CORPORATE MANAGEMENT GROUP CORPORATE MANASEME
Employment Application e Lo

Office Hours: 9am-4pm Mon-Fri Forsoiowemingimsen ‘kimm RO
Offtce Number: 651-666-3883
Office Address: 404 Broadway Ave St. Paul Park, MIN 55071

. Applicant nformation
[APPLICANTS MAY BE TESTED FOR ILLEGAL DRUGS AND A BACKGROUND CHECK WILL BE COMPLETED)

Please fully complete pages 1-3

Full Name: (Last Name, First Name) 1Y) r@\A ) IAUOY"QM‘& Date: ¢ O . “\ \'%
Address; (street Address) [7— st P42 S . tapt. funits) _JOS

(cyl_§ Ilinveapols (state) _YYIJ (21p code) 5 SHOH

Phone: @5 [-33g-03%3 Email:_b@ov_ijwm C) le 1Copi

Social Security No. 314 - ¥0 9 + Date Available:

Position Applied for: Desired Salary:

Shift Available to work: %\1“ __2"_ 3" Employment desired: W Full-Time __ Part-Time
What is your means of transportation to work? C o

Are you authorized to work in the U.S?¥_Yes _ No'

How did you hear about us? _ O | ine. Referral Name:

If under 18, please list age:

Type of School Name of School | Location (Complete | Number of Years Major & Degree
' Mailing Address) Completed
High School Eooswlthish, pyls 4/
Dol
College

Bus. Or Trade School

Professional School

1|Page



CORPORATE MANAGEMENT GROUP
Employment Application

Office Hours: 9am-4pm Mon-Fri
Office Number: 651-666-3883
Office Address: 404 Broadway Ave St. Paul Park, MIN 55071

Previous Employment
Company: _( Phone:

Address: ﬂ’h?ls /‘3‘}-94111 O (vPovi- Supervisor: __Noynhe &
ol ' 7 s
Job Title: _ &M [‘Q!L Starting Salary: $ [ - Ending Salary: $ Z"l’

Responsibilities: { po reg Coole

From:zdle To: /I Z[(g Reason for Leaving: _1t 'Cho%@ﬂ/\ Ihee.

May we contact your previous supervisor for reference? __Yes ZNo

Company: ak Phone:

Address: Vi 5 Supervisor: > €\
Job Title: Line (\ovl— Starting Salary: $_{0- §o Ending Salary: $_ (2.5 ©

Responsibilities: 00-&*\ / st Cﬂ’l_‘_/_@r\

- [ I
From: {2 [ # To: ol IIL Reason for Leaving: T move 5“(*&'(‘8 s
May we contact your previous supervisor for reference? __Yes g’_SN.Q

Company: Phone:

Address: Supervisor:

Job Title: Starting Salary: § Ending Salary: §
Responsibilities:

From: To: Reason for Leaving:

May we contact your previous supervisor for reference? __ Yes _No

Company: - Phone:

Address: Supervisor:
Job Title: : Starting Salary: $ Ending Salary: $
Responsiblilities:

From: To: Reason for Leaving:

May we contact your previous supervisor for reference? __Yes __No

| certify that my answers are true and complete to the best of my knowledge.
If this application leads to employment, | understand that false or misleading Information in my
application or Interview may result In my release.

Signature: Date:

2|Page



| CORPORATE MANAGEMENT GROUP ﬁmﬁ

Employment Application _ i

Office Hours: 9am-4pm Mon-Fri Your worklescmonagement e spttag erpe
Office Number: 651-666-3883

Office Address: 404 Broadway Ave St. Paul Park, MN 55071

PLEASE READ CAREFULLY APPLICATION FORM WAIVER

In exchange for the consideration of my job application by Corporate Management Grou p, Inc.,

| agree that:

Neither the acceptance of this application nor the subsequent entry into any type of employment
relationship, either in the position applied for or any other position, and regardless of the contents of
employee handbooks, personnel manuals, benefit plans, policy statements and the like as they may exist
from time to time, or other company practices, shall serve to create an actual or implied contract of
employment, or to confer any right to remain an employee of Corporate Management Group, inc, (CMG),
or otherwise to change in any respect the employment-at-will relationship between it and the
undersigned, and that relationship cannot be altered except by a written instrument signed by an officer
of CMG. Both the undersigned and CMG may end the employment relationship at any time, without
specified notice or reason. If employed, | understand that CMG may unilaterally change or revise their
benefits, policies and procedures and such changes may include reduction in benefits.

I authorize investigation of all statements contained in this application. | understand that the
misrepresentation or omission of facts will result in my disqualification from consideration for
employment or, if discovered after | begin employment, will result in my termination. | hereby give CMG
permission to contact schools, all previous employers (unless otherwise Indicated), references and others
and hereby release CMG from any liability as a result of such contact, '

I understand that a comprehensive background check may be conducted to determine my eligibility for
hire by CMG. This may include but is not limited to, Investigations of criminai and/or conviction records,

driving records and/or a drug screen test as required by clients, government regulations or by CMG
policies.

| release CMG and other persons or entities from any claims that might be based on CMG’s decision to
conduct a background check.

