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Name: Samaria S. FernandezDate of Birth:; 03/06/1995
Gutierrez

U.S. Social SecurityNumber: Employee's First Day of
*hkx%-3551 Employment: 04/26/2018

Citizenship Status: Lawful Alien/USCIS Number:
Permanent Resident A205039408

Document Information

List A Document: Permanent Resident Card or Alien
Registration Receipt Card (Form I-551)

Document Number:
EAC1517950324

Case Information

4/26/2018, 8:31 AN



Employment Eligibility Verification USCIS

Department of Homeland Security OMIB?:??J:’!;O 3
U.S. Citizenship and Immigration Services L

Explres 08/31:.2019

P START HERE: Read Instructions carefully hefore comploting this form, The instructions must be avaliahle, elther In papsr or electronically,
during completion of this form. Employers are liable for arrors in the complstion of this form.

ANTI-DISCRIMINATION NOTIGE: it is llegal to discriminate against work-authorized individuals. Employers CANNOT specify which
document(s) an employee may present to establish employment authorization and identity. The refusal to hire or continue o employ
en individual because the documentation presented hes a future expiration date may also constitute lllegal discrimination.

Section 1. Employee Information and Attestation (Employees must complete end slgn Sestion 1 of Farm |-9 no later

than the first day of employment, but not before accepling a job offer )

Last Name (Famlly Name) " | First Name (Given Name) Middle Initial | Other Last Names Used (ifany)
Fernandez Gutierrez | samaria s | N/A

Address.(Strest Number and Name) Apt. Number | City or Town State ZIP Code

1529 Magnolia Ave E 11 Saint Paul MN 55106

Date of Bitth (mm/ddlyyyy) | U.S. Social Security Number ' Employes's E-mall Address Employee’s Telephone Number
03/06/1995 || opodaspsy [ ]-[TTT] i Samariafg1995@gmail.com 6513739929

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

| attest, under penalty of perjury, that | am (check one of the following boxes):
1. A cifizen of the United States

(D 2. A noncitizen national of the United States (See instructians)

@ 3. A lawful permanent resident  (Aflen Registration Number/USCIS Number):

g 4. An allen authorized to work  until {expiration date, if applicable, mm/ddiyyyy):
Some allens may wiite "N/A”" In the explration date fieid. (Sse Instructions)
Aljens authorized fo work must provide only one of the following document numbers fo complete Form 19: | B,m;;m
An Align Registration Number/USCIS Number OR Fonm 194 Admission Number OR Farelgn Passport Numbsr.
4. Allgn Registration Number/USCIS Number:
OR

2. Form 1-94 Admisslon Number:
OR l

3. Foraijjn Passport Number;
Country of Issuance:

Signature of Employee 7 Z

Sepab nender Goirrnih s 75,3105

Preparer andlor Translater Cerfification (check one):
(®)] ! did not use a preparer or translator. (| A preparer(s) and/or translator(s) assisted the employes In complating Section 1.

(Fretds below must be completed and signed when preparers and/or translators assist an employee in completing Section 1.)

1 attest, under penalty of perjury, that | have assisted In the completion of Seation 1 of this form and that to the bast of my
knowledge the information is true and corect,

Today's Date (mmAld/yyyy} Apr25,2018

Signature of Preparer or Transletor Today's Date (mmAiddlyyyy)
Last Name (Family Name) First Name (Given Name)
Address (Strest Number and Name) City or Town State  {ZIP Code

@ Emplover Compleies Next Page @

Form1-¢ 071717 N Page 1 of 3



Employment Eligibility Verification USCIS

Department of Homeland Security ovn]: :{:?;;im
U.8. Citizenship and Immigration Services Expires 0813142019

éetion 2. Employér or Authorized Representative Review and Verffication
(Epiplayers or their aultiorized reprasentative must somplete and sign Sestion 2 within 3 business days of the smployee’s first da (,( of emplayment. You

meist physioally examine one document from List A OR & eambinafion of ana document from List B and ene document from List C as listed on the "Lists
f Agseptaple Documents ") : =

Employes Info from Section 1 ~]= Ve Name) First Name {Glven Name) K»§. ‘ﬂﬁfzenshlpllmnﬂgmw;tﬂ“

.

