EB-Verify: Print Case Details - Preyiew
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EVerify

Report Prepared: 11/1 17

Case <o..§nﬂauh Number: 2017318123127WJ

Company _.__‘o::mn_ok

https://e-verity.uscis.gov/web/PrintCaseDetails.aspx?CaseVerNum=2017318123127WJ]

SENSITIVE BUT UNCLASSIFIED

Company ID: 47429

Employee Information

Company Name: Emplayer Soiutions Staffing Group

Last Name: WILSON
Date of Birth: 08/09/1985
Hire Date: 11/14/2017

First Name: LAVARO
Sacial Security Number: *** ** 4808
Citizenship Status: A citizen of the United States

Dacument Information

List B Document: D license or ID card issued by a U.S. state or outlying possession List C Document: Social Security Card

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

Case Status Info on

Document State: Minnesota
Document Expiration Date: 08/09/2021

Current Case Result: loyment Authorized
Case Submitted On: 11/14/2017

Employer Case ID:
Case Submitted By: KRIT7027

SENSITIVE BUT UNCLASSIFIED

11/14/2017, 11:34 AM



Employment Eligibility Verification USCIS

Department of Homeland Security 0M1l: ;:11116;900 47
U.S. Citizenship and Immigration Services Bxpires 08/31/2019

m
P>START HERE: Read instructions carefully before completing this form. The instructions must be avallable, either in paper or elsctronically,
during complstion of this form. Employers are liable for errors In the completion of this form.

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

alaliti

Sisiis, ‘r ifisjts, LSt 1 ST,

Section 1. Employee Information and Attestation (Employees must complete and sign Section 1 of Form I-9 no later
than the first day of employment, but not before accepting a job offer.)

Last Name {Family Name) First Name (Given Name) Middie Initial Other Last Names Used (if any}
WilSon VarD -

Address (Street Number and Name) Apt. Number | Cily or Town ZIP Code

548 19th 5% 3 lotroe Grove | M |s5023

Date of Blrth (mm/ddfyyyy) | U.S. Social Security Number | Employee's E-mall Afdress : Employes's Telephone Number
08-01-19%5 |- [ -FERE| Kngmone to@omilen 014 01-$367-]
1 am aware that federal law provides for Imprisonment andlor‘lnes for false statements or use of false documents in
connection with the completion of this form.
1attest, under penalty of perjury, that | am (check one of the following boxes):

[S1. A citizen of the United States

D 2. A noncitizen national of the United States (See instructions)

[:l 3. Alawful permanent resident  (Allen Regisiration Number/USCIS Number):

D 4. An allen authorized to work  until (expiration date, if applicable, mm/dd/yyyy):
Some aliens may write "N/A" in the expiration date field. (See instructions)
Aliens authorized to work must provide only ane of the following document numbers to complete Form 1-9; mﬁ’;,m],?;‘;,g;m
An Alien Registration Number/USCIS Number OR Form -84 Admission Number OR Forelgn Fassport Number.

1. Alien Registration Number/USCIS Number;
OR

2. Form 1-94 Admisslon Number:
OR

3. Foreign Passport Number:
Country of Issuance:

Signature of Employee% u ~é h’r{ Today's Date (mm/dd/yyyy) ’ {,, I q - ’ 7
v, y 3

Preparer and/or Translator Certification (check one):
E»f’did not use a preparer or translator. [___| A preparer(s) and/or translator(s) assisted the empioyee in completing Section 1.
{Fields below must be completed and signed when preparers and/or translators assist an employee in completing Section 1.)

| attest, under penalty of parjury, that ! have assisted In the completion of Section 1 of this form and that to the best of my
knowledge the information is true and correct.

