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employer solutions staffing grc;u;xc

New Hire Application

Personal Data~ PLEASE PRINT LEGIBLY IN INK

Last Name Hamilton

Street Address 5260 long lake rd

PO Box 46270

1] Minneapolis, MN 55344-9956

Tel: 952.835.1288

City/State/Zip _ Moundsview

Phone Number 6512265018

First Name _Villiam Middle Initial ©
Aptiste F
55122

Soclal Security Last Four XXX-xx- 1377

Email Address hamilwilo01@gmail.com @

Staffing Agency/Recruitment Partner M8

Are songitional up

Are you legally authorized to work In the United States of America? @IYES (INO

atisfacton

prooi of jaenufy

and 1eqaal an

Applicant Certification and Authorization

| authorize Employer Solutions Staffing Group (ESSG) o use the information and statements contained in this appiication to determine my
qualifioations for employment. | authorize ESSG to meks inquiries of my former employers, except as indicated in this application,
regarding my previous duties, responsibliities, performance, compensation and eligibiifty for rehire.

1 understand thet & comprehensive background check may be conducted to detarmine my eligibility for hire by certsin cllents of ESSG.
This may include but ls not limited to, investigations of criminal and/or conviotion records, driving records and/or a drug screen test as
required by clients, govemment regulations or by ESSG policies.
| relesse ESSG and other persons or entities from any claims that might be based on ESSG's decision to conduct a background check.

| cerlify that all statements made in my application are true and accurate and that | have not omittad any material information or provided
false or misleading information. | understand that any material omission or misrepresentation will result in my disqualification from
consideration for employment or, if discovered after | begin employment, will result in my termination.

if hired, ! agree fo abide by the policies*and procedures of ESSG.

W hamilton ;ﬁ%w Feb21,2018
Name (Print or type) Applicants Signature "Date
A copy or facsimile ("fax”) will bo considered the same as an original signature. Emall will ONLY be used for employment correspondence
For ESSG Office Use Only '
POH NHW )9 8850 W4
Emergency Gontactinfo | Background Release Form Background Results Uneinployment Letter ESC Application
{if applicable)
For ESSG Client Use
DOH ROP Work Site Loc. WC Code

ES8G- CMG-CO

Rev. 042017



Tha exneptions don’t plemiental wages Nonwage
FOI'I'n W‘4 (2017) mmm.nw.o@&"w“" nomhmmn‘wmamm“
mnddunuumesﬂmdm using Form
Mahﬁmﬂm"mmﬁw 1040€B.Esﬂmated1' for uah.
PmmeomplststmMeoMym “
the conect fedaral income workshests on page 2 further adjust your V"“% Pub.swg"m X sr?;mu
ﬁomyourm.mmpl anew Form withhoiding allowances based on nemlzed w}g;‘
w-deanh and when your or awmmmmbmm o
or two-aamers/muftiple jobs Meamornmn!pbt‘m havaam
workshests . However,
m&um1 a.é‘.'%." angsign wm'"'m’(mmauwmmmm iotal “mygggﬂm’mm
form to validate &, Your for 2017 enpires Wwages, withia m based on aliowanaes (Y mmmawwmmmm
15.2018.899 ,ax you claimed and mayrmuaaﬁatmmar whmaullw o8 lelrmed of e Wed
peroantage af wag forthe Job and zero llowanaes are
on his or et tax ratum, 5&"-?”"”‘ pent of g mnsmg'naw'yﬁxm hegd N lml W N e
and Inciucies more g%ooiun:madmﬁsﬂggr Ing hamei:rw and your m1mMa WS Intoutions for
e, interest and dividends), or ot ’5: 32, Mmm:&m&mm
e o e ey S0 o Fllng Infommation, Sor Iomranen. o olion sﬁeut.wal‘uh.aostoseahow
& Gopentiont, 1 o ampicyaer T | e emeloyes s Tex reds You can e toxcrachs o mmlﬂbm WWW
= |3 age 65 or clder, m oy mmududmm mudmsu.uoo(shne)
* ls blind, or care axpenses and the child tax oredit may ba clalmed devdmmwonnaumabomwmmra
the Allowances below, ments affecting Form W-4
3 Wi cism acutmernts 1 income; tax creds; or %mmhhmmmmm ammmmgr reiease posted
Persoml Allowances Worksheet (Keep for your records,)
A  Enter*1”foryourselfifnooneelsocanclaimyouasadependert . . . . . . , . . . . . . . . . . . A1
» You're single and have only one job; or
B  Enter®1*if: { * You'ra married, have only one job, and your spouss doesn't work; or ] . « . B o
* Your wages from a seoond job or your spouss’s wages (or the total of both) are $1,500 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 ons job. (Entering *-0-" may help you avold having too fittle tex withheld)} . . . o 0 0 b o g .+ GO
D Enmrnumberofdependem(othermanyourspouaeoryoumlﬂyouwmcla!monyourmxreturn. o o o .. Do
E  Enter ®1" if you will file as head of housshold on your tax return (see conditions under Head of household abovs) o E 1
F Entar"l"lfyouhaveatlsastsz.ouom'ohildordapandamammtpenmforwmohyouplantoclalmamdit . »» F 0
(Note: Do not include chlld support payments. Sse Pub. 503, Child and Dependent Cars Expansss, for detalls.)
G Child Tax Cradit (including additional child tax oredlf), S8ee Pub, 972, Child Tax Credit, for more information.
® If your total income will be less than $70,000 ($100,000 if married), enter “2" for each efigible child; then less *1” if you
have two to four efigible children or less “2® if you have five or more eligible ohildren.
* if your total income will be between $70,000 and $84,000 ($100,000 and $119,000 if manied), enter *4° for each eligiblechild. @ o
H AddllnesAﬁlrothandenterMalhem.(Note:Thlsmaybadlﬂaramﬂ'ommamunberofmmpﬁonsyouclalmonyourtaxrsh:m)>H 2
* if you plan to temize or claim adjustments to incoma and want to reducs your withholdl the Peductio
Foracouracy, [ and Adjustments Workaheet on poge 8. = il =
complete all -lfyouaresln& and have mo reﬂ:anonejuhormmarﬂedandwuandyowspnmboﬂlmrkmdﬁaembmw
workshests avo?a obs mwdssn.ooo {820,000 if married), see the Two-Eamers/Multiple Jobs Workshest on page 2
that apply. 1o avold having too litfle tax withheld.

