PO Box 46270

www.esgstaffingsolutions.com Eden Prairle, MN 55344-9956
3 . Tel: 952.835.1288
employer solytions staffing 20D,
-] -] o
New Hire Application e Do

Personal Data— PLEASE PRINT LEGIBLY IN INK

Last Name Pick First Name _ Kasha Middle Initial *

Street Address__ 414 8thAve N AptiSte

City/State/zip_S2int Cloud, MN 56303 Soclal Security Last Four XXX-XX. 4608

Phone Number  320-316-5109 Emall Address __kashasobania@gmail.com @

Staffing Agency/Recruitment Partner__Corporate Management Group

Are you legally authorized to work In the United States of America? @yes QIno

Applicant Certification and Authorization
qualifications for employment. | authorize ESSG to make inquiries of my former employers, except as Indicated In this application,
regarding my previous duties, responsibilities, performance, compensation and ellgibiiity for rehire.
| understand that a comprehensive background check may be conducted fo determine my eliglbility for hire by certain clients of ESSG.
This may Inciude but Is not limited to, investigations of criminal and/or conviction records, driving records and/or a drug screen test as
required by clients, government regulations or by ESSG policles.
I release ESSG and other persons or entities from any claims that might be based on ESSG's decision to conduct a background check.
| certify that all statements made In my application are true and accurate and that I have not omitted any material information or provided
false or misleading information. | understand that any material omission or misrepresentation will result In my disqualification from
conslideration for employment or, if discovered after | begin employment, will resuit in my termination.

if hired, | agree to abide by the policles and procedures of ESSG.

Kasha Pick —#—m oo T Oct 6, 2017

Name (Print or type) Applicant’s Signature Date

A copy or facsimlie ("fax") will be considered the same as an original signature. Emali wili ONLY be used for employment correspondencs

For ESSG Office Use Only
DOH NHW 19 8850 W4
Emergency Conh& Info | Background Release Form Background Resuits Unemployment Letter ESC Application
(if applicable)
For ESSG Client Use
DOH ___ | Rop Work Site Loc. WC Code

ESSG - CMG-MN Rev. 04/2017



Form W-4 (2017) — Cesmemiemmereevo i ressm s

tax ents Fo
e Paracnat Al o et et complets 2184 making ceimated e peymards g Form

Purpose. Complste Form W4 so that your the Personal Allowances
fed. you owe additional tax. If you haya pension or
P Gt oo e o Lo e r s e e e
W-4 each year and when your personal or financial deduotions, certaln credits, adjustments to income, adjust your withholding cn or WP,
situation mes. or two-eamers/multipls jobs ons. W or m J::%n lfe %gg' have athe
from withholding. If worksh . However,
complato iy o 13, 5 & and T sng ety marmietealy orzero) ctcwenois, o gt %Wmﬁw ,.,3#,‘5"%&,.,,,
form to validats t. Yolr on for 2017 expires  wages, withholding must be based on alowanoss Wk Your wihhownchests from anly ong Form
L 15,29'.1;.'899Pub. Tax Withholding youdahneado?idmaynmbeaﬂatamoumor whenaﬂaﬂowancesa;hdalmedonﬂlaFonnvy;;a_ ol |
Note: If another person can olaim — ho 3 ,youcanclaimhead
i Pt l . depancs e e
e o G s By e soc py e b G087l Nonresldnt e,y ettt
gy EricEenhimis Simimonie
* u o
m;mmml sl ?}ﬁ?}n%mh Filing Information, for effect, use Pub 50510 5se how the amount you o
a dependent, if the employee: Taxmu‘!weanulmpmlmmmm for 2y, Sae g .00 V""’ﬁ“’l‘w a
» Is age 65 or old aceount in figuring your le number of A !espeelw yo eaming
&ge 65 or older, withholding anqmw%"g'es. d?l;gdm mud or g:pcg}dé&’ excead $130,000 (Single) or $180,00! (Married),
* |s biind, or Care expenses (] tax may m Future developments. Information about any future
the Personal ces Warkshest below, developments affecting Form W-4 {such as
lal tol
I%aﬁmlz:d :’ﬂ edmﬁgﬁ el 2%&93:* ramh or Ses ﬁgmmnm:gon on converting your other Mﬁmm we release it) will be posted
Personal Allowances Worksheet (Keep for your records.)
A Enter“1”foryoumll’lfnooneelsecanclaimyouasadependem 90 00000 000000050 04 ZF
® You're single and have only one job; or
B  Enter*1”if: { * You're manried, have only one Job, and your spouse doesn’t work; or . . . B
* Your wages from a second job or your spolise’s wages (or the total of both) are $1,500 or less,
C  Enter“1” for your spouse. But, Yyou may choosa to enter “-0-" if you are married and have either a working spouss or more
than one job. (Entering “-0-" may help you avold havlngtoallttletaxwithheld.) T
D  Enter number of dependenta {other than your spouss or yourself) you will claim on yourtaxretum . . . . «+ « « . D
E  Enter “1” if you will file as head of housshold on your tax retumn (see conditions under Head of household above) . . E
F  Enter*1” if you have at least $2,000 of child or dependent care expenses for which youplantoclaimacredit . . F
{Note: Do not include child support payments. See Pub. 503, Child and Dependent Care Expenses, for detalls.)
G  Child Tax Cradit (ncluding additional child tax credif). See Pub. 872, Child Tax Credit, for more Information.
» If your total income will be less than $70,000 ($100,000 it married), enter “2" for each eligible child; then less *1” If you
have two to four eligible children or less 2" if you have five or more eligible childran.
* If your tota) Income will be between $70,000 and $84,000 ($100,000 and $118,000 if manied), enter “1” for each eligblechid. G
H  Add lines A through G and enter total here. (Note: This may be different from the number of exemptions you claim on your tax retum.) > H
© if you plan to itemize or claim adjustments to Income and want to reduce your withholding, see the Deductions
For accuracy, and Adjustments Worksheet on page 2.
complets all ® [f you are slngle and have more than one job or are married and you and your spouse both work and the combined
worksheets earnlnfa from all jobs exceed $50,000 ($20,000 if married), ses the Two-Eamers/Multiple Johs Worksheet on page 2
that apply. to avoid having too [ittle tax withheld,
® If neither of the above situations applies, stop here and enter the number from lina H on line & of Form W-4 below.
Separate here and give Form W-4 to your employer. Keaep the top part for your records.
L w_4 Employee’s Withholding Allowance Certificate OMB No. 1545-0074
m
)Whelharyouauanmhdhehhnaummnmhnrdanmnmormnpuonfmmvmhhol is
ey Ll e T eway subject 1o review by the IRS. Your employer may be required to send = copy of this form b the . 2 0) 17
1 Your first name and middie Inftial Last name 2 Your soctal security number
Kasha A Pick 472884608
Home address (number and strest r rural route) 3 (3 singie {® Martea QO Manied, but withhold at higher Single rate,
4148thAve N o Note: if marted, but legally separated, or spousa s  nomvesident alen, cheok the *Single® box.
City or town, state, and ZIP code 4 nwwhummediﬂemfmmﬂutshmonmmdalmmym
Saint Cloud , MN 56303 check here. You must call 1-800-772-1213 for a replacement card, P O
5  Total number of allowances Yyou ara claiming (from line H above or from the applicable workshest on page 2) 511
6  Additional amount, if any, you want withheld from each paycheck . . . . . - 6%
7  Iclalm exemption from withhelding for 2017, and | certify that | meet both of the following conditions for exemption.

