7301 Ohms Lane Suite 405
Edina, MN §5439

Tel: 952.835.1288 « Fax: 952.835.1255
www.esgstaffingsolutions.com

New Hire Application

Personal Data-- PLEASE PRINT LEGIBLY IN INK

Last Name o Ay First Name __ () dh& Middie Initial -

Street Address <0 37 o). Yovhy &&‘}%‘&’\ AptiSte % =
CitylStatelZip __E\ Devce T 799 25

Phone Number { 415) 2 Ok -7672 Email Address O onui & Fouila O1@ gm ol Lo

Staffing Agency/Recruitment Partner

All offers of emplovment are conditional upon satisfactory proof of identity and lecal abilitv to work in the U.S.4

Are you legally authorized to work in the United Stafes of America? [LYES [INO

Applicant Certification and Authorization

I authorize Emplover Solutions Staffing Group (ESSG) to use the Information and statements contained In this application 1o determine my
quatifications for employment. | authorize ESSG to make inguiries of my former employers, except as indicated in this application,
regarding my previous duties, responsibiliies, performance, compensation and eligibility for rehire.

t understand that 2 comprehensive background check may be conducted to determine my eligibility for hire by ceriain clients of ESSG.
This may include but is not limited to, investigations of criminal and/or conviction records, driving records and/or a drug screen test as
required by clients, government regulations or by ESSG policies.

| release ESSG and other persons or entities from any cleims that might be based on ESSG's decision o conduct a background check.

| certify that all statements made in my application are true and acourate and that | have not omitied 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 fermination.

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

Y -3
. —n ) AT . ,
Duvid Fouila i 2*§§”§§
Name (Print or type} Applicant’s Signature - Dafe

A copy or facsimile ("fax™) will be considered the same as an original signature. Email will ONLY be used for smployment correspondance

For ESSG Office Use Only
BOH NHW (2] 3850 w4
Emergency Contact Info Background Release Form Background Results Unemployment Letter ESC Application
{if applicabls)
For ESS0 Client Use
DOH ROP 1 Work Site Loc. WC Code

ESSG - Storercomn Selutions Rev. 11/2013




Form W-4 (2013)

Purpose, Complete Form W-4 so that your
employer can withhold the comect federal income
tax from your pay. Consider completing a new Form
W-4 each vear and when your personal or financial
situation changes.

Exemption from withhaolding. if you are exempt,
complete only fnes 1, 2,3, 4, and 7 and sign the
form to validate & Your exemption for 2013 expires
Eabruary 17, 2014, See Pub, 505, Tax Withholding
end Estimated Tax.

Hote. If anpther person can claim you as &
depandent on his or her tax retum, you cannot claim
exemption from withholding ¥ your incoms excesds
$1,000 and includes more than $350 of unearned
income tfor example, interest and dividends).

Basie inshucHons. I you are not exempl, scomplele
the Personal Allowances Worksheet below, The
workshests on page 2 further adjust your
withholding allowances based on ftemized
deductinns, certain cradits, adjustmernds o income,
or two~earners/multiple jobs situations.

Complete all worksheets that apply. However, you
may olaim fewsr (o1 zero) allowances, For regular
wagss, withholding must be based on allowances
you claimed and may not be a flat amount or
percentage of wages.

Head of housahold. Generally, vou can claim head
of household filing status on your tax retumn only
you are unmarvied and pay more than 80% of the
cosis of keeping up & homs for yourself and your
dapendent{s) or other qualifying individuals. Ses
Pub. 501, Exemptions, Stendard Deduction, and
Filing Information, for information.

Tax credits. You can take projected tax credits info
account in figuring your afiowable number of
withholding allowances. Credis for child or
dependent care expenses and the child tax cradit
may be claimed using the Fersonal Allowances
Worksheat below, Ses Pub. 505 for information on
convarsing your other credits into withholding
alfowances.

Honwage income. If you have a largs amount of
nonwags income, such as inderest or dividands,
consider making estimated {tax payments using Form
1040-£8, Estimated Tax for Individuals, Ctherwise, you
may owe additional tax, ¥ you have pension or apruity

ncoms, see Pub, 505 to find out i you should adjust
your withfiding on Form W-4 or W-4P,

Tweo sarners or multiple jobs. ysu have a
working spouse or more than one job, figure the
total number of allowancss you are entitled to claim
on sl jobs using workshests from only ons Form
Wed, Your withholding usually will be most accurate
when all aliowances are claimed on the Form W-4
tor the highest paying job and zero allowances are
claimed on the others. See Pub. 505 for detalls.

HMonresident afien. If vou ars a norresident alisn,
see Notics 1382, Supplemental Form W-4
ingtructions for Nonresident Aliens, befare
completing this form.

Check your withholding. After your Form W-4 takes
effact, uge Pub. 505 to see how the amount you are
having withheld compares 1o your projected total tax
for 2013, See Pub, 505, sspecially if vour sarmings
excoed $130,000 Single) or $180,000 (Marded).
Future developmenis. information abaut any fulure
developments affacting Form W-4 {such as
legislation enacted after we release It} will be posted
at www.irs.goviwd.

Personal Allowances Worksheet (Keep for your records.)

&  Enter “1" for yourself if no one sise can claim you as a dependent .