¢ nande2 (gob: 4 CWsnamt
ListA OR ListB AND ListC
Idantity and Employment Authorization Identity Employment Authorization

mant Title ] %1&‘ %cumentme Document Tifle
§' { M\aNen 1 AL

e aL
g Authol ] Issuing Authority Issuing Authority
KBNS

nt Num Daocument Number Document Number
0 a Yp&

Expiration Dats (if any)(mm/dd/yyyy,

/)
| ~2<S ~202S

Explration Date (7 any){mmiddiyyyy) “Explration Date (if any)(mm/dd/yyyy)

Dogumant Title

Tsting Autiory Additional Information | e A

Document Number

Explration Date (if any)(mm/ddyyyy) |

Document Title ) |

Issuing Authority

Dosument Numbar l
|

Expiration Date (if any)(mm/ddfyyyy)

Certification: | attest, under panalty of parjury, that (1) 1 have examined the document{s) prasented hy the above-named smployee,
{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,

mgt_g_ay of emp

The employee's loyment {mm/dd/yyyy): Q_‘_{L)_—!ebﬁlg (See instructions for exemptions)

Signatys) Authotized\Repesentative | Today's Date (mm/ddfyyyy) ﬁa‘ém oyer or Authorized Representative
) oy Relrpy
FimLame Emp!?yaromumoﬂzed Representative | Employer's Buginess or Organization Name
Ly | A A EMPLOYER S8OLUTIONS STAFFING GROUP LLC
| Employer's Business or Organization Addrass (Street Number and Name) City or Town Siste ZIP Code
| 7480 FLYING CLOUD DRIVE SUITE 200 EDEN PRATRIE MN 55344

[Section 3. Reverification and Rehires (Te be complated and signed by.employsr or authorized representative )

B, New Name [f aoglicable) . 8, Dala of Rehiré (f appiicatile) .

Last Name (Family Name) First Neme (Given Name) | Miadie infial | Date (memvadAyyyy)

C. W the 6mpidyee's previous 'gram of émployient-aytfirigation tiak BApired, proviab the foralion Tor e GBCUMeRt of fbaipt That SsbTshes
ppntiaying employment authorjzation i the spas provided baiow, ; Bpm = : '

Document Title Document Number Expiration Dete (# any) {mmfdw

1 attest, under penalty of perjury, that to the best of my knowledge, this employes is authorized to work in the Unitad States, and if
the employee presented document(s), the document(s) | have examined appear to be genuine and to relate to the individual,

Signature of Employer or Authorized Representalive | Today's Date (mm/ddsyyyy) Nama of Employer or Authorized Representative

Foim 1-8 07/17/17 N : Page2 of 3
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www.esgstaffingsolutions.com

New Hire Application

Personal Data-- PLEASE PRINT LEGIBLY IN INK

Last Name Fernandez Gutierrez

Street Addrass

1529 Magnolia Ave E

PO Box 46270

Minneapolis, MN 55344-9956

Tel: 952.835.1288

CitylStateIZip Saint Paul

Phone Number

6513739929

Middle Initial S

Apt/ste 11

Social Security Last Four XXX-XX-

Email Address Samariafgl995@gmail.con® -

Staffing Agency/Recrultment Partner

CMG

All offers of employment are conditional upon satisfactory proof of Identity and leqgal abiiity to work in the U.S.A,

Are you legally authorized to work in the United States of America? @J1YES (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 make Inquiries of my former employars, except as indicated In this application,
reganding my previous duties, responsibiiities, perfarmance, compensation and eligibllity for rehire.
1 understand thet a camprehensive background check may be conducted to dstermine my efigibility for hire by certaln cllents of ESSG.
This may include but is not limited to, investigations of criminal and/or conviction records, driving records and/or a drug soresn test as
required by clients, government regulations or by ESSG policies.
| releass ESSG and other persons or entities from any olaims that might ba based on ESSG's dagision to eonduct a background check.
| certify that all statements made in my application are true and accurate and that § have not omitted any material information.or provided
false or misleading information, | understand that any material omission or misrepresentation will result in my disqualification from
sonsideration for employmsnt or, if discovered after | begin employmant, will result in my termination.

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

Samaria Fernandez Gutierrez

J

Samaria Fernpndez Gutleriaz JApr 25, 2035

Apr 25,2018

Name ('ﬁ'int or type)

Applicant's Signature

Date

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

For ESSG Office Use Only
DOH NHW 2] 8850 w4
Emergency Contact Info | Backpround Release Form Background Resuits Unemployment Letter ESC Application
{if applicable)
For ESSG Client Use
DOH ROP Work Site Loe, WC Code

ESSG - CMG-NSTW4

Rev. 04/2017




ma DEPARTMENT W-4MN
OF REVENUE
2018 Minnesota Employee Withholding Allowance/Exemption Certificate

Employees

You must somplete and give this form to your employer if you do any of the following:

s Claim fewer Minnasota withhoiding ailowances than your faderal allowances

¢ Clalm more than 10 Minnesota withholding sllowances

» Want additional Minnesota tax withheld from your pay each pay period

* Clalm {0 be exempt from federal withholding or claim to be exempt from Minnesota withholding

Do not complete this form if you are cialming the same number of Minnesota allowances as federal and the number claimed is 10 or less.

