Employer
Solutions

Personal Data— P P INI

_ J—
Last Name S M’ 0¢Lg gé’ First Name \C)\’\

StrestAddress 118 E Sy Cireen

Group LLC New Hire Application
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Edina, MN 55439

7:952.835.1288 / F.952.835.4881

Middle |nma|~A-__

X

Nre

ciyrstaerzip (N avsha 1\

AN

40K

Home Phone _L{)_‘Lp*g%“’ - (06331

Coll / Message Phone

Company/Employer

Ave you legally autharized to work in the United States of America? (3 YEs [INO

{ understand thata

r oqmpvelm
‘This may include but is not limited to,

Applicant Certification and Authorization
1 authorize Employer Sclutions Staffing Group (ESSG) to use the information and statements contained in this application to determine my
qualifications for employment 1 authorize ESSG tb make inquiriea of my former employers, except as indicated in this application,

regarding my previous duties, responsibilities, performance, compensation and eligibility for rehire.

ive background check may be conducted to determine my eligibility for hire by certain clients of ESSG.

required by clients, government regulations or by ESSG policias.

of criminal and/or conviction records, driving recosds and/or a drug screen test as

L release ESSQ and other persons or entities from any claims that might be based.on ESSG's decision o conduct a badkground check:

{ certify that all statements made in my application are true and accurate and that | have ot omitted any material information or provided
false or misleading information. t understand that any material omission or misrepresentation will result in my disqualification from
consideration for employment o, if discovered after | begin employment, will result in my termination.

If hired, { agree to abide by the policies and procedures of ESSG.

; TPy
Nakne ( or type) Dath /
A copy or facaimile wiil be considered the same as an original signature.
For ESSG Office Use Only
DOH RHW 2] 8850 W
Emergency Contactinfo | Background Release Form Background Results § Day Letter ESC Appfication
{i applicable)
ESSG

Rev. 05/2011




Employer Solutions Staffing Group Direct Deposit Authorization

If you are applying for direct deposit, please make sure that you are mark whether the account is a savings or
checking. Failure to provide this information can result in the deposit being delayed for several days. Please
also note that it is possible for your direct deposit to be delayed a day or two the first week that your direct
deposit is processed. Every bank is different and, although this doesn’t happen frequently, it does happen.
If you cannot wait a day or two past pay day for your deposit, then we suggest staying with a paper paycheck.
The time that the money goes into your account on pay day varies by bank.

Please allow until at least 10 am on your paydate for the deposit to show.

Please print
Check one of the following Effective Date
O Start [JAs Soon As Possible
[J stop

[CJFuture Paydate
] Change / /

Social Securiy Number

Name (Last, First Middie initial)
Home Address . Strest —City State Zipcode
Date (Ma/Day/ Y1) Employes Signature Daytime Phone Number
SUBMISSION OF THIS FORM MEANS YOUR-ENTIRE
PAYROLL CHECK WILL GO TO THIS FINANGIAL INSTITUTION v
Financial Instituion Neme (Bank, Savings Insttision, Credit Union, etc)
Type of Account
[Cchecking ] savings [] Money Market Checking || Money Market Investmet Requires Submission of ACH form from your broker

Tanthorize Employer Solutions Staffing Group to direct deposit funds to my account in the financial institution listed above. If funds to which [ am
not entitled are deposited in my account, § authorize Employer Solutions Staffing Group to initiate a correcting (debit) entry. I understand that the
authorization may be rejected or discontinued by Employer Solutions Staffing Group at any time. If any of the above information changes, 1 will
promptly complete a new authorization agreement. If the direct deposit is not stopped before closing an account, funds payable to you will be
returned to Employer Solutions Staffing Group for distribution. This will delay payment of funds to you.

s 0

v Attach a voided check HERE or photocopy of a check for checking account.
DO NOT ATTACH A DEPOSIT SLIP.

