EMPLOYMENT APPLICATION

NNOVATIVE
IRING

ECHNOLOGY INC.

Last Name First Nama Middle Namie 5o#
Address Apt.# or P.O. Box Privers License # 7 State
City State Zip
{ ) () )
Home Phone Mobile Phonhe Emergency Contact Phone
Qther names prior empioyment or education records would be shown under (i.e. Malden Nama)
Position applied for 1. 2 Date avallable:
How did you hear about us? Refemred By: Q *Smoker 2 * Nan-Smoker
Geographic preference: Workshift available: DAYS: HOURS: _
Salary desired: (Min.) § par Available: O Temp QO Perm O Either O Pant Time Q Full Time
* How long hava you been a local resident? * Rent? * Qwn?
* Spouse’s Name? * Spouse's Employer?
Have you been convicied of a crime within the past seven years? O Yes Q No {A conviction will not necessarily preclude employment.)
It YES, list offense(s).
Date: State: Explain:
Have you ever been bonded? J Yes 3 No Have you ever had z fidefity bond cancelied or denied? dJ Yes Q No
Have you eves been discharged by an empioyet? < Yes 2 No i yas, give details:
Education: :
High School: Years: City: ____ Diploma:
College: Years: City: Degree:
Other: Years,___ City: Degree:
Mast Recant Company: Type of Business; ' For Office Use Oiy. - L
Employer: Address: Phone:, BT
City / State /7 Zip
Datas: immediate Supervisor: Phone / Ext.
Position Held:  Salary From: § per To. § per
From; Detailed Job Responsibilities: .
Mo /YT,
To: _  Reason tor Leaving.
Mo./Yr. May we contact: (3 Yes O No if No, why?
Pravious Compaty: Type of Business:
Employer: Address: Phane:
City / State / Zip
Dates: Immediate Supervisor. Phone / Ext.
Position Held:  Salary From: § per To:.$ per
From. Detailed Job Responsibilities:
Mo./Yr. -
Yo ____ . HReason for Leaving:
Mo./Yr. May we contact: Q0 Yes Q Neo It No, why?
Previous _Company: Type of Business: ..
Employer: Address: Phone:
Gity / State / Zip
Dates: immediate Supervisor: Phone / Ext.
Position Held: Salary From: $ per To: $ per
From: Detailed Job Responsibilities: :
MosYr
To. . Reason for Leaving:
Mo./Yr. May we contact: O YES 2 No  If No, why?

* Optional



Fom wn@ : Empfnyee's Withhelding Certificate OMB No. 1545-0074

¥ Corplete Form W4 so that‘your employer can withfiold the comrect faderal lncoma tax from your pay. 2 @ 2 @

Departmant of tha Traasury ‘ ¥ Give Form W-4 to your employer.
Intemal Revenue Servica P Your withholding Is subject to review by the IRS.
Step 1: (8] First narne and middle hila Last name v (bl Social security number
Enter :
Addrass
¥ Does your name match the
Firsonat: narnét; ;J'n ym:‘:: soclal security
nformati [4:1 not, ta ensura you gat
on City ortown. stale, and ZIP coda creditfor your eamings, s¢':nn!g<:t
S5A at B00-772-1213 or go to
www.ssa.gov,
{e) LIStgloor Married tiling separately
I Marsied filing lolntly for Qualllying widow(an)
D Head af househeld {Check only If you're unmarried and pay more than half the costs of keeping up a home for yoursall and a qualifying individuat)

CD_mPIBte Steps 2-4 ONLY If they apply to you; otherwise, skip to Step 5. See page 2 for more information on each step, who can
claim exemption from withholding, when to use the online estimator, and privacy.

Step 2: Complete this step if you (1) held more than one Job at a time, or (2) are married filing jolntly and your spouse
Multiple Jobs also works. The correct amount of withholding depends on income earned from all of these jobs.

or Spouse Do only one of the following.

Works (a) Use the estimator at www.irs.gov/W4App for most accurate withholding for this step (and Steps 3-4); or

(B} Use the Multiple Jobs Worksheet on page 3 and enter the result in Step 4(c} below for roughly accurate withholding; or

{c} If there are only two Jobs total, you may check this box. Do the same on Form W-4 for the other job. This option
Is accurate for Jobs with similar pay; otherwise, more tax than necessary may bawithheld . . . . . »[J

“TIP: To be accurate, submit a 2020 Form W-4 for all other jobs. If you {or your spouse) have self-employment
incormne, including as an independent contractor, use the estimator.

Complete Steps 3-4(b) on Form W-4 for only ONE of these jobs. Leave those steps blank for the other Jobs. (Your withholding will
be most accurate if you complete Steps 3-4{b} on the Form W-4 for the: highest paying job.)

Step 3: If your income will be $200,000 or less ($400,000 or less Iif married filing jointly):
Claim
Dependents Multiply the number of qualifying children under age 17 by $2,000F §
Muttiply the number of other dependents by$50¢ . . . . ¥ § '
Add the amounts above and enter the totathere . . . . . . . . . . . . . 3%
Step 4 (a} Other income {not from Jobs). If you want tax withheld for other income you expect
{aptional): !hls year that won't have withholding, enter the amount of other income here. This may
’ i include interest, dividends, and retirementinceme . . . . . . . . . . . . l|4&}S
Other .
Adjustments .
{b) Deductians. If you expect to claim deductions other than .the standard deduction
and want to reduce your withholding, use the Deductions Worksheet on page 3 and
entertheresufthere . . . . . . . . . . . . . . . .., . . |4bHS
{c) Extra withholding. Enter any additional tax you want withheld each pay period . [4[c)|$
Step 5: * { Under penalties of perjury, | declare that this cerilficats, to the best of my knowledge and belief, Is true, correct, and camplste.
Sign
Here }, P
Employee’s signature (This form is not valld unfess you slgn it)) Date
Employers | Employer's nams and address First date of Employer Identification
Only employment number (EIN)

For Privacy Act end Paperwork Reduction Act Notice, sae page 3. Cat. No. 102200 ~ form W-4 (2020)



Form W-4 (2020 *

Pags 2

Genetal Instructions

Future Developments

For the latest lnformatip‘n about developments related to
Form W-4, s_uch as legislation enacted after it was published,
go to www.irs.gov/FormiA/4,

Purpose of Form

Complete Form W-4 so that your employer can withhold the
correct federal Income tax from your pay. if too little is
withheld, you will generally owe tax when you file your tax
return and may owe a penalty. if too much is withheld, you will
generally be due a refund. Complete a new Form W-4 when
changes to your personal or financial situation would chanoe
the entrles on the form. For more information on withholding
and when you must furnish a new Form W-4, see Pub. 505.

Exemption from withholding. You may claim exemption from
wuthl'[qldlng for 2020 if you meet both of the following
conditions: you had no federal income tax liability in 2019 and
you expect to r!ave no federal income tax liability in 2020. You
had no federal income tax iiability in 2019 if (1) your total tax on
line 16 on your 2019 Form 1040 or 1040-SR is zero (or less
than the sum of fines 18a, 18b, and 18¢}, or (2} you were not
rqqunred to file a return because your income was below the
filing tht_'asho!d for your correct filing status. If you claim-
exemption, you will have no Income tax withheld from your
paycheck and may owe taxes and penalties when you file your
2020 tax return. To claim exemption from withholding, certify
that you meet both of the conditions above by writing “Exempt”
on Form W-4 in the space below Step 4{c). Then, complete
Steps 1(a), 1(0), and 5. Do not complete any other steps. You
will need to submit a new Form W-4 by February 16, 2021.

Your privacy. If you prefer to limit information provided in
Steps 2 through 4, use the online estimator, which wil also
Increase accuracy.

As an alternative to the estimator: if you have concems
with Step 2(0]. you may choose Step 2(b); if you have
concerns w'tth Step 4{a}, you may enter an additionat amount
you want withheld per pay period in Step 4(c). I this Is the
only job in your household, you may instead chack the box
~ inStep 2(c), which will increase your withholding and
.. signlficantly reduce your paycheck (often by thousands of
dollars over the year). - :

When to use the estimator. Conslider using the estimator at
www.irs.gov/Wd4App if you:
1. Expect to work only part of the year;

2 Have dividend or capital gain income, or are subject to
additiona! taxes, such as the additional Medicare tax;

3. Have self-employment income (see below); or

4. Prefer the most accurate withtiolding for multiple job
situations. .

Self-employment. Generally, you will owe both income and
self-employment taxes on any self-employment income you
recelve separate from the wages you recelve as an
employee. If you want to pay these taxes thwough
withholding from your wages, use the estimator at
www.irs.gov/W4App to figure the amount to have withheld.

Nonresident alien. If you're a nonresident alien, see Notice
1392, Supplemental Form W-4 Instructions for Nonresident
Aliens, befare completing this form.

