employer solutions staffing group. o e gy
Leveraging Resources in a Changing Market Tel: 952.835.1288

www.esgstaffingsolutions.com

New Hire Application

Personal Data-- PLEASE PRINT LEGIBLY IN INK

Last Name /2 0dnpro First Name _Car /S Middle Initial /7~
Street Address__ 3040 /Tinfoh _Av. 1 Aptiste __/

Clty/State/Zip &:&Qrgl Aaé £ ArAL TSl o  Social Security Last Four XXX-XX- 390
Phone Number _(/) ~2{).¢ - 0S8 Email Address /7B ze/roin § Husi €S

Staffing Agency/Recruitment Partner C 6

All offers of employment are conditional upon satisfactory proof of identity and legal ability to work in the U.S.A.
Are you legally authorized to work in the United States of America? EAYES [INO

Applicant Certification and Authorization
1 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, performance, compensation and eligibility for rehire.
| 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, government regulations or by ESSG policies.
| release ESSG and other pysons or entities from any claims that might be based on ESSG's decision to conduct a background check.
| certify that all statemept€ made in my application are true and accurate and that | have not omitted any material information or provided
faise or misleading inférmation. | understand that any material omission or misrepresentation will resuit in my disqualification from
consideration for employment or, if discovered after | begin employment, will resuit in my termination.

If hired, | agree to ablde by the policies and procedures of ESSG.

Zarler  Aomer? /&PM//LV /ét-; 2F - /¢

Name (Print or type) Applicant's Sigrdture

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

For ESSG Office Use Only
DOH NHW -8 8850 w4
Emergency Contact Info | Background Release Form Background Results Unemployment Letter ESC Application
(If applicahble)
For ESSG Client Use
DOH ROP Work Site Loc. WC Code

ESSG - Supermoms CMG Rev. 05/2015



Form W-4 (201.6)

Purpose. Complete Form W-4 so that your empioyer
can withhold the correct federal income tax from your
pay. Consider completing a new Form W-4 each ysar
and when your personal or financial situation changes.

Exemption from withholding. If you are exempt,
complete only fines 1, 2, 8, 4, and 7 and sign the form
to valldate it. Your exem| on1’(:1'2!1115‘7;;6“_I

Fed 18, 2C_II_17. See Pub. 605, Tax olding

an ax,

Note: If another person can clalm you as a dependent
on his or her tax return, you cannot claim exarngﬂon
from withholding if your income excesds $1,050 and
inciudes more $350 of unearned income (for
example, intsrest and dividends).

s. An empl may be able to claim
mmbm'r’\ofgom wﬁhrt':glgrn? ev:x if the employes is a
dependent, if the empioyes:

* |s age 65 or oider,
* |s biind, or

» Will claim adjustments to income; tax credits; or
itemized deductions, on his or her tax return,

The exceptions do not a to supplemental wages
greater ﬂ!paﬁﬁ $1.DD0,0DD.pp'y i g

Basic instructions. if you are not exempt, complete
the Personal Allowances Worksheet below. The
worksheets on page 2 further adjust your
withhoiding aliowances based on itemized
deductions, certain credits, aggggnems to income,
or two-eamers/multiple jobs ons,

Compiste all workshests that apply. However, you
may claim fewer (or zero) allowances. For regular
wages, withholding be based on allowances
you claimed and may not be a fiat amount or
percentage of wages.
Head of househokd, Generally, you can claim head
of household filing status on your tax return only if
you are unmanied and pay more than 6§0% of the
costs of keg| Ingolm a home for yourself and your
degandentl:(s or ather qualifying individuals. See
Pub. 5§01, ptions, Standard Deduction, and
Filing Information, for information.
Tax credits, You can take projected tax credits Into account
mg your allowabie number of withholding allowances.
for child or dependent care expenses and the chlid
tax credit may be claimed using the Personai Allowances
Waorkshest below. Ses 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 ents using Form
1040-ES, Estimated Tax for individuals. Otherwiss, you
may owe additional tax. if you have pension or annuity
income, see Pub. 505 to find out l‘fIyou should adjust
your withholding on Form W-4 or W-4P.

