Background Investigation Information Release Form

Please read this form carefully and be aware that by allowing Employer Solutions Staffing Group
LLC to investigate your background with state and federal agencies, you will be waiving and”
releasing all claims for damages you might sustain arising out of the criminal and driving record
background check and reviaw.

| understand that a successful criminal and driving record background investigation is a
condition of my employment by Employer Solutions Staffing Group LLC to work at
facilities of:

and, further, that Employer.Solutions Staffing Group may, at its digcretion, conduct
periodic criminal ‘and driving record background investigations on me during the course
of my employmant with Employer Solutions Staffing Group.

| agree to waive éand relinquish all claims | may have against Employer Sclutions Staffing
Group LLGC and its officers, agents, servants and employees as a result of my
participation in any criminal and driving record background investigation.

| do hereby fuily release and discharge Employer Solutiens Staffing Group LLC, its
respective officers, agents, servants, and employees from any and all claims from
damages that | may have or that may accrue to me on account of the results of any
aspect of any criminal and driving record background investigation.

| further agree to indemnify and hald harmiess and defend Employer Solutions Staffing
Group LLC, its respective officers, agents, servants, and employees from any and all
claims resulting from damages sustained by me or arising out of, connected with, or in
any way associated with, any of the activities of any criminal and driving record
background investigation and review.

| have read and fully understand this Waiver and Release of All Claims.

S53-06- oz 591427 Y
Social Security Number Driver's License No: State
‘ KA A

Last Name ' First Name M.I

Maiden and/ar Other Last Names Used

(185 _plomdain Coee b ol A AT TFors  STHIS
Current Address City and County 7 ’ State and Zip Code
12/9/970 Cirgle One:
Date of Birth » / Femaie
Signature: / - 7 Date: /& /2/Y

VV



Form W-4 (2014)

Purpose, Complete Form W-4 50 that your employer
can withhold the comect federal incoms tax from your
pay. Gonslder complating 8 new Form W4 sach year

and when your personal or financlal shuation changes.

Exemption from withholing. If you are exempt,
camplete only jines 1, 2, 3, 4, and 7 and sign the form
to validete it. Your exernption for 2014 expires
February 17, 2015, See Pub. 505, Tax Withholding
and Estimated Tax.

Note if another persan can claim you 85 a depsndsrt
on his of her tax retum, you cannot claim exarmption
from withholding if your Income excasda $1,00U end
includes rmaore than $350 of unearned income (for
axample, interest and dividends),

Excaptions. An smployea may be able to clalm
axemption from withholding even if the etnployes iz a
dependent, if the employas:

* | aga 65 or oldsr,
= Is blind, ar

+ Will claim adjustments to Incoms; tax credits; or
#termized deductions, on his or her tax return.

The exceptinns do not apply to supplemeantal wages
grester than §1,000,000.

Basie ingtrugtions. If you are not axsmpt, complete
the Parsonal Allowances Workshaet below, The
workshaets on page 2 further adjust your
withholding allowances based an itemlzed
deductians, certatn cradits, adjustrients to Incore,
of two-gamersAmultiple jobs eltuatlons.

Gomplste all workahests that =pply. However, you
may claim fewsr {or zergz allowances. For ragular
wages, withholding must be based on allowances
you claimed and may not be s fiat amount o
psrcentage of wages.

Head of househeld. Genarally, you can claim head
of household fillng status on your tax return only if
you are unmarried and pay mors than 50% of the
costs of keeping up a hore far youreslf and your
dapendant(g) or athat qualifying Individuzle. See
Pub. 501, Exemptions, Standard Deduction, and
Flling Information, for information.

‘Tax credits. You can taka projscted tax ¢redits Into account
in figuring your alloweble number of withhiolding aliowances.
Credits for'child or dependent cere expenses and tha child
{ax cradit may be claimed using the Personal Allawances
Warkshast balow. Sss Pub. 565 for informatian an
converting your other cradits inte withfolding allowances.

Nonwage income. If you have a large amount of
nonwage Incoms, such as interest or dividands,
consider making ssimated tax R’a ments using Foerm
1040-ES, Estimated Tax for individuals. Otherwise, you
rnay owe additional tax, If you have pensian or anfulty
iincome, see Pub. 505 to find out If you should adjust
your wittiolding on Form W-4 or WP,

Two earners or multiple jobs. Hf you have a
working spouse or more than one'job, figure the
total number of allowances you are entitled ta claim
on all jobs using workshests from only one Farm
W-4. Your withholdinhg ususlly will be most acourate
when all allowanees are clalmed an the Form W-4
for tha highaat paying job and 2ero allowances are
claimed on the othars, See Pub. 505 for details.

