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CONTRACT EMPLOYEE CONFIDENTIAL INFORMATION AGREEMENT

A ZOots
This AGREEMENT made this /(O day of M AL , 2814 between

STEVEN (JERdi (hercinafter “CONTRACT EMPLOYEE”) and Teva

Pharmaceuticals USA, Inc., a corporation organized and existing under the laws of the State of

. Delaware, and acting in this Agreement on its behalf and in the interest of all affiliated

Acompanies throughout the world, including any and all subsidiary companies or its parent

company (hereinafter “COMPANY”) and with the intention of being legally bound, the parties

do hereby agree as follows.

1

During the course of performance of work for the COMPANY, CONTRACT
EMPLOYEE will devote all best efforts only to the interests of the COMPANY and will
not participate in the planning, operation, or management of any activity competitive with
the COMPANY’S interest and will not otherwise engage in any activity in conflict with
the interests of the COMPANY except as permitted and authorized in writing by an
officer of the COMPANY. S

CONTRACT EMPLOYEE acknowledges that certain valuable information (both
technical and non-technical) vital to the success of the business of the COMPANY may
be made available to the CONTRACT EMPLOYEE, or CONTRACT EMPLOYEE
already may have become acquainted with such information by virtue of the performance
of work at Teva Pharmaceuticals USA.

CONTRACT EMPLOYEE shall not disclose ot use at any time, either during or after, the
contract period of performance of work for the COMPANY, except as required in the
performance of duties to the COMPANY, any secret or confidential information, whether
or not developed by CONTRACT EMPLOYEE, unless CONTRACT EMPLOYEE shall
first obtain written consent by an officer of the COMPANY. Secret or confidential

" information shall include know-how, designs, formulae, manufacturing, fabrication and

technological processes, devices, machines, inventions, research or development projects,
plans for future development, materials of a business nature, financial information, client
information, sales and marketing information and any other information of a similar
nature in a form or to the extent not available to the public.

'CONTRACT EMPLOYEE shall not publish or cause to be published or make oral
presentation on any articles or materials related to the present or contemplated business or
activities of the COMPANY without prior written consent of an officer as to whether

n:\share\brdocs\tempemployeeseda.doc
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competent jurisdiction may enjoin CONTRACT EMPLOYEE from violating these
covenants and if adjudged to be in violation, either at law or in equity, that CONTRACT
EMPLOYEE shall be responsible for all costs associated with enforcement of this
Agreement including reasonable attorney’s fees.

14  CONTRACT EMPLOYEE understands that this Agreement shall be interpreted and
construed under the laws of the Cornmonwealth of Pennsylvania.

15 This Agreement shall inure to the benefit of the successors or assigns of the COMPANY.

2

Contract Employee
03/10/10i$

Daie

Teva Pharmaceuticals USA, Inc.

By

Date
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DEA Employee Screening Requirements
Inquiry and Consent for Search of Courts and Law Enforcement Agencies,
and Consent to Random Drug Screenings pursusnt to Company Pelicy
(Required by the United States Department of Justice, Drug Enforcement Administration as referenced in
CFR 1301.90)

{ hereby acknowledge that I am aware of Tova Pharmaceuticals USA, Inc.’s, (*Teva”) obligation to be
registered with the Federal Drug Enforcement Administration (“IDEA™). As an employee of Teva, L am
also aware that as a part of its registration procedures, the DEA requires Teva to provide the following
information regarding those individuals who may actually handle or have access to certain controlled
substances in the cotrse of their employment with Teva.

1 understand that using the information provided by Teva, and me inquiries will be made of courts and law
enforcement agencies for possible pending charges or convictions.

As provided for by law I submit the following information:

1. Within the past five years, have you besn convicted of a felony, or within the past two years, of
any misdemeanor or are you presently formally charged with committing a criminal offense? (Do
not inchide any traffic violations, juvenile offenses or military convictions, except by general
court=mmartial.) .

(Circle yes or no) _ YES Lm If the answer is yes, furnish details of conviction, offense,
location, date and sentence ‘separate shest.

2. Inthe past three years, have you ever knowingly used any narcotics, amphetamines or
barbiturates, other than those g#eY¥enibed to you by a physician?
(Circle yes or no) If the answer is yes, furnish details on a separate sheet,

[ understand that any false information or omission of information will jeopardize my position with respect
to employment. [ also understand that information furnished or recovered as a result of any inquiry will not
necessarily preclude employment, but will be eonsidered as part of the overall evaluation of my
qualifications. :

Furthermore, I understand Teva maintains fair employment practices and protects my right to privacy and
assures that the results of such Inquiries will be treated in confidence.

1 further understand and consent to any random drug screenings that may be conducted in accordance with
Teva's Workplace Substance Abuse Policy, and acknowledge that I have read and understand the Dug
Enforcement Administration Mandated Employee Responsibilities for Business’ Handling Controlled
substances Code of Federal Regulations Title 21, a copy of which is attached to this form.

Name: j’[zf e Ve Social Security Numbers 59t =</ 3- 3§
Date of Birth: (3% - 04~ 1474 _ Prace of Birth: EXETER  CA,

Home Address: 7 O Sou”\ g o0 we sl
Street
Qolb Lok B0, T %4(0Y
(City, State, Z‘ip)\

I consent to Teva conducting the required inquiries as documented in this form. T understand that if Teva

discavers that [ have had certain convictions, that information will effect my authorizafion to handle

controlled substances at Teva, and my position with respect to empl% .
; -

Dated this (O dayof MALLK, 2015 _ sionature

(Date) (Month) (Year)
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' Pharmaceuticals CQHU’BC’[OI’/ ansultant
- Basic Information Form

Salt Lake City Operations

Employee Information

Full Name: S 7TEVEN (/€D - o
. Al of this information is
E-mail:_eved<n) drev o hoy. com = necessary to initiate the
Phone; _§V[- 155~ 139 ( - drug screen &
‘ background check.
DOB: d@/oq (“7@- -

Contract Company Information

Name of Employer:

Supervisor Name:

Supervisor Phone Number:

Teva Pharmaceuticals Information

Sponsor / Teva Contact:

On Shift Supervisor:

Teva Shift / Work Hours at Teva Location:

** Please do not wait for this full packet of information to be complete to tumn this form in to HR.
We can get the drug screen & background check started while everything else is being taken care.

