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SENSITIVE BUT UNCLASSIFIED

Case Verification Number: 2018082103543NY

Report Prepared: 03/23/2018

Company information

Company ID: 47429

Employee Information

Company Name: Employer Solutions Staffing Group

Last Name; Garrett
Date of Birth: 08/11/1983
Hire Date: 03/23/2018

Document Information

First Name: Taurean
Social Security Number: *** ** 5269
Citizenship Status: A citizen of the United States

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

Document Name: ID card
Driver's License or ID Card Number:

GCase Status Information

List C Document: Social Security Card

Document State: Minnesota
Document Explration Date: 08/11/2020

Final Case Result: Employment Authorized
Case Submitted On: 03/23/2018
Closed On: 03/23/2018

Employer Case ID:
Case Submitted By: ZZEP3284
Closed By: ZZEP3284

Closure Statement: The employee continues to work for the employer after receiving an Employment Authorized resuit.

SENSITIVE BUT UNCLASSIFIED

3/23/2018, 9:36 AN



Employment Eligibility Verification USCIs

Department of Homeland Securlty T
U.S. Citizenship and Immigration Services Exgpires 08/31/2019

P START HERE: Read Instructions carefully before completing this form. The instructions must be avallable, efther in papsr or electronically,
during completion of this form, Employers are liable for errors In the complstion of this form.

ANTI-DISCRIMINATION NOTICE: It is lllegal to discriminate against work-authorized individuals. Employers CANNOT specify which

document(s) an employee may present to establish employment authorization and Identity. The refusal to hire or continue to employ
an individual because the documentation presented hes a futura expiration date may also constituts lllegal discrimination,

[Section T Emplo

) yee Information and Attestation @mpioyses must eompiste and sign ﬁeeﬂ?tn 1 of Form -9 no later
thah the first day of employment, but not before acoepting a job offer ) i 3 i
Last Name (Family Name) First Nama (Given Name) Middle Initia) | Other Last Names Usad (Ifany)
Garrett Taurean A Na
Address (Strest Number and Name) Apt. Number | Clty or Town Siate | ZIP Code
1036 Geranium ave e Na St Paul Mn 55106
Date of Birth {mmAdd/yyyy) | U.S. Social Seourily Number | Employee's E-mail Address Employse's Telephone Number
08/11/1983 ] zpsqsvsizq { 1-[ | ]] || Torygarrett@gmail.com 2292339278

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

| attest, under penality of perjury, that | am {check one of the following boxes):

(@) 1. A citizen of the United States
()l 2. A noncitizen national of the United States (Sse instructions)
() 8. A lawiul permanent resident  (Allen Registration Number/USCIS Number): Na %
4.An alien authorized to work  untll (expiration date, if applicable, mmiddiyyyy): Na i
Some allens may wrile "N/A" in the expiration date field, (See instructions) ‘
Aliens authorized to work must provide anly ans of the following document numbers fo complets Form 1-9: mmm?umam
An Align Registration Numher/USCIS Number OR Form 1-84 Admission Number OR Foraign Passpert Number.
1. Allen Registration Number/USCIS Number: Na
OR
2. Form -84 Admisslon Number: Na
OR
3, Foreign Passport Number: Na
Country of lssuance: Na
Signature of Employee A 020 o adak Today's Date (mmAidiyyyy)  Mar 23,2018
Vrmseas pameit Olar2d, 2001

reparer andlor Translator Certification (cheak one):
I did not use @ preparer of translator, @ A preparer(s) and/or translator(s) assisted the employee in completing Section 1.
{Fiefds belew must be completed and signad whern pnapargfs and/or translators assist an employes in complsting Section 1.)

1attest, under ponaity of perjury, that | have assisted in the complefion of Sacfion 1 of this form and that o the beat of my
knawledge the Information is true and correct.

Signature of Preparer ar Transiator Today's Dats (mmdayyyy)
Last Name (Fam/ly Name) First Name (Given Name)
Address (Straet Number and Name) City or Town Stats  [2IP Code

ﬂ “Emplo ver CompleiesiNext Page” g

Form1-9 071717 N Page 1 of 3



Employment Eligibility Verification USCIS

Homeland i Form 1-9
e epar l:men't of S ty OMB No. 1615-0047
U.S. Citizenship and Immigration Services Expires 08/31/2019

fBection 2. Employer or Authorized ﬁebreser_\mﬁje% and Verification

\(Employars or théir aﬂwomed representative must ecomplete and sign Seetien n 3 busingss days of the amployse’s first day of employment. You
imusl physioally examine ene dooument from List A OR & eambinstian of one dacument from List B and one doomwd from List £ as listed on the "Lisis

of Agceptaplé Doguments.") ; :
) mww First Name (Glven Name) in— WMM
Employse Info from Section 4
1 g%:g, 'Tal)rf—@n |
ListA R ListB :
ldentity ind Employment Authorization Idantity Emplaymem Antlmrlzaﬂnn
Documant Title
m S‘EL“Z‘“I Security c«ct

Issuing Authority

Document Numbar M n)
B ;. 05 Y2l

Expiration Date (if any)(mm/dd/yyyy) Expiration Date (i any)(mm/ddsyyyy) Expiration Date (7 any)(mm/ddiyyyy)

-l -2020 NA

Dooumant Title

Tssuing Authorty Additional Information R o ity
Documant Number
I'E:tplra!i\'m Date (i any)(mm/ddiyyy)