» If nelther of the abova siuations 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, i(aep the top part for your records.

Employee’s Withholding Allowance Certificate

bmmmmbMaMnmumwmpﬂmmmwmb
wmmwmmwmmmnmpmwumadhmamwmmwmm

OMB No, 1545-0074

2017

‘aur first name and miidie Initial Last name 2 Yom'mdalaemmnumber
William Hamllton 226731377
Hame address (number and sirsel or rural routs) 3@ single Ol Maried Q] Married, but withiold et higher Single rate.
57-50_@8 lake rd F Note: Hf married, but legally separatad, or spousa is a nonresident allen, chack the “Single® box.
Gity or own, atate, and ZIP code 4 Hyour iast name differs from that shown on your soolal securlty card,
Moundsview 55122 chook hers. You must aall 1-600-772-1213 for a replasament oard, > 1

&
8
7

“Total number of allowances you are claiming (from line H above or from the applicable workshest on page 2) §j2
Additional amount, if any, you want withheld fromeachpaycheck . . . . . ., . . . . . 6% 0
I elaim exemption from withholding for 2017, and | certify that | mest both of the following conditions for axemptlon.
* Last year | had a right to a refund of all federal Income tax withheld bacause | had no tax liability, and

* This year | expeot a refund of all federal income tax withheld because | expact to have no tax liability.

it you meat both conditions, writa “Exempt® here. . . . g a°q. 0 . W |7 | Exampt

Under penalties of perjury, | declare that | have examined this certificate and. to the best of my knowledge and bellaf, it is true, correct, and complate.

Employee's signature 1J
(This form is not valid unless you sign it) pwiam

L pates FeD 21,2018

Emplover's name ari address (Employer; Complete lines 8 and 10 only if sending to the IRS,)

8 Offioe code (optional) | 10 Employer identification sumber (EIN)

For Privacy Act and Paperwork Reduction Act Notice, see page 2.

Oat. Ne, 102200 Form W4 2017)



T DEPARTMENT Yl
& OF REVENUE MN

2017 Minnesota Employee Withholding Allowance/Exemption Certificate
Employees

You must complets and give this form to your employer if you do any of tha following:

+ Claim fewer Minnesota withholding allowances than your federal allowances

= Clalm more than 10 Minnesata withholding allowances

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

* Claim to be exampt from federal withholding or clalm to be exempt from Minnesota withholding

Do not complete this form if you are laiming the same number of Minnesota allowances as federal and the number olaimed is 10 or jess.

