PO Box 46270
Minneapolis, MN 55344-9956

Tel: 952.835,1288

www.esgstaffingsolutions.com

New Hire Application

Personal Data- PLEASE PRINT LEGIBLY IN INK
—r—— e 0L ¥ 1IN INR

Last Name B2lley First Name _SParkle Middie Initial 0
Strest Address_2333 priscilla st Aptiste 1
Clty/State/Zip __Mminneapolis 55108 Soclal Security Last Four XXX-xx. 3012
Phone Number 6125172651 Email Address sparksb00972_cb9@indeec@nail.cqm

Staffing Agency/Recruitment Partner J2Mie

Applicant Certification and Authorization

| autharize 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, responsiblfities, performanca, compensation and eligibility for rehire.

luhmmmaammmmmmmewmaymmwmdmm eligibility for hire by certain cllents of ESSG,
This may include but Is not imited to, nvestigations ofcﬁmlnalandlorconvloﬁonmoxds".‘ydﬂvlngmgcmds and/or a drug screen tast as
required by clients, government reguletions or by ESSG polinies,

lcartifymatallsmamememademmyappncaﬂon arairueandacmmandmatlhavanotummedanymalaﬁal information or provided
false or misleading information. underetand thet any material omission or misrepresentation will result in my disqualification from
consideration for employment or, fdiscovered after ) begin employment, will result in my termination,

Sparkle Bailey %% Dec1,2017

-

Name (Print 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 i

OOH _____ | NHw -8 8860 wa

Emergency Contact Info | Background Release Form Background Results Unemploymont Lettor ESC Application

{if applicabls)
For ESSG Client Use

DoH " fpop —_— | Worksite Loc, WCGode

ES8G- CMG-CO Rev, 042017



Form W4 (2017) Grente an 3,000,005 10 uPBlemenielwagea g ooome. . Jou e & e ot

insbructions, i ® consider making estimated tax using Form
Purgoss. Compee orm W a ratyoy &?“Mm.gﬁ%“&mﬁ? Wm&%ﬁw
fax oy pey. Consider anew Form withholding allowanoes baser on fieiied w = m%ﬁm%wwm"
W4 &nd when your or financlal dedugtions, centain creciits, to incoms, Your withiiolding g
Waﬂm% : f or!womar;lnmple]absm ona, meﬁﬂo&;ﬁgﬁm:ﬂn
mwmmm &re axsmpt, Complate all worksheats that apply. However, you Working ITiore
fines 1, ,.,3“7" claim fawer allowances, For regular tutaln of allowances you are 10 alaim
mmw%uvwa'mmn&‘h mm mes.wmmldln(gmbamaﬂwm onall jobs s
15.2018.839% mwmh;ms .,'.=| nut ba a fisf Haunt o e el uite ——— mmmmm
Mote; if anathar clalm you as & dapendant Haadofllcnaahdd.eanarany.yuu claim mm&%m&mum”
onhlaorhwtaxmn,mm claim exemption dmm%gmmm onllhyeﬂ Maﬁm”mmamaﬂmm
incoms excesds $1,050 are and pay more than 5096 of Notice 1382, Supplemantal
andlmludamwam $350 of unsamsd income (for costs of i ahoms for andggsur Norresident Allens, bafors complsting
An be abla to claim W. mmm mmmmmmmwmmm
e . o evey i he omplareis  Fillng Infdmation, for on, sifact, usa Fub. 505 0 860 how the amaunt you are
: 220 having withheld compares to.your tax
adepandsnt, if the employes: Taxmﬁu.voumue 12 orecits o M@,.mmsgg,m Mm
* s 8ge 85 orcider, WG Mmoo skt apencent  aean 5 s oy I your eamin
Future

o I3 biind, or cars expenses and the child tax credit may be olaimed
* Will claim agjustments to incom tax credits; or Aownoes
gredfis

Remiza deductions, an his oy eyt reea! mﬁu&mﬂmmmﬁmﬁmmm% s ko after e relcazs o g
Personal Allowances Wo oet(K_agEfory_qur records.)