Specific Instructions

Step 1{c). Check your anticipated filing status. “This wil
determine the standard deduction and tax rates used to
compute your withholding.

Step 2. Use this step if you (1) have more than one job at the
same time, or (2) are married filing jointly and you and your
spouse both work. : '

Option (a) most accurately calculates the additional tax
you need to have withheld, while option (b) does so witha
little less accuracy.

If you {and your spouse) have a total of only two jobs, you
may instead check the box in option {c). The box must also be
checked on the Form W-4 for the other job. If the box is
checked, the standard deduction and tax brackets will be cut
in half for each Job to calculate withholding. This option is
roughly accurate for jobs with simitar pay; otherwise, more tax
than necessary may be withheld, and this extra amount will be
larger the greater the difference in pay is between the two jobs.

wXg Multiple jobs. Complete Steps 3 through 4(b) on only
A one Form W-4. Withholding will be most accurate if

ST oy do this on the Form W-4 for the highest paying job.

Step 3. Step 3 of Form W-4 provides instructions for
determining the amount of the child tax credit and the cradit
for other dependents that you may be able to clalm when
you file your tax return. To qualify for the child tax credit, the
child must be under age 17 as of December 81, must be
your dependent who generally fives with you for more than
talf the year, and must have the required socia! secutity
number. You may be able to claim a credit for other
dependents for whom a child tax credit can't be claimed,
such as an older child or a qualifying relative. For additional
eligibility requirements for these credits, see Pub. 972, Child
Tax Credit and Credit for Other Dependents. You can also
include other tax credits In this step, such as education tax
credits and the foreign tax credit. To do so, add an estimate
of the amount for the year to your credits for dependents
and enter the total amount in Step 3. Including these credits
will increase your paycheck and reduce the amount of any
refund you may receive when you file your tax return.

Step 4 (optional).

Step 4(a). Enter In this step the total ‘of your other
estimated income for the year, if any. You shouldn't includs
incomne from any jobs or self-employment. If you complete
Step 4(a), you likely won’t have to make estimated tax
payments for that income. If you prefer to pay estimated tax
rather than having tax on other income withheld from your
paycheck, see Form 1040-ES, Estimated Tax for Individuals.

Step 4(b). Enter in this step the amount from the Deductions
Worksheet, line 5, if you expect to claim deductions other than
the basic standard deduction on your 2020 tax return and
want to reduce your withholding to account for these
deductions. This includes both itemized deductions and other
deductions such as for student loan interest and IRAs.

Step 4{c). Enter in this step any additional tax you want
withheld from your pay each pay period, including any
amounts from the Multipte Jobs Workshest, line 4. Entering an
amount here will reduce your paycheck and will either increase
your refund or reduce any amount of tax that you owe.



Form W-4 (2020)

! : Page 3

Step 2(b)—Multiple Jobs Worksheet (Keep for your records.)

:_fYOU ‘:,hgose_ the option in Step 2(b) on Form W-4, complete this worksheet (which calculates the total extra tax for all jobs) on only ONE
orm W-4. Withholding will be most acourats if you complets the worksheet and enter the result on the Form W-4 for the highest paying job.

tNot.c.-: .lf more than one job ha.s annual wages of more than $120,000 or there are mare thén' three jobs, see Pub. 505 for additional
ables; or, you can use the online withholding estimator at www.irs.gov/W4App.

1 Two jobs. if you have two jobs or you're mamied fiting jointly and you and your spouse each have one
job, find the amount from the appropriate table on page 4. Using the “Higher Paying Job" row and the

“Lower Paying Job™ column, find the value at the intersection of the two household salaries and enter
that value on line 1. Then, skiptofines . . . . . . . -

1§

- . . . - . 3 . .
! ——————— e

2  Three jobs. If you and/or your spouse have three jobs at the same time, complete lines 2a, 2b, and s

2c below. Otherwise, skip to fine 3.

a Find the amount from the appropriate table on page 4 using the annual wages from the highest
Payinq' job in the j‘Higher Paying Job” row and the annual wages for your next highest paying job
In the “Lower Paying Job” column. Find the value at the intersection of the two household salaries
and enter that value on line 2a . .. .

b Add thu?:l annuil wages of the two highest paying jobs from line 2a together and use the total as the
wages in trle Higher Paying Job" row and use the annual wages for your third job in the “Lower
Pa;lr-lng é.lgb colurnn to find the amount from the appropriate table on page 4 and enter this amount
on line

¢ Add the amounts from lines 2a and 2band entertheresultonline2s . . . . . . . . .

Enter the number‘ of pay periods per year for the highest paying job. For example, if that job pays
weekly, enter 52; if it pays every other week, enter 26; if It pays monthly, enter 12, ete, : . . . .

Divide the annual amount on line 1 or line 2c by the number of pay periods on ling 3. Enter this
amount here and in Step 4{c} of Form W-4 for the highest paying job {along with any other additional
amountyouwantwithheld) . . . . . . . . . ., ., . .. .. ... s .

2a $

2p$

2c

3

4

Step 4{b)—Deductions Worksheet (Keep for your records,)

Enter an estimate of your 2020 itemized deductions (from Schedule A (Form 1040 or 1040-58R)). Such

deductions may include qualifying home mortgage Interest, charitable contributions, state and local
taxes {up to $10,000), and medical expenses in excess of 7.5% of yourincome . . .-. . . . - 1

* $24,800 if you're maried filing jointly or qualifyin

2 Enter: [ *» $18,650 If you're head of household

* $12,400 If you're single or married filing separately

8 lfline 11s greater than line 2, subtract line 2 from line 1. If line 2 is greater than line 1, enier wg | 3 8

$
$

B
$

g widowl{er) o B -
}.‘~.......2$

4 Enter an estimate of your student loan Interest, deductible IRA contributions, and certaln other
adjustments (from Part Ii of Schedule 1 (Form 1040 or 1040-SR)). See Pub. 505 for mare information 4 &

§ Add lines 8 and 4. Enterthe result here and in Step d{b) of FormW-4 . . . . . . . . . . . 5 §

Privacy Act and Paperwork Reduction Act Nolice. Wa ask for the Information
on this form ta cany out the Intemal Revenue laws of the United States. intemal
Ravenue Cods sections 3402{(1)(2) and 6109 and thelr regulations require you to
provida this Information; your employer usas It to determine your federal income
tax withholding. Fallure to provide a properly completed form will rasult in your
being treated as 2 single person with no other entries en the form; providing
fraudutent infarmation may subject your to punalties. Routine uses of this
information Include giving It to the Depariment of Justice for civil and criminal
litigation; o citles, states, the District of Columbla, and U.S. commonwealths and
possesstens for usa In administaring thelr tax laws; and to the Departmant of
Health and Human Services for use In the Natlonal Diractory of Naw Hiras, We
may also disclosa this Information to other countres under a tax treaty, to federal
and stata egancles to enforce federal nontax eriminal laws, or to fedarel law
enforcemeant and Intelligence agencles to combat tervarsm.

You are not raquired to provide the Information requestad on a form that Is
subjact to the Paperwork Reduction Act unless the form displays a valid OMB
control numbar, Baoks or records refating to a torm or its instructions must ba
retained as long as thelr contents may becoma materdat It the administration of
any Intemnal Revenue law. Genarally, tax retums and ratum informalion are
canfidentlal, as raquired by Code ssction 6103,

The average time and expenses requlred to complete and fifa this form will vary
depending on Individua! circumstances. For estimatad averages, ses the
instructions for your income tax return,

If you have suggestions for making this form simplar, we would be happy to hear
from you. See the Instructions for your incoma tax ratumn.



