8/25/2017 E-Verify: Print Case Datails - Preview

‘EVerify

SENSITIVE BUT UNCLASSIFIED

Case Verification Number: 201 7237112123DN
Report Prepared: 08/26/2017

COmm Information

Company ID: 47429 Company Name; Empioyer Solutions Staffing Group

EmLh:lu Information

Last Name: washington First Name: goid
Date of Birth: 05/22/1986 Soclal Sscurity Number; *** ** 3527 .
Hire Date: 08/25/2017 Citizenship Status: A citizen of the United States

Document Information

List B Document: ID card Issued by a U.S. federal, stata or local List C Document: Social Security Card

govemnment agency

Case Status Information

Current Case Result: Employment Authorized Employer Case ID;

Case Submittsd On: 08/25/2017 Case Submitted By: SGLAG832
SENSITIVE BUT UNCLASSIFIED

https:lle-verlfyuscls.gov/webIPrIntCaseDelalls.aspx?CaseVerNum=2017237112123DN

m



et PO Box 46270
www.esgstaffingsolutions.com 1S ! Eden Prairie, MN 55344-9956
; J ‘\'k;;/ /” Tel: 952.835.1288
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employer solutions staffing group..

New Hire Application

: . Personal Data— PLEASE PRINT LEGIBLY IN INK

’/ Last Name £v G$hin yton First Name & of ¢/ Middie Initial &
Street Address_3¢ L/ 7 ) dlm y O/e o Apt/Ste
City/State/Zip g L6l Social Security Last Four XXX-XX-752 9

Phone Number (/8 &5 ¢ wil/ Email Address ﬂﬁé al 1 d Q g&![“@a&

Staffing Agency/Recruitment Pértner cCMe Loche /

All offers of employment are conditional upon satisfacto, roof of identity and legal ahlij 1o work in the U.S.A.
Are you legally authorized to work in the United States of America? [Zf YES [JNO

Applicant Certification and Authorization
| authorize Employer Solutions Staffing Group {ESSG) to use the infon?aﬂon 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, responsibiiities, performance, compensation and eligiblliy for rehire,
| understand that a comprehensive background check may be conducted to determine my eligibility for hire by certain clients of ESSG.
This may include but is not limited to, investigations of criminal and/or conviction records, driving records and/or a drug screen test as
required by clients, government regulstions or by ESSG policies.
I release ESSG and other persons or entities from any claims that might be based on ESSG's decislon 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 i my termination.

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

K Golel uu.sém;&a ety %M &Jg/ﬂs//7
Name (Print or type) Icant's Sighature / “Date

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

For ESSG Office Use Only
DOH NHW -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 - Rev. 0412017




Form W-4 (2017) oo i v

Basic Instructions. if you aren’t exempt, compiete consider making estimated tax ents using Form
Purpose. Complets Form W-4 so that your the Personal Allnwanxogs Worlsheet%télow. e 1040-Es, E’“’;’;&f&’ T:"‘tg.'{; th“:‘;"é O""ef‘”'“'
employer can withhold the correct fedéral Income Wworkshests on page 2 further adjust your you may ows °,';uh 505 10 find ot °';";" d
1ax from your pay. Consider compleﬁng? a new Form withholding allowances based on ftemized anr::;ltty "Wv';,'g"hselgl i Fo “',‘ ) w_’;‘,’:{" U
W4 each year and when your personal or financie] deductions, certaln credts, adjustments to Income, adjust your olding on Form W-4 or .

jon changes, or pla jo SI{I.raﬂons. eamers or mul ohs, if you have a

situati cﬁ two-eamers/muitiple jobs Twr?d Iﬂplebs.lf]bhﬂa e
Exemption from withholding. If you are exsm : Complets all workshests that . Howevar, you Troriing pouss or mors than one job, figura the
complete only lines 1, 2, 8, 4,9'an 7 and sign mp; may glgm fewer (or zero) auowa:pcgy, For ragulgryo ’m:lnnugls m alluwﬂf‘t;;;{:;{s yg%are :nﬂt?ed lgg claim
form to validate . Your exsmption for 2017 expires Wwages, withholding must be basad on allowances W 4 Yo 4 wmﬁo‘;ld?n all wrlrl'l b %%';? m
Febru% 15, 2018, See Pub, 505, Tax Withholding you olaimed and may not be a flat amount or whis all:uowaness agralllglljaln{ed o ?he Form W4
and Tax. percantage of wages, r the highest paying job and zero aliowances are

