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E-Verify
Case Verification Number: 2018120154953SS

Report prepared: 04/30/2018

Company Information

Company ID: 1284996 Company Name: ESSG - Corporate Management
Group

Client Company ID: 1284996 Client Company Name: ESSG - Corporate
Management Group

Employee Information

Name: Terrell E. Mcintyre Date of Birth: 06/14/1983
U.S. Social Security Number: ***-**-8216 - Employee's First Day of Employment:
04/30/2018

Ciﬁzenship Status: U.S. Citizen

Document Information

List B Document: Driver's license or ID card issued by a U.S. state or outlying possession
Expiration Date: 06/14/2021 State: Minnesota
List C Document: Social Security Card

Case Information

Current Case Result: Closed Case Submitted By: Zilgheam Zepeda
Case Status: Employment Authorized Reason for Closure: Employment Authorized
Auto Close
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Employment Eligibility Verification USCIS
Department of Homeland Security Form 1-9

A B ; e . OMB No. 1615-0047
U.S. Citizenship and Immigration Services Exxpires 08/31/2019

P 8TART HERE: Read Instrutions carefully before completing this form. The Instructions must be avaliable, elther in paper or electronically,
during completion of this form, Employers are liable for errors In the complstion of this form.

ANTI-DISCRIMINATION NOTICE: # is illegal to discriminate agalnst work-authorized individuals. Employers CANNOT speclfy which
document(s) an employee may present to establlsh employment authorization and identity. The refusal o hire or continue to employ
an Individual because the documentation prasented hes 2 future explration date may also constitute Hlegal discrimination,

[Section 1. Employee Information and Attestation Bmpioyees must compiate end sign Sestion 1 of Form I-9 no later
than the first day of employment, but net before accepling a job offer.) = ,

Last Name (Family Name) First Name (Given Name) Middle Inftial | Other Last Names Used (i any)

Mcintyre Terrell E N/A

Address (Strest Number and Name) Apt. Number | City or Tawn State ZIP Code

3341 Park Ave 1 Minneapolis Mn 55407

Date of Birth fmmAdd/yyyy) | U.S. Soclal Security Number Employee's E-mall Address Employas's Telephone Number

06/14/1983 [shopedaab T]-[TTT1| terrelimcintyre195@yahoo.com 612-475-4294

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

1 attest, under penalty of parjury, that ! am (check one of the foliowing boxes):
(@) 1. Acttizen of the Unfted States

g 2. A noncitizen national of the Unlted States (See instructions)

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

ICJ 4. An allen authorized to wark  until (expiration date, if applicable, mmiddiyyyy):
Some allens may write "N/A” in the explration date field. (See insiructions)

Aligna authorized to work must provide enly one of the following document numbers to complete Form 1-9: a,ﬁ%‘;‘;‘.mw
| An Alien Registration Number/USCIS Number CR Form -84 Admission Number OR Feralgn Passport Number.
| 1. Allen Registration Number/USCIS Number:
! OR

;2 Form [-84 Admission Number:

3. Forelgn Passpart Number:
Country of [ssuance:

Signature of Employee 7g/sa// Mt Infure Today's Date (mmiddiyyyy) - Apr 30,2018
Do INg A e 30, 3

Preparer and/or Translator Certification (check one):
@1] | did not use a preparer or translator. Q A preparer(s) and/or translator(s) assisted the employes In completing $ection 1.
(Fields below must be complsted and signed when preparers and/or translators assist an employee in completing Sectien 1.)

1attest, under penalty of perjury, that | have assisted In the completion of Seotion 1 of this form and that to the best of my
knowledge the information is true and correct.

Signatura of Preparer or Transiator Today's Date (mm/ddfyyyy)
Last Name (Famlly Name) First Name (Given Nams)
Address (Strest Number and Name) City or Town State ZIP Code

@ Emplover Completes Next Page @

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




Employment Eligibility Verification USCIS
Department of Homeland Security owﬁ:ﬂe}ﬁ:w
U.s. C*mzenshlp and Immigration Services

Expires 08/3112019

Eeetlon 2 Employer or Authorized ﬁepresentaﬁve Review an& Veriﬂcation
(Ernploysrs or their aulhiorized reprasentalive must complete and sign Section 2 within 3 business days of the employse's first dtg' of employment. You
must physically examine ane document from List A OR a eambination of ane decument from List 8 and ene document frsm List C s isted on the “Lists
of Agceptable Documents ") ; ’
ame {Famﬂy Namg) Firat Name (Given Name) M. | Ciizenship/immigration Status
Employee Info from Section 1 *
Py iad Intyre errel E | citiz,
ListA ListB AND ListC
identity and Employment Authorization identity Employment Authorization
Dogumant Title l@nent,‘gﬂa W |
cho 4 SOCezh Sty Cagd
|ssuing Autho ing Authorlt(
A6 ’é(.ﬁdf L'\"’\ Atbjl
Dooument Number Document Nuﬁj 8
' Expiration Dale (i any){mm/ddyyy) Expiration Date (if any){mm/ddiyyyy) Expiration Date {lfany){mm/dd/my)
| D~ 1Y ~202-1 NJA
Dogumant Title ‘
issuing Authority Additional Information P ot e Samnraa )
Document Number
Expiration Date (i any)fmm/dd/yyyy)
Document Title
Issuing Authority
Document Number
Expiration Date (i any)(mm/ddfyyyy)

