www.esgstaffingsolutions.com

New Hire Application

Personal Data-- PLEASE PRINT LEGIBLY IN INK

Last Name _hill

Street Address 2000 nicollet ave so

First Name _jerry

PO Box 46270

Minneapolis, MN 55344-5956

Tel: 952.835.1288

Middle Initial |

City/State/Zip bloomington

Phone Number 6122391645

Staffing Agency/Recruitment Partner

Rachel Prickett

Aptste 216

Saclal Security Last Four JOX-XX=
Emall Address  hill0190@yahoo.com

@

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

1 authorize Employer Solutions Staffing Group (ESSG) to use the information and statements oontained in
quelifications for employment. | authorize ESSG to make inquiries of my former em
regarding my previous dities, responsibiiities,

| understand that a comprehensive background check
This may includs but is not limited to, investigations of

criminal

required by ciients, govemment regulations or by ESSG policies,
lmlmeesseandotherpmnsorenﬁﬂesﬁomanyctalmamatmlghtbabmdmﬁsse'sdeclaontoconductabadtgmund check.

| certify that all statements made in my application are
false or misleading information, | understand that s
consideration for employment ar,

true and accurate and that } have
ny material omission or mis
If discovered after | begin employment, will result in my tarmination.

if hired, | agres to abide by the policles and procadures of ESSG.

ployers,
performanca, compensation and ellgibilily for rehire.

representation

this application to determine my
except as indicated in this application,

may e conducted to dstermine my eligibilfty for hire by certain cllents of ESBG.
and/or conviction records, driving records and/or a drug screen test as

not omitted any material information.or provided
will result In my disqualification from

Jerry Hill iy G, Apr9,2018

Name (Print or ype) Applicant’s Signature “Date

A copy or facsimile (*fax") will be considered the same as an original signature. Email will ONLY bs used for employment correspondence
For ESSG Office Use Oniy

DOH NHW 19 8850 w4

Emergenocy Contact info | Background Release Form Background Results Unemployment Letter ESC Application

{it applicabie)
For ESSG Client Use

DOH ROP Work Site Loe. WC Code

ESSG - CMG-NSTW4

Rev. 04/2017



Form W-4 (2018)

Future developments. For the latest
Information about any future developments
reiated to Form W-4, such as legisiation
enacted after it was published, go to
www.lrs.gov/iFormW4.

Purposs, Complete Form W-4 so that your
employer can withhold the correct federal
Income tax from your pay. Conslder
completing & new Form W-4 each year and
when your parsonal or financial situation
changes.

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

 For 2017 you had a right o a refund of all
federal income tax withheld because you
had no tax llabifity, and

» For 2018 you expect a refund of all
faderal income tax withheld because you
expect to have no tax lability,

if you're exempt, complete only lines 1, 2,
8, 4, and 7 and sign the form to validate it,
Your exemption for 2018 expirss February
18, 2018, See Pub. 505, Tax Withholding
and Estimater Tax, to leamn more about
whether you qualify for exemption from
withholding.

General Instructions

if you aren't axempt, follow the rest of
these Instructions to detarmine the number
of withholding allowances you should claim
for withholding for 2018 and any additional
amount of tax to have withheld. For regular
wages, withholding must he based on
allowancss 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 accurately. Conslder

Form W"'4

Department of the Treesury
Mama%wu

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

Note that if you have too much tax
withheld, you will receive a refund when you
file your tax retum, !f you have too [ittle tax
withheld, you will owe tax when you file your
tax ratum, and you might awe a penalty.
Filers with multiple jobs ar working
spouses, If you have more than one job at
a8 tims, or if you're married and your
spouss Is also working, read all of the
instructions including the instructions for
the Two-Eamers/Multiple Jobs Worksheat
before heginning.

Nonwage incame, If you have & large
amount of nonwage Income, such as
interast or dividends, consider making
estimated tax payments using Form 1040-
ES, Estimated Tax for Individuals.
Otherwise, you might owe additional tax,
Or, you can use the Deductions,
Adjustments, and Other income Workshsst
on page 3 or the calculator at www.irs.gov/
W4App to make sure you have snough tax
withhald from your paycheck. If you have
pension or ennuity income, see Pub. 605 or
use the calculator at www.lrs.gov/W4App
to find out if you should adjust your
withholding on Form W-4 or W-4P,
Nonresident afien. If you're a nonresident
allen, ses Notice 1882, Supplamental Form
‘W-4 Instructions for Nonresident Allens,
before completing this form.

