7301 Ohms Lane Suite 405

employer solutions staffing group. cdina, M 55439

. Leveraging Resources in a Changing Market IEIA352:59SRIZG8 emECIISRR60 Sall2o0
www.esgstaffingsolutions.com

New Hire Application

Personal Data-- PLEASE PRINT LEGIBLY IN INK

LastName _|_Gio10) First Name ’Z\{Gﬁ Middle Initial Q
Street Address_<17 Lo W) @™ De . wedrmirsker—(o-eens
Cityistateizip _L Ues\mia<ster (O 20031

Phone Number _ |7 (5-4lp [ - g Email Address Hl!l[l\!iﬂlh-]qc‘ i @%!!}Q“ com

Staffing Agency/Recruitment Partner

Apt/Ste

Are you legally authorized to work in the United States of America? [AYES [JNO

Applicant Certification and Authorization

| authorize Employer Solutions Staffing Group (ESSG) to use the information and statements contained in this application to determine my
qualifications for employment. | authorize ESSG to make inquiries of my former employers, except as indicated in this application,
regarding my previous duties, responsibilities, performance, compensation and eligibility for rehire.

| understand that a comprehensive background check may be conducted to determine my eligibility for hire by certain clients of ESSG.
This may include but is not limited to, investigations of criminal and/or conviction records, driving records andfor a drug screen test as
required by clients, government regulations or by ESSG policies.

I release ESSG and other persons or entities from any claims that might be based on ESSG's decision to conduct a hackground 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 any material omission or misrepresentation will result in my disqualification from
consideration for employment or, if discovered after | begin employment, will result in my termination.

M 05-19-lb

t's Signature Date

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

'@\ Jo\ LO\W\\(\

Name (Print or type)

& copy or faceimile {"fax") will be considersd the same as an origina! signature. Emall will ONLY be used for employment coiresponidence

For ESSG Office Use Oniy
DOH NHW -8 8850 w4
Emergency Contact Info | Background Release Form Background Results Unemployment Letter ESC Application
{if applicable}
For ESSG Client Use
DOH ___________ | RoP Work Site Loc. WC Code

ESSG - CMG-CO Rev. 11/2013



‘Form W4 (2016)

Purpose. Complete Form W-4 so that your employer
can withhold the cofmect federal income tax from your
pay. Consider completing a new Form W-4 each year

and when your personal or financial situation changes.

Exemption from withholding. If you ars exempt,
complete only lines 1, 2, 3, 4, and 7 and sign the form
to validate it. Your exemption for 2016 expires
February 15, 2017. See Pub. 505, Tax Withholding
and Estimated Tax.

Note: If another person can claim you as a dependent
on his er her tax retum, you cannot claim exemnption
from withholding if your income exceeds $1,050 and
includes more than $350 of unearned income (for
example, interest and dividends}.

Exceptions. An employee may be able to claim
examption from withholding even if the employes is a
dependent, if the employes:

* |s age 65 or oider,
¢ |s blind, or

* Will claim adjustments to incoms; tax credits; or
itemized deductions, on his or her tax return.

The exceptions do not apply to supplemental wages
greater than $1,000,000,

Basic instructions. If you are not exempt, complete
the Personal Allowances Worksheet below. The
worksheets on page 2 further adjust your
withhelding allowances based on itemized
deductions, certain credits, adjustments to income,
or two-eamers/multiple jobs situations.

Complete all worksheets that apply. However, you
may claim fewer {or zero) allowances. For regular
wages, withholding must be based on allowances
you claimed and may not be a flat amount or
parcentage of wages.

Head of household. Generally, you can claim head
of hougehold filing status on your tax return only i
you are unmarried and pay more than 50% of the
costs of keeping up a home for yaurself and your
dependent(s) or other qualifying individuals. See
Pub. 501, Exemptions, Standard Deduction, and
Filing Information, for information.

Tax credits. You can take projected tax credits into account
in figuring your allowable number of withholding allowances.
Credits for child or dependent care expenses and the child
tax credit may be claimed using the Personal Allowances
Worksheet below. See Pub. 505 for information on
converting your other credits into withholding allowances.

Nonwage Income. If you have a large amount of
nonwage income, such as interest or dividends,
consider making estimated tax payments using Form
1040-ES, Estimated Tax for Individuals. Otherwise, you
may owe additional tax. If you have pension or annuity
income, see Pub. 505 to find out if you should adjust
your wlithholding on Form W-4 or W-4P.

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

Nonresident alien. If you are a nonresident alien,
see Notice 1392, Supplemental Form W-4
Instructions for Nonresident Aliens, befora
completing this form.

Check your withholding. After your Form W-4 takes
effect, use Pub. 505 to see how the amount you are
having withheld compares to your projected total tax
for 2016, See Pub. 505, especially if your earnings
exceed $130,000 (Single) or $180,000 (Married).

Future developments. Information about any futurs
developments affecting Form W-4 {such as legislation
enacted after we release it) will be postad at www.irs. goviw4.

Personal Allowances Worksheet (Keep for your records.)

A Enter “1” for yourself if no one else can claim you as a dependent .
* You are single and have only one job; or

B Enter “1” if:

* You are married, have only one job, and your spouse does not work; or
* Your wages from a second job or your spouse’s wages (or the total of both) are $1,500 or less.
(o] Enter “1” for your spouse. 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 avoid having too little tax withheld.) .

