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employer solutions staffing group..

www.esgstaffingsolutions.com

New Hire Application

Personal Data-— PLEASE PRINT LEGIBLY IN INK

Last Name Q&ba“-ul First Name _IA)| | Y 0” | Middie Initial L
Street Address_ll& K_ A G]M | ON ST Apt/Ste

ciyistaterzip QY PR N ) S0 Social Security Last Four xoxxxx- 9 /43
Phone Number t 2[29 ) Qﬂg J 9 Qg Email Address( MIE['Q. wilign 209@67”‘“; |.Com

Staffing Agency/Recruitment Partner

All offers of employment are conditional upon satisfactory proof of ide and legal ability to work in the U.S.A.

Are you legally authorized to work in the United States of America? ﬁEs [INO
Applicant Certification and Authorization

I authorize Employer Solutions Staffing Group (ESSG) to use the information and statements contained In this application to determine my
qualifications for employment. | authorize ESSG to make inquiries of my former employers, except as indicated In this application,
regarding my previous duties, responsibilities, perforrpance, compensation and eligibllity for rehire.

I understand that a comprehensive background check may be conducted to determine my eligibility for hire by certain clients of ESSG.
This may include but Is not limited to, investigations of criminal and/or conviction records, driving records and/or a drug screen test as
required by clients, govemment regulations or by ESSG policies.

I release ESSG and other persons or entities from any claims that might be based on ESSG's decision to conduct a background check.
| certify that all statements made in my application are true and accurate and that | have not omitted any material information or provided

false or misleading information. ! understand that any materiai omission or misrepresentation will reguifin my disqualification from
consideration for employment or, if discovered after | begin employment, will resut in my terminatjefi. 7,

If hired, | agree to abide by the policies and procedures of ES 5.

" "I/
Name (Pﬂ%ogtype)

A copy or facsimile ("fax™) will be considered the same as an original signature. Emall will ONLY be used for employment correspondence

For ESSG Office Use Only
DOH NHwW 1-9 8850 w4
Emergency Contact Info | Background Release Form Background Results Unemployment Letter ESC Application
(If applicable)
For ESSG Client Use
DOH ROP Work Site Loc. WC Code

ESSG - Rev. 0472017



Form W4 (2017)

Purpose, Complste Form W-4 so that your
employer can withhold the correct federal Income
tax from your pay. Consider complsﬁr;? a new Form
W-4 each and when your personal or financial
situation ges.

Exemption from withholding. if you are exempt,
complete only lines 1, 2, 3, 4, and 7 and sign the
form to validate it. Your exemption for 2017 sxpires
February 15, 2018. Ses Pub. §05, Tax Withholding
and mated Tax.

Note: If ancther person can cl youasa dependent
lf ur total ncome exceads $1,050
and Includes mora $350 of uneamed Income (for
example, interest and dividends),

The exceptions don't a; to supplemental wa
greater th?ﬁ $1 .ooo,oug.ply i g

Basio Instructions. if you aren't exempt, complete
the Personal Allowances Worksheet below. The
workshests on page 2 further adjust your
withholding allowances based on itemized
deductions, certaln credits, acaﬂstments to Income,
or two-eamers/multipie jobs situations.

Complete all workshests that apply. However, you
may clalm fewer (or zero) allowances, For regular
wages, withholding must be based on allowances
you claimed and may not be a flat amount or
percentage of wages.

Head of household. Generally, you can clalm head

Nonwage income. if you have a large amount of
nonwage income, such as interast or dividends,
consider making estimated tax payments using Form
1040-ES, Estimated Tax for Individuals, Otherwise,
you may owe additional tax, if you have pension or
annuity income, see Pub. 505 to find out if you should
adjust your withholding on Form W-4 or W-4P,

Two earners or multiple gobs. i you havea
working spouse or more one Job, figure the
total number of allowances you are entitled to claim
on all jobs ualnlg| worksheets from only one Form
W-4. Your withhoiding usually will be most accurate
when all allowances are clalmed on the Form W-4
for the highest paying job and zero allowances are
clalmed an the others. Ses Pub. 505 for detalls.