Document Title

Issuing Autharity

Document Number

Expiration Date (if any)(mm/ddfyyyy)

Cartification: | attest, under penalty of perjury, that (1) | have examined the document(s) prasented by the above-named employes,
(2) the above-listed document{s) appear to be genuine and to relate to the empioyee named, and (8) to the best of my knowladge the

employes is authorized to work In the United States.
B frst-day-eofqmployment fmm/dd/fyyyy): “3&51 l 9 {Ses Instructions for sxamptions)

L DABSBolE Rl e

?WMFN%MW Representative | Employer's Business or Organization Nama

AN EMPLOYER SOLUTIONS STAFFING GROUP LLC

Employer's assurOmanlzaﬂon Address (Strest Number and Name) | City or Town ZIP Code
7480 FLYING CLOUD DRIVE  SUITE, 200 EDEN PRAIRIE MN

'§Qctinn 3 Rqurﬁlnatian ané Rehlres (Te be aomplehd and qunad ly amphyar or authonxed reprasantatws )

§5344

Fim Name {Givan Nama)

O GMpjoyment aaOFRATGN TEs
a’i&W?&n&L

DocumemNumber | Explralion Date (7 any) fomiidyey)

| attest, under penalty of parjury, 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 genuina and to relate to the individual,

Signature of Employer or Authorized Representative | Today's Date (mmAddfyyy) | Name of Employer or Authorized Representative

Form 1-9 07117137 N Page 2 of 3













PO Box 46270
Minneapolis, MN 55344-38956
Tel: 952.835.1288

www.esgstaffingsolutions.com

ernsloyer solutions staifing group..

New Hire Application

Personal Data- PLEASE PRINT LEGIBLY IN INK

Last Name _ Garrett First Name _Taurean Middle Infial _____
Street Address 1036 Geranium avee Apt/Ste

City/Stateizip _StPaul Minnesota Soolal Seourity Last Four XXX-XX-
Phone Number _2292339278 Email Address  TOrygarreti@gmail.com @ -

Staffing Agency/Recrultment Partner____ CME

Are you legally authorized to work in the United States of America? @I YES (JINO
Applicant Certification and Authorization

{ authorize Employer Solutions Staffing Group (ESSG) to use the information and statements contained in this application to determine my
qualifications for employment, | authorize ESSG to make Inquiries of my former employers, except ag indicated in this appiication,
regarding my previous duties, responsibilities, performance, compensation and eligibliity for rehire.

1 understand that a comprehensive background check may be conducted to determine my eligibility for hire by certaln ellents of ESSG,
This may include but s not imfted to, investigations of criminal and/or convietion records, driving records andlor a drug screen test as
required by cllents, govarnment regulations or by ESSG policies.

1 release ESSG and other persons or entities from any olaima that might be based on EBSG's decislon to condunt a background check,
1 certify that all statements made in my application are true and accurate and that | have not omitted any material infonmation.or provided
false or misleading information. | understand that any material omission or misrepressntation will result in my disqualification from
conslideration for employment or, If discovered after | bagin employment, will result in my termination.

if hired, | agree to abide by the policiss and procedures of ESSG.

Taurean garrett oo Mar23, 2018
Neme (Prntor type) - Applicant's Signature “Date

A copy or facsimlla ("fax”) will be considered the same as an original signature, Emall will ONLY be used for employment corraspondence

For ESSG Office Use Only
DOH : NHW ___ _ _{® 8850 | Wé
Emergency Contact Info | Backpround Relsasa Form Background Results Unem| om:an:' L;;tl:ar ESC Application
ap| @
For ESSG Client Use
pod ____ __|ROP __ e ] WorkSialooc, WG Code

ESSG - CMG-NSTW4 Rov. 0472017



Form W-4 (2018)

Future developments. For the latest
information about any future devalopments
related to Form W-4, such 8s legisiation
ehacted after it was published, go to
www.irs.goviFarmW4,

Purpose. Complete Form W-4 so that your
employer can withhold the corract faderal
incoma tax from your pay. Consider
completing a new Form W-4 each yeer and
when your parsonal or financial situation
changes.

Examption from withholding. You may
clalm exemnption from withholding for 2018
if both of the following apply.

» For 2017 you had a right to a refund of all
tederal Income tax withheld beocause you
had no tax liability, and

» For 2018 you expect a refund of all
federal income tax withheld because you
expeot to hava no tax llability.

If you're exempt, complets only lines 1, 2,
8, 4, and 7 and sign the form to validats it.
Your examption for 2018 axpires February
18, 2019, Ses Pub, 605, Tex Withholding
and Estimated Tax, to learn more about
whether you quallfy for exemption from
withhelding,

General Instructions

if you aren't exempt, follow the rest of
these Instructions to determine the number
of withholding allowances you should claim
for withholding for 2018 and any acdditional
amount of tax to have withheld. For regular
wagas, withholding must be based on
allowancas you claimed and may notbe a
{lat amount or psrcentage of wages.

