7301 Ohms Lane Suite 405
Edina, MN 55439

Tel: 952.835.1288 « Fax: 952.835.1255
www.esgstaffingsolutions.com

New Hire Application

Personal Data— PLEASE PRINT LEGIBLY IN INK

Last Name 5 784w 2 First Name 47/ 446 2 Middle Initial <

Street Address 54 feoclédbe S7 AptiSte

City/StatelZip Colvhin A NI 40 70
Phone Number /0 -JPf-5327 Email Address 74raslier €25 @ rectetma. s € vm

Staffing Agency/Recruitment Partner_ C A7 &

All offers of employment are conditional upon safisfactory proof of identity and leaal ability to work In the U.S.A,

Are vou legally authorized to work in the United States of America? EZ/YES {INO

Applicant Certification and Authorization

| authorize Employer Solutions Staffing Group (ESSG) fo use the information and statements contained in this application to determine my
gualifications for employment. | authorize ESSG fo 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 fo determine my eligibility for hire by certain clients of ESSG.
This may include but is not limited to, investigafions of criminal and/or conviction records, driving records and/or a drug screen testas
required by clients, government regulations or by ESSG policies.

| release ESSG and other persons or entifies from any claims that might be based on ESSG's dedision 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 resulf in my fermination.

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

AICHAEL L STBAts 72 W ﬁ") Zfz /5

Name {Print or type} Applicant's Signature Date

A copy or facsimile ("fax") will be considered the same as an orginal signature. Email will ONLY be used for employment correspondence

For ESSG Office Use Only
poH | BHW e 8850 W4
Emergency Contact Info Background Release Form Background Resulls tUnemployment Letier ESC Application
’ {if applicable)
For ESSG Client Use
DOH ROP Work Site Loc, WC Code




Form W-4 (2015)

Purpose. Complete Form W4 so that your employer
can withhold the correct federal income tax from your
pay. Consider compleling a new Form W-4 aach year

and when vour personal or financial situation changes.

Exempiion from withhalding. If vou are exempl,
complete ondy fines 1, 2, 3, 4, and 7 and sign the form
to validate R. Your exemption for 2015 exprres
February 18, 2016. Ses Pub. 508, Tax Withholding
and Estimated Tax.

fote, i another person can claim you as a dependent
on his or her tax refurn, you cannot claim exemplion
from withholding ¥ your income exceeds §1,080 and
includes more than $350 of uneamed income (for
example, interest and dividends).

Exceptions. An empiloyse may be zbie to claim
exemption from withholding even if the emiployes is a
dependent, if the emploves:

+ {5 age 85 or older,

= i blind, or

« Will claim adiustments o income; tax credits; or
ftemized deductions, on his or her tax retum.

The axceptions do not apply 1o supplemental wages
greater than $1,000,000.

Basic instructions, If you are not exempt, complets
the Personal Allowances Workshest below. The
worksheets on page 2 further adjust vowr
withholding allowances based on ttemized
deductions, cerlain credits, adjustments to income,
or two~samers/muttiple jobs situalions,

Complete all workshests that apply. However, you
may cleim fewer {or zero} allowances, For regular
wages, withiiolding must be based on allowances
you claimed and may not be & flat amount or
percentage of wages.

Head of household, Generslly, vou can olgim head
of household filing status on vour tex retum only IF
you are unmanied and pay more than 580% of the
costs of keeping up & homs for yourself and your
dependen&{s? or other qualiving individusls, Sse
Pub. 501, Exemptions, Standard Deduction, and
Filing Information, for information.

Tax credits. You can take projected tax credits into aucount
in figuring your aliowable number of withholding aflowarnces.
Credits for child or dependent care expenses and the chiki
tax credh may be claimed using the Personal Allowanoes
Worksheat below, See Pub, 505 for informaticn on
convariing vour other credits into withholding allowangces.

Norwage income, i you have & large amount of
nenwage income, such as interest or dividends,
cousider making estimated tax fa;men:s using Form
1040-E8, Estimated Tax for Individuals, Othenwiss, you
may owe additional tax.  you have pension or annulty
income, sas Pub. 505 fo find out i vou should adjust
your withholding on Form Wed or W-4F.

Two earners or muftiple jobs. if yvouhave a
working spouse or more than ane job, figure the
tal nurnber of allowances you are entitied fo claim
on alf jobs using workshests from only one Form
W-4. Your withholding ususily will be most acourate
whan all aliowsnces are claimed on the Form W-4
for the highest paying job and zerp sliowances are’
dlaimed on the others, See Pub, 508 for details,

Nonresident alien. If you are a nonresident alien,
see Notice 1382, Supplemenial Form W4
Instructions for Nonresident Aliens, before
compieting this form.

Check your withholfing, After your Form W4 takes
effect, use Pub, 505 to see how the amount you are
having withheld comparss to your projected tofal fax
for 2015, Ses Pub, 505, especially if your eamings
axceed $130,000 {Single) or $180,000 (Married).
Fubizre developments, lnformation ebout any futurs
davelopments affecting Form W-4 {such as iegisiation
enacted after we relezss i) will be posted at vww.is.govw/ed,

Personal Allowances Worksheet (Keep for vour records.)

A Enter*1"forvourseffifnooneelsecancleimyouasadependent . . . . . . . P Y
= You ars single and have only one job; or
B Enter “1" i { = You are married, have only one job, and your spouse does not work; or } . B
= Your wages from a second job or your spouse’s wages {or the total of both) are $1,500 or less,
¢ Enter “17 for your spouse. Bui, you may choose to enter *-0-" if you are married and have either a working spouse or more
than one job. (Entering “-0-" may help you avoid having too litle tex withheld) . . . R e e '
D Enter number of dependents (other than your spouse or yourself) you will claimonyourtaxreturn . . . . . . . 2]
E Enter “1* if you will file as head of housshold on your tax retum (see conditions under Head of household above) E
F

F Enter “1" if you have at least $2,000 of child or dependent care expenses for whichyou planfoclaimacredit . .