Emplayes's first name and initial Last nama Employes’s Baclal Seourity number
W hamilton 226731377
Permanent address Wiadital status (check one Bo0 ]
_ 5260 longlzke rd ) @ Sporasos norrescemeten
o State ZiP code Manied
Moundsview 86122 O~ Married, but withho!d et higher Single rate

Employses: Read lnstructions on baok, complete Ssotion 1 OR Section 2, sign and give the completed form to your employer.
{Do not compiete both Section 1. and Section 2, Completing both sections will make the form invalid.)

— Section 1 — Determining Minnesota allowances

Complete Seotion 1 if you claim fewer Minnesota allowances than your federal aflowances, AND/OR if you want additional Min-
nesota withholding deducted each pay period.

0
1 Total number of federal allowances olaimed an federal FormW-4 ............. 00 306 IBBOB0a006B00 1
0
2 Total number of Minnesots allowances (fne 2 0annot be MOre thAN B 1) vveeeervennsesnerenese 3 5
8 Additional Minnesota withholding you want deducted each pay period ...... 00000 50000ONCOIOC000S 3 s

27 [T section 2 — Exemption from Minnesota withholding
ot : Complete Section 2 If you claim to be exempt from Minnesota Income tax withholding (see Section 2 instructions for qualifica-
4 ! ns). if applicable, check one box below to indicate the reason why you belleve you are exempt:

! =] | mest the requirements and claim exempt from both federal and Minnesota Income tax withholding.

;3' ' EJ Even though | did not claim exempt from federal withholding, | olalm exempt from Minnesota withholding because | had no
5 Minnesota inoome tax ltabllity last year, ] received a refund of all Minnesota income tex withheld, AND | expest 10 have no Min-
i nesots income tax liability this year.

EII My spouse Is a military service member assigned to a mifitary location In Minnesota, my domioile {legal residence) is in another
state, AND | am in Minnesota solely 1o be with my apouse. My state of domicile is
E @ 1 am an American Indian Eving end working on a reservation.
; [ZP 1am a member of the Minnesota National Guard or an active duty U.S. military member and clalm exempt from Minnesota
withholding on my military pay.
D:! | receive a military penslon or other military retirement pay as caloulated under Title 10,1401 through 1414, 1447 through
1485, and 12738 and clalm exempt from Minnesota withholding on this retirement pay.

' | certify that all Information provided in Section 1 OR Section 2 Is correct. | understand there is a 8500 penalty for filing a false with-
g g holding allowange/exemption certificate,

e % Feb21,2018 oV phone

" Empioyees: Give the complated form 1o your employer.

Employers

if you are required to send a copy of this form to the Department of Revenue (ses Instructions), you must enter the empioyer information below
and mailthis form to: Minnesota Revenue, Mail Station 6501, St. Paul, MN B51486-6501. {incomplete forms are considered invalid.) A $50
penalty may be assssaed for each raqaired Form W-4MN not filed with the department.

Keep a copy for your records,
w 5 Nemeofemplayer | Federal empioyer ID number {FEIN) | Minnesaota tex ID number
E . Ridiess oy ' Stote 1P code
ma 12715 Questions?  Wabsite: www.revenue.state.mn.us. Emall; withnolding.tax@state.mn.us. Phons: 651-282-8999 or 1-800-657-3594.



Employment Eligibility Verification ' USCIS

Department of Homeland Security oml: ::nllsf;:w
U.S. Citizenship and Immigration Services Exphres 08/31/2019

e e e T B D N (A TN T Ty e |
P START HERE: Read instrucfions carsfully before completing this form. The Instructions must ba avallabls, sither in paper or elestronicaliy,
dusing complation of this form. Employers are lable for errors in the completion of this form.

ANTI-DISCRIMINATION NOTICE: It is lllegal to discriminate against work-authorized individuals. Employers CANNOT specify which
document{s) an employee may present to establish employment authorization and identlty, The refusal to hire or continue to employ
an individual because the documentation presented has a futwe expiration date may also constitute illegal discrimination.

Section 1. Employes Information and Aftestation (Empioyess rust complete and aign Seotion 7 of Farm 1 no later

then the first day of employient, but not before abcepting g foboffer) 45~ .

