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PO Box 46270
Minneapolis, MN 55344-9956

Tel: 952.835.1288

www.esgstaffingsolutions.com

New Hire Application

Personal Data~ PLEASE PRINT LEGIBLY IN INK

Last Name_R0QUe First Name_V@n Middie Inttial R
Street Address_1040 8thave s Aptiste 1
City/State/Zip __South saint paul, mn 55075 Soclal Security Last Four JOXX-XX- 5764
Phone Number 7636009179 Emall Address _iroquell@yahoo.com @

Staffing Agency/Recruitment Partner CMG

All offers of amp gyment are conditional unon satisfacta RIO0] OF Iaentily and lega

Are you legally authorized to work in the United States of America? @IYES CIINO
Applicant Cortification and Authorization

| authorize Employer Solutions Staffing Group (ESSG) to use the information and statements contained in this application % determine my

qualifications for employment, | authorize ESSG to make inquiries of my former employers, except as indicated in this application,

regarding my previous duties, responsibilities, performance, compensation and eligibility for rehire.

! dndmtandmétacommahensivahackgroundmedtmaybemndudadtodetamhemyaﬂglhﬂﬁyhrmmbyearund!desse.

This may Include but Is not limied to, investigations of criminal and/or convicfion records, driving records and/or a drug scresn festas

required by clients, government regulations or by ESSG polinies.

| release ESSG and other persons or entities from any claims that might be based on ESSG's decision to conducta background check,

| cerify thet all statements mademmyappncaﬁonamimeandaocwataandmatlhavanotomntadanymamﬂal information or provided

felse or misleading information, | understand that any material omission or misrepresentation will resulf in my disqualification from

consideration for employment or, i discoverad afer | begin employment, will result in my termination.

If hired, | agree fo abide by the pollcles and procedures of ESSG,

Ivan Roque %% Mar 12,2018

rrmr———

Name (Print or typa) Applicant’s Signature Date
A copy or facsimile ("fax") will be considered the same as an original signature, Emall will ONLY he usad for employment comaspondence
_For ESSG Office Uss Oniy '
boH ________ |mnw 9 88560 w4
Emergency Contactinfo | Background Release Form Background Results Unemployment Lotter ESC Application
{if applicable)
For ESSG Client Use

