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Mlnneapolis, MN 55344-995(
Tel: 952,835, 288

s

employer solutions staffing groyp,.

New Hire Application

Pgrsonal Data. PLEASE PRINT LEGIBLY IN INk
TSV ININK

Last Name ao le Man — First Name _\?}I Rnﬁl /

— Middie Initial L d

L '

Street Address [0 [O (/u/'f‘ e Ave —_Apt/Ste

CityIStateIZip prs, &”lz. ,ESHQ, 5 — Social Security Last Four Xxx-xx. §3Q_7
Phone Number ‘Zzl:& !RO (Ted /), | Ax Email Address

060 Janea s | @ ahoo ..o tn.
Staffing AgencyIRecmitment Partner R“acl'l'@/ I

Applicant t:artiﬂcaﬂon and Authorizatlon
l authorize Empioyer Soiutions Staffing Group (ESSG

) to use the Information and statements contajned In thig application to determine my
make inquiries of my former employers

, BXcapt ag Indicated jn this application
mance, Compensation ang eligibility for rehire,
I understang that a Comprehensivg backgroyng check may be Conducted tg determine my eligibility for hire by certain clients of ESSG,
This may Include byt jg not limiteq to, Investigations of criminaj and/or Conviction records, driving records and/or a drug screen testas
required by clients, govermnment reguiations or by ESSG policies,
I release ESSG ang other persong or entities

ight be baseq on ESSG's decislon to conduct g b
| certify that all statemg

ackgroungd check.
nts made in My application are true and accurate and that | have not om;
false or mlsleadlng Informaty d

itted any materia| Information Or provided
on. | understang that any material omigsjon or mIsrepresentaﬁon will resuit in my dIsqualiﬁcation from
cansideration for empioyment or, if discovereg afler | begin employment, wij resuit _In my teminat;

on,
If hired, | agree to apjge by the policies and procedures of Eggg,

E { Sbanﬂ“ &fleman 2@ Cd bsnae. ol [15/18
me (Print or type) Appiicant's Signature _ Date

A copy or facsimilg ("fax'

qualifications for empioyment, authorize ESSG to
regarding my Previous duties, Tesponsibilitis, perfo

from any claims that m

Unamploymant Letter
(i applicable)

Rev. 0412017



Fo

rm w4 ( 2017) The exceptions don't agplyto supplemental wages Nonwage Income, If you have a Iarge amount of

greater than $1,000,000, nomnwgga%me, ega: a:l:c'n:g(nast or dlmv;dst}ds,F

Basic Instructions. if you aren't exem complete consider making estim ents using Form
Purpose. Complets Form W-4 so that your the Personal Allowanggs Workaheat'l):télow. The 1040-E8, E‘“’“m T:‘g{'ﬂdmh%; Oth
employer can withhold the correct federal income warkshests on page 2 further adjust your you uma’i’ owe a . DS el {);0# o mp'?nelon ,fr o
$ax from your pay. Consider completing a new Form withholding allowances based on ftemized """ust“y nmm 15:;." o Fo “’,‘ _4° W_%'i," shou
W-4 each year and when your paraongf or financlal deductions, certaln credits, adjustments to Income, adjust your 0icing on Form W-4 or -
situation changes, or two-eamers/mulﬂplejobs ations, 'lwll_')deamem or multiple jobs. if )ng l}'gve ath
Examption from withholding If you are exem Complete all worksheets that . However, you thtaying spouse or more than one job, figure the
compiets only lines 1, 2, 3,2? 7 and slgnmp;' msyclagmfawar(orzaro allowa:gengormgular Wﬁﬂallpl-"gls Nrfdlommyggmm edli:n claim
form to validate it, Your exsmption for 207 explres Wages, withholding must be based on allowances “,"? oy égun',";”{.' c:’l?lng u:ueSly w';‘" ge%‘;g?awm
m&g%m& See Pub. 505, Tax Withholding l);t:u clalrnead o?nvgn glg not be a fiat amount or when all allowances are claimed on the Form W.4

