-

www.esgstaffingsolutions.com

emiloyer solutions siaffing group..

L

PO Box 46270

Minneapolis, MN 55344-9956

New Hire Application

Personal Data- PLEASE PRINT LEGIBLY IN INK

Last Name Holland

First Name _Jamie

Street Address__7 Inner dr

Tel: 952.835.1288

Middile initial ©

City/State/Zip Circle pines/MN/ 55014

Phone Number

6514704270

Staffing Agency/Recruitment Partner

AptiSte

Soclal Security Last Four JOO(-XX-
Emall Address Jamiebrook048@gmail.co@® -

Are you legally authorized to work in the United States of America? @ YES (INO
Applicant Certification and Authorization

l 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 maks inquiries of my former employars, except as indicated in this application,
regarding my previcus duties, responsibifities, performance, compensation and eligibilty for rehire.

{ understand that a comprehensive

check may be conducted to detarmine my eligibility for hire by certaln cllents of ESSG,

background
This may include but is not limited to, Investigations of criminal and/or conviction records, driving records andfor 8 drug screen test as
required by clients, government regulations or by ESSG palicles.

I release ESSG and other persons or entities from any claima that might be based on ESSG's decislan to conduct a background check.
| ceriify thet all statemsnts meds in my application are true and accurate and that | hava not omitted any material information or provided
false or misleading Information. | understand that any material omission or misrepresentstion will result in my disquaflfication from
consicleration for employment ar, if discovered after | begin employment, will result in my termination.

If hired, | agree 10 abide by the policies and procedures of ESSG.

Jamie Holland

Jnviak olffand (\pr 20, 2532)

Apr 20,2018

“Name (Print or type)

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

Applicant’s Signature

Dats

For ESSG Office Use Only
DOH NHW 19 8850 W4
Emargency Contact Info | Background Releasa Farm Background Results Unemployment Letter ESC Application
{if applicable)
For ESSG Client Use
DOH ROP Work Site Loe. WC Cods

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 legisiation
enacted after it was published, go to
www.irs.gov/IFormWwé,

Purpose. Complate Form W-4 so that your
employer can withhold the correct federal
incoms tax from your pay. Consider
completing a new Form W-4 each year and
when your parsonal or financial situation
changes.

Exemption from withholding. You may
claim exemption from withhalding for 2018
if both of the following apply.

= For 2017 you had a right 1o a refund of all
federal income tax withheld beeausa you
had no tax llabllity, and

» For 2018 you expeot a refund of all
faderal incoms tax withheld bacauss you
expect to have no tax liability.

i you're exempt, complste anly iines 1, 2,
3, 4, and 7 and sign the form to validate it.
Your exemption for 2018 expires February
18, 2018, See Pub, 505, Tax Withholding
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 yau should claim
for withholding for 2018 and any additional
amount of tax to have withheld. For regular
wages, withholding must be based on
aliowances you claimed and may notbe a
flat amount or percentage of wages.

You oan also use the calculator at
www.irs.gov/W4App to determine your
tax withholding more acourataly. Consider

Form W"'4

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

Nota that if you have too much tax
withheld, you will receive a refund when you
file your tax returm, If you have too little tax
withheld, you will owe tax when you file your
tax retum, and you might owe a penalty.
Filers with multiple jobs or working
spouses. [f you have more than one job at
a time, or if you'rs married and your
spouse Is also working, read all of the
instructions Inciuding the instructions for
the Two-Eamers/Muitiple Johs Workshest
before beginning,

Nonwage incame. If you have a large
amount of nonwage income, such as
Interast or dividends, consider making
estimatad tax payments using Form 1040~
£5, Estimated Tax for individuals.
Otherwise, you might owe additional tax.
Or, you can use the Deductions,
Adjustments, and Other Income Workshest
on page 3 or the calculator at www.irs.gov/
W4App to make sure you hava enough tax
withheld fram your payoheck. 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'ra a nonresidernt
allen, ses Notice 1382, Supplemental Form
‘W-4 [nstructions for Nonresident Allens,
before completing this form.

Separate here and give Form We4 to your employer. Keep the worksheet{s) for your racords,
Employee’s Withholding Allowance Certificate

Specific Instructions

Personal Allowances Worksheet
Complate this workshest on page 3 first to
determine the number of withholding
allowances to claim. .

Line C. Head of household please note:
Gerierally, you can claim head of
housshuold filing status on your tax return
only Iif you're unmarried and pay more than
50% of the costs of keaping up a home for
yoursalf and a qualifying individual. Ses
Pub. 501 for more information about filing
status,

Line E, Child tax credit. When you file
your tax return, you might be ellgible to
clalm a credit for each of your qualifying
children. To qualify, the child must be
under age 17 as of December 31 and must
be your dependent who livas with you for
more than half the year. To fsarmn more
about this credit, see Pub, 872, Chlld Tax
Credit. To reducs the tax withheld from
your pay by teking this cradiit Into account,
follow the Instructions on line E of tha
workshest. On the workshest you will be
asked about your total ingome. Far this
purpose, total incoms includes afl of your
wages and other income, Including income
earned by a spouss, during the year.

