E-Verify - Print Case Details - Preview

SENSITIVE BUT UNCLASSIFIED

Page 1 of 2

Department of Homeland Security

“ Report Prepared: 08/11/2015

E-Verify Page: 10f 1
Case Verification Number: 2015223110019NY
Case Information:
Employee Informations
Last Name: Lightfoot First Name:; MARTELL
Middle Initial; Other Names Used:
Social Security Number: #4424 4081 Date of Birth; 03/07/1988
Citizenship Status; A citizen of the United States Email Address:
Document Information:
q Driver's license or ID card issued by a U.S, .
List B Document: state or outlying possession List C Document: Social Security Card
Document Name: Driver's license Document State: Minnesota
T]grivelr s'License or ID Card Document Expiration Date:  03/07/2019
Alien Number: I-94 Number:
Additional Information:
Hire Date; 08/11/2015 Bmployer Case ID:
Three-Day Rule Reason: Three-Day Rule - Other:
Submitted By: KRIT3361 Submitted On: 08/11/2015
Initial Case Result:
Case Result: ~ Employment Authorized
Employee Referred to SSA:
Referred By: ; Referred On;

Case Result from SSA (after SSA Tentative Ni onconfirmation):

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: Response Date:
Employee Referred to DHS:

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

Case Result; Response Date:
Photo Matching Results:

https://e-verify.uscis. gov/emp/BpCaseDetailsLetter.aspx?CaseVerNum=2015223110019NY

8/11/2015



E-Verify - Print Case Details - Preview Page 2 of 2

Determination;

Employee Referred to DHS (Additional):

Refurred By: Referred On:

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

Case Result; Response Date:

Case Closure:

Closure Statoment:

Closed By: Closed On:
SENSITIVE BUT UNCLASSIFIED

https://e-veﬂfy.uscis.gov/emp/BpCaseDetailsLetter.aspx?CaseVerNum=201 5223110019NY 8/11/2015



. s h
¢ employer solutions staffing group. R T
. Leveraging Resources in a Changing Market Tel: 952.835.1288

www.esgstaffingsolutions.com

New Hire Application
Personal Data~ PLEASE PRINT LEGIBLY IN INK

LastName L« 3 mﬁ’ﬂ} First Name _AW fed Middle Initial _,D_
Strest Address /3 /() Burng Ave Aptiste 2359
City/State/Zip &EIWI- MI MM S$ /9 Social Security Last Four XXX-XX- fﬂ[
Phone Number __ /2 - 70 7 -3/ Email Address @

Staffing Agency/Recruitment Partner

1l offers of employment are conditional upon satisfactory proof of identity and legal ability to work in the U.S.A.

Are you legally authorized to work in the United States of America? G¥Es [INo
Applicant Certification and Authorization

1 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 ellgibility for rehire.
| understand that a comprehensive background check may be conducted to determine my eligibllity 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.
1 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 resuit 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.

M’g{ﬁﬂ h"ﬁbtfm[
Name (Print or type

A copy or facsimiie (“fax") will be considered the same as an original signature. Emaii will ONLY be used for employment correspondence

L/

Date

For ESSG Office Use Only
DOH NHW 19 8850 w4
Emergency Contactinfo | Background Release Form Background Resuits Unemployment Letter ESC Application
(if appiicabie)
For ESSG Client Use
DOH ROP Work Site Loc. WC Code

ESSG - CMG-Supermoms Rev. 052015



F w_4 20 15 The exceptions do nat apply to supplemental wages Nonwage income. If you have a large amount of
OI' m greater than $1,000,000. no::flgge Income, such as Interest or dlvld:&da,Fo
conslder making estimated tax ents m
Baslc Instructions. If you are not exempt, complete Irayvldualsm. Oth ng T

