7301 Ohms Lane Suite 405
Iy _ Edina, MN 55439
T:952.835.1288 « F:952.835.4881

New Hire Application

Personal Data-- PLEASE PRINT LEGIBLY IN INK

Last Name _ L€ First Name 'Za 0 Middle Initial __P__
Street Address ___[12'D Ra\esgh Stree t Apt. A0
City/State/zip __\WSTWNNSHE™ GO 90020

Home Phone Cell / Message Phone ’72-0'qu ~Sg l%
Company/Employer H cece \\ U\\" l CYW@'}

to work in the U.S.A.

Are you legally authorized to work in the United States of America? MYES CINO

Applicant Certification and Authorization
I 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.
I 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.
I release ESSG and other persons or entities from any claims that might be based on ESSG's decision to conduct a background check.
I 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.

0
200 P. Lee ?@o PDQD 07*68?43

Name (Print or type) Applicant'd Sjgnature Date

A copy or facsimile will be considered the same as an original signature.

For ESSG Office Use Only

DOH NHW 19 8850 w4
Emergency Contact Info | Background Release Form Background Results Unemployment Letter ESC Application
(If applicable)

ESSG - CMG-BC Rev. 08/2012




Form W4 ( 2013) Sompleto all worksheets that apply. However, you income, see Pub. 505 to find our i you shouid acust

may claim fewer (or zero) allowances, For regular your withholding on Form W-4 or W.

Wwages, withholding must be based on allowances Two eamners or muiltiple jobs. If you have N
Purpose. Complete Form W-4 so that your you clalmed and may not be a fiat amount or Working spouse or more than one job, figure the
employer can withhold the correct federal Income percentage of wages, total number of allowances you are entitled to clajm

from your pay. Consider completing a new Form Head of household, Generally, yoy can claim head on all jobs using worksheets from only one Form

W-4 each year and when your personal or financlal of household filing status on your tax retum only if W4, Your withhoiding usually will be most accurate
situation changes, yo:ts areft't(nma'rﬂed andhpay rrfn:ra than So%dof the when all allowances are claimed on the Form w-4
Exemption from Iding. If you are exem, costs of keeping up a home T yourself and your for the highest Ing job and zero allowances are
compl;twe only ,,m. 3, g: m’: 7 and sign ,;"I; dependent(s) or other qualifying Individuals. See claimed on memvs. See Pub. 505 for detalls,
form to valldate it. Your exemption for 2013 expires Pub. 501, Exemptions, Standard Deduction, and Nonresident alien. if yoy are a nonresident alien,
Fabruary 17, 2014. See Pub. 505, Tax Withholding Fling Information, for information. 366 Notice 1392, Supplemental Form W4 '
and Estimated Tax, Tax credits. You can take projected tax credits into Instructions for Nonresident Allens, before
Note. If another person can claim you as a account in figuring your allowable number of completing this form,
dependent on his or her tax retumn, you cannot clalm withholding allowances. Credits for child or Check your withholding. After your Form W-4 takeg
2xemption from withholding if your Income exceeds dependent care expenses and the child tax credit affect, use Pub. 505 to see how the amount you are
$1.000 and includes more than $350 of unearned "'"I"V be claimed using the Peraonal having withheld compares to your projected total tax

Income (for example, interest and dividends). Selow. See Pub. 505 for information on for 2013, Sea Pub. 505, especially ff you: eamings
Basic Instrustions.  you are not exempt, compete alowanng your other credits Into withhoicing exceed $130,000 (Singie) or $180,000 (Marriec),

the Personal Afflowances Worksheet below. The Future developments, Information about an future
worksheets on page 2 further adjust your Nonwage income. If you have a large amount of developments affecting Form W-4 (such ge
Withholding allowances based on temized comwrage income, such as Interest or dividends, legislation enacted after we reiease 1t) will be posted
deductions, certaln credits, adjustments to Income, consider making estimated tax Paymants using Form at www.irs.gov/wd,

or two-eameerumple jobs situations, 1040-ES, Estimated Tax for Individuals, Otherwise, you

mayoweadtﬂtlonaltax.lfyouhavepenslonorannuny

Personal A] owances Worksheet Keep for your records.)
A Enter“1"foryourselflfnooneelsecanclalmyouasadependent. R . . A [
* You are single and have only one Jjob; or
Enter “1” i; { * 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 *-g-" If you are married and have either a working spouse or more
than one job. (Entering “-0-" may help you avold having too littie tax withheld) . . . | T e e oL