* Last year | had a right to a refund of all federal income tax withheld because I had no tax liablltty, and
* This year | expect a refund of all federal income tax withheld because | expect to have no tax liabllity.
If you meet both conditions, write “Exempt” here . . . >l7]

Under penalties of perjury, | declare that | have examined this certificats and, to the best of my knowledge and bellef, it is true, correot, and complete.

Em 's signature
('l'hlglf?rr‘:le Is nogt valid unless you sign it) » E%? patep Oct6,2017

Employer's name and address {Employer: Complate lines 8 and 10 only ifsending to the IRS,) | 8 Office code {optional) { 10  Employer Identification number (EIN)

For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 10220Q Form W-4 (2017)



Employment Eligibility Verification USCIS

Department of Homeland Security OMS ;:ﬁ';;:w
U.S. Citizenship and Immigration Services Expires 08/31/2019

P> START HERE: Read Instructions carefully before completing this form. The Instructions must be avallable, either in papar or electronically,
during completion of this form. Employers are llable for errors In the completion of this form.

ANTI-DISCRIMINATION NOTICE: ItIs lllegal to discriminate against work-authorized Individuals. Employers CANNOT specify which
document(s) an employee may present to establish employment authorization and Identity. The refusal to hire or continue to-

__an Individual bee = documeniation presented has a future expiration date may also constitute illega!l discrimination,
Section 1. Employee Information and Attestation (Employees must complete and sign Section 1 of Form -9 no Jater
than the first day of employment, but not before accepting a job offer.)

Last Name (Family Name) First Name (Given Nams) Middie Initial Other Last Names Used (ifany)
Pick Kasha A Sobania

Address (Strest Number and Name) Apt. Number | City or Town State ZIP Code
4148th AveN NA Saint Cloud MN | 56303

Date of Birth (mm/ddfyyyy) | U.S. Social Security Number Employee's E-mall Address Employee's Telephone Number
08/20/1976 4,748841% - kashasobania@gmail.com 320-316-5109

| 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.

I attest, under penalty of perjury, that 1 am (check one of the following boxes):

{®) 1. Acttizen of the United States

9 2. A noncltizen national of the United States (See instructions)

-gs. Alawful permanent resident (Alien Registration Number/USCIS Number): NA

4. An allen authorized towork  until {explration date, if applicable, mm/dd/yyyy): NA
Some allens may write "N/A" in the explration date field. (See Instructions)

Allens authorized to work must provide only ane of the following document numbers fo complete Form /-9; Do NGt Wit Iy e

An Alien Registration Number/USCIS Number OR Form 1-94 Admission Number OR Foreign Passport Number.

