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Employment Eligibility Verification USCIS

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

ANTI-DISCRIMINATION NOTICE: it is lllegal to discriminate agalnst work-authorized individuals. Employers CANNOT specify which
document(s) an empioyee may present to establish employment authorization and Identity. The ref hin eriiride for emoioy
8 ause-the doaurments =1i=d Nas a future expiration date may also constitute lllegal discrimination.

Section 1. Employee Information and Attestation (Employees must complete and sign Section 1 of Form /-9 no later
than the first day of employment, but not before accepting a job offer.)

Last Name (Family Name) First Name (Givan Name) Middle Initial Other Last Names Used (F any)

| \og J

Address fﬂaetNumberand Name) Apt. Number | City or Town State ZIP Code
124 Qnippewa RVE S Yoo\ MN | s5109
Date of Birth (mm/dd/yyyy) U.S. Sacial Security Number Employee's E-mail Address Employee's Telephone Number

osufesigge  |[ufel5] B3] - Ffi] (&3 815- 1083

I 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,

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

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

[:] 3. A lawful permanent resident (Allen Registration Number/USCIS Number):

D 4. An alien authorized towork  until (expiration date, if applicable, mm/ddAyyyy):
Some allens may write "N/A” in the expiration date field. (See instructions)
Allens authorized to work must provids only one af the following document numbers to complste Form i-9; mﬁzm}ﬁﬁ%}m
An Allen Registration Number/USCIS Number OR Form 1-94 Admission Numbar OR Foreign Passport Number.

1. Alien Reglstration Number/USCIS Number;
OR

2. Form 1-84 Admission Number:
OR

3. Forelgn Passport Number:
Country of Issuance;

A
Signature of MIOW‘ Today's Date (mm/dd/yyyy) |2 / Is / 2011

Preparer and/or Transiator Certification (check one):
l:] l'did not use a preparer or translator. [:] A preparer(s) and/or translator(s) assisted the employee in completing Section 1.
(Fields below must be completed and signed when preparers and/or translators assist an employee in completing Section 1. )

| attest, under penalty of perjury, that | have assisted In the completion of Section 1 of this form and that to the best of my
knowiedge the information is true and correct.

Signature of Preparer or Translator Today's Date (mm/ddiyyy)
Last Name (Family Name) First Name (Given Name)
Address (Street Number and Name) City or Town State  [2IP Code

0 Employer Completes Next Page @

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




Employes Info from Section 1

=

Employment Eligibility Verification
Department of Homelang Security
U.S. Citizenship and Immigration Services

UScCIs
Form 1-9
OMB No. 1615-0047
Expires 08/31/2019

i
i,

P o

e St e

I |

Expiration Date (7 any)(mmAidfyyyy) 1

List A (o] ListB AND ListC
Identity ang Employment Authorization Identity : Employment Authorization
Document Tife . - Tile , . i Document
ﬁs‘_’f%;gﬁcn?{rma t ‘
Issuing Authority I : m Issting Aggng ] :
Documém Number - D nt Number
_ a3 gibg' 33~7¢47(
Explration Date (¥ any)(mméddfyyyy) j EXP'%OH D\ﬂ!e a_ﬂ:' any)(mi ) Explration Date (if any)(mm/ddyyyy)
Document Title ;.'r
Issuing Authioriy | [Additional Information R
Document Number

Document Title

Issuing Authority

Document Number

[ Expiration Date (% any)mm/dcyyyy)

Certification; | attest, undar Penalty of perjury, that (1) I have examined the documentys) presented by the above-named employea,
{(2) the above-listed documentis) appear to be genuine and to relate to the employee named, and (3) to the best of my knowledge the
employee Is authorized to waork in the United States,

The employes's first day of employmant (mm/ddlyyyyy: ||\, - |3 (Ses instructions for exemptions)

n of or Authorized Representative Today's Date {mm/ddyyy) Title of Emplgyer or Authorized Representative
\\S- agi€ | On-Siks .
 Name of Employer or Authorized Representstive First Name of Employer or Authorized Representative Employer's Business or Organization Name
ey - :
Employer's Business or O anization Address (Street Number and Name) City or Town
100 Fluwn Cloud Dy, S D

e o Ad RaHITe {7 e oA e omecars

Last Name {Family Name) First Name (Given Name) Middle initial | pate {mm/ddyyyy) '
mmployee's previous grant of employment autharization has explred; provida i& Information ocument or recelpl that es |
contintuing employment authorization In the space provided below. B
Document Titie Document Number Explration Date {if any) (mm/ddyyyy)
| attest, under penalty of perjury, that to the best of my knowledge, this employee Is authorized to work in the United States, and if
the employee presented document(s), tha document(s) | have 8xamined appear to be genuine and to relate to the Individual.
Signature of Employer or Authorized Representative Today's Date (mm/ddlyyyy) Name of Employer or Authorized Representative

