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s Employment Eligibility Verification USCIS
éxﬂp Department of Homeland Security OJE??J;%O .
Tl U.S. Citizenship and Immigration Services Expires 08/31/2019
P START HERE: Read instructions carefully hefore completing this form, The Instructions must he avallabls, either in paper or electronically,
during completion of this form. Employers are Hable for errors in the completion of this form,
ANTI-DISCRIMINATION NOTICE: it is lllegal to discrimin . Employers CANNOT specify which

document(s) an employee may present to estabilsh employment authoriza ( by-Th B 07 confinue fo empioy
dividual because the decumentation-presars 2d Nas a future expiration date may also constitute lliegal discrimination.

Section 1. Employee Information and Attestation (Employees must complete ang sign Section 1 of Form 1-9 no later
than the first day of employment, but not before accepting a job offer. )

Last Name {Family Name) First Name (Gjven Name) Middie Initial Other Last Names Used (if any)
<

]
4 2l
A

Address t Number and Neme) Apt. N;pbar City or Town State  [ZIp Code

ISXHS War]in VA W W <127
ate of Birth (mmaidlyyyy) ~ [u.s. Social Security Number | Employee's E-maii Addrass Ul Employee's Telephone Number
U&-25- (943 |HOH]-BD] - BB

| am aware that federal law provides for Imprisonment andfor fines for false statements or use of false documents in
connection with the completion of this form,

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

D 2. A noncitizen nationa] of the United States (See Instructions)

l:] 3. A lawiul permanent resident  (Alien Reglstration Number/Uscis Number):

|:| 4. An allen authorized to work  until (expiration date, if applicable, mm/ddiyyyy):
Some allens may write "N/A" in the explration date field, (See Instructions)
Allens authorized to work must brovide only one of the following document numbers to complete Form |-9; Do 3‘:,",,3,,“;;,?;‘;';,;’2;“
An Alfen Registration Number/USCIS Number OR Form 1-94 Admission Number OR Foreign Passport Numper.
1. Allen Registration Number/USCIS Number:
OR

2. Form 1-84 Admisslon Number;
OR

3. Forelgn Passport Number:
Country of Issuance; _l

Signature of Empioyes g el ovri A‘L‘{%M/L posoy's Dm%yf’—— / '?,4_ b4

Preparer and/or Transiator CeHification (check one):
|:] | did not use a preparer or transiator. D A preparer(s) and/or translator(s) assisted the employee in completing Section 1.
(Fields below must be completed and signed when preparers and/or transiators assist an employee in completing Section 1. )

lattest, under Penalty 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 correct.

Signature of Preparer or Transliator Today's Date {mm/ddiryyy)
Last Name (Family Name) First Neme (Given Name)
Address (Strest Number and Nameg) City or Town State ZIP Code

@ LEmployer Completes Next Page @

Form1-9 07/1717 N Page 1 0f 3



Employment Eligibility Verification

Department of Homeland Security
Us.c

ip and Immigration Services

A
Identity ang Employment Authorization

OR

UScis
Form 1-9
OMB No, 1615-0047
0873 172019

Document Title

Issuing Authority

Document Number

Expiration Date (% any)(mmAidfyyyy)

Document Title

Kigt?sr

N

<]
? Expl%ﬂon Date (i any) mm/ddyyyy)

m:'blu&#a e

acument Number

Issuing Authority

Document Number

Expiration Datg (F any)mmiacdiyyyy)

Document Title

Issuing Authority

Document Number

Expiration Date {r anw(mm/ddr}'yyw

=

Additionaj Information

GRCnda.Smmazaa
DoNntWIﬂslnThlaSpaoa

—

o

Certification; |
(2) the above-listeq d

attest, under Penaity of perjury, that

(1) I have examined the document(s) Presented by the above-named employ.
Gcument(s) appear to be genuine and to relate to the employee named,
employaee Is authorized to work in the United States

¢

and (3) to the hest of my knowledge the

The empioyee's first day of employment {mm/eryyy): Z“) '-)" I - __ (See instructions for exemptions)
Slanatyre of l or Authorizad Representative Today's Data {mm/dd/yym Title of Employer or Authorized Representative
Ra ks e 2-)4-2¢)3" | B et
‘Name of Empioyer or Authorized Representative Name of Employer or Authorized Representative Employer's Business or Organization Name
%! ﬁ‘f [ 'lg KS&_—C : — :
Employer's Business or Organization Address (Street Number ang Name) | City or Town State ZIP Code
: D] mj—ﬁﬁﬂ:\&l\
o J. Rave V2 OF aUthonized rogreeeniame poi R
A. New Name : 3. Data of Rehj (# appilcable)
Last Name (Family Name) First Name (Given Name) Middie Initial Date (m
,B.Flhomphyee'spmﬂquugranto!emplmuﬁawonhasexpirud,p @ | allon oecument or recelpl Thaf o I T ’
continuing employment &uthorization in the Spaca provided balow: !