DOH ___ = [Rop e, | WOTK Shte Log. WCCode

ESSG- CMG-CO Rev. 04/2017



‘The exceptions don’t supplemental wages onwage inoome, if amount of
Form W4 (201.7) greatar than 91,000,000, i L I
g s— 10 eemiey A You arent hoetbaiow he.  T0R-E8, Eslmates Tox o Tehiac S uaig Form
WWMWNMMM Mmma%mwm ; mwﬂmmﬂgﬁu&e’tﬁmw
{2 from your pay. Conskder anowrom  withholding eliowances based on emized A Yo Wi 0o 0 find out o shoud
W4 and when your o financial dwwmmmmmmmmo. adjust your withholding on .
dwmcggas. or le jobs anrmowmlgmhma“
an . 'y
Wm' ey aand s e By e e (o 2515 ombmeE o O e ey poes Yo o exied o i
form'to it Your for 2017 expiras wages, withholding must be based on allowances ol wmwmm
Fat 15.29r1&83el’uh. X wmmmng ywo!almedo&fmquynatbaaﬂatmmnlor when gl am clsimied o the Form G
percentage of wages. for the highest Job and an
et ancther %wgmmm:sm gfmunmmemmmdam - :mm%s»mmmu::a
from i Ingome exceeds $1,050 youmumnarrlegamlwmmm%ar e Nm mma%ﬂg
and inciudss more than $350 of inaoms (for costs of kesping ahomaform ur memm
o Mand mds"b"memm §01, am %Dedumm Gheck your withholding, After your Form W4 takes
EXEMBHON o Wy even Hhe oiplois Filing InfGrmation, for nformation. eﬂmm%mmmpmm%m&
a dependent,  the employes; Taxwadu%.’(ouoanmmmmmm mgj‘gﬂp&"ﬂggg’wmm
* I3 age 85 or older, mﬁﬂ%mmmm”w exceed $130,000 (Single) or $160,000 Marmiod.
* I3 blind, or mwwmmﬂ&edﬂdmwadﬂwboclaﬁnad memmwmmmwmm
the Personal ownnoes Workshest below, d aftecting Form
mhgl;lénwmml o ﬁfgrwhge:gtmm Sen m%hfnmaﬁmonmnvamm mmmon' W‘I.mmrd%mw
Personal Allowances orkshest (Ksep for your records,)
A Ernar“1”foryourselflfnooneelssoandalmyouasadepmdem. 9 © 0000000000000 00 5
* You're single and have anly one job; or
B  Enter*1*if: { -You'mmamed,haveonlyone]ob.andyomapomdnsm’twuﬂcor } « + . B
OYourwaqaafrumasacond]oboryuurapnuse’awages(orthawofbo!h)ara$1.5000rlesa.
c Emer‘1"furyourspomaut,youmayohoosemantar“—o-"ifyouaramamadandhavaelﬁmraworldngspouaeormom
manonajob.(Etmﬂng‘-o-"mayhelpyouavoldhavingholiwetaxwﬂhheld.) 0 0 08 0l 6blo % Y+
D Emernumherofdependsms(mthanyourspoueaoryomalﬂyouwmclalmonyourtaxraturn. 3" o }o . . D2
E Emar'1”lfyouwmfﬂeasheadofhomholdonyourtaxremmbeemndiﬁmsunderﬂeadorhomhcldabove) « . E 1
F Enter“1"lfyouhaveatleastsa.ooocfchndordspandemmmensesforwwchywplantoclalmacredit g © F
{Note: Do not include child support payments. See Pub. §08, Child and Depmdent&ra&pensegfordetaﬂs.)
@  Child Tax Cradit (inoluding additional ohild tax oredlif), 8se Pub, 872, Child Tax Credit, for mora Information.
* If your total income will bs less than $70,000 ($100,000 if marrled), enter “2* for eagh eligibis child; then less *1” i you
havemmfoweﬂgible ahildren or less “2” if yoy hava five or more eligible children,
-lfyourtotalincomewﬂlbebatween%.ﬂﬂﬂandm.om($100.000and$119.000ffmarﬂed).enter“1"foreachengtblachﬂd. Q
H AddnnesAﬂ'uaughGandemartotalhm{ﬂmmamaybediﬁaramfromthenwnberofmmpuonsyoudalmonyourtaxremrn.)b H s
s if you lantoihmhaorclalmadtushnentstohmmeandwambmduce ur withholding, ses the Deductions
For sl audyxﬁ?nuanctksheetun page 2. = o
com * if you are sin, leandhmmurethanone]ohormmarﬂedaudwuandynurspomboﬁmrkandﬁemblnad
worksheets eamin fromasll bs exosed §$50,000 000 if married), see the Two-Esmera/Multi 8 Jobs Worksheet on page 2
that apply. tnavodhavlngtulg nrnetmgwmld. S e - o
olfnemarufmeahuvaslhmﬁunaappﬂes.mpharaandemarmanmnberﬂomnneﬂonllnaanForm\ﬁMbelnw.
: smhnmandglvahmW-4tayowemployar.Kupﬂietoppm!oryowmrda.
w,.4 Employee's Withholding Allowance Certificate OMB No, 1545-0074
Form
Intomal Ravenue Servios
1 Your first name and middie
- Roque 644385764
Home adaress (uumber and streel or rural roma) 3Q single @ Mamied QI Marris, but withhold at higher Single rate,
1040 8th avess 1 Nota: 1t maned, ut logaly saparatad, o spose s  nomvesdent sl oheck th *Sigle* b,
Chty or town, state, and ZIF code 4 "mhﬂmﬂﬁummsbmmmandalmwm
South saint paul, mn 55075 ohook hers. You must call 1-600-772-1213 for a replacement oard, > []
5 Tota!numbarofannwamasyouaracialmlng(fmmﬁneﬂaboveorfromﬂ)eappnoablewoﬂcsheetonpagez) 51
8 Addlﬁonalamoum.ﬁany.youwamwimneldhomeachpaychack 50 D Y )

7

Under penalties of perury,

1 cleim exemption from withholding for 2017, and | Gertify that | meet both of the Tollowing canditions for exemption,
® Last year | had aright to & refund ofallfederalincometaxwlﬂ»haldbeoausel
* This ysar | expect a refund of all federal income
If you meet both gonditions, write *Exempt® here

and belief, 1t Is trus, corract, ang completa,

Employes's signature ﬁ’mgﬁL_
{This form is not valid unless you sign it wiven Roqee P 12,2018) Date» Marl12,2018

