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Direct Deposit/Payroll Debit Card Autherization

Direet Deposit and/or Payroll Debit Cand.

Employees bave the option of receiving wages by
‘ i i1 bie paid by Bavroll Dlebit Card.

wiilten ¢ 1L, W

Traie

Bireot Deposit (Please complete Sections 3 and 5 below ¥
Payrall Debit Card (Plesse complete ad 5 helow

3

Sevtions

1 understand and acknowledge that if 1 do not provide 2
voided check with this divect deposit form, 1 am

S g . Yo urer & . ey dey 3ER
Paue o epulan ) respensible for any delays in payreil or extra costs i
Reutings % i incurred i the acceunt nummber that 1 provide is Ingorroct,
T 04150201 emrea it
Socenmns % e ; / // s
= FREEERET ) e Xl %
MQ@@% Tnitial | L0 Date /" ﬁ{/ /) 24 o
Acvous Tvpe: @’{fwma}g@ Savings [TTother P

* Yo help us avoid muking an erver, please atiach a copy of a voided check. (a deposit stip will not work)
* Wy change banks, 4o o cdose vour old bk sceount usl your direet deposit has started t the new bardk, which may the 2 pay

Update Bank Accowm

Pederal Jaw roguires ad] finencial instifntions to obtain, verify, and record information that identifies cach person w?w opens an aceount. {zz f):dgr o
vequest a Poyroll Debit Card for you, we must provide all of the following information that will enzble the i’;.nazzﬂcmi institwion 0 :{éfmiiiiy y@&y E}
vou do not submit a Direet DeposivPayroll Debit Card Authorization, BSSG will provide the necessary inibrzymtm‘n zmd issue you 3 Payr ?ﬁi Debit
Card 10 pay your wages. For your protection, the financial institution may ask vou to provide them additional identification informarion so they can
verify vour identity.

Except for the routing and account number, ESSG does not have access to any information regarding vour Payroll Debit Card aceount of
trarsactions, On your frst payday, vou will receive your new Payroll Debit Card, and a packet containing all of the erms and conditions. You Sﬁ:"‘iﬁ,
then sign acknowledging that you received the Payroll Debit Card and packet. Your Payroll Debit Card will be reloaded on cach payday vou recsive

Wages.

CARDHOLDER INFORMATION (55 vou want vour Pavroll Debit Cavd to be issund}
First Mo ML Last Name Biate of Birth

Street Address o0 st N7 ACCEPTASLE Social Securityd

iy Siate Zip Cell Phoue imobils)

RECFIPT OF PAVEOLL DEBIT CARD (o be completed when ven pick up vour Payroll Diebit Cardy
- Payrodl Dok Card Rouwting # Payroit Debit Card Account #

CER it
§ e reweived o Payeoll Dbl Cavd, weloome brochee, prograny Tees, progom terins, condifions, and discloswes. By aothoating o Payroll Debit Cand,
{ o agrocing to {he progran fenms, condifions, end disclosures that are included or made svailidble @ me From tme 1o tme Bow the Snmedsd Insiasion. §
suthorize the fnencie! utinution o debif my Payroll Debit Cord avcount fir the foes deseribed in the foe schedule that Is part of e PROZYRN L6,

eointions, et disclosures

Pare:

Cnplovee’s Sipnature:

{ athorize ESSG to divecdy deposit my periodic wages/‘compensation payments, net of required tas withholdings, ether required withholdings
or autherized deductions, into my account(s) as designated above and ta initiate, if necessary, debit entries and adiustrmentsfor any credit entries

e i error o Y sooousis). # E-mail is required for pay stub information.
S S d o , S
*E-mail: Kavoliegy @ madl o

i information will only be used to bend your paystubs electronically

Employee's Signature: {{“}'7 ij}f% e : : @féi‘é:’ ff} i{}&}{ [ <




STATEMENT OF CONFIDENTIALITY

This agreement made this_/J__day of_fzfher/ , 2015, between
Employer Solutions Staffing Group LLC, hereinafter referred to as “employer’,
and hereafter referred to as “employee”.

