemmianent residant
Document information
List A Dooument; WMMMMWWM(&MI&”
Allen Number: 091225750
Card Number: MSC1350228073 Rocumant Expiration Date;
Case Status Information
Gument Casa Result: Employment Authorizad Employer Cass ID:
Cass Submitted On: 12/18/2017 Casa Submittad By: RPRI1528
SENSITIVE BUT UNCLASSIFIED

https://e-verlfy.uscls.govlweblPdntCaseDetalls.aspx?CaseVerNum=20173521525230R
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Employment Eligibility Verification USCIS

Department of Homeland Security OMBFg:TGII;-?)M7
U.S. Citizenship and Immigration Services Expires 08/31/2019
P START HERE: Read instructions carofully before completing this form. The Instructions m

ust be avallable, either in paper or elsctronically,
during completion of this form. Employers are ilabls for errors in the completion of this form.

ANTI-DISCRIMINATION NOTICE: It is llegal to discriminate agalnst work-authorized Individuals. Employers CANN
document{s) an employee may present to establish employment authorization and identity, The refuss B

— - TEVOT preseiited has a future explration date may also constitute llegal dlslatlon.

Section 1. Employee Information and Attestation (Employess must complete and sign Section 1 of Form 1-9 no fater
than the first day of employment, but not before accepting a job offer.)

Last Name (Family Name) First Name (Given Name) Middle Initial Other Last Names Used (¥ any)
£ od ggam R £eve \a

Address er and Name) Apt. Number | City or Town ZIP Code

<\ r?rend‘ Ve INver Grave % 250

Date of Bl —{mm/dd/yyyy) U.S. Social Security Number Employee's E-mail Address p 's Telephone Number
M08l G T G oy 06 By o DT

1 am aware that federal law provides for imprisonment and/or fin
connection with the completion of this fo

| attest, under penalty of perjury, that 1 am (check one of the following boxes):
[T] 1. Acitizen of the United States

L] 2. A noncitizen national of the United States (See Instructions)

3. Alawiul permanent resident  (Allen Registration Number/USCIS Number): \ ~ JAY -

T:| 4. An alien authorized towork  until (expiration date, if applicable, mm/ddfyyyy):
Some allens may write "N/A” In the expiration date field. (See Instructions)

Allens authorized to work must provide only one of the following document numbers to complete Form 1-9: mﬁﬁ,“w,;';;:m%;m
An Allen 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. Forelgn Passport Number:
Country of Issuance:

Signature of Employee F i{ £

Preparer and/or Translator Certification (check one):

D | did not use a preparer or trans!ator, |:| A preparer(s) and/or transiator(s) assisted the employee in completing Section 1.
{Fields below must be compieted and signed when preparers and/or transiators assist an employee in completing Section 1. )
| attest, under penalty of perjury, that! have assisted in the completion of Section 1 of this form and that to the best of my
knowledge the information Is true and corract.

OT specify which

jujie

es for false statoments or use of false documents in

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

@ Emplayer Completes Next Page @

Form 19 07/17117 N Page 1 of 3



Employment Eligibility Verification USCISs
Form 1-9
Department of Homeland Security
U.S. Citizenship and [ tion Services OMB No. 1615-0047

Bxpires 08/31/2019

Employes Info from Section 1 Lat Name

R R, e L g R

et Name 1ies Narmio)

OR ListB AND ListC
Identity and Empioyment Authorization Identity Employment Authorization
ment Title 3 Document Title

; 7 - Tissuing Authority
Sto 4 S B
.ﬁmﬁm E E d Document Number ~ "Document Number
Explration Date (% any)(mm/ddyyyy) ~ "Expirafion Datg (f any)mm/ddpyyyy)

dixplrauon Date (1 any)(mm/dd/yyyy)

Document Title

issulng Authority

Additional Information D%"N?o‘:;:ﬁ.“ﬁ'.}:épii

Document Numbar g
Explration Dats (:?any){m'n/dddom .

Document Title

Issulng Authority

Document Number

[ Expiration Date (7 any)(mmici Ay 1

Certification: | attest, under Penaity of perjury, that (1) 1 have examineq the document(s) Presented by the above-named employse,
(2) the ahove-listeq documents) appear to ba genuine ang to relate to the employes nam

od, and (3) to the best of my knowledge tr'e
employee is authorized to work in the United States, \
The employee's first day of employment {mm/dd/yym: L’ ‘% < l? (See instructions for exemptions)

¥ F or Authorized Representative T 8D m_rr_v/d%yyy) 1(15e of Emplgyer or Authorized Representative
A XS 177 N-Sito -

Employer's Business or Organtzation Name

]

|Name of Empl

r or Authorized Representativa Name of Employer or Authorized Representative

Employe;'s Business or O nization Address (Street Number and Name) | City or Town

) - Eden Pravie [y |“Rasuy

R e

A, ® (If appiivable) B. Date of e (i sppiloable)
Last Name (Family Name) First Name (Given Name) Middle initial | pate {m

! the space provided beiow,

[8 e erployea's previous granfof erhvloyment aulhiorizalion has explredprovde Tie informalon Tor the dodument of recelpl fraf eemhm%_-“'
continuing employment aiithorization |y S
Document Tiie

Document Number Expiration Date (*any) (mm/ddyyyy)

1 attest, under Ppenalty of perjury, that to the best of my knowladge, this employea is authorized to work in the United States, and if
the employse presentad document(s), the documant(s) I have examined appear to be genuine and to relate to the Individuay,

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

Form I-9 07/177117 N Page 2 of 3
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www.esgstaffingsolutions.com

employer solutions staffing group..