Certification: | attest, under penalty of perjury, that (1) | have examined the document{s) presented by the above-named employee,
{2) the above-listed document(s) appear to be genuine and to relate to the employee named, and (3) to the best of my knowledge the
employae Is authorized to work In the United States,

20l S_r {See Instructions for exemptions)

Theamployaesﬁ st day of employment (mm/dd/yyyy): (2_1:[ |,512

uTod?r' 's Data /{mm/dd/yyyy)

| THieYpf Employer gr Authorized Representative
 Re®Her

0/IDI&
Last of Employes or Auﬁlorized Representative amgoﬂanphrar or Autharized Representstve | Employer's Business or Organization Name
o L\ zﬂ N2 AW\ EMPLOYER SOLUTIONS STAFFING GROUP LLC
r Employer's Bisiness or Organization Addrass (Straet Number and Nﬁme) City or Town State ZIP Code
| 7480 FLYING CLOUD DRIVE SUITE 200 EDEN PRAIRIE MN 55344

A NeW Name (7 agpliaable)

Section 3. Reverification and Rehires (To be completed and signed by emp!oyar or authonzed mpfasentatwa J

B; Daty ot Rehie (iapplicable)

Last Name (Family Namsg)

First Name (Gmn Name)

Middie lnﬂia!

Date (mm/dd/iyyyy)

T, T the ampibyea's previols grent of employrment adthorization hab expirat, provide The iformaion for e Hbtument or Feceipt thal establahes
:;ongnqmg employment auffionization In the spape provided balow,

Document Title

Document Number

Expiration Date (7 any) (mmAidyyyy)

| attest, under penalty of perjury, that to the best of my knowledge, this empioyee is authorized to work in the Unitad States, and if
the employee presented document(s), the document(s) | have examined appear to be genuine and to relate to the individual.

Slgnature of Emplayer or Authorized Representative

Today's Date {mm/ddfyyy)

Name of Employer or Authorized Representative

Form 1-9 071717 N

Page 2 of 3
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www.esgstaffingsolutions.com

A iOyEn 60

SE08 3Eting

g group..

New Hire Application

Personal Data-- PLEASE PRINT LEGIBLY IN INK

Last Name Mcintyre

Street Address

3341 Park Ave

First Name _TerTell

PO Box 46270
Minneapolls, MN 55344-9956
Tel: 952.835.1288

City/State/Zip Minneapolis, Mn 55407

Phone Number

612-475-4294

Middle Initial =

Apt/Ste 1

Sooial Security Last Four XXX-XX-

Email Address terrellmcintyre195@yahoo@om

Staffing Agency/Recruitment Partner

Are you legally authorized to work In the United States of America? @JYES (INO
Applicant Certification and Authorization

| authorize Employer Solutions Staffing Group (ESS8@) to use the information and statements contained in this application to determine my
qualifications for employment. | authorize ESSG to make Inquiries of my former employars, except as indicated in this application,
regarding my previous duties, responsibilities, performance, compansation and eligibility for rehire.

| understand that a comprehensive background check may be conductsd to detarmine my eligibiiity for hire by certain cllents of ESSG.
This may include but is not imited to, investigations of criminal and/or conviction records, driving records and/or a drug screen test as
requirad by clfents, government regulations or by ESSG policies.

| release ESSG and other persons or entities from any claima that might be based on ESSG's decision to conduct a backgrotnd check.

| certify that all statements made in my application are true and accurate and that | hava not omitted any material information.or provided
false or misleading information. | understand that any material omission or misrepresentation wiill result in my disquallfication from
congldsration for employment or, If discovered after ! begin employment, will result in my termination,

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

Terrell McIntyre

TeradVielnnre fApr 59,

Apr 30,2018

Name (Print or fype)

Applicant's Signétura

Date

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

For ESSG Office Use Only
DOH NHW | 5] 8850 w4
Emergency Contact Info | Background Release Form Background Results Unamployment Letter ESC Application
(Iif applicable)
For ESSG Client Use
DOH ROP Work Site Loe. WC Code

ESSG - CMG-NSTW4

Rev. 0472017




Form W-4 (2018)

Future developments. For the latest
Information about any future devalopments
related to Form W-4, such as leglslatlon
enacted after it was published, go to
www.irs.gov/FormWs4.

Purpose, Complete Form W-4 so that your
employer can withhold the corract faderal
Incoma tax from your pay, Conslder
completing a new Form W-4 each year and
whasn your personal or financial situation
changes.

Exemption from withholding. You may
claim exemption from withholiding for 2018
if both of the following apply.

= For 2017 you had a right to a refund of all
faderal income tax withheld because you
had no tax llability, and

« For 2018 you expeat a refund of all
federal income tax withheld beocause you
expeot to have no tax llabllity.

If you're exempt, complets anly lines 1, 2,
3, 4, and 7 and sign the form to validats it
Your exemption for 2018 explras February
18, 2018, See Pub, 805, Tax Withholding
and Estimated Tax, to leam more about
whether you qualify for exemption from
withholding.

