P BOX 40470
Minneapolis, MN 55344-9956
Tel: 652.835.1288

www.esgstaffingsolutions.com

New Hire Application

Personal Data~- PLEASE PRINT LEGIBLY IN INK

Last Name (_Mehe woedin First Name __ | Ce if Middie initial RN
Street Address (] 7 £ 7.4 <4 Apt/Ste
City/stateizip_& oveland , CO Bos37 Social Security Last Four XXX-XX- 7403
Phone Number _9&7 - 763~ 2 504 Email Address ~1 €2/ Chenouscting @YVatoe. coum

X Staffing Agency/Recruitment Partrer

All offers of emplovment are condifional unon satisfactory proof of identity and legal ability to work in the U8 A

Are you iegally authorized to work in the United States of America? ﬁ?ﬁs NG

Applicant Certification and Authorization
| authorize Emplover Solutions Staffing Group (ESSG) to use the information and statements contained in this aipplication to determine my
qualifications for employment. | authorize ESSG to make inguiries of my former employers, except as indicated in this application,
regarding my previous duties, responsibilities, performance, compensation and sligibility for rehire.
| undierstand that a comprehensive background check may be conducted to determine my eligibility for hire by certain clients of ESSG.
This may include but is not limited to, investigations of criminal and/or conviction records. driving records and/or a drug screen test as
requirad by clients, government regulations or by ESSG policies.
| release ESSG and other persons or entities from any claims that might be based on ESSG's decision to conduct a background check,
i certify that all staterents made in my application are true and accurate and that | have not omitted any material information or provided
false or misleading information. | understand that any material omission or misrepresentation will result in my disgualification from
consideration for employment or, if discovered after | begin employment, will result in my termination.

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

X %;‘ CARIAD LRI %xj «’{if%‘f‘.«'ﬁ,k\,/’-~ ?”“ | 7- 7al8

Name (Print or typg) Applicant’s @;gﬂa‘ime Date

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

For ESSG Office Use Only
DOM NHW 8 B850 _ W4
Emergency Contact Info Background Release Form Background Resulis Unemployment Letter ESC Application
{if applicable}
For ESSG Client Use
DOH ROP Work Bite Loc. WC Code

ERSG - CMG-C0 Rev, 042017



Form W-4 (2017)

Purpose, Complate Form We4 s that your
empioyer can withhold the correst faderad income
Lax from your pay. Consider sompleting a rew Form
Wd-sach vearand when your personal or fnancial
situation changes,

Exemption from withholding, # vou ars exampt,
complete anly lines 1, 2, 3, 4, and 7 and sign e
fonm fo valigata it Your exemption for 2017 expires
Februzry 185, 2078, Sea Pub. 508, Tax Withhoiding
ang Estimated Tax.

Note: If another person oan cialm you as 2 dependsnt
an s oF her tax retuen, you can't clalm exemption
from withholding i vouw total income exceads 51,050
and inclisdes more than $380 of unearmed incame far
exarmple, inferest and dividends,

Exceptions. n smployes may be able {5 olaim
axemption from withbolding sven if the smploves is
& dependent, if the smployes:

= In age 65 or older,
» i3 Tding, or

« Wil olaim adjustments 1o income; fax oredits: of
ftemized deduchons, on bis or her tax return.

The exceptions don’ apply 1o sunplemenal WEGES
preater e 51,000,000,

Basic instructions. if you aren’t sxempt, complets
the Personat Allowances Worksheot below. The
workshasts on page 2 further adjust your
withholding slowances based on terized
deductions, sertain credits, adiustments 1o noome,
or two-eamerg/multiple iobs siluations,

Complete all worlisheets that apply. However, vou
may claim fewer {or zero} allowanoes. For ragular’
wages, withholding miust be based on allowances
vou clalmed and may notbe 2 fiat amount or
prroartage of wages.

Head of household. Generally, vou car olaim head
of houssnold fling status on your tax redum only i
vou arg unmarded and pay mors than 50% of the
costs of kesping up & home for yourself and vour
depandentts) or other aualifving indhviduals. Sse
Pub 801, Exemptions, Sterdars Dedustion, and
Fifing Irdormation, for information.

Tax credits. You can take projected tax credits intp
accound i figuring vour aliowabls number of
withholding sliowencss. Dradits for ohild or dependent
Care avpenses and the oiild tex aredit may be claimed
using the Personal Alowances Worksheet balow,
Bae Puls, 505 tor infurmation on sonverting vour other
credits inle withholding allowances,

Honwage income, I you have s arge amount of
norwage incoms, suchoas intersst or dividends,
consider making ssiimeted fax payments using Form
1040-£8, Estimatad Tax for Individuals, Olnerwing,
you ay owe addifional tax, 1 you have pension or
armulty income, ses-Pul. 505 o find out if you should
adust your withholding on Forn Wed pr W-ap.

