8/24/2015 E-Verify - Print Case Detsls - Preview

SENSITIVE BUT UNCLASSIFIED
Department of Homeland Security Report Prepared: 08/24/2015
E-Verify ' Page: 1of1
Case Verification Number: 2015236103950EZ
Case Information:
Employee Information;
Last Name: Fitzpatrick First Name: India
Middle Initial: Other Names Used:
Social Security Number: % 3% 5540 Date of Birth: 05/29/1977
Citizenship Status: A citizen of the United States Bmail Address:
Document Information:
: Driver's lic ID card issued U.S. : Certification of of Birth DS-
Dogmn’ant Name Driver's license Document State:
D ﬁLm or ID Card Document Expiration Date: ~ 05/29/2017
Alien Number: ; 1-94 Number:
Additional Information;
Hire Date: 08/24/2015 Employer Case ID:
Three-Day Rule Reason: Three-Day Rule - Other:
Submitted By: MARI1344 Submitted On: 08/24/2015
Inifial Case Resulf;
Case Remult: Employment Authorized
Employee Referred to SSA:
Referred By: Referred On:

Case Result from SSA (afier SSA Tentative Nonconfirmation):

Case Result: _iespnnse Date:

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

Last Name:; Pirst Name:
Middle Initial: Other Names Used:
Social Security Number; Date of Birth:
Resubmitted By: Resnbmitted 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 Regult: Response Date:
Employee Referred to DHS:

Referred By: Referred On:
Case Result from DHS (after DHS Tentative Nonconfirmation):

Case Romult iespnnse Date:
Photo Matching Results:

Determination:

hiips://e-verify.uscis.goviemp/BpCaseDetallsLetter.aspx?CaseVerNum=2015236103950E2
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8/24/2015 E-Verify - Print Case Detalls - Preview
Employee Referred to DHS (Additional):

Referred By: ~ Referred O

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

Case Remnlt: Response Date:

Case Closure: s . 5

T R e B e e
SENSITIVE BUT UNCLASSIFIED

hitps:/fe-verify.uscis.gov/iemp/BpCaseDetallsLetter.aspx?CaseVerNum=2015236103850EZ



Form W-4 (2015)

Purpose. Complete Form W-4 so that your employer
can withhold the comect federal income tax from your
pay. Conslider completing a new Form W-4 each year

and when your parsonal or finencia! situation changes.

Exernr!lon from withholding. if you are exempt,
compiete onl‘llnea 1,2,8,4,and 7 and al?n the form
1o validate it. Your exemption for 2016 mras

Feb 18, 20186, See Pub, 605, Tax holding
and Estimated Tax.

Note. If another person can claim you as a dependent
on his or her tax retum, You cannot claim exemption
from withholding If your income exceeds $1,060 and
Includes more than $350 of uneamed Income (for
example, Interest and dividends),

ns. An employee may be able to claim
exemﬂon from withholding even If the employee Is a
dependent, if the employee:
* |5 age 65 or older,
* Is blind, or

¢ Wil claim adjustments to income; tax credits; or
temized deductions, on his or her tax retum.

The exceptions do not apply to supplemental wages
greatsrthpaﬂﬁ $1 ,DOO.DO&p ol i 2

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

Complete all workshests that apply. However, you
may claim fewer (or zero) allowances. For regular
wages, withholding must be baged on allowances
you claimed and may not be a fiat amount or
percentage of wages.

Head of household. Generally, you can claim head
of household ﬂllgg status on your tax retum ontlz if
you are unmarried and pay more than 50% of the
costs of keeping up a home for yourself and gour
degende s?or er qualifying individuals. See
Pub, 501, Exemptions, Standard Deduction, and
Fliing Information, for Information.

