7301 Ohms Lane Suite 405
Edina, MN 55439

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

New Hire Application

Personal Data-- PLEASE PRINT LEGIBLY IN INK

g

LastName VELASQUEZ First Name __\/0& & Middle Initial V<
Strest Address_ /763 THo/Me  HVE. Apt/Ste

CityiStateizip (A CAGO | T L. 00660

Phone Number {M? M?w:gg} HGO-0629 Email Address /5L VELACw 0 B Z i Copy

Staffing Agency/Recruitment Partner

All offers of employment are conditional upon satisfactory proof of identity and legal ability to work inthe 8.4,

Are you legally authorized to work in the United States of America? [Q’YES [INO

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 procedures of ESSG.

VeEL T VELACQILE 2 ﬁ,@af Q ,/f {/ gl e

Name (Print or type) Aﬂphsant <Signature f Date

b copy or facsimile (“fax™) will be considered the same as an original signature, Email will ONLY be used for employment correspondenc

For ESSG Office Use Only

DOH NHW 1-8 X 8850 w4 -

Emergency Contact Info Background Release Form Background Results Unemployment Letter ESC Application
(If applicable)

For ESSG Client Use

DOH ROP Work Site Loc. WC Code

ESSG - CMG-IL B Rev. 1172013



Form W-4 (2014)

Purpose, Complate Fonm W-4 sothat your employer
warrwithhold the correet fedurad income Lo fror vour
pay. Consider somplating a new Form Wed each yaar

and when your parsorsl o financial siuation changes,

Exemiption from wxii:lm!dmg 1 you are exampl,
somplete onty lines 1, 2, 3, 4, and 7 and sign the form
1w validete it Your exemption for 2044 expires
Fabruary 17, 2015 See Pub. 505, Tax Withholding
andd Estimated Tas,

Note. I anether person can claim you 2s 2 depaadent
ari his of her tax return, yOu gannt el axemption
from withhalding #f your ineome exceads $1, D00 ang
includes maore than S350 of unearned incorne oy
example, interest and dividends),

Exveptions. Ar amployes may be shle to claim
axeraption from withholding even: | the amployes is &
dependant, if the enwloyee:

* I3 nge 65 or oldey,
» Js kadind, of
» Wil claim adjustrments io Income; 1ax credits; o
fternized deductions, on s or her tax return,

The sxcoptions do net apply te supplemental wages
greater than 51,000,000,

Basic Instructions. i you are nol exemipt, complete
tha Personal Allowances Workshest below. The
worksheets on page 2 further acdiust your
withhediing alfowances based on temized
tladuntions, certaln oredits, adjustments 1o income,
of weeanmors/multiple jobs silusBons.

Completeall wor kshaets that apply. Howsver, you
may laims fewer foy zoro) allowaneas, For taguar
wages, withholding most be based on allowarves
vt clairmed sod may not be g fist amount or
peroantags of woges,

Head of household, Generally, you can claim head
of tousehald filing status on your tax setun only §
yous are unmarted and pay more than 55 % of the
‘costs of keeping «;;} o harme Jor yoursel! and your
dependands) or other qualifying mdwrduais; Sne
Pub, 501, Exemptions, Standard Deduction, and
Filing }nfmnmt;w o infprrmation,

Tax predits. You s (ake profected tax eadits Into actuunl
It figasing your sewable number of withholding sliowances,
Cradits for child or dependent tare expanses and the child
tax credit may be dadmed wsing the Persotal Alfowances
Warkshont below, See Pyb, 505 i infarmation an
convarting your other cmdits into withiolding alowes

Honwage insome, £ you have a large amoent of
renwagn rcorme, such as infarest of dividends,
consider maldng eslimated tax paymants using For
1040-ES, Estimated Tax o Individuals, Dtherwise, you
gy owe addiional tax, I you hove pension o anmli%y
iinzems, see Pub, 50590 find oul if »,'fm shonilef adiust
yovgr withheiedivig on Foe Wed or WedP,

Two sarmers or multiple jobs. |f you have s
working spouse oF more then one job, Tigure the
ol ey of allowances you are entitied 1o clgim
on alf jubs using worksheets rom only one Form
Wied, ‘{cml withhoiding usually will b rirost scourate
whan all altowancas are claimad on the Form We4
for the Bighest paying joby and zerosllowances o
clalmed on the others. See Puls, 5D5 {or detalls,

Nonresident alffen, ¥you wre z nonresidant alies,
spe Moting 1592, Supplemantal Forn We4
Instrustions for Monresident Allens, befors
campleting this tor,

Gheck your withbolding. After your Form W4 tales’
efza{:i sise Pub, 505 o see how the amount you are

having withheld compares o your projected total tax
?m 2014, See Pub, 505, especially i your eamings
wxueed $130.000 Bing u} o F180,000 (Married),
Futare developimenis, Information - ahout any Ll

desslopments sdfuting Form Wes {such 95 legislition
engcted aller we releate 1 will be pasted al wwwirsgouind,

Personal Allowances Workshset (Keep fo:’y&u

r records.)

A Enter “1” for yourself if no one else can claim you as a dependent .
e You are single and have only one job; or

B Enter “1” if:

* You are married, have only one job, and your spouse does not work; or

B . |

2

® 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 avoid having too little tax withheld.)

D Enter number of dependents (other than your spouse or yourself} you will claim on your tax return .
E Enter “1” if you will file as head of household on your tax return {see conditions under Head of housshoid abave}
F Enter "1" if you have at least $2,000 of child or dependent care expenses for which you plan to claim a credit

mmoaoe

(Note. Do not include child support payments. See Pub. 503, Child and Dependent Care Expenses, for details.)
G  Child Tax Credit (including additional child tax credit). See Pub. 972, Child Tax Credit, for more information.
o If your total income will be less than $65,000 ($95,000 if married), enter “2” for each eligible child; then less “1” if you

have three to six eligible children or less “2” if you have seven or more eligible children.