Two earners or multiple jobs. if you have a
working spouse or more one job, figure the
total number of allowances you are ed to claim
on all jobs m worksheets from only one Form
W-4, Your olding ususally will be most accurate
when all allowances are claimed on the Form W-4
for the highest g Job and zero aliowances are
claimed on the rs. See Pub. 505 for details.

Nonresident alien. If you are a nonresident alien,
see Notice 1392, Supplemental Form W-4
instructions for Nonresident Aliens, before
completing this form.

Check your withholding. After your Form W-4 takes
effect, use Pub. 505 to sse how the amount you are
havlnng‘ withheld compares to your projected total tax
for 2016, See Pub., & especialgy gour earnings
exceed $130,000 (Single) or $180,000 (Married).
Future developments. information about any future
developments affecting Form W-4 (such as legislation
enacted after we releass if) will be posted at www.irs.gov/iw4.

Personal Allowances Worksheet (Keep for your records.)

A  Enter *1” for yourself if no one else can claim you as a dependent .
e You are single and have only one job; or

B Enter*1”if: { = You are married, have only one job, and your spouse does not worik; or } s o o
» Your wages from a second job or your spouse’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 one job. (Entering ®-0-" may help you avoid having too little tax withheld.) .

mmo

Enter number of dependents {(other than your spouse or yourself) you will claimon yourtaxretum. . ., . . .
Enter *1” if you will file 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

TMOO

111

{(Note: Do not Include child support payments. See Pub. 503, Child and Dependent Care Expenses, for details.)

G  Child Tax Credit (including additional chlid tax credit). See Pub, 972, Child Tax Cradit, for more Information.
» If your total income will be less than $70,000 ($100,000 if married), enter “2” for each ellglble chlld; then less “1” if you
have two to four ellgible children or less *2” if you have five or more eligible chlldren.
» [f your total Income will be between $70,000 and $84,000 ($100,000 and $118,000 if married), enter “1” foreach elighblechlld . . G

H  Addlines A through G and enter total here. (Note: This may be different from the number of exemptions you claim on your tax retumn.) » H

o If you plan to itemize or ciaim adjustments to iIncome and want to reduce your withhoiding, see the Deductions
and Adjustments Worksheet on page 2.

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

For accuracy,
complete all
worksheets
that apply.

» If neither of the above situations applles, stop here and enter the number from line H on line 5 of Form W-4 beiow.

com W=4}

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 entitled to claim a certain number of allowances or exemption from withholding Is 2 @ 1 6
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 initial Last name 2 Your social security number
Carlor g /omero wtt 4827
Home address (number and street or rural route) 3 [7] single [] Married [] Married, but withhold at higher Single rate,
g COUo Z/n 7‘ oy De. f Note: If married, but legally separated, or spouse is a nonresident allen, check the “Single” box.
City or town, state, and ZIP coda 4 I your last name differs from that shown on your social security card,
i 2 f' /‘( il check here. You must call 1-800-772-1213 for a replacement card. P> |:]
5 Total number of allowances you are claiming (from line H above or from the applicable worksheet on page 2) 5 /

6 Additional amount, if any, you want withheld from each paycheck . . . .
7 | claim exemption from withholding for 2016, and i certify that | meet both of th
e 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 llability.
If you meet both conditions, write “Exempt”here. . . . .

e following conditions for exemption.

6 |$

A wal

ezl

Under penalties of perjury, | declare that | have examined this certificate an

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

d, to the best of my knowledge and beiief, it is true, correct, and complete.

Al B

pater /- X P -6

8 Employer's name and address (Employer: Complete 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 (2016)



Employment Eligibility Verification USCIS

Department of Homeland Secarity OME ;??J;?OM7
U.S. Citizenship and Immigration Services Expires 08/31/2019

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

ANTI-DISCRIMINATION NOTICE: 1t is illegal to discriminate against work-authorized individuals. Employers CANNOT specify which
document(s) an employee may present to establish employment authorization and identity. The refusal to hire or continue to employ
an individual because the documentation presented has a future expiration date may also constitute illegal discrimination.