You aan also use the calculator at
www.irs.gov/W4App to determine your
tax withholding more accurately, Considar

Form W"4

using this caloulator if you have a more
complicated tax situation, such as if you
have a working spouse, more than one job,
or a large amount of nonwage income
outside of your job. After your Form W-4
takes effect, you can also uss this
calculator to ses how the amount of tax
you're having withheld compares to your
projected total tax for 2018. if you use the
calculator, you don't need to complete any
of the waorkshests for Form W-4,

Note that if you have too much tax
withheld, you will raceive a refund when you
file your tax retumn. If you have too little tax
withheld, you will owe tax when you file your
tax retum, and you might owe a penalty.
Filers with multiple jobs or working
spouses, If you have more than one job at
a time, or if you're manied and your
spouse Is also working, read all of the
Instructions Including the instructions for
the Two-Eamers/Muitiple Johs Warkshest
before beginning,

Nonwage income. If you have a large
amount of nonwage Income, such as
Interest or dividends, consider making
estimated tax payments using Form 1040-
ES, Estimated Tax for Individuals,
Otherwise, you might owe additiona] tax.
Qr, you can use the Deduotions,
Adjustments, and Other Income Worksheet
on page 3 or the caleulator at www.irs.gov/
W4App 1o meke sure you have enough tax
withheld from your paycheck. if you have
pension or annuity income, sas Pub. 606 aor
usa the cslculator at www.irs.gov/W4App
to find out if you should adjust your
withholding on Form W-4 or W-4P,
Nonresident allen. If yoi're a nonresldent
alien, see Notice 1392, Supplemental Form
‘W-4 Instructions for Nonresident Aliens,
before complating this form.

Separate here and give Form W-4 to your emnployer. Keep the worksheet{s) for your racords.

Employee’s Withholding Allowance Certificate

Specific Instructions

Personal Allowances Worksheet
Complets this worksheet on page 3 first to
determine the number of withholding
allowances to claim.

Line C. Head afhousehuldplease note:
Gerierally, you can claim head of
household filing status on your tax retum
only if you're unmanied and pay more than
§0% of the costs of keeping up a home for
yourssif and a qualifying Individual. See
Pub. §01 for more Information about filing
status,

Line E. Child tax credit. When you file
your tax return, you might be eligible to
alaim a credit for each of your qualifying
children. To qualify, the child must be
under age 17 as of December 31 and must
be your dependant who lives with you for
more than half the year, To learn more
about this oredit, see Fub, 972, Child Tax
Credit. To reduce the tax withheld from
your pay by taking this credit into account,
follow the instruptions on line E of the
workshest, On the worksheet you will be
asked about your total income, For this
purposa, total income includes all of your
wages and other Income, including income
eamed by a spouse, during the year.

Line F., Credit for other dependents.
When you file your tax retum, you might be
eligible to claim a credit for each of your
dependents that don't qualify for the child
tax oredit, such as any depandent childran
age 17 and older. To leamn more about this
credit, see Pub, 506. To reducs the tax
withheld from your pay by taking this credit
into account, follow the Instructions on line
F of the workshest, On the worksheat, you
will be asked about your total income. For
this purpose, total Income Includes all of

OMB No, 1646-0074

» Whether you're entitied %o clalim a certain humber of aliowances or exsmpiion from withholding Is
DAmRTT o SR sy subject 1o review by the RS, Your employer may be required o send a copy of this form to the IRS, 2©1 8
1 Your st name and middie inftial T Last name 2 Your social securily number
Taurean A [ Garrett A
Home address (number and sirest or rural routs) 8(@single () Manied ()l Marred, but withhold et higher Single rate.
1036 (ie_raiﬂum avee - Nole: if married filing separatsly, cheok *Married, but withhold at highes Single rate.”
Oity or town, state, and ZIP code 4 1 yourlast name differs from that shown on your soolsl securty card,
St Paul Minnesota | __citwck here. You must call 800-772-1213 for a replacement card. >
& Totsl number of aliowances you're claiming (from the applivable workshest on thefollowing pages) . . . |8 |

8  Additional amount, if any, you want withheld fromeachpaysheck . . . . . .

7 lclaimexamption from withholding for 2018, and | certify that 1 mest both of the follawing conditions for exemption.
+ Last year | had a right 1o a refund of all faderal income tax withheld because | had no tax fiability, and
» This year | expact a refund of all federal Income tax withheld because | expect to have no tax liability.

¥ you mest both conditions, write “Exempt"here. . ., .

. . L i

> [7] Exempt

Undar pensities of perjury, | declare thet | have examined this certificate and m 1he best of my knowledge and belief, it Is true, carrect, and complate,

Emplayes’s signaturs
{This form i3 not valid unless you sign lt.) | e Dato» Mar 23, 2018
and boxes 8 and 10 {0 IRS and [} 8 First date of 10 identifcation
‘E;‘ggysa.' 9? Wﬁn i sgsdi'::a lmtory gtwrtﬁeew )-ums.)a sendiog e seny employmeint Eu“rgW(EM
For Privacy Act and Paperwork Reduction Act Notice, see page 4. Cut. No. 10220Q Form W4 (2018)



m‘ DEPARTMENT W-4MN
OF REVENUE

2018 Minnesota Employee Withholding Allowance/Exemption Certificate
Employees

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

¢ Claim fawer Minnasota withholding allowances than your fedaral allowances

« Claim mare than 10 Minnesota withholding allowances

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

* Claim to be exempt from federal withholding or claim to be exempt fram Minnesota withholding

Do not complete this form If you are clalming the same number of Minnesota allowances as faderal and the number claimed is 10 or lass.

Employee's first name and initfal Lastname Employee’s Social Security number
Taurean garrett _ 256855269
Permonent address Marital status fcheck one boog}
1036 Geranlum ave e O &g&wmwsmﬂm
Gty State 21 code Married
St Paul Minnesota bt at .