Purpose. Complete Form W-4 so that your empio the Personal Allowances Worksheet below. The 1040-ES, Estimated Tax for In
S T R e P e L S Gt Ay
., Conslder completing a new Form each year olding allowances based on item| ] y
gna& when your pergonal %r financlal situation charyrges. de%cﬂong, oertalm/ rlluerlacilti,s adtjmaﬁuatments to Income, "I,':vur withholding °"u':z: w-::_r" -4P. have
Exemption from withholding. If you ars exempt, or two-eamers/multiple jobs situations, 0 earners or mi e jo you a
mmpﬁcg onlylines 1, 2, 3, 4, and 7 and sign thp; form Complete all workshests that apply. However, you t";‘t’a"]dng 8| “3?3{ more than one mbﬁ?f'ﬁa the
to validate It. Your examption for 2015 expires may olaim fawer (or zero) allowances. For regular allnu'l':'s 3';1° °wﬂg‘;'°”gg'; are) °l 8! ;E'S claim
February 18, 2018. Sse Pub. 505, Tax Withholding wages, withholding must be based on allowancas W 4 4" Iﬂr:ﬁ "él" “E' 'I'l'lg"y one Form
and Estimated Tax. you olaimed and may not be a fiat amount or ) a‘l)lua"ﬂgwan%ssnagreuzll‘algevg G %‘rg"gmf?a
Note. If another person oan claim you as a dependent percentage of wages. for the highest paying job and zero allowances are
on his or her tax retumn, you cannot claim exemption Head of household. Generally, you can claim head olaimed on me%ﬁem‘ See Pub, §05 for detalls,
from wlthholdlntﬂ if your income exceeds $1,050 and of housshold ﬂﬂgg status on your tax retum only if N ident allen. If Id
Includes more than 8350 of uneamed Income (for you are unmarried and pay more than 50% af the °"'N°’°ﬂ °1 sgze's" yl""' mt:l ',lg"mwim aflen,
example, Interest and dividends). costs of keaping up a home for yourseff and Jour e ation ort upplgmetnA" nll:‘efo
dependent{s) or olﬁer qualifying Individuals. See nstructions for Nonresident Aliens, before
ns. An employee may be able to clalm Pub. 501 i dard Deducti d completing this form.
exemption from withholding even if the employes is a ub. 901, Exemptions, Stan uction, an
dependent, if the employee: Filing Information, for information. Chack your withholding. After your Form W-4 takes
Tax oredits. You can take projetted tax credits Into account sffect, use Pub, 505 to see how the amount you are
* Is age 65 or older, 2 {, having withheld compares to your projected total tax
in figuring your allowable number of withholding allawances, for 2016, See Pub. 508 tally if f
e Is bilnd, or Credits for child or dependent care expenses and the child 7 ed $190. 0 iSinale) oy 64 & ly if your eamings
credit may be claimed using the Personal Allowances excsed $130,000 (Single) or $180,000 (Married).
fomesddoditorn. on oo 0 Morentbo Seo Pl ol i Soma s P SR
) lopm ng Form such as on
Al . Ryl L 2 e snaomg after we rsleaga 1) will be posted at www.irs.goviw4,
Personal Allowances Worksheet (Keep for your records.)
A Enter“1”foryoursalfifnooneelsecanclalmyouasadependent. 0 0 6 0 0 6 oo o 096 O o oo 6 /3
* 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 i B
® Your wages from a second job or your spouse’s wages (or the total of both) are $1 ,600 or less.
C  Enter “1” for your spouse. But, you may choose to enter “-0-" if you are married and have elther a working spouse or more
than one job. (Entering *-0-" may help you avold having too littie tax withheld) . . . . . . . ., ., . .. c
D Enter number of dependents {other than your spouse or yourself) you will claimon your tax retum . . . . . o o D
E  Enter “1” if you will file as head of household on your tax return (see conditions under Head of household above) E ATLEG
F Enter “1” if you have at least $2,000 of child or dependent care expenses for which you plan to claim a credit . F

{Note. Do not Include chiid support payments. See Pub. 503, Chiid and Dependent Care Expenses, for detalls.)
G Child Tax Credit (including additional chiid tax credit). See Pub. 972, Chlid Tax Credit, for more Information.

® If your total Income wlll be less than $65,000 ($100,000 if married), enter “2” for each eligible child; then less “1" if you

have two to four eligible children or less *2" if you have five or more ellgible chiidren.

* If your total Income will be between $65,000 and $84,000 ($100,000 and $119,000 if married), enter “1” for each eligiblechid. . . @G
H  Addlines A through G and enter total here. (Note. This may be diffarent from the number of exemptions you claim on your tax retum,) > H

® |f 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 single and have more than one Job or are manied and you and your spouse both work and the combined
worksheets eamings from all jobs exceed $50,000 (20,000 if married), see the Two-Eamers/Muitiple Jobs Worksheet on page 2 to
that apply. avoid having too little tax withheld.