N




Employment Eligibility Verification USCIS

Form I-9
anrhuentofllomdnndSemity OMB No. 1615-0047
U.S. Citizenship and Immigration Services Expires 03/31/2016

PSTART HERE. Read instructions carefully hefore completing this form. The instructions must bs available during completion of this form.
ANTI-DISCRIMINATION NOTICE: it is ilagal to discriminate against work-suthorized individusis. Employers GANNOT specify which
MM:)MWWMMWMMbhhMWWMMmmMMMnm
expiration date may also constitute illegal discrimination.

Section 1. wmmmemwdmmwmummi
muumdwummmaﬁaﬂ) :
LutNmn(FqﬂyNgm)l N mm:{@_}gn_ﬂum) Miicils Inttisd Olu&m—u-adﬂ-v)

e Xee X Xk inua, N
Mm(stmmmmmm“ MNunb-' cnyorTom‘ Slht ZIprb
1Y €. Cieen Sk Mavaiedl Mi | 8a0ky
Data of Birth fmm/AddAyyy) |U.S. Social Security Number | E<mall Address Telaphone Number
Ao s |PICHREHETIRE| - Toe Yoekkeer © YA Com |Gl -324-usa

| am aware that fedsral isw provides for Imprisonment and/or fines for false stalements or uss of false documents in
connection with the compistion of this form.

I under pensity of perjury, that | am (check one of the foflowing):
gAdﬂzmofmoUnmsma

[:] A noncitizen national of the United States {See instructions)
[ A tewfid permanent resident (Alien Registration Number/USCIS Number):

] An aflen authartzed to work uniil (expiration date, if appcable, mmvddlyyyy) . Soma aliern may writa "N/A" in this flekd.
(Sas instructions)

for allans authorized fo work, provide your Alien Reglstration Number/USCIS Number OR Form 1-84 Admission Number:
1, . '
Allan Registration Number/USCIS Number:, +0
OR Do Not Wrile In This Space

2. Form 184 Admission Number:

if you abtained your admission number from CBP in connection with your arrival in the Unitad
States, include the following:

Forolgn Passport Number:
Country of 1ssuance:
Some allens may write "N/A® on the Foreign Pessport Number and Country of Issuance flelds. (See insiructions)

=== v Tuhoubliak __bemmrcsbafo

mmrmmmummwrwmmmm wnrﬂmlha

IM undormdtyofpum Mlhvcmkhdlnﬂnwmﬂmdﬂdshmmdﬂhﬂnhﬂdmmm
information Is true and correct.

Signature of Preperer or Transiafor: Date (mm/ddyyyy):
Last Name (Famifly Name) First Nams (Given Name)
Address (Stresf Number and Nama) City or Town State Zp Code

Form 19 03/08/13 N Page 7of9



wzmummmmm

(Employers r thetr authorized reprasentaive must complsle snd s wzmsmmdmmaundm th
‘must physically examine ane- document from List A OR axamine & combinalion of ong doczimant fom List B and ane documant fom List C es Meled on.
the “Uiste of Accepiable Documaniy” on ihe raxt page of thiz form. FurndbMywm' mhmmmu
fssuing suthortly, docurment numbsr, end expivsiion dale, ¥ any.) _ _

Employse Last Name, First Name and Middie initlal from S8ection 1:

OR ListB AND ListC
identity ¥ Employment Authortzstion
s iy
J : Coad)
7 Issuing Authority: lssuing Authority:
; Ml SN &é\"r‘\(\
| "'%’To""'“'%q 218S.
m qaf;._lly)mm”): Expiration Dale (f any){mmiddiyyy):
3.0 Barcode .
Do Not Write in This Space

1 attesi, under panalty of parjury, that (1) | have examined the document(s) presented by the above-named employve, (2) the
above-listsd document(s) appear to be genuine and to relate to the empicyse named, and (3) to the best of my knowiedge the
smployes s suthorized to work In the United States.