General Instructions

if you aren’t exempt, follow the rast of
these Instructions 1o determine the number
of withholding allowancas you should claim
for withholding for 2018 and any additional
amount of tax to have withheld. For regular
wages, withholding must be based on
allowanoes you claimed and may not be a
flat amount or percentage of wages.

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

Farm W"'4

Department of the Treasury
Internal Revenue Borvice

using this caloulator If you have a more
complicatad tax situation, such as If you
have & 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 use this
caloulator to see 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 worksheats for Form W-4,

Nots that if you have too much tax
withheld, you wiil recelve a refund when you
{ile your tax retum. if you have too little tax
withheld, you will owe tax when you file your
tax return, 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 mamied and your
spouse Is also working, read all of the
instructions Inoluding the instructions for
the Two-Eamners/Muiltiple Jobs 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 additional tax.
Or, you ¢an use the Deductions,
Adjustments, and Other Income Worksheet
on page 3 or the calculator at www.lrs.gov/
W4App to make sure you have enough tax
withheld from your paycheck. If you have
pension or annuity income, see Pub. 605 or
use the calculator at www.irs.gov/W4App
to find out if you should adjust your
withholding on Form W-4 or W-4P,
Nonresident allen. If you're a nonresident
allen, see Notice 1392, Suppiemental Form
W-4 Instructions for Nonresldent Allens,
before completing this form.

Separate here and give Form W-4 to your employaer. Keep the worksheet(s) for your records,

Employee’s Withholding Allowance Certificate

» Whether you'se entitiad to clalm a certaln number of allowances or exemption from withholding Is
subject to raview by the IRB, Your employer may be required %o send a copy of this form to the IRS.

Specific Instructions

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

Line G. Head of household please note:
Gerierally, you can claim head of
housshold filing status on your tax return
only if you're unmarried and pay more than
509% of the costs of keeping up a home for
yourself and a qualifying Individual, See
Pub. 501 for mors information about filing
status,

Line E. Child tax oredit. When you file
your tax retumn, you might be aligible to
claim a credit for each of your qualitying
children, To qualify, the child must be
under age 17 as of Dacember 31 and must
be your dependent who lives with you for
mora than half the year. To learn more
about this credit, ses Pub. 872, Child Tax
Credit. To reducs the tax withheld from
your pay by taking this credit into account,
follow the Instructions on line E of the
worksheet. On the worksheet you will be
asked about your total income, For this
purposs, total income Includes all of your
wages and other income, Including income
earned by a spouse, during the year.

Line F, Credit for other dependents.
When you file your tax return, you might be
eligible to alaim a creiit for each of your
dependents that don't qualify for the child
tax credit, such as any dependent children
age 17 and older. To learn more about this
oredit, see Pub, 508, To reduce the tax
withheld from your pay by taking this cradit
Into aosount, follow the Instructions on line
F of the workshest, On the workshest, you
will be asked about your total income. For
this purpose, total Income Includes all of

OMB No. 15456-0074

2018

1 Yourfirst nams and middle Initial
Terrell

Last name
Mcintyre

2 Your soofal security number
500-868216

Home address (number and street or rural route) 3(@)single Married ()] Manied, but withhold at higher Single rate.
3341 Park Ave Note: If manfed tiing separately, check “Manied, but withhold at higher Single rate.”
City or town, state, and ZIP code 4 1f your last name differs from that shown on your sasial security card,

Minneapoiis, Mn 55407

chack here. You must call 800-7721213 for a replacement card, B g

8§ Total number of allowances you're claiming {from the applicable worksheet on the following pages)

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

7  lclaim exemption from withholding for 2018, and | certify that | meet both of the follawlng cond tions for examptlon
o Last year | had a right 1o a refund of ali faderal income tax withheld because | bad no tax iability, and
* This year | expect a refund of all federa! income tax withheld because | expect to have na tax Tiabllity,

i you mest hath conditions, write “Exempt” here .

5|2
8 %

7]

Under panalties of perjury, | daclare that | have examined thig certifioata and to the best cf my knowledge and beliaf, it is true, comeat, and complete.

Employee’s signature
(This form Is not valid unless you sign it.) »

Datey. APF 30,2018

8 Employer's name and address loysr: Complete hoxes 8 and 10 if sen to IRS and complete 9 First date of 10 loyer identification
J:acmpeswse 8, and 10 it sending to(Esmlaga Direstory 81 New Hirea) = employment M (EIN)
For Privacy Act and Paparwork Reduction Act Notice, see page 4. Catl. No. 102200 Form W4 2013)



s 2 DEPARTMENT W-4MN
3 5 B & 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:

s Clalm fewer Minnesota withhoiding allowances than your federal aliowances

» Clalm more than 20 Minnesota whhholding allowances

» Want additional Minnasota tex withheld from your pay each pay period

» {laim 0 be exempt from federal withholding or claim to be exempt from Minnesota withholding

Do not complete this form If you are clalming the same number of Minnesota allowances as federal and the number clalmed is 10 or less.