Line F, Credit for other dependents.
Whan you file your tax return, you might be
eligible to claim a credit for each of your
dependents that don't qualify for the chlld
tax orediit, such as any dependent children
age 17 and older. To iearn more about this
credit, see Pub, 505. To reduce the tax
withheld from your pay by taking this credit
into account, follow the Instructions on line
F of the worksheet. On the worksheet, you
will be asked about your total income, For
this purpess, total income includes all of

OMB No. 1645-0074

T Taow » Whether yau're antitied to clelm a certain number of allowances or examption from withholding Is 2018
Intesnal Rovenus Sorvioe subjsct to review by the IRS. Your employer may be required to send a copy of this form to the IRS,
1 Yourfirst nama and middia fnfial Last name 2 Your goolal muﬂTy number
Jamie JamieB Holland e
Home address (number and street or rural mute) 3(@singe (OJMaried ()] Married, but withhold at kigher Single rats,
7innerdr Note; if manied fillng separately, check "Married, but withhold at highar Single rate*
City or town, state, and ZIP gode 4 If your last pame differs from that shown on your soolal security card,
Circle pines/MN/ 55014 check here. You must call 800-772-1213 for a replacement card, r.
§ Total number of allowances you're claiming (from the applicable workshest on the following pages} . . . 51

6  Additional amount, f any, you want withheld from each paycheck . . .

7  |clalm exemption from withholding for 2018, and | certity that | meet both of the following condftions for exemp’don.
* Last year | had a right to a rafund of all federal income tax withheld because | had no tax liability, and
» This year 1 expect a refund of all federal Incoms tax withheld becauss | expect to have no tax llability,

H you mest both conditions, write "Exempt®here. . . . . . . o=

63 o

> 171

Under penaities of perjury, | declare that | have sxamined this cenlificata and, to the hest of my knowisdge and belief, it Is trus, corract, and complete,

v

Employee’s signature
{This form s not valid unless you sign ) w2 adius g Date» AR
8 @ and ard| loyer Complete boxes 8 snd 10 if serding 4 d te 9 First f 10 idenviifioat
SRR a1 iy S ooy o oo Ty oTeStO B e campes 10 st |10 Emmyppstn
For Privacy Act and Paperwork Reduction Act Notica, see page 4, Cat. No, 102200 Form W-4 (2018



m‘ DEPARTMENT W-4VIN
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;

¢+ Clalm fewer Minnesota withholding aliowances than your federal allowances

¢ Claim more than 10 Minnesota withholdIng allowances

* Want additional Minnesota tax withtheld from your pay each pay pariod

¢ Claimto be exempt from federal withholding or clalm to be exampt from Minnesota withholding

Do not completa this form if you are claiming the same number of Minnesota allowances as federal and the number ciatmed Is 10 or fess.

Employe's first came and Inltial Lest nama Employes’s Soclal Security number
Jamie Holland ] 470259089
Permanen: atidress Marital status {check one bog)
Tinnerdr O]} mm“’- "‘!‘!"‘F'I a“"h‘:”"“""""
iy Stats ZIP code Marvied
Circle pines/MN/ 55014 f~\| Married, but withnold ot higher Singla rate

\UJ
Employees: Read instructions on back, complets Section 1 OR Section 2, sign and give the completed form to your employer. (Do not complete
both Section 1 and Section 2, Completing hoth sections will make the form invalid.)

—] section 1 — Determining Minnesota allowances

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

1 Total number of federal allowances claimed on federal FormW-4 . .... 000:100060000064a 000 000G 000 B0 ]
2 Total number of Minnesota allowances {llne 2 cannot be more than line 1) ......... 00000600 00000000 Lo e —
3 Additional Minnesata withholding you want deducted each pay periot. .. .oeverereennnn.... e A 3 &

{3 section 2 — Exemption from Minnesota withholding
Complete Section 2 if you claim to be exempt from Minnesota income tax withholding (see Section 2 Instructions for qualifications), \f applicable,
check one box below to Indicate the reason why you bellave you are exempt:

I meet the requirements and clalm axempt from both federal and Minnesata income tax withnoiding.

IQ Even though i did not claim axempt from federal withholding, { claim exempt from Minnesota withholding because | had no Minnesota
income tax llability last year, | recefved a refund of all Minnasata Income tax withheld, AND | expect to have no Minnesota income tax liabllity
this year.

My spouse Is 8 mifitary service member assigned to a military location In Minnesota, my domicils {legal residence) Is in anather state, AND |
am In Minnesota solely £3 be with my spouse. My state of domicile is

1aman Americen indian living and working on @ reservation.

