PO Box 46270
Eden Prairie, MN 55344-9956
Tel: 952.835.1288

www.esgstaffingsolutions.com

y New Hire Application

ersonal Data-- PLEASE PRINT LEGIBLY IN INK

Last Name_’&_é_LMG;A_ First Name .. | WLS%'I Middle Initial L
Street Address_jl ?’3 g O—te\ ] e LL“‘&L

Apt/Ste
City/State/Zip

Social Security Last Four XXX-XX-
Email Address 2 577 @ QM_L(@\
Staffing Agency/Recruitment Partner

All offers of employment are conditional upon satisfactory proof of Ide'nm and legal ability to work In the U.S.A.

Are you legally authorized to work in the United States of America? mES LINO
Applicant Certification and Authorization

Phone Number

1 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.

I 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 and/or a drug screen test as
required by clients, government regulations or by ESSG policles.

I 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 ali 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 resuit in my termination.

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

. ‘ |
Lz [2-D7-17
me (Print or type licant's Signature Date

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

For ESSG Office Use Only
DOH NHW 18 8850 w4
Emergency Contact Info | Background Release Form Background Resuits Unemployment Letter ESC Application
(If applicable)
For ESSG Client Use
DOH ROP Work Site Loc. WC Code

ESSG - Rev, 04/2017



The exceptions don't a to supplemental es Nonwage income. If you have a large amount of
FOI'I'I'I W"4 (2017) greatarﬁglttl\m,uou,ooap'y e (e nonwagga Income,eéu aslnterastﬂtr:grdlvldenclez‘,J

Baslg Instructions, If you aren’t exempt, complete cansider making estimated tax ents using Form
Purpose. Complete Form W-4 so thet your the Personal Allowanses Wnrksheet%t'elow. The 1040-ES, m’;‘dﬂ;ﬁ Tgl"g 'I’} vldgals. 0“'5{‘"'“'
employer can withhold the correct federal Income workshests on page 2 further adjust your you may owe °3 boBas {"# d“"ﬂtpl?"s mﬁ' d
tax from your pay. Conslder completing a new Form withholding allowances based on itemized “g"““y "Wmﬁsﬁl U iy “',‘ e W _ﬁ'}' shou
W-4 each year and when your personal or financtal deductions, certaln credits, adjustments to Income, adjust your oiding on Form W-4 or .
situation changes. or two-seamers/multiple johs situations, Twr?d earners or multiple jobs, If %og l}'gva ath
Exemption from withholding. If you are exsmpt, Complete all workshests that . Howsver, you Woridng spouse or mora than one Job, figurs the
complete only Iines 1, 2, 3, 4, and 7 and sign thp; may i fewer (or zero) allawaﬁpcgls.y For rsgularyo m"‘a'"""'ga “f’f w°m§fmwﬁ%“ elntltladlt:o claim
form to validate it. Your exemption for 2017 expires wages, withholding must be based on allowances w L4 J,"’ ush Yc?l w'l?l g" y ':';? °"“m
February 15, 2018. See Pub. 605, Tax Withholding you alaimed and may not be a fiat amount or e atl,luarll aicing ""i':luyed ?h"" F “W ¥y
and Estimated Tax. percentage of wages. fvgr?ﬂe highest p - 3"188 annl; ze::;1 all:w:nrg;s are
Note: If another person can claim you as a dependent Head of household. Generzlly, you can claim head claimed on the othera. See Puh. 505 far detalls
DR-RIs-OF-Aerax-retum - you-sant elalim-exempatia D Tousshoic Tilimr statueE o voUr By TSt oniv i
from withho!ding If your iotal iIncome excseds $1,050 you are unmarried and pay more than 50% of the ﬁggmldam alien, if you re a nanresident alien, ses
and Includes more than $350 of uneamed Income (for costs of kesping up a home for yourseif and your ce 1362, Supplemiental Form W-4 Instructions for
example, Interest and dividends). fa ga egg? s?org :}Fsr qsugnlfygﬁgﬂld:;l& ga% ::nre:ldant A"e“:' T:lf‘"e compleﬁngF?ls f“",'f:
ub, 501, Exemptio uction, an eck your withholding. After your Form takes
mm%hmﬂgﬂf:ﬁ% #%?Emtglg'ya;?ls Filing Information, for information. effeot, use Pub. 505 to see howxlge amount you are
a dependent, if the employee: Tax credulsi. Yu%u can m;lel pmjaflad tag cr:fdlts Into fh:r",","bq m]aa'gu?? es;oeg&'l; ﬁmfl-:,‘:dartn‘?%:a"
* Is age 65 or older, m‘g&ng gllovl;gny:a‘g. C;vt‘:lmlhl? fao?grl:}ldegr dependent exceed §130,000 (Single) or 5130-008 Married).
e |s blind, or care expenses and the child tax credit may be claimed Future developments, Information about any future
» Will olaim adjustments to Income; tax credis: or gsln%ﬂge ggarsfgn‘anlfgllmnm Work?tllmet l::ell:::‘vtvl.1 Fav':llgﬁmams affgcggeg Form }N—4 (suuhmag
y . on enacte osted
ftemized deductions, on his or her tax retum. c,-e:dﬁ' Into wm,h'.,u,','“ 2}1'832.'1'92';{‘ bt hpea i :tg www.irna.agovlw4. i DR
Personal Allowances Worksheet (Keep for your records.,)
A Enter“1”foryourselflfnooneelsecanclaimyouasadependent. e st s 4 e 4 4 e s a4 w4 ... A
= You're singie and have only one job; or
B  Enter*1"if: * You're mayried, 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 avoid having too littie tax withheld) . . o o o c
D  Enter number of dependents (other than your spouse or yourself) you will claim on your tax retumn . o o o D
E  Enter *1” if you will file as head of housshold on your tax return (see conditions under Head of housshold above) E
F  Enter *1" if you have at least $2,000 of child or dependent care expenses for which you plan to cialm a credit 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 credif). See Pub, 972, Child Tax Credit, for more information,