{Note. Do not includs child support payments. See Pub. 503, Child and Dependent Care Expenses, for details.)
G Child Tax Credit {including additional child tex credif). Ses Pub. 872, Child Tax Credit, for more Information.
= If your total income will be less than $65,000 ($100,000 i married), enter “2" for each eligible child; then less “1" ifyou
have two o four eligible children or legs “2" if you have five or more sligible children.
e §f your total income will be batween $86,000 and $84,000 ($100,000 and $119,000 if married), enter “1" foreacheligblechidd. . . G
H  Add lines Athrough G and anter total here. (Note, This may be different from the number of exemptions you claim on your tax retumy) b H 7>
@ If you plan to temize or claim adjustments o incoms and want to reduce your withhalding, see the Deductions

For accuracy,
complete ail
worksheets
that apply.

and Adjustments Workshest on page 2.
= If you are single and have more than one job or are married and you and your spouse both werk and the combined
earnings from all jobs exceed $50,000 (620,000 if married), see the Two-Earners/Rulliple Jobs Worksheel on page 2 to

avoid having too little tax withhsid.
o If neither of the above situations appliss, stop here and enter the number from line H on line 5 of Form W-4 below.

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

., Mg Employee's Withholding Allowance Certificate

OMB No. 1545-0074

Z:Tnmt the Treasury b Whether you are entiled to clalm a certain number of allowances or exemption from withhokiing is 2 @ i 5
iritemel Bovenus Servioe subject to review by the IRS. Your employer may be required to send 2 copy of this form to the IRS,
i Your first name and middle injtial Last name 2 Your socis! security number
Ml L STR AL pro. o3 60 27753
Home address (wmber and street or rural route) 3 [ single [] Mamied [] Married, but withhold at higher Single rate.
.“3*? LoeL ELE I Hote. ¥ manied, but legally separated, or spouse is a nanvasident sfien, check the “Single” box.
City or town, stats, and ZIP code 4 Eyourlast name differs from that shown on your social security card,
GOl = A gjy 670 chock here. You must call 1-800-772-1213 for a replacement card. B [
5 Total number of alfowances you are claiming from line H above or from the applicabla workshest on page 2} 5 &
&  Additional amount, if any, you want withheld from each paycheck . . . . e e . 6|9

7 | claim exemption from withholding for 2015, and | certify that | meet both of the
e | ast year | had a right to a refund of al federal income tax withheld becauss ! had no tax liability, and
e This year | expect a refund of all federal income fax withheld because | expect 1o have no tax liability.

if you meet both conditions, write “Exempt"here. . . . . e e e e

foliowing conditions for exemption.

»l7]

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

Employee's signature

- 7 A
{This form is not valid unless you sign it.) » W /@

to the best of my knowledge and belief, it is frue, comect, and complete.

Date » ,3"/1/:5’

8  Employer's name and address {Employer: Corfipiete ines 8 and 14 only if sending to the IRS.) } g Office code (options)

1 Employer identification numbar EIN)




few York Stete Depariment of Taxation and Finance

iIT-2104

2015 Employee’s Withholding Allowance Certificate
Hew York State » New York City - Yonkers
Firal narme and middie infial Last name Your soclal security mamber
Alcpha. & STRRw P £é3 6o 3773
Pemnanent home address {mmber and sirest o ruraf rutsh Apariment number Singke o Hoad of fousehold Marriogt ||
59 fpeskb ST Married, but withhold st higher single e
City, village, ar post office State 2P code Hote: F maried but logally separdted, merk an Xin
Lot rp A AT /46 1o the Single o Head of househol! Box,
Are you a resident of New York CRY? ... Yes[ ] No [
Are vou a resident of Yonkers? .ovveeecevneenns Yes[ | No E'}/

Complets the workshest on page 3 before making any entries. )
1 Total number of ellowances you are daiming for New York State and Yonkers, i applicable (fromiine 77) ... i o

2 Tolal number of allowancss Tor New York Clly from fine 280 ...
Use lines 3, 4, and § balow to have additional withholding per pay peried under special agreement with your employer.

3 New York SR amouil oo tarenene s e seeneres
4 New Yorl Gy amount .o cee e see e s s snnarnssv o sneme vrssen

2

B YOrkers SIMIOUNT e eesareiaeansresssservrmnsasasses

{ cortity that | am entitied 1o the number of withholding alfowances claimed on this certificate.

T

ﬁa;/(é/fﬁ“

Pen‘%ity‘l‘ A penalty of $500 may be imposed for any false statement you make that decreases the amount of money you have withheid

from your wages. You may also be subject fo criminag! penallies.

Emploves: datach this page and give i to your employer; keap 2 copy for your recornds.

Employer: Keep this certificate with yvour records.

Mark an X in box A andfor box B o indicals why you are sending a copy of this form to New York State (see instructions):

A Employvee clalimed more than 14 exemption aflowances for NYS
B Employeeisanewhirsorarehire... B D First dale employvee parformed services for pay fmm-dd-yyyy} (ses instt): L

Are dependent health insurance bencfils available for this emploves? ... Yes D

all

NaD

if Yos, enter the date the emploves qualifies (mm-ddyyyh E

|

Erployars name and sddress Employ this saction ondy F you are sending & copy of this form fo #e RYS Tax Deperiment) | Emiployer identification number
instructions
Changes effective for 2018 and Hle i with vour emplover if the number of allowancss you may olaim

Form 1-2'104 has baen revised for tax vear 2015, The workshest on
page 3. the charls beginning on page 4, and the additions! dollar amounds
in the instructions on page 2, used to compule withholding aliowances

or to enter an sdditionat doflar amount on line(s} 3, 4, or 5, have been
revised. if you previously filed & Form [T-2104 and used the worksheet,
charts, or additional dollar amounts, vou should complete a new 2018
Form {T-2104 and give it to your employer.