E I am a member of the Minnesoia National Guard or an active duty 1.5, military mamber and claim exempt from Minnesota withholding on
my mifitary pay.

| racelvg @ military pension or ather military retirement pay as caleuisted under Title 10, 1401 through 1414, 1447 through 1455, and 12733
and claim exempt from Minnesota withholdlng on this retirement pay.
 certify thot all information provided in Section 1 OR Section 2 Is correct. | understand there is g $500 penalty for filing a false withholding allaw-
ance/excmption certificate. ;

Ereoress e s Fllgnd * Apra0,2018 I 6514704270

sarenbie lead (Apria #59)

Employees: Give the completed form to your emplayer.
Employers

If you are required to send a copy of this form to the Department of Revenue fsee instructions), you must enter the amployer information below
and mail this form to: Minnesota Revenue, Mail Station 6501, St. Paul, MN 55146-6501. {incomplete forms sre considered Invalid.) A $50 penalty
may be assessed for each required Form W-4MN not filed with the department,

Keep a copy for your racords,
Name of employer Federal employer ID number (FEIN) Minnesota tax |D numbar
Address City State 2IP vode

er3207) Questions?  Website: www.revenue.statemn.us. Email: withhoiding tax@state.mn.us. Phone: 651-282-8999 or 1-800-657-3594.



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

9 : - . OMB No. 1615-0047
U.S. Citizenship and Immigration Services Explres 08:31:2019

P> 8TART HERE: Read instructions carefully bsfore completing this form, The instructions must be avaliabie, alther in paper or electronioally.
during completion of this form. Employers are liable for arrors in the compietion of this form.

ANTI-DISCRIVINATION NOTICE: [t Is Hlega! 1o discriminate ageinst work-authorized Individuals. Employars GANNOT specify which

document(s) an employee may present to establish employment authorization and identity. The refusal to hire or continue to employ
an individuel bacause the documentation presented hes a future expiration date may also constitute lllegal discrimination.

EEcﬁon 1. Employee Informatioh and Aftestation (Emplayess must complete and sign Seetion 1 of Form 1-8 no lafer

than the first day of employment, but not before acaepting a fob offer ) . :

Last Name (Family Name) First Name (Gfven Name) Middie Initial  § Other Last Names Used (if any)
Holland Jamie B N/A

Address {Sfreet Number and Name} Apt. Number | City or Tawn Siate ZIP Code

7 innerdr N/A Circle pines Mn 55014

Date of Bith fmm/dadyyyy) | U.S. Sociei Security Number Employes's E-mall Address Employee's Telaphone Number
02/25/1992 Lﬂ"‘!ﬁt”% 1 H - i | l I ] Jamiebrook048@gmail.com 6514704270

| am aware that federal law provides for imprisonment and/or fines for false statements or use of false documents in
connection with the completion of this form.

| attest, under penalty of parjury, that | am (check one of the following boxas):
(@) 4. A citizan of the United States

() 2. A noncitizen national of the United States (See Instructions)
() 3. Alewiul permanent resident (Allen Reglstration Number/USCIS Number):

£ 4. An alien authorized towork  until (expiration date, if applicable, mmiddiyyyy):
. Some allens may write "N/A" In the explration date fleld. (See instructions) B !
| Allens sutherized lo work must provide only one of the following document numbsrs to complele Form #-8: Do ot e el oo
An Afien Registration NumberUSCIS Nuinber OR Farm 194 Admission Number OR Farsign Passport Number.
| 1. Allen Registration Number/USCIS Number:
OR
2. Form 1-94 Admission Number;
OR

T g T A e 8 8 B s e A e 09 M PR SN YD - IS4 .40 e - 8 5 ety ]

3. Foreign Passpart Number;
Country of issuance:

-

Signature of Employes s folfand’ Today's Date fmatidlyyyy) - Apr 20, 2018

Lur o Hsl s (A IR D Al

reparer and/or Translator Certification (check one):
i did not use a preparer or translater. ()] A preparer(s] and/or translator(s) assisted the employea in cempleting Section 1.
(Fietds helow must bg completed and signed when preparars and/or translaiors assiat an employee in completing Section 1.)

1 attest, undar panalfy of perjury, that ] have assisted in the compistion of Section 1 of this form and that 1o tha best of my
knowledge the information is true and correct,

SIgnatme;f Preparer or Translator Today's Date (mm/ddiyyyy)
Last Name (Family Name) First Name (Given Namo)
Adtiress (Streef Number and Name} City or Town State  {ZIP Code

@ Employer Completes Nevt Page @

Form1-9 071717 N Pape | of 3




Employment Eligibility Yerification USCIS

Department of Homeland Security i G
. : - i OV No. 16156047
1.8 Citizeuship and Immigration Survices Expires DR312070

