7301 Ohms Lane Suite 405

o , '
v employer solutions staffing group. Edina, MN 55439

Leveraging Resources in a Changing Market Tel: 952.835.1288 o Fax: 952.835.1255
www.esgstaffingsolutions.com

New Hire Application

Personal Data— PLEASE PRINT LEGIBLY IN INK

LastName  O'Malley FirstName _J 0510 Middle Inllhl_?_-
Street Address_ 339 Hallwille ¥d Apt/Ste

City/State/Zip Exe{’er RIL 02%22a

Phone Number (401) Y4 - Ug T3 Email Address _i pomalley @ Yyahoo.cav]

Staffing Agency/Recruitment Partner

Applicant Certification and Authorization

| authorize Employer Salutions Staffing Group (ESSG) to use the infoymation and statements contained in this application to determine my
qualifications for employment. 1 autharize ESSG to make inquiries of my former employers, except as indicated in this application,
regarding my previous duties, responsiilities, performance, compensation and eligibility for rehire.

| undarstand that a comprehensive background check may be conducied to determine my efigibility for hire by certain clients of ESSG.
This may inciude 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 enlifies from any claims that might be based on ESSG's decision to conduct a background check.
| certify that all statements made in my application are trus and accurate and that | have not omitted any materis! information or provided
false or misisading information. | understand that any matarial omission or misrepresentation will result in my disqualification from
consideration for employment or, if discovered after | begin employment, will result in my termination.

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

_Jusha Q‘Malle% ULQMGB-O“I/ ll?hq
Name (Print or type) 's Signature = Date

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

C

For ESSG Office Use Onl
DOH — NHW (L] 8850 W4
Emergency Contactinfo | Background Release Form Background Results Unomployment Letter ESC Application
{if applicable)
For ESSG Client Use
OOH ROP Work Site Loc. WC Code

ESSG - Storesoom Sofutions RI Rev. 1372013



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 Consumer Reports and/or Investigative Consumer
Reports from a consumer reporting agency. The Company will use any such report(s) solely for employment-related purposes. Consumer Reports or
Investigative Consumer Reports will be obtained from CSS Test, Inc. (“CSS Test") located at 400 Laurel Oak Road, Suite 102, Voorhees NJ, 08043.
They can be contacted at 856-627-5600. Under the provisions of the Fair Credit Reporting Act, 15 USC, Section 1681 et seq,, the Americans with
Disabilities Act, the Drivers Privacy Protection Act and all other applicable federal, state, and local laws, 1 hereby authorize and permit CSS Test,
Inc., to obtain a consumer report and/or an investigative consumer report which may include the following: Reports may contain information bearing
on your character, general reputation, personal characteristics, mode of living and credit standing. The types of information that may be obtained
include, but are not limited to: credit reports, social security number, criminal records checks, public court records checks, including civil, driving
records, educational records, verification of employment positions held, workers compensation records, personal and professional references,
licensing, certification, etc. The information contained in these reports may be obtsined by CSS Test from private or public record sources including
sources identified by you in your job application or through interviews or cormrespondence with your past or present coworkers, neighbors, friends,
associates, current or former employers, educational institutions or other acquaintances.

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 California Civil Code, you may view the file maintained on you by CSS during normal business
hours. You may also obtain a copy of this filc upon submitting proper identification and paying the costs of duplication services, by appearing at
CSS in person or by mail. You may also receive a summary of the file by telephone. The agency is required to have personnel available to explain
your file to you and the agency must explain to you any coded information appearing in your file. If you appear in person, a person of your choice
may accompany you, provided that this person furnishes 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 fumishing the report. You may request and receive from the Company, within five business days
of our receipt of your request, the name, address and telephone number of the nearest unit designated to handle inguiries for the consumer reporting
agency issuing an investigative consumer report concerning you. You also have the right, under Maine law, to request and promptly receive from all
such agencies copies of any such reports.

New Yoark: You have the right, upon written request, to be informed of whether or not a consumer report was requested. If a consumer report is
requested, you will be provided with the name and sddress of the consumer reporting agency furnishing the report. You may inspect and receive a
copy of the report by contacting that agency.

Washington State: 1f we request an investigative consumer report, you have the right, upon written request made within a reasonable period of time,
to receive from us a complete and accurate disclosure of the nature and scope of the investigation. You have the right to request from the consumer
reporting agency a summary of your rights and remedies under state law.