Employae's first name and initfal Last name Employee's Satiel Secutity number
Samaria Ferandez Gutierrez 080583551
Permanen; atidress Marital skatus fchack one box}
1529 Magnolia Ave E @ mﬁﬁfﬁ&ww CH L
Gty State 2ZIP code Married
Salnt Paul Married, but withhold at higher Single rate

U/
Employees: Read Instructions on back, complete Section 1 OR Section 2, slgn and give the completed form to your employer. (Do not complete
both Section 1 and Section 2, Completing bath sections will make the form invalld.)

{3 section 1 — Determining Minnesota allowances

Complete Saction 1 if you claim fewer Minnesota allowances than your federal allowances, AND/OR f you want additions! Minnesota withhald-
Ing deducted each pay period.

1 Total number of federal allowances claimed on federal FormW-8 ......ccvveaeis 0000000 I AOOOTIO00d i
2 Total number of Minnesota allowances (fine 2 cannat be more thanlne 1) «...oveeveerirsonscsroiences

3 Additional Minnesota withholding you want deducted each pay period. ..... DGBIHE00E I SOATG € R e =1
T section 2 — Exemption from Minnesota withholding

Complete Section 2 if you claim to be exempt from Minnesota Income tax withhalding (see Section 2 instructions for qualifications). ¥ applicable,
check one box below to indicate the reason why you belleve you are exempt:

1 meet the requiremenss and claim exemp? from both federal and Minnesota income tax withholding.
Even though | did not claim exempt from faderal withholding, | claim exempt from Minnesota withholding bacause | had no Minnesota

income tax llability last year, | recelved a refund of all Minnesata income tex withheld, AND | expect to have ne Minnesota income tax llability
this year.

My spouse Is a military servica member assigned to a military location in Minnesota, my domicile {legal residence} Is in another state, AND |
am In Minnesota solely to be with my spouse. My state of domicile Is
D 1aman American indlan living and worlding on a reservation.
1am a membar of the Minnesota National Guard or an active duty U.S, miiitary member and claim exempt from Minnesota withhoiding on
my milltary pay.
I receive a military pansion or ather military retirement pay as caiculated under Title 10, 1403 through 1414, 1447 through 1455, and 12733
and claim exempt from Minnesota withhelding on this ratirement pay.

1 certify that all Infarmation provided in Section 1 OR Section 2 is carrect. | understand there is a $500 penalty for filing a folse withholding allow-
ance/examption certificate.

Employes’s signature 7 Baytime phone

S Trngnily Guliprtz. ™™ ppr2s,2018 6513739929

Employees: Give the completed form to your employer,

Employers

If you are required to send a copy of this form to the Department of Revenue {see Instructions), you must entar the employer information below
and mall this form to: Minnesota Revenue, Mall Station 6501, St, Paul, MN 55146-6501. {incompiete forms are consldered invalid.) A $50 penaity
may be assessed for each required Form W-4MN not filed with the department.

Keep a copy for your records,
Name of employer Federal employer 1D number [FEIN) ¥ Minnesota tax D numbar
Address Ciy State ZIP code

tev.2217) Questions?  Website: www.revenue state.mn.us. Emall: withholding tax@state.mn.us. Phona; 651-282-9999 or 1-800-657-3594.
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Direct Deposit/Payroll Debxt Card Authorizatmn

Employees have the opuon of recemngwages byDn'ect Deposxt and/or Payroll Debit Card.
If ] p : Payroll Debit Card,

SSTCHONTE BESICHNEORNINTION

Employee Nome oo maria Fernandez Gutierrez
[} Paper Check (Option available to GA NH and NY residents only)

SECTIONIA PAVROLL ELECTION

(®)] Direct Deposit (Please complete Sections 3 and 5 below)
()| Payroll Debit Card (Please complete Seotions 4 and 5 helow)
SEGHON AR DIEETIDEPOSTH

Update Bank Account
BankNeme:  1oE pank
Rowtmgé 291070001

Note: Direct Deposit accounts may take up fo 7 days to be activated,
Tunderstand and acknowledge that if I do not providea
volded check with this direct deposit form, I am
responsible for any delays in payroll or extra costs
incurred if the account number that I provide is incorrect,
Accotu# 2443499911

: ; 4/25/18 !
Account Type: |7l Cheoking[("] Sevings [[JOther . Tottial STE Date 425/

=  Tohelp us avoid making an error, please attach a copy of a voided check, (a deposit slip 'will not work)
»  If'you change banks, do not close your old bank auoumundlyumduutdepoatlmsmtedmtheuwbmk,vdﬂehmylal&Zpaypmds.

SERGCNTE PO R DERTT GARD

Fedaral law requires all financial institutions to obtain, verify, and record information that identifies each person who gpens 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 a Payroll Debit
lempay?‘::rmges.Furyunrpmtectlon,theﬂmcialinaﬁnnionmayaskyuutomvideﬂmmaddiﬁonalidmﬁﬁenﬁnninfurmaﬁunsotheycan
varify your identity.

