7301 Ohms Lane Suite 405
p Edina, MN 55439
T:952.835.1288 « F:952.835.4881

New Hire Application

Personal Data-- PLEASE PRINT LEGIBLY [N INK

Last Name IZO bﬁ /\/Tg First Name Ul 'I\IC eyl Middle Initial _&
Street Address é} L/SS SAM 0'7(194’\[ BL (VE2) Apt_ /. O 3
City/State/Zip !ﬁﬁ vibd /- C O gooc3

Home Phone Cell / Message Phone 7 /9 “2 Zcf— 5 9 86
Company/Employer _ - C ¢ € e T

All offers of empioyment are conditional upon satisfacto roof of identity and leqgal ability to work in the U.S.A.

Are you legally authorized to work in the United States of America? m’é OONo

Applicant Certification and Authorization
I authorize Employer Solutions Staffing Group (ESSG) to use the information and statements contained in this application to determine my
qualifications for employment. | authorize ESSG to make inquiries of my former employers, except as indicated in this application,
regarding my previous duties, responsibilities, performance, compensation and eligibility for rehire.
I understand that a comprehensive background check may be conducted to determine my eligibility for hire by certain clients of ESSG.
This may include but is not limited to, investigations of criminal and/or conviction records, driving recards and/or a drug screen test as
required by clients, govemment regulations or by ESSG policies.
I release ESSG and other persons or entities from any claims that might be based on ESSG's decision to conduct a background check.
I certify that all statements made in my application are true and accurate and that | have not omitted any material information or provided
false or misleading information. | understand that any material omission or misrepresentation will result in my disqualification from
consideration for employment or, if discovered after | begin employment, will result in my termination.

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

Uincenst £ (oberTs ZLKM I_S5-13

Name (Print or type) pplicant's Signature Date

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

For ESSG Office Use Only

DOH NHW 1-9 . 8850 w4
Emaergency Contact Info Background Release Form Background Results Unemployment Letter ESC Application
(If applicable)

ESSG - CMG-BC Rev. 08/2012
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CORPORATE MANAGEMENT GROUP.

12000 N. Washington St. Ste. 290

Thomtoa, CO. 80241
Phone — 866.920,1425
Fax - 303.736.7767

Ba und i uest — Corporate Man. ent Grou

Accellent Package
Submitted by Tina Krol

Return Fax Number: (303) 736-7767
This fax contains the following:

e  Authorization form
e Resume

Notes: Please limit the search to the following criteria

Social Security Trace

County Criminal History Search - 7 years of address history
Instant Nationwide

State Sex Offender

Education Verification - \Q (e o \AT7\ GEY ? ennsy \vaia

1of1l



[IMPORTANT -- PLEASE READ CAREFULLY BEFORE SIGNING AUTHORIZATION]

N DESCLOSURE REGARDING BACKGROUND INVESTIGATION
Ul Nce ~N ﬁ lﬂ 02 TS , or any of its subsidiaries may obtain information about you from a consumer

reporting agency for employment purposes. Thus, you may be the subject of a “consumer report” and/or an “investigative consumer
report” which may include information about your character, general reputation, personal characteristics, and/or mode of living and
which can involve personal interviews with sources such as your neighbors, friends, or associates. These reports may contain
information regarding your credit history, criminal history (State and Federal records), social security verification, address trace,
motor vehicle records (“driving records”), verification of your education or employment history, or other background checks. You
have the right, upon written request made within a reasonable time after receipt of this notice, to request disclosure of the nature
and scope of any investigative consumer report. Please be advised NationSearch LLC. 11160 Huron St. Suite 100 Northglenn, Co
80234, (800)-827-9550 will be conducting the ICR or another outside organization. The scope of this notice and authorization is all
encompassing, however, allowing the Company to obtain from any outside organization all manner of consumer reports and
investigative consumer reports now and throughout the course of your employment to the extent permitted by law. As a result, you
should carefully consider whether to exercise your right to request disclosure of the nature and scope of any investigative consumer
report.

