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employer solutions staffing group..

New Hire Application

Personal Data—- PLEASE PRINT LEGIBLY IN INK

Last Name _[ 1€ First Name —_[r1stan Middle Initial _L—

Street Address ‘ (AN, AptiSte
City/State/Zip _B_@MMN Social Security Last Four XXX-XX-92%2

Email Address SK(essS . @ [ 6

Phone Number

Staffing Agency/Recruitment Partner

All offers of employment are conditional upon satisfactory proof of identity and legal abllity to work in the U.S.A.

Are you legally authorized to work in the United States of America? OYEs [JNoO

Applicant Certification and Authorization

1 authorize Employer Soiutions Staffing Group (ESSG) to use the information and statements contained in this application to determine my
qualifications for employment. | authorize ESSG to make Inquiries of my former employers, except as indicated in this appiication,
regarding my previous dutiss, responsibilities, performance, compensation and eligibility for rehire.

| understand that a comprehensive background check may be conducted to determine my eligibility for hire by certain clients of ESSG,
This may Include but is not limited to, investigations of criminai and/or conviction records, driving records and/or a drug screen test as
required by clients, government regulations or by ESSG pollcies.

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

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

Name (Print or type) Applicant's Signature Date

A copy or facsimile (“fax") wil] be considered the same as an onginal signature. Emall will ONLY be used for employment correspondence

For ESSG Office Use Only
DOH NHW 1-9 8850 W4
Emergency Contact Info | Background Release Form Background Results Unemployment Letter ESC Application
(If applicable)
For ESSG Client Use
DOH ROP Work Site Loc. WC Code

ESSG - Rev. 0412017



Tristan Trice
8307 Brunswick Avenue Notrth ° Brooklyn Patk, Minnesota 55443  612.806.3429 o greatbsuccess@gmail.com

Summaty of Qualifications

* Communicates effectively * Motivated, self-starter ° Willing to learn new things

* Produces high quality results ° Dependable & enthusiastic  Takes pride in a job well done
Relevant Experience

Welding

® Opemated manual or semi-automatic welding equipment to fuse metal segments, using processes such as gas
tungsten arc, gas metal arc, flux-cored arc, plasma arc, shiddedmetalarc,resismncewelding,andmwelding
Welded components in flat, vertical, or ovethead positions

Opetated safety equipment and used safe work habits

Set up and operated welding tools, such as shielded metal arc and gas metal arc welding equipment

Laid and secured parts prior to assembly using straightedges, combination squates, calipers, and rulers
Clamped, held, tack-welded, heat-bended, grinded or bolted component patts to obtain required configurations
Monitored fitting, butning, and welding processes to avoid overheating of parts or warping, shrinking,
distortion, ot expansion of material

Detected faulty operation of equipment or defective materials and notified supetvisors

Examined work pieces for defects and measured work pieces to ensure conformance with specifications
Maintenance

Repaired and maintained physical structures of commercial and industrial establishments

Replaced defective electrical switches, plumbing and other fixtures '

Repaited plaster and laid brick; Painted structures and repaited woodwotk with carpenter's tools

Setviced, cleaned, and re-supplied testrooms; Gathered and emptied trash

Cleaned floors by sweeping, mopping, or scrubbing them; Stripped, sealed, finished, and polished floors
Followed procedures for the use of chemical cleaners and powet equipment, in order to prevent damage to
floors and fixtures; Mixed water and detergents or acids in containers to prepate cleaning solutions

® Cleaned windows, glass partitions, and mitrors, using soapy water or other cleaners, sponges, and squeegees

Industrial Equipment Operation _

® Mechanically loaded and unloaded materials from pallets, skids, platforms, and other lifting devices

* Moved levets and controls that operate lifting devices, such as forklifts, lift beams and swivel-hooks, hoists, and
elevating platforms, to load, unload, transpott, and stack material

* Positioned lifting devices under, ovet, or around loaded pallets, skids, and bozes, and secure matetial or
products for transpott to designated areas
Inspected for load accuracy and safely move it atound the facility to ensute timely and complete delivery
Weighed materials or products, and recorded weight and other production data on tags or labels
Petformed routine maintenance on vehicles and auxiliary equipment, such as cleaning, lubricating, techarging
batteries, fucling, or replacing liquefied-gas tank

Employment Experience

Welder ' JML Fabrication, Farmington, MN 2016-2017
Weldet/Grinder MINNCOR Industries, Bayport, MN 2015-2016
Forklift Operator Exptess Personness, Brooklyn Patk, MN 2013-2013
General Laborer Figlio, Saint Louis Park, MN 2012-2012
Owner Striving \&/ Petfection Mohil Detaining, LLC, Maple Grove, MN  2011-2011
Custodian Maintenance MCF-Fatibault, Fatibault, MN 2009-2010
Education

