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New Hire Application

Personal Data— PLEASE PRINT LEGIBLY IN INK

LastName Aball @ First Name _yY)d! o Middle Initial _{/
Street Address T [ £ Putllvman Aue - Apt/Ste éﬁ
City/State/Zip ‘ [ Social Security Last Four XXX-XX-

Phone Number éd’\ |- &< Y% Email Address L1 A4Y o &ba” a @ gvz_bai./:c_ ol

Staffing Agency/Recruitment Partner Q M Q

All offers of employment are conditional upon satisfactory proof of identity and iegal ability to work in the U.S.A.

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

Applicant Certification and Authorization
| authorize Employer Solutions Staffing Group (ESSG) to use the information and statements contained in this application to determine my
qualifications for employment. | authorize ESSG to make inquiries of my former employers, except as indicated in this application,
regarding my previous duties, responsibilities, performance, compensation and eligibility for rehire,
| understand that a comprehensive background check may be conducted to determine my eligibility for hire by certain clients of ESSG,
This may include but is not limited to, investigations of criminal and/or conviction records, driving records and/or a drug screen test as
required by clients, government regulations or by ESSG policies.
| release ESSG and other persons or entities from any claims that might be based on ESSG's decision to conduct a background check.
| certify that all statements made in my application are true and accurate and that | have not omitted any material information or provided
false or misleading information. i understand that any material omission or misrepresentation will result in my disqualification from
consideration for employment or, if discovered after | begin employment, will resuit in my termination.

If hired, | agree to abide by the policies and procedures of ESSG.

Maro_ghbolle Tighid ) 09 fost.f

Name (Print or type) Applicafit's Signature

A copy or facsimile (“fax") will be considered the same as an original signature. Email will ONLY be used for employment correspondenc:

For ESSG Office Use Only
DOH NHW -9 8850 w4
Emergency Contact Info Background Release Form Background Results Unemployment Letter ESC Application
{If applicable)
For ESSG Client Use
DOH ROP ___ === Work Site Loc. WC Code

ESSG - ESSGCLIENT Rev. 052015



employer solutions staffing group.
O Leveraging Resources in a Changing Market 1 jve CM ,((
Direct Deposit/Payroll Debit Card Authorization
Employees have the option of receiving wages by Direct Deposit or

If you do not provide a written election, wages will be paid
SECHION T BASIC INEORNN FION

e 1y 5 fro | [ =)

=1 ~—
SECHION 20 PANROLE e EION

Note: Direct Deposit accounts may take up to 7 days to be activated,

|| Payroll Debit Card (Please complete Sections 4 and 5 below)
EC G 3 DIRECE DLERPOSEE

[0 Update Bank Account
Bank Name:

I understand and acknowledge that if I do not provide a
voided check 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,

Routing#
Account#

Initial Date

Account Type: [ Checking | Savings Clother

To help us avoid making an error, please attach a copy of a voided check. (a deposit slip will not work)
Ifyuuchangebanks,donotoloseyouroldbmkacconntuntﬂyourdhectdaposithasammdatthenewbmk,whichmaymke2payperlods.

SECEION

L PANROLL DEBFE CARD (GELOBNL CASH CARD)

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

Except for the routing and account number, ESSG does not have access to any information regarding your Payroll Debit Card account or
transactions. On your first payday, you will receive your new Payroll Debit Card, and a packet 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 Payroll Debit Card to be issued)

First Name ML Last Name Date of Birth
Street Address (Po BOX NOT ACCEPTABLE) Social 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 #

073972181

T have received my Payroll Debit Card, welcome brochure, program fees, program terms, conditions, and disclosures, By activating my Payroll Debit Card,
1 am agreeing to the program terms, conditions, and disclosures that are included or made available to me from time io time from the financial institution. 1

authorize the financial institution to debit my Payroll Debit Card account for the fees described in the fiee schedule that is part of the program terms,
conditions, and disclosures,

Employee’s Signature: Date:

I'authorize 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 adjustmentsfor any credit entries
made in error to my account(s). * E-mail is required for pay stub information.

*E-mail: MgrOJa/lm”a @ armu [- Cowvn

thﬁ inform?lon will only be used t¥ send your paystubs electronically

g
Employee's Signaturg.mc V4 I Date: qr/'b([/ [‘}




Form W-4 (2015)

Complete Form W-4 so that your empl
::r:pon withhold thg correct federal Ineomzo tax ﬁur%t;'yoetfr
pay. Conslider completing a new Form W-4 each year
and when your persanal or financial situation changes.