Two earners or multiple jobs, I vou have 2
working spouse or more thar ons job, figure the
total number of allowances you 5re entifled fo olaim
onall jobs using workshests from only ong Farm
Wed, Your withholding Usually will be most acourats
when gl sllowances are claimsed on the Form Wee
for the highest paying Job and zero allowsnoes are
clabed on the others, Ses Pub. 505 {or detsils,

Nonresident slien. If you are 2 nontesident alien, see
Notios 1392, Supplemental Form W-4 Instructions jor
Nonresident Alfens, hefore vomplsting this form,

Sheck your withholding, After vour Form Wed {akes
sifett, use Pub. 508 to see how the amount you are
heving withheld comparss to your projatied tolal tax
for 2017, Sse Pub. 505, sapecially ¥ your pamings
exceed $130,000 {Single) or $180,000 Mvarried

Future developments. information shott arny fulies
devalopments affecting Form W4 {such as
legislation snacted alier we ryl Hywill be post
al waviwirg govind,

Personal Allowances Worksheet (Keep for your records, )

A Enter ™1 for yoursslf if no one else can claim you as a dependent .
« You're single and have only one job; or

8 Enter *17 i

* You're married, have only one job, and your spouse doesn’t work or

A L

C

# Your wages from a second job of your spouse’s wages {or the fotal of bothy ars 51,500 or less.
© Enter *1" for your spouse. But, you may chooss to enter “-0-" if you are married and have sither a working spouse or more

than one job. (Entering °-0-" may help you avoid having too little tax withhelsd) | .o
D Enter number of dependents {other than vour spouse or voursel) vou will claim on vour tax return . N
E  Enter "17 i you will fils as head of household on your tax return fsee conditions under Head of household above)
F Enter 1" f vou have at least $2,000 of child or dependent care expenses for which vou plan o claim a credit

{Moter Do not Include ohild support payments, See Pub, 503, Child and Dependent Care Expenses, for details.)

N

..
o b e
E
F

G Child Tax Credit including additional ehild tax crecil. Ses Pub. 872, Child Tax Cradit, for more infarmation,
® If your total income will be less than $70,000 {$100,000 i married), enter “2” for sach sligible child; then less 1" f vou
have two fo four sligible children or fess “2° i you have five or more aligible children,
« It your total income will be between $70,000 and 584,000 ($100,000 and §119,000 i married), enter “17 for each eligible child, &

H o Add lines A through G and enter total here, (Note: This may be ditferent from the nurrber of exemptions you claim on yourtax refum) b H
= [ you planto Hemize of olgim a
and Adjustments Worksheet on page 2.

* If you are single and have more than one

samnings from all jobs exceed $50,000 (820
to avoid having too littls tax withhald.

For acouracy,
complete all
worksheels
that apply.

diustments to income and want 1o reduce yvour withholding, sse the Deductions

job orare married and you and your spouse both work and the combined
L00 ¥ mardded), ses the Two-Earners/Mulfiple Jobs Worksheet on page 2

¢ I neither of the sbove situations applies, stop here and enter the number from fine H on line 5 of Form W-4 balow,

Form mé

Depariment of the Treagury
Intenal Reverus Servios

o Separate here and give Form W4 to your employer. Keep the top part for your records.

Employee’s Withholding Allowance Certificate

B Whether you are entitied fo claim a certain number of allowances or exemption from withholding is
subject to review by the IRS. Your employer may be required to send 2 wopy of tis form o the RS,

CME Mo 1545-007¢

2017

1 Your firat name and middie initial

oy T

Last pams

Cleine yoevia

2 Your social secunity number

§17- 29- 63

Home alidress franrber and sireet or rural rowted

29 E Zwy S+

3 [Asingle [ warriact L] Married, but withhold at nigher Single rate,
Note: § marrded, but legally separatad, or spouss i 1 nonvesident alien, sheck the Single® box,

City or town, state, and ZIP aode

lovetond |, Co

B0537

4 I your fast name differs from that shown on vour social security card,
check hare. You must call 1-800-772-1213 for a replacoment card, ¥ {3

5 Total number-of allowances you are claiming {from fine H above or from the applicable worksheet on pags 2] 5
6  Additioral amount, if any, you want withheld from each paycheck .
7 1dlaim sxemption from withholding for 2017, and | certify that |
= Lastyear | had arightto a refund of all federal income tax withheld because | had no tax liability, and
= This ysar | expect a refund of all federal income fax withheld because | expect 1o have no tax lablity.
it you mest both conditions, write “Exermpt” here .

»

N

meet both of the fullowing conditions for exemption,

518

> 7]

Under penaities of parury, | declare that | have examined this certificats and, 1o the best of my

Employes’s signature
{[This form is not valid wiless you sign it .

y knowledge and belief, it is rue, correct, and complete.

I~ - 2alg

Dates

8 Employer's name and address (Emploven Co%rpﬁaia lines 8 and 10 only i sending 1o the iRB)

8 Do code wplionall | 16 Emplover identification number Ny

For Privacy Act and Paperwork Reduction Act Notice, see page 2.

