Personal Data-- PLEASE PRINT LEGIBLY IN INK

s '
LastName )1 W\ o

]
First Name L (Al Y

employer solutions staffing group.

Leveraging Resources in a Changing Market

7301 Ohms Lane Suite 405
Edina, MN 55439

Tel: 952.835.1288
www.esgstaffingsolutions.com

New Hire Application

Street Address _{;7) | G‘H\"\VY\PS QL

citystaterzip Minn ec Qelis  MN 554249

Social Security Last Four XXX-

Middle Initial C:[

Apt/Ste

-7

Phone Number fe l&-— Hg - Y 5Q:b Email Address m:';gm‘sg ams A @Q*mq,‘i_f

Staffing Agency/Recruitment Partner_m;'u{ V1.9 Yy

All offers of employment are conditional upon satisfactory proof of identity and legal abili

fo work in the U.S.A.

Are you legally authorized to work in the United States of America? IQ4ES CINO
Applicant Certification and Authorization

I authorize Employer Solutions Staffing Group (ESSG) to use the information and statements contained in this application to determine my
qualifications for empioyment. |authorize ESSG to make inquiries of my former employers, except as indicated in this application,
regarding my previous duties, responsibilities, performance, compensation and eligibility for rehire.

| understand that a comprehensive background check may be conducted to determine my ellgibllity 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.

1

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 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 resuit 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.

I

’ .,

Name (Print or type)

-

Applicant's Signﬁj re i

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

3-3-¢)
Date

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

ESSG - Supermoms CMG

Rev. 05/2015




- 8850 Pre-Screening Notice and Certification Request for

(Rev. Marah 2016) the Work Opportunity Credit OMB No. 1546-1500
ﬁ%’;ﬁ“m.?;"slm“‘y P Information about Form 8850 and its separate Instructions Is at www.irs.gov/form8850.

Your name

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

‘1= S Social security number b 305 - %¢ ~170%

Street address whereyoulive (L, Y1l Geimes p\ .
City or town, state, and ZIP code (W3 vinr Pox Dalis M N 55¢24g
1 1)
County _‘H’gﬂ@‘. — ue ™" penwn Telephone number (, {7 - -

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

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 [ Check here if any of the following statements apply to you.

I am 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.

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

1 was referred here by a rehabilitation agency approved by the state, an employment network under the Ticket to Work
program, or the Department of Veterans Affairs.

1am at least age 18 but not age 40 or older and | am a member of a family that:

a. 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 receive them.

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

1 received supplemental security income (SSI) benefits for any month ending during the past 60 days.

1 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 entitied to compensatlon for a service-connected disability and you were discharged or
released from active duty in the U.S. Armed Forces during the past year.

§ [] 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 [ Check here if you are a member of a family that:

Recelved TANF payments for at ieast the past 18 months; or
Received TANF payments for any 18 months beginning after August 5, 1997, 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.

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 received unemplioyment compensation.

Signature—All Applicants Must Sign

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

™~ : (Y
Job applicant’s signature ’\\&\. N Date ?) - 3 - r-(

For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 22851L Form 8850 (Rev. 3-2016)
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Form W-4 (2017)

Purpose. Complete Form W-4 so that your
employer can withhold the correct federal Income
tax from your pay. Conslder completing a new Form
W-4 gach year and when your personal or financlal
situation changes.

Exemption from withhaolding. If gou are exempt,
compiste only lines 1, 2, 3, 4, and 7 and sign the
form to validate it. Your exemption for 2017 expires
Fabruary 15, 2018, See Pub. 505, Tax Withho!ding
and Estimated Tax.

Note: If another person can claim you as a dependent
on his or her tax return, you can't claim exemption
from withholding if your total iIncome exceeds $1,050
and Includes more than $350 of uneamed Income (for
example, Interest and dividends).

Exceptions. An employee may be able to claim
exemption from whhhglg{'lg even if the employes Is
a dependent, if the employee;

» Is age 665 or older,
* Is blind, or

* Will claim adjustments to Income; tax credits; or
itemized deductions, on his or her tax retum.

The exceptions don't a to supplemental wages
greater m;;t‘i‘om ,000,008? Y i <

Basie Instructions. If you aren't exempt, complete
the Personal Allowances Worksheet below. The
worksheets on page 2 further adjust your
withholding allowances based on itemized
deductions, certain credits, adjustments to Income,
or two-eamers/multiple jobs situations.