Form W-4 {2020)

Paga &

Marrie;d Filing Jointly or Qualifying Widbw(er)

Highar Paying Job Lower Paylng Job Annual Taxable Wage & Salary
Av;':::fg’;'a:r? S0- - [s10,000-[s20.000-|s30.000- 640,000 - 50,000 - 50,000 - $70,000 -] $80,000 -[$30,000 - 00,000 -{110,000 -
A 999 | 28,909 ) 29,999 | 49,992 | 59,999 | 69,999 | 79,992 | 9,999 | 93,999 | 108,999 § 120,000
- $0- 9,839 $0 $220 $850 | $900 | $1,020 | $1,020 | $1,020 | $1,020 | $1,020°| $1,210 $1,870 | $1870
$10,000- 1g999| 220 | 1220 | 1900 ] 2400} 2220 | 2220 2220 | 2220 | ‘2410 | 3410} 4070 | 4070
$20,000 - 29,999 850 1000 | 2730 | 2930 ! 3050 | 3050 | 3050 | 3240 ) 4240 ) 6240 | 6900) 5800
£30,000- 39,909 00 | 2400 | 2930 3930] 3250 3250 -8,440 | 4440 5440 | 6440 79001 7100
$40,000 - 49,828| 1,020 2220 | 3050 | 3250 | 3370 | 3sr0| 4570| 5570 | 6570 | 7570 8220 | 8220
$50,000 - s9999| 1020 | 2200] a0s0| 3250 | asvo| 4570 | ss0 | 6570 | 7570 | B.570; 9220} 8220
$60,000- 69,999] 1,020 { 2220 | 2050 3440 4570 | 5510 | 6570 7570 | 8570 8,570 | 10220 | 10220
$70,000- 79,983 1,020 2220 | 3240 | 4.440 5570 | 6570 | 7.570 570 | asvo | 10570 | 11,220 | 11,240
$50,000- 99,999 1,080 | 32060 | 5000 | 6200] 7420 8420 | 9420 | 10420 | 11,420 | 12,420 | 13,260 | 13460
$100,000 - 149,093] 1,870 4070 | 5900 | 7,400 | 8220 | 9,320 10520 | 11,720 | 12,920 | 14,120 | 14,960 | 15180
$150,000 - 230,009{ 2,040 4440 | 470 | 7870 | o100 10390 | 11,500 | 12,780 | 13,990 | 15180 | 16,050 | 16250
$240,000 - 259,898] 2,040 4440 | 6470 | 7870 | o180 ] 103%0 | 11,500 | 12,700 | 13,990 | 15520 | 17,170 | 18170
$260,000 - 279,803| 2,040 | 4440 | 6470 | 7.870 | 9,190 | 10,390 | 11,590 | 13,120 | 15120 } 17,120 | 18,770 | 13,770
$280,600 ~ 299,999] 2,040 4440 ) 6470 | 7.870 | 8,190 | 10720 .| 12,720 | 14,720'] 16720 | 18,720 | 20,370 | 21,370
$300,000 - 319,999]  2.040 4440 | 6470 | 8200 | 10320 | 12,320 { 14,320 | 16,320 | 18,320 | 20,320 | 21.870 | 229570
$320,000 - 364,993] 2,720 5920 | 8750 | 10,050 { 13,070 | 5070 | 17,070 | 19,070 | 21,290 | 23,590 | 25540 § 26,840
$365,000 - 524,999] 2,970 6.470 | 8600 | 12,100 | 14,530 | 16,830 | 19,130 | 21,430 | 23,730 | 26,030 | 27,980 | 29,280
$525,000 and over | 3,140 6,840 | 10,170 | 12,870 | 15,500 | 18,000 | 20,500 | 23,000 | 25500 | 28,000 | 30,150 | 31,650
Single or Married Filing Separalely - - )
Higher Paying Job . Lower Paying Job Annual Taxable Wage & Salary
AnnuabTaxable | $0- [&10,000-]$20,000-$30,000 -] $40,000 -{$50,000 - |$50,000 -{$70,000 - |$80,000 -[$90,000 -|$100,000 -1$110,000 -
Wage & Salary | 9999 | 19,090 | 20899 | ase0e | 49808 | se.500 | €9.999 | 79,909 | 89,899 | 99,999 | 103,939 | 120,000
$0- "9,993 $450 $940 | $1.020 | $1,020 | $1,470 | $1,870 | $1,870 | $1.870 | $1670 | $2,040 | $2,040 § $2,040
$10,000 - 19,999 240 1530 | 1610 | 20650 | 3060 | 3460 | 3450 | 3460 | 3,640 | 3,830 [ 3830 | 3830
$20,000- 29,999] 1,020 1610 | 21a30,] 3130 | 4130 | 4540 | 4540 | 4720 4920 | 5110} 5110} 5110
$30,000- 39,8991 1,020 2,060 3,130 | 4,430 | 5,130 5540 | 5720 5.920 gi120 | 6310] 6310 gato
$40,000- 50999 1,870 | 3460 | 4540 | ssdo| eeso | 7290 | 7480 | 7690 7890 8080 | 8,080 | £080
$60,000~ 79,993] 1.870 3,460 4,690 5,820 7,080 7,680 7.890 8,080 8,290 g,480 9,960 | 10,060
$80000- £9,989| 2020 | a3si0| 5000 | 6290 7.490 | 8090 ] 8200 6,490 9,470 | 10,460 | 11,260 | 12,060
$100,000 - 124,999¢ 2,040 3,830 st10] 6at6| 7sta| 8430 | 8430 | 10430 | 11430 | 12420 { 13,620 | 14620
$125,000 - 148,999] 2,040 3830 | 5110 ] 7030 | 9030 | 10430 | 11,430 | 12580 | 13,880 | 15,470 | 16,270 ; 17,370
$150,000 - 174,999} 2,350 4,950 7.030 | 0,030 | 11,030 | 12,730 | 14,030 | 15330 | 16,630 | 17.920 | 19,020 20,120
" $175,000 - 199,899 2,720 55310 | 7540 | 9,840 | 12,140 | 13,840 | 15,140 | 16440 | 17,740 | 19,030 20,430 | 21,230
... $200,000 - 245,899] 2,570 5860 | 8240 | 10,540 | 12,840 | 14,540 | 15840 | 17,140 | 18440 | 19,730 } 20,630 21,930
' §250,000-389,899] 2,970 | 5860 | 8240 | 10,540 | 12,840 | 14,540 | 15840 17.140 | 18440 | 19,730 | 20,630 | 21,930
" $400,000 - 449,939 2,970 5860 | e240 | 10.540 | 12,840 | 14,540 | 15,840 | 17,140 (" 18,450 19,940 | 21,240 | 22540
$450,000andover | 3,140 | 6230 | 8p10 | 11,310 | 13,810 | 15710 | 17,210 | 18,710 | 20.210 21,700 | -23,000 | 24,300
' Head of Househald - ik
Higher Paying Job Lower Paying Job Annual Taxable Wage & Salary
Annual Taxable | $0- |$10,000-]$20,000 -|$30,000 - 540,000 - |$50,000 - |$60.000 - |$70,000 <| $80,000 - 590,000 -1$100,000 -$110.900 -
Wage & Salary | 9,999 | 19,099 | 29,899 | 39,899 | 42,999 | 59,999 60999 | 79,000 | 89,099 | 99,999 | 109,983 | 120,000
s0- 9,999 $0 $820 $930 | §1,020 | $1,020 | $1,020 | $1.480 | $1,870 | $1.870 j $1,930 $2,040 | $2.040
$10,000- 18,999 B30 1820 | 2130 2220 | 2,220 | 2680 | 3,680 | 4,070 4130 | 4330 4440 4440
$20,000 - 29,999 930 | 2130 2350 ] 2430| 2900| 3900 | 4900 | 5340| 5540 | 5740 ) 5,850 5,850
$30,000- 30999f 1020 ]| 2220 | 2430 | 2980 | 3980 | 4880 6,040} 6630 6830 | 7,030 | 7140 7,140
$40,000- 59099 1,020 | 2530 3750 | 4830 | 5860 { 7,060 | 8260 | &850 gos0 | 9,250 | 9360 | 9360
$60,000- 79999 1,870 | 4070 | 5310 | &600 | 7,800 | 9,000 | 10,200 | 10,780 | 10,980 11,180 | 11,580 | 12,380
$80000- 99,999] 1900 | 4300 | 5710 | 7000 s200 | 9400 | 10600 | 11,180 | 11670 12,670 | 13580 | 14,380
$100,000-124,809] 2,040 | 4440 | s@s0 | 7140 | 8340 9,540 | 11,360 | 12,750 13,750 | 14,750 | 15,770 | 16870
$125,000-149.8999] 2040 | 4440 | 5850 | 7360 | 9,360 | 11,360 | 13,360 | 14,750 16,010 | 17,310 | 18520 | 15,620
$150,000- 174.899] 2040 | 5050 | 7,280 | 9,860 | 11,360 | 13480 | 15780 | 17,460 | 18,760 20,060 | 21,270'| 22,370
$175,000-199,999| 2720 | s920 | 8130 | 10480 | 12,780 | 15080 | 17,380 | 18,070 20370 | 21,670 | 22,880 23,980
$200,000-249,998) 2970 | 6470 | @090 | 11,370 | 13670 | 15970 | 18.270 | 19,960 | 21,260 22,560 | 23,770°| 24,870
$250,000-349,993] 2970 | 6470 | ses00 | 11,370 | 13670 | 15970 | 18,270 | 19,960 | 21,260 20560 | 23,770 | 24,870
$350,000 - 449,999 2970 | 6470 | &890 | 11,370 | 13,670 | 15970 | 18,270 | 19,960 21260 | 22,560 | 23900 | 25200
$450,000andover | 3140 | 6840 [ 9560 | 12,140 | 14,640 | 17,140 § 19,640 | 21,530 23,030 | 24530 | 25940 | 21,240



MY STARRING. ©
;2105-A CROMLEY CIRCLE
MYRTLE-BEACK, SC 20577

Personal Health History Questionnaire

Applicable state and federal laws prohibit discrimination based on disability ar prior filing of claim for workers'
compensation or taking medical leave to which you were entitled. This personal health history questionnaire will be
maintained in a file separate from your employment file. Any false statements, misrepresentations, or concealments to
secure employment are sufficient grounds for dismissat,

Circle YES or NO if you now have, or if you are being treated now by a health care provider, OR if you have had in the past,
or have been treated in the past by a health care provider, for any of the following. Please provide the details of any "YES"
answer, including the duration of the condition, dates of treatment, work restrictions or impairment leve! {if any}, and
outcome. Please use additional shests of paper if necessary to fully answer each question.