D Enter number of dependents (cther than your spouse or yourself} you will claim on yourtaxreturn . . . . . .
E  Enter “1" if you will file as head of household on your tax retum (see conditions under Head of househcld above)
F Enter “1” if you have at least $2,000 of child or dependent care expenses for which you plan to claim g credit

A
B _O
c _0o
D _ &
E ™

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. 972, 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” if you
have two to four eligible children or less “2" if you have five or more eligible children.
* If your total income will be between $70,000 and $84,000 ($100,000 and $119,000 if mamied), enter 1" for each eligible child . G
H  Addlines A through G and enter total here. {Note: This may be different from the number of exemptions you claim on your tax return.) » H )
* If you plan to itemize or claim adjustments to income and want to reduce your withholding, see the Deductions

For accuracy,
complete all
worksheets
that apply.

and Adjustments Worksheet on page 2.

* If you are single and have more than one job or are married and you and your spouse both work and the combined
eamings from all jobs exceed $50,000 ($20,000 if married), see the Two-Earmers/Muliiple Jobs Worksheet on page 2
to avoid having too little tax withheld.

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

Form W"'4

Department of the Treasury
Internal Revenue Service

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

Employee's Withholding Allowance Certificate

» Whether you are entitled to claim a certain number of allowances or exemption from withholding is
subject to review by the IRS. Your employer may be required to send a copy of this form to the IRS.

OMB No. 1545-0074

2016

4 Your first nome and middle initial

A N

Last name

LoamYs

2  Your social security number

923 &] - 8033

Home address {number and strest or rural route)

westminsit o Copccsl

HANATERNE MY,

3 E Single I:l Married D Married, but withhold at higher Single rate.
Note: I married, but legally separated, or spouse is a nonresident alien, check the “Single” box.

City or town, state, and ZIP code

4 If your last name differs from that shown on your soclal securlty card,
chaclk here. You must cz! 1-800-772-1212 for a replacement card. |:|

Wedminsie~ Co 20031
5

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

6  Additional amount, if any, you want withheld from each paycheck . . . . .
7 | claim exemption from withhoiding for 2016, and | certify that | meet both of the f
* Last year | had a right to a refund of all federal income tax withheld because | had no tax liability, and

ollowing conditions for exemption.

s$(_’g

= This year | expact a refund of ail lederal incurne tax withheld because i expect to have no tax iiabiiity. i

if you meet both conditions, write “Exempt” here. . . . .

7]

Under penalties of perjury, | declare that | have examined this certificate an

Employee's signature
(This form Is not valid unless you sign it.) »

nean

d, to the best of my knowledge and belief, it is true, correct, and complete.

peter (75 - /9~ [

8 Emplayer’s name and address (Employer:

mq(ete lines 8 and 10 only if sending to the IRS.)

9 Office code (optional) | 10 Employar‘i'dentiﬁcation number (EIN)

For Privacy Act and Paperwork Reduction Act Notice, see page 2.

Cat. No. 10220Q

Form W-4 2016)



This form cannot be used for employees hired prior to September 6, 2012.

Revision Date: 09/06/12
Expiration Date: 10/01/14

Affirmation of Legal Work Status
Pursuant to § 8-2-122, Colorado Revised Statutes

Employee Name: L_QW'\D 2\_! oM Nelsen  o5-23-4l
Last Fitkt Middle Date of Birth
Social Security Number: 55273 - ¢ - 2033 Date of Hire: (MM/DD/YYYY)

In accordance with § 8-2-122, C.R.S., within 20 days after hiring the new employee listed above,

I affirm all four of the following by signing this form:

1. Ihave examined the legal work status of the above named employee.

2. Thave retained file copies of the documents required by 8 U.S.C. sec. 1324a.
3. Ihave not altered or falsified the employee’s identification documents.
4

I have not knowingly hired an unauthorized alien.

Print Name of Employer (or Designated Representative) ~ Official Title

(MM/DD/YYYY)
Signature of Employer (or Designated Representative) Date Signed by Employer

Business or Organization Name Employer Phone Number

The provision of false or fraudulent information on this form may subject the employer to a
significant fine and/or additional penalties.

This form and the documents required by 8 U.S.C. sec. 1324 (copies or electronic copies) will be
retained for the duration of the above named individual’s employment.

§ 8-2-122(2), C.R.S.: On and after January 1, 2007, within twenty days after hiring a new employee, each employer in Colorado
shall affirm that the employer has examined the legal work status of such newly-hired employee and has retained file copies of
the documents required by 8 U.S.C. sec. 1324a; that the employer has not altered or falsified the employee’s identification
documents; and that the employer has not knowingly hired an unauthorized alien. The employer shall keep a written or electronic
copy of the affirmation, and of the documents required by 8 U.S.C. sec. 1324a, for the term of employment of each employee.

This mandatory affirmation is provided by the Celerado Division of Labor. Visit www.colorado.gov/edle/evr for mere information.




Employment Eligibility Verification USCIS

Form 1-9
Department of Homeland Security OMB No. 1615-0047
U.S. Citizenship and Immigration Services Expires 03/31/2016

e ——————— e ———————e e
»START HERE. Read instructions carefully before completing this form. The instructions must be available during completion of this form.
ANTI-DISCRIMINATION NOTICE: It is illegal fo discriminate against work-authorized individuais. Employers CANNOT specify which
document(s) they will accept from an employee. The refusal to hire an individual because the documentation presented has a future
expiration date may also constitute illegal discrimination.

