24/2017 E-Verify: Print Case Detalls - Preview

EVerify

SENSITIVE BUT UNCLASSIFIED
Case Verification Numbar 2017083122601PW
Report Prapared: 03/24/201
Company Information
Company ID: 47420 cm:pawNama:EmpbyarSoMﬂnmsmuemup
E_mnlgun Information
Last Nams: teshome _ First Name: alemisehay
Date of Birth: 11/28/1972 Social Seurlty Number: **** go5g
Hire Date: 03/24/2017 Ciiizenship Status: A cltizen of the Unfted States
Document Information
List B Dooument: Dﬂver'ahsmeorlboardhsuedbya”.&.shhurout&hgmasahn List C Dooument: Scolal Securlty Card
Documant Name: Driver's license Document State: Minnesota
Driver's Licensa or ID Card Numbar: Dooument Explration Date: 04/19/2017
Case Status Information
Current Case Resull: Employment Authorized Employer Case ID;
Cass Submitted On: 08/24/2017 : Cass Submiited By: SGLABB32
SENSITIVE BUT UNCLASSIFIED

htlps:lle-varify.uscls.guvlweblPrintCaseDehiIs.aspx?CaseVeern=20170m1m01PW

n



CORPORATE MANAGEMENT GROUP
Emplayment Application

Office Hours: 9am-4pm Mon-Fri

Office Nuniber: 651-666-3983

Office Address; 404 Broadway Ave St. Paul Park, MN 55071

_ _ =645 Date Available:
Position Applied for: . Desired Salary:

- Shift Available to work: X 1% -2 3"’l Employment desired: XFulI-Tlme Part_~'|‘li'me

€1408 wrvmn b wr b o i ha 4

What Is your means oftransportatlontowork? '
Are you authorized to work in the U.S? _l Yes_ _ No-

Howdld you hearabout u,s? —lo o .- Referral Name: _
If under 18, pluse list age:

Typeof School | of School | Location (Complete | Number of Years Major & Degree
' Mailing Address) Completed
High School VieShoniclem|” '
Sl i »@QML 1Sclubedlgrn - 4 - ;‘h‘%&ﬁmﬂ‘-ﬂ
College | '
Bus. Or Trade School
Professional School

N € EL o e i e & 044 48 30 et 8 e Vet . 0 . % b0t L A WP 0t 1) 0 4 1 ot O a4 8l

1jPage



. : h
employer solutions staffing group. e R o
Leveraging Resources in a Changing Market Tel: 952.835.1288

www.esgstaffingsolutions.com

New Hire Application

Pérsonal Data-- PLEASE PRINT LEGIBLY IN INK

Last Name First Name Middle Initial
Street Address Apt/Ste
City/State/Zip Social Security Last Four XXX-XX-
Phone Number Email Address @

Staffing Agency/Recruitment Partner

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

Are you legally authorized to work In the United States of America? [JYES []NO

Applicant Certification and Authorization
I authorize Employer Solutions Staffing Group (ESSG) to use the information and statements contalned in this application to determine my
qualifications for employment. | authorize ESSG to make Inquiries of my former empioyers, except as Indicated In this application,
regarding my previous duties, responsibliities, performance, compensation and eligibility for rehire.
.l understand that a comprehensive background check may be conducted to determine my ellgibility for hire by certain clients of ESSG.

This may include-but is not limited to, investigations of criminal and/or conviction records, driving records and/or a drug screen test as
required by clients, govemment regulations or by ESSG policles.

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

| certify that all statements made In my appiication are true and accurate and that | have not omitted any material information or provided
false or misleading Information. | understand that any material omisslon or misrepresentation will result in my disqualification from
conslideration far empioyment or, if discovered after | begin employment, will result in my termination,

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

,ilzﬁ"‘é&g{ S Ao
N

ame (Print or type) Applicant's Signature

S 2]
Date

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

For ESSG Office Use Only
DOH NHW 1-9 8850 W4
Emergency Contact Info | Background Release Form Background Resuits Unemployment Letter ESC Application
(If applicable)
For ESSG Client Use
DOH ROP : Work Site Loc. WC Code