Separate here and give Form W-4 to your employer. Keep the worksheet(s) for your recortls.
Employee’s Withholding Allowance Certificate

» Whether yoi're anthtied to claim a cestaln number of
subjeot to review by the IRS, Your employsr may bs

allowances or examption from withholding is
regquirad to send a copy of this form o the IRS,

Specific Instructions

Personal Allowances Worksheet
Complete this workshest on page 8 first to
determine the number of withholding
allowances to claim. .

Lins C. Head of housshofd please note:
Gerierally, you can claim head of
househald flling status on your tax return
only if you're unmarried and pay more than
50% of the costs of keeping up a home for
yourself and a qualifying individual. See
Pub. 501 for more information about fillng
status,

Line E, Child tax oredit. When you file
your tax return, you might be eligible to
ciaim a credit for each of your qualifying
children, To qualify, the child must be
under age 17 as of December 31 and must
bs your dependent who lives with you for
more than half the yesr. To learn more
shout this aredit, see Pub. 872, Child Tax
Crediit. To reducs the tax withheld from
your pay by taking this credit into account,
follow the instructions on line € of the
workshest, On tha warkshest you will be
asked about your total income, For this
purposs, total income includes all of your
wages and other income, including income
earned by a spouse, during the year.

Line F, Credit for other

When you file your tax return, you might be
eligible to claim a credit for each of your
dependents that don't qualify for the child
tex oredit, sugh as any dependent children
age 17 and older. To iearn more about this
oredit, see Pub, 508, To reduce the tax
withheld from your pay by taldng this oradit
Into aocount, fallow the instructions on fine
F of the worksheet. On the waorksheet, you
will be asked about your total income, Far
this purpose, total income includes el of

OMB No. 1545-0074

2018

1 Yourfirst name and middia inktial
Jerry I

Lastname

hill

2  Your gooial security number
311849748

Home address (number and straet or rural mute)

8000 nicollet ave so

8 (@)single

O Mamed Married, but withhold at higher Singla rats,
Nots: f manisd fling separately, check “Manted, but wilhhold at higher Single rate,®

City or town, state, and ZIP code
bloomington

4 Ifyour last name differs from that shown on your social sacurity card,
Ghack hore. You must call 800-772-1215 for a replacement card, > []

§ Total number of allowancss you're claiming {from the applicable workshest onthe following pages} . . . |6

6 Addlﬁonalmoum,ifany.youwardwﬂhhaldfmmeachpmheck 96 5 0 0 6 o0 o 5 o o 8

7 [claimrexsmption from withholding for 2018, and | certify that | mest hoth of the following conditions for exemption,
oLastmrlrmdaﬁgmmamndofanmderalmcomemwmldbeoqmlhadnotaxnablmy.and

if you meat both conditions, write “Exempt’here. . . . . . . . . A

» This year 1 expest a refund of all federal Incoms tax withheld beoause | expact to havanotaxlhblll__nz’.
»17

9
%

Undarpamlﬁasofpadury.ldeplatamatlmmmmhmmmand,mthemofmyknowledgeandbanebIt!smle.eomt,andmmplsb.

Employes’s signature ,%ﬂ
{This form is not valid unlessyouslg_glt.)b FYHAG 376,05 Datep Apr9, 2018
i 101 of
8 Enp%m:&dmmm% comgmamw sanding to JRS and complete 9 mm ' 10 Emp!oye&%nmicaam
For Privacy Act and Paperwork Reduation Act Notics, ses page 4, Oat, No, 102200 Form W4 (2018)



m‘ DEPARTMENT W-4MN
OF REVENUE

2018 Minnesota Employee Withholding Allowance/ Exemption Certificate
Employees

You must complete and give this form to your employer if you do any of the following;

¢ Clalm fewer Minnesota withholding allowances than your federal aliowances

* Clalm more than 10 Minnesots withholding allowances

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

* Clalm to be exempt from federal withholding or claim to be exampt from Minnesota withholding

Do not complete this form if you are clalming the same number of Minnesota allowances as federal and the number clalmed Is 10 or less.