Whe should file this form

This cartificate, Form IT-2104, is completed by an employee and given

o the employer to instruct the employer how much New York State (and
New York Ciy and Yunkers) tex to withhold from the enployee’s pay. The
more allowances daimed, the lower the amount of tax withheld,

¥ you do not file Form [T-2104, your employer may use the same numbsy
of gliowances you claimed on federal Form W, Dus to differences in
tax law, this may result in the wrong amount of tax withheld for New York
State, New York City, and Yonkers, Complete Form [T-2104 each year

is difforent from faderal Form W4 or has changed. Common reasaons for

completing a new Form [T-2104 aach year include the following

« You sterted a new job.

- You are no longer a dependent.

« Your individual circumstances may have changed {for example, you
were married or have an sdditional child).

« You moved into or out of NYC or Yonkers,

» You Hemize vour deductions on your personal income tax refum.

= You clzim aliowances for New York Siate credils.

= You owsad tax or received a large refund when you filed your personal
income tax retum for the past year.

« Your wages have incressed and you expect fo earmn 3108200 or more
during the tax year.

= The total income of you and your spouse has increased to $108,200 or
mave for the tax year.

= You have sigrificantly more or less income from other sources or fom
another job.

= You no fonaer qualify for exemptlion from withholdinag.




Employment Eligibility Verification USCIS

Form I-9

Department of Homeland Security OMB No. 1615-0047

E} S szensmp anci Immxgration Semces Expires 03/31/2016

BSTART RERE Read instructions catefuigy before cnmp!aﬂng this form. The instructions must be available dnrmc wmp!eﬁan of this form.
ANTI-DISCRIBINATION NOTICE: Itis illegal to discriminate against work-authorized individuals. Employers CANNCT specify which

document(s) they will accept from an employee. The refusal to hire an individual because the documentation presented has a future
expiration date may also constitute illegal discrimination.

Section 1. Employee Information and Attestation (Employees must complete and s:gn Section 1 of Form 1-8 no later

than the first day of employment, but nof before accepting a job offer )

Last Name (Family Name) First Name [Given Nams} Middie Inifial | Other Names Used (i any}
STRL LD e i CHAEL &

Address (Sireef Number and Name) Apt. Number | City or Town State Zip Code

5] LoclEBE ST Lois i 28 A A rf6 70

Date of Bisth (mmiddiryyy) 1U.S. Social Security Number | E-mail Address Telephone Number
pf23f16 66 3He o3 7 7 5|\ Hhnsher 623,50 rachetonait o 955527

i am aware that federal law provides for imprisonment andior fines for false statements or use of false documents in
connection with the compistion of this form,

;?st, under penalty of perjury, that | am {check ons of the following):
A citizen of the Uniled States

E:} A noncitizen national of the United States (Ses insfructions}
D A lawful permanent resident (Alien Registration Number/USCIS Number):

[] An alien authorized o work untit (expiration date, if applicable, mm/ddfyyyy) . Some aliens may writs "N/A" in this field.
{Ses instructions}

For afiens authorized to work, provide your Alien Registration Number/USCIS Number OR Form [-84 Admission Number:

1. Alien Registration Number/USCIS Number:

3.1 Bareode
OR Do Mot Write in This Space

2. Form 1-04 Admission Number:

if vou obtained vour 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 wiite "N/A® on the Foreign Passport Number and Country of Issuance fields. {See insfructions)

Signature of Employee: %/ % Q Date (mm/ddfyyyy): 3/2/r5

Preparer andfor Transiator Certification (7o be completed and signed if Section 1 is prepared by a person other than the
smployes }

| 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 trus and cormrect.

Signature of Preparer or Translator Date (mm/ddivyyy}:

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

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

Employer Completes Next Page




GE %%k

Emplovees may present one selection from List A

LISTS OF ACCEPTABLE DOCUMENTS
All documents must be UNEXPIRED

or a2 combination of one selection from List B and one selection from List C.

LISTA LISTB LISTC
Pocuments that Establish Documents that Establish Documents that Establish
Both Identity and Identity Employment Authorization
Employment Authorization oRr AND
f. U.S. Passport or U.S. Passport Card 14, Driver'silicenss or ID card issued by a . A Social Security Account Number

. Permanent Resident Card or Alien

Registration Receipt Card (Form 1-551}

. Foreign passportthat contains 2
temporary -551 stamp or temporary
i-551 printed notation on a machine-
readable immigrant visa

State or outlying possession of the
United Siates provided it contains &
photograph or information such as
name, date of birth, gendsr, height, eve
color, and address

. Employment Authorization Document
that contains a photograph (Form
|-766}

iD card issued by federal, state or local
government agencies or entities,
provided it contains a pholograph or

card, unless the card includes one of
the following restrictions:

{1} NOT VALID FOR EMPLOYMENT

(2} VALID FOR WORK ONLY WITH
INS AUTHORIZATION

{3} VALID FOR WORK ONLY WITH
DHS AUTHORIZATION

information such as name, dale of birth,
gender, height, eye color, and address

. For a nonimmigrant alien authorized
to work for a specific employer
because of his or her status:

a. Foreign passport; and

b. Form 1-94 or Form 1-04A that has
the following:

{1} The same name as the passport;
and

{2} An endorsement of the allen's
nonimemigrant status as long as
that period of endorsement has
not vet expired and the
proposed employment is not in
conflict with any restrictions or
limitations identified on the form.

