PO Box 46270
Minneapolis, MN 55344-9956
Tel: 952.835.1288

www.esgstaffingsolutions.com

empioyer sohsfions stasfing ErOUD,.
New Hire Application

Personal Data~ PLEASE PRINT LEGIBLY IN INK
—_—— iDLV N INR

Last Name _0'Gorman First Name _Juan Middle Initial
su.eet Addl'ess 858 Oakdale Ave, Apﬂsta
City/State/Zlp _Saint Paul MN. 55107 Social Security Last Four XXX-XX-
Phone Number (1)651-274-6556 Email Addrasé cuauhtemoclsa@msn.con@ .

Staffing Agency/Recruitment Partner Rachel

Are you legally autharized to work in the United States of America? @ivyes Qno
Applicant Certification and Authorization

1 understand that a comprehensive baokground check may be conducted to datarmine my eligibility for hire by certain cllents of ESSG.
This may include but is not Imited fo, Investigations of criminal and/or conviction records, driving records and/or a drug screen test as
required by clients, government regulations or by ESSG policies.

I release ESSG and otherpemnsoranﬂﬂeefrmanyclalrnaﬂtatmlglmtbabasedonisss'sdacisionbconducta background check,
| certify that all statements mademmyappneaﬂonamtmeaudamratsandmatlhavsnotomlttedanymataﬁalhfonnaﬂnn.orpmvlded
false or misleading information, | understand that any material omission or misrepresentation will restit in my disqualification from
consideration for employment or, i dissovered after | begin employment, will result in my tarmination.

Nhlmd.lagraebabldabythapondesandpmmdwasofiisse.

v
Juan O'Gorman %@% Apr9,2018

Name (Print or typs) Applicant's Signature Date
A copy or facsimile ("fax") will be considered the same as an original signature. Emall will ONLY be used for employment correspondence
For ESSG Office Use Only

DOH NHW 19 8850 wa

Emergency Contactinfo | Background Release Form Background Results Unemployment Letter ESC Application

{if applicable)
For ESSG Client Use

boH _______ |Rop .| Work Site Log. WC Cods

ESSG - CMG-NSTW4 Rev. 0412017



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, goto
www.irs.gov/iFormWw4,

Purpose. Complete Form W-4 so that your
employer oan withhold the correst fadersl
Incame tax from your pay. Consider
completing & new Form W-4 each year and
when your personal or financial situation
changes.

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

* For 2017 you had a right to a refund of ail
federal income tax withheld becauss you
had no tax liabliity, and

* For 2018 you expect a refund ot all
federal incoms tax withheld becauss you
expact to have no tax fability,

if you'ra exempt, complets enly lines 1, 2,
3, 4, and 7 and sign the form to validate it,
Your exemption for 2018 expires February
15, 2019, Ses 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 you should claim
for withholding for 2018 and any additional
amount of tax to have withheld. For regular
wages, withholding must be based on
allowances you clgimed and may notbea
flat amount or percentaga of wages,

You can aiso use the caloulator at
www.lrs.gov/W4App to datermine your
tax withholding more acourately. Consider

Form W"'4

using this caloulator if you have a mora
complicated tax situation, such as if you
have a warking spouse, more than one Job,
or a Jarge amount of nonwage Income
outside of your job. After your Form W-4
takes effect, you oan alsp use this
calculator to see how the amaunt of tax
you're having withheld compares ta your
Projectex tatal tax for 2018. If you use the
calgulator, you don’t need to complets any
of the workshests for Form W-4.
Note that if you have too much tax
withheld, you will receive a refund when yau
file your tax retum, if you have too [ittl tax
withheld, you will owe tax when you file your
tax retum, and you might owe a penaity,
Filers with multiple jobs or working
spouses. If you have more than one job at
a tims, or if you're marrled and your
spouse {8 also working, read all of the
instructions Including the Instructions for
the Two-Eamers/Muitiple Jobs Warkshest
bafore beginning,
Nonwage income. if you have a large
amount of honwage Incoms, such as
intarast or dividends, consider making
estimated tax payments using Form 1040-
ES, Egtimated Tax for Individuals,
Otherwise, you might owe aciditional tax,
Or, you aan uge the Deductions,
Adjustments, and Other Income Workshest
on page S or the caleulator at www.irs.gov/
W4Apptomakesureyouhaveanoughtax
withheld from your paychack, If you have
pension or annulty income, see Pub. 605 or
use the calculator at www.jrs.gov/W4App
to find out # you should adjust your
withhelding on Form W4 or W-4p,
Nonresident alien, If you're a nonresident
allen, see Notice 1382, Supplemental Form
‘W-4 Instructions for Nonresident Aliens,
before completing this form,

Separate here and give Form W-4 1o Your employer. Keep the worksheet{s) for your records.
Employee’s Withholding Allowance Certificate

Specific Instructions

Personal Allowances Worksheet
Complate this worksheet on page 3 first to
datermine the number of withholding
allowances to claim. -

Line C. Head of housahoid pleass note:
Generally, you can claim head of
householdfnhgslatusonyourtaxremm
only if you're unmarried and pay mora than
50% of the costs of keeping up a home for
yourself and a qualifying individual. Ses
Pub, 501 for more infarmation about filing
status,