Complete all workshests that apply. Howsver, you
may claim fewer (or zero) allowances. For regular
wages, withholding must be based on allowances
you claimed and may not be a flat amount or
percentage of wages.,

Head of household. Generally, you can clalm head
of household filing status on your tax return only if
you are unmarried and pay more than §0% of the
costs of kesping liﬁ a home for yourself and your
degendem(sgor other qualifying Individuals, Sea
Pub. 501, Exemptions, Standard Deduction, and
Filing Information, for Information.

Tax credits. You can take projected tax credits Into
account In figuring your allowable number of
withholding allowances, Credits for child or dependent
care expenses-and the child tax credit may be claimed
using the Personal Allowances Worksheet below.
Ses Pub. 505 for Information on converting your other
cradits Into withholding allowances.

Nonwage Income. !f you have a large amount of
nonwage Income, such as Interest or dividends,
conslider making estimated tax dﬁyments using Form
1040-ES, Estimated Tax for Individuals, Otherwise,
you may ows additional tax. If %‘ou have pension or
annuity Income, see Pub. §05 to find out if you should
adjust your withholding on Form W-4 or W-4P.

Two earners or multiple jobs, If you have a
waorking spouse or more than one job, figure the
total number of allowances you are entitied to clalm
on al! jobs using workshests from only one Form
W-4, Your wlthgoldlng usually will be most accurate
when al! allowances are claimed on the Form W-4
for the highest paying jJob and zero allowances are
claimed on the others. See Pub. 506 for detalls.

Nonresident alien. If you are a nonres!dent alien, see
Notice 1302, Supplemental Form W-4 instructions for
Nonrasident Aliens, bsefors complsting this form.

Check your withholding. After your Form W-4 takes
effect, use Pub. 505 to see how the amount you are
having withheld compares to your projected total tax
for 2017, See Pub, §05, especially If your earnings
excead $130,000 (Single) or $180,000 (Married).

Future developments. Information about any futurs
developments affecting Form W-4 (such as
leglslation enaoted after we release it) will be postad
at www.irs.gov/w4.

Personal Allowances Worksheet (Keep for your records.)

A  Enter “1” for yourself if no one eise can claim you as a dependent . .
* You’re singie and have oniy one job; or

B Enter“1"if {  You're married, have only one job, and your spouse doesn’t work; or }
* Your wages from a second job or your spouse’s wages (or the total of both) are $1,500 or less.

A

T

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 avoid having too little tax withheld.) .

mmo

Enter number of dependents (other than your spouse or yourseif) you will claim onyourtaxreturn. . . . . .
Enter “1” if you will file as head of househoid on your tax return (see conditions under Head of household above)
Enter “1” if you have at least $2,000 of child or dependent care expenses for which you pian to claim a credit

mTmoo

(Note: Do not include child support payments. See Pub. 503, Child and Dependent Care Expenses, for details.)
G  Child Tax Credit (inciuding additional chiid tax credit). See Pub. 972, Child Tax Credit, for more information.

» [f your total income wili be Iess than $70,000 ($100,000 if married), enter “2” for each eligible child; then less “1” if you
have two to four eligible chiidren or less “2" if you have five or more eligibie chiidren.

» If your total income wili be between $70,000 and $84,000 ($100,000 and $119,000 if married), enter °1” for each eliglble chiid. G
H  Add lines A through G and enter total here. (Note: This may be different from the number of exemptions you claim on your tax retum.) » H

For accuracy,
complete all
worksheets
that apply.

* If you plan to itemize or ciaim adjustments to income and want to reduce your withhoiding, see the Deductions
and Adjustments Worksheet on page 2.

* |f you are single and have more than one job or are married and you and your spouse hoth work and the combined

eamings from all jobs exceed $50,000 ($20,000 if married), see the Two-Earners/Multipie Jobs Worksheet on page 2
to avoid having too little tax withheld.

e |f neither of the above situations applies, stop here and enter the number from line H on line 5 of Form W-4 below.

Form w-4

Separate here and give Form W-4 to your empioyer. Keep the top part for your records.