Enter “1” if you will file as head of household on your tax retum (see conditions under Head of household above)
Enter “1” if you have at least $1,900 of child or dependent care éxpenses for which you plan to claim a credit
(Note. Do not Include child Support payments. See Pub, 503, Chiid and Dependent Care Expenses, for detalls.)
G Child Tax Credit (including additionaj child tax credit). See Pyb, 972, Child Tax Credit, for more information.,
* If your total income wili be less than $65,000 ($95,000 if married), enter “2” for each eligible child; then less “1” ifyou
have three to six eligible children or less “2” if yoy have Seven or mors eligible children,
* If your total Income will be between $65,000 and $84,000 ($95,000 and $119,000 if martled), enter “1” for gach eligblechid . . . gq
H  AddiinesA 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
For accuracy, and Adjustments Worksheet on page 2,
complete all * if you are ﬂl;flo and have more than one job or are married and you and your g, se both work and the combined
worksheets earnings from alf jobs excesd $40,000 ($10,000 i married), see the Two-EamenlMum Jobs Worksheet on page-2 to
that apply, avold having too little tax withheld,

* If nelther of the above situations applles, stop here and enter the number from line H on line 5 of Form W-4 below,
Separate here and give Form W4 to your employer. Keep the top part for your records.
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Mo s

w_4 Employee's Wlthholdlng Allowance Certificate OMB No. 1545-0074
Form
Department reasury P Whether you are entitied to claim a certain mmberofalownnmoroxunpﬂonmwmmmsh
|mmnw;.'u?s:w¢. sublocttonvlowbyﬂl-m&eremployormaybomqu!rodtoundaeopyofﬁul’onnbﬂlelﬂs. 2(@13
1 Your first name and middle initial Last name 2  Your soclal security number
Lee : 923 3)-Gg3]
Fome address (number and strest or rural Toute) :‘El Single (] Married 1 Marrieq, bt withhold at higher Single rate.
b ggz‘jg%g Styeet  #20! Mmﬂﬁ,hﬂlegalyw,uspombanmumtanmmmoww_o}_
Clty or town, HE code 4 lfyourlutnamodﬂmﬁomlhnahownonyounochlaowrﬂyeam.
Mesﬂmnﬁ‘er (40 3 V7o) mhmvoumnummmmaforamumemm > ]
§  Total number of allowances you are claiming (from fine H above or from the applicable worksheet on page 2) 5 ()
68 Additional amount, if any, you want withheld from each paycheck (JE

if you meet both conditions, write “Exempt” here < .. K
Under penaities of Perjury, | declare that | have examined this certificate and, to the best of my knowledge and bellef, it Is true, correct and complete.
Employee's signature
(This form Is not valid uniess yousignit) » %M p Date » Dq ’Oq' 201 3

8  Employer's name and address (Employer: Completg Jines 8 and 10 only if sending to the IRS.) | 9 Officcode {optiona)) | 10 Employer identification number (EIN)

For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 10220Q Form W-4 2013

Se—



Revision Date: 01/11/12

Affirmation of Legal Work Status

Pursuant to § 8-2-122, Colorado Revised Statutes

Employee Name: Lee ZM P I l 0 \( \ q 2

Last First Middle Date of Birth

Social Security Number: 535 . 37 bggﬁate of Hire: MM/DD/YYYY)

In accordance with § 8-2-122, C.R.S., within 20 days after hiring the new employee listed above,
I affirm all four of the following by signing this form:

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

2. Thave retained file copies of the documents required by 8 U.S.C. sec. 1324a.

3. Ihave not altered or falsified the employee’s identification documents,

4. Ihave not knowingly hired an unauthorized alien.

Print Name of Employer (or Designated Representative)  Official Title

(MM/DD/YYYY)
Signature of Employer (or Designated Representative) Date Signed by Employer

Business or Organization Name Employer Phone Number

The provision of false or fraudulent information on this form may subject the employer to a
significant fine and/or additional penalties.

