7301 Ohms tane Sule 408
Edina, MN 55439

Tel: B52.B35. 1288 « Fax: 952.835.1255%
www.esgstaffingsolutions.com

New Hire Application

Personal Data- PLEASE PRINT LEGIBLY IN [RE

LastName __ D/ Ci'/lo First Name __ /M AR & Middle Initial

Street Address X 9/  IMICHAEL G VE - AptiSte

CityiStatelZip S LOA N /N }/ /A2 2

Phone Number __ /& 99¢ 74622 Email Address AARKLBISILLY @ Fol ,corg

Staffing Agency/Recrultment Partner_ L OLLORZATE  MANASEM ENT SRV

Are you legally authorized to work In the United Stales of America? E‘f’ES NG

Applicant Certification and Authorization
t authorize Employer Solutions Staffing Group (ESSG) to use the information and stalements contained In this application to determine Y
qualifications for employment. | authorize ESSG to make inguides of my former employers, except as indicated in this application,
regarding my previous duties, responsibiliies, performance, compensation and eligibility for rehirs.
I understand that a comprehensive background check may be conducted {o 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 s drug screen test as
required by clients, govermment regulations or by ESSG policies.
i release ESSG and other persons or entilies from any claims that might be based on ESSG's dedision to conduct a background check.
i certify tha! all stalements made in my application are frue and accurate and that | have not omitied 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 discoverad after | begin employment, will result in my termination.

{f hired, | agree o abide by the policies ard procedures of ESSG.

/AR DICILLS %LZ/% D2ty

Name (Print ar type) Apglicant’s Signature Date

& copy or faceimile ("fax”} will be consldered the same as an original signature. Emat! will ONLY be used for smployment correspondence

For ESSG Office Use Only
s T B | . B = 8850 W4
Emergency Contactinfo | Background Release Form Background Results Unemploymeant Latler ESC Application
{if applicabla}
For ESSG Client Use
DOK ROP Work Slte Loc. WC Code

F886G - LakeReninaMndical Y ' Rev. 1172013



Form W-4 (2015)

Purposea. Complate Form W4 50 that vour emplover
can withhold the comect fadersl Income tax from your
oay. Conskier pomplating s new Form W-4 each vear

anwd when your personal or financial giugtion changes.

Exemption from withhodding. I vou are exempt,
complete only lines 1, 2, 3, 4, and 7 and sign the form
to validate it. Your examplion for 2015 expires
February 18, 2018, Ses Pub. 505, Tax Withhalding
and Estimaied Tax,

Mote, I ancther person can claim yvou 23 2 depandent
o s or her tax reburn, you canoot clalm exemption
froem withholding Y vour income axoeeds $1,060 and
includes more than $350 of uneamed Income {ior
example, interest and dividgends).

Exceptions. An erployee may be able to claim
exemption from withholding even i the employes s 3
dependent, I the emploves:

« 15 age 65 or oider,
= 5 biingd, o

= Wil clalm adjusiments 1o nobms; tax cradits; or
#emized deductions, on his or her e retum.

Tha exceptions do not apply to supplemental wages
greater than §1,800,000.

Basic instructions. i vou are not exempt, mmp&e!e
the Personal Alowanoes Worksheet below. The
workishests on page 2 further adjust youwr
wiitiholding sliowances hased on Hemized
deductions, cetiain crediis, adiusiments jo Income,
ar two-samensfmuliple ;ahs shiuations,

Complate all workshests that apply. However, you
may claim jewer {or zero) ellowantes. Forregular
wagas, withholding must be based on alfowanoes
you clalmed and may not be 3 fial amount or
percemags of wages,

Hood of howsehold, Generally, you can clabm head
of household {liing status on your tax relum only §
vaou are unmarried and pay mores than 50% of the
costs of keeping up & home for yoursel and vour
dapandent{s} or olher qualifving Individuals. Ses
Gun, 501, Exemptions, Standard Deduction, and
Filing information, for information.

stmm‘!wmtakepm}me&mmasmm
in figuring your afiowable number of withhiolding sfiowances.
Gmdﬁsfwdi&ﬁwdewﬁmtmmmmcﬁd
{ax cradit may be clabmed using the Pereosesd Alowsnoes
Wmheetbeiow Ses Pub. 503 for information on
converting vouwr other oredis o withholding sliowances.

Honwage income. f you have 2 large amount of
nonwage income, such as interest or dividends,
consider making estimated tax paymants using Form
1040-E8, Esti matad Tax for individuals, Otherwize, you
may owe additions! tax. ¥ you have pension of annuity
incoma, see Pub. 505 to fing euhfyw shwm adjust
your withholding on Form W-4 or Wed

Twe sarners or multiple jobs. i you have a
warking spouse or more than ong job, figurs the
iotal numbaer of allowances you gre entitied o clalm
an &l Jobs using worksheets rom only one Form
W-4, Your wz!i'imidmg usually will be most accursle
when all gllowances are clalmed on the Form W-4
for the bighest payving job and zero sliowances are
claimed on the others. See Pub, 505 for detalls.