Bring all forms and paperwork back to MR directly to expedite processing.
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. 8850 | Prescreening Notice and Certification Request for

(Rev. August 2008) , the Work Opportunity Cradit OKIB No. 1545-1500
g:::;::gul:?sg\ﬁ{y T I See separate instructions.

Job applicant: Fill in the lines below and check any boxes that apply. Complete only thig side.
Your name ST t/é?,d dé_ﬁ'-') It J Soclal security number ke &3 UG

Sireet address where you live 1O S O “’\ S{ O\D \JU"J)# .

ity or town, state, and ZIP cod Sodb Leoby Q.AH " OT . gdlod

C'ounty q ou(& L slce -A Telephone number FOLHTSS - 13/
i you are under age 40, enter your date’of birth (month, day, yea) o~ OF- %

1 [Zl Check here If you are completing this form before August 28, 2009, and you lived in the area impacted by Hurricane Katrina
aon August 28, 2005. If so, please enter the address, including county or parish and state where you lived af that time.

2 Eil Check hers If you received a conditianal serfification from the state warkforce agency (SWA) or & participating local agency
for the work opportunity credit. :
3 [:] Check here if any of the following statements apply to you.
& | am a member of a famlily that has received agsistance from Temporary Assistance for Negdy Families (TANF) for any
9 months during the past 18 months, i
e | am a veteran and a member of a family that received Supplemental Nutrition Asslstance Program (SNAP) benafits
{food stamps) for zt least 2 3-month perlod during the past 15 months. :

& |was referred here by a rehabilttation agency approved by tha state, an employment netwark undsr the Ticket to Work
program, or the Department of Veterans Affairs.
-@ | am at least age 18 but not age 40 or clder and | am 2 member of a family that:
-a Recalved SNAP benefits (food stamps) for the past 6 months, or
b Raceived SNAP benefits (fond stamps) for at least 3 of the past 5 months, but is no longer eligible 1o recsive them.
e During the past yaar, | was convicted of a felony or relgased from prison for a felony.
@ | racelved supplemental security incorme (881) beneflts for any month ending durlng the past 60 days.
@ | am a veteran and | was discharged or released from active dity in the U.S. Armed Forcas during the past & years
and, for at least 4 weeks during the past yaar, | raceived unemployment compensation.
e |am at least age 16 but not age 25 or older, and:
a Duyring the past 6 months, | have not attended a secondary, technical, or post-secondary sehool for more than
an average of 10 hours per week, not counting periods during which the school was closed for scheduled
vacations, and :
b During the past 6 months, if | was employed, during each consecttive 3-month period within the past § months,
| earnad less than | would have earned if | had worked for the applicable minimum wage 30 hours avery weak
during the 3-month period, and ’ .
¢ 1 do not have a certificate of graduation from & secondary school or a General Education Davelopment (GED)
certiflcate or | have a certificate that was awarded at least 8 moniths ago and | have not held a job {other than
occasionally) or been admitted to a technical or pest-setondary schoal since | recelved the certificate.
4 D Chack hera if you are a veteran entitled to compensation for a'service-connected disabllity and, during the past year,
you ware:
& Discharged or released from active duty in the U.5. Armed Forces, or
e Unemployed for a period or periods totaling at least 6 months.
5 [ Check hera if you are a member of a famlly that:
¢ Recelved TANF payments for at least the past 1B months, or .
& Received TANF payments for any 18 months beginning after August 5, 1997, and thg sarllest 18-month period beginning
after August 5, 1987, 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
tima thosa payments could be mada.
Slgnature—AN Applicants Must 8ign

Uniar penaltles of perjury, | declars ihat | gave the aliove Informatian tp the employer on or before the day | was offered a Job, and 1t s, to the best of my
knowledge, true, correct, and complete.

Job applicant’s signature ¥ (/ . Date ) 27 10/ ZXNE
Fer Privacy Act and Paperwork Reduction Act Notles, ses page 2. Cat. Mo. 228511 form 8820 (Rev. 8-2009)
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Page 2

Employer’s name

Employer Solutions Staffing Gmup

For Employer's Use Only

Telephone no. (962) 835 - 1288 pgNp :

7301 Ohms Lane, Suite 405

Strest address

Glty or town, state, and ZIP code _Edina, MN 65439

Person to contact, If different from above Assotlated Consultants, Inc.

Telophone no, (800 ) 926 - 0557

Street address 3730 Washington Boulevard

. City or town, state, and ZIP code Indianapolls, IN 46205

If, based on the Ihdividual’s aga and home address, he or she is a member of group 4 or 8 (es desorlbed under Members
of Targeted Groups in the separate Instructions), enter that group number (4 or 6)

Date applicant;

Gave . ~
information Q 3/( 0/

Complete Only If Box 1 on Page 1 Iz Checked

State and
eounty or

Was
offeredjob — /[

Was
hired

P 2 T T Y . —_—

Startad

4 fob /

] Checkif the individual was not your employse

on August 28, 2005, and this [s the first time
the employee has bgen hirad by you since

parish of job August 28, 2005.