Signature of Preparer or Tranglator Today's Date (mm/dd/yyyy)
Last Name (Family Name) First Name (Given Name)
Address (Sirest Number and Nams) City or Town State  |ZIP Code

o Employer Completes Next Page @

FormI-9 0717/17 N Page 1 of 3
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employer solutions staffing group.
Wage Payment Method Authorization (Minnesota)

Employees have the option of recelving wages by Direct Deposit and/or Payroll Debit Card,
If you do not rovide a written e will be

er Check,
Employes Name % SSN# (last 4 digits) Effective Date NTTR
Voud \ w\Sov, 0% ]
Direct Deposit may iake up o 7 days to be activaed .
tuse complets Sections 4 and § below) _| Paper Cheek (Please complete Section 5 below)
[ Update Bank Account Tunderstand and acknowledge that i1 do nog Provide 5
Bank Name;

voided check with this direct depesit form, I amy

responsible for any delays in payroll or extra cosgy
Routing# incurred if the account number that I pravide is incorrect.
Account#

Initial Date el
Account Type: [ Checkin ] Savin Elo:her\,

To help us avoid making an error, pleage altach a copy of a voided check. (a deposit slip will nat work)
If you change banks, do not closeyouroldbankammtmﬁlyomd!mctdepomhasmmdmhenewbmk,which may take 2 pay periods,

Federal law requires alt financial institutions 1o obtain, verify, and record information that identifies each persen who opens an account, In order to
request a Payroll Debit Card for You, we must provide all of the following information that will enable the financial institution to identify yon, 17|
You do not submit a Direct Deposit/Payrol| Debit Card Authorization, ESSG will provide the peces,

sary information and issue you a Payrol] Debit
to pay'your wages. For your protection, the financial institution may ask you to provide them additional identification information go they can
verify your identity,

CARDHOLDER INFORMATION (2s you want your Payroll Debit Card 1o be issued)
First Name Ml :

Lowvars : e A \Son B 6309 1965
Street Address vonox NOT ACCEPTABLE)

1545 9t sts - eod

Coktage Grow | *fw [* 55 023 Pty ™ bl Yo7- §3b 7
RECEIPT OF PAYROLL DEBIT CARD (to be compl i _

fees, program terms, By activating my Payrol} Debijt Card,
I am agreeing to the Program terms, conditions, and disclosures that are included or made available to me fom time to time from the financial institution, 1
described in meﬁeschedulethatispmoflhapmgmmtemm,
conditions, and disclosures,

Date: I /4~]7

@ (D\\Mcql\ (ount

be used to send your paystubs electronically

2 Date; II’ILHZ




"~ File # 97465 : WILSON, LAVARO hitps://ezscreen. instascreen.net/editor/printReport.taz?file=97465
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Background Screening Report

r‘“« m Nmnq. mms EZ Screen Solutions

_ a i 5994 S. Holly St. Ste. 151
V ]
mwmv\. fccurate. wmq mU_m. Greenwood Village, CO 80111

Phone: 800-429-5303

FLENUMBER g7 REPORTDATE  11-14-2017
REPORT TO CMG| Staffing (1353) ORDERDATE  11-14-2017
12000 N Washington St. Ste. 350 TYPE CMG Staffing PKG - National Criminal

Thorhton, CO 80241
Phore; (303) 920-1425

Fax: (303) 736-7767

Application Information
APPLICANT SEMOZ. LAVARO SSN XXX-XX-4808 poB 08-09-XXXX
E-MAL KATE@CMGIOB.COM
ADDRESS(ES) 404 BROADWAY AVE CITY/STATE / ZIP SAINT PAUL PARK, MN 55071

Investigative
National Criminal Database Search
dRbkRddRR iR dR Rk b kR kR kRRR flappl] RREERR R dkRRR R dokdR Rk R R Rk

RESULTS s Found
NAME SEARCHED N, LAVARO SEARCH DATE 11-14-2017 10:45 AM MST
DOB SEARCHED -09-Y0(XX SEARCH SCOPE
JURISDICTION TIONWIDE

JURISDICTION(S) SEARC
The search you have selected is a search of our criminal database(s) and may not represent 100% coverage of all criminal records in all jurisdictions
and/or sources. Coverage details available upon request.