Nonrealdent allen. if you are & nonresldent slier,
500 Notice 1392, Supplememtal Form W-4
instructions for Nonresldent Aliens, before
completing this form.

Chack your withholding. After your Form W-4 takes
affact, use Pub, 505 to eee how the amount you are
having withheld corggares 10 your %I'Djacted total tax
for 204, Sae Pub. 505, aspedcially if your earnings
axceed $130,000 (Single) or $130,000 (Marred).
Future davalopments. Infarmation about any future
developmenta ffacting Form W-4 (such ag lagislatian
anacied after we release i) wil be prated at www.irs.gov/wd.

Personal Allowances Worksheet (Keep for your records.)

A . Enter"1” for yourself if no cne else canclaimyouasadependent . . . . . . . . . . 0 00 0 0 A Fi
= You are single and have only ong Job; or
B Enter“i”if = You are married, have anly ona job, and your spouse does not work; or .o, B g
+ Your wages from a second job ar your spouse's wages {or the total of both) are $1,500 or less.
¢ Enter “1" for your spouse. But, you may choosé to enter *-0-" if you are married and have either a working spouse or more
than one job. (Entaring “-0-* may help you avold having too litle fax withhetel) . . . . . . - . . . . . . . G
D Enter number of dependents (other than your spouse or yourself) you will claim on your tax return . . e . D _y/p
E  Enter “1” f you will file as head of household on your tax return (see conditions under Head of household above) E
F  Enter “1” if you have at least $2.QDO of child or dependent care expanses for which you planto claimacredit . . . F
(Note. Do not include child support payments, See Pub. 503, Child and Dependent Care Expenses, for details.)
G Child Tax Gradit (ncluding additional child tax credif). See Pub. 972, Child Tax Credlt, for mora information.
« If your total income wilt be less than $65,000 (335,000 if martied), enter “2” for each eligible chitd; then less “1” if you
have three fo six eligible childran or less “2” if you have seven or more eligible children.
« I your total income will be between $65,000 and $84,000 ($95,000 and $119,000 if maried), enter *1" for each elighlechlld . . . G
H  Addlines A through G and antar total hara, (Note. This may be different fror the number of exemptions you claim on your tex retum,) k- H ]

« If you plan to ltemize or claim adjustments to incame and want to reduce your withholding, see the Deductions

For accuracy, and Adjustments Warksheet on page 2.

complate all s If you are single and have more than one job or are married and you and your spouse hoth wark and the combined
workshaets eamings from & jobs excesd $50,000 ($20,050 if marrled), see the Two-Earners/Multiple Jobs Worksheet on page 2 1o
that apply. avoid having too iittle tax withhald.

* If neither of the above situations applies, stop here and enter the number from fing H on line 5 of Form W-4 below,

Form w-4

Department of the Treasury
Internal Revenus Servies

Beparate here and give Form W-4 1o your amployer. Keap the top part for your records. =

Employee's Withholding Allowance Cetrtificate

OMB No. 1545-0074
# Whather you are entlded to claim a certain number of allowances or exemption {rom whthholding is 2 @ 1 4
sublect to review by the IRS. Your employer may be required to sand a copy of this torm to the IRS.

1
EvAy

Your first name and middle initial Last name 2 Your zochal security number

LACKLTPIE . 592 0¢-

Homa eddress (number and sirest or rursl route) a ] Single ™ wanted L Married, but withhold at higher Single rate.

“m ;ﬂﬂﬂ 2.8 A f‘"! E o i . A E-’ﬁ v ‘W 30? Note. K married, but legally separated, or spouse Is a nonresldant alfan, check the "Single” Box,
ar town, state, and 21 code v 4 {fyouriast name differs from that shown on your social sacurlty card,

Afdon S S A/ 5 '745!0 g sheck here. You must call 1-800-772-1213 for a replacement card, B[]

B  Total number &f allowances you are claiming (from line H above or from the applicable worksheet on page 2) 5 /a?
6  Additional amount, if any, you want withheld fromeach paycheck . . .« .« « o« v 00 CYE]
7  |claim exemption from withholding for 2014, and ( certify that | mast both of the following conditions for examptian.