Under penalties of perjury, | daclars that the applicant provided the information on Ithia furm on or befora the day s job waa offered tg the applicant and
that the infarmation | have furnizhed ls, to the best of my knowleclge, trus, Somrect, and complste. Besed on the information the Job applicant fumished on

page 1, | balleve the individuat is a member of a targeted group, | hereby requeat a carfification that the individual is 8 member of & fargeted group.

Employer's signature b %, %.~

Title JUVELTMLY (LSH,

Privacy Act and
Paperwork Reduction
Act Notice

Section references are to the internal
Revenue Cods.

Section 51(d)(13) permits a prospective
employer to request the applicant to
complete this form and glve 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 asslst members of
targsted groups in securing employment.
Routine uses of this form includa giving
it to the state workforca agency (SWA),
which will contact appropriate sources
to confirm that the applicant is a
member of a targeted group. This form
may alse he given to the Internal
Revenue Service for administration of
tha Intarnal Revenue laws, to the
Departmeant of Justice for civil and

criminal litigation, to the Department of
Labor for oversight of the ceriifications
performed by the SWA, and to citles,
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 fo
federal law enforcement and intelligence
agencies to combat terrarlsm.

You are not required to provide the
informatlon 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 & form or its Instructions must
be retained as long as thelr contents
may become material in tha
administration of any Internal Revenua
law. Generally, tax returns and retum
information are confidential, as required
by section §103.

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

3 hrs,, 16 min.

Recordkeeping .
Learning about the law
or theform . ., . . . . 46 min,

Preparing and sending this form
to the SWA . A2 min,

If you have gomments concerning the
accuracy of thega 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 Committes,
SEW:CAR:MP:T:T:8P, 1111 Constltution
Ave. NW, IR-6526, Waghington, DC
20224,

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

Form 8850 (Aev. §-2009)

Date (0 3//0 /2y 5
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Form A (revised 07/09) WORK OPPORTUNITY TAX CREDIT

PLEASE CHECK "YES" OR "NO" AND ANSWER ALL QUESTIONS
Name STEJ/E ) U ERDIA

Address, .o Sooh Q00 e |
City_SeafF @‘ ﬁ; State_( /= Zip_%4(T{ _ Social Security # St -4 3" 3(§l
Date of Birth¢xe- (04 - (47 (e Age 2%~ '

Please CHECK ON of the followi uestions, and complete questio
1. Have you or any family member living with you received Temporary Assistance to Needy Familias (TAN
or Aid fo Families with Dependent Children (AFDC) during the past 24 months?  Yes [] No E’a

2. Have you or any family member living with you received Supplemental Nutritional Assistance Program
(SNAP) (Food Stamps) at any time during the past fifteen (15) months? ~ Yes D No
3. Have you received Supplemental Sscurity Income (S51) benefits in the V
past sixty (60) days? Yes [ | No [
4. Are you part of the Ticket to Work program? ' Yes D No E’/
5. Name of person who received benefits
Relationship City & State where benefits received .
6. Are you a veteran? Yes L[] nNo Ig/and Disabled due to service? Yes [ ] No E/
Sarvice Dates: From: To: Branch:
7. Have you been unemployed at any time during the last 12 months? Yes m D
If yes, dates of unemployment: From; 0% 2014 To: -2 : '
Did you receive unemployment compensatron at any paint during your unemployment?
If yes, dates recelved compensation: From: ol 2P To: u - 290 Yes No
8. Have you been convicted of a felony or released from prison in the last 12 months?
Date of Conviction: Date of Release: Yes D No Ef/
Parole Officar's 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 [Q/
Name 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? Yes [ | No

11. Did you receive a high school diploma or GED? If yes, date received: lc{ 'i‘v( Yes ]:q/l\lo
Have you been employed or been admitted to technical school or college since then? YBS E}/-

12. How much in gross wages have you eamed TOTAL in the past six months? 3 Z030. 22

{ haraby authorize any agency, organization, or individuals to supply such verieation or information that may be needed to delermine tax credit
[ &libility to my Employer, émpioyer represeritafive, or tﬁe D f of Ly
r and
DATE O3/tof/2xs

_—> NEW HIRE SIGNATURE

Questions below o be completed by manager
Starting Wage ' Position
Has esmployee worked for this company before? If yes, date and location
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U.5. Department Labor OMB Control No. 1205-0371
Employment and Training Administration Expiration 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 consuttants submit this S5AF to the State Warkforce Agency with Form ETA 9061 for
each certification request filed.

New Hire Name: 7T 6{/(::’71\) UE«QD/A)

Somal Secunty Number: &Y -43-315% Dpate of Birth:_O (a/ 0 CL/ Q27
' Employer Solutions Staffing Group

Employer Name:

Employer Federal ID (EIN) Number:

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

O 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. |

F} | 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-School diploma or GED certificate.

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

New Hire's Signature: %ﬁ //a"\ Date_O /(o] Lol

Privacy Act Notice: )

The Intemal Ravenua Code of 1996, Section 51, as amended and its enacting lagislation, P.L. 104-188, specify that the State Workforce Agencles are
the "designated” agencies responsible for administering the WOTC centification procedures of Lhis program. The information you have provided
completing this form, including the Social Security Number, will be disclosed by your employer 1o {he State Warkforee Agency. Provision of this
informatien i voluntary, however the information is required to detenmine your employer's eligibility for the federal tax credil

e e e e e 8 4 = ¢ o & 8 ¢ e © %+ S S TR £ Y W T MR\ W T W § W e ¢ B+ & i ¢ 4 e o 4 o ¢ 5§ 1+

Public Burden Statement:

Persons are not requited in respond fa this collection of informafion unless it displays & currenty valid OM B aontral number. Respondants' ebligation to
complete this form is required to oblain or retain benefits (P.L. 111-6), Public reporting burden & estimated o average 5 minutes eI fsSponse, including
the time for reviewing insiructions, searching extsting data sourcss, gathering and maintaining the data needad, and complefing and reviewing tha
caflection of Information, Send comments regarding this burden estimate to the U.S. Department of Labor, Division of Adulf Sarvicas, Room 54209,
Washington, D.C, 20210 (Paperwork Reduction Project 1205-0371). Flesse do not submit oompleiﬁdfums o this address.