Forklift Certified, National Safety Council Bayport, MN

GED, Florida Learning Center Davie, FL



Th ona dor't apply to supplemental Nonwage | Ifyou have al unt of
Form W-4 (2017) Grestar han 81,000,000, ProTertelwages  Nonwage inoome,f you havea lrge amourt

Basio Instructions. if you aren't exempt, complete cansider malking estimated taxlraymems using Form
Purpose, Complste Form W-4 so that your the Personal Allowanoes Workshest below. The Wﬁon':s'fvfgmu;:l"glﬁ "’gm og‘n:l'c’;’n":;,
employer can withhold the correct federal Income workshests on page 2 further adjust your ggnuﬂy ACOme, 566 PLb, 558 i‘l’anﬂnd outplf \ ahondd
tax from your pay. Consider compl a new Form withholding allowances based on ftemized ur withholdi on Form W4 ar W-%?’
W-4 each d\:aar and when your personal or financial deductions, certaln credits, adjustments to Income, adjust yo ng .
situation changes. or two-eamers/multiple jobs ons. mr?d earners or mulﬂnle‘ obs. If )]rng l}lgva ath
Exsmrtlon from withholding. If you are exempt, Complete all worksheets that apply. However, you Yverking spouss or mors than one Job, figure the
complete only lines 1, 2, 8, 4, angg and sign the may clgm fewer (or zero allowanc&.y For mgularyo mﬁgﬂ 3‘;,‘,’: aum&y%:‘re € oegl?:)r?na“n
form to validate it, Your examption for 2017 expires wages, withholding must be based on allowances Wed. Your wlthgoldl uarrally witl °b2|¥nor;t ate
February 15, 2018, See Pub. 605, Tax Withholding you ciaimed and may not be a flat amount or el 2 T clair'nyed onthe For Wa
and Tax. percentage of wages. for the highest paying job and zero allowances are
Nota: If another person can claim you as a dependent Head of household, Generall plalm 1 clalmad-on-the-others-Sea-Pub. 505 fordatafis
abiE-ar hor dex retue, ved eamt CleinT BTG Of fiousahold filing stafus on your retumn on! N dent allen. If dent al
from withholding if your 1otal Income axceads $1,050 you are unmarried and pay more than 50% of lonrest en, If you are a nanresi en, 860
and includes more Z?an $350 of uneamed Income (for costs of kesplng up a home for yourself and your Notice 1352, Supplemental Farm W-4 Instructions for
S, e Giienc). W
ub. 501, Exemptions, on, an eck your 0| . ur Form
W' An emhpme ey, g?hable mlclalmls Fillng Information, for information. effect, use Pub. §05 to agea howxﬂc;a amount you are
Sxemption from withholding even If the employes oredits. ected tax credits having withheld com to your m]ectsdg‘lal tax
a dependsnt, If the employee: Tax unt In ﬂgm: mmg&l nurt:l’:‘ar of Into for 2017, See Pub, 505, especial ﬁyour eamings
* 12 age 65 or older, WRRNOIGINg Slowa oaa. Croas for chic of dependent  €xoeed $130,000 (Single) or $180,000 (Married).
* Is blind, or care expenses and the child tax credit may be claimed Future developments. Information about any future
» Wil olaim adjustments to Income; tax credits; or gsln%ﬂ;)a ggsmfgnrr:fgllowanm \llh'n'kshﬂi eet belonv& Fevlaallo ;nanhmm?awd af?ag Form }N—4 (sut:whIl tlag -
ftemizad deductions, on his or her tax return, mse u[ﬁm Mﬁ,ﬂﬁﬂ]ﬁ"‘ﬁﬂ‘éﬁ,‘?&"w whiality :tg www.llna.znoavlwti. A h -l
Personal Allowances Worksheet (Keep for your records.)
A Enter"1"foryourselfifnooneelsecanclalmyouasadependent. L Y -

P b F

* You're single and have only one job; or
B  Enter*1"if { * You're married, have only one job, and your spouse doesn't work; or }
* Your wages from a second job or your spouse’s wages (or the total of both) are $1,500 or less.
C  Enter*1” for your spouse. But, you may choose to enter “~0-” if you are married and have either a working spouse or more
than one job. (Entering “-0-" may help you avold having too little tax withheld.) . © o 0 0 o o o
Enter number of dependents (other than your spouse or yourself) you will clalm on your tax return . o o o
Enter “1” if you will file as head of household on your tax return (see conditions under Head of household above)
Enter “1” if you have at least $2,000 of child or dependent care expenses for which you plan to claim a credit
(Note: Do not include child support payments. See Pub. 603, Child and Dependent Care Expénses, for detalils.)
G Child Tax Credit (including additional child tax credit). See Pub. 872, Child Tax Credit, for more information.
* If your total Income will be less than $70,000 ($100,000 if married), enter "2” for each eligible child; then less *1° if you
have two to four eliglble children or less “2" i you have five or more ellgible children.
* If your total Income will be between $70,000 and $84,000 ($100,000 and $118,000 if married), enter *1* for each elighblechid. G £
H  Add lines A through G and enter total here. (Note: This may be different from the number of exemptions you claim on your tax retum.) » H

dyou plan to itemize or clalm adjustments to income and want to reduce your withholding, see the Deductions