A Emer“1”foryoursamfnoonaelaaoandalmyouasadepandem. O 00 0000009090000 0 (N4
OYou’rasinglaandhavaonlyonajob;or

B  Enter“1®if { -You’ramardad.hweonlyone]ub.andynurspousedoesn’twuﬂcor } .. B
-Yourwageafmmasenondjnboryourspnusa'swages(ormamalofbom)amm,ﬁooorless.

c Emar"f’fnryourmomBut,youmayohooaementar“-o-”lfyouaremardedmdhaveelmeraworkingspouseormore

thanonejob.(Et!teﬂng“-n-“nmyhelpyouavoldhavlngtoolitﬂetaxwmhald.) © 0 0009000600 o0 6 q
D Enternumberofdepemlems(OWarﬂmnyourspouseoryomaeﬁ)youwmoialmonyourmthm. % o 598 5

E Entar"1"tfyouwlllfﬂeaeheadothouseholdonyourtaxre&m(seeoondlﬂonsunderl-leadothomholdabove) N
F En'nar“1'tfyauhaveatleast$2.00tlnfchndordependenﬂnaramenmforwlﬂchyouplantochhnaomdit 5 o o

Mmhbm%llgnmawmm

Mmoo

* if your total income will be lesa than $70,000 ($100,000 it married), entar “2” for each eligible child; then less *1* if you
havatwotofnureﬂglblechﬂdrenorless“?lfynuhaveﬁvaormoreellglblecmldmn.
-lfyowtotallnuamawmhabatweenm.oooandw.ooo(3100.000and$119,000!fmanled),euwrﬂ'foreacheuglhlacl’dld. a
Mdl!nesAtlvoughGandentertotalhera.mmmbedmmﬂnmmammadWmeuddmmmmmm) > H

o lf lantoﬂamhaordaimaﬂusunemtohmmeandwamtomdm r withholding, see the Deductions
For acouraoy, an%gmmmWMm page 2, faing %

complete all » If you are single and have more than one obormmmﬂedanﬂyuuandyowspnmboﬂ:wnrkandmeeomblned
workeheets eamin fmma?l bs excesd §50,000 o.o’oonmm ) 8ee the Two-Eamera/Multiple Jobs Workshest on page 2
that apply. to dhavlngto]gnnIetaxwlﬁ.'ﬁsld. B e Pl Pew

* it nelther of the above situations applies, stop here and enter the number from line H on line 5 of Form W~4 balow.
SapamtahmaudgivoFonnw-dtuvouramplwar.m»ﬂlehppantorynurmm

Employee’s Withholding Allowance Certificate OMB No. 1645-0074

b%aﬂmmamaﬁtbdbchhuaouﬂunumhadaﬂmmermpﬁmﬂmnwﬂﬂnlﬂuh 2@1 7
anb]eﬂbmﬂmbyﬁmms.vowemplwwbomqu&edbsendawpyofﬂﬂamtoﬂnm
‘aur first name and middie intial Last name 2 Yoursocial number

Sparkle Bailey 469333012

Home address (number and streel or sursl Toute) 3Q) single @ Mariea Q] Married, but withhold et higher Single rate,
2333 priscilla st 1 Note: H manted, butlogally separte, o spouss s  noresident e, aheck the Singi” b,
Gity or tawn, state, and ZIP code 4 Hmhﬂm%hmﬂmahmmmndﬂmﬂym
minneapolis R shook here, You must call 1-800-772-1213 for a replcement card,
5  Total number of allowances you are clalming {from line H above or from the applioable worksheet on page2) |§
8 Addiﬁonalamoum.ifany.ynummvamheldﬁmneaohpaynhack © 00 © 900060040000 MO
7 lclaim examption from withholding for 2017, and | cortify that | mest both of the following canditions for exemption,
0Lastyearlhada.rlghttoarafundofaﬂfedera!incometaxwiﬂnheldbecauaalhadnotwcliabllﬂy.and
'ThfayearlexpaotarafundufallfadafallncamataanhheldbecausalexpammhavenotaxIl
Hyoumastbohnondlﬁons,wlts“Exempt‘here. 6.5 6 oo

T

]

nder penal dmuw.ldadamﬁmlhmmwmm!sowﬁﬂmand. : of, it Is tru, comeot, and compiste.
oyee's signature ;%m m
_?fmﬁg'fomismtvandunlessmslgnlt.)bs {e Bafley (Dec1, 2017) Date» D€C1,2017

8 Emplmf'smmarﬂaddmmcompmwhesamd1ﬂon)yifmlﬁghﬂwlﬂ8.) 9 Offios code {optional) | 10 Employer identification mumber &IN)

For Privacy Act and Paperwork Reduction Act Notice, see page 2, Ost, No. 102200 Form W4 (2017)