I understand that, in connection with the routine processing of your employment application, CMG may
request from a consumer reporting agency an Investigative consumer report Including information as to
my credit records, character, general reputation, personal characteristics and mode of living. Upon
written request from me, CMG will provide me with additional information concerning the nature and
scope of any such report requested by it, as required by the Fair Credit Reporting Act.

I further understand that my employ pent with CMG shall be probationary for a period of ninety (90) days

and further that at any time dyring /" probationary period or thereafter, my employment relationship

with CMG is terminable atw /,.- y reason by either party.
I ] & g %2 z '
Signature of applicant__ /4 11/ Date: { / I / / sf

Y &=

3|Page



Employment Eligibility Verification USCIS

Depariment of Homeland Security oxml: ;ZTJ;%W
U.S. Citizenship and Immigration Services Pxpires 08/31/2019

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

ANTI-DISCRIMINATION NOTICE: It Is liegal to discriminate against work-authorized Individuals. Employers CANNOT specify which
document(s) an empioyee may present to estabilsh employment authorization and identity. The refusal to hire or continue to employ
an Individual because the documentation presented has a future expiration date may also constitute illegal discrimination.

Section 1. Employee Information and Attestation (Employees must complete and sign Section 1 of Form 1-9 no later

than the first day of employment, but not before accepting a job offer.)

Last Name (Family Name) First Name (Given Name) Middle Initial Other Last Names Used (if any)
Mawu Ao s m. - —

Address (Strest Number and Name) Apt. Number | City or Town State ZIP Code

2 weat 938 . 165 | Winenplss | 559 e

Date of Birth (mm/dd/yyyy) |U.S. Soclal Security Number Employee's E-mail Address arg_ltiyee's Telephone Number

12-19-4% 3419 - ko] - R BB Ihtbrememans Beapmal o °° B9g - 373

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

| a}tast, under penalty of perjury, that | am (check one of the following boxes):
1. A citizen of the United States

[1] ZA noncitizen national of the United States (See instructions)

D 3. A lawful permanent resident {Alien Registration Number/USCIS Number):

[:l 4. An allen authorized towork  until (explration date, if applicable, mm/ddfyyyy):

Some allens may write "N/A" in the expiration date field. (See instructions)

Allens authorized to work must provide only one of the following document numbers to complete Form 1-9: D‘,ﬁgm]ﬁ'ﬂ’g;ﬂm
An Alien Registration Number/USCIS Number OR Form 1-94 Admission Number OR Foreign Passport Number,

1. Allen Registration Number/USCIS Number:
OR

2. Form 1-84 Admission Number:
OR

3. Foreign Passport Number;
Country of Issuance:

i) /] R R =

Preparer and/or Translator Certification (check one):
D | did not use a preparer or transiator. |:] 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 penaity 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 Today's Date (mm/dd/yyy)
Last Name (Family Names) First Name (Given Name)
Address (Street Number and Name) City or Town State ZIP Code

o Emplayer C. ompletes Next Page @

Form I-9 07/17/17 N Page 1 of 3






IceNSE/ ENHANCED DRIVER's LICENSE
NINSTRUCTION PERMIT APPLICATION

'LICATION RECEIPT
I NE' 4 TION. MENT

L

Dave (MonTH/Dav/Year)

S e R ayer R
et 25
e e i

MN County

3 THIS 15 A VALID ADORESS. THE POST OFf2cr Wik, NOT FORWARD YOUR CARD,
eSS sHowN ABOVEL INITIAL HERE ______ TOuHAVE YOUR CARD SENT 7O THE ADORESS RELOW,

Art

G oTNBE ' RXM. mﬁ '
REG  [JEDL IESTS PASSED 0 MC ORIGT
OA  [ODwP D

os QpUP [IMC -
Oc [IDUP  []MBOP

@D Opw A6k | e
1PROV. [IDUP [JAR. - AP

D
OMBOP TIPUP LCIDBLARPEE /
CICL - [ PASSENGER

OREGE  [1SCHOOL AU MG ‘SBPHYS | M

3 TANKER - $- . § | -
INDICATORS [ HAZMAT | vull D |

; DSENIPR'_ owr-: REIN FEE: OTHER :
' OlmoMosury - - s $

O SNOWMQBILE  [IRTPassed =

[ FIREARM O RT Waived 3 _QR;SAN DONATION

OdSorTC . $ -

‘T VETERAN

2018702009071

(STATE XAMUSEONLY) | . [ MC RENEWAL
= I3 ADD/REMOVE

4.k

[JDuP DOcomB - ;t)'ff-'(' nog EROPERID
3\ : :

o

L=

|

AR

Jov tos: v VAT ol

ing privileges

dsgre (|

651-297-3298
651-284-1234 o%,,
651-297-2005 | ¥

651-297-2126

651-282-6555

lwas pmyidéd all privacy wamings as required bystat'e'and'faqeml law. Subrmigsion of this ap; ) ‘\ '
constitutes oonssat lo registration with the selective ssrvica s; o, if required by faderal law. 1 1

thalnfnumaogan.ﬂrlsappﬂcaﬂpnlscamlflamapmylnam 9 privileges, | am awarg of the 5 Bl
respangibiifies, and penalties ottiined in M., § 169.444 mm%mww MWMEWW&

P 4 o

~Indicated on the driving record. e
Not valid as Enhanced Driver’s License: (EDL) for barder crassings.

