OMB No. 1615-0047; Expires 08/31/12

Department of Homeland Security A FOl'll'.l I_".9, Emp!oymgnt
U.S. Citizenship and Immigration Services Eligibility Verification

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 individual because the documents have a
future expiration date may also constitute illegal discrimination.

Section 1. Employee Information and Verification (To be completed and signed by employee at the time employment begins.)

Print Name: Last First L ® /xridgl; Initial | Maiden Name
_— A ~
Chmare— e / N aA

Address (Street Name and Number) Apt. # Date of Birth (month/da__y/year)

N0 v oS any L S-/6-4)
ity State ; Zip Code Social Security #
@»@AU‘\ A N2/ ) A3 -/1~024—

1 attest, under penalty of perjury, that I am (check one of the following):

I am aware that federal law provides for

imprisonment and/or fines for false statements or A citizen of the United States
use of false documents in connection with the E] A noncitizen national of the United States (see instructions)
completion of this form. [] Alawful permanent resident (Alien #)

E] An alien authorized to work (Alien # or Admission #)
until (expiration date, if applicable - monti/day/year)
Employee's Signature Date (month/day/year)

Preparer and/or Translator Certification (To be completed and signed if Section 1 is prepared by a person other than the employee.) I attest, under
penalty of perjury, that I have assisted in the completion of this form and that to the best of my knowledge the information is true and correct.

Preparer's/Translator's Signature Print Name

Address (Street Name and Number, City, State, Zip Code) Date (month/day/year)

Section 2. Employer Review and Verification (To be completed and signed by employer. Examine one document from List A OR
examine one document from List B and one from List C, as listed on the reverse of this form, and record the title, number, and
expiration date, if any, of the document(s).)

List A OR List B AND List C
Document title: ] ’rD,_Wr et ,57,—,{ Cpridy Crecl
Issuing authority: . (. TV Sood Coipir y ’ Ade)
Document #: o g9 15— (109 S0~ ). 025
Expiration Date (if any): i | K 7/7A _,L 513
Document #: :
Expiration Date (if any):

CERTIFICATION: I attest, under penalty of perjury, that I have examined the document(s) presented by the above-named employee, that
the above-listed document(s) appear to be genuine and to relate to the employee named, that the employee began employment on

(month/day/year) ?2 B and that to the best of my knowledge the employee is authorized to work in the United States. (State
employment agencies may omit the date the employee began employment.)

Signature of Employer or Authorized Representative Print Name Title

~ 7}

/;

B wo i6n Name and Address (Sreet Name and ?‘b % 2 Reasding )/7;,
usiness or rgamzatl n IName an Tess (Otreet Name umoer, H i [) ear,
Employers Solutions Staffing Group Cf‘sgﬁi ms LANE, SUTTFW 3/“

Section 3. Updating and Reverification (To be completed and signeAY\

e==n 612
BN 55439 :

R ehﬁt;'(month/day/year) (if applicable)

A. New Name (if’ applica'zfe)

C. If employee's previous grant of work authorization has expired, provide the information below for the document that establishes current employment authorization.

Document Title: Document #: Expiration Date (if any).

1 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) 1 have examined appear to be genuine and to relate to the individual.

Signature of Employer or Authorized Representative Date (month/day/year)

Form 1.9 (Rev. 08/07/09) Y Page 4






SENSITIVE BUT UNCLASSIFIED

Page 1 of 2

Department of Homeland Security Report Prepared: 09/26/2011

E-Verify Page: 10f 1
Case Verification Number: 2011269170232CP

Case Information:

Employee Information:

Last Name: Camarena First Name: Felix

Middle Initial: D Maiden Name:

Social Security Number: ek kx 0225 Date of Birth: 03/16/1967

Citizenship Status: A citizen of the United States

Document Information:

Driver's license or ID card issued by a U.S.
state or outlying possession
Document Name: Driver's license Document State: Colorado

List B Document: List C Document: Social Security Card

Driver’s License or ID Card o .

Number: Document Expiration Date:  03/16/2013
Alien Number: 1-94 Number:

Additional Information:

Hire Date: 09/26/2011 Employer Case ID:

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

Submitted By: LNUN4987 Submitted On: 09/26/2011

Initial Case Result:

Case Result: Employment Authorized
Employee Referred to SSA:
Referred By: Referred On:

Case Result from SSA (after SSA Tentative Nonconfirmation):

Case Result: Response Date:

Resubmitted to SSA (after Review and Update Employee Data):

Last Name: First Name:
Middle Initial: Maiden Name:
Social Security Number: Date of Birth:
Resubmitted By: Resubmitted On:

Case Result from SSA (after Resubmission):

Case Result:

Request Name Review:

Comments:
Submitted By: Submitted On:

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

Case Result: Response Date:
Employee Referred to DHS:
Referred By: Referred On:

Case Result from DHS (after DHS Tentative Nonconfirmation):

Case Result: Response Date:

Photo Matching Results:

Determination:

Employee Referred to DHS (Additional):

https://e-verify.uscis.gov/emp/BpCaseDetailsLetter.aspx?Case VerNum=2011269170232CP

9/26/2011



Page 2 of 2

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: LNUN4987 Closed On: 09/26/2011

SENSITIVE BUT UNCLASSIFIED

https://e-verify.uscis.gov/emp/BpCaseDetailsLetter.aspx?Case VerNum=2011269170232CP  9/26/2011



F. David Camarena
3190 W Louisiana Apt 112
Denver, CO. 80219
720-583-6404
davecamarena@hotmail.com

Executive Summary: To obtain a position where my experience can help to excel a
company and their production

Experience:

G. Davis Investments Aurora, CO
Administrative Assistant 03/2008 to 06/2010

Executed daily Office operations

Aided executive in staff capacity by coordinating office services.
Wrote, designed and translated closings from English to Spanish
Analyzed recordkeeping systems, forms control, office layout,
personnel requirements, budgetary requirements and performance
standards to create new systems and revise established
procedures.

Prepared reports including conclusions and recommendations for
solution of administrative problems.

Issued and interpreted operating policies.

Assisted in the preparation of budget needs and annual reports of
the organization.

Answered phones, typed memos, faxed and copied

Moneygram International Lakewood CO
Bilingual CSR 02/2006 to 03/2007

e Answered inbound calls and assisted clients and worlwide
vendors in the money transfer process

o Detrimental in making sure funds arrived at proper worldwide
destinations.

