www.esgstaffingsolutions.com

smployer solutions stafirg goop.

New Hire Application

Personal Data~ PLEASE PRINT LEGIBLY IN INK

Last Name Porter

Street Address

2297 Standish St.

First Name _ Willie

PO Box 46270

Minneapolis, MN 55344-9956

Tel: 552.835.1288

Middle Initial ™

Aptiste _10

City/State/zip St Paul Minnesota 55108

Phone Number 6514243562

Soclal Security Last Four XXX-XX~

Emall Address _SPYdamyke.spyda@gmail.@m -

Staffing Agency/Recruitment Partner

- CMG

Are you legally authorized to work in the United States of Amerita? @JYES (INO
Applicant Certification and Autharization

1 authariza Employer Solufions Staffing Group (ESSB) to use the information and statements contained in this application to determine my
qualifications for employment. | authorize ESBG to make inquiries of my former employars, except as indicated in this application,
regarding my previous duties, responsibiiities, performance, compensation and eligibllity for rehire.

} understand that a comprehensive background chesk may be conducted to determine my eligibility for hire by certaln 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 policles.
| release ESSG and other persons or entities from any claims that might be based on £8SG's decision to conduct a background chack.

| certify thet 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 eny material omission or misrepresentation will resuit in my disguelificafion from
conslideration for employment or, i discovered after | begin employment, will result in my terminstion.

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

willie porter %% Aug 28,2018
Name (Print or typs) Applicant’s Signature “Date

A copy or facsimile ("fax") will be considered the same as an original signature. Emall will ONLY be used for amployment correspondence

For ESSG Office Use Only
DOH NHW 19 8850 W4
Emergenoy Contact Info | Background Release Form Background Results Unemployment Lattar ESC Application
{if appiicable)
For ESSG Client Use
DOH ROP Work Site Loe. WC Code

ESSG - CMG-NSTW4

Rev. 04/2017



Form W-4 (2018)

Future developments. For the latest
information about any future developments
related to Form W-4, such as legisiation
snacted after it was published, go to
www.lra.goviIFormw4,

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

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

+ For 2017 you had a right ta a refund of all
federa! income tax withheld bgcause you
had no tax liabllity, and

» For 2018 you expact a rafund of all
fadsral income tax withheld because you
expect to have no tax liability,

if you're exempt, complete only fines 1, 2,
8, 4, and 7 and sign the form to validate it.
Your examption for 2018 expires February
15, 2018, See Pub, §08, Tax Withholding
and Estimated Tax, to learn more about
whsther you qualtfy for exemption from
withholding.

General Instructions
If you aren't axempt, follow the rast of
these instructions to detarmine the number
of withholding allowances you should claim
for withholding for 2018 and any additional
amount of tax to have withheld, For regular
wages, withholding must be based on
allowances you claimed and may notbs a
flat amount or percentage of wages.
You can also use the calculator at
www.irs,gov/iW4App to determine your
tax withhiolding more accurataly. Consider

Form W"4

Department of the Treasury
Intemnal Revenua Service

using this oalculator If you have a8 mora
complicated tax situation, such as if you
hava a working spouse, more than one job,
or a large amount of nonwage income
outside of your job, After your Form W~4
takes affect, you can also use this
calculator to ses how the amount of tax
you're having withheld compares $o your
projecied total tax for 2018, if you use the
calculator, you don't need to complets any
of the workshsets for Form W-4.

Nota that if you have tog much tax
withheld, you will receive a refund when you
file your tax retum. if you have too little tax
withheld, you will owe tax when you file your
tax rgtum. and you might owse a penaity.
Fllers with multiple jobs or working
spouses. If you have mare than one job &t
a time, or if you're married and your
spousa Is also working, read all of the
Instructiona including the instructiona for
the Two-Earners/Multiple Jobs Worksheet
before beginning,

Nonwage Income. if you have a large
amount of honwage income, such as
interast or dividends, consider making
estimated tax payments using Form 1040-
EB, Estimated Tax for Individuals.
Otherwiss, you might owe additional tex,
Or, you can uga the Deductions,
Adjustments, and Other Income Workshest
on page 3 or the caloulator at www./ra.gov/
W4App to make sure you have enough tax
withheld from your payoheck. If you have
pension ar annuity income, see Pub. 505 or
use the calculator at www.irs.gov/W4App
1o find out if you should adjust your
withholding on Form W-4 or W-4P,
Nonresident alien. If you'ra a nonresident
allen, see Notice 1882, Supplemental Form
W-4 Instructions for Nonresident Aliens,
before completing this form.

Separate here and give Form W-4 to your employer. Keep the worksheet(s) for your racords,

Employee’s Withholding Allowance Certificate

» Whether yot're entitied to glaim a certain number of allowances or exempfion from withholding is
subjsct to review by the {RS. Your emplayer may be raquired to send a copy ofthlsformhthe RS,

Specific Instructions

Personal Allawances Worksheet
Complets this workshest on page 8 first to
determine tha number of withholding
allowanoes 1o claim.

Lina C. Head of housshold please note:
Gerierally, you can claim head of
household fillng status on your tax return
only if you're unmarried and pay more than
50% of the costs of keeping up a home far
yourself and a qualifying individual. See
Pub. §01 for mora information abou filing
status.

Line E, Child tax credit. When you file
your tax ratum, you might be eligible to
claim a credit for each of your qualifying
children. To qualify, the child must be
under age 17 as of Decembaer 31 and must
be ygur dependent who lives with you for
mora than half the year. To lsamn more
about this credit, see Pub, 972, Child Tax
Credit. To reduce the tax withheld from
yaur pay by taking this oredit into account, -
faliow the instructions on line E of the
workshest. On the worksheet you will be
asked about your total income. For this
purpose, total Income Includes all of your
wages and other incoms, including income
earned by a spouse, during the year.

Line F, Credit for other dependents.
Whan you fila your tax return, you might be
efigible to claim a credit for each of your
dependents that don't qualify for the ohild
tex oredit, such as any depandent children
age 17 and older. To learn more about this
aredit, see Pub. 505, To reduce the tax
withheld from your pay by taking this credit
into acsount, follow the instructions on line
F of the worksheet. On the worksheet, you
will be asked about your total income, For
this purposs, total income includes all of

©OMB No, 1645-0074

2018

1 Yourfirst nama and middie initial
Willie M

Last name
Porter

2 Yoursooial security number
479841376

Home address (number and street or rural route)

2297 Standish St.

3(@)single

OManied ()] Maried, but withhold &t higher Single rata.
Note: if married fling separately, check "Married, but wiihhold t highar Single rate.”

Cty or twn, state, and ZIP code
St Paul Minnesota 55108

4 If yourlast name differs from that shown on your soclal security oard,
cheok here. You must call 800-772-1218 for a replacsment card, P

§ Total number of allowances you're claiming (from the applioable worksheet on the following pages) . . . 5|1
6 Additional amount, if any, you want withheld from each paycheck . . .
7 | claim exemption from withhalding for 2018, and | certify that | meet both of the followlng conclmons fnr exemptlon. ;e;

» Last year | had a right 1o a refund of all faderal income tax withheld because | had ne tax liabllity, and
» This year | expest a refund of all federal income tax withheld because | expect to have no tax fiabllity.
“Exempt” hers . .

i you meet both conditions, wiite

6%

S Akl

Under penalties of perjury, | declars that | have examined thie certificate and. to the hest of ny knowledge and hellef, it is true, corract, and complete.

[Thlsform is not valid unlesa you gign it)» ~W°%Mww!

Employes's signature

Dt s Aug 28, 2018

Employer's name and address (Em
boxes 8,9, and 10 if sending to Stuts Directo

Co e Adway Pve
mghggmgmfﬁ H :¢' o G, MmN 55011
For Privacy Act and Paperwork Reduction Act Notice, see page 4.

8 0 oIR8 and lete |9 First date of 10 layer idantifi
plogancnmp!etebomm angt 40 if sending to IRS and campl | eg‘sg atem m%m cation
109/26/201%
Cat, No. 102200 Form W=4 {018}



m‘ DEPARTMENT W-4MIN
OF REVENUE

2018 Minnesota Employee Withholding Allowance/Exemption Certificate

Employees

You must complete and give this form to your employer if you do any of the following:

+ Claim fewer Minnesota withholding allowances than your faders! allowances

» (Clalm more than 10 Minnesots withholding aflowancas

» Want additional Minnesota tax withheld from your pay each pay period

* Clalm to be exempt from federa) withholding ar claim to be exemnpt from Minnesota withholding

Do not complete this form if you are claiming the same number of Minnasota allowances as federal and the number clalmed is 10 or less.

Employed's first name and initial Lagtname Employes’s Sacial Secusity number
willie porter . 479841376
Permanent address | Maritel stavus fchack one box)
2297 Standish St. @' g?:lu:ha mmg;tl:lm &
City State 2P code Werried
St Paul Minnesota 55108 Married, but withhold at higher Single rate

Employees: Read instructions on back, complete Section 1 OR Section 2, sign and give the completad form te your employer. (Po not complete
both Section 1 and Section 2. Completing both sections will maka the form invalid.)

) section1— Determining Minnesota allowances

Complete Section 1 if you claim fewer Minnasota allowances than your federa! allowances, AND/OR If you want additional Minnesota withhold-
Ing deducted each pay periad,

1 Total number of federal allowances claimed on federal Form W+ ...... 0000BOBOC0BEE0000T 50000000000
2 Total number of Minnesota allowancas {line 2 cannot be more thanline 3) ......... 00600000000600000 00 &3 1
3 Additional Minnesota withholding you want deducted each pay period. ...... e s 000 000000 oo S

DSecﬂonz—Bnampﬁonﬁum Minnesota withhalding
Complete Section 2 If you claim to be exempt from Minnesota Income tax withhalding {see Section 2 instruttions for qualificotions). If applicable,
check one box below to Indicate the reason why you beileve you are exempt:
| meet the requiraments and claim exempt from both federal and Minnesata income tax withholding.
Even though | did not clalm exempt from federal withholding, 1 claim exempt from Minnesota withholding betause { had no Minnescta
income tax lability last year, 1 recelved a refund of all Minnesota income tax withheld, AND | expect to hava no Minnesota income tax liability
this year .
My spousa is a military service member assigned to a military locaiion in Minnesota, my domicile {legal residence) Is in anather state, AND |
am In Minnesota solely to ba with my spouse, My state of domicile is
Dl am an American Indlan living and working on a reservation.
| am a member of the Minnesota National Guard or an active duty U.S. military member and clalm exampt from Minnesota withhalding on
my military pay.
Dl receive a mifitary pension or other military retirement pay as calculated under Title 10, 3403 through 1414, 1447 through 1455, and 12733
and claim exempt from Minnesota withholding on this retirement pay.
1 certify thot all information provided in Section 1 OR Section 2 Is correct. | understand therg is a $500 panolty for filing g false withholding allow-
ance/exemption certificate, .

