Employer
Solutions 7301 Ohms Lane / Suite 405

Staffing . L. Edina, MN 55439
Group LLC New Hire Application T:952.835.1288 / F:952.835.4881

Personal Data-- PLEASE PRINT LEGIBLY IN INK

]
Last Name fm;.),}\ First Name /) Na_ Middle Initial 7(

Street Address / LT, 8/“) CJ"\L{(O}'\ —Q:e,lc/
cityistateizip_/V. Latorence Dhis  Uylglal
Home Bhons. 98 £~ - ST Cell / Message Phone 2%2-262 Y352

Company/Employer He, n7z

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? YES [JNO

Applicant Certification and Authorization
I authorize Employer Solutions Staffing Group (ESSG) to use the information and statements contained in this application to determine my
qualifications for employment. | authorize ESSG to make inquiries of my former employers, except as indicated in this application,
regarding my previous duties, responsibilities, performance, compensation and eligibility for rehire.

I understand that a comprehensive background check may be conducted to determine my eligibility 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 policies.

I release ESSG and other persons or entities from any claims that might be based on ESSG's decision to conduct a background check.
I certify that all statements made in my application are true and accurate and that | have not omitted any material information or provided
false or misleading information. | understand that any material omission or misrepresentation will result in my disqualification from
consideration for employment or, if discovered after | begin employment, will result in my termination.

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

T St e G 2/ 3 fi

Name (Print or type) Applicant's Signature Date

A copy or facsimile will be considered the same as an original signature.

For ESSG Office Use Only
DOH NHW 1-9 8850 W4
Emergency Contact Info Background Release Form Background Results 5 Day Letter ESC Application
(if applicable)

ESSG Rev. 05/2011



CMG Timesheet

CORPORATE MANAGEMENT GROUP 12000 N. Washington St. Ste. 290 Thornton, CO 80241 Phone: (866) 920-1425

“your workforce mancgement & staffling experts”

Employee Name: QA/(\,CL M

Massi/lon

Client: L/e,i nZ_

Location: Week Ending date: 2=/B-/5

Instructions for
Completing and
Submitting Timecard:

1. Complete all information on the timecard. A separate timecard
must be completed for each job assignment each week. Be sure
to include your name, client name and week ending. At the end
of each week, have the supervisor sign your timecard and
submit.

2. Email timecard: Pay@cmgjob.com Fax timecard: 303-
736-7767 3. TIMECARDS ARE DUE BY 12:00 PM CST
ON MONDAY

Day Date Time In Time Out Time In Time Out Total Hours

Monday

Tuesday

Wednesday

07'/”//5’

Q0p A

7.0

Thursday

Hin/ 1

g ou

4 @6

TS

Friday

,Z/, 744

€00

Y30

Saturday

Sunday

Regular Hour , ,, —
22,5

Overtime Hours

Total Hours:




TOREROOM
OLUTIONS .

Page |3

Employee Acknowledgement Form (Temps)

I hereby acknowledge receipt of Storeroom Solutions Inc. “Employee Safety Handbook” which outlines
important safety requirements and information for working as safety as possible. | agree to follow the safety
and health rules as outlined in this handbook. | further understand that complete safety and health program
requirements are published in the “Safety Manual” that can be obtained through my Site Manager or Project

Leader.

%ﬁ * Sl 02/3/ 5

Employeg Signature Date

Important: This receipt must be read, understood and signed by all Storeroom Solutions Inc. permanent and
temporary employees. Temporary employees sign this hard-copy form. Permanent employees must
document their training in the SSI Learning Center by taking the associated quiz.

Documentation Instructions:

Permanent Employees: The SSI Site Manager, or senior SSI employee, will ensure all personnel have read and
understand the contents of this document. Please contact the Senior Director of Safety and Quality
safety@storeroomsolutions.com if you have any questions. The employee must take the Employee Safety Handbook

Quiz contained in the SSI Learning Center.

Temporary/Project Employees: The project leader or hiring manager will ensure all personnel have read and
understand the contents of this document. Please contact the Senior Director of Safety and Quality
safety@storeroomsolutions.com if you have any questions. The employee and leader or manager will sign this form file

it on site. This form is a special interest item during implementation audits.