ETA Form 9154 (Rev. May 2010)
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- employer solutions staffing group.
. Leveraging Resources in a Changing Market

Important/importante
LOST OR STOLEN PAYCHECKS

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

CHEQUES DE PAGO PERDIDOS O ROBADOS

Si un cheque de pago se pierde (que falta, fuera de lugar, destruido, perdido en
el correo, etc), usted debe notificar a su reclutador de personal que el cheque no
se puede encontrar. Si se puede verificar que el cheque no ha sido cobrado,
ESSG se detendra el cheque de pago y reemitir el cheque a usted, descontando
un cargo de entre $ 25 - $ 35.

Si su cheque de pago fue robado, primero debe denunciar el robo a la policfa
antes de que podamos volver a emitir el cheque. Una vez hecho esto, usted
debe proporcionar una copia de la denuncia a su reclutador de personal que el
cheque fue robado. Si el cheque no ha sido cobrado y si la pérdida del cheque
no-fue su culpa, ESSG emitird un nuevo cheque y no hay cuota se deducira.

AGREED/SE ACUERDA—

Name/Nombre (con letra de molde): <§7-" (/ﬁ“ M @ )//L[

Signature/Firma: ] /Q»\’
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Employment Eligibility Verification USCIS

Form I-9
Department of Homeland Security OMB No, 1615-0047

1.8, Citizenship and Imumigration Services Expires 03/31/2016
R e e

B-START HERE. Read instructions carefully before completing this form. The instructions must be available during completion of this form.
ANTI-DISCRIMINATION NOTICE: ltis illegal io discriminate against work-authorized individuals. Emplayars CANNOT specify which
document(s) they will eccept from an employee. The refusal to hire an individual because the documentation presented has a future
expiration date may also constitute fllegal discrimination,

Sectlon 1. Employee Information and Attestation (Employees must complete and sign Section 1 of Form 19 na later
than the first day of employment but not before accapting a job offer.}

Last Name (Family Nams) Firsl Name (Given Name) Middle Inilial | Olher Names Used (if any)
JEeD M  STeves

Address (Street Number and Name) Apl. Number | City or Town State Zlp Code

Teo_ Seuth Fo0 Wank Tabt bake Gy | OT €410y

Date of Birth (mm/ddlyyyy) |US. Social Security Numbar | E-mail Address N Telephone Numnber

0bfocf ey [Buetl 331 €d guelsnidrev @yahos.conn o156 -39
| am aware that federal law provides for imprisonmant 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):

citizen of the United States

A noncitizen national of the United States (See instructions)

(] Alawiul permanent resident (Alien Registration Number/USCIS Number):

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

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

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

2. Form 1-84 Admisston 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 "NIA" on the ForelgWasspurt Number and Gountry of Issuance fields. (See instructions)

Signature of Employee; %4 - WM‘* Date (mmyddhryyy) o 3 / 9/20 i5

Preparer and/or Translator Certificatlon (Ta be completed and signed if Section 1 is prepared by a person other than the
employesa.)

I 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.

Signalure of Preparer or Translaior: Date (mm/ddfryyy):
Last Name (Family Name) First Name (Given Name)
Address (Sfraat Number and Nama) City or Town State Zip Code

@ Employer Completes Next Page @

Form 1-9 03/08/13 N Page 70f 9
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 HIRE Act FICA Payrolt Hollday and
Employee Retention Tax Credit

Employee Affidavit

Employer Name: , FEIN:

Hire Location:

SN IR AN EEEE ARl o e N R N AR NN NN RO NN N R RN P E R R EFV E R RN O AR A B

Employee Name: STEvEN  V/E e Dik)

Soclal Security Number:_SUb -4 3~ 316G 1% Day of Work:

(0 1 was unemployed diring the entire 60 day-period pridr to my flrst day of employment at this compary.

P) [ worked less than a total of 40 hours during the 80-day period prior to my first day of employment at this
company.

OR

0 1worked MORE than a total of 40 hours during the 80-day period prior to my first day of employment
at this company. '

Under panaltles of perjury; | haraby declare that the information abave Is true and correct to
the best of my knowledge. By signing this form, | hereby authorize the releass tomynew
employer or its agents Information held by any parties necded to determine my eligibllity for
{adoral andlor atata ingenitive programs.

Employee Signature: %A Today's Date: 0_3%’0 / 2ol5

For employer's use only:

[] Employee is being hired for a new position withi the company.

[l Employee is raplacing an employes who either quit or was terminated with just cause,
[0 Employes is raplacing an employee who was laid off. )

Hiring Manager's Signature: _ Date:

fade
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Form W-4 (2015)

Purpose. Complate Form We4 sa that your employer
can withhold ths comecet fedaral income tax from your
pay. Consider completing a4 new Farm W-4 each yaar
and when your personal or financial situslion changes.

Exemptlon Tram withholding. If you are exempt,
camplete only lines 1, 2, 3, 4, and 7 and sign the form
1o valldste it. Your exemptlan for 2015 axpires
Fabruary 16, 2016. Sae Pub. 503, Tax Withholding
and Eatimated Tax.

Note. If anather person ¢an clalm you as a dependant
on hig or her tax retum, you cannot claim sxemption
from withholging If vour Incomne exceeds 1,050 and
includes more than $350 of unearned income {for
example, interest and dividendn).

Exceplions. An employee may be able to clalm
exemption from withholding even if the employee is a
dependant, if the employes:

= |a age 85 or older,
= s blind, or

« Wil claim adjustments to income; tax credits; or
itemized deductions, oh his or her tax retum.