o If your total income will be less than $70,000 ($100,000 if married), enter *2" for each eligible chlid; then less “1* if you
have two to four elligible children or less “2” if you have five or more eligible chiidren.

* If your total income will be between $70,000 and $84,000 ($100,000 and $119,000 if married), enter “1” for each eligible child. G
H  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

e If you plan to itemize or claim adjustments to Income and want to reduce your withholding, see the Deductions
For accuracy, and Adjustments Workshest on page 2.

complete all * If you are singje and have more than one job or are married and you and your spouse both work and the combined
worksheets eamInFs from all jobs exceed $50,000 ($20,000 if married), see the Two-Eamers/Multiple Jobs Worksheet on page 2
that apply. 1o avold having too iittie tax withheld.

» if neither of the above situations applies, stap here and enter the number from line H on line 5 of Form W-4 below.

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

N w_4 Employee’s Withholding Allowance Certificate OMB No. 1645-0074
m
| i weara e e e teaeen | 120077
1 Your first name and midd!e Initial Last name 2 Your soclal security number
Sima | HAIK GA KD -o4-3IL)0
Home ad ('j@’\e' and street or rural route) 3] singie L[] Married [] Married, but withhold at higher Single rate.
5 l SQ_ (%5 Note: if manied, but legally separated, or spouss Is a nonresldent alien, check the “Single® bax,
Gity or town, stats, and ZIP code e 4 If your last name differs from that shown on your soclal security oard,
e bW oo ‘j_f (s} I b check here. You must call 1-800-772-1213 for a replacement card. » ]
5  Totdl number of allowances you are claiming (from line H above or from the applicable worksheet on page 2) 5 e
6  Additional amount, if any, you want withheld from each paycheck . . . . . . . . . . St o) 6$
7 I claim exemption from withholding for 2017, and | certify that | meet both of the following conditions for exemption, [ VR
* Last year | had aright to a refund of all federal Income tax withheld because | had no tax liability, and ; g : _' é
* This year | expect a refund of all federa! income tax withheld because | expect to have no tax liabllity. i nE
If you meet both conditions, write “Exempt"here, . . . . . . . . . . . ., . . B |7}
Under penalties of perjury, i declare that | have e:7mlned this cerfificate and, to the best of my knowledge and bellef, it Is true, correct, and complete.
s : / .
ﬁ!rnﬂ's)':)fnelz ﬁt':gt.:/aaltll:irznless youslgnit) B\ /0 e e . _{ Date» |77 — 0 “ﬁa {1

8 Employer's name and address (Employer: Complete lines 8 and 10 only if sendlnﬁ'ﬁ: the IRS,) | 9 Office code (optional) | 10  Employer identification number (EIN)

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



Employment Eligibility Verification USCIS

Department of Homeland Security ' OME :1:11115?;-900 s
U.S. Citizenship and Immigration Services Borpires 08/31/2019

PSTART HERE: Read Instructions carefully before completing this form. The Instructions must be avallable,
during completion of this form. Employers are liable for errors In the compistion of this form.