ESSG - Supermoms CMG Rev 052015



Form W4 (2017) Gt T B 0 gbr > el wages — Noruage ame. Tyou v s g s

as [nterest or dividends,

Basic Instructions. If you aren't exempt, complets cansider making estimated tax ents using Form
Pumpase. Complete Form W-4 so that your the Pcersonal Allowan‘égs %:nrlmheat%télow%e 1040-E8, Esuzda&hig T"‘g'ﬁ dﬁ:'vs'a Og‘n:i"”m'
employer oan withhold the correct federal Income workshests on page 2 further adjust your you maylnowe °gﬁ'b 205 1o fi o uiplf bt id
tax from your pay. Consider complsting a new Form withholding allowances based on itemized :"d"“s'tty m&'&lﬁ; s Form W4 o WP, oned
W-4 each year and when your peraorg‘? or financlal deductions, certaln credits, ents to Incoms, Just your withholding on Form W-4 or W-4P.
situation cx::rges. or two-eamers/multiple jobs ons, 'l'wr?dnearners or multiple johs. If }j'ng l}lgve ath
Exemption from withholding. If exem Complste all worksheets that apply. However, srarking spouss or more than ons job, figure the
comp et::nly lll'r.les 1, 2?8. 2'5m 7ua:? slgn mpat' may gllgm fewarw?or 2ar0) allowa:gg.y For regularyou mwan"“g‘s er l?,.f """%‘5’ Vf"r‘;m entitled wm
form to validate it. Your exemption for 2017 explres wages, withholding must be based on allowances ‘?v"_4 {" m‘ﬁn eots w%gglyw
Fehrg#nw, 2018, 8ee Pub. 505, Tax Withholding you clalmed and may not be a flat amount or ke acl’llgll oiding “zl“:l“)' Ny thm o acsvu_r?a
and ated Tax. percantage of wages. fnretl?e higheat mngmi%b au'Ll ze:'::';l allgwan"cgs are
Nota: If another person can claim you as a dependent Head of household. Generally, you can claim head claimed on themlers. See Pub. 505 for details.
on his or her tax retum, U can't claim exsmption of housahold fill atatus on your tax return only if Nonresident allen. if esident
from withholding ¥ your 1otal incoms exceeds $9,050 you are unmarried and pay miore than 0% of the Ngé“‘ 1585 aumleimg‘ialar?oa mv"‘,'_4 lnshu%m s
and includes mare Eﬂn $350 of uneamed Income (for costs of keeping ot{R a home for yourself and your N ngsidem' Al PR pr Imleﬁ this T o
example, Interest and dividends). dﬁgand 8) or other qualifying individuals, See [ ens, before completing m. :
ns. An empl may be able to claim Pub. 501, ptions, Standard Deduction, and Cheaok your withholding. After your Form W-4 takes
SRETED T wlmholgﬁavan if the employse Is Filing Information, for information, effect, use Pub, 505 to sse how the amount you are
& depandent, if the employee: Tax credits. You can take projected tax credits Into ?;%qy’ggg’,g’m esgaglg% mlm £
» Is age 85 or clder, i guring your m%‘,’m%%%wmsm exceed $130,000 (Single) or $180,000 (Marmied),
* s blind, or care expensas and the child tax credit may be claimed Future developments. Information about any futurs
» Wil claim agjustments to Income; tax - gslngtl;:e garsonlal Allowances Worksheet below. f.iavlgllo ments m Form \IN-4 (aucwhmag
ftemized deductions, on his or her tax retum. m”m“momuﬁwwgm&m“ JOROtheY, :tg WWWS;%EI/W‘L ALEn b o
Personal Allowances Worksheet (Keep for your records.)
A Enter“1"foryourselflfnooneelsecanclaimyouasadependent. s ¢ v e v 4 e 4 4 e e e e .. A
* You're single and have only one job; or _
B  Enter“1" if: » You're married, have only one job, and your spouse doesn't work; or B
® Your wages from a second job or your spouse's wages (or the total of both) are $1,600 or less.
C  Enter *1” for your spouse. But, you may choose to enter *-0-* if you are married and have either a working spouse or more
than one job. (Entering “-0-" may help you avold having too little tax withheld.) . 9 0 0 0 0 o o 0 o o . ©
D  Enter number of dependents (other than your spouse or yourseif) you will claim on your tax return . o o o D
E  Enter “1” if you will file as head of housshold on your tax retum (see conditions under Head of household above) E .
F  Enter *1” if you have at least $2,000 of child or dependent care expenses for which you plan to claim a credit F
(Note: Do not include chlld support payments. See Pub. 608, Chiid and Dependent Care Expenses, for details.)
G Child Tax Credit (inciuding additional child tax credit). See Pub. 872, Child Tax Credit, for more information.
* If your total Income will be less than $70,000 ($100,000 if married), enter “2” for each eliglble chiid; then less “1* if you
have two to four eligible chliidren or less “2" i you have five or more eligible children.
® If your total Income will be between $70,000 and $84,000 ($100,000 and $119,000 i married), enter *1* for each eligblechlid. G
H

Add lines A through G and enter total here, (Note: This may be different from the number of exemptions you claim on your tax retum.) » H

® |f you pian to itemlze or claim adjustments to income and want to redtice your withholding, see the Deductions
For accuracy, and Adjustments Worksheet on page 2,

complete all * if you are single and have more than one job or are marnried and you and your spouse hoth work and the combined

worksheets eamings from all jobs exceed $50,000 ($20,000 if married), see the Two-Eamers/Multipie Jobs Workshest on page 2
that apply. to avoid having too little tax withheld.

@ If neither of the above situations appiles, stop here and enter the number from line H on line 5 of Form W4 beilow.

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

. W"4 Employee’s Withholding Allowance Certificate OMB No. 1545-0074
m
Treasury » Whether you are entitled to claim a certaln number of allowances or exemption from withholding is
Eﬂ:’;’}“ﬁ'ﬂ.‘:&ﬁ}ﬁ‘sﬁm, subject to review by the IRS. Your employer may be required to send a copy of this form to the IRS, 2 @ 1 7
1 Your first name and middie Initial Last name 2 Your soclal security number

Teshowme 2(9-17-89s &

s Ksnngle [J Married [ Married, but withhold at higher Single rate,

Home addresg fumber and strest or nural routs)

Y f Note: If maried, but legally separated, or spouse |8 a nonresident allen, chack the “Single”® box.
City or toWn, state, and ZIP code

4 If your last name differs from that shown on your social security oard,

Scan N vl My sl & check here. You must call 1-800-772-1218 for a replacement card, P O
§  Total number of allowances you are claiming (from line H above or from the appiicable worksheet on page 2) 5 i

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

7 | claim exemption from withholding for 2017, and | certify that | mest both of the following conditions for exemption,

® Last year | had a right to a refund of all federal income tax withheld because | had no tax liability, and

* This year | expect a refund of all federal income tax withheld because | expect to have no tex llability.
If you meet both conditions, write “Exempt” here, . . . . >l7]

i %

Under penalties of perjury, | deciare that | have examined this certificate and, to the best of my knowledge and bsllef, it Is true, correct, and complete.

