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Comw Information
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|

SENSITIVE BUT UNCLASSIFIED
Case Verification Number: 2017224121415RW

Company ID; 47429

Emglgee Information

Company Name: Employer Solutions Staffing Group

Last Name: woul
Date of Birth: 06/21/1995

First Name: diew
Soclal Security Number: ***** 7118

Hire Date: 08/12/2017 Citizenship Status: A citizen of the United States

Document Information

List B Document: Driver's license or ID card lssued byaU.S.stateor  List C Document: Social Security Card
outlying possession '

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

Document State: Minnesota
Document Expiration Dats: 06/21/2020

Caso Status Information
Current Case Result: Employment Authorized Employer Case ID:
Case Submiited On: 08/12/2017 Case Submitted By: SGLAB832

SENSITIVE BUT UNCLASSIFIED

https:lle-varlfyuscls.govMebIPrlntCaseDemlls.aspx?CaseVarNum=201722412141 S5RW

mn



‘\ PO Box 46270
Minneapolis, MN 55344-995g

¥ 4 Tel: 952.835.1288

4

www.esgstaffingsolutions.com

employer solutions staffing group .

New Hire Application

Personal Data-- PLEASE PRINT LEGIBLY IN INK

Last Name ___ [ Ao ( First Name _DL\.%J Middle Initial /£
Street Address liﬂﬁz E@-még Lada \{ Apt/Ste
City/State/Zip E,rﬁmg}g W, NN 5Se 2L Social Security Last Four XXX-XX-

Phone Number ___ 50 Uau-\i e Emall Address __ & 3, 1071 @ ?}WM

Staffing Agency/Recruitment Partner { [M;z

All offers of empl ent are conditional upon satisfacto roof of Ide| and legal abllity to work in the U.S.A.
Are you iegally authorized to work in the United States of America? I; YES [INO

Applicant Certification and Authorization

I authorize Empioyer Solutions Staffing Group (ESSG) to use the information and statements contained in this appiication to determine my
qualifications for employment. i authorize ESSG to make inquiries of my former employers, except as indicated in this appiication, :
regarding my previous duties, responsibliities, performance, compengation and ellgibility for rehire.

1 understand that a comprehensive background check may be conducted to determine my ellgibliity for hire by certain clients of ESSG.
This may inciude but is not limited to, Investigations of criminai and/or conviction records, driving records and/or a drug screen test as
required by clients, government regulations or by ESSG policies.

| release ESSG and other persons or entities from any ciaims that might be based on ESSG's decision to conduct a background check.

| certify that ali statements made In my appiication are true and accurate and that | have not omitted any material Information or provided
false or misleading information. | understand that any material omission or misrepresentation will resuit in my disqualification from
consideration for empioyment or, If discovered after | begin empioyment, will result in my termination.

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

lr)l‘-ﬁl/“[ wprup | —w Dat:%/”[/"-i

Name (Print or type) Appiicant's Signature

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

For ESSG Office Use Only

DOH NHW 1-9 w4

Emergency Contact Info Background Release Form Background Results Unemployment Letter ESC Application
(If applicable)

For ESSG Client Use

DOH ROP Work Site Loc. WC Code

ESSG - CMG Rev. 04/2017




The excaptions don't apply to su lemental Bs Nonwage Income. If you have a large amount of
F Ol' m W'4 (2017) greater th’;uﬁ $1 ,ooo.ooo.p 4 it b nonwage Income, such as Interast or dividends,

