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Company ID: 1284996 Company Name: ESSG - Corporate Management

Group 4 :

Client Company ID: 1284996 Client Company Name: ESSG - Corporate
Management Group

Employee Information

Name: Rut D, Eva Date of Birth: 03/16/1994

U.S. Soclal Security Number:; *+**x.0063 Employee's First Day of Employment: 08/22/2018

Citizenship Status: U.S. Citizen

Document information

List B Document: Driver's license or ID card issued by au.s, state or outlying possession
Expiration Date: 03/16/2019 State: Minnesota

List C Document: Social Security Card

Case Information
Current Case Result: Closed Case Submitted By: Zhilgheam Zepeda
Case Status: Employment Authorized Reason for Closure: Employment Authorized Auto

Close

8/22/2018, 2:41 PM
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Employment Eligibility Verification USClIs

] it Form 1-9
. epartinent of H n d.s p OMB No. 1615-6047
U.S, Citizenship und fromigration Services ‘Expires 08/3172019

»START HERE: Read instructions carefully bafors completing this formn. The instructions must be avaliahle, sither in paper or elestronteally,
during completion of this form. Employsrs are liable for errors in the completion of this form.

ection 1. Employee Information an ttestation Employess must gomprele and sign Section 1 of Form 1-9 no later
than the first day of employment but not before accspling a job offer

Last Name (Family Name] First Name (Given Name) [ igdie Intbial | Other Last Used (Feny) [
2% = D Wl |
State |

Address (Streat Numbgr and Name) Apt. Number | City or Town ZIP Code ol
ﬁ g& Wd Timberiea dy L CM%L MW | ¢ ;
Dateofimh immddlyyyy) |U.8. 8ocial Securlly Number | Employes's E-mail Address | Employes's Telephane Number I
O2/1ve] 1594 |Ba7 -T2 A nmﬁvomﬂm& IR (g0 9s°

| am aware that federal law provides for Imprisonment andfor fines for false ents or use of false documents in

connection with the completion of this form,
ljﬁn. under penally of perjury, that 1 am (check one of the following boxes):

(@3 1. Acitzen ofthe United States

Py e et e i e o e e P St pformrtiod § ok < et g W B e S

(] 2 A nonciizen naions! of the United Stetes (See masvations)

() 3. A tevetul permranent sesident {Alen Registration NambenUSCIS Number}:

4. An glien authorized to work  unti} {expiration date, # applicable, mmiddiyyyy):
Same allens may write *NIA® in the explration date fleld. (See instructions) |

Aligns authorized fo work must provide only ane of the Jollowing document numbers to complste Form 16; | Jﬁm‘.ﬁ;ﬁrdm
An Allen Registration NumberAUSCIS Number OR Form 1-84 Admission Number OR Forelgn Passport Number, |

1. Alian Registration NumberUSGIS Number:
OR
2. Form -84 Admission Number:
"OR
3. Forelgn Passpart Number;
Country of Issuance;

e e+ - e S 1 BT TR

——r

i UV T3 [P 08 o2 [

L)
Preparer and/or Translator Certification {check one}:
1 did not use a preparer or translator. O] A preparer(s) andier translator(s) assisted the employes In completing Section 1.
(Fields helow must be completed and signed when preparers and/or {ransiators assist an employse in completing Section 1.)

I attest, under penaity of petjury, that | have assisted in the eompletion of Section 1 of this form and that to the best of my
knowladge the information is true and corract,

Slgnature of Preparer or Transtator Today's Date (mm/ddfyyyy)
Last Nawe {Farmily Nama) Firs! Name (Given Name)
Address {Street Number and Name) City or Town State  {ZIP Code

@ Employer Completes Next Page @

Form 19 071717 N Page 1 of 3
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. Thiscard bclongs to the Social Securlty Administration and You must

retum itif e ask for i it. :
Pfyou find'a card that isn’t yours, please retum it to:
Social- Security Administration
P.O. Box: 33008 Baltimore, MD 21290-3008

\For any other Social, Sccunty buunesq/mformauon contact your local
u write to the ahove’ address for any busimess

1Socidl Sgcurity'office. if yo
und car‘g u will not receive a response,

_:Eothcr than retummg a fo

b Socml SecuntyA mistration Hah
A
" Form SSA-JOOO (ognzou) 391 G7O 116984
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PO Box 46270
o, Minneapolis, MN 55344-8956
‘_., £ ) Tel: 552.835.1288

i

www.esgstaffingsolutions.com

New Hire Application
Personal Data~ PLEASE PRINT LEGIBLY IN INK

Last Name _E ) First Name __£ |1+ Middle tnital _| >
stroot Address_A 20 ¢] Timiperteon olr AptiSte

City/State/zip u(mn;;rgg MN 25198 Soclal Security Last Four X00t3x-F(g 3
Phone Number (IR (90 45 77 Emall Address udel@vd (e @%mail.m%

Staffing Agency/Recruitment Partner

Are you legally authorized 1o work In the United States of America? (7 YES Qino
Applicant Certification and Authorization

| authorize Employer Solutions Staffing Group (ESSG) to use the information and statements contained in this application to determine my

qualifications for employment. | authorize ESSG to maks Inquiries of my former emplayers, except as indlcated In this application,

regarding my previous duties, responsibififies, performance, compensation and eligibiify for rehire.