3. DEPARTMENT W-4MN
{2 OF REVENUE
2017 Minnesota Employee Withholding Allowance/Exemption Certificate

Employees
You must complete and giva this form to your employer if you do any of the following:
* Claim fewer Minnesota withholding allowances than your federal allowances

* Claim more than nnesota withholding aflowances

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

= Claim to be exempt from federa| withholding or claim to be exempt from Minnesota withholding

Do not complete this form if you are claiming the same number of Minnesots allowances as federal and the number olalmed is 10 or less,

Employes's firet name and Initial Last name Employes's Sacial Seaurity number
Sparkle Bailey 469333012
Parmanant address y [{ ons
2333 priscilast B e e e e
City State ZIP code Martded
minneapolis 55108 (0™ Martied, but withinold et higner Singe rate

Employees: Read instructions on haok, complete Section 1 OR Seotion 2, sign and give the completed form to your employer,
{Do not complete hoth Section 4. and Section 2. Completing bath sections will make the form invalid.)

= Section 1~ Determining Minnescta allowances

Complete Seotion 1 if you claim fewar Minnesota allowances than your federal allowances, AND/OR if you want additional Min-
nesota withholding deducted each pay period.

1. Total number of federal allowances claimed on faderal Formw4 ......... 00000600 S ooTTORo0onEE: 1
2 TotalnumberofMinneemaallowancas(ﬂnezcannotbemorathanllnel) sivisiaieieivialsivininialeinielalsisinaleie &
3 AddltlonalMlnnesotawltnholdmgyouvmntdedumdeachpayperlodl..... ...... svevenreeceecsore B S

[T section 2 — Exemption from Minnesota withholding _

Complete Section 2 if you claim to be exempt from Minnesota Income tax withholding (see Section 2 Instructions for qualifica-
tions). if applicable, check one box below to indicate the reason why you belleve you are exempt:

Il 1 meet the requirements and claim exsmpt from both federal and Minnesota Income tax withholding,

| Bven though | did not clalm exsmpt from federal withholding, | olaim exempt from Minnesota withholding because | had no

Minnesota income tex liabllity last yaar, § received a refund of all Minnesota Income tax withheld, AND | expeot 1o have no Min-
nesota Income tax liability this year.

E‘]I My spouse Is & military service member assigned to a military location in Minnesote, my domiclle {legal residence) is In another
state, AND | am In Minnesota solely 1o be with my spouse. My state of domiclle is

1 am an American Indian Aiving and working on a reservation.

[ 1am & member of the Minnesota Nationel Guard or an aotive duty U.S. military member and claim exempt from Minnesota
withhalding on my miltary pay.
ml | recgive & military pension or ather military retirement pay as calculated under Title 10, 1401 through 1414, 1447 through
1455, and 12733 and claim exempt from Minnesota withholding on this retirement pay.
{ certify that all Information provided In Section 1 OR Section 2 Is correct. | understand there Is a $500 penalty for filing a faise with-
'@ holding allowanoe/exemption certificate.

gl »®  Dec1,2017 il a

Employees: Give the compisted form %o your employer.

Employers

I you are reguired to send a copy of this form to the Department of Revenue (see Instructions), you must enter the employer information below
and mafl this form to: Minnesota Revenue, Mafl Station 6501, St. Paul, MN 556146-8504, (Incomplete forms are considered invalid.) A $80
panalty may be assessed for each raquired Form W-3MN not filed with the department.

Keep a copy for your regords.

5"'&' Nome of employer Federal employer ID number (FEIN) | Minnesota tax 1D number
BE Address Cay Sate ZP cods

£

@mm Questions?  Website: www.revenue.state.mn.us. Emall: withholding tax@state.mn.us. Phone: 651-282-8999 or 1-800-657-3594.



Employment Eligibility Verification ' USCIS

Department of Homeland Security owl: :ﬁ",'&fgm

U.S. Citizenship and Immigration Services Expires 08/31/2019

M—“————-———————-—_—_

P>START HERE: Read|mtmaonsmymwmmmmmmmummmmmwmamm.

duﬂngmplaﬂonofﬁﬂshm.ﬁmpbyemmﬂablehrmnhﬂmmphﬁond%hm

ANTI-DISCRIMINATION NOTICE: It is iliegal to discriminate against work-author dusls. Employers CANNOT-specify which
emp| may present o establish amployment suthorization 5 identily. The refusal o hire or continue to employ

an individual because the documentation presented has & future expiration date may also constitute lllegal discrimination,