Minnesota Dept of Public Safety

Offender:
Full Name: WILSON, LAVARO SAMONE
DOB: 1985-08-09
Provider: Minnesota Dept of Public Safety
State: MN
Offense:
11/14/2017, 12:06 PM




CORPORATE MANAGEMENT GROUP

your workfprce management & staffing experts”

Drug & Alcohol Testing Consent Form for Applicants Who Have Received a
Conditional Offer of Employment — MRO

Acknowledgement Receipt

I acknowledge that | have received a job offer from Corporate Management Group (CMG) conditioned upon
my submitting to and passing a drug and alcohol test. | have also recelved, read and understand Corporate
Management Group's Policy and Procedure an at —will basis and that this policy does not alter the at - will
nature of the employment relationship.

I herby agree to submit to drug and alcohol testing under the Company’s policy.

| also understand that test results and other information acquired in the drug and alcohol testing process
may be disclosed to and discussed with a Medical Review Offices (MRO). | herby consent to such test
results and other information being disclosed to and discussed with an MRO.

,
o JHIHElT ' /,é%\(

Ehployee Signature

[ oo Lp /5007

Employee Name (Printed)

S = atva st e v ) R T L

Date: \L’"\"\ ’\—:" » \h W

Witness Signature

N’ ey

Witness Name (Printed)




TEST RESULTS RECORD
Tmmmmmﬁm_mmwm

. GOMPANY INFORMATION

Last Name : Firat Name
Tyme of identification Provided: (3 Driver'sLicanse ) Employes Pisoto LD, £ Other
Reason for test: ﬁl’m-employmsnt ORapdom (I feasonablecapse  [) Rost-aucident [ Other

GCERTIFICATION

* | nersby Cortily 34 the epecimen provided Is my own and has nat heen substiuted or adulterated. | furtier egres and grant
permiss) e tosting of my spgsiien for dnig matabolites and aipohel,
_ /- [t)— /7

Date/Time
I =4,- mmrmmmmmmmmmmammmmw
kot o tho bost of my hrowiecge
MR b L= 0 R0am
Collecior signature Dale/Tims
Labomtory signatire Date /Time recelved
TEST RESULTS T g
~\\A-t Ay ; Alcohol Ac @ o a
Date/Time Collected \\‘ \\‘\ 1 WO a0 200 m -t ~EE
Time Interpreted__\_) VG e Buprenorptine BUP a Q
Benzodizzapine B0 Q a
mptw Side of Deviga —_— coc o a
Z’ mm EDDP EDDP o o
Marfuana THe o Q
Methadons MID Q u |
Methamphetamine MET Q a
Opiates oM n] 0
() seEmRsIEE ) Oxyoadons oxy : Q 9
N ——— Phencyriiding PCP n u a
Cuf oyt this pang! {o Lab extraction ports Q a a
COfy Or 5081) Iesufis
Q Q =)
Notes/ Comments

bezbe ost2



Acknowledgement of Receipt Antiharassment Policy

2rury 1na tela ‘s A R lia:

< 2 = ! 1 itions siating (Groun's Antiharacsman
understand that it is my responsibility to read this policy and ask my supervisor, a member of
management or to telephone Employer Solutions Group (ESSG) at 952.835.1288/1.866.496.7573 with
any questions | may have about this policy. | agree to comply with ESSG's policy on Antiharassment
and 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 | am involved in any employment dispute or | am
subjected to any type of discrimination, including discrimination because of race, sex, age, religlon,
color, national origin, disability, marital, sexual orientation or veteran status, or if | am subjected to any
type of harassment including sexual harassment, | will immediately contact my supervisor, manager,
director or ESSG's Human Resource Department at 952.835.1288/1.866.496.7573 in order to obtain
assistance in the resolution of such matters.

Employee Name (Please Print)

Loword wilSm

Employee’s Signgture: 3
/\W Date: /I d/L’l P/7

L
v

22



RECEIPT OF EMPLOYEE HANDBOOK AND EMPLOYMENT-AT-WILL STATEMENT

This is to acknowledge that | have read the Employer Solutions Staffing Group LLC Temporary
Employee Handbook and understand that it sets forth the terms and conditions of my employment as
well as the duties, responsibilities and obligations of my employment with the company. | understand

and agree that it is my responslbility to abide by the rules, policies and standards set forth in the
——  Handbook.