¢ Verified validity of money orders and assisted in refund process

JMR Lending Denver CO
Administrative Asst/Office Manager 02/2002 to 02/2006

Aided executive in staff capacity by coordinating office services.
Executed daily operations of contacting potential clients and
scheduling meetings with loan officers

Office services included personnel, budget preparation, control,
housekeeping and special management studies.

Wrote, designed and translated closings from English to Spanish.

e Was instrumental in running a mortgage based website and

obtained potential clients then referred to Loan officers



Education:

Languages:

References:

e Analyzed jobs to delimit position responsibilities for use in wage and
salary adjustments, promotions and evaluation of workflow.

e Supervised and managed telemarketing for a mortgage firm.

¢ Prepared reports including conclusions and recommendations for
solution of administrative problems.

e Assigned work duties

Concorde Career Institute Denver Co
Pharmacy Technician 1989
e Special recognition graduated 3rd in my class with a 98% GPA

Aims Community College Greeley CO
GED 1985

Microsoft Office consisting of Microsoft Word, Excel, and Powerpoint

Fluent in both English and Spanish. Speak, Read and Write

Available upon request



Employer
Solutions 7301 Ohms Lane / Suite 405

Statfing . . Edina, MN 55439
Group LLC New Hire Application T:952.835.1288 / F:952.835.4881

Personal Data—- PLEASE PRINT LEGIBLY IN INK

Last Name C awmarena First Name T\ Middle Initial_\D @y 1C:
Street Address _ O | Qo W Leuvidlama WL V\PT - W

City/State/Zip D Ly Co X209

Home Phone RESCEARES (‘ \{b ‘“( Cell / Message Phone
Company/Employer Cwm QW

Are you legally authonized to work in the United States of America? ¢\YES ONO

Applicant Certification and Authorization

| 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.

| 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 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 claims that might be based on ESSG's decision to conduct a background check.

| 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 prooedures of ESSG. Lﬂ
F.DQ\NA Cow\o.rim W/j A @ 25~ /7

Name (Print or type) Apdhcant'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

Emergency Contact Info Background Release Form Background Resuits 5 Day Letter ESC Application
(if applicable)

ESSG Rev. 05/2011



CORPORATE MANAGEMENT GROUP

Addendum to Application

APPLICANTS MAY BE TESTED FOR ILLEGAL DRUGS

PLEASE COMPLETE PAGES 14 DATE 9 ) Z ; = / /

Name F D%U\A Cq/\—\amm

Last First Middle Maiden

Social Security No. S\lg— I\ - o222y
Telephone (749 S ¥ - (4\"0\/

If under 18, please list age Referred by, ;\ e
——
Position applied for (1) \‘e \F CO = Days/hours avai to work
and salary desired (2)_J \Q . 2= 1~ No Pref Thur
(Be specific) Mon Fri
Tue Sat
Wed Sun

How many hours can you work weekly? %D Caw nights? E/ﬁ A
Employment desired ____ FULL-TIME ONLY ___ PART-TIME ONLY ___FULL- OR PART-TIME
When available forwarkz_ L\ = 2~ L)

‘D}wxﬂ(a've responsibilities or commitments that will prevent you from meeting specified work schedules?
No___ Yes If so, please explain

Dp you anticipate any absences from work on a regular basis?

T

“"No___Yes If so, please explain
TYPE OF SCHOOL | NAME OF SCHOOL { LOCATION NUMBER OF MAJOR &
(Complete mailing YEARS DEGREE
address) COMPLETED
High School
College NS ey Conu \ | Ak D
Co \\ €S+, CA’) . ’
Bus. or Trade School | (w2 ek || Do AU | PVraermecy
(oreer Co Tedn Cerh
Professional School

HAVE YOU EVER BEEN CONVICTED OF A CRIME? A_ Yes

If yes, explain number of conviction(s), nature of offense(s) leading to conuiction(s), how recently such offense(s) .

was/were committed, senrnoe(s) imposed, and type(s) of rehabilitation._ . Y \ - ;2 [0+ y "\ ﬁ\oe»

Q,ﬁ)«\V\ 1‘0_\6

September 2010



DO YOU HAVE A DRIVER'S LICENSE? ___ Yes ._/NO ’
What is your means of transportation to work? __ CA) ~ eny d"’l‘e p—

Driver's license number Q g— *22) /20 7 state ofissu'e _QO_ { D

Operator ___ Commercial (CDL) ___ Chauffeur ____

Expiration date % ; l -0 ) ’S

Have you had any accidents during the past three years? __ Yes

If so, how many? /
_“N

Have you had any moving violations during the past three years? __ Yes [o]

—fe

[o]

if so, how many?

OFFICE USE ONLY
Typing__Yes___No Personal Computer ___Yes ___No 10key ___Yes___ No
WPM ___PC__ Mac
Word Processing___Yes ____No Other
WPM Skills

Please list two references other than relatives or previous employers.

Name QGV\OQJ"I é:]af’C/l\Q Name Pr@‘;‘(’ \BUQML

Position ?DQV\Q'WLF AL Position __ N \, "
Company_§_X. € V"\'P L9 Company DYV = AN
Address -V G [ Address

Telephone (Z29_S b 037 ) Telephone (229 A3k -3 7 [ L

An application form sometimes makes it difficult for an individual to adequately summarize a complete background.
Use the space below to summarize any additional information necessary to describe your full qualifications for the
specific position for which you are applying.

MILITAI‘!/
HAVE YOU EVER BEEN IN THE ARMED FORCES? __ Yes~” No /
ARE YOU NOW A MEMBER OF THE NATIONAL GUARD? __Yes _“ No

Specialty Date Entered Discharge Date

September 2010




WORK EXPERIENCE

Please list your work experience for the past five years beginning with your most recent job held.
If you were self-employed, give firm name. Attach additional sheets if necessary.

Name (‘“ . D AvisS lV\\I‘&ﬁ ¥f~€x~f83 Supervisor name b 'AD) LDav's

Position BxAA~" A PRIV - Qbk—o¢ WAy
i oy Employment dates Pay o lzalary

Company(G. ‘Davis A\ .~

Address Vo C o Fom > = E20 0 sn /0 ; e
To (- 2070 |fpa 10 £ Colmr—.