Simplayse Senere gl Pt Aug 28,2018 PRTSTR™ | 6514243562

wiile 23,2016}

Employees: Give the completed form to your emplayen

Employers

If you are required to send a copy of this form to the Department of Revenue (see instructfons), you must enter the employer information balow
and mail this form to: Minnesota Revenue, Mail Station 6501, St. Paul, MN 55146-6501. {incumplete forms are considered invalid,) A $50 penalty
may be assessed for each requirad Form W-4MN not filed with the department.

Keep a capy for your records. ’
Nume of employer Faderal employer ID number {FEIN) | Minnesota tax I nimber
Address ty ) State 2iF cade

thov 327y Questions?  Wabsite: www.revenue.state.mn.us.  Email: withholding tax@state.mn.us. Phone; 651-282-9998 or 1-800-657-3594,



m1 DEPARTMENT
OF REVENUE

Form W-4MN Instructions

Do not complete this form if you are claiming the same number of Minnesota aflowances us federal and the number

claimed Is 10 or less.

Employee Instructions

Should | complete Form W-4MN?

Complete Formn W-4MN and provide it to
your employer, if you do any of the follow-
ing:

¢+ Claim fewer Minnesota allowances than
federsl allowances (Yon may not claim
more Mirmesote allowances than federal
allowances)

* Claim more than 10 Minnesots allow-
ances i

+ Request additional Minnesota withhold-
ing be deducted each pay period

. » Claim 10 be exempt from Minnesota

income tax withholding (see Saction 2
inswrucitons)

. Befare you cornplets Form W-4MN, deter-
mine the number of federal withholding al-
lowangces you are claiming on federal Form
‘W-4. Then, dstermine the number of your
Mianesota withholding allowarices.
Consider completing a new Form W-4MN if
your personal or financial situation changes.
1f you have not had sufficient income tex
withheld from your wages, interest and/or
penalty charges may be assessed when you
file your individual income tex return.

Yonr employer may be requived to sub-
mit copies of your Form W-4MN fo the
department,

Note: Yon may be subject to a $500 panalty
if you submit & false Form W-4MN,

Section 1 — Minnesota Allowances

Claim the correct number of allowances. If

yon expect to owe more income tax for the

year than will be withheld:

* ¢laim fewer alluwances

* request additional Minnesota taxes to be
withheld from your wages (complete line
3)

Segtion 2 — Minnesota Exemption
Your employer will not withhold Minnesota
taxes from your pay if you are exewpt fram
withholding. To claim exemption, you must
meet ons of the following requirements:

* You mest the federal requirements; you
claim exempt from fedsral withholding
ot Form W-4; yon had no Minnesota
income fax liability in the prior year; yon
received a fall refund of Minnesots tax
withheld; and yon expect to have no Min-
nesora incame tax liability for the current
year.

* Yon are the sponse of a military member
assigned 1o duty jn Minnesote. you and
your spouse are domiciled in another
gtate (the same state 48 cno apother) and
are present in Minnasora solely 'to be with
your active duty military member sponse.

* You are a ember of an American Indisan
tribe living and working on the reserva-
tion of which you ars an enrolled member,

* Your wages are for Minnesota National
Guard (MNG) pay or for active duty U.S,
military pay. MNG and active duty U.S.
militery members can claim exempt from
Minnesota withholding on these wages,
even if taxable federally. For additional
information, see Income Tax Fact Shest
5. Military Personnel,

* You receive a military pensjon or other
military retirement pey calculated under
Title 10, 1401 throngh 1414, 1447 through
1455, and 12733. 1f you receive this
tncome, you may claim exempt from Min-
nesots withholding on this income even if
taxsble federally,

Nate: In order to avoid owing tax at the end
of the year, you may not want to claim
exempt if you (and/or vour spouse when fil-
ing a joint return) oxpect to have other forms
of income subject to Minnesota tax.

If you claim exempt from Mingesota with-
holding, yon must provide your smployer
with a new Form W~IMN by February |5th
of each year.

1f another person can claim yoy as &
dependent on bis or her federal tax retum,
you cannot claim exempt from Minnesota
withholding if your annnel income excesds
$950 and includes more than $300 of wn-
carned incomes,

Use of Information

All information on Form W-4MN

is private by state law. It cannat be
given fo others withoul your cansent,
except to fie Interinal Revenue Service
and to other states that gnatantes the
same privacy. Your name, address and
Social Security number are required for
identification. Information sbout your
sallowances is required fo determine
your correct tax. We ask for your phans
number so we can call you if we havea
question,

Employer instructions are on the next page.



Employment Eligibility Verification USCIS

Department of Homeland Security omg :Z’?,fﬁm

U.S. Citizenghip and Immigration Services Exxpires 183142019

B~ START HERE: Read instructions carsfully before completing this form, The instructions must be available, alther In paper or olestronicatly,
during completion of this form, Employess are liable for errors in the somplation of this farm,

ANTI-DISCRIMINATION NOTICE: it is lllege! to discriminate against work-authorized individuals. Employars GANNOT specify which
document(s) an employee may present to establish employment authorization and identity. The refusal to hire or continue to employ
an individual because the documentation presented has a future expiration date may also constitute llegal discrimination.

mn 1. Employee Information and Attestation (&mployees must somplete and sign Seatian 1.of Fonm 1-87i0 Jater

than the first day of employment. byf not bafore acaspting a job offer )

Last Name (Family Nams) First Name (Given Nams) Middle initial | Other Last Names Used {if any)
Porter Willie M Na

Address (Strest Number and Name) Apt Number | City or Town ' Stale  |ZIP Code

2297 Standish St. 10 St Paul Mn 55108

Data of Bith imm/Addlyyyy) | U.S. Sociai Security Number Employes's E-mall Address Employae's Talephone Number
09/07/1966 | 4pogerseg | | - i 1111l spydamyke.spyda@gmail.com 6514243562

| am aware that federal law provides for imprisonment and/or fines for false statamants or use of false documents in
connection with the completion of this form,

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

() 2. Anoncitizen national of the Unitad States (See instnuctions)

3.Alawhul permanent resident  (Allen Registration Number/USCIS Number):

() 4. n alien authorized to work until (expiration date, if applioable, mmiddiyyyy):
Some allens may write "N/A" In the expiration date fisld. (Ses instructions)
Aligns authorized to work must provide only one of the following document numbers to complete Form 1-9; o
An Allien Registration Number/USCIS Number OR Form 1-64 Admission Number OR Forslgn Passpart Number.
1. Alien Registration Number/USGIS Number:
OR

2, Form 1-94 Admission Number:
OR

3. Foreign Passport Number:
Country of {ssuanca:

— D s

Signature of Employee Wégﬂt@t Taday's Dale (mmAldyyyy) ~ Aug 28, 2018
vl poiaf 28, 01

Preparer and/or Translator Cortification (check one): : : e
@ | did not use a preparer or trans!ator, (] A preparer(s) andfor translator(s) assisted the amployee i completing Section 1,
(Fieids below must be comglatsd and signad when preparers and/or traﬁslators &ssist an amployao in completing Section 1.)

1attest, under panaity of perjury, that ] have assisted in the compietion 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/Add/yyyy)
Last Name (Family Name) First Name (Given Nams)
Address (Streef Number and Name) ' City or Town State  |ZIP Code

@ Employer Completes Next Page e]

Form 19 07/17117 N Page ) of 3




** D0 NOT SCAN OR FAX THIS PAGE **

LISTS OF ACCEPTABLE DOCUMENTS
All documents must be UNEXPIRED

Employees may present one selection from List A
or a combination of one selection from List B and one selection from List C.

LISTA T LISTB LISTC
Documents that Establish Documents that Establish Documents that Establish
Both Identity and Identity Employment Authorization
Employment Authorlzation ©R AND
4. U.S. Passport or U.8. Passport Card 4. Priver's license or ID card issued bya | 1. A Social Security Account Number
State or outlying possession of the card, uniess the card inciudes one of
= m&mg g:r'g “:x:;' 's51)|7 | United States provided it contain & the following restrictions;
Ph°‘°9;aar;g g;;f;rfg'"ﬂaﬁ%ﬂ su:*} as (1) NOT VALID FOR EMPLOYMENT
: nam b er,
3. Foreign psssport that contains e e o gender, NElGML /2 | 1) VALID FOR WORK ONLY WITH
temporary 1-5661 stamp or {emporary INS AUTHORIZATION
1651 printed notation on a machine- 2. |D card issued by federa!. state or local WITH
rsadable immigrant visa government agencles or antities, 2 Xﬁggﬁ?gomgﬁw g
_provided it contains a photograph or
4. Employment Authorization Document information such as name, date of birth, | 2. Certification of report of birth issued
that contains a photograph (Form gender, height, eye color, and address by the Depariment of State (Forms
|-766) D8-1380, F8-545, FS-240)
3. School! ID card with a photograph :
8. Fara nonimmigrant alien authorized = ety 3. Original or certified copy of birth
to work for a specific employer 4, Voier's registration card certificate issued by a State,
because of his or her status: , municipal authority, or
i e 5. U.S, Military card or draft record ,am""tym,, A
a. Foralgn passport; and bearing an official seal
b. Form 1-84 or Form -84A that has 8. Miitary dependent's ID card
the following: 7. U.S. Coast Guard Merchant Mariner | 4. Native American tribal document
Q] Th: same name as the passport; Gand 5. U.S. Citizen ID Card (Form I-187)
an
8. Native Amarican tribal document
(2) An endorsement of the aflen's okt o 6. Ider!ﬁﬁcation Card for Use of
nonimmigrant stetus as long as 8, Driver's license issued by a Canadian Resident Citizen in the United
that period of endorsement has government authority States (Form 1-179)
not yet expired and the
proposed employment is not in For persons under age 18 who are | 7- Employment authorization
confilct with any restrictions or unable to present a document document issued by the .
limitations identified on the form. listed above: Department of Homeland 8ecurity
6. Passpori from the Federated States of
Micronesia (FSM) or the Republic of 10. Schoal racord or report card
the Marshall Isiands (RMI) with Form 41. Ciinie, doctor, or hospltal record
1-84 or Form 1-84A Indicating
nonimmigrant admission under the 12. Day-care or nursery school record
Compact of Free Assocration Batween
the United States and the FSM or RMI