HNonreaident slien. i vou sre 8 nonresident slien,
see Notice 1392, Supplemental Fomm We4
nstructions for Nonresident Aliens, before
completing this form.

Check your withholding. Aller your Forma W-4 takes
sfiact, use Pub. 505 to ses how the amount you ams
having withhald compares © vour projecied total tax
for 2015, See Pub, 505, espaciai;y if your eamings
axcesd $130,000 §Smg§4a} or $180,000 (Marmed)
Futire developmants. Information abowt sy fulure
daveiopments affeciing Form W4 [such a!mggsia!mﬁ
enation alter we rolaoss 1) wilt be posted ol www irsgovied.

Personal Allowances Worksheet (Kesp for your records.}

A Enter “1® for yoursell if no one slse can claim vou as g dependent . .
« You ars single and have only one iob; or

B Enter “1” 2

e You are married, have only one job, and your spouse does not work; or } .
& Your wages from a second job or vour spouse’s wages {or the total of both) are $1,500 or less.

A

o

m———"

€ Enter 1" for your spouse. But, you may choose to erter “-0-" i you are married and have slther 8 working spouse or more
than one job. Entering “-0-" may halp you avold having too litde tax withheld) . .

0 Enter number of dependents {other than your spouse or yoursell) vou will clalm on your tax retum .
g Enter “17 if vou will file as head of household on your tax retum (see conditions under Head of housshold abcva}
F  Enter “17 i vou have sl least $2,000 of child or depandent care expensas for which you plan to clalm 2 credit

-

MmO

i

{fdote. Do not include child support payments. Bee Pub. 503, Child and Depandent Care Expensss, for details.)
G Child Tax Credit (ncluding additional child tax cradit), See Pub. 872, Child Tax Credit, for more information.
e I your total income will be less than $65,000 ($100,000 f married), enter “2” for each dligible child; then less “1" Hyou
have two to four eligible children or less “27 if vou have five or more eligible children.
« If vour total income will be betwesn $85,000 and $84,000 (3100,000 and $118,000 if married), enter “1" forsach elighlschiid. . . @
H  Addines A through G and enter tolal here. (Note. This may be different from the number of exemmptions vou claim on vour lax retum.) & H

For acouracy,
compiete all
warkshests
that apply.

|

e if you plan to emize or claim adjustmants to income and want to reduce your withbiolding, see the Deductions
and Adjustments Worksheet on page 2.
s yau are single snd have more than one job or are married and you end vour spouses both work and the combined
eamings from &l jobs exceed $50,000 {820,000 if marred), ses the Two-Eamers/Multiple Jobs Workehest on page 2 o
avoid having too litlle tax withheld.

= [f naither of the above situations applles, stop here and enter the number from line H on line 5 of Form Wed below

Separste here and give Form W-4 to your employer. Ksep the top part for vour records.

Employee’s Withholding Allowance Certificate

¥ Whether you sre entitled to clalm a certsin number of allovennces or axsmption from withholding ls
aubject o review by the RS Your employer may be required 1o send 2 copy of hls form to the IRS,

CMEB No, 1545-0074

2015

1 Your first name and middle itlal Last name 2 Your sosisl security number
MB ek D18 elLd S0l B 79,5
Home address (number and street or rural route) 3 [ single 2% mamed L1 maried, but withhold at highar Single rate.
HGy I LI CHAEL AVE . Bote. If married, bt legally separated, or spouse is & nonresident alien, chack the “Shgle” box
City or town, state, and ZIP code 4 Hyour taug nams ditfers from that shown on your socisl seounity card,
;5,&., oA A A }/ Lo LA sheck here. You must call 1-800-772-1213 for & replacement card. B[]
Tatal number of allowances you are claiming {from line H above or from the applicable worksheet on page 2) 5 &

6 Additional amount, i any, you want withheld from each paycheck . . .

7 tclaim exemption from withholding for 2015, and | certify that § meet both of the faiiowing conditions far exempt%an
= Last year { had a right to a refund of all faderal income tax withheld because | had no tax liability, and
= This vear | expect a refund of all federal income tax withheld because | expect {0 have no {ax liabillty.

if you mest both conditions, write “Exempt™here, . . . . .o

. 618

naki

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

oD S

Employee's sipnshoe
{This form s not valid unless you sign i) »

A

to th .best of my knowledge and belfief, i is true, correct, and complate.