YES { __NO {1 [ Carpel Tunnel diagnosis or surgery DETAILS:
YES NO {2. [ Heart Disease or Attack DETAILLS:
__YES NO | 3. | Bone orJoint problems, ie. Knee/shoulder/wrist, DETAILS:
atc.
YES NO | 4. | Diziness, fainting spells or frequent headaches DETAILS:
YES | NO | 5. | Depression/Nervous Disorder/Mental Miness DETAILS:
YES NO | 6. | Back or neck condition/injury? DETAILS:
YES NO | 7. | Have you ever had surgery? DETAILS:
YES | © NO | 8. | Do you have any physical limitations that limit or | DETAILS:

reduce your ability to perform any work related
duties?

YES NO | 9. | Have you ever had a workers' compensation claim | DETAILS:
due to an on-the-job injury or illness?

YES NO | 10. | Have you had any medical condition, illness, or DETAILS:
disease that resulted in your absence from work or
inability to perform the essential functions of your
job for more than 7 consecutive work days?

Have you ever had or been treated for any of the following conditions or diseases?

Repetitive Stress Trauma: _No __ Yes Diabetes: —No  ___Yes

Back or neck problems or injury: ___No __ Yes Alcoholism: —_— No __ Yes
Knee injury: ___No ___Yes Drug Addiction: ____ No — Yes
Major illness in the past five years: ___No __ Yes

Employee Signature Date

Print Nama Social Security Number {SSN)

Witnessed by Date




IF YOU ARE INTERTESTED IN GETTING
PAID BY DIRECT DEPOSIT, YOU MUST
BRING US A VOIDED CHECK OR A LETTER
OF DIRECT DEPOSIT FROM YOUR BANK.

WE CAN NO LONGER ACCEPT THE
ACCOUNT AND ROUTING NUMBERS
HANDWRITTEN ON THE APPLICATION
FORMS.

THANKYOU
[HT STAFFING



in order to recelve Au
employees changing
provide the proper routing number. Print ¢learly usinga ben .
Plrect Beposit Accotnts Oaly) Please vellfy the ABA Routing Mumber, with your

Financial Insiitution

(Bark) Information {For

T

Its wihat we el

EFPLOYEE DIRECT DEPOSIT
AUTHORIZATION FORM

Fomatic Deposits, please complete thé fotlowing infolmation. For new erirdllees and
accounts, you must attach a volded personal check; i a savings deposk, please

financial fubtitutlon, for your Checking Account(sy {Arst 9 diglts on your cheeld anid for ol other accounts. The employee is

responsible for the accuracy of ABA Routi

ng Number. Pleast allow 14 business days before recelving yaur first direct depostt,

' . .
Py - - —

EmPIOYCI' cOm o it
. any M
information: Pafly Name T Date of Hire
Employeg‘ ) Employee Mame Soc. Sec. # Birth Date:
Information:
Street Address Deytime Phone Number
Ciy State Zip Code Home Fhone Namber _
LhecluOne U Mew Enrollment D Change Institution O Cancel Participation
Financial Finanelal Institution Name Type of Accolmt
institution
information: € Checking  €F smvings
Street Address Bank Fhone Number
City State Tp Code Deposic Amount
- ) s
Direct, beposit Rowtingransit No. Account Mumber ’ % .
Pinancial Firienclal institution: Name Type of Account
Insficution i N .
Information: rre O Checldng O Snvings
(Use reverse ect Address Bank Phone Number
sidle for
additional City State Zip Code szoti?t Amount
institutions " — .
) Dlrect Deposit RoutingTransit No: Accaunt Wumber . 9
tmel FOR NEW ENROL S AND CHANGES, A YOIDED CHECK (OR SAVINGS DEPOSIT SUP MUST BE ATTACHED YO THIS FORM.
f:'g’:;:';“ (YO VERIEY OF ROUTINGITRANSIT NUMBERS)
: ! (we) hereby. suthorze Employers &, -to tnitate creqit entfes and t Inkiste, [f necessaty, debit entries énd adlustments for any
eredit.entries I eror to my (ourl checking andfer savings dccount; Indleated below end the Finanglal lnsttuflon named below to
weditandior debit the sme Ao sach Becount. IF | become sutfect to any attachiment, gemishment, or leves, sty puctichpation n
Plrect Cieiostt may be temiinated, and twill recelve a check for iy pay. In the event of &n employes tenmination, the final pay
inay be g physleal theck: In ardfer to cencel, you MUST pravide witten notice bo Emplayecs HR prar o payroll i with your rame,
S5, andt slgnature with e recuest b cancel, Emplayers HR will send Direet Deposlts to antve an your ehack date. Emplayers HR
Bssumes no responsbilty for when your bankdag stittion coedits funds to yote account end resecves the Habt to orenide this
gulbiorization k1 aceordante with your work site agreement. v

Date

Employee Siqnature

www.employershr.net
2490 ENTERPRISE ROAD [ SUITE 103 [CLEARWATER, FL 33763'{ PHOME: 888.796.8398

-

-



: PAYCARD (CHECK IF YOU WOULD LIKE A PAYCARD)

By providing the information requested above and signing befow, | hereby elect and consent fo
".’CEIVE my wages, including but not limited to off cycle age payments and wage payments upon
distharge by ele ctronic transfer of wages to a paycard, '

Date:

Employee Sighature:

PAYCARD NUMBER:

DEPOSIT AMOUNT: OR ALL;

PRINT FULL NADE:

ADDRESS:

BIRTHDATE:

SS MUMBER: ___




" . Applicant Name _*

** Please check alf.
that apply **

: - Musthave .
o | ABT Ul—_\i:EKPERIENCE

INDUSTRIAL
Assembly
Buffer

i

Carpéentry

Congrete Flnisher
Concrete Worker
Construction
Electronic Assembly
Eleclranle Technicsian
Forldiit

Foundry

General Labor
Industrial Sewer
Inspection

Inventory

Landscaper

Loading/Unloading
Masonty

Material Handling

Mectical Assembly
Order Selector
Packaging
Patnting :
Plaslics

Platling

N

Piumber

__j Polisher
Sanding

Shipplrig & Recelv!ng
‘Soldering

‘Sorting .

Wareholise _

|J=|

wﬂmm
Blue Prints

Calfpers

Hard Hat

Microreter

Safety Glasses

Stee| Toad Boots

Jools
Work G!oVes

Waorlc Shoes

Bullding -

1] .L-I.IH'H‘I'I‘

HousekﬂEPfﬂQ

7 Janitoral

NESENNAEEN |.-|'r'i'.u

1]

MACHINE OPERATORS

Boring Mill
Brown & Sharp
oNE -

Drill Press
Grinder -

Hand Held Crane
Holst :
injection Molding
Lathe

Metal Shear
Miliing
QOverhead Crane
Printlng -
Punch Press
SetUp -
Tumret Lathe

HOSPITALITY
Banquet Seiver
Bartender
Cook
Dishwasher

11

Food Service
Hast
Hostess

|| Black Pants

YWhite Shirt

SKILEED POSITIONS/
TRADES

CNG

Elecliclan

Machinfst -

Machine Malnfenance

Miliwright

Too! & Dle .

Welder - Afl

Welder.Arc

Welder Mig

Welder Spot

Welder Sfick -

Welder Tig
ACCOUNTING

AS400,

MAS 90

Peadchirée -

Quickbooks

Quicken

DRAFTING

GAD Operator '

Praflter |

ﬂ 2 -H [

OO

- SECRETARIAL
Admin, Assistant -

Legal Secretary -
Medical Secrétary
Receptiohist

Sates Secretary
Switchboard Operator

Execulive Secretary "

OFFIGE EQUIPMENT -

10 Key

Copy Machins -
Fax Machine
Scanner

SHIFT .
Flrst
Second
Third
Part-Time
Oveitlie
Weekends

) (L

ACCOUNTING
Acsounting Clerk
Accounts Payable
Accotnts Recelvable
Bank Teller

Billing

Bookkeeping
Cashier

Cost Accotmting
Credit Collections
General Accounting
General Ledger
Medica! Billiig:
Payroll

. DFFICE: -

] Cali Center

Customer Sefvice

Demonstrator

Emalt

Fillng -

Generat Office

| _Lintemat

| {MaliCletk -

|| Telemarketer -
MECHANICS

] Auto Defaller
Auto Mechanlc

HJ.I-H

" [CIDleset Mechanle

ovm:wE "
IRING - -
ECHNOLOGY ING..

