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

www.esgstaffingsolutions.com

¥

Tetyae

ernloyer solutions staffing group..

New Hire Application

Personal Data-- PLEASE PRINT LEGIBLY IN INK

Last Name _Perkins First Name _torrence Middle Inftial ™ ___
Street Address 3105 zenith ave north Apt/Ste

City/State/zip _Minneapolis mn 55422 Sooial Security Last Four XXX-XX- =5 7S
Phone Number 6124079019 Email Address torrence.perkins@yahoo.cgin -

Staffing Agency/Recruitment Partner ____ NONe

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

| authorize Employer Solufions Staffing Group (ESSG) to use the information and statements conteined in this application to determine my
qualifications for employment. | authorize ESSG to make inquiries of my former employars, except as indicated In this application,
regarding my previous duties, responsibilities, performeanos, compensation and eligibiiity for rehire.

| underetand thata oomprehenalvehackgroundcheckmaybeconductadmdstemlnamyeuglbmtyfnrmabycanaln cllents of ESSEG,
Thisn:aymudebmtsnmmrlibdto.mmigaﬂomofcﬂnﬂmlandlwmnwmunmmrds,dﬁvhgreuordsandloradmgmenteﬂas
required by clients, government regulations or by ESSG policies.
lreleaseEsseando!hsrpersmorenﬂuasﬁnmanyo!amthatmigmmbasedonESSG'sdeclsiuntooonduntabaekgroundmed(.
Ieenﬁymatanstatemamamdalnmyappﬂcaﬁonarehueandawumteanﬂﬂmtihavenotmlﬂedanynmteﬁal information.cr provided
felse or misleading information, | understand thet any material omission or misrepressntation will result In my disqualification from
eonﬁdefaﬂonforemploymentor.lfdlseoveredaﬂerlbeglnemploymam.wmrestmtnmytannlnaﬂon.

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

torrence perkins W Mar 15, 2018

Name (Prntor type) - Applicant's Signature “Date
A copy or facsimile {"fax") will be considered the same as an original signature, Emall will ONLY be used for smployment correspondence
For ESSG Office Usae Only

DOH NHW 19 8850 w4

Emergency ContactInfo | Background Release Form Background Results Unemployment Letter ESC Application

{{f applicahle)
For ESSG Client Use

DOH ROP Work Site Log, WC Code

ESSG - CMG-NSTW4 Rev. 0412017



using this caloulator if you have a more
complicated tax situation, such as if you
have a working spouss, more than one job,
or a large amount of nonwage income
outside of your job. After your Form W~4
takes effest, you can also uss this
caloulator to sse how the amount of tax
you're having withheld compares to your
projectad total tax for 2018. If you use the
oalculator, you don't need to complete any
of the warkshests for Form W4,

Note that if you have too much tax
withheld, you will receive a refund when you
file your tax retum. If you have too fittle tex
withheld, you will owe tax when you fila your
tax return, and you might owe a penalty.
Filers with multiple jobs or working
spouses. If you have more than one job at
a tims, or if you're manried and your
spouse I8 also working, read all of the

Form W-4 (2018)

Future developments. For the latest
information about any future developments
related to Farm W-4, such as legislation
enacted after it was pubiished, go to
www.irs.gov/FormW4.

Purpose., Complste Form W-4 so that your
employer can withhold the corraot federal
incoms tax from your pay, Consider
completing a new Form W-4 each yeer and
when your parsonal or financial situation
changes.

Examption from withholding, You may
claim exemption from withholding for 2018
it both of the following apply.

» For 2017 you had a right to a refund of al}
federal Income tax withheld beoause you
had no tax liabifity, and

» For 2018 you expeat a rafund of il instructions Inoluding the instruotions for
fadaral income tax withheid beoause you the Two-Eamers/Muitiple Jobs Workshest
expeot to have no tax liabliity.

before beginning,

Nonwage income, if you have a large
amount of nonwage Income, such as
Interest or dividends, consider making
estimatsd tax payments using Form 1040-
ES, Estimated Tax for Individuals,

if you're exempt, complets only linss 1, 2,
8, 4, and 7 and sign the form to validate it
Your examption for 2018 expires Fabruary
16, 2019, 8ee Pub, 505, Tax Withholding
and Estimated Tex, 1o leam more about

m&m“ Quallfy for exemption from Otherwise, you might owa aditional tax.

: Or, you can uss the Deduotions,
General Instructions Adjustments, and Other Income Worksheet
If you arer’t exempt, follow the rest of on page 8 or the caloulator at www./ra.gov/

W4App to make sure you have enough tax
withheld from your pasycheck. if you have
pension or annuity income, see Pub. 605 or
use the caloulator at www.irs.gov/W4App

thesa instructions to determine the number
of withholding allowances you should claim
for withholding for 2018 and any additional

amount of tax 10 have withheld. For regular

‘o find out if you should adjust your
e ﬂmﬂmﬁaﬁ: bm”ayedn:t"b, 4 wihholding on Form W-4 or W-4P,
fiat amount or parcentage of wages. Nonresident alien. If you're a nonresident
allen, see Notice 1892, Supplemental Form
wmuﬁomzoma;ow "W-4 Instructions for Nonresident Allens,

tax withholding more accurately. Consider before completing this form.

Form W"'4

Separate here and give Form W-4 to your employer. Keep tha workeheet{s) for your racords,

Employee’s Withholding Allowance Certificate

Specific Instructions

Personal Allowances Worksheet
Complets this worksheet on page 3 first to
determina the number of withholding
allowances to ofaim,

Line C. Head of household please note:
Gerierally, you can olaim head of
househoald filing status on your tax return
only if you're unmarried and pay mere than
50% of the costs of keeping up a home for
yoursslf and a qualifying Individusl, See
Pub. 6501 for more information about filing
status.

Line E. Child tax credit. When you file
your tax return, you might bs aligible to
claim a credit for each of your qualifying
children, To qualify, the child must be
under age 17 as of December 31 and must
be your dependent who lives with you for
mora than half the year. To leam more
about this credit, sea Pub. 972, Child Tax
Credit. To reduce the tax withhsld from
your pay by taking this credit into account,
follow the instruations on line E of the
workshest. On the workshsat you will be
asked about your total Income. For this
purposs, total income includes all of your
wages and other income, inclucding income
earned by a spouss, during the year.

Line F. Gredit for other dependents.
When yau fila your tax retum, you might be
eligible to claim a credit for each of your
dependents that don't qualify for the child
tax cradit, such as any depsndent childran
age 17 and older. To learn mora about this
credit, see Pub, 505, To reduce the tax
withheld from your pay by taking this cradit
into account, follow the Instructions en line
F of the workshest, On the worksheet, you
will be asked about your total income. For
this purpose, tata! income includes all of

OMB No, 1646-0074

RAD ot e Ty it g‘;:byﬂm ;&mm“ﬁ?§%mmﬂam&m2w&ﬂﬁé 20 18
1 Yourfirst nams and middie inftial Lastname 2 Your souial security number
torrence ! perkins 394083575

Home address (number and street o rural route) 8(@Single (Y Maried ()] Manied, but withhold at higher Single rate,

310512215 ave north ' g Notes if married fifing separately, check *Manied, but withhold at higher Single rate.*

City or town, state, and ZIP code 4 ityourlast name differs from that shown on your soolal security card,

minneapolis mn 55422 |

check here, You must call 800-772-1213 for a replacement card, ’g‘

8§ Tatal number of allowances you'ra claiming {from the applicable workshest on the following pages) . . .
6  Additional amount, #f any, you want withheld fromeashpayoheck . . . . . . .
7 lciaim exemption from withholding for 2018, and | certify that { mest hoth of the follawin,
* Last year | had a right to a rafund of all federal income tax withheld because | had no tax liabllity, and
» This yeer | expeot a refund of all federal income tax withheld because | expect to have no tax Ilahlll_ﬂ_y.

7

If you mest both conditions, write “Exempt®hers. , ., ., .

4 » v s e

g conditions for examption.

I5 4
Y]

¢ e s 4 e .

. o »

Undar penalties of perjury, | declars that | have axamined this certifioate and, to the

of my knowladge and bellef, it is true, comeat, and complate.

Employes’s signature Loprangs bariinl
{This form s not valid unless you sign t) p _ i rise ez gates M7 15,2018
a loyer's o add; Complete boxes 8 and 10 i ssndin gomplete 8 First of 18 Employar idantification
Eonnpe:{'s. m '?l??l aendlm(%&a of New Hires) . Jeladd empmam nunber (EIN)
For Privacy Act and Paperwork Reduction Act Notice, 8ee page 4 Cat. No, 102200 Form W4 (2018)



m‘ DEPARTMENT W-4MIN
OF REVENUE

2018 Minnesota Employee Withholding Allowance/Exemption Certificate

Employees

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

* Claim fewer Minnasota withholding aliowances than your faderal allowances

» Clalm more than 10 Minnesota withhelding allowances

* Want additional Minnesota tax withheld from your pay each pay pariod

¢ Clalm to be exempt from federal withholding ar clalm to be exempt from Minnesota withholding

* Do not complete this form If you are clelming the saime number of Minnesota allowances as federal and the number claimed is 10 or less.

Employae’s first nama and inittal lastname Employte’s Sottal Seeurity number
torrence perkins ) 394083575

Permanent address Marital status fcheck one box)

3105 zenith ave north O wniﬁm“”'*i'mm*“

Gty State ZIP code Married

minneapolis mn 55422 S

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

{2 section 1 ~~ Determining Minnesota allowances

Complete Section 1 if you claim fewer Minnesota allowances than your federal allowances, AND/OR if you want additional Minnesota withhold-
ing deducted each pay period.