The exceptlons do not apply ko supplemental wages
greater than $1,000,000.

Basic inatructions. If you are nat exemnpt, complete
the Personal Allowances Workshest below. The
workshesets on pags 2 further adjust your
withhaolding allowances based on temized
deductions, certain credits, adjustmants to incoma,
or two—eamera/multiple Joba sluations.

Complete all worksheets that apply, However, you
may claim fewar (or zero) allowances. For regular
wages, wilhhoiding must be hased on allowances
you clairned and rray not bs a flat amount or
percantage of wages.

Head of household. Generally, you can clairm head
of houashold filigg atatus on your tax retum only if
yau are unmarrad and pay more than 50% of the
costs of kesping up B homa for yoursalf and gour
dependent(z} or other qualifying Individusls. See
Pub. 501, Exernptions, Standard Deduction, and
Filing Information, for information.

TaX tredits, You tan take projected tax credils info account
in figuring your allowabie number of withholding allowances,
Crexdits for chlld or dependent care expenses and the child
teix cradit may be claimed using the Personal Allowences
Wonlaheat below. See Pub. 505 for Information on
converting your olther tredits into withholding allowances.

Nonwage incoma. if {nu have a large amount of
nonwagsa Income, such as [nterest or dividends,
Congider making estimated tax enfs using Form
1040-ES, Eatimated Tax for Individuals. Otherwise, you
may owe addillunal 1ax. i you have pension or annully
income, see Pub. 505 to find out i you should adjust
your withholding an Fotm W-4 or W=4P,

‘Two vamers or multiple jobs. if you have a
working pouse or more than ane [ob, figurs the
tatal number of allowances you are entitled to clalm
an all jobvs uaing worksheeta from only one Form
W-4. Your withhinlding usually will be most accurate
when all allowances are cleimed on the Farm W-4
for the higheat paying job and zerp allowances are
claimed on the othwrs. See Pub. 505 for details.

Nonrestdant alien. If you ars a nonresident alien,
see Noflee 1392, Supplemental Form W-4
Instructions for Nonresident Aliens, bafore
campleting thiz form,

Check your withholding, After your Form W-4 takes
affect, use Pub. 505 to see how the amount you are
having withhald compares to your projected total tax
for 2015. See Pub. 505, ezpeclally ff YOur Bamings
exceed $130,000 (Single) or $180,000 (Married).
Future devalopments, Information aboart any fuiure
developrents aflecting Form W-4 (such &g laglalation
anactad sfter we telease it) will be posted st www.irs.goviwd.

Personal Allowances Worksheet (Keep for your records.)
A Enter “1” for yourself if no one else can claim you asadependent . . . . . . . . . . . . ., . . . . A
» You are single and have only one job; or
B Enter "1V if: { = You are mairied, have only one job, and your spouze does not work; ar }
= Your wagss from a gecond job or your spouse’s wages (or the total of both) ars $1,500 or less. / -
G Enter “1" for your spouse. But, you may choose to enter "-0-" if you are marrised and have elther a working spouse or more
than ona job. (Entering “~0-" may help you avoid having too little tax withheid.) . . .
D  Enter number of dependants (other than your spouse or yourself) you wlll ¢laim on your tax return | A
E  Enter “1" If you will file as head of household on your tax retura (s¢e conditions under Head of household above)
F  Enter “1” if you have at least $2,000 of child or dependent care expensas for which you plan to claim a credit
{Note. Do not include child support payments. See Pub. 503, Child and Dependant Care Expenses, for details.)
G Child Tax Cradit (including additional child tax credit). Ses Pub. 972, Child Tax Credit, for more Inforimation.
* If your total income will be fess than $65,000 ($100,000 if marriad), enter “2" for each eliglble child; then less "1” if you
have two to four eligible children or less “2” if you have five or more eligibla children.
* If your total lncome will be betwesn $85,000 and $84,000 (§100,000 end $118,000 if married), enter “1” for each eligiblechild. . . G
H  Add fines Athrough G and enter total here. {Note. This may be differant from the number of exemptions you claim on your tax retum.) ¥ H

* If you plan to itemize or claim adjustments 1o income and want to reduce your withholding, ses the Deductions

T FF

For accuracy, and Adjustments Worksheet on pags 2.

complete all * [f you are singla and have mors than one Job or are marred end you and your spouse both werk and the combined
worksheests eamings from all Jobs excead $50,000 {$20,000 If marflad), ses the Two-Earners/Multiple Jobs Worksheet on page 2 to
that apply. avoid having too little tax withheld.

+ If nalther of tha abovae situations applies, stop hare and enter the number from line H on line 5 of Form W-4 below.

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

Employee's Withholding Allowance Certificate

OMB No. 1545-0074
» Whether you are entitied to claim a certain number of sllowsncen or exemption fram withhelding is 2@ 1 5
subject to raview by the IRS. Your employer may be required to send a copy of this form to the IRS.
1 Y?ur first narne and middle hitia) Last narme — . 2 Your sacial security number
STEVER JERD/N 54l -43-3ige
Home address (numbar and slreet or rugl routs) 3?“19[9 I:] Marrled D Marriad, but withhold at higher Single rats.
-'7 lg C) ' ﬁm \’\J Note. i married, but lagally separated, or spouse s 4 nonresident elian, check tha “Single” hox.
, Uity ar fown, state, and ZIP cods X , 4 Il your last name differa from that shown on your social security card,
g ‘&l‘\‘ LALJ) C “\”“‘\ N \‘_).T (ﬂ L\ | 0 L‘{‘ check here. You must call 1-800-772-1213 for 4 replacement card. b [ ]
5  Total number of allowances'you are claiming (from line H above or from the applicable worksheet on page 2) 5 j/
6  Additional amount, if any, you want withheld from each paycheck . . , , . g% ! ﬂ'
A A