1. Allen Reglstration Number/USCIS Number: NA
OR

2. Form (-84 Admission Number; NA
OR

3. Foreign Passport Number; NA

Country of Issuance: NA
Slgnature of Employes

Today's Date (mmAldfyyy) Qct 6,2017

231a i SCL 0, JU1T]

Preparer and/or Translator Certification (check one):
I did not use a preparer or translator. A preparer(s) and/or translator(s) assisted the employee in completing Section 1,
(Fields below must be completed and signed when preparers and/or translators assist an employee in completing Section 1.)

| attest, under penalty of perjury, that | have assisted in the completion of Section 1 of this form and that to the best of my
knowledge the information Is true and correct.

Signature of Preparer or Translator Taday's Date (mm/ddfyyyy)
Last Name (Family Name) First Name (Given Name)
Address (Street Number and Name) City or Town State ZIP Code

@ Employer Completes Next Page @

Form1-9 07/17/17 N Page 1 of 3



_|Employes Info from 1

Employment Eligibility Verification USCIS

. __ Department of Homeland Security oml:::nllsf;zoq :
U.S. Citizenship and Immigration Services Foxplres 08/31/2019

Last Name (Family Name)

ListA OR ListB AND ListC
Identity and Employment Authorization Identity Employment Authorization
Document Title Document Title Document Title 9
_ Drivavs Licange, Social See yyrfy Caref
ssuing Authority Isguing Authority Issuing Authority .
: Mm,:\uo‘P« Sacia | Socuur iy Administb
Document Number Document Number Document N r
M212 1522340500 412 - 88 - Yo of
Expiration Date (if any)(mm/ddjyyyy) Expiration (if any)(mm/ddfyyyy) Expiration Date (i any)(mm/dd/yyyy)
[ Z[ 202 B;G 21
Document Title .
Issuing Authority Additional Information D5 o s D
Document Number
Expiration Date (i any)(mm/ddsyyyy)
Document Title
Issuing Authority
Document Number
Expiration Date (7 any){mmidalyyyy)

Cortification: | attest, under penalty of perjury, that (1) | have examined the document(s) presented by the above-named employee,
(2) the above-lIsted document(s) appear to be genulne and to relats to the empioyee named, and (3) to the best of my knowledge the
employee Is authorized to work In the United States. -

The employee's first day of employment (mm/ddiyyyy): |0 I q ] \j {See instructions for exemptions)
Signature of Empl Representative Today's Date (mm/ddlyyyy) |Tited Employer qr Authorized Representative
: 10(9[17 ructus
Last Name of Employer or Authorized Representative | First Name of Employer or Authorized Represenistive | Employer's Business or Organtzation Name
aldinug vica EMPLOYER SOLUTIONS STAFFING GROUP LLC
Employer's Business or Organization Address (Street Number and Name) | City or Town State ZIP Code
7480 FLYING CLOUD DRIVE  SUITE 200 EDEN PRAIRIE MN 55344
Section 3. Reverification and Rehires (To be completed and signed by employer or authorized representative.)
A. New Name (if applicable) B. Date of Rehire (if applicable)
Last Name (Family Nams) First Name (Given Nams) Middle Initial Date (mm/dd/yyyy)

C. If the employee’s previous grant of employment authorization has expired, provide the information for the document or receipt that establishes
cantinuing employment authorization in the space provided below.

Document Title Document Number Expiration Date (if any) (mm/ddfyyyy)

| attest, under penalty of perjury, that to the best of my knowledge, this employee is authorized to work in the United States, and if
the employee presented document(s), the document(s) | have examined appear to be genulne and to relate to the indlvidual,

Signature of Employer or Authorized Representative | Today's Date {mm/ddiyyy) Name of Employer or Authorized Representative

FormI-9 07/17/17 N Page2 of 3

[First Name (Given Name) [ 4. rshipfimmigration-Status |

]
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EMERGENCY CONTACT INFORMATION

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

=

Empl Name: Kasha Pick
\ddress: 414 8thAveN Saint Cloud , MN 56303
Home Phone;  320-316-5109

EMERGENCY CONTACTS

Please list two people (in priority order) who could be contacted in case of an emergency

Contact #1

Name: Jason Pick

Home Phone:

Cell Phone; 3203165003

Relationshi :Spouse Work Phone:

Contact #2 Home Phone: 3202813909
Name: Ruthie Francis Cell Phone:
Relationship: Mother 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 an emergency.




EMPLOYER SOLUTIONS STAFFING GROUP
BACKGROUND CHECK AUTHORIZATION

Kasha Pick
(First) (Middle) (Last)

Employee Name:

————  Former Name(s) and Dates Used: Kasha Sebania

Current Address Since; 98/2013  s148thaveN Saint Cloud , MN 56303

(Mo/Yr) (Street) (City) (State/Zip)

815 Driftwood Dr  Saint Cloud, MN 56303

Previous Address From; 03/2010

(Mo/Yr) (Street) (City) (State/Zip)
Previous Address From: /2007 Hoyt Ave. Saint Paul, MN

(Mo/Yr) (Street) (City) (State/zip)
Social Security Number:___ 472884608 DOB;__08/20/1976

320-316-5109

Phone Number:

Driver’s License Number/State; M213152240506

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, LLC or its agents. | further authorize the complete
release of any records or data pertaining to me which the individual, company, firm, corporation, or public agency may
have, to include information or data received from other sources. Employer Solutions Staffing Group, LLC and its
designated agents and representatives shall maintain all information received from this authorization in a confidential
manner in order to protect the applicants personal information, including, but not limited to, addresses, social security
numbers, and dates of birth.