Document Title

Dacument Number

Explration Date {ifany) (mmAdcyyyy)

l attest, under penalty of Perjury, that to the best of my knowledge, this amployee is authorized to work In the

United States, and if

be genuine and to relate to the Indlvidual,

the employee presentsd document(s). the document(s) | have examineq appear to
Signature of Employer or Authorized Representative Today's Date (mm/dapyyyy) Name of Employer

or Authorized Representative

Form I-9 07117717 N

Page 2 of 3
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PO Box 46270
Minneapolis, MN 55344-9956

Tel: 952,835.1288

www.esgstaffingsolutions.com

employer solutions staffing group..

New Hire Application

Personal Data~ PLEASE PRINT LEGIBLY IN INK
—— =TBLVININK

Last Name _Stephenson First Name __ Cedric Middle Initia] L
Street Address 3245 Marlin Avenue Apt/Ste
City/State/Zjp _ Vadnais Heights, MN 55127 Soclal Security Last Four Y00(-Xx-
Phone Number _ 6514707623 Emall Address @

Staffing Agency/Recruitment Partner_ NA

All offers of empio nt are conditiopal upo; satisfactory proof of ida and isgal abillty to work | the U.S.A.
Are you legally authorized to work in the United States of America? @1YEs Q]No
Applicant Certification and Authorization

| understand that a comprehensive background check may be conducted to detarmine my eligibility for hire by certain clients of ESSG,
This may inciude but is not limited to, Investigations of criminal and/or conviction records, driving records and/or adrug screen test as
required by clients, govemment regulations or by ESSG policies,

I release ESSG and other Persons or entities from any claims that might be based on ESSG's decision to conduct a background check.

| certify that all statements made In my application are frue and accurate and that | have not omitted any materia| Information or provided
false or misieading information, | understand that any materia! omission or misrepresentation will resuyit In my disqualification from
consideration for employment or, if discovered after | begin employment, will result in my termination.

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

Cedric Stephenson %W Dec 14, 2017

Name (Print or type) Applicant's Signature Date
A copy or facsimila ("fax™) wili ba conaldered the same as an original signature. Email will ONLY be used for employment correspondence
For ESSG Office Use Only
DOH NHW I8 8850 w4
Emergency Contact Info Background Relsass Form Background Resuits Unemployment Letter ESC Application
(It applicable)
For ESSG Client Use
DOH ROP Work Site Loc. WC Code

ESSG - CMG-CO Rev. 0472017



Form W4 (2017)  remmpamp e

as Interest or dividends,
Baslo Instruotions. If you aren't exempt, com, ete gonsider making estimated tax s using Form
Purposs, Complets Form W-4 s that your the Peraonal Allowanaos Worksheet balow. %13 1040-E5, %&g&'ﬂmﬁé m‘%‘;
smployer can withhold the correct federal income Worishests on page 2 further adjust your g""" owe 888 PUb. £3L f‘x’:oftl'nd ouflt Shouid
tax from your pay. Cansider completing & new Form withhoiding allowances based o emized Withholding o Forma 13 orw-%%l
W-4 each yearand when your p or finanofal deductions, certaln credits, a;gustmentato Income, adjust your 6
situation changes, ortvm-eamamlmumplejnbs ns, md“e:mm u:ar :l'_lumple gob%.nn;’y:ub lgwaame
Exemption from withholding, If you are exempt, Complets all workshests that apply, However, you morg J
oomp’;gn:nlyﬂnes 1,2,8,4,and7 and the mayoldmfewar(orza;:lallomnm.&rragular mr@mmymgmm
fonntovaﬂdataltYourmmgﬂonforzm expires wages, withholding m be based on allowanoes Wed, mul g usually will ba mos? ace s —=
Fewm. See Pub. 505, Tax Withholding you ciaimed and may not be  flat amount or BRI L clalmed on the F W-4
and Tax, for the highest Jab and zero allowances are
M you as a dependent Haadofhnmhold.eanaally,youoanchlmhaad clalmed on the era. Beo Pub, 505 for detalls,

on his or her tax retum, you can't claim exemption ufhomholdmlngstaumon your tax retum or?glf Nonvesident aflen, if you are a nonresident alien, see
from withholding lfmr income exceeds §1,050 Yyou are unmaniad and pay more than 509% of the Nofice 1385, plem‘gnalFomw-tﬂnstruwon'sfor
and includes more $350 of uneamed income (for costs of keaping ahnmefuryoumeuandgow Non?:ddaufnup before complating fhis e
example, interest and dividends), deg‘an or ualifying individuals, Ses ons, mpieting b

An emplo ba abls to claim Pub. 501, o, qundard Deduotion, and Check your withholding. Aftar{gur Farm W-4 tajes

R oyes may Filiing Information, for fnformation, effact, uss Pub. 505 to see how the amount you arg

& depandamon, Withhalding even f the emplayee ls having withheld comparcs Jected total tax
a dependent, if the employes; Tax mduﬁ. You can takal pm]egsd tag credits into ot 2&7. Ser Pub.m pod your 5“’ iyt
* Is age 85 or oider, wihaiding ey Yoo, Crechin o b o fopendort o e ) or $180.000 Mrammn
S N P e WSl B domenpens, gt oty e
» Will claim adjustments to income; tax credits; or fh 8 be
Ry o degudl ations, on hia or o e kot Ses ‘mgos for LWM on et;nverﬂng your other le;\{shgr?&m after we release 1Y) will be posted

9 income., if you have a | @ amount of
WMme.euunm 1"

Personal Allowances Worksheet (Keep for your records.)

