Vo PO Box 46270
b ‘a Minneapolis, MN 55344-9956

“'.

www.esgstaffingsolutions.com s ,
\;,f// Tel: 952.835.1288

employer sbiﬁt-;:ris staffing group.

New Hire Application

Personal Data— PLEASE PRINT LEGIBLY IN INK
PLEASE PRINT LEGIBLY IN INK

Last Name %\—Vp_z,c& First Name \/‘e*fﬂWSCG\ ; Middle lnmal_é;
Strest Address_ 7/ 2. [ concord blyd AptiSte Q
City/State/Zip I G H N A L oP G Social Security Last Four _XXX-L@E c2

Phone Number (£ /7. 2/45_2_02/5 9 Emall Address Wﬂﬂﬂgﬂ;{ﬂﬁo @JmorL e
Staffing Agency/Recruitment Partner " Y, J

Are you legally authorized to work in the United States of America? [VES [0
Applicant Certification and Authorization

| authorize Employer Solutions Staffing Group (ESSG) to use the information and statements contained in this application to determine my

qualifications for employment, | authorize ESSG fo maks inquiries of my former employars, except as indicated in this application,

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

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

If hired, [ agree o abide by the policies and procedures of ESSG.

Q —
vV &3 W2
Name (Print or type)

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

L~o-/F

Date

For ESSG Office Uss Only
DOH NHW -9 8850 W4
Emergency Gontact Info Background Release Form Background Results Unemployment Letter ESC Application
{if applicahle)
For ESSG Client Use
DOH _— | RoP e L = Work Site Loc. WC Code

BESSG- CMG-NSTW4 Rev. 04/2017




Form W-4 (2018)

Future developments. For the latest
information about any future developments
related to Form W-4, such as legislation
enacted after it was published, go to
www.irs.gov/FormW4.

Purpose. Complete Form W-4 so that your
employer can withhold the correct federal
income tax from your pay. Consider
completing a new Form W-4 each year and
when your personal or financial situation
changes.

Exemption from withholding. You may
claim exemption from withholding for 2018
if both of the following apply. g

* For 2017 you had a right to a refund of all
federal Income tax withheld because you
had no,tax liability, and

* For 2018 you expect a refund of all
Tederal income tax withheid because you
expect to have no tax liability.

if you're exempt, complete only lines 1, 2,
3, 4, and 7 and sign the form to validate it.
Your exemption for 2018 expires February
18, 2019. See Pub. 505, Tax Withholding
and Estimated Tax, to learn more-about
whether you qualify for exemption from
withholding.

General Instructions
If you aren't exempt, follow the rest of
these instructions to dstermine the number
of withhalding allowances you should claim
for withholding for 2018 and any additional
amount of tax to have withheld. For ragular
wages, withholding must be based on
allowances you claimed and may not be a
flat amount or percentage of wages.

You can also use the calculator at
www.irs.gov/W4App to determine your
tax withholding more accurately. Consider

Form w-4

Dapartment of the Treas
Intarnal Revenue 81smloomy

» Whether you're antitied to
subject to review by the IR

using this caloulator if you have a more
complicated tax sftuation, such as if you
have a working spouse, more than one job,
or a large amount of nonwage income
outside of your job. After yaur Form W-4
takes effact, you can also use this
calculator to see how the amount of tax
you're having withheld compares to your
projected fotal tax for 2018, If you use the
calculator, you don't need to complets any
of the worksheets for Form W-4,

Nots that if you have too much tax
withheld, you will reeive a refund when you
file your tax return. If you have too little tax
withheld, you will ows tax when you file your
tax retumn, and you might owe a penalty.

Filers with multiple jobs or working
spouses. If you have more than one job at
atime, or if you're married and your
Spousa is also working, read all of the
instrugtions including the instructions for
the Two-Eamers/Multiple Jobs Workshest
before beginning.

Nonwage income. if you have a large -
amount of nonwage income, such as
interest or dividends, consider making
estimated tax payments using Form 1040-
ES, Estimated Tax for Individuals.
Otherwise, you might owe audiicral tax.
Or, you can use the Deductions,
Adjustments, and Other Income Worlsheet
on page 3 or the calculator at www.is.gov/
W4App to make sure you have enough tax
withheld from your paycheck. If you have
pension or annuity income, see Pub. 506 or
use the calculator at www.irs.gov/W4App
to find out if you should adjust your
withholding on Form W-4 or W-4P.
Nonresident alien. if you're a nonresident
allen, see Notice 1392, Supplemental Form
W4 Instructions for Nonresident Aliens,
befora completing this form. -

Separats here and give Form W-4 to your emplayer. Keep the worksheet{s) for your records.