Form I-9 07/1717 N

Page 2 of 3
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PO Box 46270
Minneapolis, MN 55344-9956

Tel: 952.835.1288

www.esgstaffingsolutions.com

employer solutions staffing up.c

New Hire Application

Personal Data-- PLEASE PRINT LEGIBLY IN INK
——— LT ININK

Last Name Vang First Name __Ger Middle initial <
Street Address 734 Chippewa Avenue Apt/Ste
City/State/Zip _Saint Paul, MN 55104 Soclal Security Last Four XXX-XX-
Phone Number _ 6518151083 Emall Address @

Staffing Agency/Recruitment Partner CMG

All offers of emplovment are con itional n satisfactory proof of ide d legal abil 1o work in the U.S.A.
Are you legally authorized to work in the United States of America? @ives Qino

Applicant Certification and Authorization
1 authorize Employer Solutions Stafling 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 application,
regarding my previous duties, responsibilities, performance, compensation and eligibility for rehire,
| understand that a comprehensive background check may be conducted fo determine my eligibifity for hire by ceriain clients of ESSG.
This may Include but is not limited to, investigations of criminal and/or convietion records, driving records and/or g drug screen test as
required by clients, govarnment regulations or by ESSG policies.
I release ESSG and other persons or entities from any claims that might be based on ESSG's decision fo conduct a background check,
| certify that all statements made In my application are true and accurate and that | have not omitted any material information or provided
false or misleading information, I understand that any material omission or misrepresentation wilj result in my disqualification from
conslderation for employment or, if discovered after 1 begin employment, will result in my termination.

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

GerVang &y BBl

Name (Print or type) Applicant's Signature Date

A copy or facsimila ("fax") will be considered the Same as an original signature. Email will ONLY be used for employment correspondence

For ESSG Office Use Only
DOH —_— | Nhw S R | X1y 8850 w4
Emergency Contact Info Background Release Form Background Results Unemployment Lettor ESC Application
(if applicahbla)
For ESSG Client Use
DOH RoOpP —_— | WorkSits Log, WC Code

BSSG- CMG-CO Rev. 04/2017



employer solutions staffing group..
Wage Payment Method Authorization (Minnesota)

comp) 3 below)
Payroll Debit Card (Please complete Sections 4 and § below)

Natcnmbepwnammytakcupmﬂapmbawmu
Paper Check (Plegse complete Section § below)

[ Update Bank Account

I understand and acknowledge that if I do not provide
Bank Name: Voided check with this direct deposit form, 1 am
Q“ S ﬁ\(’ﬂG responsible for any delays in Payroll or extra costy
Routing# =/ incurred if the secount number that I provide js incorrect,
o Initial Date .
Account Type: Checking [] Savings [JOtner
To help us avoid making an error, please attach o copy of

a voided check. (a deposit alip will not work)
direct i

lfyouchmgabmlm,donntclmynmoldbmkmmmtﬂyom dmhsmauthembmk,wlﬁchmaymzpaypcdods.

SIECCT0ERE PAN G

= Social Security#
City ' i

Payroll Debit Card Routing # Payroll Debit Card Account #

I'bave received my Payroll Debit Card, welcome brochure, Program fies, program terms, conditions, and disclogures, By activating my Payrolt Debit Card,
I am agrecing 1o the Program terms, conditions, and disclosures that are included or made available to me
authorize the financi

from time to time from the finangia] institution, |
al institution tp debit my Payroll Depjy Card account for the feeg desm'ibedinthcﬁeuhedmethatispmoﬂhepmsmmtenns,
conditions, and disclosures,

Employee’s Signature:

directly deposit my periodic wages/compensation
or authorized deductions, nto Ty account(s) as designated

Payments, net of required tax withhoidings, other required withholdings
made in error to my account(s

above and to initiate, ifnecessary, debit entries and adjustmentsfor any credit entries
. * E-mail is required for pay stuh information,