Last Nams {Family Nams) First Name (Givan Nams) Middle Initial Other Last Names Used (if any)
Hamilton Wiltiam F Na

Address (Straet Number and Name) Apt. Number | Cily or Town State  {ZIP Gode

5260 long lake rd Na Moundsview Mn 55122

Date of Birth (mmAddyyyy) | U.S. Sovlal Sscurity Number Employee's E-mali Address Employes's Telephone Numhsr

08/16/1994 }Zﬁﬁn[ |'|-[ [‘ﬂ | Hamilwilo01@gmail.com 6512269018

1 am aware that foderal law provides for imprisonment andlor fines for false statements or usse of false documents in
connaction with the completion of this form.

1 attest, under penalty of perjury, that I am (check one of the following boxes):
@_] 1. Acitizen of the United States

PQ] 2, A noniizen national of the United Stetes (Ses instruations)

(] 8. A lawlul permanant resident {Allen Registration Number/USCIS Number): Na

@ 4. An alien authorized to work  unti) {sxpiration dete, If applicable, mm/ddfyyyy): Na
Soma aliens may writs "N/A” In the expirafion date field. {See instructions)

Allens authorizad to work must provide only one of the following document numbers to complete Form 1-9;
An Alien Registration Numben/USCIS Number OR Form 184 Admission Number OR Foreign Passport Number,

|

1. Allen Registration NumberfUSCIS Number: Na 3
OR '
|

TR Code - Becion 1
Do NotWnite I This Space

2, Form |-94 Admission Number: Na
OR

3, Foreign Passport Number: Na
Country of Issuance: Na

Signature of Employee ﬁﬂg Today's Date (mm/idfyyy) E
}V hamilton [Feh 23, 2018) Feb 21, 2018 :

Preparer andlor Translator Gertification (check one):
@ 1 did not use a prepareror {ranslator. A preparer(s) and/or translator(s) assisted the employses in complating 8sction 1.
(Fields befow must be completed and signed when proparers-and/or translators assist an employes in completing Sectien 1.)

Taftest, under penalty of parjury, that1 iave assisted in the completion of Sastion 1 oF thia form and that to the best of my
knowledge the Information is true and correot.

Signature of Preparer or Translator Today's Date (mm/ddfyyyy)
Last Name (Family Name) Flrst Name (Given Namo)
Address (Strest Number and Narme) City or Town State  |2IP Code

@ e Complites Nesi Page

Form1-9 017117 N Page | of 3



Employment Eligibllity Verification USCIS

Homel Form -9
Depax. s . . “d.s “"m’. OMB No. 16150047

U.S. Citizenship and Immigration Services Explres 0873172019
ection 2. Employer or Author epresentative Review and Verlification

|{(Emplayers or their authorized repressniative must camplete and sign Ssation 2 within 3 busmess days afthe empioyee s first day of employment. You
must physically examine ane document frem List A OR a combination of one.dogument from Lisi B and ane document from List C 88 Ifsted on the "Lists
of Agceptable Daournents.”)

Employee Info from Sestion 1 WW
ListA i

identity and Employment Authorization
| Dooument Tifle

tasuing Authority

‘Tammenmumbar ' nt|
|

|

| Expiration Date (& any)(mm/adivyyy) WW

Document Title

Tosing Auiony Addifional information | ConewasnTaam |
et Nt | |
|

Expiation Dt (7 any,fnrmiddyyy)
|

{ Documrent Title
|
‘xssumgmm‘&r

f Documert Numbsr
Ezpmm Bt [P eyl

1 attest, under penaity of perjury, that (1) | have sxamined the document{s) presentad by tha above-named employea,
alibwa-listed document{s) appear to be genuine and to ralate o the eyployes named, and {3) to the best of my knowlsrige the
- 8 authorized to work in the United States,

employment {mm/dd/yyyy): 02 }l 20’7 (SBelnsu:mﬂ s for axemptions)

e

o T ey b

. ﬁ gr or Authorized Ropresentative | =i 3 ar/;rmﬂ'mmdaawasamauva Employer's Business or Qrganization Name
/ l

ployar's Business or Organization Address (Strest Number and Name) | Chty or Tawn Im ZIP Cade
|

']

Section 3. Reverification and Rehires (To be completed and signed by employer or authorized representative.)
—r

A, New Nama (i erolicamie] 2k B. Date of Rehice i anoiigohle) '