Telephone ( )

Your last job title

Reason for leaving (be specific) L ar 01 ¢ & {' yAo [ + (\’\‘\}L \o \/J"'\ALJB e /4-

(4..-—f\

List the jobs you held, duties performed, skills used or learned, advancements or promotlons whlle you v\&e_‘:l_l.at thls
Company. &5 oane. o\ e u‘°'\"’ s 4.1 4 2\ewal
Q&g\c,\)..v& mrl o{‘/h"‘-s \ l\a_r\,ﬁ‘@ Vol QS

j s 0‘\6'\*‘1\'\ L C»\'\)Mr'g.

AN W
Fomal ~0
"H W(L

Name _ Supervisor name Cgrle >

Position AR Mva\ X L=y Employment dates Pay or salary
Company fAO ALY (p ram b -

Address olle ww-l € o From 2 =22 ¢ Stat /o

3]
To >- 2497 \pipa 4 F T

Telephone ( )

Your last job title

Reason for leaving (be speciﬁ? w\.fé'\ ‘-"Q

(O]
PN - =
O

@UQ-PlJ“\ \ef\ n~ oJ\‘*oFu-o/lé o r

L |
List the jobs you held, duties L?formed skills used or learned, advancements, or promoﬂons hllS you worked a
Company. y‘i-je (A\OQJ CA-f\ a f‘) (e
a~4 ol w T A i~ mMmon~eAh +M"'§ /

)A

Aa S L—uen/(L7

Name ___, ;upervisor name
Position V"\"‘\"\‘ e ﬁ"&ﬂ* AR S |

Company I Lo N\ ~ Employment dates Pay or salary
Address (0 00 b reanT From 2 209 & Stat /9. ==
To 2- 2uvé Final co. = 4+~ Crp~——onuo

Telephone ( )

Your last job title

Reason for leaving (be specific) _(>e (S A

List the jobs you held, duties performed, skills used or Ieamed advancements or promotloni while you wortt‘ at this .]% ,\‘ P

company. T \ '\"\f
QSS (n.e“uielf{[c-a\g\ U%'*_O‘Piﬁi, x_\_\ \KJJ{ -\ e

ML (T Ay € N -"\ N e \iemts

/Vde""‘

Who were you referred by? 5‘9 "\V\ i LA

May we contact your present employer? __ Yes _/(

Did you complete this application yourself _//Yes __No
if not, who did?

September 2010



PLEASE READ CAREFULLY
APPLICATION FORM WAIVER

In exchange for the consideration of my job application by Employer Solutions Staffing Group LLC.,.
(hereinafter called “the Company”),

I agree that:

Neither the acceptance of this application nor the subsequent entry into any type of employment relationship,
either in the position applied for or any other position, and regardless of the contents of employee handbooks,
personnel manuals, benefit plans, policy statements and the like as they may exist from time to time, or other
Company practices, shall serve to create an actual or implied contract of employment, or to confer any right to
remain an employee of the Company, or otherwise to change in any respect the employment-at-will relationship
between it and the undersigned, and that relationship cannot be altered except by a written instrument signed by
the Owner/Managing Member of the Company. Both the undersigned and the Company may end the
employment relationship at any time, without specified notice or reason. If employed, I understand that the
Company may unilaterally change or revise their benefits, policies and procedures and such changes may include
reduction in benefits.

I authorize investigation of all statements contained in this application. I understand that the misrepresentation or
omission of facts called for is cause for dismissal at any time without any previous notice. I hereby give the
Company permission to contact schools, all previous employers (unless otherwise indicated), references and
others and hereby release the Company from any liability as a result of such contact.

I understand that, in connection with the routine processing of your employment application, the Company may
request from a consumer reporting agency an investigative consumer report including information as to my
credit records, character, general reputation, personal characteristics and mode of living. Upon written request
from me, the Company, will provide me with additional information concerning the nature and scope of any such
report requested by it, as required by the Fair Credit Reporting Act.

I further understand that my employment with the Company shall be probationary for a period of ninety (90)
days and further that at any time during the probationary period or thereafter, my employment relationship with
the Company is terminable at will for any reason by either party.

* )
Signature of applica;f/ﬁ/_r./ é——\— Date: 9.« 23/ /

September 2010



of (] ta
Pursuant to § 8-2-122, Colorado Revised Statutes

~-J6-(

Date of Birth

~ (
Employee Name: OQMQf LN [Fe \-\.\ bq.«' J
Last First Middle

Social Security Number: S 20 -V [ - ()72V 5™ Date of Hire:

In accordance with § 8-2-122, C.R.S., within twenty days after hiring the new employee listed
above,

I affirm all four of the following:

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

2. Ihave retained file copies of the documents required by 8 U.S.C. sec. 1324a.
3. 1have not altered or falsified the employee’s identification documents.

4. 1have not knowingly hired an unauthorized alien.

ID#b Rr-bf’drj ieuw‘lm ﬂ(}f
Print Name of Employer (or Designated Representative) ~ Official Title'

WV AV DS 73/
Signature of Employer (or Designated Representative) Date Signed
Corporate Management Group 12000 N. Washington Street #2590
Thornton, CO 80241 303-920-1425

Business or Organization Name Employer Phone Number

§ 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 unsuthorized 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 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.

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




MG

B L

To: All Employees
Quien: Todos Empleados

From: Corporate Management Group & Employer Solutions Group
De: Corporate Management Group y Employer Solutions Group

Re: Stop Payment Check Fee
Re: Tarifa de cheque parado

Effective immediately, to replace a lost or stolen check, $50.00 will be deducted from the replacement check for
a stop payment fee and for a reprocessing fee. Efectivo inmediatamente, para reemplazar un cheque de sueldo
perdido o robado, 350.00 de tarifa sera deducido de el cheque reemplazado para parar el cheque original y
para procesarlo denuevo.

If you lose your check, we will first have to verify that it has not been processed through the bank. If it has not,
a new check will be issued, minus the $50.00 fee. Si usted pierde su cheque, tendremos que verificar que no ha
sido procesado en el banco. Si no, un cheque nuevo sera processado, menos las tarifa de 350.00.