Basie Instructions, if you aren't exempt, complete conslder making estimated tax payments using Form
Purpose. Complste Form W-4 so that your the Personal Allawanzes Worksheet beiow, fl"he 13301;'?' Esﬂg:lﬁ%z&l&d&ﬂ:& 02"“8'
e Oy PaY. Donakir o eora ncome WO Shanos e aclust your iy Income, o Fab- 208 f s et o
m your pay. Consider comy a new Form owan ed on item 3
W4 6a0h yaar ud whon your personal or fnanci deductions, ceytai credits, adjustments to Income, adjust your withholding on Form W-4 or W-4p.
situation changes, or two-eamers/muitiple jobs situations, Twr?d earners or multiple jobs. Iijmg lhave ath
Exsmption from withholding. if you are exem Gompleta all worksheets that apply. However, you foee g spouss or mare than one job, figurs the
complets only fines 1, 2, 9, 4, and 7 and sign mpat' may clalpm fewsr (orzsrgz allowaﬁggg For ragularyo ml'}g‘ga ol l°f au%wﬂgnhm%ar: :ly B eg lg claim
form to validate it. Your exemgﬂon for 2017 expires wages, withholding must be based on allowances Wed Yourwltﬂ iein, usuallyv;ilnl b mogt "“me
Febrgy 15, 2018, See Pub, 505, Tax Withholding you claimed and may not be a fiat amount or when all ellowances agra oleimed on the Fonw 2
and mated Tax, peroentage of wages, for the highest ;::Klng Job and 2aro allowances are
Note: If ancther person can claim you as a dependent Head of household. Generally, you can clalm head claimed an the others. See Puh, 05 fordatells,
on his or har retum, you can't claim axemption of housshold filin; i Nonresident allen, If you are a nonresident allen, see
&nd Inciudes more than 6350 of uneamed ieons oy Jodere tnm Ing LD & hon oy 1o Nolice 1252, Supplmenta Form .4 nanctions fo
example, Interest and dividends). depends s?or er qualifying Individuals, See onresident Allens, before completing this form.
ns. An employee may be abie to clalm Pub, 501, ptions, Standard Deduction, and Check your withholding. your Form W-4 takes
'°Y Filing Information, for information, effect, use Pub, 605 to ses how the amount you are
Sxemption from withholding even if the employes is having withheld compares to your Jectad total tax
adependent, if the employee: :::om?ﬁgmu mmg&mﬁﬂ“ .2 for 2017, See Pub, 505, especla'lally your earnings
* |s age 65 or older, withholding auawngnyges_ Credits for child or dependent excead $130,000 (Singie) or $180,000 (Married).
* Is blind, or carae expenses and the child tax credit may be clalmed Future developments, Information about any future
© Will claim adjustments to Income; tax credits; or gsln%ﬂg’e ggﬁonlal nfé\llowanoes Work?‘l'\eet bel?tlﬁ fiavl:llo ments gerlejcggg Form Yv—4 (%Jch] ﬁ;
5 rmati o) ) osted
temized deductions, on hls or her fax return. crecits it wibholeing Slawanecr "> 8 Your other ot www.rs govimd, o e release i wil be p
Personal Allowances Worksheet (Keep for your records.)
A Enter“‘l”foryourselfifnooneelsecanclaimyouasadependent. ° © 0 ® 0 9 0 0 0w a 00 005 o5 /A

P | I

* You're single and have only one job; or
B Enter *1"if; { * You're married, have only one job, and your spouse doesn’t work; or } o o
® Your wages from a second job or your spouse’s wages (or the total of both) are $1,600 or less. )
C  Enter “1” for your spouse. But, you may choose to enter “-0-" if you are married and have either a working spouse or more
than one job. (Entering #-0-* may help you avolid having too Iittle tax withheld) . . . . ., . , . . o RS
D  Enter number of dependents (other than Yyour spouse or yourself) you will claim on yourtaxreturn. ., , . , .
E  Enter “1” if you will file as head of household on your tax return {see conditions under Head of household above)
F Enter *1” if you have at least $2,000 of child or dependent care expenses for which you plan to claim a credit . 9

G  Chlld Tax Credit (including additional child tax credit). See Pub. 872, Child Tax Credit, for more information.,
o If your total income will be less than $70,000 ($100,000 if married), enter 2" for each eliglble child; then less “1* if you
have two to four eligible children or less “2” if you have five or more eligible children.
* If your total income will be betwesn $70,000 and $84,000 (100,000 and $119,000 if married), enter “1* for each eligiblechild. G
H  Addlines A through G and enter total here, (Note: This may be different from the number of exemptions you claim on your tax retum.) » H @ 2

® If you plan to ftemize or claim adjustments to Income and want to reduce your withholding, see the Deductions
For accuracy, and Adjustments Worksheet on pags 2,
complete all @ If you are single and have more than one Job or are married and you and your spouse both work and the combined
worksheets aamln?s from all jobs exceed $50,000 ($20,000 i married), see the Two-Eamers/Multiple Jobs Workshest on page 2
that apply. to avoid having too little tax withheld,

* if nelther of the above situations applies, stop here and enter the number from line H on line § of Form W-4 below.

