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From: ZBIGNIEW SQBOTA Fax: +1 (866) 386-1157

Form W-4 (2013)

Purpose, Complete Form W-4 so that your
employer can withkold the corract federal income
tax frem your pay. Gonaider complsting a new Form
W-4 each year and whan your personal or financial
situation changes.

Exemption from withholding. i you are exermpt,
complete only lines 1, 2, 3, 4, and 7 and sign the
torm to validate it. Your exemption for 2013 expires
February 17, 2014. See Pub, 505, Tax Withholding
and Estimated Tax.

Note. If ancther person can claim you as a
dependent on his or her tax return, you cannot claim
exemption from withholding if your income exceeds
$1,000 and inciudes mors than $350 of uneamed
income (for exampie, interest and dividends).

Basic instructions. If you are not exempt, complete
the Personal Alowances Worksheet below. The
worksheets on page 2 further adjust your
withhelding allowances based on ftemized
deductions, certain credits, adjustments to ingome,
or two-earners/multiple jobs situations,

To: IRENE RIVAL Fax: +1 (303) 736-7767

Complete all worksheets that apply. However, you
may claim 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 houschold. Generally, you can claim hoad
of household flling status on your tax return only if
you are unmarried and pay more than 50% of the
casts of keeping up a 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 credits into
account in figuring your allowable number of
withholding allowances. Credits far child or
dependent care expenses and the child tax credit
may be claimed using the Personal Allowances
Worksheet below. See Pub. 505 for information on
converting your other credits into withholding
allowances.

Nonwage income. If you have a large amount of
nanwage income, such as interest or dividends,
consider making estimated tax payments using Form
1040-ES, Estimated Tax for Individuats. Otherwise, you
may owe additicnai tax. If you have pension or annuity
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income, see Pub. 505 to find out if you should adisst
your withholding on Form W-4 or W-4P.

Twa earners or midtiple jobs. i you have a
working spouse or more than one job, figure the
total number of allowances you are entitled to claim
on all joba uzsing workshesta from artly one Farm
W-4, Your withholding usually will be most accurate
when all alfowances are claimed on the Form W-4
for the highesi paying job and zero allowances are
claimed or the others, See Pub, 505 for details.

Nonresident alien. 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 comparas to your projected 1otal tax
for 2013. See Pub. 505, especially if your earnings
exceed $130,000 {Single) or $180,000 (Married).

Future developments. informaticn about any future
developments affecting Form W-4 (such as
legislation enacted after we release it} will be posted
at www frs.goviwg.

Personal Alowances Worksheet (Keep for your records.)

A Enter “17 for'yourself if no one else can claim you as a dependent .
* You are single and have only one job: or

B Enter “17” if:

* You are martied, have only one job, and your spouse does not work; ar
* Your wages from a second job or your spouse’s wages (or the total of both) are $1,500 or less.
G Enter “17 for your spouse. But, you may choose to enter “-0-" if you are martied and have either a working spouse or mote

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

D Enter number of dependents {other than your spouse or yourselfy you will claim on your tax return .
E Enter “17 if you will file as head of household on your tax return {(see conditions under Head of household above)
F Enter *1” if you have at least $1,900 of child or dependent care expenses for which you plan to claim a credit

SQQA oh

) (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,
« if your total income will be less than $65,000 ($95,000 if marred), enter “2" for each eligible child; then less “1” if you
have three to six eligible children or less “2" if you have seven or more eligible children.

* i your total income will be between $65,000 and $84,000 ($95,000 and $119,000 if married), enter “1” for each eligible child
H  Addlines A through G and enter total here. {Note. This may be different from the number of exemptions you claim on your tax retun) » H

= If you plan ta itemmize or claim adjustments to inceme and want to reduce your withholding, see the Deductions
and Adjustments Worksheet o 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
earnings from all jobs exceed $40,000 ($10,00C if married), see the Two-Earmers/Multiple Jobs Worksheet on page 2 to
avoid having too little tax withheld.

For accuracy,
complete all
worksheets
that apply.

¢ O
A

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

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

Employee's Withholding Allowance Certificate

P Whether you are entitled to claim a certain humber of allowances or exernption from withholding is
subject ta review by the IRS. Your smployer may be required o send a copy of this form to the IRS.

- W=4

Department of the Treasury
intemal Revenue Servica

OMB No, 1545-0074

2013

Your first name and middia initial

= BIGNE LS

Last name

508074

2 Your social security number

325 -76-5¢56

Home address (number and sireet or rural route)

27¢6 HArIAN RD

3 D Single m Married

ﬂ Married, but withhold at higher Single rate.
Note. if married, but legally separated, or spouse is a nonresident alien, check the “Single” box.