New Hire Application

PO Box 46270

Minneapolis, MN 55344-9956

Tel: 952.835.1288

Personal Data— PLEASE PRINT LEGIBLYIN INK
— T L IPL T ININK

Last Name_Rodriguez

CityIStateIle Saint Paul, MN

Phone Number 6512349045

First Name __Esthela Middle Initial 12
Street Address 1071 Hudson Road Apt/Ste
55106 Soclal Security Last Four XXX-XX-
Emall Address @
Staffing Agency/Recruitment Partner CMG
ent are conditional upon satisfacto, roof of Idg; and legal abil the U.S.A

All offers of empio

fo wo

Are you legally authorized to work In the United States of America? @1YEs QlNo
Applicant Cartification and Authorization

I authorize Employer Solutions Staffing Group (ESSG) to use the Information an
qualifications for employment, 1 autho;
regarding my previous duties,

limited to, investigations of

rze ESSG to make in

crim

required by cllents, government regulations or by ESSG policles,

d statements contained in this application to determine my
quiries of my former employers, except as indicated In this application,
respongibilities, performance, compensation and eligibility for rehire,

1 understand that a comprehensive background check may be conducted to determine my

y eligibllity for hire by certain clients of ESSG.
This may include but is not

inal and/or conviction records, driving records and/or g drug screen test as

I release ESSG and other Persons or entities from any claims that might be based on ESSG's decision fo conduct a background check,

| certify that all statements made in my application are true and accurate and that | have not omitted any material information or provided

false or misleading information. | understand that
conslderation for employme

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

any material omission or misrepresentation will result in my disqualification from
nt o, if discovered after | begin employment, will resuit in my termination,.

Esthela Rodriguez Sl rljpee. Dec 18, 2017
Name (Print or type) Applicant’s Signature Date

A copy or facsimile ("fax”) will be consldered the Same as an original signature. Email wiil ONLY be used for employment correspondence

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 Loe, WC Code
BS8G - CMG-CO Rev. 04/2017



employer solutions staffing group..

Wage Payment Method Authorization (Minnesota)

SSN# (last 4 digits) Effective Date

may take up to 7 days to be activated
Paper Check (Please compiete Section 5 below)

Tunderstand and acknowledge that if I dg not provide o

voided check with this direct deposit form, J am

responsible for any delays in payroll or extrg costy
Incurred if the account number that | Provide is incorrect,

o [ R TR PN O DERTE ¢\

verify your identity,

Account Type; [ Checking (] Savings [J0ter _—

Initial Date

To help us avoid making an error, please attach a copy of a voided check. (a deposit slip will not work)
- lfyonchangebmks, do not cloneyomoldbmkamumlmtﬂynmdirmdqmu

Federal law h aﬂﬂnancialinsﬁmﬁomtoobtah, » and record informatio, idantiﬁesaachpemonwhoopmanaecoum.lnorderw
request a Pﬂymrgll;ul‘;:bit Card for you, we must pmvide‘;le;iz’the following Information that will enable
Direct

You do not submit 5 Deposit/Payroll Debit Card Authorization, ESSG will provide the lccessary information and issue you a Payroll Debit
Card to pay your wages, For your Protection, the financig] institution may ask you to provide them additiong] identification infy, ati

i hustartedatthanewbank,whidlmaylnkezpaypwiodu.

the financial institution to identify you, If

'mation so they can

Zip Cell Phone (mobile)

RECEIPT OF PAYROLL DEBIT CARD (to be completed when yon pick up your Payroll Debit Card)

