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Document Title:

wmpletes This Page

Emplover {

Idontity

Documerd T

Document Number:

Expiration Date {if any)(tnm/idds/yvy ) Expirstion Date {7 anylmmsddivyyy:

siration Date 4F snviimm/ddiryyy):

Document Title

Issuing Authority:

Document Mumber:

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

3-i} Barcode
Do Mot Write in This Space

Issuing Authority:

Document Number:

Expiration Date (if any}(mmiddfyyyy):

Certification
| attest, under penalty of @ ‘-'*!'fﬂr‘a
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above-listed dcgum@m{.ﬁ} pLes ax ’ipmyé@: naneed, she @ the best of my knowiedge the
employee is authorized to wor k in '&he United i:ams,

The empioyee's first day o fmmidelyy vyl

Sigratuie of Employer oF 4
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VSIIND 219301-EmMp | SEFICE USE Retire Date_ ! /
EMPLOYEE INFORMATION

(Must Be Fﬂled Out} . ENROLLMENT FQRM PL AN 2 e USE BLAC I\ oF BLUE INK. ONL

- ESC CUNAV*SAD) P2 v13.0 -

) ; -, 2 ,w Do you o any dvpcudema haxa Medicare? *-—-“"*—-——“\
Social Security Numbe'r oo L ;,2 Z ﬁ j Brtee Tino 1 Yoo
Date of Birth 2/ O ’IL ﬁ_i Sex E Zgi/, L(J Medicare Health Insurance Claim Number (HICN)
2 -So-GEE2 4
Name /4’/ (Ll (- /J (7Y 27 /M/’ = ey

. ™ /
Medicare Gtective Date O 2/

Street Address 2 /. ‘7,"/ IAETI IS5 i éﬁ'/%] " fC  Secons
) Mames of Covered Person{s)
smﬁ@w ek swe iV 7,25 F0 (| L Wi eCrrm o Ay 7rm b
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Hoime Phone .-_5; _:7:_ e -2/ 55 ¢c¢ 3
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‘BENEFIT SELECTION

You MUST enroll in the Medical Insurance Plan before adding Term Life

MEDICAL * or STD. Your coverage level for Tomm Life will be identical to your

medical plan selection.

D $20.91 Employee Only

D $42 44 Employee + One

Name
D $56.67 Employee + Family | Social Security Number oo T

Date of Birth ._.,._,_.,"b,___,__.,"l,.,..__,_.__.,_.._.‘ Sex D.
D NO to MEDICAL, TERM LIFE, und STI? benefits. Relationship: L1 Spouse [ Child L Domestic Parter
DENTAL A

Name

D $ 5.99 Employee Only Social Security Number

Shtran. I R VA M SRATTON At BT ——

/ /
D $11.98 Employee + One Date of Birth ...._..__’..,.,.,...,. . > 4 .D
Relationship: [ Spouse [ Child [ Domestic Partner

D $19.77 Employee + Family

D NO T Mame

TERM LIFE P/ N R P o MIE]

Date of Birth
Relationship: Ul Spouse [ Chidd 1Tl Domestic Partner

D vES $0.60 Employee Oaly
$0.90 Emplovee + Oue

D NGO $1.80 Emploves + Family B" EFiC!ARY i&FﬁRW ATIQN

For Term Life / Accidental Death & Dmmunbermem ple:me write
& in your beneficiary information.

SHORT-TERM DISABILITY (5\

D YES

NAME OF BENEFICIARY

$4.20 Employce Only N )
D NO RELATIONSHIP
Short-Term Disability is not available to persons who worl in
California, Hawaii, New Jersey, New York, or Rhode Island. Accidental Death & Dismemberment is part of the Term Life Benefit.
PR R,
I 'have read the benefit packet and understand its imitations.  understand that open mrvﬂm@ 15 ogly availuble for a fimited time and I
. P a o - g
understand that making no benefit selection is a deciination of coverage. ,&é’ ‘ é,,_... el LA AT 5 é;,),/ 9.5 /c,\—ex AN
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Sectlon 2.Em p!oyer or Authonzed Representatlve Review and Verification
(Employers or thelr authonzed representatlve must complete and sign Sect/on 2 w1th1n 3 busmess days of the employee 's first day of employment You

the "Ltsts of Acceptable Documents" on the next page of this form. For each document you rewew record the followmg mformat/on document t/tle
/sswng autthority, document number, and expiration date, if any.) : : : g !