Beollon 1. Employes Information and Attestation (Empioyess st complete and sign Seotion 1 of Fore 1-9 po fater
than ihe first day of employment, but not before docepting g job affer) ' _

Last Name (Family Nams) First Name (Given Nams) Middile Inftial Other Last Names Used (if any)

Bailey Sparkle 1 n/a

Address (Street Number and Nams) Apt. Number | Clty or Town State | ZIP Gode
|2333 priscilla st 1 saint paul |mn l 55108

Date of Birth (mm/ddAyyy)  |U.S. Social Security Number Employee's E-mail Address Employes's Telsphone Number
02/04/97 %ﬂm [ [ | [ ]|sparks.bo0s7@gmail.com 6125172651

1 am aware that federal law provides for imprisonment and/or fines for false statemants or use of false dosuments in
connection with the completion of this form,

1 attest, under penalty of parjury, that 1 am (check one of the following boxes):
@ 1. A citizen of the United States

{1 2. A nonciizen national of the United Stetes (See Instruotians)

t@ 3. A lawiul permanant resident  (Allen Registration Number/USCIS Number): n/a

(] 4 An slien authorized to work _untl {expiration date, f appicabia, middlyyyyy
Some aliens may write "N/A” In the expiration date fleld, {See instructions)

mmmmmmmmdmmmmmwmmmmm
An Alien Registration Nwmeimsc:ISanberRFonnMAdmmenberORFordgn Passport Number.

QR Codo - Sacion 1 ]
Do Not Wifte In This Space !

1
i
1. Allen Registration NumberfUSCIS Number: n/a i
OR
2. Form 1-94 Admisslon Number: na ! ,
OR | i
8. Forelgn Passpart Number: n/a -f
Country of Issuance; n/a

Signature of Empioyes % Todays Date (mmidyyy) pec 1,2017
S| 201

"Preparer and/or Translator Eaaiﬁcatlon {check ons):

1 did niot use a preparer or translator. A preparer(s) and/or {ransiator(s) assisted the #mployes in complating Section 1.
(Flelds befow must be completed and signed when praparersiand/or transfators assist an amployee in completing Seotion 1. )

1 aftest, under panalty of perjury, that | have assisted in the completion of Section 1 of this form and that to the best of my
knowledge the information is true and correot.

Signature of Preparer or Translator Today's Date (mm/dd/yyyy)
Last Name (Family Name) Firet Name (Given Nams)
Address {Street Number and Name) City or Town State  |ZIP Code

@ Employer Compleles Nivi Page o

Form1-9 0771717 N Page 10f3




Employment Eligibility Verification

Department of Homeland

Security
U.S. Citizenship and Immigration Services

[Beoction 2. Employer or Authorized Reprasentative Reviaw an

[(Emplayers or their authorized represantative must complete and

f Apgeptabla Bacurpents,’)

Empioyes info from Bectian 1 imm’“”i iy Nare)

8ign Section 2 within 3 busmess days of the empioyse's first day of amployment. You
tllusl phystcally examine ene document from Us!ﬁ OR a-combination of onp tiogument from List B and ane document from List C a4 Iisted on the "Lists

USCIS
Form I-9

GMB No. 1615-0047
Poipires 08/3172019

‘]Fm 36 (Gven Name) Im

List A
Kdontity y Employment Authorization

"OR usts

{ Documant Tifle

il_aainu Authorlty

]

AV

Y
i Numbe

| ment Numbar

Explration Date (if any)fmm/ddlyyyy)

Document Tifle

T8sving Authorty

Additional infarmation

| Documant Numbar

ket Bate (s ihyns]

QR Gotn-Boctons 24 9
Do Nol Wile InThis Space

. :!a!test,undnrpemltyofpmﬂury,ﬂmﬂ)lm
alisted document(s) appear to be genuine and to ralats to employes nam
s atuthorized to work In the United States,

sxamined the document(s) presanted by the above-namsd empioyee,
and {8) to the bast of my knowlatigs the

Pe A of smployment {mm/dd/yyyy):
dibfpre B EmpidAheAd iz : =t
YU

V¥

A K Nais (il corlicalio]

Section 3. ﬂeverﬁcaﬂou and Rehires (70.be completed and signed by employer or

First Name (Given Nams)

ralen L. g E

Document Number

Expirtion Date (7 sny) (mfddyyyy)

the employes presented dosuments),

| attest, under penalty of perjury, that to the best of my knoivladge, this employes is authorized to work In the United States, and If
the document(s) | have examined appear to be genuine and o relate to the individual.