City or town, state, artd ZIP code

/A/VK‘EI\/E S$S JL 60067

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

Total number of allowances you are claiming (from line H above or from the applicable worksheet an page 2) 5

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

7 lclaim exemption from withholding for 2013, and | certify that | meet both of the followsng condltlons for exemptlon
* Last year { had a right to a refund of alf federal income tax withheld because | had no tax liability, and
* Thie 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 .

6

Under penalties of perjury, | declare that [ have examined this certificate and to the best of my knowledge and belief, it is true, correct, and complete.

Emplovee’s signature
{This form is not valid uniess you sign it.) »

el

Date» &g)*ﬁg—Z/j/B

8 Employer's name and address (Employer: Complete lines 8 ard 10 only if sendmg ti

e IRS)

9 Office code (optional) | 10

Employer [dentification number (EiN)

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

Gat. No. 102200Q

Form W4 (z013)
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cma

SBROERATY MARMAEMENT &

Addendum to Application

APPLICANTS MAY BE TESTED FOR ILLEGAL DRUGS

PLEASE COMPLETE PAGES 14 DATE gg ”—ﬁ 8"/3
Name 5050779 Zg/é\/'/’/é_él/

tast First Micdle Maiden

Social Security No. 3 Zﬁj 75 - 44%
Teiephone ( 73 4/‘5_ ?&76‘

If under 18, please list age Referred by
Position applied for (1) Days/hours avaitable to work
and salary desired (2) No Pref Thur
(Be specific) Mon Fri
Tue Sat
Wed Sun
How many hours can you work weekly? Can you work nights? %/ETS

Employment desired _XFULL-TIIVIE ONLY ___ PART-TIME ONLY ___ FULL- OR PART-TIME

When available for work?

Do you have responsibilities or commitments that will prevent you from meeting specified work schedules?
No__ Yes If s0, please explain

Do you anticipate any absences from work on a regular basis?

No _ Yes If 50, please explain
TYPE OF SCHOOL | NAME OF SCHOOL | LOCATION NUMBER OF MAJOR &
{Complete mailing YEARS DEGREE
address) COMPLETED

High School ZESPOL SZED. ERAE ob/ <&

CRCZMOSC) | POLAND ‘

College

Bus. or Trade Schaool

Professional School

HAVE YOU EVER BEEN CONVICTED OF A CRIME?.X No____Yes

If yes, explain number of convicticn(s), nature of offense(s) leading to conviction(s), how recently such offense(s)
was/were committed, sentence(s) imposed, and type(s) of rehabilitation.

September 2010
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DO YOU HAVE A DRIVER'S LICENSE? X Yes __ No
What is your means of transportation to work?
Driver's license number State of issue

Operator ___ Commercial (COL) __ Chauffeur ___

Expiration date

Have you had any accidents during the past three years? :__éYes ___No

If so, how many?

Have you had any moving violations during the past three years? ____ Yes ___ No

If so, how many?

OFFICE USE ONLY
Typing ___Yes__ No Personal Computer ___Yes___ No 10-key ___Yes ___ No
WPM ___PC__ Mac
Word Processing___ Yes_ No Other
WPM Skills

Please list two references other than relatives or previous employers,

Name CLARISH GCERMANY.  Name_ BICE /

pasition S PR VISpR Position /¢S NEE. 1 ﬁ NA 6 62

company PORIDLA PACKAGING _ company MELLOW BROTHERLS PAINTING
Address 45/ Potf6 (A2S Address

UBOGREENLEAF
BATALIA WILMETTE 7L 00 &/
Telephone (5’5& 5‘45 4’4 Zg Telephone (8'9 Z-S—g Qé 76'

An appiication form sometimes makes it difficult for an individual to adequately summarize a complete background.
Use the space below to summarize any additional information necessary te describe your full qualtﬁcat:ons for the
specific position for which you are applying.

MILITAR
HAVE YOU EVER BEEN IN THE ARMED FORCES? __ Yes gNo
ARE YOU NOW A MEMBER OF THE NATIONAL GUARD? _Yes% No

Specialty Date Entered Discharge Date

September 2010
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WORK EXPERIENCE

Please list your work experience for the past five years beginning with your most recent job held.
If you were self-employed, give firm name. Attach additional sheets if necessary.

Name Supervisor name G.MEJSA 662/’/&”'?

Position M&WW%E Employment dates Pay or salary
Company ZEBT0 84 / Ploy

Address 95/ DoL/GLAS From // Zﬂ/ 20l stat /0,00
BATHLYVE To &5//2 | 2ot 3 Fral /0,25

Telephone (7300 338 OB 37 Your last job titid

Reason for leaving (be specific) M DU E Péﬁw 70 42/ Z@ZQ& & 2 &

List the jobs you held, duties performed, skills used or learned, advancements or promotions while you worked at this
Company.

Name Supervisor name
Position ¢V & /Z/C /;LT 7’027'0 w Emol d P |
Company F/E 57—' CMICE' smFF?NG mpioyment dates ay or salary

Address R/ LORS rrom 06/ 20 20/), star 975

To //’/20 zoy) Fral /0,60

Telephone (___) Your last job title”.