ANTI-DISCRIMINATION NOTICE: it is lliegal to discriminate agalinst work-authorized individ
document(s) an employee may present to estabiish empioyment authorization and identity.

oither in paper or electronically,

uals. Employers CANNOT specify which
- The refusal to hire or continue to employ

an individual because the documentation presented has a future ex

R

By of 8my e ity 6 ok affer) L 1; (b
me (Family Name) First Name (Given Name) Middle Initia) Other Last Names Use: {ifany)
HAKSA L SIMSS
Address (Street Numper and Name) Apt, Number | City or Town

2R3 G0*N ST Sexn Cottome evoue [N (65516

Date of Birth (mm/dd/yyyy) | U.S. Social Security Number Employee's E-mall Address Employee's Telephone Number

(01sligrs d - [ofe] - RIE[d| Hvrere 571 € ot | AS bbbl OS2

I am aware that federai law provides for imprisonme
connection with the compietion of this form.

| attest, under penalty of perjury, that | am (check one of the following boxes):
[[] 1. Acitizen of the United States
[[] 2. Anoncitizen national of the United States (See Instructions)

nt and/or fines for false statements or use of faise documents in

g 3. A lawful permanent resident  (Aflen Registration Number/USCIS Number): OEX~O\2~SHT

D 4. An allen authorized to work  untll (expiration date, if applicable, mm/ddiyyyy):
Some aliens may write "N/A” in the expiration date field. (See Instructions)

Allens authorized to work must provide only one of the following document numbers to complete Form I-9; Do ?j,},",,;g:;,?:h"',:’g;m
An Allen Registration Number/USCIS Number OR Form -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;

7 -
Signature of Employee W Today's Date (mm/dd/yyyy) 12 07-1 o

l '.,.- e .,-\_‘_g!-!_. i LA i
fiol ule g.pn

attest,

3 e

Feh

ge i e
ek ket

fou, el o domplerés nd sigfiou hen Wishatées st An pmplays bn vompleting Seation Y|
nder penaity of perju

1Y, that | have assisted In the

comletion of Section 1 of this form and that to the best of my
knowledge the information Is true and correct.
Signature of Preparer or Trans|ator 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

Form1-9 07/17/17 N Page 1 of 3



Employment Eligibility Verification USCIS

Department of Homeland Security OMII: :1:1111611;2047
U.S. Citizenship and Immigration Services Expires 08/31/2019
# b M ol 5 i g‘ﬂg i =) ':e"«.%r ; S L T Wgéz%
Employee Info from Section 1 st Nar { pam - |© hip/immigration
ListA OR Ist B ListC
Identity and Employment Authorization _— Identity P _Employment Authorization
Document Titie ! n : i/ "_\14
Issuing Authority t #
Document Number | BBgument Nimbgr ) _ eftN i ¥
; (gl Il -, (
Expiration Date (i any)(mm/dd/yyyy) i}j Expiration Datg (if any)(mm/ddfyyyy) ;w7e if any)(mm/dd/yyyy)
& tDi /3 2 2023 ﬂ-——
Document Title 1 i
Tssuing Authority | | [Additional Information O AL R 3
Document Number ;
Expiration Date (if any)(mm/dd/yyyy) i
i1
Document Title i
1
issuing Authority :
Document Number t-':i
[ Expiration Date (i any)(mm/ddfyyyy) l'

prtification: | attest, under penalty of perjury, that (1) | have examined the document(s) presented by the above-named employee,
f2)the\above-listed document(s) appear to be genulne and to rel}ate tThe employee named, and (3) to the best of my knowledge the

dyee Is authorized to work In the United States, 4
: ploye:'s first day of employment (mnvdd/yyyy): fL 0‘7
[ e 3