CONSENT

I have carefully read and understand this Disclosure and Consent form and, by may signature below, consent to the release of consumer and/or investigative consumer
reports, as defined abova, to the Company in conjunction with my application for cmployment. I further understand that any and all information contained in my job
application or otherwise disclosad to the Company by me before, during or after my employment, if any, may be utilized for the purpose of obtaining the cansumer
repons or investigative consumer reports requested by the Company. 1 understand that if the Company hires me, it may request a consumey report and/or an
investigative consumer repost about me, 25 defined above, for employment-related putposes during the course of my employment. | understand that my censent will
apply throughout my employment, to the extent permitted by law, unless 1 revoke or cancel my consent by sending a signed letter or statement to the Company st any
time. This 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__()' WM alle y N Misgie___+adnicle

Social Security #_036 - 56 - 1110 Déte of Birth (for ID purposes only) __219617%

Drivers License Number and State of Issue__ R L__99(0 0084
Present Address__ 239 _Haulville Koo d
City/State/Zip__Exetec RIT 03%2d>-

Applimeimu:eAﬁﬁm O(M dﬁv Date L eliy

4
CALIFORNIA, A AND OKLLAHOMA APPLICANTS ONLY:




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

—————— e  — s Ty
PSTART HERE. Rsad Instructions carefully before campisting this form. The instructions must be avaitabls during completion of this form.
ANTI-DISCRIMINATION NOTICE: it is illegal to discriminate against work-authorized individuals. Empioyers CANNOT specify which
document(s) they will accept from an employee. The refusal to hire an individua!l because the documentation presented has a future
expiration date may also constitute lllegal discrimination,

Last Name (Fam/ly Name) First Nan_te_(_(iiwn Name) Middle Initial | Other Names Used (if any)

O Malley Josho P
Address (Strest Number end Nama) Apt. Number | City or Town State Zip Code
339 Halluille Coad Exetec T | 0382
Date of Birth (mm/dd/yyyy) |U.S. Social Security Number | E-mail Address Telephone Number
5120, 73 Jpomalley @ yahto. con (o) 6#1-4873

| 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.

| attest, under penalty of perjury, that | am (chack one of the following):
X A citizan of tha Unitad States

[] A noncitizen national of the United States (See instructians)

[] A lawful permanent resident (Alien Registration Number/USCIS Number):
[J An alien authorized to work until (expiration date, ¥ appiicable, mm/dd/yyyy) . Some allens may writa "N/A" in this field.
(See instructions)
For aliens authorized to work, provide your Atien Registration Number'USCIS Number OR Form -84 Admission Number:

1. Alisn Regi Numbe IS Number;
Al egsh'aﬂon:,mRrIUSCSumr o do

Do Not Write in This Space

2. Form 1-84 Admission Number:;

if you obtained your admission number from CBP In connection with your amrival in the United
States, include the following:

Foreign Passport Number:
Country of issuance:
Some allens may WI? "N/A” on the Foraign Passport Number and Country of issuancs fields. (See instructions)

Signature of Employee: ﬁ( ﬂk_O‘\:ud.QQa’b/ | oate (mmveayyy: \\IO‘H

| attest, under penaity of perjury, that | have assisted in the completion of this form and that to the best of my knowledge the

information is true and corect.
1
Signature of Preparer or Translator: Date (mm/ddyyy):
Last Name (Famdy Neme) First Neme (Given Name)
Address (Street Number snd Nams) City or Town State Zip Code

Form 19 03/08/13 N 1



Employss Last Name, First Name and Middle Inltial from Section 1:
ListA OR ListB AND ListC
_ Identily and Employment Authorization Employment Authorization
Document Titie: Tl -
Issuing Authority: L . w m Ei!
|Document Number: ~ Doy . . \

- 035 "B~ 1110
Expiration Date (i any)(mmAld/yyyy): wmnmafana%: Explration Date (if anyj(mmvddAyyy):
Document Tite:

Issuing Authority:
Document Number:
[Expiration Date (i any)(mavadyyyy):
3-D Barcode
Document Title: Do Not Write In This Space
Issuing Authority:
Documant Number:
Expiration Date (if eny)(mm#idyyyy):
Certification

| attest, under penaity of perjury, that (1) | have examined the document{s) presented by the above-named smployea, (2) the
above-listed document(s) appear to be genuine and to relate to tha employse named, and (3) to the best of my knowledge the
employaes Is authorized to work In the United States.

