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PO Box 46270
Minneapolis, MN 55344-9956
Tel; 952,835.1288

www.esgﬁafﬂnésolutlons.com

employer solutions staffing group..

New Hire Applicaﬁon

Personal Data~ PLEASE PRINT LEGIBLY IN INK

Last Name SMIth First Name U"2 Middle Initial A
Street Address 1110 Centre Pointe Curve AptSte N/A
Clty/State/Zlp _Mendota Heights 55120 Soclal Security Last Four YOX-XX- 2651
Phone Number _773-957-5417 Emall Address _Ms-usmith@yahoo.com @

Staffing Agency/Recrultment Partner CMG- Rachel

Applicant Certification and Authorization

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

Jdndmtandmﬁtacompmhanslvabadegroundched&mayhawnducmmdmmnamyammmfnrmmbymdbmdm
___ This may include but is not limited tn, invesfigations of criminal and/or conviction records, driving records and/or a drug screen test as
required by clients, govemment regulations or by ESSG policies.

| release ESSG and ather persons or entities from any claima that might be based on ESS@'s decision to conduct a background cheok.
| certify that all statements mads in my application are trug and accurate and that | have not amitted any material information or provided
false or misleading information. 1 understand thet any matarial omission or mistepresentation will result in my disqualification from
consideration for employment or, if discovered after i begin employment, will resuit in my termination,

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

(4
Una Smith m%m% Dec 19, 2017
Name (Print or type) Appiicant’s Signature "Date

A copy or facsimile ("fax”) will he consldered the same as an original signature. Email will ONLY ba used for employment correspondence

For ESSG Office Use Onl
DOH NHW 18 8850 w4
Emergency Contactinfo | Background Relsase Form Background Results Unemployment Letter ESC Application
{if appiicabis)
For ESSG Client Use
DOH ROP o | Work8Hs Loo. WC Code

B88G- CMG-CO Rev. 04/2017



Form W+4 (2017) resis i SR B0 > Suppleerta wagea PO e i o et g

tnatructions, If curlddarmaldng tax using Formn
mmmmm»wm meﬁwm% 1MWT‘“‘““‘W
wmmu workshsels on 2madlw 9‘"% mw&“m,,{“““w‘d
MW omamm wmmmanowmmm '
andwhenymn- mmmmbhwma.
cmas. or two-eamera/muftiple jobs Noeanmoruuﬂ!ipbl‘;h.a. gg
ma'wmi z.a.a.mr"mu;ng' mn,, ﬁ:: wmmﬁm
m&mmﬁ%&uaw mmmmwl’u&smm
 vour Ingoma exceeds §1,050 Nonresitient atien. If you are a nonresident alien, see
S s e b 8550 e e oo A0k st P Y o o
your withholding. Fannw-llhusa
m %mnmemployeab o) mmmmm»em W"'
a dependent, if the employes: mmvmmmmmmmm for 78991’!.?2%’
* I8 age 85 or older, MMM%%WM o mﬂw’fw
* Is blind, or mmmﬂﬁedﬂdmmﬂnm Futura deval Intumw!unahommyam
Allowances below, uﬁwawm
Rmheddaduﬁmnmhbhﬁ?hgqm?m - %mwh%mwm i el aes i e pust
Personal Allowances Workshest (Keep for your records.)
A  Enter“1° for yourself If no one else can odlaim youas adependent . . . . g0 oua I ool oo oha g S0y 8
 You're single and have anly ane job; or
B Enter*1®if: ( * You're married, have only one job, and your spouse doesn't work; or « . B Na
* Your wages from a second job or your epause's wages (or the total of both) are $1,600 or less,
[ "1"foryouraponse.Bm.youu'sayohaosetoemar'-o-’lfyouaremrdedmdhaveetﬂmerawoﬂdngspmseormom
than ons job. (Entering “-0-" may help you avold having too littletaxwithheld) . . . . . . . . . . . .« G NA
D Enter number of dependents (ather than your spouse or yourself) you will clalm on your taxretum . . . . Slo.a B
E Emer"1"Hyouwmﬂleasheadofhomholdonyourtaxramm(seeoondlﬂonsunderﬂeadolhumholdabove) . « E1
F  Enter “1” if you have at least $2,000 of ohild or dependant care expenses for whichyouplantoclaimacredt . . . F NA

(Note: Do not include child support payments. Sse Pub. 508, Child and Dependent Care Expanses, for detalls,)

Child Tax Credit (ncluding additional child tex cretif), 8ee Pub, 872, Child Tax Credit, for more infarmation.