Employees: Please retain the handbook for future reference.
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HIRE Act FICA Payroll Holiday and
Employee Retention Tax Credit
Employee Affidavit
Store Tduns gc)[,cq.,j\‘_'id ”LS

Employer Nane: —rwm.  Seeeeth - FEIN:
Hire Location: / 3 Ol Ol’)@vf/'/?‘f-’ ﬂ/)& sulldn  Onio Y4l Q/7

l.llillll..llllIIlIllI.IlI‘l‘l.'I‘-.IIIIIIII’I.IIll..I.IIlll.l‘lll'QIIII'CIIIII..'I'OIIIIIII'...III!

Employee Name: ~_ | | N S i ‘Mn

Soclal Security Number:_2 7] 1rd—7234 2 1% Day of Work: o2 / /7 / 28

EMPLOYEE: Please check One statement that applies to you and sign and
date where indicated below.
| was unemployed during the entire 60 day-period prigr to my first day of employment at this company.

il | worked less than a total of 40 hours during the 60-day period prior to my first day of employment at this
company.

OR

[J 1 worked MORE than a total of 40 hours during the 60-day period prior to my first day of employment
at this company.

Under penalties of perjury, | hereby declare that the Information above s true and correct to
the best of my knowledge. By signing this form, I hereby authorize the release to my new
employer or its agents information held by any parties needed to determine my eligibllity for
federal and/or state inceritive programs.

Empioyee Signatur@jfﬂuL W Today’s Date: 02// 2 05

For employer's use only:

[  Employee is being hired for a new position within the company.
Employee is replacing an employee who either quit or was terminated with just cause.
Employee is replacing an employee who was laid off

Hiring Manager's Signature: Date:




Employment Eligibility Verification USCIS

: Form I-9
Department of Homeland Security OMB No. 1615-0047
U.S. Citizenship and Immigration Services Expires 03/31/2016

»START HERE. Read instructions carefully before completing this form. The instructions must be available during completion of this form.
ANTI-DISCRIMINATION NOTICE: Itis ilegal to discriminate against work-authorized individuals. Employers CANNOT specify which

document(s) they will accept from an employee. The refusal to hire an individual because the documentation presented has a future
expiration date may also constitute illegal discrimination.

Section 1. Employee Information and Attestation (Employees must complete and sign Section 1 of Form 1-9 no later
than the first day of employment, but not before accepting a job offer.)
Last Name (Family Name) First Name (Given Name) Middle Initial | Other Names Used (if any)
———

<m h g !
Address (Street Number and Name) Apt. Number City or Town State Zip Code
/Y% 0o C/}Mr‘d\%do( S Ned M. Lawrence. GH-| el
Date of Birth (mm/dd/fyyyy) |U.S. Social Security Number | E-mail Address ) Telephone Number

6%5)11) 1, |RALCHWA 593 | b bhratsmom @ Astrad, Com | 335832-da/57

| am aware that federal law provides for imprisonment and/or fine

s for false statements or use of false documents in
connection with the completion of this form.

| at/teé, under penalty of perjury, that | am (check one of the following):
[/] A citizen of the United States
["] A noncitizen national of the United States (See instructions)

D A lawful permanent resident (Alien Registration Number/USCIS Number):

D An alien authorized to work until (expiration date, if applicable, mmidd/yyyy)
(See instructions)

- Some aliens may write "N/A" in this field.

For aliens authorized to work, provide your Alien Registration Number/USCIS Number OR Form 1-94 Admission Number:
1. Alien Registration Number/USCIS Number-

3-D Barcode
OR Do Not Write in This Space
2. Form 1-94 Admission Number:

If you obtained your admission number from CBP in conne

ction with your arrival in the United
States, include the following:

Foreign Passport Number:

Country of Issuance:

Some aliens may write "N/A" on the Foreign Passport Number and Country of Issuance fields. (See instructions)

Signature of Employeew W Date (mmv/dolyyyy): £ / 2 / il J

Preparer and/or Translator Certification
employee.)