« If your total income will be between $65,000 and $84,000 ($95,000 and $119,000 if married), enter 1" for each eligiblechid . . . G

H  Add lines A through G and enter total here. (Note. This may be different from the number of exemptions you claim on your tax retum.) » H =~ 2

< If you plan to itemize or claim adjustments to income and want to reduce your withholding, see the Deductions

For accuracy,
complete ali
worksheets
that apply.

and Adjustments Worksheet on page 2.
s If you are single and have more than one job or are martied and you and your spouse hoth work and the combined
earnings from all jobs exceed $50,000 ($20,000 if married), see the Two-Earners/Multiple Jobs Worksheet on page 2 to
avoid having too little tax withheld.

s |f neither of the above situations applies, stop here and enter the number from line H on line 5 of Form W-4 below.

Form W'4

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

Employee's Withholding Allowance Cettificate

P Whether you are entitled to claim a certain number of alfowances or exemption from withholding is

OMB No. 1545-0074

2014

Department of the Treasury
Internel Revenue Service 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 ard micdie initiat Last name 2 Yoursooisl sacixr&y number
¢ - =
JOEL T VE L ALAQUESE 37974 684G

Home sddress (urmber and street or raral route)

/763 . THerE AVE.

3 @f&ngle Eﬁl tarried [3 Married, but withhold at higher Single rate.
Note. If married, but fngally separaied, or spouse is & nonresident alien, check the "Single” box,

ity or twn, siate, and 2P code

CH/EB60, 7L

LO660

4 If your last name differs from that shown on your social security card,
check here. You must call 1-800-772-1213 for a replacement card. P> {3

5  Total number of allowances you are claiming (from line H above or from the applicable worksheet on page 2) 5
Additional amount, if any, you want withheld from each paycheck
7 |claim exemption from withholding for 2014, and | certify that | meet both of the followmg cond:tuons for exemp’uon
¢ 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 liability.

[=2]

If you meet both conditions, write “Exempt” here .

e

5

17

Under penalties of perjury, | declare that | have examined this certificate and tc the best of my knowledge and belief, it is true, correct, and complete

Employee’s signature
{This form is not valid unless you sign it} »

gg‘;;ﬁ?{a?j . ,éi,cmé&fd

Y23~y

Date »

8 Employer’'s name and address (Employer: Complete lines & and 10 only if surding to the IRS.)

8 Office cods (optionall | 10 Employer ideititication number (EIN}

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

Cat. No. 10220Q

Form W4 @014



i
i
i
i

lllinois Withholding Allowance Worksheet %\ ) Form IL-W-4

General Information If you have more than one job or your spouse works, you should
Complete this worksheet to figure your total withholding figure the total number of allowances you are entitled to claim.
allowances. Your withholding usually will be more accurate if you claim all of
Everyone must complete Step 1. your allowances on the Form IL-W-4 for the highest-paying job and
Complete Step 2 if claim zero on all of your other IL-W-4 forms.

 you (or your spouse) are age 65 or older or legally blind, or You may reduce the number of allowances or request that your

= you wrote an amount on Line 4 of the Deductions and employer withhold an additional amount from your pay, which may

Adjustments Worksheet for federal Form W-4. help avoid having too little tax withheld.

Step 1: Figure your basic personal allowances (including allowances for dependents)

Check all that apply:
No one else can claim me as a dependent.
| can claim my spouse as a dependent.

1 Write the total number of boxes you checked. 1 ]
2  Write the number of dependents (other than you or your spouse) you will claim on your tax return. 2
3 Add Lines 1 and 2. Write the result. This is the total number of basic personal allowances to which

you are entitied. 3 §

" 4 | you want to have additional Hiinois Income Tax withheld from your pay, you may reduce the
number of basic personal allowances or have an additional amount withheld. Write the total number
of basic personal allowances you elect to claim on Line 4 and on Form [L-W-4, Line 1. 4

Step 2: Figure your additional allowances
Check all that apply:

[J L am 65 or cider. O 1 am legally blind.

1 My spouse is 65 or older. [J My spouse is legally blind.
5 Write the total number of boxes you checked. 5
6 Write any amount that you reported on Line 4 of the Deductions and Adjustments Worksheet

for federal Form W-4 plus any additional lilinois subtractions or deductions, 6
7 Divide Line 6 by 1,000. Round to the nearest whole number. Write the result on Line 7. 7
8 Add Lines 5 and 7. Write the result. This is the total number of additional allowances to which

you are entitied. 8

9 If you want to have additional lllinois income Tax withheld from your pay, you may reduce the
number of additional allowances or have an additional amount withheld. Write the total number
of additional allowances you elect to claim on Line 8 and on Form IL-W-4, Line 2. g

IIE@ If you have non-wage income and you expect to owe lllincis Income Tax on that income, you may choose to have an additional
amount withheld from your pay. On Line 3 of Form IL-W-4, write the additional amount you want your employer to withhold.

