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employer solutions staffing group..

New Hire Application

Personal Data~ PLEASE PRINT LEGIBLY IN INK

Last Name PVY\ HQL First Name A_’Ll- M\ Middle Initial _ﬁ\l;
street address_{ © 0§ WALSYrN aue N Apt/Ste

CItyIStateIZijL‘EM_MN S5 Social Security Last Four XXX-xX- > 2-2. %4

Phone Number 10 I'l"" 59—-] il (3 m Email Address 2(1;81\ CQ&%G @ Q\ N\&o{\_ ( o}

Staffing Agency/Recruitment Partner

Are you legally authorized to work In the United States of America? IZ@S [INO
Applicant Certification and Authorization

| authorize Empioyer 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 empioyers, except as indicated in this appilcation,
regarding my previous duties, responsibilities, performance, compensation and ellgibility for rehire.

] understand that a comprehensive background check may be conducted to determine my ellgibility for hire by certain ciients 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.

I release ESSG and other persons or entities from any-clalms that might be based on ESSG's decision to conduct a background check,

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

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

Azion Rinnels Aomb Ry s W21 ]207

Nalne (Print or type) Appiitaht’s Signature

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

For ESSG Office Use Only
DOH NHW I-9 8850 W4
Emergency Contact Info | Background Release Form Background Resuits Unempioyment Letter ESC Appiication
(if appiicable)
For ESSG Client Use
DOH ROP Work Site Loc. WC Code

ESSG - CMG Rev. 0412017




The jons don't a; to supplemental es Nonwage income. If you have a | e amount of
F 0 I'm W-4 ( 201 7) greater th%?u 81 .Ooo,oog.p'y s - nomﬁge Income, su ﬂ&lq&mﬁ? dlngd:;l“c‘le.':
Basic Instruotions, If you aren't exempt, complets consider making estim & 0 Form
Purpose. Complete Form W-4 so that your the Personal Allowangs WOrkahaetgtélow. e 1030'55' mum‘g'ﬂ o gals. Oths;::lse,
emplayer can withhold the correct federal Income Workshests on page 2 further adjust your ggnlmya’l!n%ma se8 Pub, 808 ﬂndag:tplgmu rs'rnooruld
tax from your pay. Conslder complsﬁnr;? a new Form withholding allowances based on itemized ust your withhol, 1 Fo W-4 or W- 3‘?,
W-4 gach xaar and when your personel or financial deduations, certaln credits, ad}mu:gnems to Income, adjust yo ding on Form d .
situation changes, or two-samers/multiple jobs s ons, Twr?dearnera or multiple t'l’::lns. If )ng rhava ath
Exemption from withholding. If you are exem Complets all worlshests that apply. However, you 1008l P50 Or iore than one Job, figure the
complete only lines 1, 2, 8, 4, and 7 and eign e, may ciim fewer (or zero) allowanagg.y For reguiar otutala"ngrggz]of a\lrllgﬁ?éisyg% o eg Lo
form to validate R. Your exemption for 201 expires wages, withholding must ba based on allowances V\? 4. Your rﬂﬂﬂnldln usually w’IIl'l be'y o';t "“m
February 15, 2018, See Pub, 605, Tax Withholding you claimed and may not be a fiat amount or when all allowananing & clalmed on the Fore vrg
and Tax. percentage of wages. for the highest %:tahylng Joh and zero allowanceas are
Note: if another person can clelm you as a dependent Head of househoid, Generally, you can clalm head claimed on the :
on his or her tax retum, you can't olaim exemption of household filing status on yolr tax returm oniy § Nonresident allen. If you ars a nonresident allen, ses
from withholding If your total income exceedls 0518 of hanaried and pay mara than 509 of the otica 1382 Supplem):ﬂalFonnW~4lnstrucﬁun'sfor
I~ andinuiudes more than 8350 of uneamed incoms {for costs of kezs;lng c:ﬁ a home for yoursalf and geur Nonresident Al before completing this foym
example, interest and dividends), deg?ndentr:(xaor er qualifying Individuals, Cilh mpleting b
ns, An empi be able to claim Pub. 501, Examptions, Standard Deduction, and Check your withholding. After your Form w-4 takes
E";;fﬂb § p, ey, i 1 Is Filing Information, for nformation, effect, usa Pub, 505 to see how the amount you are
3 qenption from withhoiding even if the employes oredits, ectad tax oredits having withheld compares to your projected total tax
& dependent, i the employee: :&m In fi m: ”"m,?,','ﬁb,e nu%er of 3 for 2017, See Puh, 585 especial ﬁyour eamings
* 15 2ge 65 or older, Wihholding aloweiioes. Cracio oy e dependent  exosed §130,000 (Single) or §180,000 (arrie).
* I8 blind, or care expensss and the child tax credit may ba claimed Future developments. Information about any future
© Wil olaim ad ents to Income; tax o gsln%ttllae ggaragnrl nfgllowanees Workshest below. ;:Ie\{hellggmems é@'“%”?.f?g l‘=”onn }N—4 (st.wwhI uag
ustm Or Bd‘hl /o [o] osted
ftemized deductions, on his or her tax retum. mee ulmo wlm{mldlr?ng 2.‘}85’.,3,‘,‘.,2';‘ verting your ather QQWWJ&Z'E,M, ol L -1
Personal Allowances Worksheet (Keep for your records,)
A Enter“1”foryourselﬁfnooneelsecanclalmyouasadependent. 2 R O R T Y ]
* 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 B
» Your wages from a second Job or your spouse’s wages (or the total of both) are $1 500 or less,
C  Enter *1” for your spouss. But, you may choose to enter *-0-* if you are married and have either a working spouse or more
than one job. (Entering “-0-* may help you avold having too little tax withheid) . . . ., . . | . I
D  Enter number of dependents (other than your spouse or yourself) you will claim on your tax return . o 5 o o D
E  Enter *1” if you will file as head of housshold on your tax retum (see conditions under Head of household above) E
F  Enter “1” if you have at least $2,000 of ohild or dependent care expenses for which you plan to claim a cradit F