Employee’s Withholding Allowance Certificate

P> Whether you are entitied to claim a certain number of allowances or exemption from withholding Is

OMB No. 1545-0074

y 2017
{ﬁi’;’?ﬁ:}ﬂmw subject to review by the IRS. Your employer may be required to send a copy of this form to the IRS.
1 Your first name and midd!e !nitial Last name 2 Your social security number
Lonl G W\iams 7 365 -20-170¢

Home address (number and strest or rural routs)

G Geimee P10

3 I single [ Married [ Married, but withhold at higher Single rate.
Note: If married, but legally separated, or spouse is a nonresident allen, check the “Single” box.

City or town, state, End 2!P code

Minnewpolis .y 554249

4 I your last name differs from that shown on your soclal security card,
check here. You must call 1-800-772-1213 for a replacement card. P> D

~No0o0

he following conditlons for exemption.

Total number of allowances you are cla'imlng {from line H above or from the applicable worksheet on page 2) 5 \ g
Additlonal amount, if any, you want withheid from each paycheck

| claim exemption from withholding for 2017, and | certify that | meet both of t
* Last year | 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 federai Income tax withheid because | expect to have no tax liability.
If you meet both conditions, write “Exempt” here. . . . .

6§'

PR a akd

Rakl

Under penalties of perjury, | declare that | hav_g Ined this certificate an
Employee’'s signature %vg;\i_, $~ ,
(This form s not valid unless you sign it) »

d, to the best of my knowledge and belief, it Is true, correct, and complete.

pate» 3 -9 |

8 Employer's name and address (Employer: Complete lines 8 and 10 only If sending to the IRS.)

9 Office cods (optional} | 10  Employer identification number (EIN)

For Privacy Act and Paperwork Reduction Act Notice, see page 2.

Cat. No. 10220Q

Form W-4 (2017)



E-Verify: Print Case Details - Preview

lof1l

E Verify

https://e-verify.uscis.gov/web/PrintCaseDetails.aspx?Case VerNum=2.

SENSITIVE BUT UNCLASSIFIED

Case Verification Number: 2017062125352LH

Report Prepared: 03/03/2017

Company Information

Company ID: 47429

Employee Information

Company Name: Employer Solutions Staffing Group

Last Name: Willlams
Date of Birth: 11/23/1964
Hire Date: 03/03/2017

Document Information

First Name: Lori
Social Security Numbar: *** ** 1708
Citizenship Status: A citizen of the United States

List B Document: Driver's license or 1D card Issued by a U.S. state or
outlying possession

Document Name: Driver's license
Driver's License or ID Card Number:

Case Status Information

List C Document: Social Security Card

Document State: Minnesota
Document Expiration Date: 11/23/2019

Current Case Resuit: Employment Authorized
Case Submitted On: 03/03/2017

Employer Case ID:
Case Submitted By: PVANO787

SENSITIVE BUT UNCLASSIFIED

2MIN1T 12:-8A DA



Employment Eligibility Verification

USCIs
Department of Homeland Security ¥orm 19
U.S, Citizenship and Immigration Services OMB No. 1615-0047

08/31/2019

e s s 4?‘1&"; §

L4 "l ,_ § et e F o AT .- i FRBR S sk H | i o g
] Fi  (Given Name) . | Citizenship/im
Employes Info from Ssction 1 LCLY : Etm i ¥ wgi Clﬁ:.?uz :ﬁh"
iy " List A N CR List AND : - ListC
ldentity a_r_ui Employment Authorization Identity Employment Authorization

Document Title ' 4 D Titl L Document Title

| (S L SC. ok ~<,_3cfc_wn-[—m c.cu-aj
Issuing Authority { lssul ofty Issuing Authority =

i RNEER o Smye = 2 Al
Document Number 8 umbar ' : Document Number

N7 31Y mNIES - 90 - [70%
Expiration Date (i any)(mm/dd/yyyy) fé] Expiration Date (if MHSW : Explration Date (i any)(mm/dd/yyyy)

8l 0-73-J01 stk
Document Title ;
Issuing Authority Additional Information D0 Nk e I s ey
Document Number
Expiration Date (if any){mm/dd/yyyy)
Document Title
Issuing Authority
Document Number
Expiration Date (if any)(mm/dd/yyyy)