Ve

A feed ST

THIS DOCUMENT 1§ A RECEIPT FOR THE TYPE OF CARD.INDICATED;

AND Is'NQT A STANDALONE IDENTIFICATION DOCUMENT
This receipt, in conjunction with an;invg‘lidafed previous ]icgnse, instruction

permit or ID card, may be used as ideritification. .~ S
This réceipt is valid for the type of cartf indicated, when stamped with the

proper validation stamp, for a maximum of 60 days from the application

. date shqwn above,

This receipt i void if the applicant is nat in campliance with all restrictions

Lost, stalen and duplicate EDL cards are deactivated and may not be
used for border crossings.

v :
=S TR—

S e - e ——




EPARTMENT OF PuBLIC SAFETY
cENSE/IDENTIFICATION CARD APPLICATION

IESSEN WARNING

READ THIS NOTICE BEFORE
LETE THE APPLICATION

NOTICE

s information and haw will it be ussd?

vill use the information teidentify you as a person, to identify

glhility for a driver's parmit, license or identification card,
any future service transactions and/or inquiries, and to

on of this informatien,

and 221.0314, and federal motor carrier safety regulations
1e eolleotion of this information.

1g to supply requested Information,

2P3 will be abia to detehine whether fo issue you a driver's
# information may be used by other states io make decisions

&8, permit, or identification card. The requested information” -

3 o determine eligibllity fof automobile insurance coverage,
1wsted, DPS cannot Isgue you a driver's permit, license, or
ng privileges, If_-.qny, may-be affeqtqd ;

red with other agencles? - :

ate, and federal govemment agencies only as authorized or
eans that the information may be shared with the following:
_ MN Department of Commerce
- MNAftomey General's Office
MN Office of the Secretary of State
MN Department of Natural Resources
MN Department of Veterans Affairs

ty be disclased as authdiized by Uited:Siates Code, fitle 18, *

nber.
imber according to M.S. § 171.08 and the Social Security

Security number Is also required to determine your ellgibliity

ideral motor dartier safety regulations, 48 C.FR. §383.153,
reement programs and locate individuals to establish
feritity and residential address with the Social Seeurity

1t of Revanue, the Internal Revenue Service, Minnesota

1e Minnesota Department of Human Services.

PERMISSIBLE USES OF MOTOR VEHIGLE DATA AS PROVIDED [N

.

UNITED STATES CODE, TITLE 18, SECTION 2721

For use by any-govemment agency, Including any court or law enforcement
agency, In carrying out its functions, or any private person or entity acting on
hehalf of a federal, state, or Jacal agency in carrying out its functions,

For usg in connegtion with matters of motor vehicle or driver safety and theft; -
niotpr vehicle emissions; motar vehlcle product alterations, recalls, or advisories;
Rerfarmance monitoring of motor vehigles, motar vehicle parts, and dealers; moto,
wehicie market research activities, Including survey research; and remova] of non-

: wner recards fram the original owner records of matar vehicle manufacturers.

For uge in the narmal course of business hy a legitimate business or jts agents,
employees, of contractars, hutonly: - - . . e

{A) o verily the accuracy of personal information gubmilted by the: ndividual to
- the business or its agencies, employass, or contractars; and Lo
(8) if such information as so submitted is not corract of Is na fonger corract,
40 abtain correct irfarmation, but only for the purpioses of preventing fraud by,
purauing legal temadies against, or fecovering on a debt or secyrity interest
+, againgi, the Individual, .. .. -

For use in connection with any civil, griminal, administrative, or arbitral proceeding

In any faderal, state, or local court or agency or before any self-reguiatory body,

including the service of precess, investigation in anticipation of litigation, and the
execution or enforcemsnt of judgments and orders, or pursuant to an order of a

Tederal, state, or locat caurt.

Foruse In research astivitles, and for use in producing statistical reports, so long
as the personal information is not published, re-isciosed, or used to contact
individuals, - o

For use by any insurer or insurance support organization, or by a seif-insured
antity, or its agents, empioyees, or contractors, in connection with claims
investigation activities, antifraud activities, rating, or underwriting.

+ For use in providing rietice to the owners of towed or impounded vehicies.

For yse by any iicensed private investigative agency ar licensed security service
for any purpose permitied under this gubsecion. . =~ - .

For use by an emplayer or iis agent or {nslrer fo obtain or vgrify information
relafing to a holder of a commercial driver's licanse that js raquired underthe
Commercial Motor Vehicle Sefety Act, 40 U.S.C. §§ 31301-17.

For use In connection with the operation of private toll transportetion fagiities.

For any other use in response t requests for individuat mator vehicle records If
the state has obtained the express congent of the parson ta whom such personal
information pertains, " ; A

- Fér bulk disttibution for surveys, marksting, or soligitations i the state has

obtained the express consent of the parson to whom such persanal information
pertains. )

For uge by any requestar, if the requester demohgtrates it has obtained the written
vonsent of the indivitual to whom the information pertains.