{5*1 Iilinois Department of Revenue
/ IL-W-4 Employee’s lllinois Withholding Allowance Certificate
S P

. 1 Whrite the total number of basic aliowances that you

Soclal Security number }f C}’ -7 é?f“’“” é;g d ;‘? are claiming (Step 1, Line 4, of the worksheet). 1. {
2 Write the total number of additional allowances that

Name . you are claiming (Step 2, Line 9, of the worksheet). 2

Po— i e
«./ O£ S Ve brF< & A P 3 Write the additional amount you want withheld

Street address (deducted) from each pay. 3

d763 M. [HomE FVE.

| certify that | am entitled to the number of withholding allowances claimed on

Sty ALl OAC L State f£-2IP L0046 Y this certificate., Ny

‘ e é fﬁa«f \i;z J«fwgéﬁyw L2378
Check the box if you are exempt from federal and illinois » ; j p
Income Tax withholding and sign and date the certificate, ] Your sighatire ‘ Date

Eoptoyer: Kaep this certificate with your resorde. If you have refesrid the srployee’s federal

- - - T - cerfifivate to the IRS and the IRE has notitied you o disregard it, yoiu rinry ik be mquired to
This form is authorized uncsr the llinois Income Tax Act Disclosure tasagars this certificate. Fven [ you arg not sequired o refer the omployae's fetieral certificate to
of tis information is required. Faliute to provide information may the 1HE, you still may be requird to reler this cortificate to the Hlinnis Depariront of Revenue for
IL-W-4 (R-12/12) result in inis form not being processed and may resull in 2 penalty, inspaigion. See Nincls Incuter Tax Bogistivns 86 i Adm. Code 100.7110,




U.S. Citizenship and Immigration Services

Employment Eligibility Verification

Department of Homeland Security

USCIS
Form 1-9
OMB No. 1615-0047

Expires 03/31/2016

B START HERE. Read instructions carefully before completing this form. The instructions must be available during completion of this form

ANTI-DISCRIMINATION NOTICE: Itis illegal to discriminate against work-authorized individuals. Employers CANNGT specify which
document(s) they will accept from an employee. The refusal to hire an individual because the documentation presented has a future

U

expiration date may also constitute illegal discrimination.

Sec

than the firs

ployee Information and Attestation g§mp1syé§s m

day of employment, but ot before accepting a job offer.) ; . .
Last Name (Family Name) First Name (Given Name) Middle initial | Other Names Used (if any)
Ve L ASQUER JOEL T
Address (Sireel Number and Name)

Apt. Number City or Town

/763 A THOME AVE. CH7 CAGO

State Zip Code

i | 60660

Date of Birth (mm/dd/yyyy) |U.8. Social Security Number | E-mail Address

j2-28-5% B/ A7 [ee79)

Al T Ve LA RUETE D Grrgre |

Telephnﬂez Number
FTFS G006 2

| am aware that federal law provides for imprisonment and/or fines for false statements or use of false documents in
connection with the completion of this form.

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

E-]/A citizen of the United States

D A noncitizen national of the United States (See instructions)

[ ] Atawful permanent resident {Alien Registration Number/USCIS Number):

f:] An alien authorized to work until (expiration date, if applicable, mm/dd/yyyy)

(See instructions)

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

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

OR
2. Form 1-84 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:

Do Not Write in This Space

3-D Barcode

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

Signature of Employes: g}’é?{déw Ly g,f"g(}

o

Date (mm/ddivyyy): 5! -2 320/

employee.)

Preparer andfor Trans!ator Cer’aﬁcahon {To be completed and szgned if Section 1 is prepared by a person otk

er rha?éithe‘ =

| attest, under penalty of perjury, that | have assisted in the complet:on of this form and that to the best of my knowledge the

information is true and correct.

Signature of Preparer or Translator:

Date (mm/ddriyyyy):

Last Name (Family Name)

First Name (Given Name)

Address {Street Number and Nams)

City or Town

State

Zip Code

Erﬂp}aj}ér Completes Next Page

Form 1-9 (3/08/13 N



_ Employer Completes This Page @

Section 2. Employer or Authorized Representatwe. Rewew and Venﬁcat;on :
fEmplayefs 0{ their smhonzed representafwe must compiete and sign Secrion 2. w,et!}rn 3 busmess da ys of the empiayee s A f rst day of emp:'oymenf ch
mus! physm&!!y oxamine one document from List A OR examine 2 cornbination of one o‘ecumem‘ from List B and one document from List C as listed on
the "Lists of Accepiable Documents” on the next page of tms form For each dﬂcument yw rewew record me fr)iiowmg mfwmat:on dacumeﬂt z‘:ﬂe,

issuing authorily, document numbef snd exparatson date it a:?y )

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

ListA OR ListB
Identity and Employment Authorization identity

AND ListC

Empioyment Authorization

Document Tifle: 1y " _{Document Title:
US Vasgpork

Document Titla:

Issuing Authority:

Wited Stades Deparkmént of Stade

Issuing Authority:

Issuing Authority:

Document Number:

Document Number:
4% 17 0904

Document Number:

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

Hol /201F

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

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

Document Title:

Issuing Authority:

Document Number;

Expiralion Date (F any){mmiddiyyy)

Document Title:

Issuing Authority:

Document Nurmber:

Expiration Date (if any){(mm/ddiyyyy):

Do Not Write in This Space

3-D Barcode

Certification

I attest, under penalty of perjury, that (1) | have examined the document(s} presented by the above-named employee, (2) the
above-listed document(s) appear to be genuine and to relate to the employee named, and (3) to the best of my knowledge the

employee is authorized to work in the United States.

The employee’s first day of employment (mm/dd/yyyy): 04 ! 23 /LO' S (See instructions for exemptions.)