Sectlon 2. Employer or Authorized Representative Review and Verification

(Employers or their authorized representative must complste and sign Seclion 2 within 3 business days of the employes’'s first day of employment. You
miist physically examine one document from List A OR a combination of ons document from List 8 and one document from List C as listed on the "Lists
of Accaptable Documanta ‘)

Employse info from Section 1 wm
ListA AND UstC
identity and &mployment Autharization ) Identity N Employment Authotlzation

Documant Tiie ' poudiant Tiis j Decument Tite T
i issuing Authority _ Issuing Authority '
‘ Dorurnsnt Mumber Oocwment Nymber i
’Fxpilaﬁun Dale { anylevnidoryyyy) I “Expiration Date 7 anpimmiccivgyy) 1
] Documant Title ‘ ! _i
Tosu g ATy } Additional Information | Gomavmaaane | |
Dosumant Number i l E '
 Extpiration Dale fif anyj (mmic 7y J! : ]' ‘
Dacument Title , { |
lssuing Auihority ﬂ ,
| Bogument Number

Epraton D 7T am Tl ) |

Certification: | attest, under penalty of perjury, that (1) ! have examined the documentis) prasented by the above-named employes,

r{2)3he above-listed document{s) appear to be genuine and to relats to the empioyee named, and {8) to the best of my knowledge the
pidyee is authorized to work in the United

States,
8y of employment {mm/ddiyyyy): WE—%W"S for exemptions)
uthorized Reprasentativa m Daie %ﬁ?}'yyy} Ernploydr pr orized Represenialive ,
1B 1) (Vinilef |

pf Empoyer or Authorized Repressntative | Fi Empigyer or Authorized Representative | Employer's Busingss or Crganization Narme
I ﬁ,j!] | {W EMPLOYER SOLTTIONS STAFFING GROUGP LLC '
Erriployer's Business er Organtzation Address {Streat Number and Name) | City or Town Slae 2P Code |
| 7480 FLYING CLOUD DRIVE  SUITE 200 g EDENPRAIRIE | MN 55344 |
Section 3. Reverification and Rehires (To be completed and signed by employer or authonzed representative.)
A. New Name (i appiicablc) . : |B. Date of Rehire (if applcable)
LastNamg (Family Namz) Furst Name {Givan Namz) Middle lmiliat Date (mm/fadlyyyy) i

B the employee’s previols orant of employmient aufhgrizelion has expired, frovide the INFormaRON for the docurment or Teceip! el Getablishes
gontinuing employmeni authorization ia the space proyided balow,

Document Titla Document Numbar Expiration Date {f any) (mumcdryyyy)

| attest, under penalty of perjury. that 1o the bast of my knowledge, this employee Is authorized to work in the United States, and if
the employee presented document(s), the document(s) | have examingd appear to be genuine and to relate to the individual.

Signature of Employer ar Authorizes! Representative | Today's Date {mm/dgiyyyy) Neme of Employer ar Authorized Peprasentative

Form -2 071717 N Page 2 of 3
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EMPLOYER SOLUTIONS STAFFING GROUP
BACKGROUND CHECK AUTHORIZATION

Jamie Holland
{First) {Middle) {Last)

Employee Name:

Former Name(s) and Dates Used:

Current Address Since: (09/16) 7 inner Dr circle pines MN 55014

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

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

(Mo/¥r) (Street) (City) {State/Zip)
Social Security Number: __ 470259089 DOB: 02/25/1992

Phone Number: 6514704270

Driver’s License Number/State:

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

| 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. | 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, 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 recelved from other sources. Employer Solutions Staffing Group, LLC and its
designated agents and representatives shall maintain all information recelved from this authorization in a confidential
manner in order to protect the applicants personal information, Including, but not imited to, addresses, social security
numbers, and dates of hirth.

Signature; il oo pate:  Apr20,2018

Notice to CA, MN, and OK Resldents:
Please check the box below If you wish to recelve a copy of a consumer report that is requested.

[A)? 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

il Jamie Holland

Address: | inner Dr circle pines MN 55014
Home Phone: 6514704270
EMERGENCY CONTACTS |
Please list fwo peopls (in priority order) who could be contacted in case of an emexgenqy
Contact #1 Home Phone:
Name: Tom Maurer Cell Phone: 6127074889
Relationship: Boyfriend Work Phone:
Contact #2 Home Phone:
Name: Darryl holland Cell Phone: 3205159691
Relationship:  Dad | 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.



ST T 30 UONE I g UL .
Direct Deposit/Payroll Debit Card Authorization
Employees have 1he option of receiving wages by Direct Deposit and/or Payroll Debit Card.