*E-mail; ,f')t-( \Mm”\ 0oq \ @ ﬁ\m’MA/ - Lo

thifthformation will onf used to send your Paystubs electronically
Employee's Signature; A&"j M Date; /3‘ & l "




Form W-4 (2017) — oecwsmmme v Mo o e

Basio Instruofions arent consider making estimated tax ents using Form
Purpose. Compigte Form W-4 so that your the Peraona) Allowanbes Worksheot beiow e 1040-E8, Wﬁ'ﬁ% Cifipraien,
employer gan withhold the correst federal income warishests on page 2 further adjust your mmmmm&uaﬁ :nshould
taxﬂomyompay.cansldermmanawm withholding allowanoea besed on ftemized m pdoe onFonnW-4°rW-y4'i='
meadtcxaarandwhanyow or finanolal deductions, certain oredits, ants to income, your ding .
situation changes. or two-eamers/multiple jobs ons, mdne:um ar m oh%r:fe)]':g. hava ama
from withholding. if Complets all workshests that apply. However,
comp! ognlyllnastz.g.hz.smgguﬁwg:pg' nwyc%?mfaww(wmwom:g;‘ymragularm ;"a'“ m’“%ﬁ”&ﬂ%”wmw
form to validate &, Your exemption for 2017 expirea wages, withholding be based on allowanses M%ow%gddlngmallywmbammmm
o 15.291_1&83&%!:. 05, Tax Withholding gouolalmeedotfmquvnotbeaﬂatmomnor when all allg a® glalmed on the Far . &
— Foad of housshold. Generaly, you can dialmhead  Glaimed on e St o P2 TG IOWENDES are
wihioldngf your {oalincome Groser ST  Yonare eyl e o Yo e rtum o Nonresident sl f o1 e noyecen alen, sse
and lnﬁ!d:'das mmand divsl%?: g;) Emaamed Income (for costs of kes| lgg ;ﬂ; home hrﬁMmd g:aur Nonresident Allens, before completing this form.
An be able to claim Pub, 501, Deductian, and Ghaokyourwnhhnlm.Aﬁar{ngan-Makas
nnﬁomwr&i“ag%e"vgﬂwaempbyaels Filing Infarmation, for frormetion. effect, use Pub. 505 to see how the amount you are
& dependent, if the employee: Tax cradita, You can take projeoted tax credits into havénuqymlhaldwm by"‘"’g’“
o aogount in g your all number of for 2017, Sea Pub, esnaﬂhl(l’ymxuurmm
Is age 65 or aider, mhohmﬂgmanm ch%l,m for ohild or gaepsndem excead $130,000 (Single) or $18 {Marriad),
s blind, or care expenses and the child tax credit may be olaimed Future developments, Information about any future
the Personal Allowances Workshest below, developments affecting Form W-4 (such as
o Wil
VW cleim aclsimerts® ncame e redhs; o é%susfnrl?fonn:'t{ononmmmyoquq' ggv;hv)llﬁ?l enactad afer e release ) wil be postad
Personal Allowances Workshest p for your records,)
A Entarﬂ’foryourselflfnooneelseoanolalmyouaaadependent. © 0 0 0 0 00 000000000 g I3
* Your're single and havs only one Jjobs or
B  Enter*1”if; { ® You're married, have only one Job, and your spouse doesnt worlk; or B
» Your wages from a secand job Or your spouse’s wages (or the total of both) are $1,500 or less,
G Enter 1" for your spouse. But, Yyou may choose to enter “-0-" if you are married and have either a working spouse or more
than one job. (Entering -0 mayhelpyuuavoldhavlngtoolhtletaxwﬁhheld.) © 00000 A 00 0 a0 0o (&
D Enter number of dependents {other than your spouse or yourself) you will claim on yourtax retum . , . . o o o D
E  Enter 1" if you will file as head of housshoid on your tex return (see conditions under Head of housshold above) E
F  Enter*1" if you'have at [east §2,000 of child or dependent care expenses for which you planto claim a credit . . F
(Note: Do not inciude child support payments. Ses Pub, 6§03, Child and Dependent Care Expenses, for detalls.)
G Child Tax Credit (inoluding additional child tax credi), See Pub, 872, Chlid 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 eligible children or less “2" if you have five or more eligible children,

» if your total income will be between $70,000 and $84,000 ($100,000 and $118,000 if married), enter “1° for each eligible child,. G
H  Addiines A through G and enter total here, (Note: This may be different from the number of exsmptions you claim on your tax retum.) b H

* If you pian to itemizs or olaim adjustments to Income and want o reduce ur withhoiding, see the Deductions
For accuracy, andyxcufl‘shmma Worksheet on page 2. I -y

complete all * It you are single and have more than one job or are mamied and you and your spouse hoth work and the combined
waorksheets eamlni;s from all jobs exceed $50,000 ($20,000 if married), see the Two-Eamers/Multiple Jobs Worksheet on page 2
that apply. to avold having too little tax withheld.