Signature: ——&ﬁ Date: Oct6,2017

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

I wish to receive a copy of any Background Check Report on me that is requested.




employer solutions staffing group..
Wage Payment Method Authorization (Minnesota)

Employeeshaveﬂ:eopﬁnnofreceivingwagesby Deposit and/or Payroll Debit Card.
If you do not provide a written election, wages will be paid by pape

SECTION | RBASIC INFORMATION

Oct§,2017

SE_C'J‘!OI\‘ 2 PAYROLL ELECTION

© | Direct Deposit (Pleese complote Sectians 3 and 5 below)
(| Payroll Debit Card (Please complote Sections 4 and 5 below)
SECTION 3 DIRECT DEPOSIT
[T Update Bank Account

Bank Name:

Note: Direct Deposit accounts may take up to 7 days to be activated
() | Paper Check (Please complete Section 5 below)

I understand and acknowledge that if X do not provide a
voided check with this direct deposit form, I am
responsible for any delays in payroll or extra costs
incurred if the account number that I provide is incorrect.

Farmers & Merchants State Bank
091908988

Initial_KS Date_Oct6,2017

Tohalpusavuidmakinganenm,plsaseaﬂmhacopyofavnidedchack.(a deposit slip will not work)
Ifyanchaugebmks,donntclnseyom'oMbmkammnnﬂlymdﬁmdepothmmdat&embmhwhinhmathZpaypaﬁndm

Exceptihrtharouﬁngandaccomtnumber, ESSG doesnothaveaccesstoanyinﬁ:rmaﬁonregardingyourPayroll Debit Card account or
transactions, On your first payday, you will receiveyomnewPayrollDebitCard,andapacketcontainingallofthetermsandcondiﬁons.Youwill
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 Debit Card to be issued)

First Name ML Last Name Date of Birth
Street Address (POBOX NOT ACCEPTARLE) 4148thAve N Social Security#
City Stato Zr 56303 Cell Phono (mobe) 1, 216 5108
RECEIPT OF PAYROLL DHBIT CARD (to be completed when you pickup your Payroll Debit Card)

Payroll Debit Card Routing # Payroll Debit Card Acconnt #

IhmmeeivedmyPaymﬂDebﬁCard,wehnmebmchme,mgrmﬁees,pmgmmwms,condiﬂnns,anddisc]nmes.ByacﬁvaﬁngmyPayml] Debit Card,
1 am agreeing to the program terms, conditions, mddhchmes&ﬂmimhdedmmadeavnihbbmmeﬁnmﬁmemﬁmeﬁnmmeﬂnmdalimﬁmﬂmI
suthnﬁzeﬁeﬁnandalinsﬁmﬁnntodebitmyPaymllDebitCmﬂaccomufurﬂlefeesdesnﬂbedmthsbeschedulethatispmofﬂmmgxmm

#L Oct 6, 2017
Employee’s Signature: k»h8¥ic{oce, 2007) Date;

..

SECTION 5 AUTHORIZATION

L authorize BSSG to directly deposit my petiodic wages/comp, L quired tax withholdings, other required withholdings

or guthorized deductions, into my account(s) as designated above and to initiate, if necessary, debit entries and adjustmentsfar any credit entries
made in error to my account(s). * E-mail is required for pay stub information.

*E-mail; kashasobania@gmail.com @
this information will only be used to send your paystubs electronically

Employee's Signature: J%‘ Date; O€t6,2017




R
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employer solutions staffing group .

STATEMENT OF CONFIDENTIALIT Y

This agreement made this 4 day of Octdber , 20177, between
Employer Solutions Staffing Group LLC, hereinafter referred to as “employer”,
and hereafter referred to as “employee”.

WITNESSETH:

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

In view of the difficulty of determining the amount of damages which may
result to the employer from a violation of any of the provisions hereof, the
employee agrees to pay to the employer the sum of $10,000 as liquidated
damages for every such violation; provided, however, that the payment of such
amount as liquidated damages shall not be construed as a release or waiver by
the employer of the right to prevent any such violation in equity or otherwise.

Kashi gmﬂ §,2017)

Employee Signature

\@

Employer Solutions?ﬁﬁng Group LLC, Representative




employer solutions si;ﬂ‘ing Zroup..
Important/importante
LOST OR STOLEN PAYCHECKS

If a paycheck is lost (missing, misplaced, destroyed, lost in the mail, 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 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 will issue a
new check and no fee will be deducted.

CHEQUES DE PAGO PERDIDOS O ROBADOS

Si un cheque de pago se pierde (que falta, fuera de lugar, destruido, perdido en
el correo, etc), usted debe notificar a su reclutador de personal que el cheque no
se puede encontrar. 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 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 si la pérdida del cheque
no fue su culpa, ESSG emitira un nuevo cheque y no hay cuota se deducira.

AGREED/SE ACUERDA—

Name/Nombre (con letra de molde): K@sha Pick

Signature/Firma: #&%W




.

employer solutions sté'fﬁng érdup.,_¢
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 disability 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 return to work planning and that you be released to return to work
at the earliest appropriate time.