1 understand that a comprehensive background check may be conducted to determine my eligiility for hire by certain cllents of ESS@.,

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 ofients, government regulations or by ESSG policies,

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

| cerlify thet all statements made in my applicafion are true and accurate and that | have not omitted any material information or provided

faise or misleading Information, | understand that any material omission or misrepresentation will result in my disqualifincation from

consideration for employment or, if discovered after | begin employment, will result in my termination,

If hired, | agres to ablde by the policies and procedures of ESSG,

D ,
Y U Rk 2O SFla//8

A copy or facsimile {"fax") will be considered the same as an original signatura. Emall will ONLY be used for employment correspondence

For ESSG Office Use Only
DOH NRW 8 8860 w4
Emergency ContactInfo | Background Release Form Baskground Results Unemployment Lettar ESC Application
(it applicahle)
For ESSG Client Use
POH ROP oo | Work Site Log, WG Code

ESSG - CMG-NSTW4 Rev. 0472017



Form W-4 (2018

Future developments. For the latest
about any future developmsnts
related to Farm W-4, such as legisiation
enacted after R was published, go to
www.irs.goviForm/4,
Purpose. Complete Form W-4 8o that your
employer can withhold the comect federal
incoms tax from your pay. Consider
compieting a new Form W~4 each year and
when your personel or finanolal situation
changes,
Examption from withholding. You may
claim examption from withholding for 2018
i both of the following apply.
* For 2017 yau had a right to a refund of all
federal income tax withheld because you
had no tax fiahiity, and
* For 2018 you expect a refund of all
faderal Income tax withheld because you
axpect to have no tax fabifity.
If you're exempt, complate anly lines 1,2,
8, 4, and 7 and sign the form to vaidate it.
Your exemption for 2018 expires February
18, 2010. 8ee Pub. 505, Tax :
and Estimated Tax, to leam more about
whether you qualify for exemption from
withholdlng,

General Instructions
1t you aren't exempt, follow the rest of
these instructions to determine the numbar
of withholding allowances you should clalm
for withholding for 2018 and any additional
amourt of tax to have withheld., For ragular
wagas, withholding must be based on
aliowances you claimed and may not be a
flat amount or percentage of wages.

You can also use the calculator at
wiww.frs.gov/W4App to determine your
tax withholding more aceurately. Consider

Form W"‘4

artmon] of the Troagwy
mmmuoscm

» Whethor youw're entitied to claim a
subject to review by the IRS. Your

using this calculator if you have a more
complicated tax situation, such as if you
have a working spouss, more than one job,
or & large amount of Income
autside of your job. After your Form W-4
takes affeot, you can also use this
oalcuiator to see how the amount of tax
you're having withheld compares to your
projected tota) tax for 2018. If you use the
calculator, you don't need to complete any
of the warlsheets for Form W-4,

Note that if you have too much tax
withheld, you will racelve a refund when you
file your tax return, if you have too Iittle tax
Mmheld,youwmowataxwhenyouﬁlayuur
tax retum, and you might owe a penalty.
Fllers with multiple jobs or working
spouses. If you have mors than ane job at
a time, or if you're married and your
gpouse Is also working, read all of the
instructions inclsding the instrustions for
the Two-Eamers/Multiple Jobs Worksheet
before beginning,

Nenwags income. If you have a large
amount of nanwage {ncome, such as
interest or dividends, consider making
estimated tax using Form 1040-
ES, Estimated Tax for Individuals,
Otherwise, you might owe additional tax.
Or, you can use the Deductions,
Adjustments, and Other iIncome Worksheat
on page 3 or the caloulator at www.lrs.gav/
W4App to make sure you have enough tax
withheid from your paysheck. If you have
pension or annuity Income, see Pub. 505 or
usa the calculator at www.irs.gov/Wd4App
to find out if you should adjust your
withholding an Form W-4 or W-4P.
Nonresident aflen. If you're a nonresident
allen, sae Nofice 1882, Supplemental Form

‘W-4 Instructions for Nonresident Allans,

before completing this fonm,

Soparate hers end give Farm W-4 1o your employer. Keep the workshoet{s) for your recotds.‘
Employee’s Withholding Allowance Certificate

sartain number of allowances or exemption from withholding is
employsr may bo raguired to send & copy of this form to the IRS,

Specific Instructions

Personal Allowances Worksheet
Complste this workshest on page 8 firstto
determins the numbar of withholding
allowances to claim. -

Line C. Head of household pleass note:
Gerierally, you can claim head of
housshold filing status on your tax retum
only if you're unmarried and pay mare than
§0% of the costs of keeping up a homs for
yowsslf and a qualllying Individual, See
Pub. §01 for moro informatian about filing
status,

Line E. Child tax credit. When you file
your tax retum, you might be eligible to
claim a eredit for each of your qualifying
children. To quallfy, the ¢hild must be
under age 17 as of December 31 and muat
be your dependent who lives with you for
raore than half the yesr. To fearn mora
about this credit, sse Pub, 972, Child Tax
Credit. To reduca tha tax withhald from
your pay by takdng this credit into acoount,
follow ths Instrustions an [ins € of the
warksheet, On the workshest you wlll be
asked about your total income, For this
purpose, total income includes all of your
wages and other incoms, including income
eamned by a spouss, during the year.