for the highest Ing Job and zero allowances are

Note: If anoth, lai dependent Head of housshold, Generally, laim head X
el T Y e T e e 00 Ul 30 o e
from withholding if your total income excesde $1,050 you are unmarried and pay more than 509 of the Ngﬂ"'”."agg' g =l “F;':%'jﬁ et ction: sf:.;
and Ingludes more Then $350 of uneamed Income (for costs of kesping up a home for yoursalf and your N r?sidam' E"upp egla?;ltal ! l?ﬁ’lgligo e
exampls, Interest and dividends), depend sfor erq divi e on ens, before completing m,
(I s ons, ugtion, an BCK your olding. your Farm
ne. An employee may be able to clajm Pﬁﬁm ptions, Standard Dedugti d Check your withholding. After your Fo W-4 takos
exemption from wmo,g{,?em ifthe employes is Filing Information, for fr1fonnaﬂon. effect, use Pub, 505 1o sge how the amount you are
a dependent, If the employes; Tax oredits, You can take projected tax credits nfo ?:r"gb?' .‘;’f‘g’;‘:’,‘,’g“ggg’f’&g’wygﬁ' mlm;‘x
* Is age 65 or older, Winholding Spang your %ﬁ?g},’},ﬁiﬂmmm exceed $130,000 (Single) or $180,000 (Masde,
s s blind, or care expenses and the child tax credjt may be claimed Future developments, Information about any future
= Wl claim acustments o Income; tax credits; or Seo i Som o owances Workahest blow. agsiohon anacie She o U uch e
Htemized deductions, on his or her fax retum, oredits Into withheldin allowances, ATl at www.Jrs.gov/wd,
Personal Allowances Worksheet (Keep for your records.)
A Enter"1"foryourselfifnooneelsecanclalmyouasadependent. 9 2 0 0 0 0 0 b .o o o A _|]
* You're single and have only one job; or
B Enter*1” i * You're marnried, have only one job, and your Spouse doesn't work; or B I
® Your wages from a second Job or your spouse’s wages (or the total of both) are $1,600 or less,
C  Enter 1" for your Spouse. But, you may choose to enter *-0-" if you are married and have either a working spouse or more
than one job. (Entering #-0-* may help you avold having too little tax withheld) . . . |, | | | t e s o . .. e éf
D Enter number of dependents (other than your spouse or yourself) you will claim on yourtexretum. , ., | . | D
E  Enter 1" if you wili file as head of household on your tax retum (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 you plan to claim a credit F g
(Note: Do not Include child Support payments. See Pub, 508, Child and Dependent Care Expenses, for details,)
G Child Tax Credit (including additional child tax credit). Ses Pub. 972, Child Tax Credit, for more Information,
® If your total income wili be less than $70,000 ($100,000 if married), enter “2” for each eligible child; then less *1” jf you
have two to four eliglble children or lass =2~ if you have five or more eligibie chiidren,
* If your total income will be between $70,000 and $84,000 ($100,000 and $119,000 if married), enter “1" for each eligblechid,. @ g
H  Addlnes A through G and enter total here, (Note: This may be different from the number of exemptions you claim on your tax retum,) » H a
L] li;you plan to itemize or elalm adjustments to Income and want to raduce your withholding, see the Deductions
For accuracy, and Adjustments Worksheet on page 2.
complete all * If you are single and have more than one job or are married and you and your spouse both work and the combined
worksheets eammFs from all jobs exceed $50,000 ($20,000 i married), see the Two-Eamers/Multiple Jobs Worksheet on page 2
that apply. 1o avoid having too little tax withheld.
* If nelther of the above situations applies, stop here and enter the number from line H on line 5 of Form W-4 below.
Separate here and give Form W-4 to your employer. Keep the top part for your records.
- w_4 Employee’s Withholding Allowance Certificate OMB No. 1645-0074
m
» Whether Yyou are entitled to clalm a certaln number of allowances or exemption from withhalding is
mmlﬁmw subject to review by the IRS. Your empioyer may he required to send a Gopy of this form to the IRS, 2 @ 1 7
1 quur first name and middie Initial Last name 2 Your socla] security number
& . Coleman ’ 465-31-03207

Home address (umber and street or rural routs) 3 \eingle [ Marmea L] Married, but withhold at higher Single rats,

l O | (7 v I~e« A \ X Note: If maried, but legally separated, or spouseis a nonresident afien, chack the *Single” hox,

City ortown, state, and ZIP code

5§  Tétal number of allowances you are claiming (from line H above or from the applicable workshest on page 2) 5
6  Additional amount, if any, you want withheld from each paycheck © 9 © 0 0 5 0 5 0 o o & 6 (3
7 lclaim exemption from withholding for 201 7, and | certify that | meet both of the following conditions for exemption.

