PO Box 46270
Minneapolis, MN 55344-9956

www.esgstaffingsolutions.com i :
o N GCNA Tel: 952.835.1288

&M ioyes solistions staffing ErOUR..

New Hire Application

Personal Data-- PLEASE PRINT LEGIBLY IN INK
—_— T LY ININK

Last Name _ Williams First Name _James Middle Initial °
Streot Address 6704th Street E Atteeg 1
City/State/Zip_Saint Paul MN 55106 Soclal Security Last Four 3XX-XX-
Phone Number 6127020333 Emall Address jameswilliam52293@gmall@:m

Staffing Agency/Recruitment Partner Rachel

(ALl offers of employm UL ale conaitional ypo D g :
Are you legally authorized to work In the United States of America? (@) YES Qo
Applicant Certification and Authorization

my pravious dutles, responsibiiiies, 8, compensation and efigibfiity
| understand that a comprehensive background check may be canducted to detarmine my ellgbilty for hire by certain allents of ESSE.
Thlsmaylndudehutjsnotmnuedb;hwesﬁgaﬁonsofmmhulandlorconvlcﬂm ,dﬁvlngmcocﬂsandloradrugscmentestaa

mqwmdbycumgovammmmgwwomorbyEssepondea

false or misleading information, | understand that any material omission or misrepresentation will result in my disqualification from
consideration for employment ar, if discovered after | begin employment, will result in my termination,

James Williams Somor il e e Apr9, 2018
Name (Print or typs) Applicant’s Signature Date

For ESSG Office Use Only
DOH S S | 1y 8850 W4
Emergenoy Contact info Background Releasa Form Background Results Unemployment Lettor ESC Application
{{f applicable)
For ESSG Client Uss
DOH ————ecee, ] ROP st | WO Site Log. WC Cods
BSSG - CMG-NSTW4 Rev. 0412017



Form W-4 (2018)

Future developments. For the latest
information about any future d

related to Form W-4, such as legisiation
emctedaﬂaritwaspubllshed. goto
www.irs.gov/Formwa.

Purpose, Complete Form W-4 so that your
employer can withhold the oorrect faderal
Income tax from your pay. Conslder
completing a new Form W-4 each year and
when your parsonal or financiaj situation
changes.

Exemption from withholding. You may
clalm exemption from withholding for 2018
i hoth of the following apply.

* For 2017 you had a right to a refund of all
federal Income tax withheld becsause you
had no tax liabitty, and

* For 2018 you expsot a refund of all
federal income tax withheld bacause you
expeot to have no tax liability,

if you're exempt, complets only lines 1, 2,
3, 4, and 7 and sign the form to validate it,
Your exemption for 2018 explres February
18, 2019, See Pub, 505, Tax Withhoiding
and Estimated Tax, to leam 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 cleim
for withholding for 2018 and any additional
amount of tax to have withheld, For regular
wages, withholding must bs baged on
aliowances you claimed and maynotbea
flat amount or percentage of wages,

You can also use the caloulator at
www.lrs.gov/WaApp 1o determine your
tax withholding more accurataly, Consider

using thie caloulator i you have a mora
compiicated tax situation, such as if you
havaawoﬂdngspwse.moreﬂmonejob,
or a large amount of n Income
outside of your job. After your Form W~4
takss effect, you oan also uge this
caloulator to see how the amount of tax
you're having withhald compares to your
projectad tatal tax for 2018, If you use the
calgulator, you don't need to complete any
of the werksheets for Form W4,

Nota that if you have too much tax
wnhhdd,wuwmmceivaarefundwhmyou
file your tex retum, 1 you have too little tax
withheld, you will owe tax when you file your
tax ratum, and you might ows a penalty,
Fllers with multiple Jobs or working
Spouses, if you have more than one job at
atims, or if you'rs married and your
Spousa s also working, read all of the
Instructions Including the Ingtructions for
the Two-Eamera/Mulﬁple Jobs Workshest
bsfora beginning,

Nonwage incame, 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 Individuals,
Otherwise, you might owe additiona] e,
Or, you can use the Deductions,
Adjustments, and Other Income Workshest
on page 3 or the calculator at www.irs.gay/
WMppbm!maumyouhaveenoughtax
wlmheldfmmyourpayohadc. If you have
pmsinnorannultylnoome, 8ee Pub. 505 or
use the calculator gt www.irs.gov/W4App
to find out if you should adjust your
withholding on Form W-4 or W-4p,
Nonresident alien, if you'ra a nonresident
allen, ses Notice 1882, Supplemental Form
“W-4 Instructions for Nonresident Allens,
before compileting this form,