Dater -3/ 25T

&

o 14 ory it sending 10 the 150 stoe cocte OpLING
sormas [Employen Compiols e 8 4nd S
2 e B DOME Bad ROGEES
R R
Rekiap Rty

wee

s
Employer’s name and address (Employer Camplete lines& and 10 only f sending to the IAS) !1 8& Ofizs code (optioned) \ 19 Eqpioye aiealion numbe EN
E i

 I—

Earm Wed 2015

Tt e JOPNG



Mew York Stale Depariment of Taxgtion and Finance

2015

'Employee’s Withholding Allowance Certificate

New York State » New York Clty - Yonkers

IT-2104

Complets the workshest on page 2 before making any eatrles.
1 Total number of allowances you are claiming for New York State and Yonkers, i applicable (rom iine 17 vvenenen L1 &2
Z Total number of slliowances for New York Cily ffrom line 28} ...

First name and midgdle inilial Last narme Your sockal security number
MR b ICrAL LD S0l SR IFers”
Permanent home s04ress (vumber and Stree! o0 surnl axee) Aparimerd number ) . {:} X
— o Single or Head of hawsehold harded
RGP/ MICHAEL Are. Maried, but withhold 2t higher single rate
City, villape, or post office State 2P code fiote: H maried but legally separated, mark on X i
SL o4 AR S A R the Singie or Hewt of bouseiakd box.
Are you a resident of New York City? .......... ves[ | No %
Are you a resident of YONKErs? oorenccennns Yes[ | No

Use lines 3, 4, and 5§ below to have additional withholding per pay perod under special agresment with your employer

G NEw YOTK SIBIE BITIOUNT ot iiieececiasieosnanesasscoscossesssasnessssssnasanines st sassrsbmcanbass sabrnssra nsnssmsemessnsess aserersntossors 3
& NEW YOIK CHY BITIOUNT oo crirsrercrvssenscesossssesesmre soscesronsos ot ams smacssenesore seeascseresssnars seseassnensraressasas sesasasassessansnesssnssn 4
B YOUKETS SITIOUNT 1ovvoremeicncre e ceerocnineos s sociesnenemecmsstass skanass ressnbas onssmsasanssosas asnascosnanant mtnaensesenn seratrerseraarecresressronesars §
certify that | am entilled to the number of withholding allowances diaimad on this cerfificate.
Emg}écye:“ 3 signature figte
A 7- 215

Pana!sy - A peneﬁt‘? of $500 may be imposed for any {alse siatement you make that decreases the amount of meney you have withheld

from your wages. You may slso be sublect to ciiminal penallies,

Employes: detach this page and give it to vour emplover; keep a copy for your records.

Employer: Kesp this cortificate with yvour records.

bark an Xin box A andlor box B {o indicale why you are sending a copy of this form to New York Stale (see instructions):

A Employee daimed more than 14 exemplion allowances for NYS
B Emploveeis anewhire or g rehire... B B First dale employee perforned services for pay (mm-ddyyyy) (see instr): §

Are dependent health insurance benefits avaiiable for this emploves? ervvee.. Yes B

«««««««««««

Al

NGD

If Yes, enter the date the emploves qualifies imm-ddyyvyl !

Emplover's name and adoress Emplover complote this section only ¥ you are seading & copy of this form o the NYS Tax Department ) | Employer identification number

Instructions

Changss sfective for 2015

Form [T-2104 hias been revised for tax vear 2015, The workshesl on
page 3, the chars beginning on page 4, and the additional dollar amounts
in the instructions on page 2, used i compuls withholding allowances

or o enter an additionat doliar amount on linels) &, 4, or §, have been
revised. If you previousty fifed & Form [T-2104 and used the workshesl,
charis, or additional doliar amounts, vou should complels 3 new 2015
Form IT-2104 and give i 1o your employer.

Who should gle this form

This cerlificate, Form IT-2104, is compleled by an employee and given

to the employer {o instruct the emplover how much New York Stale {and
New York Cliy and Yonkers} lax to withhold from the employes’s pay. The
more aliowances claimed, the lower the amount of {ax withheld,

t you do not file Form [T-2104, your employer may use the same number
of allowances you daimed on federal Form Wed. Due o differences in
tax law, this may resull in the wrong amount of tax withheld for New York
State, New York City, and Yonkers, Complele Form IT-2104 each year

and file it with your employar i the number of allowances vou may daim
is different from federal Form Wee or has changed. Common reasons for
completing a new Form (T-2104 each vesr Include the following:

» You staried a new job.
« Yo are no longer & dependent,

= Your individual circumsiances may have changed (for exampla, vou
were martied or have an additional child).

» You moved into or oul of NYC or Yonkers,
« You itemize vour deduclions on your personal Income tax retum.
» You clairy aliowances for New York State oradils.