Employees: Read Instructions on back, complete Section 1 OR Section 2, sign and give the completed form to your employer. {Do not compiste
both Section 1 and Section 2. Completing both sections will make the form invalld.)

] section 1 ~ Determining Minnesota allowances

Complete Section 1 1f you clalm fewar Minnesota allowances than your federal allowances, AND/OR If you want additional Minnesota withhald-
Ing deducted each pay period.

1 Totel number of federal allowances claimed on federal Form W4 ...... 5000000609003 0000000300 600a000 &)
2 Total number of Minnasota aflowances (/ine 2 connot be more thanline 3} ........... 0000000a000a05000¢3
3 Additional Minnesota withholding you want deducted each pay period. . ...ooveevenaes e e e T 3 B G S ——

{3 section 2 — Exemption from Minnesota withholding

Complete Section 2 if you clalm to be exernpt from Minnesota income tax withholding {see Section 2 instructions for qualifications). ¥ applicable,
check one box below to indicate the reason why you beliave you are exempt:

! mest the reguirements and claim exempt from both federa’ and Minnesota Income tax withholding.

Even though | did not claim exempt from federal withhoelding, | claim exempt from Minnesota withholding because | had no Minnesata
income tax llabtiity tast yéar, | recelved a refund of all Minnesots income tax withheld, AND | expect to have no Minnesota income tax fability
this year,

[D My spouse Is 8 military service member assigned to a military location in Minnesota, my domicile (legal residence] Is In another state, AND |
am in Minnesota solely to be with my spouse. My state of domidlle is

D | amn an Amatican Indlan living and working on a reservation,

1am a member of the Minnesota National Guard or an active duty U.S, miiitary member and clalm exempt from Minnescta withholding on
my military pay.

| receive 3 military pension ar other mifitary retirement pay as caleulated under Title 30, 1401 through 1414, 1447 through 1455, and 12733
and clalm exempt from Minnesota withholding on this retirement pay.

1 certify that all information provided in Section 1 OR Section 2 is correct. | understand there is o $500 penalty for fillng a false withholding allow-
ancefexemption certificate.

S Py > Mar23,2018 et 2292339278

Employees: Glve the completed form to your employer,

Employers

If you are required to send a copy of this form to the Department of Revenue {see instructions}, you must enter the employer Information below
and mail this form to: Minnesota Revenue, Mail Station 5501, St. Paul, MN 55146-6501, {Incomplete forms are considerad invafid.) A $50 penalty
may be assessed for each reguirad Form W-4MN not filed with the department.

Keep a copy for your records.
Name of employer Federal empioyer ID number (FEIN| Wiinnesata tax 1D number
Address City State 2P code

Mer1217) Questions?  Website: wwwirevenue.state.mn.us. Emall: withholding.tax@®state.mn.us. Phone; 651-282-9998 or 1-800-657-3594,



erpioeer sclution: 5% rg graus
Direct Deposit/Payroll Debit Card Authorization

Employees havs the option of receiving wages byDu'ect Depoaxt and/or Payroll Debit Card.
If you do not provide a written election, wages will be paid by Payroll Debit Card,

SLGERIONEEET A S G 'l' AT,

Employee Name o urean garrett SSIN# (st 4 igis) 575 EffectiveDate yar 73, 2018

PARTOLE BIEECTEHON
| Dlnctl)epom {Please complete Sections 3 and 5 below)
OJ Pmonnabitmmmmmpluesecnmmmswow)
INPREET THEPGSTER

[} Paper Check (Option available o GA NH and NY residents only)

ivated)

Note: Direct Deposit accounts may take up to 7 days to be ac
1 understand and acknowledge that if I do not provide 2
vaided 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 Type: _|L] Cheoking]] Savings[TJOther _.____ Iunitisl Dets

= To help us avoid making an error, ploase attach a copy of & vaided check, (a deposit stip will not work)
+  If'youn change banks, do not close your old bank account until your direct deposit hes started at the new bank, which may take 2 pay periods,

CSECHON M PAN RO TN DEERT GARD

Federal law requires all financial institutions to obtain, verify, and record information that identifies each person who opens an account. In order to
request a Payroll Debit Card for you, we must provide all of the following information that will ensble the financial institution to identify you, If
you do not submit a Direct Deposit/Payroll Debit Card Authorization, BESSG will provide the necessary information and issue you a Payroll Debit
Cardtopayyourwm?oryunrpmwcﬁun,mﬁnanmlinmxﬁmmayaskymmpmvldaﬂmmadd:ﬂonalidmﬁﬁcaﬁoninfomaﬂmsotheym
verify your identity.

Bxoept for the ronting and account mumber, ESSG does not have access to any information regarding your Payroll Debit Card account or
transactions, On your first payday, you will receive your now 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 recoive
fram e - —

CARDHOLDER INFORMATION (as you want your Payrall Debit Card to be issued)

P o e | paNes (L rre - e 11 11983
Street Address (PO BOX NOT ACCTFTABLE) anas )
T30 G:é’_ﬁ"ﬁtn\urn v

Cell Phone (mobiln)

ot Ray| = | s5100

- 293-427¢&
RECEIPT OF PAYROLL DEBIT CARD (to be completed when you pick up your Payroll Debit Cani)

Payroll Debit Card Rowting # Payroll Debit Cand Account # oo 71248 (09

1 have received my Payroll Debit Card, weloome brochure, program fises, program terms, cenditions. and disclosures, By uctivating my Payroll Debit Card,

1 am agrecing to the program terms, conditions, and disclosures that are included or made available to me from tme io thne from fhe financial institution. I
authorize the financia) insthution 1o debit my Payroll Debit Card ascount for the fees described in the fee schedule that is part of the program terms,
conditions, and disclosures.