The employee’s first day of employment (mmvdd/yyyy): (See instructions for exemptions.)
Signature of Employer or Authorized Representative Date (mm/ddyyyy) Title of Employer or Authorized Reprasantative
Last Name (Femiy Name) First Name (Given Name) Employer's Business or Organization Name
k EMPLOYER SOLUTIONS STAFFING GROUP LLC
Employer's Businass or Organization Addreas (Street Number and Name) | Clty or Town Stste Zlp Coda
7301 OHMS LANE SUITE 405 EDINA MN 55439

PR
E

New Name (¥ applicatie) Last Name (Femiy Name) FirstName (Given Name)

intal 8. Date of Rehire (7 aplicabis) (mm/cidyyy):

C. If employes’s previous grent of employment authorization hes expired, provide the information for the document from List A or List C the empioyee
pressnied that-establiches current employment authorization in the space provided befow.

Document Tite: .- -~ = Document Number: Expiration Date ( any)(mm/ddiyyy):
- +-

| attest, under penalty of perfury, that to the best of my knowladge, this smployes Is authorized to work In the United Statss, and If

the esmpioyee pressnted document(s), the document(s) | have examined appear to be genuine and to refate to the individual.

Signature of Employar or Authorized Representative: Date (mm/iddAyyy): Print Neme of Employer or Authorized Representalive:

Form -9 03/08/13 N



SENSITIVE BUT UNCLASSIFIED

Department of Homeland Security
E-Verify

Report Prepared: 01/10/2014
Page: 1 of 1

Case Information:

Case Verification Number: 2014010163310SS

Employee Information:

Last Name: Omalley First Name: Justin

Middle Initial: Other Names Used:

Social Security Number: ~ *** #* 1110 Date of Birth: 09/20/1978

Citizenship Status: A citizen of the United States Email Address:

Document Information:

List B Document: Driver's llcen;e or [D ca!'d issucd by a U.S. List C Document: Social Security Card
state or outlying possession

Document Name: Driver's license Document State: Rhode Island

Driver’s License or ID Card Document Expiration Date: 09/20/2015

Number:

Alien Number: 1-94 Number:

Additional Information:

Hire Date: 01/10/2014 Employer Case ID:

Three-Day Rule Reason: Three-Day Rule - Other:

Submitted By: CKRO8357 Submitted On: 01/10/2014

Initial Case Result:

Case Resulit: Employment Authorized

Employee Referred to SSA:

Referred By: Referred On:

Case Result from SSA (after SSA Tentative Nonconfirmation):

Case Result:

Response Date:

Resubmitted 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 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 By: Referred On:



Case Result from DHS (after DHS Tentative N onconfirmation):

Case Result: Response Date:

Photo Matching Results:

Determination:

Employee Referred to DHS (Additional):

Referred By: Referred On:

Case Result from DHS (after Additional DHS Tentative Nonconfirmation):

Case Result: Response Date:

Case Closure:

Closure Statement:
Closed By: Closed On:

SENSITIVE BUT UNCLASSIFIED
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employer solutions staffing group.

Leveraging Resources in a Changing Market

Important/Importante
LOST OR STOLEN PAYCHECKS

if a paycheck is lost (missing, misplaced, destroyed, lost in the mail, etc.), you
must notify your staffing recruiter that the check cannot be found. If it can be
verified that the check has not been cashed, ESSG will stop payment on the
check and re-issue the check to you, deducting a fee of between $25-$35.

If your paycheck was stolen, you must first file a police report before we can re-
issue the check. Once you have done so, you must provide a copy of the policy
report to your staffing recruiter that the check was stolen. If the check has not
been cashed and if the loss of the check was not your fauit, ESSG will issue a
new check and no fee will be deducted.

CHEQUES DE PAGO PERDIDOS O ROBADOS

Si un cheque de pago se pierde (que falta, fuera de lugar, destruido, perdido en
el comeo, etc), usted debe notificar a su reclutador de personal que el cheque no
se puede encontrar. Si se puede verificar que el cheque no ha sido cobrado,
ESSG se detendra el cheque de pago y reemitir el cheque a usted, descontando
un cargo de entre $ 25 - $ 35.