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

* If your total income will be between §70,000 and $84,000 ($100,000 and $119,000 if manied), enter 1" for each elighblechild. @ wA
H  Addlines A through G and enter total here, (Note: This may be different from the number of exemptions you claim on your tax retum,) » H
oﬂgouplanmhamhaordalmaﬂ]usﬁmmhhmmamdwmﬂ‘bmduueyourwﬁhholdlng,mthebeduwﬁma

For acouragy, orksheet on page 2.

campleto all » lfyou aresln laandhavamoreﬂmn ane Job or are marnied and you and your spouse hoth work and the combined
workshesis angs bs exosed §50,000 ($20,000 if maniet), see the Two-Eamers/Multiple Jobs Workshest on page 2
that apply. o having too Iittle tax withheid.

» |i neithar of the above siuations applies, stop here and enter the number from line H on lire 5 of Form W-4 below.
Separate here aud give Form W-4 to your employer. Kesp the top part for your records,

Employee’s Withholding Allowance Certificate

» Whether you you are snfitied to claim a certain number of allowances or exemption from withholding is
subjoct to raview by the IRS, Your employer may be required to send a copy of this form to the IRS,

OMB No, 1545-0074

2017

1 Yourfirst name and micidie Last name 3 2 Yoursocial seourity number
una Smith 339762561
Home adress {number and street or rural route) a3l s Manied Q] Married, but withhold et higher Single rate,
1110 Centra Polnte Curve N/A r«g um::.hgmmﬂummmmm?mum?W'm
Gty or town, state, and ZIP code 4 Ityouriast nams differs from thot shown on your soola) security carnd,
Mendota Helghts 55120 cheok here. You must oafl 1-800-T72+1218 for a replavement oard, > [T
4 ‘rolalmnnbarofaﬂnwancesyouarec!aluﬂng(fmmEmHaboveurﬁomﬂaeappﬂnablsmﬂmheatonmez) 18]12
8 Additional amount, if any, you wantwithheldfromeachpayoheek . . . . . . . . . . . . . . |88 NA

7 Iclaim exemption from withholding for 2017, and | certify that | mest both of the following conditions for exemptlon.
® Last year | had a right to a refund of all fadera; income tax withheld because | had no tax fabliity, and
* This year | expest a refund of all federal Inocome tax withheld because | expect to have notax |l

it you meet both conditions, write “Exempt*here. . . . . . . . . ., . 4 . . Pl 7
Underpsnal'ﬂunipenury.IWMIMWNMmisoemﬂoateand.tomabastufmyhsow!edgemdbeﬁaf,nnatrue,mneot,andcomplsla.
Employes’s signature S’ Bsk
(This form is not valid unless you sign it) wiinasmith Pec 15,00 pate» D€C19,2017

8  Employer's name and address (Employer; Complete lines 8 and 10 only it sending 1o the IRS)) | © Offioe oade {(optional) | 10 Employer identification number (EiN)

For Privacy Aot and Paperwork Reduction Act Nofice, ses page 2. Cat No, 102200 Form W4 (2017)



<, DEPARTMENT W-4M
[ OF REVENUE N

2017 Minnesota Employee Withholding Allowance/Exemption Certificate
Empioyees

You must complete and give this form to your employer if you do any of the following:
» Claim fewer Minnesota withholding allowances than your federal allowances

T+ {iaim more than 10 Minnesota withholding aliowances
* Want additional Minngsote tax withheld from your pey eash pay period
= Clalm to be exempt from federal withholding or claim to be exempt from Minnesota withholding
Do not complete this form If you are clalming the same number of Minnesote allowances es federal and the number claimed is 10 or less.

gine Emplayed’s firet name and initia) Last name Employee's Basial Seourlty number
g Una Smith 339762561
Permanent eddress Winrital stalus (check ons box)
1110 Centre Polnte Curve ; glpﬂg-l;?:‘-!d- Mlmw:m or
tiy State ZIP code Married
Mendota Helghts 65120 0O Married, but withhold at higher Singlo rate

Employees: Read instructions on bagk, complets Section 1 OR Saction 2, sign and glve the completed form to your employer.
(Do not complete both Section 1 and Seotion 2, Completing hoth sections will make the form invalld.)

