CORPORATE MANAGEM

CMG APPLICATION FOR EMPLOYMENT

APPLICANTS MAY BE TESTED FOR ILLEGAL DRUGS AND A BACKGROUND CHECK WILL BE COMPLETED

PLEASE COMPLETE PAGES 1-5 DATE \Qy — S -\ (o

Name__ s Donee )‘N\QK_;\ [SVINa

Last First Middle Maiden

Present address \?ﬂ) \&\é’&f\ @V-

_ Number Street

Lom:)\voh-k—* Co TDCSQSQQ\

City

Social Security No" MY -NQ - \X\D—

Telephone B3) N No—~ S6D— E-Mail gmm%mm
If under 18, please list age Referred by
Position applied for (1) Sr?ift available to work
Si
and salary desired (2) \\ - &) \’\ . 1nd
(Be specific) gm
How many hours can you work weekly? )\\Q Can you work nights? K.\@‘;

Employment desired ¥_ FULL-TIME ONLY __ PART-TIME ONLY ___ FULL- OR PART-TIME
When available for work? _D\oy\u)

Do you have responsibilities or commitments that will prevent you from meeting specified work schedules?
No__ Yes If so, please explain

Do you anticipate any absences from work on a regular basis?

No____Yes If so, please explain

TYPE OF SCHOOL | NAME OF SCHOOL LOCATION NUMBER OF MAJOR &

L (Complete mailing YEARS DEGREE
' address) COMPLETED

High School

College

Bus. or Trade School

Professional School
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HAVE YOU EVER BEEN CONVICTED OF A CRIME? LNO ___Yes

If yes, explain number of conviction(s), nature of offense(s), dates of conviction(s), sentence(s) imposed, and type(s)
of rehabilitation.

APPLICATION FOR EMPLOYMENT

DO YOU HAVE A DRIVER'S LICENSE? _L Yes___ No

What is your means of transpartation to work? QQ,,(
Driver's license numbem“%ﬁ‘”@\?ﬂ State of issue g (®)

Operator &_ Commercial (CDL) XT Chauffeur ___

Expiration date_ (O ~\0D ~2QX0

Have you had any accidents during the past three years? ___ Yes l No
If so, how many?"

Have you had any moving violations during the past three years? ___ Yes L No

If so, how many?

Please list two references other than relatives or previous employers.

Name \ofer Xedic Name ‘{‘{\\cﬁr‘r So\a<s

Position Position
Company Company
Address Address

Telephonek&\v) N\ So%b% Telephone X)) W\ - Ko 0 \
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APPLICATION FOR EMPLOYMENT

MILITARY

HAVE YOU EVER BEEN IN THE ARMED FORCES? __Yes i No

*\ Please list your work experience for the

ARE YOU NOW A MEMBER OF THE RESERVE OR NATIONAL GUARD? __Yes' A No
Branch Specialty
Date Entered Discharge Date

WORK EXPERIENCE

past five years beginning with your most recent job held.
If you were self-employed, give firm name. Attach additional sheets if necessary.

Name Supervisor name
Position

Employment dates Pay or sala
Company ploy y y
Address From Start

To Final
Telephone (__) Your last job fitle

Reason for leaving (be specific)

List the jobs you held, duties performed,

skills used or learned, advancements or promotions while you worked at this

Company.
Name Supervisor name
Position Employment dates Pay or salary
Company
Address From Start

To Final
Telephone ( ) Your last job title

Reason for leaving (be specific)

Company.

List the jobs you held, duties performed, skills used or leamed, advanc

ements or promotions while you worked at this
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APPLICATION FOR EMPLOYMENT

WORK EXPERIENCE

Please list your work experience for the past five years beginning with your most recent job held.
If you were self-employed, give firm name. Attach additional sheets if necessary.

Name
Position
Company
Address

Telephone ( )

Supervisor name

Employment dates Pay or salary
From Start

To Final

Your last job title

Reason for leaving (be specific)

List the jobs you held, duties performed, skills used or learned, advancements or promotions while you worked at this

Company.
Name Supervisor name
Position

Employment dates Pay or sala
Company oy y Y
Address From Start

To Final

Telephone ( )

Your last job title

Reason for leaving (be specific)

List the jobs you held, duties performed, skills used or learned, advancements or promotions while you worked at this

company.

May we contact your present employer? __Yes__No

Did you complete this application yourself __ Yes __No
If not, who did?
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Form W-4 (2016)

Purpose. Complote Forrm Wt se that your emplayer
can withhold “the correct federal incoms tax ’fmm pour
pay. Congider sompleting a new Form W4 sach yaar
and when your persanal or financial sinsstion c*haz‘sgr*a

Exemption from withholding. i you are

wm;}iew only s 1, 2,3, 4, and 7 and sign the forrs
to validale it Yo ey stior for 2016 expires
February 18, 2017, See Pub. 503, Tax Withhelding
snd Estiratod Tax,

Note: i anothor persan can claim you as a dependent
on his or her tax retum, you cannot claim exemption
from withhaolding if your income excaeds $1,050 and
ichidos more than 8350 of unsamed ncorne (for
example, inberest and dividends).

Excaptions, An stployes may be able to claim
exarmpiion fom withbokding aven § the employes s g
depandent, if the employee:

* ls age 65 or older,
15 blind, or

» Wik claim sdiustments o ;nm'nes, tax cradits; or
iormized dedustions, on bis or hee fax rotams,

The exceptions do not apply to supplemenial wages
gremter than $1,000,080.

835::: instructions. # you are not E}Xﬁ!ﬂ;ﬂ normpdels
e Personal Allowances Wo et below. The
warkshests on page 2 further adjust vour
withholding allowances based on femized
deductions, cortair credits, adiustments to income,
or ’zwo—eamamfmuﬁlpie 30}35 situations.

Complets all workshests that apply. Howsver, you
ey clafr fower {or zero) sliowanees, For rogualer
wages, withholding must be based on allowances
yonr chatmed and may not be a flat armount or
porcerdage of wages

Head of household. Geﬂeraﬁy you can claim head
of hausshald Bling stetus an ym:r !ax et r,miy i
yvm sre Unrverried and pay o than 50% of the

osts of keeping up a home for vaurse¥ and your
z;iszmndenl[s} or other qualitving individuals. Ses
Pubs, 507, Exernptions, Standard Dedustion, and
Filing Information, for information.

Tax credits. You ean teke projectsd tax credits inle ancoum
i Bguring vour allowsble sember of withliolding aliowances.
Cradits for child or dependant care expenses and the child
tax vradit rmay be cleimad using the Personal Allowances
Work v, Sewe Pub, 305 for information on
comverting your ofher oredits into withholding aliowances.