This form and the documents required by 8 U.S.C. sec. 1324 (copies or electronic copies) will be
retained for the duration of the above named individual’s employment.

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

P ——



Employment Eligibility Verification USCIS

Form I-9
Department of Homeland Security OMB No. 1615-0047

& .. . . . -
D 5E U.S. Citizenship and Immigration Services Expires 03/31/2016
»START HERE. Read instructions carefully before completing this form. The instru

ctions must be available during completion of this form,
ANTI-DISCRIMINATION NOTICE: It is illegal to discriminate against work-authorized individuals. Employers CANNOT specify which
document(s) they will accept from an employee. The refusal to hire an individ

ual because the documentation presented has a future
expiration date may also constitute illegal discrimination.
Section 1. Employee Information and Attestation (Empioyees must complete and sign Section 1 of Form 1-9 no later
than the first day of employment, but not before accepting a job offer.)
Last Name (Family Name) First Name (Given Name) Middle Initiaf | Other Names Used (if any) '
Leg Zao P
Address (Street Number and Name) Apt. Number | City or Town State Zip Code
5 N
1125 Rgleish Shveet 20 westminster  [(« | 360620
Date of Birth (mm/ddlyyy) |U.S. Social Security Number | E-mail Address

: Telephone Number
o411 [EFFFHERR|  pradeedr @mai f.con 120-QYG-Sy

I 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.
I attest, under penalty of perjury, that | am {check one of the following):
JZ{;tizen of the United States

[:] A noncitizen national of the United States (See instructions)

[ Atawful permanent resident (Alien Registration Number/USCIS Number):

(1] An alien authorized to work until
(See instructions)

(expiration date, if applicable, mm/dd/yyyy) - Some aliens may write "N/A" in this field.

For aliens authorized to work, provide your Alien Registration Number/USCIS Number OR Form 1-94 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 aliens may write "N/A"

on the Foreign Passport Number and Country of Issuance fields. (See instructions)

Signature of Employee: /m D&)’\/ Date (mm/ddyyyyy): 09 ’ ()q h’o |

g )\

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/ddfyyyy):
Last Name (Famity Name) First Name (Given Name)
Address (Street Number and Name) City or Town State Zip Code

(ror) Employer Completes Next Page @

Form1-9 03/08/13 N



Section 2, Employer or Authorized Representative Review and Verification

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

List A OR ListB AND ListC

Identity and Employment Authorization identity Employment Authorization
Document Title: Document Titie; Document Title:
Issuing Authority: | Issuing Authority: Issuing Authority:
Document Number: Document Number: _Do_cument Number:
Expiration Date (if any)(mm/ddyyyy)- | Expiration Date (if any)(mm/dd/yyyy): Expiration Date (if any)(mm/ddfyyyy):
Document Title:
Issuing Authority:

Document Number:

Expiration Date (if any)(mm/ddfyyyy):

3-D Barcode
Document Title: Do Not Write in This Space

Issuing Authority:

Document Number:

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

Certification

| attest, under penalty of perjury, that (1) I have examined the document(s) presented by the above-named employee, (2) the
above-listed document(s) appear to be genuine and to reiate 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): (See Instructions for exemptions.)
Signature of Employer or Authorized Representative Date (mmvddyyyy) Title of Employer or Authorized Representative

Last Name (Family Name) First Name (Given Name) Employer's Business or Organization Name

Employer's Business or Organization Address (Street Number and Name) | Clty or Town State Zip Code

Section 3. Reverification and Rehires (7o e completed and signed by employer or authorized representative.)

A. New Name (if applicable) Last Name (Family Name) First Name {Given Name) Middle Initial [ B. Date of Rehire (if applicable) (mm/ddiyyyy):

C. If employee's previous grant of employment authorization has explred, provide the Information for the document from List AorList C the employee
presented that establishes current employment authorization in the Space provided below.

Document Title; Document Number: Expiration Date (if any)(mm/ddiyyyy):

| 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 documenty(s) | have examined appear to be genuine and to relate to the indlvidual.

