7116/2016 E-Verily - Print Case Details - Freview

SENSITIVE BUT UNCLASSIFIED
Department of Homeland Security Report Prepared: 07/16/2015
E-Verify Page: 1 of 1
_ Case Verification Nmmber: 2015197093623CT
Case Information:
Employee Information;
Last Name: ! Duran First Name: Catalina
Middle Initial; Other Names Used:
Sacial Security Number: 4 24 2048 Date of Birth: 03/09/1971
Citizenship Status: An alien authorized to work Email Address:
___ Document Information: .
List A Document; Employment Authorization Dooument (Form I-766)
Card Number: RACI1515351558 Document Expiration Date;  05/27/2017
Alien Number: 206061317 1-94 Number:
Additional Information:
Hire Date: 07/16/2015 Emgloyer Case ID:
Three-Day Rule Reason: Three-Day Ruls - Other:
Submitted By: MARI1344 Submitted On: 07/16/2015
Inifial Case Resulf:
Last Namo (in DHS rocords): DURAN VAZQUEZ First Name (in DHS records): CATALINA
Bgs“‘;‘:;‘ﬁ;‘fi’“ﬁ““ Date (in 45772017
Case Restlt: Employiirs Auetiosaed
Employee Referred to SSA:
Refemred By: "Referred O
Case Result from SSA (after SSA Tentative Nonconfirmation):
Case Result: l-lesponse Date:
Resnbmitted to SSA (after Review and Update Employee Data):
Last Name: _ First Name:
Middle Initial: Other Names Used:
Social Security Number: Date of Birth:
Resubmitted By: Resubmitted On:
Case Result from SSA (after Resnbmission):
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 ]-3y: Reforred O

Case Result from DHS (after DHS Tentative Nonconfirmation):

Case Result: Response Date;

hitps:Ne-verify.uscis.goviemp/BpC aseDetalisLetter.aspx?CaseVerNum=2015197093623CT
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7182016 E-Verify - Print Case Detalils - Preview

letn Matehmg Results:
Detarmmtmn:
Employee Referred to DHS (A dditional):
By: - "~ Referred O
Case Result from DHS (after Addifional DHS Tentative N onconﬁrmaﬁon)
Case Result: Respnnse Date:
Case Closure:
Closure 8 The employee contimues to work far the employer afer receiving anl d
osure]%mment: amlgl&yaecmhmes waork far mnploy&rmd recetvmganEmpluymg.x;ltlmoﬁ result,
SENSITIVE BUT UNCLASSIFIED

hiips:/fe-verify.uscis gov/emp/BpC aseDetailst etter.aspx?CaseVerNum=2015197083623CT



~ Employment Eligibility Verifieation USCIS

Form 1-9
Department of Homeland Security OMB No. 1615-0047
USS. Citizenship and Immigration Services Expires 03/31/2016

PSTART HERE. Read Instructions carefully before completing this form. The instructions must be avallahle during completion of this form.
ANTI-DISCRIMINATION NOTICE: Itis illegal to discriminate against work-authorized individuals, Employers CANNOT specify which

document(s) they will accept from an employee. The refusal to hire an individual because the documentation presented has a future
explration date may also constitute illegal discrimination.

[Seation 1. Employee Information and Attestatlon (Empioyees must compiste and sign Section 1 of Form 1-9 no later
than the firat day of employment, but not befare accepting a job offer.
Last Name (Family Nams) Flrstyama (Given Nams) Middie initial | Other Names Used (if any)

10/ =

Apt. Number | City or Town ,Snfate Zip Code
w Ay PAY L N ISS)/¥
Date of Birth (mmAdepyyyy) |U.8. Social Security Number | E-mail Address Telephone Number
3: 09197/ E8R 1807 T
1 am aware that federal law Provides for Imprisonment and/or fines for faise 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):
[] A citizen of the United States ' *

[C] A noncitizen national of the United States (See instructions)
[ Alawful permanent resident (Alien Registration Number/UscIs Number):

m An alien authorized to work unti (expiration date, if applicable, mm/dd/yyyy) Q_&m;&me aliens may writs "N/A" in this field,
(See instructions)

For allens 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 1-94 Admission Number:

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

Foreign Passport Number:

Country of Issuance: :
Some allens may write "N/A" on the Foreign Passport Number and Country of Issuance fields. (See instructionsj

Signature of Employee: g, : :z, . A Q / a’ ; I ;ZZ U= Date(mm/dd/yyyy):c?:/ E :/ js

| attest, under penalty of perjury, that | have asalsted In the completion of this form and that to the best of my knowledge the
Information Is true and corract.