Line E, Child tax credit. When you file
your tax ratum, you might be eligible to
ciaim a orediit for each of your qualifying
children. To qualify, the chiid must be
under age 17 as of Decembar 31 and must
ba your dependent who lives with you for
more than haif the year. To lsam more
about this oredit, see Pub. 872, Child Tax
CredHt. To reduce the tax withheld from
your pay by taking this oredit into account,
follow the instructions on line E of the
workshest. On the warksheat you will be
asked about your total income, For this
purpose, tatal income includes all of your
wages and other income, including income
earned by a spouse, during the year,

Line F, Cradh for other dependents.
When you file your tax return, you tight be
eligible to claim a credit for each of your
dependents that don*t qualify for the child
tax oredit, such as any depandent children
age 17 and older. To leam more about this
oredit, see Pub, 505. To reduce the tax
withheld from your pay by taking this oradit
into ascount, follow the instructions on line
F of the workshest. On the worksheet, you
will be asked about your total income, For
this purpose, total Income includes all of

OMB No. 1645-0074

Deparimant Treasury >Muynmmhmammdmwmmmmmmmmu

mmaw:ulzesm subject tn review by the lns.Yaurempbyarmbsmqmmdhsendawpyofﬂlbfumhmoma. 2(@ 1 8
1 Yourfirst nams and midcia inftial . 2 Your soclal seourity number
Juan F. O'Gorman 473115663

Homa address {number and street or rural routs)

858 Oakdale Ave,

City or town, state, and ZIP code

Saint Paul MN, 55107

3@singie (IMented ()] Married, bur wihihold ot Fighar Singla raim

Note: if married fling separately, check "Mared, but withiokd at highar Single rate,”

4 Hmlmmmdmmmmmmonmmlwmm
sheck here. You must call 800-772-1218 for a repiacement card, Dﬂ[

§  Total number of allowances you're claiming (from the applicable workshest on thefollowing pages) . ., .

6  Additional amount, if any, you want withhald from each paycheck .

7 |clalmexemption from withholding for 2018, and | certify that | mest both
* Last year | had a right to a refund of all federal Incoms tax withheid beos
* This year 1 expect 3 refund of all federal
}f you mast both conditions, writs “Exempt” hare .

LI Y

ol ol ol

of the following conditions for exemption,
use | had no tax lisbility, and

50
8% o

Undar penaltias of perjury, | deolare that | hava examined fhis cenificats and, to the best of my knowledge and beflef, it is trus, conwat, and complete.

Employes's signatura Jan Olorman
(Thie form Is nat valld unless you sign ) St Dates P79, 2018
e e na s an e E et Sadinactint, - Lo b . T
4 and it k¢ Fi
83 Emplagg;mm addm;:o %WMaw 101 sanding to IRS and complete 9 ahm%ldataof‘ 10 mmmﬂ
For Privacy Act and Paperwork Rsduction Act Notics, soe page 4, Cat. No. 102200 Form W4 (2018)



m‘ DEPARTMENT W-4MN
OF REVENUE

2018 Minnesota Employee Withholding Allowance/Exemption Certificate
Employees

You must complste and give this form 1o your employer if you do any of the following:

¢ Claim fewer Minnesota withholding allowances than your faderal allowances

» Clalm more than 10 Minnesota withholding allowancas

* Want additional Minnasota tax withheld from Your pay each pay pariod

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

Do not complete this form if yoi: are claiming the same number of Minnesota allowances as federal and the number clalmed Is 10 or less,

Employee’s first nema end initial Last name Emplayee’s Soctal Sacurity number
Juan O'Gorman . 473115663
Permenent atidress Niarital staitvs [check one box)
858 Oakdale Ave, @ ?&'&'ﬁ'ﬁ:ﬂ&ﬁg’m’mm =
ty State ZIP code Married
Saint Paul MN, 55107 Married, but withhold at higher Singla rate
Y4

Employess: Read instructions on back, complets Saction 1 OR Section 2, sign and give the completed form to your employer. (Po not complate
both Section 1 and Section 2. Completing bath sections will make the form invalid.}

] section 1 — Determining Minnesota allowances

Complete Saction 1 if you claim fewer Minnesota allowances than your federal allowances, AND/OR if you want additional Minnesota withhald-
Ing deducted each pay period, -

i MInumherdfedamlalbmncesdalmadonfederalFomm........-... ........ OGEN0IH0 06006 G B
2 TutalnumberofNﬁnnesotaallowances{ﬂneZmnnatbemalethanllnel) 0000000000A0A0IEE0I00600006 5]
s
3 Adc_litionalNnnnasotawithholdlngyouwantdeductedeachpayperiod........ ............ seesvevenses3 S

1 Section 2 — Exemption from Minnesota withhalding

Complete Section 2 if you clalm to be exampt from Minnesota Income tax withhelding fsee Section 2 instructions for qualifications), applicable,
check one hox below to indicate the reason why you befleve you are exempt;

D I meet the requirements and claim exempt from both federal and Minnesota income tax withholding,

Evan though | did not claim exampt from federal withholding, | claim exempt from Minnesota withholding because | had no Minnesota
income tax ltability last year, | received a refund of all Minnesata income tax withheld, AND | expect to have no Minnesota income tax Hability
this year

m My spouse Is 2 military service membey assigned to a military location in Mimmesota, my domicile (legal residence) is in ancther state, AND |
am in Minnesata solely to be with my spouse, My state of domiclle is

Dl aman American Indlan living and working on a reservation,

1 am a member of the Minnesota National Guard ar an active duty U.S, milltary member and claim exempt from Minnesota withholding on
my mifitary pay.