Payroll Debit Card Routing # Payroll Debit Card Acconnt #

Employee's Signature; ¢




4
The exoeptions don't 1o supplemental Nonwaga income, if you have a large amount of
F Ol’m W4 (2017) graata'th% ﬁ.ﬂm.mag.ply i o nonwage income, suu‘ogs mb:aﬂla'og dividends,
Basio Instruotions, If you aren't exempt, oomghle;a t;unsida'ma!dm W‘f*momhm
Purposa, Complete Form W-4 g0 that your the Personal Allowances Workshset below, 040-E8, Eeﬂlg&hg il Have pa ey
employer can withhold the correot fedsral Income workshests on page 2 further adjust your you % °3ub' 505 1o g i Should
tax from your pay. Consider compieting a new Farm withholding allowances basad on itemized annuity Wit Form -4 orw-%.i’"
W-4 each ysar and when your personal or finangial deduotions, certaln credts, ﬂmﬂmm to income, adjust your withholding n 5
gituation Oﬁ&. or two-eamers/multiple jobs ons, 'lwgdnearnm or mulgp;.!e&m it )‘:}i have athe
on from withholding. If you are exem Complete all worksheets that apply. However, you Working orm u
compl vaﬂrdlgellnestz.g.l:.samﬁandaignmpah mqyg?lalpmfewar(orm allomf.:pogyFormgularyu m‘a'"" er e s . agg’gl‘abn
form to it. Your exemption for 2017 expires wages, withholding be based an allowances mm%gmymm
m& 8ee Pub. 505, Tax Withholding you o!almesd l_’afmi may not ba a flat amount or whanall allowances o e
umuanpthgypgmm GIEM you 88 & denandan Hoad of hovsaheld Gane e i BED Olﬁ llmd ﬂlﬁ oy 'Bae Pub. BOE fon Fmabe
9T IS O 1TEr X PR, You can't olalm exemption of hausehold status on your tax return
from withhalding If your total income exceeds §1,050 u are and pay more than §0% of Nonresident atfan, H you are a nonresident ajien, sse
and h'ldudesdlll?gra g’?m $350 of uneamed hmﬂéngor xlgsts of ms:lng a hg?nya for yourself and your ﬁmﬁ before Form e"g‘f 'ﬂ"sg"fgg:"’ for
example, interest and dividends), dﬁg?nd o olher ualifying individuals, Aliens, compieting b
P 50% %Mdm-d Deduction, and Cheak your withhoiding, After your Form W-4 takes
enrepoons. An employes may be abis to claim Flling Informatian, for Pub, 505 to see how the amount
exemption from withhalding even i the employes I g n, on. ﬁ;‘"g‘l‘*- et . “'““,a o o e
& dependsnt, it the employee: Tamﬂ e a"mm' m",, oan w&%’,,mmm °°f°dm Into for 2017, as Puf?g?ep Sially T vour eamings
* ls age 85 or older, wlmhnldlngﬁglawgdn:h:elg. . Craitsfor ohld o gependent  exosed $130,000 (Single) or $180,000 (Marriec).
lind, care expenses and the tax oredit olaimed Fi developments, Info N ahout any future
e e EYERTACIS I e s e
ftemized deduotions, on his or her tax retum, credils into mgﬁgm] aua?.,;’.?m A L aetg www.b';.govlwl - P
Personal Allowances Workshest (Keep for your record o)
A Enterﬁ'foryourselﬂfnooneelseaanclalmyouaaadependent. S ORI 0 ONL oo o M e o L
* You're single and have only one job; or
B Enter*1”if * You're married, have only one Job, and your spouse doesn*t work; or o . B
* Your wages from a second job or your spouse’s wages (or the total of both) are $1 600 or less,

C  Enter *1” for your spouss. But, you may chooss to enter *-0- i you are married and have either a working spouse or more
than one job. (Entering “-0-" may help you avold having too little tax withheld) . , . . , , ., . ., . . a6 &
Enter number of depsndents (other than your spouse or yourself) you will claim on your tax returmn . © 0 o 9 o o o
Enter “1” if you will file as head of household on your tax retum {see conditions under Head of household above) , .
Enter “1” if you have at least $2,000 of child or dependent care expenses for whichyouplantoclaima credit . . o
(Note: Do not include child Support payments. See Pub. 503, Child and Dependent Care Expensss, for detalls,)
G  Chiid Tax Credit (including adcditional child tax credit), Ses Pub, 972, Child Tax Credit, for mors information,
s If your total Income will be less than $70,000 ($100,000 i married), enter “2” for each eligible child; then less “1” If you
have two to four eligible children or less “2* It you have five or more eligible children.
* if your totel income will be between $70,000 and $84,000 ($100,000 and $118,000 if married), enter *1° for each eligible child, G
H  Addlines A through G and entor total here. (Note: This may be different from the number of exemptions you cleim on your tax retum) > H

. dyuu plan to itemize or claim adjustments to Income and want to reduce your withholding, see the Deductions
Foraccuracy, | and Adjustments Worksheet on page 2.

complete all * if you are single and have mors than one Job or are married and you and your Spouse both work and the combined
worksheets earnln?a from all jobs exceed $50,000 (520,000 if married), see the Two-Eamers/Multiple Jobs Worksheet on page 2
that apply. to avoid having too Iittle tax withheld,

* if nefther of the above situations applies, stop here and enter the number from line 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.

