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e R o v 1 v et o o
. Consider com a new Form W-4 each year withholding allowances on . A
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complste only lines 1, 2, 8, 2,’an 7 and sign mpat'fnnn Compiste all worksheets that apply. However, you w’w 8 ":?al"{ mofe ﬂ!‘a" one mbﬁ#fe“dmmthemm
to valldats it. Your exemption for 2015 expires may olalm fewer (or zero) allowances. For regular a“""“;‘s B'l °wr|2'},°fi..§é'?,'$mﬁ| Form
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and Estimated Tax, you claimed and may not be a flat amount or when a‘l’llgll‘::lwangesnagtg:?alr'nyed on the Fara e
Note. If ancther person can claim you as a dependsnt percantage of wages, for the highest paying job and zero allowances are
on his or her tax retum, cannot claim exemption Head of household. Generally, you can olaim head claimed on the others. See Pub, 505 for detalls.
from wlthholdhﬁalayour ncome exceeds $1,050 and of household ﬂllgg status on your tax retumn only i N ident allen, If resident all
Includes more than 8360 of uneamed Income (for you are unmanried and pay more than 50% of the °m °1332°g' y,"" arr?t:l 23" Wea 2en
example, Interest and dividends). costs of keeping upa home for yourseif and your otnrtibe T Rionesigont A R
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depmdmmloyagwmmplwhaw = Fﬁﬁﬁ Information, for information. Check your withholding. After your Form W-4 takes
 Is g8 86 or older Tax oredits. You can take projested tax credita Into account W ‘;v‘;hz”% 5050 aeetgow the a"‘%‘g'éw"' are
g ' In figuring your allowable number of withholding allowances, ol - D s Pun opores o roje ttl:taltax
« [s biind, or Credts for child or dependent care expenses and the child r2018. ub, f.ap ly if your earnings
1ax credit may be clalmed using the Personal Allowances exceed §130,000 (Single) or $180,000 (Married).
© Will claim adjustments to Income; tax credits; or Worksheet below. See Pub, 505 for Information on Future developments. Information about any future
temized deductions, on his or her tax return. canverting your other cradits Infto withholding allowances. developments affecting Form W-4 (such as legisiation

enacted after we release it) will be posted at www.im.goviwd.
Personal Allowances Worksheet (Keep for your records.)

A Enter"1”foryourselfifnooneelsecanclaimyouasadependent. © 0 0 0 0 0 © 6 0 0lo o o 6o 6 b o I
* You are single and have only one job; or

B  Enter*i"if { * You are mayried, 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.) , oo o AN ] i c

D Enter number of dependents (other than Yyour spouse or yourself) you will claim on your tax return . 6 o o D

E  Enter “1” if you will file as head of household on your tax return (see conditions under Head of household above) E

F  Enter *1” if you have at least $2,000 of child or dependent care expenses for which you plantoclamacredit . . F

(Note. Do not include chiid support payments. See Pub. 608, Chiid and Dependent Care Expenses, for details,)
G Child Tax Credit (including additional child tax credif). See Pub. 872, Child Tax Credit, for more information.

* If your total income will be less than $65,000 ($100,000 if manied), enter *2” for each eligible child; then less “17 if you

have two to four eliglble children or less “2” if you have five or more ellgible children.

* If your total income will be between $65,000 and $84,000 ($100,000 and $119,000 if married), enter “1” for each dligblechid. . . G
H  Add ines 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 ftemize or olaim adjustments to income and want to raduce your withholding, see the Deductions

|

For accuracy, and Adjustments Worksheet on page 2.

complete all ® If you are single and have more than one job or are manied and you and your spouse both work and the combined
worksheets eamings from all jobs excesd $50,000 ($20,000 if married), see the Two-Eamers/Multiple Jobs Workshest on page 2 to
that apply. avoid having too little tax withheld,

* If neither of the above sHuations applles, 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.

