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PO Box 46270
Minneapolls, MN 55344-9956

Tel: 952,835.1288

www.esgstaffingsolutions.com

employer solutions staffing group..

New Hire Application

Personal Data~ PLEASE PRINT LEGIBLY IN INK

Last Name SMithknecht First Name |22 Middle Initial E
Street Address 1018 121st Lane NE Apt/Ste NA
City/State/zip _Blaine/MN 55434 Social Security Last Four XXX-XX- 5082
Phone Number _763-283-9872 Email Address _tracysmithk@yahoo.com @

Staffing Agency/Recruitment Partner CMG

Are you legally authorized to work in the United States of America? @IYES (CINO
Applicant Certification and Authorization

| authorize Employer Solutions Staffing Group (ESSG) to use the infarmation and statements contained in this application to determine my
qualifications for employment. | authorize ESSG to make inquiries of my former employers, except as indicated in this application,
regarding my previous duties, responsibliities, performance, compensation and sligibility for rehire.

1 understand that a comprehensive background check may be conducted to detsmine my eligibility for hire by certsin cllents of ESSG.
This may includs but Is not imited to, investigations of criminal and/or conviotion records, driving records andior a drug screen test as
required by cliants, government regulations or by ESSG policies, 2

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

1 cortify thet all statements made In my application are trus and accurate and that | have not omitted any material information or provided
felse or misleading information. | understand that any material omission or misrepressntation will result in my disqualification from
consideration for amployment or, if discovered after 1 bagin employmant, will result in my termination.

If hired, | agree fo abide by the policies‘and procedures of ESSG,

Tracy Smithknecht W Feb 13,2018

e

Nams (Print or 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 employment correspondence

For ESSG Office Use Only
DOH NHW 19 8850 W4
Emergency Contact Info | Background Release Form Background Results Unemployment Letter ESC Application
{if applicable)
For ESSG Client Use
DOH ______ __ _[(ROP __ | wWorkSite Los. WC Code

ESSG- CMG-CO Rev. 04/2017



Form W-4 (2017)
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Personal Allowannes Worksheet (Keep for your records)

A  Enter “1” for yourself f no one elsecan claimyoussadependert . . . . ., . ,

B  Enter*1*if [

TnTmg Q

® You're single and have anly one job; or

*= You'rs married, have only one job, and your spouss doesn't work; or } a0 &

= Your wages from a second job or your spouse’s wages {or the total of both) are $1,500 or iess.

Enter *1” for your spouse. But, you may chonse to enter “-0-* if you ares married and have sither a working Spouse ar more
than one job. (Entering “-0-" may help you avald having too little tax withheld)) . .
Enter number of dependents (other than your spouse ar yourself) you will clalm on your tax retum. . . . o
Enter *1” if you will file as head of household on your tax retum (see conditions under Head of household abova)
Enter “1" If you have at Jeast $2,000 of child or dependent care expenses for whichyouplan o claima cradit . .

e @& & s+ e a2 e 4 =

Q. Q L T N A

B ]
m—

mTmoUoO

Hll

{Note: Do not include child support payments. See Pub. 508, Child and Dependent Cars Expenses, for detalls.)

Child Tax Creiit (including acdditional child tax credit). 8ee Pub. 872, Child Tax Credit, for more information.

* If your total income will be less than $70,000 ($100,000 if marriad), enter “2” for each eligihle child; then less *1” if you
have two to four eligible children or less “2* if you have five or more eligible children,

® i your total income will be batwaen $70,000 and $84,000 ($100,000 and $118,000 F married),

enter “1" for each gligiblechild, Q@

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

For accuragy,
complete all
workshests

that apply. m

hs exceed $50,000 000
lngtojg Tittle tax withheld, e,

|

s if dyou plan to ltamlza or gm adlustmema to income and want to redune your withholding, see the Deductions
Warksheet on page 2.
. lfyouara agnleand have more than one Job or are married and you and your spouse both work and the combined
if married), see the Two-Earners/Multiple Jobs Workshest on page 2

» It mllhar of the abova situations applies, stop here and enter the numbar from line H on fine 5 of Form W-4 below.

Form w-4

Departmend of the Treasury
Internal Revenue Servics

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

Employee’s Withholding Allowance Certificate

» Whether you are enfitied to clalm a certain number of allowances or exemption from withholding is
subject to raview by the IRS. Your employer may be required ta send a copy of this farm to the IRS,

OMR No, 1545-0074

2017

1 Yourfirst name and middis initial Tast name 2 Your social securlty nomber
Tracy Smithknecht 470215082
Home address fnumber and street or rural route) 3@ single (Ol Married Q] Married, but withhold st higher Single rate,
lo1812istlaneNE NA Note: f marred, but legally separsted, o spouse s a nonresident alin, check the *Blngle” bax.
Chty or tawn, state, and ZIP code 4 Wyour last namo differa from that shown on your soclal sacurity sard,
Bialne/MN 55434 sheok herv, You must call 1-800-772-1213 for a replacement card, > []

5  Total number of allowances you are olalming {from line H above or from the applicable workshest on page 2) 5|2

8 Additional amount, if any, you want withheld from each paycheek ., . .

7  1claim exemption from withholding for 2017, and | certify that | mest both of the lo!lmmng concrtlona fnr axemption.
» Lastyear | had a right to a refund of all federal inctome tax withheld because | had ne tax labllity, and
» This year | expsct a refund of all federal income tax withhald because | expect to have notax Ji

if you mest both conditions, write "Exempt® here .

3 Amm—

.>7|

Under penalties of perjury, | deslare that | have examined thls oemﬂcate and. tothe best of my lmwledge and baelief, it s true, corract, and complate.

Employes’s signature
(This form is not valid unless you sign it) »Tracy echt (Feb 13, 2018) Date » Feb 13,2018

8  Employer's name and address (Employer: Complete Jines 8 and 10 only Fsendingto the [RS) | ¢ Offioe code {optional) | 10 Employer identification number (EIN)
For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 102200 Form W4 (2017)



Form W-4 {2017)