A Enter“1”foryoulseltlfnoonaelsecannlalmyouasadapendent. o o o © 00000005000 06 a8 I3
* You're single and have only one job; or
B Enter*1” i { * You're married, have only one job, and your spouse doesn’t worl; or ] 5 B
» Your wages from a second Job or your spouse’s wages (or the tota) of both) are $1,500 or less,
C  Enter *1” for your spouse, But, you may chooss to enter *-g-~ If you are manried and have efther a working spouse or more
than one job, (Entering “-0-" may help you avold having too little tax withheid) . , , , . , . © 0o 9 0 o o c
D Enter number of dependents {other than your spouse or yourself) you will elaim on yourtaxretum. ., , ., ., , . p
E  Enter 1" if you will fils as head of household on your tax retum (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 claim a credit o o o B
{Note: Do not inciude child Support payments. See Pyb, 5083, Chiid and Dependent Care Expenses, for details.)
G Child Tax Credit (including additional ohild tax credit). Sea Pub, 972, Child Tax Credit, for more Information,

» If your total income will be Jess than $70,000 ($100,000 i married), enter “2” for each eligible child; then less 17 i you

have two to four eligible children or fess =2* i you have five or more eligible children.
* If your total income will be between $70,000 and $84,000 ($100,000 and $110,000 i married), enter

*“1"for each eligble chiid, @

H  Addlines A through G and enter total here. (Note: This may be diffarent from the number of exemptions you clalm on your tax retum,) > H

* If you plan to itemize or olalm adjustments to Income and want to reduce your
For accuracy, andyADdJ’l,lstments W est on gjaga 2, 2

withholding, see the Deductions

complete all * It you are single and have more than one lob or are married and you and your spouse both work and the combined
worksheets eamings from all jobs exceed ﬁ‘ﬁ;‘,’é?g" ($20,000 if marriad), see the Two-Eamers/Multiple Johs Worlksheat on page 2

that apply. to avold having too Ilttle tax w
® if neither of the ahove sftuations applies, stop here and entsr the number from i

ne 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 recards,

) w_4 Employee’s Withholding Allowance Certificate OMB No. 1545-0074
rm
artment P Whethar you are entitied to claim a certaln number of allowances Or exemption from withholding is
1?1::,,3, Mﬁm‘" subjact to review by the IRS. Your employer may be required to send a copy of this form to the IRS, 2 @ 1 7
1 Your first name and middie inttial Last name 2 Your sooial security number
. 3 Stephenson S74273613
Home adcress {pumber and street or rural routs) 3 1®) single (X Married O3 Maried, but withrom at higher Single rate,
3245 Marlin Avenue

Note: If married, but legally separated, Or 8pausa is a nonresident alien, check the *Single” box.

City or town, state, and ZIP coda

4 Hyour Jast name differs from that shown on your social security card,

Vadnals Helghts, MN 55127 check here. You must call 1-800-772-1213 for a replacement card. b [

§  Total number of allowances you are claiming (from line H above or from the applicable worksheet on page 2) 5[ 1

6  Additional amount, if any, you want withheld from each paycheck

7 lclaim exemption from withholding for 201 7, and | certify that | mest both of the following conditions for exemption.
® Lastyear|had a right to a refund of all federal Income tax withheld because | had no tax labllity, and

® This year | expect a refund of all federal Income tax withheld because | expect to have no tax

liability.
pi7]

Ifyoumeetbothcondiﬂons,wrna“&empt“ham. 0 e . et e, &
Under penaities of Perjury, | declara that | have examined this certificate and, to the best of my knowledge an|
Employee’s slgnature 2
(This form is not valid unless youslgnit) »  SedricStephensan (Hec 14, m3)

d bellef, it is trus, correct, and complste,
Date» Dec14,2017

8 Employer's name and address (Employer: Complete lines 8 and 10 only if sending to the IR8.) | 9 Office cade {optional) | 10 Employer Identification number (EIN)

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



Payroll Debit Card (Pleage complehasecﬁons4and5balow) Paper Check (Please

SSN# (last4 digits)

3 below) Natebhmmpmmmmytakeuptndaymbeamvau

Account#

Account Type: [ Checking [] Savings DOther\,

Ifyou change banks, do not cloge

complete Section 5 below)

yowoldbmkamnutumilyourdhact

To help us avojg making an €ivor, please attach a copy of'a voided check, (a depasit alip will not work)
deposit

to regerding your Payroll Dehjt Card account or
transactions. On your first payday, you will receive your new Payroll Dehjt Card, and a packet containing all of the
then sign acknowledging
wages,

ntﬂ:enewbnnk.whichmay take 2 pay periods,

terms and conditions, Yoy wij

CARDHOLDBR lNFORMATION {as you want Your Payroll Debit Card to be issued)

