22015 E-Verify - Print Case Details - Preview

SENSITIVE BUT UNCLASSIFIED
Department of Homeland Security Report Prepared: 09/02/2015
E-Verify Page: 1 of1
Case Verification Number: 2015245095931PP
Case Information:
Employee Information:
Last Name: Rhines First Name: Antanio
Middle Initial: Other Names Used:
Social Security Number: 4 #5281 Date of Birth: 11/08/1979
Citizenship Status: A citizen of the United Stafes Email Address:
Document Information:
List B Document: m ’mh:fm mggg issuedby a US. v it ¢ Document: Social Security Card
Dog:nm’ent Name: Driver's hcense Document State: Minnesota
i e, D/ Card Document Expiration Date: ~ 11/08/2019
Alien Number: 1-94 Number:
Additional Information:
Hire Date: 09/02/2015 Employer Case ID:
Three-Day Rule Reason: Three-Day Rule - Other:
Submitted By: MARI 1344 Submitted On: 09/02/2015.
Initial Case Result:
Case Result: _]-imployment Authorized
Employee Referred to SSA:
Referred By: Reforred On:

Case Result from SSA (after SSA Tentative Noneonﬁrmatlon)

Case Resuit Response Date:

Resubmitted to SSA (after Review and Update Employee Dala)

Last Name:; “First Name:
Middle Initial: Other Names Used:
Social Security Number: Date of Birth:
Resubmitted By; Resubmitted On:

Case Result from SSA (after Resubmission):

Case Result;

Request Name Review:

Comments:
Submitted By: Submitted On:

Case Result from DHS (after DHS Verification in Process)

Case Result: Response Date:

Employee Referred to DHS:

Referred iy’ Referred On:

Case Result from DHS (after DHS Tentative Nonconﬁrmauon)

Case Result; Response Date:

Photo Matching Results:

Determination:

hitps://e-verify.uscls.gov/lemp/BpCaseDetallsLetter.aspx?CaseVerNum=2015245005931PP
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w2z2ms E-Verlfy - Print Case Detalls - Preview
Employee Referred to DHS (Additional):

Referred By: Referred On:

Result from DHS (after Additional DHS Tentative Nol_l_conﬂmtaﬁon):

Case Result: Response Date:

Case Closure: S}

gme Bsymtxament: mmenllgl"tzyee continues to work for the % aﬂ;r ol;zceivins an Empluymg’{:/t oglzut(l):glzed result,
SENSITIVE BUT UNCLASSIFIED

hitps //e-verify.uscis.gov/emp/BpCaseDetallsLetter aspx?CaseVerNum=2015245005931PP



Form W-4 (2015)

Purpase. Complate Form W-4 so that your employer
can withhold the correct federal income tax from your
pay. Conslder completing a new Form W-4 each year

and when your personal or financlal situation changes.

Examrﬂon from withholding. If you are exempt,
complete onlvlnes 1,2, 8, 4, and 7 and sign the form
1o validate it. Your exemption for 2016 expires
Febrg:? 18, 2016. See Pub. 506, Tax Withholding
and Estimated Tax.

Note. If another person can claim you as a dependent
on his or her tax ratum, you cannot claim exemption
from withholding If your income exceeds $1,050 and
Includes more thaw $360 of uneamed income (for
example, interest and dividends).

Exwﬂons. An empl| be abie to claim
exemption from wlthhgl ng e':l':ny if the employee isa

dependent, If the employes;
* |s age 65 or oider,
* Is biind, or

Wil claim adjustments to income; tax credits; or
ttemized deductions, on his or her tax retum.

The exceptions do not a| to supplemental wages
greater ﬂgril $1,000.000.p o 2

Basic Instructions. If you are not exempt, complete
the Personal Allowances Workshest below. The
worishests on page 2 further adjust your
withholding allowances based on temized
deductions, certain credits, adjustments to income,
or two-eamers/multiple jobs situations.

