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employer solutions staffing group. CeiREes e a0
Leveraging Resources in a Changing Market Tel: 952.835.1288

www.esgstaffingsolutions.com

New Hire Application

Personal Data~ PLEASE PRINT LEGIBLY IN INK

LastName WS First Name __F-tihfan Middle Initial &
Street Address___ 10114 \tWN Agp, & Apt/Ste

City/State/Zip [ﬁiﬁtw_\% B‘WQ; MN 55DV Social Security Last Four XX0(-XX- QLK
Phone Number ___(55) = 2700570 Emall Address __2tun V@ 3303 @ gymesil, om
Staffing Agency/Recruitment Partner

All offers of employment are conditional upon satisfactory proof of identity and legal ability to work in the U.S.A.
Are you legally authorized to work In the United States of America? MYES ONo
Applicant Certification and Authorization
| authorize Employer Solutions Staffing GrtI:EuSps(g?SG)alt(o Lilse the Information and statements contalned In this application to determine my

qualifications for employment. | authorize 0 make inquiries of my former employers, except as Indicated In this application,
regarding my previous duties, responsibilities, performance, compensation and eliglbility for rehire,

| release ESSG and other persons or entities from any claims that might be based on ESSG's declsion to 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. | understand that any material omission or misrepresentation will result in my disqualification from
consideration for employment or, if discovered after | begin employment, will result in my termination.

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

Erhon Yul Bt/ 2/17/ 17

Name (Print or type) Applicant’s Signature Dat

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

For ESSG Office Use Only
DOH NHW 1-9 8850 w4
Emergency Contact Info Background Release Form Background Resuits Unemployment Letter ESC Application
(if applicable)
For ESSG Client Use
DOH ROP Work Site Loc. WC Code
ESSG - Supermoms CMG Rev. 052015



e ——— N,

rom OO0 Pre-Screening Notice and Certification Request for
(Rev. March 2016) the Work Opportunity Credit OMB No. 1545-1500
ﬁ%”nﬁ“m'ui‘%lm » Information about Form 8850 and its separate Instructions is at WwWw.irs.gov/form8850,

Job applicant: Fill in the lines below and check any boxes that apply. Complete only this side.
Yourname _ Pl \\wp Soctal securtty number> _L{T2.~ 36 ~ gy g7

Street address where you live 1074 v Pae. S
City or town, state, and ZIP code __(m (e _. N ESD 1&
County Telephone number bs {-270 ~agyD

If you are under age 40, enter your date of birth (month, day,year) i | i | 1442

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

2 [7] Checkheref any of the following statements apply to you.
® lam a member of a family that has received asslstance from Temporary Assistance for Needy Families (TANF) for any 9
months during the past 18 months.
* lam 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,
® | was referred here by a rehabllitation agency approved by the stats, an employment network under the Ticket to Work
program, or the Department of Veterans Affairs,
I am 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 6 months; or
b. Received SNAP benefits (food stamps) 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 released 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 less than 6 months during the
past year.

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

4 [7 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.

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

6 [J Checkhere if you are a member of a family that:
* Received TANF payments for at least the past 18 months; or
* Received TANF payments for any 18 months beginning after August 5, 1997, and the earflest 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.

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

Signature—Al| Applicants Must Sign

Under penalties of perjury, | declare that | gave the above Information to the empioyer on or before ths day | was offered a job, and it is, to the best of my knowledge, true,
correct, and complete.

Job applicant’s signature »- /ﬁfq }/ b Date 2 / 1y /177

For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 228511 Form 8850 (Rev. 3-2016)