Tax oredits. You can take projected tax credits Into account
In figuring your allowable number of withholding allowances.
Credits for child or dependent care expenses and the child
tax credit may be claimed using the Personal Allowances
Worksheat below, See Pub. 505 for Information on
converting your other credits into withholding allowanoes,

Nonwage Income. If you have a large amount of
nonwage income, such as Interest or dividends,
conslder making estimated tax using Form
1040-ES, Estimated Tax for Individuals. Otherwise, you
may owe additional tex, If you have pension or annuity
income, see Pub, 505 to find out Iw:;u should adjust
your withholding an Form W-4 or W-4P,

Two eamers or multipie jobs. If you have a
working spouse or more one job, figure the
total number of allowances you are ed to claim
on all jobs ualn]g| warksheets from only one Form
W-4. Yaur withholding usually will be most acourate
when all allowances are claimed on the Form W~4
for the highest paying job and zero allowances are
claimed on the others. See Pub. 505 for detalls.

Nonresident allen. If you are a nonresident allen,
see Notice 1382, Supplemental Form W-4
Instructions for Nonrasident Allens, before
completing this form.

Check your withholding. After your Form W-4 takes
effect, use Pub, 505 to see how the amount you are
having withheld com| to your ?fro]eotad total tax
for 2015, See Pub, 605, especially if your earnings
exceed $130,000 (Single) or $180,000 (Married).
Future developments. information about any future
developments affecting Farm W-4 (such as legislation
enacted after we release it) will be posted at www.irs.goviwd.

Personal Allowances Worksheet (Keep for your records.)

A  Enter “1” for yourself if no one eise can ciaimyouasadependent . . . . . .
* You are single and have oniy one job; or

B  Enter*1”if: { * You are married, have only one job, and your spouse does not work; or
* Your wages from a second job or your spouse's wages (or the total of both) are $1,500 or iess.

|

C  Enter “1" for your spouse. But, you may choose to enter “-0-" f you are married and have efther a working spouse or more
than one job. (Entering “-0-" may help you avoid having too littie tax withheid) . . .

mmo

Enter number of dependents (other than your spouse or yourseif) you will claim on yourtexretum . . . . . .
Enter “1” if you will file as head of housshold on your tax return (see conditions under Head of household above)
Enter *1” if you have at least $2,000 of child or dependent care expenses for which you pian to ciaim a credit

mTMmOO

{Note. Do not include child support payments. See Pub. 503, Chiid and Dependent Care Expenses, for detalls.)

G  Child Tax Credit (including additional chiid tax credit). See Pub. 872, Child Tax Credit, for more information.
® if your total income wili be iess than $65,000 ($100,000 if married), enter “2” for each eligible chiid; then less *1” if you
have two to four eligibie chlidren or less "2 if you have five or more eligible chiidren.
* if your total income wili be between $65,000 and $84,000 {$100,000 and $119,000 if married), enter “1” for each elighblechlid. . . G

H  Add fines 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 itemize or claim adjustments to income and want to reduce your withholding, see the Deductions
and Adjustments Workshest on page 2.

¢ |f you are single and have more than one job or are married and you and your spouse both work and the combined
eamings from all jobs ex?nei?hdhs;&d(.)'om {520,000 if married), see the Two-Earners/Multiple Jobs Worksheet on page 2 to
e tax e

For accuracy,
complete all
worksheets

that apply. avold having too |

o [f nefther of the above situations appiles, stop here and enter the number from line H on line 5 of Form W-4 below.

Form w-4

Department of the Treasury
Intemal Revenue Service

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

Employee’s Withholding Allowance Certificate

P Whether you are entitied to clalm a certalin number of allowances or axemption from withhoiding Is
subject to review by the IRS. Your employer may be required to send a copy of this form to the IRS.

OMB No. 1646-0074

2015

1 Your first name and middle Initial
——ndid

mnil.m:i l_'zlpg‘inc ¢

2 Your soclal security number

35Y--5590

Note, If

3 Single D Marnried D Married, but withhold at higher Single rate,
ed, but legally separated, or spouse Is a nonresident alien, check the “Single” box.

[«
Home address [number and strest or rural routs)
@ 0, gz;{/z Leee/
Clty or 3 and ZIP code '

%ﬂr /M

W 357 /

4 [f your last name differs from that shown on your soclal security card,
check here. You must call 1-800-772-1213 for a replacement card. P I:I

5  Total number of allownces you are claiming (from iine H above or from the applicable worksheet on page 2 5 -

6  Additional amount, if any, you want withheid from each paycheck . . . .
7 | ciaim exemption from withholding for 2015, and i certify that | meet both of th
e Last year i had a right to a refund of all federal income tax withheid because | had no tax liability, and

* This year | expect a refund of all federal income tax withheid because i expect to have no tax labliity.
if you meet both conditions, write “Exempt”" here. . . . .

e foliowing conditions for exemption.

6|$

. >l7]

Under penalties of perjury, | declare that | have examined this certificate an

Employee’s signature

(This form is not valid unless you sign it.) » A’]LS‘ '

d, to the best of my knowledge and belief, it Is true, correct, and complete.

owr B DY —|§

8 Employer’s name and address (Employer: Cohp_l;!em and 10 only if sending to the IRS.)

8 Office code (optional) | 10 Employer identification number (EIN)

For Privacy Act and Paperwork Reduction Act Notice, see page 2.

Cat. No. 10220Q

Form W-4 (2015)



Employment Eligibility Verification USCIS

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

P»START HERE. Read Instructions carefully before completing this form. The instructions must be avallable during completion of this form.
ANTI-DISCRIMINATION NOTICE: Itis lliegal to discriminate against work-authorized individuals. Employers CANNOT specify which
document(s) they will accept from an employee. The refusal to hire an individual because the documentation presented has a future
expiration date may also constitute lllegat discrimination.

S8ection 1. Employee Information and Attestation (Employees must complete and sign Section 1 of Form -9 no later
than the first day of employment, but not before accepting a job offer.)

Last Name ily Name) - _ First Name {Given Name) Middle Igitial | Other Names Used (if any)
%;za-/wdc = Z 14

Address (Street Number and Name) ApL Number | City or Town State Zip Code
[£22 Lasalle Ave | 305 | Mmnnrcasp)s | MV | E5¢Y03
Date of Birth (mm/ddAyyy) |U.S. Social Security Number | E-mail Address . Telephone Number

05/9°I/M‘1"1 B354t 2 B594| T4 7‘74%7‘774/( [SThmslan| 773-Fwo- T8

lam aware &mt federal law provides for imprisonment and/or fines for false statements or use of false documents in
connection with the completion of this form.

1 attest, under penalty of perjury, that | am (check one of the following):
A citizen of the United States

[T] A noncltizen national of the United States (See Instructions)
[T A ilawful permanent resident (Alien Registration Number/USCIS Number):

[] An allen authorized to work until (expiration date, i applicable, mm/dd/yyyy) . Some allens may write "N/A" in this field.
(See Instructions)

For allens authorized to work, provide your Allen Registration Number/USCIS Number OR Form i-94 Admission Number;

1. Alien Registration Number/USCiS Number:
3-D Barcode
OR Do Not Write In This Space

2. Form 1-94 Admission Number:

If you obtained your admission number from CBP in connection with your arrival In the United
States, include the following:

Foreign Passport Number:

Country of Issuance:

Some allens may write "N/A" on the Forelgn Passport Number and Country of issuance fields. ( See instructions)

Signature of Employee: @% Date (mm/ddfyyyy): 03' /Jy /&o V{a

Preparer and/or Translator Certification (To be completed and signed if Section 1 is prepared by a person other than the
employee.)

| attest, under penalty of perjury, that | have assisted in the completion of this form and that to the best of my knowledge the
information is true and correct.

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

@ Employer Completes Next Page @

FormI-9 03/08/13 N



Q Employer Completes This Page 9

Section 2. Employer or Authorized Representative Review and Verification

(Employers or their authorized representative must complete and sign Section 2 within 3 business da ys of the 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 following information: document title,
issuing authority, document number, and expiration date, if any.)