1 Total number of federal allowances claimed on federal FOrM WS . ... .viereeereronssosesrsessonsesesd
2 Total number of Minnesota allowances {/ine 2 connot be more than line 3) ...... 00B000304 000000600600053 4
0
3 Additional Minnesota withholding you want deducted each pay period. ............... 0560900606000000 8 S

£ Section 2 — Exemption fram Minnesots withholding
Complete Section 2 if you claim to be exernpt from Minnesota income tax withhelding fsee Section 2 Instructions for qualifications). if applicable,
check one box belaw to indirate the reason why you befiave you are exempt:
1 meet the requirements and claim exempt from both federal and Minnesota income tax withholding,
Even though | did not clalm exempt from federal withholding, 1 clalm exempt from Minnesota withholding bacause | had no Minnesota

Income tax ltabiiity last year, | received a refund of all Minnasota Income tax withheld, AND | expect ta have no Minnesota income tax Jiability
this year,

[B My spouss is a military service member assigned to a miiitary location in Minnasota, my domicile (legal residence} Is in ancther state, AND |
am in Vinnesota solely to be with my spouse. My state of domicile Is
D | arn an American Indian living and working on a reservation,
1am & member af the Minnesota Nationa) Guard or an active duty US, military member and clalm exempt from Minnescta withholding on
my military pay.
| receive 3 military pension or other military retirement pay as calculated under Title 10, 1401 through 1414, 1447 through 1455, and 12733
and claim exempt from Minnesota withholding on this retirement pay.
1 certify that all information provided In Section 1 OR Section 2 is correct. | understand there Is a $500 penoity for filing a false withholding allow-
anre/exemption certificate. g

Employes's slignature 7 Date Paytime phone
Qe perin Mar 15,2018 6124079019

Employees: Give the completed form to your empioyer.

Employers

if you are required to send a copy of this form to the Department of Revenue {see instructions), you must enter the employer information below
and mall this form to: Minnesota Revenue, Mall Station 6501, St. Paul, MN 55146-6501. {incomplete forms are considered Invalid.) A $50 penalty
may be assessed for each required Form W-4MN not filed with the department,

Keep a topy for your records.
Name of employer 'Fedelalemmwermumnber(mu) Winnesota tax 1D number
Address City State ZiP code

(Re12/17) Questions?  Website: www.ravenue.state.mn.us, Email: withholdingtax@state.mn.us, Phone; 651-282-9988 or 1-800-657-3594,



m1 DEPARTMENT
OF REVENUE

Form W-4MN Instructions

Do not complete this form if you are claiming the same number of Minnesota allowances as federal and the number

tlalmed is 10 or less.

Employee Instructions

Should | complete Form W~4MN?

Complete Form W-4MN and provide it to
your employer, if you do auy of the follow-
ing:

* Claim fewer Minnesots allowances than
federal allowanoes (You may not claim
more Minnesota allowances than federa]
allowances)

» Claim more than 10 Minnesota allow-
ances
* Request additional Minnesota withhold-
ing be deducted each pay period
- * Claim to be exempt from Minnesota
income tax withholding (see Section 2
. instrucrions)

. Before you complete Porm W-4MN, deter-
mine the number of federa] withholding al-
lowances you are claiming on federal Form
W-4, Then, determine the number of yowr
Minnesota withholding allowances.
Canslder completing a new Form W-4MN if
your personal or financial sitvation changes.
1f you have not had sufReient income tex
withheld from yonr wages, interest and/or
penalty charges may be assessed when you
file your individual income tax return.

Your employer may be required to sub-
mit copies of your Form W-4MN to the
department.

Note: You may be subject to a $500 penalty
if you submit a fulse Forrn W-4MN.

Section 1 — Minnesota Allowances

Claim the correot number of allowances. If

you expect to owe mors income tex for the

year than will be withheld:

* olaim fewer allowances

* request additional Minnesota taxes to be
withheld from your wages (camplete line
3)

Section 2 — Minnesota Exemption

Your employer will not withhold Minnesota

taxes fram your pay if you are exempt from

withholding. To cleim exemption, you must
meet one of the following requirements:

* You mest the federal requirements; you
claim exempt from federal withholding
on Form W-4; you had no Minnesota
incoms tax linbility in the prior year; yon
recejved a fisll refind of Minnesota tax
withheld; and yon expect to have no Min-
Tiesotr incorne tax liability for the curremt
yesr.

» You are the sponss of a military member
asgigned to duty in Minnesots. you and
your spouse are domiciled in another
state (the same state ag one another) and
are presant tn Minnesora solely 1o be with
your active duty military member sponse,

* You are a member of ab American Indian
tribe living and working on the reserva-
tion of which you are an enrolled mamber.

* Your wages are for Minnesota National
Guard (MNG) pay or for active duty U.S.
military pay. MNG end active duty U.S.
military memnbers can claim exempt from
Mimesota withholding on these wages,
even if taxable federally. For additional
information, see Incame Tax Pact Shest
5. Military Personnel,

¢ You recelve a milltary pension or other
military retirement pay calculated under
Title 10, 1401 through 1414, 1447 through
1455, and 12733, If yon receive this
income, you may claim exempt from Min-
nesota withholding on this income even if
taxable fedarally,

Note: In order to avoid owing tax at the end
of the year, you sy not want to claim
exempt if you {end/or your spouse when fil-
ing a joint return) expect to have other forms
of income subject to Minmesota tax.

If you claim exempt from Minnescta with-
holding, you must provide your employer
with a new Form W-4MN by Febraary 15t
of each year.

If another person can claim you as a
dependant on his or her federal tax retum,
you cannot claim exempt from Minnesoia
withbolding if your annual income excesds
$950 end includes more then $300 of un-
earned income,

Use of Information

All information on Form W-4MN

is private by state law, Jt cannot be
given to others without your congent,
except to the Internal Reverme Service
&nd to other states that goarantes the
same privacy. Your name, address and
Social Security number are required for
identification. Information about your
allowsoees i required 10 determine
Yyour correct tax. We ask for your phans
number so we can call yon if we have a
question. .

Employer tnstructions are on the next page,



Employment Eligibility Verification USCIS

Department of Homeland Security OMf :ﬂggw
U.S. Citizenship and Inunigration Services Expires 08/31/2019

“
e —————————— T T R R

> START HERE: Reat instructions carefully before complsting this form, The instructions must be avallahle, either in papsar or electronically,
during completion of this form, Employers are liable for arrors in the complstion of this form,

ANTI-DISCRIMINATION NOTICE: it is llegal to discriminate against work-authorized individuals. Employers CANNOT specify which
document(s) an employee may pressnt to establish employment authorization and Identity. The refusal to hire or continue to employ
an individual bacause the documentation presanted hes a future expiration date may also constituts ilegal discrimination,

[Béctlon 1. Employee Information and Attastallon Empioyess must compiels and sign Seation 1 of FGM 1-9 o later
than the first day of employmient, but not before gecepling a job offsr ) i :

Leat Name (Family Name) First Name (Given Name) Middle Inital | Other Last Names Used (7 any)
perkins torrence m n/a

Address (Street Number and Name) Apt. Number | Clty ar Town Sls | ZIP Code

3105 zenith ave north n/a minneapolis mn 55422

Data of Birth {mmAddfyyyy) | U.S. Soctal Securily Number | Employee's E-mall Address Employes's Telaphone Number
08/19/1991 [padaze] T]- [TTT]| torrence.perkins@yahoo.com 6124079019

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

1 attest, under penalty of parjury, that | am (check one of the following boxes):
(®) 1. A citizen of the United States
ICl 2. A noncitizen nationsl of the United States (See Insiructions)

{2 3. A lawhul permanent resident  (Aflen Registration NumberUSCIS Number): n/a
!g 4. An allen authorized to wark  unt) (explration date, if applcable, mm/ddiyyyy): n/a
| Some allens may write "N/A" in the expiration date field. (Ses Instructions)

Aﬁeaaeu%oﬂzadhm&mndpmvfdem&rmwmammmmbmbmmmm : pscSony
| An Allan Regisiration NumberfUSCIS Number OR Form 1-a4 Admission Number OR Foralgn Pessport N - 2SO ONg0 Ty v

|
i 4. Allen Reglstration Number/USCIS Number: n/a
OR

o
| 3 Fom 194 Admission Number n/a |
l

OR
8. Foraign Passpart Number; n/a
Country of lssuance: n/a l

Stgnature of } Todays Date
STRIOYRS Gorpahce perons odays Dats (mmidhyyy)  Mar 15,2018

‘reparer and/or Translator Gertification (cheok one):
| did not use a preparer or transiator. (]] A preparei(s) and/or transiator(s) assisted the employes in complating Section 1.
(Fiefds below must be complsted and signed when preparers and/or transfators assist an employes in completing Section 1.)

1attest, under panalty of perjury, that | have assistad in the completion of Seation 1 of this form and that o the best of my
knowledge the Information is true and correct.