Tmo

For accuracy, ;n

Adjustments Worksheet on page 2.
complete all @ If you are single and have more than one job or are married and you and your spouse hoth work and the combined
worksheets earnings from all jobs exceed $50,000 ($20,000 if married), ses the Two-Earners/Multiple Jobs Worksheet on page 2
that apply. to avoid having too little tax withheld.

® If nelther of the above situations applies, stop here and enter the number from line H on line & of Form W-4 below.

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

Tl w.4 Employee’s Withholding Allowance Certificate OMB No. 1545-0074

Department of the Treasury P> Whether you are entitied to clalm a certaln number of allowances or exemption from withholding Is 2 @ 1 7
Internal Ravenue Sarvice subject to review by the IRS. Your employer may be required to send a copy of this form to the IRS.

1 Your firat name and middle Initial Last name 2 Your soclal security number

Trice — 399-72-03Y2_
Home address (number and street or rural route) a [Waingle [ Marmied L] Married, but withhold at higher Sihgle rats.
307 l@wmwf‘ !/ ke A/ Note: if maried, but legally separaled, or spouss s a nonresident alien, check the “Single* box.

Gity ortown, and ZIP code 4 Hyourlast name differs from that shown on your soclal sscurity card,
S yYZ check here. You must call 1-800-772-1218 for a replacement card. > []
§  Total number of allowances you are claiming (from line H above or from the applicable worksheet on page 2) 5 |

6  Additional amount, if any, you want withheld from each paycheck . . . . . . . . . . . ... |8lS ;.
7 lclaim exemption from withholding for 201 7, and | certify that | meet both of the following conditlons for exemption. i
* Last year | had a right to a refund of all federal Income tax withheld because | had no tax liability, and
® This year | expect a refund of all federal income tax withheld because I expect to have ne tax liabliity. O
If you meet both conditions, write “Exempthere. . . . . . . . . . . . . . . > 7]
Under penalties of perjury, | declare that | have examined this certificate and, to the best of my knowledge and bellef, it is true, correct, and complete.

Employee’s signature . . i »
(This form is not valid unless you sign it) » Date> @ /7 [/7
8 Employer's name and address (Employer: Complete lines 8 and 10 oniy if sending tothe IRS.) | 8 Office code (optional) | 10 Emploﬁr identiffcation number (EIN)

For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 10220Q Form W-4 (2017)



Employment Eligibility Verification USCIS

Department of Homeland Security OMEEITJ;.% .
U.S. Citizenship and Immigration Services Expires 08/31/2019

P>START HERE: Read Instructions carefully before completing this form, The Instructions must be avallable, elther in paper or electronically,
during completion of this form. Employers ara llable for errors In the completion of this form.

ANTI-DISCRIMINATION NOTICE: it Is lllegal to discriminate against work-authorized ind
document(s) an employee may present to establish employment authorization and identi

an Individual because the documentation press

Sielcimel

[Section 1. Employee Informatlon and Atiaa tion (Employess musi camplete and sign Sealian 1 of Porm

: -9 nd lator
than tha first day af employment, but not hefore aaqepling a fob offer )
La.slﬁa__m_e__ (Family Name) First Name (Given Name) Middle Initial | Other Last Names Used (if any)
Lnee [ ristomn i
Address (Street Number and Name) Apt. Number |C

ity or Town Siate ZIP Code
| 9207 Brunswick awenJ ﬁw_%éd’ fiv | ssUY?,
Date of Birth (mm/ddfyyy) | U.S. Social Security Number Employee's E-mail Add Employee's Telephone Number

0&@//275 31919|- 712 - Blslgl2l oswadd Specess ltomy 4f7-90b—342.9

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.

| aﬂ%fnﬁder penalty of perjury, that | am (check one of the following boxes):
[l 1. A citizen of the United States

[[] 2. A noncitizen national of the United States (Ses instructions)

|:| 3. Alawful permanent resident  (Aflen Registration Number/USCIS Number):

|:| 4. An allen authorized to work  until (explration date, if applicable, mmiddlyyyy):
Some allens may write "N/A" In the expiration date field. (See Instructions)

Allens authorized to work must provide only one of the following document numbers to complete Form 1-9: Bo ?,':,"v.‘;,‘;';',:;,";,;?g;m
An Allen Registration Number/USCIS Number OR Form 1-94 Admission Number OR Foreign Passport Number.