Section 1. Employee Information and Attestation (Employees must complete and sign Section 1 of Form 1-8 no later
than the first day of employment, but not before accepling a job offer)

Last Name (Family Name) First Name (Given Name) Middle Initial | Other Names Used (if any)
Lomvp ’\2\5 A, N
Address (Street Number and Name) Apt. Number City or Town State Zip Code
22 W SO PO wetwinsier CoO |80l
Date of Birth {mm/ddAryyy) |U.S. Social Security Number | E-mail Address Telephone Number

0s-23 ~1qo1 [BREHehHebBY ] ryonloimbp%at Ddagrmad-cor [)qp)-0qoT

I am aware that federal law provides for imprisonment and/or fines for false statements or use of false documents in
connection with the completion of this form.

| attest, under penalty of perjury, that | am (check one of the following):

E_ A citizen of the United States

I_—_l A noncitizen national of the United States (See insfructions)

[] A lawful permanent resident (Alien Registration Number/USCIS Number):

] An alien authorized to work until (expiration date, if applicable, mm/ddfyyyy) . Some aliens may write "N/A" in this field.
(See instructions)

For aliens authorized to work, provide your Alien Registration Number/USCIS Number OR Form 1-94 Admission Number:

1. Alien Registration Number/USCIS Number:
3-D Barcode

OR Do Not Write in This Space
2. Form 1-94 Admission Number:

If you obtained your admission number from CBP in connection with your arrival in the United
States, include the following:

Foreign Passport Number:

Country of Issuance:

Some aliens may write "N/A" on the Foreign Passport Number and Country of Issuance fields. (See instructions)

o / -
Signafure of Employee: 6 2 ,z ,@f\ Date (mmMdyyyy): 35 - jG - | (o
v/ o

Preparer andlor Translator Certification (To be complsted and signed if Section 1 is preparéd by a person other than the
employee.)

| attest, under penalty of perjury, that | have assisted in the completion of this form and that to the best of my knowledge the
Information is true and correct.

Signature of Preparer or Translator: Date (mm/ddfvyvy):
Last Name (Family Name) First Name (Given Name)
Address (Street Number and Name) City or Town State Zip Code

¥ T g By A PP e SRR,
® o]

FormI-9 03/08/13 N



T et o

mployer Cbmﬁféte.sz ThzsPage

Section 2. Employer or Authorized Representative Review and Verification

{Employers or their authorzed representative must complete and sign Section 2 within 3 business days of the employee's first day of employment You
must physically examine one document from List A OR examine a combination of one document from List B and one document from List C as listed on
the "Lists of Acceplable Documents” on the next page of this form. For sach document you review. record the following information: docurnent tiffe,
issting authority, document number, and expiration date. if any ) s - :

Employee Last Name, First Name and Middle Initial from Section 1: L.q,rnb ) M&n !L) .

List A OR List B AND List C
identity and Employment Authorization Identity Employment Authorization
Document Title: &l Dogument Title: Document Title:
_ _ 400D Dever Licenbe
Issuing Authority: lssuing Authority: Issuing Authority:
Document Number: r‘ Document Number: Document Number:
_ O7- I8la - WO
Expiration Date (if any){mm/dd/yyyy): 1 Expiration Date (if any){mm/ddfyyyy}: Expiration Date (if any)(mm/dd/yyyy}):
g os/a2/200)
Document Title: B !
i
F.'
Issuing Authority: L
L
Document Number: ;
i
Expiration Date (if any){mm/ddfyyyy): 8
'" 3-D Barcode
Document Title: F Do Mot Write In This Space
Issuing Authority: '1:
§
Document Number: }:

Expiration Date (if any){mm/ddiyyyy): 1

Certification

| attest, under penalty of perjury, that (1) | have examined the document(s) presented by the above-named emplovee, (2) the
above-listed document(s) appear to be genuine and to relate to the employee named, and (3) to the best of my knowledge the
employee is authorized to work in the United States.

The employee's first day of employment {mm/dd/yyyy): &’Jﬂ_ 20l (See instructions for exemptions.)
Signature of Employer or Autherizgd Representative Date {mm/d / Title of Employer or Authorized Representative

oozl a0t | Rdmin, Remicdant

First Name (Given Nam!a) } Employer's Business or Organization Name

st Name (Family Name)}

H EMP LUTIONS STAFFING GROUF LLC
Fad l ¢ ) | r LOYER SOLUTIONS STAF
Empiloyer's Business-yr Organization Address’ (Streef Number and Name) | City or Town State Zip Code

7301 OHMS SUITE 405 EDINA MN 55439

Section 3. Reveritication and Rehires (To bs completed and signed by employer or quthorzed representative )
A. New Name (if applicable) Last Name (Family Name) First Name (Given Name) Middle Initial |B. Date of Rehire {if applicable) (mm/ddiyyy):

C. If employee's previous grant of employment authorization has expired, provide the information for the document from List A or List C the employee
presented that establishes current employment authorization in the space provided below.

Document Title: Document Number: Expiration Date (if any){mmyddyyyy):

-

| attest, under penaity of perjury, that to the best of my knowledg'e, this employee is authorized to work in the United States, and if
the employee presented document(s), the document(s) | have examined appear to be genulne and to relate to the individuat.