Nonwage income.  you have a large amount of
nonwage income, such as interest or dividends,
wonsider making sslimated tax payinents using Furm
1045, Balimated Tax for nduiduals. Othenwise, you
may owe additional fax. If you have pension or annuity
noome, see Pub, 505 to find oul i you shauld adjust
ey mmmidsm; wby Forrs Wed or WP,

Two earners or multiple jobs. if vou have a
m:fiimcz spouss o more than o b, Tgurs the
satal nurnbor of allowances you are artitlod 1o ol
on al jobs using workshests from only one Form
W, Your withholding useally will be most accurate
when all allowanons are claimed on the Farm Wed
for the highest paying job and zero allowancss are
charmed on the ofhurs, See Pub, 505 for detatls,

Nﬁ%ﬁi&m’%‘! atien, B you are & nonresident alien,

se Notice 1392, Supplemental Form 184
tnﬁ%mmm" for Nonresident Aliens, before
completing this fos,

Check your withholding. After vour Form W-4 takes
affest, use Pub. 585 o see how the amount you sre
hawing withheld compares to your projected totel tax
for 2016, Ses Pub. 508, especially if your sarnings
excend $150.000 Single) ar 3 180,600 Marsed),

Future developments. information about any future
developrnenis affecting For -4 (suchas %eghkmm
enacted after we rafense 1 will be posted at wawairs gowied.

Personal Allowances Worksheet (Keep for your records.)

A Enter *17 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

s You are martied, hava only one job, and your spouse does not work; or } R B
* Your wages from a sacond job or your spouse’s wages {or the total of both} are $1,500 or less.
€ Enter *1" for your spouse. But, you may choose 1o enter *-0-" if you are married and have either a working spouse or more

than one job. {Entering *-0-" may help you avold having too litile tax withheld )

D Enter number of dependents {other than your spouse or yourself} vou wil claim on your tax return .
Enter *1* if you will file as head of household on your 1ax retum {see conditions under Head of household abwe%
Enter *1" if you have at least $2,000 of child or dependent care expenses for which you plan to claim a cradit

" om

A

Mmoo

{Note: Do not include child support payments. See Pub. 503, Child and Dependent Care Expanses, for details.}
G Child Tax Credit {including additional child tax credit). See Pub. 872, Child Tax Credi, for more information.
« If your total income will be less than $70,000 {8100,000 if marnried), enter *2” for each eligible child; then less *1" if you
have two to four eligible children or less “27 if yvou have five or more eligible children.
« If your fotal income will be between $70,000 and $84,000 3100,000 and $118,000  marred), snter “1" for sach oligitlechild . . G
H  Addiines A through G and enter tofal here. {Note: This may be different from the number of exemplions you claim ob your tax retum) » H
« {f you plan to itemize or claim adjustments to income and want {o reduce your withholding, ses the Deductions

For accuracy, and Adjustments Worksheet on page 2.
complete all

worksheais

that apply. 1o avoid having too litle tax withheld.

* Hf you are single and have more than one job or are married and you and your spouse both work and the combined
sarnings from all jobs excesd $50,000 ($20,000 ¥ raried), see the Two-Earners/Multiple Jobs Worksheet on page 2

= if neither of the above stuations applies, stop here and enter the number from line M on ling 8 of Form W4 below

Forrm W‘4

Diapanmant of the Treasury
Intemnal Bavanus Sevice

» Whether you are entitled to claim a certain b
subject to review by the RS, Your employer may be required to send & copy of this form to the IHS,

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

Employee’s Withholding Allowance Certificate

ion from withholding is

of alf or

{OMB No, 18450874

2016

4 Yo first naene and middle initial

Nicy

- iﬁ-\m@eﬁ

2 Your social security number

SN0\

Haome atidress murnber and strest or ral roule)

A0 Walden

3 1 Single DN Marded L] Married, but withhoid sl bigher Single rate.
Note: # maried, but legally separated, or spouse is a ronresident alfen, check the ®Single”™ box.

City or town, state, and £P° code

tomnorst 1+ Co

STM

4 ¥ your last name differs from that shown on your social secarity card,
check here, You miust call 1-800-772-1213 for & replacement card. ™|

5 Tokai number of allowances you are Céaim%n§ {from fine H above or from the applicable worksheet on page 2} 5 0
&  Additional amount, if any, you want withheld from each paycheck

7 iclaim exemption from withholding for 2018, and | certify that i meet both of the mfiowmg wméﬁlc}ns fcr exem;ﬁhan
» | a5t year | had a right to a refund of all federal income tax withheid because | had no tax liability, and
* This year | axpect & refund of all federal income tax withheld because | expect o have no tax liabifity.

1 you meet both conditions, write “Exempt” here .

$

6

.7

Under penalties of perjury, | declare that | have examined this certificate ar;d to the besi of my kmwledge and belief, it is trug, correct, and complete.

Employee’s signature

{This form is not valid unless you sign it} i\\\ e X !

8 Employer’s name and sddress Emploven ﬁm\nﬁt te firess B and 10 s):ﬂy # sending to te RS8)

Date» \Q— <\ (b

8 Office code foptionall

10 Employer identification numbar (EINE

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

Cat. No. 102200

Form W-4 20163







PLEASE READ CAREFULLY
APPLICATION FORM WAIVER

In exchange for the consideration of my job application by Corporate Management Group, Inc.,

I agree that:

Neither the acceptance of this application nor the subsequent entry into any type of employment relationship, either in the
position applied for or any other position, and regardless of the contents of employee handbooks, personnel manuals,
benefit plans, policy statements and the like as they may exist from time to time, or other company practices, shall serve to
create an actual or implied contract of employment, or to confer any right to remain an employee of Corporate
Management Group, Inc. (CMG), or otherwise to change in any respect the employment-at-will relationship between it and
the undersigned, and that relationship cannot be altered except by a written instrument signed by an officer of CMG. Both
the undersigned and CMG may end the employment relationship at any time, without specified notice or reason. If
employed, I understand that CMG may unilaterally change or revise their benefits, policies and procedures and such
changes may include reduction in benefits.

I authorize investigation of all statements contained in this application. I understand that the misrepresentation or omission
of facts will result in my disqualification from consideration for employment or, if discovered after I begin employment,
will result in my termination. I hereby give CMG permission to contact schools, all previous employers (unless otherwise
indicated), references and others and hereby release CMG from any liability as a result of such contact.

I understand that a comprehensive background check may be conducted to determine my eligibility for hire by CMG. 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 CMG policies.

I release CMG and other persons or entities from any claims that might be based on CMG’s decision to conduct a
background check.

I understand that, in connection with the routine processing of your employment application, CMG may request from a
consumer reporting agency an investigative consumer report including information as to my credit records, character,
general reputation, personal characteristics and mode of living. Upon written request from me, CMG will provide me with
additional information concerning the nature and scope of any such report requested by it, as required by the Fair Credit

Reporting Act.