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

Specific Instructions

Personal Allowances Worksheet
Complatat!ﬂsvmmshaetonpagasmatto
detannlnemenumbarofmmholdlng
allowanges to claim. s
LMec.Haadofhomholdplmm
Gerierally, you can claim head of
housahuldﬂlhugmonyowtaxrawm
only i you're unmarried and pay more than
50% of the costs of keeping up a home for
yourself and a qualifying individual. See
Pub, §01 for more information about filing
status,

Line E, Child tax credit. When you file
Yyour tax retum, you might be eligible to
claltnacrecntforeachofyowqmmylng
children. To quallfy, the child must be
under age 17 as of December 31 and must
be your dependent who lives with you for
mors than half the ysar. To lsarn more
about this credlt, see Pub, 872, Child Tax
Credit. To reducs the tax withheld from
yourpaybyt,aldngﬂﬂswadnlntoamum,
follow the Instructions on lins Eofthe
warkshest, On the workshest you will be
asked about your total income, For this
purposs, total incame Includes all of your
wages and other income, including income
eamed by a spouse, during the year.

Line F, Credit for other dapendents.
Whenyouﬁlayourtaxrahm,yaunﬁghtba
eilgib!atoclaimacmdnforeach of your
dapendenﬁsﬂnatdm‘tquamyformachud
tex credit, such as any dependent chijdren
age 17 and older. To learn more about this
oredlt, sse Pub, 505. To reduos the tax
wﬂhhaldﬁomyaurpaybyialdngﬂﬂacmdlt
into agcount, follow the instructiona on Ene
F of the worksheet, On the worksheet, you
Wwill be asked about your total incoma. For
this purpose, total Income includes all of

3 w_4 Employee’s Withholding Allowance Certificate OMB No. 1545-0074
m
)Mmuwmanmduchwammuﬂaﬂmm or axemplion from withholding is
e ey e Ty mhjmmmlmhyﬁalas.vmemplwarmwbnmdhmdacowomﬂafamhﬂmm. 2©18
1 Yourfirst nama and middia initial name - 2  Your sucial sscurity number
James D Williams 459276186
Homaaddrass(nmbarendsmewrmralmuta) s@slugle OMardsd Married, but withho!d at higher Single rate,
6704th Street E Nmﬂmmhdﬂhg&pmw.ahwk%bﬂ%oﬁathﬁhw%bm”
City or town, state, and ZIP code 4 nmmwmmmmmonwwwmm

Salnt Paui MN 55106

§ Total number of allowances you're claiming (from the applivable worksh
&  Additlonal amount, if any, you want withheli from each paycheck , .
7 lclainvexemption from withholding for 2018, and | certify that | mest hoth

' i you mest both conditions, writs "Exempt” hera . "y

ecauss | expsoct 1o have no tax llability,

. | 7] exemption

Under penalties of perjury, 1 declare that | have examined this certificate and, to the hest of my knowledge ard beflef, it I8 trus, comact, and complete,

Employea's signature
(This form Is nat valid unless you sign R)>  SmsWEciwn g Dato » Aprs, 2018
, 8 # F
LI e oo o T
For Privacy Act and Paperwork Redustion Act Notics, see page 4, Cat, No, 102200 Form W=4 po14)



m1 DEPARTMENT W-4MN
OF REVENUE
2018 Minnesota Employee Withholding Allowance/Exemption Certificate

Employees

You must complete andgive_thlsfcnntoyouremplwer if you do any of the following:

° Clalm fewer Minnesota withholding allowances than your faderal allowances

* Claim mare than 10 Minnesots withholding allowances

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

¢ Clalm to be exampt from federa| withholding or claim to be exempt fram Minnesota withholding

Emnlwmﬁmmmnandluw Last name i Emplavas'sSndaISMrlqnwubs
James Williams ) 469276186
Permenent addrass ; Mmm{medmm
Single; Married, bus legally separatad; or
670 4th Street E et e
Gty Stats 2P code Married

Complete Saction 1 if you clalm fewar Minnesota allowances than your federa| aliowances, AND/OR If you want additional Minnesota withhald-
Ing deducted each pay period,

1 ‘nnalnumberoffederalallowan:esclalmadonfedetalFomw«t........... ........ Seecesivenenenee d L
2 Totalnumbaroflvnnneaotaallowanues{llnezcmnatbemamthanllnei) PR S ')

0
3 AddiﬁonalMlnnasatawltbholdingyouwamdeductedeachpaypaﬂod........ ............ LXTTRSTPRRRS - B

£ section 2 — Evemption from Minnesota withhalding

Complete Section 2 if You claim to be exempt from Minnesota income tax withholding fsee Section 2 Instructions for qualffications), if applicahle,

checkonehubelowwsndmmereamwhyyuu befieve you ere exempt;

m | meet the requirements and ciaim exempt from both federal and Minnesota income tax withholding,

Even though | did nat claim axempt from federal withhoiding, i claim fxempt from Minnesota withholding because | had no Minnesota
income tax liability last year, | received a refund of all Minnesots Income tax withheld, AND § @xpect to have no Minnesota income tax lability
‘this year,
; My spouse lsa milltary service member assigned to a military location in Minnesots, my domicile {legal residence) Is in anather state, AND |
am In Minnesata solely to be with my spouse. My state of domicile is

D-l am an American indian living and working on 2 resarvation.