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

s = L, v

Employer's name and address (Employer: nmpl lines 8 and 10 anly if sending to the IRS,) | 8 Office code (optional) | 10 Employer identificatioh number (EIN)

For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 102200 Form W-4 (2017)



Employment Eligibility Verification USCIS

Department of Homeland Security Form I-9

U.S. Citizenship and Immigration Services m%églf};%%’

B> START HERE: Read Instructions carefully hefore completing this form. The instru

ctions must be avallable, either in Paper or electronically,
during completion of this form. Employers are lHable for errors in the compietion of this form.

ANTI-DISCRIMINATION NOTICE: It Is legal to discriminate against work-authorized individuais, E
document(s) an employee may present to establish empioyment authorization and Identity. The refusal to hire or continue to employ
an Individual because the documentation presented has a future expiration date may also constitute iliegal discrimination,

[Sectlon 1. Employes Infarmatlon and Atfestation (imoﬁes'nwsi camplete and sigh Seation 1 of Form 1-9 o fafer
fhan the firet day of employment but hat betars apospiing a fob /

Last Name (Family Name) First Name (Given Nams)

mployers CANNOT specify which

Middle initial | Other Last Names Used (ifany)

: N\
Address (Street Number and Name) Apt. Number ~JCity or Town State ZIP Cade
X D £ i | 2asnd. ool rp | SSIE
Date of Birth {, diryyy) U.S. Soclal Security Number Employee's E-mall Address Employee's Telephone Number
~2z-1azz. Qnit-[sl#] - [[=]4lst

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

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

t] 2, A noncitizen national of the United States (See instructions)

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

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

Allens authorized to work must provide only one of the following document numbers to complete Form 1-9: D,?,':,",;;;,’,:;:’Tﬁg;m
An Allen Registration Number/USCIS Number OR Form I-94 Admission Number OR Foreign Passport Number,

1. Alien Registration Number/USCIS Number:
OR

2. Form 1-94 Admission Number:
OR
3. Forelgn Passport Number:

Country of issuance:

Signature of Employee

. ol 4 ’3%2.4’/£ :7
Freparér and/or Translator Gerification [check ona)i X i
| | didd nit Use & prégarer of traiisletgr (] A preparer(s) andor tarfalators) adalsted the ampleysd In ghmpleting Beotipn 1.
(Pields balow must be completed and sigriad when preparers arldver trangletors kgsist 4n employes in completing Beotivn 1 )

| attest, under penalty of perjury, that | have assisted in the co:ﬁpleﬂon of Section 1 of this form and that to the best of my
knowiedge the information is true and corract. :

Today's Date {mm/dd/yyyy)

Signature of Preparer or Translator Today's Date (mmAddiyyyy)
Last Name (Family Name) First Name (Given Name)
Address (Street Number and Name) City or Town State ZIP Code

@ Ehgployar Caﬁtpletas Naxt Page @

Form I-9 11/14/2016 N



Employment Eligibility Verification USCIS
Department of Homeland Security Form I-9

e - At 4 OMB No, 1615-0047
U.S. Citizenship and Immigration Services Expires 08/31/72019

w thelr & tive myst campfete end senuanamm B AM Al day of & ‘
mﬁ%&x :qdofm n?mnﬁ’m{onaw MaMummé Lmaﬁan;gmgab em%m Iaw:sllggq Mm
gouments ')

lof A

Employee Info from Section 1 Last Name ‘Famlly Name) Name (leelNameL M. Clﬁzenahlpllmmlgraﬁon Status

List A OR List B AND ListC
Identity and Employment Authorization Identity Employment Authorization

Document Title Document Title Docu ent Title

issuing Authority gulng A a—c «\ 'Q Issulng Autho% S P\
Document Number Document Nugeq { S S o q \ D_ Do§em Number__l_' b elg%

Expiration Date (i any)(mm/dd/yyyy) Explration Date (i any)(mm/dd/vyyy) Expiration Date (i any){mm/dd/yyyy)
oY = 30\7)

Document Title

Issuing Authority Additional Information ,;';"N‘;“s;’,;:;f%":gpﬁ;

Document Number

Expiration Date (if any)(mm/dd/yyyy)

Document Title

issuing Authority

Document Number

Expiration Date (i any){mm/dd/yyyy)

Cortification: I 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
em?loyu Is authorized to work In the United States,

T

mployee's first day/c!}mployment (mnvdd/yyyy): 2 ' 7 (s ] '7See instructions for exemptions)

B\D Employ or Aythogized Represe Tnday‘s Date{ m/dd/yyyy) Title of joyer or Authorized Rep ntative
U 4 24 z2e 7] cvm
Be er orAuth iz4d Representative (] Fi \g of Empl orAuthﬂrized Representative | Employer's Business or Organlzatlon Name

= o\S \_)\ EMPLOYER SOLUTIONS STAFFING GROUP LLC
Empioyer's Business or O anization Address (Street Number and Name) City pr Town State ZIP Code

7301 OHMS SUITE 405 EDINA MN 55439

[Begtlon 3. Reverffiaation and Rehires (7o b4 pompeied arid signed by emplayet or aulhiorized représenfaiive)

A. New Name (i applicable) 8. Date of Rehire (# applioable)
Last Name (Family Name) First Name (Given Name) Middie Initial Date (mm/dd/yyyy)

[B. e employee's pravious ﬂénf of émployfhent aiharizatlon has expired, provids Te Infarmalion Tor The dadument or radai] Thal éstablishies
continuing employment autharizatian in the spage provided below.