» Last year | had a right to a refund of all federal income tax withheld because | hiad no tax liability, and
» This year | expect a refund of all federal Income tax withheld because | expect to have no tax liability.
If you rneet both conditions, write “Exempt"here. . . . . . . . . 0 . . . .

Under penalties of perjury, | daclara that | have examinad this certificate and, to the best of my knowledge and belief, it i true, cotrect, and complete.

Employee's signature

(Thls form Is not valld unlass you sign it.) »

Data /&_/&.-M__

8

&, .
Employars name and address (Emptoyef%@ines Sand 10 ont;g #ahding 1o the IRS.)

fi Office code (aptionsl) | 10 Employer identification number (EIN)

For Privacy Act and Paperwork Reduction Act Notica, ses pags 2.

Gat. No. 402200 torm W-4 (2014)



HIRE Act FICA Payroll Holiday and
Employee Retention Tax Credit

Employee Affidavit

Employer Name: ‘ FEIN:

Hire Location;

BN RO NSRRI AN NSO NN FEC I ER O R PN NN R AN AN kA AN AR R TSN UGV R SR RER G

Employes Name: AQVAKV MC Kﬁif)’ F’ E

Soclal Security Number: 5 92-06- €034 1% Day of Work: ___i3~1 5441

EMPLOYEE: Please check ONE statemer
date where indicated below.

{71 1 was unemployed during the entire 80 day-period pricr to my first day of employment at this company.

[T 1 worked less than a total of 40 hours during fhe 60-day pariod prior to my first day of employment at this
company.

OR

u I worked MORE than a total of 40 hours during the 60-day period prior to my first day of employment
at this company. '

Undler penalties of perjury, | hereby declare that the Information above s true and correct 1o
the best of my knowledge. By signing this form, | hereby authorlze the releasae to my new
employer or its agents Infermation hald by any parties needed to determine my eligibifity for
federal and/or state incentive programs.

Emglayee Signature: M Today's Date: __ /A 4274/

For employer's use only:
[T Employee is being hired for & new position within the company.

Employee is replacing an employee who elther quit or was terminated with just cause.
' [1 Employee is replacing an employee who was laid off. i

Hiring Manager's Signature: Dates




Employer |

Solutions 7301 Ohms Lane / Suite 405
5t g . . . Edina, MN 55439
Group LLC New Hire Application T.052.835.1288 / F:952.835.4881

‘Personal Data-- PLEASE PRINT LEGIBLY IN INK

Last Name LA K [TEFE First Name &YAN - Middle Initial /4

Street Address ___// €5  Mountoin Creett  Pol A f’f# 307

Clty/State/Zip ¢~ ,A&téﬂ\@?.u
Home Phone Cell / Message Phone(%423) 800 - YR

Company/Employer C MG

to work in the U.8.

Are you legally authorized to work in the United States of America? E/ YES [INO
Applicant Certification and Authorlzation

| authorize Employer Solutions Staffing Group (ESSG) to use the information and statements contained in this application to determine my
gualifications for employment. 1 authorize ESSG to make inquities of my formear employers, except as indicated in this application,
regarding ity pravious duties, responsibilities, parformance, compensation and eligibility for rehire.

| understand that a comprehensive background chack may be conducted to determine my aligibility for hire by certain clients of ESSG.
This may include but is not limited to, investigations of criminal and/or conviction records, driving records and/or & drug screen test as
requirad by clients, government regulations or by ESSG policies.

| release ESSG and other persons or entities from any claims that might be based on ESSG's decision to conduct a background check.

[ certify thet all statements marle in my application are true and acourate 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 result in my ternination.

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

L
”Z 5 // [2 L2 1t/

Name (Print or type) Applicdrf's Sifnature 7 Date

A copy or facsimile will be considered the same as an original signature,

For ESSG Office Use Only
boH | NHW -9 3860 W4
Emergency Contactinfo | Background Releass Form Background Resulfz 5 Day Lettar ESC Application
{if applicabie)

ESSG . Rev. (572011




Page |3

Employee Acknowledgemént Form (Temps)

| hereby acknowledge receipt of Storeroom Solutions Inc. “Employee Safety Handbook” which outlines
important safaty requirements and information for working as safety as possible. | agree to follow the safety
and health rules as outlined in this handbook. | further understand that complete safety and health program

requirements are published in the “Safety Manual” that can be obtained through my Site Manager or Project
Leader.

g (e t2 =]y
Employee Signature Date
Employer’s Representative Date

Important: This receipt must be read, understcod and signed by all Storeroom Selutions Inc. permanent and
temporary employees. Temporary employees sign this hard-copy form. Permanent employees must
document their training in the 85I Learning Center by taking the associated quiz.