Complets 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 housshold. Generally, you can claim head
of household ﬂll:g status on your tax retum or,tlﬁ i
you are unmaried and pay more than 50% of the
costs of keeping ol.tlﬁ a home for yourself and gour
dzgenden!s or other qualifying individuals, See

Pub. §01, ptions, Standard Deduction, and
Fillng Information, for information,

Tax eredits, You can take projected tax credits Into account
In figuring your allowable number of withholding allowances.
Credits for child or dependent care expenses and the chlld
1ax credit may be claimed using the Personal Allowances
Warksheset below, See Pub. 505 for Information on
converting your other credits Into withholding allowances.

Nonwage income. If you have a large amount of
nonwage Income, such as Interest or dividends,
consider making estimated tax payments using Form
1040-E8, Estimated Tax for individuals. Otherwise, you
may owe additional tax. If you have penslon or annuity
income, sea Pub, 505 to find out anu should adjust
your withholding on Form W-4 or W-4P.

Two eamers or multiple jobs. If you have a
working spouse or more one job, figure the
total number of allowances you are entitied to claim
on all jobs uslnﬁ workshests from only one Form
W-4. Your withholding usually will be most accurate
when all allowances are clalmed on the Form W-4
for the highest ng Job and zero allowances are
clalmed on the others. See Pub. 505 for detalils,

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

Check your withholding. After your Form W-4 takes
effect, usa Pub, 506 to see how the amount you are

having withheld com| to your ﬂmjectad total tax
for 2015, See Pub. 505, espeoiall %our earnings
exceed $130,000 (Single) or $180,000 (Married).

Future developments. Information about any future
davelopments affecting Form W-4 (such as legislation
enated after we release it) will be posted at www./rs.gov/wd.

Personal Allowances Worksheet (Keep for your records.)

A Enter “1" for yourself if no one else can claimyouas adependent . . . . . . .

B Enter1”if: {

* You are single and have only one job; or
» You are married, have only one job, and your spouse does not work; or } .. . B
© 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 heip you avold having too little tax withheld) . . .

mmo

Enter number of dependents (other than your spouse or yourself) you wiill clalm on yourtax retum . . . . . .
Enter “1” if you will file as head of household on your tax retum {see condltions under Head of household above)
Enter “1" if you have at least $2,000 of child or dependent care expenses for which you pian to claim a credit

. . . . .

TMmMOO

1]

{Note. Do not include chiid support payments. See Pub. 503, Child and Dependent Care Expenses, for detalls,)

G Child Tax Credit (Including additional child tax credi). See Pub. 872, Child Tax Credit, for more information.
» If your total Income will be less than $65,000 ($100,000 i married), enter “2” for each eligibie child; then less *1” If you
have two to four efigible chiidren or less “2" if you have five or more eligible chiidren.
* If your total income wili be between $65,000 and $84,000 ($100,000 and $118,000 if married), enter “1" for each eligblechid. . . G

H  Add lines A through G and enter total here. (Note. This may be different from the number of exemptions you claim on your tax retum,) > H
djustments to income and want to reduce your withholding, see the Deductions
and Adjustments Worksheet on page 2.

L ){ou are single and have more than one job or
ngs from ali jobs exceed $50,000 ($20,000 if m

For accuracy,

complete all

worksheets eam

that apply. avold having too |

* If you plan to itemize or claim a

e tax withheld.
s If neither of the above situations appiies, stop here and enter the number from iine H on line 5 of Form W-4 below.

are married and you and your sﬂ’ouse both work and the combined
arried), see the Two-Eamers/Mu

ple Jobs Worksheet on page 2 to

Form w-4

Dspartment of the Treasury
Intemnal Revenue Sarvice

Separate here and glve Form W-4 to your employer. Keep the top part for your records.

Employee's Withholding Allowance Certificate

P Whether you are entitied to claim a certain number of allowances or exemption from withholding is
subject to review by the IRS. Your employer may be required to send a copy of this form to the IRS.

OMB No. 1645-0074

2015

1 Your first name and middle Initial

_&!’h‘h"& o WLCC

Rlane

ol

2 Your social security number

U2 ¢li-s2 5

Home address (number and street or rural routs)

G&2U T len -

M b/

8 [ single [J Married [ Maried, but withhold at higher Single rate.
Note. If manied, but legally separated, or spouss Ia a nonresident alien, check the “Singls” box.