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

W"'4 Employee’s Withholding Allowance Certificate OMB No. 1645-0074
Form
reasury » Whether you are entitied to clalm a certain number of allowances or examption from withholding Is 2
m" .;'f.‘,}.,‘:,'u";g,v,m subject to review by the IRS. Your employer may be required to send a copy of this form to the IRS. @ 1 7
1 Your first name and middle Initial Last name 2 Your soclal security number

!);M K Wuo | Yle-2R 0 ¢
ome address (number and street or rural routs)

8 [i'single [] Married L] Married, but withhioid at higher Single rate.
14422 EldeCade Wang Note: If maried, butlegall separated, or spouse Is a nanresident allen, check the *Single® box.
City or town, state, and ZIP code ! 4 It your last name differs from that shown on your soclal security card,
check here. You must call 1-800-772-1213 fora replacement card. B[]
5  Total number of allowances you are claiming (from line H above or from the applicable worksheet on page 2) 5 2.
6  Additional amount, if any, you want withheld from each paycheck . . . . | . . . . b oW 63 )
7 I claim exemption from withholding for 2017, and | certify that | meet both of the following conditions for exemption. ||
® Last year | had a right to a refund of all federal income tax withheld because | had no tax liability, and
® This year | expect a refund of all federal income tax withheld because | expect to have no tax liablility.
!f you meet both conditions, write “Exempt” here. . . . . . SRS AN
Under penalties of perjury, i declare that | have examined this certificate and, to the best of my knowledge and belief, it is true, correct, and complete.

Employee’s signature N -
(This form Is nat valid unless you sign it » e Date> 2] /i]: 1
8 Employer's name and address (Employer: Complete lines 8 and 10 only if sending to the IRS,) 9 Office cods (optional) | 10 Employer Tdenﬁﬂoaﬂon number (EIN)

bendidd

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




Employment Eligibility Verification USCIS

Department of Homeland Security OME ;:TJ;?OO 47
U.S. Citizenship and Immigration Services Expires 08/31/2019

P> START HERE: Read Instructions carefully before completing this form. The Instructions must be availabla, either in paper or electronically,
during completion of this form. Employers are Iiable for errors In the completion of this form.

ANTI-DISCRIMINATION NOTICE: It Is lliegal to discriminate against work-authorized indlviduais. Employers CANNOT specify which
document(s) an employee may present to establish employment authorization and identity. The refusal to hire or continue to employ
an Individual because the documentation presented has a future expiration date may also constitute illegal discrimination.

[Section 1. Employee InfoFmation and ANSSiEon (Employees must camplete and sign Seclian 1 af Form 16 g fater
than the first day of employment, but nat befars auoepting a fob offer) ke 3 , )
Last Name (Farmily Name) First Name (Given Name) Middie initial Other Last Names Used (if any)

us Diesn/
Address (Street Number and Name) =] Apt. Number | City or Town State ZIP Code
farmingten MY | sseey
Date of Birth (mm/ddAyyy) | U.S. Social Security Number Employee's E-mali Address Employee's Telephone Number
Objo)id94e [[d-[2R]-A
T |

| am aware that federal law provides for Imprisonment and/or fines for false statements or use of fa
connsaction with the completion of this form.

I atps’t, under penalty of perjury, that | am (check one of the following boxes):
[#] 1. Acltizen of the United States

[C] 2. Anoncitizen national of the United States (See Instructions)

|:| 3. A lawful permanent resident {Alien Registration Number/USCIS Number):

|:| 4. An alien authorized to work  unfii (expiration date, if applicable, mm/ddfyyyy):
Some aliens may write "N/A" in the expiration date field, (See Instructions)

Aliens authorized to work must provide only one of the following document numbers to complete Form 1-9; Do ﬁzm}:}'ﬂ?;m
An Allen Registration Number/USCIS Number OR Form I-94 Admission Number OR Foreign Passport Number.

1. Allen Registration Number/USCiS Number:
OR

2, Form 1-94 Admisslon Number;
OR
3. Foreign Passport Number;

Country of Issuance:

Signature of Employee Today's Dats (m )
réM /it / e\
Fedparer andfar Translator Certiiaation [sheek oneli Eny
L | did it uge a prepartt of tranalitor A brapafar(s) gnd/or translstor(s) gesisiad th employes in eamplefing Bactien 1.
h oIk balow must be varmpletsd and sighed whein areparars andiar franslatars assist ah employes in Samgistin

| attest, under penalty of perjury, that | have assisted In the completion of Section 1 of
knowledge the information is true and correct.

Bestion 1)
this form and that to the best of my

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

@ En)plbyer Comﬁletes Next Page @

Form1-9 11/14/2016 N




Employment Eligibility Verification USCIS

Form I-9
Department of Homeland Security : ;
U.S. Citizenship and Imigration Serviess Tapine GAm112015

Sopoys o romaseon 1 [L G5 oy e P

ListA OF st B-

- identity %ld_ Employment Authorization Identity . o Bnmﬂuuon
ocument Title i
Issuing Authority %&Q CD'P' 0\ “ |nmm.mm¢gny A
e B2t 2030 11\ ¥
[ Expiration Date (i any)(mm/ddiyyyy) | Expiration Date (¥ any)(m Expiration Date (¥ apy)(t
' : N MWL\&(&J@_ N [ m .
Document Title h L
Tsauing Authorily Additional Information - ' e
Document Number i
[ Expiration Date (i any)(mm/ddAyyy)
Document Title
Issuing Autharity
Document Number
Expiration Date (¥ any){mm/dd/yyyy)

