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T 'Employer Q/

: & . ¢ Solutions 7301 Ohms Lane / Suite 405
s ¢, o Staffing ) .. Edina, MN 55439
" . GroupLLC New Hire Application T:952.835.1288 / F:952.835.4881

Personal Data-- PLEASE PRINT LEGIBLY IN INK

. { _
Last Name __ (A (D w0 First Name /‘z/ goae D Middie Initial '4_

s

Street Address 35! WY oo Londcss Hvue ANT O

CityiState/Zip___ (NAzw e | R Y o LY &

Home Phone _ “1¢i - 55 - Fe)pH Cell / Message Phone

Company/Employer

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

Are you legally authorized to work in the United States of America? [{ZﬁES [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. 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.
I release ESSG and other persons or entities from any claims that might be based on ESSG's decision to conduct a background check.
I 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 material omission or misrepresentation will result inn my disqualification from

consideration for employment or, if discovered after | begin employment, will resuit in my termination.

if hired, | agree to abide by the policies and procedures of ESSG.

/{OU‘HQO 1< Webm./ww*/ /'Vé""@//% w"“’—/ﬂ"_"‘* r‘)/?—.)./’S

Name (Print or type) Applicant's Signature Date

A copy or facsimile will be considered the same as an original signature.

~_For ESSG Office Use Only

DOH NHW -9 8850 W4

Emergency Contact Info | Background Release Form Background Results 5 Day Letter ESC Application
{if applicable)

1 S50 . Rev. 032041




G
LLS. Departiment Labor

. Ce C . 1205-03
Fanploy ment and Training Administration OMB Control No. 1205-0371

Expiration Date: November 30. 2011

YOUTH SELF-ATTESTATION FORM
Work Opportunity Tax Credit Program

Instructions: This Self-Attestation Form (SAF) is to be completed, signed, and dated by the new hire
only. Employers or consultants submit this SAF to the State Workforce Agency with Form ETA 9061 for
each certification request filed.

New Hire Name: I’l/c’w‘-,:u'z ) f{- [ omp N~

Social Security Number: _©39- 5% 2 § 6L Date of Birth: shHrlsy

Employer Name: hEmployer Solutions Staffing G_.rro.up“

Employer Federal ID (EIN) Number: ___ ________ - B o

Please check all the statements that apply to you. Sign and date this form where
indicated below.

d In the past 6 months, | have not attended a secondary, technical or
postsecondary school for more than an average of 10 hours per week, not
counting periods during which the school is closed for scheduled vacations.

] | do not have a High School Diploma or GED certificate.

] I have a High-School diploma or GED certificate awarded more than 6 months
ago and | have not attended or been admitted to a technical or post-secondary
school. 1also have not held a job (other than occasionally) since receiving my
High-School diploma or GED certificate.

Under penalties of perjury, I declare that this information is truc and correct 10 the best of my knowledgc,

1] _,’l 7 ; - '
/]4 9 // LI |
New Hire's Signature:  /de=—{ A\ . i i pae __’Ji/“"“ /3

Privacy Act Notice:

The Internal Revenue Code of 1963, Section 51, as amended and its enacting legistation, P.L. 104-188, specify that the State Workforce Agencies are
the “designated” agencies responsible for administering the WOTC cerfiircation precedures of this program. The information you have provided
completing this ioan. including the Social Security Number, will ba disclosed by your employer to the State Workforce Agency. Provision of this
information is voiuntary; however the information is required to determine vour employer's eligibility for the federal lax credit,

Pubilic Burden Statement:
Persons are not required o respond te this collection of infermation unless it displays a currently valid OM B control number. Respondents’ obligation to
complete fhis form is requirec to obain or retain benelits (P.L. 111-5). Public reporiing burdsn is estimated (o avarage 5 minutes per response, including
the time Tor reviewing instruciions. searching existing data sources, gathering and maintaining the data needed, and completing and reviewing the
collection of Information. Send commenis regarding this burden estimate to the U.S. Dapariment of Labor, Division of Aduit Services, Room 84209,
“/<ashington, C.C. 20710 {Papsrwork Reduciion Projsct 1205-0371). Please do nat subinit completed forms to this address

ETA Form 9154 (Rev. May 2010




.
Employment Eligibility Verification USCIS

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

£y

e el RERR - SRR SRS

P-START HERE. Read instructions carefully before completing this form. The instructions must be available during complation of this form
ANTI-DISCRIMINATION NOTICE: it s fllegal o 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
expiration date may also constifute illegal discrimination.

e T R S PR A i U e e U S b

Section 1. Employee Information and Attestation (Employess must complste and sign Section 1 of Form i-8 no later
than the first day of employment, but not before accepting a job offer.)