Reason for leaving {be specific) ?ﬁ 2 7@&/9 H / 2 E 7 M g

List the jobs you held, duties performed, skills used or learned, advancements or promotions while you worked at this
Company.

Name Supervisor name
Position - -~ C) i ]

— Employment dates Pay or sala
Company NC pioy y y

ross _ ] rom 05 tart
Add 226 HOMAN 2D io /04/20%8

Final
Telephone (7.7 %) {//“7’ - ?0 2o

Your last job title

Reason for leaving (be specific)

List the jobs you held, duties performed, skilis used or leamed, advancements or promotions while you worked at this
company.

Who were you referred by?

May we contact your present employer? No
Did you complete this application yourself _ No

If not, who did?

September 2010
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PLEASE READ CAREFULLY
APPLICATION FORM WAIVER

In exchange for the consideration of my job application by Employer Solutions Staffing Group LLC..
(hereinafter called “the Company™),

[ agree that:

Neither the acceptance of this application nor the subsequent entry into any type of employment relationship,
either in the position applied for or any other position, and regardless of the contents of employee handbooks,
personnel manuals, benefit plans, policy statements and the like as they may exist from time to time, or other
Company practices, shall serve to create an actual or implied contract of employment, or to confer any right to
remain an employee of the Company, or otherwise to change in any respect the employment-at-will relationship
between it and the undersigned, and that relationship cannot be altered except by a written instrument signed by
the Owner/Managing Member of the Company. Both the undersigned and the Company may end the
employment relationship at any time, without specified notice or reason. If employed, I understand that the
Company may unilaterally change or revise their benefits, policies and procedures and such changes may include
reduction in benefits,

[ authorize investigation of all statements contained in this application. T understand that the misrepresentation or
omission of facts called for is cause for dismissal at any time without any previous notice. I hereby give the
Company permission to contact schools, all previous employers (unless otherwise indicated), references and
others and hereby release the Company from any liability as a result of such contact.

T understand that, in connection with the routine processing of your employment application, the Company may
request from a consumer reporting agency an investigative consumer report including information as to my
credit records, character, general reputation, personal characteristics and mode of living. Upon written request
from me, the Company, will provide me with additional information concerning the nature and scope of any such
report requested by it, as required by the Fair Credit Reporting Act.

1 further understand that my employment with the Company shall be probationary for a period of ninety (90)
days and further that at any time during the probationary period or thereafter, my employment relationship with
the Company is terminable at will for any reason by either party.

Signature of applicant Z’&/Z/;/" Date: & & 24 g -20/ 3

September 2010
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Essential Staff CARE

Health Insurance Enrollment Form

Complete the Enroliment Form to Elect or Decline Coverage

* You MUST Complete the Enrollment Form for the New Hire Process
* You MUST Elect or Decline Coverage on the Enrollment Form
* Return the Enrollment Form to your Branch Manager

* Keep the Benefit Page for Your Records and Plan Information

ANY PERSON WHO KNOWINGLY PRESENTS A FALSE OR FRAUDULENT CLAIM FOR PAYMENT OF A LOSS
OR BENEFIT OR KNOWINGLY PRESENTS FALSE INFORMATION IN AN APPLICATION FOR INSURANCE IS
GUILTY OF INSURANCE FRAUD AND WILL BE PROSECUTED.

E MANAGEMENT GROUP Jf

CORPORAT

CMG

For questions or assistance, please call Essential StaffCARE Customer Service at 1-866-798-0803.

The Essential StaffCare Medical/Rx, Accidental Loss of Life, Limb & Sight, Dental and Vision Plans are
undeswritten by BCS Insurance Company, Oakbrook Terrace, lllinois under Policy Series Numbers 25.204,
26.212, and 26.213. The Term Life and Short-Term Disability Plans are underwritten by BCS Life Insurance
Company, Qakbrook Terrace, linocis under Policy Series Number 62.200,

Form: ESC S P2D v9.1]



From: ZBIGNIEW SQBOTA Fax: +1 (866) 386-1157

To: IRENE RIVAL

Frequently Asked Questions

When does coverage go into effect?

Coverage will begin the Monday following a payroll deduction
and continues as long as you have a deduction from your
paycheck. Please review your pay check stub for deductions.
If you miss a paychack, to avoid a brezk in coverage, you may
make direct payments to PAL. After six consecutive weeks without
a payroll deduction or direct premium payment, coverage will be
terminated and COBRA information will be sent at that time. After
six months if there has not been a deduction from your paycheck,
please filt out 2 new enroliment form. Missing information will
delay the process.

When can | make changes?