- Form W-4 ( 2017) Grotar han 93,0000 1> UpPIeTerl wages A L e

Basic instructions. If you aren't exempt, complste Sonelder maldng estimated tax payments using Form
Purpose. Complete Form W-4 so that your the Personal Allowanges Worksheet bélow, The 1030‘58' E?Tua&'?tfozgf& ll?‘ oxgﬂ;ﬂvfé o?nslon p
smployer can withhold the correct federal Income Wworkshests on page 2 further adjust your gnmn%"gm s88 Pub, 806 by find ot Hvon should
from your pay. Consider completing a new Form withholding allowances based on itamizad st @h;& on Form Wes or W-in
W-4 each m and when your personal or financial deductions, certaln credits, atatlxlahnents to income, Adjust your w ng ) :
situation changes, or two-samers/muiltipls jobs s ations. Twr?d earners or multiple jobs. If 3Jrog I;'gve ath
Exemption from withholding. If you are exsmpt, Complete all workshests that apply. Howver, you ot g 8pouse or more than one Job, figure the
oomplg?e only lines 1,2, 3, 4, angg and sign the may claim fewer (orzargz allowances. For ragular mﬁgbs 5;;;1‘ allownér;‘!{e'.&a)'?rg :1"3 :l : nag 153 r?:l-nalm
form 1o valldata it. Your exemption for 201 expires wages, withholding must be based on allowances W-4. Your with o‘ﬁ’l sually wil be{-nost Tt
Febr@ 18, 2018, See Pub. 505, Tax Withholding you claimed and may not be a fiat amount or when &l allowanossnagrauclalmed Ethe Forrnc\?vu i
and Estimated Tax, percentage of wages, for the highest ;ghying Job and zsro allowances are
Note: If another person can olalm you as a dependent Head of household. Generally, you can claim head clalmed on the others, Ses Pub, 505 for detalls,
on his or her tax return, Yyou can't cialm exemption of housshoid filing status an your tax return only if Nonresident aflen, If nonresident ajlen, sae
from withholding If your total income excesds $1,050 you are unmarried and pay more than 50% of the Notics 1385 & °"i W‘{;’E ?m W4 Instructions for
and Includes more than $350 of uneamed incoma {for costs of keeping up a home for yourself and gour No ?:aident' M‘;Pp eg‘;gm I e letin 3.,"5 o
S Emble, Wtersst and dividenc). geﬂegg?mgzmpﬁ ne qé'iﬂh“&'&%‘%ﬁ“&?' h and chn k wimn; Idi Aft:' ¢ g|= WT:takes
ub, 501, Exemptions, uction, an eck your olding. Aftsr your Form

ns. An emplg{ae may be able to claim Filing tnformation, for information, effect, i Pub, 505 tp se how the ampunt you are
examption from withholding even if the employes is having withheld com 10 your projected total tax
a dependsnt, i the employae: g&m T,?]: mﬁ?ﬁgfggﬁ%ﬁ“ L) for 2077, See Pub, 58;:';,,83’1:, ﬁyour eamings
* Is age 85 or older, withholding gllowgnygea Credtts for ohlld or dependent exceed $130,000 (Single) or $180,000 (Marriad).
* {8 blind, or - care expenses and the child tax credit may be clalmed Future developments. Information about any future
* Wil oleim acustments o Income; tax credifs; o Soa P 508 Tor i owances Workshest below: locaizion pacag ong fom W4 (uchss "

; . station en rwe release e

itemized deductions, on his or her tax retum, cfee.b]t;' Into wlth{:oldlng a..g&',:,’,‘c‘f.g,"’”’ bl aetg www.lrs.gov/iwd, r i

Personal Allowances Worksheet (Keep for your records.,)