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

NameINombte (oon letra de molde): Jushn O Malley
£ /

Signature/Firma: %& O‘d\aQQua




loyer solutions staffing group.

Leveraglné Resources in @ Changing Market

INJURY MANAGEMENT PROGRAM

Injured wdrker’s Responsibilities

As your employer, we are concemed about your full recovery. Reasonable and
necessary medical care will be paid for any compensable work injury. Medically
authorized time away from work will be reimbursed in accordance with the State
of Minnesota workers’ compensation laws. Wherever possible light duty
restrictions imposed as a result of your injury will be accommodated.

RESPONSIBILITIES OF THE INJURED WORKER:

Minnesota Rule Sec. 5221.0430, Subp. 1 requires that you choose one primary
health care provider. Subpart 2 places limitations on your right to change
primary health care pmwders Discuss with your employer any change in health
care provider.

Attend all scheduled appointments. While on physical limitations, visits should
be a minimum of once every two weeks. Failure to have current medical support
for disability may result in termination of benefits. Schedule your next
appointment immediately after your doctor visit, before you leave the clinic if
possible.

Obtain a Report of Workability from your physician at every appointment, a
minimum of once every two weeks. M.R. 5221.0420 requires that your physician
cooperate with retum to work planning and that you be released to return to work
at the earliest appropriate time.

Immediately following your appointment, provide a copy of the report to the
designated employer representative. You should deliver this in person so that
changes in work restrictions may be addressed and any questions answered.

Follow all physical restrictions at home and at work.

Report to work and perform physically suitable tasks as assigned. These may or
may not be in your regular department. The work may or may not be on your
usual .sl)igt.. ;.

o



Maintain regular, weekly, communication with your employer if you are unable to
retum to work. Contact your employer a minimum of after every visit with your

- primary. health care provider. Keep the claims representative advised of your
status.

N our r immedi ny new injuries or conditions that impa

your physical condition.

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

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

7,

Signed:
Printed Name: __Jushn OMGQ\AY




employer solutions staffing group.

Leveraging Resources in a Changing Market

STATEMENT OF CONFIDENTIALITY

This agreement made this_ /0 _day of _ Juwvasy , 2014 , between
Employer Solutions Staffing Group LLC, hereinafter réferred to as “employer”,
and va¥in hereafter referred to as “employee”.
WITNESSETH:

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

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

Mt OO0,

EmployeeBignature B

Emplbyéf SOIuﬂons Stafﬁng Group LLC, Representative



© EMERGENCY CONTACT INFORMATION

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

Employee Name: ___J ¥Shn O Me “7

Address: 23§ Halwle pd. , Zueder RI o203

Home Phone: (4o1) J9I95 — J?"]“.L

| | Home Phone: (Uel) 340 ~ ‘)S’q((

Contact #1
Name: Amie. O N\Allzy Cell Phone: ((Lol\ M- 9'7‘9‘1
Relationship: Loy o Work Phore: Cuepy 331 - 40
Contact #2 . Home Phone: (L{q 3 m« 7303
Name:  Jeanae O Molef CelPhone: (Goiy GYy— 9535
Relationship: Mﬁl;cf Work Phone:

' i

Additional. mfomation you want Employer Solutions Staffing Group and our clients to know in the event
of an emergeﬁéy‘

ims le will remain confidential and will only be used in the case of an emergency.



- Pre-Screening Notice and Certification Request for

the Work Opportunity Credit OMB No. 1545-1500
> See separste instructiona.
Job applicant: Fill in the lines below and check any boxes that apply. C Complete only this side.
Your name Jvshin Q M ey \(_g.y Soclal security number b 035 °S'6"l”0

Street address where you live 239 Ha!ﬂu Me. w4
Cityortown, state, and ZPoode _Exp Jos” KL g 38
County —1*)%\,“.3‘}0 n Telephone number m) 64.\- - 95’?7

If you are under age 40, enter your date of birth (month, day, year) fo)

1 [0 Check here if you received a conditional certification from the state workforce agency (SWA) or a participating local agency
for the work opportunity credit.

2 [ Check here if any of the following statements apply to you.