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

@ emplgyee's first day of employment (mm/dd/yyyy): O -\1L-20 V) (See Instructions for exemptions)
- Authorzed ‘upmsanlaﬂve Today's Date (mm/ddAyyy) _ | Title of Employer or Authorized Representative

C’r@p’\. oA -\>goel YRecruiter

LastName of Employer or Aut N iz Iieprasemaﬂva l-‘&gna of Employer or Authorized Representative Employer's Busineas or Organization Name

Glasby . Shelpy Employer Solution Staffing Gro
Employer's Business or Organization Address N and Name) | City or Town State ZIP Code

7480 Flying Cloud Drive Suite 200 Eden Prairie MN 55344

A me (f ! e D S N R e e e _ {8 Datga ife (if appligabl

Last Name (Family Name) First Name (Given Nams) Middle Initial | Date (mm/ddAyyy)

[G.TT M Bigloyee’s préviaus grent of amploymant, or hes expired; provide Ihe rifésmalion ToF the dodument o, fecelpt et

Document Title Document Number I Expiration Dafe’ (lf any) .(mnllddlyyyy)

1 attest, under panaity of perjury, that to the best of my knowledge, this employes Is authorized to work In the United States, and if
the employee presented document(s), the document(s) | have examined appear to be genuine and to relate to the Individual.

Signature of Employer or Authorized Representative | Today's Date {mmiddfyyyy) Name of Employer or Authorized Representative

Form1-9 07/17/17 N Page 2 of 3
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R ST A Ny YT T L
L o { pdongs to tlt ‘Sooial SecuntyAdmmxstmtxon and you must .
A m|t lquask for it.
P

¥(3 you  find a card that isn’t yours, please return it to
%‘ 55 ! Social Security Administration ]
I\ e 4 P.0. Box 33008, Baltimore, Mlg 21290- SOOB

For any other Social Security business/information, contact your, local
- Social S’écumy office. If you write to the above address for any busme,w'
2 other than returning a found card you will not receive a response

'in

|‘¥'

: i ’ 3 - . - ‘..

1, "Baclgl Security Admlnistmtlon e ﬁg 3 e

s,;@{m-5§é=3mg(08M},1ar 4 R € 67550000
X : :

s s T s




EMERGENCY CONTACT INFORMATION

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

Employee Name; E 2(‘@ L g‘(d

Address;

Home Phone: ____ (51 ‘BLMuo

MERGENCY ?NTA(.‘I‘&I ' '
Pleasg lst twa people (In prlorlty mda?) Who could be oghtadted In case of an emérgenuy
Contact #1 Home Phone; —
Name: N\l athen Dak. Cell Phone:  ¢5(-795- qeT1
Relationship: Mothe Work Phone:
Contact #2 Home Phone:
Name: Cell Phone:
Relationship: Work Phone:

Additional information you want Employer Solutions Staffing Group and our clients to know in the event
of an emergency:

This information will remain confidential and will only be used in the case of an emergency.



employer solutions staffing group..
Wage Payment Method Authorization (Minnesota)

wages by Direct Deposit and/or Payroll Debit Card,

Employees have the option of recefving
If you do not provide a written election, v ages will be paid by paper Check.
SECEION BASTCINEORNEA G

Effective Date

AT 32 @ 1'I~’(7>]T l.f‘l:l-(j.ll().‘:..

Direct Deposit (Please complete Sections 3 and 5 below)
Payroll Debit Card (Please complete Sections 4 and 5 below)
SECHON S DIREGIEDEPOS L

Note; DiractDepnsttumtsmcytakcupto]daystabeacﬂvatcd' :
|| Paper Check (Please complets Section 5 below)

O Update Bank Account T understand and acknowledge that if 1 do not provide a
Bank Namo: voided check with this direct deposit form, I am
JA)@ ‘ ( 6 &\f& F>) responsible for any delays in payroll or extra costs

Routing# B4\ oo ©10 bt incurred if the account number that I provide is incorrect,
eepre 642272 937 Initial i2w Date 4:] 1! lﬁ
Acoount Type: _ [ Checking [ Savings [JOther .
To help ug avoidmakinganen'ar,pleaseattachacopyofavoidedcheck. (a deposit slip will not work)

- Ifyunchangebnnks,donotclnseyouroldbankaeconntnmilyunrdhectdeposithasslmtcdatﬂlencwbank,whichmaytathayperinds.