Emuioyee’s first name and initfal Last name Employee's Sucial Security number
Terrell Mcintyre | 500-868216
Parmanen; address Marital status fchack one box}
3341 Park Ave (B owe o wih D Ny ammacnd o
Gty Sate ZP code Married
Minneapolis, Mn 55407 Married, but withhold at higher STngle rete

)
Employees: Read Instructions an back, complete Saction 1 OR Section 2, sign and give the completed form to your employer. {Do not compiete
both Sectioh 1 and Section 2, Completing bath sections wili malke the form invalld.)

) section1 — Determining Minnesota allowances
Complete Section 1 if you clalm fewer Minnasota allowances than your federal allowances, AND/OR if you want additional Minnesota withhold-
Ing deducted each pay period.

1 Total number of federz! allowances claimed on federal FormW-4 ........c....... T s S o m—— i E
2 Total number of Minnesots allowancas (fine2 connot be morethanline ) ........ccciiiiiiineeiinees 2 2
3 Additional Minnesota withholding you want deductad eachpay perfod. .........ccoviveniien B 64 0adobo 35 G el - e

] section2 — Exemption from Minnesota withhalding
Completa Section 2 if you claim to he exempt from Minnesota Income tax withhalding {see Section 2 instructions for qualfications). If appilicable,
check one box below tp indicate the reason why you believe you are exempt:

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

Zven though | did not claim evempt from federal withholding, | claim exempt from Minnesota withholding because | had no Minnasota
income tax llabflity last yaar, | received a refund of all Minnesota income tax withheld, AND | expect to have no Minnesota income tax liabliity
this year.

My spouse Is a militery service member assigned to a mlitary !ocation In Minnesota, my domicile {legsl residence) is In another state, AND |
am in Vilnnesota solely to be with my spouse. My stste of domiclle is

| am an American Indlan living and working on a reservation.

E I am 8 member of the Minnescta National Guard or an active duty U.S. military member and clalm exempt from Minnesota withhalding on
my mii*@ry pay.

D | receive a military penslon or other military retirement pay as calcuiated under Title 10, 1401 through 1414, 1447 through 1455, and 12733
and claim exemat from Minnesota withhalding an thls retirement pay.

i certlfy that all Information provided in Section 1 OR Section 2 Is carrect. | understand there is a $500 penalty for fillng a false withholding allow-
ancefexemption certificate.

Employess signatu-e Daytime phone

™= Apr30,2018 612-475-4294

Tad Meamamidpr 34,7

Employaes: Give the completed form to your employer.

Employers

If you are required to send a copy of this form 10 the Department of Revenue (see instructions), you must entar the employer Information below
and mall this form to: Minnesota Revenue, Mall Station 6501, St. Paul, MN 55146-6501. {iIncomplete forms are considered invalld.) A $50 penalty
may he assessed for each required Form W-4MN not filed with the department.

Keep a copy for your records.
Name of employer ! Federal employer ID number {FEIN) Minnesota tax ID number
Address Chy . State ZIP code

hev.1217) Questions?  Website: www.revenue.state.mn.us, Email: withholding.tax@state.mn.us, Phona: 651-282-9999 or 1-800-657-3594.



oo solfione Saing ghoun
Direct Deposit/Payroll Debit Card Authorization
Employces have the option of rccemngwagesbyDn'ect Deposit and/or Payroll Debit Card.
I you do not provide a written election, wages will be p iid by Payrofl Debit Card,
ISEGRONLIE BRSIC N EORNATIONS do e
| Boployes Neme. 1o rell Mcintyre
Sir.CTTON S DAY ROED ERECTION

.] Payroll Deblt Card (Please complete Seciions 4 and 5 hclcm) D Eapes Check (Opogawitabié b 04 A and N 1ss onb)

U DIRCETIDEPOSIT:

] Update Bank Account
Bank Nams:

1 vmderstand aud acknowledge that if I do not provide a
voided check with this direct deposit form, 1am

responsible for any delays in payroll or extra costs |

incurred if the account number that 1 provide is incorrect,

oy TM Dase 04/30/2018

The Bancorp Bank
Routing® 031101169
Account? 156111083572

Account Type: [\ Checking]l] Savings[TlOther .. .

=  Tohelp us avoid making an error, please atmch a copy of a voided check, (a deposit stip will not work)
» Tyou chsngebanla,donotcloseyouroldbanknwanmuutﬂyowdnwtdzpomhasmdmﬁ:anewbmk,wlmhm take 2 pay pericds.

TONTAPAYROLE 1L DEBI CARD

Federal law requires all finsmcial 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 enable the financial institution to identify you, If
you do not submit a Direct Deposit/Payroll Debit Card Authorization, ESSG will provide the necsssary informetion and issue you a Payroll Debit
Card to pay your wages, For your protection, the financial institution may ask yon to provide thom additional identification information so they can
varify your identity.