* If neither of the above situations applies, stop here and enter the number from fine H on iine 5 of Form W-4 below.
Separate here and give Form W-4 to your employer. Keep the top part for your records,

: w_4 Employee's Withholding Allowance Certificate OMB No. 1546-0074
orm

partm P Whether you are entitied to clalm a certaln number of allowances or exemption from withholding Is 2 @ 5
]E:'.;amm ;f.‘,,’;,'.}.’,‘gm‘" subject to review by the IRS, Your employer may be required to send a copy of this form to the IRS. 1

1 Aolrfistn and middlg Initial Last name 2  Your soclal security number.
Mariel™ ™1 LighHeot B835- 3" 994)
Home address (number and strest or rural routs) o 3 M singe [J Married L] Manied, but withhold at higher Single rate,

J q lo 6 j I q ﬁ'ﬂ+ 23 7 Note. if maried, but lagally separated, or spouss Is a nonresidant alien, check the *Single” box.
City or town, state, and ZIP code = = ¥

" 4 ¥ yourlast name differs from that shown on your soclal security card,
MM ] check here. You must call 1-800-772-1213 for a replacement card. D []
§ Total number of allowances you are claiming {from line H above or from the applicable worksheet on page 2) 5

6  Additional amount, if any, you want withheld from each paycheck . . . ., . . . . . . . . .. 6 [$
7 | claim exemption from withholding for 2015, and | certify that | meet both of the following conditions for exemption.
e Last year | had a right to a refund of all federal Income tax withheld because | had no tax llabliity, and

® This year | expect a refund of ali federal Income tax withheld because | expect to have no tax liabill
If you mest both conditions, write “Exempt” here . oL b
Under penalties of perjury, | declare that | have examined this certificate and, to the best of

Employee’s signature
(This form is not valid unless you sign it) » L%

8 Employer’s name and address (Employer: Complete lines 8 and 10 only ff,

my knowledge and belief, itis true, correct, and complete.

vater N-//-/5

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

For Privacy Act and Paperwork Reduction Act Notice, see page 2. Gat. No. 10220Q Form W-4 (2015)



Employment Eligibility Verification USCIS

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

T e—————— —— e RRRBSSSSHiiimnimmm_—_—_———
PSTART HERE. Read Instructions carefuily before completing this form. The instructions must be avallable during completion of this form.

ANTI-DISCRIMINATION NOTICE: It is lllegal to discriminate against work-authorized Individuals. Employers CANNOT specify which

document(s) they will accept from an employee. The refusal to hire an Individual becauss the documentation presented has a future
explration date may also constitute illegal discrimination,

8ection 1. Employee Information and Attestation (Employees must complete and sign Section 1 of Form I-9 no later
than the first day of employment but not before accepting a job offer.)

Last Name (Family Name) First Name (Given Name) Middie Initial | Other Names Used (if any)
Lintos Marie (]
Addreﬂ (Street Number and Name) Apt. Number | City or Town State Zip Code

LD Burns e 259 | it puul) Wy | ssiig

Date of Birth (mm/dd/yyyy) |U.S. Social Security Number | E-mall Address Telephone Number
| g5-01-1938 B BIBHEHATAET | iz Y0777,

| am aware that federal law provides for Imprisonment and/or fines for faise statoments 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):
[ A citizen of the United States

[] A noncitizen national of the United States (See instructions)
[] A lawful permanent resident (Alien Registration Number/USCIS Number):

[C] An alien authorized to work until (expiration dats, if applicable, mm/dd/yyyy)
(See instructions)
For allens authorized to work, provide your Alien Registration Number/USCIS Number OR Form 1-94 Admission Number:
1. Allen Registration Number/USCIS Number:
3-D Barcode
OR Do Not Write In This Space
2. Form 1-94 Admission Number:

. Some allens may write "N/A" in this field,

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

Foreign Passport Number:

Country of Issuancs:

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

Signature of Employee: MW Date (mm/dd/yyyy): 03 12018

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

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

Signature of Preparer or Translator: Date (mm/ddiyyyy):

Last Name (Family Name) First Name (Given Name)

Address (Street Number and Name) City or Town State Zip Code

@ Employer Completes Next Page @

Form I-9 03/08/13 N



T TYTT T T eraeewrww X 96V &

Section 2. Employer or Authorized Representative Review and Verification

(Einplayers orlhslraullmtedmmnhﬂwmuatmpma and sign Seotion 2 within 8 business days of the emplayae'sﬂmdayofelnplomm You
must physioally examine one document from List A ORoxambnaoanMvaunndomdooumnﬂmnwaandmdmmmmudoqun
the "Lists of Acceplaple Doouments® on the next pege of this form. For each document you revisw, record the following information: dooument tily,