D | recsive a military pension or other military retirement pay as calculated under Title 10, 1401 through 1414, 1447 through 1455, and 12733
and claim exempt from Minnesata withholding on this retirement pay.
I certify that all information provided in Section 1 OR Section 2 Is correct,  understand there Is o 8500 penalty for filing @ faise withhalding allaw-
ance/exemption certificate, h

Employes’s signgture Date
? A C iy Apr9,2018

PR (1)651-274-6556

Employees: Give the completed form to your employer,

Employers

if you are required to send a copy of this form to the Department of Revenue (see instructions), you must enter the employer Information below
and mall this form to: Minnesota Revenue, Mafl Station 6501, St. Paul, MN 55146-6501. {Incomplete forms are considered Invalid.) A $50 penalty
may be assessed for each required Form W-4MN not filed with the department,

Keep a copy for your records,
Name of employer Faderal employer ID number (FEIN) Minnesota tax ID numbar
Address City State 21P code

{her.22/17) Questions?  Website: www.revenue.state.mn.us. Emall: withhalding tax@state.mn.us. Phone: 651-282-9999 or 1-800-657-3594,



Employment Eligibility Verification USCIS

Department of Homeland Security o e
U.S. Citizenship and Immigration Services Exphres 08/31/2019

[Saction 1. Employes Informatioh and"Aftestation (&mpioyess must sompldia o éign Bection 1 6f Form 19 fio fater

then the first day of employment, _bwsfnot hefore aocepting a job offer ) :

Lest Name (Family Nama) First Name (Given Name) Middie Initial | Other Last Names Usad (7 any)
O'Gorman Juan F. Gorman

Address (Streef Number and Name) Apt. Number | City or Town State | zip Cods

858 Oakdale Ave. na Saint Paul MN 55107

Data of Birth fmmAddyyyyy)  {U.8. Social Securty Number Employes's E-mall Address Employee's Telephone Number
12/15/1971 Efq;‘sps{ﬂ -[]Tﬂ cuauhtemoc158@msn.com (1)651-274-6556

I am aware that federal law provides for imprisonment and/or fines for faise stataments or use of false documents in
connection with the complstion of this form.

| attest, under penaity of porjury, that 1 am (chack one of the following boxas):
(@) 1. A cltizen of the United States

{Q 2. A noncitizen netional of the United Siates (Ses instructions)

g 3. A lawlul permanent resident  (Allen Reglstration Numbe/USCIS Number): nfa

4. An alien authorized towork  until (expirafion date, if applicable, mm/dd/yyyy): n/a
Some allens may write "N/A" in the expiration date field. (Sea instructions)
" OR Godo- Setign T
Aﬂanaauzhorlzeﬂlo woﬂrmustpmﬂdeonlymeofﬂ:emwmdocumenmumbmmmmem =9
An Allen Regisiretion Number?JSCIS Number OR Form 104 Admission Number OR Reraigy Passport Number. R R e B
1. Alisn Registration NumberUSCIS Numbar: n/a
OR
2, Form 1-84 Admission Number: nfa
OR
3. Foreign Passport Number: nfa
Country of Issuance; n/a
Signature of Employee i‘?ﬂlm Today's Date i}
by Cvins fmm#abym)  ppro, 2018

reparer and/or Tragnsiator Certification (check one):
| did not use a preparer or transiator. Q) Apreparer(s) andror translator(s) assisted (e employee in complating Section 1.
(Fields befow.must be completed and signed when preparers and/or transiators assist an employse in completing Section 1. )

| attest, under panalty of perjury, that | have assisted in the completion of Section 1 of this form and that to the hest of my
knowledgg the information is true and correct.

Signature of Preparer or Translator Today's Date {mm/Addfyyyy)
Last Name (Family Name) First Name (Given Nams)
Address (Street Number and Name) Clty or Town State  |zIP Code

o %ﬁg@ig‘i"’f Completes Next Pag @

Form1.9 07/1717 N Page | of 3



Employment Eligibility Verification USCIs
Department of Homeland Secarity oy; mg,:;znm
U.S. Citizonship and Immigration Services

CE= Expiras 08312019
Bection 2, Emp_)loyer or Authorlzed ﬁepresentative ﬂeyiew and Verification |