(Note: Do not include 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, Child Tax Credit, for more Information,

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

® 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 AddlinesA through G and enter total hera, {Note: This may be different from the number of exemptions you claim on your tax retum.) > H
© If you plan to itemize or claim adjustments to Income and want to reduce your withholding, see the Deductions

For accuracy, and Adjustments Worksheet on page 2.

compiete all ® If you are single and have more than one job or are married and you and your spouse both work and the combined
worksheets earnings from all jobs exceemg.ooo ($20,000 if married), see the Two-Eamers/Multiple Jobs Worksheet on page 2

that apply. to avoid having too ittle tax eld,

® if neither 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 empioyer. Keep the top part for your records,

Form w-4

Departm Ti
Internal 5‘?.‘3&?;,’3,2‘;‘"" subject to review by the IRS, Your employer may be required to send a copy of this form to the IRS,

Employee’s Withholding Allowance Certificate OMB No. 1646-0074

» Whether you are entitied to clalm a certajn number of allowances or exemption from withholding is 2 @ 1 7

AT B Tnnels| N one ST g

Home address (number and street or rural route)

8- single [ Married [] Married, but withhord ar higher Single rate,
D (08— W MKV MM m No.t?l’f' manied, but legally separatad, or spouse is a nonresident allen, check the “Single” bax.

\gty or town, state, and ZIP code

4 M your last name differs from that shown on your sogia] security card,
M‘\ M M C)(S. ' ( -} check here. You must call 1-800-772-1213 for a replacement card, B[]

8§  Total number of allowances you are'clalming (from line H above or from the applicable worksheet on page 2) 5
6 Additional amount, if any, you want withheld from each paycheck s e R

:

7 Iclaim exemption from withholding for 2017, and | certify that | meet both of the following conditions for exemption,
® Last year| had a right to a refund of all federaj income tax withheld because | had no tax liabiiity, and

* This year | expect a refund of al| federal income tax withheld because | expect to have no tax liability.

Giian]

If you meet both conditions, write “Exempt” here. . . . nak |

Under penalties of perjury, | declare that | have examined thls certificate and, to the best of my knowledge and bellef, it Is true, correct, and complete.