Employee Last Name, First Name and Middle Initial from Section 1: F-' \ '\"Lp&%ri b[ ' R \ w d t G

ListA OR List B AND ListC
identity and Employment Authorization Identity Employment Authorization

Z:;TAH;::; ;@iﬁn\tﬂ% 'S Lianmge . qli%;:re‘ 113:5; U—.Lios? o€ yida &
Selfoe M BEEYsC 1Linols

T SERBTon011H BT Lo\

Expiration Date {f any)(mm/dd/fyyy): Expiraﬂgl D:_‘te gf. a%y)ﬁm/&d/jgjiy)} ExpiraﬁorLD)ate fll I;I}z{mm/dd/yyyjo:

Document Title: 3

Issuing Authority:

Document Number:

Expiration Date (i any)(mm/dd/yyyy).

Document Title: Do Nmav;zzﬁnm;:; Space

Issuing Authority:

Document Number:

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

Certification

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

The employee's first day of employment (mm/dd/yyyy): 87 2 "// /S (See instructions for exemptions.)

Signature of Empiayer ¢} Authg Representative Date ?74%/5 Title af Employer orEAuthorlzed Representative

Last Name (Famlly Name) First Name (Given Name) Employer's Business or Organization Name
{ WG@ Iayr"‘ 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 Initiai |B. Date of Rehire (if applicable) (mm/ddAryyy):

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

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

| 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/ddAryyy): Print Name of Employer or Authorized Representative:

FormI-9 03/08/13 N






| COUNTY -bF COOK I
| STATE OR ILLINOIS )

OFFICE OF THE ?coumv CLERK g

5 -1 CERTIFICATION OF VITAL RECORDS! Iy

DAVID ORR
CERTIFICATICN OF BIRTH

‘

it ' BIRTH NUMBER: |12-77-8021416
NAME: INDIA CHANDRA FITZPATRICK ;; :

*['f' " DATE OF BIRTH{ | MAY 20, 1977 ] | SEX:
PLACE OF BIRTH: CHICAGO, COOK COUNTY, ILLINOIS
DATE FILED: JUNE 2, 1977 . DATE ISSUED:

e e
:I. o

.

| 0970416 ™ot B .a:.r:: T Gl

X Ao LT NI 60802- 1304 ._, s %vmxrrnvu&gg ¢

THOUT WA'rEﬁMAm; OR P ALTERED oh ‘:RAS: i

¢
This copy is t valid unless dilplaylng embosud uels of Cook CWnty and Coumy CItrlt. slgnaturo

i ';_j"vom W



@) employer solutions staffing group.
. Leveraging Resources in a Changing Market
Direct Deposit/Payroll Debit Card Authorization

Employees have the option of receiving wages by Direct Deposit and/or Payroll Debit Card.
If you do not provide a written election, wages will be paid by Payroll Debit Card.
SECHON T BASTE INEORN A FON

Employee Name : o
0((&— T':l 21 G

'*ll_(‘lh INEE D NN [ L i G N

b<] Direct Deposit (Please complete Sections 3 and 5 below)

| | Payroll Debit Card (Please complete Sections 4 and 5 below)

SLCHION 3 DIREC T DEPOSL

; [0 Update Bank Account

Bank Name; .

i Routinet ) ._9‘-{5'3
) Aot 9 | 0BG ABeo] Initial Z.F pae_OB DY-/¢
Account Type: | ‘CheckingD Savings | Ooter

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

SECHON HTPANROLT DEBEE CARD (GEFOBAL GASTTCARD)

SSN# (lest 4 digits)

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

S
(
")
|

quires all financial institutions to obtain, verify, and record information that identifies each person who opens an account, In ordér to
ayroll Debit Card for you, we must provide all of the following information that will enable the financial institution to identif you, If

bt a Direct Deposit/Payroll Debit Card Authorization, ESSG will provide the necessary information and issue you g.Pfyroll Debit
wages. For your protection, the financial institution may ask you to provide them additional identification inforpaffion so they can

number, ESSG does not have access to any information regarding your Payp

ofl Debit Card account or
o will receive your new Payroll Debit Card, and a packet containing all of th

terms and conditions. You will

ththe Payroll Debit Card and packet. Your Payroll Debit Card will be7eloaded on each payday you receive