| also acknowledge that my employment with ESSG is not for a specified period of time and can be
terminated at any time for any reason, with or without cause or notice, by me or by the company. |
acknowledge that no oral or written statements or representations regarding my employment can alter
the foregoing. | also acknowledge that no manager or employee has the authority to enter into an
employment agreement, express or implied, providing for employment other than at-will.

| also acknowledge that, except for the policy of at-will employment, ESSG reserves the right to
revise, delete and add to the provisions of this Employee Handbook. All such revisions,
deletions or additions must be in writing and must be signed by the CEO of the company. No
oral statements or representations can change the provisions of this Handbook. | also
acknowledge that, except for the policy of at-will employment, terms and conditions of
employment with the company may be modified at the sole discretion of the company, with or
without cause or notice, at any time. No implied contract concerning any employment-related

decision, term of employment or condition of employment can be established by any other
statement, conduct, policy or practice.

I understand the foregoing agreement concerning my at-will employment status and the
company’s right to determine and modify the terms and conditions of employment is the sole
and entire agreement between me and ESSG concerning the duration of my employment, the
circumstances under which my employment may be terminated and the circumstances under
which the terms and conditions of my employment may change. | further understand that this

agreement supersedes all prior agreements, understandings and representations concerning
my employment with the company.

If | have questions regarding the content or interpretation of this Handbook, I will bring them to the
attention of ESSG.

pate_J\=[4 -]

e L owors Win\Sov

PLEASE PRINT

EMPLOYEE
SIGNATURE :

ESSG
REPRESENTATIVE

23



ﬂ ACKNOWLEDGMENT

The associate handbook was reviewed with me, and | have received my personal copy. | also

acknowledge that | have been given the opportunity to ask questions and express concerns

a [} al: ifala N AValalidlala

0 = L=

1. This handbook is intended as a guide and not an employment agreement that
creates a contractual relationship, and that the employment relationship may be
terminated at the will of either party at any time.

2. The changing needs of the business will require alteration in method, practices and
policies, and the company will unilaterally revise, as necessary, to meet these
changing needs.

3. | agree to notify my ESSG Consultant immediately of any change in my personal
data such as phone number, address, emergency notification, etc.

4. lam responsible for the information provided herein and will, upon my separation,
return this handbook fo my ESSG Consultant.

Date: |- L\"’\_,{ :

Associate's Signature: M’{

Associate's Printed Name: Lo ord \ Q\\SWV]

Orientation provided by:

24



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. I have read the entire contents of this policy and | am aware and fully

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

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

A utlwre

Individual's Name

JI-[H 1]

Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



employer solutions staffing group..

Notification of Minnesota Law Requirement —
Unemployment Acknowledgement

According to Minnesota Statute section 268.095, subdivision 2, paragraph (d), an
applicant who, within five calendar days after completion of a suitable

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

It is your responsibility to contact ESSG (for instance, by calling 952.277.5227 or
using any other form of contact) for additional assignments. If you fail to do so, it
may affect your unemployment benefits.

| understand by signing this form that | am responsible to contact ESSG within 5
calendar days once an assignment ends. | also acknowledge that | have received
a separate copy of this form. A (Initial)

;/KLJJ?X/@T\/ n-14-171

Efapibyee Signature: Date:

Loword w g‘W\

Employee (please print your name here)

CMG_SM - Rev. 09.2013
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VSl 219301856 - OFFICEUSEONY —OCATON___ Rehire Data__

-__-—.-—-..T..:.../..'?.-.':.‘.-:
ENROLLMENT FoRpy | ESC CUUNAC-MNy p1 11
o CUIREDIENRUG (e N ORTTAT IO PRINT USING BLACK or BLUE ik (MustBo Filled Outy s
N : | Social Secyri # Home Ph i
e Wion eyl e Vs = wia
Address 7' (| "ﬂﬂ'S’\'SI Aot Z

ENDENTS RECE|vE MEDICARE BENEF TS
Medicare Health Insurance Claim Number (HICN)