Employee's first nama and initial tastnama Emplayee’s Saclel Sacurity number
Jerry Hill . 311849748
Permanent atidress Niarite] status fcheck one bow
8000 nicollet ave so | O ittt pd byl
Tty Stata ZIP code Married
bloomington Married, but withhold 2t higher Singla rate

Employees: Read instructions on back, complete Saction 1 OR Section 2, sign and give the completad form to your employer. {Do not complete
buth Saction 1 and Section 2, Completing both sections will make the form invalitl)

7] section 1 — Determining Minnessta allowances

Complete Section 1 If you claim fewer Minnesota allowances than your federal allowances, AND/OR If you want additional Minnesota withhald-
Ing deducted each pay pariod. 5

1 Total number of federal allowances clalmed on federal FOrm W8 ........vvvennnn... 0090006000000000 5
2 TotalnumberofMlnnaotaallowancas{llneannnatbemaremanllnel) soseerbvnassascoscasnatanses @ 4
0
3 Add_ltlonalMlnnasotawlﬁmholdingyouwamdeductedeadrpaypeﬂod................................3 Gt ol o

{1 section 2 — Exemption fram Minnesota withholding
Complete Section 2 if you claim to be exempt from Minnesota Income tax withholding fsee Sectian 2 Instructions for quafifications). If applicable,
chetk one box below to Indicate the reason why you believe you are exempt:

! meet the requirements and clalm exempt from bath federal and Minnesota income tax withholding,

Even though | did not claim exempt fram federal withholding, | clatm exempt from Minnesota withholding because 1 had no Minnesota
income tax llabifity ast year, | recelved a refund of all Minnesota income tax withheld, AND | expect to have no Minnesota income tax Tabllity
this year.

My spouse Is @ military servics member assigned to a military location in Minnesota, my domicils (legal residence) is in another state, AND |
am In Minnesota solely to be with my spouse. My state of damicile is

i am an American Indlen fiving and working on 2 reservation.

E 1am 8 membar of the Minnesota National Guard or an active duty .S, military member and claim exempt from Minnesata withholding on

my milltary pay.
D I receive a military pension or other military retirement pay as calcutated under Title 10, 1403 through 1414, 1447 through 1455, and 12733
and claim exempt from Minnesota withholding on this retirement pay.
{ certify thot ail information provided In Section 1 OR Section 2 is correct. | understand there Is a 8500 penalty for filing a faise withholding allaw-
ance/exemption certificate, ; :

iiaaia” - <7/8 ™ Apr9,2018 Peimephene 122391645

Employaes: Give the completed form to your employer

Employers

if you are required to send a copy of this form to the Department of Revenue (see instructions), you must enter the employer information below
and mal this form to: Minnesota Revenue, Mail Station 650, 5t, Paul, MN 5§5146-6501. {incomplete forms are considered Invalid.) A 50 penaity
may be assessed for each required Form W-4MN not filed with the department,

Keep a capy for your records. .

Name of employer Federal emp'aver IB number (FEIN} Minnesota tax ID numbar
|

Address City State UP code

B d2ny Questions?  Website: www.revenue. state.mn.us.  Emal: withholding tax@state.mn.us. Phone: 651-282-9998 or 1-800-657-3594.



Employment Eligibility Verification USCIS

Department of Homeland Secarity i i
U.S. Citizenship and Immigration Services Expires 083172019

———-__M
>START HERE: Read Instructions carefuily bafore completing this form. The instructions must be avaliable, aRther in paper or olectronically,
during completion of this form. Employers are Hable for errors in the completion of this form.

ANTI-DISCRIMINATION NOTICE: It is lllegal to discriminate against work-authorizad Individuals, Employers CANNOT specify which

docurnent(s) an employee may present to establish employment authorization and identity. The refusal to hirs or continue o employ
an individual bacause the documentation presented has a future expiration date may also constitute illegal discrimination.

[Section 1. Employes Information and Afestation (Employses must complete and slgn Beotion 1 6f Form 18 o fatar
than the first day of employment, but not before accepiing a job offer ) .

Lest Name (Family Name) | First Name (Given Name) Middie nitial | Other Last Names Used (7 any)
hill | jeny 1 n/a

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

9000 nicollet ave so 216 bloomington mn 55420

Data of Bith (mm/ddlyyyy) | U.S. Soclal Security Number Employes's E-mall Address Employee's Talaphone Number
06/27/1978 [sfadespsd T]-TTTT]| hittorso@yahoo.com 6122391645

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

1 attest, under penalty of pesjury, that | am (chack ons of the following boxes):
(®) 1. A citizen of the United States

() 2. A nonoitzen nationsl of the United States (Sse instruztions)