Dacumentation Instructions:

Permanent Employees: The 551 Site Manager, or senior 551 employee, will ensure all personnel have read and
understand the contents of this document. Please contact the Senior Director of Safety and Quality

safety@storeroomsolutions.com if you have any guestions. The employee must take the Employee Safety Handbook
Quiz contained in the 551 Learning Center.

Temporary/Project Employees: The project leader or hiring manager will ensure all personnel have read and
understand the contents of this document. Please contact the Senior Director of Safety and Quality

safety@storeroomsolutions.com if you have any questions. The employee and leader or manager will sign this form file
it on site, This form is a special interest item during implementation audits.

Employees: Please retain the hondbook for future reference.



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

Name: __AAM @rﬂr—//&,

‘Address:___ /R8I0 Aatladset A Mf
Home Phone: ( 334] 55 1204

Person(s) to contact in case of an emergency on the job {(in order of preference):.
1. Name__Julie ety t-f'-g[.g,

Phone (work):

Phone (home): (ffé-S) %00 — BYELT

2. Name: j’;d {o /&Fs ha [}

Phone {(work):

Phone (home)._( 4.3 €65-7 7 €3

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




R

To: All Employees
Quien: Tocdos Empleados

From: Corporate Management Group & Employer Solutions Group
Pe; 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, 850.00 de tarifa sera deducido de el cheque reemplazado pava 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,
a new 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 chegue nuevo sera processado, menos las torifa 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 continual

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/Firmur,
Date/Fecha: fdetd -}

February 2011



VSI-IND  219301-EMP

EMPLOYEE INFORMATION
(Must Be Filled Out)

ENROLLMENT FORM - PLAN 2

BEUER INKAONI
1724130

~ Do you or any dependents have Medicare? — m——t

Social Security Number 2.2 2 -0£.- €03 Y [yes [INo I Yes:
DateofBith LA /11 930D Medicare Health Insurance Claim Number (HICN)
Name feyA/V igﬂ (‘:K@f:’
Medicare. Effective Date — ____/ S

Street Address Apit D 2 la Names of Covered Person(s)
City State ﬂ.ﬁ Zip ﬁliif’. ;
Home Phone ii_s_"_g_gﬂﬁ_'ii.g.l 5

. A

BENEFIT SELECTION
MEDICAL
D $20.91 Emplovee Only

Weekly Rates

D $42.44 Employee + One

D $56.67 Employee + Family

mo to MEDICAL, TERM LIFE, and 5TD benefits.

You MUST enroll in the Medical Insurance Flan before adding Tetm Life
or STD. Your coverage level for Term Life will be identical to your
medical plan selection.

REQUIRED DEPENDUENT INFORMATION

Name

Social Security Number

e L— ——————ey —i2
v

Dateof Birth /. Sex

Relationship: [JSpouse [ Child [ Domestic Pariner

DENTAL

L)

D $ 5.99 Employee Only

[ ] $11.98 Employee + One

D $19.77 Employee + Family

[]w~o

Name
Social Security Number .7 S —
Dateof Bith — /[ Se

Relationship: [l Spouse [ Child [ Domestic Parmer

TERM LIFE

[] yes
[ ]no

PN
J

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

Name

Social Security Numbelh o e e

Date of Birth ___.._/__"__u_......_____ Sex

Relationship: [JSpouse [ Child [ Domestic Partner

SHORT-TERM DISABILITY

[] ves Li-;-\
[ Iwo

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

$4.20 Employee Only

BENEFICIARY INFORMATION

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

NAME OF BENEFICIARY

RELATIONSHIP

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

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

Date

P Signature



Form A (revised 07/09) WORK OPPORTUNITY TAX CREDIT

PLEASE CHECK "YES"” OR "NO" AND ANSWER ALL QUESTIONS
Name

Address_118%  poutbae  Coedd RF — Agril 209
CityChattpnaoae. State_ 7w, Zip_ 3Tww5  Social Security # 592 - o¢ _<Zp 3
Date of Birth__/_/2:#-/990 Age 2%