youu are unmarried and pay more than 50% of the
gom céf kaeglng up a home for);ugﬁzlf :’ns::! ur
lependenit{s) or other qualifying individui 08
Pul .501% o 5 o

Nonresident alien. if you are a nonresident alien, ses
Notice 1382, Supplemental Form W-4 Instructions for
Nonresident Allens, before completing this form.

ns, Standard Deduction, and Chack your withholding. After your Form W-4 takes
a;m"g:&,mﬂg}c’ ng evm:g gihaabnl:rglglyae‘g'ls Filing Information, for information. effect, use Pub, §05 to see how the amount you are
a dependent, if the employee: Tax oredits. You can take projected tax credits into having withheld ompame to your ffmlem total tax
account In figuring your allowable number of for 2017, See Pub. §05, especially gour eamings
* Is age 85 or oider, withholding allowances. Credits for child or dependent exceed 130,000 (Single) or $180,000 (Married).
= I3 bilnd, or care expenses and the child tax credit may be claimed Future developments. Information about any future

using the Personal Aliowances Worksheet below, developments affecting Form W-4 {such as
» Will claim adjustments to Income; tax credits; or See Puhb. 505 for Information on converting your other leglalation enacted after we release it) will be posted
jtemized deductions, on his or her tax retumn. credits Into withholding allowances. at www.irs.gov/w4.

Personal Allowances Worksheet (Keep for your records.)
A  Enter*1" foryourselff noone elsecanclaimyouasadependent. . . . . . . . . . . . . . . . . . A

e You're single and have only one job; or }

® You're married, have only one job, and your spouse doesn't work; or
» 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 elther a working spouse or more
than one job. (Entering “-0-" may help you avold having too little tax withheld.) . . . . . . . . . .
Enter number of dependents (other than your spouse or yourself) you will clalm on your tax return . . o o
Enter “1” if you will fle as head of household on your tax return (see conditions under Head of household above)
Enter "1” if you have at least $2,000 of child or dependent care expenses for which you plan to claim a credit
{Note: Do not Include child support payments. See Pub, 503, Child and Dependent Care Expenses, for detalls.)
G Child Tax Credit (including additional chiid tax credit). See Pub. 972, Child Tax Credit, for more information.

® If your total Income wiil be less than $70,000 ($100,000 if married), enter “2" for each ellgible child; then less “1” if you

have two to four eligible chlldren or less “2" if you have five or more eligibie children.

» If your total Income will be between $70,000 and $84,000 ($100,000 and $119,000 if married), enter *1° for each eligible chiid. G
H  Addlines Athrough G and enter total here. {(Note: This may be different from the number of exemptions you claim on your tax retum.) » H

° Itjyou plan to itemize or claim adjustments to income and want to reduce your withholding, see the Deductions
an

B Enter*1”if: {

.

mmo
mTmMmOoOOo

1]

.

For accuracy, Adjustments Worksheet on page 2.

complete all ® |f you are single and have more than one job or are married and you and your spouse both work and the combined
worksheets eamings from all jobs exceed $50,000 ($20,000 if married), see the Two-Eamers/Multiple Jobs Worksheet on page 2
that apply. to avoid having too little tax withheld.

» |f neither of the above situations applles, 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.

Employee’s Withholding Allowance Certificate

OMB No. 1645-0074
Department of the Treasury P> Whether you are entitied to claim a certain number of allowances or exemption from withholding Is 2 @ 1 7
Internal Revenue Service subject to review by the IRS. Your employer may be required to send a copy of this form to the IRS.