Signature of Employer or Authorized Representative Date (mm/dd/yyyy)
@%’ AU 000 04 [22/20l

Title of Employer or Authorized Representative

S Admin oanNg. issisrant™

Last Name (Family Name) First Name (Given Name) Employer's Business or Qrganization Name
g(/ho \ \ (\ ﬂ/l {1 ‘ ‘/\ EMPLOYER SOLUTIONS STAFFING GROUP LLC
Employer's éusihess or Organization Address (Sireef 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 (Famify Name) First Name (Given Name)

Middie Initial | B. Date of Rehire (if applicable} (mm/ddlyyyy):

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

Document Title: Document Number:

Expiration Date (if anyj(mm/ddfyyyy):

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

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

Print Name of Employer or Authorized Representative:

Form 1-9 03/08/13 N




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

DISCLOSURE REGARDING BACKGROUND INVESTIGATION

Employer Solutions Staffing Group LLC {ESSG) may obtain information about you for employment purposes from a third party consumer reporting
agency. Thus, you may be the subject of a “consumer report” and/or an “investigative consumer report” that may include information about your
character, general reputation, personal characteristics, and/or mode of living, and that can involve personal interviews with sources, such as your
neighbors, friends, or associates. These reports may contain information regarding your credit history, criminal history, social security number
validation, motor vehicle records (“driving records”), verification of your education or employment history, or other background checks. Credit
history will only be requested where such information is substantially related to the duties and responsibilities of the position for which you are
applying. You have the right, upon written request made within a reasonable time, to request whether a consumer report has been requested and
compiled about you, and disclosure of the nature and scope of any investigative consumer report and to request a copy of your report. Please be
advised that the nature and scope of the most common form of investigative consumer report obtained with regard to applicants for employment
is an investigation into your education and/or employment history conducted by Orange Tree Employment Screening, 7275 Ohms Llane,
Minneapolis, MN 55439, Tel.: 800-886-4777 or 952-941-8040. Fax: 800-886-0774 or 952-941-9041. ORANGE TREE EMPLOYMENT SCREENING's
website is at www.orangetreescreening.com, or another outside organization. The scope of this notice and authorization is all-encompassing,
however, allowing ESSG to obtain from any outside organization all manner of consumer reports and investigative consumer reports now and
throughout the course of your employment to the extent permitted by law. As a result, you should carefully consider whether to exercise your
right to request disclosure of the nature and scope of any investigative consumer report.

New York and Maine applicants or emplovees only: You have the right to inspect and receive a copy of any investigative consumer report requested by ESSG by
contacting the consumer reporting agency identified abave directly. You may also contact £55G to request the name, address and telephone number of the
nearest unit of the consumer reporting agency designated to handle inquiries, which ESSG shall provide within 5 days.

New York applicants or emplovess only: Upon request, you will be informed whether or not a consumer report was reguested by ES5G, and if such reportwas
requested, informed of the name and address of the consumer reporting agency that furnished the report. By signing below, you also acknowledge receipt of
Article 23-A of the New York Correction Law,

Oregon applicants or employees only: Information describing your rights under federal and Oregon law regarding consumer identity theft protection, the storage
and disposal of your creditinformation, and remedies available should you suspect or find that ESSG has not maintained secured records is available to you upon
requesi.

Washington State applicants or employessonly: You also have the right to request from the consumerreporting agéncy 3 written summary of your rights and
remedies under the Washington Fair Credit Reporting Act,

ACKNOWLEDGMENT AND AUTHORIZATION

| acknowledge receipt of the DISCLOSURE REGARDING BACKGROUND INVESTIGATION and A SUMMARY OF YOUR RIGHTS UNDER THE FAIR CREDIT
REPORTING ACT and certify that | have read and understand both of these documents. | hereby authorize the obtaining of “consumer reports”
and/or “"investigative consumer reports” by ESSG at any time after receipt of this authorization and throughout my employment, if applicable. To
this end, | hereby authorize, without reservation, any law enforcement agency, administrator, state or federal agency, institution, school or
university {(public or private), information service bureau, company, or insurance company to furnish any and all background information requested
by Orange Tree Employment Screening, 7275 Ohms Lane, Minneapolis, MN 55439. Tel.: 800-886-4777 or 952-841-8040. ORANGE TREE
EMPLOYMENT SCREENING’s website is at: www.orangetreescreening.com, another outside organization acting on behalf of the company, and/or
the company itself. | agree that a facsimile {“fax”), electronic or photographic copy of this Authorization shall be as valid as the original.

New York applicants or emplavees anlyr By signing below, you also acknowledge receipt of Article 23-A of the New York Correction Law.

Minnesots and Oklahoma applicants or erplovess only: Please check this box if you wauld fike to receive a copy of a consumer report if one s obtained by ES3G.

B {(viust include emnall adddrass; }

Quld . Vlan 25y

Sighature: N Date:

BACKGROUND INFORMATION

VELACAUE 2 e N OEL Middle:

Last Name:

Other Names/Alias:

Social Security #*: 3/?” TH - 6549 Date of Birth (mm/dd/yyyy}*: /L L5 S £

Driver’s License #: v %ﬁz’z - %:G?{?\f{ -536 d State of Driver's License: ZLL
Present Address: (763 . }%ﬁfﬁﬁﬁfg}w f?y’& Telephone # (Primary): 773 - HEO 08 2 ':?

City/state/zip:_ (A7 CAGD , TL. L0660

*This information wifl be used for background screening purposes only and will not be used as hiring criteria.



EMERGENCY CONTACT INFORMATION

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

| T e t s g3 p—
Employee Name: ___V/ OF L. gg . VE LA e #
addresss /763 0. THOME A CHURED, LL. 60660
Home Phone: 773 - & é?{i} -6 7 7

Contact #1 Home Phone:

Name:  AMONIQRUAE VELAQUEEZ |cotbhone: (3/2) §70 ~£63¢

Relationship: /7/40/ G HTER. Work Phone:
Contact #2 Home Phone:
Name: AJALELENE Cell Phone:/ 7 SO - 4
" verasauss  |CNTe(773) S¥0- 06 7¢
Relationship: DAY L 117 ER Wark 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.