Last Name {Famlly Nama) First Name (Givan Name) Middls Initial | Other Names Used (if any)
Wioma vy [-{ow’hﬂ-v',’ 1o
Address (Sirest Number and Name) Apt. Number | Cliy or Town Slate Zip Coda
351 Néw emdp o BAVe | 39k NI Ao il RT CAYY &
Date of Birth (mm/ddlyyyy) |U.S. Sodial Security Number | E-mail Address Telephone Number

s a¢ ars [aplabziskldrole]  Hi v omay v (C ysdes e bor 39S geny

! am aware that federal law provides for imprisonmeant and/or fines for false statements or use of false documents in
connection with the complstion of this form.

I attest, under penalty of perjury, that | am (check ane of the following):
[j: citizen of the United States

[ A noncitizen national of the United States (See insiructions)
"1 A tawful permanent resident {Alien Registration Number/USCIS Number):

["] Anatien authorized to work until {expiration date, if applicable, mm/dd/yyyy) . Some allens may write "N/A" in this field.
{See inslructions)

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

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

2. Form 1-94 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 Counbry of Issuance fields. {Ses instruciions)

Signature of Employee: /?4(,\,2/(1 /( _ é(/‘/;/{,‘_\_— Date (mmv/ddfryyy): 1. /}0 / ¢

Preparer andfor Translator Certification (To bs completed and signad if Section 1 Is propared by a person other than the
employse.)

| 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 Translator: Date (mm/ddiyyyy):
Last Name {Family Nams) 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 Page 7 of 9



e ——

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 titie,
issuing authority, document number, and expiration date, if any.)

Employee Last Name, First Name and Middie Initial from Section 1:

List A OR List B AND ListC
Identity and Employment Authorization Identity Employment Authorization
cument Title: Document Title: Document Title:
rity Issuing Authority: Issuing Authority:
Dgcument Number: Document Number: Document Number:
yaqg
EXP@ON Date (if\ any)(mm/dd/yyyy): Expiration Date (if any)(mm/dd/yyyy): Expiration Date (if any)(mm/ddfyyyy):
Document Title:
Issuing Authority:
Document Number:
Expiration Date (if any)(mm/dd/yyyy):
3-D Barcode

Document Title: Do Not Write in This Space
Issuing Authority:
Document Number:
Expiration Date (if any)(mm/dd/yyyy):

Certification

| 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): \% % | \q (See instructions for exemptions.)
Signature of Employer or Authorized Representative Date (mm/ddfyyyy) Title of Employer or Authorized Representative
N A \\O-\Y Accd Mac
Last Name (Family Name) First Name (Given Name) Employer's Business or Orgbn)ation Name
Yeol \ina_
Employer's Business or Organization Address (Street Number and Name) | City or Town State Zip Code

Section 3. Reverification and Rehires (To be completed and signed by employer or authorized representative.)
A. New Name (if applicable) Last Name (Family Name) First Name (Given Name) Middie Initiai | B. Date of Rehire (if applicable) (mm/dd/yyyy):

C. Hemployee's previous grant of empioyment 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 below.

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.

Signature of Employer or Authorized Representative: Date (mm/ddfyyyy): Print Name of'Employer or Authorized Representative:

Form I-9 03/08/13 N Pana 2 AfQ



—

o YN
o r <l
g i ) i
; PRIy 3 e .2
T I T - endil
of Al Hlaslen S P S

st 3 lereE

iR

gy fos v dtes Dol I

[ e L2t

e b
ot

TN e dd (4t i

e
S i

3 3 - » ’
2ot futa
A TR
2 A N e A

en»n,j___,_,j:f)nww B
:[5 T ":“"‘“M P

T pogp364dD

“\WiDMANN

CAGWARD KURT

38 'Ma;,', 1855 rasos L

RHODE XSLAND USA

Nt e
faticnat: -
eassport Geiter




OFFICE USE

Social Sceurity Number

/

Date of Birth _Q...__’:..}..}.’_.“?...._ LA

rL{c«u r=d Moy~

it
Do you or any dependents have Medicare?
[dyee [/No If Yes:
Medicare Health Insurance Claim Number (HICN)