[Gegtlon 1. Employee Information and Alestation (Emplayses must aamplete and aign Beefion 1 of Parm 19 ne lator

than the first day MWM but hot befre avaspting & joh offer,)
Last Name (Family Name) ’ First Name (Given Name) Middle initiai Other Last Nanﬁr (if any)
" Lo b © Coor fof 1
Address (Street Number and Name) Apt. Number | City or Town State ZIP Code
Youo Fontow Qe S, / /%hmm// § AN |wf| <Suo¥
Date of Birth (mm/dd/Ayyy) U.S. Social Security Number Employee s E-maii Add Employee's Telephone Number
9-> - 99  |WEFEI-[dTTF (/A

1 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.

| attest, under penalty of perjury, that | am (check one of the following boxes):
[] 1. A citizen of the United States
D 2. A noncitizen national of the United States (See /nstructions)

|Z' 3. A iawful permanent resident  (Allen Registration Number/USCIS Number): M OY-3P-C) - Lr&

|:| 4. An alien authorized to work  until (expiration date, if applicable, mm/dd/yyyy):
Some aliens may write "N/A” in the expiration date fieid. (See instructions)

Aliens authorized to work must provide only one of the following document numbers to complete Form I-9: Do %%fm"g;ﬂm
An Alien Registration Number/USCIS Number OR Form -84 Admission Number OR Foreign Passport Number.

1. Alien Registration Number/USCiS Number:
OR

2. Form i-94 Admission Number:
OR
3. Foreign Passport Number:

Country of issuance:

Signature of Employee /&v Today’s Date (mm/dd/Ayyy)

L=2 @~ L

[Fraparer andlor Transiatar GerUNgaon [OhGeK Be) ‘ =
| i it s 4 preparer gr raniator. ] A praprile) ancior trarelateiid) ansisted the amplayas Ih completing Geslian 1.

Pleida below must e completéd and sighed when preparers afidi irahelatord assist &n amployée In completing Seotion 1.}

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

Signature of Preparer or Transiator

Today's Date (mm/ddAyyy)

Last Name (Family Name) First Name (Given Name)

Address (Street Number and Name) City or Town State ZIP Code

@ Bmplayer C"awl'elfﬂ.l\'w Paé?_ @

Form I-9 11/14/2016 N



Employment Eligibility Verification USCIS

Department of Homeland Security Fgl'nllé@
145 q : . . OMB No. 1615-0047
U.S. Citizenship and Immigration Services Bxuites 08531/2019

Segtion ,n‘h ?& ar Aul o Nepm%ihmaglig gﬁd W%ﬁ b T
cé%w 8 o thgit ay replesohiglive ig a WMM within 3 busingss ® y _nt,
Wumﬁw;mmmwaw mmwmwmuswagonammﬁe from List ¢! @6 Hsted of the

g . Last N Name) Flrst Name (Given Name) M.i. cmzens mmlgration Status
Employee Info from Section 1 e" (&1 n P, 60 ~ [y ?’I

ListA List B AND ListC
Identity and Empiloyment Authorization Identity Empioyment Authorization
Document Title Document Title Document Title
0 M anent Reshen) ol

lssutnj Issuing Authority issuing Authority
Docuyment Nu Document Number Document Number

Lo 884109
Explration Dat [l! anyj /(mm/dd/yyyy) ‘| Expiration Date (i any)(mm/dd/yyyy) Expiration Date (if any)(mm/dd/fyyyy)

2[2020

Document Title
ssuing Authority Additional information o ex v I ris Goase
Document Number
Expiration Date (if any)(mm/dd/yyyy)
Document Title
Issuing Authority
Document Number
Expiration Date (if any)(mm/dd/yyyy)

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

(2) the above-listed document(s) appear o 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 first day of employment (mm/dd/yyyy): )z:/ o ’ / 70/ ( (See instructions for exemptions)