(Employers or their authorized representative must complete and sign Beollon/2 within 3 business days of the employee’s first dacy of employment. You

must physically examine one document from List A OR a combinatien of ane ment from List B and one document from Lsst C a3 listed on the "Lists

of Accaptsble Dacuments ) Val

ot Name (Famiy Name) e %m
1 \ F i
Employse Info from Section ?_/ (ﬁm; b g l
ListA List 8 ’ " ListC
mmﬁwgndsmplwmemmmuﬁnn Identity smployment Authorizetion
[Bn‘numemme l"- nt Title ( \ Recument Mitle MC _ 1
DR ([ctige _me i ndnCind
Issuing L issling A4 thority _ ® lgsuingiAutfie ' A
N 12 i AV e ]
Dotument Number Dagymg: mbg ~— Document Number
a /14 ) + 41' 3 — X
Expiration Date (i anyj{mmicciyyyy) Expiration Date [ any)(mmtddyyy) Rxpiraticn Date (f any)amiddlyyyy)
LIS z 20/ AN A

Documant Title = :

lesuing Authoriy Addiifional Information DN e Ea
| Documeant Numbar
|
rm—m“_-
| Expiration Date (Hany)mmiddiyyyy)
} Document Title
"Tesuing Autharity
|
| Document Number
}
[Explration Dats (F anyjmmvodhyyy)
!

attsst, under penalty of perjury, that {1} { have examined the documentis) presented by the above-named empl

: oyee,
2 ie-abo mddmmenus)appearmbesenulneandwmlatetoﬂ:eemployeenamed,and(&)tomebesturmyknowlednetha
employes is & mnmmrk:nmaumdsm

Employers Businesa ar Organization Nama

‘r\g eiiployge's first day of emplayment (mm/da'Mryy)iﬁL{ / i / 7018 o (See insiructions for exemptions)
‘ I E ._ or'medw Egﬂmﬁvﬁw ;ank%ﬁﬁmﬂmmmmme
;F' an Representaive f m &wmmw Represenizive

EMPLOYER SQLUTIONS STAFFING GROUF LLC |
Emplaysr's Business or Organization Address (Street Number and Name) | City ar Town Siate 1P Coda '
| 7480 FLYING CLOUDDRIVE  SUITE 200 - EDENPRAIRIE | MN 55344 |-
Section 3. Reverification and Rehires (To be completed and signed by employer or authorized representative
A. New Name (f appiicania) i B. Date of Rehire (if applicabia)
Last Nama (Famfly Name) First Name {Blven Nams) Middle inttial | Date {mm/ddsyyyy)

€. If ihe employee's previolis orant of empioyment du fizatloh his exp
santinuing employment authgrization in the spage provig

39 below,
Document Title

ired, provide the (nﬁlgnd i for the dddument or recelpt fhial ésfablishes

\ Document Number

Expiration Date (if any) fmmvddiyyyy)

| attast, under penalty of perjury, that to the best of my knowledgy
the employee presentad dacumenty(s), the document(s) | havs

8, this employee is authorized to work in the United States, and if
examined appear to be genuine and to relate to the individual,

Signature of Employer or Authorized Representative

Today’s Date {mmidcryysny)

Name of Employer or Authorized Rapresantative

Form1-9 071717 N

Paze 2 of 3

N I'C['LW'



JhAn FELIPE'O
858 OAKDALE AV

NS
7 R i
THiS NU NAITABLISHED FOR

%@w&

ST PAUL, MN 56107
Date of Birth 121»15-19 e
ox Eyes  “(ia Hre
M BRN adacsss 1. s -,
< \ i Height  Weight Mg | A : g
: f‘:}éﬁbg I 57 2a .
SIGNATURE

1SSuED 10-2015




.. This uétd bqlungs to the SoctﬁtSumm'} nini
rqtummt e ik for if, B
Tifyou fm& 4 cﬁrd ‘hhg it yoqgs, quaii rctum, Il‘lu.
_ - Social Secifrity dmminisiration I =
0. Box 33008, alimre, M Y1000008. | RS RS I SRR g
. Pty cithéc Sovit! Sccutity busthess/infgramation; <ofibgt yon locel, ' =

. Sovlal Seeumify office, If you writé to the dbovd udulrgss foy g business
 pihee jl'ulnrg,tumlng 1 fouid card you-wil. nmm.ac;w axjcqppnse.

SmuﬂS'écuﬁhf Mimilstpalon. e o
 Fom mmaou’: szouml B G65 173009




EMPLOYER SOLUTIONS STAFFING GROUP
BACKGROUND CHECK AUTHORIZATION

Juan O'Gorman
(First) {Middle) {Last)

Employee Name;

Former Name(s) and Dates Used; JUan Gorman

Current Address Since; MAaY/2010 858 Oakdale Ave. Saint Paul MN, 55107

{Mo/Yr) (Strest) (City) {State/Zip)
Previous Address From: May/2002 Indian Blvd Cottage Grove Mn

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

{Mof/Yr) (Street) (City) {State/Zip)
Social Security Number:__ 473115663 DOB: 12/15/1971

Phone Number: (1)651-274-6556

Driver’s License Number/State; v982239286215?/ MN

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
generatad 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. 1 further authorize the ctomplete
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,

Juah Olomay

Signature: Foan Y bt Date: Apr9,2018

Notice to CA, MN, and DK Residents:

Please check the box below if you wish to receive a copy of a consumer report that is requested.
&)1 wish to receive a copy of any Background Check Report on me that Is requested,