Bxeept for the routing and account mimber, ESSG does not have access to any information reganding your Payroll Debit Card account or
transactions, On your first payday, you will recsive your new Payroll Debit Card, and a packet containing all of the terms and conditions. You will
thensignacknowledgingthatyoureceivedmePayroIlDebxtCardandpackehYourPaymllDebﬁCardwﬂlhereloadedoneachpaydayyonmeive
wages,

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

—

FirstName g o ria ML ¢ LestNeme  rornandez Gutierrez Date of Birth 3 /06/1995
Strect Address ;osox VoTACTTFTARS 1520 Magnolia Ave E Apt 11 Sociel Secutity® 080593551
| Cy saint Paul Sty [ZP gpq0p | Cell Phone (mabile) - g573739979

RECEIPT OF PAYROLL DEBIT CARD (to be completed when yon pick up your Payroll Debit Card)
Payroll Debit Card Routing # Payrol} Debit Card Account #

1 have received my Payrol! Debit Card, welcome brochure, program fees, program terms, conditions. and disclosures. By activating my Payroll Debit Card,
1 am agreeing to the program terms, conditions. and disclosures that are included or made available o me from tme to thne from the fnancia) instivaion. I
authoxize the financial institution to debit my Payroll Debit Card account for the fees deseribed in the fee schedule that is part of the progmm terms,
conditions, and disclosures,

v v

Employee’s Signature:_temiaFomrds Gutiom for 28, 2030) Date: Apr 25,2018 l

SECTION 5 AUTHORIZATION
1 authorize BSSG 1o directly deposit my periadic wages compousation paymonts, net of required tax withholklings, other reguired withholdings
or authorized dednotions, into my accounti(s) as deslgnated above and to initiate, if necessary, debit entries and adjustmenssfor any oredit entries
made in error to my account(s), * E-rgail s required for pay stub information.

*E-mail; Samariafg1995@gmail.com @
this information will anly be used to send your paystubs electronically

Date: Apr25,2018 |

Employee‘s Simtme: S nunh Fereante Gutia s (2 or 2%, 2028)




EMPLOYER SOLUTIONS STAFFING GROUP
BACKGROUND CHECK AUTHORIZATION

Samaria Fernandez Gutierrez
(First) (Middie) {Last)

£mployee Name:

Former Name(s) and Dates Used:

Current Address Since: 1922 Magnolia Ave E Apt 11 Saint Paul, MN 55106
(Mo/Yr) (Street) {City) (State/Zip)

{Mo/Yr) (Street) (City) {State/Zip)
Previous Address From: 1210 Burns Ave Apt 135 Saint Paul, MN 55119

(Mo/Yr) (Street) (City) {State/Zip)
Social Security Number: _ 080583551 DOB; 03/06/1995

Phone Number: 6513739929

Driver’s License Number/State: W77329131451.7

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

1 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; driving
records, birth records, and any other public records.

| further authorize any individual, company, firm, corporation, or public agency to divulge any and all information, verbal
or written, pertaining to me, to Employer Solutions Staffing Group, LLC or its agents. | further authorize the complete
release of any records or data pertaining to me which the individual, company, firm, corporation, or public agency may
have, to include information or data received from other sources. Employer Solutions Staffing Group, LLC and its
designated agents and representatives shall maintain all Information received from this authorization in a confidential
manner in order to protect the applicants persanal iInformation, including, but not limited to, addresses, social security
numbers, and dates of birth.

Samaria Tapmanilaz Gutionaz
Signature: #7008 FErondd oM RS 2R Date: Apr 25,2018

Notice to CA, MN, and OK Residents:
Please check the box below if you wish to raceive a copy of a consumer report that is requested.
[&l# wish to receive a copy of any Background Check Report on me that is requested.




EMERGENCY CONTACT INFORMATION

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

Samaria Fernandez Gutierrez

Employee Name:
Address: 1529 Magnolia Ave E Apt 11 Saint Paul, MN 55106
Home Phone: I
EMERGENCY CONTACTS : g
Please list two people (in priority ornder) who could be contacted In case of an emergency
Contact #1 Home Phone:
Name: German Fernandez Cell Phone: 6512832877
Relationship: Father Work Phone:
Contact #2 Home Phone:
Name: Miguel Aguilar Cruz Cell Phone: 6512851361
Relationship:  spouse Work Phone:

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

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

This agreement made thisgl(s _day of D) | 201, between
Employer Solutions Staffing Group LLC, hereinafter referred to as “employer”,
and A MON A 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 difficuity of determining the amount of damages which may
result to the employer from a violation of any of the provisions hereof, the
employee agrees fo 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 liguidated 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.