51'::%::;: rs;:)gt':':ltl‘t;rznless yousignit) » W\ @W Date » D (/ / Z 7 / u l 7

8 Employer's name and address (Employer: Compl&t8 lines 8 and 10 only if sending to the IRS.) 9 Office code (optional) | 10 Employer identification number (EIN)

For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 102200

Form W-4 (2017)



Employment Eligibility Verification USCIS

Department of Homeland Security oml: ;:"]'J;_% o
U.S. Citizenship and Immigration Services 0

Expires 08/31/2019

P> START HERE: Read instructions carofully before co|

mpleting this form. The Instructions must be avallable, either in Paper or electronically,
- during completion of this form. Employers are liable for

errors in the completion of this form.
ANTI-DISCRIMINATION NOTICE: |t Is iilegal to discriminate against work-authorized individuals
document(s) an employes may present to establish empioyment authorization and identity
an individual because the documentation presented has

Beotlon 1, Employee Information and AHs2

statior plete aitg sign Segtior) 1 I-9 no later
than the First day of employment, but nat before suespiing a jab affer _ ,
Last Name (Family Name) First Name (Given Name} Middle Initial Other Last Names Used (ifany)
Bvnne) § A\ DI
Address (Street Number and Name) Apt. Number | City or Town State ZIP Code
Bl & WL YN owven| V€ | St Paul MN ST
Date of Birth (mm/ddiyyyy) U.S. Soclal Security Number

Employee's E-mail Address Empioyee's Telephone Number
02/23 )49 8|ATTT-BT3 - [473| 2 *e naene@mat

b(2-381-$81
| am aware that federal law provides for Imprisonment and/or fines for false statements or use of faise documents In
connection with the completion of this form.

| attest, under penaity of perjury, that | am (check one of the following boxes):
IX] 1. A citizen of the United States

]:| 2. A noncitizen national of the United States (See Instructions)
D 3. A lawful permanent resident (Alien Registration Number/USCIS Number);

[[] 4. An alien authorized to work _unti (explration date, if applicable, mm/dd/yyyy):
Some allens may write "N/A” In the expiration date field. (See instructions)
Aliens authorized to work must provide only one of the follo

wing document numbers to complete Form 1-9; ,,,,‘:,‘;,““‘,’,:';;,,s:,‘:',;“g;m
An Allen Registration Number/USCIS Number OR Form 1-94 Admission Number OR Forelgn Passport Number.

1. Alien Registration Number/USCIS Number;
OR

2. Form -84 Admission Number:
OR

3. Forelgn Passport Number:

Country of Issuance;

Signature of Employee g W Today's Date (mm/idsyyy) ol )2 - /26
tebéréi'éndlé Tranislafor Gerlifioation {éheék’_&de}n : S e i
| éid nat \ieg a Pardr of translator, A prepsren(s) and/or

nalattr(s) asdisted the pmployen in campigting Baction 1.

Plolds below must be oampleted and sigred When prepares and/or translatars gasisl an smphayes in vampleling Beation 1) ;
| attest, under penality of perjury, that | have assisted In the completion of Section 1 of this form and that to the best of my
knowiedge the Information Is true and correct.

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

@ Emplo;ver Completes Next Page @

Form I-9 11/14/2016 N




Employment Eligibility Verification e
Department of Homeland Security OME ::Tsfs-gm
U.S. Citizenship and Immigration Services

i Expires 08/31/2019
Section 2. Employer or Authorized ﬁepresentativa Review and Verification

Employers or their authonized representative must complete and sign Section 2 within 3 business days of the employse's firsi day of emplayment. You
m

ft
must physically examine one document from List A OR a combination of one document from List B and one document from List C as listed on the "Lists
of Acceptable Documents. ]

Employes Info from Section 1 LastRName @ ge) First Nange x Name) M. | Citizenship/immigration Status
1
ListA ListB D

Identity and Employ:mm Authorization identity
Document Title Dncu!nem Title
(N 7 ‘ AN L \Cere
Issuing Authority Issuing Auth Issuing Authority
"Minng sea_ L4

Document Number Do umbar Document Number

%7’7) 443)9 23.022
Explration Date {if any)(mm/ddfryyy) Expiration Date (if any)(mm/ddfyyyy) Expiration Date (¥ an}d{mm/dd/yym

02)23/2019 AN/ =

Document Titls 4
Issuing Authority Additional Information Do Nk v e e
Document Number
Explration Date (if any)(mm/defyyyy)
Document Title
Issuing Autharity
Document Number
Expiration Date (i any)(mm/dd/yyyy)