EMERGENCY CONTACT INFORMATION

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

Employee Name: Juan O'Gorman

Addregs: 898 Oakdale Ave, Saint Paul, MN, 55107

Home Phone: (1)651-274-6556
' EMERGENCY CONTACTS | '
Pléase list two people (in priority arder) who could be contated in case of an emergenoy

Contact #1

Name; Maria Bonilla

Relationship: Girl friend

Home Phone;

Cell Phone: (651)387-9308

Work Phone:

Contact #2

Name: Gary Gorman

Relationship:  Dad

Home Phone;
Cell Phone:  (651)428-6097

‘Work Phone;

Additional information you want Em

of an emergency:

ployer Solutions Staffing Group and our clients to know in the event

This information will remain confidential and will only be used in the case of on emergency.




emplove= soi.one ste Ting gaﬁx o
Direct Depaosit/Payroll Debit Card Authorization

Employees have the option of receiving wages by Direct Deposit and/or Payroll Debit Card,
If you pre ide 8 written election, wages will be paid b Payroll Debit Card,

lundemndandacknowledgetlmtﬂ’ldon provide
vnldedeheckwiﬂnﬂﬂsd!rectdepuitform,lam
responsible for any delays in payrell or extra costs
incurredﬂ‘theaccountmmbwtbatlprwldehinmm
107752501

Account Type: W/l Chenl ngil_} Savings InitialJfo Date 4/09/2018

. Tohalpmavoddmnldngaum.plmewwhncapyoﬁ voided check. (8 deposit siip will not work)
- lfyouchange‘bmﬂa,domtclmyouroldhmkmmnnnﬂlyomdhwdepns&hasmmdatﬂnemwbank,wldchmywtnpnypﬁnda

D11 ERSEN

Customers Bank
067092886

Cardwpayigrﬁywagas.rorymmwcﬁon,ﬂxeﬁmdalimﬁm' may ask you to provid eﬂlmaddiﬂonalideuﬂﬁeaﬁoninfomaﬁonsomeym
werify your b

{ Except for the ronting and account number, BSSG doesnothmamtoanyinﬁ:maﬁonmyzdhgmhymﬂ Debit Card acoount or
]nansacﬁm.Onyomﬁmpayday.youmnmdwyommPaymnDebitGud,mdapwhtmhingaﬂofthemmsandcondiﬁnns. You will
1thensilgnau:l:rmwledgingtlmtycmmmdthePtlymllDebit(lmﬂandpacket.Yom'PaymllDebitCardwiIlbereloadudoneachpaydayynnrceeive
wages,

 CARDHOLDER INFORMATION (a5 you waat your Payroll Debit Card 1o be issusd)

First Name
L
| Street Address (0 Bax NUT ACCEPTABLS) Social Scencity#

Last Nams Date of Birth

“City State Zip |[ Cell Phone (mobile)

| I

{ RECEIPT QF PAYROLL DEBIT CARD {to be completed whon you pick up your Payroll Dubit Card)
fpaymu Debit Card Routing # Payroll Debit Card Account #

Y
Eroployce’s Signature:_Jus 0'Gomn iagr o, 7018) Date: APr9,2018

periodic wages/compensation payments, nct of requirod tax withholdings, other required withholdings
ceount(s) as designated above and to titiate, i necessary, debit entries and adjustmentsfor any credir entrics
made in error to my account(s). * E-mail is required for pay stub information,

*E-mail: CUauhtemocl158@msn.com

this information will only be used to send your paystubs electronically
p

Employee's Signature: -%Qm Apré,2018) Date: ApPr9,2018
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srnpicyer sciutions staffing group.

STATEMENT OF CONFIDENTIALITY

This agreement made this day of , 201__, between
Employer Solutions Staffing Group LLC, hereinafter referred to as “employer”,
and hereafter referred to as “employee”.
WITNESSETH:

For the duration of my employment and after resignation or termination of
this employment with employer, for any reason whatsoever, the employee shall
not use or disclose to any other person or company, and confidential or
proprietary information or know-how related 1o 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.

0JDK

flons Staffing Group LLC, Representative

‘A

er Sol




Ve

@m ey soui;;or g f‘mﬁ“ Ng ZroUpR «
INJURY MANAGEMENT PROGRAM

Injured Worker's Responsibilities

As your employer, we are concerned about your full recovery. Reasonable and
necassary 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 lawa. Wherever possible light duty
restrictions imposed as a resuit of your injury will be accommodated.

RESPONSIBILITIES OF THE INJURED WORKER:

Minnesota Rule Sec. 5221.0430, Subp. 1 requires that you choose one primary
health care provider. Subpart 2 places iimitations 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. Faliure to have current medical support
for disability may result in termination of benefits, Scheduie 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 so that
changes in work restrictions may be addressed and any questions answered.

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

may not be in your regular department. The work may or may not be on your
usual shift.



Maintain regular, weekly, communication with your employer if you are unable to
return to work. Contact your employer a minimum of after every visit with your
primary health care provider. Keep the claims representative advised of your
status. .

N our i diatel any new injuries or conditions that im
0 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 physiclan must complete a
Report of Workability.