Sarnara Fernendez Cutfesren (Apr 25, 2018)

mployer Solutipns Staﬂ"mé roup LLC, Representative

--M""-v-—-—.__




aplonar soluions staffing sroup -
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. §221.0430, 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 resuilt in termination of henefits. Schedule your next
appointment immediately after your ddctor visit, before you leave the clinic if
possible.

Obtain a Report of Workability from your physician at every appoiniment, 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 vour 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 my responsibilities and agree to abide by these guidelines.

Signed: Sarara Fernandez Cotimez (Apr 25, 2015)

Printed Name: Samaria Fernandez Gutierrez




- zmiplover soiutions sz'-.:-'."““mg group.
Important/importante
LOST OR STOLEN PAYCHECKS

If a paycheck is lost (missing, misplaced, destroyed, lost in the mail, etc.), you
must notify your staffing recruiter that the check cannot be found. If it can be
verified that the check has not been cashed, ESSG will stop payment on the
check and re-issue the check to you, deducting a fee of between $25-$35.

If your paycheck was stolen, you must first file a police report before we can re-
issue the check. Once you have done so, you must provide a copy of the policy
report to your staffing recruiter that the check was stolen. If the check has not
been cashed and if the loss of the check was not your fault, ESSG will issue a
new check and no fee will be deducted.

CHEQUES DE PAGO PERDIDOS O ROBADOS

8i 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 chegue no
se puede encontrar. S se puede verificar que el cheque no ha sido cobrado,
ESSG se detendra el cheque de pago y reemitir el cheque a usfed, descontando
un cargo de entre $ 25 - $ 35.

Si su cheque de pago fue robado, primero debe denunciar el robo a Ia policla
anies de que podamos volver a emitir el cheque. Una vez hecho esto, usted
debe proporcionar una copla de la denuncia a su reclutador de personal que el
cheque fue robado. Si el cheque no ha sido cobrado y si la pérdida del cheque
no fue su culpa, ESSG emitird un nuevo cheque y no hay cuota se deducira.

AGREED/SE ACUERDA—

Name/Nombre (con lefra de molde); S2maria Fernandez Gutierrez

_§i_gnaturleirma: amar s Fermaycin Gatlirrer: (Apr 25,9008)
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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 workplace free from serious
recognized hazards and comply with standards, rules and regulations issued
under the OSH Act.

(2) Ensure that its clients perform a job hazard assessment in order to identify
and eliminate potential safety and health hazards and to determine
necessary training and protections for employees at the facility.

(3) 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 safety 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

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

You have the following basic rights:

- » Right to refuse unsafe work
o Right to know or be informed about actual and potential dangers in the
workplace
o Right to review copies of appropriate standards, rules, regulations and
requirements that the host employer is required to have available at the
workplace.



- 9% sl e e 1‘5‘ gy -
employer solutions staifing groun,

» 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 18 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 is 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 to a safe workplace has been violated, you can make a
report to a manager of the host worksite employer and/or ESSG (by telephoning
962.8385.1288/1.866.496.7578) 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 952.885.1288/1.866.496.7573 with any
questions I may have about this policy. I agree to comply with ESSG’s policy on
ESSG WORKPLACE SAFETY POLICY and I understand failure to comply is
grounds for disciplinary action, up to and including termination.

I also agree that if at any time during my employment I am believe that I am
working in an unsafe or dangerous work environment, I will immediately contact
my supervisor, manager, director or ESSG’s Safety Director at
962.835.1288/1.866.496.7578 in order to obtain assistance in the resolution of such
matters.

Employee Name (Please Print)
Samaria Fernandez Gutierrez

Employee’s Signature:

Samaria Femondez Gutienes: (ipr 35, 2016) Date: Apr25,2018




employer solutlons staffing group..

Notification of Minnesota Law Requirement —
Unemployment Acknowledgement

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

Job assignment from a staffing service, (1) fails without good cause to
affirmatively request an additional suitable job assignment, (2) refuses
without good cause an additional suitable job assignment offered, or (3)
accepts employment with the client of the staffing service, is considered to
have quit employment.

It is your responsibility to contact ESSG (for instance, by calling 952.277.5227 or
using any other form of contact) for additional assignments. If you fail to do so, it
may affect your unemployment benefits.

| understand by signing this form that | am responsible to contact ESSG within 5

calendar days once an assignment ends. | also acknowledge that | have received
a separate copy of this form. (Initial)

M}J 41261208

Eﬁs{lo!;d Slgnature Date:

Employee (please print your name here)

CMG_SM - Rev. 09.2013



DRUG AND ALCOHOL

TESTING CONSENT FORM
1. | have been allowed {0 read and inspect a written copy of ESSG policy on
drugs and alcohol.
2, | have read the entire contents of this poliéy 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 empioyee handbook including this
policy, are not a unilateral employment contract or offer thereof.