Signature of Preparer or Transtator Today's Date (mm/dd/yyyy)
Last Name {Family Name) First Name (Given Nams)
Address (Strest Number and Nams) Clty or Town Sials  {ZIP Code

@ .- f’mpiayqr C‘:ahvplez«e-s N“u;tjt nge i 0
Form1-9 0717717 N Page 1 of 3
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Employment Eligibility Verification USCIS

Depa meland Securi Form 1-9
T ofiHa . S ty OMB No. 1615-0047
U.S. Citizenship aud Immigration Services Expires 087312019

ection 2, Emplayer or AutRorized Represe ¥
(Eplaysrs or théir autiorized repres Ve musl complete and sign Seétion 8 within 3 business days of the emplayee’s first day of employment. You
imust phisically 6xamine ane dectiment List A OR & cambinatian of one dooument from List B and one documeént from List © as listad on the “Lists
of Agceptable Dacuments.") 3 3 !
Employee Info from Section 1 | 2% Nam® Name) [First Nama (Glven Name) K] Stz
ListA OR ListB AND ListC
Identity and Employment Authorization Identity Employment Authorization
[ Document Title Dotument Title Document Titls
Issuing Authority Issuing Authority Issuing Authority
Document Numbar Dacument Number Bocument Number
Expiration Date (@ any){mmiddnyyy) Expiration Date (7 any)mm/ddiyyyy) “Expiration Date (7 any)mm/ddiyyyy)
Dogument Title
Tesuing Authorly Additional Information ] LT
Documant Number |
| Expiration Date (7 any) (mmvoayyy) }
{
Document Title 1
esting Authority '-
Document Number l
Expiration Dats (if any)(mm/ddyyyy) [E ;

Cortification: i attest, under penalty of parjury, that (1) | have sxamined the document{s) presanted by the above-named employee,
{2) the above-listed document{s) appear to be genuine and to ralate to the employes named, and {3) to the best of my knowladge the
employes Is authorized to work in the United States,

The employes's first day of employment {mm/ddfyyyy): (See Instructions for exemptions)
Signature of Employer or Autharized Representative Today's Date (mmaiddyyy) | Title of Employer or Autharized Representaiive

Last Name of Employer or Authorized Representafive First Name of Employer or Authorized Representative Employer's Business or Organization Name
EMPLOYER SOLUTIONS STAFFING GROUP LLC
Employer's Business or Organlzation Address (Strast Number and Name) |Cily or Town State ZIP Code

7480 FLYING CLOUD DRIVE  SUITE 200 EDEN PRAIRIE MN 55344
Seqtion 3. Raverification and Rehires (To be complefed and ggned by employer or quthorized representative)
B, Now Nome (Fepplicable] ~_ ~ " " T T T i 5: Dajo of Rehke i eppticable)  ~ ™ -

Last Name (Famlly Neme) First Name (Given Neme) " [Wids i Dot (mmiddiyyyy)

DocumeniNumber Expiraion Date (7 any) (mmiidyyy)

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

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

Form1-9 07117/17 N Pape2 of 3



EMPLOYER SOLUTIONS STAFFING GROUP
BACKGROUND CHECK AUTHORIZATION

torrence perkins
(First) (Middle) {Last)

Employee Name:

Former Name(s) and Dates Used:

Current Address Since; 5105 Zenith ave north Minneapolis MN 55422

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

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

{Mo/Yr) {Street) (City) (State/Zip)
Social Security Number:___394083575 DOB: 08/19/1991

Phone Number: 6124079019

Driver’s License Number/State:

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

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

I further authorize any individual, company, firm, corporation, or public agency to divulge any and all information, verbal
or written, pertaining to me, to Employer Solutions Staffing Group, LLE or its agents. ) further authorize the complete
release of any records or data pertaining to me which the individual, company, firm, corporation, or public agency may
have, to include information or data received from other sources. Employer Solutions Staffing Group, LLC and its
designated agents and representstives shall maintain all information recelved from this authorization In a confidential
manner in order to protect the applicants personal information, including, but not limited to, addresses, social security
numbers, and dates of birth,

Signature: %@%&L Date: Marl5,2018

ce to CA, MN, and DK :
Please check the box below if you wish to receive a copy of a consumer report that is requested.
[&)? wish to receive a copy of any Bockground Check Report on me that is requested.




Para Informacién en espafiol, visite www.consumerfinonce.gov/learnmore o estribe a lo Consumer Flnancial Protection Bureay, 1700 G Street N.W., Weshington,
DC 20552,

A SUMMARY QOF YOUR RIGHTS LINDER THE FAIR CREDIT REPORYING ACT {

The federal Falr Credit Reporting Act (FCRA) promotes the accuracy, faimess, and privacy of information In the files of consumer reporting agendes. There are many

types of consumer reporting agencies, including credit bureaus and speclalty agencies (such as agencies that sall information about check writing histaries, medica)

records, andremalhlstnrymrds). Here is a summary of your major rights under the FCRA. For mare information, including nformation about sdditional rights, o
A onsumerfinance.gov/les g or write to: Consumer Financial Protection Bureau, 1700 G Street N.W., Washington, DC 20552,

° Yumhamwﬂmmmwurﬂlehuhmwedmwu.mymwho uses a cradit report or anather type of consumer report to deny your appll-
cation for credit, insurance, or employment ~or to take another adverse action agalnst you — must tell you, and must give you the name, address, and phone
number of the agency that provided the information,

¢ You have the right to know what Is In your file. You may request and obtain all the information about you In the files of a consumer reporting agency (your "file
disclosure”). You will be required to provide proper identification, which may include your Social Security number. In many cases, the disclosure will be free. You
are entitled to a free file disclosure If;
» a person has taken adverse action agalnst you because of information In your credit report;
© you are the victim of identity theR and place 8 fraud alert in your file;
 your file contains inaccurate information as a result of fraud;
* you arg on public assistance;
* you are unamployed but expect to apply for employment within 60 days.
Inaddﬁomaummmarsamenﬁﬂedtoonefreadisdmevaryumom upon request fram each nationwide credit bureau and from nationwide spaciaity con-
sumer reporting agencies, See www.cg ance.gov/isammore for additional information.

"o You have the right to ask for a cradit score. Credit scares are numerical summaries of your credit-worthiness based on information from credit bureaus. You may

request a credit score from consumer reporting agencies that create stores or distribute scores used in rasidentiol real property loans, but you will have to pay for
lt.MwmmormmmwmmmdnmhhMWﬁrﬂummmungaselender.

* You have the right to disputa incompleate or inaccurata information. If you identify Information in your file that Is incomplete or Inaccurate, and report it tothe
consumer reporting agency, the agency must investigate unless your dispute is frivolous. See www.consumarfinance.gav/learnmore for an explanation of dispute
procedures,

= Consumer reporting agencies must correct or delate inaccurate, incomplete, or unverifiable information. Inaccurate, incomplate or unverifiable information
must be removed or corrected, usually within 30 days. However, a consumer reporting agency may continue to report information & has verified as accurate.

* Consumer reporting agencies mey not report cutdated negative information, In most cases, a consumer reporting agency may not raport negativa information
that Is more than seven years ald, or bankruptcies that are more than 10 years old.

® Access to yourfile is imited. A consumer reporting agency may provide information about you only to people with a valid need ~ usually to consider an applica-
tion with a creditor, insurer, employer, landlord, or other business. The FCRA spacifies those with a valld need for accass.

* You must give your consent for reports to be provided to employers. A consumer reporting egency may not give out information about you to your employer, or
a potential employer wmutyour wrman cunsent slven to the employer. Written consent genarally Is not required in the trucking Industry. For more infor-

[ Vaumaymnn'pmmned'vﬁeudmdummmmmwham on information in your credit report. Unsolicited “prescresned” offers for credit and
Insurance must include a toll-free phone number you can call if you choose to remove your name and address from the lists thesa offers are basad on. You may
opt-out with the nationwide credit bureaus at 1-888-567-8688,

» You may seek dinages from vioktors, if a consumer reporting agency, or, In some cases, a user of consumer reports or a furnisher of information to a consumer
reporting agancy violates the FCRA, you may be able to sue in state or federal court.

o Identity theft victims and attive duty military persoane! have additional rights, For mare information, visit www.consumerfinance.gov/lesmmara,
States moy enforce the FCRA, and many stutes have thelr own consumer reperting laws. In some cases, you may have more rights under state law. For more infor-

muotion, contact your state or focul consumer protection agency or your state Attomey Gengral. For information about your federal rights, contact:
TYPE OF BUSINESS; CONTACT:
1.8. Banks, savlngs assnciations, and eredit unions with total assets of over 8. Bureau of Consumer Financial Protection
$10 hillion and their affiltates, 1700 6 Street NW

Washington, DC 20852

b, Such affifiates that are not banks, savings associations, or credit unions also | b, Federal Trade Commission: Consumer Response Center -~ FCRA
should list, In addition to the Bureau: ‘Washington, DC 205880
{877)382-4357

2, Ta the extent not Included InJtem 1 ahove: .
a. National banks, federal savings associations, and faderal branches and fed- | a. Office of the Comptroller of the Currency
eral agencies of foreign banks Customer Assistance Group

1301 McKinney Street, Suita 3450
Houston, TX 77010-9050

b, State member banks, branches and agencies of foralgn banks {other than b, Federal Reserve Consumer Help Center
federal branches, federal agencies, and insured state branches of forelgn P.0. Box 1200

banks), commercial lending companies owned or controlled by foreign banks, | Minneapalis, MN 55480

and organizations operating under section 25 or 25A of the Federal Reserve

Act

¢ Nonmember Insured Banks, Insured State Branches of Foreign Banks, and c. FDIC Cansumer Response Center

Insured state savings assoctations 1100 Walnut Straet, Box #11
Kansas City, MO 64106

d. Federal Credit Unlons . d. National Credit Union Administration




EMERGENCY CONTACT INFORMATION

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

Employes Nams: torrence perkins
Address: 3105 zenith ave north
H Phone: 6124079019
B ~ :BMERGENCY CONTACTS I
Please list two people (in priority onder) wholcould be contacted in case of an emergency
Contact #1 Home Phone: 6122633189
Name: Ulonda forest Cell Phone:
Relationship: mother Work Phone:
Contact #2 Home Phone: ¢, 4670019
Name: deja mosley Cell Phone:
Relationship:  spouse 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.



e plover selations = affig group
Direct Deposit/Payroll Debit Card Authorization
Employees have the option of receiving wages by Direct Deposit and/or Payroll Debit Card.
1f you do not provide a written election, wages will be paid by Pay

B HIE| BASIC N ORIV ATION
| Bomployee Name 4 o ence perkins , SN (lostd digis) g7 . {EffectiveDate 15 2018

SRg IR s AW NS B RO RS
\J| Direct Deposit (Plsaso complete Sections 3 and 5 below)
(@) Payroll Debit Card (Please complete Sections 4 and 5 below)
SLEHON S DIREET DEGSTE
Update Bank Account
Bank Name:

[} Paper Check (Option available 1o GA NH and NY residents only)

: Note: Direct Deposit accounts may take up to 7 days to be activated

1 understand and acknowledge fhat if 1 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?