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

(&%)
Signed: Jan O'Gormen (Apr 8, 2018)

Printed Name; Juan O'Gorman
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Important/Importante
LOST OR STOLEN PAYCHECKS

if a paycheck is lost (missing, misplaced, destroyed, lost in the mall, elc.), 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 80, 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 wili Issue a
new check and no fee will be deducted.

CHEQUES DE PAGO PERDIDOS O ROBADOS

Sl un cheque de pago se pierde (que falta, fuera de lugar, destruido, perdido en
el carreo, efc), usted debe notificar a su reclutador de personal que el cheque no

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

AGREED/SE ACUERDA—

Name/Nombre (con letra de moide); -U@n O'Gorman

Y
§_{gﬁnatur8/Fil'maI Juan O'German (Apr S, 20:8)
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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. It is ESSG’s duty to:

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

(2) Ensure that its clients pexform 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. :

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:

e 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 8 manner as required by the employer and use the
prescribed safety equipment,

You have the following basie rights:

- » Right to refuse unsafe work
*» Right to know or be informed about actual and potential dangers in the
workplace :
e Right to review copies of appropriate standards, rules, regulations and
requirements that the host employer is required to have available at the
workplace,



enployer sohaiors stzffin

o Right to request information about safoty 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,

F1¢]
1
»]
&
i
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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 ars punished or discriminated against for acting as a “whistleblower” under the
OSH Act or 18 other foderal statutes for which OSHA has jurisdiction, or for
refusing to work when faced with imminent danger of death or serious injury and
there is insufficient time for OSHA to inspect. Retaliation or reprisal taken against
anyone who has expressed concern about workplace safety is illegal.

If you believe that your right to a safe workplace has been violated, you can make a
- report to 8 manager of the host worksite employer and/or ESSG (by telephoning
9562.885.1288/1.866.496.7578) 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.
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Acknowledgement of Receipt of Workplace Safety Policy

I cortify that I have received a copy of Employer Solutions Staffing Group’s ESSG
WORKPLACE SAFETY POLICY. I understand that it is my responsibility to read
this policy and agk my supervisor, a member of management or to telephone
Employer Solutions Group (ESSQG) at 952.835.1288/1.866.496.7573 with any
questions I may have about this policy. I agree to comply with ESSG's policy on
ESSG WORKPLACE SAFETY POLICY and I understand failure to comply is
grounds for disciplinary action, up to and including termination.

I also agree that if at any time during my employment I am believe that I am
working in an unsafe or dangerous work environment, T will immediately contact
my supervisor, manager, director or ESSG’s Safety Director at
952.835.1288/1.866.496.7573 in order to obtain assistance in the resolution of such
matters.

Employee Name (Please Print)
Juan O'Gorman

Employee’s Signature:
y
Y .
Juan O'Gorman {Apr 9, 2018) D ate: API' 9, 2018




o 8850 Pre-Screening Notice and Certification Request for
(Rev. March 2016) the Work Opportunity Credit OMB No. 1845-1500
I o o e Treasry  Information about Form 8850 and its separate instructions is st wwwre.gov/form88sn,

Job appficant: Fill in the lines below and check any hoxes that apply, Complete only this side,
Yourname Juan O'Gorman Social seourity number> 473115663

Street address where you live 858 Oakdale Ave,

City or town, state, and ZIPcode  Saint Paul MN. 55107

if you are under age 40, enter your date of birth (month, day, yea)  12/15/1971

1 Cheok here if you recsived a conditional certification from the stata Workforce agency (BWA) or a participating local agency
for the work opportunity cradit.

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

¢ lam a member of a family that has received assistance from Temporary Assistance for Needy Famiiles (TANF) for any 9
months during the past 18 months.

* 1 am a veteran and a member of a famlly that received Supplemental Nutrition Asgistance Program (SNAP) benefits (food
stamps) for at least a 3-month period during the past 15 months,

* | was referred here by a rehabliitation agenoy approved by the state, an employment network under the Ticket to Work
program, or the Department of Vaterans Affairs.

* |amat least age 18 but not age 40 or older and | am a member of a family that:
& Recelved SNAP benefits (food stamps) for the past 8 months; or
b. Recsived SNAP benefits (food stamps) for at least 3 of the past 8 months, butis no longer eligible to raceive them.

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

* | received supplemental sscurity income (SSi) bensfits for any manth ending during the past 60 days,

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

()

Chaeck here if you are a veteran and yau ware unemployed for a pariod or periods totaling at jeast 8 months during the past
¥

4 Gheck here if you are a veteran entitled to gompensation 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 [D Check here if you are a veteran entitied to compensetion for a service-connectad disability and you ware unemployed for a
_ period or periods totaling at least 8 months during the past year,

Check hers if you ars a member of a famlly that:
* Recelved TANF payments for at least the past 18 months; or
* Recelvad TANF payments for any 18 months beginning after August 5, 1897, and the earilest 18-month period beginning
after August &, 1897, ended during the past 2 years; or

» Stopped being eligibla for TANF payments during the past 2 years because federal or state law limited the maximum time
those payments could be made,

=g

Check hare Fyou arain a period of unemployment that is at least 27 conseoutive weeks and for all or part of that period
you recsived unemployment compensation,