M

mTmo

il w_4 Employee’s Withholding Allowance Certificate OMB No. 1545-0074
Department cf the Treasury > Whether you are entitled ta olaim a certain number of allowances or exemption from withholding ja 2 @ 1 7
Internal Revenue Sarvice subjeotto review by the IRS, Your employar may be required to send a copy of this form to the IRS,
1 Your first name and middle initial Last name Rodri ez 2 Your soclal security number
Esthela na 8u 467972631
Home address {number and street o rural route) 8 [® single (A Manted (T Married, but withhold ot higher Single rate,
1071 Hudson Road ©

Note: If mared, but legelly ssparated, or spouse i a nonresident allen, check the "Single” bex.

Chy or town, state, and ZIP code 4 ifyour iast name differs from that shown on your sooial security card,

Saint Paul, MN 55106 cheak here. You must call 1-800-772-1218 for a replacement card, »
5  Total number of allowances you are claiming (from line H above or from the applicable worksheet on page 2) 5| 0

6  Additional amount, if any, you want withheld from each paycheck . ., . 0 o o g 5 0 o o0 o0 o 8

7  iclaim exemption from withholding for 2017, and | certify that | mest both of the following conditions for exemption, | =8 ’

® Last year | had a right to a refund of all federal income tax withheld because 1 had no tax fiability, and '

» This year | expect a refund of all faderal Income tax withheld because | expect to have no tax labiiity.
If you meet both conditions, write "Exempt” here. . ., . Ry . . >l7]

.

Under penaliies of perjury, | declare that I'have examined this certificate and, to the best of my knowledge and bellef, it s true, correct, and complete,
Employee’s signature
(This form Is not valld unless you sign it) »  Esthels Rodrigusr 1bec18, 2017) Date» Dec 18,2017

8  Employer's name and address (Employer: Complate llnes 8 and 10 only if sending to the IRS.) | 8 Offica 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)



e ———

EMPLOYER SOLUTIONS STAFFING GROUP
BACKGROUND CHECK AUTHORIZATION

Employee Name: _ Esthela Rodriguez

(First) (Middle) (Last)
————Former-Name{s) and-Dates Used:

Current Address Since: 1071 Hudson Road Saint Paul, MN 55106

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

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

(Mo/¥r) (Street) (City) (State/Zip)
Social Security Number; __ 467972631 pos;_07/31/1961
Phone Number: 6512349045

Driver’s License Number/State:

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

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 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 authorization in a confidential
manner in order to protect the applicants personal information, including, but not limited to, addresses, social security

Date: Dec 18,2017

Notice to CA, MiN, and OK Residents:
'\l—l\.

Please check the box below if you wish to receive a copy of a consumer report that Is requested.
1 wish to receive a copy of any Background Check Report on me that is requested,



Para informacidn en

espafiol, visite www.cansumerfinance.gov/learnmore o escribe a la Consumer Financig] Protection Bureau, 1700 G Street N.W., Washingtan,

BC 20552,

The federal Fair Cradit Reporting Act {FCRA) promotes the accuracy,
types of consumer reporting agencies,
records, and rental history records). Here Is 8 summary of your
to

A SUMMARY OF YOUR RIGHTS UNDER THE FAIR CREDIT REPORTING ACT

falrness, and privacy of Information In the files of consumer reporting agencies, There are many
specialty agencies (such as agencies that sell information about check writing histories, medical
major rights under the FCRA. For more Information, including information about additional rights, go
.CO| ance. earnmo orwruam:mnsumerl’lnandall’mtecunnBurew,:lJDOGStraetN.w.,Washlanczossz.

You must he told if information in your file has been used against You. Anyone who uses a credit report or another type of consumer report to deny your appli-
Gatlon for credit, insurance, or employment - or to taka another advarse action against you-—must tell you, and must give you the
number of the agency that provided the Information, -

including credit bureaus and

States may enforce the FCRA, and many states have their own consumer reporting laws. In some cases,

You have the right to kmow what 1s In your file. You may request
disciosure®). You will be required to provide proper Identification,
are entitled to a free file disclosure #f:

® a persan has taken advarse action against you because of information in
® you are the victim of identity theft and place a fraud alert in your fils;

® your file contains Inaccurate information asa result of fraud;

¢ you are on public assistance;

and obtain all the Information about you in the files of cansumer reporting agency (your “file
which may Include your Social Security number. in many cases, the disclosure will be free, You

your credit report;

You have the right to dispute Incompiete or Inaccurate Information, if you identify information In
consumer reaporting agency, the agency must investigate unjess your dispute is frivolous. See www,
procadures,

Consumer reporting agencies must carrect or delete Inaccurate,
must be removed or corrected, usually within 30 days. Howaver,

your file that is incomplete or Inaccurate, and report it to the
na earnmore for an explanation of dispute

Incomplete, or unverifiable Information, Inaccurate, incomplete or unverifiable information
a consumer reporting agency may continue to report information it has varified as accurate,

Consumer reporting agencies may not report outdated negative Information. In most tases, a consumer reporting agency may not report negative information
that is more than seven years old, or bankruptcies that are more than 20 years old, :

Access to your file is limited, A consumer reporting agency may provide information about Yyou only to people with a valid need—
tion with a creditor, Insurer, employer, landiord, or other business, The FCRA specifies those with a valld need for access.