The emplayes's first day of smployment (mmtddyyyy):_ 2+ 2.0 "\ (Sve instructions for exemptions.)
Employer or Authotized Dats (mmAddhyyy) Title of Employer ar Authorized Rapressnistive
Lést Nama (Family Name) First Name (Given Name) Empioyer's Business or Organization Name
co\ Lineo
Employer's Business or Organization Address (Sthset Number and Name) | City or Town State Zip Cods

Soction 3. Reverification and Rehires (To be complsted and signed by employer or authorized represertative.) :
A Now Name (if appiicabls) Last Name (Famiy Nams) First Name (Ghvan Namo) Niddle Initial a.nahofndhafmanm).

C. If enployes’s previous grant of amployment sutfurtzaion has expired, provids the information for te document from List A orList C the employes
prosertted that estabishes current employment authorizafion in the spaoe provided below.,

Document Titis: Documant Numbar, Immam

1 aites?, undar pensily of perjury, that to the best of my knowiedgs, this smpioyes Is authorized to work in the United States, and i
the employee presenisd documant(a), the documeni(s) | have examined appesr to he genuine and to relste fo the individual.

Signalure of Employer or Authorized Representative: Date (mm/ddiyyy): Print Name of Employer or Authorized Representative:

Form 19 03/08/13 N Page 8 of 9
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EMPLOYER SOLUTIONS STAFFING GROUP
IN CASE OF AN EMERGENCY - NOTIFICATION INFORMATION

_,__,——J -

N:;!e: \O\’\ 0N ) ceX¥ ool
Addressi_—‘{-\j\ coct CGireen Sreek  Mavehall A MY =162

Home Phone: (.0“0 - Q’E)U( — \0531

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

1. Name:_\_O\XY U\) EQ)AQL_&&)&!:
Phone {work): \ = L_p o= LAY - L5 2B

Phone (home):

[+

2 Name:. )
Phone (work): | - 2064 -4 “? 29 |
Phone (home): ) = 2t - 3X1 - 529

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




-y et e s - - - G et G

VSIIND 219301EMP | ST

EAIPEOYEE INFORMATION G ST TR M ORS 5
(Nust Be Filted Outs l'\ R()l,l\l[\ l ' ()l\\[ 0 PL\\ 2

. z ~ Do you or any dependents have M'!
Social Security Number .EI_HJ' 23:.'.&3_?)_.3 [ Yes ﬁNo If Yes:
DateotBirts CA /O3 /1 A ¥ Medicare Health Insurance Claim Number (HICN)
N " ' ' Sex )
Name ) /
A Medicare Effective Date / — —
bl Names of Covered Person(s)
i { \Qvcha \L State L'Il__ Zip ‘_JLQ.O_LQ.EQ. ;
Home Phone ..lQ.J_h - S.iL B h.;..s.—&- 3:
. J
BENEEIT SELECEION DESERNNSENN | You MUST euroll in the Medical Insurance Plan before adding Term Life
or STD. Your coverage level for Term Life will be identical to your
MEDICAL medical plan selection.
[[]s20.91 Ewployee Only REQUIRED DEPENDENT INFORM ALTON
D $42 .44 Employee + One Name v . o\
m $56.67 Employcc + Family Social Security Number 2+ -0 FX AT
Dacorgin L)/ VI LASS  sex D]
[ ] NO to MEDICAL, TERM LIFE, and STD benefits. Relationship: J&) Spousc []Child [] Domestic Partner
DENTAL " s De Koo Kioer
Name
[1$ 5.99 Employee Only Social Security Number 23 28 -22 - 8323
m/Ml .98 Employee + Onec Date of Birth Q_L_/.Z}.Q/J_g_(ﬂ_(j_ Sex

Relationship: []Spouse Y4 Child [J Domestic Partner
[] $19.77 Employee + Famity

D NO Name

R Social Secarity Number T
TERM LIFE AN Date of Birth ____/ I__ sex M][F]
J Relationship: []Spouse [ Child L] Domestic Partner

D vyES $0.60 Employee Only
$0.90 Employee + One

[InNo  s1:80 Bmployee + Family BENEFICIARY INFORMAFION
For Term Life / Accidental Death & Dismemberment, please write
in your beneficiary information.
SHORT-TERM DISABILITY
< ] NAME OF BENEFICIARY

[] ves Lorcy me.\«ee,\«m;,%m uo 1
$4.20 Employce Only \
[ ]no RELATIONSIIIP

Short-Term Disability is not available to persons who work in \Y\\ AS A i Soal
California, Hawaii, New Jersey, New York, or Rhode Island. Accidental Death & Dismemberment is part of the Term Lifc Benefit.