Page 2
: ons and Adjustments Wo et
Note: Use this workshest only If you plan to fremize deductions or claim certain credits oradjustments to income,
1 Enleran estimate of your 2017 ftamized daduptions. Thesa inchde qualifying homa mortgage interest, chaifable contfibubions, siate
and Toval taxes, medical expenses in excess of 10% of your income, and misaeliansous deductions, For 2017, you may have 1o reduce
your temzad deductions if your income s aver $313,800 and you're mamied filing jolntly or you're a quaifying widowlerj; §287,860
if you're head of household: $261,500 7 you're single, ot head of household and not a qualilying widowier); o $158,800 ffyou'rs
manipd filng seperalely. SeaPub. S060rdelala « . . . . . . 4 4 4 b e e e e e ke .. 8
$12,700 if married fiing jolntly or quallfying widow(er)
2 Enter $9,360 if head of housshold 5 6 o 0 0 O o o 2 §
§8,350 it single or married filing separately
3  Subtractline2fromiine 1.ifzeroorless, enter“-D-" . . . . . . . . . . . . . . . . 3 §
4  Enteran estimate of your 2017 adjustments to income and any additional standard deduotion {see Pub, 605) 4 $
§ Add fines 3 and 4 and enter the total, (Include any amount for oredits from the Converting Crediis to
Withholding Allowances for 2017 Form W-4 warksheet nPub.508). . . . + + .+ . . . . . 5 &
8  Enter an estimats of your 2017 nonwage Income {suoh as dividends or interest) . 8 8§
7 SubtractineSfromiines. fzeroorless,enter®0-"". . . . . . . . « v 4 4 . . . . 7 3
8  Divide the amount on line 7 by $4,050 and enter tha resulthere. Drop anyfraction . . . , . . . 8
8  Enterthe number from the Personal Allowances Worksheet, lineH,page 1 . . . . . . . . . 9
10 Add Ines 8 and 8 and entar the total here, I you plan fo use the Two-Eamers/Multiple Jobs Waorksheet, n
also enter this fotal on line 1 l_:_elow. Otherwise, stop here and _;qnerﬂﬂs total on Form W-4, line 5, page1 40
Two-Eamers/Multiple Jobs Worksheet {See Two earners or muitiple jobs on page 1.)
Note: Use this workshast only if the Instructions under fine H on page 1 dirett you here.
1 Enterthe nuenber from line H, paga 1 {or from fine 10 above i you used the Deductions and Adjustments Worksheel) 1
£  Find the number In Table 1 below that applies to the LOWEST paying job and enter it here. However, if
you are married filing jointly and wages from the highest paying Job are $85,000 or less, do not enter more
ﬂ‘lan's' -- * » o 4 - » - a * . * L] * - s = L T ¥ » ¢ = LI ] . » L 2
8 Itine 1 is more than or squal to iine 2, subtraat line 2 from (ine 1, Enter the result here (if zero, enter
*-0-*) and on Form W-4, Iine §, page 1. Bo notuse therestofthisworkshest , ., . . . . . ., . 3
Note: i line 1 is Iass than line 2, enter *-0-" on Form W-4, line 5, page 1. Complate lines 4 through 8 below to
figure the ackditional withhoicling amount necessary to aveld a year-snd tax hill.
4 Enterths numberfrom line2ofthisworkshest: . . . . . . . . . . 4
§ Entrthenumberfromlined ofthisworksheet , . . , . ., . . . . 5
8 SublragtineSfromiined. . . . . . . . .. . . L. . e e ... T 8
7 Find the amountin Table 2 below that applies to the HIGHEST paying joband enterithere . . , . 7 8
8 Multiply ine 7 by line 6 and enter the rasuit here, This is the additional annual withholding needed . 8 3
8  Divideline 8 by the number of pay periods remaining in 2017, For example, divide by 25 If you are pald every two :
weaks and you completa this form on a date in January when there are 25 pay periods remaining in 2017, Enter
The result here and on Form W-4, line 6, page 1. This I the additional amaunt to be withiweld from sach paycheck 9 §
Table 1 Table 2
Married Filing Jointly All Others Manded Filing Jalntly All Others
It wages from LOWEST | Enteron {fwages from LOWEBT | Enter on # wages from HIGHEBT | &nteron if wages from HIGHEST | Enter on
paying jobata— tina 2 above | paying job ara— | ine2abave | paying job am— lins 7above | paying job are—~ line 7-ahove
SO- 572000 | 0 $0- S8000 @ 0 $0 - $75000 | 8810 50 - $38,000 $810
7,001 - 14000 | 1 8001 - 18,000 1 001 - 136,000 1010 48,001 - 85,000 1,010
14,001 - 22,000 2 18,001 - 26,000 2 185,001 - 205,000 1,130 85,001 - 185,000 1,130
001 - 27,000 8 26,001 - 34,000 3 205,001 - 360,000 1,340 185,001 - 400,000 1,340
27,001 - 35000 4 34,001 - 44,000 4 660,001 - 405,000 1,420 400,001 and aver 1,600
35001 - 44,000 5 44,001 - 70,000 5 405,001 and-ovar 1,600
44,001 - 55000 8 70,001 - 85,000 6
55,001 - 85,000 | 7 85001 - 115,000 4
a50Mm - 75000 | 8 110,801 - 125,000 8
75001 - BO000 | 2 125,001 - 140,000 9
80,001 - 85,000 10 140,001 and over 10
85,00 - 115,000 1"
115,001 - 130,008 12
130,001 - 140,000 13 -
140,001 - 150,000 14 i
160,001 and over 15 ]

Privacy Act and Paperwork Reduction Act Notice, We ask for the information on this form
1o camy out ihe Internal Ravenue {aws of the United States, Intemal Aevenye Code sactions
SA02I(2) and 6100 rnd thalr mgulations mquire you to provide thia information; your employer
uses itto determine your federal incorne tax withholding, Fallura to provide a proparly
completed torm will resultin your being treated as a singla person who cisims 1o wiikholding
aliowasces; pmviding fraudulent information may subject you to penaliies, Rowtine yses of
1his information includs giving i fo tha Departmant of Justica for oivil and avminal Jitigation; to
citlas, states, the Distiict of Columbia, apd U.S, commonyvealths and possessionsfor use'n
administering their tax laws; and to the Department of Health-and Human Sarvices for use In
tha National Direstory of New Hires. We may aiso discioss this information 1o other courties
under a tax trealy, io fedaral and ete agencing to enforce federal nortax cnmingl laws, orto
federal taw enforcement and intalfigence agencies tn combat terrorism,

You aire not requirad to provida the Information requestad on a form that is
subject 1o the Paparwark Reduation Act unless the form digplays a valid OMB
contro! number. Books or records relating to a form or Ra instructions must be
retained as lorg as thelr contants may bacome matarial inthe administration of
any Internal Revanua law, Ganerally, tex retums and retum information are
confidentiat, as required by Code section 6103,

The average fimg end expenses requirad 1o complats and fila this form will vary
depending on individual circumstances. For estimated averages, sea the
instructions for your income tex retum,

It you have suggestions for maling this form simpler, we would be happy 1o hear
from you, Saa the instructions for your income tax return,



> DEPARTMENT 40N
L OF REVENUE i N

2017 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 Minnesota withholding allowanoes than your federal aliowances

» Claim more than 10 Minnesota withholding allowances

¢ Want additional Minnesota tax withheld from your pay each pay period

* Claim to be sxempt from federal withholding or olaim ‘o be exempt from Minnesota withholding

Do not complete this form if you are claiming the same number of Minnesota allowances as federal and the number clalmed is 10 or jess,

Emplayea’s first name and initial Last nama | Emnloyes's Sacial Seourity numbar
Tracy Smithknecht ' 470215082
Permansnt address | Miartal status {chesk cne box) .
e § e
Ciy State ZIP code Y~ maried
Blaine/MN 55434 Q™ Maried, but withhold at higher Single rate

Employoes: Read Instructions on back, complate Section 1 OR Seotion 2, sign and give the completed form to your employer.
{Do not complete hoth Section 1 and Section 2. Completing both sections will make the form invalld.)

{_ Seation 4 — Determining Minnesota allowancas

Complete Seqtion 2. If you claim fewer Minnesota allowances than your federal allowances, AND/OR if you want additional Min-
nesota withholding deducted each pay period.

1 Total number of federal allowances clalmed on fedsral FOrM W .. ...vveneerreeroneonnnsns sonook 1
i 2 Totel number of Minnesota allowanoes (line 2 cannot be more than fine 1) ..... B0b B0 IRIB000 000G0 £
i 4 sk 3 Additional Minnesota withholding you want deducted each pay period ...... 000000670000806000060 .38
T

{_ section2— Exemption from Minnesota withholding
Complete Section 2 If you claim to be exsmpt from Minnesota income tax withholding (see Section 2 Instructions for qualifica-
tions), If appilaable, cheak one box helow 1o indicate the reason why you believe you are exempt:
| mest the requirements and olalm exempt from both federal and Minnesota Income tax withholding.
Even though | did not claim exempt from federal withholding, | claim exempt from Minnesota withholding because | had no

Minnesota income tax liability last year, | regeived a refund of all Minnesota ingome tax withheld, AND | expeot to have no Min-
nesota income tax liability this year.

@ My spouse Is a milltary sarvice member assignad to a military Jocation In Minnesota, my domicile {legal residence) is in another
state, AND ] am In Minnesota solely 1o be with my spouse. My state of domicile is

E.i 1 am an Amerlcan Indian living and working on a reservation.

[EF 1 am a mamber of the Minnesota National Guard or an active duty U.S. military member and dlaim exempt from Minnesota
withholding on my military pay.
1 receive a military pensian or other military retirement pay as calculated under Title 10, 1401 through 1414, 1447 through
1455, and 12738 and clalm exempt from Minnesota withholding on this retirement pay.

1 certlfy that all information provided in Section 1 OR Section 2 is correct. | understand there is a $500 penailty Tor filing a faise with-
& ! holding allowange/exemption certificate.
#

Hare

inyee’ slire Dai h
s " Feb13,2018 B

o

ﬁE’miﬂoyeas: Give the completed form 1o your employer,

Employers

If you are required 1o send a copy of this form to the Depariment of Revenue (see Instructions), you must enter the employer infarmation below
and mall this form to: Minnesota Revenue, Mall Station 6504, St. Paul, VN 55146-6504. {Incomplete forms are considered invalid.) A $50
penaity may ba assessed for sach raguired Form W-3MN not filed with ihe department.

Keep a copy for your records.
7 g % Name of employer Federal employer ID number (FEIN) | Minnesota tax ID number
E Address City Stale 2P cods
58
s .
ifev. 12107 Questions?  Website: www.revenue.stete.mn.us. Emalil; withholding.tax@state.mn.us. Phone: 651-282-9999 or 1-800-657-3594.