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 those documents. | hereby authorize the obtaining of “consumer reports”
and/or “investigative consumer reports™ by the Company at any time after receipt of this authorization and throughout my employment, if
applicable. I hereby authorize, without reservation, any law enforcement agency, administrator, state or federal agency, institution, school or
university (public or private), information service bureau, credit reporting agency, employer, to provide any and all background information
requested by NationSearch LLC. 11160 Huron St. Suite 100 Northglenn, CO 80234 (800)-827-9550, another outside organization acting on behalf of
the Company, and/or the Company itself. | agree that a facsimile (“fax”), electronic or photographic copy of this Authorization shall be as valid as
the original.

Notice to California Applicants: Notice to Californla Applicants: Under section 1786.22 of California Civil Code, you have the right to request from
NationSearch, upon proper identification, the nature and substance of all information in files pertaining to you, including the sources of information, and recipients
of any reports on you. which NationSearch has previously furnished within the two-year period preceding your request. You may view the file maintained on you by
contacting NationSearch during normal business hours. You may also obtain a copy of this report(s) upon submitting proper identification. Upon making a written
request, you may receive a summary of your report.

New York applicants or employees only: You have the right to Inspect and receive a copy of any investigative consumer report requested by
the Company by contacting the consumer reporting agency identified above directly.

Notice to Maine Applicants: Under Chapter 210 Section 1314 of Maine revised Statutes, you have the right, upon request, to be informed within 5 business
days of such a request to whether or not an investigative consumer report was requested. if such report was obtained, you may contact the Consumer Reporting
Agency, NationSearch and request a copy of the report(s) compiled.

Minnesota and Oklahoma applicants or employees only: Please check this box if you would like to receive a copy of a consumer

report if one is obtained by the Company. O

Last Name: First: SS#
Obe lTS Uiwce ST 177 -Y6-7296
Other Names used: Date of Birth:

For employment Purposes Only ’7 - 2_,’ _S’ >
Motor Vehicle Number and State of Issue:

(Driver’s License #, NOT License Plate #) (5’ /? - O S/ é Vé O 6 Z-

Address:

LHss—- 20/ Wﬁfl—/‘fﬂ\/jrc\!? ST SWYW B7LsnTh 64 30303

Signature:“/%—(: e T pate: F— S~/ 3

Please initial this box in affirmation that you have been advised of your rights as it pertains to this consumer
investigative report, and are aware of the agency conducting the investigation: \/ )'L




PAYCARD ENROLLMENT FORM

You will be issued a temporary ATM Debit Card and a Debit MasterCard will be mailed to your home
address within 7-10 days. Once you activate your Debit MasterCard, the funds from your temporary ATM
Debit Card (please keep it as a back-up card) will automatically transfer to your Debit MasterCard.

Please attach a copy of your Social Security Card as a REQUIRED government-issued form of identification.

Please indicated if this is a NEW Zé or REPLACEMENT card
Card Number:

Do -2\e2 - 06927 - 3BT

Global Cash Card - Account owner Information (Please Print Legibly)

First Name: M.L.: Last Name:
\inco A bobeay
Street Address (No PO Box): Apartment #:

%é’!mf; A&ﬂ %\ = é State: Zip Code:
 Acva da o Bo06™

Home Telephone: ( ) Cell Number (Text Notification): ( )
~ 114 -229-598,
Date of Birth (MM/DD/YYYY): [ / Social Security Number: - -

\ 11~ Hie- 124G

Email Address: '

Please initial one of the following:
I would like to receive my paystub voucher printed:

I would like to receive my paystub voucher by email each week, until further notice:

Employee Signature Date

LOCATION INFORMATION (All fields must be completed by a company representative)

ESSG Location: CMG - Accellent Employee given Temporary Card & Date:

GCC: / Dt: ABD: / Dt: QB: / Dt:




?@ employer solutions staffing group

Leveraging Resources in a Changing Market

Direct 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 election, wages will be paid b Payroll Debit Card.

