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New Hire.Application

Personal Data~ PLEASE PRINT LEGIBLY IN INK

Last Name Cﬂb’;’e\' ©Z First Name y Ud FH’[ Middle Initial
strestAddress___ BI4 F'M Ave Apt.

City/State/Zip ]A'?aﬂh‘;nﬁ'ieh MN 56187
Hown Pl _{ (66] 6] " [GRA

Company/Employer __ £D F O'!Gl'\ﬁ.\fﬂ‘ble E'Y)E‘(E’\I

Csll/ Masangs Nhans ((MJ 94i- 1989

| authorize Employer Selutions Staffing Group (ESEC) to use the informetion
eprallli~allinm fow assegsdiussrmarsl ) arallan et cos FA30 {1 1iembs il ndiet of
regarqing my previous auues, responsioies, pemomance, compen

| understand that a comprehensive ba _
This may include but is not limited to, investigations of criminal an

Applicant Certification and Authorization

required by clients, govemment regulations or by ESSG policies.

and statements contained in this application to determine my

iy fanmar sminlvvers meeant ax indinstad in this Anslinntinn,
SdDOn dria EIQIUIIIly 10 tenne.

ickground check may be conducted to determine my ellgibility for hire by certain clients of ESSG.
d/or conviction records, driving records and/or a drug screen test as

I release ESSG and other persons or entitles from any claims thut mighl be bused on ESSQ"s desision to conduct a background check.

| certify thet all statements made in
false or misleading information. | u

nderstand that any material omission
ronsiferafion for empinyment or. if dissnvamd after | hegin smployment,

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

Yodith beticriez

Name (Print or type)

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

my application are true and accurate and that | have not omitted any material information or provided
or misrepresentation will result in my disqualification from
will msult in my termination.

For ESSG Office Use Only
DOH NHW 19 8850 w4
Emargency Contact Info | Background Relsase Form Background Results Unemploymeant Letter ESC Application
(ff applicable)

ESSG - CMS-SM

Rev. 08/2012




Form W-4 (2013)

Purpana. Complete Form W=4 sa that your
employsr can withhold the comect faderal income
tax fram your pay. Considsr asmpleting a now Ferm
W-4 aach year and when your persona] or financial
situation changes.

Exsmption from withholding. if you are exemg.e
compiste only lines 1, 2, 3, 4, and 7 and sign
form ta validate it. Your exémption for 2013 explres
Februsry 17, 2014, Saa Prh ANA, Tay Withhnirfing
and Estimated Tax.

Note. If another person can claim youas a
dependent on his or her tax retum, you cannot claim
exemption from withholding if your income exceeds
$1,000 and Includes more than $350 of unearned
income (for example, interest and divikiencs).

fiagle Insrructions. If you are not exempt, complule
the Personal Alowances Workshest below. The
worksheals on page 2 urmer agjust your
withholding aliowances based on temzed
deductions, eurlaln cradits, mljusbnts to b,
or two-eamers/multiple jobs situations,

Complete all worksheets that apply. Howsver, you
may claim fewer (or zero) allowances. For regular
wages, withhakding must be based on allowances
you claimed and may not be a flat amount or
percentage of wages. .

Heud of houagheld, Gonomilly, you nan altim head

of housahold status on your tax retum only tf
you are unm and pay more than 50% of the
costs of keeping up a home for yoursalf and

your
dependent(s) or other qualifying Individuals. See
Pub, 501, East)empﬁnns, Shr?d“ﬁd Deduction, and
Filing Information, for information,

Tax credits. You can take projacted tax credits into
aceaunt in figuring yewr allowable numbar of
dmg mcmm’“%“&'m

t care expensesn e G
may be claimed using the Personal ABowsnces
Worksheet belaw. See Pub, Shggmnformbmon
converting your other credita holding
alawanoos.w

Newwage inesmo. if you havo a lnvgo amount of
nonwago indomo, euch a8 Intergst or dividends,
rnmidar making rtimatad tax using Form
1040-ES, Estimatad Tax for | Otharwise, you
may ows additional tax. if you have pension or annuity

income, see Pub. 505 to find cut if you should adjust
your withholding on Form W-4 ar W-4P.

Two earners or musttipla jobs. if you have a
woriing spouse or mare than one Job, figure the
total number of allowances you are entitfed to claim
an all b ueing workehaets from only oné Ferm
W-4. Your withholding usually will be most accurate
when all allowances are claimed on the Farm W=4
for the highest paying job and zero allowances are
claimed on the others. See Pub. 505 for details.

Nonresident allen. if you are a nonresident alien,
A Ntinm 1397, Supplemental Farm W4
Instructions for Nonresident Aliens, befare
oompleting thig form,
Check your withholding. After your Form W4 takes
effect, use Pub. 505 to zee huw the amount you are
g o s
. 505, YOur eam
wxcnad £130,000 (Single) or $180,000 tMmmq‘?
Future devalopments. Information about any future
devedoprmmils sffeudig Porn Wed {oud) ao
logislation enucied afler wes redesras il) will L putend
at www.irs. govind,

_Personal Allowances Worksheet (Keep for your records)
A Enter 1 for yourselt it no one eise can clam youasaqependent . . . . . . . . . . . . . . . Y Y
s You are single and have enly ane job: or
B Pale )" { = Vi s veanivad, lieve willy wine ik &nd Your spevse doss nat worlg or }
* Your wages from a second job or your spouse's wages (or the total of both) are $1,500 or ess.
C  Enter “1” for your spouse. But, you may choose io enter *-g-" 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 yourtaxretum . . . . . .
Enter *17 if you will file as head of househald on your tax retum (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 net include child support payments, See Pub. 503, Child and Dependent Care Expenses, for details.)
G Chid Tax Credit (including additional child tax credit). See Pub, 972, Child Tax Credk, for more information,
= If your total income will be less than $65,000 ($95,000 if married), enter "2” for aach eligible child; then less “1" If you
have e to 8Ix eligible children or less *0” if yau have seven or more cligible ohildren.
® It your totul Ireume will e belweer 388,000 cn $54,600 (35,000 ad §449,000 if mariad), anter 17 forcach ellgblochild - . . @
H  Add lines A through G and enter total here. (Note. This may be different from the number of exemptions you claim on your tax retum.) > H

. itemd djustments to i and want to red withhokding, see the Deductions
1 T S oo ome vt bk pour it

FE oF

ope

kor accuracy,

complete all * If you are single and have more than one job or are married and you and your spousa both work and the combined
wourksieerts eamings om ail ]oh excusd 346,000 &18,000 If irwurhal), sou Lo TooBane o/Mudlipht Jebs Warkshest an page 0 s
that apply. avoid having too fittle tax withheid.