- Please CHECK ONE ANSWER for each of the following guestion and compiete guastion #5:
1. Have you or any family member living with you received Temporary Assistance to Needy Families (['i‘ﬁpll:)

or Aid to Families with Dependent Children (AFDC) during the past 24 months? Yes D No

2. Have you or any family member living with yéu received Supplemental Nutritional Assistance Program

(SNAP) (Food Stamps} at any time during the past fifteen (15) months? Yes [/ No [ ]
3. Have you received Supplemental Security Income (SSI) bensfits in the

past sixty (60) days? Yos [ | No [A
4. Are you part of the Ticket to Work program? . Yes l:[ No @]
5. Name of person who received benefits  T,lre  Packli e ~

Relationship iyi{ s City & State where benefits received C:AM-;-&Q%A T

6. Are you a veteran? Yes [ | No [V and Disabled due to service? Yes | No L_ir

Bervice Dates: From: To Branch:
7. Have you been unemployed at any time during the last 12 months? Yes [ | No [
If yes, dates of unemployment: From: To: \ .
Did you receive unemployment compensation at any point during your unemployment?
If yes, dates received compensation: From: To; Yes D No [lzr

8. Have you been convicted of a felony or re'leased from prison in the fast 12 months?

Date of Conviction; Date of Release; Yes l___] No B/
Parole Officers Name: Parole Officer's Phone #

9. Have you received rehabilitation services from'a State approved or Department ,
of Veterans Affairs approved Vocational rehabilitation agency? Yes [:} No ET
Nams of Agency Phone # _

Address of Agency Counselor's Name

10. Have you attended High School, College or Technical School for more than an average of
10 hours per week at any time during the last 6 months? - of QJ Yes D No B/

11. Did you receive a high school diploma or GED? I ves, date received: _ J00F  Yes IZ No D
Have you been employed or been admitted fo technical school or college sinca then?  Yas D No

12. How much in gross wages have you earnsd TOTAL in the past six months? $

! hereby suthonize any egency, organizaion, or individusls to supply such verlfication or information that may be needed fo detarmine tax cradit
eiigibillty to my emplaysr, employer rapresentstive, or the Dapariment of Laber.

—> NEW HIRE SIGNATURE __ 4 y DATE _/d-{p-/%/
T 7 f — -
uestions below ta be complated by manager
Starting Wage Position

Has employee worked for this company hefore? If yes, date and location — |




g 'S‘lDepa‘t“ne;er?b."r J— . OMB Control No, 1208-0371
TpIiCYmEnt ang 1ralfling AGInIsiration Expitation Date: November 30, 2011

YOUTH SELF-ATTESTATION FORM
Work Opportunity Tax Credit Program

Instructions: This Self-Attestation Form (SAF} is to be completed, signed, and dated by the new hire
only. Employers or consyttants submit this SAF to the State Workforce Agency with Form ETA 9061 for
each certification request filed.

New Hire Name: ﬂg—“-ﬂ .éf»c/f-’ x77s

[

Socfal Security Number: 9.2 -04~%03% Date of Birth:_/2-/9 1972

Employer Name: Employer Solutions Staffing Group

Employer Federal ID (EIN) Number:

Please check all the statements that apply to you. Sign and date this form where
indicated below.

D/ In the past 6 months, | have not attended a secondary, technical or
postsecondary school for more than an average of 10 hours per week, not
counting periods during which the school is closed for scheduled vacations.

O [ do not have a High School Diploma or GED certificate.

[0 1 have a High-School diploma or GED certificate awarded more than 6 months
ago and | have not attended or been admitted to a technical or post-secondary
school, | also have not held a job (other than occasionally) since receiving my
High-5chool diptoma or GED certificate.

Under penalties of perjury, I declare that this information is true and correct 1o the best of my knowledge.

New Hire’s Signature: ,é M Date / A~ /2.-/ %

7 £

Privacy Act Notice: ,
The Intemal Revenue Code of 1986, Saction 51, a5 amended and its enacting lagistation, P.L. 104-188, specify that the State Werkforee Agencles ane
the "designeted” agencies responsibla for administering the WOTC cerffication procedures of this program, The information you hava providad
compleding this form, including the Social Sacurity Numbey, wil be disclosed by your employer th fhe State Workforee Agency. Provision of this
information Is voluntary; however the information 5 required to determing your employer's elighility for the faderal {ax eredt.