_ If'you do not provide ¢ writton election, wages will be pald by Payroll Debit Card,
R SECT N SN R N e U R
Employee Name ;2 mie Holland

| SN (hawt 4 igis) gpyaq Effective Dute p5r 90 2018 |
TGN PAVROLI C UG T ONE o =

(] Direct Deposit (Please complute Sections 3 and 5 below)
(®)| Payroll Debit Card {Please camplete Scotions 4 and 5 below)
i TION 51 DIRECT DEPOSIT 0 X :
Update Bank Accoant
Bank Name:

[ ] Paper Check Option available 1o GA NH and NY residents only)

Note: Direct Deposit accounts may take up 7daysto be activated,
Y understand and acknowledge that i I do not provide a E
3 volded check with this direct deposit form, I am
Rotiog? - responsible for any delays in payroll or extra costs
! incurred if the account number that 1 provide is incorrect.

Acconnt#

Accoun Type: | Checking]T] Suvings[[JOther .08 Thittal g

»  To help us avoid muking an error. please attach 8 cupy of a voided check. {a deposit slip will not work)
»  1f'you change banks, do not ciose your old bank account until your direet deposit has started at the new banl, which may take 2 pay pariods.

S TN PR oME DEBLIE CARD)

{ Federal law requires all financial institutions to obtain, verify, and record informstion that identifies each person who apens an account, In order to
]requcstaPayrolchbitCardthryou,wemustpmvideaﬂofthetbnawinginformaﬁonﬁ:atwmmablameﬁmcialinsﬁmionwiﬂentifyyou.lf
,youdonotsubmitaDlrectDeposithnymllDebitCm-dAuthorizaﬁon,BSSGwi]lprovidethenecesmyinfomnaﬁonanﬁissneyouaPaymnDebh
§%mpayigourwages.Fcryourprotection,theﬁnanoialinsﬁmﬁnnmuyaakyoumpmvideﬁmmaddiﬁonalidmﬁﬁcaﬁoninibrmaﬁonsotheym
| verify your identity.

}Exccptforthemutmgandamuntmxmber,BSSG does not have access to any information regarding your Payroll Debit Card account or
immoﬁons.Onymxrﬁmpayday,youwillreceiveyonrnewl’ayxollDebﬁtCatd,andapacketwnminlngallofﬁwtammdoondiﬁuns.Yonwm
|

then sign acknowledging that you received the Payroll Debit Card and packet, Your Payroll Debit Card will be reloaded on each payday you receive
wages.

| CARDHOLDER INFORMATION (as you want your Payroll Dbit Card to be fssusd)

First Name Jamie ML B Last Name Holland Datz of Birth 2 /25 /92
[ Street Address (Po BaX NUT ACCEPTARLE) Social Secutity# 470259089
| Chty Smte Zip il_ Cell Phone {(mobilv)

| RECEIPT OF PAYROLL DEBIT CARD (to be cumpleted when you pick up your Payroll Dobit Card)
Payroll Debh Card Routing # Payroll Dabit Card Account #

1 have received my Puyroli Debit Curd, welcome brochure, program foes, program terms, conditions. and disclosures. By activating my Payroll Debit Card.
J am agreing to the program terms, conditions, and dwsclosures that are included or made available to me from time to time from the finsncind nstitation. 1
authosize the finunciul institution to debit my Payroll Debit Card account for the fees describad i the fee sohedule that is part of the program terms,
conditions, and disclosurs, :

v

Eployee's Signature: Jaueblos a2 0% Date;__ APr 20,2018
| SECTION' 577 AUTHORIZATION _ ' '
Tahorize 338G to dirccily deposit my periodic wages compensation payments, act of requirod tax withholdings, other required withholdings
or autherized deduotions, Into my account(s) as designnted above and to inrtiate, if necessary, debit entries and adjustmentsfor any credit entifes

made in ¢rror Yo my agconni(s). * E~moail is reguired for pay stub information.

*E-mail: Jamiebrook048@gmail.com @
this information will only be used to send your paystubs electranically

Employee's Signature; _Jrmis i furey 10 3 Date; Apr 20,2018

e Sy o i




This agreement made thisQf) _day of 201\? between
Employer Solutions Staffing Group LLC, herein referred to as employef'
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
resuit 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.

'.-

( Employer Solutions Staffing Group LLC, Representative



avnplayer solutions staffing gr

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. Medlcally
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 heaith 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. Faliure to have current medical support
for disability may resuit in termination of benefits. Schedule your next
appointment immediately after your doctor visit, before you leave the clinic if
possible.

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

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

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

may not be in your regular depariment. 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 vour employver immediately of any new injuries or conditions that Impa
our ical 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 thesa guidelines.
Signed: Jocvie Holland pr 2, 2038)

Printed Name: Jamie Holland




eviplover solmions staffing srovp..

Important/importante
LOST OR STOLEN PAYCHECKS

If a paycheck is lost (missing, misplaced, destroyed, lost in the mall, efc.), 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

Sl un cheque de pago se pierde (que falta, fuera de iugar, destruido, perdido en
el correo, etc), usted debe notificar 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 policla
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 ia pérdida del cheque
no fue su culpa, ESSG emitird un nuevo chegue y no hay cuota se deducira.