If your check is stolen, we will first need a copy of the police report before a new check can be reissued. After
we receive a copy of the police report, a new check will be issued following the same procedures as listed
above. Si su cheque es robado, necesitaremos una copia de el reporte de policia antes de que un cheque nuevo
sera procesado. Despues de obtener una copia del reporte de policia, un cheque nuevo sera procesado usando
los mismos procedimientos mencionados arriba.

If you have any questions regarding this new policy, please contact your On-Site Representative or the
Corporate Office (303-920-1425). Si usted tiene preguntas sobre esta poliza, por favor contacte a su
representante de CMG o la oficina corporal al (303-920-1425)

Thank you for your continued dedication and hard work!

Gracias por su dedicacion continua!

By signing below you are confirming that you understand the above policy.
Con su firma abajo usted esta confirmando que entiende la poliza descrita.

y
Signature/Firma: \;Z/{\/j?

Date/Fecha: S -/ -3~ ?

February 2011



N -

Employer Solutions Staffing Group Direct Deposit Authorization

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

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

Please print

Check one of the following Effective Date
[1 start [CJAs Soon As Possible
[ stop 0
Future Paydate
[CJ Change / y /

Soclal Security Number

52’3/// oty

Na (Last, First Middle initlal)

mare~  [—lie  Davd

Home Address Street City

State Zipcode
N0 - ogda~n ByE A % 7 - o 21T
Date (Mo/Day/Yr) Employee Signature N Daytime Phone Number

9.73,3- |, ﬁ_/éz, ) 7)0"3’3’%@9’-07

SUBMISSION OF THIS FORM MEANS YOUR ENTIRE

PAYROLL CHECK WILL G0 TO THIS FINANCIAL INSTITUTION ‘
Financial Institution Name (Bank, Savings Institution, Credit Union, etc.)

7 e Ban

Type of Account
éChecking D Savings D Money Market Checking D Money Market Investment Requires Submission of ACH form from your broker

I authorize Employer Solutions Staffing Group to direct deposit funds to my account in the financial institution listed above. If funds to which I am
not entitled are deposited in my account, I authorize Employer Solutions Staffing Group to initiate a correcting (debit) entry. I understand that the
authorization may be rejected or discontinued by Employer Solutions Staffing Group at any time. If any of the above information changes, I will

promptly complete a new authorization agreement. If the direct deposit is not stopped before closing an account, funds payable to you will be
returned to Employer Solutions Staffing Group for distribution. This will delay payment of funds to you.

/

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

-




NOTICE OF WAIVER FROM ANNUAL LIMIT REQUIREMENT

The Affordable Care Act prohibits health plans from applying arbitrary
dollar limits for coverage for key benefits. This year, if a plan applies a
dollar limit on the coverage it provides for key benefits in a year, that
limit must be at least $750,000.

Your health insurance coverage, offered by BCS Insurance Company
does not meet the minimum standards required by the Affordable
Care Act describe above. Instead, it puts an annual limit on the
following plans offered:

Annual Limit Plan

Both inpatient & outpatient benefits $10,000

Outpatient benefits only $1,500

Prescription drugs Subject to outpatient
maximum of $1,500

In order to apply the lower limits described above, your health plan
requested a waiver of the requirement that coverage for key benefits
be at least $750,000 in 2011. That waiver was granted by the U.S.
Department of Health and Human Services based on your health
plan’s representation that providing $750,000 in coverage for key
benefits in 2011 would result in a significant increase in premiums or
a significant decrease in access to benefits. This waiver is valid for
onhe year.

If the lower limits are a concern, there may be other options for health
care coverage available to you and your family members. For more
information, go to www.HealthCare.qov

If you have any questions or concerns about this notice, contact the
Essential StaffCARE Customer Service at 866-798-0803.

In addition, you can contact:
Minnesota Department of Commerce
Consumer Concerns
Toll-free- (800) 657-3602 / Main — (651) 296-2488

219301-EMP Employer Solutions Group
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Form W-4 (2011)

Purpose. Compiete Form W-4 so that your
empioyer can withhold the correct federal
Income tax from your pay. Consider completing a
new Form W-4 each year and when your
personal or financlal situation changes.

Exempiion from withholding. if you are exempt,
complete only lines 1, 2, 3, 4, and 7 and sign
the form to validate it. Your exemption for 2011
expires February 16, 2012, See Pub. 5§05, Tax
Withhoiding and Estimated Tax.

Notoe, If another person can ciaim you as a
dependent on his or her tax return, you cannot
claim exemption from withholding if your income
exceeds $950 and Inciudes more than $300 of
unearned income (for example, interest and
dividends).

Baslc instructions. if you are not exempt,
complete the Personal Allowances Worksheet
below. The worksheets on page 2 further adjust
your withholding aliowances based on itemized
deductions, certain credits, adjustments to
Income, or two-earners/multiple jobs situations.

Compiete all worksheets that apply. However,
you may claim fewer (or zero) allowances. For
regular wages, withholiding must be based on
allowances you claimed and may not be a fiat
amount or percentage of wages.

Head of household, Generally, you may ciaim
head of household filing status on your tax return
only if you are unmarried and pay more than
50% of the costs of keeping up a home for
yourseif and your dependent(s) or other
qualifying individuals. See Pub. 501, Exemptions,
Standard Deduction, and Filing information, for
Information.

Tax credits. You can take projected tax credits
Into account In figuring your allowable number of
withholding allowances. Credits for chiid or
dependent care expenses and the chiid tax
credit may be claimed using the Personal
Aliowances Worksheet below. See Pub, 919,
How Do i Adjust My Tax Withhoiding, for
Information on converting your other credits Into
withholding allowances.

Nonwage income. If you have a large amount of
nonwage Income, such as Interest or dividends,
consider making estimated tax payments using

Form 1040-ES, Estimated Tax for Individuals.
Otherwise, you may owe additional tax. If you
have pension or annuity Incomse, see Pub. 919 to
find out If you shouid adjust your withhoiding on
Form W-4 or W-4P,

Two earners or multiple jobs. If you have a
working spouse or more than one Job, figure the
total number of allowances you are entitled to
ciaim on all jobs using worksheets from only one
Form W-4. Your withholding usually will be most
accurate when ali allowances are claimed on the
Form W-4 for the highest paying job and zero
allowances are claimed on the others. See Pub.
919 for details.