» If neither of the above situations applies, stop here and enter the number from line H on line 5 of Form W=4 below.
Separate here and give Form W-4 to your employer. Keep the top part for your records.
Employee’s Withholding Allowance Certificate

b= whownar ysu are snesled 10 alaim o oostnin numbor of Alomrunres ne wsrgslin Bone withiheddting i3 2@ 1 3
subject to review by the [RS. Your employer may ba raquired to send a copy of this form to the IRS.

© Vaur Axginl ARl sUmBER
LIH-34. 97777

e ] m. et T 1 ddamdns, i ilaboals b highan Cmgls anla

Note. f manfed, but legally separated, or spousa i A nonvesident alien, chack the “Single” box.
Chty o tawn, state, and ZIP code ] 4 W your last name ciffers from that shown an your social security card,

&wﬂnn{ﬁ(}\f\ MM 6@ '%7 ehock here. You must eall 1-800-772-1213 for a replacement card. B []

5 Total num allowances you are claiming (from line H above or from the applicable worksheet on page 2) 5

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

1 claim exemption from withholding for 2013, and | certify that | meet both of the following conditions for exemption.

* Last vear | had a riaht te a refund of Al fesderal inmsunn: tua withhiold besauss 1 had no tax fiability, and

* This year | expect a refund of all fariaral income tax withheld because | expect to have no tax liebili

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

Under penaities of perjury, | declare that | have examined this certi d, to the best of my knowledge and belief, It Is true, comect, and complete,

Employee's signaturs Date » Dé ~ ID - ' 3

(This form is not vafid uniess you sign it) »
8 Empoyers name anw adursss Boploys 0 Off22 sads aptiznal) { 10 Complsyar idsntifootion Aumbos (RIN)

w -4 OMB Na. 1843-0074
Form

Dgpastmant of the Treasury
Intnmal Ravan i Rarvice

L] Y RUP vire name maw e lva)

‘5’%{%  TAHTihee ART TAAT A ml mitA)
Bl B Rp

~

i
For Privacy Act and Paperwark Reduction Act Notice, see page 2. Cat. No. 10220Q Form W-4 (2019



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

Employee Name: yUd ith [ W EZ
agross_ BI4_ B Ave (Khvpnioficn MN S¢iRT
Home Phane: ( 605)451-1589

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

1. Name: 3eEn t&\r \%On
Phone (work); {50'1 \ 211 - 1488
Phone (home): l") M) I‘—] - I qg?

2. Name: el CZ""“B\‘T@ Z

Phone (work); (g;(f,' \ 55%- 06477
Phone (home); té 05) 55% - 06H 7

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




employer solutions staffing group.

STATEMENT OF CONFIDENTIALITY

This agreement made this ['0 day of _Jung , 2013, between
Employer Solutions Staffing Group LLC, hereinafter referred to as “employer”,

and Yodi¥h  Guher€Z  hereafter referred to as "employee”.

WITNESSETH:

For the duration of my omployment and aftor regignation or tormination of
this employment with employer, for any reason whatsoever, the employee shall
not use or disclose 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 to 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 consirued as a release or walver by

the omployor of the right to provont any such violation in equity or otherwico.

bd [t

Eméaﬁee Signatire <

Employer Solutions Staffing Group LLC, Representative



BISCLOSURE AND AUTHORIZATION [IMPORTANT — PLEASE READ CAREFULLY DLFORE SIGNING AUTIIORIZATION]

DISCLOSURE REGARDING BACKGROUND INVESTIGATION

Employer Solutions Staffing Group LLC (ESSG) may obtain information about you for employment purposes from a third party consumer reporting
agency. Thus, you may be ihe suiject uf 4 “cor igat inglsde information sboutyour
character, general reputation, personal characteristics, and/or mode of living, and that can involve personai interviews with sources, such as your
neighbors, friends, or associates. These reports may contain information regarding your credit history, criminal history, social security number
validation, motor vehicle records (“driving records”), verification of your education or employment history, or other background checks. Cradit
hiztsm) will wxky bn sequastad wihase sush informotion o cubrrntially rnltod tn tha dutine nd mrpnncihilitine of tha pacitinn for which yni ara
applying. You have the right, upon written request made within a reasonable time, to raquest whether a consumer report has been requested and
compiled about you, and disclosure of the nature and scope of any investigative consumer report and to request a copy of your report. Please be
advised that the nature and scope of the most common form of investigative consumer report obtained with regard to applicants for employment

laan l|lvw;|5§;|v|l LT yn educadun ﬂll\‘[’ul Llllylv’ul\.lll lalaban y wanduulud ll’ 8, WP L 1o !Iuyluyl'mlll!:u\-t-":";, 3L ol..... L--u-'

Minnaapnlis. MN 55130 Tal - ANMARALATTT Ar A82.941.9N4N Fay* ANNRRANTT4 nr 957-941-9N41 NRANGF TRFF FMPI QYMFNT SCRFFNING's
welnile is ol wwwan angel coms b L0, O BNSLREr sutside oazanizatian. Tha seape of this notize and authorization is all enespmposging,
hawever, alluwing ESSG Lo ublain frum wiy oubide uganication all manner of consumer reports ang investigativa consumer reperts now and
throughout the course of your employment to the extent permitted by law. As a result, you should carefully conslder whether to exercise your
right to request disclosure of the nature and scope of any investigative consumer report.