= You are singls and have only one job; or
= You are married, have only one job, and your spouse does not worl; or { .. . B
» Your wages from a second job or your spouse’s wages {or the total of both) are $1,500 or less. )
& Enter “1" for vour spouse. But, you may choose to enter “-0-7 if you are married and have either a working spouse or more
than one job. {Entering “-0-" may help you avoid having foc litle tax withheld) . . . . . . . . . . . . .
B Enter number of dependents {other than your spouse of yourself) vou will claimonyour taxrstum . . . .
E Enter “1* if you will file as head of household on your tax return (see conditions under Head of household above}
F Enter “1" if you have at least $1,900 of child or dependent care expenses for which you plan to claim a credit
fNote. Do not include child support payments. See Pub. 508, Child and Dependent Gare Expenses, for details)
G Child Tax Credit including additional child tax credif). See Pub. 872, Child Tax Cred, for more information.
= If your total incoms will be less than $65,000 {$95,000 if married), enter “2” for sach eligible child; then fess “1" ¥ you
have three o six eligible children or less *2” if you have seven or more eligible children,
» If your total income will be between $65,000 and $84,000 ($95,000 and $119,000 if manied), enter “1" for eacheligblechid . . . @ 5
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
= if you plan to Hemize or claim adjustments to income and want o reduce your withholding, see the Deductions

B Enter *17 i

T er

"I E O

%@F

For acouraey, and Adiustments Worksheet on page 2.

complete all ¢ i you are single and have more than one job or are married and you and vour spouse both work and the combined
worksheets sarnings from all jobs exceed $40,000 (10,000 ¥ married), see the Two-Eamers/Mulliple Jobs Workshest on page 2 1o
that apply. avoid having too fittle tax withheld.

= {f neither of the above siuations applies, stop here and enter the number from fine H on line 5 of Form W-4 below.

Separate here and give Form W4 to your employer. Keep the top part for vour records,

Employee's Withholding Allowance Certificate

OB No. 1845-0074

Form ) . . &3
Depariment of the Treasury > Whether you are entitled io olalm & cerlain number of alit ar ption from withholding is "2{@ % 3
internal Reverue Service subjest to review by the IRS. Your employer may be required to send @ copy of this form to the IRE )

Last name

£ .
[ AR R NN

1 Your first name and middle initial
Q‘”\ y {i*
Horne addrass {nurber and sireet or rural route)
3027 . forhenugh POT %3
f,ﬁy or town. state, and ZIP c:aeg - . o 4 ¥ your last name differs from that shoven on your social security card,
%‘i 1 @{;xi{w [ ”{ i .? 3’% f‘-i ﬁ Y cheok here. You must calf 1-800-772-1213 for a replacement card. P[]
5 Total number of allowances you are claiming {from line H above or from the applicable worksheet on pags 2) & e
&  Additional amount, if any, you want withheld from sach paycheck . . . . 518
7 |claim exemption from withholding for 2013, and | cerify that | meet both of the foi owing candstmas f{}r exemp‘i;oa -
» Last year | had a right to a refund of all federal income tax withheld because | had no tax fability, and

« This year | expect a refund of al} federal income tax withheld because | expect to have no tax liability.
i you mest both conditions, write “Exempt” hers . . . .. Nkl
Under penalties of perjury, | declare that | have exam ined this cartifi chte anci to the best e{ my mowiedge and belief, it

2 ?car soclal seourity number

. CHA-0T7-6T707

3 {j Single ﬁ{ Married i] WMarded, but withhold at higher Single rate,
Hote, i maried, but legally separated, or spouse is a nomresident afien, check the “Single” box,

is true, comrest, and complete,

Date > Q"” i ﬁf‘-gﬁ”:}

¢ Office oode loptionall | 10 Employer identtfication number (8N}

Emplovee’s signature ;:lf @
{This form is not valid unless you sign it) » 3y _;_w f/,){z‘x,
8 Employer's name and addrass {Employer: Complets lines! {/énd 10 only If sending 1o the IRS)

For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat, No. 102200 Form W4 (2013)




A Summary of Your Rights Under the Fair Credit Reporting Act

The federal Fair Credit Reporting Act {FCRA} promotes the accu racy, fairness, and privacy of information in the files
of consumer reporting agencies. There are many types of consumer reporting agencies, including credit bureaus
and specialty agencies {such as agencies that sell information about check writing histories, medical records, and
rental history records}. Here is a summary of your major rights under the FCRA. For more information, including
information about additional rights, go to www . consumerinence sov/lenmmore or write to:

Consumer Financial Protection Bureau, 1700 6 Street N.W., Washington, DC 20552,

¢ Youmust be told if information in your file has been used against you. Anyone who uses a credit report or
another type of consumer report to deny your application for credit, insurance, or employment - or to take
another adverse action against vou — must tell vou, and must give you the name, address, and phone
number of the agency that provided the information.
®  You have the right to know what is in your file. You may request and obtain all the information about you in
the files of a consumer reporting agency {your “file disclosure”}. You will be required to provide proper
identification, which may include your Social Security number. In many cases, the disclosure will be free. You
are entitled to a free file disclosure if:
* a person has taken adverse action against you because of information in your credit report;
* you are the victim of identity theft and place a fraud alert in your file;
e your file contains inaccurate information as a result of fraud;
= you are on public assistance;
» you are unemploved but expect to apply for employment within 60 davys.

In addition, all consumers are entitled to one free disclosure every 12 months upon request from each nationwide
credit  buresu  and  from  nationwide specialty consumer  reporiing  agencies,
See www consumerfinance govilearnmore for additional information.

¢ You have the right to ask for a credit score. Credit scores are numerical summaries of your credit-worthiness
based on information from credit bureaus. You may request a credit score from consumer reporting agencies
that create scores or distribute scores used in residential real property loans, but you will have to pay for it.

In some mortgage transactions, you will receive cradit score information for free from the mortgage lender,

e You have the right to dispute incomplete or inaccurate information. If you identify information in your file that
is incomplete or inaccurate, and report it to the consumer reporting agency, the agency must investigate
urdess your dispute is frivolous. See: www.consumerfinance soviiesrnmere for an explanation of dispute
procedures.

= Consumer reporting agencies must correct or delete inaccurate, incomplete, or unverifiable
information. Inaccurate, incomplete or unverifiable information must be removed or corrected, usually
within 30 deys. However, 8 consumer reporting agency may continue to report information it has
verified as accurate.