Nonresident allen. if you are a nonresident alien,
see Notice 1392, Supplemental Form W-4
Instructions for Nonresident Allens, before
compileting this form.

Check your withholding. After your Form W-4
takes effect, use Pub. 919 to see how the
amount you are having withheid compares to
your projected total tax for 2011. See Pub. 919,
especially if your earnings exceed $130,000
(Single) or $180,000 (Married).

Personal Allowances Worksheet (Keep for your records.)

A Enter “1” for yourself if no one else can claim you as a dependent .

* You are single and have only one job; or
B  Enter “1”if: { * You are married, have oniy 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 heip you avold having too little tax withheld.) . . c
D  Enter number of dependents (other than your spouse or yourself) you wiii ciaim on your tax retum . D
E  Enter “1" if you wiil file as head of household on your tax return (see conditions under Head of household above) E
F  Enter“1"if you have at ieast $1,900 of child or dependent care expenses for which you pian to cialm a credit F

(Note. Do not include child support payments. See Pub. 503, Chiid and Dependent Care Expenses, for detaliis.)
G  Child Tax Credit (Including additional chlid tax credit). See Pub. 972, Chiid Tax Credit, for more information.
* 1f your total Income will be Iess than $61,000 ($90,000 If married), enter “2" for each eligible chiid; then less “1” if you have three or more eligibie chiidren.
* if your total income will be between $61,000 and $84,000 ($90,000 and $119.000 If marrled). enter 1" for each eligibie
chiid plus “1" additional If you have six or more eligibie children . . . . P <

H  Add lines A through G and enter total here. (Note. This may be different from the number of exemptlons you clalm on your tax retum.) > H

For accuracy, ¢ If you plan to itemize or claim adjustments to income and want to reduce your withhoiding, see the Deductions
complete all and Adjustments Worksheet on page 2.

worksheets ¢ If you have more than one job or are married and you and your spouse both work and the combined earnings from ail jobs exceed
that apply. $40,000 ($10,000 if married), see the Two-Earners/Multiple Jobs Worksheet on page 2 to avold having too iittle tax withheid.

¢ If neither of the above situations applles, stop here and enter the number from iine H on line 5 of Form W-4 beiow.

Cut here and give Form W-4 to your employer. Keep the top part for your records.

Employee's Withholding Allowance Certificate

OMB No. 1545-0074

Form W"4

Department of the Treasury P> Whether you are entitied to claim a certain number of allowances or exemption from withholding is 2 @ 1 1
|mm Revenue Service subject to review by the IRS. Your employer may be required to send a copy of this form to the IRS.
"Type or print your first name and middle Infial. | Last name 2 Your soclal security number
T\ (Aynacers SO%-11-022f
H°’"° “dd rier angd 5"?"‘ oF s route) (L _%s::le [0 Marmied [J Married, but withhold at higher Single rate.
/S \ ? O l D s ) I’\J, N“" ! { \ Note. If ed, but legally separated, or spouse s a nonresident allen, check the “Single” box.
Clty or town, state. and ZIP °° g ‘ 7 4 H your last name differs from that shown on your soclal security card,
(_D Q VM) check here. You must call 1-800-772-1213 for a mplacement eard. » E]
Total number of aIIowances you are claiming (from line H above or from the applicable worksheet on page 2) 5
6 Additionai amount, if any, you want withheid from each paycheck . . . . . FRE]

7 iciaim exemption from withholding for 2011, and i certify that | meet both of the foIIowIng condltlons for exemptnon
* Last year | had a right to a refund of all federal Income tax withheld because | had no tax liability and

* This year | expect a refund of all federal income tax withheld because | expect to have no tax ilabiilty.
If you meet both conditlons, write “Exempt” here . /7. .l
Under penalties of perjury, | declare that | have examin Is certificate, to the best of my knowfledyje and bellef, it is true, correct, and complete.

ous, //~ Z 5~ //
J | 8 Office code (optional) ployer cation number

Form W-4 (2011)

Employee’'s signature
(This form is not valid uniess you sign it.) »— %
8  Employers name and address (Employer: Lomplete lines & an

For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 10220Q



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

Name: LWL; 60fo'5\ g
Address; S SU) LU . Awso At g g S L/c\"H-fb\ G ¢l
Sao-H - (FHT

Home Phone:

Person(s) to contact in case of an emergency on the job (in order of preference).
1. Name: L,U‘ < 6_762/1' S
f k(r_
Phone (work);, 720~ 240 - [

Phone (home);,_ O3 - SHY— 3l

2. Name: l\/\"\"‘"‘ 5.3 &memm
Phone (work):__ & 22~ 20%& - 079

Phone (home):

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

‘-b ,C\cp-‘c; ——




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 Colorado workers’ compensation laws. Wherever possible light duty
restrictions imposed as a result of your injury will be accommodated.

RESPONSIBILITIES OF THE INJURED WORKER:
. | have been hurt on the job, what do | do?

If you experience a life or limb threatening injury on the job, seek immediate
medical attention at the nearest emergency room and then notify your supervisor
in writing. A life or limb threatening injury means an injury that you believe
threatens a portion of your body or your life in such a way that immediate medical
care is needed to prevent your death or serious damage. In all other instances,
notify your employer or supervisor that you have been injured before obtaining
any medical care. All injuries, no matter how small, should be reported to your
employer.

If your employer has designated a medical provider before or at the time of the
injury, you will be required to see that provider for medical care. If you choose to
seek your own medical care it may result in nonpayment of medical benefits and
you may be liable for your medical costs. If your employer does not direct you to
a medical provider, you may seek treatment from the provider of your choice.

By law, you must notify your employer in writing within four working days of an
injury, even if you have advised them verbally. If you do not report your injury to
your employer in writing within four working days, you may be penalized and lose
up to one day's compensation for each day's delay, provided that your employer
has posted a sign requiring four days' written notice. You may still file a claim for
benefits even if you are late reporting the injury to your employer.

Your employer has the right in the first instance to designate the medical provider
that injured employees must use. If your employer does not do so at the time of
the injury, you may choose your own medical provider.

After the claim is filed, the insurance company may request that you be
examined by another doctor of its choice, at its expense. If you do not go to this
examination, the insurance company may ask the Division for permission to stop
your benefits.

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. Colorado rules 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.

| have read my responsibilities and agree to abide by these guidelines.