B w.4 Employee's Withholding Allowance Certificate OMB No. 1545-0074

Dapariment of the Treasury P Whether you are entitied to claim a certain number of allowances or exemption from withholding Is 2 @ 1 5

Intamal Revenue Sarvice subject to review by the IRS. Your employer may be required to send a copy of this form to the IRS.
1 Your first name and middle inftial

i Lastn 2 Your soclal security number <
Fpe A Eotbguctns 57 3-29 5993
7 Home addrass (number and strast S Elouts) ¢ |3 singe I Mared L Maried, but withhord at higher Single rate.
QJ) / ? ,7:/3 §M / /_El /fl {Je -; Note, If manied, but lagally seperated, or spousa Is a nonresident allen, check the “Single” box.

Gity or town, state, and ZIP code = 4 M your last name differs from that shown on your social security card,

/, L)/{n?’(é G2 G rAAA /Z{ al / ?{0/ ‘é check here. You must call 1-800-772-1213 for a replacement card. » [ ]

5 Totatfumberof allowances you are cialming (from line H above or from the appiicable workshest on page 2) 5 I

6  Additional amount, if any, you want withheld from each paycheck . . . . . . . ., . ., . . .. 6|9

7 | claim exemptlon from withholding for 2015, and | certify that | meet both of the following conditions for exsmption.
® Last year | had a right to a refund of all federal income tax withheld because | had no tax llability, and

* This year | expect a refund of all federal income tax withheid because | expect to have no tax liabliity.
If you meet both conditions, write “Exempt” here . . - »l7]

Under penalties of perjury, | declare that | have eywed this ca and, to the best of my knowledge and beilet, it is true, correct, and complete.

Employee's signature Y forpr / Dater T~ /) - Mf

(This form s not valid unless you signit) » ¥/ :
8 Empleyer’s name and address (Employer: Cc;mplete)ﬂes 8 and’10 only ﬂand tothe IRS.) | 9 Office code (optional) | 10 Employer [dentification number (EIN)

For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 10220Q Form W-4 (2015



EMERGENCY CONTACT INFORMATION

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

Employee Name: /i—; 4@ éééﬁ (7

= ———

Address: %17/ Z fé%f_ﬂ_«f; He S

Home Phone: Kf/ l 7@[’/ ’i’j/z{

Contact # o | Home Phone: 1.3/.;: 2= 7’ 7~ ?’9’4’ Z

Name; /i//?/'fﬂé LCroz Cell Phone:
Relationship; Work Phone:
Contact #2 Home Phone: &S/ 72 302 26
Name: ﬂ' "S1rL8 Crot Cell Phone: l/
Y
Relationship: Work Phone:

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

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



& 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
If you do not provide a written election, wages will be pai
SRS BASTC PNEORNEN FION

SereNas 25/, 2, o 5002

SE GOSN G E G LGN

_| L] Direct Deposit (Please complete Sections 3snd Sbelow)
|_| Payrol) Debit Card (Please complete Sections 4 and 5 below)
SECHION 3 DIRECT DIPeisT

[0 Update Bank Account

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

Initial Date

*  Tohelp us avoid making an error, please attach a copy of a voided check, (a deposit slip will not work)
. Ifyaunhangebanks,donntcloseyomuldbankawuumnmﬂyourdirectdeposithassmrlndatmenewbank,wiﬁnhmaytakﬂpaypmiods.

SECHION - PANROVE DEBIE GARP (Gl OB CASHCARD

FederalIawrequiresallﬁnmdﬂhsﬂhﬁnmbobhh,veﬁﬂ,mdmcordhﬁ:rmaﬁmﬂmﬁenﬂﬁeseanhpmmwhoopmanaccomt.lnordarto
requestaPayro]]DebitCmdforyou,wemustprovidea]lofthefollowinginformaﬁonthatwillenabletheﬁmncialinsﬁnniontoidenﬁiyyou.lf

you do not submit a Direct Deposit/Payroll Debit Card Authori ESSG will provide the nscessary information and issue you a Payroli 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

w?;DHOLDER INFORMATION (as you want your Payroll Debit Card to be issued) i

277 N e guc P72y %
|55 %/;D oo At S 4 ,
Fotne omace. [ S8 il AT 1

RECEIPT OF PAYROLL DEBIT CARD (to be completed when you pickup your Payroll Debit Card)