1 am a member of the Minnesata National Guard ar an active duty U.S, military member and ciaim exempt from Minnesots withholding on
my mititary pay,
IQ 1 racaive a military pension or other military retirement Pay as calculated under Title 10, 2401 through 1414, 1447 through 1455, and 12733
and claim exempt from Minnesota withholding on this retirement pay.
i certify that all information providad in Section 1 OR Section 2 is correct. | understand there is ¢ $500 penalty for filing a faise withholding allow-
ance/exemption certfficate, -
Employess signture 7 Sete
YL Apr9,2018 e 6127020333

Employees: Give the completed form to your employar.

Employers
if you are required to send a copy of this form to the Department of Revenue (sze instructions), you must enter the employer information below
and mall this form to: Minnesota Revenue, Mall Station 6501, St Paul, MN 55146-6501, {Incompleta forms are conslderad invalid.) A §50 penalty

Keep a copy for your records, .
Nume of employer Federal employer Ib number {FEIN) Minnesota tax ID number
Address City State 2IP code

s 3217y Questions?  Wehsite: www.revenue.state.mn.us. Emall: withholdlng.tax@state.mn.ns. Phona: 55:-282-99990r1-800—657—3594.



Employment Eligibitity Verification USCIS

Department of Homeland ‘Secm'ity OME::TJ;_,;,W
U.S. Citizenship and Immigration Services

Expires 08/31/2019

on 1. Employee Informalion ant statlon Empioyees myer eompidte and sign Seolion 1 of Form 19 ng Iatar
than the first day of employment but not before scaspting a job offer ) : !
Last Name (Family Name) First Name (Givan Name) Middle initial | Other Last Names Used (# any)
Williams James D N/A

Address (Street Number and Name) Apt Number | City or Town State  |ZiP Code

670 4th Street E 1 Saint Paul MN 55106

Date of Birth {mm/ddyyyy) U.S. Sacial Security Numbear Employes's E-mall Address Employae's Telephone Number

05/22/1993 @'ﬁpﬂm A Jameswilliams2293@gmail.com 6127020333

| am aware that federal law provides for imprisonment and/or fines for false statemants oruse of false documents in
connection with the complstion of this form, 1

! attest, under penaity of perjury, that | am {chack one of the following boxes):
() 1. A citizen ot the United States N
I 2. A noncitizen national of the United States (Ses instructions)

() 3. A lawiul permanent resident (Allen Reglstration Number/USCIS Number): N/A

—_—
A 4. An allen authorized towork unt (expiratian date, if applicabis, mmiddlyyyy): N/A
i Same allens may wiite "NIA® in the expiration date fieid, (See Instructions) ' _
| Allsns suthorized to work nust provige only ane of the follovwing document numbers to complete Form 1g: OR Cosa~ S 1
| AnAﬂanRegMaﬂaannbawscrsmumberORFommmmmumberoamwmpwmm & e
! 1. Allen Registration NumbesisClg Number: N/A
OR
i & Form 184 Admission Number: N/A
OR
| 3. Foreign Passpart Number: N/A
{  Country of Issusnce; N/A i
Signature of Em, W”QMLMML Today'’s Date
5 g e o4 005 [ £, 2031 i b Apr 9,2018
eparer andlor Translator Certification (check one): :
| did not use a preparer or transiator. A preparer(s) andior translator(s) assisted the employee in compléing Section 1.
(Fiaids below must be completed ang signad when preparers and/or translators assist an employee in compleling Section 1.)
I atiest, under penaity of perjury, that | have assisted in the complstion of Sestion 4 of this form and that to the best ot my
knowledge the information is true and correct,
Signature of Preparer or Transiator Totday's Date {mm/ddiyyyy)
Last Name (Family Name) First Name (Given Nameg)
Address (Sireet Number and Name} City or Town State  {ZIP Code

:@ Emplover Compiéizs Nexr ﬂage @

Form19 0717117 N Pags | of 3



E———— e

Employment Eligibility Verification USCIS

Form 1-9
Department of Homeland Security
U.S. Citizenship and Immigration Scrvices OMB No. 1615-0047