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

@ Enﬁ?‘aj« Cb»q:lemNmPaga @

Form I-9 03/08/13 N Page 7 of 9




Q Employer Completes This Page ﬂ

Section 2. Employer or Authorized Representative Review and Verification

(Employers or their authorized representative must complete and sign Section 2 within 3 business days of the employee'’s first day 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 Miiddle Initial from Section 1: D vV Ya N, (, 7] 4‘4 / f N :

List A OR List B AND ListC
Identity and Employment Authorization Identity Employment Authorization
ftle: Document Title: Document Title:

Issull{g Authority: ' Issuing Authority:

Document Title:

Décﬂnz?t’hl%n}be‘g 3 5 / Ss.g Document Number: Document Number:

Explra;n Date (if any)(mn;/d /): Expiration Date (if any)(mm/dd/yyyy): Explration Date (if any)(mm/dd/yyyy):
- 20‘7 .- .

1Document Title:

Tssuing Authority:

Document Number:

Explration Date (if any)(mm/dd/yyyy):

3-D Barcode
Document Title: Do Not Write In This Space

Issuing Authority:

|Document Number:

Expiration Date (i any)(mm/ddiyyyy):

Certification

1 attest, under penalty of perjury, that (1) | have examined the document(s) presented by the above-named employee, (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 first day of employment (mm/dd/yyyy): 7-16-J5 (See instructions for exemptions.)

Slgnawmyer or orized Representative Date (mm/dd/yyyy) Title of Employer or Authorized Representative
7l 15| A AP

Last Name (FaTnily Name) b First Name (Given Name) Employer's Business or Organization Name
‘. nS VV\O“[ A_— EMPLOYER SOLUTIONS STAFFING GROUP LLC
Employer's Business or Organization Address (Street Number antlame) [ City or Town State Zip Code
7301 OHMS LANE SUITE 405 EDINA MN 55439

8ection 3. Reverification and Rehires (7o be completed and signed by employer or authorized representative.)
A. New Name (7 applicable) Last Name (Family Name) First Name (Given Name) Middle Initial | B. Date of Rehire (i applicable) (mm/ddAryyy):

C. if employee'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 employment authorization In the space provided beiow.

Document Title: Document Number: Expiration 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 relate to the individual.

Slignature of Employer or Authorized Representative: Date (mm/ddAryyy): Print Name of Employer or Authorized Representative:

Form1-9 03/08/13 N
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Form W4 (2015)

Purpose. Complete Form W-4 so that your employer
can withhold the comrect federal income tax from your
pay. Consider completing a new Form W-4 each year
and when your personal or financial situation changes.
Exemption from withholding. If you are exempt,

complate only lings 1, 2, 3, 4, and 7 and sign the form
to validats it. Your exemption for 2015 res

%016. 8ee Pub. 505, Tax olding
and Tax.

Note. If another parson can claim you as a dependent
on his or her tax return, oanno¥°clah11exen’1,gnﬁon
from moldm‘galgyom ncome exceeds $1,050 and
Includes more wg&cf unsamed Income (for
example, Interest and dividends).

Emefuuns.Anem ) be able to claim
exemption from wﬂhhgl g‘;vn%lnyﬂie employes is a
dependent, if the employes:

e |s age 85 or older,

® |3 blind, or

* Will claim adjustments to incoms; tax cradits; or
temized dedagluﬂons, on his or her tax retum,

The exoceptions do not apply to lemental es
greater ﬂ%un 7] .OD0.000P il ke s

Baslc instructions. If you are not exempt, mr_nrglaete
the Personal Allowances Worksheet below.
workshests on page 2 further adjust your
withholding aliowances based on itemized
dedugtions, certaln credits, adjustments to income,
or two-eamera/muitiple jobs sftuations.

Complete all workshests that apply. However, you
may claim 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 claim head
of household status on your tax return only if
you are unmarried and pay more than 50% of the
costs of kee| lngoniﬁahomeforyoumlfand ur
depend: ?or er qualifying individusls, See
Pub.-6501, ons, Standard Deduction, and
Filing Information, for information,

Tumvoummmemmmmmmm
In lgitglng your allowabls number of withholding allowanoes.
C for child or dependent care expenses and the child
tax credit may be claimed using the Personal Allowances
Worksheet below. Sse Pub, 505 for Information on

converting your other credits Into withholding allowances.

Personal

Nonwage Income. If you have a large amount of
nonwage Income, such as Interest or dividends,
consider making estimated mm using Form
1040-ES, Estimated Tex for | uals, Otherwise, you
may owe additional tax. If you have penslon or annuity
incoms, ses Pub. 505 to find out if you should adjust
your withholding on Form W-4 or W-4P.

Two earners or multiple !loba. i you have a
working spouse or mare one job, fi the
total number of allowances you are to claim
on all jobs ualnﬂ worksheets from only one Form
W-4. Your withholding usually will be most accurate
when all allowances are claimed on the Form W4
for the highest ng job and zero allowances are
claimed on the others. S8ee Pub. 605 for detalls.