Employee’s Signature:_Touresn gormest (ar 23. 206)
SECHON S RITHORIZATION

Date: Mar23,2018

T authorize ESSG to dimectly deposit my periodic wages'comnpensation paymonts, net of required tax withholdings, other required withholdings
or authorized dednetions, into my sccount(s) as designated abovs and to initiate, if necessary, debit entvies and adfustmenisfor amy credit antries
made in error to my account(s). * E-mail is required for pay stub information.

*E-mail: T @ i
this information will only be nsed o send your paystubs electronically

Mar 23,2018

Employee's Signature: __tummsurett a2, 203 Date:




EMPLOYER SOLUTIONS STAFFING GROUP
BACKGROUND CHECK AUTHORIZATION

Employee Name: Taurean garrett
{First) (Middie) {Last)
Former Name(s) and Dates Used:

Current Address Since: 1036 Geranium ave e St Paul Minnesota

{Mo/¥r) {Street) (City) (state/Zip)
Previous Address From;

{Mo/Y¥r) {Street) {City) (State/Zip)
Previous Address From:

{Mo/Yr) {Street) {City) (State/Zip)
Social Security Number; __256855269 pog;_98/11/1983

Phone Number: 2292339278

Driver's License Number/State:

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

1 hereby authorize Employer Solutions Staffing Group, LLC and its designated agents and representatives to conduct a
comprehensive review of my background causing a consumer report and/or an investigative consumer report to be
generated for employment purposes. | understand that the scope of the consumer report/ investigative consumer
report may include, but is not limited to the following areas: verification of social security number; credit reports,
current and previous residences; employment history, education background, character references; drug testing, civil
and criminal history records from any criminal justice agency in any or all federal, state, county Jurisdictions; driving
records, birth records, and any other public records.,

| further authorize any individual, company, firm, corporation, or public agency to divulge any and all information, verbal
or written, pertaining to me, to Employer Solutions Staffing Group, LLC or its agents. | further authorize the complete
release of any records or data pertaining to me which the individual, company, firm, corporation, or public agency may
have, to Include information or data received from other sources. Employer Solutlons 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 nat limited to, addresses, social security
numbers, and dates of birth,

— Lsspanddet
Signature: Toma sty ) Date: Mar23,2018

Notice to CA, MIN, and OK Residents:
Please check the box below if you wish to recelve a copy of a consumer report that Is requested.

[5]1 wish to receive a copy of any Background Check Report on me that Is requested.




EMERGENCY CONTACT INFORMATION

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

Employce Name: Taurean garrett
Address: 1036 Geranium ave
Phone: 2292339278
EMERGENCY CONTACTS E
Pleage list two people (in priority order) who eould be contacted in case of memergmy
Contact #1 Home Phone:
Name: Cell Phone:
Relationship: Work Phone:
Contact #2 Home Phone:
Name: Cell Phone:
Relationship: Work Phone:

Additiona! information you want Employer Solutions Staffing Group and our clients to know in the event
of an emergency:

This information will remain confidentiol and will anly be used in the case of an emergency.



empiover solutions staffing group..

STATEMENT OF CONFIDENTIALITY

This agreement made this 23 _day of M\drrin , 201_%, between
Employer Solutions Staffing Group LLC, hereinafter referred to as “employer”,
and “TC AV CeaNn hereafter referred to as "employee”.

WITNESSETH:

For the duration of my employment and after resignation or termination of
this employment with employer, for any reason whatsoever, the employee shall
not use or disclose to any other person or company, and confidential or
proprietary information or know-how related to the business of the employer.

In view of the difficulty of determining the amount of damages which may
result to the employer from a violation of any of the provisions hereof, the
employee agrees to pay to the employer the sum of $10,000 as liquidated
damages for every such violation; provided, however, that the payment of such
amount as liquidated damages shall not be construed as a release or waiver by
the employer of the right to prevent any such violation in equity or otherwise.

Tavrean gamett (Mar 23, 2018)

> -,
.
-

C

“Employer Solutjons Staffiag Group LLC, Representative




R

sm}oyer solutions staifing g%c;up.f.
INJURY MANAGEMENT PROGRAM

Injured Worker's Responsibilities

As your employer, we are concerned about your full recovery. Reasonabie and
necessary medical care will be paid for any compensable work Injury. Medically
authorized fime away from work will be reimbursed in accordance with the State
of Minnesota workers’ compensation laws. Wherever possible light duty
restrictions imposed as a result of your injury will be accommodated.

RESPONSIBILITIES OF THE INJURED WORKER:

Minnesota Rule Sec. §221.0430, Subp. 1 requires that you choose one primary
health care provider. Subpart 2 places limitations on your right to change
primary health care providers. Discuss with your employer any change In health
care provider.

Attend all scheduled appointments. While on physlcal limitations, visits should
be a minimum of once every two weeks. Failure to have current medicail support
for disabliity 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.

Foliow 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 heaith care provider. Keep the claims representative advised of your
status. .

Notify your e r immediately of any new injuries or conditions that 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.