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

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

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



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

Notify your employer immediately of any‘new injuries or conditions that impact
your physical 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 these guidelines.

Signed: %

Printed Name: Kasha Pick




- 3850 Pre-Screening Notice and Certification Request for

(Rev. Maroh 2016) the Work Opportunity Credit OMB No. 1645-1500
et ot hemeeY | b Information about Form 8850 and ita ssparate Instructions Is at www.irs.gov/forms50,
Job applicant: Fill in the lines below and check any baxes that apply. Complete only this side.
Yourname Kasha Pick Soclal security number > 472884608
414 8thAve N
City or town, state, and ZIP cods Saint Cloud , MN 56303
County __Stearns ; Telephone number S20-316-5109

If you are under age 40, enter your date of birth (month, day, year)  08/20/1976

1 [d]Check here if you received a conditional certification from the state workforce agency (SWA) or a participating local agency
' for the work opportunity credit.

2 [lcheck here if any of the following statements apply to you.
* | am a member of a family that has received assistance from Temporary Assistance for Needy Famllies (TANF) for any 9
months during the past 18 months.
e | 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 16 months.

* | was referred here by a rehabilitation agency approved by the stats, an employment network under the Ticket to Work
programi, or the Department of Veterans Affairs.

* | am at least age 18 but not age 40 or olderand | am a member of a family that:
a. Recelved SNAP bensfits (food stampes) for the past 6 months; or
b. Received SNAP benefits (food stamps) for at least 8 of the past 5§ months, but Is no longer eligible to receive them.

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

* | recsived supplemental security income (SSI) bensfits for any month ending during the past 60 days.

* | am a veteran and | was unemployed for a period or periods totaling at least 4 weeks but less than 8 months during the
past year,

3 m] Check here If you are a veteran and you were unemployed for & period or periods totaling at least 6 months during the past
year.

»

[ﬂ] Check here If you are a veteran entitled to compensation for a service-connected disabllity and you were discharged or
released from active duty in the U.S. Armed Forces during the past year.

m] Check here if you are a veteran entitied to compensation for a service-connected disability and you were unemployed 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:
* Received TANF payments for at least the past 18 months; or
* Recelved TANF payments for any 18 months beginning after August 5, 1997, and the earllest 18-month period beginning
after August 5, 1997, 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
those payments could be made.

Ia Check here if you are in a period of unemployment that is at least 27 consecutive weeks and for all or part of that period
you received unemployment compensation.

-~

Slgnature—All Applicants Must Sign
Under penalties of perjury, | declars that | gave the above information to the employer on or before the day | was offered a job, and it Is, to the best of my knowladge, true,

aorrect, and complete.
Job applicant’s signature > " 0t 217 Date OCt6,2017

For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 228511 Form 8850 Rev. 3-2018)




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

$npecialisis in Tax Sredit A~:lmini9'{ra'ﬁon
EMPLOYER SECTION: i T
Client: Company:
Location: Position: Starting Wage: $
EMPLOYEE SECTION:
First Name; Last Name: Suffix: Street Address: City/State: Zip:
Kasha Pick 414 8thAve N Saint Cloud , MN 56303
o H Date of Birth; Age: Have you worked for | If yes, location:
4728834608 08/20/1976 41 e ~ "é"’“’?
Please complete all questions, and sign and date the form, Yes No
1. Have you or has anyone living with you received Temporary Assistance to Needy Families (TANF) D

at any time since Angust 5, 19977 (Ifyes, pleaso provids information below.)
Name of the person recefving benefits: — Rolationshiptoyou: _

City: County: State:
2. Have you or has anyone living with you received Food Stamps (SNAP) at any time during the past 15 months? n E
(If yes, please provide information below.)
Name of the person receiving benefits; —— Relationshiptoyou:
City: County: State:
3. Have you received Supplemental Security Income (SSI) at any time within the past 3 months? 7]

Please note, this is not the same as Social Security benefits (S8) or Social Security Disability (SSDI) benefits,
*If you checked yes please provide a copy of your SSI documentation.

4. Have you received any type of vocational rehabilitation services within the past two years? @ E
If yes, please indicate which type of u worked with and provide their location information below:
Vocatianal Rehabiliation Agency B Dept. of Veterans Affirs [ []] Employment Network (Ticket to Work Program)
Nams of Agency: Phone#: __ _
City: County: State;

*If you checked yes please provide a copy of your active Individual Work Plan and Ticket to Work documentation,
5. Ave you a Veteran of the U.S, Military? *[fyes, please provide a copy of your DD-214 and letter of separation,

(¥ yes, please provide information below, If no, please cantinue to question #6.)

Dates of Service - From: To:

Branch of Service;

Are you entitled to or are you receiving compensation for a service-connected disability?
6. Have you been unemployed at any time during the Iast 12 months?

If yes, dates of unemployment - From; To:

Did you receive unemployment compensation at any point during your unemployment?