SECTION | BASIC INFEORMA T LON
Employee Name , - — SSN# (last 4 digits Effective Date

Vinvee -t L (Lobengs ) a4 6 -5 13
SECHON 2 PANROUT [ O TTON

. Direct Deposit (Please complete Sections 3 and 5 below)
. Payroll Debit Card (Please complete Sections 4 and 5 below)
SECTION 3 DIERECT D1 POST

(J Update Bank Account

I understand and acknowledge that if I do not provide a voided
check (a deposit slip will not work) with this direct deposit
form, I am responsible for any delays in payroll or extra costs
incurred if the account number that [ provide is incorrect.

Routing#

Account#

Initial Date

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

*  To help us avoid making an error, please attach a copy of a voided check. (a deposit slip will not work)
= Ifyou change banks, do not close your old bank account until your direct deposit has started at the new bank, which may take 2 pay periods.

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/Payroll 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 Payroll Debit Card, and a packet containing all 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 Datg of Birth

Jivee N JL IZ—O'OW S ~2-59
Strget Address (po Box NoT ACCEPTABLE) Social Securiéyb

6453 “Shenidm Blup 177-98~ 72 yp

Ci State Zip Primary Phone

o sdn- co €000 1/9—2724-S92&
RECEIPT OF PAYROLL DEBIT CARD (to be completed when you pick up your Payroll Debit Card)
Payroll Debit Card Routing # Payroll Debit Card Account# .

122242597 SO0 - Z\s2. 0221 g8X T

I have received 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 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, conditions, and disclosures.

Employee’s Signature: Date:

I authorize ESSG to directly deposit my periodic wages/compensation payments, net of required tax withholdings, other
required withholdings or authorized deductions, into my account(s) as designated above and to initiate, if necessary, debit entries and adjustments

for any credit entries made in error to my account(s). * E-mail is required for pay stub information.

*E-mail: Ui Q;y L/i Q ’\/ﬁ'l\fOO r Cormv

Employee’s Signature:%-—’g m Date: -§ /3

1 g

ESSG Location: CMG-BC Rev. 01/2013




Complete all worksheets that apply. However, income, Pub. 505 to find out If
Form W-4 (2013) may e o ) aowaro, Forogilr e e e O oL ok

wages, withholding must be based on allowances
Two ult]] bs.

Purpose. Complete Form W-4 so that your you claimed and may not be a flat amount o worldnmo? mozott‘l:n on”e’]’gg,hﬂag‘;ler: the
employer can withhold the correct federal incoms percentage of wages. total number of allowances you are entitied to claim
tax from your pay. Consider completing a new Form Head of housshokl. Generally, you can claim head on all jobs using workshests from only one Form
W-4 each year and when your personal or financial of housshold filing status on your tax retum only if W-4. Your withholding usually will be most accurate
situation changes. yo:'s ar:f inmalrried andhpay mf:re than So%dof the fu‘;hen all alrl‘owanoes are claimed on the Form W-4
Exemption from withholding. If you are exempt, co! @aping up a home for yourself and your r the highest paying job and zero allowances are
compiste only lines 1, 2, 3, 4, and 7 and sign 5,'9 gments(z) :"r :ttlg:s m Irg{l.;ludcu;ls. Se: claimed on the others. See Pub, 505 for detalls.
form to validate it. Your exemption for 2013 expires - 997, ) on, an Nonresident allen. If
February 17, 2014. See Pub. 505, Tax Withholding Flling Information, for Information, sea Notice 1392?3'up£r‘nem 2?:""’11“#-:'“ aen.
and Estimated Tax. Tax credits. You can take projected tax credits into Instructions for Nonresident Allens, before
Note. if another person can claim you as a :‘Ulglohl;n';] In ﬂagjt]:rlng your %ﬂ;dwam?lf%?tém,%er of completing this form.
dependent on his or her tax retum, you cannot clalm ng dlowances. or Check your withholding. Afte Form W-4 takes
exemption from withholding if your income exceeds dependent cara expenses and the child tax credit effect, use Pu“I':l.msos tolgo ho&%ﬂn?o"t:n y-:u are
$1,000 and Includes more than $350 of uneamed may be claimed using the Personal Allowances having withheld compares to your projected total tax
income (for example, Interest and dividends). cwo:m‘ b;"’q":hsm Isotf: m’;ﬁ;““" on for 2013, See Pub. 505, especially if your eamings
Basic Instructions. If you are not exampt, complete i) O Cther " ong exceed $130,000 (Single) or $180,000 (Maried).