= {onsumer reporting agencies may not report outdated negative information. In most cases, a consumer
reporting agency may not report negative information that is more than seven vears old, or bankruptcies that
are more than 10 years old.

@ Access to your file is limited. A consumer reporting agency may provide information ahout you only to people
witha valid need — usually to consider an application with 2 creditor, insurer, employer, landlord, or other
business. The FCRA specifies those with a valid need for access,

¢ Youmust give your consent for reports to be provided 1o employers. A consumer reporting sgency may not give
out information about you to your employer, or a potential emplover, without your written consent given to the
employer. Written consent generally is not required in the trucking industry. For more information, go
to www.consumerfinence sovflearmmors,

e You may Hmit “prascreened” offers of credit and insurence you get based on information in your credit report.
Unsolicited “prescreened” offers for credit and insurance must include 3 toll-free phone number you can call if yvou
choose to remove your name and address from the lists these offers are based on. You may opt-out with the
nationwide credit bureaus at 1-888-567-8688.

s You may seek damages from viclators. if a consumer reporting agency, or, in some cases, a user of consumer
reports or a furnisher of information to a consumer reporting agency violates the FCRA, you may be able to sue in
state or federal court.

¢ identity theft victims and active duty military personnel have additional rights. For more information, visit
www.consumerfinance sovfisarnmare Consumer Financial Protection Bureau, 1700 G Street NLW., Washington,
DC 20552,




EMERGENCY CONTACT INFORMATION

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

Employee Name: Q’}g\%iﬁ Toa e
Address: _ 3037 . Marhraoen bor ®3 Elfase T 79925

{‘}
Home Phone: imﬁxi’%\} 206-1677 72

Contact £1 Home Phone:

Name: %&W\% Tow taa Cell P&one:{" ay fl} ‘:} 5 "{i}{}é (S
Relationship: ‘;& Yoy Work Phone: ( Eﬁ%*} ;;gg SORMG
Contact £ Home Phone:

Name: m{:}ﬁrl{,%&\ Toviion Cell Phone: i%gg,\) 288 919 o
Relationship: o\ v oy Work Phone:

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

This information will remain confidential and will only be used in the case of an emergency.




b

RECEIVE YOUR PAY WITHOUT DELAY

P
e o
g
%

In order for you to continue to receive your pay each week without delay we are
encouraging all employees to use direct deposit or Global Cash Card. It is
becoming more and more difficult for employess to cash checks without fees or
delay due to increased security at all banks. Also, if your check is lost or stolen
you will have to wait 3 days for another check.

GLOBAL CASH CARD
If you don’t have a bank account, computer access or don’t want to use direct
deposit you can use Global Cash Card which works like a MasterCard.

e There are NO FEES for the card for your first transaction as a cash
withdrawal at an ATM or if you use it like a credit card {not debit) to make
individual signature purchases.

e If you don’t have access to a computer you can receive TEXT notifications
for your pay check amount on pay day as well as what the current balance
is. You can also receive low balance notifications set to the dollar amount
that you determine on the attached form.

© You may call Customer Service 24 hours a day, 7 days a week, 365 days a
year at 838-220-4477 for balance inquiries or other questions. {Para
Espafiol, apriete dos)

e You can pay bills with the GCC (by phone/internet/in person). You can also
set up your online account to make automatic payments.

Please complete the attached form and turn it in to your manager as soon as possible indicating
whether you would like direct deposit or Global Cash Card. Please make sure vou include an
email address.

Fill Out This Form!




Direct ﬁ%y&sxi[?avreﬁ Debit Caré Aathamzaﬁ@n

Employees have the option of receiving wages by Direct Depesitand/or Payroll Debit Card
If you do not provide a written election, wages will be paid by Payroll Debit Card.

ective Date
.

B Payroil Bebit Card (Please complete Sections 4 and 5 below)

{1 Update Bank Account | undersiand and sckoowledge that 1 do not provide g
| Bank Name: voided check with this direct deposit form, [ am
@g N 2 s %« gé,\ q\ responsible for any delays in payrell or extra costs
Routing# , P g ] ineurred if the aceount pumber that I previde Is incorrect.
N2 ToUR? "":x F
Acconnt# o i i -
%E{:} @%\Q o Initial g:\i?’ Date §'§€‘§*§{§’

Account Type: B’(heckmﬂ Ei SBavings QQ&M

«  Tobelp us avoid making a0 error, please attach a copy of a voided check, {& deposit stip will not work}
» I you change banks, do not close your old bank account umif your divect deposit has started at the new bank, which may ke 2 pay periods.

Federal law requires all financial institutions to obtain, verify, and record information that identifies cach person who opens an account, In order to
reguest a Payrolt Diebit Card for you, we must provide all of the following information that will enable the financial institution fo 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 vour wages. For your protection, the financial institution may ask you to provide them additional idemtification 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 Cerd accoumt or
ransactions, On your first payday, you will receive your new Payroll Debit Card, and a packet containing all of the tevms 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 recefve
wages.

CARDHOLDER INFORMATION (as vou want your Payroll Debit Card 1o be fssusd)

First Mame -3 ML Lcwf Name | Date of Birth )
David o ) = 2= GG

Street Address (p0 BOK NOT ACCEPTABLE) - Social Security®

20 3) N Jovhveosh BPT H 5 i Pose T 79945 GHl-07-6707
City ] J Sute Zip Cell Phone (mﬁ%u o)

El Poso T X (A9 206-7612

GET TEXT ALERTS, when your paycheck is deposited on your card! Eg’fes, sign me up, Tor wext alerty L
All we need 1o know your cell phone service provider and mobile number above! My mobile service provider is: Ty A\ @
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

1 have received my Payroll Debit Card, welcome brochure, program fees, program terms, conditions, and disclosures. By activating my Payroll Debit Card,
1 am agreeing to the program tenms, condifions, and disclosures that ave included or made available to me from fime o time from the financial institution. {
authorize the financial institution to debit my Payroll Debit Card account for the {oes deseribed i the fee schedule that is part of the program terms,
conditions, and disclosures,

Erployee’s Signature: Date:

1 authorize BSSG to divectly deposit my periodic wages/compensation paviments. net of required tax withholdings, other required withholdings
or authorized deductions, into my account(s) as designated above and to inddate, i necessary, debit entries and adjustmentsfor any credit entries

made in erar to my account(s). * E~-mail is required for pay stub information.