Account Type: Dmmhnin Savings [CJOther .

To help us avoid making an soror, please attach a copy of a voided check, {u deposit slip will not work)
1f'you change banks, do not close your old bank acconnt until your direct deposit has started at the new bank, which may take 2 pay periods,

Initial Date

SECHHON S PANPO UL DETITE SARD

Federal law requires all financial institwions to obtein, verify, and record informstion that identifies each person who opens an account. In order to
request a Payroll Debit Card for you, we must provide all of the following information that will enable the finencial institution to identify you, If
you do not submit a Direct Deposit/Payroll Debit Cerd Authorization, ESSG will provide the necessary information and issue you a Payroll Debit
Card to pay your wages, For yoor protection, the finanoial institution may ask you to provide them additional identification infbrmation so they can
verify your identity.

Bxoept for the routing and account mumber, ESSG does not have access to any information reganding your Payrall Debit Card account or
transactions, On your first payday, you will receive yonr new Payroll Debit Caxd, 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 BNFORMATION (as you want your Payroll Debit Card 10 be issued)

First Name 4o rrence ML LastNsme  parkins Data of Birth 1,0 119/1901
Street Address (PO BUXNOT ACCTPTABLE) 3105 zenith ave north Social Secarity# 394083575
City minneapolis Stare o [ 2P ppgog | Coll Phone (mobils) - 512103654

RECEIPT OF PAYROLL DEBIT CARD (to be completed when yon pick up your Payroll Debit Card)

Payell Debit Cord Rowing # [ Paymll Dbt Card Accout L] &€ S LI 00D ) AU S Q5 H

I'have received my Payroll Debit Card, welcome brochure, program fees, program terms, conditions. and disclosures. By activating my Payroll Debit Card,

1 am agreeing 1o the program terms, conditions. and disclosures that are included or made availoble to me from time fo time from the financial institotion. 1
authorize the financial instimtion to debft my Payroll Debit Card account for the fees described in the fee schedule that i part of the program terms,
conditions, and disclosures.

Employee®s Signature: %%L Date: Mar 15,2018

SECTION & AUTHORIZATION

T authorize BSSG to dircetly deposit my periodic wages/soupeasation psyments, net of required tax withholdings, other required withholdings

or autherized deductions, into my account(s) as designated sbove and ta initiate, if necessary, debit entvies and adjustmentsfor any credit entries
made in errar to my acoount(s). * E~-mail is required for pay stub information.

*E-mail: torrence.perkins@yahoo.com @
this information will only be used 10 send your paystubs electronically

Employee's Signature: .M%ﬂ- Date; Mar 15,2018
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emplover solutions staifing group..

STATEMENT OF C DENTIALITY

This agreement made this_| (¢ day of_mqfk)ﬂ 201& between
Employer Solutions Staffing Group LLC, hereinafter referred to as “employer”,
and_—TOCTCENCe 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 o 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.

re i

Employee Signature

Employer Solutions Staffing Group LLC, Representative



INJURY MANAGEMENT PROGRAM

Injured Worker's Responsibilities

As your employer, we are concerned about your full recovery. Reasonable and
necessary medical care will be paid for any compensable work injury. Medically
authorized time away from work will be reimbursed in accordance with the State
of Minnesota workers’ compensation laws. Wherever possible light duty
restrictions imposed as a resuit of your injury wil 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. Fallure to have current medical support
for disabllity 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 appoiniment, 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 retumn to work
at the earliest appropriate time.

Immediately following your appointment, provide a copy of the report fo 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. :

otify your empioyer immediately of anv new injuries or conditions that im

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.

Signed: M%MLWMM 15,2008)

Printed Name: torrence perkins




employe sciutions sfér:?’ing gg;:.u..upx
Important/Importante
LOST OR STOLEN PAYCHECKS

If a paycheck is lost (missing, misplaced, destroyed, lost in the mall, eic.), 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 recrulter 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

8i 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 denunclar el robo a la policia
antes de que podamos volver a emitir el cheque. Una vez hecho esto, usted
debe proporcionar una copla de la denuncia a su reclutador de personal que el
cheque fue robado. Si el cheque no ha sido cobrado y sl la pérdida del cheque
no fue su culpa, ESSG emitira un nusvo cheque y no hay cuota se deducira.

AGREED/SE ACUERDA—

Name/Nombre (con lefra de moide); torrence perkins

Signature/Firma: %&%L
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ampicyer solsticns staffing group..
ESSG WORKPLACE SAFETY POLICY

It is ESSG’s policy that all employees should be able to enjoy a hazard free and safe
work environment. It is ESSG's duty to:

(1) Ensure that its clients provide you with a workplace free from serious
recognized hazards and comply with standards, rules and regulations issued
under the OSH Act.

(2) Ensure that its clients perform a job hazard assessment in order to identify
and eliminate potential safety and health hazards and to determine
necessary training and protections for employees at the facility.

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

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

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

ESSG is committed to vigorously enforcing its OSHA Compliance Policy.

To help ensure a safe workplace, you have certain responsibilities too, which include
the following:

¢ Responsibility to work in compliance with OSHA laws and regulations

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

¢ Responsibility to report workplace hazards and dangers

* Responsibility to work in a manner as required by the employer and use the
prescribed safety equipment.

You have the following basic rights:

- o Right to refuse unsafe work
» Right to know or be informed about actual and potential dangers in the
workplace
 Right to review copies of appropriate standards, rules, regulations and
requirements that the host employer is required to have available at the
workplace.



emplaver solutions staffing group..

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

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

You can have your name withheld from the host employer and any other entity, by
request, if you sign and file a written complaint. You can request to be advised of
OSHA actions regarding a complaint, and request an informal review of any
decision not to inspect the site or issue a citation. And, you can file a complaint if
you are punished or discriminated against for acting as a “whistleblower” under the
OSH Act or 18 other federal statutes for which OSHA has jurisdiction, or for
refusing to work when faced with imminent danger of death or serious injury and
there is insufficient time for OSHA to inspect. Retaliation or reprisal taken against
anyone who has expressed concern about workplace safety is illegal.

If you believe that your right to a safe workplace has been violated, you can make a
report to a manager of the host worksite employer and/or ESSG (by telephoning
952.885.1288/1.866.496.7678) and asking for the ESSG Safety Director. You can
also contact OSHA directly with any concern. ESSG recognizes the serious nature
of ensuring workplace safety will endeavor to protect any employee who may have
been subjected to unsafe or hazardous worksite conditions.
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emiloyer eolutions staiving group.

Acknowledgement of Receipt of Workplace Safety Policy

1 certify that I have received a copy of Employer Solutions Staffing Group’s ESSG
WORKPLACE SAFETY POLICY. I understand that it is my responsibility to read
this policy and ask my supervisor, a member of management or to telephone
Employer Solutions Group (ESSG) at 952.835.1288/1.866.496.7578 with any
questions T may have about this policy. I agree to comply with ESSG’s policy on
ESSG WORKPLACE SAFETY POLICY and I understand failure to comply is
grounds for disciplinary action, up to and including termination.

I also agree that if at any time during my employment I am believe that I am
working in an unsafe or dangerous work environment, I will immediately contact
my supervisor, manager, director or ESSG’s Safety Director at
952.885.1288/1.866.496.7578 in order to obtain assistance in the resolution of such
matters.

Employee Name (Please Print)
torrence perkins

Employee’s Signature:

W Date: Mar 15,2018




- 3850 Pre-Screening Notice and Certification Request for
(Rav. March 2016) the Worlk 0pportun|ty Credit OMB No, 16451500

Department of the Treasury

Internal Revenue Sesvics » information about Form 8850 and its separate Instructions is at wwiv.ire.gov/formB850.
Job applicant: Fill in the lines below and check any boxes that apply. Complete only this side.
Yourname torrence perkins Social security number > 394083575

Strest address whereyou Ive 3105 2enith ave north

City ar town, state, and ZIP code  minneapolis mn 55422

County Telephononumber 6124079019

if you are under age 40, enter your date of birth (month, day, year) _08/19/1991

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

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

* | am a member of a family that has racelved assistance from Temporary Assistance for Nesdy Families (TANF) for any 8
months during the past 18 months.

¢ | am a veteran and a member of a family that received Supplemental Nutrition Assistance Program (SNAF) bensfits (food
stamps) for at least a 3-month perlod during the past 15 months,

» | was referred here by a rehabllitation agency approved by the state, an employment nstwork under the Ticket to Work
program, ar the Department of Veterans Affairs.