Hine P, Crediit for other dapendents,
When you file your tax retumn, you might be
eligible to claim a oredit for each of your
depandsnts that don’t qualify for the child
tax credit, such as any dependent children
age 17 and older. To learn more about this
credit, sea Pub. 505, To reduce the tax
withhsld from your pay by taking this credit
into account, fliow the Instructions on ne
F of the workshest. On the workshest, you
will ba asked abaut your total income, For
this purpose, total income includes all of

OMB No. 1545-0074

2018

1

‘o first name and middle inktinl | L%

Home address (numbear and stroet or al route)
L ]

e nr_s7°atal ity nwmber
| 8¢ single Marred Marfied, but withhold at highar Single rate.

| Note: if married fing separately, check “Married], but withtold at higher Singlo rate.*

2304 Timberjea
City or town, stats, and 21P cade

r

§ Total number of aliowances you're claiming

| 4 1t your last name differs from that shown on your social spourity card,

6  Additional amount, if any, you wani withheld fromeach payoheck . , . . . .

7  iclaim exemption from withholding for 2018, and |
* Last year ! had a right to a refund of all fedaral in
» This year | expect a refurd of all federal Income
if you maet both conditions, writa "Exempt®here, . . . . .

< | __check hero, You must call 800-772-1218 for a replasement card, e |
{from ihe applicable worlshest on thefollowing pages) . . . §! 1
> 0 o g 8%

cartily thatJ mest hoth of the following condttions for exemptian, J.
came tax withheld because | had no tax liabllity, and |
tax withheld beoausae | expect to have no tax liability, l
e e P Mk

Under psnalties of perjury, | declara that | have examined this tertiticate and, to the bast of my knowledge and bsliet, it ' trus, correct, and complete.

Employee’s signature

{This form is not valid unless you sign it) »..] DMZ&Q Date Qz é éa lR[S [?
8 Employer's name and add Odmplate hoxes 8 and 103 sending fo IRS and compat 9 Fimt date of 10 Emplay®r identifi
boxes8, 9, gnd 1€?faendl:'ne:8h%ne§§ lgiargchry b o sy nungbe.r {EN) baee

of New Hirea} employment

For Privacy Aot and Paperwork Reduction Act Notice, ses page 4. Cat. No, 102200 Form W-4 (2018)



m‘ DEPARTMENT W-4IVIN
OF REVENUE

2018 Minnesota Employee Withholding Allowance/Exemption Certificate
Employees

You must complete and give this farm to your employer if you to any of the following:

* Claim fawer Minnesota withholding allowances than your federal allowances

o Claim mora than 10 Winnesota withholding allowances

*  Weant additional Minnasots tax withheld from your pay each pay perlost

o Llaim to be examp? from faders] withholding or clalm to be exemip? ‘ram Minnesota withholding

Do not complete this forew If yois are claining tha same number of Minnesoia allowances as federal and the number claimed is 10 or jass.

mmw-qﬂnm Lastrame {] Yores ok % O
Permanent addrers e i ,W @5
_;zmm-ﬁﬂf& dr MN 5.2 ST soime 15 nw:u;xﬂygmud:m

Oty State AP code .'Mamad

W mq Q Matried], butwithhold st higher Sivglo rate

\J
Employees; Read Instructions on back, complete Section 1 OR Section 2, sign and give the completed form to your employer. {Do not completa
both Section 1 and Section 2. Completing both sections will make the form Invalid.}

L) section 1 — Determining Minnesata allowances

Complete Section 1 ff you claim fewer Minnesota allowances then your federal allowances, AND/OR i your want acditional Minnesots withhold-
ing deducted each pay period.

1 Tota*numberoffadara!allowaneesdalmedonfaderala’-’nnnw-4 TSt eeaeeneecetseerr rrtarecrsennsed emmmen,
2 TbtainumberoiM.-nnmallowanras(ﬂnezmaotbemremaukhel) SHBtibEeeierseencrtesiiers s @ rrmmerere———
3 A&dlﬁonalwnnesotawnhholdmgyouwamdeﬂucw:eachpayperlod ...... 000660 OO OO0 LIS 38

3 Section 2 — Exemption from Minnesots withhelding
Complate Section 2 if you cleim to be exempt fram Minnesots Income tax withholding fsee Section 2 instructions for qualifications), If appiicable,
check one box below to indicate the reasan why you believe you are exempt:

E | mest the requirernents and claim exempt from bath federal and Minnesata income tax withholding.

Even though § did not claim exempt from federal withholding, | ciaim sxempt from Minnaspte withholding because | had no Minnesota
income tax liability last year, 1 received a refund of al] Minnesota Income tax withheld, AND { expect to have no Minnesota Income tax Habifity
this year.

Iﬂ My spouse is a military service member assigned fo @ military location in Minnesots, my domiclle {legal residenca) is in angther stete, AND |
am in Minnesota solely to be with my spouse, My state of domicile is 0

1am an American Indian living and working on a reservation,

1 ain a member of the Minnesota National Guard or an active duty .S, military member and claim exempt from Minnesota withholding on
my military pay.

i recelve & mifitary pansion or ather mﬂ‘ryary retirement pay a8 calewlated under Thle 10, 1401 through 1414, 1447 threugh 1455, and 12733
and clalm exampt from Minnesotz withholding on this retirement pay.