City or town, statg, and ZIP code

lan Eopid N

Sykz2

4 M your last name differs from that shown on your soclal security card,
check here. You must call 1-800-772-1213 for a replacement card, & []

N o,

If you meet both conditions, write “Exempt”" here. . . . .

Total number of allowances you are claiming (from line H above or from the applicable worksheet on page 2) 5 S
Additional amount, if any, you want withheld from each paycheck . . 575 ‘0 a o B o o o 6 4
7 | claim exemption from withholding for 2015, and | certify that | meet both of the foliowing conditions for exemption.
¢ Last year | had a right to a refund of all federal Income tax withheld because | had no tax liability, and
¢ This year | expect a refund of all federal income tax withheld because | expect to have no tax liability.

6%

Nak2

Under penalties of perjury, i deciare that | have examined this certificate and, to the best of my knowiedge and bellef, it Is true, correct, and compiete.

Employee’s signature
(This form is not valid uniess you sign it.) »

cwn L

Date > ( ~-C 4 §

8 Employer's name and address (Employer: Complste lines 8 and 10 only If sending to the IRS.)

9 Office code {optional)

10 Employer identification number (EIN)

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

Cat. No. 10220Q

Form W-4 (2015)



Employment Eligibility Verification USCIS

Form I-9
Department of Homeland Security ' OMB No, 1615-0047
U.S. Citizenship and Immigration Services Expires 03/31/2016

PSTART HERE. Read Instructions carefully before completing this form. The Instructions must be avallable during complation of this form.
ANTI-DISCRIMINATION NOTICE: It is illegal to discriminate against work-authorized individuals. Employers CANNOT specify which
document(s) they will accept from an employee. The refusal fo hire an individual because the documentation presented has a future
expiration date may also constitute illegal discrimination.

Section 1. Employee information and Attestation (Empioyees must compiete and sign Section 1 of Form /-9 no later
than the first day of employment, but not before accepting a job offer.)

Last Name (FBW Name) First Name (elvan Names) Middle Initial | Other Names Used (i any)
g\lnﬂo ¢ O
Address (Street Number and Name) Apt. Number | City or Town State Zip Code
924 Do S M (on_ fopil A |MJ |7
Date of Birth (mm/dd/yyyy) |U.S. Social Security Number | E-mail Address elephone Number

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

E']gstrunder penaity of perjury, that | am (check one of the follov_vlng):
A citizen of the United States

[] A noncitizen national of the United States (See Instructions)
[] A iawful permanent resident (Allen Registration Number/USCIS Number);

[[] An alien authorized to work until (expiration date, if applicabie, mm/dd/yyyy) . Some allens may write "N/A" in this field.
(See instructions)

For aliens authorized to work, provide your Alien Registration Number/USCIS Number OR Form 1-94 Admission Number:

1. Alien Registration Number/USCIS Number:
OR 3-D Barcode
Do Not Write In This Space

2. Form i-94 Admission Number;

If you obtained your admission number from CBP in connection with your arrival in the United
States, include the following:

Foreign Passport Number:

Country of issuance:
Some aliens may write "N/A” on the Foreign Passport Number and Country of issuance fields. (See instructions)

Signature of Empioyee: % % ’/eM/\ Date (mm/ddiyyyy): 4,..2, i5

Preparer and/or Translator Certification (To be completed and signed if Section 1 is prepared by a person other than the
employee.)

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

Signature of Preparer or Transiator: Date (mm/ddpyyy):
Last Name (Family Name) First Name (Given Name)
Address (Street Number and Name) City or Town State Zip Code

@ Employer Completes Next Page @

Form1-9 03/08/13 N



Q Employer Completes This Page !

Section 2. Employer or Authorized Representative Revliew and Verification

(Employers or their authorized representative must complete and sign Section 2 within 3 business days of the employee's first da y of employment. You
must physically examine one document from List A OR examine a combination of one document from List B and one document from List C as listed on
the "Lists of Acceptable Documents" on the next page of this form. For each document you review, record the following information: document title,
issuing authority, document number, and expiration date, if any.)