= | am at least age 18 but not age 40 or older and | am a member of a family that:
8. Recsived SNAP benefits (food stamps) for the past 6 months; or
b. Recelved SNAP benefits (food stamps) for at least 8 of the past 5 months, but is no longer efigible to receive them,

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

* ] racelved supplemsntal security Income (SS1) bensfits for any month ending during the past 60 days.

» | am a veteran and | was unsmployed for a period or periods totaling at least 4 wesks but less than 8 months during the
past year.

3 Check here If you are a veteran and you were unemployed for a period or periods totafing at least 6 months during the past
year.

£

[ Check here if you are a veteran entitied to compensation for a ssrvice-conneoted disability and you were discharged or
raleased from active duty in the U.S, Armed Forces during the past year,

|D Check here if you are a veteran entitied to compsensation for a service-connected disabllity and you were unemployed for &
period or periods totaling at Jeast 6 months during the past year.

Check here if you are a member of a family that:
» Racelved TANF payments for at least the past 18 months; or
» Received TANF payments for any 18 months beginning after August 5, 1987, and the earilest 18-month peried beginning
after August 5, 1807, ended during the past 2 years; or

= Stopped being eligible for TANF payments during the past 2 years because federal or atate law fimited the maximum time
those payments could be mace.

~

Chack hera If you are in a period of unemployment thet is at Jeast 27 consscutive wesks and for all or part of that period
you recsived unemployment compensation.

Signature—All Applicants Must Sign

Undarpmahhscrpsdury.ldaclamﬂtsilgmthaabovs?nlomﬁontomwpmmnrm:sﬁwdwlwasoﬂerada}ob.muls.wthebaalofmymmwge.m
correct, and complete.

Job applicant's signature > t%%ﬂL Date Mar 15, 2018

For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat, No, 228511, Form 8850 {Rev. 8-2016)



Form A (rev. 03/2017) TAX CREDIT QUESTIONNAIRE
EMPLOYER SECTION:

Cllent: Company:

Location: Position:

EMPLOYEE SECTION:

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

torrence perkins 3105 zenith ave north minneapolis mn 55422

SSik Date of Birth: Age: Have yor worked for | If yes, location:

394083575 08/19/1991 26 |tbempayieleet) nfa

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, 19979 (F yes, plesse provide information below.)
Nawme of the person receiving benefits: Relationship to yow: )
City: Comnty: _____ State:

|

2. Haveyou or has anyone living with you received Food Stamps (SNAP)atmythneduﬂngthopmlSmonths? (@]
{if yes, please provide information below.)

Name of the person receiving bensfits: Relationship to yom _
City: County: State:

3. Have you received Supplemental Security Income (SSI) at any time within the past 3 months? O
Please note, this is not the same as Social Secarity benefits (S8) or Social Security Disability (SSDI) benefits.
*{fyou checked yes please provide a copy of your SST documentation.

4, nmyonmwedanytypeofmﬁmmbnmuonserwmwummmmm? @)
lfyas.pleaseindimwhichtypeofagencyyouworkedwhhandpwvideﬂmklocaﬂeainﬁ;matinnbalm
] Vosationsl Rehabilitetion Agency  [[J] Dopt. of Vetorans Affsirs [} Employment Network (Ticket to Work Progrm)
Name of Agenoy: ____ Phonedt _____
City: _____ Comty: ____ State: _____
*Ifyou checked yes please provide a copy af your active Individual Work Plan and Ticket 1o Work docwmentation,

S, Areyona Veteran of the U.S, Military? *fyes, please provide a copy of your DD-214 and letter of separation. O
(f yes, please provids information below. 1f no, please continue to question #6.)

Dates of Service - From: To:
Branch of Service:

6. Have you been unemployed at any time during the last 12 months?
1fyes, dates of unemployment - From: To:

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

Areyoumﬁﬂcﬂhormyonueﬁvhgmmguwﬁmforamﬁmm&dw. _(_Z @

@

O
Did you receive unemployment compensation at any point during your unemploymeat? ‘ @)
@)

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

Was this a []] Federal or []] State canviction? 1 State - Comnty: ____ State:

@ @ @

b5 : Additional Tax Credits L
IEC (Notlve Ameorican): Ate yonoryourspouseammbuofaNaﬁchnwﬂmeibe” O
lf'yowcbwhdmplsamprovkieawpyafyawCDlerd.
| CAResidents s you the clild of foster parents? [[] Do you secsive CalWorks? || Workforoe Investment Act?
. Are you a rigrant or seasonel farm worker? [ Have you ever been convicted of a misdemeanos?
| SC Resldents; ]| Do you recsive Fumily Indspendence Benefits?

PLEASE READ, SIGN, AND DATE:

Undar panaliies of perjuy, Idcdwwkemmlonabmwbammdamumdwbmdwmmm 1 hereby auihorize any agency, arganication, or
individuals o supply such verification or information that mbemddtodaumﬂnemxmdkallgibiﬂwwmmpi@m amployer representative
Consultants, nc. dba Retrotay), or the Department of Labor.

New Employee L Date: _Mar 15,2018




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

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

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

RTEnce porking

New Hire’s Signature: Date Mar 15,2018

New Hire Name: __torrence perkins

Social Security Number: 3s4osas7s
Employer Name:

Please check the statements below if they apply to you.

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

O 1 declare that | have been in a period of unemployment since

(Enter start date)

Privacy Act Nofice: : :
ﬂmlmamRammCouemsaa,SecﬂmstamMedandihmlauﬁaﬂm P... 104188, specily fat the Stats Warkiorce Agencies am the
'daaignamd‘agandeammmhwammmmewowwmmmdﬂ&mmmmmmmmmmﬂaﬁmm
fmmwlllbetﬁsdmdbyymwemplwtoﬂmSlamekfomAgm. vabbndﬂmmmﬂmbvdmmhmﬁwmaﬂmbmqmm
determine your employer's efighility for the federmal fax credit.

Puhblic Burden Statement:
PmaranmmqtdredmmsmndmﬁlhwlhcﬁmafmmﬂonmlmndisplaysawmﬂyvaﬁdouBnonlrulnunber.RespondenB‘ob@aﬁonm
mp!ebﬂlbfmnhreqmradmbuwmhenm(PM11-b).PMcmrﬁrg bmdmlsaﬁmmdinavmagewnﬂuutaspamspmse.mmm
WWMMWMMWWWM'MMWWMWWMMMWM
Information. Send commens regariing this burden estmate o tha LS, Dapartment of Labor, Division of Nafional Programs Tools Technical Assistance,
Room C4510, Washington, D.C. 20210 {Papenwork Reduction Project 1205-0371). Plsasa do not subm complated forms to s address,

117-
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DRUG AND ALCOHOL TESTING POLICY

I PURPOSE

Alcohol and drug abuse adversely affects job performance, the kind of work an employee
performs and an employee’s opportunities for successful empioyment. It is the intent of this document
to provide employees with ESSG's [hereatter “the Company”] policy regarding the use of drugs and
alcohol while at work. The Company does not Intend to intrude into the private lives of its employees,
but strongly believes that a drug-free workplace Is in the best interest of employees and non-
employees alike.

. SCOPE

This policy applies to all applicants for employment and to all employees including contract or
. temporary employees. The policy is applicable at Company facilities or whenever Company
employees are performing company business.

.  DISCLAIMER

Employment at the Company is at-will. This policy Is not a unilateral employment contract and
should not be interpreted as creating a unilateral employment contract.

. OHIBITIONS

A No employee shall report to work under the influence of alcohol, any controlled
substances, or any other drugs or medications that may affect the employee’s aleriness, coordination,
reaction, response, judgment, declsion-making, or safety.

B. No employee shall operate, use, or drive any equipment, machinery, or vehicle of the
Company or any client of Company while under the Influence of alcohol, any controlled substances, or
any other drugs or medications that may adversely affect the employee's ability to operats such
equipment, machinery, or vehicle, Employses are under an affirmative duty to immediately notify their
supervisor if they are not in an appropriate mental or physical condition to operate, use, or drive any
equipment machinery, or vehicle or otherwise safely perform their job duties.

C. No employee shall unlawfully manufacture, distribute, dispense, possess, transfer, or
use a controlled substance in the workplace or wherever the Company'’s work is being performed.

D. Engaging in off-duty sale, purchase, transfer, use or possesslon of illegal drugs or
controlled substances may have a negative effect on an employee's abliity to perform his/her work for
the Company. In such circumstances, the employee s subject to discipline.

E. When an employee is taking medically authorized drugs or other substances that may
alter job performance, the employee is under an affirmative duty to notify their supervisor of the
temporary inability to perform his or her Job duties. [

F. The Company shall notify the appropriate law enforcement agency, licensing boards,
and other relevant authorities when it has reasonable suspicion to believe that an employee may have
illegal drugs in his or her possession at work or on company premises.



G. Employees shall nat consume alcoholic beverages during lunch periods, dinner
periods, or breaks when retuming Immediately thereafter to perform work on behalf of the Company.
In situations where the employee conducts the Company’s business after the Intake of alcohol, the
employee shall be subject to discipline up to and including discharge.

V. ALCOHOL AND DRUG TESTING

As part of the Company's commitment to an alcohol and drug-free workplace, the Company
reserves the right to require that applicants and employees submit to drug or alcohol testing in
accordance with the provisions of applicable law. This policy represents the notice required under
applicable law and a copy will be provided to all applicants and employees who are requested to
undergo testing. In the event of any conflict between this policy and applicable law in affect at the time
of the test, the law will control.

A. Who May be Subject to Testing.

1. Job Applicants. The Company may require that all applicants for a particular
position be tested for drugs or alcohol after receiving a conditional offer of employment. If the
applicant tests positive for drugs or alcohol, the conditional offer may be withdrawn.