Note: If ancther person can claim you as a dependent Head of housshold, Generally, you can claim head
reum. 0 o ling-stahis-o BUrTED jing

L

e e o retum, Frooam exsmption . of haunak s 8095 of s Nonresident ailen. If you are a nonresident afien, ses
SAg-if your totatincome excsads $7,060 you are unmarried and pay more than 80% of the
S, ey e or s gy L Nt A e o B
Bﬁoﬂam. An “”Eﬁ‘ may be abis to claim l':l‘[;n 5 Glgk"mmpﬂ?onsl, n?:angsgd Deduction, and Check you'; withholding. After yogr Fogn W-4 takes
examption from withho g even if the employee Is I:] N, for Information. ehm:t,use ub, 505 to sae how the am unt you are
& dependent, if the employes: Tax oredits, You can take projected tax credits Into faving ;"‘g’;‘:'gu%"’g es;?ecyl:lm ﬁ?{:_l‘;',':gmt‘}%f"
* s age 65 or older, WO Suring your rone e O endant | 017 8 Pl iSingle) o 130,008 arin
° and the child be claimed on ab
L s e et S o o Tttt R e T e b
ftemized deductions, on his or her fax retum, credits Into withhol allowances, at www.irs.gov/wd,
Personal Allowances Worksheet (Keep for your records.)
A Enter *1" for yourself if no one else can claim you as adependent . , . © 9 0 0 0 0 0 0 6 5 o o A |
* You're singie and have only one job; or '
B Enter*1”if; { ® You're married, have only one job, and your Spouse doesn't work; or } B |/
* Your wages from a second Job or your spouse's wages (or the total of both) are $1,500 or less.
C  Enter *1” for your spouse. But, you may chooss to enter "-0-* if you are married and have either a working spouse or more
than one job. (Entering "-0-* may help you avoid having too liitie tax withheid,) . L Y
D  Enter number of dependents (other than your spouse or yourself) you will claim on your tax return . 5 o o D
E  Enter *1" if you will file as head of household on your tax retum (ses condiitions under Head of household above) E
F  Enter *1” if you have at least $2,000 of chiid or dependent care expenses for which you pian to ciaim a credit F
(Note: Do net inciude chiid Support payments, See Pub. 503, Chiid and Dependent Care Expenses, for details.)
G  Child Tax Credit (including additional child tax credit). See Pub, 972, Child Tax Credit, for more information,
® If your total income wili be less than $70,000 ($100,000 if married), enter *2" for each eligible child; then less *1” i you
have two to four eliglble chiidren or less “2" if you have five or more ellgible chiidren,
® If your total income will be between $70,000 and $84,000 ($100,000 and $118,000 if married), enter “1” for each eligblechid. &
H  Addiines A through G and enter total here. (Note: This may be different from the number of exemptions you claim on your tax rrum)>H 9
® If you plan to temize or claim adjustments to income and want to reduce your withholding, see the Deductions
For accuracy, tlndy Adjustments Worksheet on pags 2,
complete all ® If you are single and have more than one job or are married and you and your spouse both work and the combined
worksheets earnings from all jobs exceed $50,000 ($20,000 i married), see the Two-Earners/Multiple Jobs Worksheet on page 2
that apply. %o avoid having too iittle tax withheld,
® If neither of the above situations applies, stop here and enter the 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.
c w_,4 Employee’s Withholding Allowance Certificate OMB No. 1545-0074
m
ST | ot iy e . e e e eaioer et o wiaage | (0)4 7
1 Your first name and middie Inftial Last name 2 Your soclal ummher
Gold ¢ Wegh ngten Y 726 352,
Home address (number and street or rural routa) s Single [] Maried [ Married, but withhord ot higher Single rate.
? 5/) ot l, / f? o Cro 5.' Note: if married, but legally separated, Or 8pouse Is a nonresident allen, check the "Single” box.