. DEPARTMENT

OF REVENUE
Form W-4MN Instructions
Do not complete this form if you are ciaiming the same number of Minnesota allowances as federa) and the number
claimed Is 10 or fess.
Employee instructions
What's New? . Note: You may e subject to a £500 penalty Nota: In order to avaid owing tex et the end
Beginning with tax year 2016, you may if you submit 2 fulse Form W-4MN, ofﬂu)w.}wmaynotwammchhl:;mm
pot have to pay Minnesote incoms tax on o, exenpt if you (and/ar your spouse w] -
your military pension ar other military mm{:&:z mm? fng a joint retmn) expect 1o heve other forms
retirement pay calculated under Title 10, mmmmeomimemfmm of income subject to Minnesota tax.
and 12733, When you file your Minnesotn ) holding, you raust provide yoar employer
individual income tax return, completeand ~ + <laimn fewer ollowances with a new Form W-4MN by February 15th
file Schedule M1M, Income Additions and + request additional Minnesota tasestobe  of sach year,
Subtractions, to subtract this income fiom withhald from your wages (complete line
your Minnesota taxable income, 3) ; If another person can claim you as a depen-

Ifyon claim this subtraction, yoo may

aot claim the credit for past military
service (reported on Schedule M1C, Other
Nonrefundable Credits) which ir a credit
availnble to individuals whose Adjusted
Grass Incrane LAGT) s less than $37,500.

Should | complets Form W-2MN?

“Complete Form W-4MN und provide it to
vour eroployes, if you do any of tha follow-
ing:

o Claim fewer Minnesotw allowances than
federal allowsnces (You may not claim
mare Minnesot allowances than federal
allowunces)

o Claimn more than 10 Minnesota alluw-
ances

» Request additiona) Minnesota withhold-
ing be deducted each pay period

¢ Claim to be exempt from Minnesota
income tax withholding {see Saction 2
instructions)

Before you complete Rorm W-4MN, deter-
mine the number of federal withbolding
allawances you are elajming on federal Form
‘W-4, Then, determine the number of your
Minnesota withholding allowances,

Consider completing a new Form W-4MN i

yur persopal or fimancial situstion changes.
Ifyou have not had sufficient income fax
withheld from your wages, interest and/or
penelty charges may be assessed when vou
flle your indjvidual income tax return.

Your emnployer may be requirad to sabmit
roples of your Form W-4MN to the de-
partment.

Section 2 — Minnesota Examption

Your employer will ant withhold Minnesots

taxes fram your pay if you are exempt from

withholding. To claim exemption, you must

mest ane of the following requirements:

= You mest the federal ents; you
cinim exempt from federal withholding
an Form W-4; you had no Minnesota
income tax liability in the prior year; you
received a fall refiund of Minnesota tax
withheld; and yon expect to have no Min-
1es0ta income tax Hability for the current
vear,

« Yonarethe spouse of a military member
asvigned to duty in Minnesota, you and
vour sponse are doraiciled in another
state (the snme state as one another) and
are present ip Minoesota solely to be with
your active duty military member sponse.

» Younarea member of an American Indimn
tribe liviog and working on the reserva-
tion of which you ars ap enrolled member.

» Your wages are for Minnesota National

Guard (MNG) pay ar for active duty US,

nmilitary pay. MNG and active duty US.

military members can cloim exempt from

Minnesota on these wages,

sven if taxable federally. For additionsal

information, see Income Tax Fact Sheet 5,

Military Personnel.

You receive a militery pension or other

militory retirement pay calcnlated under

Title 10, 1401 through 1414, 1447 through

1455, and 12733, If'you receive this

income, yon may claim exempt from Min-

nesota withholding on this mcome even i

tuxable federally,

dent an his or ber federal tax gerurn, you
cannot claim exempt from Minnesota with-
holding if your annual incoroe exceeds 5950
and includes more than 3300 of unearned
income.

| Use of Information

| All information on Form W-4MN is

{ private by state law, It cannot be given

| to others withont your consent, except

| to the Intarnal Revenne Service und to

| other states that gnar:mtee the same !
privacy. Your name, addressand Socinl |

Security number are required for {

| idenification. Informution about your
allowances is required to determine '

‘your correct tax, We ask for your phone |

number so we can call you if we havea |

guestion,

Employer instructions are on the next page,



Employment Eligibility Verification ' USCIS

Department of Homeland Security oml: :?'l'ﬁfgw
U.S. Citizenship and Immigration Services Expires 08/31/2019

m
LS s —]—/—————— o
P START HERE: Read instructions carefully before complefing this form, The instructions must be avallable, sither in paper or electronically,

during complation of this form. Employers are Hiable for errars in the completion of this form.

ANTI-DISCRIMINATION NOTICE: It is Illegal to discriminate against work-authorized individuals. Employers CANNOT specify which
documant{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 expiration date may elso constitute fllegal discrimination,

Bection 1. Employes Information and Attestation (Empioyees must complete and sign Section 1 of Form 1-@ o later

than the first day of employment, but niot before aocepfing a job offer.) @ s - A ]

Last Name {Family Nams) First Name (Givan Nams) Middle inftial Other Last Names Used (F any)
Smithknecht Tracy NA NA

Address (Straet Number and Name) Apt. Number | City or Town State | ZIP Code

1018 121st Lane NE NA Blaine MN 55434

Date of Birth fmm/ddAyyy)  |U.S. Social Seourity Number Employee’s E-majl Addrass Employse's Telephone Number

01/31/1990 ]4711215(*;2] | ] - | | | | ||[Tracysmithk@yahoo.com 763-283-9872

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

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

(] 2 Anoncitizen national of the United Stetes (See insiruations)

FQ 3. A lawiul permanent resident  (Allen Registration Numbar/USCIS Number): NA

4. An allen authorized to work  untl {explration dets, I applicabls, mmiddiyyyy): s i
Some aliens may write "N/A* In the expiration date field, (See instructions) |

Allans authorizad to work must provide only one of the following document numbers to complete Form 19: | | CRCele-Sedant - |
An Allen Registration NumbsiASCIS Numbsr OR Form 1-84 Admission Number OR Forelgn Passport Number. |
1. Allen Registration Number/USCIS Number: NA | 1
OR
2. Form 1494 Admission Number: L -
OR n
3. Forelgn Passport Number: NA ';
Country of Issuance: NA |

Signature of Employee W Today's Date (mmAidyyyy) Feh 13, 2018
T t{Feb 13, 20]

'Preparer and/or Transiator Gertification (check one): 2
1 did not uge a preparer or translator. A preparer(s) and/or translator(s) assisted the mpioyas in compleling Ssction 1.
(Fields befow must be completed and signed when proparers and/for translators assist an employee in completing Section 1.)

| attest, under panalty of perjury, that1 have assisted In the completion of Saction 1 of this form and that to the best of my
knowledge the information is true and corract.

Signature of Preparer or Translator Today's Date (mm/ddfiyyyy)
Last Name (Family Nams) First Name (Given Name})
Address (Strest Number and Name) City or Town State ZIP Code

a Employer Completes Next Page @

Form 1-9 07/17/17 N Page 1 of 3



$899119331426

TRACY ELIZABETH SMIT
1018 121ST LANE NE.

mcx

F IN_." "

Height Weight
55 110

_mmcmo 01-2015
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* This card belongs to the Social Security ,Pm::_:;?»:c: E& yOu must
return it if we ask for it.

E 'you :nm a card that isn’t yours, please return it to:

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

[ For any other Social Security business/information, contact your local
Social Secuirity office. If you write to the above address for any business
other than returning a found card you will not receive a response.

Social Security bmagﬁnn@?
Form mm}wueg (08-2011)




Employment Eligibility Verification USCIS

Department of Homeland Security et e
U.S. Citizenship and Immigration Services Expires 0873172019

ection 2. Employer or Authorized Reprasentative Review and Verification

\{Employers or their authorized repressniative must complete and sign Seation 2 within 3 business days of the employse’s first day of emplaygpan& You
1wist physically examine one document from List A OR a combination of one dosument from Lisi 8 and ané document from List € as lisfed on the "Lists
@l Acceptable Dacuments.”)

Name (Famiy Name) TFirst Name (Given Name) |k | Cilizenshipmmigraton Status
Emp!nyae!nfohm&cﬁon‘l FSMrﬂnth.;I I i_mw ]E
B

ListA — v AND ListC
Identity i_”d Employment Authorization Identity Employment Authorization
| Dooument Title r pnt Tile

cvers Ucense el Setunty Qﬂgq

Tesig Aoty H m sC MR %Smh %M r

pa—

| Document Number umet Number :
o 5Ehﬂllﬂ53lﬂég —a.l~5‘082- |
| Expiration Date (i any){mnvidfiyyyyi traﬁon Data {if any}rmmiddlyyyy) Expi:aﬁon {if any){mmvddlyyyy) ‘

l -21~-2014 |

Document Tille ' ?
Tosuing Authory [Additional infarmation i et
[ Dacumant Numbar 1 ! 1

E i |
[Expiration Date (7 anyj(mm/ddlyyyy) ; |

| .

| Document Tils i :
[Tesuing Authorty | ‘

Dosumem Numbsr s {

’ i

;'Expiraﬁnn Date {if any,{mmiddlyyyy) | .

| A |

Certification: ! aitest, under penalty of parjury, that (1) | have examined the document{s) presented by the above-named employsa,
{2) the ahove-listed document(s) appear to be genuine and to raiate o the employes named, and {3) to the hest of my knowlatigs the
employes is authorized to work in the United States.