For any cther use specifically authorized under the law of the state that holds the
record, if such use is related to the operation of a motgr vehicle or publie safetly.

PS33.00-36

e —— - — — — S i






' Employment Eligibility Verification USCIS
Department of Homeland Security oml: ;ZTG};:M.,
. U.S. Citizenship and Immigration Services Expires 08/31/2019

2 nh 1. BEniovel ap & stiotesd RBoitasriniive Bad ""—"‘"““"F’-.’,"-'*‘..“'f'w-"?f.“'- U Sty
Employae Info from Saction 1 Ay e iﬁ
ListA 0 um@ AND
Identity and Emplayment Authorization Identity . _ Employment Authorization

Docurment Tifle f D )Document Title .

. ificate.
Issuing Authority Isstiing Authority .

JU/\ i te of Tu incis
Document Number Document Number
e L P ~112-91 651300
Expiration Date (¥ any)(mm/ddjyyy) - ) Expiration Date (if any)(mm/ddiyyyy)
] i S

Document Title
Issuing Authority Additional information DNk Wt o e
Document Number
[ Expiration Date (i any) (mm/ddfyyyy)
Document Title
1ssuing Authority
Document Number
| Expiration Date (i any) (mm/ddiyyy)

eraTEivgation: | attest, under penalty of perjury, that (1) | have examined the document(s) presented by the above-named employee,

Adgve-listad document(s) appear to he genulne and to relate to the emp| ed, and (3) to the best of my knowledge the
uployee & authorized to wark in the United States,

2 employee's first day of smployment (mmvddlyyyy): 01 / I / 201
ollzoc Today's Date (mm/ddyyyy)

ctions for exemptions)
of Emp

/ 2l £ '%&/by

A ' tne of Emplobier or Authorized Representative Wﬁ Emp7w or Authorized Repmmla&ua Employer's Business or Organization Name
AL NULAY |

Employer's Business or Organization Address (¢ Number and Name) | City or Town

Authorized Representative

EMPLOYER SOLUTIONS STAFFING GROUP LLC

State | ZIP Code
7480 FLYING CLOUD DRIVE  SUITE 200 EDEN FRAIRIE MN 55344
o Faver o ten B I e e e T T e e PV eI e S At B
: __,_na.:.a.‘,g”u‘&.._. dmml«i’&lml,ﬂm,i -1':_-;,.1.‘- _u.i#whu&m&.u;.iw S

Retjd (7 apploble]

First Name (Given Name) Middie Initial

Document Number

Explration Date (i any) (mm/icyyy)

1 attest, under penalty of perjury, th

the employes presented document(s), the document(s) | have exa

at to the best of my knowledge, this emplayee is authorized to work in the United States, and if
mined appear to be genulne and to relate to the indlvidual.

Signature of Employer or Authorized Representative

Today's Date (mm/dd/yyyy)

Name of Employer or Authorized Representative

Form I-9 07/1717 N

Page 2 of 3



emjﬂzyer solutions staffing group..

Effective Date

Wage Payment Method Authorization (Minnesota)
Employees have the option of receiving wages by Direct Deposit and/or Payroll Debit Cary,
If you do not vide a written electj will be paid Ch
Employee Name SSN# (last4 digits)
i~ M,
Direct Deposit

Note: Dhmncpmumm may take up 7 days to be activateq
Payroll Deblt Carg (Please compiete Sections 4 apd § below) Paper Check (Please complete Section 5 below)

O Update Bank Account T understand ang acknowledge that if 1 dg nog Provide 5
Bank Name; voided check with this direct depaosit form, Y am
responsible for any delsys in payrol) o extra costs
Routing#

Acconnt#

==l Initial

Account Type: [ Checking [ Savings CJother
H_

.To help us avoid making an error, please attach Copy of a voided check, (a depasit slip will not work)
Ifyon change banks, do not closs your old hank account until your direct deposit

i hasstamdat-lheuewbank,wlﬂchmayhkﬂpaypcdods.

be reloaded on each paydgy You receive
CARDHOLDER INFORMATION (as you want your Payroll Debit Card to be issued)
Name M1, Name Date of Birth
Street Address (POBOX NOT ACCEPTABLE) Social Security#
City State Zip Cell Phope (mobile)

Payroll Debit Carg Routing # Payroll Debit Card Account #

conditions, and disclosyres,

Employee’s Signature:

directly deposit my periodic wages/compe, Byments, net of required tax withhol
or authorized deductions, inty my account(s) ag designated g i i
made in error to my account(s), * E-mail is required for pay sty information,

*E-mail; ﬁ@@me BN @Wﬂ 'Z@ Con1

I'have received my Payroll Debit Card, welcome brochure, program fees, program terms, conditions, and disclosures, By activating my Payroll Debit Card,
l'am agreeing tg the Program terms, conditions, and disclosures th i i
authorize the financia} institution to debip my Payroll Debit Card account for the feeg described in the fee schedule that is p

J:t
initiate, if necessary, debit entries and adjustmentsfor any credit entries

dings, other required withhojdin (]