Py Expires 087332019
"@action 2. EmEloyer or Authorized ﬁepresontame Review and Verification

(Employers or their autherized répresentative must complete and sign Bection 2 within 3 business days of the employae’s first dag of eqipfoy)nent You
must physically examine one document fom List A OR & Combination of ane document from List 8 and ops document from List C ag listad on tha “Lists
of Accaptable Documerits )

LstA '
Identity and Employment Authorieation
! Document Tile

Issuing Authority T ity
Document Number |

Expiration Date (7 anyiimintddfyyyy) Expi Da7

ol/ ]!
Document Titls 1 M

T8suing ARGy | | [Additional formation A L
-;'ﬁtt_mmﬁumhw

; Expiration Date (7 enyimmdlyyyy)——1

\

"Document Tits

Exiaton Daie e

|

|
Employer's Business or Organization Name |

/ el Em.omsownoxvssumncmow LiC 'F
Business or Organization Address (Stest’Nu berand Name) | City or Town Slafe | 2ip Gode
| 7480 FLYING CLOUD DRIVE SUTTE 200 EDEN PRAIRIE MN 58344
mtion 3. Reveﬂﬂcatgon and Rehiras (To be completed’and signed by employer or suthorized representative )
A. Hew Name (7 apbiganic) ; ' ! B. Pate of Rehire ( applicatis)
Last Name (Family Name) First Name (Given Namg) Middle Initlal | Date {mmaidfyyyy)

Expiration Date (7 any) (mmvcidiyyy)

1 attest, under penalty of perjury, that 1o the best of my knowledge, this employee is authorized to work in the United States, and If
the employee presented dasument{s), the do ]

cument(s) | have examined appear to be genulne and to relats to the individual,
Signature of Employer or Asthorized Represantafive Today's Date {mmiidiyyyy) Nema of Employer or Authorized Representative

Fam1-9 071717 N Page2 of 3



e

https://drive.google.com/file/d/1 qréecO0lAdSA35a_BHTXAyORSRLOGNI3z/view




4/9/2018

i

https://drive.google.com/file/d/1 9HIBQbN1r8-DI_0XrtmKezPJELsBVNIT/view




EMPLOYER SOLUTIONS STAFFING GROUP
BACKGROUND CHECK AUTHORIZATION

James Williams
{First) (Middle) (Last)

Employee Name:

Former Name(s) and Dates Used;

Current Address Since; /2013 3933 Van Nest Ave S Minneapolis MN 55409

{Mo/¥r) {Street) (City) {State/Zip)
Previous Address From;

(Mo/¥r) (Street) (City) (State/Zip)
Previous Address From;

{Mo/Y¥r) {Street) (City) (State/Zip)
Soclal Security Number: 468276186 DOB: 05/22/1993

Phone Number: 6127020333

Driver’s License Number/State: 4480164975112

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

I hereby authorize Emplayer Soiutions 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. | 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.

I further authorize any individual, company, firm, corporation, or public agency to divulge any and all information, verbal
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 information 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 1o, addresses, social security
numbers, and dates of birth,

JapaL Wiliant .

Signature: S T M) Date;: Apr9,2018

Notice to CA, MN, and OK Residents:

Please check the box below if you wish to receive a copy of a consumer report that Is requested,
[&)i 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 Neme: ~2Mes Williams
Addregs: __ 670 4th Street E Apt#1 Saint Paul MN 55106

Home Phone: 6127020333
Please list two people (in @oﬁtﬁ{gg?ﬁczﬁﬁ&gﬁw In case éf an emergenoy

Contact #1 Home Phone:

Name: Sherri Williams Cell Phone: 6125457853

Relationship:  Girlfriend Work Phone:
Contact #2 Home Phone:

Name: Kalesha Tucker Cell Phone: 6124075789

Relationship:  Ex Wife Work Phone:

Additional information you want Employer Solutions Steffing 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 : INg 3oUd.
Direct Deposit/Payroll Debit Card Authorization

Employees have the option of receiving wages by Direct it and/or Payroll Debit Card.
if you do not pro de a written election, wagus will be paid by Payroil Debit Card,

S N ST NGO R o
es Williams
PANROLE T
. lease complete Sections 3 and 5 below)
_ Check (Option avatlal NH residents
()] Payroll Debit Card (Plesss complete Sestions 4 and 5 below) [] Paper on avallabie 2 GA NH and NY onby)

SECEHON S8 DIREGE DEPGS
" Note: Direct Deposit accounts may take up 1o 7 days 0 be activated
luudenlandandadmowhdgethatlﬂdnuotprwldea