T have read the benefit packet and understand its limitations. I understand that open enrollment is only available for a limited time and T
understand that making ro benefit selection is a declination of coverage.

P Signature \ e e Y on ) paeQ 12X/ DO W\




Form W-4 (2013)

Purposs. Complate Forrn W-4 so that your
employer can withhold the comrect faderal income
tax from your pay. Conslder completing a new Form
W-4 gach ysaar arwd when your personal or financlal
situation changea,

Examption from withholding. If you are exemnpt,
compiste only nea 1,2, 3, 4, and 7 and sign the
fwmbvaﬂdatalt.era:mpﬂmfwamam
February 17, 2014, See Pub. 505, Tax Withholding
and Esfimated Tax.,

person can claim youas a
depuﬂanmhhuhuuxmm,ywunﬂotddm
exempton from withhokting #f your income exceeds
$1,000 and includes more than $360 of uneamed
hmne(faumﬂe.hﬁmmdwmm;

hmlfymmndmnp!.mm-
Allowances Worksheet below.

Compiete all worksheets that epply, However, you
may claim fewer (or zerq) ellowances. For regular
wages, withholding must be based on allowances
yuu claimad and may not be a flat omount or
percentage of wages.
Head of household. Generally, you can claim head
of househokd filing status on your tax retum only if
mmmmmmmmam
costs of kaeping up a home for yoursalf and your
dwmua)ammm Individuals. See
Pub. 501, Exemptions, Standard Deduction, and
Fﬂnglnfommon {or Information.

Tax credits. You can take projected tax credits into
account in figuring your aliowable number of
wmmoldlngdowmes.(:mdltsladidor
dependent cara expenses arxl the chiid tax credit
may be olaimed using the Personal Allpwances
Workshest balow. See Pub. 505 for Information on
converting your other credits into withholding
allowancesa.

Nonwage Income. if you have a large amount of
nonwags income, such as interest or dividends,
considsr making estimatad tax payments using Form
1oao-mmurax1ummonm
may owe additional tax. lfyounmpemhnumuy

income, see Pub. 506 to find out if you ehotid adjust

your withholding on Form W+4 or W-4P.

N&oﬂ:lmwml&iouiaaﬂﬂhavea
SPOVHT WY TInrg L urse ﬂgll!

101l number of sllowances you are entitled to clakn

on alf jobs using worksheets from only one Form

for the highest paying iob and zero allowsarices are

After your Form W-4 takes

. 505, eapecially if your eamings
meeduan.ooo(sm)orsm.mum
Future developmenia. information about eny futura
developments Form W-4 {such as
legistation enacted after we refeasa it} will be posted
at www.ins.govind,

— Fersonal Mlowancss Workeheot IRosp Tor your records)

A Enter “1"for yourself f nooneelsecan claimyouasadependent . . . . .
* You are single and have only one job; or

B Enter™1”if: [ » You are married, have orly one job, and your spouse does not work; or } . e
 Yaur wages from a second job or your spouse’s wages (or the total of both) are $1,500 or less.
C  Entor “1" for your spouse. But, youmydawsemunw“-o-'lfywwemaMedmdMawwawhngspousemnm

than ona job. (Entering “-0-" may help you avoid having too lite tax withheld.) .

nmmo

Enmrnumberofdependum(othsmanynurspwseorymusdﬂyouudﬂdalmonyourtnxram . - .
Emar"1’nywmnﬂhasheMdhweehoMmmmxm(seewndmmswaMdMabom) .
Enter "1” If you have at least $1,900 of child or dependent care expenses for which you planto claimacredit . . .