I further understand that my employment with CMG shall be probationary for a period of ninety (90) days and further that
at any time during the probationary period or thereafter, my employment relationship with CMG is terminable at will for

any reason by either party.

Signature of applicant \ N\ Y;\ W Date: \Q-QS - \L
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IN CASE OF AN EMERGENCY - NOTIFICATION INFORMATION

Name:__ Nic¥ YanSem

Address: A\ 30 U hn\de .~ \\sz\\)mr\* )(‘D
Home Phone_ o0, ML= D60

Person(s) to contact in case of an emergency on the job (in order of preference):

1. Name: C \elS %@@0’\

Phone (work):__3Q3 DAY — (A=

Phone (home)_ A0 DX A\ |

2. Name:_M\arem  SenmO

Phone (work):

Phone (home)_Db0 A\~ X\ 5

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




[IMPORTANT -- PLEASE READ CAREFULLY BEFORE SIGNING AUTHORIZATION]

DISCLOSURE REGARDING BACKGROUND INVESTIGATION
, or any of its subsidiaries may obtain information about you from a consumer
reporting agency for employment purposes. Thus, you may be the subject of a “consumer report” and/or an “investigative consumer
report” which may include information about your character, general reputation, personal characteristics, and/or mode of living and
which can involve personal interviews with sources such as your neighbors, friends, or associatey. These reports may contain
information regarding your credit history, criminal history (State and Federal records), social s¢curity verification, address trace,
motor vehicle records (“diving records”), verification of your education or employment histgfy, or other background checks. You
have the right, upon writteR request made within a reasonable time after receipt of this nofice, to request disclosure of the nature
and scope of any investigativ consumer report. Please be advised NationSearch LLC. 11760 Huron St. Suite 100 Northglenn, Co
80234, (800)-827-9550 will be cgnducting the ICR or another outside organization. The/scope of this notice and authorization is all
encompassing, however, allowingthe Company to obtain from any outside organizagion all manner of consumer reports and
investigative consumer reports now'Rnd throughout the course of your employmeft to the extent permitted by law. As a result, you
should carefully consider whether to exercise your right to request disclosure of fhe nature and scope of any investigative consumer

report.
EDGMENT AND AUTHORIZATION
I acknowledge receipt of the DISCLOSURE REGARDJNG BACKGROUND INVESTIGATI@N and A SUMMARY OF YOUR RIGHTS UNDER THE FAIR CREDIT
REPORTING ACT and certify that | have read and understand both of those documénts. | hereby authorize the obtaining of “consumer reports™
and/or “investigative consumer reports™ by the Compayy at any time after receigt of this authorization and throughout my empioyment, if
applicable. I hereby authorize, without reservation, any Yaw enforcement agenty, administrator, state or federal agency, institution, school or

edit reporting agéncy, employer, to provide any and all background information
rthglenn, CO/80234 (800)-827-9550, another outside organization acting on behalf of
ectronic or photographic copy of this Authorization shall be as valid as

university (public or private), information service bureau,
requested by NationSearch LLC. 11160 Huron St. Suite 100
the Company. and/or the Company itself. [ agree that a facsimilg (“fax™),
the original.

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

New York applicants or employees only: You have the right to/inspect and re
ntified above dirextly.

ive a copy of any investigative consumer report requested by

the Company by contacting the consumer reporting agency i

Notice to Maine Applicants: Under Chapter 210 Section 1314 ¢f Maine revised Statutes, you ha¥e the right, upon request, to be informed within 5 business
days of such a request to whether or not an investigative consumef report was requested. If such repdxt was obtained, you may contact the Consurner Reporting
Agency, NationSearch and request a copy of the report(s) compi

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

report if one is obtained by the Company. O

7 AN
Last Name: First: S
Other Names used: Date of Birth:
‘ For employment Purposes Only
Motor Vehicle Number and $fate of Issue:
(Driver’s License #, NOT Ligénse Plate #)
Address: \
Signature: Date:

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




Affirmstion of Legal Work Status

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

Employee Name: )\l@“&f\ \i\\k\c_t A \ I-\0-SS
Last First Middle Date of Birth

Social Security Number MY -0 - N\~ Date of Hire:

In accordance with § 8-2-122, C.R.S., within twenty days after hiring the new employee listed
above,

I affirm all four of the following:

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

2. Thave retained file copies of the documents required by 8 U.S.C. sec. 1324a.
3. Ihave not altered or falsified the employee’s identification documents.

4.  Ihave not knowingly hired an unauthorized alien.

Print Name of Empl_oyer (or Designated Representative)  Official Title

Signature of Employer (or Designated Representative) Date Signed
Corporate Management Group 12000 N. Washington Street #290
Thornton, CO 80241 303-920-1425

Business or Organization Name Employer Phone Number

§ 8-2-122(2), C.R.S.: On and after January 1, 2007, within twenty days after hiring & new employee, each employer
in Colorado shall affirm that the employer has examined the legal work status of such newly-hired employee and has
retained file copies of the documents required by 8 U.S.C. sec. 1324a; that the employer has not altered or falsified
the employee’s identification documents; and that the employer has not knowingly hired an unauthorized alien. The
employer shall keep a written or electronic copy of the affirmation, and of the documents required by 8 U.S.C. sec.
1324a, for the term of employment of each employee.

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

This affirmation is provided 25 1 courtesy by the Celorado Divisiea of Laber.




Authorization of Direct Deposit
[he undersigned (hereafter referred to as the “employee™) hereby authorizes and requests PAYCOM to make deposits from time to
ime in the account(s) identified below and authorizes the bank to accept such deposits. It is agreed that these deposits may be made
slectronically and under the Rules of the National Automated Clearing House Association. It is agreed that PAYCOM is only
esponsible for direct deposit of funds that have previously been received from bereafter
eferred to as the “employer”.
Attach a voided check, copy of a check, or spec sheet for each account. Indicate whether it is a checking or saving account. (No deposit

ilips)

1. Call your bank and confirm the ACH Routing Number(s) and Account numbers for Checking and/or Savings
2. Complete and Sign the form ‘

Main Account (Net Pay) - Checking or Savings Account (circle one)
Acct#
AcHRouing# /_/ [/ | |/ | | ]/

Bank Name

Additional Account - Checking or  Savings Account (circle one)

Acct# Dollar Amount
ACHRouting# /[ _[_/ _/ [/ [ /[ | [ /
Bank Name

Additional Account - Checking or Savings Account (circle one)

Acct # Dollar Amount
ACHRouting# /| | | | | | | /]
Bank Name

Additional Account - Checking or  Savings Account (circle one)

Acct# Dollar Amount
ACHRouting# /_/_/ [ / [/ [ | [/
Bank Name

Additional Account - Checking or  Savings Account (circle one)

Acct # Dollar Amount

ACHRouting# /_/ / [/ [ [/ [ /| | [

Bank Name

Employee Name SS# / /
Address City State___ Zip

Employee Signaturr(\\)\k@b W



CXRATRATE BN

To: All Employees
Quien: Todos Empleados

From: Corporate Management Group & Employer Solutions Group
De: Corporate Management Group y Employer Solutions Group

Re: Stop Payment Check Fee
Re: Tarifa de cheque parado

Effective immediately, to replace a lost or stolen check, $50.00 will be deducted from the replacement check for
a stop payment fee and for a reprocessing fee. Efectivo inmediatamente, para reemplazar un cheque de sueldo
perdido o robado, $50.00 de tarifa sera deducido de el cheque reemplazado para parar el cheque original y
para procesarlo denuevo.