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

List A OR ListB AND ListC
Identity and Employment Authorization ldentity Employment Authorization
.| Document Title: Document Title:
SO0V I

Issuing Authonty

WS Degr e Save

Document Number:

N HHY BB

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

08/05/ 7004

Document Title:

Document Tltle

ssuing Authority: Issuing Authority:

Document Number: Document Number:

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

Issuing Authority:

Document Number:

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

3-D Barcode
Do Not Write in This Space

Document Titie:

Issuing Authority:

Document Number:

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

Certification

| attest, under penalty of perjury, that (1) | have examined the document(s) presented by the above-named employee, (2) the
above-listed document(s) appear to be genuine and to relate to the employee named, and (3) to the best of my knowledge the
employee is authorized to work in the United States.

The employee’s first day of employment (mm/dd/yyyy): U5 lCM ] 1 \g (See instructions for exemptions.)

Date (mm/ddsyyyy) Title of Employer or Authorized Representative
0L27/2005 | Admin . ASSisrand
Last Name (Family Name) First Name (Given Name) Employer's Business or Organization Name
C/\AD\ \ Ca ﬁ/\\ {\ 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 completed and signed by employer or authorized representative.)

A. New Name (if applicable) Last Name (Family Name) First Name (Given Name) Middle Initial | B. Date of Rehire (if applicable) (mm/dd/yyyy)

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

Document Title: Document Number: Expiration Date (if any)(mm/ddfyyy):

| 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:

FormI-9 03/08/13 N






3963

= Exp: 02 i03/2019
* DOB- £2103/1949

< PITTMIAN

[z - WILLiAN LEE

- 5. 2178 MARTINSBURS RD
BERKELEY SPGS. Wy 254110000

Fe

5( /..««.—L - P O

b[G\ATURr. OF BEARER / SIGNATURE DY TITULAIRE / FIRWA DEL TITULAR

PASSPORT
PASSEPORY

SF S . CIARER
STATTES QF AVIERICA
o Code / Codlige F‘asspoz o Ho. du Passeport o, daPmpma

Usa 523343031

Surname / Hom / Apeilides
PITTMAN

Given Naries / Prénoms / flombres

WILLIAM LEE

Nationality / Nationaliié / Macionalidad

UNITED STATES OF AMERICA

Date of birth/ Date de raissance/ Fecha de nacimiento

03 Feb 1949

Plage of birth / Liex de naissunce / Lugar de nacimienio Tex/ Sexe / Sexo
OHIC, USA.

Date of insue / Date de défivrance / Fesha de expedicién Autherify / Autorité / Autoridad

04 Aug 2014 United States
Date of expiration/ Date d'expiration / Fecha de cadusidad De pa riment Of State

03 Aug 2024

Enrdcrzernznts / Mentions Spéciates / Anctaciones

SEE PAGE 27

PLUSAPITTMANSKKWILLIAMCLEE<<KLKLLLLLLLLLLLLLLLL
5233430310USA4902032M2408035263395122<205620







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

SISCLOSURE PECARDING BACKGROURD INVESTIGATION

Emplover Solution: S{afiing G
agency. Thus, you may be the subject of a “consumar
character, general reputation, personal rh:zracrerl stics

neighbors, iriends, or agseciz 2
validation, moior vehicle 1
history wr%i only be regues

R, 1 e B
applving, Vou hove the
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wfm mztion about vour
ith sources, such as your
sorial security number
round crea 45, Credlt
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i? applicable. To

| acknowiedge receipt of the DISCLOSURE REGARDING BACKSRCUND INVESTIGATION ur o A SURDM :
PEPORTING ACT ard certf that | have read c-,n { understand bet i I hemav author
and/or ' . - ) ;
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EMPLOYIMEN

3 Vst Includs

Lakie ol Al

Signajure; /7’/// zdy‘"{ /’Zf’ W-v-? Date: _ﬁ'_cg"—_é 7 = __ff.SN

Last Name: }0 / TV H—f‘/}

a
Ciher ames/Alias /j (L
Social Security #%: a2/ o2 ~ S8 ?‘5/953 Date of Birth [rm/ddfyyyy) ™ 6:}«)/6‘3{//@4/7!

Driver’s License #: /C 5 739@2) /’0{ ::/
Present Address: .Q / 7{3 7 /3 ’e'f_ifb{fgfg AL /ZK/ Telephone # {(Prinvary): ~S;/0 ‘—77/ ;5’5}:}
ciysateszos LB ERIELy SPEnéS, W ;,»5"%’/ '







~ Essential StaffCA

Plap Ezﬁbrmatien Packet

Please keep for your records.

PLEASE NOTE: Your Company has chosen to take somefall of your deductions on a Pre-Tax basis.
Please contact Customer Service at 1-866-798-6863 and a Representative will assist you in
identifying the deductions that are taken Pre-Tax.

Member Services:

Essential StaffCARE Customer Service: 1-866-728-3803

e Once envolled, members can call this number for questions regarding pian coverage, ID card, claim
status, policy booklets, and to add, change, or cancel coverage.

»  Customer Service Call Conter hours arc M - F, 8:30 aum. 0 8 pun. Eastern Standard Time.
Bilingual representaiives are available.
e Members can also visit wivw.essentialcare comv/members and ¢lick on Essential StaffCARE.

tlsstoaiil Sl

() >57/20 5T







EMERGENCY CONTACT INFORMATION

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

Employee Name: '/é// Ll [/ - /'J//"J/”’ 77 A é/

iy 2 y )
Address: R/78 JiperinsRuss Ao, g’(%e!cg;/&é%WéS, W
Home Phone: _ 5 0 ~ 77/ - S5O : :;LS’?’://
EMERGENCY CONTACTS

Please list two people (in priority order) who could be contacted in case of an emergency

Home Phone: .5 540 ~ 7 7/-5 s

Contact #1

}
Name:C 4/56?&?//‘/ /ﬂ,« 777 /'7/]/4}:4,/ Cell Phone: R @¢e -2 4L0 - O &/
Relationship: S/p g & Work Phone:

\ X i Home Phone: D ¢£¢) « <o~ / (287
Contact #2 DA—/& v // /‘/“j//-y/_%,{‘/ l%(y > © /

I}Iam/ ' Cell Phone:

Relationship: <S¢/ Work Phone:

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







LOST OR STOLEN PAYCHECKS

If a paycheck is lost (missing, mispfaced, desfroved, lost in the mail, efc.), you
must notify your staffing recruiter that the check cannot be found. If it can be
verified that the ¢ hez,r» rag not been cashed, ESSE will stop payment on the
check and re-issue the chack o you, deducting & fee of ;,,-ef;ween'$25-$35

If your paycheck was stolen, you mus! first file g police report before we can re-
issue the check. Unce you have dong 86, you must f*mvscie a copy of the policy
report to your staffing recruiter that the check was stclen. If the check has not
been cashed and if the loss of the c?“@d/ was not your fault, ESSG will issue a
new check and no fes will be deduct

CHEQUES DE PAGO PERDIDOS O ROBADOS

de lugar, destruids, perdido en
ior de personal gue el cheque no
cheque no ha sido cobrado,

el chegue a usted, descontando

m

Si un chegue de page se pierde {que falta, fuer
el correo, elc), ustes ‘csmeg s‘f"r’ car 2 su reciutad
se puede encontrar. Si se puede verificar qu &
ESSG se detendra e chec,gw de pago y resmitir
un cargo de entre $ 25 -8 35,

[N

=

Si su cheque de page fus robade, primaro debe denunciar sl robo a la policia
antes de que podamos volver & emitir ¢l cheque. Una vez hecho esto, usted

" debe proporcionar una copia de ia denuncia a su reciuiador de personal que el
cheque fue robado. Siei chegue ne ha sido cobrado v si {8 pérdida del chegque
no fue su culpa, ESSG emitira un nueve chegque v no hay cuota se deducira.

AGREED/SE ACUERDA—

Name/Nombre {(con letra de molde): &Z/kca/mﬂ C /ﬁ (TN Pl

Signature/Firma: é,(Z(g/W 7&/ /%(me\\






Maintain regular, weekly, communication with vour emplover if you are unable to
return to work, Gontact vour emplover & minimum of after every visit with your
primary health care provider. Keep the cigims represeniative advised of your
status.

Notify vour empioyer immediately of any new iniuriss or conditions that impact
vour phvsical condition.

If it is necessary {o 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 fime away from work., The physician must complete a
Report of Workability.

| have read my responsibifities and agree to abide by these guidelines.

A - ;L « _
Signed: __ftter= i e

Printed Name: [/(//CL/M (- ;d/ 77"/07/4«@/
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Leveraging Rescurces in a Changing Market
Direct Depositil’ayroll Debit Card Authorization

Employees have the option of receiving wages by Direct Deposit and/er Payroll Debit Card.
If you do not provide a written election, wages will be paid by Pavroll Debit Card.
SECTION 1 BASIC INFORMATION

Employee Name / . SSN# (1ast 4 digits) o Effective Date
L7 il o o P A/ 55 TS ac.

SECTION 2 PAYROLL ELECTION
ﬂ Direct Deposit (Please complete Sections 3 and 5 below)
. Payroll Debit Card {Please complete Sections 4 and 3 below)

SECTION 3. DIRECT DEPOSIT
A

© [ Update Bank Account T understand and acknowledge that if X do not provide a

A 3.1k Name. voided check with this direct deposit form, Iam

(': a / /\7" Y AT70R e 6 _’,ﬁ},»;,—' V< responsible for any delays in payroll or extra costs

;\} Routing#! & S / ? O 44 ) 9{ incurred if the account number that I provide is incorrect.

EI Accountd P 4 — e
o OO OYB S 35S wita AL owe 02 225/ S

Account Type: Mheckmg [ Savings [1Other

» L~Ta help us avoid making an error, please attach a copy of a voided check. (a deposit slip will not work)
¢ If you change banks, do not close your old bank account until your direct deposit has started at the new bank, which may take 2 payv periods.

SECTION 4 PAYROLL DEBIT CARD (GLOBAL CASH CARD)

Federal law requires all financial institutions to obtain, verify, and record information that identifies each person who opens an account. 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 D;rect De oszUPayro]l Debit Card Authonzanon ESSG wﬂl provxdu the necessary mformauon and lssue you a Payroll Debit

Card to pay you n so they can
verify your iden
Except for the CAROLYN J. PITTMAN 1710 1 account or
transactions. On WILLIAM L. PITTMAN ons. You will
then sign ackno 2176 MARTINSBURG RD. PH. 304-256-1004 m pomE2 1y vou receive
Wages, BERKELEY SPRINGS, WV 25411 \ J )

i / Date

CARDHOLDI \ ﬂ
I T I — Pay fo the ]

First Name Order of ] AN\ | $

-
SOOI N —— 1
Strect Address \ \ \ / { Dollars  f5] Eadh,
Zack.

City ‘t)’ \ W
NIATIONAL &/ BANK Q ) . em————

GET TEXT Al Berkeley Springs, West Virginia 25411
Allwencedto] For.

RECEIPTOF.  105&90L52L B00L3I5535950 Q740
Payroll Debit ( esove Caste
12224759 T I
I have received my Pd}ruli Debit Card, welcome brochure, program fees, program tenns, 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 financial 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:

SECTION 5 AUTHORIZATION

I authorize ESSG to directly deposit my periodic wages/compensation payments, net of required tax Wlthholdmgs other required withholdings
or authorized deductions, into my account(s) as designated above and to inifiate, if necessary, debit entries and adjustmentsfor any credit entries

made in error to my account(s). * E~-mail is required for pay stub information.
*Eemail: Ty akwoll @ Ypheo. C8m

this information will only be used td send your paystubs clectronically

nl ccﬁﬂ\gnamm ] Date: &2 ~28"— &







Leveraging Resources in a Changing Market

STATEMENT OF CONFIDENTIALITY

This agreement made this 2.5~ day of F#.5%. , 2015, between
Employer Solutions Staffing Group LLC, hereinafter referred to as “employer”,
and i s P 7Tmne/_ hereafier 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 employer.

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.

Employee Signature

Employer Solutions Staffing Group LLC, Representative






o 8850 Pre-Screening Notice and Certification Request for

(Rev. January 2012) the Work Opportunity Credit OME No. 1545-1500
Department of the Treasury . .
Intermal Revenue Service P See separate instructions.
Job applicant: Fill in the lines below and check any boxes that apply. Complete only this side.
Your name M’(;L,- s (. /é} Wﬂw/ Social security number » 2 /- S 53

Street address where you ‘live =2 /7 /f% 7 ATTNS Bl é é -\ 34
City or town, state, and ZIP code gmgy < /}4/,4)55 ) %/(/ DS
. ' [ 7
County // 066;/47‘) . Telephone number %% -7/ ~S5 e

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 8
months during the past 18 months.

* lam a veteran and a member of a family that received Supplemental Nutrition Assistance Program {SNAP) henefits {foad
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 Vaterans Affairs.

« | am atleast 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.

8 [ 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 [ Gheck 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 pefiods totaling at least 8 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, 1897, 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 of before the day | was offered 2 job, and it is, o the best of my knowledge, true,
correct, and complete.

Job applicant’s signature & 5{{4% a’—:—"%f % Date (L2 =287 —/ 8"

For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 228511 Form 8850 Rev. 1-2012)







Form A (rev. 08/12) TAX CREDIT QUESTIONNAIRE

’spsciallsfs in Tax Credit dminlstnmon
EMPLOYER SECTION:
ESG FEIN#: ESG Client Name & State:
Hiring Manager: Position: Starting Wage: $
EMPLOYEE SECTION:
Employee Name: , Street Address: City/State: Zip:
. / ) . . . , B . -
Witiypom Lo By rmmmpnd | X078 Aperins e Lf | Bemresysae w/| o5
SS#: Date of Birth: Age: Have you worked for | I ves, locafion:
iy o (Il e . this company befoye?
Q-850 -F83 | Oatoz] 57 | &6 [ ves [
Please complete all questions, and sign and date the form. Yes

TAX

1.

Have you or has anyone living with you received Temporary Assistance to Needy Families (TANF)
at any time since August 5, 19977 (If ves, please provide information below.)

Name of the person receiving benefits: Relationship to yvou:
City: County: State: "

Have you or has anyone living with you received Food Stamps (SNAP) at any time during the past 15 months?
(i yes, please provide information below.)

Name of the person receiving benefits: Relationship to you:
City: County: State:

Have you received Supplemental Security Income (SSI) at any time within the past 3 months?
Please note, this is not the same as Social Security benefits (SS) or Social Security Disability (SSDI) benefits.
*Tf you checked yes please provide a copy of vour 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:

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

24

*[f you checked yes please provide a copy of your active Individual Work Plan and Ticket to Work documentation.

SN I

Are you a Veteran of the U.S. Military? *Ifves, please provide a copy of your DD-214 and leiter of separation.
(If yes, 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 unemploved at any time during the last 12 months?

If yes, dates of unemployment - From: / / To: / /

Did you receive unemployment compensation at any point during vour unemployment?

]

A)

Have you been convicted of a felony or released from prison for a felony conviction in the past 12 months?
Conviction Date: ~ / / Release Date: / /

Was this a D Federal or D State conviction? If State - County: State:

o O

N N X

Additional Tax Credits

IEC (Native American): Are you or your spouse a member of a Native American Tribe?
¥[fyou checked yes please provide a copy of your CDIB card,

CA Residents: D Are you the child of foster parents? D Do you recerve CalWorks? D Workforce Investment Act?