3. Alawful permanent resident  (Alien Reglstration Number/USCIS Number): n/a

[ 4. n dlten authorized ts work _unil (expivation date, ¥ appioable, rmiayyyy: n/a N
Some allens may wiite "N/A" In the expiration date field. (See Instructions) ‘ '
Alians authorized to work must provide only one of the following document numbers fo complete Form 1-9: GR Goda- Bactan 1
An Alien Reglstrafion NumberfUSCIS Numbsr OR Fonn -84 Admission Number OR Foreign Passport Numbsr. it bl dony
1, Alien Registration Numbes/USCIS Number: n/a
OR
2. Form 1-84 Admission Nwnbsr; n/a
OR
3. Forelgn Passport Number; nfa
Country of Issuance; n/a
Signature of Employee Today's Date (mmAkdhyyy)  Apr9, 2018
eyl (20 ]

reparer andlor Translator Certification (check one):
| | did not use a preparer or transiator. @ A preparer(s) and/or translater(s) assisted the employea In compleﬁng Section 1.
(Fields below must be complated and signed when preparers and/or translafors assist an employee in completing Section 1.)

I attest, under penalty of perjury, that ] have assistad in the completion of Section 1 of this form and that to the best of my
imowledge the information is true and corract,

Signature of Preparer or Translator Today's Date (mm/AdAyyy)
Last Name (Family Name) First Name (Given Name)
Address (Sirest Number and Name) ' Clty or Town State  |2IP Code

@ Employer Con':p'letes Next lidge ' @
Form 1-9 0771717 N Page | of 3




Department of Homeland Secarity

Employment Eligibility Verification
U.S. Citizenship and Immigration Services

“m
Section 2. Employer or Authorized ﬁepresonﬁﬁve Review and Verification

USCIS
Form 1-9

OMB No. 16315-1047
Expues 0831/2019

of employment. You
as listed an the “Lists

LR ; ‘ r H
Nl ¥ oumin dng)

]
Cad] L2
=

S
\‘ =

(Employers or their autherized representative must complete and é'}gn Beoffan 2 within 3 business days of the employss’s first daé/
must physically examine one decument fram List A OR & combination of one dacument from List 8 and one document from List
of Acceptable Daciuments. ) i
Empioyee Info from Seution 1 "Tiﬁ'n Py Name)
ListA . "OR
identity and Employment Autharization =
E— i — T
Dosumant Tille Rocudinnt Title ‘ )\ T
N !{j"hﬁl au l!u €]
Bsuins ° ‘EL" 173 1 .: u l | g q.-\:w._-» 1 LR
Lo Y > !’; Y
Documst 07.-.4_“ Tornt 4 ;' lpcLonenis:
e — LS. WK{_.A 8 4 I . l
Expration Dale {(f anyjmmiddiyyyy) EX] ’ f'r
N 7 Al X
Dogument Tite []
Iissuing Authority Additional Information
[ Dotumant Nambar
;'Erup!ruﬂon Date (f eny)mmiddlyyyy)
| Dacument Title
Totuthg Autharty \
' Document Numbar
f Expiration Date (i any) (mmiaayyyy)

“ORCodn-Geclons g &8 ]

- Do Not Write fn This Space

authorized to work in the United States.

| attest, under penalty of perjury, that (1) | have examined the document(s) presented by the above-named employea,
e-listed dooument{s) appear to be genuine and to relate to the employee named, and (3) to the hest of my knowiedge the

od's fret day of employment (mveyyy: D / 9

/ v ’Y/E@uﬂlons for exemptions)
Frriy _,:,‘{. ”)

| pigpiflire or Autho! | To

%W Representative }

Al
s fhorized Representelive i or Aufhorized Representative | Employer's Business or Organization Name
: (U | €U EMPLOVER BOLUTTONS STAFFING GROUP LLC
| Employers Business or Orgenization Address (Btreet Number and Name) | Gy or Tawn Biate  |ZIP Code |
|__7480 FLYING CLOUD DRIVE _ SUTTE 200 EDEN PRAIRIE MN s34 |

Sestion 3. Reverification and Rehires (To bo completed and signed by employer or, authorized representative )

A, Maw Name (f appiicable)

B. Date of Rehire (i appijcahie)

Last Name Family Name) Firet Name (Given Name)

Middle Initial

Date (mmyddiyyyy)

I,‘a‘.m erfpByee's hrevians orant of eMploymenl autharEation 1
poritinuing employment authorization in the space provided balow.

