CORPORATE MANAGEMENT

Employees:

Implementation of the Affordable Care Act (ACA) of 2010 (the heaith 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 penaity (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 higher. 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 enrollment 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 A
" proved
Options and Your Health Coverage OB No. 12100148

PART A: General Information
When key parts of the heaith care law take effact in 2014, there will be a new way to buy health Insurance: the Healith
Insurance Marketplace. To assist you as you evaluate optlons for you and your family, this notice provides some basic
Information about the new Marketplace.

What is the Hesith Insurance Marketplace?

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

Can | Save Moaney on my Health Insurance Premlumsa in the Marketplace?

You may quallfy to save money and lower your monthly premlum, but only If your employer does not offer coverage, or
offers coverage that doesn't meet certain 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 health coverage from your employer that meets certaln standards, you wlil not be ellglble
tar a tax cradit through the Marketplace and may wish to enroli in your employer's health plan. However, you may be
eligible for a tax credit that lowars your monthly premium, or a reduction In certaln cost-sharing If your employer does
not offer coverage to you at all or does not offer coverags that meets certain standards. If the cost of a plan from your
employer that would cover you (and not any other members of your fam liy) Is more than 9.5% of your househoid
income for tha year, or If the coverage your employer provides does not meet the *minimum value” standard set by the
Affordable Care Act, you may be eligible for a tax credit.!

Note: If you purchase a health ptan through the Markatplace 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 well as your employes contribution to employar—offerad 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 basls.

How Can | Get More Information?

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

1 An em ployer~sponscrad health pten meets the “*minlmum value standard® H the plan‘s share of the total allowed banesfit costs covered
by the plan is no jessthan 60 percent of such costs,



- 3850 Pre-Screening Notice and Certification Request for

(Rev. January 2013) the Work Opport unity Credit OMB No. 1545-1500
Departmant of the Treasury i 5 . . R .
Internal Revenue Sarvice P 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 S"I/(/V cn € ;)fo sfo Social security number » 1S ¥ 2 621 L][

Street address where you live M 0D (Canogpu~ B Wd. It 2ec
7
City or town, state, and ZIP code 7o wldon, o 0272
1

County Telephone number 7 20 {g J 70 ':/\5-

If you are under age 40, enter your date of birth (month, day, year) l Z* 2 - 37 [

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.
e | 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.

e | 'am a veteran and a member of a family that received Supplemental Nutrition Assistance Program (SNAP) benefits (food
stamps) for at least a 3-month period during the past 15 months.

* | was referred here by a rehabilitation agency approved by the state, an employment network under the Ticket to Work

program, or the Department of Veterans Affairs. _

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

a Received SNAP benefits (food stamps) for the past 6 months, or

b Received SNAP benefits (food stamps) for at least 3 of the past 5 months, but is no longer eligible to receive them.

e 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.
* | am a veteran and | was unemployed for a period or periods totaling at least 4 weeks but less than 8 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, 1997, 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 » WV) 5/2/\/ Date / i / ev) Loy
-~

For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 228510 Form 8850 (Rev. 1-2013)




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

This sectlon contains Information about any health coverage offered by your employer. if you decide to complete an
application for coverage in the Marketplace, you will be asked to provide this Information. This Information Is numbered

to correspond to the Markatplace application.

You are not ellgible for health Insurance coverage through this employer. You and your famlly may be able to obtain
health coverage through the Marketplace, with a new kind of tax credit that lowers your monthly premlums and with

assistance for out—of—pocket costs.



m 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 fumished is, to the best of my knowledge, true, correct, and complete. Based on the information the job applicant furnished on page 1, |
beligve the individual is a member of a targsted group. | hereby request a certification that the individual is a member of a targeted group.

Employer’s signature b

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 Golumbia 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 6108.

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
accuragcy 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:S, 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)






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 consumer 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 I 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 INTL 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: ,{% ;,7 /?;AA_/ Date: Jc7 2,295

Please PRINT clearly: Position applied for:
Name: S\'/;@VW\' <J S—/ /(/(57(7149 Maiden / AKA:
First Middle Last
Soc. Sec. #: ( 7"3 7’?, -6 Z'L‘/ *Sex: AN *Race: *Date of Birth: [/ Z - 2 &/~ V/

Current Address: [ 940 ((4{?4«-' J / vel. ﬁ%& County: _ /o fcé&ﬁ

City: OOL« lefin State: (¢ Zip: YOI02Z- Howlong: 2p/4 to Zoi5
Previous Address: (9o ( ‘“‘"gp* DL 3 4 0‘-{ County: Dorwdhan

City: /3(,7\4 [af&,a State: (g Zip: Yo 3oz Howlong: 2 p/2 to 2 242
Motor Vehicle Report Fax to: (208)769-7282

- , " , .
Name as it appears:s-ﬁV&A/J osh §lmﬁvz,p License#: D 201 12/ State held: C'©

*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 Securlty OMB No. 1615-0047
U.S. Citizenship and Immigration Services Expires 03/31/2016

PSTART HERE. Read instructions carefully before completing this form. The instructions must be available during completion of this form.
ANTI-DISCRIMINATION NOTICE: lItis 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 (Empioyees must complete and sign Section 1 of Form I-9 no later
than the first day of employment, but not before accepting a job offer.)