Employee Last Name, First Name and Middle Initial from Section 1: ]zh ; \ g‘_‘s i ﬁh ""OY\ l‘ 0

List A OR List B AND ListC
Do T e Documems%"u'%‘fg“i“"‘“°;‘f':€
Tasuing Aulhorfy: W Tssting gmswp‘_ CGL
B PUBGLE| ¢15eog TTE™ G S 2£]
Expiration Date (It any)(mm/dd/yyyy): Explration[the ffané{mf/dgyg')} g Expiration Daﬁjlrg‘fgvm/dd/yyyy):
Document Title: J
fesuing Authorfty:
Document Number:
Explration Date ( any)(mmiddiyyyy):
Document Title: Do Notsv;r?l:t};c '?:; Space
Issuing Authority:
Document Number:
Explration Date (if any)(mm/didfyyyy):
Certification

1 attest, under penalty of perjury, that (1) | have examined the document(s) presented by the ahove-named employee, (2) the
above-listed document{s) appear to be genulne and to relate to employee named, and (3) to the best of my knowledge the
empiloyee Is authorized to work In the United States.

The empioyee's first day of employment (mmvdd/yyyy): 9 2 / / ; (See instructions for exemptions.)
Signature of Emplfiyer op Authoriz DatE?(mm/idI)'wy g Title of Employer or Alﬂorized Representative

tive
. , A :

Last Namm) U First Name (Given Name) Empioyer's Business or Organization Name 4
R W _E_A: lgw EMPLOYER SOLUTIONS STAFFING GROUP LLC
Employer's Business or Organization Address (Street Number anfL.Aime) | City or Town State Zip Code
7301 OHMS LANE SUITE 405 EDINA MN 55439

Section 3. Reverification and Rehires (7o be completed and signed by employer or authorized representative.)
A. New Name (i applicable) Last Name (Family Name) First Name (Given Name) Middie Initiat | B. Date of Rehlre (ff applicable) (mm/ddyyyy):

C. Ifempioyee's previous grant of employment authorization has expired, provide the Information for the document from List A or List C the employee
presented that establishes current empioyment authorization in the space provided below.

Document Title: Document Number: Expiration Date (if any)(mm/ddAyyyy):

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

Signature of Employer or Authorized Representative: Date (mm/dd/iyyy): Print Name of Employer or Authorized Representative:

Form1-9 03/08/13 N



P R T S ST TS T AN Y t e
f - MEDICAL EXAMINER'S CERTIFICATE
e et

[ weatigcaroctve s [ iog i an et rachy 208 49 CFR 391.82)
| O wearipraaringed 3 acoomperiec by a 8Kt Beriemance £vahaton Certoas (SPE)

| [ eccompanied by & ——velyerfaxempton [ quamaa'uyopuau&wmcmaei._eg

| The information | héve provided regarding this phieioal examinalion 8 fnud ard A cofnplets examination
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o
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[ Physician Assistant {3 Other Practitioner | ]
NATIONAL REGISTRY NO, | 3
4 e oM

LY, ﬁbi DRIVER'S LICENSE NO. | STATE |
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L
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@, employer solutions staffing group.
. Leveraging Resources in a Changing Market

Direct Deposit/Payroll Debit Card Authorization

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

M \ ﬁ"‘} _‘ K%MU

S 1 W I @SSR PN I (SR8 Gl @)

_A"Payroll Debit Card (Please complete Sections4 and 5 below)
SLATION 3 DIRECGE DEPOST

[] Update Bank Account
Bank Name:

¥ 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.

Routingd#

Initial Date

Account Type: [ Checking [ savings Clother . _

»  To help us avoid making an errar, please attach a copy of a voided check. (a deposit slip will not work)
*  Ifyonchange banks, do not close your old bank account until your direct deposit has started at the new bank, which may take 2 pay periods.

SECTION L PAN RO

Federal law requires all financial institutions to obtain, verify, and record information that identifies each person who opens an account. In order to
request a Payroll Debit Card for you, 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 Autharization, BSSG will provide the necessary information and issue you a Payroll Debit
Card to pay your wages. For your protection, the financial institution may ask you to provide them additional identification information so they can
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. On your first payday, you will receive your new Payroll Debit Card, and a packet containing all 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.