First Name ' Name Date of Birth

Street Address (ronox NOT ACCEPTABLE) Social Security# Y
City State Zip Cell Phone {mobile)

RECEIPT OF PAYROLL DEB|T CARD (tp be completed when You pick up your Payroll Debit Card)

Payroll Debit Carg Routing # Payroll Debit Carg Account #

conditions, and disclosures,

made in error to my account(s),

*E-mail;

Employee’s Signature; Date:

to directly deposit my periodie wages/compensation
or authorized deductions, into my account(s) ag designated aboye and to initiate, ifp,

——\""~‘ > = vating o o
I'have received my Payro]l Debit Card, welcome brochure, Program fees, program terms, conditions, and disclosures, By activating my Payroll Debit Card,
Iam agreeing to the Program terms, conditions, and disclosures that are inclnded or made available to me from time to time fix,

authorize the financia} institution to

m the financig| institution, |
debit my Payroj) Debit Card account for the fieg described in thekeschedmeﬂlatispmo

fthe Program terms,

* E-mail is required for Pay stub information,

Payments, net of required tax withholdings, other re
ecessary, debit entries and adjustmentgfor any credit entries

quired withholdings

Employee's Signature: \ Date:
\




EMPLOYER SOLUTIONS STAFFING GROUP
BACKGROUND CHECK AUTHORIZATION

Employee Name; Cedric Stephenson

(First) (Middie) (Last)
~Former Name(s) and Dates Used:
Current Address Since: 3245 Marlin Avenue Vadnais Heights, MN 55127
(Mo/Yr) (Street) (City) (State/Zip)
Previous Address From:
(Mo/¥r) (Street) (City) (State/zip)
Previous Address From: '
(Mo/Yr) (Street) (City) (State/zip)
Social Security Number: __ 474273613 poB;__10/25/1993

Phone Number: 6514707623

Driver's License Number/State;

The information contained in this application is correct to the hest of my knowledge.

| hereby authorize Employer Solutions Staffing Group, LLC and its designated agents and representatives to conduct a
comprehensive review of my background causing a consumer report and/or an investigative Consumer report to be
generated for employment purposes. | understand that the scope of the consumer report/ investigative consumer
report may include, but is not limited to the following areas: verification of socja| 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,

i further authorize any individual, company, firm, corporation, or public agency to divulge any and all information, verbal
or written, pertaining to me, to Employer Solutions Staffing Group, LLC or its agents. | further authorize the complete
release of any records or data pertaining to me which the individual, company, firm, corporation, or public agency may
have, to include information or data received from other sources, Employer Solutions Staffing Group, LLC and its
designated agents and representatives shall maintain all information received from this authorization In a confidential

manner in order to protect the applicants personal information, including, but not limited to, addresses, social security
numbers, and dates of birth.

Signature: mﬂl Date: Dec14,2017

Notice to CA, MIN, and Ok Residents:
Please check the box below if you wish to receive a copy of a consumer report that js requested.
1 wish to recejve a copy of any Background Check Report on me that is requested.




n in your file has been used against you. Anyone who uses a credit report or another type of consumer report to deny your appii- — 3
Cation for credit, Insurance, or employment - or to take another adverse action against you-— "Mmmmmwuﬁnmmﬁmﬁmi
thet provided the informatian.

number of the agency t

® Youhave theright to imow whatis in Yyour file, You may request and obtain all the information about You in the files of a consumer reporting agency (your “file

disclosure”), You will be required to provide proper identification, which may include your Social Security number. In many cases, the disclosure will be free, You
areentlﬂedtoafreeﬂledlsdosurelf:

® Yyou are on publlc assistance;

® youare unemployed but expect to apply for employment within sp days,
In addition, all consumers are entitled to one free disclosure every 12 months upon request from each nationwide credit bureay and from nationwide Specialty con-
sumer reporting agencies, See Mm&mgﬂummm for additional information,

® You have the right to ask for a credit scare, Credit scores are numerical summaries of your credit-worthiness based on Information from credit bureaus, You may
request a credit score from consumer reporting agencies that create scores or distribute scores used in residential real property loans, but you will have to pay for
it. In some mortgage transactions, you will receive credit score Information for free from the mortgage lender,

® You have the right to dispute Incomplete or Inaccurate Information; if you Identify iInformation in your file that is Incomplete or Inaccurate, and report it to the
consumer reporting agency, the Bgency must Investigate unjess your dispute Is frivolous, Sge Mﬂmﬂmﬂaﬂmmfm an explanation of dispute
procedures,

® Consumer reporting agencies must correct or delete Inaccurate, incompiete, or unverifiable information. Inaccurate, incomplate or unverifiable information
must be removed or corrected, usually within 30 days. Hawever, a consumer reporting agency may continue to report Information it has varified as accurate,

