PO Box 46270
Minneapolis, MN 55344-9956

Tel: 952.835.1288

www.esgstaffingsolutions.com

=

ernoloyer solutions statfing group..

New Hire Application

Personal Data-- PLEASE PRINT LEGIBLY IN INK

Last Name _Harper First Name _Antoine Middie Initial -
Street Address 2132 Vincent ave north Apt/Ste

City/State/zip _MPls mn 55430 Social Security Last Four XXX-XX-
Phone Number 163-439-3771 Email Address | Wanupnexts@gmail.com@ -

Staffing Agency/Recruitment Partner Na

All offers of employment are conditional upon satisfactory proof of identity and legal ability to work In the U.S.A,

Are you legally authorized to work in the Uniled States of America? @ives (Qno

Applicant Certification and Authorization
| authorize Employer Solutions Staffing Group (ESSG) to use the information and statements contained in this application to determine my
qualifications for employment. | authorize ESSG to make Inquiries of my former employers, except as indicated In this application,
regarding my previous duies, responsibilifies, performance, compensation and eligibility for rehire.
1 understand that a comprehensive background check may be conducted to determine my eligibllity for hire by certain clients of ESSG.
This may include but is not limited to, investigations of criminal and/or convicion records, driving records and/or a drug screen test as
required by clients, government regulations or by ESSG policies.
I release ESSG and other persons or entities from any claims that might be based on ESSG's decision to conduct a background check,
| certify that al) statements made in my application are true and accurate and that | have not omitted any matenial information or provided
false or misleading information. 1 understand that any material amission or misrepresentation will resuit in my disqualification from
consideration for employment or, If discovered after | begin employment, will result in my termination.

if hired, | agree to abide by the policles and procedures of ESSG.

Antoine lemar Harper M_u%nm Apr 27,2018

Name (Print or type) Applicant's Signature Date
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 8 8850 w4

Emergency Contact Info | Background Release Form Background Results Unemployment Letter ESC Application

(if applicahle)
For ESSG Client Use

DOH ROP Work Site Loc. 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 legislation
enacted after it was published, go to
www.irs.gov/Formw4.

Purpose, Complete Form W-4 so that your
employer can withhold the correct federal
mcoms tax from your pay. Consider
completing a new Form W-4 each year and
when your personal 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 to a refund of all
federal income tax withheld because you
had no tax liability, and

= For 2018 you expect a refund of all
federal income tax withheld because you
expect to have no tax liabllity.

If you're exempt, complete anly lines 1, 2,
3, 4, and 7 and sign the form to validate it,
Your exemption for 2018 expires February
15, 2019. See Pub, 505, Tax Withholding
and Estimated Tax, o learn more about
whether you qualify for exemption from
withholding,

General Instructions

if you aren’t exempt, follow the rest of
these instructions to determine 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 notbe a
flat amount or percentage of wages,

You can also use the calculator at
wwwv.irs.gov/WA4App to determine your
tax withholding more accurately. Consider

Form -4
Service

using this calculator if you have a more
complicated tax situation, such as if you
have a working spouse, more than one job,
or a large amount of nonwage income
outside of your job. After your Form W-4
takes effect, you can also use this
calculator to see how the amount of tax
you're having withheld compares to your
projected total tax for 2018. If you use the
calculator, you don't need to complete any
of the worksheets for Form W-4,

Note that if you have too much tax
withheld, you will recelve a refund when you
file your tax retum. If you have too little tax
withheld, you will owe 1ax when you file your
tax return, and you might owe a penalty.
Filers with multiple jobs or warking
spouses. If you have more than one job at
a time, or if you're married and your
spouse {s also working, read all of the
instructions including the instructions for
the Two-Eamers/Multipie Jobs Warkshest
before beginning.

Nonwage income. If you have a large
amount of nonwage Income, such as
interest or dividends, consider making
estimated tax payments using Form 1040-
ES, Estimated Tax for Indlviduals.
Otherwise, you might owe additional tax.
Qr, you can use the Deductions,
Adjustments, and Other income Workshest
on page 3 or the calculator at www.lrs.gov/
W4App 1o make sure you have enough tax
withheld from your paycheck. If you have
pension or annuity income, see Pub. 505 or
use the calculator at www.irs.gov/W4App
to find out if you should adjust your
withholding on Form W-4 or W-4P,
Nonresident alien. If you're a nonresident
allen, see Natice 1392, 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 reconis.

Employee’s Withholding Allowance Certificate

Specific Instructions

Personal Allowances Worksheet

Complete this worksheet on page 3 first to
determine the number of withholding
allowances o claim.