{ certify that all Information provided in Sectian 1 OR Section 2 Is torrect. | understond there is o $500 penalty Jor filing a false withholding allow-
ance/exsmptian certificate, .

v Dot ) ) [2;[90/& Lol 98 77

mployess Give the complated form to your amplayer,

Employers

if you are required to send a copy of this form to the Dapartment of Revenue {see instructions), you must enter the employer infarmation beiow
and mail this form to: Mianesota Revenue, Mail Station 8503, St, Paul, MN 55146-6501, {Incomplate forms are considerad invalid.} A $50 penalty
may be assessed for each raquired Form W-4MN not filed with the department,

Keep a copy for your recards,
Name of employer Federal empiayer ID number {FEMN) Minnesow i (D number
Address City State 2P code

e 3317 Questions?  Wabsite: www.revenue.state.mn. us. Emall: withholding.tax@state.mn.us. Phone: 651-282-5993 or 1-800-557-3594,



foveey ook NS ST O A P
bit Card Authorization
Eraployees have the option of receiving w ages by Direct Deposit nadior Payroll Debit Card,
If you do not nrovide 4 written eleetion, we es will be patd by Peyroll Dubit Card.
| SECTICN || BASIC INFORMATION
| Employee Nome 1 o SSNE iust 4 digits) Fective Date |
R iNTE: 3] 3 ; |
| SECTION 2 PAYRCLL ELECTION
I Hffrect Deposit (Picase complote Seetions 3 sad S below)
, (2| Payrofl Debit Card (Plouss complete Seotions 4 end £befow)
SECTIGN 30 DIRECT BEPOSIT
: o e otez Direct Deposit acconnts may fake up 1o 7 days to be activates i
] Uptare Bank Acconnt 3 !
.'7[? L el e lnnderslandandacknm‘ledgethaﬂftdonntprovldea
SR veided check with this direct deposit form, 1 am |
Routing# responsible for any delays in payroll or extra costs
lucurred if the account sumber that 1 provide is incorrect,
Accomi:

[[] Paper Check (Qption available 10 GA NH and NT residents only}

Account Type: [ Checking T Suvings [TROter ... . ; Initial Date
*  Tohelp us avold making an exror, please altach a capy of @ volded check. (a deposit stip will pot work)
*  Iyouchnngs banks, dono! closs vour old bunk acevunt until your dirzet diposit has stated s the nsw bank, which muy igke 2 pay perios.

TION 4 PAYROIL DEBIT CARD

Federal law requires all Soancial mtimtianstoobtain.M.Mmﬂimmmawmumpmmwmmw.mml«m
Tequest a Payroll Debit Cand for yon, we must provide all of the folowing informution that will enable the financial institution to identify yon, If
yundonotsubmttal)irectbepnsitll’aymuDebBCmdAuhmmmESSGwmmmidetheummryhﬁonnmm and issue you & Puyrall Dehit
C;rdwmpayiﬁmm meunrpmtwﬂnn,ﬂ:eﬁmcialhsﬁuﬁmmayaskyoumpmvldethemaddiﬁonal identification infarmation so they can
verify your ity.

Except for the souting and aceount uwumber, ESSG does not heve uccess to any information reganding your Payroll Debit Card account or
transactions, On your fimst payday, yon will reesive your now Payroll Debit Card, aud a packat containing all of the terms and conditions, You will
then sign acknowledging that you received the Payroll Debit Card and packet. Your Puyroll Debit Card will bs relonded on each payday you receive
wages,

CARDHOLDER INFORMATION (as you want your Pavicll Debh Cavd (o be issued)

First Nume I ML D Lust Nems m | Dmaa%r'

Strev Addregs (p0 BUX NUT AT EPTABLE = j %15
—a30Y Timbeica o Z “ﬁfﬁ To g2
OO :

Stuta | Coll Phane fmohile)

2¥] MW | =sK3S WIA

RECEIPT OF PAYROLLDEBIT CARD (to be completod when yom pick np your Payroli Dubit Card) i

Payral Payroll Debit Carrd Acvouut 4 L v (90

[Lhave reevived iy Payroil Deblt Card, welcomme brovime, progmm fees. program tenis, comiitions. ang disclosures, By acvating my Payroll Debi Card,
{1 amm agruelng, w she program wrms, conditions. and disclosures thit ure included or prude aveilable 1o me trom time to vme from the Bnsnelal Soxtitution. |

[authorize the fmancial institution to debit my Payroll Debit Card gocount for the fees described 1n the fee sehednls that is par of the progrum terme,
|conditions, and disclosures,

|
|
Employee’s Signature: M % 0% a ‘ 90 EE

SECTION 57 AUTHORIZATION

1 authorize BSSG ia directly deposh my periode wages ompevsation pryrents, net of requined tux withholdings, other required withholdings
| or authoriized deductions, inte my sceount(s) as desigonted shove and to initiate, if necessary, debit entiies end adjustwentsfor any eredit entries
| made in errar to my account(s), * E-mail is required for pay stub information.