. Cerlification of Birth Abroad issued

by the Department of State (Form
F8-545)

School 1D card with a photograph

Voter's registration card

. Certification of Report of Birth

issued by the Dapartment of Stafe
{Form DS-1350)

1.8, Military card or draft record

Nilitary dependent's ID card

M@l e e e

11.8. Coast Guard Merchant Mariner
Card

&

. Original or cerlified copy of birth

cerfificate issued by a Siale,
county, municipal authority, or
territory of the United States
bearing an official seal

Nafive American #ribal document

8. Driver's license issued by a Canadian

. Native American fribal document

gavernment authority

. U.S. Citizen ID Card (Form 1-197)

. Passport from the Federated States of
Micronesia (FSM) or the Republic of
the Marshall Islands (RM!) with Form
104 or Form [-84A indicating
nonimmigrant admission under the
Compact of Free Assodiation Between
the United Siates and the FSM or RMI

For persens under age 18 who are

unable to present a document

. identification Card for Use of

Resident Citizen in the United
Slates (Form 1-179)

flisted above:

40. School record or report card

14. Clinic, doctor, or hospital record

142, Day-care or nursery school record

. Employment authorization

document issued by the
Department of Homeland Security

lHustrations of many of these documents appear in Part 8 of the Handbook for Employers (M-274).

Refer to Section 2 of the instructions, titled "Employer or Authorized Representative Review
and Verification,” for more information about acceptable receipts.




Employer Completes This Page 7

Section 2. Employer or Authorized Representative Review and Verification

{Employers or their authorized ropresentative must complele and sign Section 2 within 3 business days of the smployee’s first day of employment. You
must physically examine one document fiom List A OR examine a combination of one document from List B and one document from List C as listed on
the "Lists of Accepiable Documents” on the nexi page of this form. For each document you review. record the folfowing information: document titfe,
issuing authorlly, document number, and expiration date, if any.)

Emploves Last Name, First Name and Midedls Inilial from Section 1:

List A OR ListB AND ListC

identity and Employment Authorization identlty Employment Authorlzation
Document Title: Document Title: Document Title:
ssuing Authoriy: (Tesiing Adthory: Issting Authority:
Document Number: . IDocument Numbsr: Document Mumber:
Expiration Date (if any)(mm/ddiyyyy). Expiration Date (if any){mm/dd/yyyy): Expiration Date (if any)mm/ddyyyy:
Document Title:
issuing Authority:
Bocument Number:

Expiration Date (if any){mm/ddiyyyy):
3-D Barcode

Do Not Write in This Space

Document Title:

Issuing Authority:

Document Number:

Expiration Date (if any)(mmiddiyyyy):

Certification
| attest, under penally 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

emplovee Is authorized to work in the United States,
The employee’s first day of employment (mm/dd/yyyy).
Signature of Employer or Authorized Representative

{See instructions for exemptions.)

Date (mmiddiyyyy) Title of Employer or Authorized Representative

Last Name (Family Nams) First Name (Given Nama) Employer's Business or Organizalion Name
EMPLOYER SOLUTIONS STAFFING GROUFP LLC

Employer's Business ar Organization Address (Street Number and Name} | City or Town State Zip Code
7301 CHMS LANE SUITE 405 EDINA MN 55438

Section 3. Reverification and Rehires. (7o be complefed and signed by employer or authorized representalive )
A, New Name (if applicable} Last Name (Family Name) First Name (Given Nameg) Middle Initial |B. Date of Rehire (if applicable) (mm/ddfyyyy):

C. Ifernployee’s previous grant of employment authorization has expired, provide the information for the document from List A or List C the employes
presented that establishes current employment authorization in the space provided below.
Document Number: Expiration Date (if any)(mm/ddiyyyy):

Document Tit!e:

| 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 document{s) | have examined appear to be genuine and fo relats to the individual.

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




DISCLOSURE AND AUTHORIZATION [IMPORTANT -- PLEASE READ CAREFULLY BEFORE SIGNING AUTHORIZATION]

DISCLOSURE RECARDING BACKCGROUND INVESTICATION

Employer Solutions Staffing Group LLC {ESSG) may obtein information about you for employment purposes from a third party consumer reporting
agency. Thus, you may be the subject of 2 “consumer report” andfor an “investigative consumer report” that may include information about your
character, general reputation, personal characteristics, andfor mode of living, and that can involve personal interviews with sources, such as vour
neighbors, friends, or associates. These reports may contain information regarding your credit history, criminal history, social security number
validation, motor vehicle records {“driving records”), verification of your education or employment history, or other background checks. Credit
history will only be requested where such information is substantially related fo the duties and responsibilities of the position for which you are
applying. You have the right, upon written reguest made within & reasonable time, to reguest 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 vour education and/for employment history conducted by Crangs Tres Employment Screening, 7275 Chms lane,
Minneapolis, MN 55433, Tel.: 800-886-4777 or 952-941-8040, Fax: 800-886-0774 or 952-8341-9041. ORANGE TREE EMPLOYMENT SCREENING's
website is at wwworanselresscieaning com, or another outside organization. The scope of this notice and authorization is all-encompassing,
however, allowing ESSG to obiain from any outside organization zll 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 eny investigative consumer report.

New York and Maine applicents or smployeesonly: You have the right to inspect and receive & copy of any investigative consumer reportrequested by ES5G 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 reporting agency designated o handle inquiries, which ESSG shali provide within 5 days.

New York applicants or emplovees only: Upon request, you will be informed whether ornota ¢ report was requested by ESSG, and if such reportwas
requested, informead of the name and address of the consumer reporting agency that furnished the report. By signing below, vou alse acknowladge recelptof
Article 23-A of the New York Correction Law. :

Oregon applicants or employees anly: Informetion describing your rights under faderal and Oregon law regarding consumer identity theft protection, the storage
and disposal of your cradit inf i, and di flabie should you suspect or find that ES5G has not maintained secured records is available to you upon

regusst.
Washington State epplicants or employees only? You also have the right to request from the tonsurmer raporting agency 2 written summary of your rights and
remedies under the Washington Fair Credit Reporting Act.