1. Alien Registration Number/USCIS Number:
OR

2, Form |-94 Admission Number:
OR

3. Forelgn Passport Number;
Country of Issuance:

ature of Employee
Nl . i Sy B

rer andor Translator Gerliflaation (shack one);
4¢id not ke a preparer of tranalstor  ["] A greparer(s) e ransiatars) sasisted the emplayes in completing Geetion 1.

(Fleids below must be gmpleted and signed when preparer eritAir ransiators @ssist an empluyes in eamyifeting Seation 1)

1attest, under penalty of perjury, that | have assisted In th complefion of Section T of e form and thatto the bestof my
knowledge the Information Is true and correct.

N Today's Date, (mi /)
_ %4

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

@  Employer Completey Next Page’ 0

Form1-9 07/17/17 N Page 1 of 3



Employment Eligibility

Verification

Department of Homeland Security
U.S. Citizenship and Immigration Services

USCIS

Form I-9
OMB No. 1615-0047
Expires 08/31/2019

R

Seation 2, Eiployer or Authotlzed Rapresentative Revie T

(Employars ar thelr awhartsed representative myst compiets end sign Seation § within 3 business days of the empliyge’s w«ugnrempmmem Yoy
must wmaxmow;edmmmmmuma OR A gcombination of ane décument from List B end ene dacument from List a3 listed n e "Lists
|of Agueptable 4 g :

Employee Info from Saction 1 W Ym; gFamlly Name) ﬂﬂ!g (Given Name) yl.l. Clth?nshlpllmmlgratlon Status

L S e, e _-ll'Ezi} L 1
ListA OR ListB AND ListC
Identity and Employment Authorization I > Employment Authorization

Document Title

Issuing Authority ; _i_ j

Document Number «H3PCL U ‘ ‘ :

| G — ) -034a-

Expiration Date (i any)(mm/ddfyyyy) Expiration Date (if any)(mm/ddsyyyy) mrzTc al:a!e (i any)(mm/dd/fyyyy)
Document Title v

Issuing Authority Additional Information 00 Nog Ve o
Document Number

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

Document Title

Issuing Authority

Document Number

Expiration Date (if any)(mm/dd/yyy)

Certification: | attest, under penalty of perjury, that (1) | have examined the documen
(2) the above-listed document(s) appear to be genulne an
BpTPfoyge is authorized to work in the United States.

hp qvee's first day of employment (mm/dd/yyyy): m/ 0
N

d to relate to the employee

t(s) presented by the above-named employee,
named, and (3) to the best of my knowledge the

7/ Z@ﬂ ; Mcﬁons for exemptions)

Representative

T

— O3,

Date /mm/dd/yyyy)

20(]

Title @ployer or%ﬂzed Representative

-asbdiarhe of Employer gr Authorized Representative e of ploryer orized Representative | Employer's Business or Organization Name
N (,C:‘F{(_'— B Ty EMPLOYER SOLUTIONS STAFFING GROUP LLC
Employer's Business or Organization Address (Street Number and Name) | City or Town State ZIP Code
7480 FLYING CLOUD DRIVE  SUITE 200 EDEN PRAIRIE MN 55344
[Beeflon 9. Reverfication and Refilres (7o be ompieted and signed by emplaysr or aulhorized represgntalive )
A. New Name (if appiioabls) 8. Date of Rehlre (¥ applicahle)
Last Name (Family Name) First Name (Given Name) Middle Initial Date (mm/dd/yyyy)

he space provided balow.

6, 7 Thé employee's preyials gr’an'! of efmployriierit altharizaliph has expired, provids We Informalion for Ths dooument oF recelp} that esfablisties
edntinuing employment authorization In t

Document Title

Document

Number

Expiration Date (if any) (mm/ddyyyy)

1 attest, under penalty of perjury, that to the best of
the employee presented document(s),

my knowledge,

this employee Is authorized to work In the United States, and If
the document(s) | have examined appear to be genulne and to relate to the Individual.

Signature of Employer or Authorized Representative

Today's Date {(mm/Addfyyyy)

Name of Empioyer or Authorized Representative

Form1-9 07/17/17 N

Page 2 of 3
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EMERGENCY CONTACT INFORMATION

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

pu

F 4

Que———
Employee Name: ZEZS/ZW / v7cE_

address: 4307 Bronswick Ave & ﬁmok)gn_é.ck_m%’
Home Phone: _&_&w

| BEMERGENCY CONTACTS
Please |ist two peaple (In priority order) wha eould be contacted In case of an emargency
Contact #1 Home Phone: (,f- 2063-56 92

x Name: S Qbf 1ha_ K7 Ce_ Cell Phone:
Relationship: 5 rs{-ze r Work 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.