[ Section 1 — Determining Minnesota allowances

Compiete Section 1 if you claim fewer Minnesota allowances than your federal allowances, AND/OR if you want additional Min-
nesota withholding deducted each pay pefiod. 1

1 Total number of federal allowances claimed on federal FOrmM W ......cceverrurranconnnsas o00aQ0 1

N/A
2 Totel number of Minnesota allowances (fine 2 0annot be MOre than liNB 1) «.......veeeeesecnasans _.{TA____.__
8 Additional Minnesota withholding you want deducted each PEY PO .. ..veeervesessrnnceccsacses 3 s___/____

" section 2 — Exemption from Minnesota withholding

Complete Section 2 If you claim to be exsmpt from Minnesota Income tax withhelding {see Section 2 instructions for qualifica-
tions). if applicable, check ane box belaw to Indicate the reason why you belleve you are exempt:

i meet the requirements and clalm exempt from both federal and Minnesota Income tax withholding,

[T even though 1 did not claim exempt from federal withholding, | clalm exempt from Minnesota withholding because | had no

Minnesats income tax liebiiity last yesr, | received a refund of all Minnesota income tax withheld, AND | expect to have no Min-
nesola Income tax Hability this year.

m] My spouse is & military service member assigned to a mifitary location In Minnesota, my domiolle (logal residence} is in another
stats, AND { am in Minnesota solely 10 be with my spouse, My state of domiclie is._N/A

1 am an American indien living and working on a reservation.

[T 1am & member of the Minnesata Netional Guard or an active duty US, military member and dlaim exempt from Minnesota
withholding on my militery pay.

ml 1 recelve a military pension or ther military retirement pay es calculated under Title 10, 1401 through 1444, 1447 through
1455, and 127383 and clalm exempt from Minnesota withholding on this retirement pay.

- | certify that all Information provided In Section . OR Section 2 Is correct. ] understand there Is a $500 penalty for filing a faise with-

.‘ = Employes’s signature Date Dec 19’ 2017 Dayume_::la;a

" “Employees: Give the compieiad form 1 your SmpIoTer,

Employers

if you are required to send a copy of this form fo the Department of Revenus (see Instructions), you must enter the employar information below
and mail this formto: Minnesota Revenue, Mail Station 6501, St. Paul, MN 58146-6501. (Incomplete forms are considered invalid.) A $50
penally may ba assesaed for each ragnired Form W-3MN not filed with the department.

Keep a copy for your regords,

" @ Nameof empioyer Federal employer ID number (FEIN) | Minnesota tax 1D numbsr
§ Addross City State ZIP cade

;m;im) Questions?  Website: www.revenue.state.mn.us. Emall; wlthhold!ng.mx@sme.mn.hs. Phone: 651-282-8999 or 1-800-657-3594.



Employment Eligibility Verification ' USCIS

Department of Homeland Security OME :1?1‘6{5'3047
U.S, Citizenship and Immigration Services Expires 08/31/2019

m
P>START HERE: Rsadms!mcﬂonseammnybaﬁoramplaﬁngmiafomThslmimﬂbnsmmmavanable,eﬂimlnpapuordmnmw,
dudngmplaﬂonofﬂﬂsbm.&mplcyemmﬂabbfwmmhﬂwwmpbﬁonomﬂsm

ANTI-DISCRIMINATION NOTICE: it is lllegal to discriminate a work-authorized Individuals. Employers CANNOT specify which

gocuments;anemployee may present o estabiish amblovinent adinorzaton and ]mmy'memmmwmﬁnuemempby
an individual because the docum on presented has a future expiration date may also constitute lllegal discrimination.

8action 1. Employes Informalion and Attastallon Empiayess el complete and sign Section 1 of Form 1-8 no fafer

than the first day of employment, but not before aceepting q job affer.) _

Last Nams (Family Name) First Name (Given Nams) | Middis initial | Other Last Names Used (¥ any)
Smith Una N/A N/A

Addrass (Street Number and Name) Apt. Number | City or Town Stale | ZIP Code

1110 Centre Pointe Curve 220 Mendota Heights MN 55120

Date of Birth (mmAddAyyy) | U.S. Soclal Security Number Empioyee's E-mall Address Employes's Talsphone Number

11/15/1985 MWI [ [-1]] | || ms.usmith@yahoo.com 773-957-5417

1 am aware that federal law provides for imprisonment and/or fines for false statements or use of false dosuments in
connsstion with the completion of this form.