Chty or town, state, and ZIP code  — 4 If your last name differs from that shown on Your soclal security card,

Mmunne 1 pofse Moy S S ot check here, You must call 1-800-772-1213 for a replacement card. > []
5" Total num er of allowances you are claiming (from line H above or from the applicable worksheet on page 2) 5 ]

6
7

Additional amourt, If any, you want withheld from eachpaycheck . . . ., . , , . . |e[%
| claim exemption from withhoiding for 2017, and | certify that | meet hoth of the following conditions for exemption.

if you meet both conditions, write “Exempt” here. . . S TS N - L 7]
Under penalties of perjury, | declare that | have examined this certificate and, to the best of my knowledge and belief, it s true, correct, and compiete,
Employee’s signature /
(This form Is not valld unless you sign it) » % L, Date» A% / 2¢/r7
8 Employer’s name and address (Employer: Compiste lines 8 and 10 only if sengfig to the IRS.)) | 9 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 FUSCIlsg
Department of Homeland Security orm I-
o O dgonSavies Qs

Employes Info from Soction 1 A N\ ' m 4. | Cltgaashipfimay

. Identity and Employment Authorization Idntity . Employmant Authorizetion
ﬁ@mmal ¥ Dogument Titig

Issuing Authority
Document Number

Expiration Date (i any) (mmiidyyy)

Document Titie

Issuing Authority
DoumrNabr——— \ NS |
mmmam(mm not hhauve ¥
il o- MN Doc

Issulng Authority

Documer Number————

| Expiration Date (7 any) (mm/ddy,

2 Crow~ L. = '
ertification: | attest, under) -)pmonudbyﬂnmmmployu.
(2) the above-listed documen

»amed, and (2) to the best of my knowisdge the
employse Is authorized to wo ‘SV S W /\] h & ad
¢ Instructions for exemptions)

1ouny 3 LS (IR Yy YY) L‘T&dmummm
& —Jo\ ") [Recruiter
FkuNmofEmbyerorAummRepmuuva Employer’s Business or Organization Name

Shelby Employer Solution Staffing Gro
Employer's Business or Organizatien (Street Number and Name) | City or Town State  |Zip Code
7480 Flying Cloud Drie Suitd 200 Eden Prairie 1““ 55344
Knﬁ’ll’ﬁ"ﬁ ARlbabMI -~ ce s %m*’mm?gﬁm é&%ﬁi‘if’?&a”j{il‘”‘“‘":’?ﬁ' 575

Middle Initial [ Date (mmviddyyy)

F g e
i od Y

T,

2,8 1 * i
F i tﬂ’% FRARRIRS Aot ok dubivderidob o RIS ot
YT INR I I SRCPO Pravided e .8 ol g AR

i3

B LA e
i il

Expicaton Date (i any) (mmiidyyyy)

| attest, undorponal_tyofp-dury.thntbm. MdmthhamﬂmhauﬁoﬂndbmrklnhUnﬂusm andif
the empioyese presanted document(s), the document(s) | have examined appear to bs genuine and to relate to the individual,

Signature of Employer or Authorized Representative Today's Date (mmvtiddyyy) Name of Employer or Authorized Representative

Form I-9 07/17/17 N Page 2 of 3



Employment Eligibility Verification USCIS

Department of Homeland Security orvnf ;:TJ;ZO -
U.S. Citizenship and Immigration Services Expires 08/31/2019

‘,‘ :}“(/ ‘."
P>START HERE: Read instructions carefully before completing this form. The instructions must be avallable, either In paper or electronlcally,

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

ANTI-DISCRIMINATION NOTICE: It is Hlegal 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 empioy
an Individual because the documentation presented has a future explration date may a X

eotlon 1. Employse Tnformatlon ap Siatlon (Employens must aamplete and sign Sectian 1 of Form 19 o fater
than the firet day of employment, but nat before aucepting e job offer )
Last Name (Family Name) First Name (Given Name) Middle Initial Other Last Names Used (ifany)
[.‘ML!/\gJ‘O&\ Geold c
Address (Streef Number and Name) Apt. Number | City or Town State ZIP Code
3943 snell,y, ove s Minne«polis orl | Sots e
Date of Birth (mm/dd/yyyy) us. gbcial Security Number | Empioyee's E-mail Addreds Empioyee's Telephone Number
05/0>/ig e |314[4]- [l e - [ 47 CR e 7191

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

| attest, under penalty of perjury, that i am (check one of the following boxes):
[V] 1. A cizen of the United States

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

|:| 3. A lawiful permanent resident (Alien Registration Number/USCIS Number):

|:| 4. An allen authorized to work  unti] (expirafion date, if applicabie, mm/dd/yyyy):
Some alians 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 compiete Form 1-9; N o T e
An Alien Registration Number/USCIS Number OR Form 1-94 Admission Number OR Foreign Passport Number.