Form w-4

Dapartment of tha Treasury
Internal Revenus Service

7 Iclaim exemption from withhalding for 2015, and | certify that | meet both of the following conditions for exemption.
* Last year | had a right to a refund of all federal Income tax withheld because | had no tax liability, and

= This year | expect a refund of all federal income tax withheld because | expect to have no tax liablity,
If you meet both conditions, write “Exempt” here . .. A w7l

Linder penalties of perjury, | daclare that | have e is cartliley d, to the best of my knowledge and bellef, It I trus, correct, and completa.
Employea’s signature . —
(This form is not valid unless you sign it) » Date 05 / [{e] / 22318

B Employer'a name and address (Employer: Complets lines 8 and 10 anly if sending ta the IRS) | B Office code (oplional) | 10 Employer Identific4tion number (EIN)

For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 102200 Form W-4 2015
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Employer
Solntions
Staffing

croup LLC New Hire Application

Personal Data-- PLEASE PRINT LEGIBLY IN INK

No. 1303 P 16/22

7301 Ohms Lane / Suite 405

Last Name UE D ! ﬂ First Name gfg I/ EU

Edina, MN 55439

T:952.835.,1288 / F.952.835.4481

Middle Initial _ "~

Street Address_ 160 Suvth GO0 Wetk

Cityistaterzip_ S Ak Loke Q_.l)h\‘ AT K0

Home Phone (S"‘l)l)jgg‘l?hql

Company/Employer

Cell / Message Phone (‘-’Ju))ﬂ 55-1349/

All of employment are condltlonal upon satisfacto

roof of Identity and legal ablll

Are you lagally autharized fo work in the United States of America? EﬂES O NO

Applicant Certification and Authorization

to work in the U.5.A.

| authorize Employer Solutions Staffing Group (ES5G) to use the information and statements contained in this application to determine my
qualifications for employment. | authorize ESSG to make inquiries of my former employers, except as indicated in this application,
regarding my previous duties, responsibilities, parformance, compensation and eligibility for rehire. '

| understand that a comprehensive background check may be conducted to determine my eligibility for hire by certain clients of ESSG.
This may include but is not limfted to, investigations of ariminal and/or eonviction records, driving records and/or a drug screen test as
required by cliertz, government regulations or by ESSG policies.

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

| certify that all staternents made in my appiication are frue and accurate and that | have not omitted any material information or pravided
false or misleading information. | understand that any material omission or misrepresentation will result in my disqualification from
congideration for employment or, if discovered after | begin employment, will result in my termination,

If hired, 1 agree to abide by the policies and procedures of ESSG.

St ol

STEVEN VELDIN 03/'0/ 24 5~
Name (Print or type) Applicant's Signature Date
A copy or facsimile will be considerad the sama as an original signature.
For ESSG Office Use Only
DOH NHW 1-9 8850 w4
Emargency CGontact Info Background Release Form Background Results 5 Day Lettar ESC Application
{IF applicable)

ESSG

Rev. 0572011
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EMPLOYER SOLUTIONS STAFFING GROUP
IN CASE OF AN EMERGENCY - NOTIFICATION INFORMATION

Name___( Loy CAMACHD
Address,_UZTeO M>»- 72 DiWuldd, A Gk
Home Phone;_ & (SS':D $59- 1904

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

1. Name: Q\O_?)é@:( C . \.)E:lz;“)l M
Phone (work): C%O i) 371~ )

Phone (home)____ U b v

2. Name: ”SIW\ Yoo n 8 b@\@_
Phone (work): é)"“) L§B-5769
Phone (home): (W‘\ L¥O-57649

Additional information you want Employer Solutions Group and our clients to know in the event
of an emergency:
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VSLIND 219301-EMp | SEFICE USE ReMireDate. . | ___ [ ____ ____

! EAMTLOYEE INFORMATION
8 (Must Be Filled OQut)

Social Security Number 2. 4.6 -4 3-3 ) VG
Daeotbin U/ 04/ 976 FfF]
QTever  Jerpdid

Name

ENROLLMENT FORM - PLAN 2

o BLLE INK ON
CINAVESALD) P2 v [20)
~ Do you or any dependents have Medicare? ——————
s [INo If Yes:
Medicare Health Insorance Claim Number (HICN)

LY

VAR ACK

StrectAddress (O Seukh K00 \,Jex&

! /

Medicare Effective Date

City S ot Lk, (4 Ek; stte M T 7ip XML

Qo1 -255- 13491

Home Phone

oY

Names of Qove:red Person(s) _

1 £26Qvel - vErp
2. TAVIA Y. Viva Gan g
3.

. A

BENEEFTT SELECTION
MEDICAL
[ ]520.91 Employee Only

Weelly Rates

D $42.44 Employee + Onc

@ $56.67 Employee + Family

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

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

REQUIRED DEPENDENT INFORMATION

Neme £26QUEZ. £ VEpDd
U 6 34

Social Security Number o 4 & - FO -4 & 34
. - . £
DaeofBith / &/ 27/ 20 o4 e

Relationship: [18pouse JXhild [J Domestic Partner

DENTAL
D $ 5.99 Employee Only
D $11.98 Employee + One

$19.77 Employee + Family

NO

TERM LIFE

[]ves
[ ]wo

xﬂjm
30.60 Employee Only

%0.90 Employee + One
%1.80 Employee + Family

| SHORT-TERM DISABILITY

[] ves
[ ~o

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

&

$4.20 Employee Only

Name TAUA T WlLid6radad
Social Security Number o7

Date of Bt /. 2/ © 57_2. L0 'S?ex .-
Relationship: [ Spouse FPChild [] Domestic Partner