*E-mail: Ooand Favitn 071 @ o enai L Om
this information will only be used tcav%eﬂd your paystubs electronically

0 S
Employee’s Signature: 2{/’@ ‘f% - Date: 2;3 1 &




STATEMENT OF CONFIDENTIALITY

This agreement made this_{%__day of_Tencuacy |, 2015 between
Employer Solutions Staffing Group LLC, hereinafter referred to as “‘emplover”,
and 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 em ployer,

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 io 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.

7/ f’/ <
g,éluw S

Employes Signature

Employer Solutions Staffing Group LLC, Representative




Pre-Screening Notice and Certification Request for

.. 8850

{Rev. Jaruary 2012) the Work Qg)ggg@um{y Crodit OMB No. 1545-1500
Depantment of the Treasury B .
Internal Hevenue Servics b See separats instructions.

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

. s}‘ e - K P Sy o
Your name %e@m} O Tagile ‘ Social security number» (U1 07 - 6707

Street address where you live

City ortown, state, and ZIPcode =1 Do e . T

County i %}Q?\Q 0 Telephone number

If you are under age 40, enter your date of birth {month, day, year) ;:3 - R e

1[I Check here if you received a conditional certification from the state workiorce agency {SWA) or a participating local agency
for the work opportunity cradit,

2 ] Check here i any of the following statements apply 10 vou.

¢ 1am amember of a family that has received assistance from Temporary Assistance for Needy Familles (TANF) for any 9
months during the past 18 manths.

¢ tam a veteran and a member of a family that received Supplernental Nutrition Assistancs Program {SNAP) benefits {food
stamps) for at least a 3-month pericd during the past 15 months.

¢ 1was referred here by a rehabilitation agency approved by the state, an empioyment network under the Tickat to Work
program, or the Department of Veterans Affairs.

= lam atlsast age 18 but not age 4C or older and | am a member of a family that:
a BRecelved SNAP benefiis ffood stamps) for the past 6 months, or
b Recelved SNAP benefits (food stamps) for at least 3 of the past 5 months, but is no longer efigible to receive them.

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

@ | received supplemental security income {SS1) benefits for any month ending during the past 80 days.

= {am a veteran and | was unemploysd for a period or periods totaling at least 4 weeks but less than 8 months during the
past year.

3 [ Check here if you are a veteran and you were unemployed for a period or perlods totaling at Isast 8 months during the past
year.

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

& [] Check hers i you are a veteran entitled to compensation for a service-connected disability and you were unemployed for a
period or perinds totaling at least 8 monihs during the past vear.

& [} Check here if you are a member of a family that:
» Received TANF payments for at least the past 18 months, or
s Received TANF payments for any 18 months beginning after August 5, 1957, and the esrliest 18-month period beginning
after August 5, 1887, ended during the past 2 years, or
* Stopped being eligible for TANF payments during the past 2 years because federal or state law imited the maximum Hme
those payments could be made.

Signature~All Applicants Must Sign

Under penalties of perjury, I declare that | gave the above information to the employer or or before the day | was offered a job, and it is, to the best of my knowledgs, trus,
comrect, and complets,

“?”“? EaaN T~ - S —— . %
Job applicant’s signature b { et 4. o S A
For Privacy Act and Paperwork Reduction Act Wotice, ses page 2. Cat. No, 22851L Form B850 Rev. 1-2012)




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

EMPLOYER SECTION:
ESG FEIN#: ESG Client Name & State:
Hiring Manager: Position: Starting Wage: $§

EMPLOYEE SECTION:

Employee Name: Street Address: City/State: Zip:
!« Py . Sy § - = .
g)’“vs,{% vl EiPose Tx
RREH Date of Birth: Age: Have you worked for | If yes, location:
S 7 s VY . this company before?
- — ™ LI P I & -
CHL-01- 6707 | 2rder @Y |25 | TETRmRSE
Please complete all questions, and sign and date the form. Yes Ne
1. Have you or has anyone lving with you received Temperary Assistance to Needy Families {TANF} B @’
at any time since Angust 5, 19977 (If ves, please provide information below.)
Name of the person recelving benefits: Relationship to you .
City: County: State: :
/
2, Have you or has anyene living with you received Foed Stamps (SNAP) at any time during the past 15 months? @ E;J,/
{1f yes, please provide information below.}
Name of the person recetving benafits: Relattonship to you: _ "
City: County: State:
3. Have you received Supplemental Security Income (SSI) at any time within the past 3 months? m E ‘ ;/
Please note, this Is not the same as Social Security benefits (SS) or Social Security Digability (SSDI) benefits.
*lf vou checked yes please provide a copy of your S5 documentation.
4. Have you received any type of vocational rehinbilitation services withis the past two years? D x’

1f yes, please indicate which type of agency you worked with and provide their location information below:

a Vocational Rehabilitation Agency {] Dept. of Veterans Affairs E} Employment Network (Ticket to Work Program)
Narme of Agency: Phone #:

Cityr County: State:

*If vou checked yes please provide a copy of vour active Individual Work Plan and Ticket 1 Work documentation,

O
o

5. Areyou a Veteran of the U.S. Military? *Ifyes, please provide ¢ copy of your DD-214 and letter of separation.
{If ves, please provide information below, i no, please continue to question #6.)

b

2

Dates of Service ~ From: / / To: / /

Branch of Service:

Are you entitled to or are you receiving compensation for a service-connecied disability?
Have you been unemploved at any time during the last 12 months?