Signature of Employer or Authorizad Representatve | Today's Date {mm/ddhyyy) Name of Empigyer or Authorized Representative

Form 1.9 07/17/17 N






Emarhaeﬁ 15,1973
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CDATEOFBRTH- -
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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

gl TNOSe reportes thothen BSS DUTDOSES

and/or Orange Tree Employment Screening may investigate your education, work history, professional
licenses and credentials, references, address history, soctal security number validity, right to work, crimi-
nal record, lawsults, 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 Financlal Protection Bureau's “Summary of Your Rights under the Fair Credit Reporting
Act” is attached to this authorization. if Yyou are a New York applicant, a copy of New York's law an the
use of criminal records is attached, By signing below, you acknowledge receipt of these documents.

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

Printed name: sparkle 1 Balley
First Middle (O3 Last
nane)
Other names used:
Current county of residence:
Current and former addresses:

05/16 current 2333 priscilla st minneapolis 55108
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.

02/04/97 469333012

Date of birth Social security number
sparkle bailey

Driver’s license number & state Name as it appears on license

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

s%aaauwmm.mr,g Dec1,2017

Signature Date




EMERGENCY CONTACT INFORMATION

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

e

Employee Name:

e

Sparkle Bailey

Address; 2333 priscillast

minneapolis 55108

Home Phone: 6125172651

INCY CONTACTS

f’iﬁaab .!.ist«twg‘ pqpﬁle (i_n pﬂaﬂ E wha ¢ould be contacted in case ¢ of an emgrgency e

Neme: tyshel bonner

Relationship: hrother

Contact #1 Home Phone: 612-501-9343
Name: shanika bonner Cell Phone:
Relationship: gjctar Work Phone;

Contact #2 Home Phone: g35_707.0039

Cell Phone:

‘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.



ik

employer solutions staffing group..
Direct Deposit/Payroll Debit Card Authorization

Employees havutheopﬁonofmceivingwagesbyDi:w Deposit and/or Payroll Debit Card,
If you do not provide & written electior wages will be paid by Payroll Debit Cand,
2CTHIONS [ BASICE BYPGIGT A En

Employes Name Sparkle Bailey

Sl e

Tunderstand and acknowledge that if 1 do not provide a
voided check with this direct depasit form, I am

nspoulbleﬁarauydclayniupayrnlloraxmm
inmmdﬂ'thcacconutnumberﬂmlmvldcilinmm

Initial Dste
Acoount Type: [T[] Cheaking L) Savingsl Il Oter —_—

To belp us avaid making an ear, please attach & copy of a voided check. (adtpoﬂtaﬂpwmmmk)
lt‘youchmybmh,donmdmmddbmkmmtmﬂmdﬁutdepaﬂhamuﬁnwhmk.wmh

SECTEICN P ANTROUL BRI 6 LRI GO AT ¢

may take 2 pay parinds.

SSGREN R

Fedaﬂhwmquﬁuaﬂﬂnmﬁdhsﬁmﬁmmobmh,vm&,mdmmﬂhfotmaﬁmwidmﬂﬂum who opens an account, In order to
mqnutaPaymnDabitCardﬁ:ryou,wemustmvideanofﬂ;efoﬂowhginfnunniunthatwmenabhtgﬁnmdalhtstlmtion identify
youdonotmhmitaDhutDaposithaymnDebitCmdAuﬂmmaﬁon,BSSGwlllmvidaﬁlenmuyhﬁ:rmaﬁonlndhmeyouaPmonDebit
Cudmpaymy::trwwages.Formmﬁon,mﬂummal' insﬁurﬂanmaynkyoubmvldaﬂwmaddﬁmﬂlduﬁﬁuﬂoninﬁmaﬂm

WMWWMWW,BSSGMMMMmeMWum Debit Cerd sccount or
mﬂcﬁmOnyonrﬁratpayday,youwﬂlmeaiveyonrnemellDebitCmd,andapauhetomminhgaﬂofﬂaommdmdiﬁm%uvﬁn
mmwmmmmmmmmmvmmmmmm
wages,

be reloaded on each payday you receive
mu you want your Payroll Debit Card 1o be issued) ]
FirstName gparkle Ml p LastName pajley Date of Birth 97041997
Street Address {POBOX NOT ACCEPTARLE) 2333 priscilla st . Social s%m
€4y saint paul % 0 | 2P 55108 Cell Phons (mobil) ¢+ ¢ est
RECEIPT OF PAYROLL DEBIT CARD (to be completod wimn

Payroll Debit Card Routing # Payroll Debit Card Account 0l

compensation payments, net of required tax withho g3
account(s) as designated above and 1o initiate, ifnmary,debitcntdasmdad]usmmformy credit entries
made in error to my account(s). * E-mail is required for pay stub information.