Certification: | atlest, under penalty of perjury, that (1) | have examined the document{s) presented by the above-named employea,

(2) the above-listed document{s) appear fo be genuine and to ralag}n the employee named, and (3) to the best of my knowladge the
employee Is authorized to work In the United States, Py, Sfesi7)

The employee's fﬂ day of employment (mm/dd/yyyy):\ -2 03105/90178«; instructions for exemptions)
Signature of Empip ‘v . v Reprégentative Today's Date(mm/dd/yyyy) | Title of Employer or Authorized Repmsenhﬁqu

: 03(03( 20(7] WS efie. ¢SS
Last Name of Employer or, rized Representative | First of Employer or Authorized Representative | Employer's Business or Organization Namea
s T

EMPLOYER SOLUTIONS STAFFING GROUP LLC
Employer's Business or Organization Address (Street Number and'Name) | City or Town State | zip Code
7301 OHMS LANE, SUITE 405 EDINA MN 55439

L B
A Rnsaaiida

Middie Inifial | Date (mmiddyyyy)

First Name (Givan Name)

IDncumentl\llumbe;- - - ' E"p"ﬂmm(ifany)( A

| attest, under penalty of perjury, that to the best of my knowiedge, this employee Is authorized to work in the United States, and If
the employee presented documentys), the documentys) | have examined appear to be genuine and to relate to the individual.

Signature of Employer or Authorized Representative Today's Date (mm/ddAryyy) Name of Employer or Authorized Representative

Form I-9 11/14/2016 N



Employment Eﬂgibﬂity Venﬁcaﬂon
Department of Homehnd Security

U S Cltizenship and Immigration Services

PSTART HERE. Read lm-ucuom camnlly blfnn cddlphﬁnnthhfom. The Indtructions must be
during completion of this form. Employere ars liabla for erfors In- the coimpletion of this form.

ANTI-DISCRIMINATION NOTICE: It is illegal to discriminate against work-authorized In
document(s) an employes may present to estaklish employment authorization and id
Mdual

an ind

bsegusathe documentation presentaql hasa fuwre axnlraﬁnn date may also

lf‘Ch!"l’

USCIs |
Fdi’m -9
OMB No. 1615-0047
Bmires 0813112019

avalllhh,alﬂmlnpapurorelomnleﬂly |

dividuals, Employers CANNOT specify which -
entily. The refusal o hire or continue to employ
constitute illegai dlmlnﬂnaﬁon. _

‘Adress (Street Number and 2P Gode =
lﬂj'\i C’lfu‘\n'emb} o _ : . fﬂf\f 355920
Dats of Birth (mmAidyyyy) - |U.8. Social Sacurity Number “Emplayee's ﬁ-mallM:lm Employee's Telephone Numar _
11=23 -1, [Blols]-[fld - [Tl \sei gl mai| |Gld-247 -4 202

) am aware that federal taik provldu for Imprl:dnmentandlor fines forfaln statements or use of false documents in
conngyﬂon with the completion of this form,

| al’ht. under penalty of perjury, thatl am (checlt ong af the follnﬂlng bnm)
[ 1. A citizan ofthe Unitsd States . .

Eaa noncitizen national of the United Statea (Sae lnshucvona)

D 3. A lawful patmmdnt mbldant (Allen Rhgmﬁbn NumblrlIJSCIS Nm‘nbir)

|___] 4. An alien authorized to work  untit (umdammpmm mmiddyyyy): -
Some alieris rﬁaywmp "NIA" T the expiration date flekl. (See instructiohs)
Allens aulmdzsd fo wnm"luatmvfdl only one'of the following tocument numibers fo camplomem 1-8;
An Allen Registration NumbapUSCIS Number OR Form I-84 Admission Number OR Fomign Pasapouﬂumbar
1. Alien Rogiatration NumberUSCIS Number: B o
2. Form 1-84 Admiasion Number:

OR
3, Foreign Passport Number: -

Country of lssudnce:

A i

Today's Data frm
Y-

T

42

Ity ury e comp oon rm and that to the m
knowledge the Information is true and correct.
Signature of Preparer or Translator Today's Date (mm/dd/yyyy)
Last Name (Family Nams) Firat Name (Given Nama)
Address (Street Number and Name) Cily or Town Stala  |ZIP Code