A Enter“1”foryourselfifnooneelsecanclaimyouasadependent. gl o M s °© o o o g A
® You're single and have only one job; or
B  Enter ™" { * You're married, have only one job, and your Spouse doesn’t work; or ] B l
* Your wages from a second Job or your spouse’s wages (or the total of both) are $1 ,600 or less,
C  Enter “1” for your spouse. But, you may choose to enter “-0-* if you are married and have either a working spouse or more
than one job. (Entering “-0-" may help you avold having too Iittle taxwithheld) . . . . . | . 5 b o e c
D  Enter number of dependents (other than your spouse or yourself) you will claim on your tax return . o o o D
E  Enter *1” if you will file as head of househoid on your tax return (see conditions under Head of household above) E
F  Enter “1” ifyou have at least $2,000 of child or dependent care expenses for which you plan to claim a credit o F
(Note: Do not include child Support payments. See Pub. 503, Chiid and Dependent Care Expenses, for details.)
G  Child Tax Credit (including additional child tax credif). See Pub. 972, Child Tax Credit, for more Information,
® If your total income will be less than $70,000 ($100,000 if married), enter *2* for each eliglble child; then less #1» if you
have two to four eligible chlidren 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 $119,000 i married), enter *1” for each eliglble child, G
H AddinesA through G and enter total here, (Note: This may be different from the number of exemptions you claim on your tax retum.) » H
* If you plan to itemize or clalm adjustments to Income and want to reduce your withholding, sea the Deductions
For accuracy, aandy Adjustments Worksheet on page 2.
complete all * If you are single and have more than one job or are married and Yyou and your spouse hoth work and the combined
worksheets eamings from all jobs exceed $50,000 ($20,000 if married), see the Two-Eamers/Multiple Jobs Worksheet on page 2
that apply. to avoid having too little tax withheld,
® [f neither of the above situations applles, stop here and enter the number from line H on line 6 of Form W-4 below,
Separate here and give Form W-4 to your employer. Keep the top part for your records.

2 w_4 Employee’s Withholding Allowance Certificate OMB No. 1545-0074
ST | it oy e . v e o st gt tomwinotogs | 2(0)4 7
1 Your first name and middie Initial Last e 2  Your social security number
Eho N Ve 47235 818

Home address (number and street or rural routs) 3 (X snge LJ Married L] Married, but withhold at higher Single rate,
'7 07 L‘)‘ l N i /\ 'R\fe, S Note: If manied, but legally separated, or spouse Is a nonresidant allen, check the “Single” box.
City or town, state, and ZIP coda 4 It your last name differs from that shown on your soclal security card,
(.«b"r\c'ﬁ'e’ 9’7})‘0& J m m S-S—D I\ chyeck here. You must call 1-800-772-1213 f:r a replacemenT:erd. »>[]
§  Total number of allowances you are claiming (from line H above or from the applicable worksheet on page 2) 5 |
6  Additional amount, if any, you want withheld from each paycheck © 0 6 0 9 o 0 0 8 o o o 6% i
7 iclaim exemption from withholding for 2017, and | certify that | meet both of the following conditions for exemption. |

* Lastyearl had a right to a refund of all federal Income tax withheld because | had no tax liability, and

® This year | expect a refund of all federal income tax withheld because | expect to have no tax liabiiity.
If you meet both conditions, write ‘Exempt” here. . . > 7]

Under penalties of perjury, | declare that | have examined this certificate and, to the best of my knowledge and belief, it is true, correct, and complete.

Employee’s slgnature
(This form is not valid unless yousignit) » Date»

Employer's name and address (Employer: Compiets lines 8 and 10 only i sending to the IRS.) 8 Office code (optional) | 10 Employer Identification number (EIN)

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




Employment Eligibility Verification USCIS
Department of Homeland Secnrity Form 1-9

, 1615-
U.S. Citizenship and Immigration Services E R

P> START HERE: Read | nstructions carefully before completing this form. The Instructions must be available,

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 illegal to 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
an indlvidual because the documentation presented has a future expiration date may also constitute illegal discrimination.

eutian 1, Emp n nan AaON (Empldyees myist complete and sn gtion 1 of Fami 1-9 ho iglar
then the first day of bmployment, hut nof beforg acwepting g o afer) E
Last Name (, ly Name) First Name (Given Name) Middle Intial Other Last Names lised (if any)
we Fnow
Address (Street Number and Name) Apt. Number | City or Town State ZIP Code
104 Iwdin Ave. § Coflng (rnove N | 5016
Date of Birth (mmaddjyyyy) |us. Social Security Number Employee's E-mail Address Employee's Telephone Number
11/ i) 1qug 4702 - (318] - [8148l] etvenvae 2BU@Gerl- Lo, | 5= 271045710

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

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

[] 2. A noncitizen national of the United States (See instructions)
[:] 3. A lawful permanent resident (Alien Registration Number/USCIS Number);

D 4. An alien authorized to work until (expiration date, if applicable, mm/dd/lyyyy):
Some allens may write "N/A” in the expiration date field, (See instructions)

Aliens authorized fo work must provide onfy one of the following document numbers to complete Form I-9: e ;::,,“,":g,}m

An Allen Registration Number/USCIS Number OR Form 1-94 Admission Number OR Foreign Passport Number.