You must give your consent for raports to be provided to employers. A consumer reporting agency may not give gut information about you to your emplayer, or
2 potential employer, without your written consent given to the employer, Writtan consant generally is not required in the trucking industry. For more infor-
mation, go to 3 !

usually to consider an applica-

Insurance you get based on Information in your credit report, Unsolicited “prescreened”
Insurance must Include a toll-frae phone number you can call if you choose to remove your name and address from the lists these offers are
opt-out with the nationwide credit bureaus at 1-888-567-8688. :

You may seek damages from violators. if 3 cansumer reporting agency, or, in some cases,
reporting agency violates the FCRA, you may be able to sue in state or federal court.

Identity theft victims and active duty military personnel have additional rights. For more Information, visit www.co

a user of consumer reports or a furnisher of information to a consumer

0
you may have more rights under state law, For more infor-

mation, contact your state ar local consumer lon or your state Attorney General, For ation about your federal ri hts, contact:
TYPE OF BUSINESS: CONTACT:
1.a. Banks, savings associations, and credit unions with total assets of over &, Bureau of Consumer Financial Protection
$10 billion and their affiliates, 1700 G Street NW

Washington, DC 20552

b, Such affiliates that are not banks, savings assaciations, or credit unlons alsp
should fist, in addition to the Bureau:

b. Federal Trade Commission:
Washingtan, DC 20580

Consumer Response Center - FCRA

d. Federal Cradit Unlans

(877) 3824357
2, To the extent not Included in item 1 ahove:
a. National banks, federal savings associations, and federa) branches and fad- | a, Offica of the Comptroller of the Currency
eral agencies of forelgn banks Customer Assistance Group
1301 McKinney Street, Suite 3450
Houston, TX 77010-9050
b. State member banks, branches and agencles of foreign banks (other than b, Federal Reserve Consumer Help Center
federal branches, federal agencies, and insured state branches of forelgn P.0. Box 1200
banks}), commercial lending companies owned or controlied by foreign banks, Minneapoils, MN 55480
and organizations operating under section 25 or 25A of the Federal Reserve
Act .
€. Nonmember Insured Banks, Insurad State Branches of Forelgn Banks, and €. FDIC Consumer Respanse Center
Insured state savings associations 1100 Walnut Street, Box #11

Kansas City, MO 64106

d. National Credit Unlon Administration




EMERGENCY CONTACT INFORMATION
=L=RUENL T LUNIACT INFORMATIO!

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

Employee Neme: Esthela Rodriguez

Address: 1071 Hudson Road Saint Paul, MN 55106

Home Phone; 6512349045

bl beid b8l ilid 1) 8
Contact #1 Home Phone:
Name: David Rodriguez Cell Phone: 512349045
Relationship; Work Phone:
Contact #2 Home Phone:
Name: Cell Phone:;
Relationship: Work Phone:

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

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



DRUG AND ALCOHOL

TESTING CONSENT FORM
1. | 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

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,

o Redioper

Individual’s Name  ?

|(s] 2013

Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



*

Acknowledgement of Receipt Antiharassment Policy

any questions | may have about this policy. | agree to comply with ESSG’s policy on Antiharassment
and understand failure to comply is grounds for disclplinary action, up to and including termination.

| also agree that if at any time during my employment | am involved in any employment dispute or | am
subjected to any type of discrimination, including discrimination because of race, sex, age, religion,

director or ESSG's Human Resource Department at 952.835.1288/1.866.496.7573 in order to obtain
assistance in the resolution of such matters.

Empioyee Name (Please Print)
Bda (adtyie

Employee’s Signature;

%4._ /L 2 Date:; /Z"//"‘ /7

22



RECEIPT OF EMPLOYEE HANDBOOK AND EMPLOYMENT-AT-WILL STATEMENT

This Is to acknowledge that | have read the Employer Solutions Staffing Group LLC Temporary
Employee Handbook and understand that it sets forth the terms and conditions of my employment as
well as the duties, responsibilities and obligations of my employment with the company. | understand

and agree that it is

Izizialela 2 -

Handbook.

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

| also acknowledge that, except for the policy of at-will em ployment, ESSG reserves the right to
revise, delete and add to the provisions of this Em ployee Handbook. All such revisions,

employment with the company may be modified at the sole discretion of the company, with or
without cause or notice, at any time. No implied contract concerning any employment-related
decision, term of em ployment or condition of employment can be established by any other
statement, conduct, policy or practice.