® Consumer reporting agencies may not report outdated negative information. in mast cases, a consumer reporting agency may not report negative information
that s more than seven Yyears old, or bankruptcies that are more than 10 years old,

® Access to your file is limited. A consumer reporting agency may provide Information about Yyou only to people with a valid ngad - usually to consider an applica-
tion with a creditor, Insurer, employer, landlord, or other business, The FCRA specifies thase with a valid nead for access,

2 potential employer, without your written consent given to the employer. Written consent generally is not required In the trucking industry. For more infor-
mation, go to www,

® Youmay imit “prescreened” offers of credit and Insurance you get based on information in your cradit report. Unsolicited “prescraenag” offers for credit and
insurance must include a toli-free phone number Yyou can call if you choose to remoye your name and address from the [ists these offers are based on, You may
opt-out with the nationwide credit bureaus at 1-888-557-8688,

* Youmay seek damages fram violators. I a consumer reporting agency, or, in some cases, a user of consumer reports or a furnisher of information to a consumer
reparting agency violates the FCRA, you may be able to sue in state or federal court.

1.a. Banks, savings associations, and credit unions Wwith total assets of over a. Bureau of Consumer Financial Protection
$10 billion and their affiliates, 1700 G Street NW
Washington, DC 20552

b. Such affiliates that are not banks, savings assaclations, or credit unions alsp b, Federal Trade Commission; Consumer Response Center - FCRA
should list, In addition to the Bureau; Washingtan, DC 20580

(877) 382-4357

2, To the extent not Included In item 1 above:
a. National banks, federal savings associations, and federal branchesand fed- | a, office of the Comptroller of the Currency
eral agencles of forelgn banks Customer Assistance Group

1301 McKinney Street, Suite 3450

Houston, TX 77010-8050

b. State member banks, branches and agencles of forelgn banks (other than b, Federal Reserve Consumer Help Center
federal branches, faderal agencles, and insured state branches of foreign P.0. Box 1200

banks), commercial lending compantes owned or contralled by foreign banks, Minneapoiis, MN 55480

and organlzations operating under section 25 or 25A of the Federal Reserve
Act .

c. Nonmember Insured Banks, Insured State Branches of Foreign Banks, and ¢, FDIC Consumer Response Center
Insured state savings associations 1100 Walnut Street, Box #11
Kansas City, MO 64106

d. Federal Credit Unions d. National Credit Union Administration




EMERGENCY CONTACT INFORMATION

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

et

Employee Name: Cedric Stephenson

Address: 3245 Marlin Avenue Vadnais Heights, MN 55127

Home Phone; 6514707623

Name:  Barb Stephenson Cell Phone: 6513034314
Relationship: 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.




employer solutions staffing group..

STATEMENT OF CONFIDENTIALITY

This agreement made this day of , 201__, between
Employer Solutions Staffing Group LLC, hereinafter 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
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.

L
Cedric Stephenson ;% 14,2017)

Employee Signature

Employer Solutions Staffing Group LLC, Representative



employer solutions staffing grc;:Jpnc
INJURY MANAGEMENT PROGRAM

Injured Worker's Responsibilities

As your employer, we are concerned about your full recovery. Reasonable and
hecessary 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:

care provider,

Attend all scheduled appointments. While on physical limitations, visits should
be a minimum of once every two weeks. Failure to hayve current medical support
for disability may resuit in termination of benefits. Schedule your next
appointment immediately after your doctor visit, before you leave the clinic if
possible.

Obtain a Report of Workability from your physician at every appointment, a
minimum of once every two weeks. M.R. 5221.0420 requires that your physician
cooperate with return to work planning and that you be released to return to work
at the earliest appropriate time.

Immediately following your appointment, provide a copy of the report to the
designated employer representative. You should deliver this in person so that
changes in work restrictions may be addressed and any questions answered.

Follow all physical restrictions at home and at work.
Report to work and perform physically suitable tasks as assigned. These may or

may not be in your regular department. The work may or may not be on your
usual shift.



Maintain regular, weekly, communication with your employer if you are unable to
return to work. Contact your employer a minimum of after every visit with your
primary health care provider. Keep the claims representative advised of your
status.

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 read my responsibilities and agree to ahide by these guidelines,

Signed: _ {21 Seenhionion

Printed Name: ___Cedric Stephenson




___...r---..;__—_____...—.__.—________,. ———

i

employer solutions staffing group..

Important/Importante
LOST OR STOLEN PAYCHECKS

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

If your paycheck was stolen, you must first file a police report before we can re-
issue the check. Once you have done so, you must provide a copy of the policy

CHEQUES DE PAGO PERDIDOS O ROBADOS

Si un cheque de Pago se plerde (que falta, fuera de lugar, destruido, perdido en
el correo, etc), usted debe notificar a su reclutador de personal que el cheque no

Si su cheque de pago fue robado, primero debe denunciar el robo a la policia
antes de que podamos volver a emitir el cheque. Una vez hecho esto, usted

AGREED/SE ACUERDA—

Name/Nombre (con letra de molde): Cedric Stephenson

Signature/Firma: W
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ESSG WORKPLACE SAFETY POLICY

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

(1) Ensure that its clients provide you with a workplace free from serious
recognized hazards and comply with standards, rules and regulations issued
under the OSH Act.