AGREED/SE ACUERDA~—

Name/Nombre (con letra de moldg); Jamie Holland

_iignature/Firma: Jamie ¥rilaog (Aara0, 2030




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 fiom sericus
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 poteuntial safoty 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 gafety and health requirements.

(5) Provide safoty 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

e Responsibility to use personal protective equipment and clothing as divected
by the host employer

o Responsibility to report workplace hazards and dangers

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

You have the following basic rights:

o Right to refuse unsafe work

o 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 required to have available at the
workplace,



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

e 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 requess 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.

I 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
952.835.1288/1.866.496.7578) 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 hazavdous worksite conditions.



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. 1 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 952.885.1288/1.866.496.7578 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.

1 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
952.885.1288/1.866.496.7673 in order to obtain assistance in the resolution of such
matters.

Employee Name (Please Print)
Jamie Holland

Employee’s Signature:

Zomiie: Hollng (Apr 20, 2016 Date: Apr20, 2018




m OS850 Pre-Screening Notice and Certification Request for

(Rev. Marah 2016) the Work Opportunity Credit OMB No. 1646-1500

tw'awgﬁwm‘ P Information about Form 8850 and its separate instructions Is at www.jrs.gov/formassn,

Job applicant: Fill in the lines below and check any boxes that apply, Complete only this side.
Yourname Jamie Holland Soclal security number > 470259089

Street address whereyouIve 7 INNErdr

City or town, state, and ZIP code  Circle pines/MN/ 55014

County  Anoka Telephone number 6914704270

If you are under age 40, enter your date of birih (month, day, yea)  02/25/1992

1 Cheok here if you received a conditional certification from the state workfarce agency (SWA) or a participating local agency
for the work opportunity credit.

2 Check here if any of the following statements apply 1o you.

* | am a member of & family that has recaived assistance from Temporary Assistance for Neady Famillles (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 rehabllitation agancy approved by the state, an employment network undar the Tickst to Work
program, or the Dapartment of Vaterans Affairs.

* | am at least age 18 but not age 40 or older and | am a member of a famly that:
a. Recaived SNAP benefits (food stamps) for the past 6 months; or
b. Received SNAP bensfits (food stemps) for st least 3 of the past & months, butis no longer eligible to receive them.

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

¢ | received supplemental security income (88) benefits for any month ending during the past 60 days. Gt

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

«|

Check here if you are a veteran and you ware unemployed for a period or periods totaling at least 8 months during the past
yesr,

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

5 |ﬂ Check here i you are a veteran entitled to compensation for a service-connected disabiiity and you were unemployed for a
_ period or periods totaling &t least 8 months during the past year.

Check here if you are a member of a family that:
* Received TANF payments for at least the past 18 months; or
* Recelved TANF payments for any 18 menths beginning after August &, 1997, and the earflest 18-month parlod beginning
aftar August 6, 1897, ended during the past 2 years; or

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

-

Check here if you are in a period of unemployment that Is at least 27 conseoutive weeks and for all or part of that period
you recsived unemployment cormpensation.

Signature—All Applicants Must Sign

Under penaltias of petjury, | deciara that | gava the above iformation to 4he employer on or before the day | was offared a jub, and il Is, to the beat of my knowledgs, trve,

coraot, and complets,

v

Job applicant’s signature P e fiolomi 1 20,201%) Date APr20,2018

For Privacy Act arxd Paperwork Reduction Act Notios, see page 2. Cat. No, 22851L. Farm 8850 {Rev. 8-2016)



Form A (rev. 03/2017) TAX CREDIT QUESTIONNAIRE

EMPLOYER SECTION:
Client: Company:
Location: Position: Starting Wage: $
EMPLOYEE SECTION:
First Name: Last Name: Sufiix: Street Address: City/State: Zip:
Jamie Holland 7innerdr Circle pines 55014
SSi: Date of Birth: Age: Have you worked for | If yes, location:
. this co before?
470259089 02/25/1992 Yoo LD No [© N/A
Please complete all guestions, and sign and date the form. Yes No
1. Bave you or has anyone living with you received Temporary Assistance to Needy Families (TANF) O @
at any time since August §, 19972 (Ifyes, please provide information bslow.)
Name of the person recefving benefits: Retationship 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 @

(1F yes, please provide informatien below.)
Name of the person recefving benefits: _____ Relationshiptoyou: ____
City: County: State:
3. Have you received Supplemental Security Income (SS1) at any time within the past 3 months? O @

Please nnte, this is not the same a3 Social Security benefits (SS) or Social Security Dizsability (SSDI) benefits.
¥If you checked yes please provide a capy of your SSI documentation.

4. Have yon received any type of vocational rehabilitation services within the past two years? O @
If yes, please indfcate which type of agency you worked with and provide their location information below:

[ Vocational Rebabilitetion Agency ~[]] Dept. of Vetorans Affirs [[]] Employmeat Network (Ticket to Work Program)
Nemeof Agency: ______ Phone#:

City: County: State;
*If you checked yes pleass provide a copy of your active Individual Work Plan and Ticket to Work documsniation.