1 Your first name and middle inftial Last name 2_ Your soclal security number
W' Sovy Caloy \leco 0%- Ob- 90 U>
Home address ("“"g' and street of rural routs) 3 X singe [] Mamied [ Maried, but withhold at higher Single rate.
E DLM V\ S+ . Note: [f married, but legally separated, or spouse Is a nonresident alien, check the “Single” box
Gty or town and ZIF code 4 If your last name differs from that shown on your social security card,
Cj\- . D’L u\ M N S S ‘ 3 O check here. You must oall 1-800-772-1213 for a replacement card. P[]
5  Total number of allowances you are claiming (from line H above or from the appilcable workshest on page 2) 5 D
6  Additional amount, if any, you want withheld fromeachpaycheck . . . . . . . . . . . . . . 6%
7 1 claim exemption from withholding for 2017, and | certify that | meet both of the following conditions for exemption.
® Last year | had a right to a refund of all federal income tax withheld because | had ne tax liabiiity, and

e This year | expect a refund of all federal inco aye no tax liability. .
If you meet both conditions, write “Exempt” here 5 . . Pl7]
Aipfiledge and belief, it Is true, correct, and complete.

Under penalties of perjury, | declare that | have exami
vunr =T/~ /2

Employee’s signature %
8 Employer's name and address (Employer: Complete lines 8 d 10 only If%ndlng to the IRS.F. *B Office code (optional) | 10 Emplayar Identification numbe‘r’(BN)

Form w-4

(This form is not valid unless you sign it.) »

For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 10220Q

Form W-4 (2017)



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

PSTART HERE: Read Instructions carsfully before completing this form. The instructions must be avaliable, either in paper or electronically,
during completion of this form. Employers are liable for errors in the completion of this form.

ANTI-DISCRIMINATION NOTICE: itis illegal to discriminate against work-authorized individuals. Employers CANNOT specify which
document(s) an employee may presentto establlsh employment authoﬁzatlon and Idenﬂty The refusal to hlre or contlnue to employ

ﬁéetlon 1. Employee lnl‘ol‘mation and Attestation (Employeea must aamplete and slgn Saallan 1 omen -8 na lafer
than the first day of employment, but nat beforg qocspting a job affer

Last Name (Family Nams) F(;‘()a_me {Given Name) Mlddr‘vnmal Other Last Names Useci (Fenw

" aba l12r0 i/{ON
Pa.ﬁ'r‘e'ss (Street Numbgr and Namx— Apt. Number | City or Town State ZIP Code

1288 clecTon S ST. Pow) MN | SS| 3D
Date of Birth (manM U.S. Social Security Number Employee's E-malil Address Employee's Telephone Number

Y-11-149¢8 |[lolgl-[0d - 73493

209 (0Y. Y94YY

| am aware that federal law provides for imprisonment and/or fines for false statements or use of false documents in

connection with the completion of this form.

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

1. A citizen of the United States

[[] 2. A noncitizen national of the United States (See instructions)

[] 3. Alawtfui permanent resident

(Alien Registration Number/USCIS Number):

OR
2. Form -84 Admission Number:
OR

3. Foreign Passport Number:

|:] 4, An allen authorized to work until (expiration date, if applicable, mm/dd/yyyy):
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: Do?,’:,?,:,’;‘,:;,?:,‘,:‘;}’g,}m
An Allen Registration Number/USCIS Number OR Form I-94 Admission Number OR Foreign Passport Number.

1. Alien Registration Number/USCIS Number:

Country of Issuance:

]Fmparer and/or 'I’ranelatorosﬂdn (cheek oné) ¢
P I i not Lee & preparer ot transiator.

Flolds below must be sampleted and signed when preparers end/ar transiators assist an employee in camplgting Beation 1)

. / Today's Date (mm/dd/yyyy) q_"z , i l—;{

A preparer(g) and/or traniatar(s) aasisled the ampldyes In

completing Seption 1.

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

Slgnature of Preparer or Translator

Today's Date (mm/dd/yyyy)

Last Name (Family Name)

First Name (Given Name)

Address (Street Number and Name)

City or Town

State ZIP Code

o Employer Completes Next Pags 0

Form1-9 07/17/17 N

Page 1 of 3



Employment Eligibility Verification USCIS

Department of Homeland Security F;rm 9
A . Ao A OMB No. 1615-0047
U.S. Citizenship and Immigration Services ey

“mmwm ézrwmwm:s sy e

Cortification: | attest, under penalty of perjury, that (1) | have examined the document(s) presented by the above-named employes,
(2) the above-listed document(s) appear to be genuine and to relate to the employee named, and (3) to the best of my knowledge the
employee Is authorized to work in the United States.