1. Alien Registration Number/USCIS Number:
OR

2. Form -84 Admission Number:
OR

3. Forelgn Passport Number:

Country of Issuance;

Signature of Employee g /,Z Q Today's (gaf (;miv(:"l> L)Ol"i’
[ ] 16 not use & preparer or tranglator. -A-brmm«ﬁ)mem«%?ﬁms;amwmmmmmwmmm L
Flelds hefow must pe oopited And slgried when preparen anditr tehslators assist an émploye in oon pleting Seutlon 1)

Tattest, under penalty of perjury, that | 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/ddryyyy)
Last Name (Family Name) First Name (Given Name)
Address (Strest Number and Name) City or Town State ZIP Code

@ Emplayer Completes Next Page @

Form I-9 117142016 N




Employment Eligibility Verification USCIS
Department of Homeland Security Form 1-9

s 3 e / OMB No. 1615-0047
U.S. Citizenship and Immigration Services ires 08/31/2019

;'"':-"ir-“ il thd ol b

] o s miyName) | Firt Nams (Gvon Nems)  |ML | Clizsnshipiimmigratio Sras
Employae Info from Section 1 N"a ﬁ%” %N(\na g i o G‘y’—’l
ListA OR ListB AND ListC
Identity and Employment Authorization Identity Employment Authorization
Document Title | Document 7 . Dacument Title N
4 DY Wevs, LiCeas€ Sccal Stowi+ Y
Issuing Authority | Issuing Auth Issuj o :
Rt of an “Bein” Seamity  Afe,

Document Number | Do Number. Document ber

A 2T 191517 I g ug7
Explration Date (if any)(mm/dd/yyyy) { Expiration Date (i any)(m ) Expiration Date (if any)fmm/dd/yyy)

' =Ty =350 NTA :
Document Title
Issuing Authority 1 Additional Information ,;‘,R,,mm:g;;
Document Number i,
Explration Date (i any)(mm/lyyyy) i
Document Title 1‘
Issuing Authority :
Document Number 1?1

i
Expiration Date (i any)(mm/ddAryyy)

Certification: | attest, under penaity of perjury, that (1) | have examined the document(s) presented by the above-named employee,
(2) the above-listed document(s) appear to be genuine and to relate to the employee named, and (3) to the best of my knowledge the
empioyee Is authorized to work in the United States.

The employee's first day of employment (mm/dd/yyyy): 02/ I é/ Z 0’ 7{39@ Instructions for axemptions)

Signature of Employer or Authorized Repregentative Today's Da mm/ddyyyy) Titie of Employer or Authorized Representative
Z:/ %ﬂ-« %ﬂ*‘ 02/ 16/ 27 JoFfrre  Cooldintcr
Last Name of ayer or Authorized Representative | First Name of Employer or Authorized Representafive Employer's Business or Organization Name
E"? g Lo L&“ 2 EMPLOYER SOLUTIONS STAFFING GROUP LLC
Employer's Business or Organization Address (Street Number and Name) | City or Town State ZIP Code
7301 CHMS LANE  SUITE 405 EDINA MN 55439
- i .. i L4 . 3 i : e ' b A .’ r ; i i A A .
Last Name (Family Name) First Name (Given Name) Middle Initial Date (mm/dd/yyyy)

[D

Document Number

Expiration Date (i any) (mm/iddiyyy)

| attest, under penaity of perjury, that to the best of my knowledge, this employee Is authori
the employee presented document(s), the document(s) | have examined appear to be genul

Signature of Employer or Authorized Reprasentative Today's Date (mm/ddAyyyy)

zed to work In the United States, and if
ne and to relats to the Individual.