The amployae‘s ﬂmdayofamplnymam {mm/ddiyyyy): {Sae Instractions for exemptions)

Tmyﬁz_)ﬂl& mnyft Authorized Representative

2 m rorAummed Representative | Employer's Business or Organization Neme

Employers'Business or Organization Atdress (Straet Number and Name) CIty or Town Biats | ZIP Code

Section 3. Revenﬂcaﬁon and Rehiras (To be complated and signed by employer or authorized representative.)

(A New Nima (i daicatie] _ R B B. Da\a &f Rghired ({ apblizable)

Last Name {Family Nams) Fitst Name {iBiven Name) 5 Middie lniﬂal Date fmm/ddAyyy)

. IF 16 GMpIoyaEs RFEvioUs qnaflt aféﬁﬁfnquﬂgulﬂbﬁ;gﬁon héis exgitad, provide the nformiation for fe docurment oF recaipt Ihat estabishes
gentinuing employment aythorizetion inthe spage pmylded koo,

Decument Titls Dooument Number Explr;ﬂon Date {if any) (mmlddétm})

1 attest, under penalty of perjury, that to the best of my knawladge, this employsa is authortzed to work inthe United States, and If
tha smployes prasented dosumant(s), the document{s) | have examined appsar to be genuine and fo ralate fo the individual.

Signature of Ermployer or Authorizad Representafive | Today's Date {mmvddAyyy) | Name of Employer or Authorized Representative

Form I-9 071717 N Page? of 3



S O e e e R e T e e e e e
LISTS OF ACCEPTABLE DOCUMENTS
All documents must be UNEXPIRED

Employees may present one selection from List A
or a combination of one selection from List B and one selection from List C.

LISTA LISTB LISTC

Documents that Establish Documents that Establish Documents that Establish
Both ldentity and Identity Employment Authorization
Employment Authorization oOR AND
1. U.8. Passport or U.8, Passport Card 1. Driver's license or ID card issued by @ 1; A Social Security Account Number
: State or autlying possession of the card, unless the card includes one of

2 gm’g:‘g‘g&‘ o= E’F'o’::;f{’ sty United States provided #t contains a the following restrictions:

Phafﬂgg:g: ofrmﬂﬂaﬂ%" su’fhla; (1) NOT VALID FOR EMPLOYMENT
e, ! ., height, e)

3. Foreign passport that contains a ::‘rgr’_ and agdrass R (2) VALID FOR WORK ONLY WiTH
temporary 1561 stamp or temporary INS AUTHORIZATION
1-551 printed notation on a machine- 2. 1D card issued by federal, state or local
readable immigrant visa government agencies or entities, G OO O e TH

DHS AUTHORIZATION
: provided it contains a photograph or -

4. Employment Authorization Document infformation such as name, date of birth, | & Ceriification of raport of birth issued
that contains & photograph (Form gender, height, eye color, and address by the Department of State (Forms
1-766) . D8-1350, F8-545, F8-240)

3. 8chool ID card with a photograph > z

§. -Fora nonimmigrant allen authorized & 3. Original or cerlified copy of birth
to work for 2 specific employer 4. Voter's registration card certificate issued by a Stats,
because of his or her status: county, municipal authority, or
. Fomion passqart; s 8, Miitary dependent's I card ‘ bearing an offivial seal
b. Form 1-84 or Form 1-94A that has R e U

the following: 7. U.S. Coast Guard Marchant Mariner 4. Natve American fribal document
[l Eeneen sl Pk Cand 5. U.S. Clfizen ID Card (Form 1-197)
an
8. Native American tribal dooument
{2) An endorsement of the allen's 8. ldentification Card fer Use of
nonimmigrant status as long as 8. Driver's license issued by a Canadian Resident Citfzen in the Unfted
that period of endorsament has govarnment authority States (Form 1-1789)
not yet explred and the !
propesed employment is not in For persons under age 18 who are | 7- Employment authorization
confiict with any restrictions or unable to present a document dipument iaslied by {e
limitations identlfied on the form. listed above: Department of Homeland Security

6, Passport from the Federated States of
Micronesia (FSM) or the Republic of 10. Schoo] record or repert card
the Marshall lslands (RMI) with Form 11. Clinic, dooter, or hospital record
1-84. or Form 1-94A indlcafing -
nonimmigrant admission undar the 12. Day-care or nursary school record
Compact of Free Assoclation Between
the United States and the FSM or RMI

Examples of many of these documents appear In Part 13 of the Handbook for Employers (M-274).

Refer to the Instructions for more information about acceptable receipts.

Furm19 071717 N Page 3 of 3



Authorization

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

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

Personal information: Please print the Information requested helow to identify yourself for BGC,

Printed name: Tracy NA Smithknecht
First Middle (OO Last
none)
Other names used:
Current county of residence:
Current and former addresses:

11/2013 current 1018 121st Lane NE Blaine/MN 55434
from Mo/¥Yr to Mo/Yr Street City, State & Zip
from Mo/Yr to Mo/¥Yr Street City, State & Zip
from Mo/Yr to Mo/Yr Street City, State & Zip

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

01/31/1990 470215082

Date of birth Social security number
$899119331426 Tracy Elizabeth Smithknecht
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:

%@W Feb 13,2018

Signature Date




Parg informacitn en espafiol, visite www.consumerfinance.gav/iesrnmore o escribe o la Consumer Financiol Protection Bureay, 1700 G
Street NoW., Washingtan, DC 20552,

A SUMMARY OF YOUR RIGHTS UNDER THE FAIR CREDIT REPORTING ACT
The federal Falr Cradit Reporting Act [FCRA) promotes the accuracy, fairness, and privacy of Information in the Fles of consumer reporing
agencles. There are many types of consumer reporting agencies, inchuding credt bureaus and specialty agencies {(such as agencles that self in-
formation abibut chetk writing histories, medical records, and rental history records). Here I8 2 summary of your sajor rights underthe FCRA.
For more information, including Information about additfonal rights, go to www.consumerfine fleammora or write to: Consumer Fi-
nancial Protection Bureau, 1200 G Strapt N.W., Washingtan, DC 20552,

s Youmusthe told i information in your file has hean used against you, Anyone who uses a credit report or ancther type of consumer re-
portto deny yaur application for credR, insurance, or employment—~or to take another ativersa sction against you - must tell you, and must
gve you the name, addrass, and phose number of the agancy that provided the information,

® You have the right 1o knowwhat Is in your file. You may request and obtain aji the informstion about you in the files of a consumer report-
Ing agency {your “file disclosurs”), You will berequired to provide praper identification, which mayinclude your Social Security pumber. In
many cages, the disclosure will be free. You are entitied to a free file disclosure i
» 3 person hastakan adverse action against you because of informmation in your credit report;
» you are the victim of identity theft and place a fraud alart in your file;
» your file contains ingrourate Information as 2 result of fravd;
= you are on public assistance;
® you are unemployad but expect to apply for employment within 60 days.
Inaddition, all consumers are entitied to one free disciosure every 12 months upon reguest from each nationwite credit burgau and from na-
tionwida spatialty consumer reporting agencles. See www consumerfinapre sovflearnmpra for additional infarmation,

* You have the right to ask for a eredit scora, Credit scores are numerical summaries of your credit-worthiness based on information from
credit bureaus, You may request a credit score from consuroer reporting agencies that create scores or distribute scores used In residential
veal property louns, but you will have to pey for it, In same mortgage transactions, you will raceive credit store information for freefrom the
mortgage lender,

® You havs the right to dispute incomplete or inaccurate Information. if you Identify information in your file that is incomplete ar inaccurate,
and report it to the consumer reporting agency, the agancy must investigate unless your dispute is frivolous, See www.consum-
Eerdipance.sov/iaarmmore for an explanation of dispute procedures,

® Consumer repprting agencies must correct or delate inaccurate, incomplate, or unverifiable Information, Inaccurate, incomplate of unver-
ffiable Information must he removed or corrected, usually within 30 days. However, a consumer reporting agenty may cantinue to ragon
Information it has verified as accurate,

» Consumer teporting agencies may not report outdated negative Information, In most cases, a consumer reporting agency may not report
negative information that is more than seven years old, or bankruptcies that are mare than 10 years old,

® Access to yourdile is imited. A consumer reporting agancy may provide information about you only to people with a valid need— usually 1o
consider anapplication with @ creditor, insurar, amplayer, landlord, or other business, The FCRA specifies those with a valid need for accoss,

* You must glve yaur consent for raports to he provided to employars, A cansumer reporting agency may not give out information about you
1o your empioyer, or a potential employer, without your written consent given to the employer. Written consent generally is not required In

G KUY

affers for credit and insurance must include s toli-frae phone wumber you can call #Fyou choose to remove your name and address from the
lists these offers are based on. You may opt-out with the nationwide credit bureaus at 1-888-567-8588.

