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SENSITIVE BUT UNCLASSIFIED

Case Verification Number: 2017148135008XA
Report Prepared: 05/28/2017

commlnfnrmaﬂon

Company ID: 47429 Company Name; Enmhyareomumsmuamup

Emgm Information

Last Nama: Tonn First Name: Kriatina

Date of Birth: D4/20/1879 8oolal Security Number: *** 5857

Hire Date: 05/26/2017 Citizanship Status: A cilizen of the United States

Document information

List B Dooument: moardbsuedbyaus.mmeoalwemmagemy Llsthmnmm:BmIaISemnnyt:ard

Case Status information

Current Case Result: Emplayment Authorized Employer Case ID;

Case Submitted On: 05/268/2017 Case Submitted By: SGLABBS2
SENSITIVE BUT UNCLASSIFIED

hﬂps:lle-vaﬁfy.mcls.guvhmeﬂPﬂntCaseDehlls.asp(?CasaVeern=201714613mm
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Ty PO Box 46270
- X | Minneapolis, MN 55344-9956
Y Tel: 952.835.1288

www.esgstaffingsolutions.com

employer solutions staffing group..

New Hire Application
Personal Data~— PLEASE PRINT LEGIBLY IN INK

LastName _J ) First Name JAr] shny/e ) Middle Initial )
Street Address%_éﬁ”éﬂiﬁ I s, AptiSte

City/State/Zj Social Security Last Four XXX-XX@?

Phone Numbar<7£g?£ 23 G5 2 (g Email Address hﬁ@m&j_@_gmd@m\

Staffing Agency/Recruitment Partner QM fc')

All offers of employment are conditional on satisfactory proof of identity and legal abili to work in the U.S.A.
Are you legally authorized to work in the United States of America? ﬁYES [JINO
Applicant Certification and Authorization
| authorize Employer Solutions Staffing Group (ESSG) to use the information and statements contained In this application to determine my

qualifications for employment. 1 authorize ESSG to make inquiries of my former employers, except as Indicated In this appilcation,
regarding my previous duties, responsibilities, performance, compensation and eligibility for rehire,

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

| certify that all statements made in my application are 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
congideration 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.

Hoshng  72nn beternz (. Jonn = SN
Name (Print or type) licant's Signature 4 Date

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

For ESSG Office Use Only
DOH NHW I8 8850 ws
Emergency Contact Info Background Release Form Background Results Unemployment Letter ESC Application
(if applicable)
For ESSG Client Use
DOH ROP Work Site Loc. WC Code

ESSG - CMG Rev, 042017



Form W4 (2017) Gresir han §3,0500087" * SUPPlemertl weges norwads o, such e e e ourt of

Basic instruotions. If you aren’t exempt, complete conslder making estimated tax ents using Form
Purpose. Complets Form W-4 so that your the Personal Allowsntes Workshast balow. T 1030'5555.3“:.??‘;90};:,*&'{}% o,
I Yo . Conae Do & e B ISrahestson page 2 e st vour anufy coma:seeFu. 630 o vt s
W-4 each year and when your personal or finanofal deductions, certain credits, adjustments to Income, adjust your withholding an Form W-4 or W-4P.
sftuation changes. or two-eamers/multiple jobs sftusations, Twr?deamem or mulﬁpletag‘)s. I )lmg I}Igva am
Exsmption from withholding. if you are exempt, Complets all worksheets that apply. However, you totay g 8pouss or more than ans job, figure the
complete only fines 1, 2, 8, 4, and 7 and sign thpat may i fewer (or zero) allowa:ggg For mgulary M“'a"""g‘s ;fsl‘,"f a"°m%y%m:| o:glt'o claim
form to validata it. Your exsmption for 2017 explres wages, withholding must be based on allowances 3&'_4 o wih :lvd? wmbe)l{nost oy
February 15, 2018. See Pub. 605, Tax Withholding you claimed and may not be a fiat amount or when a"‘g"wm"g::'i'ﬂed Ll Forranosvu-’?e
and Tax. percentage of wages. for the ighest paying job anl zer allowances are
Note: if another person can claim you as a dependent Head of housshold, Generally, you can claim head ciaimed on the others. See Pub. 505 for detalls.
on his or her tax retum, you ean't claim exsmption of househoid filing status on your tax return only if Nonresident allen. if are a nonresident all
from withholding lfmmr ingome exceeds $1,050 you are unmarried and pay more than 50% of the Notice 1985 Su lemye.}rlgal Form g lnshuuﬁgnn'asf:?
and Inciudes more than $350 of uneamed incoms (for costs of kesping up a home for yourssif and your Nonresident Allens befors completing This for -
example, Interest and dividends), ga e2g1 sforpﬂotﬁer qualif)gg?d ".‘_-ﬂ.}','f;'ﬂ”* e cnn . e, l "’A ﬂ':rp “io Sy
ub, 501, ons, Stan jon, an eck your withholding. ur Form W-4 takes
s, An emp'”f’“ may be abie to clalm Flling Information, for information. effect, use Pub, 505 to 560 how The ameimt you are
exemption from withholding even if the employee is having withheld com 10 your projected total fax
a dependent, if the employee: e Yo mmgr,gbm;’ggﬂs Into for 2017, Ses P & especialy 1 your earmmgn
* Is age 85 or older, withholding Sllowaroes, Credits for child or dependent exceed $130,000 (Single) or §180,000 (Married),
» |s blind, or care expenses and the child tax credit may be olalmed Future developments. Information about any future
e Gocubtons o o o e Samu 8o oo M sy LUSoB TS i o 0 g
ftemized deductions, on his or her tax retum, c;?dug into withholdi aum’,‘,m‘f.& el a%g www.lrs,goviwd. P