1. Allen Registration Number/USCIS Number;
OR

2. Form |-84 Admisslon Number-
OR

3. Foreign Passport Number:
Country of issuance;

| Signature of 'E—mployee . . Tod Efégn%dgyyy)
[F#]Fparer andlor Tranalator Geriifiaafion (cheok oney; :

| dld nof usa @ preparer or thandistar.  [] A Arepafer(s) ndior tranalator(s) assialed the emplayes In pampleting Gection 1.
Flolds below must be eampiéted and signed wheh préparers antifor translgtors agsist an employes in qermpleting Seotibn 1)

| attest, under penaity of perjury, that | have assisted In the completion of Section 1 of this form and that to the bést of my 1
knowledge the information Is true and correct.

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

e  Employer Complotes Next Page Q

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




2017994323089 N
CIREG . L[JEDL  TESTS PASSED O MC ORIGINAL
: (STATE EXAM USE ONLY) [0 MC RENEWAL
OaA Opup OD * [0 ADD/REMOVE
OB - QObup [OMC
Oc ODUP  [JMBOP )
] ODUWP [GK FEES PAID
OPROV CIDUP [JAR APPLICATIO
RM ODUP [ COMB $ « 147
COMBOP [IDUP [J DBL/TRIPLE
ocap [J PASSENGER OTHER FEES
O REG P LI SCHOOL BUS MC SB PHYS
3 1 TANKER $ $
INDICATORS =~ [J HAZMAT
[ SENIOR O bwi REIN FEE  OTHER
[ LTD MOBILITY $ $
1 SNOWMOBILE  [J RT Passed
L1 FIREARM I RT Waived ORGAN DONATION
OSorTC : : $
[J VETERAN 1 D
Nores: Sare;
e ARy pﬁ(mﬁv/ \ OOD\ .
: . _ ) I was provided all privacy wamings as required by state ang federal law. Submission of this
- - - - constitules consent to reglstration with the selactive service system, if requirad by federal law. | that
w & Sy - ZrCom MNComry | g \gng on this application is awawh‘n Il m\: applying for %ﬁﬁ nﬁa%nw@“\\us aware of the Q:QM«.
= T = T respo| les, and penalties outiined in M.S, § 169.444 regarding the safaty ol ren around school buses,
= 0] (O-[dok  [A] [[] _. |
o Evz Cowoa Heenr = WaeHT IN Pounps Mae_Femaie . " ; —
: : Y . > %\ . \w. 7 ‘\.\S\.\.K:_ o L G 8 i 1 i J
; - Ap Signature '~ — A \ Appliéation Date @ '
Visi (DVS USE ONLY) m ;
- Visit dvs.dps, v ‘THIS DOCUMENT IS A RECEIPT FOR THE TYPE OF CARD INDICATED,
° nsxmf k the status of your driving .u_.mi_mmmm _, . AND IS NOT A w._#z@.»_.oz_m H_umz._..__.umn>._._o.z DOCUMENT
° S s *dule a road tes 2 — ' *  This receipt, in conjunction with an invafidated previous license, instruction
£, . ﬁ i T> U | permit or ID card, may be'usett-as identification.
. _  saan . * This receipt is valid for the type of card indicated, when stamped with the.
. Dcmm.n_ozm 0 hO:.m&.m.m us AUG 112017 proper validation stamp, for a-maximum of 60 days from the application
Driver’s License Questions: 651-297-3298 date shown above.
License-Status, available 24/7 ~ 651-284+1234 . I ”_._._mm recelpt is void if the applicant is not in compliance with all restrictions
DVS Locations: 651-297-2005 _umw_uc TY #153  incicated on the driving record, \
Motor Vehicle Questions: 651-297-2126 _ *  Not valid as Enhanced Driver’s License (EDL) for border crossings.
TDD 3 651-282-6555 ¢ Lost, stolen and duplicate EDL cards are-deactivated and may not be
. *, used for border crossings.
r ‘ / -
4 I} PS33100-36







YOUR SOCIAL SECURITY CARD :

" 1

i Detach the card below and sngn 1t In mk lmmedlately ,
- Keep your card in a safe. place to prevent loss or theft ,
DO NOT CARRY IT WITH YOU* P rea : “-'_"

} Do not laminate your card




EMERGENCY CONTACT INFORMATION

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

Employee Name: Geo (f/[ M/%;;/&?

