employer solutions staffing group. s s a0
Leveraging Resources in a Changing Market Tel: 952.835.1288

www.esgstaffingsolutions.com

New Hire Application
Personal Data~ PLEASE PRINT LEGIBLY IN INK

Last Name SQ NClag 7 First Name G LIV 1 577 CLi Middle Initial F

Street Address |0 0 | Fre Lo+  fve Apt/Ste = |

City/State/zip >\ Ay N\ ‘i\?&\)l Social Security Last Four XXX-XX- _(g | \:

Phone Numbé (o] (Z/) L Z5—=7770  Emaiaddress B L 2 Conighn @S, 1, ¥, C
i ~ ?

Staffing Agency/Recruitment Partner C_ . N\ C’f

All offers of employment are conditional upon satisfactory proof of identity and legal ability to work in the U.S.A.

Are you legally authorized to work in the United States of America? ﬁES CONo

Applicant Certification and Authorization

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

| release ESSG and other persons or entities from any claims that might be based on ESSG's decision to conduct a background check.
| certify that all statements made in my application are true and accurate and that | have not omitted any material information or provided
false or misleading Information. | understand that any material omisslon or misrepresentation will result in my disqualification from
consideration for employment or, if discovered after | begin employment, will result in my termination.

If hired, | agree to ablde by the policles and procedures of ESSG.,

Cly s Quaionay 62/22/,5

Name (Print or type) Applicant's Sigmature Date

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

For ESSG Office Use Only
DOH NHW 1-9 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 - Supermoms CMG Rev. 05/2015



om 0950 Pre-Screening Notice and Certification Request for
(Rev. March 2016) the Work Opportunity Credit OMB No. 1545-1500

Departm Teasury
In:amal S&‘&’J‘S%Im P Information about Form 8850 and its separate instructions is at www.irs.gov/form8850,

Job applicant: Fill in the lines below and check any boxes that apply. Complete only this side.
Your name l/\ 'd ‘Sﬂ@ a %-&,\,‘\,C l/\g; = Social security number p> (O 0 7"’ q b- 6 I } ‘

Street address where you live }Q; ¢} ( ﬂ"e L OV M
City or town, state, and ZIP code Q\f} . DC»&:\.} \ J\f\( M S S l chz.
County D\/{ \*ﬁA S’i"o\_—\ﬂ% Telephone numba( G)l 7;) L(ZS ”;'?' ?‘L

If you are under age 40, enter your date of birth (month, day, year) OL/ | 7’ / ’ ‘i a ?

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

2 [ Check herelf any of the following statements apply to you.
® | am a member of a famlly that has received assistance from Temporary Assistancs 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 rehabiliitation agency approved by the state, an employment network under the Ticket to Work
program, or the Department of Veterans Affairs.
° |am atleast age 18 but not age 40 or olderand | 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 § months, but Is no longer ellgible to receive them.
During the past year, | was convicted of a felony or released from prison fora felony.
* | received supplemental security Income (S81) benefits for any month ending during the past 60 days.

I'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.

8 [ 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 [7 Check 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.

§ [ 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 6 months during the past year.

6 [ Check here if you are a member of a famlly that:
* Recelved TANF payments for at least the past 18 months; or
* Recelved TANF payments for any 18 months beginning after August 5, 1997, and the earllest 18-month period beginning
after August 5, 1997, ended during the past 2 years; or

e 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.

7 [ Check here if you are in a period of unemployment that is at least 27 consecutive weeks and for all or part of that period
you recelved unemployment compensation.

Signature—All Applicants Must Sign

Under penalties of perjury, | deciare that | gave the above Information to the employer on or before the day | was offered a job, and it Is, to the best of my knowledge, true,
correct, and complete.

Job applicant’s signature > (\l’] [ \Qﬁ @ {, Jg /2.\ &O{z WW 0 \l Date m, l/l//)/' (f}/

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




-

Form W-4 (2017)

Purpose. Complste Form W-4 so that your
employer can withhold the correct fedsral income
tax from your pay. Consider compisting a new Form
W-4 each and when your personal or financial
situation changes.

Exemption from withholding. If you are exempt,
complste only lines 1, 2, 8, 4, and 7 and sign the
form to valldate it. Your exemption for 2017 expires
FebrLEng 15, 2018. See Pub, 505, Tax Withhoiding
and Estimated Tax.