3. I hereby voluntarily consent to ESSG, or its health service providers, or
other persons or entities acting for or with them, fo 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 sampie provided by me. | further voluntarily consent to the laboratory’s
disclosure to ESSG of the results of my drug and/or alcohol test and other information
related to the test.

Samans Ferran'es Gutinsre: (ApT 25, 2018)

Individual’'s Name
Apr 25,2018
Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



- O30 Pre-Screening Notice and Certification Request for

Rev. March 2016} the Work Opportunity Credit OMB No, 1545-1500

Dlﬁgarhal Rsv;!m"&;vm ’ P Information about Form 8850 and iis separate instructions is at www.lrs.gov/form8850.

Job applicant: Fill in the lines below and check any boxes that apply. Complete only this side.
Yourname Samaria Fernandez Gutierrez Social security number B> 080583551

Street address where you live 1529 Magnolia Ave E

City or town, state, and ZIPcode  Saint Paul

County Ramsey Telephone number 6513739929

It you are under age 40, enter your date of birth (month, day, year) 03/06/1995

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 (SNAF) bensfits (food
stamps) for at least a 3-month period during the past 16 months.

» | was referrad here by a rehabllitation agency approved by the state, an employment network under the Ticket to Work
program, or the Department of Veterans Affairs. :

= | am at ieast age 18 but not age 40 or oider and | am a member of a family that:
8. Recelved SNAP benefits (food stamps) for the past 8 months; or
b. Recelved SNAP benefits (food stamps) for at least 8 of the past 5 months, but is no longer eligible to recsive them.

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

* | racelved supplemenital security 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 8 months during the
past year.

(7]

Cheok here if you are a veteran and you were unemployed for a period or periods totaling at least 6 months during the past
year,

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

F

5 [D Check hers 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.

8 Check here if you are a member of a famlly that:
» Received TANF payments for at least the past 18 months; or
» Received TANF payments for any 18 months beginning after August 5, 1997, and the earllest 18-month period beginning
after August 5, 1887, 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 mads.

7 Check hera if you are In a pariod of unemployment that Is at least 27 consecutive weeks and for all or part of that pariod
you received unemployment compensation.

Signature—All Applicants Must Sign

Under panalties of perjury, | declara that { gave the above information 1o the employer on ar before the day | was offered a job, and it is, 1o the basat of my knowledgs, true,

sorect, and complete,

5 » ;

Job applicant’s signature B> sensria Fevindir Gutteres {fpr 15, 2018) Date Apr 25,2018

For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 22851L Form 8850 (Rev. 3-2016)



Form A (rev. 03/2017) TAX CREDIT QUESTIONNAIRE | O
EMPLOYER SECTION: speis

intfs wiaR Crodit Adiminigiraticet

Client: Company:

Location: Positions Starting Wage: $

EMPLOYEE SECTION:

First Name: Last Name: Suffix: Street Address: City/State:
| samaria Feandez Gutierrez 1529 Magnolia Ave E SaintPaul, MN

Zip:
55106

| S8k Date of Birth: Age: Have yon worked for | If yes, location:
thi ?
080593551 | 03/06/1995 23 |G| NaA

Please complete all gnestions, and sign and date the form,

Yes No

1. Have you or has anyone living with you received Temporary Assistance to Needy Families (TANF)
at any time since Angust 5, 19972 (f yes, please provide information below.)
Name of the person recejving benefits: _____ Relationship to you:
City: County: State:

2. Have yon or has anyone living with you received Food Stamps (SNAP) at any time during the past 15 months?
(If yes, ploase provide information below.)

Nama of the person receiving benafits: _____ Relationship to yom:
City: County: State;

3. Haveyou received Supplemental Security Income (SSI) at any time within the past 3 months?
Please note, this is not the same as Social Security benefits (SS) or Social Security Disability (SSDI) benefits.
*f you checked yes please provide a copy of vour SSI documentation.

4. Haveyou recelved any type of vocational rehabilitation services within the past two years?
1f yes, please indicate which type of agenoy you worked with and provide thelr location information below:

] Vocational Rebsbilitation Agency ] Dept. of Veterans Affairs [[1] Employment Netwark (Ticket to Work Program)

Name of Agency: ______ Phoned: ___
City: County: State:
*[fyou checkad yes please provide a copy of your active Individual Work Plan and Ticket to Work documentation,

| 5, Areyoua Veteran of the U.S. Military? *[fyes, please provide a copy of your DD-214 and letier of separation.

(If yes, please provide information below. 1 no, please continue to question #6.)

Dates of Service - From: ~_To:

Branch of Service:

Are you entitled to or ars you receiving compénsation for a service-connected disability?