Employee’s Withliolding Allowance Certificate

elahuaurhlnnmnherofaﬂnwmmormmpﬂonfmmwﬂbholdlngh
8. Yaur employer may be required to send a copy of this form to the JRS,

Specific Instructions

Personal Allowances Worksheet

Complete this worksheet on page 3 first to
determine the number of withholding
allowances to claim.,

Line C. Head of household pleass note:
Generally, you can claim head of
household filing status on your tax retumn
only if you're unmarried and pay more than
§0% of the costs of keeping up a home for
yourself and a qualifying individual, See
Pub. 501 for more information about filing
status.

Line E. Child tax credit. When you file
your tax retum, you might be efigible to
claim a credit for eéach of your qualifying
children. To qualify, the child must be
under age 17 as of Decembar 31 and must
be your dependent who lives with you for
iriore than half the year. To leam more
about this credit, sae Pub. 972, Child Tax
Credit. To reduce the tax withheld from
your pay by taking this credit into account,
follow the instructions on fine E of the
workshest. On the warkshest you will be
askad about your total income. For this
purpose, total income includes all of your
wages anr other income, inchiding income
eamed by a spouse, during the year.

Line F. Credit for other dependents.
When you file your tax return, you might be
eligible to claim a credt for sach of your
dependents that don’t qualify for the child
tax credit, such as any dependent children
age 17 and older. To leam more about this
oredit, see Pub. 505. To reducs the tax
withheld from your pay by taking this credit
Into account, follow the instructions on line
F of the worksheet. On the workshest, you
will be asked about your total income. For
this purpose, total Income includes all of

OMB No. 1545-0074

2018

1 Yourfirst name an middle Initial

[ %0 AL OO

Last

name _ T
BC\(:H--«w_?/G\
=7

2 Your social security number

OB2T -13-825773

Home address (umber and street or rural routs)

Flig cencerd lnly

8 [Visingle [JMarmied [ ]Maried, but withhoid at higher Single rate,
Nots: It married filing separatsly, check "Married, but withhold at higher Single rate,”

City or town, stats, and ZIP coda

ZOH . MN

57 0% 0

4 wahﬂmeﬂmmmmmmmwwnwmm
check here, You muat call 800-772-1213 for a replacement card, D (|

5§  Total number of allowances you're claiming {from.the applicable wo

8  Additional amount, if any, you want withheld from eachpaycheck . . . . .

7 | claim exemption from withholding for 2018, and | certify that | meet both of the foll
* Last year | had a right to a refund of all faderal inco
» This year | expect a refund of all faderal income

owing conditions for exemption.
me tax withheld because I had no tax liability, and
tax withheld because | expect to have no tax liability.

rksheet onthe following pages) . . . [5] °h

8l

If you meet both conditions, write “Exempt”here. . . . . . . . . . . . . > ]7]
Under penalties of perjury, | declare that | have examinad this certificate and, to the best of my knowledge and beliaf, it is true, correct, and complate.
§ | Y [ 3
Employea’s signature Y\ I ‘ Y,
(This form is nat valid unless you sign it) b’ﬂr bt *é‘;;'-%ﬁ' Datep /) | -] 0 = /‘-'!

8 Employer's name and address

TGom)|
boxes 8, 9, and 10 if sending to State lreutmygf

~ | 4

For Privacy Act and Paperwork Reduction Act Notice, see page 4.

boxes 8 and 10 if sending to IRS and complete 9 First date of 10 Employer identification
New Hires,) emp| tamr number (EIN)
b , MN 5507 | V1/15/2024 |
Cat. No, 10220Q ' Form W=4 (2018)



Employment Eligibility Verification USCIS
Department of Homeland Security Form X-9

U.S. Citizenship and Immigration Services . mﬁgﬁw

P-START HERE: Read Instructions carefully before completing this form. ‘The Instructions must b avallable, either in paper or electronically,

during completion of this form. Employers are llable for errors in the completion of this form, -

ANTI-DISCRIMINATION NOTICE: it is llegal fo discriminate against work-authorized individuals. Employers CANNOT specify which
document(s) an employee may present to establish employment authorization and identity. The refusal to hire or continue to employ

Section 1. Employee Info'rmation 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 Nams) First Name (%iven Neme) Middle Inftlal | Other Last Names Used {if any)

- 8
Fopinota Pe FgMire | Ve tonipom
Address {StreetNumberandNamez Agt. Number | City or Town State  |ZiP Code
#25 concoed Llup Y lz64H MV | Brolc
Date of Birth (mm/ddlyyyy) | 1.8, Social Security Number | Employee's E-mall Address Employee's Telephone Number
°¢-30-8¢ |HHY [ -FigdE), . iR wom| Gl2._H62 oy 38,

1am 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.