* | am a member of a family that has received assistance from Temparary Assistance for Needy Families (TANF) for any 9
months during the past 18 months.

* |am a veteran and a member of a family that received Supplemental Nutrition Assistance Program (SNAP) benefits (food
stamps) for at least a 3-month perlod during the past 15 months.

* | was referred here by a rehabilitation agency approved by the state, an employment network under the Ticket to Work
program, or the Department of Veterans Affairs.

* |am atlieast age 18 but not age 40 or older and | am a member of a family that:
a Received SNAP benefits (food stamps) for the past 8 months, or
b Recaived SNAP banefits (food stamps) for at ieast 3 of the past 5 months, but is no longer eligible to receive them.

* During the past year, | was convicted of a felony or released from prison for a felony.

* | recelved supplemental security income (SSI) benefits for any month ending during the past 60 days.

* | am a veteran and | was unemployed for a period or periods totaling at least 4 weeks but less than 6 months during the
past year.

3 [ Check here if you are a veteran and you were unemployed for a period or periods totaling at least & montha during the past
year,

4 [ Check here if you are a veteran entitled to compensation for a service-connected disability and you were discharged or
released from active duty in the L1.8. Armed Forces during the past year.

§ [ Check here if you are a veteran entitied to compensation for-a service~connected disability and you were unemployed for a
period or periods totaling at least 6 months during the past year.

8 [0 Check here if you are a member of a family that:
« Received TANF payments for at least the past 18 months, or
» Received TANF payments for any 18 months beginning after August 5, 1997, and the earfiest 18-month perlod beginning
after August 5, 1997, ended during the past 2 years, or
¢ Stopped belng eligible for TANF payments during the past 2 years because federal or state law limited the maximum time
those payments could be made.

Signature—All Applicants Must Sign
Ummumlmiﬂdlmmmmﬂmntommmmmmhmtmdm:mwnhbmbestofmylumbdga.m
correct, and compiatd.. - ?

o
ety

Job applicant’s signature P ° @Y\QQQJT Date {é aoz%
Far Privacy Act and Peperwork Raduction S08 page 2. Cat. No. 22851L Form 1




Form A (rev. 08/12) TAX CREDIT QUESTIONNAIRE
EMPLOYER SECTION:

ESG FEIN#: ' ESG Client Name & State:

Hiiring Manager: Position; Starting Wage: $
EMPLOYEE SECTION:
Employee Name: . Street Address: . Clty/State: Zip: :
Jshn O Malley 23 Halvile *A | Bole | o1 |“Boryd
SSi#: Date 4f Birth: Age: | Haveyouworkedfof | Ifyes, location:
o35 St _ Lo | _9,do, 787 |38 T e

Please complete all questions, and sign and date the form.

Yes Ne

1. Have you or has anyone living with you received Temporary Assistance to Needy Families (TANF)
at any time since Aagust 3, 1997? (If yes, please provide information below.)

Name of the person receiving benefits; Relationship to you:
City: County: State:
2. Have you or has anyone living with you received Food Stamps (SNAP) at any time during the past 15 months?
(If yes, pleass provide information below.)
Name of the person receiving benefits: Kelationship to you:
City: County: State:

3. Have you received Supplemental Security Income (SSI) at any time within the past 3 months?
Please note, this is not the same as Social Security benefits (SS) or Social Security Disability (SSDI) benefits,
*lf you checked yes please provide a copy of your SSI documentation.

4. Haveyou received any type of vocational rebabflitation services within the past two years?

If yes, pleasc indicate which type of worked with and provide their location information below:

[_] Vocational Rebabilitation Agoncy [_| Dept. of Veterans Affairs [_] Employment Network (Ticket to Work Program)

Name of Agency: Phone #:

City: County: State: _

*If you checked yes please provide a copy of your active Individual Work Plan and Ticket to Work documentation. y
S. Areyou a Veteran of the U.S. Military? *[f yes, please provide a copy of your DD-214 and letter of separation. |

(If yes, please provide information below. Ifno, picase continue to question #6.)