*E-mail: @

i this information will anly be used to send your paystubs electronically
'L Ewmployee's Si@ammM Date; %Z 2 a l aa }8

L]




EMPLOVYER SOLUTIONS STAFFING GROUP
BACKGROUND CHECK AUTHORIZATION

Employee Name: RU\‘\' _@Y% m

{First) (Mlddlg) {Last)

Former Name(s} and Dates tJsed:

Current Address Since: u);rl!fs ﬁ&!,w-g TiMberiee oy wdee AN SS28
{Mo/Y, {Street) {City) (State/Zip)

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

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

Sacial Security Number:_?, q-42 = @U 3 oos:ﬁ/ / L’i! (Y9

Phone Number: M?z
Driver’s License Number/State; 57 5q ‘ w ﬂ

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

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

I further authorize any individual, company, firm, corporation, or public agency to divuige any and ali information, verbal
or written, pertaining to me, to Employer Solutions Staffing Group, LLC or its agents. 1 further authorize tha 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 recaived from this authorization In a confidential
manner in order to protect the applicants personal infarmation, including, but not limited to, addresses, social security
numbers, and dates of birth,

Signature;{:_w %\D Date: Og é& é[Z‘ S

Notice to CA, MN, and OK Residents:

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




EMERGENCY CONTACT INFO 110

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

Employse Name: E“U\& . m

L
Address: A\

Home Phone: ngé_&gg& as 11

EMERGENCY CONTACTS
Please list two people (in priority order) who could be contacted in case of an emergency
Contact #1 Home Phone:
Name: AFY{d\I Zam bhra " Cell Phon (_le 3“_—':‘{—] q 755
Relationship: I)Od Work Phone:
Contact #2 Home Phone:
Name: Cell Phom 5 ©f
= DA Z0mbroarg USI 276 8/ &5
Relationship: Ero—n\_q,(' 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.



STATEMENT OF CONFIDENTIALITY

This agreement made this Dﬂday of B?\ ! 2015,. between
Employ;hSo.luﬁons Staffing Group LLC, hereinafter referred to as “emplayer”,
and vt hereafter referred to as "employee”.

WITNESSETH:

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

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

4 Rut O

Y

loyer Solutior(s Staffing Groupy, Representative

W""’/
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INJURY MANAGEMENT PROGRAM

Injured Worker’s Responsibilities

As your employer, we are concerned about your full recovery. Reasonable and
necessary medical care will be palid for any compensable work injury. Medically
authorized time away from wark 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:

Minnesota Rule Sec. 5221.0430, Subp. 1 requires that you choose one primary
heaith 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 Iif
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 returh to work planning and that you be released to return to work
at the earliest appropriate time.

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

Follow all physical restrictions at home and at work.

Report to work and perform physically suitable tasks as assigned. These may or
may not be in your regular department. The work may or may not be on your
usual shift.



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

ifv your emplover immediately of any new injuries or conditions that impact

your physical condition.

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

| have read my responsibilities and agree to abide by these guidelines.
Signed: N

F AT

Printed Name: QUH’BB




et T I S N i S, fleey . - -
LAY BHALT Y T oLzl iy L L8 SR

Important/Importante
LOST OR STOLEN PAYCHECKS

If a paycheck Is lost (missing, misplaced, destroyed, lost in the mall, etc.), you
must notify your staffing recrulter 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 plerde (que falta, fuera de lugar, destruido, perdido en
el correo, efc), usted debe notificar a su reclutador de perscnal que el chegue no
$e puede encontrar. 8l se puede verificar que el cheque no ha sido cobrado,
ESSG se detendré stelegua.de pago y resmitir el cheque a ustsd, descontando
un cargo de entyé ;

St su cheque de page-fde robado, primero debe denunciar el robo a la policia
antes de que padamos volver a emifir e cheque. Una vez hecho esto, usted
debe proporcionar una copia de la denuncia a su reclutador de personal que el
cheque fue robado, Si el cheque no ha sido cobrado y si la perdida del chegue
no fue su culpa, ESSG emitira un nuevo cheque y no hay cuota se deducira.

AGREED/SE ACUERDA—

Name/Nombre (con letra de molde): N_#' E\/D

SlgnaturelFlrma.j & 5&: @()
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ESSG WORKPLACE SAFETY POLICY

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

(1) Ensure that its clients provide you with a warkplace free from serious
recognized hazards and comply with standards, rules and regulations issned
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.

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

ESSG is committed to vigorously enforcing its OSHA Compliance Policy.

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

» Responsibility to work in compliance with OSHA laws and regulations

* Responsibility to use personal protective equipment and clothing as directed
by the host employer

» Responsibility to report workplace hazards and dangers

e Responsibility to work in a manner as required by the employer and use the
prescribed safety equipment.

You have the following basic rights:

e 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,
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* Right to request information about safety and health hazards in the
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 13 other federal statutes for which OSHA has jurisdiction, or for
refusing to work when faced with imminent danger of death or serious injury and
there 18 insufficient time for OSHA to inspect, Retaliation or reprisal taken against
anyone who has expressed concern about workplace safety is illegal.