If you lose your check, we will first have to verify that it has not been processed through the bank. If it has not,
anew check will be issued, minus the $50.00 fee. Si usted pierde su cheque, tendremos que verificar que no ha
sido procesado en el banco. Si no, un cheque nuevo sera processado, menos las tarifa de $50.00.

If your check is stolen, we will first need a copy of the police report before a new check can be reissued. After
we receive a copy of the police report, a new check will be issued following the same procedures as listed
above. Si su cheque es robado, necesitaremos una copia de el reporte de policia antes de que un cheque nuevo
sera procesado. Despues de obtener una copia del reporte de policia, un cheque nuevo sera procesado usando
los mismos procedimientos mencionados arriba.

If you have any questions regarding this new policy, please contact your On-Site Representative or the
Corporate Office (303-920-1425). Si usted tiene preguntas sobre esta poliza, por favor contacte a su
representante de CMG o la oficina corporal al (303-920-1425)

Thank you for your continued dedication and hard work!

Gracias por su dedicacion continua!

By signing below you are confirming that you understand the above policy.
Con su firma abajo usted esta confirmando que entiende la poliza descrita.

Signature/Firma:“'\\@)(;L W
\Q-— is - \G

Date/Fecha:

February 2011



CORPORATE MANAGEMENT GROX.

Notification of Colorado Law Requirement
Unemployment Acknowledgement

According to Colorado Statutes section 8-73-105.3. A temporary employee who is given a notice
that the employee is required to contact or notify the employer upon completion of an
assignment and to be available to work, as agreed upon at the time of hire, during a specified
period of time, on specified dates, or upon call by the employer on an as-needed basis and who
does not contact or notify the employer upon completion of an assignment in compliance with
the notice and is not available to work at the agreed-upon times is deemed to have voluntarily
terminated employment for the purpose of determining benefits pursuant to section 8-73-108
(5) (e). Also, a temporary employee who agrees to work on an as-needed basis and refuses all
work within three separate pay periods when contacted by the employer is deemed to have
voluntarily terminated employment for reasons that may or may not allow an award of benefits
pursuant to section 8-73-108. '

It is you responsibility to contact or notify CMG once your assignment ends. If you fail to do so,
it may affect your unemployment benefits.

I understand by signing this form that | am responsible to contact or notify CMG once an
assignment ends. | also acknowledge that | have received a separate copy of this form.

N (initial)

D\ o Nemmer— o 33—\

Empldyee Signature: Date:

e Nancem

Employee {please print your name here)




CORPORATE MANAGEMENT GREX,

“your workforce management & staffing experts”

ANTI-HARASSMENT POLICY

It is Corporate Management Group's (CMG) policy that all employees should be able to
enjoy a work environment free from all forms of discrimination, including harassment. As
such, CMG is committed to vigorously enforcing their Anti-harassment Policy. This
policy applies to all employees of the organization (without regard to position) and
individuals not directly connected to CMG (e.g., an outside vendor, consultant, customer
or guest). Title VIl of the Civil Rights Act of 1964 prohibits employment discrimination
based on race, color, creed, religion, national origin, sex, marital status, status with
regard to public assistance, membership or activity in a local commission, disability,
sexual orientation or veteran status. Harassment is considered a form of discrimination
and is specifically included among the prohibitions under Title VI of the Civil Rights Act
of 1964. In addition, retaliation or reprisal taken against anyone who has expressed
concern about harassment or discrimination against the individual raising the concern is
illegal.

The Equal Employment Opportunity Commission (EEOC) defines sexual harassment as
‘unwelcome sexual advances, requests for sexual favors, sexual comments, or other
verbal or physical acts of a sexual or sex-based nature including, but not limited to
drawings, pictures, jokes, and/or teasing where (1) submission to such conduct is made
either explicitly or implicitly a term or a condition of an individual's employment; (2) an
employment decision is based on an individual’s acceptance or rejection of such conduct:
or (3) such conduct interferes with an individual's work performance or creates an
intimidating, hostile or offensive working environment.”

The Anti-harassment Policy prohibits harassment and/or retaliation by any individual
employed by, doing business with or for, or visiting CMG. Employees who believe they
have been the subject of harassment and/or retaliation or an employee who may have
been witness to harassment and/or retaliation must report the incident immediately.
Information and/or allegations must be reported to a manager of CMG (by telephoning
866.920.1425 or 303.920.1425). Only those who have an immediate need to know,
including the alleged target of harassment or retaliation, the alleged harassers or
retaliators, and any witnesses may find out the identity of the complainant. All individuals
contacted in the course of an investigation will be advised that all persons involved in a
charge are entitled to respect and that any retaliation or reprisal against an individual who
is an alleged target of harassment or retaliation, who has made a complaint, or who has
provided information in connection with a complaint, is a separate violation of CMG's
policy. All information will be disclosed only on a need-to-know basis to allow CMG to



investigate and resolve the incident. CMG recognizes the serious nature of harassment
and therefore will endeavor to protect the employee who may have been subjected to
harassment, any witnesses and the party against whom allegations have been filed to
every possible extent.

Harassment is unlawful and has a negative impact on employees. Violation of the Anti-
harassment Policy will not be tolerated by CMG and may result in discipline up to and
including termination. Offensive acts or conduct have no legitimate business purpose;
accordingly, any employee, regardless of his/her position within CMG, who it is
determined has engaged in such conduct will be made to bear the full responsibility for
such unlawful conduct.

With respect to sexual harassment, the following is prohibited:

1. Unwelcome sexual advances, request for sexual favors, and all other verbal or
physical conduct of a sexual or otherwise offensive nature, especially where:

0 Submission to such conduct is made either explicitly or implicitly a term or
condition of employment;

0 Submission to or rejection of such conduct is used as the basis for decisions
affecting an individual's employment; or

O Such conduct has the purpose or effect of creating an intimidating, hostile or
offensive working environment.