ACKNOWLEDGMENT AND AUTHORIZATION

t acknowledge receipt of the DISCLOSURE REGARDING BACKGROUND INVESTIGATION and A SUMMARY OF YOUR RIGHTS UNDER THE FAIR CREDIT
REPORTING ACT and certify that | have rzad and understend both of these documents. | hereby zuthorize the obtaining of “consurner reports”
and/or “investigative consurer reports” by ESSG st any time after receipt of this authorization and throughout my employment, if applicable. To
this end, | hereby authorize, without reservation, any law enforcement agency, administrator, state or fadersl agency, institution, school or
uriiversity {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 lLane, Minneapolis, MN 55439, Tel.: 800-886-4777 or 952-8941-9040. ORANGE TREE
EMPLOYMENT SCREENING's website is al: yavw orangeiressersening com, another outside organizetion acting on behalf of the company, andfor
the company itself, | agree that a facsimile (“fax”}, electronic or photogranhic copy of this Authorization shall be as valld as the original.

New York applicants or employees only: By signing below, you also acknowledge recelpt of Article 23-A of the New York Correction Law,
wal ta and Gkiah llearts or employess only: Please check this box if you would like to receive 2 copy of 2 consumer report if one is obtained by ESSG.

Lod &

E {Must include email address: )

Signature; W Date: }/zf{f

BACKGROUND INFORMATION

LastName:__SF/2A LvderC First: _A0/0 A2 Middle:__¢£.
Other Names/Alias:

Social Security #%:_ 04 2 Lo 3773 Date of Birth (mm/ddfyyyy)t: 70 -2 3 -24

Driverslicense#: &Y 7§87 19¢ State of Driver's License: __AJ ¥

PresentAddress: 5§ cocginé 57 Telephone # (Primary); _Z2/& - $98-$327

City/State/Zip: Lotsiiasdd MY Y070




A Summary of Your Rights Under the Fair Credit Reporting Act

The federal Fair Credit Reporting Act (FCRA} promotes the accuracy, fairness, and privacy of information in the files
of consumer reporting agencies, There are many types of consumer reporting agencies, including credit bureaus
and specialty agencies {such as agencies that sell information about check writing histories, medical records, and
rental history records). Here is & summary of your major rights under the FCRA. For more information, including
information about additional rights, go to www.consumerfinance sov/learnmors or write to:

Consumer Financial Protection Buresu, 1700 G Street N.W.,, Washington, DC 20552.

s You must be told if information in your file has been used against you. Anyone who uses a credit report or
another type of consumer report to deny your application for credit, insurance, or employment—or to take
another adverse action against you — must tell you, and must give you the name, address, and phone
number of the agency that provided the information.

e You have the right to know what is in your file. You may request and obtain all the information about vou in
the files of a consumer reporting agency (your “file disclosure”). You will be required to provide proper
identification, which may include your Social Security number. In many cases, the disclosure will be free. You
are entitied to a free file disclosure if

e a person has taken adverse action against you because of information in your credit report;
e you are the victim of identity theft and place a fraud alert in your file;

< your file contains inaccurate information as a result of fraud;

= you are on public assistance;

= you are unemployed but expect to apply for employment within 80 days.

in addition, all consumers are entitled to one free disclosure every 12 months upon request from each nationwide
credit  bureau and from nationwide specialty consumer reporiing  agendcies,
See www.oonsumerfinance zov/isarnmore for additional information.

e You have the right to ask for a credit score. Credit scores are numerical summa ries of your credit-worthiness
hased on information from credit bureaus. You may request a credit score from consumer reporting agencies
that create scores or distribute scores used in residential real property loans, but you will have to pay for it.

In some mortgage transactions, you will receive credit score information for free from the morigage lender,

« You have the right to dispute incomplete or inaccurate information. If you identify information in your file that
is incomplete or inaccurate, and report it to the consumer reporting agency, the agency must investigate
unless your dispute is frivolous. See: www.consumerfinance.gov/learnmore for an explanation of dispute
procedures.

= Consumer reporting agencies must correct or delete inaccurate, incomplete, or unverifiable
information. Inaccurate, incompiete or unverifiable information must be removed or corrected, usually
within 30 days. However, a consumer reporting agency may continue to report information it has
verified as accurate.

= Consumer reporting agendies may not report outdated negative information. In most cases, a consumer
reporting agency may not report negative information that is more than seven years old, or bankruptcies that
are more than 10 years old.

o Access to your file Is limited. A consumer reporting agency may provide information about you on Iy to people
witha valid need — usually to consider an application with a creditor, insurer, ermployer, landlord, or other
business. The FCRA specifies those with a valid need for access.

e You must give your consent for reports to be provided to employers. A consumer reporting agency may not give
out information about you o your employer, or & potential emplover, without your written consent given to the
emplover. Written consent generally is not required in the trucking industry. For more information, go
10 www. consumerfinance sov/lesrnmore.

& You may imit “prescreened” offers of credit and insurance you get hased on information in yvour credit report.
Unsolicited “prescreened” offers for credit and insurance must include a toll-free phone number you can call if you
choose to remove your narme and address from the lists these offers are based on. You may opt-out with the
nationwide credit bureaus at 1-888-567-8688.

¢  You may seek damages from violators. If a consumer reporting agency, or, In some cases, 8 user of consumer
reports or a furnisher of information to a consumer reporting agency violates the FCRA, you may be able to sue in
state or federal court.

s Identity theft victims and active duty military personnel have additional rights. For more information, visit
e consamerfinance sovileasrnmore Consumer Financial Protection Bureau, 1700 G Street N.W., Washington,




EMERGENCY CONTACT INFORMATION

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

Employee Name: /(46T SiRAwder?