Note: If another person can claim you as a dependent
on his or her tax return, you oan't claim exemption

The exceptions don’t apply to supplemental wages
greater ﬂ'l%?‘l $1,000,000. e

Basic instructions. If you aren’t exsmpt, complete
the Personal Allowances Worksheet below. The
workshests on page 2 further adjust your
withholding allowances based on itemized
deductions, certaln credits, adjustments to income,
or two-eamers/muitiple jobs situations.

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

Head of household. Generally, you can olaim head
of housshold filing status on your tax retumn ontlg if
-]

Nonwage income. If you have a large amount of
nonwage income, such &s Interest or dividends,
consider making estimated tax agrnems using Form
1040-ES, Estimated Tax for Inl uals. Otherwise,
you may owa additional tax. If you have pension or
annuity income, ses Pub, 505 to find out if you should
adjust your withholding on Form W-4 or W-4P.

Two earners or multiple jobs. if you have a
working spouse or more than one job, figure the
total number of allowances you are entitied to claim
on all jobs uslnﬂ workshests from only one Form
W-4. Your withholding usually will be most accurate
when all aliowances are claimed on the Form W-4
for the highest paying job and zero aliowances are
claimed on the others, S8es Pub. 506 for detalls,

from withholding i your total income exceeds §$1,050 you are unmarnied and pay mora than 509 of ngg;g’{ggg't gg;:ialrnmm%?}g:gtug"ﬁg%ﬁ
e B oot SO PIEEI I e Nl s it o
ub. 501, Exemptions, Stan uction, eck your olding. our

um#gh%&mhﬂg{:gem %?hagl:nzglglya]eg‘ls Fillng Infnnnaﬁog?for information, i effact, U8 Fub 505 to o ho 1o amount you are

a dependent, if the empioyes: Tax credits, You can take projected tax credits into having withheld compares to your projeoted total tax

e account In figuring your allowsable number of for 2017. See Pub, 505, especiall our eamings
LRI withholdling allowances. Credits for child or dependent ~ xoeed §130,000 (Single) or $180,000 (Married).

» |s biind, or care expenses and the child tex credit may be claimed Future developments. Information about any future

using the Personal Allowances Worksheet helow. developments affeoting Form W-4 (such as

g R e v
Personal Allowances Worksheet (Keep for your records.)
A Enter ™1” for yourselfifno oneelsecanclaimyouasadependent. . . . . . . . . . . . . . . . . . A l
e You're single and have only one job; or
B Enter*1”if: { = You're married, have only one job, and your spouse doesn’t work; or } B
» Your wages from a second job or your spouse's wages {or the total of both) are $1,500 or less.

C  Enter *1” for your 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 avold having too little tax withheld) . . . 5 6.8

D  Enter number of dependents (other than your spouse or yourself) you will claim on your tax return. 5 o o

E  Enter "1” if you will file as head of household on your tax retum (see conditions under Head of household above)

F  Enter *1” if you have at least $2,000 of child or dependent care expenses for which you plan to claim a credit
(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.

s [f 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 ellgible chlldren.

» If your total Income will be between $70,000 and $84,000 ($100,000 and $119,000 if marrled), enter “1” for each eliglble child. G
H  Add lines A through G and enter total here. (Note: This may be different from the number of exemptions you claim on your tax retum.) » H I
= |f you pian to itemize or claim adjustments to income and want to reduce your withhoiding, see the Deductions

mTmoo

i

For accuracy, and Adjustments Worksheet on page 2.

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

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

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

Employee’s Withholding Allowance Certificate

OMB No. 1545-0074

Form w-4

co e | P e e e e e || 208
_‘ 1 Jlour first name and middle initial Last name 2 Your soclal security number
Clany hay P YanChel 00} 4@ G112
Home address (number and street or rural route) 3 MlySingie L] Marred L1 Married, but withhold at higher Single rate, ™~
\\Ob\ ’S(‘( '{ MV\\' D(\R N If manried, but legally separated, or spouse Is a nonresident allen, check the “Singie” bax.
Gity or town, state, and ZIP code . 4 If your last name differs from that shown on your social security card,
.._\3( . O (A,U\ N\N ()")\, O u check here. You must call 1-800-772-1213 for a replacement card, P[]
5