*E-mails sparksb00972_cb9@indeedemail.cc@u
thismﬁmnatiunwﬂlonlybeused to mdwmpmmbsw&ff
/ Dec 1,2017
Employee's Signature: Date:__°C




W

employer solutions staffing group..

S O |

This agreement made this_ | day of 201/, between
Employer Solutions Staffing Group LLC, herelnafter referred to as “employer”,
and 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

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.




employer solutionsng groupw
INJURY MANAGEMENT PROGRAM

Injured Worker's Responsibilities

As your employer, we are concermed 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 resuit of your injury will be accommodated.

RESPONSIBILITIES OF THE INJURED WORKER:

Minnesota Rule Sec. 5221.0430, Subp. 1 requires that you choose one primary
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 disabiiity may result in termination of benefits. Schedule your next
appolnltment 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 Yyou be released to return to work
at the earfiest appropriate time.

Immediately following your appointment, provide a copy of the report fo 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,

yur physical condon.

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 Warkability.

1 have read my responsibilities and agree to abide by these guidelines.
Signed: Balley (Dec 1, 2017)

Printed Name:  Sparkle Bailey




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 §0, you must provide a copy of the policy
report to your staffing recruiter that the check was stolen. Ifthe 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 debe nofificar a su reciutador de personal que el cheque no

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

ACREED/SE ACUERDA—

Name/Nombre (con letra de molde);  SParkle Bailey

Signature/Firma: %%




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 hagard assessment in order to identify
and eliminate potential safety and health hazards and to determine
necessary iraining and protections for employees at the facility.

(8) Make sure employees have and use safe tools and equipment.

(4) Establish or update operating procedures and communicate them so that
employees follow safety and health requirements.

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

ESSG is committed to vigarously 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 Pprotective equipment and clothing as directed
by the host employer

° Responsibility to report workplace hazards and dangers

. Rasponsﬂ:iﬁtytoworkinamanneraarequiredhythe employer and use the
prescribed safety equipment.

You have the following basic rights:

* Right to refuse unsafe work

* Right to kmow 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 avajlable at the
workplace.



Ifyoubelievethatymrrighttoasafeworkplacehasbeenviolated,ynucanmakea
reporttoamanagerofthehostworksiteemphyerandlorESSG(bytelephoning
52.885.12 7 andasld.ngfortheESSGSafatyDirector. You can
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employer solutions staffing group..

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 (ESSQ) 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 ia
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 ESSQ's Safety Director at
952.885.1288/1.866.496.7573 in order to obtain assistance in the resolution of such
matters.

Employee Name (Please Print)
Sparkle Bailey

Employee’s Signature:

W Date; Dec 1, 2017
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o 3830 Pre-Screening Notice and Certification Request for
(Rev. Maroh 2016) the Work Opportunity Credit OMB No. 1845-1800

;?,'i,m,.'m mwvam” Y bhhmmﬂmabomﬁommwnssembmmmhatm.hagwﬁmnm

Job applicant: Fill in the lines below and check any boxes that apply. Complete only ﬂﬁs side.
Your name Sparkle Bailey Soclal security number > 463833012

Street address where youlive 2333 priscillast

City or town, state, and ZIP code minneapolis 55108

County — Telephone number 6125172651

if you are under age 40, enter your date of birth {monith, day, year) 02/04/1997

| |D Check here If you received & conditional certification fram the state workforcs agency (SWA) or a Mclpatlng local agency
for the work opportunity credit.

2 [DCheckhereifanyofmefouowlngstatamenBapplytom

. lamamembwofafamnymhasracelvedasaistanoefmmTemporaryAss!stanceforNeedyFamlﬂas(fANF)foranys
months during the past 18 months. .

. IarnavetamnandamemberofafarnﬂymatreceivadSupplementalNutrlﬁonAsslstanoergl'am(SNAP)beneﬁtsﬁood
stamps)foratleastas-monm;:eriudduﬂngthepast 18 months,

° lwasrefermdha'ebyarahabmtaﬂonagancyappmdbymestate,anemploymantnetworkunderthe'ﬂckattoWom
program, or the Departmsnt of Vetarana Affalrs.