Nanic
i , o Medicare EffectiveDaee '/
Street Address 33 1 Néw Lewen  Ave Uwvir o
»c s | Names of Covered Persons)

City Whrawiae sute 2 L zip dXE8& L

; 2.
HomePhone 1 01 - ¥ §5- %<« F 1 3

\ J

MEDICAL
l 1530.91 Emplovec Only
{—1! %42.44 Fwiplovee + One

D $536.67 Employec + Family

I Ei NO te MEDICAL, TERM LIFE, and STD henefits.

DENTAL
D S 5.99 Employee Only

D 511.98 Employee + One

D $19.77 Employec + Family

o

2
TERM LIFE AARN
D YES N0.60 Employee Only
$0.90 Employee + One
B/NO $1.80 Lmployvee + Family
o

SHORT-TERM DISABILITY
$4.20 Emplovee Only

Shart-Term Disability is not availabie to persons who wark in
Calitornia. Hawaii. Now Jersey. New York, or Rhode fsland.

You MUST emroll in the Medicol Insurance Plan before adding Term Lile
or STD. Your coverage Ievel for Term Life will be identical to your
miedical plan sclection.

Name

Soctul Security Number

i ottt Bttt et reARins b bt Pea——— ottt

DawcofBith ____/___ /' se @E
Relationship: T Spouse [ Child [ ] Domestic Partner

Name
Social Security Number T T
Date of Birth ___,‘!_______!_______._.__,__, Sex

Relationship: [ Spouse I Child I Domestic Pariner

Name

Sociad Secwity Number T T

Date of Birth _.,__»__wmwmm Sex m

Relationsiip: [} Spouse LI Child 7| Domestic Partner

For Term Life 7 Accidental Death & Dismemberment, please write
in your beneficiary information.

NAME OF BENEFICIARY

RELATIONSHIP

Accidental Deuth & Dismemberment is part of the Term Life Beneidit.

I have read the benc{it packet and understand i

understand that making o chﬁl ; clcc)‘i,gn is
| > Signature / -«m/ .

LY
é’;’,‘w/ b

a declinatjon of coverage.

== e 5
ts limitations. 1 onderstand that open cnrollment is only available for a limited time and 1
=







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

./ .
Name: /«/ow arno K. (/oM p Ao
Address: 571 oI L oo~dea S ANYS U, 2eX el S 5 i
T - L cR¥Y e
Home Phone: Hei- SGaS- Jord!

Person(s) to contact in case of an emergency on the inb (in order of preference):

4 T i .
1. Name: Vvl (it N

Phone (work): Yoo Fed> eoty

Phone (home):

0y . . e
2. Name: B en s k] Cy RNy Y

Phone (work): Yol- Mg - 7ewl

Phone (home}):

Additional information you want Emplover Solutions Group and our clients to know in the event
of an emergency:




(1

Form W-4 (2013)

Purpose. Compleie Form W-4 so that your
employer can withhold the correct federal income
tax from your pay. Consider compleling & new Forin
W-4 each year and when your personal or inancial
situation chanaes.

Exemption from withholding. If you are exempt,
complete only lines 1.2, 3, < and 7 and sign the
form lo validate il. Your exemption for 2013 expires
February 17, 2014. See Put. 305, Tax Withholding
and Estimated Tax.

Note. if another person can clam you as a
dependent on his or her tax return, you cannot claiim
exemption from wilhholding if vour income exceeds
$7,000 and includes more than 8350 of unearnzd
mceme (for example, interes! and dividends).

Basic instructions. If you are not exampt. complete
ine Personal Allowances Worksheet below. The
worksheets on page 2 further adjusi your
withholding allowances basad on itermized
deductions, certain credils, adjustments (o ncome,
or two-eamers/muliiple jobs situations

Complele ali worksheets that apply. However, you
may claim fewer {or zero) allowances. For regular
wages, withholding must be basad on allowances
vou claimed and may not be a Hat amount or
perceniage of wages.