Signature of Employer or Authorized Representative: Date (mm/ddsyyy): Print Name of Employer or Authorized Representative:

FormI-9 03/08/13 N n oA oa-



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

Employee Name: 7200 P. Lee
Address: 1\25 Ral lig’\ Sy s i ‘H- 251 Weehyniniey cQ 7003(
Home Phone: e - qQug- s>

Person(s) to contact in case of an emergency on the job (in order of preference):
1. Name: Q ee Loy

Phone (work):

Phone (home): T1w- 9280 - o093\

2. Name: Trovis T\!\D‘(‘
Phone (work):___ 7720 - YOD - {9372

Phone (home):

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

———



employer solutions staffing group

Leveraging Resources in a Changing Market

SSN# (last 4 digits)
C>l

Direct Deposit (Please complete Sections 3 and 5 below)

Payroll Debit Card (Please compiete Sections 4 and 5 below)
FION 3 DIRE DEPOST

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

Initiat 2 Date Oqlﬁqh3

Bank Name:

TCF Bank
Routing# | D—'Db (O q_ UKL
Account# qq,q, ( 232 Sg 6q

Account Type: Py Checking [J Savings DOther:\

SECTON PANROIL DB CARD

Federal law requires all financia| institutions to obtain, verify, and record information that identifies each person who 6pens an account. In order
to request a Payroll Debit Card for you, we must provide all of the following information that will anaitn st . o BIRN n to identify you.
If you do not submit a Nirect Nannsiema.— o - Provide youa

Payro| 1554 tification information
e @ pae wams
?2364.?8;4N30N ST ‘count or transactions.
_ ARVADA, CO 80005 Dute 1 will then sign
- Ju receive wages,
irst N: the orderaf A B ) i
o o @r)ﬂan & Rrzhsalon
Street / _ T o
Ci y
v : .A\ql K) Toceer s
RECEI Open 7 Days.- _ w
Payroll. g7 SN ==
—_ . l.
I have re l: LD?OOEI‘LLI: qLLLaBSSBq" DLSS SPAINGTIME »ayroll
Debit Ca— TeTIUTr O MAGE available to me from time to time from the financial

instimti"n-—rmmun;eme‘mﬁrncml 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:

Fauthorize 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 adjustments
for any credit entries made in error to my account(s). * E-mail is required for pay stub information,

*E-mail: Pam()\% QZ@gmalt LOm
Employee’s Signature: ?)7\4\ v g Date: 0 q{ Oq I (3

Rev. 012013

ESSG Location: CMG-BC




‘5‘ » employer solutions staffing group.

STATEMENT OF CONFIDENTIALITY

This agreement made this g day of S€p+ , 201 3, 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 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 liquidated 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.

%\DQ%—)‘)\/

Employee Sigr@}?’re

Employer Solutions Staffing Group LLC, Representative



INJURY MANAGEMENT PROGRAM

Injured Worker’s Responsibilities

As your employer, we are concerned about your full recovery. Reasonable and
necessary medical care will be paid for any compensable work injury. Medically
authorized time away from work will be reimbursed in accordance with the State
of 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 your employer immediately of any new injuries or conditions that impact
your physical condition.

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

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

Signed: Qa«)ub 4 2\9}/&/

p. Lok

Printed Name: 200




o 0090 Pre-Screening Notice and Certification Request for

(Rev. January 2012) the Work O pportunity Credit OMB No. 1545-1500
Department of the Treasury, .
Internal Revenue Service > See separate instructions.

Job applicant: Fill in the flines below and check any boxes that apply. Gomplete only this Side.
Your name 200 ¢- Lee Social security number> 522 27- b 389
Streetaddresswhereyoulive (25 Me Raleigh Strect 20
City or town, state, and ZIP code W/ € AL AGHEY - Lo 30820
County Rdams Telephone number 1720 ~q 4G -< 3| 3

If you are under age 40, enter your date of birth (month, day, year) N oV O L{ i \ qu 2

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 I am a member of a family that has received assistance from Temporary Assistance for Needy Families (TANF) for any 9
months during the past 18 months.

* | 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 rehabilltation agency approved by the state, an employment network under the Ticket to Work
program, or the Department of Veterans Affairs.

* | am at least age 18 but not age 40 or older 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.

* | am a veteran and | was unemployed for a period or perlods totaling at least 4 weeks but less than 6 months during the
past year.