The employee's firat day of employment (mm/dd/yyyy): q (See Instructions for exemptions)
Signature of Emfl r Authorized Representative Today's Date(mmAddjyyyy) | Title of Employer or Authorized Representative
" 9q ZSI‘ZOJ_T Lo o
Last Name of Employer or Autl'lotjzed Representative | First of Employer or Authorized Representetive | Employer's Business or Organization Name
A l-ceners ViC A EMPLOYER SOLUTIONS STAFFING GROUP LLC
Employer's Business or Organization Address (Street Number and Name) | City or Town State ZIP Code
7301 OHMS LANE SUITE 405

_"l..mmkm.’ vgrincation ahd R2
A. New Name (¥ apalicqhie)

Middle Inffial | Date (mm/ddlyyyy)

@ Irarraon 1ot the dagurmien or ﬁW

Document Title Document Number Explraﬂon Data (ifany) (mm/iddiyyyy)

| attest, under penalty of perjury, that to the bast of my knowledge, this employes Is authorized to work In the United States, and If
the employee presented document(s), 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/ddAyyy) Name of Employer or Authorized Representative

Form1-9 11/14/2016 N

o M ik Fmerts I .."-..' D AT _.‘.jr Lmj] A N R e AR PR A A PR D 0 ol
Employee Info from Section 1 l‘;as‘ft1 l}la_\rrz {lF‘al‘r\w{fN:ma) (Gmi‘Name) 91__1, CﬁzenngmﬁonSMs
CistA OR LlstB AND 1
Identity _agd Employment Authorization Identity Employment Authorization

Document Title Document Title o

_LDvwevs LacenCe, Lo Seew by Cawd
Issuing Authority | ority uln

TR o B, Adminis er‘LT)T]
Document Number D { chume Number
Ejgﬂ%bﬁ% Colp -G eu3
Expiration Date (i any)(mm/dd/yyyy) Expiration Date (if any)(mm/ddiyyyy) Explraﬁon Date (i any)(mm/dd/yyyy)
1] 04122/7970

Document Title , <
Issuing Authority 1| {Additional Information Do Nt Wete b Tos e
Document Number
Expiration Date (i any)(mm/dd/yyyy)
Document Title
Issuing Authority
Document Number
Expiration Date (if any)(mm/ddAyyy)






This Bcanse s aund as a fcense to
drive & molor vehicls; i does noy
establish for e,

voter ragls! nuu&mmls.
§ wilen all

Ravoutean

This card is the official verification of your Social Sécurity number.
| Bease sign it right away. Keep it in a safe place. :

| Improper uge of this card or number by anyone is punishable by fine, é
mprisonment or both. .

"his card belongs to the Social Security Administration and you must
seturn it if we ask for it. Ay

|1 you find a card tha¥isn't yours, please return it to: 2
©  Social Security Administration
P.O. Box 33008, Baltimore, MD 21290-3008 4
"For any other Social Security business/information. contact your 3
local Social Secunty office. If you write to the above address for any
buginess other than returning a found card, it will take longer for us
1o answer your letter. ke :

iSoclal Securlty Administration

Form SBA-3000 (6.99) ., . &« 501039:/407 , i

o




EMERGENCY CONTACT INFORMATION

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

Employee Name: A)l QOV\ potb
satiees. | 00 FpYaaerV\ & u\ MY €012

Home Phone: ( 242 NQL 2(/ IPgé/g

EMERGENCY CONTACTS '
Pleasa list two peapla (In priority grder) who could be eontadted In case of an pmergericy

Contact #1 Home Phone:
Name: N@[l C/ﬂ, Zla L/C U—@V() Cell Phone: (207 )5’4@, /b qz
Relationship: /)/10‘/— MV Work Phone:

Contact #2 Home Phone:
Name: ZI/Z !/0}’65 CellPhone:{gZ?) )2)q,~7](py
Relationship: IQU n "{' 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.



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

Employees have the option of receiving wages by Direct Deposit and/or Payroll Debit Card.