* You may seek damages from vinlators. if » consumer reporting agency, or, In some cases, a user of consumer reports or a furnisher of infor-
mation 10 aconsumer repprting agency violates the FCRA, you ray be ahleto sue in state arfeders! court,

e Identity theft victims and active duty military personne] have additional rights. For mare Information, visit www.consums
3

States may enforce the FCRA, and muny states have thelr own consumer reparting faws. In some cases, you may hove more rights under
state low. For more infarmation, contuct your stete or tocal cansumer protection agency or your state Attorney General, For information

about your federal rights, contuct;
TYPE OF BUSINESS: CONTALT:
La. Banks, savings associations, and cradit unlons with totalassets | a, Bureau of Consumer Financlal Protegtion
of over $10 killion and their affillates. 1700 G Street NW

Washington, DC 20552

b. Such affiliates that are not banks, svings associations, or credit | b. Federal Trage Cammission: Consumer Response Center - FCRA

unians also should list, In addition to the Bursau: Washingtan, DC 20580
(877) 2B2-4357
2.To the extent not inclutded in item 1 above:
a. National banks, federal savings assuciations, and federal a. Office of the Comptroller of the Currency
branchas and federal agencies of foreign banks Customer Assistance Group

1301 McKinney Streat, Suite 3450



EMERGENCY CONTACT INFORMATION

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

Employee Name: Tracy Smithknecht

Address:  1018121stLaneNE Blaine/MN 55434

Home Phone; _763-283-9872

Plﬁasb llst two peop}e (in pﬂmilg,:ézrder) q gsould be contacted in case of an ggnergency
Contact #1 Home Phone: 763-283-9875
Neme: Jaye Depew Cell Phone:
Contact #2 Home Phone:
Name: Cell Phone:
Relationship: Work Phone:

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

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



employer solutions staffing group.-
Direct Deposit/Payroll Debit Card Authorization

Employees have the upnon of mewing wages by Direot Deposit and/or Payroll Debit Card.
j 28 will

S FON ARSI 'E GRMVATTLORN

Employeo Name oo Smithknecht SSN# (lest4 digits) o0

SEERION 2 DAY ROET ELEC RO

\®)]| Direct Deposit (Please complete Seations 3 and 5 below)
()] Payroll Debit Card (Please complste Sections 4 and 5 below)
SECHON S DIRECT DEPOSH
Update Bank Account

Bank Name:

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

Y understand and acknowledge that if I do not providea
voided check with this direct deposit form, I am
responsible for any delays in payroll or extra costs

Routing# incurred if the account number that I provide is incorrect,
Account# = Initial 1S Date 02/13/2018
Acoount Type: | 1} Cheaking L) Savingsl 1 Other

To help us avaid making sn emor, plesse attach a copy of a voided check. (a deposit slip will not work)
1f you change banks, do not close your old bank account until your direct deposit has started at the new bank, which may teke 2 pay periods.

SECTON S PANVROLL DEBIT CARD (GLOBAL CASH CARD

Federal law requires all finanoial institutions to obtain, verify, and record information that identifies each person who opens an account, In order to
request a Payroll Debit Card for you, we must provide all of the following information that will enable the financial institution to identify you, If
you do not submit a Direct Deposit/Payroll Debit Card Authorization, ESSG will provide the necessary informetion and issue you a Payrolt Debit
C:gil_ympayyourwagas.l?arympmmﬂon,mﬂnmdalinsﬂmﬁnnmayaskyoumpmvidsﬁemaddiﬁonalidenﬂﬁcaﬁmhﬁimadonsotheyoan
verify your identity

Except for the routing and account mmber, ESSG does not have access to any information regarding your Payroll Debit Card sccount or
transactions. On your first payday, you will receive your new Payrall Debit Card, and a packet containing all of the terms and conditions. You will
then sign acknowledging thet you received the Payroll Debit Card and packet. Yonr Payroll Debit Card will be reloaded on each payday you recsive
wages,

 CARDHOLDER INFORMATION (as you want your Payroll Debit Card o be issued)

First Nams M1 Last Name Datc of Birth
Street Adidress (0 BOX NOT ACCEFTABLE) Sorial Security#
City State Zip Cell Phone (mobils)
RECEIPT OF PAYROLL DEBIT CARD (to be completed when you pick up your Payroll Dehit Card)

| PsyrnllD:b:tC’;dRuuﬁng# Payroll Debit Card Acconnt #

lhavemeivedmy?aymﬂDebitCaﬂ,wdmmehmchmn.pmgrmfaupmmﬁmgmdiﬁms,anddisclomByaoﬁvnﬁngmyPaymn DebitCard,

1 am agreeing to the program terms, conditions, and disclosures that are included or made available to me from time to time from the financial institution, 1
authorize the financial ingtitution to debit my Payroll Debit Card acoount for the fees described in the fiee schedule that is part of the program terms,
conditions, and disclosures.

Employee’s Signature: "“‘"zé%g"’"’""_“”"‘”“’ Date:

s anl s AR R P/

1 authorize BSSG to directly deposit my periodic wages/compensation payments, net of required tax withholdings, other required withholdings
or authorized deductions, into my account(s) as designated above and to initiate, if necessary, debit entries and adjustmentsfor any credit entries

made in error to my account(s). * E-mail is required for pay stub information.

tracysmithk@yahoo.com @
this information will only be used to send yous paystubs electranically

; Feb 13,2018
Employee's Signature: W Date:

*E-mail:




e

employer solutions staffing group..

STATEMENT OF CONFIDENTIALITY

This agreement made this day of , 201__, between
Employer Solutions Staffing Group LLC, hereinafter referred to as “employer”,
and hereafter referred to as “employee’.

WITNESSETH:

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

In view of the difficulty of determining the amount of damages which may
result o 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.

TWS%:%mu.ms)

Employee Signature

Employer Solutions Staffing Group LLC, Representative



employer solutions staffing group;.
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 result of your injury will be accommodated.

RESPONSIBILITIES OF THE INJURED WORKER:

Minnesota Rule Sec. §221.0430, Subp. 1 requires that you choose one primary
health care provider. Subpart 2 places limitations on your right to change

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

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

Obtain a Report of Workability from your physician at every appointment, a
minimum of once every two weeks. M.R. 5221.0420 requires that your physician
cooperate with return to work planning and that you be released to return to work
at the earliest appropriate time.

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

Follow all physical restrictions at home and at work.

Report to work and perform physically suitable tasks as assigned. These may or
may not be in your regular department. The work may or may not be on your
usual shift.



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

Notify vour emplover immediately of any new injuries or conditjons 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 physician must complete a
Report of Warkability.

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

Signed: Teacy Sriffinecht (Feb 33, 2016)

Printed Name: Tracy Smithknecht




e

employer solutions staffing group..

Important/importante
LOST OR STOLEN PAYCHECKS

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

If your paycheck was stolen, you must first file a police report before we can re-
Issue the check. Once you have done so, you must provide a copy of the policy
report to your staffing recruiter that the check was stolen. If the check has not
been cashed and if the loss of the check was not your fault, ESSG will issue a
new check and no fee 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, ete), usted debe nofificar 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.

8i su cheque de pago fue robado, primero debe denunciar el robo a la policia
antes de que podamos volver a emitir el cheque. Una vez hecho esto, usted
debe proporcionar una copia de la denuncia a su reclutador de personal que el
cheque fue robado. Si el cheque no ha sido cobrado y si la pérdida del cheque
no fue su culpa, ESSG emitird un nuevo chegue y no hay cuota se deducira.

AGREED/SE ACUERDA—

Name/Nombre (con letra de molde):  Tracy Smithknecht

SignaturelFime: 284 Milnecht




NERT

empioyer solutions 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 safety and health requirements.

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

ESSG is committed to vigorously enforcing its OSHA Campliance Policy.

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

e 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

o 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

o Right to know or be informed about actusl and potential dangers in the
workplace

o Right to review copies of appropriate standards, rules, regulations and
requirements that the host employer is required to have available at the
workplace.