Last Name,(Family Name)
v Ljf)'ﬂ«o
Address (Street Number and Name) Apt. Number City or Town State Zip Code

(900 Congr Muck $F 200 Voo | Gouldn Co yoTe L

Date of Birth (mm/dd/yyyy) |U.S. Social Security Number | E-mail Address
(2 /U Ssilve st |@opana ] com | F20 533 F095]

iz/2+/ 41 (537 1€

| 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.

First Name (Given Name) Middle Initial | Other Names Used (if any)

Telephone Number

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

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

[ ] Alawful 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 [-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 Employee: W O 5’1 /A‘_\_‘_ Date (mm/dd/yyyy): /‘702»/1 lwl

Preparer and/or Translator Certification (To be completed and signed if Section 1 is prepared by a person other than the
employee.) - : :

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

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






Section 2. Employer or Authorized Representative Review and Verification

(Employers or their authorized representative must complete and sign Section 2 within 3 business days of the employee's first day of employment. You
must physically 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 Documents” on the next page of this form. For each document you review, record the following information: document fitle,
issuing authority, document number, and expiration date, if any.)

Employee Last Name, First Name and Middle Initial from Section 1: S‘ CS/"F_O Sfe)) m J

List A OR List B AND ListC
Identity and Employment Authorization Identity Employment Authorization
Document Title: Document Title: Document Title:
| us Mshsw\ vt
ssuing Authotity: Issuing Authority: Issuing Authority:
S Mpartmunt ofF State
Document Number: Document Number: Document Number:
YnMavgu s
Expiration Date (if any)(mm/dd/yyyy): Expiration Date (if any)(mm/dd/yyyy): Expiration Date (if any)(mm/dd/yyyy):

04 /03 Jop\F

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): \Ol 0 L‘?/Ol S (See instructions for exemptions.)
ignaturg of Employer or Authorized Repyesentative Date (mmvdd/yyyy) Title of Employer or Authorized Representative
=000 07 10l Lf 201 S PAMUNSNELWE "Ecistant”

Last Name (Fam//y Name) F|(r§‘t Name (Given Name) Employers Business or Organization Name
Employer's Business or Organization Address (Street Number and Name) | City or Town Zip Code

00 N . WAM|ngton S Ste 25D Thimtus % s

Section 3. Reverification and Rehires (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):

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

Form I-9 03/08/13 N Page 8 of 9
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E-Verify - Print Case Details - Preview https://e-verify.uscis.gov/emp/BpCaseDetailsLetter.aspx ?Case VerNu...

SENSITIVE BUT UNCLASSIFIED

Department of Homeland Security Report Prepared: 10/07/2015
E-Verify Page: 1 of 1

Case Verification Number: 2015280134818TV
Case Information:

Employee Information:

Last Name: Silvestro First Name: Steven
Middle Initial: J Other Names Used:

Social Security Number: *EE HE 6214 Date of Birth: 12/24/1981
Citizenship Status: A citizen of the United States Email Address:

Document Information:

List A Document: U.S. Passport or Passport Card

Passport or Passport Card 422424945 Document Expiration Date: ~ 04/03/2017
Number:

Alien Number: 1-94 Number:

Additional Information:

Hire Date: 10/07/2015 Employer Case ID:

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

Submitted By: CSCH4411 Submitted On: 10/07/2015
Initial Case Result:

Case Result: Employment Authorized

Employee Referred to SSA:
Referred By: Referred On:

Case Result from SSA (after SSA Tentative Nonconfirmation):

Case Result: Response Date:

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

Last Name: First Name:

Middle Initial: Other Names Used:
Social Security Number: Date of Birth:
Resubmitted By: Resubmitted On:

Case Result from SSA (after Resubmission):
Case Result:

Request Name Review:

Comments:
Submitted By: Submitted On:

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

Case Result: Response Date:

Employee Referred to DHS:
Referred By: Referred On:

Case Result from DHS (after DHS Tentative Nonconfirmation):

Case Result: Response Date:

1of2 10/7/2015 12:53 PM






E-Verify - Print Case Details - Preview

2 0f2

Photo Matching Results:

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

Determination:

Employee Referred to DHS (Additional):

Referred By: Referred On:

Case Result from DHS (after Additional DHS Tentative Nonconfirmation):

Case Result: Response Date:

Case Closure:

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

Closed By: CSCH4411 Closed On: 10/07/2015

SENSITIVE BUT UNCLASSIFIED

10/7/2015 12:53 PM






about:blank

1ofl 10/7/2015 12:50 PM