,Lo l 1 (See k: ctions for exemptions)

atue . ﬁ Floust ft Ausherized Representative , Tt}dai'r ‘D)a%a ([:%c:q?yyw Tﬁ{%%?m Representative

pploye; or Authorized Representative Employer or Authorized Repr&sentaﬁvé Employer's Bus.l-x;ss or Organization Name
1 , EMPLOYER SOLUTIONS STAFFING GROUP LLC

\”l

ployer's Business or Organization Address (Street Number and Name) | City or Town State ZIP Code
EDEN PRAIRIE MN 55344
"iplaied arid Al iionzeg ra

Name (Famil Namé) First Name (Given Name) Middle Initial

cqritinuing empleyment authérization in the space pravided beigw.
Document Title

G, ThE Emalayeas prevign Sgﬁ of effiployment aUifiorzakon has eXpirgd, provids Tha Inﬁ:aﬁeﬁ Tor 1hé dodument of fecalp That eflabiisFies |

Document Number Explration Date (if any) (mm/dd/yyyy)

1 attest, under penaity 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/yyyy)

Name of Employer or Authorized Representative

Form1-9 07/17/17 N Page 2 of 3
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"Tiis card bélongs 1o the Social Sécunity Admilnistration and you must et =%

it if we ask for it.
If you find a card that isn’t yours, please return it to:

Social Security Administration

P.O. Box 33008, Baltimore, MD 21290-3008
Improper use of this card or number by anyone is punishable by fine,
imprisonment or both.
¢ Sign your card right away and keep it in a safe place.
» DO NOT carry it with you.
For any other Social Security business/information, contact your local Social
Security office. If you write to the above address for any business other than
returning a found card, it will take longer for us lo answer yousletter.

Social Security Administration

_Form SSA-3000 (3-2084) N, E8 78524 41

T

42581707 2017081501 TEXAS ROADSIDE ASSISTANCE: 1-300-525;5555- ’
ﬁlm to Emergency resction
Eu'\'a'ac.sa.h “m.:v.nwrwu':tlc s Duc.:n'.‘?"
oF ¢ .
o s Iveiiing drfede £ 26,000 Ibs which transports p HAZMAT or
nesmvc’mm A - With corrective lonses

ENDORSEMENTS:
NONE




EMPLOYER SOLUTIONS STAFFING GROUP
BACKGROUND CHECK AUTHORIZATION

mployee Name: S[W‘-SS l | Lolo/a_ uwe HA’fM Cf)ig

(First) (Middle) (Last)
Former Name(s) and Dates Used: . A{»'/A

Current Address Since: %Wks RE 33 qo}ﬁ\ ‘ST S. At 2 ole fgA) Solb

(Mo/Yr) (Street) (City) (State/Zip)

Previous Address From: D%HM_MM by j)e."m(“ TR MZ_
(Mo/¥r) (Street) (City) (State/zip)

\ Previous Address From: 10'2(}“ 508 %. SLDH— BL—\/D oo CL l“‘f A 54
\

(Mo/¥r) (Street) (City) © (State/zip)

Social Security Number:lm'o ¥ ’1610 DOB:M,Z I 1 1475
\Phone Number: (5' 5 ')j g ' = 07 S_L..

Driver’s License Number/State: LL'Z»j)Z %”’7 T‘E‘K A <

The information con*~ined in this application is correct to the best of my knowledge.

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 divuige 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 proffct the applicants personal information, including, but not limited to, addresses, social security

numbers, and dat irth.
\ i Date: //2’/:} |l '-7
N F?{gti(:e to CA, MN, and OK Residents:
{ e check the box below if you wish to receive a copy of a consumer report that is requested.

O I wish to receive a copy of any Background Check Report on me that is requested.

Signature:




EMERGENCY CONTACT INFORMATION

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

Employee Name: SIM%S [ 4L_L . '("LA—_L}\/ (QA
Address: BE ; z fi QET& 6"; i (0#;’555 !2)/’0&)2 /9N STO(L

Home Phone: tglE) Q L:l"ollgl«

Contact #1 Home Phone:

%ame: ARLA N<'L’7% S50« Cell Phone: (.:S (9) ((:7[" b4 %S
‘ Relationship: |0t &9 Work Phone: |
Contact #2 Home Phone:

Name: ‘Ko%gi /&& A MS’SDU) CellPhone:(éB))‘gvo‘a‘q7
Relationship: @ Yo hw n \p W 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.
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empioyer solutions staffing group..