Pubhic Burden Statement:

Persong ara ot required to respond to this collection of information unless it displays a cumently valid OM B control futnber. Respondents' obligafion to
complete this fortn is required to obtain of refain benefits (P.L. 111-5). Public reporiing burdan is extimated to avarsge 5 minutes per response, including
the tima for reviewing instructions, searching existing data sources, gathering and maintaining the data needed, and completing and reviewing the
callection of Information. Send commants regarding this burden estimata fo the U.5, Department of Laber, Division of Aduft Services, Room 84208,
Washington, D.C, 20210 (Paparwork Reduction Project 1205-0371). Plaasa do not subimit campleted forms fo this address.

ETA Form 9154 (Rev. May 2010)




comn 3850 Pre-Screening Notice and Certification Request for

(Rev. August 2009) the Work Opportunity Credit OME No. 1545-1500
ifﬁﬁm%ﬁu’é’%liﬁéi”” » Sep separate instructions.

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

Your name NM&M— Social securlty number b _£PA 0L~ KOBDY
il STAE

Street address where you live __7, in A1 4
City ar town, state, and ZIP code Mﬁ@:&.ﬁ?ﬂ y 74 ’ FTH G, -
County *[?,"LMI.} Fpa Telephone number (423 ) #e0 - BYE7

If you are under age 40, enter your date of birth (month, day, year) Mc_&’,-"? 70

1 [l check hera if you are campleting this form before August 28, 2009, and you lived in the area impacted by Hurricane Katrina
on August 28, 2005, If so, please enter the address, including county or parish and state where you lived at that time.

2 [ cheskheref vou raceived a conditional certification from the state workforce agency (SWA) or a participating local agency
for the work opportunity credit.
3 Check here If any of the following statements apply to you.
e | am a member of a family that has raceived assistance from Temporary Assistance for Needy Families (TANF) for any
9 months during the past 18 months.
& | am 2 veteran and a member of a family that received Supplemental Nutrition Assistance Program (SNAF) benefits
(food stamps) for at least a 3-month perlod during the past 15 maonths. -
# | was referred here by a rehabilitation agency approved by the state, an employment network under the Ticket to Waork
program, of the Department of Veterans Affairs.
o |am at least age 18 but not age 40 or older and [ am a mermber of & family that:
a Received SNAP benefits (food stamps) for the past 6 months, of
b Received SNAP bensfits (food stamps) for at least 3 of the past 5 months, but is no longar eligible to recalve them.
® During tha past year, | was convicted of a felony or released from prison for a felony.
® | recelved supplemental security income (SSY banefits for any month ending during the past 60 days.

s | am a veteran and | was discharged or released from active duty in the U.S. Armed Forces during the past 5 years
and, for at least 4 weeks during the past year, | received unemployment compensation. )

® [ am at least age 16 but not age 25 or older, and: ,
a During the past & months, | have not attended a secondary, technical, or post-secondary school for morse than
an average of 10 hours per week, not counting pertods during which the schoot was closed for scheduled
vacations, and
b During thé past 6 maonths, If | was employed, during each consscutive 3-month period within the past & months,
I earnad less than | would have earned If | had worked for the applicable minimum wage 30 hours every week
during the 3-month perlod, and ‘
¢ [ do not have a certificate of graduation from a secondary sehool or a General Education Davelopment (GED)
certificata ar | have a certificate that was awarded at loast 6 months ago and | have not held a job {other than
occasionally) or been admitted to a technical or post-secondary school since | received the certificate.
a [ Check here if you are a veteran entitled to compensation for a service-connected disability and, during the past year,
you were:
® Discharged or released from active duty in the U.8. Armed Forces, or
# Unemplayad for a period or periods totaling at least 6 months.
5 [ Check here if you are a mamber of a farnily that:
® Received TANF payments for at least the past 18 months, or
e Received TANF paymants for any 18 months beginning after August 5, 1997, and the earliest 18-month period beginning
after Auguet 5, 1997, ended during the past 2 years, or '
& Stopped being eligible for TANF payments during the past 2 years because facieral or state law limited the maximurm
tims those payments could be mada.
— Signature—All Applicants Must Sign

Under penaltiss of perjury, | declare that | gave the atove Infarmatlon to the employsr on of before the day { wae offered a Job, and it is, to the bast of my
knowladgs, true, comact, and complste. .