Personal Allowances Worksheet (Keep for your records.)

A Enter “1” for yoursslf if no one else can claimyouasadependent. . , , . . . gt d o 6 o o o A [
* You're single and have only one job; or

B  Enter*1”if { * You're manied, have only one job, and your spouse doesn’t work; or } B B
*» Your wages from a second Job or your spouse’s wages (or the total of both) are $1,500 or less,

C  Enter “1” for your spouse. But, you may choose to enter “~D-" if you are married and have efther a working spouse or more

than one job, (Entering *-0-* may help you avoid having too iittle tax withheld) . . . . ., ., . . . T

D  Enter number of dependents (other than your spouse or yourself) you will claim on yourtaxretum. . . , , . D

E  Enter 1" if you will file as head of household on your tax retumn (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 child support payments. See Pub. 503, Child and Dependent Care Expenses, for details,)
G Child Tax Credit (inciuding additional child tax credit). Ses 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 eligible child; then less *1” if you

have two to four eligible children or less 2" if you have five or more eligible children.

* If your total income will be between $70,000 and $84,000 ($100,000 and $118,000 if married), enter “1” for each eligiblechild. G
H  Addines A through G and enter total here, (Note: This may be different from the number of exemptions you claim on your tax retun.) » H

® if you plan to itemize or claim adjustments to income and want to reducs your withholding, see the Deductions
Foraccuracy, | and Adjustments Workshest on page 2.

complete all ® if you are single and have more than one job or are married and you and your spouss hoth work and the combined

worksheets eamlnFs from all jobs exceed $50,000 ($20,000 if married), see the Two-Earners/Multiple Jobs Worksheet on page 2
that apply. to avoid having too littfa tax withheld.

® If nelther of the above situations applies, stop here and enter the number from fine H on line 5 of Form W-4 below.
Separate here and give Form W-4 to Your empioyer. Keep the top part for your records.

- w_4 Employee’s Withholding Allowance Certificate OMB No. 1545-0074
orm
Teasury » Whether you are entitied to claim a certaln number of allowances or exemption from withholding Is
mm?gmm 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_nama and middie l.rﬁu: Last name 2 Your soolal security number
J Tono 409 -5853)
Home acidress (number and strest or rurel routs) ¥l singe [T Mamisd L] Married, but withhold at higher Single rate.

hl I.S 52/8 Tr P S v Note: if manied, but legally saparated, or spousa is a nonresidant alien, check the “Single” box.
City or town, state, and ZIP code 4 Wyour last name differs from that shown on your soclal security card,
LE (= N7 2 check here. You must call 1-800-772-1218 fora replacement card, P>
& number of allowances you are claiming (from line H above or from the appllcable worksheet on page 2) 5 S
6  Additional amount, if any, you want withheld from each paycheck . . . . . . ., . . . ... (&8
7  lclaim exemption from withholding for 2017, and | certify that | meet 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 tax llability.
f you meet both conditions, write “Exempt” here . I S S S k2|
Under penalties of perjury, | declare that I have examined this certificate and, to the best of my knowiedge and beiief, it is true, comrect, and complete,

Employee's signature o L » ] By
(This form Is not valid unless you sign it.) 1 - Date »- 5@& - (7
8 Employer's name and address (Employer: Oﬁmplete lines 8 and 10 only if sen ng to the IRS.) 9 Office code (optional) [ 10 Employer Identification 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 1-9

U.S. Citizenship and Immigration Services ol

P> START HERE: Read instructions carefully hefore compl

eting this form. The Instructions must be available, either In paper or slectronically,
during completion of this form. Employers are llable for errors In the completion of this form.