(To be completed and signed if Section 1 is prepared by a person other than the

| attest, under penalty of perjury,

that | have assisted in the completion of this form and that to the best of my knowledge the
information is true and correct.

Signature of Preparer or Translator: Date (mm/dd/yyyy):
Last Name (Family Name) First Name (Given Name)
Address (Street Number and Name) City or Town State Zip Code

@ Employer Completes Next Page @

Form I-9 03/08/13 N Page 7 of 9



\J@'@g@ne (Family Name) First Name (Given Name) Employer's Business or OrganizatiorName

e e e R e R e N ST T e ey

Section 2. Employer or Authorized Representative Review and Verification

(Employers or their authorized representative must complete and sign Section 2 within 3 business days of the employee’s first day of employment. You
must physically examine one document from List A OR examine a combination of one document from List B and one document from List C as listed on
the "Lists of Acceptable Documents” on the next page of this form. For each document Yyou review, record the following information: document title,
issuing authority, document number, and expiration date, if any.)

Employee Last Name, First Name and Middle Initial from Section 1:

List A OR ListB AND ListC
Identity and Employment Authorization Identity Employment Authorization
Document Title: Document Title: ; Docyment Title:

rervens LiCons “Frtth CortiCicate

Issuing Authority: Issui uthority, ; g Issuing Authority:
T 155 G

Document Number: Document Number: Document Number:

Expiration Date (if any)(mm/dd/yyyy): Expiration Date_ [gany)/(m‘m/dc;/y?y): Expiration Date (if any)(mm/dd/yyyy):
Document Title:

Issuing Authority:

Document Number:

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

3-D Barcode
Do Not Write in This Space

Document Title:

Issuing Authority:

Document Number:

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

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
employee is authorized to work in the United States.

e
The emp{oyee's first day of employment (mm/dd/yyyy): Q "'/ / 7 / b (See instructions for exemptions.)

i 'ri;e c!:f' Tpleyer or Authorized Representative Date (fnm/d. ) Title of Employer ar Authorized Representative

v

21D |15 F&ﬁf.’nAm\’rl B i ¢ —

SEA A A IORE Loonw Solw Tl ons
S0

Employer’s Business or Organization Address (Street Number and Name) | City or Town State Zip Ct’)de _
120|_ope2uLP® RO SwJ WIASS [ LLOW Ol \HLM?

Section 3. Reverification and Rehires (To be completed and signed by employer or authorized representative.)
A. New Name (if applicable) Last Name (Family Name) First Name (Given Name) Middle Initial | B. Date of Rehire (if applicable) (mm/ddfyyyy):

C. If employee's previous grant of employment authorization has expired, provide the information for the document from List A or List C the employee
presented that establishes current employment authorization in the space provided below.

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

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

Signature of Employer or Authorized Representative: Date (mm/ddfyyyy): Print Name of Employer or Authorized Representative:

Form I-9 03/08/13 N Page 8 of 9
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LISTS OF ACCEPTABLE DOCUMENTS

All documents must be UNEXPIRED

Employees may present one selection from List A

or a combination of one selection from List B and one selection from List C.

LISTA

Documents that Establish
Both ldentity and
Employment Authorization

LISTB

Documents that Establish
Identity
AND

LISTC

Documents that Establish
Employment Authorization

1. U.S. Passport or U.S. Passport Card

Permanent Resident Card or Alien
Registration Receipt Card (Form 1-551)

Foreign passport that contains a
temporary 1-551 stamp or temporary
I-551 printed notation on a machine-
readable immigrant visa

1. Driver's license or ID card issued by a
State or outlying possession of the
United States provided it contains a
photograph or information such as
name, date of birth, gender, height, eye
color, and address

Employment Authorization Document
that contains a photograph (Form
I-766)

2. ID card issued by federal, state or local
govemment agencies or entities,

1. A Social Security Account Number

card, unless the card includes one of
the following restrictions:

{1) NOT VALID FOR EMPLOYMENT

(2) VALID FOR WORK ONLY WITH
INS AUTHORIZATION

(3) VALID FOR WORK ONLY WITH
DHS AUTHORIZATION

provided it contains a photograph or

information such as name, date of birth, | 2.

gender, height, eye color, and address

For a nonimmigrant alien authorized
to work for a specific employer
because of his or her status:

a. Foreign passport; and

b. Form [-94 or Form 1-94A that has
the following:

(1) The same name as the passport;
and

(2) An endorsement of the alien's
nonimmigrant status as long as
that period of endorsement has
not yet expired and the
proposed employment is not in
conflict with any restrictions or
limitations identified on the form.