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

O 2. A nonciizen national of the United States (Ses instruatians)

(] 8. A lawtul permanent resident  (Allen Registration NumbsrUSCIS Numbery: N/A

Q) 4 An slen uthorizad to work _until (espiratian dete, # appicable, middlyyyy) Nz S
! Some aliens may write "N/A” In the expiration date field. (Ss9 instructions) |

| Aflons authorized to work must provide only one of the following document numbers to complste Form 1-0: »
| AnAflen Registration Numbet/J8CIS Number OR Form 1-94 Admission Number OR Forsign Passport Numbsr.

| 1. Allen Registration Number/USCIS Number: N/A |
OR

| 2. Form 1-94 Admission Number: L |

OR | i

3. Foreign Passport Number: N/A { i

i Country of lssuance: N/A

"GR Codo - S8cton 1
Do Nut White 1o Tits Spece

’
Signature of Empioyee _ Ghao’ Soasbs Today's Date (mmiidi) pec 19, 2017
Vna Smith {Dec 16, 2017)
reparer andlor Transiator Cert{fication (check one):
1 did not use a preparer or translator. A preparer(s) and/or lranslator(g) assisied the employes in complaling Section 1.
(Figids befow must be completed and signed when praparers-and/or translators assist an employee in completing Section 1. )

1 attest, under penalty of perjury, that ] have assisted in the completion of Section 1 of this form and that to the hest of my
knowledge ths information is true and correst.

Signature of Preparer or Translator N/A Today's Date (mm/dd/yyyy)
Last Name (Family Name) First Name (Given Name)
Address {Strest Number and Names) City or Town 8ate  |ZIP Code

g . Employer Gompleles Next Page @

Form I-9 07/1717 N Page ! of 3




Eroployment Eligibility Verification USCIS

Department of Homeland Security i
U.S. Citizenship and Immigration Services Expiros 08312019

ection mploysr or Authorized Representative Review and Verification
{Emplayafs or th’efr autharized reprasentafive must camplete and sign Seation 2 within 3 busmass days of the empipyee's first day of amployment. You
must physically examine one dosurment irom List A OR a combination of one toument from Lish:B and ane dogument from List C as iisted on the "Lists

Acgeplabije Decurnanis.”)

ListA
wemiwand Employment Authorization

r [ Dooument Tiile T AL
Llwhammy
{ Document Number

ii-E'xplraﬂnn Dats (if any)(mmiddlyyyy)

Document Tifle

issuing Authotity

| Dacument Number
[Explration Date (7 any)(am/adlyyyy)
|

' Issuing Authonty
Document Numbser

"Exiration Date (F anyJmmRiahym)

Certification: | attest, undar penaity of perjury, that (1) | have sxamined the document(s) presented by the above-namet employse,
(Z)Qnabnve-llmd document(s) appeartobegeuuineandbm) to the employes named, and (3) to the best of my knowlsdga the

rplgyee Is authorized to work in the Unitsd States.
,A playes‘sﬂmtday of employment (mm/ddiyyyy): mlmﬁmhrmpﬂm}
b of Bmpiclr Acfiutheitizad Representative mm/dd/yyyy) | Tt of Employer zed Represeniative
) ¢jfl! e ﬁﬁ? | e Vi
{Narge Eﬂmwmmmaemm %mﬁv ummanmaammam Employer's Business cr Organizafion Name

Employer's Business or Organizatinn Adriress (Strest Number and Name) : City or Town ]m 2P Code

Section 3. Revg_jfl_caﬂon and Rehlres (1' ) be eomple(ed and slgned by employer or ayihonzed mprasentaﬁva)

A, New Nanio (f anpli : 3, D! ite {i
| L.ast Name (Family Nams} Fmst Name {lesn Nama) ) Middie initisl | Date frmm/ddiyyy)

(3. [FHid amp grit; Ihuﬁgﬁonﬂé#mﬁd pmﬂdém- Torigtion fo 6
{Eentinving ,emmmem‘gmmsqlm l:r}hewggan ; PG L ! RS
Document Title Donumem Number Expiration Date {if any) (mm/ddSyyy)

1 attest, under penalty of perjury, that fo the best of my knowiadge, this employes Is authorized to work in the United States, and if
the employas prasentud document{s), the document(s) | have examinad appear to be genuine and fo relats to the individual.