* If nelther of the abovs situations applies, stop here and enter ths number from line H on line 5 of Form W-4 below.
Separate here and give Form W-4 to your employer. Keep the top part for your records.

Lo w_4 Employee’s Withholding Allowance Certiflcate

Department of the Trassury » Whether you are entitled to claim a cartain number of allowances or examption from withhelding s
Internal Revenus Sarvice Subject to review by the IRS. Your employer may be required to send a oopy of this form to the IRS,
‘our first name and middie Initial Last name
Ger J
Home address {number and street or rural routs)

OMB No. 1548-0074

2017

2 Your soclal security number
468337471

8 [ singe CX Manied O3 Marted, but wittho o higher Single rate.
734 Chippewa Avenue Note: i maried, but sgally separated, or spousa Is a nanvesident allen, check the *Single® box.
Chy or town, state, and ZIF code 4 Fyourlast name differs from that shawn on your social seourity card,
Salnt Paul, MN 55104 check here, You must call 1-800-772-1218 for a replacement card, P
5 Total number of allowances Yyou are claiming (from line H above or from the applicable workshest on page 2) 5| ¢
6  Additional amount, if any, you want withheld from each paycheck GoEt g ooty oses Seunt te SRR IS
7 |clalm exemption from withhoiding for 2017, and | certify that | mest both of the following conditions for exemption,
-LastyearIhadarlghttoarafundofallfederallnoometaxwithheld because | had no tax liabflity, and L =
® This year | expect a refund of all federal Income tax withheld because | expect to have no tax llabiiity. S
If you mest both conditions, write "Exempt” hera. . . . , . ISR 2 k2
Under penalties of perjury, | declare that | have examined this certificate and, to the best of my knowledge and bellef, it|s true, carrect, and complete,
(Ermmglf%ﬁe;: :'ogt valid unless yousign it) > GerVang(bec2i 2017 Date» Dec 18,2017
8  Employer's name and address (Employer: Completa lines 8 and 10 only If sending tothe IRS,) | 8 Office code (optional) | 10 Employer identification number {EIN)

Vang

s

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



EMPLOYER SOLUTIONS STAFFING GROUP
BACKGROUND CHECK AUTHORIZATION

Employee Name: __Ger Vang
(First) (Middle) i

[~ Former Name(s) and Dates Used:

Current Address Since: 734 Chippewa Avenue Saint Paul, MN 55104

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

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

(Mo/Yr) (Street) (City) (State/Zip)
Social Security Number; __ 468337471 pos: 08/11/96

Phone Number: 6518151083

Driver’s License Number/State;

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

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.

| further authorize any individual, company, firm, corporation, or public agency to divulge any and ajl 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: ___ 2L Date: Dec 18,2017

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




Para informacidn en espafiol, visite www.cansumerfinance.gov/learnmore o escribe a ia Consumer Financial Protection Bureay, 1700 G Street N.W, Washington,
DC 20552,

A SUMMARY OF YOUR RIGHTS UNDER THE FAIR CRED]T REPORTING ACT
The federal Fair Cradit Reporting Act (FCRA) promates the accuracy, falrness, and privacy of Information in the files of consumer reporting agencles. There are many
types of consumer reporting agencles, Including credit bureaus and sp

records, and rental history records), Here Is

® You have the right to know what Is in your file. You may request and obtaln all the information about you In the files of a Consumer reporting agency (your “file
disclosura®), You will be required to provide proper Identification, which may include your Social Security number. in many cases, the disclosure will be free. You
are entitled to a free file disclosure if:
© & person has taken adverse action against you because of information in your credit report;
® you are the victim of identity theft and piace a fraud alert in your file;
® your file contalns inaccurate information as a result of fraud;
® you are on public assistance;
® you are unemployed but expect to apply for employment within 60 days,
in addition, all consumers are entitled to one free disclosure every 12 months upon request from each nationwide credit bureau and from nationwide specialty con-

sumer reporting agencies. See M‘M@mmm for additional information,

® You have the right to askfora cradit score, Credit scores are numerical summaries of your credit-worthiness based on Information from credit bureaus, You may
request a credit scare from consumer reporting agencies that craate scores or distribute scores used in residential real property loans, but you will have to pay for

® You have the right to dispute incomplete or inaccurate information, if you Identify information In your file that Is incomplete or Inaccurate, and report it to the
consumer reporting agency, the agency must investigate unless your dispute is frivolous, See an ore for an explanation of dispute
procedures.