Document Title Document Number Expiration Date (if any) (mm/dd/yyyy)

1 attest, under penalty of perjury, that to the best of my knowledge, this empioyee Is authorized to work In the United States, and if
the employee presented document(s), the document(s) | have examined appear to be genulne and to relate to the Indlvldual

Signature of Empioyer or Authorized Representative | Today's Date (mm/ddiryyy) Name of Employer or Authorized Representative

Form -9 11/14/2016 N







EMERGENCY CONTACT INFORMATION

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

Employee Name: A
L = e
Address: 2 VL
Home Phone:
s o ~ EMERQENCY CONTACTS T
Please list two peaple (ln priotity order) who oould be contaatad In case of an emergonoy ‘
Contact #1 Home Phone:
Name: M@é—u\/\ weNeo Cell Phone: 2052 —-621- 26/
Relationship: DCU)Q"H‘Q\F Work Phone:
Contact #2 Home Phone:

Name: MolU brhan Tes heowte |CellPhone: 2040 & gy glol

Relationship: Umle | Work Phone:

Additional information you want Employer Solutlons Staffing Group and our clients to know in the event
of an emergency:

This information will remain confidential and will only be used in the case of an emergency.



.~ employer solutions staffing group.

Leveraging Resources in a Changing Market
Wage Payment Method Authorization (Minnesota)

Employees have the option of receiving wages by Direct Deposit and/or 11 Debit Card,
If you do not provide a written election, wages will be pai

PANRG EL @ e
P<I Direct Deposit (Please complste Sections 3 and 5 below)
[ ] Payroll Debit Card (Please complets Sections 4 and 5 below)
MECTION 3 PDIRECTE DRGSR
[0 Update Bank Accomnt
Bank Name:

Note: Direst Deposit accounts may take up to 7 days to be activated
[} Paper Check (Please complete Section 5 below)

I understand and acknowledge that if I do not provide a
voided check with this direct deposit form, I am
responsible for any delays in payroll or extra costs
incurred if the account number that I provide is incorrect.

Routing#
Account#

Initial Date

Account Type: DCheci’ngDSav_ing Clother

- Tohelpusavoidmnldnganmor,pleasemwhacnpyofavoidedcheck. (a deposit slip will not work)
- Ifyonchangebanks,donntclnseyuuroldhankacconntunﬁlyourdimctdeposithasstartedatﬂxenmbmk,whinhmaytakaZpaypmiods.

SEGRONTL R ANROLL DEBEE GARD (GEOBAL CASITEARD)

Federallawraqlﬁresallﬁnancialinsﬁtmiumtoobtain,veﬁfy,andracordinformaﬁonﬁutidanﬁﬁeseachpmonwhoopanaccount.lnorderto
requestaPayrollDebitCm'dforyou,wemnstpmvideaﬂofthefoﬂowh:ginfomaﬁmthatwiﬂenabhtheﬁnmﬁalinsﬁhnimmidenﬁfyyouIf
you do not submit a Direct Deposit/Payroll Debit Card Authorization, ESSG will provide the necessary information and issue you a Payroli Debit
Cardtopnyyom'wages.meomproiecﬁon,theﬁnmdalinsﬁnnionmayaskyoumpmvideﬂmmaddiﬁonalidanﬁﬁcaﬁoninformaﬁonsotheycan
verify your identity,

Except for the routing and account number, ESSG doesnothaveaccesstnanyinformnﬁonregardhgyomPaym]l Debit Card account or
transactions. On your first payday, you will receive your new Payroll Debit Card, and a packet containing all of the terms and conditions, You will
* |then sign acknowledging that yon received the Payroll Debit Card and packet. Your Payroll Debit Card will be reloaded on each payday you receive
wages, -

CAR-DHOLDE-R INFORMATION (as you want your Payroll Debit Card to be issued)

First Name ML Last Name Date of Birth
Street Address (P0BOX NOT ACCHPTABLE) Social Security#
City State Zip : Cell Phone (mobile)
RECEIPT OF PAYROLL DEBIT CARD (to be completed when you pick up your Payroll Debit Card)
Payroll Debit Card Routing # Payroll Debit Card Account #

07397218

I'have received my Payroll Debit Card, welcome hrochnre, program fees, program terms, conditions, and disclosures, By activating my Payroll Debit Card,
Iamagmgtothepmgramtenns,cnnditinns,mddhdomesﬁmtmhdndedmmadewaﬂaﬂemmeﬁomﬁmemﬁmeﬁnmﬁeﬁnmdﬂmﬁnnimI
authorize the financial institution to debit my Payroll Debit Card account fur the fees dasm‘bedhtheﬁesnhedtﬂethatispmtofthepmgmmtmms,
conditions, and disclosures,

Employee’s Signature: Date:

T authorize ESSG to directly deposit my periodic wages/compensation payments, net of required tax withholdings, other required withholdings
or authorized deductions, into my account(s) as designated above and to initiate, if necessary, debit entries and adjustmentsfor any credit entries
made in error to my account(s). * E-mail is required for pay stub information.