DEBLE CARD (GEOR N EGASTH G ARD

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

; A yi e ’:“:f:i'i"»ws-‘?e
et 88 (PO B ACCEPTABLE ocial Sec
4yl T Ted ’gr— N | i -ab-cxe
“Yoan fw_éf M | “Peskyy ‘23”8("%5_23‘ @5

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

Payroll D;l;;tyg;:ids i!ouﬁng # Payroll Debit Card Account # M\A‘ D D \ B l D C lf U U

Thave received my Payroll Debit Card, welcome brochure, program fees, program terms, conditions, and disclosures, By activating my Payroll Debit Card,
I am agreeing to the program terms, conditions, and disclosures that are included or made available to me fram time to time from the financial institution. I
authorize the financial institution to debit my Payroll Debit Card account for the fees described in the fie schedule that is part of the program terms,

conditions, and disclosures.
) /2%"-’—? ——  Date: 4’%“/}

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

Employee’s Signature:

*E-mail: ’m;mc\\[ QL @ ﬁf%l\ L (om

«f~/Hislinformation will only be used to bhd you? paystubs electronically

Employee's Signature: M et Date: %’“I f,




VSIIND 219301-EMP |SFFICEUSE | oopmioN Rehire Date —__/ :

s m——  — t— C—— —
1

ENROLLMENT FORM ESC UNAV P2M v15.1
REQUIRED EMPLOYEE INEFORMATION OPTION 1
PRINT USING BLACK or BLUE INK FIXED INDEMNITY PLAN Weekly Rates
S Fﬂle}loll) S SELECT COVERAGE LEVEL
Social Security Number ﬁ%— e — — You MUST select a coverage level before adding any benefits. Your

| Date of Birth f ‘ ) 2/ _Lﬁz_ ’_’Zi_ = coverage level will be identical for each benefit.
| C

| Name g"l @ P E Employee Only E}znc;}l,nyele -i-:‘amily k

: Employee + 1 to all indemnity benefits.
- Street Address [72 @ M 9‘ A}@)

iy (eon Mids _ swe A2 7S S Y 73 || FIXED INDEMNITY MEDICAL C a

: . vES $20.91 Employee Only

i Horne Phone .QLL'EC)_Z'éD_li D $42.44 Employee + 1

| O  $56.67 Employee + Family

(  Doyouorany dependents have Medicare? ) This coverage is not available to residents of New

[JYes [INo I Yes: Hampshire, Hawaii, or Puerto Rico.
Medicare Health Insurance Claim Number (HICN)
DENTAL

Tk L . / / YE $ 6.17 Employee Only
Medicare Bffective Date " — ' L1 $12.34 Employee + 1
Names of Covered Person(s) NO  $20.36 Employee + Family

W
TERM LIFE @

1.
| L
L3' J D YES $0.60 Employee Only
$0.90 Employee + 1
W $1.80 Employee + Family
| Name |
SHORT-TERM DISABILITY s
Social Security Number "~ &

DateofBith [/ Sex @ %%)5\ $4.20 Employee Only

Relationship: []Spouse []Child [JDomestic Partner Short-Term Disability is not available to persons who work in

California, Hawaii, New Jersey, New York, or Rhode Island.

Name

Social Security Number - o . | &8 i€ B . _ T821_9_3‘Q_1_C)-_-M-|§MP |
— L VYR, “'i:T' ‘3"-":"_ ‘ ; NIV _ Monihly Rates

Date of Birth / / . @ VikCy |

Relationship: [J Spouse [JChild [J]Domestic Partner

BENEFICIARY INFORMATION

For Term Life / Accidental Death & Dlsmemberment please write
in your beneficiary information.

NAME OF BENEFICIARY

D$ .99 Employee+ Family
@/NLZ(;() MEC Wellness/Preventive Plan

RELATIONSHIP

Accidental Death & Dismemberment is part of the Term Life Benefit.

i

I have read the benefit packet and understand its limitations. T understand that open enrollment is only available for a limited time and I

| understand that making no benefit selection is.a,declination of coverage. _
» Signature | / / Date Qi’ézlig_ﬁi