® Consumer reporting agencies must corract or delete inaccurate, incomplete, or unverifiahle information. Inaccurate, incomplete or unverifiable information
must be removed or carrected, usually within 30 days. However, a consumer reporting agency may continue to report information it has verified as accurate,

@ Consumer reporting agencies may not report outdated negative Information. in maost cases, a consumer reporting agency may not report negative information
that is more than seven years old, or bankruptries that are mare than 10 years ald.

o Access to your file is fimited. A consumer reporting agency may provide information about you only to people with a valid nesd — usually to consider an applica-
tion with a creditor, insurer, employer, landlord, or other business, The FCRA specifies thase with a valid need for access,

= Youmust give your consant for reports to be provided ta employers, A consumar reporting agency may not give out Information about you to your employer, or
a potential employer, without your written consent given to the employer, Written cansent generally Is not required in the trucking industry. For more infor-
mation, goto

¢ Youmay limit “prescreened” offers of credit and Insurance Yyou get based on information in your credit report. Unsolicited “prescreened” offers for credit and

insurance must include a toll-free phone number you can call if you choose to remove your name and address from the lists these offers are based on. You may
opt-out with the nationwide credit bureaus at 1-888-567-B688,

* Youmay seek damages from violators. If a consumer reporting agency, or, In some cases, a user of ctonsumer reports or a furnisher of informationto a consumer
reporting agency violates the FCRA, you may be able to sue in state or federal court.

o Identity theft victims and active duty military personnel have additional rights. For more Information, visit Www.consumerfinance gov/iearnmare,

States may enfarce the FCRA, and many states have their own consumer reporting laws. In some cases, you may have more rights under state law, For more infor-

mation, cantact your state or local cansumer protection agency or your state Attorney General. For information about your federal rights, contuct:
TYPE OF BUSINESS: CONTACT:

1.2, Banks, savings associations, and credit unlons with total assets of over a. Bureau of Consumer Financial Protection
$10 billion and their affiliates. 1700 G Street NW
Washington, DC 20552

b, Such affiliates that are not banks, savings associations, or credit unionsalso | b. Federal Trade Commission: Consumer Response Center — FCRA
should list, in addition to the Bureau; Washington, DC 20580
{877) 382-4357

2.To the extent not Included In item 1 above:
a. National banks, federal savings associations, and federal branches and fed- a, Office of the Comptroller of the Currency
eral agencles of forelgn banks Customer Assistance Group

1301 McKinney Street, Suite 3450

Houston, TX 77010-9050

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

banks), commercial lending companies owned or controfled by forelgn banks, | Minneapolis, MN 55480

and organizations operating under section 25 or 25A of the Federal Reserva
Act

c. Nonmember Insured Banks, Insured State Branches of Forelgn Banks, and ¢, FDIC Consumer Response Center
Insured state savings associations 1100 Walnut Street, Box #11
Kansas City, MO 64106

d. Federal Credit Unions d. National Credit Union Administration




EMERGENCY CONTACT INFORMATION
=——=eu ] VUNIACT INFORMATIO!

EMPLOYER SOLUTIONS STAFFING GROUP

IN CASE OF AN EMERGENCY - NOTIFICATION INFORMATION

Employee Name: Ger Vang

Address: 734 Chippewa Avenue

Saint Paul, MN

55104

Home Phone: 6518151083

degato g AT HTANFIEY QUG

Contact #1

Home Phone:

Cell Phone: 6512390583

Relationship: 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.



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

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 I am responsible to contact ESSG within 5
calendar days once an assignment ends. | also acknowledge that | have received
a separate copy of this form. N\ (Initial)

) 18

Employee Signature:

Coe \

Employee (pleas print your name here)

CMG_SM - Rev. 09.2013



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 | 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 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.

G ooy

Individual's Name

ta/wlrr,
Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



employer solutions staffing group..