« You owed lax of received 3 large refund when you filed your personal
income tax retumn for the past year )

* Your wages have increased and you expsect (o eam $108,200 or more
during the tax year.

= The totel income of you and your spouse has increased {o $108.200 or
morg for the tax year.

« You have significantly more or less income from ofther sources of from
another job.

. o e longer cuslily e eemption from withholgin
©oYhung %m%&‘ % EEH g %x&m Hiag] mm‘mm zg;;ém




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

PSTART HERE. Read Instructions carefully before completing this form. The Instructions must be svaliable during completion of this form.
ANTI-DISCRIBMINATION NOTICE: His ilegal o discdminate against work-authorized Individuals. Emplovers CANNOT specily which
document{s) they will accept from an employee. The refusal to hire an individua! because the documentafion presented has 2 fulure
expiration date may also constitute flegal discrimination.

Section 1. Employee Information and Attestation (Employees must complete and sign Section 1 of Form 18 no later
than the first day of employment, but not before aceepling a job offer.)
Last Name {(Family Name) First Name {Giver Name) Middie Inftial | Other Names Used (Ff any)
DIEI AL O N A R JE
Address (Streef Number and Name)} Apt Number | Cliy or Town State Zip Code
RG! pMICHBEL Pve SLOAN N Y | IERR
Date of Birth {mmAddiyyy) [U.S. Social Security Number | E-mell Address . |Telephone Number
7-31-¢ 5 letHsH|7924 S e $FC TERR

i am aweare that federal law provides for imprisconment andior fines for false siatemenis or use of false documents in
connection with the completion of this form.

i attest, under penally of perjury, that | am {check one of the followlngl:
A citizen of the United States

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

[ An alien authorized to work untll {expiration date, if applicable, mmiddfyyyy) . Some afisns may wiite "N/A” in this fiefd,
{See instructions}

For aliens authorized o work, provide your Alien Regisiration Number/USCIS Number OR Form 184 Admission Number:

1. Alien Registration Number/USCIS Numben
OR 30 Barcode
Do Nol Write In This Space

2. Form -84 Admission Number:

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

Foreign Passport Numbern

Coundry of Issuance:

Some zliens may write "NA" on the Foreign Passport Number and Country of lssuance figlds. {See instruclions)

Signature of Employes: W

Praparer andfor Transiator Certification (7o be compieted and signed if Section 1 is prepared by a person other then the
employee.}

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

Date (mmiddyyny): O 7 - 22/~ Ros<T

Signature of Preparer or Translator Date (mmiddiyyyi:
Last Name {Family Name) First Name {(Given Name)
Agdress {(Street Number and Name) City or Town Stale Zip Code

Enployes Coppls el @

- DRI NP I o



Employer Completes This Page

Section 2. Employer or Authorized Representative Review and Verification

{Employers or their authorized representstive mus! complete and sign Seclion 2 within 3 business days of the employee's first dey of employment. You
must physically examine one document from List A OF examine & combination of one document from List B and one document from List © a5 listed on
the "Lists of Acceptable Documents” on the next page of Bis form. For sach document you review, recard the following information: docisment title,

issulng authorily, document number, and expirstion date, ¥ sny.}

Employee Last Nams, First Name and Middle Inltiel from Bection 4 D ‘ C‘ \ \ ) M 0&”4

List A } OR ListB AND ListC

idantity E&d Emplovmant Authorization identity Empioyment Authorization
Document Title: Bocument Tilie: D Y\ \/ e/ré u &ﬂ NS E?amment Tite:
:mg::mzr :Sm A?:amj Nuw York ?ﬁ@ﬁ?ajmg Adimin (shra1o iy

ocument Numben ocument Number: 0 c oeumen ! um er_ _
Expiration Dale (# anyl{mmiddlyyyy): Expiration Date (# aniii@/léy?y}{o %D Ex;}érii&?o; Dai?";f any}zjm«l’d;wyjz

NIA N /A

Document Title:
issuing Authorily:
Document Number:
Expiration Date F snyNmm/ddfiryy):
Document Tille: Do Mot %ﬁzﬁifﬁi Space
issuing Authority:
Document Numbern
Expiration Date #f amyi{mmiddfoyyy):
Certification

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

The employee's first day of employment (mmvdd/yyyy): 0T ! U / 201S  (Seeinstructions for exemptions.)

aignoure of Employer or Authorized Representative Date (mm/ddiyyyi Thile of Employer or Authorized Representative
Q0] 0242015 | fdminiSorative Assi<rzind
Last Name {Famie‘)“' Name} First Neme (Given Name} Employers Business or Qrganization Name
QU/I b ‘ } CéUﬂi N EMPLOYER SOLUTIONS STAFFING GROUP LLC
Employer's Business or Organization Address (Streef Number ardd Namej | Gity or Town State Zip Code
7301 OHME LANE SUITE 465 EDINA MN 45439

Section 3. Reverification and Rehires (To be compieted and signed by employer or authorized representative.)
A, New Name (i applicable) Last Neme (Family Name} First Name (Given Name) Middle nitial |8, Date of Rehire (f spplicable) (mmidafvyw):

C. Hemployee's previous grant of employment authorization has expired, provide the information for the document from List A or List G the employee
presented that establishes curent employrent authorization In the space provided below.