If you believe that your right 0 a safe workplace has been violated, you can make a
report to a 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 hazardous worksite conditions.



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 952.885.1288/1.866.496.7578 with any
questions 1 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,

1 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 ox ESSG’s Safety Director at
952.835.1288/1.866.496,7573 in order to obtain assistance in the resolution of such
matters.

Employee Name (Please Print)

Rt B0

Employee’s Signature:

\%\ M Q/ I__D() Date: Og[ a'al/ g




=k Pre-Screening Notice and Certification Request for
(Rev. March 2016) the Work Opportunity Credit GVIB No, 1645-1500
DS o b Tiemury > Information aboirt Form 8350 and its separats Instruotions s at www.irs.gov/forme8s0,

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

Your name __mt@o Soclal security number > ﬁ 7 ‘/2 ?Q__ Cﬂi
Strest address where you live X5L0 L, Tfmm 9)‘\{

City or town, state, and ZIP corle Id O!H ag(!l M és ILS

County Telephons numbsr (ol 78

1 you are under age 40, enler your date of birth {month, day, yeay O Q l QZ Zf@lf

1 [ﬂ] eck here if you recsived a conditionsl certification from the state worldoroe agenoy (8WA) or a participating local agenoy
r the work opportunity credit.

2 €heck here i any of the following statements apply to you.

* | am a member of a family that has recaived assistanoe from Temporary Assistance for Needy Familles {TANP) for any @
months during the past 18 months,

* 1am a veteran and a member of a family that received Supplsmenta) Nutrition Assistance Program {SNAP) benefits {food
stamps) for at least a 3-month period during the past 18 months.

¢ | was referred here by a rehebilitation agency approved by the state, an smployment network under the Tickst to Wark
program, or the Department of Veterans Affairs.

» lamatleaatage‘labutnotageworolderandIamamamberofafmllym
a. Received SNAP banefits (food stamps) for the past 6 months; or
b. Received SNAP bensfits (food stamps) for at least 3 of the past & months, bit is no langer sligible to receive them.

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

* | recsived supplemental security income (SS)) benefits for any month ending during the past 60 days,

¢ | em a veteran and | was unemployed for a period or periods totaling at least 4 waeks but less than 8 months during the
past year,

8 Check here if you, are & veteran and you were unemployed for a period or perfods totaling at least 6 months during the past
yaar'

4 Check here if you are a veteran entitled to compensation for a sarvice-connected disability and you were discharged or
released from aotive duty in the U.8, Armed Foroes during the past vear.

i

[D Check here it you are a vetaran entitled to compensation for a service-connacted disability and you were unemployed fora
period or periods totaling at least 8 months during the past year.

o

Check here if you are a member of a family that:
* Recaived TANF payments for at least the past 18 months; or
* Reoeived TANF payments for any 18 months beginning after August 5, 1897, and the earliest 18-month period beginning
after August 6, 1987, ended during the past 2 years; or
* Btopped being sligible for TANF payments during the past 2 years because federal or state law limited the maximum time
thoss payments could be made.

~3

Check here if you are in a period of unemployment that Is at lsast 27 consecutive waeks and for all or part of that period
you racelved unemployment compensation.

Signature—Ail Applicants Must Sign

Under penalties of parjury, | declare that | gave the above infermation to the employer on or before the day | was oitered a job, and 't Is, to the hest of my knowlsdge, trus,
worect, and complsta,

Job applicant's slgnatuvekj Q\d—g‘/@ Date 05 a >~ Qd?

For Privacy Actand Paperwuork Reduction Act Notice, see page 2. Cat. No. 23881L FormBB50 (Rev” 3-2016)




. fecalved, read and understand CORPORATE MANAGEMEN P8 Policy and Procedura
for Drug and Alcohol Tasting (“Pollcy”). 1 understand that if | am hired 1 will he employed op.

an at-will basls and that this Pallcy does not alter the atwill nature

relationship;. :

in the drug and alcoho}
testing process may ba disclosed to and discussed with 3 Meefical Review Officar (“MRQ"), 1
consant to such test results and other Information being disclosed to and discussed
with an MRO. :
e 82218 RGO
: - Employee Signature
Emi:loyae Name (Printed)
wméndbn LGt
e € 10216 %g é N
- -

7%{ & hasiu Lo pedie.

Witness Narre (Printed) ' :
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Form A (rev. 03/2017) TAX CREDIT QUESTIONNAIRE

EMPLOYER SECTION:
Client: Company:
Lueation: Position:
EMPLOYEF, SECTION:
" First Name: Lagn‘\!ame: S\LS Street Address: City/State:
| 2004 _Timberee dy W00 oy
S8 Date of Births Ages ::;we you wo‘r'l’ted for i 1fyes, location:
s company gyﬁ
ST7 42,9083 030 1994 | 84 | 5B,

Please complete all questions, and sign and date the form.