Line C. Head of household please note;
Generally, you can claim head of
household filing status on your tax return
only if you're unmarried and pay more than
50% of the costs of keeping up a home for
yourself and a qualifying individusl. See
Pub. 501 for more information about filing
status.

Line E. Child tax credit. When you file
your tax return, you might be eligible to
claim a credit for each of your qualifying
children. To gualify, the chitd must be
under age 17 as of December 31 and must
be your dependent who lives with you for
mare than half the year. To learn more
about this credit, see Pub. 972, Child Tax
Credit. To reduce the tax withheld from
your pay by taking this credit into account,
follow the instructions on line E of the
worksheet, On the worksheet you will be
asked about your total income. For this
purposs, total income includes all of your
wages and other Income, Including income
eamed by a spouse, during the year.

Line F. Credit for other dependents.
When you file your tax retum, you might be
eligible to ¢laim a credit for each of your
dependents that don't quallfy for the child
tax credit, such as any dependent children
age 17 and older. To lzam mare about this
credit, sse Pub. 505. To reduce the tax
withheld from your pay by taking this credit
Into account, foflow the instructions on line
F of the worksheet. On the workshest, you
will be asked about your total income. For
this purposs, total income includes &ll of

OMB No. 1645-0074

2018

Department of the Treasury meﬁmrvw’menﬁﬂeﬂhdahnacerhlanddhwamsuwnmﬂnnhmmmmngls

tntema) Rovenuo subject to revisw by the IRS. Your emplayer may be requived to send a copy of this form to the (RS.
1 Your first nams and middle initis) 1 ast namo 2  Your social securily number
Antoine L Harper 474-33-9547

Home address (number and street or rural routs)

3(@)single (iMartod ()] Manied, but withhld at highsr Singie rets,

5132 Vincent ave north Note: if mamied (iling separately, check “Manted, but withho!d at higher Stngle rate.”
Clty or town, state, and ZIP code 4 i your last name differs from that shown on your social ecourity aard,

Mpls mn 55430 check here. You must call 800-772-1213 for & replacement card. bg

6 Total number of allowances you're claiming (from the applicable warkshest on the following pages) . . . 8]

6 Additional amount, it any, you want withheld fromeachpaychesk . . . ., . . . . . . . o ., (]

7 lclalmexempﬁonfromwlmmldlngforzow.andlcerﬁfyﬂmatlmeetboﬁofthetollawmgcondmmwmpﬂo.
oI.astyearlhadaﬂgmmare?undofaufedemlmaometaxwﬂhhsldbacauselhadnotaxllab!lity.aml
ombywlexpwamndofallfedarallnmmetaxmmhe!dbecausalupacttohavenotaxﬁabﬂ

Underpma!tlesofpeiiury.Ideelamma\lhavaexanunedﬂﬂsmﬂcammtommumy and belief, it is true, comect, end complete,
S aafezsars Sarmshicn B
(This form Is not valid uniess you sign It)» e Date » Apr21,2018

8 g and 3 10U

Etm!a;ae.rss;mo" mbmmam 0 if sending to IRS and complete a;n::mm WEmpbye(rEil?gnﬁfbaﬁm
FwFﬂvawMMPapemwkﬂeducﬂonMNoﬂoe.seeme4. Cat No. 102200 meW-4¢015)



mt‘ DEPARTMENT W-4MN
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 federal allowances

* Claim more than 10 Minnesota withholding allowances

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

* Claim to be exempt from federal withholding or claim to be exempt from Minnesota withholding

Do not comglete this form if you are claiming the same number of Minnesota allowances as federal and the number claimed is 10 or less.

Emplayee’s first iame and mitial Last name Employee’s Sotial Sscurity number
Antolne lemar Harper 474-33-9547
Permanen; s:ddress Marital status (ehech one bof
5132 Vincent ave north mﬂi’m‘mﬁ?mm’ G
City State 2P code Married
Mpls mn 55430 Married, but withhold at higher Singie rate

Employees: Read instructions on hack, complate Section 1 OR Section 2, sign and giva the complsted form to your employer. (Do not complate
both Section 1 and Section 2. Completing bath sections will make the form invalid.)

{7 section 1 — Determining Minnesota allowances

Complete Section 1 if you claim fewer Minnesota allowances than your federal allowances, AND/OR if you want additional Minnesota withhold-
ing deducted each pay period.

1 Total number of federa allowances claimed on federal FOormWes ......................ooo 1
2 Totwal number of Minnesota allowances {fine 2 connot be more than line AF §606008000a850 0 oedd o0 0060 6 p Rl . S enl
3 Additional Minnesota withhoiding you want deducted each payperiod..................... 306,00 dBAD o R e T

{J section 2 — Exemption from Minnesota withholding
Completa Section 2 if you claim to be exempt from Minnesota Income tax withholding (see Section 2 instructions for qualifications), if applicable,
check one box below to indicate the reason why you belleve you are enempt:

| meat the requirements and claim exempt from both federal and Minnesota Income tax withholding.