1f you do not provide a written election, wages will be paid by paper Check.
O

7) . Effective Date

SE@R G NE] BASIC INEOINENFLEON
Employee Name R SSN# (last 4 digits) n /
_ LA N abe €0 g ASAL
SEeloN 2 PANROLE ELECELON
}l{ Direct Deposit (Please complete Sections 3 and 5 below)  Note: Direct Deposit accounts may take up to 7 days to be activated
[ | Payroll Debit Card (Please complete Sections4 and 5 below) [ ] Paper Check (Please complete Section 5 below)
SEGEION 5 DIREET DEROSE

A [0 Update Bank Account

I understand and acknowledge that if I do not provide a
Bank Name; voided check with this direct deposit form, I am
wg\\.sx{/( 0\0 . responsible for any delays in payroll or extra costs

Routing# } Zlmz‘ggg:' incurred if the account number that I provide is incorrect.
Accountt 3 |1, 2232103 Initial U\_)(z Date éi"Zl"’ ;
Account Type: I Checking [ Savings [1Other

= To help us avoid meking an error, please attach a copy of a voided check. (a deposit slip will not work)
. Ifyonc.lmngebanks,donotcloseyumoldbankacwuntunﬁlyuurdimctdepoaithassmﬂndatﬂlenewbmk,wlﬂchmaymkﬂpaypminds.

SEEFION - PANROET DEBIE CARD

Federallawreqniresallﬁnandalinsﬁtuﬁunstoobhimvmify,mdmwrdinﬁmaﬁonﬁﬂidmﬁﬂeamhpmmwhoopmmmmhmderm
requestaPayrollDebitCm’dforyou,wemustprovideallofthefollowinginfnrmationthatwillenabletheﬁnnncialinsﬁtuﬁontoidanﬁfyycm.If
you do not submit a Direct Deposit/Payroll Debit Card Authorization, ESSG will provide the necessary information and issue you a Payroll Debit
Cardtopayyourwages.Foryomprotecﬁon,theﬁnmdﬂinsﬁmﬁmmayaskyoumproﬁdethemaddiﬁondidenﬁﬁcaﬁminfomaﬁmmtheyctm
verify your identity.

Except for the routing and account number, ESSG does not have access to any information regarding your Payroll Debit Card account or
transactions. Onyourﬁrstpuyday,youwillreceiveyomnewPayrollDebitCard,andapacketconminingallofthetermsandcondiﬁons.Youwi]]
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 S'our Payroll Debit Card to be issued)

First Name ML Last Name Date of Birth
Street Address (F0 BOX NOT ACCEPTABLE) 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 #

T have received my Payroll Debit Card, welcome brochure, program fees, program terms, conditions, and disclosures. By activating my Payroll Debit Card,
1 am agreeing to the program terms, conditions, and disclosures that are included or made available to me from time to time from the financial institution, 1
authorize the financial institution to dehit my Payroll Debit Card account for the fees described in the fee schednle that is part of the program terms,
conditions, and disclosures.

Employee’s Signature:
SECTTION 5 AUHTORIZNTION
1 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 initiste, if necessary, debit entries and adjustmentsfor any credit entries
made in error to my account(s). * E-mail is required for pay stub information.

*E-mail:

Employee's Signature:




EMPLOYER SOLUTIONS STAFFING GROUP
BACKGROUND CHECK AUTHORIZATION

empiojee ame: L] (1) Qmmrm / aballO1p

(First) (Middle) (Last)

Current Address Since:|, ] 112A A
(Mo/¥r) (Street) (City) (State/Zip)

(Mo/¥r) (Street) (City) (State/Zip)

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

Social Security Number: ‘ Q‘ )g t 2(£ el TA 4 3 DOB: Oq’ 27 o /qu
Phone Number: /704 )/00 U"‘ &4¢Z/

Driver’s License Number/State: / 34 q ) (_(7 q 5 C;P(

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

1 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. 1 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 proyect the“applicants personal ing, but not limited to, addresses, social security

numbers, ang/dafes of pirt
Date: y;j/ "'/ :;'
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.
$2 I wish to receive a copy of any Background Check Report on me that is requested.