Coverage may be canceled or reduced at any time, unless your
employer takes premium deductions pre-tax. To make changes
or cancel coverage by telephone call (B00) 269-7783 within 30
days of the date of your first paycheck. You wili be prompted
to enter your PIN CODE plus the tast four digits of your Social
Security number (SSN),

PIN CODE: 142 +__ _ _ (last four digits of your SSN)

Remember, it may take up to two or three weeks for the changes
or cancellation to be reflected on your paycheck. Coverage
will continue as long as you have a paycheck deduction. if
you do not enroll within 30 days of your first paycheck or open
enroliment date, you and your dependents will have to wait until
the next open enroliment or until you have a qualifying life event.
A qualifying life event is defined as a change in your status due
to one of the following:

Marriage or divorce, Birth or adoption of a child{ren};
Termination; Loss of insurance coverage by your spouse; Death
of an immediate family member; Medicare entitement; Employer
bankruptcy, Loss of dependent status or Loss of prior coverage.
In addition, you may request a special enroliment (for yourseif,
your spouse and/or eligible dependents) within 60 days (1) of
termination of coverage under Medicaid or a State Children's
Health Insurance Program (SCHIP), or (2) upon becoming
eligible for SCHIP premium assistance under this medical
benefit.

Who is eligible to enroli?

Dependents are eligible to enroll for all praducts, except for
the short-term disability plan. FEligible dependents include an
employee’s spouse and unmarmied/married children (natural,
adopted or step-children up to age 28).

Fax: +1 (303) 736-7767 Page 8 of 188/9/2013 8:29

Networks

Medical

Beechstreet
www.beechstreet.com
(available except where other nelworks are used)
PHCS Network 1-866-671-7427
www.phes.com

{available for residents of Arkansas and Utah)

Multiplan Network 1-888-342-7427
www.multiplan.com
(available for residents of West Virginia)

1-866-907-3619

Prescription

Caremark 1-888-963-7200
www.caremark.com

Dental
DenteMax 1-800-752-1547

www.dentemax.com

Vision

EyeMed Vision Care  1-866-723-0513
www.eyemedvisioncare.com

Important Information

This is a limited benefit medical insurange plan. This is not major
medical insurarice. Please read this benefit packet in its entirety.
This plan is only available as an employer-sponsored benefit. It
cannot be purchased as an individual policy. Al members may
receive additional deductions and additional weeks of coverage
from their date of cancellation. i you are age 65 or older or if
you or your dependents are eligible for Medicare and you are
enrolled in the Essential StafCARE employee benefits program,
you need to cbtain an important notice regarding Medicare-part
D Prescription Drug Coverage. For the Medicare-part D natice,
contact your Human Resource Departrment.

Essential StaffCARE Customer Service: 1-866-793-0803
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Medical Benefits - Plan 2

Inpatient Benefits Outpatient Benefits
Annual Inpatient Maximum © NoMaximum Annual .(.)utpatie.n.t Maximom L $1,500
Daily Standard Care Maximum $500 per day* Physician Office Visit' f $100 per visit
Daily Intensive Care Unit Maximum ~ $600perday’ | Diagnostic Lab' © $75 per testing day
Surgery (no limit on # of procedures) iﬁgﬂm&gﬂt Diagnostic X-ray! $200 per testing day
 Auesthesiology surgical procedare | Amiblance Secvices! no it o #of s
il:::l:‘t; ?alé:ﬁ:;lga é:i?;a]ﬁfs ;?;; ?t:g; )m a skill $100 per day* gll:zsr::;;,? Occupational, and Speech $50 per visit
* Accidental Loss of Lt[e, Limb &Slght o Emergency Room! - Sickness / Accident :_ $200 / $500 per visit
Employee Amount $20,000 Outpatient Surgery? © $500 per procedure
Spouse Amount $20,000 " Anesthesiology! 8200 per procedure
Child Amount (6 months to 24 years old) $5,000 | Drug Card Benefits
Infant Amount (15 days to 6 months) _ $2,500 . Prescription Drug Benefits’ (per script) . $10 Generic / $30 Brand
o Wellness Beneft
Wellness Benefit (once per year} : . $75 lump sum payment
Employee Only $23.69 Employee + One $48.08 Employee + Family $64.20

_ Dental Benefits Weekly Rates |
- Waiting Period ~ Co-insurance  Annual Maximum Benefit $750 ' Deductible | §50
‘ Coverage A None 80% Exams, Clemihés; ImraoraI Fﬂms and Bitewings
Coverage B 3 months 0% Fillings, Oral Surgery, and Repairs for Crowns, Bridges and Dentures '
Coverage C 12 months 50% Periodontics, Crowns, Bridges, Endodontics and Dentures
‘ Employee Only $5.23 Employee + One $10.46 Employee + Family $17.26 é
Vision Benefits Weekly Rates
: In-Network Out-of-Network _
- Eye Examination for Glasses (including dilation) Co-pay: $10, plan pays 100% Plan pays $35, you pay remaining balance
Frames** Plan pays $110 allowance$ Plan pays $35
Standard Plastic Lenses for Glasses* Co-pay: $25, plan pays 100% Co-pay: $0, plan pays $25-$55+*+*
- Standard Contact Lens Fit* Plan pays up to $55 You pay 100% of the price
Premium Contact Lens Fit* Plan pays 10% off the price You pay 100% of the price
Contact Lenses or Disposable Lenses* Plan pays $110 allowance® Plan pays $88
" Contact Lenses Medically Necessary* _ Plan pays 100% Plan pays $200 :
: Employee Only $2.35 Employee + One  $4.00 Employee + Family $5.64 %
] B _ Short-Term Disability Weekly Raies
: Benefit . 60% of Salary up to $150 per week o _ § Waiting Period / Maximum Benefit Period 7 days / 26 weeks