ANTI-DISCRIMINATION NOTICE: Itis ilegal to discriminate agalnst work-authorized Individuals. Employers CANNOT specify which
document(s) an employee may present to establish employment authorization and Identity. The refusal to hire or continue to employ
an Individual because the documentation presented has a future expirstion date may also constitute illegal discrimination.
Sectlon 7. Employee nfarmation and Atteatation (Employees musl hamypiets and sigh Section 1 of Parm |-
than the firat day of employmisnt, bt ndl befors ancspting a jok afer,) k

Last Name (Family Name) First Name (Given Nams) Middle.lnitial B bther Last Namals Used (if any)
2NN ) SPINLD J
Address (Strest Number and Name)

rar g Apt. Number | City or Town State ZIP Code
BLLY Ml 7S C%ﬁgyf M| S50/8
Date of Birth (mm/ddfryyy) | U.S. Sodial Security Number Employes's E-mall Add| Employee's Telephone Number
04-29- /779 \Fhid- BB - 3:3)2-95¢ |
I am aware that federal law provides for imprisonment and/or fines fo.

r false statements or use of false documents in
connection with the complietion of this form.

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

I:] 2. A noncitizen national of the United States (See instructions)

D 3. A lawful permanent resident {Allen Registration Number/USCIS Number):
[[] 4. An aften authorized to work _until (expiration date, if &

pplicable, mm/dd/yyyy):

Some allens may write "N/A” in the expiration date field. (Ses instructions)

Allens authorized to work must provide only one of the following document numbers to complete Form I-9; ,,,ﬁ‘:,"v:,’,g:;,f;':,?ggm

An Allen Registration Number/USCIS Number OR Form 1-94 Admission Number OR Forsign Passport Number.

1. Alien Registration Number/USCIS Number:
OR

2. Form 1-84 Admission Number:
OR

3, Forelgn Passport Number:

Country of Issuance;
Slgnature of Empioyee - » Today's Date (mm/dcwyyy)aﬁ_“ 'g : i
{Ffebdréf andlor Translator Gertiicalion (aheek one) TR = ' '
4K not yime 4 preparer or franglator.

[ A Brenarer(s) andfor tahatatar(s) eesisled the employéa in ghmpleling Sedtin 1.
(fleids below must he compisted and signed whan preparérs snéAr translatorg easist an emplayéa jn pampleting Saatien 1.)
Ifattest, under penaity of perjury, that | have assisted in the completion of Section 1 of this form and that to the hest of my
knowledge the information Is true and correct.

Slgnature of Preparer or Translator Today's Date {(mm/ddpyyy)
Last Name (Family Name) First Name (Given Name)
Address (Street Number and Name) City or Town State ZIP Code

@ Ebgp!o:yér Conq:létes Next Page @

FormI9 11/14/2016 N



USCIS
. Form 19
OMB No. 1615-0047

penalty
{(2) the above-listed document{s) appear to he genuine and to
employee is authorized to work In the United States.

ListA :

Identity and Employment Authortzation ; Employment Authorization

Document Title —
| D Ve
Issui {
il e of MA) “mimpdy N
et s |V oee e s< < O ¢ -59S
Expiration Date (# any)(mm/dd/yyyy) (| Expiration Date (if any)(m Expiration Date (7 any)(
OL{*QQ—?CJ(% : M/K
Document Title ' t
e Authority Additional Information Pyl

Document Number _
Expiration Date (i any)(mm/dd/ryyy)
Dw Title o
Issuing Authority
Documsnt Number
Expiration Date (# any)(mmitidiyyyy) f
Certification: | attest, under of polj. that (1) | have examined the document{s) presented by the ed employee,

) above-nam
mlatsmmsemployeonmned, and (3) to the best of my knowlsdge the

ployment (mnvdd/yyyy): 0SS -2 o-201 ? {Seolnwucﬂomformmpﬂnm)
Repressntative Today's Datefmmidyyyy) 'mleofEmployerorAum:)r Representative
OS -2.b-201) Lcrurtew
of Employer or Authorized Representative Employer's Business or Organization Name
(N_:ntht; ot tls . EMPLOYER SOLUTIONS STAFFING GROUP LLC
Employer's Business or Organization Address (Street Number and Name) ayorTown ' State ZIP Code
7480 FLYING CL DRIVE SUITE 200 MINNEAPOLIS MN ggy
‘. e 8 p , Ty e ..-:e_’.- ) r: ‘\%&:’,“» 3 ::,q,:.,,}l- a _;;.)_‘;-:_: i &Av}'- i > D ol s “ i 3 F -.‘_-'\s\ 5
Last Name (Family Name) Name (Given Nams) Middle Initial | Date (mmiddyyyy)

| attest, under penaity of perjury, that to the best of my knowiedgs, this em
the employse pressnted doocumentys), the document(s) | have examined a

ploynloauﬂlorludlomrklnﬂllunltadsm,andlf
ppear to be genuine and to relate to the individual.