Nonresident allen. If you are a nonresident alien,
see Notice 1382, Supplemental Form W-4
Instructions for Nonresident Aliens, before
completing this form.

Check your withhaolding, After your Form W-4 takes
effect, use Pub, 606 to see how the amount you are
having withheld com to your grojectsd total tax
for 2016, See Pub. 605, especially if your samings
axceed $130,000 (Single) or $180,000 (Married).
Future developments. Information about any future
developments affecting Form W-4 {such as legistation
enacted after we release i) will be posted at www.lrs,

Allowances Worksheet (Keep for your records.)

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

B  Enter*1”if: { * You are mayried, have only one job, and your spouse does not work; or

. .. B
* Your wages from & second job or your spouse’s wages (or the total of both) are $1,500 or iess. }
C  Enter “1” for your spouse. But, you may chooss to enter "-0-" if you are married and have either a working spouse or more

than one job. (Entering “-0-" may help you avold having too little tax withheld)) .

mTmo

Enter number of dependents (other than your spouse or yourself) youwlll claimonyourtaxreturn. . . . . .
Enter “1” if you will file as head of housshold 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

A

—_———

Mmoo

1]

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

G Child Tax Credit (including additional child tax credit). See Pub. 872, Child Tax Credit, for more information.
s if your total income will be iess than $66,000 ($100,000 if married), enter “2” for each eligible child; then less “1” if you
have two to four eligible chlidren or less *2” if you have five or more eligible children.
© If your total income will be between $65,000 and $84,000 ($100,000 and $118,000 if married), enter *1” for each eligiblechiid. . . G

H  Add lines A through G and enter total here. (Note. This may be different from the numbsr of exemptions you claim on your tax retum) » H

For accuracy,
complete all

workshests
that apply.

¢ If you pian to itemize or clalm a
and Adjustments Workshest on page 2.

® [f you are single and have more than one

eamings from all jobs exceed $50,000 ($20,0

avold having too little tax withheid.

job or are married and you and your
00 if married), see the Two-Eamers/Multiple Jobs Worksheet on page 2 to

djustments to income and want to reduce your withholding, see the Deductions

ouse both work and the combined

* If neither of the above situations applies, stop here and enter the number from line H on line 5 of Form W-4 below.

Form w-4

Department of the Treasiry
Intemal Revenus Service

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

Employee's Withholding Allowance Certificate

» Whether you are entitied to claim a certaln 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. 1545-0074

2015

1  Yourfirst ni,me and middle inftial -
F

Lagtmame ©

o=z

DV
er and or rural routs)

AVE W

2  Your social security number

3 B4 single [ Married [] Married, but withhold at higher Single rate.
Note. f married, but legally separated, or spouse Is a nonresident allen, check the “Single” box.

Clty or 3atn, state, and ZIP code

SSIiZ

4 I your last name differs from that shown on your social security card,
check here. You must call 1-800-772-1218 for a replacement capd. > l:l

Qo Pavl
5

Total number of allowances you are claiming (from line H above or
6  Additional amount, if any, you want withheld from each paycheck

from the applicable workshest on page 2) 5

* Last year | had a right to a refund of all federal income tex withheld because | had no tax liabllity, and

7 | claim exemption from withholding for 2015, and | certify that | meet both of the following conditions for exemption. @ V

* This year | expect a refund of all federal income tax withheld because | expect to have no tax liabliity.

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

>l7]

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

Employee’s signature

T
(This form Is not valid uniess you sign it.) )/{LL

8  Employer's name and address (EmployF Complete lin

d, to the best of my knowledge and bellef, it is true, correct, and complste,

W \WZo ==

perL /4= /S

and 10 anly if sending to the IRS)

9 Office code (optional) | 40 Employer Identification number (EIN)

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

Cat. No. 10220Q

Form W-4 po15)



employer solutions staffing group.
é Leveraging Resources 'n a Changing Market
Direct Deposit/Payroll Debit Card Authorization
Employees have the option of receiving wages by Direct Depqsdit and/or Payroll Debit Card.

If you do not provide a written election, wag
SEECIRIOR ] ASTE [ O RN B G

i =
MECTEN 3 FANCNOILL HLECTHGNS

I:I Direct Deposit (Please complete Sections 3 and 5 below) g
|| Payroll Debit Card (Please complete Sections4 and 5 below)
SEERION S DIREGE DEROSTHE
[ Update Bank Account

I understand and acknowledge that if I do not provide a
voided check with this direct deposit form, I am
responsible for any delays in payrell or extra costs
incorred if the account number that I provide is incorrect,

Account Type: [ Checking [ Savings []Other

To help us avoid making an error, please attach a copy of a voided check, (a deposit slip will not work)
Ifyouchangebanks.donotcloseyuuroMbmkamummﬁlyowdﬁemdaposﬁhmsmmdumenewbmkwhichmaywkﬂpaypuioda
SEE RN