If 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 Date; Release Date;

Was this a O Federal orQ)] State conviction? If State - County:

Additional Tax Credits
IEC (Native American): Are you or your spouse a member of a Native Amerioan Tribe? C]l D
Ifyou checked yes please provide a copy of your CDIRB card,
CA Residents: L {I] Are yon the child of foster parents? [[] Do you receive CalWarks? [[J Wotkforce Investment Act?
Are you a migrant or seasonal farm worker? 5] Have you ever been convicted of a misdemeanar?
SC Residents: L[] Do you receive Family Independence Benofits?

PLEASE READ, SIGN, AND DATE:

Under penalties of perjury, I declare the information above 1o be true and accurate to the best of my knowledge, and I hereby authorize any agency, organization, or
individuals to supply such verification or information that may be needed to determine tax credit eligibility to my emplayer, employer representative {Associated
Consultants, Inc. dba Retrotax), or the Department aof Labor,

New Employee Signature: __;ﬁm Date: __Oct6, 2017

[
il

—

Q@ o oH
o @ e

State:

—




employer solutions staffing group..

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 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.

(56) 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:

» Responsibility to work in compliance with OSHA laws and regulations

* Responsibility to use personal protective equipment and clothing as directed
by the host employer

e 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:

e Right to refuse unsafe work

o 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.



ation s alth hazards in the

workplace, appropriate precautions to take, and procedures 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 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
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 a manager of the host worksite employer and/or ESSG (by telephoning
952.885.1288/1.866.496.7573) 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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employer solutions staffing group..

Acknowledgement of Receipt of Workplace Safety Policy

I certify that I have received a copy of Employer Solutions Staffing Group’s ESSG

- WORKPLACE SAFETY POLICY. I understand that it is my responsibility to read
this policy and ask my supervisor, a member of management or to telephone
Employer Solutions Group (ESSG) at 952.885.1288/1.866.496.7578 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.

I also agree that if at any time during my employment I am believe that T am
working in an unsafe or dangerous work environment, I will immediately contact
my supervisor, manager, director or ESSG’s Safety Director at
952.835.1288/1.866.496.7578 in order to obtain assistance in the resolution of such
matters.

Employee Name (Please Print)
Kasha Pick

Employee’s Signature:

e Date:_0ct6,2017




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.

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: .&E Date Oct6,2017

New Hire Name: Kasha Pick

Social Security Number: o i o
(Enter last four digits)

Employer Name:

Please check the statements below if they apply to you.

1 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.

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

10/09/2017 -
(Enter start date)

Privacy Act Nofice:
The Internal Revenue Code of 1886, Section 51, as amended and its enacting legislation, P.L. 104-188, specify that the State Workforce Agendies are the
"designated" agencies responsible for administering the WOTC cerfification procedures of this program. The informafion you have provided completing this

form will be disclosed by your employer to the State Workforce Agency. Provision of this information is volunitary; however the Informafion is required i
determine your employer's ellgibliity for the federal tax credit,

n-—..-—n—u—..—..-—..—..—u-—..—u-—.u—-..—n—u-—"—n—-..-—.._u-—..—u—..—.--—u—u-—..—..—.o—"—..—.--—.._..

Public Burden Statement:

Persons are not required to respond to this collection of information unless it displays a currently valid OM B control number. Respondents' obiigation to
complete this form Is required to obtzin or retain benefits (P.L. 111-5). Public reporiing burden is estimated to average 10 minutes per response, including the
fime for reviswing instructions, searching existing data sources, gathering and maintaining the data needed, and completing and reviewing the collection of
Information. Send comments regarding this burden esfimate to the U.S. Department of Labor, Division of Nafional Programs Tools Technical Assistance,
Room C4510, Washington, D.C. 20210 (Paperwork Reducion Project 1205-0371). Please do not submit completed forms to this address.

ETA Form 9175 (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; (¢) my rights under the policy and the consequences if |
exercise certain rights; and (d) that certain events as described iIn 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. I hereby voluntarily consent to ESSG, or its health service providers, or
other persons or entities acting for or with them, fo collect a body component (biood,
urine, breath, or any combination thereof) from me for testing for alcohol and/or drugs. 1
understand that the laboratory selected by ESSG may conduct testing and other
analysis on the sample provided by me. | further voluntarily consent to the laboratory’s
disclosure to ESSG of the results of my drug and/or alcohol test and other information
related to the test.

HKasha Pick {Oct 6, 7017)

Individual's Name

Oct 6,2017
Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



MINNESOTA- REVENUE W-4MN
2016 Minnesota Employee Withholding Allowance/ Exemption
CertiAcate

Employees

'tbum.istcomplataandgivemmmymemployaifm

* claim fewer Minnasota withholding allowances than your faderal allowanoes;

* claim more than 10 Minnesota withholding aliowanoes;

* want additional Minnesota tex withheld from your pay each pay period; or

o dalmbbemptfmmfederalmhholdmgorddmtobemptfmmanmmhclding.
Donotoompletethlsformlfyauaredainﬂngthasamanumberofmmnemaumnasfadara!andthenumherdalmedlsworaass.

Employes’s Arst neme and iniial Lest name * Empioyes's Sapial Security number
gg Kasha Pick ; 472884608
5 Fermencntaddress " Mg i1 etalis (Gheck e bon)
EE prveyom i K it
B E Oy Siate 2Pcode ' ©} Maried
AL Saint Cloud MN56303 :'g mmma‘mwmm

Employses: Read instructions on baok, complete Section 1 OR Sactian 2, sign and giva the completad form to your employer.
not complete both Section 1 and Section 2, Completing both seotions wili make the form Invaild.)