8 Employer's name and address (Employer; Complete lines 8 and 10 only if sending to the IR8) | 9 Office code {optional) | 10 Employer identification number N
For Privacy Aot and Paperwork Reduction Act Notice, ses page 2, Cat. No, 102200 Form W-4 (2017)



<. DEPARTMENT W-4,
2 OF REVENUE MN

2017 Minnesota Employee Withho Iding 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 allowanoes than your federal allowances

» Claim more than 10 Minnesota withholding allowanges

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

* Claim to be exempt from federa| withholding or claim to be exempt from Minnesota withholding

Do not complete this form if you are olaiming the same number of Minnesota allowances as federal and the number claimed is 10 or less,

47 Erployes's tretname and il Last nama Employee's Social Seourty number
™ lvan Roque 644385764
Permanent sddress statua ons
Single: Mamied, but} arated: or
1040 8thaves @ Sp&ba:wmdd:ﬁ?ﬂ:?
City State 2IP code Marted
South saint paul, mn 55075 Q" Married, But withhold &t higher Single rate

3% Employees: Read Instructions on back, complete Seotion 1 OR Sestion 2, sign and give the completed form to your employer,
% : {(Donot complete both Section 1 and Seotion 2, Complsting both sections will make the form fovalid,)
o " [ seotion 1~ Determining Minnesota allowances

Complete Seotion 2 if you claim fewer Minnesota allowances than your federal allowances, AND/OR if you want additional Min-
nesata withholding deducted each pay period,

* nu

1 Total number of federal allowances claimed enfederal FormWed .....ooiiinnnnnenennnn. ., 00000 1 1
2 IbtalnumberofMinnesutaallowanoas(nne2oannotbemomthanllne:l,) Sesreseicecaceraeernare B -1___&_
*.‘ I 3 Additional Minnesota withholding you want deducted each PBYPEAD «.uveenniennnnnnnnannnnnss. 38
?'.:;; -:?u. [ section 2 — Exemption from Minnessta withholding
A Complete Section 2 If you claim to be axempt from Minnesota income tax withholding (see Section 2 instructions for quaiifica-

) Yons}, if applicable, check one box helow to ndicate the reason why you belleve you are exempt:
--' g I meet the requirements and clalm exempt from both federal and Minnesota Income tax withholding,
i [3 even though 1 din not claim exempt from foderai withholding, | olsim exempt from Minnesota withholding bacause | had no
5 Minnesots Income $ax linbility last yesr, | received a refund of all Minnssota income tax withheld, AND | expect 1o have no Min-
nescta Income tax liebility this year,
E My spouse I8 a milttary service member assigned to a mifitary location In Minnesota, my domiolle (legal residence) is in another
: s’tate.AND!amlannesotaaolelytobewith my spouse. My state of domicile is
_,'s : 1 am an American indian Iving and working on a reservation.
-+ [d?1em a member of the Minnesata National Guard or an active duty U.S. milftary member and ciaim exempt from Minnesota
L witkholding on my military pay. >
m: 1 receive & military pension or other military retirement pay as caleulated under Titlo 10, 1404 through 1414, 2447 through
1485, and 12738 and claim exempt from Minnesote withholding on this retirement pay.
i 1 certify that all Information provided in Seotfon 1 OR Section 2 is correct. | understand there is  $500 penalty for filing a false with-
8  hoiding allowange/exemption certificate.
B E Emplojressgnetoe

Mar 12, 2018 s

Employe;s: Give the completed formto your emplover,

Employers

if you are required to send a copy of this form to the Department of Revenus {see instructions), you must anter the employer Information below
and mall this form to: Minnesota Revenue, Mail Station 6504, St. Paul, MN B5146-6501. {Incomplete forms are considered Invalid.) A $50
penalty may be assassed for each raguired Form W-4MN not filed with the department.

Keep a copy for your regords,
e Nemeof omployer Faderal employer ID number (FEIN) | Minnesota tax 1D number
% E : Address City State ZIP coda
£

iRev 127160, Questions?  Wabsits: www.revenue.stete.mn.us, Email: withholding.tax@state.mn.us. Phone: 651-282-8989 or 1-800-657-3504.