New York 20d Maine applieants or employees only: You have the right to inspect and réceive & copy of any investigative consumer report requested by ESSG by
contacting the consumer reporting agency Identified above directly. You may alsa cantact ESSG to request the name, address and telephone number of the
naarast init nf the ftasimes rennmting ageney designated t handle Inquiries, whirh FSSA shall nrevide within 5 dave

New York applivants ui snvtuyees vily. Upon régyast, you will Ba informad whathar or nat 8 consumer repert was raquasted by CS5G, ond If Jueh report wos
reauested, infemed of the aame And address of the ransumer reaniting agenry that firnished tha rears. By sisning belaw, vou also adknowledee recelot of
Article 23-A of the New York Correction Law.

Oregan applicants or employeas anly: Information desaibing your rights under faderal and Qregon Iaw regarding cansumer identity theft pratection, the storege
and disposal of your credit information, and remedies avaiable should you suspect ar find that ESSG has not maintained secured records is available to yout upon
request.

Wharhimntnn Stara annficante nr amnlaiteas anbe Yout alsn hava tha right tn rannest frim the ronsimer rennifing ATAACY A WITTAN SMMATY nf ynur Tiehts and
eesmiedhos windvs Use W hbiglon- ful G it s Ueop Acl

ACKNOWLEDGMENT AND AUTHORIZATION

I acknowledge receipt of the DISCLOSURE REGARDING BACKGROUND INVESTIGATION and A SUMMARY OF YOUR RIGHTS UNDER THE FAIR CREDIT
REPORTING ACT and certify that | have read and understand both of these documents, | hereby authorize the obtaining of “consumer reports”
and/or “investigative consumer reports” by ESSG at any time after receipt of this authorization and threughout my employment, if applicable. To
this end, | hereby authorize, without reservation, any law enforcement agency, administrator, state or federal agency, institution, school or
uaiveraity (public or privata), information carvica buraau, company, or Incurancoe company to furnich any and all background information requestad
by Orange Trea Employment Scragning, 7275 Ohms Lane, Minneapotlis, MN 55439, Tel : 800-886-4777 nr 952-941-9040. Fax: RO-RAG-0774 or
952-941-3041. ORANGE TREE EMPLOYMENT SCREENING’s website is at www.orangetrees¢reaning.com, another outside organization acting on
behalf of the company, and/or the company itself. 1 agree that a facsimile (“fax”), electronic or photographic capy of this Authorization shall be

as valid as the original. '

New Yark spolicants or employesg.only: By slgming below, you also ackmowiedge receipt of artirie 73-8 nf tha New Yark (arerinn | aw,
Minnesots and Oklahema applicants or employges only: Please check this box if you would like to receive a copy of a consumer report if ane Is obtained by £55G.

[ (Must include amail addrass: I\

£allfgmi apolicants or gmplgyees anly: By signing balow, you alsn acknowledge receipt of the NOTICE REGARDING BACKGROUND INVESTIGATION PURSUANT TO
CALIFORMIA LAW. Rloaro ohack thic box if you would fika to racalun 3 copy of 1n Invertighting connimar rapnrt ne ennsiimar crarlt repart &t nn rharge ifnra ks

obtzined by ESSG whenever you have 9 right to recaive such a copy under California faw. I nln liey 3
{Must include emall nddress:L v )
Signature: £y Date: 08C-1D-13
BACKGROUND INFORMATION
e ;
Last Name - yﬂ’"}h oo middie L. .

Other Names/Alias S — |

Social Security #* -ZFI‘JS"" WT - J Date of Birth (mm/dd/yyyy)* L. OBH -{ QBG
Driver's License # Naﬁ%llejﬁ’jﬂj L’ State of Driver's Licanse MM ‘
sttt LI B P ] scemmemimma (BRI TR
omsarezs | OCOBAON MN_SCI8T

*This infarmation will be used for back¥found screening purpases only and will not be used as hiring criteria.




‘employer solittions staffing.group.

Dixect Deposit/Payroll Debit Card Authorization

Employees have the option of receiving wages by Direct Deposit and/or Payroll Debit Card.
If you do not provide a written rlentinn, wages willhe paid hy Payrall Nehit Card
SECTION | BASIC [INFORMATION
Employee N iy <

=N Yodith Guhevvez
SECTION 2 PAVROLL ELECTION
| Diroot Dapauit (Plonco aamplote Sectione 3 and 5 balowr)

[ ] Payrol Debit Card (Pleass complete Sections 4 and 5 below)
SECTION = DIRECT DEEOSIT

I understand and acknowledge that if T do not provide a voided
; it elip wi with thix direct deposit

[} d{10]8]w) [ V] 10 8.

PanK of dhe Lest form, L e respensibl fo any delays in payrol o exta costs
Routingt |7 {10167 incurred if the account umber that I provide is incorrect.
Ao 54 014824 Taitial Y& pte DL-i0-13

Account Type: X1 Checking [] Savings [JOther:_

®  To help us avoid making an emor, please attach a copy of a voided check. (2 deposit slip will not work)
*  Ifyou change batks. do not close your old bmk'awountmhiyowdirectdeposlthasmdmhembmk,whichmsynh2pzy pexiods,

PAYVROLL DEBIT CARD

Fedoial law s oll fiucsmial dsgbilulives o Wi, vnailyy o 1408, ja88,2880 858 tliat fdagtifas sash parsse whe 0gons an 0osount In opdop

to saquoat a Rayeroll Diobit Card for yrou, we murt peovida all nf the fallnnring infarmatinn thet will rmahle the financial institition tn identify yom

If you dv uot subaiit a Direst Deposit/Payroll Debit Card Autherization, ESSG will provide the necessary information and istue you o

Payroll Debit Card to pay your wages. For your protection, the finaacial institation raay ask you to provide them additiona] identification information
so they can verify your identity,