¢

Preliminary Questions
For CMG use only

/Name: lristan rlcf.

al. [/
Date: _/ 7 /Z0[7
] ! I j
1. If hired are you willing to take a drug test? tas
2. Do you have any known food allergies to soy, wheat, peanuts, or milk? )

3. Areyou able to work with pork? Y¢S
*To be completed during or after interview*

Have you ever been convicted, piead guilty or contest to a Felony? Yes \/ No

If yes, please list when, where and the nature of the offense(s):

Have you ever been convicted, plead guilty or contest to a Misdemeanor? Yes \Ao

If yes, please list when, where and the nature of the offense(s):

You will not be denied employment solely because you answer “Yes” above or because you have been convicted of a
crime, felony or misdemeanor. The company considers many individualized factors in evaluating a job candidate,
including but not limited to, with respect to criminal history, the nature and date of any offense, the surrounding
circumstances, and the nature of the position for which you apply.

By signature below, | certify that the information provided above is true and complete that | have discussed the

above with my interviewer as disclosed, | understand and agree that any misrepresentation by me will be sufficient

cause to eliminate me from consideration for employment and/or terminate employment at any time if | have been
»employed,

¥ plicant signature: M Date: 22 2( /ZQZ V4




EMPLOYER SOLUTIONS STAFFING GROUP
BACKGROUND CHECK AUTHORIZATION

Employee Name: _La_Sf'wn Zaer oy -,7;%

(First) (Middle) (Last)
———FormerName{s}and Pates Used:
Current Address Since: @307 WSVWC k pait/d ” ﬁ%vmk[uh gt’ # ﬁﬂ/ £s Vé’5
(Mo/Yr) (Street) (ctyy ©  (state/zip)
Previous Address From:
(Mo/Yr) ~ (Street) (City) (State/Zip)

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

Social Security Number:_=4¢ ~="7203 Y2 DOB:_O& ZQ [(72>
Phone Number: M -RAP79

Driver’s License Number/State; MM.?

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

I further authorize any individual, company, firm, corporation, or public agency to divulge any and all information, verbal
or written, pertaining to me, to Employer Solutions Staffing Group, LLC or its agents. | further authorize the complete
release of any records or data pertaining to me which the individual, company, firm, corporation, or public agency may
have, to include information or data received from other sources. Employer Solutions Staffing Group, LLC and its
designated agents and 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: M Date: ?/ 7//’ 7

Notice to CA, MN, and OK Residents:
Please check the box below if you wish to receive a copy of a consumer report that is requested.

D1 I wish to receive a copy of any Background Check Report on me that is requested.




e

employer solutions staffing group..

This agreement made this ] day of . ‘ ,2014, between
Employer Solutions Staffing Group LLC, her&indfter 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 amou gqamages which may
result to the employer from a violation of any of ¢ ions hereof, the
employee agrees to pay to the employer the sum & 5 liquidated
damages for every such violation; provided, however, that-the ent of such
amount as liquidated damages shall not be construed as a re ease or waiver by
the employer of the right to prevent any such violation in equity or otherwise.




ortant/importante
LOST OR STOLEN PAYCHECKS

If a paycheck is lost (missing, misplaced, destroyed, 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

Si un cheque de pago se pierde (que falta, fuera de lugar, destruido, perdido en
el correo, etc), usted debe notificar a su reclutador de personal que el cheque no
se puede encontrar. Sisepuede verificar que el cheque no ha sido cobrado,
ESSG se detendra el chequs de pago y reemitir el cheque a usted, descontando
un cargo de entreng

Si su cheque de pagofye robado, primero debe denunciar el robo a la policia

antes de que podamos votvera 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
o fue su culpa, ESSG emitira un nuevo cheque y no hay cuota se deducira.

AGREED/SE ACUERDA—

e
Name/Nombre (con letra de molde): / rls%wm f_//n c e

_§_igrnature/Firma: T ==




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

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

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

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

Follow all physical restrictions at home and at work.
Report to work and perform physically suitable tasks as assigned. These may or

may not be in your regular department. The work may or may not be on your
usual shift.



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

Notify your employer immediately of any new injuries or conditions that impact
your physical condition.

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

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

o g

Printed Name: __] p7S7an ] ricE




b~ wadis”

employer solutions staffing group..

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.

(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.

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

ESSG is committed to vigorously enforcing its OSHA Compliance Policy.

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

» Responsibility to work in compliance with OSHA laws and regulations
e Responsibility to use personal protective equipment and clothing as directed
by the host employer
* Responsibility to report workplace hazards and dangers
~ » Responsibility to work in a manner as required by the employer and use the
prescribed safety equipment.

You have the following basic rights:

o Right to refuse unsafe work

o Right to know or be informed about actual 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.