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

(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,

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

ESSG is committed to vigorously enforcing its OSHA. Compliance Policy.

To help ensure a safe workplace, you have certain responsibilities too, which include
the following:

* Responsibility to work in compliance with OSHA laws and regulations

* Responsibility to use personal protective equipment and clothing as directed
by the host employer

* Responsibility to report workplace hazards and dangers

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

You have the following basic rights:

* Right to refuse unsafe work

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

e Right to review copies of appropriate standards, rules, regulations and
requirements that the host employer is required to have available at the
workplace.
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® haght to request information about safety and health hazards in the
workplace, appropriate Precautions to take, and Procedures to follow if
involved in an accident or exposed to hazardous substanceg

® Right to gain access to relevant personal exposure and medical records,

of ensuring workplace safety will endeavor to Protect any employee who may have
been subjected to unsafe or hazardous worksite conditions.
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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 (ESSG) at 952.885.1288/1.866.496.7573 with

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
952.885.1288/1.866.496.7573 in order to obtain assistance in the resolution of such
matters.

Employee Name (Please Print)
Cedric Stephenson

Employee’s Signature:

Cedric Stephenson (% 14,2017) D ate: Dec 14, 2017




Employee Name (Please Print)

R LP@VM;EQ@
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RECEIPT OF EMPLOYEE HANDRODK AND EMPLOYMENT-AT-WiLL STATEMENT

employment with the Company may be modified at the sole discretion of the Company, with or
without cause or notice, at any time, No implied contract concerning any employment-related
decision, term of employment or condition of employment can be established by any other
statement, conduct, policy or practice.

eiween me and ESSG concerning the duration of my employment, the
circumstances under which my employment may be terminated angd the circumstances under
which the terms and conditions of my employment may change. | further understand that thig
agreement supersedes ajj prior agreements, understandings and representations concerning
my employment with the company.

If I have questions regarding the content or interpretation of this Handbook, | will bring them to the
attention of ESSG,

oare_ 2/t

EMPLOYEE

NAME £y LoRt
)~ PLEAS

EMPLOYEE /

SIGNATURE [ e

ESSG

REPRESENTATIVE

23



1. This handbook is intended as g guide and not an employment agreement that
creates a contractug] relationship, and that the employment relationship may be
terminated at the wijj of either party at any time.

2. The changing needs of the business will require alteration jn method, practices and
policies, and the company will unilaterally revise, as necessary, to meet these
changing needs,

3. lagreeto notify my ESSG Consultant immediately of any change in my personal
data such as phone number, address, emergency notification, etc.

4. lam responsible for the information provided herein and will, upon my separation,
return this handbook to my ESSG Consultant.

Date: [ l/ /L/ :
Ll 2=
Associate's Signatuyre: [ _

Associate's Printed Name:

Orientation provided by:

24



Notification of Minnesota Law Re uirement —

Unemgloyment Acknowledgement

According fo Minnesota Statute section 268, 095, subdivision 2, paragraph (d), an
applicant who, within five calendar days after completion of a suitable

L

accepts employment with the client of the staffing service, is considered to
have quit emplo yment.

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

a separate copy of this form. (Initial)

CMG_SM - Rev. 09,2013
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rom OOD0) Pre-Screening Notice and Certification Request for
(Rev. March 2016) the Work Opportunity Credit OMB No. 1546-1600

m&m"" > 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.
Yourname __Cedric Stephenson Soclal sscurity number> 474273613 !
Strest address whera you five 3245 Marlin Avenue =
City or town, state, and ZIP code Vadnais Heights, MN 55127
County | Telephone number 6514707623

If you are under age 40, enter your date of birth (month, day, year) 10/25/1993

| Check hers if you recelved a conditional certification from the state workforce agency (SWA)ora particlpating local agency
for the work opportunity credit, ;

2 Check hers if any of the following atatements apply to you,
* | am a member of a family that has received assistance from Temporary Assistance for Needy Families (TANF) for any 8
months during the past 18 months,
* | am a veteran and a member of a family that received Supplemental Nutrition Assistance Program (SNAP) benefits (food
stamps) for at least a 3-month period during the past 15 months,

* | was referred here by a rehabilitation agency approved by the stats, 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 a famlly that:
a, Received SNAP benefits (food stamps) for the past 8 months; or
b. Received SNAP benefits (food stamps) for at least 8 of the past & months, but Is no longer eligible to receive them.

® During the past yesr, | was convicted of g felony or released from prison for a felony.

® | recelved 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 8 months during the
past year.

m] Check here if you are a veteran and you were unemployed for a period or Periods totaling at least 6 months during the past
yesr.