Employee Only $4.20

Term Life Benefits Weekly Rates
‘ Employee Amount i $10,000 Reduces to $7,500 at 65, 35,000 at age 70 Child Amount (6 months to 24 years old) i $5,000
; Spouse Amount i $5,000 Terminates atage 70 | Infant Amount (15 days to 6 months) : $1,000
Employee Only $0.60 Employee + One  $0.90 Employee + Family $1.80

! up to annual outpatient maximum ¢ No limit on # of days °$50 Monthly Maxirmum (no carry over)
* Once every 12 months. ** Once every 24 months, *** Single Vision: $25, Bifocal: $40, Trifocal: $55
§ Discount on balance above allowed amount; Frames: 20%, Conventional Contact Lenses: 15%.



From: ZBIGNIEW SQBOTA Fax: +1 (866) 386-1157

To: IRENE RIVAL

EXCLUSIONS AND LIMITATIONS

These are the standard limitations and exclusions. As they
may vary by state, please see your summary plan description
(SPD} for a more detailed listing.

MEDICAL AND ACCIDENTAL LOSS OF LIFE, LIMB OR
SIGHT BENEFIT

No benefits will be paid for loss caused by or resulting
from:

* Intentionally self-inflicted injuries, suicide or any attempt
while sane or insane;

* Deciared or undeclared war;
*  Serving on fulltime active duty in the armed forces;
* The covered person’s commission of a felony;

*  Work-related injury or sickness, whether or not benefits are
payable under workers’ compensation or similar law;

* With regard to the accidental loss of life, limb or sight
benefit - sickness, disease, bodily or mental infirmity or
medical or surgical treatment thereof, or bacterial or viral
infection regardless of how contracted. This does not
include bacterial infection that is the natural and foreseeable
resutt of an accidental external bodily injury or accidental
food poisoning.

No benefits will be paid for:

* Eye examinations for giasses; any kind of eye glasses, or
vision prescriptions;

* Hearing examinations or hearing aids;

*  Dental care or treatment other than care of sound, natural
teeth and gums required on account of injury to the covered
person resulting from an accident that happens white such
person is covered under the policy, and rendered within 6
months of the accident;

* Services rendered in connection with cosmetic surgery,
except cosmetic surgery that the covered person needs for
breast reconstruction following a mastectomy or as a result
of an accident that happens while such person is covered
under the policy. Cosmetic surgery for an accidentai injury
must be performed within 90 days of the accident causing
the injury and while such person's coverage is in force;

* Services provided by a member of the covered person's
immediate family.

DENTAL

The pian will pay only for procedures specified on the Schedule
of Covered Procedures in the group policy. Many procedures
covered under the plan have waiting periods and limitations

on how often the plan will pay for them within a certain time
frame. For more detailed information on Covered Procedures
or limitations, please contact Essential StaffCARE Customer
Service at 1-866-798-0803.

Fax: +1 (303) 736-7767 Page 100of 188/9/2013 8:29

VISION

No benefits will be paid for any materials, procedures or
services provided under Workers’ Compensation or similar
law; non-prescription lenses, frames to hold such lenses, or
non-prescription contact ienses; any materiais, procedures or
services provided by an immediate family member or provided
by you; charges for any materials, procedures, and services 1o
the extent that benefits are payable under any other valid and
coliectible insurance policy or servica contract whether or not a
claim is made for such benefits.

PRESCRIPTION DRUGS

No benefits will be paid for over the counter products or
medications or for drugs and medications dispensed while you
are in a hospital.

SHORT-TERM DISABILITY

No benefits are payable under this coverage in the
following instances:

*  Attempted suicide or intentionally seif-inflicted injury;

* Voiuntary taking of poison; voiuntary inhaiation of gas;
voluntary taking of a drug or chemical. This does not apply
to the extent administered by a licensed physician. The
physician must not be you or your spouse, you or your
spouse's child, sibling or parent; or a person who resides in
your home;

» Declared or undeclared war or act of war;

* Your commission of or attempt to commit a felony, or any
loss sustained while incarcerated for the feiony;

* Your participation in a rot;
* |f you engage in an iilegal occupation;
* Release of nuclear energy;

¢ QOperating, riding in, or descending from any aircraft
{including a hang glider). This does not apply while you are
a passenger on a licensed, commercial, nonmiitary aircraft,

*  Work-related injury or sickness.