I understand the foregoing agreement concerning my at-will employment status and the
company’s right to determine and modify the terms and conditions of employment is the sole

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

pate__\o~ 18- lr_
e Eshvan Bdae

PLEASE PRIN

EMPLOYEE
SIGNATURE_% WA
ESSG K_p%
REPRESENTATIVE
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n ACKNOWLEDGMENT

The associate handbook was reviewed with me, and | have received my personal copy. | also
aCknOW|edge thatl av US| illﬁ N ine opnortunih ral-T- rerioedion e o o — -

--- s LI

during my orientation. Additionlly, | understan ad upport the following:

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

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

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

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

[/
Date: s lﬁ'Z‘-’ [ W
Associate's Signature: l/;sa;\_,, ele ‘M &% z

Associate's Printed Name: -
: =

Orientation provided by:

24
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employer solutions staffing group..

Notification of Minnesota Law Requirement —

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 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.

Itis 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.

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

y/4 12 B-20\N

Employee Signature: Date:

2\ Y,

Employee (please print your riame here)

CMG_SM - Rev. 09.2013



employer solutions staffing group..

STATEMENT OF CONFIDENTIALITY

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

WITNESSETH:

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

WWWIB.E’B

Employee Signature

Employer Solutions Staffing Group LLC, Representative



employer solutions staffing gmupuc
INJURY MANAGEMENT PROGRAM

Injured Worker’s Responsibilities

As your employer, we are concemed 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:

Minnesota Rule Sec. 5221.0430, Subp. 1 requires that you choose one primary
health care provider. Subpart 2 places limitations on your right to change
primary health care providers. Discuss with your employer any change in health
care provider.

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

Obtain a Report of Workability from your physician at every appointment, a
minimum of once every two weeks.. M.R. 5221.0420 requires that your physician

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.



Maintaln 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.

Report of Workability.

I have read my responsibilities and agree to abide by these guidelines.

Signed: %WM 7

Printed Name: Esthela Rodriguez
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empicyer solutions staffing group..

Important/Importante

LOST OR STOLEN PAYCHECKS

If a paycheck is lost (missing, misplaced, destroyed, lost in the mail, efe.), you
must notify your staffing recruiter that the check cannot be found. If it 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, etc), usted debe notificar a su reclutador de personal que el cheque no

81 su cheque de pago fue robado, primero debe denunciar el robo a la policia
antes de que podamos volver a emitir e cheque. Una vez hecho esto, usted
debe proporcionar una copia de la denuncia a su reclutador de personal que el

AGREED/SE ACUERDA—

Name/Nombre (con letra de moide): Esthela Rodriguez

Signature/Firma: %%%Q
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employer solutions staffing group..

ESS6-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 ESSG’s 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.

(8) 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,

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

* Responsihility 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

* 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..
gqaest-informs IO &pout sg I: andhealtﬁ hazards i-nthe

workplace, appropriate precautions to take, and procedures to follow if
involved in an accident or exposed to hazardous substances
® Right to gain access to relevant personal exposure and medical records,

You can have your name withheld from the host employer and any other entity, by
request, if you sign and file a written complaint. You can request to be advised of
OSHA actions regarding a complaint, and request an informal review of any
decision not to inspect the site or issue a citation. And, you can file a complaint if
you are punished or discriminated against for acting as a “whistleblower” under the
OSH Act or 18 other federal statutes for which OSHA has jurisdiction, or for

If you believe that your right to a safe workplace has been violated, you can make a
report to 8 manager of the host worksite employer and/or ESSG (by telephoning
952.835.1288/1.866.496.7578) and asking for the ESSG Safety Director. You can
also contact OSHA directly with any concern. ESSG recognizes the serious nature
of ensuring workplace safety will endeavor to protect any employee who may have
been subjected to unsafe or bazardous worksite conditions,



employer solutions staffing 8roup..

‘

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 (ESSG) at 952.835.1288/1.866.496.7578 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 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
952.836.1288/1.866.496.7573 in order to obtain assistance in the resolution of such
matters.

Employee Name (Please Print)
Esthela Rodriguez

Employee’s Signature:

DL A0 Date: Dec18,2017



o 0890 Pre-Screening Notice and Certification Request for

(Rev. March 2016) the Work Opportunity Credit OMB No. 1545-1500
m‘ nevg'},'u?a s;vbe : » information about Form 8850 and its separate instruotions is at www.lra.gov/form8850,
Job applicant: Fill in the lines below and check any boxes that apply. Complete only this side.

Yourname __Esthela Rodriguez Soclal sscurity number > 467972631
Street address whereyoulive 1071 Hudson Road

City or town, state, and ZIP code Saint Paul, MN 55106

County Telephone number 6512349045

If you are under age 40, enter your dats of birth (month, day, year) 07/31/1961

1 Check here If you recsived a conditional certification from the state workforce agancy (SWA) or a participating local agency
for the work opportunity credit,

2 [Tl Check here ifany 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
morniths during the past 18 months.

* | am a veteran and a member of a family that received Supplemental Nutrition Assistance Program (SNAP) benefits (food
stampes) for at least a 3-month period during the past 15 months,

* iwas referred here by a rehabliitation 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 family that:
a, Received SNAP benefits (food atamps) for the past 8 months; or
b. Received SNAP henefits {food stampes) for at Ieast 8 of the past & months, but is no fonger eligible to recsive them.

m] Check here if you are a veteran and Yyou were unemployed for a period or periods totaling at least 6 months during the past
yesr.