Lt

employer solutions staffing group..

e Right to request information about safety and health hazards in the
workplace, appropriate precautions to take, and procedures to follow if
involved in an accident or exposed to hagardous 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
OBHA 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 138 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
952.835.1288/1.866.496.7578) and asking for the BS8G Safety Diractor. 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 yumsafe or hazardous worksite conditions.



employer solutions staffing group..
Acknowledgement of Receipt of Workplace Safety Policy

I 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 952.835.1288/1.866.496,7673 with any
questions I may have about this policy. I agree to comply with ESSG's policy on
ESSG WORKPLACE SAFETY POLICY and I understand failure to comply is
grounds for disciplinary action, up to and including termination.

I also agree that if at any time during my employment I am believe that T 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)
Tracy Smithknecht

Employee’s Signature:

Date: Feb 13,2018




*

- 88950 Pre-Screening Notice and Certification Request for

(Rev. March 2016) the Work Opportunity Credit OMB No. 1645-1500

?ugemall ngl}gaSLwN : » Information about Form 8850 and its soparate instructions is at www.lrs.gov/form8850,

Job applicant: Fill in the lines below and check any boxes that apply. Complete only this side.
Your name Tracy Smithknecht _ Soclal seourity number > 470215082

Street address whereyou lve 1018 121stLane NE

City or town, state, and ZIP code __ Blaine/MN 55434

County Telephone number '0>-283-9872

it you are under age 40, enter your date of hirth {month, day, year) 01/31/1990

| [D Check here if you recsived a conditional certification fram the state workforce agency (SWA) or a bartloipatlng jocal agency
for the work opportunity credit.

2 [[] Check hera if any of the following statements apply to you.

« | am a member of a famlly that has received assistance from Temporary Assistanca for Nesdy Familles (TANF) for any 9
months during the past 18 months,

» | am & veteran and a member of a family that received Supplemental Nutrition Assistance Program (SNAF) benefits (food
stamps) for at least a 3-month period during the past 16 months.

» | was referred here by a rehabiiitation agency approved by the state, an employment network under the Ticket to Work
program, or the Department of Veterans Affeirs.

» | am &t least age 18 but not age 40 or older and | am a member of a famlly that:
a. Recelved SNAP henefits (food stamps) for the past 8 months; or
b. Received SNAP henefits {food stamps) for at least 3 of the past & months, but is no longer sligible to receive them.

» During the past year, | was convioted of a felony or raleasad from prison for a felony.

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

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

<] L[__ﬂ'_l Check hers if you are a veteran and you were unemployed for a period or periods totaling at least 6 months during the past
year,

4 [T Check here if you are a veteran entitied to compensation for a service-conneoted disakility and you were discharged or
released from agtive duty In the U.S. Armed Forces during the past year.

5 Eﬂ] Cheok here if you are a veteran entitled to compensation for a servica-connected disability and you wers unemployed for a
period or periods totaling at least 8 months during the past year.

6 [[] Check here if you are a member of a family that:
» Recejved TANF payments for at least the past 18 months; or
» Reocsived TANF payments for any 18 months beginning after August 5, 1897, and the eariiest 18-month period beginning
after August 5, 1997, ended during the past 2 years; or

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

7 E} Cheok here If you are in a pariod of unemployment that is at least 27 consenutive weeks and for all or part of that pericd
you recelved unemployment compensation.

Signature—All Applicants Must Sign

Uniler penaities of petjury, ldac!m’mtlgavauwnbovewo:maﬂnnwmaamployafmorbetmmedaylmoﬂemdaloh.andms,taﬂw best of my knowledge, trus,
oarrect, and complete,

Joh applicant’s signature B> ™Y Sggk"wweb 13,2088, Date Feb 13,2018

For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat, No. 22851L Form B850 (Rev. 9-2016)
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Form A.(rav. 03/2017)
EMPLOYER SECTION:

TAX CREDIT QUESTIONNAIRE @

S AR B

Client:

Company:

Location:

Position:

Starting Wage: §

EMPLOYEE SECTION:

Tracy Smithknecht

First Name: Last Name: Suffix:

Street Addresss
1018 121st Lane NE

City/State:

Blalne/IgN

Zip:
55434

Ss#:
470215082

Date of Birth:
01/31/1990

Age:
28

Have you worked for
this company before?
Yes D No(®)

If yes, location:

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

Yes No

City: County:

State:

1. Have you or has anyone living with yon received Temporary Assistance to Needy Families (TANF)
at any time since Angust S, 19972 (if'yes, please provide information below.)
Name of the person receiving benefits: ______ Relationship o yow:

Q @

2, Have you or has anyone living with you received Food Stamps (SNAP) at any time during the past 15 months?
{If yes, please provide information below.)
Name of the person receiving benefits; _____ Relationshiptoyouw: ____
City: ____ Commty: _ State: _

3, Have you received Supplemental Security Income (SSI) at any time within the past 3 months?
Please note, this is not the same as Social Seourity benefits (S8) or Social Seourity Disability (SSDI) benefits,
“[f"you checked yes please provide a copy of your SSI documentation,

Gity:

If yes, please indicate which type of
g Vocational Rehabilitation Agency
Mame of Agenoy: ____ FPhone#:
County: _____ Stater

Ayou checked yes please provide a copy af your active Individual Work Plan and Ticket to Work documentatian.

4, Have yon received any type of vocational rehabilitation services within the past two years?
you worked with and provide their Jocation information below:
Dept, of Veterans Affairs ] Employment Netwark (Ticket to Wark Program)

Dates of Servics - From:
Branch of Service:

To:

5, Areyou a Veteran of the U.S, Military? *If yes, please provide a copy of your DD-214 and letter of separation.
(if yes, please provide information below. 1f no, pleass continue to question #6.)

Are you entitled to or are you receiving compensation for a service-connected disability?

Q

To:

6. Have you been nnemployed at any time during the Iast 12 months?

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

Conviction Date:

Release Date:

Was thisa ﬂ Federal ot g State conviction? If State - County:

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

State:

al © »|©
Rl @ D@ @

T
1EC (Native American):

CA Residents:

R IR S BT T el T

]

i

Sl .. Addibijia) Tax Credity T

Are you or your spovse a member of a Native American Tribe?

Jf'you checked yes please pravide a copy of your CDIB card.
ﬁ Are you the child of foster parents? LTI Do you receive CalWorks? [[J] Workforce Investment Aot?

0 Are you # migrant or seasonal farm worker? ] 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, 1 declare the information above to be true and accurate o the beat of my knowledge, and [ hereby authorize any agency. arganization, or
Indtvidyals to supply such verification or iformation that may be naeded 10 detarmine tax cradit eligibility to my employer, employer represemative (Associated

Consultants, Inc. dba Retratax), or the Department of Labor.

New Employee Signature: M

Date; Feb 13,2018




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.

New Hire’s Signature: M pate Feb 13,2018

Tracy Smithknecht

New Hire Name:

Social Security Number: 470215082
Employer Name:

Please check the statements below if they apply to you.
| declare that | was in a period of unemployment that is at least 27
consecutive weeks and for all or part of that period 1 received unemployment
compensation.

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

(Enter start date)

Privacy Act Noftice:

The Infemal Revenue Code of 1988, Secfion 54, as amended and is enacling leglelafion, P.L. 104-188, specify that the State Workioree Agencles ara the
*designated" agencies responsible for adminietering the WOTC cerfificaion procadures of this program, The information you have provided completing this
form will be disclosed by your employer o the State Workforce Agenoy. Provision of this Informafion is voluntary; however the information is required to
delermine your employer's eligiiity for the federal tax oredit.

9 . 9 § g 0 ¢ - b 2 0.0 v o - 0 G e e $ 4 s P LD S S o § S S 4 S 0GR $ T WP O M ¢ P A @ [ D @ PGS §) 4 TS Made 0.4 Maen § % G P 4 v < b A ¢ ¢ Mts 49

Public Burden Statement:
Pemamnotrequlradtorespnndmmlsmhﬂmoﬁnfomﬁmutﬂessmﬁspla)samurel'alyvaﬂdomawntmlnumber.Respondenis'ubligaﬁmto
gomplete this form Is required 4o obiain or retein benefits (P.L. 111-6). Public reporing burden is esfimated o average 10 minutes per response, including the
simefor reviewing Instruciions, searching exisiing data sources, gethering and meintaining the data needsd, and compieing and reviewing the collection of
Information. Send comments regarding this burden estmats'to the U.S. Depariment of Labor, Division of Nafional Programs Tools Techninal Assistance,
Room C-4610, Washington, D.C. 20210 (Paperwork Reduotion Project 1205-0371). Please do not submit completed forms to fhis address,

117-

ETA Form 9175 (Rev. November 2016)



Employee Keeps This Form

Healthcare Notice of Exchange

As your employer, we are required to provide you with the following Information under Section 1512 of the Affordable Care Act:
What Is the Health Insurance Marketplace?