MetaBank voided check with this divect deposit form, 1 am
incurred if the account number that I provide is incorrect,
Account# T277621800130274

Account Type: |7 Checking] T} Savings [ClOwer tnitial JW Dato 04/09/2018

Tohalpmavoidmaldnganmw.plaaseatmhacopyofavuidedm(adepalit:llpwﬂlnmwk)
lfyoudmugebmh.donotdmmoldhmkmmmﬂmmwmmmmemmm&mnkumm

ST 4 DN QI DEGITE A LD

FedamllawrequimallﬂnanﬁalMnﬁmmobmh,veﬂfy.mdmdmmﬂmﬁmiduﬂﬁumpmwhoopmmmhmm
requestaPaymllDebitCm'dﬁn‘yon,wemtmpmvldeallofthefollawinginfonnaﬁondmtwiﬂanablotheﬁnanﬁalﬁuﬁuﬁuntoidmiiyyon.lf
yondonotsubmhaDlrectDeposithaymﬂD&i:CardAuthmiuﬁon,MOwillpmvidaﬂmnmminfomaﬁonmdismyonaPaymnDehh
Cm:dmpayigourwagu.l’ormmmﬂon,theﬁuancialinsﬁmﬁonmayaskyoummideﬁmaddiﬁonalidmﬂﬁcaﬁmhfomationmﬂwym
verify your identity.

Except for the routing mdamumnmbu.BSSGdounothawmmmyinfomaﬁmnmh\gymeaymn Debit Card account or
uansacﬁons.Onyomﬂrstpayday,youvn‘llmeivaycmncw?aymnDethmd,mdapadmtemmhmganofﬁemandmﬂiﬁmYonwill
_thansignacknnwledgingtha_;youmceivedﬂxehymﬂbeblt(!mﬂmdpacka.YwPaymnDebitCudwinbemloadedmmhpaydayyonmaivc
wages.

et
CARDHOLDER INFORMATION (as you want your Payroll Debt Card fo be ismued)
B First Name

M1 Last Name _ Date of Birth

! Streot Address (o Box NUT ACCEPTARLE Social Secnrity#

"Chy State Zip Cell Phone (mobile)

RECEIPT OF PAYROLL DEBIT CARD (o be cumpleted when you pick up your Payroll Dabit Card)
Payroll Debit Card Routing # Payroll Debit Card Account #

Employee’s Signature;_Jaows viillams tprs, 2015

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

*E-mail: Jameswilliams2293@gmail.com
thialnfonnaﬂonwmonlybemedmmdmpaysmbsehctzoulmny

77X

Employee's Signature: M%% Date:_ApPr9,2018




STATEMENT OF CONFIDENTIALITY

This agreement made this day of , 201__, 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 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.

DA
( yer Solutions Staffing Group LLC, Representative




enployer solutions stalfing eroup .

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
heaith 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 disabllity 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 return to work
at the earliest appropriate time.

Immediately following your appaintment, provide a copy of the report to the
designated employer reprasentative. 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. .

our employer immediately of any new injuries or conditions that im
our i dition

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 fo receive
compengation for the time away from work. The physiclan must complete a
Report of Workability.

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

Signed: James Williums (Apr S, 2018)

Printed Name: James Williams




grployer solutions staffing group.

Important/Importante
LOST OR STOLEN PAYCHECKS

If a paycheck s 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 $25-335.

If your paycheck was stolen, you must first file a police report before we can re-
issue the check. Once you have done €0, you must provide a copy of the policy
report to your staffing recruiter that the check was stolen. Ifthe 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

Sl 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, 8 se puede verificar que el cheque no ha sido cobrado,
ESSG se detendrs el cheque de pago y reemitir el cheque a usted, descontando
un cargo de entre $ 25 - § 35,

Sl su cheque de pago fue robado, primero debe denunclar 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. S| el cheque no ha sido cobrado y si Ia 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); J2mes Williams

Signature/Firma: James Willloms {Agrs, 20189




[

sployer solutions staf I FOUL

ESSG WORKPLACE SAFETY POLICY

It is ESSG’s policy that all employees should be able to enjoy a hazard free and safe
work envivonment. 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 clients perform a job hazard assessment, in order to identify
and eliminate potential safety and health hazards and to determine
necessary training and protections for employees at the facility.

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

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

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

ESBG 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 basie rights:

» Right to refuse unsafe work

* Right to know or be informed about actual and potential dangers in the
workplace

e Right to review copies of appropriate standards, rules, regulations and
requirements that the host employer is zequired to have available at the
workplace.