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

Refer to the instructions for more information about acceptable receipts,

Form1.9 071717 N ** DO NOT SCAN OR FAX THIS PAGE ** Page 3 of 3



Employment Eligibility Verification USCIS

Department of Homeland Security YA
U.S8. Citizenship and mmigration Services Expires 0831/2019

Beotion 2. EPHIer Rorfzereseneae Review and Verffioation

(Emplayars or thair aﬁ!horlzed represantalive mus! complele and sign Spclibn 2 within 3 busingss days of the employae's first day of employment. Yeu
must physically examine ene dogument from List A OR a esmbination of ane document from List B and ene document from List C as fisted on the 'Lists
of Acceptable Dosuments. ) 33 el
Employee Iofofrom Section 1| Lasé Ng; fFam{y’ Name) Firel Name SGivan Name) ﬁ‘ll;l& Dﬁ(;u’umymmmlum&o)n Status
ListA ER:" ListB AND c :
{dentity and Employment Authorization Identity Employment Authorization
Document Titls Document Tifle Docurnent Titie )
ey Aofe, 1.9 Saca) Seouty Covd |
ssuing Aut Issuing Authority ' Issuing Authori ) T, .
i) - m&;mN Sory O - Ty DM v g1 oVl
ogument Numbar sument Number ‘ cument Number o
: ; QB 2114g izl H19 ¢4 1370
Expiration Date (F any)(mmiddiyyyy) Explration Date (if any){mm/ddiyyyy) Expiration Date (f any){mm/ddyyyy) )
0970712019 90 £ dos fom 0828 |20\
Docyment Titie
lssuing Authority Additional Information R DY
Document Number
Expiration Dats (i eny)(mm/ddiyyyy)
Document Tits
Issuing Authority i
ocument Numbar
Expiration Date (if any)(mm/dd/yyyy)

Certification: | attest, under penalty of perjury, that (1) | have examined the document{s) prasented by the above-named employee,

{2) the above-listed document{s) appear to be genuine and to relate to the employes named, and (3) to the best of my knowledge the
employee is authorized to work in the United States. .

The employee's first day of employment (mm/dd/yyyy): 06, 2% I 20 \ﬁSee instructions for exemptions)
Signature of Employer or rized Representafive Today's Dale {(mde/yyyy) Title of Employer or Authorized

uthorized Representative
08/28/z0\% _ [Toiert Acguisition Seeciolist

Last Neme of Employer or Authorized Reprasentative | First Name of Emplgyar or Authorized Representafive | Employer’s Business or Organization Name

&y SOV Ay EMPLOYER SOLUTIONS STAFFING GROUP LLC |
Employer's Business or Organization Address (Strest Number and Name) | Gly or Town State | ZIP Cade -
‘7480 FLYING CLOUD DRIVE SUITE 200 EDEN PRAIRIE MN 55344 |
[Bection 3. Reverification and Rehires (Ta be complefed and signed by employer or aufhorized represeftative )
A NewRame ffpogliaghiel T H Oaie of Reie (F anlicabls)
Last Name (Family Name) First Name (Given Namej }Mldtﬂe Initial | Date (mm/idlyyyy)

©. IMHhB Braplbyes's previoils grant of mployment alfiorzation hes Bkplied; Broyide the iifarTration for the GhcuMment ar (poeip! that GSMbIfes
aontinying empigyment aythorizatiop In.the Sbage provided below. : il i
Document Title Dacument Number Expiration Date (f any) {mm/Aldiyyy)

| attest, under penally of perjury, that to the best of my knﬁwlﬁge, this employee is authorized to work in the United States, and if
the employee presented document(s), the documant(s) | have examined appear to be genuine and to relate to the indjvidual.

Signature of Employer or Auhorized Representafive | Today's Date (mmAddiyyy) | Name of Employer or Authorized Representative
W 08]29/201€ | MaOwv,y_ A devion

Form1-9 071717 N Page 2 of 3













EMPLOYER SOLUTIONS STAFFING GROUP
BACKGROUND CHECK AUTHORIZATION

willie porter
(First) {Middle) (Last)

Employee Name:

Former Name(s) and Dates Used:

Current Address Since: 94/2014 2297 Standish St St. Paul MN. 55108

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

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

{Mo/Yr) {Street) {City) {State/Zip)
Soclal Security Number; __ 478841376 . plel:H 09/07/ 1966
Phone Number: 6514243562
Driver’s License Number/State: Q827149126617

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

| hereby authorize Emplayer Solutions Staffing Group, LLC and its designated agents and representatives fo 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 recards.

| further authorize any individual, company, firm, corporatiaon, or public agency to divulge any and all information, verbal
or written, pertaining to me, to Employer Solutions Staffing Group, LLE 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 infarmation or data recelved from other sources. Employer Solutions Staffing Group, LLC and its
designated agents and representatives shall maintain all information recelved from this authorization in a confidential
manner in arder to protact the applicants personal information, including, but not limited to, addresses, social security
numbers, and dates of birth.

Signatufez W 22, TN Date: Aug 28, 2018

Notice to CA, MN, and OK Residents;
Please check the box belpw if you wish to receive a copy of a consumer report that is requested.
[&@]s wish to receive a copy of any Background Check Report on me that Is requested.




Poarn Informaci6n en espafiol, visite www.consumetfinance.gov/icornmore o escrilie a I Consumer Financlal Protection Burean, 1700 G Street N.W., Washington,
DC 20552,

ASUMMARY OF YOUR RIGHTS UNDER THE FAIR CREDIT REPORTING ACT ]

The federal Fair Credit Reporting Act (FCRA) promotes the accuracy, fairness, and privacy of information in the ¥iles of consumer reporting agencies, There are many
types of consumer reporting agencies, including credit bureaus and specialty agencles (such as agencies that sell Information about check writing histories, medical
records, and rental history records), Here is a summary of your major rights under the FCRA. For more information, including infarmation about additional rights, go
to www.consumerfinance.gov/learnmore or write to: Consumer Financial Protection Bureay, 1700 @ Street N.W,, Washington, DC 20552,

s You must be told if information in your file has been used against you, Anyone who uses a credit report or another type of consumer report to deny your apphi-
cation for cradit, insurance, or employment ~ or to take anuther adverse action agalnst you ~ must tell you, and must give you the name, address, and phone
number of the agency that provided the information,

s You have the right to know what 1s In your file. You may request and obtain all the information about you in the files of a consumer reporting agency (your “file
disclosure”). You will be required to provide proper identification, which may include your Social Security number, In many cases, the disclasure will be free. You
are entitled to a free file disclosure if:

» aperson hastaken adverse action against you because of information in your credit regort;
= you are the victim of identity theft and place a fraud alert in your file;

» your file contalns inaceurate information as a result of fraud;

» you are on public assistance;

= you are unemplayed hut expect to apply for employment within 60 days.

In addition, all consumers are entitled to one free dlsdosure every 12 months upon raquest from each nationwide credit bureau and from nationwide specialty con-

sumer raporting agencies. See www : B earnmore for additional infarmation,

® You have the right to ask for a credit score. Credit scores are numerical summaries of your credit-worthiness based on information from credit bureaus, You may
request a credit score from consumer reporting agencies that creata scores or distribuyte scores used In residential real property loans, but you will have to pay for
it. In some mortgage transactions, you will recgive credit score information for free from the mortgage lender.,

s Youhavethe right to dispute incomplete or inaccurate information. If you identify information in your file that Is incomplete or Inaccurate, and report it to the

consumer reporting agency, the agency must investigate unless your dispute is frivolous, See www.consumerfinance.gov/learnmore for an explanation of dispute
procedures,

» Consumer raporting agencies imust corfect or delste inaccurate, Incomplete, or inverifiable information. Inaccurate, incomplete or unverifiable Information
must be removad or corrected, usually within 30 days. However, a consumer reporting agency may continue to report information it has verified as accurate.

¢ Consumer raporting agenclies may not report outdated negative information. In most cases, a consumer raporting agency may nat report negative information
that Is more than seven years old, or bankruptcies that are more than 10 years old.

o Access to your file is imited, A consumer reporting agency may provide information about you only to people with a valid need ~ ususlly to consider an applica-
tion with a creditar, insurer, employer, landlord, or other business. The FCRA specifies those with a valld need for access,

s You must give your consent for raports to be provided to employars. A consumer reporting agency may not give out information about you to your employer, or
a potential employer, withont vour written c:msent givenm the employer. Written cansent generally Is not required in the trucking Industry. For mora infor-

« You may limit "pmeaed" offers afcredtt and insurance you get based on information in your credit report. Unsolicited “prescreened” offers for credit and
insurance must include a toll-frea phone number you can call if you choose to remove your name and addrass from the lists these affers are based on, You may
opt-out with the nationwide credit buresus at 1-888-567-8688.