1. Haveyou or has anyone living with you received Temporary Assistance to Needy Families (TANF)
at any time sincs August 5, 19972 (Fyes, please provide information below.)
Name of the person receiving henefits, Relationstup to yow

City: ____ Counfy: ___ Srate;

2. Have you or has anyone living with you received Food Stamps (SNAP) at any time during the past 15 months?
{IF yes. please provids snfunmation belpw:)

Name of the Teceiving benefits; Relationshiptoyorw:
ool v

3. Have you received Supplemental Secarity Income (SSI) at any time within the past 3 months?
- Please note, this is not the same 28 Social Security benefits (88} or Social Security Disubility (SSDI) benofits,
*f you checked yes pleare provide a copy of vour SS1 ducianeination,

Q

4, Haveyou received any type of vocational rehabilitation services within the past two years?
Ifyes, please indicate which type of ageney you worked with and provide their location information belows
Vocational Rehabilitation Agency  [J] Dept. of Voturans Affrirs [[] Erployment Netwurk (Ticket to Work Program)
Nameof Agenoy: ____ Phoned:
City: ... County: _ __ State
*ifyou checked yes please provide a copy of your active Individual Work Plan and Ticket to Work decumentation.

o)
=

|5, Are you a Veteran of the U.S. Military? */fves, please jrovide a copvy of your DD-214 and letier of separarion, O
{IFyes, please provide information below. Ino, pleaso sontinue quastion ¢6,)

Dates of Service - From: To: i

Branch ol Service:

| Are you antifled to or are you receiving compensation for a service-connected disahility?
6. Have you been unemployed at any time during the last 12 months?

| Ifyes, dates of unemployment - Prom: To:

Did you receive unemployment compensation at any point during your unemployment?

Fyes, in which state did you receive unemployment compensation?

2|

Q

<

L ql sqc¢

Q] QO

7. Have you been convicted of a felony or released from prison for a felony conviction in the past 12 months?
Conviction Dat; Releass Duts,

Was this a Federal or D State conviction? 1€ State - County: —— Stule;

e

R : Addditiongl Tax Crellits
IEC (Native American): Are yon or yanr spouss 8 member of a Native American Tribe?
Y you checked ves please provide a copy of your CDIB card,
CA Residents: Are you the child of foster parents? [ Do you receive CalWorks? [E3 Workforee Investment Act?
Are you a migrunt or seasonu} farm worker” D Have you ever been canvicted of a2 misdemeanor”?
SC Residents: [[] Do you receive Family Independence Benafits?

PLEASE READ, SIGN, AND DATE:
Under pepaltica of perjury, ] declare the information above to bs trie and accurare to the best of ny knovledge, and | hereby anthorize any agency, arganization, or r

@]

individuals to supply such verificatton or information that w0y be noeded 1o determine 1ax credit eligibility to my emplayer, employer reprosentative {Asseciated

Consultants. Inc. dba Retrotax), or the, wment of Labor.
New Employee Signature: W Q/\D Date:&% \}T \\ QO




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

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

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

New Hire's Signaturez/ KA 0O pate 079 Z A2 aD)
New Hirg Name: &-Mk aO / g
Social Security Number: ﬁ( 7 [/l )-s 70 (0 &

Employer Name:

Please check the statements below if they apply ¢o 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  1declare that | have been In a period of unemployment since

.

(Enter start date)

Privacy Act Notice: ;

‘Tha intemal Revanue Code of 1888, Seetion 51, as amended and fis enacling legisiafion, P.L. 104-188, pactly that the State Workiorce Agencies are the
“designated" agencles responsible for adminslering ihe WOTC osrtification procedures of fhis program, The information you have provided complefing this
Tormwil be disclossd by your amployer (o the Stats Worldorce Agency. Provislon of thils informationis voluritary: however the information s requlred fo
determine your employer's elgibilty for the fadsral ta credi,

bbb andibanddi s A A D R o PP e S U P GO 4 TN Y S S 0 G YRS 0P TS a8 b e e o3 e = b o

Publlc Burden Statement: L

Parsons are nol raquired t respond o his colisction of informafion unless Itdisplays a cumanfy valid OM B contro! number. Respondetis” obligation i
Somplata this fom is required to ablain or retain benefits (P.L. 144-5). Public Teporiing burden i estimated to average 10 minuies per response, including the
me for reviwing inslruciions, searohing exisfing dafa sources, gathering and maintzining the data nesded, and complating &nd reviewing the colstiion of
Information. Send commants regarding this burden esiimate to the U.S, Deparment af Labar, Division of National Programs Tools Techmical Assistanca,
Room C-4510, Washington, D.C. 20210 {Paperwork Reusiion Projsct 12050371}, Plsase do notsubmit completed forms o fhis address,

117-

ETA Form 9175 (Rev. November 201 8)



Fixed Indemnity Medical Benefits _Plan 2

e L

VSl 219301-ESG-1

OFFICE USE ONIX

LOCATION

Rehire Date

/

/.

ENROLLMENT FORM

-Namsgu%_

Address

: Name of Covered Person (s) ;

C. LIMITED BENEFITS PLAN SELECTION

You MUST select a coverage level before
identical. The Fixed Indemnity Medical Pla
lnsurance Company The Vision plan is un

'-_ SELECT covagms LEV_EI._._:
.Empitlayee Only
Employee + 1
Employee + Family

NO to ALL Beneﬁts

A. REQUIRED EMPLOYEE INFORMATION

evo

ESC CU(UNAC—MN) P1v18.2

PRINT USING BLACK or BLUE INK {(Must Be Filled Out)

Social Secunty#

| State

Home Phone

Date of Birth

2 |=i

R T ey g e

/!

e e e

- No 1¥es, please continue, -

' Medlcare Effectnve Date

" 5
sogareinthig?