4 Hyourlast name differs from that shown on your soolal security card,
M i) ) Dy M N - 5 5 40 3 check here. You must call 1-800-772-1213 for a replacement card, > []
r

® Last year | had a right to a refund of all federal income tax withheld because | had no tax liabliiity, 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, . . . 7]

Under penalties of perjury, | declare that | have examined this certificate and, to the best of my knowledge and bellef, it Is true, carrect, and complete,

Employee’s signature
(This form is not valld unless you signit) » 7 Date> )] / [5]] y
8 Employer's name and address (Employer; Complete lines 8 and 10 only If sending to the IRS)) | 9 Office code {optional) | 10 Employer identlﬂoaﬁon number (EIN)

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



Employment Eligibility Verification

USCIS
SN Department of Homeland Secarity OME ;:"115;3 o
e U.S. Citizenship and Immigration Services Expires 08/31/2019
5 afore completing this form. The instructions must be avalilable, either In Paper or slectronically,
5 e for errors in the completion of this form
NOTICE: itis lllegal to discriminate against work-authorized individuals Employers CANNOT specify which

estation Emplopees must oampiste and sign Seelion

08ping a job offer)
Last Name {Family Name) First Name (Given Name) Middle Initial Other Last Names Used (i any)
0 leman Shane| :
Address (Street Number and Name) Apt. Number | City or Town Sme.l ZIP Code
1o Cucrie Ave Mfﬂ_i , MN | 5546
Date of Birth (mm/adlyyyy) |u.s. Socal Security Number Empioyee's E-mall Address 4 Empioyee's Telephone Number
06 /19/1479_|CE]- BT bl g 4 ) 2060105
Iam aware that federal law provides for Imprisonment and/or fines for false statements r Jgéo 3? false documents in
connection with the completion of this form.
] attest, under penalty of perjury, that | am (check one of the following boxes):
[ A citizen of the United States

[C] 2. Anoncitizen nationai of the United States (See instructions)
D 3. A lawiul permanent resident (Allen Registration Number/USCIS Number);

D 4. An alien authorized to work  until (expliration date, if applicabie, mmiddlyyyy):
Some aliens may write "N/A" In the expiration date fieid, (See instructions)
Aliens authorized to work must provide only ane of the following document numbers to complete Form |-9; QR Gode - Section 1
An Allen Reglstration Numbe,

Do Not Wite In This Space

OR

2, Form [-84 Admission Number;
OR
3. Foreign Passport Number:

Country of Issuance:

Slignature of Employee q a Today's Dw
&M . o '

“reparer and/ar Translator Gerlificatlon (eheck one
N J tlid not use & preparer of transtator, (] A preparer(s) and/or Fransiator(s) assistad the emplayeq in eomplating Seation 4.
JXP beiow muyst be Gompisted end signed when Rrépargrs

enatir renslatrs assist an emplayes in Yompleting Sectien 1)
I Attest, under Penalty of perjury, that | have assisted in the compietion of Section 1 of this form and that to the best of my
knowledge the information is true and correct.
Slgnature of Preparer or Translator Today's Date (mm/ddfyyyy)
Last Name (Family Name) First Name (Given Name)
Address (Strest Number and Name) City or Town State ZIP Code

e ~ Employay Complates Next Page @

FormI-9 07/17/17 N Page 10f3



Employment Eligibility Verification
Department of Homeland Security
U.S. Citizenship and Immigration Services

USCIS
Form I-9
OMB No, 1615-0047
Expires 08/31/2019

'® Airst day af

o Lt & a o o
Zi szimhlpllmmlgraﬂm '
ListA ListC
Identity ﬂ Employment Authorization ~ Emplo.yment Authorization

Document Title e ‘6! ﬂ

Issuing Authority b Autfiority . ] x

Document Number ‘m‘m‘l&%
[ Expiration Dats (7 amy) (mridhy3)

Document Title

issuing Authority Additional information B0 Nk Yo e

Document Number

Expiration Date (if any)(mm/ddjyyyy)

Document Title

issuing Authority

Doeument Number

Expiration Date (i any) (mm/dciyyyy)
c tion: | attest, under penalty of perjury, that (1) I have examined the document{s) presented by the above-named employes,