Cortification: | attest, under penalty of perjury, that (1) | have examined the document(s) pressnted by the above-namegd employee,

(2) the above-isted document(s) appear to be genuins 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/ddiyyyy): ‘2 {Z‘?(?O[ / (See Instructions for axemptions)

Slignature of Emplgyer g fiathorizgh Today's Datefmm/ddiyyy) | Title of Employer or Authorized Representative
IE (/2202017 | 4
Last Name of Employer g Auliinfizéd First Name of Emplayer or Authorized Representative | Employer's Business or Organization Name
Wisio_ (5 ) Emplogers C hitoms
Employer's Business or Organization Address (Strest Numhf and e) [ City or Town lstab ZIP Code v
7507 D ve Lpget Eelina MN| 55539

Section 3. Reverification and Rehires (To be completed and signed by employer or autharized representative.)
A. New Name (if applicable) B. Dats of Rehire (if applicable)

Last Name (Family Name) First Name (Given Name) Middle Initial Date (mm/dd/yyyy)

C. li the employee's previous grant of employment authorizafion has explred, provide the information for e document or receipt that ssiabllshes
continuing employment authorization in the space provided below.

Document Title Document Number Expiration Dats (i any) (mm/ddyyyy)

1 attest, under penalty of perjury, that to the hest of my knowlecdge, this aemployee Is authorized to work in the United States, and if
the employee prassnted document(s), the document(s) | have examinad appear to be genuine and to relate to the individual.

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

Form 19 11/14/2016 N Page 2 of 3
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EMERGENCY CONTACT INFORMATION

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

Employee Name; f %&VM V\‘%J
riae 1308 IO N ML\ &F Bow) M N sy
Home Phone: @-ﬂw CQA‘Z _ 3 8/, _'SP% j(

.. Pleasa list two peaple (in priority o ) Wha dould be oontagted In case of an etargency

Contact #1 Home Phone:

Name: E—l’l MJOUW‘ %hn{ ks Cell Phone: 6)/\@0‘ ’l 0 ‘7 le2 %
Relationship: ™M \/h{/r Work Phone:

Contact #2 Home Phone:
Name: |\, 0 Cell Phone: 7 |,3 - §13 - 04 29
Relationship: PKM W\&«\ A Work Phone:

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




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

Employees have the option of receiving

wages by Direct Deposit and/or Payroll Debit Card,
If you do not pro ide a written election ages will be paid by paper Check.

LR ORI BTN EO RN PG
SSN# (last 4 digits) : Effective
SN 0220 (e o

Lerln Bunnlg
Nnts:Dlrectsznsitacmtmtsmaytakeupto?dmmbmcﬁvmd

SI‘-_("I‘H N 2 PANNVROL Fibcrlong
|| Paper Check (Please complete Section 5 below)

P Direct Deposit Pleasze complete Sections 3 and 5 below)

|| Payroll Debit Card (Please complete Sections4 and 5 below)

SEGEON 3 DIREGE DEPOST

R O] Updato Bank Acconnt
¥ Bank.N: :

Routingt 2.4 LDV L\ C 2L

I understand and acknowledge that if T 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,
Accountt 392 |A3 L o p

Initial A-ﬁ Date__ Olal Z,:Zl‘ZD\"
Account Type: [ Checking K] Savings []Other

To help us avoidmnldnganm,pleaseattanhacopyofavoidedchedc. (a depositslipwillnotwnrk)
- Ifyouchangabanks,donutcloseyouroldbankacwmnmtﬂyonrdhectdeposithasstartedatﬂmnewbank,which

SECTION [ DAN RO D] BLEGARD (¢

Lt yinoon

IEOBATCASTTE )

Except for the routing and account number, ESSG does not have access to any information regardin,
transactions, On your first Ppayday, you will receive your new Payroll Debit Card, and a packet containin,
then sign acknowledging that you received the Payroll Debit Card and packet, Your Payroll Debit Card
wages,

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

First Name MI Last Name Date of Birth

Street Address (PO 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 included or made available to me from time to time from the financial institution, T

‘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 adj

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

*E-mail: ZOL€ V\a'a/h’@ @Q\W\W(\ . (OW\

is information will only be used 19 send your paystubs electronically
Employee's Signature: f ”%M M Date: 0[0 / 2 7/ Lﬂ , 7