Signature of Employer or Authorized Representative

Today's Date (mm/idryyy)

Name of Employer or Authorized Represaniative

Form 19 11/14/2016 N
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This card belongs to the Social Security Administration and you must
return it if we ask for it.
Ifryou find a card that isn’t yours, please return it to:

.. Social Security Administration
¢ P.O. Box 33008, Baltimore, MD 21290-3008

Fot d-l'l'y'noihet:-S(;ciul-'S'ecurity business/information, contact your local

. Sociph Seertity office. 1f you write to the above address for any business
. othes fhiin :gggtjﬁiqg a found card you will not receive a response.

: Socla_i gécizﬂtykdiﬁln‘strntion

Form §8A-3000 (08-2011) ﬁ G68671695 -

3

e
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"ot m——ereang swUMWGED WRIVER 'S LICENSE

InenmiRicATIO N Caro/InsTRucTION PErMIT

=N - TYPE RX# _ : : nigl :
_ . |/ARE6 . Ceo.  7estspasseD | (3.McormavaL ,.Wm?mz».w _
70| B Y S ﬁ _ EHAEDAMUSEONY) | [ MC RENEWAL - |7C1 PASS Wi
LLEZEI7) | Ba - oouwe Wb _ | O AooRmemove | r3 INCoMpLeTE
7= | | OB - Dous e = O] ATTACHED:
: oc [IBUP  []mEGP : o
D ODuP QoK FEES PAID .
FROV [JOUP- []AR APPLICATION = —spnme

O OouP  [JcomB :
'CIMBOP - CIDUP  [J DBL/TRIPLE $ e, .M M@m Qo
ftap . - [CIPASSENGER OTHER FEES

CREGIP Osciodtpus | M saenvs | ACLATN
__ - SRR A S S B S SR W sl - CITANKER. | $ R S R
Ny e ok SR Vi LCISENIGR .. Oowr - REIN FEE  GFHER

oy ST T N R by S gk “| Ot Moty DRt | $

N ; . 5 T a AT A {; [l SNOwMmoRILE ed
anf ) x.*\ua H€. mﬂﬁ:\u&.\ . MIN 1 ST 0! %E EIREA 'RT Waived ‘ORGAN DONATH :
—55:58.:..§g§E§§§¥§§§§§.§!aggggagg —— — - s m R | ——e S A
Nusmrg - Suer i e oS Qless Heﬂ.ﬂ"ﬂm mzﬁwi : - Exp. le m\V |
s 3 o2 - 4] 1 vme pravided All privacy wam ings.as.required by stats %n.awniaiwgagaa,ﬁw%ﬁ. M/ ,

‘constituies consewt to rgistration wit the sslactive Servih systin, if requirerl by federatlaw: | versiyth
the information on this-application-ia vorrect. 1 {am.applying &m-&:ﬂgn  privifeges, { ath aware of thi d 3
; A i 189.444 regarding the safefy of childrerr around ‘schoal buseg,

.-. ._. \:..‘K -_....N u

= < oRr- T icliclnig

Visit S.mn.gov to: : { THIS DOCUMENT 15 A RECEIPT £OR THE TYPE OF CARD INDICATED; E
e k the status of your driving privileges o _AND IS NOT A STANDALONE IDENTIFICATION DOCUMENT
: dufe a road test . - SR S EW?WW#&@&@:&%% an invalidated previous license, instruiction
e i T = w | PRIt GriD card, may be used s identifieation, - |
- Q ‘Questions? Contact Us: "IE * This geceipt s valid for the type of card indicated, when stamped with the

proper validation stamp, for a maximum of 60 days from the application .