OFFICE SKILLS
Data Entry

Dictaphone

| Dispatcher

~_Legal Terminology

Medical Terminology

Shorthand

Speed Wilting

Typing

PROFESSIONAL |
EMT

Englnéerlng

Holel Manager
Humah Resources
Manager
'Retall

T

" Car
; Public -
. Ride -

Sales

SOFTWARE
Access

ACTI

Aufo Cad

Excel

FaxPro .

Lolus 4-2-3
fachtosh
Microsoft Publisher
Offlce Sulte
Oullook

Power Polnt
Photoshop )
Windows XP¢ -~
Word

Word Perfec!

L1

ARERERERNE

..r

TRANSPORTATION




Employers HR
employ et HR Ao
(PLEASE HIL OUT COMPIFTFIY & ACCURA
at we do o T
Company Narne:, A HT locatioh: W\Wﬂe' ﬁ‘”"—'—t)‘\
Sectibn 1 :
Eriployee: 55k
T {FISTNaRe LSO A
Addresss - twj!i\;::t. l Telephone: ( 3
City: Cotmty. State iR
Hire Date with Ci[ent. Hire Date with Employers HR:
ln Case &f Emergency, Please Contaet: ’
Name: Relationshilp:
Address: Apt, Telephone: ).
City: _ State Zipx
Date pf Birth: Sex: O Mile O Female
please check the. appropiiate box below ' o
fslander O Aslan

O Hispanlc or titine @ NMhite € Blackor Afican Amesdcan O Native Hawallan or Other bacific

O Ameticah Indian nrNaskq Nstiver OTwb
Empldyers o feoes
Ieyers Hit, I sn-Equal °9P°n“ﬂ|fi’ !mphw.h‘ﬂ?; abuye fafarmatlon Is used only te submit She FEC-1 Repatt to the Federal Gavemment eschyzin,
: Ing' dnd eardmeits for e adminttation ammmmmwm h onder

Employels HE & subfett to tal pecoriieéolnd g e

o comply vty th ese fxws, pe= cnw!oyvknjpc; employes ks volultariy salfidenilly thel ra elhinlely and gender. Submissiort of thls nfrmation

wivmtay and to el It wilt ot subject yor! bo any aidverse trestment. Fhe dnformation wii by kept cordtdeiral und:mﬂ?::m% pmmb_ ugzr.
£ on ba be

RWIT Snly be ised ln accondance.with the aﬂc{msaf catile Javer, excutive orders ana'nmﬂwm Indl
e it d oty ey sz e AL

smmarczed and sparted &2 Pe: foderal Batemment for ghi fighls ervbrezment. Wilen reported, dhin [
Lo the foltewdag: Thave

tmwnuﬂﬂmdmsfwmhmduwanammwmmm ) b atwld foasked enployed forers HE, Ak it ogres
bmnwuds‘maMmpw-w Em ma ng & end fhere b o cantact of empkpme tmmtgmumdﬁldmbwﬂﬂ
players HR an enphyee cling campany o ot o o mmm!.,umk:«wmﬂlﬂm"‘ww

hevebetn :::rlsned. o ﬂwtm Enplons
emplayee " Oﬁ&ncd o lm!ht:d playes B HR eokpiry et e o by such 1] Bd
B faptoys ¥ &m mummtkmduﬁbrmﬂcﬁ pcfomuu

oy Esfreht of vs'ﬂ-ﬂmb 'u.ku ce thatwhie (nn & &2 EployEs

'ﬂ“d‘mpm"-ﬁ'?“”‘ St mm:.: o Mt. twmﬁ‘d Mw{:m:;cm:&ﬁwﬁ-mwemmpmf«wmmpuhd.ﬁdhq«dcmmkmuwdd

WP
nwrtmmmmamum p#qmsmj ’5 m whl’dﬂmmﬂrr oo been Infornined and lagres that W o/
Nﬂmlmm=dmrﬂfwﬁﬂ=m%mupcdgﬁﬂ“m wm Fiiy hi“fcu- mmﬂnﬁtm unemgrloyment benelim may be donded me ¥4
m!ndup.mmmnnm_:fnctmwmwwﬁ.m;mmunmmwmemm ‘strde wodio! compepdation and bo irvofd the drpomation of sl
stalutis which mlaht reti, from Raltyy egalnet e astomérs off einis af Evploys K, o buakist £ ey mmmmcnmw«wmmu&nmtpﬁmﬂww.l
mwmmdrm Feleatt nmy lfahu A bt bater 5 sk, cas o¢ briig st ngabast sy cent o cltomer of Employers HR of pefist Erpdgyary st
bprles eogercd Lader fuch workers® bt | plta B3z % comply With aay diug boxting'policy, W mmrmmmumwlwmpm
Iﬁdmlﬁﬁ‘mmwm“%nltkﬂbwadbrhw.hl&ﬁdmidﬂwm“ﬂmhmwm bpe s )

P, clivailty, of marits] s of 2§ ysbjecks mwb‘n:lgbummt

athinotion béewiien? nﬂ:&. e, o . 5
:‘Mm'marham ;Ast Wﬂn’ ﬂmm mbm?mﬂpg rntm‘:ﬁ-&ﬁa fordet hvw!n dszhtance in the veeatstion of stch maties.
Employee Signatures Date:

fhis Section Must be Completed By Your Supetvisor
Supervisor’s Name: Hire Date:

Type of Hirgx O NewHire OReHire O Employers HR/Cllznt Transition
Job Title: _ Emp!oye.e# _ Badged:
Diviston: - Department: _____ Location: Reglon:
fmoloyee:. O FuliTime O PatTime OExempt Q Non-Exempt ‘E{nfkers Compen’saﬁon Class'Code
an'_C\LGT:'-L OWeeldy O BiWeekly OSemi-Monthly O Monthly :

e & Rater
0 Houtly Rate $ O Salary {Per Pay Cycle) § O Comm[ssmoﬂ-ter $
m,_ggg_ﬁ_h_ed_bﬂm Ovis O No.  DaeEigible: Bene,ﬁt Group:

l-“ﬂ-; : -g laio“n\‘r'l-"‘f' i .’Vr':"{ :

a w—— S ———————————

marm P s § ——— i =



Eraployment Eligibility Verification
Department of Howmelznd Security
U.S. Citizehship and Immigration Services

- USCIS
Form I-9
OMB Mo, 1615-0047
Expices 0873142018

»-STARY HERE: Read Instnuctions carefully before comploting this form. Tho instructions mustba vallable, elthor in paper or electronfcally,

dusing completion of this Fom. Employers are fablo for arors i the completion of this form,

ANTI-DISCRIMINATION NOTICE: It s iflegal to discriminate egainst work-authorized individuals. Employers GANNOT spacly which
document(s) an employee may present to establish employment authorization and Identity. The refusal to hire or cantinue to employ

an Individial because the

=

ted has & future explration date may also constihde ilegat discrimination.

& L0 2D

Middle fnltial

State

Apt Number

Address {Stmat Number and Namie) City or Town

ZIP Code

Dale of BIth mnvddynn) U.S. Social Secusity Number Employee’s E-smaill Address

HERERAEIENN

Emplayee’s Telephons Mumber

1am aware that federal law provies for Imprisonment and/or fines for fafse statements or use of false documents In

connection with the completion of this form.
| attest, undear penalty of perjury, that 1 am (chack one of the following boxes):

[] 1. Acitzen of the Unlted States

JE1 2. Anonciiizen nationatl ofthe United States (S8 fastuctions)

[] 3. Alawlul parmanent resident  (Allen Reglstation Numbet/USCIS Number):

[} 4. An alien authorized to work  until (explration dats, i applicable, mmiddlyyyy):
Some alfens may write "N/A” In tha explration date field. (See fstructions)

Aligns authorized lo worke imust provide only una of the folfawing document numbaors {o camplele Form 1-5:
An Afien Registratior: Nurrbenl7SCIS Number OR Form 194 Admission Number OR Foreign Fasspost Numbar,

1. Affen Reglstration NumbedUPSCIS Number
OR

2. Form 1-84 Admisslon Number: _
OR,

3. Forelgn Passport Nemibser:

Country of Issuance:

Da tk Wita In This Spaes

Ol Codo - Sechon 1

Slgnature of Emplayee Today's Data fmm/ddAnyy)

3% (Checkong)s. .~ . 7 . -
prépaisie)aidirtdnslitorts) BSsfoted

R S O L T W
I wfien preparers snd/of fugsial

] ot tuh B

[pEcpaterandloL IFARSIEtor Certificati

R i‘-l . P P.E"g\ - ‘:.'. PR M i :
liEas Belo i RUSE A 65 ipié e i sighed :

]

i e T i
nigrployee. i compfeling-Secto

nig .