Last Name (Famlly Name) FistName (Given Neme) | Middie Infial | Date (mm/ddhyyy)

TR s

, pravide tha Inforfrisfio

0. 1FiRa emiployg8s Pravio gﬂﬁmﬁmmaym Fag expire i for the GocUMaNt of recalpt thel estabianas |
Foptinuing employment authorization iythe space povidedibeow, . L : - it
Document Title Dooument Number Expiration Date {f any) (mm/ddyyy)

1 attest, under penalty of perjury, that to the best of my knowladge, this employes is authorized to work in the Unfted States, and If
the employes presented documant(s), the document{s} 1 have examined appear to ba genuine and fo relats fo the Individual.

Signature of Employer or Authorizad Represeniative | Today's Date (mm/ddiyyyy) Namae of Employar or Authorized Represantative

Form I8 07/17717 N Page 2 of 3
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Authorization

Authorization: By signing below, you authorize: (a) backgroundchecks.com ("BGC”) and/or Orange Tree
Employment Screening to request information about you from any public or private Information source;
(b) anyone to provide information about you to BGC and/or Orange Tree Employment Screening; (c)
BGC and/or Orange Tree Employment Screening to provide Employer Solutions Staffing Group, LLC one
or more reports based on that information; and (d) Employer Solutions Staffing Group, LLC {("ESSG”) to
share those reports with others for legitimate business purposes related to your employment. BGC
and/or Orange Tree Employment Screening may investigate your education, work history, professional
licenses and credentials, references, address history, social security number validity, right to work, crimi-
nal record, lawsuits, driving record, credit history, and any other information with public or private infor-
mation sources. You acknowledge that a fax, image, or copy of this authorization Is as valid as the origi-
nal. You make this authorization to be valid for as long as you are an employee of ESSG.

The Consumer Financial Protection Bureau’s “Summary of Your Rights under the Fair Credit Reporting
Act” is attached to this authorization. If you are a New York applicant, a copy of New York’s law on the
use of criminal records is attached. By signing below, you acknowledge receipt of these documents,

Personal information: Please print the information requested below to identify yourself for BGC.

Printed name: William F Hamllton

First Middle (3 Last

none)

Other names used:
Current county of residence:
Current and former addresses:

current 5260 long lake rd Moundsview 55122
from Mo/Yr to Mo/Yr Street City, State & Zip
from Mo/Yr to Mo/¥r Street City, State & Zip
from Mo/fYr to Mo/Yr Strest City, State & Zip

Some government agencies and other information sources require the following information when
checking for records. BGC will not use it for any other purposes.

08/16/1994 : 226731377
Date of birth Social security number
Driver’s license number & state Name as it appears on license
Report Copy: If you are applying for a jab or live in California, Minnesota, or Okiahoma, you rhay request

a copy of the report by checking this box:

ﬁﬂ%’i‘ Feb 21,2018

Signature Date




EMERGENCY CONTACT INFORMATION

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

Employee Name: W hamilton
Address: 5260longlakerd Maoundsview 55122
Home Phone: _6512269018
SRR BMﬁ xcoﬁmgrs R '
: P[ﬁasb llsl u.vq pdgpla (in pﬂoﬂtydk‘ er)whd opuld be contacted in case uf en emgrgenoy
Contact #1 Home Phone:
Name: Cell Phone:
Relationship: 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.




emplayer solutions staffing group..
Direct Deposit/Payroll Debit Card Aunthorization

Employees have the option of receiving wages by Direct Deposit and/ar Payroll Debit Card.
If you do not provide a written election, wages will be paid by Payroll Debit Card.

SRR NS G N @ NN L3

Beployes Nems y hamilton SSNE (4 dight) 1377 S

i SLE TR TR Y NG TR S K|
\J| Direct Deposit (Pleass complete Seotions 3 and 5 below)
()] Payroll Debit Card (Please complete Sections 4 and 5 below)

RECINIGRT 2 DN [RARGRIT

: Updste Bank Account

Note: Direct Deposit acconnts may take up to 7 days to be activated.