P
i

gy
%

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

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

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

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

e You may call Customer Service 24 hours a day, 7 days a week, 365 days a
year at 888-220-4477 for balance inquiries or other questions. (Para
Espafiol, apriete dos)

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

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

email address.
Fill Out This Form! H



employer solutions staffing group.

For

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.
ASIC INFORMATION -
SSN# (last 4 digits)
JOEL I VLA wéz: B <0

"SECTION 2 PAYROLL ELECTION ... __

D Direct Depcs:t {Please complete Sections 3 and 5 hel GW)
G Pay mii Bebzt C:mi (Please comple‘te Sections 4 and 3 bel aw)

' SECTION |

Enmk yee Name

A Update Bank Account 1 understand and acknowledge that if I do not previdea
p -
voided check with this direct deposit form, I am
6/‘7(’ :4) $& 59 /_;;/V /( . responsible for any delays in payroll or extra cosis

Routing# T OCOC /3 ___ incurred if the account aumbey that I provide is incorrect.

g oot T TS 23258 . tnitial __ P Date_ ¥ —=R23 /T
| Account Type: M Checking O Savingg LiOtmer

. Bank Name:

»  To help us avoid making an error, please attach a copy of a veided check. (a depesit 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.

'SECTION, 4 PAYROLL DEBIT CARD (GLOBALCASHCARD)

Federal law requires all financial institutions to obtain, verify, and record information that identifies each person who opens an account. In order to
request a Payroll Debit Card for you, we must pmwde all of the following information that will enable the financial institution to identify you. If
vou do not submit a Direct Deposit/Payroll Debit Card Authorization, EbSG will provide the necessary information and issue you a Payroll Debit
Card to pay your wages. For your protection, the financial institution may ask you to provide them additional identification information so they can
verify your identity.

Except for the routing and account number, ESSG does not have access to any information regarding your Payroll Debit Card account or
transactions. On your first payday, you will receive your new Payroll Debit Card, and a packet yontmnmg all of the terms and conditions. You will
then sign acknowledging that you received the Pawoil Debit Card and packet. Your Payroll Debit Card will be reloaded on each payday you receive
wages.

CARDHOLDER INFORMATION {as you want your Payroll Debit Card to be issued)

First Name M.L Last Name Date of Birth
Street Address (0 BOX NOT ACCEPTABLE) Social Securityf
City State Zip Cell Phone (mobile)
GET TEXT ALERTS, when your paycheck is deposited on your card! [TTYes, sign me up, for text alerts
All we need to know your cell phone service provider and mobile number above! My mobile service provider is:

RECEIPT OF PAYROLL DEBIT CARD (to be completed when you pick up your Payroll Debit Card)
Payroll Debit Card Routing # Payroll Debit Card Account #
073972181
1 have received my Payroll Debit Curd, welcome brochure, program fees, program terms, conditions, and disclosures. By activating my Payroll Debit Card,
[ am agreeing to the program terms, conditions, and disclosures that are included or made avzilable to me from fime to time ffom the financial institution. 1
authorize the financial institution to debit my Payroll Debit Card account for the fees described in the fee schedule that is part of the program terms,
conditions, and disclosures.

Employee’s Signature: Date:

 SECTION 5 AUTHOZATiN v ' v » . .
I authorize ESSG to directly deposit my {)"‘I’iOdIC Wagesfcompemahcn paymems net of required tax thh mldmgs other wqured w1thbnidmg§
or autharized deductions, into my account(s) as designated above and to Initiate, if necessary, debit entrics and adjustmentsfor any credit entries

made in error to my aceount(s). * E~-mail is required for pay stub information.
*B-mail:_ S OEL ) VELARUWE 2 @ ars/e CoYy

this information will only be used to send your paystubs glectronically

: 4 77 .
Employee's Signature: (QMKQ’ Q . &é&W Date: ‘(7’{"“ R3-15
& P
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STATEMENT OF CONFIDENTIALITY

This agreement made this 13 day of AR/ , 2015, between
Employer Solutions Staffing Group LLC, hereinafter referred to as “employer”,
and _JoEL J. VELACQuUER hereafter referred to as “employee”.

WITNESSETH:

For the duration of my employment and after resignation or termination of
this employment with employer, for any reason whatsoever, the employee shall
not use or disclose to any other person or company, and confidential or
proprietary information or know-how related to the business of the employer.

In view of the difficulty of determining the amount of damages which may
result to the employer from a violation of any of the provisions hereof, the
employee agrees to pay to the employer the sum of $10,000 as liquidated
damages for every such violation; provided, however, that the payment of such
amount as liguidated damages shall not be construed as a release or waiver by
the employer of the right to prevent any such violation in equity or otherwise.

Empféyee S;gnature

Employer Solutions Staffing Group LLC, Representative



- 8850 Pre-Screening Notice and Certification Request for

{Rev. January 2012) the Work Opportunity Credit OMB No. 1545-1500
Department of the Treasury . .
internal Revenue Service P See separate insiructions.
Job applicant: Fill in the lines below and check any boxes that apply. Complete only this side.
TFA - -y 5 o
Yourname _ »/ OEL V- Vﬁ@ﬁﬁ@{,@i@% Social security number b \'.;}f%“ 7, - 55"’%?

Street address where you live / 7&3 W . 7” /A,/? M fund /;ZV = .
City or town, state, and ZIP code O f j’éfjfi? f%?’ £ @ / DAY (& 2 5; 5:;; &
County COOK Telephone number (/? /3, ‘%‘f Y0 -062Y

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

1 [[] Check here if you received a conditional certification from the state workforce agency (SWA) or a participating local agency
for the work opportunity credit.