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

» Right to gain access to relevant personal exposure and medical records,

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

1 you belisve 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
62.835.1288/1.866.496.7578 and asking for the ESSG Safety Director. You ean
also ¢ OSHA di ith 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.

< by S A S LM At



erpiayer selutions staffing sroup .
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 952.835.1288/1.866.496.7578 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
warking in an unsafe or dangerous work environment, I will immediately contact
my supervisor, manager, director or ESSG’s Safety Director at
952.885.1288/1.866.496.7578 in order to obtain assistance in the resolution of such
matters.

Employee Name (Please Print)
James Williams

Employee’s Signature:

sames Williams {Apr 8, 2028) Date: Apr 9, 2018




o SO0 Pre-Screening Notice and Certification Request for

(Rev. March 2016) the Work Opportunity Credit ©OMB No. 1845-1500

w’mﬁ&"m‘ : Dmmaﬂmahmhmmmmmhmmmbatmmm

Job applicant: Fill in the lines below and check any boxes that apply. Complete only this side.
Yourname  James Willlams Soclal security number»> 469276186

Street address where you live 670 4th Street E

City or town, stete, and ZIP cods  Saint Paul MN 55106

County  Rasmey Telephons number 6127020333

it you are under age 40, enter your date of birth (month, day, year)  05/22/1993

1 Cheok hers if you received a conditional certification from the state workforce agency (SWA) or a participating local agenoy
for the work apportunity credit.

2 Checkharelfawofmafonowlngstatementsapplytoyow

. lamamemberofafanﬁyﬂtathasmoelvadasaistancafrumTemporaryAsalatancefarNeedyFamlﬂes(TANF)foranys
months during the past 18 months.

. IamaveteranandamemberofafanﬂlyhatreeelvedSupplamanﬁalNuMﬁonAssiatancergmm(SNAP)bensms(food
stamps) for at least a 3-month perlod during the past 15 months,

* | was referred here by a rehabiiitation agency approved by the state, an employment network under the Tickat to Work
program, or the Dapartment of Veterans Affaira,

. lamaxleastage18butnotage40°roldarandlamamamberofafamllytlmt:
a. Recaived SNAPbenaﬂts(foodstamps)fnrthapaatB months; or
b. RwelvedSNAPbenmtfoodstamps)foratleastaofﬂ:epasthorm. but is no longer eligible to raceive them.

. Durlngthapastyear.lwasmnvictedafafelonyorralenedfmmprtaonforafelony.

« | received supplamental security income (S8I) benefits for any month encding during the past 60 days.

. Iamavatsranandlwasunamployedfnrapeﬂodorpeﬂodstotaungatleast4waeksbutlessman8momhsdurlngthe
past yaar.

8 Chegk hera if you are a veteran and yau ware unemployad for a perlod or periods totaling at least 8 months during the past

4 Cheok here if you are a veteran entitled to compeneation for a servica-connected disability and you were discharged or
released from active duty In the 1.8, Armed Forces during the past year,

5 [D Check here If you are a veteran entitled to compensation for a service-connected disability and you were unemployed for a
period or perlods totaling at least 8 months during the past year.

Check here i you are a member of a family that:
* Recelved TANF payments for at least the past 18 months; or
* Recelved TANF payments for any 18 months beginning after August &, 19897, and the earliest 18-month period beginning
after August 5, 1897, ended during the past 2 years; or

* Stoppad being eligible for TANF payments during the past 2 years because faderal or state law limited the maximum time
those payments could be made,

-3

Cheack here if you are in a period of unempioymant that is at least 27 canseoutive wesks and for all or part of that pariod
you received unemployment compensation,

_Signature—All Applicants Must Sign

Undarpen:’mssn;!peﬂury, 1 deolara that | gave the abave infarmation to the employer on or bofore the day | was offered a job, and it s, 10 the beat of ray knowledgs, tus,
someat, and complate,

VI AJ

Job applicant’s signature > m Date APr9,2018

For Privacy Act and Paparwork Reduction Act Notice, ses page 2. Cat. No, 228511 Form 8BS0 Rev. 3-2019



o Gk "
Form A (rev. 03/2017) TAX CREDIT QUESTIONNAIRE TAX
E YER SECTION= i nimnsirptian
Client; Company:
Location: Position: Starting Wage: $
EMPLOYEE SECTION:
First Name: Last Name: Suffix: Street Address: City/State: Zip:
James Williams 670 4th Strest E Saint,Paul 5510
S8 Date of Birth: Age: Have yon wor:;_d fo: 1f yes, location:
this 2
469276186 05/22/1993 24 | VeaB B | NO
Please complete all guestions, 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: —— Relationshiptoyou; ___
City: County: State;