1 have read my responsibilities and agree to abide by these guidelines.
Signed: Taurean gnvett (ar 23, 2018)

Printed Name: Taurean garrett
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Important/importante
LOST OR STOLEN PAYCHECKS

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

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

CHEQUES DE PAGO PERDIDOS O ROBADOS

81 un cheque de pago se pierde {que falta, fuera de lugar, destruido, perdido en
el correo,.etc), usted debe notificar a su reclutador de personal que el cheque no
se puede encontrar. Si se puede verificar que el cheque no ha sido cobrado,
ESSG se detendra el cheque de pago y reemitir el cheque a usted, descontando
un cargo de entre $ 25 - $ 35.

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
debe proporcionar una copia de la denuncla a su reciutador de personal gue el
chegque fue robado. Si el cheque no ha sido cobrado y si la pérdida del cheque
no fue su culpa, ESSG emifird un nuevo cheque y no hay cuota se deducira.

AGREED/SE ACUERDA—

Name/Nombre (con letra de molde); T2urean sarett

ggnathelFirmaI Taurean garrett {Mar 23, 2118)
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emplcyer soluticns 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. 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.

(9) 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:

o Responsibility to work in compliance with OSHA laws and regulations

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

o Responsibility to report workplace hazards and dangers

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



emplover solutions cta ﬁng m-oupk

o Right to request information about safety and health hazards in the
workplace, appropriate precautions to take, and procedures to follow if
involved in an accident or exposed to hazardous substances

o Right to gain access to relevant personal exposure and medical records.

You can have your name withheld from the host employer and any other entity, by
request, if you sign and file a written complaint. You can request to be advised of
OSHA actions regarding a complaint, and request an informal review of any
decision not to inspect the site or issue a citation. And, you can file a complaint if
you are punished or discriminated against for acting as a “whistleblower” under the
OSH Act or 13 other federal statutes for which OSHA has jurisdiction, or for
refusing to work when faced with imminent danger of death or serious injury and
there is insufficient time for OSHA to inspect. Retaliation or reprisal taken against
anyone who has expressed concern about workplace safety is illegal.

If you believe that your right to a safe workplace has been violated, you can make a
report toa manager of the host worksite employer and/or ESSG (by telephoning

2. ] 56.498.7678) and asking for the ESSG Safety Director. You can
also contact OSI-IA directly with any concern. ESSG recognizes the serious nature
of ensuring workplace safety will endeavor to protect any employee who may have
been subjected to unsafe or hazardous worksite conditions.




N AN
QA

-empioyer solutons statfing groun.

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 952.885.1288/1.866.496.7678 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
952.885.1288/1.866.496.7578 in order o obtain assistance in the resclution of such
matters.

Employee Name (Please Print)
Taurean garrett

Employee’s Signature:

Taturean garret (Mar 3, 2018) Date: Mar 23,2018




DRUG AND ALCOHOL
TESTING CONSENT FORM

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

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; (¢) my rights under the policy and the consequences if |
axercise certain rights; and (d) that certain events as described in the policy may resuit
in adverse personnel action, Including my termination from employment with ESSG. |
understand that this policy in any form, and any employee handbook including this
policy, are not a unilateral employment contract or offer thereof.

3. | hereby voluntarily consent to ESSG, or its health service providers, or
other persons or entitles 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 sampie provided by me. | further voluntarily consent to the laboratory’s
disclosure to ESSG of the resuits of my drug and/or alcohol test and other information
related io the test.

Taurenn orett Mar 23, 2018)

Individual’s Name

Mar 23,2018
l?ata

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



- 3890 Pre-Screening Notice and Certification Request for
(Rev. March 2016) the Work Opportunity Credit OMB No, 1545-1600

Departmentof 10 T1285% | b information about Form 8850 and Ra separate instructions is at wiww.ire.gov/fanm8850,

Job appﬁaant: Fill in the lines below and cheok any boxes that apply. Completo only this side,
Your name Taurean garl'ett Soaial security number P> 256855269

Street address where you live 1036 Geranium ave e

City or town, state, and ZIPcode St Paul Minnesota

County Telsphone number _ 2292339278

It you are under age 40, enter your date of birth (month, day, year) 08/11/1983

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

2 [T Check here if any of the following statements apply to you. :

» | am a member of a family that has recelved asslstance 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 8-month period during the past 15 months.

» | was refarved here by a rehabllitation agency approved by the state, an employment netwark under the Ticket to Work
program, or the Depariment of Veterans Affairs.

* | am at least age 18 but not age 40 or older and | am a member of a family that:
8. Rscelved SNAP benefits (food stamps) for the past 6 months; or
h. Received SNAP bensfits (food stamps) for at least 3 of the past 8 months, but is no longer eligible to recsive them.

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

o | recaived supplemental security income (SSi) benefits for any month ending during the past 60 days.

o | 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, '

w

Chack here if you are a veteran and you were unemployed for a pariod or periods totaling at least 6 months during the past
yesr,

'S

Chaok here If you are a veteran entitled to compensation for a service-connected disability and you were discharged or
raleased from active duty in the U.8. Armed Forces during the past year.

& [D Check here if you are a veteran entitied to compensation for a service-connected disabllity and you were unemployed for a
~ period or periods totaling at ieast 8 months during the past year.

Check here if you are a member of a family that:
» Received TANF payments for at least the past 18 months; or
» Raceived TANF payments for any 18 months beginning after August 5, 1987, and the earilest 18-month period beginning
after August 5, 1897, anded during the past 2 years; or

« Stopped being eligible for TANF payments during the past 2 years because federal or state law imited the maximum time
those payments could be made.