2. Offensive comments, jokes, innuendoes and other sexually-oriented statements.

If Harassment Occurs:

1. When possible, confront the harasser and tell him/her to stop. Sometimes a
simple confrontation will end the situation.

2. If confrontation is unsuccessful, immediately contact your CMG supervisor to
report the harassment.

3. An investigation will be conducted and appropriate action taken, including

disciplinary measures. We will investigate, in confidence; all reported incidents of
harassment and retaliation.

Employee Signaturewi, W

Date: \0—25-\(




CIMG

CORPORATE MANAGEMENT GROUE

Employees:

Implementation of the Affordable Care Act {ACA) of 2010 (the health care reform law) requires that we send
you this notice. The notice describes the new online Health Insurance Marketplace (also called an Exchange),
which is available at www.healthcare.gov beginning October 1, 2013. The Marketplace describes options you
may have available for health insurance (other than employer-based plans) and is designed so you can make
easy cost and coverage comparisons. The enclosed notice also includes information about coverage you may
be eligible for through Corporate Management Group {CMG).

If you have coverage through Essential StaffCare, please be advised that the Essential StaffCare plan does not
meet the criteria to avoid a penalty under the ACA plan requirements for 2014 and beyond.

Starting in 2014, if you do not have medical coverage, you will have to pay a penalty {in the form of a tax). If
you do not qualify for coverage through CMG or you do not enroll yourself or a dependent, it is your
responsibility to obtain coverage or pay the penalty. This penalty is known as the “individual mandate

penalty.”

The individual mandate penalty increases each year. In 2014 the penalty is 1% of your household yearly
income or $95 per adult and $47.50 per child {up to $285 for a family), whichever is higher. In 2015 the penalty
is 2% of your household yearly income or $325 per adult and $162.50 per child (up to $975 for a family),
whichever is hyigher. The penalty for 2016 is 2.5% of your household yearly income or $695 per adult and
$347.50 per child (up to $2,085 for a family), whichever is higher. If you chose to pay the penalty you will not
get any health insurance coverage and will be 100% responsible for the cost of your medical care.

If you are considered to be low income, Medicaid could be a viable option. Some states will also be expanding
the eligibility rule and income requirements to qualify for Medicaid. To determine if the state where you live is
expanding Medicaid coverage and to learn about Medicaid, please visit
https://www.healthcare.gov/do-i-qualify-for-medicaid.

Please remember that open enroliment in the Marketplace begins on October 1, 2013 and ends on March 31,
2014. After open enroliment ends you will not be able to get health coverage through Marketplace until the
next annual enroliment period, unless you have a qualifying life event.

Thank you,
Corporate Management Group

303-920-1425
Pay@corpmgmtgroup.com



New Health Insurance Marketplace Coverage Form Approved
Options and Your Health Coverage oxairon 11202018

When key parts of the health care {aw taka effect In 2014, there wliil be a new way to buy health Insurance: the Health
Insurance Marketplace. To assist you as you evaluate optlons for you and your family, this notlce provides some basic
Information about the new Marketplace.

What is the Heaith Insurance Marketplace?

The Marketplace Is designed to help you find health insurance that meets your needs and flts your budget. The
Marketplace offers "one—stop shopping” to find and compare private heaith Insurance options. You may also be eligible
for a new kind of tax credlt that iowers your monthly premium right away. Open enroliment for health Insurance
coverage through the Marketplace begins In October 2013 for coverage starting as early as January 1, 2014.

Can | Save Maney on my Health Insurance Pﬁamiuma in the Marketplace?

You may quallfy to save money and lower your monthly premium, but only if your employer does not offer coverage, or
offers coverage that doesn't meet certaln standards. The savings on your premium that you're eligible for depends on
your household Income.

Does Employer Health Coverage Affect Eligibility for Premium Savings through the Marketplace?

Yes:. If you have an offer of healith coverage from your employer that meets certain standards, you wiil not be ellgible
for a tax credit through the Marketplace and may wish to enroli In your employer's health plan. However, you may be
eligible for a tax credit that iowers your monthly premium, or a reduction in certain cost-sharing If your employer does
not offer coverage to you at all or does not offer coverage that meets certaln standards. if the cost of a plan from your
employer that would cover you (and not any other members of your famlly) Is more than 8.5% of your household
income for the year, or If the coverage your employer provides does not meet the *minimum value® standard set by the
Affordable Care Act, you may be eliglble for a tax credit.’

Note: If you purchase a health plan through the Marketplace instead of accepting health coverage offered by your
employer, then you may lose the employer contribution (if any) to the employer—offered coverage. Also, this employer
contribution —as welil as your employee contribution to empioyer—offered coverage— Is often excluded from Income for
Federal and State income tax purposes. Your payments for coverage through the Marketplace are made on an after—
tax basis.

How Can | Get More Information?

The Marketplace can help you evaluate your coverage options, including your sligibllity for coverage through the
Marketplace and Its cost. Please visit HealthCare.gov for more information, including an online application for heaith
insurance coverage and contact Information for a Health Insurance Marketplace In your area.

1 An em ployer—sponsored heaith plan meets the “minimum value standard® Hf the plan‘s share of the total allowed beneafit costs covered
by the pian Is no less than 60 percent of such costs..



PART B: Information About Health Coverage Offered by Your Employer .

This section contains Information about any health coverage offered by your employer. If you decide to complete an A
application for coverage In the Marketplace, you wiil be asked to provide this information. This Information Is numbered
to correspond to the Marketplace application.

You are not eligible for health Insurance coverage through this employer. You and your family may be able to obtain
heailth coverage through the Marketplace, with a new kind of tax credit that lowers your monthly premiums and with
assistance for out—of—pocket costs.



- 8850 Pre-Screening Notice and Certification Request for
)

(Rev. January 2013 the Work Opportunity Credit OMB No. 1545-1500
Department of the Treasury . . . . . ;
Internal Revenue Service » Information about Form 8850 and its separate instructions is at www.irs.gov/form8850.

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

Your name N\ QY ¢ M\Qr\ Social security number b

Street address where you live

City or town, state, and ZIP code

County Telephone number

If you are under age 40, enter your date of birth (month, day, year)

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

2 [] Check here if any of the following statements apply to you.
‘ ¢ | am a member of a family that has received assistance from Temporary Assistance for Needy Families (TANF) for any 9
months during the past 18 months.
* | am a veteran and a member of a family that received Supplemental Nutrition Assistance Program (SNAP) benefits (food
stamps) for at least a 3-month period during the past 15 months.
o | was referred here by a rehabilitation agency approved by the state, an employment network under the Ticket to Work
program, or the Department of Veterans Affairs.
e | am at least age 18 but not age 40 or older and | am a member of a family that:
a Received SNAP benefits (food stamps) for the past 6 months, or
b Received SNAP benefits (food stamps) for at least 3 of the past 5 months, but is no longer eligible to receive them.
During the past year, | was convicted of a felony or released from prison for a felony.
| received supplemental security income (SSI) benefits for any month ending during the past 60 days.
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.