WITNESSETH:

For the duration of my employment and after resignation or termination of
this employment with employer, for any reason whatsoever, the employee si’za%i
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 nof be construed as a release or waiver by
the employer of the right to prevent any such violation in equity or otherwise.

s

Employee Signature

Employer Solutions Staffing Group LLC, Representative



e 335@ Pre-Screening Notice and Certification Request for %
the Work Opportunity Credit g B 50, TBAB00
i

e, Jor %J%f brig by

s Sor B Soo guparate invbructions,
é@%@ @g;g;@mm Fill in the lines below and check any boxes that apply. Gomplete only t

i5 side.
Kool o 7 o
Yo nae DL iapa g / . . NI SRRV
oA Rawolie. Qomer "5‘”/ Yy Social seocurity number & D ok
Srond mrirres i s AT 5?& f* o O - P ey
wiresd address whare vou live Laaco realdae S ooy G ESL §§§}§~~ o
/} i & 73 %

¢ OF o s o 7 Fr df Frioves o
City or town, state, and ZIF code AN ALY ; éj 5;1 - e Ay b
Count ?’*:} 7 5 % Ty { SABAY
woumy B Telephone number (15%77) 17 o

, P
¥ you are under age 40, erter vour dale of birth {month, day, year) {; :‘H 02 L fgsz’:gf

¥ Ll i;%za%céc; here if you received a conditional cerlification from the state workiorce agency (SWA) or a participating local agency
for the work opportunity credit.

2 [J Check here # any of the following statements apply to you.

* tam a member of a family that has received assistance from Temporary Assistance for Needy Families (TANF) for any &
mionths during the past 18 months.

# tam a vetersn and 2 member of 3 family that received Supplemental Nutrition Assistance Program (SNAP) benefits {food
stamps for et least a 3-month period during the past 15 months.

# twas referred here by & rehabilitation agency approved by the state, an employment network under the Ticket to Work
orogram, of the Department of Veterans Affairs.

« tam at least age 18 but not age 40 or oider and | am a member of a family that:
& 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 sligible to receive them.

= During the past vear, | was convicted of a felony or released from prison for a felany.

+ | received supplemental security income (881 beneiits for any month ending during the past 80 days.

« | am & veteran and | was unemployed for a period or periods iotaling at least 4 weeks but less than § months during the

past year.

& [I Check hers If you are a veteran and you were unemployed for a period or periods fotaling af least § months during the past

VEET.
4 [ Check here if you are a veteran entitled to compensation for a service-connected disability and you wers discharged or
refeased from active duty in the U.S. Armed Forces during the past vear,
5 Ll Check here if you are a veleran entitled to compensation for a service-connected disability and you were unemployed for 2

 period or periods totaling at least 6 months during the past year.

6 1 Check here if you are & member of a family that:
* Recaived TANF payments for at least the past 18 months, or
« Received TANF payments for any 18 months beginning after August 5, 1997, and the eariest 18-month period beginning
after August B, 1887, ended during the past 2 years, or
« Siopped being eligible for TANF payments during the past 2 vears because federal or state law Bmited tha maxires Hms
those payments could be made.

Sigrature—All Applicants Must Sign
Hrder penalties of parury, Ldedare tat | geve the above mlarmation to the employer oo or befora the day | was affsred n job, and s, 10 the best of iy knowledae, tue,
oo, and sompleta

o )
Job applicant’'s signature ¥ {z}i /?Q’f"“ ’  Date f 5 m{iﬁ !/S
© For Privacy Act and Paperuork Raémﬁm Aot Motien, see pags 2. Cat, M sossl. ' ;Qm 335{; (Rev. 12012,




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

R SECTION:

EMPLOVE :
ESG Client Name & State:

Hiring Manager: Position:

EMPLOYEE SECTION: ; B
Employee Name: %étwéi Address: (*i‘ﬁf““‘:‘*m{‘« oA e
3 S § o ey 1 e e ey 2 s i 3 / A £ }g& d
% {;Wé it: ii’»& L ﬁ:\% ‘g,;l‘:;f’y‘:{y”\‘ %{& i x?\f{ %\ﬁé} S }{ G £ §t (y‘ ,;,.if&g {{»;2 §f«{ -t § ; {«Q {, i.f [ fjf‘
SS&: Drate of Birth; Age: Have you worked for §f yes. 3“‘55’“‘}“:
L R 0 :3 LR - , this company befere? . in
R A e P 01 ¢ ERRNE 2o Yes No AT

Please complete ail questions, and sign and date the form.