Authorization

Authorization: By signing below, you authorize: (a) backgroundchecks.com (“BGC”) and/or Orange Tree
Employment Screening to request information about you from any pubilic 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 Em ployment 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 O Bate 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” s 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 b@vo \?\iderjtéfy yourself for BGC.,
Last

Printed name: éir} \ 0\ ‘/\ NOLCV\‘K

Middie ([0
none)
Other names used:
Current county of residence:
Current and former addresses:
mjmg current SLMUY breokdnale ar BropleLyn par s MY
from Mo/Yr to Mo/Yr Street City, State & Zip
0 00 _gwvent  RB6S weattrn Al &tpayl MN SEIN
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 wiil not use it for any other purposes.

23 /1047 Y17-33- 022

Date of birth Social security number
88 b07171uu31 9 Azian Naene Rinne)s
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: 1.

X 20 Ko/ ¥ol 2y

Signatuyfd




employer solutions staffing group..

STATEMENT OF CONFIDENTIALITY

This agreement made this Y¢S day of WY\, , 20171, between
Employer Solutions Staffin Group LLC, hereinafter referred to as “employer”,
and M 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 liguidated
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.

?4%44@ w e

Signature

Employer Solutions Staffing Group Ll.ﬁﬁep/res\entaﬁve




employer solutions staffing group..

Important/Importante
LOST OR STOLEN PAYCHECKS

If a paycheck is lost (missing, misplaced, destroyed, lost in the mail, etc.), 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
se puede encontrar. Si se puede verificar que el cheque no ha sido cobrado,

Si su cheque de pago fue robado, primero debe denunciar el robo a Ia policia
antes de que podamos volver a emitir el cheque. Una vez hecho esto, usted

AGREED/SE ACUERDA—

Name/Nombre (con letra de molde): ﬁ’é (ﬁ/m p U n n flf
Signature/Firma: ‘A?/M w , W




em

INJURY MANAGEMENT PROGRAM

Injured Worker’s Responsibilities

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

RESPONSIBILITIES OF THE INJURED WORKER:

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 resuit in termination of benefits. Schedule your next
appointment immediately after your doctor visit, before you leave the clinic if
possible.

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

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

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

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

ployersolutionsstaffinggroup,



Maintain regular, weekly, communication with your employer if you are unable to
return to work. Contact your employer a minimum of after every visit with your

primary health care provider. Keep the claims representative advised of your
status.

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

Signed: %@ﬂh “QM
Printed Name: A2\ eAn Py nels




rom OO0 Pre-Screening Notice and Certification Request for

{Rev. March 2018) the Work Oppnrhm]ty Credit OMB No. 1545-1600
.‘,’,?am‘ al nava?-mmw P Information about Form 8850 and its Separate instructions is at www.irs.gov/form8sso,

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

Your name ﬁul/l/if\ % ((\’M Social security number p H 7 7 '3 3“07;2-

Streataddresswher.eyou lIive M W%MV\ AviN & Yo\ \VAY N:@:l:

{———City ortown;, state, and Z|p code

County _M Telephone number ‘o l 755 5% -1 - %7{
K you are under age 40, enter Your dats of birth (month, day, vea) ()70 / 23 l 194G g

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 i any of the following statements apply to you.

°® 1am a member of g family that has received assistance from Temporary Assistance for Needy Famiiies (TANF) for any 9
months during the past 18 months,

* lamaveteran and a member of a famlly that received Supplementa| Nutrition Assistance Program (SNAP) benefits (food
stamps) for at least a 3-month period during the past 15 months.

® | was 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 oider and | am a member of a famlly that:
a. Received SNAP benefits (food stamps) for the past 8 months; or
b. Received SNAP benefits (food stamps) for at least 3 of the Past 5 months, but is no longer eligible to receive them,

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

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

6 [ Check here i 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 earflest 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 couid be made.