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

TERM LIFE

No Life Insurance benefits will be payable under the policy for
death caused by suicide or self-destruction, or any attempt at it
within 24 months after the person's coverage under the policy
became effectiva.
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IND 221800-CMG |OFFICE USE ON HireDate [ T MT M T T I 1

EMPLOYEE INFORMATION

(Must Be Filled Out) ENROLLMENT FORM - PLAN 2 USE BLACK cr 2LUE INK ONLY
‘ ’ ~ Do you or any dependents have Medicare? ——————
Social Sscurity Number I_LE3 Z ]'LB_I7 é*lﬂf_ll&i@ [l yes ENO If Yes:

Bate of Birth IZ]/ “a / Sex @ Medicare Health Insurance Claim Number (HICN)

Neme ZBI/CGN/ELS  SpBOTA (O]
swectadiross 278 LAVION _BD e o 3iomn(s> ]

1.
2

cty INVER NESS swelZl zpleleldlelA | 5
Home Phone [ZHZEJ-M/_HEMIZ@ \ % y

1 have read the benefit packet and understand its limitations. | understand that open enroliment is only available for a limited
time and | understand that making no medical selection is a dediination of coverage.

Sigriature Z
7z

» You MUST enroll in the Medical Insurance Pign before adding any additional benefits.
» Your caverage level for the additional benefits will be idenfical to your medical pian selection.

BENEFIT SELECTION REQUIRED DEPENDENT INFORMATION

MEDICAL Name BARBAKA SOBOTA
[] $23.69 Employee Only .  Social Security Number@@@-ﬂﬂil;
% $48.08 Employee +1 pate of Birtn [OL TV [T NV A EST Sex,

Relationship: §& Spouse [J Domestic Partner [1 Child

$64.20 Employee + Famlly
Name

NO to all benefits. H—B—I
I:I If checked, stop! Go no further. Social Security Numberl I u—]‘l H I"D
pateofBirtn L /L VL L L I | sex
DENTAL Relationship: [ Spouse [1 Domestic Partner [J Child
vyES $5.23 Employee Only
$10.46 Employee +1 Name
X NnO $17.26 Employee + Family Social Security Numberl l l H | H:I} L1
- Date of Birth I:lDl DDI Dm Sex m
VISION Relationship: (1 Spouse [} Domestic Partner {] Child
D YES $2.35 Employee Only Name

$4.00 Employee +1
END pioy

$5.64 Employee + Family Social Security NumberL_ 1L L L 1 L LI 1 ]
pateof Bien L VL L L LT 1 sex[MIF]

TE RM LIFE ’ Relationship: [J Spouse {1 Domestic Partner [] Child
%YES $0.60 Employee Only BENEFICIARY INFORMATION B

$0.90 Employee +1 " ; e " —
N For Term Life \ Accidental Loss of Life, Limb & Sight, please write
©  $1.80 Employee + Famlly in your beneficiary information.

et rreems

SHORT-TERM DISABILITY NAME OF BENEFICIARY

D YES $4.20 Employee Cnly
NO RELATIONSHIP

Short-Term Disability is not available to persons who work in ]
California, Hawaii, New Jersey, New York, or Rhode Island. Accidental Loss of Life, Limb & Sight is part of the Medical Benefit.

Form: ESC 8 P2D v8.1
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EMPLOYER SOLUTIONS STAFFING GROUP
IN CASE OF AN EMERGENCY - NOTIFICATION INFORMATION

Name:_Z 13/ GM/IEL,  S0BOTH
Address: 275 A//QMQA/ /?1/7 /A/L/EQNg§§ .74 é§%7
Home Phone: 773 - 4/5 - 9&75

Person(s) to contact in case of an emergency on the job (in order of preference):
1. Name: Zﬁﬁgﬁﬂlg 503&7—9

Phone (work):

Phone (home): 773 ’5&2 ’0355_

2. Name:

Phone {work):

Phone (home).

Additional information you want Employer Solutions Group and our clients {o know in the event
of an emergency:
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Employer Solutions Staffing Group Direct Deposit Authorization

If you are applying for direct deposit, please make sure that you are mark whether the account is a savings or
checking. Failure to provide this information can result in the deposit being delayed for several days. Please
also note that it is possible for your direct deposit to be delayed a day or two the first week that your direct
deposit is processed. Every bank is different and, although this doesn’t happen frequently, it does happen.
If you cannot wait a day or two past pay day for your deposit, then we suggest staying with a paper paycheck.
The time that the money goes into your account on pay day varies by bank.

Please allow until at least 10 am on your paydate for the deposit to show.