If yes, dates of unemployment - From: / / Ta: / /
Did you receive unemployment compensation at any point during your uncmployment?

o0 oo
Q|0 0o

6, Have you been convicted of 2 felony or released from prison fer a felony conviction in the past 12 menths? 4
Convietion Date: / / Release Date: / /
Was this a D Federal or D State conviction? If State - County: State:
iRy , Additional Tax Credits k3
IEC (Native American): Are you or your spouse a member of a Native American Tribe? D @//

*If you checked yes please provide a copy of your CDIB rard.

CA Residents: {j Aze you the child of foster parents? B Do you receive CalWorks? {:] Workforce Investment Act?
D Are you a migrant or seasonal farm worker? B Have you ever been convicted of a misdemeanor?

SC Residents: B Do you receive Family Independence Benefits?

PLEASE READ, SIGHN, AND DATE:

Under penalties of perjury, I declare the information above 1o be true and accurate fo the best of my knowledge, and I hereby authorize any agency,
organization, or individuals 1o supply such verification or information that may be peeded to determine tax crediz eligibility to my employer, emplover
representative (Associated Consultants, Inc. dba Retrotax), or the Department of Labor.

; 27 - d ~ §
New Employee Signature: @C& W\fﬁ Date: :5 - §{"§ - fg




INJURY MANAGEMENT PROGRA

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
appoiniment 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 empiover 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
siatus.

Notify your emplover immediately of anv new injuries or conditions that impact
vour physical condition.

If it is necessary to miss scheduled work due fo 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: ‘gy &' 7 =

Printed Name: Y} i) Tousihe

3




LOST OR STOLEN PAYCHECKS

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

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

CHEQUES DE PAGO PERDIDOS O ROBADOS

Si un cheque de pago se pierde (que falta, fuera de lugar, destruido, perdido en
el correo, etc), usted debe nofificar a su reclutador de personal gue el cheque no
se pusde enconirar. Si se puede verificar gue el chegue no ha sido cobrado,
ESSG se detendra el cheque de pago v reemitir el cheque a usted, descontando
un cargo de enfre $ 25 - § 35.

Si su cheque de pago fue robado, primero debe denunciar el robo a la policia
antes de que podamos volver a emitir el cheque. Una vez hecho esto, usted
debe proporcionar una copia de la denuncia a su reclutador de personal gue &l
cheque fue robado. Si el cheque no ha sido cobrado vy si la pérdida del cheque
no fue su culpa, ESSG emitird un nuevo chegue v no hay cuocta se deducira.

AGREED/SE ACUERDA—

Name/Nombre (con letra de molde): D onu i Tauys be

(PN
Signature/Firma: {ééﬁﬂi}/{,ﬁ b’
[




Employee Keeps This Form

New Health Insurance Marketplace Coverage o Anproved
Optimw and Your Heazalth Cgv@g‘aga OMB Ne. 1210-0148

{expires 11-30-2013)

PART A: General information

When key parts of the heallly cars law lake slfect in 2014, there will ba & new way 1o buy healih insurance: the Health
nsurance Markelplace. To assist you as you svaiuate options for you and your farnily, this nolice provides some basic
information about the new Marketplace and empioymeni-based health covarage offsred by vour emplover.

“,«

st s the Health Insvrance Marketplaoe?

The Marketplace is designed 1o help vou ?rm»::i health insurance that meets your needs and fits vour budget. The
Markeiplace offers “one—stop shopping” find and compare private healin insurance options. You may aisc be eligible
for & new kind of tax credit that lowers vour mcnth ly premium right away. O{ser\ aryciiment for health insurance
coverage through the Marketplace beging in October 2013 for coverage starting as early as January 1, 2014

Can | Save Money on my Health Insurance Pramiume In the Markeiplace?

You may qualify 1o save money and lower your monihly premium, but oniy if vour em ployer does not ofer coverage, or
cifers coverage that dossn't meet certain standards. The savings on vour premium thal vou're eligibie for depends on
vour household income.

Doss Employer Health Coverage Affect Eligibility for Premium Savings through the Marketplace?
Yes. if you have an ¢ © health coverage from vour employer that meets certain standards. you will not be aligible

for & tax credit ?h{oac}h it“e Marketplace and may wish 1o enroll in vour emplover's haaith plan. Ho WeVEr, You miay be
aligible for a fax cradit that lowers your rmonthly sremium, or a redustion in certain cost—sharing if your empiover doss
not offer coverage to you ab all or does not offer coverage that meets certain standards. H the cost of a plan from vour
empioyer that would cover you (and not any other members of your family) is more than 8.5% of your household
income for the vear, or if the coverage your empiover r;:*av"des does not mest the "minimum value® standard
Affordable Cars Act, vou may be eligible for a {ax credit,

by the

Mote! I you purchase a health plan through the Markeiplase instead of accepting health coverage offered by vour
amployer, then you may lose the emplover contribution {(f any} 1o the emplover—offered coverags. Also, this employer
contribution —as well a8 your employee contribution to employer—oiferad coverage— is often axcluded from incame for
Federal and State income tex purposes. Your pavments for coverage through the Markeiplace are made on an afisr—
tax basis.

Flow Can 1 Qef More Informstion?