Document Tile: Document Number Explration Date (f snyj{mm/ddivyyy),

| attest, under penalty of perjury, that to the best of my knowledgs, this employes is authorized to work in the United States, and i
the employes presented document(s), the document(s} | have examined appear lo he genuine and to mlate to the individual,

Signature of Employer or Authorized Representative: Date (mmfddivyyyl: § Print Name of Employer or Autharized Representative:
f

Fronris eIy
e € 8 RSN R




DRIVER LICENSE
iy 541 708 530 CLASSD
DICILO

HARK

291 MICHAEL AV

. BLOAN NY 14212

DOR: OT-21-58
fes S8 ey Y 508

CERINRENG




E-Verify - Print Case Details - Preview

1of2

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

SENSITIVE BUT UNCLASSIFIED

Department of Homeland Security

E-Verify

Report Prepared: 07/24/2015
Page: 1 of 1

Case Information:

Case Verification Number: 2015205114026JU

Employee Information:

Last Name:

Middle Initial:

Social Security Number:
Citizenship Status:

Document Information:

List B Document:

Document Name:
Driver’s License or ID Card
Number:

DiCillo

A citizen of the United States

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

state or outlying possession
Driver's license

First Name:

Other Names Used:
Date of Birth:
Email Address:

List C Document:

Document State:

Document Expiration Date:

Mark

07/31/1969

Social Security Card
New York

This document has no expiration date

Alien Number: 1-94 Number:

Additional Information:

Hire Date: 07/21/2015 Employer Case ID:

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

Submitted By: CSCH4411 Submitted On: 07/24/2015
Initial Case Result:

Case Result: Employment Authorized

Employee Referred to SSA:

Referred By:

Referred On:

Case Result from SSA (after SSA Tentative Nonconfirmation):

Case Result:

Response Date:

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

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

Case Result:

Request Name Review:

Comments:

Submitted By: Submitted On:

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

Case Result:

Employee Referred to DHS:

Response Date:

Referred By:

Referred On:

Case Result from DHS (after DHS Tentative Nonconfirmation):

Case Result:

Response Date:

7/24/2015 10:40 AM



E-Verify - Print Case Details - Preview

20f2

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:
Closed By: Closed On:

SENSITIVE BUT UNCLASSIFIED

7/24/2015 10:40 AM



EMERGENCY CONTACT INFORMATION

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

Employee Name: __ /M A2k D} EIEMAD

Addresss  AGE MICHAEL [FVE

SLOAN NY JHRUR

Home Phone: /e 96

V633

EMERGENCY CONTACTS ~
Please list two people (in priority order) who could be contacted in case of an emergency

Contact #1
Name: L /54 D/O0/L44D

Relationship: 4/ £ ¢

HomePhone: /4 94 7S¢
CellPhone: 5 /4 L8 £Krze

WorkPhone: = s, S Ss7 /8¢l

Contact #2

Name: /«?_y/?f\/ Dscse £ o

Relationship: < ,, ~

HomePhone: /¢4 §59L 7462z

CellPhone:  7/¢ 730 9,50

Work Phone:

Additional information you want Employer Solutions Staffing Group and our clients to know in the event

of an emergency:

This information will remain confidentiol and will anly be used in the case of on emergency.




Direct I}Bpeszﬂi’ayr&ﬂ Debit Card Authar:zafte}n

Emplovees have the option of receiving wages by Direct Deposit and/or Payroll Debit Card.
If voudo not wrovide a written election, wages will be paid by Pavroll Debit Card

SEN# {last 4 digits) ecte Date
o/ -54R T rE FeZl~rS

J i;mpye me/?/ﬁ/é é) / C{ FL L LD

g B;rcct Degasit (Please mmpieze S&s{wﬂs 3 and 5 below)
D Pnym!i Dehxt Card (Please campiti:: Sections 4 and 5 below)

{] L?pdat{: Bank Account [ understand snd acknowledge thet if | do not provide s

Bank Neamae- 1 voided check with this direct deposit form, [ am
Frlsr pn// /c}@ SR 4 responsible for any delays in payroll or extra costs

Routing# AT, R 270 &L 2L imcurred if the sceount number that I provide is incervect.