Total Rumber of allowances you are claiming (from line H above or from the applicable worksheet on page 2) 5 )
6 Additional amount, if any, you want withheld fromeachpaycheck . . . . . . . . . . . . . . 6|5
7 |claim exemption from withholding for 2017, and I certify that | meet both of the following conditions for exemption. e
* Last year | had a right to a refund of all federal Income tax withheld because | had no tax llabllity, and
= This year | expect a refund of all federal Income tax withheld because | expect to have no tax llabliity.
If you meet both conditions, write “Exempt" here. . . . . . . . . . . . . ./ .>|7]
Under penalties of perjury, | declare that | h mined this certificate and, to the best of my knowledgg and bellef, it Is true, correct, and complete.
Employee’s signature i

(This form s not valid unless you sign it) » j AN | /1 @Lu/(?\ oaer  (1C / ZZ([ 1)

8 Employer's name and address (Employer:EEn'HatVllr?es 8'and 18 ot'ﬂy If sending to the IRS.) 9 Office.2dde {optional) | 10 Employer identification numLer'(EIN)

For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 10220Q Form W-4 (2017)



E-Verify: Print Case Details - Preview https://e-verify.uscis.gov/web/PrintCaseDetails.aspx?Case VerNum=2..

EVerify

SENSITIVE BUT UNCLASSIFIED

Case Verification Number: 2017053135925BS
Report Prepared: 02/22/2017

Company Information
Company ID: 47429 Company Name: Employer Solutions Staffing Group

Employee Information

Last Name: Sanchez i First Name: Christian
Date of Birth: 02/17/1987 Soclal Security Number: *** ** 6113
Hire Date: 02/22/2017 Citizenship Status: A citizen of the United States

Document Information

List B Document: Driver's license or ID card issued by a U.S. state or List C Document: Soclal _Security Card
outlying possession

Document Name: ID card Document State: Minnesota

Driver's Licanse or ID Card Number: Document Expiration Date: 02/17/2018

Cass Status Information

Current Case Result: Employment Authorized Employer Case ID:

Case Submitted On: 02/22/2017 Case Submitted By: PVANO787
SENSITIVE BUT UNCLASSIFIED

lofl 2/22/2017 2:03 P!



Employment Eligibility Verification USCIS

Department of Homeland Security oml: ;:11115;90047
U.S. Citizenship and Immigration Services Expires 08/31/2019

» START HERE: Read instructions carefully before completing this form. The instructions must be available, either in paper or electronically,
during compietion of this form. Employers are liable for errors in the completion of this form.

ANTI-DISCRIMINATION NOTICE: It Is lllegal 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 to employ
an individual beeause the documentation presented has a future expiration date may also constitute illegal discrimination.

i Aftnsration (Empiayses mmpwma aitd Algn Begtion 1 of Fam 19 n lefer
than the first day__w "M‘?M‘w fut nof hefora apoaptmp a job gifer,)

Last Name (Family Name) First Name (Given Name) Mldd.li_l,uiﬁal Other Last Names Used (if any)

Savx tWg z Cwvighiain
ress streetN er and Name, Number |City or Town ZIP Code
ST e s Ave ™M™ [ Tl WSS log,

Dﬂte of B"‘“" (mm/ddlyyyy) | U.S. Social Security Number Egployee's E-mail Address oyee's Telephone Number
g Z.Clnyi S i 26 O 8’&
o2 [ 17 /1997 |G- 6] -G >4 Gy 2o e BT e

| 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.

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

|:| 2. A noncitizen national of the United States (See instructions)

D 3. A lawful permanent resident  (Allen Registration Number/USCIS Number):

[] 4. An alien authorized to work  until (expiration date, if applicable, mm/dd/yyyy):
Some aliens may write "N/A" In the expiration date field. (See instructions)

Aliens authorized to wark must provide only one of the following document numbers to complete Form I1-9: Do ‘,‘,’;‘53,,"’,;;,,5;":‘:'3‘;,1,9
An Alien Registration Number/USCIS Number OR Form I-94 Admission Number OR Foreign Passport Number.