° larnatleastaga18butnotage400rolderandlamamambarofafanﬂlyﬁzat:
a. HwelvedSNAPbenaﬁlaﬁoodatamp@forﬂuepastBnmmha;or
b, RamivedSNAPbeneﬂts(foodstamp@foratleastsofﬂuepsst&monhs.bntlsnolongeraﬂgibletorecelveﬁim.

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

a lmceivedsupplamantalsem&nylneoma(ssobaneﬂxsforanymonm ending during the past 60 daya,

» lamaveteranandlwaaunamployadforapeﬁodurperlodstdtalingaﬂeast4weakshutlessﬂmnGmonthsduringtha
past year,

<} Ll_;h Check hers if you are a vateran and you were unemployed for a period orperlodstutallngstleastamonmwuﬂngmepast
year,

4 ﬂj] Check here if you are a veteran entitied to compensation for a service-connectad disability and you were discharged or
released from aotive duty in the U.S. Armed Foroes during the past year.

5 Eﬂ'] Chesk here If you are a veteran entitied to compensation for a service-conneoted disability and you were unemployed for a
period or periods totaling at least 6 months during the past year,

6 [T Check here if you are a member of & family that:
* Recelved TANF payments for at least the past 18 months; or
* Reosived TANF payments for any 18 months beginning after August 5, 1987, and the earliest 18-month period beginning
after August &, 1887, ended during the past 2 years; or

* Stopped being eligible for TANF payments during the past 2 years bacause federal or state law limited the maximum time
those payments could be made.

7 IEI Check here If you are in a period of unemployment that ia at least 27 consecutive weeks and for all or part of that pericd
you recsived unsmployment compensation.

Signature—All Applicants Must Sign

Undwpenalﬁesotpeﬂwy.ldsa!amﬂ:atlgaveﬂwabovelufwmmmﬂwemplmonorbehmmedaylmoﬂmda]ob.andltla.tomehastntmymadga,m

correct, and compiete,

Joh applicant's signature > séwmuwmm-mén& pate DeC1,2017

For Privacy Aot and Paparwark Reduotion Act Notice, see pege 2. Cat. No, 228511, Form BB50 (Rev, 5-2078)



*

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

CHent: Company:

Location: Positions

EMPLOYEE SECTION:
First Name: Last Name: Suffix: Street Address; City/State; Zip:

Sparkle Balley 2333 priscilla st minneagalls ~ lopipg |

T Date of Birth; Age: Have you worked for If yes, location:

Pleasecompleteallqnesﬂons,andsignanddatetheform. Yes

No

Nameofﬂwpaxaonwwivingbenaﬁts: ——— Relationship to you: piall
City: County; . States

2. Have you or has anyone living with you nceivedFoodStamps(SNAP)atanyﬁmednrlngthepsstlSmonths? @)}
(Ifyas,pleasapmvldainfumaﬂunbdm) .
Nameofﬂmpmmodvingbmﬁts: ——— Relationship to yon: =
City: Comty: ____ State: —

3 HuveyourecaivedSnpphmmtalSmmyhcome(SSI)atanyﬁmewiﬂﬂnthepastSmon&s? @]
Please note, this is not the same as Social Secmi:ybenaﬁts(SS)orSocialSBomityDinabimy(SSDI)beneﬁu.
*ﬂ‘mchnhdmplmemvﬂdaammdm.ﬂ!dommtaﬂm.

4, Haveyonmaivedanytypeotwuﬁonalnhabﬂﬂaﬁumwimwiﬂ:hthapasﬁwoymm? @)
lfyaa,pleanindlcatawhiohtypeof yonwukndwimandpmvideﬂwh-louﬁoninﬁmaﬁonbelow:
[ Vocationa! Rebabititation Agency Dept. of Veterans Affairs ] Employment Network (Ticket to Wark Program)
Nams of Agenoy: Phone #; .
City: ___ Comnty: _____ State: am

@

0

3. Areyou a Veteran of the U.S. *If yes, please provide a co of DD-214 and letter of separation,
(If yes, please provids information below, Ifno,pleasbmnﬁnuemquesﬁun#ﬁ.)m e’

Dates of Service - From; To:
Branch of Service; . .

Are you entitled to or are you receiving compensation for a service-eonnected disahility?