.u:.@mﬂ:mm Questiohs: 651-297-3298 * date shown above,

fnﬂmﬂ«mﬂﬁﬁ.é\mnmc—m 24/7 651-284-1234 s *-This recejpt is void if the applicant is not in noaw‘.mm_._nmi? all restrietions "
DVSLocations; - 651-297-2005 3 indicated on the drivingrecord. . - _ sl

Mbofor Vehicle Questions:  651-297-2126 *  Notvalid as Enhanced Drivers License (EDLY for border crossings. -
TOD/TTY: | ° 651-282-6555

..sa.ao_%»._.._%%&mmu_.aam_ﬁ ?&Eﬁ»ia&aﬁﬂ
used for border crossings, .-~ . X L

ASNFOM MM

pars o S

;.
SISt e
nEFITI Ps33100-36




EMERGENCY CONTACT INFORMATION

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

Employee Name: bﬁm 7@ ML V4 _C)Qn

Address: —%&__&_M&]dp —Tm .
Home Phone; \ﬂ 1&3 -2/ 'QS 7 g

o EMERARNEY GONTACT] T Em
' Please list two pqaple (in priority drder) who goul bie pantacted jh case pf an emqrgency
Contact #1 Home Phone:
Name%.nu %nn Cell Phone: (/2. ’cQBI" Q 7@49
Relationship: s; 5+e/- Work Phone;
Contact #2 Home Phone:
Namezwm @éw y} Cell Phone:ﬁgé/& ’337 Jg‘/’}?
Relationship: fAil.gr) 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.
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employer solutions staffing group..
Wage Payment Method Authorization (Minnesota)

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

Nat&DIrectDepnsitacmmtsmaytakeup 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,

806

[ Chocking [ Savings [ Other

Tohelpnsavoidmnldnganenm,pleaseattachacopyofavoidedcheck. (a depnnitslipwillnotwork)
If you change banks, donntcloseyomoldbankaocoumnnﬁlyunrdirectdeposithnsstartedatthenewbmk,whid:_maytakeZpaypmiods,
SECTTEN

Initial Date

P PANROIT BDIRIE GARRP (GEOBANL GASITEARD)

ayroll Debit Card A izati
Cardtopuyyomwages.meummbcﬁon,ﬁeﬁnmmﬂWmmaymkyouhmwdethemadeﬂxdemﬁmon rmation so they can
your

transactions, On your first payday, you will Teceive 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 Payroll Debit Card will be reloaded on each payday you receive
wages,

CARDHOLDER INFORMATION (as You want your Payroll Debit Card to be issue i '
First Name MI. LastName ' Date of Birth

Street Address poBox NOT ACCEPTARLE)

Social Security#
City State Zip Cell Phone (mobile)
RECEIPT OF PAYROLIL DEBIT CARD (to be completed when you pickup your Payroll Debit Card)
Payroll Debit Card Ronuting # Payroll Debit Card Acconnt #
073972181

ctly deposit my periodic wages/compensation Payments, net of required tax withholdings, other required withholdings
or autharized deductions, into my account(s) as designated above and to initiate, if necessary, debit entries and ad

ljustmentsfor any credit entrieg
mads in error to my account(s). * E-mail is required for pay stub information.

*E-mail: L4 ) \/ : "7 @ IV (/ {
used 1o/

rmation will only be send aystbs onically

Employee's SignatureMMéﬂ_L Date: 5§? '/ q




e ———————— e e

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 Em ployment 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 education, work history, professional
licenses and credentials, references, address history, social security number validity, right to work, crimi-
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 origj-
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 info_n'nation requested below to identify yourself for BGC.

Printed name: m‘?ﬂna \7@1’7 7 NN
First Middle (LI Last
none)

Other names used:
Current county of residence:

Current and former addresses:

Y or e
from Mo/Yr to Mo/Yr

S/

éfrom Mo/Yr
/90/4 X 4 5 (P N SR
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.

04 -99-) 599G GI> -G 5

Date of birth Social security number
! 7 ri5HG. N
Driver’s license number & state Name as it appears on 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: [1.

Qotors (). S I 07




empioyer solutions staffing group..

TATE OF CONFIDENTI

This agreement made this2 {2 day of M\ our ,201_/ between
Employer Solutions Staffing Group LLC, hereinafter réferred 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.

- -~

Eployee Signature

tafﬁng(-.‘-rj LC, Representative




employer solutions staffing group..

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

AGREED/SE ACUERDA—

Name/Nombre (con letra de molde)%w
SignaturelFima: Y 4 2 > Aoy 3D




empio}'er solions staffing group..
INJURY MANAGEMENT PROGRAM

Injured Worker’s Responsibilities

As your employer, we are concemned 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 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.

Noﬂﬂ your employer immediately of any new injuries or conditions that impact
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 physiclan must complete a
Report of Workability.

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

- -~ f

. A". V 4 d /.- (/9 & : 4
Printed Name: NSV Tz Tinn



o 0850 Pre-Screening Notice and Certification Request for
A B st 2 the Work Opportunity Credit OMB No, 1645-1600

ﬂ?é’ﬁ,’émﬁx.ﬁ%mﬁ"” > Information about Form 8850 and its separate instructions is at www.irs.gov/formasso.