1. Alien Registration Number/USCIS Number:
OR

2. Form 1-94 Admission Number:
OR
3. Foreign Passport Number:

Country of Issuance:

Inature of Employee [ [/| SﬁQ/’H %(/VLW/ TOdaY'SD (mrw% } /—9_

T FERaIST TTanalater Gartlication - BaK ONe); y i iy
i»fq mfe?%"im se 4 prbghver or Wanaleior. [ | Ap&pmfm andar ransiaar(s) assls:emﬁaamn'w " Wm Beotion 1 o
(Flbida betow ust be campleted and aigned When hrepams amiiar thartslators assis an empleyes In completing Seation 1)

1 attest, under penalty of perjury, thatl have assisted in the complehon of Section 1 of this form and that to the best of my
knowledge the information is true and correct.

Signature of Preparer or Translator

Today's Date (mm/dd/yyyy)

Last Name (Family Name) First Name (Given Name)

Address (Street Number and Name) City or Town State ZIP Code

@ ﬁﬁ!ﬂ@er Completes Next Pagg @

Form I-9 11/14/2016 N



Employment Eligibility Verification USCIS

Department of Homeland Security Form I-9
e a . . . OMB No. 1615-0047
U.S. Citizenship and Immigration Services Expires 08/31/2019

m'l ﬂmbloyar or Auﬁgwmﬂemmwm Ne:law and Verlﬂma
mgm‘r‘?um ListA O & eomineié of o me ergon sy Aeipamid d oy q" :5 “ﬁwm"" é"s

PR it

Empl Ifro Section1 '-asg‘miﬁﬂi\'m) "CWT i Wg-e) lsg:L Clizenship/immigration Status

List A ListB ListC

identity and Employment Authorization = Identity Employment Authorization
i i ihnecan Id Cord Gl Yﬂim ahi (vl
Issuing Authority - lsﬁé\(u‘)r? f’ Qﬂ! "'C ( MN) I ! 1 ,
Document Number Efﬁrm Lﬂ‘ﬂi; q ,;L% 69 ‘ ” 9"‘ q ‘ﬂ - I/.' “5
Expiration Date (if any)(mm/dd/yyyy) | Expiration Date (i any)(mm/dd/yyyy) Expiration Date (if any)(mm/ddfyyyy)
Document Title
Issuing Authority Additional Information e Mok Vit s This B
Document Number ‘
Expiration Date (if any)(mm/dd/yyyy)
Document Title
Issuing Authority
Document Number
Expiration Date (if any)(mm/dd/yyyy)

Certification: | attest, under penaity of perjury, that (1) | have examined the document(s) presented by the above-named employee,
(2) the above-listed document(s) appear to be genulne and to relate to the employee named, and (3) to the best of my knowiedge the
employee Is authorized to work in the United States.

The employee's gpkqayﬁof employment {mm/dd/yyyy)Q 9‘0 (See instructions for exemptions)
Signature of Ernplier r rize, ntative Toda)is Date(nimgdﬁyyy) Title of Employer or Authorized Representative
\ wnclyeting assT
Last Name of Employ2c.o orized Representative | First Na or Authorized Representative Emplnyer's Business or Organlzaﬁon Name
\ f m EMPLOYER SOLUTIONS STAFFING GROUP LLC
Employer's Bu'siness of Organization Address (Street Number and Nam‘é) City or Town State ZIP Code
7301 OHMS LANE SUITE 405 EDINA MN 55439
: — : — - S— i
: i and R@nires (7o be oomplefed and algned by pmpldyer ar AuthoNed reprasentative ) ;
A,mmmmm B, Date of Rehire ( applioable)
Last Name (Family Name) First Name (Given Name) Middle Initlal Date (mm/ddAryyy)

€. TG erfployeb's pravious grant of employment authoriZalion has expired, previde the Information for the document of réceipl thal establisnes
eantinuing gmployment authorigation in the space provided below.

Document Title Document Number Expiration Date (if any) (mmv/dd/yyy)

1 attest, under penalty of perjury, that to the best of my knowledge, 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 genuine and to relate to the Individual.