3 [] Check here if you are a veteran and you were unemployed for a period or periods totaling at least 6 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. -

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

6 [ Checkhereif 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, | declare 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 compiete.

Job applicant’s signature b () Q—\_/ Date Oq l Oq ‘ ‘2

For Privacy Act and Paperwork Redu Act No{iée, see page 2. Cat. No. 228511 Form 8850 (Rev. 1-2012)




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

PLEASE CHECK "YES" OR "NO" AND ANSWER ALL QUESTIONS
Name 200 P. Leo

Address 125 Voleign STyeey 15200
City WeStmingley State (o Zip Dhoozo Social Security # _ 522- g7 (033
Date of Birth__ 1\ {[o4\92  Age_ 2¢

Please CHECK ONE ANSWER for each of the following questions, and complete uestion #5:
1. Have you or any family member living with you received Temporary Assistance to Needy Families (TANF)
or Aid to Families with Dependent Children (AFDC) during the past 24 months? Yes D No )ZB

2. Have you or any family member living with you received Supplemental Nutritional Assistanc rogram

(SNAP) (Food Stamps) at any time during the past fifteen (15) months? Yes No D
3. Have you received Supplemental Security Income (SSI) benefits in the
past sixty (60) days? Yes [ | No

4. Are you part of the Ticket to Work program? Yes D No /Z/

5. Name of person who received benefits
Relationship City & State where benefits received

6. Are you a veteran? Yes D No Z and Disabled due to service? Yes EI No /m/

Service Dates: From: To: Branch:
7. Have you been unemployed at any time during the last 12 months? Yes D No Z/
If yes, dates of unemployment: From: To:
Did you receive unemployment compensation at any point during your unemployment?

If yes, dates received compensation: From: To: Yes D No JZ(
8. Have you been convicted of a felony or released from prison in the last 12 months?

Date of Conviction: Date of Release: Yes D No

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

9. Have you received rehabilitation services from a State approved or Department

of Veterans Affairs approved Vocational rehabilitation agency? Yes D No
Name of Agency Phone #
Address of Agency Counselor's Name

10. Have you attended High School, College or Technical School for more than an avejage of
10 hours per week at any time during the last 6 months? Yes No D

11. Did you receive a high school diploma or GED? If yes, date received: 0‘5&')-0\\ Yes Z No D
Have you been employed or been admitted to technical school or college since then?  Yes B’ No D

12. How much in gross wages have you earned TOTAL in the past six months? $ K \000

! hereby authorize any agency, organization, or individuals to supply such verification or information that may be needed to determine tax credit

eligibility to my employer, employer representative, or the Dep ent of Labor.
— NEW HIRE SIGNATURE % 1% %\/\ __DATE _ oal(@dl3
\J

Questions below to be completed by manager

Starting Wage Position
Has employee worked for this company before? If yes, date and location




Employer
Solutions
Staffing

Group LLC

Notification of Colorado Law Requirement -
Unemplo ment Acknowled ement

According to Colorado Statutes section 8-73-105.3. A temporary employee who
is given a notice that the employee is required to contact or notify the employer
upon completion of an assignment and to be available to work, as agreed upon
at the time of hire, during a specified period of time, on specified dates, or upon
call by the employer on an as-needed basis and who does not contact or notify

pursuant to section 8-73-108 (5) (e). Also, a temporary employee who agrees to
work on an as-needed bas i

periods when contacted by the employer is deemed to have voluntarily
terminated employment for reasons that may or may not allow an award of
benefits pursuant to section 8-73-108.

Itis your responsibility to contact or notify ESSG once your assignment ends.
If you fail to do 80, it may affect your unemployment benefits,

un ()Tg:_/ o5 ]oa iy
Employee S@vature: Date; '

Lo Pl

Employee (please print your name here)

CMG-08/2011



employer solutions staffing group.

Leveraging Resources in a Changing Market

Important/Im portante
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 wil 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.