£
L4

grmaﬁon will only be used to seng your paystubs electronically N
Employee's Signature: W L % Date: _ 61"' [~/ 2;

—————




—————

Form W4 (2017)

The exoeptions don't to lemental wages
mm&.ﬂnﬂﬁm = e

Nonwage incoms, If you have a amount of
nonwagahmm? mmamh::’;%lvldands

Basic inatructions. i you aren’t exem tete making estimated tax payments using Form
e RS e, SE e S S e
a¢ from L Consider completing a new Form withholding allowances based on annuity se0 Pub, 505 to find out if you shauld
w4em%whenmpm or financial g?dmﬁmm stments to income, wwwmmmmf.
situation two-samers/multip) eamers
Exemption from vithhoiding. If you are all warkshests that apply. Howsver, Wmsggmwm one job, the
% ougllneﬂ.z.g.'g,g'amguandw ey st Blcwancs. Far o o "mmm%mmm
foamto it, Your axemption for 201 wapss, withholding must be based on allowances M{: %:ﬁlll usually will be noat
Fa 15.291_1&83391111. . Tax Withholding youu!alme’dcafndmsynmbaaﬁatamwmor \ammd%hammmdmmdmmm
Note: I ancther person can ol youas adependent  Head of housshokd. Gensraly, you can osi head CHaimar oo g Il ad zer aliowances ere
onhlsurhariaxmumgglnan’tddmmpnnn of housshold suuammhxmnmw Noaresident aflan, # you &re a nonresident allen, see
mmdwnmnq&gHMdunmmﬁ‘;iogr Costaal m;dh%%?m?&ﬁdm Notice mmﬁ“‘“m Instructions for
example, Interest and dividence) &%&W’mﬂ‘“‘%@&m Nonresident Alians, before complating this
mmm M%?ﬁ%i:wb mﬁg}ﬂ- plion dard Deduction, and mﬁwﬁw&m%
a depandent, if the employoa; Tax oredits, You oan take fax cradiis into compares g’w
» Is &ge 86 or cider, winhoidig g your allawabie number of %saﬁmh@%mm?ﬂm
* |5 blind, or mmmmd%dﬂdmwwbemm guunadaml %&na&m{‘ium:a
* Will claim adjustments o tax credits; or b 1 : ]
RermiZBc, Gedmhens o e oy e taX ared o0 o 585 for infermation on your other m we releass 1) wil b posted

__Parsonal Aliowances Workshest
A Enter *1” for yourself if no one else can claim you asadependent. .
» Yau're single and have only ane job; or
Entsr "1” if: { * You're married, have only one job, and your spouss dosesn't work: or
* Your wages from a second job or your spouse's wages {or the total of both) are $1,500 or legs,

}...B

Enter"1“foryourspouae.But,youmyohoosetom“%”lfyoummarﬂadandhaveemlarawoﬂdngapouseormore
thannnejub.(Entarlng“-t)-”mayhalpyouavoldhavhatnnmﬂetaxwhhhald.) R T T

L]

D Enmrnumberofdepmdanh(omerﬂlanyourspouseoryoursalﬂyouwlllclalmonyouriaxretm. o 6000 o o ¥ ‘5 4
E Enter"1"lfyouvallﬂleasheadofhouseholdonyourtaxfemm(mmndﬁnmunderﬂeadofhmholdabova) o E
F Entar"1"lfyouhaveatleastsz,uooofohildordapendmﬂmexpanmforwmchyouphntaolatmacredn « + . F
(Note: Do not include child support payments. Ses Pub. 503, Child and Dapendant Care Expenses, for detalls,)
@ Child Tax Credit (inoluding additional child tax credit). See Fub, 872, Child Tax Credit, for more information,

* If your total income will be less than $70,000 ($100,000 if married), enter “2" for each eligihis child; then less 1" Kfyou
have two to four eligible chiidran or leas “2* if you have five or more elgibie children,

-lfyaurmmomewmbebSMeenmeandMnnomnn.oonandm19.000ifmamw.entsf“1”foreacha!lgﬂalechnd. Q
H AddnneaAmroughGandemrwwhemmmmbmaybsmnfmmmenumberofmpuonsyoudalmonyaurtaxramm »H
mwmmmaremaﬂmhgmmtumandwamtomdummwmwm.mtheboducmma

s [fyou
Foranit:u“v:an%. andyo ustments Worksheet on page
compiste al ¢ if you ara single and have more than one job or are married and w and your spouse both work and the combined
worksheets sarnlufs 1m:'?3! Jobs exceed $50,000 (820,000 if married), see tha ﬁo&mﬂ!ﬁ.ﬁl‘ﬁp{em Workshest on paga 2
that apply. 1o avold having too little tax withheld,