Signature of Employer or Authorized Representative: Date (mm/ddiyyyy): Print Name of Employer or Authorized Representative:

Form1-9 03/08/13 N






6/2/2016 E-Verify - Print Case Detalls - Preview

Employmeni Eiigibility var!ﬁf;atian
SENSITIVE BUT UNCLASSIFIED

Case Verification Number: 2016154174006SD
Report Prepared: 06/02/2016

Company Information

Company ID: 47429 Company Name: Empleyer Solutions Staffing Group

Employee information

Last Name: Lamb First Name: Ryan

Date of Birth: 05/23/1991 Social Security Number; *** #* 8033

Hire Date: 05/19/2016 Citizenship Status: A citizen of the United States
Document Information

: 22

List B Document: Driver's license or ID card issued by a U.S. state or List C Document: Social Security Card
cutlying possession

Document Name; Driver's license Document State: Colorado

Driver's License or ID Card Number: Document Expiration Date: 05/23/2021

.Case Status Information

Final Case Result: Employment Authorized Employer Case TD:
Case Submitted On: 06/02/2016 Case Submitted By: AFIN3846
Closed On: 06/02/2016 Closed By: AFIN3846

Closure Statement: The employee continues to work for the employer after receiving an Employment Authorized result.

SENSITIVE BUT UNCLASSIFIED

hitps:ffe-verify.uscis.goviemp/BpCaseDetailsLetter.aspx?CaseVer Num=2016154174006SD

i1



Authorization

Authorization: By signing below, you authorize: (a) backgroundchecks.com (“BGC”) to request infor-
mation about you from any public or private information source; (b) anyone to provide information
about you to BGC; (c) BGC to provide Employer Solutions Staffing Group, LLC one or more reports based
on that information; and (d) us to share those reports with others for legitimate business purposes re-
lated to your employment. BGC may investigate your education, work history, professional licenses and
credentials, references, address history, social security number validity, right to work, criminal record,
lawsuits, driving record, credit history, and any other information with public or private information
sources. You acknowledge that a fax, image, or copy of this authorization is as valid as the original. You
make this authorization to be valid for as long as you are an applicant or employee with us.

The Consumer Financial Protection Bureau’s “Summary of Your Rights under the Fair Credit Reporting
Act” is attached to this authorization. If you are a New York applicant, a copy of New York’s law on the

use of criminal records is attached. By signing below, you acknowledge receipt of these documents.

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

Printed name: ‘ZU (2 A Nelsan Lo
First ' Middle (O Last
none)

Other names used:

Current and former addresses:

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

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

0S - 23 -194 S523-51-%03R
Date of birth Social security number
GI-ISte —1024  COlorade yon Nelson Lam®d
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 Qklahoma, you may request
a copy of the report by checking this box: [J.

Signatfire Date



EMERGENCY CONTACT INFORMATION

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

Employee Name: K’f (R A \.._Gm b
Address: _ 3770 W Go™ e, Westminsier €O €003

Home Phone: _ 1 70— “dlo| -9 G

Contact #1 Home Phone:
Name: | 9¢ ©y Manzanares Cell Phone: |70~ 1711 = 3493
Relationship: C—‘ro_nc)mc\ 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 informatisn will remain confidential and will orily be used ini the case of an emergency.




< employer solutions staffing group.
. Leveraging Resources in a Changing Market
Direct Deposit/Payroll Debit Card Authorization

Employees have the option of receiving wages by Direct Deposit and/or Payroll Debit Card.
If you do not provide a written election. wages will be paid hv Pavroll Debit Card.

SEE TN BASIT INEORNA TION
Employee Name . SENE ilast 4 digus) Effective Date

C

5 -if—1 4
2 PANROLL ELEE TGN

‘EI Direct Deposit (Please complete Sections 3 and 3 below)
D Fayroll Debit Card (Please complete Sections 4 and § Below)

[0 Update Bank Account I undersiand and acknowledge that if I do not provide a
Bank Name: voided check with this direct deposit form, I am
O .. %Ct\’\ ) responsible for any delays in payroll or extra costs
Routing# \0‘3 o000 O (Ll incurred if the account number that I provide is incorrect.

Account® {2, T | (03920 Tnitial Q\'( Date_OS- 1% -1,

Account Type: 25 Checking [ Savings O Other

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

SECTION 4 PAYROLL DEBIT CARD (GLOBAL CASLI (_'.-\R['?__f-

Federal law requires all financial institutions to obtain, verify, and record information that identifies each person who opens an account. In order to
request a Payroll Debit Card for you, we must provide all of the following information that will enable the financial institution to identify you. If
you do not submit a Direct Deposit/Payroll Debit Card Authorization, ESSG will provide the necessary information and issue you & Payroll Debit

Card to pay your wages. For your protection, the financial institution may ask you to provide them additional identification information so they can
verify your identity.

Except for the routing and account number, ESSG does not have access to any information regarding your Payroll Debit Card account or
trangactions. On your first payday, you will receive your new Payroll Debit Card, and a packet containing all of the terms and conditions. You will

then sign acknowledging that you received the Payrell Debit Card and packet. Your Payroll Debit Card will be reloaded on each payday you receive
wages.