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

Form 1-9 11/14/2016 N
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Authorization

Authorization: By signing below, you authorize: (a) backgroundchecks.com (“BGC”) and/or Orange Tree
Employment Screening to request information about you from any public or private information source;
{b) anyone to provide information about you to BGC and/or Orange Tree Employment Screening; (c)

BGC and/or Orange Tree Employment Screening to provide Employer Solutions Staffing Group, LLC one
or more reports based on that information; and (d) Employer Solutions Staffing Group, LLC (“ESSG") to
share those reports with others for legitimate business purposes related to your employment. BGC
and/or Orange Tree Employment Screening may investigate your education, work history, professional
licenses and credentials, references, address history, social security number validity, right to work, crimi-
nal record, lawsuits, driving record, credit history, and any other information with public or private infor-
mation sources. You acknowledge that a fax, image, or copy of this authorization is as valid as the origi-
nal. You make this authorization to be valid for as long as you are an employee of ESSG.

The Consumer Financial Protection Bureau’s “Summary of Your Rights under the Fair Credit Reporting
Act” 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 lnformationi' lease print the information requested below to identify yourself for BGC.
Printed name: {\/W)S'h% ? &t Nlig 2 -

First Middle (O Last
none)

Other names used:
Current county of residence:

Current and former addresses:

e e WO RRywipr AN gy M 4SSk

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.

0L/ (# [1azz 07~ 96— 6(/3

Date of birth Social security number
/Ulof L{]6 9 Zé%é [(7f OW/(G}M%\ $evn aado
Driver’s license number & state Name as it appears on license <41, (,M/b

Report Copy: If you are applying for a job or live in California, Minnesota, or Oklahoma, you may request
a copy of the report by checking this box: [1.

LA <ot 0L/ [#] (aat

Signature Date




EMERGENCY CONTACT INFORMATION

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

&~ Employee Name: G(/\ 1 th CZV]

Sl 2

Q:Address:_]_bO( Tréivion+t Aue

G'Home Phone:( (9 I 2_/) C’f 25 :?"—?-?‘CD

R

Plaase list two pgonle (in priority ander) who sould be on

T s e e

T

nisgled in dase of an emergene

Home Phone:
Neme:Clng pe (o [BarC o qCellPhone: (0| T (1) (H 74
Relationship: m OW v Work Phone:
Contact #2 Home Phone:
Name: Cell Phone:
Relationship: Work Phone:

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

of an emergency:

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




Leveraging Resources in a Changing Market
Wage Payment Method Authorization (Minnesota)

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 by paper Check.
SEC TGN PBASIC INEORNNFION

O o, Secas PR ST loorfh
SEGEION 2 PANROLEL ELECEION

L__| Direct Deposit (Please complete Sections 3 and 5 below)  Note: Dirget Dgposit uccounts may take up to 7 days o be activated

|:| Payroll Debit Card (Please complete Sections4 and 5 below) 3¢| Paper Check (Please complete Section 5 below)

SECEION 3 DIRECE DEROSEE i

(\, [0 Update Bank Account 1 understand and acknowledge that if I do not provide a
B Bank Name: voided check with this direct deposit form, I am

0 responsible for any delays in payroll or extra costs

‘ Routing# incurred if the account number that I provide is incorrect.
g Accoum IniﬁalC‘F‘S Datebz'/zz’/l}

Account Type: ] Cheoking [J Savings [Tother N ® ™ —

To help us avoid making an error, please attach a copy of a voided check. (a deposit slip will not work)
e  Ifyou change banks, donotcloseyomoldbmkacconntunﬁlyumdh‘ectdeposithassm-tedatthenewbnnk,whichmaymke.Zpayperiods.

SECEEION I PANROE]

DEBEE GARD (GLEOBNL CASTTCARD)

Federal law requirciall financial institutions to obtain, verify, and record information that identifies each person who opens an account, In order to
request a Payroll Debit Cardfor 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 Depbsit/Payroll Debit Card Autharization, ESSG will provide the necessary information and issue you a Payroll Debit
Card to pay your wages. For your protostjon, 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, ESS

.