Vvelisted document(s) appear to be genuine and to relate to the employee named, and (3) to the best of my knowledge the

employ authorized to work in the United S b

e epiployee's first day of employment (mm/dd/yyyy): M I I§ !w ] 8 T/"{@t’strm:tlons for exemptions)

Si r orized Representative maars Da7 (mmAddlyyyy) Wof Employgr or Authorized Representative
! 7%2 TN 15 |03 (¢ %A/
gme ror Authorized Representative | Fi Emplgyer or Authorized Representative Employer's Business or Organization Name
- EMPLOYER SOLUTIONS STAFFING GROUP LLC
Employer's Business or Organization Address (Street r:lumber and Néme) City or Town State ZIP Code
7480 FLYING CLOUD DRIVE SUITE 200 EDEN PRAIRIE MN © 55344

Seatlon 3, Reverification and Rahires (Yo be aompleled and sigried by empléyer ar aufhoyed representative)

A‘ NQW Nem {# ' bt 3

8. Pate of Rehire (7 applicable]

Last Name (Family Name;

First Name (Given Name)

Middle Initial | Date (mm/dd/yyyy)

continuing employment autha

0. T the employee's previons sm( emplgymen a

ori In the space provided be

zitlon

low.

hae explred, pravide Theé Infarmation for 16 documant of fep@ipl thal eslabllshes

Document Title

Document Number Expiration Date (ifaﬁy) (mm/ddfyyyy)

I attest, under penalty of perjury, that
the employee presented document(s)

to the best of my knowledge, this employee is authorized to work in the United States, and if
, the document(s) | have examined appear to be genuine and to relate to the individual,

Signature of Employer or Authorized Representative

Today's Date (mm/dd/yyyy)

Name of Employer or Authorized Representative

FormI-9 07/17/17 N

Page 2 of 3
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EMPLOYER SOLUTIONS STAFFING GROUP
BACKGROUND CHECK AUTHORIZATION

Emfloyee Name: S‘ﬂ@ﬂ@ U L\ﬂ\ g)\ﬂi GD \"m@ﬂ

(First) (Middle) (Last)
f

Fgrmer Name(s) and Dates Used:

urrent Addr-ss Since: 03/’7 1010 &W{lf'f’ A-v-b Mﬂ)ﬁ , ,\RN . 55907%

(Mo/¥r) (Street) (Gtyy ¥ 7 (State/zip)
Previous Address From:Oﬂ 1l lG(ﬂZﬂ Zggf Xeo A’Wra S M #S , M’O * 5542|
(Mo/Yr) (Street) (City) y (State/Zip)

Previous Address From:

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

Social Security Number: ﬂﬁ 2-Jl-0%07 DOB; UTm& !q 1 I?7f

Phone Number: Holaz Q!G(ﬁ -0) RS’

Driver's License Number/State: L= 175022 Y604 1 // M .I' hnelo 9‘2‘

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

| hereby authorize Employer Solutions Staffing Group, LLC and its designated agents and representatives to conduct a
comprehensive review of my background causing a consumer report and/or an investigative consumer report to be
generated for employment purposes. | understand that the scope of the consumer report/ investigative consumer
report may include, but is not limited to the following areas: verification of social security number; credit reports,
current and previous residences; employment history, education background, character references; drug testing, civil
and criminal history records from any criminal justice agency in any or all federal, state, county jurisdictions; driving
records, birth records, and any other public records.

| further authorize any individual, company, firm, corporation, or public agency to divulge any and all information, verbal

or written, pertaining to me, to Employer Solutions Staffing Group, LLC or its agents. | further authorize the complete
release of any records or data pertaining to me which the individual, company, firm, corporation, or public agency may
have, to include information or data 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 dateg of birth.

>§gnature: &A}'MQ&M&_’—- Date: Dl// [ 5/ [&

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.
O I 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: 3 hﬁﬂ&" CO l;e,mfag

aagess 1010 Cauvrie Ave. Myls, MN]. 55493
Home Phone: ‘@&)QOQ’M

' 0 EMERGENCY CONTACTS '
Please list two peaple (Ih priority order) who could be tontagted In case of an emargenqy
Contact #1 Home Phone:
Name: B')‘P/V’ C: x Col& man Cell Phone: (763 ) 367 - oLHS
Relationship: 3 'S ""C Ve Work Phone:
Contact #2 Home Phone:
Name: Cell Phone:
Relationship: Work Phone:

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

This information will remain confidential and will only be used in the case of an emergency.
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employer solutions staffing group..
Direct Deposit/Payroll Debit Card Authorization

Employees have the option of receiving wages by Direct Deposit and/or Payroll Debit Card.
If ide a written election, wages will be paid by Pa oll Debit Card.

|| Dj Deposit (Please complete Sections 3 and 5 below)
@’{::u Debit Card (Pleaso completo Sections 4 and 5 below) .
SECTHON S DIRECGE DEPOST

I:l Paper Check (Option available to GA NH and NY residents only)

I understand and acknowledge that if I 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,

Initial Date

Account Type: [ Checking [J Savings [JOther

Tohelpusﬂvoidmnldnganemr,pleaseaﬂnchampyofnvoidedcheck. (a deposit slip will not work)
Ifyouchnngebanlm,donotclnseynnroldbankaccoummnﬂyomdﬁ'ectdeposithasslartedatﬁenewbmk,whichmnytnanpnypeﬂods.

SECTION L PANROEE DEBEE CARD

Except for the routing and account number, ESSG does not have access to any information regarding your Payroll Debit Card account or
transactions. On your first payday, you will receive your new Payroll Debit Card, and a packet containing ail of the terms and conditions, You will
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)

FmNmSl@ne“ i = Coleman Dmﬁ;ﬁﬂq -79

Street Address ponox NoT "ABLE) Social Security#

l01d Cure. Y5 - 51~0307

Cig. _— S Zip Cell Phone (pobils) —
Mals R 5542 (2) 304 -012%

RECEIPT OF PAYROLL DEBIT CARD (to be completed when you pick up your Payroll Debit éard)

Payroll Debit Card Routing # PaymﬂDebitCm’dAccount#%S LMO 1 (.p

IhmmceivedmyPaymuDebﬁCmd,welcumehmchme,pmgrmﬂws,pmgrmms,condinnns,anddlsclosnres.ByacﬁvaﬁngmyPayrollDehitCard,

Employee’s Signature: MA\-VVV Date: O I / [5 / | X
T'authorize ESSG to directly deposit my periodic wages/compensation payments, net of required tax withholdings, other required withholdings

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

*E-mail: Sba:,m“()@ (3 Iﬁman 19 @ y alqoo - Com

this information will only be used t¢ send your paystubs electronically

En-lplcyee's Signature; .é"ﬂﬂa/ldi/ Cﬁ&m Date: 01‘/ 12 '[i 5
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employer solutions staffing group..

,201X between
fter referred to as “employer”, -
to as "employee’.

This agreement made this m day of
Employer Solutions Staffing Group LLC, herej
and wa_ hereafter referr
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 busines e employer.

In view of the difficulty of determining the amount of d ]
result to the employer from a violation of any of th provisions\ hereof, the
employee agrees to pay to the employer the sum of $10,000 ap liquidated
damages for every such violation; provided, however, that the paymjent 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 equ

which may

k
Enjiployer Solutions Staffing Group LLC, Representative




employer solutions staffing group..

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.

Noti

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.

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

Signed: M %‘o“w\
Printed Name: _ sl’lmu cclfmzam.
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employer solutions staffing group..

Important/importante
LOST OR STOLEN PAYCHECKS

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

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

CHEQUES DE PAGO PERDIDOS O ROBADOS

Si un cheque de paga.ge pierde (que falta, fuera de lugar, destruido, perdido en
el correo, etc), ygted debe nofificar a su reclutador de personal que el cheque no
se puede encofitrar. SiSe pyede verificar que el cheque no ha sido cobrado,
ESSG se detgndra el cheque, de pago y reemitir el cheque a usted, descontando
un cargo de eptre $ 25 - $ 35

Si su cheque de pago fue gghado, primero debe denunciar el robo a la policia
antes de que podamd¥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): Ql/[ M” Co ){’,man

Signature/Firma: M y QQLL—‘——'—_'—_‘
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employer solutions staffing gro-up-..c

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.

(3) 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.

(6) 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

» 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

* 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.



employer solutions staffing group..

Acknowledgement of Receipt of Workplace Safety Policy

I certify that T 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 952.835.1288/1.866.496.7573 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, I 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)

Shanell Coleman

Employee’s Signature:

_M,_Q)\W Date: _6[7[[_5_”@




om SS90 Pre-Screening Notice and Certification Request for

(Rev. March 2016) the Work Opportunity Credit OMB No. 1545-1500
m‘m&u Y » Information about Form 8850 and its separate instructions is at Www.irs.gov/form8850.