Printed Name: J'—}l .\QB . Gmnu\ Signaturek:# a«/u&—/f

DATE: _JI- 23~ 1/




Background Investigation Information Release Form

Please read this form carefully and be aware that by allowing Employer Solutions Staffing Group
LLC to investigate your background with state and federal agencies, you will be waiving and
releasing all claims for damages you might sustain arising out of the criminal and driving record
background check and review.

| understand that a successful criminal and driving record background investigation is a

condition of my employment by Employer Solutions Staffing Group LLC to work at
facilities of:

and, further, that Employer Solutions Staffing Group may, at its discretion, conduct
periodic criminal and driving record background investigations on me during the course
of my employment with Employer Solutions Staffing Group.

| agree to waive and relinquish all claims | may have against Employer Solutions Staffing
Group LLC and its officers, agents, servants and employees as a result of my
participation in any criminal and driving record background investigation.

I do hereby fully release and discharge Employer Solutions Staffing Group LLC, its
respective officers, agents, servants, and employees from any and all claims from
damages that | may have or that may accrue to me on account of the results of any
aspect of any criminal and driving record background investigation.

| further agree to indemnify and hold harmless and defend Employer Solutions Staffing
Group LLC, its respective officers, agents, servants, and employees from any and all
claims resulting from damages sustained by me or arising out of, connected with, orin
any way associated with, any of the activities of any criminal and driving record .
background investigation and review.

| have read and fully understand this Waiver and Release of All Claims.

$3-11-0L 28 9oy 1Y Co
Social Security Number Driver's thnse No: idg
Cama re—

Last Name Flrst Name M.

Maiden and/or Other Last Names Used

190 e Lguiseaa Aok 1T Daany G 0277

Current Address City and County State and Zip Code
g ) Cipetg One:
Date of Birth ! Female

o 277
Signature: 7/2 o & Date: ﬂ— ’




Fomn 8850 Pre-Screening Notice and Certification Request for

(Rev. August 2008) the Work Opportunity Credit OMB No. 1545-1500
ﬂ?&";’i“;;‘i:&f:‘sl’\i:i“ > See separate instructions.

Job applicant: Fill in the lines below and check any boxes that apply. Complete only this side.
Your name t € \l‘ X b . @ QML Social security number » <D DN \"dl\rj\
Street address where you live ’S \ q 0. \J W R \1"‘\"\‘\ \A\Tﬂ L. ’ ‘ /-
City or town, state, and ZIP code D"’ AUS Co W = Al
County 'D( AV Telephone number (70‘-0)3? 3- &' \,CO \/

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

1 D Check here If you are completing this form before August 28, 2009, and you lived in the area impacted by Hurricane Katrina
on August 28, 2005. If so, please enter the address, including county or parish and state where you lived at that time.

2 D Check here if you received a conditional certification from the state workforce agency (SWA) or a participating local agency
for the work opportunity credit.
3 w&\eck here if any of the following statements apply to you.
e | am a member of a famlly that has received assistance from Temporary Assistance for Needy Familles (TANF) for any
9 months during the past 18 months.
® | am a veteran and a member of a family that recelved Supplemental Nutrition Assistance Program (SNAP) benefits
(food stamps) for at least a 3-month period during the past 15 months.

e [ 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.

e | am at least age 18 but not age 40 or older and | am a member of a family that:
a Recelved SNAP benefits (food stamps) for the past 6 months, or
b Received SNAP benefits (food stamps) for at least 3 of the past 5 months, but is no longer eligible to receive them.

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

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

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

e | am at least age 16 but not age 25 or older, and:

a During the past 6 months, | have not attended a secondary, technical, or post-secondary school for more than
an average of 10 hours per week, not counting periods during which the school was closed for scheduled
vacations, and
b During the past 6 months, if | was employed, during each consecutive 3-month period within the past 6 months,
I earned less than | would have earned if | had worked for the applicable minimum wage 30 hours every week
during the 3-month period, and
¢ ! do not have a certificate of graduation from a secondary schoo! or a General Education Development (GED)
certificate or | have a certificate that was awarded at least 6 months ago and | have not held a job (other than
occasionally) or been admitted to a technical or post-secondary schooli since | received the certificate.
4 D Check here if you are a veteran entitled to compensation for a service-connected disability and, during the past year,
you were:
e Discharged or released from active duty in the U.S. Armed Forces, or
e Unemployed for a period or periods totaling at least 6 months.
5 D Check here If you are a member of a famlly that:
® Received TANF payments for at least the past 18 months, or
e Received TANF payments for any 18 months beginning after August 5, 1997, and the earllest 18-month period beginning
after August 5, 1997, ended during the past 2 years, or
e 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 penaltles of perjury, | declare that | gave the aboyd informatlon to the employer on or before the day | was offered a job, and It s, to the best of my

knowledge, true, correct, and complete

Job applicant’s signature > ; J M KM Date 9 Q Z 7 ¥ )
——

For Privacy Act and Paperwork F]‘ductgn Act Notice, see page 2. Cat. No. 22851L Form 8850 (Rev. 8-2009)




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

PLEASE CHECK "YES" OR "NO" AND ANSWER ALL QUESTIONS
Name_ [+ U v D Camaret—

Address_ S\ N0 \J . L A s an~g - APT.

City 1>9Am State_ (s Zip_3%2\9" Social Security# S 2 S -/j-0 LT
Date of Bith_2, - /& -L ] Age LY

Please CHECK ONE ANSWER for each of the following questions, and complete question #5:
%? SNF)

1. Have you or any family member living with you received Temporary Assistance to Needy Families
or Aid to Families with Dependent Children (AFDC) during the past 24 months? Yes D 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. Are you part of the Ticket to Work program? Yes D No @
5. Name of person who received benefits T-€ \vy  (Amarer~—

Relationship S (£ City & State where benefits received L 2¢av]  Co

9. Have you received rehabilitation services from a State approved or Department
of Veterans Affairs approved Vocational rehabilitation agency? Yes |:| No
Name of Agency Phone #
Address of Agency Counselor's Name

6. Are you a veteran? Yes @No _ and Disabled due to service? Yes D No Z/
Service Dates: From: To: Branch:
7. Have you been unemployed at any time during the last 12 months? Yes Q/No |:]
If yes, dates of unemployment: From: To:
Did you receive unemployment compensation at any point during your unemployment?