EXCEPLIOr (e rounng ana account NUMDCT, L5\ Q0SS IOt DAVE ACCESS 1) any noradon egauding yow Fayioll Dob Sad awvezu v Lansauliviis.
On your first payday, you will receive your new Payroll Debit Card, and & packet containing all of the terms and conditions. You will then siga
acknowledging that you received the Payrol] Debit Card and pecket. Your Pyroll 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
Strect Address (0 50X NOT ACCEFTABLE) . Social Security#
ity State 7ip Primary Phane
RECEIPT OF PAYROLL DEBIT CARD (to be completed when you pick up your Payroll Debit Card)
Payroll Debit Card Koutmg # raytol Lemt Lard Accouar #

122242597

I have reccived my Payroll Debit Card, welcome brochure, program fees, program terms, conditions, and disclosures, By activating my Payroll
Debit Card, I am agreeing to the program temms, conditions, and disclosures that axe included or made availabe to me from time to time from the finatcial
institution. I authorize the financial institution to debit my Payroll Debit Card acoount for the fees described in the fee schedule that is part of the program
teyms, conditions, and disclosures.

Employee’s Signature: Date:

SECTION 5 ANUTHORIZATION

T authorize ESSG to directly deposit my periodic wages/compensation payments, net of equired tax withholdings, other
Tequired withboldings or authionzéd aeqQuenons, Mo ry accounn(s) as designared above and w infa, If pecessary, debit eylles wnd adjustinculs
for sty evedie catiias paade in arver to my asesunt(s). ¥ E muail i roquirod for pay stub information.

*E-msil: 'V"‘di'*h'ei_@i;md‘\’mm ’

Employee’s Signature: ) @/‘M/ Date: __p&- 10~ i3
7
V .
ESSG Location: CMG-SM Rev, 01/2013




ATTE

NTION: ESSG provides employees with electronic pay stubs. You are able to view your

pay stub by using either of the following methods:

1.

2.

You can view your check stub by logging into the employee portal at www.MyPayESG.com

Your username is the first four letters of your last name followed by the Jast four numbers of your $SN.
For example: John Woods SSN: 111-22-3333 would have o username of Wood3333

Your paccword will initially ba Tomp1224, and you will ba diracted to changa it whan you firet log in. Ba cure
te write dewn and kecp your log in information in a sccure location. Mor support please email

MyPayESG@MyPayESG.com

You can also receive your check stub by email by providing us with your email address below.

Email addrocer \!udz-l'h 37 Bgm[: il.cem

. ATENCION: ESSG proporciona a los empleados con los talones de pago electrénicos. Usted
puede examinar su talon de pago utilizando cualquiera de los métodos siguientes:

1.

Usted puede ver su talon de cheque por [a tala an el portal electronico del empleadns en www.MyPayvFSG.com

Su nombre de usuario son las cuatro primeras letras de su apellido segundo por los cuatro Gltimos digitos de su
nimero de seguro social.
Por ejemplo: Juan Garcia SSN: 111-22-3333 tendrfa un nombre de usuario de Garc3333

3u vunliasefia lnlulahinente serd Teinpl284, y usled s d dhiighdo a cambla la la pilieia vez yue lifcle seslén.
Aseglrese de anotar y guardar su informacién de registro en un lugar seguro.

También puede recibir su talon de cheque por correo electrénico. Por favor contacte a
mypavesg@mypavesg.com por correo electrénico para informarle de su direccién de correo electrénico y todos

sus talones de cheque serdn enviados directamente a su correo electrénico.

Carreo electrénico:




2 employer solutions staffing group.
- Leversging Resources in 2 Changing Market

INJURY MANAGEMENT PROGRAM

Injured Worker's Responsibilities

As your cmployer, we are concerned about your full recovery. Reasonable and
necessary medical care will be paid for any compensable work injury. Medically
authorized time: away from work will ba reimbursed in accordance with the Stats
of Minnesota workers’ compensation laws. Wherever possible light duty
roctriotionc impoood ac a rocult of your injury will bo accommodatad.

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 providers. Discuss with vour emplover anv change in heaith
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 immediatoly after your doctor vieit, boforo you loave 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 retumn to work

ﬂl u e \oCas l:\.‘\,l CApsp g1 ;ﬂl\l l;l LR\ 1

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 nr

may not be in your regular department. The work may or ray not be on your
usual shift.



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 claima repreaentative advised of your
status.

Noti ur employer immediately of

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.

any new injuries or conditions that impact

I have read my recponsibilitios and agroe to abide by thesa guidselines

Printed Namé: ___ Yodith Gutleveez.




o 3350 Pre-Seraening Notice and Certification Request for

(Rev. January 2012) the Work Opportunity Credit OMB No. 15451500
m&" s&eﬂw » See separate instructions.

Job applicant: Fill in the lines below and check any boxes that apply. Complete only this side.
Your name \{\)d“'»\ (\ﬂdﬁf o(e2. _ Social security number > [ {4 -R4-4TTT

Street address where you live Ql!—{ Gth Avo
City or town, state, and ZIPcode  |A V¢ F\M‘ingfo\’\ MM 56187
Gounty Nﬁb\?‘% Telephone number L@'ﬁ) a51-1589

if you are under age 40, enter your date of birth {manth, day, year) QS Zi 4] Z lﬂ Q£

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

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

* [ am 2 mombor of a family that hao roocivod ancictanco from Tomporary Acsiotaneo for Neody Familioo (TANE) for any 8
months during the past 18 months.

» | am A veteran anrd A memher af a family that reneiven Stinplemeantal Nidritinn Assistanne Pragram (SNAP) henefits (fonr
stamps) for at least a 3-month period during the past 15 months.

v | was referred hers by a rehahilitetion agency approverd by the state, an employment network under the Ticket to Work
program, or the Department of Veterans Affairs.

* [ am at least age 18 but not age 40 or oider and | am a member of a famﬂy that:
a Recsived 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.

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

- I un-r-llunl llllll'llﬂlllﬂlllrll -w-lllll' Illllllllﬂ mnl} llﬂll"llu" 'Ill l'Ill’ llllul”l ITIIIIIIIU Illlllllu Illﬂ lml Hn llﬂ'ﬂ
* | am a veteran and | was unemployed for a perind or perinds 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 6 months during the past
year.