(R

Lattest, under penalty of perjury, that I fiave assisted In the completion of Secllon 1
knowledge the Information Is true and comect.

of this form and that to the best ;f my

Signature of Praparer or Transdator Yoday's Date (mrvddiyyy)
Last Name [(Family Name) First Name (Glven Name}
Address (Street Number and Nzme) City or Town Stale  {2IP Code

@ Eployer Coiiplites NeBags:

Form 16 0T/ N

Pape [of3



IHT STAFFING

PERMANENT & TEMPORARY SERVICES

CRIMINAL BACKGROUND AND DRUG TESTING REIMBURSEMENT

, 1 agree to have my criminal background
checked for a possible position with IHT. | also agree to a drug testto
be conducted. '

By signing this form, applicant is agreeing to reimburse IHT for the cost.
of this criminal background check/drug test from their 1%t paycheck in
the amount of $20.00.

Applicant Signatufe:

Date:

IHT Coordinator:




Worker>s Compensation Policy

All wotkes’s compensation caims.must be teposted to JHT Staffing immediately for
any accidents or injﬁxics while wotking or while on ény work site. A]l_cla.ims must be
submitted within 8 hours of happening, whether major or minor. You must contact
IHT Staffing: (843-626-7970, duting business houts and 843-450-3087, after fouss).

- After reporting your injuty, you must report to out office to fill out necessaty
paperwotk. From thete you will be sent to an apptoved Doctor’s Cate or Emetgency
Room dependjng on your medical needs. if an accident happens after houts or on the
weekend, a report must be made and you must repott to our office at 8a on the
following Moaday morsning to complete papeswork. You must bing all medical
documentation with you. : '

Failure to tepott an injuty in the 8 houts could mean that yout claim could be delayed.
If you seek medical attention on your own, you ARE RESPONSIBLE for that
medical bill, :

If you have a minor injury 2nd decide not to file 2 WC claim, you will need to fill outa
Refusal of "T'reatmeint. This must also be done within the 8-hout petiod.

After each medical visit, you must bting in all documentation given to you toJHT
Staffing aftex your visit. ' '

I have read the Workéts’ Compensation Policy and understand all procedures,

 Date:




ATTENTION ALL APPLICANTS

Friday, Saturday, and Sunday’s are mandatofy.
You must show up for work on these days. If you call out
FOR ANY REASON, you will be paid minimum wage.

If you are a No Call No-Show you will also be paid minimum
wage. Our voicemail is always available 7 days per week 24
hours per day. You must call if you are going to be late or
out. If this occurs before or after business hours or during
the weekend, you will be required to-leave a voice message.

By signing below, you are stating that you understand this
policy S

Employee Signature

Date



IHT STAFFING POLICIES AND PROCEDURES

Please initial each line after you have read and completely understand each statement:

— . Tunderstand that I am expected to complete any job assignment that I accept unless the work is unsafe.
If T consider the job unsafe, I will call IHT immediately. A 24-hour answering service is available seven days a
week for your convenience, 843-626-7970. All job details will be given to the employee upon acceptance of
assignments.

_ Tunderstand that failure to complete a job assignment without reasonable cause will result in 2 pay rate
of the Federal Minimum Wage (§$7.25) for that particular assignment. This includes but not limited to the
following: quitting 2 position without giving a 48-hour notice to IHT Staffing, no call, no show, disorderly or
improper conduct while on the job causing reason for dismissal. -

. If for some unexpected reason such as an emetgency ot illness and I cannot make an assignment or if
will be arriving late, I will contact IHT as soon as possible so that a replacement can be scheduled in my
place. I also agree to give IHT 48 notice if I need time off for a doctor’s visit, car repairs, ete. My failure to do
so will be grounds for THT to assume that I have voluntatily quit, non-compliance with this availability policy
is regarded as voluntary quit and you may be ineligible for unemployment benefits. Also, it states on the back
of IHT timecard wen signed you are agreeing to the terms and conditions. An employer may not hire and
IHT employee before said hours are completed without IHT being paid a fee.

4 Full time 1s defined as 40 hours per week.

IHT has a very strict SUBSTANCE ABUSE POLICY and by signing this form I consent to submit to
random drug testing. I understand that failure to comply with this assignment will be grounds for my
immediate termination. ‘ :

IHT is not liable for drug screening, physicals and/or credit/background checks. The employee will pay
for the required pre-employment screenings upfront when applicable.

Timecards are the responsibility of the employee. They can be picked up at the office during business
hours, printed off the IHT website (ihtstaffing.com) or found in the mailbox beside the front door. I
understand that THT will not recognize ot pay for any hours worked by me without a timecard signed by the
client.

___As an employee of IHT it is my responsibility to fill out a tmecard properly and make sure that it is
turned into IHT’s office by 9a every Monday morning, If the timecard is faxed it is my responsibility to
follow up and confirm that my timecard has been received. Failure to turn in my timecard could result in not
being paid on time. Pay checks ate available for pick-up every Friday from 7:30a to 5:00p if not direct
deposited or a pay card issued.

I understand that if I give IHT permission to mail my paycheck to the address that I have provided on a
Self-Addressed Stamped Envelope that it is my responsibility to pay $35 stop payment fee to IHT in the
event that I do not received it and need a check reissued.

By signing below, you are agteeing to IH'E’s policies and procedures.

Employee Signature: Date:



IHT STAFFING
EMPLOYEE PERSONAL INFORMATION:

SOCIAL SECURITY NUMBER {SSN) / /

PRINT NAME EXACTLY as shown on your Social Security Card:

First Name

Middle Name

Last Name

Date of Birth / /

Home or Mailing Address

AptorBldg #

City

State Zip

Home # Cell #

Marital Status

Email

Gender Male Female

Emergency Contact

Relationship to you

Emergency Contact #




IMPORTANT-TO ALL EMPLOYEES:

PLEASE REMEMBER TO ADHERE TO THE FOLLOWING POLICIES
WHILE WORKING ON SITE FOR [HT STAFFING. FAILURE TO DO
SO WILL RESULT IN RECEIVING MINIMUM WAGE AND POSSIBLE
TERMINATION.

NO EATING OR DRINKING ANYWHERE WHILE AT WORK, EXCEPT IN DESIGNATED
AREAS AND YOU MUST BRING YOUR OWN FOOD AND DRINK.

NO CELL PHONE USE WHILE WORKING.

NO SMOKING EXCEPT IN DESIGNATED AREAS AND ONLY AT BREAK TIMES.
NO VISITORS AT WORK.

NO DRINKING ALCOHOLIC BEVERAGES ON PREMISES

NO SLEEPING OR LOUNGING WHILE AT WORK.

DO NOT DISCUSS WAGES WITH ANY OTHER EMPLOYEES.

ALL TIMECARDS MUST BE TURNED IN BY 9AM ON MONDAY. IT IS YOUR
RESPONSIBILITY TO TURN THESE IN- NOT OURS!

ABSOLUTELY NO GUNS, KNIVES OR OTHER WEAPONS ANYWHERE ON WORK
PROPERTY- THIS INCLUDES IN VEHICLES AND ON PARKING LOTS.

REMEMBER TH‘IS POLICY:
HOSPITALITY/WEEKEND WORKERS: WEEKENDS ARE MANDATORY!!!}
IF UNIFORMS ARE REQUIRED, YOU MUST WEAR THEM- THEY ARE MANDATORY.

IF UNIFORMS, KEYS AND SUPPLIES ARE ISSUED AND YOU ARE NO LONGER
WORKING THERE, YOU ARE REQUIRED TO TURN THEM IN TO THE OFFICE AT IHT
AND YOU WILL NOT RECEIVE YOUR PAY UNTIL YOU DO.

SIGNED: DATE:




EMPLOYEE ACKNOWLEDGEMENT FORM

The Coastal Group (and all affiliated companies) is firmly committed to your safety. We
will do everything possible to prevent workplace accidents and are committed to
providing a safe working environment for you and all employees.

You are encouraged to report any unsafe work practices or safety hazards encountered
on the job. All accidents/incidents (no matter how slight) are to be reported immediately
to the supervisor on duty.

A key factor in implementing this policy will be strict compliance to all applicable federal,
state, local, and The Coastal Groups poligies and procedures. Failure to comply with
these policies may result in disciplinary actions.

Additionally, The Coastai Group (and all affiliates) subscribes to these principles:

1. All accidents are preventable through implementation of effective Safety and
Health Control policies and programs.

2. Safety and Health controls are a major part of our work week every day.

3. Accident prevention is good business. It minimizes human suffering, promotes
better working conditions for everyone, holds The Coastal Group in higher regard
with customers, and increases productivity.

4. Management is responsible for providing the safest possible workplace for
Employees. Consequently, management is committed to allocating and
providing the resources needed to promote and effectively implement this safety
policy.