*E-mail: K @
this information will only be used to send your paystubs electronically

Employee's Slgnature:ﬁ Date:_s:%—_u




Authorization

Authorization: By signing below, you authorize: (a) backgroundchecks.com (“BGC”) and/or Orange Tree
Employment Screening to request information about you from any public or private information source;
(b) anyone to provide information about you to BGC and/or Orange Tree Employment Screening; {c)
BGC and/or Orange Tree Employment Screening to provide Employer Solutions Staffing Group, LLC one
or more reports based on that information; and (d) Employer Solutions Staffing Group, LLC ("ESSG”) to
share those reports with others for legitimate business purposes related to your employment. BGC
and/or Orange Tree Employment Screening may investigate your educatlon, work history, professional
licenses and credentials, references, address history, social security number validity, right to work, criml-
nal record, lawsuits, driving record, credit history, and any other information with public or private infor-
mation sources. You acknowledge that a fax, image, or copy of this authorization is as valid as the origi-
nal. You make this authorization to be valid for as long as you are an employee of ESSG.

The Consumer Financial Protection Bureau’s “Summary of Your Rights under the Fair Credit Reporting
Act’ is attached to this authorization. If you are a New York applicant, a copy of New York’s law on the
use of criminal records is attached. By signing below, you acknowledge receipt of these documents.

Personal Information: Please print the information reguested below to identify yourself for BGC.

Printed name: Pﬂdﬁ%i Teshome
First 'J Middle (O Last
none)

Other names used:
Current county of residence:

Current and former addresses:

ol-2Zoly current 12435 Maunud DY £ Seant paol maf
from Mo/Yr "~ toMo/Yr Street / City, State & Zip
from Mo/Yr to Mo/Yr Street City, State & Zip
from Mo/Yr to Mo/Yr Street City, State & Zip

Some government agencies and other information sources require the following information when
checking for records. BGC will not use it for any other purposes.

(-28 ~1477 219 -77-69 SR
Date of birth Social security number
LA\SDAR sSpql2 /Me_ ik Shew Teslam
‘Driver’s license number & state Name as it appears.gn license

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

=S-24 —s77

Signature Date




employer solutions staffing group.

L everaging Resources in a Changing Market

STATEMENT OF CONFIDENTIALITY

This agreement made this_ 24 day of a_MrL\rfL , 2013~ between
Employer Solutions Staffing Group LLC, hereinafter referred to as “employer”,
and hereafter referred to as “employee”.

WITNESSETH:

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

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.

/
\
Employee Signature

Employer Solutions Staffing Group LLC, Representative



employer solutions staffing group.

Leveraging Resources in a Changing Market

Important/Importante
LOST OR STOLEN PAYCHECKS

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

If your paycheck was stolen, you must first file a police report before we can re-
issue the check. Once you have done 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 will be deducted.

CHEQUES DE PAGO PERDIDOS O ROBADOS

Si un cheque de pago se pierde (que falta, fuera de lugar, destruido, perdido en
el correo, etc), usted debe 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 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—

A
Il \ i
Name/Nombre (con letra de molde): p‘/w,:,e?g!lf

Signature/Firma:




. employer solutions staffing group.
0 Leveraging Resources in a Changing Market _

INJURY MANAGEMENT PROGRAM

Injured Worker's Responsibilities

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

RESPONSIBILITIES OF THE INJURED WORKER;

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

primary health care providers. Discuss with your employer any change in health
care provider. :

Attend all scheduled appointments, While on physical limitations, visits should
be a minimum of once every two weeks. Failure to have current medical support
for disability may result in termination of benefits. Schedule your next

appointment immediately after your doctor visit, before you leave the clinic if
possible.

Obtain a Report of Workability from your physician at every appointment, a
minimum of once every two weeks. M.R. 5221.0420 requires that your physician

cooperate with return to work planning and that you be released to return to work
. at the earliest appropriate time.

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

Follow all physical restrictions at home and at work.

Report to work and perform physically suitable tasks as assigned. These may or

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



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

Notify your employer immediate

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.

ly of any new injuries or conditions that impact

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

Signed: __ 270

Printed Name: . AN




employer solutions staffing group.

~ Leveraging Resources in a Changing Market

Notification of Minnesota Law Requirement —

Unemployment Acknowledgement

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

Job assignment from a staffing service, (1) fails without good cause fo
affirmatively request an additional suitable job assignment, (2) refuses
without good cause an additional suitable job assignment offered, or (3)
accepts employment with the client of the staffing service, is considered to
have quit employment.

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

I understand by signing this form that | am responsible to contact ESSG within 5
calendar days once an assignment ends. | also acknowledge that | have received
- a separate copy of this form. T ___(Initial)

s e er

Employee Signature: Date:
o

{ (o e € .
Employee (pleagé print your name here)

CMG_SM - Rev. 09.2013



Quualified Long-Term Unemployment Recipient

ADDENDUM TO: IRS Form 8850 Pre-Screening Notice and Certification Request for the Work Opporhunity Tax Credit

Client: Company:
Employer Solutions Group

Location; Employee Namemem' :H E ! l SSi#: 'Z}Q- 976958

EMPLOYEE:

Please check the statement(s) that apply to you and sign where indicated below.