Bxoept for the routing and account number, ESSG does not have access to any information regarding your Payroll Debit Card account or
trausactions. On your first payday, you will receive your new Payroll Debit Card, and a packet containing all of the terms and conditions. You will
then sign acknowledging that you received the Payroll Debit Card and packet, Your Paymll Dehit Card will be reloaded on each payday you receive
Wages,

CARDHOLDER INFORMATION (us youwant your Payroll Debit Card to be issued)

First Name ML [ LasrName """ Date of Birth
i
Street Address (o BOX NOT ACCTPTABLA Social Security#
City State ! Zip | Cell Phone {mobile)
| l 1

RECEIPT OF PAYRQOLL DEBIT CARD (to be completed when you pick up your Payroll Debit Card)
Payroll Debit Card Routing # Payrol} Debit Card Account #

1'have received my Payrol! Deblt Card, welcome brochure, progran fees, program tems, conditions. and disclosures. By ucrivating my Payroll Debit Card,
1 am agreeing 10 the program terms, conditions. and disclomes that are included or made available to me ffom time to time from the financial justisation. 1
authorize the financial institution to debit my Payroll Debit Cand account for the fees desaribed in the fee schedule that is part of the program texms,
conditions, and disclosures.

Tere!] ‘eintye (her2d, 00)

Employee’s Signature:

Date: APr30,2018

.SECTION 5 AUTHORIZATION

1 authorize ESSQ to dwreedy deposit my periodic wages'compensation paymants, net of roquired tax witiholdings, other required withholdings
oy authorized deductions, into my account(s) as designated above und to mitiate. if necessary, debit entries and adjustmentsfor any credit antries
poade in eror to my account(s). ¥ E~-mail is reguired for pay stub information.

*E-mail: terrelmcintyre195@yahoo.com @ ‘
| this information will only be used to send your paystubs electronically

Apr 30, 2018 |

Employee's Signature: _izlivdnme 292 Date:




EMPLOYER SOLUTIONS STAFFING GROUP
BACKGROUND CHECK AUTHORIZATION

Terrell Mcintyre
(First) (Middie) (Last)

Employee Name:

Former Name(s) and Dates Used:

3341 Park Ave, Minneapolis Minnesota 55407

Current Address Since:

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

{Mo/Yr) {Street) (City) (State/Zip)
Previous Address From:

{Mo/Yr) (Street) (City) {State/Zip)
Soclal Security Number: ___500-868216 DOB; 06/14/1983

Phone Number: 612-475-4294

Driver’s License Number/State: E24507503231:!'

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 sociat securlty 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 individua!, company, firm, corporation, or public agency may
have, to Include infarmation or data received from other sources. Employer Solutions Staffing Group, LLC and its
designated agents and representatives shall maintain all information received from this authorizatlon in a confidential
manner in order to protect the applicants persenal information, including, but not limited to, addresses, social security
numbers, and dates of birth.

-

Signature: o Date:  ApPr30,2018

Notice to CA, MN, and OK Residents:
Please check the box below if you wish to receive a copy of a consumer report that Is requested.
[5]# 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

R Dl N Terrell McIntyre
Address: 3341 Park Ave, Minneapolis Minnesota 55407
Home Phone: 612-475-4294
EMERGENCY CONTACTS
Please list two peaple (in priority order) who could be contaeted in case of an emergéncy
Contact #1 Home Phone:  612-600-6871
Name; LamarJones Cell Phone:
Relationship: Brother 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.




STATEMENT OF CONFIDENTIALITY

This agreement made this20_day of_FDCw ‘ ,201_¥% between
Employer Solutions Staffing Group LLC, hereindfter referred to as “empioyer”,
and ~_\ecre L\ 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 shali
not use or disciose 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 empioyer 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 reiease or waiver by
the employer of the right to prevent any such violation in equity or otherwise.

Terr: 1 Melnymn L-\prao,m.%‘

Employee Signature

-

g Group LLC, Representative
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INJURY MANAGEMENT PROGRAM

Injured Worker’s Responsibilities

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

RESPONSIBILITIES OF THE INJURED WORKER:

Minnesota Rule Sec. 5221.0430, Subp. 1 requires that you choose one primary
health care provider. Subpart 2 places limitations on your right to change
primary health care providers. Discuss with your employer any change in health
care provider.

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

Obtain a Report of Workability from your physician at every appointment, a
minimum of once every two weeks. M.R. 5221,0420 requires that your physician
cooperate with return to work pianning 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. .

Notify your employer immediately of any new Injuries or conditions that impact
your physlcal 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 Workabllity.

| have read my responsibilities and agree to abide by these guidelines.

Signed:

Tereell Mednbre (Are 30,00

Printed Name: Terrell Mcintyre
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Important/importante
LOST OR STOLEN PAYCHECKS

If a paycheck is lost (missing, misplaced, destroyed, lost in the mail, 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 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
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 wili be deducted.

CHEQUES DE PAGO PERDIDOS O ROBADOS

Sl un cheque de pago se pierde (que falta, fuera de lugar, destruldo, perdido en
el correo, etc), usted debe notificar a su reclutador de personal que el chegue no
se puede encontrar. S| se puede verificar que el cheque no ha sido cobrado,
ESSG se detendré 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 copla de la denuncia a su reclutador de personal que el
cheque fue robado. Si el cheque no ha sido cobrado y si la pérdida del cheque
no fue su culpa, ESSG emitira un nuevo cheque y no hay cuota se deducira.