5. Areyona Veteran of the U.S. Military? *ifyes, please provide a copy of your DD-214 and letter of ssparation. O @ i
(IF yes, please provide information below. Ifno, please continue to question #6.) !

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

Are yon entitled to or are you recelving compensation for a service-connected disability? C)] Q i
6. Have you been unemployed at any time during the Jast 12 months? O ®
Ifyes, dates of unemployment - From: To:
Did you receive unemployment compensation at any peint during your unemployment? O @
O @

1f yes, in which atate did you reccive unemployment compensation? __

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

Was this 8 ] Federal or [ State conviction? 1fState - County: _____ States

p—

_ | Additional Tak Credits
JEC (Native American): Are you or your spouse a member of a Native American Tribe? O ®
ifyou checked yes please pravide a copy of vour CDIB card,
CA Residents: [L| Are you the child of foster parents? [[T] Do you receive CalWarks? [] Workforce Investment Act?
Are you a migrant or seasonal farm warker? [} Have you cver been convicted of a misdemeanor? |
| SCResidents: [C] Do you ruceive Family Independence BenaSits? Jl
PLEASE READ, SIGN, AND DATE:

Linder penalties of perury. Ideclare the infarmution above to be irus and acowrate to the best of my knowledge, and I hereby auhortze mp ageney, wganization, or
individuals 10 supply such verification or infoymation thet may be needed o derermin tux credit eligibilfly to my empleyer, employer representtive (Associatzd
Considiams, inc. dba Retrotax), or the Department of Labur.

etk
New Employee Signature: Tota T omos Date: Apr 20,2018




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

SRR

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,

Tt tollandl.
New Hire’s Signature: S o o Date APr20,2018

New Hire Name: Jamie Holland

Social Security Number: 470250089
Employer Name:

Please check the statements below if they apply to you.

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

April 102018 ,
(Enter start date)

Privacy Act Nofice; : i

The Intamal Revenus Cods of 1988, Secfion 61, as amended and iis enaciing leglstafion, P.L., 104-188, specily fhat the Siate Warkforcs Agencles am the
*designated” agencies mmhhrmmmwmmmpmoedumofmlspmgrammelnfmmaﬁonyouhavapmvtdadmmpleﬂmmls
fom wil be disclosed by your employer to the State Workforce Agancy. Provision of this Information s valimiary; however the information Is required to
determine your emplayer's eligihflity for the federal tex credit

Public Burden Statement;

Persons are not required to respond to his oollection of information unless it displays a cumently valid OM B cantrol numbes, Respondenis’ ohfigation o
wnm!atahlsfomlsrequdbohtahmmtalnbanﬁb(PL111.5)Publmeporﬁngbmdenisaﬁnmdtnavemgawmmumsperraspmwudtmﬂw
ﬂmeforravlewmlnstmcﬂms.saammmmMmmmmmm'mummmemmw.memmmmwﬂmﬂmd
Informafion. Send camments regarding this burden estmate to the U.S, Deparment of Labor, Division of Nafional Programs Tools Technical Assistance,
Room C-4510, Wasfiingion, D.C. 20210 (Paperwork Reduciion Project 1205-0371), Fleass do not submit completed forms to fils address,

117-

ETA Form 8175 (Rev. November 2016)



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 result
in adverse personnel action, including my termination from employment with ESSG. |
understand that this policy in any form, and any employee handbook including this
policy, are not a unilateral employment contract or offer thereof.

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

a2 Holpdl.

Jemie Hollsnd (4pr 20, 7018)

Individual’s Name

Apr 20,2018
Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10
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HE&-&LTHEZ r ¢t~ ¢ ean it S 3 el .’".‘.T“.‘.'.".?";'.’-f"
BT Y W il
Enhanced MEC_Plan 1 ! R:EG

Lo wmv._.-am_"fm.
Bansfits Enroliment Form s Epnnts : L ek kel

Gonder L] Wale | Wiaritel 85tus L] Srge | Dot 5B
[] Femate {1 maried [1 oivomsd
Bhone Number: Email Address:

3

Please Select Desired Coverage:

* Em = (]
picyee Oniy - [ ]| Employee+Spouse - Employee+Child(ren) - [T] Family -
. r‘lj] $24.00/Week $38.00Week @ $33.00/Weel SSS.GWWeek

¥ calcsiia s sis e LI g

R e I e e R Tl s PP Te b i)

NAME OF PERSON COVERED (FIRST, LAST):