e Personal Allowances Wo below. Future developments. information about any future
worksheets on page 2 further adjust your Nonwage income. if you have a large amount of dovelopments affecting Form W-4 (such as Y
withholding allowances based on Itemized honwaga income, such as Interest or dividends, legislation enacted after we release it) will be posted
deductions, certain credits, adjustments to Income, consider making estimated tax payments using Form at www.lrs.goviwd.
or two-eamervmulﬁple Jobs situations. 1040-ES, Estimated Tax for Individuals. Otherwise, you

may owe additional tax, Hyouhavopenalmorannulty

—_Personal Allowances Worksheet (Keep for your records.)

A Enter"1"foryourselfifnooneelsecanclalmyouasadependent R Y /
* You are single and have only one job; or
B  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.
C  Enter “1” for your spouse. But, you may choose to enter “-0-" if you are married and have either a working spouse or more
than one job. (Entering “-0-" may help you avold having too little tax withheld.) . R T T o
D  Enter number of dependents {other than your spouse or yourseif) you will claim on your tax return . e D
E  Enter “1” if you will file as head of household on your tax retum (see conditions under Head of househoid above) E
F  Enter “1” if you have at least $1,900 of child or dependent care expenses for which you pian to claim a credit F
{(Note. Do net Include chiid support payments. See Pub. 503, Chiid and Dependent Care Expenses, for detalls.)
G  Chlid Tax Credit {including additlonal child tax credit). See Pub. 972, Child Tax Credit, for more information.
* If your total income wiil be iess than $65,000 ($95,000 if married), enter “2" for each ellgible chiid; then less “1” if you
have three to six eliglble children or less “2" if you have seven or more eligibie chiidren.
* If your total income will be between $65,000 and $84,000 ($95,000 and $119,000 if married), enter “1” for each eliglblechid . . . @
H  Add lines A through G and enter total here. (Note. This may be different from the number of exemptions you ciaim on your tax retum.,) » H /
© If you plan to ltemize or claim adjustments to income and want to reduce your withhoiding, see the Deductions
For accuracy, and Adjustments Worksheet on page 2.
complete all * If you are slr&h and have more than one job or are married and you and your s both work and the combined
worksheets eamings from all jobs exceed $40,000 (810,000 if married), see the Two-Eam le Jobs Worksheet on page 2 to
that apply. avoid having too little tax withheld.
* 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.
] w_4 Employee’s Withholding Allowance Certificate OMB No. 1545-0074
om
| e R e e P e s | 2013
1‘ Your first name and middle inftial 2 Your soclal security number
Ulvcend MobesTs /T4 -9 296
Horne address {fumber and sireet or rural route) 3 [(FSingle [J Maried L] Married, but withhord at higher Single rate.
é fi:; ZA(/L rel pov 6L Vi Nota. If married, but legally separated, or spouse is a norvesidant alen, check the "Single® bax.
or town, state, and ZIP code 4 Hywhnmmdﬁnhmmwmmymwdduwﬂtyurd,
ﬁﬂ[}ﬂ—a@ﬁ' C o 80003 check here. You must call 1-800-772-1213 for a replacement card. b [ ]
§  Total number of allowances you are claiming (from fine H above or from the applicable worksheet on page 2) 5 /
6  Additional amount, if any, you want withheld from each paycheck e e e e e e . $
7 i clalm exemption from withholding for 2013, and | certify that | meet both of the following conditions for exemption.