3 [] Check here if you are a veteran and you were unemployed for a period or periods totaling at least 6 months during the past
year.

4 [] Check here if you are a veteran entitied to compensation for a service-connected disability and you were discharged or
released from active duty in the U.S. Armed Forces during the past year.

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

6 [ Check here if you are a member of a family that:
* Received TANF payments for at least the past 18 months, or
¢ Received TANF payments for any 18 months beginning after August 5, 1297, and the earliest 18-month period beginning
after August 5, 1997, ended during the past 2 years, or
» Stopped being eligible for TANF payments during the past 2 years because federal or state law limited the maximum time
those payments could be made.

Signature— All Applicants Must Sign

Under penalties of perjury, [ declare that | gave the above information to the employer on or before the day | was offered a job, and it is, to the best of my knowledge, true,
correct, and complete.

-

Job applicant’s signature P . oV oo W Date \0“@3""\ >O

For Privacy Act and Paperwork Re‘aduct\en Act Notice, see page 2. Cat. No. 22851L Form 8850 (Rev. 1-2013)




Form 8850 (Rev. 1-2013)

Page 2

Employer's name Corporate Management Group

For Employer’s Use Only

Telephone no.

303-920-1425

‘EIN> 201535646

Street address 12000 N Washington St #290

City or town, state, and ZIP code

Thornton, CO 80241

Person to contact, if different from above

Street address

Telephone no.

City or town, state, and ZIP code

If, based on the individual’s age and home address, he or she is a member of group 4 or 6 (as described under Members of
Targeted Groups in the separate instructions), enter that group number (4 or 6)

Date applicant:

Gave Was
offered job hired

information

Was

b

Started
job

Under penalties of perjury, | declare that the applicant provided the information on this form on or before the day a job was offered to the applicant and that the
information | have furnished is, to the best of my knowledge, true, correct, and complete. Based on the information the job applicant furnished on page 1, |
believe the individual is a member of a targeted group. | hereby request a certification that the individual is a member of a targeted group.

Employer’s signature »

Title

Date

Privacy Act and
Paperwork Reduction
Act Notice

Section references are to the Internal
Revenue Code.

Section 51(d)(13) permits a prospective
employer to request the applicant to
complete this form and give it to the
prospective employer. The information
will be used by the employer to
complete the employer’s federal tax
return. Completion of this form is
voluntary and may assist members of

targeted groups in securing employment.

Routine uses of this form include giving
it to the state workforce agency (SWA),
which will contact appropriate sources
to confirm that the applicant is a
member of a targeted group. This form
may also be given to the Internal
Revenue Service for administration of
the Internal Revenue laws, to the
Department of Justice for civil and

criminal litigation, to the Department of
Labor for oversight of the certifications
performed by the SWA, and to cities,
states, and the District of Columbia for
use in administering their tax laws. We
may also disclose this information to
other countries under a tax treaty, to
federal and state agencies to enforce
federal nontax criminal laws, or to
federal law enforcement and intelligence
agencies to combat terrorism.

You are not required to provide the
information requested on a form that is
subject to the Paperwork Reduction Act
unless the form displays a valid OMB
control number. Books or records
relating to a form or its instructions must
be retained as long as their contents
may become material in the
administration of any Internal Revenue
law. Generally, tax returns and return
information are confidential, as required
by section 6103. :

The time needed to complete and file
this form will vary depending on
individual circumstances. The estimated
average time is:

Recordkeeping 6 hr., 27 min.
Learning about the law
or the form . 30 min.

Preparing and sending this form
to the SWA . . 37 min.

If you have comments concerning the
accuracy of these time estimates or
suggestions for making this form
simpler, we would be happy to hear from
you. You can write to the Internal
Revenue Service, Tax Products
Coordinating Committee,
SE:W:CAR:MP:T:M:8, 1111 Constitution
Ave. NW, IR-6526, Washington, DC
20224,

Do not send this form to this address.
Instead, see When and Where To File in
the separate instructions.

Form 8850 (Rev. 1-2013)






Limited Benefit & Self-Funded
Minimum Essential Coverage (MEC) Enrollment Guide
Complete the Enrollment Form to Elect or Decline Coverage

IMPORTANT PLAN INFORMATION: You have two medical plan options. You may enroll in one or
ooth. Additional benefits are available to add if you enroll in the Fixed Indemnity Medical Plan.

Advantages of the Fixed Indemnity Medical Plan Advantages of the MEC Wellness/Preventive Plan
g Covers Day to Day Medical Expenses % g” O Cgvers Day to Day Medical Expenses ACA
O Satisfies the Individual Mandate Eﬁ;%‘% Satisfies the Individual Mandate %

Allows you to receive a subsidy from the Health Allows you to receive a subsidy from the Health
@ Insurance Exchange O Insurance Exchange :
g Offers Dental, Vision, Term Life and STD O Offers Dental, Vision, Term Life and STD

You MUST complete the Enrollment Form as part of your New Hire Process.
Elect or decline all benefits on the Enrollment Form.

You MUST Sign and Date the bottom of the form, even if you decline coverage.
Return the Enrollment Form to your Branch Manager.

Keep the Benefits at a Glance page for your records.

ok wh =

Any person who knowingly, and with intent to injure, defraud or deceive any insurer, makes any claim for the proceeds of an insurance policy
containing any false, incomplete or misleading information is guiity of a felony.

THE FIXED INDEMNITY MEDICAL PLAN IS A SUPPLEMENT TO HEALTH INSURANCE. ITISNOT A SUBSTITUTE FORESSENTIAL
HEALTH BENEFITS OR MINIMUM ESSENTIAL COVERAGE AS DEFINED UNDER THE AFFORDABLE CARE ACT (ACA).

The Essential StaffCARE Fixed Indemnity Medical/Rx, Accidental Loss of Life, Limb & Sight, Dental and Vision Plans are underwritten by BCS Insurance Company,
Dakbrook Terrace, lllinois under Policy Series Numbers 25.204, 26.212, and 26.213. The Term Life and Short-Term Disability Plans are underwritten by 4 Ever
_ife Insurance Company, Oakbrook Terrace, lllinois under Policy Series Number 62.200.

The MEC Wellness/Preventive Plan is an employer-sponsored, self-funded plan that has been deemed to be in compliance
with ACA rules and regulations. More information about Preventive Services may be found on the government website

at: https://www.healthcare.gov/what-are-my-preventive-care-benefits/. For questions or assistance, please call Essential
StaffCARE Customer Service at 1-866-798-0803.