Form 1-9 11/14/2016 N
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[THIS NUM Ruae,aﬁg suausueq,son

- IR

© T BIGNATURE o b o ]
£ 05/23/ 1
=TS A 2

E27503526731

1SSUED 12-2018
SR SR
AR

e




Authorization

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

Printed name: L45p1 Genetio Mgm S
Last

First ‘Middle (O

none)
Other names used: M:g U

‘Current county of residence:

Current and former 5ddresses'

0/l current:ﬁﬁ, //7 LA Gf\\ meS Pl Mt‘hnfmﬂa{fs /%LS_._Q/ZQ

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

5 /4 4/ 1l Y QMMMN_A/_

‘from Mo/Yr to Mo/Yr Street City, State & Zip
1/12 /0 30138 Ae Noreh Migaeapls,

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.

U-J3-19 64 365 -¢0-110§
Date of birth : - Social security number

T31H  Lori Genetta Liliam S
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: C1.

I\
\

W&MA “’\N\@w\ﬂ A 017

Signature Date




EMERGENCY CONTACT INFORMATION

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

Employee Name: Lyt‘\ G. L»\\m Wiam$s

Address: ig:rll Cﬂ,m,m es Q \
Home Phone: _Lg_\_LlQ:l s "{f"zﬁ?}

Contact #1 Home Phone:
Neme:Les\i € \IO&OS\M/\ Cell Phone: (o[ L~ 730 —¢f[¢[
Relationship: \,S %\,9\‘,& e Work Phone:

Contact #2 Home Phone:
Name: }\ep me+tg M’( ‘(cc\ € (( Cell Phone: 336 — 740 —2(2-9]
Relationship: §; Ster 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.

 everaging Resources in a Changing Market

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

Jjob assignment from a staffing service, (1) fails without good cause to
affirmatively request an additional suitable job assignment, (2) refuses
without good cause an additional suitable job assignment offered, or (3)
accepts employment with the client of the staffing service, is considered to
have quit employment.

It is your responsibility to contact ESSG (for instance, by calling 852.277.5227 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 assignment ends. | also acknowledge that | have received
a separate copy of this form. { 5.1, (Initial)

N, 3-3-17

Employee Signature: Date:

Loy & UMAGawmS

Employee (please print your name here)

CMG_SM - Rev. 09.2013



DRUG AND ALCOHOL

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

understand: (a) the policy and its contents; (b) what conduct the policy prohibits and the
consequences of such conduct; (c) my rights under the policy and the consequences if |
exercise certain rights; and (d) that certain events as described in the policy may result
in adverse personnel action, including my termination from employment with ESSG. |
understand that this pollcy in any form, and any employee handbook including this
policy, are not a unilateral employment contract or offer thereof.

3. | hereby voluntarily consent to ESSG, or its health service providers, or
other persons or entities acting for or with them, to collect a body component (blood,
urine, breath, or any combination thereof) from me for testing for alcohol and/or drugs. |
understand that the laboratory selected by ESSG may conduct testing and other
analysis on the sample provided by me. | further voluntarily consent to the laboratory’s
disclosure to ESSG of the results of my drug and/or alcohol test and other Information
related to the test.

Individual's Name

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



employer solutions staffing 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 provide a written election, wages will be paid by paper Check.

SECFTONTIT BASIE INEORN PG ORN
: SSN# (last 4 digits) Effective Date

Note: Direct Deposit accounts may take up to 7 days to be activated
| |Paper Check (Please complete Section 5 below)

"-'-._I{‘L"I'IHI\JAZ I \\ I\Hl | o S S G N (O
I! Direct Deposit (Please complete Sections 3 and 5 below)

v/| Payroll Debit Card (Please complete Sections4 and 5 helow)
SECEIOBN G DIRECE DIEROSEE
W [ Update Bank Account
Bank Name:

I understand and acknowledge that if I do not provide a
roided check with this direct deposit form, I am
responsiblifae-anydeays in pdyroll or extra costs

ed if the accountugiber that I provide is incorrect.

‘ Routing# /

| Accounl#//
o Initial Date

ACcount Type: L[] Checking ] Savings Clother \
e To help us avoid making an errar, please attach a copy of a voided check. (a deposit slip will not work) -
e  Ifyon change banks, do not close your old bank account until your direct deposit has started at the new bank, which may take 2 pay periods.