Accounts LN RZR 2 R 167 Initial /?; 7 Dae 2L -15T

Account Type: %’Chcekmg L) Savings [JOther ... [
%

= Tohelp us avoid making an error, please sttach g copy of & voided check, {a deposit slip w8l not werk)
= you change banks, do not close your old bank sccourst until your divect deposit hos started at the new bank, which may take 2 pay periods.

\L CASILCARD)

Federal law requires all financial institutions to obtain, verify, and record information that identifies each person who opens an account. In order to
request a Payroll Debit Card for vou, we must provide all of the following information that will enable the financial institution to identify you I}
you do not submit 2 Direct Deposit/Payrol]l Debit Card Authorization, ESSG will provide the necessary information and issue vou a Payroll Debit
Card to pay vour wages. For your prolection, the financial institution may ask you to provide them additional identification information so they can
verify your identify.

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 seknowledging that vou received the Payroll Debit Card and packet. Your Payroll Debit Card will be reloaded on cach payday you receive
wages,

CARDHOLDER INFORMATION (a5 vou want vour Payroll Debit Card to be issued)

First Name ML Last Name Date of Birth
| Street Address (00 50X HOT ACCEFTABLE Social Security®
City State Zip Cell Phone (mobide)

RECEIPT OF PAYROLL DEBIT CARD {to be completed when vou pick up your Payroll Debit Card}

Payroll Debit Card Routing # Payroll Debit Card Account #
073972188
I hove received my Payroll Debit Card, welcome brochure, program {ees, program terms, conditions, and disclosures. By sctivating my Payrell Debit Card,
I am agreeing to the program tenms, conditions, and disclosures that are included or made available to me from time to time from the fnunciad institution. |
puthorize the financial institution 1o debit my Payroll Debit Cord account for the fees deseribed in the fee schedule that is part of the program torms,
conditions, and disclosures.

i*mpisgea s Signature; Date:
TIORIZATION

ts, net of required tax withho

1l amhanz

Go directly deposit my persfxise wag pe pay a8,
or authorized deductions, into my sccount{s) as designated above and te initiate, if necessary, debit entries and adjustmentsfor any credit entries
made in error to my account(s). * E-mail is reguired for pay stub information.
*Email:_N7ALK DISILLY @ Lol . Conyg

this informétion will only be pfed to send your paystubs electronically

Wf"ﬁgfmnm "/C 7}’ Date: -/ -/ ;




STATEMENT OF CONFIDENTIALITY

This agreement made this.3/_day ofl—yeetey , 20155, between
Employer Solutions Staffing Group LLC, herefnafter referred to as “employer”,
and A8/ DI8sA Ly  hereafier 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 consfrued as a release or waiver by
the employer of the right to prevent any such violation in equity or otherwise.

el 72 L

Employe€ Signature

Employer Solutions Staffing Group LLC, Representative



corm 885@ Pre-Screening Notice and Certification Request for

{Rev. January 2012) the Work Opportunity Credit OME No. 1545-1500
i?a?m Rav;fuiw s&'ﬁﬁ"” b See seporate Instructions.

Job applicant: Fill in the lines below and check any boxes that apply. Complete only this side.
Yourname VA G2 [ DICr ALY Social security number» S0/ S o T s
Street address where you live c;f S/ I OHBEL AVE
City or town, state, and ZIP code SL O 7V [{/ /AR 2
County £Lrre Telephonerumber _ 2/4 $F & 7L =

i you are under age 40, enter your date of birth {month, day, vear

1+ [ Check hars if you received a conditional certification from the state workiorce agency (SWA) or a participating local agency
for the work opportunity cradit,

2 [1 Check hers if any of the following statements apply to you.
= | am a member of a family that has received assistance from Temporary Assistance for Needy Families {TANF) for any @
months during the past 18 months.
s | am a veteran and a member of a family that received Supplemantal Nutrition Assistance Program (SNAP) benefits (food
stamps; for at least a S-month period during the past 15 months.

| was referved here by a rehabiiitation agency approved by the state, an employment network under the Tickst to Work
program, or the Department of Velerans Affairs.

tam at least age 18 but not age 40 or older and | am a member of a family that:

a Heceived SNAR benefits {food stamps) for the past & months, or

b Recelved SNAP bensfits ffood stamps) for at least 3 of the past 5 months, but Is no longer sligible to recelve them.

During the past vear, | was convicted of a felony or released from prison for 3 felony.

| received supplemental security income (SS1) bensfits for any month ending during the past 60 days.

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

L]

G @

3 [ Check here if you are a veteran and you wers unemployed for a period or periods totaling at lsast § months during the past
yaar.