» You may seek damages from violators, if a consumer raporting agency, or, in some cases, a user of consumer raports or a furnisher of information to a consumer
reparting agency violates the FCRA, you may be able to sue in state or federal court,

¢ ldentity theft victims and active duty military personnel have additional sights. For more information, visit www.consumerfinance.gov/learnmora,
States may enforce the FCRA, and many stutes have thelr own consumer reporting lows. In some cases, you may have more rights under state law. For more infor-
mution, contact your state or facal consumer protection agency or your stote Attoraey Genergl. For information about your federol rights, contoct;

TYPE OF BUSINESS: CONTACT:
1.3, Banks, savings associations, and credit unlons with total assets of over a. Bureau of Consumer Financial Protection
$10 hiliion and theis affiliates, 1700 G Street NW
Washington, DC 20552
h, Such affiliates that are not banks, savings associations, or credit unions also | b, Fedaral Trade Commission: Consumer Resppnse Center —FCRA
should list, in addition to the Bureau: Washington, DC 20580
(877) 382-43857

2, To the extent not Included In item 1 abave:
. National banks, federal savings associations, and faderal branches and fed- | 2. Office of the Camptrolier of the Currency
eral agencies of farelgn hanks Customer Assistance Group

1301 McKinney Street, Suite 3450

Houston, TX 77010-9050

b, State member banks, branches and agencies of forelgn banks {ather than b, Federal Reserve Consumer Help Center
federal hranches, federal agencies, and Insured state branches of foreign P.0. Box 1200

banks), commercial lending companies owned or controlled by foreign banks, | Minneapolls, MN 55480

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

¢ Nonmember Insured Banks, Insured State Branches of Foreign Banks, and ¢. FDIC Cansumer Response Center
insured state savings assoclations 1100 Walnut Street, Box #11
Kansas City, MO 64106

d. Federal Cradit Unions d. National Credit Union Administration




EMERGENCY CONTACT INFORMATION

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

Employee Neme: willie porter
Address: 2296 Standish St. St. Paul Minnesota 55108 #10
e 6514243562
= EMERGENCY CONTACTS T
Please list two people (in priority order) who could be contacted in case of an emergenay
Contact #]1 Home Phone:
Name:  Floydia Cyrus Cell Phone: 612987 2106
Relationship: Friend _ | 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.



2TEAVE SOV D s.,tr. ng AU
Direct Deposit/Payroll Debit Card Authorization

Employees have the option of receiving wages by Direct Deposit and/or Payroll Debit Card.
ou do not provide a wadttun vlection, wages will be pald by Payroll Dobit Card.
CSEEHION I BASIC 1_1\.‘]’01(]\1 AAIEG : '

| Eoployee Name  uinie norter C [SSWmiden) 479841376

| SECRION 20 PAVROLL FLECTION

| CJ] Direct Deposit (Please complete Sections 3 and 5 elow)

®)] Payroll Debit Card (Please complete Sections 4 and 5 below)
] ‘“‘“TJON 50 DIRECT DEPCSIT

Update Bank Acconnt

[ Paper Check (Option available 1 GA NH and NY residents only)

Note; Direct Deposit accournts may take up to 7 days to be act
1 understand and acknowledge that if I do not provide a
voided check with this direct deposit form, 1 am {
Routings : responsible for any delays In payroll or extra costs
E incurred if the account number that 1 provide is incorrect.

Account#

Account Type: || Chocking]] Suvings[TJlotmer ...

*  To helpus avoid making an error, please attach a copy of a voided check. (8 deposit slip will not work)
= If'you change banks, do not close your old bink account until your direct deposit hes started at the new bank, which may teke 2 pay periods.

Initial Date

SSECTIONTY DAYROES DEDFTEARD

Fedarallnwreqmresallﬁnanmlmsﬁwﬁunsmobmin,vmify andmmﬂmﬁumaﬁonﬁmidmﬂﬁcseachpmonwhoopmanmmhotdum
Tequest a Payroll Debit Card for you, we must provide all of the following information that will enahle the financial institution to identify you. If
you do not submit a Direct Deposit/Payroll Debit Card Authorization, BSSG will provide the necessary information and issue you # Payroll Debit
Cardmpayiguurwnges.lloryourmwcﬁnn,ﬂzeﬁuwcialinsﬁmﬁonmayukyouwpmvldeﬁmaﬂdiﬂonﬂidmﬁﬁcaﬁonmfmaﬂmwmcym
;vuﬂyyour entity.

| Bxcept for the routing and account number, ESSG does not hdve access to any information regarding your Payroll Debit Card account or
msauﬁons.Onymxrﬁrstpayday youwﬂlmeiveyournaw?aymllDeb:tCa:ﬂ,andapaaknteomainhagallofﬂmtennsandcondinons You will
| then sign acknowledging that you received the Payroll Debit Card and packet, Your Payroil Debit Card will be reloaded on each payday yon receive
| wagss,

| CARDHOLDER INFORMATION (as you want your Payroll Debit Card 1o be issued)

|I First Name Wi“ie MI M Last Name Porter | Dats of Birth 9/7/66
1 Street Address (PO B WTAUTEPTABLE 2297 Standish St. #10 ‘ Social Security? 479.84-1376
"Gy st. Paul _{™=mn | 55108 | Cell Phos (uobil) ~ 651 474.3562

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

yrollDetharanu g # P llDebﬂCard f
w10\l 2.4 402210680 QML—______ |
|1 have recgived my Payroll Debit Card, welcome bmhmﬁ progmm fes, program besms, program besms, conditions. and disclosures. By activating my P Byacnvathg ‘my Poyroll Debit Card,
1 am agreving {o the program terms, condltions, and disclosures thet aye included or mude aveilphle ta me from time o0 time from the fnenclal nstitution, 1
nuthorize the finunciul institution to debit my Payroll Debit Card account for the fees described in the fee soheduls that is part of the program terms,
conditions, and disclosures,

Employee’s Signature: wwlepm!?mnzm) Date: AUS28,2018

SECTION SN AU THORTZATION

T authorize BSSQ 10 disectly deposit my periodic wuges/compensation psyments, net of required tax wlﬁ)holdmgs. other required wiu\holdmgs
or antharized deductions, into my account(s) s designated above and to inftiate, if necessary, debit entries and adjustmentsfor any credit entries
mmade in error to my aecount(s). * E-mail Is required for pay stub information.

+*E-mail: Spydamyke.spyda@gmail.com @
this information will only be used to send your paystubs electronically

Employee’s Signature; _ il porte/laun 23, 2016 Date: AUE 28,2018




STATEMENT OF CONFIDEN TY

This agreement made this 29 day of Pﬂ)ﬂ S+ , 201 £ between
Employer Solutions Staffing Group LLC, hereinafter referred to as "employer”,
and_N([lle Portex~  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.

wme%mnmw

Employee Signature

ol ——

Employer Solutions Staffing Group LLC, Representative




erncloyer s«:utiar-s :taf f.‘fg grcg.. .
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 shouid -
be a minimum of once every two weeks. Fallure 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, .

Notify your employer immediately of any new injuries or condltions 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.

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

Signed: lifs porter{Aug 25, 20:5)

Printed Name: __ Willie porter




giviployer soluons m""ﬂg gz;cv.'-;'::__
Important/importante
LOST OR STOLEN PAYCHECKS

If a paycheck Is lost (missing, misplaced, destroyed, last in the mall, 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

St un cheque de pago se pierde (que falta, fuera de lugar, destruido, perdido en
el correo, etc), usted debe nofificar a su reclutador de personal que el cheque no
. se puede encontrar. Si se puede verificar que el cheque no ha sido cobrado,
ESSG se detendré el cheque de pago y resmitir el cheque a usted, descontando
un cargo de entre $ 25 - § 35.

Si su cheque de pago fue robade, 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 sl la pérdida del cheque
no fue su culpa, ESSG emitira un nuevo cheque y no hay cuota se deduciré.

AGREED/SE ACUERDA—

Name/Nombre (con letra de molde): willie porter

S_IgnatureIFirma: %%
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b
employer solutions staffing group .
ESSG WORKPLACE SAFETY POLICY

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

(1) Ensure that its clients provide you with a workplace free from serious
recognized hazards and comply with standards, rules and regulations issued
under the OSH Act.

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

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

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

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

ESSG is committed to vigorously enforcing its OSHA Compliance Policy.

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

» Responsibility to work in compliance with OSHA laws and regulations

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

» Responsibility to report workplace hazards and dangers

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

You have the following basic rights:

. » Right to refuse unsafe work
o Right to kmow or be informed about actual and potential dangers in the
workplace \
» Right to review copies of appropriate standards, rules, regulations and
requirements that the host employer is required to have availahle at the
workplace.



e o ;
amployer solutions siafing group.

o Right to request information about safety and health hazards in the
workplace, appropriate precautions to take, and procedures to follow if
involved in an accident or exposed to hazardous substances

e Right to gain access to relevant personal exposure and medical records.

You can have your name withheld from the host employer and any other entity, by
request, if you sign and file a written complaint. You can request to be advised of
OSHA actions regarding a complaint, and request an informal review of any
decigion not to inspect the site or issue a citation. And, you can file a complaint if
you are punished or discriminated against for acting as a “whistleblower” under the
OSH Act or 18 other federal statutes for which OSHA has jurisdiction, or for
refusing to work when faced with imminent danger of death or serious injury and
there is insufficient time for OSHA to inspect. Retaliation or reprisal taken against
anyone who has expressed concern about workplace safety is illegal.

If you believe that your right to a safe workplace has been violated, you can make a
report to a manager of the host worksite employer and/or ESSG (by telephoning
952.836.1288/1.866.496.7578) and asking for the ESSG Safety Director. You can
also contact OSHA directly with any concern. ESSG recognizes the serious nature
of ensuring workplace safety will endeavor to protect any employee who may have
been subjected to unsafe or hazardous worksite conditions.



Acknowledgement of Receipt of Workplace Safety Policy

I certify that I have received a copy of Employer Solutions Staffing Group’s ESSG
WORKPLACE SAFETY POLICY. I understand that it is my responsibility to read
this policy and ask my supervisor, a member of management or to telephone
Employer Solutions Group (ESSG) at 952.885.1288/1.866.496.7673 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.

1 also agree that if at any time during my employment I am believe that I am
working in an unsafe or dangerous work environment, I will immediately contact
my supervisor, manager, director or ESSG’s Safety Director at
952.885.1288/1.866.496.75678 in order to obtain assistance in the resolution of such
matters.

Employee Name (Please Print)
willle portér .

Employee’s Signature:

Yl i Date; AUB28,2018




- 8850 Pre-Screening Notice and Certification Request for
Y, the Work Opportunity Credit OMB Ne, 1846-1500

Departmert of the Treasury

Intemal Revenue Service P information about Form 8850 and its separate instructions is at www.irs.gov/form8si

Job appiicant: Fill in the lines below and check any boxes that apply. Complete only this side,
Yourname  Willie porter Social sscurity number > 479841378

Street address whersyoufive 2297 Standish St.

City or town, state, and ZIP code St Paul Minnesota 55108

County _KQM%/ /1 ot Telephone number _ 0914243562
- d

If you are under age 40, enter your date of birth (month, day, year) 09/07/1966

1 Check here if you recsived a conditional certification from the state worldorce agency (SWA) or a particlpating local agency
for the work opportunity credit.