Certification of Birth Abroad issued
by the Department of State (Form
FS-545)

School ID card with a photograph

Voter's registration card

Certification of Report of Birth
issued by the Department of State
(Form DS-1350)

U.S. Military card or draft record

S

Military dependent's ID card

U.S. Coast Guard Merchant Mariner
Card

~

Original or certified copy of birth
certificate issued by a State,
county, municipal authority, or
territory of the United States
bearing an official seal

@

Native American tribal document 5

Native American tribal document

9. Driver's license issued by a Canadian 6

- U.S. Citizen ID Card (Form |-197)

government authority

Passport from the Federated States of
Micronesia (FSM) or the Republic of
the Marshall Islands (RMI) with Form
1-94 or Form |-94A indicating
nonimmigrant admission under the
Compact of Free Association Between
the United States and the FSM or RMI

For persons under age 18 who are
unable to present a document
listed above:

Identification Card for Use of
Resident Citizen in the United
States (Form [-179)

10. School record or report card

11. Clinic, doctor, or hospital record

12. Day-care or nursery school record

Employment authorization
document issued by the
Department of Homeland Security

lllustrations of many of these documents appear in Part 8 of the Handbook for Employers (M-274).

Refer to Section 2 of the instructions, titled "Employer or Authorized Representative Review
and Verification," for more information about acceptable receipts.

Form I-9 03/08/13 N

Page 9 of 9



CORPORATE MANAGEMENT GROUP

“your workforce management & staffing experts”™

ANTI-HARASSMENT POLICY

It is Corporate Management Group's (CMG) policy that all employees should be able to
enjoy a work environment free from all forms of discrimination, including harassment. As
such, CMG is committed to vigorously enforcing their Anti-harassment Policy. This
policy applies to all employees of the organization (without regard to position) and
individuals not directly connected to CMG (e.g., an outside vendor, consultant, customer
or guest). Title VIl of the Civil Rights Act of 1964 prohibits employment discrimination
based on race, color, creed, religion, national origin, sex, marital status, status with
regard to public assistance, membership or activity in a local commission, disability,
sexual orientation or veteran status. Harassment is considered a form of discrimination
and is specifically included among the prohibitions under Title VIl of the Civil Rights Act
of 1964. In addition, retaliation or reprisal taken against anyone who has expressed
concern about harassment or discrimination against the individual raising the concern is
ilegal.

The Equal Employment Opportunity Commission (EEOC) defines sexual harassment as
“unwelcome sexual advances, requests for sexual favors, sexual comments, or other
verbal or physical acts of a sexual or sex-based nature including, but not limited to
drawings, pictures, jokes, and/or teasing where (1) submission to such conduct is made
either explicitly or implicitly a term or a condition of an individual’'s employment; (2) an
employment decision is based on an individual's acceptance or rejection of such conduct;
or (3) such conduct interferes with an individual's work performance or creates an
intimidating, hostile or offensive working environment.”

The Anti-harassment Policy prohibits harassment and/or retaliation by any individual
employed by, doing business with or for, or visiting CMG. Employees who believe they
have been the subject of harassment and/or retaliation or an employee who may have
been witness to harassment and/or retaliation must report the incident immediately.
Information and/or allegations must be reported to a manager of CMG (by telephoning
866.920.1425 or 303.920.1425). Only those who have an immediate need to know,
including the alleged target of harassment or retaliation, the alleged harassers or
retaliators, and any witnesses may find out the identity of the complainant. All individuals
contacted in the course of an investigation will be advised that all persons involved in a
charge are entitled to respect and that any retaliation or reprisal against an individual who
is an alleged target of harassment or retaliation, who has made a complaint, or who has
provided information in connection with a complaint, is a separate violation of CMG's
policy. All information will be disclosed only on a need-to-know basis to allow CMG to



investigate and resolve the incident. CMG recognizes the serious nature of harassment
and therefore will endeavor to protect the employee who may have been subjected to
harassment, any witnesses and the party against whom allegations have been filed to
every possible extent.