SEGHONTI DN R DEBFICARD I GLOBAT ASERENRD)

requestaPaymllDebitCardﬁ)ryou, wo must provide all of the following infbrmatlonthatwi]]enabletheﬂnancialinsﬁmﬁonto identify you. If
you do not submit a Direct Deposit/Payroll Debit Card Authorization, ESSG will provide the ngcessary information and issue you a Payroll Debit
i insti i itional identification information so they can

Except for the routing and account number, BSSG does not have access to any information regarding your Payroll Debit Card account or
transactions. On your firat payday, you will receive your new Payroll Debit Card, and a packet containing all of the terms and conditions, You will
then sign acknowledging that you received the Payroll Debit Card and packet. Your Payroll Debit Card will be reloaded on each Payday you receive
wages,

CARDHOLDER INFORMATION (as You want your Payroll Debit Card to be issued)

First Name ML Last Name Date of Birth
Street Address {POBOX NOT ACCEFTABLE) Social Security#
City State Zip Cell Phane (mobils)
RECEIPT OF PAYROLL DEBIT CARD (to be completed when you pick up your Payroll Debit Card)
Payroll Debit Card Routing # Payroll Debit Card Account #

073972181

f"’- Date: QJ]( !17

1 authorize BESSG to directly deposit my periodic wages/compensation Payments, net of required tax withholdings, other required withholdings
or authorized deductions, into my account(s) as designated above and to initiate, if necessary, debit entries and adjustmentsfor any credit entrieg
made in error to my account(s). * E-mail is required for pay stub information.

*E-mail: Wuet (521 €& dial: @

this information will only be used to send your paystubs electronically

Employee's Signature: fé"z‘;’@_« VI Date: g‘ [{ t ( /




e

Authorization

Authorization: By signing below, you authorize: (a) backgroundchecks.com ("BGC”) and/or Orange Tree
Employment Screening to request information about you from any public or private information source;
(b) anyone to provide information about you to BGC and/or Orange Tree Employment Screening; (c)
BGC and/or Orange Tree Employment Screening to provide Employer Solutions Staffing Group, LLC one
or more reports based on that information; and (d) Employer Solutions Staffing Group, LLC (“ESSG”) to

share those reports with others for legitimate busin_eis_puzpnsesmlatadmyearemphvmemrssc

and/or Orange Tree Employment Screening may investigate your education, work history, professional
licenses and credentials, references, address history, social security number validity, right to work, crimi-
nal record, lawsuits, driving record, credit history, and any other information with public or private Infor-
mation sources. You acknowledge that a fax, image, or copy of this authorization is as valid as the origi-
nal. You make this authorization to be valid for as long as you are an employee of ESSG.

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

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

Printed name: _a@@‘/ K II\M
rst

Middle (O Last

none)
Other names used:
Current county of residence:
Current and former addresses:

current

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

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

Ote 2, | 1495 Jlle-2G-111¢
Date of birth Social security number
YLAS 2080 14 Lipe | Qe
«Driver’s license number & state Name as it appears on license

Report Copy: If you are applying for a job or live in California, Minnesota, or Oklahoma, you may request
a copy of the report by checking this box: 7,

e comg e

Signature Date = |




doyen i gl 4
\q“ "'/:”

employer solutions staffing group..

STATEMENT OF CONFIDENTIALITY

This agreement made this | | day of , 201 %etween
Employer Solutions Staffing Group LLC, hereinafter ferred to as “employer”,
and e/ 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.

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.

Grouf/j Representative

Employee Signature

Empibyer Solutions S fﬁrTg




Important/Importante
LOST OR STOLEN PAYCHECKS

If a paycheck is lost (missing, misplaced, destroyed, lost in the mail, efc.), you
must notify your staffing recruiter that the check cannot be found. If jt can be
verified that the check has not been cashed, ESSG will stop payment on the

check and re-issue the check to you, deducting a fee of between $25-$35.

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

CHEQUES DE PAGO PERDIDOS O ROBADOS

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

AGREED/SE ACUERDA—
Name/Nombre (con letra de molde): D el

Signature/Firma: ,ﬁ—:gq, el



employer solutions stafting group..

INJURY MANAGEMENT PROGRAM

Injured Worker’s Responsibilities

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

RESPONSIBILITIES OF THE INJURED WORKER:

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

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

Obtain a Report of Workability from your physician at every appointment, a
minimum of once every two weeks. M.R. 5221.0420 requires that your physician
cooperate with return to work planning and that you be released to return to work
at the earliest appropriate time.

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

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

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



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

Notify your employer immediately of anv new injuries or conditions that impact

your physical condition.