Name

Social Security Number e
/ r
Relationship: []Spouse [ Child []Domestic Partner

BENEFICIARY INFORMATION

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

NAME OF BENEFICIARY
(LOIA A BB
RELATIONSHIP

o TH €

Accidental Death & Dismemberment is part of the Term Life Benefit,

I have read the benefit packet and understand its imitations. I understand that open enrollment is only available for a limited time and I

Date EQILD__/.ZQ._L_S:

understand that making no benel ection ig4l declination of coverage.
I Signature




Section 2. Employer or Authorlzed Representatlve Review and Verification

(Employers or thelr authonzed representatlve must complete and sign Section 2 within 3 busmess days of the employee's ﬂrst day of employment You
must phyS/cally examine one document from List A OR examine a combination of one document from List B and.one document from List C as ‘I/,sted on

the "Lists of Acceptable Documents” on the next page of this. form. Foreach document you rewew necord the followmg mformatlon document tn‘le
issuing aufhor/ty document number, and expiration date, ifany.) :

Employee Last Name, First Name and Middle Initial from Section 1:

List A OR List B AND ListC
Identity and Empioyment Authorization Identity Employment Authorization

Docament Title: | Document Title: D\,'\\{ QX\S u @n S Q/ Docdment Title: g ‘ S C& rd
ssuing /i{u(t)hor;?é Uvmh Issuing Authority: S ‘ g é adm“q
Document Number: \9 Cﬂ)%q q W Document Number: 6““\0 _ Lig ,’5\ g’w

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

0009 201\

Issuing Authority:

Document Number:

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

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

I 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): 05/ ilO/ 20105 (See instructions for exemptions.)

Signaturg, of Employer qr Authorized Representative Date (mm/ddAyyy) Title of Employer or Authorized Representative
Ot (20S | penain. Acsistant
A
Last Name (Family Name) First Name (Given Name) Employer's Business or Organization Name
(‘5 C/\/\Di \ QMH lh EMPLOYER SOLUTIONS STAFFING GROUP LLC
Employer's Business or Organization Address (Street Number and Name) | City or Town State Zip Code
7301 OHMS LANE SUITE 405 EDINA MN 55439

Section 3. Reverification and Rehires (7o be compieted and signed by employer or.authorized représentative.)

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: Date (mm/ddfyyyy): Print Name of Employer or Authorized Representative:

Form I-9 03/08/13 N
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fssuing authorlty, document number, and expimtion dats, if any.)

Section 2. Employer or Authorized Representative Review and Verification

(Emplayers or their authorized reprssentstiva must complobe snd sign Section 2 within 3 business days of the employas’s first day of smplayment. You
st physically exaring ong document from List A OR examine a combination of ane document from List B and one document from List C &g fisted on
the "Lists of Accaptable Documants” o the next pags of this form. For each docurment you review, record the following information: docatent tite,

Employes Last Nama, First Name and Middle Initial from Section 1:

List A OR ListB AND ListC
Identity and Employment Authorization Identity Employment Authorization

Dagument Title: Dogumant Title: Docugnent Title:

_ ‘:‘)ﬂW_&L - Yurdy. GD.NL (-cwltu( C‘(J."“(J\
lssuing Autharity: : %ﬂ‘ ﬁlrﬂ{]iﬁfy A M lssutng Auth&u \/\L

& . & (B-uu iy i (‘J
Dacument Number: i Document Number: . Dacument Number
ledQ 2Ad %‘L,_. sS4 - 3 %'lp

Expiralion Date {if any)(mmv/dd/yyyy): | Expiration Date (if anyj(mm/tidAyyy):

Expiration Date (n’ any)(mm/ddfyyy).

e | C.)C\; T2t

Document Title:

Izsuing Authority:

Dacument Number:

Expiralion Date (F any}{{mm/addiyyy):
: 3-D Barcods
Da Nat Write in This Space

Dogument Title:

lgguing Authgrity:

Document Number:

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

Certification

1 attest, under penalty of perjury, that (1) I have examined the documsnt(s) presented by the above-named employes, (2} the
above-listed document(s) appear to be genuine and to relate to the employee named, and (3) to the best of my knowiedge the
emplayes is authorized to work in the United Statas.

The employee’s first day of employment (mm/dd/yyyy). (See Instructions for exemptions.)

Signature of Emplayer or Authorized Representative Date (mm/ddlyyyy) Title of Employar or Authorized Reprezentative

Last Name (Family Name) First Name (Given Name) Employer's Buginess or Organization Name

Emhlwer’s Business ar Qrganization Address (Steet Nember and Name) | City or Town State Zip Code

Sectlon 3. Reverification and Rehires (To be completed and signed by employer or authotized representative.)
A. New Name (i applicable) Last Name (Famify Naeme) Firet Name (Given Name) Middle Inftial | B. Date of Rehire (if applicable) (mm/ddAyyyy):

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

Document Number:

Document Tifle: Expiration Date (if eny) (mm/dd/yyyy):

I attest, under penatty of perjury, that to the best of my knowledge, this employee I authorized to work in the United States, and if
the employee presented document{s), the document{s) | have examined appear to be genulne and to relate to the individual.

Date (mm/ddiyyyy):

Signature of Employar or Aulhorized Representative: Print Nameg of Employer or Authorized Reprasentative:

FormI-9 03/08/13 N Page § of 9



Mar. 120 2015 11:26AM  South County - 3162 No. 1303 P. 19/22

, employer solutions staffing group.
Leveraging Reésources in 2 Changing Market,
Direct Deposit/Payroll Debit Card Authorization

Fmployees have the option of receiving wages by Direct Deposit and/or Payroll Debit Card.
If you do not provide a written clection, wages will be paid by Pa I

SECTION 1 BASIC INFORMATION '

Employee Nume _— BEN# (lst 4 digits) Effective Date
STEVEN VERDK L -

HECYUHON 20 PAYROLL LLECTTON

I undergtand and acknowledge that if I do not provide a
volded check with this divect deposit form, I am
responsible for any delays in payroll or extra costs
Incurred If the account pumber that I provide Iy incorrect.