The Marketplace is designed to help you find health insurance that meets your needs and fits your budget. The Marketplace offers
"gne-stop shopping” to find and compare private health insurance opfiona. You may also be eligible for & new kind of tax credit that
Jowars your monthly premium right away. Opsn enroliment for health insuranca coverage through the Markstplace begins in October
2013 for coverage starting as early as January 1, 2014.

Can | Save Money on my Health Insurance Premiums In the Marketplace?

You may qualify to save monsy and lower your monthly pramium, but only if your employer does not offer coverage, or offers coverage
that doesn't mest certaln standards. The savings on your premium that you're sligible for depends on your household incoms.

Does Employer Health Covarage Affect Eligibllity for Premium Savings through the Marketplace?

Yes. If you have an offer of health coverage from your employer that meets certain standards, you will not be eligible for a tax credit
through the Marketplace and may wish to enroll in your employsr's health plan, Howavar, you may be sligible for a tax credit that lowers
your monthly pramium, or a redugtion In certain cost-sharing if your employer does not offer coverage o you at all or dees nat offer
coverage that meets certain standards. If the cost of a plan from your employer that would cover you {and not any other members of
your family) Is more than 8.5% of your household income for the year, or if the coverage your employer provides does not meet the
*minimum value” standard set by the Affordable Cana Act, you may ba sligible for a tax credit.1

Note: If you purchase a health plan through the Marketplace instead of accapting health coverage offered hy your emplayer, then you
may lose the employer contribution (f any) to the empioyer-offered coverage. Also, this employer contiibution -as wall as your
smployse contribution to employer-offered coverage- is oftan excluded from income for Federal and State income tax purposes. Your
payments for coverage through the Marketplace ara made on an after-tax basis.

**The Marketplace can help you evaluate your coverage options, including your eligibility for coverage

through the Marketplace and its cost. Please visit HealthCare.goV, for mors information,
Including an online application for heaith insurance coverage and contact information for a Health
Insurance Marketplace in your area™
If you decide to complete an application for coverags in the Marketplacs, you will be asked to pravide this information:

Employer Name: Employer FEIN:
Employer Solutions Staffing Group, LLC 20-8084369
Employer Address: Phone Number for Health Benefits Team:
PO Box 46270 Minneapolis, MN 55344-9956 952-767-9519
insurance | Who is Eligible? Meets Meets When Is it effective? Will ) be
Plans Minimum | Minimum | penalized if |
Available: Value Essential | only have

Standard? | Coverage? | this plan?
Fixed Everyone No No Available immediately— | Yes
Indemnity offered upon hire
Plan
MEC Plan Everyone No Yes Available immediately - No

offerad upon hire

Major Full time employees Yes Yes Within 60 days of being No
Medical after 120 hours are determined eligible
Plan met in 30 days

For more Infarmation about ESSG's Insurance options, contact:
The Health Benefits Team

Employer Solutlons Staffing Group

952-767-9519 | health@employersolutionsgroup.com

ESSG_Participatinglocations_REV_12.2014




Notification of Minnesota Law Requirement —
Unemployment Acknowledgement

According to Minnesota Statuts section 268.095, subdivision 2, paragraph (d), an
applicant who, within five calendar days after completion of a suitable

Job assignment from a staifing service, (1) fails without good cause to

affirmatively request an addftional suitable job assignment, (2) refuses without good
cause an additional sultable job assignment offered, or (3) accepts employment with
the client of the staffing service, Is considered o have quit employment.

This paragraph applies only i, at the time of beginning of employment with the staffing
service, the applicant signed and was provided a copy of a separate document wrilten
in clear and concise languags that informed the applicant of this paragraph and thaf
unemployment benefits may be affected.

It is your responsibility fo contact ESSG through Corporate Management Group (for
Instance, by calling 303-820-1425 or using any other form of contact) for additional
assignments. If you fail to do so, it may affect your unemployment benefits.

| understand by signing this form that | am responsible to contact ESSG within &
calendar days once an assignment ends. | also acknowledge that | have received a
separate copy of this form, 15 (Initial)

Zoagy Sihipecht. AREE T

Employes Signature: Date:
Tracy Smithknecht
Employes (please print your name here)

Telephone: 303-920-1425
12000 N. Washington Street Suite 350
Thornton, CO 80241

.MN_D2.2013



DRUG AND ALCOHOL TESTING POLICY

L PURPOS

Alcohol and drug abuse adversely affects job performance, the kind of work an employee
performs and an employee’s opportunities for successful employment. It is the intent of this document
to provide employees with ESSG's [hereafter “the Company] policy regarding the use of drugs and
aleoho! 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.

I SCOPE

This policy applies to all applicants for employment and to all employees including contract or
temporary employees. The policy is applicable at Company faciliiies 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.

IV. PROHIBITIONS

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, decision-meaking, 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 aloohol, any controlled substances, or
any other drugs or medications that may adversely affect the employee’s abiiity to operate such
equipment, machinery, or vehicle. Employees 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.

(o 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 possession of illegal drugs or
controlled substances may have a negative effect on an employee's ability to perform his/her work for
the Company. In such circumstances, the employes is 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.

E 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 not consume alcoholic beverages during lunch periods, dinner
periods, or breaks when returning 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 workplacs, 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. fthe
applicant tests positive for drugs or alcohol, the conditional offer may be withdrawn.

2. Routine Physical Examination Testing, The Company may require smployees
to undergo a drug or alcohol test once a year as part of a routine physical examination. Affected

employees 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 basis. Once the random selection has been made,
the Company will not waive the selection of any employees 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 infiuence of drugs or alcohol;
b. has violated the Company's written work rules prohibiting drug and alcohol use;
c. has sustalned or caused anather employee to sustain personal injury; or

d. has caused a work-related accident or was operatiﬁg 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. Conducting the Testing.

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

2, Refusal {o Participgte. An employee or job applicant has the right to refuse
testing. However, a refusal of testing will be treated as a fallure to comply with Company poilcy and
may result in withdrawal of a job offer or disciplinary action up to and including termination of
employment.

3.  Thelaboratory. 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. Test Results,

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 result (Le.
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 employee failed the test.)

a Negative Test Result. An employee or applicant who tests negafive for
drugs or alcohol will be given written notice that they passed the test within three working days of the
Company receiving 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 failed the test within three working days of
the Company receiving the test results from the testing laboratory. The employee or applicant will
then be given the opportunity to provide any information to explain the positive result, including any
overthe-counter or prescription medications the employee or applicant may have taken. An employee
or applicant who wishes to submit any explanatory information must do so within three working days
after being notified of the posltive test result,

An employee or applicant who has a positive test result may also requesta
retest of the original sample by the same or different certified laboratory at his 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.
It the results of the retest are negative, the test will be considered a negative test result.

C. Right to Test Result. An empioyee 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 employes or applicant following a positive test result.

D. Discipl Action in Res foaP e ult.

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 alcohol 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 to withdraw the conditional job
offer of any job applicant with a positive test result, without the opportunity to complete evaluation or
treatment.

3 Emplovees - First Positive Test Result - Termination: The Company will not
discharge an employee for the first positive test result. Instead the employes will be given the
opportunity fo participate in an appropriate drug or alcohol counseling or rehabllitation program as
determined by a certified chemical use counselor or physician trained in the diagnosis and treatment
of chemical dependency chosen by the Comparty. The employes 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, Employees - First Positive Test Result—Discipline: The Company reserves the
right to take any other disciplinary action short of discharge it deems warranted following a first
positive test result.

6. : sitive 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 rehabilitation.

E. Privacy 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, government 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 svidence 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 mey also be disclosedtoa
substance abuse treatment facility for the purpose of evaluation or treatment.

3. The Company will provide an employee with access to information in the
employse'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 basad upon such information.



DRUG AND ALCOHOL
TESTING CONSENT FORM

1. | have been allowed to read and inspect a written copy of ESSG policy on
drugs and alcohol.

2, | have read the entire contents of this policy and 1 am aware and fully
understand: (a) the policy and its contents; (b) what conduct the policy prohibits and the
consequences of such conduct; (c) my rights under the policy and the consequences il
exercise certain rights; and (d) that certaln events as described In the policy may result
in adverse personnel action, Including my termination from employment with ESSG. |
understand that this policy in any form, and any employee handbook including this
policy, are not a unilateral employment contract or offer thereof.

3. 1 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. 1
understand that the laboratary selected by ESSG may conduct testing and other
analysls on the sample provided by me. | further voluntarily consent to the laboratory’s
disclosure to ESSG of the results of my drug and/or alcohol test and other information
related to the test.