Cat. Mo, 102200

Form Wed 2017



Company Information

SENSITIVE BUT UNCLASSIFIED

Case Verification Number: 2018018121859ZT
Report Prepared: 01/18/2018

Company ID: 47429

Employee Information

Company Name: Employer Solutions Staffing Group

Last Name: Chenoweth
Date of Birth: 05/15/1996
Hire Date: 01/18/2018

Document Information

First Name: Trey
Social Security Number: *** ** 7403
Citizenship Status: A citizen of the United States

List A Document: U.S. Passport or Passport Card
Passport or Passport Card Number: 523943226

Case Status Information

Document Expiration Date: 12/07/2024

Final Case Result: Employment Authorized
Case Submitted On: 01/18/2018
Closed On: 01/18/2018

Employer Case ID:
Case Submitted By: AFIN3846
Closed By: AFIN3846

Closure Statement: The employee continues to work for the employer after receiving an Employment Authorized result.

SENSITIVE BUT UNCLASSIFIED












This form cannot be used for employees hired prior to September 1, 2014,

Revision Date: 09/01/14
Fxpivation Date: 10/01/17

Affirmation of Legal Work Status
Pursuant to § 8-2-122, Colorado Revised Statuyfs

Y 65/15 11906

Middle Date of Birth

S Employee Nake: Cuonotettn.  Trwy
L.ast First
ber: 517 -29- Wos  Daie of Hi

ASocial Security Nu (MM/DDAYYYY)

In accordance with § 882-122, C.R.S., within 20 calendar days after hiring the new employee

listed above,

. . /
1. T have examined the legal Work status of the dbove named employee.

2. 1 have retained file copies of the documents required by § U.S.C. sec. 1324a.
3. 1 have not altered or falsified the &pployee’s identification documents.

Print Name of Employer (or Designated Representaijve) Official Title

/

/

/

(MM/DDYYYY)
te Signed by Emplover

Business or Organization Name Emplover¥hone Number
/

The provision of false g/ fraudulent information on this form may subject thxemplover to a
significant fine az}d’m/ additional penalties.

This form and the }i/ ocuments required by 8 U.S.C. sec. 1324 (copies or electronic dgpies) will be
retained for the dm ation of the above named individual’s employment.

£ 82122021 C.R.S.: On and after farmury 1, 2007, within twenty days afier hiting 1 new emplovee, each emplover In Colorado
ahaﬂ affirm that the emplover has examined the Jegal work status of such nowly-hired employee and has retained file copies of
the documents required by 8 U.S.C. sec. 1324a: that the emyployer has not altered or falsified the emplovee’s identification
documents; and that the emplover has not knowingly hived an unauthorized alien. The emplover shall keep & written or clectronic
copy of the affirmation, and of the documents required by § U.S.C. sec. 13244, for the term of employment of each employee.




Employment Eligibility Verification USCIS

Department of Homeland Security ‘ . f{s; m ¥f§ -
e . R OMEB No. 1615-0047
ULS. Citizenship and Inmmmigration Services

Expires 98312019

B START HERE: Read instructions catefully before completing this form. The instructions must be avallable, sither in paper or slectronically,
during completion of this form. Employers are Hable for errors Inthe completion of this form,

ANTLDISORININATION NOTICE: It is fllegal to discriminate against work-authorized individuals, Employers CARNOT specify which
document(s) an employes may present to eslablish employment authorization and identity. The refusal to hire or continue 1o employ

an individuat because the documertation presented has a fulure expiration date may also constitute illegal discrimination.

Sect Empl nfor nd Attestation (& s must o te and sign Sec

o

First Name {Given Name) Middie initisl

e/ R

Addrass {S!;&ie? Number andg Name) Apt INumber City or Town State

Other Last Names Used (fany)

2 Code
124 E Tuk SE LoVeland o | BO937

Diate of Birth framddodevyyd 1.8, Social Sgeurity Number Emploves’s Emall Address

Employee’'s Telaphone Number
ﬁﬁ?fgyﬂ?’{?y@ S|L7] |1 " [7¥lo}3 %gﬂaﬁmamam N tatsn Cocapn, | 27—T10% - 1569

Lam aware that federal law provides for imprisonment andlor fines for false statements or use of false documents in
connection with the completion of this form.

j attest, under penalty of perjury, that | am [check one of the following boxesh
@’{A cittzen of the United States

7] 2 Anoncitizen nationat of the United States (See instructions)

{:} 3. A lewful peranent resident (Allen Registration Number/USCIS Number)

ﬁ 4. An alien authorized o work  until (expiration date, i applicable, mmfdd/yyyyy § ) i 5@
Some aliens may wiite "N/AY in the sxplration date fleld. [See instrustiony —

Aliens authorized to work must provide only one of the following document numbers 1o complete Form -8 N iif;ﬁi gfﬂgffgm

An Alien Registration Number/USCIS Numbsr OR Form 1-94 Admission Number OR Foreign Passport Number,

1. Alien Registration Number/USCIS Number: 1/
OR ’

2. Form 1-84 Admission Number: ,Jfff#
OR -

3. Forgign Passport Momber /lf//ié'

Country of lssuance: gf / /A

Today's Date (mm/ddiyyy)

CH/15/ (9%

i attest, under penalty of perjury, that | have assisted in the completion of Section 1 of this form and that to'the best of my
knovwiedge the information is frue and correct

Signature of Preparer or Translator

Today's Dale (mm/dd/iyyy)

Last Name {Family Neme) First Name (Given Name]