Name of Employer or Authorized Representative

Form I-9 11/14/2016 N
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Authorization

(b} anyone to provide information about you to BGC and/or Orange Tree Employment Screening; (c)
BGC and/or Orange Tree Employment Screening to provide Employer Solutions Staffing Group, LLC one
Or more reports based on that information; and (d) Employer Solutions Staffing Group, LLC (“ESSG”) to
share those reports with others for legitimate business purposes related to your employment. BGC
and/or Orange Tree Em ployment Screening may investigate your education, work history, professional
licenses and credentials, references, address history, social security number validity, right to work, crimi-
nal record, lawsuits, driving record, credit history, and any other information with public or private infor-
mation sources. You acknowledge that a fax, image, or copy of this authorization is as valid as the origi-
nal. You make this authorization to be valid for as long as you are an employee of ESSG.

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

Personal Information: Please print the information requested below to identify yourself for BGC.

Printed name: EHun MGV% Ve
First Middle (O Last
none)
Other names used:

Current county of residence:

Current and former addresses:

D L2005 _current et o7 Inin AVE S (otkc Ereve R

from Mo/Yr to Mo/Yr Street City, State & Zip
from Mo/Yr to Mo/Yr Street City, State & Zip
from Mo/Yr to Mo/Yr Street City, State & Zip

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

(1lisjag Y12 - 35~ g1
Date of birth Social security number
PU2BETNHN5NT / Minnesdrs  Erpom Neve, Vub
Driver’s license number & state Name as it appears on license

Report Copy: If you are applying for a job or live in California, Minnesota, or Oklahoma, you may request
a copy of the report by checking this box:ﬂ

porary” 14 2-] le ] 17T

Signature Date




EMERGENCY CONTACT INFORMATION

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

Employee Name: Ernun Wwe
Address: ___7077H WVIN MNC 6/ (vHuwR lvoge N 5016
Home Phone: N/ l’(

| . .P-l““\.’!}’. ' '_.n“\le. lnp ho ¢ _
Contact #1 Home Phone: N/A
Name: Ny, yjue Cell Phone: (5 | - 2 v4 - B335
Relationship; MO Work Phone:
Contact #2 Home Phone: )] A
Name: Tou e Cell Phone: {5\ -25%— ¢ 1R
Relationship: Furew Work Phone: ) [A

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 staff ing group.

Leveraging Resources in a Changing Market
Wage Payment Method Authorization (Minnesota)

Employees have the option of receiving wages by Direct Deposit and/or Payroll Debit Card.
If you do not pro ide a written election, wages will be paid by paper Check.

SECHION [ DASTE N MRNENTEFON
Employee Name SSN# (last 4 digits)
Ethnn Vue B3U 31
Note: Direc joeposit accounts may take up to 7 days to be activated

SECHION 2 AN R e ELLETTON
W\l| Paper Check (Please complete Section 5 below)

Effective Date
312 | ] §

Direct Deposit (Please complete Sections 3 and 5 below)
_. Payroll Debit Card (Please complete Sections4 and 5 below)
SECEION 3 DIRECT DIROSEE

BN ¥ pdate Bank Account
Bank Name,

) v

B Routing#

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

gk . il L\ Date_ 24 | [
Account Type: ][ Checking [ Savings [ Other

*  To help us avoid making an errar, please attach a copy of a voided check, (a deposit slip will not work)
*  Iyou change banks, do not close your old bankaccomxtunﬁ]yomdhectdaposithasstartedatthenewbank, which may take 2 pay periods,

SECHION | PANROIL DEBTTE CARD (GELGR ] GASTTE AR

€
{
(
[

BN Account

-

Except for the routing and account number, ESSG does not have access to
transactions. On your first payday, you will receive your new Payroll Debit C
then sign acknowledging that you received the Payroll Debit Card and packet. Yo