Dates of Service - From: -/ / To: / /

Branch of Service:

Are you eutitled to or are you recelving compensation for a service-connected disability? D D

Have yon been unemployed st any fime durisg the last 12 months? M| O

If yes, dates of unemployment - From: / / To: / /

Did you recelve npemployment compenssation at any point during your unemployment? O O
6. Have you been convicted of a felony or released from prison for a felony conviction i the past 12 months? O

Conviction Date; / / Releass Date: / /

Was this 8 [_] Federal or ] Stats conviction? 1f State - County: State:

IEC (Native Ameriean): Are you ar your spouse a member of 8 Native American Tribe?

[ you checked yes provide a copy of your CDIB card.

CA Residents: Are you the child of foster parents? [ _] Do you receive CalWorks? [ ] Workforce Investment Act?
Are you a migrant or seasonal farm worker? Have you ever been convicted of 8 misdemeanor?

SC Residents: Do you receive Family Independence Benefits?

Vet ‘-eL_.:‘n.('<,-‘.o~!.: Ve G

O 0O

PLEASE READ, SIGN, AND DATE:

Under penalties of perjury, I declare the information above to be true and accurate to the best of my knowledge, and I hereby authorize any agency,
organization, or individualy to supply such verification or information that may be needed to determine tax credit eligibility to my emplayer, employer

reqwesentative WCGMM. Ing. dba Retrotax), or the Department of Labor.




employer solutions staffing group.
Leveraging Resources in a Changing Market
Direct Deposit/Payroll Debit Card Authorization

and/or Payroll Debit Card.
Payroll Debit Card.

Employees have the option of receiving wages by Direct Deposit
If you do not provide a written election, wages will be paid

be paid
SSN# (last 4 digits) (110

o e 8 S S
Jostin O'Malle

X] Direct Deposit (Please complete Sections 3 and 5 below)
| | Payroll Debit Card (Please complete Sections 4 and 5 below)
Sl e @ [Py - I et

K Update Bank Account

erkNemer C.i“’l Zens Bank
Routng? 911500120
Accountt 3089 0700 |
Account Type: ] Checking [] Savings [JOther .

To help us avoid making an error, please attach a copy of a voided check. (a deposit siip will not werk)
®  Ifyouchange banks, do not close your old bank account until your direct deposit has started st the new bank, which may take 2 pay periods.

| e~ N | |

Employee Name

1 understand and acknowledge that if I do not provide s
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.

Initial '{I':O- Date lehq

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/Payrofl 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 Payrofl Debit Card, and a packet containing afl 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 (0 BOXNOT ACCEFTABLE) ‘Social Security#
City State Zip Cell Phonc (mobile)

GET TEXT ALERTS, when your paycheck is deposited on your card! [JYes, sign me up, for text alerts

All we need to know your cell phone service provider and mobile number abave! My mobile service provider is:
RECEIPT OF PAYROLL DEBIT CARD (to be completed when you pick up your Payroll Debit Card)
Payroil Debit Card Routing # Payroll Debit Card Account #

122242597 N S
T have received my Payroll Debit Card, welcome brochure, program fees, program terms, conditions, and disclosures. By activating my Psyroll Debit Card,
I am agroeing to the program terms, conditions, and disclosures that are included or made available to me from 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 fee schedule that is part of the program terms,

Employee’s Signature:,_

Date:

Y authorizo 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 ervor to my account(s). * E-mail is required for pay stub information.
“E-mail: _Jpowalley @ Yyahoo.cof)

this information will only be used to send your paystubs electronically

mlm'Q;W 3! W._, Oudﬁ»@r‘ Date: IhOl"‘i
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Form W4 (2014)

Purpose. Complete Form W-4 sa that your
can withhold the
pay. Consider compieting

8 new Form W-4 each
mdwhmmpemwullmnclnlsiummm
%;?1 z.siA -J""m the form
Feb 17, 20%&800% 505 Tax hholdlng

Noh.l!mmoncanm u as a dependent
g&:t‘lsormu?um youcmnoty:lﬂmuanpuon

maybnahbtoclalmh
depandent.ﬂmeampbyazm a

« |3 aga 65 or oider,
» |8 blind, or

« WH claim adjustments to incoma; tax cred
itemized deductions, on his of her tax retui hw