Job applicant: Fill in the lines below and check any boxes th_at apply. Complete only this side.

Your name M_ﬂ-&] l Ca ]-&mzn Soclal security number p db f o ‘5[ 1?3 0 7
Street address where you live 1040 C(j,( fie A‘v&

City or town, state, and ZIP code &4 F)S ﬂﬂ d\) ° 5 5""03

County

”1’ ' ﬂﬂp; N Telephone number _@)@Qb -012K
i

If you are under age 40, enter your date of birth (month, day, year) (v] P} 'Z lﬂ l lﬂ 7?

1

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

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

N

* | am a member of a famlly that has recelved assistance from Temporary Assistance for Needy Families (TANF) for any 9
months during the past 18 months.

°® | am a veteran and a member of a family that received Supplemental Nutrition Assistance Program (SNAP) benefits (food
stamps) for at least a 3-month period during the past 15 months.

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

° |am at least age 18 but not age 40 or older and | am a member of a famlily that:
a. Received SNAP benefits (food stamps) 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.

® | recelved supplemental security Income (SSI) benefits 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 6 months during the
past year.

[ Check here if you are a veteran and you were unemployed for a period or periods totaling at least 6 months during the past
year.

[] 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 Forees during the past year,

(] Check here if you are a veteran entitled to compensation for a service-connected disabllity and you were unemployed for a
period or periods totaling at least 6 months during the past year.

[ check here if you are a member of a family that;
* Recelved TANF payments for at |east 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, 1897, ended during the past 2 years; or

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

[J 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.

Signature —All Applicanis Must Sign

Under penalties of perjury, | declare 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 knowledge, true,
comrect, and complete,

Job ap)

plicant’s signature b M @;U—(/s—-————"“ Date OI / f5 / f g

For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 228511 Form 8850 (Rev. 3-2016)



!

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

EMPLOYER SECTION:

Snecialistilin

ax Gredit Admisistration

Client: Company:

Location: Position: Starting Wage: $

EMPLOYEE SECTION:

First Name: Last Name: Suffix; Street Address: ‘ City/State:

1. Shanell Colewas 1016 Corrie Ave b MN

Zip:

55403

SSi: Date of Birth: Age: Have you worked for | Iflyes, location:

Hs-51-0307 | 06/19/1a79 | 3F |"Vall Nei”

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)
at any time since Augnst 5, 19972 (If yes, please provide information below.)

Name of'the person redeiving benefits; ______ Relationshiptoyon: _

City: County: State:

O o

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

Name of the person receiving benefits: Relationship to you:
city: Upls County: Yenn State: netodn

3.

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

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

[] Vocational Rehabilitation Agency [] Dept. of Veterans Affairs [] Employment Network (Ticket to Work Program)

Name 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,

Are yon a Veteran of the U.S, Military? *Ifyes, please provide a copy of your DD-214 and letter of separation.
(If yes, please provide information below. If no, pleass continue to question #6.)

Dates of Service - From: To:
Branch of Service:
Are you entitled to or are yon receiving compensation for a service-connected disability?

6‘

Have you been unemployed at any time during the last 12 months?

If yes, dates of unemployment - From: 6i/t7 To: IZ! 7
Did you receive nnemployment compensation at any point during your unemployment?
If yes, in which state did you receive unemployment compensation? ___

Have you been convicted of a felony or released from prison for a felony conviction in the past 12 months?
Conviction Date: Release Date:

Wasthisa [] Federal or [] State conviction? If State - County: _____ State:

Additional Tax Credits
IEC (Native American): Are you or your spouse a 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? [] Warkforce Investment Act?
O Are you a migrant or seasonal farm worker? [ | Have you ever been convicted of a misdemeanor?
SC Residents: [] Do you receive Family Independence Benefits?

PLEASE READ, SIGN, AND DATE:
Under penalties of perjury, 1 declare the information above to be true and accurate fo the best of my knowledge, and 1 hereby authorize any agency, organization, or
individuals to supply such verification or information that may be needed 1o determine tax credit eligibility to my employer, emplayer representative {Associated

Consultants, Inc. dba Retrotax), or the De ent of Labor.
’__&Nﬂn Employee Signature: M cﬁ}t/"_—"

Date: 0[/1 5/[ 8/



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
group.