1. Have you or has anmyone living with you reccived Temporary Assistance to Needy Families (TANF)
at any time since Angust 5, 19977 (1f ves. pleuse provide information below.}

Name of the perkon reeeiving henefits:

- Cin . Courgy:

Relationship to you

State:

Piave vou or has anyone living with you received Food Stamps (SNAF) at any time during the past 13 months?
{1 ves, plesse provide information below.}
Name of the parson recelving benefits:
Cigy {ounty:

Rciaimmi‘xgg} 10 your

Stata:

Have vou received Supplemental Seeurity Income (S81) at any time within the past 3 months?
Pleuse note, this is sot the samae as Social Security benefits {88} o Social Security Disability (88D} benefis.
Y vow checked yes please provide o copy of vour S51 documentation.

g

Have vou received any type of vocational rehabilitation servives within the past twe years?
1§ ves, please indicare which type of d%m:y you worked with and provide their location information below:

i} Vogational Rehah&mmzz Agency  Ldl Dept. of Velerans Allwirs g Employment Network {Ticket to Work Progrant)
Phone #

S Numeof Agency!
vy County: State:
*ff vou checked yos please provide & copy of vour active Individual Work Plan and Ticket to Work documentation.

Bl

Are you a ’ttiterzm of the U5, Military? *If ves, piéaw p} ‘ovide @ copy of vour DD-214 and letter of wpmm{m
£1F yes, plesse provide information below. 1 no, please continae to question #6.) i

Dutes of Service - From: / / Tos ! /

* Branch of Servicer
~ Are vou entitied fo or are you receiving compensation for a service-connected dmahsiitv“’
Have vau been umempiﬁyed at any tme dum}ﬁ the last 12 monthy? :

15 yes, dates of unemployment - From: To: ¢ /
i)id vou receive ummgiaymmi cﬁmpmm!xmr at any point during your ummpi&xmmi“

i

¢
f H

¥

%

H ave e you been copvicted of u felony or released frm;; prison for a felony mmmtma
/ / '

in the past 12 months?

Convichion Datel / { Release E}diﬁ:

State:

Was this a Qj Federal ar L] State conviction? if State « Commy:

FEC {Native s ;zzmﬂkm} ASE you of yoar spouse g member ¢
9 vou checked vas please provide o copy of vorr CIHB ¢ fmi

CA ngems* A you the child of foster fmmm Do you receive CalWorks? . W{zr&ﬁ}-m‘ v ﬁmmu é’wt?
Are youa migrantor seasonal firm worker? Have vou ever been vonvicted of a tuisde meanor?
!} Do youw receive Fanuly inda;uxdems Henelis? ' ' G

% Mi;ﬁ'&if{: American Tribe?

S Résiﬁeﬁtaz

PLE ASE: f?ﬁw&ﬂ ‘:«i{xi& AND i}&’fﬁ

S 1 ; ; i : : o
Lnder penaliies of pesfury, ] declare tie infarauition above to be trive and arrate to e best u{ w0y &m‘n ”u?f;», wfrf ' !rﬁm:fn*wihmm any agenc ;;

 peguication, or individuals 1o supply sucl verifie qifon ar information that pin ' he we i ) a‘erammm 1ax czedij éfigi?zilz’n’ m v empl
o k;oy}};gcg:x{.ﬁfn??’ ﬁwma}m‘ Consultoms, Ine. dba Retrowax), or the De partment f;;‘“ Le;br}z dhalia

f&@f”

ﬁ;}h&*

New iam;)mwsz sxgaaiuré*
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INJURY MANAGEMENT PROGRAM
Injured Worker’'s Responsibilities

As your employer, we are concerned about your full recovery. R&asana@iegnﬁ
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.

imﬁ}e{ﬁ&ééy following your appointment, provide a copy of the report to the
destgnaigﬁ 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 o ‘ ;
Iy ot e p ay or may not be on your

%




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

Notify vour emplover immediately of any new injuries or conditions that impact
vour physical condition,

If it is necessary to miss scheduled work due to a work injury, you must be seen
by vour primary health care provider the same day in order fo 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.