2. Have you or has anyone living with you received Food Stamps (SNAF) at any time during the past 15 months? @
(X yz3, please provide information below.) O
Name of the person receiving benefits: —— Relationshiptoyow: ______ Me
City: County: State: ____

3. Have you received Supplemental Security Income (SSI) at any time within the past 3 months? O @
Plesse note, this is not the same as Soctal Security benefits (SS) or Social Security Disability (SSDI) benefits,
*Ifyou checked yes please provide a copy of your SSI documemation,

4. Have you recelved any type of vocational rehabilitation services within the past two years? O
If'yes, please indicate which type of apency you worked with and provide their Iocation information below:

[l Vocational Retabilitetion Agency [ ]] Dept. of Vetaraus Affirs [Tl Employment Network (Ticket to Wark Program)
Neme of Agency: ____ Phoned#:; __

Cityy __ County: ____ Stae: —

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

Q
O]

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

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

. Are!gnenﬁﬂudtnornganmpcmaﬁnnforamﬁcmnnemddhhmm
6. Have you been unemployed at any time during the Jast 12 months?
Ifyes, dates of unemployment - From: To:

Did you receive umemployment compensation at any point during your imemployment?
If yes, in which state did you receive unemployment compensation?

—_—

B

o @ aQ

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

Was this a []] Pederal or [] State conviction? 1¢State - County: State:

'5 i Additlonal Tax Gredits _ !

IEC (Native American): Are you or your sponse a member of a Native American Tribe? O ®
If yowu checked yes please provide a copy of vour CDIB card,

CA Residents: [L] Are you the child of foster parents? [L] Do yon receive CalWarks? ] Workforce Investment Act?

| Are you & migrant or seasonal farm worker? [ Have you ever been convicted of a misdemeanor?

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

PLEASE READ, SIGN, AND DATE:

Undar panalties of perjury, I declare the information abave 1o ba true and accurate 1o the best of my knowledge, and 1 hereby autharize any agency, argant=ation, or
tndividuals to supply such verification or information that may be needed o determing tux credit eligibility to my employey, employer representativé {Associated
Consultants, Inc. dba Retrotax), or the Department of Labor,

New Employee Signature: MMMW e Date: Apr9, 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 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
gl'o »

Under penalties of perjury, 1 declare that this information istmeandcomcttothebestofmy
knowledge,

New Hire’s Signature: W Date APr9,2018

New Hire Name: James Willlams

Soclal Security Number: 4ss276186
Employer Name:

Please check the statements below if they apply to you.

]  Ideclare 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.
B 1declare that | have been in a period of unemployment since
18 .
(Enter start date)

Privacy Act Nofica; ' :

The Intemal Revenua Cocle of 1986, Seciion 61, &3 amended and is enacling lagisiafion, P, 104-188.spaﬂlymatﬂ1esmwmwmas amthe
"dssignated” agencies respansible for administaring the WOTC cerfiicalion procedures of fiis program. The information you have provided complafing this
formwl batﬂsdwedbyyuwemployartomesuabWarmueﬁam. Provision of this Informafion Is voluniary; however the information is required o
datermine your emplayar's eligihilly for the fadera tax credit

mmmmmmmmmmmmmmmmmmmmmm@mmmmm
lmumlanm.Saﬂmummmgarﬂhuhisbmﬂmesﬁnmhﬁeus.memﬁNwWMWTmemm
Room C-4510, Wasfington, D.G, 20210 (Papework Rsduoiion Project 1206-0371). Please do not submit completed forms to s address,

117-

ETA Form 9175 (Rev. November 201 6)



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; (¢) 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 handbaok 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 informatian
related to the test.

o0 e

James Willlams {Apr 8, 2025)

Individual's Name
Apr9,2018
l?ata

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10
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Enhanced MEC_Plan 1 =SNG

e oo
. Rehim Date P —— . —— __ - . ey

City
Gender L Waie T Whorioet Bints Single | Dato of Birth Dats of Hire
[] Femate |[] Marrieq Divoroad
Phane Number; Email Address:

Please Select Desired Coverage:

EI Employee Only - Empioyee-i-Spouse -EI Employee+Child(ren) - Family -
$24.00/Week $38.00/Week $38.00/Week $63.00/Week

Social Securlty @ Birth Date | S Relationship
-  Male spouse [ 1 cxa [
e Losl Name Femgle Domestic Partner
o R R o SRR SRR M N B R T VAT S AT
Mals Sponse D Child
Female Domestic Partner
BirthDate | Sax Relationship
D Male ChﬂdD
SOl R A anlsdin 15 BV BT