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

New Hire’s Signature: M Z aj_‘:&b‘m’— pate_ 0] 145 2 lX

New Hire Name: n ( - N

Social Security Number: 465 - J91-0307

Employer Name:

Please check the statements below if they apply to you.

O | 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.

E/ | declare,that | have been in a period of unemployment since
olfor /17
(Enter staft date)

Privacy Act Notice:
The Intemal Revenue Code of 1986, Section 51, as amended and its enacting legislation, P.L. 104-188, specify that the State Workforce Agencies are the
"designated® agencles responsible for administering the WOTC cerfification procedures of this program. The information you have provided completing this

form will be disclosed by your employer fo the State Workforce Agency. Provislon of this Informafion is voluntary; however the Information Is required to
determine your employer's efigibility for the federal tax credit.

Fr 4 ¢ e ) m— . ¢ - 6 — e 5+ 4 e 4 S ¢ ¢ m— ¢ § S} E— ¢ & Y %o S S § S § ¢ § A $ M 3 o mmm  p ¢ s S S 4§ M 4 M4 e S % —t e — — o m— o — 1

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’ obligation to
compiete this form is required fo obtain or retein benefits (P.L. 111-6). Public reporting burden is estimated to average 10 minutes per response, including the
time for reviewing Instructions, searching existing data sources, gathering and maintaining the data needed, and completing and reviewing the callection of
Information. Send comments regarding this burden esfimate to the U.S, Department of Labor, Divislon of National Programs Tools Technical Assistance,
Room C-4510, Washington, D.C. 20210 (Paperwork Reduction Project 1205-0371). Please do not submit completed forms to this address,

117-

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. |Lhave read the entire contents of this policy and | am aware and fully

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

3. | hereby voluntarily consent to ESSG, or its health service providers, or
other persons or entities acting for or with them, to collect a body component (blood,
urine, breath, or any combination thereof) from me for testing for aicohol 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.

01/15 &

Date !

( Individual's Nam’é

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



L

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 days after completion of a suitable

job assignment from a staffing service, (1) fails without good cause to
affirmatively request an additional suitable job 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 unemploym efits.

| 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.\o- C . (Inilial)

12://,5/1?

Employee Signature: ' Date;

Shanell Colemzn

Employee (please print your name here)

CMG_SM - Rev. 08.2013



" @ €mployer solutions staffing group.
@5’ Leveraging Recouires in a Changing Marke:

L] New

T

e
51
"l::f.»

employer solutions group.

Enhanced MEC Plan_Plag 1

ESNG

Wemedn saia

Soctal Security Number

M)

Ab5-51- 0307
State ,—Zl_p—t:ode
M S5S5Ho3

Please Select Desired Coverage:

l: Employee Only - D Employee+Spouse -
- $24.00/Week $38.00/Week

Gender LT Male | Marital Status 1075ingie | Bats o Birtn j Dt of G

omale | [ Marmied 1 pivoreeq Sune 19,1979 0l/15/13
Phong.-Number: Emaii Addyass: [ S
__CQ[R-% R66—0 (23 ﬂ'h’&ﬂgl% Colewmgy Iﬁ@ A/2hoo.com

Employee+Child(ren) -
$36.00/Week

Family -
$63.00/Week

Othercoverage information including Medicare/Medicaid

NAME OF PERSON COVERED (FIRST, LAST):

Social Security # Birth Date | S8x Relationship
I §]
- ML Last Name EI] r:n;le - pomnomgﬁccﬁﬂiw
Social Security # Birth Date { Sex Relationship
] Male CISpouse [ Child
Ml Last Name [J Female ] Domestic Partner
I Social Smﬁy# Bhﬂl Date Rdaﬁon-sh. j.P :

i~

effective date. Further, | authorize my employer to make the necessary payroll deduction

IF ENROLLING - YOU MUST SIGN HERE

Employes Signature

Employes Acimowisdgemsnt and Authorization - | herahy apply for the group henefit{s) as indleatsd. | acknowladge that ali entries are true and complete and that
any misstatements or fallure to report information may be used as the basls for canceliation of coverage for me and my dependent{s), if any, from the original

of pramiums for coverages | have elected,

Dato

EMPLOYEES DECLINING O
| understand that | and/or my dependents, if any, walve any covarage and desire to partic