ESSGWORKPLACE SAFETYPOLICY



- 3850 Pre-Screening Notice and Certification Request for

(Rev. March 2016) the Work 0pportunity Credit OMB No. 1545-1500

E,?ama]' nmﬂlﬁ,‘" slm.,e - > 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.

Your name _ﬁm 7y[c_£, Social security number» 5 ﬂ ZZ Q &ﬂ

/’I-' WINS ‘1

Street address where you live m Q’J‘ DAL B ¢ y 7R ey f YCYIA LY L F 7L IN S/, <
Clty or town, state, and ZIP code A/ﬁ . @k MR SSYYS

/

County —&ﬂ%@ 2 Telephone number _ (/2 ~0 -2 424]

if you are under age 40, enter your date of birth (month, day, year) “d#@Zm‘

1 [0 Check here if you received a conditional certification from the state workforce agency (SWA) or a participating local agency
for the work opportunity credit.

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

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

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

* | was referred here by a rehabilitation agency approved by the state, an 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, Received SNAP bensfits (food stamps) for the past 6 months; or
b. Received SNAP benefits (food stamps) for at least 3 of the past 5 months, but is no longer eligible to receive them.

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

* | received supplemental security income (SS) benefits for any month ending during the past 60 days.

°* [am a veteran and | was unemployed for a period or periods totaling at least 4 weeks but less than 8 months during the
past year.

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

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

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

6 [ Check here if you are a member of a family that:
* Received TANF payments for at least the past 18 months; or
* Recelved TANF payments for any 18 months beginning after August 5, 1887, and the earliest 18-month period beginning
after August 5, 1997, ended during the past 2 years; or
* Stopped belng eliglble for TANF payments during the past 2 years because federal or state law limited the maximum time
those payments could be made.

7 [ Check here if you are In a period of unemployment that Is at least 27 consecutive weeks and for all or part of that period
you received unemployment compensation.

Signature—All Applicants Must Sign

Under penalties of perjury, 1 declare that | gave the above Information to the employer on or befors the day | was offered a job, and It is, to the best of my knowledgs, true,
correct, and complete.

“ant's signature > :1__;____ ; Date ?/ Z A 2

£t and Paperwork Reduistion Acﬁoﬁee, see page 2. Cat. No. 22851L Form 8850 (Rev. 3-2016)



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

TAX CREDIT QUESTIONNAIRE

Client:

Company:

Location:

Position:

LOYEE SECTION:

First Name: Last Name:

TET;L;{

Snffix:

Street Address:

SSi:

Date of Birth:

Age:

City/State:

Have you worked for

If yes, lo¢ation:

Zip:

ssdY.

Z

Y

|3

=712-O29 39 th;{se:o Imjpall:lyobéﬁy"

06/26 /1972

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

Yes

No

) 8

Have you or has anyone living with you received Temporary Assistance to Needy Families (TANF)
at any time since August 5, 1997? (If yes, please provide information below.)

Name of the person receiving benefits: Relationshiptoyou: _

City: County: State:

Have yon or has anyone living with you received Food Stamps (SNAP) at any time during the past 15 months?
(If yes, pleass provide information below.)

Name of the person receiving benefits: Relationship to you:
City: County: State:

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

X

Have you received any type of vocational rehabilitation services within the past two years?
If yes, please indicate which type of agency you worked with and provide their location information below:

[ Vocational Rehsbilitation Agency [ ] Dept. of Veterans Affairs [] Employment Network (Ticket to Work Program)

Name of Agency: _ Phone #:
City: County: State:
*If you checked yes please provide a copy of your active Individual Work Plan and Ticket to Work documentation,

]

Are you a Veteran of the U.S. Military? *[fyes, please provide a copy of your DD-214 and letter of separation.
(If yes, please provide information below. If no, please continue to question #6.)

Dates of Service - From: To:
Branch of Service:
Are you entitled to or are you receiving compensation for a service-connected disahility?

O

]

Have you been unemployed at any time during the last 12 months?

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

7.

Have yon been convicted of a felony or released from prison for a felony conviction in the past 12 months?
Conviction Date; Release Date:

Was thisa [] Federal or [] State conviction? If State - County: State:

ol o oo
AR SE

Additional Tax Credits
IEC (Native American): Are you or your spouse a member of a Native American Tribe?
Ifyou checked yes please provide a copy of your CDIB card.
CA Residents: [] Are you the child of foster parents? [] Do you receive CalWorks? [] Workforce Investment Act?
[0 Are you & migrant or seasonal farm worker? [] Have you ever been convicted of a misdemeanor?
SC Residents: [] Do you receive Family Independence Benefits?