Signature~AR Applicants Must 8ign

Undﬁrpm:luasn;‘psﬁmy,idedmﬂmlgmmaabovehﬂomaﬂmww emplayefmorbmmadaylwasoﬁemda]ob,mdith.iomsbeswfwlmwlmm
comrest, and complete,

/ ;
)
Job applicant's signature P Juzn 0'orman (Aprs,2015) Date Apr9, 2018

For Privacy Act and Paperwork Reduction Act Notice, sae page 2. Cat. No, 228511 Form 8850 Rev. 3-201g)



Form A (rev. 13/2017) TAX CREDIT QUESTIONNAIRE
EMPLOYER SECTION:

Client: Company:

Location: Position:

EMPLOYEE SECTION:

First Name: Last Name: Snfiix: Street Address: City/State;
Juan 0'Gorman 858 Oakdale Ave, SaintPaul, MN,

SSit: Date of Birth: Age: Have you worked for 1f yes, location:

this before?
473115663 12/15/1971 45 | Nel) R | n/a

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

1. Haveyou or has anyone living with you recelved Temporary Assistance to Needy Families (TANF)
at any time since August 5, 19972 (1fyes, please provide information below,)
Name of the person receiving bensfits: ——— Relationshiptoyon: _____
City:.____ County: ____ Stat: — 1

2. Hgve you or has anyone living with you received Food Stamps (SNAP) at any time during the past 15 months?
(¥ yes, please provide information below.)

Name of the person resetving benefits: —— Relationshiptoyou; ___
City: County: State: -

Q ®

3. Have you recaived Supplemental Security Income (SSI) at any time within the past 3 months?
Please note, this is not the same as Sostal Security benefits (SS) or Social Security Disability (SSDI) benefits.
*ifyou checked yes please provide a copy of your SSI documentation,

O @

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

Name of Agency: ____ Phone#; __
City: County: State:
*If you chacked yes please provide a copy of your active Individual Work Plan and Ticket 1o Wark documentatian,

O @

[ Vocational Rebabititation Agency L Dept. of Veterans Attsirs [Tl Employment Network (Ticket to Work Program)

S. Areyoua Veteran of the U.S, Military? * , please provide a ofyour DD-214 and letter of separation.
(Ifyes’;, please provide information below, If:({ plgsej?buﬁnuc toeq’t;esﬂon agpy a

Dates of Service - From: To: i
Branch of Service: o b= may 1930 to june 1998 Army Reserve and National Guard both,

Are you ontitled to or are you meiﬂg compensation for a service-connected disability?

@ Q

Q @

6. Have you been unemployed at any time during the Jast 12 months?

Ifyes, dates of unemployment - From: To:
Did you recelve imemployment compensation at any peint during your unemployment?
If yes, in which state did ¥you receive unemployment compensation? B

7. Have yon been convicted of a felony or released from prison for g felony conviction in the past 12 months?
Conviction Date; Releass Date:

Westhis a [J] Federal or [ State conviction? IfState - County: State:

C ®
a @
C @

SR o Additional Tax Credits
IEC (Native American): Are you or your Spouse & member of a Native American Tribe?
Ifyou checked yes please provide a copy of your CDIB card,
CA Residents: Are you the child of foster parents? [[] Do you receive CalWorks? ] Workfores Investment Act?
Are you a migrant or seasonal farm worker? | Have you ever been convicted of a misdemeanor?
SCResidents: [[] Do you receive Family Independence Benefits?

Q ®

PLEASE READ, SIGN, AND DATE;

Under penalties of perjury, 1 declare the Infermation above to be true and accurate to the bes of my knovledge, and 1 hereby awtharize any agency,
Individugls to supply such verificasion or information that maybamadedtadzmmammdﬂcngmﬂgmng- smployer, employer representative
Consultants, Jnc. dba Retrotax), or the Department of Labor.

New Employee Signature; %@m@m PTRAT] Date: Apr$, 2018

{Associated




U.S. Department Labor OMB Control No. 1205-0371
Employment and Training Administration Expiration Date: January 31, 2020

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

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

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

New Hire’s Signature; L2 Dste APr9,2018

New Hire Name: Juan O'Gorman

Socfal Security Number: 473115663
Employer Name:

Please check the statements below if they apply to you.

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

| m| | declare that | have been in a period of unemployment since

(Enter start date)

Privacy Aot Nofice: ' :

Tha lntema!RemueCmIaoHBBB,Sacﬂonm. & amended and s enacting legisiafion, P.L, 104-188,apedtymatmesmwmmwmes amthe
"dasignated” agenciss responsible for administering the WOTC certification procedures of this program. The informaton you have provided complefing this
formwil bedisdwedbyyuwamployartoﬁnasmwmdumaﬁgemy. Provision of this Information is voluntary; howswer the information is Tequired o
detemﬂnaymrempioym’sdigibﬂﬂyfurthefadeualtaxmdlt

Public Burden Statement; :
PammamnotvaqmmtoraspuwtnwscohuﬂonoﬁnfnmwmunlesftdsplaysawmmyvandOMBounmlnumber.Respondems'obﬂgatbnto
wmp!etaﬂﬂsfmmlswqmredmubunmmlalnbeneﬁ's(PM11-5)Pubumpomng burdmissﬁmabdtnaveragewminulaspermm Including the
mmmmwmmmmmmmmmwmmﬁnmm,mmmmmwmw
Informafion. Send camments regarding this burden estimate to the U.S. Dapartment of Labor, DivishnanaﬂusalengnolsTmmiAsslsiam,
Room C-4510, Wasfingion, D.C, 20210 (Papenwork Reduciion Project 1205-0371), Pioasa do not submt completed forms to this address,

117-

ETA Form 9175 (Rev. November 2016)



DRUG AND ALCOHOL.
TESTING CONSENT FORM

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

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 unilatera} employment contract or offer thereof.