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

5 m] Cheok here if you are a veteran entitled to compensatioﬁ for a service-connected disabllity and you wera unemployed for a
period or periods totaling at least B months during the past year,

LH_I Check here if you are a member of a famlly that:
* Recslved TANF payments for at least the past 18 months; or
* Recalved TANF payments for any 18 months beglnning after August 5, 1897, and the earllest 18-month period beginning
after August 5, 1987, ended during the past 2 years; or

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

-y

[D] 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 information to the employer on ar before the day | was offered a job, and it I8, to the best of my knowledge, true,
correct, and complets,

et ;%Mmm
Job applicant's signature >  Ceiricstephenson igor 14 1010 Date D€C 14,2017

For Privacy Act and Paperwork Reduction Act Notice, see page 2, Cat. No. 228511 Form 8850 (Rev. 3-2019)
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. Form A (rev. 0312017) TAX CREDIT QUESTIONNAIRE OTAX’

GECTadin A siration

EMPLOYER SECTION:
Client: Company:
Location: Pogsition: Starting Wage: $
EMPLOYEE SECTION:
First Name; Last Name: Suffix: Street Address: City/State; &ips——
Cedri ) 3245 Marlin Avenue Vadngls Heights, MN | 55127
§8#: Date of Birth: Age: Have you worked for | If yes, location:
this company hefore?
474273§IB 10/25/1993 Yesnp NoLJ]
Please complete all questions, and sign and date the form., Yes  No
1. Have you or has anyone living with you received Temporary Assistance to Needy Families (TANF) d] O]
at any time since Angust 5, 19977 (ifyes, plcase provide information below,)
Name of the person receiving benefits; ——— Relationship to you; o
City: County: State;
2, Have you or has anyone living with yon received Food Stamps (SNAP) at any time during the past 15 months? m
(Ifyes, please provide informatian below.) G

Nsmeofthepmnmceivingbanaﬂts: ——— Relationship to you;
County: ___  State: =

3. Have yon received Supplemental Security Income (S8I) at any time within the past 3 months? C] Q
Please note, this is not the same a8 Sooial Security benefits (SS) or Social Security Disability (SSDI) benefits,
*ifyou checked yas Please provide a copy of your SSI documentation,

4, Have you received any type of vocational rehabilitation services within the past two years? Q Q
If yes, please indicate which type of 1 worked with and provide their location information below;

D Vocational Rehabilitation Agenoy Dept. of Veterans Affairs Employment Network (Ticket to Work Program)
Name of Agenoy: —— Phone#: ___
City: County: State;
*If you checked yes please Provide a copy of your active Individual Work Pian and Ticket to Work documentation,
5. Areyoua Veteran of the U.8, Military? *Ifyes, DPlease provide q of your DD-214 and letter aof separation,
(If yes, please provide information below. Ifno, please continue to question #;;pr
Dates of Service ~ From: To:
Branch of Service;
Are you entitled to or are you receiving compensation for A service-connected disability?

6. Have you been nnemployed at any time during the Iast 12 months?
If yes, dates of unemployment - From: To:

—

Did you receive unemployment compensation at any point during your unemployment?
Ifyes, in which state did You receive unemployment sompensation? __

0]
0]

O O o

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 this a Federal or ﬂ State

L T T T POy T 2 ST ar e b i s T [REA NS R s w o

” R e r—r :
b R S T i R A WM et .*.wu...médémg!ﬁxgb?ﬂ%m R LI ST S L e v LS s e
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 CDIR card,
CA Residents: [T] Are you the child of foster parents? [ T]] Do you receive CalWorks? a Workforce Investment Aot?
Are you a migrant or seasonal farm worker? D Have you ever been convicted of a misdemeanor?
SC Residents: [D Do you receive Family Independence Benefits?

PLEASE READ, SIGN, AND DATE:

Under penatties of, perjury, 1 declare the information above 1o be true and accurate (o the best of my knowledge, and | hereby authorize any agency, organization, or
Individuals to supply such verification or information that may be needed to determine tax credit eligibility to my employer, employer representative (Associated
Consultants, Inc. dba Retrotax), or the Department of Labor.

conviction? If State - County: ___  State: pll__ N

New Employee Signature; il Date: Dec 14,2017




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 mmp@aﬁﬂ»ﬂmedranédamyﬁemmo_nlw
Employers or Stbmit 10 the State Workforce Agency with IRS Form 8850 or if filed

Separately, with ETA Form 9061 (or ETA Form 9062) for each certification request filed for the new target
group.

Under penalties of perjury, I declare that this information is trye and caorrect to the best of my
knowledge,

A2 2412 A0,

Al Date Dec14,2017

-

New Hire’s Signature: ceremiocik

New Hire Name: ___Cedric Stephenson

Social Security Number; 474273613

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.

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

(Enter start date)

Privacy Act Notice;

The Intemal Revenue Code of 1686, Section 51, as amended and its enacting legislation, P.L. 104-188, specify that the Stats Workforee Agencies are the
"deslgneted® agencies responsible for administering the WOTC certification procedures of this program, The Information you have provided completing this
fom will b disclosed by your employer to the State Workforce Agency. Provision of this Information s voluniery; however the information s required fo
determing your employers eligibiity for the federal tax credit,

..—.-—..—...—...—..—..—..—..—...—u—-.—.-—-n—..—...—n—n—..—..