+3|3F|°~ -+

{Note. Do not include child support payments. See Pub. 503, Chlid and Dependent Care Expensss, for detalls.)
Q Child Tax Credit (including additional child tax credit). See Pub. 872, Child Tax Credit, for more information.
« if your total income will be less than $65,000 ($95,000 # married), enter “2” for sach eligible child; then less “1” if you

have thrae to six eligible children or fess “2" if you have saven or more efigible children.

H  Add linss A through G and enter total here. (Note. This may be different fram the number of exemptions you claim on your tax retm.) > H

s If your total income wilt be between $65,000 and $84,000 ($95,000 and $118,000 i mamied), enter “1” foreachdligblechid . . . G g 1

* it you
For accuracy, and
complete all
workshests
that apply.

1o Rewnize or clalm edjustments to income and want to reduce your withholding, see the Deductions
Worksheet on page 2.
'ﬂynumdr?oandmmmm“lnbuammarﬂedmdmmdm se both work and the combined
axoeed $40,000 $10,600 if maried), see the Tm—hwwmedobs
awadhammtoolm.hhn(wiﬁhdd.

* If nelther of the abave situations applies, stap here and enter the number from line H on line 5 of Form W-4 below,

om W4

Departmant of the Treasury
internal Revanue Servica

Saparate here and giva Form W-4 to your employer. Keep the top part for your reconda.
Employee’s Withholding Allowance Certificate

D> Whether you are entiied to clalm a certain number of allowances oy exemption
subject to review by the IRS, Your smployar say be required to sent a oopy of this form to the IRS.

OMB No. 1545-0074
from withholding is

_L__Ymﬂmlmnemd'niddbhfﬁrd c

2013
P 0 SR oRE

3 [ single -

Married L] Maried, but withhold at Mgher Single rate.
Nolka, umbu.unmw,ammmmmm@m

—-l’\‘-\ Tt k-:\\re.e% (D\-
mow's‘nc\\\

MNE g0

4 ¥ your iast name ditfers from that shown on your socis! secinity card,
check here. You must call 1-800-772-1213 for a replacement card. P> {_}

Total number of allowanoes you are claiming (from line H above or from the applicable worksheet on page 2) 5

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

7 | claim axemption from withholding for 2013, and { certify that | meet both of the followlng conditlons for exemption
* Last year | had a right to arefund of all federal Income tax withheld because | had no tax liability, and
* This year | expect a refund of all federal income tax withheld because | expect to have no tax liability.

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

i
6% 10. 00

. el

Employee's signature

Underpmnltresofmuwy,ldeolamﬂmtlhaveemﬂ cer!iﬁcatemd.bﬂvebeatofmthwhdgeandbeﬂd it is trus, correct, and complete.
Dator ) — ;}’a--\

(Thlsform lsnotvaldwimyouslgnn)

wmmmﬁnmwnmammmw

C

For Privacy Act and Paperwork Rachiction Act Notice, see page 2

lolhulﬂs.)

1A

lOﬂbwdo(npﬂwq 10 Enpbyurmrﬂﬁcaﬂmnmnbu

ACH DS Cat. No, 102200

rorm W=4 013
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8850 PresScreening Notice and Certification Request for

{Rev. August 2009) the Work Opportunity Credit OMB No. 1545-1500
Huul:z:- sI"‘vS" » See separate instructions. !

Job applicant: Fill in the lines below and check any boxes that apply. Complete onlythls side.
Yournamo Y Grua V)Mo Koo X socia security number b 2 10 R4 39S
Street address where you}we It East Geeen ShReed
City or town, state, and ZIP code Migranail .f\r\nd’\wj)rs N A0

County . - Telephone number { i) K2~ S

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

1 Dcheckhere:fyouavecompleﬁngﬂusfonnbdwvAugust28,2009 and you lived in the area impacted by Hurricana Katrina
an August 28, 2005.tfso,pleaseentertheaddress,mcludlngcountyorparlshandstatewhereyoulwadatmattme.