Address: S (oetZBE ST L OwANDA _nY 15020

Home Phone: W6 - 98§ -F327

N :  EMERGENCY CONTACTS - an
- Please hst twa pmple (m pnonty order) who could be contacted in case nf an emergency o
Contact #1 Home Phone: 74, - 6 22-27§v
Name: fH7ZYr  sitdeper” Cell Phone: 774 . 5/2-529
Relationship: 470 7z Work Phone:
Contact #2 Home Phone:
Name: Fdans smAvdel Cell Phone: 7/ - 70/-¢ /47
Relationship: Bzprmese Work Phone:

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




/. RECEIVE YOUR PAY WITHOUT DELAY -

|

B
i
-
D

in order for you to continue to receive your pay each week without delay we are
encouraging all employees to use direct depasit or Global Cash Card. Itis
becoming more and more difficult for employees to cash checks without fees or
delay due to increased security at all banks. Also, if your check is lost or stolen
vou will have to wait 3 days for another check.

GLOBAL CASH CARD
If you don’t have a bank account, computer access or don’t want to use direct
deposit you can use Global Cash Card which works like a Visa.

e There are NO FEES for the card for your first transaction as a cash
withdrawal at an ATM or if you use it like a credit card (not debit) to make
individual signature purchases.

e If you don’t have access to a computer you can receive TEXT notifications
for your pay check amount on pay day as well as what the current balance
is. You can also receive low balance notifications set to the dollar amount
that you determine on the attached form.

e You may call Customer Service 24 hours a day, 7 days a week, 365 days a
year at 888-220-4477 for balance inquiries or other questions. (Para
Espafiol, apriete dos) '

e You can pay bills with the GCC (by phone/internet/in person}. You can also
set up your online account to make automatic payments.

Please complete the attached form and turn it in to your manager as soon as possible indicating
whether you would like direct deposit or Global Cash Card. Please make sure you include an
email address. ‘

T MNhene Thic Dacet




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

| Emploves Name

PRICHACL ST et

| E Direct Deposit. {Please complete Sections 3 and 5 below)
. - Payroll Debit Card {(Please complete Sections 4 and 3 below

71 Update Bank Account ¥ understand and acknowledge that i T do net provide s

Bank Mame: voided check with this direct deposit form, I am
(OGN Ty Blur # 5 responsible for any delays in payroll or extra costs
Routing# 92730 7559 . tncurred if the account pumber that ¥ provide is Jncorrect.
Agcoun# )
296 006 0560 Initial _A4f4of. Dete_3/2/€

Account Type: {Q/Checking {1 savings [lOmer

= Tobelp us avoid meking an error, please attach 2 copy of & voided check. {n deposit skip will not work)
*  Hyou chenge banks, do not close your old bank aceount until your direct deposit hes started 2t the new bank, which may take 2 pay periods.

Federal law requires all financial institutions to obtain, verify, and record information that identifies each person who opens ap account. In order fo
request a Payroll Debit Card for you, we must provide all of the following information that will enable the fnancial institution to identify you, If
vou do not submit a Direct Deposit/Payroll Debit Card Authorization, ESSG will provide the necessary information and issue you a Payroll Debit
Card to pay your wages. For youwr 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, BSSG does not have access o any information regarding your Payroil Debit Card account or
transactions. On your first payday, you will receive your new Payroll Debit Card, and & 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 wiil be reloaded on each payday you receive
wages.

CARDHOLDER INFORMATION {as you want your Payroll Debit Card o be issued)

First Name WML 1ast Name Date of Birth
Strest Address (#0 ROXNOT ACCEPTABLE) Sociat Security®
Chy 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 #
$73972181
1 have received my Payroll Debit Card, welcome brochure, program fees, program tenms, conditions, and disclosures. By activeting my Payroll Debit Card,
1 am agreeing to the program terms, conditions, and disclosures that are included or made available to me from time to time from the financial Institution. |
authorize the Bnancial institution to debit my Payroll Debit Cand account for the foes desaribed in the fee schedule that is part of the program teows,
conditions, asd disclosures.

Employee’s Signature: Date:

1 suthorize ESSG to directly deposit my periodic wages/compensation payments, ne:mi required tax wxﬁihaiéin,oﬁx required thhaidgs §
or authorized deductions, into my account(s} as designated above and to initiate, if necessary, debit eniries and adj ustmentsfor any credit entries

made in error to My account(s). * E-mail is required for pay stub infermation.
*E-mailk_Srasher G235 @ rvcke’ g [ com

this information will only be used to send your paystubs dectronically
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STATEMENT OF CONFIDENTIALITY

28
This agreement made this £#2 day of _#4gc# , 201 %, between
Employer Solutions Staffing Group LLC, hereinafter referred fo as “employer”,
and _gictper.  S78Awzm 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 infarmation 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.

s

Employee Signature

Employer Solutions Staffing Group LLC, Representative



. 8850 Pre-Screening Notice and Certification Request for

(Rev. January 2012) the Work Opportunity Credit OMB No. 1545-1500
?n?é‘;ﬁ?‘ﬁgé'iﬁ;m ¥ See separate instructions.

Job appiicant: Fill in the lines below and check any boxes that apply. Complete only this side.

Yourname MICHAz  STH2HA0E% Soclal security number® Q¢ ¥ L0 773

Strest address whereyoulive  $¢ g f£RE ST

City or town, state, and ZIPcode g oadardn Ny 29070

County ¢lrradesdyssds Telephone number 7/4 - §%4 - §327

if you are under age 40, enter your date of birth {month, day, year) /e -23 ~76

4 [ Check here if you received a conditional certification from the state workforce agency (SWA) or a participating local agenocy
for the work opportunity credit.

2 [] Check here 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 9

maonths 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 rehabilitation agency approved by ths state, an employment network under the Ticket to Work
program, or the Depariment 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 ffood stamps) for at least 3 of the past 5 months, but is no longer sligible to receive tham.

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

s | received supplemental security income (SSi) benefits for any month ending during the past 60 days.

e | 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.

3 E{gheck here if you are a veteran and you were unemployed for a period or periods totaling at least 6 months duwring the past
year.

4 [7] Check here if you are a veteran entitled fo 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.