[0  Ihave been unemployed at any time during the last 12 months.

If applicable, dates of unemployment - From: To:
From: / / To: / /
From: / / To: / /
[0 Ireceived unemployment compensation during my unemployment.
If applicable, dates you received compensation - From: To:
From: / / To: / /
From: / / To: / /

Please read, sign, and date:

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

Employee Signature: Date: 0
il - 4 32— /)7

RetroTax®
3730 Washington Blvd.
Indianapolis, IN 46205

317-925-0553
wotc@retrotax-aci.com
www.retrotax-aci.com



~

Form A (rev. 01/2016)
EMPLOYER SECTION:

Client: Company:
Employer Solutions Group

Location: Position: Starting Wage: $

EMPLOYEE SECTION:

| Employee Name: - Street Address: City/State: . Zip:
gigm-\am% leshowd lzaz nu%\ra_ov L | Sexd-Poiol b AY!
: Date of Birth: Age: e yon worked for | If yes, location:

2 FF-64S3 | L/ 28/18F2 |, thiﬁmmybef i

Yes o

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

No

1.

Have you or has anyone living with yon received Temporary Assistance to Needy Families (TANF) |:|
at any time since Augnst 5, 19972 (If yes, please provide information below.)
Name of the person receiving benefits; Relationship to you:
City: County: State:

Have you or has anyone living with you received Food Stamps (SNAP) at any time during the past 15 months? I:I
(if yes, please provide information below.)

Name of the person receiving benefits; Relationship to you:
Clty' County: State:

Have you received Supplemental Security Income (SSI) at any time within the past 3 months? |:|

. Please note, this is not the same as Social Security benefits (8S) or Social Security Disability (SSDI) bensfits.

*If you checked yes please provide a copy of your SSI documentation.

Have you received any type of vocational rehabilitation services within the past two yehrs? |:|
If yes, please indicate which type of agency yon worked with and provide their location information below:

Vocationzl Rehabilitation Agency [ ] Dept. of Veterans Affairs [ | Employment Notwork (Ticket to Work Program)
Name of Agency: Phone #;
City: : County: State:

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

50

Are you a Veteran of the U.S. Military? */fyes, 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 yon receiving compensation for a service-connected disability?

O

O

6'

Have yon heen unemployed at any time during the Iast 12 months?

If yes, dates of unemployment - From: / / To; / /
Did you receive unemployment compensation st any point during your unemployment?
If yes, dates received unemployment compensation - From: “/ / To: / /

Have yon heen convicted of a felony or released from prison for a felony conviction in the past 12 months?
Conviction Date: / / Release Date: / /
Was this a [_] Federal or [_] State conviction? If State - County: State:

{5 T R

ol o oo

Additional Tax Credits
IEC (Native American): Are you or your spouse a member of a Native American Tribe? . D
*If you checked yes please provide a copy of your CDIB card,
CA Residents: Are you the child of foster parents? [_] Do you receive CalWorks? [_| Workforce Investment Act?
Are you a migrant or seasonal farm worker? D Have you ever been convicted of a misdemeanor?
SC Residents: [ ] Do you receive Family Independence Benefits?

PLEASE READ, SIGN, AND DATE:

Under penalties of perjury, 1declare the information above to be true and accurate to the best of my kmowledge. and I hereby authorize any agency. organization, or
individuals to supply such verification or information that may be needed o determine tax credit eligibility to my employer, employer representative (Associated

Consultants, Inc. dba Retrotax), ar the Department

New Employee Signature: £7%

of Labor.

Date: _ & é{/ '// '7




rom GO0 Pre-Screening Notice and Certification Request for

(Rev. March 2016) the Work Opportunity Credit OMB No. 1646-1500
mm‘ﬁ%m;‘"y P Information about Form 8850 and its Separats instructions is at www.irs.gov/form8sso,

Job applicant: Fill in the lines below and check any boxes that apply. Complete only this side.
Your name 4 Soolal security number > 2. [ § ~ 77 —£,G%<. &
Street address where youlive  \2 O 4 DV e
City or town, state, and ZIP code mu)( ma
County : Telephone number 252-212 -4 804

If you are under age 40, enter your date of birth (month, day, year) \|~Z23 «[4F 2

2 [ Check here if any of the following statements apply to you.
* | am a member of a family that has recelved assistancs from Temporary Assistance for Needy Famllies (TANF) for any 9
months during the past 18 months,
* |1am a veteran and a member of a family that received Supplemental Nutrition Assistance Program (SNAP) benefits (food
stamps) for at least a 3-month period during the past 15 months.

* | was referred here by a rehabllitation agency approved by the state, an employment network under the Ticket to Work
program, or the Department of Veterans Affairs,

* | am at least age 18 but not age 40 or older and | am a member of a family that:
a. Received SNAP benefits (food stamps) for the past 6 months; or
b. Received SNAP benefits {food stamps) for at least 3 of the past 5 months, but is no longer eligible to receive them,

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

* | recsived supplemental security income (SSI) benefits for any month ending during the past 60 days.

* | am a veteran and | was unemployed for a period or periods totaling at least 4 weeks but less than 6 months during the
past year. ' .

38 [ Check here if you are a veteran and you were unemployed for a period or periods totaling at least 6 months during the past
year.

4 [ Check here if you are a veteran entitled to compensation for a service-connected disability and you were dlscharged or
released from active duty in the U.S. Armed Forees during the past year.