Address: ,ﬁzl’fﬂ ,26//(/»5,: bve §

1 Home Phone: (0.t s —7; o1

, EMERGENCY CONTACTS
Please list two peaple (in priotity order) wha oould be contaoted in case of an emergency
Contact #1 Home Phone: @65 935 664

¥ Name: 6 o(‘j = UQ%IO}}”') Cell Phone: 612 84S ALy

Relationship: §readl mothar

‘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..
Wage Payment Method Authorization (Minnesota)

Employees have the option of receiving wages by Direct Deposit and/or Payroll Debit Card.
If you do not provide a written election, v ages will be paid by paper Check.
SEGHON | BASIGINEORNATGION

SSN# (last4 digits) BMVE ._;n'k
4 L OB/ LS5 |

i —— | &

Direct Deposit (Pleass complete Sections 3 and § below)  Note Direct Deposit accounts may take up to 7 days to be activated
Payroll Debit Card (Please complete Sections 4 and 5 below) || Paper Check (Please complete Section 5 below)
SECEION S DIRECGT D FROSEE

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,

Initial Date

Account Type: [ Checking [ Savings [JOther

®  Tohelp us avoid making an errar, please attach a copy of a voided check, (a deposit slip will not work)
=  Ifyou change banks, dnnotcloseyonroldbanknccountunﬁlyourdirectdeposithasmdatﬂmnewbank, which may take 2 pay periods,

SECHON I PANROPE DERLTE CARP

verify your identity,
Except for the routing and account number, ESSG does not have access to any information regarding your Payroll Debit Card account or
transactions. On your first payday, you will receive your new Payroll Debit Card, and a packet containing all of the terms and conditions. You will

CARDHOLDER INFORMATION (88 you want your Payroll Debit Card to be issued)

First Name MI Last Name Date of Birth
G:?J c. L esSh ., fun 05/pa /9% &
Street Address (PoBoX NoT ACCEPTABLE) = Social Security#
S¥H3 Shellins pve s, 3476 3505
State

City Zip Cell Phone (mobile)
HMon (9 pers 55406 G1O. e 7¢ 275 ¢

RECEIPT OF PAYROLL DEBIT CARD (to be complsted when you pick up your Payroll Debit Card)

Payroll Debit Card Routing # Payroll Debit Card Account # “3s3 oo, 3270 %‘57

ctly 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: %gﬂz s filef e @ % ‘Md[‘ L O
this information will only be used to ¢nd your paystubs electronically
Employee's Signature: &Q‘ Y %}z‘“ Date:_C'8, / ViVl




EMPLOYER SOLUTIONS STAFFING GROUP
BACKGROUND CHECK AUTHORIZATION

r Employee Name: 60(’1 cotte = ehia 5. fs63
(First) (Middle) (Last)
Former Name(s) and Dates Used: =
Mean &70009
Current Address Since: 02 | 2 3443 Sanell l:a 5 OVES | PN 8 Ype
(Mo/Yr) (Street) (City) (State/zip)
Previous Address From: g2 6% [ate yef’i‘e, N _979¢s
(Mo/Yr) (Street) (City) (State/Zip)
Previous Address From;
(Mo/Yr) (Street) (City) (State/zip)
Social Security NumberZ ¥ 76 32 7 DOB:; BS AR (996

4

\ Phone Number: ¢/Q ¢ 78 7¢%)

Driver’s License Number/State: 97 3 Sa. bin 3z 1

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

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

| further authorize any individual, company, firm, corporation, or public agency to divulge any and all information, verbal
or written, pertaining to me, to Employer Solutions Staffing Group, LLC or its agents. | further authorize the complete
release of any records or data pertaining to me which the individual, company, firm, corporation, or public agency may
have, to include information or data received from other sources. Employer Solutions Staffing Group, LLC and its
designated agents and representatives shall maintain all information received from this authorization in a confidential
manner in order to protect the applicants personal information, including, but not limited to, addresses, social security

numbers, and dates of birth.

'SNignature: Mé% lQ\Date: 05/25/sr5
Notice to CA, MN, and OK Resi ents:

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,



employer solutions staffing group..

STATEMENT OF CONFIDENTIALITY

This agreement made this% day of

g 2011, between
Employer Solutions Staffing Group LLC, hereina

r referred to as “employer”,

and Gole! (4 o834 i09ton 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.




Important/importante
LOST OR STOLEN PAYCHECKS

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

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

CHEQUES DE PAGO PERDIDOS O ROBADOS

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

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

AGREED/SE ACUERDA—

Name/Nombre (con letra de molde): Colof __aiw,slz (12 forn

Signature/Firma: M MM
7



employer siutionssfang group..
INJURY MANAGEMENT PROGRAM

Injured Worker’s Responsibilities

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

RESPONSIBILITIES OF THE INJURED WORKER:

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

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

Obtain a Report of Workability from your physician at every appointment, a
minimum of once every two weeks. M.R. 5221 .0420 requires that your physician
cooperate with return to work planning and that you be released to return to work
at the earliest appropriate time.