4[] Check hers if you are a veleran entitled to compensation for a service-connected disability and you were discharged or
relsased from active duty in the ULS. Armed Forces during the past year,

& [} Check hers if you ars a veteran entitled to compensation for a service-connected disability and you were unemploved for a
period or periods lotaling at least 6 months during the past year.

g8 (] Check here if you are a member of a family that:
= Received TANF payments for at lsast the past 18 months, or
= Received TANF payments for any 18 months beginning after August 5, 1887, and the earliest 18-month pericd beginning
after August 5, 1897, ended during the past 2 years, or

= Stopped being eligible for TANF payments during the past 2 years bacause federal or state law limited the maximum time
thoge payments could bs made.

Signature—All Applicants Must Sign

Under penalties of pedury, | declare that | gave the above information to the employer on or belore the day | was offsred a job, and it is, io the best of my knowledgs, trus,
correct, and complete,

Job applicant’s signature & W ﬁ ' / Date /-3 /5

For Privacy Act and Paperwork Reduction Act Kotice, see page 2. Cat, No. 22655 form 8880 mev. 12011




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

EMPLOYER SECTION:
ESG FEINS: ESG Client Name & State:
Hiring Manager: Position: Starting Wage: §
EMPLOYEE SECTION:
Employee MName: Street Address: CityiState: Zipn
Al he. DO AL | RIS AICHAEL Ayz| Skon IV ,!/ S ER LA
584 Date of Birth: Age: Have you worked for | If ves, location:

tkis company pefore?

SO0 -52-7948 | _2US5/1 €T | 4LE| ] ves o

Please complete all questions, and sign and date the form. Yes Ne

1. Have you or has anvene living with you received Temporary Assistance fo Needy Families {TANE)} D [E/
st zny Hme since August 5, 19977 (i yes, please provide information befow.)
Name of the person receiving benefits; Relationship to you:
City: County: State:

2. Have you or has anyone living with you received Food Stamps (SNAP) at any time during the past 15 months? ] H
{1f yes, plesse provide information below.}
Name of the person receiving benefits: Relationship 1o you
City: County. State:

3. Have you received Supplemental Security Income (58I} a¢ any time within the past 3 months? D H

Please note, this is not the same as Social Security benefits {88} or Social Security Disability (8SDI) benefits.
*f you checked yes please provide ¢ copy of your 851 decumentarion.

x|

4, Have you received any type of vocationsl rebabilitation services within the past two years? D
If yes, please indicate which type of agency you worked with and provide their location information below:

[:} Vocational Rehabilitation Agency Dept. of Velerans Affairs D Employment Network {Ticket to Work Program)
Name of Agency: Phone #:
City: County: State:

*1f you checked yes please provide a copy of your active Individual Work Plon and Ticket to Work documentation.

J

DD@D
Xisg o X

8. Areyon s Veteran of the U.S, Military? *ifyes, please provide a copy of your DD-2H4 and letter of separation,
{}f yes, please provide information below. I ne, plesse continue fo question #6.)
Dates of Service - From: / / To / /
Branch of Service:

Are you entitled to or are you receiving compensaiion for s service-connected disability?
Have you heen unemployed 8t any time during the tast 12 months?

If yes, dates of unemployment - From: ;(7 /51 /ST 1o 7 =

Did yonr receive unemployment compensation at any point during your unemployment?

6. Have you been convicted of g felony or released from prison for a felony conviction in the past 12 months?

Conviction Date: f / Release Date: / i
Was thisa [_] Federal or f:} State conviction? 1f State - County: State:
Additiensl Tax Credits

IEC {Native American): Arc you or your spouse & member of a Native American Tribe?
*f you checked yes please provide a capy of your CDIB card.

CA Residents: Are you the child of foster parents? D Do you receive CalWorks? D Workforce Invesiment Act?
Arc you a migrant or scasonal farm worker? D Have you ever been convicled of 2 misdemeanor?
SC Residents: D Do you receive Family Independence Benefig?

O
X

PLEASE READ, SIGN, AND DATE:
Under penalties of perjury, | declare the information above fo be true and accurate to the best of my knowledge, and | hereby authorize any agency,

o Eiﬁifg?i’if or tndividuals 5? §§£P§7"’c’ sueh verificarion *’f”éﬁﬁéfﬁi{%ﬁ@ﬂ that may be needed tg determine tax eredit eligibility to my emplayer. employer
PrENSHAN S (AT CORTRT, e, i Rehvi . oF Hie Depasime

o Fmnloves Blensture: /;/xu(} b7 é{ / Bate: ?“‘Qf'" /‘5, .....




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.

Notifv vour emplover immediately of any new injuries or conditions that impact
your physical condifion.