EFF. DATE
EFF, DATE
EFF, DATE
Empieyen Achamafadgemon £nd Zwhorasion - ! haraby apply for tha group banafit{s)as Indioated, | acknowledge that all entries are

frus and complete and that
anymlss&bmbwfaﬂmhmﬂ&ﬂumaﬂmmbeundasﬁebﬁsfwmmn ofmnuaformeandmydependmﬁs).ﬁmy, from the original
eﬁwﬁndm.?wthw.laﬂmﬂumyamplwarhmkeﬁmnmmmﬂdﬁuﬁmdmmm

IF ENROLLING - YOU MUST SIGN HERE

Employse Signature Date Apr 9,2018

| EupLOREs tECLINUIG 1 am DECLINING coverags
1 understand that | endior my dependants, .

mhewumgaanddwmbpa:ﬁdmmﬁmphnmawm Hwo may ke considererd g kate anrolles and
must mest the requirements defined In the Gertificate

o Covarage for the company's medics! ar dantal wldsﬂhdmnmamhrmsuwmydspamnts
{Including my spouse) hacensy of ather covarage, | may, in fuliirs be ahle to enroll mysolf ar my depandents in this plan, provided | request enraliment within 31
dsys efter the ofher coverage ends. in addition, fa new depandent relationship forms as a rosult of wmariage,

kirth, adaption, plavement for adoption of pariing
_ofadupﬁou.lwboabbmmnmuwwdepmmmalmmmnmwmnmdayscfﬂmavm ‘mT

IF DECLINING- YOU MUST SIGN HERE

Empioyes Signature  Jomeswaniams {Apr9, 2018} Dato Apr 9,2018
Ermployer Solutions Stafiing Group Health Benafits Team
PO Box 46270
Minneapulls, MN 55344

Phone; 652-787-8519 Fax: 852-767-9515
Email, Healﬂ:@mployersoluﬁansgmup.com



Fixed Indemni_ty Medicaﬁ Benefits Plan 2
VSl 219301-E8G-1 LLOCATION
ENROLLMENT FORM

Fte

OFFICE USE ONLY Rehire Date . /.

ESC CUUNAC-MN) P1 vi8.2

R

R i

4y

You MUST select & coverage level bafore any benafits in Section C. Your

identical. The Fixad Indemnity Medical Plan, Dental Plan, Term Life Plan,

Insurance Company. The Vision plan Is underwritten by

SELECT COVERAGE LEVEL
Employee Only
Employee + 1
Employee + Family

NO to ALL Benefis

'This coverage is not available to residents of N
Far Term Life / Accidental Death & Dismem

Dismemberment is part of the Term Life Benefit.
Name

Name

Name

£ REQUIRED SIGNATURE I

bare 228,

- ——— s ———

I have read the ben=fit packet and n
a limited time and ! understand that making

—— e —
It @ s h i

| iai Secunty
Social Security# Date of Sirth
Social Securty # Dsta of Birth Sex

Social Security # Date of Birth  Sex

berment,

= b——a

Madicare Effactive Dats
. ayroll Deducted Weakly Rates.

@Yes '\’_DHYesp‘emwnv_ e

b= et [P

coverage leve! for the all benefits in Section C will be

and Short-Term Disabi!
y Companion Life Insurance Company,
A "‘Ea';;g"”ci‘f?‘m DENTAL VISION TERM LIFE
2w . ion o3 ¢RT
$41.10 $12.34 $4.92 $0.90
$54.88 $20.26 $6.56 $1.80
gYes @]No Yes No Yes Ne Yes ®iNo

ity plans are underwritten oy 3CS

SHORT-TERM
DISABILITY 2

$a20 /%~

Yes @No

H, Hi, or PR. *3TD is not available to persons who work in CA, HI, NJ, NY, or Rl.
please write in your beneficiary information. Accidental Dezth &

/7

/I /

!/

i 7

Sl YOU MUST SIGN AND DATE, EVEN IF YOU DECLINE COVERAGE ™™
d its fimitations. | understend thet cpen enroll
no benefit selection is a declination of coverage.

. P> SIGNATURE

R e —

Re'ationship
Date of Bith_Sex _ Relationship, . B
@ Il Spouse a Child D Domestic Pariner
Sex lationship
O EB:I Spouse[ ] Child [Cpomestic Partner
Relationship -
D ﬂ:fbpousen Chilg Domastic Partnar
Refationship

DSpousa O Chiid Domestic Partner

~RnElamsthpra 2038)

*This Plan DOES NOT Alleviate the Individual Mandate Penalty*

=eneve

ment

isonly evallabefor

e 7 08 e 5

This is an Essentra! StaffCARE Enroliment Farm.



