Affirmation of Legal Work Statug

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

Employee Name: ///¢ igc iS.cr  TA0m il ToHN (2 /19 /5%y
Last First Middle Date of Birth
Social Security Number: /3% - 4/8 - 50 Date of Hire:

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

I affirm all four of the following:

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

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

4.  Ihave not knowingly hired an unauthorized alien.

Print Name of Employer (or Designated Representative)  Official Title

Signature of Employer (or Designated Representative) Date Signed
Corporate Management Group 12000 N. Washington Street #290

Thornton, CO 80241 303-920-1425
Business or Organization Name Employer Phone Number

§ 8-2-122(2), C.R.S.: On and after January 1, 2007, within twenty days after hiring a new employee, each employer
in Colorado shall affirm that the employer has examined the legal work status of such newly-hired employee and has
retained file copies of the documents required by 8 U.S.C. sec. 1324a; that the employer has not altered or falsified
the employee's identification documents; and that the employer has not knowingly hired an unauthorized alien. The
employer shall keep a written or electronic copy of the affirmation, and of the documents required by 8 U.S.C. sec.
13244, for the term of employment of each employee.

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

This affirmation Is provided 2s a courtesy by the Celoredo Divisien of Laber.




To: All Employees
Quien: Todos Empleados

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

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

Effective immediately, to replace a lost or stolen check, $50.00 will be deducted from the replacement check for
a stop payment fee and for a reprocessing fee. Efectivo inmediatamente, para reemplazar un cheque de sueldo
perdido o robado, 350.00 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. Si no, un cheque nuevo sera processado, menos las tarifa de $50.00.

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

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

Thank you for your continued dedication and hard work!

Gracias por su dedicacion continua!

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

Signature/Firma: /%4«%&1 ﬂ WWW

Date/Fecha:  7/74 /5 ¢

February 2011



CORPORATE MANAGEMEN

Notification of Colorado Law Requirement
Unemployment Acknowledgement

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

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

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

7 (Initial)

»%m / %/Ww 7/2% /75~

Employee Slgn Date:

THokins J. Meirz G e
Employee (please print your name here)




CORPORATE MANAG

“Your warkforce management & staffing experts”

ANTI-HARASSMENT POLICY

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

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

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



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

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

With respect to sexual harassment, the following is prohibited:

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

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

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

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

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

If Harassment Occurs:

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

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

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

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

Employee Signature: %WCM// %ﬂéﬁg}mg/k.
Date:  7/25//5"




CORPORATE MANAGEMENT G

Employees:

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

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

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

penalty.”

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

If you are considered to be low income, Medicaid could be a viable option. Some states will also be expanding
the eligibility rule and income requirements to qualify for Medicaid. To determine if the state where you live is
expanding Medicaid coverage and to learn about Medicaid, please visit

ualify-for-medicaid.

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

Thank you,
Corporate Management Group

303-920-1425
Pay@corpmgmtgroup.com



New Health Insurance Marketplace Coverage S
Options and Your Health Coverage OMB No. 1210-0149

(expires 11-30-2013)

A:General Information

When key parts of the heaith care law take effect In 2014, there will be a new way to buy heaith insurance: the Healith
Insurance Marketplace. To assist you as you evaluate optlons for you and your famlly, this notice provides some baslc
information about the new Marketplace.

What is the Health Insurance Marketplace?

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

Can | Save Mongy on my Health Insurance Pfemlums tn the Marketplace?

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

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

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

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

How Can | Get More Information?

The Marketplace can help you evaluate your coverage options, including your eligibllity for coverage through the
Marketplace and lts cost. Please visit HealthCare.gov for more Information, including an online appiication for health
Insuranca coverage and contact Information for a Health Insurance Marketpiace In your area.

1 An employer-sponsorad health pian mests the *minimum value standard" If the plan‘s share of the total allowed bensfit costs covared
by the pian is no less than 60 percent of such costs,.



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

This section contains information about any heaith coverage offered by your employer. if you decide to complete an
application for coverage In the Marketplace, you wili be asked to provide this Informatlon. This Information Is numbered

to correspond to the Marketplace application.

You are not eligibie for health Insurance coverage through this employer. You and your family may be able to obtain
heaith coverage through the Marketplace, with a new kind of tax credit that lowers your monthily premiums and with

assistance for out—of—pocket costs.



. 3850 Pre-Screening Notice and Certification Request for

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

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

Yourname  T#oinnS . Méiwrziger ' Social security number » /3L~ Q- 1190

Street address where you live (1777 Logrnp ST,
C4

City or town, state, and ZIP code /oy 74/ /€ i7¢7 Lo \ F0z7373
v

County /4 DEmS Telephone number 7 10— 3%/ 7~ 2 55

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 [J 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 benefits (food stamps) for the past 6 months, or
b Received SNAP benefits (food stamps) for at least 3 of the past 5 months, but is no longer eligible to receive them.

¢ During the past year, | was convicted of a felony or released from prison for a felony.

* | received supplemental security income (SSI) benefits for any month ending during the past 60 days.

* | am a veteran and | was unemployed for a period or periods totaling at least 4 weeks but less than 6 months during the
past year.

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

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

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

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

Signature—All Applicants Must Sign

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

Job applicant’s signature » %—;&0 ﬂ W&WM—' Date 7/ zV/ /75"

For Privacy Act and Paperwork Reduction Act Nétice, see pag€2. Cat. No. 22851L Form 8850 (Rev. 1-2013)




Form 8850 (Rev. 1-2013)

Page 2

Employer's name Corporate Management Group

For Employer’s Use Only

Telephone no.

303-920-1425 EIN»

201535646

Street address 12000 N Washington St #290

City or town, state, and ZIP code  Thornton, CO 80241

Person to contact, if different from above

Street address

Telephone no.

City or town, state, and ZIP code

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

Date applicant:

Gave Was
offered job hired

information

Was

>

Started
job

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

Employer’s signature b

Title

Date

Privacy Act and
Paperwork Reduction
Act Notice

Section references are to the Internal
Revenue Code.

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

targeted groups in securing employment.

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

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

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

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

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

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

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

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

Form 8850 (Rev. 1-2013)



BIIND 221900-CMG | OFFICEUSE ;o carion New Hire [ ] ReHire [ | Hirepate ____/____/____ ____
EMPLOYEE INFORMATION \ PRINT USING BLACK or BLUE INK
(Must Be Filled Out) ENROLLMENT FORM - PLAN 2 ESC ES P2D v14.1

Lb4-9gy 11 90O
Date of Birth _Lg_/_éi/iiii Sex @

Social Security Number

{r

~ Do you or any dependents have Medicare?

[ Yes @No If Yes:
Medicare Health Insurance Claim Number (HICN)

T

Name THemsS G Medrz i‘ﬂé’ e
1177 ’ Medicare Effective Date _.._._/___._/ [
Street Add 0% i, v
reet ress z ; 4. 57 Names of Covered Person(s)
City AorriGleqn State LU _zip F 022 3 L.
i 2.
Home Phone _Z}:__C?_'QSLZ_'_LJ’_Xi 3

\

BENEFIT SELECTION =~ Weekly Rates

MEDICAL *

D $23.69 Employee Only
D $48.08 Employee + One

[ ] $64.20 Employee + Family

NO to all benefits.
If NO is checked, sign and date the bottom of the form.

This coverage is not available to residents
of New Hampshire, Hawaii, or Puerto Rico.

You MUST enroll in the Medical Insurance Plan before adding any
additional benefits. Your coverage level for the additional benefits will
be identical to your medical plan selection.

REQUIRED DEPENDENT INFORMATION

Name

Social Security Number

/ Sex ..

Dateof Birth /|
Relationship: []Spouse []Child [] Domestic Partner

DENTAL

[]ves
[ ]~o

VISION

[] ves
[ ]~o

$ 5.23 Employee Only
$10.46 Employee + One
$17.26 Employee + Family

$2.35 Employee Only
$4.00 Employee + One
$5.64 Employee + Family

TERM LIFE P7INN

[ ] vEs
[ ]~o

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

SHORT-TERM DISABILITY

[ ] ves (E\
[ ]~o

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

$4.20 Employee Only

Name

Social Security Number

/ /______.___ Sex ..

Dateof Birth ______ "
Relationship: [J Spouse [ Child [J Domestic Partner

Name

Social Security Number

- Sex M.

Relationship: [ Spouse [ Child [] Domestic Partner

BENEFICIARY INFORMATION -

For Term Life \ Accidental Loss of Life, Limb & Sight, please write
in your beneficiary information.

Date of Birth _.____/ /_

NAME OF BENEFICIARY
THeresm Lyynn Meivizivg<
RELATIONSHIP
Davgire ™

Accidental Loss of Life, Limb & Sight is part of the Medical Benefit.

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

P> Signature

Yoy ee e o2y 24 - 2h A

0724/ 2oy 57

Date




BaC\(‘ "ac-\( 8850 Tyler Blvd., Mentor, OH 44060 Phone 800-991-9694 Fax (440) 205-8355
' Visit our website at: www.backtracker.com or email us at: btsearches@backtracker.com

EMPLOYMENT SCREENING SPECIALISTS

BACKGROUND INFORMATION FORM FOR BACKGROUND CHECK

BackTrack, Inc. is an employment screening company that conducts background checks on prospective employees/employees for our
clients as part of their standard hiring procedure. In order to perform this check, we need you to provide the following information.
Please be sure to fill out this form completely and legibly.

APPLICANT INFORMATION (please print clearly & accurately)

Position Applying For: Expected Salary:
Last Name A [leity’ zimng-e— First Name TS0 3717 < Middle Name 70 HN
v
Maiden Name Any Other Name(s) Used N Phone ( 720 ) BT~ 25 5
Home Address  // 77777 AO‘L w7 3T E-Mail Address 7 2 24 n4 §7tf @ A il o COM7
74 4 4
City MorTe, / Bloi it State ¢ @, Zip 9@2 373 County A P § From Mth/Yt/ //a To Mth/Yr PresSer
Cd
Social Security Number * / Z C/ ~ L 5’ ~ // 9(5 Date of Birth * /2 / / 9// ;L/‘ Military Branch of Service
*For background screening purposes only
Driver's License Number @q - 3 2/~ 6 154 State License was Issued O
High Schoot A /,1,”,/,5 r ﬂu Ale Se ‘/City/State Location /Vﬂ el Ny Year Graduated (973 Full Name Diploma Issued Under Sf1 i€
7
If GED received, in what State N \/r City/State Location M K /l/ Vi Date Received Name Used for GED S J2 77
. 7 vi
College City/State Location Year Graduated
Degree Rec'd:
[ Associate [_] Bachelor [] Master [] Other Student ID Number: Full Name Used
List Previous Addresses (to cover last 7 years)
Address ) § ¢ B, /”7"6&1/&4Y pivef City/State /3, oo i Dy ,{/f o Zip S0z e,
County s 200 Le /j From Mth/Yr / -1 oOY ToMt/Yr /05— D) of &
Address City/State Zip
County From Mth/Yr To Mth/Yr

NOTE: The absence of any of the above information could result in a delay in processing your background. If necessary, a representative from
BackTrack, Inc. will contact you for additional information in order to expedite the background process. Thank you for your assistance.

-~-FOR CLIENT USE ONLY - DO NOT WRITE BELOW THIS LINE---

CLIENT INFORMATION SERVICES REQUESTED [ | RUSH ORDER (827 exira charge)
Name: PACKAGE:

' [ Level I (employment, education, criminal search, credit or SSN search, driving)
Title: [J Level I (employment, criminal search, credit or SSN search, driving)

[ Level 11 (employment, education, criminal search)

[ Level IV (employment, criminal search, credit or SSN search)

[ Level V (criminal and SSN search)

[J Level VI (employment, education, criminal search, credit or SSN search)

E-Mail Address:

Company Name: (Above packages check here for 5 year emp. history [] Check here for only 3 year [])
[_] Criminal History (county) ] Federal District Search

Address: [ civil Litigation [J statewide Search (where available)

City/State/Zip: [] CrimeTrack (Criminal Database and National Sex Offender Search)
] GlobalTrack (Patriot Act Search)

If Applicable, Division or Code #: [ Credit Report

Phone Number: [] Employment History [ ] Education [ Driving Record [_] SSN Search

Fax Number: [] Workers' Comp. [] Military [] Credential [ ] Bus/Personal Ref.

F14-0904
YOU MUST COMPLETE AND RETURN THE BACKGROUND INFORMATION FORM, THE DISCLOSURE FORM
AND THE AUTHORIZATION FORM FOR A BACKGROUND CHECK




8850 Tyler Blvd., Mentor, OH 44060 Phone 800-991-9694 Fax (440) 205-8355
ac ‘ ac Visit our website at: www.backtracker.com or email us at: btsearches@backtracker.com

EMPLOYMENT SCREENING SPECIALISTS
DISCLOSURE REGARDING BACKGROUND INVESTIGATION

Employer (“the Company”) may obtain information about you from a third party consumer reporting agency for
employment purposes. Thus, you may be the subject of a “consumer report” and/or an “investigative consumer
report” which may include information about your character, general reputation, personal characteristics, and/or
mode of living, and which can involve personal interviews with sources such as your neighbors, friends, or
associates. These reports may contain information regarding your credit history, criminal history, social security
verification, motor vehicle records (“driving records™), verification of your education or employment history,
workers compensation claims 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.
Workers compensation will only be requested in compliance with the ADA and/or any other applicable laws.

You have the right, upon written request made within a reasonable time, to request whether a consumer report has
been run 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 is an employment history or verification. These searches will be conducted by BackTrack, Inc.,
8850 Tyler Boulevard, Mentor, OH 44060, (800) 991-9694, www. backtracker.com. The scope of this disclosure is
all-encompassing, however, allowing the Company to obtain from any outside organization all manner of consumer
reports throughout the course of your employment to the extent permitted by law.

Signature x /%7%(’4 V// %/%7@/ Date 7/2? // b

Printed Name _ T4 S . /Menrzinde i Company Applying To

F14-0904



Bad(‘ ‘ac‘\( 8850 Tyler Blvd., Mentor, OH 44060 Phone 800-991-9694 Fax (440) 205-8355

EMPLOYMENT SCREENING SPECIALISTS Visit our website at: www.backtracker.com or email us at: btsearches@backtracker.com

ACKNOWLEDGMENT AND AUTHORIZATION FOR BACKGROUND CHECK

I acknowledge receipt of the separate document entitted DISCLOSURE REGARDING BACKGROUND INVESTIGATION and A
SUMMARY OF YOUR RIGHTS UNDER THE FAIR CREDIT REPORTING ACT and certify that I have read and understand both of
those documents. I hereby authorize the obtaining of “consumer reports” and/or “investigative consumer reports” by Employer at any time
after receipt of this authorization and throughout my employment, if applicable. To this end, I hereby authorize, without reservation, any
law enforcement agency, administrator, state or federal agency, institution, school or university (public or private), information service
bureau, employer, or insurance company to furnish any and all background information requested by BackTrack, Inc., 8850 Tyler
Boulevard, Mentor, OH 44060, (800) 991-9694, www. backtracker.com and/or the company. I agree that a facsimile (“fax”), electronic or
photographic copy of this Authorization shall be as valid as the original.

New York applicants only: Upon request, vou will be informed whether or not a consumer report was requested by the Company, and if

such report was requested. informed of the name and address of the consumer reporting agency that furnished the report. You have the
right to_inspect and receive a copy of any investigative consumer report requested by the Company by contacting the consumer reporting

agency identified above directly. By signing below. you acknowledge receipt of Article 23-A of the New York Correction Law.

Washington State applicants only: You also have the right to request from the consumer reporting agency a written summary of your
rights and remedies under the Washington Fair Credit Reporting Act.

Minnesota and Oklahoma applicants only: Please check this box if you would like to receive a copy of a consumer report if one is
obtained by the Company. [_]

California applicants only: Under California Civil Code section 1786.22, you are entitled to find out what is in the CRA’s file on you
with proper identification, as follows:

. In person, by visual inspection of your file during normal business hours and on reasonable notice. You also may request a copy
of the information in person. The CRA may not charge you more than the actual copying costs for providing you with a copy of
your file.

. A summary of all information contained in the CRA file on you that is required to be provided by the California Civil Code will

be provided to you via telephone, if you have made a written request, with proper identification, for telephone disclosure, and the
toll charge, if any, for the telephone call is prepaid by or charged directly to you.

. By requesting a copy be sent to a specified addressee by certified mail. CRAs complying with requests for certified mailings shall
not be liable for disclosures to third parties caused by mishandling of mail after such mailings leave the CRAs.

“Proper Identification” includes documents such as a valid driver’s license, social security account number, military identification card,
and credit cards. Only if you cannot identify yourself with such information may the CRA require additional information concerning your
employment and personal or family history in order to verify your identity. The CRA will provide trained personnel to explain any
information furnished to you and will provide a written explanation of any coded information contained in files maintained on you. This
written explanation will be provided whenever a file is provided to you for visual inspection. You may be accompanied by one other
person of your choosing, who must fumish reasonable identification. A CRA may require you to furnish a written statement granting
permission to the CRA to discuss your file in such person’s presence.

Please check this box if you would like to receive a copy of an investigative consumer report or consumer credit report at no charge if one
is obtained by the Company whenever you have a right to receive such a copy under California law. [_]
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