2 O Check here if you recelved a conditional certification from the state workforce agency (SWA] or a participating local agency
for the work opportunity credit.
3 [ Check here if any of the following statements apply 1o you.
° lamamemberofafanﬂythathasrecewedasasstancefrornTempormyAssxstanceforNeedyFamﬂes(rANF)forany
9 months during the past 18 months.
e | am a veteran and a member of a family that recelved Supplemental Nutrition Assistance Program (SNAF) benefits
(food: stamps} for at least a 3-month perded during the past 15 months.

® |was referrad here by a rehab!litamn agency approved by the state, an employment network under the Ticket to Work

e Iamatlemtagoﬂbutnotaga&oroldarmdIamamembaofafami!ymar
.a Received SNAP benefits (food stamps) for the past 6 months, or
b Received SNAP benefits (food stamps) for at least 3 of the past 5 months, but is no longer eligible to receive them.

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

e | received supplemsntat security income (SSI) benefits for any month ending during the past 60 days.

e | am a veteran and ) was discharged or released from active duty in the U.S. Anmied Forces during the past 5 years
and, for at least 4 weeks during the past year, | recelved unemployment compensation.

® 1am at least age 16 but not.age 25 or older, and:

a During the past 8 months, | have not attended a secondary, technical, or post-secondary school for more than
an average of 10 hours per week, not counting periods during which the school was closed for scheduled
vacations, and

b During the past 6 months, if | was employed, during each consecutive 3-month period within the past 6 months,
| eamed less than I would have eamed if | had worked for the applicable minimum wage 30 hours every week
during the 3-month periocd, and ’

c | do not have a certificate-of graduation from a secondary school or a General Education Devalopment (GED)
certificate or | have a certificate that was awarded at least 8 months .ago and i have not heid-a job {other than
occasionally) or been admitted to a technical or post-secondary school since I recelved the certificate.

4 O Check here if you are a veteran entitied to compensation for a service-connected disability and, during the past year,
you were:
e Discharged or released from active duty in the U.S. Armed Forces, or
e Unemployed for a period or periods totaling at least 8 months.
5 [1 check here if you are a member of a family that:
® -Received TANF payments for at laast the past 18 months, ar
e Received TANF payments for any 18 months beginning after August 5, 1997, and the earfiest 18-month pariod boginning
after August 5, 1997, ended during the past 2 years, or
e Stapped being eligible for TANF payments during the past 2 ye&s because federal or state law limited the maximum

time those payments could be
Signature—AH Applicants Must Sign

Under penalties of perjury, | declane that | gave the above information ta the emmployer on or before the day ! was offered a job, and R Is, to the best of my
knowledge, trus, comect, and complete.

Job applicant's signature > :
Fer Privacy. Act and Paoerwrk Reduction Act

. pate 3. 121 1Y
Gat, No, 2265, Form 8890 Rev. 62009



N e w77 CERTIFICATE OF LIVE BIRYH = ‘Sed7 0
|l omrH No, 121 = ey mwﬁm;",‘ e s 47 i
i |{” 1. PLACE OF BIRTH == ; S
e a, COUNTY .

| ¥ %m (37 outalde corpirale limits, writs _IUIAL and giv hIlllHD)- W, Is Besidench within imjta off |

' R : " . 8 elty oe incovporntad villagel |

vilLase Ce S L : :

. *__EAM_ML s 7 3 Yol  w@ ¢

: ['] ﬂlNMhhl ital lalmhllu. Mul&- Im‘mn 4

“fl - HosemAL oR w o . Sowm ;
"INSTITUTION : :

3. CHILD'S NAME ;
(Typi or Print}

; I Bi ' : ; S TThis ohild Dorm)
'.Lé@.&éz - """2‘--"‘“‘3 ‘“'-"'U'l 0 w0 mD)