Employee Last Nams, First Name and Middle Initlal from Section 1 hqmmm 4‘1‘\ ‘
LiastA OR ListB

AND ListC
Identity and Employment Authorization Identity Employment Authorization
[Document Title: Title:

. > of \'\ne By
Issuing Authortty: Isquing Authority: 1 ; i<

: i Siale ot o
Document Number: ~ || Document Number: - DoctimentN :
Expiration Date (¥ any)(mm/idlyyyy): | Expiration Date (if any)(mm/cdryyy): Explration Date (i an )(r;nam/dwyyyy):

Document Title:

Issuing Authority;

Document Number;
|Expiration Date (i any){mmidciyyyy):

Document Title;

3-D Barcode
Do Not Write In This Space

T AT I T

Issuing Authority:

Document Number:

Expiration Date (i any)(mmi/dd/yyyy);

Certification

1 attest, under penalty of perjury, that (1) | have examined the document(s) presented by the above-named employes, (2) the
above-listed document(s) appear to be 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): m (See instructions for exemptions.)
Sigpaturs of Employar ar Authorized Representative Date (mm/Ald/yyyy) Title of Emayer or Authorized Representative
W/zdls € i
Last Name (Family Name) First Name (Givan Name) Empioyer's Business or nizatidn Name
% 3 EMPLOYER SOLUTIONS STAFFING GROUP LLC

Employer's Business or Organization Address (Street Number and Name) | City or Town State Zip Code
7301 OHMS LANE SUITE 405 EDINA MN 55439

8ection 3. Reverification and Rehires To be completed and signed by employer or authorized representative.)
A. New Name (i applicable) Last Name (Family Name) First Name (Given Name) Middle initial | B. Date of Rehire (i applicable) (mm/ddiyyyy):

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

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

| attest, under penaity of perjury, that to the best of my knowledge, this employee Is authorized to work In the United States, and if
the employes presented documents), the document(s) | have examined appear to he genuine and to relate to the Individual.

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

FormI-9 03/08/13 N




STATE OF ILLINOIS

DEPARTMENT OF PUBLIC HEALTH - DIVISION OF VITAL RECORDS

-
[RALENING 150 TATE OF ILLINDIS CHILD'S BIRTH NUMBER
t O & U
:fs?r':fgrﬁ?" 1 6- 1 (o] ! & 2 aa wp? 6
kil CERTIFICATEOF LIVE BIRTH 91 363
NUMBER
= m rinsy MIDOLE LAST DATE OF \iTRTH IMONTN, DAY, YEAN) :
1. DERELL LIGHTFOOT 2a, MARCH 7, 1988
g = HOJPITAL .~ NAME {17 HOT 1IN HOSMITAL, GIVE STAEXT AND NUMBEZR)
. MALE 4. HOLY CROSS HOSPITAL
,, €ITY TOWN TWP OR HOAD GISTRICT NO. COUNTY
o Chicago Cook
i 4b, 4c. 3
T T NAME Finsy miooLe AT AGE (a3 iz OF STATE OF BIRTH {IF HOT 1N U3 A NAME cOuNTRY]
Ba, TYRESS LYNELL __BANKS o 17 Be. ILLINOIS
il RESIDENCK STREET AND NUMBEN CITY.TOWN.TWr.on noaD oisTmicT ne,  [INSIDECITY | COUNTY STATE i
M 82. 1507 WEST 94th.STREET I CHICAGO gc YES |ed COOK hmoxs
Bt MOTHER'S COMPLETE STRIET AND NUMSER GF RF 5, TITY OF TOWN STATE 2P A
ok MAILING ADDRESS
b 7. CHICAGO ILLINOIS 60620
S FATHER — NAME rinsy MInDLE AGE (AT TIME OF STATEOFBIRTH [iF NOT IN US A NAME COUNTRY)
L4 THIS BINTH)
A 8a, 8. 20
! 1CERTIFY THAT THE FEASONAL INFORMATION PR DED ON THIS Cl"'rl"l“ﬂ " ARECT TO THR OF MV KNOWLEDGE AND BRLIZP. RELATION TO CHILD
g SIGNATURE ;i
= %a. ﬁm A o, MOTHER
BN TAE DA Ay ATED ADNY A "“'“ AND TIME AND na‘r: SIGNED  (MONTH, DAV, VEAR] —
SIGNATURE 57 106 MARCH 7, 1988
. = - ILLINDIS LICENSE NG, NAME AND TITLE OF ATTENDANT AT BIATH IF
10a._ P 10c. 36-064170 10d.
: CERTIFIER ~NAME AND TITLE \TvPE OR PRINT) MAILING ADDRESS ([STRERT OR R,F.0. NO . GITY ON TOWN, STATE, ZiP) F0629 ;
10, CURTTS. CATES M.Ds 10 6433 SOUTH PULASK:: CHICAGO,ILLINOIS
[OCAL REGISTH, smm’ruz CHICAGO DEPT. OF HEALTH &nﬁ:a“.‘uuu BY LOLAL MRGIDIF AN
}”m 3 ARD J, DALEY CENTER, ROOM 111 198
P COURSE LEVEL, CHICAGO 60602 11b ?
VH100 119781 ILLINOIS DEPARTMENT OF PUBLIC HEALTH — OFFICE OF VITAL RECORDS (BAZZ. ON 1270 US. STANDARD CERTIFICATE)