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

6 [ Check here if you are a mermber of a family that:
= Received TANF payments for at least the past 18 months, or
« Heceived TANF payments for any 18 months beginning after August 8, 1997, and the earliest 18-month period beginning
after August 5, 1887, 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—Al Applicants Must Sign

Under penalties of parjury, | geclare that | gave the above Information to the smployer on or before the day [ was offerad a job, and it is, to the best of my knowladge, trus,
cotrect, and complste.

Job applicant’s signature P W ﬁ;\) Date 3/2 /5

For Privacy Act and Paperwork Reduction Act Kotice, see page 2. Cat. No. 228510 Form 8850 Rev. 1-2012)




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

EMPLOYER SECTION:
ESG FEIN#: ESG Client Name & State:
Hiring Manager: Position: Starting Wage: $
EMPLOYEE SECTION:
Employee Name: Street Address: City/State: Zip:
MicHacr STRApD &2 $7 corf 2L ST GO AnDE MY 14270
S8#: Date of Birth: Age: Have you worked for | If yes, location:
. ) this company before?
pgts =40 — 3773 rrsnyl: NS [] Yes [ANo
Please complete all questions, and sign and date the form. Yes No
1. Have you or has anyene living with you received Temporary Assistance to Needy Families {TANF) D B/
st any time since Augnst §, 19977 (If yes, please provide information below.)
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? D {Z’
(if ves, please provide information below .} .
Name of the person receiving benefits: Relationship to you:
City: County: State:
3. Have you received Sapplemental Security Income (SSI) at sny time within the past 3 months? E E’

Please note, this is not the same as Social Security benefits (SS) or Social Security Disability (SSDI) benefits.
#If you checked yes please provide a copy of your SSI documentation.

0
N

4. Have you received any type of vocational rehabilitation services within the past two years?
If yes, please indicate which type of agency you worked with and provide their loeation information below:

B Vocational Rehabilitation Agency E:{ Dept. of Veterans Affairs D Employment Network (Ticket to Work Program)
Name of Agency: Phone #:
City: County: State:

*If you checked yes please provide a copy of your active Individual Work Plan and Ticket to Work documentation.

N
0

5. Areyou a Veteran of the U.S, Military? *Jf yes, please provide a copy of your DD-214 and letter of separation.
(f yes, please provide information below. Ifno, please continue to question #6.)
Dates of Service -From: ¥ [ 2% 1 /98¢ To. ¢ | 28 | /998
Branch of Service: __{/SM &
Are you entitied to or are you receiving compensation for 2 service-connected disability?
Have you been nnemployed at any time during the last 12 months?
If yes, dates of unemployment - From: § /8 2008 T0: 3 / 21} 208
Did you receive unemployment compensation at any point during yeur unemployment?

0|0 &O
W O

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

Conviction Date: / / Release Date: / /
Wasthisa D Federal or D State conviction? If State - County: State:
Additional Tax Credits

0
&

IEC (Native American): Are you or your spouse 2 member of a Native American Tribe? '

*Ifyou checked yes please provide a copy of your CDIB card.

CA Residents: D Are you the child of foster parents? D Do you receive CalWorks? Ej Workforce Investment Act?
B Are you a migrant or scasonal farm worker? Have you ever been convicted of 2 misdemeanor?

SC Residents: D Do you receive Family Independence Benefits?

PLEASE READ, SIGN, AND DATE:
Under penalties of perjury, 1 declave the information above ta be true and accurate to the best of my knowledge, and I hereby authorize any agency,
organization, or individuals to supply such verification or information that may be needed to deterntine tax credit eligibility to my employer, employer

IR RIPT-S 0 SN JUPII e SIS UMD TR SRS - A & TR0 Sne vl SN SPNR 5 PR el I R
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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 INSJURED 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 heaith
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 fo 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 vour emplover immediately of any new injuries or conditions that impact
vour physical condition.

If it is necessary fo 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.

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

Signed: %«/ @

Printed Name: __ w/cifrr.  Srefesd £72
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LOST OR STOLEN PAYCHECKS

If a paycheck is lost (missing, misplaced, destroyed, lost in the mail, efc.), you
must notify your staffing recruiter that the check cannot be found. if it can be
verified that the check has not been cashed, ESSG will stop payment on the
check and re-issue the check fo you, deducting a fee of between $25-$35.

If your paycheck was stolen, you must first file a police report before we can re-
issue the check. Once you have done so, you must provide a copy of the policy
report to your staffing recruiter that the check was stolen. If the check has not
been cashed and if the loss of the check was not your fault, ESSG will issue a
new check and no fee will be deducted.

CHEQUES DE PAGO PERDIDOS O ROBADOS

Si un cheque de pago se pierde (que falta, fuera de lugar, destruido, perdido en
el correo, etc), usted debe notificar a su reclutador de personal que el cheque no
se puede encontrar. Si se puede verificar que el cheque 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 que podamos volver a emitir el cheque. Una vez hecho esto, usted
debe proporcionar una copia de la denuncia a su reclutador de personal que el

cheque fue robado. Si el chegue no ha sido cobrado y si la pérdida del cheque
no fue su culpa, ESSG emitira un nuevo cheque y no hay cuota se deducira.

AGREED/SE ACUERDA—

Name/Nombre (con letra de molde): A7, ygez  SHAiper

Signature/Firma: //( m
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VSIHIND

7~ ‘ v éem 3 Mcam? ——————

Social Security N o 7-60 3773
ocial Secarty ‘ umber i T T [ves [0 If Yes:
DateofBith £ 0/ 23 ! ( 97 & Miedicare Health Tnsurance Claim Number (HICN)
Name AMiCHAEL SRR
. Medicare Effective Date e
Street Address 59 corssRE S
Names of Covered Person{s)
City G oirinny State L. Zip ¢ ¥ 6 7 O L.
2.
HomePhone 17 & ~ %74 - 9327 '3:

N, ey

MEDICAL
E/ﬁ;za.gz Employee Only

[ ] $42.44 Employee + One

B $56.67 Employee + Family

[ ] NO to MEDICAL, TERM LIFE, and STD benefits.