Address {Streat Number and Name) City or Town State ZIP Code

Form -9 071717 N Page 1 of 3



Employment Eligibility Verification USCIS
Department of Homeland Security Form 1.9

e e P OMB No. 1615-0047
U.S. Citizenship and Immigration Services Expires 08312010

Employee Info f Section 1 Last Name (Famifly Nams) First Nsme {@we:‘; vﬁéme} A4 Cet;zens?zépﬁmmcgfamn Status ‘
- nife from Secti 5 X
’ ool e/ .| Us cidizen
List & OR Listg AND ListC
tdentity and Employment Authorization identity Employment Authorization
Document Title | Document Title

Docurnent Titls

VS Passfec

Issuing Authorty 1 tssuing Authorily Issuing Authority

VS Dept. o Slate

Document Numtber Document Number Document Number
AU 3 221, | |

Expiration Date (f anyi{mmdddivyyy) Expiration Date (if any)mm/ddivyyy) Expiration Date (f anyjima/ddiyyyy)
i a4 .

Documend Title

Issuing Authority | [Additional Information GR Dods - Secions 28 5

Do Blod Write i This Soncs

“Tocument Number

Expiration Date (Ff anvifmmidivyyy)

Dooument Tille

Issuing Awghority

Document Numbsr

Expiration Date &7 aﬁy}{mmfsfzi&/yyg)

Certification: | attest, under penalty of periury, that (1) | have examined the gocument(s} presented by the abovewamed employee,

{2} the above-listed documentis} appear to be genuine and to relate to the employee named, and (3} to the best of my knowledge the
emploves s authorized to work in the United States.

The employee's first day of employment (mm/dd/yyyy): S tg 20 \2 {(See instructions for exemptions)

S%g;aﬁre of Employer or Auﬁ?aé_ﬁem&s%{gﬁ% Today's Date (mmidoivyyy) | Title of Ermployer or Authotized Representative

m oo 00y O1R | a0V | Bxenntive  Pesigtant

Ljéi Mame of Ernployer or Authorized ?iagmsam\a?ﬁ First Narme of Emploter or Althorized Representative | Employer's Business or Organization Name
ﬁ o d J TR m\"\d.f AL EMPLOYER SOLUTIONS STAFFING GROUP LLO
Employer's Business or Qfﬁaizaﬁm Address (Street Number and Name) | City or Town State ZiP Code
7480 VLY ING CLOURDRIVE  SUITE 280 EDEN PRAIRIE MN 85344

New Name (if applicable) e . Date. re (if
Last Name (Family Narne} First Name (Given Nameg) Middle initial Date fmm/ddiyvey}

Document Tille Document Number Expiration Date (F any) {mmvddivyyy)

fattest, under penally of perjury, that to the best of my knowledge, this employee is authorized to work in the United States, and if
the employee presented document(s), the document{s) | have examined appear to be genuine and to relale to the individusl,

Signature of Employer or Authorized Representative | Today's Date fmm/idddyyyy)

Name of Employer or Authorized Representative

Form 19 0741717 N Page 2 of 3



EMPLOYER SOLUTIONS STAFFING GROUP
BACKGROUND CHECK AUTHORIZATION

’g Employee Name: wf{””iv T Cheno oo b

[First) (Middile) (Last)

Former Name(s) and Dates Used:

\%Caﬁ‘ent Address Since: €4 /17 = Zund S {oLchand RBo537
{Mo/¥r) (Street) {City) (State/Zip)

Previous Address From;

(Mo/¥r) (Street) | (City) (State/Zip)
Previous Address From;
{(Mo/yr {Street] (City) {State/Zip)
~~Social Security Number: S17— 19 - 7Ho™~ DOB:__ 5/ 14 [ 99

o4 Phone Number: 3357 — 762 - “Z9¢ ?’

A Driver’s License Number/State: 55’“’ o6/~ ag‘? g’:’i

The information contained 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 iy background causing a consumer report and/or an investigative consumer report 1o 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. .o

[ further authorize any individual, company, firm, corparation, or public agency to divulge any and all information, verbal
or written, pertaining to me, to Employer Solutions Staffing Group, LLC or its agents. | further authorize the complete
release of any records or data pertaining 1o 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 representatives shall maintain all information received 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: e e
I M

— Date: _{~ 17~ Zo(8

Notice to CA, MIN, and OK Residents:
Please check the box below if you wish to receive a copy of a consumer report that is requested.
L3 I wish to receive a copy of ony Background Check Report on me that is requested,




EMERGENCY CONTACT INFORMATION

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

Emplovee Name: %Ef Cneinp othon,
Address: _[{ 29 B wmd St leveloud CO Hog37
Home Phone: ”E&“?w 63— Eﬁfa?

Ae0 10 case
Contact #1 Home Phone: @%{L
Name: §etwedFer™  Qkod O Cell Phone: 207 -751 ~ Bebl
Relationship: ywaoete o Work Phone: ™ e
Contact #2 Home Phone: 257 — (74 - 5@:}?
Name: “Tadr  Chasmnstochin Cell Phone:

367 750 5807

Relationship:  Taitec— Work Phone:

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

This information will remnain confidential and will only be used in the cose of an emergency.