The ng do not to Nonwage income. amoun
axc:g'b” m Supplemental wages e '.l 4 “m'? tof
ﬂllclndmem exempt, consider making estimated tax Form
m'mnm&yﬁ% .‘1‘?2" 1Wﬁmhfngu7uwhm
mmmzmmm mmmm havepmslnnormﬂy
withholding allowances based on Rsmized see Pub. 505 to mmumww

deductions, certain cradits, adjustments to income, mwnlmumonﬁummor
or two-eamers/multiple jobs situations. Two eamers or multipts lfy':;luveam
Complete all worksheets However, working or more than ono
myda&nfewu(ormmmm“w ,,,g" WMMW;W“ 10 claim
wages, withhoilding must bcbaadonanowm mﬂMme“m
;wcwnndandmymtbeafmm m\g“"* mwmbs";ww
Head of housshatd. Generally, you can claim head m:dmhm?é%w
of housshald statis on your tax retum #
e T
m T g Lip & hioms for yousslf and your Instructions for Nonresident Allens, bafors
Sllndndoeducﬁon,md compisting this form,
Flﬂnglnfuum:.fnrmm Chack your withholding. After your Form W-4 takes
Tax credits. You can take tax credis Into account M“-"b-m“mm"ﬂmmmm
for chid or dapendent care axpanses and the chiid ”’mhs""“"& w Jour esmings
fx ey ba cikmed uslng o Personal Alowances .mmorﬁ 00 (Mmde-
converting me%ﬂwm:ﬁxm dwwm W-A(amh
¥ MMmMEﬂMMUMM

_Personal 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

mTmo O

Enter “1" if: { * 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 $1,500 or less,

Enter 1" for your spouse. But, you may chooss to enter -O-'Ifyouarenmniadandhmdm«'aworkhgspouseormore

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

Enternumberofdlpomnu(oﬂrerﬂ\anycurspouseoryourself)youwﬂwlaimonyourtaxrehm P

Enter"f’lfyouwlllﬂleashndofhousdwldonyourtaxretum(seeoondmonsmderHeadcfhouseholdabove)

Enter *1" If you have at least $2,000 of child or dependent care expenses for which you plan to claim a credit

A

1]

TMOO

Illl

(Nate. Do not Include child support payments. See Pub. 503, Child and Dependent Care Expenses, for detalls.)

o

Child Tax Credit (including additional child tex credit). See Pub. 872, Child Tax Credlt, for more information.

* if your total income will be less than $65,000 (395,000 if mamied), enter “2" for each eligible child; then less “1” if you

have thres to six efigible children or less “2” if you have seven or more eligible children.

* If your total incoms will bs between $65,000 and $84,000 ($85,000 and $119,000 if maried), enter “1” forsach efighblechid . . . G
H  Addiines A through G and enter total here. (Note. This may be different from the number of examptions you claim on your tax retum.) » H

For accuracy,

mpage

° If you lmhmorohmwmuwmwwaMMMwemwiﬂmoung see the Deductions
and m

complete all ot uhmo or are married and you and your both work and the combined
worksheets lobsmmsso,ooomo if married), see the Mﬁmﬂﬁﬁ. Johs Workshest on page 2 to
that apply. avoldhavlngtoollnletuwim

¢ 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

Separsts here and give Form W-4 to your employer. Keep the top part for your records.
Employee's Withholding Allowance Certlficate

» Whether you sre entities! to claim a oertein mumber of aliowances or exemption from withholding is

OMB No. 15450074

2014

e of e eiry subject to review by the IRS. Your employer may be required to sond & copy of this form to the IRS.
1 vumummmm . 2  Your social securily numbser
Jusho - 0'Malley 035~ 56 - 1110
Fome address [rumber and strest o rurl 3 [0 Single (X Married L] Married, but withhold a higher Single rate,
234 mllusue Yoad Nats. It married, but isgally separated, or spouse la & nonvesident allen, chook the “Siigh” box,
“Clty 6r fown, stais, and ZiP code 4 Myour lagt rame differs iram that shown on your social socurity cand,

Exeter R 02522

check here. You must call 1-800-772-1213 for a replacement card. > [ ]

8 Total number of alfowances you are claiming {from fine H above or from the applicable worksheet on page 2) 8

8  Additional amount, if any, you want withheld from each paycheck

7 | claim exemption from withholding for 2014, andleennyﬂmtlmeetboﬂmfmehllowlngeondlﬁonsforexemmlon.
s Lastyear| rndarlghttoarefundohllfademllneomehxwﬂhhoﬂheeausalhadmtaxllahillly,
« This year | expect a refund of all faderal income tax withheld because | expect to havenotaxllabi

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

$

Under penalties of perjury, | deciare that t have

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

nedmlsmﬁuteand.mthebestofmyknowledgeandbellef,itlsm correct, and complate.

ok OOy~

Date» |h°h“|

8 Employer's name and address (Employer:

ota fines 8 and 10 only I sending to the IRS.)