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

AGREED/SE ACUERDA—
Name/Nombre (con letra de molde): Zao P. Lea

Signature/Firma: /?ﬂ/\ ) ‘QX/
O
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ReHire Date /

- Do you or dependents have Medicare? EE——
Social Security Number _23_5_ '_Zl '_‘ 16_1 0 Yesy No yIf Yz .
ith V¢ ot 2 M . ) .
Date of Birth ! {___ —_ _LQ_E}__ Sex ; Medicdfe Health Insurance Claim Number (HICN)

Name 7‘/"10 P 5 LU / /
Street Address ’7{55 IeaLe" gh ‘Sb/a.f #& o | Medicare Effective Date —_—

Names of Covered Person(s)

Gty Wetminder  sae _(ozip 8003 O 1.

—— e e

Home Phone j_?é)_'ﬁii'_s‘g ! g =

——— 3

2 )

BENEEIT SELECTION Weekiyv Rutes

MEDICAL ‘

D $20.91 Employee Only

You MUST enroll in the Medical Insurance Plan before adding Term Life

or STD. Your coverage level for Term Life will be identical to your
medical plan selection.

REQUIRED

DEPENDENT INFORMATION
Name _Kiina Dl Shia Ty lor

D $42.44 Employee + One

E’$56.67 Employee + Family Social Security Number ﬂll'_zﬂ'_g_q'ée i
] Date of Birth Qz_/ﬁL/_?‘EQ_ Sex {
D NO to MEDICAL, TERM LIFE, and STD benefits, Relationship: [ Spouse )Zr Child [J Domestic Partner l

_ e
DENTAL ”

Name _ Travis Rugsel TN loy

[[1$5.99 Employee Only Social Security Number 2 2% -1 - 79 q—l_

[ ]511.98 Employee + One Date of Birth Q&’_Ql/_'ﬂiq_ Sex @

Relationship: [ Spouse [ Child (] Domestic Partner

[ ]519.77 Employee + Family &ome Corvimn g Lowo
Ao -
\ Social Security Number —_— l
TERM LIFE AN Dweormin /s
Relationship: [J Spouse [] Child (J Domestic Partner
D YES $0.60 Employee Only
$0.90 Employee + One
BNO $1.80 Employee + Family
S For Term Life / Accidental Death & Dismemberment, please write
@ in your beneficiary information.
SHORT-TERM DISABILITY
(/ NAME OF BENEFICIARY
YES
$4.20 Employee Only
NO RELATIONSHIP

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

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

I have read the benefit packet and understand its limitations. I
understand that making no benefit selection is a decl

P> Signature

understand that open enrollment js onl

y available for a limited time and I
ination of cpverage.

Date Qq_/_QQ\_/LQ\_i_
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CORPORATE MANAGEMENT GROUR

12000 N. Washington St. Ste, 290

Thomton, CO. 80241
Phone — 866.920.1425
Fax — 303.736.7767

Ba und Screening Reguest — Co rate Man. ent Grou
Accellent Package

Submitted by Tina Krol

Return Fax Number: (303) 736-7767

This fax contains the following:

® Authorization form
® Resume

Notes: Please limit the search to the following criteria

Social Security Trace
County Criminal History Search - 7 years of address history
Instant Nationwide

State Sex Offender
Education Verification

lof1



[IMPORTANT -- PLEASE READ CAREFULLY BEFORE SIGNING AUTHORIZATION]

DISCLOSURE REGARDING BACKGROUND INVESTIGATION

, or any of its subsidiaries may obtain information about you from a consumer
reporting agency for employment purposes. Thus, you may be the subject of a “consumer report” and/or an “investigative consumer
report” which may include information about your character, general reputation, personal characteristics, and/or mode of living and
which can involve personal interviews with sources such as your neighbors, friends, or associates. These reports may contain
information regarding your credit history, criminal history (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 request made within a reasonable time after receipt of this notice, to request disclosure of the nature
and scope of any investigative consumer report. Please be advised NationSearch LLC. 11160 Huron St. Suite 100 Northglenn, Co
80234, (800)-827-9550 will be conducting the ICR or another outside organization. The scope of this notice and authorization is all
encompassing, however, allowing the Company 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.

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 those documents. | hereby authorize the obtaining of “consumer reports”
and/or “investigative consumer reports” by the Company at any time after receipt of this authorization and throughout my employment, If
applicable. | hereby authorize, without reservation, any law enforcement agency, administrator, state or federal agency, institution, school or
university (public or private), information service bureau, credit reporting agency, employer, to provide any and all background information
requested by NationSearch LLC. 11160 Huron St. Suite 100 Northglenn, CO 80234 (800)-827-9550, 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.