SANIROETADEB I GARD (GELOBAT GASTTEARD)

Fedemllawmquircsallﬁnancialinsﬁtuﬁonsmobmh,vmﬂy.mdmwrdhformaﬁmmmidenﬁﬁeseaohpmmwhoopmsmwwmhmderm
request & Payroll Debit Card for you, we must provide all of the following information that will enable the financial institution to identify you. If
Yyou do not submit a Direct Deposit/Payroll Debit Card Authorization, ESSG will provide the necessary information and issue you a Payroli Debit
Cardtopayyourvmges.Foryompmtecﬁon,ﬂleﬁnancialinstituﬁonmayaskyoutopmvidethaddiﬁonalidenﬁﬁmﬁoninformatinnsotheycan
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, Onyomﬁrstpayday,youvvinreceiveyom'newPaymllDebitCard,andapanketconminingallofﬂletexmsandcondiﬁons. 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 MI Last Name Date of Birth
Street Address (Po BOX NOT ACCEPTABLE) Social Seourity#
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

IhavereeeivedmyPaymllDebitCard,welcomebmchure,pmgmmﬁees,progmmms,mndiﬁms,mddisdomes.ByacﬁvaﬁngmyPaymﬂDebﬂCard,
Iamagreeingtoﬂleprogramterms,conditions,anddisnlosmesthatareinnludedormadeavaﬂabletomeﬁnmlﬁnetoﬁmeﬂ'omtheﬁnancialinsﬁmﬁnn.I

amhoﬁzetheﬁ:ancialinstituﬁontodebitmyPayrol]DebitCardacwuntﬁnmeﬁesdescribedinﬁeﬁeschedﬂeﬂmtispmtofthemgmmﬁms,
conditions, and disclosures.

Employee’s Signature:
SLEON S N U H ORI 72\ [

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 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,

Date;

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

Employee's Signature: Date:




VSHIND 219301-EMP |OFFICEUSE yooamgy Rehire Date J /

ONLY e e
ENROLLMENT FORM ESC NAV#SAD P2M v15
REQUIRED EMPLOYEE INFORMATION OPTION 1
PRINT USING BLACK or BLUE INK FINED INDEMNITY PLAN Weekly Ray
i (Must Be Filled Out) You MUST enroll in the Indemnity Medical Insurance Plan before addin

' Social Security Number QZ_ LL Q_ J_ 90 _IL 8_ any additional Indemnity benefits, except Dental. Your coverage level

|
| / . for the Term Life will be identical to your medical plan selection.
Daicor i @ B ”‘%‘—"—Q-:/ - FlXED INDEMNITY MEDICAL

|
Nmeaﬁﬁﬁﬂ_mm [AD $20.91 Employee Onty

f StreetAddress : 0$42 44 Employee + 1

*||Cxtygm Pa¢l] sme M W zp S S) 1 F |
‘I-IomePhone ﬁS_.L .-3 O_Z 1&22_

$56.67 Employee + Famlly

|
I
1
’ ,NO to all Indemnity benefits.

V)

This coverage is not available to residents of New

$0.60 Employee Only
I—_—I gt $0.90 Employee + 1

Name
g [4%0 $1.80 Employee + Family
* Social Security Number z B

. . Doyou or any dependents have Medicare? ———— || Hampshire, Hawaii, or Puerto Rico.
' Yes [ INo If Yes:
; edicare Health Insurance Claim Number (HICN) DENTAL “
i : m $5.99 Employee Only s
Medicare EffectiveDate ____/_____ /__ D $11.98 Employee + 1
Names of Covered Person(s) D $19.77 Employee + Family
L [Bo
258
3.
\. J
TERM LIFE

T

| pueermis ————/— s [M[F] | sHORT.TERM DISABILITY

&

[i Relationship: [ Spouse [ Child [] Domestic Partner D YES
B $4.20 Employee Only
i Name [Z,NO
l Social Security Number " _ - Short-Term Disability is not available to persons who work
L l California, Hawaii, New Jersey, New York, or Rhode Island
’- DaeofBirth /[ g [M[F] ! _
Relationship: []Spouse []Child []Domestic Partner OPTION2 ' ___82193010-M-EMF

BENEFICIARY INFORMATION -
| For Term Life / Accidental Death & Dismemberment, please write | D $58.87 Employee Only

m ur beneficiary information.

I 24 1 I:l $87.73 Employee+ |1
NAME OF BENEFICIARY

D $186.99 Employee + Family
l | RELATIONSHIP @/NO to MEC Wellness/Preventive Plan

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

I have read the benefit packet and understand its limitations. I understand that open enroliment is only available for a limited time and 1
understand that making no benefit selection is a declination of coverage.

. | > Signature 7