Signature of Emplayer or Authorlzed Representative | Today's Date (mm/ddiyyyy) Name of Employer or Authorized Represantative

Form 1-8 071717 N Page 2 of 3
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Authorization

Authorization: By signing below, you authorize: (a) backgroundchecks.com (*"BGC”) and/or Orange Tree
Employment Screening to request information about you from any public or private information source;
(b) anyone to provide information about you to BGC and/or Orange Tree Employment Screening; {c)
BGC and/or Orange Tree Employment Screening to provide Employer Solutions Staffing Group, LLC one
or more reports based on that information; and (d) Employer Solutions Staffing Group, LLC ("ESSG®) to
share those reports with others for legitimate business purposes related to your employment. BGC

and/or Orange Tree Employment Screenlng may investigate your education, work history, professional
licenses and credentials, references, address history, social security number validity, right to work, crimi-
nal record, lawsults, driving record, credit history, and any other information with public or private infor-
mation sources. You acknowledge that a fax, image, or copy of this authorization is as valid as the origi-
nal. You make this authorization to be valid for as long as you are an employee of ESSG.

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

Personal Information: Please print the information requested below to Identify yourself for BGC,
Printed name: Una N/A Smith
First Middle (3 Last
none)
Other names used:
Current county of residence:
Current and former addresses:

10/17 current 1110 Centre Pointe Curve Mendota Helghts 55120
from Mo/Yr to Mo/Yr Street City, State & Zip
from Mo/Yr to Mo/Yr Street City, State & Zip
from Mo/Yr to Mo/Yr Street City, State & Zip

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

11/15/1985 339762561
Date of birth Social security number
Driver’s license number & state Name as it appears on license

Repart Copy: if you are applying for a job or live in California, Minnesota, or Okiahoma, you may request
a copy of the report by checking this box:

’
Una Smith {Dec 19, 2017) Dec 19, 2017

Signature Date




EMERGENCY CONTACT INFORMATION

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

Employee Name: Una Smith

Address: 1110 Centre Pointe Curve Mendota Helghts 55120

Haome Phone: 773-957-5417

o

RS SRR AR "~ EMERGENCY CONTACTS = | ;
e W Hsl tw péoE]e {ih Jiriuﬂby o&iar) wha dould be contacted in case eféan emcrgency

Contact #1 Home Phone: 708-252-8266
Name: Qctavia Smith Cell Phone:
Relationship: Aunt | Work Phone:

Contact #2 Home Phone: 773 3441507
Name: Henrietta Smith Cell Phone:
Relationship: Aunt Work Phone:

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

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



employer solutions staffing group..
Direct Deposit/Payroll Debit Card Awnthorization

EmployeeshaveﬂmopﬁonofrecewingwagesbmeDeposnandlorPayron Debit Card.
not provide a written election, wages will b ayroll Debit Card,

IEASTC ]\‘('] \.\l\ll(_h

Employee Nawe ()5 smith

SSN# (1ast 4 digits) 2561

PSR e R e
\®)| Direct Deposit (Please complete Sections 3 and 5 below)
()] Payroll Debit Card (Please complete Sections 4 and § below)
SEG O BIRE G D EPOS il

Update Bank Ascount
BankName: \vells Fargo

Routing? 971101307
Accourt# 9901511106

Acovunt Type: [T CheokinglL) Sevingd [HOther

= To help us avoid making an emyor, please aftach a copy of a voided cheok. (a deposit slip will not work)
=  If'yon changs banks, do not close your old bank account nntil your direct deposit has sterted at the new bank, which may take 2 pay petiods.

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

1 understand and acknowledge that if 1 do not providea
voided check with this direct deposit form, X am
responsible for any delays in payroll or extra costs
incurred if the account number that I provide is incorrect.

i US- e 12/19/2017

SECTION D PAYROLL BEREE CARD G GEOBAL CASELEA R

Federal law requires all financial institutions to obtain, verify, and record information that identifies each person who opens an ascount, In order to
request a Payroll Debit Card for you, we must provide all of the following information that will enable the financia] institution to identify you, If
youdonotsubmitaDireutDaposithaymllDebitCardAnﬂmrbaﬁon,BSSGwmpmvxdethenecammymfnrmanonnndiasueyouahymllDeblt
%ﬂmwwmhmm&oﬁm,theﬂnmmﬂhsﬁmﬂmmayukmmpmvidsﬂxemaddiﬁomlldmﬁﬂcaﬁoninﬁnmaﬂonsotheyoan
verify your identity
Exeept for the routing and acoount smmber, ESSG does not have access to any information regarding your Payroll Debit Card account or
n'ansacﬁuns.Onynurﬁrstpayday,yonwmmmvaymnmPaymuDethard,mdapacbstomminhganofﬁaemmdmdlﬁmewm
then sign acknowledging that you received the Payroll Debit Card and packet. Your Payroll Debit Card will be reloaded on each payday you receive

wages,
CARDHOLDER INFORMATION (as you want your Payroll Debit Card to be issusd) o
First Name ML LastName Date of Birth
Street Address (P0BOX NOT ACCEPTABLE) "Social Seourity#
City State Zip Cell Phone (mobile)