AGREED/SE ACUERDA—

Name/Nombre (con letra de moldg); _Te"Tell Mcintyre

§lgnature/Flrma: W




sminlcyer soluticns saffing 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.

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

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

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

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

» Responsibility to use personal protective equipment and clothing as directed
by the host employer
Responsibility to report workplace hazards and dangers

e 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
o Right to know or be informed about actual and potential dangers in the
workplace
¢ Right to review copies of appropriate standards, rules, regulations and
requirements that the host employer is required to have available at the
workplace.
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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 18 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 to a manager of the host worksite employer and/or ESSG (by telephoning
952.8865.1288/1.866.496.7578) and asking for the ESSG Safety Director. You can
also contact OSHA directly with any concern. ESSG recognizes the serious nature
of ensuring workplace eafety 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 cortify 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, mansger, director or ESS(G’s Safety Director at
952.885.1288/1.866.496.7678 in order to obtain assistance in the resolution of such
matters.

Employee Name (Please Print)
Terrell Mcintyre

Employee’s Signature:

Date: APr30,2018

Terrel ety (7pr 29, 79




DRUG AND ALCOHOL

TESTING CONSENT FORM
1. | have been allowed {0 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: (&) the policy and its contents; (b) what conduct the policy prohibits and the
consequences of such conduct; (c) my rights under the policy and the consequences if |
exercise certain rights; and (d) that certain events as described In the policy may result
In adverse personnei actlon, including my termination from employment with ESSG. |
understand that this policy in any form, and any employee handbook Including this
policy, are not a unilateral employment contract or offer thereof.

3. | hereby voluntarily consent to ESSG, or its health service providers, or
other persons or entities acting for or with them, to collect a body component (blood,
urine, breath, or any combination thereof) from me for testing for alcohol and/or drugs. |
understand that the laboratory selected by ESSG may conduct testing and other
analysls on the sample 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 to the test,

Torr nwmm(:wso,’%

Individual’s Name

Apr 30,2018
Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



- 8830 Pre-Screening Notlce and Certification Request for
(Rev. March 2016) the Work Opportunity Credit OMB No. 1545-1500

m%"a”s&m - P Information about Form 8850 and ta separate instructions is at www.irs.gov/form8850,

Job appiicant: Fill in the lines below and check any hoxes that apply. Complete only this side,
Your name Terre“ MCI ntyre Soclal secuﬂty number > 500-868216

Strest address where you five 3341 Park Ave

City or town, state, and ZIP code  Minneapolis, Mn 55407

County Hennepin 612-475-4294

Telephone number

If you ara under age 40, entar your dats of birth (month, day, yea) 06/14/1983

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 Check here if any of the following statements apply to you.

* | am a member of a family that has recelved assistance from Temporary Assistance for Needy Familles {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) bensfits (food
stamps) for at least a 3-month period during the past 15 months.

» | was referred here by a rehabilitation agency approved by the state, an employment network under the Ticket to Work
prograrn, 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. Received SNAP henefits (food stamps) for the past 6 months; or
b. Recaived SNAP benefits (food stamps) for &t least 3 of the past 5 months, but is no longer eligible to recsive them.

@ During the past year, | was convlcted of a felony or released from prison for a falony.

¢ | raceived supplemental security Income (88I) benefits for any maonth ending during the past 80 days.

¢ | am a veteran and | was unemployad for a period or periods totaling &t least 4 weeks bist less than 6 months during the
past year,

3 Chack hers if you are a veteran and you were unemployed for a period or periods totaling at least 6 months during the past
year.

»

Check here if you are a veteran entitied to compensation for a service-connected disability and you were discharged or
released from active duty in the U.8. Armed Forees during the past vear.

5 [D Check here If you are a veteran entitled to compensation for a service-connected disabllity and you were unemployed for a
period or periods totaling at least 6 months during the past year.

Check here if you are a member of a famlly that:
* Received TANF payments for at least the past 18 months; or
* Regsived TANF payments for any 18 months beginning after August 5, 1987, and the earilest 18-month pariod beginning
after August 5, 1897, ended during the past 2 years; or

» Stopped being sligible for TANF payments during the past 2 years because federal or state law limited the maximum time
those payments could be made.

-}

Check here Iif you are in a period of unemplioyment that Is at least 27 consecutive wesks and for all or part of that pariod
you received unemployment compensation.

Signature —All Applicants Must Sign

Under penalites of perjury, | declars that | gave the above information to the employer on or bafore the day | was offerad a Job, and it Is, to the best of my knowledge, trus,
comrect, and complate.