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 guidslines.
Signed: W {7/”,'4%

Printed Name: MAL e DIC /LAY




LOST OR STOLEN PAYCHECKS

If a paycheck is lost {missing, misplaced, destroyed, lost in the mail, efc.}, you
must nofify vour 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 vour 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, destruide, perdido en
el correo, etc), usted debe notificar a su reclutador de personal que &l cheque no
se puede encontrar. Si se puede verificar que el chegue no ha sido cobrado,
ESSG se detendra el cheque de pago y reemitir el cheque a usted, descontando
un cargo de entre § 25- $ 35.

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

AGREED/SE ACUERDA—

Name/Nombre (con lefrade molde). A0 2k N/8/L LY

Signature/Firma: // o«v/L&Z" %



. / .
vsiND 219301EMP |QFFICEUSE ocamion. Rehire Date ./ — ' ____

NT FORM ESC NAV*SAD PZM v150
0O

REQUIR .

P

RINT USING BLACK or BLUE INK

{(Must Be Filled Out) You MUST enroll in the Indemnity Medical Insurance Plan before adding
/S o752 7 F s = || anyadditional Indemnity benefits, except Dental. Your coverage level

A

Soctal Security Number === === for the Term Life will be identical to your medical plan selection.
pueofBinn L2/ 2L 1L ZEZ s FIXED INDEMNITY MEDICAL €y
Name _AZALI DIC )4 t0D [] $20.91 Employce Only %
SweetAddress @25/ MICHABEL AVE [[] s$42.44 Employee + 1

City ~=2A-04r/ State ﬁ Zip m{jz.‘zif_“ D $56.67 Employee + Family

Home Phone _’)_/_..é_zz;é. B ..,Z.ﬁﬁ?.m% D NO to all Indemnity benefits.
This coverage is not available to residents of New

~ Do you or gpy dependents have Medicare? -~ Hampshire, Hawaii, or Puerto Rico.
] Yes @B I Yes:
Medicare Health Insurance Claim Number (HICN) DENTAL
ﬂ $5.99 Employee Only
Medicare Effective Date -t D $11.98 Empioyee + 1
Names of Covered Person(s) E_] $19.77 Employee + Family
- L1 ~o
2.
3.
N o

— ———————— || TERM LIFE an
| REQUIRED DEPENDENTINFORMATION | D vgs $0.60 Employee Only LV 4
Name ; $0.90 Employee + |
D NO  $1.80 Employee + Family

Social Security Number e e e e e e
* i / M| F
Date of Binh e Sex SHORT-TERM DISABILITY &
Relationship: [JSpouse [ Child [JDomestic Partner D YES (J
$4.20 Employee Only

Name D N

Social Security Number " " Short-Term Disability is not available to persons who work in
; California, Hawaii, New Jersey, New York, or Rhede Island.

DateofBith — '/ sex

Relationship: []Spouse [0 Child [] Domestic Partner

BENEFICIARY INFORMATION
For Term Life ! Accidental Death & Dismemberment, please write D $58.87 Employee Only
in your beneficiary information. D $8773 Emol :

. mployee+

NAME OF BENEFICIARY
D $186.99 Employee + Family

RELATIONSHIP

D NG to MEC Wellness/Preventive Plan

Accidental Death & Dismemberment is part of the Term Life Beneft1,

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

| B-Signatwre /47 pae 22/ 211 R0 5



Oy ¢d |\ 2

DISCLOSURE REGARDING BACKGROUND INVESTIGATION

Mark DiCillo ) e o .

, 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” conducted
by a consumer reporting agency 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 report conducted by a
consumer reporting agency. Please be advised NationSearch.com, LLC {NationSearch)—11184 Huron St. Suite 13;
Northglenn, CO 80234; (800)-827-9550—will be the consumer reporting agency conducting the background
investigation. The scope of this notice and authorization is all encompassing, however, allowing the Company to obtain
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 right to request
disclosure of the nature and scope of any report conducted by a consumer reporting agency.

ACKNOWLEDGEMENT AND AUTHORIZATION
I 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” 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.com, LLC—11184 Huron St. Suite 13; 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 California 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 NatiorSearch has previously furnished within the two-year pariod preceding your
request. You may view the file maintained on you by contacting NationSearch during normal business hours. You may also obtain a capy 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 report conducted by a consumer reporting
agency and requested by the Company by contacting the consumer reporting agency identified ahove directly.

Notice to Maine Applicants: Under Chapter 210 Section 1314 of Maine revised Statutes, you have the right, upon request, to be informed
within 5 business days of such a request to whether or not a 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

Last Name: First Name: Middle Name: '

DiCillo Mark
Other Names Used: SSN: Date of Birth:

101527915 (For Employment 7-31-69
Purposes Only)

Motor Vehicle Number & State of Issue: Current Address:
{Driver's License Number)

NYS 541705630 291 Michael Ave Sloan, NY 14212

/L/Mk DfC(ZZD

Signature: ¥ 2615) Date: Jul 21, 2015

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