RECEIPT OF PAYROLL DEBIT CARD (to be completed when you pick up your Payroll Debit Card)
Payroll Debit Card Routing # Payroll Debit Card Account #

1 have received my Payroll Debit Card, welcome brochure, program fees, program terms, conditions, and disclosures. By activating my Payroll Debit Card,
1 am agreeing to the program terms, conditions, and disclosures that are included or made avaiteble to me from time to time fiom the financial institntion. 1
authorize the financisl institution to debit my Payroll Debit Card account for the fees desoribed in the fee schedule that is part of the program tesms,
conditions, and disclosures.

4

Employee’s Signature: Una Smith (Dec 19, 2017
SEGTION s AT O RS T O

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

made in etror to my account(s). * E-mail is required for pay stub information,
YE-mail: ms.usmith@yahoo.com ) @
this information will anly be used to send youx paystubs electronically
Y’ sk Date: D€C 19,2017

Employee's Signature: {rasmbnpucin,a0m




employer solutions staffing group..

STATEMENT OF CONFIDENTIALITY
This agreement made this day of , 201__, between

Employer Solutions Staffing Group LLC, hereinafter referred to as “employer”,
and hereafter referred to as “empioyee”.

WITNESSETH:

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

In view of the difficulty of determining the amount of damages which may
result to the employer from a violation of any of the provisions hereof, the
employee agrees to pay to the employer the sum of $10,000 as liquidated
damages for every such violation; provided, however, that the payment of such
amount as liquidated damages shall not be construed as a release or waiver by
the employer of the right to prevent any such violation in equity or otherwise.

4
Una Smith (Dac 19, 2017)

Employee Signature

Employer Solutions Staffing Group LLC, Representative



empioyer solutions staiiing g;::upm
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 fime away from work will be reimbursed in accordance with the State
of Minnesota workers’ compensation laws. Wherever possible light duty
restrictions iImposed 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 heaith
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 physiclan 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 fo 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 depariment. 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 healith care provider. Keep the claims representative advised of your
status.

ur emplover immediate any new inju 0 ons that ct

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.

1 have read my responsibilities and agres to abide by these guidelines.
4
Signed: Una Smith {Buc 19, 2017)

Printed Name; __ Una Smith




employer solutions staffing group. s j_.:,
Important/importante

LOST OR STOLEN PAYCHECKS

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

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

CHEQUES DE PAGO PERDIDOS O ROBADOS

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

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

AGREED/SE ACUERDA—
Name/Nombre (con letra de molde):  Una Smith

4

§_Ignature!Finna: 1ina Smith (Dec 19, 2017)




employer solutions staffing group..

ESSG WORKPLACE SAFETY POLICY

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

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

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

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

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

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

ESHG is committed to vigorously enfarcing 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

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

e 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:

e 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.



employer solutions staffing group..

= Right to request information about safety and health hazardsinthe @ =
workplace, appropriate precautions to take, and procedures to follow if
involved in an accident or exposed to hazardous substances
* Right to gain access to relevant personal exposure and medical records.

You can have your name withheld from the host employer and any other entity, by
request, if you sign and file a written complaint. You can request to be advised of
OSHA actions regarding a complaint, and request an informal review of any
decision not to inspect the site or issue a citation. And, you can file a complaint if
you are punished or discriminated against for acting as a “whistleblower” under the
OSH Act or 13 other federal statutes for which OSHA has jurisdiction, or for
refusing to work when faced with imminent danger of death or serious injury and
there is insufficient time for OSHA to inspect. Retaliation or reprisal taken against
anyone who has expressed concern about workplace safety is illegal.

If you believe that your right to a safe workplace has been violated, you can make a
report to a manager of the host worksite employer and/or ESSG (by telephoning
552.835.1288/1.866.496.7578) and asking for the ESSG Safety Dirvector, You can
also contact OSHA directly with any concern. ESSG recognizes the serious nature
of ensuring workplace safety will endeavor to protect any employee who may have
been subjected to unsafe or hazardous worksite conditions.



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 ar 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 ESSG’s Safety Director at
952.885.1288/1.866.496.7578 in order to obtain assistance in the resolution of such
matters.