6. Have you heen unemployed at any time during the last 12 months?
If'yes, dates of unemployment - From: Y227 o, now
Did you receive unemployment compensation at any point during your memployment?
Ifyeghwhinhmtedidyoumaivannamploymmmmpensaﬁon? o

Q O ®I©

7. Have yon been convicted of a felony or released from prison for a felony conviction in the past 12 months?
Conviction Date: Relesse Date;
State:

O @ p® @

Wasthisa [ Pederal or [ State conviction? IStats ~ County:
IEC (Native American): AmynumyowspmsaamemberofaNaﬂveAmwluanTﬁbe? O
¥ you checked pravide a copy of your CDIB
CA Residents: Are you fhe child of foster parents? Do you reasive CalWorks? LJ] Workfbroe Investment Act?
- Are you a migrant or seasonal firm worker? l:] Euveynueverbeanmnvimdofamisdameamr?
SC Residents: Doyonmeivel’amﬂylndmeu@eel%enaﬁts?

PLEASE READ, SIGN, AND DATE:

lbdarpmtduquadm!dﬁlamdwmmmmabove tabemmxdammmﬂwbmvuwknmvkdge.md lberzbyautim&myw orgamixation, or

Mbwwmdmwwmm wbamddwdmmmemmwxibmywmwlaym employer representative (Associated
Consultares, Inc. dbe Retrotax), or ths Depariment of Labor,

New Employee Signature; Date; DeC1,2017




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.
30 ar if Slad

Employers or consultants submit is SAF to the State Workforce Agency with IRS Form 885

orm 9062) for each certification request flled r the newtarget
group.

Under penalties of perjury, I declare that this infoxmaﬁonisﬁueandcmmcttoﬁlebﬁtofmy
knowledge,

New Hire’s Signature: _%%— Date Dec1,2017

Sparkle Bailey

New Hire Name:

Social Security Number: 469333012
Employer Name:

Please check the statements below if they apply to you.
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.

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

~11/20/2017
(Enter start date)

Privavy Act Nofice;

The Intemal Revenue Coda of 1836, Secﬁon51.umldadamiﬂsetm legislaion, P.L. 104-188, specify that the State Workforce Agencies ara the
*designated” agandasWahmmmwmmmmdmbpmmmmmmwmhmmmmmm
fmmmbadlsclosedbymenmyatoﬂmsm%rﬁomﬁgm. vahimofﬂnbbﬂomaﬂmhvdmmmehfmaﬁmhmqtﬂradb
mmmmmmmyfmmemwm

Public Burden Statement:
Pemmsaranotmqaﬁredtomspmdtoﬂﬂseoﬂwﬁmufhmmmlessﬁcﬂspla)samnﬁyvaﬂdomawmdmmbmmponmwmm{n
mﬂmm&mquhadmhmnrratdnbgl;ﬁts(P.L111@.Pmmmmmmd;;iggﬁmmm%aqa1omwm%mmgn
" fime mmmmmgaﬁmg sources, gathering and meintaining nosled, an complefing and reviewing the collaciion
mmwmmmmmeuawmdmmmwmmmmmmmm
Room C-4510, wmm,mmammmmmm Piaasadonutmh:mtcump!etadfmmstoﬂabaddrass.

117-

ETA Form 9175 (Rev. November 201 6)



Notification of Minne ota Law Requirement ~

Unemgloment Acknowleggement

According to Minnesota Statuts ssction 268,095, subdlvision 2, paragraph (d), an
applicant who, within five calendar days after completion of a suitable

it is your responsibliity fo contact ESSG through Corporate Management Group (for
instance, by calfing 303-920-1425 or using any other form of contact) for additionai
assignments. If you fail to do $0, it may affect your unemployment benefits.

1 understand by signing this form that | am responsible to contact ESSG within 5
calendar days once an assignment ends. | alsg acknowledge that | have received a
Separate copy of this form, g, (Initial) :

?%u&% Dec 1,2017

Employee Signature; Date:
Sparkle Bailey
Emplayes (please print your name hera)

Telephone: 303-920-1425
12000 N. Washington Street Suite 350
Thornton, CO 80241

-MN_02.2013



DRUG AND ALCOHOL
TESTING CONSENT FORM

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

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 employes handbook including this
policy, are not a unilateral employment contract or offer thereof,

3. | hersby 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

Dec1,2017
Date

SIGN THIS VERSION OF CONSENT-—SAME AS PAGE 6

10