L3

I]] 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,

5 m] Check here If you ara a veteran entitled to compeneation for a servics-connacted disabllity and you were unemployed for a
period or periods totaling at least 8 months during the past year.

El Check here if you are a member of a family that:
* Received TANF payments for at least 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, 1997, ended during the past 2 years; or

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

~

[Dl 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 recelved unemployment compensation,

Signature—All Applicants Must Sign

Under penalties of perjury, | declara 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,
eorrect, and complete. -

0 \J
Job applicant’s signature P>  Esthela Rocrigus pac 18, g‘ﬂ Date Dec 18,2017

For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 228571 Form 8850 (Rev. 3-201g)




Form A (rev. 03/2017)

EMPLOYER SECTION:
Client;
Locations Position: Starting Wage: $§
EMPLOYEE SECTION:
First Name: Last Name: Suffix; Street Address; City/State: Zip;
Esthela Rodriguez 1071 Hudson Road Saint,Paut; MN 55106
SS#: Date of Birth: Age: Have you worked for If yes, location:
this company before?
467972631 07/31/1961 Yer Elp NoL]
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) ol O

at any time since August §, 1997? (If yes, plesse provide information below.)
Nmneofthepersonmceivlngbenaﬁts: — Relationship to you: g
City: County: State;

{If yes, please provide information below.)
Name of the person receiving benefits: ~—— Relationshiptoyou; ____
City: County: State;

2. Have you or has anyone living with you received Food Stamps (SNAF) at any time during the past 15 months? d (@1}

Please nots, this is not the sams as Social Security benefits (8S) or Social Security Disability (SSDI) benefits,
*Ifyou Chechadmpleasapmvideacapy of your SSI documentation,

3. Have you received Supplemental Security Income (SSI) at any time within the past 3 months? @] Q

Ifyes, Please indicats which typs of warked with and provide their location information below:

D VocaﬁonalRehabilllnﬂnnAgancy Dept. of Veterans Affairs EmploymentNetwnzk(I‘lckattonkngmm)
Nameof Agenoy: __ _ Phones#:

City: ____ County: State:

*Ifyou checked yes please provide a copy of your active Individual Work Plan and Ticket to Work documentation,

4. Have you received any type of vocational rehabilitation services within the past two years? a Q

5. Are you a Veteran of the U.S, Military? */f'yes, please provide a copy of your DD-214 and letter of separation.
(If yes, please provide information below, If no, please continue to question #6.)

Dates of Service - From: To:
Branch of Service: P
Are you entitled to or are you receiving compensation for a service-connected disability?

6. Have you been unemployed at any time during the Iast 12 months?

If yes, dates of unemployment - From; —_—To ____
Did yon receive unemployment compensation at any point during your unemployment?
If yes, in which state did you recaive tnemployment compensation? __

@)
0]

7. Have you heen convicted of a felony or released from prison for a felony conviction in the past 12 months?
Conviction Date: Release Dats:

Wes this a [T} Federat or ] State conviction? HStato- Comnty: ___ Stater____

O O QR
Ql p PR

A 0F AR ™

o Y TR ™
P ToxCroal ©
-.‘..-I ol L R g .....iu..m.._...,..‘m. N@Q.f&ggw?ngg‘uq B L R S PR LN

¥fyou checked yes please provide a copy of your CDIB card,
CA Residents: [D Are you the child of foster parents? Do you receive CalWorks? a Workforcs Investment Act?

m Are you a migrant or seasonal farm worker? D Have you ever been convicted of a misdemeanor?
SC Residents: [D Do you receive Family Independence Benefits?

S B g (i T TITTY

ey Al T e Rt b e s b ]

) IEC(Natwe American): Are you or your Spouse a member of a Native American Tribe? O]

PLEASE READ, SIGN, AND DATE;:

Under penalties of perjury, I declare the information above ledge, and 1 hereby authorize any agency, organization, or

New Employee Signature; ,/ Date: Dec18,2017




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 SA 2 State-Workforee-Agency with 1RS Form BE i

L thi A B850 or if filed
pal th ETA Form 9061 (or ETA Form 9062) for each certification request filed for the new target
group.

?

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

New Hire’s Signature: %%%& Date D€c18,2017

New Hire Name: __ Esthela Rodriguez

Social Security Number; 467972631

Employer Name:

Please check the 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.

O  ideclare that | have been in a period of unemployment since

(Enter start date)

Privacy Act Nofice;

The Inteme) Revenue Coda of 1886, Section 61, as amended and fis enacing legialation, P.L. 104-188, Specify thet the State Workforee Agencies am the
"designated” agencies responsibie for administering the WOTC certification Procedures of this program, The Information You have provided complefing this
form will be disciosed byymrsmpioyermmesuewmd’umeﬁgency. Provislon of this Informafion is voluntary; however the Information is required fo
determine your employers eligibility for the federal tax credt.