ATEMENT OF CONFIDENTIALITY

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

WITNESSETH:

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

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

GerVang (Dec @mn

Employee Signature

Employer Solutions Staffing Group LLC, Representative



employer solutions staffing group..
INJURY MANAGEMENT PROGRAM

Injured Worker’'s Responsibilities

As your employer, we are concerned about your full recovery. Reasonable and
necessary medical care will be paid for any compensable work injury. Medically
authorized time away from work will be reimbursed in accordance with the State
of Minnesota workers’ compensation laws. Wherever possibie light duty
restrictions imposed as a resuit 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 ali 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 resuit 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.



Malntain 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.

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

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

signed: _ L2ty

Printed Name: ___ GerVang




= e
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Important/Importante
LOST OR STOLEN PAYCHECKS

If a paycheck is lost (missing, misplaced, destroyed, lost in the mail, efe.), 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 80, 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 plerde (que falta, fuera de lugar, destruido, perdido en
el correo, etc), usted debe notificar a sy reclutador de personal que el cheque no
se puede encontrar. Si se puede verificar que el cheque no ha sido cobrado,
ESSG se detendra el cheque de Pago y reemitir el cheque a usted, descontando
un cargo de entre $ 25 - $ 35.

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

AGREED/SE ACUERDA—

Name/Nombre (con letra de molde); Ger Vang

Signature/Firma: %
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ESSG WORKPLACE SAFETY POLICY

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

(1) Ensure that its clients provide you with a workplace free from serious

recognized hazards and comply with standards, rules and regulations issued
under the OSH Act.

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

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

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

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

ESSG is committed to vigorously enforcing its OSHA Compliance Policy.

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

® Responsibility to work in compliance with OSHA laws and regulations

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

* Responsibility to report workplace hazards and dangers

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

You have the following basic rights:

» Right to refuse unsafe work

* 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 availahle at, the
workplace.
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® Right to request information about safety and health hazards in the
workplace, appropriate precautions to take, and procedures to follow if
involved in an accident or exposed to 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
OSIIA actions regarding a complaint, and request an informal review of any
decision not to inspect the site or issue a citation. And, you can file a complaint if °
you are punished or discriminated against for acting as a “whistleblower” under the
OSH Act or 18 other federal statutes for which OSHA has jurisdiction, or for
refusing to work when faced with imminent danger of death or serious injury and
there is insufficient time for OSHA to inspect. Retaliation or reprisal taken against
anyone who has expressed concern about workplace safety is illegal.

If you believe that your right to a safe workplace has been violated, you can make a
report to a manager of the host worksite employer and/or ESSG (by telephoning
952.835.1288/1.86.496.7573) and asking for the ESSG Safety Director. You can
also contact OSHA directly with any concern, ESSG recognizes the serious nature
of ensuring workplace safety will endeavor to protect any employee who may have
been subjected to unsafe or hazardous worksite conditions,
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EESEve e e e

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 ESS®s policy on
ESSG WORKPLACE SAFETY POLICY and I understand failure to comply is
grounds for disciplinary action, up to and including termination,

I also agree that if at any time during my employment I am believe that I am
working in an unsafe or dangerous work environment, I will immediately contact
my supervisor, manager, director or ESSG’s Safety Director at
952.835.1288/1.866.496.7578 in order to obtain assistance in the resolution of such
matters.

Employee Name (Please Print)
GerVang

Employee’s Signature:

&@_‘mw = Date: Dec 18,2017




. 3850 Pre-Screening Notice and Certification Request for

(Rev. March 2016) the Work Opportunity Credit OM No, 1545-1600
lrltamallﬁe\:eonfu?sgvba! bwomﬂmabomFomsasommsepamhMmslsatwwamgwlfom
Job applicant: Fill in the lines below and check any boxes that apply. Complete only this side,

Yourname GerVang Social security number > 468337471

Strest address whera you liva 734 Chippewa Avenue

City or town, state, and ZIP code Saint Paul, MN 55104

County Telephone number 6518151083

If you are under age 40, enter your date of birth (month, day, year) 08/11/96

1 Checl here if you recsived a conditional certification from the state workforoe agency (SWA) or a participating local agency
for the work opportunity credit.

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

* | am a member of 8 famlly that has received assistance from Temporary Assistance for Needy Famllies (TANF) for any 9
months during the past 18 months,

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

* I was referred here by a rehabilitation agency approved by the stats, an employment network under the Ticket to Work
program, or the Department of Veterans Affairs,

* |lam at least age 18 but not age 40 or older and | am a member of a family that:
a. Recelved SNAP benefits (food stamps) for the past 8 months; or
b. Received SNAP benefits (food atamps) for at least 3 of the past & months, but Is no longer eligible to receive them,

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

@ | recelved supplemental security Income (SSI) benefits for any month ending during the past 60 days.