A

ol oligyre Apy 38,2988

Job applicant's signature P> 7 pate APr30,2018
For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat, No. 228511 Form 8850 (Rev. 3-2016)




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

[SHecialiStesnTax Credit maminiSieaticu]

EMPLOYER SECTION:
Client: Company:
Location: Position: Starting Wage: §
EMPLOYEE SECTION:
First Name: Last Name: Snffix: Street Address: City/State; Zip:
Terrell Mcintyre 3341 Park Ave Minneapolis, Mn 55407
SSit Date of Birth: Age: Have yon worked for | Ifyes, location:
this company before?
500-868216 06/14/1983 34 | yaly Ne N/A
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) O @
at any time since August §, 19972 (If yes, please provide information below.)
Name of the person receiving henefits: Relationship to you:
City: County: State:
2. Have yon or has anyone living with you received Food Stamps (SNAP) at any time during the past 15 months? O @
{1 yes. please provide infonmation below.)
Name of the person recelving benefits: Rulationship to yon:
City: County: State: ____
3. Haveyou received Supplemental Security Income {SSI) at any time within the past 3 months? O @
Please note, this is not the same as Social Secarity benefits (SS) or Social Security Disability (SSDT) benefits.
*Ifyou checked yes please provide a copy of vour SSI documentation.
4, Haveyou received any type of vocational rehabilitation services within the past two years? O @

1f yes, please indicate which type of agency you worked with and provide their location information below:

u Vocational Rehebilitation Agency Dept. of Veterans A ffairs Employment Network (Tioket to Work Program)

Nameof Agenoy: _____ Phoned;
City: County: State:
*ifyau checked ves please provide a copy of your active Individnal Work Plun and Ticket to Work documentation.

5'

Are you a Veteran of the U.S. Military? *If ves, please provide a capy of your DD-214 and letter of separation.
(If yes, please provide information below. If no, please continue to question #6.)

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

Have you been unemployed at any time during the last 12 months?

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

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

State:

Was this & [] Fedaral or []] State conviction? If State - County:

o| 0 ap
@ @ ep@

Ailditional Tax Credits
1EC (Native American): Are you or your spouse a member of a Native American Tribe”
Ifyou cheched yes please provide a copy of your CDIB card,
CA Residents: [[] Are you the child of foster parents? [L] Do you receive CalWorks? [[] Workforce luvestment Act?

Are you a migrent or seasonal farm worker? [ Have you ever been convicted of a misdemeanor?

SC Residents: Do you receive Fumily Independence Benofits?

PLEASE READ, SIGN, AND DATE:
Under penalties of perjiwry, I dzclare the informajion above 1o be true aivd aecurate 1o the best of my knowledge, and [ hercby unthorize any agency, organization, or

Individuls so supphy such verification or informatian thar inqy be needed to determmne tax credis eligibility to ny emplayer, employer representative (Associated
Consultunts, nc. dba Rerrotax). or the Department of Labor.

New Employee Signature:

Date:

Apr 30,2018




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

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

Instructions: This Self-Attestation Form (SAF) is to be completed, signed, and dated by the new hire only.
Employers or consultgnts 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,

New Hire’s Signature: Z5iie w ia¥ Date_APr 30,2018

New Hire Name:  Terrell Mcintyre

Social Security Number: 500-868216

Employer Name:

Please check the statements below if they apply to you.

B  1declare 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.

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

(Enter start date)

Privacy Act Nofice:

The Intema! Revenus Code of 1988, Secfion 51, as amended and fis enacing leglstation, P.L. 104—188 spacify hat the Siats Workforce Agencies are the
*designated” agencles responsihle for administering the WOTC cerfification procedures of this program. The information you have provided complefing this
form will be disclosed by your employer o the State Workforca Agency. Provision of this information s voluntary; however the information is required fo
determine your smployer's eligibifity for the federa! tex credit

g P ooy o S O L R s PO PP U I U R

Public Burden Statemant:

Persons are not required o respond o this collection of information unless it displays a cumently valid OM B contra! number. Respandenis' obligation t
complete this fom is required to obtain or retaln banedits (.. 111-8). Public reporfing burden is esimated to averags 10 minutes per response, including the
fime for reviewing Instrucfions, seamching exising dala sources, gatharing and maintaining the daia needed, and complsiing and reviewing the collection of
Information. Send commenis regarding this burden estimate to the U.S. Department of Labor, Division of Nationa! Programs Tools Technical Assistance,

Room C-4510, Washington, D.C. 20210 {Papamwork Reduciion Project 1206-0371). Please do nof submit completed forms to this address,

117-

ETA Form 9175 (Rev. November 2016)
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Enhanced MEC Plan 1

i Rehw 'Rnhxre Date

Benefits Enroliment Farm New Emnioyes
Erplovoaiaiounii iShlsil i 7

1 soui Sacumy Namber

{Nama {First and Last)

Terrell Mcintyre 500-86-8216
hadess ity D [Zincods
i 3341 Park Ave Minneapolis Mn ; 55407
Gorder I Wils | Werit Statis W] Singia | Date o7 B TDate of Hie

[[] Female ]D Maried [ ] pivorced . 06/14/1983
. Email Address:

e st 612-475-4294 terrellmcintyre195@yahoo.com

Please Select Desired Coverage:
Employes Only - [J]Employee+Spouse - ]| Employee+Child{ren) - ] Family -~
(] m] Hls