If yes, dates received compensation: From:lﬂ; -]6 To; ?r‘c&t o Yes @,No l:]
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 @L

Parole Officer's Name: Parole Officer's Phone #

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 D No aL__

11. Did you receive a high school diploma or GED? If yes, date received: _ Yes m“No I:I
Have you been employed or been admitted to technical school or college since then?  Yes & No |—__|

12. How much in gross wages have you eamed TOTAL in the past six months? $ 40 2070.

1 hereby authorize any agency, organization, or individuals to supplyfSuch verification or information that may be needed to determine tax credit
eligibility to my employer, employer representative, or theDepaptmént/of Labors
— NEW HIRE SIGNATUR ATE 9 /[-2S

=

Questions below to be completed by manager
Starting Wage Position
Has employee worked for this company before? If yes, date and location




LY

U.S. Department Labor

Employment and Training Administration OMB Control No. 1205-0371

Expiration Date: November 30, 2011

YOUTH SELF-ATTESTATION FORM
Work Opportunity Tax Credit Program

Instructions: This Self-Attestation Form (SAF) is to be completed, signed, and dated by the new hire
only. Employers or consultants submit this SAF to the State Workforce Agency with Form ETA 9061 for
each certification request filed.

New Hire Name: F—C (‘\& \\Mu".\lh @mﬂfﬁ“‘ﬂ

Social Security Number: 5 23 -/ - ©Z25 Date of Birth:_ S ~ /f’ -&7)
Employer Solutions Staffing Group

Employer Name:

Employer Federal 1D (EIN) Number:

Please check all the statements that apply to you. Sign and date this form where
indicated below.

O In the past 6 months, | have not attended a secondary, technical or
postsecondary school for more than an average of 10 hours per week, not
counting periods during which the school is closed for scheduled vacations.

] | do not have a High School Diploma or GED certificate.

] | have a High-School diploma or GED certificate awarded more than 6 months
ago and | have not attended or been admitted to a technical or post-secondary
school. 1 also have not held a job (other than occasionally) since receiving my
High-School diploma or GED certificate.

Under penalties of perjury, I declare that this information is true and correct to the best of my knowledge.

New Hire’s Signature\:j é/nn;gﬂ/—-' DaterE z/

FAEE g

Privacy Act Notice:

The Intemal Revenue Code of 1986, Section 51, as amended and its enacting legislation, P.L. 104-188, specify that the State Workforce Agencies are
the "designated” agencies responsible for administering the WOTC certification procedures of this program. The information you have provided
completing this form, including the Social Security Number, will be disclosed by your employer to the State Worlforce Agency. Provision of this
information is voluntary; however the information is required to determine your employer's eligibility for the federal tax credit.

Public Burden Statement:

Persons are not required to respond to this collection of information unless it displays a currently valid OM B control number. Respondents’ obligation to
complele this form is required to obtain or retain benefits (P.L. 111-5). Public reporting burden is estimated to average 5 minutes per response, including
the time for reviewing instructions, searching existing data sources, gathering and maintaining the data needed, and completing and reviewing the
collection of Information. Send comments regarding this burden estimate to the U.S. Department of Labor, Division of Adult Services, Room S-4209,
Washington, D.C. 20210 (Paperwork Reduction Project 1205-0371). Please do not submit completed forms to this address.

ETA Form 9154 (Rev. May 2010)




Employer
Solutions
Staffing
Group LLC

Notification of Colorado Law Requirement —
Unemployment Acknowledgement

According to Colorado Statutes section 8-73-105.3. A temporary employee who
is given a notice that the employee is required to contact or notify the employer
upon completion of an assignment and to be available to work, as agreed upon
at the time of hire, during a specified period of time, on specified dates, or upon
call by the employer on an as-needed basis and who does not contact or notify
the employer upon completion of an assignment in compliance with the notice
and is not available to work at the agreed-upon times is deemed to have
voluntarily terminated employment for the purpose of determining benefits
pursuant to section 8-73-108 (5) (e). Also, a temporary employee who agrees to
work on an as-needed basis and refuses all work within three separate pay
periods when contacted by the employer is deemed to have voluntarily
terminated employment for reasons that may or may not allow an award of
benefits pursuant to section 8-73-108.

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

| 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: nitial)

“//J// , 9. /27
£

Employee Signature: Date:
» “Qh \_A l/
¢ /78 \ Jay, 20 @7 C<]

Employee (please print your name here)

CMG-08/2011



" Employer

Notification of Colorado Law Requirement —
Unemployment Acknowledgement

According to Colorado Statutes section 8-73-105.3. A temporary employee who
is given a notice that the employee is required to contact or notify the employer
upon completion of an assignment and to be available to work, as agreed upon
at the time of hire, during a specified period of time, on specified dates, or upon
call by the employer on an as-needed basis and who does not contact or notify
the employer upon completion of an assignment in compliance with the notice
and is not available to work at the agreed-upon times is deemed to have
voluntarily terminated employment for the purpose of determining benefits
pursuant to section 8-73-108 (5) (e). Also, a temporary employee who agrees to
work on an as-needed basis and refuses all work within three separate pay
periods when contacted by the employer is deemed to have voluntarily
terminated employment for reasons that may or may not allow an award of
benefits pursuant to section 8-73-108.

It is your responsibility to contact or notify ESSG once your assignment ends.

If you fail to do so, it may affect your unemployment benefits.

| understand by signing this form that | am responsible to contact or notify ESSG
once an assignment inds. | also acknowledge that | have received a separate

copy of this form. Initial)
\M /-/ é——/’ 7- 13- i/
/Employee Signéture: Date:

feln D @erore~

Employee (please print your name here)

CMG-08/2011



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 Colorado workers’ compensation laws. Wherever possible light duty
restrictions imposed as a result of your injury will be accommodated.

RESPONSIBILITIES OF THE INJURED WORKER:
. | have been hurt on the job, what do | do?

If you experience a life or limb threatening injury on the job, seek immediate
medical attention at the nearest emergency room and then notify your supervisor
in writing. A life or limb threatening injury means an injury that you believe
threatens a portion of your body or your life in such a way that immediate medical
care is needed to prevent your death or serious damage. In all other instances,
notify your employer or supervisor that you have been injured before obtaining
any medical care. All injuries, no matter how small, should be reported to your
employer.