Job applicant: Fill in the lines below and check any boxes that apply. Complete only this side.

varnene Wristing Jean Jinn  scaseynmer 470 GREES)
Street address where you live %M‘f TI"- 5 ’ v

Clty or town, state, and ZIP code ¢ ﬂf‘f?j(?}{é’ (C."?rw HM 5 5 D’ /__r 72

County @Mgm Telephone number 2!2 g = 22 &ﬁé 2 "a

If you are under age 40, enter your date of birth (month, day, year) DL/ 'QQ‘ 79

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

® | am a member of a family that has received assistance from Temporary Assistance for Needy Familles (TANF) for any 9
months during the past 18 months,

* lam a veteran and a member of a family that received Supplemental Nutrition Assistance Program (SNAP) benefits (food
stamps) for at least a 3-month period during the past 15 months,

* | was referred here by a rehabilitation agency approved by the state, an empioyment network under the Ticket to Work
program, or the Depariment of Veterans Affairs,

* Iam at least age 18 but not age 40 or oider and I 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 & 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.

® | received suppiemental 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.

8 [ Check here if you are a vsteran 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 discharged or
released from active duty in the U.S. Armed Forces during the past year.

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

6 [ Check hereif you are a member of a family that:
* Recelved TANF payments for at least the past 18 months; or
* Received TANF payments for any 18 months beginning after August 5, 1987, 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 jaw limited the maximum time
those payments could be made.

7 [ 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 penaities of perjury, | declare that | gave the above Information to the employer on ar before the day | was offered a job, and it Is, to the best of my knowledge, true,
correct, and complete,

- » -
Job applicant's signature > W@Q@ﬂw 45 /—\D\.) Date ° }' 42_&,)’/ 9
For Privacy Act and Paperwork Retuction Act Notice, see page 2. Cat. No. 22851L Form 8850 (Rev. 3-2016)
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Form A (rev. 03/2017) TAX CREDIT QUESTIONNAIRE

EMPLOYER SECTION:

Client: Company:

Location: Position: Starting Wage: $
EMPLOYEE SECTION:

First Name: Last Name: Snffix: Street Address: City/State: Zip;

] Hillside Tz S.
Age: Have you worked for | If yes, ld¢ation:
. this company before?
0 9858571 4-2G5-719 | 38 | vall nag

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 Angust 5, 19977 (i yes, please provide information below.)
Name of the person receiving benefits: 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
(If yes, please provide information below.)
* Name of the person receiving benefits: —— Relationship to you;
City: County: State;

3. Have you received Supplemental Security Income (SSI) at any time within the past 3 months? N |
Please note, this is not the same as Social Security benefits (SS) or Social Security Disability (SSDI) benefits.
*Ifyou checked yes please provide a copy of your SSI documentation,

4. Have you received any type of vocational rehabilitation services within the past two years? O O
_ If'yes, please indicate which type of agency you worked with and provide their location information below:
[ Vocational Rebabilitation Agency [ Dept. of Veterans Affairs [] Employment Network (Tickst to Work Program)
NamoofAgency: ___ Phone# __
City: ____ County; —__ State:
*If you checked yes please provide a copy of your active Individual Work Plan and Ticket to Work documentation.

5. Areyou a Veteran of the U.S. Military? *If'yes, 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 - Prom: To:

Branch of Service:

Are you entitled to or are you receiving compensation for a service-connected disahility?
6. Have you been unemployed at any time during the Iast 12 months?

If'yes, dates of unemployment - From: To:

Did you receive unemployment compensation at any point during your unemployment?

If yes, in which state did you receive unemployment compensation? __

O
O

o o oo
O O op

7. Have you been convicted of a felony or released from prison for a felony conviction in the past 12 months?
Conviction Date: Release Date:
Wasthisa [] Pedoral or [] State conviction? If State - County: State:

——

Additional Tax Credis
IEC (Native American): Are you ar your spouse a member of a Native American Tribe? O |
Ifyou checked yes please provide a copy of your CDIB card,
CA Residents: [] Are you the child of fostar parents? [ Do you receive CalWorks? [] Workforce Investment Act?
[ Areyoua 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, I declars the information above to be true and accurate 1o the best of my knawledge, and 1 hereby aushorize any agency, organization, or

individuals to supply such verification or information that may be needed to determine tax credit eligibility 1o my emplayer, employer representative (Associated
Consultants, Inc. dba Retrotax), or the Department of Labor.