* Last year | had a right to a refund of all federal income tax withheld because I had no tax llabtiity, and
* This year | expect a refund of all federal income tax withheld because | expect to have no tax liability.
I you mest both conditions, write “Exempt” here . . . Pl7

Under penalties of perjury, I declare that | have examined this certificate and, to the best of my knowledge and bellef, it Is true, correct, and compiete.

Employee’s signature

(This form is not valid unless you slgnit) » %’é‘#/g—' baten ?_ S_ / 3
8 Employer's name and address (Employer/Complete lines 8 and only if sending to the IRS.) | @ Offica code {optional) | 10  Employer identification number (EIN)

For Privacy Act and Paperwork Reduction Act Notice, see page 2 Cat. No. 10220Q Form W=4 (2013)



Revision Date: 01/11/12

Affirmation of Legal Work Status
Pursuant to § 8-2-122, Colorado Revised Statutes

Employee Name: @2() beT S Uinee M @0 h 9 -2 57

Last First Middle Date of Birth

Social Security Number: 177 Y6 -772%€ Date of Hire: (MM/DD/YYYY)

In accordance with § 8-2-122, C.R.S., within 20 days after hiring the new employee listed above,
I affirm all four of the following by signing this form:

1. Ihave examined the legal work status of the above named employee.

2. Thave retained file copies of the documents required by 8 U.S.C. sec. 1324a.

3.  Ihave not altered or falsified the employee’s identification documents.

4. I have not knowingly hired an unauthorized alien.

Print Name of Employer (or Designated Representative)  Official Title

(MM/DD/YYYY)
Signature of Employer (or Designated Representative) Date Signed by Employer

Business or Organization Name Employer Phone Number

The provision of false or fraudulent information on this form may subject the employer to a
significant fine and/or additional penalties.

This form and the documents required by 8 U.S.C. sec. 1324 (copies or electronic copies) will be
retained for the duration of the above named individual’s employment.

§ 8-2-122(2), C.R.S.: On and after January 1, 2007, within twenty days after hiring a new employee, each employer in Colorado
shall affirm that the employer has examined the legal work status of such newly-hired employee and has retained file copies of
the documents required by 8 U.S.C. sec. 1324a; that the employer has not altered or falsified the employee’s identification
documents; and that the employer has not knowingly hired an unauthorized alien. The employer shall keep a written or electronic
copy of the affirmation, and of the documents required by 8 U.S.C. sec. 1324a, for the term of employment of each employee.

This affirmation is provided as a courtesy by the Colorado Division of Labor.




Employment Eligibility Verification USCIS

Form I-9
Department of Homeland Security OMB No. 1615-0047
U.S. Citizenship and Immigration Services

LS Expires 03/31/2016
»START HERE. Read Instructions carefully before completing this form. The

. instructions must be available during completion of this form,
ANTI-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 individ

ual because the documentation presented has a future
expiration date may also constitute iegal discrimination.

Section 1. Employee Information and Attestation (Employees must complete.and sign Section 1 of Form /-9 no later

than the first day of employment, but not before accepting a job affer.)

Last Name (Family Name) First Name (Given Name) Middle Initial | Other Names Used (if any)

be TS UinJce. g I8
Address (Street Number and Name) Apt. Number | City or Town State Zip Code
4SS Sheatdarny Blvp | o 3 |Husds C o F0003

Date of Birth (mm/dd/yyyy) 1U.S. Social Security Number | E-mail Address Telephone Number

b4 -57 1 [y [2T2]4] 4 Uinwey U1 — @ yabeo . com~ 1) ja-229- 59 26
| 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.
| attest, r penalty of perjury, that i am {chack one of the following):
E’Afti:::eof the United States

[ A noncitizen nationai of the United States (See instructions)
[ Atawhui permanent resident (Allen Registration Number/USCIS Number):

[J An aien authorized to work untl
(See instructions)

(expiration date, if appiicable, mm/dd/yyyy)

- Some aliens may write "N/A” in this field.