If it is necessary to miss scheduled work due fo a work injury, you must be seen
by your primary health care provider the same day in order to receive
compensation for the time away from work. The physician must complete a
Report of Workability.

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

Signed: %&; Wé

Printed Name: D‘euJ W Juel




:ii k. '1 b
J Aoy i

i P el it i e
Sl g e

employer solutions staffing group..

Notification of Minnesota Law Requirement —

Unemployment Acknowledgement

According to Minnesota Statute section 268. 095, subdivision 2, paragraph (d), an
applicant who, within five calendar days after completion of a suitable

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

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

I 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. (Initial)

S R 48/{(/(7

Employee Signature; Date:

Emplg‘éee (please print your name here)

CMG_SM - Rev. 09.2013




] 8850 Pre-Screening Notice and Certification Request for

(Rev. March 2016) the Work Opportunity Credit OMB No. 1545-1500
lz'iamgj' né‘.}aﬁ.}i‘m%’;"’y P Information ahout Form 8850 and its Separate Instructions Is at WWWw.irs.gov/formasso,

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

Your name [ ?}e! Q[ i | Soclal security number p Y1(c-24- Ly

Street address where you live Z FE i

City or town, state, and ZIP code %2 u
County 1 b K giﬂ Telephone number [#1 Y34y-11t

If you are under age 40, enter your date of birth (month, day, year) L’&‘-z | lﬁ}‘l )

1 [ Check here if you recsived a conditiona] certification from the state workforce agency (SWA) or a participating local agency
for the work opportunity credit,

2 [7] Check hereif any of the following statements apply to you.
* Iam a member of a famlly that has received assistance from Temporary Assistance for Needy Familles (TANF) for any 9
months during the past 18 months.
® lam aveteran and a member of a family that received Supplemental Nutrition Assistance Program (SNAP) benefits (food
stamps) for at least a 3-month period during the past 15 months.

® | was referred here by a rehabilitation agency approved by the stats, an employment network under the Ticket to Work
program, or the Department of Veterans Affairs,

* lam at least age 18 but not age 40 or older and | am a member of a family that;
a. Recelved SNAP benefits (food stamps) for the past 6 months; or
b. Received SNAP benefits (food stamps) for at least 3 of the past 5 months, but is no longer eligible to receive them.

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

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

* |lam a veteran and | was unemployed for a period or periods totaling at least 4 weeks but less than 8 months during the
past year.

3 [J Checkhereif you are a veteran and you were unemployed for a period or periods totaling at least 6 months during the past
year,

4 [ Check here i you are a veteran entitied to compensation for a service-connected disability and you were discharged or
released from active duty in the U.S. Armed Forces during the past year.

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

6 [ Check hereif you are a member of a family that:
* Recelved TANF payments for at least the past 18 months; or
* Received TANF payments for any 18 months beginning after August 5, 1997, and the earliest 18-month period beginning
after August 5, 1997, ended during the past 2 years; or

* Stopped being eligible for TANF Payments during the past 2 years because federal or state law limited the maximum time
those payments could be made.

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

Signature—Al Applicants Must Sign

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

Job applicant’s signature ' _d,g"': ‘f.«-z/ Date 45{ 1 l 1
For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 228511 Form 8850 (Rev. 3-2016)
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Form A (rev. 03/2017) TAX CREDIT QUESTIONNAIRE

EMPLOYER SECTION:
Client: Company:
Location: Position: Starting Wage: $
EMPLOYEE, SECTION:
First Name: Last Name: Suffix: Street Address: City/State; Zip:
e Wus| BiLze __Foigten Ct N
2 s Age: Have yon worked for’ If yes, location:
this company hefpre?
H6-29-7ug | ce2ciMp|ze | Y™

Please complete all questions, and sign and date the form, Yes No

1. Have you or has anyone living with you received Temporary Assistance to Needy Families (TANF) [ |
at any time since Augnst 5, 1997? (ifyes, please provide information below.)
Name of the person receiving benefits: __ Relationship to you: 2l I
City: County: State:

2. Have you or has anyone living with you received Food Stamps (SNAP) at any time during the past 15 months? ] [
(If yes, please provide information below,)
Name of the person receiving benefits; Relationship to yous
City: County: State;

3. Have you received Supplemental Security Income (SSI) at any time within the past 3 months? [ O
Please note, this is not the same ag Social Security benefits (SS) or Social Security Disability (SSDI) benefits,
*If you checked yes please provide a copy of your SSI documentation,

4. Have you received any type of vocational rehabilitation services within the past two years? ] |
If yes, please indicate whi type of agency you worked with and provide their location information below:
[ Vocational Rehabilitation Agency [ Dept. of Veterans Affairs d Employment Network (Ticket to Work Program)

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

S. Areyon a Veteran of the U.S. Military? *If yes, please provide a copy af your DD-214 and letter of separation,
(If yes, please provide information below. Ifno, please continue to question #6.)