New Employee Signature: Date:




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 consultants submit this SAF to the State Workforce Agency with IRS Form 8850 or if filed
separately, with ETA Form 9061 (or ETA Form 9062) for each certification request filed for the new target
group,

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

New Hire’s Signature: M@MM%E 5’3@"/ ?
New Hire Name: 5ﬂ:§ﬁbﬁ4 Jean Tenn

Social Security Number: 470 —?3 '585—7

Employer Name:

Please check the statements below if they apply to you.

O  Ideclare that I was in a period of unemployment that is at least 27
consecutive weeks and for all or part of that period | received unemployment
compensation.

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

(Enter start date)

Privacy Act Notice;
The intemal Revenye Code of 1886, Section 51, as amended and its enacting legislation, P.L. 104-188, Specify that the State Workforce Agencies are the

.._..—..—-.—..—..—..—-._..—.._..—.._..—.._..—..—-._..—.._..—.._..—..—-._..—.._..—..—..—.-—..—.-—..—..

Persons are not required to respond to this collection of information unjess it displays a currently valid OM B control number, Respondents' obligation to
complete this form is required to obtain o retain benefits (P.L. 111-5). Public reporting burden is esfmated to average 10 minutes per response, Including the
fime for reviewing instructions, searching existing data sources, pathering and maintalning the data needed, and complsting and reviewing the collection of
Information, Send comments regarding this burden estimate to the U.S, Department of Labor, Division of Nafional Programs Tools Technical Assistance,
Room C-4510, Washington, D.C, 20210 {Paperwork Reduction Project 1 205-0371). Pleass do not submit completed forms to this address.

117-
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~ employer solutions staff INg 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 to
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 assignm nds. | also acknowledge that | have received
a separate copy of this form. (Initial)

’ 57

Eniployee Signature; Date:
r

Aristing . T- 70N

Employee (please print your name here)

CMG_SM - Rev. 09.2013



Acknowledgement of Receipt Antiharassment Policy

| 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 I may have about this policy. I'agree to comply with ESSG's policy on Antiharassment
and understand failure to comply is grounds for disciplinary action, up to and inciuding termination.

I 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 852.835.1288/1 -866.498.7573 in order to obtain
assistance In the resolution of such matters. '

Employee Name (Please Print)

Wristunz, TJean T3a0

Employee’s Signature:

—@@z)gmmdaz@m S )]




RECEIPT OF EMPLOYEE HANDBODK 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, policles and standards set forth in the
Handbaook.

| 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

lalso acknowladge that, except for the policy of at-will employment, ESSG reserves the right to
revise, delete and add to the provisions of this Employee Hanidbook, All such revisions,
deletions or additions must be in writing and must be signed by the CEO of the company. No

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.

I 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

agreement supersedes all prior agresments, understandings and representations concerning
my employment with the company.

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

DATE_Y 2 .—))

EMPLOYEE

. LY
NaVE__ACISHING . JEen TEoN
PLEASE FRINT
EMPLOYEE p
SIGNATURE_¢ W.m
ESSG

REPRESENTATIVE .|\




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. 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.

2. 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.

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

4. | am responsible for the information provided herein and will, upon my separation,
retumn this handbook to my ESSG Consultant.

Date;

24



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 fully

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. |

Hristine. J: Tano
Individual’s Name

&30 -/

Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



-
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" employer solutions staffing group.
@ Leveruging Resources ia o Changisig Market

LU M Y ST SPEaqeis ey

Enhanced MEC Plan_Plan 1

Benefits Enroliment Form O New Emp

Employece Information

Name (First and Last)

oyee [ Rehire Rehire Date

) ESNG gm)

Benefit Plan Administrators, Inc.

ﬂ’mmﬂl‘lhﬁm
"Rt ez Y0 fn, 845

Soclal Security Number

L Aristing. — Tdnn
Address

Please Select Desired Coverage:

City ~State p Codo
d_thllsdle Tz, S. |(otizeg N | EB0I
Gender Male Marital Status Single | Date of Birth Date of Hire
— bg;Femala O Married 7 Divorced e 'QQ"'? ?
S1&3-2/2-957%

D Employee Only - Employee+Spouse -

$24.00/Week $38.00/Week

Employee+Child(ren) -
$36.00/Week

Family -

Soctal Security # Birth Date | 58X Relaﬁonshilp
[ Male OSpouse [J chid
[First Name MT Last Name O Female O Domestic Partner
Social Security # Birth Date | Sex Relationship
O Mae ClSpouse [ Child
"X} Last Name [0 Female [0 Domestic Partner
Social Security# BirthDats | Sex Relationship
O Mais S [0 chid
FistNams Wi st Nams D] Femsle O "0 Dosmestic Partner
NAME OF PERSON COVERED (FIRST, LAST):
EFF. DATE
EFF. DATE
EFF. DATE

Employee Acknowledigement and Authorization - 1 hersby apply for the group benefit{s) as indicated. | acknowledge that all entries are true and complete and that
any misstatements or fallure to report information may be used as the basis for cancallation of covarage for me and my depandent(s),
effectiva date. Further, I authorize my employar to make the nhecessary payroll deduction of premiums for coverages | have elacted.