Initial %)/‘ Dt 03//0/7-43’5"

[J Update Bank Actount
Bank Name;
WELLS CAEHD
Roviog? 12,409 27
Ascamtt § 2o $63 6

Aceonnt Type: ,ﬂ(ﬁhcﬂl&ng N Savings [ Other

»  To help ns avoid maldng o ecror, please attach » copy of u voided check (a deposit slip w1l not work)
«  Ifyon chinge banks. do not close your old busk acconat until your drect daposit hus started at the new bank, which may take 2 pay periods,

SECTION 3 PAYVROLL DELED CARD GGEOFBAL CASHCAKI N

Federal law reguires all financial institutions to obtain, verify, and record information that identifies each person who opens an accownt. In prder to
request a Fayroll Debit Card for you, we mist provide all of the following information that will enable the financial institution to identify yon. If
yon do not submit & Direct Deposit/Payroll Debit Card Authorization, ESSG will provide the necessary information and issue you a Payroll Debit
Card to pay your wages. For your protection, the financial institation may ask you o provide them additional identification information se they can
verify your identify.

Except for the routing and sccgunt number, ESEG doss not have access to any mformation regarding your Payroll Debit Card account or
transactions, On your first payday, you will receive your new Payroll Debit Card, and a packet containing all of the terms and conditions. You will
then sign acknowledging that you received the Payroll Debit Card and packet. Your Payroll Debit Card will be reloaded on each payday you receive
wages, :

CARDHOLDER INFORMATION (as you want your Payroll Debit Card 1o be issned)

First Name ML Last Name Dute of Birth
Street Addrass (PO BOXNOT ACCEFTABLE) : Social Secunty¥
City State Zip Cell Phone (mobils)

GET TEXT ALERTS, when vour paycheck is deposited on your card! [I¥es. sign me up, for text alerts

All we need fo krow your vell phone sorvice provider and mobils pumber above! My mobjle service provider is;
RECEIPT OF PAYROLL DEBIT CARD (to be completed when you pick up your Payrall Debit Card)
Payroll Debit Card Routing # Payroll Debit Card Acconnt #

073972181

1 have recetved my Pavroll Debit Card, welcome brochure, program foes, program temms, conditions, and disclosures. By activating my Payroll Iebit Card,
I am agreeing to the program terms, condifions, and disclosurss that are included or made availeble to me from fime to time from the financial institation. 1
anthorize the financial institution to debit my Payroll Debit Card scconnt for the fues desaribed in the fee schedile that is part of the program terms,
conditfons, und disclomres. . ‘
Employee’s Signature: Date:

STCTION 30 ATUITHORIZATION

1 suthorize ESSG to directly deposit my periodic wages/compensation payments, net of vequired tax withholdings, other required witlholdings
or authorized dednclions, into my accouni(s) as designated above and 1o Mitiate, if necessary, debit intries and adjustmentsfor any credit entries
made in error to my accomt(s). * E-mail is required for pay stub information.

*E-mail: eVetsnidred @ \Joh 00.com

iz ipformation willonly be used th send your paystubs electronically
Employee's Signature: éth z‘w‘/‘* [[ ' Date: © ?A' O/ 2915
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TOREROOM
QLUTIONS .
(PRS- AR A S A ot P a g g } 3

Employee Acknowledgement Form (Temps)

| hereby acknowledge receipt of Storeroom Solutions Inc. “Employee Safety Handbook” which outlines
important safety 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. '

%’- \/ﬂ'v O%c/*w/s.‘

Employee Signhature Date

Employer’s Representative Date

Important: This receipt must be read, understood and signed by all Storeroom Solutions Inc. permanent and
temporary employees. Temporary employees sign this hard-copy form. Permanent employees
must docurnent their training in the 551 Learning Center by taking the associated quiz.

Documentation Instructions:

Permanent Employees: The S5I 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 questions. The employee must take the Employee Safety Handbook
Quiz contained in the 55! 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 handbook for future reference.
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To: All Employees
Quien: Todos Empleados

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

Re: Stop Payment Check Fee
Re: Tarifa de chegue 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, $30.00 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,
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. Sino, un cheque nuevo sera processado, menos las tavifa 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. i su cheque es robado, necesitaremos una copia de el reporte de policia antes de que un cheque nuevo
sera procesado. Despues de oblener 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 continuned dedication and hard work!

Gracias por su dedicacion continua!l

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: /ﬂ’/

Date/Fecha: 3/ m/ 2005

Febhruary 2011
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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 itis
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:

C 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 '
[1 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 Signature: %‘wx Vd‘w—

Date: 03/10/10/5’
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Department of Homeland Security
E-Verify

Report Prepared: 03/12/2015
Page: 1 0of 1

Case Verification Number: 2015071133633GH

Case Information:

Employee Information:

Last Name: Verdin First Name: Steven
Middle Initial: Other Names Used:

Social Security Number: *EE x* 3186 Date of Birth: 06/09/1976
Citizenship Status: A citizen of the United States Email Address:

Document Information:

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

Driver's license

List B Document: List C Document: Social Security Card

Document Name: Document State: Utah
Driver’s License or ID Card Document Expiration Date: ~ 06/09/2016
Number:

Alien Number: 1-94 Number:

Additional Information:

Hire Date: 03/11/2015 Employer Case ID:

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

Submitted By: CSCH4411 Submitted On: 03/12/2015
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:

3/12/2015 12:36 PM
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Photo Matching Results:
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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:
Closed By: Closed On:

SENSITIVE BUT UNCLASSIFIED

3/12/2015 12:36 PM