2 ] Check here if any of the following statements apply to you.
e | am a member of a family that has received assistance from Temporary Assistance for Needy Families (TANF) for any @
months during the past 18 months.
e | am a veteran and a member of a family that received Supplemental Nutrition Assistance Program (SNAP) benefits (food
stamps) for at least a 3-month period during the past 15 months.
¢ | was referred here by a rehabilitation agency approved by the state, an employment network under the Ticket to Work
program, or the Department of Veterans Affairs.
I am at least age 18 but not age 40 or oider and | am a member of a family that:
a Received SNAP benefits (food stamps) for the past 6 months, or
b Received SNAP benefits (food stamps) for at least 3 of the past 5 months, but is no longer eligible to receive them.
During the past year, | was convicted of a felony or released from prison for a felony.
| received supplemental security income (SSI) benefits for any month ending during the past 60 days.
I am & veteran and | was unemployed for a period or periods totaling at least 4 weeks but less than 6 months during the
past year.

‘e

3 [ Check here if you are a veteran and you were unemployed for a period or periods fotaling at least 8 months during the past
year.

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

5[] Check here if you are a veteran entitled to compensation for a service-connected disability and you were unemployed fot a
period or periods totaling at least 6 months during the past year.

6 [ Check here if you are a member of a family that:
¢ Received TANF payments for at least the past 18 months, or
¢ Received TANF payments for any 18 months beginning after August 5, 1997, and the earliest 18-month period beginning
after August 5, 1997, ended during the past 2 years, or
» Stopped being eligible for TANF payments during the past 2 years because federal or state law limited the maximum time
those payments could be made.

Signature— All Applicants Must Sign

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

bl /. fifﬂwgﬁf‘ff’“ g o
Job applicant’s signature b g g A ‘;?% Date ‘%‘; 3~/ e

For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 228510 Form 8850 Rev. 1-2012)




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

EMPLOYER SECTION:
ESG FEIN#: ESG Client Name & State:

Hiring Manager: Paosition: Starting Wage: §

EMPLOYEE SECTION:
Employee Name: Street Address: City/State:

_ Zip:
TOEL T . iEL saues | 763 W JTHOMAE AVE | CHICHE0, /& | 60669
SS#: Date of Birth: Age: Have you worked for | I yes, location:
3/9-74-Csye | (R A8,/9SE | T | MEPRmEAT

Yes No

Please complete all questions, and sign and date the form. Yes No

1. Have you or has anyone living with you received Temporary Assistance to Needy Families (TANF) D ]
at any time since August 5, 19977 (If yes, please provide infonmation below.)

Name of the person receiving benefits: Relationship to you:
City: County: State:

2. Have you or has anyone living with you received Food Stamps (SNAP) at any time during the past 15 months? E‘T D
(If yes, please provide information below.) o
Name of the person receiving benefits: S OEL J. VELALOWEZ  Relationship to you:
City: 4 CAGD County, o0 State: /&~

(O8]

Have you received Supplemental Security Inceme (SSI) at any time within the past 3 months? D
Please note, this is not the same as Social Security benefits (SS) or Social Security Disability (SSDI) benefits,
*fvou checked yes please provide a copy of your SSI documentation.

N

4. Have you received any type of vecational rehabilitation services within the past two years? D
1f yes, plesse indicate which type of ageney you worked with and provide their location information below:
D Voentional Rehabilitation Agency E Dept, of Veterans Alfirs D Employment Network (Ticket to Work Program)
Name of Agency: Phone #:
City: County: State:

*fyou checked yes please provide o copy of your active Individual Work Plan and Ticket to Work documentation.

O
AN

n

Are you a Veteran of the U.S. Military? *Jf yes, please provide a copy of your DD-214 and letter of separation.
(If yes, please provide information below. Ifne, please continue to question #6.)

Dates of Service - From: / / To: / /
Branch of Service:

o

gl

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

]

If yes, dates of unemployment - From: / / To: / /

Did you receive uncmployment compensation at any point during your unemployment?

e O
[

K| O

6. Have you been convicted of a felony or released from prison for a felony conviction in the past 12 months?
Conviction Date: / / Release Date: / /

Was this a || Federal or D State conviction? If State - County: State:

IEC (Native American): Are you or your spouse & member of & Native American Tribe? ]:] @f

¥ you checked ves please provide a copy of your CDIB card.

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

SC Residents: [j Do you receive Family Independence Benefits?

PLEASE READ, SIGN, AND DATE:

Under penaliies of perjury, I declare the information above to be true and accurate 1o the best of my knowledge. and 1 herehy authorize any agency,
arganization, or individuals to supply such verification or information thai may be needed 1o determine iax credit eligibility 10 my employer, emplayer
representaiive (Associated Consuitants, Inc. dba Retrotax), or the Department of Lahor,

New Employee Signature: i;;ﬂ*}iﬁ *2? 5{5’{;5;5’5?‘““ g Date: 7R3 -/S




INJURY MANAGEMENT PROGRAM

Injured Worker’s Respdnsibi!ities

As your employer, we are concerned about your full recovery. Reasonable and
necessary medical care will be paid for any compensable work injury. Medically
authorized time away from work will be reimbursed in accordance with the State
of Minnesota workers’ compensation laws. Wherever possible light duty
restrictions imposed as a result of your injury will be accommodated.

RESPONSIBILITIES OF THE INJURED WORKER:

Minnesota Rule Sec. 5221.0430, Subp. 1 requires that you choose one primary
health care provider. Subpart 2 places limitations on your right to change
primary health care providers. Discuss with your employer any change in health
care provider.