For more information aboul your coverage offered by youwr emplover, pieass check your summary plan description or

contact _Lmplover Seolutions Staffing Group LLC - 952-'?67«%19

The Markatplace can help you svaluale your coverage options, including vour eligibility for coverage through the
Marketplacs and its cost. Please visit HealthCare.gov for more information, inciuding an online application for health
insurance coverage and contact information for a Mealh Insurance Markeiniace in YOUY arga

* An ernployver—sponsorad health plan meests the "minimum value standard” f ihe plan's shars of the iolal allowed henefit casts s coverad
oy the plan s no less than 80 percent of such cosis.




PART B: Information About Health Coverage Offered by Your Employer

Thiz section contains information about any health coverage offered by vour emplover. It vou decide to complete an
apphcation for coverags In the Marketplace, you will be asked to provide this information. This information is numberad
to correspond to the Markelplace application.

3. Emplover name 4. Employer Identification Number {EIN)
Employer Solutions Staffing Group LLC 20-8084369

5. Emplover address &, Employer phone number
7301 Ohms Lane Suite 405 952-767-9519

7. City 8. State 9. ZiP code
Edina MN 55439

10. who can we contact about employee health coverage at this job?

ESSG Health Benefits Team

11. Phone number (if different from ahova} 12. Email address

952-767-9519 health@emploversolutionsgroup.com

Hare is some basic information about health coverage offered by this emplover:
e As T{aur ernplover, we offer a haalh plan o

All employaes.
Some employees. Eligible employees are: Site by site basis, to empleyess who work 30+ hoursiweek, 1566+ hours/yvear

= With respsct 1o depsndants!
We do offer coverage. Eligible dependenis are: Dependents of eurolled employees working at sites that have elected nsurance

it checked, this coverage meats the minimum value standard, ang the cost of this coverags 1o you is intended 1o
; e affordable, based on sempioyee wages. :
== Even if your employer intends your coverage {0 be affordable, you may still be sliginle for a premium
disoount through the Marketplace. The Markeiplace will use your household income, along with other factars,
io determine whether you may be gligible for a premium discount. i, for example, vour wages vary rom
weelk 1o week {perhaps vou are an hourly employes or you work on & commission basisl, { you are newly
amploved mid-year, or i you have other income losses, yvou may siill qualify for a premium discount.

It you decide to dwop & coverage in the Marketplace, H
employer information you'll enter whan you visit Meaithd
monthly premiums.

oy will guide you through the process. Here's the
a.gov to find out if you can get & tax credit 1of ower ¥

QUi

13. Is the employes currently eligible for coverage offered by this employer, or will the emplovee be eligible in
the next 3 months?

D Yes {Continue)

13a. If the employee is not efigible today, including as a result of a walting or probationary period, when is the
employee eligible for coverage? __ Varies bv site (mm/dd/yyyy) (Continue)
Mo (STOP and return this form to employae)

14. Does the employer offer a health plan that meets the minimum value standard*?
Yes {Go to question 15) [ ] No (STOP and return form to employee)

15. For the lowesi-cost plan that meets the minimum value standard® offered onfy to the emplovee (don't include
family plans): If the employer has weliness programs, provide the premium that the employee would pay if he/ she
received the maximum discount for any tobacco cessation progrems, and didn't receive any other discounts based on
wellness programs.

a. How much would the employee have to pay in premiums for this plan? $Varies - $0 - $55.38
b, How often? [VlWweekly [] Bvery 2 weeks 1 Twice a month ™ mMonthly Quarterly [ Yearly

i the plan year will end soon and you know thal the health plans offered will change, go to question 16, ¥ you don't
know, STOP and retum form 1o emploves.

16, What change will the employer make for the new plan vear?
1 Employer won't offer health coverage
] Employer will start offering health coverage to emiployees or change the premium for the lowest-cost plan
available only to the employee that meets the minimum value standard.® (Premium should reflect the discount for
wellness programs. See guestion 15.)
a. How much will the amployee have to pay in premiums for that plan? $
b. How often?[] Weekly [ ] Every 2 weeks 1 Twice = month 1 mMonthly [ Quatterly [[] Yearly

Date of change (mm/dd/yyyy):




www.employersolutionsgroup.com www.MyPayESG.com

Employee Keeps This Form

NOTICE: ESSG Electronic Pay Stubs

ESSG provides employees with electronic pay stubs. You are able to view your pay stub by
using either of the following methods:

1. Youcanview your check stub by logging into the employee ;ixortai at www. MyPayESG.com

Your username is the first four letters of your last name followed by the last four numbers of your SSN.

> B o Lo Sk g oy p (T s N g S g X El e § oo, & H B s a0 e, 20
Thelog-in s case sensitive, 50 be sure thet vou capiialize the frst letter of vour st name.

For exampie: John Woods SSN: 111-22-3333 would have a username of Wood3333

Your password will initially be Tempi234, and you will be directed to change it when you first log in. Be sure
to write down and keep your log-in information in a secure location. For support please email
MyPayESG@MyPayESG.com

2. You canalso receive your check stub by email by providing us with your email address on page 1 of this packet.
** Your check stub will come from payroll @ MyPayESG.com, be sure to check spam folder,

Empleado Toma Copiar

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 talén de cheque por la tala en el portal electrdnico del empleados en www. MyPavESG.com

Su nombre de usuario son las cuatro primeras letras de su apellido seguido por los cuatro Gltimos digitos de
su nUmero de segure social.

El portal es caso delicado, aseghrese de gua la primera letra de su apellide sea maviscula.

2

Por efemplo: Juan Garcia $5N: 111-22-3333 tendria un nombre de usuario de Gorc3333

Su contrasefia inicialmente seré Temp1234, y usted serd dirigido a cambiarla la primera vez gue inicle sesidn,
Asegurese de anotar y guardar su informacién de registro en un lugar seguro. para apoyar email:
MyPavESG@MyPayESG.com

2. También puede recibir su talén de cheque por correo electrénico, al proveir su correo electronico en la
pagina 1 de este paguete
*% Su talén de cheque vienen de payroll@MyPayESG.com, aseglrate de revisar la carpeta de spam







U.S. Citizenship and Immigration Services

Employment Eligibility Verification

Department of Homeland Security

USCIS
Form I-¢
OMB No. 1615-0047
Expires 03/31/72016

B-START HERE. Read instructions carefully before completing this form. The instructions must be avallable during completion of this form
ANTI-DISCRIMINATION NOTICE: Itis 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 documeniation presented has a fulure
expiration date may also constitute Hlegal discrimination.