Section 1 —Dstermining Minnesota allowances
Complete Section 1 if you claim fewer Minnssota allowances then your federal allowanses, AND/ CRIf you want additional Min-
nesota withholding deducted each pay period. 2

- Minnesota
" Allbwances

1 Total number of federal allowances daimed on federal Form W4 ........... 00950000006008600000 )
_ 2 Total number of Minnesota ellowances (line 2 cannot be morethan line 1) ..... 000000 63ba0o000600 B e
3 Additional Minnesota withholding you want deductad each (220 T O JRGut ey =

o W5 E‘ Bection 2 —Exemption fram Minnesota withholding
' Complete Seetion 2 if you clalm o be exempt from Minnssote incoma taxwithholding (see Seotion 2 Instructions for qualiAca-
tions), If applicable, check ong bax below to indicats the reason why you believe you are exernph:
[k 1 meet the requirements and cisim exempt from both fecterel and Minnesota income texwithholding.
@ Even though | did not clgim exempt from federal withholding, | claim exempt from Minnesota withholding becausa | had no
Minnesola income tax liabiiity /est year, | recslved asefund of all Minnesota Income tax withheld, AND | expect to have no Min-
hesota incoms tax febilty this year. ;

m] My spousa is a military service member assigned to a military location in Minnesota, my domicile (legal residence} Is In another
stete, AND | am In Minnssota solely to be with my spouse, My state of domicilais . _

| &m an American Indfan Iving and working on a reservetion.
= cic Jam @ member of the Minresote Nationel Guard or an scive duty US. military member and cleim exempt from Minnesota
ot withholding on mymilitary pay,
o0 loertifythet all information provided In Section 1 OR Saction 2 Is correct. | understand there Is a $500 penalty for Aing a falge with-
gi holding allowanca/ exemption cartifpate,

. . Exemptirom -
 Minhesota Withholding

Ereipdisgan_ghog 2 Oct 6,2017 g L

Kaita Fiek{Cet iy 2017
Empioyees: Give the completed form to your employer.
Employers
I you are required to send a copy of this form to the Departmert of Revenue {seeinstructions), you must enter the empioyar information below
and mail this form to: Minnesota Ravenue, Mall Station 8501, St. Paul, MN 56146-8501. {Incomplets forms are considered invalid.) A $50
penalty may be assessed for each required Form W-4MN not Aled with the department.

Kesep a copy for your records.

g% Name of employer " Federal employer (D rumber {FEiN] | Minnesots tax 1D number
‘E.E' ddress Gy Stete 7P cade
2

e 12175 Questions? Website: www.revenue.state.mn.us. Emall: withholding tax@tate.mn.us. Phone: 651-262-9988 or 1-800-657-3504.



Form W4MN Instructions

Employer Instructions

All new employees must complete federal
Form W-4 wi i

E Sy LIS Depin work 4oy

1 HISY LIS DEP L
you. Some cmplovees sust also complare
Form W-4MN,

Should my employee complete

Form W-4MN?

Do not bave your employee complere Form

W-MN ifthey:

* claim the same pumber of Minnesota
withholding allowences as federal,

* are not requesting additional Minnesots
taxes be withheld from their wages,
AND

* arenot claiming to be exempt from Min-
nesota withholding,

Employees who complete Form MWR

should por complere Form W-4MN., When

determining Minnesnta withholding for
employees who do not need to complete

Form W-4MN, use the ssme number of al-

lowances the cmployee listed on Form W-4,

You are not required 10 verify the number of
allowances claimed by each employee,

For more information, see When to Com-
plete under Emplayee Instructions. Keep all
forms in your records,

Hunor each Form W-4MN you recaive
unless wenotify yon otherwise or if the em-
ployee clafms more Minnesota than fodaral
allowanees, If tho employes claims more
Minnesota than federal allowances, nse the
number of foderal allowances to determine
the Minnesota withholding (see Sectian 1 )

How should | determine Minnesota
withholding for an employes that
doesn't complete Forms W4 or
W-4MN?

Withhold Minnesora tax as if the employee
is single with zero withholding allowsamces,

Ifyour employee claims exempr fram Min-
HeoL g WitinIGR & toey most provide vo
with a new Form W-4MN by Peb. 15 of each
year. Exempt forms received during the year
must be submired to the department within

30 days of receipt from the emploves,

Do ) need to send a copy of Form
W-4MN to the department?

Send copies of Form W-4MN to the dopari-
ment if the employee:

* clgims more than 10 Minnesota with-
holding allowances; or

* claimsto bs exempt from Minnesora
withholding end yon reasonsbly espect
the employee’ wagss to exceed $200
per week (Exception: If the employee is
8 resident of & reciprocity state and has
completed Form MWRY); or

* you believe the employee Is not entitled to
the aumber of allowances claimed.

You do oot nesd to submit the Form W-
4MN 1o the department ifthe empioyee

is asking to have additional Minnesata
withholding deducted from their payoris
claiming fewer Minnesota withholding ul-
lowances than fiederal.