{ Medicare Effective Date
Name of Covered Person (s) '
. T 2 A
e Paya Deducted Waekiy Rates
rage leve| before any benefits in Section C, Your coverage leve| for

identical, The Fixed indemnity Medical Plan, Dentaj Plan, Te
tte;

tl';e all benefits jn Section C will be
i :
Insurance Company, The Vision plan js underwritten by

rm Life Plan, and Short-Term Disabj ity pl
pany,

ans are underwritter, by BCs
y Companion Life Insurance Copm, any.
FIXED INDEMNITY SHORT-TE
SELECT COVERAGE LevE), MEDICAL 1 DENTAL Vision TERM LIFE DISABILITC Y
Employee Only [ 7] $2025 I8 se17 Wd|  $242 8|  sos0 & saz0 i)
Employee +1 [ ] $41.10 $12.34 $4.92 $0.90
Employee + Family [ $54.58 52036 | g5 $180 | |
NOtoALL Benefis [ | [Tyeg [ L ves CIno | [y [INe | Clves [ne Cves [CIne
..This coverage 1ot available to resicents F NH, Hi, or PR,

- ~._STD 12 not avalableto persons who verkin CA, Hl NJ, Y, or R,
For Term Lifa / Accldenta) Deathy & Dlsmomblrmcnt, Please write | your heneficlary info on. Accidental Death &
Dismemberment 5 Part of the Term Life Benefi, 14

Name

e st ot o

e 2 PN

ate of Birth | Sex Relaionshjp e
i gt /1 @ -DSpouseDChil_dD Domestic Partner
' Social Security #  Dae of Birth | Sgx ' Relationship
st I M Olspeuse [ Thid T pomgese Partner

' Social Security # Date of Birth | Sex ,?Relationship
o o - | !/ E] ’DSPOUSF!DC!JFPdDDomeSﬁF Partner
Name ' Social Security # Date of Birth | Sex "Relationship

: !/

L = wl ! _ el 'E RN Spou_sell:] Child[] Domestic Partner
Tremeeo Ui T L T
I have read the benefit packet and understand jts irirar E i i E

. o . k. f

' Social Security #

This is an Essentlal StaffCARE Enroliment Form,



¢+ g employer solutions staffing group,
@‘ Leveraging Resourcey i g Changing Marker

e % v et 1o e v

Enhanced MEC Plan_Plap 1 i

Benefits Enrolimgns Form L] New Em

Rehire REhh‘aD“‘\
Name (First ang Lasy)

. 8ocial Socurity Numpey
Loworwo \\'Soy 3\

Gender WE. Marital Statyg Dats of Blsth Date of Hirg
01 Female | [J Mapjeq L Divarced 6%'6<7 Ml 35
Phons Numbe, m/{dd'm: ' ;
Z 2 [340)- 336& Kinewsne Ui ¢
Please Select Desired Coverage;
Employee Only - D Employee-l-Spousa - DEmployae-l-cmld(ren) - D Family .
$24.00/Week $38.00Week $36.00/Woej $63.00/Weel

ara trug ang Complete and that
N may bo ugeg asthe Iornnulhﬂon OfWWug. formeang myd'pmim(l). W any, tfrom tha original
Furthey, | authorize my Smployer to make the neceagary

Employes Signature

Date
_—'-_-—-__-____
EMPLOYEES DEcLivivG 8~1am DECLINING Coverage
1 underatand thay ] and/or my dependants, i » Walve Caverage and degjrg 10 participaty the plan at 5 later dat, 7wy Considered g jaty rollee and
mmmmﬂnuqulmmnh defined lnn:'o c:’unm of.gyﬂ'm for the Sompany' op
{including MY Spouso) becayag of other cave
days Coverage g,
fo

may be
8 medical or danty) ﬂl‘:l. 1 deciine snrolimant for myssifor my dependents
K
L]

n this plan, Pravided } request enroliment withjn 3
M8 a8 & regult of Marriage, birth, adoption, Placement for
ormydlpomltul,pmvmdlnqumon Ay8 of the avent,

adoption of Parting auit

Employes Signature

Employer Solutions Staffing Group Healiy Benefits T,
PO Box 48270 Minneapols, MN 55344.9955
Phone; 952-767-9519 Fax; 952.767-8515
ail: Heallh@amployersuluﬂonagruup.com