Fed & v <,

Direct Deposit/Payroll De

w03
Reg e

bit Card A&timrimfiﬁﬁ

Employees have the option of receiving wages by Direct Depositandor Payroll Debh Card,
If vou do not provide a writien election, wages will be paid by Payroll Debit Card

}%{ Pmploves ‘ o SNE di ) T Effective Date

7] Update Bank Account 1 understand and acknowledge that i ! do sot provide a
Tank Namo: , voided checlk with this divect deposit form, I am
aelts Lacar responsible for any delays fn payroll or extra costs
. Routing# 167 ooos . incurved if the aceount number that I provide Is incorvect
23 ,
Avcount# ; .
2BLI8YYZ 9 Initial Date
| Account Type: & Checking [ savings UlOter
> Tohelp us avoid making an error, plesse attach 5 copy of a voided check, (a deposit slip will not work)

1f vou change banks, do not close vour old bank accoun il your direct deposit has started at the new bank, which may ok

2 pay perinds.

Fedogal law requires all financial institutions to obtain, verify, und record in

formation that identifies each person who opens an account. In order (o
¢ information that will enable the financial institution to identify you. If
3 subinit & Direct DeposivPavroll Debit Card Authorization. ESSO will provide the necessary information and issue you a Pavroll Debit
Card fo pay voliraggges, For your protection, the financial institution may ask vou to provide them additional idemtification information w they can
verify vour identity. o

Except for the routing and Ateeynt number, ESSG does not have aceess 1o any nformation regarding vour I SI Debit Card account or

transactions. On vour first payday. Yowayill receive vour new Payroll Debit Card, and 2 packet containing ghbof the terms and conditions. You will
{hen sign scknowledging thal vou ms:ﬂww;tym%i Debit Card and packet. Your Payroll Debit Cardowtll be reloaded on each payday you receive

WRgES,
CARDHOLDER TNFORMA TTON (as vou want vour Pragol] Debit Card 10 be z@xuﬁw

request Pavroll Debit Card for you, we must provide all of the followd

First Name ML Last Name " Date of Birth
Street Address 0 80X R0T ACCEPTABLE / WM Spcial Seeuriiys
City State Zip o Wﬁnc {obiie)

RECEIPT OF PAYROLL DEBIT CARD (ip€ completed when you pick up your Payroll Debil Toxd)
Pavroll Debit Card Reuting # Mii Diebit Card Account & N

473972181 2 .
1 have recerved my Payioll Debit Carll, weleome brochure, program fees, program terms, couditions, and disclosures, By activailsg my Payroll Debit Card,
1 am agreeing to the prograsgidims, conditions, and disclosures that arednciuded or made available to me from thime to time from hddnancial instietion. |

authorize the financial fution to debit my Payroll Deblt Card account for the fees deseribed s the fee schedule that is part of the program ferms,
conditions, and disd

SN

Empilovee’s Signature:
N 5 OR1/

Date:

{ authorize BSSG o dirgctly deposit my periodic wages/compensation payiments,

netaf requived tax withheldings, other required withholdings
or authorized deductions. into my account(s) as designated above and 1o inftiate, it necessary, debit entries and adjustmensfor any credit eniries
made in error 1o my account(s}. # E-mail is required for pay stub information.

#E-mail: @V{Z@mwaw @ VQMGB(’) G

this information will only be used to Send your paystubs electronically

Employee's Signature: W e Date: = 1= &




Direct Deposit / Automatic Payment
Information Form

The fastest, most convenient way (O manage your ave
Benefits To You

Corvenient - Your maney s deposited sutamatically for FOU BV whan you are L on vacation or too Busy (o get 1o the bank.
Your check is deposited electronivally into your Walls Fargo accou,

Fast - You have immediare a¢

ryday financial transactions - and it's frop!

510 your monsy on the day of deposi.
Safe - Never worry sbou eriscks genting lost, defayved o stolen.
Auvtomatic saving - Watch Your acoourst grow whien you have at

- part of your pay directed Lo YOUT geeourd.
Autoraatic Payment™ You can alo uss Your ruuting aumber (RTN and sccount nur

NBer 1o setup automatic baymant of your recurring
bills from your ancount,

Step 1. Use Account information Provided Below

You must provide your information about the account where the mion ey will be deposh
Tusstomer Hamg: i

o arwithdrawn,

sy

Step 2. Contact Your Employer or Payor

Contact your emplover or payor directly to see if they offer direct de
information. Your payor may need you to complate
Step 3. Monitor Your Account

For Direct Depostt, it can take oo

Osit service, Where direct deposit i available, provide your ascount
aform and provide a veiden theck or Command check 1 process your request.

Lo iwomonths for a payor to process your request and 1o baegin receiving eleciranic deposits,

Questions? Wells Fargo Phone BankS™ is availabie 24/7 at 1-800-TO-WELLS [1 -BO0-869-3557)

Page 1ol 1

CHEL300 {817 SvP)



STATEMENT OF EZQ%?%E}E%T%&&TY

This agreement made this_| 7 day of “S&mwv , 201 & , between
Employer Scz utions Sm?ﬁﬁg Group LLC, hereinafter referred t{} as “employer’,
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
resuli to the employer from a violation of any of the provisions hereof, the
employee agrees to pay to the employer the sum of $10,000 as liguidated
damages for every such violation; provided, however, that the payment of such
amount as liguidated 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.