S. does not have access to any information regarding your Payroll Debit

transactions. On your first payday, you will receive youagw Payroll Debit Card, and a packet containing all of the terms and itions. You will
then sign acknowledging that you received the Payroll Debit Gard and packet. Your Payroll Debit Card will be reloaded payday you receive
wages.
CARDHOLDER INFORMATION (as you want your Payroll Debit be issued) W
First Name ' MIL Last Name Date of Birth
Street Address ("0 BOXNOT ACCEFTABLE) / \ Social Security#
City State [ Zip Cell Phonw
RECEIPT OF PAYROLL DEBIT C be completed when you pick up your Payroll Debit Card) \x.__
Payroll Debit Card RouﬁnVr Payroll Debit Card Account # e~
18 —— — — \ﬁ——
ebit Card, welcome brochure, program fees, program terms, conditions, and disclosures. By activating Payroll Debit Card,

gram terms, conditions, and disclosures that are included or made available to me from time to time from the finangial institution. I
ancial institution to debit my Payroll Debit Card account for the fees described in the fee schedule that is part of the pro

Employee’s Signature: Date:

1 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, debit entries and adjustmentsfor any credit entries

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

this information will only be used tg/send your paystubs electronically

_ul/l i LW?/ O / Z Zﬁ}

©. Employee's Signature:

%



employer solutions staffing group.

Leveraging Resources in a Changing Market

¢

» Notification of Minnesota Law Requirement ~ 5
Unemployment Acknowledgement  °

According fo n@wwwwmﬂ
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. C: S (Initial)

-

a QoL ham simlvey F 0212 ) 13

Employee Signature: UV Date:

& Aarishan [unlivz

Employee (please print your name here)

CMG_SM - Rev. 09.2012



U

DRUG AND ALCOHOL
TESTING CONSENT FORM

1. | haye been allowed to read and inspect a written copy of ESSG policy on

drugs and alcoho e — et

2. | 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; (c) 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 thereof.

3. | hereby voluntarily consent to ESSG, or its health service providers, or
other persons or entities acting for or with them, to collect a body component (blood,
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 to the laboratory’s
disclosure to ESSG of the results of my drug and/or alcohol test and other information
related to the test.

xﬂl/l/lgflﬁm A

Individual’'s Name

o 02/22/1#

Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



“employer solutions stafting group.

Leveraging Resources in a Changing Market

STATEMENT OF CONFIDENTIALITY

This agreement made this zz'tlay of Ff*’ . 201_:’, between
Employer SolutionsStaffjng, Group LLC, hereinafter referred to as “employer”,
and __( ghom S 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.

rd

Employee Signature, i

/

Employer Squtiot?hfﬁn Group LLC, Representative




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.

Ifitis 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 n} espons1b|ht|es am{é gree to abide by these guidelines.
O oures/

W{Sﬁam Sand Waz

Slgned:

a»
Printed Name:




- employer solutions staffing group. G8 ESNG m

Leveraging Rezcurves in 2 Changing Marke: mmlwsuluﬂmsm gy ko ekl .
Benefit Plan Administratars, Inc.

Enhanced MEC Plan_Plan 1 sl

[1 Rehire

Benefits Enroliment Form
Employee Information

Name (FlrstandLagt) & Social Security Number @

MSSHEAn Dantine 2 7 —G6G- %)\3

|Address City & State o Zip Code

[ O ‘éﬁ/«e&m)mfg‘ A€ | Ste Pud) | MY/ Ssma

[] Female | [ Married [J Divorced D = l*:?_ [C‘f q '.? Date of Hire

'PZ;%" T725 77720 | Stnictertinisfran 60 o \

Please Select Desired Coverage:

Rehire Date

Employee Only - D Employee+Spouse - Employee+Child(ren) - Family -
$24.00/Week $38.00/Week $36.00/Week $63.00/Week
Socia Secutty# Birth Date | S€X Relationship
First Name M. Last Name El| :-‘::am 5 Spl%lm;on?aucﬁer
Sociel Secury # Birth on:e Sex Relationship |
First Name VX Last Name ll-:_-]l r::ale DSPSB eDoEesﬁC]:iI]’darmer
2 S Secuy# | BithDate | Sex | Rdaﬁ;mbip
[First Name w1, Tast Name E :’f: - o SPE“ Dﬂug‘l,ﬂ:mu

Other. coverage information including Medicare/Medicaid

NAME OF PERSON COVERED (FIRST, LAST):

EFF. DATE
EFF. DATE
EFF. DATE

Empioyee Acknowledgement and Authorization - | hereby apply for the group benefit{s) as indicated. | acknowledge that all entries are true and compiete and that
any misstatements or failure to report information may be used as the basis for canceliation of coverage for me and my dependent{s), if any, from the originai
effective date. Further, | authorize my employer to make the necessary payroli deduction of premiums for coverages  have elected.