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

6. Have you been unemployed at any time during the last 12 months?

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

O
O

——

Of O og
O O Om

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

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

——

_ Additional Tax Credits
IEC (Native American): Are you or Yyour spouse a member of a Native American Tribe? M| d
Ifyou checked yes please Ppravide a copy of your CDIB card,
CA Residents: [] Are you the child of foster parents? [] Do you receive CalWorks? [ Workforce Investment Act?
[J Areyoua migrant or seasonal farm worker? [] Have You ever been convicted of a misdemeanor?
SC Residents: [] Do you receive Family Independence Benefits?

tPLEASE READ, SIGN, AND DATE:
{ Under penalties of Ferjury, I declare the information above to be true and accurate to the best of my knowledge, and | hereby authorize any agency, organization, or

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

New Employee Signature: W ' Date: 4!”/!7




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 Cﬁlﬂﬁmﬁmrequestﬁled_huh&ne#&a;get—i

group.

Under penalties of perjury, I declare that this information is true and correct to the best of my
knowledge.

=
New Hire’s Signature: 3—9%/ M%Z” Date 4! I ’ 1
New Hire Name: D < oant Mgl

Social Security Number: .lf["[(,,z‘a-‘]l 1

Employer Name: __(_Mlq

Please check the statements below if they apply to you.

O I declare 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.

00 1declare that | have been in a period of unemployment since

(Enter start date)

Privacy Act Notice:

The Intemal Revenue Code of 1886, Section 51, as amended and its enacting legis!ation, P.L. 104-188, specify that the State Workforce Agencies are the
"designated® agencies responsible for administering the WOTC certification procedures of this program. The Informafion you have provided completing this
form will be disclosed by your employer o the State Workforce Agency. Provislon of this information is voluntary; however the Information Is required to
determine your employer's eligibllity for the federal tax credit.

Public Burden Statement:

Persons are not required to respond o this collection of information unless it displays a cumently valid OM B control number, Respondents' obligation to
complete this form is required to obtaln or retain benefits (P.L. 111-5). Public reporting burden s estimated to average 10 minutes per response, including the
time for reviewing Instructions, searching existing data sources, gathering and meintaining the data needed, and completing and reviewing the collection of
Information. Send comments regarding this burden estimate o the U.S, Department of Labor, Divislon of National Programs Tools Technical Assistancs,
Room C-4510, Washington, D.C. 20210 (Paperwork Reduction Project 1205-0371), Please do not submit completed forms to this address,

117-

ETA Form 9175 (Rev. November 2016)




i

employer solutions staffing group..

ESSG WORKPLACE SAFETY POLICY

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

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

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

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

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

(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

° Right to know 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 available at the
workplace.



employer solutions staffing group..

Acknowledgement of Receipt of Workplace Safety Policy

I certify that I have received a copy of Employer Solutions Staffing Group’s ESSG
WORKPLACE SAFETY POLICY. I understand that it is my responsibility to read
this policy and ask my supervisor, a member of management or to telephone
Employer Solutions Group (ESSG) at 952.835.1288/1.866.496.7573 with any
questions I may have about this policy. I agree to comply with ESSG’s policy on
ESSG WORKPLACE SAFETY POLICY and I understand failure to comply is
grounds for disciplinary action, up to and including termination.

I also agree that if at any time during my employment I am believe that I am
working in an unsafe or dangerous work environment, I will immediately contact
my supervisor, manager, director or ESSG’s Safety Director at
952.835.1288/1.866.496.7573 in order to obtain assistance in the resolution of such
matters.

Employee Name (Please Print)
i) 0 us |

Employee’s Signature:

w Date: Q! \( E ‘vtﬁ




DRUG AND ALCOHOL

TESTING CONSENT FORM
1. I have been allowed to read and inspect a written copy of ESSG policy on
drugs and alcohol.
2. 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 resuilt
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. I hereby voluntarily consent to ESSG, or its health service providers, or
other persons or entities acting for or with them, to collect a body component (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,

Dl%/ {diue |

Individual's Name
A

Date ' °*

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10




A . 1&;», employer solutions staffing group.,

Leveraging Resources in a Changing Market

ESNG gsm)

employer solutions group., employar sclutions matkonwide gougs,

oK 1A 0 Sarets 50a Rive = ke Witem P inhen Spngay e,

Enhanced MEC Plan_P]an 1 Benefit Plan Admipistratogs, Inc
Bl e

Benasfits Enroliment Form

Employee lniormation

'|Name (First and Last)