-

Cheok here if you are in a period of unemployment that Is at least 27 consecutive weeks and for all or part of that period
you recelved unemployment compensation,

Signature—All Appiicants Must Sign

UWWWJWWIMwaMMnmm employer on ar before the day | was offerad a job, and it1s, to1he best of my knowladge, true,
comrest, and complste,

Job applicant's signature B> Tiresn garet: f4or 23, 2016) pate Mar23,2018

For Privacy Act and Paperwork Reduction Aot Notice, see page 2. Cat. No, 228511 Form 8850 (Rav. 3-2016)



[ FROTINES AT *
Form A (rev. 03/2017) TAX CREDIT QUESTIONNAIRE w—«;& N RN MTAX

EMPLOYER SECTION:

Client: Company:

Location: Position: Starting Wage: $

EMPLOYEE SECTION:

First Name: Last Name: Suffix: Street Address: City/State: Zip:

Taurean garrett 1036 Geranium ave e st , 55106

S8#: Date of Birth: Age: Have yon worked fo; If yes, location:
this
256855269 | 08/11/1983 34 |t | Na

Please complete all guestions, and sign and date the form., Yes

No

1. Have you or has anyone living with you received Temporary Assistance to Needy Families (TANF) O
at any time since August §, 19972 (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
(1f yes, plense provide information below.)

Name of the person receiving banefits: Relationship to you:
City: County: ______ State: ____

3. Have you received Supplemental Security Income (SSI) at any time within the past 3 months? O
Please note, this is not the same as Social Security bensfits (S3) or Social Security Disability (SSDT) benefits.
8Jf yau checked yes pleass pravide a copy of vowr 851 documentation.

4. Have yon recelved any type of vocational rehabflitation services within the past two years? O
1f yes, please indicate which type of agency you worked with and provide their location information below:

[l Vocational Rehabilitation Agency Dopt. of Veterans Affairs [L] Employment Network (Ticket to Work Program)
Nams of Agenoy: Phoned: ____

City: County: State:

*Ifyou checked yes please provide a copy of your active Individual Work Plan and Ticket to Work documentation,

§. Areyou a Veteran of the U.S, Military? *fves, please provide a copy of your DD-214 and letter of separation.
(If yes, please provide information below. If nio, please continue to question 46.)

Dates of Service - From: To:
Branch of Service:
Are you entitled to or are you receiving compensation for a service-connected disahility?

o

O

6. Have you been unemployed at any time during the last 12 months?
If yes, dates of unemployment - From: Ta:

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

ol 0 ap
@ @ @

7. Have you been convicted of a felony or released from prison for a felony conviction in the past 12 months?
Conviction Date: Releasg Date:

Wes thisa [J] Federal or [] State conviction? 1fState - Connty: ____ State: ____

Additionat Tax Credity
JEC (Nafive American): Are you or your spouse a member of a Native American Tribe?
If yau checked yes please provide u copy of your CDIB card,
CA Residents; [[] Ave you the child of foster parents? [[] Do you receive CalWorks? [ Workforce Investment Aot?
Are you 8 migrunt or seasonal farm worker? [[] Have you ever besn convicted of a misdemeanor?
L SC Residents; [[] Do you recsive Family Independencs Benefits?

O

PLEASE READ, SIGN, AND DATE:
Under penalties of pejury, 1 declare the inforgsion above to be frire and aceurate to the best of iy knowledge, and 1 hereby mihorize any agency. arganizution, or
indlividuals to supply such verfication or information that may be needed o determng tax credit eligibility to my amplayer, employer representative (Associared

Consultants, Ine. dba Retrog), or the Department of Labor.

New Employee Signature: e smeivazmzug Date: _Mar23,2018




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

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

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

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

41+ 29, 20

sy Ny
New Hire’s Signature: Date Mar23,2018

New Hire Name:  Taurean _g_grrett

Social Security Number: 256855269

Employer Name:

Please check the statements below if they apply to you.

1 | 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.

[0 | declare that | have been in a period of unemployment since

(Enter start date)

Privacy Act Nofice:

The Intemal Revenus Coda of 1986, Ssclinn 51, as amended and iis enacting ImHaﬂon.P.L104—188 apwﬁyﬁmtmasmwmmwwdesamﬁm
"designated” agencies responsible for administering the WOTC cerfification procecures of this program. The Informafion you have provided completing this
form will be disclosad by your employer fo the Siate Workioree Agency. Provision of this informafion is valuntary; howaver tha Information is required to
detamine your employer's eligiiiity for the federa) tax credit.
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Public Burden Statement

Parsons are not raquired o respond to this collection of information unless it displays a cumantly valid OM B control number. Respondenis’ obligation to
complate this form s required 1o obteln or reiein benefits (P.L. 111-5). Public reporfing burden is estimated to average 10 minules par response, including the
{ime for reviewing instruciions, searching exising data sources, gethering and maintaining the data needed, and complsfing and reviewing the collection of
Informaiion. Send comments regarding this burden estmate to the U.S, Department of Laboar, Division of Nafional Programs Tocls Technical Assistance,
Room C-4610, Wasfington, D.C. 20210 (Papenwork Reducion Project 1205-0371), Pleese do not submit completed forms o this address,

117-

ETA Form 9175 (Rev. November 2016)