—..—..—..—..—..—..—.-—.u—u—n—.u—o.—-.—u_u

ETA Form 9175 (Rev. November 2016)
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Leveraging Resources in 3 Changing Marke:
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Benefit Plan Administrators, 1y
Enhanced MEC Plan_Plan 1

Bensfits Enroliment Form 0 New 1 Rehire Rehire Date :

0 O 0 \

Name (First and Last) Soclal Security Numbaer
. ———Address — —— m

Gender LI mal Marital Status [J Singie Dato of Birth Date of Hire

O Female | L1 Mamieq [ Divorced
Phone Number: Emall Address:

Please Select Des

ired Coverage:

Employee Only - D Employee-l-Spouse - E Employee-l-Child(ren) - D’ Family -
$24.00/Week ' $38.00/Wee_k_ : ‘ $36.00/Week —$63.00/Week
L T—— L T— e — S ——
Social Security # BirthDate | Sex Relationship
T s —— [0 Male Ospouse [ chyg
3 LastNama 0 Femals 0 Domestic Partner
HapenHen — — e
§ Child
[First Nama — T MT Last Nams E l’::;.au = pEmDonumﬁcParmer
, e i e ) YRR O A SRR RS,
m: Social Security # Birth Date | Sex Relationship
Mal Child
First Nams™ M, ame E Fem’ala 1 Spouse " 0
r:me OF PERBON COVERED (FIRST, LAgT):
EFF. DATE
EFF. DATE
EFF. DATE

nts or fallurs to report Information may be used as the basis
effactive date, Further, | authorizg my emplayer to maka the Necassary payrol| deduction of premiums for sovarages | have elected,

Employen Aclmnwladgamem and Authorization - | herahy apply for the froup benefit{s) as Indicatad, | acknowledge that all entries ares trug and complete and that
any miastateme for cancellation of coverage for me and my depandunt(a), ifany, from the original

IF DECLINING-

Employes Signature

-YOU MUST SIGN HERE

YOU MUST SIGN HERE

o e

i Date

[2-/FP-/2 |.

Employer Solutions Staffing Group Health Benefits Team
PO Box 46270 Minneapolis, MN 563449958
Phone: 952-767-951g Fax; 852-767.9515
Emait: Heauh@employersoluﬂonsgroup.com



- raess wuuemmty Medical Benefits Plan 2
" VSI__219301-E5G _. OFFICEUSEONY LocATION____ .______J@£1?§E.=:1=_T1m: ==
ENROLLMENT FORM ESC CUUNAC-MN) P1 y1s

A- REQUIRED EMPLOYEE INFORMATION PRINT USING BLACK or BLUE INK

Name /7St lvo\ %A‘\“BN 2
Address 2\ Ls %.ew‘-— Ao

7S

B T
Hry
Sty

Sttt

B S e WV _«_.'Z%SQ%JI;T’SOEB"%GI

D Yes ZKN_O-Jf__Y?s. Please continue,
Medicare Effective Date

Al Pavrel_lbedumdvyeeklvﬂates
You MUST select a Coverage level before any benefits in Section C. Your coverage level for the a] benefits in Section C will be

identical. The Fixed Indemnity Medicaj Plan, Denta] Plan, Term Life Plan, and Short-Term Disability plans are underwritteny by BCS
Insurance Company. The Vision plan js underwritten b j

y Companion Life Insurance Company,

FIXED INDEMNITY SHORT-TERM

SELECT COVERAGE LEVEL MEDICAL 1 DENTAL VISION TERM LIFE DISABILITY 2
Employee Only 52025 B g7 Wll|  s242 <] el 8 %
Employee +1 [] $41.10 $12.34 $4.92 $0.90
'Ein'ployeé+Family D 2 554.88 . - | 0.3@ i o $6.56 |, $1.80
NO to ALL Benefits D ’j Yes D No Yes D No DYes No j Yes D No

'This Coverage is not available to residents of NH, H or PR. 2STD

R0 s ausessasansototseane o Rt S

Bt SRS

T e ___Relationship

e s vt et e, s e s emarm e oo e R

Social Security # D&'ﬁﬁ?&ﬂ?@i{@%ﬁ%ﬁ e i T G
! F

S S A Y| __.._.._,..Q.§PquseDChi!d.l:_lDPrn.esﬁ..C.P,ar!n.er_
Name Social Security # 'Date of Birth :Sex i Relationship

Name Soclal Security # 'Date of Birth ! Sex : Relationship

[ | IallE] LI Spouse [ chitd ] Domestic Partner
Name

‘ SocnalSecunty # . Date of Bi | Sex Relationship

0 TME O Spouse ] Child [ Domestic Partner

This is an Fssential StaffCARE Enroliment Form,