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

First Name ML Last Name Date of Birth
Street Address (P0 BOX NOT ACCEPTABLE) Social Security#
City State Zip Cell Phone (mobile)
RECEIPT OF PAYROLL DEBIT CARD (to be completed when you pick up your Payroll Debit Card)
Payroll Debit Card Routing # Payrolt 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,
T 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.
authorize the financial institution to debit my Payroll Debit Card account for the fees deseribed in the fee schedule that is part of the program terms,
conditions, and disclosures.

Employee’s Signature: Date:

SECHON 5 AUTHORIZNTION
I authorize ESSG to directly deposit my periodic wages/compensation payments, net of required tax withholdings, other required withholdings
or authorized deductions, into my account(s) as designated above and to initiate, if necessary, debii entries and adjustmentsfor any credit entries
made in etror to my account(s). * E-mail is required for pay stub information.

*E—mail:f\llumamh,lqw @ agmadl .Com

this information will only be used t@nd your paystubs electronically

Employee's Signature: % ﬁd"-( — Date:_(3 S~ /G~ le

v




<, employer solutions staffing group.
. Leveraging Resources in a Changing Market

STATEMENT OF CONFIDENTIALITY

This agreement made this_|19 day of __ (V1 0~ , 20102, between
Employer Solutions Staffing Group LLC, hereinafter réferred to as “employer”
and _R_\Lmv'\ LlambD 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.

Em onee Slgnature

Employer Solutions Staffing Group LLC, Representative



o 3850 Pre-Screening Notice and Certification Request for

(Rev. January 2012) the Work 0pportunity Credit OMB No. 1545-1500
ﬁﬂﬁ"ﬁﬁ:gﬂgﬁﬁw 5 _ P> See separate Instructions.
Job applicant: Fill in the lines below and check any boxes that apply. Complete only this side.
Your name Q\[ G0 \ canpd Social security number» <73 _ | - GGT 2
I —

Streetaddress whereyou live 21 71y ., S0 (O

City ortown, state, and ZIPcode | le<iyninsier  CO - CoOa3l

County '}\C}C\mi Telephone number 170 -] (; [ — OG i
[}

If you are under age 40, enter your date of birth (month, day, year) <9

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

2 [ Check here if any of the following statements apply to you.

* | am a member of a family that has received assistance from Temporary Assistance for Needy Families (TANF) for any 9
months during the past 18 months.

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

* | was referred here by a rehabilitation agency approved by the state, an employment network under the Ticket to Work
program, or the Department of Veterans Affairs.

* lam at least age 18 but not age 40 or older and | am a member of a family that:
a Received SNAP benefits {food stamps) for the past 6 months, or
b Received SNAP benefits {food stamps) for at least 3 of the past 5 months, but is no longer eligible to receive them.

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

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

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

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

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

§ [ Check here if you are a veteran entitled to compensation for a service-connected disability and you were unemployed for a
period or periods totaling at least 8 months during the past year.

6 [0 Check here If you are a member of a family that:
= Received TANF payments for at ieast the past 18 months, or
= Received TANF payments for any 18 months beginning after August 5, 1997, and the earliest 18-month period beginning
after August 5, 1997, ended during the past 2 years, or
*» Stopped being eligible for TANF payments during the past 2 years because federal or state law limited the maximum time
those payments could be made.

Signature—All Applicants Must Sign

Under penalties of perjury, | declare that | gave the above information ko the employer on or before the day | was offered a job, and it Is, to the best of my knowledgs, true,
correct, and complste,

Job applicant’s signature b Date
For Privacy Act and Paperwork Reductigh Act Notice, see page 2. Cat. No. 228511 Form 8850 (Rev. 1-2012)




Form A (rev. 08/12) TAX CREDIT QUESTIONNAIRE RETROTAX.

Specialists in Tax Cracht Administration
EMPLOYER SECTION: .
ESG FEIN#: ESG Client Name & State:
Hiring Manager: Position: Starting Wage: 3
EMPLOYEE SECTION:
Empjoyee Name: Street Address: City/State: Zip:
Jon  Lamb 312 Wwes™ O¢ weshmingiee Co | ©603)
SS#: | Date of Birth: Age: Have you worked for | If yes, location:
23 _ _ this company before?
S | -@a32 | 05 /23 /1990 |2 [ Yes [¥]No
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) D Kl
at any time since August 5, 1997? (If 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? D M
(If yes, please provide information below.)
Name of the person receiving benefits: Relationship to you:
City: County: State: _
3. Have you received Supplemental Security Income (SST) at any time within the past 3 months? D E

Please note, this is not the same as Social Security benefits (SS) or Social Security Disability (SSDT) benefits.
*If you checked yes please provide a copy of your 85I documentation.

4. Have you received any type of vocational rehabilitation services within the past two years? |:]
If yes, please indicate which type of agency you worked with and provide their location information below:
D Vocational Rehabilitation Agency Dept. of Veterans Affairs D Employment Network (Ticket to Work Program)

Name of Agency: Phone #;
City: County: State: _
*If you checked yes please provide a copy of your active Individual Work Plan and Ticket to Work documentation.

4

0|0 Oog
AR AR R’

3. Are you a Veteran of the U.S, Military? *If yes, please provide a copy of your DD-214 and letier of separation.
(¥ yes, please provide information below. If no, please continue to question #6.)
Dates of Service - From: / / To: / /
Branch of Service:

Are you entitled to or are you receiving compensation for a service-connected disability?
Have you been unemployed at any time during the last 12 months?

If yes, dates of unemployment - From: / / To: / /
Did you receive unemploymeni compensation at aiiy poini during your unemployment?