7 [] Check here if you are In a period of unemployment that Is at least 27 consecutive weeks and for all or part of that period
you received unemployment compensation,

Signature — Al Applicants Must Sign
Under penafties of perjury, | declare 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 signature » ‘@W) .@‘4/‘)/ Date 0 @ / 27 /2> "7
For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 228511 Form 8850 (Rev. 3-201g)
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Form A (rev. 03/2017) TAX CREDIT QUESTIONNAIRE F it

MLOYER SEC'I'ION: Shacialistsin Fax Cradit A(Imi:}ii;’.rn:iuz:
Client: Company:;
Location; Position: Starting Wage: §
EMPLOYEE SECTION:
First Name: Last Name: Snffix: Street Address: City/State: Zip:
Auon Dynnoly w0 il (oee ave | St payy NN | 219
SS#: Date of Birth: Ager Have yon worked for | It yes, location;
this company bef;
4N 33674 [q )3 mas || 9 Yall NGl

Please complete ajl questions, and sign and date the form, Yes No
[1—. Have you or has anyone living with you received Temporary Assistance to Needy Families (TANF) O E—

at any time since August 5, 19972 (f'yes, please provide information below.)
Name of the person receiving benefits: Relationship to you;
City: County: State;

2. Have you or has anyone living with you received Food Stamps (SNAP) at any time during the past 15 months? ]
(If yes, please provide information below.)
Name of the person receiving benefits; ——— Relationship to you; Sl
City: County: State;

Please note, this is not the same as Social Security benefits (8S) or Social Security Disability (SSDI) benefits,
*If you checked yes please Provide a copy of your SSI documentation,

X

S. Areyou a Veteran of the U.S, Military? *Jfyes, Please provide a copy af your DD-214 and letter of separation,
(If yes, please provide information below, Ifno, please cantinue to question #6.)

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

O

————

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

Ifyes, dates of unemployment - From: To:
Did you receive unemployment compensation at any point during your unemployment?
If yes, in which state did Yyou receive unemployment compensation?

—

&,cﬂ@ 8

Ol O O|>g

7. Have you been convicted of a felony or released from prison for a felony conviction in the past 12 months?
Conviction Date; Release Date;
Wasthisa [] Federal o [ state conviction? 1¢ State - County: State:

—

SC Residents: [] Do Yyou receive Family Independence Benefits?

PLEASE READ, SIGN, AND DATE:

Under penaities of perfury, I declare the information above 1o be trye and accurate to the best of my knowledge, and | hereby authorize any agency, organization, or

individuals to supply such verification or information that may be needed to determine tax credis eligibility to my employer, employer representative (Associated
Consultants, Inc. dba Retrotax), or the Department of Labor.

New Employee Signature:;fcw @’W Date: Q{é /[ 2 7/ 2.0 7

e




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

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

Instructions: This Self-Attestation Form (SAF) is to be completed, signed, and dated by the new hire only.
Employers or consultants submit this SAF to the State Workforce Agency with IRS Form 8850 or if filed

separately, with ETA Form 9061 (or ETA Form 9062) for mmmﬁeaﬁewmquestﬁleﬂfnﬁh‘e new target

groups

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

New Hire’s Signature: %M pate O@ | 277 2 2ol

New Hire Name: A'L\ AN R un neLse
Social Security Number: U171~ 33 ~O 22t
Employer Name: _ﬂg_(/_b{/ M.b M\

Please check the statements below if they apply to you.

OO  Ideclare 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.

# | declare that | have been in a period of unemployment since

Dl )0 |81

(Enter start date)

Privacy Act Notice:

The Intsmal Revenue Code of 1988, Section 51, as amended and its enacting leglslafion, P.L. 104-188, Specify that the Stafe Workforce Agencles are the
"designated” agencies responsible for administering the WOTC certificafion procedures of this program. The information you have provided complefing this
form will be disclosed by your employer to the State Workforce Agency. Provislon of this Informtion is voluntary; however the Information Is required to
determine your employer's eligibility for the federal tex credit.

—..—-.—.._-.—..—.._.._.._..—..—..—.._.._.._.._..

Information. Send comments regarding this burden estimate to the U.S, Department of Labor, Divislon of National Programs Tools Technical Assistance,
Room C-4510, Washington, D.C, 20210 (Paperwork Reduction Project 1205-0371). Please do not submit completed forms o this add b
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employer solutions staffing group.