For aliens authorized to work, provide your Alien Registration Number/USCIS Number OR Form 1-94 Admission Number:
1. Afien Registration Number/USCIS Number:

3-D Barcode
OR Do Not Write In This Space
2. Form [-94 Admission Number:
if you obtained your admissiol

n number from CBP in connection with your arrival in the United
States, include the following:

Foreign Passport Number:

Country of issuance:

Some aliens may write "N/A" on the Foreign Passport Number and Country of issuance fields, (See instructions)

SisnamreofEmP'OW Fg J <= Date (mmiddyyy: G— S'— ) 3

Preparer andior. Tranglator Coertification (To 56'completed and signed if Section 1 Is prepared by a person ather than the
employee.) : :
I attest, under penalty of perjury,

that [ have assisted In the completion of this form and that to the best of my knowledge the
Information Is true and correct.

Signature of Preparer or Translator: Date (mm/ddfyyyy):
Last Name (Family Name) First Name (Given Name)
Address (Street Number and Name) City or Town State Zp Code

Form -9 03/08/13 N " Page7of9




the "Lists of Acceptable Dociiments® omthe next page of this form, For each document you 1 ._muumlalbwingiﬁ’brnmm docurment fite,
issuing authority, dacument number, and expiration date, if any.) i :

Employee Last Name, First Name and Middle Initial from Section 1: ﬂb'o ‘,\7(‘5 u |‘ nNe e ,\X— 02_

List A OR ListB AND ListC
Identity and Empioyment Authorization identity Employment Authorization
Document Titie: Document Title: C\’
Issuing Authority: Issulng Authority:
=S o ra
Document Number: Document Number:
V1-d6 -1 24
Expiration Date (if any)(mm/ddiyyy): Expiration Date (if any)(mm/ddfyyyy):
Document Title:
Issuing Authority:
Document Number:
Expiration Date (if any)(mm/ddiyyyy):
3-D Barcode
Document Title: Do Not Write in This Space
Issuing Authority:
Document Number:
Explration Date (if any) (mm/dd/yyyy):
Certification

| attest, under penalty of perjury, that (1) | have examined the document(s) presented by the above-named employes, (2) the
above-listed document(s) appear to be genulne and to relate to the employee named, and (3) to the best of my knowledge the
employee Is authorized to work In the United States.

The employee’s first day of employment (mm/dd/yyyy): 8 \ L \6 (See instructions for exemptions.)

Signatugs of Employer or Authoriz Representative Date (mm/dd/yyyy) Tttle of Employer or Authorized Representative
M A-1\\ Becd Mac.

a4

Last Name (Family Name) First Name (Given Name) Employer's Business or Orﬁu\lzaﬂon Name
Vco\ Vine
Employer's Business or Organization Address (Street Number and Name) | City or Town State Zip Code

[Section 3. Reverification and Rehlres (To be campiéted and signed by employer or authorized répresentative,)

A. New Name (if applicable) Last Name (Family Name) First Name (Given Namae) Middle Initial | B. Date of Rehire (if applicable) (mnvddiyyyy):

C. If empioyee's previous grant of employment authorization has expired, provide the information for the document from List A or List C the employee
presented that establishes current employment authorization in the Space provided below.

Document Title: Document Number: Expiration Date (if any)(mm/dd/yyyy):

I attest, under penatty of perjury, that to the best of my knowledge, this employee Is authorized to work in the United States, and If
the employee presented document(s), the document(s) | have examined appear to be genulne and to relate to the Individual.