Harassment is unlawful and has a negative impact on employees. Violation of the Anti-
harassment Policy will not be tolerated by CMG and may result in discipline up to and
including termination. Offensive acts or conduct have no legitimate business purpose;
accordingly, any employee, regardless of his/her position within CMG, who it is
determined has engaged in such conduct will be made to bear the full responsibility for
such unlawful conduct.

With respect to sexual harassment, the following is prohibited:

) Unwelcome sexual advances, request for sexual favors, and all other verbal or
physical conduct of a sexual or otherwise offensive nature, especially where:

J Submission to such conduct is made either explicitly or implicitly a term or
condition of employment;

[0 Submission to or rejection of such conduct is used as the basis for decisions
affecting an individual's employment; or

0 Such conduct has the purpose or effect of creating an intimidating, hostile or
offensive working environment.

2, Offensive comments, jokes, innuendoes and other sexually-oriented statements.

If Harassment Occurs:

1. When possible, confront the harasser and tell him/her to stop. Sometimes a
simple confrontation will end the situation.

Z If confrontation is unsuccessful, immediately contact your CMG supervisor to
report the harassment.

3. An investigation will be conducted and appropriate action taken, including

disciplinary measures. We will investigate, in confidence; all reported incidents of
harassment and retaliation.

F e =
Employee Signature: \Z}/m a_//,céi
Date: 02//5/;/




Background Investigation Information Release Form

Please read this form carefully and be aware that by allowing Employer Solutions Staffing Group
LLC to investigate your background with state and federal agencies, you will be waiving and
releasing all claims for damages you might sustain arising out of the criminal and driving record
background check and review.

I understand that a successful criminal and driving record background investigation is a
condition of my employment by Employer Solutions Staffing Group LLC to work at
facilities of:

ZinZ ,
and, further, that Employer Solutions Staffing Group may, at its discretion, conduct
periodic criminal and driving record background investigations on me during the course
of my employment with Employer Solutions Staffing Group.

| agree to waive and relinquish all claims | may have against Employer Solutions Staffing
Group LLC and its officers, agents, servants and employees as a result of my
participation in any criminal and driving record background investigation.

I do hereby fully release and discharge Employer Solutions Staffing Group LLC, its
respective officers, agents, servants, and employees from any and all claims from
damages that | may have or that may accrue to me on account of the results of any
aspect of any criminal and driving record background investigation.

| further agree to indemnify and hold harmless and defend Employer Solutions Staffing
Group LLC, its respective officers, agents, servants, and employees from any and all
claims resulting from damages sustained by me or arising out of, connected with, or in
any way associated with, any of the activities of any criminal and driving record
background investigation and review.

I have read and fully understand this Waiver and Release of All Claims.

291473y 2 1,799 Ohio
| Security Number Driver’s License No: State
Mi+h —Tina L
Last Name First Name M.
Ll ) Lams

Maiden and/or Other Last Names Used

/L/(/O C}Wu(’g/}\ Q—TdC/ A, LGLAJY'CHCC_ S‘I_‘“/t Co) A})”Z

S/ Glal

Current Address City and County State and Zip Code

%/”'— 195 Circle Qne;
Date of Birth Male /"Eemale )

Signature&l(/}\_; M Date: ‘92/;2 //5 -



=g

To: All Employees
Quien: Todos Empleados

From: Corporate Management Group & Employer Solutions Group
De: Corporate Management Group y Employer Solutions Group

Re: Stop Payment Check Fee
Re: Tarifa de cheque parado

Effective immediately, to replace a lost or stolen check, $50.00 will be deducted from the replacement check for
a stop payment fee and for a reprocessing fee. Efectivo inmediatamente, para reemplazar un cheque de sueldo
perdido o robado, $50.00 de tarifa sera deducido de el cheque reemplazado para parar el cheque original y
para procesarlo denuevo.