Notification of Minnesota Law Requirement —

Unemployment Acknowledgement

According to Minnesota Statute section 268.095, subdivision 2, paragraph (d), an
applicant who, within five calendar da ys after completion of a suitable

Job 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 reéponsible to contact ESSG within 5
calendar days once an assignment ends. | also acknowledge that | have received
a separate copy of this form. (Initial)

ol /27/ 24 m

Erhploye Signature: Date:

RPunineq

Employee (please print your name here)

CMG_SM - Rev. 09.2013




DRUG AND ALCOHOL
TESTING CONSENT FORM
1. I have been allowed to read and inspect a written copy of ESSG policy on
drugs and alcoho|.

| Yhnels

Individual’'s Name

0[21] 2017

Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



‘\‘:‘ i id

group..
ESSG WORKPLACE SAFETY PoLicy

employer solutions staffing

It is ESSQ's policy that all employees should be able to enjoy a hazard free and safe
work environment, It ig ESSG’s duty to:

necessary training and Protections for employees at the facility.

(3) Make sure employees have and uge safe tools and equipment,

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

(6) Provide safety training in 5 language and vocabulary workers can
understand.

° Responsibi]ity to use personal Protective equipment and clothing as directed
by the host employer

* Responsibility to report workplace hazards and dangers

. Responsibi]ity 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 actua] and potentia] 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.



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 ig my responsibility to read

this policy and ask my supervisor, a member of management or to telephone
Employer Solutions Group (ESSG) at 952.835.1288/1.866.496.7573 with any

Talsoa

working in an unsafe or dangerous work environment, I will immediately contact
my supervisor, manager, director or ESSG’s Safety Director at
952.835.1288/1.866.496.7573 in order to obtain assistance in the resolution of such

Employee Name (Please Print)

Az 1040 Binngc

Employee’s Signature:

Boour Larer— ., 96/27/, 617




Preliminary Questions
For CMG use only

1. If hired are you willing to take a drug test? X8 0
2. Dovyou have any known food allergies to soy, wheat, peanuts, or milk? N '
3. Are you able to work with pork? N€A

*To be completed during or after interview*

Have you ever been convicted, plead guilty or contest to a Felony? Yes No ?\
If yes, please list when, where and the nature of the offense(s):

Have you ever been convicted, plead guilty or contest to a Misdemeanor? Yes No K
If yes, please list when, where and the nature of the offense(s):

You will not be denied employment solely because you answer “Yes” abave or becquse you have been convicted ofa
crime, felony or misdemeanor, The company considers many individualized factors in evaluating a job candidate,
Including but not limited to, with respect to criminal history, the nature and date of any offense, the surrounding
clrcumstances, and the natyre of the position for which you apply.




m ACKNOWLEDGMENT

1. This handbook is intended as a guide and not an employment agreement that
creates a contractual relationshij , 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 reévise, as necessary, to meet these
changing needs.

3. lagreeto 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: _Ob/ZQIZO (—7
Associate's Signature: ,%‘ gﬂ ? %W
Associate's Printed Name: m LM? JZ Uy) m 6( AT

Orientation provided by: )‘c 01

24



asacu uuemmry Medical Benefits Plan 2

7 VS| 219301-ESG-1  |OFFICE Ust oy LOCATION RehireDate_ _/ _,
ENROLLMENT FORM ESC CU(UNAC-MN) P1 v18.3
A. REQUIRED EMPLOYEE INFORMATION | PRINT USING BLACK or él.l.lE INK (Must Be Filled Out)
e NPV R e —r—
zddress (3 ¢ \Wearpan P2 N Y —
ity tate

— &Y oal

[ Zi D of Birth
PSS e,

B.DO YOU OR ANY OF YOUR DEPENDENTS RECEIVE MEDICARE BENEFITS?

D Yes M No. if Yes, please continue,

Medicare Health Insurance Claim Number (HICN) . Medicare Effective Date
-N;r—n—e— ;);‘—a)vered Person‘(;): e f ------ T T
2. 3.