Employment Eligibility Verification ' USCIS
Department of Homeland Security oggﬁfzm !
U.S. Citizenship and Immigration Services

g ' Explres 08/31/2019
P> START HERE: Read Instructions carefully bafore completing this form. The

instructions must be available, aither in paper or electronioally,
during complation of this form, Employers are Hiable for emors in the completion of this form,

ANTI-DISCRIMINATION NOTICE: it is flegal to discriminate against work-authorizad Individuals, Employers CANNOT spacify which
document(s) an employes may present to establish employment autharization and identity. The refusal to hire or continue to employ
an individual because the documentation presented has a future explration date may also constitute lilegal discrimination,

Seotlon 1 . Employee Information and Attes on (Emplayess must complete and sign Section 1 of Form 19 na later

than the first day of employment, but not before aceepling & job offer.) :

Last Name (Family Nams) First Name (Givan Nams) Middle Inftial | Other Last Names Used (I any)
Roque Ivan 1 N/A

Address (Street Number and Name) Apt. Number | City or Town State | 71p coda

1040 8thaves 1 South Saint paul mn 55075

Date of Birth {mmiddlyyyy) {us. Social Security Number Employes's E-mail Addresg Employes's Telephone Number

12221993 E@%[T] - ["]‘[T | iroqueli@yahoo.com 7636009179

1am aware that federal law provides for imprisonment and/or fines for falso statements or use of false doouments in
connaction with the completion of this form.

1 attest, under panalty of parjury, that | am {cheak one of the following boxes):
'gmcimn of the United States

Ol 2. Anonaitizen national of the United States (Ses instruations)
{1 5. A lawiul permanent resident (Allon Registraton Number/AUSCIS Number): N/A

(O 4. An slien athorizad to work ot expiration dte, f applicable, mmidyyyyy:
Soma allens may wrile "N/A® In the expiration date fleld, (See Instructions) _
Allens authorized to Mmpmﬂuemlycnaofﬂzabﬂmﬁmdomemnumb«sbwmﬂemmw: I QR Codo - Sacion 1
mmmmmmsmmmmmmumwmmwmm e e B
1. Allen Registration Number/USCIS Number: N/A |'
OR
2. Form 104 Admission Numbes: N/A | i 1
OR .
N/A |
8. Foreign Passport Number: |
Country of issuance; N/A i ‘
Signature of Employee /2y 2, Today's Date (mim/ddsyyy) Mar 12, 2018
:vanmm 12.291_._8]

2reparer and/or Transiator Certification (check ons):
| did\not use a preparer or translator. A preparer(s) and/or translator(s) assisted the employes in complaling Section 1,
(Flalds below must be completed and signed when preparers;andfor translators assist an amployee in completing Section 1. )

attest, under penaity of perjury, that I'have assisted In the completion of Section 1 of this form and that to the bestof my
knowledge the information Is true and correot.

Signature of Preparer or Translator Today's Date {mmiddfyyyy)
Last Name (Family Nema) First Name (Given Name)
Address (Sireet Number and Name) City or Town State  |ZIP Code

@ o Emplover Gompletes et Pag_e_ @

Form1-9 071717 N Page j of 3



Emplt_)yment Eligibility Verification USCIS
Department of Homeland Security Form I-9

'.~L’-."I

).

Crrag u.s. Citizenship and Immigration Services “&,;’F&“osf"s':ifo’%’
ection 2. Employer or Authorize epresentative Review and Verification '

((Employers or their authorized reprasentative must camplate and sign Sealion 2 within 3 business days of the employes’s first day of amployment Yoeu
lpwsl physically examine one document fram List AOR & gombination of one dogsument from Ligl 8 and ane document'from List C as listed on the “Lists
Ff Aggeptable Dgouments.”) % _ ;

." Document Numbar
J’"“_“"—‘—sxpmm Dato [ engilrodidyyy]
| Documant Tifle

MTasiiing Authorty Additional infarmation DoNormin e ass i

(Expiration Date (7 any,fmmAdiyyy)
f Pt |
n:lattest,undarpenaltyufpedury.ﬁmmlhsvemﬁnadmadomam(s)pmnhdhyﬂwabmmneﬂemphm
%) the abiya-listed downenqs)appearhbegenulneandbmlmtoﬁreemployaanamed,and(&)hthehestofmylmowledgeme

/" employee b authorized o wark in the United Siatos, D _
Thels ) 0's first day of employment (mm/dd/yyyy): 3112@1\? (Sea indructions for exemptions)

|

Bmolofol on Authenzed Representative J. 's Data [mmdld | Titte ofEmployve ﬁpﬁmdm

ployp or Authorized Representative {Fi }F’Ts B .EmpioyarorAummd Representalive | Employer's Busingss or Organization Name
[ E ¢ B
2 el ¥ l ’ =
| Employer's Business or Qrganization Adtiress {Streat Number and Name)  City or Town
|