Payroll Déducted Weekly Rates

TERM LIFE
$0.60 ]
$0.90
$1.80

derwritten by Companion Life Insurance Company.
P I INITY | DENTAL VISION
$2025 () s6.17 1 $2.42 O
$41.10 $12.34 $4.92
$54.88 $20.36 $6.56
| Ellves DI | ElTves Dlino | Ellves Clle |

_’Thls coverage | is not ayal_l ile to residents of I\‘IIH HI o.r PR ZSTD‘IS_ not available to

For Term Life / Accidental Death & Disme
Dismemberment is part of the Term Life

Relationship

any benefits in Section C. Your coverage level for the all benefits in Section C will be

n, Dental Plan, Term Life Plan, and Short-Term Disability plans are underwritten by BCS

SHORT-TERM
DISABILITY 2

$4.20 (5

o3

.Yes . No

.Yes - No

T  persons w who work in CA Hl NJ,NY,orRI.
mb:;iltnent, please write in your beneﬂciary information. Accidental Death &

D. REQUIRED DEPENDENT INFORMATION

Name

Name
T

Name

E. REQUIRED SIGNATURE

| have read the benefit packet and understa
a hrnrted tlme and ] understand that makl

DATE ./-.—;.: '

N 8 b

Social Security # Date of | Birth | Sex

o U

_//

Social Securlty# Date of Birth | x Sex

/7

‘Social Secunty# Date of Birth | | Sex
!l 7/

Social Secunty # Date of Blrth Sex

o v a—— o

YOU T MUST_ SIGN AND DA

L
jiniiz
IEI
RLOIE IR )

*This Plan DOES NOT Alleviate the Individual Mandate Penalty*

Relatvonshlp
|ﬂ:|] SpouseD] Chlld. Domestuc Partner
Relatlonshlp
§ E] Spouseﬂ:l] Chlld . Domestic Partner
" | Relationshi
I_J | Spous
Relatlonsh
l:l Spous

J&l Chlld. Domestlc Partner
Iﬁ] Child K| . Domestic Partner

| IF YOU DECLINE COVERAGE

. at' open enrollmant is only avajlable for
selectlon isa declm tion of ¢ :bverage

This is an Essential StaffCARE Enroliment Form.



i
HeAavrTuEZ
Enhanced MEC_Plan 1

Benefits Enroliment Form [T New Emp

loyes

[[l Rehire Rehire Date

Employec nformation

%

S L Pt | atrda

Sz empioyer sal s group

[t

Name and Lasf) Soclal Sscurity Number
Address City State Zip Cade
Gender [ Male | Marital Status Ll Singls | Date of Birth Dato of Hire
1B Fomale | Tl Maried [y pivorced
Phone Number: Emall Address:
Please Select Desired Coverage:
Employee Only - D Employee+Spouse - [ | Employee+Child(ren) - Family -
$24.00/Week $38.00/Week $36.00/Week $63.00/Week
apendent
Solal Seourlly # Birth Date | SeX Relationship
Q1 Mais (3] Spouse Child
[ First Name M. Last Name Q1 Female D e P
Dependenf
Soolal Security # Birth Date | Sex Re]aﬁonship
(a1l Child
[First Name ML LastName g F'zﬂn;le lamDomesﬁca Partner
[Bependent VA AT
Soclal Security # BirthData | Sex Relatiomhip
Mal %
(First Name ML Tsst Name i ‘:a = Bpallu DQI Chxisl:mu
Other coverage information including Medicare/Medicaid j

EFF. DATE

EFF. DATE

EFF. DATE

Employes Acknowledgement and Authorization - | here!

the nacessary payroll deduction of premiums for covarages | have elected.

by apply for the group benefit{s) as Indicated. | acknowledge that all entries are true and complete and that
any missiataments or fallure to report information may be used as the basis for cancsllation of coverage for me and my dependent(s), If any, from the original
Ieﬂ'ectlve date, Further, 1 authorize my employer to make

IF ENROLLING - YOU MUST SIGN HERE

Employes Signature Date

EMPLOYEES DECLINNG I am DECLINING coverage

1 understand that | and/or my dependants, i any, walva any coverage and desire to

must meet the requirements defined In the Certificate of Coveraga for the company’s meadical or dental

(Including my spouss) because of cther caverags, | may, in future be able to enrall myself or my depen in this plan,

days afier the other coverage ends. In addition, if a new dependent relationship forms as a result of marriage, birth,
of adaption, | may be able to anroll myself or my depandant, provided | raquest enroliment within 31 days of the event.

IF DECLINING- YOU MUST SIGN HERE

participate in the plan at a later date. Uwe may ba considered a late enrolles and
plans. It 1 dacline anraliment for myseif or my dependents
provided | request anroliment within 31
adoption, placement for adoption of parting suit

Emplayer Solutions Staffing Group Health Benefits Team
PO Box 46270
Minneapolis, MN 55344
Phone: 952-767-8518 Fax: 952-767-9515
Email: Health@employersolutionsgroup.com

Lot - OR [ 30/ 20)¢C