2, Routine Physical Examination Testing. The Company may require employees
to undergo a drug or alcohol test once a year as part of a routine physical examination. Affected
empioyees will be given two weeks written notice that they will be tested for drugs or alcohol as part of
a routine physical.

3 Random Testing. The Company may require employees in safety-sensitive
positions to undergo testing on a random selection basls. Once the random selection has been made,
the Company will not waive the selection of any empioyees identified through the random process.

4, Reasonable Suspicion Testing. ' The Company may require an employee to
undergo drug or alcohol testing if the Company reasonably suspects that the employee:

a, is under the influence of drugs or alcohol;
b. has viclated the Company's written work rules prohibiting drug and alcohoi use;
c. has sustained or caused another employee to sustain personal injury; or

d. has caused a work-related accident or was operating or helping to operate
machinery, equipment or vehicles involved in a work-related accident.

5. Treatment Program Testing. The Company may require an employee who has
been referred for chemical dependency treatment or evaluation or is participating in a treatment
program under an employee benefit plan to undergo drug or alcohol testing on a random basis and
without advance notice during the evaluation or treatment period and for up to two years following the
completion of any treatment program,



B. Cond the Testing.

1 Consent, All employees required to undergo testing will be required to complete
and eign the employee consent form attached as Appendix A.

2, Refusal to Participate. An employee or job applicant has the right to refuse
testing. However, a refusal of testing will be treated as a failure to comply with Company policy and
may resuit in withdrawal of a job offer or disciplinary action up to and including termination of
employment. '

3. The Laboratory. The Company will use a laboratory certified by the National
Institute on Drug Abuse (NIDA) or its successor, the College of American Pathologists (CAP), or the
New York State Department of Health or other licensing body recognized by applicable law to perform
all drug and alcohol tests.

4.  TestResults.

The laboratory will conduct both an initial test and a confirmatory test if the Initial test Is positive.- A
negative result on either the initial or confirmatory test will be deemed a negative test resuilt (l.e.
the employee passed the test). A positive result on both the Initial and confirmatory test will be
deemed a positive test result (i.e. the employes failed the test.)

a, Negative Test Result. An employee or applicant who tests negative for
drugs or alcohol will be given written notice that they passed the test within thres working days of the
Company receliving the test results from the testing laboratory.

b. Positive Test Result. An employee or applicant who tests positive for
drugs or alcohol will be given written notice that they have falied the test within three working days of
the Company recelving the test resuits from the testing Iaboratory. The employee or applicant will
then be given the opportunity to provide any information to explain the positive result, including any
over-the-counter or prescription medications the employee or applicant may have taken. An empioyee
or applicant who wishes to submit any explanatory information must do so within three working days
after being notified of the positive test resut.

An employee or applicant who has a positive test result may also request a
retest of the original sample by the same or different certified iaboratory at hls or her own expense.
An employee or applicant who wishes to conduct a retest must notify the Company in writing of their
intention to conduct such a retest within five working days after being notified of the positive test result.
if the results of the retest are negative, the test will be consldered a negative test result.

C. Right to Test Resuit. An employee or job applicant has the right to
request and receive from the Company a copy of the test result report on any drug or alcohol test.

c. Costs. All costs related to alcohol and drug testing will be paid by the Company, with the
exception of any retests requested by the employee or applicant following a positive test result.

D. Discipiinary Action in Responss to a Posifive Test Result.

1. Interim Discipline and Action: The Company reserves the right to temporarily
suspend an employee or transfer the employee to another position at the same rate of pay pending
the outcome of any drug or aicohol test. An employee who Is suspended without pay will be reinstated
with back pay If the test or any requested retest is negative.



2. Appiicants. The Company reserves the right fo withdraw the conditional job
offer of any job applicant with a positive test result, without the opportunity to complete evaluation or
treatment,

3. - Positive T esult - Termination: The Company will not
discharge an employes for the first positive test result. Instead the employee will be given the
opportunity to participate in an appropriate drug or alcohol counseling or rehabilitation program as
determined by a certified chemical use counselor or physician trained in the diagnosis and treatment
of chemical dependency chosen by the Company. The employee will be responsible for paying all .
costs associated with any evaluation and subsequent treatment themselves or pursuant to coverage
under an employee benefit plan. An employee who refuses or fails to participate In, cooperate with, or
complete the evaluation or recommended treatment may be terminated. An employee who
successfully completes treatment may be subject to random follow-up testing for a period of up to two
years in accordance with section V.A.5. of this policy.

4. lovees - First Positive Test it—Discipline: The Company reserves the
right to take any other disciplinary action short of discharge it deems warranted following a first
positive test result.

5. Employees-Subsequent Positive Test Result: An employee who has more than
one positive test result may be terminated immediately following any second or subsequent positive
test result without referral to or the opportunity to complete additional chemical dependency
counseling or rehabllitation,

E. P of Test Results.

1. Test results and other information acquired as a result of the testing program
are private and confidential information and will not be disclosed by the Company or the testing
laboratory to another employee or to third party individuals, govermnment agencies, or private
organizations without written consent of the employee or applicant being tested.

2, Evidence of a positive test result, however, may be used in an arbitration
proceeding pursuant to a collective bargaining agreement, an administrative hearing, or a judicial
proceeding, provided the information is relevant to the hearing or proceeding. Such evidence may also
be disclosed to any federal agency or other unit of the United States government as required under
federal law, regulation, or order. Evidence of a positive test result may also be disclosed to a
substance abuse treatment facllity for the purpose of evaluation or treatment.

3. The Company will provide an employee with access to information in the
employee’s file relating to positive test result reports and other information acquired in the testing
process as well as conclusions drawn from or actions taken based upon such information.



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
understand: (a) the policy and its contents; (b) what conduct the policy prohibits and the
consequences of such conduct; (¢) my rights under the policy and the consequences if |
exercise certain rights; and (d) that certain events as described in the policy may result
In adverse personnel action, including my termination from employment with ESSG. |
understand thet 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 bedy 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.

mm%am

Individual’s Name

Mar 15,2018
Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10
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this page Two great plans to choose froml .ﬁNG
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Enhanced MEC_Plan 1 Fixed Indemnity Plan 2
o MEC wellness/preventive plans starting at o ' ESC Fixed Indemnity plans starting at
$24.00/week $20.25 per weekly payroll deduction
o Covers 63 mandated benefits AND 520
office visit copay, $10 generic prescription ® Medical, Rx, vision and dental benefits

drug copay, $10 CVS Minute Clinic copay
and morel

o Eliminates employee individual mandate tax o Wellness benefit of 5100
for those enroflad

o Doctor office visit benefit of $100 per day

o No pre-existing condition limitetions
o No walting period or deductibles on medical
o Weekly payroll deduction — month by month coverage o« Firgt Health Network

o Vislt wwiv.essehealth.com for info and tools o Unbundied choices-you do not need to have medical to

o Options for family coverage

choase the vision, dental, term life, or short term
@ PHCS Network disabﬂily
ESSG offers a niig an 4) which is administrated by Health EZ. The

Minimum Essential Coverage (MEC) plan is ACA q. There are copays for services ilke doctor'’s visits,
x-rays, and generic prescription drugs. Pleass note - hospitalization Is hot a covered benefit.

Fixed nnity P an 2) which Is administrated by Planned Administrators Inc. (PAl). The
Fixed indemnity Plan offers limited benefits at an affordeble price, specifically for the staffing industry, Premiums
will be automatically deducted from your weekly paycheck. This means you are buying it with pre-tax doliars,
What does pre-tax doilars mean? it simply means the premium comes out before taxes are taken out, which
means you're taxed on less income. Affordable medical, dental, vision, disabliity, and fife insurance benefits are
availabls,

You have 30 days from the start of your employment to change your benefit sisctions.

The 3rd plan is offered 1o only qualifying employees*. i¥'s an ACA qualifying Bronze Plan with Essentisl
StafiCARE (ESC). Once you qualily, you will be notified by ESC that you are ellgible, and will be given the
opportunily to enroll. You should receive this after you have been on assignment for approximately 35 - 45
days. The offer will be malled to the address we have on file. It is your responsibility to update your address
if needed, :

If you have any questions, please contact the Health Benefits Team at Employer Solutions Staffing Group.

*An employee will be deemed qualifying any time after 30 days on assignment(s), and their status is

working 30+ hours per week or more than 1580 total hours in a calendar year. They must be ESSG
employees.*
L —-.

Health Benefits Team
Employer Solutions Staffing Group
PO Box 46270 | Minneapolis, MN 55344
Phone: 952-767-9519 | Fax: 952-767-9515

health(@emploversolutionsgroup.com

htip:/ /ESSGHealth.com
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Enhanced MEC_Plan 1
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Tneslatist Ofics Wiss $32 Copsy No Coverags

G¥8 Niimutz Shinic ¥ Copay lic Coverape

Urgemt Cace £50 Copay o Coversse

Emenzency Servises No Coverese NoLoverags

Hospiic! SBendres — tnrotiert & Cuipelicnd Caro Wo Coveraza Ho Coversgs
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tebs & Scens .