Wwages.
(:g;DHOLDER INFORMATION (as ¥ou want your Payroll Debit Card 1o be issued)
First Name MI Last Name Date of Birth
Street Address (PO BOX NOT ACCEPTABLE) Social Security#
City State Zip Cell Phone (mobile)
RECEIPT OF PAYROLL DEBIT CARD (to be completed when you pick up your Payroll Debit Card)

Payroll Debit Card Routing # Payroll Debit Card Account #

073972181
I'have recaived my Payroll Debit Card, welcome brochure, program fees, program terms, conditions,
I am agreeing to the program terms, conditions, and disclosures that are included or made available

authorize the financial institution to debit my Payroll Debit Card account for the fees described in
conditions, and disclosures,

and disclosures. By activating my Payroll Debit Card,
to me from time to time from the financial institution. 1
the fee schedule that is part of the program terms,

Employee’s Signature:
SECEION 50 AU FORTZN FITON
I authorize ESSG to directly deposit my periodic wages/compensation payments, net of required tax withholdings,

other required withholdings
or authorized deductions, into my account(s) as designated above and to initiate, if necessary, debit entries and adjustmentsfor any credit entries
made in error to my account(s). * E-mail is required for pay stub information.
*E-mail: ethunviub 2273 @ gmull. (M

this information will only be used to send your paystubs electronically

Employee's Signature: _&@Wl// e Date: 'L,/ | 7 L 7




. employer solutions staffing group.

Leveraging Resources in a Changing Market

Notification of Minnesota Law Re uirement —

Unemgloyment Acknowledgement

According to Minnesota Statute section 268.095, subdijvision 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.

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

Lt 21172117

Employee Signature: Date: J

Etenn Yuwe

Employee (please 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

understaﬁd: (a) the policy and its contents; (b) what conduct the policy prohibits and the

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 (biood

fthny Ny Vupe

Individual's Name

Z)i6 /1T
Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



& employer solutions staffing group.

Leveraging Resources in a Changing Market

STATEMENT OF CONFIDENTIALITY
e N U LUNFIDENTIALITY

This agreement made this_| 7" }Hay of Fevluniy , 2017, between
Employer Solutions Staffing Group LLC, hereinafter referred to as “‘employer”,
and __Ftlhhen 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

Emplc;yee Sighat

Employer Solutipns Staffing @To"up LLC, Representative




employer solutions staffing group

Leverag rg Resources in a Changing Market

INJURY MANAGEMENT PROGRAM

Injured Worker’'s Responsibilities

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

RESPONSIBILITIES OF THE INJURED WORKER:

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

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.
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L] Rehire Rehire Date

Benefits Enrollment Form

EmployeelInforimation

Evinu Vue

Social Security Number

HTL-25 3187
State

Address City 2ip Code
TOW Wvin fet § ot save | ZOIb
Gender X Male | Marital Status (X, Single | Date of Birth Date of Hire
[ Female | LI Mamied 1 pyprceq " / “U/ cht%
Phone Number: Emall Address: :
i bG1~21~0510 Rion vue 3333 & o, [, tona

Please Select Desired Coverage:
Employee Only - D Employee+Spouse - D Employee+Child(ren) - D Family -
'$63.00/Week

$24.00/Week $38.00/Week $36.00/Week

Birth Dats | Sex i Relationship
T ML Last Name E r:t::ale g spam‘;)urnnesﬂcm
Soclal Security # Blrth Date | Sex Relationship
[First Name ML LastName E', Qf;:,z.e Dspémnogemciﬂdmﬂ
[BoBendant T —
[ First Nanie - M, LastNams | E]I xﬁm = Spﬁs'e DnEesﬁct::hli’ldartner

NAME OF PERSON COVERED (FIRST, LAST):

EFF. DATE
EFF. DATE
EFF. DATE

Employee Acknowlatigement and Authorization - | hersby apply for the group benefit{s) as indicated, | acknowledge that ali entries are trus and complete and that
any misstatements or fallure to report information may he used as the basis for canceliation of coverage for me and my dependent(s), if any, from the original
effective date. Further, | authorize my employer to make the necessary payroll deduction of premiums for coverages | have elected.