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

Form -9 03/08/13 N Page 8 of 9







VSLIND 219301-EMP | QFFICE USE ReHife Date s s AR /0 TS N
EMPLOYEE INFORMATION > SEBLACK or BLUE INK ONLY
{Must Be Filled Out) ENROLLNIENT FORM - | LAN2 ESC CUINAV.
D dependents have Medicare? —_—
Social Security Number .!_ll 'ii '12'_1 ®, e
) [ Yes No If Yes:
DateofBirth __//__ T/ ___ 577 sex [V Medicare Health Insurance Claim Number (HICN)
Name )/ €@ OT" flobe o<
L . Medicare Effective Date _____/ ! e —
Street Address 6 /SS Shenid s~ B LV o
= Names of Covered Person(s)
City ﬁﬂ,UM# State QQ zmpdo D o3 .
. 2.
Home Phone iLi'iLj_'g_S_ie_ 3
> » )
BENEFIT SELECTION Weekhy Rites You MUST enroll 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.

D $20.91 Employee Only

REQUIRED DEPENDENT INFORMATION

D $42.44 Employee + One

Name
D $56.67 Employee + Family Social Security Number —_—
Date of Birth ___/__/____ Sex
IZ] NO to MEDICAL, TERM LIFE, and STD benefits. Relationship: [JSpouse [JChild L[] Domestic Partner
DENTAL
Name
D $5.99 Employee Only Social Security Number —_—
[:’ $11.98 Employee + One Date of Birth ——/——/———— Sex @

Relationship: [ Spouse []Child [] Domestic Partner
D $19.77 Employee + Family

@ NO Name

\ Social Security Number _ __ [
TERM LIFE AN Daeorminn /I g
J Relationship: []Spouse [JChild [ Domestic Partner

[:’ YES $0.60 Employee Only
$0.90 Employee + One

E NO g1.80 Employee + Family

For Term Life / Accidental Death & Dismemberment, please write

4 in your beneficiary information.
SHORT-TERM DISABILITY t\
(/ NAME OF BENEFICIARY
[ ves
$4.20 Employee Only
] No RELATIONSHIP

Short-Term Disability is not available to persons who work in
California, Hawaii, New Jersey, New York, or Rhode Island. Accidental Death & Dismemberment is part of the Term Life Benefit.

I'have read the benefit packet and understand its limitations. I understand that o
understand that making no benefit gelection is a declination of coverage.

D> Signature—7 — £ T <

pen enrollment is only available for a limited time and I

Date __z/_i/;ng




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

Employee Name: C/X/NT"\- VA Y RBR V(L
Address: 6955 Shenida~~ Blu
Home Phone:_ 720 — 284~ 1983

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

1. Name:

Phone (work):

Phone (home):

2. Name:

Phone (work):

Phone (home):

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




» o employer solutions staffing group.

STATEMENT OF CONFIDENTIALITY

This agreement made this S day of 5epT , 2013, between
Employer Solutions Staffing Group LLC, hereinafter referred to as “employer”,
and\Jipce- flobends 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 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 construed as a release or waiver by
the employer of the right to prevent any such violation in equity or otherwise.

il A

Employee Signature

Employer Solutions Staffing Group LLC, Representative



INJURY MANAGEMENT PROGRAM

Injured Worker’s Responsibilities

As your employer, 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 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 providers. 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 return 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 shift.



Maintain regular, weekly, communication with your employer if you are unable to
return 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.

Notify your employer immediately of any new injuries or conditions that impact
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.

I have read my responsibilities and agree to abide by these guidelines.
Signed: ’7/_-—6 M

Printed Name: {1 v ce X ﬂ.o/ocr&i‘j‘




- 8850 Pre-Screening Notice and Certification Request for

(Rev. January 2012) the Work 0pportunity Credit OMB No. 1545-1500
E\?g;r:ln ;g\t’g‘}gesgsﬁury P See separate instructions.

Job applicant: Fill in the lines below and check any boxes that apply. Complete only this side.