(including my Spouss) hecause of other covarage, | may, in futura be abie to enroll mysel
days after the other coverage ends. In addition, if a new dependent relationship forms ag

s Shprell, Cotyur.

| am DECLINING coverage

Ipate In the plan at a Jater date. Ifwe may be considersd a late enrollee and

must meet the requirements defined in the Certificate of Coverage for the company’s madical or dantal rxgs. If1 decline enroliment for myself or my dependents

f or my depend, In thia plan, provided | request enroliment within 34

a result of marrjage, birth, adoption, placement for adoption of parting suit

of adoption, | may be able to enroll myself or my dependent, provided | request enroliment within 31 days ofthe event.

Date

ol/is/)&

Employer Solutions Staffing Group Health Benefits Team
PO Box 46270 Minneapolis, MN 55344-0956
Phone: 852-767-9519 Fax: 952-767-9515
Email: Health@employersolutinnsgroup.com

Benefit Plan Administratos, Inc.




feacu wnaemnity Medical Benefits Plan 2

-

VS| 219301-E5G-1 OFFICE USE ONLY LOCATION

Rehire Date____ ¢

——

/

ENROLLMENT FORM

——

ESC CU(UNAC-MN) P1 v18.2

A. REQUIRED EMPLOYEE INFORMATIO_N

Y p?s

PRINT USING BLACK or BLUE INK (Vi Be Filled Gut)
Shanell Coloman | SASee 0307 Claome-owre | MIE"
010 Carrie Aye . i ik

State M /U Zip 55 405 Date of Birth

06712787

B.DO YOU OR ANY. OF YOUR DEPENDENTS RECEIVE MEDICARE BENEFITS?

e e .

Yes If Yes, please continue,
Medicare Health Insurance Claim Number (HICN) - Medicare Effective Date
= . S S S e e e
Name of Covered Person (s): i
i L2 3
C. LIMITED BENEFITS PLAN SELECTION Payroll Deducted Weekly Rates
You MUST select a coverage level before any benefits in Section C. Your coverage level for the all benefits in Sectioh C will be
identical. The Fixed Indemnity Medical Plan, Dental Plan, Term Life Plan, and Short-Term Disability plans are underwritten by BCS
Insurance Company. The Vision plan is underwritten by Companion Life Insurance Company.
FIXED INDEMNITY SHORT-TERM
SELECT COYERAGE LEVE"L MEDICA__L 1 DENTAF | VISION | TERM LIFE_ | DISABII_._ITY 2
Employse Only [ ] s2025 {3 sea7 1| saae Gl soe0 13| g0 £
Employee +1 [_] $41.10 $12.34 $4.92 $0.90
Employee + Family [ ] $54.88 $20.36 $6.56 $1.80
NoO toé!._L Benefits D DYes DNd DYes D No DYes D No J DYes D No DYes D No

' This coverage is not available to residents of NH, H], o

e 2 - - 3
r PR.2STD is not availab

ic le to persons who work in CA, HI, NJ,

For Term Life / Accidental Death & Dismemberment, please write in your beneficiary information. At:t:iden-t;lw-~ eka-iﬁh-
Dismemberment is part of the Term Life Benefit.

_Name ____Relationship
Name  Social Security # Date of Birth | Sex Relationship

e ful / _M_i___@_ - [:I Spouse l:__l__Child [ ] Domestic Partner
Name Social Security #  Date of Birth | Sex Relationship

o B / | @ []Spouse [Ichild ] Domestic Partner
Name an Social Seéaﬁf): # .E)ﬁat;c;f-é—lrtﬁshex N Relationship B e S,

_____ o = /7 i @ ] Spouse _l:l Child[] Domestic Partnt-_:f_g_ :
Name [ Social Security # ' Date of Birth ' Sex Relationship

LI . @ EET L IMITE]  Cspouse[ ] Child[] Domestic Partner
E. REQUIRED SIGNATURE YOU MUST SIGN AND DATE, EVEN IF YOU DECLINE COVERAGE )

I have read the benef}
a limited time and | y

t packet and understan
nderstand that making

d its limitations, | understand that o

N\ 2Lil5 @018 b siamamune

no benefit selectipn is a declination

pen enrollment is only available for
of coverage.

This is an Essential StaffCARE Enroliment Form.