[iF ENROLLING - YOU MUST SIGN HERE

Employee Signature 4 / Date

ewrrovessoecunne [ | am DECLINING coverage

1 understand that { and/or my depbndents, Ifany, walve any coverage and desire to participate in the pian at a iater date. I/iwe may be considered a iate enroliee and
must meet the requirements defined in the Certificate of Coverage for the company’s medical or dentai plans. If i decline enroliment for myseif or my dependents
(including my spouse) because of other coverage, | may, in futurs be abls to enroli myseif or my depend in this plan, provided i request enroliment within 31
days after the other coverage ends. In addition, if a new dependent relationship forms as a result of marriage, birth, adoption, placement for adoption of parting sult
of adoption, | may be able to enroll myself or my dependent, provided | request enroliment within 31 dpays of the event.

IF DECLININ@ You MUST SIGN HERE O / ZZ/ (7

Employer Solution affing Group Health Benefits Team
7301 Ohms Lane Suite 40
Edina, MN 55439
Phone: 952-767-9519 Fax: 952-767-9515
Email: Health@employersolutionsgroup.com

Employee Signature




Eixed Indemnity Medical Benefits Plan 2
s VS| 219301-ESG-1 OFFICE USE ONLY LOCATION Rehire Date / /

ENROLLMENT FORM ESC CUUNAC-MN) P1 v18.2

A. REQUIRED EMPLOYEE INFORMATION PRINT USING BLACK or BLUE INK (Must Be Filled Out)

Moo ONVSH Ul Stz [“BEFYE 615 B 25797 ™ T
«Address /6;(_‘)[ ?:V'PWLOVVT' W_e f.ﬁ\pt#

 City ESt \Zip ' Date of Birth
& Dy W ¥85l06  BREF faaz

Medicare Health Insurance Claim Number (HICN) ' Medicare Effective Date —

“l;iame of Covered Person (s): i
3.

C. LIMITED BENEFITS PLAN SELECTION Payroll Deducted Weekly Rates

You MUST select a coverage level before any benefits in Section C. Your coverage level for the all benefits in Section C will be
identical. The Fixed Indemnity Medical Plan, Dental Plan, Term Life Plan, and Short-Term Disability plans are underwritten by BCS

‘ |

surance Company. The Vision plan is underwritten by Companion Life Insurance Company.
SELECT COVERAGE LEVEL oD VERINTY | pEnTAL VISION TERMLIFE | SHORETERM
EmployeeOnly [ ||  $20i28 § s617 o)|  s2a2 () soso )| saz0 ()
Employee +1 [ ] $a1.10 $12.34 $492 $0.90 |
Employee + Family || $54.88 $20.36 $6.56 $1.80
NO to ALL Beneﬁts \m DYes l:l No DYes l:l No -.Q_st: l;l No __|___—I~Ye_s D No L DYt_ai !;I_N_c_)__

‘ 'l_'i'us-coverage is not avaitable to residents of I NH, H, or PR. 2STD is not available to persons who work in CA HI, NJ, NY, or R,

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

Name L ____Relationship
D. REQUIRED DEPENDENT INFORMATION
Name | Social Security # | Date of Birth | Sex _ Relationship ~ 1
A e O B e /7 [MI[F] | [Tspouse [] child (] Domestic Partner
Name e - T Socnal Secunty# Date of Birth ' Sex Relationship
/¢ IMI[E] (] spouse[]child[] Domestic Partner
Name ! Social Securlty# Date of Birth | Sex : Relationship =
/1 [MI[E] '[Ispouse[]child[]Domestic Partner
Name ‘Social Securlty# Date of Bnrth Sex 'Relationship -

| 77 |ME DOsouseIchid[]pomestic Parmer

B REASE YOU MUST SIGN AND DATE, EVEN IF YOU DECLINE COVERAGE

! have read the benefit packet and understand its limitations. | understand that open enroliment is only available for
a limited time and | understand that maknng no bggeﬁt selection is a declination of coverage.

DATE Q’Z,, 1/’[,, .QD_L% D> SIGNATURE (M\(\C@TQA/\ %(M/IWQZ

This is an Essential StaffCARE Enrollment Form.