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

Check here if you are a veteran and you were unemployed for a period or periods totallng at least 6 months during the past
vesr,

(2]

Eﬂ] Check here if you are a veteran entitled to compensation for a service-connected disabllity and you were discharged or
released from active duty In the U.S. Armed Forces during the past year.

-~

Eﬂ] 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 8 months during the past year,

EI 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, 1897, and the earllest 18-month period beginning
after August 5, 1997, ended during the past 2 years; or

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

-

[ﬂi Check hers 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, I declare that | gave the above information to the amployer on or before the day | was offered a job, and it s, to the best of my knowledgs, trus,
correct, and complete,

Job applicant’s signature >  Gervang(pec @mn Date D€C 18,2017

For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 22851L Form 8850 (Rev. 3-2015)
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. Form A (rev. 032017 TAX CREDIT QUESTIONNAIRE eTAX

SA Skt Adnininiration

EMPLOYER SECTION:
Client: Company:
Location: Position: Starting Wage: §
EMPLOYEE SECTION:
First Name: Last Name: Suffix: Street Address: Gity/State: Zip:
GerVang | 134 ChippewaAvenue Saint,Paul, MN 55104
] Date of Birth: Age; Have yon worked for | 1If yes, location:
this com before?
468337471 08/11/96 Yes[] NoL]
Please complete all questions, and sign and date the form. Yes No
1. Have yon or has anyone living with yon received Temporary Assistance to Needy Families (TANF) o O

at any fime since Angnst 5, 19972 (ifyes, please provids infarmation below.)
Name of the parson receiving benefits; ——— Relationship to you: =
City: County: State: ___

2, Have yon or has anyone living with yon received Food Stamps (SNAP) at any time during the past 15 months? ()]
- (Ifyes, pleass provide information below.) O
Nameofthepmonmceivingbenaﬂts: —_ Relntlunshiptnyon: —
City: ____ County: State;

3. Have you received Supplementa] Security Income (S8]) at any time within the past 3 months? (] Q
Please nots, this is not the same ag Social Security benefits (SS) or Social Security Disability (SSDI) benefits,
*If you checked yes Please provide a copy af your 851 documentation,

4. Have yon received any type of vocational rehabilitation services within the past two years? ()] Q
If yes, please indicate which type ofagenﬁyunworkadwiﬂnand Provids their location information below:

Name of Agenoy: — Phone# ___
City: County: State;
*If you checked yes please provide a capy of your active Individua] Work Plan and Ticket to Work documentation,
§. Areyon a Veteran of the U.S, Military? *If ves, please provide q copy afyour DD-214 and letter of separation, Q Q
(If yes, please provide information below, Ifno, please continue to question #6.)
Dates of Service - From; To:
Branch of Service: e

Are you entitled to or are You receiving compensation for a service-connected disability? O g !I

6. Have you been wnemployed at any time during the last 12 months?

Q Q
Ifyes, dates of unemployment - From: — I8
Did you receive unemployment compensation at any point during younr unemployment? Q O

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 [} Foderat or ] Steto comvtotion? If Stato - Comnty: ____ Stater

SR R oM gty | T TR R
IEC (Native American): Are you or your spouse a member of a Native American Tribe? d

Ifyou checked yes please provide q copy of yaur CDIB card,

CA Residents: [T] Are you the child of foster parents? [ T]] Do you receive CalWorks? ] Workforce Investment Act?
Are you a migrant or seasonal farm worker? I3 Have you ever been convicted of a misdemeanor?

SC Residents: [ Do you receive Family Independence Benefits?

New Employee Signsture: G0 Wity Date: _Dec 18, 2017




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, si

0 the State Woriforce Agency with IRS Form 8850 or if filed

separately, with ETA Form 9061 (or ETA Form 9062) for each certification request filed for the new target

group.

knowledge.