4 [ Cherk hera if vour are a veteran entitlerd t romnensation for a service-nonnanted disahility and ven were discthargedd or
released from active duty in the U.S. Armed Forces during the past year,

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

6 [ 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 morths beginning after August 5, 1997, and the earliest 18-month period beginning
after August 5, 1997, ended during the past 2 years, or
» Stopped baing eligible for TAME psymente during tho past 2 yeare bacaueo fodoral or ctato law limitod tho maximum timo
those payments could be made.

Signature—AN Applicants Must Sign

Undapenalﬁesofpetjury.IdeclareMlgzvaﬂloabovahfonmﬁnntnhunp!oyarm orbefmﬂledwlwasoﬂeredabb.whis.wmt!mofnwvawladge.we.
correct, and completa,

oate 0(-/0 (3

Cat. No. 22851L Farm 8850 Rav. 1-2012)

Job applicant's signature b
For Privacy Act and Pa




Form A (rev. 08/12)

TAX CREDIT QUESTIONVARE  [RIE FIRGIAX

Spacializti in Tur Crodis Ddmimictsat.aa
EMPLOYER SECTION: ‘ '
ESG FEIN#: ESG Client Name & State:
Hiring Manager: Position: Starting Wage: $
EMPLOYEE SECTION:
Employee Name: - Street Address:
Vudith Gokitniez, | B4 §*h Ave.
S8t Date of Birth: Age: Have you worked for
A . ] Y T [ ¥ - " - . l L ]
CI-SH V01| o8 IR IGRL | ¢ | Vs lghee
Please complete all questions, and sign and date the form. Yes No
Lo Do om vt Lo e L tnngy bl g wo e ek Wy el 1 M1, T T (TUTTY O
at amy time since August 5, 1997% (£yes, plense provide information below)
Name of the person receiving benefits: Relatjonship to you:
City: County: State:
2. Have yon or has anyope living with you received Faod Stamps (SNAP) at any time during the paét 15 months? D - m’
(If yes, please provide mformation below.)
Naulo Ui Sic'pt s ecsiving benefits: Relationship to you:
City: County: State:
3. Have you received Supplemental Security Income (SSI) at any time within the past 3 months? O B

Please note, this is not the same as Social Security benefits (SS) ot Social Security Disability (SSDI) benefits.
*If you checked yes please provide a copy of your SSI documentation.

4. Have you reveived uny lype of voralivual ychalibita o ser vives willitg the pail Lw y&ara® D
If yes, please indicate which type of agency you worked with and provide their location information below:
[ Vocational Rehabilitation Agency [_] Dept. of Veterms Affairs | ] Employment Network (Ticket to Work Program)
Name of Agency: Phone #:
City: County: State:
*If'you chacked yes please provide a copy of your active Individual Work Plan and Tickst to Work documentation.

X

O
N

5. Are you a Veterag of the U.S. Military? *Ifyes, please provide a copy of your DD-214 ard latter of separation,
L oo, ploiane prusile iafssativi Usdurre ICav, pl bissver o spwmislivas 16,

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

Branch of Service:

Are you ontitled to or are you rosoiving oomponcation for a corvieo connooted dicability?

Have you been unemployed at any time during the Jast 12 months?

If yes, dates of unemployment - From: / / To: / /
1310 YNR FACPIVP NNFMINYMAAT SAMQPNSATION AT ANY (0INT QIO YOI NPT QYT

6. Have you been convicted of a felony or released from prison for a felony conviction in the past 12 months?
Conviction Date: / / Release Date- / /

Ooao oo

Was this a [ | Federal or [_] State conviction? Tf State - County: State-

'LM,IIWHI gl i I, 21 ~ ~ALb ety
IEC (Native American): Are you or your spouse 8 member of @ Native American Tribe? O KR
*Ifyou chacked yes pleass provide a copy of your CDIB card. .
CA Residents: Are you the child of foster parents? D Do you receive CalWorks? E] Workforce Investment Act?

Are you a migrant or seasonal farm worker? EI Have you ever been convicted of a misdemeanor?
SCResidents: [ ] Do you receive Family Independence Bepefits?

PLEASE READ, SIGN, AND DATE:

Under penalties of perjury, I declara the information above to be true and accurate to the best of my knowledge, and I hereby authorize any agency,
organization, or individuals to supply such verification or information that may be needed to determine tax credit eligibility to my employer, employer
mapragantativa (docoaiated Congultanty, Ino. dba Ratratax), or the Dapartmont of Labor.

New Emnlavee Sionatnore: M!‘M : p mml{ > wou. PL~IP o am




Emlllu _yuu..ul Eligilbﬂil_r Vwifieation UECIE

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

P ETANT HENE. Nasad instrustians earefully befare eampleting this farm. The instrustisns must be aveilahle dusing semplatian of this fam,
ANTL-DISCRIMINATION NOTICE: It is illegal to discriminate against work-authorized individuals, Employers CANNOT specify which

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

A ST e }Efrgr* AR E e ey =
Last Nama (Faznﬂy Name)
utevrez Nudith

Address (Street Number and Neme) Apt Number | City or Town State Zip Code

B 8t M. | Woethinaten  [MN | 5¢i87

Date of Birth (mm/ddyyyy) |U.S. Social Sacurty Number | F-mal Addrees L <J Teleghon Nuribar
08/4 (149¢ [AVFRA-YARH y.:di-!hfgz@gwh‘-mm (£o5)451 1589

| am aware that federal law provides for imprisonment and/or fines for false statements or use of false documents in
connection with the completion of this form.

L allest, under ponally of porjuwy, Uhal I e {uleth aive of the following):
m A citizen of the United States

L1 A nonritizan natinnal of the | infted States (Sae instrirdinns)
[] A tawful permanent resident (Alien Registration Number/USCIS Numiber ).