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

Y
LT O'Gormon (Apr 8, 2018)

Individual’s Name
Apr9, 2018
l?ate

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10
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Enhanced MEC Plan 1

llmant Form New Erw. Rebire Rebire Date R
LBl el oo e
Narne {First and Last) Social Security Number
Juan O'Gorman 473115663

Address City Cade

858 Oakdale Ave. Saint Paul Mn 55107
Gonder N waie | Whariial Sis W1 Singe T Date of Bt Data of Hire

[ Femate |[] Maried [] 5ynceg 12/15/1971

il (651)274-6556 cuauhtemoc158@msn.com
Please Select Desired Coverage:

1| Employee Only - [ Employee+Spouse - Emp!oyee-!-Chiid(ren) [J1 Family-
$24.00/Week $38.00/Week @ $35.00/Week $63.DOIWeek

sl e ]

Domsstic Partner

Relationship
Spouse D Child
[] Domestic Partnor

Relaticnship
Spouse 0 Child O

IF ENROLLING - Ygu MUST SIGN HERE

IEmployaoSlgnahm de&uﬂmupea.znm)
EHPLOYEES DECLINGG | am DECLINING cov. )

Hany, wrive any caverage and desfre to participate Inthe planat a Ister date, lfwe may be considored & Iata enrofies and
must meet the raquirements defined mmeaamﬂmolcwam forthe cnmwsmedmlordamalp

sae APF9,2018

Employer Solutions Stafiing Group Health Benefits Team
PO Box 48270
Minneapolis, MN 55344
Phone. 952.767-8518 Fax: 852-787-9515
Email: Heallh@emp.lovetsolutiomqmup.com

Employee Signature




Fixed Indemnity Medical Benefits_Plan 2

VS 21930185G1  oFice ROy .. locATION Rehire Dete. /o /o

-

. EN ESC CUINAC-MN) P1 v18.2
AR [PRINT USING BLACK or BLUZ INK (Wust Be Filed 6]
Name Sqﬂqsi]ajs rity # Home Phone ‘ SEM@EI
Acdress 858 Oakdale Ave. Apt &
AR e n s PR 7 e Ak Ay

SR .

----- B A AR : E.]_\@Ne-. IfYes, plesse continue.
Medicera Heslth Insurance Clajm Number {HICN) Madicare Effective Date

Name of Covered Parson (s
13

T e R A e ot 1 ¥ en oo £ H 5 4 o et o ot} 4818 o S8 5 e s v oa o ———

e ... _Payroll Deducted Weekly Ratea

rage ievel before any banefits in Section C. Your coverage level for the all benefits in Section C will be
identical. The Fixed Indemnity Medical Plan, Dental Plan, Term Lifa Plan, and Short-Term Disability plans are underwritten by BCS

Insurance Company. The Vision plen Is undarwritten by Companion Life Insurance Company.
SELECT COVERAGE LEVEL " o INDEMNITY | pprat VISION TermMurE | SHORETERM
Employee Only $20.25 ;}m $6.17 {:} ; $2.42 g; $0.60 ‘;ﬁ $4.20 i‘éf;}‘&?
Employes + 1 $41.10 $12.34 $4.92 $0.90
Employee + Family $54.88 $20.36 $6.56 $1.80
NGO to ALL Benefiss Q] Q]Yes e | Olves No Dlves Olne Yes Dino | Olves 9] No

'This coverags is not availsble 1o residents of NH, H, or PR. *STD is not available 10 persons who work in CA, Hi, NJ, NY, or Rl

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

Name Relationship

| B.a;e of Birth__Sex Relationshig_ T
| ~+ OMECO SpousaEChiId O bomestic Partner
Name Sociai Security# Date of Birth  Sex lationshkip
¢+ 0O @ Spouse[] Child [ JDomestic Partnar
Name Social Security # Dete of Birth  Sax Relationship -
/1 ﬂ:ﬂspouseﬁ Child DDomes":ic Partner
Name Social Security # Date of Birth  Sex Relzrionship

/7 vl @SpouseD child] Domestic Parmes

eSS NN YOU MUST SIGN AND DATE, EVEN IF Y61 BECLINE CoveRad VERAGE T T

I have read the banefit packet and understand fts limitations, | understand thet coen enroliment is only available for
a fimited time and | understand that making no benefit selection is a declination of coverage,
: Py

patg Apro,2018, .. Psionature  (SLLECIH

*This Plan DOES NOT Alleviate the Individual Mandate Penalty* THB 47 e SheEARE Ed ol e