ETA Form 9175 (Rev. November 2016)
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Soclal 8ecurity Numbar
e PG - L4734 E

-

StatushET_Singie DmafBlnh‘ b mﬂL nijfs;%&'

D Fomato | O Mamed 1 pivoroea ﬁ(@—-_g, —1947

Phone Number: Emall Address:; b=
fg&?——-— H70-2623

Please Select Desired Coverage:

: Employee Only - Employee+Spouse - ,: Employee+Chlld(ren) - D Family -
" $24.00/Week $38.00/Week |

$36.00/Week $63.00/Week
Sodlal Security # Birth Date | Sex Relationship
FrtNams =M= LastNama E r:},;,, DSpEua;MD ChndParm«
Depandent
Sodlal Seourity # Birth Date | Sex
' 8 Child
[Fiist Name ML LastNams g y:lmeale g PEI““DMD Partner
B;pendqnt
Sooial Security # BithDato | Sex Relationship
0 Mai Child
Pt Nams— M Taat Nare | O Fose Clfpume O @ Pertner
NAME OF panéon'mvénsn (FIRST, LAST):
EFF. DATE
EFF. DATE

ige that all entries are true and compiete and that
i any, from the original

E:nplwu;lgnam { ; Date GE g_//£///‘7
EMPLOYEES DEGLINING O Ia EC Ci s

NG coverage

) undouhndﬂndlanﬂnrmydspondnlﬂ:, ll'any,wnanymram and desire to participate In the plan at a later date. lfwe may be considered a late enrolies and
muat meet the requirements defined in the Cartificate of Coverage for the com

pany’s medical or denta) Plans. i1 decilne enroliment for myself or my dependsnts
(Including my spouse) hacause of other Coverage, | may, in future be abje to enroll myssif ar my dapsi Inthis plan, provided | request enraliment within 31
days after the other coverage snds, In addition, if a new depande

, birth, adoption, placemant for adoption of parting sult
of adoption, | may be able to enrol| myssif or my dependent, provided | request enroliment within 31 days of the event.

IF DECLINING- YOU MUST SIGN HERE

Employse Signature

Date

Employer Solutions Staffing Group Heaith Benefits Team
PO Box 48270
Minneapolis, MN 55344
Phone: 852-767-9519 Fax: 952-767-9515
Emali; Healm@employersoluﬁonsgroup.com




tixed Indemnity Medical Benefits Plan 2

B

VS| 219301-ESG-1 , OFFICE USE ONLY

LOCATION

Rehire Date ___

/

ENROLLMENT FORM

ESC CUUNAC-MN) P1 vi8.2

(Must Be Fllled Out)

e T i i B = i e
' Social Security # Home Phone

:d;&,dmeﬁ@w kLT D L T
o 324S o N s e

Date of Bi.r;h___ E
N,

Noelypals lteéj\/\xf’(

Section C. Your coverage level for
Dental Plan, Term Life Plan,
lnsura_r_wc_e__ go_r_'r_apany._ The_ll_\/i‘siqn plan is underwritten by Companion Life |

nsurance Company,

seucr covsmuzvel. O ErANMNITY|| VISioN TERMUFE | SHORETERM
Employee Only [ ] 52025 (B s617 B snae S| 5060 )| saz 3
Employee +1 [] $41.10 $12.34 $4.92 $0.90
Employee + Family [] $54.88 $20.36 $6.56 $1.80
1 Banefis 7] Lves [Ino CYes Clno | Clves [ne [ T¥es [Ino 1 Llves (e
This coverage is not available to .25TD i i

For Term Life / Accidental Daxth
Dismemberment is part of the Term Life Benefit,
Name

D. REQUIRED DEPENDENT I_NFORMATION
Name

Social Security # Date of Birth = Sex

‘Name |

Name T ~ Soclal Security #  Date of Bir Sex
/7
Name RS = e ‘Soclal Security # Date of Birt ‘S

e et trr o+ vt g e P e i v e, L

Social Se.c;d;i’;)-'- #

Ing na selegti

Relationship

—— e s et e o

eath E-ﬁléméibe-r;ent, pleas'e“v;r:lt_e-in your beneﬁciéry information. Accidental Death &

e vt e et e s o e e =t

/7

Date of Birth = Sex

‘ Relationship
E] | CIspouse [ chilg [ ] Domestic Partner
Relationship

S0 IMI[ET [spouse[Jchid [ ]Domestic Partner

e el ANB OATE. EVENTE YoU RGN CovRAGE
nderstan that open enollmant s only availsble for
6n is & declinatiph e

ns,

Relationship

IMI[E]  spouse [Tchiig [_IDomestic Partner
Relatlonship

L[ 1spouse [Jchilg [_IDomestic Partner

———

e —————

ft of coverage ;