IF ENROLLING - YOU MUST SIGN HERE

Employee Signature Date

—
EMPLOYEES DECLINING | am DECLINING coverage
lunderstand that | and/or my dependents, if any, walve any coverage and desire to participate In the plan at a later date I'we may be consldered a late enrollee and

must meet the requirements defined In the Certificate of Coverage for the company’s medical or dental Pplans. if | decline enrollment for myself or my dependents
(including my spouse) because of other coverage, | may, In future be able to enroll myseif or my dependents In this Plan, provided I request enroliment within 31
days after the other coverage ends. In addition, ifa new dependent relationship forms as a result of marriage, birth, adoption, placement for adoption of parting suit
of adoption, I may be ahle to enroll myself or my dependent, provided | request enroliment within 31 days of the event.

IF DECLINING- YOU MUST SIGN HERE
Employes Signature W AR Date &/ / -{ /]'-(

Employer Solutions Staffing Group Health Benefits Team
7301 Ohms Lane Suite 405
Edina, MN 55439
Phone: 952-767-9519 Fax: 952-767-9515
Email: Health@employersolutionsgroup.com
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ENROLLMENT FORM ESC CUUNAC-MN) P1 v18.2
O T T i Ui BLACK o BLE INK i e Filedowg "
Name i Social Security # Home Phone
Tvwn Ywe O iS-quen 51-230-teq0 |5 M
#

Ci 5 z Dateof Birth
Y lotinge Gove T MmN " S50k W77 ey

B. DO YOU OR ANY OF YOUR DEPENDENTS RECEIVE MEDICARE BENEFITS? DYesDNo. If Yes, please cotinue,

Medicare Health Insurance Claim Number (HICN) - Medicare Effective Date
—N;rﬁ_eo¥-é;v:rggi’e;sgn'(s)~--““ B e e e

1.

_ — L2 - 3. |
e ——
You MUST select a coverage level before any benefits in Section C. Your coverage level for the all benefits in Section C will be
identical. The Fixed Indemnity Medical Plan, Dental Plan, Term Life Plan, and Short-Term Disability plans are underwritten by BCS

Insurance Company. The Vision plan is underwritten by Companion Life Insurance Company,

SELECT COVERAGE LEvgL FIXEDINDEMNITY | VISION TERMLIFE | SHORETERM

MEDICAL 1 DISABILITY 2

Employee Only [] $20.25 (§9 s6.17 ]} s2.42 (&} $0.60 20 sa.20 (il
Employee +1 [] $41.10 $12.34 $4.92 $0.90
Employee + Family [ $54.38 $20.36 $6.56 $1.80

oo Benefts 31| Llves [INo | Clves (o | [Clves Clvo | [Ives CINo | Clves [no-

-.’M'Fhis coverage is not avallable to residents of NH, Hi, or PR. ZSI D is not available to per§ons.who work in CA, Hi, NJ, NY, or RI.

ki

For Term Life / Accidental Death & Dismemberment, plea;e v:frite in your beneficiary information, Accidental Death &
Dismemberment is part of the Term Life Benefit.

Name Row e Relati_onship

D. REQUIRED DEPENDENTINFORMATION ) . e
Name Social Security # Date of Birth | Sex R

elationship
P e e e  LdSpouse []hild [ ] Domestic Partner
Name Social Security # . Date of Birth ; Sex - Relationship
e e T = /7 J IE fDSpouseDChildDD_omestic Partner
S e Securit'yw# —DateofBlrth e Relatlonshlp Pt e R I ST
. oo 0 0 IMIE] LSpouss [ ]chitd []Domestic Partner
Name ' Social Security # Date of Birth ' Sex Relationship

0 MITE] | Ospouse [ child [ pomestic Partner

L€ REQUIREDSIGNATURE | YOU MUST SIGN AND DATE, EVEN IF YOU DECLINE COVERAGE
I have read the benefit packet and understand its limitations. I understand that open enrollment is only available for

a limited time and | understand that making no benefit selection is a declination of coverage, _

DATE DX/11/20.13 | siGNature Lo/ e

This is an Essential StaffCARE Enrollment Form.