I attest, under penalty of perjury, that } am {check one of the following boxes):
[ 1. Acitizen of the United States B
] 2. A noncizn national of the United Staies (Se0 instructions)

D 3. A lawful permanent resident (Alien Registration Number/USCIS Number):

m 4. An allen authorized to work  unti( (expiration date, if applicable, mm/ddiyyyy):
Some allens may write "N/A” in the expiration date field. (See Instructions)

Allens authorized to work must provide only one of the following document numbers to complete Form 1-8; Do gﬁ,m],m
An Alfen Registration NumberUSCIS Number OR Form 1-84 Admission Number OR Foreign Passport Number,

1. Allen Registration Number/USCIS Number: L‘Q-—C) EZ’ 75 F) q Z ’g 63
OR v

2, Form 1-84 Admission Number:
OR

3. Foreign Passport Number:
Country of lssuance;

Signature of Empl Todav's Date fmméddAnyy)
0j.i0-19

ll’zr'gpﬂrer and/or Translator Certification (check one):
]

did not use a preparer or translator. D A preparer(s} and/or translator(s) assisted the employee in completing Section 1.

(Fields below must be completed and signed when breparers and/or transiators assist an employee in completing Section 1)
J attest, under penalty of perjury, that I have assisted in the completion of Section 1 of this form and that to the best of my

knowledge the Information is true and correct,

Signature of Preparer or Translator Today's Date {mm/ddpryyy)
Last Name (Family Namg) First Name (Given Name)
Address (Strest Number and Name) City or Town State  |ZIP Code

@ Employer Completes Next Page @

Foarm 19 071717 N Page 1 of 3



** DO NOT SCAN OR FAX THIS PAGE **

LISTS OF ACCEPTABLE DOCUMENTS
All documents must be UNEXPIRED

Employees may présent one selection from List A

Micronesia (FSM) or the Repuhlic of
the Marshall Islands (RMI) with Form
1-24 or Form |-94A indicating
nonimmigrant admission under the
Compact of Free Assoclation Betwsen

the United States and the FSM or RM!

10. School record or report card

11. Clinie, doctor, or hospital record

12. Day-cars or nursery school record

or a combination of one selection from List B and one selection from ListC.
LISTA LISTB LISTC
Documents that Establish Documents that Establish Documents that Establish
Both Identity and Identity Employment Authorization
Employment Authorization OR

1. U.S. Passportor U.S. Passport Card 1. Drivers licenss or ID card Issuedbya | 1. A Soclal Security Account Nurﬁber

2. Permanent Resident Card o Allen State or outlying possession of the card, unless the card in'cludes one of
Registration Recelpt Card (Form 1-661) United States provided it contains a the fallowing restrictions:

' photoggax;l; g;g;rfg'""aﬂ%" Bl;lf-'hi as (1) NOT VALID FOR EMPLOYMENT
ame, da , gendar, height, e

3. Foreign passport that contains a Pl ol L, IR | o vaxs POR Ve ONLY WITH
temporary 1-561 stamp or temporary INS AUTHORIZATION
1551 printed notation on a machine- 2. 1D card issued by féderal, state or loca] \
readable immigrant visa govermment agencies or anffice (3) VALID FOR WORK ONLY WITH

DHS AUTHORIZATION
provided it contains a photograph or :

4. Employment Authorization Document information such as name, date of birth, | 2. Certiication of FoporT of B Issued
that contains a photograph (Form gender, height, eye color, and address by the Department of State (Forms
I-766) ' DS-1350, FS-548, F8-240)

= 3. School ID card wit: = phatooranh = et

§. Fora nonimmigrant alien authonzed ot 3. Original or certified copy oi birth
to work for a specific employer 4. Voter's registration card cerlificate issued by a Stats,

b h z county, muriicipal a , or
:::gn"f:;:m::?‘s 5. U.8. Military card or draft record bmu';;‘,'yo,me eI
E bearing an official seal
b. Form 1-94 or Form 1-84A that has 8. Military dependents ID card 4
the following: 7. U.8. Coast Guard Merchant Mariner 4. Native American tribal document
(1) The same name as the passport; = 5. U.8. Citizen ID Card (Form I-187)
an )
8. Native American fribal document
(2) An endorsement of the allen's 8. Identification Card for Use of
nonimmigrant status as long as 9. Driver's license Issued by a Canadian Resident Citizen in the United
that period of endoreement has government authority States (Form 1-179)
not yet expired and the ;
proposed employment is not in For persons under age 18 who are | 7. Employment authorization
conflict with any restrictions or unable to present a document document Issued by the
limitations identified on the form. listed above: Department of Homeland Security
8. Passport from the Federated States of

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

Refer to the instructions for more information about acceptable receipts,

Form [-9 07/17/17 N

** DO NOT SCAN OR FAX THIS PAGE **

Page 3 of 3




Employment Eligibility Verification USCIS
Department of Homeland Security ounf ﬁ:'?sf;zm
U.S. Citizenship and Immigration Services Bixpires 08/31/2019

Section 2. Employer or Authorized Representative Review and Verification

(Employers or their authorized representative must complete and sign Section 2 within 3 business days of the employee's first day of employment. You

must physically examine one document from List A OR a combination of one document from List 8 and one document from List C as listed on the "Lists
of Acceptable Documents. 9

Employes Info from Section 1 """"’"‘“‘f;”";y Narme) fm; ‘_fgx o) 74! Clizenship/immigrafion Stais
STA : e