If any, from the original

IF ENROLLING - YOU MUST SIGN HERE

Date

must meet the requirements define

IF DECLINING- YOU MUST SIGN HERE

Employee Signature ‘}L/}‘A:/) Z;:l'_/l&g)

Employes Signature
EMPLOYEES DECLINING ﬁt | am DECLINING coverage

| understand that | and/or my deperfehts, if any, waive any coverage and desire to participate In the plan at a later dats. liwe may be considered a late enrollee and

In the Certificate of Coverage for the company's medical or dental plans. If I decline enrollment for myself or my dependents
(including my spouse) because of other coverage, | may, in future ba able to enroll myself or my depend

days after the other coverage ends. In addition, if a new dependent relationship forms as a resuit of marriage, birth, adoption,
of adoption, | may be able to enroll mysalf or my dependent, provided | request enrollment within 31 days of the event.

CLée) Tonr o =59 +7
Employer Soluffons Staffing Group Health Benefits Team

In this plan, provided | request enrollment within 31
placement for adoption of parting suit

7301 Ohms Lane Suite 405

Edina, MN 55439

Phone: 952-767-8519 Fax; 852-767-9515
Email: Health@employersoluﬁonsgroup.com



fixed Indemnity Medical Benefits_Plan 2
>’ VS 219301-ESG-1 OFFICE USE ONLY LOCATION RehireDate____/__ ¢

ENROLLMENT FORM ESC CU(UNAC-MN) P1 v18.2

R e e N e TS PRINT USING BLACK or BLUE INK (Must Be Filled Out) N
Name - ' | Social Security # Home Phone

_WAristing Tanon | 10 -Sg-5857 "8 22557 MK
Addr i i Apt. #
B8 Hillsde Tr. S t

City State i Zip e of Birth
__Goltnge Eror AL * Aol B

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

DYesD No. If Yes, please continue.
Medicare Effective Date

’Kl-ame of Covered Person (s): i
A 2. 3.

You MUST select a coverage level before any benefits in Section C. Your coverage level for the all benefits in Section C will be
identical. The Fixed Indemnity Medical Plan, 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.

C. LIMITED BENEFITS PLAN SELECTION Payroll Deducted Weekly Rates

SELECT COVERAGE LEVEL Fmﬁ;ﬁgﬁf!"" DENTAL VISION TERMUFE | SHORETERM
E Emplbyee Only D \ -520.25 m $6,17 m | $§Az @ ‘ $0.60 $4.20 6‘%
Employee +1 [ | $41.10 $12.34 $4.92 $0.90
Employee + Family [:] $54,88 $20.36 $6.56 $1.80
NOtoALL Benefts BRI} [ T¥es [INo | [T¥es [INo | Clves [Ine [es CINo | [Clves Cno

1 This covera-ge is not éy_ail bl—;to_r‘é'sidents of NHT HI, or PR. 2STD is not available to persons who wc;rk in CA, Hi, NJ, NY, or RI

For Term Life / Accidental Death & Dismemberment, please write in y;meneﬁdaw?n;ormaﬁon. Accidental Death &
Dismemberment is part of the Term Life Benefit.

Name Relationship

D. REQUIRED DEPENDENT INFORMATION

Name | Social Security # ' Date of Birth Sex : Relationship

P . .,...4...__./._..{ T E/l:l '[Jspouse []child [ ] Domestic Partner
Name Social Security # ' Date of Birth | Sex ' Relationship

. Sl U o ! MI[F] ;[ 1Spouse [ Jchild[] Domestic Partner
Name Social Security # | Date of Birth ; Sex ! Relationship
o e ek 0| [MI[F] [ spouse[Jchid[]Domestic Partner
Name I Social Security # | Date of Birth | Sex | Relationship
R s Spouse[ ] Child [ ] Domestic Partner

RSV Yo VST icii A bATs, EVEN iF V0 DECLINE COVERAGE
I have read the benefit packet and understand its limitations. | understand that open enrollment is only available for
2 imited fime and | understand that making no benefit selection s a declination of coverage.

oae 032620172 | psonanre Py, o)) a3

This is an Essentlal StaffCARE Enrollment Form.