Exemption from withholding. If you are exem,
oompglﬁa only lines 1, 2, 3, 4, and 7 and s thpet'fonn
1o validate it. Your exsm onfor2015m&ras

February 18, 20186, See Pub. 505, Tax Withholding
and Estimated Tax,

Note. if another person can olaim you as a dependent
on his or her tax retum, m:u cannot claim exemption
from wtthholdlrgal;your come exceeds $1,050 and
Includes more $350 of uneamed Income (for
example, Interest and dividends).

An em, loyeem be able to claim
examﬁon from wﬂhhgld ng evgx ifthe employes is a
dependent, if the emplayee;

* Is age 65 or older,

* I8 blind, or

* Will claim adjustments to income; tax credits; or
itemized deductions, an his or her tax retum.

The exceptions do not to supplemental wages
greatarm’ﬁl $1,000.00§.p Pl &

Baslo Instructions. if you are not exempt, nor_rli_ﬁlets
the Personal Allowances Worksheet below. The
workshests on page 2 further adjust your
withholding allowances based on itemized
deductions, certain credits, adjustments to income,
or two-samers/multiple jobs situations.

. Complete all workshests that apply. However, you

may olalm fewer (or zero) allowances, For regular
wages, withholding must be based on allowances
you claimed and may not be a flat amount or

e of wages.

Head of household, Generally, you can claim head

of household filing status on your tax retum only if

you are unmanied and pay more than 509 of the

u?ge..“ o) o ot camly g oo your
lent{s) or other n 3

Pub. 501%;:!!0 ?smnda?d Deduction, and

Filing Information, for information.

Tax credis, You can take projected tax cradfts into account

in fi "9 y:t:{d allowable numl afwlmhddlmm

r or dependent care expenses

tax credit may be claimad the Personal All

Worksheet below. See Pub. 505 for Information on

converting your ather credits Into withholding allowances,

~ Person

Nonwaga income. If you have a large amount of
nonwage Income, such as interest or dividends,
consider making estimated tax mrnems using Form
1040-ES, Estimated Tax for Individuals. Oth you
may owe additional tax. if you have pension or annilty
Income, sea Pub, 505 to find out lWou should adjust
your withholding on Form W-4 or W-4P,

Two samera or multiple jobs. if you have a

working sguae or more one ]obﬁt?#um the

total number of allowances you are entitled to claim

WA, Your winhoing uecelly il B byone o
. Your m

when all alluwanoesng'e claimed on the Form W-4

for the highest mlng job and 2ero allowances are
claimed on the athers. See Pub. 505 for detalls.
Nonresident allen. if you are a nonresident alien,
see Notice 1392, Supplemental Form W-4
Instructions for Nonresident Allens, before
completing this form.

Check your withholding. After your Form W-4 takes
hefreut,av] uy; Pub, §05 to sgee howxﬂt:e amount you are
n

withheld com; 1o your projected total tax
for 2015, See Pub, 5
axceed 5s1so.ooo (smglem%lgooﬂo &Mm

Furture developments. information about any future
developments affacting Form W-4 (such as lagisiation
mtadafhuwsmle%mwmbep%dat?wwjrs.govm.

records.)

al Allowances Worksheet (Keep for your

A  Enter “1” for yourself if no one else can claim you as a dependent .
* 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 ) } o oo I8
* 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 spause. But, you may choose to enter *-0-" if you are married and

than one job. (Entering “-0-" may help you avold having too little tax withheld.) . g

Enter number of dependents (ather than your spouse or yourself) you will claim on your taxreturn . . . oo

Enter “1” if you will file as head of household on your tax retum (see conditions under Head of housshold above)

Enter “1” if you have at least $2,000 of chlld or dependent care expenses for which you plan to claim a credit

mmo

have either a working spouse or more

A__]__

|

TMOO

1]

(Note. Do not Include child support payments. See Pub. 503, Child and Dependent Care Expenses, for details.)

G Child Tax Credit (ncluding additional child tax credit). See Pub. 972, Child Tax Credit, for more Information.
* If your total Income will be less than $65,000 ($100,000 if married), enter “2” for each eligible child; then less “1” if you
have two to four ellgible chlldren or leas “2" if you have five or more ellgible chiidren.
* If your total Income will be between $65,000 and $84,000 ($100,000 and $118,000 if manied), enter *1” foreach eligiblechid. . . @

H  Add lines A through G and enter total here. (Note. This may be different from the number of exemptions you claim on your tax return)) > H !