6. Have you been convicted of a felony or released from prison for a felony conviction in the past 12 months?
Conviction Date: / / Release Date: / /
Was this a D Federal or I:l State conviction? If State - County: State:

1EC (Native American): Are you or your spouse a member of a Native American Tribe?

*If vou checked yes please provide a copy of vour CDIB card.

CA Residents: D Are you the child of foster parents? I:I Do you receive CalWorks? D Workforce Investment Act?
I:I Are you a migrant or seasonal farm worker? |_—_| Have you ever been convicted of a misdemeanor?

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

[
3.

PLEASE READ, SIGN, AND DATE:

Under penalties of perjury, I declare the information above to be true and accurate to the best of my knowledge, and 1 hereby authorize any agency,
organization, or individuals to supply such verification or information that may be needed to determine tax credit eligibility to my employer, employer
represemtative (Associated Consultants) Inc. dba Retrotay), or the Department of Labor.

New Empleyee Signature: Date:




employer solutions staffing group.
. Leveraging Resources in a Changing Market

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 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 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.



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.

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

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

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

Printed Name:/ ?A{&{\ LawD

CMG New Hire Checklist o OJLU/d\ “‘f! | for
pg Emplovee:_a%ﬂgmlb_ , m_
2 Client: BN g ‘

A" Location:
2 Recruiter: 2 Co% -
O Dept.:__ bean flany [ m)( M‘\‘\ﬂ(\ “.\m

4 payRate:__ %1050
O Shift Differential: __n|a O[MQ\M’ \D% \0\9[

O Bill Rate Override: nJ A ; i
2 poH: BDlAle  star:_G[1 /1 L SN -
H Bill Rate Code:;___lawieay

il Rendy Foods
E—Background— 2nd snift stat

O Sent to payroll rep: XCKUWL%
& Payroll preference:_ T\ “Pfsttienls G I'Loi(o
K Source:__ N0 W% Carau%gdxsj'
Fﬁeam ?l(«.n:k

Op€ recdon |
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Important/importante
LOST OR STOLEN PAYCHECKS

If a paycheck is lost (missing, misplaced, destroyed, lost in the mail, efc.), 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 C ROBADCS

Si un cheque de pago se pierde (que falta, fuera de lugar, destruido, perdido en
el correo, etc), usted debe nofificar a su reclutador de personal que el cheque no
se puede encontrar. Si se puede verificar que el cheque no ha sido cobrado,
ESSG se detendra el cheque de pago y reemitir el cheque a usted, descontando
un cargo de entre $ 25 - § 35.

Si su cheque de pago fue robado, primero debe denunciar ¢l robo a la policia
antes de que podamos volver a emitir el 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 side cobrado y si la pérdida del cheque
no fue su culpa, ESSG emitird un nueve cheque y no hay cuota se deducira.

AGREED/SE ACUERDA—

Name/Nombre (con letra de molde): (

ﬂgnatureIFirma:




Employee Keeps This Form

Healthcare Notice of Exchange

As your employer, we are required to provide you with the following information under Section 1512 of the Affordable Care Act:

What is the Health Insurance Marketplace?

The Marketplace is designed to help you find health insurance that meets your needs and fits your budget. The Marketplace offers
"sne-stop shopping" to find and compare private health insurance options. You may also be eligible for a new kind of tax credit that
lowers your monthly premium right away. Open enrollment for health insurance coverage through the Marketplace begins in October
2013 for coverage starting as early as January 1, 2014.

Can | Save Money on my Health Insurance Premiums in the Marketplace?

You may qualify to save money and lower your monthly premium, but only if your employer does not offer coverage, or offers coverage
that doesn't meet certain standards. The savings on your premium that you're eligible for depends on your household income.

Does Employer Health Coverage Affect Eligibility for Premium Savings through the Marketplace?

Yes. If you have an offer of health coverage from your employer that meets certain standards, you will not be eligible for a tax credit
through the Marketplace and may wish to enroll in your employer's health plan. However, you may be eligible for a tax credit that lowers
your monthly premium, or a reduction in certain cost-sharing if your employer does not offer coverage to you at all or does not offer
coverage that meets certain standards. If the cost of a plan from your employer that would cover you (and not any other members of
your family) Is more than 9.5% of your household income for the year, or if the coverage your employer provides does not meet the
"minimum value" standard set by the Affordable Care Act, you may be eligible for a tax credit.1

Note: If you purchase a health plan through the Marketplace instead of accepting health coverage offered by your employer, then you
may lose the employer contribution (if any) to the employer-offered coverage. Also, this employer contribution -as well as your
employee contribution to employer-offered coverage- is often excluded from income for Federal and State income tax purposes. Your
payments for coverage through the Marketplace are made on an after-tax basis.