Tiagmestic Lal & X-Ray ~ In &fee

(STAUR) or Cutpatient Vestins

Ganeric , 90 Copey b Cm\aragra

PrefemadBrand . . “160% Cepey 16e bovarage

NonPsismed Brand - .t . oL W Coverage fta Covarage

Specisly ol il “Ho Coverage . Ko Coverage

Premiu
Employee Only $24.00
Employee + Spouse $38.00
Employee + Child{ren) $36.00
Family $63.00

NCTEE: This servas 85 8 sumymasy of your boneli miss o i Ficose refor fo goir Bunmuny Flan Desiption far sctue)
coveraga, Fraltation ans' axciveior provisions.,

Etfactva 4112018 | B3i-¥D1-2878 | www.EmpioverSolutionsBenedhe.com



Pixed Indemnity Medical Benefits_Plan 2
MM!TED BENEFITS SUMMARY Policy Number 219201-856-1

D.El‘m‘\‘ll'l \’ MENCAL BENEFﬂ

The Fixed Indemnity Madica! Plan pays a ﬁat amount for a cavered event caused by an accident or illness. if the covered event costs
more, you pey the difierence. But if the covered event costs less, you keep the difference.

73 Outpatient Benefits ' .. ..  InpatientBenefits aro N e s
@1, Physician Office Visit $'00perosy  Standard Care $300 per day
Diegnostic (Lab) _ $75 per day Intensive Cere Unit Maximum ¢ $500 per day
Diegnostic (X-Ray) _ ~ $200 per day Inpatient Surgery $3,500 per day
Ambulancs Services $300 per cay Anesthesiology , _ $700 per aay _
P-nysscal Sp%ch or chpetnonal Therapy 850 per day Skilled Nursing * B _$100 perdey
Emergency Room Benefi: - Slckness _ $20perday  First Hospital Admission {1 perysar)  $250
Emergency Room Bensﬁt Accident . $750perdsy  Annuslinpatient Maximum ¢ ' No Ln'mt
Ovutpatient Surgery . $750percay =~ Wellness Care il
Anzsthesiology .. .. S§00perday Wei!ness Care (one per year) y $1Q0
Annusl Outpatient Maximum $2250 Prescription Drugs (via mimhmsemeut) 3
 AmnuelMaximam 600
Per Day $30

sHoutpanembenefrtsamsub;ecrtod:eouﬂ:abemmmnmm  pays in addiion to standard care benefit* forsupmasﬂﬂednmgfaal@a&erahospmlsay B
S Subjsct to intemal limﬂs afplan -nats.lb;ectw eutpstient masamum ¢ ?'o ﬁJe & claim for reimbursement, gave Yyour receipt and remit o PlannedAdnumwmm ne,

.y

1 Waiting Period/Colnsurance  Asiinual Maximum Benefit - $750 ‘ Deductible ;50 - T

.1 None7100%  Exams, Cleanings, Intraoraf Films and Bltew.ngs .

L Ccverage B . 3 Months /60% oon. ... Fillings, Oral Sur_gery. and Repalrs for Crowns, Bndges and Dentures )
Coverage C 12 Months / 50% - Penodontacs, Crowns, Brldges, Endodont:cs and Den“ures e

T In-Network = e W,

Frass You Pay .. PlenPeyp . YuPay  PlenPays
%7 Bye Examination 'eudnodlstor)  $10Copy T T awm T L. Joom g3
EmmOpﬁmStandardarPtamiumComactLensﬂt) UptoSSScr‘lO%offRebauanae 0 . loo%  upto$40
Frames ... SDCopey 80 sher$100alowance $100allowence, 0% off J00% %45
Standard Plastic Lenses (sngle, bifocal irfoma’  $10Co-pay . .. Zofiewil " j00%  $25885
Lens Options e STICopey ) Moy L Rl B T L 00K T R
Contact Lenses (Conventional) '~~~ $°C°Paz'85%°frmms ___.WP'MS.%O*{_.__....“ L T .- S
Disposable Contact Lenses’ o e 30Copay o ... $allowance _ 100% _ 80
Medically Necessary Contact Lenses !~ $°C°Pay Sl e e T S0 samp
__Q_qpasva!Zmambs 'Once every 4 months h _ e DL I i) B 3

,*—“““‘ Employee Amount $10,000 {reciuces 1o §7,500 =t 65; $5,000 et 70) _Child Amount (6 mosto 26 yrs ald)  $5000
4.‘ _Spouse Amount $5000(tenmnateaatage 70} _infant Amount t(15daysto 6mos) _$1 000
ACCIDENTAL DEATH & DISMEMBERMENT (AD&D is part of the Term Life Benefit.)
Employee Amount $20,000 Child Amount (6 mosto 26 yrs old) 55,000 i
Spouse Amount 80000 . _ _ _ InfantAmount{15daystoémos)  $2500
__ A0%o Sa'afzumomsoperweek. _..‘f’._.__* s
g 7daxs,upt026weaks Al e i
' ~ Dental \fisicm '!'erml.ifa STD
e _$697 w242 5060 420
Employee + 1 . ' f T T eatae T 81234 Team T so50 T LT
Employea + Family _ T T UTUU'ghags oeabde  gese | $180 -

_ This is an Essential $taffCARE Enrollment Form.



LIMITED BENEFIT EXCLUSIONS AND LIMITATIONS ® Services or materials provided by any other group benefit
These are the standard limitations and exclusions. Asﬂ'n?gpna)ayfm : wdﬁﬂs for vision care;

vary by state, please see your summary plan description pair of glasses in fleu of bifocals.
& more detailed listing. PRESCRIPTIOM DRUGS
FIXED INDEMNITY MEDICAL No benefits will be paid for over-the-counter products or

No benefits will be pald for loss caused by or resulting from: medlications or for drugs and medications dispensed while you
© Intentionally self-inflicted injuries, suicide or any attempt while  areina

sane orinsane SHORT-TERM DISABILITY
© Declared or undeclared war No benefits are payable under this coverage in the fellowing
© Serving on fulltime active duty In the armed forces instances: )

© Work-related injury or sickness, whetheror not benefitsare @ Voluntary taking of polsori; voluntary inhalation of gas;

payable under workers’ compensation or similar law ;?;"mt ing ofa gré: or ?enﬁmlp&?;i; g:s ot :Ep!y’t:n
Nobeneﬁ!swﬁ!bemidion a9 mustnot't‘:eyouoryourspouse,youoryourw;:use’sd'nyi?l!f|
© Eye examinations for glesses, any Kind of eye glasses, or vision sibling or parent, or a person who resides in your home

prescriptions

¢ Hearing examinations or hearing aids

® Dental care or trestment other than care of sound, natural
teeth and gums required on account of injury to the covered
person resulting from an accident that happens while such
person is coveled%gﬂterthe policy, and rendered within 6

-]

Declared or undeclared war or act of war

Your commission of or attempt to commit a felony, or any loss
sustained while Incarcerated for the felony

Your participation in a riat
if you engage in an illegal occupation

-

e Qe e

months of the acdi Release of nuclear energy L
@ Services rendered In connection with cosmetic su except rating, ridig;% In, or descending from an t (includin

cosmetic surgery that ﬂ:‘e covered person needs f'gr?raast a hang SEde . This dgres not apngul;whi!e yog aea passengerg

reconstruction following a mastectomy or as a result of an enali , commerdal, nonmilitary alrcraft; or

gccicent that happens while such person is covered under ® Work-related injury or sickness.

g’:m m ;fy’gzyﬂf‘,’e' :gdagggem"%g“ emh‘:]sfwbe Short-Term Disability benefits are not available to persons who

and while such persont coverage is in forcs }:g"l‘cd In California, Hawall, New Jersey, New York, or Rhode
® Servioss pravided Ly a mermber of the covered person's TERM LIFE AND ACCIDENTAL DEATH & DISNEMBERMENT

ENIRcitm (. No Life Insurance benefits will be payakbie under the policy for
The fixed Indemnity mediical plan Is not avallable to residents of death causad by St or self e o, or Ut
mﬁw Hampshire or Puerto Rico. within 24 rnong'xys after the person’s coverage Undier the policy
The plan wil pay only for procedures specified on the Schedule  For Acidental Death and Dismemberment benefits will not
of Covered Ftocechures n the roup policy. Many procedures b payable for any loss catised in wihole of i part By, or
covered underthe plan have waiﬁﬁpenods and limitations in whole or in part frem, the following:
on how often the plan will pay for them within a certain time : s .

§ A Attempted suicide or intentionally self inflictad injury; bodily

me. For more ladinfonnahononcaverag:lpgmcedwasor or mental infirmity; disease of any kindj or medical of surgical
limitations, please see your summery plan description. treatment for that infirmity or dissase: This does not include
VISION bacterial Infections resulting from an accidental cut or wound or
No benefits are p?gbla for services or materials connected with,  accidental egestlon of poisonous food substance; voluntary taking
or charges arising from: U of poisan; untaéylnhalanonofgas;vohmtawtakngofadrug
o Tl ub-pomrel vidon sk, ancl sy ST den. T coge ot spply o e mdant aciniiamed by
® Aniseikonic lenp 1) domesﬁc? partner; you, your spousa’s or domestic faartnezo child;

B sibling or parent; ora person who resides In your home; declared

@ Medical and/or surgical treatment of the eye, eyes, or or ungedared war or act of war, your commision of or attempt

supporting structure; to comit a felony, or any loss sustalned while Incarcerated for

© Comective ¢ rrequired by an employer as a condition of  the felony; your on inariot; fyouengage In an il
em loyman{masaﬁy eyev;bgar unlegs s{»eciﬂal!y covered mpgé'%’n,"’mx"e;’?é" nuclear enem'. oxp%umtlngﬁ ﬂdin%n;grga]
under plan; descending from any alrcraft finduding & hang glider). Thi does
© Services provided as a result of any Worker's Compensationfaw;  not wﬂe you are a passenger on a licensed, comme
®- Plana non-prescﬂﬁ’on lenses and non-prescription sunglasses  Nonmilitary aircraf; work-related injury or sickness,
{except for 20% urd;

e Y A e s
dvtagn £ ¥

R e Y T ri % bF'?; i P T e e Y T o .;" :r!. 4.{. o = T T. e PO ; J‘,‘_., &) L e ey
--'\-/:Is:.fa%..}--ty'.'.'-.‘.}.‘ 2 ; PR L s ; i AT wﬂﬁm YR TRy HESWETY TS PR RN ..L'a,i;

For frequently asked questions and network information for the the Fixed Indemnity Medical Plan, piease go to

wwwi essenpifalstaffcars. com/FAQVSI.