You MUST enroll in the Medical Insurance Plan before adding Term Life
or STD. Your coverage level for Term Life will ba identical fo your
medical plan selection.

Name

Date of Birth _________" ___._____"f Sex §
Relationship: [ Spouse [ Child [ Domestic Partner

Sociel Security Nomber

DENTAL

Hﬁ 5.99 Employee Only

D $11.98 Employee + One

D $19.77 Employee + Family

[ Ino

Name

Social Security Number — -

Date of Birth ___..__i / O Sex (M
Relationship: [ Spouse [ Child [ Domestic Partuer

TERM LIFE

[ ves
] .xe

AR
J

$0.60 Employee Only
$0.90 Bmployee + One
$1.80 Employee + Family

Name

Social Security Number . J——
DateofBirh [/ ______ Sex i
Relationship: []Spouse [1Child [ Domestic Partner

For Term Life / Accidental Death & Dismemberment, please write

SHORT-TERM DISABILITY

[ ves
[ Ino

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

$4.20 Employee Only

in your bepeficiary information.
NAME OF BENEFICIARY
CHpye Szl Der
RELATIONSHIP
Yok
Accidental Death & Dismemberment is part of the Term Life Bepefit.

o A F—=

I have read the benefit packet and understaﬁd its Hmitations. I enderstand that open enrollment is only ai;ailah}e for a lmited tme and I
. understand that making no benefit selection is a declination of coverage.
3

3/2/e5



DISCLOSURE AND CONSENT CONCERNING CONSUMER
AND INVESTIGATIVE CONSUMER REPORTS

This form, which you should read carefully, has been provided to you because CMG may request Consumer Reports and/or Investigative Consumer
Reports from a consumer reporting agency. The Company will use any such report(s) solely for employment-related purposes. Consumer Reports or
Investigative Consumer Reports will be obtained from CSS Test, Inc. (“CSS Test”) located at 400 Laurel Oak Road, Suite 102, Voorhees NJ, 08043.
They can be contacted at 856-627-5600. Under the provisions of the Fair Credit Reporting Act, 15 USC, Section 1681 et seq., the Americans with
Disabilities Act, the Drivers Privacy Protection Act and all other applicable federal, state, and local laws, I hereby authorize and permit CSS Test,
Inc., to obtain a consumer report and/or an investigative consumer report which may include the following: Reports may contain information bearing
on your character, general reputation, personal characteristics, mode of living and credit standing. The types of information that may be obtained
include, but are not limited to: credit reports, social security number, criminal records checks, public court records checks, including civil, driving
records, educational records, verification of employment positions held, workers compensation records, personal and professional references,
licensing, certification, etc. The information contained in these reports may be obtained by CSS Test from private or public record sources including
sources identified by you in your job application or through interviews or correspondence with your past or present coworkers, neighbors, friends,
associates, current or former employers, educational institutions or other acquaintances.

Additional State Law Notices: If you live or are applying for a job in California, Maine, New York or
Washington, please note:

California residents, under section 1786.22 of the California Civil Code, you may view the file maintained on you by CSS during normal business
hours. You may also obtain a copy of this file upon submitting proper identification and paying the costs of duplication services, by appearing at
CSS in person or by mail. You may also receive a summary of the file by telephone. The agency is required to have personnel available to explain
your file to you and the agency must explain to you any coded information appearing in your file. If you appear in person, a person of your choice
may accompany you, provided that this person furnishes proper identification.

Maine: You have the right, upon request, to be informed of whether an investigative consumer report was requested, and if one was requested, the
name and address of the consumer reporting agency furnishing the report. You may request and receive from the Company, within five business days
of our receipt of your request, the name, address and telephone number of the nearest unit designated to handle inquiries for the consumer reporting
agency issuing an investigative consumer report concerning you. You also have the right, under Maine law, to request and promptly receive from all
such agencies copies of any such reports.

New York: You have the right, upon written request, to be informed of whether or not a consumer report was requested. If a consumer report is
requested, you will be provided with the name and address of the consumer reporting agency furnishing the report. You may inspect and receive a
copy of the report by contacting that agency.

Washington State: If we request an investigative consumer report, you have the right, upon written request made within a reasonable period of time,
to receive from us a complete and accurate disclosure of the nature and scope of the investigation. You have the right to request from the consumer
reporting agency a summary of your rights and remedies under state law.

CONSENT

I have carefully read and understand this Disclosure and Consent form and, by my signature below, consent to the release of consumer and/or investigative consumer
reports, as defined above, to the Company in conjunction with my application for employment. I further understand that any and all information contained in my job
application or otherwise disclosed to the Company by me before, during or after my employment, if any, may be utilized for the purpose of obtaining the consumer
reports or investigative consumer reports requested by the Company. I understand that if the Company hires me, it may request a consumer report and/or an
investigative consumer report about me, as defined above, for employment-related purposes during the course of my employment. I understand that my consent will
apply throughout my employment, to the extent permitted by law, unless I revoke or cancel my consent by sending a signed letter or statement to the Company at any
time. This Disclosure and Consent form, in original, faxed, photocopied or electronic form, will be valid for any reports that may be requested by the Company.

Strawder i
Applicant Last Name First Michael Middle L

063603773 10231976

Date of Birth (for ID purposes only)
854787196

Social Security #

Drivers License Number and State of Issue
59 College

Gowanda NY 14070

Present Address
City/State/Zip

03022015

Applicant Signatur Date
CALIFORNIA, MINNESOTA AND OKLAHOMA APPLICANTS ONLY:
[_] I wish to receive a free copy of any Consumer Report and/or Investigative Consumer Report on me that is requested.

CSS Inc.

400 Laurel Oak Road, Suite 102, Voorhees, NJ 08043 Tel: 1-856-627-5600 Fax: 1-856-627-5699
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