Job applicant’s signaturs b ,«fy Date /ol V[ 1Y
For Privacy Act and Papsrwork Redudtion Aot Notice, seé page 2. Cat. No. 228511 fForm 8850 Rev, 8-200%)
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“Sour oot theipenet & SoIag expese’

ANTI-HARASSNIENT POLICY

It is Corporate Management Group’s (CMG) policy that all employees should be able to
enjoy & 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, consuitant, customer
or guest). Title VIl of the Civil Rights Act of 1964 prohibits employment discrimination
hased 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 Vil 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
iegal. :

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, regardiess 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, especiaily where:

O Submission to such conduct is made either explicitly or implicitly a term or

condition of employment;

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

[ 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 confact 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 Signatura: M
A ~

Date: R




employer solutions staffing group.

Leveraging Resources in a Changing Market

iImportant/importante
LOST OR STOLEN PAYCHECKS

If a paycheck is lost (missing, misplaced, destroyed, lost in the mall, 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 to you, deducting a fee of between $25-$35.

If your paycheck was stolen, you must first file a police report before we can re-
issue the check. Once you have done so, you must provide a copy of the policy
report to your staffing recruiter that the check was stolen. If the check has not
been cashed and if the loss of the check was not 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 faita, fuera de lugar, destruido, perdido en
él correo, ete), 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 robade, primero debe denunciar el robo a la policta
antes de que podamos volver a emitir el cheque. Una vez hecho eslo, usted
debe proporcionar una copia de la denuncia a su reclutador de personal que el
cheque fue robado. Si el cheque no ha sido cobrado vy si la pérdida del cheque
no fue su culpa, ESSG emitira un nuevo cheque y no hay cucta se deducira,
AGREED/SE ACUERDA—

Name/Nombre (con letra de molde): )6},/7‘94} LEH e LT A

Signature/Firma: /é %f/}
—— 4 ’,ﬁ' > y




Employment Eligibility Verification

Department of Homeland Security
1J.8. Citizenship and Immigration Services

USCIS

Form I-9
OME No. 1615-0047
Expires 03/31/2016

R R e e ———
»START HERE. Read instructions carefully befora comploting this form. The instructions must be avallable during completion of this form.
ANTI-DISCRIMINATION NOTICE: Itis illegal to discriminate against work-authorized Indlviduals. Employers GANNOT specify which
document(s) thay will accapt from an employee. The refusal to hire an individual because the documentation presented has a future

YT R

expiration date may also constitute illegal diserimination.

% AR

Lagt Name (Family Name) Fit Nama (Glven Name) Middle Initlal | Other Names Used (if any)
RACKLLPF, LY A
Address (Streef Number and Name) Apt. Number | City or Town State Zlp Coda
to_ Coved 204 A Fancaq e a4 37905
Date of Birth (mm/AtdAryyy) |U.S. Soclal Security Number | E-mail Address - Telephona Number
] H ; ; . e
12/i9le9s  |SIRRCHEOBY] /Oac i nfe borr@yord0 <0 M (La3)crn 3487

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

| attest, under penaliy of perjury, that | am (check one of the following):
(A citizen of the Urited States
D A noncitizen national of the United States (See jnstructions)

[] A lawful permanent resident (Alisn Registration Number/USCIS Number):

[]‘ An alien authorized to work until (expiration da

(See instructions)

te, if applicable, mm/dd/yyyy)

. Same alians may write "N/A” in this fisld,

For afiens authorized to work, provide your Alfien Registration Number/USCIS Number QR Form 1-94 Admission Number:

1. Alien Registration Numbet/USCIS Number:

2. Form 1-94 Admission Numbar;

OR

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

Foreign Passport Number:

Courdry of lssuance:

Some aliens may write "N/A" on the Foreign Pas
o

o]

3-D Barcods
Do Not Writs In This Space

sgart Number and Country of Issuance fields. (See instructions)

Sighature of Employee:

y Date (mm/dd/yyyy): ) 2 Aff’ém‘

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

Signature of Préparer or Translator: Dats (mm/ddiyyyy):
Last Nama (Family Name) First Name (Given Name)
Address (Streef Number and Nams) Gty or Town State Zlip Code

FormI-9 03/08/13 N
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