Please print

Check one of the following Effective Date
E\ Start [ JAs Soon As Possible
[} stop

[LJFuture Paydate
[1 Change / /

Social Security Number

325 -76-99-5&

Name {Last, First Middle Initial)

S0OBD7R ZLIGHN A

Home Address _ Street City State Zipcode
276 HAMAN PD INVERNES S v/a 6008
Date (Mo/Day/vr) Employee Signature.- Daytime Phone Number N
= al 773-9/5 -F076
SUBMISSION OF THIS FORM MEANS YOUR ENTIRE /
PAYROLL CHECK WILL GO TO THIS FINANCIAL INSTITUTION v

Financial Institution Name (Bank, Savings Institution, Credit Union, etc)

Type of Account
ECheCking Savings l_—| Money Maxkgtﬂhmkiuz_ﬂMnanarkﬂinmmm?mnim Suhmiec —

B

Wetil ZBIGNIEW ;50507& 187 ARHTI0
B BARBARA SOBOTA

2HE S HAMAN 3 G

INVERNESS L 60067 B RSNy~ J—
g lotihe . _
s Clecterof’ _ . (g

PARK NATIONAL BANK AND TRUSY
PHEH NORTH MILWAUKEE AT CENTRAL PARK
S CHICAGD, ILLINGES 50618

HOPA00LIB I #37w BT O 2030

Your Park Mattonal Bank

Acct. No. ending: 1840
Your NEW Rouling Number: QFIO04779
Your NEW Account Number: 184503718008

U.8. Bank 24 Hour Banking
Bo0-USBanks (B00-872-2657)
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7301 Ohms Lane / Suite 405

| Staffing ] L Edina, MN 55439
#l Group LLC New Hire Application T:952.835.1288 / F:052.835.4881

Personal Data-- PLEASE PRINT L EGIBLY iN INK

LastName OO BL 777 First Name =23/ (SIS Middle Initial
Street Address Z 7 5 f/ﬁ/‘?f?ﬂ/ ZJ)

cityistaterzip_ SNV ERNESS TL G006 7

Home Phone Cell / Message Phone 77 3 - 4/ 5 _?& 7 ,é”

Company/Employer

All offers of employment are conditional upon satisfactol roof of identi

Are you legally authorized to work in the United States of America? \ﬂYES [INO

Applicant Certification and Authorization
| authorize Employer Solutions Staffing Group {(ESSG; to use the information and statements contained in this application to determine my
quzlifications 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 clients of ESSG.
This may include but is not limited to, investigations of criminal and/or conviction records, driving recerds andfor a drug screen test as
required by clients, government regulations or by ESSG policies.
[ 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. 1 understand that any material omission or misrepresentation will result in my disgualification from
consideration for employment or, if discovered after | begin employment, will result in my termination.

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

ZBICMEL) SOBDTA. =l O8-DE-C10/3

Name (Print or type) Applicant's Signature / Date

A copy or facsimile will be considered the same as an original signature.

For ESSG Office Use Only

DOH NHW 18 8850 w4

Emergency Contact Info Background Release Form Background Results § Day Letter ESC Application
{If applicable)

ESSG Rey. 05/2011
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Employment Eligibility Verification USCIS
Form 1-9
Department of Homeland Security OMB No. 1615-0047
s, szenshm and Innmgrabon Semcm

Expms 03!31/2016

DSTAR'!' HERE. Read instructions carefully before completing this form. The instructions must bs available during compistion of this form.
ANTI—DISCRIMINA‘}'!ON NOTICE: It is illegal to discriminate against work-authorized individuals. Employers CANNOT specify which

document(s) they will accapt from an employes. The refusal to hire an individual because the documentation presented has a future
expiration date may also constitute i!legal discrimination.

mmmmaemﬂwcntmmmmpﬂnga

Last Name {(Family Name) First Name (Given Namel Middle !nitial | Other Names Used (/¥ any}
S0B07A =05/ G NIEL)
Addrass (Streat Number and Name) Apt. Number

276 HAOMAN RD Wveeness |7l [6los7
Date of Birth {mmAddlyyyy) |U.S. Sodial Security Number | E-mail Address

06]/9] 19571625 26 e ZB/mow/S0B07% OSHHt, 775457307

I arm aware that federal law provides for Imprisonment and/or fines for false statements or use of falsa documents in
connection with the completion of this form.

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

[7] A noncitizen national of the United States (See instructions)
I____l A lawful permanent resident (Alien Registration Number/USC!S Number):

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

For aliens authorized to work, provide your Alien Registration Number/USCIS Number OR Form I-34 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 artival in the United
States, include the following:

Foreign Passport Number:

Country of Issuance:

Some aliens may write "N/A” on the Foreign Passport Number and Country of issuance fields. (See instructions)

Signature of Employee: m:f Date (mm/ddyyyy): /) gt /ﬁ gf/ 20/ 3

L=

| attest. under penalty of perjury, that | have agsisted In tha completian of this form and that fo the best of my knowledge the
informatlon is true and correct.