5. Employees are responsible for following safe work practices, company rules, and
for preventing accidents and injuries.

6. Our safety program applies to all employees and persons affected or associated
in any way by the scope of this business.

By signing this document, | confirm receipt of The Coastal Group's Employee Safety
Handbook and acknowledge that | have read and understood all polices, programs, and
actions as described and agree to comply with these policies.

Employee Name (printed)

Employee Signature ' DATE




T STAFAING
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EEO IDENTIFICATION

Various agencies of the United States Government require employers to maintain information on applicants pertaining to
factors such as race, sex, and type of position for which an individual applies. The information requested on this sheet is for
compliance with certain record keeping requirements. Waterfront Staffing Inc believe ali persons are entitled to equal

employment opportunities and do not discriminate against its employees oF applicants for employment because of race,
color, sex, religion, national arigin, disability, veteran status, age, marital status, or any other protected group status.

~ Name: Date: / /

position applied {for: '

Social Security Number (SSN). ‘ Date of Birth: / / Gender:[_IMale [ lremale
Race/Ethnic Data:
DWhite {Non-Hispanic) DASian (Non-Hispanic) D Mative Hawaiian or Other

Origins of Europe, North - Origins of Far East, Southeast Pacific Islander

Africa, or Middle East Asia, or the Indian subcontinent Origins of Hawaii, Guam, Samos,

or other Pacific Islands
DBlack or African American DHispanic or Latino DAmerican Indian or Alaskan Native
(Non-Hispanic) Mexican, Cuban, Puerto Rican, Origins of North and South America
Origins in any of the black South or Central American, oF (including Central America), who
Racial groups of Africa Other Spanish culture or origin maintain tribal affiliation or
- regardless of race , community attachment
wao oF more races
(Non-Hispanic)

All persons who identify with more
than one of the above races

Regulations issued by the US. Department of Labor with respect to disabled individuals, disabled veteran and Vietnam Era
veterans require that federal contractors provide an opportunity for self-identification to candidates seeking employment.
such self-identification is submitted on a voluntary basis, for use onein accordance with regulations, and without subjecting
the individual to adverse treatment.

Disabled/Veteran Classification{s): ‘
Speciat Disabled Veteran D Vietnam Era Veteran ' DOther Eligible Veteran
(30% or more disability) '

[ ] oisabled Individual

To be Completed by the Worksite Employer
Dif the employee elected not to complete this form, the Worksite Employer has completed it through visual identification
as required by law.. ' _

From the EEO job ¢lassification listed below, which one best describes the position filled?

i~ Executive/Senior Level [ 2- professionals [ 6 craft Workers {skilled)
Officials and Managers I:] 3 - Technicians D? - Operative {semi-skilled)
D 1.2 - First/Mid Level Officials D 4 —Sales DB - Laborers {unskillzd)

& Managers [Is - office and Clerical [Clo - Service Workers
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A. REQUIRED EMPLOYEE INFORMATION - _ B. MEDICARE INFORMATION . .~

PRINT USING BLACK or BLUE INK {Must Be Filled Out) Do you or any of your dependents receive

[-:I%EI VSl 2968601-AVU-1 OFFICEUSEONLY  LOCATION Rehire Date  /  /
[=]

Name Home Phone Medlicare Benefits?
[ Ivesl INo. tves:
Social Security # Date of Birth Gender Medicare Mealth Insurance Clairn Number (HICN)
;o
Address Apt. # Medicare Effective Date
City Zip State Name of Coverad Person(s):
1. 2.
C. LIMITED BENEFIT PLAN SELECTION e : Payroll Deducted Weekly Rates

You MUST enroll in the Fixed Indemnity Medical Insurance Plan before adding any additional benefits in Section C.
Your coverage level for the additional benefits in Section C will be identical to your fixed indemnity medical plan selection.
These plans are underwritten by BCS Insurance Company and 4 Ever Life Insurance Company.

P eal Y DENTAL VISION Term LFe | SHORTTERM
Employee Only [ ] $19.98 $5.40 $2.42 $0.60 ., $4.20
Employee + Childlren)  [_] $33.17 $14.58 $6.54 $0.90
Employee + Spouse |:| $37.96 $10.80 $4.84 $0.90
Employee + Family [ ] $50.55 $20.52 $9.20 $1.80
D NQ to ALL Benefits !:]Yes D No DYes I:I No D Yes D No |:| Yes |:| No

'This coverage is not available to residents of NH, HI, or PR. 2STD is not available to persons who work in CA, HI, NJ, NY; orRI.

For Term Life / Accidental Death & Dismemberment please write in your beneficiary information. Accidental Death &
Dismemberment is part of the Group Term Life Benefit.

Name Relationship
Name Social Security # Date of Birth  Gender Relationship

o [ jSpouse [_Jchid { ] Domestic Partner
Name Sccial Security # Date of Birth  Gender Relationship

ro []spouse [_]Child [ ]Domestic Partner
Name Social Security # Date of Bith  Gender Relationship

ro/ []spouse [ JChild|_] Domestic Partner

o) (o1 AN [JRTVSARN SIS A YR 12N SR lw i lol 'l 82968601-M-AVU-T  Payroll Deducted Weekly Rates

Enrolling in the Optional MEC Wellness/Preventive Benefit may DISQUALIFY §ou from receiving a subsidy from the health
insurance exchange. The MEC Weliness/Preventive Benefit is NOT underwritten by BCS Insurance Company. It is a benefit offered
and provided by your employer. Note: The Federal Affordable Care Act {ACA) individual mandate no longer imposes a penalty;
however, please check your state for any individual mandate requirements or penalties. Rates for the MEC Wellness/Preventive
Benefit are billed weekly.

D $13.42 Employee Only |:| $15.18 Employee + Child(ren) D $16.38 Employee + Spouse D $18.66 Employee + Family
D NO to MEC Wellness/Preventive 4

F. REQUIRED SIGNATURE : YOU MUST SIGN AND DATE EVEN !F YOU DECLINE COVERAGE

| have read the Benefits Summary and the Limitations and Exclusions for the Fixed Indemnity Medical Plan. | understand that | have been offered
ACA comlpliant coverage {MEC Wellness/Preventive), and open entollment is only available for a limited time. | understand that making no
benefit selection is a declination of coverage. | affirmatively consent to the voluntary receipt of the plan documents elections, via email or website.

DATE _ [/ /4 - P SIGNATURE
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IMPORTANT PLAN INFORMATION: You have two medical plan options. You may enroll in one or
both. Additional benefits are available to add if you enroll in the Fixed Indemnity Medical Plan.

1.You MUST complete the Enrollment Form as part of your New Hire Process.

2. Elect or decline all benefits on the Enrollment Form.

3.You MUST Sign and Date the bottom of the form, even if you decline coverage.
4.Return the Enrollment Form to your Branch Manager.

5.Keep the Benefits at a Glance page for your records.

Any person who knowingly, and with intent to injure, defraud or deceive any insurer, makes any claim for the proceeds of an insurance policy
containing any false, incomplete or misleading information is guilty of a felony.

For Enrollees of California employer policies: In order to enroll in the Fixed Indemnity Medical Benefit, you must be
enrolled in major medical coverage.

THE FIXED INDEMNITY MEDICAL PLAN IS A SUPPLEMENT TO HEALTH INSURANCE. T iS NOT A SUBSTITUTE FORESSENTIAL
HEALTH BENEFITS OR MINIMUM ESSENTIAL COVERAGE AS DEFINED UNDER THE AFFORDABLE CARE ACT (ACA).

The Essential StaffCARE Fixed Indemnity Medical, Prescription Drug, Dental and Vision Plans are underwritten by BCS Insurance Company, Oakbrock Terrace,
llincis under Policy Series Numbers 25.1204, 26.1214, 26.212, and 26.213. The Term Life/Accidental Death and Dismermberment and Short-Term Disabifity
Plans are undlerwritten by 4 Ever Life Insurance Company, Gakbrock Terrace, iffinois under Policy Series Number 42.200.

The MEC Wellness/Preventive Plan is an employer-sponsored, self-funded plan that has been deemed to be in compliance
with ACA rules and regulations. More information about Preventive Services may be found on the government website
at: https://www.healthcare.gov/what-are-my-preventive-care-benefits/. For questions or assistance, please call Essential
StaffCARE Customer Service at 1-866-798-0803.

Voluntary Electronic Availability of Summary Health Information for MEC/Wellness Preventive Plan

Copies of the Summary of Benefits and Coverage ("SBC") and Summary Plan Description ("SPD") from Essential StaffCARE
("ESC"} are available at the following link: www.essentialstaffcare.com/mec-sbe-spd

While you may have other health plans, this is the fink for your MEC plan SPD with ESC. These important documents explain
the terms and conditions of your Health Plan, including eligibility, coverage amounts and exdusions along with your rights and

responsibilities. At any time, you may request paper copies or revoke your consent to electronic delivery, free of charge, by
calling 1-866-798-0803.

For questions or assistance, please call Essential StaffCARE Customer Service at 1-864-798-0803.

AVU-1 ESC/MEC ANAW P1M v21.0m




LIMITED BENEFITS SUMMARY Policy Number ~ 2968601-AVU-1

FIXED INDEMNITY MEDICAL BENEFIT

The Fixed Indemnity Medical Plan pays a flat amount for a covered event caused by an accident or illness. H the covered event costs
more, you pay the difference. But if the covered event costs less, you keep the difference.

Qutpatient Benefits ' Inpatient Benefits

§ For more details, please see your Summary Plan Description.

Physician Office Visit $105 per day Standard Care $300 per day
Diagnostic {Lab) $75 per day Intensive Care Unit Maximum ? $400 per day
Diagnostic {X-Ray) $200 per day Inpatient Surgery $2,000 per day
Ambulance Services $300 per day Anesthesiology $400 per day
Physical, Speech, or Cccupational Therapy $50 per day Skilled Nursing # $100 per day
Emergency Room Benefit - Sickness $200 per day First Hospital Admission (1 per year) $250
Emergency Room Benefit - Accident 2 $500 per day Annual Inpatient Maximum ¢ No Limit
Qutpatient Surgery $500 per day Prescription Drugs {via reimbursement) %’
Anesthesiology $200 per day Annual Maximum $400
Annual Qutpatient Maximum $2,000 Generic Coinsurance 70%
Wellness Care Brand Coinsurance 50%
Wellness Care (one per year) $100

 all outpatient benefits are subject to the outpatient maximum ” covers treatment for off the job accidents only? pays in addition to standard care benefit ! for
stays in a skilled nursing facility after a hospital stay * Subject to internal limits of plan ¢ not subject to autpatient maximum 7 To file a claim for reimbursement, save your
receipt and remit to Planned Administrators, Inc.

DENTAL BENEFIT Waiting Period/Coinsurance Annual Maximum Benefit $750 Peductible $50
Coverage A None / 80% Exams, Cleanings, Intraoral Films, and Bitewings

1445 Coverage B 3 Months / 60% Fillings, Oral Surgery, and Repairs for Crowns, Bridges and Dentures
Coverage C 12 Months / 50% Periodontics, Crowns, Endodontics, Bridges and Dentures
In-Network Out-of-Network
You Pay Plan Pays You Pay* Plan Pays
Eye Exam? (including dilation) $10 Copay 100% 100% $35
Standard Contact Lens Fit Exam (includes follow ug) Up to $55 $0 100% $0
Premium Contact Lens Fit Exam (includes follow up) 1009, after 10% discount 0 100% $0
Frames (once every 24 months) 80%, after $110 allowance 20% plus $110 allowance  100% $55
Standard Plastic Lenses (single, bifocal, trifocal) 3 $25 Copay 100% 100% $25-$55
Contact Lenses (Conventional) (materials only}2 85%, after $110 allowance 15% plus $110 allowance  100% $88
Contact Lenses (Disposable) (materials only) 2 100%, after $110 allowance  $110 allowance 100% $88
Contact Lenses {Medically Necessary} (materiais only)? 30 Copay 100% 100% $200

'For complete plan details, visit www.essentialstaffcare.com/vision 20nce every 12 months ?$15 higher in AK, CA, HI, OR, WA {After plan payment
P Yy g Payr

GROUP TERM LIFE BENEFIT - . '

- Employee Amount $10,000 {reduces to $7,500 at 65; $5,000 at 70)  Child Amount {6 mos to 26 yrs old) $5,000

Spouse Amount $5,000 {terminates at age 70) Infant Amount (15 days to 6 mos) $1,000
ACCIDENTAL PEATH & DISMEMBERMENT (AD&D is part of the Group Term Life Benefit.)
Employee Amount $20,000 Child Amount (6 mos to 26 yrs old)  $5,000
Spouse Amount $20,000 Infant Amount {15 days to 6 mos) $2,500
SHORT-TERM DISABILITY BENEFIT

Benefit Amount 60% of base pay up to $150 per week
Waiting Period/Maximum Benefit Period 7 days for injury or sickness/up te 26 weeks

OPTIONAL MEC WELLNESS/PREVENTIVE BENEFIT ' . Policy Number 82968601-M-AVU-1

The optional MEC Wellness/Preventive Benefit DOES NOT cover medical services. This plan provides coverage for preventive
- services such as immunization and routine health sereening. It does not cover conditions caused by accident or illness.

Benefit in-Network Non-Network [N RS 200 MEC

15 Preventive Services for Adults 100% 40% Employee Only $13.42
22 Preventive Services for Women 100% 40% Employee + Child(ren) $15.18
26 Covered Preventive Services for Children 100% 40% Employee + Spouse $16.38
! For mare information about preventive services, please visit www healthcare. gov Employee + Family $18.66
WEEKLY LIMITED BENEFITS PREMIUM - Medical Dental Vision Term Life 5TD
Employee Only £19.98 $5.40 $2.42 $0.60 $4.20
Employee + Child(ren) $33.17 $14.58 $6.54 $0.90 -

Employee + Spouse $37.96 £10.80 $4.84 $0.90 -

Employee + Family £50.55 $20.52 $9.20 $1.80 -



LIMITED BENEFIT 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.

FIXED INDEMNITY MEDICAL
Ne benefits will be paid for loss caused by or resulting from:

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

Dedlared or undeclared war
Serving on full-time 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
No benefits will be paid for:

* Eye examinations for glasses, any kind of eye glasses, or vision
prescripticns

® 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 while such
person is covered under the palicy, 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 accidental 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.

The fixed indemnity medical plan is not available to residents of
Hawaii, New Hampshire or Puerto Rico.
DENTAL

The plan 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 see your summary plan description.

VISION

No benefits will be paid for any materials, procedures or services
provided under worker's compensation or similar law; non-
prescription lenses, frames to hold such lenses, or non-prescrciftion
contact lenses; any materials, procedures or services provided by
an immediate family member or provided by you; charges for any
materials, procedures, and services to the extent that benefits are
payable under any other valid and collectible insurance policy or
service contract whether or not a claim is made for such benefits.

PRESCRIPTION DRUGS

No benefits will be paid for over-the-counter products or
medlications 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 self-inflicted injury

* Voluntary taking of poison; voluntary inhalation of gas;
voluntary taking of a drug or chemical. This does not apply to
the extent administered gy a licensed physician. The pﬁysician
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 felony

Your participation in a riot
If you engage in an illegal occupation
Release of nuclear energy

Operating, riding in, or descending from any aircraft (including
a hang glider). This does not apply while you are a passenger
an a licensed, commercial, nonmilitary aircraft; or

®* 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.

GROUP TERM LIFE AND ACCIDENTAL DEATH &
PISMEMBERMENT

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 effective.

For Accidental Death and Dismemberment benefits will not
be payable for any loss caused in whole or in part by, or
resulting in whole or in part from, the following:

Attempted suicide or intentionally self inflicted injury; bodily

or mental infirmity; disease of any kind; or medical or surgical
treatment for that infirmity or disease. This does not include
bacterial infections resulting from an accidental cut or wound or
accidental in?estion of poisonous food substance; voluntary taking
of poison; voluntary inhalation 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, your spouse or
domestic partner; you, your spouse’s or domestic partner’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 felony; your participation in a riot; if you engage in an illegal
occupation; release of nuclear energy; operating, riding in, or
descending from any aircraft (including a hang glider). This does
not apply while you are a passenger on a licensed, commercial,
nonmilitary aircraft; work-related injury or sickness.

Member Services:

For frequently asked questions and network information for the Fixed Indemnity Medical Plan, visit www.esc-enroliment.
com/FAQIND. For questions and a full list of preventive services covered by the MEC Wellness/Preventive Plan, as well as
the MEC SBC, please visit www.esc-enroliment.com/FAQMECW. A paper copy is also available, free of charge, by calling
Essential StaffCARE Customer Service 1-866-798-0803.

PLEASE NOTE: To make changes or cancel coverage by telephone call (800) 269-7783. Use pin code 408 + _ __ _ (last four digits
of your SSN) for Limited Benefits plans (see gray section above for benefits covered). Use pin code §4.8 + _ _ _ __ (last four digits
of your SSN) for your MEC plan. Your Company has chosen to take your payroll deductions on a Post-Tax basis.

Essential StaffCARE Customer Service: 1-866-798-0803
*» Once envolled, members can call this number for questions regarding plan coverage, D card, claim status, and policy booklets and
to add, change, or cancel coverage.
+ Customer Service Call Center hours are M - F, 8:30 a.m. to 8 p.m. Eastern Standard Time.
Bilingual representatives are available.
* Members can also visit www.paisc.com and click on “Members” and enter your group number.