**The Marketplace can help you evaluate your coverage options, including your eligibility for coverage

through the Marketplace and its cost. Please visit .HealthCare.gov. for more information,
including an online application for health insurance coverage and contact information for a Health

Insurance Marketplace in your area™*
If you decide to complete an application for coverage in the Marketplace, you will be asked to provide this Information:

Employer Name: Employer FEIN:
Employer Solutions Staffing Group, LLC 20-8084369
Employer Address: Phone Number for Health Benefits Team:
7301 Ohms Lane Suite 405 Edina, MN 55439 952-767-9519
Insurance Who is Eligible? Meets Meets When is it effective? Will | be
Plans Minimum | Minimum penalized if I
Available: Value Essential only have

Standard? | Coverage? this plan?
Fixed Everyone No No Available immediately — Yes
Indemnity offered upon hire
Plan .
MEC Plan Everyone No Yes Available immediately — No

offered upon hire

Major Full time employees Yesg Yes Within 60 days of being No
Medical after 120 hours are determined eligible
Plan met in 30 days

For more information about ESSG’s Insuranca gptions, contact:
The Health Benefits Team

Empioyer Solutions Staffing Group

952-767-9519 | health@employersolutionsgroup.com

ESSG_ParticipatingLocations_REV_12.2014
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Notification of Colorado Law Requirement —
Unemployment Acknowledgement

According to Colorado Statutes section 8-73-105.3. A temporary employee who
is given a notice that the employee is required to contact or notify the employer
upon completion of an assignment and to be available to work, as agreed upon
at the time of hire, during a specified period of time, on specified dates, or upon
call by the employer on an as-needed basis and who does not contact or notify
the employer upon completion of an assignment in compliance with the notice
and is not available to work at the agreed-upon times is deemed to have
voluntarily terminated employment for the purpose of determining benefits
pursuant to section 8-73-108 (5) (e). Also, a temporary employee who agrees to
work on an as-needed basis and refuses all work within three separate pay
periods when contacted by the employer is deemed to have voluntarily
terminated employment for reasons that may or may nof allow an award of
benefits pursuant to section 8-73-108.

It is your responsibility to contact or notify ESSG (For example, by calling 303-
920-1425, or using another means of contact) once your assignment ends.
If you fail to do so, it may affect your unemployment benefits.

| understand by signing this form that | am responsible to contact or notify ESSG
once an assignmentengs. | also acknowledge that | have received a separate
copy of this form. (Initial)

0S-12-1G

Date:

Employee Signature:

on Loy

Employee (please print your name here)

CMG-08/2013



DRUG AND ALCOHOL TESTING POLICY

I PURPOSE

Alcohol and drug abuse adversely affects job performance, the kind of work an employee
performs and an employee’s opportunities for successful employment. It is the intent of this document
to provide employees with ESSG's [hereafter “the Company”] policy regarding the use of drugs and
alcohol while at work. The Company does not intend to intrude into the private lives of its employees,
but strongly believes that a drug-free workplace is in the best interest of employees and non-
employees alike.

I. SCOPE

This policy applieé to ali applicants for employment and to all employees including contract or
temporary employees. The policy is applicable at Company facilities or whenever Company
employees are performing company business.

Il DISCLAIMER

Employment at the Company is at-will. This policy is not a unilateral employment contract and
should not be interpreted as creating a unilateral employment contract.

Iv. PROHIBITIONS

A. No employee shall report to work under the influence of alcohol, any controlled
substances, or any other drugs or medications that may affect the employee’s alertness, coordination,
reaction, response, judgment, decision-making, or safety.

B. No employee shall operate, use, or drive any equipment, machinery, or vehicle of the
Company or any client of Company while under the influence of aicohol, any controlled substances, or
any other drugs or medications that may adversely affect the employee’s ability to operate such
equipment, machinery, or vehicle, Employees are under an affirmative duty to immediately notify their
supervisor if they are not in an appropriate mental or physical condition to operate, use, or drive any
equipment machinery, or vehicle or otherwise safely perform their job duties,

C. No employee shail unlawfully manufacture, distribute, dispense, possess, transfer, or
use a controlled substance in the workplace or wherever the Company’s work is being performed.

D. Engaging in off-dufy sale, purchase, transfer, use or possession of illegal drugs or
controlled substances may have a negative effect on an employee's ability to perform his/her work for
the Company. [n such circumstances, the employee is subject to discipline.

E. When an employee is taking medically authorized drugs or other substances that may
alter job performance, the employee is under an affirmative duty to notify their supervisor of the
temporary inability to perform his or her job duties.

F. The Company shall notify the appropriate law enforcement agency, licensing boards,
and other relevant authorities when it has reasonable suspicion fo believe that an employee may have
illegal drugs in his or her possession at work or on company premises.



B. Conducting the Testing.

. 1. Consent. All employees required to undergo testing will be required to complete
and sign the employee consent form attached as Appendix A.

2. Refusal to Participate. An employee or job applicant has the right to refuse
testing. However, a refusal of testing will be treated as a fallure to comply with Company policy and
may resuit in withdrawal of a job offer or disciplinary action up to and including termination of
employment.

] The Laboratory. The Company will use a taboratory certified by the National
Institute on Drug Abuse (NIDA) or its successor, the Coliege of American Pathologists (CAP), or the
New York State Department of Health or other licensing body recognized by applicable law to perform
all drug and alcohol tests.

4. Test Results.

The laboratory will conduct both an initial test and a confirmatory test if the initial test is positive. A
negative result on either the initial or confirmatory test will be deemed a negative test resuli (i.e.
the employee passed the test). A positive result on both the initial and confirmatory test will be
deemed a positive test result (i.e. the employee failed the test.)

a. Negative Test Result. An employee or applicant who tests negative for
drugs or alcohol will be given written notice that they passed the test within three working days of the
Company receiving the test results from the testing laboratory.

b. Positive Test Result. An employee or applicant who tests positive for
drugs or alcohol will be given written notice that they have failed the test within three working days of
the Company receiving the test results from the testing laboratory. The employee or applicant will
then be given the opportunity to provide any information to explain the positive result, including any
over-the-counter or prescription medications the employee or @pplicant may have taken. An employee
or applicant who wishes to submit any explanatory information must do so within three working days
after being notified of the positive test result.