For accuracy,

complete all

worksheets eami

that apply. avold having too

¢ If you plan to itemize or claim adju

s from ali jobs exceed $50,000 ($20,
o tax withheld.

stments to income and want to reduce your withholding, see the Deductions
and Adjustments Worksheet on page 2.
e If you are single and have more than one job or are married and you and your spouse both work and the combined

,000 if married), see the Two-Earmers/Multiple Jobs Worksheet on page 2 to

® If nelther of the above situations applles, stop here and enter the number from line H on line 6 of Form W-4 below.

Form w-4

Department of the Treasury
Intemal Revenue Service

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

Employee's Withholding Allowance Certificate

P Whether you are entitied to clalm a certain number of allowances or axemption from withholding s
subject to review by the IRS. Your employer may be required to send a copy of this form to the IRS.

OMB No. 1645-0074

20138

1 _ Yourfirst name and mldw
Wavo

Last name

Aiallo

2 Your soclal security number

Home address (number and street or rural routs)

2l )-03- 769

3 mngle D Married D Married, but withhold at higher Single rate.
Note. If married, but legally separated, or spause is a nonresident alien, check the *Single” bax.

/6 eyl v AUL Arfply

City or town, , and ZIP code

¢, VAN o7l

4 lfyourlaatnamedlﬂarafmmﬂtatubwnonyouraodalmuruyeard,
check here. You must call 1-800-772-1218 for a replacement card, » [ ]

§  Total number of allowances you are claiming (from line H above or from the applicable workshest on page 2) 5 |
8 Additional amount, if any, you want withheld from each paycheck . . . .
7

1 claim exemption from withholdingfor 2015, and | certify that | meet both of the following conditions for axemption.
* Last year | had a right to a refund of all federal income tax withheld because | had no tax llability, and
* This year | expect a refund of all federal income tax withheld because | expect to have no tax liability.

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

A

.>l7]

Under penalties of perjury, | deciare that | have examined;this certificate and, to the best of my knowledge and bellef, it is true, correct, and compiete.

Employee’s signature

(T form ' not val uriess you sign ) »_/ 32 20410 LA~

Date > Oq/'l-r//\r

8 Employer's name and address (Employer: Comple{e lines 8 and 10 only if sending to the IRS.)

9 Office cods (optional) | 10  Employer identification number (EIN)

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

Cat. No. 10220Q

Form W-4 (2015)



ke : OFFICB
[vsLinD z19301-EMp [ GFFIC

LOCATION Rehire Date / /
ENROLLMENT FORM ESC U
ROV D ENTR L o0y o) PN EORNT A Lo (B3 240 B |
PRINT USING BLACK or BLUE INK BENEDENDENINEEY P A
(Must Be Filled Ont)

; Social SecurityNumber X | - 0% - 4469
g8 939 . W7
ssalla

SELECT COVERAGE LEVEL

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

Employee Only

’ Employee + Pamily
Employee + 1 NO to all indemnity benef:

ll ¢~ Do you or any dependents have Medicare? T T

[ Yes No H Yes:
MedicamHeahhhsmoeGaimNnmba(ﬂICN)

| Medicaro BffectiveDate ./ __/

E Names of Covered Parson(s)

vl o1,

' 2

] L

. )
REQUIRED DEPENDE SEINEORM AT LN

Name
Social Security Number e e e~ S

DaofBinh ./ _/ o [m]F]
Relationship: []Spouse [] Child [l Damestic Partner

-

FIXED INDEMNITY MEDICAL

Q
m YEs $20.91 Bmployee Oxly %
: $42.44 Bmployee + 1
|:| NO  $56.67 Employee + Family

This coverage Is not available to residents of New

Hampshire, Hawall, or Puerto Rico.

Y] Yrs $ 6.17 Employee Only

$12.34 Employee + 1
D NO $20.36 Employee + Family

DENTAL

$0.60 Bmployee Only “
$0.90 BEmployee + 1

$1.80 Employee + Family

SHORT-TERM DISABILITY

&

Short-Term Disability is not available to i)ersons who work

$4.20 Employee Only

BENEEFTCEARY INFORNATTON

For Term Life / Accidental Death & Dismemberment, please write
' In your beneficiary infurmation.

|| NAME OF BENEFICIARY

{  RELATIONSHIP

i * California, Hawaii, New Jersey, New York, or Rhode Islan:
¢ INAme ,
|| Soctet Socarity Number - - . | T | 82193010-M-EMj
| / / WIEC WELLNF ENTIVE PEAN S aiSntiis &4
Date of Birth v sex IMIF] | Thadirne iy AL
185887 Emp) Oul
Relationship: [1Sponse []Child [J Domestic Partner Y EC SRy

[]s87.73  Bmployee + 1
D$|86,99 Bmployee+ Family

D NO to MEC Wellness/Preventive Plen