Employee Name (Please Print)
Una Smith

Employee’s Signature:
Vg’ sk Date: Dec 18,2017

T SN2 19, 2000
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- 3850 Pre-Screening Notice and Certification Request for

(Rev. March 2016) the Work Opportunity Credit OMB No. 1646-1500
%ﬂ'wgggm’ » Infarmation about Form 8850 and its separate instructions is at www.irs.gov/TormB850.

Job appficant: Fill in the fines below and check any boxes that apply. Complste only this side.

Your name Una Smith Soclal seourity number > 339762561

Street address whereyoulive 1110 Centre Pointe Curve

City or town, state, and ZIP code Mendota Helghts 55120

County Dakota Telephane number T713-957-5417

If you are under age 40, enter your date of birth {(month, day, year) 11/15/1985

1 [D Check here if you recelved a conditional certification from the state workforce agency {SWA) or a pérﬂolpatlng jocal agency
for the work opportunity credit.

2 [[J Check here if any of the following statements apply to you.
¢ | am a member of a family that has recelved assistance from Temporary Assistance for Needy Familles (TANF) for any 8
months during the past 18 months.
» | am a veteran and a member of a family that recaived Supplemental Nutrition Assistance Program (SNAF) benefits (food
stamps) for at least a 3-month period during the past 156 months.

» | was referred here by a rehabliiitation agency approved by the state, an employment network under the Ticket to Waork
program, or the Department of Vetarans Affalrs.

* 1 am at least age 18 but not age 40 or oider and | am a member of a family that:
a. Recelved SNAP benefits {food stamps) for the past 8 months; or
b. Recelved SNAP benefits {food stamps) for at least S of the past 8 months, butis no longer eligible to receive them.

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

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

+ | am a veteran and | was unemployed for a period or pariods totaling at least 4 weeks but iess than 8 months during the
past year,

3 EI Check hera if you are a veteran and you wera unemployed for a pariod or periods totaling at least 6 months during the past
year,

4 lnl Check here if you are a veteran entitled to compensation for a service-conneoted disabiiity and you wers discharged or
released from active duty in the U.S. Armed Forces during the past year.

5 I]:l Check here If you are a veteran entitled to compensation for a service-connected disability and you wara unemployed for a
period or periods totaling at least 8 months during the past year,

6 [[J Check here if you are a member of a family that:
» Recelved TANF paymants for at least the past 18 months; or
» Recajved TANF payments for any 18 months beginning after August 5, 1987, and the earliest 18-month period beginning
after August 5, 1897, ended during the past 2 years; or
» Stopped being eligible for TANF payments during the past 2 years because federal or stats law limited the meximum time
those payments could be made.

7 El Cheok here if you are in a period of unemployment that is at least 27 consecutive weeks and for alf or part of that period
you recelved upsmployment compensation.

Signature— All Applicants Must Sign

Undler penalties of perjury, | declare that | gava the sbovs Information to the employer on or befora the day | was offered a job, and it is, to the bast of my knowledgs, tnus,
oorrect, and complets,

4

Joh appllcant's signature P Unasmith(Dec1s 2017) Date Dec 19’ 2017

For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 228511 Form B850 (Rev. 3-2018)
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Form A (rev. 03/2017)

EMPLOYER SECTION:

TAX CREDIT QUESTIONNAIRE

Client:

Company:

Locations

Position:

Starting Wage: $

EMPLOYEE SECTION:

First Name: Last Name:
Una Smith

Suffix;

Street Address:

1110 Centre Pointe Curve

City/State;
Mendoty Helghtsm

Zip:

_[55120

Ssk:
339762561

Date of Birth:
11/15/1985

Age:
32

Have you worked for
this co hefore?
Yes D No@

If yes, location:

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

Yes Neo

Chty:

1. Have you or has anyone living with yon received Temporary Assistance fo Needy Familles (TANF)
at any time since Angust 5, 19972 (If yes, please provids tuformation below.)
Name of the person receiving benefits: _____ Relationship to you:

County; ______ Stats;

Q @

City: Connty:

Statet ___

2. Have you or has anyone living with you recsived Food Stamps (SNAP) af any time during the past 15 months?
(If yes, please provide information below.)
Name of'the person receiving benefits: Relationship to you:

3. Have you received Supplemental Security Income (SSI) at any time within the past 3 months?
Please note, this is not the same as Sooial Security benefits (S8) or Soolal Seourity Disability (SSDI) benefits,
*Jf you checked yes please pravide a copy of your SSI documentation.