Li OR ListB AND ListC
Identity and Employment Authorization Identity Employment Authorization

Document Title . Document Tite Document Title
Employment fvihorization (ovd
Issuing Authority Issuing Authority Issuing Autharity

Document Number Document Number Document Number
IN2790% 2744 4 :

Expiration Date (¥ any){mm/ddiyyyy) “Expiration Date (i any)(mm/iddpyyyy) Expiration Date (F any)(mm/iddiyyyy)
O‘?[ 26[ 2049

[ Document Title

S O _Bedes e, B S0
1ssuing Authariy Additional Information @Nmmg;

Document Number

Expiration Date {i’f?ny)(mm/dd/yym

Document Title

Issuing Authority

Document Number

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

Certiflcation: | attest, under penalty of perjury, that (1) | have examined the documenty(s) prasentad by the above-named employes,

(2) the above-listad documeant(s) appear to be genuine and to relate to the employee named, and (3) to the best of my knowledge the
employes Is authorized to work In the United States.

The employes's first day of employment {mm/dd/yyyy): Ql z 15 "ggy (See Instructions for aexemptions)
Signature of Employer or orized Representative Today's Date (mmrddhyyy) | Title of Employer or Authorized Representative
mnﬂ»—— 01/25/2019 Recrviter

i '1 foye ror Authorized Representative | First Name of Em.glo'yar ar Authorized Representative Employer's Business or Organization Name
)2 :

i Lo o~ EMPLOYER SOLUTIONS STAFFING GROUP LLC
eng or Organization Address (Street Number and Name) | Ciy or Town State | zip Code
7480 FLYING CLOUD DRIVE SUITE 200 EDEN PRAIRIE, MN §5344

Section 3. Reverification and Rehires (To be completed and signed b Y employer or authorized representative. J)
A. New Name (if applicable)

B. Date of Rehire (if applicable)
Last Name (Family Name) First Name {Givanqgame) Middle Initial | Date (mm/ddiyyy)
ES prvote @ veul Co A |09-20-8¢

C. It the employee's previous grant of employment authorization has expired, provide the information for the document or receipt thal estabiishes
continuing employment authorization in the space provided below.

Document Title Document Number Explration Date {if any) (mm/ddyyyy)

lattest, under penalty of perjury, that to the best of my knowledge, this employee Is authorized to work in the United States, and if
the employes presented document(s), the document(s) ! have axamined appear to be genuine and to relate to the Individual.

Signature of Employer or rized Representative Today's_ Date {mm/dd/yyyy) Name of E.mpl er or Authorized Representative
Mﬂ___ o4 /i':’a, 2019 | Man K‘Y)oler Lon

Form 19 07/17/17 N

Page 2 of 3




————— e,

EMPLOYER SOLUTIONS STAFFING GROUP
BACKGROUND CHECK AUTHORIZATION

Employee Name: Vt’ oAl O A ' ISon rOTON

—=

(First) (Middile) (Last) '

Former Name(s) and Dates Used:

Current Address Since; }/ £  Coxor L l '/‘J -7 6# MN b.h @“?‘é

(Moy/Yr) (Street) (City) (State/Zip)

Previous Address From: i £ J’;t_ﬁ? .
{Mo/Yr) (Street) (City) (State/Zip)

Previous Address From:

(Mo/Yr) (Street) (City) (State/Zip)
Social Security Number: a9 2 - I3 - gﬁ/ 23 _ pos; O C'f,. 20 "8 6

Phone Number: @ / Z 4/6 z o (‘f é&
Driver’s License Number/State: | W 8 ﬁ_;zci 3 q [ (f 6 { .'-/;:

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

I hereby authorize Employer Soliltlo_ps Staffing Group, LLC and its designated agents and representatives to conduct a

report may include, but is not limited to the following areas: verification of social security number; credit reports,
current and previous residences; eémployment 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 all information, verbal
or written, pertaining to me, to Employer Solutions Staffing Group, LLC or its agents. |further authorize the complete
release of any records or data pertaining to me which the individual, company, firm, corporation, ar 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, . :

s

Signature: /s

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

Date:al'"‘__'.‘."_.6JL st 7 ;




Para informacidn en espafiol, visite www.consumerfinance.gov/learnmore o escribe a la Consumer Financlal Protection Bureay, 1700 G Street N.W.,, Washington,
D€ 20552,

A SUMMARY OF YOUR RIGHTS UNDER THE FAIR CREDIT REPORTING ACT
The federal Fair Credit Reporting Act (FCRA) pramotes the accuracy, faimess, and privacy of information in the files of consumer reporting agencles. There are many
types of consumer reporting agencies, Including credit bureaus and specialty agencies (such as agencies that sell Infarmation about check writing histories, medical
records, and rental history records), Here is a summary of your major rights under the FCRA. For more information, including information about additional rights, go
to www.consymerfinance gov/learnmore or write to: Consumer Financial Protection Bureau, 1700 G Street N.W., Washingtan, DC 20552,

® You must be told if information In your file has been used agalnst you, Anyone who uses a credit report or another type of consumer report to deny your appli-
cation for credit, insurance, or employment - ar to take another adverse action against you — must tell you, and must give you the name, address, and phone
number of the agency that provided the Information.