§ » 5 f:" ) R ,
# g3 ﬁ’z 3 g £ i 3’; -u?‘?A {j} 1 2% §
e AT DN ey CAA L~

“Employer Sglutions Staffing Group LLC, Representative



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. 5221.0430, Subp. 1 requires that you choose one primary
health care provider. Subpart 2 places limitations on your right to change
primary health care providers. Discuss with your employer any change in health
care provider.

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

Notify vour emplover immediately of any new injuries or conditions that impact
vour physical condition.

If it is necessary to miss scheduled work due fo a work injury, you must be seen
by your primary health care provider the same day in order to receive
compensation for the time away from work. The physician must complete a
Report of Workability,

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

B
Signed: s W —
[

Printed Name: “ﬁ%ﬁ Choeesyos ¢ fan

b



LOST OR STOLEN PAYCHECKS

If a paycheck is lost (missing, misplaced, destroyed, lost in the mall, etc.), you
must notify your staffing recruiter that the check cannot be found. i 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 $25-835.

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

CHEQUES DE PAGO PERDIDOS O ROBADOS

Si un chegue de pago se pierde (que falta, fuera de lugar, destruido, perdido en
el correo, etc), usted debe notificar a su reclutador de personal gue el cheque no
se puede encontrar. Si se puede verificar que el cheque no ha sido cobrado,
ESSG se detendrd el cheque de pago v reemitir el cheque a usted, descontando
un cargo de entre 25 - § 35,

Sisu cheque de pago fue robado, primero debe denunciar el robo 2 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 &l
cheque fue robado. Si el chegue no ha sido cobrado v si la perdida del chegue
no fue su culpa, ESSG emitirg un nuevo cheque v no hay cuota se deducira.

AGREED/SE ACUERDA—

Name/Nombre (con letra de molde): ’*T;«{y Chnereo tur ba
7

Signature/Firma:




ESSG WORKPLACE SAFETY POLICY

It is ESSG's policy that all emplovees should be able to enjoy a hazard free and sale
work environment. Itis BSSGs 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.

(3) 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 Compliance Policy.

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

s Responsibility to work in complhiance with OSHA laws and regulations

s Responsibility to use personal protective equipment and clothing as divected
by the host employer

s Responsibility to report workplace hazards and dangers

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

You have the following basic rights:

» Right to refuse unsafe work

e 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.



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 952.835.1288/1.866.496.7573 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 I am
working in an unsafe or dangerous work environment, I will immediately contact
my supervisor, manager, director or ESSG’s Safety Director at
952.835.1288/1.866.496.7578 in order to obtain assistance in the resolution of such
matters.

Emplovee Name (Please Print)

{

Emplovee’s Signature:

Date: ?‘” - @




35@ Pre-Screening Notice and Certification Request for

Form / ) . B

{Fev. March 2018) the Work Opportunity Credit OME No. 1545-1500
Deparment of the Treaswry

zgggjma | Fevas Service y ¥ Information about Form 8850 and its separate instructions is at www.irs.gov/form8850.

Job applicant: Fill in the lines below and check any boxes that apply. Complete only this side,
{/m Your name ”ﬁ“ﬁ /O 0 sChdm Social security numbsr B S (7 — 29~ W o
{

Strest address where youlive  [{ 2¢ B rwd  Sb

City or town, stale, and ZIP code Love fank . O %}O‘S"”’%*?

} County Lo vbwe Telephone rumber ’&iﬁ? rifx ?‘13{;5?

H you are under age 40. erter your date of birth (month, day, year) £5- {§- /99

1 [ Check here if you received a conditional certification from the state workforce agency (SWAj or a participating local agency
for the work opportunity credit.

2 ] Oneck here if any of the following statements apply 1o you.
" e {ama member of a family that has recelved assistancs from Temporary Ass] stance for Neady Familiss (TANF) for any 8

morths during the past 18 months.

» |am a veteran and a member of a family that received Supplemental Nutrition Assistance Program (SNAF) benefits (food
starmps) for at least a 3-rhonth period during the past 15 months.

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

« | am at least age 18 but not age 40 or older and | am a member of a family that:
a. Racaivad SNAP beredits (food stamps) for the past § months; or
b, Received SNAP benefits (food stamps) for at lsast 3 of the pest 5 months, but is no'longer eligible 1o receive them

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

e | raceived supplemental security income (881 benefits for any month ending during the past 80 days.

s | am a veteran and | was unemployed for a period or periods totaling at isast 4 weeks but less than 8 months during the
past year,

3 [T Check here if you are a veteran and you were unemployad for a period or periods totaling at least 8 months during the past
year,

4 [T Check here if you are a veteran ertitled to compensation for 8 service-connected disability and you were discharged or
released from active duty in the U.S. Armed Forces during the past year,

5 [T Check here if you are a veteran entitted 1o compensation for & service-connected disability and you were unemployed fora
pamd or periods totaling at least 6 months during the past year.