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

Ifyes, dates crfnnémplnyment - From: To:
Did you receive unemployment compensation at any point during your unemployment?
Ifyes, in which state did you receive unemployment compensation? ___

:

7. Have you besn convicted of a felony or released from prison for a felony conviction in the past 12 months?
Conviction Date: Releasg Date:
Wasthis a []] Federal or []] State conviction? 1f Stute - County: State:

B

ol @ a
@ @ @

1

: _ Addithonal Tax Credits
IEC (Native American): Are yon or your spouse & member of a Native American Tribe?
Ifyou checked yes pleuse provide a cupy ofyour CDIB card.
CA Residents: [[] Are you the child of foster parents? [L] Do you recsive CalWorks? [C]] Workforce Investment Act?

Ate you a migrant or seasonal famm worker? [[ ] Have you ever been convicted of a misdemeanor?

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

PLEASE READ, SIGN, AND DATE:

Under penatties of perjiny, | declare the information above to be 1rue and accurate to the best of sty kmowledgy, and I hereby authorize any agency, arganization, or
individuals 1 supply such verification or information e may be weeded to determing tax credit aligiblity to 1y emplayer. employer representative {Associated
Consultants, inc. dba Retrotax), or the Dapartment of Labor.

Samarin Frnaniez Guiianez.
New Employee Signature: Hmett e socpiuns buss o ate: Apr 25,2018




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

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

Instructions: This Self-Attestation Form (SAF) is to be completed, signed, and dated by the new hire anly.
Employers or consultgnts submit this SAF to the State Workforce Agency with IRS Form 8850 or if filed
separately, with ETA Form 9061 (or ETA Form 9062) for each certification request filed for the new target
group.

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

New Hire’s Signature: Smsiromm o st s s Date APr25,2018

New Hire Name:  Samaria Fernandez Gutierrez

Social Security Number: ososeass1

Employer Name:

Please check the statements below if they apply to you.

B 1declare 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.

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

(Enter start date)

Privacy Act Nofica:

The Intems! Revenus Code of 18886, Secfion 51, as amanded and fis enaciing legisiafion, P.L. 104—188 apecify that the State Workforce Agencles ara the
*designated” agencies responsible for administering the WOTC ceriffication procedures of this program. The informafion you have provided complefing this
{orm will be disdlosad by your employer o the Siats Workforce Agency. Provision of this information is voluntary; however the informetion is required to
determina your amployer's ellgibility for the federal tax credit.

W 6 0 W @ W @ D 4 A < s oS R 3 A § & < S § S YD § G § S P S YN T 8 My P N o e § 8 Muie 3 s § WM & W T G ¢ Guep D S S § P G | SRS O 5 MR 4 % P s W L AR T @ et 8 S

Public Burden Statement:

Persans are not raquired {o respond fo this collection of infarmafion unless Rt displays a cumently valid OM B control number. Respondats’ obfigation to
complate this form s required 1o obtaln or retain benefits (P.L. 111-5). Public reporfing burden Is esfimated to average 10 minutes per responss, including the
fime for reviewing instruciions, searching exisfing data sources, gathering and mainteining the data needed, and complefing and reviewing the collection of
Information. Send comments regarding this burden estimate to the U.S. Dapartment of Labor, Division of Nafiona! Programs Tools Technical Assistance,
Room C-4510, Wasfiingion, D.C. 20210 {Paperwork Reduclion Project 1206-0371). Plsese do not submit completed forms to this address,

117-

ETA Form 9175 (Rev. November 2016)



HELTQﬁf o el
Enhanced MEC_Plan 1 ESNG

HEATAD. w1 STID WA,

Beanorm New Embloyes Rehire RehireDute,, . .. _ A
Sahnds e se R TR T = nrie .

Samaria Fernandez Gutierrez 080593551
Adaress Tty T swt 25 Code
1529 Magnolia Ave E Apt 11 Saint Paul MN 55106
Gender L] Wale | Wierital Stetvs L] Singie | Dete of Birth Dats of Hire
7] Fomate | ] Meried L] mivored 03/06/1995
N : Emall Adcress:
[T 6513739929 samariafg1995@gmail.com

Please Select Desired Coverage:

7]| Employee Only - [[J] Employee+Spouse - Employee+Child{ren) - 7] Family -
$24.00/Week $38.00/Week E] $38.00MVeek $63.€>aiWeek

R R R R
Relationship
; spouse [ 1 crna L1
‘E : Domestic Partner
. — L I A (Sl z 5 .
Relationship
TN Spouse D ChﬂdD
i [] Desnestic Pariner
Relationship
Cchild

:

Srpiy e fslatdedsenial an0 fadleiakon - L heraby apply for the group henefit{s) as indicated. | acimawledge that alf antries are frue and complate and that
any misstatameants or fallwe fo report information mayibs used as the hasls for capcaliation of coveraga for me and my dapendantis), i any, from tha original
aifectiva daie, Further, | authorize my empldyer to maka the nesagsary payroll deduction of premiums for coverages | have elested,