Even though | did not claim exempt from federal withholding, | claim exempt from Minnesote withholding because | had no Minnesota
income tax llability tast year, | recaived a refund of all Minnesots income tax withheld, AND | expect to have no Minnesota Income tax iability
this year.

My spouse is a mllitary service member assigned to 2 miiitary location in Minnesota, my domicile (legal resldence) Is In another state, AND |
am In Minnesota solely to be with my spouse. My state of domicile Is

D | am an Amerlcan 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 exempt from Minnesota withholding on
my military pay.

I receive a military pension or other military retirement pay as calculsted under Title 10, 1401 through 1414, 1447 through 1455, and 12733
and clalm exempt from Minnesota withholding an this retirement pay.

I certify that all information provided in Section 1 OR Section 2 s correct. | understand there is a $500 penolty for filing a Jfalse withholding allow-
ance/exemption certificate. o

Employes’s signoture Daytime phone

Date
HincT e gt 33, 700 Apr 27,2018 763-439-3771

Employees: Give the completed form to your employer.

Employers

If you are required to send a copy of this form to the Department of Revenue (see instructions), you must enter the employer Information below
and mall this form to: Minnesota Revenue, Mall Station 6501, St. Paul, MN 55146-6501. (Incomplete forms are considered invalid.) A $50 penaity
may be assessed for each required Form W-SMN not filed with the department,

Keep a capy for your records.
Neme of employer Fedaral employer ID number (FEIN) Minnesots tax 1D number
Address Chy State 2P coda

{Rev. 221 Questions?  Website: www.revenue.state.mn.us. Emall; withholding.tax@state.mn.us. Phone: 651-282-9999 or 1-800-657-3594,



Employment Eligibility Verification USCIS
Department of Homeland Security Form 1-9

. ; S A OMB No. 1615-0047
U.S. Citizenship and Tunigration Services Expires 08/3172019

“
Lttt ——————

»START HERE: Read instructions carefully before Gompleting this form. The instructions must be available, either In paper or electronically,
during completion of this form. Employers are tiable for errors in the completion of this form.

ANTI-DISCRIMINATION NOTICE: it is illegal to discriminate against work-authorized individuals, Employers CANNOT specify which
document(s) an employee may present to establish employment autharization and identity. The refusal 1o hire or continue to employ
an individual because the documentation presented has a future expiration date may also constitute illagal discrimination,

Section 1. Employee Information and Attestation {Employees must compiete and sign Section 1 of Form 1-9 no later
than the firse day of employment, but not before accepling a job offer.) : 3 ; ' !

Last Name {Family Name) First Name (Given Name) Middle Inftial _E)ther Last Names Us_ea'(ii?any)
Harper Antoine L Harper
Address (Street Number and Name) Apt Number | CHy or Town ' State ZIP Code
5132 Vincent ave north Na Mpls Mn 55430
Date of Birth {mrm/dd/yyyy) U.8. Sacial Security Number Employee's E-mall Address Employee's Telephone Number

09/13/1997 Wf’l II | ] I | Twanupnext5@gmail.com 763-439-3771

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

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

Q 2. A noncitizen national of the United States (See instructions)
3. A lawful permanent resident  (Alien Registration NumberfUSCIS Number);
g 4. An alien authorized to work  unil} (expiration date, if applicable, mm/ddiyyyy):
Soms aliens may write "N/A" In the expiration date fiald. (See Instructions)

ABens authorized to work must provide only one of the following dosument numbers to complete Form 1-6: il N
An Alian Registration Number/USCIS Mumber OR Form 1-84 Admission Numbsr OR Fareign Passport Number.

1. Alien Registration NumberRUSCIS Number:
OR

2. Formn 1-94 Admission Number;
OR

3. Foreign Passport Number:
Country of Issuance:

Signature of Employes Today's Date (mm/ddiyyyy) Apr27,2018

Pk lower ey e 1, 2016

Preparer and/or Translator Certification (check one): : :
I did not use a praparer or iransiator. @ A preparer(s) and/or translator(s) assisted the employee in compigting Section 4.
(Fieids below must be completed and signed when preparers and/or translators assist an employes in compieting Section 1.)