ORIVER'S LICENSE

! MARTELL DARELL LIGHTFOOT

1910 BURNS AVE #239 al record filed with the fiinols Department of
ST PAUL, MN 55119 :

Date of Birth /-07.1988

il Sex Eyes  Class ; y X )0

M BRN D ] -
' Helght  Welght e - [N

69 390 STEVEN L. PERRY o
ISSUED 03-2015 EXPIRES 03-07-2019 OEPUTY STATE REGISTRAR

bt fgln,




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 intarviews with sources, such as your
neighbors, friends, or assoclates. These reports may contain information regarding your credit history, criminal history, social security number
vaildation, motor vehicle records (“driving records®), verification of your education or employment history, or other background checks. Credit
history wili only be requested where such information is substantially reiated to the duties and responsibilities of the position for which you are
applying. You have the right, upon written request made within a reasonabie 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 Lane,
Minneapolis, MN 55439. Tel.: 800-886-4777 or 952-941-9040. 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 ail 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 shouid carefuily consider whether to exercise your
right to request disclosure of the nature and scope of any investigative consumer report,

New Yorkand Maine applicants or employeesonly: 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 above directly. You may also contact ESSG 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 Yorkapplicants or employeesonty: Upon request, you will be informed whether or not a consumer report was requested by ESSG, and if such report was
requested, informed of the name and address of the consumer reporting agency that fumished the report. By signing below, you also acknowledge receipt of
Article 23-A of the New York Correction Law.

Oregonapplicants or employees only: information describing your rights under federal and Oregon law regarding consumer identity theft protection, the storage
and dispasal of your credit information, and remedies avallable should you suspect or find that ESSG has not maintained secured records is avallable to you upon
request,

Washington State applicants or employees only: You also havethe rightto request from the consumer reporting agency a written summary of your rights and
remedies under the Washington Fair Credit Reporting Act.

ACKNOWLEDGMENT AND AUTHORIZATION

| acknowiedge 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 iaw 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, Minneapoiis, MN 55439. Tel.: 800-886-4777 or 952-941-9040, 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 valld as the original.

New York applicants or employees only: By signing below, you also acknowledge receipt of Article 23-A of the New York Correction Law.
Minnesota and Oklahoma applicants or emy only: Please check this box if you would like to receive a copy of a consumer report if one Is obtained by ESSG.

D {Must include emall addrass: )

Slgnature; % W 72 pate:_ I A5

BAGKGRQUNID INFORMATION

Last Name; Z} %%/ First; mtﬂl / Middle: p

Other Names/Allas;

Soclal Security #*: f 33 @ _3 #“ 4/ ?I / Date of Birth {mm/dd/yyyy)*: 673 ‘07 i / ¢JI
Driver’s License #: State of Driver’s License: M LU

Present Address: Z ?[” MJg M ﬂ éﬁ’ 2 Telephone # (Primary): é/z -7 "'?éf/
City/State/Zip: Sqgin / M M W

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




. employer solutions staffing group.

Leveraging Resources in a Changing Market
Direct Deposit/Payroll Debit Card Authorization

Employees have the option of receiving wages by Direct Deposit and/or Payroll Debit Card.