1 understand and acknowledge that it 1 do not provide a
Bank Name: voided check with this direct deposit form, I am

{
t
i
i

responsible for any delays in payroll or extra costs
Routing# ineurred if the acconnt number that I provide is incorrect.
BN Acconnt#
Initial Date

Acoount Type: [T CheckingT) Savinge IOt

To help us avoid making an emor, please attach a copy of 8 vaided check. (a deposit slip will not work)
1f you change hanks, do not close your old bank account nnfil your direst deposit hias sterted ot the new bank, which may take 2 pay pesiods.

she e S Ron L BERTE CARD (GEOL S CASTLe N D

Federal law requires all financial institutions to obtein, verify, and record infunmation that identifies each parson who opens an account, In order to
request a Payroll Debit Card for yon, we must provide all of the following information that will enable the financial institution to identify you, If
you do not submit a Direct Deposit/Payroll Debit Card Authorieation, ESSG will provide the necessary information and issue you a Payroll Debit
C&mmmmmeMmmwmmmukmmmummwmﬂﬁmmsotheyoan
verify your identity.

Except for the routing and account mmmber, BSSG does not huve apoess to any information regarding your Payroll Debit Card acconnt or
{ransactions. On your first payday, you will receive your new Payroll Debit Card, and a packet contatning all of the terms and conditions. Yon will
then sign acknowledging that you received the Payroll Debit Card and packet. Your Payroll Debit Card will be reloaded an each payday you receive
wages,

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

| Firat Name MI. LastName Date of Birth
Street Address (P0 B0X NOT ACCEPTARLE) Social Security#
City State Zip Cell Phone (mobile)

RECEIPT OF PAYROLL DEBIT CARD (to be completed when you pick up your Payroll Debit Card)
Payroll Debit Card Routing # Payroll Debit Card Account #

L 07397181 e —

Thave received my Payroll Debit Card, welcome brochure, program fiess, program terms, conditions, and disclosures. By activating my Payroll Debit Card,
1 am agreejng to the program terms, conditions, and disclosures that are indluded or mads availsble to me from time to time from the financial institation. 1
authorize the financial institution to debit my Payroli Debit Card acoount for the fees described in the foe schodule that is part of the program teems,
conditions, and disclosures,

u
Employes’s Signature; WE#““_"KW

SEETOR S SO RS O
1 aufhorize BSSG 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 aredit entries

made in ervor to my account(s). * E-mail is required for pay stub information.

hamilwilo01@gmail.com @
this information will anly be nsed to send your paystubs electronically

u Feb21
Employee's Signature: m%m? Date: L

*E-mail:




e

employer solutions staffing group..

This agreement made thlsﬁ day of @\ ¥ 4C
Employer Solutions Staffing Group LLC, herel
and hereafter refern

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.

u

a,

Employee Signature

p

,

(Employer Solutions Staffing Group LLC, Representative



iz L
-

employer solutions ng grou;:x.=
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 impesed 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 pravider. 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 disabliity 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 physiclan
cooperate with retumn to work planning and that you be released to retum 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 clalms representative advised of your
status.

No r over 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.

1 have read my responsibilities and agree to ahide by these guidelines.

U
Signed: %‘

Printed Name: W hamilton
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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-$385.

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 chegue 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. 8 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 Ia pérdida del cheque
no fue su culpa, ESSG emitirad un nuevo cheque y no hay cuota se deducira.

AGREED/SE ACUERDA—

Name/Nombre (con letra de moldg): W hamitton

Signature/Fime: _ sl




i T e

employer soluticns 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.

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

ESBG 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

o Responsibility to report workplace hazards and dangers

o 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

o Right to review copies of appropriate standards, rules, regulations and
requirements that the host employer is required to have available at the
workplace.
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e Right to request information about safety and health hazards in the
workplace, appropriate precautions to take, and procedures to follow if
involved in an accident or exposed to hazardous substances

o 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
OBH 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
952.836.1288/1.866.496.7578) and asking for the ESSG Safety Director. You can
also contact OSHA directly with any concern. ESSG recognizes the serious nature
of ensuring workplace safety will endeavor to protect any employee who may have
been subjected to unsafe or hazardous worksite conditions.
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Acknowledgement of Receipt of Workplace Safety Policy

I 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 952.835.1288/1.866.496.7573 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
952.885.1288/1.866.496.75678 in order to obtain assistance in the resolution of such
matters.