SECEION G RANROEEDEBEE GARD (GEOBAL CASITENRD)

Federal law requires all financial institutions to obtain, verify, and record information that identifies each person who opens an account. In order to
request a Payroll Debit Card for you, we must provide all of the following information that will enable the financial institution to identify you. If
yon do not submit a Direct Deposit/Payroll Debit Card Authorization, ESSG will provide the necessary information and issue you a Payroll Debit
Card to pay your wages. For your protection, the financial institution may ask you to provide them additional identification information so they can
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, yon will receive your new Payroll Debit Card, and a packet containing all of the terms and conditions, You will
then sign acknowledging that you received the Payroll Debit Card and packet. Your Payroll Debit Card will be reloaded an each payday you receive

wages.
CARDHOLDER INFORMATION (as you want your Payroll Debit Card to be issued)

irst Ngme ML I(it,Name Date of Birth
 Lort G vilioms U-R23~(cr (o
Street Address (P0 BOX NOT ACCEPTABLE) Social Security#
: {. — S 205 -g0o -110%
City e ell Phone (mobnle)
Minoeafelis Mﬁ! éj "(2-—”' QIA- 227 - {30 >

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

Payroll Debit Card Routing # Payroll Debit Card Account # @ -

4 073972181 . i M 0 \ L" \‘ sq 5 ?
I have received my Payroll Debit Card, welcome brochure, program fees, program terms, conditions, and disclosures. By activating my Payroll Debit Card,
1 am agreeing to the program terms, conditions, and disclosures that are included or made available to me from time to time from the financial institution. I
authorize the financial institution to debit my Payroll Debit Card account for the fees described in the fee schedule that is part of the program terms,

conditions, and disclosures.

L b
Employee’s Signature: Date: _3 -3 -1 /,

SEGHON S - AURHORTZNFION
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: \Mmu\\ Wiom.S Ha @ gma ( i

this information will only be used to send your paystubs electronically

' ( p Date: 3*\3 - (ﬁ]

Employee's Signature: <




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 your 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 responsibilities and agree to abide by these guidelines.

Signed: ;h‘, g X Akﬁsm’ ML
Printed Name: Lg o G \Al A\ Same




employer solutions staffing group..

Leveraging Resources in a Changing Market

STATEMENT OF CONFIDENTIALITY

This agreement made this.3___day of (Y]m‘/\ , 2017, between
Employer Solutions Staffing Group LLC, hereinafter referred to as “‘employer”,

and Lar\ G- b A\ oum g 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.

Employee Signat

Employer Seflitions Staffing Group LLC, Representative



employer solutions staffing group. w:\
empioyer solutions group.

Leversging Resournes in 2 Changing Iarke:

Sl W Vi w e S,

Enhanced MEC Plan_Plan 1

Benefits Enroliment Form New Emplovee

Employee information

[ Rehire RehireDate
Soclal Security Number

Name (First and Last)
Loy, \N\lams 305 -0 (704
Address City Zip Code

LA & aimes _Q\ | ‘Minmaggh'; MM 55429

Gender LI jale | Marital Status L] Single | Date of Birth Date of Hire _
Female | 1 Married Eéivomed ll—9~3-l‘igd 2 ~2— 17
|Phone Number: Emalil Address: i\ 7
-261-4307 loat gut\tawne 2@ gmai |.com

™i=gse Select Desired Coverage:
‘mployee Only - Employee+Spouse - [~ | Employee+Child(ren) - Family -

- 24.00/Week $38.00/Week $36.00/Week $63.00/Week

sﬁdai Secﬁmy# B..:u, ﬁm‘ Toax V Relationship |

FirstName — WL LastName E r:rl:ale e spanoEes;icC;ﬁnu
Sacial Securﬂv# BirthDate | Sex Relationship

| Flrst Name M1 Last Name E FM::EIB o SPE]mDnEesﬂcChﬂdParmer
Social Sa;:u}ny# [ BithDate | Sex | Relaﬁonship

Tt Name W, TastName | E e m] Spﬁse .0 a EL

Other coverage information including Medicare/Medicaid

NAME OF PERSON COVERED (FIRST, LAST):

EFF. DATE
EFF. DATE
EFF. DATE

Employee Acknowlotigemant and Authorization - | hersby apply for the group henefit(s) as Indicated. | acknowledge that all entries are true and complete and that
any misstatements or fallure to report information may be used as the basis for canceliation of coverage for me and my dependent{s), if any, from the original
affective date. Further, | authorize my employer to maks the necessary payroli deduction of premiums for coverages | have elected.