Attend all scheduled appointments. While on physical limitations, visits should
be a minimum of once every two weeks. Failure to have current medical support
for disability may result in termination of benefits. Schedule your next
appointment immediately after your doctor visit, before you leave the clinic if
possible.

Obtain a Report of Workability from your physician at every appointment, a
minimum of once every two weeks. M.R. 5221.0420 requires that your physician
cooperate with return to work planning and that you be released to return to work
at the earliest appropriate time.

Immediately following your appointment, provide a copy of the report to the
designated employer representative. You should deliver this in person so that
changes in work restrictions may be addressed and any questions answered.

Follow all physical restrictions at home and at work.
Report to work and perform physically suitable tasks as assigned. These may or

may not be in your regular department. The work may or may not be on your
usual shift.



Maintain regular, weekly, communication with your employer if you are unable to
return to work., Contact your employer a minimum of after every visit with your
primary health care provider. Keep the claims representative advised of your
status.

Notify vour emplover immediately of any new injuries or condifions that impact
your physical condition.

If it is necessary to miss scheduled work due to a work injury, you must be seen
by your primary health care provider the same day in order to receive
compensation for the time away from work. The physician must complete a
Report of Workability.

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

N Y. P
Signed: Qol & f‘fﬁ&éfﬁ««f“’

JOEL. T. VELALQUER

Printed Name:

3]



%mpé yer solutions @ﬂ% ng group

Leveraging Resources in a Changing Market

Important/importante
LOST OR STOLEN PAYCHECKS

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

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

CHEQUES DE PAGO PERDIDOS O ROBADOS

Si un cheque de pago se pierde (que falta, fuera de lugar, destruido, perdido en
el correo, etc), usted debe notificar a su reclutador de personal que el cheque no
se puede encontrar. Si se puede verificar que el cheque no ha sido cobrado,
ESSG se detendra el cheque de pago y reemitir el cheque a usted, descontando
un cargo de entre $ 25 - $ 35.

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

AGREED/SE ACUERDA—
Name/Nombre (con letra de molde): xfﬁ}éwaf- /. VELASRUHEZ

Signature/Firma: {m;;:gﬁﬁ»{j (f f‘f [&




OFFICE USE

SILIND 218301-EMP ONLY

' EQUIRED EMPLOYEE INFORMATION

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

3 ) 9-T7H-(L 8§F G

oG]

Social Security Number
DacofBith L. R/ 28 / F 58 M
JOEL VELASQUUE 2

Street Address /763 (/- T/V?ME AVE.
cy CA7CHED

Home Phone

Name

~ Do you or any dependents have Medicare?
Ll Yes [ANo If Yes:
Medicare Health Tnsurance Claim Number (HICN)

™

/ /

Medicare Effective Date

Names of Covered Person(s)

1.

You MUST onrol n thc Indemmty Medlcal Insurance Phn bexorc dddmg
any additional Indemnity benefits, except Dental. Your coverage level

for the Term Life will be identical to your medical plan selection.

FIXED INDEMNITY MEDICAL
[/ $20.91 Employee Only

D $42 44 Employee + 1

D $56.67 Employee + Family

D NO to all Indemnity benefits.

This coverage is not available to residents of New

-

DENTAL

Z $5.99 Employee Only
D $11.98 Employee + 1

D $19.77 Employee + Family

[ ] ~o

Hampshire, Hawaii, or Puerto Rico.

2,
3

Name
Social Security Number T
DateofBirh ____/____ ' g IM|F]

Relationship: [ Spouse [ Child [ Domestic Pariner

Name

Social Security Number "

Datcof Birth ______. mm‘fmmmm %x M.

Relationship: [J Spouse ] Child [ Domestic Partner

 ENEFICIARY INFORMATIO!

‘or Term Life / Accidental Death & Dismemberment, please write
n your beneficiary information.

NAME OF BENEFICIARY .
SIADEL Enve VELASQRIUEZ
RELATIONSHIP

DAL s 17 ER

Sccidental Death & Dismemberment is part of the Term Life Benefit.

TERM LIFE

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

T

SHORT-TERM DISABILITY

YES Ck/\
[ Ino

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

$4.20 Employee Only

82193010-M-EMP

I huave read the benefit packet and understand its limitations. I unGcr\und that open errollment 1s only available for a limited tme and 1

understand that making no benefit seiecnon is a declination of coverage.

412318008

Date .

P> Signature ¢ :gqgu/é Q. Yilcesp—



DISCLOSURE AND CONSENT CONCERNING CONSUMER
AND INVESTIGATIVE CONSUMER REPORTS

This form, which you should read carefully, has been provided to you because CMG may request Consumer Reports and/or Investigative Consumer
Reports from a consumer reporting agency. The Company will use any such repart(s) solely for employment-related purposes. Consumer Reports or
Investigative Consumer Reports will be obtained from CSS Test, Inc. (“CSS Test™) located at 400 Laurel Oak Road, Suite 102, Voorhees NI, 08043,
They can be contacted at 856-627-5600. Under the provisions of the Fair Credit Reporting Act, 15 USC, Section 1681 et seq., the Americans with
Disabilities Act, the Drivers Privacy Protection Act and all other applicable faderal, state, and local laws, I hereby authorize and permit CSS Test,
Inc., to obtain a consumer report and/or an investigative consumer report which may include the following: Reports may contain information bearing
on your character, general reputation, personai characteristics, mode of living and credit standing. The types of information that may be obtained
include, but are not limited to: credit reporis, social security number, criminal records checks, public court records checks, including civil, driving
records, educational records, verification of employment positions held, workers compensation records, personal and professional references,
licensing, certification, etc. The information contained in these reports may be obtained by CSS Test from private or public record sources including
sources identified by you in your job application or through interviews or correspondence with your past or present coworkers, neighbors, friends,
associates, current or former employers, educational institutions or other acquaintances,