® You have the right to know whatls In your flle, You may request and obtain all the Information about you in the files of a consumer reporting agency (your “file
disclosure®), You will be Tequired 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 agalnst you because of nformation lq your credit report;
® you are the victim of Identity theft and place a fraud alert In your filg;
* your file contains 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 tisciosure every 12 months upon request from each nationwide credit bureau and from nationwide speciaity con-

sumer reporting agencies. See www.consumerfinance gov/learnmare for additional Information.

® You have the right to ask for a credit scare. Credit scares are numerical summaries of your credit-worthiness based on information from credit bureaus, You may
request a credit score from consumer reporting agencles that create scores or distribute scores used in residential real property loans, but you will have to pay for
It. In some mortgage transactions, you will receive credit score information for frea from the mortgage lender,

® 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 www.consumerfinance. gov/learnmara for an explanation of dispute
pracedures.

o Consumer reporting agencies must correct or delete inaccurate, Incomplete, or unverifiable Information, Inaccurate, incomplete or unverifiable information
must be removed or correcter, usually within 30 days. However, a consumer reporting agency may continue to report Information it has verified as accurata,

® Consumer reporting agencies may not report outdated negative Information. In most cases, a consumer reporting agancy roay not report negative information
that is more than seven years old, or bankruptcies that are more than 10 years old. :

® Access to your file Is limited, A consumer reporting agency may provide information about you only to people with a valid nead— usually to consider an applica-
tion with a creditor, insurer, employer, landlord, or other business. The FCRA specifies those with a valid need for access, ;-

mation, go tn nce.gov, ore,

* You may limit “prescreened” offers of credit and insurance you get based on information Inyour credit report. Unsolicited “prescreened” offers for credit and
Insurance must include a toll-free phone number you can call fyou choose to remove your name and address from the llsts these offers are based on. You may
opt-out with the nationwide credit bureaus at 1-888-567-8688,

e You may seek damages from viclatars. Ifa consumer reporting agency, or, in some cases, a user of consumer reports or afurnisher of information to a consumer
reporting agency violates the FCRA, you may be able to sue in state or federal court, :

* Identity theft victims and active duty military personne! have additional rights. For more Information, visit www.co! erfinance gov/learnmore,
States may enforce the FCRA, and many states have thelr own consumer reporting laws. In some cases, you may have more rights under state law, For more infor-

mation, contact your state ar local consumer rotection agency or your state Attorney General. For information about your federal rights, contact:
TYPE OF BUSINESS: CONTACT:
1.a. Banks, savings assoclations, and credit unions with total assets of over a. Bureau of Consumer Financia) Pratection

$10 billion and thelr affiliates. 1700 G Street NW
Washington, DC 20552
b. Such affillates that are not banks, savings associations, or credit unions also | b, Federal Trade Commissian: 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 agencies of forelgn banks Customer Assistance Group

1301 McKinney Street, Suite 3450

Houston, TX 77010-5050

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

banks), commerctal lending tompanles owned or controlled by foreign banks, Minneapolis, MN 55480

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

c. Nonmember Insured Banks, Insured State Branches of Foreign 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

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

Employee Name; Y‘Q“‘Q’V\M Z’SQ\ Vw%. .
s 2427 concod Lly) v &l M)) T304
Home Phone: 6/@ ’Z{fé?“ 0 j@ / : i

EMERGENCY CONTACTS
Please list two people (in priority order) who could be contacted in case of an emergency
Confact #1 Home Phone:
3 o oile |
Name: Dot 6""’("?“’@ /]ﬁ {wf‘ CellPhone: /2 ¥ 6 2. L7 /O
Relationship: - ?} U9 bﬂm J Work Phone:
Contact #2 Home Phone: o
Rez
Name: Cr g3 e Jde clacg,, Cell Phone: (2 5 [ 29‘? 7€ 27
Tnw < | |
Relationship: 3, s.,.lme_ ' . 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 anH will only be used in the case of an emergency.



employer solutio 1s staffing groip.