Slgan’e of Employer oy Authorized Representative Today's Date(mm/dd/yyyy) Title gf Employer or Authorized Rep ;e;fnmme
ﬁ; aL 12 J02/2/¢ fo-£05 7y et € g

Last Name of Employer or Authorized Representative | First Name of Employer or Authorized Representative | Employer's Business or Organization Name
yae 9 Lo Houve 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 EDINA MN 55439

o bip campletad dnd sigriad by employer of alifforized represeritative)

| ._.:_!: - .
oplicabl 8, Date of Rehirg (if appiioable) ot
Last Name (Famlly Name) First Name (Given Name) Middie Initial Date (mm/dd/yyyy)

G. I the employea's previous grant of employhient auth hofizatlon has expired, provide the lhﬁsrmqﬁon for the Hadiiment or recéipt that astablishes
mnttnulvg gmployment authorization in the space previded below.

Document Title Document Number Expiratlon Date (if any) (mm/dd/yyyy)

| attest, under penalty 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 reiate to the individual.

Signature of Employer or Authorized Representative | Today'’s Date (mm/dd/yyyy) Name of Employer or Authorized Representative

Form1-9 11/14/2016 N



PERMANENT RESIDENT CARD
NAME MARCELQ-ROMERO,PAREDES CARLOS
p INS A# os-aa-e__z;gjnt

|
ClUSA093862614L0S019109<<<<<< |
070279M200712ECU<<< << <c<<<<<<<<]
MARCELO<<ROMERO<<PAREDES<<CARLQS<
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employer solutions staffing group. %‘%&F SNG m

Leveraging Resourcss in 2 Changing Markes
Bepefit Plan Administrators, Inc.

TN En ey T e 110 e M s sy Rws R0 R 7 I

Enhanced MEC Plan_Plan 1

Benefits Enroliment Form [J New Employee [ Rehire Rehire Date

Employee Information

Name (First and Last) ) Soclal Security Number

Cartos  Avrero Zgi-'.u3~gj}—b7
Address City tate Zip Code

You o Zfinfon . 5. Monyeapefss | N s¢ oy
Gender IZ Male | Marital Status L1 Single | Date of Birth Date of Hire
[] Female | O Maried  pf Divorced F-2-F?
[Phone Number: Emall Address: .
(Y =423 ~3€0 § Ly cellvn £ haSH. oy

Please Select Desired Coverage:

Employee Only - :I Employee+Spouse - Employee+Child(ren) - Family -
$24.00/Week

$38.00/Week $36.00/Week $63.00/Week

[Social Security # BirthDate | 58X Relaﬁonship
AT W Carams Efte R i el e
Social Security # Birth Date | Sex Relationship
| First Name ML Last Name g r::ala = splo:luseDoEest?:ﬂd Partner
Social Se;un&#‘ ~ | Bihbate | Sex ' Relaﬁonship
ame M.I. LastName E lia:ala a SPESE D(Euﬁcgmmﬁ

Other coverage information including Medicare/Medicaic

NAME OF PERSON COVERED (FIRST, LAST):

EFF. DATE
EFF. DATE
EFF. DATE

Employee Acknowiedgement and Authorization - | hereby apply for the group benefit{s) as indicated. | acknowledge that all entries are trus and complete and that
any misstatements or fallure to report information may be used as the basis for cancellation of covarage for me and my dependent(s), if any, from the original
effective date. Further, | authorize my employer to make the necessary payroil deduction of premiums for coverages | have elected.

IF ENROLLING - YOU MUST SIGN HERE

Empioyee Signature Date

evpioveesoecuvne [0 | am DECLINING coverage

understand that | and/or my dependents, if any, walve any coverage and desire to participate in the plan at a later date. l/we may be considered a late enrollee and
must meet the requirements defined In the Certificate of Coverage for the company’s medical or dental plans. if | deciine enroliment for myseif or my dependents
{including my spouse) because of other coverags, | may, In future be able to enroli myself or my depend In this plan, provided | request enroliment within 31
days after the other coverage ends. In addition, if a new dependent relationship forms as a result of marriage, birth, adoption, placement for adoption of parting sult
of adoption, | may be able to enroll myself or my dependent, provided | request enroliment within 31 days of the event.