Section 1. Employee Information and Attestation (Employees must complete and sign Section 1 of Form 1-9 no later
than the first day of emp!oymem but not before accepting a job offer.)

Last Name {Family Namg) First Name {Given Neme} [iddie Initial | Other Names Used {if any)
FOuvila Deovid
Address {Sireet Number and Name) Apt. Number City or Town State Zip Code
, £ . L e 2 ol N T e T o
3037 . Mocheaogh # 3 ElPaso X {q9.2S
Date of Birth {mm/iddyyyy) 1U.8. Sovial Security Number | E.mail Address

02/ 26/ 1969 ledlHoTHe e d

Doyid Favida 0O fﬁf;{{’}%‘m??f”am({%%@ JoL-1672

Telephone Number ’

{ am aware that federal law provides for imprisonment and/or fines for false statements or use of false documments in

connection with the completion of this form.

i
A citizen of the United States

attest, under penalty of perjury, that | am {check one of the following):

f:} A noncitizen national of the United States (See instructions)

{1 Alawiul permanent resident (Alien Registration Number/USGIS Number):

[ An alien authorized to work unti {expiration date, if applicable, mméddlyyyy)

{See instructions}

. Some aliens rmay wiite "N/A” in this fisld.

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

OR

2. Form 184 Admission Number:

if you obtained your admission number from CBP in connection with your arrival in the United

States, include the following:

Foreign Passport Number:

Country of lssuance:

33 Barcode
Do Not Write In This Space

Some aliens may wrile "N/A" on the Foreign Passport Number and Country of Issuance fields. (See instructions)

#) |
Signature of Employes: /o /j s
Q/ffé«m; LR

Date (mmiodiyyy): () /gf% /; <

employes.}

Preparer andlor ‘Yranaia%m Cemﬁaa{:en {To be completed and signed if Section 1 is prepared by & per&m other than the

information is true and correct.

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

Signature of Preparer or Translator:

Date (mm/ddivyyyi

Last Name (Family Name)

First Name (Given Name)

Address {Street Number and Name)

City or Town

State Zip Code

 Employer Completes Next Page

Form -8 03/08/13 W




DISCLOSURE AND AUTHORIZATION [IMPORTANT - PLEASE READ CAREFULLY BEFORE SIGNING AUTHORIZATION]

BISCLOSURE REGARDING BACKGROUND IRVESTIGATION

Employer Solutions Staffing Group LLC {ESSG] may obtaln information about you for employment purposes from a third party consumer reporting
agency. Thus, you may be the subject of a "consumer report” and/or an “investigative consumer report” that may include information about vour
character, general reputation, personal characteristics, and/or mode of living, and that can involve personal 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 eduration or employment history, or other backeround checks. Credit
history will only be requested where such information is substantially related to the duties and responsibilities of the position for which you are
applying. You have the right, upon written reguest made within a reesonable time, to request whether a consumer report has been requested and
compiled about you, and disciosure of the nature and scope of any investigative consumer report and 1o request 2 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
is an investigation into your education and/or employment history conducted by Orange Tree Employment Screening, 7275 Ohms lane,
Minneapolis, MN 55439, Tel.: 800-886-4777 or 952-841-8040. Fax: 800-886-0774 or $52-941-8041. ORANGE TREE EMPLOYMENT SCREENING's

website is at www orsnestreeswesning com, of another outside organizetion. The scope of this notice and authorization is all-encompassing,
howeaver, allowing ESSG 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,

New York and Malne applicents or employees anly: You have the right to inspect and receive a copy of any investigative consurmer report requested by £55G by
contacting the consumer reporting agency identified above directly, You may also contact ESSG to request the name, address and telephone number of the
nearest unit of the consumer reporting sgercy designated to handie inguiries, which £556G shell provide within 5 days,

Mew York applicants or emplovees only: Upon request, you will be informed whether or not 3 consumer report was requestad by 595G, and ¥ surh report was
requestad, informed of the name and sddress of the consumer reparting agensy that furnished the report. By signing befow, you also acknowledge receipt of
Asticle 23-A of the New York Corraction Law,

Oregan apph or employees onfy: information describing your rights under federal and Oregon law regarding consumer identity theft protection, the storege
and dispass! of your credit information, and remedies avaifable should you suspect or find that ESS6 hes not maintained secured recorsts is avaliable 1o you upon
ragquest.

Washington State applicants or employees only: You also have the right to request from the consumer raporting agency & written surnmary of your rights and
remedies under the Washington Fair Credit Reporting Act.

ACKNOWLERGMENT AND AUTHORIZATION

t 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”
andfor “investigative consumer reports” by £55G at any time after receipt of this authorization and throughout my employment, if applicable. To
this end, | hereby authorize, without reservation, any law enforcement agency, administrator, state or federal agency, Institution, school or
unitversity {public or private}, information service bureau, company, or insurance company o furnish any and all hackground information requested
by Orange Tree Employment Screering, 7275 Ohms lane, Minneapolis, MN 55438, Tel: 800-886-4777 or 952-941-9040. ORANGE TREE

the company itself. | agree that a facsimile {"fax”), electronic or photographic copy of this Authorization shall be as valid as the original.