If you lose your check, we will first have to verify that it has not been processed through the bank. If it has not,
a new check will be issued, minus the $50.00 fee. Si usted pierde su cheque, tendremos que verificar que no ha
sido procesado en el banco. Si no, un cheque nuevo sera processado, menos las tarifa de $50.00.

If your check is stolen, we will first need a copy of the police report before a new check can be reissued. After
we receive a copy of the police report, a new check will be issued following the same procedures as listed
above. Si su cheque es robado, necesitaremos una copia de el reporte de policia antes de que un cheque nuevo
sera procesado. Despues de obtener una copia del reporte de policia, un cheque nuevo sera procesado usando
los mismos procedimientos mencionados arriba.

If you have any questions regarding this new policy, please contact your On-Site Representative or the
Corporate Office (303-920-1425). Si usted tiene preguntas sobre esta poliza, por favor contacte a su
representante de CMG o la oficina corporal al (303-920-1425)

Thank vou for your continued dedication and hard work!

Gracias por su dedicacion continua!

By signing below you are confirming that you understand the above policy.
Con su firma abajo usted esta confirmando que entiende la poliza descrita.

Signature/Firma W
T

Date/Fecha: A A )y e—
e S o

February 2011



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

Nam&é_ \ 1na 5 i A
Address: /U § /0 ()J}luv’c/)\ QCJJ LF\L N Lo pd i, /@ Kgddrf/lce Shio
Home Phone: 330 S iodare LA,

Person(s) to contact in case of an emergency on the job (in order of preference):

1 Name: pa_}t'(i ck Sm‘*A
Phone (work): 3 20- LB 0- 7000
Phone (home): 3?)() - {32 =0 AdS

25 Name‘:/\B éx- “‘V)'\Q ;Q.(_, ex s
Phone (workizcl | D 20~ T5C ~ 74/

Phone (home):

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




VSLIND 219301-EMP e UaE ReHire Date / /
ENMPLOYEE INFORMATION

‘ T B ; USE BLACK or BLUE INK ONLY
(Must Be Filled Out) ENROLLMENT FORM - PLAN 2

ESC CUINAN "SAD) P2 w130

P 0?_7‘_{__ ) [d—_ _7_ 3_({}_ Do you or any dependents have Medicare? ——————
[JYes FINo If Yes:
Dateof Birth 0 2 /1 | | |9 &5 - Medicare Health Insurance Claim Number (HICN)

o e 5 mi+
JUS /s Zh i
SireeL Adkdress C/J,\M ; olgf Names of Covered Person(s)

City V. lawyence state OH_ 7ip YYlll, | L

Medicare Effective Date _,_.._/____/__....__.._

(- 2

BENEFIT SELECTION eekly You MUST enroll in the Medical Insurance Plan before adding Term Life
or STD. Your coverage level for Term Life will be identical to your
MEDICAL medical plan selection.

[ ]$20.91 Employee Only REQUIRED DEPENDENT INFORMATION

[ ] $42.44 Employee + One

Name
[ ] $56.67 Employee + Family Social Security Number _______ " -__
Date of Birth __/____/_______ Sex
m to MEDICAL, TERM LIFE, and STD benefits. Relationship: []Spouse [ Child [] Domestic Partner
DENTAL "
Name
[]$ 5.99 Employee Ouly Social Segiuity Namshee ______ = =

I:I $11.98 Employee + One DateofBith ____/___ [ sex @
Relationship: []Spouse [ Child [J]Domestic Partner

I:I/{19.77 Employee + Family

P
EI NO Name
Social Security Number ______ " -
[ 3
TERM LIFE AN | Daeorminn | sy
J Relationship: []Spouse []Child [] Domestic Partoer

D/YES $0.60 Employee Only

$0.90 Employee + One
NO  $1.80 Employee + Family

BENEFICIARY INFORMATION
For Term Life / Accidental Death & Dismemberment, please write

® in your beneficiary information.
SHORT-TERM DISABILITY ‘;\
NAME OF BENEFICIARY
/ C
I:I/YES $4.20 Employee Onl
NO et SRR S RELATIONSHIP

Short-Term Disability is not available to persons who work in
California, Hawaii, New Jersey, New York, or Rhode Island. Accidental Death & Dismemberment is part of the Term Life Benefit.