E Vooational Rehabilitation Agency

4. Have yon received any type of vocational rehabilitation services within the past two years?
If yes, please indicats which type of ag you worked with and provide their loeation information below:
Dept, of Veterans Affsirs  [_] Employment Network (Ticket to Work Program)

*If you checked yes please provide a copy of your active Individual Work Plan and Ticket to Wark documentation,

O
@

Dates of Service - Fron:;
Branch of Service:

To:

5, Areyou a Vetsran of the U.S. Military? *Ifyes, 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.)

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

Q

To:

6. Have yon been unemployed at any time during the last 12 months?

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

Conviction Date:

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

al Q pl©
Pl @ @ @

T TR

p

IEC (Native American): Are yon
If vou checked yes please provide a copy of your CDIB
CA Resldents: LL]} Are you the child of foster parents? LLi Do you recsive CalWorks? [J] Workforce Investment Act?

Bl Are yon a migrant o seasonl firm worker? ] Bave you ever been convisted of & misdemsancy?
SC Residents: Do you receive Family Independence Benefits?

T

5

oryo'urspouseﬁ

g p

Was thisa [] Federal or [J] State conviction? IfState - County: ____ State:___

- Aduiighat Tax Credits ©
member of a Native American Tribe?

PLEASE READ, SIGN, AND DATE:
Under penalties of perjwrp, I declare the information above to be true and accurats (o the best of my knowledge, and 1 hereby avthorize any agency. arganization, or
Indlviduals to supply such verification or information thay may be needed to determine tax credit cligibility io my employer, employer repressnialive (Associated

Consultants, Ine. dba Retrotax), or the Depariment of Labor.

New Employee Signature:

s

Date: Dec 19,2017




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

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

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

separately, with ETA Form 9067 {or ETA Farm 9062) Tor each certification request filed Tor the new target
group.

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

4
New Hire’s Signature: % Date Dec19,2017
New Hire Name: ___UnaSmith

Social Security Number: 339762561
Employer Name:

Please check the statements below if they apply to you.

[@ 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.

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

(Enter start date)

Privacy Act Nofice:

‘The Infemal Ravenue Coda of 1886, Seclion 51, as amended and fis enacfing legisiafion, P.L. 104-188, specify that the Stele Workforee Agencies ae fhe
*designeted agencies responsibie for administering tha WOTC cerfifivafion procedures of this program, The informafion you have provided completing this
form will be disclosad by your employer io fhe State Workfores Agenay. Provision of fhls information is voluntary; however the informafion is reguired to
determine your employer's eligbifity for the fedaral tex credi,

0o g9 oo wpn e e aceme e ey mme vommae 0 0w o e ¢ o o amm d e amm b

Public Burdon Statement:

Parsons are not required fo respond to thils coliction of informafion unless it displays a cumenfly valid OM B control number. Respondents’ obfigafion fo
complets his form Is required o obtein or retein bansfits (P.L 119-5). Public reporfing burden I8 estimated to average 10 minutes per responsa, including the
{imafor reviewing instruclions, seerching exdsfing deta sources, gathering and meintaining the data neadsd, and complefing and reviewing the collaction of
Informatian, Send comments regerding this burden esfimate to fhe U.S, Department of Labor, Division of Naional Programs Tools Technios] Assistance,
Room0-4510,Wahln_g'ton, D.C. 20210 (Paperwork Reduction Project 1205-0371). Please do not submit completed forms to this address.

117-

ETA Form 9175 (Rev. November 2016)
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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 sultable

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

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

This paragraph appliss only if, at the time of beginning of employment with the staffing
service, the applicant signed and was provided a copy of a separate document writien
In clear and concise language that informed the applicant of this paragraph and that
unemployment benefits may be affected,

Itis your responsibliity to contact ESSG through Corporate Management Group (for
instance, by calling 303-820-1425 or using any other form of contaot) for additional
assignments. If you fail fo do so, it may affect your unempioyment benefits.

I understand by signing this form that | am responsible to contact ESSG within 5

calendar days once an assignment ends. | also acknowledge that | have received a
separate copy of this form, 115 (Initial) :

4

UnaSmith (Deci0,2007) Dec 19, 2017
Employee Signature: Date;
Una Smith

Employes (please print your name here)

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

MN_02.2013



DRUG AND ALCOHOL
TESTING CONSENT FORM

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

__._d.mg.s_aﬂd_a[eehe'_.____.____ T e e e * ¢

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 resuit
in adverse personnel action, Including my termination from employment with ESSG. |
understand that this policy in any form, and any employse 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 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 resuits of my drug and/or alcohol test and other information
related to the test.

4
Una Smith {Dec 19, 2017)

Individual's Name

Dec 19,2017
Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