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

¢ | am a member of a family that has recsived assistance from Temporary Assistance for Needy Familiea (TANF) for any 8
months during the past 18 months.

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

» | was referrad here by a rehabilitation agency approved by the state, an employment network under the Ticket to Work
program, or the Departmeant of Vaterans Affairs.

« | am at least age 18 but not age 40 or older and | am a member of a family that:
o, Recaived SNAP benefits (food stampe) for the past 6 months; or
b. Recslved SNAP bensfits (food stamps) for at least 8 of the past 6 months, but Is no longer eligibla o receive them.,

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

¢ | received supplemental security income (SS) benefits for any month ending during the past B0 days.

* | am a veteran and 1 was unemployed far a perlod or periods toteling at least 4 weeks but less than 8 months during the
past year.

<«

Check hera if you are a veteran and you ware unamployed for a period or pericds fotaling at least 8 months during the past
year.

Check hers if you are a veteran entitied to compensation for a service-connected disahliity and you werse dissharged or
relsased from active duty in the 118, Armed Forces during the past yesr,

»

§ m Check here if you are a veteran entitled to compansation for a service-connected disabifity and you were unemployad for a
 period or periods 1otaling at least 8 months during the past year.

o

Check hers if you are a member of a family that:
» Recelved TANF payments for at least the past 18 months; or
« Recelved TANF payments for any 18 months beginning after August &, 1997, and the earllest 18-month petlod beginning
after August 5, 1897, ended during the past 2 years; or
» Stopped being eligible for TANF payments during the past 2 ysars 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 s at least 27 conseoutive weeks and for all or part of that perigd
you recelved unemployment compensation,

— Signature—All Applicants Must Sign

Undlor penaliias of perjury, 1 dagiara that | gava the above infgrmation to the employer on or before the day | was offered & job, and 1t Is, to the bast of my knowledge, trus,
correct, and complete,

Jobh applicant’s signature b %% Date Aug 28,2018

For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat, No, 22851L Form 8850 (Rev. 5-2016)



Form A (rev. 03/2017) TAX CREDIT QUESTIONNAIRE

EMPLOYER SECTION:

SiTA L Cranid AcniniSTEatis

(== 4B PloXing Compasy: " OYPOY OAR MaraQement (=

Location: ’FY;d\C\I : MN PwﬁmP;%WbM Lh’Ul- Starting Wage: $ O &2

EMPLOYEE SECTION:

First Name: Last Name: Sufiix: Street Address: City/State:
willie porter 2297 Standish St, St Payl, Mn

Zip:
55108

479841376 09/07/1966 51 Yes[J No[®

SSH: Date of Birth: Age: Have yon worked for | 1f yes, location:

this co y before? N/A

Please complete all questions, and sign and date the form.

Yes No

L

Have yoli or has anyone living with yon received Temporary Assistance to Needy Families (TANF)
at apy time gince August 5, 19977 (If yes, please provide mformation below.)
Name of the person receiving bepefits: ____ Relationshiptoyow _____

2-

Have you or has anyone living with you received Food Stamps (SNAP) at any time during the past 15 months?
(1f yes, please provide infurmation below.)

ame of the person receiving benefits: _____ Relationshiptoyow _____
City: County:; . State _____

3.

Have you received Supplementsl Security Income (SSI) at any time within the past 3 months?
Please note, this i not the same a5 Social Security benefits (SS) or Soclal Security Disability (SSDI) benefits.
*If you chacked yes please provide a copy of your SSI documemation.

4.

Have you received any type of vocational rehabilitation services within the past two years?

If yes, please indicate which type of agency you worked with and provide their location information below:

d?lwuﬁoual Rehabilitation Agency g] Dept. of Veterans Affhirs m] Employment Network (Ticket to Work Program)
Name of Agency: ... Phoped: ____

City: ___ County: ___ State: ____

sifyou checked yes please provide a copy of your active Individual Work Plan and Ticket to Work documentation,

Are you a Veteran of the U.S, Military? */fyes, please provide a copy of yowr DD-214 and letter of ssparation.
(If yes, please provide information below. Ifno, please continue to question #6.)

Dates of Service ~From: _____ To:
Branch of Service:
Are yon entitled to or are you rocelving compensation for a service-connected disability?

Q
O]

6.

Have you been unemployed st any time during the Iast 12 months?

If ves, dates of nnemployment - From: To: |
Did you recelve imemployment compensation at any point during your unemployment?

1f yes, in which state did you receive unemploytnent compensation? __

e

7’

Have you been convicted of a felony or released from prison for a felony conviction in the past 12 months?
Conviction Date: Relsase Date:

ol o aQ
Q @ @

|

Waa this 8 []] Federal or [J] State conviction? 1f State - County:

-

State:_____
T AT G

. mc Mc American): Are you orybn} spouss amember of  Natjve Amsrican Tribe?

If you checked yes please provide a copy of your CDIB card.

CA Residents; [[] Are you the child of foster parents? [[] Do you recsive CalWorks? ]| Workforce Investment Act?
Are you a migeant or seasonal farm worker? [[J Have you ever been convicted of a misdemeanor?

SC Residents: [] Do you receive Family Independonce Benefits?

PLEASE READ, SIGN, AND DATE:
Under penalties of perfury, ] declare the information abave fo be true and accurate 1o the beat of my knowledge, and I herehy authorize any agency, orgomization, or

tndividunis to supply such verification or information that may be needed 1o determine tax credit eligibility
Consultaits, Inc. dba Retrotax), or the Department of Labor.

New Employee Signature: % Date: AUE28,2018

to my emplayer, employer represuntative (Associated




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: % Date Aug28,2018

New Hire Name: -_Wwillie porter

Social Security Number: 479891376

Employer Name: Mayi fn 0RY $0N— Corpovaire M&Y\agfu\/\f«r\r QYDU\O

Please check the statements below if they apply to you.
1 1declare that | was in a period of unemployment that is at least 27
‘consecutive weeks and for all or part of that period | received unemployment
compensation.

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

(Enter start date)

Privacy Act Nofive: g

The Intemal Revenus Code of 1886, Section 51, as amended and iis enacling legisiafion, P.1.. 104-188, specify that the State Workforce Agencies arethe
*dgsignated” agencias responsibla for administaring the WOTC cerfiication procadures of this program. The informafion you have provided completing this
form will be disciosed by your employer to the Stata Workforce Agency, Provision of fhis information ks voluntary; however tha information Is required in
detamming your employer’s eligibility for the federal tex credit

Persons are not requirad to respond to this collecfion of informalion unless i displays a cusmently valid OM B control number. Respondenis’ obligafion i
complate this form I required to obiain or retein banefis (P.L. 111-5). Public reporfing burden is esimaed i average 10 minuies per respense, including the
fime for reviewing insiruciions, searching exsting data soumes, gathering and mainisining fhe data needed, and complsting and reviewing the coliection of
Informafion. Send commants reganding this burden estimate to the U.S. Department of Labor, Division of Nefional Programs Tocls Technical Assistance,
Room C-4510, Wasfington, D.C. 20210 (Papawark Reduclion Project 1205-0371). Pletss do not submit completed forms fo fhis address,
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www.employersolutionsgroup.com www.MyPayESG.com
Employee Keeps This Form

NOTICE: ESSG Electronic Pay Stubs

ESSG provides employees with electronic pay stubs. You are able to view your pay stub by
using either of the following methods:

1. You can view your check stub by logging into the employee portal at www.MyPayESG.com

Your username Is the first four letters of your last name followed by the last four numbers of your SSN.
The log-in Is case sensitive, 50 be sure that you capiiaiise the (2 lather cfyewr ot nema.

For example: John Woods SSN: 111-22-3333 would have a username of Wood3333

Your password will initially be Temp12341, and you will be directed to change it when you first login. Be

sure to write down and keep your log-in information in a secure location. For support please emall
MyPayESG@MyPayESG.com

2. You can also receive your check stub by emall by providing us with your email address on page 1 of this packet,
** Your check stub will come from payroll@MyPayESG.com, be sure to check spam folder.

Empleado Toma Copiar
BT TR A R L AT ENC IO N e e s e

ESSG proporciona a los empleados con los talones de pago electrénicos. Usted
puede examinar su talon de pago utilizando cualquiera de los métodos siguientes:

1. Usted puede ver su talén de cheque por |a tala en el portal electrénico del empleados en www.MvPayESG.com

Su nombre de usuarlp son las cuatro primeras letras de su apellido seguido por los cuatro Gitimos digitos de
sy nimero de seguro social.

El portal es caso dellcado, asegiirese de gue la primera letra de su apellido sea mayGstuls,

Por ejemplo: Juan Garcia SSN: 111-22-3333 tendria un nombre de usuario de Garc3333

Su contrasefia iniclaimente serd Temp1234, y usted serd dirigido a cambiaria la primera vez que inicle
sesién. Aseglrese de anotar y guardar su informacitn de registro en un lugar seguro. para apoyar email:
MyPayESG@MyPayESG.com

2. Tamblén puede recibir su talén de cheque por correo electrénico, al proveir su correo electronico enla
pagina 1 de este paquete
** S talén de cheque vienen de payroll@MyPayESG.com, asegiirate de revisar la carpeta de spam



DRUG AND ALCOHOL TESTING POLICY

.. PURPOSE

Alcoho! and drug abuse adversely affects job performance, the kind of work an employee
performs and an employee’s opportunities for successful employment. It is the intent of this document
to provide employees with ESSG's [hereafter “the Company] policy regarding the use of drugs and
alcohol while at work. The Company does not intend to intrude into the private lives of its employees,
but strongly believes that a drug-free workplace is in the best interest of employees and non-
employees alike.

.  SCOPE

This policy applies to all applicants for employment and to all employees including contract or
temporary employees. The policy is applicable at Company facliities or whenever Company
employees are performing company business.

.  DISCLAIMER

Employment at the Company Is at-will. This policy is not a unilateral employment contract and
should not be interpreted as creating a unilateral employment contract.