Employee Name (Please Print)
W hamilton

Employee’s Signature:

e — Date: Feb 21,2018




- 3850 Pre-Screening Notice and Certification Request for
(Rev. March 2016) the Work Opportunity Credit OMB No. 1645-1500
Departnent oftheTreasisy | . jeormation about Form 885D and Re separats Instruotions I at www.ire.gov/fonmS8sn,

Job applicant: Fill in the lines below and check any boxes that apply. Complete only this side.
Your name W hamilton Soolal security number > 226731377

Strest address whereyoulve ~ 5260longlakerd

City or town, stats, and ZIP code Moundsview 55122

County Ramsey Telephone number 6512269018

If you are under age 40, enter your date of birth (month, day, year) 08/16/1994

9 [D Chack here If you received a conditional certification fram the state workforce agency (SWA)ora ﬁm’ﬂotpating jocal agency
for the waork opportunity credit.

2 [0 Check here if any of the following statements apply to you.
e | am a member of a family that hes recelved assistance from Temporary Assietance for Needy Famiiies (TANF) for any 8
months during the past 18 months.
« | am a veteran and a member of a family that recsived Supplemental Nutrifion Assistance Program (SNAF) benefits {food
stamps) for at least a 3-month period during the past 15 months.

. lwasreferredherebyarehabmtaﬂonagenwappwmdby!hemmemploymerﬁnetwwkundsrtha'l’inkattowmc
program, or the Department of Veterans Affalrs.

. lamatleastage‘labutnotaguoorolderandtamamambarofafanﬁlyﬂm:
a. Recelved SNAP bensfits {food stamps) for the past 8 months; or
b. Recelved SNAP benefits (food stamps) for at lsast 3 of the past 5 months, bt s no longer eligible to receive them.

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

e | received supplemental secuilty 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,

3 m] Check hera If you are & vateran and you were unemployed for a period or periods totaling &t least 6 months during the past
year,

4 [T1 Check here if you are a veteran entitied to compensation for a service-connected disability and you were discharged ar
released from active duty in the U.S, Armed Foroes during the past year.

5 m] Check here if you are a veteran entitied to compensation for a service-conneoted disabllity and you were unempioyed for a
period or periods totaling at least 6 months during the past year.

6 [[J Check hera if you are a member of a family that:
» Recelved TANF payments for at least the past 18 months; or
» Reosived TANF payments for any 18 months beginning after August 5, 1897, and the earllest 18-manth period beginning
after August 5, 1897, ended during the past 2 years; or

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

7 m] Cheok here If you are in a period of unamployment that is at least 27 conseoutive weeks and for all or part of that pericd
you received unemployment compensation.

Signature—All Applicants Must Sign

Uncdier penalties of perjury, 1 decjare that | gave the above Infarmation to the emplayer an or before the day 1 was offered a job, and {t is, to the best of my knowledge, true,
carrect, and complete.

u
Job applicant's signature > mé%emr Date Feb21,2018

For Privacy Aot and Paperwark Reduction Act Notice, see page 2, Cat. No, 2285101 Form 88-50(Rav. 9-2018)



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

Client: Company:

Location: Position: Starting Wage: $

EMPLOYEE SECTION:

First Name: Last Name: Snifixs Street Address: City/State: Zip:

W hamilton 5260 long lake rd Moundsylew mn 55122

SSik Date of Birth: Age: Have you worked for | If yes, location:

226731377 08/16/1994 23 “‘;’:8‘;{,'&‘“”7

Please complete all gnestions, and sign and date the form, Yes

at any time since August §, 1997? (if yss, please provide information below.,)
Name of the person receiving benefits: "™ Relationship to you: _Self
Clty¥e*hemnd Coupty:Stoox  State; W

1. Have yon or has anyone Jiving with yon received Temporary Assistance to Needy Families (TANK) @I a

2. Have you or has anyone living with you received Food Stamps (SNAP) at any time during the past 15 months? O]
(If yes, please provide information below.)
Nare of the person receiving benefits: ™" Rolationship to you: 5f __
City:""™™™ County:<"™* _ States ¥___

3. Have you received Supplemental Seenrity Income (SS]) at any time within the past 3 months? O
Please note, this is not the same as Soclal Security bensfits (8S) or Social Seourity Disability (SSDI) benefits,
*lf you checked yes please pravida a copy of your SSI documentation.

4, Have yon received any type of vocational rehabilitation services within the past two years?
Ifyes, please indicate which type of you worked with and provids their location information below:

g Vocational Rehahilitation Agency Dept. of Veterans Affairs ]:l Bmployment Network (Ticket to Work Program)
Name of Agency: _____ Phone#:
City: County: State: _____

*If you checked yes please provide a copy of yowr active Individual Work Plan and Ticket to Work documentation.