1 attest, under penalty of perjury, 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 Transiator Today's Date (mm/ddAyyy)
Last Name {Family Neme) First Name (Given Name)
Address (Street Number and Name) City or Town State ZIP Code

@ 5 '_E'mployér' @Z_’bmp!gtgs Nefi-l?age: i @]

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



Employment Eligibility Verification USCIS

Department of Homeland Security il

- : o s k OMB No. 16150047
U.S. Citizenship and Immigration Services Expires 08/31/2019

Section 2. Employer or Authorized Representative Review and Verification-

(Emplayers or their authorized representative must complete and sign Section 2 within 3 business da S of the employee!’s first da y of employment. You

must physically examine one document fram List A OR a combination of one document from List B and one document from Llst C as listed on the *Lists
of Acceptable Documents.”) il : {

{Lggs (Family Name) irst ame szenWame) T A Cm nshlpllmmtgration S!atus
Employee Info from Section 1 ! = 0 I Ju
| -
R

ListA ListB8 AND ListC

Identity and Employment Authorization identity . /" Employmsnt Apthorization
Document Title 5 y [
issuing Authority
Document Number
Expiration Date (i any){mm/ddiyyyy) : Explraf ?Dati aé nyW/dd/yyyy) Kxjna on Date (ifany)(mm)bd/yyyy)
Document Title 4
Issuing Authonity Additional Information QR Cads - Sactions 26.3

- Do Not Wies In Thus 8pace

Document Numbar

Expiration Date (if any)(mm/dd/yyyy)

Document Tille

Issuing Authority

Dacument Number

Expiration Dats (if any)(mmy/ddiyyy)

tion: | aftest, under penalty of perjury, that (1) | have examined the document{s) presented by the above-named employee,

(2) the abgve-listed document(s) appear to be genuine and to relate to the employee named, and (3) to the best of my knowledge the
om e Ig aithorized to work In the United States,

's first dav of employment (mm/dd/yyyy)o(/ 97 Wns for exemptions)

re ofEm I Represemaﬂve 's Da TiY) Employer Authorized Representative
/ W 2. eCl;
[

mpiay or 1 or Autharized Representetive | Employer's Business or Organization Name
( EMPLOYER SOLUTIONS STAFFING GROUP LLC

Em'ployefs Bus!ness or Organization Address (Street Number and Nams) | City ar Town State 2IP Cods
7480 FLYING CLOUD DRIVE  SUITE 200 EDEN PRAIRIE MN 85344
Section 3. Reverification and Reh qres (To be completed and signed by emplayar or authonaed representative )
A, New Name (i appiicable) ; il 8. Date of Rehire {if applicable)
Last Name (Family Nems) First Name {Given Name) Middie lnlﬂal Date (mm/ddiyyy)

[C. W thé employes's. previgus grent of employment authorizetion hasexpwad provids the information’ forthe ducume:nmtaeelmmatestahlfshea s
continuing employment authorization in the spaps provided bslow.

Document Title Document Numbar Expiretion Da&a (4 any) (mm/ddyyy)

1 attest, under penalty 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(g), the document{s} | have examined appear to be genulne and to relate to the lndlvldual.

Signature of Employer or Authorized Representative | Today's Dats (mm/dalyyyy) Nams of Employer or Authorized Representative

Form 1-9 07/17/17 N Page 2 of 3
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IDENTIFICATION CARD
- NOT A DRIVER'S LICENSE

ANTOINE LEMAR HARPER JR
§ 5132 VINCENT AVE'N TP
MINNEAPOLIS, MN 55}30

Date of Birth 10-13#1'997_ .

Sex Eyes . ~Class L

M BRN i=jpiasis |

Height Weight % & =

5-10% . 211 XA

 ISSUED 11-2017







EMPLOYER SOLUTIONS STAFFING GROUP
BACKGROUND CHECK AUTHORIZATION

Antoine lemar Harper
{First) (Middie) {Last)

Employee Name:

Former Name(s) and Dates Used:

5132 Vincentave north  Mpls mn 55430
(Mo/Yr) (Street) (City) (State/Zip)

Current Address Since:

Previous Address From:

(Mao/Yr) (Street) (City) (State/Zip)
Previous Address From:

{Mo/Yr) (Street) (City) (State/Zip)
Social Security Number: _ 474-33-9547 DOB; 09/13/1997

Phone Number: 163-439-3771

Driver's License Number/State;

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

I hereby authorize Employer Solutions Staffing Group, LLC and its designated agents and representatives to conduct a
comprehensive review of my background causing a consumer report and/or an investigative consumer report to be
generated for employment purposes. 1 understand that the scope of the consumer report/ investigative consumer
report may include, but is not limited to the following areas: verification of social security number; credit reports,
current and previous residences; employment history, education background, character references; drug testing, civil
and criminal history records from any criminal justice agency in any or all federal, state, county jurisdictions; driving
records, birth records, and any other public records.