Direct Deposit/Payroll Debit Card Authorization

Employeashavetheopﬁonofreeeiving
If you do not provide a written e}
SECTION | BASIC INFORMATION

SECTION 2 PAYROLL ELECTION
[] Direct Depasit (Please complets Sections 3 and 5 below)

[] Payroll Debit Card (Ploase complsto Sections 4 and 5 below)
ECTION 3 DIRECT DEPOSIT

[J Update Bank Account
Bank Name;

Routing#
Account#

Iynderstand

incurred if the

wages by Direct Deposit and/or Payroll Debit Card.
ection, wages will be paid by P

SNHiden 072, O ) 2015

m/l'aper Check (Option available to GA NH and NY residents only)
Note; Direct Deposit accounts may hake up fo 7 days to be activated

voided checkwiththisdirectdeponitﬁwm,lam
mponsibleﬁ:ranydelaysinpaymllorutmmm

ol Debit Card,

andacknuwledgethatiﬂdnnotprovidea

account number that I provide is incorrect,

Account Type: [ Checking [ Savings [lOther Initial

Exceptﬁ)rﬂ:emnﬁngmdamumnmnber,ESSGdoeanmhuveaccessmmyinﬁ!maﬂm
MM&Onyomﬁmtpayday,yonwmmceivayomnewPaymﬂDethmd,mdapaukat

wages.

regarding
oonmlningallofﬂmiannsandmdiﬂnns. You will
thnnaignaoknnwledgingthatyoumoeivgdﬂmPaymllDebitCardandpaoht.YourPayrollDebitCardwillbereloadedoneanhpayduyyuumceive

your Payroll Debit Card acconnt or

CARDHOLDER INFORMATION (as you want your Payroll Debit Card to be issued)
First Name Ml

Last Name Date of Birth
Street Address (PO BUX NOT ACCEPTABLE) Social Security#
City State Zip Cell Phone (mobile)
RECEIPT OF PAYROLL DEBIT CARD (to be completed when you pickup your Payroll Dehit Card)
Payroll Debit Card Routing # Payroll Debit Card Account #

SECTION 5 AUTHORIZATION
I anthorize ESSG to directly deposit my periodic

deductions, into my account(s) as designated above and 1o initinte, if necessary, debitentdesmdadjushnenisibrany oredit entries

mads in error to my account(s), * E-mail is required for pay stub information,
*E-mail: @
is 2 only bemedtosendyompaysmbsm

Date: O] - 10 - 19




employer solutions staffing group..

I

STATEMENT OF CONFIDENTIALITY

This agreement made this 15 day of JGNV oy . 2019, between
Employer Solutions Staffing Group LLC, hereinafter referred to as "employer”,
and ) (N Q20 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 disciose to any other person or company, and confidential or
proprietary information ur know-how related to the business of the employer.

Employer Solutions Staffing Group LLC, Representative

by
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INJURY MANAGEMENT PROGRAM

Injured Worker’s Responsibilities

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

RESPON&:BILITIES OF THE INJURED WORKER:

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

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

Obtain a Report of Workability from your physician at every appointment, a
minimum of once every two weeks. M.R. 5221.0420 requires that your physician
cooperate with return to work planning and that you be released 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 department. The work may or may not be on your
usual shift.



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

Notify vour employer immediately of any new injuries or conditions that impact

your physical condition:

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

I have read my responsibillt! nd agree to abide by these guidelines.

Signed:

Y80
Printed Name: Q@mﬁg‘&-'ggzmtq D'C qui( V'QZ{
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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. Qnce you have done S0, you must provide a copy of the policy
report to your staffing recruiter that the check was stolen. If the check has not
been cashed and if the loss of the check was not your fault, ESSG will issue a
new check and no fee will be deducted.

CHEQUES DE PAGO PERDIDOS O ROBADOS

Si un cheque de pago se pierde (que falta, fuera de lugar, destruido, perdido en
el correo, etc), usted debe notificar a su reclutador de personal que el cheque no
se puede encontrar. Si se puede verificar que el cheque no ha sido cobrado,
ESSG se detendrs 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 Ia policia
antes de que podamos volver a emitir el cheque. Una vez hecho esto, usted
debe proporcionar una copia de la denuncia a su reclutador de personal que el
cheque fue robado. Si el cheque no ha sido cobrado y si la pérdida del cheque
no fue su culpa, ESSG emitira un nuevo cheque y no hay cuota se deducira.

AGREED/SE ACUERDA—
Name/Nombre (con letra de molde): '\J el A . 59@7{\9 20~

Signature/Fin'na:




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, rules and regulations issued
under the OSH Act,.

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

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

(9) 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 '

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

; ','II.,_."K ey

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 insufficiont time for OSHA to inspect. Retaliation or reprisal taken agninst
anyone who has expressed concern about workplace safety is illegal.

If you believe that your right to a safe workplace has been violated, you can make a
report to a manager of the host worksite employer and/or ESSG (by telephoning
952.835.1288/1.866.496.7 578) 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.



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

I certify that I have received a copy of Employer Solutions Staffing Group’s ESSG
WORKPLACE SAFETY POLICY. I understand that it is my responsibility to read
this policy and ask my supervisor, a member of management or to telephone
Employer Solutions Group (ESSG) at 952.835.1288/1.866.496.7573 with

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
952.885.1288/1.866.496.7573 in order to obtain assistance in the resolution of such
matters.