6 [ Check hare if you are a member of a family that:
s Feceived TANF payments for at least the past 18 months; or
o Received TANF payments for any 18 months beginning after August 5, 1897, and the earliest 18-month period beginning
after August 5, 1987, ended during the past 2 years; or

» Stopped being sligible for TANF payments during the past 2 years because federal or stale faw limited the maximum time
those payments could be made.

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

Signature— All Applicants Must Sign

Under penaltias of periury, | declare that | gave the above information 10 the smployer onor bafore the day | was offered 5 job. and i 5, 1 the best of my knowiedga, true,
sorrect, and complsls.

71T
Job applicant’s signature B (AT Date [(~17 !
Eor Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 225510 Form 8850 Rev. 3-2018)




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

EMPLOYER SECTION: _
Client: Company:

Location: Positiom Starting Wage: §

EMPLOYEE SECTION:

/"’” First Name: Last Name: Suffix: Street Address: City/Siate: Zip:
’”T’m&f CAria iy HZ0 B 2ad S iﬁfé&“mé C.O s 37
884 Date of Birtls Age: Have vou worked for | 1f ves, locatiom:

this company befpre?

) §§"?wzf{~ TR O5/157 940 A Yes [ ] %is@«

Please complete all guestions, and sign and date the form. Yes No
1. Have vou or has apvone Hiving with yvou recefved Temporary Assistance o Needy Families (TAND) 1 g
af auy thme since Augest 5, 19977 (f ves. please provide information below)

Narae of the person receiving benefita: . Relationship w vouw
Clgy Coty? State:

2. Have vou or has anvone Hving with vou received Food Stamps (SNAP) al any thme during the past 15 months? i \sﬁ\
(W ves, please provide information below ) '
Name of the person recgiving benefits:
City: County; Stater

Redationship 1o yow

3. Have you received Supplemental Security Income (881) at any time within the past 3 months? M E\
Please note, this is not the same as Social Security benefis (3% or Social Security Disability (8813 benefits.

¥ vou checked ves please provide a copy of vour SST docamermarion,
VoS » # § v &

4, Have vou received any type of vocational rehabilitation services within the past two vears? M \@\
If ves, please indicate which type of ageney you worked with and provide thelr focation information below:

[ vocational Rehabilitstion Azency [ Dept, of Veterans Affairs [} Emplovment Nevwork (Ticket to Work Program)
Name of Ageney: . Phome
ity County: State:

I vou checked yes please provide o copy of vour active Individuad Work Plan and Ticker 1o Work documentation,

w

Are von a Veteran of the U.S, Military? *If ves. please provide a copy of vour DD-214 and letier of separation,
{11 ves, please provide tnformation helow. Wno, please continge to question #6.)

0
i

Drates of Service - From: To
Branch of Bereleer
Are vou entitied 1o or are vou receiving compensation for g service-connected disability? 7

6. Have you been unemploved at any thme during the last 12 months? E
Hves, dates of unemployment - From: feb 1o Mmew
Drid you receive unemployment compensation af any peint daring vour unemployment? "ﬁ\,
If ves, in which state did vou recelve nnemployment compensation?

=

¥ 0 oo

Have vou been convicted of a felony or released from prison for a felony conviction in the past 12 months? 1
Coenviction Dates Release Dater

Was thisa || Pederalor [ State convietion? I State - County: ____ Stater

mber of & Native American Tribe?

Yvou checked yes please provide a cop of vowr CDIB card,

4 Residents: ] Are vou the child of foster purents? ™ Do vosu receive CalWorks? 1 Workforce Investment Acy?
1 Ase vou a migram or seasonal farm worker? E:; Have vou ever been convicied of a misdemeanor?

SC Residents: L] Do vou receive Family Independence Benefin?

TEC (Native American)t Are you of your spouse & me

PLEASE READ, S8IGN, AND DATE:

Under penaliies of perpery, } declore the information above to bi tue and scouraie 1o the best of my knowledge, and ] herely athorize any ageney, orgavization, or
inshividuals 1o supply sl verification or information that may be weeded fo determine tax credit eligibility to my employer, emplover representative {Associated
Consuttams. Ine, dba Retrotexd, or the Deparsmeni of Labor.

Rew Frnloves Qix‘rnaiur )

Natas | AT 7018




.S, Department Labor OMB Control No. 1205-0371
Emplovment 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 completad, signed, and dated by the new hire anly,
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
oroun.

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

New Hire’s Signamre:ff@ vrcaa Date [~ 17 |8
New Hire Name: Te ‘**itf’ Cromnotoacbon

Social Security Number: )™ — 29 — 0%

Employer Name:

the statements below if they apply to you.

| declare that | was in a period of unemployment that is at least 27
%mnsewtwe weeks and for all or part of that period | received unemployment
compensation.