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

Signature: m Date: Apr27,2018

th CA, MVIN, and OK Residents:
Please check the box below if you wish to recelive a copy of a consumer report that is requested.
[ wish to receive a copy of any Background Check Report on me that Is requested.




EMERGENCY CONTACT INFORMATION

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

Employee Name: Antoine lemar Harper

Address: 2132 Vincent ave north mpls mn

Home Phone: 763-439-3771
Please list two peopie (in pnont)]:: gﬁ&?\%ﬁ?&lﬁg w&gggted in case of an emergency

Contact #1 Home Phone:

Name: Cell Phone:

Relationship: 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 emergenty.




erployer sobubons staffing eroup

Direct Deposit/Payroll Debit Card Authorization

Employces have the option of receiving wages by Direct Deposit and/or Pavroll Debit Card.
If you do not provide a written election, wages will be paid by Payroll Debit Card.

SECTION | BASIC INFORMATION
SSN# flast 4 digits) 9547 Effective Date Apr27,2018

Empl N; q
mptovee TS Antoine lemar Harper
) D Paper Check (Option available to GA NH and NY residenis only)

SECTION 2 PAYROLL ELLECTION
_OJ Direct Deposit (Pleasc compleie Sections 3 and 5 below
Payroll Debit Card (Please complete Secrions 4 and 5 below
SECTION 3 DIRECT DEPOSIT
Update Bank Account

Bank Name:

Note: Direct Deposit accounts may take up to 7 days to be activates
1 understand and acknowledge that if I do not provide a
voided eheck with this direct deposit form, T am
responsible for any delays in payroll or oxtra costs
incurred if the account number that ¥ provide is Incorrect,

Routing#

Account?

Account Type: [ Checking]T] Savings [C Other

= Tohelp us avoid making an ervor, please attach a copy of a voided check, {a deposit slip will not work)
= If'you change banks. do not close your old bank account until your direct deposit has started at the new bank, which mey take 2 pay perieds.

Initial Date

SECTION 4 PAYROLL DEBIT CARD

Federal law requires all financial institutions to obtain, verify, and record information that identifies each person who opens an account. In order to
request a Payroll Debit Card for you, we must provide all of the following information that will enable the financial institution to ideniify you. If
you do not submit a Direct Deposit/Payroll Debit Card Authorization, ESSG will provide the necessary information and issue you a Payroll Debit
Card to pay your wages. For your protection, the financial institution may ask you to provide them additional identification information so they can
verify your identity.

Except for the vouting and eccount number, ESSG does not have access to any information regarding your Payroll Debit Card account or
transactions. On your first payday, you will receive your new Payroll Debit Card, and a packet containing all of the tenms and conditions. You will
then sign ecknowledging that you received the Payroll Debit Card and packet. Your Payroll Debit Card will be reloaded on each payday you receive
wages.

CARDHOLDER INFORMATION {88 you want your Payrol] Debit Card (o bz issued)

First Nome M.L Lost Name Date of Birth
Stroct Address (Pu BUX NOT ACCTPTABLE) Social Security#
City Sate Zip Cell Phone (mubile)

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

1 have received my Payroll Debit Card, welcome brochure, program fees, program terms, conditions. and disclosures, By activating my Payroll Debit Card,

1 am agreeing to the program terms, conditions. and disclosures that are included or mads available to me from time to time from the financial institution. |
authorize the financial institution to debit my Payroll Debit Card account for the fees described in the fee schedule that is past of the program terms,
conditions, and disclosures.

Employee’s Signature: ~_|%l«nm Date: APr27,2018

SECTION 5 AUTHORIZATION
I authorize ESSG o directly deposit my periodic wages/compensation payments, net of required tox withholdings, other required withholdings
or authorized deductions, into my account(e) as designated above and to initiate, if necessary, debit entries and edjustmenrsfor any credit entries

made in error to my account(s), * E-mail is required for pay stub information.

*E-mail; B _
this information will only be used to send your paystubs electronically

Employee's Signature: m Date:APr27,2018




L TR A

emplover solutions staffing group .

STATEMENT OF CONFIDENTIALITY

This agreement made this &/) day ! ZOE, between
Employer Solutions Staffing Group LLC, hereinafter referred to as “employer”,
and 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 fo 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.

Employge Signature
TN

mployer Solutions Staffing Group LLC, Representative




2miployer solutions staffing group .

INJURY MANAGEMENT PROGRAM

Injured Worker's Responsibilities

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

RESPONSIBILITIES OF THE INJURED WORKER:

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

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

Obtain a Report of Workability from your physician at every appointment, a
minimum of once every two weeks. M.R. 5221.0420 requires that your physician
cooperate with retum to work planning and that you be released to retum 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 conditions that impact

your physical condition.