A7
Signed: ;@?g s

£ / f . C,R (x f;‘g‘ o
Printed Name: »K&V& W Comezs (N -V




LOST OR STOLEN PAYCHECKS

ifa paycheck is lost (missing, misplaced, destroyed, lost in the mall, efc.}, you
must notify your staffing recruiter that the check cannot be found. If it can be
verified that the check has not been cashed, ESSG will stop payment on the
check and re-issue the check 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 falia, fuera de lugar, destruido, perdido en
el correo, etc), usted debe notificar a su reclutador de personal que el cheque no
se puede enconfrar. Si se puede verificar que el cheque no ha sido cobrado,
ESSG se detendra el cheque de pago vy 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 v si la pérdida del cheque
no fue su culpa, ESSG emitird un nuevo cheque y no hay cuota se deducira.

AGREED/SE ACUERDA—
; 5 » - . . ;
Name/Nombre (con letra de molde): M%’{) [ (& (‘3 OV Q VLA R et

Signature/Firma: ng@ﬂ e L ; ) '




Employee Keeps This Form

Healthcare Notice of Exchange

As your emplover, we are required to provide yvou with the following information under Section 1512 of the Affgrdable Care

What is the Health Insurance Marketplace?

f"i*zs %ﬁgrk&iyﬁa&g is designed to help you find health insurance that meels your needs and fits your budget. The Marketpiace offers
QQQ%%?&? shopping” o ﬁ@ art§ compare private health insurance oplions, You may also be efigible for a new kind of tax cradit that
lowers vour monihly premium right away. Open enroliment for health insurance coverage through the Markelplace begins in Oclober

2013 for coversge starling as esrdy as January 1, 2014,

Can | Save Money on my Health Insurance Premiums in the Marketplace?

ployer does not offer coverage, of offers coverage
ur household income.

Actr

You may qusify to save money and lower your monthly premium, but only if your em
that doesn’t meet cerlain standards. The savings on your premium that you're eligible for depends on yo

Does Employer Health Coverage Affect Eligibility for Premium Savings through the Marketplace?

Yes. If you have an offer of health coverage from your employer that meets certain standards, you will not be eligible for a tax credit
le for a tax credit that lowers

through the Markeiplace and may wish to enroll in your employer’s health plan. However, you may be eligib

your monthly premium, or a reduction in certain cost-sharing if your employer dues not offer coverage io you at all or does not offer
coverage that meets cerdain standards. I the cost of a plan from your employer that would cover you {and not any other mermbers of
your family} is more than 9.5% of your household income for the year, or if the coverage your employer provides does not meet the
"minimurn value® standard set by the Affordable Care Act, you may be eligible for 2 tax cradit.1

Note: 1 you purchase a health plan through the Marketplace instead of accepting health coverage offered by your employer, then you

may lose the employer contribution (if any) to the employer-offered coverage. Also, this employer contribution -as well as your
emplovee contribution to employer-offered coverage- is often excluded trom income for Federal and State income tax purposes. Your

payments for coverage through the Marketplace are made on an after-lax basis.
**The Marketplace can help you evaluate your coverage options, including your eligibility for ¢
through the Marketplace and its cost. Please visit HealthCare.goV for more information,

including an online application for health insurance coverage and contact information for a Health
insurance Marketplace in your area™”

overage

i you decide to complete an application for coverage in the Marketplace, you will be asked to provide this information:
Employer Mame: Employer FEIN:
Ermployer Solutions Staffing Group, LLC ' 20-8084365
Employer Address: Phane Number for Health Benefits Team:
7301 Ohms Lane Suite 405 Edina, MN 55439 852-767-8519
Insurance | Who is Eligible?  Meets Meets When is it effective? Will ] be
plans Minimum | Minimum penalized if |
Available: Value Essential only have
Standard? | Coverage? ~ this plan?
Fixed Everyone No No Available immediately - Yes
Indemnity offered upon hire
Plan
| MEC Plan Everyone No Yes Available immediately~ | No
; offered upon hire ~
Major Full time employees Yes Yes Within 60 days of being No
| Medical after 120 hours are | determined eligible |
| plan | met in 30 days 5 , o
: For more information about ESSG’s Insurance options, contact:

- The Health Benefits Team
Employer Solutions Staffing Group o :
952-767-9519 }5hea?ib@:&m;}ia?emgs!utiéﬁsgrggug,ﬁﬁ}m s '7

E55G. pard iiﬁéﬁﬁg{;&{;‘gﬁé}a‘




www.employversolutionsgroup.com www MyPayESG.com

Employee Keeps This Form

NOTICE: ESSG Electronic Pay Stubs

& ATIENTION

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

1. You canview your check stub by logging into the employee portal at www. MyPayESG.com

Your username is the first four letters of your last name followed by the last four aumbers of your 55N

e oy

The log-in s case sensitive, 4o be sure that you capitalize the frot tetter of vour [BSLnamE,

For example: John Woods SSN; 111-22-3333 would have o username of Wootd3333

Your password will initially be Temp1234, and you will be directed to change it when you first log in, Be sure
to write down and keep your log-in information in a secure location. For support please email
WMyPayESG@MyPayESG.com

3. You can also receive your check stub by email by providing us with your email address on page 1 of this packet.
## vaur check stub will come from payroll@MyPayESG.com, be sure to check spam folder.

Empleado Toma Copiar

ESSG proporciona a los empleados con los talones de pago electrénicos. Usted
puede examinar su talon de pago utilizando cualquiera de los métodos siguientes:

1. Usted puede ver su talén de cheque por [a talaen el portal electronico del empleados en www MyPayESG.com

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

sy nimero de seguro social,
i portal es caso delicado, asegiirese de gue ls primera letra de su apellido sea mayisoula,

Por ejempio: Juan Gorcia SSN: 111-22-3333 tendria un nombre de usuorio de Gore3333

Su contrasea inicialmente serd Temp1234, v usted serd dirigido a cambiarla la primera vez que inicie sesion.
Asepiirese de anotar v puardar su informacién de registro en un lugar seguro. para apoyar email:
MyPayESG@MyPaylsG.com

2. También puede recibir su taldn de cheque por correo electronico , al provelr su correo electronico en la
pagina 1 de este paquete i i e
** Sutalon de cheque vienen de payroll@MyPayESG.com, asegurate de revisar ja carpeta de s;&a;m‘ ~







DISCLOSURE REGARDING BACKGROUND INVESTIGATION

{f@”&ﬁ& j{” Alanaccorned Corp | or any of its subsidiaries may obtain information about you from a
consurmer reporting z-;gm@%r amployment 53&5@3&595;. Thus, you may be the subject of a "consumer report” conducted
by a consumer reporting agency which may inchude information about your character, general repulation, personat
characteristics, and/or mode of living and which can involve personal interviews with sources sueh 55 your netebbors,
frierds, or assodiates. These reports may contain information regarding your eredit history, aiminal histooy (State and
Federal records), social security verification, address trace, motor vehicle records ["driving records”), verification of your
education or employment history, or other background checks. You have the right, upon written reguest made within g
reasonable time after receipt of this notice, to request disclosure of the nature and seone of any report conducted by
consumer reporting agency. Please be advised NationSearch.com, LLC{ NatinnSearchi-~11184 Huron 58 Suite 13;
Northglenn, CO 80234; (8001-827-9550—will be the consumer reporting agency conducting the badkground
investigation. The scope of this notice and authorization is all encompassing, however, aliowing the Company to oblaln
from any outside organization all manners of consumer reporting 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 fight 1o request

disclosure of the nature and scope of any report conducted by a consumer reporting agency.