§ exifed, grovide the marmAGGn for Tha docuMent or TpoelpY ol 43tablehes

Document Tils Document Numbsr

Expiration Date (if any) (mm/ddlyyyy)

1 sttest, under penalty of perjury, that to the best of my knowledge, this employae Is authorized to work in the United Statos, and If

the omployee presented document(s), the document(s) | have examined appear {0 be genuing and to relate to the Individual.
Signature of Employer or Authorized Representative | Today's Date {mmiddlyyyy) | Name of Employer or Authorized Representalive

Fom1-9 071717 N Page 2 of 3






EMPLOYER SOLUTIONS STAFFING GROUP
BACKGROUND CHECK AUTHORIZATION

Jerry Hill
(First) (Middle) {Last)

Employee Name:

Former Name(s) and Dates Used:

Current Address Since: 01/06 9000 nicollet ave so, mn 55420

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

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

{Mo/Yr) (Street) (City) {State/Zip)
Social Security Number: 311849748 DOB; 06/27/1978

Phone Number: 6122391645

Driver’s License Number/State: w36324864611?

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

I hereby authorize Employer Solutions Staffing Group, LLC and Its designated agents and representatives to conduct a
comprehensive review of my background causing a consumer report and/or an investigative consumer report to be
generated for employment purposes. | 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, LLE 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 recelved from this authorization in a confidential
manner in order to protect the applicants personal information, including, but not limited to, addresses, social security
numbers, and dates of birth.

Signature: ___ SC4LIL Date;  Apr9,2018

Notice to MN, OK Res H
Please check the box below if you wish to receive a copy of a consumer report that is requested,
l 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

Emplovee Name: Jerry Hill
Address: 9000 nicollet ave so, bloomington mn 55420

Home Phone: 6122391645
" EMERGENCY CONTACTS
Pléase list two people (in priority order) who could be contacted in case of an emergenay
Contact #1 Home Phone:
Name: Mmarianne holiday Cell Phone: 6129654848
Relationship: sister Work Phone:
Contact #2 Home Phone:
Name: Cell Phone:
Relationship: Work Phone:

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

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



empioyer soiutons Safing grovp.
Direect Deposit/Payroll Debit Card Authorization

Employees have the option of receiving wages by Direct Deposit and/or Payroll Debit Card,
If you do 1ot provi Bges wi Payroll Debit Card, -

) de 8 written election, wages will be paid b L
R SEERANE I BRSTE NGRS ' - ' 3 i
SSN# (lnm 4 digits) 9748 Effective Date Aprg’zola

Employee Name ;o rry Hill

CHONZE D PANROLL BELECHON

Note: Direct Dsposit accounts may take up 1o 7 days to be activates

Y understand and acknowledge that if I do not provide a
voided check with this direct deposit form, 1 am
responsible for any delays in payroll or extra costs

incurred if the account number that I provide Is incerrect.

Injtial Date

*  Tohelp us avoid mnking an errar, please attech a copy of a voided check. {a deposit stip will not wark)
= If'you chenge banks, do not close your old bank account utiti] your direct deposit hes startud at the new bank, which may take 2 pay periods.

CSECTDAT R G DT AR A D

Feduﬂhwmqmmﬁmﬁﬂmmmwobuh,vmify.mdmwﬂhﬁnmaﬁmthaidmﬁﬁueachpmwhoopmauaowmlnotdato
tequasta?aymﬂDethardﬂ:ryou,wemustp:wmealloftheibﬂowinshfomaﬁmthnwlﬂmbbtheﬁnmcialhuﬁuﬁmmidenﬁfyyoalf
youdonotsuhmitaDkectDepoﬂVPaymllDebitCarﬂAuﬂmﬁuﬁon,BSSGwﬂlprovideﬂmnmm'yinfoumﬁmsndiwmyouaPaymllDebit
Om:dmpayigourwm.Foryonrpmwction,theﬁuandalinsdtuﬁmmayukyoummvidaﬁunaddiﬂonﬂidmﬁﬁuﬁmhfwmaﬁmnﬂwym
verify your identity.