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

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

Signed:

Anttiodite kmar Hosper (Agr 27, 2019

Printed Name: Antoine lemar Harper




employar sofutions 3‘&;;23-{’&;“;;; roun .
Important/importante
LOST OR STOLEN PAYCHECKS

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

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

CHEQUES DE PAGO PERDIDOS O ROBADOS

Si un cheque de pago se pierde (que falta, fuera de lugar, destruido, perdido en
el correo, efc), usted debe riotificar 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 detendra el cheque de pago y reemitir el cheque a usted, descontando
un cargo de entre $ 25 - $ 35.

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

AGREED/SE ACUERDA—

Name/Nombre (con letra de molde); Antoine lemar Harper

_s_!gnamrelF ima: MME femar Harper thpr 27, 2018)




empicyer 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

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

You have the following basic rights:

- o Right to refuse unsafe work
e 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.



@’ v
employer solutions staffing group

* 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

» 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
decision 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 13 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
952.836.1288/1.866.496.7573) 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.



employer solutions staffing group .

Acknowledgement of Receipt of Workplace Safety Policy

1 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 952.885.1288/1.866.496.7573 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)
Antoine lemar Harper

Employee’s Signature:

Anmh! femar Hargor (Apr 27, 2048 Date: Apr 27’ 2018




Form 8850 Pre-Screening Notice and Certification Request for

(ev. March 2016) the Work Opportunity Credit OMS No. 1545-1500
O t of th
m?ffh’é’“r?&é’rfua”sl'&ii"" » information about Form 8850 and its separate instructions is at www.irs.gov/form8850.

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

Yourname  Antoine lemar Harper Social security number »  474-33-9547

Street address where you five 5132 Vincent ave north

City or town, state, and ZIP code Mpls mn 55430

County

Hennepin 763-439-3771

Telephone number

if you are undser age 40, enter your date of birth (month, day, yea) 09/13/1997

1 Check here if you received a conditional certification fram the state workforce agency (SWA) or a participating local agency

for the work opportunity credit.

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

E -

-3

* | am a member of a family that has recelved assistance from Temporary Assistance for Needy Families (TANF) for any 9
months during the past 18 months.

* | am a veteran and a member of a 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 state, an employment network under the Ticket to Work

program, or the Department of Veterans Affairs.

| am at least age 18 but not age 40 or older and | am a member of 3 family that:

a. Received SNAP benefits (food stamps) for the past 6 months; or

b. Received SNAP benefits (food stamps) for at least 3 of the past 5 months, but is no longer eligible to recaive them.

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

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

* | am a veteran and | was unemployad for a period or periods totaling at least 4 weeks but less than 6 months during the
past year.

Check here if you are a veteran and you were unemployed for a period or periods totaling at least 6 months during the past
year.

Check here if you are & veteran entitled 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,

[D Check here if you are a veteran entitied to compensation for a service-connected disability and you were unemploysd for a
~ period or periods totaling at least 6 months during the past year.

Check here if you are @ member of a family that:

* Recelved TANF payments for at igast the past 18 months; or
* Recsived TANF payments for any 18 months beginning after August 5, 1997, and the earllest 18-month period beginning
after August 5, 1987, endad during the past 2 years; or

* Stopped being eligible for TANF payments during the past 2 years because federal or state law Imited the meximum time
those payments could bs made.

CheckhareHyouaralnaperlndofunemploymenttl'uatIsatleast27oonsewﬂvewseleandfora!lorpartofmatpedod

you recelved unemployment compensstion.

Signature—All Applicams Must Sign

Undewamlﬂesofpeﬂwy,lwmzmmmmwmammummodaylwasoﬂaedabb,mub.bthehas:dmmwbdga.m
conect, and complgte.

PG T— bato ADr27,2018

For Privacy Act and Paperwork Redustion Act Notlce, cee page 2. Cat. No. 22859L Form 8880 Rev. 32016
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Form A (rev. 03/2017) TAX CREDIT QUESTIONNAIRE | I | [ '\?_,-‘_’-,»TAX
EMPLOYER SECTION:
Client: Company:
Location: Position: Starting Wage: §
EMPLOYEE SECTION:
First Name: Last Name: Suffix: Street Address: City/State: Zip:
Antoine lemar Harper 5132 Vincent ave north Mpls, 55430
S$S#: Date of Birth: Age: Have you worked for | If yes, location:
this company before?
474-33-9547 09/13/1997 20 | vesO Mo L
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) O @
at any time since August 5, 19972 (If yes. please provide information below.)
Name of the person receiving benefits: Relationship to you;
City: County: State:
2. Have you or has anyone living with you received Food Stamps (SNAP) at any time during the past 15 months? O @
{1 yes, please provide information helow,)
Name of the person receiving benefits: Relationship to you;
City: County. State:
3. Have you received Supplemental Security Income (SSI) at any time within the past 3 months? O @
Please note, this is not the same as Social Security benefits (SS) or Social Security Disability (SSDI) benefits.
*If vou checked yes please provide a copy of vour SSI documentation,
4. Have you received any type of vocational rehabilitation services within the past two years? O @

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

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

City: County: State:

*Ifyou checked yes piease provide a copy of your active Indvidual Work Pian and Ticket to Work documentation.