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

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

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



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

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 responsibilities and agree to abide by these guidelines.
Signed: f W

Printed Name: _Go/ ./ Lo OShin jf'l a




o 3850 Pre-Screening Notice and Certification Request for
P the Work Opportunity Credit OMB No. 1545-1500

ﬁ?&’;ﬂ“ﬁ'&gﬁl}ﬂmw » Information ahout Form 8850 and its separate instructions is at www.irs.gov/form8850.

Job applicant: Fill in the lines below and check any boxes that apply. Complete only this side.
Yourname Gole!  (c. s, N vgfoa Soclal security number> 4<% 74 7<a7
J

Strest address where you live 3 gH2Z 5 /)Lg:.*//,v,, ~ enwe_ S

City or town, state, and ZIP code A ) eclole s my  SClo G
. <

County He,n/)%md M Telephone number (/@ S7S$ 218/

If you are under age 40, enter your date of birth (month, day, year) o5/82 /95t

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

2 [ Checkhere 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 months.

* | am a veteran and a member of a famlly 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 state, an em’TﬂByment 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 famlly that;
a. Recelved SNAP benefits (food stamps) for the past 8 months; or
b. Received SNAP benefits {food stamps) for at least 3 of the past 5 months, but is no longer sligible to receive them,

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

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

I 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 totaling at least 6 months during the past
year,

4 [ 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 disabliity and you were unemployed for a
period or periods totaling at least 6 months during the past year.

6 [ Check here if you are a member of a family that:
* Received TANF payments for at least the past 18 months; or
* Received 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 belng eliglble for TANF payments during the past 2 years because federal or state law limited the maximum time
those payments could be made.

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

Signature—All Applicants Must Sign

Under penaities of perjury, | declare that | gave the above Information to the employer on or before the day | was offered aJob, and it Is, to the best of my knowledge, true,
correct, and complete.

R
-

Job applicant’s signature > ﬂﬂoﬁy/ ] 692-1/3» \_,Date oy/. 28/17
Q{pﬂﬁvacy Act and Paperwork Reduction Act Notice, &ee page 2. Cat. No. 22851L \ Form 8850 (Rev. 3-201¢)
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Form A (rev. 03/2017) TAX CREDIT QUESTIONNAIRE

Suecialinls sax Crodit Adinimnisitation

EMPLOYER SECTION:

Client: Company:

Location: Position: Starting Wage: §
EMPLOYEE SECTION:

Street Address: City/State: Zip:
39443 s e[ﬁq? Bye ¢ Mian
ge: Have you worked for | If yes, location

this company before?

S 7¢ 3527 | 6522 9t | 31 | YesI Ne
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) | [Zr

at any time since Angust 5, 1997? (If yes, please provide information below.)
Name of the person receiving benefits: Relationship to you;

City: County: State;
2. Have you or has anyone living with you received Food Stamps (SNAP) at any time during the past 15 months? | Iﬁ

(f yes, please provide information below.)

Name of the person receiving benefits: Relationship to you:

City: County: State;
3. Have you received Supplemental Security Income (SSI) at any time within the past 3 months? Il Iﬁ

Please note, this is not the same as Social Security benefits (SS) or Social Security Disability (SSDI) benefits,
*If you checked yes please provide a copy of your SSI documentation,

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

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

City: County: State:
*If you checked yes please provide a copy of your active Individual Work Plan and Ticket to Work documentation.

—

O
N

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

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

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

If yes, dates of unemployment - From: 6 To: Moy
Did you receive unemployment compensation at any point during your unemployment?
If yes, in which state did Yyou receive unemployment compensation? __

O O O
E OO

7. Have you been convicted of a felony or released from prison fora felony conviction in the past 12 months?
Conviction Date; Release Date:

=

—

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

Additional Tax Credits
IEC (Native American): Are You or your spouse a8 member of a Native American Tribe? O |
Ifyou checked yes please provide a capy of your CDIB card,
CA Residents: [] Are you the child of foster parents? [] Do you receive CalWorks? [] Workforce Investment Act?
[ Are You a migrant or seasonal farm worker? D Have you ever been convicted of a misdemeanor?
SC Residents: [] Do you receive F amily Independence Benefits?