[] Analien authorized to work untl {expiration date, if applicable, mm/dd/yyyy) . Some aliens may write "N/A" in this field.
{See instructions)

For aliens authorized to work, provide your Alien Registration Number/USCIS Number OR Form 1-94 Admission Number:
1. Alien Regisfration Number/USCIS Number:
3-D Barcode
OR Do Not Writa 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:

Forgign Passport Number:

Cauntry of Issuance:

Somo alionc may writo "NA" on tho Koroign Raeeport Number and Country of lgguance fields. (See instructions)
g

SignatureofEmployee:, ~ gfl Date (mm/ddjyyyy): 06/}0/30’%,

AN Rl

T T R
R )
b

J ke ol KL
I

Signature of Preparer or Translator: Date (mm/ddAryyy):
Last Name (Family Name) First Name (Given Name)
Address (Steot Number and Name) City or Town State Zip Code

Form I-9 03/08/13 N
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Employae Last Name, First Name and Middle Initial from Sestion 1;
ListA OR ListB AND ListC )
Identity and Emplayment Authorization . Identity Employment Authorization
cument Title: | Document Title: Document Title:
Ei: : Issulng Authority: Issuing Authority:
[Nacumnnt hirimbnr Nummant Nimb g Niunantdumy ey
é%ll fnm/dd/yyyy): :3', Expiration Date (if any)(mm/ddyyyy): Expiration Date (¥ any\mm/ddiyyyy):
Document Title: Q) 3
lssuing Authority:
Document Number:
Expiration Dafe (i any)(mm/ddyyyy):
i 3-D Barcode
Document Tidle: Do Nat Write in This Space
esying Au(horily:l
Document Number:
Expiration Date (if any)(mm/idyyyy):
Certification

I 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
emplnyee is anthorized to work in the United States.

T“l &mﬁl&,’uu ':-'&l J—' vr vulrlv,uwnl {u-unw"")- b i 21' ] (r.. “.“m“‘... '.‘. m”pﬁ“.')
Slgnature of Emplayer or Authorized Represeslative Date (mm/ddyyyy) Tille of Empliyes o Aullknicl Represenlalive
e 020" |Beck Mag
Name (Family Namae) F;rst Name (Given Name) Employer's Business or Oéa)!mﬁon Name
(‘C)\ \ yYNG

Employér's Business or Organization Address (Street Numbar and Name) | Clty or Town State Zip Code
SECHONIITREVENCAL L e e P e S B
A. New Name (if applicabla) Last Name (Famlly Name) First Name {G:ven Name) Middle Initial {B. Date of Rehire (i applicable) (deW).

r if nmpdrann'e nevednein pmnt nf nmplmnnnt nethnsiantinn ban mminod, praséin the infomnnsian das the dasiiseant foae | ik 0 aul isd s amptngmn

presented that establishes current employment authortzation in the space provided below.
Dacument Title: Qocument Number: Expiration Date (if anviimmvddivvw:

| attest, under penalty of perjury, that to the best of my knowledge, this employee is authorized to work in the United States, and if
e vinployee preseived ducunsngs), e gocumenys) | nave examinea appear w D€ genuine ana 1o relae w me INavIQUal,

Signature of Employer or Authorized Representative: Date (mmyddiyyy): Print Name of Employer or Authorized Representative:

FormI-9 03/08/13 N Paca ? AP @



L ” 0
Lo oeon e o

EMPLOYEE INFORMATION o s
(Must Be Eilled Out) ENROLLMENT FORM - 10k PLAN USEELACKR OF BLUE [vE QML

Do dependents have Medicare? =
Soctal Security Number LI L JA (31 -] (v Be w0

pae ot iess (OIS (TAVRTAIEE] .y - Medicare Health Insucance Claim Number (HICN)

ame ‘-he -
:m Adlress ngnq B-l—@: N: <z Medicare EffoctiveDste |1l /L || /[ | I I ]

Names of Covered Person(s)
1.

th__{.&_l@ﬂ/\cm fﬁn State M .@Zip R0 g .
ttome rhene |65 HATS]T 1 [{E[E] & )

* You MUST enroll in the Medical Insurance Plan before adding STD or Term Life.
* Your coverage level for Term Life will be identical to your medical plan selection.

BENEDIT SELECTION L Ruco | REQUIRED DEINTNDENT INFORMATION
SELECT COVERAGE LEVEL Name

[ | Employee Only [_] BEmployee + Family Sesial Sovnrity Momber LA UL I L T T[]
[]Enptoyee +1 g:‘? o henefls. . pass ot it L[ TV T  sex [a]¥]
; theﬁ;;:ay"d g:; g:}; . ¢ LD Kelatnonshzp: LISpouse LJLUomestc Farmer [ Chid
Name

MEDICAL st semiyonte (LTI TL LT ]
D YES $42:44 Ezglo;ee +l; Y Date of Birth I:D’ / Dr"_"—l Sex M I_H—I

[I]N0  $56.67 Employee + Family Relatjonship: [JSpouse [] Domestic Partuer [ Child
Name
DENTAL Social Security Nusber | - T ]C]
[[]¥es $ 5.99 Employoo Only puewraa L] Sen (M][ ]
$11.98 Employee +1 Relationship: [1Spouse [J Domestic Partuer [ Child
|_| N $19.77 Emplovee + Familv

Name

st ece LTI T
ot v papire ou ounctea [ LI VLT L] 5o [l

$0.90 Employee +1 Rolationghip: [ Spoure [ Domottio Partnor  [J Child
[I%0 5150 Employee + Famity BENEFICIARY INFORMATION
For Term Life and Accidenta] Death & Dismnemberment

SINORT-TERM DIS ADILITY Dleara writa in jror Ramafiriany infarmstinm
[[]¥es $4.20 Employee Only NAME OF BENEFICIARY
- @é
ASIONSHIP

Short-Term Disability is not available to persons who work in
California, Hawaii, New Jersey, New York, or Rhode Island.

ACCIGENTAL LJeatn & mmemoament 15 pm OI e vieajcal semerr.