L/

Individual's Name

Feb 13,2018
Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10
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HearTEZ
Enhanced MEC_Plan 1

[ Rehire Rehire Date 470-21-5082

Benefits Enroliment Form  [TT] New Employee

Employee Information

Name (First and Last) Soclal Security Number
Tracy Smithknecht 470-21-5082
Addrass Clty State Zip Cods
1018 121st Lane NE Blaine MN 55434
Gender LNl Male | Marital Status 01l Single | Date of Birth Date of Hire
I Fomale | [l Marred TN 01/31/190 02/13/2018
: Emall Addrass: :

P e asara T Tracysmithk@yahoo.com

Please Select Desired Coverage:

Employee Only - Employee+Spouse - Employee+Child(ren) - Family -
$24.00/Week $38.00/Week $36.00/Week $63.00/Week

| Bependent .

[Sacial securty # Birth Date | SeX Relationship
bk 23 o % Fh::\aale E sDticChﬂdPattnet
Bependant

Soolal Seourity # BirthDate | Sex Relationship
it Nams WL Taat Name g e ‘ms‘;“;”,,ﬁe,i"“dm
[Bependent =

Sooial Security # BirthDate | Sex Relationship
| Firat Name L) l'!::ala 5 Sp&?se D@mﬁcmlu“"

Other coverage information including Medicare/Medicaid

EFF. DATE
EFF. DATE
EFF. DATE

Employee Acknowledgement and Authorization - | hareby apply for the group benefit(s) as Indicated. | acknowledga that ali sntriss are true and complete and that
any misstatements or fallure to report information may be usad as the basis for cancellation of coveraga for me and my depandent{s), if any, from the original
effective date. Further, | authorize my employer to make the necessary payroll deduction of premiums for coverages 1 have elected.

|IF ENROLLING - YOU MUST SIGN HERE

Employee Signature Date

EMPLOYEES DECLINING | am DECLINING coverage

1 understand that | and/or my dependents, if any, walve any coverage and desire to participate In the plan at a later date. I/we may he considered a late enrollae and
must meet the raquirements defined In the Certificate of Coverage for the company's madical or dental plans. if | decline snraliment for myself or my dependents
{including my spouse) because of other coverags, | may, In future be able to anroll mysalf or my depen In this plan, provided | request enroliment within 31
days after the other coverage ends. In addition, if a new dependant relationship forms as a result of marriage, birth, adoption, placement for adoption of parting sult
of adoption, | may be able to enroll myself or my dependent, provided | request enroliment within 31 days of the svent.

IF DECLINING- YOU MUST SIGN HERE

Employes Signature %W pate 02/13/2018

Employer Solutions Staffing Group Health Benefits Team
PO Box 46270
Minneapolls, MN 55344
Phone: 952-767-9519 Fax: 952-767-9515
Emall: Health@employersolutionsgroup.com




Fixed Indemnity Medical Benefits_Plan 2

e —~—— e e e e e e e

Vsl 219301-ESG1 OFFICE USEONLY LOCATION RehireDate __/__/____ _
ENROLLMENT FORM ESC CU(UNAC-MN) P1 v18.2
P e e R L e M PRINT USING BLACK or BLUE INK (Must Be Filled Out)

Name Tracy Smithknecht Social Security # | Home Phone Sex Iﬁl
A e el G e L el S PR R SR e — . 1
Crty—— R e e e e Dat;/_;fg;a.____

: é

€. LIMITED BENEFITS PLAN SELECTION Payrnll Degucted d Weekly Ra

You MUST select a coverage level before any benefits in Section C. Your coverage Ievel 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 \flslon plan is underwritten by Companion Life Insurance Company.
SELECT COVERAGE LEVEL L P oAt | DENTAL VISION TERMUFE | SHORTTERM
Employee Only $20.25 () s6.17 ) $2.42 O] $0.60 - sa.20 [
Employee + 1 $41.10 $12.34 $4.92 $0.90
Employee + Family [O] $54.88 $20.36 $6.56 $1.80
o toatlBeneis 01| Dlves Clno | FMves Clno | Hllves Hlno | Tves Hlno | Dlives Hlno

1Thls coverage is not avallable to reeldents of NH, HI |, or PR, 25TD is not available" to ;;ersons who work in CA, HI, NJ, NY, orRI.

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

IName PSR Sl o M e X when 1 e 1L, e Reltionshipg o ” e L L S
Name Social Security # Date of Birth Sex Relationship
AR e T o i /¢ DhE] [spouselT chilall Domesic Partner
Name ' Social Securlty# Date of Birth Sex Relationship
e 4 W) D SpouselCTIChildEl Domestic Partner
Name Social Security # Date of Birth Relationshi
__ ~ LRy & " y /! .. .SpousJﬁIChlld.DomestlcPartner
Name Social Secunty# Date of Birth Sex Relationshi

A .. S_pous&&] Child H| . Domestic Partner

YOU MUST SIGN AND DATE, EVEN IF YOU DECLINE COVERAGE

| have read the benefit packet and understand its limitations. | understand that open enrollment is only available for
2 lImlted tlme and 1 understand tﬁat maklng no beneﬂf selectlon isa dechnation of coverage.

DATE  O21y2018, - B> SIGNATURE

e JTOEY §

Jae.cm_m_zusn T
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*This Plan DOES NOT Alleviate the Individual Mandate Penalty* T e R EE L SN
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Benefit Enm!ment!@hange Form
1 /et Emplayee [nformatmn (AH fnfommr.ron i r:nqmrwd}

FirstName: 470-21-5082

[ SSNiE 470-21-5082 DalecfHire: 1018 121st Lane NE
[ Date of Birth: 01/31/1990 ~ Gender()! MorQ F Marftal Status: oz/13/2018 _

Address: 7632830872 [ City: : T State: [ Zm:
[ Dayime Phone: { ) Home phone: { ) Emall:

Change of Status/Coverage
of Qualifying Event: | OAddDependent | OIChange Name

"3 Open Enroliment 0 COBRA/ Term. of Employment T Drop Dependent 0 Change Address
[ 0 New Enroliment O Medicare O Birth/ Death O Other
| Reduction in Houra 0 Other Coverage 0 Marriage / Divorce

1. Pln Electlon

rage on | &1 Employee only | O Employae + Spouse IIII'Emponae + Children [ Family

Name (Last. First, Mi)

Relaonship | Bithdate | SSN_ MIF & i o eaoa b
H Medical
O Medical
T Madical
T Madical

E ELGiRar istrance Coverage informaton Please check dneé. SR

ave oftier insurance coverage,

(G | have other insurance covarage but intand fo cancel that coverage

insurance ooverage

Policyholder's Name; ; Policyholders Date of Birth:
Insurance Co. Name: Policy Number: Group Number:

Insurance Co. Address: Names of covared individuals:

O Yes, | would like to set up a Health Savings Amount (This option is available if you enroil in the HSA plan).
Your annual deduction will be divided Into equal amounis and deducted from each pay period throughout the year.

| elact to have nANNUAL dedugction af § wemstieyhecn maximum of $3,450 for em| covera| e, or ,900 all other levels ufcove reduced
;':ﬁ" “5 galary before taxes to re mburaa me Tor quallﬂe(d ch | inour dlrrlng the p an yaar 3 uﬂ n to the HSA wﬁleg

by company uontﬁbuﬂon. Employaes who are age or older can maka a catch-up contribution of?‘r 000 In ad onto IRS m mums

and understand the beneﬂt options a requlramepm prasentad haraln ] undersl:andrﬁa'i%t 1 may not be eligible to enroll mself and degpandants if | desire to
apply for coverage at a later date, unless | qualify to enroll at a later date In accordance with the special enroliment con
O 1 understand by not enrolling In this plan or a Marketplace health plan as mandated by PPACA, that | may be subject to a tax penalty.

[ H. Employee Authorization

1 understand | have the option to pay the premlums for my employer-sponsorad health plan through a before-tax raduction of my salary. | understand that if
this amount increases or decreases during the plan year, my salary reduction will be adjusted to reflect that Increase or decrease.
1 hereby apply for the coverage for which 1 am now or may he eliglble under this group polley. | hereby authorize the deduction from my eamings of the
required contribution, if any, toward the cost of such coverage. | authorize payment of medieal benefits to all providers, where applicable, for those charges
covered by my group Insurance benefits. | authorize release to or by HealthEZ of any medical information including coples of medical records or Insurance
Information as necessary for claims adjudlcation, utilization review, or coordination of benefits.

To the best of my knowledge and bellef, the information | have provided on this form Is complate and correct. | acknowiedge that the terms of the Summary
Plan Description govern all payments made by the Plans.

= L ' Feb 13,2018
Emplm: Signature Date




Signature: T%Mm e

Email: tracysmithk@yahoo.com