Signature:




P

L

employer solutions staffing group..

\

STATEMENT OF CONFIDENTIALITY

This agreement made this 2| _day of Qﬁjﬂmm ¥, 2017], between
Employer Solutions Staffing Group LLC, hereinafter referred to as “employer”,
and hereafter referred to as "employee”.

WITNESSETH:

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

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

]

Employer Solutions Staffing Group LLC, Representative




employer solutions staffing groun..

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 pago se pierde (que falta, fuera de lugar, destruido, perdido en
el correo, etc), usted debe notificar a su reclutador de personal que el cheque no
se puede encontrar. Si se puede verificar que el cheque no ha sido cobrado,

ESSG se detendra el cheque de pago y reemitir el cheque a usted, descontando
un cargo de entre $ 25 - $ 35.

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

AGREED/SE ACUERDA—
Name/Nombre (con letra de molde): \,\j\\%m Cﬂbﬁ“ﬁf 0

Signature/Firma: \;j\\m (\Emnml,ﬁ')




empidyer‘SbiucionSSIng 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 appoiniment, provide a copy of the report to the
designated-employer-representative—You-should-deliver this-in-person-so-that
changes in work restrictions may be addressed and any questions answered.

Follow all physical restrictions at home and at work.

Report to work and perform physically suitable tasks as assigned. These may or

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



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

Notify your employer immediately of any new injuries or conditions that impact
your physical condition.

If it is necessary to miss scheduled work due to a work injury, you must be seen
by your primary health care provider the same day in order to receive
compensation for the time away from work. The physician must complete a
Report of Workability.

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

Signed: MUQ
Printed Name: w 3\&ﬂ_l{] ( ng@ Q&VO




employer solutions staffing group..

Acknowledgement of Receipt of Workplace Safety Policy

I certify that I have received a copy of Employer Solutions Staffing Group’s ESSG
WORKPLACE SAFETY POLICY. I understand that it is my responsibility to read
this policy and ask my supervisor, a member of management or to telephone
Employer Solutions Group (ESSG) at 952.885.1288/1.866.496.7578 with any
questions I may have about this policy. I agree to comply with ESSG’s policy on
ESSG WORKPLACE SAFETY POLICY and I understand failure to comply is
grounds for disciplinary action, up to and including termination.

I also agree that if at any time during my employment I am believe that I am
working in an unsafe or dangerous work environment, I will immediately contact
my supervisor, manager, director or ESSG’s Safety Director at
952.835.1288/1.866.496.7578 in order to obtain assistance in the resolution of such
matters.

Employee Name (Please Print)

WHiSoN  cAALERTD

Employee’s Signature:

Wk Glalling — peedl2if2o




DRUG AND ALCOHOL
TESTING CONSENT FORM

e | have been allowed to read and inspect a written copy of ESSG policy on

drugs and alcohol.

2, | have read the entire contents of this policy and | am aware and fully
understand: (a) the policy and its contents; (b) what conduct the policy prohibits and the
consequences of such conduct; (c) my rights under the policy and the consequences if |
exerclse 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 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.

lndividual’s Name |

ui’2/~ L2

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



. on employer solutions staffing group.
: Leveraging Resources in 8 Changing Market

Enhanced MEC Plan_Plan1 e

Benefits Enrollment Form [ New Employes

Employac [nformaiion

[Tilon  (abaliolo k- plo-q413 |

G‘ender Lmh garlul};am: 7] smgn;Q Dats of Bith si;} Dﬂ“‘ ST)/‘ N N, 3'0—

Datg of Hire '
D Fomale | I Mered [y pivorced -27- /9% q-21-172
|Phone Mumber: _ ress: 7 7 -
=0 709 ) DY ~ £744/\Caballern.uiLion 2095 amail. cov
Please Select Desired Coverage: '
Employee Only - I: Employee+Spouse - Employee+Child(ren) - I: Family -
$24.00/Week $38.00/Week $36.00/Week '$63.00/Week

Social Seourity # Birth Date | S6% Relationship

Employea Acknowladgement and Authorization - 1 hereby apply for the group henefit{s) as Indicated. | acknowladge that all antries are true and complete and that
Jauy misstatements or failure to raport information may be usad as the basls for cancellation of coverage for me and my dependent(s), if any, from the original
effective date, Further, | authorize my employer to make the necassary payroll deduction of preamiuma for coverages | have elected.