PLEASE NOTE: To make changes or cancel coverage by telephone call (800) 269-7783. Your pin code for enrolling/making changes

is 4 +___ . {lest four digits of your SSN). Your Company has chosen to take some/all of your payroll deductions on a Pre-Tax
basls. Please contact Customer Service at 1-866-798-0803 and a Representative will assist you in identifying the deductions that
are taken Pre-Tax,

Essential StaffCARE Customer Service: 1-856-798-0803 ‘

1 ® Once enrlled, members can call this number for questions regarding plan coverage, ID card, claim status, and pelicy booklets and
to add, change, or cancel coverage. b

© Customer Service Call Genter hours are M - F, 8:30 a.m. to 8 p.mi. Eastern Standard Time.
Bilingual representatives are avallable. :

® Members can also visit www.paisc.com and click on “Your Plan” and enter your group number.

This 15 an Essential StafiCARE Enrofiment Form.



Frequentiy Asked Questions
When can ! enrolf in 2 plan?

As a part-time or full-time employee, you are able to enroll within 30 days of your hire date, or during the
annual open enrollment for the plan. If you do not enroil in one of those periods, you can only enroll If you
have a qualifying life event. You have 30 days from the date of the qualifying life event to enroll.

What Is a qualifying life event?

A qualifying life event is defined as a change in your status due to one of the following:
o Marriage or divorce

o Birth or adoption of a child{ren)

¢ Termination

® Death of an immediate family member
® loss of dependent status

* Loss of prior coverage

When can | cancel off of the plan?

As our plans are pre-tax, you are only aflowed to make changes/enroll/cancel during certain times of the
year. The above listed times (your first 30 days of employment, during open enroliment, or within 30 days
of a qualifying life event) are the only times you are able to change/enroll/cancel.

if I fill out a form, and do not get placed on assignment right away, do | need o fill out 2 new
form?

Your form will stay valid for 6 months. if you are placed on assighment after 6 months of the signature
date, you will need to fill out a new form to enroll in the plans. If you worked for a period of time and
had deductions, and then stopped working for 6 consacutive weeks, you are considered a re-hire, and
would need to fill out a new form to re-enroll. If you miss less than 6 consecutive weeks, the Fixed
Indemnity insurance will continue without penalty or the need to re-enroll. After 3 missed weeks the
Enhanced MEC coverage will be cancelled.

When will my deductions start and coverage begin?

Eixed Indemnity Plan ~ Deductions will begin about 2 weeks after we at ESSG receive the form, coverage will
begin the Monday following the first deduction

Enhanced MEC Plan - Deductions will begin the first of the month after we.at ESSG receive the form,
coverage will begin on the first of the month following one month of deductions

When will | receive my insurance card?

Fixed Indemnity Plan ~ it should come about a week after your first deduction.
Enbanced MEC Plan — It should come about 10 days prior to your effective date.

Additional Fixed indemnity Plan information:

This plan does not as minimum essential coverage as defined under the Affordable Care Act
(ACA). This plan Is a supp to health insurance and is not a substitute for major medical coverage.
Lack of major medical coverage (or other minimum essential coverage) may result in an additional
payment with your taxes, _

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.

The Essential StffCARE Fixed Indemnity Medical, Prescription Drug, and Derttal Plans are undlerwritten by BCS insurance Company, Oakbnook Terrace, llinols
under Policy Saries Numbers 25,1204, 26,1801, 26.212, and 24.218. The Term Life, Accidantal Death and Dismemberment and ShoreTenn Disabllity Plans ars
. underwritien by 4 Ever Life insurance Company, Oskbrook Terece, liinols under Pollcy Series Number 62.200. The Vision Pian Is undenwritten by Companion

. Essential Staff CARE

For quastions or assistance, pleass call Essentla StaRCARE Customer Service at 1-866-798-0803.
ESG ESC CU{UNAC-MN) P1 v18.2
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Enhanced MEC_Plan 1 13?@3

YT (D B MRS,

e oMot Pam____New £ Rehire_Rehire Dite, O

ERIDIOS ol Oun T4 T

Address City T | Stete Zip Code

Gender L] Male | Warital Status || Singie | Date of Birth Date of Hire
[] Female [ mamied Divorced |

iPhone Number: Emall Address:

Please Select Desired Coverage:

Employee Only - [T]| EmployeetSpouse - [T]]Employee+Child{ren) - [F]] Family -
IE $24.00/Week $38.00/Week $38.00/\Week $63.001Week

SodalSeary® aﬁam ) ;g Relaﬂonship

D Child D
Domuchma

S ”p-r. -

EFamale

Sax Relationship
[ s Spouse [] Chud
Ll

Bax

Cl

r'l Domaﬂch-mer

ey -l - reTE—

Reiationship
0 rems WD °""“D
L]

Dmusﬁ:.?am:r

EFF. DATE
EFF, DATE
EFF, DATE

Sploren AR cvdadgemen anfi Autiorgatior - | heraby apply for the group banafit{s) as indisated. | acimawledge that all entries are true and complste and that
any misstatemeants or fallire to raport information may be used as the hasis for cancellation of coverage for me and my dependentis), if any, from the original
effectiva date, Further, | authorize my employer to maka the necagsary payroll desduction of premtums for covarages | have elested,

[IF ENROLLING - YOU MUST SIGN HERE

Employes Slgnature : mae  Mar 15,2018
£:4PLE GRS DECLININD ] am DECLINING coverage

Tunderstend that | and/or my tapendants, if any, walve any coverage and desira to participate in the plan at a later date. fwa may ba considered a Iats enrullee and
mustmest the requirements defined in the Cartificate of Coverage for the company's medisat or dental plans. if ] decling enroliment for myself or my dapendants
{Including my spouse) hecause of ather covarage, | may, in future be ableto enwlj myself or my depe inthis plan, provided ] request enroliment within 84
days sfler the other coverage ends. In addifion, if 2 new dependent relaionship farms as a restit of marriage, bisth, adoption, placement for adoption of parting sul!f
af adoption, | may be ableto enroll myself or my dapentent, provided { request enraliment within 31 days of the evant. A

IF DECLINING- YOU MUST SIGN HERE

St s LLLUCE LI HHL e Mar 15,2018

Employer Solufions Staffing Group Healtls Benafits Team
PQ Box 48270

Minneapolis, MN 55344
Phone; 852-787-2519 Fax: 852-767-8515
Emall: Health@employersalutionsgroup.com
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ENR@LLMENT FORM

219801ESG1

OFF.C'.'. USE ONY

 LOCATION,

_ Rehire Date ___

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

Social Semmy # Home Phone SQD-E.D
Address Apt &
City Siate Zp Date of alsnh"
i

. Meducara Hea!th lnsurame C1a:m Numbar (Hl"N)

Name of Covered Person (s):

Tk A M ST e

: L‘[’x’ GiF ]E‘D
You MUST select a

T Luse -»na

SETEGTIO
e level before any beneﬁts in Sectlon C. Your coverage level for the all benefits In Saction C will be

R

EY TS o iy o ey kb o 1 a8 i 5

o i o g "

.Yes. No if Yes, please continue.

Madicare ﬂﬂec‘we Dats

L —" o —— - pr— s

S

I P L ot o

Pagoﬂ Deducted Week_}y Rst_es

identical. The Fixed Indemnity Madlical Plan, Denval Plan, Term Life Plen, and Short-Term Disability plans are underwritten by BCS

Insurance Company. The Vision plan is underwritten by Companion Life Insurance Company.
SELECT COVERAGE LEvEL FUCo INORVINITY | penrar VISION TERMure | SHORTTERM
Employze Only $20.25 %}Q $6.17 Jr $2.42 y‘r_ $9.60 Q;é{,- $4.20 %:;
Employee + 1 $41.10 $12.34 $4.92 $0.90
Employee + Family $54.68 $20.36 $6.56 $1.80
NOwALL Benefis O] | Olves Olne | Dlves Olno | Olves Bine | [Dves Olne | Olves Onvo

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

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

Namg

Relationship

— e

Social Security # Date of Birth Sex

Reiationshl
/1 / @ﬂ:ﬂ Spouse E Child D Domestic Pariner
Name Social Security # Date of Birth_ Sex lationshi
™ Uil @@ SpousepD] Child [[JDomestic Partnar
Name Social Security # Date of Birth_Sex Relationship
/7 [Okpouse [ chid [ IDomestic Pariner
Name Social Security # Date of Birth  Sax Re%ataons in

ra

Spouse Clcn lc Domestic Partner

E. REQUIR,_D SIGNATDRES By YOU MUST SIGN AND DATE, EVEN IF YOU DECLINE COVERAGE

I have read the benefit packat and understand fts limitations. | understand that open enroliment is enly available for
8 limited time and | understand that making no benafit selection is a declination of coverage,

pare  Marlp, 2013 bsionarure  LLZUL LT

- m & ot e e e
———

o o g ot

*This Plan DOES NOT Alleviate the Individual Mandate Penalty* R P e E T