If you do not provide a written election, v ages will be paid by Payroll Debit Card.
SEC RN ] BNSTC BN ORN N B ION,

loyes Ni 1 SSNi# (1ast 4 digits,
T
SE G RIONEEE AN RO ST Gl s

E Direct Deposit (Please camplete Sections 3 and 5 below)

|| Payroll Debit Card (Please complete Sections 4 and 5 below) .
SECTION S DIRICTE DI Pos]

[ Updsate Bank Account I understand and acknowledge that if I do not provide a
Bank Name: voided check with this direct deposit form, T am
wd tar d Hj Q mt responsible for any delays in payroll or extra costs
Routing# l DI O &qj Y e B incurred if the account number that I provide is incorrect,

Aot Y601 261 1903036(,5 Tnitial IML Dute__ 9 11-15~
Account Type:  [] Checking [ Savings [JOther

To help us avoid meking an error, please attach a copy of a voided check. (a deposit slip will not work)
Ifyouchmgebanlm,donotclnseyouroldbankaoconntunﬁlyom'directdeposithasshn-tedatﬂ:enewbmk,whichmaytakaZpaypmiods.
SECEION S PAN RO

DEBEE CXRDY (GEOBAT NS AR

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 containing all of the terms and conditions. You will
then sign acknowledging that you received the Payroll Debit Card and packet, Your

Payroll Debit Card will be reloaded on each payday you receive
'wages, .
CARDHOLDER INFORMATION (as you want your Payroli Debit Card 1o bg issued)
First Name M1 Last Name Date of Birth
Street Address (PO BOX NOT ACCEPTABLE) Socizl Security#
City State Zip Cell Phone (mobile)

RECEIPT OF PAYROLL DEBIT CARD (to be completed when you pick up your Payroll Debit Card)
Payroll Debit Card Routing # Payroll Debit Card Account #

Employee’s Signature:
SECTION S NCEFHORTZ N TN

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

Date:

*E-mail: @

this information will only be used to send your paystubs electronically

Employee's Signature: Date:




Rehire Date / /

— — ———— o—— —— a—— ——
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ENROLLMENT FORM ESC UNAV P2M v15.

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

| Social Security Number i.ii_z_’[_’i_‘l.ZL
| DaeofBith 0.2/ 7/ Li_gf Sex

i Name ﬂzi’@!]j“ [i?ﬂ{yﬁﬁl
Street Address |G [0 o AS foe

Gty gamF ,Wz__d/ State M-ﬂlip-ﬁ-élLi
| Home Phone _&.L_é'lﬁi'i_éiL

~ Do you or any dependents have Medicare? ————————
I'| CYes CINo IfYes:
i.| Medicare Health Insurance Claim Number (HICN)

; Medicare Effective Date / /

Names of Covered Person(s)
1.

-

W N

I . J

REQUIRED DEPENDENT INFORMATION

Name

| Social Security Number v i

f DateofBirth ./ _ [/ goy @

Relationship: [JSpouse []Child [JDomestic Partner

Name
Social Security Number _____ -~ -
DateofBimh ____/___ /o [M][F]

| Relationship: [JSpouse [ Child [JDomestic Partner

BENEFICIARY INFORMATION

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

NAME OF BENEFICIARY

RELATIONSHIP

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

OPTION 1

FIXED INDEMNITY PLAN Weekly Rate

SELECT COVERAGE LEVEL

‘You MUST select a coverage level before adding any benefits. Your
coverage level will be identical for each benefit.

D Employee Only I:_I Employee + Family
I:l Employee + 1 m’ﬁo to all indemnity benefits

FIXED INDEMNITY MEDICAL (&b

D vES $20.91 Employee Only
$42.44 Employee + 1

@NG’ $56.67 Employee + Family

This coverage is not availabie to residents of New
Hampshire, Hawaii, or Puerto Rico.

DENTAL

D vEs $ 6.17 Employee Only
$12.34 Employee + 1
I:B’NO $20.36 Employee + Family

TERM LIFE m
I:I YES $0.60 Employee Only ) V4

$0.90 Employee + 1
IE’NO $1.80 Employee + Family

SHORT-TERM DISABILITY :
&

[[]ves

W $4.20 Employee Only

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

£ 53

S—— P P ————

82193010-M-EMP

= e it Pl - lons Ly e i « I i e S e - |

|:| $58.87 Employee Only
I:l $87.73 Employee + 1|
D $186.99 Employee+ Family

E/NO to MEC Wellness/Preventive Plan

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

understand that making no ben

P> Signature

Date ﬁ_&/_LL/.Z_O_Z.S:




