7301 Ohms Lane Suite 405
Edina, MN 55439

Tel: 952.835,1288 « Fax: 952.835.1255
www.esgstaffingsolutions.com

New Hire Application

Personal Data-- PLEASE PRINT LEGIBLY IN INK

Last Name /?O SS First Name __[ 2 L Middie lnitial__éjj__~
Street Address 2/ 3 B} Um ory TL Dr | AptiSte

City/State/Zip l/ulm ch é“ﬁ Ve, 24503

Phone Number _(¥3Y ) Y4/- 9553 Emall Address ___ W ords & ns @ﬁ mao. f. Com

Staffing Agency/Recruitment Partner

All offers of employment are conditional upon satisfactory proof of identity and legal ability to work in the U.S.A

Are you legally authorized to work in the United States of America? £1YES [INO

Applicant Certification and Authorization

| authorize Employer Solutions Staffing Group (ESSG) 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, performance, compensation and eligibility for rehire.

| understand that a comprehensive background check may be conducted to determine my eligibility for hire by certain glients of ESSG.
This may include but is net limited to, investigations of criminal andfor conviction records, driving records and/or a drug screen test as
required by clients, government regufations or by ESSG policies.

I release ESSG and other persons or entities from any claims that might be based on ESSG's decision to conduct a background check.
 certify that all statements made in my application are true and accurate and that | have not omitted any material information or provided
false or misleading information, | understand that any material omission or misrepresentation will result in my disqualification from
congideration for employment or, if discovered after | begin employment, will result in my termination.

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

Tecre, Kass Ve, Fon S/9/15

Name (Print or type) Applicarf's Signature Date

A copy or facsimile (“fax"} will be considered the same as an original signature. Emall will ONLY be used for employment correspondence

For ESSG Office Use Only
DOH NHW -8 8850 W4
Emergency Contact Info Background Release Form Background Results Unemployment Letter ESC Application
‘ {if applicable}
For ESSG Client Use
DOH ROP Work Site Loc. WC Code

ESSG - LakeRegionMedical VA Rev. 11/2013



Employment Eligibility Verification USCIS

. Form 1-9
Department of Homeland Security OMB Nao. 1615-0047

U.S. Citizenship and Immigration Services Expires 03/31/2016

P-START HERE. Read instructions carefully before completing this form. The instructions must be available during completion of this form.
ANTI-DISCRIMINATION NOTICE: 1t is illegal to discriminate against work-authorized individuals. Employers CANNOT specify which
document(s) they will accept from an employee. The refusal to hire an individua! because the documentation presented has a future
expiration date may also constitute itlegal discrimination.

Section 1. Employee Information and Attestation (Employees must complete and sign Section 1 of Form 1-9 no later
than the first day of employment, but not before accepting a job offer.)

Last Name (Family Nams) First Name {Given Name) Middle {nitial { Other Names Used (if any}
Ross Terry L
Address (Streat Number and Names) Apt.’ Number | City or Town State Zip Code
203 Bl umeat Dr Ly achbug Va. |24s03
Date of Birth (mm/dd/vyyy) |U.S. Social Security Number | E-mail Address ~/ Telaphone Number

G/19/1566 |224Ho¥r3s (%] woordskins@a mall. Cam Y3Y-yoi- 9583

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

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

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

[7] An atien authorized to work untit (expiration date, if applicable, mm/ddfyyyy) . Some aliens may write "N/A" in this field.
{See instructions)

For aliens authorized fo work, provide your Alfen Registration Number/USCIS Number OR Form 1-84 Admission Number:

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

2. Form -84 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 Employeen:/},“d o Date {mm/ddfyyyy): S/7/1S

£

Preparer and/or Translator Certification (To be compieted and signed if Section 1 is prepared by a person other than the
employes. )

| 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/ddfyyyy):
Last Name (Family Name) First Name (Given Nams)
Address (Street Number and Name) City or Town State Zip Code

@ Employer Completes Next Page @

Form I-9 03/08/13 N



Employer Completes This Page

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 examing one documment 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 title,
issuing authority, document number, and expiration date, if any.)

Employae Last Name, Firet Name and Middle Initiat from Section 1:

List A OR ListB AND ListC
[dentlty and Employment Authorization Identity Employment Autharization
Document Title: | Document Title: Document Title:
Issuing Authority: Issuing Authority: Issuing Authority:
Document Number: Document Number: Document Number:

Expiration Date (if any)(mm/ddsyyyy):

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

[Expiration Date (if any)(mm/iddyyyy):

Document Title:

13suing Authority:

Document Number:

Expiration Date (if any{{mm/ddtyyyy):
3-D Barcode
Do Not Write in This Space

Document Title:

Issuing Authorify:

Document Number:

Expiration Date (if any{mm/ddfyyyy):

Certification

1 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):

Signature of Employer or Authorized Representative

(See instructions for exemptions.)

Date {mm/ddAryyy) Title of Employer or Authorized Representative

Employer's Business or Organization Name
EMPLOYER SOLUTIONS STAFFING GROUP LLC

Employer's Business or Organization Address (Street Number and Name} | City or Town State Zip Code
7381 OHMS LANE SUITE 405 EDINA MN 55439

Last Name (Family Nams) First Name (Given Name)

Section 3. Reverification and Rehires (To be completsd and signed by employer or authorized representative. )
A. New Name (if applicable) Last Name (Family Name) First Name (Given Nams} Middie Initial |B. Date of Rehire (if appticable) (mm/ddiyyyy):

C. Ifemployee'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 Number:

Document Title: Expiration Date (if any)(mnvddiyyy).

| 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,

Date (mm/ddivyyy):

Signature of Employer or Authorized Representative: Print Name of Employer or Authorized Representative:

Form -9 03/08/13 N




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

DISCLOSURE REGARDING BACKGROUND INVESTIGATION

Employer Solutions Staffing Group LLC (ESSG) may obtain information about you for employment purposes from a third party consumer reporting
agency. Thus, you may be the subject of a “consumer report” and/or an “Investigative consumer report” that may include information about your
character, general reputation, personal characteristics, and/or mode of living, and that can involve personal interviews with sources, such as your
neighbors, friends, or associates, These reports may contain information regarding your credit history, criminal history, social security number
validation, motor vehicle records {“driving records”), verification of your education or employment history, or other background checks. Credit
history will only be requested where such information is substantially related to the duties and responsibilities of the position for which you are
applying. You have the right, upon written request made within a reasonable time, to request whether a consumer report has been requested and
compiled about you, and disclosure of the nature and scope of any investigative consumer report and to request a copy of your report. Please be
advised that the nature and scope of the most common form of investigative consumer report obtainad with regard to applicants for employment
Is an investigation into your education and/or employment history conducted by Orange Tree Employment Screening, 7275 Ohms Lane,
Minneapolls, MN 55439, Tel.: 800-886-4777 or 952-541-9040, Fax: 800-886-0774 or 952-941-9041. ORANGE TREE EMPLOYMENT SCREENING's
website is at www.orangetreessreening.com, or another outside organization. The scope of this notice and authorization is alt-encompassing,
however, allowing ESSG to obtain from any outside organization all manner of consumer reports and investigative consumer reports now and
throughout the course of your employment to the extent permitted by law. As a result, you should carefully consider whether to exercise your
right to request disclosure of the nature and scope of any investigative consumer report.

New York and Malne applicants or employees andy: You have the right to inspect and receive a copy of any investigative consumer report requested by £55G by
contacting the consumer reporting agency identifled above directly, You may also contact ESSG to request the name, address and teleghone number of the
nearest unit of the consumer reporting agency designated to handie Inquiries, which £55G shall pravide within § days.

New York applicants or employees only: Upon request, you wifl be informed whether or not a consumer report was requested by ES5G, and if such report was
requested, informed of the name and address of the consumer reporting agency that furnished the report. By signing below, you alse acknowledge receipt of
Article 23-A of the New York Correction Law.

Oregon applicants or employees only: Information describing your rights under federal and Oregon law regarding consumer identity theft protection, the starage
and disposal of your credit information, and remedies available should you suspect or find that ES5G has nat maintained secured racords is available to you upan
request.

Washington State applicants or employeesonly: You also have the right to request fram the consumer reporting agency a wiitten semmary of your rights and
remedies under the Washington Fair Credit Reporting Act.

ACKNOWLEDGMENT AND AUTHORIZATION

| acknowledge receipt of the DISCLOSURE REGARDING BACKGROUND INVESTIGATION and A SUMMARY OF YOUR RIGHTS UNDER THE FAIR CREDIT
REPORTING ACT and certify that | have read and understand both of these documents. | hereby authorize the obtaining of “consumer reparts”
and/or “investigative consumer reports” by ESSG at any time after receipt of this authorization and throughout my employment, if applicable. To
this end, | hereby authorize, without reservation, any law enforcement agency, administrator, state or federal agency, institution, school or
university {public ar private}, information service bureau, company, or insurance company to furnish any and all background information requested
by Orange Tree Employment Screening, 7275 Ohms Lane, Minneapolls, MN 55439, Tel.: 800-886-4777 or 952-941-9040. ORANGE TREE
EMPLOYMENT SCREENING's website is at: www.crangstreescresning.com, another outside organization acting on behalf of the company, and/or
the company itself. | agree that a facsimile {“fax”}, electronic or photographic copy of this Authorization shall be as valid as the original,

New York n i fy: By signing below, you also acknowledge recelpt of Article 23-A of the New York Correction Law.
Minnesota and Dkiahoma applicants or emplo only: Please check this box if you would fike to receive a copy of a consumer report if one is obtained by ESSG.

D {Must include emall address; )

Slgﬂature.\)ﬂ-}? ?O’?\_. bate: o1 F3/1 S

BACKGROUND INFORMATION
Last Name: R 035 First 120l L Middle: ﬁ.
Other Names/Alias:
Sacial Security #*: zzy-oY-35/% Date of Birth (mm/dd/yyyy)*: g f /9 / /? é: 6
Driver’s License #: 7’609[ ‘]‘ b 35 State of Driver’s License: \[‘% .

Present Address: 21 3 Btomﬁn'} ’I)”, Telephona # (Primary): q3(f - Lf@ } - ‘3533
City/State/Zip: LL; nc)\lw\fﬁ V‘L 24563

*This information will be used for background screening purposes only and will not be used as hiring criterio.



EMERGENCY CONTACT INFORMATION

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

Employee Name: ’Téf Lo

Address: __ 213 E/Umfn+_bf Z—{;nCAéuSq}/q 29\;53

Home Phone: __ 934 —-385-72%3

Y3¢-355-7z293

Contact #1 Home Phone:
Name: \Sanc@ q 2;35 Cell Phone:  Y3Y- Q64 - VAY.4Y
Relationship: [) ‘\ fe_ Work Phone: 434 -266~ 2%/
Contact #2 Home Phone: (s 3y ~26L3- &2/
Name: CQC{I‘ ] = E <L Cell Phone:
Relationship: /7gth e - Work Phone:

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

of an emergency:

This information will remain confidentiaf and will only be used in the case of on emergency.



employer solutions staffing group.
Leveraging Resources in a Changing Market
Direct Deposit/Payroll Debit Card Authorization

Employees have the option of receiving wages by Direct Deposit and/or Payroll Debit Card.
If you do not provide a written election, wages will be paid by Payrol] Debit Card.

SECTION 1 BASIC INFORMATION i e T L e
Employee Name _7—8;/‘/‘ KJ .SS SSN# (last 4 digits) 5/ g, Eﬁf}ll/ve‘l;atc,_g
SECTION 2 PAYROLL F1ECTION i o e SRl s e e e P
E Direct Deposit (Please complete Sections 3 and 5 below)
[ ] Payroll Debit Card (Please complete Sections 4 and 5 below)
SECTION 3 DIRECT DIEPOSEHD

8 1 Update Bank Account 1 understand and acknowledge that if | do not provide a
" Donk Nome: voided check with this direct deposit form, 1 am

:) {;}, {""7‘7 { V’ rg 1n.Q F.C L/ rwpo‘nsiblc for any delays in payrell or ext.ra costs

N outing# 02 Y L{ g (/ 5’/ (7( incurred if the account number that I provide is incorrect.
i Aot 21106 il 8 pwe_S/ /1S

Account Type: [ Checking HSavings Oother

*  To help us avoid making an error, pleasc attach a copy of a voided check. (= deposit slip will not work)
= Ifyou change banks, do not close your old bank account uatil your direct depasit has started at the new bank, which may take 2 pay periods.

SECTION 4 PAYROLL. DEBIT CARD 1GLOBAL CASH CARD)

Federal law requires alt financial institutions to obtain, verify, and record information that identifies each person who opens an eccount. In order to
request a Payroll Debit Card for you, we must provide all of the following information that will enable the financial institution to identify you, If
you do not submit a Direct Deposit/Payroil Debit Card Authorization, ESSG will provide the necessary information and issue you a Payroll Debit
Card 1o pay your wages. For your protection, the financial institution may ask you to provide them additional identification information so they can
verify your identity.

Except for the routing and account number, ESSG does not have nccess to any information regarding your Payroll Debit Card account or
transactions. On your first payday, you will receive your new Payro}l Debit Card, and a packet containing al} 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 Payrol} Debit Card to be issued)

First Name M.L Last Name Date of Birth
Street Address (Po BOX NOT ACCEPTABLE) Social Security#
City State Zip Cell Phone {mabile)

RECEIPT OF PAYROLL DEBIT CARD (1o be completed when you pick up your Payroll Debit Card)

Payroll Debit Card Routing # Payroll Debit Card Account #
073972181
1 have received my Payroll Debit Card, welcome brochure, program fees, program terms, conditions, and disclosures. By activating my Payroll Debit Card,
I am agreeing to the program terms, conditions, and disclosures that are included or made available to me from time to time from the fancial institution. !
authorize the financial institution to debit my Payroll Debit Card account for the fees described in the fee schedule that is part of the program terms,
conditions, and disclosures,

Employee’s Signature: Date:

Tauthorize ESSG (o directly deposit my periodic wages/compensation payments, nct of required tax withholdings, other required withholdings
or authorized deductions, into my account(s) as designated above and (o initiate, if necessary, debit entries and adjustmentsior any credit entries
made in error (o my account(s). * E-mail is required for pay stub information.

*E-mail: {,L)OKCJSk)’r)S @ q mq',l. COm

this information will only be used ta£end your paystubs electronically
Employee’s Signature:,v) ’"\? ;/?04 A Date:_ S/ 7) / JAY




£

employer solutions staffing group.

[ S
esources in a Changing Market

STATEMENT OF CONFIDENTIALITY

This agreement made this__] _day of /)9, , 2015, between
Empioyer Solutiong_Staffing Group LLC, hereinafter referred to as “employer”,
and €frz, 7?6 S5 hereafter referred to as “employee”.

WITNESSETH

For the duration of my employment and after resignation or termination of
this employment with employer, for any reason whatsoever, the employee shall
not use or disclose to any other person or company, and confidential or
proprietary information or know-how related to the business of the empioyer.

In view of the difficulty of determining the amount of damages which may
result to the employer from a violation of any of the provisions hereof, the
employee agrees to pay to the employer the sum of $10,000 as liquidated
damages for every such violation; provided, however, that the payment of such
amount as liquidated damages shall not be construed as a release or waiver by
the employer of the right to prevent any such violation in equity or otherwise.

\)M XD@/‘”\—

Employee’Signature

Employer Solutions Staffing Group LLC, Representative



o 8850 Pre-Screening Notice and Certification Request for

(Rev. January 2012) the Work Opportunity Credit OM8 No. 1545-1500
ﬁ?&ﬁﬁ?ﬁ&gﬁ%&ﬁw P See separate instructions.
Job applicant: Fill in the lines below and check any boxes that apply. Complete only this side.
Yourname TP o, ,?ﬁ S Social security number b 22Y — 0¥ - 351 §
H

Strest address where youlive €. /3 B/ Unmon 7= D r
City or town, state, and ZIP code L.u P c;uéu r \/C} zysSdg 3
7 — '
County &dﬁ—&r‘a Telephone number Y34 - Y4/}~ 9523

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

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

2 [ Check here if any of the following statements apply to you,
* | am a member of a family that has received assistance from Temporary Assistance for Needy Families (TANF) for any 9
months during the past 18 months.
* | am a veteran and a member of a family that received Supplemental Nutrition Assistance Program (SNAP) benefits (food
stamps) for at least a 3-month period during the past 15 months.
* [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 bensfits (food stamps) for the past 8 months, or
b Recelved SNAP benefits (food stamps) for at least 3 of the past 5 months, but is no longer efigible to receive them.
* During the past year, | was convicted of a felony or released from prison for a felony.
* | recelved supplemental security income (SSI) benefits for any month ending during the past 60 days.
tam a veteran and | was unemployed for a period or periods totaling at least 4 weeks but less than 6 months during the
past year.

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

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

5 [ Check here if you are a veteran entitled to compensation for & 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, 19897, 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 | gava the abave information to the employer on or hefore tha day | was offered a fob, and 1t is, o the best of my knowledge, trus,
correct, and complstes.

Job applicant’s signaturak)’b-;; /%J"\ pDate S/ 7 / t S

For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat, No. 22851L Form 8850 Rev. 1-2012)




TAX

Form A (rev. 08/12) TAX CREDIT QUESTIONNAIRE , X
Speaclalists in Tax Credit Administration:

EMPLOYER SECTION:

ESG FEIN#: ESG Client Name & State:

Hiring Manager: Position: Starting Wage: $
EMPLOYEE SECTION:

Employee Name: Street Address: City/State: Zip:

’TE{—:'*% EALSE zt3 Bl tment De Lo nChbuen \/’7~ 2490 3
SS#: { Date of Birth: Age: Have you worked for | If yes, locatfon:

224 - o4~ 3SIE

this company before?
] Yes [InNo

§ 1191960 |5y

Please complete all questions, and sign and date the form.

Yes No

1. Have you or has anyone living with you received Temporary Assistance to Needy Families (TANF) i et
at any time since August 5, 19977 (If'yes, please provide information below.)
Name of the person receiving benefils; Relationship to you:
City: County: State:

2. Have you or has anyone living with you received Food Stamps (SNAP) at any time during the past 15 months? D Ef
(If yes, please provide information below.)
Name of the person receiving benefits: Relationship to you:
City: County: State:

3. Have you received Supplemental Security Income (SSI) at any time within the past 3 months? E] B’

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

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

E:] Vocational Rehabilitation Agency Dept. of Veterans Affairs D Employment Network (Ticket to Work Program)
Name of Agency: Phone #:

City: County: State:

*If vou checked yes please provide a copy of your active individual Work Plan and Ficket 10 Work documentation,

Are you a Veteran of the U.S. Military? */fyes, please provide a copy of your DD-214 and letter of separation.
(Ifyes, please provide information below. If no, please continue to question #6.)

Dates of Service - From: / / To: / /

Branch of Service:

Are you entitled to or are you receiving compensation for a service-connected disability?
Have you been unemployed at any time during the last 12 months?

If yes, dates of unemployment - From: / / To: / /
Did you receive unemployment compensation at any point during your unemployment?

O

Have you been convicted of a felony or released from prison for a felony conviction in the past 12 months?
Release Date: / /
Was this a D Federal or D State conviction? 1f State - County:

Conviction Date: / /

State;

O|o oo
OO O §

Additional Tax Credits

1EC (Native American): Are you or your spouse a member of 2 Native American Tribe?
*If you checked yes please provide a copy of your CDIB card,

CA Residents: D Are you the child of foster parents? D Do you receive CalWorks? D Workforce Investment Act?
[:] Are you a migrant or seasonal farm worker? Have you ever been convicted of a misdemeanor?
SC Residents: D Do you receive Family Independence Benefits?

PLEASE READ, SIGN, AND DATE:
Under penalties of perjury, I declare the information above to be true and accurate to the best of my knowledge, and 1 hereby authorize any agency,

organization, or individuals to supply such verification or information that may be needed to determine tax credit eligibility to my employer, employer
representaiive (Associated Consultants, Ine. dba Retrotax), or the Department of Labor.

New Employee Signature:

G4 Date: 5} ’}//5

7
/
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| INJURY MANAGEMENT PROGRAM

Injured Worker's Responsibilities

As your employer, we are concerned about your full recovery. Reasonable and
necessary medical care will be paid for any compensable work injury. Medically
authorized time away from work will be reimbursed in accordance with the State
of Minnesota workers’ compensation laws. Wherever possible light duty
restrictions imposed as a result of your injury will be accommodated.

RESPONSIBILITIES OF THE INJURED WORKER:

Minnesota Rule Sec. 5221.0430, Subp. 1 requires that you choose one primary
health care provider. Subpart 2 places limitations on your right to change
primary health care providers. Discuss with your employer any change in health
care provider.

Attend all scheduled appointments. While on physical limitations, visits should
be a minimum of once every two weeks. Failure to have current medical support
for disability may result in termination of benefits. Schedule your next
appointment immediately after your doctor visit, before you leave the clinic if
possible.

Obtain a Report of Workability from your physician at every appointment, a
minimum of once every two weeks. M.R. 5221.0420 requires that your physician
cooperate with retum to work planning and that you be released to return to work
at the earliest appropriate time.

Immediately following your appointment, provide a copy of the report to the
designated employer representative. You should deliver this in person so that
changes in work restrictions may be addressed and any questions answered.

Follow all physical restrictions at home and at work.
Report to work and perform physically suitable tasks as assigned. These may or

may not be in your regular department. The work may or may not be on your
usual shift.



Maintain regular, weekly, communication with your employer if you are unable to
return to work. Contact your employer a minimum of after every visit with your
primary health care provider. Keep the claims representative advised of your
status.

Notify your employer immediately of any new injuries or conditions that impact
your physical condition.

If it is necessary to miss scheduled work due to a work injury, you must be seen
by your primary health care provider the same day in order to receive
compensation for the time away from work. The physician must complete a
Report of Workability.

| have read my responsibilities and agree to abide by these guidelines.
Signed:\_)""—? AY R

Printed Name: ’ﬁf!‘? oSS

[



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 deducted.

CHEQUES DE PAGO PERDIDOS O ROBADOS

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

Si su cheque de pago fue robado, primero debe denunciar el robo a la policia
antes de que podamos volver a emitir el cheque. Una vez hecho esto, usted
debe proporcionar una copia de la denuncia a su reciutador 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 emitira un nuevo cheque y no hay cuota se deducira.

AGREED/SE ACUERDA—

Name/Nombre (con letra de molde):

Signature/Firma: ) g /{ O
= -



s onet o
LYNCHEURG, YA 243633400

Claus Duse of birth
" Nowe  ear{eTivee
Spit Radeticwents bt REN
[ T¢] NONE /822618
Hright Retvrichom

SET 11 NONSE ::N’llﬂt




2601064 Rev. 08/11

FORM VA_4 COMMONWEALTH OF VIRGINIA
DEPARTMENT OF TAXATION
PERSONAL EXEMPTION WORKSHEET
(See back for instructions)

1. If you wish to claim yourself, write “1” ... |
2. Ifyou are married and your spouse is not claimed
on his or her own certificate, WHte “17 ... e
3. Write the number of dependents you will be allowed to claim
on your income tax return (do not include your spouse).......cc.cooceeeenceerenrnee,
4. Subtotal Personal Exemptions (add lines 1 through 3)..c.ccovemmerencnievesenn. /
5. Exemptions for age
(a)  [fyou will be 65 or older on January 1, write “17 ...covvveevririe e
(b)  If you claimed an exemption on line 2 and your spouse
will be 65 or older on January 1, Write “1" ... e
6. Exemptions for blindness
{a) Ifyou are legally blind, write “1” ..o e
(n)  Ifyou claimed an exemption on line 2 and your
spouse Is legally blind, write “17 .....covveei e v s
7. Subtotal exemptions for age and blindness (add lines 5 through 6) .......cvcvverveviiiiiceecccc e
8. Total of Exemptions ~ add N 4 @nd N8 7 ...cocoeieeieoirerir ettt ve e ar e s e s s eraes s nesanas j

N 20t BB L GRS R W Y AR B 00 B B AN B B B B B O G e e T B A T T R VR Y R o 0 Yt a m e o e W 0 P e o o o T . T >

FORMVA-4 EMPLOYEE'S VIRGINIA INCOME TAX WITHHOLDING EXEMPTION CERTIFICATE

Your Social Security Number Name

229 -0Y-3578 | Teree Ko Sy
Street Address 4

City y ) State Zip Code
Lynchbor V4 29593

COMPLETE THE APPLICABLE LINES BELOW
1. if subject to withholding, enter the number of exemptions claimed on:

(a)  Subtotal of Personal Exemptions - line 4 of the i
Personal Exemption WORKSHEEE ..........ccvvivicniianiiinieesriieseisastesseserenee reseses ssrssesessseens I
(b}  Subtotal of Exemptions for Age and Blindness
fine 7 of the Personal Exemption Worksheet.......ccooovviiveievieeinccceecece e
{c}  Total Exemptions - line 8 of the Personal Exemption Worksheet............coovvvveeiceirencnn, /
Enter the amount of additional withholding requested (see Instructions).......ccovecieecceee e
3. | certify that | am not subject to Virginia withholding. | meet the conditions
set forth in the INSIUCHONS ... e (check here) B""

4. | certify that [ am not subject to Virginia withholding. | meet the conditions set forth

Under the Service member Civil Relief Act, as amended by the Military Spouses
RESIAENGY REHETFACE ...uvveiveieesiee ettt nss s esess st s (check here) O
§§ . 7
Z / ey ?ér"'?f' L 5 / & f/ j" ?
Signature o Date

EMPLOYER: Keep axemption certificates with your records. if you believe the employee has claimed too many exemptions, notify the Department of
Taxation, P.O, Box 1115, Richmond, Virginia 23218-1115, telephone (804) 367-8037. Note: Employers may establish a system to electronically receive
Forms VA-4 from employees, provided the system meets Internal Revenue Service requirements as specified in § 31.3402(N(5)-1(c) of the Treasury
Regulations (26 CFR}.



Form W-4 (2015)

Purpose. Complate Form W4 se that your employer
can withhold the correct federal Income tax from your
pay, Conslder completing a new Form W-4 each year

and when your personal or financlal sifustion changes.

Exemgﬁon from withholding. If you are exempt,
complete only lines 1, 2, 3, 4, and 7 and sign the form
to validate it. Your exemption for 2015 expires
February 16, 2016. See Pub. 505, Tax Withholding
and Estimated Tax.

Note. If another persan can claim you as a dependent
on his or her tax return, you cannot claim exemption
from withholding If your income exceeds $1,050 and
includes more than $350 of unsarned income {far
example, interest and dividends).

Exceptions. An employee may be able to claim
exsmption from withholding even if the employes s a
dependent, i the employes:

« s age 65 or older,
» |5 blind, or

= Wilt claim adjustments to Income; tax cradits; or
itemized deductions, on his or her tax retum,

The exceptions do not apply to supplemental wages
greater than $1,000,000,

Basic instructions. If you are not exempl, complete
the Personat Alfowances Worksheet below,
workshests on page 2 further adjust your
withholding allowances based on itemized
deductions, certain credits, adjustments to income,
or two-eamers/multiple jobs situations.

Complete all worksheets that apply. Howaver, you
may clalm fewer {or zero) allowances. For regular
wages, withholding must be based on allowances
you claimed and may not be a flat amount or
percentage of wages.

Head of household. Generally, you can clalm head
of household filing status on your tax return only if
you are Unmarried and pay more than 50% of the
costs of keeping up a homea Tor yourself and your
dependant(s) or othar qualifying individuals. See
Pub. 501, Exemptions, Standard Deduction, and
Flling information, Yor Information.

Tax credits. You can take projected tax credits into acoount
in figuring your allowabls number of withholding allowences.
Credits for child or dependent care expenses and the child
tax credit may be claimed using the Personal Allowances
Worksheet balow. See Pub. 505 for information on
convarting your other credits info withholding alfowances.

Nonwage income. If you have a large amount of
nanwage income, such as intarest or dividends,
consider making estimated tax payments using Form
1040-E8, Estimated Tax for Individuals. Otherwiss, you
may owe additional 1ax, I you have pension or annuity
income, see Pub. 505 to find out if you should adjust
your withholding on Form W-4 or W-4P.

Two eamers or multiple jobs. if you have a
working spouse ar more than one job, figura the
total number of allowances you are entitled to claim
an afl jobs uslng worksheets fram anly ons Form
W-4. Your withholding usually wilt be most accurate
when afl alfowances are claimed on the Form W4
for the highest paying job and zero allowances are
claimed on the others. See Pub. 505 for detalls.

Noenresident alien. If you are a nonresident aflen,
see Notice 1382, Supplemental Form W-4
Instructions for Nonresident Aliens, before
compisting this form,

Check your withholding. After your Form W-4 takes
effect, use Pub. 505 to see how the amount you are
having withheld comparss to your projectad total tax
for 2018, See Pub, 505, aspeclally if your eamings
exceed $130,000 (Singls) or $180,000 (Married).
Future developments, Information about any future

developments affecting Form W-4 (such as legistation
enacted after we release ) will be posted at wiwwirs.gov/wd,

Personal Allowances Warksheet (Keep for your records.)

A Enter“1"foryourselffnocneelsecanclaimyouasadependent . . . . . . . O Y }
» You are single and have only one job; or

B  Enter“1"if: * You are married, have only one job, and your spouse does not work: or } .o B
* Your wages from a second job or your spouse’s wages {or the total of both) are $1,500 or less.

C  Enter"1" for your spouse. But, you may choose to enter “-0-" if you are married and have either a working spouse or more
than one job. (Entering “-0-" may haip you aveld having too little tax withheld.) .

D Enter number of dependents (other than your spouse or yourself) you will claim on yourtaxreturn, . . . . . . .
E  Enter “1" if you wili file as head of househald on your tax retum (see conditions under Head of household above) . .
F  Enter “1” if you have at least $2,000 of child or dependent care expenses for which you plan to claim a credit

L T

mTmQoo

{Note. Do not includs child support payments. See Pub, 503, Child and Dependent Care Expenses, for detalls.)
G Child Tax Credit {including additional child tax credit). See Pub, 972, Child Tax Credit, for more information.
* it your total income will be less than $65,000 {(§100,000 if married), enter “2” for each eligible child; then less “1" if you
have two to four eligible children or less “2" if you have five or more eligible children.
= If your total income will be betwean $65,000 and $84,000 {$100,000 and $118,000 if married), enter “1” for each eligiblechild. . . G
H  Add lines A through G and enter total here. (Nate. This may be different from the number of exemptions you clalm on your tax retum,} » H

* If you plan to temize or claim adjustments to income and want to reduce your withholding, see the Deductions

For accuracy,
complete all
worksheets
that apply.

and Adjustments Worksheet on page 2.
* if you are single and have more than one job or are married and you and your spouse both work and the combined
eamings from all jobs exceed $50,000 {$20,000 if mamied), see the Two-Eamners/Muitiple Jobs Worksheet on page 2 to
avold having too little tax withheld,

* |f neither of the above situations applies, stop here and enter the number from line H on tine 5 of Form W-4 below.

Form W"'4

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

Employee's Withholding Allowance Certificate

P Whether you are entitled to claim & certaln number of aliowances or exemption from withholiding is

OMB No, 1545-0074

2018

Depantment of tha Tt
;mﬁ';a; %:me sg:;acsew subject to review by the IRS. Your employer may be required to send a copy of this form to the [RS.
1 Your first name and middle injtial Last name . 2 Your social security humber
aron ,
lecre, L K055 22y ~0Y-357§

Home &ddress (number and strest or rural route)

Z¢3 BlumeaT f}{“

3 [] single B~ Mamied [] Manied, but withhotd at higher Single rate.
Note. If maried, but legally separated, or spouse is & nonresident afien, check the *Single® bax.

City or town, state, and ZIP code

4t your {ast name differs from that shown on your social security card,
checi here. You must call 1-800-772-1213 for a replacement card. » [

Lunchboes V4. 24593
5

Total rumber of allowances you are claiming (from line H above or from the applicable worksheet on page 2) 5
e e e 615

6  Additional amount, if any, you want withheld from each paycheck . . . . . .

7 | claim exemption from withholding for 2015, and | certify that | maet 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 fiability, and
« This year | expect a refund of all federal income tax withheld because | expect to have no tax liability.
If you meset both conditions, write “Exempt” here. . . .

CREEE Y

Rakl

Under penalties of perjury, | declara that | have examined this centificate and, to the best of my knowledge and belisf, it Is trua, correct, and complets,

Employee's signature

\
{This form Is not valid unless you sign it) » /j.«sy«w] /7? J-A4n

Date » Sf Ef;f;

8 Employer's name and address {Employer; Compiéte fines 8 and 10 only if sending to the IRS.)

@ Office code {pptional) | 10 Employer identification number (EiN)

Far Privacy Act and Paperwork Reduction Act Notice, see page 2,

Cat. No. 10220Q

Form W-4 (2015)



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 [ 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).

Texss L. Ros

Applicant Signature: Terry L. Rhcs (hay 7. 2015) Date: May 7, 2015
Please PRINT clearly: Position applied for: Attendant
Name: 18MY Lee Ross Maiden / AKA:

First Middie Last
Soc. Sec. #; 224-04-3518 *Sex: *Race: *Date of Birth:
Current Address: 213 Blumont Drive County: Bedford

24503

City: Lynchburg State: VA Zip: How long: 1988 to 2015
Previous Address: County:
City: State: Zip: How long: to
Motor Vehicle Report Fax to: (208)769-7282
Name as it appears: Terry Lee Ross License #: 760419685 State held: VA

*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
y g ¥ g g



| Consent form

Adobe Document Cloud Document May 07, 2015
History

Created: May 07, 2015

By: Caitlin Scholl (Caitlin@corpmgmtgroup.com)

Status: SIGNED

Transaction ID:  XN2QNQ966YB6MSJ

“BSI Consent form” History

4 Document created by Caitlin Scholl (Caitlin@corpmgmtgroup.com)
May 07, 2015 - 6:31 AM PDT - IP address: 174.16.0.21

(% Document emailed to Terry L. Ross (wordskins@gmail.com) for signature
May 07, 2015 - 6:31 AM PDT

& Document viewed by Terry L. Ross (wordskins@gmail.com)
May 07, 2015 - 4:37 PM PDT - IP address: 66.102.8.188

# Document e-signed by Terry L. Ross (wordskins @gmail.com)
Signature Date: May 07, 2015 - 5:04 PM PDT - Time Source: server - [P address: 96.228.81.143

Signed document emailed to Caitlin Scholl (Caitlin@corpmgmtgroup.com) and Terry L. Ross
(wordskins@gmail.com)

May 07, 2015 - 5:04 PM PDT
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