IF ENROLLING - YOU MUST SIGN HERE

Employee SIgnalure  Semaria Famaades Gutierrez {Apr 25, 2015) 5 pate  Apr25,2018
EVPLL EES DEGUINRD lam DECLINING coverage

lunderstand that ! andlor my dapendents, if any, walve any coverage and desira to pasticipate in the plan-at a later date, I'we may be considersd a late envollas and
must mest tha requirements definad in the Cartificate of Coverage for the company's medical or dental plans, if | dectine enroliment for myaelf or my depandants
{Including my spouse} bocause of ather covarage, | may. in futum be able to anroll mysalf or my dapen In this plan, provided | raquest enrollment within 89
days efter the other coverage ends, in addition, 12 now dependent retationship forms as a result of marriege, birth, adepfion, placement for adoption of parting suit|
of adogtion. | may be able to enroll mysslf or my depandant, providad | request anroliment within 8% days of the event.

IF BECLINING- YOU MUST SIGN HERE

Empioyen Signature pate APF 25,2018

Empioyer Boluiions Sieffing Group Health Banefits Team
PQ Box 48270
Minnsapolis, MN 55344
Phone: 852-T87-8519 Fax: 952-767-8515
Email: Health@employersciullonsgroup.com



Fized Indemnity Medical Benefits_Plan 2

VS 219301-ESG or:«-;c* useom_v = O\..,—"JO!\ o | . _ Rebi eDate._.__:/_._/__._.__
ENR@E.LMENT FORM ESC CUUNAC-VIN} 21 v18.2
RlEe e Al nieas Ee i SN PRINT USING SLACK or BLUE INK (Must Be Filed Out)
Name Social Sec.rryﬁ rome Phona SE’DI:]
Andress Apn

Ciy gy . Sute Zie ' c\,fat,;; of 3}m;

e 0 n ARUE S MW A8 L e L ATV i 9 A S e 8

A 2 2MEe-T AN AT ) SR LT
S U T e Bars sy e es a as ot s aR e [T [y, [ N, Ve, plesse continue.
Medicars hes! trs Insu ance Claim Numbar (21CN) Madicara ;F‘a::ve Date

Nama of Coverad Parson a) B |

U o o o 00 - 2o e WA = o 154 B vaiigi e e ———

I el Payroi! Deductad Weekly Rates

You MIUST select 2 coverage level before any ben=fits in Ssction C. Your c::veraqe level for the all benefits 'n Section C will be
iclentical. The Fixed Indemnity Medical Plan, Denzal Plan, Term L#a Plan, and Short-Term Disability plans are underwrizten by BCS
Insurance Comgany. The Vision plan is undsrwritten by Cemparion Life lnsunance Company.

SELECT COVERAGE LEvaL TPoio INDEVINIY | peypay VISION TERMUFE | SHORETERM
Zmiployze Only $20.256 3:@ $6.17 E-« $2.42 X 50.60 . - $4.20 f §
Employee + 1 $41.10 $12.34 $4.92 $0.50
Employee + Family $54.88 $20.36 $6.56 $1.80
NO 10 ALL Benefis d @Yes JINo gYes No | OlYes g No Yes J1{ No Yes g No

1This coverage is not available 1o residerns of NH, Hi, or PR. *STD is not available 1o persons who work in CA, Hi, NJ, NY, or Rl

For Term Life / Accidental Death & Dismemberment, please write in your heneficiery information. Accidental Death &
Pismemberment is part of the Term Life Benefit.

Name Relationship

e ae e (e T 0 Py e e A — # St WA B LS A e S | e e e S S B

Name Soc:ai Security# Date of Birth_Sex Relationshi

f/ DEDID} SpouseE Child D Domestic Pariner
Name Social Security # Date of Blrth Sex ationship

/ @ Iﬁ Spouse[ ]| Chile [JDomessic Partner
Name Social Security # Date of B‘lr-:h Sex Relztionghip

/7 Liv)[FX [Mpouse [ child [Inomestc Partnes
Name Social Security # Date of Birth Sex Relztionshin

/7 D@@] @Spox.se DC«*H. LIl Domestic Pariner

DT e T T e — it v

UIREDSIG YCU MUST SIGN AND DATE, EVEN IF YOU DECLINE éOVERAGE

[y
. ATV S T e 4 S 4

| have read the bareﬁt pad<et and understand ite limitatiors. | understand that npen enrollment is on y evailabla ‘or
& limited time and | understand that making no benefit selection is a declination of coverage.

’

pare AP0 pesienaturs ST ST

e cumanand

*This Plan DOES NOT Alleviate the Indlvidual Mandate Penalty

This is an Essenusi StaffCARE Enroliment Farm,