Wage Payment Method Authorization (Minnesota)

Employees have the option of receiving wages
If you do not provide a written electic

by Direct Deposit and/or Payroll Debit Card,
0, wages will be paid by paper Check.

SECEIONT I BASIE INEO RV 1OR

Direct Deposit (Please camplete Sections 3 and 5 below)  Note: Direct Deposit accounts may take up to 7 days to be activated
|| Payroll Debit Card (Please complets Sections 4 and § below)
SEGFION3 DIRECET BL POSER

SSNi (1ast 4 digits)

EA- = 2

[T Paper Check (Please complets Section 5 below)

I understand and acknowledge that if I do not provide a

90 b2

voided check with this direct deposit form, I am
responsible for any delays in payroll or extra costs
incurred if the account number that I provide is incorrect,

]

Account# u;7 ¢ %q %_")—7 b

*  Iyou change banks, do not cloge
SECHON 4 DANROLL DERE

Except for the routing and account

Account Type:  Ad' Checking [] Savingu;[l Other
®  Tohelp s avoid making an error, please attach a copy of a voided check. (a deposit slip will not work)

transactions. 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 Payroll Debit Card and packet, Your Payroll Debit Card will be reloaded on each payday you receive

it SLA  pae_12~00-[]

youroldbankaceonutunﬁlyourdﬁectdeposithasstartedatthenewbank,wlﬁchmaylnlceZpaypeﬁods,
D CARD

mmber, ESSG does not have access to any information regarding your Payroll Debit Card account or

wages.
CARDHOLDER INFORMATION (25 you want your Payroll Debit Card o be issued)
First Name ML Last Name Date of Birth
Street Address (PO BOX NOT ACCEPTABLE) Social Security#
City State Zip Cell Phone (mobile)

RECEIPT OF PAYROLL DEBIT CARD (to be completed when you pick up your Payroll Debit Card)

Payroll Debit Card Routing #

Payroll Debit Card Account #

conditions, and disclosures,

Employee’s Signature:

Date:

SECHIONTS - AUTHORTZN L

made in error to my account(s).

*E-mail:

T authorize ESSG to directly deposit my periodic wages/c
or authorized deductions, into my account(s) as designated above and to initiate, if necessary, debit entries and adjustmentsfor any credit entries

ON

ompensation payments, net of required tax withholdings, other required withholdings

* E-mail is required for pay stub information.

@

Employee's Signature:

this information will only be used to send your paystubs electronically

Date:




STATEMENT OF CONFIRENTIALITY

This agreement made this day of ; 201? between
Employer Solutions Staffing Group LLC, hereinafter referred to as “employer”,
and_Siwm 88, Haow oq hereatfter 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 amoufit of damanes which may
result to the employer from a violation of any of R Ovisions hereof, the
employee agrees to pay to the employer the sum of
damages for every such violation; provided, however, thal\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.

f
,{ _
A N
- Ak LA xS

Empiyyee Signafure <O

el

Eployer Solltions Staffing Group LLC, Representative



employer soit.?ons sta ng group..
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 result 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.

Noti i
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.

I have reﬁld ﬁj ) responsibilities and agree to abide by these guidelines.

Signed: |

' 3
Printed Name: N WmassSil (- 'Hg Ui §g




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 S0, you must provide a copy of the policy
report to your staffing recruiter that the check was stolen. If the check has not
been cashed and if the loss of the check was not your fault, ESSG will issue a
new check and no fee will be deducted.

CHEQUES DE PAGO PERDIDOS O ROBADOS

Si un cheque de pago se pierde (que falta, fuera de lugar, destruido, perdido en
el correo, etc), usted-delye-notificar a su reclutador de personal que el cheque no
se puede encontrdr. $i se\puede verificar que el cheque no ha sido cobrado,

ESSG se detendri el theque de pago y reemitir el cheque a usted, descontando

un cargo de entre §

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

AGREED/SE ACUERDA—
Name/Nombre (con letra de molde): SIS | l, H O O
~ .

Signature/Firma; (\ , Q\
I



T, o
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employer solutions staffing group..

ESSG WORKPLACE SAFETY POLICY

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

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

ESSGis committed to vigorously enforcing its OSHA Compliance Policy.