IF ENROLLING - YOU MUST SIGN HERE

Employee Signaturs dgroor— I\ S O e R oe 5=F T
EMPLOYEES DECLINING 7\ 1 am DECLINING coverage

| understand that! and/or my depefidgnts, if any, walve any coverage and dasire to participate In the plan at a Iater date. 'we may be considered a late enrolles and
must meet the requirements defirbd In the Certificate of Covarage for the company’s medical or dental plans. If | decline enroliment for myself or my dependents
(including my spouse) because of other coverage, | may, In future be able to enroll myself or my depend In this plan, provided | request enroliment within 31
days after the other coverage ends. In addition, if a new dependent relationship forms as a result of marriage, birth, adoption, placement for adoption of parting suit
of adaption, | may be able to enroll myself or my dependent, provided | request enroliment within 31 days of the event.

IF DECLINING- YOU MUST SIGN HERE

EmployaaSlgnaturaQ\g!" Es } !S :gg!'!”! Date 3”3‘{7
Employer Solutions Staffing Group Heailth Benefits Team

7301 Ohms Lane Suite 405
Edina, MN 55439
Phone: 862-767-9519 Fax: 852-767-9515
Email: Health@employersolutionsgroup.com




Fixed Indemnity Medical Benefits Plan 2

¢ VS| 219301-ESG-1 - |OFFICE USE ONLY LOCATION____ Rehire Date / /

ENROLLMENT FORM ESC CU{UNAC-MN) P1 v18.2

PRINT USING BLACK or BLUE INK (Must Be Filled Out)

Name K - | Social Security # ‘ Home Phone Sex %
Lont BN iams %08-80%00%  Gdedkg-4a3 | g
Address . _ Apt. #
N\ Gerimes D, E
City : State Zip Date of Birth
Wi nneapolrs - MA 55429 i /4371964
Medicare Health Insurance Claim Number (HICN) ' Medicare Effective Date
: Name of Covered Person (s): |
1. 2. 3.
Payrll Daducied Weskly ates

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 LeveL FPXER NERNMNITY | penral VISION TERMUFE | SHORETERM
——fmmmw—@zw s2025 (| se7 )| s2a2 B  soe0 |  saco 1Y
Employee +1 [ ] $41.10 $12.34 $4.92 $0.90
Employee + Family || $54.88 $20.36 $6.56 $1.80
NO 1o ALL Benefits [dves [ Ino | [ves [INo | [Yes [INo | [ves [Ino | [ves [ Ino

'This coverage is not available to residents of NH, Hl, or PR. 2STD is not available to persons who work in CA, HI, NJ, NY, or RI.

For Term Life / Accidental Death & Dismemberment, please write in your beneficiary information. Accidental Death &
Dismemberment is part of the Term Life Benefit.

Name N ....——Re‘atqeﬁshpézﬁyﬁmv‘\
Nl T o 7
D. REQUIRED DEPENDENT INFORMATION

Name  Social Security # | Date of Birth i Sex Relationship :

) : I /1 @ [1Spouse ] Child [ ] Domestic Partner
Name Social Security #  Date of Birth | Sex Relationship
ik [MIME] I spouse [ child [] Domestic Partner
Name Social Security # ' Date of Birth | Sex Relationship

. . A |IMIE] [spouse[chid[JDomesticPartner
Name Social Security # Date of Birth | Sex Relationship

o ot 1 IdIlE] Cispouse [ child []Domestic Partner

RS Yo NUST SIGN AND DATE, EVEN F YOU DECLINE COVERAGE

| have read the benefit packet and understand its limitations. | understand that open enrollment is only available for il
a limited time and | understand that making no benefit selection is a declination of coverage. e

oare 03/63/2017) D SIGNATURE \u, 3&

This is an Essential StaffCARE Enroliment Form.