State | 21p Qode

Section 3. Reverification and Rehires (7o o completed and signed by employér or autharized reprosentative )

- : . B, Date of Rahira [ applicable)
First Name (Given Name) ' Middle Inifial | Dete {mm/dcAyyy}

. T1ha amipioyes’s Pravioi

i8'g '_'afqmﬁqymgﬁ' -authdrization has expired, provide the
gentinging empl mamawhwﬁg:nimhﬁ i g Beiow, e’i 'f. Sk aels U Rt
Dooument Title Document Number Expiration Date (F any) {mmiddfyyyy)

nformition Tor e dGSament o7 recalpt 1At sI2BTshas

1 attest, under penaity of perjury, that to the best of my knowledge, this empioyss Is authorized to work in the Unifed States, and if
the employes presanted document(s), the document{s) | havo examined appsar fo be genuine and to relats to the Individual.

| Signature of Employsr or Authorizad Represeniziive | Today's Date {mm/ddiyyyy} Name af Employer or Autharized Representative

Form1-9 071717 N Page 2 of 3
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THIS NUMEER HAS BEEN r::smat.asﬁan FOR

IVAN RAFAEL




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
ormore reports based on that information; and (d) Employer Solutions Staffing Group, LLC ("ESSG”) to
share those reports with others for legitimate business purposes related to your employment. BGC
and/or Orange Tree Employment Screening may investigate your education, work history, professional
licenses and credentials, references, address history, socal 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 Yyou 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: Ivan 1 Roque
First Middle (OO Last
none)

Other names used:

Current county of residence:;

Current and former addresses: -
04/2014 current 1040 8thave s Southsaintpaul,mn 55075

from Mof/Yr to Mo/Yr Street City, State & Zip
01/2012 04/2014 8415 Asjatic ave

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.

12221993 644385764

Date of birth Social security number
k3011147029504 644385764

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:

Ivan Roque m%n,zm; Mar 12, 2018

Signature Date




EMERGENCY CONTACT INFORMATION
=CERUENLY LUNIAGT INFORMATIO!

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

Employee Name: lvan Roque

Address: 10408thaves South saint paul, mn 55075

Home Phone: 7636009179

e T e F&Hﬁﬁ(}ﬁt&@? CONTACTS AL

 Plense l}sgfﬁ}wo_pspm@(htpg ity m;g:egw; Q could be contacted in cake of an emergency
Contact #1 Home Phone:

Name: Nohemi Smith Cell Phone; 21550

Relationship: Girlfriend Work Phone; 6514511503
Contaet #2 Home Phone:

Name: p; Csll Phone:

Ricardo Roque 9565094797
Relationship: Brother 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..
Direct Deposit/Payroll Debit Card Authorization

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

SEEONT ST E N G IRV O p
T ok

Nate: Dmncpmmmaytah@m7dnpmbeucﬂm

S NS R G e G 6

| Direct Dopot (Plosse complete Sestians 3 and § below)

(0)] PlyrullDabitCard(PlemoompletaSwﬂoandSbelow)

weC IO ¥ DN IDIEI RIS

2y Update Bank Account Tunderstand and acknowledge that if1 do not provide a

‘Bank Name: voided check with this direct deposit form, I am
responsible for any delays in payroll or extra costs

BN Routing# incurred if the acconnt number that I provide is incorrect,

BN Acconnt#

Acoount Type: [TT] Checkingl L) Savingd 111 Ofher

* Tohtlpus avnidmnkmganmplusamuhawpyofavoidedaheck. (a deposit slip will not work)
*  Ifyon dmngebanks,donotdoseyom-oldbmkamummﬁlyowdhmdcpaithmﬂmmdu&enwbﬂwﬁchmymnsym

SECTHONG D PANROLL DEDTE AR DL CS T &R,

Fedmliuwmqnhuallﬁmndalinsﬁhnionsmobmh,vuﬂy,mdmdhmmaﬂonﬂmidmiﬂusuchmwhoopmmacmhmm
wqueatal’aymllDebitCardﬁryommmmmofmaﬁﬂowhghﬁmﬁmmnwmmabhmwhsﬂmﬁmmﬁmyomﬁ
youdomznhhaDMDmMmﬂDebﬁCmﬂAuﬁnﬁaﬁmESSGﬁﬂmﬁdahmhﬁmaﬁmmdhmamaPaymIlDebit
C:ﬁnfi_ymmwugm%wmmmﬁommeﬁnmcmmﬁmﬂmmmMmmﬁdemaddiﬁondldmﬁﬂeaﬂonhﬁ)maﬁmsothcycan
v your identity.