PLEASE READ, SIGN, AND DATE:
Under penalties of perjury, 1 declara the information above to be true and accurate to the best of my knowledge, and 1 hereby authorize any agency, organization, or

individuals to supply such verification or information that may be needed 1o determine tax credit eligibility to my employer, emplayer representative (Associated
Consultants, Inc. dba Retrotax), or the Department of Labor.

meloyee Signature: w Q:)ate: 0% / 2 S'A 2




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: MJ: Date 0845/,7
Py

New Hire Name: &ol In

Social Security Num.?“f Y766 357

&

Please check the statements below if they apply to you.

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

Employer Name:

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

(Enter start date)

Privacy Act Notice:

@0 e e o s o — 4 — o — ._..—..—.._.._..—..—.._.._..—..—.._..._..._..—..—.._..—..—...—..—..._..—..—..—.._.._..

Persans are not required to respond to this collection of Information unless it displays a currently valid OM B control number. Respondsants' obligation to
complete this form s required to obtain o retain benefits (P.L. 111-5). Public reporting burden is estimated to average 10 minutes per response, including the
fime for reviewing instructions, searching exisfing data sources, gathering and malntaining the data needed, and completing and reviewing the collection of
Information. Send comments regarding this burden estimate to the U.S. Department of Labor, Division of Nafionzl Programs Tools Technlcal Assistance,
Room C-4510, Washington, D.C. 20210 (Paperwork Reduction Project 1205-037 1). Please do not submit completed forms to his address,

117-
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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 Jjob 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.

I understand by signing this at | am responsible to contact ESSG within 5
calendar days once an as gnment ends. | also acknowledge that | have received
a separate copy of this form. o (Inkjal)

A cad il 0@//7

mployee Signatur Date:

Employee (please pﬁ? your name here)

CMG_SM - Rev. 09.2013



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.

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

(5) 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:

o 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 available at the
workplace.



W

employer solutions staffing group..

B = 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 952.835.1288/1.866.496.7573 with any
questions I may have about this policy. I agree to comply with ESSG’s policy on
ESSG WORKPLACE SAFETY POLICY and I understand failure to comply is
grounds for disciplinary action, up to and including termination.

I also agree that if at any time during my employment I am believe that I am
working in an unsafe or dangerous work environment, I will immediately contact
my supervisor, manager, director or ESSG's Safety Director at
952.836.1288/1.866.496.7573 in order to obtain assistance in the resolution of such
matters.

Employee Name (Please Print)

Gold  tveeh.a ydva

Employee’s Signature:

M&% Date: QQ/QS//'*I




DRUG AND ALCOHOL

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

understand: (a) the policy and its contents; (b) what conduct the policy prohibits and the
consequences of such conduct; (c) my rights under the policy and the consequences if |
exerclse 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,

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 aicohol test and other information
related to the test.

éa/o/ @&im ;&a
Individual's Name

£

Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



Benefits Enroliment Form

Employeciinformation

Name (First and Last)

L1 New Employee

employer solutions staffing group

Leveraging Recourzes in a Changing Markes

L1 Rehire Rehire Date

ESNG

T annenghe o Aol At e

goup,

B3 ! ol 90 U bwra oy awarv,

Enhanced MEC Plan_Plan 1

Social Security Number

| Gole( Wash,n e 3 7¢ 28\ »
| [Address = p Code
1
| L/% . Snell; : : S M 9”[ . S
| zn%;r e | M Snoe | DamotEmn — LLeGRole e ofzgﬂc’
O Female | O Maried [ porced| G _ 9 9{/ 17]
Phone Number: Emall Address:
GI2 975 7197 M7g/.rm;/£mfﬁ g&ul/ & oo

Boa)

Benefit Plan Administrators, Jac.