V.  PROHIBITIONS

A. No employee shall report to work under the influence of alcohol, any controlled
substances, or any other drugs or medications that may affect the employee’s aleriness, coordination,
reaction, response, judgment, decision-making, or safety. )

B. No employee shall operate, use, or drive any equipment, machinery, or vehicle of the
Company or any client of Company while under the influence of alcohol, any controlled substances, or
any other drugs or medications that may adversely affect the employee’s abllity to operate such
equipment, machinery, or vehicle. Employees are under an affirmetive duty to immediately notify their
supervisor if they are not in an appropriate mental or physical condition to operate, use, or drive any
equipment machinery, or vehicle or otherwise safely perform thelr job duties.

C. No employee shall unlawfully manufacture, distribute, dispense, possess, transfer, or
use a controfled substance in the workplace or wherever the Company's work is being performed.

D. Engaging in off-duty sale, purchase, transfer, use or possession of illegal drugs or
controlled substances may have a negative effect on an employee’s ability to perform his/her work for
the Company. In such circumstances, the employee is subject to discipline.

E. When an employee is taking medically authorized drugs or other substances that may
alter job performance, the employee Is under an affirmative duty to notify their supervisor of the
temporary inability to perform his or her job duties, i

= The Company shall notify the appropriate law enforcement agency, licensing boards,
and other relevant authorities when it has reasonable suspicion to believe that an employee may have
illegal drugs in his or her possession at work or on company premises.



G. Employees shall not consume alcoholic beverages during lunch periods, dinner
periods, or breaks when retuming immediately thereafter to perform work on behalf of the Company.
in situations where the employee conducts the Company’s buginess after the intake of alcohol, the
employee shall be subject to discipline up to and including discharge.

V. ALCOHOL AND DRUG TESTING

As part of the Company’s commitment to an alcohol and drug-free workplace, the Company
reserves the right to require that applicants and employees submit to drug or aicohol testing in
accordance with the provisions of applicable law. This policy represents the notice required under
applicable law and a copy will be provided to all applicants and employees who are requested to
undergo testing. In the event of any confiict between this policy and applicable law in affect at the time
of the test, the law will control.

A. Who May be Sub to L

1. Job Applicants. The Company may require that all applicants for a particular
position be tested for drugs or alcohol after receiving a conditional offer of employment. If the

applicant tests positive for drugs or alcoho!, the conditional offer may be withdrawn.

2. Routine Physical Examination Testing. The Company may require employees
fo undergo a drug or alcohol test once a year as part of a routine physical examination. Affected
employees will be given two weeks written notice that they will be tested for drugs or alcohol as part of

a routine physlcal.

3. Random Testing, The Company may require employees in safety-sensitive
positions to undergo testing on a random selection basis. Once the random selection has been made,
the Company will not waive the selection of any employees identified through the random process.

4, Reasonable Suspicion Testing. The Company mey require an employee to
undergo drug or ajcoho! testing if the Company reasonably suspects that the employee:

., is under the influence of drugs or alcohol;
b. has violated the Company’s written work rules prohibiting drug and alcohol use;
c. has sustained or caused another employee to sustain personal injury; or

d. has caused a work-related accident or was opersating or helping to operate
machinery, equipment or vehicles involved in a work-related accident.

5. Treatment Program Testing. The Company may require an employee who has
been referred for chemical dependency treatment or evaluation or is participating in a treatment

program under an employee benefit plan to undergo drug or alcohol testing on a random basis and
without advance notice during the evaluation or treatment period and for up to two years following the
completion of any treatment program.



B. Conducting the Testing.

L Consent. All employees required to undergo testing will be required to complete
and sign the employee consent form attached as Appendix A.

2. Refusal to Participate. An employee or job applicant has the right fo refuse
testing. However, a refusal of testing will be treated as a failure to comply with Company policy and
may result in withdrawal of a job offer or disciplinary action up to and including termination of
employment. '

3. The Laboratory. The Company will use a laboratory certified by the National
Institute on Drug Abuse (NIDA) or its successor, the College of American Pathologists (CAP), or the
New York State Department of Health or ather licensing body recognized by applicable law to perform
all drug and alcohol tests.

4, Test Resuits.

The laboratory will conduct both an Initial test and a confirmatory test if the initial test Is positive.- A
negative result on either the initial or confirmatory test will be deemed a negative test result (Le.
the employee passed the test). A positive result on both the initial and confirmatory test will be
deemed a positive test result (i.e. the employee failed the test.)

a. Negative Test Resuit. An employee or applicant who tests negative for
drugs or alcohol will be given written notice that they passed the test within three working days of the
Company receiving the test results from the testing laboratory.

b. Positive Test Result. An employee or applicant who tests positive for
drugs or alcohol will be given written notice that they have failed the test within three working days of
the Company receiving the test results from the testing laboratory. The employee or applicant will
then be given the opportunity to provide any information to explain the positive fesuit, including any
over-the-counter or prescription medications the employee or applicant may have taken. An employee
or applicant who wishes to submit any explanatory information must do so within three working days
after being notified of the positive test result.

An employee or applicant who has a positive test resuit may also request a
retest of the original sample by the same or different certified laboratory at his or her own expense.
An employee or applicant who wishes to conduct a retest must notify the Company in writing of thelr
intention to conduct such a retest within five working days after being notified of the positive test result.
If the results of the retest are negative, the test will be considered a negative test result.

C. Right to Test Result. An employee or job applicant has the right to
request and receive from the Company a copy of the test result report on any drug or alcohol test.

C.  Costs. All costs related to alcohol and drug testing will be paid by the Company, with the
exception of any retests requested by the employee or applicant following a positive test result.

D. isciplinary Action in Response {o a Positive Test Resu

1. Interim Discipline and Action: The Company reserves the right to temporarily
suspend an employee or transfer the employee to another position at the same rate of pay pending

the outcome of any drug or alcohol test. An employee who is suspended without pay will be reinstated
with back pay if the test or any requested retest is negative.



2. Applicants, The Company reserves the right to withdraw the conditional job
offer of any job applicant with a positive test result, without the opportunity to complete evaluation or
freatment.

3. Employees - First Positive Test Result - Termination: The Company will not
discharge an employee for the first positive test result. Instead the employee will be given the
opportunity to participate in an appropriate drug or alcohol counseling or rehabilitation program as
determined by a certified chemical use counselor or physician trained in the diagnosis and treatment
of chemical dependency chosen by the Company. The employee will be responsible for paying all
costs associated with any evaluation and subseguent treatment themselves or pursuant to coverage
under an employee benefit plan. An employee who refuses or fails to participate in, cooperate with, or
complete the evaluation or recommended treatment may be terminated. An employee who
successfully completes treatment may be subject to random follow-up testing for a period of up to two
years in accordance with section V.A.5. of this policy.

4, | - Flrst Test Result—Discipline; The Company reserves the
right to take any other disciplinary action short of discharge it deems warranted following a first
positive test resuit. 2

5. Emplovees-Subseguent Positive Test Result: An employee who has more than
one positive test result may be terminated immediately following any second or subsequent positive
test result without refarral to or the opportunity to complete additional chemical dependency
counseling or rehabilitation.

E. Privacy of Test Results.

1. Test results and other information acquired as a result of the testing program
are private and confidential information and will net be disclosed by the Company or the testing
laboratory to another employee or to third party individuals, government agencies, or private
organizations without written consent of the employee or applicant being tested.

2. Evidence of a positive test result, however, may be used in an arbitration
proceeding pursuant to a collective bargaining agreement, an administrative hearing, or a judicial
preceeding, provided the information Is relevant to the hearing or proceeding. Such evidence may also
be disclosed 1o any federal agency or other unit of the United States government as required under
federal law, regulation, or order. Evidence of a positive test result may also be disclosed to a
substance abuse trestment facility for the purpose of evaluation or treatment.

3. The Company will provide an employee with access to information in the
employee’s file relating to positive test result reports and other information acquired in the testing
process as well as conclusions drawn from or actions taken based upon such information,



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. 1 have read the entire contents of this policy and | am aware and fully
understand: (a) the policy and lis contents; (b) what conduct the policy prohibits and the
consequences of such conduct; {¢) my rights under the policy and the consequences if |
exercise certain rights; and (d) that certain events as described in the policy may resuit
in adverse personnel action, including my termination from employment with ESSG. |
understand that this policy in any form, and any employee handbook including this
policy, are not a unilateral employment contract or offer thereof.

3. | herehy 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.

L/ v
m%mnm

Individual's Name

Aug 28,2018
Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



Health Pian Options roinger sohi .
Employee KEEPS )
this page Ei‘ﬁt % %G

vrd:rr uhn iadd Qusrun'

Enhanced MEC_Plan 1 Fixed Indemnity_Plan 2
o MEC wellness/preventive plans starting at o * ESC Fixed Indemnity plans starting at
$24.00/week $20.25 per weekly payroll deduction
o Covers 63 mandated benefits AND 520
office yisit copay, 510 generic prescription o Medical, R, vision and dental benefits
drug copay, $10 CVS Minute Clinic copay « Doctor office visit benefit of $100 per day
and more!
, Eliminates employee indlvidual mandate tax o Wellness benefit of $100

for those enrolled o No pre-existing condition limitations

o Options for family coverage ' o No walting period or deductibles on medical

o Weekly payroll deduction — month by month coverage o First Health Network

o Visit waawv.essghasith.com for info and tools o Unbundled choices-you do not need to have medical to
choose the vision; dental, term life, or short term

o PHCS Network disabmty

BNce m Esser oe (Plan 1) which is administrated by Heaith EZ. The
Minimum Essentlal Coverage (MEC) plan ls ACA qualtfylng There are copays for services like doctor’s visits,
x-rays, and generic prescription drugs. Pleasé note - hospitalization is pot a covered benefit.

} ndemn an 2) which is administrated by Planned Administrators Inc. (PAl). The
Fixed indemnity P!an offers ltmtted beneﬁts at an affordable price, specifically for the stafiing industry. Premiume
will be automatically deducted from your weekly paycheck. This means you are buying it with pre-tax dollars.
What does pre-tax dollars mean? 1t simply means the premium comes out before taxes are taken out, which
means you're taxed on less income. Affordable medical, dental, vision, disabilily, and life insurance benefits are
available.

You have 30 davs from the stert of your employment to change your benefit elections,

The 3rd plan s offered to only qualifying employess®, It's an ACA qualifying Bronze Plan with Essential
StaffiCARE (ESC). Once you qualify, you will be notified by ESC that you are sligible, and will be given the
opportunity to enroll. You should receive this after you have been on assignment for approximately 35 - 45
days. The offer will be mailed to the address we have on file, It is your responsibility to update your address
if needed.