Additional State Law Notices: If you live or are applying for a job in California, Maine, New York or
Washington, please note:

California residents, under section 1786.22 of the California Civil Code, you may view the file maintained on you by CSS during normal business
howurs. You may also obfain a copy of this file upon submitting proper identification and paying the costs of duplication services, by appearing at
CSS in person or by mail. You may also receive a summary of the file by telephone. The agency is required to have personnel available to explain
your file to you and the agency must explain to you any coded information appearing in your file. If you appear in person, a person of your choice
may accompany you, provided that this person fumishes proper identification,

Maine: You have the right, upon request, to be informed of whether an investigative consumer report was requested, and if one was requested, the
name and address of the consumer reporting agency furnishing the report. You may request and receive from the Company, within five business days
of our receipt of your request, the name, address and telephone number of the nearest unit designated to handle inquiries for the consumer reporting
agency issuing an investigative consumer report concerning you. You also have the right, under Maine law, to request and promptly receive from all
such agencies copies of any such reports.

New York: You have the right, upon written request, to be informed of whether or naot a consumer report was requested. If a consumer report is
requested, you will be provided with the name and address of the consumer reporting agency furnishing the report. You may mspect and receive a
copy of the report by contacting that agency.

Washington State: If we request an investigative consumer report, you have the right, upon written request made within a reasenable period of time,
to receive from us a complete and accurate disclosure of the nature and scope of the investigation. You have the right to request from the consumer
reporting agency a summary of your rights and remedies under state law,

CONSENT

1 have carefully read and understand this Disclosure and Consent form and, by my signature below, consent to the release of consumer and/or investigative consumer
reports, as defined above, to the Company in conjunction with may application for employment. 1 further understand that any and all infonnation contained in my job
application or otherwise disclosed to the Company by me before, during or after my employment, if any, may be utilized for the purpose of obtaining the consumer
reports or investigative consumer reports requested by the Company. ! understand that if the Company hires me, it may request a conswmer report andfor an
investigative consumer report about me, as defined above, for employment-related purposes during the course of my employment. 1 understand that my consent will
apply throughout my employment, to the extent penmitted by law, unless [ reveke or cancel my consent by sending 2 signed letter or statement to the Company at any
time. This Disclosure and Consent foris, in original, faxed, photocopied or electronic form, will be valid for any reports that may be requested by the Company.

R—

Applicant Last Name VE: LA QUEZ  First k7~ OEL Middle /-
Social Security # B/9- 746587 Date of Birth (for ID purposes only) __ 7 R~25-6&
Drivers License Number and State of Tssue_ V #22 — #4305 - 93469 L L.

Prosent Address _ [ 763 LU 7_ %ME (FVE

City/State/Zip _CH7CAED . F L. (0650

Applicant Signature {r«/‘%&ﬁ); ‘g“:;;? 1{”{@%’% pate  F RIS
CALIFORNIA, MINNESOTA AND OKLAHOMA APPLICANTS ONLY:

[ I wish to receive a free copy of any Consumer Report and/or Investigative Consumer Report on me that is requested.

CSS Inc.

400 Laurel Oak Road, Suite 102, Voorhees, NJ 08043 Tel: 1-856-627-5600 Fax: 1-856-627-5699




e de: V422-4305-8369
sos. 1 2-28.58

Expiress } §w2§w§ &

tssveds 071414

JOEL J VELASOUEY

TTEL W THORE

Eﬁ?{;éﬁﬁ HELEYA

Mole 5087 170 ths BRHN Byes




E-Verify - Print Case Details - Preview

1of2

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

SENSITIVE BUT UNCLASSIFIED

Department of Homeland Security

E-Verify

Report Prepared: 04/24/2015

Page: 1 of 1

Case Information:

Case Verification Number: 2015114105037ST

Employee Information:

Last Name: Velasquez First Name: Joel
Middle Initial: J Other Names Used:

Social Security Number: RE X 6849 Date of Birth: 12/28/1958
Citizenship Status: A citizen of the United States Email Address:

Document Information:

List A Document: U.S. Passport or Passport Card

Passport or Passport Card 3517069 Document Expiration Date:  12/06/2017
Number:

Alien Number: 1-94 Number:

Additional Information:

Hire Date: 04/23/2015 Employer Case ID:

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

Submitted By: CSCH4411 Submitted On: 04/24/2015
Initial Case Result:

Case Result: Employment Authorized

Employee Referred to SSA:

Referred By: Referred On:

Case Result from SSA (after SSA Tentative Nonconfirmation):

Case Result:

Response Date:

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

Last Name: First Name:

Middle Initial: Other Names Used:
Social Security Number: Date of Birth:
Resubmitted By: Resubmitted On:
Case Result from SSA (after Resubmission):

Case Result:

Request Name Review:

Comments:

Submitted By: Submitted On:

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

Case Result:

Employee Referred to DHS:

Response Date:

Referred By:

Referred On:

Case Result from DHS (after DHS Tentative Nonconfirmation):

Case Result:

Photo Matching Results:

Response Date:

4/24/2015 9:50 AM



E-Verity - Print Case Details - Preview

20f2

Determination:

Employee Referred to DHS (Additional):

https://e-verity.uscis.gov/emp/BpCaseDetailsLetter.aspx?CaseVerNu...

Referred By: Referred On:

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

Case Result: Response Date:

Case Closure:

Closure Statement:
Closed By: Closed On:

SENSITIVE BUT UNCLASSIFIED

4/24/2015 9:50 AM