IF ENROLLING - YOU MUST SIGN HERE

Employse Signature

EMPLOYEES DECLINING \K | am DECLINING coverage

1 understand that | and/or my dependents, if any, watve any coverage and deaire to participats In the plan at a later date. iwe may be conaldered a late enrolies and
Jmull: meet the raquirements defined In the Certificats of Coverage for the company's medical or dental plans. if | decline enrolliment for myssif or my dependents
(including my spousa) bacause of ather coverage, | may, in future be able to enroll myself or my depend In this plan, provided | request enroliment within 31
daya after the other coverage ends, In gddition, if a new dependent relationship forma as a resuit of marriage, hirth, adoption, placement for adoption of parting suit
of adoption, | may be able to enroll or my dependent, provided | request gnro :

IF DECLINING-

Emplayse Signature \Q
f

3

Date

Employer Solutions Staffing Group Health Benefits Team
PO Box 46270 Minneapolis, MN 55344-8866
Phone: 952-767-9519 Fax: 852-767-9515
Email: Health@employersolutionsgroup.com



Fixed Indemnity Medlcal Benefits_Plan 2

G -=VSI " 219301-E5G-1 OFFICE USE ONLY LOCATION . TN T Rehire Date /

L SN
ENROLLMENT FORM ESC CU[UNAC-MN) P1 v18.2
PRINT USING BLACK or BLUE INK (Must Be Filled Out)

Wmon C_._,_ Mm B B-93 ?33?5%—&4/2;:._#.@-
L A— VI TV 1 7

B. DO YOU OR ANY OF YOUR DERPENDENTS RECEIVE MEDICARE BENEFITS? DYesE]No rers please continue.
o}
Medicare Health Insurance Claim Number (HICN)

! Medicare Effective Date

Narﬁé 6f Coverea Person (s): o .
e o 25 ITTRLE ER R -
T Peyrol Deducied Weskly Retes

You MUST select a coverage level before any benefits in Section C. Your coverage level for the all benefits in Section 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.

sELECT coveracE LeveL T L RRINITY | penTaL vision | Termure | SHORETERM
e EmplbyeeOnIy E] 520.35 | 36517@ - $242 @ o 3 5060 a -, $4.20 ﬁ
Employee + 1 [_] $41.10 $12.34 $4.92 $0.90
Emp|°ye§+ Fam]ly D e '”msi- szmaa '_ $6.56 AT S L
NO to ALL Beneﬁts l:l DYes DNO DYes DNO DYes DNO L__IYes l_—_l No DYQQ [:I No

1 This coverage is not available to residents of NH, HI, or PR. 2STD is not available to persons who work in CA, Hl, NJ, NY, orRI.

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

Name

Relationship
Name Social Security # Date of Birth }Sex Relationship i
RIS o e o / 1 1IMI[e] []spouse[]child[]Domestic Patiner
‘Name ~ SocialSecurity# DateofBirth |Sex Relatonship =
. /7 [MI[F] [JSpouse[]child[ JDomestic Partner
Name Social Security # Date of Birth . Sex - Relationship
R ISl S, I MI[E] [ spouse []chiid[Ipomestic Partner
Name Social Secunty# Date of Birth lSex Relaﬁonship =
/4 ImilEl D.S_.e'evseD?hi'dDDomes_ﬁe_ﬁa_rmef
BRI GC YOU MUST SIGN AND DATE, EVEN IF YOU DECLINE COVERAGE

I have read the benefit packet and understand its limitations. | understand-that open
a limited time and | understand that making no benefit selection is a de linatjon o

RATE 09219017 . D> SIGNATURE

This is an Essential StaffCARE Enroliment Forn