Head of household. Gene:ally, you can claim head
of household filing sialus on your tax return onfy if
you are unmarnied and pay more than 50% of the
costs of kesping up a home roi voulsalf and your
dependerni(s) or other qualifying incividuals. See
Pub. 501, Exemptions, Standard Deduction, and
Filing Infermaticn, for information.

Tax credits. You can take projected tax credits into
account in figuring your allowabie number of
withholcing allowances. Gredits for child or
dependen! care expensss and tha child tax credit
may be claimed using the Personal Allowances
Worksheet below. See Pub. 505 for information on
converting youlr other credits into withholding
allowances.

Nonwage incormne. If you have a large amount of
nonwage income, sJch as interest or dividends,
consider making estimated tax paymenis using Form
1040-ES, Estimated Tax for individuals. Oinherwise, you
may ow/e addsiional tax. Il you have pension or annuily

income, sae Pub. 505 o find out if you should adjust
your withholding on Form W-4 or W-4P.,

Two earners or muitiple jobs. If you have a
working spouse or more than one fob, figure the
{otal number of allowances you are enlilied Lo claim
on all jobs using worksheets from only one Form
W-4. Your withholding usually will be mos! accurale
wnen all allowances are claimed on the Form W-4
for the highest payirg job anc zero allewances are
claimed on the others. Sce Pub. 505 for details.

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

Check your withholding. After your Form W-4 taies
efiect, use Pub. 505 to see how the amount you are
having withheld compares to your projected total {ax
for 201 3. See Pup. 505, especially if your earnings
exceed $130,000 (Single) or $180.,000 (Marriad).
Future developments. information aboul any fulure
developments affecting Form W-4 {such as
legislalion enacted after we refease it) will be posied
at www.irs.goviwd.

Personal Allowances Worksheet (Keep for your records. )

A Enter “1” for yourself if no one else can claimyou as a dependent

worksheets

e You are single and have only one job; or

» You are married, have only ane job, and your spouse does not work; or

» Your wages from a second job or your spouse’s wages (or the total of both) are $1,500 or less.

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.)

Enter number of dependents (other than your spouse or yourself) you will claim on your tax return . . . .
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 $1,900 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 details.)

Child Tax Credit (including additional child tax credit). See Pub. 972, Child Tax Credit, for more information.

o If your total income will be less than $65,000 ($95.000 if married), enter “2” for each eligible child; then less “1” if you
have three to six eligible children or less “2” if you have seven or more eligible children.

» 1f your total income will be between $65,000 and $84,000 ($95,000 and $119,000 if married), enter “1” for eacheligiblechid . . . G

Add lines A through G and enter total here. {Note. This may be different from the number of exemptions you claim on your tax retumn.) > H 3

o if you plan to itemize or claim adjustments to income and want to reduce your withholding, 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 $40,000 (310,000 if married), see the Two-Earners/Multiple Jobs Worksheet on page 2 to
avoid having too little tax withheld.

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

W

Enter “1" if:

mim g0
|
l(\

For accuracy,
complete all

that apply.

rorm

Depaninwnt of the: Treasury
Internal Raveoue Service

.......................... Separate here and give Form W-4 to your employer. Keep the top part for your records. -+ ————-ocvoeemeeo
@ Employee's Withholding Allowance Certificate OMB No. 1545-0074
B~ Whether you are entitled to claim a certain number of allowances or exemption from withholding is :

2013
-z,
subject to review by the IRS. Your employer may be required to send a copy of this form to the IRS. =

1

Last name

U QMG o S

Your first name and middle inttial

yuv»‘f\-ﬂo 1(

! 2 Your social security number
1

w2y :L,ruo

£

- Home adaiess (number and slieat of rwral route} 3 [Zf Single D Married D_-_ E\;\ar‘ned oul withhold at higher Single rate. N
35 _u'\{ Zo~ Lo wde '% v - _d_u_. ™ 20 d- | Note. If married. bul l=galiv separated. or spouse is a nonresident afien. check the “Sinale” box,
_Ci!y o town. slale. and ZIP code 4 if your iast name differs from that shown on your social security ;ard_—
\AJ A 2 te 1' . s r¥Ye | check here. You must call 1-800-772-1213 for a replacement card. D D
5  Total number of allowances you are claiming (from line H above or from the apphcab!e worksheet on page 2) 5| £ -
6  Additional amount, if any. you want withheld from each paycheck 618
7 | claim exemption from withholding for 2013, and | certify that | meet both of the followxng condmons for exermption.