An employee or applicant who has a positive test result may also request a
retest of the original sample by the same or different certified laboratory at his or her own expense.
An employee or applicant who wishes to conduct a retest must notify the Company in writing of their
intention to conduct such a retest within five working days after being notified of the positive test result.
If the results of the retest are negative, the test will be considered a negative test result.

C. Right to Test Result. An employee or job applicant'has the right to
request and receive from the Company a copy of the test result report on any drug or alcohol test.

C. Costs. All costs related o alcohol and drug testing will be paid by the Company, with the
exception of any retests requested by the employee or applicant following a positive test result.

D. Disciplinary Action in Response to a Positive Test Result.

1. Interim Discipfine and Action: The Company reserves the right to temporarily
suspend an employee or transfer the employse to another position at the same rate of pay pending
the outcome of any drug or alcohol test. An employee who is suspended without pay will be reinstated
with back pay if the test or any requested retest is negative.



DRUG AND ALCOHOL

TESTING CONSENT FORM
1. I have been allowed to read and inspect a written copy of ESSG palicy on
drugs and alcohol.
2. I have read the entire contents of this policy and | am aware and fully

understand: (a) the policy and its contents; (b) what conduct the policy prohibits and the
consequences of such conduct; (¢) my rights under the policy and the consequences if |
exercise certain rights; and (d) that certain events as described in the policy may result
in adverse personnel action, including my termination from employment with ESSG. |
understand that this policy in any form, and any employee handbook including this
policy, are not a unilateral employment contract or offer thersof.

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

Uy,

Individual’'s Name

QS - 1916
Daie
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Direct Deposit/Payroll Debit Card Authorization

Employees have the option of receiving wages by Direct Deposit and/or Payroll Debit Card.
If you do not provide a written election. wages will be naid bv Pavroll Debit Card,

SECTION | BASIC IREORMAFHON
Employves Mame

SENH (Tas 4 digits) Effective Dute

SECTION'2  PAYROLL ECECTION

_‘ Direet Deposit (Plegse complete Seetions 3 and £ below)

. Payroll Debit Card (Plepss complete Sections 4 and 3 balow)
FION 3 DIRECT BEPEEIT

[3 Update Bank Account

=l Bank Name:

1 understand and acknowledge that if 1 do not provide a
voided check with this direct deposit form, I am
responsible for any delays in payroll or extra costs

incurred if th e ac number that 1 provide is incorrect.
. Initial ﬁ! Eé ate O t 49 ZQ.(’JI@
Account Type: Sm Checking O Savings [Other

*  To help us avoid making an error, please attach a copy of a voided check. (s deposit slip will not work)
*  Mfyou change banks, de not close your old bank account until your direct depsosit has started at the new bank, which may take 2 pay periods.

Routing#

1 Account#

11 Debit CardAor you, we must provide all oI‘ the folGwinhg information that will enabile the fnancial ms‘ututmn to :dermfy you. ]f
you do not Jubmit a Direct Deposit/Payroll Debit Card Authorization, ESSG will provide the necessary infdrmation andnssue you a Payroll D
Card to pay|your wages. Ebr your protetion, the financial institplion may 1k you to provide them additipnal identifi can?n information so they

C
e ronting fand account nuinber, ESSG does nét have accessito any information regarding your Payro lg Debit Card aocoﬁ{'xt orjt
transactions| On your fjrst payday, you v ill receive your newv Payroll Debit Card, and a packet contzining ali of the s and conditions. You will
then sign acknowledging that you received the Payroll Deytuéard and packet‘ Your Payroll Debit Card will be reloaded bn each payday yo# receive

| f

CARDHOiLDER INFORMATION (as‘you want your Fayroll Debit Card lti be issued) / 7
ame | / Date gf Birh !
Y= (1aad |

Street Address (P0 §OX NOT ACCEPTABLE) Social Sechrity# '

L 2 4I;u’riov\ %’\' Prok- '(0;3\ cnll (o Sz—ogfﬁ-tl{
Mhohidtenn |15 f Ps622.9 ‘ T o0 A2 - Y IT

GET TEXT ALERTS, when your paycheck is de; ssited on your card! : |:|Yes sign me up, for 1e:5t alerts j .-
All we need to kngw your cell phone service provi}:iir and mobile number sbove! f My mobile service pmvxd!er is:

v

¥ : ;
RECEIPT §F PAYROLL DEBIT CARD {10 be ;:ompleted when you pick up ypur F'ayrpli Debii Card) ! )
Payroll Debi Catd Routing # Pagroll Delfit Card Accourd # \ / ]
073972181 i

T have recejvedimy fayroll Debit Card, welcome broclure, program fees, program (erms, dpndifions, and disclosures. By activaing my oll Debit Card,
T am apreeing i¢ the program terms, conditions) and/disclosures that are mcluded or made avdilable 1o me from time to nme
authorize the firlendial institution to debit my Payyo D

conditions, and digdlosures. 4

Emp]oyee’s Signaxure:
SECHBEN 5 &

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

aw o

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

Date;