$24.000eek $38.00/Week $38.00/eek 53.00/Week

|Social Secuty # l BirthDate | 5% Relationship
| | O O
- ] 1 Male Spouse Child

FAELame W Last Name ; { Famals Domesﬂchtner
R T R e e e e

! Social Security# f Birth Date | Sex ] R&anonship

i D p Spouse D Chide

(TSt NEme ) l P d
T W Las' Name | D Famala | ] Demsstic Partner
Degehaant 2 L R TR R e R R SR R

| Social Securty | BirthDate | Bex Reiationship
eTNET W TN 1 1 M cpomse _cna L

{ [] Demestis Partner
iﬁ)‘the.;r. e fat re‘unarmrmcmnrlmmmi\f nmcamfmmmm

IDthesoiatat R R S T T S T s TR R
NAME OF PERSON COVERED {FIRST, LAST):

Amiieven Al rneried emey ant Avlhprcatien - | hareby apply for the group benefit{s) 2s indicated. | acknowledge that all entries are true and complste and that
any misstataments or faflure to raport information may bs usad as the basis for cancellation of coverage for me and my dependant(s), if any. from the original
effective daie, Further, | authorize my empioyer to make tha necassary payroli deduction of premiums for coverages | hava elestad.

IF ENROLLING - YOU MUST SIGN HERE

Employae Signaturg Dats Apr 30,2018
|ENPLS RS DEGLINGG | am DECLINING coverage

!lnndamnd that | and’or my dependants, if any, walve any coverage and desim to pasticipate in the plan at 2 later date. {fwa may be considered a late antollaa and
must mestthe requirements definad in the Cartifigate of Covarage for the company's medical or dantal plans. if 1 dacline gnroliman for myself or my depandents
{including my spouse) because of other coverage, | may, in future be able to enroll myself pr my dependants In this plan, provided | requast enrolimant within 34
days atter the nther suyveraga ends. in addition, if a new dependant ratafionship farms as 2 result of marriege, birth, adoption. plagement for adopilon of parting sult
of adoption, | may ba able to enrall myself or my dependant, nruvided | requsat anroliment within 31 days of the avent. i

IF DECLINING- YOU MUST SIGN HERE

Employee SIgnature 7 ar e ey 0. 2008 aate APF 30,2018

Empleyer Soluilons Staffing Group Health Sanefits Team
PO Box 468270
Minneapolls, MN 55344
Phone, 9§52-767-8518 Fex: 952-767-8515
Emeail: Health@employemsolutionsgroup.com



Fixed Indemnity Medical Benefits_Flan 2

VS 219201.ESG-1  OFTCIUSSONY LOTATION RevreDate__/__7____

ENROLLMIENT FORM £5C r,u'\Ac-vm P1v18.2

e e 7oy W] PRINT USING BLACK or BLUE INK (Viust Be Filed Out)
N Social Securhy # Hora Phons
"¢ Terrell McIntyre e 5337354221 _s@m.gg
Aadress 3341 Park Ave \phr
Ciy Minﬁeapolis Siste M v 55407 Dete of 3irth
M ... De/a1883

e e e 4 B o0 e i e ' i A i ki g e E b

s iR . [Eb'?s No. If Yas, lease consinuz.
Ne:;caua Heg'th lnsurance Claim Number /HiCN) Madicare Effactive Date

Name of Covered Person fs):

' Pﬂyrai! Deducted Weakiy Rates

Yo.a MJST select a covarage %eva; bafore any Dﬂnﬂf"xs in Section C, Your c:.\.verac;e level for the all benefits in Secticn C wi | be
icentical. The Fixad Inaemnizy Madica, Pian, Dersal Plan, Term Lifa P ian, ana Shori-Term Disahility plans are underwritten by BCS

Insurance Comgany. The Vision plan is Ladsrwritten by Companien Life insurance Company.
SELECT COVERAGE LEVEL U NORMNITY | panTar VISION TERM LIFE g?fgﬁrﬁ“f
Ernployee Only 520258 $6.17 g $2.42 " + $0.50 ‘ $4.20 5
Empioyes + 1 (O] $41.10 $12.34 $4.92 $0.50
Employee + Family $54.88 $20.36 $6.56 $1.80
NOQ to ALL Benefiis @ Q]Y&s Q—_l No Yes 9] No Yes Q} No gYes O] No _.J Yes Q:] No

*This coverage is not available ‘o resider®s of NF, Hi, or PR *STD js not avaiable 10 pesons who work in CA, Hi, NJ, NY, or Rl

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

Nama Re'at'cnship

T e it S b4t £ L o St o | ea e bov e

Name Social Security # Dere of Birth 's.ax _Relatorshi

I [D} SpouseE Child D Domestic Partner
Name Social Security # Date of 8mh Sex lationship

¢ Olw ﬂj ﬁ SpOL‘Scsm Chile DDorresﬁc Parmar
Name Social Security # Date of Birth_Sax Relationship

a DED [[kpouse [] Crild L]Domestic Partne
Name Social Securicy # Date of Birth  Sax Relztonsio

/4 m@j S,-:-:mse O crild] Demesric Parner

"'ave reac ;he berem packef and understand 1ts limitations. | understand that m}—n e’vrolmen is or y ava 2 leble for
a limited time and | understand that making no benafit selection is a ceclinetion of coverage.

pare APP320§  p-sioNATURE

Terell Hclatyrs (Apr 33, Y018

*This Plan DOES NOT Alleviate the Individual Mandate Penalty”

Thie is an Essential St2FCARE Encoliment Form,