1.
PayrolDeductad Weskly ot
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 T mﬁ;ggif?“" DENTAL VISION TERM LIFE
Employse Only EE] s2025 [  geq7 s242 (B s0.0 o)
Employee +1 [ ] $41.10 $12.34 $4.92 $0.90
Employse + Family [ ] $54.98 $20.36 $6.56 $1.80
NOtoALl Benefits ]| DPetves [Ino | [Kives [] No | [ves Ko [¥es Tl

SHORT-TERM
DISABILITY 2

se20 (§)

DYes,EI No

"ﬁ'his coverage is not available to reside-n_t-s—of NH, HI, or PR. 2S'I" Sl-;;lot ;vailable to persons who work in CA, HI, NJ, NY, or Rl.‘ -_—

For Term Life / Accidental Death & Dismemberment, please write in your heneficiary information. Accidental Death &

Dismemberment is part of the Term Life Benefit,

Name Relationship

D. REQUIRED DEPENDENT INEORMATION
Name Social Security # | Date of Birth Sex Relationship

| T L M) | Dlspouse [ chid [ bomestc artner
Name | Social Security # ' Date of Birth Sex Relationship
Name e L IMIEE] | OlSpouse ] chid D omestic arner
Name §Social Security # ' Date of Birth gSex 1—Relationship
Name T 0 MITE] O spouse [Ichid[Tpomeste Partner
Name Social Security # Date of Birth ISex - Rela—t‘i_c‘)}ship

/7

a lim'rted time and 1 _ur_|c_ie_f_sta_nd that _r_fna_lgi_ng no b

pare %0 ,27,@01 7

enefit selection is a declination of coverage.

!
. P>siGNATURE

_MI[F]  Mspouse ] Child [ ] Domestic Partner

f:é@i@ﬁé@ﬁéﬁﬁ?ﬁiéi?ﬁ IF YOU DECLINE COVERAGE
I have read the benefit packet and understand i

ts limitations. | understand that open enrollment is only available for

This is an Essential StaffCARE Enroliment Form.,




5 - employer solutions staffin oup. m E
@ Levﬁrlggfnagueeoun:es in a Changing M?rkeﬁg gr WW& SNG m

o ki I a2 ey Voo b7 adeton, mmm:?ﬁ&m 8weﬁt|’lan A ‘ infat ‘m' 'nc’
Enhanced MEC Plan_Plan 1
Benefits Enroliment Form New Emplovee Rehire Rehire Date

Employeellnformation

Namg (First and Last)

AN Ry et _ U7 35, 0o |

35 Wy N 8T ol (MW |SC1T

N D232 oimm |5
" 3@ - §BI8 | Coe naethe@gimou \ pon,

Please Select Desired Coverage:
XrEmployee Only - D Employee+Spouse - 'Employee+Child(ren) - D Family -
$24.00/Week $63.00/Week

$38.00/Week $36.00/Week

Soctal Security # Birth Date | Sex Relatlonship
Male Spouse Child
ML LastName Female Domestic Partner
Social Security # Birth Date | Sex Relationship
Male Spouse Child
ML Last Name Female Domestic Partner
Social Security # Birth Date | Sex Relationship
Male ouse Child
 First Name MI, LastName Female 5 Domestic Partner
Q o) O
NAME OF PERSON COVERED (FIRST, LAST):
EFF. DATE
EFF. DATE
EFF. DATE
Employee Acknowlsdgament and Authorization - ) herehy apply for the

group henefit{s) as Indloated. | acknowledge that all entries are true and complote and that
any misstatements or fallure to veport information may he

used as the hasis for cancellation of coverage for me and my dopendent(s), if any, from the original
effective date. Further, | authorize my employsr to make the necessary payroll deduction of Ppremiums for coverages | have elacted,

IF ENROLLING - YOU MUST SIGN HERE
Employse Signature

e Olpo/ 27 ) 2077
EMPLOYEES DECLINING __Iam DECLINING coverage
| understand that ! and/or my dependents, if any, waive any

covarage and desire to participate In the plan at a Jater date. l/we may be consldered a late enrollee and
must meet the requirements defined In the Certificate of Coverage for the company’s medical or dental plans. If | decline enroliment for myself or my dependents
{including my spouse) hacause of other coverage, | may, In future be ahla fo enroll myself or my dependents In this plan, Provided | request enroliment within 31
days after the other Goverage ends, In addition, if a new dependent relationsh

Ip forms as a result of marriage, birth, adoption, placament for adoption of parting suit
of adoption, ! may be able to enroll myseif or my dependent, provided | request enrollment within 31 days of the avent.

IF DECLINING- YOU MUST SIGN HERE

Employee Signature

Date

Employer Solutions Staffing Group Health Benefits Team
PO Box 46270 Minneapolis, MN 55344-9955
Phone: 852-767-8519 Fax: 952-767-9515
Email; Health@employersoluﬁonsgroup.com