Availability of Summary Health Information for MEC/Weliness Preventive Plan

Your plan offers a series of health coverage options. Choosing a health coverage option is an important decision. To help you
make an informed choice, your plan makes available a Summary of Benefits and Coverage (SBC), which summarizes important
information about any health coverage option in a standard format, to help you compare across options. .

The SBC is available on the web at: essentialstaffcare.com/sbcmec. A paper copy is also available, free of charge, by calling
Essential StaffCARE Customer Service 1-866-798-0803.

For questions or assistance, please call Essential StaffCARE Customer Service at 1-866-798-0803

Essential Staff CARE

CMG ESC/MEC ESO P2DM v18.1




B1 ~ 221900-CMG  OFFICE USE ONLY LOCATION , New Hire [ 1 rehire_] Date __/__/_
ENROLLMENT FORM ESC/MEC ESO P2DM v |
A. REQUIRED EMPLOYEE INFORMATION - ' i B B.MEDICARE INFORMATION =~
PRINT USING BLACK or BLUE INK (Must Be Filled Out) Do you or any of your dependents receive
Name ' Home Phone medicare benefits?

D Yes D No. If Yes:

Social Securify# Date of Birth Sex

| Medicare Health Insurance Claim Number (HICN,

______ T S 2 (1| LI
Address Apt. # Medicare Effective Date

C‘ty e e s e e e le gtate Nameofcoveredpe rson@
1. _ 2.

C. LIMITED BENEFIT PLAN SELECTION .-~ . = ' Payroll Deduct.ed Weekly Rate:

You MUST enroll in the Fixed Indemnity Medical Insurance Plan before aading any additional benefits in Section C.
Your coverage level for the additional benefits in Section C will be identical to your fixed indemnity medical plan selection.
This plan is underwritten by BCS Insurance Company. :

P e 1Y DENTAL VISION TerM LIFE | SHORTTERM

Employee Only [ ] $23.69 < $5.40 |, ¢ s2.42 5 $0.60 g“ 5420 f%
Employee +1 [ | $48.08 $10.80 $4.92 $0.90
Employee + Family $64.20 $17.82 $6.56 $1.80

% NO to ALL Benefits D Yes D No D Yes D No D Yes D No D Yes D No

“Thi‘swcgyerag’e“ is not ayaila_ble to‘r"e’sidents of NH, HI or PR 2STD ”i_.? not avai!able_to persons \{yho. wqu in CA, H!{ f_}U, NY, or RV

For Term Life / Accidental Loss of Life, Limb & Sight, please write in your beneficiary information. Accidental Loss of Life, Limb &
Sight is part of the Fixed Indemnity Medical Benefit.

Name . Relationship

D. REQUIRED DEPENDENT INFORMATION .

-~ et Securty & e gex Rela’[lonsh;p B
: /o [ ]Spouse [ ]child |:| Domestic Partnel

Name - Social Security # Date of Birth  : Sex Relationship
‘ /o []Spouse[_]Child [ ] Domestic Partne

Name “Social Security # Date of Birth ~ Sex Relationship
I ‘ [ ]Spouse [ ]child D Domestic Partne

R e R e T L T M =~ 82219000-M-CMG  Monthly Rate

Enrolling in the Optional MEC Wellness/Preventive Benefit may DISQUALIFY you from receiving a subsidy from the health insurance exchang
This plan satisfies the federal healthcare reform Individual Mandate. This is an offer of ACA compliant coverage and by purchasing this plan, you w
not be taxed for failing to purchase insurance required by the Affordable Care Act. The MEC Wellness/Preventive Benefit is NOT underwritten k
BCS Insurance Company. It is a benefit offered and provided by your employer. Rates for the MEC Wellness/Preventive Benefit are billed monthly.

D $60.00 Employee Only D $90.87 Employee + 1 D $111.29 Employee + Family ‘g-] NO to MEC Wellness/Preventive

F. REQUIRED SIGNATURE -~ = YOU MUST SIGN AND DATE EVEN IF YOU DECLINE COVERAGE

| have read the Benefits Summary and the Limitations and Exclusions for the Fixed Indemnity Medical Plan. | understand that | have bee
offered ACA compliant coverage. | understand that open enrollment is only available for a limited time, and | understand that making n
benefit selection is a declination of coverage.

oae QA /0N psomare P\ Voemor—

This is an Essential StaffCARE Enrollment Fo




TEST RESULTS RECORD

Companyv Information

Company Name: Corporate Management Group

Address: 12000 N. Washington St, Suite 350, Thornton Colorado 80241

Name of Collector TYO.Y\/\\ e ﬂdmlﬂm Phone 303-920-1425

Donor Information Co
Last Name__ Bl N FirstName (G

Reason for test: Pre-employment

Screen Results
Date Collected_ qO\'L{ 1%

Temperature: Normal (90-100°F)

Test Pass Fail
Cocaine (COC) X
Marijuana (THC) X
Opiate (OPI) X
X
X

Amphetamine (AMP)
Methamphetamine (MET)

Certification

I hereby agree to submit to a saliva analysis for the purpose of testing for drug metabolites. The

specimen provided is my own and has not been substituted or adulterated.

‘6\\« Y 1 S r@e s~ WW-3x-\L

nor signature Date / Time

I hexeby certify the specimen has been provided by the donorabove.

4L VW/ 10(23] 1L

/ilector signature Date I Time







DISCLOSURE AND AUTHORIZATION REGARDING PROCUREMENT OF BACKGROUND REPORTS

It is recognized and understood that the Fair Credit Reporting Act provides that anyone "who knowingly and willfully obtains information on a conswmer from a
consumer reporting agency under false pretenses" shall be fined not more than $2,500 or imprisoned not more than a year, or both.

In connection with my application for EMPLOYMENT (including contract for services), I understand that
investigative background inquiries are to be made on me which may include criminal convictions, motor
vehicle, and other reports. These reports may include information as to my character, work habits, performance,
education and experience along with reasons for termination of employment from previous employers. Further, I
understand that you will be requesting information from various Federal, State, and other agencies which
maintain records concerning my past activities relating to my driving, credit, criminal, civil and other
experiences. If ] include a current employer for verification, I may jeopardize my position within that company.
I authorize without reservation, any party or agency contacted to furnish the above mentioned information and
release all parties involved from any liability and responsibility for doing so. I hereby consent to obtaining the
above information from BACKGROUND SOURCE INT'L and/or any of their licensed agents. This
authorization and consent shall be valid in original, fax or copy form. I further authorize ongoing procurement
of the above mentioned reports at any time during my employment (or contract).

¥ Applicant Signature:\m\ R L %(\H\&\Q;\ Date: \{) - N\ lo
- \ \ =~ e

\

Please PRINT clearly: Position applied for:
Name: N\Q’(\\ kune Jé@“f;e/f\ Maiden / AKA: DAMNe <,
" First' M}Qd‘ie ! Y Last !