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

6 [J Check here if you are a member of a family that:
* Received TANF payments for at least the past 18 months; or
* Received TANF payments for any 18 months beginning after August 5, 1887, and the earliest 18-month period beginning
after August 5, 1997, ended during the past 2 years; or

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

LY ]

(] Check here if you are in a period of unemployment that is at least 27 consecutive weeks and for all or part of that period
you received unemployment compensation.

Signature— All Applicants Must Sign

Under penalties of Perjury, | declare that | gave the above Information to the employer on or hefore the day | was offered a job, and it Is, to the best of my knowledge, trus,
comect, and complete.

Job applicant’s signature > 5222 Date S -2/~ /7
For Privacy Act and Paperwork Reduction Act Notice, see page 2, Cat. No. 228511 Form 8850 (Rev. 3-2018)
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Acknowledgement of Receipt Antiharassment Policy

I certify that | have received a copy of Employer Solutions Staffing Group’s Antiharassment Policy. |
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 952.835.1288/1.866.496.7573 with
any questions | may have about this policy. | agree to comply with ESSG’s policy on Antiharassment
and understand failure to comply is grounds for disciplinary action, up to and including termination.

| also agree that if at any time during my employment | am involved in any employment dispute or | am
subjected to any type of discrimination, including discrimination because of race, sex, age, religion,
color, national origin, disability, marital, sexual orientation or veteran status, or if | am subjected to any
type of harassment including sexual harassment, | will immediately contact my supervisor, manager,
director or ESSG’s Human Resource Department at 952.835.1288/1.866.496.7573 in order to obtain
assistance in the resolution of such matters.

Employee Name (Please Print)
f{/z‘g ld,@m <

Employee’s Signature:

__z Date: 3 —247/—/ 7

22



l‘ ACKNOWLEDGMENT

The associate handbook was reviewed with me, and | have received my personal copy. | also
acknowledge that | have been given the opportunity to ask questions and express concerns
during my orientation. Additionally, | understand and support the following:

1.

Date:

This handbook is intended as a guide and not an employment agreement that
creates a contractual relationship, and that the employment relationship may be
terminated at the will of either party at any time.

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

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

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

R-24 -]

Associate's Signature: %
Associate's Printed Name: __A leaq tshay

Orientation provided by:

24



RECEIPT OF EMPLOYEE HANDBOMOK AND EMPLOYMENT-AT-WILL STATEMENT

This is to acknowledge that | have read the Employer Solutions Staffing Group LLC Temporary
Employee Handbook and understand that it sets forth the terms and conditions of my employment as
well as the duties, responsibilities and obligations of my employment with the company. | understand
and agree that it is my responsibility to abide by the rules, policies and standards set forth in the
Handbook.

| also acknowledge that my employment with ESSG is not for a specified period of time and can be
terminated at any time for any reason, with or without cause or notice, by me or by the company. |
acknowledge that no oral or written statements or representations regarding my employment can alter
the foregoing. | also acknowledge that no manager or employee has the authority to enter into an
employment agreement, express or implied, providing for employment other than at-will.

| also acknowledge that, except for the policy of at-will employment, ESSG reserves the right to
revise, delete and add to the provisions of this Employee Handbook. All such revisions,
deletions or additions must be in writing and must be signed by the CEO of the company. No
oral statements or representations can change the provisions of this Handbook. | also
acknowledge that, except for the policy of at-will employment, terms and conditions of
employment with the company may be modified at the sole discretion of the company, with or
without cause or notice, at any time. No implied contract concerning any employment-related
decision, term of employment or condition of employment can be established by any other
statement, conduct, policy or practice.

| understand the foregoing agreement concerning my at-will employment status and the
company’s right to determine and modify the terms and conditions of employment is the sole
and entire agreement between me and ESSG concerning the duration of my employment, the
circumstances under which my employment may be terminated and the circumstances under
which the terms and conditions of my employment may change. 1 further understand that this
agreement supersedes all prior agreements, understandings and representations concerning
my employment with the company.

If | have questions regarding the content or interpretation of this Handbook, 1 will bring them to the
attention of ESSG. :

DATE_g—24 —[ T
EMPLOYEE

NAME__ A E/¢+SARY  dehod e

PLEASE PRINT
EMPLOYEE

SIGNATURE__ZZ222

ESSG
REPRESENTATIVE

23



DRUG AND ALCOHOL

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

in adverse personnel action, including my termination from employment with ESSG. |
understand that this policy in any form, and any employee handbook including this
policy, are not a unilateral employment contract or offer thereof.

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

disclosure to ESSG of the results of my drug and/or alcohol test and other information
related to the test.

Individual's Name

S24 )7
Date :

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



Fixed Indemnity Medical Benefits_Plan 2

. Vsl 219301-ESG-1 | OFFICE USE ONLY LOCATION

Rehire Date ____/ /

ENROLLMENT FORM

ESC CU(UNAC-MN) P1 v18.2

A. REQUIRED EMPLOYEE INFORMATION

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

' Social Security #
T4-T3"¢0 s

Home Phone

Sex @@

“T{ﬂiammj Tesheonre

Apt.

% Mecunpnd O ¥ | "Ly

Ciy | State ‘ ;Z%S\l 2 E\)ate/ of Birth
_axeiant Qau{ oy WZA=rs

B. DO YOU OR ANY. OF YOUR DEPENDENTS RECGEIVE MEDICARE BENEFITS?
Medicare Health Insurance Claim Number (HICN)

Nname of Cove-l-'ed Person (s);

DYes D No. If Yes, please continue.
Medicare Effective Date

3.