Notice to California Applicants: Notice to Callfornia Applicants: Under section 1786.22 of California Civil Code, you have the right to request from
NationSearch, upon proper identification, the nature and substance of all information in files pertaining to you, including the sources of information, and recipients
of any reports on you, which NationSearch has previously furnished within the two-year period preceding your request. You may view the file maintained on you by
contacting NationSearch during normal business hours. You may also obtain a copy of this report(s) upon submitting proper identification. Upon making a written
request, you may receive a summary of your report.

New York applicants or employees only: You have the right to inspect and receive a copy of any investigative consumer report requested by
the Company by contacting the consumer reporting agency Identified above d irectly.

Notice to Maine Applicants: Under Chapter 210 Section 1314 of Maine revised Statutes, you have the right, upon request, te be informed within 5 business
days of such a request to whether or not an investigative consumer report was requested. If such report was obtained, you may contact the Consumer Reporting
Agency, NationSearch and request a copy of the report(s) compiled.

Minnesota and Oklahoma applicants or employees only: Please check this box if you would like to receive a copy of a consumer

report if one is obtained by the Company. O

Last Name: First: SS#
Lee 2000 583- 37- 3BT
Other Names used: Date of Birth:
Pa ZaD For employment Purposes Only | ‘ l 0 q l lq q 2
Motor Vehicle Number and State of Issue:
(Driver’s License #, NOT License Plate #) 0 q “14b-0\32
Address:

15 Ralegn Srveet s28)  \wectminste, (b F103D

Signature: %_/J 'Q ] Date: L)q IOQI (3

Please initial this box in“affirmation that you have been advised of your rights as it pertains to this consumer
investigative report, and are aware of the agency conducting the investigation:




ZaoPa Lee

7135 Raleigh Street #201 Westminister CO 80030
Cell (720)949-5813

pazaolee92@gmail.com
EDUCATION
Kaplan College 2011-2012 Thornton, CO
Medical Assistant GPA 4.0
Warren Tech 2009-2011 Arvada, CO
Two year degree in Health Sciences T echnology GPA 4.0
Pomona High School 2007-2011 Arvada, CO

Diploma GPA 3.9
HIGHLIGHTS OF QUALIFICATIONS
-

Bilingual- Fluent in English and Hmong

*  Manufacturing Medical Supplies/ Devices
* Two years of experience working with Geriatric Patients and Disabled Patients
* 6 years of processing cash/check/ credit card transactions and customer service
* Hardworking and Highly Reliable
* Willing to take on new challenges and responsibilities
SKILLS
* First Aide/ CPR Certified * Microsoft Word/ Excel/ ® Manufacture Medical
® Accounting Power Point Supplies/ Devices
® Costumer Service = Blue Prints * Laser Welding
* Keyboarding 60-70 WPM = Soldering ® QA inspection
PROFESSIONAL EXPERIENCES
Manufacturing Specialist Temp May 2012- July2013
Micro-Motion (Weekend 12hour Shift) Boulder, CO

*Assembled transmitters and pass it through Hipot Testing

* Troubleshooted transmitters and made sure they were all in range according to Blue Print
*Welded on tags to transmitters

*Understand 5s and ergonomics

*Maintained a clean work environment

*Worked as a Quality Inspector before sending it off too customers,

Lab Technician/ Packaging Inspector March 2012- June 2012
Sandoz Broomfield, CO
*Monitor capsules/tablets during processing and packaged product

*Palletized products

*Cleaning of machinery and work area

*GMP (good manufacturing practices)

Mechanical Operator/ Assembler September 2011 — February 2012
Covidien Boulder, CO
* Worked in ESH (electrical surgical hardware) and SPD (Surgical Product Disposables) Department
*Certified in Mechanical Operator/ Assembler

*Know how to follow blueprints assembly product from start to finish

*Experience in soldering (PCB boards, color code wires)

*GMP/ Clean Room
Head Cashier November 2006 to June 2011
New City Buffet Arvada, CO

* Processed cash, check, credit card transactions.
* Assisted with cleaning and restocking,
* Welcomed, seated, and placed orders for customers,

REFERENCE UPON REQUEST