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

New Hire’s Signature: wm:@—mu 217) Date Dec18,2017

New Hire Name; __ GerVang

Social Security Number; 468337471

Employer Name:

Please check the statements

below if they apply to you,

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

(Enter start date)

Privacy Act Nofice;

The Intemal Revenue Code of 1888, Section 61, as amended and fis enacting legislafion, P.L. 104-188, smdiyﬂiatmeStateWodcfomeAgmdes arethe
*designated" agencles responsible for administering the WOTC ceriffication procedures of this program, The information you have provided completing this
form will be disclosed hymemployertoﬁeStateWomfumeAgenuy. Provislon of this Information is voluntary; however the Information is required fo
determine your employer's eligibility for the federal tax credt,

Public Burden Statement:

..—..-_..—..-—.-—..—q.—...—..—.-—..-_..—u—.-.—.-—u—..—u—u—u—u—.-—u

Parsons are not required to respond o this collection of information unless itdisplays a currently valid OM B control number. Respondents* chiigation to
compiete this form Is required to obtain or retain benefits {P.L. 111-8). Public reporting burden Is estimated toaverage 10 minutes per response, Including the
fime for reviewing instructions, searching exisfing data sources, gathering and maintaining the data neaded, and completing and reviswing the collection of
Information. Send comments regarding s burden estimate to the U.S, Depariment of Labor, Division of Nafional Programs Tools Technical Asslstance,

Room C-4510, Washington, 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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Enhanced pqpc Plan_Plan 1 T st
LI New R2YS8. [ Rehire Rehire Dage
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01 Fomae | [ Marrieq L] Divorceg
5 EmauAddmm
Pleasg Select Desirgg COverage:

Empioyeg Only . Employee+$pouse - Employee-l-cmld(ran) - Family .
S&.OYOIWQGI,(y D $38.00/w, D 338.00Meek D$83.001W33k

eek

Izat) a8 In an ote ang
empioyer néﬂxmﬂf.'mmhm".'?ﬂ v o2 o g
IF ENROLLING You MusT SIGN HERE

Employn Slgnatury

EMPLOYEES DEcLING 4 lam D CLINING COverage
llmﬂll'lilnd Spandenty any,
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oudupmm, lmybuhhb enrolj 0if or my dnpondont, Provid of th

::opﬂon, Placement for adoption of parting ays
IF DECLINING- OU MmusT SIGN HERE

-Y %
Empioyes Signatyre z" .--K—B/ Date /277 2/77.

Empioyer Solutions Staffing Graoup Healtn Benefits Team
PO Box 48270 Mlnneapolls; MN 55
Phone; 952-767-951 8 Fax: 952—787-9515
Emap; Heauh@employemoluﬂonsgmup.com

Date
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. VS : OFFICE USE ongy

ENROU.MENT FORM

8 \erage level before any benefits j,
Identica), The Fixed Inde

Coverage fvar o2 DoduCted Waskty es
Section ¢, Your Coverage level for the all benefits in Section ¢ will k
Mnity Medica) Plan, Denta Plan, Term Life Plan, and Short-Term Disability plans are underwritten, by BC
Insurance Company. The Vision planis underwritter, b Mpanion Life Insurance Company.
SELECT COVERAGE gyg, F "‘E:E'D"}gi{”!‘"" DENTAL Vision TERM LiFg DIADLTERM
Employee Only [ | 2025 B3 g4 |  s242 S| soso |  saz0 ©
Employee +1 [ $41.10 $12.24 $4.92 $0.90
Employee + Family [ | $54.38 $20.36 $6.56  $1.80 :
NO 0 ALL Bengfirg Cves (g | Clves [ | Cles [ng | Clves [ng | Cves (Ino
- This coverage ' not availfbito residents of N, 1) orPR. 2STD is ot
For Term Life ; Acci

=228t of NH, HI, ¢ ._.._..-..,._.,_,__.__....-..?X?i'.@.!&@fﬂféﬂ?ﬁ Wwho work i
dental Death g Dlsmembormant
Dlmamhnrment Is part of the Term Lifg Benefit,

 Social Security # Date of Birgh, | o “"’f’ﬁ;féﬁ;ﬁ;ﬂ?;"“m L e
_ - N (€]
Name ]

[JSpouse Clchita[ 7 Domestic Partner

: Relationship
ScciiSocutyg o | MIET L rotee LI Chid T Domegtc argney
' Socjal Security # Date of Bjr, Sex éRelationship
Name

: Relationship
= _ P WA i @E | _'DSpousgD Child[] Domestic Partner
Founeo s R T —— -y
I'have read the benefit Packet and understand jrg jir: ! e

e LIN ,E ' Spouqu _(_.'IhildD Do_mestig Partner
| Social Security # Date of Bjryh, !Sex ‘

This is an Essentia) StaffCARE Enroliment Form,