9 Offics codé (optiona) | 10  Emplayer identification number (EIN)

For Privecy Act and Peperwork Reduction Act Natice, see page 2.

Cal. No. 102200

anm(zmq)



State of Rhode Island and Providence Plantations
Employee’s Withholding Allowance Certificate

If you have more than one job or your spouss works, you should figure the total number of allowances you are entitied
to claim. Your withholding usually will be mora accurate if you claim all of your allowances on the Form Rl W-4 for the
highest-paying Job and claim zero on all of your other Ri W-4 forms. You may reduce the number of allowances or
request that your employer withhold an additional amount from your pay, which may help avold having too little tax
withheld, Also, keep In mind that based on the new personal income tax system in effact as of January 1, 2011, if your
annual wages exceed $207,950, your exemption amount will be phased out and be equal to zero.

Lins 1: Figure your personal allowances (Including allowances for dependents)

A. No one else can claim me as a dependent. if yes, enter “17 on NG TA...........c..eeeveeeereccrcrcsnmemsenees 1A.
B. Icanclaim my spouse as a dependent. If yes, enter 1" on ling 1B.... 1B.
C. Enter the number of dependents (other than you or your spouse) you will ciaim on your tax retum...... 1C.
D. Enter any additional allowances (review carefully to avold underwithholding) . 1D.
E. Addfines A, B, C and D and enter here. However, if line E is more than 10, enter 10.

This Is the total number of personal allowances to which you are entitied. Enter on line 1 below......... 1E.

Line 2: Additional withholding amounts
If you want additional withholding taken out of your pay, enter that dollar amount which is to be withheld each pay period on line
2 below.

Line 3: Exempt Taxpayer

Exempt Status #1

if you meet bath of the conditions below, you may claim exemption from Rhode island withholding for 2013:
a) Last year | had a right to a refund of all Rhode Isiand income tax withheld because | had no tax liability AND
b) This year | expect a refund of all Rhode Island income tax because | expect to have no tax liabifity.
It you meet both of the above conditions, write “EXEMPT" on line 3 below.

Exempt Status #2
If you are the spouse of a servicemember stationed in Rhode Island, your wages may be exempt under the Military Spouses
Residency Relief Act. If you meet both of the conditions below, you may claim exemption from Rhods Island withholding for
2013.
a) You moved to Rhode lsland solely to be with your servicemember spouse in campllance with military orders sending the ser-
vicemember to Rhode Island AND
b) You have the same non-Rhode Island domicile as your servicemember spouse.
If you meet both of the above conditions, write “EXEMPT-MS” on line 3 below.

NOTE:
If you claim “EXEMPT” or “EXEMPT-MS" on line 3, you must complete Form Rl W-4 each year.
Otherwise, Form Rl W-4 only needs to be completed Iif you are making changes to your withholding

;T"“w“-4 State of Rhode Island and Providence Plantations 201 3

Employee’s Withholding Allowance Certificate
PLEASE PRONT

Narme - first, middio initiad, (ast

'J'Gs’rin? o' Maue\, 1. Enter the number of aliowances from ne 1Esbove . 1. ()

Prasent home addreas (Numbar and streat, including apartment number or rural route) || 2. Enter any additional doliar amount which you would fike 2 $
oy withheld from your pay ’
239 Holluille Read
3. ¥fyou meet the conditions above, wiite "EXEMPT" or 3
City, town or post office N Zip code “EXEMPT-MS" whichever sppliss :

E yetec LT o0Yga-

Flie this form with your empioyer (o adjust your Rhode laland withholding.
You should make a oopy for your own rscords.

Your soclal secrity number b
035 - Se-1\1I O Mm&-ﬂmmmrwm “The form must be avallable (o the Division of

Taxation upon request.

owledge and befief, it is true, correct and complete.

paa 1O 1IY