Soc. Sec. #: ‘5“\‘3\‘ O\ S\ *Sex: - *Race: \4 ) *Date of Birth: %-— \O- SS

Current Address: \XS &XFM[\’ C‘;ST- County: EQL&\Q e -
*City: \D\\Ot)mhéc/ state: s, Zip:?@%@‘\\ How longm to&%‘teéeﬁﬁ\’

Previous Address: ' County:

City: State: Zip: How long: to
Motor Vehicle Report ~ Faxto: (208)769-7282

Name as it appears: License #: State held:

*Responses to these are completely voluntary. You need not respond to have your application considered. However, without this information, we
may be unable to distinguish you from another in the event we discover adverse information during our background investigation. 03/06/01






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

P-START HERE. Read instructions carefully before completing this form. The instructions must be available during completion of this form.
ANTI-DISCRIMINATION NOTICE: ltis illegal to discriminate against work-authorized individuals. Employers CANNOT 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 compleie and srgn Sectton 1 of Form 1-9 no later
than the first day of employment but not before accepting a job offer, ) . ;

Last Name (Family Name) First Name (Given Ngme) Middle Initial | Other Names Used (if any)
%PSQI\ WX -
Address (Street Number and Name) Apt. Number City or Town State Zip Code
oo wWatden CF \‘0“0\“\5‘ \ Qo ?CSSBL;\
Date of Birth (mm/dd/yyyy) |U.S. Social Security Number | E-mail Address Telephone Number

08-10-1855 L \0c3en B ognad) . conmy |

| am aware that federal law provides for imprisonment and/or fines for false statements or use of false documents in
connection with the completion of this form.

| attest, under penalty of perjury, that | am (check one of the following):
&A citizen of the United States

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

E] A lawful permanent resident (Alien Registration Number/USCIS Number):

[ ] An alien authorized to work until (expiration date, if applicable, mm/dd/yyyy) . Some aliens may write "N/A" in this field.
(See instructions)

For aliens authorized to work, provide your Alien Registration Number/USCIS Number OR Form 1-94 Admission Number:

1. Alien Registration Number/USCIS Number:
3-D Barcode
OR Do Not Write in This Space

2. Form 1-94 Admission Number:

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

Foreign Passport Number:

Country of Issuance:

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

Signature of Employeém@ W Date (mm/dd/yyyy): \O / st QD \(0
\

Preparer andlor T ra‘ns;liafér‘ ~Certiﬁéati0n {To ;be; ééiﬁbletéd and sig'n‘éd if ;‘Séétiydn 1is p“epared by a person other than the” .
employee} - ~ - - - ,

| attest, under penalty of perjury, that l have a53|sted in the completnon of this form and that to the best of my knowledge the
information is true and correct.

Signature of Preparer or Translator: : Date (mm/dd/yyyy):
Last Name (Family Name) First Name (Given Name)
Address (Street Number and Name) City or Town State Zip Code

Form I-9 03/08/13 N Page 7 of 9



o ]
Section 2. Employer or Authorized Representatlve Review and Verification ,
(Employers or their authorized representative must complete and sign ‘Section 2 w1th1n 3 business days of the employee s first da y of emp/oyment You
‘must ph ysrcally examine one document from List A ‘OR examine a combination of one document from List B and one document from List C as listed on

the "Lists of Acceptable Doouments” on the next page of this form For each document you rewew record the foﬁowmg mformatfon' document t{t/e
issuing authon!y document number and expiration date, if any ) ' -

Employee Last Name, First Name and Middle Initial from Section 1: \\&l\‘b&(\\ D\Q.\L,\ L .

List A OR List B AND ListC
Identity and Employment Authorization Identity Employment Authorization
Document Title: Document Title: Document Title: o}

fm}o l Aery {\}g\ S Cosz
Issuing Authority: Issuing Authority:

a¥e o5 O 45A

Issuing Authority:

Document Number: Document Number: Document Number:
- Bl - 014 YUY -T0-1312
Expiration Date (if any)(mm/dd/yyyy): Expiration Date (if any)(mm/dd/yyyy): Expiration Date (if any)(mm/dd/yyyy):

o&"rn! 2090

Document Title:

Issuing Authority:

Document Number:

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

3-D Barcode
Do Not Write in This Space

Document Title:

Issuing Authority:

Document Number:

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

Certification

| attest, under penalty of perjury, that (1) | have examined the document(s) presented by the above-named employee, (2) the
above-listed document(s) appear to be genuine and to relate to the employee named, and (3) to the best of my knowledge the
employee is authorized to work in the United States.

The employee's first day of employment (mm/dd/yyyy): \ 1\ | OV o (See instructions for exemptions.)

Signature of Employer or Au@eg Representative Date (mm/dd/yyyy) Title of Employer or Authorized Representative
Yool s S djﬁfz J W faoite | Bdlamn, Aesizkant

Lést’Name (Family Name) irst Name (Given Nat%e) 1 Employer's Business or Organization Name
QV\QLLQJJ\ An;if N Cmmom&c Mo (ocr D
Employer's Busines: Organization Address (Street Number and Name) | City or Town State Zip Code |

2000 ALY, L;losh\mjrﬂ\ 4. #3250 | Theeoton (O | 8034

Section 3. Reverification and‘Rehxres (To be completed and signed by employer or authorized representative.)
A. New Name (if applicable) Last Name (Family Name) First Name (Given Name) Middle Initial | B. Date of Rehire (if applicable) (mm/dd/yyyy)

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

Document Title: Document Number: Expiration Date (if any)(mm/dd/yyyy):

I 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 to relate to the individual.

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

Form I-9 03/08/13 N Page 8 of 9









SENSITIVE BUT UNCLASSIFIED

Case Verification Number: 2016322170506VB
Report Prepared: 11/17/2016

Company Information

Company ID: 31504

Employee Information

Company Name: Corporate Management Group, INC.

Last Name: Hansen
Date of Birth: 08/10/1955
Hire Date: 11/17/2016

Document Information

First Name: Nicki
Social Security Number: *** ** 1372
Citizenship Status: A citizen of the United States

List B Document: Driver's license or ID card issued by a U.S. state or
outlying possession

Document Name: Driver's license

Driver's License or |[D Card Number:

Case Status Information

List C Document: Social Security Card

Document State: Colorado

Document Expiration Date: 08/10/2020

Final Case Result: Employmen"t Authorized
Case Submitted On: 11/17/2016
Closed On: 11/17/2016

Employer Case ID:
Case Submitted By: AFIN1933
Closed By: AFIN19833

Closure Statement: The employee continues to work for the employer after receiving an Employment Authorized result.
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