Bxcept for the and account number, ESSG does not have access to any information regarding your Payroll Debit Card account or
transactions. On your payday, you will receive your now Payroll Debit Card, and a packet cantaining all of the terms and conditions. Yon will
.‘thcnsiguaclmowledgingthntyoumcaivedﬁePaymIchbitCatdandpanketYourPaymﬂDubitCatdwillbemloadedoneachpnydxyyonreceive
wages,

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

| FistName 1oy M1y LegtNeme gy Dateof Binth 6 127/1978
| Strect Address 0 BaxNUTACEFIABL. 00 picollet ave so #216 Socisl Socurity? 311849748
[ €y bloomington Sme n | 2P gEanp | Call Phone (mcblle) 6199307645

| RECEIPT OF PAYROLL DEBIT CARD (to be complotsd when yoy pick up your Payroll Dabit Card) N
| Payroll Debit Card Routing # Payroll Debit Card Account #_f0~ 3 (/@ 7

lhaverwdvedmy?aym_ﬁnebﬁ&d,wclcomchmd:mpmmﬁea,pmmmcondiﬁuns.anddlsclosures.Byacﬁvaﬁngmy Payroll Debit Card,
1 am agreeing io the program terms, conditions. and disclosures that are included or made available to me from time to time fram the finsncial fostitation, 1
sutharize the financial institution to debit my Payroll Debit Card account for the foes deseribed in the fee schednle that is part of the program terms,
conditions, and disclosures,

i

Employee’s Signature: % Date: APr9,2018

SECTION & AUTHGRIZATION

IauthnrlanSSGtodepnsitmypeﬂodicwgc&mmpmuﬁmpaymmw,nmofmqnmdmwhhholdmgs.ommquiradwitbhnldhtgs [.
or autherized dedustions, into my account(s) as designated ahove and to initiate, if necessary, debit entries and adjustmentsfor any credit entdes |
made in errar to my accout(s). * E~mgil is required for pay stub information.

*E-mail: hill0190@yahoo.com @
this information will only be used to send your paystubs clectronically

Employee's Signature: _ Jey 875 208 Date: ApPr9, 2018




empCyer soluticns siaffing sroup.

201X between

This agreement made this <
Employer Solutions Staffing Group LLC, herein 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.

Y,

ployer Solutions Staffing Group LLC, Representative




ea-g: over solutions 5@i.f‘ g SPoUp «
INJURY MANAGEMENT PROGRAM

Injured Worker's Responsibilities

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

RESPONSIBILITIES OF THE INJURED WORKER:

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

Attend all scheduled appointments. While on physical limitations, visits should
be a minimum of once every two weeks. Failure to have current medical support
for 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 appointment, provide a copy of the report to the
designated employer representative. You should deliver this in person go 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. :

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.

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

Signed: "%‘Maw

Printed Name: __Jerry Hill
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Eployer fr.rtxons ctai"*g group..
Important/importante
LOST OR STOLEN PAYCHECKS

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

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

CHEQUES DE PAGO PERDIDOS O ROBADOS

Si un cheque de pago se plerde (que falta, fuera de lugar, destruido, perdido en
el carreo, etc), usted debe notificar a su reclutador de personal que el chegque no
se puede encontrar. 8i se puede verificar que sl cheque no ha sido cobrado,
ESSG se detendré el chegue de pago y reemitir el cheque a usted, descontando
un cargo de entre $ 26 - § 35,

Si su cheque de pago fue robado, primero debe denunciar el robo a la policia
antes de que podamos volver a emitir el cheque. Una vez hecho esto, usted
debe proporcionar una copia de la denuncia a su reclutador de personal que el
cheque fue robado. Si el cheque no ha sido cobrado y st la pérdida de! 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): 4™ Hill

§i_gnaﬂ1relFinna: ?g%r‘{ﬂm{f—;
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ESSG WORKPLACE SAFETY POLICY

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

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

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

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

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

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

ESBG is coramitted 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 -

» Right to review copies of appropriate standards, rules, regulations and
requirements that the host employer is required to have available at the
workplace.
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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
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 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 or reprisal taken against
anyonse who has expressed concern about warkplace safety is illegal.

If you believe that your right 0 a safe workplace has been violated, you can make a
report to a manager of the host worksite employer and/or ESSG (by telephoning
952.885.1288/1,866.496.7578) 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 hazardous worksite conditions.



Acknowledgement of Receipt of Workplace Safety Policy

I certify that I have received a copy of Employer Solutions Staffing Group’s ESSG
WOREKPLACE SAFETY POLICY. I understand that it is my responsibility to read
this policy and ask my supervisor, a member of management or to telephone
Employer Solutions Group (ESSG) at 952.885.1288/1.866.496.7578 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 T 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
952.885.1288/1.866.496.7578 in order to obtain assistance in the resolution of such
matters.