I have read the benefit packet and understand its limitations. I understand that open enrollment is only available for a limited time and I
understand that making no benefit selection is a declination of coverage.

P> Signature

Date _..__"___/_.____




Employer Solutions Staffing Group Direct Deposit Authorization

If you are applying for direct deposit, please make sure that you are mark whether the account is a savings or
checking. Failure to provide this information can result in the deposit being delayed for several days. Please
also note that it is possible for your direct deposit to be delayed a day or two the first week that your direct
deposit is processed. Every bank is different and, although this doesn’t happen frequently, it does happen.
If you cannot wait a day or two past pay day for your deposit, then we suggest staying with a paper paycheck.
The time that the money goes into your account on pay day varies by bank.

Please allow until at least 10 am on your paydate for the deposit to show.

Please print

Check one of the following Effective Date
e /
4T Start AZTAs Soon As Possible
| Stop
[CJFuture Paydate
D Cha.nge of /

Social Security Number

2 -l=T38%3

Name (Last, First Middle Initial)

Sk ~Tira 1

Home Address Street City State Zipcode
sls C)/\M!’L}\g:\ °k_1' B s g Lq_&_\- rende O A L/(-/QUL,
Date (Mo/Day/Yr) Employee Signature Daytime Phone Number

"5 ff\'[fg" WM 5%&*‘5’32_’62 /8
SUBMISSION OF THIS FORM MEANS YOUR ENTIRE
PAYROLL CHECK WILL GO TO THIS FINANCIAL INSTITUTION v

Financial Institution Name (Bank, Savings Institution, Credit Union, etc.)

T etMeci4 “Pank

Type of Account

EIChecking . D Savings D Money Market Checking D Money Market Investment Requires Submission of ACH form from your broker

T'authorize Employer Solutions Staffing Group to direct deposit funds to my account in the financial institution listed above. If funds to which I am
not entitled are deposited in my account, I authorize Employer Solutions Staffing Group to initiate a correcting (debit) entry. I understand that the
authorization may be rejected or discontinued by Employer Solutions Staffing Group at any time. If any of the above information changes, I will
promptly complete a new authorization agreement. If the direct deposit is not stopped before closing an account, funds payable to you will be
returned to Employer Solutions Staffing Group for distribution. This will delay payment of funds to you.

Pyt 7688

-‘- :’ T. SMITH 3/98 r
P. SMITH 56-55/412
14810 CHURCHFIELD AVE NW Date 33810
P.O.BOX70
NORTH LAWRENCE, OH 44666
V' Rytothe T, S e () | $ unt.
Order of —— V U L = i E——
Dollars (31 i,
il Great is Thy Faithfulness
FIRSTMERIT Wooster Main Office
www.firstmerit.com )
For Shenony S N I > ST
K 120L 3 2005551 A0 L0 2ELIS W O7EAB8 .
PLAYFUL PALS®
Hariand Clarke "

271272015



. Essential Staff CARE

Health Insurance Enrollment Form

Complete the Enrollment Form to Elect or Decline Coverage

You MUST Complete the Enrollment Form for the New Hire Process
You MUST Elect or Decline Medical Coverage on the Enrollment Form
You MUST Sign the Bottom of the Form, even if you Decline Coverage
Return the Enrollment Form to your Branch Manager

Keep the Plan Information Packet for Your Records

ANY PERSON WHO KNOWINGLY PRESENTS A FALSE OR FRAUDULENT CLAIM FOR PAYMENT OF A LOSS OR
BENEFIT OR KNOWINGLY PRESENTS FALSE INFORMATION IN AN APPLICATION FOR INSURANCE IS GUILTY
OF INSURANCE FRAUD AND WILL BE PROSECUTED.

employer solutions staffing group.
’ Leveraging Rescurces in a Changing Market

For questions or assistance, please call Essential StaffCARE Customer Service at 1-866-798-0803.