Please checl

@ - | declare that | have been in a period of unemployment since
orlet (ol .
(Enter start date)

Privacy Act Notice:

The inferna Revenue Code of 1988, Section 51, es amended and its enacting legistation, PL. 104-188, speciy that the Stele Warkloroe Apencies are the
“designated” sgencies responsible for administering the WOTC cerfification procedures of this program. The information you hawe provided complsling this
form witl be disciosed by your smplover lo the State Woridoree Agency. Provision of this information Is voluntary, howsver the informetion is requirsd o
deterrmine your employer's elighifity for the federal tax oratit

Public Burden Sistemant:

Parsons are nof reouired to respond o this collection of information uniess i displays 2 curently valid OM B contral nurmber, Respondents” obligation i
complatedhis formis required fo obtain or retaln benefits (P.L 111-8), Public raporting burden s estimated to average 10 minutes per response, including the
fime for reviewing instructions, ssarching existing date sources, gathering and maintaining the date needed, and completing and reviewing the collection of
information. Send comments regarding 1 burden estimate to the U.S. Department of Labor, Division of Nafional Programs Tools Technical Assistance,
Reom C-4510, Washington, 0.0, 20210 (Papenwork Redudtion Project 1205-0371). Please do not submit complsied forms {0 {is address,

117-

ETA Form 8176 {(Rev. November 20186)



DRUG AND ALCOHOL TESTING POLICY

L PURPOSE

Alcohol and drug abuse adversely affects job performarice, 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
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.

i SCOPE

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

V. 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 alertness, coordination,
reaction, response, judgment, decision-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 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.

C. No employee shall unlawfully manufacture, distribute, dispense, possess, fransfer, 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
controlied substances may have a negative effect on an employee’s ability to perform his/her work for
the Company. In such circumstances, the employee 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.

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 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 infake 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 fo 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.

Y 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 employees
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 parf 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 o
undergo drug or alcohol testing if the Company reasonably suspects that the employee:

a. is under the influence of drugs or alcohol:

b. has violated the Company’s written work rules prohibiting drug and alcohol 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.

8. LTreatment 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 & 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.

bk



B. Conducting the Testing.

4

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

2. Refusal to Parlicipate. An employee or job applicant has the right to refuse
testing. However, a refusal of testing will be treated as a fallure to comiply with Company policy and
may result 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 ifs 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 Resulls,

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 (ie.
the employee passed the fest). A positive result on both the initial and confirmatory test will be
deemed a positive {est resulf (L e. the emploves 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 three working days of the
Cornpany receiving the fest resulis 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 falled the test within three working days of
the Company receiving the test results from the testing leboratory. 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 employvee
or applicant who wishes to submit any explanatory information must do so within three working days
after being nolified of the positive test result.

An employse or applicant who has a positive test result may also request a
retest of the original sample by the same or different cerfified laboratory at his or her own expense.
An employee or applicant who wishes fo 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.
i the results of the retest are negative, the test will be considered a negative test result,

C. Right to Test Result. Anemployee 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.

. 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. Disciplinary Action in Response to a Positive Test Result,

¢

L, 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. Applicants. 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
freatment.

3, Emplovees - First Positive Test Result - Termination: The Company will not
discharge an employee for the first positive test resull. 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 freatment
of chemical dependency chosen by the Company. The employee will be responsible for paying all
costs associaled with any evaluation and subsequent treatment themselves or pursuant to coverage
under an employee benefit plan. An employee who refuses or fails to parlicipate 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 VA5, of this policy.

4. Emplovees - First Positive Test Resuli—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. Emplovess-Subsequent Posiiive Test Result: An emiployee 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 resull, however, may be used in an arbifration
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 facility for the purpose of evaluation or reatment.

3. The Company will provide an employee with access {o information in the
employee’s file relating o 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.

(¥4



DRUG AND ALCOHOL

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

understand: (g) the policy and its contents; (b) what conduct the policy prohibits and the
consequences of such conduct; {¢) my ngh‘ts under the policy and the consequences if |
exercise ceriain rights; and (d) that certain events as described in the policy may resuit
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. | 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 {esting 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 ESSC of the resulls of my drug and/or aloohol fest and other information
related to the test,

/ﬁﬁi? Clhaoinousin

Individual's Name

(7§

Deate

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10
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Notification of Colorado Law Reguirement —
Unemployment Acknowledgement

According to Colorado Statufes section 8-73-105.3. A temporary employee who
is given a notice that the employee is required to contact or notify the employer
upon completion of an assignment and o be available to work, as agreed upon
at the time of hire, during a specified period of time, on specified dates, or upon
call by the employer on an as-needed hasis and who does not contact or notify
the employer upon completion of an assignment in compliance with the notice
and ie not available to work at the agreed-upon times is deemed o have
voluntarily terminated employment for the purpose of determining benefits
pursuant to section 8-73-108 (5) (e). Also, a temporary employee who agrees to
work on an as-needed basis and refuses all work within three separate pay
periods when contacted by the employer is deemed to have voluntarily
terminated employment for reasons that may or may not allow an award of
benefits pursuant to section 8-73-108.

it is your responsibility to contact or notify ESSG (For example, by calling 303-
920-1425, or using another means of contact) once your assignment ends.
if you fail to do so, it may affect your unemployment benefits.

| understand by signing this form that | am responsible to contact or notify ESSG
once an assignment ends. | also acknowledge that | have received a separate
copy of this form. T (Initial)

v ﬁw"“““”‘”‘ g s
1 e : , [ 7708
Employee Signature: Date:
TRY  Chremouvstn,

Employee (please print your name here)

CRG-08/2013