O

PLEASE READ, SIGN, AND DATE:

Under penalties of perjury, I declare the information above to be true and accurate to the best of my knowledge, and I hereby authorize any agency, organization, or

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

ew Employee Signature:

Date:




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

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

Instructions: This Self-Attestation Form (SAF) is to be completed, signed, and dated by the new hire only.
Employers or consultants submit this SAF to the State Workforce Agency with IRS Form 8850 or if filed

T separately, with ETA Form 9067 {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&-_‘;j = Date ﬂéz /7

New Hire Name: 47 V/S’)tam 7wce

Social Security Number: 3%¢4—7Z2-6342_
Employer Name: (msﬁm ﬁ’c};

Please check the statements below if they apply to you.

[0  1declare that | was in a period of unemployment that is at least 27
consecutive weeks and for all or part of that period | received unemployment
compensation.

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

(Enter start date)

Privacy Act Notice:
The Inteml Revenue Code of 1986, Section 51, as amended and its enacting legistafion, P.L. 104-188, specify that the State Workforce Agencies are the
"designated” agencies responsible for administering the WOTC cerfification procedures of this program. The Information you have provided complefing this

form will be disclosed by your employer o the State Workforce Agency. Provislon of this information is voluntary; however the Informafion is required to
determine your employer's eligibility for the federal tex credit.

SSRGS 44 mmm oo mmma s e 0w rm 6 4 ¢ o6 4 N 4y M S b S 0 4 M G e 3¢ S $ S e ¢ 4 e P e 4% S ¢ § T 6 ) S 4 4 e 3 s — § P ¢ & M b 4 eSS e ® b e S S 4 mmm oo

Publlc Burden Statement:

Persons are not required to respond to this collection of Information unless it displays a currently valid OM B control number. Respondents' obligation to
complete this form is required to obtain or retain benefits (P.L. 111-5). Public reporting burden Is estimated to average 10 minutes per response, including the
fime for reviewing Instructions, searching existing data sources, gathering and maintaining the data needed, and completing and reviewing the collection of
Information. Send comments regarding this burden estimate to the U.S, Department of Labor, Division of Nafional Programs Tools Technical Assistance,
Room C-4510, Washington, D.C. 20210 (Papeiwork Reduction Project 1205-0371). Please do not submit completed forms to this address.

117-

ETA Form 9175 (Rev. November 2016)



employer solutions staffing group..

Notification of Minnesota Law Requirement —
Unemployment Acknowledgement

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

Jjob assignment from a staffing service, (1) fails without good cause to
affirmatively request an additional suitable job assignment, (2) refuses
without good cause an additional suitable job assignment offered, or 3)
accepts employment with the client of the staffing service, is considered to
have quit employment.

It is your responsibility to contact ESSG (for instance, by calling 952.277.5227 or
using any other form of contact) for additional assignments. If you fail to do so, it
may affect your unemployment benefits.

| understand by signing this form that | ' m respdnsible to contact ESSG within 5
calendar days once an assi

a separate copy of this form. (Inittal)

< 9/7/ 7

E ee Signature: Date:

jfsv‘mﬂ 7;/_'21

Employee (please print your name here)

CMG_SM - Rev. 08.2013



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 952.885.1288/1.866.496.7573 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 ESS(’s Safety Director at

952.835.1288/1.866.496.7573 in order to obtain assistance in the resolution of such
atters.

Employee Name (Please Print)

~—3 r
{V;Sl'a/m /Vrt‘l.

Employee’s Signature:

Q:—u—f'—-— ;j~ Date: 3/71/7

"




DRUG AND ALCOHOL

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

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

3. I hereby voluntarily consent to ESSG, or its health service providers, or
other persons or entities acting for or with them, to collect a body component (blood,
urine, breath, or any combination thereof) from me for testing for alcohol and/or drugs. |
understand that the laboratory selected by ESSG may conduct testing and other
analysis on the sample provided by me. | further voluntarily consent to the laboratory’s
disclosure to ESSG of the results of my drug and/or alcohol test and other information
related to the test.

Trsten Tpce_

Individual’'s Name

¥o/0

Date’

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



employer solutions staffing group.

Leveraging Resources in 8 Caanging Market

sohstinns

Ton & uR' 8 I ES 500 RRa ) TRATAL

Enhanced MEC Plan_Plan 1

[0 Rehire Rehire Date

ESNG ggm)

vt cethes (ABOUA WEw meﬂtﬂmAl i i - J"m.