: ACKNOWLEDGEMENT 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 those documents. ] hereby suthorize the ‘
abtaining of “consumer reports” by the Company at any time after receipt of this authorization and throughout my emgloyrnent, #
applicahle. | hereby suthorize, without reservation, any law enforcement agency, administrator, state or faderal agency, institution,
school o university (public or private], information service bureau, credit reporting agency, employer, to provide any 2nd all
background information requested by NationSearch.com, LLC—11184 Huron St. Suite 13; Northglenn, CO 80234 (800}-827-3550—
ancther outside organization acting on behalf of the Company, and/or the Company itself. | sgree that 3 facsimile {*fax”}, electronic
or photographic copy of this Authorization shell be as valid as the original

- Notice to California Applicants: Notice to Cafifurnis Applicants: Under section 1786.22 of Californts Clvll Code, v bave the right to reguest
from KadonSearch, upon proper identificstion, the naturs and sulbstancs of all information frs fifes pertaining to yoy, including the sourses of
iformation, sod reciptents of any reporis op you, which NationSsarch hag previvesly femished within the hwo-year period preceding your
respast, Vol may view the file maintained o5 vou by contacting MationSearch during norral business hours, You may alse obiein 2 capy of this
reportis) upon submitting proper identification. Upon malking 2 written request, you may receive 3 summary ol your report.

Rew York applicants or employees only: You have the right to nspect and receive 3 copy of any report conducted by a consumer reporting
sgency and reguested by the Company by contacting the consumer reporting sgency identiffed above directly,
Hotice to \aine Applicants; Under Chapter 210 Section 1314 of Maine revised Statutes, you have the right, upon reguest, 1o be informed
within § husiness days of such a request to whether or not 5 consumer report was requested. If such report was obtained, vou may contact the

consuner renorting speacy, NationSearch, and request s copy of the reportls compiled.
Minnesota and Oldshoma applicants or employess only: Please check this box if vou would like to receive o copy of 2 consumer repart B one is

obisined by the Company
Last Name: First Name: Middle Name:
0 N ) ; . * ) ik
Gome 2 Qwﬁ'@v AFD fi{‘ % 0
Other Names Used: SSh: Date of Birth:
' - O L {For Employment e g
5¢4-a5- Hay Purposesony) | (O FO D= T4
Motor Vehicle Number & State of Issue: Current Address: . '
(Oriver's License Number) | Prace Gafles 560 Carr ais9 Apt- 65

419226 Put Ricer | uabe, PR 00118
bobober &, 305~

 Signature: ~ ng’;z// , ; | Date: \
o this consumer report, and

~ Please initial iﬁ%ﬁiiﬁﬁﬁﬁ affirmation that you have been arix:igécf of your rights as it pertains ¢
~ are aware of the consumer reporting agency conducting the background investigation:







E-Verify - Print Case Details - Preview

1of2

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

SENSITIVE BUT UNCLASSIFIED

Department of Homeland Security

E-Verify

Report Prepared: 10/07/2015
Page: 1 of 1

Case Information:

Case Verification Number: 2015280132832KC

Employee Information:

Last Name:

Middle Initial:

Social Security Number:
Citizenship Status:

Document Information:

List B Document:

Gomez Rivera

A citizen of the United States

Driver's license or ID card issued by a U.S.

state or outlying possession

First Name:

Other Names Used:
Date of Birth:
Email Address:

List C Document:

Karolie

07/03/1979

Social Security Card

Document Name: Driver's license Document State: Puerto Rico
Driver’s License or ID Card Document Expiration Date:  07/03/2016
Number:

Alien Number: 1-94 Number:

Additional Information:

Hire Date: 10/05/2015 Employer Case ID:

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

Submitted By: CSCH4411 Submitted On: 10/07/2015
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:

Comiments:

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:

Response Date:
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Photo Matching Results:

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

Determination:

Employee Referred to DHS (Additional):

Referred By: Referred On:

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

Case Result: Response Date:

Case Closure:

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

Closed By: CSCH4411 Closed On: 10/07/2015

SENSITIVE BUT UNCLASSIFIED

10/7/2015 12:28 PM