. lfnaﬂhorafmsabovuwaﬂonsapnllas.m hers and erter the number from fins H on lins 5 of Farm W-4 balow.
&pmhemendsivahmumwmempbw.xmﬁahpmmmm

rom WW=4 Employee’s Withholding Allowance Certificate OMB No. 1545-0074
R tge” | oot s e byt 1. Yo s e ofslowanossor sromgton romwitoing’s | (0) ] 7
1 , Your first name nama 2 Your number
Jéxemymgmwmm- d Mpeu 2 e | 3Yg-$0 <KZ T
. : o rural o 8}l Ssingi Married W21 Maniad, but withhoid &t higher Singl
e (Ve - a4, m%&/‘f\ Note: emmmwmtsammmw;mfm:;'m
~ CRyortown, state, and

A oods  ~ 4 Ifyour last name differs from that shown on your social security card,
ﬂmnuwh /V!M S?{bﬂf mnm.vonmusmm-aoo-mﬂmmanmmmtg_
& Total number of allowances you are claiming (from line H above or from the applicable workshest on page 2) 5 -

8 Addlﬁonalamount.lfany.youwantwlmneldfmmaaehpayeheok C 0 00 O O o 06 06 oo 8
7 lclaim exemption from withholding for 201 7, and | certify that | meet hoth of the following conditions for exemption,
-Lastyearlhadadghttoarefundofallfederannmmetaxmmhaldbmselhadnotaxllabmty,and
-Thlsyearlexpeotareﬁmdofallmdamnnmmatuwwhe!dbecauseiexpecuohavenoiaxllabimr.
It you mest both conditions, write *Exempt®here. . . . . . , . . . . . . . el
nder penalties of perjury, | that 1 have gxamj this certificata and, to the best of my knowledge and Belief,

o Jle

lines B and 10 orfly if sanding to the IRS))

18 true, comect, and complete.

paer O [— /] 18

9 Office code fopfional) | 10 Employer identification numbser (EIN)

Employes’s signature
(This form is not valid unfess you sign it) »
8 - Employer's name and address (Employst:

For Privacy Act and Paperwark Heduction Act Notice, see page 2.

Cat. No. 102200 Form W4 017



employer solutions staffing group..

Notification of Minnesota Law Requirement -

Unemployment Acknowledgement

According to Minnesota Statute section 268. 095, subdivision 2, paragraph (d), an
applicant who, within five calendar da ys after completion of a suitable

Job assignment from a staffing service, (1) fails without good cause fo
affirmatively request an additional suitable Jjob assignment, (2) refuses
without good cause an additional suitable Job assignment offered, or (3)
accepts employment with the client of the staffing service, is considered to
have quit employment.

It is your responsibility to contact ESSG (for instance, by calling 952.277.5227 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. E!l (Initial)

g1y

Date:

Employee Sign

%&bmmc . AN

Employee (please print your name here)

CMG_SM - Rev. 09.2013



DRUG AND ALCOHOL

TESTING CONSENT FORM
1k I have been allowed to read and inspect a written copy of ESSG policy on
drugs and alcohol.
2, I have read the entire contents of this policy and | am aware and fully

understand: (a) the policy and its contents; (b) what conduct the poiicy prohibits and the
consequences of such conduct; (c) my rights under the policy and the consequences if |
exercise certain rights; and (d) that certain events as described in the policy may result
in adverse personnel action, including my termination from employment with ESSG. |
understand that this policy in any form, and any employee handbook inciuding this
policy, are not a unilateral employment contract or offer thereof.

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

heboane |, Wieu

Individual's Name’

oi~lt—\§(

Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



————

ATTENTION ALL EMPLOYEES:

At the start of each shift, you are provided with a SuperMom’s shirt (stock shirt) and/or smock

L e O L T e I S . L ee s PRy i ey --rn_lur--l.r—\'l—.ll:_l.‘!l!-!-_]gn_ﬁ[g]':‘:g

property, and will be treated as theft if you are seen leaving the facllity with the shirts/smocks.

In the lunchroom, SuperMom’s provides you with free baked goods that are for you to enjoy and
take home. The policy of taking food with you is limited to ONE bag per person. If you are seen
leaving the facility with more than one bag of product this will also be considered theft.

If you are seen violating either one of these policies, it will result in immediate termination of
employment.

By signing below, you are acknowledging that {(ou understand the above written policles and
consequence.

ATENCION TODOS EMPLEADOS:

Al empiezo de cada turno usted prestara una camiseta de Super Mom’s o un delantal que se
necesita usar durante su turno. Estos articulos NO PUEDEN llevarse a la casa. Son propriedad de
Super Mom'’s y sera tratado como robo si usted se los lleva fuera del edificio.

En el cuarto de rotura, Super Mom’s le ofrece panecillos que son para que usted disfrutey lleve
asucasa. La poliza de llevarios a su casa es limitado a UNA bolsa por persona. Si usted lleva mas
de una bolsa de estos productos, tambien sera considerado robo.

Si usted viola cualquiera de estas polizas, resultara en despedida inmediata.

Firmar la siguiente linea nos demuestra que usted entiende estas polizas y sus consecuencias.