5. Areyon a Veteran of the U.S. Military? *If ves, please provide a copy of your DD-214 and letter of separation.
(I yes. please provide infonmation below. If no, please continue to question £6.)

Dates of Service - From: To:
Branch of Service: _____

Are you entitled to or are you recelving 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 recelve nnemployment compensation at any point during your upemployment?
If yes, in which state did you receive unemployment compensation? i |

Q
@®

@ o ap
Ql @ @pP

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: 10/18/17
Was this o [_]] Federal or |Z]] State conviction? If State - County: State:
Additioua) Tax Credits :

IEC (Native American): Are you or your spouse a member of a Native American Tribe?

Ifyou checked yes please provide a copy of your CDIB card.

CA Residents: |L ] Are you the child of foster parents? [I] Do you receive CalWorks? [[]] Workforce Investment Act?
Are you a migrant or seasonal farm worker? [[] Have you ever been coavicted of a misdemeanor?

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

PLEASE READ, SIGN, AND DATE:

Under penaltios of perfury, ldeclmlhaquwmionabowmbemadmmdubwdmbwwm and 1 heroby cuthorice any agency, organization, or
Individuals to supply such verification or informarion thay gy be needed 10 determing tax credit aligibility to 1y employer, employer representative (Assoctated
Consultents, Inc. dba Rewouax), or the Department of Labor.

New Employes Signature: S¥errrer- Date: _ AP 27,2018

o
@ B




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: &g Date APr27,2018

New Hire Name: _ Antoine lemar Harper

Social Security Number; 474-33-9547

Employer Name:

Please check the statements below if they apply to you.

E1 1 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.

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

«

(Enter start date)

Privacy Act Notice: :

The Intemal Revenus Coda of 1988, Section 51, a3 amended and iis enacting lsgistafion, PL 104-188, specily that the State Warkforcs Agencies are the
"desipnated” agenciss responsibie for administering the WOTC cerfification mnceduresdﬁdsmogmmmammﬁunywmmvidmmemgﬂds
form will bsn?sﬁosedbymenminyertomasmWorkfumAgenw. Provislon of this infarmatian is voluntary; howsver the information i required to
datarmine your employer's eligiblity for ths fedsral tax credit

e e e T P e e AR

Puhlic Burden Statement:
Mmmmmmbmmwmdmmmnmawwwomamm.Rasmndeﬂk’obﬁgdnnln
compiate this form is required to chtein or retain bensfits (P.L. 111-6). M&mmrﬁmbmdanhesﬂmatedbavemgﬂOndmﬁespemspmse.hdm@ﬂm
mwmmmmmmdmwmmmmmmmmmmmmm@mmm
informeatian. Send comments regarding this burden estimate to the U.S. Department of Labor, Division of Nationa! Programs Toals Technical Assistanse,
mw1o.wmmo.c.mommmmmnw1mu Ptease do nol submit completed forms to this address.

117-

ETA Form 9175 (Rev. Novembar 2016)



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 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. I hereby voluntarily consent to ESSG, or its health service providers, or
other persons or entlties acting for or with them, to collect a body component (blood,
urine, breath, or any combination thereof) from me for testing for alcohol and/ior 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.

nnlo-'.H» Yima Hacper (Ap1 27, 2638}

Individual's Name

Apr 27,2018
Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10
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Benefits Enroliment Form

T e

2w W

mber

Address City State Zip Code
Gender LI wate | Warital swﬁ_l Singis | Dete of Birth Dets of Hire
[] Female [ marted Divorced
[Fhone Number: Emall Address:

Please Select Desired Coverage:
E fy - Empl +S . Empl +Child{ren) - 1 Family -
[@] mployee Only mployee+Spouse mployee (ren) $6 y