D Are you a migrant or seasonal farm worker? E] Have you ever been convicted of a misdemeanor?
SCResidents: [ | Do you reccive Family Independence Benefits?

=

S— PR S
PLEASE READ, SIGN, AND DATE: /M{f/r*‘"% Wiz e
Under penalties of perjury, I declare the information above to be true and accurate 1o the best of my kmowledge, and ! hereby authorize any agency,
organi.

L2 -25 -5

zaiion, ov individuals to supply such verification or information that may be needed to determine tax credit eligibility to my employer, employer
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Form W-4 (2015)

Purpose. Complete Form W-4 so that your employer
can withhold the correct federat incoms 1ax from your
pay. Consider completing a new Form W-4 each year
and when your personal or financial situation changes.

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

Note. If another person can claim you as a dependent
on his or her tax return, you cannot claim exemption
from withholding if your incoma excesds $1,050 and
includes more than $350 of uneamed income {for
exampls, interest and dividends).

Excepfions. An employee may be able to claim
exemption from withholding even if the employee is 2
dependent, if the employee: -

+ Is age 65 or older,
* Is blind, or

= Wili claim adjustments to income; tax credits; or
itemized deductions, on his or her tax return.

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

Basic instructions. If you are not exempt, compiste
the Personal Allowances Worksheet below. The
worksheets on page 2 further adjust your
withholding aliowances based on itemized
deductions, certain credits, adjustments fo income,
or two-earmners/mutiple jobs situations.

Complete ali worksheets that apply. However, you
may claim fewer (or zero) allowances, For reguiar
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 claim head
of household filing status on your tax retum only if
you are unmarried and pay more than 50% of t
costs of keeping um home for yourself and your
dependent(s) or other qualifying individuals. See
Pub. 501, Exemptions, Standard Deduction, and
Filing Information, for information,

Tax credits. You can take projected tax cradits into account
in figuring your allowable number of withholding allowances.
Credits for child or dependent care expenses and the child
tax credit may be claimed using the Personal Allowances
Workshest below. See Pub. 505 for information on
converting your other credits into withholding allowances.

Nonwage income, If you have a large amount of
nonwage income, such as interest or dividends,
consider making estimated tax payments using Form
1040-ES, Estimated Tax for Individuals, Otherwise, you
may owe additional tax. If 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 earners or multipls jobs. If you have a
working spouse or more than one job, figure the
total number of allowances you are entitied to claim
on all jobs using worksheets from only one Form
W-4, Your withholding usually will be most accurate
when afl allowances are claimed on the Form W-4
for the highest paying job and zero aliowances are
claimed on the others. See Pub. 505 for details.

Nonresidant afian. If you are a nonresident alien,
see Notice 1392, Supplemental Form W-4
Instructions for Nonresident Aliens, before
completing this form.

Check your withholding. After your Form W-4 takes
effect, use Pub. 505 to see how the amount you are
having withheld compares to your projected total tax
for 2015, See Pub. 505, especially if your eamings
exceed $130,000 (Single) or $180,000 (Married).

Future developments. Information about any future
developments affecting Form W-4 {such as legislation
enacted after we release it) will be posted at www.irs.gov/w4.

Personal Allowances Worksheet (Keep for your records.)

A Enter “1” for yourself if nc one else can claim you as a dependent . A (
» You are single and have only one job; or

B Enter“i”if: { ® You are married, have only one job, and your spouse does not work; or 8 [/
© 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 sither a working spouse or more

than one job. (Entering “-0-" may help you avoid having too little tax withheld.) . R c

D Enter number of dependents (other than your spouse or yourself} you will claimonyourtaxretum . . . . . . D

E  Enter“1” if you will file as head of household on your tax return {see conditions under Head of househald above) E

F  Enter “1" if you have at least $2,000 of child or dependent care expenses for which you plan to claim a credit F