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

5. v (OB (HICIICITIB]

Form: ESCNV*SAD 10K v11




Yudith Gutierrez
814 8™ Ave Worthington MN 56187 (605)951-1589: Yudith.gz@gmail.com

Objectives: Seeking a position where I can utilize my skills, experience and education in
the business field.
Skills:

* Bllingual-can speak, read, and write Spanish/English.

Clerical skiils include: Typing, Ten-key, data entry, filing and phone systems.
Office machine operatlon and maintenance.

Bookkeeping.

QuickBooks and Peachtree software experience.

Microsoft Excel, Word and PowerPoint.

Highlight of Qualifications:
e 6 years experience In Customer Service and data entry.
One year experience In Account Receivable/sales.
Possess strong communication, customer service and organizational skilils.
Responsible, reliable, and friendly.
Pays close attention to detall and accuracy.

Relevant experience:
As a customer service representative:
» Answered telephones and screened calls.
Research Information. ‘
Courteously provided Informatlon and customer assistance.
Consistently surpassed sales goals/ developed highly effective leadership ability.
Adhered to securlty and audit procedures.
Performed routine office and clerical duties and maintalned operational quality and
standards.
e Provided exceptional customer service
* Maintained acceptable balancing record per established standards.
e Helped customers and businesses with their accounts.
As an accounts receivable/sales representative

¢ Updated and malntain customer accounts using Peachtree software.

* Account collection by phone, e-mail, and mall.

e Managed over 100 accounts and updated their data as needed.

* Sent statements to customers and independent distributors every month,

e Processed sales orders, sales Invoices, and purchase orders.

e Prepared monthly reports.

» Filed charge, cash, and pald Involces daily.

* Revised over 400 involces manually everyday using ten-key machines.

* Recelved checks from customers and posted payments Into their accounts.
Work history:
2009-2013 Customer Service Representative Bank of the west.
2008-2009 Accounts Receivable /Sales Candies Tolteca Corp.
2006-2008 Sales Assoclate Mervy'’s Retail Store.
Education: '

San Joaquin Valley College- Associate of science Degree in Business Administration.,
Fresno City College-General Education.
References upon request.



BFEUIMEN 1D NO. '

NON-REGULATED 5 PART DRUG TESTING CUSTODY AND CONTROL FORM

*

e 402W Counlty RdD
Memx St. Paul, MN 55112 P
s LADORATONIES, INC. gg;;:gg‘_;gfg ¢ g
'I'E' 1 To be completed by COLLECTOR
P or EMPLOYER REPRESENTATIVE Account #

| A. Employer Name, Address, 1.D. No. B. MRO Name, Address, Phone and Fax No. LAB ACCESSION NO.
Account # Donor 1.D. i‘."( -+ 3 ’/ 44 .cr/ 717
Donor Name |/ . . Donor = R P
C. (Last, First) RV "‘ PG |C|Y |14 e \" ] ! vo[T Ii Bﬁmrene 7l e / L2 / I > 3 ¢ ,
D. Reason for Test \Eﬁre-employment (JRandom ] Reasonable Suspicion/Cause
~ [JReturn To Duty [ Follow-up [] Post Accident [] other (Specify)
E. Collection Site Name Collector | 7| ~ |y lor |9 [ 1 Collector ¢ 2 | Al
. >OIE R e ol b s |7 LB (o087 /
?I/ &> S0 I I/ AYS. J L Phone No. / < Fax No. C
e 9
(5% sipe. hd iy
F. Test(s) % i
Ordered
. ; 1 i
STEP 2: COMPLETED BY COLLECTOR . . 14008
Read specimen temperatyre within 4 minutes. Is temperature +Specjmen Collection:
between 90° and 100° F?I{RVes [J No, Enter Remark M [ISingle [None Provided (Enter Remark) |[] Observed (Enter Remark)
REMARKS B 4

ie’

STEP 3: Collector affixes bottle seal(s)'-‘to bottle(s). Collector dates seal(s). Donor initials seal(s). Donor c'ompletes STEP 50n Copf 2 (MRO Copy)
STEP 4: CHAIN OF CUSTODY - INITIATED BY COLLECTOR AND COMPLETED BY LABORATORY
1 certify that the specimen given to me by the donor Identified in the certification section on Copy 2 of this form was collected, labeled, sealed and released to the Delivery Service noted in

accordance with applicable requirements. .
p Time of Bl Am * SPECIMEN BOTTLE(S) RELEASED TO:
X SNt 3 Collr::ﬁzn 19 3 O | - O PM > Name of Defivery Servzce(Trazusfsmng Spacimen to Lab
- OuPs [ Local Courier

! . Slgnat:ra of Coll T y
i, S < wmomanvey (510 1 13 2 b 17 |2 ’.,Qomer Feo X

(PRINT) Coflector's Name (First, MI, Last)

STEP 5: COMPLETED BY DONOR
| certify that | provided my urine specimen to the collector; that | have not adulterated it in any manner; each specimen bottle used was sealed with a tamper-evident

seal in my prgde the/information provided on this form and on the label affixed to each gpecimen bottle is correct.
Mw Yodith Goteccez. 06/1%3 /13

Signature of Donaz=—"—-" _ ¥ (PRINT) Donar's Name (First, Mi, Last) Date (Mo. / Day /Yr)

Phone No. (605 ) q'.l_l - IJ'Bq Evening Phone No. ( ) Date of Birth OMB// 4 //qgé

0. Day yr.

STEP 6: COMPLETED BY MEDICAL REVIEW OFFICER - PRIMARY SPECIMEN

In accordance with applicable requirements, my determination/verification is:
D NEGATIVE L POSITIVE LOTEST CANCELLED O DILUTE
OREFUSALTO TEST BECAUSE: [JADULTERATED [OSUBSTITUTED

REMARKS
X /[ /

Signature of Medlcal Review Officer (PRINT) Medical Review Officer's Name (First, MI, Last) Date (Mo./Day/Yr,)

STEP 7: COMPLETED BY MEDICAL REVIEW OFFICER - SPLIT SPECIMEN

In accordance with applicable requirements, my determination/verification
LJRECONFIRMED  [] FAILED TO RECONFIRM - REASON / /