HEJ}_LT HEZ Eryumy oo g PR SRR
Enhanced MEC_Plan 1 ES NG

U (0.2 ¥E S5 AN AETR A,
IRy Apag, g

Address City Stata Zip Code

Gonder Ll Male | Wiarital Status L] Singie | Date of Birth Date of Hire
[] Femata |1 mamed [1 oivorced

#hane Number: Emall Addrass:

Please Select Desired Coverage:

@ Employee Only - [[J]Employee+Spouse - E] Employee+Child{ren) - Family -
$24.00/Week $38.00/Week $38.00/eek $63.00/Week

Sod Securty# BithDats | 5% | Relanonsbip
5 e Male § useD C’iﬂldD
Lyet l Famals E Domestic Partner_
Social Securlly # !amm 8ax Relauonshlp
L1 seie spouse [] chuid
WL Lasi Name ! D Famala 1 Domestic Partuer
- Sodial Seourty @ lamhn;aa sa Rd;ﬁD‘;ﬁh}P i Er
TGS S NETE Male 8§ Cchild
e - i O Femas T Doruestic parter
NANME OF PERSON COVERED (FIRST, LAST):
EFF. DATE
EFF, DATE
EFF, DATE

Emploves Asinewietisemen anti suhetzation - | hereby apply for the group benafit{s) as indisated. | acknowledge that all entries are true and complste and that
uny misstatemsnts or falline to raport information may be used as the hasis for capcellation of coverage for me and my dependentis), if any, from the original
Mudm.l’unher,lmmWemlmrbmmnmml|GMndmmmlehmelemd.

IF ENROLLING - YOU MUST SIGN HERE

Erpioyes Sionature pse  Mar23,2018
EIPLOVEES DECLINING | am DEGLINING coverage

flunﬂushndﬁmtlMrmw.ﬁm.mwmmddmbmminmaplaualalawmltwemaybneonﬁdusdahhmﬂum
must mest the requirements dafinad in the Cartificate of Covsrapa for the company’s medical or dantal pl 1§ 1 dacline enroltment for myself ar my dependants
{including my apouse) baganse of gther covarage, | may, in future be ableto anroll mysalf or my n this plan, provided ) requaest enraliment within 81
days affer the other voverags ends. In addiion, If a now dependent relationship forms as a result of marriegs, birth, adoption, piacement for adoption of parting suft}
of adoption, | may be able to enroll mysslf or my dapandent, provided | request awvoliment within 31 days of the event. .

IF DECLINING- YOU MUST SIGN HERE

Employee Signature pete Mar23,2018

Employer Solutiona 8tafiing Group Health Benefits Team
PO Box 46270
Minneapolis, MN 55344
Phone: 862-767-8518 Fax: 852-767-8515
Email. Health@employersolutionegroup.com



Fixed Inde_mni_ty Medig:ai Bem_eﬂts_Phn 2

L Rehire Date __/——

e M S Py ey T T S R T

S PRINT USING BLACK or BLUE INK (Must Be Filled Out)

Socia! Security # Home Phone Se)Daw

~ ENROLLMENT FORM ESC CUUNAC-MN) 21 v18.2

Addrass Api @
City | | L= Siate Zp | ' 'D'maf'elina |
!

o3 35'5!91 ifYes, please conire,
Medicars Health Insurance Claim Number {HICN) Medicare Effective Date
!\'a.';'-l;eo-f edi;arson(s) o ki e | S
EDBENERIS DA SELEGHCH T Payroll Deducted Weskly Retes

You MUST select a coverage leve! before an benefits in Section C. Your coverage level for the all benefits in Saction C will be
identical. The Fixad Indemnity Medicai Pian, Dental Plan, Term Life Plan, and Short-Term Disebility plans are undarwritten by BCS
Insurance Company. The Vision plan is underwritten by Companion Life Insurance Company.

SELECT COVERAGE LEvEL FUeio INSEMIITY | panvay VISION TERMUFE | SHoAS oY
Employese Only $20.25 52,{“ $6.17 r»-, $2.42 g’?\’ $0.60 ;% $4.20 L‘%
Employee + 1 $41.10 $12.34 $4.92 $0.90
Employee + Family $54.88 $20.36 $6.56 $1.80
NO 4o ALL Benefits Q] @Y&s 2 I No Yes DiNo Yes No nges i No Yes M [No

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

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

Name Relationship
Name - ) Social Security# Date of Birth__Sex Relationshi g
‘ /7 DE:I[H SpouseE Child D Domestic Pariner
Name Soclal Security# Date of Birth_ Sex ﬁlaﬁonship
¢+ OMiEE Spouse]_]| Child [JDomestic Partner
Name Social Security # Date of Bivth Reletionship
D @ [E[ISpouseE Child ﬂDomesﬁc Pariner
Name Social Security # Date of Birth  Zex Reletionship
¢+ Owmi[ED Oscousedcnidll Domestic Partrer
e AT YOU MUST SIGN AND DATE, EVEN IF YOU DECLINE COVERAGE

| have read the benefit packst.and understand its limitations. | understand that open gv:;oﬁr;ent is only evaileble for
a limited time and | understand that making no benefit selection is 8 declination of coverage.

DATE E{%ﬁ_,_?gl o e D SIGNATURE _ Tormoramer var2s,ame)_

——————— —_ P - e

*This Plan DOES NOT Alleviate the Individual Mandate Penalty*

A R e @ meewees| meesese e g S e B ey IR e Y S

This is an Esserial StafFCARE Eprolimsnt Form,