WhhMMmW,M@umemwh&mﬁmmemﬂ Debit Card account or
m:anﬁons.Onyourﬁutpayday,yonwmmeuiveyownawl’aymllDebitCard,aadapaohtoominingaIIofﬂ:eteunsandmdiﬂnns.Youwm
thmsignaolmowledgingthatyourmivedﬂnPayrollDebitCmﬂandpuketYomPaymﬂDebitCmdwmbanloadednneuohpaydayyoumeﬁva
wages,

t
t
(@)
|

Initial Date

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

First Nams Ivan MI, R LastNams Roque Date of Birth 122293
Street Address (PO BOX NOT ACCEPTARLE) 1040 8th ave s #1 Social S%“
Cty  south st paul R [ J— Call Phons (mobile) 22000710

RECEIPT OF PAYROLL DEBIT CARD (to be oompleted when you pickup your Payroll Debit Card)

PaymllDebit%ardRouﬁng# rmnmmcmw#@_jrwg 32( !Z 2050~

*E-mail: iroquel1@yahoo.com
this information will anly be wsed th send your paystubs lecironically

éV% éﬂ% 5 2
Emp " . . Date: Mar12, 2018




T ENT OF CONFI

This agreement made this I7/ day M_MMCL_, 201()_, between
Employer Solutions Staffing Group LLC, herelnafter 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 to pay to the employer the sum of $10,000 as liquidated
damages for every such violation; provided, however, that the payment of such
amount as liquidated damages shall not be construed as a release or waiver by
the employer of the right to prevent any such violation in equity or otherwise.

mployer Solutions Staffing Group LLC, Representative



employer soluticns staffing group..

INJURY MANAGEMENT PROGRAM

Injured Worker's Responsibilities

As your employer, we are concermned 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 heaith
care provider.

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

Qbtain a Report of Workability from your physician at every appointment, a
minimum of once every two weeks. M.R. $221.0420 requires that your physiclan
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,

N our over immediately of new Injuries or conditions i ct
our ical condition.

If 1t 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: %

Printed Name: __Ivan Roque
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employer solutions staffing group..

Important/Importante
LOST OR STOLEN PAYCHECKS

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

CHEQUES DE PAGO PERDIDOS O ROBADOS

81 un cheque de pago se plerde (que falta, fuera de lugar, destruido, perdido en
el correo, etc), usted debe notificar a su reclutador de personal que el cheque no

81 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 proporclonar 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 emitira un nuevo cheque y no hay cuota se deducirs,

AGREED/SE ACUERDA—

Name/Nombre (con letra de molde);  van Roque

Signature/Firma: %
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employer solutions staffing group..
ESSG WORKPLACE SAFETY POLICY

ItisESSG’spolicythatallemployeeaahouldbeabletoenjoyahazardﬂ'eeandsafe
work environment. It is ESSQ’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 clientsperfoxmajobhazardassessmentinordertoidenﬁfy
and eliminate potential safety and health hazards and to determine
necessary training and protections for employees at the facility.

(8) Make sure employees have and uge safe tools and equipment,

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

ESSG is committed to vigorously enforcing its OSHA Compiance Policy.

Tohelpensureasafeworkplaee, youhavecertainresponsibﬂitiestoo, 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 4 manner as required by the employer and use the
prescribed safety equipment.

You have the following basic rights:

° Right to refuge 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..
e Rightto requestinformaﬁonabontsafetyandhealthhaza:dsinthe
- 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,

If you believe that your right to a safe workplace has been violated, you can make g

report to a manager of the host workeite employer and/or ESSG (by telephoning
952.88&,1288_/1&86.52&.1573) and asking for the ESSG Safety Director. You can
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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 faitare to comply is
grounds for disciplinary action, up to and including termination,

I also agree that if at any time duringmyemploymentIambelievethatIam
working in an unsafe op dangerous work environment, I will immediately contact
my supervisor, manager, director or ESSQ¥'s Safety Director at
952.885.1288/1.866.496.7578 in order to obtain assistance in the resolution of such
matters,

Employee Name (Please Print)
Ivan Roque

Employee’s Signature:

% éﬂ% Date: Mar 12,2018
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o 3050 Pre-Screening Notice and Certification Request for
(Fev. March 2016) the Work Opportunity Credit OMB No, 1546-1600
] B ey P Information about Form 8850 and fts aeparate Instruotions s st www.irs.gov/formBes0.
Job applicant: Fill in the lines below and cheok any boxes that apply. Complete only this side.
Your name Ivan Roque Soclal security number > 644385764

Street address whereyoulive ~ 10408thaves

Clty or town, state, and ZIP code  South saint paul, mn 55075

County United States Telephone number 7636009179

If you are under age 40, enter your date of birth {month, day, ysar) 12/22/1993

1 [L] Check hera If you received a conditional certification from the state workforce agency (SWA) or a ﬁartlcipating looal agency
for the work opportunity credit,

2 Check hera if any of the following statsments apply to you,

. larnamembaofaﬂmllythathasrecetvedassistanoefromTemporaryAsamnoeforNeadyFanﬂlles(TANF)forany9
months during the past 18 months,

* | am a veteran mdamemberofafanﬂ!ytl'satrecelvedSupplememalNuMﬁonAsststanoergmm(SNAP)beneﬁmtfood
stamps) for at least a 3-month period during the past 15 months.

* | was refarred here by a rehabilitation agenoy approved by the state, an employment network under the Ticket to Work
Program, or the Department of Veterans Affairs.

. lamatleas&age1Bbutnotaga4oorolderandlamamembarofafamﬂymat:
a. HecelvedSNAPbeneﬁts(foodstamps)forthepasthomhs:or
b. Recsived SNAP benefits (food stampes) for at least 3 of the past 6 months, but is no longer eligible to receive them.

. g the past year, | was convicted of afelony or released from prison fora felony.

* I received supplemental security incoms (881) benefits for any month ending during the past 80 days,

) IamavsmnandlwasunamployedfurapaﬂodorperlodstotallngatleasMwaeksbutlesﬂmn 6 months during the
past year,

3 El Check hers if you are a veteran and you wera unemployed for a period or periods totaling at lsast 8 months during the past
year,

4 [ﬂl Check here if you are a veteran entitied to compensation for a service-conneotad disebility and you wers discharged or
released from active duty in the U.S. Armed Foroes during the past year.

5 m] Check here if you are a veteran entitied to compensation for a servica-connected disabllity and you were unemployed for a
period or periods totaling at least 8 months during the past year.

6 [[J Check here if you ara a member of a family that:
» Recelved TANF payments for at least the past 18 months; or
* Recalved TANF payments for any 18 months beginning after August 5, 1897, and the earliest 18-month period beginning
after August 5, 1997, ended during the past 2 years; or
» Stopped heing eligible for TANF paymenta during the past 2 years because federal or state law limited the maximum time
those payments could ba made.

7 El Chack hera if you are in a period of unemploymert that is at least 27 sonsecutive wesks and for all or part of that period
Yyou received unemployment compensation,

Signatura—All Applicants Must Sign

Undevp:zlﬂeso;!:;!wy.ldaclmmlgavsuulbovamemwmmwbefcmﬁedaylwasoﬁema]ob.anditls.tnmabsstnlmy!mowiedge,trua.
carent, com)|

van ko
Joh applipant's signature > farl ExT pate Mari2,2018

For Privacy Act and Paparwork Reduction Act Notice, see page 2. Cat. No. 22861L Form 8830 (Rov. 3-2016)
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Form A (rev. 03/2017) TAX CREDIT QUESTIONNAIRE

EMPLOYER SECTION:
Client: Company:
Location: Position:
EMPLOYEE SECTION:
First Name: Last Name: Suffix; Street Address; City/State: Zip:
Ivan Roque 1040 8thaves South S Paul 55075
SSi: Date of Birth: Age: t;l;yem worked for | If yes, location:
before?
Please complete all questions, and sign and date the form, Yes No
1. Have you or has anyone living with yon received Temporary Assistance to Needy Families (TANF) Q @

at any time since Angust 5, 19972 (ﬂ‘yea,pleasepmvidahﬁ)uuﬁmbduw.)
Nameofﬂlepmmeaivingbenaﬁm: —— Relationship to you: S
City: County: State: ___

2, HavayonorhasauynnelivingwlthyoumeivedFoodSeampa(SN at auy time during the past 15 months?
(f yes, please provids informatian below,) ik @ QO
Name of the person receiving benefits: Nohemi Relationship to you; Shriemd
City:""__ Comty:"ot_ gipge, MV