A 350 penalty may be essessed for each
required Form W-4MN not [%d with the
department.

Invalid Forms W-4MN

2 following situetions make the Form
W-4MN invalid:

* any unauthorized change or addition 10
the form, including any changeto the lan-
guage certifying the form 15 correct;

* H, by the datean employee givesit to
you, he or she indicates in any way the
form is false:

o the forn is incomplete or Jacks the neces-
sary signatores;

* both Section 1 AND Section 2 were com-
pleted;

* theemployer information is incomplete,

What do | do if | recelve an Invalid
Form W-4MN?

Donot useit to [Ehre Minnesota income
tax withhelding, Tell the employes it is in-
valid and they must complste and submit a
new one. If the employeo does not give you
a valid ons, withhold taxes as iftheemploy-
ee was single and claiming zero withholding
aliowances, However, ifyou have an earlier
Form W-4MN for this worker that is valid,
withhold as you did before,

Questions?

Go to www.revenue.stete.mn.us for ad-
ditional ftrms end infornation, fact sheets,
and anawers to frequently asked questians,

Email: withholding tax@statemn.us
Phone: 651-282-9999 or 1-800-657-3504,

Information in other farmats is available
upon request to persons with disahilities,
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Notification of Minnesota Law R uirement —

Unemployment Acknowledgement

According to Minnesota Statute section 268.095, subdivision 2, paragraph (d), an
applicant who, within five calendar days after completion of a suftable

Job assignment from a staiffing service, (1) fails without good cause to

affirmatively request an additional sultable Job assignment, (2) refuses without good
cause an additional suitable job assignment offered, or (3) accepts employment with
the client of the staffing servics, is considered to have quit employment.

This paragraph applies only if, at the time of beginning of employment with the staffing
service, the applicant signed and was provided a copy of a separate document writien

in clear and concise language that informed the applicant of this paragraph and that
unemployment benefits may be affecied.

It is your responsibility to contact ESSG through Corporate Management Group (for
Instance, by calling 303-820-1425 or using any other form of contact) for additional
assignments. If you fail to do so, it may affect your unemployment benefits,

I understand by signing this form that | am responsible to contact ESSG within 5
calendar days once an assignment ends. | also acknowledge that | have received a
separate copy of this form. (Initial) '

Kashn?ick(omﬂ sn Oct 6, 2017
Employee Signature: Date:
Kasha Pick

Employee (pleasa print your name here)

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

_MN_02.2013
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a Y Rehire Rehire Date

Benefits Enroliment Form [ New Employes

Employce liformaiion
Name (First and Last) Social Sscurity Number
Kasha Pick 472884608
Address City State Zlp Code
414 8th Ave N Saint Cioud MN 56303
Gender Ll Male | Marital Status ] Single | Date of Birth Dats of Hire
A Female Maried [ Divorced | 08/20/1976
Phone Number: Emali Address:

Please Select Desired Coverage:

Employee Only - Employee+Spouse - :I Employee+Child(ren) - Family -
$24.00/Week $38.00/Week ‘ $36.00/Week $63.00/Week
Dependeh
IR Birth Date | Sex Relationship
et Name .25 Last Name :‘:I FM‘T:glg e mnomﬁuﬁcm‘ll’armu
Bapendent
Sodlal Seaurity # Birth Date | Sex Relationship
Male Spouse [ Child
 Flrst Name ML Last Name Female O Domestic Partner
Dependent
Soolal Security # Birth Date Rehtmnship
iRt Nama WL TastNams | O crua

Medicare/Medicaid

Other coverage information inctucing

EFF. DATE
EFF. DATE
EFF. DATE

Employes Acknowledgement and Authorization - hereby apply for the group henefit{s) as Indicated, | acknowladge that all entrles are true and compiete and that
any misstatements or fallure to report Information may be used as the basis for cancellation of covsrage for me and my dependant{s), if any, from the original
effective date. Further, | authorize my employer to make the necessary payroll deduction of premiums for coverages | have elected.

IF ENROLLING - YOU MUST SIGN HERE

Employee Signature —Kas—hn%c%ciﬁn_ Date Oct 6, 2017

EMPLOYEES DECLINING ﬁ Iam DECLINING coverage

! understand that | and/or my dependents, if any, waive any coverage and desire to participate in the plan at a later date. l/we may be considered a late enrollee and
must mest the requirements defined in the Cortificate of Coverage for the company’s medical or dental P if1 dacline snroliment for mysaelf or my dependents
(including my apouse) because of ather coverage, | may, In future be able to enroll myself or my dspandmn this plan, provided | request enroliment within 31
days after the other coverage ends. In addition, if a new dependent relationship forms as a result of marriage, birth, adoption, placament for adoption of parting sult
of adoption, i may be able to enroil myself or my dependent, provided i raquest enrollment within 31 days of the event.

IF DECLINING- YOU MUST SIGN HERE

Employee Signature th%%nssﬁ Date Oct 6, 2017

Employer Solutions Staffing Group Health Benefits Team
7301 Ohms Lane Suite 405
Edina, MN 55439
Phone: 952-767-8518 Fax: 952-767-8515
Emall: Health@employersoluﬁonsgmup.com