Payroll Debit Card Routing # Payroll Debit Card Account #
YD Yool SYlloln8

Ihavemcaivedmy?nymllDebﬁCmd,walcumehochwe,progmmmegpmgrmmms, conditions, and disclosures. By activating my Payroll Debit Card,
1 am agreeing to the program terms, conditions, and disclosures that are included or made available to me from time to time fram the financial institution, I
authorize the financial institution to debit my Payrall Debit Card account for the fees described in the fes schednle fhat is part of the program terms,

conditions, and disclosures. /
Employee’s Signature: 4 %’*ﬁ/’?/ Date:__ ) 2 A2~ C/s

I authorize ESSG to directly deposit my periodic wages/compensation payments, net of required tex withholdings, other required withholdings
or authorized deductions, into my account(s) as designated above and to initiate, if necessary, debit entries and adjustmentsfor any credit entries
made in error to my account(s). * E-mail is required for pay stub information.

*E-mail: _ @
this information will anly be used to send your paystubs electronically

Employee's Signature: {@L%/ Date: &7 /47 -2o/5




OFFICE USE

VSIIND 219301-EMP | OTHIC LOCATION RehireDate ./ ____/_______
f ENROLLMENT FORM ESC NAV*SAD P2M v15.
REQUIRED EMPLOYLE INFORMATION OPTION 1

PRINT USING BLACK or BLUE INK FIXED INDEMNITY PLAN _ Weekly R

(Must Be Filled Out) You MUST enroll in the Indemnity Medical Insurance Plar: before adding
| Social Security Number S 5 .Z..z_ _Eii& oy ﬁﬁmﬁ@ﬁvgg?;,;wt D?dnt'il Y;;m Sl level
m an 8 on.,

iD"“""fB‘“h 2110895, su ;Dmm; ﬂ:i';ElVIlNITY ;Z;:DICAL
!Name f//’? /M,ﬁuéz %

_ ! StreetAddress

' HomePhone _é.i_ _éi.._ﬁ._l _Q_l__é_

~ Do you or ary dependents have Medicare?

[ Yes No If Yes:
Medicare Health Insurance Claim Number (HICN)

B TR

Medicare Bffective Date ./ __/__

Names of Covered Person(s)
1.

L2
HEY

QUIRED DEPENDENT INFORMATION

| Name

!
| Social Security Number
/

r— — rev—

/

Sex

I Relationship: []Spouse []Child [ Domestic Partner

Date of Birth

; Name

i Social Security Number
| Dateof Birth ____/
|
]

Sex [@EI

| Relationship: [JSpouse []Child []Domestic Parter

BENEFICIARY INFORMATION

For Term Life / Accidental Death & Dis:nemberment, please write
l
iin your beneficiary information.

NAME OF BENEFICIARY

‘ RELATIONSH\P

|City Kof%qc ﬁ«raue state /Al Zip s /% ||

| Accidental Death & Dismemberment is part of the Term Life Benefit.

1 have read the benefit pac.ket

D $20.91 Employee Only

$56.67 Employee + Family

NO to all Indemnity benefits.

This coverage is not available to residents of New
Hampshire, Hawaii, or Puerto Rico.

DENTAL

I:l $5.99 Employee Only

I:l $11.98 Employee + 1
$19.77 Employee + Family

IE/NO

TERM LIFE

$0.60 Employee Only
$0.90 Employee + 1
$1.80 Employee + Family

T

SHORT-TERM DISABILITY

[]¥es (5
v

Short-Term Dsability is not available to persons who work i
California, Hawaii, New Jersey, New York, or Rhode Island

$4.20 Employee Only

JEFIONS __ 82193010-M-EMP

L%

D $58.87 Employee Oniy

‘D $87.73 Employee+ |

[j $186.99 Employee + Famiiy

D NO to MEC Wellness/Preventive Plan

d understand its lnmtatlons I undersiand that open enrollment is only available for a limited time and I

e L2/L 212075