{Note. Do not include child support payments. See Pub. 503, Child and Dependent Care Expenses, for details.}
G Child Tax Credit {including additional child tax credit). See Pub. 972, Child Tax Credit, for more information.
o if your total income will be less than $65,000 ($100,000 if married), enter “2” for each eligibie 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 between $65,000 and $84,000 ($100,000 and $118,000 if married), enter “1” for each eligiblechild, . . G
H  Add lines Athrough G and enter total here. (Note. This may be different from the number of exemptions you claim on your tax return.} » H 2
¢ if you plan to itemize or claim adjustments to income and want to reduce your withholding, see the Deductions

For accuracy, and Adjustments Worksheet on page 2.

complete afl » If you are single and have more than one job or are married and you and your spouse both work and the combined
worksheets ‘earnings from all jobs exceed $50,000 ($20,000 if married), see the Two-Eamers/Muitiple Jobs Worksheet on page 2 10
that apply. avoid having too little tax withheld.

s if neither of the above situations applies, stop here and enter the number from line H on line 5 of Form W-4 below.

: Séparate 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
P Whethar you are entitied to claim a certain number of aflowances or exemption from withholding is 2 @ 1 5
subject to raview by the IRS. Your employer may be requived to send a copy of this form to the IRS.

Last e 2 Your social security number

7 FTEN S P D/ -5 ~F¥E3
3 D Single m,Married D Married, but withhold at higher Single rate.
Note. If married, but legally separated, or spouse is a nonresident afien, check the “Single” box.

4 I your last name differs from that shown on your social security card,
check here. You must call 1-800-772-1213 for a replacement card. » D

Form W"4

Department of tha Treasury
internal Revenue Service

1 Your first name and middle initial
W/LL/W L.
Home address (number and street or rural route}

RIS DRI INSB e HnID

City or town, state, and ZIP code

BEfIlei gy < o008 LY >S4/

5  Total number of allowances you are claiming (from line H above or from the applicable worksheet on page 2) 5 2
6  Additional amount, if any, you want withheld from eachpaycheck . . . . . . . . . . . . . . 6%
7 | claim exemption from withholding for 2015, and | certify that | meet both of the following conditions for exemption.

o | ast year | had a right to a refund of all faderal income tax withheld because | had no tax liability, and
o This year | expect a refund of all federal income tax withheld because | expect to have no tax liability.
If you meet both conditions, write “Exempt”here. . . . . . . . . . . . »17]
Under penaities of perjury, | declare that | have examined this certificate and',\ic the best of my knowledge and belief, it is frue, correct, and complete.

Employee’s signature . s DI Wi /;_,Zéﬂw
{This form is not valid unless you sign it.) » /fwd”“ﬂ{ - =

8 Employer’s name and address (Employer: Complete lines 8 and 10 only if sending to the IRS.} g 9 Office code {optional)

Dater L2 =2 S~ -2 OST
10 Employer identification number (EIN)







E-Verify - Print Case Details - Preview

1of2

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

SENSITIVE BUT UNCLASSIFIED

Department of Homeland Security

E-Verify

Report Prepared: 02/27/2015

Page: 1 of 1

Case Information:

Case Verification Number: 2015058111415DD

Employee Information:

Last Name: Pittman First Name: William
Middle Initial: L Other Names Used:

Social Security Number: *EE ** 9483 Date of Birth: 02/03/1949
Citizenship Status: A citizen of the United States Email Address:

Document Information:

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

Passport or Passport Card 5 13434 Document Expiration Date:  08/03/2024
Number:

Alien Number: 1-94 Number:

Additional Information:

Hire Date: 02/25/2015 Employer Case ID:

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

Submitted By: CSCH4411 Submitted On: 02/27/2015
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:

Employee Referred to DHS:

Response Date:

Referred By:

Referred On:

Case Result from DHS (after DHS Tentative Nonconfirmation):

Case Result:

Photo Matching Results:

Response Date:

2/27/2015 10:15 AM



E-Verify - Print Case Details - Preview

20f2

Determination:

Employee Referred to DHS (Additional):

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

Referred By: Referred On:

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

Case Result: Response Date:

Case Closure:

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

Closed By: CSCH4411 Closed On: 02/27/2015

SENSITIVE BUT UNCLASSIFIED

2/27/2015 10:15 AM