Employee Name (Please Print)
Jerry Hill

Employee’s Signature:

Jurymgws. 2018) Date: Apr9, 2018




rom SO0 Pre-Screening Notice and Certification Request for

(Rev. March 2016) ' the Work Opportunity Credit OMB No. 1545-1500

mm’ns&gsam‘ : r-mmmﬁoh‘abomhmmmmmmhmcﬁmaham#&gwlm

| Job applicant: Fill in the lines below and check any boxes that apply. Complete only this side.
Yourname Jerry Hill \ ) Social security numberp> 311848748

Street address whereyou lve- 9000 nicollet ave so

City or town, state, and ZIPcode  bloomington

County hennepin ' Telephone number 6122391645

it you are under age 40, enter your date of birth (mionth, day, year)  06/27/1978

.

1 Cheok here if you recelved & conditional cartification from the state workforce agancy (SWA) or a participating local agenoy
for the work opportuniy credit. »
2 Check here If any of the following statements apply to you.
* | am a memb® of a family that has received agsistance from Temporary Assistance for Needy Familles (TANF) for any 8
months during the past 18 months.
* | am a veteran and a member of a famlly that received Supplemental Nutrition Assistance Program-(SNAP) banafits (food
stamps) for at least a 3-month period during the past 16 months,
*» | was referrad here by e rehabilitation agency approved by the stete, an emplayﬁent network under the Ticket to Wark
progrem, or the Department of Veterans Affairs.
* | am at lsast age 18 but not age 40 or oider and ] am @ member of a family that: *
a. Received SNAP benefits (food stamps) for the past 8 months; or
b. Recsived SNAP benefits (food etamps) for at least 8 of the past § months, butis no longer eligible 1o receive them,
* During the past year, | was convicted of a felony or released from prison for a felony.
* | recslved supplemental sscurity income (SS!) benefits for any month ending during the past 60 days.
* | am a veteran and | was unemployed for a pericd or periods totaling at least 4 weeks but lsss than 8 months during the
past year,

W

Check hera if you are a veteran and you were unemployed for a period or periods totaling at least 6 months during the past
yesr,

h -

[Tl Gheok here if you ars a veteran entitied to compensation for a service-connectad disability and you were discharged or
released from active duty in the U.S, Armed Forces dll:rtng the past yesr.

[D Check here if you are a veteran entitled to compensation for a service-connected disabllity and you were unemploysd for a
_ period or periods totaling at least 8 months during the past year.

Check here if you are a member of a family that:
* Racelved TANF payments for at least the past 18 months; or
* Received TANF payments for any 18 months beginning after August §, 1897, and the earliest 18-month period beginning
after August 5, 1987, ended during the past 2 years; or

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

LY

Chack hers if you are in a period of unemployment that is at least 27 cansacutive weeks and for all or part of that perind
you received unemployment compensation,

_Signature—All Applicants Must Sign

Under penaltias of perjury, | daciare that ! gave the abave iformation to the empioyer on or betora the day | was offerad a job, and it is, to the best of my knowledge, true,
correct, and complate,

~ ” B
Job applicant's signature b % Date APr9,2018

For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat, No. 228511 Form 8850 Rev. 3-2016)
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E} L. OYER SECTION;
i lients

1558 T T Credit Adninigiration

Company:

Location: . ' Position: Starting Wage: $

EMPLOYEE SECTION: \ i -

| First Name: Last Name: Suffix: || StewerAddress: City/State:
Jerry Hill 9000 nicollet ave so bloomington

Zip:
55420

= Date of Birth: Age: Have yon worked for | If yes, location:
311849748 . 06/27/1978 39 f"g;o auvbém? n/a

No

Please complete all questions, and sign and date the form.

Yes No

l.

Have you or has anyone living with you mceived"l’ampmry Assistance to Needy Families (TANF)
at any time since August 5, 19972 (f yes, please provide information below.)
Name of the person receiving benefits; _____ Relationship to you:

City: County: State: —

o @

Have you or has anyone living with yon received Foo@Stamps (SNAP) at any time during the past 15 months?
(If yes, please provide information below.)

Name of the person recejvif} benefits: _____ Relationshiptoyow:
City: County: State:

3.

Have you received Supplemental Security Income (SSI) at any time within the past 3 months?