‘ deZ‘_-QI w/yw (

Social Security Number

-2 9-1 H, 4
} %gg E stado Farods W] M cso2 Y
Gender Malo _l%‘m%__[‘u SW%T = Date of Hire
[ Female | ] Married [ Divorced 2U1i%
ﬂphone Number: i Addraab;

Please Select Desired Coverage:

™~ /| Employee Only - D Employee+Spouse - D Employee+Child(ren) - D Family -
7\ $24.00/Week $38.00/Week $36.00/Week $63.00/Week

INAME OF PERSON COVERED (FIRST, LAST)

EFF. DATE
EFF. DATE
EFF. DATE
Empioyee Acknowledgement and Authorization - | hersby apply for the
any migatatements or fallure

IF ENROLLING - YOU MUST SIGN HERE

S il e %{ / 13
EMPLOYEES DECLINING O _|am DECLINING coverage /
lund-nhndthdlandlormydcpondonh,luny.wllvolnymnnnnd dasire to participats In the plan at a Inter date. lwe
must mest the requirements defined inthe Ce

rtificate of Coverage for the company's medical or dental plana. if | decline enroliment for mynsif or my dependents
(including my spouss) becauss of other covarags, | may, In future be abie to enroji mysalf or my depend inthis plan,
days after the other coverage ends, In addition,

provided | request enrollment within 31
i a new depandent relationship forma as a resujt of marriage, hirth, adoption, placement for adoption of parting suit
of adoption, | may ke able to envoli myself or my dependent, provided | raquest enroliment within 34 days

of the event.
IF DECLINING- YOU MUST SIGN HERE

Employen Signature

—_—

Drte
Employer Solutions Staffing Group Heaith Benefits Team
7301 Ohms Lane Sulte 405
Edina, MN 55439
Phaone: 962-767-9519 Fax: 952-787-9515
Email: Heallh@employersoluﬂonsgmup.com
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¢ TITTTmewsa UwAGLILY 1A Z

5 O = o OFFICE USE ONLY e

«VE! 219301-ESG-1 FFI LOCATION Rehire Date__/__,

ENROLLMENT FORM ESC CUUNAC-MN) p1 1,
A. REO RED PLO O ATION I ‘

PRINT USING BLACKC or BLUS INK iMust B Fiied 61~~~

Social Security # Home Phone
D) (Wt _ cé(_zcg"fébﬂl‘ % g‘i\ Lnl%ﬁ juo se:@h?:l
T Eldimn Loay -

' This coverage is not available to res

—iﬁd’ : —F T — Date of Birth

: P
N LWL mtes o502 Gk "2\ /15

B.DO YOU OR ANY OF YOUR DEPENDENTS RECEIVE MEDICARE BENEFITS?
Medicare Health Insurance Claim Number (HICN)

Dx_e_s_ B__’No. If Yes, please continue,
Medicare Effective Date

ot pusy st e

Name of Covered Person (g
1.

2’
A LIMITED BENEFITS PLAN SELECTION I
You MUST select a coverage level before any benefits in Sectio
identical. The Fixed Indemnity Medical Plan, Dental Plan,

Insurance Company. The Vision plan Is underwritten by Companion
SELECT COVERAGE LEVEL FIXED INDEMNITY

Sa SN e ey s

| . MEDicAL e
Employee + 1 D $12.34

NOtoALL Benets [ 7] [Vves [Ino

o er ot | [Ues (o | [T e [ P e
idents of NH, HI, or PR. 25TD is not available to persons who work in CA, HI, NJ; NY, or Ri.
ekt DT TR 731D IS NC e S WYL OF RIL
For Term Life / Accidental Death & Dismemberment, please writs in your beneficiary information, Accidental Death &
Dismemberment is Part of the Term Life Benefit, '
Name

Y o

Relationship

D. REQUIRED DEPENDENT INFORMATION
Name S

ocial Security # | Date of Birth | Sex Relationship

Namet b e L R T W ] DSPouseDCh"dDDomesﬂcPamr
Name Social St-u:ur'rty#ii Date of Birth | Sex

Relationship
Name Social Security # | Date of Birth Relationship
i

Sex
Name . Social Security # ' Date of Birth ' Relationship

Sex
e s TR e []Domestic Partner

YOU MUST SIGN AND DAT
fit packet and understand its limitations. | understang
e/ Lunderstand that making no benefit selection 12 2 dadli

E, EVEN IF YOU DECLINE COVERAGE k.

that open enrollment is only av-ai_I;ia“l;.f_t;: v, di Cj
nation of coverage. " -

[ stonarune e

This is an Essential StaffCARE Enroliment Form.,