Employee Name (Please Print)

VQNJCO\ &3% NNoTOA

Employee’s Signature:
w Date; 01 ~/0 +7




om O8D0 Pre-Screening Notice and Certification Request for
(Rev. Maroh 2016) the Work Opportunity Credit OMB No. 1545-1600
mmm‘y » Information ahout Form 8850 and its soparate instructions is at www.irs.gov/form8as0.

Job applicant: Fill in the lines below ﬁnd check any boxes that apply. Complete only this side.

Your name M&C& 6\( \Oﬂﬂg& Y ES le*ZGSodalsecurﬁynumber) OBC =3~ 8'6 3_3
Street address where you live . ;‘1’ 66 CD\:LCD“‘A LIVD

Clty or town, stats, and ZIP code Ié?H, M N : b5 02 E
County por F\O‘}O\ Telephone number é { Z‘*Z&G COY S &

If you are under age 40, enter your date of birth {(month, day, year) Q? —-5 o 'g g

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

2 [ Check here if any of the following statements apply to you,
® | am a member of a family that has received assistance from Temporary Assistance for Needy Families (TANF) for any 9
months during the past 18 manthe,
* | am a veteran and a member of a family that received Supplemental Nutrition Assistance Program (SNAF) benefits (food
stamps) for at least a 3-month period during the past 15 months,

* | was referred here by a rehabliitation agency approved by the stats, an employment network under the Ticket to Work
Pprogram, or the Department of Veterans Affairs.
® | am at least age 18 but not age 40 or older and | am a member of a family that;
» Received SNAP benefits (food stamps) for the past 6 months; or
b. Received SNAP benefits {food stamps) for at least 3 of the past 5 months, but is no longer eligible to recaive them.
* During the past year, | was convicted of a felony or released from prison for a felony.
* | raceived supplemental security income (SS) benefits for any month ending during the past 60 days.

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

8 [ Check hers if you are a veteran and you were unemployed for a period or periads totaling at least 6 months during the past
year, ;

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

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

6 [ Check here if you are a member of a family that:
* Recelved TANF payments for at least the past 18 months; or
* Received TANF payments for any 18 months beginning after August 5, 1897, and the earliest 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,

E/Check here if you are in a period of unemployment that is at least 27 consecutive weeks and for all or part of that period
you recejved unemployment compensation.

~

Signature—All Applicants Must Sign

Under penalties of perjury, | declare that | gava the ahove information to the employer on or before the day | was offered a job, and it Is, to the best of my knowledge, true,
cormeot, and complste.

pae J/ 707 Y

Cat. No, 22851L Form 8850 (Rev. 8-2016)




Form A (rev. 03/2017) TAX CREDIT QUESTIONNAIRE Q a f ;_ RSQTAX |
EMPLOYER SECTION: SUECIHI xS im Tar Cradis Adn:inibera:ifn
Cllent: SV MOM S Company: {07 00 ore. MONAORINENT Group
Location: SC\HAS’ ?C\b\ 3‘30‘\,3‘__ . Position: ?C{ c X-Gﬂ\ ‘f\@ | Starting Wage: $ WSO
EMPLOYEE SECTION: o S _
rst Name: Name: Suffix: Street Address: : | City/State: Zip:

erj&j& ESPimpeon. | H1G Comeard fly - 26, M) 76
SSi#: " Date of Birth: _ Age: ;ll;v:o 3::!1 worll::;:) :‘:; If yes, location:

OB U85 25 (07350 BY | g | Hecrmpery et

Please complete all questions, and sign and date the form. ' o Yes No

1. Have you or has anyone living with you received Temporary Assistance to Needy Families (TANF) O @
at any time since August S, 1997? (If yes, please provide information below.)
Name of the person receiving benefits: ~— Relationshiptoyou: _____
City: County: State:

2. Have you or has anyone living with yon received Food Stamps (SNAP) at any time during the past 15 months? |
(If yes, please provide information below.)
Name of the person receiving benefits; ~—— Rolationshiptoyou: __
City: County: State;

3. Have yor received Supplementnl Security Income (SSI) at any time within the past 3 moaths? I le
Please note, this is not the same as Social Security benefits (SS) or Socia} Scuarity Disability (SSDI) benefits,
*If you checked yes please provide a copy of your SSI documentation,

—

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

1 Vocational Rehabilitation Agency [] Dept. of Veterans Affairs  [] Employment Network (Ticket to Work Program)
Name of Agency: __ Phone #: il )

°City: ___ County: ___ State:
*Ifyou checked yes please provide a copy of your active Individual Work Plan and Ticket to Work documentation, Ve

N

-9

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

Dates of Service - From: _____ To; =i -
Branch of Service; &

Are you entitled to or are you receiving compensation for a service-connected disability? ||
6. Have you heen unemployed at any time during the Iast 12 months? IZ/
-~

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

——

N

7. Have you been convicted of a felony or released from prison for a felony conviction in the past 12 months?
Conviction Date: Release Date;
Wasthisa [] Federal or [] State conviction? If State - County: State:

Ort———

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

LY

PLEASE READ, SIGN, AND DATE:

Under penalties of perjury, I declare the information above to be true and accurate 1o the best of my knowledge, and 1 hereby authorize any agency, organization, or
individuals 1o supply such verification or information that may be needed to determine tax credit eligibility to my employer, employer representative (Associated

Consultants, Inc. dba Retrotax), or the Department of Labg A
" ] 2 Date: Y110 ~£F

New Employee Signature:




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

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

Instructions: This Self-Attestation Form (SAF) is to be completed, signed, and dated by the new hire only.
Employers or consultants submit this SAF to the State Workforce Agency with IRS Form 8850 or if filed
separately, with ETA Form 9061 (or ETA Form 9062) for each certification request filed for the new target
group,

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

New Hire’s Signature: faes pate 2110 </ ﬂ(
New Hire Name: \{fﬁwm@, £5 !ﬂl N0 -
Social Security Number: ~© 1,7, - 13 - ] 17PN

Employer Name;

Please check the statements below if they apply to you.

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

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

(Enter start date)

Privacy Act Notice:

The Intemal Revenue Code of 1886, Section 51, as amended and s enacting legislation, P.L. 104188, specify that the State Workforce Agencies are the
"designated” agencies responsible for administering the WOTG cerfification procedures of this program, The information you have provided completing this
form will be disclosed by your employer to the State Worlforce Agency. Provision of this informaion is voluntary; howsver the information is required o
determine your employer's eligiblity for the federal tax crect,

n—u—u-u—u—u—u—n—"—u—u—.o—uo

Public Burden Statement:

Persons are not required o respond to this collecion of information unless it displays a currently valid OM B control number, Respondents’ obligation to
complate this form s required to obtain o retain benefits (P.L. 111-6). Public reporfing burden s estimated o average 10 minufes per response, including the
time for reviewing instructions, searching existing data sources, gathering and maintaining the data needed, and completing and reviewing the collection of
Information. Send comments regarding this burden esimate to the U.S, Department of Labor, Division of National Programs Tools Technical Assistance,
Room C-4510, Washington, D.C, 20210 {Paperwork Reduction Project 1206-0371). Please do notsubmit completed forms fo this address,

117-

ETA Form 9175 (Rev. November 2016)



Two great health plans to choose from!

SIGN UP [S AVAILABLE DURING
FIRST'30 DAYS OF EAMPLOYMEN

Enhanced MEC Wellness_Plan1 Fixed Indemnity Plan_Plan 2

» MEC wellness/preventive plans starting at » * ESCFixed Indemnity plans starting at
$24.00/week $20.25 per weekly payroll deduction
» Covers 63 mandated benefits AND $20
Office visit capay, $10 generic prescription * Medical, Rx, vision, and den_tal_beneﬂts
:";:5"‘;22!‘" s$10Cvs Minyte Clinic copay » Doctor office visit benefit of $100 per day
o Eliminates employee individual mandate tax » Wellness benefit of $100
for those enrolled . » No pre-existing condition limitations
e Options for family coverage » No waiting period or deductibles on medical
» Weekly payroll deduction — month by month coverage First Health Network
e Visit www.essghealth com for info and tools » Unbundled choices-vou do not need to have merical to
_ choose the vision, dental, term life, or short term
® PHCS Network disability .
ESSG offers a e Co which is administrated by Health EZ,

The Minimum Essential Coverage (MEC) plan is ACA qualifying. There are copays for services like doctor's
visits, x-rays, and generic prescription drugs. Please note - hospitalization is not a covered benefit.

ESSG offers a which is administrated by Planned Administrators Inc. (PAI). The
Fixed Indemnity Plan offers limited benefits at an affordable price, specifically for the Staffing Industry. Premiums
will be automatically deducted from your weekly paycheck. This means you are buying it with pre-tax dollars.
What does pre-tax dollars mean? It simply means the Premium comes out before taxes are taken out, which
means you're taxed on less income. Affordable medical, dental, disability, and life insurance benefits are
available.

You have 30 days from the start of your employment to change your benefit elections.

The 3rd plan is offered to only qualifying employees*. It's an ACA qualifying Branze Plan with Essential
StaffCARE (ESC). Once you qualify, you will be notified by ESC that you are eligible, and will be given the
opportunity to enroll. You should receive this after you have been on assignment for approximately 35 - 45

If you have any questions, please contact the Health Benefits Team at Employ_er Solutions Staffing Group.

*An employee will be deemed qualifying any time after 30 days on assignment (s), and their status is
working 30+ hours per week or more than 1560 total hours in a calendar year. They must be ESSG

employees.*

Printable enrollment forms and plan information can be fonnd on our website: hitps://essghealth.com

Health Benefits ‘Team | Employer Solutions Staffing
PO Box 46270 Eden Prairie, MN 55344
e: 952-767-9519 | Fax: 952.767-95

aeaith(@lemployersolution

FrONUD.co