o | ast 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 incoine tax withheld because | expect to have no tax liability. | B
If you meet both conditions, write “Exempt” here . B } 7 [

Under | pena!trev of perjuiv. | declare that t have examined thls cemﬁcate and to 'tne best of ny knowledge and behe it is true. correct, and comnle'te

Employee’s signature
(“‘hls form is not valid uniess you sign it.}

8

/ 0("%/1'1 / ( (,L/A.@vav——-

Date > I;L/)L(/ 3

10 Emplover identification number {ENy

Emplover's name ‘and address (Employev Complete hnes 8 and 10 only if Jendlnj to the IRS. } ] 9 Office code {optiordh

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

Cat. No. 10220Q Form W=4 2013,



)
Form A (revised 07/09) WORK OPPORTUNITY TAX CREDIT
PLEASE CHECK "YES" OR "NO" AND ANSWER ALL QUESTIONS

Name l{ S sy 20 UU .o S s
Address 3351 WNZos  wenpenN AVE AYLT 3o Al
City_ Wanawsy aw State_ @z Zip_ ox £5¢ Social Security# ¢ 34- 3x - A&V C

Date of Birth___ 5 -3¢ 55 Age s g

Please CHECK ONE ANSWER for each of the following guestions, and complete question #5:
1. Have you or any family member living with you received Temporary Assistance to Needy Families (TANF)

or Aid to Families with Dependent Children (AFDC) during the past 24 months? Yes D No

2. Have you or any family member living with you received Supplemental Nutritional Assistance Program

(SNAP) (Food Stamps) at any time during the past fifteen (15) months? Yes D No
3. Have you received Supplemental Security Income (SSI) benefits in the

past sixty (60) days? Yes [ | No [V
4. Are you part of the Ticket to Work program? Yes D No [3/
5. Name of person who received bhenefits B

Relationship ____ City & State where benefits received

6. Are you a veteran? Yes | | No fz/ and Disabled due to service? Yes [:] No

Service Dates. From: To: Branch:

-~

. Have you been unemployed at any time during the last 12 months? Yes @/No
If yes, dates of unemployment: From: __1¢ .y .13 To: cuaager
Did you receive unemployment compensation at any point during your unemployment?

If yes, dates received compensation: From: __ 16 -t¢ 3 To: Preser T Yes No

8. Have you been convicted of a felony or released from prison in the last 12 months?

Q 0 o0'm

Date of Conviction: Date of Release: Yes D No
Parole Officer's Name: __ Parole Officer's Phone #
9. Have you received rehabilitation services from a State approved or Department
of Veterans Affairs approved Vocatfional rehabilitation agency? Yes D No [2(
Name of Agency Phone #
Address of Agency Counselor's Name

10. Have you attended High School, College or Technical School for more than an average of
10 hours per week at any time during the last 6 months? Yes l:l No B/

11. Did you receive a high school diploma or GED? If yes, date received: (973 Yes | E No D
Have you been employed or been admitted to technical school or college since then?  Yes D No D

12. How much in gross wages have you earned TOTAL in the past six months? $ 1L, cc0

! hereby authorize any agency. organization. or individuals t2 supply such verification cr information that may be needed to determine tax credit

eignbility to my employer. empioyer representative, or the De an‘mziy/of;jbr. ., A
/ : ( K. L/

| — NEW HIRE SIGNATURE DATE /z/g;v/‘ 3

Questions below fo be completed by manager
Starting Wage Position
| Has employee worked for this company before? If yes, date and location