Plesse note, this 5 not the same as Social Security benefits (SS) or Soaial Secarity Dissbility (SSDI) benefits,
*If you checked yes please provide a copy af your SSI documentation,

4,

]
Have yon received any type of vocational rehabilitation services within the past two years? *
If yes, please indicate which type of agency you worked with and provide their location information below:

m Vocational Rehabilitetion Ageacy Dept. of Veterans Affairs [D] Employment Network (Ticket to Work Program)
Nams of Agency: _____ Phoned#:

City: _____ County: _____ State:
*1fyou checked yes please provide a copy of your active Individual Work Plan and Ticket to Work documentation.

5’

Are you a Veteran of the U.S, Military? *[fyes, please provide a copy of your DD-214 and letter of separation
(3f yes, please provide information below. 1fno, pleass continue to question #6.)

Dates of Service - From: To:
Branch of Service:
Are you entitled to or ave you recelving compensation for a service~connected disability?

0
=

Have you been unemployed at any time during the Jast 12 mbnths?
If yes, dates of unemployment ~ Fronu To:

Did you receive unemployment compensation at any poing during your unemployment?
1f yes, in which state did you receive unemployment compensation? __

7'

Have you been convicted of a felony or released from prison for a felony conviction in the past 12 months?
Conviction Datex ReleassDate:  10/25/2017

* Was thisa []] Federal or E7] State conviction? IfState - County: _____ Stater

@ O aQf
ol e e

!

|

Additional Tax Credits
TEC (Native American); Are yon or yonr spouse a member of a Native Amorican Tribe? |
If you checked yes please provide a copy of yowr CDIB card.
CA Residentss [[] Are you the child of foster parents? [L] Do you receive CilWorks? [[] Workforce Investment Act?
Are you a migrant or seasanal farrn worker? [[] Have you ever been convicted of a misdomeanor?
SCResidents: [] Do you reccive Family Independence Benefits?

PLEASE READ, SIGN, AND DATE:
Undar penaities of perjury, I declare the information above to be true and avesrate 10 the best of my knowledge, and I hereby authorize any agency, argani=ation, or

individuals to supply such verification

Consultans, Inc. dbn Retrotax), or the Department of Labar.,
New Employee Signature: % Date: Apr9, 2018

or information that may be needed to determing tax credit eligibility to my employer. employur representative (Associated
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U.S. Department 1 gior OMB Control No. 1205-0371
Employment andjaﬁining Administration Expiration Dete: January 31, 2020

LONG-TERM UNEMPLOYMENT RECIPIENT SELF-ATTESTATION FORM
Work Opportunity Tax Credit (WOTC) Program

Instructions: This Self-Attestation Form {SAF) 15 to be completed, signed, and dated by the new hire only.
£mployers or consultants submit TS SAF to the State Workforce Agency with IRS Form 8850 or if filed
separately, with ETA Form 9061 {or ETA Form 9062) for each certification request filed for the new target

group,

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

New Hire’s Signature: %%‘ Date APr9,2018

“ ‘New Hire Names __Jerry Hill

Social Security Number: 311845748
Employer Name:

Please check the statements below if they apply to you.

0 |declare that | was in a period of unemployment that is at least 27
‘consecutive weeks and for all or part of that period | received unemployment
compensation.

0  1declare that | have been in a period of unemployment since

(Enter start date)

Privacy Act Nofice: - .

The Intemal Revenus Code of 1886, Section 54, as amended and tis anacing legisiafion, P.L. 104-188, specily that the State Workforce Agencies ars the
*dasignated® agenciss responsibla for administaring the WOTC ceriification procedures of this program, The informafion you have provided complefing this
formwil be disclosed by your employer to the Stats Workforce Agency. Provision of this informafion is valuntary; however the information is required to
datenming your employar's eligihility for the fadem! tex credit

Public Burden Statsment:
PmmmmmmmmsmmmﬁdsmMQndlmmmmmsplaysawmnﬂyvaudOMBourmulnumber.Respondems' obigation to
complete this form is required to obtain or retain bensfits (P, 111-5), Public reporfing burden is esfimaied {o average 10 minutes per response, including the
ime for reviawing Inslruciions, searating existing data sources, gathering and meintaining the daia nesded, and complaiing and reviewing the eollechion of
information. Send comments regarding this burden estimate io the U.S. Depariment of Labor, Dhvision of Nafiona! Programs Tools Technical Assistance,
Room C-4510, WasFingion, D.C. 20210 (Paperwark Redustion Project 1205-0371). Pisasa do notsubmit completed forms fo this address,

117-
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