CARDHOLDER INFORMATION (as you want yohxPayroll Debit Card to be issued) e

First Name MI. Last Name / -~ Date of Birth

Street Address (0 BOX NOT ACCHPTABLE) >'\/ Social Security#

City State Zip ™~ Cell Phone (mobile)

// S~
RECEIPT OF PAYROLL DEBIT CARD (to be completed when you pick up your Payroll Desit Card)
Payroll Debit Card Routing # Payroll Pebit Card Account #
, 073972181 B : — == =

Ihave received my Payroll Debit Cary come brochure, program fees, program terms, conditions, and disclosures, B ing my Payroll Debit Card,
T am agreeing to the program , conditions, and disclosures that are included or made available to me from time to time the financial institution. I

authorize the financial tion to debit my Payroll Debit Card account for the fees described in the fee schedule that is part of

(L ot

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

*E-mail: Iﬂ'/‘ﬁpﬁ‘h‘lélﬁ ,57 @ qmai /. CO’”

this information will only be used to's¢nd your paystubs electronically

Employee's Signature: —4'/"# Date: 08/8 L// /_S’_

[lv"-—

Employee’s Signature:




OFFICE USE

ONLY LOCATION

VSI-IND 219301-EMP

Rehire Date

ENROLLMENT FORM

REQUIRED EMPLOYEE INFORMATION
PRINT USING BLACK or BLUE INK
(Must Be Filled Out)

jisaen SecurityNumber 3. 954 -7 - 5592

| Date of Birth Zi’&i’l_@ﬂ_ﬂ Sex IEE

| Name Mz'na’fﬁ 6k

': Street Address __m //L/l‘/(—/

oy Sty [ sue U 20,5571 1 [
Home Phone ll&'ﬁlg'iia_i

Do you or any dependents have Medicare? —_T
‘| [ Yes No If Yes:
Medicare Health Insurance Claim Number (HICN)

/ /

— — — — —— — ———

Medicare Effective Date

Names of Covered Person(s)

1.

l L 3.
REQUIRED DEPENDENT INFORMATION

f Name

Sex @

. Relationship: [1Spouse [1Child [ Domestic Partner

1
r

!  Social Security Number
Date of Birth —___/

' Name
. Social Security Number ________°____  ~__
DateofBith /[ gex @E‘]

Relationship: [ Spouse [JChild []Domestic Partner

BENEFICIARY INFORMATION

For Term Life / Accidental Death & Dismemberment, please write
in your beneficiary information.

NAME OF BENEFICIARY

| RELATIONSHIP

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

ESC UNAV P2M v15.1
OPTION 1

FINED INDEMNITY PEAN

SELECT COVERAGE LEVEL

You MUST select a coverage level before adding any benefits, Your

D Employee Only E] Employee + Family

I::I Employee + 1 Q NO to all indemnity benefits.

L—_l vEs $20.91 Employee Only
$42.44 Employee + 1

o

This coverage is not available to residents of New

Hampshire, Hawaii, or Puerto Rico.

I::I vyES $ 6.17 Employee Only i '
$12.34 Employee + 1

coverage level will be identical for each benefit.
FIXED INDEMNITY MEDICAL (&o
$56.67 Employee + Family
DENTAL
4

g:_NO $20.36 Employee + Family

TERM LIFE

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

SHORT-TERM DISABILITY :

[]ves (E\

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

$4.20 Employee Only

P> Signature

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

PTION2 82193010-M-EMP_

- i Ui Lo = A e
i AL A 6 DL 3 1 ¥ oy
B Ind Srdvd o v A O Sl

I___I $58.87 Empioyee Oniy
D $87.73 Employee + |
l:l $186.99 Employee+ Family

@NO to MEC Wellness/Preventive Plan

oue 20 194 180/ 5