DISCLOSURE AND CONSENT CONCERNING CONSUMER
AND INVESTIGATIVE CONSUMER REPORTS

This form. which you should read carefully. has been provided to you because CMG may request Uonsumer Reports andior Investigative Consumer
Reports from a consumer reporting ageney. The Company will use any such report(s) solely for cmployment-rclated purpuses. Consumer Reports or
Investigative Consumer Reports will be obtained from CSS Test. Inc. ("CSS Test™) located at 400 | aurel Oak Road. Suite 102, Voorhees NJ, 08043,
They can be contacted at 856-627-3600. Under the provisions of the Fair Credit Reporting Act. 13 USC, Section 1681 et seq.. the Americans with
Disabilitics Act. the Drivers Privacy Protection Act and alt other applicuble federal. state, and local laws. 1 hereby authorize and permit CSS Test.
Inc.. Lo oblain a consumer report andéor an investigalive consumer report which may include the following: Reports may contain information bearing
on your character. general reputation. personal characteristics. mode of living and credii standing. The types of informarion that may be obfained
include. but are not limited to: credit reports. social security number, criminal records checks. public court records checks. including civil. drivi ing
records. educational records. verification of employment positions held. workers compensation records. personal und professional relerences.
ficensing. certification. ete. The information contained in these reports may be obtained by €SS Test from private ur public record sources including
sources identilied by you in your job appiication or through interviews or correspundence with your past or present coworkers. neighbors. (riends.
associales. current or foriner employers. educational institutions or other acquainiances.

Additional State Law Notices: If you live or are applying for a job in California, Maine, New York or
Washington, please note:

California residents. under section 1786.22 of the Calitornia Civil Code. you may view the file maintained on vou by €SS during. normal business
hours. You may also obtain a copy of this fiie upon subinitting proper identification and paying the costs of duplication services, by appearing at
€SS in person or by mail. You may also receive a summary of the file by telephone. The agency is required to have personnel available o explain
your file 1o you and the agency must explain to you any coded information appearing in your fife. If you appear in person. a person of your choice
may accompany vou. provided that this person fumishes proper identification.

Maine: You have the right. upon request. to be informed of whether an investigative consumer report was requested. and if one was requested. the
name and address of the consumer reporting agency Turnishing the report. You may request and receive rom the Company., within five business days
ol vur rcu.upt of your request. the name. address and u.kphom, number of the nearest unit designated to handle inquiries for the consumer reporting
ageney issuing an investigative consumer report concerning you. You also have the right. under Maine kw. to request and promptly reccive from all
such agencies copies of any such reports.

New York: You have the right. upon written request. to be informed of whether or not u consumer report was requested. It a consumer report is
requested. you will be provided with the name und address of the consumer reporting agency Tumishing the report. You may inspect and receive a
copy of the 1eport by contacting that agency.

Washington State: If we request an investigative consumer report, vou have the right. upon wrilten request made within a reasonable peried of time.
to receive from us a complete und uccurate disclosure of the nature and scope of the investigation. You have the right to requust lrom the consumer
reporting agency a summary of your rights and remedies under state law.

CONSENT

I have carelully read and understand this Disclosure und Consent form and. by my signature below. consent io the release of consumer andior investigative consumer
1eports. as defined above. 10 the ¢ ompany in conjuncuion with mv application for employment. 1 turther undersiand that any and all information contained in my joh
applicatton or uiherwise disclosed to the Company by me belore. during or after my employment. if any. muy be utilized tor the pumosc of obtaining the consumer
1cports of investigative consumer reports requested by the Company. 1 understand that if the Company hires me, it may request 2 consumer report zad/or an
investigalive consumer report aboul me. as defined above. for employment-related purposcs during the comse of my employment | understand that my consent will
apply thronghout my emplovment. to the extent permifted by law, unless 1 revoke or cancel my consent by sending a signed letter or statement to the Company at any
ume, Fhis Disclosure and Consent form. in original. faxed. photocopied or electronic form. will be valid for any reports that may be requested by the Company.

Applicant Last Name (W Par w0 First /'g“*'-*"“*‘“ ) Middle ”}.}{:‘ﬁ_‘— e
Social Security # __ &3 - 3% ¥Kcov  Dateof Birth (for 1D purposesonly) __ §~ 3¢ s
Drivers License Number and State of Issue _ RL 270749991 —

Present Address_ 351 NEw  rowdey AVE  uner zey

City/State/Zip U ¥besitic @T gr¥5T

t_g LU ) <:~——— Date f‘}-/}a_/ ! 3

Applicant Siguature,_r_‘__‘é '
CALIFORNIA, MINNESOTA AND OKLAHOMA APPLICANTS ONLY:
[AT wish to receive a frec copy of any Consumer Report and/or Investigative Consumer Report on me that is requested.

CSS Inc.

400 Laurel Oak Road, Suite 102. Voorhees, NJ 08043  Tel: 1-836-627-5600 Fax: 1-856-627-5699