To help ensure a safe workp-lace, 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:

e Right to refuse unsafe work

* Right to know or be informed about actual and potential dangers in the
workplace

* Right to review copies of appropriate standards, rules, regulations and
requirements that the host employer is required to have available at the
workplace.



employer solutions staffing group..
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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 (ESSQG) at 952.835.1288/1.866.496.7573 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
952.835.1288/1.866.496.7573 in order to obtain assistance in the resolution of such
matters.

7
Employee Name (Please Print)

SUNSSTL L JAIGA

Date: [2' 07"/7




om OS850 Pre-Screening Notice and Certification Request for

(Rev. March 2016) the Work Opportunity Credit OMB No. 1545-1500
Department of the Treasury
Internal Revenue Servics P Information about Form 8850 and its separate instructions is at www.irs.gov/form8aso.
Job applicant: Fill in the lines below and check any boxes that apply. Complete only this side.
( ' Your name S! W gg\ Hc\ \\ Co, Soclal security number > -ol—

Street address where you live E. %Z?Q "‘} O“—a\ ST ¢:3 .

County
\ If you are under age 40, enteL)our date of birth (month, day, year)

Telephone number &5 l{ bbL) 0" Y2

City or town, state, and\Zcho e LQH:Q% Grrode - M‘M 55016
|

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 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 Familles (TANF) for any 9

months during the past 18 months,

* | am a veteran and a member of a famlly 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 rehabliitation agency approved by the state, an employment network under the Ticket to Work

program, or the Department of Veterans Affairs.

* | am at least age 18 but not age 40 or older and | am a member of g family that:
a. Received SNAP benefits (food stamps) for the past 8 months; or

b. Received SNAP benefits (food stamps) for at least 3 of the past 5 months, but is no longer eligible to receive them.

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

* | received supplemental 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 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 [ Check here if you are a veteran entitled to compensation for a service-connected disabllity and you were dlscharged 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 disabil

period or periods totallng at least 6 months during the past year.

6 [ Check here if you are a member of a family that:
* Recelved TANF payments for at least the past 18 months; or

ity and you were unemployed for a

* Recelved 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 beling eligible for TANF payments during the past 2 years because federal or state law limited the maximum time

those payments could be made.

7 [J Check here if you are in a period of unemployment that Is at least 27 consecutive weeks and for all or part of that period

you received unemployment compensation.

Signature —All Applicants Must Sign

Under penalties of perjury, ! declare that | gave the above i on to the employer on or before the day | was offered a job, and it is,
correct, and complets, (/
\Qob applicant’s signature b MM

to the best of my knowledge, true,

Date ’(L" 0 - ‘1

For Privacy Act and Paperwork Reduction Act Notice, see éeﬁe 2, Cat. No. 22851L

117-

Form 8850 (Rev. 3-2016)



Form A (rev. 03/2017) TAX CREDIT QUESTIONNAIRE

EMPLOYER SECTION:
Client: Company:
Loeation: Position: Starting Wage: $
MPLOYEE SECTION:
First Name: Last Name: Suffix: Etreet Addrdeﬁ:\ | City/State: Zip:
SIMSS|  HAmeA 833 90 ST S puR. | MIN, loftage Bvovt S5O
SS#: 114iiH Age: H{we you worked for | If yes, location:
260 -0~k 0 10~1S~\q1Y G2 th;?:ﬁ"“;ﬁg’m
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) | Il

at any time since Angust 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? O |

{If yes, please provide information below.)

Name of'the person receiving benefits; _ Relationshiptoyou: ___

City: County: State;
3. Have you received Supplemental Security Income (SSI) at any time within the past 3 months? O I}

Please note, this is not the same as Social Security benefits (SS) or Social Security Disability (SSDI) benefits,
*lf you checked yes please provide a copy aof your SSI documentation,

4, Have you received any fype of vocational rehabilitation services within the past two years? O N
If yes, please indicate which type of agency you worked with and provids their location information below:

[J Vocational Rehabilitation Agency [T Dept. of Veterans Affairs [ ] 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.

5. Are you a Veteran of the U,S. Mili *If yes, please provide a copy of your DD-214 and letter of separation,
(If 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?