A —— —

Your name Ul Nece V| {Lo\b“-"\/’ S Social security number»> 17 "~ Y6 - ar3 He
Street address whereyou live G4 S'S 5}1%&: da-~ Blu 19
City or town, state, and ZIP code ﬁ’ﬂ vad s <o Fo600 3>
County JeFF-etsS ord Telephone number “T=% 719 22% $S9%6

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

1 [ 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 m here if any of the following statements apply to you.
* | am a member of a family that has received assistance from Temporary 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 period 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 at least 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 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.

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

* lam 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 6 months 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 U.S. Armed Forces during the past year.

5 [ Check here if you are a veteran entitled 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.

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 months beginning after August 5, 1997, and the earliest 18-month period beginning
after August 5, 1997, ended during the past 2 years, or
* Stopped being 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

Under penalties of perjury, | declare that | gave the above information to the employer on or before the day | was offered a job, and it is, to the best of my knowledge, true,
cormrect, and complete.

Job applicant’s signature b %_L /L’—’g__' Date ﬁ" 5 - ‘ 3

For Privacy Act and Paperwork Reduction Act No-t?;:e, see page 2. Cat. No. 22851L Form 8850 (Rev. 1-2012)




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

PLEASE CHECK "YES" OR "NO" AND ANSWER ALL QUESTIONS
Name (Jiw e X ([lobe~i
Address & ¥SS Sherida~d RBlLvD

City AL VB A 74 State_C O Zip_8 00 0™ Social Security# /97— 6— 2 2%6
Dateof Bith &/ 2 <%  Age .S &

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

or Aid to Families with Dependent Children (AFDC) during the past 24 months? Yes [ | No [&}—

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

(SNAP) (Food Stamps) at any time during the past fifteen (15) months? Yes No D
3. Have you received Supplemental Security Income (SSI) benefits in the
past sixty (60) days? Yes [ | No [4—
4. Are you part of the Ticket to Work program? Yes I:] No E”‘
5. Name of person who received benefits
Relationship City & State where benefits received
6. Are you a veteran? Yes |:| No Iz/and Disabled due to service? Yes [:I No [:I
Service Dates: From: To: Branch:
7. Have you been unemployed at any time during the last 12 months? Yes m
If yes, dates of unemployment: From: To:
Did you receive unemployment compensation at any point during your unemployment?
If yes, dates received compensation: From: To: Yes D No E"‘_—
8. Have you been convicted of a felony or released from prison in the last 12 months?
Date of Conviction: Date of Release: Yes D No E""‘"
Parole Officer's Name: Parole Officer's Phone #

9. Have you received rehabilitation services from a State approved or Department

of Veterans Affairs approved Vocational rehabilitation agency? Yes I:| No E/
Name of Agency Phone #
Address of Agency Counselor's Name

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

11. Did you receive a high school diploma or GED? If yes, date received: Yes [E"‘N'()’D
Have you been employed or been admitted to technical school or college since then?  Yes D No E"—"

12. How much in gross wages have you earned TOTAL ih the past six months? $ /\/// ﬁ'

1 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 representative, or the Department of Labor.

— NEWHIRE SIGNATUREZZZ_C, 77 ¢35 DATE 9-S-13

Questions below to be completed by manager
Starting Wage Position

Has employee worked for this company before? If yes, date and location




Employer
Solutions
Staffing
Group LLC

Notification of Colorado Law Re uirement —
Unemployment Acknowledgement

Itis your responsibility to contact or notify ESSG once your assignment ends.
If you fail to do so, it may affect your unemployment benefits.

I understand by signing this form that | am responsible to contact or notify ESSG
once an assignment ends. | also acknowledge that | have received a separate
copy of this form. \V/*_(Initial) ,

Z e s 9_s5-—/3

Employee Signature: Date: -

UiveernTd™ flabe~Ts

Employee (please print your name here)

CMG-08/2011