3 HuveyonmaivedﬂupphmmtalSammyhcome(SSl)atanyﬁmewiﬂdnthepastsmonths? g @&

Please note, this is not the same as Socfal Security benefits (SS) or Soaial Seourity Disability (S8DI) bensits,
‘lfmchwkedwplememﬂdeaaamdmmdoammdm

4. Have you received any type of voeational rehabilitation services within the past two years? 0O @&
lfyagpleanind!mwhiohtypeof ynnwnrlmdwiﬂ:andpmvideﬁwirlnuaﬁuninfonnaﬁonbelow:
a VoeaﬁonalkehabﬂimﬁmAsm;gata
Nams of Agency: ___ Phone#: R
City: Connty: State: ___
*Hyou checked yes please provide a copy of your active Individual Work Plan and Ticket to Work documentation,
5. Areyon aVetnranofthelLB.Mﬂitary? *if yes, pleass provide a co your DD-214 and letter of separation.
{If yes, please provide information balow, Ifno,plaauoonﬁnucmqnesum#ﬁ.)pyd
Dates of Service - From:
Branch of Service:

Are you entitled fo or are you recelving compensation for a service-connected disability?

6. Have you been nnemployed at any time during the last 12 months?
If'yes, dates of unemployment - From; 8 .. ol o
Did you receive unemployment compensation at any point during your unemployment?
Ifyes,inwhlnhmdidyoureoaivemmploymentcompensaﬁon? =
7. Have yon been convicted of a felony or released from prison for a felony conviction in the past 12 months?
Conviotion Date: Releage Date;
Wasthisa [ Federal or [ State conviotion? 1Stto-Comnty: ____ Stater

Q

To:___

Ql O IO
P @ pP@® @

T T LR T S st T i3

L iE g Addbiges) Tax Credisy LR

TEC (Nafive American): Are you oryour spouss a member of a Native Amerioan Tribe? O ®©

Ifyau chwkudyﬁlam pravide a copy of your CDIB

CA Residents: LLI| Are you the ohild of foster parents? Do you receive CalWorks? [T] Warkforos Investment Act?
Areyonanﬂgrantmseasonalﬁ-xnwm‘? DHaveyonwerbeenmnﬁmdofamisdameanor?

SC Residents: 1] Do you recsive Family Independencs Benefitg?

FLEASE READ, SIGN, AND DATE:

Under penaities of perjury, I dectare the Information above to be true and accurare to the beat of my knowiedge, and 1 hereby avthorize any agency, organization, or
individuals to supply such or that wbumdedzadmmwwxmwgibﬂaywwwm employer represenative (Associated
Consuitants. inc. dba Retrotax), or the Depariment of Labor,

New Employee Signature: _é%m@%_ Date; Mar12,2018




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 anly.
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 iltfo:maﬁonistmeandcmecttothebwofmy
knowledge.

New Hire’s Signature: __w%m T
New Hire Name: ___van Roque

Social Security Number: 644385764
Employer Name:

Please check the statements below if they apply to you.

| 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.
E | declare that | have been in a period of unemployment since
_01/04/2018 .
(Enter start date)
Privacy Act Nofice;
ThemmalRemuaCodaoHOBB.Secﬁmstasm:dedmdmmbgblaﬂm, PL104-m,spedbmmeStatankfomaAgmdesaraihe
*designated® agencies responsible for adm he WOTC oeriificafion af this program, The information you have complsiing this

ETA Form 9175 (Rev. November 2016)
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Notification of Mi nesota Law Requirement —

Unemgloment Acknowledgement

According to Minnesots Statuts section 268.005, subdivision 2, paragraph (d), an
applicant who, within five calendar days after completion of a suitabie
Job assignment from a staffing service, (1) fails without good cause fo

Itis your responsibiiity fo contact ESSG through Corporate Management Group (for
instance, by calling 303-820-1425 or using any ather form of contact) for additiona]
assignments. if you fail to do 80, it may affect your unemployment benefits.

mm%am& : Mar 12, 2018

Employee Signatiure: Date;
Ivan Roque
Employes (plsase print your name hera)

Telephone: 303-920-1425
12000 N. Washington Street Suite 350
Thornton, CO 80241

~MN_02.2013



DRUG AND ALCOHOL
TESTING CONSENT FORM

1. | have been allowed to read and inspect a written copy of ESSG policy on
drugs and alcohol,

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

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

Individual's Name

Mar 12,2018
Date

SIGN THIS VERSION OF CONSENT-—SAME AS PAGE 6

10