Hew York epplivants or emplovessondy: By signing below, you alse acknowledge receipt of Article 23-4 of the New York Corraction Law.
Biinnesota ang Dklahoms anolicants or employees anly: Please check this ho if you would like fo reeeive 2 copy of s consumer report i one is ohiained by ESSG,

e &0 e

1 {Must incdude erail address:_ oo £ ;f:x Ve )

e, {“M *f/,?{f\
) Lo (D S LS ey -
Signature; il T pate: L1495
e g BACKGROURD BUFORMATION

. L -

Last Namer____ €3 3o Ad First__ {Newwdied Middle: —
Other Names/Alias:
Social Security #%: {*’“ i{ i -7 BN Iel| Date of Birth {mm/ddfyyyyl™: & :2 ;f/? é’.i ;'} fe g%?
wersticenses: 50914 o U0 T wer's ticense: ___ N T

Driver’s License #:_“2 (0 7 | ‘{ > YO State of Driver’s License:

Present Address: T}C}%”} N %@x 3"}"{ N kﬁi&ﬂg Telephone # {Primary): if}ﬂ } -3 Q% } i~ |
City/State/Zip: = | i:\&f;{'“ y T X 76'3'[;5 ;:'z)f)»

*This information will be used for background screening purposes only ond will not be used as hiring criterie.




Section 2. Em ployer or Authorized Representatlve Rewew and Verification

(Employers or the/r authorized representatlve must complete and sign Section 2 within 3 business days ofthe. employee ‘s first day of employment You
‘must physically examine one document from List A OR examine a combination of one document from List B and one document from List C as listed on
the "Lists of Acceptable Documents" on the next page of this form. For each document you review, record the followmg mformat/on document tltle

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

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

List A OR ListB AND List C
Identity and Employment Authorization Identity Employment Authorization

Document Title: Document Title: - ?'N f,(é U (S 3 Document Title: S S Ca?’d
ssuing Authority: 5’(0\%{’, 0@ \\\QX)\J MUC\CO Issuing Authority: gg P((}’\Y\(\ \bh
Document Number: %‘4 \L\D Document Number: U?L{Hﬂ’(m(ﬂ

Expiration Date (if any)(mm/dd/yyyy): Expiration Date (if any)(mm/dd/yyyy):

03/2e] 2015

Issuing Authority:

Document Number:

Expiration Date (if any)(mm/dd/yyyy):

Document Title:

Issuing Authority:

Document Number:

Expiration Date (if any)(mm/dd/yyyy):
3-D Barcode
Do Not Write in This Space

Document Title:

Issuing Authority:

Document Number:

Expiration Date (if any)(mm/dd/yyyy):

Certification

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

The employee's first day of employment (mm/dd/yyyy): DZ[@S! 20\C  (See instructions for exemptions.)

Signature a(%%uthonzed Representative Date (mm/dd/yyyy) Title of Employer or Authorized Representative
01[201< P Acgistant
Last Name (Family Name) First Name (Given Name) Employer's Business or Organization Name
S C\(\Q 0\ QCU Min EMPLOYER SOLUTIONS STAFFING GROUP LLC
Employer's Business or Organization Address (Street Number and Name) | City or Town State Zip Code
7301 OHMS LANE SUITE 405 EDINA MN 55439

Section 3. Reverification and Rehires (7o be completed and signed by employer or authorized representative.)
A. New Name (if applicable) Last Name (Family Name) First Name (Given Name) Middle Initial | B. Date of Rehire (if applicable) (mm/dd/yyyy)

C. If employee'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/yyy):

| attest, under penalty of perjury, that to the best of my knowledge, this employee is authorized to work in the United States, and if
the employee presented document(s), the document(s) | have examined appear to be genuine and to relate to the individual.

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

Form I-9 03/08/13 N






E-Verify - Print Case Details - Preview

2 0f2

Photo Matching Results:

https://e-verify.uscis.gov/emp/BpCaseDetailsLetter.aspx?Case VerNu...

Determination:

Employee Referred to DHS (Additional):

Referred By: Referred On:

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

Case Result: Response Date:

Case Closure:

Closure Statement: The employee continues to work for the employer after receiving an Employment Authorized result.

Closed By: CSCH4411 Closed On: 02/27/2015

SENSITIVE BUT UNCLASSIFIED

2/27/2015 11:13 AM



E-Verify - Print Case Details - Preview

1of2

SENSITIVE BUT UNCLASSIFIED

https://e-verify.uscis.gov/emp/BpCaseDetailsLetter.aspx ?Case VerNu...

Department of Homeland Security

Report Prepared: 02/27/2015

E-Verify Page: 1 of 1
Case Verification Number: 2015058121227AE

Case Information:

Employee Information:

Last Name: Favila First Name: David

Middle Initial: Other Names Used:

Social Security Number: wEE XX 6707 Date of Birth: 02/26/1989

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

Document Information:

List B Document: Driver's license or ID card issued by a U.S. List C Document: Social Security Card

state or outlying possession

Document Name: Driver's license Document State: New Mexico
Driver’s License or ID Card Document Expiration Date: ~ 03/26/2015
Number:

Alien Number: 1-94 Number:

Additional Information:

Hire Date: 02/25/2015 Employer Case ID:

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

Submitted By: CSCH4411 Submitted On: 02/27/2015
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: Other Names Used:
Social Security Number: Date of Birth:
Resubmitted By: Resubmitted On:
Case Result from SSA (after Resubmission):

Case Result:

Request Name Review:

Comments:

Submitted By: Submitted On:

Case Result from DHS (after DHS Verification in Process):

Case Result: Response Date:

Employee Referred to DHS:

Referred By: Referred On:

Case Result from DHS (after DHS Tentative Nonconfirmation):

Case Result: Response Date:

2/27/2015 11:13 AM
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DRIVER'S LICENSE
BSUED 10/07/2011
EXPIRES 03/28/2015

Licenso 504140407
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