Y=

gnature of Employee?Firm; de Empleado Date/Fecha

hthome e

Printed Name of Employee/Nombre del Empleado

\




— _"""—'—*--—~—-—-___—::———-———.___________
To: Corporate Management Group (CMG) Employees
From: Corporate Management Group

Subject: Attendance Policy

report to work each day as scheduled,
| acknowledge: by my signature below that | have been;

a.) Informed and provided a copy of the attendance policy
b.) Agree to abide by the policy terms

A: Todos Empleadors de Corporate Mangement Geoup (CMG)
De: Corporate Mangement Group

Sujeto: Politica de Asistencia

En la aceptacion de un empleo con el Grupo de Gestion Eempresarial (CMG), que es
Nuestra obligaclon para informarie de Nuestra politica de asistencia. Cada empleado es
importante para el exito de |a compania y low clients a los que el sevicio. Contamos con

Reconozco con mi firma que he sido;

a.) Informado y facilitado una copia de la politica de asistencia
b.) Estar de acuerdo en cumplir con los terminus de politica

4Z%—ZC ol-1I-15

(Employ Signature/Nombre de Empleado) (Date/Fecha)
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Acknowledgement of Receipt Antiharassment Policy

any questions | may have about this policy. | agree to comply with ESSG's policy on Antiharassment
and 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 | am involved in any employment dispute or | am
subjected to any type of discrimination, inciuding discrimination because of race, sex, age, religion,
color, national origin, disability, marital, sexual orientation or veteran status, or if | am subjected to any
type of harassment including sexual harassment, | will immediately contact my supervisor, manager,
director or ESSG's Human Resource Department at 952.835.1288/1.866.496.7573 in order to obtain
assistance in the resolution of such matters.

Employee Name (Please Print)

Aelvanvie )WIH{L&L

Employee’s Signature:
J@;’L"/—’ ﬁ&éf—’—— Date: 0 [- /l'/S(

22



RECEIPT OF EMPLOYEE HANDBOOK AND EMPLIOYMENT. ~AT-WILL STATEMENT

This is to acknowledge that | have read the Employer Solutions Staffing Group LLC Temporary
Employee Handbook and understand that it sets forth the terms and conditions of my employment as
well as the duties, responsibilities and obligations of my employment with the company. | understand

and agree that it is my responsibility to abide by the rules, policies and standards set forth in the
Handbook.

I also acknowiedge that my employment with ESSG is not for a specified period of time and can be
terminated at any time for any reason, with or without cause or notice, by me or by the company. |
acknowiedge that no oral or written statements or representations regarding my employment can alter
the foregoing. | also acknowledge that no manager or employee has the authority to enter into an
employment agreement, express or implied, providing for employment other than at-will.

I also acknowledge that, except for the policy of at-will em ployment, ESSG reserves the right to
revise, delete and add to the provisions of this Em ployee Handbook. All such revisions,
deletions or additions must be in writing and must be signed by the CEO of the company. No
oral statements or representations can change the provisions of this Handbook. | also
acknowledge that, except for the policy of at-will em ployment, terms and conditions of
employment with the company may be modified at the sole discretion of the company, with or
without cause or notice, at any time. No implied contract concerning any employment-related
decision, term of em ployment or condition of em ployment can be established by any other
statement, conduct, policy or practice.

I understand the foregoing agreement concerning my at-will em ployment status and the
company’s right to determine and modify the terms and conditions of employment is the sole

agreement supersedes all prior agreements, understandings and representations concerning
my employment with the company.

If | have questions regarding the content or interpretation of this Handbook, | will bring them to the
attention of ESSG.

pATE_f [=l[-%

EMPLOYEE
NAME V\@.b%vw& Mg
EASE PRINT

EMPLOYEE ] -
SIGNATURE__| e

IEEIESESENTATIVE %/v/@ %éMM%

23



v

ACKNOWLEDGMENT

acknowledge that | have been given the opportunity to ask questions and express concerns
during my orientation. Additionally, | understand and support the following:

1.

Date;

This handbook is intended as a guide and not an employment agreement that
creates a contractual relationship, and that the employment relationship may be
terminated at the will of either party at any time.

The changing needs of the business will require alteration in method, practices and
policies, and the company will unilaterally revise, as necessary, to meet these
changing needs.

| agree to notify my ESSG Consultant immediately of any change in my personal
data such as phone number, address, emergency notification, etc.

| am responsible for the infdnnation provided herein and will, Upon my separation,
return this handbook to my ESSG Consultant.

of-ll-1g

Associate's Signature: W *&-—7’

Associate's Printed Name: me_@raw T YN

Orientation provided by: /%%} “HoWew

/

24
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Enhanced MEC Plan_Pl an 1 Benefit Plan Administratars, Inc.