C. LIMITED BENEFITS PLAN SELECTION

Payroll Deducted Weekly Rates

You MUST select a coverage level before any benefits in Section C. Your coverage level for

identical. The Fixed Indemnity Medical Plan,

the all benefits in Section C will be

Dental Plan, Term Life Plan, and Short-Term Disability plans are underwritten by BCS

Insurance Company. The Vision plan is underwritten by Companion Life Insurance Company.
SELECT COVERAGE LEVEL FUCLR INDEMNITY | o) VISION TERMUFE | SHORTTERM
Employecnly [ s2028 (]| sea7 07| s2az B soso od|  sa20 (§)
Employee +1 [ ] $41.10 $12.34 $4.92 $0.90
Employee + Famlly [ ] $54.88 $20.36 $6.56 $1.80
... NOotoAUBenefis [ 1] [ Ives [INo | [ves [Ino | [ Yes [ INo | [ves [INo | [ves [dno

1 This coverage is not available to residents of NH, Hl, or PR. 2STD is not available to persons v;ho work in éA, HI, l\l—J_,- NY, or RI.

For Term Life / Accidental Death & Dismemberment,
Dismemberment is part of the Term Life Benefit.

Name

please write in your beneficiary information. Accidental Death &

Relationship

D. REQUIRED DEPENDENT INFORMATION

Name . Social Security # Ba?e:.f"é_i;t-hm[Sex i Relationshipm Im it i
2 1 Lol IO S /e LSpouse [] Child [[] Domestic Partner
Name - Social Security # Date of Birth | Sex g Relationship
Bl e, ot o P, e 7 |IMI[E]  CIspouse [ chitd[]Domestic Partner
Name | Social Security # . Date of Birth | Sex : Relationship
_ s /7 IE , [1Spouse [ ] Child [ ] Domestic Partner
Name T Social Security # Date of Bt | Sen ‘Relationship
e ! | IMITE] D spouse [ child (] Domestic Partner
E. REQUIRED SIGNATURE You MGSTSTGERI\TDDATE:EQEN__TE‘?SS"UDEg"_L'lr\l_E“coVEEAEE'"_”

I have read the benefit packet and understand its limitations. | understand

that open enroliment is only available for

a limited time and | understand that making no benefit selection is a declination of coverage.

DATE ©2/24I128B17

.| D> SIGNATURE

This is an Essential StaffCARE Enrollment Form.



. T, _
employer solutions staffing group wl ) ESNG o0
Leserang Recowtes n i Cnangrg Marse. s

employer sohstions el sckifion. rutorwida ovp

el v ami et yr s aidon

Enhanced MEC Plan_Plan 1 -

Benefits Enroliment Form I New Em

Employee [nformation

Name (First and Last)

Benefit Plan Admisistratoss, e,

loyee [ Rehire Rehire Date

Soclal Security Number

| Z14-13-695 3

State Zip Code

City
LA ma P Susik pyul | gy 531 6

Marital Status [1 Single | Date of Birth Date of Hire

O married 3 Divorced
Phone Number: Emall Address:

222 -2(2-9304 Tesheme ol em@Yodpens .coogn

Please Select Desired Coverage:

Employee Only - D Employee+Spouse - Employee+Child(ren) - Family -
$24.00/Week

$38.00/Week $36.00/Week $63.00/Week

0O Male [Sponse [J cChild
| FIrstName I Last Name O Female [0 Domestic Partner
Social Security # Birth Date | Sex Relationship
O Mae [1Spouse [ Child
[Flrst Name ML Last Name [Q Female O Domestic Partner

[Socel Securty# | Bt Date | 5ex " Relationship

[ Child
Domestic Partner

First Name ML, Last Name O Mate || SPE“

EFF. DATE
EFF. DATE
EFF. DATE

Employee Acknowledgement and Authorization - 1 hereby apply for the group benefit(s) as indicated. 1 acknowledge that all entries are true and complete and that
any misstatements or failure to report information may be used as the basls for canceliation of coverage for me and my dependent(s), if any, from the original
effective date. Further, | authorize my employer to make the necessary payroll deduction of premiums for coverages | have elected.

IF ENROLLING - YOU MUST SIGN HERE

Employee Signature Date
ewrLovees oectivne ——E3 | am DECLINING coverage

1 understand that i and/or my dependents, T any, walve any coverage and desire to participats in the plan at a Iater date. we may be considered a late enroliee and
must mest the requirements defined in the Certificate of Coverage for the company’s medical or dental plans. if I decline enroliment for myseif or my dependents
(including my spouse) hecause of other coverage, | may, in future be able to enroll myseif or my depend: in this plan, provided I request enroliment within 31
days after the other coverage ends. In addition, Ifa new dependent relationship forms as a result of marriage, birth, adoption, placement for adoption of parting sult
of adoption, 1 may he able to enroll myseif or my dependent, provided 1 request enroliment within 31 days of the event.

IF DECLINING- YOU MUST SIGN HERE

Employae Signature ﬂ Date =- ’Z_L/ -] 7

Employer Solutions Staffing Group Health Benefits Team
7301 Ohms Lane Suite 405
Edina, MN 55439
Phone: 952-767-9519 Fax: 962-767-9515
Emall; Health@employersolutionsgroup.com