If your employer has designated a medical provider before or at the time of the
injury, you will be required to see that provider for medical care. If you choose to
seek your own medical care it may result in nonpayment of medical benefits and
you may be liable for your medical costs. If your employer does not direct you to
a medical provider, you may seek treatment from the provider of your choice.

By law, you must notify your employer in writing within four working days of an
injury, even if you have advised them verbally. If you do not report your injury to
your employer in writing within four working days, you may be penalized and lose
up to one day's compensation for each day's delay, provided that your employer
has posted a sign requiring four days' written notice. You may still file a claim for
benefits even if you are late reporting the injury to your employer.

Your employer has the right in the first instance to designate the medical provider
that injured employees must use. If your employer does not do so at the time of
the injury, you may choose your own medical provider.

After the claim is filed, the insurance company may request that you be
examined by another doctor of its choice, at its expense. If you do not go to this
examination, the insurance company may ask the Division for permission to stop
your benefits.

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



COLORADO
DEPARTMENT
OF PUBLIC SAFETY

Colo

rado Bdreau of Investigation
Ronald C. Sloan, Director

http://cbi.state.co.us/

December 23, 2010
Felix David Camareno
8501 W Union Ave #12
Littleton CO 80123
Dear Mr. Camareno:

This letter is to verify that CBI has made a fingerprint comparison and posted a record in the victim file
of the Colorado Crime Information Computer (CCIC) that you:

Camareno, Felix David Date of Birth: 19670316
are not the same person as:

Date of Birth: 19670325
Date of Birth: 19670316

Jimenez, Mario
VICTIM AKA: Camareno, Felix David

The information on the CCIC computer is only available to Criminal Justice Agencies within Colorado.
Since CCIC information is not readily available to law enforcement officers outside Colorado, you may
wish to carry a copy of this letter with you to minimize the chance of an avoidable inconvenience.

If confirmation of the validity of the information in this letter is required, plea:se contact the CBI
Identification Unit at 303-239-4208. :

Bill Ritter, Jr,
GOVERNOR :
EXEC T Falsifying or altering this document with the intent to misrepresent the contents of the record is prohibited by
Colorado State law, and may be punishable as a felony when done with the intent to injure or defraud any person.
Patrol :
COIoradou:u"r:au
of invastigation .
Divislon of Smcerely’ )
Criminal Justice Ronald C. Sloan, Director
Soty et Ere Sotot: Colorado Bureau of Investigation
Frank R. Vanecek
Agent in Charge

Identification Unit ..

Identification Unit

Denver Office

690 Kipling Street, Sulte 3000 Pueblo Office Grand Junction Office Duraingo Office

Denver, Colorado 80215-5825 3416 North Elizabeth Street 2797 Justice Drive 160 Rock Polnt Drive, Unit B
(303) 239-4300 Puebtlo, Colorado 81008 Grand Junction, Colorado 81506 Durango, Colorado 81301
Admin. FAX (303) 235-0568 (719) 542-1133 (970) 248-7500 g_s.'l(?)'375-1646

Invest. FAX (303) 239-5788

FAX (719) 542-6411

FAY Q70N 2AQ T4



*219301-EMP|OFFICE USE ONLY ReHire Date DD DD DDDD

EMRLOYEE INEORNMNATION

(Must Be Eilled Out) ENROLEMENT EORM - 10k PLAN USE BIEACK or BLUE INK ONILY,
- ~ Do you or any dependents have Medicare?

Social Security Number IS.";IEH L |“ H 0"1’"7""3’[ Yes [INo If Yes:

oot PV  ser B Mg Bk e e Number (1D

Name Eeliv D, Gumaren

Street Addr 3‘?0 ) LO/‘.S\W V‘\~(4\—l(1 Medicare Effective Date I.le/lulll Mguallollﬂ
ee ess . LSt -

Names of Covered Pa?n(s)
1. Fe U . Qre

City@{/\\/\ State Zip mb—"ﬂﬂﬁ'l §
Home Phone BRE I'I_S_“ d—il'mmmm q 3.

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

REQUIRED DEPENDENT INFORMATION
MEDICAL Name A/Fl wle NN a T

[ ] $20.91 Employee Only Social Security Namber |2 J 3 2= L2 - 2121 2)1 ¥

mz,u Employee +1 . Date of Birth lQ"_ﬁ/I '][BJ/I /" 7 "’7">| Sex Ml@

Relationship: [] Spouse []Domestic Partner @ Child
D $56.67 Employee + Family

BENEEFF SELECTION Weekly Rates

N
D NO to MEDICAL, TERM LIFE, and STD benefits . ame
Social Security Number |_JL_I_|-L I -[ [ [l [ |
Date of Birth l_"_M:]L_M " " " I Sex |M"F|
DENTAL Relationship: [J Spouse [ Domestic Partner [] Child

a5.99 Employee Only Name
$11.98 Employee +1 Social Security Number I_"_"_H:"_H_"_"_"_I

I:] $19.77 Employee + Family Date of Birth I " I/I " I/I " " " I Sex rM]IiI
I:I NO Relationship: [J Spouse [ Domestic Partner [J Child
Name
TERM LIFE Social Security Number [ " " l l "JI_I
YES $0.60 Employee Only Date of Birth I——II——I I——Il—lll " " " Sex l_"_l
@\ $0.90 Employee +1 Relationship: [0 Spouse [ Domestic Partner [] Child
[IN0  $1.80 Empioyee + Family BENEEICIARY INFORMATION
For Term Life and Accidental Death & Dismemberment
SHORT-TERM DISABILITY please write in your Beneficiary information.

ﬁv@ $4.20 Employee Only Qﬁ'fmom‘ BENEFICIARY

t FE==te U Aaruis
D NO \rc_,b\ )
RELATIONSHIP

Short-Term Disability is not available to persons who work in VvV o ']’K»-—\
California, Hawaii, New Jersey, New York, or Rhode Island.

Accidental Death & Dismemberment is part of the Medical Benefit.

I have read the benefit packet and understand its limitations. I understand that open enrollment is only available for a limited time and

I understand that making no benefi ction is a declination of coverage.
- W owe EED G0

Form: ESC CU(ESG) 10K v10.3