$24.00/Week $38.00/Week

$36.00/Week

3.00/Week

Social Securtty # Birth Date | 5% Relationship
: Male L] useD ChﬂdD
}ﬁm . “Lost Nema Femals Domestic Partner
Dependsnl oy v ; R : i
Sacial Securly # BirthDate | Sex Relationship
[ e spouse [_] chid
FFirel Nama M Lag! Name D Femals [] Domestic Partner
Depghdent 2 P ATA P e e e R T R
Birth Bate | Sex Relationship
D ChﬂdD

T L I e = == TR TR T e e
MR T e T i ST R R TR TR R

INAVIE OF FERSON (FIRST, LAST):

Zmpin oo Ac newied jeme: anrl Avdhorsaton - | hereby apply for the group benefit{s) as indicated. | echnowledge that ail entries are trus and complzte and that
anymlsstmeMorfallmabremmnbMoamayhausadasﬂtahasbfnfcamdbﬂmofmeragefofm and my dependentis), f any, from the original
eﬁecﬁvadate.Fum.laﬂwﬂuwmnbwrbmakaﬂwmasaawmymldeﬂuﬁmdmlmhrmelmem

[[F ENROLLING - YOU MUST SIGN HERE

Employes Signature oate  Apr27,2018
EHPLOVEES BECLINIG | am DECLINING coverage

lunde!standﬂaland!ormydependams.llam.wﬂwmymgamdesimhmnupmluﬁwmmmamml!mmaybeeonsldetadahnewmneom
muameﬂﬁmmmmmdsﬂnwmmcawneamdmwﬂwmmm«w I | declive enroliment for myself or my dspendents
(lnclutﬁnanwsmm)hecwdo&ermga.lmw,lnﬁmmbeabhwmﬂmysalformydepe in this plan, provided | request enrofiment within 31
mmmm;mmmmnamwmmmasamwm. birth, edoption, placement for adoption of parting suit
afadoptbu.lmaybaabiebmmllmyseﬂwmydependsm.wwuedlmquastcmvlkwnwlﬂdnndayaofﬂ:awem. .

iF DECLINING- YOU MUST SIGN HERE

W i e oats ADF 27,2018

Employer Solutions Stafing Group Health Benefits Team
PO Box 46270
Minneapolis, MN 55344
Phone: 952-767-851€ Fax: 852-767-8515
Emall: Health@employersolutionsgroup.com




Fixed Indemnity Medical Benefits_Plan 2

VSl 219301-ESG-1 OFFCEUSEONY  (OCATION _ RehireDate ___/___/__ = .
ENR ESC CU(UNAC-MN) P1 v18.2
PRINT USING BLACK or BLUE INK (Must Be Filed Out)
Social Security # Home Phone SQ’DD
Apt. #
City i S:ate Zip Détel of Blirth

D ves v, Yes, please continue.

Madicare Effecsive Data

2

g NEr7S PUANSEECHONMIE SO0 Payroll Deducted Weskly Rates
You MIUST select a coverage level before any benefits in Section C. Your coverage leve! for the all benefits in Section C will be
identical. The Fixed Indemnity Medicai Plan, Dental Plan, Term Life Plan, and Short-Term Disability plans are underwritten by BCS
Insurance Company. The Vision plan is undsrwritten by Companien Life Insurance Company.

SELECT COVERAGE LEVEL "UCi0 INDEMNITY | penyar VISION TERMLFE | SHORETERM
Zmployee Only $20.25 r" $£6.97 ,r .w $2.42 {';‘m $0.60 {2| $4.20 \.‘:
Employes + 1 $41.10 $12.34 $4.92 $0.90
Employee + Family $54.88 $20.36 $6.56 $1.80
MO o ALL Benefits g Q]Yes ] No Yes .J No g Yes No Yes ..J No Yes g No

'This coverage is not available to residents of NH, HI, or PR. *STD is not available to persons who work in CA, Hi, NJ, NY, or Rl

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

Name Relationship

S O AT
I FINEORMATIO

Social Security # “Date of Birth_ Sex

Relationshi
r+ OMEFD spouse E Child [] Domestic Partner
Name Social Security # Date of Birth  Sex lationship
/7 ] ]E:l SpouseEB Chilo []Domestic Partner
Name Social Security # Date of Birth__Sex Relationship
/7 [Dbpouse E Child uDomastic Partner
Naeme Social Security # Date of Birth Sax Relationship

/7 @] Spouse [ chidCl] Domestic Partner

p—

JE-REQUIREDSIGNATUREIN T
I have read the barefit packet and understand its limitations. | understand that open enroliment is enly available for
a limited time and | understand that meking no benefit selection is a declination of coverage.

oare AMZ,2009 b s

2 YOU MUST SIGN AND DATE, EVEN IF YOU DECLINE COVERAGE

" r—— e o———a 3 —

*This Plan DOES NOT Alleviate the Individual Mandate Penalty* I e it S