- . il
G E—— _FATHER OF CHIlD _

T T

AG! (Allhndnhblnh) , N

MOTHER OF CHILD

T RLENNE L Ey o eondm e T GRS |
. /7// Az, rbert- |44, |
14.AGE (Atttme ol ihtabirth) | 15, BIRTHPLAGE (Btate of forsign e0unixy) EREDHER PREVIOUSLY D THE MOTHER {Do: NOT fnolude
= A TN 2. How many OTHER | b, g"n..yonm Mrem {c. children 4
| l - LA 7‘1/3 d — i chll“mu'llvhﬂ wébmdin Ntmww“d-«ll u&n (% g:'namﬂ-u
17, HFoR : : 7 - B c - 5. ) f
: I i { _' 3 f . ;

e = S i . . i ) ] 18D, A -.l?l.’m ‘._. : .- I. .“
1 hsraby o mgn.n::: ‘hb. s ' ) w up. (Y. 0 snen O Other (Bgecity) . |

the bl x

hu.nnnmmm |Ann j ST 7/ : T84 oATE SRED

Sk, E uf " " & :\ _"'.- o - . o yd . s

10. DATE u:cmmwuu:ullsrm : 2. RESSTRANS “'—'- V.70 et ¥
- _ SEP. 1»3'”5:7 ’ “ En— N A L2,

joer ot each in order of Ellr_th stated, -

s e S S e 'H' : T{V‘ ; N Y

STATE OF MICHIGAN ) __ .1, ROBERT M. HARRISON, Clerk of said County of Washtenaw and Clerk of
COUNTY OF WASHTENAW ) ”’ the Circuit Court for said County, do hereby certify that this is an exact "
- "' . reproduction of the certificate for the personis) named therein as it now sppears .
' A o in the permanent records of the Washtenaw County Clerk’s Office.

- WITNESS the seal. of snid Court and County this_.ZZ__ day of -

AT-A. HARRISON, Clark § .




Form A (revised 07/09) WORK OPPORTUNITY TAX CREDIT

PLEASE CHECK "YES" OR "NO" AND ANSWER ALL QUESTIONS
Name_‘mebg._mm&ex—
Address_ 1w € (green Sicesd

City_MNe<ing it Stateyy,__Zip_ Hejlqsl _ Social Security #_31C - 34 - 1¥5

Date of Birth_ & — 1 -1 Age LLL'.—'

1. Have you or any famlly member Ilvmg with you received Temporary Assnstanoe toNeedy Famllles TANF)
or Aid to Families with Dependent Children (AFDC) during the past 24 months? Yes [ ] No

2. Have you or any family member living with you received Supplemental Nufritional Assistance Prograt

(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 sixly (60) days? Yes [ | No Zf
4. Are you part of the Ticket to Work program? Yes [ ] No E{

5. Name of person who recelved benefits : _
Relatlonship City & State where benefits received

6. Are you a veteran? Yes [:] No m/ and Disabled due to service? Yes [:] No [2’
Service Dates: From: Branch:

7. Have you been unemployed at any time during the last 12 months? Yes A No []
if yes, dates of unemployment: From: NoJ X% Tor_ DieSent
Did you receive unemployment compensation at any point during your unemployment? :

If yes, dates received campensation: From: To: Yes D No )

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

Date of Conviction: Date of Release: Yes [ 1 No E’
Parole Officer's Name: Parole Officer's Phone # )
9. Have you received rehabilitation services from a State approved or Deparlment
of Veterans Affairs approved Vocational rehabilitation agency? No E/
Name of Agency Phone #
Address of Agency ___Counselor's Name
10. Have you aitended High School, College or Technical School for more than an average
10 hours per week at any time during the last 6 months? Yes D No .
11. Did you receive a high school diploma or GED? if yes, date recsived: _\Jqs __ Yes M No []

Have you been employed or been admitted to technical school or college since then?  Yes [ | No

12. How much in gross wages have you eamed TOTAL in the past six months? $

1 hereby autharize eny agency, arganization, or individuals to supply such verification or informeation that may be needed to determine tax cred®t
eligibifty to my émployer, enipiGyer representative, crthcp_eparbnedaflabar
R T

StarbngWage " Positian

Has employee worked for this company before?

if yes, date and location