O
O

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

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

[ I e [ ]
O O om

7. Have you been convicted of a felony or released from prison for a felony conviction in the past 12 months?
Conviction Date: Release Date:
Was thisa [] Federal or [] State convi

{62 Y

——

ion? If State - County: State:

L : _ . Additional Tax Credits _
IEC (Native American): Are you or your spouse a member of a Native American Tribe? O ||
Ifyou checked yes please provide a copy of your CDIB card,
CA Residents: [] Are you the child of foster parents? O Do you receive CalWorks? [] Workforce Investment Act?

O Areyoua migrant or seasonal farm worker? D Have you ever been convicted of a misdemeanor?
SC Residents: [ ] Do you receive Family Independence Benefits?

PLEASE READ, SIGN, AND DATE:
Under penalties of ‘perjury, 1 declare the information above to be true and accurate o the best of my knowledge, and | hereby authorize any agency, organization, or
0

individuals 1o supply such verification or information  be needed to determine tax credit eligibility to my employer, employer representative (Associated
Consultants, Inc. dba Retrotax), or the Depamt of. :
I 1

LQNew Employee Signature: _%L AL \_W:E%ff, Date: )2" [9 = / 7




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 only.
Employers or consultants submit this SAF to the State Worlkforce Agency with IRS Form 8850 or if filed

separately, with ETA Form Mmmmmﬁwmmmmeﬂ-ﬁm 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: MW/[/Z/O&C%CQ Date (2~)—17
New Hire Name: CQIMSE L. - HA !'iU C7A
Social Security Number: 3S0- 04—~ 67D

Employer Name: _@%{

Please check the statements below if they apply to you.

O I declare that | was in a period of unemployment that is at least 27
consecutive weeks and for all or part of that period | received unemployment
compensation.

OO0 Ideclare that | have been in a period of unemployment since

(Enter start date)

Privacy Act Notice:

The Intemal Revenue Code of 1986, Section 51, as amended and its enacfing legislation, P.L. 104-188, specify that the State Workforce Agencles are the
"designated® agencles responsible for administering the WOTC certification procedures of this program. The Information you have provided completing this
form will be disclosed by your employer to the State Workforce Agency. Provision of this informaion s voluntary; however the information is required to
determine your employer's efigibilty for the federal tax credit

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

Persons are not required to respond to this collsction of information unless 1t displays a currently valid OM B control number. Respondents’ obligation to
complete this form Is required to obtain or retain benefits (P.L. 111-5). Public reparfing burden is estimated to average 10 minutes per response, including the
fime for reviewing Instructions, searching existing data sources, gathering and maintaining the data needed, and completing and reviewing the collection of
Information. Send comments regarding this burden esfimate tothe U.S, Department of Labor, Division of National Programs Tools Technical Assistance,
Room C-4510, Washington, D.C. 20210 (Paperwork Reduction Project 1205-0371). Please do not submit completed forms to this address,

117-

ETA Form 9175 (Rev. November 2016)



PO “ employer solutions staffing group,
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everaging Resource; in 2 Changing Markes

B sy, e | - S
Enhanced MEC Plan_plap ¢ ' |

Bensfits Enrolimeng Form

I:'lnlrjés_t',ru.r_a Hormation

Name (Firgy and Last)

L1 New

\
_fj Gender TT jmare Marital Statug [ Single | Date of Birth ' Date of Hirg ]
0 Female | [0 Mapjeq Divorceqd - ____.L-—-—\__
Phone Number; Addresg;
_'_—'-‘--.__
Please Select Desired Coverage:
Employee Opjy . E’ Employee-l-Spousa -DEmployee+Chlld(ren) - D Family -
$24.00/Weej $38.00Mee_l_( $36.00/Weej 363.001Week
S8 YT 5 i [ e o REICHBTNE o G5 i e JEn T T e
Birth Date | Sex Relationship
O Maie Clspowse g Child
O Femate 0o Domestic Parpne,

ams E Maie Dspgu DcE Child

Employee Anlmovdadgamant and Authorizatioy, . ! hereby apply for the group banefit(s) 2y Indleatag, § acknowled, thatall entrigg are trus ang Somplete and that
any misstatementy or fallure to Teport |, th

ge tru
28 the basjg fo, cancallation of coverage for me and my dspnndant(a}, i any, from the origina;
date, Further, | anmmamyamployarbmako the ected,