The Essential StaffCARE Medical/Rx and Dental Plans are underwritten by BCS Insurance Company, Oakbrook Terrace,
Mlinois under Policy Series Numbers 25.204 and 26.212. The Term Life, Accidental Death and Dismemberment, and Short-

Term Disability Plans are undegyyiten by 4 Ever Lifo bqyee
Y 4 Ever 14, ' IPANYL Okk by
ife T S IRBEOOK Tarr 11
nsyy ance Com —— VRS, Hlinaig Utiley 9
pany, Oa_kbn.)ok iy S Paliey Beviay



P 1

02/13/2015 11:46

Serial No. M1UDO11006356
TC: 211866

TX Result Report

Addressee Start Time | Time Prints | Result Note
d037367767 02-13 11:45 [ 00:00:57 | 000/015 | Ho fAins

TMR:Timer TX, POL:Polling, ORG:0riginal Size Setting. FME:Frame Erase TX.
Hote DPG :Page Separation 1§, Hix HMixed OF1qinai Tx. BRLLManugi Ten®cEReT8sh P

FUD:Forward. PC:PC—FAX, BND:Double-Sided Binding Direction. SP:Special r;g:nal.
FCODE:F—-code, RTHX:Re-TX. RLY:Relay. MBX:Confidential, BUL :Bulletin, SIP:ST Fax.
IPADR:IP Address Fax, I-FAX:Internet Fax

Result OK: Communication OK, S-OK: Stop Communication, PW-OFF: Power Switch OFF,
TEL: RX from TEL, HG: Other Error, Cont: Continue, Mo Ans: Mo fAnswer,
Refuse: Receipt Refused, Busy: Busy, M-Full:Hemory Full,
LOVR:Receiving length Over, POVR:Receiving page Over, FIL:File Error, ~—7
DC:Decode Error, MDN:MDM Response Error, DSH:DSH Response Error. 77&
b

105

Employes
Eolmticorms 7301 Ohms Lane / Suite 405
SEam Edina, MN 55439

FEffenay
Sroup LLC MNew Hire Application T:952.835.1288 / F-952.835.4881

ESSc

FPersonal Data— PLEASE PRINT LEGIBLY IN INK

Last Name S‘Y\;"‘)‘\ First Name P, Vi — Middle Initial :f
Street Address /< ¥lo Clhwecerh Lre\d
CitysStateszip_A/. L mcorenmce e A S lglol

2Ho e SIS

Home Phone '_33 = —FT3I32—0 =2/.5 Cell F Message Phone

Company/Employer Hﬁ\ | S

Are you legally authorized to work in the United States of America? ,lz’és ] NO
Applicant Certification and Authorization

! authorize Employer Solutions Staffing Group (ESSG) to use the information and statements contained in this application to determine my
qualiflcations for emplayment. | auvthorize ESSG to make inguiries of my former emplovers, except as indicated in this application,
regarding my previous duties, responsibilities, performance, compensation and eligibitity for rehire.
I understand that a comprehensive background check may be conducted 1o determine rny eligibility 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, government regulations or by ESSG policies.

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

I certify that all statements made in my application are true and accurate and that | have not omitted any material information or provided
false or misleading information. [ understand that any material omission or misrepresentation will resuli in my disqualification from
consideration for employment or, if discovered after | begin employment, will result in my termination.

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

. W S‘Wll“F’)‘\ Q:-‘A/—’J"b' = %.{M CMS/“{’

Name (Print or type) Applicant’'s Signature Date

A copy or facsimile will be considered the same as an original signature.

For ESSG Office Use Only
8850 Vw4

DOH NHWW -2

Background Release Form Surct 5 Day Letter ESC Application
{If applicable)

Emergeancy Contact Info

Rev. 05/2011