Please Select Desired Coverage:

Employee Only - Employee+Spouse -

$24.00/Week $38.00/Week

Employee+Child(ren) -

$36.00/Week

Family -

$63.00/Week

NAME OF PERSON COVERED (FIRST, LAST):

Soclal Security # Birth Date | S8X Relationship
O male CISpouwse [J cChild
L Last Name [ Female Domestic Partner
. B0 T p—T ") T s
Social Security # Birth Date | Sex Relationship
] Mae [ Spouse [ Child
[ Flrst Name LI, Last Name ] Female [0 Domestic Partner
'I'!_1'?|:‘I'?ﬂ"|'l':l'- :: o s s : " e T ol ¥ by ot
Sooial Security # Birth Date | Sex } Relationship
| Firat Name M1 [astName O male
[ Female
Other coverage information includingiMedicare/Medicaid ; :

EFF. DATE

EFF. DATE

EFF. DATE

Employea Acimowiadgement and Authorization - | hereby apply for th
any misstatements or failure to raport information may be used as the
effective date, Further, | authorize my employer to make the necessary

e group benefit{s) as Indicated, | acknowledge that all entries are

basis for cancellation of coverage for me and my dependent{s), if any, from the original
payroll deduction of premiums for coverages | have slected.

true and complete and that

IF ENROLLING - YOU MUST SIGN HERE

Dite BOB/2¢ /1T

| undarstand that | and/or my depandents, if any,
must meet the raquirements defined In the Certificate
(Including my spouse) because of other coverage, | may,
days after the other Goverage ends. In addition, if a new dependent relationship

IF DECLINING- YOU MUST SIGN HERE

Employee Signature

snoiyessvsn 12/ ook
EMPLOYEES DECLINING O 1am DECLINING coverage
1 am DECLINING coverage

walve any covarage and desire to particlpate

forms as a result of marriage,
of adoption, | may he abie to enroll myself or my dependent, Pprovided | request enroliment within 31 days of

the event.

Date

In the plan at a later date. ifwe may be consldered a late enrollee and
of Coverage for the company's medical or denta} Zt;a. if 1 decline enrollment for

In future be ahle to enrol} myself or my depend In this plan, provided | request enroliment within 31

, birth, adoption, placement for adoption of parting suit

myself or my dependents

Employer Solutions Staffing Group Health Benefits Team
PO Box 48270 Minneapolis, MN 55344-9956
Phone: 952-767-9519 Fax: 952-767-9515
Email: Health@employersolutionsgruup.com



rrxed indemnity Medical Benefits Plan 2

- Vsl 219301-ESG-1 OFFICE USE ONLY LOCATION RehireDate___/__/
ENROLLMENT FORM ESC CU(UNAC-MN) P1 v18.2
IR OV NN TIINTTSIVI PRINT USING BLACK or BLUE INK (Must Be Filled Out)
Name | Social Security # Home Phone Sex [\
eolel  cashington |G S50, |"TEEE . Lo, | By -
Address Apt. #
// : Gve S ﬂ
City i ' State ' Zip Date of Birth
Aone ok e M $sdn G s 22/ bog,,

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

D Yes IZ] No. If Yes, please continue.

Medicare Health Insurance Claim Number (HICN) Medicare Effective Date

'Name of Covered Person (s): ] T s e ST -
1. {2 3.
C. LIMITED BENEFITS PLAN SELECTION Payroll Deducted Weekly Rates

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

/{ELECT COVERAGE Lever FUCI INDEMNITY | -\ mal VISION TERMLFE | SHORTTERM
Employes Only (]| sa028 (|  sea7 |  seaz & soe0 3 &
f Employee +1 [ ] $41.10 $12.34 $4.92 $0.90
" Employee + Family [] $54.88 $20,36 $6.56 $1.80
oo st (M| [lves Clno_| Clves Lo | Clves e | Clves e | Clves (e

Relationship

D. REQUIRED DEPENDENT INFORMATION

ATt e s s s mmms st o e

Name ' Social Security # | Date of Birth | Sex ! Relationshi;.-
R S __ /7| IMI[E]  OJspouse [ child[] Domestic Partner
Name Social Security # ' Date of Birth : Sex Relationship
_ - Sl i ] /1 i @ : DSpousg_D _|Child ] Domestic Partner
Name Social Security # | Date of Birth | Sex ' Relationship
e e L1 IMI[E] [spouse[]chid[]Domestic Partner
Name Social Security # | Date of Birth § Sex Relationship

/ 4 ImllF]

ILE] [ ISpouse [ ]child [ ] Domestic Partner

E. REQUIRED SIGNATURE

YOU MUST SIGN AND DATE, EVEN IF YOU DECLINE COVERAGE

I'have read the benefit packet and understand its limitations. | understand that open enroliment is oniy available for

alimited time and | understand that’n)akin_g no_kl:?_en_e_ﬁ:t selection isa d_t_ag_:!ingtiop of coverage.

e e e e e e T T — oy b SI_M_@_A_TURE M oo a/

This is an Essential StaffCARE Enrollment Form.