@

5. Are you a Veteran of the U.8, Military? *Ifyes, please provide a copy of your DD-214 and letter of separation. Q
(If yes, please provide information below. Ifno, please continne to question #6.)

Dates of Service ~ From;
Branch of Service;
Are you entitled to or are you roceiving compensation for a service-connected disability?

To:

6. Have yon been unemployed at any time during the Iast 12 months?

If yes, dates of unemployment - From: T Tor _M®
Did you receive unemploymeut compensation at any point during yonr imemployment?
If'yes, in which state did you receive inemployment compensation? ___

al QO @O

7. Have you been convicted of a felony or released from prison for a felony conviction in the past 12 months?
Couviction Dates Release Dage;
Wes thisa Eﬂ Federal or g State sonviotion? If State - Countyz _____ State:

———

R ® pD® @

e T T 3 3 e
3 Tt c L AddHGwYTesGrdi ¢ T o £
JEC (NaﬁveAmerlm). Areyou or your spouse a member of 2 Native American Telbe? @)
If you checked kmpmfdeacopyqumCDIerd
CA Ruldmyﬁ Areyonﬂm ohild of foster parents? LL] - Do yon receive CalWorks? [J] Workforce Investment Act?
w Are you a migrant or seasonal farm worker? D Have you ever been convisted of & misdemeanar?
SC Residents: . Do you receive Family Independence Benefits?

PLEASE READ, SIGN, AND DATE:

Under penalties of parjury, I declare the information above to be true and accurate 1o the best of my knowledge, and 1 hersby authorize any agency, organication, or
individuals to supply such verification or information thay may be needed (o determing tax credit eligibility to my employer, employer reprasentative (Associated
Consultants, Ing. dba Retrotax), or the Department of Labor.

New Employee Signature: —-ﬁ%m‘fn_v— Date: Feb 21,2018




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 §f 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 carrect to the best of my
knowledge.

New Hire’s Signature: _&% Date Feb21,2018

W hamilton

New Hire Name:

Social Security Number: 226731377
Employer Name:

Please check the statements below if they apply to you.
| declare that | was in a period of unemployment that is at least 27
consecutive weeks and for all or part of that period 1 received unemployment
compensation,

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

(Enter start date)

Privacy Act Nofice:

The Intemal Revenue Code of 1986, Seclion 51, as amended and fis enacfing legislation, P.L. 104-188, specify that the State Warkforce Agencies are the
*designeted" agencies responsible for administering the WOTC ceriificalion procedures of this program, The informafion you have provided sompisting this
form will be disclosed by your emplayer o the State Workforcs Agency. Provision of this information is voluntary; howaver the information is required to
dotermsine your employer's eligihfity for the federal tax credit.
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Public Burdon Statement:

Parsons are not required to respond to this collection of information unless i displays a curently valid OM B conitrol number. Respondents’ obiigation fo
camplate this form is required o obtain or retain benefits (P.L. 141-6), Public reporiing burden is estimated to average 10 minutss per response, including the
{ime for reviewing Instrucions, searching existing data sources, gathering and maintaining the data neaded, and completing and reviewing the collacion of
Information, Send comments regarding this burden esfimateto the U.S. Department of Laber, Division of Naional Programa Tools Technival Assistancs,
Room C-4610, Washington, D.C. 20210 (Paperwork Reduction Project 1205-0371). Please do not submii completed forms to this address,

117-

ETA Form 9175 (Rev. November 2016)
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Notification of Minnesota Law Reguirement —
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 sultable job assignment, (2) refuses without good
cause an additional suftable job assignment offered, or (3) accepts employment with
the clfent of the staffing servics, Is cansiderad 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 written
In clear and concise language that informed the applicant of this paragraph and that
unemployment benefifs may be affected,

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.

| 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, wfh __ (Initial) ;

v‘%ﬁ%’mﬁm ' Feb21,2018

Employee Signature: Date:
W hamilton
Employee (please print your name here)

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

_MN_02.2013



DRUG AND ALCOHOL
TESTING CONSENT FORM

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

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 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. 1 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 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 fo ESSG of the results of my drug and/or alcohol test and other information
related to the test.

upg
Whamliton fFea 21, 2018)

Individual’s Name

Feb 21,2018
Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