FFF. DATE
£FF, DATE
EFF. DATE

Eraeyee Avlarmdodotm ond g0 fAarkanaadoe - | hareby apply for mawpm)ummualmwmmmmmmwmamm
wmmmorfdhmhwmmmybausedasthabasisfaroanceﬂaﬂonofmeragaformemdmydmnﬂanﬂs).timy,fmmthacﬁghml
eﬁwﬂvadata.?m‘ther.iauﬂmﬂzememloyartommmnmwmmﬂdeducﬁmufpmuﬂumsfwwmgaslhmdm

IF ENROLLING - YOU MUST SIGN HERE

Employsoe Signature : neste  Apr20,2018

SPLOESS IEELINLG i am DECLINING coverage

Jundesstand that | andlor my dependants, i amy, wnive any coverage and desire to pasticipate n fhe plan 2t 8 1ster date, fiwa may ha considerad a late anrofles and
must meat tha requirements defined in the Certificate of Coverage for the company's medical or dantal 11 dacline anroliment for myseifar my depandents
{inghuding my spouss) bucause of other covarags, I may, in future be ahie 10 entoll mystif ar my dependemts In this plan, provided | saquest enrolimont within 31
days aiter the other coverage ends. in addition, if a now dependent relationship forms as @ result of marriage, birth, adoplion. plesement for adoption of parting suit
of adoption, | may bz able to enralf myself oy my depandant, providad | requast anroliment within 31 days of the event. 8

iF DECLINING- YOU MUST SIGN HERE

Employea Signatire  Zoiie ot fane 7, ani Date Apr 20,2018
£nplayer Solutions Staffing Group Health Benefis Team
PO Box 48270
Winmeapolis, MN 55344

Phona: 852-737-8518 Fax: 952-787-0515
Email: Health@employersolufionsg roup com



Fixed Endemmity Medical Benefits Plan 2

YR L TS sue o R oraion. SRR S eeone S LR

ENR@L&MENT FORM ES ccw.\A.-stJ 1v1E.2

AL NER Sy eSS NN AT N ] PRINT USING BLACK or BLUE INK (st Be Filled Cug)

A
‘““"‘““‘ e s S Ph S — M mEL e

\!arne Social Sec_amy# Hcme Paone SQDD
Acdress Ap. =
Chy - Sigte : Zo . Dsteof8irh

2 7

SRl dmmme § 0t e e SR W SRS 65 GRS PR B MR 6 e e o ae e mr o P e eap <@ b 8 s 4o e

_ _ L Rirtel] < ; : s YesNo HYa,pIease cortive,
l\/edlcare Heslth insurence CE.a"n i\umber (‘-ilu\} Mamcare Lﬁectwe Cate

‘Nams of Coversd Person fsl:

N
R

L ———r —a eeEm bt b D e L L L T—,

e e S RN e ee T o e ____Payroll Deducted Weekly Rates

YCL- MUST select 2 coverage leve! before any bvme‘nts in Sec‘tso' C Your ecvar&gc: = leve. for the all benefits in Section C will be
identical. The Fixaa Incemnity Mzdical Slan, Dei“ta' Plen, Term Life Plan, and Short-Term Disenility rlans are unds-writien oy 3CS

Insurance Corpany. The Vision plan is undaerwritten by Companicn Life !mrano.. Company.
SELECT COVERAGE LEVEL "D NPEMNITY | penar | vision TERMUFE | SHORETERM
Zmployee Only $a0.25 | $697 [ |  s242 | $0.60 .-i|  $620 %
Employes + 1 $41.10 $12.34 $6.92 $0.90
Employe= + Family $54.38 $20.26 $4.56 $1.80
NO 10 ALL Benefis O] g\'es OJINY Yes Dino | Olves gNo Yes Dino | Olves Olno

"This coverags is not available to residents of NH, H], or PR, STD is not available to persons who werk in CA, Hi, NJ, NY, or Rl

For Term Life / Accidental Death & Dismemberment, please write in your beneficiary information, Accidental Death &
Dismemberment s part of the Term Life Benefit, ;

Name Relat'onship

—— —— 34t o

N Sm ai Secunty ¢ Desof Birt! 1 Relationshi

/7 H Spouse a Child [] Domestic Partner
Name Sociai Secm‘y # Dats of Birth Scx lationship

/1 DO mlEAE spouse[T child [JDomestic Patner
Name Social Securty# Deie of Birth__Sex Relationship

r 4 D u:ﬂspouseﬁ Child UDcmesﬁc Sartnar
Name Social Security # Dzie of Birth b.:o& Ramdonstip

/7 EB] .Sowse[] Chi ch Domestic Parmey

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

) a7t o o2 oo 8 o+ po— b s ——

\ have reac tha benefit pack na! 1derstand its limitations, | unserstand the: coen amoliment 's orxly available for
a limiad time and | understand thet making no bensfit selection is a reclmat:cn of ceverege,

pare Apr2p, 2013 _ b sienature  GEIE A

e e — —

*This Plan DOES NOT Alleviate the Individual Mandate Penalty* RSN8P b