IF ENROLLING . YOU MusT SIGN HERE

Employss Signature ! Date

EMPLOYEES DECLINING lam DECLINING coverage

lunderatang that! andsor my dapondunh, if any, waivg any coverage and desire to Participate in the plan at a later date, liwe may be considered a jate 8nrolles and
must meet thy requirsments dafined in the Certificate of Coverage for the Company's Medical or dental plang, if1 daciine enrolimeant fop myseif or my depsndents
(lncludlng My spouss) becausg of other covara Imay, in futy, I 4 d

ge, re bo ahls to gy | myseit or my depen, "fh Inthis Plan, provideq | Tequast snrojimeng within 31
days after the other GOVerage andy, In addition, jf New tspendent rnlauonahlp forms ag g res; ma ®, birth, adoption, Placement for adoption of parting auit
of adaption, § may bhe ablg to enroll mynsif op my dapondom, Provided | request anroliment within 39 days of the avant,

Phope: 952-767-951 9 Fax': 952-767-9515
Emai; Heanh@employersoluﬂonsgruup.com




o e ————tve
© . STwucnents_Plap 5
- Vs 219301-E5G-1 . OFFICE UsE oNLy

NROLLMENT FORM

A REQUIRED EMPLOYEE INFORMAT'ON
Name S 5g4 HAIMGY
Addess %33 90ty g S

S st oont e e

e eaagn,

Date of Birgp,
-0 -..._--....E.J.P..l.../.{.’.ff’;_?t

R T T

L_1Ye QNP-.." Yes, please Continue, i
; | Medicarg Effective Date
% 4

e e e ST

o Payra Deducted Weelly Rate
n C. Your coverage leve| for the all benefits i Secti
, Term Life Plan, and Short-Term

an is underwritten, by Co

on C will b,
Disability pjang are underwrittep, by Bct
Mpanion Lifg Insurance Company.
FIXED INDEMNITY SHOR'I-'-TERM
SELECT ;OVERAGE LEVEL MEDICAL 1 DENTAL VISION TERM LIFE DIS ABILITY 2
Employee Only [ gaps B  se1r W]  sz2a2 B soeo | saz i)
Employeg + 1 [] $41.19 $12.34 $4.92 $0.90
~ Employes + Famy, [ $54.88 $2038 | $686 | . gido
NOto Al Benefits J DYes IE'NO l DYes ENO ‘ DYesENo 1 DYes QNO 1 DYesm No
This coverage s not avail 51-‘91951&'9.'313;..9{5!1&!-_9.'.' FR.*STD is not avaiiahlﬂe..eszrégnﬂvbe.ﬂat'si@. CA, HL NJ, NY, or ),
For Term Life / Accide ath & Dlnnembnrment, Please write in your beneficiy nformation, Acciden
mberment i5 Part of the Term, Life Benefis, X
Name

s ,....;....

T i B PR

Social Security # - Date ;f_-Ei:t‘I:x—Th“ L e

| Sex ,Relationsh-}; T
o, e S /1 : E -~ LISpouse[] Ch"dD. D°m95ﬁ‘? Partner
Name ' Social Security # Date of Bjrth Sex 'Relat'ionship
| G L e .....".,..*..@..,.{-.D....$e99=e_ﬂChi!#l_:lpomestic Partner
Name Socia] Security # Date of Bjrth, ZSex Relatinnship
o Soclbonnsi g et | MI[E] fDSPOPSEDCh"dDDDmesﬁ_c'.’aff.'?_ef
Name Social Security # Date of Bjrth f'Sex

: Relationship
ooy iy e | S/ By }@E _ _DSpou_seD ChildDDornestic Partner
[ ' MUST siGn, D DATE EVEN Vo bicing covpacs
| i imitatj o
—rp '.- - . - . S - . .- - . a ' i i i J

This s an Essentja) StaffCARE Enroliment Form,



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 unemployamentbenefits.

/
I understand by signing fthis form that} am responsible to contact ESSG within 5

calendar days once an a Ssignment enfs. | also acknowledge that | have received
a separate copy of this foxm. itial)

MM/ & [2-073- 1%
[dD)

Employee Signature:

l S . L

Employee (please print your name here)

CMG_SM - Rev. 09.2013



DRUG AND ALCOHOL

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

understahd: (a) the policy and its contents; (b) what conduct the policy prohibits and the

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. I 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.

Individual’'s Name

2T 15

Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