X

Signature of Medical Review Officer (PRINT) Medical Raview OfficSfaName (First, M, Last) Date (Mo./Day/Yr)




NON-REGULATED 5 PART DRUG TESTING CUSTODY AND CONTROL FORM i <4

oo, IR B IR R 222483552
MEDTOX Em0isia, oo

S (800) 832-3244
'I'E' 1 To be completed by COLLECTOR !
P

4

or EMPLOYER REPRESENTATIVE Account# 549 T
' A. Employer Name, Address, 1.D. No. _ B. MB© Name, Address, Phone and Fax No. LAB ACCESSION NO.
;—:‘qg\_}n - _/’
8TF 290
: : &7 FEF a— X
Account# | H| | B G| Donor |.D. Iﬂ( L3t 1y .77 =7
Donor Name . Donor
C. (Last, First) Gut i lelelrlelz ud 1A Daytime ,9559’5/15l801
D. Reason for Test re-employment JRandom (O Reasonable Suspicion/Cause
[JReturn To Duty O Follow-up [ Post Accident "] Other (Specify)
. . ‘ |
E. Collection Site Name . Collector J’a Collector % ‘
('Pfﬁﬂmw 6@4{9 P/AVY 22 hooneNo. 5Dquglb 0 f?axNo. & 73’ ZS @ 0?/
QI(J’ Y 45 AUQ/ :
P stova it Sllpy
F-(T)taCSjt(S)d N 3254 ™™ 88534 BRE3Y [ GTHER
rdered N\ ity — o ganr & ’g ﬂ] TEST COLE;
- TR ;i BT R ERiITEREREIR I8 ¢
Aneinhitino e poediifinom  venDdi
STEP 2: COMPLETED BY COLLECTOR ) _ 14008
Read specimen temperatyre within 4 minutes. Is temperature «Specimen Collection:
between 90° and 100° F?UWes [J No, Enter Remark Split [1Single [ None Provided (Enter Remark) |[] Observed (Enter Remark)
REMARKS P

i L ¥

5
T

i L . . \ . ¥ o 1 | i
STEP 3: Collector affixes bottle seal(s) to bottle(s). Collector dates seal(s). Donor inftials seal(s). Donor completes STEP 50n Copy 2 (MRO Copy)
STEP 4: CHAIN OF. CUSTODY - INITIATED BY COLLECTOR AND COMPLETED BY LABORATORY
T certify that the specimen given to me by the donor identified in the certification section on Copy 2 of this form was collected, labeled, sealed and reieased fo the Delivery Service noted In

accordance with applicable requirements. SEleAM SPECIMEN BOTTLE(S) RELEASED TO:
X W LS Cl':lr;l:ﬂgfn / § * L Name of Dativery SeMoe(Trazrsferﬂng Specimen to Lab
7 — Signajere of Colle : [JUPS (] Local Courier
tm . Date l »
(PRINT) Collecors Name [First, MI, Lasf) moayve) () |6 |[ 13 2 b |7 |3 wher ; Fe/! )(/

STEP 5: COMPLETED BY DONOR
I certify that I provided my urine specimen to the collector; that | have not adulterated it in any manner; each specimen bottle used was sealed with a tamper-evident

seal in my prggenge; and that the/informatjen provided on this form and on the label ffixed to each gpecimen bottle is correct.
Yuditin Gutitccez 06/ 13//3
¥ (PRINT) Donor's Name (First, MI, Last) Date (Mo./ Day /Yr)
Daytils Evening Phone No. _( ) - Date of Birth 0&9/ /Dq i/ { 78¢
0. ay T.

STEP 6: COMPLETED BY MEDICAL REVIEW OFFICER - PRIMARY SPECIMEN

In-accordance with applicable requirements, my determination/verification is:
[INEGATIVE I POSITIVE CITEST CANCELLED CIDILUTE
[OREFUSAL TO TEST BECAUSE: [ ADULTERATED CJSUBSTITUTED

REMARKS

*'r il § Signature of Medical Review Officer (PRINT) Medicai Review Officer's Name (First, MI, Last) Date (Mo./Day/Yr.)
2 STEP 7: COMPLETED BY MEDICAL REVIEW OFFICER - SPLIT SPECIMEN

In'accordance with applicable requirements, my determination/verification

E)i( RECONFIRMED [ FAILED TO, RECONFIRM - REASON o / /

Signature of Medical Review Officar (PRINT) Medical Review Officer2 Name (First, Mi, Last) Datg (Mo./Day/Yr.)
— 3 -
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SENSITIVE BUT UNCLASSIFIED

Page 1 of 2

Department of Homeland Security Report Prepared: 06/21/2013
E-Verify Page: 1 of 1

Case Verification Number: 2013172142415GJ
Case Information:

Employee Information:

Last Name: gutierrez First Name: yudith

Middle Initial: Maiden Name:

Social Security Number: xR ATTT Date of Birth: 08/19/1986

Citizenship Status: A citizen of the United States

Document Information:

List A Document: U.S. Passport or Passport Card

yussport or Passport Card 54155715 Document Expiration Date:  05/13/2023
umber:

Alien Number: 1-94 Number:

Additional Information:

Hire Date: 06/21/2013 Employer Case ID:

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

Submitted By: CKRO8357 Submitted On: 06/21/2013

Initial Case Result:

Case Result: 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: Maiden Name:
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 Nonconfirmation):

Case Result: Response Date:

Photo Matching Results:

Determination:

Employee Referred to DHS (Additional):

Referred By: Referred On:

https://e-verify.uscis.cov/emn/BnCaseDetailsl etter aeny?CacaVarNnm=2M1217714911&8AT

LMN1 N1y



Page 2 of 2

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

Case Closure:

Closure Statement:
Closed By: Closed On:

SENSITIVE BUT UNCLASSIFIED

httDS://e-verifv-uscis.gnv/emn/RnCaqenetaiqu otter acnv M acaVVarNnm="MN1217TM1ANA1 T £ (N1