If you have any questions, plaase contact the Health Benefits Team at Employer Solutions Staffing Group,

*An employee will be deemed qualifying any time after 30 days on assignment(s), and thelr status is

working 30+ hours per week or more than 1560 total hours In a calendar year, They must be ESSG
employees.*

AL TLED e

Health Benefits Team
Employer Solutions Staffing Group
PO Box 46270 | Minneapolis, MIN 55344

Phone: 952-767-9519 1 Fax: 952-767-9515
healih@emploversolutionsgroup.com
hetp:/ /ESSGHealth.com
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Enhanced MEC Plan 1

i : THetwork * Cutoi-Netwe
Tependar Vear Deahustils i Rons ‘ ?95 ]
Crimeuranes Son Nans ‘
QuircfePunked Merdmune feve ” eI |
Frovevmdys Sene 200% D ured N Qenerogs 3
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Pramacy Phyvcidian Difise Vis® GO0 Lo r -3 Mena.: |
Snectaiist Crifioe Vet $6& Sopey o Cevarapa
CV3 [inut: Olinie §90 Sopne j o Coareraga
tirgent Crre 67 Sopay o Cowarags
Bwenpency Sanies ho Govege ifo Lovarage .
tosaited Sorvers ~ inpediont & Caslpetient e Ko Coverege ito Covarage
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Gangie . 7 s e ~ o Mo Covarage
Prefemed SEnd AT M 15 Coverage
mo&?w.’eﬁrs.. r:'.nd; - RS fig Coverage
Speciely . . . Hofeversgs | ]

Employee Only $24.00
Employee + Spouse $38.00
Employes + Child(ren) $36.00
Family $63.00

MOTES: This seves a8 o Banary oF yop hovsiis plan o P
_rovernge; Izﬁu’ﬁm axr' = clut. G gareersmm

mese refer t vowr Bummary Flan Desetiption far retea)

SHectve 1013018 { §86-707.2u78 | waw. EnssiverdolutizieBeneltc.com



Fixed Indemnity Medical Benefits_Plan 2
F..BMEH'EB BENEFETS SUMMARY olicy Number - 219301-E5G-1

T'he ixey indemnry Maoaca Plan pays 2 flat amount for a covered event causat by an accnden. o1 iliness, i the coverec event costs
rmove, you pay the direrence. But if the covered event costs Jess, you keep the difference.

11 Cutpatient Beneflts e inpatient Benafits AT, moipiy
By, ’:% Physician O‘hce Visit $100 per dey Stencard Care $300 per day
Di agnosac flab) . $75 parday Intersive Cars Unit Maxinmum - $500 per dey
Diagnostic (X—Rey) . ] _5209 per day_ inpetient Surgery $3,500 per day
Ambulanca Servicas $300 per day : _Anest)‘r°sisk>gy %700 per day
Physical, Soeach or Occupstions! Therapy  $50wer uay . Skilled Nurstag %100 per day
Emargency Rcom Benert - Sicknass $"GO per day First r!asp.tan Adrrission {1 per year) $250
Emergency Room Benem Ac’roen‘ , 575 oargday Armuel inpatient Maxg-mr- No Limit
Outpat-nm Surgery _ $750 per day Weliness Care _ _
Anesthesiology T $30Coerday Wellnass Care {one par year) ) $100
Amuai Ou'epataeﬂt Max:mum $2,250 Ny Prescription Drugs {via mlmbursement) &

Annal Maximum R -

Per Day

' glf ouspatient  benefitn are subject o the outpatient meximum - psys In addition to stancerd care benefit” for stays In & sidfied nJmngkciInyaftata hospra! sty
“Sugject intemne! imits ofplan ot subject 1o outpstient maxnim* Jo ﬁfe & claim for reimblrsement, sava your r3caipt end remit 1o Planned Admriswators, Inc.

 Annual Mmdmum Benefit © $750 - Peductible . $50 -

CaverageA_ I\cne/‘lm% ~ Exams, Cleanings, Intraca' Films and Bitewings A
4 CoverageB S'VIonthslé’J% = ___i-:i Ings. Dral Surgary, and iepa frs For Crowns, Bndges ane Damues :

CoverageC 12 ’Viont?-xs/SO% = “rer.:xciontscs, Crowns, Bndges, i:ndodonacs and Denwres ol
VST - g e R e e
a’%‘“ You Pay _ PlanPeys _YouPay P!a_zs_’fays i
1875 Bye Examination ' (nekvq ey, §10Copay T T T 7T M0 S
EmmOpﬂon (StandatdorPrammmmmaﬁlansH‘:) UptoSSSor?O%oﬁ?:ta'lee $0 _M0%  upio$40
Frames? __ S0Copay &0 after Si0alowsnce ﬁmdbmmmsﬁ . T00%  $48
Standard Plastic Lonses inhe, biocsl, tifocad* §10Copay - Mofreml _  100%  $25855
Lens Options _ .. 55Topey e o e R B
Comtact Lenses (Gonventional) * * ~ " """ $Copay Bhoiramaining S0 phs 1Mok 100% 964
Disposahle Contact enses ' T SCopsy .. .. .. . Seloweee ___00% S0 _
Diedically Necessary Contact Lenses*  $0Copey . 0% 80§00

1Once every 12 manths *Onca every 2 2 months

EcT 7 EIRENELH
7% Employee Amount $10,000 {redu

a1 70) Chﬂd Amount (6 n mos ta 26 ym ald) $5,

to $7,500 &t 65; $5,

17} “Spouse Amount __ $5,000 ferminates stage 70) . Infant Amount (15 daysto 6mos) 1000
ACCIDENTAL DEATH & DISMEMBERMENT (ADBD s part of the Term Life Beneftt)

‘Employee Amount _ $20,000 _Child Amount (§ mosto 26yrsold) 5000
Spouse Amount  _ §20.000 T T infant Amount (15days to S mos)  S2500

\BaneﬁtAmount - | 60%0 Salary ugto$ 50 parweaki_ '_ '
' 1'* Waﬁhg?qﬁadiMaxbnumBeneﬁtPenod L 5 el 7days, ,Jp‘£026waeks i ,

Medical  Pertal Vision  Term ero STD

EmployeaOnly 8025 %7 sz 060 620
Employee + 1 , 3 §a0  §7234 0 492 5050 -

mployea +Pamly 0T T Uedm smm S e -

This is an Essent:af StatfCARE Enroliment Form.



LIMITED BENEFIT EXCLUSIONS AND LIMTATIONS

These are the standarcl limitations and exclusions. As they may
vary by pl ease see your suramary plan description (gPD) Tfor
a more detaﬂ

FIXED !NDEMN&TY MEDICAL

No benefits will be paid for loss caused by or resuiting from:

¢ Intentionally selfInflicted injuries, suicide or any attempt while

sane or insane

Declared or undeclared war

Serving on fulltime acﬁve_ cuty in the armed forces

The covered person’s commission of a felony

Work-related injury or sicknass, whether or not benefits are

peyable under workers’ compengation or simifar law

No benefits will be paid for:

@ Eye examinations for glasses, any kind of eye glasses, or vision
- prescriptions

© Hearing examination:s ar hearing aids

@ Dental care or treatment other than care of sound, natural
teeth and gums requirad on account of injury to the covered
person resulting from an accident that happens while such
person Is covered under the policy, and rendered within 6
months of the accident

®  Services rendered in connection with cosmetic surgery, except

the covered person needs for breast

reconstruction following a mastectomy or as a result of an

dccident that happens while such n Is coverad under

the policy. for an accidental injury must be
ed within 90 days?the accident causing the injury

while such person's coverage s in force

® Services a’femded by a member of the coverad person's
immedi

20D O

The fixad indemmty medical plan is not avallable 1o residents of

Hawali, New Hampshire or Puerio Rico.

DENTAL

The plan will pay onlyfor procedures onthe Schedule

of Coverad Procedures ln the group pOi‘cy Many ch

covered underthe ave walting mitations

on how cften pay forthem wrthm a certaln time
frame. For more c{;’:alled Information on cove ures or

limiations, please see your summary plan descri pgon

VISION

No benefits a paggbla for services or materials connected with,

or charges arising froms:

@ Orthoptic or vision training, sub-normal vislon alds, and any
associated supplemental testing;

® Anissikonic lenses;

© Medical and/or surgical treatment of the eye, or
supporﬂng strucwug ot

\d ired by an employer as a condition of
flo;nlaaengew sarﬁ;; eye&ar egs%eaﬁcaﬂy covered

o SeMcas provided asa result of any Worker's Compensation law;

e Plano non-prescription '!‘%nses and non-prescription sunglasses

o Services or materials provided by any other group benefit
rovndlng for vision care;

@ ‘fwo pair of glasses In lieu of bifocals.
PRESCRIPTION DRUGS
No baneﬂts viill be paid for overthe-counter praducts or

: medications or for dpa rugs and medications dispensed while you
areina
SHORFTERM DISABITY

No benefits are payable under this coverage In the following
instances:

® Anempted suicide or intentionally selfinfiictad injury

e Voluntary taking of pojsori; voluniary inhalation of ges;
voluntary takin ofa dru or chemical. Thls does nota ply to
*he exiant a ficensed physician. The gs»c;an
mustnotbeyouaryour SPOUSe, you or your

sibling or parent, org pemn who residesin your home

Declared or undeclared war or act of war

Your commission of oy attem to commit a felony, or any loss

sustained while incarcerated for the felony

Your pariicipation in a riot

If you engage in an illegal occupation
Release of nuclear energy
dip‘% in, or descending from any aircraft {including
g g ez is oes not applf{wh you are a passenger
on a ercial, nonmilita:
o Work-related injmy or sickness,
Short-Term Disability benefits are not avallable to persons who
morkc}n Caltfornia, Hawall, New Jersey, New York, or Rhode
an
TERM LIFE AND ACCIDENTAL DEATH & DISMEMBERMENT
No Life Insurance benefits will be payable under the policy for
death caused by suicide or self-clestruction, or a attempt atit
within 24 months after the person’s coverage under the policy
became effective,
Death and
bepuyabisﬁorany!nsscmmd inwholam‘inpaﬂ by, or
e 9“““’“3’””“""“""“!;%@ oy
ici fvtantt } (3
or pl:ed Freniy: ordisease onal!y kind; ormedigluz‘swgllgal
treatmentfor or dlsaase This does not include
bacterial infections g from an acadental caut orwaund or
acridertal ingestion of polsonous taidng
of paison; volu Intialation of gas; valuntarytaio
7 hemical, This cles not apply to the extent adrrﬂmstemd by
sed physician. The physician nust not be you, your spouss or
% c partner; you, your spouse’s ¢ or dumeﬁc artne
ngor rem; ora person who resides
OFu ol war or act of war; your co jon of
to commita felony, orany loss sustained while incaroaratad for
the felony; your pa on n ariot; ifyou engage In an fllegal

occupation, nuclear ene ? ngfi n%_'ln, or
hang d
d.