Benefits Enroliment Form

Employeeinformation

] New Employes

Name (First and Last) Social Security Number
¢ L
ston Jrice 399 —72-0392_
’ ress City State Zlp Cods
| 7209 _Bronswick gve &) |Breoldyn Gk | piv  |esyya
Gender Male | MaritalStatus [1 Single | Date of Birth Date of Hire
[] Femalo [ Ol Maried 1 pivorced |  04./26 /72
|Phone Number: Email ‘Addraés:
-2929 Greet-5uicessa) Qrmu ko nr
Pledse Select Desired Coverage:
Employee Only - Employee+Spouse - Employee+Child(ren) - Family -
$24.00/Week $38.00/Week $36.00/Week $63.00/Week
L AR i AT M DESHTIREEY PSRRI
SRR Birth Date | SeX Relationship
[ First Name W1 LastNam O male [ISpouse [ Chid
e ° O Female O Domestic Partner
| — = = SoclalSewﬁiy;f 3 ;lr;mm 53* ‘ I‘{elaﬁonshiph
. Child
First Name ML Last Name B y:;,a]a Dspln:lmenonmgsﬂcmrmer
Social Security # Birth Date | Sex Relationship
[ First Name M. Tast Name | II'_::II r:r]neale DSpEse DEI Child
I:AME O.F PERSON.OOVE'RED (FIRST, LAST):
EFF. DATE
EFF. DATE
EFF. DATE

Employee A'cimnwledgemam and Authorization - | hereby apply for the group benefit(s) as indlcated, | acknowletige that all entries are true and complete and that
any misstatements or failure to report information may he used as the hasis for cancellation of coverage for me and my dependent(s), if any, from the original
effective date. Further, | authorize my employsr to make the necessary payroli deduction of premiums for coverages | have elected.

IF ENROLLING - YOU MUST SIGN HERE
= 0303 /2017

smmomsw::_%a@
EMPLOYEES DECLINING | am DECLINING coverage

| understand that | and/or my dependents, if any, walve any coverage and desire to participate in the plan ata later date. l'we may be considered a late enrollee and
must meet the requirements defined in the Cartificate of Coverage for the company's medical or dental plans. if | decline enroliment for myself or my dependents
(including my spouse) because of other coverage, | may, in future be able to snroil myself or my dependepts in this plan, provided | request enroliment within 31
days after the other covarage ends, In addition, if a new dependent relationship forms as a resuit of marriage, birth, adoption, placement for adoption of parting sult
of adoption, | may he able to enroll myself or my dependent, provided | request enroliment within 31 days of the event.

IF DECLINING- YOU MUST SIGN HERE

Employes Signature

Date

Employer Solutions Staffing Group Health Benefits Team
PO Box 46270 Minneapolis, MN 55344-9956
Phone: 952-767-9519 Fax: 952-767-9515
Email: Health@employersolutionsgroup.com



Fixed Indemnity Medical Benefits Plan 2
VS 219301-ESG-1  |OFFICE USEONLY LOCATION Rehire Date___ /___/

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

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

| Social Security # | Home Phone '. S
| 3P0 G -gol-2429 5= M

X |
_%%.é %e LAl 7 4 S

State Zip o Date of Birth

win) S5942 U 20 /983

B. DO YOU OR ANY OF YOUR DEPENDENTS RECEIVE MEDICARE BENEFITS?

I:lYes I:I No. if Yes, please continue.

Medicare Health Insurance Claim Number (HICN) ! Medicare Effective Date
'Name of Covered Person (s): | '_
1. 2. {3

C. LIMITED BENEFITS PLAN SELECTION Payroll Deducted Weekly Rates

You MUST select a coverage level before any benefits in Section C. Your coverage level for the all benefits in Section C will be
identical. The Fixed Indemnity Medical Plan, Dental Plan, Term Life Plan, and Short-Term Disability plans are underwritten by BCS
Ifsurance Company. The Vision plan is underwritten by Companion Life Insurance Company.

SELECT COVERAGE LEVEL T -0 NOEMNITY | penpay VISION TERMLIFE | SHORTTERM
Employee Only [ ] s2025 D sea7 s242 3| sos0 )| sa20 (B
Employee + 1 [_] $41.10 $12.34 $4.92 $0.90

Employee + Family

$54.88 $20.36 $6.56 $1.80

DYés DNo. | DYes l:INo l:IYes DNo _DYes DNO __l:IYes DNo

e N

NO to ALL Benefits

This coverage is not availab

residents of NH, Hi, or PR. 2STD is not available to persons who work in CA, HI, NJ, NY, or RI.

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

Name Relationship

D. REQUIRED DERPENDENT INFORMATION

Name Social Security # | Date of Birth | Sex Relationship
o5 e o e Ul [mI[F]  [Tspouse [ child[] Domestic Partner

Name Social Security # ' Date of Birth | Sex Relationship
e _/ /| IMI[E]  [Jspouse [ chid []Domestic Partner

Name Social Security # Date of Birth | Sex Relationship
__ / /___ IMI[E] [lspouse [T chiid[]Domestic Partner

Name Social Security # | Date of Birth ' Sex Relationship

/ /| IMI[F] ' [dspouse [ child[] Domestic Partner

BRG] YOU MUST SIGN AND DATE, EVEN IF YOU DECLINE COVERAGE

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

E 47/07/22/7  Bsenare /T T _J

This is an Essential StafCARE Enrollment Form.