Benefits Enroliment Form I New Emploves
Employeellnformation

Name (First and Last)

] Rehire Rehire Date

Social Security Number

Address City " Stafe 2Zip Code

Gender Ll Male | MaritalStatus L] Singie Date of Birth
[ Female | [ Married [ Divoreed
Phone Number: Emall Address:

Date of Hire

Please Select Desired Coverage:

Employee Only - Employee+Spouse - Employee+Child(ren) - D Family -
'$63.00/Week

$24.00/Week $38.00/Week $36.00/Week

Soclal Security # Birth Date | Sex Relationship
O mate Ospouse [J child
AL L Last Name I Female Domestic Partner
Social Security # Birth Date | Sex Relationship
' O Mae ClSpouse [ Child
| First Name M. Last Name [] Female [0 Domestic Partner
Tyt e S e —— - —
Social Security # Birth Date | Sex Relationship
O Mate [ spounse [0 Child
First Name ML ame O Femae Pl:l . -
O O 0 0
NAME OF PERSON COVERED (FIRST, LAST):
EFF. DATE
EFF. DATE
EFF. DATE

Employee Acknowlsdgement and Authorization - | herehy apply for the group benefit(s) as Indicated. | acknowledge that all entries are true and complete and that
any misstatements or failure to report information may he used as the basls for cancellation of covarage for me and my dependaent{s), if any, from the original
effective date. Further, I authorize my employer to make the necessary payroll deduction of premiums for coverages | have elected,

IF ENROLLING - YOU MUST SIGN HERE

Emplayee Signature Date

EMPLOYEES DECLINING { Tam DECLINING coverage

Tunderstand that | and/or my dependents, if any, walve any coverage and desire to participate In the plan at a later date, lfwe may be conslidered a late enrollee and
must meet the requirements dafined In the Certificate of Covarage for the company's medlcal or dental plans. If | decline enroliment for myself or my dependents
(including my spouss) because of other coveraga, | may, in future be ahle to enrolf myself or my dspandatm In this plan, provided | request enroliment within 31
days after the other covarage ends. In addition, if a new dependent relationshlp forms as a resuit of marriage, birth, adoption, placement for adoption of parting suit
of adoption, | may be able to enrall myself or my dependant, provided | request enroliment within 31 days of the event.

IF DECLININGyYQU MUST SIGN HERE
Employee Signature / = Date O i* / l_- /% .
[ v =

v

_‘-H
Employer Solutions Staffing Group Health Benefits Team
PO Box 46270 Minneapolis, MN 65344-9956
Phone: 952-767-9519 Fax: 952-767-9515
Email; HeaIth@employersoluﬁonsgroup.com



Fixed Iodemmty Medical Benefits_Plan 2
i  LOCATION_

i e e e -

_219301-ESG-1

"ENROLLMENT FORM

VSI OFFFCE USE ONLY

Rehlre Date o

ESC CU(UNAC—MN) P1v18.2

 (Must Be Filled Out)

Name Social Secunty# ' Home Phone Sex I—M‘I.

Address R P

C_it.;.-._ R R le s b Daté"afé]&"ﬁm"'
/

B. DO YOU OR ANY. OF YOUR DEPENDENTS RECEIVE MEDICARE BENEFITS?
Medicare Health Insurance Claim Number (HICN)

Name of Covered Person (s):

1. 2

R T Y S— S )

C. LIMITED BENEFITS PLAN SELECTION

:
i
i
i
H
'
i
i
'
=
H
i
14
i
s
i
H
i H
i
! .=
H 1
i '
1 H
+ [}

You MUST select a coverage level before any benefits in Section C. Your coverage le;/‘e'l”for the
identical. The Fixed Indemnity Medical Plan, Dental Plan, Term Life Plan, and Short-Term
Insurance Company. The Vision plan is underwritten by Companion Life Insurance Company.

DYesDNo If Yes please continue.
Medicare Effective Date

) _w' Payroll Deducted Weekly i!ates

all benefits in Section C will be
Disability plans are underwritten by BCS

SELECT COVERAGE LeveL PP INDEMNITY | ) VISION TERMLIFE | SHORETERM
Employee Only [ ] s2025 (7| se7 ()| s242 | soeo | saz0 9
Employee + 1 [] $41.10 $12.34 $4.92 $0.90
Employee + Family [ ] $54.88 $20.36 $6,56 $1.80
NO to ALL Beneﬁts D J DYes D No DYQ.SD No DYes D No DYes D No D Yes D No _

1This coverage is not avail

able to res:dents of NH HI or PR.

.2STDis not avallable to persons who work in CA HI NJ, NY or Rl

For Term Life / Accidental

Death & Dlsmemberment,

the Term Life Benefit.

please write in your beneﬁdary informatlon Accldental Death &

Dismemberment is part of
_Name

D. REQUIRED DEPENDENT INFORMATION

Social Secunty # Date of Brrth Sex il
J @I

Name Social Secunty # Date of Birth Sex
r 0 ImllE]

Name Social Secunty # Date of Birth Sex
/1 IMlfF]

Name Social Secunty # Date of Birth | Sex

i

. [e]

E. REQUIRED SIGNATURE

ELT I e s

Re|at,on5h,p S

I have read the benefit packet and understand its limitations. | understand that open enrollment is only available for
'deglination of coverage.

a limited time and | understand that making

oate 01 /11 /221K

no beneﬁt selectlon is.

P> SIGNATURE }

I:I Spouse D Child l:] Domestic Partner
Relationship
D Spouse l:] Child l:] Domestic Partner
Relationship
Llspouse [ ]child[]Domestic Partner
Relationship
] Spouse []child l:] Domestic Partner

YOU MUST SIGN AND DATE EVEN IF YOU DECLIN_E COVERAGE

This is an Essential StaffCARE Enroliment Form.