IF DECLINING- YOU MUST SIGN HERE
Employee Signature M_{/xﬂ/% Date 7/_;5) - /é

~ ° Employer Solutions Staffing Group Health Benefits Team
7301 Ohms Lane Suite 405
Edina, MN 556439
Phone: 952-767-9519 Fax: 952-767-9515
Email: Health@employersolutionsgroup.com




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: ) o/ o5 ~A. _,20)»”—/ o
First Middle (O Last
none)

Other names used:
Current county of residence:

Current and former addresses:

~ current ?ot(o ZZ‘:: ZSM e, 2/ S A
from Mo/Yr to Mo/Yr Street City, State & Zip
from Mo/Yr to Mo/Yr Street City, State & Zip
/
from Mo/Yr to Mo/Yr sstreet City, State & Zip

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

pr-o ~ ¥{ bt~y = CILF
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 job or live in California, Minnesota, or Oklahoma, you may request
a copy of the report by checking this box: 1.

//é-./ //';‘“27 /G

Signature Date




- employer solutions staffing group.

Leveraging Resources in a Changing Market
Wage Payment Method Authoerization (Minnesota)

Employees have the option of receiving wages by Direct Deposxt and/or Payroll Debit Card.
If you do not provide a written election, wages ail -

SECEION T BASTE INFEORNEAEION
Employee Name SSNit (1ast 4 digits)
BTN I’\\ RO l_I.I_L TION

%] Direct Deposit (Please compléte Sections 3 and 5 below)
[ ] Payroll Debit Card (Please complete Sections4 and 5 below)
SECHION G DIRECGE DEROSTEL

[0 Update Bank Account

Note: Direct Dgposit accounts may take up to 7 dgys to be activated
ml'aper Check (Please complete Section § below)

I understand and acknowledge that if I do not provide a

Bank Name: voided check with this direct deposit form, I am
s M responsible for any delays in payroll or extra costs
Routing# incurred if the account number that I provide is incorrect.

Account# -
Tnitial Date

AccountType: [ Checking O Savings ] Other

To help us avoid making an error, please attach a copy of a voided check. (a deposit slip will not work)
If you change 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 T PAYROEL DEBFE CAXRD (GEOBNE GASEEENRD)

Federal law requires all financial institutions to obtain, verify, and record information that identifies each person who opens an account. In arder 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 Authorization, ESSG 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.

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

First Name ML Last Name Date of Birth
Street Address (P0 BOXNOT 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 #

073972181

I have 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 from time to time from the financial institution. 1
authorize the financial institution to debit my Payroll Debit Card account for the fees described in the fee schedule that is part of the program terms,
conditions, and disclosures.

Employee’s Signature: Date:
SECHION S AUTHORTIZN FION

I 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.

*E-mail: @
this information will only be used to send your paystubs electronically

Employee's Signature: Date:




EMERGENCY CONTACT INFORMATION

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

Employee Name: Mf p 4 /)Dh/z z20
Address: :Z oue 7 n 7/0;(1 Lu. f Poadd =t 'l)o/;j /g{ K/
Home Phone: __ G(2— 1622-4+¢€0¢

T RGN CONTAC
L Please lls llst tqvo pu_g_p[a gjg_pﬂor!q Grder) £) wha pould bo vaxftacwd in case of at amérgam,g =
Contact #1 Home Phone:
ﬁ’r%e’ %«q ///)q Cell Phone:  ¢r) - JEO-GIL
Relationship: nNe /) 6 o Work Phone:
Contact #2 Home Phone:
Name: /Zréh, zr9 Aaquoe/ Cell Phone: (¢) - 2 2§ - 7—01(0
Relationship: 0 f%.), y 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.