Signature of Preparar or Translator:

Date (mmiddAyyy):

Last Name (Family Name)

First Name (Given Namaj
Address (Sfreef Number and Nama)

City or Town State Zip Coda

FormI-9 03/08/13 N Page 7 of §



From: ZBIGNIEW SQBOTA Fax: +1 (866) 386-1157 To: IRENE RIVAL Fax: +1 (303) 736-7767 Page 16of 188/9/2013 8:29

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

List A OR ListB AND ListC
Identity and Employment Authorization Idantity Employment Authorization
Document Titie: ocument Title: Document Title:

Issuing Authority: ssuing Authority: issuing Authority:

Document Number: cument Number: Document Number:

Expiration Date (i any)(mm/ddyyyy): xpiration Date (if any){mmiddiyyyy}): Expiration Date {if any)(mm/odiyyy):

Documaent Tile:

Issuing Authority:

Document Number:

Expiration Date (i any){mm/ddiryyy):

3-D Barcode
Do Not Write in This Space

Document Tifle:

{ssuing Authority:

Document Number:

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

Certification

I attest, under penalty of perjury, that (1) | have examined the document(s) presented by the above-named employee, (2) the
above-listad document(s) appear to ba genuine and to retate to the employee named, and (3) to tha hest of my knowiedge the
employee is authorized to work in the United States.

The employee’s first day of employment (mm/dd/yyyy): {See Instructions for exemptions.)
Signaturs of Employer or Authorized Representative Date (mm/ddiyyvy) Title of Employer or Authorized Representative

Last Name {Farnily Name} First Name (Given Nama) Emplayer's Business or Organization Name

Employer's Business or Organization Address (Street Number and Nameg} | City or Town State Zip Code

Section 3. Reverification and Rehires “{To ba completed and signed by ermployer or authorized represeritative.)
A. New Name (if applicablg) Last Name (Family Name) First Name {Given Name) Middie Inifial | B. Date of Rehire (if applicable) (mand/yyyy)

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

Document Tite: Document Number: Expiration Date (i any){mm/ddiyyy):

| attest, under penalty of perjury, that to the best of my knowledge, this employes [s authorized to work in the United States, and if
the employee presented document(s), the document{s) | have examined appear o be genuine and fo relate to the individual.

Signature of Employer or Authorized Representative: Date (mm/dd¥yyy): Print Name of Employer or Authorized Representative:

Form 19 03/08/13 N Page 8 of 9
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FadionSanrcl

R R Y S Nationsearch.com 11160 Huron St. #201 Thornton, CO. 80234
Phone 800.827.9550 Fax 800.827.6118

AUTHORIZATION FOR RELEASE OF INFORMATION FOR EMPLOYMENT PURPOSES
T hereby authorize Nationsearch.com, and its designated agents and representatives to conduct a review of my

background through a consumer repott and for an investigative consumer report to be generated for employment
purposes, promotion, reassignment or retention as an coployee of

T'understand and am aware that the scope of the consumer report/investigative consumer report may include, but is not
limited to the following areas: names and dates of previous/current employment, work experience, criminal history
records, sexual offenders lists, motor vehicle records, educational records, professional license verification, credit
history, civil cases, OF AC list, O1G/GS A lists and

any other sanctions lists. Upon request, Nationsearch.com will supply a copy of the consumer report (completed) along

with %0 of the rights under the FCRA.
I g / /o 7—9 authorize the refease of these records or data pertaining to

me which an individual, company, firm, corporation, or public agency may have. 1 authorize the full release of the
information described above, without any reservation, throughout any duration of my employment at {company
name} .

I hereby release Nationsearch.com and its agents, officials, representatives or assigned agencies, including officers,
employees or refated personnel both individually ang colleetively, from any and all liability for damages of any kind,
which may at any time, resuli to me, my heirs, family or associates because of compliance with this authorization for
release of information. T hereby certify that all information provided below and on my resume, CV or questionnaire is
correct to the best of my knowledge. Any false statements provided on this form and/or on my resume, CV or
application questionnaire will be considered just cause for the termination of employment at any time. This
authorization and consent shall be valid in original, fax, copy or scanned form.

Pleasc provide the following information, which is required by government agencies and other entities for identification
purposes when conducting the background screening process. This information is confidential and will not be used for
any other purpose.

oA 08-08-20/3

Applicant Signaturg” Date

Other Names Used:

Social Security Numb — ‘

ocial Security Number 325 - 76'“4’(/36’
Date of Birth: To be used for screening -

purposes only 06— / 9’ / 95- 7

Smeotiome 5130-9805-7/74
TUN OS5

Street Address City State Zip Code

276 HAMAN RD  |IMVERNESS T/ 60067

Revised 2/22/2011
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