-

[ - 2 - - ¢

desoencﬁn from any alreraft (inclu

not a V\lhl'e U are passen er on a license commerclal.
nnggg am:rgr vﬁoﬂ?—xe&aﬁed %Juryorsldmes

excep* rorZO%

l‘-‘or freqnently asked ques&ions and network informatiun fnr the the Fixed Indemnity Medn:al Plan, pieasa go to

wivwy. assentialstaffcare.com/FAQVSI

PLEASE NOTE: To make changes or cancel coverage by telephone call (800) 269-7783. Your pin code for enrolling/making changes
is 140 +___ _ (last four digits of your SSN). Your Company has chosen to teke some/all of your payroll deductions on a Pre-Tax
basis. Please contact Customer Service at 1-864-798-0803 and a Representative will assist you in identifying the deductians that

are taken Pre-Tax,
Essential StaffCARE Customer Service: 1-865-798-0803

¢ Once enrolled, members can call this number for questions regarding plan coverage, ID card, claim status, and policy booklets and

to add, change, or cancel coverage.

= Customer Service Call Center hours are M - F; 8:30 a.m. to 8 p.m. Eastern Standard Time.

Bilinguel representatives are avallable.

» Members can also visit www.palsc.com and click on “Your Plan” and enter your group number.

Thie is an Easential St2ffCARE Enralimant Farm,



| Questions

When can | enroil in 2 plan?
As a part-time or fuil-time employee, you are able to enroit within 30 days of your hire date, or during the
annual open enroliment for the plan. if you do not enroll in one of those periods, you can only enroll If you
have a qualifying life event. You have 30 days from the date of the qualifying iife event to enroll.
Vifhat Is a qualifying life event?

A qualifylng life event is defined as a change in your status due to one of the following:
o Marriage or divorce

o Birth or adoption of a child{ren)

Termination

Death of an iImmediate family member
Loss of dependent status

Loss of prior coverage

When can | cancel off of the plan?
As our plans are pre-tax, you are only allowad to make changes/enroli/cancel during ceriain times of the
year. The abova listed times {your first 30 days of employment, during open enroliment, or within 30 days
of a qualifylng life event) are the only times you are able to change/enroll/cancel.

if | &l out a form, and do not get placed on assienment right away, do | need to fill out 2 new
form?

Your form will stay valid for 6 months. if you are placed on assignment after 6 months of the signature
date, you will need to fill out 2 new form to enroll in the pians. if you worked for a period of time and
had deductions, and then stopped working for & consecutive weeks, you are considered a re-hire, and
would need o fili out a new fotrm to re-enroll. If you miss less than 6 consecutive weeks, the Fixed
indemnity insurance will continue without penalty or the need to re-enroll, After 3 missed weeks the
Enhanced MEC coverage will be cancelied.

When will my deductions start and coverage begin?

Fixed indemaity Plan ~ Deductions will begin about 2 weeks aftar we at ESSG receive the form, covarage will
begin the Monday foliowing the first deduction

Enhanced MEC Plan - Deductions will begin the first of the month after we at ESSG receive the form,
coverage will begin on the first of the month following one month of deductions

When will | receive my insurance card?

Fixed Indemnity Plan — it should come about a week after your first deduction.
Enhanced MEC Plan ~ It should come about 10 days prior to your effective data.

. Additional Fixed indemnity Plan Information:

This plan does not qualify as minknum essential coverage as defined under the Affordable Care Act
{ACA), This plan Is a supplement to health insurance and is not a substitute for major medical coverage.
Lack of major medical coverage (or other minimum essential coverage) may result in an additional
payment with your taxes,

ANY PERSON WHO KNOWINGLY PRESENTS A FALSE OR FRAUDULENT CLAIM FOR PAYMENT OF A LQSS OR BENEFIT

OR KNOWINGLY PRESENTS FALSE INFORMATION IN AN APPLICATION FOR INSURANCE IS GUILTY OF INSURANCE
FRAUD AND WILL BE PROSECUTED.

The Essertial StfCARE Fivel Indemnity Medical, Prescription Drug, and Denat Pians-are undenwritten by BCS Insurance Company, Qekbrook Tetrace, llinals
urder Policy Saries Numbers 25.1204, 26,3821, 26,212, and 25.213. The Term Life, Aczidental Deeth and Dismembarment gnd Short-Term Cisabiiity Plans are
undarwritten by 4 Ever Life Inaurance Company, Cakbrook Terrzce, liinois undar Palicy Series Number 42,200, The Vision Plan is underwritien by Companion
L@ insurance Company.

For questions ar aselstance, Slesse call Ssmentis! SfTARE Customar Saiviee st 1-860-798.0803.
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Address Tchy State Code

Gondar Ll Wale | Wiarital Status | Single | Date of Birth Date of Hire
[] Femste |1 Maried [] oworces

Fhone Number: Emall Address:

Please Select Desired Caverage:

[|:|] Employee Oniy - Empﬂoyee-!-smwsa - @Emp!oyeevbchimqren) - Family -
: $24.00Week $38.00/Week $38.00/\Week $63.0C/\Week

TreName W, uTﬂWai 4 : él:l Wale smsel:l Ghi!dl:l

NANE OF PERSON COVERED (FIRBT, LASTE

EFF, DATE
EFF. DATE

Emainven Atinpaindacs o8 20t Aozl - | hereby apply for the group benofitis) as indicated. | acknowledge that all entriss ara true and complets and that
any misstatements or faflure to report information mey be usad as the basis for canceliation of coverage for mg mdmydapandmt(s).ﬂany,fmmﬂn original
eﬁecttvadﬂta.l’urther,ammtwamyempioywmmakamenemmmmndedumhndpmmhmsfurmlm

IF ENRCLLING - YOU MUST SIGN HERE

Employes Signatura vas  Aug28,2018
EIPLL SRS SECLING D [am DECLINING goverage

§ undarstand that | andior my dependents, if any, walve any coverage and desirs to participate in the plan at a later date, fwe may be considered a late enrofles and
must mest ths requirements defined in the Cartificate of Covarage for the company's medical ar dontal p! 1 dacling envoliment for myself ar my depandents
{inclicing my spouse) because of ather coverage, | may, in futuse be able to enrol myself or my depandents In this plan, pravided | raquest enrollmant within 81
days after the other coverage ends. In addition, if a now depandant ralationship forms as a result of marriage, birth, adopiion, placement for adoption of parting sult
of adoption, 1 may be able to enroll myself or my dependent, providaed | request snrolimant within 31 days of the svent. .

IF DECLINING- YOU MUST SIGN HERE

Wl %é{%g% o AUE 28,2018

Employer Solutions Stafing Group Health Benefits Team
PO Box 48270
Minneapolis, MN 55344
Phone: 852-787-8519 Fax: 8562-767-9515
Emall: Health@employersolutionsgroup.com
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T PRINT USING BLACK or  BLUE INK (ifus? Be Filled Out)

Social Sewraty # hame Phone 35’DD
Addrass Apt #
—Ci‘ty State Zin Dste of Birth
g b

e e g S R A WL M s e s e

2 - ves Ll No, tes, plesse cortive,

Medicara Haslth insurance C%a.m Numaer (HICN} Medicare Sfective Date

- Na.;e cf _Caver- e ec} ?e.;son (s]:.

B s e —

_" g Payroil Daducted Weel&y Rates

You MUST select a covea'age aevel be‘fore any benents in Secm)n C Ycur cweréga'léve for the &1 benefis in Secticn C will be
identical, The Fix2a Incemnity Madical Plan, Dﬂnta Plan, Term Life Plan, and Shori-Term Disebility plans are underwritten 2y BCS
Insurance Company. The Vision plan is underwritien by Companion Li%e Insurance Comoany

SELECT COVERAGE LEVEL Do NPEVNITY | pangar VISION TERM LIFE %‘f&‘f{{&&f
Zmployes Only $20.25 $647 | |  $242 .| 5060 | $a20 %
Employee + 1 $41.10 $12.34 $4.92 $0.90
Employee + Family $54.88 $20.26 $6.56 $1.80
NG io0 ALl Benefis Q] g\’es L) INo .Yes 9} No g"es No QYes ) No Yes g No

"This coverage is not available 1o residents of N, Hi, or PR. *ST Di is not aveailable 1o pe: ‘sons who work 'n CA, Hl, N, NY, or Rl.

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

Relat'onship

Name

A 1 et -——- .- .1 4 e 10 Tt @ T——-

it £ 7 i TR (a3 7w 5 e g3 R 8 4 1 ey g corme 4 v L e | S o7 S

Social Security # Da'ze of Birth_ Sex Reianonsh: N
| /! D@ ﬂ] Scouse ﬁ Chila D Domestic Pariner
Name Sociai Security # Date of 3ith_ Sex ationship
/7 D ﬂj ﬁ SpouseD] Chiid DDomwic Partner
Name Sogial Securty# Dete of Birth Sex Reletionshi
g /4 DEF]:I [D]Spouse% Child DDomest‘c Partner
Name Social Security # Dazte of Birth Sex Relationship

&/

SPDUS"'-‘D Childill Domestic Partner

I you MUST SIGN AND DATE EVEN tF YOUu DECL!NE COVERAGE

A IO et . > 1 ST & e —— T

| nave read ;he kenafit packa: and 1 .,nderstand s limitatlons. | understand that coan y errollment is only avaiable for
a limited time and ! understard that making no benefit selection is a deglination of coverage,

parg AUBR201 pgiGNATURE

== ... WilegortdAupas,206)

i’

*This Plan DOES NOT Alleviate the Individual Mandate Penalty*

This is an Sssental StsFCARE Enroilment Form.
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